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Abstract

Introduction: Behget’s disease (BD) is a chronic autoimmune multisystem-
ic vasculitic disease. This study investigated the demographic and clinical
characteristics of BD in Iraqi patients.

Material and methods: This descriptive observational study involved a total of
71 consecutive patients with BD diagnosed according to the International Study
Group criteria 1990 for BD at the rheumatology unit. Demographic features,
clinical characteristics, and medications used by the patients were recorded.
Results: The mean age of patients was 36.0 £10.8 years with disease du-
ration of 5.1 +6.0 years. There were 45 (63.4%) males and 26 (36.6%) fe-
males, BD activity score was 5.1 +6.0. Mucosal manifestations were present in
71 (100%) patients, ocular involvement in 62 (87.3%), articular involvement in
51 (71.8%), skin involvement in 48 (67.6%), myalgia in 16 (22.5%), neurolog-
ical in 9 (12.7%), vascular in 3 (4.2%) patients, and gastrointestinal involve-
ment in 1 (1.4%) patient. The most commonly used treatment in this study
was colchicine in 41 (57.7%) followed by infliximab in 34 (47.9%), corticoste-
roids in 32 (45.1%), azathioprine in 19 (26.8%), adalimumab in 3 (4.2%), cyclo-
sporine in 2 (2.8%), sulphasalazine in 2 (2.8%), and methotrexate in 2 (2.8%).
Conclusions: BD showed a higher male predominance in Iraq. Mucosal in-
volvement was the most common clinical feature, followed by ocular in-
volvement and then articular manifestations. The most commonly used
treatment was colchicine followed by infliximab and corticosteroids. These
findings suggest that early diagnosis and treatment are important to pre-
vent disease complications.
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Introduction

Behget’s disease (BD) is a multi-systemic disease with a particular
geographic distribution [1]. It is characterized by remission and relapse
course with highest severity in the first years [2]. Turkey has the highest
prevalence worldwide [3]. Irag has similar prevalence of BD to the nearby
countries excluding Turkey [4].

Clinical manifestations of BD are variable [1]. Mucocutaneous mani-
festations are characteristic and their recognition may permit diagnosis
and treatment [5]. Genital ulcers are common [6]. Eye involvement oc-
curs frequently with serious complications typically bilateral non-granu-
lomatous panuveitis [7].

Arthralgia and/or arthritis are often the presenting element before the
other manifestations [8]. Vascular symptoms are distinguished by vessel
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involvement of all types with predominantly ve-
nous involvement [9].

Frequency of neuro-Behcet’s disease was report-
ed as 3-10% [10, 11]. The ileocecal region is the
most involved part of the gastrointestinal tract [12].
This study was designed to assess demographic
and clinical characteristics of BD in Iragi patients.

Material and methods
Study design

An observational descriptive study was per-
formed in the Medical City Complex from July 2017
to January 2018 and informed consent was taken
from each participants to conduct the study with
ethical approval granted by the ethical committee
of the College of Medicine, University of Baghdad.

Participants

Inclusion criteria were: consecutive sample of
patients with any age and gender identified as BD
according to the International Study Group Crite-
ria 1990 for BD [13]. Criteria for exclusion includ-
ed overlapping with other inflammatory disease,
connective tissue disease, endocrinopathic dis-
ease, malignancy, and vasculitis.

Clinical evaluation

Demographic data including age, gender, body
mass index (BMI), smoking history, age at onset of
disease, disease duration, organ affected, disease

Table I. Baseline characteristics of Behcet’s disease

patients
Variables (N = 71) Value
Age [years], mean + SD 36.0 £10.8
Gender, n (%):
Female 26 (36.6)
Male 45 (63.4)
BMI [kg/m?], mean + SD 28.7 +6.1
Education level, n (%):
Primary 36 (50.7)
Secondary 23 (32.4)
University 11 (15.5)
Post-graduate 1(1.4)
Smokers, n (%) 20 (28.2)
Duration of disease [years] 8.3+7.1
mean + SD
Behget’s Disease Current 5.1+2.8
Activity Form, mean * SD

N — number, SD — standard deviation.

activity, and medications were recorded. Activi-
ty of BD was assessed using the Behget Disease
Current Activity form (BDCAF) [14] which provid-
ed a precise history of clinical features that were
present throughout the month prior to the mea-
surement date. New clinical characteristics pres-
ent over the previous 28 days are scored [15]. In
2006, BDCAF was updated and made available at
www.behcetdiseasesociety.org/.

