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ABSTRACT

Polymyalgia rheumatica (PMR) isa gen-
erally benign syndrome involving the
neck, shoulder, and hip girdlesin the eld-
erly. However, none of the clinical and
laboratory findings are specific for this
syndrome. Different diseases may pre-
sent with features suggesting PMR. The
consideration of other conditions which
in some casesresemble PMRis very im+
portant, as their therapy and prognosis
differ completely fromthat of PMR. Four
patients presenting with typical PMR
manifestations, who were finally diag-
nosed as having conditions very differ-
ent from PMR, are described. The im-
portance of the differential diagnosisin
patients presenting with polymyalgia
symptoms is underlined.

I ntroduction

Polymyalgia rheumatica (PMR) is a
common syndrome in people over the
age of 50. Symptoms consist of pain,
aching and morning stiffness involving
the neck, shoulder girdle, and hip girdle
which are generally associated with an
elevated erythrocyte sedimentation rate
(ESR) (1). Polymyalgia rheumaticais
generally abenign and self-limited con-
dition. However, none of the clinical and
laboratory findingsin PMR are specific.
Several others diseases may present with
similar musculoskeletal aching and the
exclusion of these processes isimpor-
tant as their therapy and prognosis dif-
fer greatly from the classic therapy used
in PMR.

To further alert clinicians of the impor-
tance of considering other conditions that
in some cases may resemble PMR, we
describe 4 patients with typical polymy-
algic syndrome that was the presenting
manifestation of very different condi-
tions.

Casereports

Casel

A 59-year-old man presented at the rheu-
matology outpatient clinic in 1995 be-
cause of a2-month history of painin-
volving the neck, shoulder and hips aong
with asthenia and morning stiffness of
more than 1 hour. Clinical examination
revealed pain in the shoulder and hip
girdles but no synovitis was observed. A
diagnosis of PMR was made as no symp-
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toms of giant cell arteritis (GCA) were
registered. Treatment with 15 mg/day of
prednisone was immediately started with
a dramatic response after 24 hours of
therapy. However, blood tests performed
before the onset of therapy disclosed
3,900/mms3 leukocytes with 1,200/mms3
lymphocytes and an elevated ESR (45
mm/1st hr).

Despite clinical improvement, because
of the presence of lymphopenia and leu-
kocyte values lower than 4,000/mm3 a
more thorough study was performed.
ANA were positive at 1/1280 (by im-
munofluorescence using as substrate
Hep2 cells) with a homogeneous pattern.
Anti-nDNA antibodies (by indirect im-
munofluorescence using as substrate Cri-
thidia lucilae) were also positive at 1/
640. Complement C4 values were de-
creased and slight proteinuria (650 mg/
24 hr) was also observed. Other analy-
ses including rheumatoid factor, creat-
ine kinase (CPK), and serum protein
electrophoresis were normal except for
adight increase of apha-2-globulins and
apolyclonal eevation of the gammaglo-
bulin fraction. A kidney biopsy yielded
afocal segmental glomerulonephritis.
A diagnosis of SLE was made and ther-
apy with chloroquine 250 mg/day was
started. A detailed clinical history dis-
closed a possible photosensitive skin rash
related to sun exposure that had occurred
at the onset of symptoms. Two and a half
years after the diagnosis the patient is
symptom-free, receiving 2.5 mg/day of
prednisone and 250 mg/day of chloro-
quine. Slight proteinuria (450 mg/24 hr)
is still present but no deterioration of
renal function has occurred since the di-
agnosis.

Case?2

A 73-year-old man presented at the emer-
gency unit because of malaise, asthenia
and pain in the pelvic and shoulder gir-
dles along with prominent morning stiff-
ness of 5 weeks' duration. Since the on-
set of symptoms he had noted oral tem-
peratures between 37° and 38° C. On ad-
mission histemperature was 37.4° C. He
appeared chronically ill and complained
of pain on mation of the neck, shoulders
and hips as well as tenderness of the
shouldersto papation. A systolic cardiac
murmur was noticed. However, there
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was no visceral organ enlargement, syno-
vitis, or skin rash. The ESR on admis-
sion was 75 mm/1 hr. Other laboratory
parameters were unremarkable.

