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Abstract

Objectives Our centre offers a fast-track assessment service for patients with suspected GCA and

this service continued to operate during the coronavirus disease 2019 (COVID-19) pandemic. During

and immediately following the peak of the COVID-19 pandemic in the UK we observed an increase in

the number of patients diagnosed with GCA as well as an increased number of patients with visual

complications. Our aim was to investigate this further.

Methods The electronic medical records of all patients referred for GCA fast-track assessment from

January 2019 were reviewed. A complete list of patients undergoing temporal artery ultrasound and

temporal artery biopsy for investigation of GCA dating back to 2015 was also available.

Results In the 12 week period between April and June 2020, 24 patients were diagnosed with GCA.

Six (25%) had associated visual impairment. In contrast, during 2019, 28 new diagnoses of GCA were

made in total and just 10% of patients suffered visual involvement. The number of patients diagnosed

with GCA in April–June 2020 was nearly 5-fold that of the same time period the previous year. GCA

diagnoses between April and June 2020 were supported by imaging (temporal artery ultrasound or CT-

PET) in 72% of cases. We noted a higher proportion of male patients and a lower median age but no

clear difference in the duration of symptoms prior to assessment.

Conclusions The reasons behind our observations remain unclear. However, our findings support

the viral aetiopathogenesis hypothesis for GCA and demonstrate the importance of maintaining access

to urgent rheumatology services during periods of healthcare disruption.
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Introduction

GCA is a medical emergency that, if untreated, may

lead to sight loss or stroke. Our rheumatology depart-

ment established a GCA fast-track assessment pathway

in 2015 and we aim to assess all patients within 2 work-

ing days of referral. All patients undergo temporal artery

ultrasound, typically on the day of their rheumatologist

assessment. Temporal artery biopsy is reserved for
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. Services to rapidly assess an increased number of patients with GCA must be safeguarded.
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patients who have an unexpected positive or negative

ultrasound result. Since the fast-track pathway was

established, our trust has performed a median 34 tem-

poral artery biopsies each year. A previous internal audit

demonstrated that we diagnose �30 patients per year

and that, in keeping with the literature, 10% of our co-

hort have ophthalmologist-confirmed visual impairment

related to GCA [1].

The peak of the coronavirus disease 2019 (COVID-19)

pandemic in the UK likely occurred around 8 April 2020

[2]. Redeployment of rheumatology staff at our trust oc-

curred during the first 3 weeks in April 2020 in response

to the COVID-19 pandemic and during this time the

GCA pathway was overseen by two rheumatology con-

sultants. From 22 April the pathway operated as usual

and patients were assessed by the rheumatology regis-

trar, supported by the on-call consultant. COVID-19-

related restrictions on service delivery precluded tempo-

ral artery biopsy during this period, but temporal artery

ultrasound availability was unaffected. During May–June

2020, in the immediate period following the UK’s

COVID-19 pandemic peak, we observed a significant

spike in the number of patients referred and diagnosed

with GCA and an increased number of patients with vi-

sual complications. Here we report the characteristics of

those patients diagnosed with GCA by our service be-

tween April and June 2020 compared with our previous

experience.

Methods

We retrospectively reviewed the medical records of

patients referred to our fast-track pathway for possible

GCA from January 2019 onwards. Prior to this, a large

proportion of referrals were received via fax and unfortu-

nately our referral records are incomplete. In order to

ensure comparability with more recent 2020 data, the

diagnosis recorded was that of the working diagnosis

following initial patient assessment. A complete list of

patients undergoing temporal artery ultrasound dating

back to 2015 was available from the electronic records.

Results

Referral numbers and diagnoses

A total of 128 patients were referred to our fast-track as-

sessment service in 2019, of whom 28 (22%) were diag-

nosed with GCA. Thus far in 2020 (data complete

through the end of September) we have 118 referrals

and 50 patients (42%) were diagnosed with GCA. Of

these 50 new GCA diagnoses, 24 were made in the 12

week period between April and June 2020. This is close

to the total number of 2019 new GCA diagnoses by our

service in a 3 month period and is nearly five times the

number of diagnoses made in the same time period in

2019.

Since January 2015, our vascular studies department

has performed a median 11 temporal artery ultrasound

studies for possible GCA each month [interquartile range

(IQR) 8.75–16]. Of these, a median of 19% (IQR 10–28)

were reported as positive. In April 2020, 9 scans were

undertaken, but in May and June this increased to 29

and 21 scans, respectively. The proportion of positive

scans remained largely consistent with prior experience

(21–33%). Following June, the number of GCA diagno-

ses dropped to more typical levels but remained at the

higher end of what we had previously observed (see

Fig. 1).

Clinical features of patients diagnosed with GCA
between April and June 2020

Of the patients diagnosed between April and June 2020,

25% had GCA-associated visual impairment, confirmed

by an ophthalmologist examination. We also note that a

higher proportion were male and the median age was

lower (see Table 1).

During this time period GCA assessment was ar-

ranged within 48 h of referral for all patients except one,

whom we had difficulty contacting. The diagnosis of

GCA was made on clinical grounds following a full as-

sessment: 62% of patients had characteristic temporal

artery ultrasound findings and a further 10% had PET-

CT changes, suggesting large vessel vasculitis. All

patients with visual symptoms were examined by an

ophthalmologist. There were no notable differences in

referral patterns: with one exception, all referrals were

received from general practitioners located within the

usual catchment area of our trust. The remaining patient

was referred by the acute medical team following hospi-

tal admission with a lacunar infarct and anterior ischae-

mic optic neuropathy secondary to GCA.

