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A 78 year old white woman presented with a six week history
of bilateral shoulder stiffness and pain. Stiffness was the main
symptom—it was so severe that she could not dress herself or
brush her hair. She also had constitutional features including
anorexia, weight loss, and profound lethargy. She was a smoker
with a 30 pack year history. Initial blood tests showed markedly
raised inflammatory markers, with an erythrocyte sedimentation
rate of 98 mm in the first hour (reference range 0-12) and C
reactive protein of 933 nmol/L (0-47.6). A diagnosis of
polymyalgia rheumatica was considered.

Questions
1. What other differential diagnoses need to be considered?
2. Which further investigations should be arranged?
3. How would you manage diagnostic uncertainty?
4. If polymyalgia rheumatica is confirmed, what advice is
needed?
5. When would you refer a patient with suspected
polymyalgia rheumatica to secondary care, and how often
do patients need to be reviewed?

Answers
1. What other differential diagnoses need to
be considered?
Short answer
Given her symptoms, risk factors, and raised inflammatory
markers, underlying cancer must be excluded. Other differential
diagnoses include inflammatory polyarthropathy, vasculitis,
and drug induced or autoimmune myositis.

Discussion
Several conditions can mimic polymyalgia rheumatica (table⇓).

Because of the patient’s smoking history, the presence of
constitutional features, and the reported weight loss, it is
essential to rule out underlying cancer. Pain in the shoulders
could be secondary to myeloma, bony metastases, or secondary
hypercalcaemia. Given her age and demographic, important
primary cancers to consider are lung and breast cancer.
Polymyalgic syndrome also overlaps with other inflammatory
disorders including late onset rheumatoid arthritis, which tends
to present symmetrically, with pain and swelling in the small
joints of the hands and feet, and less commonly in the larger
joints.1 Seronegative arthropathy is also a possibility, but it
usually affects younger patients.2 A late onset variant of this
disease is characterised by severe oligoarthritis or polyarthritis,
and a marked increase in acute phase reactants. However, unlike
polymyalgia rheumatica, it does not usually respond to treatment
with low dose steroids.3

Polymyalgia rheumatica overlaps with large vessel vasculitis,
in particular giant cell arteritis. Some even consider the two to
be on a single disease spectrum.4 Other vasculitides can present
in a similar manner, but there is usually a vasculitic rash or the
presence of pulmonary, renal, or neurological involvement,
which are not seen in polymyalgia rheumatica. An inflammatory
myopathy could also explain this presentation.1Muscle weakness
tends to be the main symptom, rather than pain and stiffness,
and markedly raised muscle enzymes would help confirm the
diagnosis.
Other common mimics of polymyalgia rheumatica include
adhesive capsulitis, cervical spondylosis (degenerative changes
in the cervical spine), shoulder osteoarthritis, hypothyroidism,
and hypercalcaemia. However, these diagnoses are less likely
in this case given the markedly raised inflammatory markers.

Correspondence to: R Mathew rammya.mathew@nhs.net

For personal use only: See rights and reprints http://www.bmj.com/permissions Subscribe: http://www.bmj.com/subscribe

BMJ 2015;351:h5199 doi: 10.1136/bmj.h5199 (Published 7 October 2015) Page 1 of 4

Endgames

ENDGAMES

 on 20 M
arch 2024 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

M
J: first published as 10.1136/bm

j.h5199 on 7 O
ctober 2015. D

ow
nloaded from

 

http://www.bmj.com/permissions
http://www.bmj.com/subscribe
http://crossmark.crossref.org/dialog/?doi=10.1136/bmj.h5199&domain=pdf&date_stamp=2015-10-07
http://www.bmj.com/


2. Which further investigations should be
arranged?
Short answer
Blood tests: full blood count, urea and electrolytes, liver
function, rheumatoid factor, thyroid function, glycated
haemoglobin, serum creatinine kinase, and a bone profile. Other
tests to screen for cancer: urine analysis, chest radiography,
urinary Bence Jones proteins, and serum protein electrophoresis.

Discussion
Polymyalgia rheumatica is a clinical diagnosis and there is no
definitive test for the condition. The British Society for
Rheumatology (BSR) and the British Health Professionals in
Rheumatology (BHPR) have published guidelines to help in
the clinical diagnosis.1 Core features include:

• Age over 50 years and duration longer than two weeks
• Bilateral shoulder or pelvic girdle aching, or both
• Duration of morning stiffness greater than 45 minutes
• Evidence of an acute phase response.

