
	

Cardio-Vascular Manifestations of Takayasu  
Disease

1

MedDocs Publishers

Received: May 16, 2025
Accepted: June 09, 2025
Published Online: June 16, 2025
Journal: Annals of Cardiology and Vascular Medicine
Publisher: MedDocs Publishers LLC
Online edition: http://meddocsonline.org/
Copyright: © El Mehdi T (2025). This Article is
distributed under the terms of Creative Commons 
Attribution 4.0 International License

*Corresponding Author(s):  El Mehdi Tamir
Department of Cardiology, IBN ROCHD University 
Hospital, Casablanca, Morocco.
Email: mehdi.tamir@gmail.com

Annals of Cardiology and Vascular Medicine
Open Access | Case Reports

Cite this article: El Mehdi T, Amri M, Kamal H, Meryem H, Abdennasser D, et al. Cardio-Vascular manifestations 
of Takayasu Disease. Ann Cardiol Vasc Med. 2025; 8(1): 1088.

ISSN: 2639-4383

El Mehdi Tamir*; Meriam AMRI; Kamal Haless; Meryam Haboub; Abdennasser Drighil; Rachida Habbal
Department of Cardiology, IBN ROCHD University Hospital, Casablanca, Morocco.

Abstract

Prerequisites: Takayasu disease is an inflammatory vas-
culitis affecting mainly large vessels such as the aorta and its 
main branches in women under 40.

Purpose: This affection remains under-diagnostiqued by 
the most of cardiovascular praticiens. In order to identify 
the clinical, biological, radiological and evolutionary data of 
Takayasu disease’s cardiovascular manifestations. We con-
ducted a retrospective study of 11 cases at the Ibn Rochd 
University Hospital in Casablanca.

Results: The 11 patients (3 men - 8 women) had a mean 
age at diagnosis of 37 years. There was frequent involve-
ment of the thoracic and carotid aortas (4 cases), followed 
by subclavian and renal involvement (3 cases). The distribu-
tion of patients according to the Luppi-Herrera classification: 
3 cases type 1, 3 cases type 2 and 4. High blood pressure 
was found in 8 patients, and the Ambulatory Blood Pressure 
Monitoring revealed 4 unbalanced profiles, 2 of which were 
non-Dipper. Left Ventricule alteration on Trans-Thoracic 
Echocardiography was found in 3 patients, 2 of whom were 
diagnosed with Myocardial Infarction. Aortic Regurgitation 
was noted in 3 cases, one of them severe. Inflammatory 
Syndrom and immunological disturbance were present in 5 
patients. Other findings included 3 cases of stroke, 2 cases 
of hypermetabolism on Pet-Scan, 1 case of renal hypotrophy 
on DMSA scintigraphy and renal ultrasound and 2 cases of 
ocular vasculitis on fundus. Corticosteroid therapy was giv-
en to 9 patients, including 6 with methotrexate. 3 patients 
required immunosuppressive therapy. Antihypertensive 
treatment was prescribed in 8 patients and modified in 5. 
Surgical treatment was performed in 1 case, with angioplas-
ty of the renal artery. Coronary angiography was performed 
in 2 patients with Myocardial Infarction, and was normal in 
one case, with angioplasty of the middle IVA in the other. 
Progression showed marked improvement, stabilization of 
signs and good quality of life.

Conclusion: Despite the limited size of the study, the 
clinical, biological and radiological data show variable car-
diovascular damage in Takayasu Disease. These data remain 
close to published series with the same evolution.

Abbreviations: DMSA: Dimercaptosuccinic Acid; LAD: Left Ante-
rior Descending; ACR: American College of Rheumatology; ESR: 
Erythrocyte Sedimentation Rate; CBC: Complete Blood Count; 
CT: Computed Tomography; PET-Scan: Positron Emission To-
mography scan; SPSS : Statistical Package for the Social Scienc-
es; ABI: Ankle-Brachial Index; PAD: Peripheral Arterial Disease; 
LBBB: Left Bundle Branch Block; LVH: Left Ventricular Hyper-
trophy; MI: Myocardial Infarction; LV: Left Ventricle; LVFP: Left 
Ventricular Filling Pressure; PH: Pulmonary Hypertension; RV : 
Right Ventricle; ABPM: Ambulatory Blood Pressure Monitoring; 
TNF: Tumor Necrosis Factor; PDA: Posterior Descending Artery.
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Introduction

Takayasu’s disease is a chronic inflammatory arteritis of the 
great vessels affecting with predilection the aorta, its main 
branches and the pulmonary arteries especially the young 
woman before 40 years (classically “disease of women without 
pulse”). Its etiology is unknown. It was described in 1908 by 
Professor Takayasu, a Japanese ophthalmologist.

Takayasu’s disease is a rare vascular disease. This aortoar-
teritis is characterized on the physiopathological level by the 
intervention of immune anomalies following an activation of 
the immune system at the level of the elastic limit of the arte-
rial wall by an inflammatory process leading to a thickening of 
the vascular wall as an early and most characteristic sign, then 
gradually to stenosis, thrombosis and sometimes to the devel-
opment of aneurysms.

