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Erosive arthritisin juvenile
onset Crohn’s disease

Sirs,

In Crohn’s disease arthropathy, evolution to
chronicity with radiographic erosive lesions
has been rarely reported (1, 2).

We recently encountered the case of a 22-
year-old man who presented in September
1992 (at 15 years of age) with arthritis of the
left ankle, followed by the involvement of
the wrists and elbows. An initial diagnosis
of juvenile chronic arthritis was made and
the symptoms were improved by NSAIDs.
In May 1993, he was admitted to the Emer-
gency Department for appendicitis. The sur-
geon found a magma involving the terminal
ileum and caecum and did a partia resection
of the gut. Histology revealed evocative fea-
tures of Crohn’s disease. The patient began
to complain of chronic diarrhoea without
blood which were improved by mesalazine
treatment. The patient presented in Septem-
ber 1999 with arthritis of the left ankle, the
wrists, the elbows and inflammatory buttock
pain. Clinical examination disclosed synovi-
tisof the right wrist, left elbow and right an-
kle. The hips and lumbar spine were free of
involvement, with a Schéber of 6 cm.
Laboratory analyses showed: ESR 60 mm/
1st hr, hemoglobin 8.1 g/dl, mean cell vol-
ume 578, rheumatoid factor negative by the
latex and Waaler-Rose tests, as were anti-
nuclear antibodies. HLA-B27 was absent. X-
rays showed bilateral sacroiliitis stage 3, nar-

Fig. 1. X-ray of the left elbow showing narrow-
ing of the joint space with erosive lesions.

rowing of the left coxofemoral joint, and ero-
sive arthritis of the left elbow (Fig. 1).
Colonoscopy revealed inflammation and ul-
ceration from the hepatic flexure to the | eft
colon consistent with Crohn’s colitis. Biop-
sies revealed acute and chronic inflammatory
changes and confirmed the diagnosis of
Crohn’ s disease. The patient improved symp-
tomatically with indomethacin and sulfa-
salazine.

From the early description of the association
of periphera arthritis and sacrailiitis with ul-
cerative colitis and Crohn’ s disease, theidea
emerged that inflammatory bowel diseases
(1BD) might belong to the spondyloarthro-
pathy concept. Arthropathy is the common-
est extra-intestinal manifestation of Crohn’s
disease (3-9). The most common presenta-
tion is a benign, peripheral, seronegative ar-
thritiswhich occursin 3-23% of patientswith
Crohn’s disease (2). It is characterized by
migratory and at times symmetric polyarthri-
tis affecting primarily the large joints of the
legs. Control of the intestinal disease will fre-
quently result in amelioration of the arthropa-
thy. Histopathol ogic examination of involved
synovium usually shows nonspecific inflam-
mation which is thought to be mediated by
immune complex deposits. However, cases
of granulomatous erosive arthritis have been
reported (3-5). AS, clinically indistinguish-
able from theidiopathic form, isobserved in
5-8% of cases. In up to 75% of this subgroup
of patients HLA B27 antigen is present. |so-
lated and bilaterally symmetric sacrailiitisis
seen in 11-19% of Crohn’s disease patients;
this form, which is not associated with the
antigen HLA B 27, usualy presents with peri-
pheral arthritis. Our patient can be classified
in this category. Elbow involvement has been
reported only in one observation in a 49-year-
old woman who presented a chronic polyar-
thritis resembling rheumatoid arthritis (7).
Many predictive factors of erosive arthritis
can be advanced from the literature: juvenile
onset, the presence of spondyloarthropathy
and severe intestinal involvement. Our pa-
tient had all of these factors. Treatment is
based essentially on sulfasalazine, which is
effective against the intestinal and articular
lesions. Synoviortheses of theinvolved joint
can stop the erosive processiif it is carried
out early.
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Microscopic perineuritis.
An unexpected finding of
post-her petic neuralgiain
atemporal artery biopsy

Sirs,

Post-herpetic neuralgia (PHN) is defined by
pain persisting more than 3 months after the
end of the acute period (1, 2). Nearly all pa
tients have pain in association with acute
herpes zoster, and 10-70% have PHN, which
can develop after apain-freeinterval (1). Per-
ineuritisis a histopathol ogic finding charac-
terized by inflammatory cell collection
around periphera nerves. This entity has been
observed in nervesinfected by herpesvirus,
both smplex or zoster (3,4), and has dso been
described in some patients with PHN (5).
We report the case of a patient with ophthal-
mic PHN, in whom atemporal artery biopsy
was performed, and a perineuritic lesion near
the temporal artery was found. To our knowl-
edge no other cases of perineuritisin atem-
pora artery sample from a patient with PHN
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and healed cutaneous herpes zoster have been
communicated.

