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Cardiovascular Involvement in Behget's Disease
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ABSTRACT

Objectives: This study aims to evaluate left and right ventricular functions at rest by pulsed-wave Doppler and tissue Doppler echocardiography
methods in patients with Behcet’s disease (BD) without overt cardiovascular disease, and compare with age and sex matched subjects.

Patients and methods: Fifty-four patients with BD (12 males, 42 females; mean age 35+8 years; range 18 to 51 years) without cardiovascular
symptoms, and 36 age-matched controls (12 males, 24 females; mean age 335 years; range 18 to 47 years) were included. Cardiac functions were
evaluated by conventional and tissue Doppler echocardiography.

Results: Although conventional indices of left ventricular systolic function were similar in both groups, mitral annular systolic velocity was lower
(p<0.001) and myocardial performance index was higher (p<0.001) in patients with BD compared to the controls. As an early diagnostic marker of
contractile dysfunction, intra- and interventricular dyssynchrony were more common in patients with BD. In addition, mitral E/A ratio of <1 was more
common (p<0.001), isovolumic relaxation time (p=0.032) and mitral deceleration time (p=0.037) were longer in patients with BD compared to the
control group. All Doppler parameters of right ventricular function were impaired in patients with BD. Atrial septal aneurysm was more frequent in
patients with BD than controls (p=0.007).

Conclusion: Right ventricular and left ventricular function is impaired in patients with BD. Clinically silent cardiovascular involvement can be

detected early by tissue Doppler echocardiography even in asymptomatic patients with BD.

Keywords: Behcet's disease; cardiac involvement; dyssynchrony; tissue Doppler echocardiography.

Behcet’s disease (BD) is a chronic, relapsing
inflammatory  disorder, characterized by
recurrent oral and genital ulcerations and ocular
manifestations.! Eye inflammation, skin lesions,
joint, central nervous system, large vessel and
gastrointestinal system involvement emphasizes
the systemic nature of the disease.?

The incidence and nature of cardiovascular
involvement in BD have not been clearly
documented yet.® In the literature, endocarditis,
myocarditis, pericarditis, intracardiac thrombus,
endomyocardial fibrosis, coronary arteritis,
myocardial infarction and valvular disease have
been reported as manifestations of cardiac
involvement in BD.4#

To date, there have been several studies
investigating the cardiac functions in BD.*!* In
those studies, conventional echocardiography
has been used for the assessment of cardiac
function. However, several controversial results
were obtained particularly regarding diastolic
functions.’* Hence, novel methods for more
objective estimation of the cardiac functions
such as tissue Doppler echocardiography (TDE)
or Doppler-derived myocardial performance
index (MPI) might be helpful in BD. Such as,
MPI, which combines both systolic and diastolic
function,!® wventricular dyssynchrony, which
indicates heterogeneity of contraction time
between different myocardial segments, may give
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a better reflection of the global left ventricular (LV)
function than conventional echocardiography,
though, to our knowledge, these have not been
investigated so far.1®

In this study, we aimed to evaluate LV and
right ventricular (RV) functions at rest by pulsed-
wave Doppler and TDE methods in patients with
BD without overt cardiovascular disease, and
compare to age and sex matched subjects.

PATIENTS AND METHODS

In this study, 54 consecutive patients with
early BD (12 males, 42 females; mean age
35+8 years; range 15 to 51 years), all fulfilling
the criteria of the International Study Group
for BDY between June 2006 and September
2008, and 36 age-matched healthy controls
(12 males, 24 females; mean age 33+5 years;
range 18 to 47 years) were enrolled. All patients
had less than 10 years of diagnosis. Patients with
overt cardiovascular disease including coronary
artery disease, renal failure, moderate or severe
valvular heart disease, atrial fibrillation, and
any other chronic or inflammatory disease were
excluded. The drugs which were still being
taken by the patients during the study were:
prednisolone (n=25), colchicine (n=14), salicylate
(n=10), cyclosporine (n=4), and azathiopirine
(n=2). None of the patients had current or
previous cardiovascular symptoms. All patients
had stable normal sinus rhythm.

