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PMR – Diagnostic criteria

 Bilateral shoulder or pelvic girdle aching, or both

 Morning stiffness duration of >45 min

 Evidence of an acute-phase response

 Age >50 years

 duration >2 weeks

 Patients can feel systemically unwell and lose weight



PMR- Investigations

Laboratory investigations before commencement of steroid therapy:

 Full blood count ESR and CRP.

 Urea and electrolytes

 Liver function tests

 Bone profile Protein electrophoresis (also consider urinary Bence Jones Protein)

 Thyroid stimulating hormone

 Creatine kinase RF (ANA and anti-CCP antibodies may be considered)

 Dipstick urinalysis 

 Random glucose / HBA1c

 Consider a chest X-ray if the patient has respiratory symptoms



PMR – Treatment 1

The suggested regimen is: 

 Daily prednisolone 15 mg for 3 weeks

 Then 12.5 mg for 3 weeks

 Then 10 mg for 4–6 weeks

 Then reduction by 1 mg every 4–8 weeks or alternate day reductions (e.g. 10/7.5 mg alternate 
days, etc.)

 PPI

 Calcium and vitamin D supplements

 Consider a bisphosphonate in those >65 or other risk factors for osteoporosis (eg smoking, 
alcohol) or history of fragility fracture

 Advise patients of sick day rules and adrenal crisis when starting steroids (steroid emergency 
card – card should be given to any patient taking equivalent of 5mg or more of prednisolone 
per day for 4 weeks)

 COVID vaccination



Steroid treatment and steroid 

emergency cards

Steroid treatment card (for all patients on 
prednisolone)

Steroid emergency card (for patients at risk 
of adrenal insufficiency from steroids)



Steroid sick day rules



PMR- Treatment 2

 Usually 1–3 years of treatment, although some will require small doses of 

steroids beyond this. 

 Steroids may be stopped when the patient is asymptomatic from their 

inflammatory symptoms.

 Isolated raised ESR or CRP is not an indication for continuing steroid 

therapy but may require investigation.

 Persistent pain may arise from co-existing OA, rotator cuff tears, iatrogenic 

adrenal insufficiency.



PMR - relapse

 2/3 relapse

 If a relapse is caught quickly, a lower dose of steroid can be used (eg

<10mg)

 If a relapse occurs while steroid are being reduced, it happens usually 

between prednisolone doses of 10mg and 7.5mg daily and a small 

increase in steroids (1 -2mg daily) may be sufficient to control it.



PMR - Pit falls

 Normal inflammatory markers but symptoms suggestive – highly unlikely to 

be GCA. ? Fibromyalgia, adrenal insufficiency, post viral myalgia / 

arthralgia.

 Unusually high inflammatory markers (eg CRP > 100) - ? GCA, mitotic 

process, subacute bacterial endocarditis, TB, myositis, vasculitis.

 Giant cell arteritis – always ask patient about head ache, blurred vision, 

jaw pain, scalp pain.

 No response to 15mg of prednisolone - unlikely to be PMR.

 Consider DEXA if difficulty weaning steroids



PMR - mimics

 Fibromyalgia 

 Adrenal insufficiency 

 Post viral myalgia / arthralgia 

 Hypothyroidism

 Menopause

 Testosterone deficiency

 Severe vitamin D deficiency (<20nmol / l)

 Myositis

 Spondyloarthritis (Ankylosing spondylitis)

 Rheumatoid arthritis 

 Myeloma and other cancer related myalgia / arthralgia

 Vasculitis



PMR – when to refer 

 2 attempts and weaning steroids have been unsuccessful

 Not responding > 15mg of prednisolone

 Steroid complications

 Note the role of methotrexate and azathioprine as steroid sparing agents 

in PMR is not clear but will be assessed on a case by case basis 



Questions?



