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Abstract

Takayasu's Arteritis is a rare, chronic idiopathic occlusive inflammation of the aorta 

and its major branches. We report a 24 year female, primigravida which was a 

diagnosed case of Takayasu's Arteritis who underwent an emergency caesarean 

section under spinal anaesthesia. The uneventful course of anaesthesia in the 

presented case was related to the through systemic evaluation and careful 

anaesthetic strategy.

Introduction

akayasu's arteritis is a rare Tinflammatory panendarteritis causing 

thrombosis and occlusion of systemic and 

pulmonary arteries. 85% of cases involve 

young women of Oriental age groups. 

Takayasu's arteritis is complicated by 

their severe uncontrolled hypertension, 

end-organ dysfunction resulting from 

hypertension, stenosis of major blood 

vessels affecting regional circulation and 

difficulties encountered in monitoring 

arterial blood pressure. We report a 

successful spinal anaesthesia for 

emergency caesarean section in a patients 

of Takayasu's arteritis. 

Case Report

A 24 year old primigravida was referred to our 

institute with Takayasu's arteritis. She presented to 

the casualty in labour and an emergency caesarean 

section for CPD was planned. She was hospitalised 2 

years back with complaints of dyspnoea on exertion 

and giddiness, was diagnosed to have Takayasu's 

Arteritis. She was treated with tablet Atenolol 50 mg 

OD and tablet Amlodipine 5 mg BD. During first 

trimester tablet Atenolol 50 mg was stopped and 

replaced with tablet Aldomet 250 mg TDS. During 

third trimester, she refused admission though she 

was advised to be under observation in the hospital 

until delivery. However, she presented to the casualty 

in labour with a blood pressure of 190/110 mmHg 

and full stomach.

On physical examination, PR - 110/min, regular 

good volume, peripheral pulses were well felt except 

right femoral and right dorsalis pedis were feeble. BP-

190/110 mmHg in right upper arm supine position 

and BP - 200/110 mmHg in left lower limb supine 

position. FHR - 130 tp 140 bpm. Systemic and airway 

examination were normal. Routine CBC and serum 

biochemistry were normal. ECG was suggested of 

LVH with strain pattern. 2DEcho was normal. 

Angiography and Doppler showed narrowing of lower 

abdominal arteries, 90% block of left renal artery, 

60% block of right renal artery, 90% block of right 

common iliac artery. Angiography was done 2 years 

back. One 18G peripheral line and central line were 

taken. The initial CVP was 2-3 cm of H20. Preloading 

was done with voluven 10 ml/kg to achieve a CVP of 

6-8 cm H O. Supplementary oxygen was given at 4 2

lit/min. Preoperative optimisation was done by giving 

oral tablet amlodipine 10 mg before shifting patient to 

operation theatre and anti aspiration prophylaxis 

was done by giving Inj. ondensetron 8 mg IV and Inj. 

ranitidine 50 mg IV as patient was not NBM. After 

tablet amlodipine BP drop to 160/100 mmHg in Rt 

upper limb and 180/100 mmHg in Lt lower limb. 

Spinal Anaesthesia was given by using 1.2 cc of 0.5% 

Bupivacaine and 25µg of Fentanyl to achieve a 

sensory level of T8dermatome. 2.8 kg female baby 

delivered with APGAR scores of 6, 9, 9 at 1, 5, and 10 

min interval respectively. Inj. IV Oxytocin 20 units in 
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DNS was started at 100 micro drops per min. Blood 

pressure dropped to 120/80 mmHg in the right upper 

limb. Intraoperative vitals were stable. Postoperative 

patient was sifted to PACU for intensive monitoring.

Discussion

In 1908, Mikito Takayasu, a Japanese 

Ophthalmologist reported the association 

of retinal arteriovenous anastomoses and 

absent  upper  extremity  pulses .  

Takayasu's arteritis is a rare, idiopathic, 

chronic inflammatory disease which 

causes narrowing,  occ lusion or  

aneurysms of blood vessels, preferentially 

affecting large arteries such as aorta and 

its branches and hence its alternative 

names of pulseless disease, occlusive 

thromboaortopathy or aortic arch 

syndrome. 

Classification of Takayasu's disease is 
1dependent on the distribution of lesions.  

Type 1 affects the aortic arch and / or its 

branches. Type II affects the thoracic and 

abdominal aorta without involvement of 

the arch. Type III is a mixture of Type I and 

Type II. Type IV includes pulmonary artery 

involvement. Our patient was included in 

Type II. A substantial minority of patients 

w i t h  T a k a y a s u ' s  a r t e r i t i s  a r e  

asymptomatic but approximately 60% 

suffer significant disability from 

complications, particularly hypertension 

and its consequents. Treatment in the 

initial phase is with steroids usually for 2-

4 yrs with or without cytotoxic agents. Our 

patient do not give history of any steroid 

medication. The commonest causes of 

death in Takayasu's arteritis are heart 
2failure, myocardial infarction and stroke.

There have been case reports of 
3, 4successful spinal anaesthesia  as well as 

5, 6epidural anaesthesia  for caesarean 

section. In our patient spinal anaesthesia 

was given as patient needed an emergency 

caesarean section and was not fasting. The 

patient was in active labour with 6 cm 

cervical dilation and uncooperative, so it 

was difficult to place epidural catheter in 

this patient. The 2D-echo and Aorto 

angiography reports were 2 years old and 

since fresh investigations were not 

available further involvement of new 

vessels was not known. Regional 

anaesthesia was considered safer than 

general anaesthesia as patient remains 

awake which is reliable monitor of cerebral 

function and at the same time prevent 

complications of general anaesthesia such 

as aspiration, pressure response during 

intubation and extubation which may lead 

to hypertension, tachycardia leading to 

Myocardial  Infarct ion,  CCF and 

Intracranial haemorrhage etc. Constant 

Monitoring of level of consciousness, ECG, 

blood pressure, urine output, provide 

insight as to adequacy of cerebral 

perfusion, coronary blood flow. It is 

imperative to maintain adequate arterial 

per fus ion pressures dur ing the 

intraoperative period. Therefore any fall in 

blood pressure should be immediately and 

aggressively treated with Inj. Ephedrine.

In conclusion, we describe the 

successful spinal anaesthesia for a 

pregnant patient with Takayasu's arteritis 

presenting for emergency caesarean 

section. The advantages of regional 

anaesthesia over general anaesthesia is 

discussed and the rationale for our choice 

of spinal anaesthesia is presented.
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Corrigendum

The article published in Oct 2011 issue (BHJ 2011:53;4,802-803) 'Embedded 

Fish Bone' by Dr. Sharad Bhalekar, Haritosh Velankar and Yogesh Dabholkar. 
Name of Dr. Jyoti Singh-Principal Author-is inadvertently missed. Kindly read 
the Article's name and Author's name as follows :

Embedded Fish Bone

Jyoti Singh*, Sharad Bhalekar*, Haritosh Velankar**, Yogesh Dabholkar***

The inadvertent error is regretted

Ed. Secretary
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