
Annals of Indian Academy of Neurology, January-March 2012, Vol 15, Issue 1 Annals of Indian Academy of Neurology, January-March 2012, Vol 15, Issue 1

Materials and Methods

The inpatient and outpatient records of all elderly individuals 
above 50 years of age who had presented with features 
suggestive of temporal arteritis to the neurology and medicine 
services of our institution between 2005 and 2010 were 
reviewed. A clinical diagnosis was made to determine whether 
the symptoms satisfied any three criteria of the American 
College of Rheumatology 1990 Criteria for the diagnosis of giant 
cell arteritis.[10] The demographic profile, duration of symptoms 
before diagnosis and associated symptoms such as polymyalgia 
rheumatica, visual loss and neurological manifestations were 
noted. Laboratory parameters such erythrocyte sedimentation 
rate (ESR) and C-reactive protein were also documented. The 
histopathological features of temporal artery biopsies were 
reviewed in detail. Patient outcomes were also analyzed.

Results

A total of 15 patients fulfilled the criteria for diagnosis of 
temporal arteritis. Nine of the 15 patients were male and six 
were female, with a male to female ratio of 1.5:1. The mean age of 
onset was 67.53 years (SD 9.13, range 52–81). The mean duration 
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Abstract

Objective: To study the clinical, pathological and prognostic profile of patients with temporal arteritis in India. Materials and Methods: 
The study was conducted in a tertiary care center from south India from 2005 to 2010 in the departments of neurology and medicine. 
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(100%), temporal artery tenderness (100%), jaw claudication (20%), polymyalgia rheumatica (53%) and visual manifestations (20%). 
The erythrocyte sedimentation rate was elevated in all patients. Biopsy was done in 13 patients, with 11 of them being positive. All 
patients responded to steroids well, with most patients being symptom-free within the first 48 h of treatment. Conclusions: Temporal 
arteritis seems to be underdiagnosed in India, with all patients previously misdiagnosed, and with a mean time from symptom onset to 
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Introduction

Temporal arteritis or giant cell arteritis is the most common 
vasculitis in the elderly population, with an incidence of 15–30 
per 100,000 persons aged greater than 50 years in the North 
American and European countries.[1-4] However, the incidence is 
believed to be much lower in Asian countries, with the incidence 
in Japan reported to be as low as 1.47 per 100,000.[5] In the past, 
only a few case studies have been reported from India. [6-9] The 
present study describes the clinical, pathologic and prognostic 
profile of 15 cases of temporal arteritis diagnosed and treated 
in our institution, a tertiary care hospital in south India from 
2005 to 2010. We have compared our data with those from other 
case series conducted from India in the last decade.
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of symptoms was 77 days (2.56 months; range 20–120 days). All 
the patients had recent onset of bilateral or unifrontal headache. 
Tender temporal arteries with absent or diminished pulsations 
were common to all the patients. Nodularity on palpation was 
noted in seven patients (47%). Jaw claudication was present 
in only three of the patients (20%). Three of the patients had 
ipsilateral blindness due to central retinal artery occlusion 
(20%). Eight patients had features of polymyalgia rheumatica 
(53%). All patients had a raised ESR (mean 90.8 mm/1st h) and 
raised C-reactive protein (mean 5.38). Superficial temporal artery 
biopsy was planned in all, but two patients did not give consent. 
Summary of the findings are included in Table 1.

Biopsy length varied from 3 to 5 cm and was conducted 
within 48 h of initiation of treatment. Eleven of the 13 cases 
who underwent biopsy were positive for temporal arteritis 
(84.6%). Nine of them had characteristic histological features 
of temporal arteritis on biopsy, which included multinucleated 
giant cells [Figures 1a–d]. While in the other two cases, changes 
reflected chronicity with medial hypertrophy and fibrosis 
causing luminal narrowing, lymphohistiocytic infiltration 
but no granulomatous response. The two patients that were 
biopsy-negative refused repeat biopsy on the opposite side.

All our patients responded to steroids, with more than 80% 
of the patients having full symptomatic recovery within 48 h. 
Only one patient developed complication of lung abscess on 
steroid therapy and was treated with antibiotics. All patients 
were on regular follow-up for at least 6 months after diagnosis 
and were kept on treatment with low-dose steroids with no 
relapse of symptoms during the treatment period. As ours is 
a tertiary care hospital with many of the patients coming from 
long distances, it was possible for us to retain only three patients 
for long-term follow-up of more than 2 years. Steroids was 
tapered and stopped after 2 years of diagnosis in these patients 
and no relapse was reported after stopping the steroids. The 
clinical presentation was compared with other studies from 
India [Table 2].

