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Abstract

Stevens—Johnson syndrome (SJS) is a life-threatening disease affecting the skin and mucous membranes,
frequently causing systemic complications, most often occurring as an undesirable reaction to pharmaco-
logical treatment. Because of the widespread use of polypharmacotherapy, the incidence of the syndrome
increases, also in the pediatric group. The skin is recognized as so-called signal organ and all kinds of chan-
ges occurring on it are an ideal indicator helpful in the diagnosis of adverse drug reactions. The aim of the
article is to present the health problems in children with SJS and to show how these problems can be solved
thanks to the actions undertaken by the nursing team. A child with SJS should be treated by qualified staff
in the intensive care unit or a burns ward. Skin and mucosal changes cause high-intensity pain and can be
a source of systemic and local infection. Constant supervision of the patient, vital signs monitoring, asses-
sment of changes on the skin and mucous membranes, their proper management, as well as the participa-
tion in the treatment are the basis for nursing activities.
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Streszczenie

Zespof Stevensa i Johnsona jest schorzeniem zagrazajacym zyciu pacjenta, dotyczacym skory i bton sluzowych, z czestymi powiktaniami uktadowymi, wystepuja-
cym najczesciej jako niepozadana reakcja na zastosowane leczenie farmakologiczne. Ze wzgledu na szerokie stosowanie polifarmakoterapii wzrasta prawdopodo-
bieristwo rozwiniecia sie zespotu réwniez w grupie pacjentow pediatrycznych. Skéra uznawana jest za tzw. narzad sygnatowy, dlatego wszelkiego rodzaju zmiany
na niej wystepujace sg idealnym wskaznikiem pomocnym w diagnostyce niepozadanych reakcji polekowych. Celem artykutu jest przedstawienie problemdw zdro-
wotnych dziecka, u ktérego rozpoznano zespot Stevensa i Johnsona, oraz zaproponowanie metod ich rozwigzania w dziataniach zespotu pielegniarskiego. Dziec-
ko zmagajace sie z zespotem Stevensa i Johnsona powinno by¢ leczone przez wykwalifikowany personel na oddziale intensywnej terapii lub oddziale zajmujacym
sie leczeniem ran oparzeniowych. Zmiany skome i $luzéwkowe powoduja hél o duzym natezeniu i moga by¢ Zrodtem zakazenia ogdlnoustrojowego i miejscowe-
go. Staty nadzor nad pacjentem, monitorowanie parametréw zyciowych, ocena zmian stanu skéry i bfon sluzowych oraz ich pielegnacja, a takze udziat w leczeniu

stanowia podstawe opieki pielegniarskiej.

Stowa kluczowe: dziatania niepozadane lekow, dziecko, problemy zdrowotne, zespét Stevensa i Johnsona

Introduction

Stevens—Johnson syndrome (SJS) and toxic epidermal
necrolysis (TEN) are considered multi-organ syndromes
endangering the life and health of the patient. They con-
stitute a mucocutaneous reaction connected with hyper-
sensitivity to medications! or, decidedly more sporadic,
an infectious agent. The course of STS and TEN often
leads also to system complications.??

The risk of development of SJS in the pediatric patient
group is connected with the application of mainly sul-
fonamides (i.a., sulfasazaline, co-trimoxazole), penicillin,
non-steroid anti-inflammatory medication, cephalospo-
rin, quinolones, iodic contrast agents, xenogeneic serums,
and anti-seizure medication (i.a., lamotrigine, phenytoin,
carbamazepine, phenobarbital) during the therapy,*°
and medication applied in cancer treatment.” Above all
else, Mycoplasma pneumoniae is listed among infectious
agents connected with the emergence of SJS.#° However,
there is still no clear answer whether the infectious agent
is only a cofactor or the trigger agent in connection with
the medication, and whether it may be directly respon-
sible for causing the SJS.1°

It is deemed that there are 2 groups of risk factors for
the development of SJS. The 15 group consists of dis-
ease factors such as: viral infections, chronic inflam-
matory diseases or diseases reducing immunity (e.g.,
human immunodeficiency virus (HIV) and systemic lu-
pus erythematosus),''"'* while the 2" group consists of
genetic predispositions.'*~1¢ Alcohol is also considered to
be a probable risk factor for the development of SJS.1718
The latter cannot be ruled out in pediatric patients group,
mainly adolescents.