Despite the patient having typical PMR
manifestations, his severe malai se seem-
ed disproportionate to the other findings.
Other conditionsincluding infection were
considered. Cultures (urine, blood, spu-
tum, and feces) were taken. Also, anin-
tracutaneous tuberculin skin test (PPD)
and serologic tests for brucella (rose ben-
gal plate agglutination test, seroagglu-
tinations, and Coombs' test) were per-
formed. All the results were initially ne-
gative and a chest radiograph was nor-
mal. An M-mode echocardiogram did
not disclose vegetation and treatment
with 15 mg/day of prednisone was start-
ed. No improvement was observed after
8 days of therapy. For thisreason atem-
poral artery (TA) biopsy was performed
and prednisone was increased to 40 mg/
day. However, the TA biopsy was nega-
tive.

Sixteen days after admission al the blood
cultures that had been taken at thetime
of admission became positive for Hae-
mophilus parainfluenzae biotype Il. A
two-dimensional echocardiogram was
then performed which disclosed vegeta-
tion in the mitral valve. In addition,
transesophageal echocardiography show-
ed alarge vegetal growth on the anterior
mitral leaflet. Treatment with prednisone
was rapidly tapered and antibiotic treat-
ment with ampicillin was started with a
progressive improvement of symptoms.
The patient was followed for 2 years at
the outpatient clinic without showing any
further symptoms of polymyalgia

Case3

An 80-year-old man was admitted to
hospital in December 1995 because of a
3-month history of asthenia, weight loss,
severe pain and morning stiffness of 30
minutes' duration involving especially
the shoulder and hip girdles. Five years
previoudly, at the age of 75, he had been
diagnosed as having elderly onset seron-
egative rheumatoid arthritis (RA) on the
basis of acute pain and synovitisin the
hips, shoulders, and wrists over a 2-
month period. At that time (August 1990)
examination revealed tenderness at the
gleno-humera joints, synovitisin wrists,
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metacarpophalangeal and proximal in-
terphalangeal joints along with edemain
hands, severe pain on motion of shoul-
ders and hips, severe morning stiffness
(morethan 2 hours duration), high ESR
(80 mm/1st hr) and negative serum rheu-
matoid factor. Treatment with 10 mg/day
of prednisone and NSAIDsresulted in a
dramatic improvement of symptoms.
Due to complete resolution of the rheu-
matic manifestations this treatment was
progressively tapered to complete dis-
continuation 1 year later (1991). After-
wards, he was periodically followed at
our outpatient clinic until December
1992.

However, 5 years after the diagnosis of
RA (at the age of 80) he again developed
musculoskeletal symptomsinvolving es-
pecially the shoulder and hip girdles. The
possibility of either arelapse of RA or
the develoment of PMR were consid-
ered. However, severe anemia and the
presence of diffuse aching symptoms not
only limited to the shoulder and hip gir-
dles prompted us to perform amore thor-
ough study. The significant results were
asfollows: ESR 47 mm/1 hr, hemoglobin
89 g/l, leukocytes 8,300/mms3, platelet
count 276,000/mm3, creatinine 2.1 mg/
dl, urea 111 mg/dl. Serum protein elec-
trophoresis did not disclose any mono-
clonal peak. However, dipstick proteinu-
riawas at the 3+ level and 24 hr urine
protein excretion was 5,283 mg. Urine
protein electrophoresis showed a mono-
clonal peak. Urine immunoel ectrophore-
sis showed lambda light chains. Bone
marrow biopsy disclosed massive infil-
tration by atypical plasmatic cells con-
firming the diagnosis of multiple myelo-
ma.

The patient was started with melphalan
plus prednisone but died two months
later because of renal failure and diges-
tive hemorrhage.

Case4

A 69 year-old woman presented at the
outpatient clinic because of pain of 6
weeks duration along with morning stiff-
ness lasting 1 hour and involving the hip
and shoulder girdles. Apart from ten-
derness and pain on motion of the hips
and shoulders the physical examination
was unremarkable. No history of symp-
toms of GCA was obtained and a full
blood count, routine laboratory testsin-
cluding urinanalysis, and chest radio-
graph were normal except for a slight
increase of ESR (42 mm/ 1 hr). A week
of treatment with 15 mg/day of pred-
nisone yielded only amild improvement
of symptoms.

A TA biopsy was negative for GCA and
amore exhaustive study was performed.
An abdominal echo-ultrasound disclosed
amassin the right kidney. Intravenous
pye ography showed distorted rena out-
lines suggesting cancer. Abdominal CT
and bone scan were performed to evalu-
ate potential sites of tumor spread. No
evidence of metastatic disease was found.
A tissue biopsy was positive for rend cell
carcinoma and for this reason, radical
nephrectomy was performed. Clinical
improvement was observed following
surgery.

