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Abstract
Takayasu arteritis (TA) is a rare large-vessel vasculitis 

that primarily involves the aorta and its major branches 
and predominantly affects women of reproductive age. We 
report the case of a woman who experienced an ischemic 
stroke at age 20 and a transient ischemic attack at age 53, 
with TA diagnosed only after the second cerebrovascular 
event. Although ischemic stroke is an uncommon initial 
manifestation of TA, early recognition and timely management 
are essential to prevent further complications and improve 
long-term outcomes.

Introduction
Takayasu arteritis (TA) is a rare, chronic vasculitis affecting 

large and medium-sized vessels, primarily the aorta and 
its major branches. TA predominantly affects women of 
reproductive age.1 The disease is characterized by progressive 
arterial inflammation, which may lead to stenosis, occlusion, 
and aneurysm formation. Although its exact etiology remains 
unclear, genetic susceptibility and autoimmune mechanisms, 
particularly involving Th1 and Th17 lymphocyte pathways, 
have been implicated.2

Early manifestations are often nonspecific and may 
include fever, weight loss, fatigue, and arthralgia.1 As 
the disease progresses, vascular findings become more 
prominent, including diminished or absent upper limb pulses 
(84%-96%), limb claudication, inter-arm blood pressure 
discrepancies, systemic hypertension (33%-83%), and arterial 
bruits (80%-94%).1 Approximately 10% of patients remain 
asymptomatic.3

Cerebrovascular events, including ischemic stroke and 
transient ischemic attack (TIA), occur in 10%-20% of patients 
with TA1,4,5 and rarely represent the initial manifestation of 
the disease.5 In a cohort of 320 patients, 20% experienced 
cerebrovascular events, of whom 65% had ischemic stroke 
and 35% had TIA.4 Identified risk factors included a history 
of prior ischemic stroke or TIA and delayed diagnosis.
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TA should be suspected in young women presenting 
with cardiovascular symptoms and cerebrovascular 
manifestations. Early diagnosis and prompt initiation of 
immunosuppressive therapy are essential to prevent disease 
progression, reduce complications, and improve prognosis.1 
This study reports a case of TA initially presenting with 
ischemic stroke.

Case report
A 53-year-old woman presented to the emergency 

department after a fall from standing height caused by 
sudden weakness of the right lower limb. The episode was 
accompanied by leftward deviation of the oral commissure and 
dysarthria. Her medical history was notable for an ischemic 
stroke at age 20, resulting in persistent right-sided spastic 
hemiparesis. She had not received medical follow-up since 
that event. The patient was sedentary and denied smoking, 
alcohol consumption, or regular use of medicines.

On physical examination, vital signs were stable, and 
no additional abnormalities were observed. Laboratory 
investigations were unremarkable, including a C-reactive 
protein level of 3.18 mg/L. Initial cranial computed 
tomography demonstrated sequelae of a lacunar infarction 
in the left basal ganglia, with no evidence of acute ischemic 
lesions. Transthoracic echocardiography was normal. Carotid 
Doppler ultrasonography revealed approximately 31% stenosis 
of the proximal and mid segments of the left common carotid 
artery, with wall thickness ranging from 1.2 to 1.4 mm. The 
right common carotid artery showed 20% stenosis and wall 
thickness of 1.4 mm. The left vertebral artery was described 
as hypoplastic.

A repeat cranial computed tomography performed 48 hours 
later showed no interval changes. Because the neurological 
deficits resolved within 3 hours, the clinical diagnosis of TIA 
was established.

Given the suspicion of TA, blood pressure was measured in 
all four limbs, revealing no significant discrepancies. However, 
a bruit was auscultated over the left carotid artery. The patient 
denied prior constitutional or ischemic symptoms.

Cerebral magnetic resonance angiography (MRA) 
confirmed the previous ischemic stroke sequela in the left 
cerebral hemisphere. Cervical MRA (Figure 1) demonstrated 
approximately 60% stenosis of the proximal left common 
carotid artery, marked narrowing of the left internal and 
external carotid arteries with filiform flow, and diffuse 
hypoplasia of the left vertebral artery.

Thoracic MRA (Figure 2) demonstrated a focal fusiform 
dilation of the descending thoracic aorta.DOI: https://doi.org/10.36660/abcimg.20250110i
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Discussion
The arteries most commonly affected in TA are large- and 

medium-caliber supra-aortic vessels, involved in approximately 
85% of cases.6,7 The subclavian (83.73%) and common carotid 
(73.22%) arteries are the most frequently affected vessels.7 
Renal artery involvement occurs in 24%-68% of cases,8 and 
intracranial vessel involvement has been reported in 23.7%, 
particularly affecting the internal carotid artery.9 Occlusion of 
the vertebral and carotid arteries is strongly associated with 
cerebrovascular ischemic events.

