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CASE REPORT
A	14-year-old	girl,	with	weight	and	height	appropriate	 for	

her	age,	presented	with	pruritic,	erythematous	papules	and	plaques	
on	 the	anterior	and	posterior	 trunk	 that	had	been	present	 for	 two	
months	 (Figures	 1	 and	 2).	At	 11	 years	 of	 age,	 the	 patient	was	 di-
agnosed	with	 severe	Crohn’s	disease	 (CD),	 refractory	 to	multiples	
treatments.	At	 the	 time	 of	 her	 first	 appointment	 in	 our	 clinic,	 she	
was	using	infliximab,	10	mg/kg,	with	a	persistent	perianal	ulcer	and	
chronic	diarrhea,	and	levothyroxine	for	controlled	hypothyroidism.		
The	patient	denied	contact	with	contaminated	water	or	ponds.	A	skin	
biopsy	from	her	back	showed	superficial	and	deep	perivascular	lym-
phohistiocytic	inflammatory	infiltrate,	associated	with	perifolliculi-
tis	and	formation	of	poorly	defined	granulomas	(Figure	3).	Culture	
and	special	 stains	 for	bacteria,	 fungi,	 and	parasites	were	negative.	
As	diarrhea	worsened,	 a	 course	 of	 60	mg/day	of	prednisone	was	
prescribed,	 resulting	 in	a	significant	 improvement	of	 the	 intestinal	
condition	and	total	resolution	of	skin	lesions	(Figure	4).					

FIgure 1:	Multiple	erythematous	papules,	isolated	or	in	plaques,	on	
the	back
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DISCUSSION
Metastatic	Crohn’s	disease	(MCD)	is	a	rare	cutaneous	man-

ifestation,	defined	by	 the	presence	of	non-caseous	granulomatous	
skin	 lesions	 that	are	discontinuous	 to	 the	affected	gastrointestinal	
tract	 in	Crohn’s	disease	(CD)	patients.	The	pathogenesis	 is	poorly	
understood,	and	it	is	unlikely	that	it	represents	a	dissemination	of	
the bowel disease. 1 Some authors believe that the distant granulo-
matous reaction may be caused by the deposition of immunocom-
plexes,	or	by	type	IV	hypersensitivity	reaction.1,2

Up	 to	 44%	of	patients	with	CD	have	 skin	manifestations.	
Perianal	fistulas	and	fissures	are	the	most	frequent	presentation	and	
MCD	the	rarest	 skin	finding.2,3	MCD	mostly	affects	young	adults,	
and	its	prevalence	and	incidence	are	likely	to	be	underestimated.	To	
date,	only	about	100	cases	have	been	reported.	4  

The	dermatological	findings	are	nonspecific	and	heteroge-
neous.	In	children,	the	most	frequent	presentation	is	genital	edema.1 
In	adults,	the	presence	of	nodules	and/or	plaques	is	more	common,	
especially in the lower limbs.1 There is no established correlation 
between	the	activity	of	the	skin	lesions	and	gastrointestinal	impair-
ment.	In	most	cases,	MCD	affects	patients	with	ongoing	CD;	howev-
er,	it	may	precede	the	gastrointestinal	condition,	making	diagnosis	
even	more	difficult.5,6 

Other	skin	manifestations	associated	with	CD	are	erythema	
nodosum,	oral	aphthae,	pyoderma	gangrenosum,	as	well	as	autoim-
munities	and	dermatoses	secondary	to	nutritional	deficiency.7  

Cutaneous	 histological	 findings	 are	 non-caseous	 granulo-
mas,	with	Langerhans	and	foreign	body	giant	cells,	histiocytes,	lym-
phocytes,	plasmocytes,	 and	eosinophils,	which	are	 similar	 to	gas-
trointestinal	findings.	Necrobiosis	and	perivascular	granulomatosis	
have also been described.5,6

Since	 cutaneous	 lesions	 are	 clinically	 inespecific,	 the	 di-
agnosis	of	MCD	relies	on	 the	dermopathological	findings	 and	on	
the exclusion of other granulomatous diseases and infections.6 The 
main	differential	diagnosis	is	sarcoidosis;	however,	in	our	country,	
ectopic	schistosomiasis,	fungal	and	mycobacterial	infections	should	
also be excluded.

Treatment is based on case reports and is usually unsat-
isfactory.	 Topical	 and	oral	 steroids	 are	 the	mainstay	 of	 treatment,	
followed	by	metronidazole.	Severe	and	refractory	cases	usually	re-
spond	to	TNF	alpha	inhibitors,	particularly	infliximab.	Although	the	
patient	was	being	treated	with	the	latter,	cutaneous	lesions	showed	
significant	improvement	with	the	introduction	of	oral	steroids.	The	
use	of	other	immunosuppressant’s	drugs,	thalidomide,	surgery,	and	
topic tacrolimus has also been reported. 2,8q
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FIgure 2:	Erythematous	scaly	papules	on	the	anterior	trunk

FIgure 3:	Superficial	perivascular	lymphocytic	infiltrate	with	poor-
ly	defined	granuloma	

FIgure 4: Resolution of lesions and scar on the biopsy site 
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Abstract:	Metastatic	Crohn’s	disease	is	a	rare	skin	manifestation,	defined	by	granulomatous	skin	lesions	that	are	discontinu-
ous	to	the	affected	gastrointestinal	tract	and	histopathologically	resembling	inflammatory	bowel	lesions.	Up	to	44%	of	patients	
with	Crohn’s	disease	have	cutaneous	manifestations,	of	which	metastatic	lesions	are	the	least	common.	We	present	a	case	of	
an	adolescent	with	refractory	Crohn’s	disease	and	persistent	papules	and	plaques	on	the	skin.
Keywords:	Crohn’s	disease;	Granuloma;	Granulomatous	disease,	chronic;	Skin	manifestations




