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EASILY MISSED?

Recognising and managing polymyalgia rheumatica

This is one of a series of occasional articles highlighting conditions that may be more common than
many doctors realise or may be missed at first presentation.

Hans Rosenberg, ' Nancy Maltez, > Sohil Rangwala, * Brit Long”

What you need to know

® Consider polymyalgia rheumatica in patients over 50
with new, bilateral shoulder or hip girdle pain and
morning stiffness lasting more than 30 minutes
Consider imaging and specialist referral for patients
who present atypically, such as those who have

normal erythrocyte sedimentation rate or C reactive
protein

® Oral glucocorticoids are first line treatment, typically
starting with prednisolone/prednisone 15 mg daily,
followed by a structured taper after remission

® Screen for giant cell arteritis at the first visit in
patients with suspected polymyalgia rheumatica as
it can lead to irreversible vision loss if missed

A 72 year old woman presents after four weeks of
muscle pain and stiffness that is keeping her awake at
night and is most prominent in the mornings. On further
questioning, she describes muscle pain that began in
her shoulders and then progressed to her hips. She has
not experienced any skin changes. She has decreased
energy and appetite, although she is unsure if she has
lost any weight. She takes candesartan for hypertension
but is otherwise healthy. She visited the local
emergency department and an urgent care clinic
previously, where she was told she may have
osteoarthritis. She was started on a non-steroidal
anti-inflammatory drug (celecoxib) and asked to follow
up with her general practitioner in two weeks. At her
follow-up appointment, her symptoms appear
unchanged.

What is polymyalgia rheumatica?

Polymyalgia rheumatica is an inflammatory disease
characterised by pain in proximal joints including
the neck, shoulders, and hips, along with systemic
symptoms such as weight loss, general malaise, and
low grade fevers. Symptoms can interfere with
activities of daily living, such as transferring,
dressing, and reaching for objects. Previously the
disease was considered to affect just the muscles, but
recent understanding of polymyalgia rheumatica has
shifted to defining it as a distinctive inflammatory
condition of articular and periarticular structures.*

Diagnosis of polymyalgia rheumatica is primarily
clinical, based on history and examination, and
supported by elevated inflammatory markers
(erythrocyte sedimentation rate (ESR), C reactive
protein (CRP), fibrinogen). Imaging tests may
contribute to the diagnostic certainty.?3
Recommended treatment is glucocorticoids

the bmj | BMJ 2026;394:e407803 | doi: 10.1136/bmj-2026-407803

(prednisone or prednisolone) which usually improves
symptoms rapidly.4 >

Polymyalgia rheumatica is associated with giant cell
arteritis, a granulomatous medium to large vessel
vasculitis, typically affecting the cranial arteries,
presenting with new headache, jaw claudication,
visual symptoms, and elevated inflammatory
markers. If left untreated, giant cell arteritis can lead
to vision loss and other end organ ischaemia.® A
systematic review and meta-analysis assessing
cohorts of patients diagnosed with polymyalgia
rheumatica and giant cell arteritis found that 22% of
patients had giant cell arteritis present at the time of
polymyalgia rheumatica diagnosis, and 42% of
patients had polymyalgia rheumatica present at the
time of giant cell arteritis diagnosis.”

People with polymyalgia rheumatica usually present
to primary care providers and emergency physicians
in the first instance and are often managed by
generalists. In an international survey of 394 general
practitioners and 937 rheumatologists, general
practitioners referred a median of 25% (interquartile
range (IQR) 5% to 90%) of people with suspected
polymyalgia rheumatica for diagnosis, with nearly
half discharged back to the original physician for
ongoing treatment.®

How commonis it?

Polymyalgia rheumatica is the most common
inflammatory disease in patients of 50 and over, with
the highest prevalence in those aged 70-80.° In a
retrospective study from Japan, the proportion of
patients =50 was 96.5% including about one third in
the range of 70-79.'° Approximately a 3:1 ratio is seen
in women versus men.'* *?

The highest incidence is in people with northern
European ancestry, with 41 to 113 cases per 100 000
in those >50 in Scandinavia and the UK."3 A
population study in Minnesota found an incidence
of 63.9 cases per 100 000 per year with a prevalence
of 701 cases per 100 000 people >50.' Rates of
polymyalgia rheumatica in southern Europe are
lower, including 13-13.5 cases per 100 000 in Italy and
Spain."3'4 A study in South Korea found an incidence
of 2.06 cases per 100 000 and a prevalence of 8.21
cases per 100 000."> Most incidence data are derived
from specialist care rather than primary care,
however, likely making the true incidence higher.

