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Coronary artery ectasia in a patient with Behget’s disease
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ABSTRACT

Behget’s disease is a multisystemic disease of unknown
etiology. Disease manifestations consist of recurrent
oral and genital ulceration, skin lesions, and relapsing
ocular inflammation. Arterial involvement is an
uncommon complication of Behget’s disease, and it
most frequently affects the abdominal aorta followed
by femoral artery, and the pulmonary artery. Coronary
lesions in Behget’s disease have been little reported
in the literature. A-36-year-old female with 6-year
history of Behget’s disease was hospitalized with ectasia
of the left main coronary artery. This unusual vascular
complication Behcet’s disease is presented.
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ehget’s disease is recognized as a chronic multisystem

disorder affecting systemic organs and characterized
by oral and genital ulceration, dermatitis, and recurrent
uveitis. The vascular involvement of Behgets disease is
seen in 1-7%. Vascular Behget’s disease mainly affects the
venous system while arterial lesions are known to be less
common.' The most frequently observed arterial lesions
of vascular Beheets disease are aneurysms, or obstruction
of the abdominal aorta, or both, and the pulmonary
artery, or the femoral artery, or both.? Coronary lesions
are rare complications of vascular Behget’s disease. Only
a few coronary aneurysms have been reported in the
literature.”> We report ectasia of the coronary arteries
on the left main coronary artery in a 36-year-old patient
with Behget’s disease.
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Case Report. A-36-year-old female, diagnosed with
Behget disease since she was 30 years old, with
recurrent oral aphtae, genital ulcer, and iridocyclitis,
developed angina pectoris. She had class II (Canadian
Cardiovascular Society) angina. The Behget’s disease
had been controlled with colchicine (1.5 mg/day) and
corticosteroid (2 mg/day). On physical examination,
she was afebrile, pulse rate was 76 per minute and
blood pressure was 120/80 mm Hg. Cardiovascular
system examination was normal. Her chest x-ray, liver,
and kidney function tests were normal. C reactive
protein concentration was raised; antinuclear antibody
and anti-DNA tests were negative. Her human
leucocyte antigen-B5 and pathergy tests were positive.
Electrocardiogram demonstrated ST-T changes in the
anterior derivations. Normal anterior wall motion was
shown on transthoracic echocardiogram. Coronary
angiography showed ectasia of the coronary artery (20
mm x 8 mm), proximally including the left anterior
descending artery and circumflex coronary artery,
beginning from the ending of the left main coronary
artery (Figure 1). She was not considered a candidate
for surgery, and was discharged on corticosteroids,
colchicine and antiaggregant treatment.

Discussion. Arterial lesions of Behcet’s disease
may present as an occlusive disease, an ectasia, or a
combination of the occlusive lesion and aneurysm.” The
prevalence of coronary involvement in Behgets disease
is 0.5%.°> Coronary aneurysms are more frequent than
stenotic lesions. Aneurysms are believed to occur due to
weakened adventitia secondary to lymphocyte infiltration
to the vasa vasorum.® Aneurysms have poorer prognosis
than occlusive disease in Behcet’s disease because of the
risk of rupture. The aneurysms most often involved are
the aorta, and pulmonary arteries, followed by femoral,
subclavian, and common carotid arteries. Involvement
of the coronary arteries is very rare. Behcet's disease
continues with remissions and attacks. There is still no
definite medical treatment. Frequent monitoring of the
inflammatory markers, including C-reactive protein
and white blood cells, are essential for the management
of Behget's disease. The most common approach is
the use of immunosuppressive agents.” These include
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Case reports will only be considered for unusual topics that add something new
to the literature. All Case Reports should include at least one figure. Written
informed consent for publication must accompany any photograph in which
the subject can be identified. Figures should be submitted with a 300 dpi
resolution when submitting electronically or printed on high-contrast glossy
paper when submitting print copies. The abstract should be unstructured, and
the introductory section should always include the objective and reason why
the author is presenting this particular case. References should be up to date,
preferably not exceeding 15.
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