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SUMMARY
Giant cell arteritis (GCA) is the most common form of vasculitis of the adult. General practitioners (GPs) are 
usually the first physicians who take care of GCA patients. In this study, the awareness of GPs from Genoa, 
Italy, regarding GCA was investigated by a web-based survey.
A web-based questionnaire was sent by mail to 775 Italian GPs. It included 12 multiple choice questions 
regarding practice seniority, practice population size, number of GCA patients followed, and GPs’ diagnostic 
and therapeutic approach.
Of the 775 GPs involved, 76 (9.8%) answered. Thirty-three/75 (44%) declared that they did not see patients 
with GCA and the remaining 42 (56%) that they diagnose between one and two patients per year. New headache 
onset was the presenting feature of GCA for the majority of GPs (78.3%). GCA was diagnosed on the basis of 
clinical presentation alone by 35.2% of them, of temporal artery biopsy by 49.3%, and by imaging, including 
ultrasound and magnetic resonance imaging, by 15.5%. The referral pattern was mainly toward rheumatologists 
(68.5%). Only 27.8% GPs declared they start treatment at the first clinical suspicion, with the others waiting 
for laboratory and imaging examinations or specialist consultation. The doses of glucocorticoids used were in 
keeping with current guidelines.
The management of GCA by GPs from Genoa is in general correct, with the exceptions of excessive confidence 
in headaches for diagnosis and of the timing of GC initiation. These points suggest that a program of information 
and education for GPs is warranted.
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n	 INTRODUCTION

Giant cell arteritis (GCA) is a large ves-
sel vasculitis affecting elderly people, 

with the highest incidence among persons 
aged between 70 and 79 years (1). The fre-
quency of this condition is probably higher 
than commonly believed (2) and is expected 
to increase, because of the increasing age 
of the general population. It has been esti-
mated that between 2014 and 2050, more 
than 3 million people will have been diag-
nosed with GCA in Europe, North Amer-
ica and Oceania (3). General practitioners 
(GPs) are usually the first physicians who 

take care of patients presenting with com-
plaints of GCA (4). Since early diagnosis 
and treatment is the key to reducing and 
possibly abolishing the feared complica-
tion of permanent sight loss (5), GPs should 
be able to correctly suspect, diagnose and 
manage this condition. In this study, aware-
ness of GPs from the area of Genoa, Ligu-
rian coast, Italy, regarding GCA was inves-
tigated by a web-based survey.

n	 MATERIALS AND METHODS

A web-based questionnaire was sent by 
mail to 775 GPs working in the 3rd Local 
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Health Unit of Genoa, a town located in 
North-Western Italy. Because no specific 
instrument exists to assess the management 
of GCA by GPs, the questions were devel-
oped on the basis of the current literature 
and personal experience. The question-
naire comprised 12 multiple choice ques-
tions regarding practice seniority, practice 

population size, number of incident GCA 
cases seen in the last years, number of 
GCA patients the GPs cared for, and their 
diagnostic and therapeutic approach. This 
computer-assisted web interview was run 
on the Google® platform. The question-
naire was sent for the first time on February 
2, 2019 with a reminder on February 28. 

Table I - Questions asked to the general practitioners.

1. In your practice, how many GCA patients do you see in average per year? 

nn It’s a condition I do not see in my practice
nn 1-2 patients per year
nn 3-4 patients per year
nn More than 4 patients per year

2. In this moment, for how many patients with GCA do you care for?

nn 0-2 patients
nn 3-10 patients
nn 11-20 patients
nn More than 20 patients

3. In your experience, which is the typical age range at GCA onset?

nn 40-50 years
nn >51 years

4. Which is the most frequent clinical manifestation of GCA in your patients? 

nn Systemic signs (fever, weight loss, asthenia, …)
nn New-onset headache
nn Arthralgia
nn Visual impairment

5. Which laboratory investigations do you request for confirmation of diagnosis in a patient with suspected 
GCA?

nn ESR/CRP
nn Blood cell count
nn IgM rheumatoid factor/anti cyclic citrullinated peptides antibodies
nn All of the above

6. To diagnose GCA, what do you use mainly?

nn Clinical presentation
nn Temporal artery biopsy
nn Imaging

7. If you use imaging to confirm the diagnosis of GCA, which method do you prefer?

nn Ultrasound
nn Contrast-enhanced computed tomography (CT) or magnetic resonance imaging (MRI) 
nn Positron emission tomography (PET)
nn I do not use imaging to confirm the diagnosis of GCA

8. If you suspect GCA, to which specialist do you refer your patient?

nn Rheumatologist
nn Immunologist
nn Internal medicine specialist
nn Ophthalmologist
nn Neurologist
nn None of them, I manage the patient by myself

Continue >>>
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It is shown in Table I. The Kruskall-Wallis 
test was used to analyze the answers to the 
questionnaire according to the characteris-
tics of the GPs.

