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ABSTRACT 

Scarlet fever has increased in frequency, Cases usually present with a distinctive macro-papular rash in 

children. This article aims to increase awareness about scarlet fever by highlighting significant symptoms and 

detailing potential outcomes if treatment is not received. For those displaying the usual symptoms, a 

prescription for an appropriate antibiotic, such as phenoxymethylpenicillin (Penicillin V), should be written 

right away in order to reduce the risk of issues and the spread of infection. Group A Streptococcus (GAS), the 

bacterium that causes scarlet fever, is still a major global public health concern. The goal of this review is to 

present a current summary of scarlet fever's epidemiology, pathophysiology, diagnosis, and available 

treatments. The findings emphasize how crucial early diagnosis and treatment are to avoiding complications 

and lowering morbidity. The review also highlights areas for further research and addresses the function of 

antibiotics in the treatment of scarlet fever. For medical professionals, researchers, and legislators looking to 

comprehend and address the issues raised by scarlet fever, this study offers a useful resource. The most 

common cause of scarlet fever, a rash, is bacterial pharyngitis in school-age and adolescent children. 

Traditionally, this papular, blanching rash has been called a "sandpaper" rash. Pyogenes Streptococcus. 
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INTRODUCTION 

The sickness known as "scarlet fever," or "scarlatina," is brought on by the infectious Group A Streptococcal 

(GAS) bacterium. It typically manifests as exudative pharyngitis with a trunk-originating, spreading 

maculopapular rash.(1) 

For many years, scarlet fever was declining in frequency. However, there has been a recent surge in cases 

globally. Over the past ten years, significant outbreaks have been reported in a number of countries. For 

example, Vietnam recorded over 23,000 cases in 2009, while mainland China reported over 100,000 

cases.(2)Smaller outbreaks have also occurred in Canada and the United States. Public Health England recorded 
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12,906 cases in the UK between September 2015 and April 2016, the highest number since 1969. There are 

currently 74 species in the genus Streptococcu.(3)There are currently 74 species in the genus Streptococcu.(4) 

Streptococcus pyogenes, the type species of the genus, is among the most virulent species that infect humans. 

S. pyogenes is one of the archetypal bacteria that causes infections mediated by exotoxins. It produces a wide 

range of exotoxins, superantigens, and cell wall-associated proteins that cause a range of clinical symptoms, 

from classical pyogenic infections to toxic shock syndrome and immune-mediated sequelae. Even though 

systemic infections like meningitis and endocarditis are declining in frequency, streptococcal pyoderma and 

pharyngotonsillitis remain common infections with a substantial global burden of disease.(5) 

Over the past 20 years, several infectious diseases caused by S. pyogenes have also resurfaced, most notably 

necrotizing skin and soft tissue infections and scarlet fever. Here, we discuss the bacteriology, epidemiology, 

and clinical manifestations of S. pyogenes infection and scarlet fever in connection with the genesis and 

management of epidemics.(6) 

Definition:-   

Scarlet fever A (aka. Scarlatina) is an acute infectious disease Called scarlet fever because of red skin rash that 

accompanies it scarlet fever is an acute infectious disease caused by bacteria that produces a red rash. 

Whom does it affect? 

* Affect people of all ages 

* Most often seen in children (between 6 and 12) 

Symptoms of "Scarlet Fever" 

The bacterium takes 1–7 days to incubate. It starts with a sudden onset of fever, vomiting, and a very bad sore 

throat. The child typically experiences weakness, chills, and a headache. 

 

Fig. Scarlet Fever 

2.Between 12 and 24 hours after the onset of fever, the typical scarlet rash appears. Occasionally the child 

complains of severe abdominal pain. 
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PATHOPHYSIOLOGY 

An erythematous eruption is linked to a feverish illness, as the term "scarlet fever" suggests. The circulating 

toxin, also known as erythemogenic or erythrogenic toxin, is generated by GABHS and results in the 

pathognomonic rash by altering the cutaneous cytokine milieu and producing inflammatory mediators locally. 

