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Abstract
To determine whether temporal artery biopsy (TABx) or doppler ultrasound (US) of the temporal artery is the preferred
confirmatory test for giant cell arteritis, an online survey of rheumatologists in Ontario, Canada, was conducted in 2019.
There were 71 survey respondents with an estimated survey response of 26%. Ninety percent (90%) of rheumatologists
preferred TABx, 6% preferred US, and 3% used neither ultrasound nor TABx. One respondent in the latter group preferred
MRI of the head.

Introduction

Results

Temporal artery biopsy (TABx) has long been acknowledged as the “gold standard” confirmatory test in patients with suspected giant cell arteritis (GCA).1,2,3,4,5,6
However, TABx is an invasive test with potential for facial
nerve palsy, hemorrhage, infection, untoward scarring
and rarely stroke.
In 2018 the European League Against Rheumatism (EULAR) guidelines suggested that at centres with appropriate equipment and sufficient radiologic expertise doppler
ultrasound (US) of the temporal artery or magnetic resonance imaging (MRI) may be first line investigations for
suspected GCA.7 However, others do not concur.8,9,10

In total, 71 surveys were completed in an average time of
24 seconds +/- 15 seconds. Our estimated survey response
rate was 26% (see Appendix B).
Of the 71 rheumatologists surveyed, 64 (90.1 +/6.0%)95% CI preferred TABx, four (5.6+/- 4.6%)95% CI preferred doppler ultrasound, and three (4.2+/- 3.9%)95% CI
ordered neither. One rheumatologist from the latter group
endorsed MRI head as his preferred investigation.

Materials and methods
Research ethics board approval was obtained from Michael
Garron Hospital, and the research was compliant with the
Declaration of Helsinki. The online survey was conducted
in May and June 2019.
The survey instrument was Survey Planet (surveyplanet.
com/). The survey questions are shown in Appendix A and
are available at s.surveyplanet.com/UJ2kjVmw6. The survey
software prevented double entries from the same computer or internet protocol (IP) address. Rheumatologists who
were members of the Ontario Rheumatology Association
were targeted by a mass email and invited to participate
in the survey. To maximize responses, the survey was kept
anonymous and designed to be completed in 25 seconds.
Respondents were allowed to freely text additional details,
and their email address if they desired.
The survey margin of error (c) was determined using
the calculator from www.surveysystem.com/sscalc.htm and
reported as (+/- c)95% CI with the superscript denoting a
95% confidence interval.
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Discussion
Imaging options for the work-up of GCA include doppler ultrasound of the temporal artery +/- axillary arteries, MRI, computed tomographic imaging and positron emission tomography.
As of 2019, the majority of rheumatologists in Ontario
prefer TABx to ultrasound in the work-up of GCA. EULAR
guidelines notwithstanding, a systematic review comparing
imaging and pathology showed that the hypoechoic halo
sign on temporal artery doppler ultrasound had 68% (57%,
78%)95% CI sensitivity and 81% (75%,86%)95% CI specificity
compared to a positive TABx.10 Atherosclerosis can cause
false positive halo signs on doppler ultrasound.11 The low
39% sensitivity for TABx reported in the Role of Ultrasound
Compared to Biopsy of Temporal Arteries in the Diagnosis
and Treatment of Giant Cell Arteritis (TABUL) study12 was
biased by the following: i) 7% of the TABUL biopsies did
not retrieve a temporal artery, but instead structures such
as veins, fat, muscle or nerve; and ii) 43% of the TABUL
TABx specimens were < 1 cm; and iii) The ACR classification
non-biopsy criteria were not intended for the diagnosis of
GCA. The EULAR task force conceded that TABx “should
be performed in all cases, where GCA cannot be confirmed
or excluded based on clinical, laboratory and imaging results.”13

A potential weakness of our survey is the 26% survey
response rate. However, our use of 95% confidence intervals accounts for the response rate. Furthermore, the direct
correlation between response rate and study validity has
been questioned.14
The results of this survey elucidates physician specialty
trends in the work-up of GCA, and perhaps aid in the development of future preferred practice patterns. In the future
the use of clinical prediction rules15 in conjunction with
improved imaging techniques, and perhaps genetic tests
may decrease the reliance on TABx.

Appendix A: Survey Questions
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Estimation of Survey Response Rate:
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Calculation of Survey 95% Confidence Intervals:

270 Ontario rheumatologists according to the College of
Physicians and Surgeons website.

Available at www.surveysystem.com/sscalc.htm.
64/71 rheumatologists in survey prefer TABx.
There are 270 provinically registered rheums. 95% CI is +/- 6.0%.
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