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Summary

Behcet's disease (BD) is a chronic inflammatory disorder, with vasculitis underlying the
pathophysiology of its multisystemic effects. Venous pathology and thrombotic complications
are hallmarks of BD. However, it has been increasingly recognised that cardiac involvement
and arterial complications are also important aspects of the course of the disease. Cardiac
lesions include pericarditis, endocarditis, intracardiac thrombosis, myocardial infarction,
endomyocardial fibrosis, and myocardial aneurysm. Treatment of cardiovascular involvement
in BD is largely empirical, and is aimed towards suppressing the vasculitis. The most
challenging aspect seems to be the treatment of arterial aneurysms and thromboses due
to the associated risk of bleeding. When the prognosis of cardiac involvement in BD is not
good, recovery can be achieved through oral anticoagulation, immunosuppressive therapy,
and colchicine use. In this review, we summarise the cardiovascular involvement, different
manifestations, and treatment of BD.
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1. Introduction
Behcet's Disease was named BD or Behcet's syndrome
when it was first described by Turkish physician Hulusi
Behcet in 1937 (1). BD involves widespread vasculitis
with recurrent oral and genital ulcers and ocular
symptoms as well as musculoskeletal, neurological,
cardiac, pulmonary, and gastrointestinal system
(GIS) involvement. The underlying pathology is an
inflammatory response in the arteries and veins. The
prognosis varies from patient to patient. Some patients
manifest only skin and mucosal lesions, while others may
manifest life-threatening central nervous system (CNS)
and GIS involvement and pulmonary artery aneurysms
(2,3). Cardiac involvement in BD is also referred to as
cardiac BD. Cardiac involvement may occur in the form
of intracardiac thrombus, endocarditis, myocarditis,
pericarditis, endomyocardial fibrosis, coronary arteritis,
myocardial infarction, and valvular disease (4). Recently,
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some studies have demonstrated that subclinical left
ventricular dysfunction in BD progresses at an early
stage (5,6). Based on this background, in this review,
we summarise the cardiovascular involvement and its
manifestations in BD.
2. Epidemiology and pathogenesis
BD mostly affects ethnic groups of Mediterranean and
East Asian origin that have historically settled along the
historic Silk Road route regions. The prevalence of the
disease is 80-370/100,000 in Turkey, whereas it is 1320/100,000 in Japan, Korea, Iran, Iraq, and Saudi Arabia
(7). In Europe, the estimated prevalence differs based
on latitude, with higher prevalences in the south (8).
Regional distribution not only affects prevalence, but also
affects severity of the disease and organ involvement.
For example, it has been reported that GIS involvement
in Turkey is 5%, whereas it is 50% in Japan (9). The
gene frequency of human leukocyte antigen (HLA)-B51,
which is thought to play a key role in BD pathogenesis,
is higher among those living along the Silk Road route
than those living in other parts of the world (8). The
disease is generally seen in the 3rd and 4th decades; it
is rare for the disease to occur during adolescence or
after the age of 40. BD is seen more commonly among
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Table 1. International Study Group diagnostic criteria for the classification of Behcet's syndrome
●
●
●
●
●

Recurrent oral ulceration: minor aphthous, major aphthous, or herpetiform ulceration observed by physician or patient recurring at least
three times in a 12-month period
Plus two of the following:
Recurrent genital ulceration: aphthous ulceration or scarring observed by physician or patient
Eye lesions: anterior uveitis, posterior uveitis, or cells in vitreous on slit lamp examination, or retinal vasculitis observed by ophthalmologist.
Skin lesions: erythema nodosum observed by physician or patient, pseudofolliculitis, papulopustular lesions, or acneiform nodules observed
by physician in post-adolescent patients not on corticosteroid treatment.
Positive pathergy test: read by physician at 24–48 h (findings applicable only in absence of other clinical explanations).

