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METASTATIC CROHN’S DISEASE

S Criton

Crohn's disease is a granulomatous inflammatory disease of the gastrointestinal tract. It can involve

other sites of the body also. When such lesion are separated from Crohn's iesion of the intestine by

normal skin, they are referred to as metastatic Crohn's disease. Two such cases are reporfed.
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Introduction

Crohn’s disease is a granulomatous inflam-
matory disease which can affect any part of the
gastrointestinal fract, most commonly involves the
terminal part of the fleum. The process of Crohn's
disease is not confined to the gastro intestinal tfract
but can involve other sites also.! When such le-
sions are separated from Crohn's disease of the
intestine by normal skin, they are referred to as
metastatic crohn’s disease. Two such cases are
reported.

Case Reports

CASE 1

A 23-year-old unmarried woman was seen
with painful ulceration of the perineum, genitalia
and medial aspect of both thighs. She developed
these as erythematous painful raised lesions which
gradually increased in size; some of the lesions
fumed vesicular and others became ulcerated.
The vesicles reptured and furned out to be ulcers.
Along with these skin lesions she had fever arthral-
gia and arthritis involving all larger joints. There was
no history of similar episode previously.
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She was diagnosed as having Crohn'’s dis-
sase in November ‘92 when she had fever, vomit-
ing, diarrhoeaq, arthritis and erythematous nodules
below both knees. She was given salazopyrine and
with this treatment she improved. For the past 6
months, before the episode, she discontinued the
tfreatment on her own. There was no history of re-
current oral ulceration, conjunctivitis, sexual con-
tact or intake of any form of iodides or bromides.

Examination revealed a sick patient with fe-
ver, tachycardia and pallor. There was no cyano-
sis or jaundice. She was normofensive.

There were multiple tender nodules with ui-
ceration in the perineumn and medial aspect of
both thighs. There were two ulcers in the inner as-
pect of both labia majora, one on either side. The
rmargins were sloping and border well defined. The
floor was covered with pus. Inguinal groups of
lymphnodes on either side were enlarged, discrefe
and mobile. Perianal region was normal. The va-
gina was normal.,

The standard haematological and bio-
chemical work up were normal. The blood VDRL
test and HIV screening were also non reactive. The
ulcer smear and tissue smear were negative for
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organisms. Smear for amoeba from the edge of
the ulcer of the vulva was negative. Skiagram of
fhe chest was normat.

Histopathological study of the biopsy taken
from the ulcer of the thigh showed ulcerated skin
and granuloma composed of epitheloid cells, gi-
ant cells and lymphocytes. There was no vasculi-
fis.

Case 2

A 24-year-old woman was seen for evalua-
fion of recurrent genital ulceration since one year.
The lesion started as a papule and then ulcerated.
The ulcers developed at different sites on the ex-
fernal genitalia. Sometimes it was seen affer sexual
intercourse. There was no history of oral ulcera-
fion or redness of eyes. The patient was previously
diagnosed as having Crohn’s disease and was on
freatment with salazopyrine., She looked il and ap-
peared pale. There were two tender oval ulcers
of size 2x1cm involving the inner aspect of both
labia majora. The margins were well defined and
there was no undermining of edges. The floor was
covered by granulatfion tissue and it was not at-
fached to deeper structure. There was no bleed-
ing on manipulation. The regional lymphnodes
were not involved,

The patient was investigated and no
haematological or biochemical abnormalities
could be detected. Ulcer smear, fissue smear, dark
field microscopy were all negative. Serology for
syphilis and HIV were non reactive. The biopsy of
the ulcer showed tissue covered with stratified
squamous epithelium showing ulceration and mild
dysplastic changes. The subepithelial region
showed granulation tissue and a few non caseat-
ing granuloma with giant cells.

Both the patients were given tab pred-

81

nisolone 60mg in divided doses for a month and
responded well.

Discussion

The cutaneous manifestations of Crohn’s
disease are present in 22% to 44% of cases. **These
manifestations may be divided info two catego-
ries; those in which histologic examination dem-
onstrates characteristic features of Crohn's dis-
ease and those in which the pathologic findings
are not specific for any diagnostic entity. The com-
monest lesions are perianal and peristomal ulcers,
as well as fistula and abscess formation. 2 Other
dermatological diseases described in association
with Crohn's disease include pyoderma
gangrenosum, erythema nodosum, oral aphthae,
and skin changes secondary to malabsorption. The
uncommon tesions claimed fo be associated with
Crohn’s disease are erythema multiforme, epider-
molysis bullosa acquisita, polyarteritis nodosa, *©
and vitiligo.

There are instances where the process of
Crohn’s disease was not confined to the bowel,
but extended to sites remote from gastrointestinal
tfract.! When such lesions are separated from
Crohn's disease of the intestine by normal skin, they
are referred to as metastatic Crohn’s disease. 2
Metastatic cutaneous Crohn’s disease (MCD)
developed during gquiescent as well as active pe-
riods of intestinal disease and presented as ulcers,
nodules, crusted nodules or plagues. ©

The clinical appearances of MCD is rela-
tively distinctive and it is possible to distinguish it
from other dermatologic entities associated with
Crohn's disease. © However a variety of other cu-
taneous conditions primarily granulomatous, show
resemblance to MCD. ¢ Hence a biopsy is indi-
cated in the evaluation of nodulo-ulcerative cu-
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taneous lesions in patients with Crohn’s disease.

Microscopically, MCD is characterised by
granulomatous inflarmmation, often with giant cells
and discrete non-caseating granuloma. 7 Usually
there will not be any vascular involvement,

N our case no. 1, the cutaneous lesions ap-
peared when the disease was not active, but in-
case 2, it appeared when there was active dis-
ease. This shows that the cutaneous Crohn'’s dis-
eQse can occur any fime irrespective whether the
disease is active or not, so also whether the pa-
fient is on freatment or not.

Many treatment modalities were tried in
metastatic Crohn's disease such as oral metroni-
dazole, ' intralesional ® and systemic steroid. in our
patients freatment with systemic steroid was very

effective. Although there is no treatment of '

choice, treatment of the underlying gastro-intes-
finai disease has been associated with healing of
skin lesions in several cases® But one of our pa-
tients was on treatment for Crohn’s disease when

the cutaneous lesions appeared. It may point out
that the freatment of intestinal Crohn's disease
alone may not be sufficient for cutaneous metas-
tasis.
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