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Is the Incidence of Fibromyalgia Syndrome Higher 
in the Patients with Behcet Disease and is Related to

Disease Activity of Behcet Disease?
Fibromyalji Sendromu ‹nsidans› Behçet Hastal›¤› Olanlarda

Yüksek midir ve Hastal›k Aktivitesi ile ‹liflkili midir?

Original Article / Orijinal Makale

ABSTRACT
Objective: We aimed to investigate the frequency of fibromyalgia syndrome (FS) in the patients with Behcet 
disease (BD) and aimed to investigate if there was an associated with Behcet Disease (BD) and the disease activity
score of BD or not.

Methods: Patients were divided into 3 groups: 1. subjects with BD (BD group), 2. subjects with rheumatologic
disorders including ankylosing spondylitis (AS) and rheumatoid arthritis (RA) (rheumatology group) and 3. The
healthy normal controls (HNC). The rheumatology group divided into two RA and AS subgroups. All the patients
were examined for FS.  The disease duration, score of disease activity, laboratory parameters of the BD patients
were recorded.    

Results: The frequency of FS was 14.5% in the BD group. The presence of FS in BD group was not significant-
ly higher than HNC. There was no correlation between the presence of FS, BD disease activity score and labo-
ratory parameters of BD (p>0.05).    

Conclusion: FS should be seen together with BD but the presence of FS was not related with BH disease
activity. (JPMRS 2009;12:113-6)
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ÖZET
Girifl: Behçet hastal›¤›nda (BH) fibromyalji sendromunun (FS) s›kl›¤›n› ve BH hastal›k aktivite skoru ile FS aras›nda
iliflki olup olmad›¤›n› araflt›rmakt›r.  

Gereç ve Yöntem: Çal›flmada; 1. BS olan hasta grubu (BS grubu), 2. Ankilozan spondilit (AS) ve romatoid artrit(RA)
olan hasta grubu (romatoloji grubu) ve 3. Sa¤l›kl› normal hasta grubu (kontrol grubu) olmak üzere üç grup vard›.
Romatoloji grubu AS ve RA olmak üzere iki alt gruba ayr›ld›. Tüm hastalar FS varl›¤› aç›s›ndan de¤erlendirildi. BS hasta-
lar›n›n hastal›k süresi, hastal›k aktivite skorlamas› ve laboratuvar parametreleri kaydedildi. 

Bulgular: BS grubunda FS görülme s›kl›¤› %14,5 idi. BS grubunda FS görülme s›kl›¤› kontrol, RA ve AS alt
grubundan istatistiksel olarak farkl› bulunmad› (p>0,05). FS varl›¤› ile BS hastal›k aktivite skoru ve laboratuvar para-
metreleri aras›nda korelasyon bulunmad› (p>0,05)   

Sonuç: FS, BS ile beraber görünsede bu beraberli¤in frekans› çok yüksek de¤ildir. (FTR Bil Der 2009;12:113-6)

Anahtar kelimeler: Fibromyalji, Behçet hastal›¤›, hastal›k aktivitesi
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Introduction

Behcet Disease is a protean multisystem polysympto-
matic disease with unpredictable exacerbations and remis-
sions (1). All organs and musculoskeletal components of
the body can be affected concomitantly or consecutively
so all subspecialties can be involved in the care of these
patients (1,2). 

Fibromyalgia syndrome (FS) has been defined as a con-
stellation of complaints including diffuse chronic pain and
the presence of tender points (3). The prevalance of FS
ranges from 1% to 10% in the general population (4). The
condition is more common among females than males (5).
Trauma, emotional stress and various rheumatologic disor-
ders may trigger FS (6). Additionally, 25% of the patients
with rheumatologic disorders meet the criteria of FS (7). In
this study, we investigated whether FS was associated
with BD and compared the prevalance of FS with the other
rheumatologic diseases while evaluating the existence of
FS with disease activity.    

Material and Method 

It is a prospective study. We studied three groups: 1.
subjects with BD ( the BD group) and 2. Subjects with
rheumatologic disorders (rheumatology group) including
ankylosing spondylitis and rheumatoid arthritis.
Rheumatology groups divided into two subgroups; RA
subgroup and AS subgroup. 3. the healthy normal controls
(HNC) recruited from the hospital staff and other volun-
teers (the HNC group). 

The records of BD patients who were diagnosed and
followed at Süleyman Demirel University, Department of
Dermatology were examined. Patients were invited to the
hospital by phone. After giving informed consent, fifty-five
patients with BD who met the criteria of International
Study Group criteria participated to this study. Fifty-two
patients with rheumatoid arthritis (RA), twenty-eight
patients with ankylosing spondylitis (AS) which were diag-
nosed and followed-up in the department of Physical
Medicine and Rehabilitation were included in rheumatol-
ogy group and fifty-four healthy normal controls were cho-
sen to HNC group. Differential diagnosis was made to
exclude any other disease causing widespread pain such
as hypothyroidism, chronic fatigue syndrome. 