the family members of those who contract the disease
in adolescence, yet the complications are fewer. The
prevalence in males and females differs according to the
region. In countries of the Middle East, the disease is
seen more among males, whereas it is seen more among
females in the countries of North Europe and the United
States (2,10).
The aetiology of BD has yet to be determined.
Viral, bacterial, genetic, environmental, toxic, and
immune factors all have been proposed to play roles
in its pathogenesis (11). The basic histopathological
sign of BD is vasculitis in large, medium, and small
veins. Lymphocytes, monocytes, and dense neutrophil
infiltrations are evident in the lesions. It has been shown
that antigenic peptides from strains of streptococcus and
Escherichia coli can stimulate T cells from BD patients
to produce higher quantities of interleukin (IL)-6 and
interferon (IFN)-γ, respectively, compared to controls
(12).
In recent years, there have been numerous findings
about BD being an autoinflammatory disease rather than
an autoimmune disease. Hypergammaglobulinemia and
female dominance, seen in classic autoimmune diseases,
are not observed in BD. BD typically has a more severe
course in males. The serious complications of vascular
disease, CNS disease, and pulmonary disease occur more
often in males (13).
Today, the most accepted view about BD pathogenesis
is an increased response of the innate and acquired
immune systems against environmental antigens and
autoantigens in addition to a genetic predisposition (13).
The presence of anti-lymphocyte and anti-cardiolipin
antibodies has been reported in BD (14), and they are
used in the diagnosis of the disease. The fact that BD is
seen more in some ethnic groups and has intrafamilial
prevalence implicates the role of genetic mechanisms in
its pathogenesis. The most discussed genetic indicator
is HLA-B51, a subclass of HLA class I. HLA-B51 has
been identified as the gene with the strongest association
with BD (7). The proportion of people who suffer from
cardiac involvement is not entirely clear; in previous
studies, it was identified in 7-46% of patients (15,16).
3. Diagnostic Criteria
Due to the lack of specific clinical and laboratory
diagnostic tests, several sets of diagnostic criteria

have been proposed. Of these, the criteria of the BD
Committee of Japan (1987, revised in 2003) (17)
and the International Study Group for BD (1990)
(18) (Table 1) are relatively well validated and used
worldwide. Based on the International Study Group
for BD criteria, diagnosis requires the presence of
recurrent oral ulceration plus at least two other criteria
(recurrent genital ulceration, ocular signs, skin lesions,
positive pathergy test). The Japanese criteria include
major (oral ulcers, skin lesions, including subcutaneous
thrombophlebitis and cutaneous hypersensitivity, eye
lesions, genital ulcers or scars) and minor criteria
(arthritis, gastrointestinal lesions, epididymitis, vascular
lesions, central nervous system complications). For a
definite diagnosis, the presence of four major criteria is
required.
Both sets of criteria lack an appreciation of the
importance of various venous and arterial lesions, and
thromboembolic complications, frequently reported as
part of the initial, oligosymptomatic, or classical overt
clinical presentation of BD. Diagnostic uncertainties
also include the issue of cardiac involvement. Perhaps
a diagnosis of cardio BD in young subjects originating
from countries along the Silk Road route should be
considered even in cases when the major (classical)
criteria, such as oral ulcerations or a positive pathergy
test, are absent. In these cases, a detailed analysis of
the heart and large vessels structures and functions by
echocardiography, magnetic resonance imaging (MRI),
computed tomography (CT), and appropriate follow-up
will be required.
4. Cardiac involvement in BD
The morphological basis of the systemic manifestations
in BD, including cardiovascular involvement, is
vasculitis (19). More specifically, some pathologists
consider perivascular structures as the main target
of T lymphocyte-mediated immune reactions, and
perivasculitis as an essential part of the vasculopathy in
BD (20,21). The venous and arterial wall lesions attract
cytokinergic and neutrophilic reactions. Activated
neutrophils cause destructive effects by excessive
production of superoxide anion radicals and lysosomal
enzymes. Neutrophilic infiltration and advanced
vascular wall destruction with aneurysm formation
cause local blood flow abnormalities. Endothelial
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dysfunction, release of von Willebrand factor, platelet
activation, enhanced thrombin and fibrin generation,
antithrombin deficiency, and impaired fibrinolysis close
the pathological chain of enhanced thrombocoagulation
associated with vasculitis (perivasculitis) in BD (22,23).
Cardiovascular involvement in BD is estimated
to range from 7% to 46%. In the disease, vasculitis
lesions that may affect veins and arteries of all sizes are
present. It has been reported that venous involvement is
29%, and arterial involvement varies from 8% to 18%
(24). Endovascular and perivascular inflammation may
result in stenosis, thrombus, and aneurysms. The typical
form of arterial involvement manifests as a real or false
aneurysm. The frequency of vascular involvement was
reportedly 14.3% in 2,319 cases, and was significantly
higher in males. The most commonly seen complication
was superficial vein thrombosis, followed by deep
vein thrombosis (25). Blockage of the superior and
inferior vena cavae, Budd-Chiari syndrome (hepatic
vein thrombosis), and dural sinus thrombosis are other
vascular complications (26). In arterial involvement,
which is less common than venous involvement, the
carotid, pulmonary, aorta, iliac, femoral, and popliteal
arteries are more commonly affected. Although less
frequently, the renal arteries may also be involved. The
prognosis of patients with arterial involvement is poor,
with death rates of 13.5% in those with arterial lesions,
especially when the pulmonary artery and thoracic aorta
are involved (27).
Coronary aneurysms may be seen during angiography
procedures in patients with BD. Some of these
aneurysms are asymptomatic, whereas others manifest
with acute coronary syndrome (28,29). These aneurysms
are isolable, and most are evident together with coronary
stenosis and are sometimes seen together with several
arterial aneurysms (30,31). Sinus Valsalva aneurysms
and aortitis are the most frequently reported cardiac
complications, with BD particularly involving the root of
the aorta (31-33). Sinus Valsalva aneurysms may be seen
alone or with other sinus aneurysms, and may lead to
acute or chronic aortic failure.
BD frequently leads to aneurysmal dilation of
pulmonary arteries (34,35). Such pulmonary arterial
involvement shows high mortality and morbidity.
Aneurysms caused by the involvement of large proximal
branches of pulmonary arteries often occur and are
initially symptomatic with hemoptysis. Hemoptysis
due to pulmonary arterial aneurysms (PAA) should be
differentiated from pulmonary emboli. Anticoagulant and
fibrinolytic treatments given, based on a presumption of
pulmonary emboli, may result in the death of patients
with aneurysms (36). The diagnosis is confirmed
by pulmonary angiography and CT. In the study by
Ma et al.(26), Bentall operations in BD (aortic valve
replacement + ascending aorta replacement) were
performed more frequently than in a normal population,
and aortic valve separations were seen more frequently

