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Objectives

this activity, participants will be able to:

gnize and correctly diagnose polymyalgia

3

ol nt knowledge tc
tica (PMR)

 treatment strategy and understanding of a treatment response

Appreciate when flares are deemed a treatment failure and appropriate steroid-
sparing treatment

Consider a differential diagnosis



eated with lumpectomy 3 years ago and letrozole;

chey “for quite some time” anc thought she was just getting “old”

, ed without benefit

ut in s |ast 2 weeks has more pain affecting the shoulders and buttock region, worse in the
ning with difficulty rising from a chair

CRP 6.8 (1 year prior <1.0)
Hemoglobin 113 normal MCV (6 months prior Hgb 128)
ESR 36



QUestions for Consideration

der?
_r

”

'a__ effect; actual risk <5%; 30% discontinue because of “sore”, “weak”, “tired”

Shoulc 1sider her history of cancer in our interpretation of MSK pain?
s the mild
What could mimic her presentation?

elevation significant enough to help in the diagnosis?




Intended as a research tool

Not diagnostic

May serve as a guide

e At least 50 years of age or older
e Almost exclusively

Distribution

e Bilateral shoulders
e Periarticular inflammation
e Hip pain is less specific

Serology

e Abnormal CRP (>10mg/L) +/- ESR (>20mm/h)
e Only 1.5% have a normal CRP and ESR

e Require classic clinical picture, response to steroids and
other etiologies are excluded



aited with lumpectomy 3 years ago and letrozole;

hey “for quite some time” & WUght she was just getting “old”

ued without benefit

' in the Ie . 2ks has more pain affecting the and buttock region, worse in the
orning with difficulty rising from a chair

CRP 6.8 (1 year prior <1.0)
normal MCV (6 months prior Hgb 128)



dreatment

‘prednisone

3

e to substantiate response to prednisone is a diagnostic feature

.~_ least 70% g bal improvement in 1 week and normal APR in 3-4 weeks on
ednisone 15mg-20mg daily 5>} 2099

Up to 29-45% do not respond adequately to steroids within 3-4 weeks



Ay 2012)%

Prednisone 12.5mg —25mg po qd

e Lower preferred if co-morbidity;
e Higher if concern high risk of relapse and low risk of adverse effects

Prednisone 20mg-30mg po qd

e Lower relapse rate

Avoid prednisone >30mg po qd

e More harm than benefit

No data showing benefit of divided steroid dosing

e Only if severe night pain or extensive morning stiffness despite single daily dosing



oy 2012)%

No evidence for an ideal tapering regimen

e Be flexible and tailored
e Minimum effective individualized duration of GC treatment

Guidelines recommend reducing by 10-20% q 2-4 weeks

e Achieve 10mg daily (within 4-8 weeks) and then slow the taper

Consider an alternate day regimen or 1mg decrements q 4weeks

e E.g. 10mg alternating with 7.5mg, 7.5mg...




el reatment

ment is required

lon wit e rate >50%, and on average 1-2 X/year

N

espond to resuming the pre-relapse steroid dose

lowing the taper



dreatment

e No recurrence of symptoms does not automatically
trigger intensifying steroid

e Do not increase steroids to lower the APR

e Prodrome for an impending flare?

N : _
\vithout elevated e Withdrawal phenomenon?
CRP or ESR e Alternate diagnosis?

Monitor closely.

Possibly hold the steroid dose and await repeat bloodwork



Alternatesireatment Strategy

yorbidity

ose intolerance; CV disease; dyslipidemia; peptic ulcer;
glaucoma; chronic or recurrent infections

h

_ methylprednisolone over 12 months

|1 q 3-4 weeks, reduce by 20mg q 3-4 weeks - g 2 months



Recurrent relapses

Comorbidity or concomitant meds that increase adverse event risk

e Steroid side effects are frequent, occurring in 50%

4 RCT and 1 retrospective with moderate to high quality of evidence

e Higher remission; lower relapse; greater GC discontinuation; lower

cumulative GC doses




eated with lumpectomy 3 years ago and letrozole;

chey “for quite some time” anc thought she was just getting “old”

, ed without benefit

ut in s |ast 2 weeks has more pain affecting the shoulders and buttock region, worse in the
ning with difficulty rising from a chair

CRP 6.8 (1 year prior <1.0)
Hemoglobin 113 normal MCV (6 months prior Hgb 128)
ESR 36



/.

