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12 

To the Editor,14 

Q2 The management of Stevens–Johnson syndrome (SJS) and toxic 15 

epidermal necrolysis (TEN) is a real therapeutic challenge. While with­16 

drawal of the offending drug is the mainstay of therapy, there is still 17 

much controversy surrounding systemic treatment and wound care. This 18 

is a case report of severe toxic epidermal necrolysis requiring multi­19 

modal management, including admission to a burn unit and treatment 20 

with human amniotic membrane (HAM) grafting, resulting in complete 21 

remission.22 

A 27-year-old woman with no relevant past medical history was 23 

referred from her primary care center for skin lesion assessment. She 24 

reported that the eruption began 7 days earlier as red-purple macules 25 

and plaques, predominantly acral, which were initially treated as mild 26 

erythema multiforme with topical corticosteroids. However, the patient 27 

presented with progression of the lesions. On examination (Fig. 1), 28 

there was epidermal sloughing involving approximately 85% of the 29 

body surface area, with sparing of the face and portions of the neck 30 

and genital region. Suspecting TEN, she reported taking cefuroxime for 31 

cystitis 8 days prior to symptom onset. She was admitted to the burn 32 

unit, where she was started on fluid therapy, closely monitored organ­33 

ically and treated with antiseptic dressings. The SCORTEN scale was 34 

calculated with an admission score of 3 (heart rate ≥ 120/min, body 35 

surface area involved ≥ 10%, plasma urea ≥ 60 mg/dL) and the visual 36 

analog scale (VAS) score on admission was 10/10. Treatment with pred­37 

nisone at a dose of 1 mg/kg/day was also started, a skin biopsy was 38 

performed which confirmed the diagnosis of TEN. Viral involvement was 39 

ruled out by polymerase chain reaction (PCR) for respiratory viruses in 40 

the nasopharynx. The patient showed an overall favorable course after 41 

admission; however, some areas of skin with persistent sloughing refrac­42 

tory to antiseptic dressings remained (approximately 6% of the total 43 

body surface area). In these areas, HAM grafting was applied (Fig. 2), 44 

resulting in a very satisfactory response and complete epithelialization. 45 

The HAM was maintained for 7 days. The patient was discharged from 46 

hospital 15 days after symptom onset, with a VAS score of 1/10 at dis­47 

charge. At the patient’s follow-up 10 days after discharge (Fig. 3), no 48 
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Fig. 1. Skin lesions at the time of consultation. Epidermal detachment with 
generalized involvement: trunk (panel A), both upper limbs (panels B and C), 
lower limbs (panels D and E). The involvement spared the distal region of the 
hands (panel F), face and partial neck, and genitalia.
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Fig. 2. Processing and application of the human AM grafting. Panels A through 
F sequentially illustrate the processing steps leading to preparation of the sam­
ple (panels G and H). Panel I shows placement of the amniotic membrane in a 
separate patient with a burn-related defect.

Fig. 3. Skin lesions 10 days after discharge. Resolution of the lesions can be 
appreciated, with generalized post-inflammatory hyperpigmentation and small 
erosions. The acrofacial region (panels D and G) was intact.

primary skin lesions were noted, except for post-inflammatory hyperpig­49 

mentation and small scarring areas in the gluteal region. In a subsequent 50 

telephone consultation 3 months after discharge, the patient reported 51 

being completely asymptomatic.52 

SJS and TEN are 2 rare and life-threatening conditions caused almost 53 

exclusively by adverse drug reactions. To date, there are only 5 articles 54 

in the literature with evidence-based guidelines for the management of 55 

SJS and TEN. In fact, the use of systemic immunosuppressants remains 56 

controversial.

Classically, the management of skin wounds in patients with TEN 57

has involved periodic dressings with antiseptic dressings (e.g. Mepilex 58

Agr) or biosynthetic skin substitutes (e.g., Biobraner).1 59

The HAM is a thin, semi-transparent membrane composed of 3 dis­ 60

tinct layers: an inner epithelial layer, a thick intermediate basement 61

membrane and an outer stromal layer. 62

The use of HAM for therapeutic purposes began in 1913 when Stern 63

and Sabella described its use in burn patients. Since then, various groups 64

have used it to treat corneal involvement in TEN2,3 and, more recently, 65

it is beginning to be used routinely as a temporary biologic dressing in 66

patients with burns or other severe skin involvement (as in the case of 67

SJS and TEN), as it has been shown to provide growth factors, collagen 68

and angiogenic factors that promote re-epithelialization, reduce pain 69

with excellent tolerability and minimal immunogenicity.4 70

The HAM is obtained through altruistic donations from obstetric 71

patients in previous deliveries, according to the standards of the Spanish 72

Association of Tissue Banks. It is not commercially available. Mem­ 73

branes were obtained only from patients undergoing C-section to avoid 74

contamination through the birth canal, and after extraction the placenta 75

was washed with saline to remove any traces of blood and stored at 76

4 ∘C. Afterwards, they were placed in a combined solution containing 77

50 μg/mL amphotericin, 50 μg/mL penicillin and 50 μg/mL strepto­ 78

mycin for a maximum of 24 h. In the laboratory, under a laminar flow 79

chamber, the amniotic membrane was identified, and dissection was 80

performed to separate the membrane from the rest of the placenta. The 81

stromal part of the membrane was located, placed on the filter paper 82

used as a support and cut out. The fragments were placed in labeled 83

containers ready for application.5 The graft was applied directly to 84

the affected area after prior cleansing with physiologic saline. Subse­ 85

quently, it is compressed with usual dressings. The HAM maintenance 86

time varies, ranging from 5 to 15 days. Various cures can be performed 87

with amniotic membrane, depending on the defect. 88

With this case, we highlight that the HAM graft can be used in 89

patients with SJS or TEN in appropriate situations. 90
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