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A Case of Toddler with Cdlulitis of the
L eg dueto I nsect Bite

Jung-Heon Kim, M.D., Jeong-Min Ryu, M.D.

Department of Pediatric Emergency Medicine, Asan Medical Center Children’s Hospital,
University of Ulsan College of Medicine, Seoul, Korea

Insect bite could cause soft tissue infection. Although most common cause of it is cellulitis, there are broad differential diagnoses
from minor hypersensitivity reactions to necrotizing fasciitis. We describe the case of a 3-year-old boy who experienced
progressive erythema with bullae on his leg after an insect bite that had happened 5 days ago. His clinical manifestations
indicated necrotizing fasciitis as a possible scenario. However, no surgical exploration was performed after orthopedic
consultation and magnetic resonance imaging. Empirical antibiotics was administered to him and he was discharged without any
complications after 5 days. Although the final diagnosis was cellulitis, we would like highlight the necessity of high index of

suspicion and expeditious treatment.
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o}, gote] 373t 7152 o] So|Akge fgth. %) ekokeh FWOIR WHolw RS 5o Ay
SEA HE G dHAE = E 101/69 mmHg, & I mEIA G apEkge gloln)
283 /&, AAEE 128Q/—E'-, A& 37 1° C eiifly Tz gl GAtol A BE L 18 300/uL, HEFALEE 41

mm/hr, C-¥-528A 20,45 mg/dL, &4 1.2 mmol/L
i, ofAutEH o] Eotu| - Y # A (aspartate aminotr—
ansferase), 3ot 7|UolA (creatine kinase), 1|22

Fig. 1. The gross findings in the right lower leg of the patient.
Erythema with bullae was located on the ankle and almost entire calf (A); crusted insect-bite wound (circle) was located just
posterior-superior to the lateral malleolus (B); 5 cm-long, erythema (circle) was noted on the ipsilateral thigh (C).

Fig. 2. The anterior view of lower leg radiographs.
No subcutaneous gas, bony abnormalities, or radiopague foreign bodies were visible on X-Rays. Some soft tissue lesions of
therigt calf indicate bullae (*).
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ZRl(myoglobin) A4 Wt E3t do 9 E1 3ttt o] % SFA A Alo] 38.1°C7HA| A3k,
i FHALE Aldstolth 95 ohejo] digh XA ZolA, &olo] 80/50 mmHe7HA] Zrastg o), ol Ay
AR zxA O] RE oo 24 9 735752 itHFig. 2) HFFY (20 ml/kg) & HIE 92/60 mmHg®E F 4= G)
AAEAA A= BAe&5S BT o}, ZAbAE(lactic acidosis)o] SHFEA] o1 o B
o] F4e APt FubE oy Ao B, YA oo Bh-g-ah= GAIHQl Ao tiafA, HAES 55
oAl HQl C-Hh-gHily o] A5 A E B3 ARES 2 8 Z(severe sepsis)?] 7HsAdol sl wesgict, o]
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olAl, AR Z¥ictutolal) W f=of HulAl FojE A A7 E A28t
A& & e A8 e dal A ejate] g4 9 A 717 Fo FAAE AWUFAR FofstHA, Al
gatal 2713 H A4S AldEATE A71EH g AlE S A1 37.1°C, E¢& 100/60 mmHg W& 247 ¢
gt o=, =&Y AR oFF AT UAA ARz HoR FAEGL, Y GA A o E
A A= g glsty] gt Aot A7EH IS i FHAA SAHE F& flolen, 5 Fuxo] gyt
o Al = Awkz| o] AR Tuk(deep fascia)ol H& AZHE 4 23, U= sHEY, A 53 Yol EYsHATE. olF
4 2957 24E BJa, 85 FHe gol AT FAAATGEZAE 1579 SoF Bgsgn =Y
AAE A Fokh(Fig. 3). 3, IARTIEo A 3] B T 10294000 A3 ) ARAE SFA U FA
ol F7IU L&At M FElshA] ekokth, A< HAH S0l mE AAE et
I Fz ojXtti Bl

Fig. 3. The magnetic resonance lower leg images of the patient.
T1 (A) and T2 weighted imaging (B) showed thickening of the subcutaneous tissue and several fluid collection benesth the
deep fascia without signal change (white arrow, A). T1 fat-saturated/suppressed sequencing with gadolinium enhanced
imaging (C) and short-tau inversion-recovery imaging (D) revealed mild enhancement and hyperintense signal intensity in
the peripheral deep fascia, respectively. However, no definite muscular signa change or intermuscular fascia involvement
was found. A bulla (*) is also noteworthy.

