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ABSTRACT

Aim and background: Systemic lupus erythematosus (SLE) can rarely present with Stevens—Johnson syndrome (SJS)/toxic epidermal necrolysis

(TEN)-like skin manifestations, causing a diagnostic challenge.

Case description: We report a 20-year-old female with a history of discoid lupus erythematosus who presented with widespread erythematous
to purpuric macules over the skin, malar rash, facial edema, hemorrhagic crusting over the lips, and mucosal ulcers without recent drug exposure.
Laboratory tests showed pancytopenia, positive antinuclear antibody (ANA) profile, and liver dysfunction. Skin biopsy revealed early lupus
changes. The patient improved significantly with intravenous methylprednisolone pulse therapy and supportive care.

Conclusion: The subacute clinical course, photodistribution of skin lesions, limited mucosal involvement, positive ANA profile, and prompt
response to corticosteroid therapy collectively support a diagnosis of SIS/TEN-like presentation of SLE rather than classic drug-induced TEN.

Clinical significance: This case underscores the importance of recognizing SJS/TEN-like presentation of SLE for accurate diagnosis and prompt,

effective management.
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INTRODUCTION

Systemic lupus erythematosus (SLE) is a chronic autoimmune
disease that often affects the skin, with up to 80% of patients
showing dermatological symptoms. Skin involvement caninclude
both lupus-specific and nonspecific lesions, and rare cases may
feature bullous eruptions resembling toxic epidermal necrolysis
(TEN), Rowell syndrome, or bullous SLE."? Stevens—Johnson
syndrome (SJS) and TEN are rare, severe skin reactions to drugs,
carrying high risks of morbidity and mortality.> A diagnostic
challenge arises when TEN-like lupus erythematosus (LE) closely
mimics SJS/TEN both clinically and histologically, making it crucial
to distinguish between these two entities, as the underlying
causes and management differ significantly.* We report a rare case
of SLE presenting with an SJS-like clinical picture, emphasizing
the diagnostic considerations and the importance of timely
recognition and appropriate therapy.

Case DESCRIPTION

A 20-year-old female presented with facial swelling, hemorrhagic
crusting on the lips, and widespread skin lesions for 15 days
(Fig. 1A). She had been diagnosed with discoid lupus erythematosus
(DLE) before 1 month and was on oral hydroxychloroquine
200 mg BD and prednisolone 10 mg BD for the same as prescribed
by a private practitioner, but she stopped treatment as she was not
responding. She then developed new skin lesions 15 days ago and
went to another hospital, where she was admitted and was being
treated for anemia. There was no history of new drug intake in the
last 20 days or other chronic illnesses.

On cutaneous examination, multiple erythematous to
hyperpigmented plaques were observed over the malar region,
facial edema, and hemorrhagic crusting over the lips. Oral mucosa
examination revealed multiple large ulcers over hard palate, but no
ulcers were noted over buccal mucosa. Numerous erythematous to
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purpuric macules and papules were present on abdomen (Fig. 2A),
upper and lower limbs bilaterally. In total, lesions were present over
<5% body surface area. Pitting edema was present on the hands and
legs, with no target lesions typical of SIS/TEN. Nikolsky’s sign was
negative on examination.

Laboratory findings showed low hemoglobin, low white
blood cell count, and low platelet counts. Peripheral blood smear
examination showed microcytic hypochromic red blood cells
(RBCs), elliptocytes, and teardrop cells. Liver function tests showed
elevated serum glutamic pyruvic transaminase (SGPT) (208 U/L),
serum glutamic oxaloacetic transaminase (SGOT) (773 U/L), and
bilirubin (total: 4.69 mg/dL; direct: 3.39 mg/dL; indirect: 1.30 mg/dL)
levels. Urine routine examination showed +1 proteinuria, RBCs,
and pus cells, and 24-hour urine protein was normal. Renal
biopsy was not done as the patient denied consent for the same.
Antinuclear antibodies (ANA) profile showed strongly positive [Sm,
Sm/ribonucleoprotein (RNP), ribosomes-PO] and weakly positive
(RNP 68kD/A/C, f-actin) antibodies. Anti-dsDNA antibodies were
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Figs 1A to C: (A) Patient presented with hemorrhagic crusting over lips, malar rash, and facial edema; (B) Exfoliation of skin on 7th day of admission;

(C) Patient’s condition after 3 weeks of treatment

negative and complement levels were not done due to financial
constraints. Lactate dehydrogenase levels were elevated (1382 U/L) and
thyroid profile was normal. Ultrasonography of the abdomen showed
inflamed bowel loops, inflamed appendix, minimal to mild ascites,
and a collapsed gallbladder with pericholecysticedema. Viral markers
[human immunodeficiency virus (HIV), hepatitis B surface antigen
(HBsAg), and hepatitis C virus (HCV)] were nonreactive. Skin biopsy
showed early changes of LE (spongiosis in epidermis, lymphocytic
infiltration at dermoepidermal junction (DEJ), and perivascular
and perifollicular infiltration). Direct immunofluorescence was not
performed on skin biopsy due to cost constraints.

On admission, the patient received injectable dexamethasone
and antibiotics. After confirming SLE, methylprednisolone 500
mg daily pulse therapy was given for 3 days. The patient was not
receiving hydroxychloroquine during admission. Gastroenterology
consultation revealed autoimmune hepatitis as liver enzymes were
elevated, and ANA and F-actin were positive with negative viral
hepatitis markers, for which specific treatment was started. Facial
edema started to reduce after 3 days of pulse therapy. By day 7, oral
lesions resolved and the skin over the lesions started to exfoliate
(Fig. 1B). All the lesions cleared up within a time span of 3 weeks
(Figs 1C and 2B).

