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Letter to the Editor

Coexistence of Behçet’s Disease and Ankylosing Spondylitis

Behçet Hastalığı ve Ankilozan Spondilit Birlikteliği
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Whether Behçet’s disease (BD) is of the seronegative 
spondyloarthropathy (SSpA) group has been a subject 
of debate for many years.[1] Behçet’s syndrome is now 
not considered to belong to the SSpA group[2] but is 
considered to be a systemic vasculitis.[3,4] There are 
many reasons why BD should not be classified as one 
of the SSpA group.[3] On the basis of some findings, 
including the lack of association with HLA B27,[2] 
the lack of familial association, and the association 
with HLA B51 rather than the B27 cross-reactive 
group, it is suggested that BD is not a seronegative 
spondyloarthropathy.[3] However, back pain is 
distinctly uncommon, and studies of sacroiliac joint 
involvement have not demonstrated an increased 
prevalence in Behçet’s patients.[4-5] The coexistence of 
BD and ankylosing spondylitis (AS) has been rarely 
reported in the literature.[6] It was reported that AS was 
seen in 1.5% of Behçet’s patients in Iran, which is 2.43 
times greater than the general population, and this data 
showed that BD is one of the causes of secondary AS.[4]

A 34-year-old male patient came to our clinic 
complaining of bilateral knee pain and swelling. The 
culture of the aspirated synovial fluid was negative. 
He had an acute attack of anterior uveitis in his right 
eye six years ago. His mother has been treated for AS. 
He described recurrent oral aphthae, genital ulcers, 
and visual blurring. A pathergy test was positive. 
He had no history of inflammatory lower back pain, 
neck pain, morning stiffness, alternating buttocks 
pain, psoriasis, infection before the occurrence of 

arthritis, or inflammatory bowel disease. Upon 
physical examination, his spinal motions were limited 
but painless. The modified Schober’s test was 2.5 cm 
and chest expansion was 2 cm. The sacroiliac joints 
and enthesis points were painless with compression. 
He had bilateral knee arthritis. The erythrocyte 
sedimentation rate (ESR) was 45 mm/h and the 
C-reactive protein level was 8.7 mg/dL (0-0.5). Other 
results of routine biochemicals were normal, and 
RF and anti-cyclic citrullinated protein antibodies 
(anti-CCP) were negative. The HLA phenotype was 
positive for both HLA B27 and HLA B51. In an X-ray 
examination, bilateral grade 4 sacroiliitis (SI) was 
determined. An anteroposterior lumbar spine X-ray 
examination revealed the sclerosis of facet joints and 
syndesmophytes. A lateral view of the lumbar spine 
revealed the squaring of vertebral bodies. Considering 
all these findings, the patient was diagnosed as having 
BD and AS.

Dilsen et al.[1] evaluated 334 Turkish patients with 
BD. Ten percent (n=33) of these patients were diagnosed 
as having AS, and in 34% (n=112) of the patients, SI 
was determined. Both the HLA B51 and B27 antigens 
were reported to be more frequent in patients with 
coexisting BD and AS. Yazıcı et al.[5] found no evidence 
of an increased frequency of SI in patients with BD and 
described only one patient with definitive AS among 
114 patients with BD. In another study, Yazıcı et al.[7] 
pointed out that the inter-observer variation might be 
a major cause of discrepancies in interpreting pelvic 
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radiographs for SI. Chang et al.[8] evaluated 58 cases 
with BD, 56 cases with SSpA, and three cases with 
AS and BD. They conducted intergroup comparisons 
including the control group and found that none of the 
BD patients had HLA B27 while sacroiliitis or enthesitis 
had slightly increased in severity in those with BD. In 
the patients with BD, positive HLA B51 was significantly 
higher than in those with a disease of the SSpA group. 
The patterns of eye involvement in the BD group were 
different. One of three cases at the AS and BD clinic was 
referred to the hospital complaining of right knee pain 
and swelling. Similar to our case, the major complaint 
of this patient was peripheral arthritis. In this patient, 
HLA B27 and HLA B51 were determined to be positive. 
Similar results also were found in our patient.

Çimen et al.[9] presented a case with clinical features 
of AS that occurred after the diagnosis of BD. A 
36-year-old male patient was diagnosed as having BD 
16 years ago. He had acute knee arthritis. In his physical 
examination, the range of movements of his neck and 
lower back were severely limited, and the HLA B27 
and HLA B51 antigens were positive. Upon radiologic 
examination, high grade findings of AS were found. 
Although AS has a functionally and radiologically 
progressive course, the patient had been asymptomatic 
for years. This was probably due to the suppression 
of clinical symptoms of AS by the usage of drugs for 
BD. There were some similarities between this case 
and our case. Both patients were male and similar 
in age. Our patient also had bilateral knee arthritis. 
Another common point between these two cases was 
that the HLA B27 and HLA B51 antigens were positive 
in both cases, but there was no usage of any drug that 
suppresses the symptoms of AS in our patient’s history.

According to our case, we concluded that with 
the absence or slight presence of symptoms such as 
inflammatory lower back pain and morning stiffness, 
the presence of peripheral arthritis as the predominant 
sign along with both HLA B27 and HLA B51 positivity 
can be considered as the coexistence of AS and BD.
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