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Abstract
BACKGROUND
Gastrointestinal involvement in Behçet's disease (GIBD) and Crohn’s disease (CD) are inflammatory diseases sharing a considerable number of similarities. However, different from CD, the operative and postoperative management of GIBD remains largely empirical because of the lack of comprehensive treatment guidelines.

AIM
To compare surgical patients with GIBD and those with CD in a medical center and identify notable clinical features and effective postoperative treatment for surgical patients with GIBD.

METHODS
We searched patients diagnosed with CD and GIBD who underwent operations for gastrointestinal complications from 2009 to 2015 at West China Hospital of Sichuan University. A total of 10 surgical patients with GIBD and 106 surgical patients with CD were recruited. Information including demographic data, medication, and operative and postoperative parameters were collected and analyzed. As the incidence of surgical GIBD is low, their detailed medical records were reviewed and compared to previous studies. Moreover, the prognoses of CD and GIBD were evaluated respectively between groups treated with biological and non-biological agents.

RESULTS
Indication for first surgery was often acute intestinal perforation for GIBD patients (7/10 vs 0/106, P < 0.001), whereas intestinal fistulae (0/10 vs 44/106, P = 0.013) and ileus (0/10 vs 40/106, P = 0.015) were the indications for surgical CD patients. Approximately 40% of patients with GIBD and 23.6% of patients with CD developed postoperative complications, 50% of patients with GIBD and 38.7% of patients with CD had recurrence postoperatively, and 40% (4/10) of patients with GIBD and 26.4% (28/106) of patients with CD underwent reoperations. The average period of postoperative recurrence was 7.87 mo in patients with Behçet's disease (BD) and 10.43 mo in patients with CD, whereas the mean duration from first surgery to reoperation was 5.75 mo in BD patients and 18.04 mo in CD patients. Surgical patients with GIBD more often used corticosteroids (6/10 vs 7/106, P < 0.001) and thalidomide (7/10 vs 9/106, P < 0.001) postoperatively, whereas surgical patients with CD often used infliximab (27/106), azathioprine, or 6-mercaptopurine (74/106) for maintenance therapy.

CONCLUSION
Patients suffering GIBD require surgery mostly under emergency situations, which may be more susceptible to recurrence and reoperation and need more aggressive postoperative treatment than patients with CD.
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[bookmark: _GoBack]Core Tip: This real-world study was designed to identify effective postoperative treatment for patients with gastrointestinal involvement in Behçet's disease (GIBD) from the experience of Crohn’s disease (CD). Indication for first surgery was often acute gastrointestinal complications for GIBD patients, compared with patients with CD frequently undergoing purposed elective surgeries. Although no statistically significant difference was observed, patients with GIBD suffered more and earlier recurrences and reoperations than patients with CD. Awareness should be raised about the emergency condition of GIBD because it is more likely to be discounted than CD in clinics. Furthermore, they may require more aggressive treatment for more severe disease process postoperatively, like biological agents.

