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Dear Editor,

Staphylococcal Scalded Skin Syndrome (SSSS) also called Ritter’s disease is a rare and potentially 
life-threatening condition characterised by widespread exfoliation of the skin, primarily 
affecting infants and young children caused by Staphylococcus aureus strains producing 
exfoliative toxins (ET- A and B). ETs target the cell adhesion protein desmoglein-1 leading to 
the separation of keratinocytes just beneath the granular layer in the epidermis. Community-
acquired methicillin-resistant Staphylococcus aureus (MRSA) is commonly implicated in SSSS 
in neonates.

A 12-day-old female neonate[1-5] was referred from a secondary care hospital to our facility with 
complaints of peeling skin, pus-filled skin lesions all over the body and fever persisting for the 
past 10 days. The mother of the baby, a teenager and migrant, had an unimmunised pregnancy 
and delivered the baby while working on a farm. At the time of admission, the neonate presented 
with irritability, fever, tachycardia and multiple erythematous papules, pustules, bullae and 
erosions distributed across various body regions.

Clinical examination revealed positive Nikolsky’s sign [Figure 1], indicative of epidermal 
detachment upon slight pressure. Blood and pus cultures were obtained, with the latter showing 
heavy growth of S. aureus sensitive to several antibiotics. Gram staining of pus revealed Gram-
positive cocci in pairs and tetrads. These findings confirmed the diagnosis of SSSS. The neonate 
received intravenous vancomycin for 7 days and topical mupirocin for localised lesions. Barrier 
nursing and strict infection control measures were implemented.

Over the course of treatment, the baby responded well, with the resolution of skin lesions and 
improvement in clinical parameters. Vitals were monitored closely, and the neonate was shifted 
from the neonatal intensive care unit to the mother’s side just after 3 days. Upon discharge, the 
skin lesions had completely resolved, with minimal post-inflammatory changes observed.

Other differential diagnoses were also considered as follows. In bullous impetigo, the ETs 
[Figure 2] remain local in the infected skin but in SSSS, the ETs are spread haematogenously 
resulting in widespread skin involvement. Absence of mucosal involvement as seen in SSSS, 
positive Nikolsky’s sign and characteristic Gram-positive cocci in cultures helps in diagnosis.[2]

Toxic epidermal necrolysis is often triggered by medications or infections. Diagnosis is clinical, 
based on the characteristic presentation of widespread epidermal detachment. Treatment involves 
immediate discontinuation of the offending medication, supportive care and immunosuppressive 
therapy.
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Epidermolysis bullosa is a group of genetic disorders 
characterised by fragile skin that forms blisters and erosions 
in response to minor trauma or friction caused by mutations 

in genes encoding for proteins such as anchoring fibrils, 
hemidesmosomes and keratin. Chronic wounds, scarring and 
deformities occur. Diagnosis is based on clinical presentation, 
family history, and skin biopsy shows separation of the epidermis 
from the underlying dermis. Treatment focuses on wound care, 
including gentle non-adherent dressings, and prevention of 
infection, pain management and nutritional support.

Neonatal pemphigus is rare, caused by the transfer of maternal 
autoantibodies across the placenta to the foetus, resulting in 
blistering and erosions of the skin and mucous membranes 
and presents shortly after birth with flaccid blisters and 
erosions on the skin and mucous membranes. Lesions heal 
without scarring once the maternal autoantibodies are 
cleared from the infant’s circulation. Diagnosis is suspected 
based on clinical presentation and confirmed through 
immunofluorescence studies demonstrating the presence of 
maternal autoantibodies in the infant’s skin biopsy. Treatment 
includes plasmapheresis or immunoglobulin therapy and 
topical corticosteroids.

Management of SSSS involves a multidisciplinary approach, 
including supportive care, antibiotic therapy targeting 
S.  aureus and infection control measures.[3,4] The first line 
of management is anti-staphylococcal penicillins such as 
flucloxacillin, dicloxacillin, cefazolin, clindamycin and 
daptomycin. The second line of management is vancomycin 
(when MRSA is suspected), linezolid and tigecycline.

Topical agents like mupirocin can be used for localised 
lesions. Strict infection control practices, including barrier 
nursing and hand hygiene, are essential to prevent spread.

SSSS is a rare but serious condition that requires prompt 
recognition and appropriate management. This case 
highlights the importance of a thorough clinical evaluation in 
suspected cases. Early initiation of effective antibiotic therapy 
and supportive care can lead to favourable outcomes and 
prevent potential complications. Children usually recover in 
7  days with early administration of appropriate antibiotics. 
Mortality in children is 4% and in adults, it is comparatively 
very high as 60%.[5] Continued vigilance and adherence to 
infection control protocols are essential in managing SSSS 
and reducing its morbidity and mortality rates.
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Figure 2: Day 7 after treatment - all erosions resolved completely. 
All lesions over the (a) back, (b) periumbilical region, (c) lateral 
aspect of chest and abdomen and (d) left axilla healed completely.

Figure  1: At the time of admission - Multiple well defined 
erythematous papules, pustules, bullae and erosions with crusting 
present over (a) back, (b) periumbilical region, (c) lateral  aspect of 
chest and abdomen and (d) left axilla.
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