All the patients were examined for FS by the same
physiatrist. The diagnosis of FMS was based on the 1990
criteria of ACR (3). Tender points examination involved a
uniform manual finger pressure (4 kg) until the fingernail
bed blanched, at each of 9 paired anatomically locations.
Definite tenderness at any point was considered to be
present if some involuntary verbal or facial expression of
pain was noted or if a wince or withdrawal was observed.
The tenderness was calculated by summing the number
of tender points. 

All participants completed self administered question-
naire that included age and sex. The age at diagnosis and
disease duration were recorded. We collected the clinical
data including clinical manifestation to score the disease
activity of BD. The disease activity score was calculated by
summing the points for all the disease manifestations as
follows: 1 point for each mild symptom (oral or genital
ulcer, skin lesions, monoarticular arthritis and superficial
thrombophlebitis); 2 points for each moderate symptom
(arthritis, small or medium-sized vessel involvement, ante-
rior uveitis and gastrointestinal ulceration); and 3 points for
each severe disease manifestation (posterior/pan uveitis
or retinal vasculitis, gastrointestinal ulceration with bleeding
or perforation, major vessel involvement and major organ
involvement) (8). Sedimentation rate (SR) and C-reactive
protein (CRP) level of patients with BD were measured.
Patients with BD completed fibromyalgia related 
symptoms questionnaire that included headaches, sleep
disturbance. The answers were expressed as ‘yes’ and ‘no’. 

Serum concentrations of thyroid stimulating hormone
(TSH) were measured by radioimmunoassay to exclude
thyroid disease.  

The Statistical Package for the Social Sciences 15.0 for
Windows was used for data analysis. In nominal variables,
the chi-square and fisher exact test were used. For numer-
ical variables showing normal distribution, we used the
independent sample t-test. To analyze the differences
between more than two groups, we used the one way
analysis variance and Tukey’s honestly significant differ-
ence posthoc tests for numerical variables that showed
normal distribution and the chi-square test for nominal vari-
ables. Pearson and Spearman correlation tests were used
for correlation tests. P<0.05 was considered statistically
significant. Sample size calculation was done by Epi Info
Stat-Calc Version 6 programme.   

Results 

The mean age of BD, rheumatology and HNC groups
were 39.30±11.40, 40.87±10.05, 38.5±16.1 years,
respectively (p=0.501). The mean ages of  BD group, RA
and AS subgroups, HNC were demonstrated in Table 1.
Fifty-eight percentage of the BD group, 73% of RA sub-
group, 57% of the AS subgroup and 59% of the HNC
group were women (p=0.338). 

The frequency of FS were 14.5%, 5.6%, 28.8% and
25% in the BD, HNC group, RA and AS subgroups, respec-
tively (p=0.011). The frequency of FS in RA subgroup was
significantly higher than HNC group (p=0.002) but there
was no significant difference between the BD and HNC
groups (p>0.05). The prevalences of FS in the patients
with RA and AS were higher than that of patients with BD
but this differences were not significant (p>0.05). Ninety-
two percent and 85 % of the patients with FS in RA and
AS subgroups were women, respectively. The mean num-
ber of tender points and frequency of FS were demon-
strated in Table 1.  
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The mean disease activity scores of the patients with
BD were 1.54±1.25 (minimum 0, maximum 5). The mean
duration time of BD group was 11.27±9.08 years. SR and
CRP levels of the BD group were 17.76±13.86 mm/h (min-
imum 1- maximum 80), 10.14±5.10, respectively. The
mean haemoglobin level was 13.79±1.69 g/dL, blood
platelet number was 302.14x103±78.67x103/μL. The TSH
levels of the patients were in normal ranges. 

The BD group was divided into two subgroups accord-
ing to coexistence of FS and named as BD with FS and BD
without FS. The demographic features, disease activity
scores, presence of headache, sleep disturbance, and lab-
oratory parameters were demonstrated in Table 2. 

Presence of headache and sleep disturbance were
more common in the BD with FS subgroup (p<0.05).
Additionally, the number of mean tender point was higher
in BD with FS subgroup (p<0.001). In correlation analysis,
we could not find any correlation between the presence of
FS and the disease duration, age at diagnosis, disease
activity score and laboratory parameters of BD (p>0.05).
The tender point counts were not correlated with CRP, SR
and disease activity score (p>0.05). 

Discussion

In this study, we analyzed the coexistence of FS and
BD and association of concomitant FS with disease activi-
ty score in the patients with BD. Our analysis have shown
that FS was found in 14.5% of BD patients and also
shown that FS was not significantly associated with dis-
ease activity in the patients with BD.  