The guidelines reiterate that raised inflammatory markers are
supportive but not essential to the diagnosis. About 91% of
patients have a raised erythrocyte sedimentation rate (ESR).
The small proportion of patients with a normal ESR usually
have raised C reactive protein (CRP) values.5 Other abnormal
blood results seen in polymyalgia rheumatica include normocytic
anaemia and raised alkaline phosphatase.
Rheumatoid factor and anti-cyclic citrullinated peptide (CCP)
antibodies are useful for diagnosing late onset rheumatoid
arthritis. Anti-CCP antibodies are more specific than rheumatoid
factor but are currently not commissioned in many UK primary
care settings. Electrolytes and bone profile are useful for
investigating metabolic and malignant conditions, such as
hypercalcaemia andmyeloma, which can be diagnosed by serum
protein electrophoresis and testing for urinary Bence Jones
proteins. Given the symptom overlap with thyroid disorders,6
thyroid function tests are also warranted. Baseline glycated
haemoglobin may be useful if there is a high suspicion of
polymyalgia rheumatica and steroid treatment is likely to be
started.
Owing to the patient’s extensive smoking history and other
factors in her history that raise the possibility of occult cancer,
chest radiography would be prudent. Urine analysis to screen
for haematuria would also be justified given that it is a simple
non-invasive test that can easily be done in primary care.
Abnormal liver function test results may indicate metastatic
disease, but may also be part of the inflammatory response seen
in polymyalgia rheumatica. The extent to the search for cancer
depends on how atypical the clinical picture is. Other imaging
and invasive investigations can be considered if the disease does
not follow the expected course and if initial blood tests provide
further supportive evidence of underlying cancer.
Because the presentation of polymyalgia rheumatica is often
non-specific, several “mimics” need to be excluded and a broad
panel of investigations is usually justified. Unlike giant cell
arteritis, there is no clinical urgency to start steroids, so a
thorough investigation can be completed before starting
treatment.7

3. How would you manage diagnostic
uncertainty?
Short answer
Start a trial of low dose steroids after completing baseline
investigations. Closely monitor response; a 70% clinical
improvement is usually seen within one week and normalisation
of inflammatorymarkers within four weeks of starting treatment.

Discussion
There is widespread disagreement about the diagnostic criteria
for polymyalgia rheumatic, and the lack of a gold standard test
has contributed to this. Reports suggest that in 5-23% of cases
the diagnosis is revised with long term follow-up.8 Therefore
comprehensive evaluation and careful ongoing monitoring are
essential.
The symptoms of polymyalgia rheumatica usually respond
rapidly to steroid treatment, which in itself can help confirm
the diagnosis. A short trial of steroids should be tried, rather
than committing patients to long term steroid treatment from
the outset. Patients should be asked to keep a daily diary of
symptoms to provide a clear record of response to treatment.
Most patients have a dramatic improvement in symptomswithin
one or two weeks. However the response to treatment varies
greatly and is influenced by several factors, including disease
severity and comorbidity.8 If there is a lack of clinical
improvement, an alternative diagnosis and specialist referral
should be considered. Open and honest communication with
the patient about diagnostic uncertainty from the outset is
probably the best way to handle this in primary care.

4. If polymyalgia rheumatica is confirmed,
what advice is needed?
Short answer
Information leaflets, steroid cards, and advice about polymyalgia
rheumatica support groups. Counsel patients about the link with
giant cell arteritis and its symptoms.

Discussion
BSR guidelines suggest the following treatment regimen for
polymyalgia rheumatica: prednisolone 15 mg once daily for
three weeks, then 12.5 mg for three weeks, then 10 mg for four
to six weeks, followed by 1 mg reductions every four to eight
weeks. However, the ideal steroid regimen is unclear and the
approach to treatment must be flexible.
Given the duration of treatment needed, patients should receive
written information about the condition and be directed to
regional support groups (www.pmrgcauk.com). Written
information should also include a description of the symptoms
of giant cell arteritis, given that the two diseases often coexist.
Population based studies of polymyalgia rheumatica have shown
that 16-21% of patients also have biopsy confirmed giant cell
arteritis.9 Patients must therefore be aware of the need to seek
urgent medical attention if they develop symptoms of giant cell
arteritis, including an abrupt onset headache, scalp tenderness,
visual disturbance, and jaw or tongue claudication.
Patients with polymyalgia rheumatica should be provided with
a blue steroid card, which contains important information on
long term treatment. The card reminds patients that steroids
should not be stopped abruptly and to consult a doctor promptly
if they become ill or have contact with someone who has an
infectious disease. They are also advised to show the card to all
health professionals who treat them.
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The average duration of steroid treatment is 1.8 years.10 The
National Institute for Health and Care Excellence (NICE)
suggest that all patients who require steroids for three months
or longer, regardless of dose, should be started on bone
protection, so early discussion about the need for
bisphosphonates is advised.11

