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 Takayasu’s arteritis is rare, chronic, progressive, inflammatory disease of the large 

arteries involving the aorta and its main branches that affects young Asian females. Its 
alternative names are pulseless disease, occlusive thromboaortopathy or aortic arch 

syndrome. We describe case of 24 year old primigravida presented at 36 weeks with 

long standing takayasu’s arteritis posted for emergency caesarean section due to severe 
oligohydramnios in active labour using epidural anaesthesia. Anaesthesia for TA 

patients is complicated by their severe uncontrolled hypertension, extreme arterial 

blood pressure differentials, aortic regurgitation, end- organ dysfunction, stenosis / 
aneurysms of major blood vessels and difficulties encountered in monitoring arterial 

blood pressure. With careful consideration of haemodynamic stability and where 

general anaesthesia is seemed to be associated with higher risk, epidural anaesthesia can 
be successfully and safely performed. 
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INTRODUCTION 

 

 Takayasu’s arteritis is idiopathic, rare, progressive disease involving large arteries like aorta and its 

branches. It was first time described by Japanese ophthalmologist Takayasu and Onishi in 1908 who observed 

retinopathy in absence of peripheral pulses (Matsumura, A., R. Moriwaki, 1992). It is more common in women 

than men (8:1). Although it’s incidence common in oriental women, it occurs sporadically throughout the world 

(Domingo, R.T., 1967). There is genetic predisposition and associated with BW 52 Human Leucocyte 

Antigen(HLA) (Wilke, W.S., 1997) TA is classified into four types, Type I includes aortic arch and its main 

branches, Type II includes descending thoracic and abdominal aorta; Type III includes both type I and type II, 

and Type IV involves type III and pulmonary artery (Lupi-Herrera, E., 1977). We managed the case by using 

epidural anaesthesia where general anaesthesia is seemed to be associated with higher risk. 

 

Case report:  

 A 24 year old woman was posted for emergency caesarean section in view of severe oligohydramnios in 

active labour. She was diagnosed case of Takayasu’s disease with hypertension 9 years before, on tablet 

Amlodepine 5 mg once a day for 8 yrs, but stopped since 1 month. At the same time she had right hemiparesis 

and CT examination suggestive of left frontoparietal infarction. She was on tablet Aspirin 75 mg once a day; 

She stopped it on its own 1 month back.  

 On general examination pulse rate was 130 / min and BP was 170/90 mm of Hg in Rt lower limb in supine 

position because bilateral radial, brachial, carotid arteries were not palpable. However lower limb pulses 

appeared to be bilaterally equal on palpation. No neurological deficit was present. Examination of other systems 

and investigation were normal. (2D) echocardiogram was normal with ejection fraction 55%. Triplex arterial 

Doppler study revealed bilateral common carotid and proximal internal carotid arteries 90% narrowing, bilateral 

vertebral arteries showed dampened flow, right brachiocephalic and subclavian 80 - 90 % narrowing, bilateral 

axillary, brachial, radial and ulnar arteries showed severely dampened biphasic and monophasic flow. 

 Preoperative consent was checked. Patient was only 1 hr NBM, We planned lumber epidural anaesthesia in 

L3- L4 epidural space. Epidural space identified at 4 cm, so epidural catheter was fixed at 9 cm. Position was 

confirmed with test dose of 3 ml of preservative free 2% lignocaine. Patient was made supine with a wedge 
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under the right buttock. 0.5% Bupivacaine was given in 5 ml increments every 10 minutes. Total 17 ml drug 

was needed to achieve a sensory block upto T6 level. There was a drop in blood pressure up to 86/40 mm of Hg 

after 10 min. Injection Ephedrine 6 mg bolus was given to treat hypotension. BP increased to 118/80 mm of Hg 

and afterwards BP was stable throughout the surgery. Meanwhile, the baby was delivered with Apgar score 9. 

Rest of the intra-operative period was uneventful. 

 

Discussion:  

 The severity of disease graded into 3 stages depending on the presence of four major complications. 

Hypertension, retinopathy, aneurysm of aorta, aortic regurgitation. Stage I graded as no complication, Stage II 

had one complication of mild severity, Stage II b had one complication of marked severity and stage III included 

two or more complications. Our patient was graded in stage II b with hypertension. Although our patient had left 

fronto parietal infarction and Rt. Hemi paresis 9 yrs back, she has recovered completely and taken regular 

antihypertensive and tablet aspirin both of which were stopped since 1 month by herself. 

 In the operating room Heart rate of 138/min, non invasive blood pressure recording was difficult in bilateral 

upper limb because of absent bilateral radial, brachial pulses so right lower limb non- invasive blood pressure 

monitoring was preferred. Invasive arterial pressure monitoring was selected before but due to unwillingness of 

patient and lack of time it was cancelled. Moreover, there is increasing evidence from several case reports that 

arterial pressure generally remains unaffected in these patients undergoing surgery, regardless of the method by 

which arterial pressure is measured. The fixed rigidity of vascular tree, fibrosis may be expected to prevent 

vasodilatation. As a precaution however more extensive monitoring was immediately available if required 

(Henderson, K., P. Fludder, 1999). Otherwise ECG, pulse oximetry, urine output monitoring can be done, only 

in general anaesthesia capnography and cerebral monitoring such as electroencephalography (Clark, A.G., M. 

al-Qatari, 1998) or transcranial Doppler7 is recommended. But there is only one reported case of brain 

ischaemia in TA pt who underwent general anaesthesia for pectoral flap to cover defect of neck dissection 

(Fawcett, W.J., 1993).  

 We selected epidural anaesthesia as haemodynamic stability is better, cerebral function can be best assessed 

in awake patient, (McKay, R.S.F., S.R. Dillard, 1992; Beilin, Y., H. Bernstein, 1993) can provide good 

postoperative analgesia, can avoid stress responses during laryngoscopy. It may compromise blood flow through 

obstructed carotid artery and may cause postoperative visual disturbances, vertigo, hemiparesis and seizures. 

Hypertensive episodes during laryngoscopy and lighter plane of anesthesia can lead to cerebral haemorrhage or 

myocardial infarction (Jain, D., 2012). Sequential blockade with low dose spinal anaesthesia with achievement 

of desired level by giving titrated doses of local anaesthetic through epidural catheter is an alternative to 

continuous epidural anaesthesia (Choi, D.H., 2000). 

 Clinical course of the disease, it was found that 20% patients may stabilize and remained stable, 20% may 

progress gradually and > 60% patients may be fulminant mostly because of uncontrolled hypertension, heart 

failure , renal dysfunction and cerebral haemorrhage .Studies reported that maternal mortality rate with TA is 

4.8% . (Ishikawa, K., 1981) Our patient had uneventful recovery throughout postpartum period. 

 

Conclusion: 

 In conclusion, For prevention of complication detailed preanaesthetic evaluation is compulsory, 

participation of other specialities for detection and treatment of complication is fundamental, postoperative 

monitoring for first 24 hrs must be crucial and further pregnancies are not advisable in class IIb or III Disease. 
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