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ABSTRACT
Systemic vasculitides comprise a col-
lection of rare and heterogeneous dis-
orders capable of impacting any organ 
and system, posing a considerable bur-
den of mortality and comorbidity. As 
with previous annual reviews of this 
series, this review will offer a criti-
cal overview of the latest literature on 
pathogenesis, biomarkers, and treat-
ment options in both small- and large-
vessel vasculitis.

Introduction
Systemic vasculitides encompass a 
group of rare, chronic, and multifaceted 
disorders characterised by inflammation 
of blood vessels, with the potential to af-
fect any organ and system. These con-
ditions can be life-threatening and fre-
quently impose a substantial burden of 
disease, profoundly influencing patients’ 
long-term outcomes and quality of life. 
As in the previous annual reviews of this 
series (1, 2), we selected the most rel-
evant articles published in 2023 on this 
topic. We performed a Medline search 
of English language articles published 
in the PubMed database from 1st Janu-
ary 2023 to 31st December 2023. The 
following key words formed the data 
sources: vasculitis, giant cell arteritis 
(GCA), Takayasu’s arteritis (TAK), 
antineutrophil cytoplasmic antibodies 
(ANCA) associated vasculitis (AAV), 
microscopic polyangiitis (MPA), gran-
ulomatosis with polyangiitis (GPA), 
eosinophilic granulomatosis with poly-
angiitis (EGPA) and cryoglobulinemic 
vasculitis (CV).

New insight into large-vessel 
vasculitis
Imaging update and clinical advances
One of the major novelties of the past 
year is the publication of the update on 
the EULAR recommendations on the 

use of imaging in large-vessel vasculitis 
(LVV) in clinical practice (3), supported 
by a systematic literature review and 
meta-analysis (4). Ultrasound is now 
proposed as the first and main imaging 
modality to be used for the diagnosis of 
GCA. Moreover, data on the role of im-
aging for the monitoring of the disease 
are emerging, and a new provisional 
OMERACT ultrasonographic score, 
the OGUS score, has been developed 
(5). The score has shown sensitivity to 
change and a correlation with markers 
of disease activity (6). The use of 18F-
fluorodeoxyglucose positron emission 
tomography (FDG-PET) for the imag-
ing of cranial arteries has achieved in-
creasing interest in the past year. Thiba-
ult et al. reported on the use of this tech-
nique as a useful modality to assess both 
cranial and extra-cranial arteries with a 
limited increase in examination time 
(sensitivity 73%; specificity 97%) (7). 
An innovative approach has combined 
the use of FDG-PET with magnetic res-
onance (MR) or computed tomography 
(CT) angiography to assess the progres-
sion of disease in large-vessel vasculitis. 
The damage progression (over a period 
of 1.6 years follow-up) was infrequent 
(1% of the cohort), while baseline FDG-
PET activity was the strongest predictor 
associated with subsequent angiograph-
ic change (8). Seitz et al. investigated 
the diagnostic performance of diffusion-
weighted imaging (DWI) in comparison 
with black-blood MR(9). DWI showed 
a sensitivity of 75.9%, a specificity of 
94.2% (9). Orbital MR imaging of pa-
tients with visual symptoms revealed 
the presence of enhancement of the op-
tic nerve sheath (53%), intraconal fat 
(25%), and optic nerve/chiasm (14%). 
Notably, 38% of patients with unilat-
eral visual loss displayed MR changes 
in the contralateral eye (10). Addition-
ally, the EULAR working group recom-
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mends early imaging test for patients 
with polymyalgia rheumatica (PMR) 
suspected of having LLV. González-
Gay et al. have proposed red flags to 
help identify LLV suspicion in isolated 
PMR patients (11). During the past year, 
one of the largest observational cohorts 
ever collected, describing data on over 
1000 patients with GCA, was published 
by the Italian Society of Rheumatology 
vasculitis study group. The impact of 
age at diagnosis was assessed demon-
strating its impact on a number of clini-
cal outcomes, including the increased 
risk for ischaemic complications, an-
eurysms formation, and development 
of serious infections (12). Criteria to 
assess response to treatment in GCA 
are underway. To inform the process, 
a recent systematic literature review 
analysed the definitions used across 
randomised controlled trials (RCTs) 
and observational studies concluding 
that definitions of response to treatment 
are scant and heterogeneous. Remission 
(often combining clinical and labora-
tory definitions) and relapses were the 
most frequent treatment outcomes (13). 
To further improve the assessment of 
the multidimensional impact of GCA, 
dedicated patient reported outcomes 
(GCA-PROMs) are being tested (14). A 
number of studies have been testing the 
real-world performance of the new 2022 
ACR/EULAR classification criteria for 
GCA confirming their improved sensi-
tivity compared to the previous criteria 
(15-17). 
Similarly to GCA, recent EULAR rec-
ommendations have also addressed the 
role of imaging in TAK (3). In the light 
of the absence of new prospective data 
concerning the use of imaging in the 
management of TAK, no substantial 
changes were applied to the previous 
2018 recommendations. Avoiding the 
use of radiation, MR imaging has been 
confirmed as first imaging modality 
to detect parietal inflammation and/or 
luminal abnormalities in the diagnos-
tic process of suspected-TAK patients. 
FDG-PET, CT or ultrasound may be 
considered as alternative diagnostic 
approaches, the latter being of limited 
value for evaluating the thoracic aorta. 
Conventional angiography is not rec-
ommended for the diagnosis of TAK 

and should be considered only for end-
ovascular procedures. Since unanimous 
consensus on the definition of disease 
activity is lacking, clinical assessment 
and the differentiation between active 
disease and chronic damage represents 
a major challenge in the management of 
TAK. In a recent study, Marvisi et al. 
proposed a novel type of disease-specif-
ic activity index, the Takayasu’s Arteri-
tis Integrated Disease Index (TAIDAI), 
whose peculiarity is to reflect, through 
a hierarchical approach, the intricate 
correlation between clinical manifesta-
tions, imaging, and laboratory findings 
(sensitivity 96.3%; specificity 79.2%)
(18). Furthermore, TAIDAI significant-
ly correlated with physician and patient 
global assessment, PET Vascular Ac-
tivity Score (PETVAS), and inflamma-
tory markers. Monitoring the long-term 
course of LVV through a multi-modal 
approach may represent a promising 
modality to predict vascular progres-
sion over time. In a recent prospective, 
observational study including 50 pa-
tients with GCA and 76 patients with 
TAK, PET signs of active inflamma-
tion documented by the PETVAS score 
were identified in 66% and 50% of pa-
tients enrolled in years 2-5 and >5 years 
after diagnosis, respectively. Divergent 
patterns of vascular PET activity were 
observed between GCA and TAK, 
with higher PETVAS score reported 
in GCA compared to TAK in both the 
earlier and later phases of the disease 
(0-1 year: 22 vs. 17; p=0.004; 2-5 years: 
21 vs. 15, p<0.0001; >5 years: 18 vs. 
14; p<0.005). PETVAS score signifi-
cantly decreased throughout the disease 
course in GCA but not in TAK (19). 
Additionally, a decrease FDG uptake 
of the vessel walls could be spuriously 
associated by the use of statin therapy, 
suggesting a potential protective role on 
vascular inflammation (20). At present, 
there are no established classification or 
diagnostic criteria for clinically isolat-
ed aortitis (CIA). It remains uncertain 
whether the treatment approach for CIA 
should differ from that of patients with 
GCA or TAK. The demographic profile 
of patients, primarily comprising white 
females over 70, suggests that CIA 
might represent a smoldering or limited 
phenotype of GCA (21). 

Biomarkers and implications 
in thepathogenesis
Specific diagnostic, prognostic, and 
monitoring biomarkers other than C-
reactive protein (CRP) are still lacking 
for GCA. Last year, an Italian study 
conducted last year identified that poly-
morphism in the CRP gene, specifically 
rs1205 and rs3093068, exert an influ-
ence on GCA susceptibility and its out-
comes (22). Specifically, carriers of the 
allele T of rs1205 genotype exhibited a 
shorter glucocorticoid (GC) treatment 
duration, lower cumulative GC dose, 
and higher prevalence of long-term re-
mission (22). Conversely, carriers of 
the allele C of rs3093068 genotype dis-
played significantly higher CRP at diag-
nosis (22). Moreover, the IL6-174 G/C 
and interferon gamma polymorphisms 
were found to have no impact on the 
phenotypic expression of GCA (cranial 
or extra-cranial manifestations) (23, 
24). Results from the clinical trial GUS-
TO (NCT03745586) have reported, for 
the first time, data on untreated patients 
naive to GC (25). The trial identified 
IL-6 independent biomarkers (CCL7, 
CXCL9 and MMP12) that reflect dis-
ease activity despite CRP normalisation 
(25). Whole transcriptome analysis was 
performed to assess an in situ spatial 
profiling of molecules involved in tem-
poral artery biopsies (TABs) of patients 
with GCA. Over 12000 genes were 
found to be upregulated in the arteries, 
with differential expression according 
to different arterial layers. Interestingly, 
the immune-related functions and vas-
cular remodeling were limited to the in-
tima and media (26). A genetic approach 
was also used to estimate the proportion 
of misdiagnosis in patients with a clini-
cally confirmed diagnosis of GCA, not 
supported by TAB or imaging. Through 
HLA genotyping from 663 patients with 
GCA, the authors estimated that around 
two-thirds of TAB-negative cases and 
one-third of cases without TAB results 
may have been overdiagnosed, re-de-
fining the sensitivity of TAB up to 88% 
(27). Metabolomic studies revealed that 
distinct profiles can be identified be-
tween activity and remission in patients 
with GCA. In more detail, N-acetyl-
glycoproteins and cholines of bound 
phospholipids, could serve as predictive 
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markers of disease activity. Moreover, 
metabolic fingerprinting could be ap-
plied to discriminate between GCA and 
PMR (28). Despite the lack of recog-
nised disease-specific autoantibodies 
in GCA, a relevant role for B-cells has 
been demonstrated in the pathogenesis 
of the disease. According to the study 
from Graver et al., B-cells produce 
cytokines (e.g. IL-6, IL-1β, TNF-α, 
IL-23, YKL-40 and MMP-9) that are 
able to steer macrophages towards a 
pro-inflammatory phenotype; this ef-
fect would be reverted once remission 
is achieved (29). Extrusion of mito-
chondria can also occur in the context 
of platelet activation and neutrophil cell 
death and can be immunogenic and in-
flammatory. Plasma from GCA patients 
was demonstrated to promote increased 
mitochondrial-mediated cytokine pro-
duction, platelet activation and reduced 
clearance contributing to disease activ-
ity and inflammation (30). 
Similarly, while the T cell-mediated 
immune response has long been rec-
ognised as a central player in the im-
munopathogenesis of TAK, recent evi-
dence shed light on the potential contri-
bution of B-cells and humoral response. 
In a recent retrospective Chinese study, 
both median peripheral CD3-CD19+ 
B-cells and mean immunoglobulins G 
(IgG) were significantly higher when 
comparing patients with TAK with 
healthy controls (31). Patients with ac-
tive TAK had higher mean serum IgG 
levels compared to those in clinical 
remission. Immunosuppressive treat-
ment induced a statistically significant 
reduction of serum IgG levels, with a 
positive correlation between serum IgG 
and both inflammatory markers and dis-
ease activity clinimetric indexes, before 
and after immunosuppressive treatment 
(31). Preventing the establishment and 
progression of arterial fibrosis is a rel-
evant unmet need in TAK. The poten-
tial role of glycoprotein non-metastatic 
melanoma protein B (GPNMB) in sus-
taining TAK-related vascular fibrosis 
was recently assessed by Dai et al. (32). 
Macrophage-derived GPNMB, via 
binding with integrin αVβ1, has been 
shown to play a primary role in promot-
ing the expression of extracellular ma-
trix in the adventitial fibroblasts (32).  