Medical histories, physical examinations,
laboratory findings, and standard 12 lead
electrocardiograms of the two groups were
obtained. None of the patients had any of the active
disease manifestations during echocardiographic
evaluation (no symptoms for at least 1 month).
All patients gave informed consent and the
study protocol was approved by the local ethics
committee.

The echocardiographic examinations were
obtained by using 2.5-3.5 MHz transducer
(GE-Vingmed Vivid 7 system). LV systolic and
diastolic diameters, wall thickness, ejection
fraction, aortic root, and left atrium were measured
according to recommendations.'® Parasternal long
axis view was used as the gold standard for mitral
valve leaflets prolapse (MVP). MVP was present
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when any portion of the anterior, posterior or
both mitral valve leaflets prolapse =3 mm beyond
an imaginary line drawn from the origin of
the posterior aortic root to the atrioventricular
groove.!® Interatrialseptum was evaluated for atrial
septal aneurysm (ASA), and patent foramen ovale
(PFO) using contrast echocardiography. ASA
was accepted as an abnormal bulging (>1.5 c¢cm
in length and excursion) from the midline of the
interatrial septum. Valvular regurgitation was
detected and semiquantitatively evaluated by
means of color flow Doppler.1®

Mitral E velocity (ME), mitral A velocity (MA),
mitral E wave deceleration time (MEDT), and LV
isovolumic relaxation time (IVRT), defined as time
period between the termination of aortic systolic
wave and beginning of ME, were measured by
locating the sampling volume cursor of pulsed
Doppler in the apical four chamber position at
5 mm above the mitral leaflets tips.?®

To assess RV diastolic functions, tricuspid
E velocity (TE), tricuspid A velocity (TA), and
tricuspid E wave deceleration time were measured
by locating the sampling volume cursor along the
level of tricuspid annulus.?2’ Then, adjusting the
equipment of echocardiography to tissue Doppler
measurements, the sampling volume cursor was
located at the cross-sectional point of mitral
annulus and lateral wall. Using the traces obtained
from this location, ME" and MA’ diastolic tissue
Doppler velocities were measured.?!

Right ventricular diastolic functions were
measured with TDE by locating the sampling
volume cursor at the cross-section point of lateral
annulus and RV free wall. TE" and TA" diastolic
tissue Doppler velocities were measured by the
traces obtained from this point.?!

Mitral S° wvelocity was measured by
locating the sampling volume cursor along the
level of mitral annulus.?® MPI, also known
as “Tei index” was calculated from IVRT,
isovolumic contraction time and ejection time!®
(MPI=IVRT+isovolumic contraction time/ejection
time). Ventricular dyssynchrony was defined as
intraventricular dyssynchrony and interventricular
dyssynchrony.?? LV septal-posterior wall motion
delay, the time difference between peak inward
motion of the ventricular septum, and the
posterior wall which shows intraventricular
dyssynchrony were obtained from parasternal
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short axis M mode images. The time difference
between from the onset of QRS to the onset of
aortic flow and from the onset of QRS to the
onset of pulmonary flow defined as preejection
time was measured by standard pulsed Doppler
and determined interventricular dyssynchrony.
By tissue Doppler imaging, the peak systolic
myocardial velocity (LV lateral annulus vs septal
annulus for intraventricular dyssynchrony and
LV lateral annulus vs. RV lateral annulus for
interventricular dyssynchrony) and the timing of
this peak velocity in relation to electrical activity
(QRS on electrocardiogram) were calculated.

The intraobserver variability of
echocardiographic measurements ranged between
4-7%, and all examinations were performed by
an experienced echocardiographer, who had no
knowledge of the patient’s clinical information.

Statistical analysis

Parametric data were expressed as mean
+ standard deviation and categorical data as
percentages. Continuous parameters between
independent groups were compared with Student’s
t-test. Comparison of categorical data between
two groups was performed with the Chi-square
test as appropriate. In all correlation analyses, the
Pearson correlation test was used. A p value less
than 0.05 was considered statistically significant.
Statistical analyses were performed on a computer
using the SPSS program, version 10.0 (SPSS Inc.,
Chicago, IL, USA) for Windows.

m
Table 1. Clinical findings of patients with Behcet’s
disease
Clinical finding Number %
Oral ulceration 54 100
Genital ulceration 51 94
Eye lesion 24 44
(+) Pathergy skin test 15 28
Arthritis 21 39
Skin lesion 30 56

RESULTS

All patients and control subjects were in functional
class I of the New York Heart Association
classification. All patients had a history of recurrent
oral ulcerations. The general characteristics of the
patients are shown in Table 1.

