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CASE PRESENTATION
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An 84-year-old man presented to the emergency room with a 3-week history of bilateral, painful, ulcerating
scalp lesions (Figs 1-3), along with a rapid-onset right eye visual loss.

Bilateral jaw claudication and scalp tenderness had been present for 3 months.

His past medical history was significant for lung adenocarcinoma surgically treated 6 months earlier,
hypertension, and lower limb peripheral arterial occlusive disease.

Skin examination revealed sharply demarcated and ulcerated lesions, distributed bilaterally in the temporo-

parietal area.

Regional lymph node palpation showed no enlargement.
Laboratory tests showed a mildly elevated C-reactive protein level and sedimentation rate. Complete blood

count was unremarkable.

Question 1: What is the most likely diagnosis?

A. Shingles

B. Invasive squamous cell carcinoma (SCC)

C. Giant cell arteritis (GCA) or temporal arteritis
D. Cutaneous metastases

E. Calciphylaxis
Answer:

A. Shingles — Incorrect. Shingles (varicella-zoster
virus reactivation) may begin with tenderness fol-
lowed by ulcerated vesicles. Visual loss may also be
associated with shingles of the ophthalmic division
of the trigeminal nerve. However, the lesions here
did not follow a unilateral dermatomal distribution,
and no vesicles were present.

B. Invasive SCC — Incorrect. SCCs arise in sun-
exposed skin of elderly individuals and may grow
rapidly with tenderness and pain. However, they
are often hyperkeratotic or scaly at first with ulcer-
ation as a secondary change.

C. GCA or temporal arteritis — Correct. GCA, a
form of large vessel vasculitis, affects the temporal
artery in patients over 50 years of age. Patients
present elevated inflammatory parameters and
most often nonspecific systemic signs such as fever
and weight loss. Ischemic signs are more specific
and include at first jaw claudication and scalp
tenderness. Scalp and tongue ulcerations as well as
visual impairment may occur later. GCA has no
specific biological marker.' In our patient, the
diagnosis was based on clinical and laboratory
findings. It was confirmed by an ultrasound of the
temporal artery.

D. Cutaneous metastases — Incorrect. Cutaneous
metastases occasionally present in a bullous zosteri-
form pattern, and lung adenocarcinoma represents
the most common source of cutaneous metastases
in men excluding melanoma. However, solitary or
multiple erythematous nodules in the primary

cancer’s anatomic vicinity is the most common
clinical presentation, and the zosteriform pattern is
mostly described on the chest and neck. Scalp
metastases originate disproportionately from renal
cell carcinoma.

E. Calciphylaxis — Incorrect. Calciphylaxis may
present with tender plaques or skin ulcerations.
However, it mainly affects patients with chronic
end-stage renal disease and calcium metabolism
imbalance.

Question 2: Which of the following would be
the most optimal initial therapy for the case
presented?

A. Observation

B. Systemic corticosteroids
C. Topical steroids

D. Tocilizumab

E. Methotrexate
Answer:

A. Observation — Incorrect. Visual loss is—most
of the time—an irreversible complication of GCA.
This makes GCA an ophthalmic emergency.”

B. Systemic corticosteroids — Correct. Intravenous
pulse corticosteroid therapy is prescribed (250-
1000 mg methylprednisolone for up to 3 days) for
newly diagnosed GCA with acute visual loss. Oral
high-dose  corticosteroids ~ (40-60  mg/day
prednisone-equivalent or prednisone 1 mg/kg/day)
are advised in patients without manifestations of
ischemia (visual and neurologic involvement). The
dose is gradually tapered once remission is
achieved. "

C. Topical steroids — Incorrect. Topical or intra-
lesional corticosteroids may resolve localized areas
of cutaneous involvement in cutaneous polyarteritis
nodosa (a medium-sized vessel vasculitis). They are
not an option in GCA.
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D. Tocilizumab — Incorrect. Tocilizumab, an
anti-interleukin-6 receptor monoclonal antibody, is
not systematically prescribed as a first-line treat-
ment. It may be combined with systemic cortico-
steroids as initial treatment in newly diagnosed GCA
patients already presenting corticosteroid-related
adverse events (AE) or at high risk for such AE."

