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Giant Cell Arteritis-our biggest headache

• Clinical presentation

• Pathology

• Investigations

• Local audit of TAB

• What to do in primary care



Quiz

• Aspirin is recommended as primary prevention in  GCA

• 1:4 patients with GCA don’t have a headache

• Is GCA associated with an increased risk of malignancy



What is this rare complication of GCA



Mr EB

• 29 year old banker

• No history of previous headaches

• 3 day history right sided maxillary and temporal pain –vertex

• No visual loss, generally myalgic and ‘flu-like

• Mild sore throat

• Tender over right temporal area

• Apyrexial

• ESR 14 mm/hr WBC 14, CRP 3



Mr RB

• 75 year old retiree

• 1 week history hemifacial pain

• Only comes on with chewing

• No Visual disturbance , 

• Mild temporal  headache

• No dental problem

• ESR 59, CRP 156



GCA- how common is it

• Incidence 2.2 per 10,000 patient years

• Average GP expect to see one new case every 1-2 years

• Virtually unknown in patients under the age of 50- average age of 
onset 72

• More common in females and caucasians



Symptoms and signs of GCA and arterial involvement. 
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Clinical features

• Temporal Headache

• Acute visual loss

• Jaw Claudication

• Scalp Tenderness

• Fever, malaise



The headache

• Typically  constant

• Throbbing

• Usually unilateral

• Subacute onset

• Temporal but can be occipital. Localised tenderness



Association with PMR

• 20% of patients with PMR have 
temporal arteritis on biopsy

• Symptoms of PMR seen in 50% 
of cases of GCA



Why do we miss it? Smetana JAMA 2002

• 24% no headache at all

• Only 52% had a temporal headache

• Mean duration at diagnosis 3.5 months



Sensitivity of clinical features

• Any headache 76%

• Temporal headache 52%

• Scalp tenderness 31%

• Jaw claudication 34%

• Unilateral visual loss 24%. 

• Diplopia 9%



Temporal pulse



The chewing gum test



Clinical features (2)

• Weight loss 43%

• Fever 42%

• ESR: normal 4% , > 50 mm/hr 83%



Visual symptoms

• Usually initial transient blurring

• Partial visual field defect

• Then becomes permanent



Permanent Visual Loss

• Seen in 14-20% of cases

• 94 % of those cases occur prior to steroid treatment

• Risk of visual loss after steroid treatment 1% 

• In those with established visual loss Rx with prednisolone 10% 
progress

• Only 5% improve



GCA and visual loss- the ‘rule of thirds’

• 1/3 patients will have visual loss

• 2/3 have warning signs at least a week prior to visual loss

Of those with transient visual loss if untreated

• 1/3 go blind within a day

• Further 1/3 go blind in a week

• Remaining 1/3 go blind in a month



Anterior Ischaemic optic neuropathy- swollen pale disc



Not just the temples….



Extra cranial involvement

• RR Thoracic aneurysm 17 x

• RR aortic aneurysm 2.5 x

• No conclusive evidence that aspirin reduces incidence of CVA



Summary –clinical features

• Age > 50

• New onset headache- usually temporal

• Visual loss 25%

• Systemic features- PMR common

• Jaw claudication very specific 



Covid or GCA?

GCA

• Jaw Claudication (43%)

• Visual loss (25% )

• High platelet count (40%)

• Cough (12%)

• Fever (27%)

• Lymphopenia (2%)

• Loss of taste/smell not seen

Covid

• Not seen

• Not seen

• 4 %

• 60%

• 83 %

• 53%

• 30%



Cancer risk in pts hospitalised with PMR/GCA

• PMR/GCA 

• 36,000 pts hospitalised with 
PMR/GCA

• SIR 1.19

• For cancer more than 1 year 
after Dx SIR 1.06



Investigations

• FBC

• ESR/CRP 

• Immunoglobulins/Protein electrophoresis

• LFT, Renal

• CXR, consider Abdo/Renal USS (MRI head)



Inflammatory markers

• ESR usually > 40  mm/hr

• Mean 88 mm/hr prior to steroids

• ESR normal in 4%, CRP normal < 1%



Temporal Artery Ultrasound in GCA



Comparison with TAB at 3 months Croft et al EULAR 2014
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Fig. 1 A possible approach to using rapid-access vascular 

ultrasound to assist in clinical diagnostic decision ...

