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CASE REPORT

Takayasu arteritis in an HIV infected woman
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Abstract
Takayasu arteritis (TA) is a rare chronic vasculitis with particular predilection for the aorta and its major branches. The
precipitant factor of the pathological immune response is generally unknown and different factors have been implicated,
including human immunodeficiency virus (HIV) infection.
We report the case of a 46 year old woman who complained of a right hemicranial headache for a week and progressive
loss of strength in the left side of the body. She was infected by HIV since 1996. After admission she progressed to
hyporesponsive and hemiplegia. The absence of brachial pulse, a difference higher than 10 mmHg in the systolic blood
pressure between both arms and radiological data were the criteria for the diagnosis of TA and secundary ischemic stroke.
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1 Introduction
Takayasu arteritis (TA) is a rare chronic vasculitis with particular predilection for the aorta and its major branches. The
etiology is unknown, but based on immunohistological findings it is postulated that the inflammatory process is mediated
by activation of CD4 T cell clones that promote pathological chronic inflammatory vascular condition. The precipitant
factor of the pathological immune response is generally unknown and different factors have been implicated, including
viral infections [1-3]. We report a case of TA in a patient infected with human immunodeficiency virus (HIV).

2 Case presentation
46 year old female patient who complained of a right hemicranial headache for a week and progressive loss of strength in
the left side of the body with deviation of the corner of the mouth. She had knowledge about her HIV infection since 1996
and she had tried different options of antiretroviral therapy (zidovudine, lamivudine, didanosine, stavudine, abacavir,
efavirenz, indinavir, fosamprenavir, etravirine) with multiple relapses and fluctuating virological control. Two months
earlier she had undetectable HIV viral load and CD4 count of 109/mL. She smoked 10 pack-years and she was carrier of
hepatitis C virus (HCV) with most recent viral load undetectable. In 2009 she was diagnosed with squamous vulva cancer
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and treated with radiotherapy and chemotherapy without recurrence known but complicated with radiation secondary
enteritis.
Physical examination showed cachexia, bradypsychia, left hemiparesis with supranuclear palsy and gaze deviation to the
right, as well as bilateral carotid bruit and right brachial and radial pulse absent. The blood pressure was 175/110 mmHg in
the right arm and 160/110 mmHg in the left one. The leukocytes recount at admission was 13.500/mL and the C reactive
protein (CRP) value was 105 mg/dL. These were the most important findings in the laboratory tests performed. After
admission, the patient progressed to hyporesponsive and hemiplegia. A brain TC was performed and it showed multiple
hypodense lesions with mass effect in the right cerebellar hemisphere. Temporal, frontal and parietal lobes in the right
cerebral hemisphere were affected too. An echo-doppler study of the supra-aortic trunks showed diffuse myointimal
thickening around the carotid system and the vertebral arteries with stenosis of the 70% at the beginning of the right
internal carotid artery. An MRI of the brain and supra-aortic trunks with venous contrast confirmed the presence of acute
ischemic lesions in the territories of the anterior middle cerebral and right vertebrobasilar arteries (see Figure 1A and 1B),
stenosis in the final portion of the both vertebral arteries, right subclavian artery, bifurcation of the right common carotid
artery and right external carotid artery as well as severe filiform stenosis in the left common carotid artery with almost
complete occlusion of the left internal carotid artery (see Figure 1C and 1D).

Figure 1. MRI of the brain (A, B) and supra-aortic trunks (C, D). It shows T2 hyperintense lesions in the right cerebellar
hemisphere and in temporal, frontal and parietal lobes in the right cerebral hemisphere. All of them compatible with acute
ischemic lesions (A, B). Axial slices of MRI of supra-aortic trunks that show a stenosis in the output of both vertebral
arteries and an affection of the flow in both carotid system and right subclavian artery (C, D).
The study was completed with an abdomen and pelvis CT enhanced with contrast, thrombophilia study and an extensive
microbiological study with cultures and serology on blood samples and cerebrospinal fluid to rule out concomitant
infections. None of them provided relevant information.
The absence of brachial pulse, a difference higher than 10 mmHg in the systolic blood pressure between both arms and
radiological data were the criteria for the diagnosis of TA and secundary ischemic stroke. Treatment was initiated with
prednisone at doses of 50mg/day (1mg/kg/day). Antiretrovirals were maintained. The CRP was normalized. The patient
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was discharged with good level of consciousness and left hemiparesis. In three months an angio-CT of the chest and
supra-aortic trunks showed the disappearance of the lesions seen in the right carotid system although persisted filiform
stenosis at the beginning of the right subclavian artery and an occlusion in the output of the left common carotid.

3 Discussion
A great variety of vasculitides, infectious and noninfectious, have been reported in association with HIV
infection [4-7]. However, large-vessel arteritis in HIV patients is uncommon and usually presents a distinctive pattern of
predominantly aneurysmal disease, which can affect the aorta and its branches, and that has been described mainly in
subsaharians young adults naive patients [6]. This has been attributed mainly to concomitant infectious processes [4, 6, 8].
Two cases of carotid occlusive disease in caucasian males with HIV infection without evidence of opportunistic infection
have been published. They were successfully treated with steroids with healing of the stenosis. The authors attribute the
process to HIV infection [6, 8]. The classic large-vessel vasculitis is even less common in patients infected by HIV. In the
case of TA we have found only two cases with concomitant HIV infection reported [5, 9].
Regardless the precipitant factor considered, the inflammatory process underlying to the TA might be accelerated by
different causes of atherosclerosis such as hypertension or tobacco consumption [10]. However, HIV itself is a risk factor for
atherosclerosis that happens most often and aggressively than in the non-HIV population [11]. The use of protease inhibitors
(PI) of the first generation can also promote the atherosclerotic changes in the vessels. In the case we report, although the
patient was smoker and had received treatment with PI, we believe that the distribution and characteristics of the lesions
and the favourable clinical response to steroids point to a systemic inflammatory process vasculitic type with affinity for
this region of the vascular tree as more likely cause of this process.
In summary, we report the case of a large-vessel vasculitis with occlusive pattern in a patient infected by HIV that fills
criteria for being diagnosed as TA. The HIV infection could help to the development of the inflammatory changes that
happen in the vessels of patients with TA. More research is necessary to establish a definitive link between both diseases.
Authors declare no conflict of interest regarding to this article.
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