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Ritter Syndrome Mimicking Drug Eruption

ABSTRACT

Ritter syndrome mimicking drug eruption staphylococcal scalded skin syndrome is a rare fatal condition in adults with erythematous and
bullous lesions. With appropriate and immediate therapy, mortality decreases by 5%; a differential diagnosis is necessary. In this case, we
report Ritter syndrome mimicking drug eruption.
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Introduction

Staphylococcal scalded skin syndrome (SSSS), also known as Ritter syndrome, generally occurs because of staphylococcal
exfoliative toxins. It is mostly encountered in the maternity and pediatrics wards, but rarely seen in adults. It is character-
ized by fever, generalized erythema, and flaccid bullae with positive Nikolsky’s sign that are rapidly ruptured and leave
large lesions (1). This disease displays a fatal progress with diffuse skin barrier loss, dehydration, hypoproteinemia, hypo-
thermia, and secondarily developed gram-negative infections (often pseudomonas-origin) (1-3).

Case Presentation

A 70-year-old patient with the diagnosis of prostate cancer was hospitalized in the clinic of internal diseases in a private
hospital because of the development of pneumonia. Because respiratory and cardiac arrest developed on the 1+ day of
hospitalization, orotracheal intubation was performed and cardiopulmonary resuscitation (CPR) procedure was initiated.
The patient who responded to CPR with ventricular tachycardia in the 5* minute was admitted to the intensive care unit.
Then, dopamine infusion was administered to the patient. The urinary cultures of the patient with intermittent fever had
revealed the growth of Candida albicans at the time of admission to the intensive care unit and the growth of Acinerobacter
baumannii on the 16" day. Colimycin (150 mg, 1x1) was administered to the patient. On the 19% day of hospitalization,
skin eruption occurred on the front of the body, and pheniramine maleate ampule and cream was applied for the allergic
reaction to medications. The patient was admitted to the intensive care unit of our hospital on the 21* day of hospitaliza-
tion in the private hospital. When the patient was admitted to our unit, his arterial pressure was 95-58 mmHg, pulse was
101 beats/min, fever was 36.6°C, and central venous pressure was 9 mmHg. His cultures were taken. Red bullous lesions
were observed on the front and back surfaces of the upper body, interior surfaces of the arms (expanding towards the arm-
pits), and interior surfaces of the legs. Moreover, there were skin eruptions on junctures (Figure 1, 2).

The results of dermatology and infectious disease consultations and skin biopsy revealed that the patient had SSSS. Staphy-
lococcus aureus was observed in the blood culture of the patient taken at the time of admission to the intensive care unit.

The patient was discharged on the 11* day of hospitalization in the intensive care unit.
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Discussion

SSSS can often be confused with Stevens—Johnson syndrome
and toxic epidermal necrolysis (TEN). The mortality rates are
5%, 30%, and between 40% and 60% in Stevens—Johnson
syndrome, TEN, and SSSS, respectively (3-6). Diagnosis is
established clinically, but the most important parameter for
confirmation is skin biopsy. The production of microorgan-
isms from the skin and blood cultures does not provide signif-
icant contribution to diagnosis. Antistaphylococcal therapy
must be initiated immediately, and body temperature nor-
malization, fluid balance, and regulation of nutrition must
be provided. Combined therapies including gram-negative
pathogens are inevitable. Although systemic glucocorticoids
are preferred for skin eruptions caused by TEN, they are con-
traindicated for SSSS. Therefore, differential diagnosis is very
important. Erythematous bullae with positive Nikolsky’s sign
are also seen in TEN. In addition, mucosal lesions definitely
coexist. The absence of mucosal lesions in SSSS can be helpful

in differential analysis (5).

In the literature, there are also some studies suggesting intra-
venous immune globulin (IVIG) therapy (4-5). Kato etal. (7)
could not get a response to 3-day IVIG therapy in an adult
patient in their case report, and they were successful when
they used the plasma exchange method. If the patient is fe-
male, SSSS can occur as a part of toxic shock syndrome (5).

Conclusion

In conclusion, every skin eruption encountered in the inten-
sive care unit should not be considered as a drug reaction,
and consultation should be requested from related medical
branches. Although SSSS is generally reported in pediatric
cases, it can rarely be seen in adults with immunodeficiency
(3, 7). The mortality rate regresses from 10% to 5%, with ap-
propriate and rapid treatment in pediatric intensive care unit;
however, this rate decreases from 63% to 40% in adults (6).
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