Pediatric Emergency Medicine Journal 109



=2tEX| M 1 # X 2 & 2014

N v o
urticaria), 27853 (Skeeter syndrome), €55
(Well' s syndrome)©] @AY o= Qlct, 1yl wEgof 9
A5 olAA Aot Aol vls 7S Ak &
Faz, 2, WEA S7F dupdol e Auprt A2
271 stAol W3l=t] 10 cm
A= AU, Il A

L
L‘
OI'

2

£
4
i
4

Am

ot |
QL

>~ 1
[ T
©

M | rlr

=l
o

=

o oX
1o
Nogn ¥o k

C

—Hr
i He

o 1o

E )
‘D’ —l>' ﬂ.llm

30

Rl

WE A e
Qg
- by
E:
= it B
M o>

rg 1o 50
=)
=
©
offt
=
i)
2
=
fo
=
-
=
o
flo

w
2L 9
~ S
T 2
£ 19
2

T Ju
N

N
N
N
2,
ok
st
. P
N
> o
=
_ O‘F‘
r i ol
o oF
~ 9
>
rl
d
i=}
of -

Lo
o,
2 o
FI
at
W
'oo
2
s =
W
S
He
s T
K
ful
52 N
£

4. whae, S 3, AR
AW, 24~48A710] Ak :‘z o e 4 qldTh,
Ul % B 19~25%0l A5 Lebdeha Baie ek,
B9 3 B4 AALUGS @A 297t Bk
Y, deofol M MILE A Ggrep B Zef o] got
#23 BYSA Sl B 24, %2 0w
SAE WA, $Fol AshA gu, wRI,
ARl ULH, Aelobels oS Tate
& A7 Aabolsich, ST o] BAleIA BAl
S 5 9gons, 388 A L o A

AR @A o eed AR, 7

?2
|o
¢

2o
uy)
2
1
o
o
1

rlr o{)l-
I]

2= flo fob o m>‘
j=s)

m
:9“

éJL%JErLl_‘ar:LrIr;QrH_—s

o N o2 fo v T

kd
S
N
i)
fo
b
ix}

REFERENCES

1. Tintinalli JE, Stapczynski JS, Ma OJ, Cline DM, Cydulka
RK, Meckler GD. Tintinalli’s Emergency Medicine: a
comprehensive study guide. 7th ed. New Y ork. McGraw-
Hill; 2011. p.1014.

2. Larru B, Gerber JS. Cutaneous bacteria infections caused by
Staphylococcus aureus and Streptococcus pyogenes in
infants and children. Pediatr Clin North Am 2014;61:457-78.

3. Jamal N and Teach SJ. Necrotizing fasciitis. Pediatr
Emerg Care 2011;27:1195-9; quiz 1200-2.

4. LioPA. The many faces of cellulitis. Arch Dis Child Educ

110

HiGHE o =EE o] A HEHg o}z] 0p B = 21]]01]/\11— El
Fasgel At AA7E BigtE ltgr;]x] ororrho  wha}

= ofelsict

A7 3H AL AR2AR DS XJ%M At 42k A
g g 7o AP 27] Aol QlofA wizt
T 100%, SolEx 86%F HILE T, 7]
AollA ol e 7tE = A7t fledl, ol 27

