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CASE REPORT

A 36 year old woman presented to the emerg e n c y
room 24 hours after developing severe odynopha-
gia. She noted the onset of symptoms in the mid-

afternoon, having eaten a light breakfast and lunch. She
complained of feeling that “an apple was stuck in my
chest.” She additionally complained of dysphagia, not
able to tolerate solid or liquid intake, and epigastric dis-
comfort. There was no nausea, vomiting, regurg i t a t i o n ,
f e v e r, chills, or shortness of breath. She had no symp-
toms suggesting Raynaud’s phenomenon. Her past med-
ical history was only significant for hypothyroidism,
controlled by levothyroxine, and psoriasis, treated with
topical medications. She was recently diagnosed with
acne vulgaris and has taken an oral medication for six
weeks. She has penicillin and sulfa allergies, causing

hives and angioedema. She does not smoke, drinks alco-
hol on rare occasion, and consumes approximately two
c a ffeinated beverages daily. Physical examination
revealed mild epigastric tenderness. Esophagogastro-
duodenoscopy was performed revealing the following
finding in the distal one-third of the esophagus:

Question 1: These images most likely show:
a. Dysphagia secondary to thyroid enlargement
b. Schatzki ring
c. Pill-induced esophagitis
d. Erosive esophagitis secondary to reflux of gastric

contents

Question 2: What is the pathogenesis of this lesion?

Question 3: What treatment is indicated?
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ANSWERS AND DISCUSSION 
The images show a linear ulcerated lesion in the distal
esophagus. There is no compression from extrinsic
mass at this point. There is no obvious stricture, and
the scope passed easily through the lower esophageal
sphincter. Hiatal hernia was not visualized, and the 
Z-line appeared normal without evidence of reflux dis-
ease. The lesion is most likely due to pill-induced
esophagitis, likely caused by doxycycline, which the
patient has taken at bedtime for six weeks. Pill-
induced esophagitis is well documented. One recent
review identified approximately 100 different medica-
tions reported to induce esophageal injury (1). This
review documented approximately 950 cases in the lit-
erature of which 467 were antibiotic or antiviral-
related. Of these reports, tetracyclines were implicated
in 386 (doxycycline in 262) cases, emphasizing the
association between tetracyclines and pill-induced
esophagitis.

Pathogenesis of pill-induced esophagitis is multi-
factorial. Gelatin-coated medications are more likely
to adhere to the esophageal mucosa than other medica-
tions, especially when taken with inadequate water or
without remaining upright (2). Sustained-release for-
mulations also tend to be more injurious than their
standard form (3). Increased age and decreased
esophageal motility are often associated with
esophageal injury. Common sites are areas of narrow-
ing, such as where the aortic arch or left atrium
opposes the esophagus. When adherent to the
esophageal mucosa, pills can dissolve and release
medication directly to mucosal cells. Medications, like
tetracyclines which affect protein synthesis, may be
directly toxic to cells. Some medications may injure
the esophageal lining by caustic burn; for example,
tetracyclines, ascorbic acid, and ferrous sulfate have
low pH (<3.0) when dissolved in 10 mL of water while
phenytoin has a very high pH (>10)2.

Pill-induced esophagitis often presents as sudden
odynophagia or retrosternal chest pain; discomfort is
often significant enough to limit oral intake of food or
fluids. The diagnosis may be readily made when the
patient notes onset of symptoms immediately after tak-
ing medication. However, many times symptoms may
develop away from taking medication. In these situa-
tions, thorough history and physical examination may

raise suspicion. Other etiologies of chest pain and dys-
phagia should be eliminated. When symptoms are
atypical or persistent, endoscopy may be warranted.
Typically, discrete ulceration with normal surrounding
mucosa is seen endoscopically. When this occurs away
from the distal esophagus, GERD as a causative factor
can be eliminated.

Treatment for pill-induced esophagitis is based on
withdrawal of inciting medications, which should lead
to spontaneous resolution in several days. Topical
anesthetics may soothe severe pain. Antacids may
reduce exacerbation from refluxed acidic gastric con-
tents. Pill esophagitis might be prevented by adequate
fluid intake with medication ingestion (at least eight
ounces of fluid) and maintenance of upright position-
ing for at least 30 minutes. ■
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