The exact pathomechanism of SJS development has not
been fully discovered. The disease is probably the conse-
quence of many characteristic allergic-immunologic cel-
lular and humoral reactions.’>!® The damage done to the
metabolic pathway of the medication taken is considered
to be the main reason for the emergence of SJS. It is then
that the accumulation of its toxic metabolites takes place

within the organism. Toxins, viruses or immunological
mechanisms can be the cause of intensified apoptosis of
keratinocytes taking place in SJS. Another causal agent
may be programmed death surface receptors of a cell.}6-?°

Clinical symptoms

Prodromes, such as: headache, fever, sore throat, pres-
byphagia, pruritus, and eye irritation precede the emer-
gence of the actual symptoms of the disease by 1-10 days.
Typical SJS symptoms are characterized by the creation
of petechiae, blisters and erosions of oral mucosae, geni-
tourinary organs, upper section of the digestive tract, or
upper respiratory tract. The infiltration of oral mucosae is
observed in 90% of SJS cases.?! Skin changes may take the
form of erythematous skin lesions of any part of the body.
Hemorrhagic erosions frequently emerge on the vermil-
lion zone, which dry, creating layers of scabs. Meanwhile,
the inflammatory state of mucosa the esophagus leads to
the emergence of dysphagia and odynophagia. Many pa-
tients experience also conjunctivitis and keratitis. Patho-
logical changes in the oculus is determined in approx.
75% of patients.?? The characteristic feature of SJS is its
abrupt commencement, high body temperature, joint and
muscle pain, and dysuria.2¢2324

In severe cases of SJS, pneumonia, myocarditis, ne-
phritis, hepatitis, and secondary skin infections may take
place, as well as heavy immune-mediated kidney and liver
damage. The patient is also threatened by the emergence
of meningitis or sepsis due to the general inflammatory
reaction of the organism to the infection.?*

Distant complications may also take place during the
course of SJS. They pertain, above all else, to respiratory,
digestive and genitourinary system, and are the result
of the proceeding scarring of mucosae, resulting in the
disruption of food intake, obturation of the respiratory
tract and symptoms of dysuria. Patients suffering from
SJS are threatened by complications of the oculus,?® such
as: xerophthalmia, photophobia, chronic conjunctivi-
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tis, endophthalmitis, fusion of the eyelid with the eye-
ball, creation of scars in the area of conjunctiva, cornea
softening, and excessive accretion of keratin in the cor-
neal epithelium, which may lead to blindness.? Late SJS
complications include skin discoloration, fingernail de-
formation and anthropic changes of nail plates, chronic
ulcerations of the oral cavity and reproductive organs,
and atrophy of tongue papillae. The emergence of late
complications is observed in 47% of patients.?® Stevens—
Johnson syndrome relapse is generally of more serious
course than the first episode of the disease and may end
in extreme cases with the patient’s death, especially in
the event of 30% of the patient’s body surface area being
taken over by it and the development of toxic epidermal
necrolysis.!o-2!

