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Dear Editor,
COVID‑19 vaccination is a global effort. In Spain, over 

79% of the population is fully vaccinated and, although the 
benefits obtained from immunization clearly outweigh any 
potential risks, we have noticed a few case reports of auto‑
immune diseases possibly triggered by the vaccine in the 
last year [1, 2]. 

An 83‑year‑old woman with controlled dyslipidemia and 
hypertension was admitted to our emergency department 
with a 2‑week history of disruptive cervical pain, head‑
ache, and scalp tenderness. She did not have jaw claudica‑
tion or visual manifestations and polymyalgia rheumatica 
symptoms were absent. Symptoms began 24 h after the first 
dose of COVID‑19 mRNA (BioNTech/Pfizer) vaccine and 
were attributed to a post‑vaccination reaction. However, 
the symptoms worsened during the following weeks and 
the case was reassessed. Tenderness on the right temporal 

artery and a faint induration in this location were present 
on physical examination, but no vascular murmur was 
detected. The patient’s vital signs were normal. Her initial 
blood test revealed elevated inflammatory markers (fibrino‑
gen > 1000 mg/dl, C‑reactive protein 13.6 mg/dl, erythro‑
cyte sedimentation rate 71 mm/h). Protein chain reaction 
SARS‑CoV2 was negative. An ultrasound exam in our fast‑
track clinic showed a non‑compressible halo sign in the 
parietal branch of the right temporal artery (Fig. 1). Large 
vessel examination (carotid, subclavian, and axillary) was 
normal. Suspecting a new‑onset giant cell arteritis (GCA), 
pulse steroids plus methotrexate were started. An FDG‑PET/
CT scan revealed an abnormal artery uptake suggestive of 
bilateral vertebral vasculitis, mainly on the in‑bone portion 
of the artery (Fig. 1). Although the right temporal artery 
biopsy (TAB) was normal, the patient met the ACR criteria 
for GCA. After treatment, acute‑phase reactants returned to 
normal and symptoms disappeared. Follow‑up ultrasound 
3 and 6 months later showed moderate improvement of the 
wall thickening. Our patient received the second vaccine 
dose while still on medium‑dose steroids, but presented 
no relapse symptoms. Currently, she is in remission with 
weekly methotrexate and low‑dose steroids.

The COVID‑19 pandemic has triggered a “vaccines 
race” giving us the first mRNA vaccines as a result. Even 
though vaccination started almost a year ago, we have 
only begun to understand their effect on autoimmunity. 
mRNA vaccines take advantage of protein translation to 
encode viral proteins. These are presented in the major 
histocompatibility complex to create an immune response 
against the virus. It makes vaccines safer and faster to 
develop since no pathogens or toxins are used. Nonethe‑
less, we are taking advantage of the same mechanisms 
that cause antigen cross‑reactivity; therefore, there is a 
concern about triggering autoimmune events [3]. Several 
studies on adverse events have shown an overall safe pro‑
file even in patients with known immune diseases [4, 5]. 
However, studies are designed to identify mainly common 
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and short‑term events [6]. With millions vaccinated at this 
moment, and vaccine booster shots being administered, 
it is still early to understand the long‑term effects or the 
safety profile regarding more uncommon events. Several 
reports of new‑onset immune events have been published 
[7, 8].

One of the hypotheses on the pathophysiology of GCA 
highlights the role of an infectious agent. This conjecture 
derives from the seasonal incidence of the disease, viral 
antigens on temporal artery biopsies, and several reports 
regarding viral entities such as varicella‑zoster [9] and, 
more recently, SARS‑COV‑2 as possible GCA triggers. 
Likewise, a relationship with the influenza vaccine has 
been described [10]. In a recently published case of GCA 

related to the mRNA vaccine, a similar observation was 
made regarding these vaccines and their ability to induce 
cross‑reactivity and trigger self‑recognition using differ‑
ent mechanisms [2]. Although they seem to be rare events, 
the true scope of this issue is still uncertain. Recently, a 
pharmacovigilance study was published revealing a higher 
incidence of both giant GCA and polymyalgia rheumatica 
(PMR) following mRNA vaccines supporting a causal 
relationship [1]. Since the possibility of incidental co‑
existence in the present case cannot be discarded, further 
studies should be undertaken to better understand the 
potential uncommon effects of these vaccines.

We think that while the overall incidence of vaccine‑trig‑
gered autoimmunity is low, vaccinations should continue 

Fig. 1  A Longitudinal US 
scan showing a hypoechoic 
“halo sign” of the right parietal 
branch of the temporal artery 
with increased intima media 
thickness (black arrow with 
white border). B Longitudinal 
and coronal PET scan showing 
abnormal artery uptake highly 
suggestive of bilateral vertebral 
vasculitis, mainly in the in‑bone 
portion up to the basilar artery 
(white arrows)
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as planned. However, rheumatologists worldwide should be 
aware of autoimmune diseases as a new potential adverse 
event of mRNA vaccines.
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