E. Methotrexate — Incorrect. Methotrexate has
long been the corticosteroid-sparing drug for GCA.
It is nowadays initially associated with systemic
corticosteroids in patients presenting or at high risk
of corticosteroid-related AE (as an alternative to
tocilizumab) and allows the gradual tapering of the
systemic corticosteroid treatment. Although stronger
clinical evidence supports the use of tocilizumab
compared to methotrexate, the latter can be consid-
ered if the patient is at risk of recurrent infections or
for cost reasons.

Question 3: This disease may be associated with
all the following except:

A. Aortic aneurysms

B. Stroke

C. Ophthalmological complications
D. Nonmelanoma skin cancer

E. Polymyalgia rheumatica
Answer:

A. Aortic aneurysms — Incorrect. Aortic aneu-
rysms, especially of the thoracic aorta, are a late
complication of GCA occurring 5 years or later after
the initial diagnosis. This shows the importance of
long-term monitoring in these patients.”

B. Stroke — Incorrect. Cerebrovascular accidents
are serious, difficult-to-treat, and probably under-
diagnosed complications of GCA as the differential
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diagnosis with thromboembolic occlusion in the
elderly is challenging.

C. Ophthalmological complications — Incorrect.
The ocular symptoms of GCA are variable. They
include diplopia, eye pain, and ocular ischemic
lesions.” GCA’s most serious complication is the
irreversible loss of visual acuity. The incidence of
ocular involvement varies from 20% to 70%.

D. Nonmelanoma skin cancer — Correct. Nonme-
lanoma skin cancers have been reported concom-
itantly with GCA; however, there is no overall
increased incidence of nonmelanoma skin cancers
in patients with GCA.”

E. Polymyalgia rheumatica — Incorrect. Polymyal-
gia rheumatica is associated with GCA in 50% of
cases. It is characterized by symmetrical and bilat-
eral aching and stiffness in the shoulders, neck, and
pelvic girdle, particularly in the morning.’

Abbreviations used:

AE: adverse events
GCA: giant cell arteritis
SCC: squamous cell carcinoma

Conflicts of interest
None disclosed.

REFERENCES

1. Greigert H, Ramon E, Tarris G, Martin L, Bonnotte B. Temporal
artery vascular diseases. J Clin Med. 2022;11:275.

2. Hayreh S. Giant cell arteritis: its ophthalmic manifestations.
Indian J Ophthalmol. 2021;69:227-235.

3. Maz M, Chung SA, Abril A, et al. 2021 American College of
Rheumatology/Vasculitis Foundation Guideline for the man-
agement of giant cell arteritis and Takayasu arteritis. Arthritis
Rheumatol. 2021;73:1349-1365.

4, Keramni TA, Warrington KJ. Prognosis and monitoring of giant
cell arteritis and associated complications. Expert Rev Clin
Immunol. 2018;14(5):379-388.

5. Hill CL, Cole A, Rischmueller M, et al. Risk of cancer in patients
with biopsy-proven giant cell arteritis. Rheumatol Oxf Engl.
2010;49:756-759.


http://refhub.elsevier.com/S2352-5126(22)00339-3/sref1
http://refhub.elsevier.com/S2352-5126(22)00339-3/sref1
http://refhub.elsevier.com/S2352-5126(22)00339-3/sref2
http://refhub.elsevier.com/S2352-5126(22)00339-3/sref2
http://refhub.elsevier.com/S2352-5126(22)00339-3/sref3
http://refhub.elsevier.com/S2352-5126(22)00339-3/sref3
http://refhub.elsevier.com/S2352-5126(22)00339-3/sref3
http://refhub.elsevier.com/S2352-5126(22)00339-3/sref3
http://refhub.elsevier.com/S2352-5126(22)00339-3/sref4
http://refhub.elsevier.com/S2352-5126(22)00339-3/sref4
http://refhub.elsevier.com/S2352-5126(22)00339-3/sref4
http://refhub.elsevier.com/S2352-5126(22)00339-3/sref5
http://refhub.elsevier.com/S2352-5126(22)00339-3/sref5
http://refhub.elsevier.com/S2352-5126(22)00339-3/sref5

	Rapid-onset bilateral scalp ulceration with visual loss
	Case presentation
	Conflicts of interest
	References