Treatment

There are no recommendations as to the treatment of
SJS, also for the group of children and teenagers, and the
recommended plans of proceeding are determined on the
basis of in vitro examinations and descriptions of a series
of cases. The basis of the proceeding is a quick diagnosis
of the disease, elimination of the factor causing the re-
action and implementation of treatment as soon as pos-
sible.®*” Medications of symptomatic action, both local as
well as general, are applied in the treatment of SJS. Local
therapy consists in the application of antifungal and an-
tiviral medication, antibiotics, glucocorticosteroids and
anesthetics onto the skin and mucosae, and, in the event
of such recommendation, the implementation of the so-
called moist wound healing with the use of modern ban-
dages. In the case of deep or broad skin changes, surgical
wound cleaning and covering them with biological ban-
dages, biosynthetics or autologous skin transplants are
applied, and the therapy takes place in isolation.® Antibi-
otics, antiviral medication and antihistamines, immuno-
globulins and/or glucocorticosteroids, as well as diuretics
are used during the treatment. Tetanus preventive care
implementation is also recommended.?® Second-choice
methods and medications are: plasmapheresis,?® inflix-
imab or cyclosporine. This includes also hemodiafiltra-
tion in the event of developing kidney failure.>* In the
case of the patient’s worsening state in the course of SJS
or the development of toxic epidermal necrolysis, modi-
fication and intensification of the applied treatment is
necessary.3%3! However, the effectiveness of the therapy
based upon the application of glucocorticosteroids, im-
munoglobulins, cyclosporines, biological medication, or
plasmapheresis is uncertain,>*? and in the case of gluco-
corticosteroids — even controversial.?33* There is no un-
equivocal position on the preventive antibiotic therapy
intake.

Hospitalization of patients afflicted with SJS should
take place in the burns treatment unit or intensive care

unit with the participation of a multidisciplinary team
(dermatologist, dentist, plastic surgeon, ophthalmologist,
pulmonologist, gastrologist, urologist, physiotherapist)
and with the inclusion of meticulous care in terms of
wounds, hydration, pain control, and isolation from other
patients.®283> Provision of continuous nursing care is of
key importance for the success of the therapy. Good co-
operation of the entire treatment team allows to achieve
positive therapy results or to avoid or minimize the con-
sequences of complications.>

Diagnostic and treatment
& nursing tasks
of the nursing team

1. Elimination of pain connected with pathological

changes of the skin and mucosae:

— regular pain assessment of the pain: qualitative (pain
characteristic) and quantitative (pain intensity degree
with the use of, e.g., visual analog scale (VAS) and nu-
meric rating scale (NRS)), the time of its duration and
location and the assessment of the effectiveness of the
undertaken analgesic actions documented in the pain
assessment sheet, allowing for the effective adjustment
of the analgesic proceeding to the needs of the child
with the inclusion of the current need for painkillers
(e.g., prior to bandage change, prior to diagnostic exa-
mination);

— assessment of the emotional state and behavior of the
patent — depressed mood and emotional state featuring
characteristics of depression and anxiety lower the pain
threshold and increase the need for painkillers. It is ad-
visable to assess the entirety of the pain management
procedure in the form of a protocol;

— assessment of the state of skin and oral mucosae, oculus
and crotch area in terms of the intensification/recession
of changes allows for the assessment of the effectiveness
of the undertaken basic treatment and modification of
the applied analgesic treatment;

— participation in the basic treatment of the disease in ac-
cordance with the individual patient’s treatment record:
+ participation in the intake of medication of systema-

tic action (immunoglobulin, glucocorticosteroids, an-
tibiotics, metronidazole, immunosuppressive medi-
cations). During the administration of medication of
systematic action, it is advisable to perform a thoro-
ugh assessment of the patient’s state due to the possi-
bility of disease process exacerbation. Basic treatment
of the disease reduces the amount of changes and, as
a result, sources of pain sensations are eliminated?;
« participation in local treatment of skin changes —
the following are applied (i.a.): neutral paraffin gases,
enzymatic bandages, polyurethane bandages, hydro-
gel, hydrofiber, hydrocolloid bandages, antibiotic,
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glucocorticosteroid or antifungal medicinal prepara-
tions, bandages with silver ions, and specialist proce-
dures with the application of silicone.?® Treatment of
skin changes eliminates main pain sources. Applica-
tion of modern bandages during therapy reduces the
pain experienced during their change since, thanks
to the gelatinization process during the contact with
the exudation, the bandages do not adhere to the tis-
sues. Nevertheless, it is important to lubricate the
skin during the period of wound healing and scar
emergence. Furthermore, one should absolutely exc-
lude the application of traditional skin bandages, the
removal of which may cause pain and skin injuries
connected with the application of medical adhesives
(medical adhesive-related skin injuries (MARSI)),
as well as irritating solvents for patch removal (i.a.,
pharmaceutical petrol). One should use hypoallerge-
nic, non-alcoholic products on the basis of mineral
oil or silicone or water-soaked gauze pads for the re-
moval of medical adhesives (patches) by constantly
moisturizing the surface at the border of the adhesive
and skin*’;