GCA/TAK treatment update
Following the publication of GiACTA 
trial, tocilizumab (TCZ) has emerged as 
the primary choice for immunosuppres-
sive therapy in GCA patients, being the 
only drug approved for this condition. 
Increasing real-world data support its 
use in patients with severe or refractory 
disease or those at increased risk of GC-
related adverse effects. In a study by 
Matza et al., TCZ therapy led to long-
term remission and allowed for GC 
discontinuation in most patients, while 
maintaining  a satisfactory safety profile 
(33). As the efficacy of TCZ has been 
well-established, recent literature has 
predominantly focused on determining 
the optimal duration of immunosuppres-
sive and steroid therapy after achieving 
complete disease remission and subse-
quent tapering strategies, which remain 
an unmet need (34). A North American 
study by Samec et al. followed a large 
cohort of GCA patients treated with TCZ 
for an extended period and observed a 
relapse rate exceeding 50% after abrupt 
discontinuation following a median 
treatment duration of 16.8 months (35). 
An Italian group implemented a taper-
ing regimen involving weekly TCZ 
for the first 12 months after diagnosis, 
followed by every-other-week admin-
istration for additional 12 months be-
fore discontinuation (36). During the 
6-month follow-up after withdrawal, 
they observed a relapse rate of 26% 
(36). Given the high relapse rates asso-
ciated with early TCZ discontinuation, 
the GCA Spanish Collaborative Group 
proposed a tapering algorithm based on 
a multicentric real-life study (37). After 
achieving prolonged disease remission 
with TCZ treatment, the optimisation of 
drug administration involved reducing 
the dose or increasing the dosing inter-
val in approximately half of the patients. 
The authors observed similar remission 
rates, frequency of relapses, and oc-
currence of serious adverse events be-
tween the optimised and non-optimised 
groups, with a lower proportion of seri-
ous infections and cumulative GC doses 
in the optimised group (37). In addition 
to TCZ, other biologic immunosuppres-
sive drugs are being investigated for 
their potential application in GCA pa-
tients. Sarilumab advanced to phase 3 in 

a multicentre clinical trial that was pre-
maturely terminated due to low enrol-
ment during the COVID-19 pandemic 
(38). Although the limited available data 
showed a promising steroid-sparing ef-
fect of the 200 mg dosage and a good 
safety profile. Another GCA clinical tri-
al conducted recently involved a phase 
2 double-blind, placebo-controlled 
investigation on secukinumab (SEK) 
(39). The authors observed a 70% re-
mission rate in the SEK group com-
pared to 20% in placebo group, with 
no significant safety concerns (39). Re-
garding Janus kinase (JAK) inhibitors, 
an ongoing randomised phase 3 study 
of upadacitinib in GCA (ClinicalTri-
als.gov; NCT03725202) is currently in 
the recruitment stage (40). Additionally, 
results from a retrospective Swedish 
case series involving 15 GCA patients 
treated with baricitinib and tofacitinib 
are now available (41). These patients 
received JAK inhibitors for an average 
of 19 months, and no disease relapses 
were observed during drug administra-
tion. However, one patient experienced 
a GCA relapse one month after JAK 
inhibitor withdrawal, following a sus-
tained remission lasting more than two 
years (41). In term of safety profile, one 
pulmonary embolism and two major in-
fections were observed in patients with 
relevant prior risk factors (41). 
In the past year, the first Pan American 
League of Associations for Rheumatol-
ogy (PANLAR) guidelines for the treat-
ment of TAK were published, empha-
sising the importance of evidence-based 
approaches in managing of this condi-
tion (42). Both TNF-I and TCZ may be 
considered for inducing and maintain-
ing remission in TAK (43). According 
to ACR guidelines, TNF-I are preferred 
over TCZ in refractory TAK; in contrast, 
EULAR recommendations suggest that 
either TNF-I or TCZ could be used as 
treatment options in refractory TAK. 
A meta-analysis conducted by Kang et 
al. supported the favourable outcome 
of TCZ in refractory TAK patients, al-
though only one RCT was included in 
the review (44). Another systematic 
review with meta-analysis found simi-
lar clinical responses, angiographic sta-
bilisation, and safety profiles between 
TCZ and TNF-I based on observational 
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data (43, 45). The ACT-Bridge study as-
sessed the safety and effectiveness of a 
52-month course of subcutaneous TCZ 
therapy in a Japanese TAK cohort (46). 
Relapse was observed in 20% of pa-
tients, with disease duration of less than 
2 years significantly associated with a 
lower relapse-free proportion. In 83% 
of relapse-free patients, the GC dose at 
the last follow-up was less than 10 mg/
day, and adverse events were reported 
by 40% of patients (46). Another mul-
ticentre retrospective study observed 
complete remission in 70% of patients 
with TAK receiving TCZ for at least 3 
months (47). The risk of relapse was sig-
nificantly higher in patients on subcuta-
neous TCZ compared to intravenous 
TCZ, while safety profile was similar 
between the two groups (47). Moreo-
ver, the exploration of new therapeutic 
agents for TAK continues. The efficacy 
of SEK was compared to TNF-I in a 
prospective, open-label study involving 
53 patients refractory to two immuno-
suppressive drugs (48). The SEK group 
achieved overall response at 6 months, 
and SEK effectiveness was compa-
rable to TNF-I at 3, 6 and 48 months. 
In a real-world setting, the efficacy of 
csDMARDs in TAK patients was also 
evaluated. Results from an open-label 
RCT suggested that mycophenolate 
mofetil (MMF) might be superior to 
methotrexate (MTX) in terms of clinical 
and angiographic outcomes, despite the 
small size sample and short observation 
period (49).

Take home messages
•	 The 2023 EULAR recommendations 

provided an updated support for the 
use of imaging in LVV, strengthening 
the role of axillary ultrasound and 
FDG-PET in the diagnostic process 
of GCA and highlighting the value of 
combining different imaging modal-
ities for monitoring disease activity 
and vascular abnormalities during 
follow-up (3). 

• 	 TAIDAI is a new promising disease-
specific index aimed at incorporating 
different clinical, laboratory and im-
aging findings in patients with TAK 
(18).

• 	 Given the high relapse rates associ-
ated with early TCZ discontinuation 

in GCA, optimising drug administra-
tion by reducing the dose or increas-
ing the dosing interval may represent 
a viable strategy for managing GCA 
patients (33, 35-37). 

New insights into 
cryoglobulinaemic vasculitis 
Epidemiology and pathophysiology 
update
Cryoglobulinaemic vasculitis (CV) has 
historically been linked to hepatitis C 
virus (HCV). In a recent multicentric 
study including 450 treatment naïve 
chronic HCV patients, MC patients 
had lower levels of CD4+ and CD8+ 
compared to HCV patients without MC 
(50). It’s understood that while some 
HCV-infected patients present cryo-
globulins (CGs), but not all of them 
manifest symptoms. Conversely, some 
patients exhibit typical symptoms of 
mixed cryoglobulinaemia (MC) but do 
not have detectable CGs. It has been 
demonstrated that symptomatic patients 
without detectable cryoprecipitate ex-
hibit similar serological parameters to 
patients with circulating type II CGs 
(51). Specifically, higher average lev-
els of IgG1 and IgG3, k/λ ratio, IgM/
IgG-rheumatoid factor (RF) have been 
observed in these patients compared to 
asymptomatic HCV-patients without 
CGs (51). Moreover, considering the 
short half-life of IgG3, this observa-
tion supports the hypothesis that the 
risk of clonal expansion is higher when 
CGs are formed by two IgG subclasses, 
namely IgG1 and IgG3. It is also well 
known that the detection of CGs in rou-
tine laboratory medicine is challenging, 
requiring strict pre-analytical condi-
tions. As initial screening strategy for 
suspected cryoglobulinemia, Stoyanov 
and colleagues have demonstrated the 
effectiveness and high sensitivity of 
serum protein electrophoresis and RF 
analysis for detecting MC (52). Similar-
ly, C4 has been shown to be the strong-
est predictor of cryoglobulinemia in a 
monocentric study cohort (53). Accord-
ing to C4 concentration and RF positiv-
ity/negativity, the accuracy of CHAID 
decision tree model for predicting cryo-
globulinaemia was 82.9%. Specifically, 
the model accurately predicted the ab-
sence of CGs in patients with C4 value 

of >0.316g/L and in patients with C4 
value between 0.150 and 0.326g/L who 
were negative for RF (53). 
It is noteworthy that CGs remain de-
tectable in a substantial proportion of 
HCV-cured patients and HCV-inde-
pendent relapses of vasculitis can oc-
cur in concomitance with events such 
as infections or cancer. Recently, it has 
been demonstrated how the simultane-
ous engagement of BCR by autoantigen 
and of TLR9 by CpG drives the prolif-
eration and differentiation of CD21low 
B cell clones, providing an explana-
tion for the virus-independent survival 
of pathogenic CD21low B cell clones 
in vivo (54). Thus, in a healthy condi-
tion continual low-level stimulation by 
physiologic levels of ICs and of micro-
bial or apoptosis-related nucleic acids 
may support survival of pathogenic B 
cell clones, whereas overproduction of 
these ligands may overactivated cells 
leading to clinical relapse. 
MC can also be associated with autoim-
mune diseases, mainly Sjögren’s syn-
drome (SS). In a retrospective multicen-
tric study including systemic lupus ery-
thematosus (SLE) patients with biopsy-
proven CV, a higher prevalence of SSj 
was found compared with SLE patients 
without CV (55), highlighting the pos-
sibility of multiple causes of vasculitis. 

