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Values of 100 • Weaters:ten or aore are b7 no meana 

unusual. Eln ti.on of the laaa. fi'brino n, -~ 1o,bQ1in 

4 alpha 2 glotuls.n traotlon ~ oo n. 1'6 

but the 1euooo7te co\U\ la u.eually normal. '1b.ere 

tea, atoh ia apeo1t1o for th1• ;yndrome. ete for ill• 

rheuma.toicl anc1 lupus qtb.ematoaia te.oto:ce 1n t.be M11WI aft 

usuall.J' ne tive. 

The pro~ais la o4, '111 th oo pl.eta NCO'N:J:'3' tald.n pl oe 

uaua117 in l 'tO l ara • 
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In •a.me ~u ul npaoht ( 194,) ot l>e!Ulai'k 

de aribecl a p tien'ts, pcl So a.na. a qect. 681 w1 

a tlv ol!.nio l 

»an · • '!'hey re ff»eci vi thout uea.tment tn. a ut 1.2 mo th•, 

oht ·tl950) . 4iu1=1. 4. ano r lT tten • • 

drew a.t nlion to eim11ult¥ ot tboN 

Oocur»f.ng in giant-cell &l''al'i'tiat 1n vhioh jolnt IJJip\CHQlt 

apeoially painful oulder t ad 0.-.quen tl.7 en Nporte . 

He sug te4 t th1a ~tttome might 1ft r, oi 1- the ·aue a.It 

giant-cellar rt.tta. 

1.'wo 19are late:r uleq,:acb.t and. .;,oh.W'al'ts (1 52) reviit•4 

ps-<> i or 18 ;pa.ttenta rith thle a711dftme. A s'bild:ng 
' 

eat\l:N o~ th.1& wriee vas • te111ale peponder ,-, there bellla 

13 ti male ; 1••• 'l'he dun:tion ot the dl u.ee was tmd.tr 

l r, 1ft 8 p tiont 4 ove:r 1 1,'ttU in 9J one i,a,tent die 

t.eom unk:n.(nm UH plot' l!tlv.lew. 

Pora (1951) 

a oi lly 

1.n 1 ;1omt ewoll • 

be atteo a.. 

dlil&l ~ointe, 

cl kne• • In a few • 

zial .jotnta re ldoa to 

n ral 1-alth. vi 



a orm.11t7 o in et 

tre ue tiz, o !I 100 

the · seaee usual.i, 

·- 7-

iae4 

12 l the • . 

cwnlf 

ide t1 th o l)l'eN t 

A Speoial 'l'7Pe ot Arthritia 

ot 014 • 

ral 'II (1951) 4 U pa ienta of' aw,r~• 

t epw 

wndermaa, •• o1al~ t• tns oapulu oles, 

fioie t to cause ozi1pplmg, t vi rio eian• o arthl'itia. 

:tn 10 the onaet 4 en pre de4 b7 eflN at:Haa. Dur 'lbe 

oourae ot ill11esa U t join uwlo»e4 1ft 3 

pailleni•• d.e •• atteo ill 'ho d a iJ1 the 1h 

.s. . es r •4 in all an tt.nt• 

1ole 'biopeiee M ~rtoned Sn 4 patl nte , vi 

rewl • • w n• wu alotr wt th non epeoitto ran 

J. pa tie · 'le 'fl1N i'fell t ouraea o oo.r11aoa• 4 ou ot 

rtloouo 1!1 with esoelle t ll'tt8p0l\et• :1:alt7 totl1'1d t ta 

~-• lob zotee to ioul.'7 wl 

btta. nt, • t UtlOO n, and n iden. that 11' wae lll'Oue.o 
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tir i ot· 111anJ conw:t.mtion fl'Om Moe • by 

:testier &. CertQn.o.l.Q' (1951), who Npc>l'te 2, elda 1T .tSen • 

vi . "Patn,4o- 01Va1"1lu-i bs lique". 7 14 t consider 

•is to le a Jtarthritie, as ;Joittt •I . lone •• not a , 

In ,as Sftto sponun oua zieale 1 

m .2 o 19 e, lo 4 cour . t 1d and. it>.trawnoue 

b.a,e, . a beneficial ef~eot. 

( 19,3 and. l9S6) aoi'lbe ' a ot 28 p tlentll 

wtt•r · f'ltoa What he · 1 ,.Atta:t11:a:i\1o lleuma <>14 D1a•&N" - • 

1111 belS...- vu pn 'bl7 allied to rbeumatoU. 

artb1Ua an of 1te 83G'tut1 tteetatio• vlthou.t 

tb1t · • 

JU• t st s,oup ot 7 pa.1d.onte VJl.s cl 57 to 73 an 

~ nt.4 vi 1nitia.1 at ta~ ti loes ot 

•S. ,. TheJ Jlll)la.!ned. of · . a.ob.ea oonttne4 

most of' n to ahouldei, · 4 oervio 1 regiont t ao t:tae 

involving · 1•tu1t of 4 ok• c ••, 'bd.o 

l!a •• '!'hon was no •'ri&anoe ol 301n ln.Vl>lftmeat the· 

' UltU&l~ Ill 3 ti.ell 8 ln · bl . 4 

ti'bl'taopn waa ••tu.tea., lt wu to'Utld to be r i 4. 

Four or tbe 21 pa:tient• ia •A bl bu late,:, pape» hall. 

min:Lm,.1 ~mt 1JM:>l-ni nt vhtch wu ot t5GOO t.4 wl th 

3.'a41o1osi•l ohaft a ot rhe toi.4 1hl'S. t1 • 
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he oonst.dere4 toJ.'1184 "a llnlt tween '\be anai-tuitio f. :rm 

ot the Q'lldzo• an4 fl"U8 rheumato14 artbiti•"• fhn• 

ti nt wn found to haw aubou.-.oue noclul••• Ot l4 

whoa aheep otll 

1t na aitiw in 3 an4 4ou tMlt •ltiw in 4. 'l'Jma 1 J.a 

likel.¥ that tho• pa. 1eniis w1 joint inwlw•nt, au ouianeoq 
. ' 

nodule• an t. ait1 s .. c •• ,. 414 ta tao 
I 

11 re rte4 

he had eeen MWl'al ti.eni• wt.th a alllilo o11n1oal i,i t'laft . 

ot hia patient• 4 dawlope4 tu manit'eatat ou ot • 1al . 
qu.entl.J' on oeeaation ot 

relapaecl into a olinloal plo~ n••bl 

cSawl p {be ati 

l"i 1 • • 

tbzoitio 

tlenta 

t-oell 

ha4 · n tollo 4 up tor Nftr&l paz,•• 3 ne 
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theM p ten dewlope4 viaual • ce1 

ol:ia.ra •:tatio ot g1ea't-oell •tel"itl• aud. · e'ri.&m ot 

b1op 8 .UU\J..,_. 

'11e of' a t>t hia tlAn:t:e., 

H,ul,lt!A·· (1957) nr91118 

""''""'""l\At- 1a ,at:len a 

'1.1h& cU.nlcal toaiuNa • 

igtlt, la.ctaltwbl, ~l)'ll:'e 

A 'Ir t •4-

t1.onta ha4 ewollen jo!nte 

WU pre · nt. 1/1' 

td.mtlar '1l.oa preriou C2.'1: 4 w1 a 

n} and.. hn}er lobu.li.tlullio. in e.11. b 

t (D,A..'l',) l 

lu o mato1111.1 11s w not tou:n.4 · ilM 'bloo4 t 

ion B GXl,ID.i?ie • Ch io ( •• o.) • tea 
' 

WM h l 6 tie11 fJ vu rto 4 

( ani 1962) ~ 

l t · ntl Wft a. 1fi 4 at, \111,.l~"'J· 

aotlve o wtaht-: .»1Ja1 ••roiee• a:rt4 .ablple -.1. eto•• 

'.L'he &cu ~- 121' paaeed ott de e a,.ra.1 mt 
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'I he ~oat.•, baN 

uld. o~ bit 

or o "1.tlon. in& vu a ot 

:le q11&ro be eo 4 tho ueoripttv. ltl• ·ot · 11m7al«ta 

IUl8·uu.t1oa", b7 1th1 

1mrn11n in 

thi e,ndrou he.ti. a:t.aoe 

11 a.tuft. 

bo , oli!iical li,tioa of thle a,nco• lrl tu 

la :oro· 'bl1' t of Oo (1,60). It 

tlncU.nss vel'6 o ntWi, dmllaZ' to Wloee· et tha "1.ou$ 

au 11a and those of the aerie• ecriblt 1 . tMa:Le. 

tl&nta ha i,rooe W•otlo O# o ou 

qohe,anlo etffea had. beea d.e ori1-4 b7 OM au re 

(Xertle7, l951J etieJ' C rtono · • 195.31 Jaull rJ' 

8.114. ~·· 1960). 
la 117 4ow1opect am • whloh ••1• to• 9 

lO nthe, 1n e.fl4 tH'fneaa l'8 Wiu8urw1M:a. 

oiea, whloh •• ot n •ll.lsht~ tfJJ1ie11 e p&lp *lon; *4 to 

r depee. r ti.cul 111 · •11 s 

of f'in r 4 kilo ~of.ft.ta re obeel'ft ia 6 ••• «nut 
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rfo~ ed. in all 21 pa tie t•, :l t 

l'here " no ~ iologic 1 oba.nsea oharac ri tto ot rhi 

arth:d. t:l.s. 

lta. 

toi 

The a.-wrase cb.u-ation ot 1he llln • w • J~ month , itb 

the a pto e uauall7 of atest sevarit 

within a month ot the onaet l'thou 

so p ttents. In 3 p 11 nta a r 1. ed E.s~a. 
apptomatio r•co r7. ~ en pa ient WM tr a.w. with 

sho.rt ooure a ot oorticoatell'oi which reaul d. 1n · lced 

711Pt<,>m tio iraprove nt, ltboup the s o ev14enco tha1 

oortiooat 1'014 th r P1 had &n7 afteot on the urat1on ot th · 

d1ee • n oortioo teroido re ieoontimle4 a r turn ot 

e to . oocurN4 w1thb a ti v dot•• 
In 9 ot the. 20 patlen.·te with pol~lgia » e 

deao!r1'bed b Tod (1961) vldeapr ad non-, U.cu pa.in wae not 

a proain n t tea. tun. 'l'h4t a.in dt,.rtur n~e 

illlJ. a • in ot the pa:tlenta complo.tned. ot he ohe an4 

although thie was the in oornpl int 1n ome oc the 'ti ·nta , 

it w • not conatd H4 to be due o si,ant-oell arteri. ie • the 

h a.daohea Tari d. in obo.rao•r., situation and rit7 d .. 1'1,u,,. 

w a no local evideDOe ot ar11eri t1e4! 

Subsequent :p\lblic tione by Boyl ttT (1961) ot 
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it in, r~ t al. {1961}, De Se t al. ( 1961) t 

Se1"'9 and s on (1962, 196 ) and Fon t r and Oertottos.taf 

(1963) all ot a.nee and Bol'thnl (1962) ot S0ani:U.ru1Y1& :ve 

rvad to co irm the e · 11 r olinioa.l cleaoriptiott• an , bAt 

ympto t ,S.o wl t af't4)J.'ICWcl 'b7 oorttoos rotd. rap7. It la 

ot 111 nett t oni,, one pub11oatlon on thia to~to, bl' 

1 e'C al. (196) • ha• appeatrecl in .American 11 ra · • 

In 1961 lea4ing arti•l on polJ'llli" ·fP.4 »heume.U. a 

oet b. ht.oh., after an exullen review ot 

h4J oltn1oal piotuN and. oui- nt View• o 

condition, it wu atated. that "Despite seftl'al ou.tul atuU•• 

.....,, .. L,, .... 1g1a, U it YI 41 ts.not en.1117, does ao &1'll7 aa 
' 

olinioal &11J1pto11 0011:pl•x :recopia ble 'Q' o patb.olo 

or a citic laboraton ~ ,.... Ke e:nnoe w; • made to be ,apei­

b3' Paulley d (l~6o), tn whioh th 1' aus • el , thie 

BJ'lld.rome was ,one 1D4l'ifeat tt.on ot iant. ll al'terltia thoup. 

t N wa• no h.ietolop l proof ot this. 1 

otb al wa ttr otift enou 

tu43 4 . rovide4 one a.venue tor the esp&1'111enh.1 JPN ob to 

ill.nee • 

S.ve1·Nil repc.n.•ta ha: ppearecl in the l a tew · ua of the 

finding ot olinic d hi tolo(lio 1 e"'14en04I or Bi t.oel1 
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. ltt _ ,, 1962t 

KOBJa.•l•, 1S,6)J 
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»oJ~Jali06 1:Mama.tt - •. 

et a1 •• 1,u, 
dlltirba1lll ei at.. 196lf G~ --1, . f, 

• 19&, ia •·t: a1 •• 1, ,, 

• 8 • ho•••• ._ o-t p.i.1~,-..i!RiG 

. ..- :tt,u atm.._11 CIMefttifl ._. tlJ' .a'1all 

ood .. 



( ) 

1o 

bftUtlY ( 1951) -~'ta& f h1a 

le. , 195lt 

a&batQ'.'1811'1 nt.aen,oe 
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ie a ri 

U'ntt.1 

.ot atten ion ao • aa 

ei r oltni 17 ,: 

eleo • 
ol• re • tal 

le le:, (1951), atuni ( 19,7) , (1960), le 

at (1961), (1961), Ve zt (1961) t 'l"N • al. (196 ) , 

•• al. (196.l) 0 ( 9 ). 

Jlo tin1 cal. l'llalitiee •at, le 

1'h8 al rcton (1960) 11 t 

inf o'f ia etz 1o as.ea ot 1 

' 
aillil . 

et 1. (1963) 1n t t 

can:ie u t a ta1 

t 5 tlanta clon (1960), 7le ai (19 1), 

Barria ( 1962), erre ( 196 ) , Ol.Dafl't11n ( 196l) 
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(1, 2, l: 6J) o ' 
1n ,:i •• 

• 
In fl, 

i. 

t, 1G • 

• 
(19 ) 

t •• 22 .. 'I 

1d al 

•••• 

ale, 

0 

•n 
e-.1 

t' of 

1118 t 

• ,10 

• 
a -ta . llt (1 ) 

r at 
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ohan • 

an4 oeuaa ot 

11"1-ation ¥1th l.7apho • an4 

infiltration vaa to 
. 

capsule, mna, a..» f'u la 4 •n41nou• Np • It 'WU 

8U .... 

pain pol11t1algia rMuaatioa. 

a the pibliw4 Nporta i ~ would. ap ar aoat lllral.7 

tiaaue a"buo 

• lan1to17 

••1bl1' other late oonneoti,­

•in"- apine an liab BU'41••• 
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an.4 sa, and thie wa.kuea peralate4 lo dtel' '118 

ient ••lu.t. cgar1u,t.4 i;bat the mu.sole wuttna 

waa Ufllilcal.7 to be r.econdal7 10 join oua •, • !.t wu out ()f 

all proportloti to oltnlo an« a4.tologtoa1 ~l'ft ~t of 

the 3oin'8. th••• :r:e waa no •vtdenoe et 'th&'I thi# 

vae ,eriphe,:;t.l, JrflJ o:r ariterlo hc>m oell litval••nt. 

Al tho he 'blli•w that a al tia na the 

s,,lan tib , ne t . o • atu.4Mt4 (mm r • oUt.4) 

Ghowe4 evidenae ot tb.ia o e.t.obo117op-a.plq' and. au.eol• b P*71 

ei J:" wu vtda~oe of nu.a lar ,1,1rteJ!lti. towid, althOugb tM.a 

4 p;e'V'lou.et.,, on repor ( 4 inao , 19SS) • 

Pau11e7 4 e (1960) ·• d ~--

1'; umati • othit: tba:ai Bialti-oell a'8J."iil• 1fldoh the 

las• oal ti 1l 4-ftlf:>p or l).ad. al.WadJ' ooCJUtN4. 

'lll*7 t aent t.1Q'. ILi•tol sioa en. :aoe • 

wp t th1a 1tJ»o al• tbar 414 tin lWoal ev1<1,noe t 

po~ :,hewaatloa in J2 ot tmtb T pa11ente nth t-oell 

a.rteritu. 'Pheu 32 ti.en • 4 »ain a.ad s1iffneaa 1n '*8 

mu11 t ah uld.tre, , lt and l•P•· ol,-'Obttt.a 

ot the "rheumatoi " tn»e, w:lth boNn ehoulde11•, waa :toun4 1••• 
' ' 

1",uentla' bu.t 1ha exa t itlo:t .nae wu not et t.d. 

Onq 32 of 11' patient• 4 olaeatoal tiapo~a.l ar rs.tu 
d turtba:r 1 ha.4 a4 or t oial pain.a., that 

random 10&1.p b10J>•1 and mu.sol• 'bio a7 had ~w ~lp:tul 
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lw nt t 

A 

) 

l} 

2 pa le 

61 (C 6) ........ ft... 1 

t hie ll-.-, ... . ,08!10. ot ·'VallGU.UIZ' o.a.t•ai• in 

-~».a• of • t llo a. io t Dltlll.r.l.Y 10 
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,,.. no ooneiden 

In 1963 atuni •nt.4 reaulte ot 50 patient• 

wi 'thla ctro• co been tollo• he n 1945 an 1961. 

11'one ~f "'-• tien • ba4 d.ewlo:pe4 11.be Tisual 418 

Ohll1.ra.1ot.rietio ot pant-oell arte11iU,e but 16 h&4 a.SM 

ot laaa4aohe 41.u-i.nc oour• t iheu lllne • • lewn 

ti n • had clie4 ho oaueea uaoonneote4 wi the i,.,algi& 

ruuaatiaa, a vhiah aoet had bT that tiM NOOff • Au paiea 

wn pertoraA ta 6 ot t.u• 'I e'ricleaoe t arte:ri 111 toun • 
I 

theNOn there wu no en noe of art.:wi tia in teaporal art. 

bio a1-a ot 2 pat_ien wt tlda 111ft(lro•.• 

In epi te ot the ation ot ••1 ( 1959), Paulle7 .a 

R-114~• (1960) and. XaoOn r (1961) w o to'Un4 & olo• nae• lanoe 

olinioal piotun ot &iant;...oell artewitt• an& 

U.tera'tUft haw toun e'rid.en ot glant-o.11 arte:riti• 1n arq 

of tbeu pat nta with ~Bia rlMtumatioa. 'rh6 1no1d.enoe 

of Tiaual ilapainlent ill oaaea t gi&nt-o.11 a:rterit1• vu 

norall.T ocmsiun w be in ._ region ot ( ollenhor1t 

•1 al. , 1960). It la tbua 11'1&1'Pi•ins that H of the tienta 

with pol1a1aJ.(1'1a ruwaatioa 4 d.ewlo:pe4 Tiaual - .. ,. ..... --

other erid.enoe ot giul..._.11 artea-it1a. 

A total of 151 oue• ot 11m1&las.a r-beuaa ioa :.- been 
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$~1. c1 in h1tain Up to 1964 ( ice, 188 J lualfJ't 19511 

,UD,f(.11,"" .. tuni; 195l, 1956 an4 lS>6J1 Devan, 195SJ 1,e,.., l957t 

Gordon, 19601 Jo7le an •••v, 1961J 'l'o44,, 1961, • Gordon 
' . 

• , al. , 1964) • 

118 if it wue '1:la1 atu~ll .a,:riut:tl• aa.v p;re•at 

.,..CJlil_, u ..... trhtah. liq' apaa -. Oftft1a1 

'9$asala, S.t 1• ~t•ins 'that ln th18 auaber of ,-.tun• • 

vaa in 1wment 414 t •»"ad. 'to the ~•161 wa•l• to 

produOI ._ tn,ioal oliaS.oal ioimre ot 1t.an:'-oell ••~1,., • • 

At the sent t:L the •1'0•117 ot gl1ah atu<Uee of' 

p0~a rheuaattoa asre• :t lb.la 121bo• ta in~••• 
a clinioal entl't( '.lhi.Gh 1111 uu:elatt4 to al•~ll al'tl1tltia 

b apite ot 

Sn the o<,nclttlone. ftltt eo• au.tbbra on 1 t-olll 

arterit:L• (Buesel, 19591 t lle7 a4 ~•, 1960t 

MOGNJM.• 1961) haw .f.nolud.e tn,ical ouea of JOIP1alala 

rbewaa.tioa 1n t ht se,:, · • in ai,ite ot ._ aib•n• of lf'Uoula:r 

oban • 11 t .ible ritb artei-1t1•• 

• ·• n 1961: -4 1964 ••bl oliniod. e1'14H• ot :polJQalgt& 

•hftma·H.oa a.ppea:r. iii tl2e zienoh lite:tatuft ( ne •• .a1 •. , i,611 
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Figs. 14, 15 and 16 Case 29 

Radiographs of the right hand showing cyst in 
middle metacarpal bone (December,1961). 
erosions of metacarpo-phalangeal joints (January. 
1963) and healing of the erosions (January,1965). 
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inflammatory chang-es. In the other two (Cases 24 and 81) 
there were perivascular foei of lymphocytes and plasma cells. 
The changes were those of a non-specific inflammation of the 
capsule. 

c. Radiological changes in joints 

As has previously been mentioned all the patients in 
this series had changes of degenerative disc disease and many 
also had evidence of degenerative joint disease on radiological 
examination. Erosive changes of joints and/or sclerosis of 
the sacro-iliac joints on radiological examination appeared 
in 8 cases during the illness (Figa. 7-23). The joints 
affected were the sterno-clavicular, acromio-clavicular, wrist, 
proximal interphalangeal and sacro-iliac joints and the 
symphysis pubis. 

The sites and severity of joint erosion, the final 
diagnosis and the presence of psoriasis are indicated in 
Table 11: 
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Case Diag. s.c.J. A.C.J. Wrist M.C .P. s.I.J. Pubis Psoriasis No. 
and 

P.I • .P. R. L. R. L. R. L. R. L. R. L. 
23 ?G.C.A. 1 

2 4 
24 P.R. JX 2 2 
26 ?G.C.A. 2 

+ 
28 G.C.A. 4 

29 ?G.C .A. 2 2 3 2 
37 P.R. 2 3 4 2 2 2 2 + 
50 ?G.C .A. 3 3 3 2 + 
66 P.R. 4 2 

x Case 24 developed erosions of the right sterno-clavicular joint 
after a biopsy had been performed. 

& Case 66 had partial fusion of the right sacro-iliac joint, 
which was presumed to be related to an old healed tuberculous 
lesion of this joint. 

In five of these patients (Cases 23, 26, 28, 29 .and 66) the 
clinical picture and course of the illness were indistinguishable 
from the other patients but they developed erosions. The 
distribution of the erosions in the joints was not characteristic 
of any recognised inflammatory polyarthritis. Three patients 
(Cases 24, 27 and 50) developed unusual features. One ( Case 24) 
presented with a clinical picture not unlike the other patients 
in the series, but after 2 years developed erosions of the proximal 
interphalangeal joints, which were compatible with the changes of 
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rheumatoid arthritis, but the S.C.A.T. has remained negative 
and she has not developed subcutaneous nodules. Case 37 
developed erosions of the acromio-clavicular joints 2 years after 
the onset of her polyarthritis which, at the onset, was indistingui-
shable from that of the other patients . At the same time she 
developed pitting of the nails characteristic of psoriatic nail 
changes. Radiological examination 3 years after the onset of 
her illness revealed erosions of both acromio-clavicular joints, 
the right sterno-clavicular joint , both wrists , the right sacro­
iliac joint and the pubis. On clinical examination at this time , 
she still had limitation of shoulder girdle range , and synovial 
effusions of both knees. She had, however, developed moderate 
limitation of wrist movement and instability of the terminal 
interphalangeal joints. Her clinical picture was then 
indistinguishable from that of psoriatic arthropathy. Another 
patient (Case 50) who also had psoriasis developed radiological 
changes and clinical features which were not unlike those of 
psoriatic arthropathy, but had a sedimentation rate persistently 
above 100 mm. for over 3 years and had a history suggestive of 
arteritis of the temporal arteries . It is of interest that 
three-eighths of the patients with erosive changes of joints had 
psoriasis . Five patients (6%) in the whole series had a history 
of psoriasis . The other two patients in the series with 
psoriasis did not have erosions but as the duration of their 
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polymyalgia symptoms was less than one year, the possibility 
that these two may yet develop erosions cannot be ruled out. 

Excluding the one patient who was considered to have 
psoriatic arthropathy, the presence or a history of psoriasis 
in 5% of the patients in this series is not significantly higher 
than would have been expected, as Lomholt (1963) found the 
incidence in the general population to be almost 3% and it is 
likely that the incidence rises with increasing age. 

There are, therefore, two possibilities in patients with 
polymyalgia rheumatica who have joint erosions and psoriasis. 
Firstly that those patients with apparent polymyalgia rheumatica 
and erosive joint changes are in fact cases of atypical psoriatio 
arthropathy, or secondly as erosions may occur in patients with 
polymyalgia rheumatica psoriasis in some way enhances the chances 
of erosions occurring in patients with polymyalgia rheumatica. 
As erosive changes of joints were also present in other cases 
without psoriasis both possibilities may in fact be correct. 

As none of these patients have been followed for a sufficiently 
long time and the aetiology of polymyalgia rheumatica is unknown, 
the possibility that the radiological changes in all these patients 
are related to the same disease cannot be ruled out, unless some 
of these patients develop typical features of one of the defined 
rheumatic diseases. 
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Summary 

Focal tender areas were present in all these patients and 
in the majority these were widespread. Transient synovial 
thickening or synovial effusions were present in 69% of the 
patients, most often in the sterno-clavicular joints and also 
frequently in the knees. 

Biopsy of the sterno-clavicular joints in 3 patients revealed 
thickening of the synovium with villous hypertrophy. The 
histological changes in these 3 sterno-clavicular joints were those 
of an active non-specific synovitis. In two patients there were 
also non-specific inflammatory changes in the capsule. Residual 
instability of the sterno-clavicular joints resulted in several 
patients in whom there had been tenderness or synovitis in these 
joints. 

Erosive changes in joints on radiological examination 
appeared during the course of the illn~ss in 8 patients. The 
relationship of these patients to the other patients with 
polymyalgia rheumatica is at present not definitely known, but 
it is possible that in several of these patients the erosive 
changes are manifestations of the same disease. However, in 
one patient (Case 37) it was considered that she was not 
suffering from the same disease but was probably suffering from 
psoriatic arthropathy. 
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Comment 

In spite of the fact that the criteria for inclusion of 

patients in this series were not strict it is indeed surprising 

that in almost all the patients the locomotor manifestations 

appeared to follow a similar pattern. Whether those with 

erosive joint changes have a different disease awaits long-term 

observation of the disease. At the time of writing, only one 

patient (Case 37) was considered not to be suffering from 

polymyalgia rheumatica but to have psoriatic arthropathy. 



c. Muscles 

(a) Clinical 

Tenderness 
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This was usually widespread. Painful muscles were 
frequently tender to palpation, the muscle groups usually affected 
being the shoulder and hip girdle and paravertebral muscles. 
Weakness and Wasting 

Muscle weakness was not usually found. Apparent subjective 
or objective muscle weakness was common,but normal power was 
restored following local injection of 1% Lignocaineintothe tender 
focal area, usually at the origin or insertion of the affected 
muscle. Only one patient (Case 15) had objective evidence of 
weakness and wasting which affected mainly the quadriceps and 
hip girdle muscles. This occurred after he had been treated with 
30 to 60 mg. prednisolone daily for three months. No other 
patients had muscle wasting which was if'compatible with the 
local joint changes and the general loss of weight. 

Muscle shortening 

No evidence of muscle shortening was found in any of these 
patients. In two (Cases 33 and 34) there was apparent shortening 
of the quadriceps muscles on flexing the knee with the patient 
lying prone. This apparent muscle shortening was abolished by 
local infiltration of Lignocaine 1% into the tender focal areas; 
these were principally in the origins of the rectus femoris and 
sartorius muscles. 



Figs. 24 to 30 

Illustrations showing ~istribution of the pain 
referred from the sterno-clavicu ar joints~ 
which was felt to be in the muscles. 

Fig. 24 Case 2 

L. 

Fig. 25 Case 5 

C2 



Case 7 

L , 

Case 8 
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(b) Investigation of the sites of origin of the pain 

(i) Pain arising from the sterno-clavicular joints 

The distribution of pain arising from the sterno-clavicular 

joints was investigated in seven patients (Cases 2, 5, 7, 8, 13, 

24 and 26), as described in Chapter 4. The sterno-clavicular 

joint and capsule were then infiltrated with Lignocainel% and it 

was noted whether the distribution of pain previously recorded 

on forced motion of the joint was completely relieved. 

It was found that the pain was felt by the patient to be in 

the muscles of the shoulder girdle, most frequently in the 

trapezius muscle, at the base of the neck ana/or over the deltoid 

muscle and lateral aspect of the arm. Occasionally there was 

also pain near the medial aspect of the clavicle and, when the 

pain was very severe, at the side of the neck and in the muscle~ 

on the radial aspect of the forearm. Only 2 of these patients 

were aware that the sterno-clavioular joints were tender before 

their attention had been dra'W!l to this. The extent of pain 

distribution was related to the severity of the pain, being 

greater in those cases where the sterno-clavicular joint was 

more tender. The distribution of pain from the sterno-clavioular 

joints in these 7 patients is sho'W!l in Fige.24-30.Following 

infiltration in these patients, the range of movement of the 

shoulder girdle was improved in all and the pain on motion 

previously experienced in the muscles was relieved. The 



- 131 -

tenderness which had previously been felt in the muscles was 

also relieved, indicating that this was hyperalgesia of the 

muscle within the area of deep pain reference from the joint 

(Kellgren, 1964). 

One of these patients (Case 5) later developed giant-cell 

arteritis which was proved histologically and another (Case 26) 

had clinical evidence of occlusion of the subclavian artery and 

was considered to have large vessel arteritis. In each case 

the distribution of pain from the sterno-clavicular joint was 

identical with that found in the other patients. 

A control experiment was performed in 6 other cases who had 

arthritis of the sterno-clavicular joint and were suffering from 

an inflammatory polyarthritis other than polymyalgia rheumatica. 

The distribution of pain from the sterno-clavicular joint was 

also recorded and the areas of relief of pain noted following 

infiltration of this joint with Lignocaine. In all cases the. 

pain which had previously been felt in the shoulder girdle muscles 

was relieved. The distribution of the pain was similar to that 

found in the patients with polymyalgia rheumatica. 

The sterno-clavicular joints of another 8 cases in this 

series (6 bilaterally) were also infiltrated with Lignocaine and 
hydrocortisone for therapeutic reasons, with beneficial results. 

The degree of tenderness of the sterno-clavicular joint 

was not related to the degree of synovial thickening. It was 
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often found that the most tender areas were at the attachments 
of the capsule to the bones. The degree of limitation of 

movement of the shoulder girdle was more related to the capsular 
tenderness than to the degree of synovial thickening of the 
sterno-clavicular joint. The distribution of pain from the 
sterno-clavicular joint corresponds to the 3rd, 4th, 5th and 6th 
cervical scleratomes, as might be anticipated from the fact that 
its nerve supply arises from the 3rd, 4th, 5th and 6th cervical 
roots (Johnston, 1938). 

Pain from the acromio-clavicular joints was also aggravated 
by shoulder girdle movements and involvement of these joints 
resulted in restriction of motion, but the pain was usually felt 
maximally in the region of the joint itself and did not radiate 
widely. 

joints. 

Patients were usually aware of the tenderness of these 

Twenty-three of 59 patients with tenderness of the 
acromio-clavicular joints had injections of hydrocortisone and 
Lignocaine into these joints for therapeutic purposes, resulting 
in improvement of local pain and range of shoulder girdle 
movement. 

In the patients with polymyalgia rheumatica the greatest 
limitation of movement of the shoulder girdle was observed in 

patients in whom the sterno-clavicular joints were the most 
tender, particularly at their capsular attachments. From 
observation of the increased range of movement resulting from 
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injection of local anaesthetic into the sterno-clavicular joints 

it was apparent that involvement of these joints was mainly 

responsible for the limitation of movement of the shoulder girdles 

which is a characteristic feature of polymyalgia rheumatica, 

more so than tenderness of the acromio-clavicular and scapulo­

humeral joints and the multiple tender focal areas around the 

shoulder joints at the insertions of tendons, which were also 

present in most cases. 

(ii) Hip girdle pain 

Tender focal areas round the pelvis of 4 patients were 

injected with Lignocaine 1% and hydrocortisone. The tender areas 

injected were on the anterior superior iliac spines, anterior 

inferior iliac spines, adductor tubercles and trocha.nters. In 

all cases pain which was felt by the patient in the thigh muscles 

was relieved or improved. It was also found that limitation of 

movement of the hip joints, especially of adduction and abduction 

was abolished when the focal tender areas on the trochanters 

and adductor tubercles respectively were infiltrated, showing 

that the limitation of movement of the hip joints was mainly due 

to painful lesions of periarticular structures. In hip joint 

disease of any cause all movements, and especially rotation, are 

limited whereas in those patients with limitation of movement due 

to pain of the periarticular structures, rotation was usually full, 

while adduction, abduction and flexion were limited depending on, 
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the periarticular structure involved. 

In two patients (Cases 33 and 34) flexion of the knee with 

the patient lying prone was limited and painful. The pain waffi 

felt to be in the quadriceps muscles. In both, this pain and 

limitation was abolished by infiltration of the tender focal areas 

at the origin of the rectus femoris muscle on the anterior 

inferior iliac spines. 

Comment 

Limited prone lying knee flexion is usually regarded as 

being indicative of muscle shortening which occurs in myositis, 

or involvement of the upper lumbar roots, but in these two cases 

it was due to pain arising from the origin of the rectus 

femoris muscle. 

(iii) Injection of spinal ligaments 

Injections of the tender interspinous ligaments were 

performed in the cervical region in five patients (Cases 4, 5, 

23, 42 and 8o), in the dorsal region in seven (Cases 3, 18, 21, 

28, 33, 35 and 57) and in the lumbar region in four patients 

(Cases 3, 4, 5 and 33). 

Case 8o was a typical example. The onset of his illnes$ 

was with pain, limitation of movement and stiffness of the 

cervical spine. Subsequently he developed evidence of temporal 

arteritis with tenderness and thickening of the temporal arteries 

and tenderness of the occipital arteries. He was found to have" 

very marked tenderness over the c.4-c.5 interspinous ligament. 
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Following infiltration of this with Lignocaine and hydrocortisone 

his cervical pain and limitation of movement were almost completely 

relieved. 

In many cases the pain and limitation of spinal movement 

were improved following anaesthesia of the spinal ligaments. It 

would appear that the spinal pain and limitation of movement of 

these patients was partly due to involvement of spinal ligaments. 

(iv) Tempero-mandibular pain 

In one patient (Case 57) who had pain and tenderness over 

both tempero-mandibular joints with pain on chewing and limitation 

of opening of the mouth, this was completely relieved by 

infiltrating both joints with Lignocaine and hydrocortisone. 

This indicates that pain in this region may be caused by 

involvement of this joint and is not invariably due to temporal 

arteri tis. 

(c) Special investigations of muscle 

i. Electromyography 

This was performed in 18 patients, in 17 of whom no 

evidence of neuropathy or myopathy was found. In one patient 

(Case 31) it was reported that there was a slight reduction of 

the amplitude and duration of the motor unit potentials in the 

deltoid muscle, considered to be suspicious of a myopathy. 

Biopsy of the deltoid muscle revealed no abnormalities and the 

subsequent course of the patient was not consistent with this 

diagnosis. 
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ii. Muscle biopsies 

Biopsies of the deltoid muscle using a Desoutter pneumatic 

drill were performed personally in 11 patients under local 

anaesthesia. In addition 6 other patients had had muscle 

biopsies at other hospitals before they were seen personally. 

No evidence of muscle pathology or of vascular changes was found 

in any of these patients. 

Histological specimens of the left vastus and psoas muscles 

from Case 15 were obtained at autopsy. The histological sections 

were examined by Dr. V. Dubowitz. The section of the left vastus 

muscle showed extensive pathological change, which was uniform 

throughout. The fibres varied in size but the majority were 

atrophic and the largest 40 ? in diameter. There was marked 
tJ.-

ce llulari ty with proliferation of the sarcolemm~l nuclei as well 

as extensive phagocytosis. There were similar changes in the 

psoas muscle, but the fibres were more atrophic than in the 

vastus muscle; the majority were 10 to 20 f- in diameter. 

Acute inflammatory cells were not seen in either specimen. 

It is considered that these changes were probably due to a 

steroid myopathy as this patient had received high doses of 

corticosteroids for nine months and had become clinically very 

hypercortico id. The muscle weakness and wasting was 

predominantly in the proximal muscles of the limb girdle, as 

occurs characteristically in steroid myopathies. It has been 

shown by electromyogTaphic studies (Coomes, 1964) that patients 



- 137 -

with rheumatoid arthritis who are hypercorticoid almost 
invariably have electromyographic evidence of proximal myopathic 
changes, the severity of these changes being related to the 
degree of hypercorticism. 

Summary 

With the exception of one patient who was considered to 
have developed a steroid myopathy, no primary abnormality of 
muscle has been demonstrated in any of these patients either 
clinically or by electromyography, muscle biopsies or serum 
enzyme studies (Results of enzyne studies are included in 
laboratory results). 

It has been demonstrated that the pains, felt by the 
patients to be in the muscles are largely referred from central 
joints, tendons and ligaments. 
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D. Investigation of arteries in control subjects 

In view of the highly selective nature of the patients 

attending the units in which this study was carried out, it was 

clear that no adequate series of control patients could be 

assembled from them. Over a period of 6 months the author 

routinely examined the cranial, carotid and subclavian arteries 

of all out-patients and in-patients over the age of 50 years, 

seen personally. 