While the exact cause for this increased risk in
northern latitudes is unknown, genetic and
environmental factors likely have a role. Polymyalgia
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rheumatica risk is increased in individuals carrying HLA-DRB1.04
or HLA-DRB1.01 alleles, more commonly found in people living in
northern latitudes.5 1©

Why is it missed?

Polymyalgia rheumatica is often missed or misdiagnosed owing to
non-specific presentations (myalgias) and the absence of
pathognomonic laboratory investigations. A Finnish retrospective
study showed that, of 374 patients initially diagnosed with
polymyalgia rheumatica in the community, 34.5% received an
alternative diagnosis following specialist assessment.'” In this study,
the conditions most commonly erroneously attributed to
polymyalgia rheumatica were inflammatory arthritides (34.9%) and

musculoskeletal disorders owing to repetitive strain or degenerative
changes (13.2%).

The overlap of polymyalgia rheumatica with other conditions (table
1) may lead primary care practitioners to have difficulty making this
diagnosis.'® Inflammatory conditions, including late onset
rheumatoid arthritis, late onset spondyloarthropathies, crystal
induced arthropathies, and myositis, may mimic inflammatory
components of polymyalgia rheumatica. Infection, cancer, and
hypothyroidism may present with constitutional symptoms such
as fatigue, weight loss, stiffness, and pain. Finally, predominant
shoulder pain (usually bilateral in people with polymyalgia
rheumatica) can also be attributed to conditions such as
osteoarthritis, rotator cuff arthropathy, or calcific tendinitis of the
shoulder.
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Table 1| Differential diagnosis for polymyalgia rheumatica, clinical findings and investigations to rule out differential diagnoses. Adapted from: 2423239

Diagnosis Symptoms Signs Laboratory investigations Imaging
Osteoarthritis -Morning stiffness less than 30 -Greater than 50 years -Normal serum inflammatory markers -Plain radiographs: marginal
minutes, improves with movement -Bony deformities -Synovial fluid < 2000 leucocytes  osteophytes, joint space narrowing,
-Bony tenderness -No palpable warmth or erythema x109/L, clear/viscous fluid subchondral bone increased density,
-Pain with joint movement or weight - Joint effusion subchondral cyst formation, joint
bearing but improves with rest ~ -Common joints: cervical and lumbar effusions
-Crepitus on active motion spine, first carpometacarpal,
-Restricted range of movement with  proximal, and distal interphalangeal,
severe disease hip, knee, subtalar, first
metatarsophalangeal
Calcifying Shoulder tendinitis -Shoulder pain, severe with -30-50 years -None necessary -Plain radiographs: calcification in
movement -During inflammatory phase may tendons of rotator cuff
-Decreased range of motion; canbe  have warmth, swelling, erythema -Ultrasound: hyperechoic regions with
severe -Reduced range of movement of posterior acoustic shadowing

-Pain worse at night or with lying on
affected side

shoulder
-Tenderness over proximal humerus
near tendinous insertion of rotator
cuff
-Positive impingement signs

Rotator cuff arthropathy -Pain with shoulder movement or

-Stiffness and limited range of motion

-None necessary

-Normal plain radiographs

with lying on shoulder -Swelling rare
-Pain with palpation
-Decreased range of motion
Late onset rheumatoid arthritis -Prolonged morning stiffness -After 60 years -Serum: anaemia of chronic disease,  -Plain radiographs: symmetric joint

-Fever
-Fatigue
-Decreased appetite
-Joint pain improves with gentle
movement

-Polyarthritis of metacarpophalangeal
and proximal interphalangeal joints,
wrists, elbows, shoulders, ankles,
knees
-Synovial thickening with “boggy”
feeling of joints
-Erythema and warmth usually
absent
-Joint deformities: ulnar deviation at
metacarpophalangeal joints, swan
neck deformity
-Rheumatoid nodules

elevated CRP and ESR, positive
rheumatoid factors, positive anti-CCP
-Synovial: 1500-25000 leucocytes
x109/L, negative cultures, LDH < 250

space narrowing, bony erosions of
affected joints, periarticular
osteopenia

Late onset spondyloarthropathies -Primarily affects lumbar spine with
morning stiffness over 1 hour that

improves with activity and worsens

-Spondylitis: spinal stiffness and pain,
enthesitis, dactylitis, uveitis

-Serum: anaemia of chronic disease,
elevated CRP and ESR, may have
positive HLA-B27 assay, negative

rheumatoid factor

-Plain radiographs: sacroiliitis,
syndesmophytes, erosive changes,
total ankylosis or fusion of spine
-MRI: bone marrow oedema,
erosions, ankylosis

with rest

-Dactylitis
Myopathies: -Myositis: symmetric proximal muscle
-Myositis weakness, generally painless initially
-Dermatomyositis but may develop arthralgias

