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Sir,
Drug rash with eosinophilia and systemic symptoms
(DRESS) is a severe form of drug reaction characterized
by fever, skin rash, lymphadenopathy, hematological abnor-
malities, and internal organ involvement 2 to 8 wk after a
drug is first used [1]. A 10-y-old boy with epilepsy was
admitted with high fever, cough, breathing difficulty, gen-
eralized rash and hoarseness of voice. He was on gabapen-
tin, clobazam and phenytoin. He was febrile, tachypneic,
had a generalized erythematous, scaly and itchy maculopap-
ular rash, oral mucosal ulceration, facial and neck swelling,
bilateral periorbital and extremity edema, generalized
lymphadenopathy, non-tender hepatomegaly and chest rales.
Tests showed eosinophilia, mild elevation of liver enzymes
and bilateral paracardiac opacity. He was started on intrave-
nous amoxyclavulanic acid initially and then on vancomy-
cin following growth of Staphylococcus aureus in blood
culture. Fever persisted even after 72 h of vancomycin.
Bone marrow examination for suspected macrophage acti-
vation syndrome (MAS) was normal. Other targeted inves-
tigations for MAS were negative. In view of phenytoin
therapy with the associated findings, he was diagnosed as
DRESS syndrome. Phenytoin was stopped and systemic
corticosteroid @ 2 mg/kg/d was started. There was dramatic

improvement with defervescence of fever within 48 h, im-
provement in general condition and disappearance of rashes.
An adverse drug reaction complicates about 5 % to 15 % of
patients [2]. The incidence of DRESS following anticonvul-
sant therapy varies from 1 in 1,000 to 1 in 100,000 exposures
[3]. The mechanism is either secondary to circulating anti-
bodies or toxic metabolites. There is no gold standard for
diagnosis, and two diagnostic criteria, the RegiSCAR criteria
[4] and the Japanese consensus group criteria [5] have been
proposed. Differential diagnoses include Stevens-Johnson
syndrome (SJS), toxic epidermal necrolysis (TEN) and pus-
tular erythematous drug eruptions in general. These occur
about 1 to 3 wk after start of the offending drug without
eosinophilia and atypical lymphocytosis. Withdrawal of the
offending drug is the primary treatment. Systemic corticoste-
roids help in resolution of the symptoms, although the rash
and hepatitis may persist for several weeks. Early recognition
of DRESS syndrome and withholding and/or changing the
medication is necessary to prevent potentially fatal outcomes.
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