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LETTERS TO EDITOR

DRESS Syndrome with 
Peripheral Neuropathy 
Due to Reactivation of 
Cytomegalovirus in a Child

Sir,
A 30-month-old toddler with developmental delay due 
to congenital cytomegalovirus (CMV) infection who 
was on phenytoin, phenobarbitone, and carbamazepine 
for epilepsy, was admitted with fever, generalized 
maculopapular rash, respiratory distress of  10 days with 
lymphadenopathy, hepatosplenomegaly, and an episode 
of  generalized seizure (initial investigations) [Table 1]. 
His anticonvulsants were changed to levitracetam for 
suspected drug hypersensitivity, confi rmed by skin biopsy 
[Figure 1]. His fever and rashes disappeared following 
intravenous immunoglobulin and oral steroid therapy. One 
week later, rash, fever, and respiratory distress reappeared 
with icterus and new onset opacities on chest radiograph. 
Based on repeat investigations [Table 1], reactivation of  
CMV with drug hypersensitivity syndrome was diagnosed. 
During the illness course he developed features of  
peripheral neuropathy which improved with risperidone 
and amitriptyline. Fever, lymphadenopathy, skin rash, 
eosinophilia, hepatic and pulmonary involvement, negative 
antinuclear antibody (ANA),  negative hepatitis serology, 
and sterile blood cultures indicates a diagnosis of  DRESS 
(Drug Reaction (or Rash) with Eosinophilia and Systemic 
Symptoms) syndrome based on scoring proposed by 
Kardaun et al.[1]
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Figure 1: Skin biopsy showing parakeratitis with few dyskeratotic 
keratinocytes, spongiosis with prominent basal layer vacuolization, 
increased pigmentation reaching upto epidermis as well as 
incontinence into dermis, and extravasation of red blood cells. 
Dermis showed dense perivascular infi ltrate compromising of 
lymphocytes consistent with drug hypersensitivity syndrome

Table 1: Investigations
Initial investigations

Haemoglobin 8.2 g/dl

Total Leukocyte Count 14,000/mm3 (lymphocyte 
predominant-64%)

Platelet count 330,000/mm3

Erythrocyte Sedimentation Rate 10 mm/h

Serum bilirubin 0.6 mg/dl

Aspartate Transaminase 374 IU

Alanine Transaminase 140 IU

Serum Alkaline Phosphatase 512 IU

Chest radiograph Suggestive of pneumonitis

Echocardiogram Normal

Repeat investigations

Total Leukocyte Count 9,900/mm3 (eosinophils 8%)

Platelet count 630,000/mm3

Prothrombin Time (International 
Normalized Ratio)

1.9 (corrected with vitamin K)

Blood, Cerebrospinal fl uid and urine culture Sterile

Widal Titers not suggestive of enteric fever

Leptospira serology Negative

Dengue serology Negative

Paul–Bunnel test Not suggestive of Infectious 
mononucleosis

Weil–Felix test Titers not suggestive of scrub typhus

Hepatitis A, B, and C serology Negative

Anti Nuclear Antibody Negative

Real time polymerase chain reaction 
for CMV

Positive

Nerve conduction study Reduced sensory nerve action 
potential in bilateral median and 
peroneal nerve

Nerve biopsy Normal
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Resident Medical Officer’s 
Knowledge of Sepsis: 
A Qualitative Study

Sir,
Sepsis is frequent and is responsible for high mortality.[1] 
Mortality in the hospital ranges 20.7-55.2% for severe 
sepsis and 40.9-60.5% for septic shock.[2,3] To overcome 
this problem, the Surviving Sepsis Campaign guidelines 
were developed and published in 2004 and then updated 
in 2008 and 2012.[4] Observation of  clinical signs such as 
consciousness, heart rate, blood pressure, respiratory rate, 
body temperature, and urine output is essential to make an 
early intervention in the care of  sepsis patients. However, 
early detection of  clinical signs of  the critically ill patient 
by hospital staff  was frequently delayed.[5] This qualitative 
study was performed in a general hospital in Karawaci 
District, Banten Province, Indonesia in September 2014. 
Its aim was to investigate the knowledge of  25 resident 
medical offi cers (RMOs), as a component of  hospital staff, 
of  sepsis based on the 2012 Surviving Sepsis Campaign 
guidelines. RMOs are physicians attending patients in the 
emergency unit, the wards, and the intensive care unit 
(ICU). Characteristics of  RMOs who participated in the 
survey are shown in Table 1.

The findings showed that the knowledge of  the 
RMOs in recognizing the signs of  sepsis was still 
insufficient, but that the knowledge of  the RMOs in 
managing sepsis was sufficient, although still in need 
of  improvement [Table 2]. This contrasts with the 
fact that 88.0% RMOs studied sepsis when they were 
in medical school. 

Inadequacy in treatment is due to insuffi ciently trained or 
busy or inexperienced staffs.[5] As the knowledge of  the 

RMOs about the defi nition, clinical signs, and spectrum of  
sepsis is insuffi cient, it is predictable that many sepsis patients 
would have been underdiagnosed. The RMOs may be able 
to detect the abnormal clinical signs, but the importance 
of  those signs is not understood, and thus appropriate and 
effective treatment cannot be initiated. Even though the 
RMOs have fairly good basic knowledge of  managing sepsis, 
it will not be of  any use if  they cannot diagnose it. 
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Table 1: Characteristics of RMOs who participated 
in the survey
Attribute Value

Age Mean 26.2 years (SD 1.93 years)

Sex 64% female (n=16)
36% male (n=9)

Practical experience Range 1-9 years
Median 3 years

Table 2: RMOs’ knowledge of sepsis
Knowledge Right answer (n; %)

Defi nition

Systemic infection 12 (48)

Systemic infl ammation response 
syndrome (SIRS)

10 (40)

Systemic infl ammation response 
syndrome (SIRS) +infection

3 (12)

Clinical signs

Body temperature >38°C or <36°C 4 (16)

Heart rate >90 bpm 3 (12)

Respiratory rate >20 times per 
minute

2 (8)

Leucocyte >12,000/μl or <4,000/μl 3 (12)

Spectrum 7 (28)

Basic management

Lactate level in 3 h 1 (4)

Blood culture prior to antibiotic 
in 3 h

10 (40)

Broad-spectrum antibiotics 
in 3 h

24 (96)

Fluid resuscitation in 3 h 22 (88)

Vasopressor in 6 h 8 (32)

Central venous catheter in 6 h 0 (0)

Lactate level in 6 h 0 (0)
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