In Table the criteriafor PMR fulfilled
by these 4 patients are shown. Both the
criteriaof Hunder et al. criteria (1) and
those of Healey (2) were examined. In
Table Il the data that suggested the pres-
ence of conditions other than isolated

Tablel.Clinica criteriafulfilled by 4 patients presenting with polymyalgia features.

Criteria Hunder Healey
criteria (1) criteria (2)
a) Age 50 years and older Present Present
b) Bilateral aching and morning stiffness for at least 1 month Present Present
involving 2 of 3 regions: neck, shoulder girdle, & pelvic girdle
c) ESR of at least 40 mm/1st hour Present Present
d) Exclusion of other diseases Absent Absent
€) Rapid response to prednisone (20 mg/day or less) Not Absent in
applicable most cases
(cases2 - 4)
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Tablell. Datathat suggested the presence of a condition different from isolated polymyalgia

rheumatica.

Case

Final diagnosis

1) Leukopenia, antinuclear antibodies at a significantly high

titer, and proteinuria

2) Unexplained fever and lack of response to prednisone

(at least 15 mg/day)

3) Diffuse aching symptoms, severe anemia(less than 100 g/l),

and renal insufficiency

4) Absence of improvement with prednisone (15 mg/day)

and renal mass

Systemic lupus erythematosus

Infectious endocarditis

Hematological disorder

Rena cell carcinoma

Tablelll. Differences between 4 patients older than 50 presenting with polymyalgia features
and diagnosed as having conditions other than isolated polymyalgia rheumatica and other
patients older than 50 with the same diseases but presenting without polymyalgia features.

Case

Typical patient older than 50 years

1) Systemic lupus erythematosus
Symptoms resembling polymyalgia rheumatica,
renal involvement, hypocomplementemia,
and antibody to native DNA

2) Infectious endocarditis
Symptoms resembling polymyalgia rheumatica,
blood cultures and echocardiogram initially
negative

3) Multiple myeloma
Symptoms resembling polymyalgia rheumatica,
diffuse pain, normal serum electrophoresis with
evidence of only light chain excretion in urine

4) Renal cell carcinoma
Symptoms resembling polymyalgia rheumatica
without hematuria or flank pain

Arthritis, pleurisy, pericarditis, and
absence of rena involvement

Pre-existing heart disease, petechiae,
splenomegaly, changes in cardiac murmur,
and microscopic hematuria

Bone pain from pathologic fractures
of the spine, hypercalcemia, lytic
bone lesions, and a peak on serum
electrophoresis

Gross hematuria, flank pain, and
pal pable abdominal mass

PMR are described. In Table 111 differ-
ences between these patients presenting
with PMR features and other patients of
similar age presenting without PMR are

displayed.

Discussion

We report 4 patients with very different
conditions that presented with polymy-
algiamanifestations. In general, adiag-
nosis of PMR isrelatively straightfor-
ward when typical symptoms are present
and in some instances response to corti-
costeroids is used to support the diagno-
sis (1). Apart from the frequent associa-
tion with GCA (3-5) severa series have
shown no relationship to malignancy or
other diseases (5, 6). However, PMR fea
tures also may be observed in the con-
text of other well-defined diseases (7).
In this regard, in 1999 our group de-

scribed a work-up for patients present-
ing with clinical features of PMR in this
journal (7). According to this work-up
(shown, with minor changes, in Figure
1), patients with classic features of PMR
and without any suspicion of any other
underlying disease should be treated with
10-20 mg/day of prednisone. In these
cases, the absence of improvement after
7 days of therapy would require the
search for other conditions, especially
GCA. However, the observation of other
findings on physical examination, such
as synovitisinvolving the small joints of
hands and feet, peripheral enthesitis and/
or dactylitis, liver or spleen enlargement,
lymphadenopathies, unexplained fever,
the presence of hematologic cytopenias,
severe anemia, or unexplained biochem-
istry abnormalities such as hematuria,
elevation of muscle enzymes, or posi-
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tive antinuclear antibodies at high titers
should lead to the consideration of the
presence of a disease presenting with
PMR symptoms.

