
SUMMARY
Aim: to evidence extraoral and intraoral, subjective and objective, 

symptoms by patients with Crohn’s disease and ulcerative colitis, depending 
of the disease’s phase.

Material and Method: to realize the established aim, 12 patients 
(8 with Crohn’s disease and 4 with ulcerative colitis) were followed at the 
Clinic for gastrointestinal diseases. All patients went through exceptional 
anamnesis and clinical control (inspection and palpation). All examinees 
were examined in both phases - exacerbation and reemission.

Results: As extraoral symptoms, arthralgia, sarcoidosis, 
thrombophlebitis, anaemia, oedema of the face and mouth were pointed out. 
The anaemia is mostly present in patients with Crohn’s disease (63%) and 
ulcerative colitis (75%). After that, on the patients oedema of the mouth is 
evidenced in 38% of patients with Crohn’s disease and 25% of patients with 
ulcerative colitis. From the subjective symptoms, symptoms such as illness, 
firing/fry, and glow were indicated; at the phase of exacerbation, these 
symptoms were indicated by all 8 patients with Crohn’s disease. Also by all 
patients with clinical diagnosis of ulcerative colitis, illness was present and 
only 3 out of 4 had an indication of firing and glow. From intraoral dental 
symptoms in both diseases, aphtous stomatitis and glositis were often present. 
In the exacerbation phase, in patients with Crohn’s disease, aphtous stomatiits 
was always present, and glositis in 88% of patients. In the remission phases, 
the subjective dental symptoms evidently decreased. Considering ulcerative 
colitis, the findings were identical, aphtous stomatitis and glositis were 
present in all 4 examinees. Piostomatis vegetans was present by 63% of 
patients with Crohn’s disease, and of patients with ulcerative colitis.

Conclusion: the profound clinical manifestation in examinees in the 
exacerbation phase is due to pathogenetical activities in the gastrointestinal 
tract. The oral cavity as a beginning part of the gastrointestinal tract, a 
similar histological changes and disruptions are shown. For that reason, the 
most important role of the dentist is to diagnose gastrointestinal disruptions.
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Introduction

Dentists and gastroenterohepatologysts put their effort 
and attention for diagnosis and treatment of certain diseases 
of digestive system. Contrary to gastroenterohepatologysts, 
dentists take care of the oral cavity as the initial part of 
digestive system. Although, each one is diagnosing and 
threat different pathology, their points of view and focuses 

correlate very often in the clinical practice. Digestive 
system is a long muscular tube which initial part is the oral 
cavity, through which food and secretions are transmitted 
toward rectum. Histological analogy, familiarity and 
correlation of oral cavity and other parts of the digestive 
system determinate certain gastrointestinal disorders to 
give repercussions in the oral cavity.

Having that in mind, dentists should recognize, 
diagnose and treat oral lesions and infections that are 
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related with digestive diseases. In fact, the role of the 
dentist is quite heterogeneous: from disease detection 
which is not diagnosed yet, to adjusting dental treatment 
with medical treatment that impacts oral health. 

Gastrointestinal diseases that mostly affect oral 
cavity are: ulcerative colitis and Crohn’s disease. 
There are many articles in medical and dental literature 
that describe extra abdominal and oral expression of 
Crohn’s disease and ulcerative colitis. Well-known 
and in practice often found oral expressions in relation 
with inflammation of the large intestine are: vegetative 
pyostomatitis, aphthous ulcers, cobbled look of 
oral epithelium, epithelium shrinks granulomatous 
inflammation of small salivary glands, candidiasis and 
angular cheilitis2,4- 6,8,12,14,18.

Ficcara at al6 were examining the connection 
between Crohn’s disease and vegetative pyostomatitis 
of oral mucosa, which is the marker of intestinal 
inflammation. The authors describe a 45-year-old woman 
with diarrhoea present around 6 months and persistent 
painful oral ulceration. The tongue was striated and in 
the area of oral commisurrae pustules were present from 
which Staphylococcus simulans was isolated.

It is well known that changes in the oral cavity may 
appear year or more before the first signs of inflammation 
in the bowel has been registered4,15. However, Crohn’s 
disease and ulcerative colitis are of special interest to 
dentist due to accompanying changes in the mouth and the 
influence of the medical therapy over the dentist treatment.

