ORAL MANIFESTATIONS OF HERBAL MEDICINE INDUCED STEVEN JOHNSON
SYNDROME IN 3 NIGERIAN PAEDIATRIC PATIENTS: CASE SERIES
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INTRODUCTION
Stevens-Johnson Syndrome (SJS) is a life-threatening
inflammatory mucocutaneous disorder that presents with
homogenous clinical features resulting in severe morbidity and
mortality.1 Oral manifestations of the disease, which is present in
about 90% of cases2, presents as painful erythematous crusts and
erosions with a greyish-white membrane. In children, commonly
implicated causative agents are drugs and infections particularly
from Herpes simplex virus and Mycoplasma pneumoniae. Herbal
medicine induced SJS has been reported in the literature,3-5.
However, there is a paucity of literature on herbal medicine
induced SJS in Nigerian children; despite a rapidly growing
popularity in the use of herbal medicine. We report 3 cases of
Steven-Johnson syndrome with marked oral presentation
following the use of herbal medicine.

CASE DESCRIPTION
CASE 1: 1.5-year-old male patient with a history of fever of 10
days duration, associated with generalized skin exfoliation of 6
days duration and skin rash all over the body. The child had been
exposed to herbal medicine to treat fever. The patient was up-to
date with all immunizations including varicella and measles,
mumps , and rubella (MMR). On examination, the boy appeared
unwell with a temperature above 39.5°C, and skin detachment
across the body (Figure 1). Oral mucosa appeared as reddish
erosions with crusted lesions on the lower and upper lips. Multiple
erythematous regions were also seen affecting buccal mucosa and
tongue. There was mucocutaneous ulceration affecting the left
nostril.
The laboratory test result is as shown: Packed Cell Volume (PCV):
16%, White Blood Count (WBC): 23,700/mm3, Absoloute
Neutrophil count: 10,428, Sodium:133mmol/L, Potassium:
4.3mmol/L, Bicarbonate: 20 mmol/L, Chloride: 95 mmol/L. Renal
function test (Urea: 3.1 mmol/L, Creatinine: 40mg/dL). Urine for
routine and microscopic examination showed; presence of
albumin , RVD: non-reactive Chest X-Ray: normal study
CASE 2: A 10-year-old female patient presented with features of
SJS. On careful questioning, her parents admitted to exposing her
to herbal medicine for a week to treat an ailment before she visited
our facility. Examination of patient revealed a generalized
involvement of body including face, trunk, upper limb, lower limb
in form of multiple well to ill-defined discrete to confluent
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erythematous purpuric macules. Oral lesions consisted of swelling and
redness with blister formation on the upper and lower lips (fig 2).
Hemorrhagic crusts and erosions were also seen on the lips and labial
mucosa. Tongue appeared depapillated with associated pain on swallowing.

Fig. 1a: Showing
crusted lips and
ulcerated left nostril

Fig. 1b: Showing
generalized body/skin
rash

Laboratory test results revealed: PCV:32%, WBC: 12,700/mm3,
Lymphocytes: 36%, Neutrophils:56%, Na+: 119.5mmol/L. K+:
3.5mmol/L, Bicarbonate: 21 mmol/L, Chloride: 91.6 mmol/L. Renal
function test (Urea: 2.9 mmol/L, Creatinine: 0.4mg/dL). Liver function test
(total protein: 67.7g/L and Albumin 33.9g/L), RVD: non reactive, Chest
X-Ray: normal study.

CASE 3: A 9-year-old male patient presented with features of Steven Johnson
syndrome was referred from a private hospital to our facility. The patient was also
previously exposed to herbal medicine before presentation at the emergency unit. It
started as a rash which was not itchy and had a burning sensation in the oral cavity
that extended into the throat. Oral examination revealed well to ill-defined, discrete,
erythematous macules on the upper and lower lips, bullae and crustings were also
noted. Tongue appeared depapillated and there was sloughing of the buccal mucosa.
Atypical target lesion present at few places on the skin.

Fig. 2:
swelling
and
redness
with blister
formation
on the lips

Laboratory test results are as shown below: PCV:32%, WBC: 12,700/mm3, Lymphocytes: 36%, Neutrophils:56%, Na+: 119.5mmol/L.
K+: 3.5mmol/L, Bicarbonate: 21 mmol/L, Chloride: 91.6 mmol/L. Renal function test (Urea: 2.9 mmol/L, Creatinine: 0.4mg/dL). Liver
function test (total protein: 67.7g/L and Albumin 33.9g/L), RVD: non reactive, Chest X-Ray: normal study
INTERVENTION
All the 3 patients with SJS received aggressive supportive care, including intensive nursing, intravenous hydration, meticulous wound
management, and appropriate specialty consultations, following withdrawal of the herbal medicine. Mouth care management included
daily oral toileting with warm saline mouthwashes. A topical Anaesthetic gel containing xylocaine was applied every 2–4 h, particularly
before eating. A potent topical corticosteroid gel; triamcinolone acetonide dental paste was applied topically to affected areas four times
daily. Patient 2 and 3 were placed on dexamethasone-mouthwash (0.5 mg/mL; swish for 30secs and spit, four times daily for 10days)..
CLINICAL IMPLICATIONS
Stevens Johnson syndrome in children does not differ significantly in its aetiology, clinical features and management strategies from adult
SJS6. Stomatitis and mucositis lead to impaired oral intake of food and drinks hence malnutrition, dehydration and long-term complication
may lead to synechiae and oesophageal stenosis. The understanding of herbal mixtures involvement in the aetiology of SJS has been
limited so far. Herbal medications carry uncertain mixture of ingredients originating from plants and animals, which makes it difficult to
implicate the particular ingredient involved in the disease3. There have been previous reports on herbal medicine induced SJS. The authors
noted recovery of the patients following the withdrawal of the herbal mixture3,5. All 3 patients presented in our report showed significant
improvements following the withdrawal of the herbal medicine. The major aim of early intervention in SJS is to prevent further
complication. Treatment involves the withdrawal of the culprit drug and supportive wound care involving fluids, nutrition, pain control and
prevention, and treatment of infection7.

CONCLUSIONS
Our findings suggest that clinicians should be aware of the
adverse effects of herbal medicine for effective pharmacovigilance
among patients exposed to these therapies. Because of its growing
popularity, establishing a causal link between SJS and Herbal
medicines is crucial. For these reasons, information about efficacy
and safety of Herbal medicines is urgently required.
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