Oral aphthous ulcerations were seen all patients.
Ocular involvement manifesting itself notably in
the form of mild recurrent anterior and posterior
uveitis (88%) and serious uveitis or retinal vasculitis
were noted in 12%. Papulopustular lesions were
seen in 30 patients (56%), and erythema nodosum
in 26 patients (48%). Superficial thrombophlebitis
mostly localized to the lower extremities was
observed in six patients (11%).

Although baseline clinical characteristics,
hemoglobin and blood cell counts were similar
between patients and controls, systolic and
diastolic blood pressure were significantly higher in
patients with BD (Table 2). Laboratory parameters

Table 2. Clinical and laboratory characteristics of the study population
Behcet group Control group

n % Mean+SD n % Mean+SD P
Number 54 36 -
Age (years) 35+8 33+5 0.172
Sex 0.177

Female 42 78 24 67
Male 12 22 12 33

Disease duration (years) 5+4 - -
Smoking 12 22 6 17 0.357
Body mass index (kg/m?) 25+4 24+6 0.157
Heart rate (/min) 79+16 77+5 0.400
Systolic blood pressure (mmHg) 114+16 98+7 <0.001
Diastolic blood pressure (mmHg) 77+8 679 <0.001
Hemoglobin (g/dL) 12.8+1.4 13.3+1.0 0.362
White blood cell 7470+2452 6325+1010 0.201
Blood glucose 78+15 78+16 0.954
Erythrocyte sedimentation rate (mm/hr) 21+13 6+2 <0.001
C reactive protein (mg/L) 1.8+1.5 0.7+0.4 <0.001
QRS duration (ms) 105+15 86+8 0.005
SD: Standard deviation.
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for erythrocyte sedimentation rate and C-reactive
protein were significantly higher in patients with
BD.

Atrial septal aneurysm was observed in 44%
of patients with BD, and in 4% of controls
(p=0.007). PFO was observed in four patients
(11%) and not observed in any of the controls
(p=0.1). MVP was not detected in the patient
or control group. Mild mitral regurgitation and
mild tricuspid regurgitation were significantly
higher in patients than controls (61% patients
and 17% controls, p=0.001; and 56% patients
%21 controls, p=0.01, respectively). Mild aortic
regurgitation was seen in six patients (17%) and
was not seen in any of the controls (p>0.05).
Other valve functions were similar in both groups.
We also detected intracardiac thrombus formation
in the right atrium in two patients. On the sixth
month of the anticoagulant therapy, complete
lysis of intracardiac thrombosis was observed.

The dimensions and volumes of LV were
significantly higher in control group, whereas wall
thickness, left atrial diameters and conventional
indices of LV contraction were similar in both
two groups (Table 3). The diameters of RV and
pulmonary artery were higher in patients.

Mitral E velocity was similar between the
groups. Although diastolic parameters were
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within normal limits; MA, MEDT, IVRT and
ME/ME" were significantly higher in patient
group (Table 4). Consistently, ME” and ME/MA
were significantly lower in patients. Furthermore,
although ME/MA was <1 in 41% of patients, it
was not detected in any controls.

Although conventional indices of LV contraction
were similar between groups, newer indices of
systolic function were affected in Behcet group.
Furthermore, all parameters of LV dyssynchrony
were higher in Behget group (Table 3).

The diameter of pulmonary artery and
RV were greater in patients than in controls
(Table 4). Similar to LV Doppler findings;
TA, tricuspid E wave deceleration time and
TE/TE" were significantly higher in Behcet
group. Consistently, TE" and TE/TA were
significantly lower in patients. Also, TE/TA
was <1 in 50% of patients whereas it was not
detected in any controls.