Clinical features and treatment update
In terms of clinical features, cryoglob-
ulinaemia may lead to life-threatening 
manifestation such as rapidly progres-
sive glomerulonephritis (RPGN), gas-
trointestinal (GI), and cardiac involve-
ment. In a Chinese cohort of HBV-relat-
ed MC, renal involvement was observed 
at a higher rate compared to previously 
described Western cohorts (56). Kidney 
biopsies revealed that endocapillary 
proliferative GN was another typical pa-
thology of HBV-related MC, in addition 
to the classic membranoproliferative 
GN (56). Furthermore, renal involve-
ment and IgG CGs have been identified 
as independent poor prognostic factors 
of cryoglobulinaemia type I in a large 
multicentre study (57).
Quartuccio et al. published the evi-
dence- and consensus-based recom-
mendations of the Italian Study Group 
of Cryoglobulinaemia (GISC) on 
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rituximab (RTX) in MC (58). An RTX-
based regimen is effective and safe for 
both severe and non-severe clinical 
manifestation of MC, and it appears to 
be successful in treating relapsing dis-
ease. RTX is equally effective in infec-
tious and non-infectious CV, although 
caution is advised in HBV patients (56, 
58). Refractory manifestations such as 
challenging ulcers and renal involve-
ment can also improve through the 
use of double filtration plasmapheresis 
technique in combination with RTX 
(59). A case report documented the ef-
ficacy of the Bruton’s tyrosine kinase 
(BTK) inhibitor, specifically Ibrutinib, 
in a refractory mixed essential cryoglo-
bulinaemia that progressed into a Wal-
denström macroglobulinaemia (WM) 
(60). The BTK inhibitor achieved com-
plete resolution of symptoms, despite 
the persistence of CGs/IgM parapro-
tein. Overall, managing monoclonal 
gammopathy and cryoglobulinaemia 
can present diagnostic and treatment 
challenges, particularly in case of un-
common manifestations (61, 62).
In general, patients with MC may be 
classified among “frail” populations 
with a high risk of disease exacerbation 
in the presence of triggering factors. A 
multicentre prospective survey study 
conducted in Italy, which included 430 
MC patients, revealed that the cumula-
tive prevalence of SARS-CoV-2 infec-
tion was higher among MC patients 
compared to the general Italian popula-
tion (11.9% vs. 8%, p<0.005) (63). Sim-
ilarly, although not statistically signifi-
cant, the COVID-19-related death rate 
was higher in MC patients compared to 
general population (5.9% vs. 2.76%). 
Moreover, MC relapses following COV-
ID-19 vaccination were observed in 5% 
of cases, with a significantly higher fre-
quency noted in essential MC compared 
to HCV-related MC (63). However, the 
prevalence of MC relapses triggered by 
vaccination was significantly lower than 
that caused by COVID-19 infection (5% 
vs. 14%, p=0.0285) (63). After the first 
two doses of vaccine, no response was 
recorded in 24% of cases. The absence 
of detectable seroconversion was ham-
pered by immunosuppressive treatment, 
i.e., recent RTX therapy and GCs. Over-
all, data showed a good risk safety of 

anti-SARS-CoV-2 vaccine in systemic 
vasculitis (64).

Take home messages
•	 Despite challenges in routine detec-

tion, serum electrophoresis, RF anal-
ysis, and C4 concentration assess-
ment offer predictive value for MC, 
even under suboptimal pre-analytical 
conditions (52). 

• 	 An RTX-based regimen is effective 
and safe for both severe and non-
severe clinical manifestation of MC, 
and it appears to be successful in 
treating relapsing disease (58).

• 	 Ibrutinib may be a therapeutical op-
tion in selected case of refractory 
mixed essential cryoglobulinaemia 
(60).

New insights into ANCA-associated 
vasculitis
Novel biomarkers and clinical 
features update
ANCAs, specifically proteinase-3 
(PR-3) and myeloperoxidase (MPO), 
are widely recognised as the hallmark 
antigens in AAV. Recent reports have 
indicated the presence of additional an-
tigens beyond PR3 and MPO that are 
associated with EGPA, expanding our 
understanding of the disease spectrum. 
In a study involving 73 EGPA patients, 
Arnold and colleagues discovered that 
6.8% of patients exhibited positivity for 
Pentraxin 3 (PTX3) and 2.7% for olfac-
tomedin 4 (OLM4) ANCA, alongside 
PR3 or MPO, further diversifying the 
antigenic profile in EGPA (65). Patients 
with PTX3-ANCA positivity had a 
higher prevalence of ENT, pulmonary, 
GI, and PNS involvement, but a lower 
prevalence of renal and CNS involve-
ment compared to PTX3-ANCA nega-
tive patients. On the other hand, patients 
with OLM4-ANCA positivity had mul-
tiorgan involvement. Assessing disease 
activity in AAV patients traditionally 
relies on ANCA titers (66), though they 
lack sensitivity and specificity. Immune 
cell activation by ANCAs necessitates 
co-ligation of IgG’s Fc and Fab frag-
ments. Altered glycosylation of the Fc 
fragment may contribute to autoim-
mune conditions like AAV. Researchers 
investigated Fc glycosylation patterns, 
finding that relapsing PR3-ANCA pa-

tients had higher Fc-bisection at di-
agnosis and decreased Fc-sialylation 
before relapse. Moreover, PR3-ANCA 
patients experiencing ANCA rise and 
subsequent relapse showed lower IgG 
Fc-fucosylation levels 9 months before 
relapse, indicating Fc glycosylation 
patterns may offer more insight into 
disease activity than ANCA titers (67). 
Additionally, a model incorporating 
calprotectin, which indicates neutrophil 
activation and is highly expressed in 
neutrophil extracellular traps (NETs), 
along with CD163, has shown prom-
ise in identifying active disease(68). 
Conversely, serum soluble interleu-
kin-7 receptor alpha (sIL-7Rα) levels 
showed an inverse correlation with 
Birmingham Vasculitis Activity Score 
(BVAS), erythrocyte sedimentation rate 
(ESR), and CRP (69). Divergent find-
ings regarding complement levels have 
surfaced. While a prior investigation 
linked hypocomplementemia, indica-
tive of alternative pathway activation, 
to diminished renal survival, a recent 
study examining sera samples from 
74 MPA patients at disease onset dis-
covered a contrasting result (70). This 
study identified high serum C4 lev-
els as potential predictive biomarkers 
for end-stage renal disease (ESRD) in 
MPA patients. Additionally, multivari-
ate analysis revealed both serum C4 
and creatinine levels as independent 
risk factors for ESRD in MPA patients. 
Consequently, stratifying patients based 
on C4 levels could prove effective in 
assessing their risk of progressing to 
ESRD (70). Tao et al. recently expanded 
our understanding of NETosis in AAV, 
particularly in GN, by studying vari-
ous genes associated with NETosis and 
constructing a NETosis Score through 
bioinformatic analysis (71). This score 
effectively distinguished between high 
and low-risk patients, with six NETosis-
related genes identified as significantly 
correlated with renal disease (71). Addi-
tionally, a new molecule, cyclophilin D 
(CypD), has been discovered to regulate 
NETosis. CypD, found in the mitochon-
drial matrix, governs the production of 
reactive oxygen species (ROS) and me-
tabolism. Studies on murine AAV mod-
els demonstrated that genetic deletion of 
CypD reduced organ damage (72). 



776 Clinical and Experimental Rheumatology 2024

Systemic vasculitis: one year in review 2024 / E. Treppo et al.

Renal involvement remains a signifi-
cant complication of AAV, with kidney 
biopsy as the gold standard for progno-
sis assessment (73, 74). ESRD is strong 
associated with histological findings 
(75). However, biopsy may not always 
be feasible or may carry risks. In a pilot 
study by Satrapova et al. urinary levels 
of five inflammation and kidney fibro-
sis biomarkers were collected from 45 
AAV patients with renal involvement at 
biopsy (76). DKK-3 and PRO-C6 levels 
predicted renal fibrosis extent, peaking 
in the sclerotic class and lowest in the 
focal class, while C3M was higher in fo-
cal classes (76). These biomarkers cor-
related with renal function at follow-up; 
higher DKK-3 and PRO-C6 levels were 
associated with worse renal function, 
while higher C3M levels correlated with 
better function. Urinary CD163 levels 
were elevated in all cases of crescen-
tic GN. Combining urinary biomarkers 
with serum creatinine distinguished bi-
opsy classes with 92.5% accuracy (76). 
Furthermore, urinary levels of various T 
cell subpopulations have been examined 
alongside proteins like MCP-1, CD163, 
and CD25 to differentiate between ac-
tive AAV and remission (77). Active re-
nal AAV patients exhibited significantly 
elevated urinary T cell counts, par-
ticularly in crescentic GN, surpassing 
MCP-1 and sCD163 in indicating active 
disease (77). Higher Treg and Th17 lev-
els correlated with treatment response, 
while increased Th17 and lacking Treg 
were associated with relapse within six 
months (77). These findings underscore 
the role of T cells in AAV-related renal 
damage and suggest potential benefits 
of IL17 blockade in identified patient 
subsets. The renal involvement in GPA 
and MPA was also correlated with se-
rum concentrations of sTyro-3 and sAxl, 
that are members of receptor protein ty-
rosine kinases (78).
Lung involvement is another intriguing 
aspect that can precede, concur and fol-
low a AAV diagnosis. In a recent study 
involving an Italian cohort, usual in-
terstitial pneumonia (UIP) emerged as 
the prevailing pattern among p-ANCA 
patients (47.7%) (79). It often precedes 
the AAV diagnosis, and the prognosis is 
typically more influenced by interstitial 
lung disease (ILD) than vasculitis. Con-

versely, non-specific interstitial pneu-
monia (NSIP) was predominantly ob-
served cases of c-ANCA positivity and 
ANCA negativity (79). It is frequently 
detected concurrently with diagnosis of 
AAV or in the course of the disease. 
Recent research has also delved into 
genetics and proteomics in the context 
of AAV. While genetics significantly in-
fluences ANCA specificity (PR3 versus 
MPO), it may have differing impacts 
than clinical classification. A study in-
volving 588 AAV patients revealed a 
robust link with the HLA-DPB1/DPA1 
locus in both male and female patients 
with PR3-ANCA positive AAV (80). 
Conversely, for MPO-ANCA positive 
AAV, a significant difference was not-
ed in association with the lead HLA-
DQB1/HLA-DQA2 locus. This asso-
ciation was notably stronger in females 
compared to males, indicating potential 
sex-related differences in AAV suscep-
tibility and genetic influences (80). In 
a study by Brick et al., analysing sam-
ples from 85 pre-symptomatic AAV 
patients, distinct cytokine profiles were 
observed in PR3-ANCA and MPO-
ANCA subgroups (81). MPO-ANCA 
positivity strongly correlated with CSF-
1, a cytokine affecting macrophage 
development, consistent with renal in-
volvement in MPO-ANCA+ patients 
(81). TNFSF14, MCP-1, and CD244 
were also identified, indicating T cell 
involvement in MPO-ANCA+ vasculi-
tis. Conversely, PR3-ANCA positivity 
inversely correlated with CXCL5 and 
DNER, suggesting potential impair-
ment in macrophage response in this 
subgroup (81). Additionally, proteom-
ics analysis of kidney specimens from 
MPO-AAV patients revealed high ex-
pression of C5-C9 in glomeruli with 
fibrinoid necrosis foci, explaining the 
therapeutic benefit of anti-complement 
therapies in this subset (82).
GPA/MPA treatment update
In the last decade, RTX has progressive-
ly replaced cyclophosphamide (CYC) 
and azathioprine (AZA) as the anchor 
drug in remission induction and mainte-
nance respectively (83). The RITAZER-
EM trial demonstrated RTX superiority 
over AZA in remission maintenance also 
following induction treatment with RTX 
itself in relapsing AAV (84). However, 

