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Descriptive legend 

A 40-year-old man, recently diagnosed with systemic lupus erythematosus, presented to the 

emergency department with a one-week history of high fever, headache, cough, and 

keratoconjunctivitis. Two weeks earlier, he had started treatment with hydroxychloroquine 200 mg 

twice daily (400 mg/day orally). After the onset of fever, he self-administered paracetamol 1 g three 

times daily. Within 48 hours, a rapid worsening of pre-existing cutaneous lesions occurred. Macular 

lesions rapidly coalesced into large flaccid blisters involving the face, chest, palms, and soles. The 

lesions exfoliated within three days. The patient reported severe pain affecting the skin and the 

mucous membranes of the mouth, genitals, and eyes. A positive Nikolsky sign was observed. On 

admission, he was febrile (38.5°C), with blood pressure 100/70 mmHg, heart rate 100 bpm, and 

respiratory rate 25 breaths per minute. Cutaneous detachment with areas of necrosis involved 

approximately 8% of the body surface area, predominantly involving the extremities, particularly 

the hands. Within a few days, all the lesions became necrotic. Laboratory tests showed leukocytosis 

and elevated C-reactive protein, while procalcitonin was negative. Pain severity was rated 9/10 on a 

visual analogue scale, requiring intravenous tramadol 100 mg every 8 hours for analgesia. 

 

 

 

Question: Based on the clinical history and presentation, what is the most likely diagnosis? 

1.  Toxic shock syndrome (TSS) 

2. Toxic epidermal necrolysis (TEN) 

3. Erythroderma in systemic lupus erythematosus 

4. Stevens-Johnson syndrome 
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Answer 

The clinical presentation was consistent with Stevens–Johnson Syndrome (SJS), confirmed by skin 

biopsy showing full-thickness epidermal necrosis with keratinocyte apoptosis.1  

The differential diagnosis mainly includes Toxic Epidermal Necrolysis (TEN), erythroderma, and 

Toxic Shock Syndrome (TSS). TEN was excluded because epidermal detachment involved less than 

10% of the body surface area, whereas TEN typically involves more than 30%.2-4 Erythroderma is 

characterized by diffuse erythema and scaling involving ≥90% of the body surface area, usually 

associated with pruritus rather than severe pain and typically without significant mucosal 

involvement.5-7 TSS typically presents with fever and a diffuse erythroderma-like rash associated 

with systemic manifestations and late desquamation occurring after 1–2 weeks.8 These features 

were not observed in our patient. 

Key clinical features supporting the diagnosis of SJS include acute onset, recent exposure to 

potential triggering drugs, involvement of multiple mucosal sites, predominant skin pain rather than 

pruritus, and limited epidermal detachment. 

The patient was admitted to a sub-intensive care unit. Hydroxychloroquine and paracetamol were 

immediately discontinued. Among the drugs taken by the patient, paracetamol has been reported as 

a possible trigger of SJS, although hydroxychloroquine has also been rarely associated with severe 

cutaneous adverse reactions. 

Intravenous methylprednisolone (1 mg/kg/day) was initiated, together with supportive management 

including fluid therapy, wound care, and ophthalmologic monitoring. Early systemic corticosteroid 

therapy has been reported to reduce disease progression in selected cases of SJS. 

Clinical improvement was observed after five days, with progressive re-epithelialization of the skin 

lesions. The patient was discharged after 14 days in stable condition. No secondary infections or 

systemic complications occurred during hospitalization. 

Early recognition and prompt discontinuation of the suspected triggering drug are essential for 

improving outcomes in patients with Stevens–Johnson syndrome. 
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