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This 54-year-old man with morbid obe-
sity had attended the emergency

department with a hot, erythematous left
leg. This was his fourth episode of celluli-
tis in six months and he had just com-
pleted a two-week course of flucloxacillin
from his GP. He was pyrexial on admis-
sion and there was well-demarcated,
warm erythema of his left lower leg with
a few tense bullae filled with straw-
coloured fluid. His fasting blood glucose
was normal. 

He was commenced on intravenous
flucloxacillin with some improvement.
However, the bullae progressed and a
number filled with a creamy yellow fluid.
He was therefore referred to dermatology
for review. 

On examination there was boggy
oedema of the lower leg with a large bulla
on his medial calf that was drained to pro-
tect his underlying skin, and nonadhesive
dressings applied. 

Onycholysis and nail-colour change
on his big toe suggestive of onychomyco-
sis was noted, and toe-nail clippings were
taken for mycology. In addition, between
the toes the skin was desquamating with
small fissures, and on the sole of the
adjacent foot the skin was macerated
and scaled suggestive of tinea pedis. A
clinical diagnosis of cellulitis was made. 

On discharge he was to start prophy-
lactic phenoxymethylpenicillin 500mg
twice daily indefinitely given the frequent
episodes of cellulitis he had suffered
with. The suspected tinea pedis was to be
treated with topical miconazole 2 per cent
cream twice daily, to be reviewed by his
GP with mycology results. 

Cellulitis is a common skin infection
that is most frequently caused by
Streptococcus. It can cause marked soft-
tissue damage and prompt treatment with
antibiotics is important. In individuals
prone to recurrent cellulitis, which occurs
in around 12–16 per cent of patients,
there can be chronic damage to subcuta-
neous structures including the lymphatics
that can result in chronic lymphoedema
and subsequent morbidity including
increased risk of further cellulitis. 

There are a number of risk factors
that predispose individuals to cellulitis.
Patients with recurrent cellulitis should
be screened for diabetes as this may also
affect the bacterial spectrum causing the
infection. As with any infective process,
individuals with immunosuppression are
at increased risk. 

Any skin condition that compromises
the skin’s barrier function, thereby pro-
viding an entry point for bacteria, will
leave individuals more prone to cellulitis.
This includes sites of trauma, insect
bites, conditions such as eczema, tinea
infection, ulcers, bullous conditions and
shingles. It is therefore important to treat
these in order to reduce risk of further
cellulitis. 

A hot, erythematous leg

First-line treatment for cellulitis is flucloxacillin 500mg four times daily for seven days



Most cases of cellulitis will respond
to oral antibiotics, ideally flucloxacillin
500mg four times per day for seven
days, and addition of amoxicillin 500mg
three times daily is common. In peni-
cillin-allergic patients a macrolide such
as erythromycin or clarithromycin
500mg twice daily is recommended (see
Table 1). 

However, if contamination of an
infected wound is suspected, for example
with water, guidelines suggest using both
flucloxacillin and ciprofloxacin 750mg
twice daily if fresh water or flucloxacillin
and doxycycline 100mg twice daily if
exposed to sea water. 

Review of the patient by phone or
face to face is recommended after two
days of treatment if possible to assess

response. If there is no improvement after
a week of treatment assess for adher-
ence to treatment and consider extending
for a further week or changing antibiotic.
It may be worth taking swabs at this stage
to guide antibiotic choice. If there is no
improvement after a full two weeks of
antibiotics seek specialist advice or con-
sider referral for admission.

Ideally admission to hospital should
be avoided, but if the patient is systemi-
cally unwell or they are immunosup-
pressed, admission may be necessary for
intravenous antibiotics. Consideration of
admission is particularly important if the
patient appears more unwell than the cel-
lulitis may initially appear, as this may
suggest necrotising fasciitis needing
urgent surgical review. 

In some areas there may be out -
patient antibiotic services available to
avoid hospital admission. For example in
the North Bristol area Southmead hospi-
tal infectious disease department is
happy to receive direct referrals by tele-
phone from primary care for considera-
tion of outpatient intravenous antibiotics. 

There is evidence from the PATCH
(Prophylactic Antibiotics for the Treatment
of Cellulitis at Home) trials that in individ-
uals with recurrent leg cellulitis, defined
as at least two episodes in three years,
prophylactic phenoxymethylpenicillin
reduced the recurrence rate of cellulitis
by almost half when used for a year. It is
therefore worth considering referral to
dermatology for patients with persistent
recurrent leg cellulitis for possible prophy-
lactic antibiotics. 
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Table 1. NICE guidelines on oral antibiotics for cellulitis in primary care  

For most adults If penicillin allergic 

First line 7 days of flucloxacillin 7 days of erythromycin 500mg
500mg qds bd or clarithromycin 500mg bd

Second line clindamycin can be
considered – seek specialist
advice  

Mild facial cellulitis 7 days co-amoxiclav 7 days of erythromycin 500mg
625mg tds bd or clarithromycin 500mg bd

Associated wound with 7 days of flucloxicillin 7 days of erythromycin 500mg
possible fresh water 500mg qds and bd or clarithromycin 500mg bd
contamination ciprofloxacin 750mg bd and ciprofloxacin 750mg bd

Associated wound with 7 days of flucloxicillin 7 days of erythromycin 500mg
possible sea water 500mg qds and bd or clarithromycin 500mg bd
contamination doxycycline 100mg bd and doxycyline 100mg bd
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