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E r y s i p e l a s  ( o r  n o n - n e c r o t i z i n g  b a c t e r i a l 
dermohypodermatitis, DHBNN) is an acute bacterial 
infection of the dermis and hypodermis responsible 
for local inflammation associated with general 
signs [1]. The diagnosis remains clinical, yet 
misleading atypical forms are also possible, which 
may delay the initiation of a well-adapted antibiotic 
treatment and evolve toward a life-threatening 
situation. In its typical form, DHBNN is manifested 
by a localized edematous plaque, bright red, hot, 
with more or less clear edges, of sudden onset and 
rapid extension on the surface, accompanied by 
thermal elevation and chills [2]. The two preferred 
sites of DHBNN are the legs and the face, yet other 
topographies may be affected as well [3].

A 45-year-old woman with no previous history 
presented to the emergency department for the 
management of induration of the right breast and 
redness of the ipsilateral hemi-trunk evolving for 
twenty days. A clinical examination revealed an 
indurated inflammatory plaque affecting the right 
hemi-trunk with a breast taking on an orange peel 
appearance surmounted by skin detachment in its 
outer quadrants (Fig. 1a) evolving in a context of 
fever at 40°C and a deterioration in general condition. 
Faced with the suspicion of a paraneoplastic context, 
breast ultrasound with a cranio-cervico-thoraco-
abdomino-pelvic CT scan was performed, returning 
without abnormalities. A dermatological opinion 
was sought, and the clinical examination revealed a 
scratch on the thumb constituting a portal of entry 
without ipsilateral inflammatory adenopathies, thus 
the diagnosis of DHBNN was retained. The patient was 
put on tri-antibiotic therapy (protected amoxicillin + 

fluoroquinolone + metronidazole) and a treatment of 
the portal of entry with a good clinical and biological 
evolution (Fig. 1b).

This is an original observation of an atypical case of 
erysipelas showing the interest of a meticulous clinical 
examination before any imaging in search of a portal of 
entry thus allowing the early initiation of an appropriate 
treatment.

Consent

The examination of the patient was conducted according to the 
principles of the Declaration of Helsinki.

The authors certify that they have obtained all appropriate patient 
consent forms, in which the patients gave their consent for images 
and other clinical information to be included in the journal. The 

Clinical Image

Figure 1: (a) Indurated and infiltrated erythematous plaque with an 
orange peel appearance on the right breast topped by a serous, fluid-
filled detachment. (b) Regression of the erythematous plaque after 
treatment.
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patients understand that their names and initials will not be 
published and due effort will be made to conceal their identity, 
but that anonymity cannot be guaranteed.
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