In order to identify the clinical, biological, radiological and 
evolutionary data of the cardiovascular damage of Takayasu’s 
disease with its evolutionary modes. We are conducting a ret-
rospective study at the CHU Ibn Rochd in Casablanca about 11 
cases.

Patients and methods

During this retrospective study, we analyzed 11 observations 
of patients with Takayasu’s disease, diagnosed in the Cardiology 
department of Ibn Rochd Hospital in Casablanca, collected over 
a period from October 2021 to January 2023.

Takayasu arteritis is a rare large-vessel vasculitis, with an es-
timated incidence ranging from 1 to 2 cases per million inhabit-
ants per year. The 11 cases included in our study were diag-
nosed over a period of 15 months at the Ibn Rochd University 
Hospital, which is a major tertiary referral center in Casablanca. 
This number is consistent with the expected prevalence for our 
geographic and demographic setting. While the sample size is 
limited, it reflects the real-life clinical experience in a single cen-
ter managing a rare disease. A multicenter collaboration would 
indeed enhance statistical power and allow broader generaliz-
ability of findings. Nonetheless, our data offer meaningful in-
sights into the cardiovascular manifestations and management 
of TA in a North African context.

The inclusion criteria was the diagnosis of Takayashu’s dis-
ease which was retained on clinical, biological and radiological 
data based on the criteria of the American College of Rheuma-
tology (ACR).

Thanks to a previously established operating form, we noted 
for each patient, the epidemiological data, the personal and 
family history, the functional signs of the disease and the data 
of the complete physical examination with blood pressure mea-
surement in the four limbs.

The following paraclinical explorations were carried out:

•	 On the biological level: an inflammatory assessment includ-
ing a CBC, a Sedimentation Rate (ESR), a dosage of C-reactive 
protein, fibrinogen, renal function and a dosage of troponins 
with an immunological assessment

•	 An echocardiogram, an electrocardiogram, a blood pressure 
Holter and an ophthalmological examination.

•	 Regarding the type of arterial involvement, we based our-
selves on the Ueno topographic classification modified by 
Lupi-Herrera and reviewed at the Tokyo conference in 1994.

•	 These damages were determined after carrying out an An-
gioscanner and a Doppler ultrasound of the supra-aortic 
trunks.

•	 The assessment was completed according to the warning 
signs by cerebral CT, DMSA scintigraphy, Pet-Scan, renal ul-
trasound and coronary angiography.

The inflammatory syndrome was defined by an ESR greater 
than or equal to 20 mm at the first hour associated with a C-
reactive protein greater than 5 mg/l and/or a fibrinogenemia 
greater than 4 g/l.

The evolution was judged on the modifications of the pulse, 
the improvement or the reappearance of the functional and 
vascular signs, the improvement or not of the blood pressure 
figures under treatment.

Data were entered using Excel software and analyzed using 
SPSS software.

Takayasu arteritis diagnosis is retained with a sensitivity of 
90.5% and a specificity of 97.8% when three of the six criteria 
above are present.
·	 Age of onset of disease less than or equal to 40 years.

·	 Claudication of the limbs.

·	 Decrease of at least one brachial pulse

·	 systolic blood pressuredifference > 10 mmHg between the two 
arms.

·	 Blow to one or both subclavian arteries or the abdominal aorta.

·	 Evocative arteriographic appearance (stenosis or occlusion of 
the main branches of the aorta or large-caliber arteries Proximal 
to the upper or lower limbs and not related to atherosclerosis, 
fibromuscular dysplasia or other causes).

Results

These are 11 patients (3 men - 8 women) whose mean age at 
the time of diagnosis is 39 years (range: 22-71 years) for women 
and 32.66 years (range: 18-44 years) for men, with a sex ratio 
of 3/8.

Only one patient was under 20 years old at the time of diag-
nosis and 4 were over 40 years old.

All our patients came from an urban origin except one pa-
tient who was from a rural origin.

Regarding cardiovascular risk factors (FDRCVx), 9 of our pa-
tients had at least one FDRCVx, 7 of whom were hypertensive, 
one diabetic, 2 smokers, dyslipidemic and 3 postmenopausal 
women.

Clinical presentation

The distribution of clinical signs of the disease is summa-
rized in (Table 1). At clinical evaluation, no patient showed gen-
eral signs, while functional cardiovascular signs were present 
in 9 patients (81.81%) of which 6(54.54%) had MI claudication, 
5(45.45%) were dyspneic and 3(27.27%) had angina. While 
these signs were absent in 2 patients (18.18%).

Chart 1: American College of Rheumatology classification 
criteria [1].
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Clinical examination revealed arterial hypertension was 
present in five patients, 2 of whom had grade I hypertension, 
2 had grade II and 1 patient had grade III hypertension. This 
arterial hypertension is reported in the 4 cases to a stenosis of 
the renal artery. In one case, it was a malignant hypertension 
revealing the disease.

