
To the Editor,

Despite the similarities between the clinical features 
of inflammatory bowel disease (IBD) and Behçet’s Syn-
drome (BS), their coexistence is uncommon (1). Here, 
we report a patient diagnosed with BS during clinical 
follow-up for ulcerative colitis (UC). Informed consent 
was obtained from the patient.

A 32-year-old man was admitted to the gastroenter-
ology outpatient clinic with abdominal pain, bloody 
stools 6 to 7 times per day, and arthralgia and swelling 
of his right knee. He had a history of UC for three years 
and was treated with 5-ASA. The patient was hospital-
ized with the diagnosis of UC reactivation. During his 
physical examination, his temperature was 37.4°C, and 
he had a mucosal ulcer on his lower lip, two genital 
ulcers, an erythema nodosum-like lesion on his right 
lower extremity and arthritis of his right knee (Figure 
1). A complete blood count showed mild leukocyto-
sis (12700/mm3). Blood chemistry data were within 
the normal ranges. An elevation in C-reactive protein 
(15.9 mg/dL) was observed. No infectious pathogens 
were discovered in the stool sample. Colonoscopy re-
vealed a diffusely fragile and hyperemic mucosa, with 
ulcerations throughout the entire colon and small 
pseudopolyps consistent with UC (Figure 2). Biopsies 
were taken to exclude Cytomegalovirus and E. histo-
lytica infections and to confirm of the diagnosis of UC. 
Histopathological findings showed inflammatory cell 
infiltration of the lamina propria, crypt destruction and 
goblet cell depletion. Neither granulomas nor lesions 
consistent with vasculitis or infectious pathogens 
were noted in the histopathologic specimens. Treat-
ment was commenced with mesalazine (3 gr/day), 
methylprednisolone (40 mg/day) and azathioprine  
(2 mg/kg/day). Although we suspected that the ex-
traintestinal symptoms were associated with UC, der-

matology and rheumatology consults were requested 
for the oral and genital ulcers. Crystal arthropathies 
and septic arthritis were excluded by arthrocentesis. 
Sacroiliitis was demonstrated by pelvic x-ray analysis. 
The pathergy test was positive, and the ophthalmo-
logical examination revealed no evidence of uveitis. 
The patient was diagnosed with Behçet’s Syndrome 
(BS) according to the International Study Group for 
Behçet’s disease (ISG) criteria, and treatment was com-
menced with colchicine and triamcinolone (2). On the 
third day of treatment, the diarrhea abated, and the 
abdominal pain and symptoms of arthritis and erythe-
ma nodosum significantly improved. 

We diagnosed the patient with coexisting ulcerative 
colitis and Behçet’s disease rather than with intestinal 
Behçet’s disease. The improvements of colonic inflam-
mation and systemic findings were considered to be in 
response to steroid therapy. 
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Figure 1. a-d. Genital ulcer (a), oral ulcer (b), erythema nodosum 
(c), pathergy positiveness (d).
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We planned to taper the steroid dose and continue treatment with 
mesalazine, azathioprine and colchicine. Then, we discharged 
the patient.

Inflammatory bowel disease and BS share common clinical 
features such as arthritis, erythema nodosum, and uveitis (3,4). 
Additionally, the differentiation of intestinal involvement be-
tween BS and Crohn’s disease might be difficult (5). It is im-
portant to determine whether the patient has BS with IBD-like 
lesions, IBD with BS-like extraintestinal complications or both 
BS and IBD (6). Unless we diagnose and properly treat such pa-
tients, vascular aneurysms of BS can be life threatening, and 
panuveitis associated with BS can result in vision loss. Because 
the management and treatment of BS and IBD are markedly 
different (7), we suggest that during the initial presentation of 
a patient with suspected IBD, a diagnosis of BS also be consid-
ered and ruled out, using the ISD criteria as a guideline, espe-
cially if extraintestinal findings such as genital ulcers or a posi-
tive pathergy test are present.
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Figure 2. a-d. Colonoscopic appearance.
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