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Abstract: We report a case of myocardial infarction in the course of Behcet’s disease in a 25 year old man with no coronary 
risk factor. Th e diagnosis of Behcet’s disease was selected to deep venous thrombosis of the lower limb, bipolar ulceration, 
posterior uveitis, and a positive pathergy test. Th is is of prior myocardial infarction complicated by a ventricular fi brillation 
reduced by external shock. Coronary angiography showed a threatening lesion of the anterior interventricular coronary. In the 
literature, twenty cases of myocardial infarction have been reported in Behçet’s disease. Th e pathophysiology, accountability 
diagnostic and treatment are still diffi  cult to explain.
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INTRODUCTION
Behcet disease is a disease prevalent around the Me-
diterranean and Japan. First case described in 1937 by 
H. Behcet with a triad: oral and genital ulceration, skin 
and ocular manifestations. Familial cases are rare less 
than 5%, with a male predominance 7.10 for sympto-
matic forms, the vascular disease is found in 7-29% of 
cases essentially thrombophlebitis, whereas arterial in-
volvement is rare. Rare heart attacks are reported, myo-
cardial infarction is a exceptional form of revelation of 
the disease we present a case.

CASE REPORT
A young man of 28 years without cardiovascular risk 
factor, admitted for myocardial infarction in the se-
cond day complicated by heart failure and hemodyna-
mic instability.

Clinically on admission: TA 90/50 mmHg, heart 
rate of 130 bpm, diff use crackles in the pulmonary are-
as, scalable genital aphtosis.

Th e ECG is a QS appearance and extended anterior 
ischemia (Figure 1). Th e immediate outcome was mar-
ked by the occurrence of ventricular fi brillation redu-
ced by external electric shock.

Biology
Troponins to 25 times normal, Anemia: HB 7.4 g/dl, 
leukocytosis at 19000 Normal kidney function, sero-

logy HIV, Hepatitis B and C negative. Positive infl a m-
mation results (CRP 26 mg/l, high fi brinogen) 

At the echocardiography
A very dilated left  ventricle, ejection fraction at 25% 
with a global hypokinesia and apical akinesia with an 
ad herent thrombus (Figure 2), a moderate ischemic 
m i tral regurgitation. Th e patient underwent medical 
treat ment with diuretics for heart failure, with a pla-
telet antiaregant based clopidogrel and aspirin with an 

Figure 1. ECG showing a myocardial infarction with ST segment elevation in 
the anterior territory witn the presence of Q wave of necrosis.
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eff ective anti coagulation by heparins of low molecular 
weight-based enoxaparin and nitrates for the residual 
angina presented by the patient. Diagnosis of Behcet’s 
disease was suspected in cardiac involvement in a yo-
ung patient in the presence of genital and oral ulcerati-
on, besides the fi nding of deep vein thrombosis of the 
lower limb during the hospitalization: a pathergy test 
came back positive, and at the ophtalmplogical control 

an uveitis was found, so the diagnosis of cardiac in-
volvement in relation with the Behcet disease was com-
fi rmed.

Anti phospholipid antibodies were negatives such as 
the coagulation factors: protein S, protein C, ATIII.

Coronary angiography performed on the second 
day of hospitalization revealed a tight stenosis of the 
left  anterior coronary artery with implantation of a 
drug-eluting stent (Figure 3).

In collaboration with internists fi rst bolus of Endo-
xan following by corticosteroid was received by the 
patient, 15 days away from the acute phase of his myo-
cardial infarction because of the risk of cardiac rupture 
and possible curb aft er his heart failure. Aft er the third 
dose of Endoxan, the patient was slightly improved 
with the medical treatment (inhibitor of angiotensin 
converting enzyme-blocker-Clopidogrel-aspirin-Ace-
nocoumarol) but with persistence of severe left  ventri-
cular dysfunction and apical thrombus.

DISCUSSION
Behcet’s disease is a systemic infl ammatory disease 
of unknown origin. It occurs mainly in young adults 
with mucocutaneous, ocular, neurological and vascular 
signs. Th e usual treatment is symptomatic, appealing to 
anti-infl ammatory drugs, including colchicine, immu-
nosuppressive and / or biotherapy. It is a chronic rela-
psing and which it is impossible to predict the course. 
As such, any physician to take care of a patient followed 
for Behcet’s disease should be particularly vigilant in 
case of unusual symptoms.

Th e main emergency situations to consider are: 
 ophthalmologic complications (at stake visual 

prognosis);
 vascular complications (estimated 20% morta-

lity);
 venous complications (80% of cases) or artery 

(20% of cases);
 neurological complications (meningoencephalitis 

and cerebral venous thrombosis);
 digestive perforations. 

Th e pathogenesis of coronary artery disease in 
Behçet’s disease is explained by thrombosis coro nary. 
Th e thrombogenic risk of Behçet’s disease is currently 
known. His pathological substratum is leukocytoclas-
tic vasculitis may cause stenosis, thrombosis or false 
aneurysms1. A thrombotic coronary arteritis has been 
demonstrated in some autopsy cases2,3. Orem et al. 
showed that in these patients the levels of lipoprotein 

Figure 2. Echo cardiographic Image showing a dilated left  ventricle with an 
adherent apical thrombus.

Figure 3. Image showing a tight angiographic appearance thrombotic coro-
nary stenosis Inter ventricular anterior.
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Lp (a) is oft en high predisposing to develop thrombo-
embolism complications4. Th e coagulation disorders 
have been implicated with the increase of fi brinogen, 
decreased fi brinolytic activity, lack of local activation 
of fi brinolysis.

Spasm has been implicated especially as the coro-
nary arteries were previously injured (leukocytoclastic 
vasculitis). In the majority of cases the use of colchi-
cine, corticosteroids and immunosuppressants was 
needed for other clinical manifestations of the disease. 
With a therapeutic-based calcium channel blockers to 
prevent coronary spasm5.

Gullu et al.6 showed silent ischemia detected by syste-
matic thallium scintigraphy in 25% of patients investi-
gated with Behcet’s scalable. Th is percentage is greater 
than in the control group (2.6%) so the primary pre-
vention of complications of coronary artery disease in 
Behcet’s still discussed.

CONCLUSION
Cardiac involvement in behcet disease remains un der-
diagnosed in the absence of cardiac signs and remains 

a poor prognosis for the patient, a test of myocardial 
ischemia should probably be associated with other car-
diac systematic explorations.
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