Healey described patients who had epi-
sodes of steroid-responsive conditions,
which, at different times, were typical of
PMR and seronegative RA (8, 9). More
recently, Bahlas et al. reported patients
with PMR who during their follow-up
satisfied 4 of the 1987 ACR criteriafor
RA (10). Muscul oskeletal manifesta-
tions, including mono- or oligoarthritis,
are not uncommon in PMR (11-13).
Also, some patients with PMR present
with a benign symmetrical synovitis,
satisfy the ACR criteriafor RA, have a
rapid response to corticosteroids and
show aclinical course similar to PMR.
These patients have aclinical condition
that is different from “classic” RA and
most closely resembles PMR (14, 15).
Late-onset SLE presenting as PMR has
been previoudy reported (16, 17). How-
ever, aminority of patients with PMR
have positive ANA, and the presence of
positive ANA in elderly persons by it-
salf does not exclude PMR. Patients with
PMR may not routinely have ANA or
antiDNA assays donein an effort to keep
medical costs under control. Asin our
first case, the presence of leukopeniawith
lymphopenia and, in particular, the ob-
servation of unexplained high titers of
ANA, should lead to a more complete
analytical study including assays for anti-
NDNA, anti-ENA, C3, and C4.
Although fever may be a symptom of
PMR in up to 35% of patients (1), other
disease processes presenting with fever
and polymyalgia symptoms should be
considered when there are some clues
pointing to an underlying disease. This
is especially true when thereislittle re-
sponse to corticosteroids. In this respect,
it isof specia interest to rule out the pos-
sibility of an underlying systemic infec-
tion, even when the fever islow grade.
The presence of inappropriate malaise
and low-grade fever along with muscu-
loskeletal manifestations are good rea-
sons to exclude bacterial endocarditis
that may cause muscul oskel etal manifes-
tations in up to almost 30% of patients
(18).

Malignancies may present with polymy-
algia symptoms (19). Hematol ogic ma-
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Patient prasenting with
polymyalgia symptoms

Asymmetrical arthritis in wrists +
MCP/PiP/MTP joints: RA

High fiters of ANA:SLE

High AST + ALT + CK: Myopathy
Peripheral enthesitis + dactylitis: SpA

¢

Visceral enlargement

Consistent with PMR Lymphadenopathies

Hematologic abnormalities”

#

Fever with/without
cardiac murmur

Atypical symptoms
of PMR™

# Hematuria

Prednisone 10-20 mg/day

i

¢ ‘ blood cultures

' :

Improvement

| Lack of improvement I

'

Temporal Artery biopsy

b

“Hematologic cytopenias
Immature blood cells or .
Monoclonal peak of gammaglobulin

** Minimal or no accentuation of symptoms with movement

Minimal mornin:

stifness or

More diffuse aching

SpA= Spondyloarthropathy

Fig. 1.Chart outlining the diagnosis and management of a patient presenting with polymyalgia.

Systemic
i infections or
Malignancy endocarditis
b P
Negative

Positive=GCA: 40-60 mg
prednisone/day

TablelV. Differentia diagnosisin patients presenting with polymyalgia symptoms. summary

of the main conditions that may present with polymyalgia symptoms.

Diseases

References

1) Rheumatic diseases
Rheumatoid arthritis
Ankylosing spondylitis
Systemic lupus erythematosus
Polymyositis
Vasculitis
Fibromyalgia

2) Bacteria endocarditis
3) Amyloidosis
4) Hypothyroidism

5) Neoplastic diseases
Hematologic
Multiple myeloma
Lymphoma
Leukemia
Myelodysplasia
Lymphocytoplasmic
Solid tumors
Renal-cell carcinoma
Gastric
Pancrestic
Prostate, colon
Uterus
Ovary

Healey (9), Bahlaset a (10)

Elkayam et al (25)

Hutton et al. (16), Maragou et al. (17)
Hopkinson et al. (26)
Herrero-Beaumont et al. (27)

Wolfe (28)

Churchill et al. (18), Spomer and Ho (29)
Salvarani et al. (22), Gertz et al. (30)
Bland et al. (31)

Kalraand Delamere (20)
Von Knorring (23)

Kohli and Bennett (32)
Kohli and Bennett (32)
Lafforgueet al. (33)

Sidhom et al. (24)

Mackenzie (34)

Olhagen (35)

Sheon et al. (36)

Von Knorring and Somer (37)
Sheon et al. (36)
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lignancies, in particular multiple myelo-
ma or primary systemic amyloidosis,
should be considered in elderly patients
who present with long-standing asthenia,
aches, and muscle pain (20-23). Case 3,
because of severe anemia and the pres-
ence of diffuse aching symptoms not
only limited to the shoulder and hip gir-
dles, along with proteinuria, illustrates
the importance of considering multiple
myelomain elderly patients with poly-
myalgia symptoms. Also, solid malig-
nancies may present with polymyalgia
manifestations (24). As described in case
4, the absence of improvement follow-
ing treatment with doses of prednisone
between 15 to 20 mg/day should alert
the clinician to the possibility of an un-
derlying condition, including a solid
tumor.