The risk of peptic ulcer disease secondary to treatment with
long term steroids needs to be considered, particularly in those
with pre-existing disease. Because steroids increase the risk of
developing diabetes and hypertension, a discussion about diet
and lifestyle may be appropriate. Polymyalgia rheumatica can
be debilitating and can lead to a loss of independence,
particularly if diagnosis is delayed. Agreeing on a plan to regain
functional status is an integral part of management.
It is challenging and usually not possible to communicate a new
and often “uncertain” diagnosis, initiate treatment, counsel about
potential side effects, and discuss the risk of developing related
conditions within a single consultation. The use of “bitesize”
chunks of information and counselling over successive
consultations may be a better approach for both patients and
clinicians.

5. When would you refer a patient with
suspected polymyalgia rheumatica to
secondary care, and how often do patients
need to be reviewed?
Short answer
Refer to secondary care if there are atypical features or a
suboptimal response to treatment. After diagnosis, review a
week after any change in steroid dose and at least every three
months in the first year.

Discussion
More than 80% of patients with polymyalgia rheumatica are
exclusively managed by their GP.12 Some studies have inferred
poor diagnostic accuracy of polymyalgia rheumatica in primary
care,13 partly because of the lack of clearly defined classification
criteria. GPs should have a low threshold for specialist referral
of patients with atypical features. These include prominent
systemic features and normal or very high inflammatory
markers. However, currently in the United Kingdom, there are
no clearly defined referral pathways for patients who warrant
urgent specialist review. Without specific indicators of a
particular type of cancer, they do not clearly fall into a two week
wait cancer pathway. They also do not come under the remit of
an “early arthritis clinic,” although this might be the most
appropriate route into secondary care for these patients if it can
be locally agreed.
NICE recommends referring patients to secondary care if
steroids cannot be reduced at reasonable intervals without
causing a relapse of symptoms or if steroids are needed for more
than two years.11

Once a diagnosis is made and the patient starts treatment, routine
reviews should be arranged a week after any change in dose

and at least every three months in the first year. At all routine
reviews, patients should be asked about the symptoms of giant
cell arteritis, relapsing symptoms of polymyalgia rheumatica,
and any adverse effects of steroids. At three monthly reviews,
blood pressure and glycated haemoglobin should be measured
to screen for steroid induced hypertension and diabetes.11

Patient outcome
The chest radiograph andmyeloma screen were negative. Occult
cancer was still a concern, however, because the inflammatory
markers were so high. A decision was made to start
corticosteroids and assess response to treatment. Within two
weeks of starting corticosteroids, her constitutional symptoms
had resolved, shoulder stiffness and pain had improved by 50%,
and the inflammatory markers were greatly reduced. After
discussing the risks of osteoporosis, bone protection treatment
was started because it seemed likely that a prolonged course of
steroids would be needed. Given the incomplete resolution of
symptoms, the patient was referred to secondary care for further
assessment. The rheumatology team agreed with the diagnosis
of polymyalgia rheumatica and thought that the extremely high
inflammatory markers and slow resolution of symptoms were
signs of disease severity.

Competing interests: We have read and understood BMJ policy on
declaration of interests and declare the following: none
Provenance and peer review: Not commissioned; externally peer
reviewed.
Patient consent obtained.

1 Dasgupta B, Borg FA, Hassan N, et al. BSR and BHPR guidelines for the management
of polymyalgia rheumatica. Rheumatology (Oxford) 2010;49:186-90.