This causes a limited inflammatory reaction and blood vessel dilatation, which gives the rash its distinctive 

scarlet hue. In scarlet fever, the tonsils and pharynx are typically the sites of GABHS replication. Scarlet fever 

is clinically indistinguishable and can occur after surgical scarlet fever, puerperal scarlet fever, or streptococcal 

infection of the skin and soft tissues.(7) 

ETIOLOGY 

Scarlet fever is a disease related to streptococcal disease. Streptococci are gram-positive cocci that grow in 

chains. They are classified by their ability to produce a zone of hemolysis on blood agar and by differences in 

carbohydrate cell wall components (A-H and K-T). They may be alpha-hemolytic (partial hemolysis), beta-

hemolytic (complete hemolysis), or gamma-hemolytic (no hemolysis). 

Group A streptococci are normal inhabitants of the nasopharynx. Group A streptococci can cause pharyngitis, 

skin infections (including erysipelas pyoderma and cellulitis), pneumonia, bacteremia, and lymphadenitis.  

Most streptococci excrete hemolyzing enzymes and toxins. The erythrogenic toxins produced by GABHS are 

the cause of the rash of scarlet fever. The erythema-producing toxin was discovered by Dick and Dick in 1924. 

Scarlet fever is usually associated with pharyngitis; however, in rare cases, it follows streptococcal infections 

at other sites. 

Even though infections can happen at any time of year, school-aged children are more likely to get pharyngeal 

disease in the winter and spring, as well as in situations where there is close contact and crowding. The most 

frequent method of transmission is person-to-person through respiratory droplets. Seldom can it be transmitted 

by tainted food, as demonstrated by a Chinese outbreak. Because of its resistance to temperature and humidity 

extremes, the organism can spread through fomites. In temperate regions, skin infections typically occur in the 

summer or early fall, and their geographic distribution tends to favor warmer or tropical climates. Scarlet fever 

can take anywhere from 12 hours to 7 days to incubate. Both during the acute illness and the subclinical stage, 

patients are communicative.(8) 

EPIDEMIOLOGY 

Group A streptococcal pharyngitis affects up to 10% of the population. Up to 10% of this group subsequently 

get scarlet fever. Scarlet fever cases have remained high over the past century, despite a notable decline in 

case-mortality rates brought on by the widespread use of antibiotics. Both asymptomatic carriers and infected 

patients can transmit the disease through airborne respiratory particles. In overcrowded settings (like schools 

or institutions), the infection rate rises, and in temperate climates, it peaks in late fall, winter, and spring. Type-

specific immunity can be brought on by an overt infection or a carrier state. Incidence significantly declines as 

immunity to the most common serotypes develops in adulthood. New immigrants to the US are more likely to 

experience complications (like rheumatic fever). Although it can affect older children and adults as well, scarlet 

fever primarily affects children between the ages of 5 and 15. It is rare in kids under the age of three. Eighty 
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percent of children have lifelong protective antibodies against streptococcal pyrogenic exotoxins by the time 

they are ten years old, which stop the disease from manifesting later. Due to the absence of prior sensitization 

and the presence of maternal antiexotoxin antibodies, scarlet fever is uncommon in children under one year of 

age. According to a case-control study by Leslie et al., antecedent streptococcal infection may raise the risk of 

childbirth.(9) 

DIAGNOSIS 

Based on its distinctive symptoms, doctors make the diagnosis of scarlet fever. They also perform a quick test 

called the "rapid strep test," which can identify scarlet fever in a matter of minutes. A throat swab is taken for 

the test, and the Streptococcus bacteria are looked for. However, this test's results aren't always trustworthy. 

You can be certain that Streptococcus bacteria are the cause of the symptoms if they are discovered. However, 

you cannot be certain that there are no Streptococcus bacteria present if nothing is detected in the sample. To 

obtain more precise results, a sample can then be extracted from the throat and sent to a lab. The turnaround 

time for those lab results is roughly one or two days.(10) 

PREVENTION  

The vaccine for scarlet fever does not exist. Taking the same general precautions you would to prevent 

respiratory infections or colds is a good idea. These include avoiding close contact with anyone who has scarlet 

fever and may still be contagious, as well as frequently washing your hands. Particularly during the winter, 

many kids carry scarlet fever germs in their throats without becoming sick. Even if it is demonstrated that these 

kids have the germs, they are typically not contagious. Therefore, in those situations, precautions against 

infection are not necessary.(11) 

TREATMENT 

Antibiotics are typically used to treat scarlet fever because they render you incommunicable after 24 hours. 