among these cases (37-39).
Heart involvement in BD may progress as
endocarditis, myocarditis, pericarditis, intracardiac
thrombosis, endomyocardial fibrosis, and valve diseases.
Pericardial involvement has been reported as the most
common manifestation of cardiac involvement in
some series (15,40). The clinical presentation may be
acute pericarditis, hemorrhagic pericardial tamponade,
constrictive pericarditis, recurrent pericarditis, or even
just a small, asymptomatic pericardial effusion (41,42).
Endomyocardial involvement typically manifests as
endomyocardial fibrosis on the right and/or left side of
the heart (15,43-45).
Interatrial septum aneurysm, mitral valve prolapse,
and mitral failure are rarely seen (46). Intracardiac
thrombus is generally one of the serious cardiac
complications, and may be one of the first findings
of the disease with pulmonary emboli, or may cause
cerebral emboli by passing through the patent foramen
ovale. Often, the right ventricle is involved, but it has
been demonstrated that the left ventricle can also be
involved (47-49). In the study by Geri et al. (46), 807
BD cases aged 30 years on average were examined,
and significantly more heart pathologies were found
at a rate of 6% compared to the normal population. Of
the heart conditions, 38% were pericarditis, 26% were
endocarditis, 19% were intracardiac thrombus, 17%
were myocardial infarcts, 7% were endomyocardial
fibrosis, and 2% were myocardial aneurysm. Among
the group with no heart involvement, which was a
majority of the patients, BD was detected in the deep
and superficial veins at a rate of 59%.
A component of BD is cardiomyopathy, which can
be ischemic, non ischemic, or inflammatory in nature.
Clinically, it can manifest as systolic or diastolic heart
failure, or in a more subtle way, as asymptomatic
systolic or diastolic dysfunction (50,51). In a study
performed in our clinic, 30 BD patients were evaluated
by conventional and tissue Doppler parameters. The
parameters included peak early diastolic (E) velocity
and deceleration time of early diastolic flow (DT), mitral
annular early diastolic (Em), and late diastolic (Am)
velocities, which were impaired in the early stages of
the disease. The strain and strain rate values that showed
left ventricular systolic and diastolic function were
significantly decreased in the patient group compared to
the healthy controls (5). In a similar study by Yağmur et
al. (6), meaningful decreases were found in regional and
mean longitudinal strain values in the early period in BD
cases, but increases were seen in NT proBNP values.
5. Prognosis
BD is a chronic and inflammatory disease and shows
relapses and remissions. Among young people and
males, its progress may be more severe. As age
advances, remissions lengthen and the severity of
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relapses reduces. Among factors that affect BD
morbidity, ethnicity, geographic, and genetic features
have been most emphasised (52). The prognosis of
mucocutaneous involvement in BD is generally good.
Ocular involvement, which starts during the early years
of the disease, is the most important cause of morbidity,
whereas vascular involvement represents the most
important cause of mortality. Neurological involvement
is progressive among most patients, and is sometimes
fatal. Annual mortality in BD varies between 2% and
4%. The most common causes of mortality are rupture
of vascular aneurysms, intestinal ulcer perforations, and
MSS involvement. PAAs and Budd-Chiari syndrome
are associated with higher mortality rates. Overall
survival in BD patients with cardiac involvement is
poorer than in those without (47).
6. Treatment of BD with Cardiac Involvement
Because the aetiopathogenesis of BD is unknown,
there is no specific treatment. Treatment of BD is
still based on a low level of evidence (i.e., expert
opinions) (53). The aim of the treatment is to correct
the symptoms, and to prevent the disease from causing
permanent organ damage by repressing inflammation.
Pharmacological agents used for the treatment of
BS include corticosteroids, colchicine, azathioprine,
and tumour necrosis factor-α inhibitors, among
others. Pericarditis has always been treated with
aspirin and immunosuppressive agents (40). In the
setting of tamponade, emergency pericardiosynthesis
may be necessary (41). Thrombus management is
determined based on the mobility of the thrombus. If
the thrombosis seems relatively immobile and is not
susceptible to emboli, acetylsalicylic acid, warfarin,
corticosteroids, and immunosuppressive agents may
be used. However, more mobile thrombuses should
be treated with thrombolytic agents (48,54). Acute
myocardial infarction can be treated with percutaneous
coronary intervention or surgical revascularisation (46).
Myocardial involvement is almost always associated
with endomyocarditis. Endomyocardial fibrosis in
some cases has been cured with corticosteroids,
colchicine, or immunosuppressive agents (46,55).
High-dose prednisolone and azathioprine can be used,
along with the routine treatment of cardiac failure,
and in some patients, cardiac function has improved
with these medications (50). The presence of PAA is
associated with higher mortality rates (56). Prognosis
in these patients becomes better with early diagnosis
and intense immunosuppressive treatment (56,57).
Transcatheter embolectomy has also proven beneficial
(34,35,58). Oral anticoagulants and antiplatelets are
often used to treat thromboembolic complications
in BD. However, antithrombotic therapy should be
administered cautiously, given the proneness of BD
patients to bleedings, particularly from symptomatic
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or asymptomatic pulmonary aneurysms. Overall
survival in BD patients with cardiac involvement is
poorer than in those without. Complete remission of
cardiac involvement has been associated with the use of
immunosuppressants, colchicine, and anticoagulants.
7. Conclusions
BD is a disease with multi-organ involvement and
thus shows signs and symptoms in many systems.
The main cardiac features of BD include pericarditis,
myocardial (diastolic and/or systolic) dysfunction,
valvular, coronary (thrombosis, aneurysms, rupture), and
intracardiac thrombus. Several cardiac manifestations
may coincide in one patient. Cardiologists should
always bear in mind the potential threats of symptomatic
cardiovascular involvement in BD and consider
diagnostic measures (echocardiography, CT, MRI) for
its timely detection. The prognosis of cardiac lesions is
poorer than that of lesions in others organs involved in
BD, but anticoagulation, immunosuppressant agents,
and colchicine seem to improve the prognosis of cardiac
manifestations in BD.
References
1.