INTRODUCTION
Behçet disease (BD) is a rare, relapsing, and chronic multisystem vasculitis disease, with typical oral and genital ulcerations and ocular inflammation[1,2]. Gastrointestinal involvement in BD (GIBD) is observed in only 5%-50% of BD cases[3,4]. 
Crohn’s disease (CD) is a representative inflammatory bowel disease involving the entire gastrointestinal tract, especially the ileocecal area[5]. However, different from the vasculitis of intestinal BD, CD is characterized by non-caseating granulomas and discontinuous transmural lesions with inflammation penetrating to the muscularis propria, resulting in stricturing and fistulization[6]. However, they are similar inflammatory diseases sharing a considerable number of genetic backgrounds, pathogenesis, clinical features, and treatment protocols[7,8]. Both activate innate and adaptive immune systems, increasing Th1, Th17, CD4+, and CD8+ T cells and γδ+ T cell activities[9-13]. Intestinal BD and CD are regarded as two sides of the same coin rather than two distinct disease entities[14].
Although pharmacotherapy is the preferred option for BD in the absence of complications, surgery is needed in uncontrolled or emergency situations, such as perforations, massive bleeding, and obstruction[15]. Choi et al[16] reported that 36% and 43% of patients with GIBD received an operation at 2 and 5 years compared with at least half of patients with CD who underwent one or more surgical procedures in their lifetimes. However, the surgical treatment of GIBD is still empirical sometimes because of the lack of randomized control trials[17], and reports on the surgical treatment and outcomes of GIBD are few. Guidelines on surgical treatment in CD has been suggested by the European Crohn’s and Colitis Organization (ECCO). Can we guide the surgical treatment of BD from the experience of CD? Do they share common surgical characteristics? We compared our surgical GIBD patients to surgical CD patients from different aspects with the aim of determining optimal postoperative management of GIBD. To our knowledge, this is the first article comparing clinical characteristics, postoperative pharmacotherapy, and outcomes between surgical GIBD cases and CD cases.

MATERIALS AND METHODS
Study population
We searched for patients at West China Hospital of Sichuan University diagnosed with GIBD and CD undergoing operation from 2009-2015, collecting relative data and performing statistical analysis (GIBD group, n = 10; CD group, n = 106). Patients undergoing surgery for gastrointestinal disease and meeting the diagnostic criteria of the International Criteria for BD[18] and ECCO-ESGAR Guideline for Diagnostic Assessment in CD[19] were included. Patients without complete medical records or continuous follow-up for more than 5 years and with other gastrointestinal diseases or critical illnesses were excluded.

Data collection 
We investigated demographic data, including gastrointestinal or extraintestinal manifestations and signs, of these two groups. We collected surgery parameters, including the duration from initial diagnosis to first surgery, indication for first surgery and first operation type, and postoperative parameters about number of ostomy closures, recurrences, reoperations, and postoperative complications and mortality. Furthermore, use of drugs before and after surgery was determined. Finally, we compared our results with those of previous studies, which mainly included articles about treatment and relative prognosis of patients suffering from GIBD and undergoing operations. The key words were as follows: “(gastrointestinal involvement in Behçet's disease,” “intestinal Behçet’s disease,” or “entero-Behçet’s disease”) and “surgery.” 

Statistical analysis
Statistical Package for Social Science (SPSS 19.0) software and Graph Pad Prism V.6.0 (San Diego, CA, United States) were used for analyses and graphics. Continuous variables are presented as the mean ± SD and categorical variables as frequencies and percentages. The c2 test and Fisher exact test were used to compare categorical variables, and the t-test was used for continuous variables. Recurrence-free rate and reoperation-free rate were calculated using the Kaplan–Meier method. Differences with a P value < 0.05 were considered significant for all tests. The statistical methods of this study were reviewed by Chen YL from West China Biomedical Big Data Center. All authors had access to the study data and reviewed and approved the final manuscript.

RESULTS
Study information and patient characteristics
A total of 10 surgical patients with GIBD and 106 surgical patients with CD were recruited. The characteristics of the two groups are summarized in Table 1. The mean age of surgical patients with GIBD (41.90 ± 11.15) was higher than that of surgical patients with CD (32.38 ± 9.46, P = 0.003). The surgical patients with GIBD had more cases of oral aphtha (P < 0.001), genital ulcer (P < 0.001), skin lesions (P < 0.001), and fevers (P = 0.025) than the surgical patients with CD but fewer cases of diarrhea (P < 0.001). Only one surgical patient with GIBD had ocular lesion. Both groups had more cases of ulcer in the ileum and colon (4/10 vs 66/106) than in the other sites of the digestive tract.

