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CASE REPORT
 In April, an 11-year-old boy presented to 
our clinic with neck and anterior chest pain of 1 
week’s duration.  Presenting symptoms included 
dysphagia and odynophagia.  The patient’s height 
and weight were in the 75th and 50th percentile 
respectively, and he had had stable growth since 
birth.  His weight at presentation was 88 lbs.  He 
was subsequently referred to a paediatrician who 
described a low-grade fever, occasional chills, de-
creased appetite, and difficulty swallowing both 
liquids and solids.  At that time, while there was 
no cervical lymphadenopathy, he did have a few 
shallow ulcers on his lips.  Within days, the patient 
developed periorbital edema, a small erythema-
tous patch on the lateral surface of his left arm, 
and five, faint, mildly tender erythematous lesions 
on the fingers of his left hand.  Examination of his 
oral cavity revealed extensive flat, erythematous 
vesicular-like lesions clustered on the midline of his 
lower lip, some of which had erupted to form ul-
cers. There were no other significant findings and 
the patient’s past medical history was unremark-
able.  The patient was fully immunized and had no 
allergies. Laboratory investigations, including basic 
haematological and microbiological examinations, 
parasitology and urinalysis, yielded normal results.  
An x-ray of his neck and chest were normal, as was 
an upper GI series.  An eye examination showed 
aseptic conjunctivitis.
 The patient was subsequently evaluated 
by the department of Rheumatology at the local 
Children’s Hospital and was diagnosed with “query 
Kawasaki disease,” despite the insidious course of 
the illness.  After receiving a course of intravenous 

gamma-globulin, his symptoms quickly resolved 
and he was discharged home on low-dose Aspi-
rin. He continued the Aspirin and was seen in the 
Pediatric Cardiology Clinic for follow-up 2 months 
later. Physical examination and an echocardiogram 
revealed no evidence of coronary involvement and 
the Aspirin was discontinued. The patient’s weight 
had decreased to 85 lbs. Unfortunately, the patient 
complained of upper quadrant pain and fatigue on 
a daily basis throughout the summer and was seen 
by a paediatrician in October.  His mother stated 
that his oral intake had decreased and he experi-
enced occasional abdominal cramping following 
meals.  Despite sleeping normally, the patient had 
decreased energy.  There had been no fever, joint 

pain, rash or oral-ulcers. Bowel movements were 
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figure 1. Extensive flat erythematous vesicular-like lesions are evident 
on the lower lip and periorbital erythema and edema is seen bilaterally. 
The patient complained of dysphagia and odynophagia.
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normal, with no blood in the stool and only occa-
sional diarrhea.  The patient was diagnosed with 
gastritis secondary to Aspirin use or cholelithiasis, 
since Kawasaki Disease can temporarily elevate 
lipids and triglycerides.  A one month trial of Ra-
beprazole 20 mg p.o. daily was prescribed.  Blood 
work and an abdominal ultrasound were ordered 
and follow-up was scheduled within 1 month. 
 Two weeks following his presentation to 
the paediatrician’s clinic, the patient presented to 
the local Children’s Hospital with a sudden onset 
of severe right lower quadrant abdominal pain.  He 
had a history of abdominal pain, anorexia and low 
grade fever for 3 days prior to presentation.  An ab-
dominal ultrasound revealed a perforated appendix 
with an abscess. He was admitted to hospital and 
put on Ampicillin, Gentamicin and Metronidazole.  
An abdominal CT scan showed a thickened appen-
dix with an appendicolith present.  There was also 
thickening of the terminal ileum and evidence of a 
fluid-filled abscess.  Interventional Radiology was 
consulted and a drain was inserted to drain the ab-
scess. 

