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authority to another.3-6 The British
Society of Rheumatology (BSR) has
extracted the common points from
each to form a set of core inclusion and
exclusion criteria (see table 2, above).7
These can be used to help the clinician
explore the likelihood of PMR being the
diagnosis. These are purely for PMR;
there are separate guidelines for GCA.8

Simple investigations can exclude
some of the mimics quite quickly. Serum
markers for inflammation will help guide
the diagnosis and are helpful later when
tapering treatment. 

It is important to recognise that a
small proportion of PMR patients will
have normal inflammatory markers, 
but the usual pattern is a commensurate
rise in CRP and ESR. If only the ESR is
elevated, then the clinician should
consider conditions such as Sjögren’s
syndrome (which can also cause fatigue,
but will have sicca symptoms —dryness
of the eyes and/or mouth) or myeloma.
As a baseline we would recommend the
following investigations in all patients
with suspected PMR (see box 1, below).

EVIDENCE-BASED
MANAGEMENT
Unlike GCA there is no urgency to
commence treatment for PMR. 
It is preferable to be clear whether there
is an alternative more likely diagnosis
first rather than potentially muddying
the waters by rushing in with steroids, as
it is usual for patients to feel better on
steroids initially whatever the underlying
problem. 

If PMR is the most likely diagnosis 
then we recommend commencing oral
prednisolone 15 mg daily with PPI 
cover and adding bone protection at
first follow-up if indicated (see
Complications of treatment, p15). 
Clinical and biochemical response
should then be reassessed within 
2-3 weeks. The classical response to 
a trial of steroids is 100% improvement
within 24 hours. 

If there is a suboptimal response, then
referral to rheumatology is recommended,
unless other localising symptoms flag a
more appropriate specialty, for example,
change of bowel habit or haemoptysis.

The BSR guidelines for the management
of PMR suggest the following regimen
for dose reduction of steroids, see box 2,
below.

This schedule is only a guide. In reality,
the individual patient may need longer
on each dose to allow for successful
reduction. 

In milder cases, or to reduce the risk
of steroid-associated complications
intramuscular steroids may be 
given instead. The guidelines suggest 
im depot methylprednisolone 
(Depot-Medrone) 120 mg every 3-4 weeks,
reducing by 20 mg every 2-3 months.
Although some have suggested the use
of NSAIDs, especially in PMR without
elevated inflammatory markers, this is
not evidence-based and therefore the
use of NSAIDs does not feature in the
guidelines. 

More recent recommendations
for the management of PMR from a
collaboration between the European
League Against Rheumatism (EULAR)
and American College of Rheumatology
(ACR), were published in 2015. These
suggest a broader range of starting
doses of prednisolone.9 However, UK
sources such as the BSR guidelines7 and
NICE clinical knowledge summaries 10
recommend 15 mg and our collective
experience is that this should be
sufficient in treating PMR, unless there is
an overwhelming clinical indication for a
higher dose (e.g. weight > 100 kg). 

If symptoms return and the
inflammatory markers rise in a manner
consistent with a PMR flare then the
dose of steroids should be increased
back to the previous dose. It does not
usually require more than this. 

If a patient is having difficulty tapering
steroids then a steroid-sparing agent
may be considered. This would usually
be a DMARD, such as methotrexate or
azathioprine, which needs to be
instigated by a rheumatologist.11-15 

Follow-up should be regular to assess
response to treatment and monitor for
complications of disease and treatment.
We suggest follow-up at weeks 1-3, 
week 6, then months 3, 6, 9 and 12

‘A small proportion
of PMR patients 
will have normal
inflammatory
markers, but the
usual pattern is a
commensurate rise
in CRP and ESR’

Box 1 

Investigations in suspected
polymyalgia rheumatica

•Full blood count
•Urea and electrolytes
•Liver function tests
•Bone profile
•CRP
•ESR
•Creatine kinase 
•TSH
•Glucose/HbA

1c
•Myeloma screen (immunoglobulins,
serum & urine electrophoresis in
addition to above)
•Urine dipstick
• If appropriate consider antibodies,
such as anti-CCP, rheumatoid factor
and ANA
•Consider a chest X-ray, especially 
in smokers

Box 2  

BSR recommended regimen for dose reduction of steroids

Prednisolone dose
First dose 15 mg daily for 3 weeks
Followed by 12.5 mg daily for 3 weeks
Followed by 10 mg daily for 4-6 weeks

Then reduce dose by 1 mg every 4-8 weeks or 
alternate day reductions (e.g. 10 mg/7.5 mg alternate days)

Table 2

Core inclusion and exclusion criteria in the diagnosis of polymyalgia rheumatica

Core inclusion criteria
•Age > 50, duration > 2 weeks
•Bilateral shoulder/pelvic girdle ache (or both)
•Morning stiffness > 45 minutes
•Evidence of acute phase response
(raised ESR & CRP)

Core exclusion criteria
•Active infection
•Active cancer
•Active giant cell
arteritis