Surgical and postoperative therapy of patients with GIBD and CD
As indicated by the surgery and postoperative parameters in Table 2, 7/10 surgical patients with GIBD achieved a confirmed diagnosis after first surgery. Indications for first surgery were acute intestinal perforation (P < 0.001) or diagnostic surgery for acute abdomen (P < 0.001) in surgical GIBD patients, whereas intestinal fistulae (P = 0.013) and ileus (P = 0.015) were more in surgical patients with CD. The ulcers of GIBD tended to perforate at multiple sites more easily than those of CD. One of our GIBD cases showed perforations at four sites in the small intestine and transverse colon. No patient with GIBD underwent operation for perianal lesions, intestinal fistulae, ileus, or abdominal abscess, which were common in patients with CD. Moreover, segmental resection and ostomy (7/10 vs 48/106, P = 0.188) were the preferred first surgery options by both groups, especially under emergency situations. Approximately 71.4% (5/7) of patients with GIBD and 60.4% (29/48) of patients with CD underwent ostomy closure. The average period from ostomy to ostomy closure was 18.60 mo in patients with GIBD and 13.86 mo in patients with CD (P = 0.358).
Postoperative recurrence was observed in 5 (50%) of 10 cases in patients with GIBD and in 41 of 106 cases (38.7%) in patients with CD. Recurrences from the anastomosis area were frequent in patients with GIBD and CD (5/5 vs 32/41, respectively). The average period of postoperative recurrence was 7.87 mo with a range of 0.3 to 18 mo in patients with GIBD and 10.43 mo with a range of 2 to 36 mo in CD patients. Four of the five patients with GIBD, who had recurrence, underwent reoperations. The causes of reoperations were bowel perforation in one (10%) case, gastrointestinal bleeding in one (10%), and anastomotic fistula in two (20%). The mean duration from first surgery to reoperation was 5.75 mo in patients with GIBD and 18.04 mo in patients with CD. Although no significant difference in the average period of recurrence and reoperation was observed between the two groups, one patient with GIBD had recurrence of distal perforation from stoma 11 d after segmental resection and ostomy. The patients with GIBD appeared to have recurrence and underwent reoperation earlier than the patients with CD. The incidence of postoperative complications was 40% (4/10) in patients with GIBD and 23.6% (25/106) in patients with CD (P = 0.265). The postoperative complications of patients with GIBD included intraabdominal infection in one case, anastomotic fistula combined with intraabdominal infection in two, and GI bleeding combined with intraabdominal infection in one.
The two groups were compared with regard to the use of drugs before and after surgery (Table 3). We found no significant difference in preoperative medication. Notably, surgical patients with GIBD more often used corticosteroids (6/10 vs 7/106, P < 0.001) and thalidomide (7/10 vs 9/106, P < 0.001) after surgery, whereas surgical patients with CD often used infliximab (27/106), azathioprine (AZA), or 6-mercaptopurine (6-MP; 74/106) for postoperative maintenance therapy. In our cases, two surgical patients suffering from GIBD and using adalimumab postoperatively under the background of intestinal perforation and timely enterostomy showed a preferable prognosis with successful ostomy closure and endoscopic remission and without recurrence or reoperation during our 5-year follow-up.
As the mortality (1/10 vs 2/106, P = 0.239), recurrence-free rate (5/10 vs 65/106, P = 0.4067), and reoperation-free rate (6/10 vs/ 83/106, P = 0.1938) in 5 years showed no significant difference in both groups (Table 2, Figure 1), we observed that one patient with GIBD and segmental resection and ostomy for emergency intestinal perforation used AZA, corticosteroids, and thalidomide successively as maintenance drugs for postoperative medical therapy and died of repeated uncontrolled perforation of the digestive tract. Two patients with CD died of severe intra-abdominal infection. In the patients with GIBD, the group treated with biological agents had no recurrence (0/2), reoperation (0/2), or mortality (0/2), and the recurrence rate, reoperation rate, and mortality were 62.5% (5/8), 50% (4/8), and 12.5% (1/8) in the group treated with nonbiological agents (P > 0.05). In the patients with CD, the recurrence rate, reoperation rate, and mortality were 21.4% (7/27), 3.6% (2/27), and no mortality (0/27) in the group treated with biological agents, and 48.2% (34/79; P = 0.115), 34.9% (26/79; P = 0.011), and 8.4% (2/79; P = 1.000) in the group treated with nonbiological agents, respectively.