Behcet H, Matteson EL. On relapsing, aphthous ulcers of
the mouth, eye and genitalia caused by a virus 1937. Clin
Exp Rheumatol. 2010; 28(4 Suppl 60):S2-S5.
2. Saadoun D, Wechsler B. Behcet's disease. Orphanet J
Rare Dis. 2012; 7:20.
3. Saylan T, Mat C, Fresko I, Melikoğlu M. Behcet's disease
in The Middle East. Clin Dermatol. 1999; 17:209-222.
4. Kaklamani VG, Vaiopoulos G, Kaklamanis G. Behcet's
disease. Semin Arthritis Rheum. 1998; 27:197-217.
5. Demirelli S, Degirmenci H, Bilen H, Ermis E, Duman H,
Arisoy A, Bakirci EM, Ipek E, Askin L. Left ventricular
mechanics in Behcet's disease: A speckle tracking
echocardiographic study. Bosn J Basic Med Sci. 2014;
14:160-164.
6. Yagmur J, Sener S, Acikgoz N, Cansel M, Ermis N,
Karincaoglu Y, Tasolar H, Karakus Y, Pekdemir H,
Ozdemir R. Subclinical left ventricular dysfunction in
Behcet's disease assessed by two-dimensional speckle
tracking echocardiography. Eur J Echocardiogr. 2011;
12:536-541.
7. Zoubloulis CC. Epidemiology of Adamantiades-Behcet's
disease. Ann Med Interne. 1999; 150:488-498.
8. Verity DH, Marr JE, Ohno S, Wallace GR, Stanford MR.
Behcet's disease, the Silk Road and HLA-B51: Historical
and geographical perspectives. Tissue Antigens. 1999;
54:213-220.
9. Yurdakul S, Tuzuner N, Yurdakul I, Hamuryudan V, Yazici
H. Gastrointestinal involvement in Behcet's syndrome: A
controlled study. Ann Rheum Dis. 1996; 55:208-210.
10. Poon W, Verity DH, Larkin GL, Graham EM, Stanford
MR. Behcet's disease in patients of west African and AfroCaribbean origin. Br J Ophthalmol. 2003; 87:876-878.
11. Onder M, Gürer MA. The multiple faces of Behcet's
disease and its aetiological factors. J Eur Acad Dermatol
Venereol. 2001; 15:126-136.