On analysis of the ABI, 2 of our patients (18.18%) had me-
diacalcosis, 3 had a normal ABI while up to 6 patients (54.54%) 
presented with PAD.

Anisotension was found in 7 patients (63.63%).

A peripheral pulse abnormality was present in eight patients 
(72.72%) and at least one vascular murmur in four patients 
(36.36%).

Ophthalmologic signs were found in a single patient with, on 
fundus examination, cotton wool nodules and tortuous vascu-
lar.

Electrically

All patients had a regular sinus rhythm, the QRS was wide 
in only one patient with LBBB type conduction disorder while 
an electrical LVH was present in 4 patients. Repolarization dis-
orders were present in 5 patients, 2 of whom had negative T 
waves and 3 had ST segment depression. In addition, IDM was 
found in 2 patients with troponins returning positive thereafter.

Trans-Thoracic Echocardiography

The systolic function of the LV was altered in 3 patients with 
a dilated LV in 1 patient. The LVFP were low and there was no 
PH with a non-dilated RV and good function in all our patients. 
Regarding valvulopathy, 1 patient had mitral valvulopathy and 3 
had Aortic Insufficiency, 1 of which was severe. A dilation of the 
proximal aorta was observed in one patient.

Radiological presentation

The lesion distribution of the disease is summarized in (Table 
2). Primary carotid artery disease was found in 3 patients and 
left internal carotid artery in 1 patient. Subclavian involvement 
was present in three patients.

The polygon of Willis was affected in one patient and the left 
vertebral in another.

Four patients had a lesion of the thoracic aorta. The study of 
the abdominal aorta found a lesion.

The ilio-femoral axis was affected in one patient, involving 
the left internal and external iliac artery.

The study of the renal axes found three cases including two 
from the left renal artery and one from the right, all suffering 
from arterial hypertension.

The digestive axis was also affected with two cases of in-
volvement of the celiac trunk, two involvement of the superior 
mesenteric artery and one case of involvement of the inferior 
mesenteric artery and the splenic artery.

With regard to the peripheral axes, in the upper limbs, there 
was 1 case of right radial artery and one case of the right ulnar. 
In the lower extremities, there were two cases of the anterior 
tibial, one case each of the posterior tibial, peroneal and left 
popliteal and right and left pedal arteries.

The arterial lesions were of the type of stenosis in six cases, 
occlusion in two cases and parietal thickening in three cases. In 
one case, an ectasia of the ascending aorta and a case of ab-
dominal aortic malformation under the kidney were noted: very 
tight hypoplasia with a significant supply circulation.

Regarding the Lupi Herrera classification, 3 patients were 
found for each of class I, II and IV.

Table 2: Vascular radiological data

Number of cases

Supra Aortic

Left carotid 4

Left subclavians 3

Vertebral 1

Aorta
Thoracic Aorta 4

Abdominal Aorta 1

Renal arteries
Right 1

Left 3

Abdominal

Coeliac trunk 2

Superior Mesenteric Art 2

Lower Mesenteric Art 1

Iliac 2

Superior Limb
Right radial 1

Right ulnar 1

Inferior Limb

Left anterior tibial 1

Left posterior tibial 1

Left peroneal 1

Left popliteal 1

Left dorsalis pedis 1

Right doarsalis pedis 1

Biology

The sedimentation rate was high in five patients with an av-
erage of 93.33 mm with extremes of 70 to 120 mm.

Fibrinogen meanwhile was high in six patients with an aver-
age of 5.02 with extremes ranging from 4.5 to 5.95 mm.

Renal function was normal in all our patients.

MI was found in 2 patients with elevated troponins.

An inflammatory syndrome and an immunological distur-
bance were present in 5 patients, while an anemic syndrome 
was found in a single patient.

Rest of paraclinical evaluation

ABPM was performed in all 11 patients: 4 of them had an un-
balanced blood pressure profile, including 2 with a non-dipper 
pattern.

Cerebral imaging (CT or MRI) was conducted in all patients, 
and 3 were found to have had an ischemic stroke.

PET scan was performed selectively in 5 patients, among 
whom 2 showed signs of hypermetabolism.

DMSA scintigraphy was done in 4 patients: one showed re-
nal hypertrophy, which was also found in 2 patients via renal 
ultrasound.

Fundus examination was performed in 6 patients, revealing 
signs of ocular vasculitis in 2 cases.
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Discussion

We retrospectively studied 11 patients with Takayasu’s dis-
ease in Morocco in order to evaluate the diagnostic methods, 
the clinical and radiological presentations, the evolution and 
the therapeutic aspects. This only corresponds to a series of 
cases within a single cardiology department, which makes this 
figure not representative of the frequency of the disease in the 
country. Our results were close to those of other Moroccan and 
foreign studies [2-5], despite the limited numbers in our study.

