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DESCRIPTION 

Treatment for Polymyalgia Rheumatica (PMR) involves using 

glucocorticoids at low doses. Additionally, glucocorticoid-sparing drugs 

have been investigated. The best glucocorticoid type, starting doses, and 

subsequent reduction schedules, as well as glucocorticoid-sparing drugs, 

were the focus of our systematic analysis of the peer-reviewed literature 

on PMR therapy. Patients with Polymyalgia Rheumatica are often older 

than 70 years old. The main symptoms are sharp discomfort in the 

shoulder and hip girdle that lasts for at least an hour. Clinicians must be 

aware of mimics such as infection, cancer, metabolic bone disease and 

rheumatoid arthritis with geriatric onset. 

 

Once the disease gets developed in the body then the erythrocyte sedimentation rate, C reactive protein, or both, 

are typically elevated. About 30% of patients have giant cell arteritis. Glucocorticosteroids are used to treat 

Polymyalgia Rheumatica, with a starting dose of 15 mg prednisone per day. 

Inflammatory disease Polymyalgia Rheumatica (PMR) is characterized by bilateral discomfort that primarily affects 

the shoulders and proximal parts of the arms and less frequently the neck and pelvic girdle. The main 

epidemiological information and clinical characteristics of this illness are briefly covered. The treatment of the 

condition is given particular focus. Due to this, both the traditional management and the effects of innovative 

medicines are thoroughly examined. Patients with PMR typically respond quickly to 12.5 mg–25 mg of prednisone 

per day in less than a week. Other therapies that primarily attempt to spare glucocorticoids are necessary for 

patients who have a poor response to glucocorticoids or who have relapsing disease. The most often utilized of 

them is methotrexate.  
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However, other research shows that this substance has just a negligible impact. In refractory individuals, biologic 

treatments directed against the major cytokines involved in the pathophysiology of the disease have been 

employed. Anti-tumor necrosis factor medications are not recommended for treatment in PMR, according to 

randomized controlled trials. The anti-interleukin-6 receptor tocilizumab, in contrast, has been shown to be effective 

in PMR in numerous case studies and retrospective research. Controlled studies are still required to prove this 

agent's positive effects completely. It is still unknown whether the Janus-kinase inhibitors and novel anti-interleukin-

6 antagonists will have a beneficial effect. 

Rheumatoid arthritis, the RS3PE syndrome, spondyloarthropathy, Systemic Lupus Erythematosus (SLE), myopathy, 

vasculitis and chondrocalcinosis are only a few of the rheumatologic conditions. Last but not least, PMR may be the 

initial sign of an infection, a tumour, or an endocrine disease. If you don't get better after taking glucocorticoids, you 

might have giant cell arteritis, a malignancy or an infection. The diagnosis may be helped by ultrasound because it 

can detect bilateral subdeltoid bursitis. The mainstay of PMR treatment is glucocorticoids. A low starting dose and a 

slow tapering may lower the relapse rate, even if the ideal starting dosage and tapering schedule have not yet been 

determined. When glucocorticoid dependence manifests, methotrexate is likely beneficial.  

The presence of inflammation by itself does not support the Polymyalgia Rheumatica diagnosis. The doctor may 

order some tests to look for indicators of other disorders since; inflammation is a feature of many other conditions, 

including infections and rheumatoid arthritis. You might have to undergo exams like x-rays or ultrasound scans. 

A rheumatologist might occasionally ask for additional imaging tests to rule out different diseases. These include 

Positron Emission Tomography (PET) and Magnetic Resonance Imaging (MRI). 

Anemia, or a deficiency of the red blood cells that carry oxygen throughout the body, is a fairly typical symptom of 

polymyalgia rheumatica. Polymyalgia rheumatica is typically extremely well treated with steroids. Inflammation is 

reduced by steroids. However once steroid therapy begins, the symptoms will considerably improve within two 

weeks. Typically, pills are used to take steroids for Polymyalgia Rheumatica. 


