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We read with great interest the study of van der Geest et al,1 in 
which a novel ultrasound (US) score was used for the quantifi-
cation of vascular inflammation in patients with suspected giant 
cell arteritis (GCA). Halo Score exhibited a moderate diagnostic 
accuracy for GCA, but was associated with systemic inflamma-
tion and risk for visual loss. Comparable results were shown for 
Halo Count, which is the sum of arterial segments with a Halo 
sign, as estimated by bilateral US examination of four arterial 
sites.

GCA is a type of large- vessel vasculitis that affects mainly 
elderly people. Due to the devastating complications of GCA, 
early diagnosis is of paramount importance. US of temporal 
and axillary arteries exhibits high sensitivity and specificity 
in GCA diagnosis and has been introduced as the first- line 
imaging modality in suspected GCA.2 Fast- track GCA clinics 
have been organised and adopted US as the cornerstone of 
GCA diagnosis.3 However, it is still debatable which arteries 
should be scanned in the initial US assessment of a patient with 
suspected GCA. Facial artery is one of the less studied arteries 
in these patients. We aimed to investigate the utility of facial 
artery US in the evaluation of patients with possible diagnosis 
of GCA.

We prospectively included patients that were referred to our 
clinic for suspected GCA during the period from July 2017 
to February 2020. All patients were over 50 years and had 
increased inflammation markers (erythrocyte sedimentation 
rate (ESR) ≥50 mm/hour and C reactive protein (CRP) ≥10 
mg/L).4 5 Patients with active infection and malignancy were 
excluded. Demographic (age, gender) and clinical (new- onset 
headache, ischaemic symptoms: jaw claudication, scalp tender-
ness and visual disturbances, polymyalgia rheumatica symptoms, 
fever) characteristics were recorded. Both temporal arteries were 
examined for abnormalities (tenderness, swelling, decreased 
pulse). Superficial common temporal arteries and their branches, 
facial and axillary arteries were bilaterally evaluated at their full 
length by colour Doppler ultrasonography. A General Electric 
Healthcare LOGIQ- E9 machine and a broad spectrum linear 
transducer were used. US methodology followed was according 
to the current guidelines2 6; the parameters used in temporal 
arteries examination were also applied in facial arteries. Halo 
Count was retrospectively calculated, as previously described 
by van der Geest et al.1 All patients provided written informed 
consent.

Fifty- three patients were included; 73.6% were females, with 
a mean±SD age of 71.1±10.2 years. Fifteen patients had an US 
suggestive of vasculitis (table 1); temporal arteries’ US was posi-
tive in 11 patients, while in another four patients axillary artery 
US was suggestive of large- vessel GCA. Importantly, US of facial 
arteries was positive in four patients, all of which had also a 
positive temporal US. No patient with positive temporal or facial 
artery US had a positive axillary US and vice versa. In all patients 
with positive US, clinical diagnosis of GCA was confirmed after 
a 6- month follow- up. After applying univariate analysis, scalp 
tenderness, visual manifestations, temporal artery abnormalities 
in physical examination and thrombocytosis were associated 
with positive findings in facial artery US (table 1). Halo Count 
did not differ between those with positive both temporal and 

facial artery and those with vasculitis solely in temporal artery 
(5.5 (4.25–6) vs 5 (4–6), p=0.490).

US of facial artery has been proposed to be included in the 
evaluation of patients with suspected GCA.7 8 We demonstrated 
that 36.3% of patients with temporal arteritis might also have 
facial arteritis. Other researchers had reported vasculitis of facial 
arteries in 12%–41% of GCA patients.9 10 Despite the substantial 
frequency, the diagnostic yield of facial artery US in GCA is ques-
tionable. We showed that inflammation in facial artery was not 
associated with the extent of vascular inflammation in temporal 
and axillary arteries, as illustrated by the Halo Count. As Halo 
Count correlates well with CRP and platelets count,1 GCA 
patients with affected facial artery might not have an increased 
inflammation burden compared with those without. Moreover, 
the presence of ischaemic symptoms (scalp tenderness and visual 
symptoms), temporal artery abnormalities and thrombocytosis 
was associated with increased possibility of facial arteritis. Ješe 
et al have reported that GCA patients with insulted facial arteries 
have more often jaw claudication and visual disturbances.9 In 
contrast to the aforementioned study, we did not find positive 
facial artery US in patients with normal temporal arteries.

In the context of a fast- track GCA clinic every additional 
artery evaluated is time- consuming and patient- disturbing. US of 
facial arteries might not be necessary for the initial evaluation of 
patients with suspected GCA, especially if ischaemic symptoms, 
pathological signs in temporal arteries and thrombocytosis are 
absent. As the population of this study is not large enough to 
lead to firm conclusions, prospective studies from larger cohorts 
will define if facial arteries’ US has any additive value in the diag-
nosis of GCA.
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Table 1 Results from US examinations performed and univariate 
analysis of clinical manifestations and associations with facial artery 
US findings

Positive US

Temporal artery, n (%) 11/53 (20.8)

Facial artery, n (%) 4/46 (8.7)

Axillary artery, n (%) 4/46 (8.7)

Facial US

Symptoms Positive
(n=4)

Negative
(n=42)

P value

Age (years)* 72.0±7.6 71.4±10.7 0.459

Female sex, n 3 30 1.000

Headache, n 3 11 0.078

Jaw claudication, n 2 7 0.167

Scalp tenderness, n 3 3 0.005

Visual symptoms, n 2 1 0.017

PMR, n 3 18 0.318

Fever, n 3 11 0.078

Temporal artery abnormalities, n 3 8 0.025

Thrombocytosis, n 3 5 0.020

Significant values are presented with bold fonts.
*Age is presented as mean±SD.
PMR, polymyalgia rheumatica; US, ultrasound.
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