Supplementary Data S6: Audit Tool for the 2026 British Society for Rheumatology guideline for the treatment of polymyalgia rheumatica

	Patient ID:
	

	Starting glucocorticoid dose:
	

	Date of PMR diagnosis:
	

	Date of starting glucocorticoids:
	

	Under PC Only / Joint management with SC (delete as appropriate)






	
	Yes/No
	Date last reviewed:
	Within recommended interval? (Yes/No)
	Comments:

	Section 1: Education and Counselling at Diagnosis 

	Has the patient received education or information about:

	PMR disease course and management
	
	
	
	

	Written or digital resources about PMR
	
	
	
	

	Glucocorticoid toxicity
	
	
	
	

	Sick day rules and Steroid Emergency Card
	
	
	
	

	Relapses in PMR with a clear plan in the event of a relapse 
	
	
	
	

	GCA symptom awareness
	
	
	
	

	Resources for people with PMR (PMRGCAuk charity, Arthritis UK, online support groups etc.) 
	
	
	
	

	Section 2: Involvement of Rheumatology Specialist Care

	2a. Referral decisions (primary care)

	In the presence of atypical features*, has there been involvement of rheumatology?
	
	
	
	

	After a first relapse, has rheumatology advice been sought (e.g. NHS Advice and Guidance) or referral considered?
	
	
	
	

	In the event of a second relapse, has a referral been made to rheumatology?
	
	
	
	

	Has the option of referral to rheumatology to consider methotrexate been discussed with the person with newly diagnosed PMR?
	
	
	
	

	2b. DMARD management (secondary care)

	In people who have relapsed or are at higher risk of GC toxicity, has methotrexate been considered or prescribed? 
	
	
	
	

	In people with an inadequate response to GCs or inability to taper GCs, has a steroid-sparing therapy been considered?
	
	
	
	

	Section 3: Treatment

	Starting prednisolone dose 12.5–15 mg daily OR documented justification for higher dose (up to 25 mg)
	
	
	
	

	Symptoms reviewed at 2–4 weeks after initiation and taper initiated once symptoms adequately controlled
	
	
	
	

	Taper followed recommended schedule of 2.5 mg every 2–4 weeks to 10 mg then to 1 mg every 4–8 weeks
	
	
	
	

	In people at high risk of GC toxicity, has a faster taper (e.g. 1mg every 2–3 weeks, aiming for GC discontinuation within 6 months) been considered and documented?
	
	
	
	

	If PMR relapse occurred, has prednisolone been increased to last effective dose for 2–4 weeks and subsequent taper slowed?
	
	
	
	

	Bone protection therapy prescribed at or near GC initiation, OR documented contraindication
	
	
	
	

	GC dose and taper plan clearly documented in clinical record
	
	
	
	

	Section 4: Ongoing Monitoring for Glucocorticoid Toxicity 

	Bone Health

	Bone health risk factors reviewed since diagnosis or within the last 3 years
	
	
	
	

	DEXA scan performed or documented reason not indicated
	
	
	
	

	Cardiovascular risk and diabetes

	HbA1c checked within 12 months, or within 3 months of GC dose increase
	
	
	
	

	Blood pressure checked within last 12 months
	
	
	
	

	Lipid profile checked within last 12 months
	
	
	
	

	QRISK score calculated or updated within last 12 months
	
	
	
	

	Smoking status documented and cessation advice offered if relevant
	
	
	
	

	Weight/BMI reviewed within last 12 months (if relevant)
	
	
	
	

	Other

	Vaccination status reviewed and vaccinations offered/administered as per JCVI eligibility
	
	
	
	

	Review of reflux or GI symptoms since GC initiation or at last annual review
	
	
	
	

	Patient advised to self-refer to optician ~2 months after starting GCs and advised regarding annual eye checks
	
	
	
	

	Screening for insomnia, fatigue or mood disturbance within last 12 months
	
	
	
	

	Educational material on physical activity and exercise
	
	
	
	


*Atypical features: see Figure 1 in the main guideline for full list.
PMR, polymyalgia rheumatica; PC, primary care; SC, secondary care; GCA, giant cell arteritis; NHS, National Health Service; GC, glucocorticoid; DEXA, dual energy x-ray absorptiometry; HbA1c, haemoglobin A1c; QRISK, cardiovascular risk score; BMI, body mass index; JCVI, Joint Committee on Vaccination and Immunisation; GI, gastrointestinal.