Statistical analysis

Quantitative variables were expressed as mean
+ standard deviation and number with percentag-
es for qualitative data; SPSS 20 software package
was used to perform the statistical analysis.

Results

Of 71 patients with BD involved in the study,
there were 45 males and 26 females with BD.
Their mean age was 36.0 +10.8 years. Most of
them were males (63.4%), overweight (28.7 +6.1
kg/m?) and had primary education (50.7%). There
were 20 (28.2%) smokers among patients. The
mean duration of the disease was 5.1 +6.0 years
and the mean disease activity score (BDCAF) was
5.1 +2.8 (Table ).

The most common organ involved was mucosal
involvement (100%) followed by ocular (87.3%)
and then articular (71.8%) involvement. The most
common treatment used was colchicine (57.7%),
next infliximab (47.9%), and then steroids (45.1%),
as illustrated in Table II.

Discussion

BD has significant morbidity and mortality
rates with poor quality of life.

The mean age of patients in this study was 36.0
+10.8 years. Previous studies from Iraq yielded sim-
ilar results, a mean age of Iraqi patients of BD was
reported to be 37 years [16]. Similarly, the mean
age of patients in Turkey was 35.01 years [17].

In the current study, males predominated
(45/71, 63.4%) with a ratio of 1.7 : 1, however
the ratio is lower than that in the previous find-
ings in Irag [18]. Similar findings were reported
by other studies which observed that there were
more males than females. Comparing with other
studies, the male-to-female ratio in Saudi Arabia
was 3.4, Iraq 3, Turkey 1.03, Iran 2.19, Jordan 2.8,
Kuwait 4.9, Korea 0.63, Japan 0.98, the UK 0.36,
Sweden 0.67, and the USA 0.38 [18]. In certain
Middle Eastern and Mediterranean countries, BD
demonstrates male predominance and while fe-
male predominance in Japan and Korea [19] The
predominance of BD in men in developing coun-
tries could be attributable to underdiagnosis of BD
in women due to the unwillingness of women of
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certain ethnic groups to seek medical advice for
genital ulcers [18].

The current study showed lower mean age at
onset of the disease which was 28.3 +8.4 years
in this study and was similar to the previous
study done in Irag, in which the mean age at on-
set of the disease was 29.4 years. Other studies
also reported comparable low mean age of BD
and showed that mean age at onset was in Iran
26.2 years, Saudi Arabia 29.3, Turkey 25.6, Jordan
30.1, Egypt 26.2, Lebanon 26, Tunisia 28.7, the UK
(Yorkshire) 24.7, Sweden 33, Ireland 20.8, 31 years
in the USA, and 35.7 years in Japan [18].

In the present study, majority of the patients
had active disease with the mean BDCAF of 5.1
+2.8, which was in line with another study which
reported that most of their patients were active
with mean BDCAF of 6.00 +3.45 [20].

The most common organ involved was mucosal
organ (100%), which was similar to another study
which reported that mucosal involvement was the
most common organ involved in BD [20], followed
by eye involvement (87.3%), which is compara-
ble to ocular involvement in different populations
[21]. The higher frequencies of ocular involvement
had been also reported in Italy (92%) and Portugal
(87%) [18]. Controversial findings were observed
in other studies in which eye involvement in BD in
Kuwait was 69%, Saudi Arabia 65% and in Egypt
64.6% [5, 22]. However ocular involvement was
lower in China (35%) and Korea (55.9%) [22]. The
higher level of ocular involvement seen in this
study can be explained by some population-spe-
cific environmental factors (a lower education lev-
el in about half of our enrolled patients) or genet-
ic factors (Human leukocyte antigen (HLA)-B51),
which is the strongest genetic predisposition to-
ward BD and this association is more common in
the Middle East, Mediterranean, Japan, and some
of Western nations other than China and Korea
and that may influence the clinical image of the
disease [23].

Articular manifestations occurred in 51 (71.8%)
patients in the form of arthritis and arthralgia,
which is within the detected range of joint in-
volvement in BD (29-76.8%) and was similar to
other previous studies [18, 21]. The frequency of
articular manifestations was 33% in patients in
Iran, 30% in China, 57% in Japan, 38% in Korea,
16% in Turkey, 55% in Tunisia, 53% in Germany,
52% in Morocco, 53% in the USA, and 93% in the
UK [18].

Skin involvement was observed in 48 (67.6%),
which was comparable to other studies. It was re-
ported in 66% of patients in Iran, 84% in Korea,
69% in China, 87% in Japan, 86% in the UK, 81%
in Germany, and 61% in the USA [18].