DISCUSSION

The incidence and natural history of cardiac
involvement in BD have not been clearly
documented yet. Cardiovascular manifestations
have been reported in 7-46% of cases with BD

Table 3. Conventional and systolic parameters of the left ventricle
Indices Behget group Control group

Mean+SD Mean+SD P
Left ventricular end diastolic diameter (mm) 48+3.2 50+3.7 0.012
Left ventricular end systolic diameter (mm) 30+3.2 32+3.7 0.028
Left ventricular end diastolic volume (ml) 99+19 109+17 0.008
Left ventricular end systolic volume (ml) 36+11 42+7 0.005
Left ventricular mass (g/m?) 148+19 144+22 0.372
Interventricular septum thickness (mm) 9+1 8+1 0.117
Posterior wall thickness (mm) 9+1 8+1 0.266
Left atrium (mm) 34+4 35+1 0.084
Left ventricular ejection fraction (%) 63+6 62+3 0.834
Fractional shortening (%) 37+4 36+5 0.788
Stroke volume (mm?3) 61+15 67+12 0.074
Diameter of pulmonary artery (mm) 20+2 18+2 <0.001
Diameter of the right ventricle (mm) 27+3 23+2 <0.001
Myocardial performance index 0.52+0.11 0.40+0.11 <0.001
Mitral S' velocity (cm/s) 8.8+24 10.3+0.8 <0.001
Mitral isovolumic contraction time (ms) 75+19 57+14 <0.001
Ejection time (ms) 279+35 302+21 <0.001
Septal-to-posterior wall delay (ms) 44+51 3+1 <0.001
Septal-to-lateral wall delay (ms) 16+20 3+2 <0.001
Lateral-to-right ventricle wall delay (ms) 23+21 Br=3) <0.001
SD: Standard deviation.
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Table 4. Diastolic indices of the left ventricle
Behget group Control group
n % Mean+SD n % Mean+SD P

Mitral E velocity (cm/s) 73+17 73+10 0.939
Mitral A velocity (cm/s) 68+16 53+6 <0.001
Mitral E velocity/A <1 (%) 41 0 <0.001
Mitral E velocity/A 1.15+0.4 1.4+0.3 0.006
Mitral E deceleration time (ms) 177+21 163+36 0.037
Mitral isovolumic relaxation time (ms) 74.3+17 66.5+16 0.032
Mitral E” velocity (cm/s) 13.5+5 16.5+4 0.003
Mitral A" velocity (cm/s) 10+3 9.5+1 0.193
Mitral E velocity/E’ 7+5 5+2 0.005
Tricuspid E” velocity (cm/s) 55+11 56+3 0.263
Tricuspid A velocity (cm/s) 55+16 41+3 <0.001
Tricuspid E velocity/A 1.1+0.4 1.4+0.2 <0.001
Tricuspid E velocity/A <1 (n) 50 0 <0.001
Tricuspid E deceleration time 177+58 122+21 <0.001
Tricuspid E” velocity (cm/s) 11+3 14+2 <0.001
Tricuspid A" velocity (cm/s) 15+6.0 11+1 <0.001
SD: Standard deviation.

and mortality occurs in up to 20% of those
patients with marked vascular involvement.??

Both systolic and diastolic blood pressure
measurements were significantly higher in Behcet
group. Our hypothesis is that the increased blood
pressure in BD might be caused by changes in
normal responsiveness of the vascular bed to
pressure stimuli because of vasculitis or autonomic
nervous dysfunction.

The prevalence of MVP was reported to be
6-50% in previous studies.?*?% In our study, MVP
was not detected in the patient or control group.
These discrepancies may be related to strictly
applied echocardiographic diagnostic criteria for
MVP in our study. In autopsy studies, PFO was
detected in approximately 25-35% of cases.?® In
our study, there was no difference between the
BD patients and control subjects with respect to
the incidence of PFO (11% vs. 4%, p=0.12). Also,
our findings were not different from previous
reports.?’” However, we detected an increased
incidence of ASA in patients with BD (44%
vs. 4%, p=0.007). The etiology of ASA in this
disorder can be attributed to systemic vasculitis
and tissue derangement. Although mild mitral
and tricuspid regurgitation were more frequent in
patients with BD, there was no structural valve
anomaly in any patient and the incidences of mild
AR or other valvular abnormalities were similar
between the groups.

