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= Abstract =

Recurrent Acute Myocardial Infarctions and Budd-Chiari Syndrome
in Young Woman with Behcet’s Disease

Myung Hee Chang, M.D., So Young Bang, M.D., Tae Hwan Kim, M.D.,
Jae Bum Jun, M.D., Dae Hyun Yoo, M.D., Sang Cheol Bae, M.D., Wan Sik Uhm, M.D.

Department of Internal Medicine, The Hospital for Rheumatic Diseases,
Hanyang University College of Medicine, Seoul, Korea

We report here a case of vascular Behcet’s disease. 32-year-old young woman who suffered
from chest pain was diagnosed with acute myocardial infarction four years before admission. At
that time she manifested symtoms of Behcet’s disease, such as oral ulcers, genital ulcers, multiple
arthralgia, and a peculiar hyperirritability reaction to needle puncture. At this time she was admitted
due to acute chest pain and intermittent abdominal pain. The diagnosis of an acute anteroseptal
myocardial infarction was made on the basis of the electrocardiography findings. Cardiac
catheterization revealed segmental stenosis up to 95% at the mid-left anterior descending artery
without aneurysm formation at other coronary trees and there were no atherosclerotic changes.
Coronary stent was inserted in the lesion. Abdominal CT showed inferior vena cava and right hepatic
vein obstruction, which supports the diagnosis of Budd-Chiari syndrome. Our case demonstrated
the followings which are not common to vasculo-Behcet disease; 1) initial clinicopathologic
manifestations at the coronary artery, 2) abrupt total occlusion with clear cut lesion at left anterior
descending artery, 3) recurrent myocardial infarctions, 4) Budd-Chiari syndrome, 5) combined
superior mesenteric artery, inferior mesenteric artery and celiac trunk obstruction. Among the
systemic manifestation of Behect’s disease, cardiac involvement is very rare but should be
considered as one of the most important features that influences the prognosis.
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Fig. 1. Right coronary artery was obstructed similar to
4-year ago.
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Fig. 2. (A) Coronary angiography of the left anterior descending artery. Total obstruction in mid left anterior descending
artery before percutaneous coronary intervention was observed. (B) After percutaneous coronary intervention,
successful reperfusion was obtained without residual stenosis.

Ao} A
Dol A 33k
2 A7 H4 33 %wﬂ ABAFE s ~dES

HYHAHE 2)

0_|>_'4 _10

al
Ful

gl

SAMMSIE 27 W9l 94 EAQ BEol A
Sxjo] ¥y ANHUFEAL AdSAT 1t

2 A
Fol M= 7]75"“ (azygous Vem)hL H 71% @ (hemiazy-
gous vein)o] WE-7)otg] FFTY A#dHo] A
H o]9e] Eo] &7 gtk

Az g Hok U F AAT AAke A2 24
FQ F AFA ALY dPES Aldstg A=
A7 wRlo]l e sty e ~HEE A9
StATh olF FEL AFHMNL A ZAE A
stElon AHE FGAaldl ST B4 A5 AHMA

i Q waveZt AR FFol THA o]F A

Bgo] glo] oA WAA AAAIE }93 oA
E g9 Adele 288 Holx ogm, 2R A
w3 @ YA MESole]l FFRL AT
t 473 A3ierEe 9 24Euge) Hale] W
H9d. BEe BEH AR i A5 oF
&2 prednisolone 6.25 mg/day, azathioprine 150 mg/

day, anti-platelet agent, calcium channel blocker A}-§-
SEA 9 27 BF Zoln, MY T =7 A

Fig. 3. Longitudinal filling defect was noted in portal phase
coronal scan of abdominal CT, suggesting intra-
luminal thrombosis of intrahepatic inferior vena
cava.

AR 4% AR BF AANAL perfusionst 44
Felel o SUHGE T 27 weln
ol 4] of

3 =&
Aol Hold Azupsd g BAEwzie] w4z



HAEY 14 —

a5k

3} Budd-Chiari =% 78 %3

20

= 73

]

A
L=

3

24 A

2 A

o
‘.mo
XO

=
o

é—l.