participation in the local treatment of ocular mucosa
— in this case, anti-infective, anti-allergic and anti-
-inflammatory medications, as well as medications
which improve metabolism and cellular regeneration,
and moisturizing medications in the form of drops,
creams and gels. Preservative-free medications are
recommended?4%!;

participation in local treatment of ulcerations of oral
mucosa — treatment of local changes in the oral ca-
vity is symptomatic and depends on the degree of
their intensification.? The purpose of the oral cavity
care in the patient who shows signs of ulcerations
of the mucosa during the course of SJS, is, above all
else, the maintenance of the oral cavity in a state of
cleanliness (removal of food remains and dead cells
from the oral cavity), dental caries prevention, elimi-
nation of ulcerations, and prevention of the creation
of new disease changes on the mucosa, as well as
providing comfort to the patient. Antiseptic medica-
tions (antibacterial washes, e.g., Octenidol, and local
antifungal medications, e.g., nystatin) are used du-
ring the treatment of inflammatory changes of oral
cavity mucous membranes, as well as an anesthetic
ones (e.g., ones containing lignocaine, benzocaine).
One can sprinkle the oral cavity with saline solution
or wash it with aqueous solution of gentian or benzy-
damine. Preparations accelerating epithelialization
and protecting the mucous membrane against me-
chanical damage (e.g., washing of the oral cavity with
linseed infusion) are also used in local treatment
of disease changes within the oral cavity.?® If the
patient can consume meals, anesthesia of the mu-
cous membrane needs to be performed 10-15 min
prior to the planned meal and the intake of food and

drinks, which irritate disease changes and cause
pain (hard, spicy, sour, hot), is to be avoided. Ste-
rile gauze pads and saline solution need to be pro-
vided for oral cavity care and during the execution
of hygienic procedures one needs to avoid rubbing
the mucous membrane in order to reduce the risk of
secondary damage creation. It is necessary to provi-
de constant lubrication of the vermilion zone with
hypoallergenic lubricating or moisturizing prepara-
tions, e.g., containing vitamin A or ones such Be-
panthen.?! All diagnostic, therapeutic and nursing
procedures are to be executed in a way which does
not intensify pain.

The basic goal of an effective analgesic action is to pro-
vide the pediatric patient with subjective comfort and to
stop or not allow for occurrence of a cascade of patho-
physiological processes of the organism, which could be
an effect of an ineffective pain treatment. When planning
care, one needs to take into account also the application
of non-pharmacological methods of pain alleviation and
to prepare the parents to participate in care at each stage
of treatment.

2. Reduction of the risk of wound infection or devel-
opment of sepsis due to skin blisters rupturing and
damage of the mucous membrane, pharmacological
treatment (antibiotics, glucocorticosteroids, immu-
nosuppressive medications) and immunity disrup-
tions during the course of SJS:

— assessment of the current state of the child in regular
time intervals resulting from the current health status,
including:

« measurement of vital signs (heart rate, blood pres-
sure, body temperature) according to the indications
resulting from the current health status. Body tem-
perature increase and tachycardia may indicate the
development of the infection. However, one should
remember that the increase of temperature takes pla-
ce also due to intensified catabolic processes taking
place within the organism, inflammatory response
of the organism or pain accompanying the disease.
While administrating antipyretic medications, one
must maintain caution and avoid applying medica-
tions which could become the cause of SJS symptoms
and duplicating the intake of medications from the
same group, e.g., non-steroid anti-inflammatory me-
dications!?;

« assessment of the patients behavior in order to de-
tect abnormalities (e.g., apathetic behavior, excitation,
disturbance of consciousness) constituting proof of
infection development;

« assessment of the state of skin and mucous membra-
nes in terms of the emergence of wound infection
development features (assessment of the local infec-
tion pattern — skin change color and possible wound
exudation, scent, pain intensification, tissue swelling,
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local warming) or hemorrhagic petechiae, which may
constitute the proof of sepsis development*};

« collection of swabs from disease-changed locations,
provided that it is recommended. Patients afflicted
with SJS carry the risk of secondary infections of skin
and mucous membranes with pathogenic microorga-
nisms, such as bacteria (e.g., staphylococci, strepto-
cocci, Clostridium) or fungi. The biological material is
to be collected strictly according to the recommenda-
tions of the laboratory and it is to be delivered to the
lab as quickly as possible;

— intake of medications of systematic and local action (see
item 1). During the period of empirical or targeted an-
tibiotic therapy, one must maintain caution due to the
risk of exacerbating the disease process in response to
the applied treatment, which can be confirmed with,
i.a., newly emergent changes or the worsening of the
already existing skin and mucous membrane changes;
taking baths in potassium permanganate, use of sterile
bed linen® and change of personal and bed underwear
at least once per day and according to recommendations;
selection of optimal modern bandages adapted to the
patient’s needs, type of wound and healing stage, which
maintain the moist environment of the wound, absorb
the possible wound exudation, provide quick and ef-
fective antibacterial activity as needed, and enable gas
exchange while favoring protection of the skin surro-
unding the wound against maceration and secondary
damage while changing the bandage. Absorption and
durability of bandages made of alginates, hydrogels,
hydrofibers, and hydrocolloids make it possible for the
bandage to remain on the wound for a longer period of
time. These bandages close the exudation and harmful
components within their structure, thanks to which
they prevent cross-infections. Bandages, the contact
layer of which contains silver ions, can be used for co-
vering the infected wounds or ones suspected of being
infected and ensure effective combating of a wide ran-
ge of microorganisms, including methicillin-resistant
Staphylococcus aureus (MRCA), vancomycin-resistant
Staphylococcus aureus (VRCA) and other antibiotic-re-
sistant strains.*? Regarding patients afflicted with SJS,
the wound treatment protocols are somewhat similar to
burn treatment protocols and are to be strictly followed;
taking into account the subjective feelings of the pa-
tient when planning care — subjective symptoms may
precede objective symptoms. Reaction to the patient’s
remarks may enable the undertaking of early interven-
tion by the therapeutic team;

thorough assessment of vessel catheter locations — the-

se locations constitute often sources of infection, espe-

cially in patients of weakened immunity. It is beneficial
to apply semipermeable membranes featuring high mo-
isture vapor transmission rate (MVTR) in order to se-
cure peripheral and central vessel catheter locations,*>
which enable their assessment in terms of the presence

of features of local inflammatory state, constitute pro-
tection against mechanical damage and soiling, consti-
tute a barrier for bacteria and other microorganisms,
and allow for washing the contaminated area of the
body which is, e.g., exposed to contact with excrements.
This bandage does not require to be changed on a daily
basis;

