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Abstract

Clinical features of intestinal Behcet's disease
Jae-Hoon Lee

Brain Korea 21 Project for Medical Sciences
The Graduate School, Yonseal University

(Directed by Professor Won Ho Kim)

Since Hulus Behget, a Turkish dermatologist, first described a
multisystemic disorder that showed the triad of relapsing ocular inflammation
with recurrent oral and genital ulceration in 1937, other clinica
manifestations of the Behget's disease, involving joints, blood vessdls, the
nervous system, and the gastrointestina system, have been reported. 1n 1940,
Bechguard first described the Gl involvement in Behget's disease. In the cases
with gastrointestina tract involvement, many patients complain of non-
specific symptoms. Because intestinal Behget's disease has an abscure clinical
course, it is difficult to make early diagnosis and provide proper treatments.

Tota 97 patients who were diagnosed as intestind Behget's disease a Yonse
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University College of Medicine from Nov. 1983 to March, 2000, were

included in the study. The clinica characteristics such as symptoms,

endoscopic findings, treatment, relapse were anayzed and we achieved

following results;

1. Mae and female patients were 49 to 48, respectively. The mean age of

the patients was 37.2+10.7.

2. The most common type of Behcget's disease was incomplete type

(36.1%) followed by possible type (24.7%), suspicious type (22.7%)

and complete type (13.4%). There were 3 patients with intestinal

Behget's disease without any features of systemic manifestation of

Behget's disease.

3. Excluding 3 cases without systemic manifestation of Behget's disease,

intestinal Behget's disease developed after Belget's disease was

diagnosed in 50 cases out of 94 cases (53.2%). However, in other 44

cases (45.4%) intestinal Behcget's disease was diagnosed, and then the



systemic manifestations of Behget's disease were found.
4. The most common gastrointestina symptom was abdominal pain
(90.7%) followed by diarrhea, hematochezia, fever and weight loss.

5. Anemia and leukocytosis were present in 57.3% and 30.3% of cases,
respectively. And the positive Creactive protein and elevated ESR
were present in 64.9% and 87.2%, respectively.

6. In al cases, ulcers were found by colonoscopy. Ulcers were usualy
distributed focaly (91.4%) and single rather than multiple (65.4%).
The mean size of ulcer was 29.7+19.4mm in long axis. Deep (61.7%)
and oval or round (66.7%) ulcers were predominant.

7. The average of follow-up periods was 54.4+46.6 months.

8. Clinica courses during a year after diagnosis were divided into
remission maintenance (32.0%), single relapse (21.6%), multiple
relapse (34.0%), and chronic persstent (12.4%). As time went by,

clinical courses tends to improved.



9. The clinical course of the previous year was the only factor affecting

the annud clinical course following years.

10. According to the clinical course during the total follow-up period, we

classified al patients into favorable long-term clinical course group

and poor long-term clinica course group. Observable clinical factors

were compared between two groups, and we recognized that diarrhea

as presenting symptom, positive CRP and age of intestina Behget's

disease at diagnosis to be significant.

12. We analyzed cumulative relapse-free rate for al patients by Kaplan

Meier method. The duration of the relapse-free period was from 1 to

171 months, and the median was 7 months. One, two, and five year

relapse free rate were 41.2%, 29.7%, and 10.2%, respectively. In

cases with younger patients and larger sized ulcer, relapse-free rate

was lower significantly.
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