Takayasu’s disease is a condition mainly affecting women, 
which is largely confirmed in our series since the sex ratio is 3/8.

The average age at the time of diagnosis is 37 years, this fig-
ure is substantially similar to the Asian [6-9] and South Ameri-
can [10-11] series, while the median age of diagnosis, which is 
35, is higher in the French series. According to sex, the average 
age of diagnosis was 39 years (range: 22-71 years) for women 
and 32.66 years (range: 18-44 years) for men.

From a clinical point of view, it is classic to distinguish two 
phases. A first acute so-called “pre-occlusive” or systemic phase 
characterized by general signs, cutaneous (erythema nodosum, 
pyoderma gangrenosum), pain on the arterial paths and some-
times ophthalmological involvement: episcleritis, anterior uve-
itis as well as a biological inflammatory syndrome, Then comes 
a second called “occlusive” or vascular phase which results in 
the occurrence of ischemic clinical manifestations [12].

The clinical signs of the disease in our series are represented 
by functional cardiovascular signs in 9 patients, while no patient 
presented general signs. With regard to the general signs, our 
results join those of the series of Sharma et al. [8] where these 
signs are relatively rare whereas they are more marked in the 
series by Blétry et al. and Lupi et al. [10]. Peripheral vascular 
manifestations essentially reflect the appearance of stenoses 
in the arterial tree. The reduction or abolition of a peripheral 
pulse, as well as the progressive appearance of vascular claudi-
cation are clinical signs found in the majority of patients in our 
study as in other series in the literature [2,5,12-15].

The presence of a vascular murmur, in particular in the carot-
id, subclavian territories or next to the abdominal aorta is fre-
quently reported [2,5,12-15]. In our study, a vascular murmur 
was reported in four cases, including two left carotid murmurs, 
a right carotid murmur and a left underkeyboard murmur.

The presence of Raynaud’s syndrome, blood pressure asym-
metry (more than 10 mm Hg between the upper limbs) or carot-
idodynia is frequently reported [2,5,13-15]. In our study, blood 
pressure asymmetry was found in seven cases, but no case of 
carotidodynia or Raynaud’s syndrome was found.

Arterial Hypertension is common, sometimes revealing the 
disease [10,12], but often underestimated because of vascular 
stenoses which reduce the measured values. In our study, arte-
rial hypertension was present in five patients. This arterial hy-
pertension is reported in the 4 cases to a stenosis of the renal 
artery. In one case, it was a malignant hypertension revealing 
the disease.

Demonstration of hypertension during Takayasu disease 
should systematically lead to a search for stenosis of the renal 
arteries, which is found in 30% of cases [12,14]. In several stud-
ies, hypertension is considered to be one of the main factors of 
poor prognosis during Takayasu disease [7,13].

Table 1: Description of clinical data

Number of cases

General Signs

-	 Fever 0

-	 Arthralgia 0

Functional signs

-	 Intermittent Claudications 6

-	 Dyspnea 5

-	 angina 3

Vascular Signs

-	 Abolition of a pulse 8

-	 Blood pressure asymmetry 7

-	 hypertension 5

Vascular Murmurs

-	 Carotids 4

-	 Subclavians 1

Heart Signs

-	 Aortic Insufficiency 3

-	 Heart failure 3

Ophthalmological sign

-	 vasculitis 1

Treatment

Corticosteroid therapy was initiated in 9 patients associated 
with adjuvant treatment. Six of these patients received metho-
trexate as well.

Immunosuppressive treatment was started in 3 patients 
with very progressive and highly inflammatory disease.

All our patients benefited from a treatment based on plate-
let aggregation inhibitors and statins, this treatment was associ-
ated with clopidogrel in 4 patients.

As regards the anti-hypertensive treatment, it was prescribed 
in 8 patients in general, 4 of whom were put on monotherapy, 
3 on dual therapy and one patient on triple therapy. We carried 
out a modification of the treatment in 5 patients.

Invasive treatment was indicated in 5 patients and was per-
formed in one case in the form of renal artery angioplasty.

Coronary angiography was performed in 2 patients who pre-
sented with myocardial infarction, it returned normal in one pa-
tient while she objectified in the other a sub-occlusive stenosis 
of the middle anterior descending artery and a tight stenosis of 
the posterior descending artery for which she underwent an-
gioplasty with placement of an active stent on the middle LAD.

Education, awareness information was provided to all pa-
tients, particularly on compliance with lifestyle and dietary rules.

Evolution

Clinical improvement was observed in most patients, based 
on symptomatic relief and physician-assessed stabilization. Al-
though objective follow-up data such as inflammatory markers 
or imaging were not consistently available for all cases, the ma-
jority of patients experienced a favorable course. Blood pres-
sure control improved in most hypertensive patients; the profile 
remained unbalanced in only one patient, who was managed 
with triple antihypertensive therapy. Overall, patients reported 
improved functional status and quality of life.
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The prevalence of vascular damage in our series (Table 2) is 
close to that reported in the American study by Kerr et al., with 
a high prevalence of carotid, subclavian and vertebral involve-
ment, less frequency of abdominal aortic involvement.

