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A 75-year-old woman presented with progressive chest pain and bilateral shoulder and arm pain. On presentation, the patient had pulmonary edema and an elevated troponin I of 3.1 ng/ml (0.0-0.4 ng/ml). Additional blood tests revealed a C-reactive protein (CRP) level of 115.0 mg/l (0.0-8.0 mg/l). Subsequently, an erythrocyte sedimentation rate (ESR) was measured and was 95 mm/h (0-20 mm/h).

Coronary angiography was performed and revealed a tapered smooth narrowing (typical of giant cell arteritis) of the left anterior descending coronary artery (arrow, Panel A). The remaining coronary arteries were normal. She underwent percutaneous angioplasty and stent implantation. After the coronary intervention, the patient had resolution of her chest pain; however, she continued to complain of exertional bilateral shoulder pain and arm discomfort when brushing her hair and writing.

Color duplex ultrasonography of the upper extremity arteries revealed severe long segment narrowing of bilateral subclavian arteries with extensive wall thickening (arrow) that was diagnostic of giant cell arteritis (Panel B). Computed tomographic angiography demonstrated bilateral subclavian artery occlusions (arrows, Panel C). The patient was administered oral prednisone 60 mg daily with normalization of the ESR and CRP levels and improvement in her symptoms.