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Abstract
Stevens-Johnson syndrome (SJS) and toxic epidermal necrolysis (TEN) are rare conditions
triggered due to a medication that involves the necrosis and desquamation of the skin and
mucous membranes. Only one out of 1,000,000 people are affected by the condition. The exact
pathophysiology of the disease is still unknown. However, many complications of the disease
can occur; pancytopenia and pleural effusion are an even rarer find. Here we present a case of a
17-year-old male who presented with fever and rash for 15 days associated with bleeding per
rectum, hemoptysis, and conjunctival hemorrhages. Laboratory investigations showed severe
pancytopenia, deranged liver function tests (LFTs), and hypocellular bone marrow. The patient
started showing improvement after 10 days post-admission with supportive care and multiple
transfusions.
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Introduction
Stevens-Johnson syndrome (SJS) and toxic epidermal necrolysis (TEN) can be categorized as
severe delayed hypersensitivity drug reactions identified by widespread epidermal and
mucocutaneous detachment [1-2]. The disease spectrum contains SJS on one end with less than
10% body surface area being covered by desquamated skin whereas TEN sits on the other
extreme with more than 30% of the body surface area being involved. The window in between is
a gray area known as a mix of the two [3]. The most common culprits associated with SJS/TEN
include allopurinol, anticonvulsants (carbamazepine and lamotrigine), and sulfonamide
antibiotics [1]. The incidence of SJS is said to be one to six per million people per year while
that of TEN it is only 0.4-1.2 [4-5]. The average mortality rate for TEN is 25%-35% while for SJS
it is 1%-5% [3]. Among the many complications that can occur due to these disorders,
hematological abnormalities such as thrombocytopenia leading to a deranged coagulation
profile are very uncommon [6]. The prevalence of pancytopenia as a unit only in SJS/TEN has a
handful of reported cases [5]. We report a case of a 17-year-old male with SJS and severe
pancytopenia. The most unique finding was thrombocytopenia, which leads to most of the
complications in our patient.
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Case Presentation
A 20-year-old male presented with a rash for 15 days followed by hemoptysis, bleeding per
rectum, and conjunctival hemorrhages for seven days, and jaundice for four days, after he took
a medication (sulfamethoxazole-trimethoprim salt) for fever from his primary care physician.
The rash erupted on his trunk about half an hour after taking the medication. The rash was
intensely pruritic and progressed to involve the whole body with no bulla formation,
photosensitivity, burning micturition, or joint pains. The patient also had two episodes of
hemoptysis after he experienced severe bouts of cough on lying straight. The patient also
reported three episodes of bleeding per rectum which was fresh, red in color, without clots, not
associated with defecation or straining. There was intense reddish discoloration of his eyes
with no associated itching, watering, or pain. On further inquiry, the patient also reported
yellowish discoloration of his skin and eyes. The fever was low grade, continuous in nature,
undocumented, not associated with rigors/chills, retro-orbital pain, productive cough, or
abdominal pain.

On physical examination, there was visible pallor, jaundice, tachycardia (112 beats/minute),
tachypnoea (24 breaths/minute), blood pressure (BP) of 110/70 mmHg, and temperature of 99
degrees Fahrenheit. Dermatological examination showed an erythematous rash involving the
whole body with some areas of post-inflammatory hyperpigmentation markedly over the face
and upper trunk. The upper limbs were covered with a purpuric rash, round to oval in shape
(Figure 1A). The oral cavity and lips showed mild erosions with healing ulcerations (Figure 1B)
and the eyes exhibited conjunctival congestion.

FIGURE 1: A) Widespread round to oval, purpuric rash
covering the upper limb. B) Mild erosions with healing
ulcerations covering the lips and the oral cavity.

The genitalia, nails, and scalp were unremarkable. On chest examination, no visible deformities
were present, breathe sounds were decreased on the left side while the right side of the chest
had normal vesicular breathing.

On laboratory investigations, hemoglobin was 4.2 g/dL, platelet count was 21,000/uL, and
white blood cell (WBC) count was 600/uL (neutrophils 18%, lymphocytes 82%). Peripheral
smear showed severe hypochromic, normocytic anemia with severe leukopenia, and
thrombocytopenia. Reticulocyte count was normal. Bone marrow biopsy revealed
hypocellularity. Erythrocyte sedimentation rate (ESR) was 162 mm/h. On coagulation profile,
prothrombin time (PT) was 17 s whereas activated partial thromboplastin time (APTT) was 43 s.
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Liver function tests (LFTs) showed total bilirubin of 7.8 (direct bilirubin 4.8, indirect bilirubin
3.1), alanine aminotransferase (ALT) of 176, and aspartate transaminase (AST) of 142. Renal
function tests were normal. Urine was positive for urobilinogen, bilirubin, and albumin. Chest
radiograph showed a complete whitewash of the left lung with mild tracheal deviation to the
right and prominent lung markings (Figure 2).

