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Cellulitis with abscess formation

Cellulite is a common bacterial skin infection, with more than 14 million cases occurring in the United States each year. Severe case of cellulite, which developed after castCellulitis, is usually poorly demarcated, warm, erythetic area with associated edema and sensitivity to palpation. It is an acute bacterial infection, causing inflammation of
the deep dermis and surrounding subcutaneous tissues. Infection is without an abscess or purulent discharge. Beta-hemolytic streptococci usually cause cellulitis, usually group A streptococcus (i.e. Streptococcus pyogenes), followed by methicillin-sensitive Staphylococcus aureus. Patients who are immunopromised, colonized with
methicillin-resistant Staphylococcus aureus, bitten by animals or have co-morbidities such as diabetes mellitus, may become infected with other bacteria. If the doctor correctly identifies and quickly treats cellulite, it is usually solved with proper antibiotic treatment. The skin serves as a protective barrier, preventing normal skin flora and
other microbial pathogens from reaching the subcutaneous tissue and lymphatic system. When a skin fracture occurs, which allows normal skin flora and other bacteria to enter the dermis and subcutaneous tissue, these bacteria below the surface of the skin can cause an acute superficial infection affecting the deep dermis and
subcutaneous tissue causing cellulite. Cellulitis is most often caused by infection with beta-hemolytic streptococci (i.e. Streptococcus pyogenes) of group A. Risk factors for cellulite include any culprit that can cause damage to the skin barrier, such as skin injuries, surgical incisions, intravenous punctures of the site, cracks between the
legs, insect and animal bites Other skin infections. In patients with co-morbidities such as diabetes mellitus, venous insufficiency, peripheral arterial disease and lymphedema, there is a higher risk of developing cellulitestudies indicates that lymphedema is the main risk factor for cellulite development. There is known to be a connection
between the two, but it is not known which of the two comes first. Patients with lymphedema or chronic edema are more prone to infection due to damage to lymphatic vessels and lack of the immune system in that area. On the other hand, cellulitis can impair lymphatics and the development of lymphatics. [1] Epidemiological cellulitis is
quite common, most commonly in middle-aged and older adults. There is no statistically significant difference in the incidence of cellulite when comparing men and women. There are approximately 50 cases per 1000 patient yearsPatophysiology cellulitis is characterized by erythema, heat, edema, and sensitivity to palpation, resulting
from the response of cytokines and neutrophils from bacteria that damage the epidermis. Cytokines and neutrophils are recruited to the affected area after bacteria penetrate the skin, resulting in an epidermal response. This answer includes reproduction of antimicrobial peptides and keratinocytes, leads to the characteristic examination of
the findings of cellulite. Group A Streptococci, the most common bacteria that cause cellulitis, can also cause virulence factors such as pyrogenic exotoxins (A, B, C and F) and streptococcal superantigen, which can cause a more pronounced and invasive disease[2]Clinical presentation Classical cellulite delivery: poorly demarcated
erythema[3] Typical symptoms are acute poorly demarcated and spreading erythema accompanied by pain, swelling and heat of the lower limb, but may occur in any area of the skin or underlying subcutaneous tissue. [4] [5] Symptoms may include fever, nausea, vomiting and severity. [5] [6] Other characteristics include proximal enlarged
and edematotic skin lymphatic skin and bull formation. Cellulite mainly has a unilateral presentation, most often in the lower extremities. [5] Study Patients with cellulite will reveal the affected area of the skin, usually in poorly demarcated erythema zone. The erythetic area is often warm to be associated with associated swelling and
tenderness for palpation. The patient may present constitutional symptoms of generalized malaise, fatigue, and fevers. Ask for a detailed history of the disease presented, focusing on the context in which the patient noticed changes in the skin or how cellulite began. It is very important to ask patients whether they have recently traveled,
suffered any injuries or injuries, had previously taken an intravenous drug and/or had insect or animal bites in the affected area. In addition, a comprehensive and comprehensive history of the past disease should be carried out in order to assess possible chronic health conditions that tend patients to cellulite, such as diabetes mellitus,
venous stasis, peripheral vascular diseases, chronic tinea pedis and lymphedema. Diabetes mellitus is one of the most common comorbidities among those hospitalized for acute bacterial infections, including cellulite. After cellulite infection, diabetics need a longer course of antibiotic treatment and are more likely to be outpatiently visited.
