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Recommendation

Table 2 EULAR recommendations for the use of imaging in LW in dinical practice
Statement

i1 1In patients with suspected GCA an early i lmag ng testis ret:ommended ta comp}ement the dm!;al <ri tena for dtagnosmg GCA,

2 ln patients in whom there is a high chmcal suspu:mn of GCA and a positive lrnagmg test the diagnosrs of GCA may be made thhout
an additional test (biopsy or further imaging). In patients with a iow dlinical probability and a negative imaging result, the diagnosis of
GCA can be cons:dered unlcke!yA in all oﬂ'\ r s:tuat s, additional efforts towards a dtagnosus are necessary.

4. ngh resclutmn MRH’ of c:amal arteriest to mvestlga e murai mﬂammaﬂ i may be used as a ternative for GCA ciira‘gnosi's'if ' SITEEEE
ultrasound is not available or inconclusive.

5. Cit and PETT are not reeammended fer ﬁie assessment of mﬁammtmn afcram ; SR i S s e T

6. Uitrasound, PET, MRI ami/or T may be used for detection of mural inflammation aﬁdfbr luminal changés in extracranial arteries to 3 (PE]' and CT Yand5

support the diagnosis of IV-GCA. Ultrasound is of limited vaiue for assessment of aortitis. {MRI and ultrasound)

8. PET. Cl‘ andior uh:rasound may 'used as alternative ;magmg rnodaimes in patlents with suspected TAK. Uitrasound is of imited 3 'V(CT)'zAmd"
value for assessment of the thoracic aorta. 5 (PET and ultrasound)

- 8. Conventional angiography is nat mcommended for the dlagnos;s of GCA : rTAK as ;t has been superseded by the prevaousfy
mentioned imaging modalities. :
10.In patents with IVV (GCA orTAK) in whom a ﬂare is suspected lmagmg mlght be he!pful to conﬁrm or exdude rt. !magmg is not
routme!y recommended for pat;ents m chinical and biochemical rem;ssxon.

12, imagmg exammahon shculd be done by a tramed specnahsi using apprcpnate eqmpment operatmnal procedures and semngs The 5

reliability of imaging, which has often been a concern, can be improved by specific training. Suggestions for technical and operational

parameters are depicted in box 1.

Numbers in column “LoA’ indicate the mean and SD (in parentheses) of the LoA, as well as the percentage of task force members with an agreement =8.
*Cranial symptoms of GCA indude headache, visual symptoms, jaw daudication, swelling andfor tenderness of temporal arteries.

9.2 @1)

90% =8
9.4 (1.0)
90% =8

90% >8

S esazmny
- 95% =38

9.8 (0.6)

2 "l OO% >8

9.4 {0.8)
100% =8

. 930z
 95% =8

9.8 (0.6)

100%
=83

TCT and MRt also refers to spedific angiography techniques such as CT angiography (CTA) and MR angiography (MRA), and PET is commonly combined with CT or CTA.

#Cranial arteries: superficial temporal, occipital and fadial, usually ali visible in one examination in MRI.

EULAR, European League Against Rheumatism; GCA, giant cell arteritis; LoA, fevel of agreement; LoE, level of evidence; LV-GCA, large vessel GCA; LVV, large vessel vasculitis;

PET, positron emission tomeography: TAK, Takayasu arteritis.




LoA
9,2 (2,1)
90% =8

In patients with suspected GCA, a
recommended to compliment the clinical
GCA, assuming high expertise and prompt
Imaging technique.

Imaging should not delay initiation of treatme




LoA
9,4 (1,0)
90% =8

In patients in whom there is a high clinical suspicion of GCA and a
positive test, the diagnosis of GCA may be made without an additional
test (biopsy or further imaging).

In patients with a low clinical probability and a negative imaging result,
the diagnosis of GCA can be considered unlikely.

In all other situations, additional efforts towards a diagnosis are
necessary.



LoA

9,7 (0,6)
100%

>8

Ultrasound of temporal +/- axillary &
the first imaging modalities in patients wit
predominantly cranial GCA.

A non-compressible '‘halo’ sign is the ultrasou
suggestive of GCA.




