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Introduction: Mycoplasma pneumoniae is a worldwide occurring common bacterial agent for community-
acquired pneumonia especially in children and young people with high contagiousness. Extrapulmonary com-
plications such as cardiopulmonary, gastrointestinal, neurological and mucocutaneous manifestations including
Mycoplasma pneumoniae-induced rash and mucositis (MIRM) may occur especially in adults. MIRM is an
important differential diagnosis of Stevens Johnson Syndrome (SJS). Both clinically present similar as muco-
cutaneous erosive eruptions but have different etiologies.

Case presentation: We present an atypical case of a 36-year-old female with overlapping clinical features of MIRM
and SJS. The patient presented to our allergy-outpatient clinic after recovering from mucocutaneous erosive
eruptions and receiving an allergy-passport upon discharge for all drugs administered during the course of
treatment including a subsequent ban of all beta-lactam antibiotics and NSAIDs for the future resulting in a
desperate patient and treating physicians. A positive result of Mycoplasma pneumoniae in the sputum culture upon
discharge was unnoticed. An allergological work-up with skin testing and drug provocation testing with the
culprit drugs and safe alternatives was performed which resulted negative. Therefore, a new allergy passport was
issued with drug alternatives that the patient may use in the future. A diagnosis of MIRM was subsequently made.
Discussion: The present case report depicts the diagnostic algorithm in an atypical case with overlapping clinical
features of a MIRM and SJS.

Conclusion: Patients with atypical mucocutaneous eruptions of possible allergological etiology should receive a
careful allergological work-up in an experienced tertiary referral center to reduce the number of inadequate
allergy passport distribution.

Introduction diagnosis.

Mycoplasma pneumoniae, affecting only human beings, is a common
bacterial pathogen for pulmonary infections with possible extrapulmo-
nary complications and long-lasting sequelae especially in adults [1].
Extrapulmonary complications include cardiopulmonary, gastrointes-
tinal, neurological and mucocutaneous manifestations and have been
associated with macrolide resistance [2]. Mucocutaneous manifesta-
tions such as Stevens-Johnson Syndrome (SJS) and Mycoplasma
pneumoniae-induced rash and mucositis (MIRM) both clinically present
similar, however, MIRM usually affects young adults and shows pre-
dominantly mucosal involvement with sparse cutaneous involvement
[3]. Here, we present an atypical case of extensive MIRM in a
middle-aged female with suspected drug-induced SJS as a differential

Case report

In September 2010 a 36-year-old woman presented to our allergy
outpatient clinic after suffering from a suspected drug-induced SJS nine
months ago. The patient was hospitalized due to suspected community-
acquired pneumonia with conjunctivitis, pyrexia (39 °C), cough and
other flu-like symptoms. A chest x-ray revealed inhomogeneous, small-
spotted, partially confluent shadowing of the right lung lower lobe. The
initial treatment prescribed by her general practitioner consisted of oral
amoxicillin (AMX) with clavulanic acid, paracetamol and acetylcys-
teine. Due to a lack of improvement, the patient was subsequently
admitted to the hospital where antibiotic treatment was changed to
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AMX + clavulanic acid
Paracetamol
Cefuroxime
Clarithromycin
Metamizole
Diclofenac

Ampicillin/Sulbactam

Fig. 1. Timeline of possible culprit drugs administered. Hospitalization with pneumonia and initial conjunctivitis. *‘Worsening of the general condition. ‘Transfer to

the Department of Dermatology.

Fig. 2. A-D: Worsening of the initial condition on day 9 with concomitant a) eye involvement, b) stomatitis, c) lesions on the back and d) cockade-like lesions on

the palms.

intravenous cefuroxime and oral clarithromycin. In addition, meta-
mizole, diclofenac and paracetamol were administered as needed. On
day 9, the patient’s overall condition deteriorated and consequently,
antibiotic treatment was changed to Ampicillin/Sulbactam. Fig. 1 shows
the administering period of each drug.

The patient developed painful stomatitis, cockade-like lesions on the
palms and back with further exacerbation with a total body surface area
involvement of about 15 % (Fig. 2 A-D).

As the mucocutaneous manifestations and the general condition
further worsened, an on-call dermatology consultant suspected a drug-
induced SJS. All ongoing treatments were immediately stopped and
high-dose intravenous corticosteroids and supportive treatment were
initiated. Subsequent microbiological testing revealed Mycoplasma
pneumoniae (MP) in the sputum culture 10 days later. No serological
testing was performed. The patient was effectively treated with doxy-
cycline in conjunction with topical oral and ocular supportive care. On
day 22 the patient could be discharged with ongoing oral steroid
treatment to be slowly tapered and received an allergy-passport for all
drugs administered, all NSAIDs as well as all beta-lactam antibiotics due
to possible cross-reactivity. As a result of this generous ban of commonly
used antibiotics and analgesics the patient and her treating GP were very
concerned about which medication to use if needed. Therefore, a thor-
ough allergological work-up was initiated at our clinic to identify the
possible culprit drug as well as safe alternatives (Table 1).

Intradermal tests (IDT) were performed with diluted intravenous
preparations on the left inner forearm with readings at day 1. Patch tests

(PT) were performed on the dorsal part of her upper left arm as well as
on previously SJS involved skin only with culprit drugs in terms of local
provocation tests (= in loco) followed by two readings at day 1 and day
2. For PT drug solutions were used “as is” soaked on filter paper placed
in large Finn Chambers® on Scanpor tape (SmartPractice, Phoenix,
Arizona) and were fixed with Fixomull® stretch (BSN medical GmbH;
Hamburg; Germany).

