Cardiology and Vascular Medicine

Case Report

A Promising Alternative to Temporal Artery Biopsy
for GCA
Dr. Sandhu Z1, Dr. Shaikh S2, and Prof. Reardon M3
AMAU Staff Physician, Wexford General Hospital, Ireland.
Staff Physician General Medicine, Wexford General Hospital, Ireland.
3
Associate Professor Michael Reardon, Consultant Geriatrician, Wexford General Hospital, Ireland.
1
2

Correspondence
Dr. Sandhu Z.
AMAU Staff Physician, Wexford General
Hospital, Ireland.
E-mail: katarzyn5@wp.pl

• Received Date: 24 April 2020;
• Accepted Date: 04 May 2020;
• Publication Date: 15 May 2020.

Copyright
© 2020 Science Excel. This is an openaccess article distributed under the terms
of the Creative Commons Attribution 4.0
International license.

Case Report
A 57-year-old gentleman was referred by GP to
our Acute Medical Assessment Unit with right
sided headache. He described 3 days history of
right fronto-parietal headache with ‘’heaviness’’
and associated blurring of vision and dizziness.
The headache was paroxysmal ‘’coming in waves’’
and did not respond to first line analgesics. He
is an ex smoker, living on his own with no past
medical history of note.
On examination, he had right sided temporal
tenderness without any other findings. CNS
exam was unremarkable. There was no evidence
of proximal muscle weakness.

His laboratory investigations including inflammatory markers were within normal limits.
A working diagnosis of Temporal Arteritis was
made and he was commenced on High dose oral
Steroids with bone protection and PPI. Temporal
artery biopsy was performed which did not show
any evidence of vasculitis. Ultrasound of Temporal
Artery was organised which showed hyperechoic
thickening of Right temporal artery, highly
suggestive of Temporal Arteritis, thus confirming
the clinical suspicion (see figure). He was
discharged on tapering dose of steroids, PPI and
bone protection and was reviewed periodically in
clinic. He is clinically asymptomatic on treatment.

(a)- Loss of temporal artery visibility on compression of artery.
(b)- Temporal artery wall maintained despite compression (‘compression sign’).

Discussion
Giant Cell Arteritis is the most common systemic
vasculitis and the vascular involvement can be
widespread [1]. It is common in older white males
after age of 50 years with peak incidence after the
age of 70 [2].
The presentation can be acute or subacute with
symptoms of low grade fever, headache, jaw

claudication, visual problem and constitutional
symptoms. Temporal arteritis can lead to transient
or permanent visual loss. There is an association
between temporal arteritis and Polymyalgia
Rheumatica [3].
Temporal Arteritis poses a diagnostic challenge
and traditionally the diagnostic criteria used,
incorporates clinical presentation, inflammatory
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markers and temporal artery biopsy. Temporal Artery biopsy is used
to acquire the evidence of vasculitis, however it can be normal due
to the presence of skip lesions [4]. The segmental nature of arteritis
leads to high false negative results of biopsy and hence the sensitivity
of biopsy has never been calculated. The negative biopsy results can
be as high as 30-40% [5].
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Colour Doppler Ultrasonography has emerged as an alternative to
Temporal Artery biopsy. The two signs explained in the literature
are the presence of ‘’halo’’ sign (representing mural oedema) and
the presence of ‘compression sign’ (representing persistent halo
after compressing artery with ultrasound probe) [6]. Albert et al
(2007) in a retrospective analysis postulated that ultrasonography
has superseded temporal artery biopsy and should be reserved for
situations where the imaging is inconsistent with the clinical picture
[7].

Temporal Arteritis is a debilitating form of vasculitis if left untreated.
It remains a diagnostic challenge especially due to the nature of
vascular involvement. Temporal biopsy can be falsely negative;
colour doppler ultrasonography is emerging as a new diagnostic
tool in suitable patients. The ultrasonography is non-invasive and is
readily available.
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