FIGURE 2: Chest radiograph showing left-sided pleural
effusion with mild tracheal deviation to the right and prominent
lung markings.

A diagnostic and therapeutic pleural tap was performed which was reddish in color and turbid
in appearance. The chemical and cytological analysis of the pleural fluid showed proteins (5.3
g/dL), WBC count (3800/mm) (neutrophils 60%, lymphocytes 40%), RBC count showing
numerous cells, no microorganisms or malignant cells were seen, and acid-fast bacilli (AFB)
stain was negative. Abdominal ultrasonography was unremarkable.

2019 Malik et al. Cureus 11(5): e4702. DOI 10.7759/cureus.4702 3 of 7

https://assets.cureus.com/uploads/figure/file/66995/lightbox_7520e6e0710011e99d94c79729543144-Figure-2.png


The patient received supportive care including appropriate wound care, eye, and oral care and
pain relief. Six pints of red blood cells were transfused along with two pints of fresh frozen
plasma. The patient also received injection erythropoietin and injection transaminase. He
started to show improvement at the 10th post-admission day supported by laboratory
parameters. He was discharged on the 15th post-admission day with weekly follow-ups.

Discussion
Stevens-Johnson syndrome (SJS) and TEN are a part of the spectrum of serious dermatological
manifestations of drugs and can become life-threatening conditions in most instances [7].
These two conditions are differentiated based on the percentage of the body surface area
affected, with SJS affecting less than 10% [2]. SJS was initially categorized by Stevens and
Johnson in 1922 in two children as “extraordinary, generalized eruption with continued fever,
inflamed buccal mucosa and severe purulent conjunctivitis” [8]. Common etiologies include: A)
Drugs: allopurinol (used for gouty arthritis); antiepileptic drugs (carbamazepine and
lamotrigine); antibiotics (mostly sulfa containing); non-steroidal anti-inflammatory agents
(NSAIDs) in some instances [2, 9]; B) The infectious etiology of these reactions is very minor
compared to the drug aspect but most commonly associated are multiple viruses from the
Herpes family and Mycoplasma pneumoniae (especially in children) [2, 8].

The initial symptoms start with fever, burning of eyes, and difficulty swallowing followed by
erythematous, dusky-red or purpuric macules varying in shape and size, starting at the trunk
and moving outwards. The palms and soles are also involved. All mucous membranes have a
tendency of being involved, with buccal, ocular, and genital mucosas more commonly while
respiratory and gastrointestinal mucosas in rare instances. The most common early
complications include superficial skin infections, sepsis, and pneumonia while long-term
sequelae are categorized into skin (pruritis, hypertrophic scars), ocular (dry watery eyes,
decreased visual acuity) and organ-specific (vaginal/labial adhesions, bronchiolitis obliterans)
(Table 1) [2, 7, 10].

Early complications Late complications [2, 7, 10]

Secondary skin infections Immunological (idiopathic thrombocytopenic purpura)

Oral and gastrointestinal tract ulcerations Vaginal and labial adhesions

Septicemia Gastrointestinal adhesions

Hepatitis Bronchiolitis obliterans

Pneumonia acute respiratory failure
Cutaneous (dyschromic macules, hypertrophic scars, hair loss, nail
dystrophy)

Hematological (anemia, leukopenia,
leukocytosis with neutrophilia,
thrombocytopenia)

Ocular (decreased visual acuity, corneal scarring, photophobia with watery
eyes, keratoconjunctivitis sicca, keratitis, entropion, adhesion, complete
blindness)

TABLE 1: Complications associated with Stevens-Johnson syndrome and toxic
epidermal necrolysis (SJS/TEN).