the optimal RTX administration scheme 
is still debated. Interestingly, a recent 
ancillary study of the MAINRITSAN-II 
trial showed that low 3-months plasma 
RTX concentrations are an independ-
ent risk factor for relapses, suggesting 
the potential usefulness of serum RTX 
concentration measurement in clinical 
practice (85). Furthermore, Wallace et 
al. recently developed and validated a 
new simulation model to project out-
comes of AAV remission maintenance 
treatment (86). 
Following the results of the ADVO-
CATE trial, the C5a1R inhibitor avaco-
pan is poised to revolutionise steroid-
sparing strategies in GPA and MPA 
(87). Recent recommendations suggest 
considering avacopan alongside RTX 
or CYC for remission induction, aiming 
for rapid GC tapering within one month 
(87, 88). Furthermore, post-hoc analy-
ses of the ADVOCATE trial highlighted 
a greater improvement of glomerular-
filtration-rate (eGFR) in patients with 
baseline eGFR<20ml/min and in health-
related quality of life respectively, in 
AAV patients in the avacopan arm com-
pared to those in the GC arm of the trial 
(89, 90). In addition, in a retrospective 
study on AAV-related pulmonary-renal 
syndrome, low-dose GC pulses and rap-
id tapering proved effective in inducing 
remission in all cases (91). Moreover, a 
meta-analysis confirmed that low-dose 
GC regimens are associated with a low-
er risk of infections without compromis-
ing clinical efficacy (92). 
Difficult-to-treat and refractory subsets 
of AAV, particularly localised and gran-
ulomatous forms, pose significant ther-
apeutic challenges due to high resist-
ance rates and frequent flares. A recent 
retrospective study found that patients 
with localised AAV were more often re-
fractory to RTX induction therapy (93). 
Additionally, Moroni et al. demon-
strated the effectiveness of either RTX 
or CYC in treating subglottic stenosis 
(SGS), resulting in longer relapse-free 
intervals after endoscopic dilation (94). 
FDG-PET has also shown to play a role 
in predicting progression to bronchial 
stenosis and response to treatment of 
endobronchial involvement in GPA 
(95). Furthermore, a nationwide French 
retrospective study on GPA identified 
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the presence of orbital mass as a risk 
factor for CYC induction failure in 
GPA (96). In a promising development, 
daratumumab, an anti-CD38 monoclo-
nal antibody, induced remission in two 
severe cases of AAV refractory to RTX 
and CYC treatment, suggesting poten-
tial efficacy in future clinical trials (97). 

EGPA treatment update
In recent years, the management of 
EGPA has evolved significantly due to 
the recognition of its high disease bur-
den (98). In 2023, updated recommen-
dations from EULAR refined EGPA 
management strategies (99). RTX was 
deemed a viable alternative to CYC in 
the induction regimen, particularly for 
patients with organ- or life-threatening 
manifestations. On the other hand, me-
polizumab (MEPO) emerged as a pre-
ferred option for inducing remission in 
cases of relapsing or refractory EGPA 
without severe organ involvement, and 
it was also advocated for maintenance 
therapy (99). These recommendations 
find resonance in evidence-based guide-
lines which emphasise the role of GC 
monotherapy in managing non-severe 
EGPA cases (100). 
The long-term efficacy and safety of 
MEPO 300 mg administered every 4 
weeks in EGPA have been investigated. 
An interim analysis of the MARS study, 
a 96-week Japanese trial involving 118 
patients who had been on MEPO treat-
ment for at least 96 weeks, revealed 
promising findings (101). The median 
GC dose decreased significantly from 
6.9 (prior to MEPO initiation) to 3.0 
(at baseline) and further to 2.0 mg/day 
at weeks 45-48. Notably, the proportion 
of patients able to discontinue GCs in-
creased from 8% to 32% and 38%, re-
spectively. Only 5% of patients experi-
enced EGPA relapse, and no drug-relat-
ed adverse events were reported (101). 
Similar positive outcomes were reported 
by Masumoto and colleagues (102). A 
post hoc analysis of the MIRRA trial re-
affirmed the efficacy of MEPO, even in 
the vasculitic phenotype of EGPA (103). 
The use of a low-dose MEPO regimen 
(100 mg monthly) remains a subject of 
debate in the literature, with recent stud-
ies shedding further light on this topic 
(104). However, there has been no in-

terventional study to date directly com-
paring the efficacy of low-dose versus 
conventional-dose MEPO. Alternative 
biologic agents, such as benralizumab 
(BENRA), have been explored. In a 
retrospective study conducted by the 
French Vasculitis Study Group involv-
ing EGPA patients with non-severe re-
fractory or relapsing manifestations, 
BENRA induced a complete response 
in 49% of patients (defined as BVAS=0 
and a prednisone dose ≤4 mg/day) and a 
partial response in 36% (BVAS=0 and a 
prednisone dose ≥4 mg/day), with 38% 
of patients able to discontinue GCs, 
particularly in those who were naïve to 
MEPO (105). Similarly, another retro-
spective study by the European EGPA 
Study Group showed that BENRA re-
sulted in complete response and partial 
response rates of 46.4% and 18.8%, 
respectively, after 12 months of follow-
up, with a mean prednisone dose of 2.5 
mg/day (106). However, 16% of pa-
tients reported adverse events, and 13% 
discontinued BENRA(106). A recent 
comparative study evaluating the effi-
cacy of anti-IL-5/IL-5Rα drugs in treat-
ing EGPA found that after 12 months, 
42.3% of patients treated with BENRA 
and 34.8% receiving MEPO achieved 
complete remission, with no significant 
difference observed between the two 
groups (107). Additionally, MEPO and 
BENRA have been also successfully 
used in cases of refractory eosinophilic 
fasciitis (108, 109).
Treatment options for severe asthma and 
chronic rhinosinusitis with nasal polyps 
(CRSwNP) have expanded to include 
dupilumab, which has demonstrated 
promising efficacy both in CRSwNP 
and asthma (110-112). It’s worth noting 
that case reports have linked the onset of 
EGPA to hyper-eosinophilia following 
dupilumab administration (110-112). 
In an observational multicentre study, 
dupilumab was introduced in 92% of 
cases for refractory ENT symptoms, 
with 41% of patients achieving a com-
plete response and 24% experiencing 
a partial response overall (113). Nota-
bly, EGPA relapses occurred in 31% of 
cases on dupilumab, with 88% of these 
cases associated with blood eosinophil-
ia (113). Additionally, in patients with 
asthma Kushima et al. showed that pe-

ripheral blood eosinophil count (PBEC) 
commonly increased after dupilumab 
introduction and then reduced but, when 
eosinophils continued to rise within 6 
months, a higher risk of development 
of EGPA was observed (114). Previous 
therapy with anti-IL-5/IL-5Rα drugs 
was linked to a significantly lower 
PBEC at dupilumab initiation, although 
this effect was not sustained during 
follow-up (114). Furthermore, patients 
with a PBEC above 1500 cells/μL at 3 
months after starting dupilumab exhib-
ited a higher risk of developing EGPA 
(114). It’s noteworthy that EGPA onset 
has also been reported during therapy 
with omalizumab, BENRA, and MEPO 
in asthma patients, suggesting that their 
GC-sparing effect might unmask the 
natural trajectory from asthma to EGPA 
(115). While MEPO has revolutionised 
EGPA treatment, further research is 
necessary to delineate the safety and ef-
ficacy profiles of other drugs targeting 
type 2 inflammation in EGPA.

Unmet needs in AAV
Despite the great amount of consoli-
dated evidence, there are still numer-
ous unmet needs in AAV management, 
which have been the focus of research 
efforts in 2023 (116). The AAV patients-
reported outcomes (PRO) questionnaire 
plays a complementary role alongside 
BVAS and Vasculitis Damage Index 
(VDI), capturing aspects of the patient 
experience that may not be captured by 
traditional measures (117). Studies have 
demonstrated the influence of factors 
such as sex, GC therapy, and disease 
history (e.g. disease duration, previous 
relapses) on patients’ perception of their 
disease (118-120). Furthermore, since 
AAV is a multisystemic disorder, man-
aging comorbidities, both pre-existing 
and subsequent to the diagnosis of AAV, 
is crucial (121). Severe infections re-
main the primary cause of mortality in 
AAV, especially within the first year of 
diagnosis. Recent retrospective multi-
centre studies have reinforced the asso-
ciation between low IgG levels follow-
ing remission induction treatment and 
an increased risk of severe infections. 
Older age and the use of oral GCs ap-
pear to be independent risk factors for 
hypogammaglobulinaemia after induc-
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tion treatment with RTX (122, 123). All 
these findings highlight the importance 
of implementing GC-sparing regimens 
in the management of AAV.

Take home messages
•	 GC-sparing strategies are poised to 

revolutionise the management of 
AAV (87). 

• 	 The optimal administration scheme 
for RTX in maintenance therapy for 
AAV remains a topic of debate. The 
potential usefulness of measuring 
serum RTX concentrations in clini-
cal practice has been suggested (85).

• 	 In EGPA, MEPO safety has been 
demonstrated in long-term follow-
up analyses (101-103), and BENRA 
showed a good profile of efficacy and 
safety in refractory cases (105, 106).

Conclusions
Over the past year, the field of vascu-
litis has seen a surge in new research 
contributions spanning pathogenesis, 
biomarkers, and novel treatments. 
These endeavours represent a concert-
ed effort to deepen our comprehension 
of these rare diseases, paving the way 
for more effective management strat-
egies and ultimately improving out-
comes for those affected by vasculitis.

Competing interests
C. Baldini has acted as principal inves-
tigator in RCTs promoted by GSK and 
Roche, and has received consultancies 
for GSK. The other authors have de-
clared no competing interests.

