Archives of Dermatology and Skin Care
ISSN: 2638-4914 | Volume 7, Issue 1, 2025
https://doi.org/10.22259/2638-4914.0701005

SRYAHWA
PUBLICATIONS

CASE REPORT

A Case of Facial Erysipelas Complicated by Necrotizing Fasciitis

Mamadou Gassama'?, Pierre Kitha'?, Habibatou Diabakaté'?3, Békaye Traoré', Aboubacrine Traoré',
Sidi Touré'?, Aminata Kaba Sangaré'?, Aissata Sangho'?, Binta Guindo', Hamidou Touré', Koureissi
Tall', Yamoussa Karabinta'?, Adama A Dicko'?, Ousmane Faye'?

'Dermatology Hospital of Bamako, Mali.

2University of Sciences, Techniques, and Technology of Bamako, Malli.
‘Faculty of Medicine, University of Lubumbashi, DRC.

Received: 26 April 2025 Accepted: 14 May 2025 Published: 16 May 2025

Corresponding Author: Mamadou Gassama, Associate Professor at the Faculty of Medicine, University of Sciences, Techniques,
and Technology of Bamako, Mali.

Abstract

Erysipelas is an acute dermohypodermitis (non-necrotizing) bacterial infection, mainly caused by group A
beta-hemolytic streptococcus.Erysipelas is also known as “Saint Anthony’s fire” due to its intense and burning
skin rash. The lower limbs are affected in more than 80% of cases, and identified risk factors include disruption
of the skin barrier, lymphedema, and obesity.

A 50-year-old Malian woman, married and a housewife, with no notable medical history, consulted for a
necrotic and crusted facial erosion that had been evolving for one week following a traumatic wound, leading
to a fever of 38.4°C. She reportedly took a non-steroidal anti-inflammatory drug (Diclofenac), which resulted
in transient improvement.

On examination, her temperature was 39.6°C, and there was an erythematous swelling measuring 27 x 20
cm in diameter with a well-defined, hot, painful erosive-crusted surface resembling a geographical map, with
areas of fibrino-necrotic base located on the face. The upper and lower eyelids were swollen, causing difficulty
opening the eyes. The rest of the examination was unremarkable.

A diagnosis of facial erysipelas complicated by necrotizing fasciitis was made. Treatment with amoxicillin plus
clavulanic acid and paracetamol was initiated. Local wound care and tetanus antiserum were also administered.
While facial involvement is rare, it does occur and should be suspected in any painful facial swelling. It must
be a concern for clinicians, as its complication, necrotizing fasciitis, can be fatal.
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lymphangitis, lymphadenopathy, and leukocytosis. Its
main complication, necrotizing fasciitis, is a medical

1. Introduction

Erysipelas is an acute dermohypodermitis (non-

necrotizing) bacterial infection, primarily caused
by group A beta-hemolytic streptococcus [1].
Erysipelas is also referred to as “Saint Anthony’s
fire” due to its intense and burning skin rash. The
lower limbs are affected in more than 80% of cases,
and the identified risk factors include disruption of
the skin barrier, lymphedema, and obesity [2]. The
diagnosis is clinical and is based on the presence of
an acute inflammatory plaque accompanied by fever,

and surgical emergency. Facial involvement accounts
for 20% of other affected areas [3]. We report a case of
facial erysipelas complicated by necrotizing fasciitis.

2. Observation

A 50-year-old Malian woman, married and a
housewife, with no particular medical history,
consulted for a necrotic and crusted facial erosion
evolving over one week following a traumatic wound
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that caused a fever of 38.4°C. She reportedly took
non-steroidal anti-inflammatory drugs (diclofenac),
which led to a transient improvement. The worsening
of pain and local heat at the lesion prompted her to
seek medical attention after experiencing chills for
four days, during which she again took diclofenac,
followed by another period of transient improvement.
The exacerbation of pain and local warmth led to her
consultation.

On examination, her temperature was 39.6°C. There
was an erythematous swelling measuring 27 x 20 cm
in diameter with a well-defined, hot, tender erosive-
crusted surface, shaped like a geographical map, with
areas of fibrino-necrotic base located on the face. The
upper and lower eyelids were swollen, with difficulty
opening the eyes. The rest of the examination was
unremarkable.

The complete blood count revealed leukocytosis
with a predominance of neutrophils. Based on
this presentation, a diagnosis of facial erysipelas
complicated by necrotizing fasciitis was made.
Treatment with amoxicillin combined with clavulanic

acid and paracetamol was initiated, along with local
wound care and tetanus antiserum administration.
The outcome was favorable after two weeks of
hospitalization.

Figure 3. Face after healing on day 1600ozing from the face after necrosectomy
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3. Argument

Facial erysipelas complicated by necrotizing fasciitis
is a medical-surgical emergency due to the proximity
ofthe face to the central nervous system. Erysipelas can
affect all body segments, and the cephalic extremity is
no exception [4,5]. Facial dermatoses, such as acne,
are often cited as contributing factors. In our patient,
the facial wound was the starting point, although she
did not seek immediate care. Furthermore, the use of
NSAIDs accelerated the onset of necrotizing fasciitis.
From this case, we emphasize the importance of proper
management of lesions and avoiding self-medication,
as was the case with our patient. Cavernous sinus
thrombophlebitis is one of the complications of facial
erysipelas, with the migration of septic emboli through
close diffusion [6-8] The delayed recognition of the
severity of the condition is a factor that contributes
to the complication of erysipelas into necrotizing
fasciitis.

4. Conclusion

Erysipelas can affect any part of the body, and while
facial involvement is rare, it does occur and should
be suspected in the presence of any painful facial
swelling. It must be a concern for clinicians, as its
complication, necrotizing fasciitis, can be fatal.
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