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Erysipelas in the elderly: 
Are the concerns 

and economic burden increasing? 
Apropos of a case
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Blistering erysipelas has been reported only rarely and may be under-diagnosed. Very often, pati-
ents presenting with erysipelas are treated by non-dermatologist primary physicians. The current 
growth in the elderly population may increase the economic burden resulting from this disease. 
Therefore, case reports highlighting possible misdiagnoses of erysipelas can contribute to greater 
awareness among primary care professionals and lead to earlier diagnosis and prompt treatment. 
This description seeks to emphasize the main risk factors and predisposing factors, in addition to 
some atypical features and current challenges involved in the differential diagnosis for erysipelas.

Introduction
Erysipelas is a prevalent infection among the el-

derly and children that affects the dermis and the hy-
podermis. It is usually caused by group A streptococci, 
but may also be associated with the B, C, or G groups, 
and dermatomycosis constitutes a very common por-
tal of entry (1). Historically, erysipelas was called Saint 
$QWKRQ\·V�ÀUH��DQG�LW�ZDV�RIWHQ�PLVWDNHQ�IRU�HUJRWLVP��
Nowadays, its differential diagnosis involves diverse 
LQIHFWLRXV�DQG�LQÁDPPDWRU\�FRQGLWLRQV��������DQG�PD-
lignancies (4, 5). Uncommon entities have been includ-
ed in cases of erysipelas affecting individuals that live 
or travel in developing areas (6, 7). The most frequent 
site in adults is on the legs, usually unilaterally. The 
FODVVLF�FULWHULD�IRU�WKH�GLDJQRVLV�RI�HU\VLSHODV�LQFOXGH��
D��DQ�HOHYDWHG�DQG�ZHOO�GHOLPLWHG�VNLQ� LQÁDPPDWLRQ��

b) an abrupt beginning with fever and chilling; c) a 
unilateral site, mainly in a lower limb; d) the presence 
of risk factors (portal of entry, lymphedema, diabetes, 
YHQRXV�LQVXIÀFLHQF\��HWF����DQG�H��KLJK�DQWLVWUHSWRO\VLQ�
2�WLWHUV��LQ�XS�WR�����RI�FDVHV������7KH�PRUH�IUHTXHQW�
complications of erysipelas include necrotizing fasci-
itis, abscesses, thromboses, glomerulonephritis, endo-
carditis, gangrene, and sepsis; in addition, the disease 
may be recurrent in some individuals in spite of re-
ceiving antibiotic prophylaxis (1, 3, 8, 9). Systematized 
data about the frequency of erysipelas as well as the 
FXUUHQW�FRVW�EHQHÀW�UDWLR�RI� WUHDWPHQW�DUH� ODFNLQJ� LQ�
developing countries; moreover, published consensual 
criteria for hospitalization of these patients are scant 
(3, 8). The purpose of this report is to present a clas-
sic case of blistering erysipelas in an elderly patient 
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that was initially misinterpreted as a digestive infec-
tion. Before the appearance of skin lesions, the patient 
FODLPHG�QDXVHD��YRPLWLQJ��KLJK�IHYHU��DQG�FKLOOV��WKHVH�
are systemic symptoms that play a role in the diagnos-
tic pitfalls during the early phase of erysipelas. Addi-
tional concerns about the differential diagnosis of the 
cutaneous features are discussed.

Case report
$����\HDU�ROG�%UD]LOLDQ�PDOH�ÀUVW�SUHVHQWHG�ZLWK�

nausea, vomiting, and fever with chills. Two days later, 
these preliminary complaints were followed by intense 
SDLQ�DQG�VLJQV�RI�LQÁDPPDWLRQ�LQ�WKH�OHIW�OHJ��DQG�KH�
was admitted to the hospital. There was an anteced-
ent of arterial hypertension and a left saphenectomy 
5 years ago. He denied diabetes mellitus, alcoholism, 
and tobacco use. The physical examination disclosed 
a BMI of 26.5 kg/m². The extensive skin lesion was 
erythematous, hot and well demarcated, with vesicles 
and lymphedema, and ulceration was found in the lat-
eral aspect of the left leg (Figs. 1A and 1B). Worthy of 
QRWH��FRQVSLFXRXV�SODQWDU�ÀVVXUHV�ZHUH�DOVR�REVHUYHG��
in addition to onychodystrophy and intertrigo in the 
interdigital spaces of the left foot (Figs. 1C and 1D), 
ÀQGLQJV�WKDW�VWURQJO\�VXJJHVWHG�WKH�GLDJQRVLV�RI�HU\-
sipelas. The most remarkable laboratory data were el-
HYDWHG�ZKLWH�EORRG�FHOOV�DW������PPò��DQ�(65�RI����

PP�KRXU�� &�UHDFWLYH� SURWHLQ� �&53�� RI� ����� PJ�GO��
and ASLO of 1500 IU/ml. Moreover, the interdigital 
biopsy revealed hyaline branched and septated hyphae 
and arthroconidia (dermatophytes), whereas both mi-
crobiology studies from the skin samples and from the 
contents of the ulceration were all negative. The echo-
'RSSOHU�VWXG\�RI�WKH�ORZHU�H[WUHPLWLHV�FRQÀUPHG�WKH�
previous left saphenectomy; in addition, the imaging 
was useful to rule out the preliminary hypothesis of 
concomitant deep venous thrombosis in the leg ves-
sels. The patient was treated with penicillin G (4 
million units IV q6h) and clindamycin (600 mg IV 
q8h) for 10 days, in addition to local treatment of the 
blistering erysipelas. Thereafter, the lesions gradually 
improved (Figs. 1E and 1F), and he was discharged to 
home 12 days after admission. During outpatient fol-
low-up, he received prophylactic doses of benzathine 
penicillin (2.4 million units, intramuscularly) every 3 
weeks for 1 year. Currently, 2 years after hospital dis-
charge, he is enjoying good health and there has been 
no recurrence of erysipelas.

Discussion
This overweight elderly male with arterial hyper-

tension and previous saphenectomy presented with 
EOLVWHULQJ� HU\VLSHODV��+H� VKRZHG�SODQWDU�ÀVVXUHV�� LQ-
tertrigo, and ulcerative lesions. There was neutrophil-

Figure 1A. Classic signs of erysip-
elas before antibiotic treatment.

Figure 1C. Marked plantar fissures 
(arrows).

Figures 1E and 1F. Aspect of the inflammatory lesions after 10 days of anti-
biotic therapy.

Figure 1D. Characteristic lesions of 
foot intertrigo (arrow).

Figure 1B. Left leg blistering and 
ulceration in detail.
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LD�� HOHYDWHG�(65�DQG�&53�� DQG�KLJK�DQWLVWUHSWRO\VLQ�
O titers (1).

%HWD�ODFWDP�DQWLELRWLFV�FRQVWLWXWH� WKH�ÀUVW�FKRLFH�
in treating cases of uncomplicated erysipelas.

Non-allergic patients are usually treated with oral 
penicillin or benzathine penicillin (3), and penicillin-
allergic people may be treated with erythromycin or 
clindamycin as an alternative (1, 8, 10). A possible con-
cern in this case regarded the antimicrobial schedule 
initiated at the Emergency Service prior to transfer of 
the patient to the Internal Medicine ward. In fact, the 
concurrent evidence of blistering, ulceration (10), and 
lymphedema in an elderly man with chronic venous 
LQVXIÀFLHQF\�HQKDQFHG�WKH�DZDUHQHVV�DERXW�FR�LQIHF-
tions and complications (8), and the use of clindamycin 
SOXV�SHQLFLOOLQ�WKHUDS\�VHHPHG�MXVWLÀHG�������������1RW-
withstanding, there is major concern about the role 
played by the use of this wide spectrum of antibiotics 
on the eventual development of drug resistance, which 
LV�D�VLJQLÀFDQW�ZRUOGZLGH�EXUGHQ��)ROORZLQJ�WKH�FRQ-
spicuous improvement of the lesions (10) and the nega-
tive results of the histopathology studies and cultures 
for microorganisms (3, 10), the intravenous antibiotic 
therapy was stopped on day 10 (3). Because parenteral 
antibiotics were needed, the patient remained hospital-
ized for 12 days, which corresponds to Brazilian de-
scriptions of this condition (9.9 ± 5.9 days); complica-
tions did not occur (8). Hypodermitis due to chronic 
YHQRXV� LQVXIÀFLHQF\� DVVRFLDWHG� ZLWK� VDSKHQHFWRP\�
could have been a concern (11); however, the clinical 
features and echo-Doppler imaging ruled out this pos-
sibility. The clinical and complementary data contrib-
uted to the differential diagnosis with non-infectious 
conditions, and with infections by other bacteria, 
mycobacteria, fungi, or protozoa. Blistering erysip-
elas is not a rare entity and can represent a potentially 
dangerous risk (3, 10); however, it may be considered 
an under-recognized disease and seems to be under-
reported, mainly among individuals that are managed 
as outpatients in developing countries (10). Erysipelas 
affects individuals belonging to diverse racial and so-
FLRHFRQRPLF�JURXSV�HTXDOO\��2QO\����RI�SHRSOH�DIIHFW-
ed with erysipelas are hospitalized in Holland, and the 
KRVSLWDO�FRVWV�FRUUHVSRQG�WR�����RI�WKH�WRWDO�WUHDWPHQW�
expenses (12), whereas German and Austrian patients 
are usually treated as inpatients, and 10 days is the me-
dian treatment duration (13). In France, erysipelas af-
fects 1 person/1000/year and admissions are due to 
co-morbidities (14). Data from the present case report 
are in line with those from previous Brazilian stud-
ies. Bernardes et al. performed a retrospective analysis 
of records from 284 adult patients with erysipelas fol-
ORZHG�LQ�6DQWRV�63��%UD]LO��DQG�RQO\����RI�WKH�FDVHV�
required hospitalization. The mean age was 54 years, 
����ZHUH�PDOH��DQG�D� ORZHU� OLPE�ZDV�DIIHFWHG� LQ�DOO�

