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Abstract: 

Behcet's Disease, also known as Behcet's syndrome, is a rare, chronic, autoimmune, auto inflammatory disorder of unknown 

origin. Its manifestations are thought to be caused by vasculitis resulting in damage to blood vessels throughout the body. The 

disease is named for the Turkish dermatologist, Dr. Hulusi Behcet, who in 1937 described a triad of oral ulcers, genital ulcers 

and ocular inflammation. In this case, we describe a case of acute myocardial infarction secondary to coronary artery 

involvement of Behçet's disease in a patient who was diagnosed with Behçet's disease 15 years ago from aphthous lesions in his 

mouth and genital area. 

Keywords: Behçet's disease, myocardial infarction. 

Introduction: 

Behçet’s disease was first defined in 1937 by a Turkish 

doctor Hulusi Behçet. It is one of the rare diseases defined 

by a Turkish doctor in the medical history. The most typical 

characteristic of Behçet’s disease is lession called aphthae 

recurring in oropharynx and genital regions. The status 

accompanied by both aphthae and uveitis is defined as Tri 

Symptom Behçet. 

Behcet's disease is defined as a systemic vasculitis that can 

affect both arteries and venules, and can cause lesions in 

every affected vessel. Although Behçet's disease has a low 

rate of cardiac involvement, it increases mortality. Acute 

myocardial infarction may develop due to coronary artery 

involvement but is rare. In this case, we describe a case of 

acute myocardial infarction secondary to coronary artery 

involvement of Behçet's disease in a patient who was 

diagnosed with Behçet's disease 15 years ago from aphthous 

lesions in his mouth and genital area. 

Case: 

A 55-year-old male patient with a history of aphthous 

lesions in his mouth and genital area 15 years ago who had a 

diagnosis of Behçet's disease and had a 0.5 mg 1x1 

colchicine treatment and a history of peptic ulcer-associated 

partial gastrectomy was admitted to emergency clinic with 

complaint of melenea. Patient's blood pressure was 100/60 

mmHg, pulse was 108 / min, hemoglobin was 10 mg / dL. 

Patient had a history of coronary angiography with normal 

results due to chest pain 6 years ago. The patient was 

admitted with a diagnosis of upper gastrointestinal 

hemorrhage due to positive presentation of the rectal 

examination. When control hemoglobin values had 

decreased and melenea continued, the patient underwent 

transfusion of erythrocyte suspension to correct 

hemodynamics. Biliary reflux was detected in the upper 

gastrointestinal endoscopy of the patient who was clinically 

and hemodynamically stable. Colonoscopy was planned for 

patient to investigate the gastrointestinal involvement of 

Behcet's disease. However, acute myocardial infarction 

findings were detected in the ECG of the patient who had 

chest pain at night before colonoscopy. Patient's ECG had 

ST elevations in leads V1-V2-V3-V4, DI, aVL. Coronary 

angiography was performed to patient with laboratory 

values of CK: 2108, troponin T: 6.76, CK / MB: 254.2, Hgb: 

10.4 mg / dl. In coronary angiography; LMCA was normal; 

total occlusion before LAD D1, intermediate artery plate, 

Cx was normal; 70-90% stenosis was detected in the RCA 

mid region (Figure1,2). Thrombus aspiration was performed 

from thrombosed lesion in LAD during the angiography, 

followed by a stent implantation into the lesion (Figure 3). 

Elective intervention was decided for RCA. In the pre-

discharge echocardiography of the patient; ejection fraction 

(EF) was 30-35%; basal and midanteroseptal region was 

severe hypokinetic; apicoanterior, apicoseptum and apex 

were akinetic. Furosemide treatment was continued due to 

cardiac insufficiency in addition to amiodarone therapy 

which was started shortly after the onset of atrial fibrillation 

in cardiology clinic with concurrent therapy of 

acetylsalicylic acid, clopidogrel, trandolapril, 

spironolactone, rosuvastatin treatment. Ivabradine treatment 

was added with the cause of sinus rhythm and tachycardia 

during discharge. 
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Figure 1: LEFT CAUDAL VIEW OF LAD PTCA 

APPLICATION 

 
Figure 2: LEFT CAUDAL VIEW OF LAD TOTAL 

LESION 

 
Figure 3: LEFT LATERAL VIEW AFTER STENT 

IMPLANTATION 

Discussion: 

Behçet's disease is a chronic disease with attacks. It is a 

multisystemic vasculitis with oral aphthae, genital ulcers, 

cutaneous, ocular, gastrointestinal, articular, pulmonary, 

vascular, neurological symptoms and findings.
[1,2]

 Dr. 