DISCUSSION
The clinical characteristics and surgical parameters of 10 surgical patients with GIBD and 106 surgical patients with CD were compared in this study. Surgical patients with GIBD are likely to have more cases of oral aphthae, genital ulcer, skin lesion, and vascular lesion than those with CD in our data, which have been proved as relatively specific clinical manifestations of BD previously[20-22].
The surgical parameters of the two groups were similar in some characteristics but had differential points. Timely surgical treatment in GIBD is essential under uncontrolled or emergency conditions (e.g., intestinal perforation, huge GI bleeding, or other acute abdominal diseases)[2,20,21]. Our study showed GIBD cases always requiring surgery for emergency conditions. However, an elective surgery, which optimized the nutritional and immunosuppression status of these patients before operation, was more common in patients with CD. The indications for first surgery were acute intestinal perforation (P < 0.001) or diagnostic surgery for acute abdomen (P < 0.001) in patients with GIBD and intestinal fistulae (P = 0.013) and ileus (P = 0.015) with long course in surgical patients with CD. 
Segmental resection and ostomy (7/10 vs 48/106, P = 0.188) were the preferred first surgery options for both groups. A temporary stoma was recommended in CD patients with emergency conditions, such as intestinal perforation, or in patients with prolonged (> 6 wk) and high-dose (≥ 20 mg of prednisolone equivalent) steroid use, which are associated with postoperative complications, such as anastomotic leakage. In the ECCO Guidelines of 2020, defunctioning ileostomy together with intensified medical therapy for refractory CD colitis to divert the fecal stream, may ameliorate disease progression[23]. Similarly, clinicians had reached a consensus that creating a stoma is more preferable than primary anastomosis for surgical patients with GIBD at an active stage, especially under emergency conditions[21,22,24]. Baek et al[24] finished a retrospective review including 91 surgical patients with GIBD to determine whether these patients were under a high risk of recurrence and needed stoma frequently. However, approximately 90% the patients with CD reached obvious remission in the distal intestinal segment after defunctioning stoma. This condition was not observed in the patients with GIBD. A patient with GIBD in our study presented with repeated perforation in the distal intestinal segment of the stoma. This result indicated that patients with GIBD may need to start intensive treatment earlier after surgery, even if the patients already underwent defunctioning stoma.
In our study, postoperative recurrence was observed in 50% of patients with GIBD and 38.7% of patients with CD. The average period of postoperative recurrence was 7.87 mo in patients with BD and 10.43 mo in patients with CD. The mean duration from first surgery to reoperation was 5.75 mo in patients with BD and 18.04 mo in patients with CD. Although no statistically significant difference was observed, surgical patients with GIBD were associated with a higher ratio of postoperative recurrence than surgical patients with CD, similar to a previous study[24]. Patients who were suffering from GIBD and had postoperative recurrence and reoperation earlier than CD patients may require more aggressive postoperative treatments. Patients with GIBD were associated with a high rate of postoperative recurrence and reoperation, especially those with early onset or high level of C-reactive protein initially. Furthermore, patients with GIBD characterized with deep ulcers, especially volcano-shaped ulcers, were associated with relatively early postoperative recurrence[2]. A follow-up of every 6-12 mo including radiography and endoscopy for surgical patients with CD was also recommended for surgical patients with BD.
The surgical patients with GIBD in our study frequently used corticosteroids or MTX after operation, whereas surgical patients with CD used infliximab or AZA postoperatively for maintenance therapy. Similar to CD, T helper type 1-associated cytokines, such as TNF-α, is associated with BD[25]. Two patients using adalimumab postoperatively in our study showed a preferable prognosis with endoscopic remission and without recurrence, as indicated in a previous study, which reported that anti-TNF-α is useful in maintaining remission of intestinal BD[2,26]. By contrast, one patient with GIBD who used AZA, corticosteroids, and thalidomide for postoperative medical therapy died of repeated uncontrolled gastrointestinal perforation. Biological agents may control inflammation at an ideal state, such as the remission state of “mucosa healing” for CD, which leads to a preferable prognosis. Clinicians tested biological agents on patients with GIBD. Sfikakis et al[27] proposed that IFX may be used in patients who failed treatment using immunosuppressants or used corticosteroid at dosage exceeding 7.5 mg/d. Lee et al[28] performed a multicenter retrospective noncontrolled review including 28 patients in South Korea; they found that infliximab is an effective therapy for patients with intestinal BD. Japanese Consensus Statements in 2020 stated that medication with TNF-α inhibitors is recommended for patients who are not responsive to traditional medical treatment. Patients with severe symptoms and deep ulcers can receive 0.5-1 mg/kg prednisolone for 1-2 wk and undergo slow tapering. Biological agents, such as adalimumab and infliximab, can be considered in such cases[2,29]. Biological agents may be used for high-risk patients with GIBD during severe or emergency situations, similar to the therapy protocol of CD called “top-down therapy” with early initiation of biological agents[30], not only stepping up to it after failing to respond to conventional treatment. Sex (male), ileal involvement, accompanying with ocular lesions are associated with a high risk of undergoing surgery[31,32], and such patients may benefit more from the early use of biological agents[2]. However, biological agents are not effective for all GIBD patients. Naganuma et al[26] reported that patients suffering from GIBD with involvement of the ileum may tend to be more inefficient to infliximab and require operation than those with involvement of the cecum. 
There are some limitations to this study. This study is a retrospective one. Although the incidence of surgical GIBD is low, we compared accurate and complete information of our surgical patients with GIBD with those of surgical patients with CD, providing valuable perspectives on the treatment of surgical GIBD. However, a randomized controlled trial is still needed.