caring for crotch and urethra vicinity — it is necessary
to maintain cleanliness of the crotch and buttocks area
by daily precise toilet with gentle cleaning products
(also every time following urine or stool being expel-
led) and gentle drying. It is recommended to apply di-
sinfection preparations (e.g., potassium permanganate
solution, octenidine-based solution) and medicinal
ones (e.g., preparations with chloramphenicol, mupi-
rocine or detreomicin, fluticasone propionate or beta-
methasone valerate) in some patients* for skin changes
in crotch vicinity. The disease process in this location
breaches the natural protective barrier of the urinary
tract and may favor the development of inflammatory
state of the urinary system. When protecting the uri-
nary tracts against infection, it is important to hydrate
the patients and encourage them to expel the urine. If
the patient has the suprapubic catheter, one needs to
take care for the catheter not to rub the skin, since it
increases the risk of intensifying the changes and their
infection. The delicate skin around the wounds can be
protected against harmful effect of dampness, mecha-
nical irritation or soiling by using the so-called liqu-
id barrier membranes: foams, tissues or sprays, which
may contain silicones, acrylates, organic polymers or
non-organic compounds dispersed within the solvent.
Barrier products reduce the risk of MARSI emergence
by smoothing the skin and creating a thin, microscopic
protective barrier*’;

intake of medications into the conjunctival sac in strict
accordance with assumed procedures — diligent asses-
sment in terms of the emergence of new erosions or
croupous membranes is applicable. Only sterile gauze
pads can be applied when caring for eyes and when per-
forming medical actions;

provision of frequent variation of the patient’s position
in bed in order to reduce pressure and ischemia in the
area of locations changed by the disease (every 1 hor2h,
depending on the state of the skin and the patient’s ge-
neral status);

meticulous adherence of the medical personnel to the
application of personal protection equipment (such as:
gloves, additional protective apron, facial masks) and to
the rules of asepsis and antiseptics;

— preparations of parents to caring for the child, inclu-

ding training within the scope of the rules of sanitary
regime maintenance and caring for the afflicted child;

— preparation of the patient to the procedure of bandage

replacement while under general anesthesia according
to the individual prescription sheet.
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3. Maintenance of hydro-electrolyte balance of the
child and provision of nutrients according to requisi-
tion

Fever, damaged skin, changes on oral cavity mucous
membranes, or impeded intake of meals resulting from
disease-related changes located within the digestive
tract (erosions and scarring) favor disruptions in the or-
ganism’s water balance and malnutrition. Possible hem-
orrhages from the digestive tract and disease-related
changes, which may affect bone marrow, liver and pan-
creas, can favor anemia and malnutrition. Nursing ac-
tions should include:

— assessment of the child’s hydration degree: body mass
measurement, assessment of moisture content of oral
cavity mucous membranes, skin flexibility, heart rate,
blood pressure, capillary return, amounts of liquids ta-
ken in and expelled (liquid balance with the inclusion
of possible additional liquid losses in the event of fever,
emesis or gastroparesis). However, assessment of the
skin and mucous membranes in terms of hydration of
the child may be difficult due to the presence of disease
changes;

— participation in diagnostic examinations according to
the individual prescription sheet — it is of significance
to prepare the patient psychologically for examination
in order to reduce fear. Collection of arterialized blood
for laboratory examinations, e.g., gasometric analysis of
blood and ion levels, and morphotic examination of blo-
od, requires the puncture location to be warmed up and
to avoid blood extrusion due to the risk of examination
result becoming altered (exclusion of pre-lab errors).
Collection of venous blood for biochemical tests (e.g.,
in order to specify the concentration of total proteins
and albumins in the serum) will also be required — the
assessment of protein concentration is necessary in or-
der to treat SJS-afflicted patient effectively; assessment
of specific gravity of urine and the presence of ketone
bodies allows for the monitoring of hydration state;

— taking care for the patient to feel as low level of stress
during lab examination as possible;

— oral rehydration in accordance with daily water demand
of the patient (taking into account their body mass). In
the event of the lack of effectiveness of oral rehydration,
rehydration via nasal-gastro tube and, in the event of
lack of tolerance or the impossibility of enteral rehy-
dration, infusion therapy according to the individual
prescription sheet (coverage of liquid demand executed
primarily by multi-electrolyte liquid intake). There may
be a necessity to rehydrate according to the rules ap-
plied for a burn disease®?;