Recent studies suggest that cytotoxic granules produced by cytotoxic T-cells mediate skin
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damage in SJS and TEN. However, the exact pathogenic mechanism of skin damage in SJS/TEN
is not fully understood. The most severe skin damage from acute graft-versus-host disease
(GVHD) after hematopoietic stem cell transplantation (HSCT) is clinically and histologically
similar to TEN. Therefore, it can be concluded that animal models of acute GVHD can reveal
details about T-cell-induced severe cutaneous adverse reactions such as SJS/TEN. Azukizawa in
his review discussed the pathogenesis of SJS/TEN in reference to animal models of
keratinocyte-specific skin diseases that are similar to acute GVHD. These models demonstrated
that the essential effector cells involved in the pathogenesis of both SJS and TEN are
CD8+ cytotoxic T-cells, and for the pathogenesis of TEN, the loss of suppression by thymus-
derived, regulatory T-cells is crucial [11-12].

The characteristic that separates SJS and TEN from other cutaneous drug eruptions is the
detachment of the epidermis from the underlying dermis which also forms the basis of
diagnosis as the diagnosis is mainly based on clinical and symptomatic grounds. The Nikolsky
sign is a usually used parameter for clinical diagnosis of SJS/TEN and is described as the
separation of the superficial skin when side-ways pressure is applied to an area of
erythematous nonblistering skin [2-3]. Laboratory parameters that can be deranged in SJS/TEN
include lymphopenia, anemia, elevated erythrocyte sedimentation rate (ESR) and LFTs, and in
rare instances, thrombocytopenia but the definitive diagnosis can only be made on skin
biopsy [2, 8]. Necrotic keratinocytes, epidermal-dermal junction changes, dermal infiltrate, and
edema in the papillary dermis with or without eosinophils are the most common findings on a
biopsy [13]. However, due to its invasive nature and a long, tedious procedure, it is not
commonly used as a diagnostic tool [2].

No set criterion of drug monotherapy or drug combination has yet been proven to be efficacious
in treating these spectra of diseases [14]. The management strategy still largely employed is a
multidisciplinary approach starting from prompt drug withdrawal to supportive treatment, e.g.
aggressive wound care, infection control, ocular and gastrointestinal tract care, high protein
diet, and whole blood or separate component transfusions [1, 15]. Corticosteroids, though a
common practice in some countries, has not yet been established as a definitive treatment for
SJS worldwide [2]. In a 10-year retrospective cohort study by Chan and Cook et al., 42 patients
were included. Out of these 42 patients, 26 (62%) patients had TEN, six (14%) patients had
SJS/TEN overlap, and 10 (24%) patients had SJS. Thirteen patients received combination
therapy with intravenous immunoglobulin (IVIG) and systemic corticosteroid; seven patients
received systemic corticosteroid monotherapy, 16 patients received IVIG monotherapy; and six
patients received supportive therapy alone. No deaths were reported in the combined group,
two deaths in the corticosteroid group, five deaths in the IVIG group, and one death was
reported in the supportive therapy group. On comparing active treatment groups, a statistically
significant survival benefit with combination therapy was reported (p = 0.05). There is a need
for randomized prospective cohort studies involving larger patient populations to further
explore the efficacy of combination therapy with IVIG and corticosteroids in SJS/TEN
patients [16].

The prognosis of these drug reactions has improved considerably over the past few years due to
a better understanding of the pathobiology which includes a genetic link to human leukocyte
antigen (HLA) and non-HLA genes, T-cell mediated cytotoxicity against metabolites of the
drug, and T-cell receptor (TCR) restriction [9, 15]. However, the prognostic window still remains
poor due to the lack of prompt diagnosis and intensive supportive and nutritional care needed
thereafter. The poor prognosis can also be attributed to the fact that these reactions are caused
by a set of commonly used drugs [9, 17].

Pancytopenia in patients with SJS/TEN starts with severe lymphopenia which can be due to
direct antigen reaction with the cells or antigens affecting bone marrow functions and is the
most common hematological abnormality seen in these patients [6]. This can render the patient

2019 Malik et al. Cureus 11(5): e4702. DOI 10.7759/cureus.4702 5 of 7



susceptible to many infections, the most commonly encountered of which are superficial
bacterial skin infections, pneumonia, and sepsis [2]. Our patient remained infection free owing
to rigorous wound care and supportive therapy. Thrombocytopenia in SJS is an uncommon
phenomenon and the mechanisms although theorized are poorly understood [6, 18]. In our
case, thrombocytopenia and direct/indirect drug-induced liver insult caused the coagulation
cascade to become askew. This led to a left-sided hemorrhagic pleural effusion, hemoptysis,
and episodes of bleeding per rectum. A direct bone marrow insult plus bleeding from different
sites led to severe anemia in our patient. Although severe pancytopenia is considered an
association of other more lethal immune disorders when occurring with SJS but no such
association was found in our patient based on diagnostic guidelines [19].

