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unique in terms of being the only one where GCA was 
misdiagnosed as tension‑type headache.

It has been noted that tension‑type headache can 
present itself as GCA.[11] However, our case presents 
an opposite dilemma, as our patient presented with 
atypical features of GCA that were more characteristic of 
tension‑type headache. That is, GCA presented itself as 
tension‑type headache. Hence, it is important to be aware 
of overlapping features of these conditions to prevent 
misdiagnoses. Furthermore, a lack of clinical findings 
concerning GCA in general can lead to an increase in 
misdiagnosed cases. Most importantly, there is a lack 
of robust findings in literature concerning cases where 
GCA presents itself as tension‑type headache, which 
underscores the distinctiveness of our case.

Lastly, our case emphasizes the importance of considering 
GCA as a potential diagnosis for elderly patients with 
new onset headache located in a non‑temporal region. 
Our patient had only occipital/parietal pain throughout 
the course of the disease, without the involvement of 
any temporal pain. In order to resolve similar future 
diagnostic dilemmas, we recommend these patients 
should have a full workup for GCA conducted as well 
as checking their ESR and CRP levels. They need to be 
screened immediately upon clinical suspicion of the 
disease. This may prevent the severe complications of 
irreversible vision loss, as was seen in our case. Although 
the diagnosis of GCA can be impeded due to the conflicts 
of its clinical presentation with several other neurological 

conditions, this unique case highlights the importance of 
considering GCA and its atypical characteristics when 
patients present with features similar to tension‑type 
headache.
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Commentary

Giant cell arteritis (GCA) has a predilection for the 
extracranial branches of the carotid artery. Classic 
manifestation of the disease is scalp tenderness and 
jaw claudication and the temporal artery may appear 
swollen and pulseless. The disease may affect all organs 
but the most feared complication is sudden, irreversible 
blindness. Furthermore, polymyalgia rheumatica is often 
associated with GCA. The aetiology of both disorders is 
currently unknown.[1,2]

GCA is reported to have an uneven geographical 
distribution.[3] From a Danish perspective it is a relatively 
common disorder with more than 300 annual inpatient 
contacts from a background population of five million 

people [Figure 1].[4,5] However, GCA is thought to be 
rare in the developing countries and in patients of 
Asian background.[3]

GCA is easy to diagnose and must be suspected in the 
patients aged over 50 years, with an increased erythrocyte 
sedimentation rate, and general symptoms of myalgia or 
headache. The gold‑standard for GCA diagnosis is still 
the temporal artery biopsy, but clinicians need to be aware 
that false negative results may occur. It is of importance 
to diagnose GCA since the treatment with glucocorticoids 
often lead to rapid improvement. The standard treatment 
regimen is a high‑dose glucocorticoid therapy (60 mg/day) 
which is gradually reduced over several months.[2]
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In conclusion, the diagnosis and the treatment of GCA 
should be common knowledge to all neurologists, and 
symptoms of this disease must not be misinterpreted as 
tension type headache or opticneuritis.[6,7]
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Figure 1: The age-specific rate of Inpatient contacts due to GCA in 
Denmark in the period 2009-2012. Source

Commentary

Giant cell arteritis  (GCA) is the most common form 
of systemic vasculitis affecting adults aged  ≥50 years. 
The most common clinical features of GCA are 
constitutional symptoms, headache, visual symptoms, 
and jaw claudication. Headache is reported in nearly 
three‑quarters of patients,[1] which is most commonly 
localized in the temporal area. However, the nature 
and location of the headache are highly variable. 
GCA may result in devastating complication, which is 
irreversible loss of vision. In the current study, atypical 
type of headache; tension‑type headache; was the initial 
presentation of GCA, which resulted in diagnostic 
dilemma.[2]

Around 40% of GCA patients presented with atypical 
clinical manifestations such as fever of unknown 
origin, respiratory symptoms, and neurological 
symptoms.[3] Thereafter, it is not uncommon the 
diagnosis of GCA is delayed when the patient is 
presented with atypical clinical features.  Indeed, 
some of the typical manifestations may also be 

caused by other diseases such as chronic infections or 
malignancies.

Because GCA is a treatable disease and the character of 
headache is highly variable, it should be considered in 
elderly patients who present with any type of headache 
with anemia and/or elevated inflammatory markers. The 
physician faced with such a patient, who present with 
atypical clinical features of GCA, has a difficult challenge. 
The goal is to rule out other diseases that may mimic GCA 
and to quickly and correctly identify and treat patients 
who have GCA. In this interesting study, the authors 
have emphasized the importance of considering GCA as 
a potential diagnosis for elderly patients with new onset 
headache located in a non‑temporal region.[2]

Glucocorticoids are the cornerstone treatment for 
GCA; however, using glucocorticoids for a long time 
is associated with numerous side effects that results 
in a significant morbidity burden. The evidence about 
different disease modifying anti‑rheumatic drugs 
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