[7]. The area where any area of skin decomposition can be searched has been checked. The area must be marked with a marker to monitor the constant spread. The area should be palpable to feel due to the fluctuating, which could indicate the formation of a possible abscess. Gently feel the affected area, be sure to pay attention to any
presence of heat, tenderness or purulent drainage. Cellulitis can be located anywhere in the body, but most often occurs in the lower extremities. It's rarely bilateral. In the lower extremity cellulilite should take a thorough examination between the toes gaps. Check for the right sensation and check for impulses intact to closely monitor the
section syndrome. Pay attention if there is a presence of developing vesicles, bullae, or peau d'orange and lymphadenopathy. [2] Diagnostic / laboratory tests / laboratory values Culture is usually not available diagnosis of cellulose. This is most often diagnosed only by history and physical examination. Certain laboratory tests may indicate
the presence of infection, but are not characteristic only of cellulite. Imaging tests can detect more severe infections from cellulite, but there is no reliable diagnostic tool for cellulite itself. [5] Detection of the cause of infection through blood, needle aspiration or perforation biopsy is not recommended unless the patient has a history of
complications or abnormal exposure, such as immunosuppressants, diagnosis of chronic liver disease, damage to soft tissues of water, bites of animals and humans or contact with various bacteria. [5] If the biopsy and culture are justified, histopathological evaluation of the sample shall be carried out. [8] Medical management patients
with mild cellulitis and who do not show signs of systemic infection should be covered with antibiotics for the treatment of streptococcal species. The duration of treatment of the oral antibiotic should be at least 5 days. In the case of non-purulent cellulitis, patients should receive 500 mg cephalexin every 6 hours. If they experience a severe
allergic reaction to beta-lactamase inhibitors, treat clindamycin from 300 mg to 450 mg every 6 hours. In patients with purulent cellulite, methicillin-resistant staph aureus colonization, cellulitis associated with abscess or severe puncture wounds, or a history of intravenous drug use, patients should also receive antibiotics that include
methicillin-resistant staph aureus. In addition to cephalexin for 5 days, in addition to cephalexin 500 mg every 6 hours, cellulitis with MRSA risk factors should be treated with trimethoprim-sulfamethoxazole 800 mg/160 mg twice daily. If the patient is allergic to trimethopprod-sulfamethoxazole, treat with clindamycin from 300 mg to 450 mg
every 6 hours. Patients who have minimal improvement in antibiotic therapy within 48 hours may receive longer antibiotic therapy. Hospitalization with the induction of systemic antibiotics may be necessary in patients who: in the presence of systemic signs of infection*, failed outpatient treatment, are immunocompromised, exhibit rapidly
progressive erythema, can not tolerate oral drugs or have cellulite, too long age or a nearby medical device. If patients have significant edema with known cause of edema, the underlying condition should be properly treated to reduce the amount of edema and avoid future episodes of cellulite. Patients should be instructed to maintain the
affected area elevated. [2] NB It's not just the scope of physiotherapists to know individual antibiotics and the best choices. The pharmacist will ideally have a board specialty in the field of infectious diseases to help and work with a doctor on the best choice of antibiotics. [2] Management of physical therapy Although there is a lack of
evidence to discuss specific physiology therapists should be aware of the signs and symptoms in order to properly target the patient. Physical therapists should be aware of the risk factors and various causes of cellulite, in addition to signs and symptoms. Conditions that physical therapists can use in a patient with cellulite are resting and
the height of the affected limb is important and can help reduce pain. For pain relief, it is also recommended to use cool, wet, sterile bandages, ice can also be used. Preventive measures Massage to promote lymph drainage, can help prevent cellulite (do not take active cellulite during infection). [9] Compression socks Promotion of
exercise and special exercises, such as calf pumps while standing on lines, etc.[9] educates patients about the importance of maintaining good hand hygiene and properly cleaning any future wear in their skin. [2] Differential diagnosis of cellulitis is a common infection of deep dermis and subcutaneous tissue, mainly affecting the lower
extremities, but it can have many mimickers. Common differential diagnosis of cellulitis is dermatitis Erythema Migrans. Erysipelas is sometimes considered a form of cellulite. However, this is a more superficial infection affecting the upper dermis and superficial lymphatic system. Chronic venous stasis dermatitis is a long-term, bilateral,
inflammatory dermatosis, secondary to chronic venous insufficiency and usually includes medial malleoli. It appears in the lower extremities and manifests itself as erythema with scaling, peripheral edema and hyperpigmentation. Necrotizing fasciitis is a rare infection of fascia that causes necrosis of subcutaneous tissue. Its characteristic
presentation includes fever, erythema, edema, pain, disproportionate to the exam, and crepitus. It can be considered a surgical emergency and requires immediate surgical debridement. Septic arthritis, or infected joint, can include any joint, but usually involves the knee joint. Patients with swelling of the joints, heat, pain and reduced joint
mobility. Treatment of septic arthritis is a common aspiration and antibiotics directed at the most common pathogens. Deep vein thrombosis is usually unilateral and provides tenderness, erythema, heat and edema. It often affects the lower limbs. Patients usually have risk factors for DVT, such as a history of immobility, active cancer, or
family history of venous thromboembolism. Deep vein thrombosis rarely manifests itself in fever or leukocytosis, but they can be. Ultrasonic imaging is used to confirm the diagnosis. [2] Complications In addition to rapid diagnosis and treatment, cellulitis can cause several complications. Cellulite, which leads to bacteremia, endocarditis, or
osteomyelitis will require longer-term antibiotics and possibly surgery. [2] Locally, cellulitis often causes significant tissue damage in the related area. [5] Cellulite systematically spreads through lymphatic and circulatory, which can lead to additional complications. [10] If cellulitis is systematically spread through one of these systems, it can
cause flu-like symptoms such as fever, severity, nausea and vomiting. [6] [1] Although rare, there is a risk of severe sepsis, gangrene or necrotizing fasciitis if cellulitis is spreading systematically and remains untreated. [6] Prognosis Overall, cellulitis has a good prognosis If cellulitis with correct antibiotic therapy is rapidly diagnosed,
patients can expect to notice signs and symptoms improvement within 48 hours. Annual recurrence of cellulite occurs in approximately 8 to 20% of patients, and the total recurrence rate reaches as much as 49% Recurrence can be prevented by rapid treatment of cuts or abrasions, adequate hand hygiene, as well as effective in treating
any major co-morbidities. There is an 18% failure rate with initial antibiotic treatment. [2] Resources Video link dermatologist Dr. Noah Craft MD, PhD, DTMH discusses cellulite from the provider's point of view and includes case studies, differential diagnosis, and treatment methods. References ↑ 1.0 1.1 1.2 Riches K, Keeley V. Cellulite in
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