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Unveiling the uncommon: Lichenoid esophagitis secondary to 
Steven Johnson syndrome

Introduction

Lichenoid Esophagitis (LE) is a rare condition that has two 
main subtypes: Lichen Planus Esophagitis (LPE) and Lichenoid 
Esophagitis Pattern (LEP) [1]. While the exact cause of LE is un-
known, it has been associated with factors such as lichen pla-
nus, viral infections, auto-immune disorders, and drug-induced 
reactions [2]. This report presents a case of a patient who 
developed LE following sulfasalazine therapy-induced Steven 
Johnson Syndrome (SJS). It highlights the potential association 
between SJS and LE and emphasizes the importance of consid-
ering LE in patients with dysphagia, particularly those with a his-
tory of drug-induced reactions or autoimmune disorders.

Case presentation

A 47-year-old woman with a medical history significant for 
Systemic Lupus Erythematosus (SLE) visited the Gastroenterol-
ogy (GI) clinic for dysphagia. Her rheumatologist had referred 
her to GI after she complained of difficulty swallowing pills. An 
initial swallow evaluation showed moderate pharyngeal and 
esophageal dysphagia, and a flexible laryngoscopy was unre-
markable. During her first upper Endoscopy (EGD), an esopha-
geal ring was discovered (Figure 1). Pathology of biopsies re-

vealed acute esophagitis with scattered fungal elements, and 
fluconazole was prescribed. Soon after, the patient followed up 
with her rheumatologist, and plans were made to start pharma-
cologic therapy for SLE. The patient was first given hydroxychlo-
roquine, which resulted in a rash, and then methotrexate, which 
led to transaminitis. Ultimately, the patient was given Sulfasala-
zine (SSZ). Three weeks after starting SSZ, the patient urgently 
visited a care center due to lip swelling and throat tightness. 
SSZ was stopped and oral prednisone was given. Two days later, 
the patient was admitted to the emergency department with 
blistering of her lips and mucous membranes, as well as a pain-
ful macular erythematous blanching rash diffusely on her torso, 
limbs, palms, and soles, indicative of SJS. The patient had to be 
intubated and placed on mechanical ventilation due to acute 
hypoxemic respiratory failure but was later taken off the ven-
tilator. Several months after recovery, the patient returned to 
the GI clinic, this time reporting worsening dysphagia and food 
regurgitation. EGD was performed and demonstrated a severe, 
benign-appearing intrinsic stenosis that was dilated (Figure 2). 
The patient was maintained on proton-pump inhibitor therapy 
and returned for repeat EGD 4 weeks later for re-dilation and bi-
opsies. Biopsies were sent to an outside facility that confirmed 
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Figure 1: Shows a mild esophageal ring in the upper third of the esophagus.

Figure 2: Illustrates a severe benign, intrinsic stenosis that measures 1 cm in length.

lichenoid esophagitis. The patient has undergone 5 upper en-
doscopies with dilations following initial diagnosis. Despite be-
ing prescribed various H2 blockers and proton-pump inhibitors, 
the patient’s dysphagia showed minimal improvement. During 
the last two endoscopies, the patient received corticosteroid 
injections (triamcinolone) in addition to oral fluticasone and re-
ported significant improvement in her symptoms.

Discussion

We present the first documented case in the literature of LE 
developing as a result of sulfasalazine-induced-SJS with subse-
quent esophageal stricture, contributing to the limited litera-
ture available on LE. Salaria et al was the first to classify LE into 
different categories, including LPE and LEP [1]. Histologically, 
LPE is characterized by atrophic epithelial cells, lymphocytic 
infiltrate, degenerated keratocytes (civatte bodies), and Direct 
Immunofluorescence (DIF) findings of IgM deposits at the der-
mo-epidermal junction and complement staining in apoptotic 
squamous cells [1]. Failure to meet both criteria leads to the 
classification of the condition as LEP.

Lichen Planus (LP) is a chronic, inflammatory skin condition 
that can also affect the mucous membranes and nails [3]. The 
cause of LP is not well understood, but it is thought to be re-
lated to an autoimmune reaction, viral infection, or medication 

reaction [1]. LP can manifest in different forms, including as 
small, itchy, purple papules or plaques on the skin or mucous 
membranes [4]. In some cases, LPE may occur before the ap-
pearance of skin lesions, which are the classic hallmark of LP 
[5]. This is known as “isolated LPE” or “primary LPE.” In other 
cases, LPE may occur concurrently with skin lesions, known as 
“secondary LPE” [5]. LP is generally considered a rare disease, 
with estimated incidence rates of 0.4% in the USA [6]. The con-
dition is more common in middle-aged adults and affects both 
men and women equally. LE is even more rare with reported es-
timated incidence of 0.03% [7]. A careful review of the patient’s 
medical history and physical examination failed to reveal any 
evidence of LP affecting the skin or mucous membranes.

According to Salaria et al. patient-related factors such as 
rheumatological disorders, polypharmacy, and viral infections 
were found to be associated with an increased incidence of LE 
[1]. The study revealed that 59% of LEP patients used more than 
three medications, 11% had a rheumatological disease, and 9% 
had a diagnosis of viral hepatitis, while 14% had HIV [1]. Our 
patient’s prescription list exceeded three medications, and this, 
when combined with the patient’s history of SLE, increases their 
likelihood of experiencing LEP.

Although LE is a rare condition, it is important to recognize 
because it can lead to significant morbidity and decreased qual-



www.jclinmedimages.org              Page 3

ity of life. There is currently limited data on the association be-
tween LE and malignancy. However, a few case reports have 
suggested a possible link between LE and squamous cell carci-
noma of the esophagus [8].

Unlike oral and cutaneous lichen planus manifestations, 
there are currently no therapeutic guidelines for esophageal 
lichen planus. However, the use of intralesional steroid injec-
tions has been studied as a treatment of lichen planus-associat-
ed esophageal stenosis in several case reports and case series. 
Early studies tested triamcinolone injections without the use of 
any adjunctive therapies, which provided symptomatic relief for 
up to six months prior to the recurrence of symptoms necessi-
tating repeat treatments [9-11]. Alternatively, it appears that in-
tralesional triamcinolone produced the best results when used 
in combination with esophageal balloon dilation and a 7-day 
course of oral steroids before and after the procedure, with an 
average interval of eight months between symptom recurrence 
[12]. Additionally, due to the increased incidence of superficial 
esophageal mucosal tearing, endoscopists preferred to admin-
ister the intralesional steroids prior to the balloon dilatation. 
Addressing mechanical obstruction while simultaneously treat-
ing the local inflammatory lesion seems to be the most effec-
tive strategy to alleviate common symptoms such as dysphagia 
or odynophagia. In our patient’s case, multiple dilatations were 
required due to refractory symptoms despite the use of PPIs 
and H2 blockers. However, after we attempted corticosteroid 
injection and swallowed fluticasone the patient eventually ex-
perienced an improvement in their symptoms and endoscopic 
findings (Figure 3).

Due to the lack of previous reports of LE secondary to SJS 
or sulfasalazine, the case presented in this report is of particu-
lar interest. It highlights the importance of considering it in the 
differential diagnosis of dysphagia in patients with a history of 
drug-induced reactions. Further research is needed to better 
understand the pathogenesis and optimal treatment of this rare 
condition. Our experience highlights that intralesional steroids 
in addition to topical steroids can be effective for relief of dys-
phagia symptoms in Lichenoid esophagitis. 
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Figure 3: Illustrates a mild esophageal ring in the lower third of the 
esophagus.


