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Staphylococcal scalded-skin syndrome (SSSS) or staphylococcal-
induced toxic epidermal necrolysis (TEN) is a severe blistering 
disease of young children. The causative organism is Staphylococ-
cus aureus. We describe the clinical characteristics of this disease 
in 6 children seen at The Cleveland Clinic Foundation between 
1970 and 1979. 
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1 D e p a r t m e n t of Dermato logy , T h e Cleveland 
Clinic Founda t ion . Submi t t ed fo r publ icat ion Feb 
1983; accep ted March 1983. 

Staphylococcal scalded-skin syndrome (SSSS) or staphy-
lococcal-induced toxic epidermal necrolysis (TEN) is pri-
marily a bullous disease of young children that is usually 
p roduced by g r o u p 2, coagulase-positive Staphylococcus au-
reus. Between 1970 and 1979, 6 children were hospitalized 
at T h e Cleveland Clinic Foundat ion with the diagnosis of 
SSSS. O u r description is analogous to and pa t te rned a f te r 
the extensive review by Rasmussen1 in 1975 f rom Buffalo 
Children 's Hospital. 

Results 
In a retrospective review of the years 1 9 7 0 - 1 9 7 9 , we 

identified 6 children who had been hospitalized at the 
Cleveland Clinic Foundat ion with the diagnosis of SSSS. 
All patients had scarlatiniform ery thema with or without 
bullae, subsequent epidermal desquamation, and isolation 
of coagulase-positive S. aureus. We excluded all outpat ients 
and any o the r children with a clinical presentat ion a n d / o r 
diagnosis of e ry thema mul t i forme a n d / o r Steven-Johnson 
syndrome. 
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T h e clinical characteristics of all 6 children a re 
summarized in the Table. T h e p r o d r o m e in all 
patients varied f r o m one to six days with nonspe-
cific symptoms. None of the children was seri-
ously ill. All presented with scarlatiniform ery-
thema on the head, t runk, and extremities; 3 had 
distinct, flaccid bullae. O n e child had tender skin. 
In all cases, the disease was generalized and des-
quamat ion developed. Al though 3 children were 
febrile on admission, none had a fever 24 hours 

later. All patients had at least one positive cul ture 
for coagulase-positive S. aureus. O n e patient had 
phage typing. Dur ing hospitalization, each child 
received antibiotics, intravenously at first, then 
orally as pr imary therapy; 2 received penicillin 
for p rodromal symptoms without appa ren t alter-
ation of the disease process. O t h e r therapy in-
cluded antihistamines, compresses, lubrication, 
topical ophthalmologic antibiotics, and topical 
steroids. N o patient received systemic steroids. 

Table. Clinical characteristics 
Patient 

1 2 3 4 5 6 

A g e 11 m o 2 m o 2 yr 3 .5 yr 18 days 3 . 5 yr 
Sex F M F M M M 
Color Whi t e W h i t e W h i t e W h i t e Black W h i t e 
T i m e of disease Ju ly 1970 N o v 1971 F e b 1975 J u n e 1975 A u g 1976 M a r 1979 
First s y m p t o m Puf fy eyes Rash Rash H e a d cold Irri tabil i ty Rash 
First site of skin dis- Le f t ear Per iora l a rea A b d o m e n Neck Neck Axilla 

ease 
Scar la t in i form rash Yes Yes Yes Yes Yes Yes 
Ves ic les /bu l lae Yes N o N o Yes Yes N o 
Skin t ende rness N o N o Yes N o N o N o 
Ex ten t Genera l ized Genera l ized Genera l ized Genera l ized Genera l ized Genera l i zed 
Desquama t ion Yes Yes Yes Yes Yes Yes 
T e m p e r a t u r e on ad- 100 103.8 97 .9 9 9 . 8 99 .6 9 9 

mission, rectal (F) 
W B C , m m 3 11 ,600 3 , 7 0 0 12 ,300 14 ,400 12 ,700 7 , 0 0 0 
H e m o g l o b i n , g / d l 12.9 12.5 13.5 12.0 14.7 11 .7 
Skin c u l t u r e Negat ive S.a. Negat ive Negat ive S.a N D 
T h r o a t cu l tu re S.a. S.a. S.a. S.a. S.a. S .epid . 
Nose cu l tu re N D N D N D S.a. S.a. N D 
Eye cu l tu re S.a. N D N D S.a. N D S. epid. 
Blood cu l tu re N D Negat ive Negat ive Negat ive Negat ive Nega t ive 
Rectal c u l t u r e N D N D N D N D N D S.a. 
P h a g e typ ing N D N D N D N D 71 N D 