The previous studies using conventional
echocardiography reported that LV diastolic

dysfunction was more frequent in patients with
BD.>!?2 Komsuoglu et al.!® reported that MEDT
and IVRT were significantly prolonged and the
ME/MA ratio was lower in patients with BD
compared with the control group. Gemici et al.'?
showed that ME, MA and ME/MA ratio were
similar, but IVRT and MEDT were significantly
prolonged in patients. Nevertheless, it is well
known that conventional techniques may be
dependent on loading conditions and are influenced
strongly by aortic or left atrial pressures.?82°
With the assistance of TDE, diastolic function
can be evaluated independently from loading
conditions.?® So, we used both conventional
echocardiography and TDE in our study.

By using conventional Doppler techniques,
we detected that all parameters of LV diastolic
function except for ME were impaired in Behcet
group, but still in the normal range. In TDE,
although ME” was within normal reference limits, it
was significantly lower in Behcet group compared
to the control group. Consistently, ME/ME" was
greater in patient group compared to the control
group. Although ME/ME’ is a marker of increased
LV end-diastolic pressure, whether this finding
shows LV diastolic dysfunction in this case is not
clear. At the end of exercise, diastolic parameters
changed similarly in two groups, but the statistical
significance of ME/MA ratio was lost.

All Doppler parameters of RV function,
except for TE, were impaired in Behcet group
similar to LV. Tricuspid annular motion can be
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assessed easily with TDE.3!*?2 However, like other
parameters of RV function, the tricuspid annular
velocities are load dependent. This method
has been accepted as a convenient means of
quantitatively evaluating RV systolic function and
has been used as a diagnostic tool by a number
of groups.?33* The sensitivity of tricuspid annular
motion for the detection of early RV dysfunction
may be superior to more conventional imaging
techniques.3® Therefore, lower TE/TA and TE’,
and higher TE/TE in BD may be clinically
relevant findings.

Most studies that evaluate LV systolic function
in BD have reported no difference between
patients and control groups,!®!? but Calguneri et
al.? reported that mean ejection fraction, which
was evaluated by radionuclide ventriculography,
despite being in the normal range, was significantly
lower in patients when compared with controls.
In our study, the dimensions of LV were higher
in control group, but conventional indices of LV
systolic function were similar between groups like
previous studies.1012

Myocardial performance index is an easy,
reproducible, quantitative method to evaluate both
LV systolic and diastolic function, independent
from heart rate and blood pressure. We detected
that MPI was significantly higher in Behcet group,
and greater MPI was consistent with impaired
LV function!® as in a previous study of Tavil et
al.®> Consistently, MS” was significantly lower in
Behcet group in our study.

Asynchronous LV electromechanical activation
was shown to be associated with deteriorated LV
remodeling and dilation.3¢ Also, a small study has
shown a positive relationship between reduced
systolic dyssynchrony and increased LVEE.®" In
our study, despite being in normal range, LV
septal to posterior wall delay time, LV septal to
lateral wall delay time, LV lateral to RV wall delay
time, and preejection time difference were all
higher in Behcet group compared to the control
group.

Thus, we conclude that LV systolic function
may be affected in BD, and despite conventional
LV systolic function indices, increased MPI,
decreased MS’ and impaired ventricular
synchrony might aid in early identification. As
a single-center study, the major limitation of
this study is its small sample size and female
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dominance (major clinical involvement is seen
more in male patients with BD). Thus further
studies are required for more definitive validation.

In conclusion, we detected through conventional
and newer echocardiographic methods that the
RV and LV diastolic function were impaired in
patients with BD compared to healthy controls.
LV systolic dysfunction could be detected only if
newer echocardiographic methods were used.

Declaration of conflicting interests

The authors declared no conflicts of interest with
respect to the authorship and/or publication of this article.

Funding

The authors received no financial support for the
research and/or authorship of this article.