Iliac artery involvement is present in 9% of cases, which is 
slightly lower than reported in the literature.

Our series shows a lower frequency (27%) of renal artery ste-
nosis, whereas it is reported in 33 to 68% of cases.

Aneurysmal lesions are described in 11 to 27% of cases, most 
often affecting the aorta than its branches. These are sacciform 
or fusiform aneurysms, rarely dissecting (5%) [6]. In our series, 
we report a case of ascending aortic ectasia.

The cardiac manifestations of Takayasu disease are varied, 
but dominated by heart failure, the main mechanisms of which 
are aortic valve insufficiency, arterial hypertension and coronary 
lesions. In our series the cardiac manifestations are dominated 
by the systolic dysfunction of the LV in 3 patients with a dilated 
LV in 1 patient. [5] In our series, it is present in 6% of cases.

With regard to valvulopathies, aortic insufficiency is the 
most frequent valvular disease and is one of the prognostic fac-
tors proposed by Ishikawa [16], as it is found in less than 10% of 
cases [17], but can reach up to 30% depending on recruitment 
[18]. In our series 3 had Aortic Insufficiency, one of which was 
severe, and one patient had mitral valve disease. The case of 
severe aortic insufficiency found in our series was considered 
due to vasculitis in the absence of a rheumatic cause, the lead-
ing cause of valvular disease in our country.

The LVFP were low and there was no PH with a non-dilated 
RV and good function in all our patients. A dilation of the proxi-
mal aorta was observed in one patient.

The neurological manifestations of Takayasu disease are 
polymorphic. They reflect the existence of transient or consti-
tuted ischemia of the central nervous system, related to dam-
age to the supra-aortic trunks, and are essentially constituted 
by headaches, dizziness and ischemic cerebral accidents [12]. 
Neurological manifestations in 3 patients who presented with 
an ischemic stroke.

In our cohort, some classical features of Takayasu arteritis—
such as aortic regurgitation and neurological symptoms—were 
less frequently observed compared to other series. This can be 
partly explained by the angiographic distribution of vascular in-
volvement and the Lupi-Herrera classification. According to this 
classification, 3 patients were type I, 3 were type II, and 3 were 
type IV, with no cases of type III or V. Types III and V, which 
typically involve the thoracic and abdominal aorta including the 
ascending portion, are more often associated with aortic valve 
involvement. The absence of these types in our series likely ex-
plains the lower incidence of aortic regurgitation (noted in only 
3 patients, with one severe case).

Radiological data showed a predominance of lesions in the 
thoracic aorta (4 patients), carotid arteries (4 patients), sub-
clavian arteries (3 patients), renal arteries (4 patients), and ab-
dominal branches including the coeliac trunk and mesenteric 
arteries. Notably, carotid involvement was limited, and verte-
bral artery disease was rare (1 patient). Since neurological symp-
toms such as ischemic stroke are often linked to carotid and ver-
tebral artery disease, this limited involvement corresponds with 
the relatively low number of cerebrovascular events observed 
(3 cases of ischemic stroke).

Additionally, the presence of lesions in other vascular terri-
tories (renal, mesenteric, and lower limb arteries) may produce 
clinical manifestations more related to systemic inflammation 
and renovascular hypertension than to valvular or neurological 
complications. Finally, differences in disease stage at diagnosis 
and timing of management may have contributed to a milder 
clinical presentation in our series.

The main ophthalmological manifestation of TM is episcleritis, 
which can be a guideline in the absence of suggestive peripher-
al vascular manifestations [12], as well as ischemic retinopathy, 
evolving in four stages, with the following chronology: venous 
dilation, microaneurysms, arteriovenous anastomoses and seri-
ous complications with blindness. In our study, two patients had 
ocular vasculitis at the FO, which joins the few rare reports of 
uveitis and vasculitis, described mainly in cases of Takayasu’s 
disease discovered in youth [19]. This justifies the performance 
of a regular ophthalmological examination in all patients.

Digestive manifestations, linked to ischemic damage to the 
celiac trunk and mesenteric arteries, are responsible for an ar-
ray of digestive angina. These manifestations, classically consid-
ered rare, were found in 10% of the patients of Arnaud et al. 
[20]. In the series by Kechaou et al. [5], nine of the 29 patients 
had digestive artery involvement demonstrated by Doppler 
ultrasound and/or arteriography. Among these nine patients, 
five had no digestive symptoms. In our study, involvement of 
the celiac trunk was reported in two cases and of the superior 
mesenteric in one case, one case of involvement of the inferior 
mesenteric artery and the splenic artery. No symptoms were 
reported in all our patients.