In Table IV adifferential diagnosisin
those patients presenting with polymyal-
gia symptoms and a summary of the lit-
erature on the main conditions that may
present with polymyalgia symptomsis
shown.
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In conclusion, the clinician should be
aware of the possibility of other condi-
tions mimicking PMR when additional
features are observed or response to
PMR treatment is not satisfactory.

References

1.

10.

11.

CHUANG T-Y, HUNDER GG, ILSTRUP DM,
KURLAND LT: Polymyalgiarheumatica: A 10-
year epidemiologic and clinical study. Ann In-
tern Med 1982; 97:672-80.

. HEALEY LA : Long-term follow-up of poly-

myalgia rheumatica: Evidence for synovitis.
Semin Arthritis Rheum 1984; 13: 322-8.

. HUNDER GG: Giant cell (temporal) arteritis.

Rheum Dis Clin North Am 1990; 16: 399-409.

. GONZALEZ-GAY MA, ALONSO MD, AGUERO

JJ, BAL M, FERNANDEZ-CAMBLOR B,
SANCHEZ-ANDRADE A: Tempora arteritisin
anorthwestern area of Spain: study of 57 bi-
opsy proven patients. J Rheumatol 1992; 19:
277-80.

. BENGSTON B-A, MALMVALL B-E. The epide-

miology of giant cell arteritis including tem-
poral arteritis and polymyalgia rheumatica.
Incidences of different clinical presentations
and eye complications. Arthritis Rhneum 1981,
24: 899-904.

. SPIERA H, DAVISON S: Long-term follow-up

of polymyalgiarheumatica. Mt Sinai J Med
1978; 45: 225-9.

. GONZALEZ-GAY MA, GARCIA-PORRUA C,

SALVARANI C, HUNDER GG: Diagnostic ap-
proach in a patient presenting with polymy-
agia. Clin Exp Rheumatol 1999; 17:276-8.

. HEALEY LA, SHEETSPK: Therelation of po-

lymyalgia rheumatica to rheumatoid arthritis.
J Rheumatol 1988; 15:750-2.

. HEALEY LA: Polymyalgia rheumatica and se-

ronegative rheumatoid arthritis may be the
same entity. J Rheumatol 1992; 19:270-2.
BAHLAS S, RAMOS-REMUS C, DAVISP: Cli-
nical outcome of 149 patients with polymy-
agiarheumaticaand giant cell arteritis. J Rheu-
matol 1998; 25: 99-104.

SALVARANI C, CANTINI F, MACCHIONI PL,
OLIVIERI I, NICCOLI L, PADULA A, et al: Dis-
tal musculoskeletal manifestationsin polymy-
algiarheumatica. Arthritis Rheum 1998; 41:
1221-6.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21

22.

23.

SALVARANI C, GABRIEL S, HUNDER GG.
Distal extremity swelling with pitting edema
in polymyalgiarheumatica. Report of nineteen
cases. Arthritis Rheum 1996; 39: 73-80.
GONZALEZ-GAY MA, GARCIA-PORRUA C,
VAZQUEZ-CARUNCHO M, DABABNEH A,
HAJEER A, OLLIER WER: The spectrum of
polymyalgiarheumaticain Northwestern Spain:
Incidence and analysis of variables associated
with relapse in aten year-study. J Rheumatol
1999; 26: 1326-32.

SALVARANI C, CANTINI F, OLIVIERI I, HUN-
DER GG: Polymyalgiarheumatica: A disorder
of extraarticular synovial structures. J Rheum-
atol 1999; 26: 517-21.

SALVARANI C, HUNDER GG: Muscul oskel etal
manifestations in a population-based cohort of
patients with giant cell arteritis. Arthritis Rheum
1999; 42: 259-266.

HUTTON CW, MADDISON PJ: Systemic lupus
erythematosus presenting as polymyalgia rheu-
maticain the elderly. Ann Rheum Dis 1986;
45: 641-4.