Myalgia was reported in 16 (22.5%) in the cur-
rent study which was lower comparing to another

Table II. Organ involvement and medications used
in Behget’s disease

Variables Value
Number 71
Organ involvement, n (%):
Mucosal 71 (100)
Eye: 62 (87.3)
Bilateral eye 57 (91.9)
Unilateral eye 5(8.1)
Articular 51 (71.8)
Skin 48 (67.6)
Myalgia 16 (22.5)
Central nervous system 9(12.7)
Vessels 3(4.2)
Gastrointestinal tract 1(1.4)
Medications, n (%):
Colchicine 41 (57.7)
Infliximab 34 (47.9)
Steroids 32 (45.1)
Azathioprine 19 (26.8)
Adalimumab 3(4.2)
Cyclosporine 2 (2.8)
Sulphasalazine 2(2.8)
Methotrexate 2(2.8)

study that showed that myalgia was reported in
45.9% [20]. This finding may be due to differences
in environmental or genetic background that may
influence the clinical manifestations of the dis-
ease. However, the higher frequency of myalgia in
the Italian study could at least be partially biased
by a concomitant fibromyalgia in some patients
enrolled in the study and a different male-to-fe-
male ratio of 0.85: 1.

Neuro-Behget (NB) was seen in 9 (12.7%) pa-
tients in this study, which was similar to other
studies which reported that NB was seen in 12%
in Tunisia, 11% in Japan, 11% in Germany, 17% in
Morocco, 13% in the USA, and 9% of patients in
Iran. However, a lower prevalence was reported in
China - 6.5%, Korea (4.6%) and Turkey (2.2%) [18].

The prevalence of gastrointestinal tract (GIT)
involvement among patients with BD showed
a wide variation across geographies, from 1% to
50% [12]. In our patients, gastrointestinal man-
ifestations occurred in 1 (1.4%) patient. Other
studies showed that GIT manifestations were
numerically higher as seen in 2.8% in Turkey, and
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was obviously higher in Iran — 7% of patients, in
Korea 7.3%, Japan 15.5%, China 9%, Germany
12%, the USA 29%, and 7% in the UK [18].

Another finding of note was that vascular dis-
ease was obviously lower compared to other stud-
ies.

In the current study, vascular involvement was
seen in 3 (4.2%) patients, while in other studies
it was observed in up to 40% of BD patients and
was within the range of other studies (1.8-40%)
[22]. Vascular involvement was seen in 17% in Tur-
key, 8.9% of cases in Iran, 7.7% in China, 8.9% in
Japan, 1.8% in Korea, 13% in Germany, 20% in Mo-
rocco, 25% in Tunisia (only venous thrombosis),
10% in the USA, and 32% in the UK [18]. The low-
er frequency seen in this study may be attributed
to the limited sample size and short study length.

The most common treatment in this study was
colchicine in 41 (57.7%) patients which was the
first line of treatment for mucocutaneous mani-
festations [23]. A previous study in Saudi Arabia
also showed a comparable high frequency (62%)
of patients treated with colchicine in BD [21].

The second most used drug in the present study
was the anti-TNF monoclonal antibody (infliximab)
in 34 (47.9%) patients, the second anti-TNF used
in the present study but in lesser frequency (4.2%)
was adalimumab. Compared to another study [21]
only 8.5% of patients were subjected to anti-TNF
therapy, this higher frequency of anti-TNF use in
the current study can be explained by the referral
of severe and complicated cases that remained
unresponsive to conventional therapies to the ter-
tiary care center where the study was done.

Corticosteroid (prednisolone) was used in 32
(45.1%) patients, reflecting the fact that cortico-
steroids are the first line of treatment during re-
lapses of BD [23]. This finding was lower than in
Saudi Arabia (85.15%) and may be explained by
differences in disease manifestations and activity.

Azathioprine was used in lower frequency
compared to a previous study. It was used in in
19 (26.8%) patients, compared to 62% of patients
in another study [21]. This lower frequency of
azathioprine use may be explained by severe BD
symptoms that were unresponsive to convention-
al therapies that require the use of anti-TNF. Other
medications used in this study were cyclosporine,
sulphasalazine, methotrexate, dapsone — each
in equal frequency (2.8%), and mycophenolate
mofetil, rituximab, anticoagulant with each used
in 1 (1.4%) patient.

In conclusion, BD showed a higher male pre-
dominance in Iraq with a higher frequency of oc-
ular involvement and lower frequency of vascu-
lar disease than the previous studies. Colchicine
followed by infliximab then corticosteroids were
commonly used treatment.
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