(B) Skin exfoliated after 3 weeks post-treatment

Discussion

The onset of SIS/TEN is characterized by atypical target lesions and/
or erythematous or purpuric macules, followed by epidermal and
epithelial detachment, leading to extensive skin denudation, necrosis,
and mucosal erosions. A latency period of 4-28 days usually exists
between the initiation of the causative drug and the appearance of
clinical symptoms.>*~ SJS/TEN-like LE develops more gradually over
weeks, usually without systemic symptoms or drug triggers.® Itisarare
cutaneous manifestation of lupus, presenting with a maculopapular
rash that becomes widespread and symmetrical. Bullous lesions with
epidermal detachment arise due to pronounced interface dermatitis.’

Our patient was initially diagnosed with DLE and developed
lesions primarily over sun-exposed areas. Multiple oral ulcers
were noted on the hard palate, without involvement of the buccal
mucosa, as typically seen in SLE.

Clinical features favoring SLE over classic SJS/TEN include a
recent lupus flare, absence of target lesions, photodistribution of
skin lesions, limited mucosal involvement, subacute onset, and
rapid response to treatment, as was seen in our patient.'

Histopathological features supporting a diagnosis of SJS/TEN-
like LEinclude vacuolar alteration at the DEJ, lymphocyticinfiltration
around blood vessels and adnexal structures, and dermal mucin
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deposition. In contrast, classic SIS/TEN is marked by full-thickness
epidermal necrosis with little to no inflammatory infiltrate.*

Yu et al. also presented pediatric SLE patients who developed
TEN-like cutaneous lupus all with subacute, photodistributed
rashes and limited mucosal involvement.? Baker et al. reported a
similar case that was refractory to corticosteroids and intravenous
immunoglobulin but responded to plasma exchange, whereas our
patient responded well to methylprednisolone pulse therapy alone.
Conventional steroid-sparing agents were not used in our patient
because of abnormal liver function tests.'

CoNcLUSION

The clinical pattern, including gradual onset, sun-exposed
distribution, limited mucosal disease, positive ANA findings, and
rapid improvement with corticosteroids, supports an SJS/TEN-like
manifestation of SLE rather than true drug-induced TEN.

CLINICAL SIGNIFICANCE

This case highlights the need to recognize SJS/TEN-like
manifestations of SLE to ensure accurate diagnosis and timely,
effective treatment.

LimiTATION

Complement levels and directimmunofluorescence on skin biopsy
were not done in our case due to financial constraints.

ORrciD
Prerna N Patel ® https://orcid.org/0009-0008-8044-3974
REFERENCES

1.

Baker MG, Cresce ND, Ameri M, et al. Systemic lupus erythematosus
presenting as Stevens-Johnson syndrome/toxic epidermal
necrolysis. J Clin Rheumatol 2014;20(3):167-171. DOI: 10.1097/
RHU.0000000000000088

. Yu J, Brandling-Bennett H, Co DO, et al. Toxic epidermal necrolysis-

like cutaneous lupus in pediatric patients: a case series and review.
Pediatrics 2016;137(6):e20154497. DOI: 10.1542/peds.2015-4497

. Samson NM, Awalia. An Indonesian female with Stevens-Johnson

syndrome mimicking cutaneous lupus: a case report. Ann Med Surg
(Lond) 2022;82:104644. DOI: 10.1016/j.amsu.2022.104644

. Zivanovic D. Toxic epidermal necrolysis-like subacute cutaneous

lupus erythematosus: a case report. Clin DermatolJ 2021;6(2):000244.
DOI: 10.23880/cdoaj-16000244

. Barbach Y, Dah Cherif A, Jroundi C, et al. Rowell syndrome

presenting as Stevens-Johnson syndrome/toxic epidermal
necrolysis. Clin Dermatol) 2019;4(2):000181. DOI: 10.23880/cdoaj-
16000181

. Salah E. TEN mimics: classification and practical approach to toxic

epidermal necrolysis-like dermatoses. Indian J Dermatol Venereol
Leprol 2023;89(3):337-346. DOI: 10.25259/1JDVL_244_2022

. Ziemer M, Kardaun SH, Liss Y, et al. Stevens—-Johnson syndrome and toxic

epidermal necrolysis in patients with lupus erythematosus: a descriptive
study of 17 cases from a national registry and review of the literature. Br
J Dermatol 2012;166(3):575-600. DOI: 10.1111/j.1365-2133.2011.10705.x

Journal of Integrative Health Research, Volume 2 Issue 2 (July-December 2025) 71


https://orcid.org/0009-0008-8044-3974
https://doi.org/10.1097/RHU.000000000000
https://doi.org/10.1097/RHU.000000000000
https://doi.org/0088
https://doi.org/10.1542/peds.2015-4497
https://doi.org/10.1016/j.amsu.2022.104644
https://doi.org/10.23880/cdoaj-16000244
https://doi.org/10.23880/cdoaj-16000181
https://doi.org/10.23880/cdoaj-16000181
https://doi.org/10.25259/IJDVL_244_2022
https://doi.org/10.1111/j.1365-2133.2011.10705.x

	Stevens–Johnson Syndrome-like Presentation of Systemic Lupus Erythematosus: A Case Report
	Abstract
	Introduction
	Case Description
	Discussion
	Conclusion
	Clinical Significance
	Limitation
	Orcid
	References