www.irdrjournal.com

74

Intractable & Rare Diseases Research. 2015; 4(2):70-75.

12. Hirohata S, Oka H, Mizushima Y. Streptococcalrelated antigens stimulate production of IL-6 and
interferongamma by T cells from patients with Behcet's
disease. Cell Immunol. 1992; 140:410-419.
13. Direskeneli H. Behcet's disease: Infectious aetiology,
new autoantigens, and HLA-B51. Ann Rheum Dis. 2001;
60:996-1002.
14. Tokay S, Direskeneli H, Yurdakul S, Akoglu H.
Anticardiolipin antibodies in Behcet's disease: A
reassessment. Rheumatology. 2001; 40:192-195.
15. Bletry O, Mohattane A, Wechsler B, Beaufils P, Valère
P, Petit J, Gourgon R, Grosgogeat Y, Godeau P. Cardiac
manifestations of Behcet's disease 12 cases. Presse Med.
1988; 17:2388-2391.
16. O'Duffy JD. Vasculitis in Behcet's disease. Rheumatol Dis
Clin North Am. 1990; 16:423-431.
17. Kurokawa SM, Suzuki N. Behcet's disease. Clin Exp Med.
2004; 4:10-20.
18. International Study Group for Behcet's Disease. Criteria
for diagnosis of Behcet's disease. Lancet. 1990; 335:10781080.
19. Ehrlich GE. Vasculitis in Behcet's disease. Int Rev
Immunol. 1997; 14:81-88.
20. Charteris DG, Champ C, Rosenthal AR, Lightman SL.
Behcet's disease: Activated T lymphocytes in retinal
perivasculitis. Br J Ophthalmol. 1992; 76:499-501.
21. Borhani Haghighi A, Sharifzad HR, Matin S, Rezaee S.
The pathological presentations of neuro-Behcet disease: A
case report and review of the literature. Neurologist. 2007;
13:209-214.
22. Kosar A, Oztürk M, Haznedaroğlu IC, Karaaslan Y.
Hemostatic parameters in Behcet's disease: A reappraisal.
Rheumatol Int. 2002; 22:9-15.
23. Kiraz S, Ertenli I, Oztürk MA, Haznedaroğlu IC,
Celik I, Calgüneri M. Pathological haemostasis and
"prothrombotic state" in Behcet's disease. Thromb Res.
2002; 105:125-133.
24. Gürgün C, Ercan E, Ceyhan C, Yavuzgil O, Zoghi
M, Aksu K, Cinar CS, Türkoglu C. Cardiovascular
involvement in Behcet's disease. Jpn Heart J. 2002;
43:389-398.
25. Bayraktar Y, Balkanci F, Bayraktar M, Calguneri M.
Budd-Chiari syndrome: A common complication of
Behcet's disease. Am J Gastroenterol. 1997; 92:858- 862.
26. Ma WG, Zheng J, Zhu JM, Liu YM, Li M, Sun LZ.
Aortic regurgitation caused by Behcet's disease: Surgical
experience during an 11-year period. J Card Surg. 2012;
27:39-44.
27. Saadoun D, Asli B, Wechsler B, Houman H, Geri G,
Desseaux K, Piette JC, Huong du LT, Amoura Z, Salem
TB, Cluzel P, Koskas F, Resche-Rigon M, Cacoub P.
Long-term outcome of arterial lesions in Behcet disease: A
series of 101 patients. Medicine (Baltimore). 2012; 91:1824.
28. Barcin C, Iyisoy A, Kurşaklioğlu H, Demirtaş E. A giant
left main coronary artery aneurysm in a patient with
Behcet's disease. Anadolu Kardiyol Derg. 2004; 4:193.
29. Nakahara H, Yamada T, Yokoyama M, Ohshima N,
Tanabe S, Nakamura Y, Irie Y, Nakamoto T, Maezawa H,
Shimada Y. A huge aneurysm of the left main coronary
artery trunk in Behcet's disease. Kyobu Geka. 1988;
41:976-980.
30. Ozeren M, Dogan OV, Dogan S, Yucel E. True and pseudo
aneurysms of coronary arteries in a patient with Behcet's
disease. Eur J Cardiothorac Surg. 2004; 25:465-467.

