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Abstract

Presenting an interesting case of a patient
who complained of myalgias, fatigue,
headache, jaw claudication and scalp tender-
ness. Patient’s physical examination was unre-
markable. Laboratory findings showed elevated
erythrocyte sedimentation rate and C-reactive
protein, bilateral temporal artery biopsy results
were negative and first degree atrioventricular
block was seen on electrocardiogram. Serology
for Borrelia burgdorferi was positive; patient
was diagnosed with Lyme carditis and treated
with doxycycline. Lyme is a tick-borne, multi-
system disease and occasionally its presenta-
tion may mimic giant cell arteritis. On follow-
up there was complete resolution of symptoms
and electrocardiogram findings. 

Case Report

Patient is a 59-year-old male who presented
with chief complaint of myalgias. His health
changed four months before when he started
to develop myalgias. There was no preceding
trauma and the symptoms were localized in
the shoulder and hip region. Myalgias were
non-radiating, associated with morning stiff-
ness for about an hour. He complained of diffi-
culty lifting his arms above his head and get-
ting out of a chair. For the past two weeks the
symptoms progressively worsened and he was
admitted for further evaluation. Patient com-
plained of intermittent headache localized at
the temple region, jaw claudication, scalp ten-
derness, and of one episode of temperature of
100°F. He denied vision change and diplopia.
Review of symptoms was positive for fatigue
present for two months, progressively getting
worse and an erythematous rash noticed on
left arm six months before. The rash cleared
on its own and patient did not seek medical
care for it. He denied joint pain, respiratory,
cardiovascular, abdominal and genitourinary
symptoms.

Past medical history was significant for
coronary artery disease for which he under-
went stent placement one year before. He was
on statin post stent placement, which was dis-
continued three months before, one month

after development of myalgias. Despite discon-
tinuation of statin there was no symptomatic
improvement. Other medications included
acetylsalicylic acid, clopidogrel and enalapril.
He quit smoking after stent placement, prior to
that had forty pack year history of smoking,
denied alcohol and recreational drug use. He
was a farmer form Wisconsin (USA); family
history was significant for mother with
osteoarthritis of knee. On examination the
patient was in no acute distress, vitals were
stable. There was no scalp necrosis, no carotid
and subclavian artery bruit and bilateral tem-
poral arteries were palpable. Both upper and
lower extremity pulses were present and sym-
metric. Proximal muscle strength could not be
tested; patient declined to cooperate because
of pain. Distal muscle strength in bilateral
upper and lower extremity was within normal
limits. Remainder of the physical examination
was unremarkable.

Lab evaluation showed normal hemoglobin,
platelet, white blood cell counts, liver function,
kidney function tests, thyroid stimulating hor-
mone, lactate dehydrogenase, aldolase and
creatinine kinase. Erythrocyte sedimentation
rate was elevated at 140 mm/hr (reference
value: 0-22) and C-reactive protein at 195 mg/L
(reference value: 0-8). Electrocardiogram
(EKG) showed first degree atrioventricular
(AV) block: PR interval of 222 seconds, which
was not present on previous EKG. Patient
underwent bilateral temporal artery biopsy for
suspicion of temporal arteritis and was started
on prednisone 60 mg daily. Blood and urine
cultures came back negative; serologic testing
for histoplasma, blastomyces and coccidioides
was negative. The cerebrospinal fluid (CSF)
showed normal white blood cell count, protein
and glucose levels.  Serum was positive for
Borrelia burgdorferi total antibodies detected
by enzyme linked immunosorbent assay
(ELISA); 2.4, (normal <1); western blot assay
showed 5 IgG (18, 23, 28, 30, 39) and 3 IgM (23,
28, 30) bands. Diagnosis of Lyme carditis was
made based on positive serology for Lyme dis-
ease and EKG findings showing first degree
heart block. The patient was started on doxycy-
cline 100 mg twice daily for a three-week
course. Bilateral temporal artery biopsy results
came back negative, fundus exam was unre-
markable and prednisone was discontinued.
On follow-up appointment he had marked
improvement of symptoms, physical examina-
tion including proximal muscle strength in
bilateral upper and lower extremity was nor-
mal. Repeat EKG showed resolution of AV
block; ESR and CRP returned to normal limits.