 The Gastroenterology Service suggested 

that inflammatory bowel disease (IBD) might be a 
possibility, as additional information from the pa-
tient’s mother revealed that her second cousin had 
Crohn’s disease.  Upon further investigation, the 
patient had an elevated erythrocyte sedimentation 
rate of 53 mm/hr and a C-reactive protein of 26.9 
mg/L.  Albumin and total protein were both nor-
mal at 35 g/L and 80 g/L respectively.  The patient 
weighted 81 lbs. A fistulogram was negative and 
the antibiotics were stopped after a total of 9 days.  
The patient returned to baseline and was sched-
uled for follow-up in the IBD Clinic within 2 weeks. 
 On presentation to the IBD clinic in Novem-
ber, the patient was still experiencing fatigue, poor 
appetite, and had some intermittently loose stools.  
There was no blood present in the stools.  Physical 
examination was normal, except for mild clinodac-
tyly.  Diagnostic imaging revealed that the terminal 
ileum had mucosal irregularity in a “cobblestone” 
pattern.  In addition, there was separation of ad-
jacent bowel loops from the terminal ileum, with 
possible thickening of mesentery.  A diagnosis of 
Crohn’s disease was subsequently made.  The pa-
tient was started on a course of prednisone which 
resulted in moderate relief of the gastrointestinal 
problems and stabilization of the patient’s symp-
toms.  Methotrexate or Immuran were subsequent-
ly added to the patient’s regimen. 

dISCUSSION
 Crohns disease is a gastrointestinal disor-
der in which any part of the alimentary tract may 
become inflamed, from the mouth to the anus.  The 
disease is characterized by relapsing and remitting 
signs and symptoms, the most common of which 
are abdominal pain, diarrhea, fever, and weight 
loss.  However, there are numerous extraintestinal 
features, such as arthritis, iritis, and mucocutane-
ous lesions (1). Mucocutaneous lesions, although 
not considered part of the classic triad of fever, 
abdominal pain, and diarrhea, may be more com-
mon than previously thought. Mucocutaneous le-
sions have been reported to occur in 10% to 44% 
patients (2-5). Some of the more common lesions 
include erythema nodosum, pyoderma gangreno-
sum, Sweet syndrome, epidermolysis bullosa ac-
quista and clubbing (6). Numerous oral lesions can 
also be present.  These can include cobblestoning, 
mucosal tags, pyostomatitis vegetans and orofacial 
granulomatosis (7-9).  Nonspecific lesions, such as 
aphthous ulcers, labial and facial edema and gingi-
val erythema and edema are also common (9-11).  
These lesions are also known to precede gastroin-
testinal symptoms in patients with Crohn’s disease 
(19,12,13). Numerous studies have shown that oral 
lesions are often the initial presenting sign/symptom 
of IBD, particularly in children (8-10,12,13). A study 
by Barnard and Walker-Smith found that 80% of pe-
diatric patients with Crohn’s disease had oral lesions 
(14). A study by Galbraith et al described 8 pediatric 
patients with asymptomatic Crohn’s disease who 
presented with mucocutaneous lesions, of which 
the majority were oral and perianal lesions (9).  The 
patient’s ages ranged from 3 to 14 years old and 
common presenting lesions were lip swelling, oral 
ulcers or erosions, pyoderma gangrenosum and 
gingival edema.  Many of these patients were also 
found to have perianal lesions, such as fissures, fis-
tulas, and/or skin tags; however, in only 2 of the 8 
patients was this one of the presenting complaints. 
The time to diagnosis of Crohn’s disease after initial 
presentation with mucocutaneous lesions ranged 
from 3 months to 42 months.  All patients within this 
study denied any gastrointestinal symptoms. We 
report a case of a pediatric patient who presented 
with mucocutaneous lesions, and was initially di-
agnosed with Kawasaki’s, but was subsequently 
found to have Crohn’s disease. Similar to previ-
ous reports, we suggest that Crohn’s disease is a 
common cause of mucocutaneous lesions and that 
unexplained mucocutaneous lesions in a pediatric 
patient should alert the physician to further examine 
the patient to rule out Crohn’s disease (8,9,14).
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