In 40 of these the findings were recorded, to provide some 

kind of background against which to compare the findings in the 

patients with polymyalgia rheumatica. These 40 patients were 

questioned regarding the occurrence of headache of the type 

encountered in patients with giant-cell arteritis within the 

previous 3 years and were examined for signs of arterial involvement. 

They were attending the out-patient department or had been 

admitted to hospital with diseases other than polymyalgia 

rheumatica. They included 4 cases who had been referred to 

hospital with local headache. There were 24 men and 16 women. 

The age distribution of these patients is indicated in 

Table 12: 

Age No. of Men No. of Women 
(years) (24) (16) 

50 - 59 5 3 

60 69 13 8 

70 and over 6 5 
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The vascular abnormalities found in these 40 subjects are 
recorded in Table 13: 

Abnormality 

History of local headache 

Temporal artery 

Tenderness 

Minimal thickening with 
increased pulsation 

Increased pulsation 

Facial artery 

No. of Subjects 

4 

3 

3 

6 

Vessel wall palpable 40 
Large vessel murmurs 5 

Moderate intensity 1 

Minimal intensity 4 
Unequal B.P. in arms (20 subjects) 0 

Unequal oscillometry in arms (11 subjects) 0 

As will be seen a history of local headache was present in 
four subjects whose histories were as follows: 

{a) A man aged 59 had had a head and neck injury 4 years 
previously, followed by severe and persistent right temporal pain. 
Both temporal arteries were prominent with strong pulsation and 
there was diffuse tenderness in the right temporal region most 
marked over the anterior branch of the temporal artery. 
were no other clinical abnormalities apart from moderate 

There 

restriction of movement of the cervical spine. The laboratory 
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investigations were normal. A biopsy of the right temporal 
artery was performed and there was no histological evidence of 
arteritis in the section. 

(b) A man aged 53 had had intermittent bitemporal headaches 
for 6 months. On examination, both temporal arteries were very 
prominent with strong pulsation and tender. The cervical spine 
was moderately limited in range and radiologically severe 
degenerative changes were present. There were no other abnormal 
physical signs and the laboratory investigations were normal. A 
biopsy of the left temporal artery relieved his left-sided headache, 
but on histological examination there was no evidence of arteritis. 

(c) A man aged 77 had had intermittent bitemporal headache 
for 3 years, which was worse on the right side. Both temporal 
arteries were prominent and pulsating strongly with tenderness 
over the right temporal artery and possible thickening of the 
vessel wall. He had clinical and radiological evidence of 
marked degenerative changes in the cervical spine, but no other 
clinical or laboratory abnormalities. A biopsy of the right 
temporal artery relieved his right temporal headache. The 
histological changes in the artery were those associated with ageing. 

As. the great auricular nerve which arises from the 2nd and 3rd 
cervical roots supplies the temporal regions, pain in these regions 
may be referred from the upper cervical spine. The arteries are 
almost certainly the most sensitive structures in this area and 
the tenderness felt over them may be due to their being in the area 
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of reference of deep hYJ)eralgesia from the upper cervical 

spine. 

(d) A woman aged 77 complained of pain and tenderness of 
the head which had been present for 9 years. On examination 
she had very advanced changes of Paget 1s disease of the skull with 
very enlarged cranial arteries. There were also loud murmurs 
(grade 3) over both carotid arteries. In this case the murmurs 
were undoubtedly due to the increased blood flow in these vessels. 

Minimal or doubtf'ul thickening of the temporal arteries 
was present in 3 subjects. In (c) above and the other 2 subjectID 
this was associated with easily palpable pulsation and in all 
was associated with tortuous, thickened radial arteries. 

case were reduced pulsation and thickening of the temporal 

arteries found together. 

In no 

Large-vessel murmurs were audible over the subclavian 

arteries in 4 subjects. In 1 it was bilateral and in· 3 unilateral. 
In all, the murmurs were of minimal intensity. In the 20 cases 
where the blood pressure and the 11 cases where oscillometry were 
determined in the arms, the values were equal on the two sides. 
The vessel wall of the temporal artery could not normally be felt 
or rolled under the palpating finger, but the pulsation could 
usually be quite readily felt. In those cases with tortuous, 
thickened radial arteries the temporal arteries were also tortuous 
and sometimes considered to be thickened but the thickening was 
never more than of minimal degree. A feature of these tortuous 
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temporal arteries was the strong pulsation which was felt. 
a,tAe. r 

ThreeAcases with hemiplegia due to carotid artery occlusion did 
not have palpable pulsation in the temporal artery on the same side. 
It would thus appear that palpable thickening of the wall and 
reduced pulsation in a temporal artery is highly likely to be due 
to an arteritis. This corresponds with the findings of 
Fisher ( 19 61). 

The wall of the facial artery in middle aged and elderly 
subjects was invariably found to be palpable and the pulsation 
was often less easily felt than in the temporal arteries. The 

~ normal thickness of the facial artery wall corresponded with 
grade 3 thickening of the temporal artery. Thus it would be 
expected that abnormalities of the cranial arteries would be 
recognised with the greatest ease in the temporal arteries. 

Murmurs arising from the subclavian arteries were not 
uncommon. These murmurs were not loud and were usually not 
graded more than 2 according to our criteria. 
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E. Cranial Arteries of patients with polymyalgia rheumatica 
(a) Clinical 

In Table 14 the abnormalities found in the cranial arteries 
are compared with the histological diagnosis. Where definite 
thickening of the artery was found, tenderness was not recorded 
as this wa.a invariably present. 

Table 14 
Artery 

Temporal 

No. of Cases 

No. of biopsies 

Histological 
arteritis 

Occipital 

No. of Cases 

No. of biopsiesX 

Histological 
arteritis 

Facial 

No. of Cases 

No. of biopsies+ 

Histological 
arteritis 

Thickening 
Doubtful Present 

5 

4 

3 

10 

9 

9 

4 

3 

3 

3 

3 

3 

Pulsation 
Reduced Absent 

1 

6 

3 

1 

1 

1 

6 

5 

5 

2 

2 

2 

3 

3 

3 

ONLY 
Tenderness 
Present 

7 

5 

0 

9 

7 

5 

2 

2 

1 

x The occipital artery was biopsied in only one patient and 



Fig. 31 Case 69 
Photograph showing thickened superficial 
temporal artery. 
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arteritis was found; the other biopsies were of the temporal 

artery. 

+ The facial artery was only biopsied in two patients 

(Cases 5 and 27) and arteritis found in one. 

In only 6 of the 9 patients with definite thickening of the 

temporal arteries who had had cranial artery biopsies was the 

vessel definitely thickened at the time of biopsy. 

In six patients (Cases 20, 41, 51, 67, 78 and 81) no 

thickening, or only doubtful thickening of the cranial arteries 

had been detected, but histological changes of arteritis were 

found on biopsy. Two of these patients (Cases 41 and 51) had 

been treated with corticosteroids for their arthritic symptoms, 

and this may have masked the clinical signs of arteritis. 

Two others (Cases 67 and 78) had given a history of temporal 

headaches in the past, but these manifestations had subsided 

by the time they came under observation. No definite thickening 

of the temporal arteries had ever been recorded in Cases 20 and 81 
although both had slight tenderness in the region of the temporal 

arteries and their disease was still in the active phase at the 

time of the biopsies. 

In some patients with definite clinical thickening of the 

temporal arteries it was found that the artery was not uniformly 

thickened but usually had localised areas of thickening while the 

rest of the vessel appeared to be virtually normal. In those 

arteries which were diffusely thickened the degree of thickening 
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varied over the length of the artery, This accounts for the 

frequent description by patients of feeling a string of tender 

bead-like structures under the skin. 

The objective changes in the temporal arteries are further 

compared in Table 15: 

Thickening Reduced Thicbning+ 
only pulsation only reduced pulsation 

No. of Cases 6 9 4 

No. of 
biopsies 5 8 4 

Histological 
arteritis 5 4 4 

Comment 

It will be seen from these results that thickening of the 

temporal arteries together with absent or reduced pulsation is 

highly likely to be significant in patients with suspected giant-

cell arteritis. Absent or reduced temporal pulsation alone is 

found in patients with thrombotic occlusion of the carotid arteries 

(personal observation) and is therefore of lesser significance in 

the diagnosis of arteritis. In several cases where the pulsation 

in the temporal artery was considered to be reduced on clinical 

examination, it was found at biopsy that the vessel was small or 

was replaced by several small arteries. Thickening and reduced 

pulsation of the facial and occipital arteries are more difficult 

to assess and where significant abnormalities of these vessels have 
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been found in this series, they have been accompanied by temporal 

artery changes. 

It is thus apparent that whereas definite thickening of the 

temporal arteries is likely to be associated with positive 

histological evidence of arteritis, histological changes of 

arteritis are often found in vessels which are clinically normal. 
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(b) Results of cranial artery biopsies 

Cranial artery biopsies were performed in 32 patients. 

Sections of the anterior or posterior branches of the temporal 

arteries were removed in 30 patients. In two of these, biopsies 

of the facial arteries were also performed and in another two 

patients biopsies were obtained from the occipital arteries only. 

In one patient (Case 15) sections of the temporal artery were 

removed at autopsy. 

tissue removed. 

In Case 76 no artery was found in the 

Macroscopic appearances of cranial arteries at biopsy 

The macroscopic appearances of the cranial arteries at biopsy 
are compared with the histological diagnosis, in Table 16: 

Macroscopic abnormalities No. of Histological changes 
patients of giant-cell arteritis 

Peri vascular scarring 8 7 
Artery thickened 7 7 
Vessel wall inf~amed 8 6 

Artery not pulsating 6 6 

Artery reducedpilsation 6 5 
Lumen occluded 6 6 

Artery appeared abnormal 9 9 
Artery possibly abnormal 5 2 

Artery normal 19 4 

""'' 
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It will be seen that abnormal arteries can frequently be 
recognised at biopsy. All nine of the arteries which were 
definitely considered to be abnormal had histological changes 
of giant-cell arteritis. Two of the 5 arteries which appeared 
slightly abnormal also had histological changes of giant-cell 
arteritis. Both these patients had had their disease for a 
prolonged time and the inflammatory changes had subsided. Four 
of the 19 arteries which appeared to be normal macroscopically 
had histological changes of arteritis. However, 3 of the 4 
patients had had corticosteroid therapy. The most reliable and 
easily recognisable macroscopic features of arteritis are probably 
thickening and non-pulsation of the artery at biopsy. 
Comment 

The presence of arteritis in a cranial artery can frequently 
be recognised from the macroscopic appearance of the vessel. 
Specific therapy can thus be started before the histological 
report is available. 

In those cases with histological changes of arte~itis, but 
where the vessel appeared normal, this was presumably due to 
the fact that the arteritis of the temporal artery was not 
very acute in some cases and did not result in symptoms or 
marked thickening of the artery, or was subsiding or the 
inflammatory manifestations had been suppressed by corticosteroid 
therapy. 



Figs. 32 and 33 Sections of control arteries. (x 160) 
(O-rl"-o1 '1, ~UIO) 



Fig. 34 
Section of control artery showing intimal thickening and duplication of the elastic lamina. (x 160) 



ii. Histology of the cranial arteries 

Control arteries 
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The temporal arteries of ten patients, aged from 61 to 84 
years, in whom there was no clinical or post mortem evidence of 
arteritis, were examined to obtain an impression of the 
histological appearance of these vessels in patients of this 
age. Two to six sections of each vessel were examined. 

In all, there was intimal thickening graded either l or 2. 
In two vessels, areas of the intima were thickened at the 
sites of atheromatous plaques. The internal elastic lamina 
was frequently fragmented to a varying degree, and in some 
the layer was duplicated (F igs. 32-34). Overlying the 
atheromatous plaques the elastic lamina was stretched and 
partly destroyed. There was thinning of the media overlying 
the plaque, but there were no other apparent abnormalities 
either in the media or in the adventitia, and no infiltration 
with inflammatory cells was present in any of these sections. 
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Histology of the cranial arteries of these patients 
Sections of 36 cranial arteries from 33 patients were 

examined. In 30 patients one temporal, in another both 
tempora~ in 2 the facial and in 2 the occipital artery were 
examined. In describing the histology of the cranial arteries 
an attempt has been made to grade the degree of abnormality of 
all the factors studied quantitatively. 

The degree of intimal thickening in 36 cranial arteries 
obtained from 33 patients and the histological diagnosis are 
indicated in Table 17: 

Histoloiical diainosis Grade of intimal No. of arteries Arteritis G.C.A. thickening 
(total) 

0 or l 6 0 0 
2 16 3 0 
3 8 8 5 
4 6 6 4 
Total 36 17 9 

It will be seen that all 14 arteries with intimal thickening 
graded 3 or 4 had histological evidence of arteritis. Nine 
of these 14 arteries showed histological changes of giant-cell 
arteritis, and 5 other arteries evidence of arteritis without 
giant-cells. In two of these (Cases 67 and 78) the clinical 
episode of temporal arteritis had subsided 2 and 6 years previously 
and there was disorganisation of the architecture with fibrosis of 



Figs. 35 and 36 Cases 24 and 19 Sections of temporal arteries showing intimal thickening associated with ageing. 
(x 160 ~ x 280) 



Fig. 37 Case 29 
Section of temporal artery showing 
duplication of elastic lamina associated 
with ageing. (x 160) 

Fig. 38 Case 23 
Section of temporal artery showing 
destruction of the elastica and thinning 
of the media overlying an atheromatous plaque. (x 160) 
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the vessel wall. The three other arteries with grade 3 intimal 
thickening were obtained from two patients (Cases 15 and 51), who 
had been on prolonged corticosteroid therapy and did not contain 
inflammatory cells. 

Only 3 of the 16 arteries with grade 2 intimal thickening 
had evidence of arteritis. In one (Case 5) the chane;es 
were considered to be those of an early arteritis, and the other 
two had been on corticosteroid therapy almost from the onset. 

The lumen of the temporal artery was occluded by intimal 
thickening ana./or fibrosis in six patients (Cases 5, 15, 67, 69, 
72 and Bo); in these cases the intimal thickening was graded 4. 

Thrombosis of the temporal artery was only found in 
two vessels. In one patient (Case 15) the right temporal artery 
was occluded by an organising thrombus whil~ the left temporal 
artery was completely occluded by intimal proliferation. In 
Case 20 a biopsy of the anterior branch of the temporal artery 
contained organising thrombus in the lumen. A further section 
from the same vessel more proximally showed the lumen to be 
almost completely occluded by intimal thickening of active 
giant-cell arteritis. 

Fragmentation and duplication of the internal elastic 
lamina occurred very frequently in these arteries, these chane;es 
being particularly prominent overlying atheromatous plaques. In 
two patients (Cases 11 and 57) there was much destruction and 



Figs . 39 and 40 Cases 57 and 11 Sections of temporal arteries showing atheromatous plaques and calcification of the internal elastic lamina. (x 160) ( ~of )( .23 D) 



Fig. 41 Case 41 Section of temporal artery showing intimal thickening, fragmentation and duplication of the elastic lamina due to giant-cell arteritis. (x 160) 



Figs. 42 and 43 Case 68 
Section of temporal artery showing 
fragmentation and duplication of the 
elastic lamina. (x 160 and x qoo) 



Figs. 44 and 45 Cases 51 and 78 
Sections of temporal arteries showing 
healed arteritis with disorganisation 
of the elastic lamina. (x 160) 



Fig. 46 Case 69 
Section of temporal artery showing changes 
of active giant-cell arteritis, with 
cellular infiltration and several giant 
cells. (x Ibo). 



Fig. 47 Case 5 
Section of tem~oral artery showing typical 
giant cells. \X 900) 
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calcification of the elastic lamina, but no evidence of 

arteritis. In 10 cases there was extensive destruction of the 

elastic lamina due to active arteritis and in tlie two arteries 

which were presumed to be examples of healed arteritis there waffi 

marked disorganisation of the elastica (Fig. 44). 

Giant-cells situated close to the degenerating elastic lamina 

or in relation to fragments of elastic tissue were present in 

the arteries of nine patients (Cases 3, 5, 20 , 41 , 68, 69, 72, 

80 and 81) (Fig. 46 ) • All but one (Case 41) who had had 

corticosteroid therapy were considered to be in the active phase 

of the disease and had not had suppressive corticosteroid therapy. 

The degree of inflammatory cell infiltration of the media 

and adventitia, destruction of the muscle fibres of the media, 

fibrosis of the vessel wall and degree of inflammatory activity 

in the 17 arteries obtained from the 15 patients with a 

histological diagnosis of arteritis were assessed. 

of arteries in each grade are indicated in Table 18: . 

Grade 

0 

1 

2 

3 

4 

Media 
destroyed 

1 

0 

3 

9 

4 

Inflammatory ce 11_ 
infiltration 
of of 

Media Adventitia 

5 

1 

4 

4 

3 

4 

1 

6 

3 

3 

Fibrosis 
of wall 

8 

2 

3 

3 

1 

The number 

Degree of 
activity 

4 

2 

3 

4 

4 



Fig. 48 Case 80 
Section of temporal artery showing 
typical appearance of active giant-cell 
arteritis with occlusion of the lumen by 
intimal thickening. (x 40) 



Figs. 49 and 49(a) Case 81 
Section of temporal artery showing 
marked cellular infiltration and 
destruction of the media. (x 280 CvYt-o/ xc;oo). 



Figs. 50 and 51 Case 5 
Section of temporal artery showing marked 
cellular infiltration of the media and 
adventitia and also occasional giant cells. 
( l( qoo a.-n..-of x 'l¥o) 



Fig. 52 Case 45 
Section of temporal artery showing 
perivascular infiltration of the 
adventitia, with lymphocytes and plasma cells. 
(x 900) 



. 
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It will be seen that in 8 arteries there was a moderate or 
marked degree of inflammatory activity in the vessel wall, with 
moderate or marked infiltration of the media with lymphocytes, 
plasma cells, mononuclear cells and giant cells. The media was 
destroyed to a variable degree, and the muscle fibres were 
separated by inflammatory cells. In the adventitia there was 
infiltration with lymphocytes and plasma oe+ls situated mainly 
around vessels. 

In the sections of 3 patients there was minimal inflammatory 
activity but one of these sections (Case 41) contained a few 
giant cells in relation to the elastic lamina. This patient 
had had corticosteroid therapy for 12 months until 3 months prior 
to biopsy. In another (Case 5) the adventitia and outer part of 
the media was infiltrated with lymphocytes and plasma cells in a 
very small section of the vessel wall. These were 
considered to be the earliest changes of giant-cell arteritis as 
a subsequent section of the temporal artery from the same patient 
showed changes of very active giant-cell arteritis. The third 
(Case 45) had had suppressive corticosteroid therapy from the onset 
of her temporal arteritis and the only changes on histological 
examination were the presence of lymphocytic and plasma cell 
infiltration around 2 small vessels in the adventitia (Fig. 52). 

The temporal artery of one patient (Case 73) contained a 
few lymphocytes and plasma cells in one small area of the adventitia 
but there were no other abnormalities. This may represent an 



Fig. 5~ Case 61 
Section of temporal artery showing complete 
replacement of the vessel by fibrous 
tissue, due to healed arteritis. 
(The dark lines are artefacts.) (x 160) 



Fig. 53 Case 73 
Section of temporal artery showing minimal 
cellular infiltration of the adventitia, 
possibly due to arteritis. (x 900) 
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early lesion of arteritis, although the exact significance is 

aifficult to assess. (Fig. 53). 

Fibrosis of the vessel of grade 3 or 4 was present in four 

arteries. None of these vessels contained inflammatory cells. 

In one patient (Case 67) who had had temporal headaches 2t years 

previously, the whole vessel was replaced by a fibrous cord 

(Fig. 54 ) • Case 78, who had had syJ;Iiptoms of temporal arteri tis 

seven years previously had a moderate degree of fibrosis of the 

vessel wall with marked distortion of the elastic lamina 

(Fig. 45 ). Two other patients (Cases 15 and 51), who had had 

suppressive corticosteroid therapy for several months, also had a 

moderate degree of fibrosis of the vessel wall. Minimal fibnosis 

of the vessel wall was present in three arteries (Cases 3, 15 and 79). 

In several of the arteries in which the arteritis was apparently 

of prolonged duration there was vascularisation of the intima 

and media by multiple small vessels. 
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Summary 

Biopsies of 36 cranial arteries from 33 patients with 

polymyalgia rheumatica were examined. Seventeen arteries 

from 15 patients showed evidence of arteritis. In 9 of these 

patients the changes in the arteries were those of giant-cell 

arteritis, while in 6 other patients there were no giant-cells 

in the vessel wall. Four of these 6 patients had had 

corticosteroid therapy; the biopsy of one of these showed 

inflammatory changes of early arteritis, but in the other 

3 all manifestations of inflammation had been suppressed, 

leaving an altered artery. In the remaining 2 patients the 

inflammatory manifestations had subsided, and the changes were 

presumed to represent a healed arteritis. 
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F. Clinical abnormalities of the larger arteries 

The difficulty of diagnosing arteritis of large vessels 

has been discussed previously. Tenderness of large vessels 

was difficult to assess as these patients frequently had soft 

tissue lesions or referred tenderness from central joints and 

ligaments in the region of the large vessels. In view of this, 

tenderness of large vessels was only recorded when there were no 

tender soft tissue lesions in the region, apart from the arteries. 

Thus, in the tables, tenderness of arteries was probably under-

estimated. In the case of the abdominal aorta it was also 

difficult to be sure that this was the seat of the tenderness,in 

spite of the fact that the tenderness was in the vicinity of 

the artery. 

The total number of patients in whom abnormalities of 

individual large vessels were found are indicated in 

Table 19: 
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Table 19 

Arterz Number of Patients 
Right ~ Bilateral Total No. 

Carotid 

Murmurs 5 2 1 6 
Tenderness 4 0 0 4 
Reduced pulsation 1 1 0 2 
Dilated and tortuous 2 0 0 2 
Tortuous 0 1 0 1 

Subclavian 

Murmurs 12 13 7 18 
Tenderness 3 3 2 4 
Reduced pulsation 0 4 0 4 
Absent pulse 1 0 0 1 
Thrill 2 3 1 4 

A:x:illarz 

Murmurs 6 10 6 10 
Reduced pulsation 0 2 0 2 
Absent pulse 1 2 1 2 
Thrill 0 1 0 1 

Brachial 

Reduced blood pressure 1 6 1 6 
Reduced oscillometry 1 0 1 0 

Abdominal aorta 

Murmurs 7 
Tenderness 6 

Femoral 

Murmurs 6 8 3 11 
Tenderness 1 1 1 1 
Reduced pulsation 3 3 3 3 
Dorsalis ~dis 

Absent pulse 6 9 5 10 
Posterior tibial 

Absent pulse 8 7 6 9 
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Thus of the 80 patients with polymyalgia rheumatica 25 had 

clinically detectable abnormalities of the larger arteries. Five 

of these twenty-five (2o%) were men. The most frequent abnormality 

was the presence of murmurs heard over the larger arteries. 

Murmurs were present in twenty-three of the twenty-five patients. 

Two patients (Cases 58 and 67) in whom murmurs were not recorded 

were only seen personally several years after their clinical 

episode of arteri tis. It would appear that murmurs over larg-e 

vessels are almost invariably found when other clinical evidence of 

larg-e vessel abnormality is present. In four cases, only an 

isolated murmur was heard over one of the large vessels. Twenty 

cases had more widespread murmurs and some of these also had 

reduced pulsation and some tenderness over large vessels. One 

(Case 20) developed bilateral occlusion of the subclavian arteries 

three months after loud murmurs had first been detected over these 

vessels. 

It was noted that a palpable thrill could frequently be felt 

over the artery when the murmur was loud. When there was a 

reduced blood pressure or oscillometric deflection in an arm the 

murmur over the subclavia.n artery was higher in pitch. The pitch 

of the murmur appeared to be related to the degree of arterial 

obstruction. 

Murmurs were most frequently audible over the subclavia.n 

arteries, being present in eighteen patients; in seven of these 

the murmur was bilateral. In four patients the murmur was 

accompanied by a palpable thrill. Of these eighteen patients 
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with murmurs over the subclavian arteries, 9 had a history of 
temporal headaches. o·f all 25 patients with large vessel abnormalities., 
14 gave a history of temporal headaches. 

The cases in whom reduced blood pressure and oscillometrio 
readings in the arms were noted are recorded in Table 20: 
Case No. 

20 

26 

28 

58 

76 

78 

Note: 

Reduced Blood Pressure 
Right Left 

a,,."'12h 

Not obtainable 

105/80 

150/80 

180/80 

140/80 

150/90 

o/o 

120/80 

160/90 

120/80 

110/60 

Reduced Oscillometry 
Right Left 

3/140 2/90 
10/120 4/80 

8/80 5/70 
11/ 130 9/ 110 

15/110 10/90 
12/160 10/140 

1. In Cases20Athese oscillometric readings were taken after 
pulsation had returned in the arms. 

2. In Cases 58 and 78 these readings were taken several years 
after the presumed arteritis had subsided. 

Of the eighteen cases with murmurs over the subclavian arteries 
one (Case 20) developed occlusion of both subclavian arteries and 
another (Case 26) occlusion of the distal part of the left 
subclavian artery. Another four cases had evidence of partial 
occlusion of the left subclavian artery. Thus in all six cases 
there was evidence of partial or complete occlusion of the left 
subclavian artery and in only one case of the right subclavian 
artery. 
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Cases with absent or reduced pulsation in the arteries of 
the lower limbs and reduced oscillometric deflections over the 
calves are recorded in Table 21: 

Case Femoral 
No. Artery 

Dorsalis Pedis 
Artery 

Posterior Tibial 
Artery 

Oscillometric 
Deflection 

Rt. L. Rt. L. Rt. L. Rt. 
1 

5 

15 

28 + + - 3/110 
33 + + - 1.5/? 
58 + + - - 1.5/? 
74 

3/80 
76 

6/90 
78 

79 

80 

Note:.. 

1. - Absent arterial pulsation. 

2. ~ Clinically reduced pulsation. 

3. In Cases 33 and 58 the blood pressures at which maximum 
oscillometric deflections occurred were not recorded. 

L. 

2/80 

2.5/? 

1.5/? 

1.5/70 

3/80 
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Cases 15, 33 and 58 developed intermittent claudication 

in the calves during the illness. In all three the pulsation in 

the dorsalis pedis and posterior tibial arteries was not palpable 
and in Cases 33 and 58 oscillometric pulsation in the calves was 

reduced. Two patients (Cases 74 and 76) with reduced oscillometrio 
pulsation in the calves and absent peripheral pulses and six other 
cases with absent peripheral pulses did not complain of intermittent 
claudication of the calves whereas two patients (Cases 51 and 72) 
developed intermittent claudication of the calves during the 

illness in spite of palpable peripheral pulses and normal 

oscillometry of the calves. 

These contradictory results are probably related to the 

physical activity of the patients. Another operative factor may 

be that in cases with intermittent claudication a partial occlusion 
of the intra-muscular arteries may have occurred. 

Eight of the 11 cases with absent dorsalis pedis or posterior 
tibial pulses also had murmurs over the arteries arising from the 

aortic arch and included in these eight are four of the five cases 
who, in addition, had reduced oscillometric pulsation of the calves. 
Eight of these eleven cases also had a history of temporal 

headaches or were found to have clinically abnormal temporal arteries. 
Brief details of the vascular manifestations of some of 

these patients follow, to illustrate the various ways in which 
abnormalities of the large vessels may present. 
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Case 20, a woman aged 67, was the first case in whom large 

vessel abnormalities were recognised. She was admitted to 

hospital with typical polymyalgia rheumatica and on routine 

examination was found to have loud murmurs above both clavicles. 

Her joint symptoms cleared and she felt well but her erythrocyte 

sedimentation rate remained persistently elevated at a 100 mm. 

Three days after discharge from hospital she became ill with 

vomiting, drowsiness, vertigo, pain in the neck and supraclavicular 

regions and an erythemato papular rash of the neck, chest and arms. 

On examination her temperature was l03°F. The left subclavian 

pulse was just palpable but the right subclavia.n, both brachial 

and radial pulses were not palpable. The blood pressure could 

not be obtained in either arm. There was no history of headaches 

or scalp tenderness but a biopsy of the left temporal artery showed 

histological changes of giant-cell arteritis. She was considered 

to have giant-cell arteri tis with involvement of large vessels. 

Treatment with prednisolone resulted in a rapid improvement of 

general health and a slow return of pulses in the arms. 

Case 5, a woman aged 66, had typical polymyalgia rheumatica which 

went into remission almost completely with the return of the 

sedimentation rate to normal after 26 months. Six months later 

she started feeling ill again and developed generalised headaches. 

When seen in June 1964 the right facial artery was slightly tender, 

but no other vascular abnormalities were detected. The 

sedimentation rate had risen to 59 mm. A biopsy of the facial 
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artery was performed but was recorded as normal. Two weeks 

later she developed very severe bitemporal headache and her 

general health deteriorated further. On examination both temporal 

arteries were now thickened and tender with reduced pulsation. 

She had murmurs over both subclavian and axillary arteries and 

tenderness of the right carotid artery. The sedimentation rate 

was 110 mm. Biopsy of a temporal artery confirmed the diagnosis 

of giant-cell arteritis. Treatment with corticotrophin gel., 

60 units daily, resulted in gradual symptomatic improvement. 

Two months later the thickening and tenderness of the temporal 

arteries had cleared but the pulsation of these vessels was 

still reduced. 

When further sections of the facial artery were later 

examined, one small section of the vessel wall was found to be 

infiltrated with large numbers of lymph9cytes situated around a 

small vessel in the adventitia and in the outer third of the media. 

This was considered to be the earliest recognisable lesion of 

giant-cell arteritis. 

Case 78, a woman ae;ed 76, attended the Devonshire Royal Hospital 

out-patient clinic in August 1964 complaining of generalised pains 

of 7 years' duration. The earlier history and findings were 

obtained from various hospital records. Some months after the 

onset of widespread pains, when she was found to have a raised 

sedimentation rate, she developed severe bitemporal head.aches 

followed by impaired vision of the left eye due to occlusion of· 
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the central retinal artery. She also complained of a loud noise 

in the head synchronous with the pulse. Her vision slowly 

improved over 2 months. She then developed ptosis of the left 

eyelid and diplopia. Murmurs were heard over both eyeballs. She 

was admitted to the Manchester Royal Infirmary department of 

Neurosurgery for investigation for a suspected intracranial aneurysm. 

A carotid angiogram was performed and the left internal carotid 

artery was noted to be very tortuous in its upper part and slightly 

irregular in calibre. The noises in the head, headache and 

diplopia cleared in 12 months but she continued to have widespread 

skeletal pains with prolonged morning stiffness and an E.S.R. 

varying between 40 and 50 mm. during the 7 years. When seen 

personally in August 1964 she was found to have reduced blood 

pressure and oscillometry in the left arm. The left carotid 

artery pulse was weak and both posterior tibial and left dorsalis 

pedis arteries were not palpable. There was a murmur accompanied 

by a thrill over the left axillary artery and murmurs were audible 

over both femoral arteries. The E.S.R. was 50 mm. On biopsy 

the lumen of the right temporal artery was small and the vessel 

wall was disorganised and largely replaced by fibrous tissue. 

This was considered to be due to a healed arteritis. 

Comment 

This patient developed clinical evidence of giant-cell 

arteritis during the course of polymyalgia rheumatica, the 
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diagnosis of arteritis being confirmed 7 years later. A feature 

was the development of signs sugg-estive of an intracranial 

aneurysm presumably attributable to narrowing of the left internal 

carotid artery. Seven years after the onset of the polymyalgia 

rheumatica she still had a raised E.S.R. and abnormal signs 

arising from the larg-e vessels. 

Case 45, a 59 year old woman , developed polymyalgia rheumatica 

in July, 1963 with widespread pains, limited shoulder girdles 

and synovial thickening of the sterno- clavicular joints. In 

January,1964 she began to suffer from severe bitemporal headaches . 

When seen 2 days later, both temporal arteries were very tender 

and thickened with redness of the overlying skin. A soft murmur 

was also heard over the abdominal aorta. She was immediately 

treated with prednisolone, 80 mg. daily, which suppressed all the 

inflammatory manifestations in joints and cranial arteries within 

a few days . The abdominal murmur persisted unchanged. A temporal 

artery biopsy was performed after she had had prednisolone for 

8 days, by which time the temporal arteries were clinically normal. 

Foci of lymphocytic infiltration were present around two small 

vessels in the adventitia of the artery wall. 

Two months later when the dose of prednisolone had been 

reduced to 15 mg. daily, temporal headaches recurred and she 

developed angina pectoris and intermittent claudication of the 

calves. The temporal arteries were again tender and there was also 

tenderness over the right carotid and right subclavian arteries . 
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Murmurs of moderate intensity were now also audible over the 

latter vessels and there was a soft murmur over the left 

femoral artery. The tenderness over the arteries subsided 

after the dose of prednisolone was increased to 20 mg. per day. 

The vascular murmurs persisted unchanged for several months. 

Attempts to reduce the dose of prednisolone resulted in a 

recurrence of the temporal headaches and tenderness of the large 

vessels. By September 1964 the murmurs over the carotid and 

subclavian arteries had disappeared. The dose of prednisolone 

was reduced to 10 mg. daily without recurrence of symptoms or 

signs of arteritis. By December 1964 her angina pectoris and 

intermittent claudication had improved somewhat and her exercise 

tolerance had increased. The arteritis appeared to be in remission 

since further reduction of the prednisolone was achieved without 

recurrence of vascular manifestations, but thickening of the 

sterno-clavicular joints reappeared. 

Comment 

This patient developed widespread vascular abnormalities 

including angina pectoris, intermittent claudication of the calves 

and tenderness, with murmurs, over large vessels following typical 

temporal arteritis. The disappearance of the murmurs over the 

large vessels, a most unusual event in our experience, may have 

been due to the fact that corticosteroid therapy had been 

instituted before gross permanent abnormalities of the vessel 

wall had occurred. 
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Case 28, a woman ag-ed 54, was admitted to hospital within 

6 weeks of the onset of polymyalgia rheumatica. She had painful 

limitation of the shoulder and hip girdles with tenderness and 

minimal thickening of the sterno-clavicular joints. There was no 

history of headache or scalp tenderness. No murmurs were detected, 

other than a soft murmur over the abdominal aorta. A right 

temporal artery biopsy was performed but there were no histological 

abnormalities. On discharg-e 3 months later her joint symptoms 

were much improved and her E.S.R. had fallen from 85 to 25 mm. 

without the use of corticosteroid therapy. Two months later her 

joint symptoms had subsided and she felt very well. No vascular 

abnormalities were detected. Her E.S.R., however, was 100 mm. 

When seen again 3 months later she still felt well but tired 

rapidly and had lost 9 lbs. in weight. It was noted that she 

had developed a loud murmur over the right subclavian artery. 

There was an even louder murmur accompanied by a palpable thrill 

over the left subclavian artery, which was tortuous with reduced 

pulsation. The blood pressure and oscillometric readings in 

the left arm were reduced compared with the right, the blood 

pressure being 150/80 on the right and 120/80 on the left. The 

E.S.R. was 85 mm. and the serum gamma globulin fraction was 

increased on electrophoresis. Following treatment with prednisolone 

her general health improved and the E.S.R. rapidly returned to 

normal, but the murmurs over the arteries have persisted. 
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Comment: This patient was presumed to have developed an 

arteritis of the large vessels during the course of her polymyalgia 

rheumatica. 

Case 48, a woman aged 48, first attended as an out-patient., with 

polymyalgia rheumatica,twelve months after the onset of her 

symptoms. Both shoulder girdles were moderately limited in range 

and there was tenderness with minimal synovial thickening of both 

sterno-clavicular joints on examination. She had a soft systolic 

murmur over the right subclavian artery, which at that time was not 

considered to be significant. Her E.S.R. was 65 mm. Her symptoms 

remained unchanged for six months. During the next three months 

her joint symptoms improved but she lost 5 lbs. in weight. The 

right carotid artery was now dilated and tender. The right 

subclavian artery was unfolded and there was a very loud murmur 

and palpable thrill over it. Loud murmurs were also heard over 

the left subclavian, bo.th axillary and right femoral arteries and 

over the abdominal aorta. Her E.S.R. had risen to 115 mm. There 

was also a slight increase of the alpha 2 and gamma globulin fractions, 

which had previously been reported to be normal. There was no 

history of headache and the cranial arteries were clinically normal. 

At biopsy the right occipital artery showed no histological 

abnormalities. 

Comment: This patient was considered to have developed large 

vessel arteritis several months after the onset of polymyalgia 

rheumatica. This was accompanied by loss of weight, a rise in 
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the E.S.R. and the appearance of increased alpha 2 and gamma 
globulin fractions. 

Case 33, a man aged 61, was admitted to hospital in October 1963 
with polymyalgia rheumatica which had commenced in December 1962. 
He had also developed mild intermittent claudication of the calves 
a few months prior to these symptoms. 

On examination there was a moderate degree of synovial 
thickening of both sterno-clavicular joints. There was a loud 
systolic murmur heard over the whole praecordium, loudest at the 
apex. There were also loud murmurs synchronous with the pulse 
audible over the abdominal aorta, the right subclavian, right 
carotid, both axillary, both femoral arteries and on both sides 
of the vertebral column in the dorsal and lumbar regions. The 
amplitude of oscillometric deflections was reduced in both calves. 
A biopsy of the left temporal artery was normal. 

