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I nflammatory bowel disease (IBD) is a complex con-
dition formed by two major disorders: ulcerative co-

litis (UC) and Crohn disease (CD)1. Although primari-
ly affecting the gastrointestinal tract, up to 40% of pa-
tients develop a variety of extra-intestinal manifesta-
tions (EIM)2. Based on literature, “Knife-cut” ulcers,
fistulas and/or abscesses and vulvar edema are presen-
tations of vulvar CD3. However, vulvovaginal symp-
toms of IBD are a rare EIM, especially in UC4,5.
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Abstract

Inflammatory Bowel Disease is a complex entity which complications that can lead to long-term repercussions. It includes
two major disorders: ulcerative colitis (UC) and Crohn disease. Although they have different clinicopathologic characteris-
tics, sometimes they overlap, making the diagnosis challenging. These patients can exhibit extraintestinal manifestations, na-
mely vulvovaginal fistulas, with increase burden on health of affected women. We report a case of 30-year-old women with
a longstanding history of UC complaining of vulvar edema, perineal pain and abnormal vaginal discharge with 2 weeks of
duration and whose multidisciplinary approach enabled a new management of her gastroenterological pathology.
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Resumo

A doença inflamatória intestinal (DII) é uma entidade complexa cujas complicações podem ter repercussões a longo pra-
zo nas doentes. Inclui dois grupos principais: a colite ulcerosa (CU) e a doença de Crohn. Embora tenham caraterísticas
clinicopatológicas diferentes, ocasionalmente, sobrepõem-se, dificultando o seu diagnóstico. Estas doentes podem apre-
sentar manifestações extraintestinais, nomeadamente fístulas vulvovaginais, com impacto significativo na sua saúde. Apre-
sentamos o caso de uma mulher de 30 anos com antecedentes crónicos de CU e com queixas de edema vulvar, dor peri-
neal e corrimento vaginal anormal com 2 semanas de evolução, cuja abordagem multidisciplinar estabeleceu uma nova orien-
tação da sua patologia gastroenterológica.
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A 30-year-old woman, G1P0, with a longstanding
history of uncontrolled UC treated with mesalazine
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2000 mg daily presented with an initial 2-weeks his-
tory of vulvar edema, perineal pain and abnormal
vaginal discharge. Following the observation of the-
se findings on gynecological examination, a Bartho-
lin gland abscess was considered, and empirical
treatment with flucloxacillin (500 mg 8/8 h for 15
days), prescribed through the primary health care
center, was initiated. Nonetheless, her complains
have remained and additionally she started to exhi-
bit fever. On physical examination, an asymmetri-
cal vulvar swelling and an exuberant purulent dis-
charge coating her labia were observed. A detailed
inspection revealed the discharge of purulent mate-
rial through small erosion areas located on the inner
side of the labia minora. The perianal examination
was unremarkable. Samples of vulvovaginal exuda-
tes were collected and laboratory evaluation de-
monstrated elevated blood inflammatory markers
(neutrophilic leukocytosis and C-reactive protein le-
vel of 107 mg/L). A pelvic magnetic resonance ima-
ging (MRI) identified two transphincteric fistulas
originating from the internal anal sphincter and ex-
tending into the labia, inflammatory changes throug-
hout the vulvar region, diffuse rectal wall thicke-
ning, and a small perirectal fluid collection commu-
nicating with the rectal wall at the four o�clock po-
sition (Figures 1 and 2).

FIGURE 1 and 2. Images from sagittal (1) and axial (2) Fat Suppressed Contrast-Enhanced T1-weighted pelvic magnetic resonance ima-
ging indicating transphincteric fistulization envolving the labia majora (arrows).

Based on the clinical presentation, imaging findings,
and the absence of typical features associated with UC
such as continuous superficial mucosal inflammation,
the diagnosis was revised from UC to CD. The presen-
ce of complex perianal and vulvovaginal fistulas, trans-
mural inflammation, and deep tissue involvement are
characteristic of CD and exceedingly rare in UC. 
Accordingly, a reclassification to CD was made by con-
sensus through a multidisciplinary evaluation with
Gastroenterology and General Surgery.

The patient was admitted to inpatient management.
Empiric intravenous antibiotic therapy was started
with metronidazole (500 mg twice daily) and cefuro-
xime (500 mg twice daily). Antibiotic switch therapy
for ertapenem (1 g daily) was necessary after the results
of vulvar discharge cultures. Despite clinical improve-
ment after one week, inflammatory markers remained
elevated and a new MRI assessment revealed only
slight radiologic improvement. Thus, surgical treat-
ment was offered and partial fistulotomy with seton
placement was performed by General Surgery team,
specialized in colorectal and perineal pathology, 
without complications. She was discharged on posto-
perative day four.

At the first follow-up visit, she reported cramping
abdominal pain and fecal urgency with diarrhea and a
combination therapy of infliximab with azathioprine
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and budesonide was started. Subsequent clinical re-
cords mention significant clinical improvement.

In summary, awareness of the gynecologic effects of
chronic disease and early multidisciplinary collabora-
tion are crucial for improving health outcomes in wo-
men with IBD, given the potential for long-term reper-
cussions and the absence of standardized management
guidelines.3,4
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