Clinical course of these diseases is characterized 
by episodes of acute attacks (phases of exacerbation) 
and phases of remission. This results in patient’s long 
time suffering due to difficulties and slow treatment. 
Nowadays, dental literature presents data that indicate 
the presence of antimicrobial proteins in saliva, as well 
as bacterial and fungal infection in patients with Crohn’s 
disease and ulcerative colitis having oral changes1,9,13,16,17.

The aim of the study was to find out extra abdominal 
changes in patients with Crohn’s disease and ulcerative 
colitis and to evidence subjective symptoms and objective 
changes in the oral cavity in both stages of the diseases 
(exacerbation and remission), as well as to register intraoral 
similarities and differences in patient with these 2 diseases.

Material and Method 

For realization of the established aim, 12 patients (8 
with Crohn’s disease and 4 with ulcerative colitis) were 
followed at the Clinic for gastrointestinal diseases (Faculty 
of Medicine) and the Department of periodontology and oral 
disease (Faculty of Dentistry) in Skopje. Exceptional medical 
history data (epidemiological characteristics of the disease - 
gender, age, duration of disease) and subjective symptoms 
(pain, glow, burning) were collected from all the patients.

With clinical evaluation we noted extraoral and 
intraoral symptoms. Extraoral signs were: arthralgia, 
sarcoidosis, thrombophlebitis, anaemia, face oedema, 
lips swelling. Intraoral signs were: aphthous stomatitis, 
vegetative pyostomatitis, deep linear ulceration, angular 
cheilitis, indurative polypoid formation, glossitis, pale 
mucosa, oral hairy leukoplakia. All examinees were 
examined in both phases of exacerbation and reemission. 

Results

The results of our research are presented in tables 
and charts. Charts 1 and 2 present gender and age of 
patients with Crohn’s disease and ulcerative colitis. Of the 
total number of patient suffering from Crohn’s disease, 
50% were women and 50% were men. 1 male patient 
(25%) had ulcerative colitis and 3 women (75%). Both 
diseases were found in population older than 20 years, 
mostly at the age 31-50 years.

Table 1 presents extraoral characteristics of 
patients with Crohn’s disease and ulcerative colitis in 
phases of exacerbation and remission. In the phase of 
exacerbation, in patients with Crohn’s disease anaemia 
was most frequent, in 5 of 8 patients (63%). In the phase 
of remission, anaemia was present only in 2 of 8 patients 
in phase of exacerbation or remission. In patients with 
ulcerative colitis, in the phase of exacerbation, anaemia 
was also the most frequent (3 out of 4 patients) and other 
conditions (arthralgia, sarcoidosis, thrombophlebitis lip 
oedema) were less frequent. Some intraoral consequences 
of the anaemia in patients with Crohn’s disease and 
ulcerative colitis are presented in figures 1 and 2. 

Subjective symptoms (pain, burning and glowing) 
in patient with Crohn’s disease and ulcerative colitis, in 
both phases of the diseases (exacerbation and remission) 
are presented in table 2. In the phase of exacerbation, all 
8 patients with Crohn’s disease (100%) had subjective 
hardship of pain and burning; however, in the phase 
of remission, only 2 of these patients (25%) felt pain in 
the oral cavity, while one patient (13%) felt burning. In 
the phase of exacerbation, all 4 patients with ulcerative 
colitis had subjective hardship of pain, while burning was 
present in 3 patients (75%). In the phase of remission, 
subjective hardship was less prominent.

Intraoral characteristics among patients with Crohn’s 
disease and ulcerative colitis, in phases of exacerbation 
and remission are presented in table 3. Among intraoral 
signs, we have noticed aphthous stomatitis, Pyostomatitis 
vegetans, indurated polypoid formation, deep linear 
ulcers, pale mucosa, oral hairy leukoplakia, glossitis, and 
angular cheilitis. Some of these signs are presented in 
figures 3-6.

