
PMH: 
NHL (dx 5y ago) 
currently in 
remission
HTN DM CKD 
stage 3
Hyperlipidemia 

Meds:
Amlodipine
Carvedilol
HCTZ
Losartan
Metformin
Glipizide 
Amoxicilinn 

Fam Hx:None 

Soc Hx:Denies any recent 
travel or sick contacts.
Lives with mother and 
brother. 

Health-Related 
Behaviors:
Denies smoking, alcohol, 
illicit drug use 

Allergies:
none

CC:  skin rash 
HPI: 49yo M w/ PMH of NH lymphoma w/ 
skin rash 3 days prior to admission 

1 w ago, patient had tooth pain with dental 
caries. PCP prescribed amoxicillin 
A day prior to the admission, he went to his 
port flushed . After returning, he noticed rash 
on both of his arms which progressed to his 
lower abdomen and back. Rash is painless 
and non-itching.  A/w fatigue, lethargy, and 
warmth. Reports chills but never measured 
temperature. Also reports sore throat. 

Endorses vaccination with Covid x2. 

Vitals: T: 39.4 HR: 115 BP: 90/48 RR: 18 SpO
2
: 97% on RA 

Exam:
Gen: mild diaphoresis
HEENT: no conjunctivae abnormalities, no pharyngeal edema, dry 
oral mucosa, no mucositis, no lymphadenopathy. 
CV:  RR tachycardic Pulm: unremarkable Abd: unremarkable 
Extremities/Skin: well perfused, warm. +1 b/l LE non pitting 
edema. Warm, non blanching confluent macules that spread from 
the UE to the lower abdomen and lower back. Right subclavian 
cath, clean. No jaundice. 

Notable Labs & Imaging:
Hematology: WBC: 7.2  Hgb: 9.7 (Hematocrit 28) Plt: 134    

Chemistry:Na: 132 K: 4.8 Cl: 96  CO2: 24 BUN: Cr: 3.02 (bl 1.6) 
Glucose: 329  AST: 29 ALT: 27 Alk-P: 118 T. Bili: 2.6 Albumin: 3.2 
LDH 408 Lactate: 3.4 PT: 17.9 INR 1.5 Procal 6.13 
UA: no hematuria, protein, or leukocytes 

Imaging:CXR: nl
CT: extensive adenopathy in chest, abdomen, pelve, splenomegaly, 
mild right hydronephrosis 
CT facial bone: nl
Broad spectrum antibiotics were started. Lactic acid improved from  
2.2 -> 2.9 Eventually, became afebrile. Clinically improved. 
Peripheral smear: anemia with no specific morphologic 
abnormality 
Blood culture and beta strep culture neg
C3,C4,ANA, HIV, Hep B and C , Monospot neg
CMV IgG and IgM  neg, EBV: Anti-VCA IgM neg., Anti-VCA IgG pos.
PCR 570.400 copies 

Final Dx: severe amoxicillin-induced rash in EBV reactivation 

Problem Representation: 49yoM w/ PMH of NH lymphoma in remission 
p/w skin rash for 3 days. On PE, patient is found to be febrile, with non 
blanching confluent macules. Labs showed anemia and increased LDH. 
Imaging revealed extensive adenopathy. 

Teaching Points (Debora Loureiro)
● Key questions? Horizontal,  vertical, how deep it is,  itchy and the 

extension (that can made the patient have fatigue). If has an 
organ involved and/or has systemic symptoms.

● Look at the rash before the history → Physical exam will be 
extremely important!!  The exam can define the questions that 
you are gonna do! Is related do the NH lymphoma, is a 
medication side effect, when was treated and how?

● Rash and antibiotics treatment: Amoxicillin and the rash get 
worse. Exposed during the use or kind of drug erupt. And SJS 
(<10% BSA), TEN (>30% BSA) and AGEP. 

● Fever & Rash: Infection (e.g. EBV, CMV, Measles etc), Drug 
(DRESS/SJS/AGEP), Malignancy and Autoimmune. The patient is 
immunosuppressed, that can open for an infection. Low procal → 
BACTERIA! Can be a associated with toxic shock syndrome.
● Consider DIC!

● Erythroderma: e.g. psoriasis and atopic dermatitis, drug 
hypersensitivity,  Sézary syndrome (rarely)

● Blanching rash → Vasodilatation / Non blanching rash → RBC 
extravasation.

● Systemic process → glomerular pathology like 
(Glomerulonephritis). 

● Diffuse LAD: autoimmune, malignancy (esp. liquid). 
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