The prevalence of the FS in the general population in
Turkey has not been not studied but there was a study
about the prevalence of FS in a city of Turkey (9). Topbafl
et al. assessed 1930 women to diagnose FS and found
that the prevalence of FS was 3.6%. However, we studied
a small sample of the healthy controls and the result was
close to the result reported by Topbafl et al. (9). The fre-
quency of FS was increased if there was concomitant dis-
ease. FS may occur when a person who is genetically pre-
disposed is exposed to a certain environment, such as

physical trauma, infection, emotional stress, endocrine
disorders and various autoimmune disorders (7). Clauw et
al. reported that 25% of the patients with rheumatologic
disorders such as systemic lupus erythematosis, rheuma-
toid arthritis and anklosing spondylitis meet the ACR crite-
ria for FS (7). Ranzolin et al. reported that the overall preva-
lence of FS in the patients with RA was 13.4% (10). They
also investigated the association of concomitant FS with
disease activity score (DAS) and suggested that FS was
related to worse scores on the DAS in patients with RA.
Aloush et al. investigated the frequency of FS in women
with AS and found that 50 % of them met the ACR crite-
ria for FS (11). In this study, the frequency of FS in the
patients with RA and AS were approximately 29%, 25%
respectively. There are limited studies regarding the fre-
quency of FS in BD. Yavuz et al. demonstrated the coexis-
tence of BD and FS in only 9.2% of the patients with BD
(12). Al-‹zzi et al. found that 8.9% of BD patients met the
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BD group Rheumatology group HNC group

n=55 RA (n=52) AS (n=28) n=54

Age (year) 39.3±11.4 48.3±11.01 37.4±11.0 38.5±16.1

FS frequency (%) 14.5% 28.8%2 25.0% 5.6%

(n=8) (n=15) (n=7) (n=3)

Tender point number 3.7±2.3 6.7±4.84,5 6.2±4.53 3.3±3.4

(mean±SD) (min-max) (0-15) (0-14) (0-14) (0-12) 
1 p<0.001, RA subgroup vs  BD group, AS subgroup and HNC group
2 p<0.05, RA subgroup vs HNC group
3 p<0.05, BD group vs AS subgroup
4 p<0.001, RA subgroup vs HNC group
5 p=0.001, RA subgroup vs BD group

Table 1. The mean number of tender points and frequency of FS

BD without FS BD with FS P value    
n=47 n=8

Age 39.4±11.9 39.0±8.8 0.935

Sex (female/male) 25/22 7/1 0.072

Age at diagnosis 27.70±10.26 29.00±11.58 0.747
(years)

Disease duration 11.48±9.19 10.00±8.89 0.672
(years)

Disease activity score 1.7±0.9 0.9±0.8 0.087

Headache 57.4% 100% 0.019

Sleep disturbance 57.4% 100% 0.019

Tender point number 2.2±2.4 12.5±1.1 0.000

SR 18.9±14.5 11.1±6.7 0.085

CRP 11.2±10.1 4.0±1.2 0.449

Hb 13.9±1.8 13.2±1.2 0.288

Plt 30.36x104 29.35x104 0.740

Table 2. The demographic features, disease activity scores, presence
of headache, sleep disturbance, laboratory parameters of the patients
wth and without FS
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ACR criteria for FS but the frequency of FS in the controls
was 2.5% (13). In the other study by Lee SS et al., 37.1%
BD patient had FS concomitantly (14). In the present
study, 14.5% of the BD patients had FS. The differences
in the FS prevalence among the BD patients can be
explained the gender difference. Population studies of FS
using the ACR criteria have shown that females has FS
more often than males, estimates ranging from 1.0-4.9%
in females as compared to 0.0-1.6% in males. The FS is
predominantly found in women (15). A clear female pre-
dominance in the prevalence of FMS should prompt the
search for a sex hormones-related aetiology. The ratio of
female to male ratio in BD was different in all studies. Al-
‹zzi et al. (13) had the lowest ratio, Lee et al. (14) had high-
est ratio. Consequently, Lee et al. reported the highest FS
prevalence in the BD patients. 

Lee et al. (14) evaluated the manifestation of BD
according to presence of clinical features. In the study of
Lee et al., the presence of one or more of the following
clinical features was regarded as a severe manifestation:
posterior uveitis or retinal vasculitis, gastrointestinal ulcer-
ations with bleeding or perforation, major organ involve-
ment and major vessel involvement. The presence of FS
did not differ significantly between BD patients with and
without severe manifestation. There were no difference
between BD patients with FS or without FS in disease
activity and CRP. Additionally they could not find any cor-
relation tender point counts and CRP, disease activity as
our study.   Yavuz et al. (12) reported that 10% and 39%
of the BD patient with and without FS respectively had
severe manifestation. In our study, we found that the
score of disease activity was lower in patient without BS.
Furthermore, there was not any relation between FS and 
disease activity of BS.  

As a conclusion, there was a trend for an increased fre-
quency of FS in BS patients. The possibility of the coexis-
tence of these two systemic diseases must always be
considered in suspicious clinical settings. The treatment of
FS provides pain relief and increases the quality of life of
BD patients.  Lastly, the presence of FS does not seem to
correlate with disease activity.
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