References
  1.	 LA ROCCA G, DEL FRATE G, DELVINO P et 

al.: Systemic vasculitis: one year in review 
2022. Clin Exp Rheumatol 2022; 40(4): 
673-87. https://

	 doi.org/10.55563/clinexprheumatol/ozhc85
  2.	 MORETTI M, TREPPO E, MONTI S et al.: Sys-

temic vasculitis: one year in review 2023. 
Clin Exp Rheumatol 2023; 41(4): 765-73. 
https://

	 doi.org/10.55563/clinexprheumatol/zf4daj
  3.	 DEJACO C, RAMIRO S, BOND M et al.:     

EULAR recommendations for the use of 
imaging in large vessel vasculitis in clinical 
practice: 2023 update. Ann Rheum Dis 2023 
Aug 7. 

	 https://doi.org/10.1136/ard-2023-224543
  4.	 BOSCH P, BOND M, DEJACO C et al.: Imag-

ing in diagnosis, monitoring and outcome 
prediction of large vessel vasculitis: a sys-
tematic literature review and meta-analysis 
informing the 2023 update of the EULAR 

recommendations. RMD Open 2023; 9(3): 
e003379. https://

	 doi.org/10.1136/rmdopen-2023-003379
  5.	 DEJACO C, PONTE C, MONTI S et al.: The 

provisional OMERACT ultrasonography 
score for giant cell arteritis. Ann Rheum Dis 
2023; 82(4): 556-64. 

	 https://doi.org/10.1136/ard-2022-223367
  6.	 NIELSEN BD, THERKILDSEN P, KELLER KK, 

GORMSEN LC, HANSEN IT, HAUGE EM: Ul-
trasonography in the assessment of disease 
activity in cranial and large-vessel giant 
cell arteritis: a prospective follow-up study. 
Rheumatology 2023; 62(9): 3084-94. https://

	 doi.org/10.1093/rheumatology/kead028
  7.	 THIBAULT T, DURAND-BAILLOUD B, SOU-

DRY-FAURE A et al.: PET/CT of cranial ar-
teries for a sensitive diagnosis of giant cell 
arteritis. Rheumatology 2023; 62(4): 1568-
75. https://

	 doi.org/10.1093/rheumatology/keac430
  8.	 QUINN KA, AHLMAN MA, ALESSI HD et al.: 

Association of 18F-fluorodeoxyglucose-
positron emission tomography activity with 
angiographic progression of disease in large 
vessel vasculitis. Arthritis Rheumatol 2023; 
75(1): 98-107. 

	 https://doi.org/10.1002/art.42290
  9.	 SEITZ L, BUCHER S, BÜTIKOFER L et al.: 

Diffusion-weighted magnetic resonance im-
aging for the diagnosis of giant cell arteritis - 
a comparison with T1-weighted black-blood 
imaging. Rheumatology 2023 Aug 9. https://

	 doi.org/10.1093/rheumatology/kead401
 10.	 GUGGENBERGER KV, PAVLOU A, CAO Q et 

al.: Orbital magnetic resonance imaging of 
giant cell arteritis with ocular manifesta-
tions: a systematic review and individual 
participant data meta-analysis. Eur Radiol 
2023; 33(11): 7913-22. 

	 https://doi.org/10.1007/s00330-023-09770-2
 11.	 GONZÁLEZ-GAY MA, VICENTE-RABANEDA 

EF, HERAS-RECUERO E, CASTAÑEDA S: 
Polymyalgia rheumatica: when should we 
suspect an underlying large vessel vasculi-
tis? Clin Exp Rheumatol 2023; 41(4): 774-6. 
https://

	 doi.org/10.55563/clinexprheumatol/3bozph
 12.	 MONTI S, MILANESI A, KLERSY C et al.: Age 

at diagnosis influences the clinical pheno-
type, treatment strategies and outcomes in 
patients with giant cell arteritis: results from 
the observational GCAGE study on a large 
cohort of 1004 patients. Ann Rheum Dis 
2023; 82(8): 1098-106. 

	 https://doi.org/10.1136/ard-2023-223895
 13.	 SANCHEZ-ALVAREZ C, BOND M, SOOWAM-

BER M et al.: Measuring treatment outcomes 
and change in disease activity in giant cell 
arteritis: a systematic literature review in-
forming the development of the EULAR-
ACR response criteria on behalf of the 
EULAR-ACR response criteria in giant cell 
arteritis task force. RMD Open 2023; 9(2): 
e003233. https://

	 doi.org/10.1136/rmdopen-2023-003233
 14.	 EL MIEDANY Y, EL GAAFARY M, TOTH M 

et al.: Beyond the symptoms: Personalizing 
giant cell arteritis care through multidimen-
sional patient reported outcome measure. 
Semin Arthritis Rheum 2023; 63: 152285. 
https://

	 doi.org/10.1016/j.semarthrit.2023.152285
 15.	 MOLINA-COLLADA J, CASTREJÓN I, MON-

JO I et al.: Performance of the 2022 ACR/
EULAR giant cell arteritis classification cri-
teria for diagnosis in patients with suspected 
giant cell arteritis in routine clinical care. 
RMD Open 2023; 9(2): e002970. https://

	 doi.org/10.1136/rmdopen-2022-002970
 16.	 NARVÁEZ J, ESTRADA P, VIDAL-MONTAL 

P, NOLLA JM: Performance of the new 2022 
ACR/EULAR classification criteria for giant 
cell arteritis in clinical practice in relation 
to its clinical phenotypes. Autoimmun Rev 
2023; 22(10): 103413. https://

	 doi.org/10.1016/j.autrev.2023.103413
 17.	 NIEUWLAND M VAN, BON L VAN, VER-

MEER M, BROUWER E, ALVES C: External 
validation of the 2022 ACR/EULAR classifi-
cation criteria in patients with suspected gi-
ant cell arteritis in a Dutch fast-track clinic. 
RMD Open 2023; 9(3): e003080. https://

	 doi.org/10.1136/rmdopen-2023-003080
 18.	 MARVISI C, BOLEK EC, AHLMAN MA et al.: 

Development of the Takayasu Arteritis In-
tegrated Disease Activity Index. Arthritis 
Care Res 2024; 76(4): 531-40. 

	 https://doi.org/10.1002/acr.25275
 19.	 ALESSI HD, QUINN KA, AHLMAN MA et al.: 

Longitudinal characterization of vascular in-
flammation and disease activity in takayasu 
arteritis and giant cell arteritis: a single-
center prospective study. Arthritis Care Res 
2023; 75(6): 1362-70. 

	 https://doi.org/10.1002/acr.24976
 20.	 IANNUZZI F, HYSA E, CAMELLINO D et al.: 

Do statins decrease vascular inflammation 
in patients at risk for large-vessel vasculi-
tis? A retrospective observational study with 
FDG-PET/CT in polymyalgia rheumatica, 
giant cell arteritis and fever of unknown ori-
gin. Clin Exp Rheumatol 2023; 41(4): 812-
20. https://

	 doi.org/10.55563/clinexprheumatol/uq9p1q
 21.	 KAYMAKCI M, ELFISHAWI M, LANGENFELD 

HE et al.: The epidemiology of pathologically 
confirmed clinically isolated aortitis: a North 
American population-based study. Clin Exp 
Rheumatol 2023; 41(4): 956-60. https://

	 doi.org/10.55563/clinexprheumatol/3vdshi
 22.	 BOIARDI L, FARNETTI E, MACCHIONI P et 

al.: C-reactive protein gene polymorphisms 
influence susceptibility and outcomes of 
biopsy-proven giant cell arteritis in Italian 
patients. Clin Exp Rheumatol 2024; 42(4): 
804-11. https://

	 doi.org/10.55563/clinexprheumatol/z40y02
 23.	 GENRE F, PRIETO-PEÑA D, PULITO-CUETO 

V et al.: Cranial and extracranial giant cell 
arteritis do not exhibit differences in the IL6 
-174 G/C gene polymorphism. Clin Exp 
Rheumatol 2023; 41(4): 910-5. https://

	 doi.org/10.55563/clinexprheumatol/cbjnmo
 24.	 PRIETO-PEÑA D, GENRE F, PULITO-CUETO 

V et al.: Cranial and extracranial large-vessel 
giant cell arteritis share a genetic pattern of 
interferon-gamma pathway. Clin Exp Rheu-
matol 2023; 41(4): 864-9. https://

	 doi.org/10.55563/clinexprheumatol/3cqh12
 25.	 CHRIST L, GLOOR AD, KOLLERT F et al.: 

Serum proteomics in giant cell arteritis in 
response to a three-day pulse of glucocorti-
coid followed by tocilizumab monotherapy 



779Clinical and Experimental Rheumatology 2024

Systemic vasculitis: one year in review 2024 / E. Treppo et al.

(the GUSTO trial). Front Immunol 2023; 
14: 1165758. https://

	 doi.org/10.3389/fimmu.2023.1165758
 26.	 PARREAU S, MOLINA E, DUMONTEIL S et 

al.: Use of high-plex data provides novel in-
sights into the temporal artery processes of 
giant cell arteritis. Front Immunol 2023; 14: 
1237986. https://

	 doi.org/10.3389/fimmu.2023.1237986
 27.	 CHATZIGEORGIOU C, BARRETT JH, MAR-

TIN J et al.: Estimating overdiagnosis in 
giant cell arteritis diagnostic pathways us-
ing genetic data: genetic association study. 
Rheumatology 2023 Dec 4. https://

	 doi.org/10.1093/rheumatology/kead643
 28.	 ILIOU A, ARGYROPOULOU OD, PALAMIDAS 

DA et  al.: NMR-based metabolomics in gi-
ant cell arteritis and polymyalgia rheumatica 
sequential sera differentiates active and in-
active disease. Rheumatology 2023 Nov 3. 
https://

	 doi.org/10.1093/rheumatology/kead590
 29.	 GRAVER JC, JIEMY WF, ALTULEA DHA et al.: 

Cytokine producing B-cells and their capa-
bility to polarize macrophages in giant cell 
arteritis. J Autoimmun 2023; 140: 103111. 
https://doi.org/10.1016/j.jaut.2023.103111

 30.	 MICHAILIDOU D, GRAYSON PC, HERMAN-
SON P et al.: Mitochondrial-mediated inflam-
mation and platelet activation in giant cell 
arteritis. Clin Immunol 2023; 255: 109746. 

	 https://doi.org/10.1016/j.clim.2023.109746
 31.	 CI W, LI T, DU J et al.: Characteristics of B 

cells and immunoglobulin profile in Ta-
kayasu’s arteritis. Clin Exp Rheumatol 2023; 
41(4): 870-8. https://

	 doi.org/10.55563/clinexprheumatol/98s4q1
 32.	 DAI X, SUN Y, MA L et al.: A novel molecular 

mechanism of vascular fibrosis in Takayasu 
arteritis: macrophage-derived GPNMB pro-
moting adventitial fibroblast extracellular 
matrix production in the aorta. Transl Res J 
Lab Clin Med 2023; 255: 128-39. 

	 https://doi.org/10.1016/j.trsl.2022.12.004
 33.	 MATZA MA, DAGINCOURT N, MOHAN SV 

et al.: Outcomes during and after long-term 
tocilizumab treatment in patients with gi-
ant cell arteritis. RMD Open 2023; 9(2): 
e002923. https://

	 doi.org/10.1136/rmdopen-2022-002923
 34.	 KAYMAKCI M, WARRINGTON KJ: Tociliz-

umab for giant cell arteritis: what is optimal? 
Clin Exp Rheumatol 2023; 41(4): 777-9. 