FDVHV��9HQRXV� LQVXIÀFLHQF\� ������ DQG� VDSKHQHFWRP\�
�����ZHUH�WKH�PDLQ�ORFDO�IDFWRUV��REHVLW\��������DUWHULDO�
K\SHUWHQVLRQ��������DQG�GLDEHWHV�PHOOLWXV�������ZHUH�
the systemic ones. Bullous necrotizing changes consti-
WXWH�D�FRPSOLFDWLRQ�IRXQG�LQ����RI�WKHVH� LQGLYLGXDOV�
(15). A prospective study by Okajima et al. included 35 
adult patients admitted to the same Brazilian hospital 
to treat erysipelas. The age range was 18 to 86 years, 
ZLWK�����RYHU����\HDUV�RI�DJH��DQG�����ZHUH�IHPDOH��
6XSHUÀFLDO�P\FRVLV��������SODQWDU�ÀVVXUHV��DQG�OHJ�XO-
FHUV�������ZHUH�WKH�PDLQ�SRLQWV�RI�HQWU\�IRU�WKH�DJHQW�
RI� HU\VLSHODV�� /\PSKHGHPD� �QHDU� ����� DQG� SUHYLRXV�
HU\VLSHODV�������ZHUH�WKH�PDLQ�ORFDO�IDFWRUV��GLDEHWHV�
PHOOLWXV� ������DQG�REHVLW\� ������ZHUH� WKH�PDLQ�V\V-
WHPLF� IDFWRUV�� DQG� ORZHU� OLPEV�ZHUH� DIIHFWHG� LQ� ����
of cases (8). With lower prevalence, erysipelas in the 
upper limbs may predominate in oncology patients. 
5HFHQWO\��3HUHLUD�GH�*RGR\�HW�DO��VWXGLHG�WKH�LQFLGHQFH�
of erysipelas and lymphangitis in 66 Brazilian patients 
undergoing treatment for lymphedema due to mastec-
tomy for breast cancer. Prophylactic antibiotics were 
QRW�XVHG�� DQG���SDWLHQW� �������KDG�HU\VLSHODV� IROORZ-
ing a hand injury (16). Chong and Thirumoorthy de-
scribed data from 20 Asian patients admitted for treat-
ment of erysipelas. The age average was near 62 years 
DQG�����ZHUH�PDOH��7KH�OHJV�ZHUH�DIIHFWHG�LQ�����RI�
FDVHV��WKH�DUPV�LQ������DQG�WKH�IDFH�LQ������$OWKRXJK�
some clinical features were conspicuous, such as er-
\WKHPD� �������� HGHPD� ������� DQG� YHVLFOHV� RU� EXOODH�
�������PDQ\�SDWLHQWV� SUHVHQWHG�ZLWK� D� SDLQ� VFRUH�RI�
���������DQG�PDMRU�V\VWHPLF�WR[LFLW\�ZDV�DEVHQW��7KH�
main predisposing factors were skin barrier rupture 
������� O\PSKHGHPD� ������� DQG� YHQRXV� LQVXIÀFLHQF\�
�������'LDEHWHV�PHOOLWXV� �������PDOLJQDQFLHV� �������
DQG�FDUGLRYDVFXODU�DQG�FHUHEURYDVFXODU�GLVHDVHV������
each) were the most frequent associated conditions 
in this group of patients. Blood cultures were nega-
tive, but swabs on blistering lesions showed positive 
FXOWXUHV��������$OO�SDWLHQWV�UHFHLYHG�DQWLELRWLFV�IRU�DQ�
average of 20.65 (10–41) days, in addition to local care 
(10). Interestingly, in contrast to the features of blister-
ing erysipelas affecting Asian people, this patient was 
not diabetic, his pain score was 6.0, and systemic toxic-
ity signs were intense, whereas the blood cultures and 
cultures from the punch biopsy and ulceration swab 
were negative. In developing areas, patients with ery-
sipelas are often treated by non-specialists (10), who 
should develop higher awareness about the possible 
pitfalls involved in the erysipelas diagnosis. This de-
scription aims to emphasize the occurrence of initial 
mistakes with the diagnosis of a digestive disorder and 
the wide range of differential diagnosis in a case of 
adult erysipelas.

Non-specialists treat the majority of patients on 
an outpatient basis (3, 10), utilizing diverse antibiotic 
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regimens. Lack of consensus upon the criteria for hos-
pitalization also remains a challenging problem that 
should be solved. Of note, severe cases, immunocom-
promised patients, and people at the extremes of age 
usually need hospital care (3) in order to optimize out-
comes.

Although it is limited by being only one case study, 
this report can raise the index of suspicion of primary 
care workers about blistering erysipelas, which may 
occur either as a misdiagnosed or underreported con-
dition.
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