CONCLUSION
In conclusion, awareness should be raised about the emergency condition of GIBD because it is more likely to be discounted than CD in clinics. Although no statistically significant difference was observed, patients with GIBD having a numerically higher incidence of recurrence and reoperation, which also tended to occur earlier than those patients with CD, may require more aggressive postoperative treatment. Biological agents may be ideal postoperative maintenance treatments for some surgical patients with GIBD after risk assessment.

ARTICLE HIGHLIGHTS
Research background
The preoperative and postoperative management of gastrointestinal involvement in Behçet's disease (GIBD) remains empirical sometimes. We may guide the surgical treatment of GIBD from the experience of Crohn’s disease (CD).

Research motivation
Treatment strategies and randomized control trials for surgical patients with GIBD are lacking.

Research objectives
To identify notable clinical features and effective postoperative treatment for patients with GIBD from the experience of CD.

Research methods
Patients diagnosed with CD and GIBD who underwent operations for gastrointestinal complications were recruited. Information including demographic data, medication, and operative and postoperative parameters were collected and analyzed.

Research results
Indication for first surgery was often acute gastrointestinal complications for GIBD patients, compared with patients with CD frequently undergoing purposed elective surgeries. Although no statistically significant difference was observed, patients with GIBD suffered more and earlier recurrences and reoperations than patients with CD.

Research conclusions
Although no statistically significant difference was observed, patients with GIBD having a numerically higher incidence of recurrence and reoperation, which also tended to occur earlier than those patients with CD, may require more aggressive postoperative treatment.