	 https://
	 doi.org/10.55563/clinexprheumatol/u5tnbs
 35.	 SAMEC MJ, RAKHOLIYA J, LANGENFELD H 

et al.: Relapse risk and safety of long-term 
tocilizumab use among patients with gi-
ant cell arteritis: a single-enterprise cohort 
study. J Rheumatol 2023; 50(10): 1310-7. 

	 https://doi.org/10.3899/jrheum.2022-1214
 36.	 TOMELLERI A, CAMPOCHIARO C, FARINA 

N et al.: Effectiveness of a two-year tapered 
course of tocilizumab in patients with gi-
ant cell arteritis: A single-centre prospec-
tive study. Semin Arthritis Rheum 2023; 59: 
152174. https://

	 doi.org/10.1016/j.semarthrit.2023.152174
 37.	 CALDERÓN-GOERCKE M, LORICERA J, MO-

RIANO C et al.: Optimisation of tocilizumab 
therapy in giant cell arteritis. A multicentre 
real-life study of 471 patients. Clin Exp 
Rheumatol 2023; 41(4): 829-36. https://

	 doi.org/10.55563/clinexprheumatol/oqs8u9
 38.	 SCHMIDT WA, DASGUPTA B, SLOANE J et 

al.: A phase 3 randomized, double-blind, 
placebo-controlled study to evaluate the effi-
cacy and safety of sarilumab in patients with 
giant cell arteritis. Arthritis Res Ther 2023; 
25(1): 199. 

	 https://doi.org/10.1186/s13075-023-03177-6
 39.	 VENHOFF N, SCHMIDT WA, BERGNER R et 

al.: Safety and efficacy of secukinumab in 
patients with giant cell arteritis (TitAIN): 
a randomised, double-blind, placebo-con-
trolled, phase 2 trial. Lancet Rheumatol 
2023; 5(6): e341-e350. https://

	 doi.org/10.1016/S2665-9913(23)00101-7
 40.	 BONACINI M, ROSSI A, FERRIGNO I, MU-

RATORE F, SALVARANI C, CROCI S: The 
importance of defining which Janus kinases 
are activated in giant cell arteritis. Clin Exp 
Rheumatol 2023; 41(4): 784-6. https://

	 doi.org/10.55563/clinexprheumatol/u7elc2
 41.	 ERIKSSON P, SKOGLUND O, HEMGREN C, 

SJÖWALL C: Clinical experience and safety 
of Janus kinase inhibitors in giant cell arteri-
tis: a retrospective case series from Sweden. 
Front Immunol 2023; 14: 1187584. https://

	 doi.org/10.3389/fimmu.2023.1187584
 42.	 DE SOUZA AWS, SATO EI, BRANCE ML et 

al.: Pan American League of Associations 
for Rheumatology Guidelines for the Treat-
ment of Takayasu Arteritis. J Clin Rheuma-
tol 2023; 29(7): 316-25. https:/

	 doi.org/10.1097/rhu.0000000000002004
 43. MARVISI C, RICORDI C, GALLI E et al.:     

Pros and cons of TNF inhibitors and toci-
lizumab in the treatment of large-vessel 
vasculitis. Clin Exp Rheumatol 2023; 41(4): 
975-81. https://

	 doi.org/10.55563/clinexprheumatol/cj4ea8
 44.	 KANG L, LIU Y, LUO Z et al.: Systematic 

review and meta-analysis of the current lit-
erature on tocilizumab in patients with re-
fractory Takayasu arteritis. Front Immunol 
2023; 14: 1084558. https://

	 doi.org/10.3389/fimmu.2023.1084558
 45.	 MISRA DP, SINGH K, RATHORE U et al.:     

The effectiveness of tocilizumab and its 
comparison with tumor necrosis factor al-
pha inhibitors for Takayasu arteritis: a sys-
tematic review and meta-analysis. Autoim-
mun Rev 2023; 22(3): 103275. 

	 https://doi.org/10.1016/j.autrev.2023.103275
 46.	 HARIGAI M, MIYAMAE T, HASHIMOTO H, 

YOSHI DA A, YAMASHITA K, NAKAOKA Y: 
A multicentre, large-scale, observational 
study of tocilizumab in patients with Ta-
kayasu arteritis in Japan: The ACTEMRA® 
(ACT)-Bridge study. Mod Rheumatol 2023; 
33(5): 998-1006. 

	 https://doi.org/10.1093/mr/roac099
 47.	 MEKINIAN A, BIARD L, LORENZO D et al.: 

Intravenous versus subcutaneous tocili-
zumab in Takayasu arteritis: multicentre 
retrospective study. RMD Open 2023; 9(2): 
e002830. https://

	 doi.org/10.1136/rmdopen-2022-002830
 48.	 TIAN X, LI M, JIANG N et al.: Compara-

tive efficacy of secukinumab versus tumor 
necrosis factor inhibitors for the treatment 
of Takayasu arteritis. Arthritis Rheumatol 
2023; 75(8): 1415-23. 

	 https://doi.org/10.1002/art.42496
 49.	 PADIYAR S, DANDA D, GOEL R et al.:     

Clinical and angiographic outcomes of my-
cophenolate versus methotrexate in South 
Asian patients of Takayasu arteritis: Re-
sults from an open-label, outcome-assessor 
blinded randomized controlled trial. Mod 
Rheumatol 2023; 34(1): 175-81. 

	 https://doi.org/10.1093/mr/roac157
 50.	 ABDEL-SAMIEE M, YOUSSEF MI, ELGHAM-

RY F et al.: A multicentric and nationwide 
predictive study role of T cell sub-popu-
lation in the prevalence and prognosis of 
cryoglobulinemia among genotype 4 chron-
ic hepatitis C patients. J Med Virol 2023; 
95(12): e29248. 

	 https://doi.org/10.1002/jmv.29248
 51.	 NAPODANO C, CIASCA G, CHIUSOLO P et 

al.: Serological and molecular characteri-
zation of hepatitis c virus-related cryoglo-
bulinemic vasculitis in patients without 
cryoprecipitate. Int J Mol Sci 2023; 24(14): 
11602. 

	 https://doi.org/10.3390/ijms241411602
 52.	 STOYANOV A, TOONG C, KONG Y, CHEN R, 

UR RIOLA N: Serum protein electrophoresis 
and rheumatoid factor analysis is an effec-
tive screening strategy for cryoglobulinae-
mia. Pathology 2023; 55(3): 391-6. 

	 https://doi.org/10.1016/j.pathol.2022.09.004
 53.	 OGRIČ M, ŠVEC T, POLJŠAK KM et al.:       

Insights into the immunological description 
of cryoglobulins with regard to detection 
and characterization in Slovenian rheumato-
logical patients. Immunol Res 2023 Nov 23. 

	 https://doi.org/10.1007/s12026-023-09434-9
 54.	 DEL PADRE M, MARRAPODI R, MINAFÒ YA 

et al.: Dual stimulation by autoantigen and 
CpG fosters the proliferation of exhausted 
rheumatoid factor-specific CD21low B cells 
in hepatitis C virus-cured mixed cryoglobu-
linemia. Front Immunol 2023; 14: 1094871. 

	 https://doi.org/10.3389/fimmu.2023.1094871
 55.	 BREILLAT P, JACHIET M, DITCHI Y et al.: 

Cutaneous vasculitis occurring in the setting 
of systemic lupus erythematosus: a multi-
centre cohort study. Rheumatology 2023; 
62(6): 2189-96. https://

	 doi.org/10.1093/rheumatology/keac566
 56.	 HAN HX, SU W, ZHOU DB, LI J, CAO XX: 

Hepatitis B virus-related cryoglobulinemia: 
Clinical characteristics, virological features, 
and treatment. Virus Res 2023; 336: 199212. 

	 https://doi.org/10.1016/j.virusres.2023.199212
 57.	 GHEMBAZA A, BOLETO G, BOMMELAER 

M et al.: Prognosis and long-term outcomes 
in type I cryoglobulinemia: A multicenter 
study of 168 patients. Am J Hematol 2023; 
98(7):1080-6.

	 https://doi.org/10.1002/ajh.26944
 58.	 QUARTUCCIO L, BORTOLUZZI A, SCIRÈ CA 

et al.: Management of mixed cryoglobuline-
mia with rituximab: evidence and consen-
sus-based recommendations from the Italian 
Study Group of Cryoglobulinemia (GISC). 
Clin Rheumatol 2023; 42(2): 359-70. 

	 https://doi.org/10.1007/s10067-022-06391-w
 59.	 NACIRI BENNANI H, BANZA AT, TERREC F 

et al.: Cryoglobulinemia and double-filtra-
tion plasmapheresis: personal experience 
and literature review. Ther Apher Dial 2023; 
27(1): 159-69. 

	 https://doi.org/10.1111/1744-9987.13885
 60.	 JAMALI H, WU D, SOMA L, LINENBERGER 

M, WENER MH, SILBERSTEIN L: Ibrutinib 



780 Clinical and Experimental Rheumatology 2024

Systemic vasculitis: one year in review 2024 / E. Treppo et al.

response in a patient with refractory mixed 
essential cryoglobulinemia. EJHaem 2023; 
4(2): 499-500. 

	 https://doi.org/10.1002/jha2.686
 61.	 ASHRUF OS, MIRZAI S, GEORGE LL, ANWER 

F: Beyond monoclonal gammopathy of un-
determined significance, clinical spectrum 
of immunoglobulin M gammopathy: a case 
series with focus on the diagnostic and man-
agement challenges. Int J Hematol Oncol 
2023; 12(2): IJH44. 

	 https://doi.org/10.2217/ijh-2022-0006
 62.	 SAEED B, OMAR SA, JONES R, HAAS CJ: 

Light chain myeloma precipitating cryo-
globulinemic vasculitis. J Community Hosp 
Intern Med Perspect 2023; 13(1): 42-47. 

	 https://doi.org/10.55729/2000-9666.1143
 63.	 GRAGNANI L, VISENTINI M, LORINI S et 

al.: COVID-19 and mixed cryoglobuline-
mia syndrome: long-term survey study on 
the prevalence and outcome, vaccine safety, 
and immunogenicity. J Clin Immunol 2023; 
43(4): 680-91. 

	 https://doi.org/10.1007/s10875-023-01444-4
 64.	 SIMONCELLI E, CONTICINI E, COLAFRAN-

CESCO S et al.: Multicentre case-control 
study evaluating the safety of anti-SARS-
CoV-2 vaccines in a cohort of patients with 
systemic vasculitis. Clin Exp Rheumatol 
2023; 41(4): 922-7. https://

	 doi.org/10.55563/clinexprheumatol/if8nka
 65.	 ARNOLD S, MAHRHOLD J, KERSTEIN-STAE-