-Dermatomyositis: subacute proximal
muscle weakness, arthralgias of
small joints of hands, difficulty
swallowing solids and liquids,
shortness of breath

-Myositis: symmetric proximal muscle
stiffness
-Dermatomyositis: muscle stiffness
and reduced muscle strength,
violaceous rash affecting upper
eyelids, violaceous papules over
dorsal metacarpophalangeal and
interphalangeal joints, erythema over
posterior aspect of neck and upper
back, poikiloderma, decreased deep
tendon reflexes and muscle atrophy
may occur in later stages

-Myositis: elevated CK; may have
elevated CRP, ESR, aldolase, LDH,
LFTs, myositis associated antibodies
-Dermatomyositis: elevated CK,
aldolase, LDH, LFTs; positive
antinuclear antibodies, anti-Jo-1
(anti-histidy-l-transfer RNA
synthetase), CRP and ESR normal or
mildly elevated

-EMG with fibrillations, increased
insertional activity, MRI with muscle
oedema and inflammation

Crystal induced arthropathies
-Gout
-Pseudogout

-Joint pain developing over hours
-Painful joint, worse with active range
of movement
-Fever may be present

-Gout most commonly affects first
metatarsophalangeal joint
-Pseudogout most commonly affects
the knees and wrists
-Warm, swollen, erythematous joint
-Pain with joint palpation
-Decreased range of motion
-Gouty tophi

-Serum: may have leucocytosis and
elevated CRP and ESR, serum uric
acid levels not helpful during acute
attack
-Synovial: 200-50 000 leucocytes
x109/L, gout negatively birefringent
needle shaped monosodium crystals,
pseudogout positively birefringent
rhomboid shaped calcium
pyrophosphate crystals, LDH <250,
lactate <5.6 mmol/L

-Plain radiograph: may reveal
effusion, bony erosion
-US: hyperechoic enhancement over
cartilage
-Dual energy CT: urate deposits on
beam attenuation
-MRI: joint crystal deposition
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Table 1] Differential diagnosis for polymyalgia rheumatica, clinical findings and investigations to rule out differential diagnoses. Adapted from: 2%4°323°

(Continued)

Diagnosis Symptoms Signs

Infections: viral/bacterial Depends on source
-Fever
-Fatigue
-Sore throat, cough, congestion
-Vomiting, diarrhoea

Depends on source
-Pain with body movement
-Appears unwell
-Murmur in endocarditis, skin changes

Laboratory investigations Imaging

Depends on source
-Plain radiograph of chest may reveal
pneumonia
-CT for intra-abdominal source
-Echocardiography for endocarditis

Depends on source
-FBC may reveal leucocytosis,
positive blood cultures for
bacteraemia, positive viral testing,
other end organ injury including
elevated Creatinine, positive
monospot, positive HIV testing

Fibromyalgia -Widespread musculoskeletal pain of
at least 3 sites lasting at least 3
months
-Morning stiffness may be present
-Activity may worsen pain
-May be accompanied by fatigue,
anxiety, depression, sleep
disturbances
-Difficulty concentrating may be
present
-Paraesthesias in arms and legs may
occur

-Pain with palpation over multiple
soft tissue sites

-Normal inflammatory markers, basic -Normal imaging

metabolic panel, TSH, CK

Medications (eg, statins, -Muscle pain in shoulders and pelvic

levothyroxine, immune checkpoint girdle
inhibitors, aromatase inhibitors and -Muscle weakness
fluoroquinolones) -Fatigue

-Proximal/large group muscle
tenderness (shoulders, pelvic girdle) elevated Cr, anti-HMGCR antibodies  may reveal myotonic discharges and
-Difficulty rising from seated position,

walking, climbing stairs
-Difficulty raising arms

-Serum: elevated CK, may have -EMG and nerve conduction study:

-Urinalysis: positive haemoglobin
dipstick, negative erythrocytes

membrane irritability
-Muscle MRI: increased signalled
intensity in muscle, muscle
degeneration or necrosis, muscle
fatty replacement

-Muscle biopsy
Endocrine -Cold intolerance -Altered mental status -Serum: Low T4/T3, hypoglycaemia, -None necessary for diagnosis
-Hypothyroidism -Weakness/fatigue -Hair loss hyponatremia; elevated Creatinine,
-Lethargy -Non-pitting oedema LFTs, CK
-Constipation -Facial/tongue swelling -ECG: bradycardia, low voltage
-Paraesthesias -Weight gain
-Dysfunctional uterine bleeding -Hypothermia
-Delayed relaxation of deep tendon
reflexes
-Bradycardia
-Hypotension
-Hypoventilation
-Thyroid goitre may be present
Septic arthritis -Fever -Knee most commonly affected ~ -Serum: leucocytosis, elevated CRP -Plain radiography: effusion
-Painful joint, worse with active and ~ -Warm, swollen, erythematous joint and ESR -US: joint effusion
passive range of movement -Decreased range of motion -Synovial: > 50 000 leucocytes
-Pain with joint loading x109/L, cloudy, positive cultures, LDH
»250, lactate »5.6 mmol/L
Malignancies -Widespread pain but no stiffness -Signs of local tumour -Serum testing guided by clinical -Biopsy
-Focal systems of primary tumour assessment; elevated ESR, LDH,
-Systemic symptoms (fever, fatigue, tumour markers, LFTs
anorexia)
Neurodegenerative -Stiffness and weakness rather than -Gradual onset muscle atrophy -Normal inflammatory markers -EMG/NCS

