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Discussion
Morbilliform drug eruption on pre-
sentation often can be concerning 
for Stevens-Johnson syndrome (SJS) 
or toxic epidermal necrolysis (TEN). 
Together, SJS/TEN represent severe 
immune-mediated dermatoses, most 
commonly triggered by drug hyper-
sensitivity reactions. Early diagno-

sis, discontinuation of the offending 
agent, and initiation of inpatient sup-
portive care is critical.

The clinician in an ED setting must 
quickly distinguish SJS/TEN from self-
limited eruptions that can be moni-
tored at home. The authors propose the 
“big burger sign” as a screening tool to 
help distinguish these reactions.

Drugs are the most common trig-
ger of SJS/TEN, with antibiotics 
most frequently identified, followed 
by analgesics, nonsteroidal anti-
inflammatory drugs, antigout medi-
cations, psycholeptics, and cough 
preparations.1 Sloughing of multiple 

mucous membranes occurs in both 
SJS and TEN, which varies based on 
total body surface area of epidermal 
detachment with less than 10% in SJS, 
greater than 30% in TEN, and inter-
mediates of 10% to 30% termed SJS/
TEN overlap syndrome.2

The estimated overall annual risk 
is 1.1 and 0.93 cases per million for 
SJS and TEN, respectively.1 Although 
these conditions are very rare, it is 
important to reduce morbidity and 
mortality with early recognition, 

A 16-year-old boy 

developed a diffuse, 

rapidly progressive 

eruption on his trunk, face, and 

extremities 4 days after starting 

oral amoxicillin for presumed 

strep throat. He presents to 

the emergency department 

(ED) where Stevens-Johnson 

syndrome is considered. The 

ED physician notes no mucous 

membrane involvement.

Teenager with sudden 
diffuse dermatitis

p  FIGURE  Morbilliform drug eruption involves the patient’s face, 
trunk, and extremities after initiation of amoxicillin.
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FOR MORE ON THIS CASE, 
TURN TO PAGE 40. 
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1  Parents often worry about 

switching their breastfed baby to 

cow’s milk-based formula because they 

worry about lactose. This is not a concern, 

as breast milk contains lactose.

2  Similarly, Lactaid milk will not 

work for children with a true milk 

allergy. Allergies are to the protein in milk, 

not the sugar.

3  Breastmilk jaundice is not a 

contraindication to breastfeeding, 

nor is supplementation with water 

or formula needed, unless there is 

dehydration/excessive weight loss.

4  Spicy foods do not need to 

be avoided in children with 

gastroesophageal reflux, unless these 

foods are clearly causing problems.

5  Many (not all) allergists advise 

against exercise after allergy shots 

for at least 2 hours. I am not aware of any 

literature in support of this practice once 

the waiting period in the office, in case of 

an anaphylactic response, has passed.

6  As with asthma, it is very unusual 

to get hay fever in the first 2 years 

of life, and it’s almost unheard of in the 

first year, especially without a strong 

family history of allergies. If you are 

making such a diagnosis in a child this age, 

double-think it.

7  A scrape on the lower back over 

the spine is often from sitting on 

the edge of the pool, and then lowering 

oneself in.

8  Many circumcised boys present 

with a whitish discharge from 

the penile sulcus. This discharge is 

dead skin, like ear wax, because there 

is a small opening in the skin with a 

“tunnel” beneath it, and the dead skin can 

accumulate there. Although it is tempting 

to push the material out, as if you were 

squeezing toothpaste out a tube, this is 

not necessary. Leave it alone, and it will 

eventually close on its own.

9  I started pediatrics shortly after we 

learned not to manually “correct” 

phimosis in young boys. However, the 

analogous situation, labial adhesions 

in girls, was still widely treated with 

estrogen creams. This works, but the 

adhesions often recur, and I have not 

used estrogen creams for girls for over a 

decade now (I was a slow learner).

10  Ocular photoscreeners are great, 

but they often pick up astigmatism. 

This can be a normal finding, outgrown 

with age,1 and I do not refer younger 

children for this.

12  I had another child, aged 5 years, 

who was cyanotic around the 

mouth. Examination showed purplish 

smooth discoloration, perioral but sparing 

the lips, again without dyspnea. History 

revealed that he had a hickey from 

applying a vacuum cleaner around his 

mouth.

R E F E R E N C E

1. Abrahamsson M, Fabian G, Sjöstrand J. Changes 

in astigmatism between the ages of 1 and 4 years: a 

longitudinal study. Br J Ophthalmol. 1988;72(2):145-149.

More about allergies 
and other oddities
Many parents and professionals have these misconceptions about 

allergies and various unusual f ndings.

DR FARBER SAYS

11  
I had a teenager come 

to the office with the 

complaint that he was cyanotic, 

and indeed he was blue from the 

neck down. He was not dyspneic, 

and cyanosis does not present 

that way. Wiping his skin with an 

alcohol pad removed the blue dye 

that he had picked up from his new 

blanket, having slept nude and not 

showering for a few days.
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BioFire’s syndromic testing allows you to 

quickly identify infectious agents that produce 

similar symptoms in patients. BioFire’s innovative 

PCR technology provides answers in a clinically 

actionable timeframe using any of the FilmArray® Panels: 

Respiratory Panel: Enable a faster, more informed diagnosis 

that can reduce the usage and duration of antibiotic administration and decrease length of hospital stay.

Blood Culture Identifcation Panel: Reduce time to effective therapy and antimicrobial de-escalation 

which may improve patient survival rates.

Gastrointestinal Panel: Quickly ruling in or out enteric pathogens may improve patient care by preventing 

misdiagnosis and mistreatment.

Meningitis/Encephalitis Panel: Quickly identifying a CNS infection as viral, bacterial or fungal may reduce 

patient mortality.

To learn how syndromic testing from BioFire can help YOU improve patient outcomes, visit biofredx.com

Data on fle at BioFire Diagnostics.
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