He began to have attacks of angina pectoris on exertion 
5 weeks after admission. In January 1964 he developed constitutional 
illness with acute epigastric pain and tenderness. Compressio~ 
of the femoral arteries aggravated this epigastric pain. The 
sedimentation rate was 10 mm., white cell count 8,100, serum 
glutamic-oxalacetic and serum glutamic-pyruvic transaminases both 
18 units per ml. Three days later the sedimentation rate had 
risen to 36 mm., the white cell count to 13,200/cmm., the serum 
alkaline phosphatase to 41 K.A. units, the serum glutamic­
oxalacetic transaminase to 115 units/ml. and the serum gl•utamic-
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pyruvic transaminase to 186 units/ml. It was considered that 
this episode was probably due to a vascular lesion, with infarction 
of the liver. Treatment with prednisolone resulted in improvement 
of these symptoms. When he became mobile again his angina 
pectoris and intermittent claudication occurred with much less 
exertion than previously. He also noted blurring of vision and 
diplopia when sitting up from a lying position and on walking, 
which subsided on lying down. When examined by Mr. O.M. Duthie 
he was found to have paresis of multiple extra-ocular muscles 
and absent convergence. 

He remained unchanged until September 1963 when he developed 
intermittent claudication on use of his arms and 
even when sitting or standing still he became "lightheaded" and 
unsteady on his feet. 

minutes on resting. 

These symptoms cleared within a few 

Comment: This patient with polymyalgia rheumatica had clinical 
evidence of widespread vascular abnormalities. He also developed 
intermittent claudication of the arms together with ischaemic 
cerebral symptoms when using his arms, suggestive of the 
"subclavian-steal syndrome" (Toole, 1964). 

The possibility that the vascular abnormalities in this 
patient were due to atheroma could not be excluded, but it was felt 
that the clinical picture was more suggestive of an inflammatory 
process in the aorta and large vessels. 

This patient was considered to have polymyalgia rheumatica with 
possible arteritis. 
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Case 74, a woman aged 54, was admitted to hospital in 

July, 1964 with polymyalgia rheumatica of 7 months' duration. 

There was no history suggestive of arterial involvement. On 

examination, the blood pressure was 150/80 and the oscillometrio 

deflections 8/140 in each arm. Soft murmurs were audible over 

the right carotid, subclavian, axillary and left femoral arteries. 

The dorsalis pedis and posterior tibial arteries were not 

palpable on either side and the amplitude of oscillometric 

pulsation was reduced to 3/8o in the right calf and to 1.5/70 in 

the left. 

The E.S.R. was 99 mm., serum globulin 3.9 gms.% with a slight 
increase of alpha 2 globulin on electrophoresis. 

Comment: This patient was found to have evidence of vascular 

involvement. As there was no history suggestive of arteritis 

and no change in the signs during three months' observation, in 

the subsequent analysis she has been included in the group without 
arteritis since the vas~ular changes may be due to atherosclerosis. 
She is, however, being observed for the possible development of 

symptoms or signs of arteritis. 
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Comment 

Twenty-five patients had clinical abnormalities of the 
larger arteries. As all these patients were middle aged or 
elderly, clinical abnormalities of these arteries may have been 
related to atherosclerosis . Even in those patients with 
histologically proven giant-cell arteritis this may still be the 
case. Thus in this study evidence of large-vessel abnormalities: 
have been reported without attaching diagnostic significance to 
them unless other evidence suggestive of arteri tis was present. 
However, the incidence of widespread and loud murmurs and 
especially evidence of occlusion of the large vessels arising 
from the aortic arch was much higher than the incidence found 
in the control group of patients. 

In several cases clinical evidence of abnormalities of 
large vessels arose while the patient was under observation and 
these frequently followed an exacerbation of the constitutional 
illness, a marked rise in the sedimentation rate, the development 
of anaemia and the appearance of increased alpha 2 or gamma 
globulin fractions on electrophoresis. In these cases the 
abnormalities of the arteries were presumed to be due to an 
arteritis of the large vessels. 
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G. Laboratory Results 

1. Erythrocyte Sedimentation Rate (E.S.R.) 

The results of the sedimentation rate estimations are 

expressed in Table 22. These values are the highest recorded 

during the course of the illness. 

E.S.R. No . of Patients Percentage of Patients 

under 20 4 5 
20 - 39 11 21 

40 - 59 17 21 

60 - 79 16 20 

80 - 99 11 14 

100 and over 15 19 

The mean E. S. R. was 64 mm. Westergren . 

No~: One patient with an E. S.R. below 20 mm. (Case 51) 

and another with an E. S.R. of 32 mm. (Case 21) were on suppressi ve 

corticosteroid therapy when these results were obtained. 

The E. S. R. was usually highest at the onset of the illness 

but in six patients (Cases 3, 5, 28, 34, 48 and 68) the E. S. R. 

was either not very high initially or had fallen from a high 

initial value , and a sudden marked rise of the E. S.R. heralded 

the appearance of symptoms or signs of arteriti s . 
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2. Haemoglobin Concentration 

Twenty-one patients had haemoglobin concentrations below 

75% at some time during the course of their illness. The number 

of patients in each of three groups is indicated in Table 23: 

Percentage haemoglobin 

50 

60 

70 

59 

69 

75 

Number of Patients 

3 

14 

4 

As a rule the patients with the lowest haemoglobin 

concentrations tended to have the highest sedimentation rates. 

The mean E.S.R. in the twenty-five patients with a haemoglobin 

concentration below 75% was 85 mm. Westergren as compared with 

64 mm. Westergren for the whole series. 

3. Leucocyte Count 

A leucocyte count of over 10,000 per cu. mm. was only 

present in four patients (Cases 15, 54, 55 and 72), the values 

being 14,100, 12,100, 10,400, 12,500 per cu. mm. respectively. 

The leucocyte count in all the other 76 patients was between 

4,000 and 10,000 per cu. mm. 
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Serum Protein Concentration 

Serum protein estimations were performed in 72 patients. 

A frequent abnormality of the serum proteins was a 

raised total globulin. 

Twenty-one patients had a total globulin of over 3.4 gms. per 

100 ml., the highest value being 5.4 gms. per 100 ml. 

Twelve patients had an inversion of the albumen globulin ratio, 

but the albumen fraction was normal in all. 

The alpha 2 globulin fraction was raised in 21 of the 64 patients 

in whom serum protein electrophoresis was performed. 

The gamma globulin fraction was raised in 9 of the 64 patients 

in whom it was estimated and in 7 of these was associated with 

a raised alpha 2 globulin fraction. 

No other abnormalities were found on serum protein electrophoresis. 

5. Sensitised shee:p-cell agglutination test (S.C.A.T.) 

The S.C.A.T. was done repeatedly in all the patients. It 

was found to be positive in two patients (Cases 65 and 70) to 

titres of 1/64 and 1/32 respectively. The clinical picture in 

these two patients was indistinguishable from the rest of the 

patients in the series, apart from the fact that both developed 

slight transient synovial thickening of the wrists and of a few 

of the proximal interphalangeal joints. These cleared completely 

within a few weeks in both and did not recur. 

This incidence of positive tests was no higher than would 

have been expected in a random population sample. Ball and 
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Lawrence (1961) found an incidence of 1.6 to 5.4% positive 

tests in seven population samples aged 55 to 64. They also 
. 

found that the incidence of positive tests increased with age. 

Only 20% of sero-positive individuals had clinical or radiological 

evidence of rheumatoid arthritis. 

6. Lupus Erythematosis Cell Test (L.E. cell test) 

The L.E. cell test was performed in 17 patients and was 

negative in all. 

Anti-nuclear Factor Test (A.N.F. test) 

The A.N.F. test was performed in 16 patients with negative 

results in all. 

The L.E. cell test or A.N.F. test was performed in 29 patients 

and in 4 patients both tests were performed. 

8. Antistreptolysin O Titre (A.S.O. Titre) 

The A.s.o. test was performed in 15 patients and found to be 

normal in all but one (Case 57), who had the slightly elevated 

value of 300 units/ml. 

9. The serum enzymes including the serum transaminases ( serum 

glutamic-oxalacetic and serum glutamic-pyruvict aldolase and 

creatine phospho-kinase were estimated in 21 patients. 

a) The values of the serum transaminases were normal in the 

11 patients tested except Case 33, who during an acute upper 

abdominal episode which was presumed to be due to a liver infarct, 

had raised values for both the serum glutamic-oxalacetic transaminase 

and serum glutamic-pyruvic transaminase; before and after this 

episode both were normal. 
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b) The serum aldolase was normal in all 10 cases in which 

this test was carried out. 

c) The serum creatine phospho-kinese estimation was also 

normal in the 12 patients in which it was performed. 

Thus in these 21 patients there was no evidence by enzyme studies 

of muscle pathology. 

10. Proteinuria 

In no patient was there more than a trace of albumin in 

the urine • 

11. Blood urea 

Four patients had slightly raised blood urea values. 

Cases 7, 15, 16 and 81 had values of 53, 52, 46 and 52 mg.% 

respectively. All had a raised blood pressure. 

12. Wasserman reaction (W.R.) 

The W.R. was performed in 35 patients and was .negative 

in all. 

13. Serum uric acid 

The serum uric acid value was normal in all 46 cases in 

which it had been estimated. A raised serum uric acid had 

been present previously in Case 15. He had had gout for several 

years and had attended the hospital for this complaint. At the 

time of his present illness he was receiving Benemid. His serum 

uric acid was normal and his gout was under control. 
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The serum calcium, phosphorus and alkaline phosphatase 

values were normal in all 45 patients in whom it was 

estimated, apart from Case 36, who had Paget 1 s disease and 

had a raised serum alkaline phosphatase value. 
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H. Clinical course of polymyalgia rheumatica 

Duration of observation 

In this series the period of observation recorded was 
from the onset of the illness to the most recent review. 

The duration of observation in these patients is indicated 
in Table 24: 

Duration Number of Patients (Months) 

0 - 12 14 

13 24 27 

25 36 18 

37 - 48 10 

48 - 60 4 

over 60 7 

Total 8o 

The intervals between the onset of symptoms of 

polymyalgia rheumatica and the patients' first attendance 
at the out-patient department are denoted in Table 25: 
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Table 25 

Interval Number of Patients 
(Months) 

0 3 13 

4 6 19 

7 12 25 

13 24 17 

25 36 3 

over 36 3 

Total 80 

The majority of patients were seen personally at their 

first attendance or shortly thereafter. 

Duration of Locomotor Symptoms 

Unlike the onset, which was frequently acute, remission 

of symptoms in polymyalgia rheumatica usually occurred very 

gradually over a period of months; therefore, dates of remission 
and duration of locomotor symptoms could as a rule only be 

given approximately. In those cases where corticosteroid 

therapy was given because of arteritis, the dose required to 

suppress the vascular manifestations resulted in an abrupt 

suppression of the locomotor symptoms and signs, and in these 

patients the duration of locomotor symptoms was shorter than 

would otherwiBe have been the case. 
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The duration of the locomotor symptoms in those patients 

in whom these symptoms had remitted, and also the duration of 

the locomotor symptoms from the onset until the date of the 

most recent review, in those patients whose locomotor symptoms 

were not yet in remission are indicated in Table 26: 

Duration of Number of Patients 
locomotor symptoms In remission Not in remission 
rmonthsl 

6 - 12 17 (3) 9 

13 24 24 ( 3) 5 

25 36 9 (1) 5 

37 48 5 ( 2) 1 

over 48 3 2 

Total 58 (9) 22 

~: The figures in brackets indicate the number of patients 

whose locomotor symptoms were in remission and who had received 

corticosteroid therapy. 

The duration of locomotor symptoms varied from 6 months 

to over 7 years , but it will be seen that the locomotor symptoms 

subsided spontaneously within 2 years in 44% and within 3 years 

in 54% of the patients. In three patients (Cases 10 , 16 and 78) 

the symptoms persisted for 6 , 6 and 7 years respectively and in 

Cases 23 and 50 the locomotor symptoms are still present after 

7 and 4 years respectively. On radiological examination both 

these patients (Cases 23 and 50) were found to have joint 
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erosions and are, therefore, not typical of the series as 

a whole. Case 23, however, did have ana$ymptomatic 

period lasting 18 months during the course of the illness. 

Thirteen other patients (Cases 5, 8, 10, 12, 17, 20, 29, 

40, 41, 43, 45, 50 and 68) had a recrudescence of locomotor 

symptoms after the initial symptoms had improved. In these 

patients the symptoms commenced in one region e.g. the 

shoulder or hip girdle, and as these symptoms were improving 

or had almost subsided, new symptoms arose at another site. 

The number of patients who had a persistent elevation of 

the E.S.R. for at least 1 month, and the duration of the 

elevated E.S.R. after the locomotor symptoms had subsided and 

which had not been suppressed by corticosteroid therapy, are 

indicated in Table 27: 

Du.ration 
(months) 

6 

7 12 

13 - 24 

over 24 (53+) 

Number of Patients 

Total 

9 

5 

4 

1 

19 

It will be seen that a persistent elevation of the E.S.R. 

after the locomotor symptoms had subsided was recorded in 19 
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patients. This was most frequently present in those patients 

who subsequently developed evidence of arteritis. One patient 

(Case 58), who was considered to have arteritis and had not had 

corticosteroid therapy, still had an elevated E.S.R. 53 months 

after her locomotor symptoms had gone into remission and her 

general health had returned to normal. Another two patients 

(Cases 11 and 46) were found to have an elevated E.S.R. 18 months 

after their locomotor symptoms had subsided, but no evidence of 

vascular involvement was found. 

Total duration of the illness 

Patients were considered to be in remission when their 

locomotor symptoms had cleared, their general health had returned 

to normal and the E.S.R. was below 20 mm. in one hour. 

The duration of the disease varied from 8 to over 94 months. 

One patient (Case 78) still had an elevated E.S.R. 94 months after 

the onset of symptoms. 

The duration of the illness in those who have gone into 

remission, and the duration of the illness to the date of the most 

recent review in those patients who had not yet gone into remission, 

is indicated in Table 28: 

. 



Table 28 

Duration 
(months) 

0 - 12 

13 - 24 

25 - 36 

37 - 48 

49 - 60 

over 60 

Number 
In remission 

11 

13 

4 

4 

0 

2 

Total 34 
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of Patients 
Not in remission 

10 

13 

11 

6 

3 

3 

46 

These patients have not yet been observed long enough to 

obtain an accurate indication of the total duration of the illness 

since at the time of writing less than half of them had recovered. 

Of the 34 patients in remission 24 (71%) remitted within 2 years, 

and the mean duration in these 34 patients was 24 months. Of the 

46 patients not yet in clinical remission the illness had already 

persisted for over 2 years in 23 (5~) and the mean duration in 

these 46 patients was 27 months. 

Of the eighteen patients in whom the duration of the disease 

was more than three years, eight patients (Cases 17, 21, 23, 

41, 58, 67, 77 and 78) had definite or possible evidence of 

arteritis and four (Cases 23, 29, 37 and 50) had radiological 

evidence of erosion of joints. 
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Comment 

The symptoms of polymyalgia rheumatica subsided 

spontaneously within 2 years in 44% and within 3 years in 

54% of the patients. A recrudescence of locomotor symptoms 

after these had subsided for some months, occurs not infrequently. 

In many patients the E.S.R. remained elevated for several 

months and occasionally years after the locomotor symptoms had 

cleared. A persistently elevated E.S.R. after the locomotor 

symptoms had cleared or a persistence of the illness for more 

than 3 years was often associated with the presence of arteritis 

and, less frequently, with radiological evidence of joint 

erosion. 

It would thus appear that the duration of the illness is 

dependent on the presence or absence of complicating factors. 

In those patients without complicating factors the duration is 

likely to be under 3 years, whereas in those patients with 

arteritis or erosion of joints it is likely to persist for 

over 3 years. This raises the question whether the patients 

without complications and those with vascular or joint 

complications are suffering from the same disease or from 

different diseases, which at the onset appear to be similar. 
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CHAPTER 6 

COMPARISON OF FEATURES IN PATIENTS WITH 

AND WITHOUT ARTERITIS 

Introduction. 

A. Comparison of locomotor signs. 

B. Comparison of other features. 

••••••••••••••• 
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Twenty-one patients were considered to have definite 

arteritis, 17 possible arteritis and in the rest no evidence of 

arteritis was found. 

Of the twenty-one patients with definite arteritis, fourteen 

had positive biopsies of the temporal artery and one of the 

occipital artery. In the other six patients (Cases 21, 28, 34, 

48, 58 and 76) a diagnosis of definite arteritis was made in spite 

of the absence of confirmatory histological evidence. Three 

of the six had negative biopsies (Cases 28, 34, and 48), but in 

two of these (Cases 28 and 34) the biopsies were performed several 

months prior to the appearance of clinical manifestations of 

arteritis. These three patients all developed clinical evidence 

of large-vessel abnormalities while under personal observatio~. 

In each this was preceded by a marked rise in the sedimentation 

rate and the re-appearance of constitutional disturbances. These 

abnormalities were presumed to be due to arteritis of the 

large vessels. Another patient (Case 76) had tender temporal 

arteries with reduced pulsD,tion, visual impairment due to 

occlusion of a branch of the central retinal artery and clinical 

evidence of widespread vascular abnormalities, as detailed in 

Appendix III, but no artery was present in the tissue remo-ved at 



- 188 -

temporal artery biopsy., In the other two patients no biopsy 

of the temporal artery was performed. In each of these six 

patients it was considered that there was suffioient clinical 

evidence, detailed in Appendix III, to include them in the group 

with arteritis. 

Seventeen patients were considered to be suffering from 

possible arteritis, and it was felt that, while they were suffering 

from arteri tis, there was insufficient evidence to justify their 

inclusion in the group with definite arteritis. Details of these 

patients (Cases 1, 4, 9, 17, 19, 23, 26, 27, 29, 33, 39, 42, 50, 

62, 71, 73 and. 77) are given in Appendix III. 

Forty-two patients were classified in the group without 

arteritis. Patients who had evidence of abnormalities of large 

vessels when first seen and who did not have other evidence 

suggestive of arteritis throughout their illness,were classified 

in this group. 

Evidence of arteritis has been found with greater frequency 

in the patients reviewed more recently. This may be due to the 

fact that we have learnt to recognise more readily the diverse 

clinical manifestations occurring in patients with arteritis. 

The duration from the onset of the illness, in the three groups, 

to the most recent review is indicated in Table 29: 
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Tab.ii.a 29 

Duration Number of Eatients 
(months) G.C .A. ?G.C.A • . P.R. 

0-12 4 1 9 

13-24 7 5 15 

25-36 4 4 9 

37-48 4 3 4 

49-6o 0 3 1 

Over 60 2 1 4 

Total 21 17 42 
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Clinical abnormalities of the larger arteries 

The number of patients in whom vascular abnormalities were 

noted in each of the three groups is indicated in Table 30: 

Artery o.c.A.(21) ?G.C .A. ( 17) P.R. (42) 

Carotid 

Murmurs 3 2 l 

Tenderness 4 0 0 

Reduced pulse 2 0 0 

Dilated and tortuous 2 0 0 

Tortuous 1 0 0 

Subclavian 

Murmurs 10 5 3 
Tenderness 3 1 0 

Reduced pulse 2 1 1 

Absent pulse 1 0 0 

Thrill- 3 0 1 

Axillary 

Murmurs 7 2 1 

Reduced pulse 1 0 1 

Absent pulse 1 1 0 

Thrill 1 0 0 

Brachial 

Reduced B.P. 5 1 0 

Reduced osoillometry 5 l 0 

Abdominal Aorta 

Murmurs 6 1 0 

Tenderness 5 1 0 
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Artery G.C .A. ( 21) ?G.C.A.(17) P.R. ( 42) 

Femoral 

Murmurs 6 4 1 

Tenderness 1 0 0 

Reduced :pulse 1 1 1 

Dorsalis Pedis 

Absent pulse 6 3 1 

Posterior Tibial 

Absent pulse 6 2 1 

Reduced oscillometry 
of the calf 3 1 1 

In this series of 80 patients with polymyalgia rheumatica, 

14 (66%) of the patients with definite arteritis, 8 (47%) of 

those with possible arteritis and 3 (7%) of the patients 

without arteritis had clinical abnormalities of the larger 

arteries. Thus the incidence of abnormalities in the larger 

arteries was significantly higher in the patients with definite 

arteri tis than in the patients wi th6.'!l, t arteri tis ( P .( • 001) • 

. 
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A. Comparison of locomotor signs 

The findings in the locomotor system of patients with 

definite arteritis, possible arteritis and those without 

arteritis were compared to determine whether there were 

similarities or distinguishing features between the three groups. 

The patients with atypical features such as joint erosions and 

those who developed features compatible with other inflammatory 

polyarthritides have also been included in these comparisons. 

These atypical patients had a higher incidence of peripheral 

joint involvement than the series as a whole, and thus a higher 

incidence of peripheral joint involvement would be expected in 

the groups in which these patients are mainly included i.e. the 

group without arteritis and the group with possible arteritis. 

As objective evidence of joint involvement appeared at any time 

during the course of the illness and patients with definite 

arteritis were treated with suppressive corticosteroid therapy 

as soon as the arteritis was diagnosed, these patients would be 

expected to have a lower incidence of joint involvement than the 

other patients. 
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Sites of tenderness of joints and ligaments 

The number of patients with tenderness around the various 

joints and of the interspinous ligaments a.re compared in 

Table 31: 

Joint Patients 
?G.C .A. 1 

!2.!:. No. No. 

s.c.J. 13 62 14 82 28 67 55 

A.C.J. 15 71 14 82 30 71 59 

S.H.J. 14 67 13 76 29 69 56 

s.D.B.s. 6 29 8 47 14 33 28 

Wrists 3 13 8 47 17 40 28 

Knees 15 71 13 76 29 69 57 

Hips 13 62 11 65 31 74 55 

M.C.P. & P.I.P. 1 5 3 18 3 7 7 

T.M.J. l 5 l 6 2 5 4 

c.s. 11 52 12 71 28 67 51 

D.S. 10 48 7 41 9 21 26 

L.S. 7 33 10 59 27 64 44 

It will be seen that the sites of joint and liga.mentous 

tenderness were vary similar in the three groups. There was a 

lower incidence of tenderness around the wrist joints in the group 

with definite arteritis than in the other two groups (P < .05). 

This can partly be explained by the absence in this group, ef 

69 

74 

70 

35 

35 

71 

69 

9 

5 

64 

33 

55 
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patients with atypical features, who had a higher incidence of 

peripheral joint involvement, and by the fai:t that peripheral 
' joint involvement frequently occurred some -months after the onset 

of the illness,and in the patients treated with corticosteroids 

this may have been prevented. 

Sites of synovial thickening or effusion 

The number and percentage of :patients in each group with 

objective evidence of synovial thickening and/ or effusion of 

individual joints and the total number of patients with these 

features are compared in Table 32: 

Joint 
G.C .A. Total 
No. No. No .. 

s.c.J. 1 33 1 41 20 48 34 43 
A.C.J. 2 9 6 35 1 17 15 19 

Knees 12 57 8 47 21 50 41 51 

Wrists 0 0 3 18 1 17 10 13 

M.C.P. & P.I.P. r) 5' 1 6 $ ·,.7 5 6 

Total 14 66 13 76 29 69 56 10 

It will be seen that there is no significant difference 

between the 3 groups as regards the incidence of synovitis; this 

occurs in about 2/3 of the patients in each group. Synovitis of the 

sterno-clavicular joints was present in a slightly larger percentage 

of patients without than with arteritis. It is also possible that 

the :patients with definite arteritis would have developed a higher 



Fig. 52 Case 45 
Photograph showing synovial thickening 
of the sterno-clavicular joints. 
(Case 45 had typical giant-cell arteritis.) 
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incidence of synovitis if they had not been treated with suppressive 
corticosteroid therapy as soon as the diagnosis of arteritis 
was made. 

Degree of synovial thickening of the 

sterno-clavicular joints 

The degree of synovial thickening of the sterno-clavicula.r 
joints was compared in the 3 groups, and the results are indicated 
in Table 33: 

Degree of Synovial 
Thickenin~ 

G.C.A. ?G.C.A. Total No •. No. No. 
2 4 57 2 29 13 65 19 56 
3 2 29 5 71 6 30 13 38 
4 1 14 0 0 1 5 2 6 

Total 7 100 7 100 20 100 34 100 
It will be seen that the same grades of synovial thickening were 

present in the sterno-clavicular joints in patients with and without 
arteritis, and again there was no significant differenoe between 
the groups. 

Residual instability of the sterno-clavicular joint 
It was only during the course of this investigation that we 

became aware that in some patients, previously involved sterno­
clavicular joints were left unstable. It is probab~~ that this 
feature may have been missed in some of the patients seen earlier 
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in the study and it was not possible to recall all of them 
for re-examination. Insofar as the duration of the disease in 
the patients with arteritis was on the whole longer and they have 
been reviewed more recently than those without arteritis, the 
apparent prevalence of instability of the sterno-clavicular joints 
among those with arteritis might, therefore, be expected to be 
higher. 

The incidence and degree of instability of the sterno­
clavicular joints in the three groups are presented in Table 34: 
Degree of 
Instability G.C.A. 

2 

3 

4 

Total 

Percentage of 
Total Group 

No. 

3 

2 

1 

6 

50 

33 

17 

100 

29 

Patients 

2 40 

3 60 

0 0 

5 100 

28 

3 50 

2 33 

1 17 

6 100 

14 

Total 

8 

7 

2 

17 

47 

41 

12 

100 

21 
It will be seen that instability of the sterno-clavicular 

joints occurred in patients with and without arteritis, thus 29% 
of the patients with definite arteritis, 28'fa of those with possible 
arteritis and 14% of the patients without arteritis had clinical 
evidence of instability of the sterno-clavicular joints. For 
the reasons stated above the significance of the apparently 
increased prevalence of residual instability of the sterno­
clavicular joints in patients with arteritis is in doubt. The 



Fig. 56 Case 39 

Photograph showing limited shoulder 
girdle range of movement. (Case 39 was 
considered to have possible arteritis.) 



Figs. 57 and 58 Cases 28 and 34 
Photographs showing limitation of shoulder 
girdle range. 
(Both had clinical large vessel arteritis.) 



Figs . 59 and 60 Cases 76 and 45 
Photographs showing limited shoulder 
~rdle range. 
(Both had giant-cell arteritis.) 
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severity of the instability was of the same order in each 
group. 

Limitation of range of shoulder mo'Vltment 

'I'he range of movement of the shoulder and shoulder girdle was 
compared in the three groups of patients. The range of' passi'Vlt 
abduction was estimated in degrees, no abduction being recorded 
as O and f'ull abduction 180 degrees. In three patients 
(Cases 21, 41 and 78) with definite arteritis a.nd one (Case 10) 
in the group without arteritis, the range of shoulder movement 
was not recorded and for purposes of this comparison have been 
excluded. 

The mean angle of abduction in the cases with definite 
arteritis, possible arteritis and those without arteritis was 
122, 124 and 128 degrees respectively. It is thus apparent that 
there was no significant difference in the degree of limitation 
of shoulder movement in patients with and without arteritis. 
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Comment 

The locomotor manifestations in the three groups with 

definite, possible a.nd without arteritis were compared. In the 

following respects there were no significant differencess 

1. Incidence and sites 0f tenderness of joints, ligaments 

a.nd tendons. 

2. Incidence and sites of synovi tis of joints. 

3. The degree of synovia.1 thickening of the sterno-ola.vioular 

joints, a.nd possibly of the incidence and degree of residual 

instability of these joints. 

4. The limitation of range of movement of the shoulder and 

shoulder girdle. 

Synovitis of non-specific character was present in 3 of 4 

sterno-olavicular joint biopsies. One of these patients (Case 81) 

also had temporal giant-cell arteritis on biopsy, but the synovia.l 

histology was indistinguishable from that of the others (Page 122). 
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B. Comparison of other features 

In many instances polymyalgia rheumatica clears in one to 

two years without demonstrable residua and corticosteroid therapy 

may not be indicated. What features enable us to recognise 

those patients who are likely to develop manifestations of arteritis 

with its serious and possibly lethal consequences and in whom 

corticosteroid therapy may be lifesavingi We shall now compare 

various features in the 3 groups: those considered to haw definite 

arteri tis, possible a.rteri tis and the third group in whom no 

clinical evidence of arteritis was found. 

Age of onset 

The age of onset in the 3 groups is indicated in Table 35: 

!B!. Patients 
G.C .A. ?G.C.A. P.R. Total 
No. ! No. ! No. "..1_ No. § 

under 50 1 5 0 0 4 10 5 6 

50 - 59 4 19 7 41 21 50 32 40 

60 - 69 9 43 7 41 14 33 30 38 

70 and over 7 33 3 18 3 7 13 16 -- -- --
Total 21 100 17 100 42 100 80 100 -- -- --
Mean age 67 63 58 61 

The ages are illustrated diagrammatically in Fig. 61 

As will be seen those with arteritis tend to be older, the mean age 

for those with arteritis being 67 years as compared with 58 years 
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for the group without arteritis and 61 years for the whole series. 

In the group with definite arteritis 7&fo were over the age of 60 

years as compared with only 4<>% of those without a.rteritis. 

Furthermore in the whole series of 80 patients 6C1/o of all the 

patients over the age of 60 and 77% of all the patients over 

70 years had definite or possible arteritis. 

It would thus appear that the frequency with which patients 

with polymyalgia rheumatica develop manifestations of a.rteritis 

rises with increasing age. 

Positive cranial artery biopsies also occurred with greater 

frequency in the older patients. Thirteen of the fifteenpatients 

(87%) with positive cranial artery biopsies were over the age of 

60 as compared with eight of the eighteen (43%) with negative 

cranial artery biopsies. The mean age for all the patients who 

had cranial artery biopsies was 63 but the mean age of those 

patients with positive biopsies was 68 as compared with 60 years 

for those patients with negative biopsies. 

Clinical evidence of large-vessel arteritis, however, occurred 

with greater frequency in the younger patients with definite 

arteritis. The mean age of the eleven patients (Cases 5, 20, 28, 

34, 45, 48, 58, 68, 76, 78 and 79) with clinical evidence of 

abnormalities of large vessels was 62 yea.rs. Eight of these also 

had evidence of arteritis of cranial vessels. The average age 

of the three patients (Cases 28, 34 and 48) in whom the a.rteritis 

appeared to be confined to the large vessels was 55 years. 
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Summary 

Patients with a.rteritis tend to be older than those without 
a.rteri tis. In patients with a.rteritis, involvement of the cranial 
arteries occurs with greater frequency in the older patients 
whereas arteritis of the larger vessels occurs with greater 
frequency in the younger patients. 

In this series 61(76%) of the patients were women, and the 
number of patients of each sex, in the 3 groups, is compared in 
Table 36: 

~ Patients 
G.C .A. ?G.C.A. P.R. Total No. 2f ~ ! No. i No. ! 

Male 6 29 2 12 11 26 19 24 
Female 15 71 15 88 31 74 61 76 -- -- --- ---Total 21 100 17 100 42 100 8o 100 -- -- -- --

It will be seen that the sex ratio in the patients with and 
without a.rteritis was similar. 

Constitutional symptoms 

The number of patients in each group with constitutional 
symptoms is compared in Table 37: 
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Table 3:Z 

Constitutional 
Number of Patients 

symptoms 
G.C.A.(21) ?G.C .A. ( 17) · P.R.(42) Total( 80) 

Malaise 20 17 38 75 
Anorexia 15 12 15 42 
Dyspepsia 11 9 9 29 
Depression 16 13 27 56 
Excessive 
sweating 3 4 5 12 

As will be seen from the above table the constitutional 
symptoms were very similar in character in those with a.nd without 
arteritis, but were, in general, present with greater frequency 
in the patients with arteritis. 

The patients• subjective assessment of the degree of 
constitutional illness is compared in the three groups in 
Table 38: 

Constitutional 
illness 
{ grade) G.C.A. ?G.C .A. Total No. No. No. 

l 0 0 0 0 3 7 3 
2 6 29 1 6 21 50 28 
3 7 33 9 53 12 29 28 
4 8 38 7 41 6 14 21 

4 

35 

35 

26 
Thus the patients with arteritis tended to feel more ill. 

71% of the patients with arteritis and 94% of those with 
possible arteritis were too ill to work as compared with 43% 
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of the patients without arteritis. The lower incidence of 
severely ill patients in the definite arteritis group as compared 
with the possible arteritis group is probably due to the fact that 
several patients with definite arteritis commenced eorticosteroid 
therapy soon after the onset of the illness, and possibly before 
severe deterioration in their general health had occurred. 
Weight loss 

The weight loss in the 3 groups is set out in Table 39: 
Weight loss Number of Patients {lbs.) G.C.A.(21) ?G.C .A. ( 17) P.R.(42) Total( Bo) 

O - 7 8 4 17 29 
8 - 14 4 3 8 15 
over 14 9 10 17 36 

Mean( lbs.) 12 16 9 11 

The mean weight losawas greater in those with arteritis than those 
without, but greatest in the possible arteritis group. 
Erythrocyte sedimentation rate 

The highest recorded values of the sedimentation rate are 
set out in Table 40: 
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Iat>1e 40 " 

E.S.R. Patients 
rmm. l G.C .A. ?G.C .A. 1 P.R. Total 

No. No. No. No. 

0 - 20 1 5 1 6 1 2 3 4 

20 .... 39 4 19 2 11 12 29 18 23 

40 - 59 2 9 3 18 12 29 17 21 

60 - 79 1 5 . 5 29 10 23 16 20 

80 - 99 4 19 3 18 4 10 11 14 

100 and over 9 43 3 18 3 7 15 18 

Mean E.S.R. 1~ 70 51 64 

~: Two patients in the group with arteritis were on suppressive 

corticosteroid therapy when first seen. One had a sedimentation 

rate of 17 (Case 5 ~ and in the other (Case 21) the sedimentation 

rate w~s 32. i The mean sedimentation rate in the definite arteritis 

group excluding those two patients was 8§ mm. These results a.re 

expressed graphically in Fig. 62. There was a significant 

difference in the sedimentation rate between patients with and 

without a.rteri tis ( P < . 01). 

In the group with definite a.rteritis 62%, had a sedimentation 

rate of over 80 mm. as compared with 17% in the group without 

arteritis and ef the patients with a sedimentation rate of over 

80 mm., 73% had definite or possible arteritis. 

In five patients (Cases 5, 28, 34, 48 and 68) a sudden marked 

rise in the sedimentation rate heralded the onset of manifestations 
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of arteritis. 

It has been mentioned previously (Pagel82 ) that a 

persistently elevated sedimentation rate, after the locomotor 

symptoms had subsided, was present in 19 patients. 

The number of patients who had a persistently elevated 

sedimentation rate~a.nd the duration of the elevated sedimentation 

rate,after the locomotor symptoms had subsided in patients with 

and without arteri tis are compared in Table 41: 

Duration Number of Patients 
(months) G.C.A.(21) ?G.C .A. ( 17) P.R.(42) Total(8o) 

0 6 5 4 0 9 

7 12 l 4 0 5 

13 - 24 2 0 2 4 

over 24 l 0 0 l 

Total 9 8 2 19 

It will be seen that nine patients (Cases 5, 20, 21, 28, 34, 

41, 58, 67 and 78) in the group with definite arteritis had & 

persistently elevated sedimentation rate after the locomotor 

symptoms had subsided. With the exception of two patients 

(Cases 58 and 78) the duration of the persistently elevated 

sedimentation rate in all was out short by the institution of 

corticosteroid therapy, which was prescribed for the arteritis. 

In 11 of the other 12 patients with definite arteritis, 

corticosteroid therapy was commenced while locomotor symptoms were 

-_ 
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still present. 

It is apparent that the sedimentation rate frequently remains 

elevated after the locomotor symptoms have subsided in patients with 

polymyalgia rheumatica who develop manifestations of arteritis and 

who have not had suppressive corticosteroid therapy. 

Only two (Cases 4 and 33) of the eight patients (Cases 1, 4, 

9, 17, 27, 29, 33 and 71) in the group vi th possible arteri tis who 

had a persistently elevated sedimentation rate received cortico­

steroid therapy. 

In the group without arteritis a persistently elevated 

sedimentation rate was only found in two patients (Cases 11 and 46). 

In these two patients the sedimentation rate was still elevated 

17 and 18 months respectively after the locomotor symptoms had 

subsided and their general heal th had returned to normal. In spite 

of the fact that no clinical evidence of arteritis was found in 

these two patients it does raise the suspicion that they may in 

fact also have had arteritis. 

Case 11, a woman aged 61, was first seen 16 months after the 

onset of her polymyalgia rheumatica. She had attended another 

hospital at the onset of her illness where her sedimentation rate 

was found to be 80 mm. She was treated with corticosteroid therapy 

for fourteen months and when first seen personally was virtually in 

clinical remission, but her sedimentation rate was still 75 mm. 

No clinical evidence of vascular involvement was present. 

The other patient (Case 46) was only reviewed on one occasion, 
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18 months after she had recovered clinically, and no objective 

evidence of vascular involvement was found. Thus in both these 

patients the possibility of vascular involvement cannot be excluded 

with eerta.inty. 

It would, therefore, be safer to assume, in the absence of 

a:ny other cause, in all patients with polymyalgia rheumatica who 

had a persistently elevated sedimentation rate or where the 

sedimentation rate had risen again, after the locomotor symptoms 

had subsided, that this was due to a:n arteritis. 