Discussion

Temporal arteritis is a granulomatous inflammatory disease 
affecting large- and medium-sized arteries. The pathogenesis 
of temporal arteritis is still unclear. Activated T cells produce 
interferon-γ, which seems to play a pivotal role in the 
pathogenesis and clinical expression.[11] Both environmental[12,13] 
and genetic factors[14,15] seem to play a role in the etiology of 
temporal arteritis.

Temporal arteritis mostly affects the elderly population, 
appearing almost exclusively in patients aged >50 years, with 
the mean age of onset around 75 years of age.[1] It is also more 

Table 1: Demographic, clinical and laboratory characteristics of the patients

Age/sex Location Symptom duration 
 in days

Jaw 
claudication

PMR Visual 
symptoms

ESR  
(mm in 1st hr)

CRP (mg/dL) 
(normal <0.33)

Biopsy

57 F Left 30 No No No 80 3.49 Positive
52 F B/L 60 No No No 75 1.6 Positive
70 F Left 60 No No No 83 0.7 Negative
72 F B/L 90 No No No 160 14.24 Not done
55 M B/L 120 No No No 71 1 Positive
57 M B/L 30 No Yes No 75 0.80 Positive
69 M LEFT 60 Yes Yes No 68 1.3 Positive
82 M LEFT 180 Yes Yes No 88 5.57 Positive
76 M B/L 60 No Yes No 80 9.9 Negative
81 F RIGHT 30 No No Yes 150 7.7 Positive
65 M LEFT 30 Yes Yes Yes 100 12.3 Positive
70 M B/L 90 No Yes No 130 Positive* Positive
64 F B/L 180 No Yes No 60 Positive* Not done
72 M Right 120 No Yes Yes 92 Positive* Positive
71 M Right 20` No No No 50 6.75 Positive

*Quantitative CRP was not performed in three cases, *ESR = Erythrocyte sedimentation rate; CRP = C-reactive protein; PMR = Polymyalgia rheumatica;  
TA = Temporal artery

Figure 1: Temporal artery biopsy viewed in the longitudinal 
axis demonstrates striking beading of the wall with nodular 
distensions causing luminal narrowing (a). Note the bulbous 
end (arrow, a) that shows dense inflammation expanding the 
medial coat. Close-up view of the vessel in the transverse plane 
(b) reveals expansion of the medial coat by multiple aggregates 
of epitheloid cells forming granulomas (b, arrows) with large 
multinucleate giant cells (c, arrows). Several of the multinucleate 
giant cells have ingested fragments of elastica from the internal 
elastic lamina (d, arrow)

a b

c d
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common in women than in men, with a ratio as high as 3:1 
in some countries. In our study, the mean age of onset was 
slightly lower at 67.53 years (52–81 years), with all patients 
older than 50 years of age. The male to female ratio was 1.5:1. 
This incidence pattern of slightly younger age group and male 
predominance when compared with the Caucasian population 
was also observed in other case studies from India.[6-8]

The mean time taken to detect the disease after onset of 
symptoms was 77 days or 2.56 months in our study. In other 
case series from Mumbai, India, it was 5.14 months, and it 
was 6.25 months from a case series in northeast India.[6,8] In 
another study from China, the mean time taken for diagnosis 
after symptom onset was 5.5 months, with a misdiagnosis 
rate of 87.5%.[16] All patients had multiple visits to many 
physicians before presenting to our hospital. The mean 
time taken for diagnosis after presenting in our hospital 
was 5.6 days.

The most typical manifestations of temporal arteritis include 
headache, tenderness on palpation, jaw claudication, 
polymyalgia rheumatica and visual disturbances.[17] 
Headache is seen in about 87% of the patients[17] with 
temporal arteritis. All our patients presented with headache, 
and about half the patients (seven of the patients) gave a 
history of bifrontal headache. Jaw claudication is present in 
nearly 40% of the patients with temporal arteritis. Only three 
of our patients presented with jaw claudication (20%), which 
was similar to another case study from south India.[7] Eight 
patients had clinical features of polymyalgia rheumatica 
(53.3%), which is in comparison with that of the West.[17] 
The percentage of cases with polymyalgia rheumatica varied 
widely from zero to 100% in the other case series from India. 
Visual disturbances are seen in about 30% of the cases, 
with permanent loss of vision in about 15% of the cases.[18] 
Three of our patients who had visual symptoms (20%) had 
ipsilateral blindness that did not improve upon treatment. 
Permanent visual loss was less common in the other case 
studies from India.

