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Editorial 

Cellulitis is a bacterial-caused inflammation of loose 
connective tissue. It usually refers to inflammation of the skin's 
subcutaneous layer. Cellulitis that affects the more superficial 
components of the skin (e.g., the dermis and higher subcutaneous 
tissue) is referred to as "erysipelas". Insect bites or stings are a common 
cause of cellulitis in community pharmacies. Antibiotics are typically 
effective in treating the disease, however complications might 
occur. 

 Cellulitis appears on the skin as a hot, red, and 
occasionally painful region. This is generally one-sided. It usually 
starts in the lower leg and spreads higher. A recent cut, a venous ulcer, 
or damaged skin between the toes might all be visible entrance points 
for infection. Blisters can form on the skin, especially if it is 
oedematous. Erysipelas, a more superficial infection, commonly 
affects the face and manifests as a well-defined, elevated region. 
Patients may experience systemic symptoms such as fever and malaise, 
and they may feel ill. Features of sepsis may be evident in the late stages. 

 

Introduction 
              Cellulitis is considered to be caused by Gram-positive cocci 
such as Streptococcus spp. and Staphylococcus aureus. In less than 
10% of instances, positive blood cultures are discovered. S aureus, 
group A streptococci, and group G streptococci being the most 
frequent isolates from wound cultures, with S aureus, group A 
streptococci, and group G streptococci being the most common 
isolates from wound cultures. Culture negative cellulitis is thought to 
be caused by group a streptococcal infection, according to serological 
investigations. S aureus is closely linked to skin infections with pus. 
Gramnegative bacteria like Pasteurella and Capnocytophaga can 
cause cellulitis from animal bites. Vibrio vulnificus and Aeromonas 
spp. are linked to skin breaks exposed to salt or fresh water, 
respectively. Necrotizing fasciitis can be caused by Group A 
streptococci, but it can also be caused by a mixed infection with 
Gram-negative and anaerobic organisms, especially in the elderly 
and immunocompromised. 

              Physical examination is used to diagnose cellulitis. X-rays and 
laboratory tests are not necessary. However, tests such as computed 
tomography scans and ultrasound may be used to check for deeper 
pockets of infection in more serious skin infections (abscesses). 
              Antibiotics are used to destroy the germs that cause 
cellulitis. In many situations, antibiotics may be taken by mouth 
(pills or liquid), but in more serious cases, patients may need to 
be admitted to the hospital for intravenous antibiotics. If an 
abscess develops, it should be drained as soon as possible. If a patient 
has a history of cellulitis, an antibiotic may be administered daily 
for several weeks or even months to help prevent further bouts. 
             Several studies show that a large number of cellulitis 
patients, particularly those with untreated risk factors, 
experience repeated attacks. The most frequent predisposing 
condition is venous insufficiency, and lymphedema is the most 
critical risk factor in the development of recurrent cellulitis 
since each episode of cellulitis intensifies to the lymphatic 
damage. Prophylaxis in people with repeated episodes is 
controversial. 

However, rather than long-term prevention, early 
patient-initiated therapy may be better. Self-care counsel can help 
with prevention by emphasising the need of proper cleanliness, 
for example. 

 

Any of the following suggestions are possible: 

 Breaks in the skin should be treated as soon as 
possible since they serve as a point of entry for germs.  
 Emollients can be used to prevent dry skin, cracking, 
and eczema flare-ups, and steroid creams can be used to treat 
flare-ups when necessary.  
 Hands should be washed often, especially after 
contacting diseased skin or wound dressings, with soap and 
water or alcohol-based hand gels. 
 Bathe on a regular basis. 
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 Cover any wounds that are draining with clean, dry 
bandages. 
 Personal items should not be shared (e.g., razors, 
towels or clothing before washing). 
 Shaving and other kinds of hair removal that irritate 
the skin should be avoided. 
 Clothing, bedding, and towels should all be washed 
in hot water. 
 Maintain the cleanliness of all personal sports clothes 
and equipment. 

 Exercise and lose weight (for obese patients). 
 Athlete's foot should be treated (appropriate 
antifungal agents include clotrimazole 1 per cent cream for at 
least two weeks or oral griseofulvin or terbinafine, usually for 
six weeks depending on the site of infection). 

 Although there are still some gaps in the data, there are strong 
indications that taking into account the prevention and 
management of concomitant skin diseases, as well as providing 
high-quality patient  information,  might  all  aid  in  better 
treating and avoiding cellulitis.

 


