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Abstract  
Erysipelas is an acute, sometimes recurrent, skin infection frequently caused by group A beta-hemolytic 
Streptococcus. The aim of this study was to evaluate the in-hospital treatment of erysipelas using 
cephalosporin, oxacillin and ciprofloxacin. A retrospective quantitative cohort study was conducted to 
analyze the clinical effectiveness of cephalosporin, oxacillin and ciprofloxacin as first line antibiotics for 
patients hospitalized in Hospital de Base, São José do Rio Preto with erysipelas in the period 2000 to 2008. 
A total of 309 patients were hospitalized to treat erysipelas; 18 were treated with cephalosporin (three 
ceftriaxone, five cephalexin and nine cephalothin), 11 with ciprofloxacin and 17 with oxacillin. Treatment 
failure occurred in 11% of patients who took cephalosporin, 9% of the ciprofloxacin patients and no patients 
who were prescribed oxacillin. 
Oxacillin, ciprofloxacin and cephalosporin are therapeutic options for patients hospitalized with erysipelas. 
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Letter to the Editor 
Erysipelas is an acute, sometimes recurrent, skin infection 
frequently caused by group A beta-hemolytic 
Streptococcus although infections due to other agents 
such as streptococcus and staphylococcus have been 
reported 

1,2
. The infectious process involves the dermis 

and hypodermis, involving lymph ducts and causing a 
subcutaneous infection in addition to the cellulite per se 

3
. 

 Erysipelas is a seasonal disease that affects adults 
and the elderly, it has a repetitive nature and is associated 
with comorbidities 

3
. It is considered a universal infection, 

with an estimated incidence of 200 cases per 100,000 
inhabitants/year 

4
. The diagnosis of erysipelas is based on 

a careful examination for local signs and symptoms 
5
. 

 Treatment regimens vary with penicillin G being 
one of the commonest options 

3,4,5
. However, several 

other antibiotics are indicated as they have proven to be 
effective 

5-8
. 

 The aim of this study was to evaluate the in-
hospital treatment of erysipelas using cephalosporin, 
oxacillin and ciprofloxacin. 

 

Methods 
A retrospective quantitative cohort study was performed 
of all patients with erysipelas hospitalized in Hospital de 
Base, São José do Rio Preto in the period from 2000 to 
2008. Patients treated with cephalosporin, oxacillin and 
ciprofloxacin were identified and the efficacy of each drug 
was analyzed. 
 The diagnosis of erysipelas was based on clinical 
signs and symptoms such as fever greater than 37.8ºC, 
chills, increased temperature of the limb and local 
hyperemia. 
 All patients submitted to antibiotic treatment for 
erysipelas initially using only cephalosporin, ciprofloxacin 
or oxacillin were included in this study. Patients with lost 
or incorrect records and those under antibiotic therapy for 
less than three days were excluded. 
 Statistical analysis was performed using the 
Fischer exact test with an alpha error of 5% (p-value < 
0.05) being considered acceptable. 
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The study was approved by the institution’s Ethics 
Research Committee (protocol # 080/2008) and as this 
was a retrospective study, patient consent was not 
considered necessary. 
 

Results 
Eight female and ten male patients (mean age of 51 ± 26.3 
years old) old took different types of cephalosporin (three 
ceftriaxone, five cephalexin and nine cephalothin). Six 
women and five men (mean age of 57.3 ± 19.5 years old) 
were treated with ciprofloxacin and seven women and 10 
men (mean age 58.4 ±18 years old) were treated with 
oxacillin. 
 Of the patients who were treated with 
cephalosporin, treatment failed in two cases (11.1%) and 
the antibiotic was changed for clindamycin. Therapy was 
successful in one case and the antibiotic was changed to 
oxacillin after an antibiogram for the other. Among those 
who were prescribed ciprofloxacin, the treatment failed 
for one patient (9%) and the antibiotic was substituted for 
clindamycin. The therapy was successful for all patients 
who were treated with oxacillin for erysipelas (Table 1). 
 In relation to the length of hospitalization, the 
average stay was 4.5 ± 1.9 days for those who took 
cephalosporin, 5.4 ± 2.6 days for those who took 
ciprofloxacin and 5.4 ± 2.3 days for those who took 
oxacillin. 
 
Table 1: Therapeutic response to cephalosporin, 
ciprofloxacin, and oxacillin in the treatment of erysipelas 
 

 
 

Discussion 
This study retrospectively evaluated the random use and 
the clinical success of cephalosporin, ciprofloxacin and 
oxacillin in the treatment of erysipelas in hospitalized 
patients. The aim was to evaluate treatment failure using 
these different options on the ward where antibiotic 
resistance is of constant concern. However, the clinical 
response was highly successful; the general rate was 
above 88% and oxacillin had a 100% success rate. 
 Antibiotic treatment for erysipelas is empirical; it 
is known that the main agent is streptococcus and that 
Penicillin G has been reported as the first-line therapy 

9,10
. 

However a series of other antibiotics have been suggested 
such as the macrolides, clindamycin and cephalosporin 

5-7
. 

In this study, good responses were observed using the 
antibiotics analyzed, however the sample size is small and 
it is impossible to conclude whether there are significant 
differences between these treatment options. 
 Recurrence is the most frequent complication 
(25%) and so treatment of risk factors is essential 

11
. In 46 

cases analyzed, there was only one readmission for 
erysipelas 10 months after the first episode. 
 Another publication from the same service as this 
study reported that there are significant associations 
between erysipelas with other comorbidities. Associated 
diseases include hypertension, diabetes mellitus, chronic 
venous insufficiency and other cardiovascular diseases 
including angina, peripheral arterial disease, myocardial 
infarction and stroke, obesity, chronic renal failure, 
cancer, cirrhosis, chronic lymphedema and leg ulcers 

3,12
. 

These data warn about the effect of comorbidities on the 
evolution of patients. Another study examined the causes 
of mortality in patients hospitalized with erysipelas and 
found that pneumonia, sepsis and cancer were 
significantly correlated with death 

12
. 

 Other aspects to consider are the length of 
hospitalization and the existence of multiresistant bacteria 
in hospitals. Thus, after control of the infection it is wise to 
discharge the patient and monitor evolution in the 
outpatient clinic. 
 

Conclusions 
Oxacillin, ciprofloxacin and cephalosporin are therapeutic 
options for patients hospitalized with erysipelas. 
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