pain

-Gait disturbance

-CT/MRI Brain/spine

-Hyper-reflexia
-Clonus
-Rigidity
-Tremor

FBS=full blood count; CK=creatine kinase; Cr=creatinine; CRP=C-reactive protein; CT=computed tomography; ECG=electrocardiogram, EMG=electromyography; ESR= erythrocyte sedimentation rate;
HIV=human immunodeficiency virus; LDH=lactate dehydrogenase; LFTs=liver function tests; MRI=magnetic resonance imaging; US= ultrasonography

Although inflammatory markers have historically been used to
support the diagnosis of polymyalgia rheumatica, normal ESR or
CRP values can provide false reassurance and may lead clinicians
to incorrectly exclude the diagnosis.? *° Conversely, elevated
inflammatory markers are non-specific and may be falsely attributed
to polymyalgia rheumatica.*®

Consequently, patients may visit healthcare professionals multiple
times before being diagnosed. In a questionnaire to patients
diagnosed with polymyalgia rheumatica in general practice, 32%
of 164 patients required three or more visits before diagnosis.”* An
observational study in an academic rheumatology clinic in Turkey
(where patients were referred and had not received prior treatment)
showed a mean duration between onset of symptoms and admission
to rheumatology clinic of 13.5 (95% confidence interval 10.9 to 16.1)
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months.?? Limited awareness and understanding of polymyalgia
rheumatica among clinicians also contribute to its underdiagnosis.
In a questionnaire sent to 303 Italian general practitioners (GPs)
who referred patients to a rheumatology clinic without a diagnosis
that were eventually diagnosed with polymyalgia rheumatica, 48%
of respondents did not have knowledge about polymyalgia
rheumatica.'®

Another reason contributing to missed diagnoses is over-reliance
on the 2012 provisional classification criteria for polymyalgia
rheumatica from the European League Against

Rheumatism/American College of Rheumatology collaborative
initiative (table 2). These criteria provide clinicians with a framework
to aid in the diagnosis but are not mandatory. For example, they
require raised CRP/ESR levels, which are not always present.
Specifically, the classification criteria have been shown to be
sensitive (89.5%-92.6%) while having a lower specificity
(57.7%-81.5% without ultrasound, 52%-91.3% with ultrasound) for
the diagnosis of polymyalgia rheumatica in studies comparing
patients with polymyalgia rheumatica with control groups age >50
with rheumatoid arthritis and other non-inflammatory shoulder
conditions.? 3 24

Table 2 | Polymyalgia rheumatica classification criteria scoring algorithm, as proposed by 2012 European League Against Rheumatism/American College

of Rheumatology collaborative initiative, adapted from 2

Required criteria (to aid diagnosis, but not mandatory):

* Age 50 or older

« Bilateral shoulder aching

« Abnormal C reactive protein and/or erythrocyte sedimentation rate

Points without ultrasound (0-6)

Points with ultrasound*(0-8)

Morning stiffness duration >45 min

2

2

Hip pain or limited range of motion

1

1

Absence of rheumatoid factor or anti-citrullinated protein
antibody

2

2

Absence of other joint involvement

1

*At least one shoulder with subdeltoid bursitis and/or biceps
tenosynovitis and/or glenohumeral synovitis (either posterior
or axillary) and at least one hip with synovitis and/or trochanteric
bursitis

Not applicable 1

*Both shoulders with subdeltoid bursitis, biceps tenosynovitis,
or glenohumeral synovitis

Not applicable 1

A score of 4 or more is categorised as polymyalgia rheumatica in the algorithm without ultrasound and a score of 5 or more is categorised as polymyalgia rheumatica in the algorithm with ultrasound.

* Optional ultrasound criteria. Ultrasound is not a requisite to meet the classification criteria for polymyalgia rheumatica but can be used when there is uncertainty about the diagnosis

Why does this matter?