https://doi.org/10.1093/rheumatology/kez672


Features predictive of a positive biopsy

Moderate

• Jaw claudication

• Diplopia

• Abnormal temporal artery on 
palpation

Weakly

• Temporal headache

• Scalp tenderness

• ESR > 100

• Anaemia



How useful is temporal artery biopsy

• Probable sensitivity 87%

• Interobserver agreement 0.43 k (moderate) 

• False negative rate 15-40%

• Bilateral biopsy extra yield 5%





Giant cells not pathognomic seen in less than 50%
Disruption of internal elastic lamina
Stenosis of the lumen



Onset of symptoms to obtaining biopsy
TAB Audit CGH 2019

• Average 36.4 days

• Range 3 to 260

• 15 patients (15.6%) > 2 months



Steroid duration before biopsy
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Inflammatory markers

• 22.8% patients had normal CRP, 21% normal ESR

• Average CRP 59 , ESR 42.5

• 28 patients had other potential cause of high ESR/CRP



Symptoms

0

10

20

30

40

50

60

70

80

90

Headache Visual jaw claudicat PMR

Symptoms (% where documented)

Percentage



Biopsy result (%)- 21% positive
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Does Temporal artery biopsy effect treatment

• 86% of patients at CGH with a negative temporal artery biopsy were 
still treated for GCA



Can we predict which patients have a positive 
biopsy

• 2/21 patients with positive TAB were under 60 (9.5%)

• 3/21 had normal ESR (14.2%)

• 4/21 had normal CRP (19%)

• Average ESR 60 (42)

• Average CRP 55.3 (38)



What about clinical impression

Of patients with positive biopsy:

• 24% high physician rated probability

• 33.3% low probability

• 45.7% intermediate probability



Which speciality performed best:
positive biopsies

• Rheumatology  : 18% 

• Opthalmology: 26 %

• General medical : 10 %

• Neurology : 25 %

• Direct GP:7 %



Investigations- summary

• Very high or normal ESR/CRP- ? Diagnosis correct

• Age < 50 and ESR/CRP strongly predictive of negative biopsy

• Biopsy > 2 weeks probably not worth it

• TAB useful but poorly targeted and overused



Treatment 



Suspected GCA

40 mg Prednisolone, (60 mg if JC)
Referral  vascular secretary for TAB

Rheumatology referral

80 mg Prednisolone
Same day ophthalmology review

Consider alternative routes eg
neurology

Age <50 
or ESR <30
CRP <10

Visual Symptoms



Treatment- without visual complications

• Prednisolone 40-60 mg od

• Continue for 4 weeks or until ESR/CRP and symptoms normalise

• Then reduce by 10 mg every 2 weeks to 20 mg od

• Then 2.5 mg every 2-4  weeks to 10 mg

• Then 1 mg every 1-2 months 



Don’t forget

• Alendronate

• ? PPI at high doses

Steroid sparing agents

• Methotrexate

• Tocilizumab



Treatment with visual complications

• Start 80 mg Prednisolone 

• Urgent referral to ophthalmology

• i/v methylprednisolone





Treatment side effects
• 60% co-prescribed osteoporosis 

prophylaxis 

• 30% co-prescribed gastric 
prophylaxis 

• Recent study – long term follow-
up of 222 patients 

• 43% had ‘serious’ adverse events 

• 16 % fragility fractures 

• 13% new cases of hypertension 

• 6% new cases of diabetes 



Conclusions

• Consider GCA in new onset headaches over the age of 50

• Normal Inflammatory markers (esp CRP) make the diagnosis very 
unlikely

• USS increasingly useful in Dx

• Increasingly recognised as a systemic disease

• Treat as an emergency



Conclusions

• 13% will have false negative biopsy

• TAB is poorly used in Colchester

• High dose steroids start straight away



Visual symptoms

Prednisolone 80 mg od
Same day opthalmology
review

Opthalmology to 
arrange TAB 



Starting dose of steroids

• Average 50 mg

• 3 patients given intravenous treatment

• 2 already on low dose prednisolone < 5 mg

• 29 % on aspirin