In the present case, the first ischemic event at age 20 likely 
reflected pre-existing vascular injury. At age 53, the patient 
presented with a TIA and a left carotid bruit. According to the 
2022 American College of Rheumatology/European Alliance 
of Associations for Rheumatology classification criteria,10 her 
clinical and imaging findings were consistent with TA.

Angiographic findings on MRA classified the disease as Type 
V according to Hata’s angiographic classification11 (Figure 4), 
which is the most frequent subtype, followed by Type I.7,11 
This classification primarily assists in surgical planning and 
does not carry established prognostic value.1

Risk factors for vascular complications in TA include 
progressive disease, thoracic aorta involvement, and 
retinopathy.12 However, outcomes are influenced by multiple 
variables, and management must be individualized.

Traditional inflammatory markers, such as C-reactive 
protein and erythrocyte sedimentation rate, are insufficient 
to accurately assess disease activity.13 Additional biomarkers, 
including matrix metalloproteinases, cytokines, and pentraxins, 
have been investigated,13 but they are not routinely available 
in clinical practice.

Assessment of disease activity remains challenging. 
Instruments such as the National Institutes of Health criteria, 

Figure 1 – Cervical magnetic resonance angiography. Source: 
Author’s personal archive (2025).

Figure 2 – Thoracic magnetic resonance angiography. Source: 
Author’s personal archive (2025).

Figure 3 – Abdominal magnetic resonance angiography. Source: 
Author’s personal archive (2025).

Abdominal MRA (Figure 3) revealed segmental stenosis of 
the infrarenal abdominal aorta, beginning at the level of the 
renal artery origins.

The patient was discharged with referrals to rheumatology, 
neurology, and cardiology outpatient clinics. However, she 
did not attend the scheduled appointments and remained 
without disease-specific treatment despite repeated follow-
up attempts.
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the Disease Extent Index for Takayasu Arteritis, and the Indian 
Takayasu Clinical Activity Score incorporate clinical, laboratory, 
and imaging parameters, although their accuracy varies.13 
The Takayasu Arteritis Integrated Disease Activity Index has 
demonstrated high sensitivity and specificity, but further 
external validation is required.14 Combining biomarkers with 
advanced imaging modalities may enhance disease monitoring 
and therapeutic decision-making.

Treatment strategies depend on disease activity and 
severity. Active or severe disease requires high-dose 
glucocorticoids, with intravenous administration reserved 
for organ-threatening manifestations. In non-severe 
cases, combination therapy with glucocorticoids and 
immunosuppressive agents such as methotrexate, tumor 
necrosis factor inhibitors, or azathioprine has shown 
improved efficacy. After 6-12 months of sustained remission, 
gradual glucocorticoid tapering is recommended. In 
patients with critical cranial or vertebrobasilar involvement, 
antiplatelet therapy reduces the risk of ischemic events.15

Patients without major complications generally have a 
favorable prognosis.16 Early initiation of treatment improves 
long-term outcomes and reduces the risk of accelerated 
atherosclerosis.17 Younger patients tend to have lower 
remission rates, whereas older patients may require less 
intensive pharmacologic therapy but often exhibit greater 
functional impairment due to comorbidities.18

Conclusions
Although rare, TA may lead to severe neurological 

events, including stroke. Early recognition, particularly in 
young women presenting with pulse deficits, blood pressure 
discrepancies, or limb claudication, is essential. Prompt 
diagnosis and appropriate treatment improve clinical 
outcomes and reduce the risk of long-term complications.
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Figure 4 – Angiographic classification of Takayasu arteritis. The black areas indicate the arteries involved in each type. Source: 
Adapted from Hata et al.11

Type IIIType I Type IIa Type IIb Type IV Type V



Arq Bras Cardiol: Imagem cardiovasc. 2026;39(1):e202500110  4

Review Article

Rolim et al.
Neurological manifestations of Takayasu arteritis

1.	 Johnston SL, Lock RJ, Gompels MM. Takayasu Arteritis: A Review. J Clin 
Pathol. 2002;55(7):481-6. doi: 10.1136/jcp.55.7.481. 

2.	 Kermani TA, Warrington KJ. Classification Criteria, Epidemiology and 
Genetics; and Pathogenesis. In: Salvarani C, Boiardi L, Muratore F, 
editors. Large and Medium Size Vessel and Single Organ Vasculitis. 
Cham: Springer; 2021. p. 83-92.

3.	 Kerr GS, Hallahan CW, Giordano J, Leavitt RY, Fauci AS, Rottem M, 
et al. Takayasu Arteritis. Ann Intern Med. 1994;120(11):919-29. doi: 
10.7326/0003-4819-120-11-199406010-00004. 

4.	 Mirouse A,  Del tour  S ,  Lec lercq D,  Squara PA,  Pouchelon C, 
Comarmond C, et al. Cerebrovascular Ischemic Events in Patients 
with Takayasu Arteritis. Stroke. 2022;53(5):1550-7. doi: 10.1161/
STROKEAHA.121.034445. 

