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CASE REPORT

A 25-year-old white woman with no pertinent medical history presented with 2 weeks of fever, hematochezia, and scattered
mucocutaneous ulcers. Physical examination was notable for fever (100.6°F, 38.1°C), tachycardia, tenderness of the right wrist and
metacarpophalangeal joints, diffuse abdominal tenderness, and multiple clean-based ulcerations of the trunk, orolabial mucosa,
vaginal introitus, perianal, and gluteal regions. Pathergy findings were present at peripheral intravenous sites (Figure 1). Consti-
tutional andmucocutaneous findings were initially highly suspicious for a systemic vasculitis, andmore specifically, the patientmet a
number of the International Criteria for the Behҫet disease.1

Initial laboratories indicated anemia, leukocytosis, and elevatedC-reactive protein. Infectiousworkupwas negative forClostridioides
difficile, hepatitis B virus, syphilis, human immunodeficiency virus, yeast, Trichomonas, Chlamydia/Neisseria, herpes simplex virus
1/2, cytomegalovirus, and varicella-zoster virus. Computed tomography showed inflammatory changes andwall thickening from the
distal ileum through the large bowel, including the distal transverse colon and rectum (Figure 2).

Figure 1. Pathergy findings were present at peripheral intravenous
sites.

Figure 2. Computed tomography showing inflammatory changes
andwall thickening from the distal ileum to the large bowel including
the distal transverse colon and rectum.
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An esophagogastroduodenoscopy showed nonbleeding ulcers
along the middle third of the esophagus with erythema of the
gastric body (Figure 3). Pathology of these ulcers demonstrated
acute and chronic inflammation, focal ulceration, and granu-
lation tissue formation. Colonoscopy demonstrated longitudi-
nal, deep, serpiginous ulcers with cobblestone appearance
scattered throughout the rectum, sigmoid colon, and
descending colon (Figure 4). This distribution and appearance
of ulcerations on endoscopy supported a Crohn’s phenotype in

the large bowel, as opposed to the intestinal Behҫet disease
which tends to manifest as round, focal ulcerations.2

Biopsies showed moderate chronic active colitis with significant
crypt distortion, cryptitis, and crypt abscess formation with no
granulomas noted. The patient was subsequently diagnosed with
overlap syndrome including Crohn’s disease and Behҫet disease,
an exceeding rare entity with multiple opportunities for clinical
mimicry.3A regimenof colchicine, corticosteroids, infliximab, and
azathioprine resolved her symptoms, and the patient now dem-
onstrates quiescent disease at 22months of follow-up. Thankfully,
a refractory Behҫet disease (especially cases with intestinal in-
volvement) and severe Crohn’s disease both share a proven re-
sponse to infliximab.4 This case demonstrates the importance of
appreciating extracolonic manifestations of inflammatory bowel
disease, vasculitides presenting with gastrointestinal phenotypes,
and situations when both entities exist.
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Figure 3. An esophagogastroduodenoscopy showing nonbleeding
ulcers along the middle third of the esophagus with erythema of the
gastric body.

Figure 4. Colonoscopy showing longitudinal, deep, serpiginous ul-
cers scattered throughout the rectum, sigmoid colon, and
descending colon.
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