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We thank the authors for their interest in our work describing a novel steroid free maintenance protocol in AAV.  This reported the outcomes of pragmatic use of a novel steroid minimising regimen, looking at rates of remission and relapse, and inevitably some patients did not follow the pre-assigned protocol. The protocol was for one (group 1) or two (group2) weeks of steroids unless there were signs of active disease. If we consider a per-protocol analysis, then at six months, 2 in group 1 and 2 in group 2 required continued steroids for relapsing or ongoing vasculitic symptoms. However, three were non-compliant with the protocol, but did not have ongoing vasculitis, so should be excluded. This would mean that 42/46 (91.3%) were in remission and off steroids. If we used an intention to treat analysis, ie all patients included regardless of compliance with protocol, we would have 42/49(85.7%) in remission and free of steroid use. By twelve months there had been three deaths and four relapses in 3 patients, one of whom had relapsed earlier and had therefore already reached this endpoint- so there were 40/46(86.9%) per protocol and  40/49(81.6%) intention to treat patients, alive and in remission. These remission rates are comparable to other modern induction trials.
[bookmark: _GoBack]With regards to infections, there is considerable evidence suggesting steroid dosage is a significant factor predisposing to infectious episodes, but we agree that it is not clear whether disease or other factors also contribute to the propensity for infections, which we believe can only be answered in a randomised trial . What seems clear is that cyclophosphamide minimisation or avoidance does little to reduce infectious complications. The rates of infectious complications in our EUVAS comparator were quite low, while more recent trial data have suggested higher rates of severe infections (MYCYC, Rituxivas, RAVE)(1-3), again emphasising the need for a randomised study.
We agree that long term outcomes are also important, although it is not clear that maintenance steroids contribute to greater remission rates. Our previous analysis of the long term outcome of combined low dose cyclophosphamide with rituximab and less extreme steroid minimisation, showed excellent results with regard to rates of adverse events and relapses(4). The data on long term outcomes from this cohort will be available to us in due course and we will endeavour to reanalyse this cohort to understand the long term risk of relapse off steroids.  Regarding the three deaths that occurred, all were in remission from their vasculitis, off steroids and had been treated with prednisolone at induction for 7, 21 and 27 days respectively. Again, these rates of mortality are in keeping with current trial outcomes.
We believe that these data are highly promising, demonstrating a possible new approach to treating AAV using no steroid maintenance, which should now be tested in a formal randomized clinical trial.
Regarding the discrepant table and text data, there were 17 patients treated with methylprednisolone in group 2 and the range for proteinuria at presentation was 27-1150.  The statistical codes are correct, but there should be an additional code of **** for p<0.0001 in the legend.  In Figure 1d and in the text the reduction in proteinuria for group 2 should have read baseline to 3 months p<0.01, 6 months p<0.001 and 12 months p<0.001.  We have amended the graph of the original article.
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