Biology does not include any specific test for TM [21], its only 
interest is to show an inflammatory syndrome. In Tazi’s study, 
86% of patients had a biological inflammatory syndrome. In 
the study by Kechaou et al [5], an inflammatory syndrome was 
noted in 19 cases out of 29. In our study, 5 of the 11 patients 
had a biological inflammatory syndrome. This correlates closely 
with the importance of general signs. Monitoring of sedimenta-
tion rate is often used as a marker of Takayasu’s disease activity, 
however one third of patients with active disease (proven on 
histological data) have a normal sedimentation rate. In addition, 
an anemic syndrome was found in a single patient.

On the therapeutic level, the great heterogeneity of the dif-
ferent series, as regards the presentation, the diffusion and the 
assessment of the activity of the disease explains that the fre-
quency, the duration and even the dose of corticosteroids used 
are very variable. Corticosteroid therapy is classically the first-
line treatment [13-15,20]. In the series by Lupi et al. [10], it is 
only given in 7% of cases, whereas in those of Blétry et al., Hall 
et al. [22] and Shelhamen et al. it appears in more than 80% 
of cases. Blétry et al. [23] recommend high-dose corticosteroid 
therapy for one to two months, followed by a reduction over a 
year. In our study, corticosteroid therapy was used in 9 of our 
patients (81%), associated with adjuvant treatment.

In the absence of a controlled trial, second-line treatment is 
empirically based on methotrexate [24] or more recently aza-
thioprine [14-16]. If second-line treatments fail, mycophenolate 
mophetil [25] or anti-TNF· [26] can be discussed.

In our study, six of the patients on corticosteroid therapy also 
received methotrexate. Immunosuppressive treatment was 
started in 3 patients with very progressive and highly inflamma-
tory disease. Over the past ten years, certain immunosuppres-
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sants have demonstrated their efficacy in patients with cortico-
steroid dependence or resistance. The use of methotrexate at 
a medium to low dose makes it possible to obtain almost 80% 
remission with good tolerance, but with a high rate of relapses 
when treatment is stopped [24].

Indications for surgery are mainly limited to stenoses or val-
vulopathies causing significant clinical and/or haemodynamic 
repercussions, as well as large aneurysms [27]. The different 
methods of revascularization are angioplasty, the results of 
which are generally favorable provided that the procedure is 
performed away from the inflammatory phase [28], and con-
ventional surgery, which has the disadvantage of causing anas-
tomotic aneurysms in approximately 15% of patients [29].

Treatment by angioplasty seems to be gradually replacing in-
dications for surgery in Takayasu’s disease, both on the subcla-
vian [30,31] and renal [30,32,33] arteries, and on aortic stenosis 
[34,35]. It is sometimes necessary to undertake a second dila-
tion attempt, but the overall results of these angioplasties are 
good, with a success rate of 65% [30,31,35].

In our study Invasive treatment was indicated in 5 patients, 
and was performed in one case in the form of renal artery an-
gioplasty.

Coronary lesions are found more and more frequently with 
the lengthening of the survival of patients with Takayasu’s dis-
ease. They are often severe, because ostial, most often requir-
ing therapeutic revascularization [36,37].

Coronary angiography was performed in 2 patients who pre-
sented MI. It returned to normal in one patient, while in one 
patient it objectified a sub-occlusive stenosis of the middle LAD 
and a tight stenosis of the PDA for which she underwent an-
gioplasty with placement of an active stent on the middle LAD.

All our patients benefited from a treatment based on plate-
let aggregation inhibitors and statins, this treatment was associ-
ated with clopidogrel in 4 patients.

As regards the anti-hypertensive treatment, it was prescribed 
in 8 patients in general, 4 of whom were put on monotherapy, 
3 on dual therapy and one patient on triple therapy. We carried 
out a modification of the treatment in 5 patients.

Education, awareness information was provided to all pa-
tients, particularly on compliance with lifestyle and dietary rules.

Limitations

This study acknowledges several limitations that may affect 
the interpretation of the results. Firstly, its retrospective design 
potentially introduces information bias due to the presence of 
incomplete or absent data within the medical records. Second-
ly, the limited sample size of just 11 patients restricts the statis-
tical power and generalizability of the findings, a challenge that 
is attributable to the rarity of Takayasu arteritis. Furthermore, 
as this is a single-center investigation conducted at a tertiary 
referral hospital, there may be a referral bias favoring the in-
clusion of more severe or complex cases. Nonetheless, despite 
these limitations, the study offers valuable insights into the car-
diovascular manifestations of Takayasu arteritis within a North 
African population and underscores the significance of early 
diagnosis and a multidisciplinary approach to management.

Conclusion

Takayasu arteritis is a chronic inflammatory condition pre-
dominantly affecting large and medium-sized blood vessels. 
Its diverse clinical manifestations and progression pose signifi-
cant diagnostic and therapeutic challenges. Advanced imaging 
modalities, including Doppler ultrasound, angiography, CT an-
giography, and MRI, are essential for early diagnosis, precise 
evaluation of vascular involvement, and ongoing monitoring of 
disease activity. These tools enable the implementation of less 
invasive and more targeted management strategies. 

