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Polymyalgia Rheumatica and Temporal Arteritis

Background: It is believed that polymyalgia rheumatica (PMR) and temporal arteritis (TA) are closely related disorders and represent different manifestations of the same underlying disease. PMR has an annual incidence ranging from 12-68 cases per 100,000 in persons older than age 50. TA has an annual incidence of approximately 18 cases per 100,000 in persons over the age of 50.

The cause of either condition is unknown. Current speculation is that these disorders result from an immunologic response to infectious or autoimmune triggers in genetically susceptible individuals. Infectious agents implicated as a cause of PMR and TA, have included influenza, Borrelia burdorferi, and HBV but none have been confirmed. A genetic association has been shown to exist but how it leads to pathogenesis is not known.

Polymyalgia Rheumatica

Signs/ Symptoms: Muscle pain involving large proximal muscle groups, however muscle strength is not affected.  The joints in PMR are not affected. Other symptoms include malaise and fatigue. There can be a low-grade fever and weight loss. The trigger points characteristic of fibromyalgia are absent. The erythrocyte sedimentation rate (ESR) is elevated and is the most important laboratory test. Serum creatanine kinase is normal (r/o polymyositis and primary muscle disorders) and rheumatoid factor and ANA are negative (r/o rheumatoid arthritis, collagen diseases).

Diagnosis: 
( Patient over age 50



( Aching and morning stiffness for over one month in at least two of the following areas: 1.) Shoulders/ upper arms, 2.) Hips/ thighs, 3.) Neck and torso.



( ESR > 40 mm/hr



( Exclusion of other diseases



( Rapid response to corticosteroid therapy

Treatment: Oral prednisone, 10-20 mg/day, until ESR normalizes and the patient is asymptomatic. Symptoms are dramatically reduced within four days. The ESR usually normalizes in 4 weeks. The dosage is then decreased by 1 mg every 4 weeks. ESR is monitored every 4 weeks for the first 3 months, then every 8-12 weeks thereafter until therapy is stopped. 


The most common complications of corticosteroid therapy are osteoporosis, fractures, and infection. Relapses are most likely to occur within the first 18 months of therapy or within 12 months of cessation of therapy. The relapse rate is about 25%. Steroid sparing regimens (dapsone, methotrexate, azathioprine) to date do not produce results comparable to that of corticosteroids. Patients are given calcium and vitamin D supplements while on prednisone to decrease the risk of osteoporosis. The bisphosphonates etidronate and alendronate have been prescribed to prevent osteoporosis as well.

Prognosis: PMR is not associated with serious complications. However the quality of life is quite poor if left untreated.

Temporal Arteritis
Signs/Symptoms: The signs and symptoms of TA (also called giant cell arteritis) are similar to PMR. There can be fatigue, malaise, anorexia, low-grade fever and weight loss. But, the most common complaint is a new onset headache, frequently unilateral in the temporal area. Jaw claudication and pain on chewing are common as well. Occasionally, a matchstick-like induration can be palpated in the temporal artery. Also important, are any findings of visual disturbances. ESR is almost always elevated, often above 100 mm/hr. A mild normochromic, normocytic anemia is frequently present. 

Diagnosis:  
( Patient over age 50



( New onset, localized headache



( Temporal artery tenderness or decreased temporal pulse



( ESR > 50 mm/hr



( Abnormal temporal artery biopsy

Diagnosis requires at least 3 criteria to be present. The biopsy is optional but highly recommended. A 3-5 cm piece of the temporal artery is excised and examined for vasculitis. Treatment should not be delayed while the patient awaits the biopsy appointment. A new diagnostic tool is under investigation for TA. Color duplex ultrasonography may some day replace the need for temporal artery biopsy.

Treatment: Prednisone, 40-60 mg/day, until the ESR normalizes, which is about 4-6 weeks. Symptoms resolve quickly, 2-3 days. Once ESR normalizes, a steroid taper is begun. 

Prognosis: If untreated, TA can lead to blindness. An opthalmology consult is required once diagnosis is suspected/ confirmed.

Summary:  There is considerable overlap between PMR and TA. About 50-90% of TA patients initially have signs of PMR, and nearly 33% of PMR patients have evidence of TA. 
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