ne 20mg po qd

N

v waning with more pain and stiffness including the hands



10t typical

" -sweIIing or defined
ould prompt
or RA / seronegative




eated with lumpectomy 3 years ago and letrozole;

chey “for quite some time” anc thought she was just getting “old”

, ed without benefit

ut in s |ast 2 weeks has more pain affecting the shoulders and buttock region, worse in the
ning with difficulty rising from a chair

CRP 6.8 (1 year prior <1.0)
Hemoglobin 113 normal MCV (6 months prior Hgb 128)
ESR 36



ic mg po qd

N

v waning with more pain and stiffness especially the “hips” / low back and
g after sitting. Knee pain is impeding activities like hiking.
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eated with lumpectomy 3 years ago and letrozole;

chey “for quite some time” anc thought she was just getting “old”

, ed without benefit

ut in s |ast 2 weeks has more pain affecting the shoulders and buttock region, worse in the
ning with difficulty rising from a chair

CRP 6.8 (1 year prior <1.0)
Hemoglobin 113 normal MCV (6 months prior Hgb 128)
ESR 36



ne 20mg po qd

N

e stiffness, weakness and fatigue, failure to thrive
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aited with lumpectomy 3 years ago and letrozole;

hey “for quite some time” & WUght she was just getting “old”

ued without benefit

tinthe Iz 2ks has more affecting the shoulders and buttock region, worse in
e morning with difficulty rising from a chair

CRP 6.8
Hemoglobin 113 normal MCV
ESR 36



Parkinson’s can present with a sense of
stiffness proximally in the limbs or neck

causing difficulty with movement and
rigid muscles

Noninflammatory but ESR can be
misinterpreted based on age and
hemoglobin low from other sources of
chronic disease




eks has more pain affecting th&noulders and buttock region, worse in the
ty rising from bed

| | -<1.0)
globin 113 normal MCV (6 months prior Hgb 128)

ESR



disease of

-
L
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itis can cause neck,
bain and stiffness with
matory serology in younger
peop __typically under 45 years old




eated with lumpectomy 3 years ago and letrozole;

chey “for quite some time” anc thought she was just getting “old”

, ed without benefit

ut in s |ast 2 weeks has more pain affecting the shoulders and buttock region, worse in the
ning with difficulty rising from a chair

CRP 6.8 (1 year prior <1.0)
Hemoglobin 113 normal MCV (6 months prior Hgb 128)
ESR 36



ic mg po qd

N

v waning with recurrence of girdle pain, lethargy, some loss of appetite
cramping in her hands impeding use



With any “flare” or refractory

response, consider alternate diagnoses

PMR can occur with giant cell
arteritis

Symptoms can include those of
temporal arteritis or extracranial E
CINENS

@iavt Cell Arteritis
F5%70
@CA is a medium-
large vessel
vaseulitis mvolvivg
bravches of the
aorta, especially
extracranial branches
of the carotid.
10-15%% have
subelavian or 4
artery nvolvemeut,
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are over 0.

+han a0e 50

I Common presenting symptoms:
% 0 (D-A0% Headache

_: (can be sudden onset)

g 0 50% Jaw clandication

50770 PMR cqm; TS
Do 15

Physical exam findivgs
associated with +

- tewporal artery by
temporal artery
beading +'R- 4.6,

prominence +R- 4.3,

tendervess +LR- 2.3
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Historical factors assotiated with
positive biopsy':
Jaw clandication-1'R 4.2.
Piplopia- 'R 2. 4

D0%0 of patients.

Wnlikely if age less

asle of patients have an elevated TSR avd/or CRP
elevation, a normal ESR has a negative 'R of .21
Lab findwas2
Aneimia
Thromls oeytoesic
Elevated alkaline phosp
AL-rt'imr‘cﬂit}lipiu}:ﬂui-l'ik-'b o e,
Awvti-ferritiv antibodies ]
GCA cav also canse aortitis leading to ane

sGUIpuIL haotvdoqv

s formation
‘;

Dlagnosis: Temporal artery biopsy '

Length of at least 1em

Negative TAB does not rule out

GCA.If high index of suspicion, biopsy

should be repe ide

11 /sisoubvid

weeks before biopsy vield
Can also consider vou-invasive
imaging of temporal artery
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Treatment: Prednisone-1 ma/k +o Q'OWMJ do vot
wait for blopsy results to start steroids +/- aspirin

If visual loss, give methylpreduisone 500- 10001«1\6}/01&&\1 X3 days
Relapsing disease, covsider tocilizamab (TL-G receptor
antagonist), MTZ caw also be used but is less effective
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Consider mimickers with relapses or
refractory disease
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