Management of Fibromyalgia in 

Primary Care

 Symptoms and diagnostic criteria

 Investigations

 Management in primary care



FM - symptoms

 Generalised pain (constant, not inflammatory, made worse without any 

specific trigger)

 fatigue

 Poor concentration ‘brain fog’

 Sensitivity to touch

 Disturbed sleep



FM – diagnostic criteria

 11 or more fibromyalgia trigger points: Wolfe F, Smythe HA, Yunus MB, et al. 

The American College of Rheumatology 1990 criteria for the classification 

of fibromyalgia.

 (WPI > or =7 AND SS > or =5) OR (WPI 3-6 AND SS > or =9). Fibromyalgia 

diagnosed based on widespread pain in combination with fatigue, 

memory and sleep disturbance. Symptom severity (SS) scale and 

widespread pain index (WPI) to recommend a new case definition of 

fibromyalgia: : Wolfe F, Clauw DJ, Fitzcharles MA, et al. The American 

College of Rheumatology preliminary diagnostic criteria for fibromyalgia 

and measurement of symptom severity 2010.

(note: widespread pain and tenderness is common and it is important to 

examine the patient before considering fibromyalgia)



FM tigger points  &   WPI + SS scale
FM trigger points WPI and SS scale



FM - investigations

 FBC, ESR, CRP, U&Es, LFTs, Calcium, CK, TFTs, HbA1C, urine dipstick

 Consider Vitamin D if poor dairy intake other risk factors. ANA if symptoms of 

Raynauds, Rhf/CCP if symptoms of inflammatory joint disease, HLA-B27 if 

symptoms of axial spondyloarthritis (Ankylosing spondylitis)



FM – management 1

Non-pharmacological management (NICE Chronic pain management guidelines 
2021)

 Offer a supervised group exercise programme to people aged 16 years and 
over to manage chronic primary pain. Take people's specific needs, 
preferences and abilities into account.

 Consider acceptance and commitment therapy (ACT) or cognitive 
behavioural therapy (CBT) for pain for people aged 16 years and over with 
chronic primary pain, delivered by healthcare professionals with appropriate 
training. 

 Consider a single course of acupuncture or dry needling, within a traditional 
Chinese or Western acupuncture system, for people aged 16 years and over to 
manage chronic primary pain



FM - management 2

Drug therapies (NICE Chronic pain guidance 2021)

 Consider an antidepressant, either amitriptyline, citalopram, duloxetine, fluoxetine, paroxetine or sertraline, for 
people aged 18 years and over to manage chronic primary pain

 1.2.10. Do not initiate any of the following medicines to manage chronic primary pain in people aged 16 years and 
over: 

 Antiepileptic drugs including gabapentinoids, unless gabapentinoids are offered as part of a clinical trial for complex regional 
pain syndrome. Note: there are different guidelines for antiepileptic use in neuropathic pain 

 antipsychotic drugs

 Benzodiazepines

 corticosteroid trigger point injections

 ketamine 

 Local anaesthetics (topical or intravenous), unless as part of a clinical trial for complex regional pain syndrome

 Local anaesthetic/corticosteroid combination trigger point injections 

 Non-steroidal anti-inflammatory drugs

 Opioids 

 Paracetamol. 



FM – management 3

If a person with chronic primary pain is already taking any of the medicines in 

recommendation 1.2.10, review the prescribing as part of shared decision 

making: 

 Explain the lack of evidence for these medicines for chronic primary pain

 Agree a shared plan for continuing safely if they report benefit at a safe 

dose and few harms or

 Explain the risks of continuing if they report little benefit or significant harm 

and encourage and support them to reduce and stop the medicine if 

possible. 



FM – management continued

 Assess patient for mood concerns, fatigue, sleep hygiene, substance 

misuse, caffeine consumption, domestic concerns and address them if 

possible.

 Holistic approach is important. Addressing one element eg mood or poor 

sleep without addressing pain and domestic concerns tends to be less 

effective.



Questions?