REFERENCES

1. Behcet H. Uberrezidivierendaphtosedurchein virus
verursachte Geschwune am Mund am Auge und an den
Genitalien. Dermatol Monasschr 1937;105:1152-5.

2. Lee S, Bang D, Lee ES, Sohn S. Behcet’s Disease:
A Guide to Its Clinical Understanding: Textbook and
Atlas. Heidelberg, Germany: Springer-Verlag; 2001.
p. 11-3.

3. Ehrlich GE. Vasculitis in Behcet’s disease. Int Rev
Immunol 1997;14:81-8.

4. Gurler A, Boyvat A, Tursen U. Clin manifestations of
Behcet’s disease: an analysis of 2147 patients. Yonsei
Med J 1997;38:423-7.

5. Nojiri J, Endo M, Kayanagi H. Conduction disturbance
in Behcet’s disease. Chest 1984,;86:636-8.

6. Higashihara M, Mori M, Takeuchi A, Ogita T, Miyamoto
T, Okimoto T. Myocarditis in Behcet’s disease a case
report and review of the literature. J Rheumatol
1982;9:630-3.

7. Kawakami Y, Nakayama Y, Nagoo H, Hirota Y,
Kawamura K. A case of Behcet’s disease complicated
with acute myocardial infarction. Kokyu Todunkan
1991,39:935-58.

8. Mogulkoc N, Burgess MI, Bishop PW. Intracardiac
thrombus in Behget’s disease. Chest 2000;118:479-87.

9. Calguneri M, Erbas B, Kes S, Karaaslan Y.
Alterations in left ventricular function in patients with
Behcet’s disease using radionuclide ventriculography
and Doppler echocardiography. Cardiology
1993;82:309-16.

10. Komsuoglu B, Goldeli O, Kulan K, Komsuoglu SS,
Tosun M, Kaya C, et al. Doppler evaluation of left
ventricular diastolic filling in Behget’s disease. Int J
Cardiol 1994;47:145-50.



Behcet'’s Disease

11. Kirimli O, Aslan O, Goldeli O, Giineri S, Badak O,
Fetil E, et al. Heart rate variability, late potentials and
QT dispersion as a markers of myocardial involvement
of in patients with Behcet’s disease. Can J Cardiol
2000;16:345-51.

12.Gemici K, Baran I, Gullulu S, Kazazoglu AR, Cordan
J, Ozer Z. Evaluation of diastolic dysfunction and
repolarization dispersion in Behcet’s disease. Int J
Cardiol 2000,73:143-8.

13.Baris N, Okan T, Akdeniz B Akdeniz B, Turker S,
Ilknur T, et al. Evaluation of left ventricular diastolic
dysfunction with conventional and current Doppler
techniques in Behcet’s disease. Clin Rheumatol
2006;25:873-6.

14. Bozkurt A, Akpmar O, Uzun S, Akman A, Arslan D,
Birand A. Echocardiographic findings in patients with
Behcet’s disease. Am J Cardiol 2006;97:710-5.

15. Tei C, Nishimura RA, Seward JB, Tajik AJ. Noninvasive
Doppler-derived myocardial performance index:
correlation with simultaneous measurements of cardiac
catheterization measurements. J Am SocEchocardiogr
1997;10:169-78.

16. Xiao HB, Roy C, Fujimoto S, Gibson DG. Natural
history of abnormal conduction and its relation to
prognosis in patients with dilated cardiomyopathy. Int
J Cardiol. 1996;53:163-70.

17. International Study group for Behget’s Disease.
Criteria for diagnosis of Behget's disease. Lancet
1990;335:1078-80.

18.Sahn DdJ, DeMaria A, Kisslo J, Weyman A.
Recommendations regarding quantitation in
M-mode echocardiography: results of a survey of
echocardiographic = measurements.  Circulation
1978;58:1072-83.

19. Cohen Gl, Pietrolungo JF, Thomas JD, Klein AL. A
practical guide to assessment of ventricular diastolic
function using Doppler echocardiography. J Am
CollCardiol 1996;27:1753-60.

20.Appleton CP, Jensen JL, Hatle LK, Oh JK. Doppler
evaluation of left and right ventricular diastolic function:
a technical guide for obtaining optimal flow velocity
recordings. J Am SocEchocardiogr 1997;10:271-92.