Research perspectives
As patients with GIBD may require more aggressive postoperative treatment, biological agents may be ideal postoperative maintenance treatments for them. A randomized controlled trial is still needed.
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Figure 1 Recurrence-free rate and reoperation-free rate in surgical gastrointestinal involvement in Behçet's disease group and surgical Crohn’s disease group. Recurrence-free rate and reoperation-free rate after first surgery are higher in surgical patients with Crohn’s disease than patients with gastrointestinal involvement in Behçet's disease, whereas there is no significant difference in both groups. A: Recurrence-free rate; B: Reoperation-free rate. CD: Crohn’s disease; GIBD: Gastrointestinal involvement in Behçet's disease. 
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Table 1 Clinical features of surgical patients with gastrointestinal involvement in Behçet's disease and Crohn’s disease
	
	GIBD (n = 10)
	CD (n = 106)
	P value

	Age (mean ± SD)
	41.90 ± 11.15
	32.38 ± 9.46
	0.003

	Male, n (%)
	6 (60)
	74 (69.8)
	0.498

	Family history (n)
	0
	0
	——

	Symptoms and signs, n (%)
	

	Oral aphthae
	8 (80)
	8 (7.5)
	< 0.001

	Ocular lesion
	1 (10)
	0
	0.086

	Genital ulcer
	5 (50)
	3 (2.8)
	< 0.001

	Skin lesion
	5 (50)
	2 (1.9)
	< 0.001

	Arthritis/arthralgia
	4 (40)
	16 (15.1)
	0.068

	Abdominal pain
	10(100)
	101 (95.3)
	1.000

	Diarrhea 
	2 (20)
	67 (63.2)
	< 0.014

	GI bleeding
	6 (60)
	37 (34.9)
	0.170

	Abdominal mass
	3 (30)
	39 (36.8)
	0.746

	Fever
	6 (60)
	26 (24.5)
	0.026

	Weight loss
	6 (60)
	74 (69.8)
	0.498

	Location of ulcer, n (%)
	
	
	

	Upper GI
	0
	2 (1.8)
	1.000

	Ileum/jejunum
	1 (10)
	16 (15.1)
	1.000

	Ileum and ileocecal
	2 (20)
	3 (2.8)
	0.058

	Ileum and colon
	4 (40) 
	66 (62.3)
	0.191

	Colon 
	3 (30)
	19 (17.9)
	0.377

	Shape of ulcer, n (%)
	
	
	

	Oval
	4 (40)
	0
	< 0.001

	Longitudinal 
	0
	38 (35.8)
	0.029

	Other
	6 (60)
	68 (64.2)
	1.000


CD: Crohn’s disease; GIBD: Gastrointestinal involvement in Behçet's disease; GI: Gastrointestinal; SD: Standard deviation.

Table 2 Surgery and postoperative parameters of patients with gastrointestinal involvement in Behçet's disease and Crohn’s disease
	
	GIBD (n = 10)
	CD (n = 106)
	P value

	Diagnosed after first surgery, n (%)
	7 (70.0)
	56 (52.8)
	0.341

	Duration from initial diagnosis to first surgery (mo, mean ± SD)
	27.67 ± 23.03
(n = 3)1
	41.60 ± 39.22
(n = 50)2
	0.548

	[bookmark: OLE_LINK15]Indications for first surgery, n (%)

	Perianal abscess or fistula
	0
	10 (9.4)
	0.597

	Intestinal fistulae
	0
	44 (41.5)
	0.013

	Ileus 
	0
	40 (37.7)
	0.015

	Abdominal abscess
	0
	12 (11.3)
	0.596

	Acute intestinal perforation
	7 (70)
	0
	< 0.001

	Diagnostic surgery for acute abdomen 
	3 (30)
	0
	< 0.001

	First operation type, n (%)
	
	
	