Conclusions
Stevens-Johnson syndrome with pancytopenia is a clinical rarity and not much research has
been conducted into the disease thus far. Owing to the nature of the disease, its rapid onset,
progress, positive mortality index and the toll it takes on the health and nutrition of the
patient, it can be safely concluded that association of SJS/TEN combined with leucopenia,
thrombocytopenia, and anemia poses an even greater life risk. Supportive management like
appropriate infection control, fresh frozen plasma and red cell concentrate transfusions,
injection transaminase and erythropoietin are often life-saving in such cases.

Additional Information
Disclosures
Human subjects: Consent was obtained by all participants in this study. Conflicts of interest:
In compliance with the ICMJE uniform disclosure form, all authors declare the following:
Payment/services info: All authors have declared that no financial support was received from
any organization for the submitted work. Financial relationships: All authors have declared
that they have no financial relationships at present or within the previous three years with any
organizations that might have an interest in the submitted work. Other relationships: All
authors have declared that there are no other relationships or activities that could appear to
have influenced the submitted work.

References
1. Miliszewski MA, Kirchhof MG, Sikora S, Papp A, Dutz JP: Stevens-Johnson syndrome and toxic

epidermal necrolysis: an analysis of triggers and implications for improving prevention. Am J
Med. 2016, 129:1221-1225. 10.1016/j.amjmed.2016.03.022

2. Liotti L, Caimmi S, Bottau P, et al.: Clinical features, outcomes and treatment in children with
drug induced Stevens-Johnson syndrome and toxic epidermal necrolysis. Acta Biomed. 2019,
90:52-60. 10.23750/abm.v90i3-S.8165

3. French LE: Toxic epidermal necrolysis and Stevens Johnson syndrome: our current
understanding. Allergol Int. 2006, 55:9-16. 10.2332/allergolint.55.9

4. Yang M-S, Lee JY, Kim J, et al.: Incidence of Stevens-Johnson syndrome and toxic epidermal
necrolysis: a nationwide population-based study using national health insurance database in
Korea. PloS One. 2016, 11:0165933-0165933. 10.1371/journal.pone.0165933

5. Chester H, Jariwala S: A case of Stevens-Johnson syndrome with thrombocytopenia . Ann
Allergy Asthma Immunol. 2016, 117:19. 10.1016/j.anai.2016.09.418

6. Ang CC, Tay YK: Hematological abnormalities and the use of granulocyte‐colony‐stimulating
factor in patients with Stevens-Johnson syndrome and toxic epidermal necrolysis. Int J
Dermatol. 2011, 50:1570-1578.

7. Saka B, Akakpo AS, Teclessou JN, et al.: Ocular and mucocutaneous sequelae among survivors
of Stevens-Johnson syndrome and toxic epidermal necrolysis in Togo. Dermatol Res Pract.
2019, 2019:1-6. 10.1155/2019/4917024

8. Wetter DA, Camilleri MJ: Clinical, etiologic, and histopathologic features of Stevens-Johnson

2019 Malik et al. Cureus 11(5): e4702. DOI 10.7759/cureus.4702 6 of 7

https://dx.doi.org/10.1016/j.amjmed.2016.03.022
https://dx.doi.org/10.1016/j.amjmed.2016.03.022
https://dx.doi.org/10.23750/abm.v90i3-S.8165
https://dx.doi.org/10.23750/abm.v90i3-S.8165
https://dx.doi.org/10.2332/allergolint.55.9
https://dx.doi.org/10.2332/allergolint.55.9
https://dx.doi.org/10.1371/journal.pone.0165933
https://dx.doi.org/10.1371/journal.pone.0165933
https://dx.doi.org/10.1016/j.anai.2016.09.418
https://dx.doi.org/10.1016/j.anai.2016.09.418
https://www.ncbi.nlm.nih.gov/pubmed/22098009
https://dx.doi.org/10.1155/2019/4917024
https://dx.doi.org/10.1155/2019/4917024
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2813820/pdf/mayoclinproc_85_2_005.pdf


syndrome during an 8-year period at Mayo Clinic. Mayo Clin Proc. 2010, 85:131-138.
9. Su S-C, Chung W-H: Update on pathobiology in Stevens-Johnson syndrome and toxic

epidermal necrolysis. Dermatol Sin. 2013, 31:175-180.
10. Seccombe E, Ardern-Jones M, Walker W, et al.: Bronchiolitis Obliterans as long-term sequela

of non-drug related Stevens-Johnson syndrome and toxic epidermal necrolysis in children.
Clin Exp Dermatol. 2019, 33:186-191. 10.1111/ced.13969

