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Figure 1. (A) Gastroscopic find-
ings. It shows a fistula open-
ing to the cecum with shal-
low ulceration at 2™ portion
of the duodenum. (B) Colo-
noscopic findings. It shows a
large polypoid mass like an
intussusception at the proxi-
mal ascending colon. How-
ever, opening of the fistula is
not found.

Figure 2. (A) Upper GI series with gastrograffin. It shows fistular communication between duodenal bulb and distal ileum (arrow). (B,
C) Abdominal CT shows thickening of terminal ileal loop and fluid collection between Vi portion of the duodenum and ascending
colon suggesting a fistula (arrow). The tract of the fistula is seen on the right side of the 2™ portion of the duodenum. B, Duodenal

bulb.
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Figure 3. (A) Surgical specimen. Serosal surface shows fibrous adhesion and shortening of the colon. Arrow is the ilececal valve or a
polypoid lesion (arrow). (B) Ascending colon shows deep penetrating ulcers with granulation tissue and heavy infiltration of
lymphocytes (H&E stain, x100). The ulcers are nonspecific but are consistent with the intestinal Behcet’s disease.
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ABSTRACT

For intestinal Behcet’s disease, the common complica-
tions are intestinal perforation, bleeding and fistula for-
mation. Among these, fistula formation is mostly asso-
ciated with previously performed surgeries and it is rare
that fistulas form spontaneously. We experienced a case of
Behcet’s disease with duodenoileal fistula, and the patient
does not have any previous surgery. A 57-year-old male
patient was admitted due to persistent diarrhea and weight
loss. He was diagnosed with intestinal Behcet’s disease 6
years ago. On the 2" portion of the duodenum, an
opening to the colon was found on gastroduodenoscopy.
As we rechecked the lesion with performing a gastro-
graffin upper GI series, there was a fistula between the
2™ portion of the duodenum and ileum. So we performed
right hemicolectomy and duodenojejunostomy and we
confirmed the duodenoileal fistula. Overall, we would like
to suggest that this case was a case of Behcet’s disease
with spontaneous duodenoileal fistula. (Korean J Gastro-
intest Endosc 2006;32:57-61)
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