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A 53 year old woman presented with a one year history of a
painful swollen left ankle which prevented full weight bearing.
She attributed this to an episode of minor trauma in which she
tripped and twisted the ankle. Radiologically there was no
evidence of bony injury at the time of the incident.

Her past medical history included Crohn’s disease, which
had necessitated a small bowel resection for a stricture in 1982
but which had been quiescent for many years apart from a
mild anal stricture not requiring surgical intervention. She was
a lifelong non-smoker.

Clinically, there was marked soft tissue swelling and exqui-
site tenderness over the lateral aspect of the ankle joint. Uni-
lateral toe clubbing in the same foot was also seen but no evi-
dence of clubbing elsewhere (fig 1). True ankle and subtalar
joint movements were unrestricted. She was not cyanosed and
no abnormalities were detected in either the respiratory or
cardiovascular systems. Digital rectal examination disclosed a
small anal stricture.

Figure 1

Plain radiographs demonstrated a normal ankle joint but
marked periosteal reaction around the distal tibia and proximal
fibula (fig 2). A subsequent technetium 33P isotope bone scan
showed unilateral uptake within the distal shafts of the left tibia
and fibula together with uptake in the left great toe (fig 3). Mag-
netic resonance imaging confirmed periosteal new bone forma-
tion with surrounding tissue oedema but no evidence of infiltra-
tive pathology within the marrow cavity. Routine blood tests
showed haemoglobin 129 g/l (normal 115–165), white cell
count 7.59 × 109 (normal diVerential), erythrocyte sedimenta-
tion rate 40 mm/1st h, C reactive protein 3.1 mg/l, á1 glycopro-
tein 1.3 g/l (normal 0.47–1.25), and alkaline phosphatase 137
U/l (normal 42–121). The autoantibody screen, pANCA, and
cANCA profiles were negative. Serum complement and chest
radiography were normal.

Hypertrophic osteoarthropathy is a rare extra-articular
manifestation of Crohn’s disease and has been well docu-
mented in the literature.1–4 There appears to be no reported
evidence of one limb being aVected and, in particular, no
mention of isolated presentation in one leg. Characteristically,
it is bilateral and more commonly aVects the hands. The labo-
ratory indices in this case do point to mild activity of this
patient’s inflammatory bowel disease despite little clinical evi-
dence to support this. Typically, hypertrophic osteoarthropa-
thy tends to correlate with disease activity, but equally it has
been noted in cases where the underlying bowel inflammation
is quiescent.4
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