n	 RESULTS

Of the 775 GPs involved, 76 (9.8%) an-
swered. The questionnaires with complete 
answers were 64 (84.2%); in the remaining 
12, one or more answers were lacking. As 
a result, the percentage of answers was cal-
culated on the total number of respondents 
for each question. 
This group of GPs was relatively old with 
80.8% reporting 20 years or more of practi-
tioner seniority. Seventeen/72 (23.6%) GPs 
had a practice population size of less than 
500 people, 8 (11.1%) between 500 and 
1000 people, and 47 (65.3%) more than 
1,000 people. 
Thirty-three/75 (44%) GPs answered that 
they did not see patients with GCA and the 
remaining 42 (56%) that they diagnose be-
tween one and two patients per year. GPs 
who said they do not see patients with 
GCA were asked to answer the remaining 
questionnaire anyway. The prevalence of 
patients affected by GCA among the sub-
jects cared for by GPs was between 0 and 
2 for 93.3% of them, and between 3 and 10 

for 6.7%. 90% of GPs declared that the age 
of onset of GCA in their patients was more 
than 50 years, whereas it was between 40 
and 50 years in the remaining 10%.
New headache onset was the presenting 
feature of GCA for 54/69 (78.3%) GPs, 
systemic inflammatory symptoms for 8 
(11.1%), arthralgia for 4 (5.8%), and vis-
ual problems for 3 (4.3%). Of these GPs, 
25/71 (35.2%) diagnosed GCA on the basis 
of clinical presentation alone, 35 (49.3%) 
requesting also temporal artery biopsy and 
11 (15.5%) asking for imaging. As far as 
imaging is concerned, temporal artery ul-
trasound (US) was considered by 16 GPs, 
magnetic resonance imaging (MRI)/com-
puted tomography (CT) by 15, and posi-
tron emission tomography (PET) associ-
ated with US by one. One GP performed 
diagnostic US by himself. Twenty-nine 
GPs (47.5%) confirmed they do not use 
imaging. The laboratory investigations re-
quested to patients with suspected GCA 
were erythrocyte sedimentation rate (ESR) 
and/or C-reactive protein (CRP) for 24/72 
(33.3%) GPs, and the combination of all in-
vestigations proposed in the questionnaire 
(blood cell count, ESR, CRP, IgM rheuma-
toid factor, and anti-citrullinated protein 
antibodies) for the remaining 48 (66.7%).
Five (6.8%) GPs answered they do not 

9. When do you start treatment in your patients with GCA?

nn At first clinical suspicion
nn After obtaining the results of the examinations requested
nn After specialist consultation
nn I do not start treatment by myself, but transfer it to the specialist consulted

10. Which treatment do you start in your patient with GCA?

nn Prednisone (or equivalent) >50 mg/day
nn Prednisone (or equivalent) 25-50 mg/day
nn Prednisone (or equivalent) <25 mg/day
nn Other…

11. For how many subjects do you care for?

nn 1-500 people
nn 501-1000 people
nn >1000 people

12. Which is your practice seniority?

nn 0-10 years
nn 11-20 years
nn 21-30 years
nn More than 30 years

Continue >>>
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refer their patients to any specialist and 
follow them by themselves. The rheuma-
tologist was the specialist to whom 50/73 
(68.5%) GPs referred their patients; im-
munologist (3, 4.1%), internal medicine 
specialist (5, 6.8%), and neurologist (9, 
12.3%) followed. The ophthalmologist was 
cited by 3 GPs only, but always in conjunc-
tion with another specialist among those 
listed above.
Only 20/72 (27.8%) GPs declared they 
start treatment at the first clinical suspicion, 
24 (33.3%) after they obtain the results of 
laboratory and imaging examinations, 15 
(20.8%) after the results of specialist con-
sultation, and 13 (8.1%) answered they 
do not initiate treatment but transfer it to 
the reference specialist. Twenty-seven/69 
(39.1%) GPs started treatment with dos-
ages of prednisone higher than 50 mg/day, 
40 (58%) with dosages between 25 mg/
day and 50 mg/day, and none of the GPs 
used less than 25 mg prednisone daily. One 
GP specified using 1 mg prednisone per kg 
body weight and another associated pred-
nisone with both NSAIDs and low dose 
aspirin. 
When the answers to the questionnaire 
were analyzed according to the duration 
of the GPs’ professional activity and the 
number of subjects they cared for, no dif-
ferences were found. 

