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Abstract

Cellulitis is an inflammation of skin and
subcutaneous tissue following a trivial trauma to the
skin. Lower limb cellulitis is the commonest site for
this inflammation. Cellulitis can occur anywhere on
the body, but is most commonly encountered on the
lower legs, especially near the shins and ankles.
Under normal circumstances, the skin provides an
effective barrier against invasion by micro-organisms
that live on the skin or that are present in the
environment. Methods: In our study, we studied 50
patients of cellulitis admitted to our hospital. Patients
of cellulitis were diagnosed and given the standard
treatment protocol. admission to hospital, All routine
investigations, USG of the affected limb, Abdomen
where necessary. Conservative management. In one
case, patient had to be shifted to ICU and surgical
intervention. Results: In this study of 50 patients, 35
were male and 15 were female patients. Out of these
50 patients 47 patients presented with lower limb
cellulitis, 2 patients with upper limb cellulitis and 1
patient with abdominal wall celllulitis. Out of 50
patients 45 patients had co-existing Diabetes mellitus,
17 patients were grossly anaemic and 16 patients
were found to have hypoproteinemia. 48 patients
were treated conservatively, 2 required surgical
debridement. 1 patients developed necrotising
fasciitis and needed ICU management. No fatalities
were recorded. Conclusion:Cellulitis is more common
in lower limbs. In the lower socio-economic strata,
anaemia and hypoproteinemia add to the
development of cellulitis. Diabetes is a major co-
morbid condition that predisposes to cellulitis after
trivial trauma. Conservative management helps if
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started early
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Introduction

Cellulitis is an inflammation of skin and
subcutaneous tissue following a trivial trauma to the
skin. Cellulitis arises following bacterial infection of
the skin. It presents as a swollen, red area that feels
hot and tender, and which may spread rapidly.
Lower limb cellulitis is the commonest site for this
inflammation. Cellulitis can occur anywhere on the
body, but is most commonly encountered on the lower
legs, especially near the shins and ankles [1].

Under normal circumstances, the skin provides an
effective barrier against invasion by micro-organisms
that live on the skin or that are present in the
environment. It is a first line defense that stops micro-
organisms from entering the body and multiplying.
A bacterial infection occurs when bacteria
successfully invade the soft tissues through small
wounds/abrasions on the skin surface or through
existing conditions, e.g. leg ulceration or tineapedis
(athlete’s foot) [3].

The common symptoms of cellulitis, which may
result in skin changes affecting its colour, sensation
and temperature are redness of the skin: presents as
either red streaking or broad areas of redness. It may
be difficult to diagnose cellulitis from observation in
people with darker skin, therefore it is important to
recognise other clinical symptoms as they present [2].

Swelling, painor tenderness, area of heat (hot/warm),
tender, erythematous swelling in tissues surrounding
an existing wound a tender, swollen limb with
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generalised erythema may be accompanied by fever
3]

Other predisposing condition are grazes,
abrasions, cuts, puncture wounds, Varicose eczema,
leg ulceration circulatory problems such as
inadequate blood flow to the limbs, Peripheral
vascular disease and Lymphatic insufficiency, or poor
lymphatic drainage. Diabetes, Chronic venous
inefficiency, chronic recurrent fungal infection of feet
and toes, lipodermatosclerosis, poor hygeine,
hypoproteinemia, anaemia predispose to rapid
spread of cellulitis to deeper structures like muscles
[5].

Itis important to diagnose cellulitis in early stage
and start emergency management on war-footing to
prevent its rapid spread. C-morbid conditions need
to be identified and treated along with cellulitis
problem.

Methods

Patients of cellulitis admitted to this hospital were
diagnosed and given the standard treatment protocol.

Table 1: Region involved
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Admission to Hospital

All routine investigations including RFT, BSL and
Chest X-Ray, X-Ray of the affected limb, USG
Abdomen in one case who came with celluliutis of
the abdominal wall.

IV Antibiotics, IV fluids, Limb elevation, BSL
control by Inj. Insulin, Magsulf dressing application.