21.0h JK, Seward JB, Tajik Ad, editors. Assessment of
diastolic function. The echo manual. Philadelphia:
Lippincott Williams Wilkins; 1999. p. 45-57.

22.Aksu T, Golbasi Z, Selcuk H. Cardiac resynchronization
therapy: Is the ECG criterion satisfying? What are
the alternative modalities? Turk Kardiyol Dern Ars
2008;36:342-9.

23.0'Dufty, JD. Vasculitis in Behcet's disease.Rheumatol
Dis Clin North Am 1990;16:423-31.

24.0zkan M, Emel O, Ozdemir M, Yurdakul S, Kocak
H, Ozdogan H, et al. M-Mode, 2-D and Doppler
echocardiographic study in 65 patients with Behcet's
syndrome. Eur Heart J 1992;13:638-41.

115

25.Lu-Li S, Guang-Gen C, Ru-Lian L. Valve prolapse in
Behcet's disease. Br Heart J 1985;54:100-1.

26.Hagen PT, Sdcholz DG, Edwards WD. Incidence
and size of patent foramen ovale during the first 10
decades of life: an autopsy study of 965 normal hearts.
Mayo Clinic Proceedings 1984;59:17.

27. Giirgiin C, Ercan E, Ceyhan C, Yavuzgil O, Zoghi M,
Aksu K, et al. Cardiovascular involvement in Behget's
disease. Jpn Heart J. 2002;43:389-98.

28.Rodriguez L, Garcia M, Ares M, Griffin BP, Nakatani
S, Thomas JD. Assessment of mitral annular dynamics
during diastole by Doppler tissue imaging: comparison
with mitral Doppler inflow in subjects without heart
disease and in patients with left ventricular hypertrophy.
Am Heart J 1996;131:982-7.

29.Choong CY, Abascal VM, Thomas JD, Guerrero
JL, McGlew S, Weyman AE. Combined influence of
ventricular loading and relaxation on the transmitral
flow velocity profile in dogs measured by Doppler
echocardiography. Circulation 1988;78:672-83.

30.Isaaz K, Munoz delRomerall L, Lee E, Schiller NB.
Quantitation of the motion of the cardiac base in the
normal subjects by Doppler echocardiography. J Am
Soc Echocardiogr 1993;6:166-76.

31. Lindstrom L, Wilkenshoff UM, Larsson H, Wranne B.
Echocardiographic assessment of arrhythmogenic right
ventricular cardiomyopathy. Heart 2001;86:31-8.

32.Hammarstrom E, Wranne B, Pinto FJ, Puryear J, Popp
RL. Tricuspid annular motion. J Am Soc Echocardiogr
1991;4:131-9.

33.Meluzin J, Spinarova L, Bakala J, Toman J, Krejci J,
Hude P, et al. Pulsed Doppler tissue imaging of the
velocity of tricuspid annular systolic motion; a new,
rapid, and non-invasive method of evaluating
right ventricular systolic function. Eur Heart J
2001;22:340-8.

34.Tunc SE, Dogan A, Gedikli O, Arslan C, Sahin M.
Assessment of aortic stiffness and ventricular diastolic
functions in patients with Behcet's disease. Rheumatol
Int. 2005;25:447-51.

35.Tavil Y, Ozturk MA, Sen N, Kaya MG, Hizal F, Poyraz
F, et al. The assessment of cardiac functions by
tissue Doppler derived myocardial performance index
in patients with Behcet's disease. Clin Rheumatol
2008;27:309-14.

36.Thambo JB, Bordachar P, Garrigue S, Lafitte S,
Sanders P, Reuter S, et al. Detrimental ventricular
remodeling in patients with congenital complete heart
block and chronic right ventricular apical pacing.
Circulation 2004;110:3766-72.

37. Hong WJ, Yung TC, Lun KS, Wong SJ, Cheung YF.
Impact of temporary interruption of right ventricular
pacing for heart block on left ventricular function
and dyssynchrony. Pacing Clin Electrophysiol
2010;33:41-8.



