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Introduction

Behçet’s disease (BD) is a multisystem inflammatory disorder 
characterized by recurrent ulcers affecting the mouth and genitals, 
various skin lesions, and vasculitis.1)2) The prevalence of vascular 
complications in BD ranges from 6% to 38%.3)4) Vascular involve-
ment can include all types and sizes of blood vessels.5)6) Neverthe-
less, arteries are less frequently affected than veins, and iliac artery 
stenosis in BD is very rare. Here, a case of iliac artery bifurcation 
stenosis treated with stent implantation in a 37-year-old patient 
with BD is reported. 

Case

A 37-year-old man was admitted to our hospital with claudica-
tion and progressive, cramp-like pain in both thighs and lower legs. 
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The pain was rated 6–7 on a scale of 1 to 10. In his medical history, 
he had been diagnosed and treated with deep vein thrombosis and 
pulmonary embolism 10 years prior. He had been suffering from re-
current painful oral and genital ulcers and migrating erythema nodo-
sum since the age of 30, and he had been diagnosed with BD. How-
ever, he had never regularly taken medication for BD. He was a lifelong 
non-smoker and he did not drink alcohol. 

On physical examination, his bilateral femoral, popliteal, tibial, and 
dorsalis pedis arterial pulses were weakly palpable. There were aph-
thous ulcers on his buccal mucosa and the inferior surface of his 
tongue. His blood pressure was 110/80 mm Hg, his heart rate was 80 
beats per minute, and his respiration rate was 18 breaths per minute.

On laboratory examination, his white blood cell count was 8700/
mm3, hemoglobin was 14.4 g/dL, hematocrit was 43.4%, platelet 
count was 230000/mm3, and erythrocyte sedimentation rate was 
14 mm/h. Activated partial thromboplastin time was 35.6 seconds 
and prothrombin time was 12.1 seconds. Serum complement levels 
were normal, there were no anti-nuclear antibodies, and rheuma-
toid factor was negative. 

Ankle-brachial index (ABI) was 0.86 on the right side and 0.79 on 
the left side. Lower extremity computed tomography (CT) angio-
gram of both legs showed significant stenosis at the aortoiliac bi-
furcation (Fig. 1). Chest CT angiogram and abdominal CT revealed 
normal renal and subclavian arteries, and no stenosis in any other 
arteries. 

Since the patient was symptomatic and suffering from progres-
sive symptoms, angiography was performed. Aortogram via both 
femoral arteries showed significant stenosis (90%) at the bifurca-
tion of both aortoiliac arteries (Fig. 2). Percutaneous transluminal 
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angioplasty for aortoiliac bifurcation was performed with two 
7×20 mm Synergy balloons (Boston Scientific, Natick, MA, USA) 
(Fig. 3A) and demonstrated residual stenosis of about 60%. We 
then performed stent implantation for the common iliac artery bi-
furcation using two 10×37 mm sized Express stents (Boston Sci-
entific, Natick, MA, USA) (Fig. 3B) simultaneously with a kissing 
stent technique. The final aortogram showed markedly decreased 
stenosis at the common iliac artery bifurcation (Fig. 4). 

After the intervention, the patient had no pain and the femoral, 
poplitial, tibial, and dorsalis pedal pulses were improved. Follow-up 
ABI showed 1.06 on the right side and 0.99 on the left side. The pa-
tient was discharged on the third hospital day without any compli-

cations. He was prescribed aspirin, clopidogrel, and cilostazol. His 
ABIs were checked 13 months after intervention, which showed 1.09 
on the right side and 1.04 on the left side.

Discussion

Behçet’s disease is common in the Middle East and Central Asia, 
and it tends to develop in people during their twenties or thirties, 
however, people of all ages can develop this disease. BD is an 

Fig. 1. Computed tomography angiogram showed significant stenosis at 
the iliac artery bifurcation. R: right, L: left. Fig. 2. Aortogram revealed significant stenosis at the iliac artery bifurcation.

Fig. 3. Percutaneous transluminal angioplasty. A: ballooning for aortoiliac bifurcation was performed with two 7×20 mm Synergy balloons. B: stent im-
plantation for common iliac artery bifurcation using two 10×37 mm Express stents simultaneously positioned using the kissing stent technique.
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autoimmune disease that results from damage to blood vessels 
throughout the body, although the etiology of BD remains uncer-
tain. It has been speculated that genetics and HLA type, infectious 
agents, autoantigens, cellular and humoral immunological hyper-
activity, endothelial cell dysfunction, and oxidative stress play roles 
in its causation.4)7) BD has the ability to involve blood vessels of 
nearly all sizes and types, as well as both veins and arteries. Due to 
the diversity and size of the blood vessels affected, manifestations 
of BD may occur at many sites throughout the body. Vasculitis is 
thought to be an important underlying basis of the pathologic le-
sions in BD, but the etiology is likely multifactorial.5)8) Perhaps the 
most unique feature of the vasculitis in BD is the venous vascular 
involvement thought to be responsible for thrombosis. Regarding 
arterial involvement in BD, the inflammatory changes in the large 
arteries are typical of a vasculitis, but the lack of wall thickening, 
the absence of granulomatous inflammation, and the tendency for 
aneurysm formation are distinctive.5) 

Arterial involvement is a rare but serious condition in the course 
of BD. The aorta and pulmonary arteries are most commonly invo-
lved,3)4) and pseudoaneurysm and aneurysm9-11) are typical presen-
tations. Arterial stenosis is thought to be rare in BD, however, a few 
cases have been reported.12-14) BD with multiple artery stenosis15) 
(branches of aortic arch, abdominal aorta, and left renal artery) was 
reported in 2001 and BD with subclavian artery stenosis was re-
ported in 2005. Renal artery stenosis with BD was reported in Tur-
key16) and the patient was treated with angioplasty and stent im-
plantation. Several cases of BD with coronary artery stenosis have 
been reported. Additionally, BD with right common iliac artery ste-
nosis17) was reported in 2011. Here, our case which presented with 

BD and iliac artery bifurcation stenosis is the first case of this type 
reported, to our knowledge. The patient had been suffering from 
claudication and lower leg cramping. If the patient had no symp-
toms, medical treatment such as corticosteroids and immunosup-
pressive agents would be chosen as a therapeutic option. However, 
due to his persistent symptoms, stent implantation of the iliac ar-
teries was performed as it is an effective treatment and is less in-
vasive with lower morbidity than the open surgical technique.10)18) 
Long term results of iliac artery stenting is safe and stent patency 
at 10-year follow-up is adequate.19) After the procedure, he had no 
pain and ABIs were improved. We checked follow-up ABIs 13 
months after intervention, which showed 1.09 on the right side and 
1.04 on the left side. 

This patient had a history of DVT and pulmonary embolism, and 
common iliac artery stenosis occurred ten years later. This empha-
sizes that careful monitoring for vascular complications in BD pa-
tients is prudent. Non-invasive angioplasty and stent implantation 
are appropriate therapeutic choices for occlusive arterial complica-
tions of BD. 
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