Anaemia 

The number of patients in whom the lowest haemoglobin value 

recorded was below 75% of 14.8 gms. per 100 ml. is compared in 

the three groups in Table 42: 

Diagnosis 

G.C .A. ( 21) 

?G.C.A.(17) 

P.R.(42) 

Total( 80) 

Number 

7 

5 

9 

21 

Patients 
Percentage 

33 

29 

22 

26 

It will be seen that 33% of the patients in the group with 

definite arteritis, as crompared with 22% of the patients in the 

group without arteritis had haemoglobin values below 75%. 

In three patients (Cases 5, 34 and 68) the onset of vascular 

manifestations was preceded by a rapid fall in the haemoglobin 
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value and a marked rise in the sedimentation rate. 

Abnormalities of the serum proteins 

The proportions of the patients investigated in each of the 

groups who had abnormalities of the serum proteins are compared in 

Table 43: 

Globulin fractions o.c.A. ?G.C .A. P.R. Total 

Increased alpha 2 14/20 4/15 3/32 21/67 

Increased gamma 5/20 2/15 3/32 10/67 

Total globulin 
over 3.40/100 ml. 8/21 7/16 6/37 21/74 

Inverted A/ G ratio 5/21 5/16 2/37 12/74 

The number of patients who had raised val ues and the number 

in whom these tests were performed are indicated above. 

An increase in the alpha 2 globulin fraction was the most 

frequent abnormality. It was raised in 70"/o of the patients with 

definite arteri tis but only in 9% of the patients in the group 

without arteritis (P ( .001). 

A raised gamma globulin fraction was present less frequently, 

being present in 25% of those with definite arteritis as compared 

with 9% of those without arteritis. 

An increase in the total globulin and an inversion of the 

albumin-globulin ratio also occurred with slightly greater frequency 

in the patients with definite arteritis than in those without 

arteritis. 
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The total duration of the illness 

The total duration of the illness in patients with definite 

and possible arteritis and those without arteritis is compared 

in Table 44: 

Du.ration Number of Patients 
(months) G.C.A.(21) ?G.C .A. ( 17) P.R. (42) 

0 - 12 4 (4) 2 (o) 15 ( 6) 

13 - 24 7 (7) 3 (0) 16 ( 6) 

25 - 36 4 (4) 6 ( 5) 5 ( 2) 

37 - 48 4 (3) 2 (1) 4 (2) 

49 - 60 0 (0) 3 (3) 0 (o) 
Over 60 2 ( 2) 1 (1) 2 (o) 

Total 21 ( 20) 17 (10) 42 ( 16) 

Note: The figu.resin brackets denotethe number of patients not 

yet in remission. 

These patients have not been followed for a sufficiently long 
period_ to obtain more than an impression of the total duration of 

the illness. It will be seen that in the group with definite 

arteritis, only one patient (Case 41) was in clinical remission, 
the total duration of her illness being 40 months. In 5 other 

patients who were not yet in remission the duration of the illness 
was already more than 3 years. In the group without arteritis 

22 of the 42 patients were in remission within 3 years. 

It will therefore not be surprising if, at a future review of 
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these patients, it is found that in those patients with 

definite arteritis the total duration of the illness was, 

as a rule, more than 3 years, whereas in the patients without 

arteritis the duration was less than 3 years. 
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Comment 

The findings in this study suggest that in the syndrome 

of polymyalgia rheumatica the patients with arteritis are, as 

a rule, older than those without arteritis and are usually over 

the age of 60 years. Of all the patients with polymyalgia 

rheumatic& over the age of 70 years more than three-quarters 

developed evidence of arteritis. Positive temporal artery 

biopsies have been found almost exclusively in the patients over 

the age of 6o years. In those patients considered to have 

arteritis, abnormalities of the larger arteries occurred with 

greater frequency in the younger patients. 

The constitutional symptoms were similar in patients with 

and without arteritis, but were usually more severe in the 

patients with arteritis. 

Abnormalities of the sedimentation rate and serum proteins 

tended to be greater in those with arteritis. A sedimentation 

rate of over 80 mm. was more than three times as common in those 

with arteritis as in those without, and of all the patients with 

a sedimentation rate of over 80 mm., three-quarters had definite 

or possible arteritis. A persistently elevated sedimentation 

rate after the locomotor symptoms had subsided was present most 

frequently in those with arteritis. A sudden rise in the 

sedimentation rate, often associated with the appearance of 

abnormalities of the serum proteins and a fall in the haemoglobin 

value, was almost invariably followed by manifestations of arteritis. 
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In this series of 80 patienta with polymyalgia rheumatic& 

2i had arteritis and in another 17 this diagnosis was considered 

to be possible but could not be proved. 

In patients with definite giant-cell arteritis the management 

presents no problem as corticosteroid therapy is generally 

considered to be definitely indicated. Also in oases where 

giant-cell arteritis is suspected but cannot be proved, the 

dangers of corticosteroid therapy may be considered to be 

out-weighed by the possible complications of giant-cell arteritis 

and the risks of corticosteroid therapy to be justifiable. 

The decision is less easy in patients with polymyalgia 

rheumatioa who have no evidence of arteritis. It has been 

demonstrated that in the majority of patients polymyalgia 

rheumatioa is a self-limiting condition without sequelae, 

provided that arteritis does not supervene. In the opinion of 

the author the risks of corticosteroid therapy are not justified 

in patients without arteritis, especially in thos~ who are unlikely 

to develop arteritis, provided that the symptoms can be controlled, 

during the active phase of the illness, by simpler and safer 

measures. 

The management of patients without arteritis in this series 

. "'l""'ll'-.=,~==-,-,,,.. "'=='\I"" ~"'.== '"I' ~--~ 
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was not based on the results of controlled trials, but on the 

experience gained over the years in the units in which this study 

was carried out. 

Fifty-three patients were admitted to hospital and cared for 

personally under the supervision of Dr. J. Sharp or Dr. R. Harris. 

Six of the eleven patients who were reviewed later had also been 

treated in hospital during the active phase of their illness. 

The period of admission varied from 1 to 4 months; usually from 

6 to 8 weeks. The usual treatment regime comprised limited 

bed rest, with exercises to maintain muscle tone and maintain or 

promote joint mobility together with analgesics for relief of 

pain and sedation for the anxiety state which was frequently 

present. The period of bed rest was governed by the degree of 

constitutional illness and the parameters of inflammation 

e.g. the sedimentation rate and serum protein changes. Bed rest 

was followed by gradual mobilisation, the period out of bed and 

the physical activity being progressively increased. The patients 

obtained great symptomatic relief from mobilising exercises in 

a warmed pool. 

Soluble or enteric coated aspirin, 3 to 4 gms. per day, were 

the analgesics routinely used. This afforded a fair degree of 

pain relief. In those patients who were intolerant of aspirin,, 

paracetamol, 8 to 12 tablets per day, was prescribed with results 
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largely similar to those obtained with aspirin. Phenylbutazone, 

300 mg. daily, was prescribed for 10 patients in this series who 

had obtained very little benefit from aspirin. The symptomatic 

relief obtained with this appeared to be greater than that obtained 

with aspirin, but in no case was the relief of pain dramatic or 

followed by an immediate increase of joint range where this had 

been limited. The symptomatic relief obtained with phenylbutazone 

in cases with polymyalgia rheumatica would not appear to be, in 

our experience, as great as that obtained in patients with 

ankylosing spondylitis. 

Sedation was almost invariably indicated since the patients 

were usually agitated or depressed. Treatment with phenobarbitone, 

100 mg. daily, or meprobamate, 600 mg. daily, in divided doses, 

usually relieved these features satisfactorily. 

A controlled trial is at present being conducted at the 

Devonshire Royal Hospital and the University of Manchester, 

Rheumatism Research Centre, to determine whether the addition of 

chloroquin to the normal therapeutic regime influences the course 

of polymyalgia rheumatica. Individual containers labelled 

Chloroquin X or Y, each containing 18o tablets of either 2.5 or 

250 mg. of chloroquin phosphate were prepared and each patient 

was given either Chloroquin X or Y at random. This trial has 

not yet; been completed, but of the eighteen patients who have 

participated, seven have developed clinical evidence of 
-' 

arteritis during or following completion of the six months' trial. 



- 215 -

Four of these (Cases 3, 20, 34 and 48) were in the X group 

a.nd three ( Cases 5, 28 and 33) in the Y group. It would thus 

appear that chloroquin phosphate, 250 mg. daily, for a period of 

up to six months has no influence on the development of vascular 

manifestations in patients with polymyalgia rheumatica. 

Local Injections 

Local infiltration of hydrocortisone aild local anaesthetic 

into the tender joints, tendons and ligaments almost invariably 

resulted in marked relief of the pain arising from the site 

injected. The number of patients who had injections at various 

sites are indicated in Table 45: 

Sterno-clavicular joint 

Acromio-clavicular joint 

Scapulo-humeral joint 

Tendons around shoulder 
and sub-deltoid bursa 

Hip girdle tendons 

Wrist tendons 

Knee ligaments 

15 

23 

11 

21 

4 

3 

4 

Cervical I.s. ligaments 5 

Dorsal I.S. ligaments 7 

Lumbar I.s. ligaments 6 

Costo ehondral junction 

Tempero-mandibular joint 

2 

1 

Patients 
No. bilateral 

6 

3 

4 

8 

1 

1 

1 

2 

1 
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In all thirty-one patients received injections into joints 

with good relief in twenty-nine and fair results in two. 

Tender focal areas of tendons and ligaments were injected 

in twenty-eight patients with good results in all but three, in 

whom injections into the tender tendons around the shoulder joint 

resulted in no improvement. This is probably due to the fact 

that in cases where there are multiple focal lesions of the 

rotator cuff it is often difficult to locate those mainly 

responsible for the symptoms and to infiltrate them effectively. 

In all cases with spinal pain and limitation of spinal 

movement where the interspinous ligaments were effectively 

anaesthetised, the pain in the neck or back was diminished and the 

range of spinal movement improved. It would thus appear that 

t~e spinal pain and limitation occurring in these patients was 

at least partly due to invo·lvement of the spinal ligaments. 

In one patient (Case 57) who had pain and tenderness over 

both tempero-mandibular joints with pain on chewing and a limited 

bite, this was completely relieved by infiltration of these joints 

with Lignocaine and hydroeortisone. 

Systemic Corticosteroid TherapY 

Twelve patients, of whom four were considered to have 

definite arteritis, three possible arteritis and five had no 

evidence of arteritis, commenced systemic corticosteroid therapy 

before attending one of the departments at which this study was 

undertaken. Of the remaining patients without arteritis three 
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(Cases 24, 37 and 66) required systemic corticosteroid therapy 

to control their locomotor symptoms. Case 66 also had Addison's 

disease and was on a maintenance dose of 50 mg. Cortisone daily 

for the control of this, but satisfactory control of he~ locomotor 

symptoms could not be achieved without the addition of 8 to 10 mg. 

prednisolone daily. In the other thirty-four cases of 

polymyalgia rheumatic& without arteritis, systemic corticosteroids 

were not considered to be indicated. 
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Management of patients with arteritis 

The aim of treatment in patients with giant-cell arteritis 
must be to prevent narrowing or occlusion of affected arteries 
a:ndthe development of permanent changes in these vessels. Where 
the blood supply to organs such as the eye, brain or heart is 
threatened, this is obviously a matter of great importance, 
particularly since by the time that clinical evidence of 
involvement of these organs is detectable, in most cases irreparable 
damage has occurred. Changes in the superficial temporal arteries 
can, however, be observed without difficulty, and it is not 
unlikely that the pathological changes occurring in other arteries 
are not unlike those occurring in the temporal arteries. 

In patients who were found to have evidence of arteritis it 
was considered essential to suppress the inflammatory changes 
in the arteries as completely and as rapidly as possible. In 
those without clinical signs of arteritis in the temporal 
arteries the return of the sedimentation rate and serum protein 
changes to normal was used as the index of the dosage of cortico­
steroid required. Two patients (Cases 45 and 8o), however, had 
clinical and histological evidence of arteritis of the temporal 
arteries with a normal sedimentation rate, and where the 
superficial temporal arteries were thickened and tender the 
resolution of the signs of inflammation in these arteries was 
considered to be a more reliable index of the suppression of 
inflammation present in other vessels. The dose _of corticosteroid 
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required to suppress the arteritis was found to be much higher 
than the dose sufficient to control the locomotor symptoms. The 
importance of instituting corticosteroid therapy in dosage 
sufficient to suppress the inflammatory changes in the arteries as 
early as possible after the arteritis had been diagnosed is 
illustrated by the following e:x.amples: 

Case 3 had histological changes of giant-cell arteritis in 
an occipital artery biopsy in spite of the absence of tenderness or 
thickening of any of the cranial arteries. Treatment with 
prednisolone, 8 mg. daily, resulted in the immediate suppression 
of all the locomotor symptoms. After she had been ta.king this 
dose continuously for 9 months she developed tenderness and 
thickening of the right superficial temporal artery, which persisted 
until the dose of prednisolone had been increased to 20 mg. daily. 

Case 80, who presented with tender thickened temporal arteries 
and an inferior field defect of the right eye, responded to 50 mg. 
prednisolone daily. On gradually reducing the dose to 30 mg. daily 
he had a recurrence of his temporal headaches and the temporal 
arteries became tender again. These symptoms again responded to 
the increase of the dose of prednisolone to 50 mg. daily. 
Throughout this period his sedimentation rate had been normal. 

The following case histories illustrate the relationships 
between the time of institution of corticosteroid therapy and 
the dosage employed and the effect on the arteries: 
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Case 45, a woma.n aged 59, was seen within 2 days of the 
onset of her temporal headaches. Both superficial temporal 
arteries were very tender, thickened and tortuous with redness 
of the overlying skin. She was treated with prednisolone, 
80 mg. daily, a.nd by the eighth day when a temporal artery biopsy 
was performed, these arteries were clinically normal and the only 
abnormality found on histological examination was the presence of 
,}ymphocytic infiltration around two arterioles in the adventitia. 
In this case the inflammatory changes in the temporal artery had 
thus been suppressed before permanent changes had occurred in it. 

Case 79, a woman aged 66, started prednisolone, 20 mg. daily, 
two months after the onset of temporal headaches. This was 
reduced to 12 mg. daily two months later and when seen four months 
later both temporal arteries were still slightly thickened and 
tender with reduced pulsation and her sedimentation rate was still 
elevated. A biopsy of the temporal artery showed histological 
changes of moderately severe arteritis with narrowing of the 
lumen by intimal thickening and incomplete suppression of the 
inflammatory changes in the vessel wall. Treatment in this case 
had been commenced too late to prevent permanent vascular changes 
and the dose of corticosteroid had not been sufficient to suppress 
the inflammatory. chanS"9s completely. 

Case 5, a woman aged 66, was diagnosed as having giant-cell 
arteritis two months after the onset of severe bitemporal headaches. 
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On clinical examination the temporal arteries were very thickened 

and tender with reduced pulsation. A biopsy of the anterior 

branch of the right temporal artery was performed and on 

histological examination the lumen of the vessel was almost 

completely occluded by the intimal thickening. There was 

extensive destruction of the internal elastic lamina and of the 

media, which was infiltrated by inflammatory cells. Treatment 

with corticotrophin gel, 60 units daily, resulted in suppression 

of the inflammatory manifestations but three months later there 

was still reduced pulsation in both temporal arteries. Suppressive 
corticosteroid therapy had, in this case, been instituted too late 

to prevent permanent vascular changes. 

Case 69, a man aged 76, was seen thirteen months after the 

onset of his temporal arteritis during which time marked mental 

deterioration had occurred. On examination, both temporal and 

facial arteries were tender, tortuous, thickened and pulseless. 

A biopsy of the anterior branch of the left temporal artery was 

performed and the histological changes were those of a very 

advanced giant-cell arteritis with complete occlusion of the lumen 
and almost complete replacement of the media by granulation tissue. 
He was treated with prednisolone, 30 mg. daily, for several weeks, 
before the dose was gradually decreased. Nine months later the 
temporal and facial arteries, which had been replaced by thin 

fibrous cords, were still pulseless. There had been no 

improvement in his mental s~ate. In this patient suppressive 
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corticosteroid therapy was started too late to prevent permanent 
vascular occlusion and mental cha.ng'8s. 

Case 15, a man aged 73, was seen within two months of the 
onset of temporal headaches. On examination both temporal 
arteries were tortuous, thickened, tender and ::pulseless with 

• 

redness o:f the overlying skin. Corticosteroid therapy was begun 
at once, with prednisolone 20 mg. daily, but this did not suppresa 
the changes in the temporal arteries. A week later the dose of 
prednisolone was increased to 60 mg. daily and he was also given 
anticoagulents. The manifestations of inflammation in the 
temporal arteries were suppressed but the pulses did not return. 
Two months later he lost his sense of smell and taste and 
developed progressive intermittent claudication in the thighs. 
He died nine months after the onset of his illness. Post mortem 
histological examination showed complete occlusion of the right 
temporal artery by intimal proliferation with occlusion of the 
left temporal artery by intimal thickening and organising thrombus. 

Case 20, a woman ag-ed 67, with clinical polymyalgia rheumatica 
developed bilateral occlusion of the subclavian arteries. There 
was no thickening or tenderness of the temporal arteries, but a 
biopsy of the anterior branch of the left temporal artery showed 
histological chang-es of organising thrombus, without evidence of 
arteritis. At a second biopsy a section of the same artery was 
removed more proximally and this section had the tYPical 
changes of giant-cell arteritis with almost complete occlusion 
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of the lumen by intimal thickening. It would thus appear that 
the thrombosis in the temporal artery in this case occurned 
secondarily to the occlusion of the vessel by the arteritis 
situated more proximally in the artery. 

In this series of eighty cases with polymyalgia rheumatic& 
seven developed vascular abnormalities while under personal 
observation. One woman, aged 70 years (Case 3) developed 
clinical thickening and tenderness of the right temporal artery 
while being treated with an inadequate dose of prednisolone. 
The other six (Cases 5, 20, 28, 33, 34 and 48) were not being 
treated with corticosteroid at the time. In one patient, a 
woman aged 67, (Case 20) clinical evidence of bilateral 
occlusion of the subclavian arteries arose after her locomotor 
symptoms had remitted, but her sedimentation rate had remained 
elevated at 100 mm. in an hour. In the other five patients 
(Cases 5, 28, 33, 34 and 48) whose locomotor symptoms were either 
in remission or much impt'6Ved, clinical evidence of arteritis 
became apparent several weeks after the return of constitutional 
symptoms with malaise, loss of weight and associated with the 
finding of a marked rise in the sedimentation rate, a fall in the 
haemoglobin level and an increase in the serum globulin and 
alpha 2 globulin fraction and occasionally ~f the gamma globulin 
fraction. Case 5, a woman aged 66, developed bilateral tender, 
thickened temporal arteries and loud murmurs over both sub­
clavian arteries. Three patients (Cases 28, 34 and 48) aged 54, 
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49 and 61 years respectively developed loud murmurs over the 
subclavian arteries with clinical evidence of vascular 

obstruction in two (Cases 28 and 48). Case 33, a man aged 
61 years, who had had widespread vascular murmurs when first 

seen, developed an increase of vascular symptoms and signs with 
evidence of cerebral ischaemia, severe angina pectoris and 

intermittent claudication of the calves and a possible infarct 
of the liver. 

It is likely, that in several of these patients, the 

v~scular abnormalities may have been prevented had we been 

aware of these complications and their mode of presentation at 
an earlier date. 
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Comment 

From the review of the clinical and histological 

changes found in the temporal arteries of these patients and 

their response to corticosteroid therapy, it would appear that 

the results obtained with suppressive corticosteroid therapy 

depended on the a.mount of damage which had already resulted 

in the vessel from the arteri tis when the treatment was begun. 

It would appear that in the early case where the only 

changes in the artery are those of inflammatory cell 

infiltration and oedema, these changes may be completely 

reversed by corticosteroid therapy. In the moderately 

advanced case where the vessel wall is partly destroyed but 

the lumen not completely occluded by intimal thickening, 

suppressive corticosteroid therapy is likely to result in a 

fibrosed vessel wall with a lumen of reduced calibre. 

In those cases where the arteritis has been very aoute or 

has been present for several months resulting in complete 

destruction of the vessel wall and complete occlusion of the 

lumen of the artery by intimal proliferation, the artery is 

likely to remain a fibrous cord. 

On histological examination, thrombosis was infrequently 

present in the sections of the temporal artery, even in cases 

where there had been marked reduction of the calibre of the 

lumen by the arteritis. Where it did occur it may have 
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resulted from the more proximal occlusion of the same artery 

by arteritis. 

In one patient (Case 15) who had anticoagulents in 

addition to suppressive corticosteroid therapy, this did not 

prevent the subsequent occlusion of other arteries and his 

residual vascular changes were no different from those which 

would have been expected had he had corticosteroid therapy 

only. It is, therefore, doubtful whether the additional risks 

of antiooagulent therapy are justi~ied in patients with 

giant-cell arteritis, but this question could only be resolved 

by a controlled trial. 

Vasodilators were not prescribed in these cases as it 

was considered unlikely that they could influence arteries 

partly or completely occluded by intimal thickening and where 

the muscular fibres of the media had been destroyed, and that 

they might be positively harmful through causing a shunt of 

blood from the affected arteries or a lowering of the blood 

pressure with a resultant reduction of the blood supply to the 

structures supplied by the arteritic vessels. In four patients 

(Cases 33, 67, 79 and Bo) their visual symptoms were aggravated 

by standing and improved by lying down, probably as a result 

of the increase of the intracranial blood flow with recumbency. 

It is concluded that corticosteroid therapy in a dose 

sufficiently high to suppress all manifestations of inflammation 
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is indicated in all patients with polymyalgia rheumatica 
who develop or are likely to develop arteritis. The ones 
most likely to develop arteritis are those aged 70 years or 
more with sedimentation rates above 80 mm. in one hour. 
An exacerbation of constitutional symptoms particularly if 
associated with a marked rise in the sedimentation rate, a 
fall in the haemoglobin level and the development of serum 
protein abnormalities is likely to be followed by clinical 
evidence of arteritis. 
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CHAPTER 8 

DISCUSSION 

In this study of 80 patients with polymyalgia rheumatica 
it was found that they presented a fairly consistent clinical 
picture and the majority appeared to be suffering from the 
same disease. The main diagnostic features were the 
presence of pain and tenderness of central joints, tendons 
and ligaments with prolonged morning stiffness in middle aged 
and elderly people. Clinical evidence of synovial thickening 
of the sterno-clavicular joints was the most helpful physical 
sign, as this was present in 4~ of these patients and was 
often the only objective, physical sign to indicate th&.1-t an 
inflammatory process was present. 

The presence of prolonged morning stiffness is the most 
reliable criterion for distinguishing inflammatory from non­
inflammatory symptoms arising from the locomotor system 
(Ropes et al., 1958), with laboratory investigations such as 
the sedimentation rate and abnormalities of serum proteins 
providing valuable confirmatory evidence. Two patients, 
however (Cases 45 and 6,1) had normal sedimentation rates in 
spite of the presence of clinical temporal arteritis which 
was confirmed histologically. 
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Patients in this age group almost invariably have 
evidence of degenerative joint or disc disease on radiological 
examination, and many have a long history of symptoms 
resulting from these degenerative changes. Only by recognising 
the alteration in character of the symptoms, with the onset 
of prolonged morning stiffness, can the onset of an inflammatory 
polyarthritis be suspected and the constitutional symptoms 
and abnormal laboratory findings be ascribed to the correct 
diagnosis. Many of the patients in this series had been 
referred to hospital with the diagnosis of osteoarthrosis or 
degenerative disc disease, as these were the changes found on 
radiological examination. Others with severe constitutional 
illness had been investigated for other diseases such as 
myelomatosis, carcinomatosis, polyarteritis and polymyositis. 
In one patient (Case 76) with severe constitutional illness, 
a small adenoma of the thyroid was found, but there was no 
improvement in her general health following partial 
thyroidectomy. Treatment with systemic corticosteroids 
resulted in dramatic symptomatic relief and improvement in her 
general health. In view of the associated depression several 
patients were considered to be suffering from neuroses and one 
patient (Case 57) had been admitted to a psychiatric hospital 
and had electro-convulsive therapy without benefit. 

Patients presenting with pyrexia of undetermined origin 
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or with an unexplained elevated sedimentation rate have 
always presented problems in diagnosis. Bottiger (1953) 
investigated 158 patients presenting with pyrexia of 
undetermined origin; among these, there were 36 elderly 
patients with prolonged fever and a raised sedimentation rate. 
The cause of these abnormalities was not determined and all 
regained normal health, but at review some still had raised 
sedimentation rates and "minor circulatory and other symptoms" 
which were not detailed. 

Ansell and Bywaters (1958) reviewed all the new patients 
attending the Rheumatism clinic of the Post-graduate Medical 
School, London, with unexplained elevated sedimentation rates, 
over a period of 3i years. In their series there were 
11 patients (8 women and 3 men) in whom the cause of the 
elevated sedimentation rate could not be determined.- Eight 
of these patients were over the age of 50. In all, the prognosis 
was good although in 6 patients the sedimentation rate was 
still elevated after one year. 

Two of the 100 patients with pyrexia of undetermined 
origin reported by Peterdorf and Beeson (1961) were found to 
have giant-cell arteritis. Norris (1962) also reported a 
woman aged 56 who presented with pyrexia of undetermined 
origin. Biopsy of a lymph gland showed histological changes 
of giant-cell arteritis in an artery, which was confirmed by 
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temporal artery biopsy. 

Gower (1963) investigated 67 patients with pyrexia 

of undetermined origin. Ten of these presented with a very 
similar clinical picture and the results of investigations 
conformed to a common pattern. They were aged from 52 to 
67 years and seven were women. The main complaint was 

malaise, though 3 complained of headache, 3 of sweating 
excessively and 2 of muscular aching. One had had 

"rheumatoid arthritis"in the past and another had bilateral 
"frozen shoulders". Despite fever and weight loss these 
patients seldom gave the impression of being seriously ill. 
The sedimentation rate was raised in all to from 40 to 155 mm., 
the elevations being out of proportion to the clinical severity 
of the illness. Nine had an increase in the alpha 2 globulin 
fraction on plasma protein electrophoresis. Response to 
corticosteroid therapy in 3 patients was dramatic. Eight 
patients recovered over weeks or months with or without the 
use of corticosteroids, although the sedimentation rate often 
remained elevated after clinical recovery. Two patients died 
and at autopsy no cause for the symptoms was found. The causes 
of death were not stated and no information regarding the state 
of the arteries was given. 

The clinical features of some of the patients with pyrexia 
of undetermined origin and unexplained elevated sedimentation 
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rates reported by Ansell and By-waters (1958), and Gowe~ (1963) 
were very similar to those of th~ patients with polymyalgia 
rheumatic& in the present study and it is the author's opinion 
that some of these reported cases were probably examples of 
this condition. It is possible that some of Gower's patients 
with severe constitutional illness, markedly raised sedimentation 
rates, increased alpha 2 globulin fractions and head.ache may 
have been suffering from giant-oell arteritis. 

Palpation of the cranial arteries should be part of the 
routine examination of all middle aged and elderly people with 
undiagnosed illnesses or who begin to fail mentally or 
physically. Since clinically normal cranial arteries may 
show histological changes of giant-oell arteritis, a biopsy 
of the temporal artery should be considered in any patient 
presenting with symptoms possibly attributable to giant-cell 
arteritis, particularly in view of the fact that giant-cell 
arteritis is an illness amenable to treatment, neglect of 
which may have serious consequences. Unfortunately a negative 
temporal artery biopsy does not exclude the diagnosis, as it 
has been demonstrated personally and by Cooke et al. (1946), 
McCormick and Neubuerger (1958), Crompton (1959) and 
Paulley and Hughes (1960) . that giant-cell arteritis is a 
patchy lesion. Therefore multiple sections should be examined 
and if necessary a repeat biopsy should be performed. 
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Radiological abnormalities in joints 

Only one patient (Case 37) who was originally considered 
to be suffering from polymyalgia rheumatica and developed 
psoriatic nail changes and multiple erosions of the joints 
during the course of the illness was, at the time of writing, 
considered to be suffering, not from polymyalgia rheumatica, 
but possibly from psoriatic arthropathy. However, her illness 
at the onset appeared typical of polymyalgia rheumatica. 

Seven other patients had erosive changes in joints on 
radiological examination. The distribution of these erosive 
changes was not typical of that found in any of the defined 
rheumatic diseases. Absence of erosive changes in joints 
has been considered to be a diagnostic feature of polymyalgia 
rheumatica, but in the patients in this series the clinical 
features of the patients with erosions were indistinguishable 
from those found in the other patients. Four patients 
(Cases 23, 26, 29 and 50) with joint erosions had features 
of arteritis and were classified in the group with possible 
arteritis, but as yet, histological changes of giant-cell 
arteritis have not been demonstrated in patients with 
erosive changes. Heptinstall et al. (1954) reported the 
autopsy findings of a patient who had died from giant-cell 
arteritis, and also had erosion of the head of the femur by 
vascular granulation tissue containing numerous histiocytes 
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and plasma cells. 

In the author's opinion erosive changes of joints on 

radiological examination must be considered to be compatible 

with the diagnosis of polymyalgia rheumatica unless there is 

a clear alternative diagnosis. Three of the eight patienta 

with joint erosions had psoriasis. This is a higher 

incidence of patients with psoriasis than would have been 

expected and it is possible that psoriasis in some way 

enhances the chances of erosions occurring in patients with 

polymyalgia rheumatica. Even if the three patients with 

psoriasis are excluded this still leaves five patients with 

a clinical picture of polymyalgia rheumatica who had joint 

erosions. 

Changes in the joints 

No primary abnormality of muscle has been demonstrated 

either clinically or by serum enzyme estimations, electromyo­

graphy or muscle biopsies, and evidence has been presented 

that the pains, felt by the patients to be in the muscles, 

are largely referred from inflamed central joints, tendons and 

ligaments. 

It has been suggested by Gordon et al. (1964) that the 

difference in degree of stiffness and limitation of joint 
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movement, especially of the shoulder joints, was the 

distinguishing feature between patients with polymyalgia 

rheumatica and giant-cell arteritis; joint stiffness and 

limitation being prominent in patients with polymyalgia 

rheumatica, but not in patients with giant-cell arteritis. 

The findings in this study do not support this suggestion, as 

no significant difference in the degree of shoulder limitation 

was found in patients with and without arteritis. The mean 

range of shoulder abduction was 122° in the patients with 

definite arteritis and 128° in the patients without arteritis. 

Furthermore, it has been found in this study that there 

was no difference between patients with and without arteritis 

in (1) the incidence and sites of tenderness of joints, 

ligaments and tendons, (2) the incidence and sites of 

synovitis of joints and (3) the degree of synovial thickening 

of the sterno-clavicular joints and of the incidence and 

degree of residual instability of these joints. 

Histological changes of very active non-specific synovitis 

have been demonstrated in the sterno-clavicular joints of 

three patients (Cases 24, 33 and 81) in this series, thus 

confirming that some of these patients do in fact suffer from 

an arthritis of central joints, and lending support to the 

suggestion that "Central polyarthritis" is a better designation 

for the condition than polymyalgia rheumatica (Kellgren, 1962). 
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One of the three patients (Case 24) with histological 

changes of synovitis in the sterno-clavicular joint showed 

no changes of arteritis, another (Case 33) was regarded as 

suffering from possible arteritis, and a third (Case 81) had 

histological changes of giant-cell arteritis in a temporal 

artery biopsy, and histological appearances of the synovium 

indistinguishable from those of the other two patients. 

In view of the histological demonstration of the co­

existence of arthritis of central joints and giant-cell 

arteritis and also the fact that the locomotor manifestations 

in the patients with and without arteritis were indistinguishable, 
it is possible that polymyalgia rheumatica and giant-cell 

arteritis are manifestations of the same disease. 

It appears likely from this study, however, that anteritis 

arises in less than half the patients who suffer from 

polymyalgia rheumatica, the remainder presenting only the 

articular, ligamentous and tendinous features of the condition. 

Gordon et al. (1964) also found histological changes of 

synovitis in the shoulder joint of six patients with polymyalgia 

rheumatica, but there was much less inflammatory cell 

infiltration in the synovium in this joint than was found in 

the present study. A further patient who had the typical 

clinical picture of polymyalgia rheumatica, was found to have 
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more acute inflammatory changes in the synovium of the 
knee, with marked infiltration of the synovium and sub­
synovium with lymphocytes, plasma cells and macrophages. 
These changes were similar to those found in the present 
study, but were considered by Gordon et al. (1964) to be 
due to rheumatoid arthritis. It is well recognised that the 
histological appearances of the synovium in the various 
inflammatory polyarthritides are non-specific and the 
degree of inflammatory cell infiltration is an indication of 
the degree of disease activity in the joint (Ball, 1964). 

The demonstration in this study of inflammatory changes 
in the capsules of the sterno-clavicular joints and the 
report of Gordon et al. (1964) of the finding of chronic 
inflammatory cell infiltration of the deep fascia and 
tendinous septa of the deltoid muscle, at biopsy, of patients 
suffering from polymyalgia rheumatica, raises the possibility 
that, at the sites of tenderness in the tendons and ligaments 
there may also be inflammatory changes, but no histological 
studies of such lesions have as yet been made. 
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Residual instability of the sterno-clavicular joint has not 
previously been reported in patients with polymyalgia 
rheumatica, but in this study was found in 17 patients. 
This has persisted for as long as the patients have been 
observed, but has not caused any symptoms. 

Bonnin (1960) reported six elderly women who had 
subluxation of the sterno-clavicular joint, considered to be 
due to ligamentous relaxation occurring with age. Polymyalgia 
rheumatica must be recognised to be a further cause of this 
condition. 

Pain arising from the arteries 

The view generally held that the pains, felt by patients 
with giant-cell arteritis to be in the muscles, arise from 
inflamed arteries within the muscles appears to be only partly 
correct. 

In some patients in this series who were considered to 
have arteritis, there was tenderness over the large vessels, 
especially the subclavian and carotid arteries and the 
abdominal aorta. One patient (Case 20) who developed 
bilateral occlusion of the subclavian arteries also developed 
pain and tenderness over these vessels. In all, however, 
the pain arising from the larger arteries was less severe than 
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the pain a.rising from the locomotor system and in some 
patients there was very little tenderness over the affected 
vessels. 

In the case of the temporal arteries it was found that 
these arteries were only very painful and tender when there 
were histological changes of very active inflammation and 
oedema virtually occluding the lumen. In such vessels the 
intima bulged at the cut ends when the artery was sectioned 
at biopsy. In cases where there had not been severe pain or 
marked tenderness over the temporal arteries, it was found 
that the histological changes were less acute and there was 
not the same bulging of the intima on sectioning the artery. 
It is thus likely that the severe pain, so characteristic of 
temporal arteritis, is due to the congestive changes resulting 
in increased pressure within the vessel wall. 

Clinical features of arteritis 

In this series of 80 patients with polymyalgia rheumatica, 
clinical features compatible with the diagnosis of arteritis 
were found in 38 patients. Of these, 21 patients were 
considered to have definite arteritis. Twenty-nine patients 
had local headache, but this was often only disclosed on 
specific enquiry, as patients attending a rheumatology clinic 
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often do not spontaneously disclose symptoms referable to 
other systems. 

Visual symptoms occurred in 20% of the patients in this 
series. The more serious symptoms such as blindness, 
visual field defects and extraocular muscle palsies are well 
recognised features of giant-cell arteritis. The significance 
of transient minor visual symptoms such as transient blurring 
of vision, spots or flashes of light in front of the eyes 
or photophobia, occurring especially when the patient was 
erect, must be recognised to be, in some patients, evidence 
of vascular insufficiency of the retina or visual pathways 
(Cameron, 1959). In the majority of patients in this series 
with such symptoms, corticosteroid therapy resulted in their 
rapid subsidence. 

Hamrin et al. (1964) reported disorders of sense of 
taste and smell in 12 of their 19 patients with giant-cell 
arteritis. Two of the patients in this series had complete 
loss of sense of smell, and in both this appeared to be 
permanent. Both these patients had visual symptoms and 
severe symptoms arising from the cranial arteries. This 
would thus appear to be a feature of giant-cell arteritis 
when vessels of the calibre of the cranial arteries were 
mainly affected. 
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Abnormalities of the cranial arteries 

By grading the d.egree of abnormality found in the 
cranial arteries on clinical examination, macroscopically, 
at biopsy and on histological examination it was possible to 
correlate the clinical features with the histological changes 
in the artery. 

It has been shown that tenderness and palpable thickening 
of the temporal arteries, together with absent or reduced 
pulsation was highly likely to be due to an arteritis. It 
has also been found that the histological changes were most 
marked in those arteries which were most thickened and tender 
with absent pulsation. Complications such as visual 
impairment, anosmia and intellectual deterioration, which all 
probably result from occlusion of medium sized arteries, were 
much more frequently present in those patients who had very 
active changes in the temporal arteries. In these patients, 
as is well recognised, treatment with sufficiently high doses 
of corticosteroid to result in complete suppression of the 
disease must be instituted as an urgency, as complications 
frequently arise very rapidly. Fortunately in those patients 
where the clinical signs in the temporal arteries were not as 
obvious, the disease in the other arteries usually appe~ed to 
be less acute and complications arose less frequently and also 

. 
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less rapidly. This probably accounts for the infrequency 
with which complications arising through occlusion of arteries 
have been recognised in the past in patients with polymyalgia 
rheumatica. 

In some untreated patients with polymya.lgia rheumatica 
and also in patients who had been treated with a dose of 
corticosteroid insufficient to suppress the arteritis completely, 
histological changes of active giant-cell anteritis have been 
found in cranial arteries which clinically appeared to be 
normal. 