Less common manifestations from India included pyrexia 
of unknown origin,[7,19] peripheral neuropathy[6] and scalp 
tenderness.[6] None of our patients had any of these symptoms.

Superficial temporal artery biopsy is the definite test for 
diagnosis of temporal arteritis and, hence, is advised for all our 
patients. Eleven of the 13 patients who underwent biopsy were 
positive for the same (84.6%). Steroids have been the drug of 
choice for the treatment of temporal arteritis. The initial dose of 
corticosteroids recommended is 40–60 mg for the first 2 months, 
with gradual tapering of the dose. It is advised that the patient 
should be on low-dose steroids for at least 1–2 years before 
stopping steroids to reduce the rate relapse.[20] A relapse rate 
of up to 77% has been reported in patients that have abruptly 
stopped steroids.[21] Steroids were tapered and stopped after 2 
years in all our patients who were on long-term follow-up, and 
no relapse has occurred in any of these patients.

Conclusion

Although ethnicity may have a role in the incidence of temporal 
arteritis, it is still underdiagnosed in India. All the patients that 
were diagnosed as temporal arteritis at our institution had prior 
visits to many physicians with a misdiagnosis rate of 100% and 
mean time to diagnosis of 2.5 months.Temporal arteritis in 
India seems to have minimal gender preference, with a slight 
male predominance in our study. It also seems to present at a 
slightly younger age group than in the Caucasian population. 
Permanent blindness is an important complication. The 
response to steroids was excellent in our study. In conclusion, 
the clinical presentation of temporal arteritis in India appears 
to be similar to that of the West.

References

1. Gonzalez-Gay MA, Vazquez-Rodriguez TR, Lopez-Diaz MJ, 
Miranda-Filloy JA, Gonzalez-Juanatey C, Martin J, Llorca J. 
Epidemiology of giant cell arteritis and polymyalgia rheumatica. 
Arthritis Rheum 2009;61:1454-61. 

2. Salvarani C, Crowson CS, O’Fallon WM, Hunder GG, Gabriel SE. 
Reappraisal of the epidemiology of giant cell arteritis in Olmsted 
County, Minnesota, over a fifty-year period. Arthritis Rheum 
2004;51:264-8.

3. Haugeberg G, Paulsen PQ, Bie RB. Temporal arteritis in Vest 
Agder County in southern Norway: Incidence and clinical findings. 
J Rheumatol 2000;27:2624-7.

4. Baldursson O, Steinsson K, Bjornsson J, Lie JT. Giant cell arteritis 
in Iceland: An epidemiologic and histopathologic analysis. Arthritis 
Rheum 1994;37:1007-12.

5. Kobayashi S, Yano T, Matsumoto Y, Numano F, Nakajima N, 

Table 2: Comparative data of patients with temporal arteritis in India: Demographic and clinical profiles

Present study 
(n = 15)

Singh et al.[6] 
(n = 16)

Vankalakunti et al.[7]

(n = 9)
Laldinpuii et al.[8] 

(n = 4)
Male:female ratio 1.5:1 1:1 1.25:1 1:1
Mean age (years) 67.5 66.5 70 74.25
Mean duration of illness (in months) 2.56 5.18 1.85 6.25
Clinical features

Headache (%) 100.0 93.7 66.7 100.0
Jaw claudication (%) 20.0 56.2 22.2 50.0
TA tenderness (%) 100.0 68.7 22.2 100.0
PMR (%) 53.3 31.25 - 100.0
Visual symptoms (%) 20.0 18.75 22.2 25.0
ESR >50 (%) 100.0 100.0 88.8 75.0
Biopsy positive (%) 84.6 (11/13) 90.9 (5/6) 87.5 (7/8) 75.0 (3/4)

TA = Temporal artery; ESR = Erythrocyte sedimentation rate in mm after 1 hour; PMR = Polymyalgia rheumatica



Annals of Indian Academy of Neurology, January-March 2012, Vol 15, Issue 1 Annals of Indian Academy of Neurology, January-March 2012, Vol 15, Issue 1

30 Mathew, et al.: Clinicopathologic features of temporal arteritis in India 

Yasuda K, 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.

6. Singh S, Balakrishnan C, Mangat G, Samant R, Bambani M, 
Kalke S, et al. Giant cell arteritis in Mumbai. J Assoc Physicians 
India 2010;58:372-4.

