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The Top 10 Myths
About Cellulitis

Unfortunately, these fallacies are potentially damaging to our patients.

BY JARROD SHAPIRO, DPM

Practice Perfect is a continuing
every-issue column in which Dr.
Shapiro offers his unique personal
perspective on the ins and outs of
running a podiatric practice.

ne of the most chal-

lenging aspects of

being a podiatrist

is educating physi-

cians about lower
extremity infections when the con-
sulting doctors don’t heed our advice.
Our service was recently consulted to
see a patient in the hospital admitted
for cellulitis of the lower extremity.
The patient had a history of conges-
tive heart failure and chronic lower
extremity edema. The patient also
had a superficial ulcer on the dorsal
second toe (Figure 1). The medicine
service started the patient on vanco-
mycin, Zosyn®, and tazobactam, and
an infectious disease doctor was also
consulted who recommended a three-
phase bone scan for suspected osteo-
myelitis, despite a complete lack of
all indications (including a negative

2. Bilateral lower extrem-
ity swelling is cellulitis—This
just makes no sense. How likely
is it that both legs would be in-
fected at the same time? Other
diagnoses should be consid-
ered, the most likely of which is
dermatitis from cardiac, renal,
or hepatic disorders or chronic

patient’s unfortunate overtreatment
makes one love articles like The Top
10 Myths Regarding the Diagnosis and
Treatment of Cellulitis by McCreary
and colleagues.? This article checks
all the myths and sacred cow boxes
that drive one crazy. Let’s take a look
at a short summary of McCreary’s
well-considered myths with some addi-
tional comments and considerations.

1 e Red, swollen skin is definite-
ly cellulitis—Erythema is a non-spe-
cific finding of inflammation and not
always infection. A common example
is chronic venous insufficiency caus-
ing venous stasis dermatitis.

radiograph, no fever, and
no leukocytosis).

You may also notice
the clinical images show-
ing a complete lack of cel-
lulitis. It would be a good
bet that almost all podi-
atrists who do hospital
work can relate multiple
experiences just like this. |
It’s no wonder that 30.5%
of patients in the emer-
gency room are misdiag-
nosed with cellulitis, and
of these, 84.6% are un-
necessarily admitted with
92.3% inappropriately re-

venous insufficiency.

3. All skin and soft tissue infec-
tions require antibiotics—Small, focal
abscesses often require incision and
drainage. The obvious example is an
ingrown toenail, which almost never re-
quires antibiotics. A simple nail avulsion
will immediately resolve the “cellulitis”.

4. Due to the increased preva-
lence of MRSA in the community, all
clinically stable patients with cellulitis
should be covered for MRSA—Cov-
erage for MRSA should be considered
based on several factors such as se-
verity, presence of purulence (Staph
is more commonly purulent versus
Strep), likely infecting
agents, and MRSA risk
factors (prior history of
MRSA, recurrent disease,
crowded living conditions,
sports participation, poor
response to beta-lactam
antibiotics, IV drug abuse,
and shaving body hair).

5. Patients admit-
ted with cellulitis should
be covered for MRSA—
Same as number 4, but if
the patient is sick enough
and the hospital MRSA
local population is high,

ceiving antibiotics.!
Situations like this
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Pre- and post-debridement clinical images of a patient with a superficial ulceration
incorrectly diagnosed with cellulitis.
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it may be prudent to start
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Ryan Fitzgerald, DPM discusses biofim-based wound management (BBWM) that aims at
reducing re-formation during and after a surgical debridement. Dr Fitzgerald also reviews the
properties of an ideal topical antimicrobial as well as discussing their clinical outcomes. He
also describes case studies that utilize BBWM strategies for the treatment of chronic wounds.

Cellulitis (from page 29)

with MRSA coverage and immediately
change based on culture results.

6. Clindamycin is an effective
antibiotic against MRSA—There are
a couple of issues here. The first is
the high risk for pseudomembranous
colitis with clindamycin. The second is
the inducible resistance that may occur
with clindamycin. The D-test should be
done on cultures, and a D-shaped disk
appearance using the disk diffusion
method showing resistance may occur
via a cross reaction with erythromy-
cin.? If the D-test is positive, clindamy-
cin should not be used. Bactrim™ and
doxycycline both have less inducible
resistance than clindamycin and are
good oral alternatives.

7. Because one cannot tell what
organism is responsible for the cellu-
litis, broad spectrum coverage is nec-
essary—Staph and strep are the most
common infecting agents in lower ex-
tremity infections, so empiric coverage
for these is appropriate. Pseudomonas
species are usually contaminants, and
gram-negative coverage is usually un-
necessary. Long-standing diabetic foot
wounds may be polymicrobial, but
gram negative and anaerobic infections
are still in the minority. The addition of
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multiple or broader spectrum antibiot-
ics should be determined based on pa-
tient specific factors, a detailed history
and physical, and culture results.

8. If the infection is spread-
ing past the marked wound margin,
the cellulitis is worsening—Erythema
may continue to spread for a short
time after the start of antibiotics. This
does not represent treatment failure.
Worsening intensity of erythema, or
spreading erythema beyond 48-72
hours are better markers.

9. Patients taking antibiotics
for prophylaxis against recurrent skin
infections will not have another in-
fection—Concomitant skin issues such
as tinea infections, xerosis, fissuring,
and chronic edema may leave the skin
open to recurrent infections despite the
patient taking an antibiotic.

10. Patients with tick bites
and surrounding erythema have cel-
lulitis—A small rim of erythema is
common with insect bites and does
not mean cellulitis is present. The
target lesion of erythema chronicum
migrans is easily differentiated from a
staph or strep cellulitis.

Add to this one final myth that still
seems to have some staying power,

al grant from

Org.?mogenesn;.nc
P

Empowering Healing

to support this online

equcatior

CPME 0.75 Credit

which is the possibility of hematoge-
nous infection to the foot in the adult
patient. This just doesn’t happen. Since
infection in the foot almost always oc-
curs from contiguous spread, if there is
no break in the skin, then the chances
of an infectious cause of erythema is
almost non-existent. In diabetic pa-
tients presenting with a red, hot swol-
len foot without any skin opening, the
primary diagnosis should be Charcot
arthropathy until proven otherwise.

We all have pet peeves, but
unfortunately these myths are po-
tentially damaging to our patients.
Good luck educating those who
know less than you but fail to heed
your recommendations. PM
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