Large-vessel abnormalities 

In this series of 80 patients, 25 had clinical 
abnormalities of the larger arteries. The incidence of 
large-vessel abnormalities was significantly higher in the 
patients who were considered to have definite arteritis than 
in the group without arteritis (P < .001); 14 (6&}b) of tbe 
patients with definite arteritis of whom 8 had positive 
cranial artery biopsies, 8 (47%) of the patients with possible 
arteritis and only 3(7%) of the patients without arteritis had 
clinical abnormalities of the large vessels. The most 
frequent abnormality was the presence of murmurs over the 
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larger arteries. These were much more common than in a 
control group of patients who were not considered to be 
suffering from vascular disease. The murmurs present in the 
patients in this series were, as a rule, much louder and more 
widespread than those found in the control patients. 

Differences of blood pressure a.nd oscillometric 
deflections between the two arms were only found in the 
patients who were considered to have definite or possible 
arteritis. The question of selection of patients for the 
various groups is obviously a.n important contributory factor, 
but cannot account entirely for these differences. 

One patient (Case 33) developed clinical manifestations 
of the "Subclavia.n steal syndrome 11 (Toole, 1964). Similar 
features have been reported previously in a 52 year old woman 
with giant-cell arteritis by Aravanis and Michaelides (1261). 

Of the six patients (Cases 20, 26, 28, 58, 76 and 78) 
with partial or complete occlusion of the subclavian arteries, 
one (Case 26) was considered to have possible arteritis and the 
other 5 definite arteritis; two of these (Cases 20 and 78) 
had histological changes of arteritis in biopsies of the 
temporal artery. 

The three patients (Cases 28, 34 and 48) who developed 
abnormalities of the large vessels during the course of the 
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illness without evidence of involvement of the cranial 

arteries were aged 49, 54 and 61 years. They were younger 

than the patients who also had arteritis of the cranial 

arteries, the mean age of the three being 55 years as compared 

with 67 years for the whole group with arteritis. From this 

study it would appear that although arteritis occurs less 

frequently in younger patients, when it does occur the lesions 

are more likely to be in the larger arteries. 

The incidence of large-vessel abnormalities found in 

this series is much higher than has usually been reported in 

other series of patients with giant-cell arteritis. Palm (1958) 

recorded large-vessel murmurs in 3 of 31 patients and 

Hollenhorst et al. (1960) reported that 6 of their 175 patients 

had clinical abnormalities of the larger arteries. 
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Features distinguishing patients with arteritis 

In many patients polymyalgia rheumatica is a benign 

illness with complete spontaneous remission usually occurring 

within 2 years. Some patients, however, develop serious 

complications as a result of the development of arteritis of 

large and medium sized arteries. 

The incidence of arteritis increased with increasing age, 

thus 6o% of all the patients over the age of 60, and 77% of all 

those over the age of 70 were considered to have definite or 

possible arteritis. Only two of the fifteen patients with 

positive cranial artery biopsies were less than 60 years old 

at the onset of their polymyalgia rheumatica. 

Most of the patients with giant-cell arteritis reported 

in the literature have also been over the age of 60. The 

mean age of the 240 patients reported by Roux (1954) was 

68 years, of the 31 patients reported by Palm (1958) 73 years, 

and of the 35 patients reported by Russel (1959) also 73 years. 

It has also been shown that although the constitutional 

symptoms were similar in patients with and without arteritis 

they were more frequently severe in those with arteritis. 

The mean sedimentation rate was significantly higher in 

patients with definite arteritis. A sedimentation rate of 

over 80 mm. Westergren was highly likely to be associated with 

arteritia; thus 62% of the patients in the group with definite 
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arteritis had a sedimentation rate of over 80 mm. as 

compared with 17% in the group without arteri tis (P < .01). 

A rapid rise in the sedimentation rate to more than 80 mm. 

was almost invariably followed by manifestations of arteritis. 

A persistently elevated sedimentation rate for at least 

one month after the locomotor symptoms had subsided is a 

well recognised feature of polymyalgia rheumatica (Gordon, 1960), 
but in this study was found almost exclusively in the patients 

with arteritis. 

A very significant difference was found in the incidence 

of an increased alpha 2 globulin fraction between patients 

with and without arteritis, and the presence or appearance of 

a raised alpha 2 globulin fraction should draw attention to 

the possibility of arteritis. 

Treatment 

Corticosteroids are now regarded as valuable in the 

treatment of giant-cell arteritis. The findings in this study . 

show the importance of . starting corticosteroid therapy as 

early in the disease as possible, and the need for using large 

doses to suppress all the inflammatory changes in the arteries. 

The dose required for this was found to be substantially 

greater than that required to suppress the locomotor symptoms 
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and in many instances to restore the sedimentation rate 

to normal. Although these patients have not yet been 

followed for a sufficiently long period to arrive at a 

definite conclusion, it would appear that it is also important 
to continue corticosteroid therapy until the disease has gone 
into remission. 

Parsons-Smith (1959) reported that the prognosis for 

restoring vision was better the sooner corticosteroid therapy 
was started after the onset of visual loss, but suggested that 
it was neither practical nor advisable to start corticosteroid 
therapy in cranial arteritis before visual symptoms had 

-appeared, and that it should be held in reserve for the moment 
when the blood supply to the eye became impaired. This is a 
very dangerous suggestion which, if followed, may result in 
mental deterioration, visual loss and other serious 

complications, and even death from a disease which is 

eminently treatable. 

The effect of corticosteroid therapy on the histological 
changes in the temporal arteries is not clear from the 

literature. Roux (1954) found that in spite of clinical 
improvement, there was no difference in the histological 
appearance in the temporal artery at a second biopsy, after 

the patient had had corticosteroid therapy for 12 days. 

However, Harrison et al. (1955) found that after corticosteroid 
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therapy, there was striking regression of the inflammatory 

reaction in the artery at a second biopsy, with disappearance 
of the inflammatory cells, although the size of the lumen and 
the thickness of the intima remained unchanged. 

The histological findings in arteries in this study agree 
with those of Harrison et al. In those patients who commenced 
corticosteroid therapy some months after the onset of the 

disease, permanent changes with residual occlusion of the 

lumen of the temporal artery by intimal proliferation were not 
prevented, in spite of complete suppression of the inflammatory 
changes, but in the one patient where suppressive corticosteroids 
were commenced very early in the disease, the vessel was 

restored to normal. 

Incidence 

The incidence of polymyalgia rheumatica is difficult to 
assess from the literature. There is no doubt that those who 
are aware of this disease, diagnose it not infrequently. In 
the majority of patients in this series the onset of the disease 
was after 1960. 

From January, 1963 to July, 1964 a total of 677 patients 
with rheumatoid arthritis were admitted to the Devonshire 
Royal Hospital. These included patients of all ages and of 
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variable disease duration and many, who were in the inactive 

phase of the disease, had been admitted for rehabilitation. 

During the same period, 49 patients with polymyalgia 

rheumatica were admitted. 

A further indication of the relative incidence of 

polymyalgia rheumatica may be gained by comparing the number 

of patients with polymyalgia rheuma.tioa with the number of 

patients in the trial of "Gold Therapy in Rheumatoid Arthritis" 

arranged by the Research sub-committee of the Empire Rheumatism 

Council (1960). Patients were eligible for ad.mission if they 

had had active rheumatoid arthritis for not less than one year 

and not more than five years, were aged 20 to 64 years, were 

attending for out-patient treatment and had not previously 

received gold therapy and had not received chloroquin or systemic 
steroids in the 3 months preceding ad.mission to the trial. 

The trial was conducted at 24 of the largest rheumatology 

centres in Britain and it was found that the selection of 

8 to 10 patients at each centre was not easy and the assembling 

of 200 patients occupied 18 months. 

It would thus appear that polymyalgia rheumatica is one 
of the more common inflammatory rheumatic diseases occurring 

in the middle aged and elderly. It would also appear, from this 

study, that giant-cell arteritis occurs with much greater 

frequency than is generally recognised. 
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CHAPTER 9 

SUMMARY AND CONCLUSIONS 

A study has been made of 80 patients suffering from 
polymyalgia rheumatica. The criteria were a history of pain 
and stiffness affecting predominantly the shoulder and hip 
girdles and spine, in middle aged and elderly patients, who 
had morning stiffness lasting for at least 30 minutes, with 
the finding, on examination, of tenderness of central joints, 
tendons or ligaments, provided that there was no clinical, 
radiological or pathological evidence that the symptoms were 
due to any other defined inflammatory rheumatic syndrome. The 
findings suggested that the great majority of the patients 
stu----9-ie~ were suffering from the same disease and that polymyalgi a r heumatica was a di sease entity and not a cl i nical syndrome . Widespread focal tender areas at the bony attachments 
of tendons and ligaments were present in all patients. 
Two-thirds of the patients had transient synovitis, most often 
in the sterno-clavicular joints. Histological examination of 

' the sterno-clavicular joints of 3 patients showed changes of 
active non-specific synovitis and in two of these there were 
also non-specific inflammatory changes in the capsule. Residual 
instability of the sterno-clavicular joint resulted in several 
patients in whom there had been tenderness or synovitis of 
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these joints. On radiological examination, it was found 

that eight patients had developed erosive changes in joints 

during the course of the illness, in seven these were considered 

to be manifestations of the disease. 

No primary abnormality of muscle was demonstrated either 

clinically or by serum enzymes, electromyography or muscle 

biopsies, and it has been demonstrated that the pains, felt 

by the patient to be in the muscles, are largely referred from 

central joints, tendons and ligaments. 

Twenty-one of the 80 patients with polymyalgia 

rheumatica were considered to have definite arteritis and 

another 17 were considered to have possible arteritis. 

Biopsies of the cranial arteries of 33 patients showed 

histological changes of giant-cell arteritis in 9, and non-

specific arteritis in 6 patients. It has been shown that 

tenderness and palpable thickening of the temporal arteries 

together with absent or reduced pulsation is highly likely 

to be due to an arteritis, but histological changes of 

giant-cell arteritis have also been found in arteries which 

appeared to be normal on clinical examination. The 

abnormalities found in the arteries on histological 

examination were graded quantitatively and an attempt was 

made to compare the histological changes in the arteries with 

the clinical features and to assess the effect of corticosteroid 
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therapy on the histological changes in the arteries. 

The dose of corticosteroid required to suppress all the 

inflammatory changes in the arteries is substantially greater 

than that required to suppress the locomotor symptoms, and 

in many instances to restore the sedimentation rate to normal. 

In patients without arteritis systemic corticosteroids are 

rarely indicated. 

Clinical abnormalities of the larger arteries, especially 

those arising from the aortic arch were present in 25 patients. 

The most frequent abnormality was the presence of a murmur 

over the vessel. The subclavian arteries were most 

frequently affected and in 4 patients there was evidence of 

partial and in 2 patients of complete occlusion of a subclavian 

artery. Widespread abnormalities of large vessels were 

present in a significantly higher proportion of the patients 

with definite arteritis than of those without arteritis and 

also of those in a control group. In several patients these 

large vessel abnormalities were considered to be due to 

arteritis. In 2 patients with clinical large-vessel occlusion 

histological changes of giant-cell arteritis were present in a 

temporal artery biopsy. 

It has been demonstrated that there were no significant 

differences in the locomotor findings in patients with and 

without arteritis, and one patient with histological changes 
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of synovitis in the sterno-clavicular joint also had 

temporal giant-cell arteritis on biopsy, but the synovial 

histology was indistinguishable from the others. 

In view of the histological demonstration of the 

co-existence of central synovitis and giant-cell arteritis 

and the fact that the manifestations in the locomotor system 

in patients with and without arteritis were indistinguishable, 
it is probable that polymyalgia rheumatica and giant-cell 

arteritis are manifestations of the same disease. It follows 
that giant-cell arteritis musi be more common than is at 

present generally believed. 

The duration of the disease in patients with polymyalgia 
rheumatica is frequently under 2 years but in those who 

develop arteritis or joint erosions it is almost invariably 
over 3 years. 

In many patients polymyalgia rheumatica is a benign 

illness with complete spontaneous remission, but some patients 
develop serious complications from the arteritis. The findings 
in this study suggest that the patients with arteritis are, as 
a rule, older than those without arteritis and are usually over 
the age of 60. Positive temporal artery biopsies have been 
found almost exclusively in the patients over the age of 60. 
Among those with arteritis, abnormalities of the larger arteries 
were more frequent in the younger patients. 

; 
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In those patients with arteritis the constitutional 
illness was, as a rule, more severe and the abnormalities 
of the sedimentation rate and serum proteins were greater. 
A persistently elevated sedimentation rate after the 

locomotor symptoms had subsided was almost invariabl;T 

associated with arteritis. A sudden rise in the sedimentation 
rate, often associated with the appearance of abnormalities 
of the serum proteins and a fall in the haemoglobin value 
was almost invariably followed by manifestations of arteritis. 

Increased awareness of the high prevalence of arteritis 
in patients with polymyalgia rheumatica is important in 

order that effective treatment may be instituted before the 
occurrence of serious complications of the arteritis. 
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TABLE A 

SUMMARY OF PUBLISHED ARTICLES ON P~LYMYALGIA RHEUMATICA 

No. of Sex A e E.S •• Proteins s.c.A.T. Develo:12ed 
Author Anaemia Glob. Alpha 2 

Cases M. F. Min. Max. Mean Min. Max. Mean done pos. R.A. Arteritis 
raised raised 

Bruce (1888) 5 5 0 60 74 
Meulengracht (1945) 2 1 1 50 68 59 
Holst and Johansen (1945) 5 0 5 48 61 57 68 100 
Kersley (1951) 13 4 9 64 82 71 36 109 74 + 

Porsman (1951) 29 · 19 10 +100 +100 
Meulengracht and Schwartz (1952) 18 5 13 49 90 23 147 81 
Bagratuni (1953) 7 4 3 57 73 100 145 

,, ( 1956 and 1957) 
148 j 12/12 22/24 

II ( 1963) 50 12 38 19 78 60 25 97 15 34 7 ?8 
Forestier and Certonciny (1953) 25 8 17 

II 11 (1963) 57 
Bevan (1955) 3 0 3 60 80 100 104 1 2 1/3 
Barber (1957) 12 2 10 46 68 45 110 79 5 10 0 

Bourgeois (1958) 11 7 4 64 81 72 
Gordon (1960) 21 10 11 49 82 68 42 122 ! 70 13 9/9 6/7 21 0 

Bordenave (1960) 13 4 9 56 75 67 
Bouchet (1960) 12 6 6 52 74 67 
Boyle and Beatty (1961) 21 8 13 46 76 61 17 71 40 7/14 12 1 ?1 
Todd (1961) 20 4 16 61 78 68 75 138 110 13 14/17 8/12 
Carlander (1961) 11 2 9 51 75 68 71 135 102 10 1 

de Seze et al. (1961) 
Serre et al. (1961) 

11 and Simon ( 1962) 

1 0 l 57 120 1 1 0 1 

" 
II (1963) 40 22 18 50 84 66 20 140 I 64 + 28 0 2 

Desprages-Gotteron (1962) 22 52 81 65 
Dhotel (1962) 35 14 21 
Fumagalli (1962) 25 10 15 56 81 68 25 0 

Borthne ( 1962) 1 1 0 52 110 
Auquier and Peltier (1962) 2 0 2 69 75 72 98 102 100 2 0 2 
Levey et al. (1963) 1 0 1 68 62 1 l 1 0 

Alestig and Barr (1963) 10 5 5 55 88 70 24 147 10/10 9 0 7 
Olhagen (1963) 15 4 11 60 78 77 140 15/15 7 
Snoan (1963) 1 1 0 62 115 1 
Berg (1963) 5 0 5 49 66 60 78 118 97 2/4 4 0 

Duthie and Chalmers (1963) 1 0 1 62 102 l 1 0 1 
Kogstad (1963) 20 4 16 50 81 +100 3 + + 20 0 4 
Weissenbach et al. (1963) 51 18 33 41 80 65 8 132 70 5 38 2 4 
Cayla,Weissenbach et al. (1964) 3 
Coste et al. (1964) 23 8 ±50 17/23 
Hamrin et al. (1964) 23 14 55 76 67 51 23/23 23 1 16 

Gordon et al. (1964) 6 82 68 60 1 6 0 
Totals 5 7 177 11 46 
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TABLE B 

LOCOMOTOR SYMPTOMS DESCRIBED IN SOME PUBLISHED CASES OF GIANT-CELL ARTERITIS 

Author Case No. 

Paviat et.al.(1934) l 

Hoyt et.al.(1941) l 
2 
3 

Brown and Hampson (1944) l 

Chasnoff and Varzimir (1944) 1 

Gordon and Thurber (1946) l 

Cooke et.al. (1946) 1 
2 
3 
4 
5 
6 
7 

Anderson (1947) l 

Dupont and Heerup (1948) 1 

Schrader (1949) l 
2 

Kaye (1949) 5 

Greenfield (1951) 1 

Roux (1954) 1 

Heptinstall et .al. (1954) l 
5 
6 
8 
9 

12. 
14 

Lander and Bonnin (1956) 1 

Sex 

M. 

F. 
F. 
M. 

M. 

F. 

M. 

M. 
F. 
F. 
M. 
M. 
F. 
F. 

M. 

F. 

M. 
M. 

M. 

F. 

F. 
M. 
M. 
F. 
M. 
M. 
F. 
M. 

F. 

Age 

61 

58 
61 
67 

61 

64 

65 

66 
66 
69 
71 
69 
73 
68 

54 

58 

78 
68 

71 

70 

70 

74 
72 
75 
75 
67 
65 
60 

75 

Clinical Features 

Polyarthralgia. 

Tender · . temperomandibular joints. 
Pain in shoulders, hips, back and swelling temperomandibular joints. 
Tenderness and muscle pains, tenderness temperomandibular joint and 

side of neck. 

Rheumatic pains in shoulders and knees. 

Pain in back, shoulders, groins and neck with difficulty with walking. 

Pain both thighs and left shoulder. 

Severe "rheumatic" pains. 
Joint swellings, generalised muscle pains and back stiffness. 
"Rheumatoid" changes in wrists and prolonged vague muscle pains. 
Joint pains and swellings and muscle pain and tenderness. 
Joint swellings, "rheumatism" and general aches. 
Rheumatism.-

Rheumatic pains in the trunk and extremities. 

Rheumatic pain in back and groins, and pain and swelling of right knee. 

History of polyarthritis. 
Shoulder and hip girdle pain with tenderness at extremes of joint 
movement . 

Arthritis of fingers, wrists, knees and ankles. 

Pain and stiffness in hips, knees and shoulders. 

Pain in knees, hips and shoulders. 

Shoulder girdle pain. 
Shoulder and hip pains. 
Osteoarthritis of both hands and hips. 
Pain and stiffness of neck . 
Pain in shoulders and knees. 
Polyarthritis - atypical. 
Shoulder and hip girdle pain and limitation. 

Mild arthritis of rheumatoid type. 



Author 

Kvalvik (1957) 

Bj8rkman (1958) 

Parsons-Smith (1959) 

Cameron (1959) 

Good (1959) 

Palm (1958) 

Russel (1959) 

Russel (1962) 

Paulley and Hughes (1960) 
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TABLE B 

LOCOMCYI'OR SYlvlPT()}!S DESCRIBED IN SOME PUBLISHED CASES OF GIANT-CELL ARTERITIS 

Case No. 

1 

2 
3 
4 
5 
6 
7 
1 
3 
5 

12 

2 
4 
6 
9 

1 
5 

17 
22 
32 

34 
35 

1 

2 
7 
8 

10 
12 
13 
14 

Sex 

M. 

M. 
M. 
F. 
M. 
F. 
F. 

F. 
F. 
F. 

F. 
F. 
F. 
M. 

M. 
F. 
M. 
M. 
F. 

M. 
F. 

M. 

F. 
F. 
M. 
M. 
M. 
F. 
F. 

Age 

64 

66 
77 
56 
64 
63 
57 
66 
65 
65 

71 
72 
64 
74 

71 
65 
64 
74 
67 

67 
64 

80 

63 
72 
86 
75 
69 
68 
70 

Clinical Features 

Pain and stiffness in large joints including knees and fingers; 

mild flexion contractures of fingers. 
Pain and stiffness of neck and legs. 
Pains in knees and shoulders with difficulty in dressing. 

Pains in shoulders, arms, hips and back. 
Pains in shoulders, back, neck, thighs, knees and morning stiffness. 

Pain and stiffness of knees, shoulders, neck and back. 
Joint pains. 

Diffuse rheumatic pain in knees and shoulder joints. 
Diffuse pain in back and both arms. 
Diffuse rheumatic pain which was not localised to joints. 

"Generalised rheumatism'! 

Pain in back and left shoulder. 
Widespread pains, 
Developed "rheumatoid arthritis". 
"Rheumatism" of neck, shoulders and legs. 

Of 20 patients, 10 had pain in muscles and limbs and 9 had pain 

in groins and neck. 

Pains in joints and limbs, and aching and stiffness in the muscles. 

Polyarthritis with pains in knees, hips and neck. 

Pair1, swelling and stiffness of hands, feet, elbows and wrists. 

Aching in small joints of hands. 
Vague joint pains, pain in neck and shoulders. Marked weakness and 

wasting of proximal muscles of arms and legs. 
Pain, stiffness, weakness and wasting of muscles of shoulders and pelvis. 

Muscle pain and limitation of back, shoulders and hips with weakness 

and wasting of muscles. 

Aching in arms and legs with marked proximal muscular weakness. 

Neck stiffness and occipital pain. 
Pair1 and stiffness of neck, shoulders, hips, knees and ankles. 

Pain in back and legs. 
Generalised pains including shoulders. 
Pain and stiffness of shoulders, back, thighs, calves and right wrist. 

Pain and limitation of shoulders, neck, back and thighs. 

Rheumatic pains in knees, back and shoulders. 
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TABLE B 

LOCOMO'l'OR SYMPI'OMS DESCRIBED IN SOME PUBLISHED CASES OF GIANT-CELL ARTERITIS 

Author Case No. Sex Age 1; Clinical Features 

MacGregor (1961) 12 F. 64 Pain and stiffness of neck, shoulders, hips and thighs. 

Stein ( 1962) 2 F. 74 Pain in neck. 

3 M. 64 Pain and swelling of ankles and shoulders - diagnosis "true 
polya.rthri tis" 

Simmons and Cogan (1962) 3 F. 79 Diffuse arthritis with aching of large joints. 

4 F. 79 Aching of back muscles. 

Norris (1962) l F. 56 Pain in neck, shoulders, elbows and knees. 
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A PP EN DI X II 

RESULTS 
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TABLE C 

CONSTITUTIONAL S'YMPI'OMS 

Case 
Weight Morning Constitutional 

Diag. Malaise Anorexia Dyspepsia Depression Sweating Headache (±£~~) stiffness Illness 
No. (hours) (grade) 

l ? G.C.A. + + + 14 4 4 
2 P.R. + + + 4 4 2 
3 G.C.A. + + + + + 8 3 4 
4 ? G.C.A. + + + + + 14 < 3 4 
5 G.C.A. + + + + + 7 4 4 
6 P.R. + + 25 4 3 
7 P.R. + + 21 3 3 
8 P.R. + + + 28 1 N.S. 
9 ? G.C.A. + + + + 9 3 3 

10 P.R. + + + + 14 4 3 
11 P.R. + + 20 4 3 
12 P.R. + 7 t 2 
13 P.R. + 0 2 N.S. 
14 P.R. + 17 2 2 
15 G.C.A. + + + + + 19 .1-. 4 2 

16 P.R. + + + 28 4 2 
17 ? G.C.A. + + + + 0 4 3 
18 P.R. + + 16 4 2 
19 ? G.C.A. + + + 0 2 2 
20 G.C.A. + + + + + 22 1 3 
21 G.C.A. + + + + 4 .1-. 2 2 

22 P.R. + + + 14 3 3 
23 ? G.C.A. + + + + + + 28 4 4 
24 P.R. + + + 8 4 4 
25 P.R. + 7 3 2 
26 ? G.C.A. + + 7 4 2 
27 ? G.C.A. + + + 0 3 3 
28 G.C.A. + + 22 4 3 
29 ? G.C.A. + + + + 14 4 3 
30 P.R. + + 0 5 2 
31 P.R. + + + + + 36 5 4 
33 ? G.C.A. + + + + 16 4 4 
34 G.C.A. + + 12 5 2 
35 P.R. + + + 0 1 3 
36 P.R. + + + + 11 4 3 
37 P.R. + + 15 4 3 
38 P.R. + + + + 30 4 4 
39 ? G.C.A. + + + 14 6 4 
40 P.R. + + 7 1 2 2 
41 G.C.A. + + + 20 4 3 
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TABLE .Q 

CONSTITUTIONAL SYMPTOMS 

Case Weight Morning Constitutional 
No. Diag. Malaise Anorexia Dyspepsia Depression Sweating Headache loss stiffness illness 

(lbs.) (hours) (grade) 

42 ? G.C.A. + + + + + 35 3 4 
43 P.R. + + + 7 1 2 
44 P.R. + 9 5 4 45 G.C.A. + + + + 3 4 3 46 P.R. + + 0 1 2 
47 P.R. + + + 0 i 2 
48 G.C.A. + + + 14 1 2 
49 P.R. + + + 0 4 2 
50 ? G.C.A. + + + + 10 4 3 51 G.C.A. + + + + + + 0 l 2 
52 P.R. + + 0 2 2 
53 P.R. + 9 3 2 
54 P.R. + + + 8 3 2 
55 P.R. + + 28 4 4 56 P.R. + 10 4 3 
57 P.R. + + + + + 0 3 3 58 G.C.A. + + + + 0 4 4 59 P.R. + + + + 10 4 3 60 P.R. + + + 21 4 4 61 P.R. + + + 3 4 2 62 ? G.C.A. + + + + + + 17 6 3 63 P.R. + 0 t N.S. 
64 P.R. + + 15 3 2 
65 P.R. + + 16 4 3 66 P.R. + + + 0 t 3 67 G.C.A. + + + + 21 1 4 68 G.C.A. + + + + + + 32 4 4 69 o.c.A. + + + 0 1 2 
70 P.R. + + 5 4 2 
71 '? G.C.A. + + 42 4 4 72 G.C.A. + + + 16 J,. 2 2 
73 ? G.C.A. + + + + 18 3 3 74 P.R. + + + + 22 4 3 
75 P.R. + + + 15 6 2 
76 G.C.A. + + + + 18 6 4 
77 ? G.C.A. + + + + 22 4 3 78 G.C.A. + + + + 5 1 3 
79 G.C.A. + + + + + 28 6 4 80 a.a.A. + 0 2 N.S. 
81 G.C.A. + + + + 14 l 3 



Duration Duration of 
Case Age before Date of locomotor 

No. seen onset symptoms 
(months) (months) 

1 65 6 June 1961 27 
2 53 3 May 1962 18 
3 70 3 May 1962 21 
4 70 8 Feb. 1962 24 
5 66 12 Oct. 1961 24 
6 65 18 June 1961 26 
7 73 18 May 1961 24 
8 51 1 Nov. 1962 18 
9 63 2 Aug. 1961 17 

10 59 8 July 1957 72 
11 60 24 Jan. 1961 30 
12 60 11 June 1962 18 
13 65 1 May 1963 10 
14 52 6 May 1961 24 
15 73 2 March 1963 ' 9+ 
16 51 60 Jan. 1958 72 
17 58 22 Feb. 1960 48 
18 51 7 Nov. 1962 22 
19 74 4 March 1963 11 
20 67 9 Dec. 1962 11 
21 83 37 July 1960 38 
22 72 4 April 1963 5+ 
23 58 28 Oct. 1957 85+ 
24 57 15 June 1962 29+ 
25 64 6 March 1963 20 
26 61 21 Dec. 1961 32+ 
27 55 18 April 1962 27 
28 54 1 Sept. 1963 10 
29 71 4 July 1961 18 
30 56 10 Jan. 1963 19+ 
31 59 18 Dec. 1959 46 
33 61 9 Feb. 1963 18 
34 61 8 Dec. 1962 18 
35 59 9 Feb. 1963 11 
36 74 8 March 1963 16 
37 63 3 Eov. 1961 35+ 
38 58 5 Oct. 1961 1e 
39 59 4 July 1963 10 
40 55 7 April 1963 19+ 
41 67 30 April 1961 36 

TABLE D 

CLINICAL COURSE 

More 
than 
one 

flare-up 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 
+ 

I 

I 
I 

I 
I 

Persistent Remission raised 
E.S.R. 

+ + 
+ 

+ 
+ 

+ 

+ 
+ 

+ 
+ 

+ 
+ 
+ 

+ 
+ + 

+ 
+ 

+ 
+ 

+ 

+ 
+ 
+ + 

+ 
+ 
+ 

+ 
+ 

+ 
+ 

+ + 
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Duration Period of 
of illness follow-up 

(months) (months) 

39 39 
18 24 
29+ 29 
34+ 34 
38+ 38 
24 27 
24+(d) 23 
18 19 
29+ 29 
72 19 
47+ 47 
18 20 
10 19 
24 39 
9+ 9 

72 78 
57 57 
22 22 
11 19 
25+ 25 
43+ 43 

5+ 5 
85+ 85 
29+ 29 
20 20 
32+ 32 
3o+ 30 
15+ 15 
24 37 
19+ 19 
46 46 
22+ 22 
24+ 24 
11 23 
16 16 
35+ 35 
18 25 
10 10 
19+ 19 
40 42 
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TABLE D 

CLINICAL COURSE 

Duration Duration of More 
Case Age before Date of locomotor than Persistent Remission Duration Period of 

No. seen onset symptoms one raised of illness follow-up 
(months) (months) flare-up E.S.R. (months) (months) 

42 52 24 Dec. 1961 34 34+ 34 
43 55 5 Feb. 1963 11 + + 11 11 

44 55 3 Nov. 1961 30 + 30 35 
45 59 7 June 1963 6 + 18+ 18 
46 60 11 Dec. 1960 18 + 37+ 37 
47 67 8 May 1963 10 + 10 10 
48 49 8 July 1963 16+ ' 16+ 16 I 

49 63 8 Aug. 1963 9+ 
I 9+ 9 I 

50 61 18 Nov. 1960 49+ + 49+ 49 
51 50 13 Jan. 1963 12 I 22+ 22 
52 42 3 Jan. 1963 11 + 11 11 
53 56 6 Jan. 1962 10 

r1 
+ 10 25 

54 42 4 Oct. 1961 8 + 8 28 
55 65 4 July 1961 8 + 8 31 
56 54 12 Jan. 1960 48 + 48 49 
57 55 11 March 1963 18 + 18 19 
58 59 4 March 1958 19 + 72+ 72 
59 44 7 Nov. 1955 18 + 18 100 
60 51 8 March 1956 36 + 36 96 
61 62 5 Nov. 1962 12 + 12 16 
62 57 19 Aug. 1962 24 + 24 24 
63 45 6 Oct. 1963 12 15+ 15 
64 59 4 March 1963 17+ 17+ 17 
65 69 3 Dec. 1963 6+ 6+ 6 
66 62 15 Jan. 1963 22+ 22+ 22 
67 70 12 June 1961 36 + 42 42 
68 63 4 May 1962 27 + 29+ 29 
69 76 15 March 1963 16 20+ 20 
70 69 1 March 1964 7+ 7+ 7 
71 54 18 April 1960 45 + 49+ 49 
72 64 7 Jan. 1964 8 10+ 10 
73 65 12 Aug. 1963 14 + 14 14 
74 53 6 Jan. 1964 8+ 8+ 8 
75 53 7 Jan. 1964 lo+ 10+ 10 
76 68 6 Feb. 1964 10+ lo+ 10 
77 75 36 June 1961 38+ 38+ 38 
78 69 84 Jan. 1957 94 + 94+ 94 
79 66 12 Aug. 1963 14 14+ 14 
80 68 2 July 1964 5+ 5+ 5 
81 81 24 Sept. 1962 26+ 26+ 26 
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TABLE E 

TEJ.IJ1)ER JOINTS 2 TENDER FOCAL AREAS AROU1ID JOINTS AND TENDER Di'TERSPINCUS LIGAMEJll'TS 

c.c.J. P.I.P. & 
Case Diag. s.c.J. A.C.J. S.H.J. S.D.B.S. Wrists and Ankles Knees Hips M.C.P. T.M.J. c.s. D.S. L.S. 
No. R. L. R. L. R. L. R. L. R. L. M.S.J. R. L. R. L. R. L. R. L. R. L. 

_,.~.,,,.._. .... ........_..__ ~---..- ..... ..._. ...... ,_. __ _, 

l ? G.C.A. + + + + + + + + + + 
2 P.R. + + + + + + + + + 
3 G.C.A. + + + + + + + + + + 
4 ? G.C.A. + + + + + + + + + + + + + + 
5 G.C.A. + + + + I + + + + + 
6 P.R. + + + + + + f' + + + + + 
7 P.R. + + + + + + + + + 
8 P.R. + + + + + ·r, + + + + + 
9 ? G.C.A. + + + + + + + + + I + + + 

10 P.R. + + + + + I + + + + + 
11 P.R .. l + + + 
12 P.R. + + + + + + + + ti + + + + 
13 P.R. + + + 
14 P.R. + + + + Ii + + + 
15 G.C.A. + + + + + + + 
16 P.R. + + + + + + + 
17 ? G.C.A. + + + + + 

:i 
+ 

18 P.R. + + + + + + + + + + + + + 
19 ? o.c.A. + + + + + + 1,1, + + + + 
20 G.C.A. + + + + + .I + + + + i' 21 G.C.A. + + + + + + + ' + + 
22 P.R. + + + + + 1 + + 
23 ? G.C.A. + + + + + + + + + + + + + + 
24 P.R. + + + + + + + + ! + + + + + + + + .I 

25 P.R. + + + + + + + + + 
26 ? G.C.A. + + + + + + + + + + + + + + 
27 ? o.c.A. + + + + + + + 
28 a.c.A. + + + + + + + + + + + 
29 ? G.C.A. + + + + + + + + + + 
30 P.R. + + + 

IJ 

+ + + + + + !, + + + 
31 P.R. + + + + + + + I + + + + + + + 
33 ? G.C.A. + + + + + I + + + + + + + 
34 G.C.A. + + + + + + + + + 
35 P.R. + + + + 

1: 
+ + + + + + + 

36 P.R. + + + + + + ' + + + + + + 
37 P.R. + + + + + + + + + 
38 P.R. + + + + + + + + 
39 ? G.C.A. + + + + + + + I,' + + + + 
40 P.R. + + + + + + + I,! + + + + + 
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TABLE E 

TENDER JOI1""TS 2 TENDER FOCAL AREAS AROUND JOINI'S AND TENDER INrERSPINOUS LIG.AMENrS 

c.c.J. P.I.P. & 
Case s.c.J. A.C.J. S.H.J. S.D.B.S. Wrists and Ankles Knees Hips M.C.P. T.M.J. c.s. D.S. L.S. 
No. Diag. R. 1. R. L. R. L. R. L. R. L. M.S.J. R. L. R. L. R. L. R. L. R. L. -
41 G.C.A. + + + + + + + 42 ? G.C.A. + + + + + + + + + + + + + + 43 P.R. + + + + + 
44 P.R. + + + + + + + + + + + + + + + + 45 G.C.A. + + + + + + + + + + + + 46 P.R. + + + + + + + 47 P.R. + + 48 G.C.A. + + + + + + + + + 49 P.R. + + + 
50 ? G.C.A. + + + + + + + + + + + + 51 G.C.A. + + + + + + + + + + + 52 P.R. + + + + + + + + + 53 P.R. + + + + + 54 P .. R. + + + + 55 P.R. + + + + + + + + + 56 P.R. + + + + + + + 57 P.R. + + + + + + + + + + + + + + + + 58 G.C.A. + + + + + + + + + + + + 59 P.R. + + + + + + + + + + 60 P.R. + + + + + + + + + 61 P.R. + + + + + + + + + + 62 ? G.C.A. + + + + + + + + + + + + + + + + + + 63 P.R. + + + 
64 P.R. + + + + + + + + + + + + + + 65 P.R. + + + + + + + + + + + + + + 66 P.R. + + + + + + + + + + + + 67 G.C.A. + + + + + + + + + + + + + + + + 68 G.C.A. + + + + + + + + + + + + + + + 69 G.C.A. + + + + + + 70 P.R. + + + + + + + + + 71 ? G.C.A. + + + + + + + + 72 G.C.A. + + + + + + 73 ? G.C.A. + + + + + + 74 P.R. + + + + + + + 75 P.R. + + + + + + + + + + + + + 76 G.C.A. + + + + + + + + + + 
77 ·? G.C.A. + + + + + + 78 G.C.A. + 
79 G.C.A. + + 80 G.C.A. + + 81 G.C.A. + + + + 
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TABLE F 

PATIENTS WITH SYNOVIAL THICKENING OR EFFUSIOK OF JOUTS AND INSTABILITY OF THE STERNO-CLAVICULAR JOINTS 

Case s.c.J. A.C.J. S.H.J. Knee I Wrist M.C.P. P.I.P. Unstable 

No. 
Diag. R. L. R. L. R. L. R. L. I R. L. R. L. R. L. s.c.J. 