Skin tests resulted negative for all tested substances. Therefore,
cautious drug provocation testing (DPT) under strict supervision in an
inpatient setting with incremental dosages of lornoxicam 2/4/8 mg as
an alternative NSAID and penicillin V 500/1.0 Mio/1.5 Mio IU as a beta-
lactam antibiotic representative was commenced and well tolerated.
Hence, the previous ban of all beta-lactam antibiotics could be lifted and
an alternative NSAID was found.

Discussion

The most common triggers of SJS are drugs such as allopurinol,
sulfonamides, oxicam NSAIDs and anticonvulsants in genetically pre-
disposed patients [4]. Treatment of SJS should always be
patient-oriented and includes the use of glucocorticoids and immuno-
globins, supportive care and immediate discontinuation of possible
culprit drugs [5]. Avoidance of accidental exposure to the culprit drug in
SJS for the future is essential [6]. However, upon discharge, patients
should not be given such a generous allergy-passport banning all drugs
involved without any suggestions for alternatives. Allergological
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Table 1

List of medications tested and used concentrations, drugs were dissolved when
required as recommended by the manufacturer and used “as is” for PT and
diluted with 0.9 % sodium chloride as shown in the Table for IDT. *PPL, MDM,
AMX by Diater, S. A., Madrid, Spain.

Drugs tested Intradermal test Patch test Patch test in
loco
Culprit drugs
PPL* 0.04 mg/ml 0.04 mg/ml
MDM* 0.5 mg/ml 0.5 mg/ml
Penicillin G 1000 IU 200.000 IU
AMX* 20 mg/ml 20 mg/ml
AMX + Clavulanic 0.495/0.05 mg/ 49.5/5 mg/ 49.5/5 mg/ml
acid ml ml
Cefuroxime 1 mg/ml 100 mg/ml 100 mg/ml
Clarithromycin 0.005 mg/ml 50 mg/ml
Paracetamol 0.2 mg/ml 0.2 mg/ml 0.2 mg/ml
Metamizole 0.1 mg/ml 500 mg/ml 500 mg/ml
Diclofenac 0.25 mg/ml 25 mg/ml 25 mg/ml
Alternative drugs
Cefazoline 1 mg/ml 100 mg/ml
Ceftriaxone 1 mg/ml 100 mg/ml
Cefepime 2 mg/ml 200 mg/ml
Lornoxicam 0.4 mg/ml 4 mg/ml

Abbreviations used: SJS = Steven-Johnson Syndrome, GP = general practi-
tioner, AMX = amoxicillin, D=day, DTH=drug hypersensitivity,
IDT = intradermal test, PT = patch test, PPL = Benzylpenicilloyl polylysine,
MDM = Minor Determinant Mixture, MP = Mycoplasma pneumoniae,
MIRM = Mycoplasma-induced rash and mucositis, NSAID = non-steroidal anti-
inflammatory drug, DPT = drug provocation testing.

work-up for drug-hypersensitivity to narrow down possible triggers of
SJS, can be performed securely, even if PT sensitivity is less than 30 %
highly depending on the drug class [7-9]. The role of IDT with late
readings in SJS is still unclear, however may be considered in some
patients after a careful risk-benefit analysis [10]. Given the extensive
ban of commonly used analgesics and beta-lactam with negative IDT and
PT results after re-evaluation in mutual agreement with our patient,
cautious DPT was carried out as an inpatient setting with lornoxicam as
an alternative orally and intravenously applicable analgesic as well as
penicillin V as the primary beta-lactam antibiotic that resulted negative.
As the patient denied further DPT we could not demonstrate the toler-
ability of AMX and directly rule it out as a causative drug. However, the
fact that the patient was treated with Ampicillin from day 9 on without
further deterioration of her skin condition and the well-known high
cross-reactivity potential between AMX and Ampicillin make AMX also
unlikely to be the reason for a putative SJS. Therefore, we first suggested
Mycoplasma pneumoniae as another most common reason for SJS.

As this case happened in 2010 and the entity of Mycoplasma
pneumoniae-induced rash and mucositis was first distinguished from
SJS in 2015 [3]. The treating dermatologist suspected in the patient a
drug-induced SJS. MIRM and SJS may clinically present similar, how-
ever MIRM shows more sparse cutaneous involvement and usually af-
fects younger (mean age of 12 + 9 years), predominantly (up to 66 %)
male patients [3]. Although, our patient was female and middle-aged at
disease manifestation we, in retrospect, revised her diagnosis to MIRM
as most drugs were ruled out as culprits for SJS.

In conclusion, i) the present case underlines the difficulties of the
clinical differentiation between SJS and MIRM, ii) and highlights the
importance of allergological work-up even in putative SJS with multiple
culprit drug involvement not only for the differentiation between those
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two diagnoses but also for the treatment of the patient at least with
lornoxicam as a pain reliever and beta-lactam antibiotics without
concern in the future if needed, iii) in addition, when diagnosing
pneumonia, sputum PCR, wherever available, should be performed as
the first diagnostic method to promptly identify the causative agent for a
fast and correct diagnosis.
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