A &2 HlAHd FFo] TaREdolA w& A
zﬂEi Ueh} ) m{ ojchs ¥ 3t I ARLUFH of A=

SAPolHRe] W2 S Hol= 73%7} 2 R |
i% Fote “HA ARt 22 A= 9 295
A adE RYAT, %%%i} TEALo RO A= B
ol WA okgtth ATt A7 S Y] UdE
7} 100%° 7Hths A& sk 9154 e] nlgol

of
o
i)
A=)
fr

4
50
58
o

AN orETh
Av okl MQM a4
ol wehm A4 BEdo s ARalz 256
2FEY ol5o] WA ¥
oA AR Aol 2 ,
= ARG A5He G R 4l
of

;1;
oE‘. )

N oof R

o o > &

Awg Wysfor stk weha, 270 AR FAA 2L

Sl AN Fojslo] BAE HYBAAE Bk, e

Al e AT A 9 AT S E A 2 =l
ol 3

Pract Ed 2009;94:50-4.

5. Kliegman RM, Stanton B, Geme J, Schor N, Behrman RE.
Nelson Textbook of Pediatrics. 19th ed. Philadelphia:
ELSEVIER,; 2011. p.808.

6. Simons FE, Peng Z. Early-onset cellulitis after insect
bites: allergic inflammation. Ann Allergy Asthma
Immunol 2004;93:606; author reply 606-7.

7. Goh T, Goh LG, Ang CH and Wong CH. Early diagnosis
of necrotizing fasciitis. Br J Surg 2014;101:€119-25.

8. Tancevski A, Bono K, Willis L, Klingele K. Necrotizing

Pediatric Emergency Medicine Journal



10.

11.

12.

13.

14.

fasciitis in a pediatric orthopedic population. Orthopedics
2013;36:€741-5.

Fustes-Morales A, Gutierrez-Castrellon P, Duran-
Mckinster C, Orozco-Covarrubias L, Tamayo-Sanchez L
and Ruiz-Maldonado R. Necrotizing fasciitis: report of 39
pediatric cases. Arch Dermatol 2002;138:893-9.

Haywood CT, McGeer A, Low DE. Clinical experience
with 20 cases of group A streptococcus necrotizing fasciitis
and myonecrosis: 1995 to 1997. Plast Reconstr Surg 1999;
103:1567-73.

Kliegman RM, Stanton B, Geme J, Schor N, Behrman RE.
Nelson Textbook of Pediatrics. 19th ed. Philadelphia:
ELSEVIER; 2011. p.2301.

Eneli |, Davies HD. Epidemiology and outcome of
necrotizing fasciitis in children: an active surveillance
study of the Canadian Paediatric Surveillance Program. J
Pediatr 2007;151:79-84, 84.el.

Verma SB. Necrotizing fascitis induced by mosquito bite.
JEur Acad Dermatol Venereol 2003;17:591-3.

Fernando DM, Kaluarachchi CI, Ratnatunga CN.

Pediatric Emergency Medicine Journal

15.

16.

17.

18.

19.

20.

Necrotizing fasciitis and death following an insect bite.
Am JForensic Med Pathol 2013;34:234-6.

Sarani B, Strong M, Pascua J, Schwab CW. Necrotizing
fasciitis: current concepts and review of the literature. J
Am Coll Surg 2009;208:279-88.

Oliver JD. Wound infections caused by Vibrio vulnificus and
other marine bacteria. Epidemiol Infect 2005;133:383-91.
Turecki MB, Taljanovic MS, Stubbs AY, Graham AR,
Holden DA, Hunter TB, et a. Imaging of muscul oskeletal
soft tissue infections. Skeletal Radiol 2010;39:957-71.
Schmid MR, Kossmann T, Duewell S. Differentiation of
necrotizing fasciitis and cellulitis using MR imaging. AJR
Am J Roentgenol 1998;170:615-20.

Malghem J, Lecouvet FE, Omoumi P, Maldague BE,
Vande Berg BC. Necrotizing fasciitis: contribution and
limitations of diagnostic imaging. Joint Bone Spine 2013;
80:146-54.

Kliegman RM, Stanton B, Geme J, Schor N, Behrman RE.
Nelson Textbook of Pediatrics. 19th ed. Philadelphia:
ELSEVIER; 2011. p.2302.

111



