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Introduction: _
Figure 1: Fundus photos of both

eyes. Arrows indicate subtle
whitish parafoveal abnormalities
in the left eye.

An 86-year-old female patient was
referred to our retina clinic for
subacute vision loss in the left
eye over 2 weeks. Her pz?st and normal peripheral exam-
medical history was signifi- -
; mnation.
cant for hypertension,
hypothyroidism, chronic
obstructive pulmonary dis- OCT macula of the right eye
ease, and coronary artery
disease. Her ocular history
was significant for early dry

age-related macular degenera-

was consistent with macular
drusen and otherwise nor-
mal. OCT macula of the left

eye showed areas of hyperreflec-
tion and pseudophakia of both . .

tivity at the level of the inner
eyes.
¥ nuclear layer consistent with paracen-

Examination: tral acute middle maculopathy lesions

(Figure 2 - white arrows). Fluorescein

On exam, visual acuity was 20/20 in the angiography of the right eye revealed

right eye and 20/80 in the left eye. normal filling times. Fluorescein

The pupil examination revealed angiography of the left eye was

reactive and equal pupils with- significant for areas of delayed
out a relative afferent pupil- ; _ ;
choroidal filling (Figure 3).
lary defect. Intraocular pres-

sures were 16mmHg and On external exam, the

14mmgHg. The anterior patient had a prominent left

segment exam was unre- superficial temporal artery.

markable for both eyes. On further questioning, the

Posterior segment examina- patient reported temporal

tion of the right eye revealed tenderness and jaw claudica-
macular drusen and otherwise . . -
tion. Given the clinical and
normal funduscopic appearance. ) ] o " ]
The posterior segment of the left eye imaging; imaings; there was high

revealed a normal optic nerve without clinical suspicion for giant cell arteritis

hyperemia, macular drusen, subtle whitish (GCA). The patient was emergently referred

parafoveal appearance (Figure 1 - black arrows), to the emergency room for laboratory work-up and




high-dose
steroids.  Laboratory

systemic

values showed a nor-
mal erythrocyte sedi-
mentation rate (ESR) at
2 mm/hr, and the C-
reactive Protein (CRP)
was markedly elevated
at 97 mg/L. The patient
underwent a temporal
artery biopsy, which
revealed giant cell
arteritis. She continued
high-dose intravenous
systemic steroids and
was discharged with an
oral prednisone taper
and rheumatology
referral. The patient’s
vision remained stable
with subjective
improvement at subse-
quent follow-up.

Discussion:

Giant cell arteritis (GCA) is an immune-mediated pri-
mary systemic granulomatous vasculitis that can lead to
profound vision loss in one or both eyes.! Early diagno-
sis is essential to prevent permanent vision loss and sys-
temic complications. Ocular involvement varies widely,
from 20% to 70%, so a high degree of suspicion

Figure 2: OCT of the right eye was significant for macular drusen and RPE changes. OCT of
the left eye showed areas of hyperreflective bands at the level of the inner nuclear layer
consistent with paracentral acute middle maculopathy lesions (white arrows).

is necessary.! While paracentral acute middle macu-
lopathy (PAMM) may manifest independently, it can
also arise from systemic vascular disorders as PAMM
lesions are indicative of localized retinal ischemia in the
deep capillary plexus.2 Recent literature has supported
that isolated paracentral acute middle maculopathy
(PAMM) can be an early sign of GCA where vision loss
may be less profound.? In our specific case, spectral
domain OCT imaging had findings of hyper-reflectivity

Figure 3: Fluorescein angiography of the left eye - (A) Early phase (B) Mid phase (C) Late phase. FA was significant
for delayed choroidal filling.




in the inner nuclear layer and choroidal hypoperfusion
on fluorescein angiography.!2 Given the imaging find-
ings and positive review of the system, there was a high
suspicion of giant cell arteritis. Management for giant
cell arteritis includes emergent referral for work-up and
high-dose systemic steroids. Additionally, we believe
that PAMM lesions in patients with a positive review of
the system should be emergently investigated for GCA
and started on high-dose systemic steroids.
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