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Fig. 1 Ultrasonography and *F-FDG PET study.
Ultrasonography revealed IMC thickening of the common carotid artery (a) and a “halo sign”of temporal artery (b). “F-FDG PET

images on coronal views (¢, d, e) indicated enhanced uptake of "*F-FDG into aortic wall(c, e) and bilateral subclavian arteries (d).
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Fig. 2 Magnetic resonance imaging/angiography.
Brain MRI (HITACHI echelon Vega, 1.5 Tesla). T, weighted images (a, b, c.: Axial, 1.5 T; TR 4,000.0 ms, TE 61.8 ms) showed
high signal lesions in the right pontine tegmentum and left paramedian midbrain. MR angiography (d, e.: 1.5 T; TR 23.0 ms, TE

6.9 ms) showed no stenosis in basilar artery.

Fig. 3 Histological findings of the left superficial temporal artery.

Haematoxylin and eosin staining of the left temporal artery showed
fragmentation of the internal elastic lamina, lymphocytic infiltration
(b), and multinucleated giant cells (c), compared to unaffected region

(a).
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Medial longitudinal fasciculus (MLF) syndrome in a patient with giant cell arteritis

Takeshi Uenaka, M.D.”, Hirotoshi Hamaguchi, M.D., Ph.D.?, Kenji Sekiguchi, M.D., Ph.D.”,
Hisatomo Kowa, M.D., Ph.D.”, Fumio Kanda, M.D., Ph.D."” and Tatsushi Toda, M.D., Ph.D.”

UDivision of Neurology, Kobe University Graduate School of Medicine
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A 76-year-old female was referred to our department because of diplopia for two months and intermittent
claudication for five months. She showed medial longitudinal fasciculus (MLF) syndrome. Brain MRI (T,WI) showed
multiple infarctions in the right pontine tegmentum and left paramedian midbrain. A biopsy of superficial temporal artery
showed the characteristic findings of glanulomatous inflammation indicative of giant cell arteritis. We thought the
mechanism of this cerebral infarction as artery to artery embolization or intracranial arteritis. Treatment with oral

prednisolone (1 mg/kg/day) improved her limb claudication and normalized serum C-reactive protein level.
(Rinsho Shinkeigaku (Clin Neurol) 2015;55:107-110)
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