
reduced; only new or flaring patients showed a halo in>4 sites. Halo
size at the TA did not change significantly (average thickness 0.6 �
0.1 mm), however, the size of AX artery halos significantly reduced
from first referral (1.6 � 0.4 mm) to follow up (1.4 � 0.2, p¼0.01) or
during subsequent flares (1.4 � 0.2, p¼0.02).
Conclusion: We have developed and tested a standardized metho-
dology for CDS evaluation of GCA. CDS provides a high positive
predictive value for a diagnosis of GCA in unselected patients from
routine clinical practice, although prior high dose glucocorticoid
therapy is likely to reduce its sensitivity. CDS allows for a significant
reduction of TAB. We explored the role of CDS to detect disease flares
and demonstrated a significant reduction in the extent of abnormal-
ities, and of the size of halo of the AX arteries during follow up or flares.
These findings could have a significant impact on the management of
patients with suspected and confirmed GCA.
Disclosure statement: The authors have declared no conflicts of
interest.
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Background: Giant cell arteritis (GCA) is the most common form of
primary systemic vasculitis. Glucocorticoids are the treatment of
choice but have adverse effects in over 80% of patients. Anecdotally,
a large number of patients remain on long-term prednisolone. There
are no clinical trials comparing different dosing regimens. We aimed to
develop an effective steroid reducing regimen to enable patients to
successfully be weaned off steroids in a timely manner, and reduce the
risk of relapse.
Methods: Daily and cumulative prednisolone dosing from the BSR
recommendations, Proven et al, and Mazlumzadeh et al were plotted
on a graph. Using these results, a regimen was designed with an initial
dose of 1mg/kg/day (max 60mg), reducing the dose by 20% every 4
weeks, and stopping once a dose of less than 0.5mg/day was reached
(median duration 2 years). The regimen was reviewed at one year and
all clinicians felt that the initial prednisolone exposure should be
reduced. The regimen was redesigned using an initial daily dose of
1mg/kg of lean body mass with a logarithmic reduction over 100
weeks. Each dose was maintained for 4 weeks. The reducing regimens
of 60 consecutive patients referred to a single clinic between the years
2011 and 2014 were analysed. Compliance was determined by the
discontinuation of prednisolone at 100 weeks. Relapse rates were
determined by the need to deviate from the planned regimen.
Results: The 60 patients included 33 females, and 27 males, with a
mean age of 73 years. 42 patients had either a positive temporal artery
biopsy or positive temporal artery ultrasound findings, the remaining
18 were diagnosed on clinical grounds. 49 patients (82%) had relapse
free discontinuation of prednisolone at 100 weeks. 11 patients [18%]
relapsed when they reached an average dose of 2mg at 80 weeks after
commencing prednisolone. 7 of these 11 patients had been biopsy or
ultrasound positive at baseline. The 49 patients that successfully
discontinued steroids received an average cumulative dose of 7.9g.
Our results compare favourably to the relapse rate of 48% in one study
and 92% in the control arm of another. The cumulative dose of
prednisolone is comparable to both studies (6.5g and 7.8g).
Conclusion: A planned corticosteroid reduction regimen designed in
an evidence based manner allows the majority of patients to
discontinue prednisolone at 100 weeks. We have demonstrated a
much lower relapse rate compared to existing published cohorts using
this regimen.
Disclosure statement: The authors have declared no conflicts of
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Background: Management of frequent flares in giant cell arteritis
(GCA) is a major unmet need. However, the type, impact, and
consequences of flares have been scarcely addressed. We conducted

this retrospective exercise from our patients seen in the rheumatology
clinic to investigate the prevalence, timing, and characteristics of flares
in patients with GCA and to analyse whether flares are associated with
disease-related markers, complications, tapering dose of glucocorti-
coid (GC) doses.
Methods: We reviewed 303 patients seen with possible GCA from
2008 to 2015 with 174 diagnosed as per ACR criteria and 42 (24%) of
patients presented with sight loss. Flares were defined as recurrence
of signs and symptoms of GCA with or without elevation of
inflammatory markers. They were classified as cranial, polymyalgia,
ischemic, constitutional flares according to symptoms. We collated
demographic, clinical, laboratory and imaging data with recorded time
from diagnosis to steroids, duration of steroids, flare rates and types of
flares. Predictors for flares were analysed using logistic regression.
Results: Flares occurred in 76/174 (43. 5%). 33 (43.4%) had cranial
GCA symptoms, 12 (15.6%) with ischaemic symptoms including
stroke and, 20 (26.3%) with large vessel vasculitis, polymyalgic and
constitutional symptoms. Some of them flared with one or more
symptoms. The most frequent presenting symptoms were blurred
vision, headache and jaw claudication, scalp tenderness and one
patient presented with AION at follow up. One patient lost sight
following disease flare. 69 (39.6%) of the total cohort were biopsy
positive. More than one flare was experienced by 33 patients, 2
patients had more than 2 and one had more than 5 flares. In eight
flares, ESR and CRP data were only available for 50% at the time of
flare. Mean CRP was 23 at the time of relapse (range 1–127mg/L). 32
patients relapsed on GC (dose range 1–30 mg); one on TCZ and one
was non-compliant. Disease recurred in 10 patients off GC and 16 had
flares while attempting to wean off. Elevated ESR at baseline
>100 mm/1st hour (RR 1.47, 95% CI 0.99–2.27) and sight loss
(RR1.60, 95%CI 0.92–2.80) showed a trend for predicting flares but
were not statistically significant.
Conclusion: This study highlights that frequent flares on GC
characterize the long term course of GCA. Despite the apparent initial
response, long term high doses GC are associated with significant co-
morbidities and serious adverse events. Therapies with greater
efficacy and safety with new biomarkers and imaging that help
better definition of flares are urgently needed in GCA.
Disclosure statement: The authors have declared no conflicts of
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Background: Polymyalgia rheumatica (PMR) is a common condition in
the elderly in the UK. Hormonal factors including age at menopause,
use of hormone replacement therapy (HRT) and oral contraceptive pills
(OCP) have been found to be associated with other inflammatory
diseases of the elderly. Evidence of hormonal risk factors for PMR
remains limited.
Methods: We analysed data from UK Biobank, a prospective study of
500,000 individuals aged 40–69 recruited from the UK community. A
nested case-control study was conducted, including all self-reported
PMR cases at baseline. Those who also reported diagnoses of giant
cell arteritis or rheumatoid arthritis were excluded. Each PMR case
was matched by age, sex, assessment centre and ethnicity with ten
controls who were unaffected by PMR. Conditional logistic regression
was used to study the association between PMR female cases and
potential risk factors, including smoking status, female hormone-
related variables, conditions related to glucocorticoid toxicity and
previously-described associations of other autoimmune diseases.
Results: The analysis includes 974 self-reported cases of PMR and
9740 matched controls (mean age 63 years, 71% female, 98% white
Caucasian). PMR cases were more likely to have hypothyroidism
(OR:1.29, 95%CI:1.03–1.63, p¼0.027) in comparison to controls.
Among 90 cases of PMR with hypothyroidism, 83 cases (92%) were
diagnosed with hypothyroidism before PMR diagnosis. Females with
PMR (n¼696) were more likely to have ever received HRT (OR:1.22,
95%CI:1.04–1.44, p¼ 0.016) than females without PMR (n¼ 6960).
The association between PMR with surgical menopause (bilateral
oophorectomy/hysterectomy) did not reach statistical significance
(OR:1.21, 95%CI: 1.00–1.46), p¼ 0.051). No association was observed
between PMR and smoking status, OCP usage, age at menopause or
gestational hypertension/pre-eclampsia.
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