Managing hypertension, often resulting from renal artery 
stenosis, is a critical aspect of improving patient outcomes, as 
uncontrolled hypertension markedly elevates the risk of vascu-
lar complications and organ damage. While our study is con-
strained by a limited sample size, its findings correlate with 
existing literature pertaining to clinical, radiological, and thera-
peutic dimensions, underscoring the necessity of a multidisci-
plinary approach to the care of patients with Takayasu arteritis. 

Future research should prioritize the establishment of mul-
ticenter registries to enhance our understanding of the epide-
miology and natural history of this disease across various de-
mographics. Furthermore, prospective, long-term follow-up 
studies are crucial for assessing vascular complications, treat-
ment effectiveness, and the implications of novel immunosup-
pressive therapies. Enhanced interdisciplinary collaboration will 
not only elevate patient care but may also promote the devel-
opment of standardized diagnostic criteria and management 
guidelines.

Author declaration

Declaration of interest: The authors report no conflicts of 
interest. The authors alone are responsible for the content and 
writing of the paper.

References

1.	 Arend WP, Michel BA, et al. The American College of Rheuma-
tology 1990 criteria for the classification of Takayasu arteritis. 
Arthritis Rheum. 1990; 33: 1129–34.

2.	 El Asri A, Tazi-Mezalek Z, Aouni M, et al. La maladie de Takayasu 
au Maroc. A propos de 47 observations. Rev Med Interne. 2002; 
23: 9-20.

3.	 Kerr GS, Hallahan CW, Gordano J, et al. Takayasu arteritis. Ann 
Intern Med. 1994; 120: 919-20.

4.	 Ureten K, Ozturk MA, Onat AM, et al. Takaysu’s arteritis: results 
of a university hospital of 45 patients in Turkey. Int J Cardiol. 
2004; 96: 259-64.

5.	 Kechaou M, Frigui M, Ben Hmida M, Bahloul Z. Maladie de 
Takayasu au sud tunisien : étude de 29 cas. Presse Med. 2009; 
38: 1410–14.

6.	 Hotchi M. Pathological studies onTakayasu’s arteritis. Heart Ves-
sels. 1992; 7: 11-7.

7.	 Ishikawa K, Maetani S. Long-term outcome for 120 Japanese pa-
tients with Takayasu’s disease. Clinical and statistical analyses of 
related prognosis factors. Circulation. 1994; 90: 1855-60.

8.	 Sharma BK, Jan S, Sagar S. Systemic manifestations of Takayasu 
arteritis : the expending spectrum. Int J Cardiol. 1996; 5: 149-57.

9.	 Park JH, Hong SK, Choi KJ, Sohn DW, Or BH, Luc MM, et al. 
Takayasu arteritis in Korea : clinical andangiographic features. 
Heart vessels. 1992; 7: 55-9.



MedDocs Publishers

7Annals of Cardiology and Vascular Medicine

10.	 Lupi-Herrera E, Sanchez-Torres G, Marcushamer J, Mispireta 
J, Horwitz S, Vela JE. Takayasu’s arteritis: clinical study of 107 
cases. Am Heart J. 1977; 93: 94-103.

11.	 Dabague J, Reyes PA. Takayasu’s arteritis in Mexico : a 38-year 
clinical perspective through litterature review. Int J Cardiol. 
1996; 5: 103-9.

12.	 Arnaud L, Haroche J, Piette J-C, Amoura Z. L’artérite de Takayasu: 
mise au point à propos d’une série monocentrique de 82 pa-
tients. La Revue de médecine interne. 2010; 31: 208–15.

13.	 Park MC, Lee SW, Park YB, Chung NS, Lee SK. Clinical character-
istics and outcomes of Takayasu’s arteritis: analysis of 108 pa-
tients using standardized criteria for diagnosis, activity assess-
ment, and angiographic classification. Scand J Rheumatol. 2005; 
34: 284–92.

14.	 Vanoli M, Daina E, Salvarani C, et al. Takayasu’s arteritis: a study 
of 104 Italian patients. Arthritis Rheum. 2005; 53: 100–7.

15.	 Maksimowicz-McKinnon K, Clark TM, Hoffman GS. Limitations 
of therapy and a guarded prognosis in an American cohort of 
Takayasu arteritis patients. Arthritis Rheum. 2007; 56: 1000–9.

16.	 Ishikawa K. Natural history and classification of occlusive throm-
boaortopathy (Takayasu’s disease). Circulation. 1978; 57: 27- 35.

17.	 Lee HY, Rao PS. Percutaneous transluminal coronary angioplasty 
in Takayasu’s arteritis. Am Heart J. 1996; 132: 1084-6.