2 9 / 8 1 
Isolation Yes Yes Yes Yes Yes Yes 
Antibiot ics 

I n t r a v e n o u s Oxacill in Oxacill in Oxacil l in Oxacill in Oxacillin Nafcil l in 

Ora l 

Steroids (systemic) 
O t h e r medica t ion 

B e f o r e hospitaliza-

Dicloxacillin 
Cloxacillin 
N o 

Penicillin 

Dicloxacillin 

N o 

Penicillin 
Ant ih is tamines 

Dicloxacillin 

N o 

Ery thromycin 

N o 

Caladryl 

Dicloxacillin 

N o 

Topica l 
s teroids 

Dicloxacillin 

N o 

Ant ih is tamines 
Topica l s teroids 
Aspir in 

A f t e r hospitaliza- Aspirin N o n e 
t ion 

Hospital stay, days 6 7 
Resolut ion Yes Yes 
Sequelae N o n e N o n e 

Ant ih is tamines 

6 

Yes 
N o n e 

Chlora l 
hydra t e 

5 
Yes 
N o n e 

Benadryl 

7 

Yes 
N o n e 

Ty leno l 

4 

Yes 
N o n e 

N D = no t d o n e , S.a. = Staphylococcus aureus, S. ep id . = Staphylococcus epidermidis. 
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All responded to therapy and were discharged 
a f te r four to seven days (average stay, 5.8 days) 
without sequelae or recurrence . 

Discussion 

Staphylococcal-induced T E N , or SSSS, first de-
scribed by Van Rittershain,2 is a severe blistering 
disease that primarily affects children. T h e caus-
ative organism, S. aureus, produces an epider-
molytic toxin3 that is responsible fo r the bright 
red skin, superficial vesicles a n d / o r bullae, and 
secondary desquamation. Erythema may be min-
imal, bu t usually begins on the face, especially 
a round the mou th , becomes generalized in th ree 
to five days, a n d then fades promptly. Incomplete 
forms of the disease exist, and a localized disease 
may resemble impetigo. SSSS is usually an exten-
sive, generalized disease, bu t has an excellent 
prognosis with minimal morbidity and negligible 
mortality, in contrast to the adul t type (drug-
induced TEN) . T h e biopsy results of affected 
skin usually reveal a split in the uppe r epidermis 
(subgranular layer). T h e r a p y involves the use of 
systemic penicillinase-resistant penicillin (e.g., ox-
acillin, dicloxacillin, nafcillin) followed invariably 
by complete recovery. 

T h e 6 children hospitalized at T h e Cleveland 
Clinic Foundat ion with the diagnosis of SSSS 
dur ing a ten-year per iod represent limited ex-
perience with this disease at this institution. Yet, 
this is not entirely unexpected since the Clinic is 
only one of several pediatric referra l centers in 
nor the rn Ohio . Nevertheless, our data compare 
with those previously repor ted . 

All 6 children were younger than six years of 
age. T h e disease had no predilection based on 
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the patient 's gender . T h e r e was only a suggestion 
of seasonal clustering dur ing the warmer months . 
As in o the r studies, most of the chi ldren were 
white (5 of 6). 

As expected, all children had a p r o d r o m e 
which was nonspecific and viral-like in na ture . 
N o child became seriously ill, and n o n e had any 
predisposing or associated illness. Bacteriologic 
cultures in all patients were positive f o r coagu-
lase-positive S. aureus. Most cases of SSSS a re 
p roduced by g roup 2 organisms, phage type 71. 

Systemic antibiotics remain the therapy of 
choice for SSSS.4 T h e r a p y in all 6 chi ldren was 
p r o m p t and involved the use of systemic anti-
biotics, administered intravenously at first, for a 
max imum dura t ion of two weeks. N o child re-
ceived systemic corticosteroids, which have no 
established rationale in the therapy of SSSS and 
may delay resolution.4 , 3 N o child received topical 
corticosteroids dur ing hospitalization, a n d all re-
ceived p rope r skin care. All responded prompt ly 
to therapy without apparent sequelae f r o m ei ther 
the disease or therapy. Fortunately, fatalities 
f r o m SSSS are uncommon and are usually the 
result of overwhelming sepsis a n d / o r fluid and 
electrolyte imbalance. 
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