Discussion

The wider healthcare implications of the COVID-19 pan-

demic are potentially far-reaching. Reports of altered

healthcare-seeking behaviour due to perceptions of per-

sonal risk and concerns regarding overburdening the

health service have, for many conditions, reduced

healthcare utilization [3]. A 75% reduction in utilization

of GCA fast-track pathways since the COVID-19 out-

break in Italy compared with the previous year has been

reported and this was accompanied by an increase in

the proportion of patients with GCA-associated visual

loss [4]. In contrast to this previous report, we have

seen an increase in both the number GCA diagnoses

and associated visual loss during the initial wave of

COVID-19 in our UK hospital. While a greater proportion

of our referrals were diagnosed with GCA than in 2019,

the higher proportion of diagnoses supported by imag-

ing suggests clinical diagnoses were not being made

more readily owing to restrictions around access to di-

agnostic temporal artery biopsies. Indeed, due to con-

cerns that steroid use may be a risk factor for

vulnerability to COVID-19, as a department we felt that

a diagnosis of GCA and the associated steroid exposure
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would be well justified. Some patients almost certainly

delayed seeking medical attention due to concerns re-

garding COVID-19, and this assumption fits with the me-

dian duration of symptoms prior to assessment being

highest in May, although the overall duration of symp-

toms for April–June 2020 remains similar to the previous

year. Previous studies have linked delayed GCA treat-

ment to an increased risk of visual complications [5, 6].

Despite the worldwide pandemic, we are the first to

report this pattern, however, the incidence of GCA is

known to be highest in northern European countries

compared with the Mediterranean, Middle East and Asia

[1]. Additional work is required to establish whether our

local experiences represent a broader increase in GCA

diagnoses across the UK. If confirmed, potential drivers

may include psychological stress [7], shifts in previously

identified seasonality [8] or COVID-19 itself. Previous

work has examined the potential role of viruses such as

varicella zoster proposed as potential triggers in GCA

[9]. None of our patients with GCA had symptoms sug-

gesting COVID-19 infection, despite detailed questioning

as part of steroid counselling (we were not testing

FIG. 1 Number of patients with a positive temporal artery ultrasound scan each month over the last 5 years

The number of patients diagnosed with GCA each month during 2019 and 2020 is also shown for comparison.

TABLE 1 Characteristics of patients diagnosed with GCA in April–June 2020 compared with the previous year

Characteristics April 2020 May 2020 June 2020 April–
June 2019

January 2019–
March 2020
(inclusive)

GCA diagnosesa, n 3 11 10 5 42c

Mean GCA diagnoses/week 0.75 2.75 2.5 0.4 0.7

Proportion of referrals with GCA diagnosis, % 33 39 52 17 20
Female, n (%) 1 (33) 8 (73) 3 (30) 4 (80) 30 (71)
Age, years, median (IQR) 66 (62.5–69) 75 (71.5–80.5) 77 (70–85) 81 (74–82) 74 (68–82)

Duration of symptoms prior to assessment,
days, median (IQR)

7 (6.5–21) 28 (21–24.5) 7 (6–12) 21 (19–21) 21 (12–34)

Reviewed within 48 h of referral, n (%) 3 (100) 11(100) 9 (90) 3 (60) 27 (64)
Diagnoses confirmed with imaging or biopsyb, n (%) 2 (60) 8 (72) 7 (70) 2 (40) 25 (60)

Visual involvement, n (%) 1 (33) 2 (18) 3 (30) 1 (20) 4 (10)
Received i.v. methylprednisolone, n (%) 0 (0) 4 (36) 3 (30) 0 (0) 4 (10)

Received tocilizumab, n (%) 1 (33) 1(9) 1 (10) 0 3 (9)

aWorking diagnosis following initial assessment as part of fast-track pathway. bImaging: temporal artery ultrasound, PET-

CT or temporal artery biopsy. Temporal artery biopsy unavailable due to COVID-19 restrictions on services from April
2020. cIncludes the five cases referred to in the preceding columns April–June 2019.
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asymptomatic patients during this period). However,

asymptomatic COVID-19 infection has been widely

reported, including in older adults [10]. An immune-

mediated post-infectious syndrome, paediatric multisys-

tem inflammatory syndrome temporally associated with

severe acute respiratory syndrome coronavirus 2 (PIMS-

TS), which is related to asymptomatic or mildly symp-

tomatic COVID-19 infection has also been reported in

children [11] and there are parallels between the immu-

nopathogenesis of GCA, including the role of IL-6, and

current understanding about the aetiopathogenesis of

PIMS-TS [12]. No patients with GCA developed symp-

toms of COVID-19 on follow-up assessment and thus

far a limited number of tested patients have not had

SARS-CoV-2 antibodies, suggesting previous COVID-19

exposure.

Conclusion

We observed a large increase in the number of patients

referred and diagnosed with GCA in May and June

2020, the period following the peak of the COVID-19

pandemic in the UK. Importantly, a higher proportion of

patients also suffered associated visual impairment.

While the reasons behind this are as yet unclear, our

findings support the viral aetiopathogenesis hypothesis

for GCA and highlight the importance of maintaining ur-

gent access to rheumatology services during this time

of uncertainly and reorganization of healthcare services.
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