A 71-year-old woman was admitted because
of malaise, weakness and exertional dyspnea
for the past 3 months. Her medical history
included hypothyroidism due to autoimmune
thyroiditis, mild hypertension, dyslipemia
and myocardial infarction 2 years before.
Three months before admission she suffered
aleft ophthalmic herpes zoster infection
which affected the left frontal and temporal
skin territories. No ocular involvement was
noted. Although the cutaneous lesions healed
in 2 weeks, post-herpetic neuralgia remained
and was treated with carbamazepine with im-
provement. Her physical examination was
unremarkable except for an intense palor. No
overt signs of cardiac failure were present.
No skin lesions were found. Hematologic
laboratory values disclosed hemoglobin 91
gr/L, hematocrit 28%, MCV 95fL, and are-
ticulocyte count of 59 x 10%/L. Blood chem-
istry determinations revealed an ESR of 124
mm and creatinine 2.4 mg/dL. A chest x-ray
showed only dlight cardiomegaly. Serologi-
cal tests for syphilis were negative. Thyroid
function was normal aswere folic acid, B12
vitamin, ferritin and erythropoietin levels. A
bone marrow aspirate demonstrated anemia
of chronic disease. Because there was no clear
cause of the constitutional symptoms and el-
evated acute phase reactants, and despite the
normal appearance of her temporal arteries,
she underwent a left temporal artery biopsy
and a mild mononuclear inflammatory reac-
tion around the nerve close to the normal ar-
tery was observed (Fig. 1). No vasculitiswas
found, and the patient declined additional di-
agnostic procedures. Because of the appear-
ance of proximal myalgia suggesting polymy-
agia, prednisone 20 mg/day was started and
subsequently tapered with good recovery.
Worrell et al. studied the histopathologic
changes in 48 dermal nerves involved by
herpesvirusinfection, both simplex and zos-

ter, and all cases showed perineural inflam-
mation consisting of a dense mixed neutro-
philic and predominantly lymphocytic infil-
trate (3). Virtudly half of the cases presented
intraneural infiltration and neuronal necro-
siswith an intraneural viral cytopathic effect.
Leukocytoclastic vasculitis features accom-
panied perineuritisin 67% (3).

Herpes zoster ophthalmicusis characterised
by involvement of thefirst trigeminal branch,
and ocular involvement occurs in approxi-
mately 50% of patients. Vasculitis and peri-
neuritis can be seen when optic nerve and
posterior ciliary arteries and nerves arein-
volved (4). Nevertheless thereis no clear in-
formation about the pathogenesis of post-
herpetic neuralgia and neuropathic pain. Re-
cent studies suggest that although the nocic-
eptive neurons are functionaly preserved (2),
chronic pain is associated with the loss of cu-
taneous sensory nerve terminals in post-her-
petic neuralgia (2, 5). Watson et al. described
the post-mortem findings in 5 cases of post-
herpetic neuralgia. These included marked
loss of myelinated axons in the nerve and/or
sensory root, and in 2 cases a marked inflam-
matory process in the nerve (6).

Perineuritis has indeed been observed in other
neuropathic diseases causing long-lasting
neuralgia (7-9). Persistence of perineural mo-
nonuclear cell inflammation several months
after skin healing may then constitute a patho-
genic mechanism for some cases of post-her-
petic neuralgia.

A number of histopathologic changes can be
discovered in atemporal artery biopsy which
may lead to the diagnosis of diseases other
than giant-cell arteritis. These include amy-
loidosis, lymphoma, Kimura disease and
other vasculitides such as polyarteritis nodo-
sa, Buerger’s disease, Wegener's granuloma-
tosis and Churg-Strauss syndrome (10).

Up to now no cases of perineuritis near the
temporal artery have been communicated.
When alesion compatible with perineuritis

Fig. 1 Tempord ar-

« tery biopsy showing
anormal artery with
amild mononuclear
inflammatory reac-
tion around a nerve
(detail).
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in atemporal artery biopsy is observed, a
preceding infection for herpes zoster in this
area should be suspected.
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