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SHORT REPORTS

Arteritis of the arms

Arteritis affecting the arm vessels occurs in giant-cell arteritis,
Takaysu's arteritis, syphilis, and Buerger's disease. The lesions are
seldom confined to the arms, however, and each condition has a
characteristic clinical presentation. We report on a patient with
symmetrical arteritis of the arms associated with circulating immune
complexes.

Case report

A 68-year-old man was admitted in February 1979 with a two-month
history of severe left-sided headaches associated with two episodes of blurred
vision in the left eye. He did not smoke. Physical examination was un-
remarkable. Results of investigations were white cell count 10-2 x 10911 with
a normal film, and erythrocyte sedimentation rate 116 mm in first hour. A
biochemical screen was normal. Biopsy of the left temporal artery showed
only intimal fibrosis.

Treatment with prednisolone 80 mg daily led to improvement in the
headache, but shortly afterwards he developed painful dysaesthesia in the
hands. This increased in severity, and three months later he was readmitted
with severe pain in all fingers in the left hand and in the fourth and fifth
fingers in the right hand. The fingers were cold and bluish, and all pulses in
the arms below the axillary arteries were reduced in volume though still
palpable. Intra-arterial thymoxamine, intravenous dextran 40, and oral
phenoxybenzine were given in addition to the prednisolone. The radial and
ulnar pulses later became impalpable, though the symptoms in his arms
remained unchanged. Arteriography showed severe stenosis of both brachial
arteries, suggesting an arteritic lesion (figure). Investigations showed C3
12 mg/100 ml serum (normal range 60-135), C4 normal; high concentrations
of immune complexes as judged by Clq binding; and raised concentrations of
C-reactive protein. Serological tests for syphilis were negative.

Maintenance treatment with oral azathioprine and prednisolone was given.
Initially his symptoms of ischaemia improved, but three weeks later the
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Subclavian angiograms showing (left) severe stenosis of right brachial artery
over 5 cm length from its origin and (right) occlusion of left brachial artery
over similar extent. Distal vessels appear normal.

circulation in his hands deteriorated acutely and plasma exchange was
started. Biopsy specimens of the saphenous vein, right posterior tibial artery
(obtained at insertion of Scribner shunts for plasma exchange), and right
gastrocnemius muscle showed no evidence of vasculitis. After five plasma
exchanges improvement was only marginal and cyclophosphamide was
substituted for azathioprine. The circulation to his arms improved steadily,
so that one year later he had only mild ischaemic pain in the forearms on
exercise and the skin colour and temperature were normal.The erythrocyte
sedimentation rate fell to 27mm in first hour, the complement profile returned
to normal, and no immune complexes could be detected in the blood.

Comment

The initial clinical diagnosis in this man was giant-cell arteritis.
Although giant-cell arteritis of the subclavian vessels has been
reported,' the detection of circulating immune complexes and de-
pressed complement concentrations made this diagnosis unlikely.
Buerger's disease may present in the arms but is almost confined to
young men who smoke and is usually diagnosed only in patients in
whom the lesion affects vessels distal to the brachial arteries.' 3
Takaysu's arteritis classically affects young women aged 10-30, the sex
ratio being 7:1,4 and may be excluded in our patient because of the
high concentration of immune complexes and low serum C3 concen-
tration.
Our patient had arteritis localised to the brachial arteries associated

with circulating immune complexes. He had no other evidence of
immune complex deposition such as glomerulonephritis or arthritis.
While immunologically mediated arteritis is rarely localised to a single
vascular territory, the circulation to the limbs improved at the same
time as the immune complexes disappeared. Whether this improve-
ment was due to the spontaneous development of a collateral circula-
tion or to reversal of the arteritis process is uncertain, as is whether
the progression of the arterial disease was arrested by cyclophospha-
mide. Interestingly, however, it was not until cyclophosphamide was
given that the circulation to the arms improved, and this improvement
was associated with the disappearance of the circulating immune
complexes.

The figure is reproduced by courtesy of Dr C Woodham.
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