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Introduction
Erysipelas is an infectious disease of the dermis and subcutaneous 

tissue commonly caused by streptococci.1 It is a clinical form of acute 
cellulitis.2 Clinically, it is characterized by the acute onset of local 
signs of inflammation such as erythema, oedema, pain and heat. In 
its classic form, it is accompanied by systemic signs such as fever, 
chills and malaise and sometimes nausea and vomiting.3,4 Erysipelas 
can be serious but rarely fatal. It has a rapid and favorable response 
to antibacterial therapy.5,6 From an epidemiological point of view, we 
consider the existence of a portal of entry, lymphoedema and obesity as 
the main risk factors for occurrence. A post-operative scar entry portal 
after a fracture has been rarely described in the literature. We report 
in this work the case of a young patient who presented erysipelas of 
the leg on a surgical scar of an osteosynthesis for a closed fracture of 
the tibial pestle.

Case report 

A 58-year-old woman presented in July 2017 to the Emergency 
Department at Hassan II University Hospital, Morocco, due to the 
rapid onset of fever, and a suspected skin infection. She had a previous 
medical history of a fracture of the lower quarter of the leg which was 
treated by a plate osteosynthesis (Figure 1) (Figure 2). She had a sharply 
demarcated, warm, and painful erythema on her leg surmounted by 
vesicles in places, purpuric by others, taking the operative scar (Figure 
3). Vital parameters showed a temperature of 38.0°C, respiratory rate 
of 18breaths/min, O2 saturation of 96% on room air, heart rate of 
80beats/min, and blood pressure of 120/70mmHg. Oral examination 
showed no signs of infection, and examination of lymph nodes was 
normal. Her laboratory results showed a white blood cell count of 
22100/mm3, her CRP was 235mg/L. The radiological examination 
of the leg revealed a fracture in the process of consolidation without 
radiological signs of sepsis on the osteosynthesis material. She was 
clinically diagnosed with erysipelas she was treated with intravenous 
amoxicillin + clavulanic acid. Clinical and biological improvement 
was noted, resulting in the switch to the oral route on the fifth day 
of treatment. The patient received 21days of antibiotic therapy. The 
evolution was marked by the complete disappearance of the cupboard 
with a decline of 1 year and a half without recurrence.

Figure 1 Radiography of the ankle showing a fracture of the lower quarter of 
the leg

Figure 2 Control radiography after 3 months of postoperative surgery not 
showing signs of sepsis on material, with beginning of consolidation
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Abstract

Erysipelas on postoperative scar is a rare entity. In orthopedic traumatology, 
we have only the 3cases reported in the work of Dhrif occurred during prosthetic 
implantation. We present through this article, the case of postoperative erysipelas on 
an osteosynthesis scar of a fracture of the lower quarter of the leg in a 58-year-old 
woman.
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Figure 3 erythematous placards, oedematous at the level 2/3 inferior of the 
right leg, surmounted by vesicles in places, purpuric by others, taking the 
operative scar

Discussion
Scar erysipelas is a rare entity. In traumatological and orthopedic 

surgery, we were able to find in the literature that the results of the 
work of Dhrif et al. 7 having collected, on his retrospective study 
carried out between 1999 and 2003, 3 cases occurred in the suites of 
an osteoarticular prosthesis implantation at patients with a mean age 
of 61years, one of whom had chronic venous insufficiency.

It is assumed that the mechanism passes through lymphatic damage 
caused by surgery prosthetic. This local alteration would predispose 
to a certain degree of venous and lymphatic stasis. It is established 
that cellulites generally occur at the extremities where there are 
disorders of the venous circulation and lymphatic.8 The alteration of 
lymphatic drainage would be the origin retention of high molecular 
weight proteins in intercellular spaces and therefore edema rich in 
protein. If this lymphatic stasis persists, the proteins play a nutritious 
role for fibroblasts and induce therefore the formation of a fibrosis 
that would slow down itself the drainage capacity.9 By the way, the 
lymph undrained is an excellent growing medium for germs leading 
to cellulite. Inflammation participates also to the destruction of the 
lymphatic channels.10 A vicious circle then settles and explains the 
recidivism of erysipelas in these patients. Clinically, erysipelas on an 
operative scar has the same characteristics as erysipelas on healthy 
skin8,11,12 It is a hot inflammatory erythematous inflammatory placard 
encompassing the cutaneous scar. Lymphadenopathy is present in 
about 30% of cases and pre-existing lymphoedema is reported with 
an incidence of 20%.11,13 At a distance from the first episode, most 
authors raise the major issue of residual lymphoedema and recurrence, 
which is observed in 6 to 57% of cases depending on the series and 
which occurs in patients at risk. In the literature, recurrence occurs 
in 12% of patients at 6months, 28.5% at 2 years and 30% of cases 
at 3years in a context of persistent intertrigo inter-toe and especially 
of an infected surgical scar.14,15 In terms of prevention, the studies 
that have focused on this subject emphasize the major importance of 
the appropriate management of venous and lymphatic stasis, which 
is quite common among lower limb operated patients, first of all by 
lymphatic drainage physiotherapy. Manual that can be started in the 
immediate after operative suites, then by the wearing of compression 
stockings alternately.16,17
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