HLE A et al.: Spectrum of ANCA-specifici-
ties in eosinophilic granulomatosis with pol-
yangiitis. A retrospective multicentre study. 
Clin Exp Rheumatol 2023; 41(4): 936-42. 
https://

	 doi.org/10.55563/clinexprheumatol/299yme
 66.	 JIANG C, LIU J, WANG H et al.: Anti-neu-

trophil cytoplasmic antibody patterns can 
predict clinical relapse in ANCA-associated 
vasculitis: overall population and subgroups. 
Clin Exp Rheumatol 2023; 41(4): 848-55. 
https://

	 doi.org/10.55563/clinexprheumatol/087jdd
 67.	 WOJCIK I, WUHRER M, HEERINGA P, 

STEGEMAN CA, RUTGERS A, FALCK D: 
Specific IgG glycosylation differences pre-
cede relapse in PR3-ANCA associated vas-
culitis patients with and without ANCA rise. 
Front Immunol 2023; 14: 1214945. https://

	 doi.org/10.3389/fimmu.2023.1214945
 68.	 ANTON-PAMPOLS P, MARTÍNEZ VALEN-

ZUELA L, FERNÁNDEZ LORENTE L et al.: 
Combining neutrophil and macrophage bio-
markers to detect active disease in ANCA 
vasculitis: a combinatory model of calpro-
tectin and urine CD163. Clin Kidney J 2023; 
16(4): 693-700. 

	 https://doi.org/10.1093/ckj/sfac257
 69.	 YOON T, PYO JY, AHN SS, SONG JJ, PARK 

YB, LEE SW: Serum soluble interleukin-7 
receptor alpha levels are negatively corre-
lated with the simultaneous activity of anti-
neutrophil cytoplasmic antibody-associated 
vasculitis. Clin Exp Rheumatol 2023; 41(4): 
879-86. https://

	 doi.org/10.55563/clinexprheumatol/xi77r8
 70.	 MATSUDA S, OE K, KOTANI T et al.: Serum 

complement C4 levels are a useful biomark-
er for predicting end-stage renal disease 
in microscopic polyangiitis. Int J Mol Sci 
2023; 24(19): 14436. 

	 https://doi.org/10.3390/ijms241914436
 71.	 TAO M, HE Y, LI L et al.: Identification and 

validation of immune-associated NETosis 
subtypes and biomarkers in anti-neutro-
phil cytoplasmic antibody associated glo-
merulonephritis. Front Immunol 2023; 14: 
1177968. https://

	 doi.org/10.3389/fimmu.2023.1177968
 72.	 KUDO T, NAKAZAWA D, WATANABE-KUSU-

NOKI K et al.: Regulation of NETosis and 
Inflammation by cyclophilin D in myelo-
peroxidase-positive antineutrophil cytoplas-
mic antibody-associated vasculitis. Arthritis 
Rheumatol 2023; 75(1): 71-83. 

	 https://doi.org/10.1002/art.42314
 73.	 LOCATELLI L, CALATRONI M, REGGIANI 

F et al.: Long-term kidney outcome of pa-
tients with rheumatological diseases and an-
tineutrophil cytoplasmic antibody-glomer-
ulonephritis: comparison with a primitive 
ANCA-glomerulonephritis cohort. Clin Exp 
Rheumatol 2023; 41(4): 856-63. https://

	 doi.org/10.55563/clinexprheumatol/csk834
 74.	 COHEN SP, WODARCYK AJ, WONG A et al.: 

Impact of concurrent glomerulonephritis on 
outcomes of diffuse alveolar haemorrhage 
in antineutrophil cytoplasmic antibody-
associated vasculitis. Clin Exp Rheumatol 
2024; 42(4): 812-6. https://

	 doi.org/10.55563/clinexprheumatol/s9su9e
 75.	 KONG W, NI A, WANG M et al.: The predic-

tive value of Berden’s classification versus 
renal risk score for renal survival of Chinese 
patients with myeloperoxidase-anti-neutro-
phil cytoplasmic antibody-associated glo-
merulonephritis. Clin Exp Rheumatol 2023; 
41(4): 893-901. https://

	 doi.org/10.55563/clinexprheumatol/ozkrr0
 76.	 SATRAPOVA V, SPARDING N, GENOVESE F 

et al.: Biomarkers of fibrosis, kidney tissue 
injury and inflammation may predict severity 
and outcome of renal ANCA-associated vas-
culitis. Front Immunol 2023; 14: 1122972. 

	 https://doi.org/10.3389/fimmu.2023.1122972
 77.	 SONNEMANN J, KLOCKE J, BIERINGER M 

et al.: Urinary T cells identify renal anti-
neutrophil cytoplasmic antibody-associated 
vasculitis and predict prognosis: a proof-of-
concept study. Kidney Int Rep 2023; 8(4): 
871-83. 

	 https://doi.org/10.1016/j.ekir.2023.01.013
 78.	 LEE TG, YOON T, KO E et al.: Soluble Tyro-3 

and Axl may reflect the current activity and 
renal involvement in patients with micro-
scopic polyangiitis and granulomatosis with 
polyangiitis. Clin Exp Rheumatol 2023; 
41(4): 948-55. https://

	 doi.org/10.55563/clinexprheumatol/6pltaf
 79.	 MANFREDI A, CASSONE G, IZZO R et al.: 

Interstitial lung disease in microscopic poly-
angiitis and granulomatosis with polyangii-
tis: demographic, clinical, serological and ra-
diological features of an Italian cohort from 
the Italian Society for Rheumatology. Clin 
Exp Rheumatol 2023; 41(4): 821-8. https://

	 doi.org/10.55563/clinexprheumatol/xu4hmh
 80.	 EKMAN D, SENNBLAD B, KNIGHT A et al.: 

Stratified genetic analysis reveals sex differ-
ences in MPO-ANCA-associated vasculitis. 
Rheumatology 2023; 62(9): 3213-8. https://

	 doi.org/10.1093/rheumatology/kead152
 81.	 BRINK M, BERGLIN E, MOHAMMAD AJ et 

al.: Protein profiling in presymptomatic indi-

viduals separates myeloperoxidase-antineu-
trophil cytoplasmic antibody and proteinase 
3-antineutrophil cytoplasmic antibody vas-
culitides. Arthritis Rheumatol 2023; 75(6): 
996-1006. https://doi.org/10.1002/art.42425

 82.	 SETHI A, GRANDE J, SPECKS U, FERVENZA 
FC: Proteomic profile of uninvolved versus 
crescentic glomeruli in MPO-ANCA-asso-
ciated vasculitis. Clin Kidney J 2023; 16(7): 
1180-2. https://doi.org/10.1093/ckj/sfad030

 83.	 WALLACE ZS, FU X, COOK C et al.: Com-
parative effectiveness of rituximab- versus 
cyclophosphamide-based remission induc-
tion strategies in antineutrophil cytoplasmic 
antibody-associated vasculitis for the risk of 
kidney failure and mortality. Arthritis Rheu-
matol 2023; 75(9): 1599-1607. 

	 https://doi.org/10.1002/art.42515
 84.	 SMITH RM, JONES RB, SPECKS U et al.: 

Rituximab versus azathioprine for mainte-
nance of remission for patients with ANCA-
associated vasculitis and relapsing disease: 
an international randomised controlled trial. 
Ann Rheum Dis 2023; 82(7): 937-44. 

	 https://doi.org/10.1136/ard-2022-223559
 85.	 KHOUDOUR N, DELESTRE F, JABOT-HANIN 

F et al.: Association between plasma rituxi-
mab concentration and the risk of major 
relapse in antineutrophil cytoplasmic anti-
body-associated vasculitides during rituxi-
mab maintenance therapy. Arthritis Rheu-
matol 2023; 75(11): 2003-13. 

	 https://doi.org/10.1002/art.42556
 86.	 WALLACE ZS, STONE JH, FU X et al.:         

Development and validation of a simulation 
model for treatment to maintain remission 
in antineutrophil cytoplasmic antibody-as-
sociated vasculitis. Arthritis Care Res 2023; 
75(9): 1976-85. 

	 https://doi.org/10.1002/acr.25088
 87.	 QUARTUCCIO L, TREPPO E, ALBERICI F: 

The paradigm shift in ANCA-associated 
vasculitis: prime time for the complement 
targeting. Rheumatology 2023; 62(8): 2633-
4. https://

	 doi.org/10.1093/rheumatology/kead188
 88.	 TURGEON D, BAKOWSKY V, BALDWIN C et 

al.: CanVasc consensus recommendations 
for the use of avacopan in antineutrophil 
cytoplasm antibody-associated vasculitis: 
2022 addendum. Rheumatology 2023; 62(8): 
2646-51. https://

	 doi.org/10.1093/rheumatology/kead087
 89.	 CORTAZAR FB, NILES JL, JAYNE DRW et 

al.: renal recovery for patients with ANCA-
associated vasculitis and low eGFR in the 
ADVOCATE trial of Avacopan. Kidney Int 
Rep 2023; 8(4): 860-70. 

	 https://doi.org/10.1016/j.ekir.2023.01.039
 90.	 STRAND V, JAYNE DRW, HOROMANSKI A et 

al.: The impact of treatment with avacopan 
on health-related quality of life in antineu-
trophil cytoplasmic antibody-associated 
vasculitis: a post-hoc analysis of data from 
the ADVOCATE trial. Lancet Rheumatol 
2023; 5(8): e451-e460. https://

	 doi.org/10.1016/S2665-9913(23)00092-9
 91.	 GÓMEZ-CARBALLO C, SOTO-PELETEIRO 

A, OLMO-VELASCO M, BUENO L, RUIZ-
ARRUZA I, RUIZ-IRASTORZA G: ANCA-as-
sociated pulmonary-renal syndrome treated 
with cyclophosphamide, rituximab, repeated 
methyl-prednisolone pulses and a reduced 



781Clinical and Experimental Rheumatology 2024

Systemic vasculitis: one year in review 2024 / E. Treppo et al.

oral glucocorticoid regime: an observational 
study. Clin Exp Rheumatol 2023; 41(4): 928-
35. https://

	 doi.org/10.55563/clinexprheumatol/z39rsu
 92.	 ALCHI MB, LEVER R, FLOSSMANN O, 

JAYNE D: Efficacy and safety of low- ver-
sus high-dose glucocorticoid regimens for 
induction of remission of anti-neutrophil 
cytoplasm antibody-associated vasculitis: a 
systematic review and meta-analysis. Scand 
J Rheumatol 2023; 52(5): 564-73. https://

	 doi.org/10.1080/03009742.2023.2211387
 93.	 MACHET T, QUÉMENEUR T, LEDOULT E et 

al.: Rituximab resistance at 3months of in-
duction therapy in newly diagnosed or relaps-
ing ANCA-associated vasculitis: A French 
multicentre retrospective study in 116 pa-
tients. Joint Bone Spine 2023; 90(5): 105591. 