Hulusi Behçet described this disease in 1937 as three 

symptomatic diseases (Tri Symptom Behçet) with oral and 

genital ulcers together with hypopyon uveitis.
[3]

 

Although the etiopathogenesis of Behçet's disease is not 

fully known, the most hypothesized hypothesis is an 

uncontrolled immune response triggered by autoantigens 

such as antigen and / or heat shock proteins of viral, 

bacterial, etc. in people susceptible to genetically 

disorders.
[4]

 

Epidemiological studies on Behçet's disease which is most 

commonly seen in Turkey are few.
[5.6]

 It is seen mainly in 

Mediterranean countries, Central Asia, Far East countries. 

Because of its geographical distribution, it is also called 

"Silk Road Disease".
[7]

 In this distribution, it is suggested 

that HLA-B51 expression and environmental factors may 

also be effective from genetic factors.
[8]

 

The average onset age of the disease is around 28 years. The 

average onset age was 23.3 in Turkish patients, 26 in 

Germany and 35.7 in Japan. It is rare in children and after 

50 years, but may start at any age.
[9]

 

The results regarding the distribution of men and women 

vary. In addition to publications reporting that male cases 

are more frequent in the Mediterranean countries, there are 

also publications reporting that there is no difference 

between male and female rates. Pustular lesions, ocular 

findings, vascular lesions are more severe in male patients 

whereas genital aphthae and eritema nodosum are more 

frequent in female patients. In male patients, systemic 

evidence of early onset, HLA B51 positivity is reported as a 

poor prognostic indicator.
[10]

 

Behcet's disease affects the gastrointestinal system by 10-

50%. Gastrointestinal system involvement; 50-60% in 

Japanese patients, 38-50% in English, 1/3 'in Taiwanese 

patients and 1/4 of Spanish patients; In Lebanon, Saudi 

Arabia and Turkey, gastrointestinal involvement is rarely 

seen (0-5%).
[11]

 

In the gastrointestinal system, at the small veins of the 

intestinal wall, and often at the venules, it manifests itself as 

an ulcer due to the formation of vasculitis. Mucosal ulcers 

are most common in the ileocecal region, although they can 

hold any region from the mouth to the anus. The ulcers may 

cause spontaneous perforations, as well as abdominal pain, 

diarrhea, retrosternal burning secondary to esophagitis, 

perianal fistula. The presence of ulcers is an indication of 
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intestinal involvement.
[7,8]

 Colonoscopic examinations can 

easily identify the ulcers located in the colonic region. 

However, as perforation can easily develop during 

colonoscopy, excessive air flow should be avoided. Because 

of easy development of perforation; if a biopsy is to be 

taken, biopsy is recommended after air is aspirated from the 

colon.
[12]

 

For Behcet’s disease; venous involvement is more common, 

although systemic vasculitis affects both arteries and 

venules. Patients are more likely to be presented with 

superficial thrombophlebitis, deep vein thrombosis.
[13]

 Vena 

cava superior, vena cava inferior, dural sinus and Budd-

Chiari syndrome can also be seen.
[14]

 

Arterial involvement is less than venous involvement but 

causes more morbidity. Mostly pulmonary artery, femoral 

artery, popliteal, subclavian and carotis arteries are affected. 

It causes aneurysm, arterial occlusion in arterias.
[15,16]

 

Pulmonary artery aneurysm due to Behcet's disease causes 

hemoptysis most commonly.
[17]

 Pulmonary artery aneurysm 

is an important factor affecting mortality.
[14]

 

Cardiac involvement is rare. However, pericarditis, coronary 

venous involvement, intracardiac thrombosis, 

endomyocardial fibrosis, and coronary artery involvement 

are rarely reported.
[18]

 

Myocardial infarction can develop as secondary to vasculitis 

and coronary angiography of these patients can be detected 

normally.
[19]

 

In our case; patient was admitted because of melenea and 

the upper gastrointestinal system bleeding was considered 

firstly for the patient. Upper gastrointestinal bleeding was 

initially thought to be due to an anterior peptic ulcer in the 

patient, and not considered due to Behcet's disease. 

However, no peptic ulcer was detected in the upper 

gastrointestinal endoscopy of the patient. We can exemplify 

our case as an example of ulcers in Behçet's disease that can 

be seen in the entire gastrointestinal tract. 

In patient's follow up, chest pain and myocardial infarction 

developed. Coroner angiography of the patient which was 

done 6 years ago was normal. This can be seen in Behçet's 

disease eventhough it's rare. 

We have also seen in our case that it causes more serious 

morbidity in arterial involvement, especially in male gender. 

Despite the early intervention of the patient, the ejection 

fraction had decreased to 30-35% .In Behcet’s disease, 

coronary artery involvement is rare, but it shows the serious 

morbidity. 
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