They also aid in preventing potential complications and hasten the onset of symptoms. Scarlet fever is the most 

common condition treated with antibiotics based on penicillin. They are taken twice or three times a day for 

ten days. If a person has a penicillin allergy or the medication is not well tolerated, they can take other 

antibiotics for five to ten days. Rash, diarrhea, and nausea are a few possible side effects. Even if you feel 

better, it's important to keep taking all of the antibiotics. There is no other way to ensure that all of the germs 

are eliminated. Acetaminophen (paracetamol) and ibuprofen are two medications that can help with symptoms 

like fever and sore throat. Other home remedies that may help soothe include applying neck wraps, sipping 

tea, or taking lozenges to the throat.(12) 

 

New Treatment Approaches for Scarlet Fever 

Recent advancements in treatment primarily focus on improving the effectiveness of antibiotic therapy and 

addressing potential complications: 

 

1. Antibiotics: 

Penicillin and Amoxicillin remain the first-line treatment for scarlet fever, as they are highly effective in killing 

the Streptococcus bacteria. If patients are allergic to penicillin, alternatives like cephalexin or clindamycin may 

be used. 
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There has been an increased emphasis on rapid testing to quickly diagnose and begin antibiotic treatment, 

which is crucial in preventing complications. 

Antibiotic Resistance: While penicillin remains effective, concerns over antibiotic resistance in other bacterial 

infections have raised awareness of the need for careful and appropriate use of antibiotics. Monitoring trends 

in resistance in Streptococcus strains is an area of ongoing research. 

 

2. Supportive Care: 

Hydration and fever management (e.g., acetaminophen or ibuprofen) remain important supportive treatments. 

Steroid Use: In some cases, steroids may be used in patients who experience severe symptoms, like swelling 

or inflammation. However, this remains controversial and is generally reserved for severe or complicated cases. 

3. Toxin Neutralization: 

Toxic shock syndrome (TSS) and rheumatic fever are serious complications associated with scarlet fever. 

Advances in understanding the role of the streptococcal toxin have led to potential studies on treatments to 

neutralize or block the effects of the toxin, though these are still in the experimental stages. 

4. Vaccine Development: 

Although there is currently no vaccine for scarlet fever specifically, researchers are investigating vaccines that 

target group A Streptococcus, which could potentially prevent not only scarlet fever but also other serious 

diseases caused by this bacteria, such as rheumatic fever and invasive GAS infections. 

Epidemiological and Clinical Characteristics of Scarlet Fever in [Region/Population]Study Design: 

1. Retrospective Cohort Study:Analyzing existing data from healthcare records, surveillance systems, 

or databases(13) 

2. Case-Control Study: Comparing Scarlet Fever cases with matched controls to identify risk factors 

and associations(14) 

3. Cross-Sectional Study: Assessing prevalence, symptoms, and treatment outcomes in a representative 

sample (15) 

     Study Population: 

       - Children aged 5-15 years 

       - Residents of [Region/Population] 

       - Confirmed Scarlet Fever cases (via laboratory testing or clinical diagnosis) 

     Inclusion/Exclusion Criteria: 

-Residency in [Region/Population], a verified diagnosis of scarlet fever, and the accessibility of    medical 

records are prerequisites for inclusion. - Exclusion: Alternative diagnoses, non-residents, or incomplete 

medical records. 

      Data Collection: 

    - Medical records review 

    -Surveillance data analysis 

    -Questionnaires or interviews (for cases and controls) 

     Variables: 

    -Demographics (age, sex, socioeconomic status) 

    -Clinical characteristics (symptoms, duration, complications) 

    -Laboratory results (throat culture, rapid antigen detection) 

    -Treatment and outcomes (antibiotic use, hospitalization) 
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Sample Size Calculation: 

- Based on estimated prevalence, power, and significance levels(16) 

 Data Analysis: 

- Descriptive statistics (frequencies, means, SD) 

- Inferential statistics (chi-squared, t-test, logistic regression) 

- Multivariate analysis (adjusting for confounders) 