2 Salvarani C, Cantini F, Hunder GG. Polymyalgia rheumatica and giant-cell arteritis. Lancet
2008;372:234-45.

3 Olivieri I, Salvarani C, Cantini F, et al. Ankylosing spondylitis and undifferentiated
spondyloarthropathies: a clinical review and description of a disease subset with older
age at onset. Curr Opin Rheumatol 2001;13:280-4.

4 Cantini F, Niccoli L, Storri L, et al. Are polymyalgia rheumatica and giant cell arteritis the
same disease? Semin Arthritis Rheum 2004;33:294-301.

5 Cantini F, Salvarani C, Olivieri I, et al. Erythrocyte sedimentation rate and C-reactive
protein in the evaluation of disease activity and severity in polymyalgia rheumatica: a
prospective follow-up study. Semin Arthritis Rheum 2000;30:17-24.

6 Bowness P, Shotliff K, Middlemiss A, et al. Prevalence of hypothyroidism in patients with
polymyalgia rheumatica and giant cell arteritis. Br J Rheumatol 1991;30:349-51.

7 Mackie SL, Mallen CD. Polymyalgia rheumatica. BMJ 2013;347:f6937.
8 Hutchings A, Hollywood J, Lamping DL, et al. Clinical outcomes, quality of life, and

diagnostic uncertainty in the first year of polymyalgia rheumatica. Arthritis Rheum
2007;57:803-9.

9 Salvarani C, Cantini F, Boiardi L, et al. Polymyalgia rheumatica and giant-cell arteritis. N
Engl J Med 2002;347:261-71.

10 Caylor TL, Perkins A. Recognition and management of polymyalgia rheumatica and giant
cell arteritis. Am Fam Physician 2013;88:676-84.

11 National Institute for Health and Care Excellence. Polymyalgia rheumatica. Clinical
knowledge summary. 2013. http://cks.nice.org.uk/polymyalgia-rheumatica.

12 Barraclough K, Liddell WG, du Toit J, et al. Polymyalgia rheumatica in primary care: a
cohort study of the diagnostic criteria and outcome. Fam Pract 2008;25:328-33.

13 Bahlas S, Ramos-Remus C, Davis P. Utilisation and costs of investigations, and accuracy
of diagnosis of polymyalgia rheumatica by family physicians. Clin Rheumatol
2000;19:278-80.

Cite this as: BMJ 2015;351:h5199
© BMJ Publishing Group Ltd 2015

For personal use only: See rights and reprints http://www.bmj.com/permissions Subscribe: http://www.bmj.com/subscribe

BMJ 2015;351:h5199 doi: 10.1136/bmj.h5199 (Published 7 October 2015) Page 3 of 4

ENDGAMES

 on 20 M
arch 2024 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

M
J: first published as 10.1136/bm

j.h5199 on 7 O
ctober 2015. D

ow
nloaded from

 

http://cks.nice.org.uk/polymyalgia-rheumatica
http://www.bmj.com/permissions
http://www.bmj.com/subscribe
http://www.bmj.com/


Table

Table 1| Polymyalgia rheumatica mimics

Supportive and diagnostic testsClinical featuresCondition

Screening tests based on localising featuresDepends on primary tumour siteCancer

Rheumatoid factor and anti-CCPDistal symmetrical synovitisRheumatoid arthritis

Radiography of sacroiliac joints, HLA B27Sacroiliitis, asymmetrical peripheral arthritis (sometimes associated with
psoriasis, uveitis, inflammatory bowel disease)

Spondyloarthropathy

Temporal artery biopsyHeadache, scalp tenderness, jaw claudicationGiant cell arteritis

Muscle enzymesMuscle weakness is main symptomInflammatory myopathy

Plain film radiographyJoint pain with no systemic symptomsOsteoarthritis (shoulder)

Plain film radiography or MRI if neurological features are
predominant

Neck pain ± associated neurological deficitCervical spondylosis

Clinical examination, although ultrasound or MRI may be
justified

Pain or stiffness (or both) in the shoulders, with loss of both active and
passive movements

Adhesive capsulitis

Thyroid function testsFatigue, constipation, weight gain, cold intoleranceHypothyroidism

Calcium, alkaline phosphatase, parathyroid hormoneBone pain, abdominal pain, nausea, constipation, depression, change in
mental state, polydipsia, polyuria, renal colic

Hypercalcaemia

CCP=cyclic citrullinated peptide; MRI= magnetic resonance imaging.
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