5.	 Duarte MM, Geraldes R, Sousa R, Alarcão J, Costa J. Stroke and Transient 
Ischemic Attack in Takayasu’s Arteritis: A Systematic Review and Meta-
Analysis. J Stroke Cerebrovasc Dis. 2016;25(4):781-91. doi: 10.1016/j.
jstrokecerebrovasdis.2015.12.005. 

6.	 Mirouse A, Biard L, Comarmond C, Lambert M, Mekinian A, Ferfar Y, 
et al. Overall Survival and Mortality Risk Factors in Takayasu’s Arteritis: 
A Multicenter Study of 318 Patients. J Autoimmun. 2019;96:35-9. doi: 
10.1016/j.jaut.2018.08.001. 

7.	 Wang L, Sun Y, Dai X, Kong X, Ma L, Dai X, et al. Carotid Intima-Media 
Thickness/Diameter Ratio and Peak Systolic Velocity as Risk Factors for 
Neurological Severe Ischemic Events in Takayasu Arteritis. J Rheumatol. 
2022;49(5):482-8. doi: 10.3899/jrheum.211081. 

8.	 Sharma S, Gupta A. Visceral Artery Interventions in Takayasu’s Arteritis. 
Semin Intervent Radiol. 2009;26(3):233-44. doi: 10.1055/s-0029-
1225668. 

9.	 Guo YQ, Du J, Pan LL, Guo X. Clinical Features of Intracranial 
Vessel Involvement in Takayasu’s Arteritis. Zhonghua Yi Xue Za Zhi. 
2020;100(23):1789-94. doi: 10.3760/cma.j.cn112137-20200304-00586.

10.	 Grayson PC, Ponte C, Suppiah R, Robson JC, Gribbons KB, Judge A, et al. 2022 
American College of Rheumatology/EULAR Classification Criteria for Takayasu 
Arteritis. Ann Rheum Dis. 2022;81(12):1654-60. doi: 10.1136/ard-2022-223482. 

11.	 Hata A, Noda M, Moriwaki R, Numano F. Angiographic Findings of Takayasu Arteritis: 
New Classification. Int J Cardiol. 1996;54(Suppl):S155-63. doi: 10.1016/s0167-
5273(96)02813-6. 

12.	 Comarmond C, Biard L, Lambert M, Mekinian A, Ferfar Y, Kahn JE, et al. Long-
Term Outcomes and Prognostic Factors of Complications in Takayasu Arteritis: 
A Multicenter Study of 318 Patients. Circulation. 2017;136(12):1114-22. doi: 
10.1161/CIRCULATIONAHA.116.027094. 

13.	 Misra DP, Jain N, Ora M, Singh K, Agarwal V, Sharma A. Outcome Measures 
and Biomarkers for Disease Assessment in Takayasu Arteritis. Diagnostics. 
2022;12(10):2565. doi: 10.3390/diagnostics12102565. 

14.	 Marvisi C, Bolek EC, Ahlman MA, Alessi H, Redmond C, Muratore F, et al. 
Development of the Takayasu Arteritis Integrated Disease Activity Index. Arthritis 
Care Res. 2024;76(4):531-40. doi:10.1002/acr.25275.

15.	 Maz M, Chung SA, Abril A, Langford CA, Gorelik M, Guyatt G, et al. 2021 American 
College of Rheumatology/Vasculitis Foundation Guideline for the Management of 
Giant Cell Arteritis and Takayasu Arteritis. Arthritis Care Res. 2021;73(8):1071-87. 
doi: 10.1002/acr.24632. 

16.	 Ishikawa K, Maetani S. Long-Term Outcome for 120 Japanese Patients with 
Takayasu’s Disease. Clinical and Statistical Analyses of Related Prognostic Factors. 
Circulation. 1994;90(4):1855-60. doi: 10.1161/01.cir.90.4.1855. 

17.	 Ohigashi H, Haraguchi G, Konishi M, Tezuka D, Kamiishi T, Ishihara T, et al. Improved 
Prognosis of Takayasu Arteritis Over the Past Decade--Comprehensive Analysis of 
106 Patients. Circ J. 2012;76(4):1004-11. doi: 10.1253/circj.cj-11-1108. 

18.	 Oliveira JCS, Santos AMD, Aguiar MF, Gonçalves J Jr, Souza AWS, Pereira RMR, et 
al. Characteristics of Older Patients with Takayasu’s Arteritis: A Two-Center, Cross-
Sectional, Retrospective Cohort Study. Arq Bras Cardiol. 2023;120(1):e20220463. 
doi: 10.36660/abc.20220463.

References

This is an open-access article distributed under the terms of the Creative Commons Attribution License

Availability of Research Data

The data cannot be made publicly available because this is 
a single case report. The study data correspond to information 

contained in the patient’s medical record and therefore 
require confidentiality, as established by the Research Ethics 
Committee for this study.

https://creativecommons.org/licenses/by/4.0/