Delay in timely diagnosis leads to increased morbidity, decreased
function in activities of daily living, and over-investigation.? > In a
retrospective study from a rheumatology clinic in Poland, 106
patients experienced a 13.5 = 13.3 (95% CI 10.9 to 16.1) month delay
from symptom onset to diagnosis. During this period, 90.6% of
patients experienced shoulder pain and 82.1% pelvic pain, while
41.5% had unnecessary computed tomography (CT) imaging, 29.2%
received unnecessary antibiotics, and 29.2% were admitted to the
hospital.>

Delay in diagnosis means delay in initiation of glucocorticoids.
Given the overall effectiveness of glucocorticoid therapy, delays in
diagnosis extend the duration of symptoms and have been shown
to increase patients’ use of healthcare resources. An observational
study comparing 97 patients with polymyalgia rheumatica in a
historical cohort and 113 fast track clinic patients found the fast
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track clinic group had significantly fewer contacts with the
healthcare professional before the diagnosis and were able to be
started on lower doses of prednisolone (aligned with international
guidelines on treatment), decreasing the risk of complications from
glucocorticoids

Finally, failure to recognise polymyalgia rheumatica can lead to
delays in the screening of giant cell arteritis, a potential emergency
that can result in vision loss. According to a 2021 meta-analysis of
international incidence of giant cell arteritis, in people aged >50,
incidence varies between 4.6 and 21.6/100 000 people globally. 2

How is it diagnosed?

The diagnosis of polymyalgia rheumatica is primarily clinical, based
on history and examination, and supported by laboratory
investigations. Table 3 summarises the clinical findings and
investigations usually associated with diagnosis.
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Table 3 | Typical signs, symptoms, and investigations to diagnose polymyalgia rheumatica

Clinical

232

* Presence of pain and stiffness in the upper (bilateral shoulder) and pelvic girdle
* Inflammatory stiffness (usually seen in mornings)

« Constitutional symptoms

* Passive range of motion and strength is preserved

* Assess for giant cell arteritis

Investigations

Laboratory assessment

¢ ESR— typically > 40 mm in the first hour

¢ CRP—elevated

« Full blood count, creatinine, electrolytes, liver profile, fasting glucose, and haemoglobin A1C
« Negative ANA, anti-CCP, rheumatoid factor, creatine kinase, thyroid stimulating hormone.
Imaging—only necessary when there is uncertainty about the diagnosis

« Ultrasound—bilateral subdeltoid-subacromial bursitis, biceps tenosynovitis, or hip synovitis
* MR imaging/PET, usually only if patients present atypically

History

e Ask about location of pain, morning stiffness (including
duration), and limitation to activities, such as getting up from a
chair or reaching up to a cupboard.

e Askif any of the joints appear swollen or red.
e Ask about any recent trauma or injury.

e Screen for constitutional symptoms such as fever, weight loss,
and night sweats.

e Review current medications, asking specifically about those that
may be contributing to symptoms, including statins,
levothyroxine, immune checkpoint inhibitors, aromatase
inhibitors, and fluoroquinolones.

Consider polymyalgia rheumatica in patients >50 who present with
new onset bilateral shoulder and pelvic girdle pain, prolonged
morning stiffness, and usually, elevated inflammatory markers.502°
Onset is typically abrupt, developing over days rather than months.
Symptoms are usually most prominent in the morning (lasting more
than 30 minutes) and bilateral. Symptoms interfere with function
such as rising from a bed or chair, or getting dressed. Shoulder
involvement is most common (70%-95%), with hip girdle pain
reported in about half of patients. > Neck pain and systemic features
such as fatigue, anorexia, and low grade fever occur in up to
40%-50%, reflecting systemic IL-6 driven inflammation.'® 2

Examination

e Look for skin changes such as erythema, local or systemic rashes,
and muscle atrophy.

e Feel the shoulders and hip joints for swelling, effusions, warmth,
and crepitus.

e Assessactive and passive range of motion of the neck, shoulders,
and hips.

e Assess the wrists, hands, and feet for swelling, deformities, and
warmth.

Musculoskeletal examination usually reveals painful restriction of
active shoulder and hip movement with relatively preserved passive
range. ° Muscle strength is usually preserved, although it may be
affected by inactivity and pain. Screen patients diagnosed with
polymyalgia rheumatica for signs and symptoms of giant cell
arteritis, including new headache, jaw claudication, visual
symptoms (such as amaurosis fugax, acute visual loss, and

diplopia), and palpate the temporal arteries for tenderness,
hardness, asymmetry, and weak or absent pulse. 3> 6

Investigations

e CRPand ESR

e Full blood count, creatinine, electrolytes, liver profile, fasting
glucose, and haemoglobin A1C.

e Consider other laboratory investigations to exclude differential
diagnoses: anti-nuclear antibody (ANA), anti-cyclic citrullinated
protein (anti-CCP), rheumatoid factor, creatine kinase, and
thyroid stimulating hormone.

e Consider ultrasound of bilateral shoulders and hips if diagnosis
is uncertain.

e Magnetic resonance (MR) imaging or positron emission
tomography (PET)/CT imaging for atypical presentations.