MARAGOU M, SIOTSIOU F, SFONDOURIS H,
NICOLIA Z, VAYAPOULOS G, DANTISP: Late-
onset systemic lupus erythematosus present-
ing as polymyalgiarheumatica. Clin Rheum-
atol 1989; 8: 91-7.

CHURCHILL MA, GERACI HJE, HUNDER GG:
Musculoskeletal manifestations of bacterial en-
docarditis. Ann Intern Med 1977; 87: 754-9.
NASCHITZ SE, RESNER |, ROZENBAUM M,
ELIAS N, YESHURUN D: Cancer-associated
rheumatic disorders. Semin Arthritis Rheum
1995; 24: 231-41.

KALRA L, DELAMERE JP: Lymphoreticular
malighancy and monoclonal gammopathy pre-
senting as polymyalgiarheumatica. Br J Rheu-
matol 1987; 26: 458-9.

ILFELD D, BARZILAY J, VANA D, BEN-BASSAT
M, JOSHUA H, PICK I: IgG monoclonal gam-
mopathy in four patients with polymyalgia
rheumatica. Ann Rheum Dis 1985; 44: 501.
SALVARANI C, GABRIEL SE, GERTZ MA,
BJORNSSON J, LI C-Y, HUNDER GG: Primary
systemic amyloidosis presenting as giant cell
arteritis and polymyalgia rheumatica. Arthri-
tis Rheum 1994; 37: 1621-6.

VON KNORRING. Polymyalgiarheumaticaand
maignant lymphoma: Report on a case. Scand
J Rheumatol 1972; 1: 117-20.

759

CASE REPORT

24.

25.

26.

27.

28.

29.

30.

31

32.

33.

35.

36.

37.

SIDHOM OA, BASALAEV M, SIGAL LH: Rena
cell carcinoma presenting as polymyalgia rheu-
matica: Resolution after nephrectomy. Arch In-
tern Med 1993; 153: 2043-5.

ELKAYAM O, PARAN D, YARON M, CASPI D:
Polymyalgiarheumaticain patients with ankyl-
osing spondylitis. Clin Exp Rheumatol 1997;
15:411-4.

HOPKINSON ND, SHAWE DJ, GUMPEL JM:
Polymyositis, not polymyalgia rheumatica. Ann
Rheum Dis 1991; 50: 321-2.
HERRERO-BEAUMONT G, ARMAS JB,
AMORIM R, SHENSTONE B, BHALLA A,
MADDISON PJ: Limited forms of Wegener’'s
granulomatosis presenting as polymyalgia
rheumatica. Br J Rheumatol 1991; 30: 382-4.
WOLFE F: When to diagnose fibromyalgia
Rheum Dis Clin North Am 1994; 20: 485-501.
SPOMER A, HO G: Bacterial endocarditis and
septic arthritis presenting as polymyalgia rheu-
matica. R1 Med 1994; 77:5-6.

GERTZ MA, KYLE RA, GRIFFING WL, HUN-
DER GG: Jaw claudication in primary system-
ic amyloidosis. Medicine (Baltimore) 1986; 65:
173-9.

BLAND JH, FRYMOYER JW, NEWBERG AH,
REVERS R, NORMAN RJ: Rheumatic syn-
dromes in endocrine disease. Semin Arthritis
Rheum 1979; 9: 23-65.

KOHLI M, BENNETT RM: An association of
polymyalgia rheumatica with myelodysplastic
syndromes. J Rheumatol 1994; 21: 1357-9.
LAFFORGE P, SENBEL E, FIGARELLA-BRAN-
GERD, et al.: Systemic amyloidosis AL with
tempora artery involvement revealing lymph-
oplasmacytic malignancy in aman presenting
with polymyalgia rheumatica. Ann Rheum Dis
1993; 52: 158-60.

MACKENZIE AH: The polymyalgia rheumati-
casyndrome. Geriatrics 1969; 24:158-66.
OLHAGEN B: Polymyalgiarheumatica: A form
of senile arteritis? Acta Rheum Scand 1963;
9: 157-64.

SHEON RP, KIRSNER AB, TANGSINTANAPAS
P, SAMAD F, GARG ML, FINKEL RI: Malignan-
cy in rheumatic disease: Interrelationships. J
Am Geriatr Soc 1977; 25: 20-7.

VON KNORRING J, SOMER T: Malignancy in
association with polymyalgia rheumatica and
temporal arteritis. Scand J Rheumatol 1974,
3: 129-35.