R. L. 

1 ? G.C.A. 2 2 2 
2 P.R. 3 2 2 2 
3 G.C.A. 2 3 2 
4 ? G.C.A. 2 3 2 2 2 2 
5 G.C.A. 2 3 2 2 2 2 
6 P.R. 3 4 2 2 2 2 2 2 
7 P.R. 2 3 2 3 
8 P.R. 2 
9 ? G.C.A. 3 3 3 3 

10 P.R. 2 
11 P.R. 2 
13 P.R. 3 2 
15 G.C.A. 2 2 
16 P.R. 2 
17 ? G.C.A. 2 2 2 
18 P.R. 2 2 2 2 2 3 3 
20 G.C.A. 2 2 
21 G.C.A. 2 
23 ? G.C.A. 2 2 3 2 3 2 

24 P.R. 3 2 2 2 3 3 3 3 3 3 2 3 
25 P.R. 2 2 
26 ? G.C.A. 3 2 2 
28 G.C.A. 2 2 4 3 
29 ? G.C.A. 3 2 3 2 2 2 
30 P.R. 2 3 2 2 
31 P.R. 2 2 
33 ? G.C.A. 2 3 
36 P.R. 2 2 2 2 2 
37 P.R. 3 3 3 2 3 4 
39 ? G.C.A. 2 
40 P.R. 2 2 
41 G.C.A. 2 2 
44 P.R. 2 2 3 3 2 2 3 2 

45 G.C.A. 2 2 2 2 2 2 
46 P.R. 2 
48 G.C.A. 2 2 2 2 
49 P.R. 2 
50 ? G.C.A. 2 2 2 3 3 3 
53 P.R. 3 2 2 
55 P.R. 2 2 



Case 
No. 

56 
57 
5~ 
59 
60 
62 
64 
65 
66 
67 
68 
70 
71 
75 
76 
77 
78 
81 
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TAELE F 

PATIENTS WITH SYNOVIAL THICKEKING OR EFFUSION OF JOINTS A1ID INSTABILITY OF THE STERKO-CLAVICULAR JOINI1S 

Diagn. 

P.R. 
P.R. 
G.C.A. 
P.R. 
P.R. 

? G.C.A. 
P.R. 
P.R. 
P.R. 
G.C.A. 
G.C.A. 
P.R. 

? G.C.A. 
P.R. 
G.C.A. 

? G.C.A. 
G.C. A. 
G.C.A. 

s.c.J. A.C.J. S.H.J. Knee Wrist M. C.P. P.I.P. 
R. L. R. L. R. L. R. L. R. L. R. L. R. L. 

2 2 
2 2 2 2 
2 2 2 

2 2 2 
2 

3 3 
2 2 2 2 
2 2 2 2 2 2 2 
2 2 2 2 3 3 

2 2 i '.2. 
2 2 

2 2 2 2 
2 2 2 

2 

3 
3 4 3 

Note: 1. In the scapulo-humeral and knee joints, t he degree of synovial effusion is indicated. 

2. In the other joints, the degree of synovial t hickening is indicated. 

Unstable 
s.c.J. 

R. L. 
2 2 

3 2 

2 2 

2 2 
2 

3 3 



- 283 -

TABLE G 

RANGE OF SHOULDER ABDUCTION IN DEGREES 

Case No. Diagnosis Right Left Case No. Diagnosis Right Left 

1 ? G.C.A. 140 140 42 ? G.C.A. 140 100 
2 P.R. 180 180 43 P.R. 120 100 

3 G.C.A. 120 100 44 P.R. 100 120 

4 ? G.C.A. 110 130 45 G.C.A. 80 90 
5 G.C.A. 180 180 46 P.R. 180 70 
6 P.R. 140 120 47 P.R. 180 180 

7 P.R. 140 140 48 G.C.A. 130 110 
8 P.R. 140 110 49 P.R. 180 70 
9 ? G.C.A. 50 40 50 ? G.C.A. 120 180 

10 P.R. N.S. N.S. 51 G.C.A. l8o 180 
11 P.R. 90 90 52 P.R. 170 170 
12 P.R. 140 140 53 P.R. 160 180 
13 P.R. 120 180 54 P.R. 180 180 
14 P.R. 140 140 55 P.R. 70 60 
15 G.C.A. 90 130 56 P.R. 180 180 
16 P.R. 160 150 57 P.R. 160 150 
17 ? G.C.A. 180 70 58 G.C.A. 180 90 
18 P.R. 110 100 59 P.R. 90 90 
19 ? G.C.A. 180 180 60 P.R. 40 40 
20 G.C.A. 110 150 61 P.R. 90 90 
21 G.C.A. N.S. N.S. 62 ? G.C.A. 180 180 
22 P.R. 150 160 63 P.R. 180 180 
23 ? G.C.A. 110 90 64 P.R. 110 150 
24 P.R. 110 90 65 P.R. 100 120 
25 P.R. 160 150 66 P.R. 100 100 
26 ? G.C.A. 90 110 67 G.C.A. 40 90 
27 ? G.C.A. 170 180 68 G.C.A. 120 160 
28 G.C.A. 70 70 69 G.C.A. 160 170 
29 ? G.C.A. 100 160 70 P.R. 120 90 
30 P.R. 130 120 71 ? G.C.A. 120 90 
31 P.R. 170 170 72 G.C.A. 110 100 

33 ? G.C.A. 120 120 73 ? G.C.A. 120 120 

34 G.C.A. 160 120 74 P.R. 90 180 

35 P.R. 180 180 75 P.R. 100 80 
36 P.R. 110 150 76 G.C.A. 130 90 
37 P.R. 40 50 77 ? G.C.A. 110 110 
38 P.R. 100 90 78 G.C.A. N.S. N.S. 

39 ? G.C.A. 90 70 79 G.C.A. 40 40 
40 P.R. 60 140 80 G.C.A. 180 180 
41 G.C.A. N.S. N.S. 81 G.C.A. 160 180 
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TABLE H 

SIGNS OF ARTERITIS 

CRANIAL ARTERIES UPPER LIMBS LOWER LIMBS 
Case Age Reduced Biopsy Large Reduced Reduced Reduced Reduced Reduced 

No. Thickened Tender Positive Vessel B.P. Oscillometry 
Pulsation done Murwrs Arms Arms Pulse B.P. Oscillometry 

1 65 + 
3 70 ++ + + + + + 
4 70 + 
5 66 ++ ++ ++ + + + + 
9 63 + 

14 52 + 
15 73 ++ ++ ++ + + + + 
19 74 + + + 
20 67 + + + + + + 
21 83 ++ ++ 
23 58 + + + 
26 61 + + + 
27 55 + + + 
28 54 + + + + + + + 
29 71 + 
30 56 + 
33 61 + + + + + 
34 61 + 
39 59 + + 
41 67 + + + 
42 52 + + 
45 59 ++ ++ ++ + + + 
48 49 + + 
49 63 • + 
50 61 + + + 
51 50 + + + + 
57 55 + + 
58 59 + + + + + 
62 57 + + 
67 70 + + + 
68 63 + + + + + + 
69 76 ++ + ++ + + 
72 64 ++ + + + + 
73 65 ' + + + + 
74 53 + + + 
76 68 + + + + + + + 
77 77 + + + 
78 69 + + + + + + 
79· 66 + + + + + + + 
80 68 ++ ++ ++ + + + + 
81 81 + + + + 

Note ++ thickening or tenderness denotes severe. - + thickening or tenderness denotes minimal. 
++ reduced pulsation denotes complete absence of pulsation. 
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TABLE I -
ABNORMAL ARTERIES 

CRANIAL ARTERIES LARGE VESSELS PERIPHERAL PULSES 
Case Diag. Temporal Facial Occipital Carotid Abdominal Subclavian Axillary Femoral Dorsalis Posterior 

No. pedis tibial R. L. R. L. R. L. R. L. aorta R. L. R. L. R. L, R. L. R. L. 

J 1 ? G.C.A. T.2 T.2 T.2 , 3 G.C.A. Th.} T.2 T.2 M.2 T.2 M.2 
4 ? G.C,A. T.2 
5 o.c.A. Th.2 Th.} Th.2 T.2 M.2 M.3 M.2 M.2 
9 ? G.C.A. ± 

14 P.R. M.2 M.3 M.3 
15 G.C.A. Th.3 Th.} - - - - - - - .,.. 

19 ? G.C.A. T.2 
20 G.C.A. ± - M.2 M.3 M.3 M.4 
21 G.C.A. Th.3 Th.} Th.2 
23 ? o.c.A. - M.2 
26 ? G.C.A. M.3 M.3 M.3 
27 ? G.C.A. T.2 T.2 T.2 T.2 
28 G.C.A. M.2 M.3 M.4 M.3 M.3 
30 P.R. M.2 
33 i G.C.A. M.2 M.3 M.3 M.3 M.2 M.2 M.2 
34 G.C.A, T.2 M.2 M.3 M.3 M.3 

( 

39 ? G.C.A. ± M.2 M.2 M.3 M.2 
41 G.C.A. + 
42 ? G.C.A. ± 
45 G.C.A. Th.} Th.} T.2 T.2 M.2 M.2 M.3 T.3 M.2 
48 G.C.A. T.2 M.3,T.2 M.4 M.3 M.3 M.3 M.2 
49 P.R. M.2 M.3 
50 ? G.C.A. T.2 T.2 T.2 M.2 
51 G.C.A. T.3 T.3 
57 P.R. T.2 
58 G.C.A. T.3 T.3 T.3 
62 ? G.C.A. T.2 T.2 T.2 T.2 M.2 M,2 
67 G.C.A, + + + ± T.2 T.2 
68 G.C.A. Th,2 Th.2 Th:3 Th.2 T.2 T.2 T.3 M.2 T.3 T.2 T.2 
69 G.C.A. Th.3 Th.3 Th.3 Th,3 
72 G.C.A, Th.2 Th,3 Th.2 
73 ? G.C.A. Th,2 Th,2 T,2 T.2 
74 P.R. M.2 M.2 M.2 M.2 
76 G.C.A. T.2 + T.2 M,2 M,2 M.2 M.3 M.3 M.2 M.2 
11 ? G,C,A. Th.2 Th,2 T.2 M.2 
78 G.C.A. Th,2 M.3 M,2 M,2 
79 o.c.A. T.2 Th.2 - Th.2 M.2 M.2 
80 G.C.A. Th.} Th,3 T.2 Th. 3 T.2 M.2 
81 G.C.A. Th.2 

Note - denotes absent pulse. 
+ denotes reduced pulse. 
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TABLE J 

TEMPORAL ARTERY BIOPSIES - MACROSCOPIC APPEARANCES 

Case Age Diag. Artery 
Peri vascular Artery Wall Pulsation Lumen Appeared Histological 

No. scarring thickened inflamed occluded abnormal result 

3 70 G.C.A. Occipital + G.C. A. 

4 70 ? G.C. A. Temporal + 

5 66 G.C.A. Facial + Arteritis 

Temporal 3 4 3 - + + G.C.A. 

11 60 P.R. Temporal + 

15 73 G.C. A. Temporal x 2 4 3 - + + Arteritis 

19 74 ? G.C.A. Temporal + 

20 67 G.C. A. Temporal - + + a.c.A. 

23 58 ? G.C.A. Temporal + 

24 57 P.R. Temporal + 

27 55 ? G.C. A. Temporal ± ± 
Facial + 

28 54 G.C •. A. Temporal + 

29 71 ? G.C.A. Temporal + 

33 61 ? G.C. A. Temporal + 

34 61 G.C.A. Temporal + 

39 59 ? G.C.A. Temporal + ± 
41 67 G.C. A. Temporal + a.c.A. 

42 52 ? G.C.A. Temporal 2 + 

45 59 G.C.A. Temporal + Arteritis 

48 49 G.C.A. Occipital + 

50 61 ? G.C. A. Temporal + 

51 50 G.C.A. Temporal 2 + 
Temporal + Arteritis 

57 55 P.R. Temporal + 

65 69 P.R. Temporal + 

67 70 G.C.A. Temporal 4 - + + Arteritis 

68 63 G.C.A. Temporal 3 3 3 + + G.C.A. 

69 76 G.C.A. Temporal 4 4 3 - + + G.C.A. 

72 64 G.C.A. Temporal 3 ± + G.C. A. 

73 65 ? a.c.A. Temporal + 

75 53 P.R. Temporal 3 + + 

76 68 G.C.A. No artery 

78 69 G.C.A. Temporal 2 + ± Arteritis 

79 66 G.C.A. Temporal 3 ± ± Arteritis 

80 68 G.C.A. Temporal 2 4 4 - + + G.C.A. 

81 81 G.C.A. Temporal 2 2 + + G.C.A. 

Pulsation± denotes reduced pulsation . 

Abnormal appearance± denotes doubtful 
abnormality. 
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TABLE K 

HISTOLOGICAL FDIDINGS I N THE CRANIAL ARTERIES 

Case 
Intima Lumen 

Elastica Giant- Media Inflammato!l: cell infiltration 

No. Age Artery thickened occluded Thrombus destroyed cells destroyed Media Adventitia 

0 - ~ 0 - !t 0 - !I: 0 - !I: 0 - !I: 

3 70 Occipital 3 0 0 3 + 3 3 3 

4 70 Temporal 2 0 0 l 0 0 0 0 

5 66 Facial 2 0 0 0 0 0 2 2 

Temporal 4 + 0 4 + 3 4 4 

11 60 Temporal 2 0 0 3 0 1 0 0 

15 73 Rt.Temporal 2 + + 2 0 2 0 0 

Lt.Temporal 4 + 0 3 0 3 l 1 

19 74 Temporal 2 0 0 1 0 0 0 0 

20 67 Temporal 3 0 0 3 + 3 3 2 

23 58 Temporal 2 0 0 0 0 0 0 0 

24 57 Temporal 2 0 0 1 0 0 0 0 

27 55 Temporal 2 0 0 1 0 0 0 0 

Facial l 0 0 0 0 0 0 0 

28 54 Temporal 0 0 0 0 0 0 0 0 

29 71 Temporal 1 0 0 0 0 0 0 0 

33 61 Temporal 2 0 0 2 0 0 0 0 

34 61 Temporal 2 0 0 1 0 0 0 0 

39 59 Temporal 1 0 0 2 0 0 0 0 

41 67 Temporal 3 0 0 3 + 3 2 2 

42 52 Temporal 2 0 0 1 0 0 0 0 

45 59 Temporal 2 0 0 1 0 0 0 2 

48 49 Occipital 1 0 0 0 0 0 0 0 

50 61 Temporal 2 0 0 1 0 0 0 0 

51 50 Temporal 3 0 0 2 0 3 0 0 

57 55 Temporal 1 0 0 3 0 0 0 0 

65 69 Temporal 2 0 0 l 0 0 0 0 

67 70 Temporal 4 + 0 4 0 3 0 0 

68 63 Temporal 3 0 0 3 + 3 3 3 

69 76 Temporal 4 + 0 4 + 4 3 3 

72 64 Temporal 4 + 0 4 + 4 4 4 

73 65 Temporal 2 0 0 l 0 0 0 1 

75 53 Temporal 2 0 0 l 0 0 0 0 

78 69 Temporal ) 0 0 2 0 2 0 0 

79 66 Temporal 3 0 0 3 0 3 2 2 

80 68 Temporal 4 + 0 4 + 4 4 4 

81 81 Temporal 3 0 0 3 + 2 2 2 
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TABLE K 

HISTOLOGICAL FH;DINGS IN THE CRANIAL ARTERIES 

Fibrosis of Vessel Wall Calcification Degree of 

Case No. O - 4 
of Elastica Histological Diagnosis Activity Final Diagnosis 

0 - 4 0 -

3 2 G.C.A. 3 G.C.A. 

4 0 Normal 0 ? a.c.A. 

5 0 Arteritis 2 G.C.A. 

• 0 G.C.A. 4 G.C.A. 

11 0 2 Senile changes 0 P.R. 

15 2 Arteritis 0 G.C.A. 

3 Arteritis 1 G.C.A. 

19 0 lformal 0 ? G.C.A. 

20 1 G.C.A. 3 G.C.A. 

23 0 1-i'ormal 0 ? G.C.A. 

24 0 Normal 0 P.R. 

27 0 Normal 0 ? G.C.A. 

0 Normal 0 ? G.C.A. 

28 0 Normal 0 G.C.A. 

29 0 Normal 0 ? G.C.A. 

33 0 
. Normal 0 ? G.C.A. 

34 0 Normal 0 G.C.A. 

39 0 l~ormal 0 ? G.C.A. 

41 0 G.C.A. 2 G.C.A. 

42 0 Normal 0 ? G.C.A. 

45 0 Arteritis 2 G.C.A. 

48 0 Normal 0 G.C.A. 

50 0 Normal 0 ? G.C.A. 

51 3 Arteritis 0 G.C.A. 

57 0 3 :Normal 0 P.R. 

65 0 Normal 0 P.R. 

67 4 Arteritis 0 G.C.A. 

68 1 G.C.A. 3 G.C.A. 

69 0 G.C.A. ~ G.C.A. 

72 0 G.C.A. 4 G.C.A. 

73 0 ? Arteritis 1 ? G.C.A. 

75 0 Kormal 0 P.R. 

78 3 Arteritis 0 G. C.A. 

79 2 Arteritis 1 G.C.A. 

80 0 G.C.A. 4 G.C.A. 

81 0 G.C.A. 3 G.C.A. 



\I' 
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TABLE L 

ABNORMALITIES OF LARGE VESSELS 

MURMURS TENDERNESS REDUCED OR ABSENT PULSATION 
Case Diag. Carotid Sub- Axillary Femoral Abdo- Carotid Sub- Femoral Abdo- Carotid Sub- Axillary Femoral No. clavian minal clavian minal clavian 

R. L. R. L. R. L. R. L. aorta R. L. R. L. R. L. aorta R. L. R. L. R. L. R. L. 

3 G.C.A. 2 2 3 2 
5 G.C.A. 2 3 2 2 2 

14 P.R. 2 3 3 + ± 20 G.C.A. 2 3 4 3 - ± 
23 ? G.C.A. 2 
26 ? G.C.A. 3 3 3 ± 28 G.C.A. 3 4 3 3 2 ± ± + ± 30 P.R. 2 
33 ? ·a.c.A. 2 3 3 2 2 2 3 ± ± ' 
34 G.C.A. 3 3 3 2 2 
39 ? G.C.A. 2 2 3 2 
45 G.C.A. 2 3 2 2 2 2 2 3 3 
48 G.C.A. 4 3 3 3 2 3 2 2 
49 P.R. 2 3 
50 ? G.C.A. 2 
58 G.C.A. + ± 62 ? G.C.A. 2 2 2 2 
67 G.C.A. 2 
68 G.C.A. 2 3 2 2 2 ± 
74 P.R. 2 2 2 2 
76 G.C.A. 2 2 3 3 2 2 2 2 

77 ? G.C.A. 2 2 
78 G.C.A. 3 2 2 ± 
79 G.C.A. 2 2 
80 G.C.A. 2 2 

~ Cases 58, 67 and 78 were only seen personally a~er the symptoms of arteritis had subsided. 

CYrHER ABNORMALITIES 

l. A thrill was palpable over the subclavian artery in oases 14, 20, 28 and 48. 
2. A thrill was palpable over the left axillary artery in Cases 76 and 78. 
3. The right carotid artery was felt to be dilated and tortuous in cases 48 and 79. 
4. The left carotid artery was felt to have reduced pulsation in case 78. 
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TABLE M 

LABORATORY RESULTS OTHER INVESTIGATIONS PERFORMED 
, 

Haemo- Glob. 
Case Diag. Highest W.B.C. globin over Raised Raised I L.E. A.N.F. A.s.o. Trans- Aldo- Creatine E.M.G. Muscle 
No. E.S.R. above under 3.4 alpha 2 gamma cells aminases lase kinase biopsy 

10,000 75% gm."/o 
l ? G.C.A. 80 3.6 
2 P.R. 31 + 
3 a.a.A. 133 72 3.6 + 
4 ? G.C.A. 95 3.5 + 
5 a.a.A. 110 56 3.7 + + + + + + + 
6 P.R. 31 + + 
7 P.R. 68 3.5 + + 
8 P.R. 25 + 
9 ? a.c.A. 120 61 4.8 + 

10 P.R. 60 + 
11 P.R. 80 + 
12 P.R. 55 ·+ 
13 P.R. 40 
14 P.R. 8o 66 
15 a.a.A. 125 14,100 4.4 + + + 
16 P.R. 25 + + + 
17 ? a.c.A. 62 62 4.2 + 
18 P.R. 25 + 
19 ? a.a.A. 25 + + 
20 G.C.A. 109 4.6 + + + + 
21 G.C.A. 32 
22 P.R. 46 
23 ? G.C.A. 82 + 
24 P.R. 68 72 3.5 + + + + 
25 P.R. 40 + 
26 ? G.C.A. 78 56 4 + + 
27 ? G.C.A. 77 + + + + + + 
28 G.C.A. 85 3.9 + + 
29 ? G.C.A. 50 + + 
30 P.R. 58 68 + + 
31 P.R. 61 + + + 
33 ? a.a.A. 40 + + + + + + 
34 G.C.A. 120 65 4.8 + + + + 
35 P.R. 16 + + 
36 P.R. 40 + 
37 P.R. 100 64 4 + + 
38 P.R. 87 
39 ? G.C.A. 37 + + + + 
40 P.R. 36 + 
41 a.c.A. 54 
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TABLE M 
LABORATORY RESULTS O'l'HER INVESTIGATIONS PERFORMED 

Haemo- Glob. 
Case Diag. Highest W.B.C. globin over Raised Raised I L.E. A.N.F. A.s.o. Trans- Aldo- Creatine 

E.M.G. 
Muscle 

No. E.S.R. above under 3.4 alpha 2 gamma cells aminases lase kinase biopsy 
10,000 75% gm.'fo 

42 ? G.C.A. 60 + + + + 
43 P.R. 28 
44 P.R. 55 69 
45 G.C.A. 20 + 
46 P.R. 46 
47 P.R. 45 
48 G.C.A. 115 + + + + + + 
49 P.R. 45 
50 ? G.C.A. 126 4 + + + + 
51 G.C.A. 17 + + 
52 P.R. 60 
53 P.R. 64 . + 
54 P.R. 40 12,100 
55 P.R. 73 10,400 73 + + + 
56 P.R. 35 62 4.1 + + 
57 P.R. 30 + + 
58 G.C.A. 87 + 
59 P.R. 70 + 
60 P.R. 69 
61 P.R. 26 + 
62 ? G.C.A. 14 
63 P.R. 30 
64 P.R. 92 62 3.7 + + 
65 P.R. 43 + + + + + 
66 P.R. 112 56 + + + + 
67 G.C.A. 108 3.9 + + + + + + 
68 G.C.A. 115 63 4.3 + + + + + + + 
69 G.C.A. 85 74 + + + + + 
70 P.R. 65 + + + + 
71 ? G.C.A. 124 62 5.4 
72 G.C.A. 72 12,500 + + + 
73 ? G.C.A. 65 
74 P.R. 110 3.9 + + 
75 P.R. 33 + 
76 G.C.A. 80 69 + + 
77 ? G.C.A. 53 68 
78 G.C.A. 50 
79 G.C.A. 103 68 + 
80 G.C.A. 25 + 
81 G.C.A. 20 + 
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TABLE N 

JODi'TS1 TENDONS AND LIGAMENTS I NJECTED 

.. 

Case s.c.J. A.C.J. S.H.J. Shoulder Hip Wrist Knee 
No. Diag. c.s. D.S. L.S. tendons Girdle tendons ligaments Other 

R. L. R. 1. R. L. R. L. R. L. R. L. R. L. 

2 P.R. + 
3 G.C.A. + + + + + + 
4 ? G.C.A. + + + + + + + + 
5 G.c.A. + + + + + + , 
6 P.R. + + + + 
7 P.R. + + 
8 P.R. + + + 
9 ? G.C.A. + + 

10 P.R. + 
12 P.R. + + 
13 P.R. + + 
16 P.R. + 
17 ? G.C.A. + + 
18 P.R. + + + + + + + 
19 ? G.C.A. + 
20 o.c.A. + + + 
21 G.C.A. + + + 
22 P.R. + + + 
23 ? G.C.A. + + 
24 P.R. + + + + + + + 
26 ? G.C.A. + + + I + 
27 ? G.C.A. + 
28 G.C.A. + + 
30 P.R. + + + + + 
33 ? G.C.A. + + + + ' + + + + + c.c.J. 
34 G.C.A. + + + 
35 P.R. + + 
36 P.R. + + + 
40 P.R. + + + + 
41 G.C.A. + 
42 ? G.C.A. + + + c.c.J. 
49 P.R. + + + 
50 ? G.C.A. + + 
53 P.R. 
55 P.R. + + 
57 P.R. + 
64 P.R. + + + + + + T.M.J. 
70 P.R. + + 
75 P.R. + + + 
80 G.C.A. + 
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APPE N DIX III 

CASE HISTORIES 
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CASE 1 

Mrs. O.A., aged 65, was well until June 1961, when she 
suddenly developed severe generalised headache, most marked 
in the temporal regions and over the lower jaws. This 
headache was continuous and not relieved by analgesics. 
One week later, she developed a painful, stiff neck with 
bilateral shoulder girdle pain and limitation of shoulder 
movement so that she was .unable to elevate her arms above 
the horJzdntal. Within a few days, this was followed by 
bilat eral hip girdle and knee pain. Morning stiffness 
lasted 4 hours. From the onset of the locomotor symptoms, 
she started feeling ill with malaise, tiredness, loss of 
appetite and loss of 14 pounds in weight within a few weeks. 
In August 1961, she was admitted to another hospital for 
investigation for suspected myelomatosis, but this was not 
confirmed. The only abnormal finding was an E.S.R. of 
44 mm. in one hour, and the severe pain in the neck and the 
headaches were presumed to be due to the cervical spondylosis 
revealed by the radiological examination. While in hospital, 
she developed blurring of vision of both eyes, which persisted 
for 6 months. The headaches improved aft er 4 months. She 
attended the Rheumatology Out Patient Department in January 
1962, when she was already i mprovingp 

Examination 

She looked pale but there were no systemic abnormalities. 
The cranial arteries were not examined. In the locomotor 
system, there was evidence of generalised osteoartbrosis. 
The cervical spine was limited and tender and there were 
multiple tender areas over the dorsal interspinous ligaments. 
Both sterno-clavicular and acromio-clavicular joints were 
tender and total shoulder abduction was 140° on each sidea. 
There were minimal effusions of both knees and 
multiple tender focal areas on the bony points around the 
pelvis. 

Investigations 

E. S.R. 80 mm. in one hour 
Serum albumin 4.5 gm.% 
Serum globulin 3.6 gm.% 
S.C.A.T. negative 
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Radiological Examination 

There was widespread degenerative disc disease with 
generalised osteoarthrosis and osteoporosis of the spine. 

Course 

She continued to improve slowly. The locomotor 
symptoms cleared in 27 months and, within 40 months, she 
was in complete clinical remission. 

Comnent 

History of onset was typical of giant-cell arteritis 
with objective findings of polymyalgia rheumatica. 

Diagnosis 

Polymyalgia rheumatica with possible giant-cell arteritis. 

CASE 2 

Mrs. J.C., aged 53, was in good health until May 1962, 
when she had gradual onset of pain in the right shoulder 
girdle and right wrist. Later, she developed pain in the 
left shoulder girdle, neck, lumbar region, left wrist, and 
pain and swelling of both knees. The pa~d swelling 
of the knees subsided in 2 months. The .. Asymptoms became 
progressively worse for 3 months and, at that time, morning 
stiffness and morning exacerbation of symptoms lasted for 
4 hours. Her general health was poor from the onset; she 
felt tired, lacking in energy and lost 4 pounds in weight 
within the first 3 months. With the exacerbation of her 
symptoms, she became depressed. 

Examination 

In August 1962, there was no abnormality of the viscera. 
The cervical and lumbar regions of the spine were limited 
and painful on movement. There was tenderness over the 
L4-L5 interspinous ligament. The right wrist had an area 
of focal tenderness at the insertion of the flexor carpi 
ulnaris tendon. Both sterno-clayicular joints had synovial 
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thickening, more on the right than the left, and were tender. 
There was also tenderness over the acromio-clavicular joints. 
Shoulder girdle range was full. The right hip joint was 
painful at the extremes of movement. There were no 
objective signs around the left wrist and knees. 

Investigations 

E.S.R. 31 mm. in one hour 
Haemoglobin 96% 
S.C.A.T. negative 

Radiological Examinations 

There was evidence of degenerative disc disease of the 
cervical spine and minor osteoarthritic changes of the knees. 

Treatment and Course 

She was admitted to hospital for 3 weeks and had an 
injection of hydrocortisone and Lignocaine into the right 
sterno-clavicular joint. By December 1962, her symptoms 
were much improved and, in November 1963, she was in 
complete clinical remission. 

Comment 

This patient had polymyalgia rheumatica which was in 
complete clinical remission within 18 months. 

Diagnosis 

Polymyalgia rheumatica. 



CASE 3 

Mrs. A.F., aged 70, in May 1962 suddenly developed 
severe pain and limitation of both shoulder girdles and 
pain in the neck radiating to the occipital region. 
She felt tired and depressed with loss of appetite. 
The symptoms rapidly got worse and, a month later, she 
developed pain in the lumbar region, in both knees and 
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over the left temporo-mandibular joint. Morning stiffness 
lasted for 3 hours and she lost 8 pounds in weight. 

Examination 

There were no systemic abnormalities. There was 
tenderness and synovial thickening of both sterno-clavioular 
joints, more on the left than the right. Both acromio­
clavioular joints were tender. The left scapulo-humeral 
joint range of movement was reduced to three-g.uarters and 
total abduction was 120° on the right and 100 on the le~. 
The cervical and lumbar spine were limited, with tenderness 
in the upper cervical region and over the D3-D4, D5-D6 and 
L4-L5 interspinous ligaments. 

Investigations 

E.S.R. 133 mm. in one hour 
Haemoglobin 7'2% 
Serum albumin 3 gm.'/o 
Serum globulin 3.6 gm.'/o 
S.C.A.T. negative. 

Radiological changes of degenerative disc disease and generalised 
osteoarthrosis were present. 

Course 

Her locomotor symptoms improved ve:ry slowly. In 
November 1962, she had double vision for 2 weeks, in June 
1963, slight temporal pain and tenderness for several months, 
in November 1963, blurring of vision of the right eye for 
2 months and, in Februa:ry 1964, marked photophobia. In 
December 1963, she was found to have minimal tenderness 
over the right occipital artery. A biopsy specimen of 
this artery had the histological changes of giant-cell 
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arteritis. Prednisolone, 8 mg. daily, waij begun in 
January 1964 which resulted in suppression of the 
locomotor symptoms. In September 1964, she had a 
recurrence of bitemporal headaches and, on examination, 
she had thickening and tenderness of the right temporal 
artery. The dose of Prednisolone was increased to 
16 mg. daily, resulting in improvement of the headache 
and the temporal artery changes. 

Comment 

This case presented with the typical clinical picture 
of polymyalgia rheumatica and, some time later, developed 
symptoms and signs of giant-cell arteritis, which was 
confirmed histologically. 

Diagnosis 

Polymyalgia rheumatica with definite giant-cell arteritis. 

CASE 4 
Mrs. E.F., aged 70, developed bilateral shoulder girdle 

pain and limitation of movement in February 1962, while 
confined to bed with varicose eczema. This was followed, 
within a few weeks, by pain in the cervical, dorsal and 
lumbar regions. She also had pain in the fingers, wrists 
and left knee, but no swelling. These symptoms became 
worse over 2 months. Morning stiffness persisted for 3 
hours. There was marked deterioration of her general 
health from the onset with malaise, anorexia, depression 
and loss of 14 lbs. in weight over 3 months. In July 
1962, she was admitted to a general hospital for 
investigation. Movement in both shoulders was very 
limited and her E.S.R. was 95 mm. in one hour. 
Prednisolone, 15 mg. daily, resulted in moderate 
symptomatic improvement. When she was transferred 
to the Devonshire Royal Hospital in September 1962 
she was already much improved. 
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Examination 

There were no systemic abnormalities. In the 
locomotor system, there was evidence of generalised 
osteoarthrosis and both sterno-clavicular joints and the 
le~ acromio-clavioular joint had a moderate degree of 
s;ynovial thickening with tenderness. Total shoulder 
abduction was 110° on the right and 130° on the le~. 
There was a minimal effusion of the right kl'lee and tender 
focal areas on the trochanters. The C4-c5, 07-Tl and 
13 to L5 interspinous ligaments were tender. Following 
injection of hydrocortisone and Lignocaine into the tender 
sterno-clavioular joints, shoulder pain and range of 
movement were much improved. The dose of Prednisolone 
was gradually reduced to 4 mg/day. When discharged after 
three months, she was much improved and range of shoulder 
girdle movement was almost full. 

Investigations 

Highest E.S.R. 95 mm. in one hour 
Haemoglobin 75~ 
S.C.A.T. negative 

There were no radiological changes in the joints apart 
from evidence of degenerative joint disease. 

Course 

Her general health and locomotor symptoms continued to 
improve. In November 1963, she developed right frontal and 
temporal headache and photophobia. On examination in 
February 1964, there was tenderness over the right temporal 
artery but no thickening of the vessel wall. The E.S.R. 
was still 34 mm. in one hour. A right temporal artery 
biopsy was performed but this showed no evidence of 
arteritis. The temporal headache was relieved following 
the temporal artery biopsy. In December 1964, she was 
in complete clinical remission. 

Comment 

This patient had symptoms of polymyalgia rheumatica, 
which went into remission in 3 years. During the illness, 
she had an episode of temporal headache of the type 
associated with arteritis. 

Diagnosis 

Polymyalgia rheumatica with possible arteritis. 
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CASE 5 

Mrs. M.M., aged 66, was well until October 1961, when 
she had gradual onset of pain and limitation of movement 
of the shoulders and pain of the dorsal and lumbar regions. 
This was followed by pain and swelling of the knees. 
Morning stiffness persisted for 4 hours. Weight loss 
was 7 pounds over several months. She was referred to 
the Physical Medicine Out Patient Department in October 
1962 with a diagnosis of osteoarthrosis. 

Examination 

There were no systemic abnormalities apart from a 
raised blood pressure of 180/90. In the locomotor system, 
she had moderately severe generalised osteoarthrosis. 
There was synovial thickening and tenderness of both 
sterno-clavicular joints and tenderness of both acromio­
clavicular joints, but shoulder girdle range was full. 
There were small effusions of both knees. The 07 to D4 
and L4 to Sl interspinous ligaments were tender. 

Investigations 

E.S.R. 57 mm. in one hour 
Haemoglobin 9or/o 
S.C.A.T. negative 

Course 

She slowly improved and, in October 1963, joint 
symptoms were nuch improved and the E.S.R. was down to 
11 mm. in one hour. In May 1964, she started feeling 
ill again and developed slight right-sided headaches. 
The locomotor symptoms were then in complete remission. 
In July 1964, she developed severe bitemporal headaches 
with scalp tenderness and marked deterioration of general 
health. When seen in September 1964, both temporal 
arteries were thickened and tender with reduced pulsation. 
There were loud mu.rmu.rs over both subclavian arteries and 
the left carotid artery was tender. 



Investigations 

E.S.R. 110 mm. in one hour 
Haemoglobin 76% 
Serum albumin 3.2 gm.% 
Serum globulin 3.7 gm.% 
Alpha 2 globulin - marked increase. 
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Histological changes of the anterior branch of the 
left temporal artery were those of a very acute 
giant-cell arteritis. 

Treatment with Corticotrophin gel, 60 units daily, 
resulted in suppression of vascular symptoms. 

Comment 

Following a typical episode of polymyalgia rheumatica, 
this patient developed giant-cell arteritis which was 
proved histologically. 

Diagnosis 

Polymyalgia rheumatica with definite giant-cell 
arteritis. 

CASE 6 

Mrs. E.M., aged 65, was well until June 1961, when 
she suddenly began to have pain in the neck and both 
shoulder girdles. These pains rapidly increased in 
intensity and were accompanied by increasing limitation 
of shoulder movement. Within a few weeks, she also 
developed pain in the dorsal and lumbar regions, and 
pain and swelling in both wrists and knees. Morning 
stiffness persisted for 4 hours. Her general health 
was poor from the onset with fatigue, anorexia and loss 
of 25 pounds in weight in 12 months. She was admitted 
to the Degonshire Royal Hospital in November 1962, when 
her general health was already improving. 
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Examination 

She was an ill looking woman but had no systemic 
abnormalities. In the locomotor system, there was 
marked thickening of both sterno-clavicular joints and 
minimal thickening of the acromio-clavicular joint with 
tenderness of these joints. The range of shoulder 
girgle movement was limitgd with total abduction to 
140 on the right and 120 on the left. There were 
small effusions with synovial thickening of both knees. 
There was evidence of tenosynovitis in the tendons around 
both wrists with multiple focal tender areas at the 
insertion of several tendons around the wrists, but rio 
apparent synovial thickening of the wrist joints. 
Multiple focal tender areas were present around the pelvis. 

Investigations 

E.S.R. 31 mm. in one hour 
S.C.A.T. negative 
Serum albumin 3.6 gm.% 
Serum globulin 3.2 gm.% 
On radiological examination, there were no erosive 

changes in the joints. There was an effusion of the 
left sterno-clavicular joint, which was aspirated and, 
on culture, was sterile. 

Course 

She rapidly improved and, in May 1963, was in complete 
clinical remission. 

Diagnosis 

Polymyalgia rheumatica. 
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CASE 7 

Mrs. M.L., aged 73, was admitted to the Devonshire 
Royal Hospital in November 1962. She had been well 
until May 1961, when she had gradually developed bilateral 
shoulder girdle pain and limitation of movement, and 
pain in the neck, lumbar region and in both buttocks. 
Her shoulder movement became so limited that she was 
unable to comb her hair. Morning stiffness persisted 
for 3 hours. In May 1962, her left knee became painful 
and swollen. Her general health was poor from the onset 
of the illness and, when seen 18 months a~er this, she 
had lost 21 pounds in weight. There was a history of 
hypertension for 10 years, angina pectoris for 3 years, 
a gastric ulcer 10 ye~rs previously and renal calculi 
had been demonstrated on radiological examination. 