18.	 Lambert M, Hachulla E, Hatron PY, Perez-Cousin M, Beregi JP, 
Warembourg H, et al. Artérite de Takayasu: explorations vascu-
laires et prise en charge thérapeutique. Expérience à propos de 
16 patients. Rev Méd Interne. 1998; 19: 878-84.

19.	 Faye Petersen O, Frankel SR, Schulman PE, Raucher H, Spiera H, 
Dische MR. Giant cell vasculitis with extravascular granulomas in 
on adolescent. Pediatr Pathol. 1991; 11: 281-95.

20.	 Arnaud L, Haroche J, Gambotti L, Limal N, et al. Maladie de 
Takayasu: étude rétrospective monocentrique de 82 cas. Rev 
Med Interne. 2006; 27: S327–8.

21.	 Hoffman GS, Ahmed AE. Surrogate markers of disease activity in 
patients with takayasu arteritis. A preliminary report from the 
international network for the study of the systemic vasculitides 
(inssys). Int J Cardiol. 1998; 66: S191–4.

22.	 Weaver FA, Yellin AE. Surgical treatment of Takayasu’s arteritis. 
Heart Vessels. 1992; 7: 154-8.

23.	 Shelhamer JH, Volkman DJ, Parillo JE, Lawrey TJ, Johnston MR, 
FauciAS. Takayasu’s arteritis and its therapy.Ann Intern Med. 
1985; 103: 121-6.

24.	 Hoffman GS, Leavitt RY, Kerr GS, Rottem M, Sneller MC, Fauci 
AS. Treatment of glucocorticoid-resistant or relapsing Takayasu 
arteritis with methotrexate. Arthritis Rheum. 1994; 37: 578–82.

25.	 Shinjo SK, Pereira RM, TizzianiVA, Radu AS, Levy-Neto M. Myco-
phenolate mofetil reduces disease activity and steroid dosage 
inTakayasu arteritis. Clin Rheumatol. 2007; 26: 1871–5.

26.	 Hoffman GS, Merkel PA, Brasington RD, Lenschow DJ, Liang P. 
Antitumor necrosis factor therapy in patients with difficult to 
treat Takayasu arteritis. Arthritis Rheum. 2004; 50: 2296–304.

27.	 Kieffer E, Chiche L, Bertal A, et al. Descending thoracic and tho-
racoabdominal aortic aneurysm in patients with Takayasu’s dis-
ease. Ann Vasc Surg. 2004; 18: 505–13.

28.	 Lagneau P, Michel JB, Vuong PN. Surgical treatment of Takaya-
su’s disease. Ann Surg. 1987; 205: 157–66. 

29.	 Miyata T, Sato O, Koyama H, Shigematsu H, Tada Y. Long-term 
survival after surgical treatment of patients with Takayasu’s ar-
teritis. Circulation 2003;108:1474–80.

30.	 Kumar S, Mandalam KP, Rao VRK, Subramanyan R, Gupta AK, Jo-
seph S, et al. Percutaneous transluminal angioplasty in nonspe-
cific from arteritis: experience of 16 cases. Cardiovasc Int Radiol. 
1990; 12: 321-5.

31.	 Joseph S, Mandalam KR, Rao VR, Gupta AK, Unni NM, Rao AS, 
et al. Percutaneous transluminal angioplasty of the subclavian 
artery in nonspecific aortoarteritis : results of long-term follow-
up. J Vasc Int Radiol. 1994; 5: 573-80.

32.	 Dong ZJ, Li S, Lu X. Percutaneous transluminal angioplasty for 
renovascular hypertension in arteritis: experience in China. Ra-
diology. 1987; 162: 321-5.

33.	 Tyagi S, Singh B, Kaul UA, Sethi KK, Arora R, Khalilullah M. Bal-
loon angioplasty for renovascular hypertension in Takayasu’s ar-
teritis. Am Heart J. 1993; 125: 1386-93.

34.	 Rao SA, Mandalan KR, Rao VR, Gupta AK, Joseph S, Unni MN, 
et al. Takayasu’s arteritis : initial and long term follow-up in 16 
patients after percutaneous transluminal angioplasty of the de-
scending thoracic and abdominal aorta. Radiology. 1993; 189: 
173-9.

35.	 Sharma S, Shrivastava S, Kothari SS, Kaul U, Rajani M. Influence 
of angiographic morphology on the acute and longer- erm out-
come of percutaneous transluminal angioplasty in patients with 
aortic stenosis due to nonspecific aortis. Cardiovasc Int Radiol. 
1994; 17: 147-51.

36.	 Amano J, Suzuki A. Coronary artery involvment in Takayasu’s ar-
teritis. Collective review and guideline for surgical treatment. J 
Thorac Cardiovasc Surg. 1991; 402: 554-60. 

37.	 Aggarwal A, Chag M, Sinha N, Naik S. Takayasu’s arteritis : role of 
Mycobacterium tuberculosis and its 65 kDa heat shock protein. 
Int J Cardiol. 1996; 55: 49-55.