Antibiotics were changed as per requirement,
Magsulf dressing was changed once a day and
wrinkling was noted daily.

In one case, patient had to be shifted to ICU and
needed massive debridement and fasciotomy as he
developed necrotising fasciitis.

Results

In this study of 50 patients, 35 were male and 15
were female patients, 47 patients presented with lower
limb cellulitis, 2 with upper limb and 1 with
abdominal wall celllulitis.

Forty-five patients had co-existing Diabetes
mellitus , 17 were grossly anaemic and 16 were found
to have hypoproteinemia. 49 patients were treated

Sr. No. Region Involved Male Female Total
1 Lower Limb 32 15 47
2 Upper Limb 2 0 2
3 Abdominal Wall 1 0 1
Table 2: Associated co-morbidities

Sr. No Co-Morbidity Male Female Total
1 Diabetes Mellitus 39 6 45
2 Anemia 2 15 17
3 Hypoproteinemia 1 15 16

conservatively. One patients developed necrotising
fasciitis and needed ICU management. No fatalities
were recorded. In our study we found cellulitis of
lower limb was commonest and was found in more
number of males than in females. This table shows
that diabetes mellitus was the commonest co-
morbidity associated with cellulitis. Second and third
being anaemia and hypoproteinaemia.

Discussion

In our study we found that lower limb cellulitis is
the commonest presentation of cellulitis. Rarely other
sites such as upper arm or abdominal wall may be

involved where it can be challenging to diagnose [4].

Cellulitis can occur anywhere on the body, but is
most commonly encountered on the lower legs,
especially near the shins and ankles [1].

Diabetes is a major co-morbid condition and
uncontrolled glycemic levels result in rapid spread
of cellulitis whereby it can become life threatening or
fatal necrotising fasciitis as in one case [3].

Presenting signs of Necrotizing Fasciitis (NF) are
often non-specific and may resemble cellulitis, All
clinicians must be alert to the clinical signs of NF and
if suspected, avoid delay in appropriate treatment
with urgent surgical exploration and antibiotics [5,
8].
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In our hospital we cater to patients from low socio-
economic conditions and encounter higher
percentage of anaemia and hypoproteinemia as an
associated co-morbidity [7].

Our protocol is standard and IV antibiotics, limb
elevation, magsulf dressings is the routine care
procedure. In our study, out of 50 patients, 47 were
treated conservatively, two required surgical
debridement and one patient died of necrotising
fasciitis inspite of ICU management and surgical
treatment. Despite the size of the problem, thereis a
relative lack of good evidence-based literature for the
management of patients with cellulitis.

There is only one published set of guidelines using
a systematic approach [5]. Although cellulitis affects
the skin and subcutaneous tissues and looks
harmless.

It is potentially life threatening especially if
accompanied by serious co-morbid conditions like
local limb problems due to venous or arterial
insufficiency, fungal infections of the skin systemic
diseases like diabetes and immunodeficiency
diseases [10].

General measures include rest, elevation of any
affected limbs, and analgesia. The area of cellulitis
should be clearly marked and reviewed daily for
progression or regression to assess the efficacy of the
antibiotic regimen [11].

However, there is still uncertainty regarding the
optimal antibiotic choice, duration, and route of
antibiotic therapy, and the use of corticosteroids.

A recent Cochrane review could not draw any
definitive conclusions on the optimal antibiotics,
duration, or route of administration from an analysis
of 25 randomised controlled trials, as no two trials
had compared the same antibiotics [12].

Conclusion

In our study we found that cellulitis affects lower
limbs most commonly, it is more common in males
and extremely common in diabetics especially those
who have neglected proper treatment for glycemic
control. Cellulitis is potentially a serious problem and
must be diagnosed and treated at the earliest.
Conservative management with hospital admission
and IV antibiotics helps. Undiagnosed, uncontrolled
Diabetes can lead to fulminant necrotising fasciitis

and therefore it is imperative to control blood glycemic
levels with Insulin during the early management of
cellulitis. Anaemia and hypoproteinemia is often
detected in patients of low socio-economic strata,
especially female patients and must be kept in mind
while treating cellulitis.
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