	 https://doi.org/10.1016/j.jbspin.2023.105591
 94.	 MORONI L, GIUDICE L, LANZILLOTTA M et 

al.: Role of systemic immunosuppression on 
subglottic stenosis in granulomatosis with 
polyangiitis: Analysis of a single-centre co-
hort. Eur J Intern Med 2023; 114: 108-12. 

	 https://doi.org/10.1016/j.ejim.2023.05.006
 95.	 MAGRO-CHECA C, LAURENS ST, GOUD-

KADE D, NOBEL-HOFF GEAJ, MOSTARD 
RLM: 18F-fluorodeoxyglucose positron emis-
sion tomography for the assessment of endo-
bronchial involvement in granulomatosis 
with polyangiitis. Clin Exp Rheumatol 2023; 
41(4): 961-3. https://

	 doi.org/10.55563/clinexprheumatol/szc6ma
 96.	 SORIN B, IUDICI M, GUERRY MJ et al.:        

Induction failure in granulomatosis with 
polyangiitis: a nationwide case-control study 
of risk factors and outcomes. Rheumatology 
2023; 62(11): 3662-71. https://

	 doi.org/10.1093/rheumatology/kead098
 97.	 OSTENDORF L, BURNS M, WAGNER DL et 

al.: Daratumumab for the treatment of re-
fractory ANCA-associated vasculitis. RMD 
Open 2023; 9(1): e002742. https://

	 doi.org/10.1136/rmdopen-2022-002742
 98.	 SILVER J, DEB A, PACKNETT E, McMOR-

ROW D, MORROW C, BOGART M: Charac-
teristics and disease burden of patients with 
eosinophilic granulomatosis with polyangii-
tis initiating mepolizumab in the United 
States. J Clin Rheumatol 2023; 29(8): 381-
7. https://

	 doi.org/10.1097/rhu.0000000000002033
 99.	 HELLMICH B, SANCHEZ-ALAMO B, 

SCHIRMER JH et al.: EULAR recommenda-
tions for the management of ANCA-asso-
ciated vasculitis: 2022 update. Ann Rheum 
Dis 2024; 83(1): 30-47. 

	 https://doi.org/10.1136/ard-2022-223764
100.	EMMI G, BETTIOL A, GELAIN E et al.:       

Evidence-based guideline for the diagnosis 
and management of eosinophilic granulo-
matosis with polyangiitis. Nat Rev Rheuma-
tol 2023; 19(6): 378-93. https://

	 doi.org/10.1038/s41584-023-00958-w
101.	ISHII T, KUNISHIGE H, KOBAYASHI T et 

al.: Real-world safety and effectiveness of 
mepolizumab for patients with eosinophilic 
granulomatosis with polyangiitis (EGPA) 
in Japan: 48-week interim analysis of the 
MARS study. Mod Rheumatol 2023 Dec 8. 

	 https://doi.org/10.1093/mr/road109
102.	MASUMOTO N, OSHIKATA C, NAKADEGA-

WA R et al.: Long-term mepolizumab treat-

ment reduces relapse rates in super-respond-
ers with eosinophilic granulomatosis with 
polyangiitis. Allergy Asthma Clin Immunol 
2023; 19(1): 40. 

	 https://doi.org/10.1186/s13223-023-00801-7
103.	TERRIER B, JAYNE DRW, HELLMICH B et al.: 

Clinical benefit of mepolizumab in eosino-
philic granulomatosis with polyangiitis for 
patients with and without a vasculitic phe-
notype. ACR Open Rheumatol 2023; 5(7): 
354-63. https://doi.org/10.1002/acr2.11571

104.	CAN BOSTAN O, DURAN E, TUNCAY G et al.: 
Sinonasal and respiratory outcomes of eo-
sinophilic granulomatosis with polyangiitis 
patients receiving 100 mg mepolizumab in 
real-life clinical practice: 1-year follow up 
study. J Asthma 2023; 60(5): 931-7. https://

	 doi.org/10.1080/02770903.2022.2109165
105.	COTTU A, GROH M, DESAINTJEAN C et al.: 

Benralizumab for eosinophilic granulo-
matosis with polyangiitis. Ann Rheum Dis 
2023; 82(12): 1580-6. 

	 https://doi.org/10.1136/ard-2023-224624
106.	BETTIOL A, URBAN ML, PADOAN R et al.: 

Benralizumab for eosinophilic granuloma-
tosis with polyangiitis: a retrospective, mul-
ticentre, cohort study. Lancet Rheumatol 
2023; 5(12): e707-e715. https://

	 doi.org/10.1016/S2665-9913(23)00243-6
107.	NOLASCO S, PORTACCI A, CAMPISI R et 

al.: Effectiveness and safety of anti-IL-5/
Rα biologics in eosinophilic granulomato-
sis with polyangiitis: a two-year multicenter 
observational study. Front Immunol 2023; 
14: 1204444. https://

	 doi.org/10.3389/fimmu.2023.1204444
108.	SANCHEZ-MELENDEZ SN, SHAW KS, PAN 

CX et al.: Mepolizumab for refractory eo-
sinophilic fasciitis: a retrospective analysis 
from two tertiary care centres. Clin Exp 
Rheumatol 2023; 41(8): 1721-2. https://

	 doi.org/10.55563/clinexprheumatol/j7gexb
109.	RIZZO C, LA BARBERA L, CAMARDA F, 

DESTRO CASTANITI GM, ORLANDO E, 
GUGGINO G: Successful treatment of eosin-
ophilic fasciitis with the anti-IL5 receptor 
monoclonal antibody benralizumab. Clin 
Exp Rheumatol 2023; 41(3): 763-4. https://

	 doi.org/10.55563/clinexprheumatol/oxy3ip
110.	von DEIMLING M, KOEHLER TC, FRYE 

BC, MAERKER-HERMANN E, VENHOFF N:    
Two cases with new onset of ANCA-posi-
tive eosinophilic granulomatosis with poly-
angiitis under treatment with dupilumab: 
coincidence or causality? Ann Rheum Dis 
2023; 82(4): 580-2. 

	 https://doi.org/10.1136/ard-2022-223596
111.	KAI M, VION PA, BOUSSOUAR S, CACOUB P, 

SAADOUN D, LE JONCOUR A: Eosinophilic 
granulomatosis polyangiitis (EGPA) com-
plicated with periaortitis, precipitating role 
of dupilumab? A case report a review of the 
literature. RMD Open 2023; 9(3): e003300. 
https://

	 doi.org/10.1136/rmdopen-2023-003300
112.	SUZAKI I, TANAKA A, YANAI R et al.:         

Eosinophilic granulomatosis with polyangi-
itis developed after dupilumab administra-
tion in patients with eosinophilic chronic 
rhinosinusitis and asthma: a case report. 
BMC Pulm Med 2023; 23(1): 130. 

	 https://doi.org/10.1186/s12890-023-02415-6
113.	MOLINA B, PADOAN R, URBAN ML et al.: 

Dupilumab for relapsing or refractory 
sinonasal and/or asthma manifestations in 
eosinophilic granulomatosis with polyangii-
tis: a European retrospective study. Ann 
Rheum Dis 2023; 82(12): 1587-93. 

	 https://doi.org/10.1136/ard-2023-224756
114.	KUSHIMA Y, SHIMIZU Y, HOSHI H et al.: 

Changes in peripheral blood eosinophil 
counts and risk of eosinophilic granulomato-
sis with polyangiitis onset after initiation of 
dupilumab administration in adult patients 
with asthma. J Clin Med 2023; 12(17): 5721. 

	 https://doi.org/10.3390/jcm12175721
115.	CAMINATI M, FASSIO A, ALBERICI F et al.: 

Eosinophilic granulomatosis with polyangi-
itis onset in severe asthma patients on mon-
oclonal antibodies targeting type 2 inflam-
mation: Report from the European EGPA 
study group. Allergy 2024; 79(2): 516-9. 

	 https://doi.org/10.1111/all.15934
116.	QUARTUCCIO L, TREPPO E, URSO L et al.: 

Unmet needs in ANCA-associated vasculi-
tis: Physicians’ and patients’ perspectives. 
Front Immunol 2023; 14: 1112899. https://
doi.org/10.3389/fimmu.2023.1112899

117.	MAUNZ A, JACOBY J, HENES J, ROBSON 
JC, HELLMICH B, LÖFFLER C: Association 
of the ANCA-associated vasculitis (AAV) 
patient-reported outcome (AAV-PRO) ques-
tionnaire with established outcome meas-
ures in AAV. Rheumatology 2024; 63(1): 
174-80. https://

	 doi.org/10.1093/rheumatology/kead199
118.	TREPPO E, ISOLA M, DE MARTINO M et al.: 

Validation of the Italian version of the AN-
CA-associated vasculitis patient-reported 
outcome (AAV-PRO) questionnaire. Rheu-
matol Adv Pract 2024; 8(1): rkae001. 

	 https://doi.org/10.1093/rap/rkae001
119.	HURTADO-ARIAS JJ, RAMÍREZ-MULHERN 

I, GONZALEZ-MARTÍNEZ C, MERAYO-
CHALICO J, BARRERA-VARGAS A, HINOJO-
SA-AZAOLA A: Patient-reported outcomes 
in ANCA-associated vasculitis: a cross-
sectional study to explore the interactions 
between patients’ and physicians’ perspec-
tives. Rheumatol Int 2023; 43(5): 933-40. 

	 https://doi.org/10.1007/s00296-023-05288-4
120.	YARDIMCI GK, PAGNOUX C, STEWART J:    

A Canadian vasculitis patient-driven survey 
to highlight which prednisone-related side 
effects matter the most. Clin Exp Rheumatol 
2023; 41(4): 943-7. https://

	 doi.org/10.55563/clinexprheumatol/ef9nda
121.	DEGLI ESPOSTI L, DOVIZIO M, PERRONE V 

et al.: Profile, healthcare resource consump-
tion and related costs in anca-associated vas-
culitis patients: a real-world analysis in Italy. 
Adv Ther 2023; 40(12): 5338-53. 

	 https://doi.org/10.1007/s12325-023-02681-0
122.	PODESTÀ MA, MESCIA F, RICCHIUTO A et 

al.: Predictors of hypogammaglobulinemia 
in ANCA-associated vasculitis after a ritux-
imab-based induction: a multicentre study. 
Rheumatology 2023; 62(8): 2850-4. https://

	 doi.org/10.1093/rheumatology/keac716
123.	OMURA S, KIDA T, NOMA H et al.: Asso-

ciation between hypogammaglobulinaemia 
and severe infections during induction ther-
apy in ANCA-associated vasculitis: from 
J-CANVAS study. Rheumatology 2023; 
62(12): 3924-31. https://

	 doi.org/10.1093/rheumatology/kead138


