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ani related to prolapsed rectal haemorrhoids, and atrophic vaginitis in
August 1975, trcated with dicnoestrol cream and zinc sulphate tablets. For
29 years she had been receiving monthly injections of vitamin B for a
"macrocytic anaemia." She was obese and pale and had massive tense
blisters on the right upper arm, left breast, trunk, and both legs, wvhere
thcre were some urticarial plaques as well. 'rhere were no mouth lesions and
the rest of the physical examination showed normal findings.

Skin biopsy of an early lesion showed on histology a subepidermal blister
consistent with the diagnosis of bullous pemphigoid. The result of the
indirect immunofluorescent test was negative at that stage, but circulating
IgG antibody against basement membrane wvas later detected. Haemoglobin
concentration was 13 1 g dl; mean corpuscular volume 87 fl; WBC 10 8
109,1; ESR 68 mm in 1 hour (Westergren). The results of other extensive
routine investigations were normal. Minor enlargement of the heart and a
large hiatus hcrnia were seen on her chest radiograph. Serum immuno-
globulins wvere: IgG 150 IlU ml; IgA 192 IU ml; IgM 36 LU ml. Schilling
test without intrinsic factor was less than 1 ; with intrinsic factor 2 6
(normal rangc 7-22,)). Autoantibody test against rat gastric parietal cells
wsas positive on two occasions and anti-intrinsic factor antibody was
positive ( > 10 4 ng units ml), but no antibodies wcrc detected against thyroid
and kidney cells.

Her injections wvere continued for her pernicious anaemia. Her bullous
pemphigoid responded to 30 mg daily of enteric-coated prednisolone, which
was gradually reduced, 20 mg daily being found to keep her free of blisters.
She was discharged on this dosage, but subsequently developed a compression
fracture of the first lumbar vertebra. She was then readmitted for orthopaedic
treatment and azathioprine started at the daily dosage of 150 mg, prednisolone
bcing gradually reduced to 10 mg daily. She wvas given analgesics and a
corset for her back, and she remained ambulant. There were no further
blisters on this regimen. Nevertheless, three blue-red nodules have since
developed on her legs. 'Fhe clinical diagnosis of Kaposi's sarcoma has been
confirmed histologically. This association with pemphigoid has been
reported once before.'

Discussion

Bullous pemphigoid was separated from pemphigus in 1953.3 Its
claim to be an entity was strengthened by finding circulating auto-
antibodies of IgG, and occasionally IgM, classes to basement mem-
brane in 80% of cases of pemphigoid.' Immunoglobulins are found
exactly at the lesions in both conditions, which are hence usually
considered to be autoimmune; but reports of associations with other
autoimmune diseases have been uncommon, and there have been no
published reports of an association with pernicious anaemia.
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Complicated polymyalgia

Classical polymyalgia rheumatica is easily diagnosed and treated.
Most patients present with pain in the muscles of the shoulder and
pelvic girdles accompanied by severe morning stiffness, and most
patients respond dramatically to a small dose of steroids. The only
laboratory abnormality is a raised erythrocyte sedimentation rate,
and the steroids can usually be slowly withdrawn over two to four
years. The association of this disease with temporal arteritis is well
known,t but polymyalgia may occasionally be the presenting feature
of some other serious disease, as we report.

Case reports

The important features of six cases of polymyalgia rheumatica complicated
by some other disease are shown in the table. Cases one to four had an
underlying malignancy, wnhich in all but one was discovered when polymy-
algia rheumatica was diagnosed. There was in every case a clue that led to the
diagnosis of the underlying condition. In case one this clue, an abnormal
shadow in a chest radiograph, did not appear until two years after the onset
of muscular symptoms. At this time, however, the patient still had active
polymyalgia and still needed prednisolone, 11 mg daily, to control it. These
four cases were treated with corticosteroids (initially prednisolone 40 to
15 mg daily), with adequate symptomatic relief. In case five symptoms of
polymyalgia rheumatica were the presenting feature of infective endocarditis
and responded to antibiotics. Case six had typical polymyalgia rheumatica,
wshich responded to steroids. After 18 months when the disease was well
controlled on prednisolone, 5 mg daily, the patient developed pain and
swelling of peripheral joints with a positive latex test result and has since
then followed the typical course of rheumatoid arthritis.

Details of six cases of polywz3yalgia rhewimatica that were comnplicated by somle
other disease

Case Age Sex Underlying condition Clue
No

1 45 .Nt Hodgkin's disease Abnormal chest
radiograph

2 58 F Carcinoma bronchus Lumps on back
3 54 XI Carcinoma Localised back pain
4 60 M Mveloma Wasted hand and

proteinuria
5 54 iXv Infective endocarditis Mitral valve disease
6 65 IX Rheumatoid arthritis None

Comment

Polymyalgia rheumatica is a distinct clinical entity. All the patients
described had typical symptoms-a raised erythrocyte sedimentation
rate and no evidence of polymyositis as judged by muscle enzymes,
electromyography, and muscle biopsy.
The association of polymyalgia rheumatica with malignancy and

other serious systemic diseases is neither well known nor well docu-
mented. McKenzie5 reported a case in which symptoms of polymyalgia
preceded those of carcinoma of the stomach and also noted associations
with temporal arteritis, rheumatoid arthritis, polymyositis, and
hypothyroidism. Macleod reported three cases with carcinoma of the
cervix, stomach, and rectum, though in one the carcinoma appeared
five years after the onset of polymyalgia. This could be coincidental
since polymyalgia is a disease of an older age group. In our cases the
time course of the two conditions suggested a causal relationship.
Looking back, our cases had clinical clues that suggested that there
was some underlying disease and which serve as a reminder of the
need for a careful history and full physical examination of a patient
with polymyalgia rheumatica. The only exception was the patient
who developed rheumatoid arthritis, which seems to be an entirely
unpredictable sequel of the disease in occasional patients. The
association of polymyalgia and infective endocarditis has been noted
by Deshayes et a1.4

Laboratory tests were not particularly helpful in distinguishing this
group of patients. The only additional clues were the unexpected
youth of one patient, a rather larger than normal dose of steroids, or
difficulty in reducing the dose over the normal period of about two
years.
When diagnosing polymyalgia rheumatica, a careful physical

examination for evidence of any underlying serious disorder should
always be made.
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