
Eye (2021) 35:699–701
https://doi.org/10.1038/s41433-020-1090-y

EDITORIAL

Practice points for ophthalmologists from the 2020 British Society
for Rheumatology Giant Cell Arteritis guidelines

Susan P. Mollan 1
● Olivia Grech2,3

● Eoin O’Sullivan4
● Sarah L. Mackie 5,6

Received: 13 June 2020 / Revised: 26 June 2020 / Accepted: 8 July 2020 / Published online: 16 July 2020
© The Royal College of Ophthalmologists 2020

All ophthalmologists are aware that giant cell arteritis
(GCA) is a major cause of sudden permanent loss of vision.
However, the diagnosis and management of GCA can be
challenging in the busy eye out-patient clinic. GCA poses
some major difficulties, even for the experienced clinician.
The clinical history may be non-specific, with the onset of
symptoms being insidious [1]. Furthermore, those with
cranial GCA may report no systemic symptoms (the true
occult GCA) [2]. Immediate investigations can be con-
flicting, particularly as inflammatory markers are non-
specific and may be low to normal in cranial only disease
[3, 4]. Arranging a temporal artery biopsy (TAB) promptly
may not be easy and interpretation is not always straight-
forward [5, 6]. Finally managing the patient long-term on
glucocorticoids, particularly in the face of co-morbid dis-
ease or glucocorticoid-induced diabetes and hypertension,
can be difficult [7].

There have been major developments in GCA [1, 8] and
now as a nation we are investigating more suspected GCA
annually [9]. The British Society of Rheumatology (BSR)
have published timely guidance [10, 11] to reflect these

advances following their previous guideline [12] and they
recommend a change to our routine clinical practice.

The BSR is accredited by the National Institute for
Health and Care Excellence, and commissioned this update
in 2014. The guideline group involved patients, methodol-
ogists and experts in GCA, from rheumatology, ophthal-
mology and primary care. They developed population,
intervention comparator, and outcome questions to form the
basis of three systemic literature reviews (SLR). The SLRs
covered diagnostic imaging tests, management strategies
and prognostic outcomes. The quality of evidence was
assessed set out by Grading of Recommendations Assess-
ment, Development and Evaluation methodology [13].

Recommendations for referral to hospital
services

Rapid access pathways have been set up in a number of
centres that use ultrasound in order to confirm or refute the
diagnosis, and enable reduced time to treatment. They have
reported a reduction in incidence of GCA-related sight loss
[14, 15]. Those that present with new visual loss (transient
or permanent) or double vision should be evaluated as soon
as possible on the same calendar day by an ophthalmologist.
Patients without ophthalmic symptoms should be seen
within 3 working days by a specialist with the appropriate
expertise. Where GCA is strongly suspected by the referrer,
glucocorticoids should be prescribed without waiting for
test results [10, 11].

Recommendations for serological
investigations

There were no changes to the recommendations of the
diagnostic blood tests for GCA, which include an ESR,
CRP and platelet count. If ESR is unavailable, plasma
viscosity can be used instead.
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The guidelines recommended that within 2 weeks of
diagnosis the prescriber of glucocorticoid therapy ensures
the patient is assessed for glucocorticoid-related complica-
tions including hypertension and hyperglycaemia. Other
risks associated with glucocorticoid therapy such as infec-
tion and fracture should be managed using existing local or
national guidelines (Fig. 1).

Recommendation for a confirmatory
investigation

The major change in this guidance is now a strong recom-
mendation for a confirmatory test: TAB, temporal artery
ultrasound, or both (Fig. 1) [10, 11]. Anecdotal practice to
date suggests that some were diagnosed based on history,
examination and laboratory tests alone; this could poten-
tially lead to overdiagnosis. Ultrasound imaging of the
temporal and axillary arteries was found to be more sensi-
tive but less specific than TAB for the diagnosis of GCA
[6]. In the UK, the most cost-effective strategy incorporates
ultrasound for all patients and TAB for a subset where the
diagnosis is still unclear [6]. In patients with large-vessel
involvement further imaging tests may be useful to
demonstrate inflammation of the aorta or its proximal
branches (Fig. 1).

Recommendations in acute sight
threatening disease

Immediate action is required should someone suspect sight
threatening GCA, this also includes those with acute double

vision attributed to GCA. If intravenous glucocorticoid is
not possible, 60–100 mg oral prednisolone may be given for
up to 3 consecutive days, prior to a long-term taper (Fig. 1).
This was a conditional recommendation as only observa-
tional data is available; the majority of visual loss in GCA
occurs before initiation of glucocorticoid treatment [4].

Recommendations for long-term
management

Providing there is no return of GCA symptoms, signs or
laboratory markers of inflammation, there is a conditional
recommendation of a 12- to 18-month taper of glucocorti-
coid to cessation of therapy. Many patients require sub-
stantially longer than this, due to relapse. Glucocorticoid
toxicity is a key concern [16]. A conditional recommen-
dation was made for the use of methotrexate as a gluco-
corticoid sparing therapy in patients at high risk of
glucocorticoid toxicity or who relapse. This was made on
the basis of three historical randomized controlled trials
(RCT), where the evidence for methotrexate as a gluco-
corticoid sparing agent remains equivocal: these trials were
performed using low dose methotrexate. Other immuno-
suppressants (including azathioprine, leflunomide and
mycophenolate) have not been adequately tested in clinical
trials to permit recommendations.

There was a strong recommendation for the use of the
biologic therapy, tocilizumab, an IL-6 receptor antagonist,
in combination with a glucocorticoid taper, which is based
on two RCTs which led to regulatory approval [17, 18].
Currently a time limited duration of tocilizumab for GCA
has been approved in Scotland and by NHS England for

Fig. 1 2020 British Society for
Rheumatology Giant Cell
Arteritis guidelines infographic
summary. The key aims,
recommended tests for diagno-
sis, treatments and long-term
managment are highlighted.
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defined patient groups (relapsing or refractory GCA). At
present, in England, it is difficult to access tocilizumab
therapy for those without biopsy or imaging confirmation of
their GCA diagnosis, underlining the importance of pursu-
ing a confirmatory test.

Conclusions

Many questions remain and there is currently interest in
novel therapies targeted at different points in the immuno-
logical pathway [8, 16]. It remains to be seen which groups
benefit the most from immunomodulatory therapy and how
long treatment should last. Future predictive biomarkers are
sought to identify those who subsequently have stormy
disease course, and indeed for a very small number who
have visual loss much later in their disease course [19].

Given rheumatologists’ expertise in GCA, their experience
of using TCZ in other rheumatological conditions such as
rheumatoid arthritis and their ultrasound skills, rheumatolo-
gists are invaluable in the diagnosis and long-term manage-
ment of GCA. Ophthalmology should actively support their
rheumatology colleagues in providing quick open access to
TAB for the reduced numbers of surgeries now required for
those with or without visual symptoms of GCA.
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