— intake of painkillers of systematic action or/and acting
on oral cavity mucous membrane, according to the in-
dividual prescription sheet prior to the meal;

— provision of proper child nutrition — meal consistency
adjusted to the child’s capabilities (in hard cases: liquid
diet in the beginning of the disease process, and follo-

wing that blended and light meals, prepared taking into
account of the high-protein diet).%! In the event of the
lack of possibility of implementing/maintaining oral fe-
eding, it is necessary to feed via nasal-gastro tube or to
apply parenteral nutrition according to the individual
prescription sheet in order to provide the essential nu-
trition, necessary for wounds to heal. When placing the
nasal-gastro tube, one must maintain extreme caution
due to the possibility of hemorrhaging coming from the
disease-changed mucous membrane of the esophagus;

— undertaking of the intervention to maintain/return the
patient’s thermal comfort (patients afflicted with SJS
are at risk of pain, fever or excessive cooling). There-
fore, maintenance of ambient temperature above 25°C,
30-32°C at optimum, is very important.* Disease pro-
cess, fever, pain, and cooling of the organism are factors
increasing protein catabolism within the organism, and
they increase energy demand.

4. Maintenance of respiratory system performance
The disease process may also take over mucous mem-

branes of the respiratory system, leading to the tighten-

ing of the respiratory system and pneumonia, which may
result in the emergence of acute respiratory distress syn-
drome. Nursing care covers:

— assessment of airway, hemodynamic stability and gene-
ral hydration state?®;

— diligent assessment of the functioning of the respirato-
ry system (quantity and type of breath, child behavior,
respiratory muscle work, pattern of breathing, skin co-
loration, auscultation of the thorax) according to the
indications resulting from the current health status;

— constant monitoring via indirect patient observation or
cardiometer with simultaneous interpretation of me-
asurement results and periodic documentation in the
case report form;

— reacting to the patient’s remarks and their subjective
feelings;

— encouraging to perform breathing exercises in order to
reduce the risk of emergence of breathing disruptions
resulting from the limitation of the patient’s mobility,
e.g., deepened inhalations and exhalations, breathing
reinforced by arm movement, exhalation with resistan-
ce with the use of professional (e.g., Magic Ball appara-
tus with styrofoam/polystyrene ball, Triflo apparatus,
Spiroflo apparatus) or unprofessional equipment (cot-
ton pads, feathers, whistles, etc.);

— execution of nebulization in order to moisten the respi-
ratory tract (e.g., 0.9% NaCl or 0.9% NaCl with hyalu-
ronic acid);

— delicate care of the upper respiratory tract (shallow se-
cretion extraction);

— airborne or systematic intake of medication according
to the individual prescription sheet;

— on-demand intake of oxygen via oxygen mask, provi-
ded that it is recommended, or participation in passive
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oxygen therapy according to the individual prescription

sheet;

— provision of access to the equipment for resuscitation
and intubation in the event of total tightening of the
respiratory tract.

Professional and specialist nursing care for the SJS-
afflicted child covers also the provision of support to the
patient and their family, including the easing of the fear
associated with the lack of self-acceptance. It is no less
important to prepare the parents to care for the afflicted
child with the maintenance of sanitary regime and par-
ticular care for its safety. It is of particular significance
in the context of the planned discharge from the hospital
due to the necessity of continuing skin and mucous mem-
branes treatment commenced during the hospitalization
and prevention of distant complication, including the
emergence of hypertrophied scars.

Conclusions

Patients with SJS require holistic care of an interdis-
ciplinary therapeutic team, including professional nurs-
ing care. Constant supervision of the patient, vital signs
monitoring, assessment of changes on the skin and mu-
cous membranes and their management, intake of medi-
cations of systematic and local action, as well as participa-
tion in nutritional therapy constitute the basis of nursing
activities.
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