n	 DISCUSSION  
AND CONCLUSIONS

To our knowledge, this is the first study on 
the behavior of Italian GPs toward GCA 
and its management. Unfortunately, the 
percentage of respondents (9.8%) was low 
and does not permit us to generalize the 
results. However, this is a common find-
ing in surveys of GPs. In another study 
on GCA in the UK general practice, the 
response rate to a questionnaire was 25% 
(6). In the same group of GPs from Genoa 
we interviewed, the response rate for pre-
viously administered questionnaires was 
2.4% (renal insufficiency), 12.3% (alco-
holism), and 15.6% (b-blockers in cardiac 
insufficiency). Therefore, the percentage 
of responders was similar across countries 

and different topics. Among the possible 
reasons for this scarce compliance, the in-
creasing number of web-based surveys the 
GPs receive, their lack of time because of 
the many bureaucratic duties, and the mod-
est interest in a rare condition such as GCA 
can be hypothesized.
GPs who said they are used to seeing pa-
tients with GCA affirmed that they see one 
or two patients per year. This is in keeping 
with the figure of another study (7) on Brit-
ish full-time GPs. GPs emphasized head-
ache as main symptom at presentation. 
Although this may be considered correct, 
the observation suggests that, in general 
practice, the cranial form of GCA is more 
frequently recognized, whereas the non-
cranial one may be underdiagnosed. GPs 
appeared to over-rely on headache for the 
diagnosis of GCA also in the study per-
formed in the UK (6). In view of the fact 
that half of GCA patients do not complain 
of the typical headache (8), this may result 
in a significant loss of correct diagnoses. 
The laboratory and imaging approach to 
GCA diagnosis was correct and in accord-
ance with the recently published guide-
lines by the British Society for Rheuma-
tology (BSR) (9). It strongly recommends 
that all patients with GCA should have 
at least one confirmatory diagnostic test, 
which could be either temporal artery bi-
opsy or temporal and axillary artery ultra-
sound. This approach, described by nearly 
65% of respondents, was mainly based on 
temporal artery biopsy, as expected. This 
is reasonable, since it is among the time-
honored American College of Rheumatol-
ogy criteria for the classification of GCA 
(10). US was often cited as diagnostic aid 
by Italian GPs whereas it was not cited at 
all by their British counterparts (6). This 
may be due to the fact that the British 
study was performed 2 years earlier and 
further evidence has been accumulating in 
the meantime on the proficiency of tempo-
ral artery US (11). Moreover, US was not 
acknowledged in the previous BSR guide-
lines (12). From our data, it is impossible 
to understand if MRI, which was cited by 
22.3%, was used to diagnose GCA ac-
cording to the relevant guidelines (11) or 
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to exclude neurological differential di-
agnoses. The second hypothesis is more 
likely, due also to the limited access to 3T 
machines in our area; high-field MRI ma-
chines are usually employed for this type 
of imaging (11). Referral to rheumatolo-
gists, who were cited as reference special-
ists by 68.5% of GPs, was frequent where-
as referral to ophthalmologists was only 
cited by three of them, who also indicated 
visual problems as presenting features of 
their patients. In the UK, GPs referred 
their patients to rheumatologists in 38.3% 
of occasions (6), which figure is definitely 
lower than in Genoa.
All GPs interviewed used prednisone start-
ing dosages higher than 25 mg/day and 
39% higher than 50 mg/day; the recom-
mended dosage is 40-60 mg/day (9) but, 
due to the design of the question, it was 
impossible to ascertain exactly how many 
GPs were following this guideline. None-
theless, it seems that in general the starting 
dosage of prednisone was correct. On the 
contrary, the question on the time of onset 
of treatment yielded less satisfactory re-
sults. The BSR guidelines indicate that pa-
tients in whom GCA is strongly suspected 
should be immediately treated with high-
dose glucocorticoids (GC). Contrary to this 
statement, only 27.8% of GPs started GC 
at initial clinical suspicion. The remaining 
waited for the results of biopsy, laboratory 
and imaging examinations, and specialist 
consultation, or prescribed treatment by a 
specialist. This figure is comparable to the 
35.6% of British GPs who would not initi-
ate treatment prior to referral (6). In Italy, 
this approach would generally imply a long 
time interval between the initial suspicion 
of GCA and initiation of treatment, which 
fact is associated with an unacceptable high 
risk of visual loss (5). For this reason, fast-
track referral pathways have been set up in 
several countries, where initial diagnostic 
evaluation and treatment of patients with 
suspected GCA is performed within 24 h of 
referral (13). This pathway, which has been 
associated with a reduction in reported 
rates of GCA-related sight loss compared 
with conventional care, has not been imple-
mented in our area to date. Therefore, GPs 

should be encouraged to start treatment 
as soon as they conceive a strong clinical 
suspicion of GCA, even if they have not 
obtained confirmation, because the risk of 
toxicity caused by GC treatment is accept-
ably low in case of misdiagnosis.
In conclusion, we have shown that the 
management of GCA by Ligurian GPs is 
in general correct, with the exceptions of 
an excessive confidence in headaches for 
diagnosis and of the timing of GC initia-
tion. These points suggest that a program 
of information and education for GPs is 
warranted.
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