7. Vankalakunti M, Dharmanand BG, Chandra S, Pai SA. Giant 
cell arteritis: A clinical and pathological study. Natl Med J India 
2010;23:18-20.

8. Laldinpuii J, Sanchetee P, Borah AL, Ghose M, Borah NC. Giant 
cell arteritis (temporal arteritis) A report of four cases from North 
east India. Ann Indian Acad Neurol 2008;11:185-9.

9. Desai MC, Vas CJ. Temporal arteritis. The Indian scene. J Assoc 
Physicians India 1989;3:609-11.

10. Hunder GG, Bloch DA, Michel BA, Stevens MB, Arend WP, 
Calabrese LH, et al. The American College of Rheumatology 
1990 criteria for the classification of giant cell arteritis. Arthritis 
Rheum 1990;33:1122-8.

11. Weyand CM, Hicok KC, Hunder GG, Goronzy JJ. Tissue cytokine 
patterns in patients with polymyalgia rheumatica and giant cell 
arteritis. Ann Intern Med 1994;121:484-91.

12. Gabriel SE, Espy M, Erdman DD, Bjornsson J, Smith TF, Hunder 
GG. et al. The role of parvovirus B19 in the pathogenesis of 
giant cell arteritis: A preliminary evaluation. Arthritis Rheum 
1999;42:1255-8. 

13. Salvarani C, Gabriel SE, O’Fallon WM, Hunder GG. The incidence 
of giant cell arteritis in Olmsted County, Minnesota: Apparent 
fluctuations in a cyclic pattern. Ann Intern Med 1995;123:192-4. 

14. Gonzalez-Gay MA, Amoli MM, Garcia-Porrua C, Ollier WE. 
Genetic markers of disease susceptibility and severity in giant 
cell arteritis and polymyalgia rheumatica. Semin Arthritis Rheum 
2003;33:38-48.

15. Alvarez-Rodriguez L, Martínez-Taboada VM, López-Hoyos M, 

Mata C, Fernandez Prieto L, Agudo-Bilbao M, et al. Interleukin-12 
gene polymorphisim in patients with giant cell arteritis, polymyalgia 
rheumatica and elderly-onset rheumatoid arthritis. Clin Exp 
Rheumatol 2009;27:14-8.

16. Hu Z, Yang Q, Zeng S, Li J, Wu X, Cao L, et al. Giant cell arteritis 
in China: A prospective investigation. Angiology 2002;53:457-63.

17. Gonzalez-Gay MA, Barros S, Lopez-Diaz MJ, Garcia-Porrua C 
Sanchez-Andrade A, Llorca J. Giant cell arteritis: Disease patterns 
of clinical presentation in a series of 240 patients. Medicine 
(Baltimore) 2005;84:269-76. 

18. González-Gay MA, García-Porrúa C, Llorca J, Hajeer AH, Brañas 
F, Dababneh A, et al. Visual manifestations of giant cell arteritis. 
Trends and clinical spectrum in 161 patients. Medicine (Baltimore) 
2000;79:283-92.

19. Sood R, Zulfi H, Ray R, Handa R, Wali JP. Giant cell arteritis: A 
rare cause of fever of unknown origin in India. J Assoc Physics 
India 2002;50:846-8.

20. Calvo-Romero JM. Giant cell arteritis. Postgrad Med J 
2003;79:511-51.

21. Gonzalez-Gay MA, Garcia-Porrua C, Vazquez-Caruncho M, 
Dababneh A, Hajeer A, Ollier WE. The spectrum of polymyalgia 
rheumatica in northwestern Spain: Incidence and analysis of 
variables associated with relapse in a 10 year study. J Rheumatol 
1999;26:1326-32.

How to cite this article: Mathew T, Aroor S, Devasia AJ, 
Mahadevan A, Shobha V, Nadig R, Varghese R, Shankar SK, Sarma 
G. Temporal arteritis: A case series from south India and an update 
of the Indian scenario. Ann Indian Acad Neurol 2012;15:27-30.

Received: 20-11-11, Revised: 10-12-11, Accepted: 17-12-11

Source of Support: Nil, Conflict of Interest: Nil

Dispatch and return notification by E-mail
 
The journal now sends email notification to its members on dispatch of a print issue. The notification is sent to those members who have provided 
their email address to the association/journal office. The email alerts you about an outdated address and return of issue due to incomplete/incorrect 
address. 

If you wish to receive such email notification, please send your email along with the membership number and full mailing address to the editorial 
office by email.

virendrad
Rectangle


