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Reactions to drugs are quite common 
and are generally mild and are hence not 
reported. However, occasionally life 
threatening reactions including Steven 
Johnson's syndrome and toxic epidermal 
necrolysis may occur. Drugs incrimi-
nated include sulphonamide, barbitu-
rates, antituberculars, antibiotics, 
pyrazolone derivatives and non 
esteroidal anti-inflammatory drugs(l-7). 
We report one case each of Steven 
Johnson's syndrome and toxic epidermal 
necrolysis following administration of 
paracetamol and novalgin, respectively. 
Although these drugs are commonly 
used in practice, reported cases follow-
ing paracetamol are few(8-9) and none 
reported with analgin (Novalgin). 
Case Reports 

Case 1: A 9 year old girl was admitted 
with complaints of fever of 4 days dura-
tion. For the last one day, she had shown 
rashes all over body, ulcers in mouth 
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with difficulty in swallowing and red-
ness of eyes. The patient was treated by 
a private practitioner with injection 
novalgin on second day of fever. As the 
fever persisted, Ciprofloxacin was 
added on third day and a dose of injec-
tion novalgin repeated. Few hours later, 
the patient developed rashes all over 
body and was referred. 

On examination, the patient was 
acutely sick and irritable with a tem-
perature of 103°F. The pulse rate was 
140/min, respiratory rate 40/min and 
blood pressure 120/70 mm Hg. The skin 
showed multiple large areas of 
erythema, few of them with large bullae 
and tendency to confluence. Multiple 
large denuded erythematous areas were 
also seen over the face, neck, trunk and 
extremities. No lesions were noticed on 
palms and soles. The Niklosky's sign 
was positive only over the areas of 
erythema. Multiple ulcers with sur-
rounding areas of erythema were 
present in mouth; oropharynx and nos-
trils. There was marked conjuctival con-
gestion, but cornea and anterior cham-
ber was normal. A diagnosis of toxic epi-
dermal necrolysis was made. The patient 
was treated symptomatically with intra-
venous fluid and antibiotics with care of 
skin, eye and oropharynx. 

Laboratory investigations revealed a 
Hb of 12.4 g/dl and, total leucocyte 
count of 5600/mm3 (polymorphs 81%). 
Blood, urine and skin swab cultures 
were sterile. Chest X-ray showed right 
upper zone consolidation which cleared 
after antibiotics. At follow up 45 days 
later, the child had no sequelae and her 
vision was normal. 

Case 2: A 5 year old male child was 
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brought with history of fever for 5 days. 
During the next two days, the patient 
developed rashes all over the body and 
ulcers in the mouth. The patient received 
paracetamol, chloroquin, chloromycetin 
and metoclopramide for fever. 

On examination, the child was febrile 
(temperature 102.8°F). The pulse rate was 
130/min, respiratory rate 36/min and 
blood pressure 110/68 mm Hg. The skin 
showed numerous discrete erythema-
tous areas; many of which were sur-
mounted by vesicles and bullae, over the 
face, neck, trunk, and extremities. Few 
vesicles had ruptured leaving behind 
denuded areas. Some target lesions were 
also noticed. Vesicles were small in size 
3 cm x 3 cm. Niklosky's sign was nega-
tive. Multiple ulcers with surrounding 
erythema and pseudomembrane forma-
tion were present in mouth and phar-
ynx. Conjunctiva was congested but cor-
nea, anterior chamber and pupils were 
normal. A diagnosis of Steven Johnson's 
syndrome was made and the patient 
treated symptomatically. During one of 
the episodes of pyrexia, the child was 
given paracetamol following which-the 
skin lesion exacerbated. Paracetamol 
was withdrawn and the child pro-
gressed normally. The child was dis-
charged 30 days later with the advice 
not to take paracetamol. 

Discussion 

Erythema multiforme minor, Steven 
Johnson's syndrome and toxic epidermal 
necrolysis represent a spectrum of the 
same disease of which erythema 
multiforme minor is the mildest one. The 
etiology is not very well known but oc-
curs as an adverse reaction to medica-
tion. Infection specially Herpes simplex, 
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all kind of vaccines, transplantation and 
certain malignancies like leukemia and 
lymphoma can also lead to erythema 
multiforme. Nearly 60-80% of Steven 
Johnson's syndrome and 80-90% of the 
toxic epidermal necrolysis reported are 
due to drugs(10,11). 

Steven Johnson's syndrome is char-
acterized by the blistering of atleast two 
mucosal surfaces alongwith the cutane-
ous lesion. The cutaneous lesion begins 
as maculopapular rash with rapid and 
marked blistering. The rash is wide-
spread over face, neck, trunk and ex-
tremities but remains discrete. Scalp is 
not affected. Constitutional symptoms 
like fever, myalgia and prostration are 
quite common. The oral cavity is in-
volved in all the cases. Multiple large 
erosion often covered with grey 
pseudomembrane are found in oral cav-
ity and on lips which may be covered 
with hemorrhagic crust. Eye involve-
ment is in the form of catarrhal or puru-
lent conjuctivitis*In severe forms, uveitis 
and corneal ulcers may occur. Other mu-
cous membrane involvement menifests 
as rhinitis, vulvovaginitis balanitis, 
efc.(8-10). 

In toxic epidermal necrolysis, the le-
sion start as large erythematous patch. 
The skin underneath is tender. The le-
sion blisters rapidly and individual bul-
lae enlarges, forming palm sized or 
larger lesions. As the blister roof rup-
tures, large flap of skin peels away leav-
ing weeping denuded area, giving an 
appearance of second degree burn. Mu-
cous membrane involvement is like 
Steven Johnson's syndrome but less se-
vere(9,10). Management is symptomatic 
with IV fluid and other supportive 
therapy. The patient should be isolated 
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and systemic antibiotics are indicated on 
earliest suspkion of infection. The skin 
should be covered with antibiotic oint-
ment and mouth wash given for oral 
cavity. Artificial tear for eyes are recom-
mended along with antibiotic drops and 
ointments. The use of steroids is contro-
versial. It can be used in toxic patients, 
presenting within 48 hours of appear-
ance of rash. They are contrainidcated in 
nontoxic patients and where skin denu-
dation is >20%(12). Common complica-
tions include pneumonia, keratitis, cor-
neal perforation and esophagitis leading 
to stricture. Rarely myocarditis, hepatitis 
and renal involvement may occur. Mor-
tality due to Steven Johnson's syndrome 
and toxic epidermal necrolysis is 5-10 
and 20-70%, respectively. Permanent 
sequelae are rare if managed prop-
erly(13,14). 
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