Examination 

Blood pressure was 220/100. The transverse 
diameter of the heart was increased. In the locomotor 
system, there was evidence of generalised osteoarthrosis. 
The cervical spine and lumbar spine were limited and 
painful, and there was a moderate degree of synovial 
thickening of the left sterno-clavicular joint and a 
minimal degree on the right. Both acromio-clavioular 
joints ~ere tender. The total range of shoulder abduction 
was 140 on each side. 

Investigations 

E.S.R. 68 mm. in one hour 
S.C.A.T. negative 
Blood urea 53 mg.% 
Serum albumin 3.5 gm.% 
Serum globulin 3.5 gm.% 
On radiological examination, she had evidence of 
generalised osteoarthrosis and osteoporosis of the 
spine. 
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Course 

Following injection of hydrocortisone and Lignocaine 
into the right sterno-clavicular and right acromio-clavicular 
joints, the shoulder girdle pain and limitation of movement 
were improved. When discharged in February 1963, her 
general health was nru.ch improved and range of shoulder 
movement full. The E.S.R. was still 53 mm. in one hour. 
One month later, she died suddenly from a cerebral 
vascular lesion. 

Diagnosis 

Polymyalgia rheumatica. 

CASE 8 

Mrs. v.o., aged 51, was well until November 1962 
when she gradually developed pain and limitation of 
movement of the lumbar region followed, a week later, 
by pain and limitation of both shoulders, pain in the 
neck and pain over the left trochanter. Morning stiffness 
persisted for 1 hour. These symptoms deteriorated for 
1 month and then slowly started to improve. There was 
slight deterioration of her general health from the onset 
with dyspepsia and depression. 

Examination (December 1962) 

There were no systemic abnormalities. There was 
tenderness over the right sterno-clavicular joint, le~ 
acromio-clavicular joint, both subdeltoid bursae and 
limitation of movement of the le~ scapula-humeral joint. 
Shoulder abduction on the left was to 135°. There was 
tenderness of the ligaments arowid both knees with a minimal 
effusion of the right knee. There was tenderness over the 
interspinous ligaments in the cervical and lumbar regions 
and tenderness over the left trochanter. 



Investigations 

E.S.R. 25 mm. in one hour 
S.C.A.T. negative 

Course 

She slowly improved and, in April 1964, was in 
complete clinical remission. 

Diagnosis 

Polymyalgia rheumatica. 

CASE 9 
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Mrs. A.H., aged 63, suddenly developed pain and 
limitation of movement of the shoulders, neck and hips, 
associated with morning stiffness,in August 1961. Her 
shoulders rapidly became more limited in movement over 
2 weeks so that she was unable to abduct her shoulders 
more than one quarter. She felt ill, tired and depressed 
from the onset and lost 9 pounds in weight during the 
first 2 months of the illness. She was seen by Dr. J. Sharp 
at the Withington Hospital in October 1961, when both sterno­
clavicular joints had synovial thickening and were tender. 
Both acromio-clavicular joints and subdeltoid bursae were 
also tender. She continued to deteriorate for the next 
2 months and, when seen in December 1961, the total sange 
of shoulder abduction was to 55° on the right and 45 on 
the left. The E.S.R. was 100 mm. in one hour, serum 
albumin 2.9 f!Jll•% and serum globulin 3.9 {!}'II•% with an 
increase of the alpha 2 globulin fraction on protein 
electrophoresis. 

She was admitted to the Devonshire Royal Hospital 
in January 1962 for 4 months. The E.S.R. remained 
persistently elevated, the highest value being 120 mm. 
in one hour. While in hospital, she had flashes of 
light in the lateral field of vision of the left eye with 
blurring of vision lasting for about 10 minutes, but no 
headaches. She was treated with initial bed rest, 
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injections of bydrocortisone into tender joints and 
mobilising exercises, followed by gradual progressive 
increase in activity. On discharge, her general 
health and locomotor symptoms were somewhat improved 
but her E.S.R. was still 100 mm. in one hour. 

She continued to make slow progress and, when seen 
personally in January 1963, was feeling well but movement 
in both shoulders W8S still limited, totsl range Of 
abduction being 100 on the right and 90 on the le~. 
The left temporal artery pulsation was reduced but the 
vessel wall was not thickened. When reviewed in January 
1964, her general health was excellent. She had regained 
all the weight she had lost and was asymptomatic apart 
from occasional twinges of pain in the neck and hip girdles. 
Range of shoulder movement was full. On examination, both 
sterno-olavicular joints were moderately unstable. 

Investigations 

E.S.R. 40 mm. in one hour 
Haemoglobin 82% 
S.C.A.T. negative 

She failed to attend at subsequent appointments. 

Comment 

Mrs. A.H. had severe polymyalgia rheumatica and, at 
the most recent review, was asymptomatic, but the E.S.R. 
was still 40 mm. in one hour. The history of visual 
impairment, together with the reduced pulsation in the le~ 
temporal artery, may have been due to arteritis. 

Diagnosis 

Polymyalgia rheumatica with possible arteritis. 
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CASE 10 

Mrs. L.M., aged 59, had always enjoyed good health 
until July 1957, when she suddenly developed pain and limitation 
of movement of both shoulders, which rapidly became worse. 
A month later, she developed bilateral hip girdle pain 
more on the right than on the left side, felt mainly over 
the iliac crests and in the buttocks. At the same time, 
she developed lumbar backache and pain and limitation of 
the neck; the ~eek pains radiating to the suboccipital region 
and over the vertex to the forehead. Morning stiffness, 
mainly of the shoulder girdles, persisted for 4 hours. 
Soon after the onset, she started feeling ill and depressed, 
and lost 14 pounds in weight in the first 3 months. She 
remained unchanged for a few months and then slowly improved. 

In March 1958, when seen at the Withington Hospital by 

Dr. J. Sharp, she was found to have marked limitation of the 
shoulder girdles and lumbar spine with tenderness of the 
surrounding muscles and also slight limitation of the 
cervical spine. Peripheral joints were not affected. 
The E.S.R. was 60 mm. in one hour, haemoglobin 76%, 
W.B.C. 7,000, serum albumin 3.7 gm.'%,, serum globulin 2.7 gm. fo 
and S.C.A.T. negative. She was treated symptomatically 
and slowly improved. By October 1958, she was almost 
asymptomatic and the E.S.R. was 30 mm. in one hour. In 
August 1959, she had an exacerbation of symptoms affecting 
mainly the upper cervical spine with occipital headaches. 
The E.S.R. went up to 55 mm. in one hour. She slowly 
improved over the months but the E.S.R. remained persistently 
elevated. 

When reviewed personally in March 1963, her general 
health was excellent. She was asymptomatic apart from 
occasional slight pain of the left wrist and the right 
hip girdle. On examination, there were no systemic 
abnormalities. In the locomotor system, there were no 
abnormalities apart from evidence of generalised osteo­
artb.rosis and tenderness over the L4-L5 interspinous 
ligament. 



Investigations 

E.S.R. 55 mm. in one hour 
Haemoglobin 96% 
W.B.C. 5,300 
Serum albumin 4.4 gm.% 
Serum globulin 3.2 gm.% 
Electrophoresis normal 
S.C.A.T. negative 
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When reviewed again in February 1964, she was in 
complete clinical remission and the E.S.R. was O. 

Diagnosis 

Polymyalgia rheumatica. 

CASE 11 

Mrs. A.T., aged 60, was well until January 1961, 
when she gradually developed increasing pain and limitation 
of the shoulder girdles, so that she was unable to elevate 
her arms above· the n~ a.1, and also bilateral hip girdle 
pain radiating down the lateral aspect of the thighs to 
the knees. These symptoms were associated with morning 
stiffness lasting for 4 hours. She felt ill, tired and 
weak from the onset and lost 20 pounds in weight over the 
first 6 months. In September 1961, she was admitted to 
the Derby Royal Infirmary under the care of Dr. E.J.S. Woolley 
and was found to have tenderness of the deltoids and the 
medial aspect of the thighs. The results of investigations 
on admission were: E.S.R. 80 mm. in one hour, haemoglobin 86% 
and protein 7 gm.% with a normal electrophoresis. In 
hospital, she had a mild pyrexia for 2 weeks. She was 
considered to be suffering from polymyalgia rheumatica 
and was treated with Prednisolone 15 mgm. daily. Within 
a few days, she was asymptomatic. The dose of Prednisolone 
was slowly reduced and discontinued in March 1963. 
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She was seen personally in May 1963, when her general 
health was good and, apart from pain in the left knee, she 
was asymptomatic. On examination, there were no systemic 
or vascular abnormalities. In the locomotor system, she 
had minimal polyarticular osteoarthrosis and an effusion 
of the left knee. There were no vascular abnormalities . 

Investigations (May 1963) 

E. S.R. 80 mm. in one hour 
S.C.A.T. negative 

In view of the persistently elevated E.S.R. 
in spite of the remission of symptoms, a temporal artery 
biopsy was performed, but this vessel showed no histological 
evidence of arteritis. The pain in the knee subsided 
within a few weeks. At the most recent review in December 1964, she was completely asymptomatic and her general health 
was excellent, but the sedimentation rate was still elevated 
to 41 mm. in one hour. 

Diagnosis 

Polymyalgia rheumatica. 

CASE 12 

Mrs. E.P., aged 60, enjoyed good health until June 1962, 
when she gradually developed shoulder girdle pain followed, 
in a few weeks, by upper dorsal and lumbar backache. 
Morning stiffness lasted for half an hour. Her general 
health remained good apart from slight malaise. She 
attended the University of Manchester, Rheumatism Research 
Centre in February 1963, when she had limitation of both 
shoulders and of the spine. The E.S.R. was 55 mm. in one 
hour and S.C.A.T. negative. 

She was admitted to the Devonshire Royal Hospital in 
May 1963. She had no systemic abnormalities apart from 
a raised blood pressure of 200/100. The sterno-clavicular, acromio-clavicular and shoulder joints were all tender and 
total shoulder abduction was limited to 140° on ~~Ph side ' . 
The C4-C7 interspinous ligaments were tender. 



When discharged after 6 weeks, she was almost 
asymptomatic and the E.S.R. was ll mm. in one hour. 
She was reviewed in February 1964, when she was in 
complet e clinical remission. The E.S.R. was then 
13 nm. in one hour. 

Diagnosis 

Polymyalgia rheumatica. 

CASE 13 

Mr. D.M., aged 65, had suffered from gout for 
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20 years, the joints affected being the right wrist and 
fingers. He attended the Devonshire Royal Hospital 
Rheumatology Cut Patient Department in Marcil 1963, when 
his gout was under control with Benemid. Investigations 
in March were: E.S .R. 5 mm. in one hour, haemoglobin 110% 
and serum uric acid 5.8 mg.%. In April 1963, he was 
involved in a motor car accident and sustained a whip­
lash injury of the neck. One week later, both shoulders 
became painful and limited on movement with morning 
stiffness lasting up to 2 hours. The right shoulder 
became progressively more limited and painful. His 
general health deteriorated and he became excessively 
depressed. 

He was seen in July 1963, when his cervical spine was 
limited and painful on movement . The right sterno-clavicular 
joint had a moderate degree of synovial thickening and was 
warm and tender. The total range of right shoulder abduction 
was limited to 105°. There was also tenderness over the 
right acromio-clavicular joint and the right subdeltoid 
bursa. The D9-Dl0 interspinous ligament was tender. 

Investigations 

E. S.R. 40 mm. in one hour 
Serum uric acid 5.1 mg./100 ml. 
24~hour urinary uric acid 0.4 gm. 
S.C.A.T. negative. 



Course 

Following injection of bydrocortisone into the 
right sterno-clavicular joint and subdeltoid bursa 
symptoms in the shoulder were somewhat improved. 
In March 1964, his polymyalgia rheumatica was in 
complete clinical remission. 

Comment 
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Mr. D.M. had gout, but developed joint symptoms with 
prolonged morning stiffness, which had never been a feature 
of his attacks of gout. This was also associated with a 
raised sedimentation rate and, in view of these, he was 
considered to be suffering from an inflammatory polyarthritis. 

Diagnosis 

Polymyalgia rheumatica. 
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CASE 14 

Mrs. E.B., aged 52, developed lumbar backache and 
bilateral hip girdle pain in May 1961. This was followed 
within a few weeks by cervical and bilateral shoulder 
girdle pain. These pains gradually increased in intensity 
so that she had difficulty in rising from a chair and in 
walking. Morning stiffness persisted for 2 hours. From 
the onset, she felt ill and lacking in energy. Weight 
loss was 17 pounds within 6 months. She attended the 
Rheumatology Out Patient Department in November 1961, when 
she was found to have mild painful restriction of movement 
of the shoulder girdle joints. There was tenderness around 
the knees and on the pelvic bony points. The E.S.R. was 
8o mm. in one hour, haemoglobin 75% and S.C.A.T. negative. 
She slowly improved and, when seen personally in August 
1963, she still had bilateral hip girdle pain and painful 
wrists. Her general health was much improved and she had 
regained all the weight she had lost. 

Examination 

In August 1963, she looked well. Blood pressure was 
140/80 in both arms. Oscillometry was normal in both arms. 
A moderately loud murnur was audible over the right 
subclavian artery and over the left subclavian artery there -
was a loud murmur, accompanied by a palpable thrill. In 
the locomotor system, she had bilateral tenosynovitis on 
the radial aspect of both wrists. There was also tenderness 
over both acromio-clavicular joints, over both femoral 
trochanters and over the L5-Sl interspinous ligament. 

Investigations 

E.S.R. 35 mm. in one hour 
Haemoglobin 96</, 
S.C.A.T. negative 

Course 

In February 1964, she was in complete clinical 
remission, but the murmurs over the subclavian arteries 
were still present. 
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Con:ment 

This patient had polymyalgia rheumatica. She was found 
to have bilateral subolavian artery murmurs on personal 
examination, when almost in remission. Since no 
information was available as to the time of onset of these 
subolavian murmurs, they were presumed to be due to 
atherosclerosis. 

Diagnosis 

Polymyalgia rheumatica. 
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CASE 15 

Mr. J.L., aged 73, was well until March 1963, when 
he noted pain and limitation of the neck and shoulders 
and a few days later similar, but more severe, symptoms 
in the buttocks and thighs, and was unable to walk 
without sticks. He had morning stiffness lasting for 
half an hour. He began to feel ill, became depressed, 
lost his appetite and his weight fell 19 pounds during 
the next 6 weeks. During this period, he began to suffer 
severe pains in the temporal and frontal regions and over 
the maxillae. He attended the Devonshire Royal Hospital 
in May 1963. 

Examination 

He looked ill and pale. The blood pressure was 
200/12.0. The superficial temporal and facial arteries 
were tender, thickened, tortuous and pulseless. The 
dorsalis pedis pulses were not felt. The right biceps 
jerk was absent and the right supinator jerk reduced. 
The cervical spine was limited and painful on movement. 
Both shoulder and shoulder girdle joints were limited in 

0 movement with total abduction to 90° on the right and 130 
on the left. Both hip joints were limited with pain at 
the extremes of movement. There were minimal effusions 
of both knees. 

Investigations 

E.S.R. 125 mm. in one hour 
Haemoglobin 96'/o 
W.B.C. 8,000 
S.C.A.T. negative 
Serum albumin 2.9 grn. 'fo 
Serum globulin 4.4 grn.'fo with a moderate increase of 
the alpha 2 globulin fraction on electrophoresis. 

Course 

Prednisolone, 20 mg. daily, was started and after 3 
doses the locomotor symptoms subsided, but a few days later 
he developed episodes of loss of vision lasting a few minutes, 
and also had hallucinations, which occurred intermittently for 
some weeks, of a woman ' s hand in the right temporal field. 
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He was admitted to hospital and anti-coagulated with Synthrone 
and the dose of Prednisolone was increased to 60 mg. daily 
with clinical suppression of the disease and the E. S.R. 
became normal. During August, he developed intermittent 
claudication of the thighs and severe wasting of the muscles, particularly of the quadriceps muscles, which became 
progressively worse. In September, he developed cortico­
steroid induced diabetes which was controlled by Tolbutamide, 2 gm. daily. He steadily deteriorated and, by early December, was unable to stand and could not sit up without support owing to weakness of his trunk muscles. He was readmitted to 
hospital gravely ill. Crepitations were audible at the 
bases of both lungs. Chest X-ray showed cardiac enlargement with generalised bronchitic changes and a left pleural effusion. In spite of increased doses of corticosteroids and antibiotics, he died. 

Post Mortem Examinat ion (Dr. J. Davson) 

The cause of death was found to be non-reactive miliary tuberculosis and acute pancreatitis. Both temporal arteries had evidence of arteritis. The histology of the temporal 
arteries is described on page .151. The histological changes 
in the muscles are described on page 136. 

Comment 

The increasing muscular weakness was considered to be due to an arteritis of the intramuscular arteries and was thus 
treated with increasing doses of corticosteroids whereas, in fact, this was probably due to a steroid myopatby. 

Diagnosis 

Polymyalgia rheumatica with definite arteritia. 
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CASE 16 

Miss C.G., aged 51, was well until January 1958, when she developed pain and limitation of movement of both 
shoulders so that she ·was unable to elevate her arms above the hor.izcinial . One month later, she developed bilateral 
hip girdle pain, pain in the knees and pain and limitation 
of movement of the neck. Morning stiffness persisted 
for 4 hours. At the onset, she started feeling ill, tired and depressed, and lost 28 lbs. in weight over 3 years, 
most of the weight loss being in the first few months. 
She was first seen personally in June 1963, when she 
was much improved. 

Examination (June 1963) 

There were no systemic abnormalities apart from a 
blood pressure of 220/110. In the locomotor system, the 
cervical and lumbar spines were limited and painful. 
Both sterno-clavicular joints and the right acromio­
clavicular joint were tender with minimal synovial 

J thickening of the right starno-clavicular joint. Total shoulder abduction was 160 on the right and 150° on the 
left. There was also tenderness at the insertion of the right tendo Achill es. 

Investigations 

E.S.R. 25 mm. in one hour 
S.C.A.T. negative 

Course 

She continued to improve and, in January 1964, was 
in complete clinical remission. 

Diagnosis 

Polymyalgia rhewnatica. 



- 317 -

CASE 17 
Mrs. N.B., aged 58, was first seen personally in June 

1963. In February 1960, she suddenly developed severe 
headache, which was present throughout the day with 
photophobia, severe constitutional illness, marked 
depression and loss of weight. At the same time, she had 
severe lumbar backache. These symptoms gradually 
In May 1960, she lost consciousness for 5 hours. 
admit ted to the Manchester Royal Infirmary in June 

became worse. 
She was 
1960 

for investigation of suspected brain tumour. All 
investigations were normal apart from the E.S.R., which 
was 62 mm. in one hour, and the haemoglobin which was 62%. 
Serum albumin was 3.9 gm.%; serum globulin was 4.2 e,:n. 11,. 
These symptoms had improved by August 1960 and she remained 
reasonably well, but her E.S.R. was still elevated in July 
1961. In April 1962, she suddenly developed pain and 
stiffness of the neck and lumbar region. A week later, 
she developed bilateral shoulder girdle pain with limitation 
of shoulder movement and pain on the radial aspect of the 
left wrist. Morning stiffness persisted for 4 hours. 
These symptoms remained unchanged for 3 months and then 
she slowly started to improve. She attended the 
University of Manchester, Rheumatism Research Centre in 
December 1962, where the diagnosis of polymyalgia rheumatica 
was made. In June 1963, when seen personally, she was 
much improved. 

Examination 

She was an obese, depressed woman. Blood pressure 
was 190/110. In the locomotor system, the sterno-clavicular 
joints and acromio-clavicular joints were tender. The 
right shoulder had a full range of movement with pain at 
the extremes, bu& the left shoulder was limited with total 
abduction to 110. 

Investigations 

E.S.R. 36 mm. in one hour 
Haemoglobin 90% 
S.C.A.T. negative 

Radiological examination revealed no changes apart 
from evidence of a minimal degree of degenerative 
joint disease. 



Course 

She slowly improved and, in November 1964, was in 
complete clinical remission. 

Diagnosis 
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Polymyalgia rheumatica with possible cranial arteritis 
at the onset. 

CASE 18 

Miss G.F., aged 51, was well until November 1962, 
when she suddenly developed severe pain in the neck, with 
bilateral shoulder girdle pain and limitation of movement, 
followed by slight bilateral hip girdle pain. Morning 
stiffness persisted for 4 hours. She attended the 
University of Manchester, Rheumatism Research Centre in 
May 1963, where the diagnosis of polymyalgia rheumatica 
was made. Her general health remained fairly good, but 
she lost 16 pounds in weight in 8 months. She was 
admitted to the Devonshire Royal Hospital in June 1963. 

Examination 

There were no systemic abnormalities. In the locomotor 
system, both sterno-clavicular joints had synovial thickening. 
Both acromio-clavicular joints were tender and there was an 
effusion of the right shoulder joint. The range of shoulder 
movement ias restricted on both sides with total abduction 
being 110 on the right and 105° on the left. There were 
effusions of both knees and multiple focal tender areas 
around the pelvis. The cervical and lumbar regions of 
the spine were limited and painful on movement with multiple 
tender interspinous ligaments. 

Investigations 

E.S.R. 25 mm. in one hour 
S.C.A.T. negative 
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Course 

She slowly improved and, in September 1964, was in 
complete remission. 

Diagnosis 

Polymyalgia rheumatica. 

CASE 19 
Mrs. H.K., aged 74, had had several episodes of skeletal 

pain on and off for several years due to severe degenerative 
joint disease. In March 1963, she gradually developed right 
hip girdle pain, and pain and limitation of movement of the 
ri&ht shoulder girdle and neck. Morning stiffness persisted 
for 2 hours. In April 1963, she developed bitemporal pain 
and severe tenderness so that the pressure of the pillow, 
when lying down, was almost unbearable. She was admitted 
to the Devonshire Royal Hospital in July 1963. Her 
general health was good, apart from tiring very rapidly. 

Examination 

There were no systemic abnormalities apart from a blood 
pressure of 170/100. The le~ temporal artery was tender 
but not thickeneiin the locomotor system, she had evidence 
of generalised osteoarthrosis. Both sterno-clavicular 
joints and acromio-clavicular joints were tender. Both 
shoulders had a full range of movement with painful arcs 
due to the presence of painful lesions of both biceps tendons. 
There were also tender focal areas around the pelvis with 
pain at the extremes of hip movement. 

Investigations 

E.S.R. 25 mm. in one hour 
S.C.A.T. negative 
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There were no changes apart from evidence of 
degenerative joint disease on radiological examination. 
A left temporal artery biopsy was performed, 
which relieved her left temporal headache, but the 
artery was normal on histological examination. 
The right temporal pain persisted for another 2 months. 

Course 

In October 1964, she was in complete clinical remission. 

Diagnosis 

Polymyalgia rheumatica with possible arteritis. 

CASE 20 

Mrs. R.T., aged 67, had been well , apart from having 
suffered from pernicious anaemia, until December 1962, when 
she woke up one morning with pain and stiffness in the 
groins. A few days later, she developed severe pain and 
limitation of movement of both shoulder girdles. This 
was associated with malaise, loss of appetite and depression. 
After a few weeks, she started to improve. In June 1963, 
she began to feel more ill again and developed increasing 
pain in the hips and pain and limitation of movement of the 
shoulders, so that she was unable to elevate her arms above 
the horizontal. She also had pain in the right knee. 
Morning stiffness lasted for 1 hour. Her weight fell 
22 pounds over 8 months. She did not have headaches 
or visual disturbances. 

Examination ( ~ 1q b3) 

The blood pressure in the right arm was 150/76. 
Loud murmurs were audible over hath subclavian arteries. 
The posterior branch of the left superficial temporal 
artery could not be felt, but there was no tenderness 
in this region. There was minimal synovial thickening 
of the right sterno-clavicular joint with tenderness and 
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limitation of both shouldee joints. The total 0ange of 
shoulder abduction was 110 on the right and 150 on the 
left. There were multiple tender focal areas around the 
pelvis and both knees had minimal effusions. 

Investigations 

E.S.R. 109 mm. in one hour 
Serum albumin 3.5 gm.% 
Serum globulin 4.6 gm.~ 

The alpha 2 and gamma globulin fractions were increased 
on electrophoresis. 
S.C. A.T. negative 

Course 

Following injection of hydrocortisone into the tender 
joints and ligaments and a progressive mobilising programme, 
she rapidly improved and, when discharged after 10 weeks, she 
was almost asymptomatic and shoulder range was full on both 
sides. Her E.S.R. was still 93 mm. in one hour on discharge. 
Three days after discharge, she began to feel ill with 
dizziness, drowsiness and pain in the neck and supra-clavicular 
regions. 

She was readmitted to hospital, when she was found to 
have a patchy erythemato~s rash over the thighs and neck. 
She had a pyrexia of 103 F. There was clinical evidence 
of occlusion of both subclavian arteries and a moderately 
loud murmur was audible over the abdominal aorta. A biopsy 
of the left superficial temporal artery showed evidence of 
giant-cell arteritis. 

She was treated with Prednisolone, which resulted in 
rapid symptomatic improvement. Six weeks later, weak 
pulsation in the right radial artery was palpable . The 
blood pressure was only obtainable by palpation and was 100 
systolic in the right arm and 90 in the left arm. The blood 
pressure was 170/100 in both popliteal fossae. 

When she was reviewed again in July 1964, both radial 
• pulses were weak but palpable. There were still loud murmurs 

over both subclavian arteries and the abdominal aorta . 



Comment 

This patient had typical polymyalgia rheumatica. She subsequently developed bilateral occlusion of the subclavian arteries. A biopsy of the temporal artery showed histological changes of giant-cell arteritis. 

Diagnosis 

Polymyalgia rheumatica, with definite arteritis. 
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CASE 21 

Mr. M.A., aged 83, had had skeletal pains due to degenerative joint disease for 40 years. In July 1960, he developed pain with morning stiffness in both shoulders, which was treated with several injections of hydrocortisone. In January 1961, he developed severe bitemporal throbbing pain and tenderness. At the same time, he started feeling ill, with loss of appetite and loss of weight . He was admitted to his local hospital where both temporal arteries were found to be thickened and tender. He was treated with Prednisolone, 20 mg. daily, which resulted in complete relief of all his symptoms. In August 1961, the Prednisolone was discontinued and, within a few days, he developed pain and tenderness of the muscles of the shoulder and hip girdles. A few days later, he again developed temporal headaches and started feeling ill. 

He continued to deteriorate until April 1962, when he was seen by Dr. J. Sharp. On examination, both shoulders were painful on movement and tender. Both acromio-clavicular joints were tender and the right sterno-clavicular joint had evidence of· synovial thickening and was tender. Prednisolone, 6 mg. daily was prescribed and his general health and temporal headaches slowly improved. 

He was seen personally in August 1963, when he still complained of slight bilateral shoulder girdle pain, pain in the region of the right hip, in both knees and severe pain in the mid-dorsal region, all associated with morning stiffness persisting for half an hour. 

Examination 

There was minimal thickening of the vessel wall of the left temporal artery with tenderness. In the locomotor system, he had evidence of polyarticular osteoarthrosis. The right sterno-clavicular joint was slightly thickened and tender and there was marked tenderness over the D4-D5 interspinous ligament. Following infiltration of the inter­spinous ligament with hydrocortisone, the pain was completely relieved. 



Investigations 

E.S.R. 32 mm. in one hour 
Haemoglobin 100% 
S.C.A.T. negative 

Diagnosis 
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Polymyalgia rheumatica and giant-cell arteritis. 
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CASE 22 

Mr. P.G., aged 72, was admitted to the Devonshire 
Royal Hospital in August 1963. In April 1963, he 
developed pain and limitation of movement of the neck 
with le~ shoulder girdle pain. Three weeks later, he 
developed lumbar backache, pelvic girdle pain and pain 
in the knees. Both second metacarpo-phalangeal joints 
were painful for about 2 months. Morning stiffness 
persisted for 3 hours. He felt unwell from the onset 
with malaise, depression, anorexia, and he lost 14 pounds 
in weight during 4 months. 

Examination 

There were no systemic abnormalities apart from an 
enlarged prostate gland. In the locomotor system, his 
cervical spine and lumbar spine were limited and painful. 
There was slight tenderness on the radial aspect of the 
right wristjoint but no synovial thickening or limitation. 
Both shoulder girdles were limited, abduction being 150° 
on the right and 160° on the left. There were also signs 
of multiple painful tendon lesions around the shoulders. 

Investigations 

E.S.R. 46 mm. in one hour 
S.C.A.T. negative 

Course 

Following injection of bydrocortisone and Lignocaine 
into the tendon lesions around the shoulders, the pain and 
range of movement were improved. He was not reviewed but, 
in March 1964, wrote that he was virtually asymptomatic. 

Diagnosis 

Polymyalgia rheumatica. 
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CASE 23 

Mrs. L.P., aged 58, was well until October 1957, when 
she rapidly developed pain and limitation of movement of 
the shoulders, neck, back and hips with morning stiffness 
lasting for about 2 hours. Her shoulders became so limited 
that she was unable to elevate them to the horizontal. 
She felt ill, depressed and lost weight. She was treated 
with corticosteroids with benefit from March 1958 to June 
1960. When the corticosteroids were discontinued, she 
developed severe headache with very tender swellings "like 
a string of peas 11 in both temporal and occipital regions. 
This was accompanied by severe constitutional illness, but 
she had no visual disturbances. She lost 28 lbs. in weight 
over a few months. These tender swellings started to 
improve after 3 months. 

She was admitted to the Manchester Royal Infirmary in 
October 1960 under the care of Professor J.H. Kellgren. 
On examination, the sterno-clavicular and acromio-clavicular 
joints were tender and limited with synovial thickening. 
There was focal tenderness of the right iliac crest. 
The E.S.R. was 82 mm. in one hour, haemoglobin 70%, serum 
albumin 3.5 gm.% and serum globulin 3.4 gm.%. On radiological 
examination, there was an early erosion of the left sacro­
iliac joint. A diagnosis of polymyalgia rheumatica was made. 
She was very much improved on discharge from hospital after 
4 months and her E.S.R. had come down to 28 . mm. in one hour. 
She remained well until July 1962, when she became ill again 
and lost 14 lbs. in weight over a few months. She developed 
pain in the neck, shoulders and wrists, and pain and 
swelling of the knees ar1d feet. Morning stiffness 
persisted for up to 2 hours. 

She was admitted to the Devonshire Royal Hospital in 
August 1963, when she was first seen personally. 

Examination 

Soft murmurs were audible over the left subclavian and 
right carotid arteries. The pulsation of the right 
superficial temporal artery was reduced and the anterior 
branch of t h~ left temporal artery could not be palpated. 
The cervical spine was painful and limited on movement. 
There was tenderness at the insertions of tendons around 
the wrists. The sterno-clavicular and acromio-clavicular 
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joints were tender and had evidence of synovial thickening. 
The left shoulder joint was slightly limited. Both knees had 
evidence of synovial thickening and there were tender focal areas 
around the pelvis with marked tenderness over the pubic,: 
sympbysis. 

Investigations 

E. S.R. 32 IIml. in one hour. 
S.C.A.T. negative. 

Radiological examination - There was still minimal 
erosion of the left sacro-iliac joint, but there were 
gross erosive changes of the pubic sympbysis. 

A biopsy of the anterior branch of the left temporal 
artery was performed, but only a very small thin wal led 
artery, which was normal on histological examination, was 
found. 

Course 

Although her general health has improved, she has continued 
to have joint symptoms. At the most recent review in November 
1964, she still had pain in the knees with morning stiffness 
persisting for 1 hour. A soft murmur was still audible over 
the right carotid artery. Both sterno-clavicular joints 
were moderately unstable. The right knee had evidence of 
synovial thickening and effusion. The E.S.R. was 37 mm. 
in one hour and S.C.A.T. negative. 

Comment 

Mrs . L.P. was considered to have polynzy-algia rheumatica 
with joint erosions . The history of headaches in 1960 was 
typical of temporal arteritis. 

Diagnosis 

Polymyalgia rheumatica and possible arteritis. 
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CASE 24 

Miss E.H., aged 57, was well until June 1962, when, following a period of mental stress, ·she rapidly 
developed bilateral hip girdle and lumbar pain, followed by pain and limitation of movement of the ne ck and shoulders, which became so limited that she was unable to elevate her arms to the horizontal. In February 1963, both knees and wrists became swollen and painful. Morning stiffness persisted for up to 4 hours. She felt ill, tired, lacking in energf and depressed from the onset and lost 8 pounds in weight within the first 4 months. She was admitted to the 
Devonshire Royal Hospital in September 1963, when her 
symptoms were relatively unchanged. 

Examination 

She was a very anxious woman . There were no systemic abnormalities ap art from moderate enlargement of the axillary glands. On examination of the locomotor system, the whole spine was limited and painful on movement, with multiple tender interspinous ligaments. Both wrists were thickened, limited and tender with most of the tenderness being in the tendon sheaths around the wrists. There was marked 
limitation of movement of the shoulder ~rdle with total abduction on the right being 115° and 95 on the left. Both acromio-clavicular joints were thickened and tender, and there was marked synovial thickening of both sterno­clavicular joints. There were effusions in the tibialis anterior tendon sheaths of the ankle. Both knees had 
synovial thickening and effusion, and there were multiple tender focal areas around the knees and pelvis. 

Investigations 

E.S.R. 68 mm. in one hour 
Haemoglobin 72'% 
Serum albumin 3.8 f!Jll•% 
Serum globulin 3.5 f!Jll•% with an increase of the gamma globulin fraction on electrophoresis. 
L.E. cell test and S.C.A.T. were both negative. 

There were no erosive changes on radiological examination. A biopsy of the right sterno-clavicular joint showed 
histological changes of very active synovitis. 
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Course 

She was initially treated with bed rest, active 
mobilising exercises and had multiple injections of 
lzydrocortisone into tender focal areas. However, her 
general health remained unchanged. She continued to lose 
weight and her sedimentation rate remained elevated. 
After 10 weeks, Prednisolone, 8 mg. daily, was commenced, 
resulting in slow improvement. On discharge in February 1964, she was nn.ich improved, but there was still evidence 
of activity in several joints and her E.S.R. was 30 mm. 
in one hour. 

She remained unchanged until June 1964, when she 
developed increased pain and swelling of the wrists and 
fingers. When reviewed in July 1964, there was synovial 
thickening of both wrists and the metacarpo-phalangeal 
joints of both hands. Both knees had effusions and the 
right temperomandibular joint was tender. Both sterno­
clavicular joints were unstable. The E.S.R. was 50 mm. 
in one hour and the S.C.A.T. was negative. On radiological 
examination, there was a large erosion of the medial aspect 
of the right clavicle, several erosions of the metacarpo­
phalangeal joints of both hands and an erosion of the right 
middle proximal interphalangeal joint. 

Comment 

This patient who, at the onset, appeared to have 
polymyalgia rheumatica, has recently developed features 
suggestive of rheumatoid arthritis. Her S.C.A.T. has 
remained negative. She is being kept under observation. 

Diagnosis 

Possible polymyalgia rhewnatica. 
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CASE 25 

Mr. E.B., aged 64, was well until March 1963, when 
he developed bilateral hip girdle pain, followed a week 
later by pain in the neck and both shoulder girdles, and 
mid-dorsal and lumbar backache. He also had pain under both 
heels and in the right knee. Morning stiffness persisted 
for 3 hours. These symptoms became worse for 2 months, 
when he began to feel ill, tired and lacking in energy, 
and lost 7 pounds in weight over a few months. He was 
seen in September 1963. 

Examination 

His blood pressure was 160/90. In the locomotor 
system, he had moderate limitation of spinal movement 
with tenderness over the 15-Sl interspinous ligament. 
There was minimal synovial thickening and tenderness of the 
left sterno-clavicular joint. Both shoulder girdles were 
limited with to!al abduction on the right to 160° and on 
the left to 150 • There were tender focal areas around the 
pelvis and tenderness under both heels. 

Investigations 

E.S.R. 40 mm. in one hour 
S.C.A.T. negative 

Course 

Within a few months, he began to improve spontaneously 
and, when seen in October 1964, was in complete clinical 
remission. His E.S.R. was 20 mm. in one hour. 

Diagnosis 

Polymyalgia rheumatica. 

; 
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CASE 26 

Mr . J.L., aged 61, gradually developed bilateral hip 
girdle pain in December 1961. In February 1962, he 
developed bilateral shoulder girdle, cervical and 
upper dorsal pain. These were associated with morning 
stiffness lasting for 4 hours. His general health 
deteriorated over the next few months. 

He was seen by Dr. J. Sharp in September 1962. 
His right radial pulse was weak and the left brachial and 
radial pulses were not palpable. His blood pressure was 
105/80 in the right arm and could not be obtained in the 
left arm. Both shoulders were limited, there were 
multiple focal tender areas around the pelvis and his 
whole spine was limited and painful on movement . His 
E.S.R. was 60 mm. in one hour and haemoglobin 89%• His 
general health and hip girdle pain slowly improved, but 
his shoulder girdle pain became progressively worse . 

He was seen personally in September 1963. 

Examination 

He had widespread psoriasis. 
Blood pressure: arms - right 100/90, left 90/80 
Oscillometry: arms - right 10/110, left 4/90 
There were moderately loud nD.lrmurs over both subclavian 
and the left brachial arteries . His cervical spine was 
very limited and his dorsolumbar region slightly limited. 
Both sterno-clavicular joints had a moderate degree of 
synovial thickening. The sterno-clavicular, acromio­
clavicular and shoulder joints were tender and limit5d 
in range, with abduction to 90° on the right and 110 
on the left. There were multiple focal tender areas around 
the pelvis. 