A systematic review showed that raised ESR and CRP levels are
present in most (90%) patients with polymyalgia rheumatica.> ESR
>40 mm in first hour is typical; however, a retrospective study of
201 patients diagnosed with polymyalgia rheumatica at three
teaching hospitals found that 20.2% had an ESR less than 40.>” CRP
is more consistently elevated, however. In a retrospective study of
54 patients from a rheumatology clinic, 14% had a normal level.'®
These are smaller, retrospective studies and lower percentages have
been reported; however, clinicians should consider the diagnosis
of polymyalgia rheumatica even in the presence of negative
inflammatory markers if clinical suspicion remains high.

Elevated fibrinogen levels may provide additional discriminatory
value, as well as the ability to monitor disease progression.
Fibrinogen levels may be particularly useful as an adjunct
inflammatory marker when ESR and CRP levels are equivocal.?® 28
Autoantibodies such as rheumatoid factor and anti-CCP are usually
negative, helping to distinguish polymyalgia rheumatica from late
onset rheumatoid arthritis.? > See table 1 for other suggested
laboratory investigations to exclude differential diagnoses with
similar presentations.

If there is uncertainty about the diagnosis of polymyalgia
rheumatica, ultrasound of the shoulders and hips may show
subacromial-subdeltoid bursitis, biceps tenosynovitis, and
trochanteric bursitis. In particular, subacromial-subdeltoid bursitis
is the most useful ultrasound finding. A meta-analysis showed a
sensitivity of 80% (95% CI 55% to 93%) and specificity of 68% (95%
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CI 60% to 75%) for subacromial-subdeltoid bursitis, with the
specificity increasing to 89% (95% CI 66% to 97%) if bilateral. 2°

MRI and PET imaging can identify periarticular inflammation or
occult large vessel vasculitis.'® 2° Pelvic MRI of patients with pelvic
girdle pain shows high diagnostic value, and in one observational
study that included 40 patients with an expert diagnosis of
polymyalgia rheumatica and 8o controls, pelvic MRI had a
sensitivity 95.8% and specificity 97.1% for polymyalgia
rheumatica.3° A retrospective study of patients with a possible
clinical diagnosis of polymyalgia rheumatica and a PET image prior
to initiation of glucocorticoids between 2003 and 2020 showed the

Leuven score (composite score based on PET) provided a sensitivity
of 91.4% and specificity of 97.6%.3’

Advanced imaging, such as MRI or PET, should be reserved for more
atypical presentations (eg, classic symptoms but normal
inflammatory markers or unilateral symptoms), as imaging may
lead to significant delays in initiation of treatment and reduction
in quality of life for patients as they await confirmation. If imaging
is obtained, clinicians should evaluate a combination of findings
(eg, tenosynovitis, bursitis) suggestive of polymyalgia rheumatica,
rather than rely on any finding in isolation. Table 4 shows the test
characteristics of polymyalgia rheumatica clinical findings and
investigations.

Table 4 | Frequency of clinical and imaging (ultrasound, magnetic resonance imaging, and positive emission tomography) findings of polymyalgia

rheumatica® 2° 3140

Finding Frequency (%) Sensitivity (%) Specificity (%)

Clinical

Bilateral shoulder pain 70-95

Hip girdle pain 50-70

Wrist/knee pain and swelling 40

Metacarpophalangeal joint pain and swelling 25

Hand and foot pain and swelling 8-12

Systemic manifestations: fever, anorexia, Up to 50

weight loss

Inflammatory markers

Elevated ESR 80-93

Elevated CRP 84-99

Imaging—ultrasound

Subacromial bursitis 66-80 68-89
Biceps tenosynovitis 16-88 45-98
Unilateral subacromial-subdeltoid bursitis 80 68
Bilateral subacromial-subdeltoid bursitis 66 89
Trochanteric bursitis 21-98 7091
Glenohumeral synovitis 12-77 34-71
Ultrasound hip synovitis 18-45 55-92
Imaging—magnetic resonance imaging

Subacromial bursitis 96 75
Biceps tenosynovitis 47 67
Trochanteric bursitis 98 70
Peritendinitis and pericapsulitis of hip region 95-100 97
Hand extensor tenosynovitis 67 69
Cervical interspinous bursitis 83 69
Lumbar interspinous bursitis 60 9
Imaging—positron emission tomography

Leuven score (combining 12 sites) 897 842
Trochanteric bursitis 71 88
Positive emission tomography shoulder uptake 86 29
Hip uptake 86 65
Uptake in shoulders, sternoclavicular joints, 96.9-98.8 92.8-95.2
hips

Any interspinous bursitis 79 82
Cervical interspinous bursitis 10 99
Lumbar interspinous bursitis 46 99
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How is it managed?