A3y

;O._

el

o
ajal

Al

BN
Y]

h=0)]
T
1
=

e st 3
gt

=Sge]
o<
Z

3k
o

Ao (13) 2 S B35 A

3

Hoh
2

=
bl

=
=

T
.
N
__OT
T T
~ ‘mﬂ
B
il
I
e]
™ o
Kl
=

Qo 1y

a

o
>

R
oF

)

et

9 Fo W

4%

) A E 1 of| A

S

olJ
bt

Fol olsim

Bismuth

+oh

3

oz Ho}

telge Aol glow

3

vehdt (7). HAER #3249 90% Il A1

N7k 718 Bol
7 ~46% ) A

3
=

1382

ol 7

373

g4

A 7ldor BT (14).

A A3 209744 AgEel B

el

et

ol
el
L

o

~

A Bl A dAE 4ok WA

3

B3 A7 9

AZ(32%) S0 8

3
=

44

H2(53%),

alg
ol

A

S Zojol A B

&}

cardiolipin

5}

ERE

h=1)]
2l

= oty B4 F

z3e et )

dA

3]
il

oA Az A A ER

°
=

&

2 ZFde 3649

7F e 2avt g (15).

Fote] ZF

W=

4 g

h=1)]
)

oz ygF FAoln.

E

A

2

Z o
40

O

&
o
0y
M

]

R

°
j)N

-
]

712 AAHAA HAER] QL=

o
T
qr

el
<R
ee
ol

T
Ko

ol

__OT

ol

=

5%

ol

No

<0

2 AEd g A7t o

o

‘.mo

:H_

[e]

747

R ool Bl

83 Aot

)
=

Bolx gFskrt. Hl

0

=47}
X 2.9

7F Rem 9,11, A AAAHeR 209 7]

A, 44

ot A1z e

R

olJ
ol
e
=
B
N

~

3]
Nl

o }
Fs ¥

Al
T

) A E 1 of| A

)

o

No

Aotel FF

W=

=i}
=

94

whol o},

L
.

}.

o

B!

Rl B

)

3
=

de ml

~

REFERENCES

R

1) Mischima Y, Ishikawa K, Kawasw S. Proceedings of

the Japanese circulation society, Tokyo. Japcirculat J

1961;1211:25.

Behcet# H ol

i 2= w7t

21 3]

FE29 HYg=



— e Frle] 2832 A 14@ A 13F 2007 —

t3sleo] sl 3 3] %] 1983; 947: 26.

3) Takeno M, Sakane T. Vascular involvement in
Behcet’s disease. Intern Med 2001;40:3-4.

4) Roguin A, Edoute Y, Milo S, Shtiwi S, Markiewicz
W, Reisner SA. A fatal case of Behcets’ disease
associated with multiple cardiovascular lesions. Int J
Cardiol 1997;59:267-73.

5) Hamza M. Large artery involvement in Behcet’s
disease. J Rheumatol 1987;14:554-9.

6) Koc Y, Gullu I, Akpek G, Akpolat T, Kansu E, Kiraz
S, et al. Vascular involvement in Behcet’s disease.
Lancet 1990;335:1078-80.

7) e, B, DS, 1T H. HAE ] A8 A

H. g3k s3] x] 2003; 64: 542-51.

Atzeni F, Sarzi-Puttini P, Doria A, Boiardi L, Pipi-

tone N, Salvarani C. Behcet’s disease and cardio-

vascular involvement. Lupus 2005;14:723-6.

9) utAW, AT, FEEH, AR, AAE, S 5. 4
Ae Aa Al A 54 B elss)

Z] 2005; 35: 847-53.

8

~

10) Hattori S, Kawana S. Behcet’s syndrome associated
with acute myocardial infarction. J Nippon Med Sch
2003;70:49-52.

1) B4, o4, 78, B
ASel Surd 34 4 BAE 190, a1

Ag&ti 3 2003; 65-1: 401-2.

A, BT, o147, £U4, A5F. BUAD 4
¥ % % Budd-Chiari 555 st g4 b
o=z AMst Behcet# H

1995, 49: 727-32.

13) Han S, Kim G, Lee J, Kim Y, Kang Y. Successful
treatment with stent angioplasty for Budd-Chiari
syndrome in Behcet’s disease. Rheumatol Int 2005;
25:234-7.

14) Bismuth E, Hadengue A, Hammel P, Bonhamou JP.
Hepatic vein thrombosis in Behcet’s disease. Hepa-
tology 1990;11:969.

15) Tohme A, Aoun N, El-Rassi B, Ghayad E. Vascular
manifestation of Behcet’s disease. Eighteen cases
among 140 patients. Joint Bone Spine 2003;70:384-9.

|:1
I
)
[
fl
H
et
=

12)

11 -111 n! -1)1

— 100 —