Charts 3 and 4 present a comparative view of 
intraoral signs among patients with Crohn’s disease and 
ulcerative colitis in both phases of the diseases.
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Chart 1.  Gender distribution of patient with: (A) Crohn’s disease and  
(B) ulcerative  colitis

 Chart 2. represents age distribution of patient with : A)Morbus Crohn 
B) Colitis ulcerative

A B

Table  1. Extraoral characteristics of patients with Crohn’s 
disease and ulcerative colitis in phases of exacerbation  

and remission

Extraoral characteristics Crohn’s 
disease (n=8)

Ulcerative 
colitis (n=4)

Phase of 
exacerbation

n =12 number % number %

Arthralgia 2 25 1 25

Sarcoidosis 1 13 1 25

Thrombophlebitis 1 13 1 25

Anaemia 5 63 3 75

Facial oedema 0 0 0 0

Lips oedema 3 38 1 25

Phase of 
remission

 

Arthralgia 1 13 1 25

Sarcoidosis 1 13 0 0

Thrombophlebitis 1 13 0 0

Anaemia 2 25 1 25

Facial oedema 0 0 0 0

Lips oedema 2 25 1 25
Figure1.  Oedema of the lip in the patient with: 
(A) ulcerative colitis, and (B) Crohn's disease

Figure 2. Consequences of anaemia present in patients with Crohn's disease: 
(A) angular cheilitis; (B) cheilitis exfoliativa

A 

B

A B
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Table 2. Subjective symptoms in patients with Crohn’s disease and ulcerative colitis in  
phases of exacerbation and remission 

Subjective symptoms Crohn’s  disease Ulcerative colitis 

Phase of exacerbation

number % number %

pain 8 100 4 100

fry and glow 8 100 3 75

Phase of remission
pain 2 25 1 25

fry and glow 1 13 1 25

Table 3.  Intraoral signs of Crohn’s disease and ulcerative colitis in  
both phases of the disease (in patients with oral symptoms) 

Phases of the 
disease Intraoral signs Crohn’s disease Ulcerative colitis

Exacerbation

number % number %

Aphthous stomatitis 8 100 4 100

Pyostomatitis vegetans 5 63 2 50

Indurated pylipoid formation 2 25 1 25

Deep linear ulcers 2 25 2 50

Angular cheilitis 4 50 2 50

Pale mucosa 2 25 2 50

Glossitis 7 88 4 100

Oral chairy leukoplakia 1 13 1 25

Remission

Aphthous stomatitis 3 38 1 25

Pyostomatitis vegetans 2 25 2 50

Indurated pylipoid formation 1 13 1 25

Deep linear ulcers 1 13 1 25

Angular cheilitis 2 25 1 25

Pale mucosa 2 25 2 50

Glossitis 2 25 1 25

Oral chairy leukoplakia 1 13 1 25
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Figure 3.  Cobbled look of the buccal mucosa in patient with  
Crohn’s disease

Figure 4. Pyostomatitis vegetans in patients with Crohn's disease

Figure 5.  Hyperemia in oral epithelium in the patient with  
ulcerative colitis

Chart 3. Comparison of intraoral characteristics among Morbus Crohn 
in a phase of exacerbation and remission

Chart 4. Comparison of intraoral characteristics among Colitis 
ulcerative in a phase of exacerbation and remission

Figure 6.  Aphthous stomatitis in patient with ulcerative colitis: 
(A) buccal mucosa; (B) apex of the tongue

A 

B
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Discussion

Ulcerative colitis and Crohn’s disease are 2 of the 
most frequent intestine irritations in the group of idiopathic 
inflammations. Ulcerative colitis affects mucosa and 
submucosa of the large intestine and Crohn’s disease is 
actually regional enteritis, inflammatory condition that 
affects all layers of the intestine. Nevertheless, these 
2 diseases share many common features, including an 
unknown etiology and not so clear pathogenesis. Both 
diseases are of crucial interest to dentist because of the 
associated changes in the mouth and the consequences 
arising from therapy (especially the use of corticosteroids). 
Therefore, many editorials in medical and dental literature 
are devoted to extra-abdominal and oral signs of intestine 
inflammation1,7,18, or to oral cavity findings9,10.

 From epidemiological aspects of view, both diseases 
demonstrate 3 well-known peaks of incidence. The first, 
which is the highest, in the period between 20 and 24 
years of age, the second between 40 and 44 years of age, 
and the third between 60 and 64 year. After 60 years of 
age, the incidence of ulcerative colitis far exceeds the 
incidence of Crohn’s disease4. Women from England and 
Northern Europe have 30% higher risk for development 
of ulcerative colitis and Crohn’s disease. They often affect 
whites and Jewish people, particularly those originating 
from Central Europe: Russia and Poland.