Current international guidelines from the European League Against
Rheumatism/American College of Rheumatology, Norwegian Society
of Rheumatology, and Italian Society of Rheumatology recommend
oral glucocorticoids (typically prednisolone 12.5-25 mg/day or
equivalent, with doses starting at 15 mg/day preferred) as first line
therapy for polymyalgia rheumatica.” 32 33 Following remission,
prednisone is tapered to 10 mg daily over a period of 4-8 weeks,
typically by reducing the dose in increments of 2.5 mg every 1-2
weeks. Once a dose of 10 mg is reached, a slower taper is generally
recommended, with reductions of 1 mg per month. Counsel patients
on the expected length of glucocorticoid therapy and associated
potential side effects.*

The response to glucocorticoid therapy is variable; however, a study
with 52 consecutive patients referred to a rheumatology clinic
randomised to 25 mg of prednisone or 20 mg of methylprednisolone
found clinical and biochemical remission of polymyalgia rheumatica
occurred in both groups receiving treatment (94% of the whole
study population) at 2 weeks: 100% of the patients in the
methylprednisolone group and in 89% of the patients in prednisone
group (significance values not provided).3# In a 2023 international
survey of current management practices for polymyalgia rheumatica
by general practitioners and rheumatologists, a higher rate of
patients managed by general practitioners (30% versus 12%) were
prescribed >25 mg/day of prednisolone which is higher than the
recommended initial dose compared with those managed by
rheumatologists, highlighting the importance of aligning current
treatment guidelines and clinical practice.®

Treatment is usually required for 1-2 years, although longer
treatment may be necessary.>® Flares are common and are typically
associated with recurrence of symptoms and elevated inflammatory
markers. In the event of a relapse, the prednisone dose should be
increased to the last effective dose that achieved symptom control,
followed by an individualised, more gradual taper, in order to
minimise treatment related adverse events.3? A cohort study of 197
UK primary care patients with polymyalgia rheumatica found that
£40.1% of patients require ongoing treatment glucocorticoids five
years after initial diagnosis.*'In patients with relapsing or
glucocorticoid dependent disease, methotrexate may be considered
as a steroid sparing agent, usually under the advice of a
specialist.” 3?33

The 2024 European League Against Rheumatism/American College
of Rheumatology and national guidelines stress a treat-to-target
approach which aims for remission of polymyalgia rheumatica,
meaning the absence of clinical symptoms and systemic
inflammation. This treat-to-target approach does not require normal
inflammatory markers, balancing symptom control with minimising
glucocorticoid toxicity.3>

During follow-up, international guidelines suggest performing
laboratory monitoring including full blood count, ESR/CRP,
electrolytes, and renal function every 1-3 months as clinically
indicated.335 3¢ For patients receiving glucocorticoid therapy,
monitor blood pressure and serum glucose, assess for comorbidities
(eg, osteoporosis, cardiovascular risk, diabetes), and screen for
development of osteoporosis. Finally, assess for signs and symptoms
of giant cell arteritis at all follow-up visits.” 3% 33

Referral

Withold glucocorticoid therapy in patients referred to a rapid access
clinic for specialist assessment from primary care when there is

diagnostic uncertainty because it is difficult to diagnose polymyalgia
rheumatica after patients have started taking glucocorticoids.37 32

Based on the European Alliance of Associations for Rheumatology,3®
American College of Rheumatology guidelines,” and authors’
experience, refer patients for specialist assessment, who have:

Atypical presentation

e Presence of peripheral inflammatory arthritis

e Systemic symptoms (such as fever or weight loss)

e Normal inflammatory markers despite convincing symptoms
e Age<s0

e Prominent muscle weakness or markedly elevated creatinine
kinase

o Coexisting autoimmune disease.

Treatment challenges

e History of or high risk for treatment related adverse effects

e Lack of expected rapid response to glucocorticoids

e Frequent relapses or difficulty tapering glucocorticoids

e Steroid dependence or prolonged course (>2 years)

e Need for steroid sparing therapy, which may include any of the
treatment challenges above.

Concern for giant cell arteritis

e Signs and symptoms including, but not limited to, limb, jaw, or
tongue claudication, temporal or scalp tenderness, net onset
persistent localised headache, acute visual symptoms, tenderness
and/or thickening of the superficial temporal arteries, bruits,
reduced pulses, or difference in blood pressure of upper limbs.35°

e If suspected, refer for specialist assessment according to local
guidelines, usually within 1-3 days.

