Summary of the BSR guideline for the treatment of polymyalgia rheumatica
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)

!

Start GCs: Prednisolone 12.5-15mg daily
+ initiate bone protection unless contraindicated
For all people with newly diagnosed PMR, discuss the option of referral
to rheumatology to consider adding methotrexate (MTX).
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If diagnosis uncertain,
atypical features* (see
below), age <55 years,
I (see

below)

Rheumatology can
consider starting
MTX/IL-6R antagonist in
those who have
relapsed, are at higher
risk of GC toxicity, or
have had an inadequate
response to or are
unable to taper GCs.
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Atypical features*:

Consider discussion with rheumatology to

® Alm to il:é:;ntmute sl re-evaluate diagnosis or consider GC- e Fever
Py sparing therapies e Night sweats
e Significant weight
PMR, polymyalgia rheumatica; GCA, giant cell arteritis; GCs, loss
glucocorticoids; MTX, methotrexate; IL-6R, interleukin-6 receptor; CRP, e Unilateral

C-reactive protein. symptoms

e Joint swelling

e CRP =100mg/L

GCA symptomst:
Headache, scalp
tenderness, thickening
or pain in temporal
arteries, jaw
claudication, visual loss
or double vision

tRequires immediate specialist
review
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