Letters to the editor

Prevalence of Behcet’s disease
in the province of Brescia in
northern Italy

Sirs,

Studies calculating the prevalence of Be-
hcet’s disease (BD) in Italy have reported
considerable variation across latitude (1-3),
ranging from 3.8/100.000 (95%CI 2.0-5.8)
in Reggio Emilia, northern Italy, to 15.9
(8.9-28.5) in Potenza, southern Italy. In
these studies, patients were classified as
having BD if they met the International
Study Group (ISG) criteria (4), but new In-
ternational Classification Criteria (ICBD)
with improved sensitivity have subsequent-
ly been developed (5); only patients of Ital-
ian ancestry were identified, but this result
might be influenced by the low presence of
immigrants in Potenza (3), and the relative-
ly low number of patients recruited.

A further evaluation of BD prevalence in
Italy might be useful for several reasons: to
confirm the differences between northern
and southern regions of the country, to eval-
uate the prevalence in an area with a high
immigration rate, and to evaluate the impact
of ICBD classification. For these purposes,
we have evaluated the prevalence of BD in
the province of Brescia, an area of northern
Italy, in which a large number of residents
are immigrants.

Patients were recruited from two sources:
the electronic databases of our Unit and
the regional registry for rare diseases. In
all cases, the clinical diagnosis of BD was
reassessed by a senior rheumatologist, and
both ISG criteria and ICBD were applied to
classify patients.

As January, 2012, 50 patients (28 male; 22
female) with a confirmed clinical diagnosis
of BD lived in our province (population:
1,056,063 inhabitants older than 14 years;
immigrants; 129,296. Data source: ISTAT);
11 were first-generation immigrants of
non-Italian origin (Morocco: 5; Albania: 3;
Egypt: 2; Senegal: 1); 43 of them met the
ISG criteria, and 46 the ICBD. The esti-
mates for the point prevalence are reported
in Table 1.

The results allow the following conclusions:
first, the prevalence of BD in our province
is similar to that reported in another area
of northern Italy, and lower than in south-
ern Italy. Second, among males, the crude
prevalence in immigrants is higher than in
Italians, similarly to what was observed in
France evaluating the ethnic origin of BD
patients (6). Morocco and Egypt are esti-
mated to be among the countries with the
highest BD prevalence after Turkey (7-10).
No data on BD prevalence in Albania are
available, but this country was under the
Turkish rule for five centuries, and has a

Table I. Prevalence of BD per 100,000 inhabitants older than 14 years in province of Brescia, categorised

by sex and age. The 95% confidence intervals were calculated according to the Poisson distribution.

Total
population
(n=1,056,063)

Italian-origin
population
(n=926,767)

Non Italian-origin
population
(n=129,296)

Prevalence (ISG)

Prevalence in males (ISG)

4.1(C1:29-52)
49 (Cl1:30-6.8)
33 (C.L: 1.8-4.9)
44 (Cl1:3.1-56)
4.9 (CL:3.0-6.8)
39 (CI: 22-5.5)
4.7 (C.L:34-6.0)

Prevalence in females (ISG)
Prevalence (ICBD)
Prevalence in males (ICBD)
Prevalence in females (ICBD)

Prevalence (clinical diagnosis)

Prevalence in males

54(C1:34-74)

(clinical diagnosis)
Prevalence in females
(clinical diagnosis)

4.1(CI:24-5.8)

3.5 (C.L: 2.3-4.6)
34 (ClL:1.7-52)
3.5(CL 18-52)
3.8 (C.I: 2.5-5.0)
34 (CL:1.7-52)
42 (CI: 2.4-6.0)
4.7 (C1:3.4-60)
40 (CI: 2.0-5.9)

8.5(C.I: 3.5-13.5)
14.8 (C.I: 5.7-23.9)
1.6 (C.I: 0-4.8)
8.5(C.I: 3.5-13.5)
14.8 (C.I: 5.7-23.9)
1.6 (C.I: 0-4.8)
8.5(C.I: 3.5.-13.5)
14.8 (C.I: 5.7-23.9)

44(CI:25-623) 1.6 (CI: 0-4.8)

rather high prevalence of HLA-B51, a risk
factor for BD (10). In keeping with the lit-
erature, BD is more prevalent in males than
in females among immigrants, whereas it is
equally frequent in Italians (1-3,11). Third,
the use of the ICBD slightly increases the
prevalence of BD, in accordance with the
10% increase of sensitivity, as compared
with the ISG criteria, calculated by the team
who developed the ICBD (5).

Our hospital is the only one in the province
allowed to certificate the diagnosis of BD in
the regional rare diseases registry (certifica-
tion is mandatory in order for the patient to
be exempt from payment of disease-related
medical costs), and other specialists (e.g.
dermatologists, ophtalmologists, etc.) refer
patients with BD to our Unit for systemic
therapy. Nevertheless, we cannot exclude
that patients with milder forms of BD, not
requiring systemic therapy or certification,
were missed. Indeed, we have observed a
more severe disease (a higher frequency
of permanent ocular or neurological dam-
age) in immigrants than in Italians (12). Al-
though this might be explained by a milder
course of disease in Italians (1), we cannot
exclude that, among immigrants, only pa-
tients with more severe disease seek medi-
cal evaluations. This might lead to an under-
estimation of the prevalence of BD among
these populations. Late referral might be
another cause of more severe disease course
in immigrants.
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