Patient support

® Polymyalgia Rheumatica and Giant Cell Arteritis UK: https://pm-
rgca.org.uk/

® Arthritis Society of Canada: https://arthritis.ca/about-arthritis/arthri-
tis-types/polymyalgia-rheumatica-giant-cell-arteritis/

Vasculitis Foundation (US): https://vasculitisfoundation.org/educa-
tion/vasculitis-types/polymyalgia-rheumatica/

® Rheumlnfo (Canada): https://rheuminfo.com/diseases/polymyalgia-
rheumatica/ (Canada)

Education into practice

® Think about the last patient you saw with shoulder or hip girdle pain.
To what extent did you explore symptoms such as morning stiffness,
functional limitation, and systemic features that might suggest
polymyalgia rheumatica rather than degenerative disease?

e What dose of glucocorticoid do you start for patients receiving a new
diagnosis of polymyalgia rheumatica? If this is >25 mg of prednisone,
was there a reason for this and could you lower to the guideline suggested
dose of 15-20 mg?

How patients were involved in the creation of this article

Two patients who have polymyalgia rheumatica, one from a specialist
rheumatology clinic and one from a family medicine clinic, reviewed the
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manuscript. Their feedback was integrated in the final manuscript,
focusing on two key areas. First was the importance of education for
primary care providers, to provide them with the knowledge and
confidence to make the diagnosis. This would ideally play a role in
decreasing the time from symptom onset to initiation of therapy. The
second key area of focus from our patient reviewer was that the shoulder
pain tends to be bilateral, as this can help clinicians differentiate it from
other conditions, such as osteoarthritis.

How this article was made

We searched PubMed and Google Scholar using the terms “polymyalgia
rheumatica”, “PMR diagnosis”, “PMR investigations”, and “PMR
treatment”. Searches were initially limited to articles published within
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the past 10 years to capture contemporary evidence, with additional older
studies identified through reference lists of key papers. We prioritised
high quality systematic reviews, cohort studies, international guidelines,
and studies addressing diagnostic accuracy and management. Relevant
references cited in major reviews and guidelines (EULAR/ACR, NICE) were
examined to ensure completeness.

We also drew on the combined clinical experience of the authors,
including specialists in rheumatology, emergency medicine, and family
medicine, who contributed insight into diagnostic challenges, typical
presentation patterns, and common pitfalls in real world practice. Their
familiarity with the literature helped identify which findings were most
relevant for front line clinicians. We did not perform a formal systematic
review but used established databases and expert input to ensure an
evidence based and practical summary.
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Polymyalgia rheumatica
Diagnosis and management

Polymyalgia rheumatica is an inflammatory disease characterised by pain in proximal
joints including the neck, shoulders, and hips, along with systemic symptoms such as
weight loss, general malaise, and low grade fever. The diagnosis is primarily clinical,
based on history and examination, and supported by laboratory investigations.

Common

locations
of aches, pains,
and stiffness

This visual summary gives a recommended strategy for assessment and initial
management or referral

::Neck:

@ Clinical assessment 2

i i _— (Shoulders —
Ask about pain location and onset, as well as constitutional symptoms >

H i ps-—

Typical symptoms and signs of polymyalgia rheumatica Less common

Often affects age 50+ years  Passive range of motion is restricted

(Arms )
Symptoms most prominent in morning (>30 minutes duration) (Lower back\

Pain and stiffness in bilateral shoulder and pelvic girdle ( Buttocks *

Consider systemic symptoms such as fever, weight loss, and night sweats

v
(@ Laboratory assessment B0,

Inflammatory markers are present in around 90% of patients

(‘Thighs )

Differential diagnoses Imaging (if required)

Only necessary when

with polymyalgia rheumatica. Other investigations can be Osteoarthritis there is uncertainty
used to rule out differential diagnoses Calcifying shoulder tendinitis about the diagnosis
Typical findi ith pol Igia rh i

ypical findings with polymyalgia rheumatica Rotator cuff arthropathy
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Oral glucocorticoids Tapering after remission Refer to a rheumatology clinic where there is
& ~N
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—
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L\Atypical presentation )(Treatment challenges )
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[ Concern for giant cell arteritis )

Prednisolone 12.5-25 mg/day Reduce by 2.5 mg/day Then reduce
until remission. every 2 weeks until a dose | by 1 mg/day Withhold glucocorticoid therapy

in patients referred to a specialist clinic when
there is diagnostic uncertainty because
polymyalgia rheumatica is difficult to diagnose
/| after people have started glucocorticoids

Preferred starting dose 15 mg/day | of 10 mg/day is reached | per month

- Counsel patients on the expected length of glucocorticoid therapy
and associated potential side effects
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