Discussion

Here we present a case of Lyme carditis

mimicking giant cell arteritis (GCA). 
Carditis is a manifestation of disseminated

Lyme disease, presenting within weeks or
months after a bite from a Ioxedes scapularis
tick, inoculating Borrelia burgdorferi into the
human host.1,2 Atrioventricular conduction dis-
turbances are the most common manifestation
of Lyme carditis.1,2 As in our patient, outpatient
management with oral antibiotics is appropri-
ate for patients with first degree AV block with
PR interval less than 300 msec, since these
patients are at low risk of progression to com-
plete heart block.3 Most of the conduction
abnormalities have a benign prognosis and
resolve after initiation of antibiotic therapy.4

There have been previous cases of Lyme dis-
ease initially diagnosed as GCA. Pizzarello et
al.,5 presented a case of 71 year old male who
presented with left eye vision loss and
headache. Left eye exam showed visual acuity
of 20/50 and optic nerve swelling. He was diag-
nosed with ischemic optic neuropathy related
to GCA and started on 80 mg of prednisone per
day. However his visual acuity deteriorated to
perception of hand motion. Serology and cul-
ture for Lyme disease were obtained because
he was from an endemic region. Serology was
equivocal [indirect immunofluorescent (IFA)
titer, 1:64] and blood culture grew Borrelia
species, different from burgdorferi. Lyme dis-
ease was diagnosed and patient was given a
course of IV ceftriaxone, resulting in improve-
ment of vision in left eye to finger counting.

Traisk et al.,6 described three cases initially
treated as GCA, subsequently diagnosed as
Lyme neuroborreliosis. All three were female
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patients aged 76, 72 and 75. The first patient
had an established diagnosis of GCA and had
been taking 15 mg of prednisone and
tocilizumab. The second patient had a diagno-
sis of polymyalgia rheumatica and had been off
prednisone for the past three weeks. The third
patient did not have a prior rheumatologic
diagnosis. All three presented with visual dete-
rioration and headaches, examination
revealed swollen optic discs. These patients
were started on IV corticosteroid, with no
improvement of visual findings. CSF examina-
tion revealed pleocytosis and intrathecal anti-
body production to B. burgdorferi leading to a
diagnosis of Lyme neuroborreliosis. All three
received antibiotic therapy with resolution of
optic disc edema and improvement of visual
acuity. Our case differs from the above men-
tioned cases: our patient, at 59 years old, is
younger than those four patients, who were in
their 70s and had significantly elevated mark-
ers of inflammation (ESR and CRP).
Effectively, ESR (normal <30 mm/hr) was 38
mm/hr for the case of Pizzarello et al.,5 and
5.35 and 30 mm/hr for the 2 cases described by
Traisk et al.6 Moreover, Pizzarello et al.5 did not
report CRP, while Traisk et al.6 reported CRP
<1 mg/L and <2 mg/L for two patients, while
the third one had a marginal elevation at 8
mg/L (normal range: <8 mg/L).6

There is no reference of cardiac involve-
ment either by Pizzarello et al.5 or by Traisk et
al.,6 in contrast to our patient who had Lyme
carditis manifested by AV block. CSF findings
in our patient were within normal limits

whereas all three patients of Traisk et al. had
CSF pleocytosis and intrathecal antibody pro-
duction to Borrelia burgdorferi; there is no
mention about CSF examination by Pizzarello
et al.5

Four patients of polymyalgia rheumatica
presenting with proximal pain and stiffness
who were subsequently diagnosed as Lyme dis-
ease based on serology were described by
Schwartzberg et al.7 and one case by
Charkravarty et al.8 However, unlike Pizzarello
et al.,5 Traisk et al.6 and our case there was no
mention of visual complaints, optic exam find-
ings and headaches suggestive of GCA. Also
there is no discussion of cardiac manifesta-
tions, again contrasting with our patient.

Conclusions

This is a case of Lyme disease with cardiac
involvement portraying as giant cell arteritis.
Lyme is a multisystem disease involving skin,
heart, joints and nervous system. In regions
where Lyme disease is endemic it should be
considered in differential diagnosis of giant
cell arteritis and polymyalgia rheumatica.
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