31. Oğuzhan A, Gül A, Asik R, Inanc T, Ozdoğru I, Topsakal
R, Eryol NK. Multiple vascular aneurysms in Behcet's
disease. Anadolu Kardiyol Derg. 2005; 5:154.
32. Lee S, Lee CY, Yoo KJ. Acute myocardial infarction due
to an unruptured sinus of Valsalva aneurysm in a patient
with Behcet's syndrome. Yonsei Med J. 2007; 48:883-885.
33. Yoshikawa K, Hori H, Fukunaga S, Tayama E, Aoyagi
S. Aortic root replacement in Behcet disease. Asian
Cardiovasc Thorac Ann. 2007; 15:521-523
34. Kojuri J, Aslani A, Shahrzad S. Large pulmonary artery
pseudoaneurysm in a patient with Behcet's disease. J
Cardiovasc Med. 2007; 8:1073-1075.
35. Yakut ZI, Odev K. Pulmonary and cardiac involvement in
Behcet disease: 3 case reports. Clin Appl Thromb Hemost.
2007; 13:318-322.
36. Seyahi E, Baskurt M, Melikoglu M, Akman C, Olgun
DC, Simsek E, Hamuryudan V, Kucukoglu S, Yazici H.
The estimated pulmonary artery pressure can be elevated
in Behcet's syndrome. Respir Med. 2011; 105:17391747.
37. Lee CW, Lee J, Lee WK, Lee CH, Suh CH, Song CH,
Park YB, Lee SK, Won YS. Aortic valve involvementin
Behcet's disease. A clinical study of 9 patients. Korean J
Intern Med. 2002; 17:51-56.
38. Jeong DS, Kim KH, Kim JS, Ahn H. Long-term
experience of surgical treatment for aortic regurgitation
attributable to Behcet's disease. Ann Thorac Surg. 2009;
87:1775-1782.
39. Uzun O, Akpolat T, Erkan L. Pulmonary vasculitis in
behcet disease: A cumulative analysis. Chest. 2005;
127:2243-2253.
40. Godeau P, Wechsler B, Maaouni A, Fagard M, Herreman
G. Cardiovascular involvement in Behcet's disease. Ann
Dermatol Venereol. 1980; 107:741-747.
41. Kwon CM, Lee SH, Kim JH, Lee KH, Kim HD, Hong
YH, Lee CK. A case of Behcet's disease with pericarditis,
thrombotic thrombocytopenic purpura, deep vein
thrombosis and coronary artery pseudo aneurysm. Korean
J Intern Med. 2006; 21:50-56.
42. O k c u n B , B a r a n T, B a b a l i k E , K ü c ü k o g l u S .
Multichamber masses and constrictive pericarditis in
Behcet's disease. Clin Exp Rheumatol. 2003; 21:55.
43. Aouba A, Nebie L, Fabiani JN, Bruneval P, Patri B, De
Bandt M. Tricuspid aseptic endocarditis revealing right
endomyocardial fibrosis during an unrecognized Behcet's
disease. A case report. Presse Med. 2004; 33:1367-1369
44. Soulami S, Nour-Eddine M, Azzouzi L, Bennis A, Chraibi
N. Endomyocardial fibrosis of the right heart in Behcet
disease. Arch Mal Coeur Vaiss. 1996; 89:917-921.
45. Belmadani K, Dahreddine A, Benyass A, Hda A, Boukili
MA, Ohayon V, Archane MI, Pavie A, Gandjbakhch I.
Endomyocardial fibrosis in Behcet's disease: A case report
of a pseudo-tumoral form. Arch Mal Coeur Vaiss. 2001;
94:282-286.
46. Geri G, Wechsler B, Thi Huong du L, Isnard R, Piette
JC, Amoura Z, Resche-Rigon M, Cacoub P, Saadoun D.
Spectrum of cardiac lesions in Behcet disease: A series
of 52 patients and review of the literature. Medicine
(Baltimore). 2012; 91:25-34.
47. Darie C, Knezinsky M, Demolombe-Rague S, Pinède
L, Périnetti M, Ninet JF, Ninet J. Cardiac pseudotumor
revealing Behcet's disease. Rev Med Interne. 2005;
26:420-424.
48. Fekih M, Fennira S, Ghodbane L, Zaouali RM.
Intracardiac thrombosis: Unusual complication of Behcet's