Our results are somehow contradictory to the 
findings obtained from the literature: the biggest incidence 
was registered in the period between 30 and 50 years of 
age. This study went through the subjective and objective 
extraoral and intraoral changes in phase of exacerbation 
and remission. In phase of exacerbation, of the extraoral 
findings found in patients with ulcerative colitis and 
Crohn’s disease, anaemia was dominantly present. We 
believe that pernicious anaemia arises as a result of blood 
and iron loss, which is more emphasized in the active 
phase of both diseases. Inflammatory bowel mucosa 
can distort absorption of vital nutrients, such as Ca, Fe, 
or folates, which are absorbed in the small intestine. 
Therefore, the reduced absorption due to inflammation 
results in lack of the previously mentioned nutrients, 
which is more noticeable in patients with Crohn’s disease 
than in patients with ulcerative colitis. Diarrhoea is a 
major cause for dysfunctional balance of electrolytes and 
low level of albumin. Lack of iron and folates reflect 
the occurrence of anaemia. In the phase of remission 
symptoms are less prominent. Anaemia is also present 
as a main extraoral symptom, but only in the half of the 
respondents. The applied treatment corrects abdominal 
findings and decreases the number of patients with 
anaemia, which explains the obtained findings of our 
study. Concerning other extraoral signs, oedema of lips 
was noticed more often in patients with ulcerative colitis, 
which was also noticed by Ming14 and Yamada10.

Among intraoral objective findings in patients with 
ulcerative colitis in the phase of exacerbation, aphthous 
stomatitis was the most prominent symptom, followed by 
glossitis, pyostomatitis vegetans and angular cheilitis. We 
presume that aphthae are the consequence of the lack of iron, 
folic acid, Vitamin B12, intestinal absorption dysfunction 
and loss of blood. Aphthae were still present, although 
in a smaller number, even in the phase of remission of the 
disease. We believe that their persistence is due to the effect 
of the applied therapy (treatment with sulfasalizine, salofalk 
and other drugs results in occurrence of new ulcers or 
longer persistence of already existing aphthae - these drugs 
are excreted through saliva and they irritate oral mucosa). 
The new eruptions in these patients are often a forerunner 
of a new surge of the disease. Question which needs to be 
answered is the following:  are aphthae a typical sing of the 
disease, disease forerunner, only a random clinical finding, 
or the consequence of the present anaemia?

By frequency of presence, at these patients intraoral 
Pyostomatitis vegetans (deep proliferative lesions) is 
present. Their appearance in the oral cavity is related to 
the impact of circulating human immune complexes, 
whose creation shall encourage the intestine antigen or 
damaged lining of the colon. The other very often present 
sign of the Crohn’s is a cobbled mucous look21. This 
morphological change is a reflection of granulomatous 
changes that represent the main reason of Crohn’s disease. 
The consequences of dysfunctional absorption are visible 
through other present signs: pale mucosa, angular cheilitis 
and glossitis. These signs are more prominent among 
undiagnosed cases, in the acute phase of the disease, or 
when the disease is poorly controlled.

In a phase of remission, intraoral clinical signs in 
patients with Crohn’s disease could still be present, but in 
a fewer number of patients. We believe that the improved 
absorption in the intestine has a positive effect on the 
patients’ oral status.

Subjective symptoms in a phase of exacerbation, 
as pain, burning and glowing, are due to the presence of 
eroded or ulcerated areas. In the phase of remission, there 
is a gradual normalization of the regulatory mechanisms 
and a decrease of subjective symptoms in patients with 
ulcerative colitis and Crohn’s disease.

Finally, it might be concluded that clinical symptoms 
among most of the respondents in the phase of exacerbation 
where the consequence of the events in the gastrointestinal 
tract. The oral cavity, as mirror of general health status 
of each individual, especially reflects disorders of the 
digestive system. Therefore, the important role of the 
dentist is to recognize oral changes, diagnose them and 
treat the consequences of ulcerative colitis and Crohn’s 
disease. From this point of view, the inter-departmental 
clinical and technical cooperation with the colleagues 
from gastroenteropatology departments is of particular 
importance. We hope that it would facilitate treatment and 
increase the quality of life of this category of patients. 
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