	 Segmental resection and ostomy
	7 (70)
	48 (45.3)
	0.188

	 Perforation repairmen + drainage
	1 (10)
	0
	0.086

	Segmental resection
	2 (20)
	37 (34.9)
	1.000

	Drainage
	0
	21 (19.8)
	0.204

	 Others
	0
	1 (0.9)
	1.000

	Ostomy closure, n (%)
	5 (71.4)3
	29 (60.4)4
	0.696

	Ostomy to ostomy closure (mo, mean ± SD)
	18.60 ± 10.14
	13.86 ± 10.58
	0.359

	Recurrence, n (%)
	5 (50)
	41 (38.7)
	0.515

	Recurrence from first surgery (mo, mean ± SD)
	7.87 ± 7.37
	10.43 ± 8.97
	0.543

	Recurrence location, n (%)

	Anastomosis 
	5 (100)
	32 (78.8)
	0.566

	Others
	2 (40)
	26 (63.4)
	0.365

	Reoperations, n (%)
	4 (40)
	28 (26.4)
	0.460

	Duration from first surgery to reoperation
 (mo, mean ± SD)
	5.75 ± 4.99
	18.04 ± 16.30
	0.150

	Postoperative complications, n (%)
	4 (40)
	25 (23.6)
	0.265

	GI bleeding
	1 (10)
	5 (4.7)
	0.425

	Anastomotic fistula
	2 (20)
	23 (21.7)
	1.000

	Intraabdominal infection
	4 (40)
	12 (11.3)
	0.031

	Others
	1 (10)
	4 (3.8)
	0.368

	Mortality, n (%)
	1 (10)
	2 (1.9)
	0.239


Patients with gastrointestinal involvement in Behçet's disease (GIBD) required surgery always for acute and emergency complications, while elective surgeries were more common in patients with Crohn’s disease (CD). The average period of postoperative recurrence was 7.87 mo with a range of 0.3 to 18 mo in GIBD patients and 10.43 mo with a range of 2 to 36 mo in CD patients. 1Three (30.0) patients with GIBD were diagnosed before first surgery; 2Fifty (47.2) patients with CD were diagnosed before first surgery; 3Seven (70.0) patients with GIBD underwent surgery including the operation type of ostomy; 4Forty-eight (45.3) patients with CD underwent surgery including the operation type of ostomy. CD: Crohn’s disease; GIBD: Gastrointestinal involvement in Behçet's disease; SD: Standard deviation.

Table 3 Use of drugs before and after surgery in patients with gastrointestinal involvement in Behçet's disease and Crohn’s disease
	
	GIBD (n = 10)
	CD (n = 106)
	P value

	
	Before surgery (n = 3)1
	After surgery (n = 10)
	Before surgery (n = 50)2
	After surgery (n = 106)
	P1 value
	P2 value

	5-ASA or sulfasalazine
	1(33.3)
	1 (10)
	31 (62)
	12 (11.3)
	0.555
	1.000

	AZA or 6-MP
	1(33.3)
	6 (60)
	20 (40)
	74 (69.8)
	1.000
	0.498

	Corticosteroids
	0
	6 (60)
	7 (14)
	7 (6.6)
	1.000
	< 0.001

	Biological agent 
	0
	2 (20)
	9 (18)
	27 (25.5)
	1.000
	1.000

	Infliximab
	0
	0
	9 (18)
	27 (25.5)
	1.000
	0.114

	Adalimumab
	0
	2 (20)
	0
	0
	- 
	0.007

	[bookmark: _Hlk5057800]Thalidomide
	1(33.3)
	7 (70)
	2 (4)
	9 (8.5)
	0.163
	< 0.001

	MTX
	0
	0
	1 (2)
	2 (1.9)
	1.000
	1.000

	Others
	0
	1 (10)
	1 (2)
	2 (1.9)
	1.000
	0.239


1Three (30.0) surgical patients with gastrointestinal involvement in Behçet's disease were diagnosed before first surgery; 2Fifty (45.0) surgical patients with Crohn’s disease were diagnosed before first surgery. CD: Crohn’s disease; GIBD: Gastrointestinal involvement in Behçet's disease; 5-ASA: 5-aminosallcylic acid; 6-MP: 6-mercaptopurine; AZA: Azathioprine; MTX: Methotrexate.
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