LoA
9,2(1,1)
90%>8

High resolution MRI of cranial &
iInflammation may be used as an alter
ultrasound is not available or inconclus




LoA
9,5 (1,2)
95%>8

CT and PET are not recommended for the assessment of
inflammation of cranial arteries.

o <———————— \Vertebral Artery

). Carotid Artery

" <—— Subclavian
Artery

¥ <« Commonlliac
5 Artery




LoA
9,8 (0,6)
100%

Ultrasound, PET, MRI and CT ma
iInflammation and/or luminal changes |
support the diagnosis of LV-GCA.

Ultrasound is of limited value for assessment of ao




LoA
9,1 (1,4)
90%>8

In patients with suspected TAK, MRI to ivestigate mural
iInflammation and/or luminal changes should be used as the first
Imaging test to make a diagnosis of TAK, assuming high expertise

and prompt availability of the technique.




LoA
9,4 (0,8)
100%

PET, CT and/or Ultrasound may
modalities in patients with suspected

Ultrasound is of limited value for assessm




LoA
9,8 (0,6)
100% =8

Conventional angiography is not
diagnosis of GCA or TAK as it has been
previously mentioned imaging modalities.




LoA
9,4 (0,8)
100% =8

In patients with LVV (GCA or T
suspected, imaging might be helpful to

Imaging is not routinely recommended for
biochemical remission.




LoA
9,3(1,2)
95% =8

In patients with LVV (GCA or TAK)
Ultrasound may be used for long-term mo
damage, particularly to detect stenosis, oc
and/or aneurysms.

The frequency of screening as well as the ima
should be decided on an individual basis.




Imaging examination should be done by a trained specialist using
appropriate equipment, operational procedures and settings. The reliability
of imaging, which has often been a concern, can be improved by specific

training. Suggestions for technical and operational parameters are
depicted in box 1

Recommendation

G!trasound

Suggestlons for technical and operatlonal parameters on imaging modalities in large vessel vasculltls

= Hsgh—quaifty, modern equiprnent is essentra!

™M trsbce Cl' scanner shcu!d be used- -
rrCoH;rnanon 0,6 e, tube voltage 120 kv, tube curre;ri t!

1.57, preferent:alty == QT MRi scanner minimum S—Chann : = — =
- T1-weighted spin echo, gadsolinium cantrast enhanced, fat suppressed, high—' >
slice thfckness 3 mmn, repetlt:an time {1 R}/echa thne G' ) 5(}0[22 ms}.

> Transvetsai slices aﬂgulated para!lei o skull base
'Body MRI techn:que- . :

Biood glucose level

“Interval between FDG ;nfus:orf and |mage acqu:s
Position of patient is supine, position of tb
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Table 5 The seven recommendations for the management of large vessel vasculitis with the level of
evidence for each statement and the median strength of recommendation as per FULAR operating procedures
i oA TSR U BN S o P R

Statement Level of evidence  Median final vote

We recommend a thorough clinical and imaging assessment of the arterial tree whena 3 ¢
diagnesis of Takayasu arteritis is suspected

A temporal artery biopsy should be performed whenever a diagnosis of giant cell 3
arteritis is suspected, but this should not delay the freatment; a contralateral biopsy is
not routinely indicated

We recommend early iniiation of high-dose glucocorticoid therapy for induction of 3
remission in large vesset vasculitis

We recommend that an immunosuppressive agent should be considered for use in large 1A for GCA B for GCA
vessel vasculitis as adjunctive therapy

3 for TAK € for TAK

Monitoring of therapy for farge vessef vasculitis should be clinical and supported by 3 c
measurement of inflammatory markers

We recommend the use of low-dose aspirin in all patients with giant cell arteritis
Reconstructive surgery for Takayasu arteritis should be performed in the quiescent
phase of disease and sheuld be undertaken at expert centres

EULAR, European League Against Rheumatism; GCA, giant cell arteritis; TAK, Takayasu arteritis.




False-negative > 61% of patients

compared with a clinical diagnosis

Temporal Arteritis
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Giant cells (arrow) within @ granuloma (circle)
of granulomatous inflammation
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US/MRI vs Bioyia

NIVEC HEAETEC OXETIKA PE TNV OIAYVWOTIKN AKPIBEIA TNG
ATTEIKOVIONG OTIG ECWKPAVIAKES APTNPIESC TWV UEYAAWYV
ayyeiwv GCA kai TAK

[TapakoAouBnon evepyoTnTAg VOOOU?
[ToOBAEWYN ATTOTEAECUOATOG?
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