 

 Table summarizing scarlet fever cases in India and around the world, broken down by 

available data: 

Region Scarlet Fever 

Incidence/Prevalence 

Reported Cases (Year) 

India Increasing in some regions Approx. 20,000 (2022) 

United States Rare, but cases have been 

increasing 

Approx. 10,000-20,000 

(2023) 

United kingdom Stable, with occasional spikes Approx. 10,000-15,000 

(2022) 

Australia Rare, but reported outbreaks Approx. 1,500-2,000 

(2022) 

China Moderate rates in urban areas Approx. 5,000-10,000 

(2022) 

Canada Low incidence Approx. 500-1,000 

(2022) 

Africa ( varied) Low but underreported Varies widely by country 

Worldwide Total Varies by country, increasing 

globally 

Approx. 50,000-100,000 

annually 

 

Microbiology discussion on Group A Streptococcus (GAS) bacteria, the causative agent 

of Scarlet Fever: 

Group A Streptococcus (GAS) 

GAS is classified as a facultative anaerobic, beta-hemolytic, Gram-positive bacterium. Streptococcus pyogenes 

is the species. Serotyping: The M protein surface antigen is used to categorize GAS into more than 100 emm 

types. 
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Pathogenesis(17) 

1. Adhesion: GAS uses fibronectin-binding proteins and lipoteichoic acid to cling to epithelial cells.  

2. Invasion: GAS causes inflammation by invading host cells and releasing cytokines.  

3. Erythrogenic toxins, also known as pyrogenic exotoxins or SPEs, are produced by GAS and result in fever 

and rash. 

Virulence Factors(18) 

1. M protein: Prevents phagocytosis and mediates adhesion. 

2. Lipoteichoic acid: Contributes to adhesion and biofilm formation. 

3. C5a peptidase: Inhibits complement-mediated phagocytosis. 

4. SPEs: Cause rash, fever, and systemic symptoms. 

Transmission: 

1. Respiratory droplets: Coughing, sneezing, or close contact. 

2. Contact with contaminated surfaces: Fomites. 

3. Asymptomatic carriers: GAS can colonize throats without symptoms. 

Laboratory Diagnosis 

1. Throat culture: Gold standard for diagnosis. 

2. Rapid Antigen Detection Tests (RADTs): Quick, sensitive, and specific. 

3. PCR: Molecular testing for GAS DNA. 

Antibiotic Resistance 

1. Penicillin: Remains effective against GAS. 

2. Macrolides: Resistance rates vary globally. 

3. Fluoroquinolones: Not recommended due to resistance. 

Antibiotic options for treating Scarlet Fever(19) 

Recommended Antibiotics: 

1. Penicillin: 

    - First-line treatment (IDSA, 2012) 
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    - Dosage: 250-500 mg orally twice daily for 10 days 

2. Amoxicillin: 

    - Alternative to penicillin (AAP, 2018) 

    - Dosage: 25-50 mg/kg orally twice daily for 10 days 

3. Macrolides (e.g., Azithromycin, Clarithromycin): 

    - For penicillin-allergic patients (IDSA, 2012) 

    - Dosage: varies depending on specific medication 

4. Cephalosporins (e.g., Cephalexin): 

    - Effective against GAS (AAP, 2018) 

    - Dosage: varies depending on specific medication 

CONCLUSION: 

In conclusion, children are the main victims of the infectious disease known as scarlet fever, which is brought 

on by the bacteria Streptococcus pyogenes. It is typified by fever, sore throat, and a characteristic red rash. 

Modern antibiotics like penicillin are effective in treating the infection and preventing complications like 

rheumatic fever, even though the disease can be severe, especially if treatment is not received. In order to shed 

light on the impact and management of scarlet fever in both historical and contemporary contexts, we 

investigated the disease's history, symptoms, causes, and treatment throughout the project. Scarlet fever cases 

have increased in some areas, which has brought attention to how crucial early detection, timely treatment, and 

public health education are to halting the disease's spread. Overall, although scarlet fever is still a concern, the 

risk of major health complications has been greatly decreased by advances in medical knowledge and 

treatment. To comprehend and treat the illness in a global setting, ongoing research and surveillance will 

remain essential. 
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