www.irdrjournal.com

Intractable & Rare Diseases Research. 2015; 4(2):70-75.
disease. Tunis Med. 2004; 82:785-790.
49. We c h s l e r B , D u LT, K i e ff e r E . C a r d i o v a s c u l a r
manifestations of Behcet's disease. Ann Med Interne.
1999; 150:542-554.
50. Kaatz M, Görnig M, Bocker T, Zouboulis CC, Wollina U.
Late manifestation of a fatal Behcet's disease with cardiac
involvement and lethal outcome. Dtsch Med Wochenschr.
1998; 123:217-222.
51. Dogan SM, Birdane A, Korkmaz C, Ata N, Timuralp
B. Right ventricular thrombus with Behcet's
syndrome: Successful treatment with warfarin and
immunosuppressive agents. Tex Heart Inst J. 2007;
34:360-362.
52. Akpolat I, Akpolat T, Danaci M, Bariş YS, Kaya N,
Kandemir B. Behcet's disease and amyloidosis. Review
of the literature. Scand J Rheumatol 1997; 26:477-479.
53. H a t e m i G , S i l m a n A , B a n g D , e t a l . E U L A R
recommendations for the management of Behcet disease.
Ann Rheum Dis. 2008; 67:1656-1662.
54. Mendes LA, Magraw LL, Aldea GS, Davidoff R. Right
ventricular thrombus: An unusual manifestation of

55.
56.

57.

58.

75

Behcet's disease. J Am Soc Echocardiogr. 1994; 7:438440.
Ozatli D, Kav T, Haznedaroglu IC, Büyükaşik Y, Koşar A,
Ozcebe O, Dündar SV. Cardiac and great vessel thrombosis
in Behcet's disease. Intern Med. 2001; 40:68-72
Hamuryudan V, Yurdakul S, Moral F, Numan F, Tüzün
H, Tüzüner N, Mat C, Tüzün Y, Ozyazgan Y, Yazïci H.
Pulmonary arterial aneurysms in Behcet's syndrome: A
report of 24 cases. Br J Rheumatol. 1994; 33:48-51.
Hamuryudan V, Er T, Seyahi E, Akman C, Tüzün H,
Fresko I, Yurdakul S, Numan F, Yazici H. Pulmonary
artery aneurysms in Behcet syndrome. Am J Med. 2004;
117:867-870.
San Luis Miranda R, Lázaro Castillo JL, Enciso Gómez R,
Arias Monroy LG, Ramírez Reyes HA, León Avila JL,
Munayer Calderón J. Right ventricular thrombous and
pulmonary artery aneurysms in Behcet's disease. Report
of one case. Arch Cardiol Mex. 2007; 77:130-136.
(Received March 1, 2015; Revised March 17, 2015;
Accepted March 19, 2015)

www.irdrjournal.com