11. Azukizawa H: Graft-versus-host disease: a model of Stevens-Johnson syndrome and toxic
epidermal necrolysis. Curr Immunol Rev. 2014, 10:19-23.
10.2174/1573395510666140606220803

12. Malik MN, Rafae A, Durer C, Durer S, Anwer F: Fecal calprotectin as a diagnostic and
prognostic biomarker for gastrointestinal graft versus host disease: a systematic review of
literature. Cureus. 2019, 11:e4143. 10.7759/cureus.4143

13. Chung W-H, Hung S-I, Yang J-Y, et al.: Granulysin is a key mediator for disseminated
keratinocyte death in Stevens-Johnson syndrome and toxic epidermal necrolysis. Nat Med.
2008, 14:1343-1350. 10.1038/nm.1884

14. Paquet P, Pierard GE: New insights in toxic epidermal necrolysis (Lyell’s syndrome) . Drug Saf.
2010, 33:189-212. 10.2165/11532540-000000000-00000

15. Lerch M, Mainetti C, Terziroli Beretta-Piccoli B, Harr T: Current perspectives on Stevens-
Johnson syndrome and toxic epidermal necrolysis. Clin Rev Allergy Immunol. 2018, 54:147-
176. 10.1007/s12016-017-8654-z

16. Chan L, Cook DK: A 10-year retrospective cohort study of the management of toxic epidermal
necrolysis and Stevens-Johnson syndrome in a New South Wales state referral hospital from
2006 to 2016. Int J Dermatol. 2019, 43:158-168. 10.1111/ijd.14426

17. Hazin R, Ibrahimi OA, Hazin MI, Kimyai‐Asadi A: Stevens‐Johnson syndrome: pathogenesis,
diagnosis, and management. Ann Med. 2008, 40:129-138. 10.1080/07853890701753664

18. Aster RH, Curtis BR, McFarland JG, Bougie DW: Drug-induced immune thrombocytopenia:
pathogenesis, diagnosis, and management. J Thromb Haemost. 2009, 7:911-918.
10.1111/j.1538-7836.2009.03360.x

19. Fan ZD, Qian XQ, Yu HG: Pancytopenia as an early indicator for Stevens-Johnson syndrome
complicated with hemophagocytic lymphohistiocytosis: a case report. BMC Pediatr. 2014,
14:38. 10.1186/1471-2431-14-38

2019 Malik et al. Cureus 11(5): e4702. DOI 10.7759/cureus.4702 7 of 7

https://core.ac.uk/download/pdf/82330764.pdf
https://dx.doi.org/10.1111/ced.13969
https://dx.doi.org/10.1111/ced.13969
https://dx.doi.org/10.2174/1573395510666140606220803
https://dx.doi.org/10.2174/1573395510666140606220803
https://dx.doi.org/10.7759/cureus.4143
https://dx.doi.org/10.7759/cureus.4143
https://dx.doi.org/10.1038/nm.1884
https://dx.doi.org/10.1038/nm.1884
https://dx.doi.org/10.2165/11532540-000000000-00000
https://dx.doi.org/10.2165/11532540-000000000-00000
https://dx.doi.org/10.1007/s12016-017-8654-z
https://dx.doi.org/10.1007/s12016-017-8654-z
https://dx.doi.org/10.1111/ijd.14426
https://dx.doi.org/10.1111/ijd.14426
https://dx.doi.org/10.1080/07853890701753664
https://dx.doi.org/10.1080/07853890701753664
https://dx.doi.org/10.1111/j.1538-7836.2009.03360.x
https://dx.doi.org/10.1111/j.1538-7836.2009.03360.x
https://dx.doi.org/10.1186/1471-2431-14-38
https://dx.doi.org/10.1186/1471-2431-14-38

	Pancytopenia in a Patient with Stevens-Johnson Syndrome: A Case Report with Literature Review
	Abstract
	Introduction
	Case Presentation
	FIGURE 1: A) Widespread round to oval, purpuric rash covering the upper limb. B) Mild erosions with healing ulcerations covering the lips and the oral cavity.
	FIGURE 2: Chest radiograph showing left-sided pleural effusion with mild tracheal deviation to the right and prominent lung markings.

	Discussion
	TABLE 1: Complications associated with Stevens-Johnson syndrome and toxic epidermal necrolysis (SJS/TEN).

	Conclusions
	Additional Information
	Disclosures

	References


