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Takayasu Arteritis in Chronic Migraine

Miguel Angel Medina Pabon

Abstract

Takayasu arteritis (TA) is a systemic granulomatous vasculitis of large 
vessels with low incidence and nonspecific symptoms, and late diag-
nosis and management lead to complications such as stroke, acute 
myocardial infarction or peripheral ischemia. This case illustrates the 
complexity of TA diagnosis because its symptomatology is frequently 
mistaken as chronic migraine. Therefore, without a syndromic ap-
proach, it is more likely to increase comorbidity and progression of 
the disease. This paper deacribes a 25-year-old woman with chronic 
migraine for 8 years, with recurrent admissions to emergency service, 
and specialist outpatient consultations. The patient has a history of fu-
gax amaurosis, hypertension and claudicating chest pain that required 
treatment with corticoid, hydroxychloroquine, methotrexate and ne-
flunomide, due to a stenosis of 50-70% of the left carotid artery and 
thickening of the walls of the distal thoracic aorta and the proximal 
abdominal aorta, corresponding to TA, with improvement of its sub-
sequent symptomatology to treatment for rheumatology.
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Introduction

Takayasu arteritis (TA) is a granulomatous, idiopathic, inflam-
matory disease of large vessels, which predominates in women 
of fertile age, and it affects the aorta, most often its arteries of 
the main branch carotid and subclavian arteries [1, 2]. It is for-
merly referred to as an aortic arch syndrome, pulseless disease, 
idiopathic aortitis, stenosing aortitis, aortoarteritis, and occlu-
sive thrombotic arteriopathy. TA incidence has been estimated 
to be 2/1,000,000 per year [3]. It is more prevalent in Central 
and South America, Africa, India, and the Far East [4]. In a 
recent study, the mortality rate of TA was estimated to be 2.5 × 
100,000 inhabitants due to the association of this arteritis with 
premature deaths [5, 6].

Chronic migraine is a relatively recent disease, defined as 
a pulsatile headache, of moderate to severe intensity, associ-

ated with nausea, vomiting, and disability to perform daily ac-
tivities, in a period of 15 days for more than 3 months [7]. In 
addition, the excessive use of analgesic in this population can 
be confused as a chronic headache.

Here, a case of TA that had chronic migraine criteria with-
out improvement with medications is described. However, the 
presence of nonspecific signs and symptoms confused phy-
sicians, delaying the diagnosis and management of TA. This 
case reflects the complexity of its diagnosis and the ability of 
the clinician to analyse the clinical history, through the collec-
tion of symptoms in a syndrome. The most important results 
are the remission and prevention of the consequences related 
to the disease. Although these goals are achieved in the major-
ity of patients receiving modern therapies, prevention related 
to late diagnosis and adverse effects of glucocorticoids remain 
to be a headache for these patients [8].

Case Report

The 25-year-old Colombian Caucasian woman is an odontol-
ogy student, with a history of cholecystectomy for cholelithi-
asis 2 years ago, and hypertension associated with pregnancy 
3 years ago. Before her admission to the headache program at 
the Regional Clinic of the Aburra Valley National Police, En-
vigado, Antioquia, Colombia, she presented amaurosis in the 
left eye for a week 5 years ago. The patient does not smoke 
or consume alcohol, she has a child through vaginal delivery, 
and had an abortion (G2P1A1C0V1). She takes oral contra-
ceptives, nifedipine 30 mg daily, hydrochlorothiazide 25 mg 
daily, propranolol 40 mg every 12 h, paracetamol, and nap-
roxen, depending on pain.

There were multiple queries of the patient due to an intense 
headache, with a history of pulsatile hemicranial headache, as-
sociated with nausea, dizziness, photophobia, and sonophobia, 
of severe intensity, with more than eight episodes per month in 
the last 3 months. Additionally, the abuse of analgesics when 
taking acetaminophen with codeine, naproxen more than 15 
doses per month, and patient assessment by emergency, outpa-
tient and specialist services, she was referred to the headache 
program at the same clinic.

The patient also reported episodes of fatigue, intermittent 
muscle fatigue, paresthesias in the hands and feet that was im-
proved when lying on the right side, in addition to intermittent 
chest pain of severe intensity of short duration, mainly in the 
supine position, one episode per month. This was associated 
with episodes of a severe headache since 7 years ago.

