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Giant cell arteritis of the middle cerebral artery
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DESCRIPTION
An elderly Japanese woman in her 80s had left 
hemiparesis and hemiparesthesia, which were 
accompanied by a newly developed temporal 
headache that had lasted for 2 weeks. Since 
these symptoms were not severe, she was not 
admitted to a hospital for care. She has a history 
of well-controlled hypertension and bronchial 
asthma. MRI revealed a subacute right cere-
bral infarction with multiple severe stenosis of 
the bilateral middle cerebral arteries (MCAs) 
(figure 1A), even though they were intact when 
the MRI was performed, which is, by chance, due 
to the detailed examination for the numbness 
of the extremities and dizziness 3 years before 
(figure  1B). Simultaneously, prolonged erythro-
cyte sedimentation rate (ESR) elevation (131 mm/
hour) also coexisted. Serum myeloperoxidase and 
proteinase 3 antineutrophil cytoplasmic antibody 
were both negative and no other vascular compli-
cation as well as malignant tumour or signs of 
infectious diseases was shown by whole body 
contrast enhanced CT, however, the biopsy of 
the superficial temporal artery revealed inflam-
matory cell infiltration into the tunica media and 
thickening of the tunica intima (figure 2), which 
were consistent with giant cell arteritis (GCA). 
According to the American College of Rheu-
matology 1990 criteria for the classification of 
GCA,1 the diagnosis of GCA and intracranial 
GCA (IC-GCA) was made and the patient was 
administered 25 mg per day of oral predniso-
lone (0.5 mg/kg/day) in addition to antiplatelet 
therapy. After the initiation of prednisolone, the 
ESR promptly improved to 20 mm/hour, and the 
follow-up MRI exhibited an improvement in the 
MCA stenosis (figure 3) without any recurrence 
of infraction up to 3 months later.

The prevalence of GCA in Japan is reported to 
be extremely low (1.47 per 100 000 population) 

compared with that in other countries.2 Although 
GCA is sometimes involved in IC arteries, such 
as the internal carotid artery or vertebral artery, 
occurrences in the MCA are rarely reported. 
IC-GCA is difficult to diagnose when the patient 
initially presents with a stroke,3 however, it 
is reported to be associate with significant 
mortality and more prevalent than currently 
recognised.4 In this case, of course traditional 
stroke such as atherothrombotic infarction could 
not be ruled out, however, we concluded that it 
was more reasonable to explain newly developed 
bilateral multiple stenosis of MCA if the GCA 
was involved. Here, we report the unique MRI 
finding of bilateral MCA stenosis and empha-
sise the risk of potential underlying GCA among 

Figure 1  MRI revealed multiple severe stenosis of the 
bilateral middle cerebral artery (A; arrow head). It was 
intact 3 years before (B).

Figure 2  Superficial temporal artery biopsy revealed 
inflammatory cell infiltration into the tunica media 
and thickening of the tunica intima, which are findings 
consistent with those of giant cell arteritis.

Figure 3  After the initiation of prednisolone, the 
stenosis of the middle cerebral artery improved, and there 
was no recurrence of infraction up to 3 months later.
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stroke patients, especially when the condition is accompanied 
by unexplained inflammation or headache.
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REFERENCES
	1	 Hunder GG, Bloch DA, Michel BA, et al. The American College of rheumatology 1990 

criteria for the classification of giant cell arteritis. Arthritis Rheum 1990;33:1122–8.
	2	 Kobayashi S, Yano T, Matsumoto Y, et al. Clinical and epidemiologic analysis of giant cell 

(temporal) arteritis from a nationwide survey in 1998 in Japan: the first government-
supported nationwide survey. Arthritis Rheum 2003;49:594–8.

	3	 Larivière D, Sacre K, Klein I, et al. Extra- and intracranial cerebral vasculitis in giant cell 
arteritis: an observational study. Medicine 2014;93:e265.

	4	 Sanchez-Alvarez C, Hawkins AS, Koster MJ, et al. Clinical and radiographic features of 
giant cell arteritis with intracranial involvement. ACR Open Rheumatol 2020;2:471–7.

Learning points

	► Intracranial giant cell arteritis (GCA) is difficult to diagnose 
when the patient initially presents with a stroke.

	► Underlying GCA should be considered among stroke patients, 
especially when the condition is accompanied by unexplained 
inflammation or headache.
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