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steroids (i.e. at the first review). That is
the decision point when the patient is
committing to more than 3 months of
steroid therapy, so fracture risk should
be calculated at that stage, taking into
account use of steroids and the patient’s
other individual risk factors. 

FRAX is a useful tool to guide risk
stratification and can be used as part of
the shared decision-making process.16
Individuals who have a high fracture risk
(red zone) are recommended for
treatment with bisphosphonates and
vitamin D supplements, if required,
without the need for a DEXA scan.
Moderate risk patients (orange zone)
should be referred for a DEXA scan and
the FRAX score recalculated once the
hip T score is available. Low-risk patients
would only receive lifestyle advice and
have FRAX recalculated if their risk
factors change. Bisphosphonates, of
course, have their own side effects and
an open discussion with the individual
will help both patient and doctor come
to a decision about the optimal
treatment strategy.  

COMPLICATIONS OF DISEASE
As with other inflammatory conditions,
PMR can flare. As mentioned above,
flares can be managed by going back to
the previous steroid dose and tapering
at a slower rate. More than one flare may
indicate the need for a steroid-sparing
drug and therefore referral to a
rheumatologist would be appropriate. 

At diagnosis and each follow-up visit it
is imperative to consider the potential
for associated GCA. The patient should
be asked about headaches, jaw
claudication and visual disturbance.
If there is any suspicion of GCA, urgent
discussion with the rheumatologist
should take place that day. If there is
visual loss this may require urgent
discussion with the ophthalmologist,
depending on the local trust protocol.
Visual loss due to GCA should be treated
with intravenous methylprednisolone. For
more details on the management of GCA,
refer to the BSR and BHPR guidelines.8 »

during the first year, in line with BSR
guidance.7 Treatment duration should
be 18 months on average.   

REFERRAL 
Patients with a classical presentation
who respond to treatment (clinically 
and biochemically) can be managed 
in primary care. 

Any atypical features increase the
likelihood that the underlying diagnosis
is something else. It is these cases that
should have an early referral to
secondary care. 

Likewise, if treatment is not
straightforward, patients should be
managed under the supervision of a
rheumatologist. Examples of these
circumstances are outlined in table 3,
above.7

COMPLICATIONS OF
TREATMENT
The many side effects of long-term
steroid use are widely known. It is
important to discuss these with the
patient prior to initiation of treatment.
The important ones to mention are bone
density loss which can lead to
osteoporosis and the effect on blood
sugar, which can result in new diabetes
or difficulty controlling pre-existing
diabetes. Follow-up blood tests should
include glucose and/or HbA

1c
. Tight

control of blood sugar is required to
minimise complications from diabetes. 

Fracture risk should be considered in
all patients who have a successful trial of

‘At diagnosis and
each follow-up visit
it is imperative 
to consider the
potential for
associated giant
cell arteritis’
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Polymyalgia rheumatica (PMR) is a common inflammatory
condition of unknown aetiology with a prevalence of 
1 in 133 in the over 50s, and a female to male ratio of 2:1.
Symptoms develop over a matter of weeks; typically
bilateral shoulder or pelvic girdle pain and stiffness, 
that is worse in the mornings. Associated symptoms
include low-grade fever, malaise, fatigue, low mood, poor
appetite, and weight loss. There is no specific diagnostic
test for PMR but the usual pattern is a commensurate
rise in CRP and ESR. A small proportion of PMR patients
will have normal inflammatory markers. 

PMR is associated with giant cell arteritis (GCA). 
Half of patients with GCA will have some PMR symptoms
and up to one fifth of patients with PMR will have
evidence of GCA. Other conditions that can mimic PMR
include: rheumatic disease in the elderly e.g. rheumatoid
arthritis; inflammatory muscle diseases; thyroid disease;
malignancy; infection; bilateral shoulder capsulitis;
osteoarthritis, Parkinsonism and depressive illness.

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. If PMR is the most likely diagnosis commence
oral prednisolone 15 mg daily. The classical response to
a trial of steroids is 100% improvement within 24 hours.
Clinical and biochemical response should then be
reassessed within 2-3 weeks. 

The many side effects of long-term steroid use are 
widely known. It is important to discuss these with the
patient prior to initiation of treatment. The important
ones to mention are bone density loss which can lead to
osteoporosis and the effect on blood sugar, which can
result in new diabetes.

At diagnosis and each follow-up visit it is imperative to 
consider the potential for associated GCA. The patient
should be asked about headaches, jaw claudication and
visual disturbance.  If there is any suspicion of GCA,
urgent discussion with the rheumatologist should take
place that day. 

Table 3

When to refer to secondary care

•Age < 60 years
•Onset > 2 months
•Lack of shoulder involvement
•Non-inflammatory stiffness
•Prominent systemic features,
especially night pain, fever, 
weight loss, neurological features
•Features of another rheumatological
disease
•Normal or extremely high
inflammatory markers
• Incomplete/poorly sustained/
no response to steroids
•Contraindications to steroid therapy
• Inability to reduce steroids
•Need for > 2 years of steroid
treatment

NB If in doubt about whether referral 
is required individual cases should 
be discussed with the local on call
rheumatologist