Physical assessment showed that she had an adequate 
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general condition, divergent blood pressure in both arms (TA: 
150/100 in the left arm, TA: 100/65 in the right arm) with left 
radial pulse parvus tardus, a left carotid murmur, and no heart 
murmurs. Retinal inspection was not evaluated, no focaliza-
tion signs were found, and rest of exploration showed no find-
ings of interest.

Diagnostic test results are shown as follows. Carotid Dop-
pler ultrasound shows stenosis of approximately 50-70% of 
the left common carotid artery. Bilateral, permeable vertebral 
circulation was found. Subsequently, a contrast tomography of 
the head and neck was performed without evidence of lesions, 
after 3 months of treatment with rheumatology, indicating her 
clinical improvement. An angioresonance was also ordered 
with neck and chest contrast, finding a decrease in the caliber 
of the left common carotid before the bifurcation and another 
decrease in the origin of the right brachiocephalic trunk and 
a thickening of the walls of the distal thoracic aorta and the 
proximal abdominal aorta, that could correspond to TA, con-
firming its diagnostic image (Fig. 1).

Discussion

The pathophysiology of TA starts with inflammation, and 
endothelial damage usually leads to thickening of the wall, 
thrombus formation, stenotic and occlusive lesions, while the 
destruction of the muscular and elastic layers originates - di-
lation and aneurysms. These lesions often result in organic-
cellular dysfunction secondary to ischemia [6, 8].

The clinical manifestations of TA are different according 
to the temporary point along the course of the disease. Dur-
ing the first active inflammatory phase, systemic symptoms 
are usually nonspecific, predominating for weeks or months, 
but are often overlooked, making people confuse it with acute 
illnesses. During this stage, the course of the disease may fol-

low a form of sending-relapsing, which makes diagnosis and 
early management difficult [9, 10]. The recurrent disease often 
occurs in new arterial territories, with the consequent coexist-
ence of active and inactive lesions (sequelae). The late chronic 
phase (the “pulseless” stage) is characterized by ischemia and 
symptoms secondary to arterial occlusion.

In this case, the patient consulted at the beginning of the 
recurrent phase, due to intermittent pain in the thorax, hands, 
and feet, muscle fatigue and intense headaches that confuse the 
diagnosis. However, a prominent symptom to suspect TA was 
amaurosis in the left eye that lasted a week due to intermit-
tent ischemic processes, which led the physician to perform 
an exhaustive physical examination finding radial pulse tardus 
parvus and left carotid murmur proper in the chronic phase of 
the disease.

Almost 20% of patients with TA show neurological com-
promise. The most common neurological symptoms are severe 
headaches, organic confusion, cognitive dysfunction, pro-
longed amaurosis, stroke, meningitis, middle cerebral artery 
aneurysm, reversible encephalopathy, and seizures (unrelated 
to hypertension) [11].

Moreover, hypertension constituted an essential symptom 
to suspect TA, which is present in over 80% of the cases. In 
young patients it needs to rule out secondary causes, the most 
usual being renovascular hypertension, which may be asymp-
tomatic in about 50% of patients [12]. Additionally, the surgi-
cal history of cholecystectomy due to cholelithiasis might be 
due to ischemic processes that generated bilirubin stones, since 
this pathology is present in elderly patients.

In conclusion, chronic migraine is an unusual manifestation 
of TA. However, it can delay the management of the underlying 
disease by treating the individual symptoms separately. There-
fore, a syndromic approach from the beginning establishes an 
early diagnosis, which is essential for a better prognosis, since 
TA is associated with high morbidity and mortality. This patient 

Figure 1. (a) Carotid Doppler ultrasound shows stenosis of approximately 50-70% of the left common carotid artery. Bilateral, 
permeable vertebral circulation is shown. (b) Angioresonance with contrast in the neck is shown, and the arrow indicates a 
decrease in the caliber of the left common carotid before the bifurcation and the left subclavian artery. (c) Angioresonance with 
contrast in the neck with a side view is shown, and the arrow indicates caliber thickening of the origin in the right brachiocephalic 
trunk that could correspond to TA.



Articles © The authors   |   Journal compilation © J Med Cases and Elmer Press Inc™   |   www.journalmc.org20

Takayasu Arteritis in Chronic Migraine J Med Cases. 2019;10(1):18-20

required aggressive immunosuppressive therapy with satisfac-
tory clinical evolution, without a headache or complications.
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