Investigations 

E.S .R. 78 mm. in one hour 
S.C.A.T. negative 
Serum albumin 3.3 gm.% 
Serum globulin 4 gm.% with increased alpha 2 and gannna 
globulin fraction . 

There were no abnormalities on radiological examination. 
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Course 

He slowly improved and, when reviewed in August 1964, 
his general health was improving, but his shoulders were 
still limited in range. On examination, the murmurs over 
the subclavian arteries were still present and the left 
brachial pulse was more easily palpable. The upper part 
of the left carotid artery was dilated but not tender . 
Oscillometric deflections in the arms were 6/100 on the 
right and 5/90 on the left side. His E.S.R. was 70 mm. 
in one hour, haemoglobin 82% and S.C.A.T. negative. 
Radiological examination now revealed an erosion of the right 
acromio-clavicular joint. (Fig. t '2 ) 

Diagnosis 

Polymyalgia rheumatica and possible arteritis. 
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CASE 27 
Mrs. S.J., aged 55, had had symptoms due to 

severe osteoarthrosis of the hips and degenerative 
disc disease of the spine for 15 years. In April 1962, 
she developed severe pain and limitation of the shoulders 
and neck, and pain in the lumbar region and both groins 
associated with morning stiffness pe~sisting for 3 hours. 
At the same time, she began to feel ill and very tired. 
She was admitted to her local hospital where her E.S.R. 
was found to be elevated to 55 mm. in one hour. She was 
considered to have osteoarthrosis with psychological overlay 
and was investigated for malignant disease. After 6 months, 
her general health slowly began to improve. She was 
admitted to the Devonshire Royal Hospital in September 1963. 

Examination 

Blood pressure was 130/80. The right temporal artery 
had reduced pulsation and the left temporal artery pulsation 
was not palpable. In the locomotor system, there was marked 
dorso-lumbar scoliosis and limitation of movement of the 
spine with tenderness over multiple interspinous ligaments. 
There was minimal synovial thickening of the left acromio­
clavicular joint and tenderness of both acromio-clavicular 
joints. The right shoulder was slightly limited with pain 
at the extremes of movement and evidence of a biceps tendinitis. 
Both hip joints were limited due to osteoarthrosis and there 
were multiple tender focal areas around the pelvis. 

Investigations 

E.S.R. 77 mm. in one hour 
S.C.A. T. negative 

There was a slight increase of the alpha 2 globulin fraction 
on electrophoresis. 

Radiological examination showed evidence of severe degenerative 
disc disease of the spine and severe osteoarthrosis of 
both hips. 

A biopsy of the left temporal artery was performed but only 
a very small thin-walled artery was found which was normal 
on histological examination. 
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Course 

Her general health and joint symptoms continued 
to improve. In January 1964, she developed impaired 
hearing of the left ear and transient blurring of the 
left eye. These symptoms improved after 4 months. 
When reviewed in May 1964, both facial and the le~ 
occipital arteries were tender, but a biopsy of the left 
facial artery showed no histological changes of arteritis. 
At the most recent review in November 1964, her general 
health was excellent and she was virtually asymptomatic. 
Her E.S.R. was still elevated at 44 mm. in one hour. 

Diagnosis 

Polymyalgia rheumatica and possible arteritis. 

CASE 28 

Mrs. H.H., aged 55, was well until September 1963, 
when she rapidly developed severe pain and limitation of both 
hips, knees and the lumbar region of her spine. Two weeks 
later, she developed severe bilateral shoulder girdle pain 
and pain in her neck. Morning stiffness persisted for 4 
hours. She felt unwell from the onset and became very 
depressed. She was admitted to the Devonshire Royal 
Hospital in October 1963. 

Examination 

Her blood pressure was 130/70 in both arms. A soft 
murmur was audible over the abdominal aorta. The dorsal 
and lumbar regions of her spine were limited and painful 
on movement with multiple tender focal areas over the 
interspinous ligaments in these regions. Both shoulders 
were slightly limited in range with tenderness over the 
sterno-clavicular and acromio-clavicular joints. There 
were effusions of both knees and multiple tender focal 
areas around the bony points of the pelvis. 



Investigations 

E.S.R. 60 mm. in one hour 
Haemoglobin 76% 
Serum albumin 3.2 gm.% 
Serum globulin 3.9 gm.% 
S.C.A.T. negative 
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A routine biopsy of the right temporal artery showed no 

histological abnormality. 

Course 

While in hospital, she developed increasing pain in 

both shoulder girdles, which became more limited so that 

total abduction was reduced to 70° on each side. Both 

sterno-clavioular joints also developed evidence of synovial 

thickening and her sedimentation rate rose to 85 mm. in one 

hour. After 9 weeks in hospital, she slowly began to 

improve and, on discharge in February 1964, was much improved, 

although her shoulders were still limited in range. Her 

sedimentation rate was 25 mm. in one hour on discharge. 

Five months later, she developed clinical evidence of 

large vessel arteritis; the details of this are described 

on page 167. 

Diagnosis 

Polymyalgia rheumatica and large vessel arteritis. 
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CASE 29 

Mrs. A.B., aged 71, was well until July 1961, when she 
developed lumbar and hip girdle pain. In September, both 
knees became swollen and painful and, a month later, she 
devel oped pain and limit at ion of t he neck and shoulder s . 
At t hi s stage , she felt ill, depressed and lost 7 pounds 
in weight. Morning stiffness of the joints lasted for 4 
hours. 

She was seen by Dr. J. Sharp in December 1961, when 
there was marked synovial thickening and tenderness of both 
sterno-clavicular joints. Both shoulders were limited, with 
total range of abduction to 90° on each side. There were 
effusions in both knees and there were uru.ltiple focal 
tender areas around the pelvis. The E.S .R. was 50 mm. in 
one hour and haemoglobin 84%. On radiological examinationt 
there was a cyst in the right third metacarpal. (Fig . 14 J 

There was also slight sclerosis of the right lower sacro­
iliac joint. (Fig. 20) 

She slowly improved and, when seen again in February 
1962, both wrists were slightly thickened, tender and limited. 
When seen again in January 1963, the thickening of the wrists 
had subsided, but the metacarpo-phalangeal joints were slightly 
thickened and tender. Radiological examination of the hands 
now showed erosions of the metacarpo-phalangeal joints. (Fig. 15 ,and 18) 
She slowly continued to improve until June 1963, when she 
developed severe left occipital pain and tenderness with loss 
of hair from this region. This pain persisted for 4 months 
and then slowly began to improve. 

She was seen personally in October 1963, when her 
general health was much improved . She still had slight 
pain in the knees, both shoulders and the right wrist joint. 

Examination 

Her blood pressure was 180/110 in both arms. In the 
locomotor system, she had evidence of generalised osteo­
arthrosis. The right wrist joint was slightly limited 
but not tender. The right sterno-clavicular joint was 
slightly thickened and tender with slight limitation of the 
right shoulder girdle. 



Investigations 

E.S.R. 20 mm. in one hour 
Haemoglobin 99% 
S.C.A.T. negative 

Course 
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She continued to improve and, in February 1964, was in 

clinical remission. When reviewed again in May 1964, she was 
well but her E.S.R. had gone up to 35 mm. in one hour. In 
July, she still felt well but had developed a continual 
"buzzing" in the head, more on the left side, and also had 
occasional pain at the angle of the jaw on the le~ side. 
Her E.S.R. had gone up to 95 mm. in one hour and the 
haemoglobin was 79%• She began to feel ill and lost 
19 pounds in weight during the next 4 months. 

On examination in January 1965, the right carotid and 
subclavian arteries were tender and there were murmurs over 
both subclavian arteries. A biopsy of the left facial 
artery was performed, but this showed no evidence of 
arteritis. The E.S.R. was 75 mm. in one hour, haemoglobin 
87% and S.C.A.T. negative. Radiological examination now 
revealed increased sclerosis of the sacro-iliac joints 
and healing of the erosions of the hands. (Fig. 21, 16, 19) 

Comment 

Mrs. A.B. commenced with the typical clinical picture 
of polymyalgia rheumatica, subsequently developed erosive 
changes of joints and then developed features suggestive 
of arteritis. 

Diagnosis 

Polymyalgia rheumatica and possible arteritis. 
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CASE 30 
Mrs. E.B., aged 56, had had lumbar backache on and off 

for 15 years. Her general health had always been good 
until January 1963, when she developed bilateral shoulder 
girdle pain, increased pain in the lumbar region and 
bilateral hip girdle pain. Her shoulders became so 
limited that she was unable to abduct them more than 
about 30°. Morning stiffness persisted for about 4 
hours. She felt ill, tired and lacking in energy from 
the onset. She was admitted to the Devonshire Royal 
Hospital in February 1964. 

Examination 

There were no systemic abnormalities. 
Locomotor system: There was synovial thickening and tenderness 

of both acromio-clavicular joints. Both sterno-clavicul8r 
joints were tender. Range of shoulder abduction was 130 
on the right and 120° on the left. There were several 
tender interspinous ligaments in the cervical and lumbar 
regions. Both knees had small synovial effusions and 
there were multiple focal tender areas around the pelvis. 

Investigations 

E.S.R. 58 mm. in one hour 
Haemoglobin 68% 
S.C.A.T. negative 

Course 

Following injections of hydrocortisone into the tender 

focal areas, she was much improved symptomatically, but when 
discharged after 6 weeks her E.S.R. was unaltered. She 
was reviewed in August 1964, when her general health and 
joint symptoms were improving. The E.S.R. was still 
elevated at 48 mm. in one hour. 

Diagnosis 

Polymyalgia rheumatica. 

··.· 
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CASE 31 

Mrs. D.B., aged 59, was well until December 1959, 
when she rapidly developed severe pain and limitation of 
movement of the neck and shoulder girdles, and pain in the 
hip girdles, knees, ankles and hands. These symptoms 
became worse for a few weeks and then remained unchanged. 
Morning stiffness persisted for up to 5 hours. From the 
onset, she felt ill, weak and tired with loss of appetite 
and severe depression. She remained unchanged and, when 
admitted to the Manchester Royal Infirmary in May 1961, had 
lost 36 pounds in weight. On examination, her whole spine 
was limited and painful with multiple tender focal areas 
over the interspinous ligaments. Both sterno-clavicular 
and acromio-clavicular joints had evidence of synovial 
thickening and were tender. There were multiple focal 
tender areas around the knees and pelvis. Results of 
investigations werei E.S.R. 61 mm. in one hour, haemoglobin 
88% and S.C.A.T. negative. A diagnosis of polymyalgia 
rheumatica was made. 

Course 

On discharge from hospital after 4 months, she was 
much improved but still had slight limitation of movement 
of the shoulder girdles. Her E.S.R. was 14 mm. in one hour. 
She was reviewed personally in October 1963, when she still 
complained of widespread pains and of severe depression. 

Examination 

There were no systemic abnormalities. There was 
evidence of mild generalised osteoarthrosis, but no signs 
of inflammatory activity in any joints or tender focal areas. 

Investigations 

E.S.R. 12 mm. in one hour 
S.C.A.T. negative 

Diagnosis 

Polymyalgia rheumatica. 
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CASE 33 

Mr. G.P., aged 61, had always enjoyed excellent health. 
In December 1962, he began to feel excessively tired and 
lost his appetite. In February 1963, he awoke one morning 
with severe pain and limitation of movement of both shoulders, 
pain in the dorsal region, both hip girdles and knees • 
These symptoms increased in intensity for 2 months and 
then remained unchanged. Morning stiffness persisted 
for 4 hours . From the onset, he felt ill with malaise, 
depression and excessive sweating. He lost 16 pounds 
in weight over a few months . He was admitted to the 
Devonshire Royal Hospital in October 1963. 

Examination 

He was a well-preserved, ill-looking man. In the 
locomotor system, the cervical and dorsal spine were very 
limited and painful on movement with multiple tender focal 
areas over the interspinous ligaments. Both sterno­
clavicular joints had synovial thickening and were tender. 
Both acromio-clavicular joints were tender and there was 
marked tenderness at the extremes of shoulder movement. 
There were multiple tender focal areas around the knees 
and pelvis. Loud murmurs were audible over several large 
vessels. Details of these and the course of the vascular 
disease are described on page 169. 

Investigations 

E.S.R. 40 nun. in one hour 
S.C. A.T. and A.N.F. negative 

A biopsy of the left sterno-clavicular joint was performed 
and the histological changes were those of a very active 
synovitis. 

A biopsy of the left temporal artery showed no histological 
evidence of arteritis. 

Course 

Following injection of hydrocortisone into multiple 
tender areas, -his locomotor symptoms were much improved. 
In January 1964, when he commenced Prednisolone, 20 mg. daily, 
for suspected large vessel arteritis, the locomotor symptoms 
were completely suppressed. 
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When reviewed in December 1994, he was still having 
Prednisolone, 18 mg. daily, and there were no locomotor 
symptoms, but he still had evidence of widespread large 
vessel disease. 

Diagnosis 

Polymyalgia rheumatica and possible arteritis. 

CASE 34 

Mr. H.B., aged 61, was well until March 1963, when he 
gradually developed bilateral hip girdle pain. These symptoms 
became worse for 3 months and then slowly began to improve. 
In August 1963, he suddenly developed severe pain in the neck, 
mid-dorsal region and both shoulders. His shoulders rapidly 
became limited in range. Morning stiffness persisted for 5 
hours and was so severe that he was unable to dress without 
assistance in the mornings. His general health was poor 
from the onset and he lost 12 pounds in weight in the first 
9 months. He was admitted to the Devonshire Royal Hospital 
in November 1963. 

Examination 

There were no systemic abnormalities. His whole spine 
was limited and painful on movement with multiple tender inter­
spinous ligaments. Both sterno-clavicular and acromio-clavicular 
jolsts were very tender. Range of shoulder abduction was to 
160 on the right and 120° on the left. There were multiple 
tender focal areas around the pelvis and knees. 

Investigations 

E.S.R. 90 mm. in one hour 
Haemoglobin 103% 
W.B.C. 8,600 
S.C.A.T. negative 

A biopsy of the left temporal artery showed no evidence of 
arteritis. 
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Course 

He was treated with initial bed rest, mobilising exercises 
and injections of hydrocortisone into tender focal areas. He 
rapidly improved and, within 3 weeks, his E.S.R. had dropped to 
18 mm. in one hour. On discharge, in December, he was much 
improved. He remained well until June 1964, when he began to 
feel ill again and lost 15 pounds in weight within a few weeks . 
When seen at the end of June his E.S .R. was 120 mm. in one hour, 
haemoglobin 65%, serum albumin 3.3 gm.%, serum globulin 4.8 gm.% 
and, on plasma electrophoresis, both the alpha 2 and gamma 
globulin fractio~~ -~were increased. No cause for his 
deterioration was"apparent but, 3 months later, moderately loud 
murmurs were audible over both axillary arteries, the abdominal 
aorta and both femoral arteries . The right carotid artery 
was also tender to palpation. His haemoglobin had been restored 
to 84% by a course of intravenous iron and his E.S .R. was then 
80 mm. in one hour. 

Comment 

Mr . H.B. had typical polymyalgia rheumatica and as his 
locomotor symptoms were subsiding he developed constitutional 
illness, a marked rise in the E. S.R., anaemia and abnormalities 
of plasma proteins, followed by clinical evidence of large 
vessel abnormalities, which were presumed to be due to large 
vessel arteritis. 

Diagnosis 

Polymyalgia rheumatica and large vessel arteritis. 
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CASE 35 

Mrs . E. i., aged 59, developed bilateral shoulder 
girdle and mid-dorsal pain, associated with morning 
stiffness, in February 1963. This was followed by hip 
girdle pain. She attended the Physical Medicine Out 
Patient Clinic in November 1963, when she was already 
improving. 

Examination 

There were no systemic abnormalities. There were 
multiple focal tender areas over the dorsal and lumbar 
interspinous ligaments. The right sterno-clavicular, 
left acromio-clavicular and the manubrio-sternal joints 
were tender. There were focal tender areas around the 
left wrist, both knees and the pelvis. 

Investigations 

E.S.R. 16 mm. in one hour. 
S.C.A.T. negative 

Course 

When seen one month later, she was in complete 
clinical remission. 

Diagnosis 

Polymyalgia rheurnatica. 

CASE 36 
Mrs . R.W., aged 74, began to feel unwell in March 1963. 

A month later, her right shoulder became painfully limited 
in movement. This was followed, within a few weeks, by 
painful limitation of movement of the left shoulder, pelvic 
girdle pain and pain in the dorsal region. She gradually 
deteriorated for 6 months and lost 11 pounds in weight during 
this period. Morning stiffness persisted for 4 hours. She 
was admitted to the Devonshire Royal Hospital in November 
1963 for 5 weeks . 



- 344 -

Examination 

Her blood pressure was 220/120. An aortic systolic 
murmur, which was conducted to the neck, was present. 
The left sterno-clavicular and right acromio-clavicular 
joints were tender and had evidence of synovial thickening. 
There was an effusion of the right shoulder joint. Total 
shoulder abduction was to 110° on the right and 150° on the 
left. There were small effusions of both knees, multiple 
tender focal areas around the knees and pelvis, and focal 
tender areas around the wrists. 

Investigations 

E.S.R. 40 mm. in one hour. Slight increase of alpha 2 globulin. 
s.c.A.T. negative 
Serum alkaline phosphatase 18 K.A. units. 
X-rays revealed extensive changes of Paget's disease in 

the skull, pelvis and spine. 

Course 

Following injections of hydrocortisone into the tender 
focal areas around the shoulders, her symptoms were much 
improved. When reviewed in July 1964, she was in clinical 
remission. 

Diagnosis 

Polymyalgia rheumatics and Paget's disease. 
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CASE 37 

Mrs. E.D., aged 63, was well until November 1961, 
when she gradually developed dorsal backache followed, a 
week later, by pain and limitation of movement of both 
shoulders and, a few days later, by pain in both buttocks. 
Morning stiffness lasted for 4 hours. From the onset, 
she felt tired and lost 15 pounds in weight over the first 
few months. 

She was admitted to the Devonshire Royal Hospital under 
the care of Dr. J. Sharp in April 1962 for 3 months. On 
examination, both sterno-clavicular joints had marked 
synovial thickening and were tender. Both shoulder jointg 
were limited and the range of shoulder abduction was to 40 
on the right and 50° on the left side. There was tenderness 
around both wrists and also over both ischial tuberosities. 
There was a moderate effusion of the left knee. Her E.S.R. 
was 100 mm. in one hour and haemoglobin 64%• The s.c.A.T. 
was negative, serum albumin was 3 gm.% and serum globulin 
4 gm.%. On plasma electrophoresis, the alpha 2 globulin 
fraction showed a marked increase and a slight increase of 
the gamma globulin fraction. There were no abnormalities 
on radiological examination. As she did not respond to 
conservative treatment, Prednisolone, 10 mg. daily, was 
prescribed, following which she slowly improved. 

She was seen personally for the first time in November 
1963. Her general health was then much improved but she 
still had painful limitation of movement of both shoulders 
and pain in the left knee. She was still having Prednisolone, 
8 mg. daily. 

Examination. 

There were no systemic abnormalities. Two nails of the 
right hand had linear pitting, characteristic of psoriatic 
nail changes. Several of the terminal interphalangeal joints 
were unstable and both wrist joints were slightly limited in 
movement. Both sterno-clavicular joints were highly unstable. 
The leit shoulder joint was limited, with shoulder abduction 
to 120. There was synovial thickening and a moderate effusion 
of the left knee. 



Investigations 

E.S.R. 40 mm. in one hour 
Haemoglobin 80% 
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On radiological examination, there were erosions of both 
acromio-clavicular joints. 

When reviewed in November 1964, she was unchanged but 
radiological examination now revealed erosions of 
both acromio-clavicular joints, the right sterno­
clavicular joint, both wrists, the right sacro-iliac 
joint and the pubis. 

Conment 

Mrs . E.D. commenced as a typical case of severe 
polymyalgia rheumatica but subsequently developed clinical 
features not unlike those of psoriatic arthropatby. 

Diagnosis 

Possible psoriatic arthropatby . 

CASE 38 

Mrs . G.W., aged 58, was well until October 1961, when 
she developed pain in the neck followed by bilateral shoulder 
and hip girdle pain, and pain in the knees. Morning stiffness 
persisted for 4 hours. Her general health rapidly deteriorated 
from the onset, and she began to feel ill, tired and depressed, 
and lost 30 pounds in weight over 5 months. She was seen by 
Dr. J. Sharp in March 1962, when both sterno-clavicular, both 
shoulder and the left acromio-clavicular joints were tender. 
Shoulder abduction was to 100° on the right and 90° on the left. 
There was tenderness over both ischial tuberosities. Her E.S.R. 
was 87 mm. in one hour and the s.c.A.T. was negative. In 
July, she started to improve and, when admitted to the 
Devonshire Royal Hospital for 6 weeks in August 1962, was 
much improved. By April 1963, she was completely asymptomatic. 
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She was reviewed personally in November 1963, when she 
was completely asymptomatic and her E.S.R. was 18 mm. in one 
hour. 

Diagnosis 

Polymyalgia rheumatica. 

CASE 39 

Mrs. A.R., aged 59, was well until July 1963, when 
she developed pain in both buttocks followed, 4 weeks later, 
by severe pain and limitation of both shoulders, pain in 
the left knee and, 8 weeks later, by pain of the ulnar aspect 
of the left wrist. Morning stiffness persisted for more 
than 4 hours. Her general health began to deteriorate 2 
months after the onset, when she began to feel ill, tired 
and depressed, and lost 14 pounds in weight over 3 months. 
She was admitted to the Devonshire Royal Hospital in November 
1963. 

Examination 

Her blood pressure was 150/90 in both arms. There was 
a moderately loud murmur over the right subclavian artery and 
a softer murmur over the right carotid artery. The pulsation 
in the right temporal artery was reduced. There was minimal 
synovial thickening and tenderness of the left sterno-clavicular 
joint. Both acromio-clavicular joints were tend3r and both 
shoulders were limited with total abduction to 95 on the right 
and 70° on the left. There was tenderness at the insertion 
of the left extensor carpi ulnaris tendon at the wrist. The 
left knee had a moderate effusion and there were tender focal 
areas around the pelvis. 

Investigations 

E.S.R. 37 mm. in one hour 
S.C.A.T. negative 

A biopsy of the anterior branch of the right superficial 
temporal artery showed no histological changes of 
arteritis. 
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Course 

Following injection of hydrocortisone into the focal 
tender areas around the shoulders, her symptoms were much 
improved. When reviewed in May 1964, she was completely 
asymptomatic, and the murmurs were no longer audible over 
the large vessels. The E.S.R. was 12 mm. in one hour. 

Comment 

Mrs. A.R. was originally considered to have possible 
arteritis, but the course of her disease was not compatible 
with this diagnosis. She was, however, included in the 
group with possible arteritis in this study. 

Diagnosis 

Polymyalgia rheumatica. 

CASE 40 

Mr . G.D., aged 55, was well until April 1963, when he 
developed bilateral hip girdle pain, followed by bilateral 
shoulder pain, pain in the neck, left knee and right elbow. 
Morning stiffness lasted for half an hour . There was slight 
deterioration of his general health from the onset, with mild 
depression and loss of 7 pounds in weight over the first 3 
months. He was seen in the Physical Medicine Out Patient 
Clinic in November 1963. 

Examination 

He had no systemic abnormalities. The sterno-clavicular, 
acrornio-clavicular and shoulder joints were tender with minimal 
synovial thickening of the sterno-clavicular joints. Shoulder 
range of mozement wa8 very limited with total abduction on the 
right to 60 and 140 on the left. There were multiple focal 
tender areas around the hips and knees. 
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Investigations 

E.S.R. 36 mm. in one hour 
Haemoglobin 90% 
S.C.A.T. negative 

Course 
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Following injections of hydrocortisone into several 
tender focal areas, his symptoms were much improved. He 
continued to improve slowly and, at his most recent review 
in November 1963, was almost asymptomatic and his E.S.R. 
was 30 mm. in one hour. 

Diagnosis 

Polymyalgia rheumatica. 

CASE 41 
Mrs. H.L., aged 67, was well until April 1961, when she 

developed shoulder girdle pain and limitation of movement. 
Soon after, she developed pain in the neck and bilateral 
hip girdle pain. Her general health deteriorated and she 
began to feel ill. She was admitted to her local hospital 
for investigation and the only abnormal finding was an 
elevated E.S.R. of 54 nun. in one hour. The diagnosis on 
discharge was "cervical spondylosis and acute fibrosi tis". 
Over the first 4 months, she lost 20 pounds in weight. In 
September 1961, treatment with corticosteroids was begun 
with marked symptomatic improvement. She continued to 
take these until June 1963, and when these were discontinued 
she began to feel ill and tired, and again developed pain 
in the shoulder and hip girdles and also of the left wrist. 
Morning stiffness persisted for up to 4 hours. She was 
admitted to the Devonshire Royal Hospital in November 1963. 
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Examination 

No systemic abnormalities were found. On palpation, 
reduced pulsation, but no tenderness, of the anterior 
branch of the left superficial temporal artery was felt. 
Both shoulders had a full range of movement, but had 
evidence of bilateral supraspinatus tendinitis. There 
was tenderness over the radial aspect of the left wrist. 
Both knees had minimal effusions and tender focal areas were 
present over both ischial tuberosities. 

Investigations 

E.S.R. 40 mm. in one hour 
Haemoglobin 96% 
S.C.A.T. negative 

A biopsy of the anterior branch of the left superficial 
temporal artery showed histological changes of giant­
cell arteritis, but there was little evidence of 
activity. 

Course 

She rapidly improved spontaneously and, within 4 weeks, 
her E.S.R. had dropped to 20 mm. in one hour. When discharged 
2 weeks later, she was almost in remission. She was reviewed 
in November 1964, when she was in clinical remission. 

Diagnosis 

Polymyalgia r.heumatica and giant-cell arteritis. 
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CASE 42 

Mrs. L.G., aged 52, was well until December 1961, when 
she developed mid-dorsal backache followed, one month later, 
by pain and limitation of both shoulders and the neck. A 
few weeks later, both elbows and the ulnar borders of both 
wrists became painful. Morning stiffness persisted for 3 
hours. She began to feel ill with marked malaise, 
sleeplessness due to pain, loss of appetite and severe depression. 
Her symptoms became worse until February 1963. She had also 
lost 35 pounds in weight over the preceding 12 months. She 
was admitted to the Devonshire Royal Hospital in December 1963. 

Examination 

Her blood pressure was 140/80. Pulsation in the left 
temporal artery was reduced. Both sterno-clavicular and 
acromio-clavicular joints were tender. Shgulder abduction 
was limited to 140° on the right and to 100 on the left. 
There was also tenderness over both subdeltoid bursae, 
several costochondral junctions, multiple interspinous 
ligaments and at the ulnar borders of both wrists. 

Investigations 

E.S.R. 60 mm. in one hour 
S.C.A.T. negative 

A biopsy of the left temporal artery showed no evidence 
of arteritis. 

Course 

Following injection of hydrocortisone into several tender 
focal areas, her symptoms were improved. In March 1964, she 
developed right occipital and frontal headaches, which persisted 
for several weeks. At the same time, she developed vertigo 
which occurred on sitting up from the lying position. When 
seen in October 1964, she still had slight shoulder girdle 
pain and her E.S.R. was 24 mm. in one hour. 

Diagnosis 

Polymyalgia rheumatica and possible arteritis. 
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CASE 43 

Mr. W.E., aged 55, was well until February 1963, when 
he developed left hip girdle and lumbar pain. Two months 
later, he developed pain in the neck and shoulder girdles, 
which became limited in movement. Morning stiffness persisted 
for 1 hour. In March 1963, he began to feel ill, tired and 
depressed, and he lost 7 pounds in weight over a few months. 
He was seen by Dr. J. Sharp in June 1963, when he was already 
improving. The right sterno-clavicular and left acromio­
clavicular joints were tender. Both shoulders were limited 
with the range of abduction to 120° on the right and to 100° 
on the left. There was also a tender focal area on the 
left trochanter. His E.S.R. was 28 mm. in one hour and 
s.c.A.T. was negative. He continued to improve and, when 
seen personally in January 1964, he was in clinical remission. 
The E.S.R. was 15 mm. in one hour. 

Diagnosis 

Polymyalgia rheumatica. 

CASE 44 

Mrs. A.J., aged 55, suddenly developed upper lumbar backache 
and pelvic girdle pain in November 1961. A week later, her 
neck became painful and she developed shoulder girdle pain and 
limitation of movement. Within 2 months, these pains had 
become so severe that she could hardly move . In January 1962 
both knees and, in February, her left wrist became painful. 
Morning stiffness lasted for up to 5 hours. She began to 
feel ill, tired and weak one month after the onset of her 
symptoms. During the first 2 months, she lost 7 pounds 
in weight. She was admitted to the Devonshire Royal Hospital 
in May 1962 for 10 weeks. On examination, both sterno-clavicular 
joints were tender and had synovial thickening. The acromio­
clavicular and shoulder joints were tender and limited. Both 
wrists were tender and there were synovial effusions of both 
knees. The cervical and lumbar regions of the spine were 
also tender and limited. Her E. S.R. was 55 mm. in one hour, 
haemoglobin 69% and s.c.A.T. negative. On discharge, she was 
much improved and maintained this progress. When seen personally 
in January 1964, she was much improved, but still had shoulder 
girdle pain. 
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Examination 

There were no systemic abnormalities. Both sterno-clavicular 
joints were moderately unstable and there were minimal effusions 
of both knees. 

·Investigations 

E.S.R. 30 mm. in one hour 
Haemoglobin 90% 
S.C.A.T. negative 

There were no erosive changes on radiological examination. 

Course 

When reviewed in October 1964, she was in clinical remission 
and her E.S.R. was normal. 

Diagnosis 

Polym;yalgia rheumatica. 

CASE 45 

Mrs . E. S., aged 59, was well until June 1963, when she 
developed pain and limitation of the right shoulder. This 
improved within a few months. In December 1963, sherovoke 
one morning with severe bilateral shoulder girdle, cervical, 
lumbar and hip girdle pain. A week later, her knees became 
painful and by then her shoulders were so limited that she was 
unable to elevate her arms to the horizontal . Morning stiffness 
persisted for 4 hours. At the same time, she began to feel ill 
with malaise, poor appetite and severe depression. In January 
1964, she developed severe frontal and temporal headaches, which 
were throbbing in character. 

Examination 

When seen two days after the onset of her headaches, both 
temporal arteries were tender and thickened with redness of the 
overlying skin. Details of the vascular manifestations are 
described on page 165. 
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On examination of the locomotor system, both sterno­
clavicular joints had evidence of minimal synovial thickening 
and were tender. The right shoulder and both subdeltoid 
bursae were tender. Range of shoulder abduction was to 80° 
on the right and 90° on the left. There was an effusion of 
the right knee and there were multiple focal tender areas over 
the cervical and lumbar interspinous ligaments, around the 
pelvis and the knees. 

Investigations 

E.S.R. 20 mm. in one hour 
Haemoglobin 100% 
Serum albumin 3.9 gm.% 
Serum globulin 3 gm.% with a normal electrophoresis 
S.C.A.T. negative. 

Course 

Following treatment with Prednisolone, 80 mg. daily, all 
her locomotor symptoms were suppressed within a few days. 
When reviewed in December 1964 after the dose of Prednisolone 
had been reduced, both sterno-clavicular joints were unstable 
and had evidence of minimal synovial thickening. 

Diagnosis 

Polymyalgia rheumatica and definite arteritis. 

CASE 46 

Mrs. M.G., aged 60, gradually developed pain and limitation 
of movement of the neck in December 1960. In March 1961, her 
knees slowly became painful and swollen, followed by pain and 
limitation of both shoulder gi rdles. In August 1961, she 
developed lumbar backache and hip girdle pain. Her general 
health remained good until May 1961, when she began to feel ill 
with tiredness, loss of energy and depression. 
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She attended the University of Manchester Rheumatism 
Research Centre. On examination, both ghoulders were 
found to be limited with abduction to 70 on the right. 
There was an effusion of the right knee and focal tender 
areas around the pelvis. Her E.S.R. was 46 mm. in one 
hour, haemoglobin 76% and S.C.A.T. negative. In December 
1961, she began to improve and by June 1962 was completely 
asymptomatic. 

She was seen personally in January 1964, when her general 
health was excellent and there were no abnormalities apart 
from evidence of generalised osteoarthrosis. Her E.S .R. 
was however still elevated at 37 mm. in one hour. 

Diagnosis 

Polymyalgia rheumatics. 

CASE 47 

Mrs . A.B., aged 67, was well until May 1963, when she 
developed bilateral hip girdle pain. These symptoms gradually 
improved until September 1963, when she developed pain in the 
neck and shoulder girdles. Morning stiffness lasted for half 
an hour. 

She was seen by Dr. J. Sharp in January 1964, when the 
cervical and lumbar regions of the spine were limited and 
painful on movement and there were tender focal areas on the 
bony points of the pelvis. The E.S .R. was 45 mm. in one hour, 
haemoglobin 94% and S.C.A.T. negative. 

When seen personally in March 1964, she was improved, 
but still had slight shoulder and hip girdle pain. 

Examination 

Her blood pressure was 200/90. She had evidence of generalised 
osteoarthrosis and tender focal areas on the bony points of the 
pelvis. 



Investigations 

E.S.R. 26 mm. in one hour 
Haemoglobin 90% 
S.C.A.T. negative 
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Radiological examination showed evidence of degenerative 
joint and disc disease. 

Diagnosis 

Polymyalgia rheumatica. 

CASE 48 

Mrs. A.T., aged 49, was well until February 1963, when she 
became depressed. In July 1963, she began to feel tired and, 
in October, gradually developed bilateral hip girdle pain. In 
November, she developed pain in the neck and both shoulder girdles, 
which progressively became more limited in movement. Morning 
stiffness persisted for 1 hour. She attended the Devonshire 
Royal Hospital in February 1964, by which time she had lost 
14 pounds in weight. 

Examination 

Her blood pressure was 140/90 in both arms. The vascular 
manifestations are described on page 168. In the locomotor system, 
both sterno-clavicular joints had evidence of synovial thickening, 
both acromio-clavicular joints were tender and there were effusions 
in the right shoulder and right knee joints. Her cervical spine 
was limited and painful on movement and there were multiple tender 
focal areas on the bony points of the pelvis. Range of shoulder 
abduction was to 130° on the right and 110° on the left side. 

Investigations 

E.S.R. 65 mm. in one hour 
Haemoglobin 85% 
S.C.A.T. negative 
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Course 

She remained unchanged for 6 months and then developed clinical 
evidence of widespread large vessel abnormalities (described on 
page 168). 

Diagnosis 

Polymyalgia rheumatica and large vessel arteritis. 

CASE 49 

Mrs. F.C., aged 63, had had lumbar backache on and off 
for 30 years. She had also had several attacks of cholecystitis. 
In August 1963, her left knee suddenly became painful and swollen. 
Two weeks later, she developed pain in the neck and both 
shoulders and her left shoulder became very limited in movement. 
Morning stiffness persisted for up to 2 hours. In November 
1963, she began to feel tired and to sweat excessively. She 
was admitted to the Devonshire Royal Hospital in February 1964 
for 6 weeks. 

Examination 

Her blood pressure was 160/90 in both arms. There were 
systolic murmurs over the right subclavian and carotid arteries. 
In the locomotor system, she had evidence of generalised osteo­
arthrosis. ThS le~ shoulder was very limited with total 
abduction to 70 and there were also nu.ltiple tender focal 
areas around the shoulder. The right shoulder was also 
tender but not limited, and there was an effusion of the left 
knee. 

Investigations 

E.S.R. 45 mm. in one hour 
S.C.A.T. negative 
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Course 

Following several injections of bydrocortisone into the 
tender focal areas around the left shoulder, this slowly 
became less painful. 

On discharge, her general health was much improved, but 
her left shoulder was still limited in movement. Her E.S.R. 
had come down to 5 mm. in one hour. 

Diagnosis 

Polymyalgia rheumatica. 

CASE 50 

Mrs. G.G., aged 61, was well until November 1960 when, 
following a period of severe mental stress, she developed pain 
in the neck and both shoulders. At the same time, she began 
to feel ill and lost 10 pounds in weight over a few months. 
Several months later, she developed pain in both wrists and 
the right ring finger. Morning stiffness persisted for 4 
hours. She remained unchanged until April 1962, when she 
was admitted to the Devonshire Royal Hospital under the care 
of Dr. R. Harris. She had previously had psoriasis. On 
examination, both shoulder girdles were slightly limited in 
movement with evidence of synovial thickening of the right 
acromio-clavicular joint. Both wrists were slightly limited 
and tender. Her E.S.R. was 103 mm. in one hour, haemoglobin 
80% and S.C.A.T. negative. There were no abnormalities on 
radiological examination. She remained unchanged and was 
first seen personally when she was readmitted to hospital in 
February 1964. 

Examination 

She was an obese, anxious woman. Both wrists had 
synovial thickening and were limited and tender. The 
proximal interphalangeal joint of the right ring finger also 
had moderate synovial thickening. Both acromio-clavicular joints 
were tender and the left had synovial thickening. The right shoulder 
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was limited with range of total abduction to 120°. There 
was a minimal synovial effusion of the right knee and her 
cervical spine was limited and painful on movement. 

Investigations 

E.S.R. 126 mm. in one hour 
Haemoglobin 76% 
S.C.A.T. negative 
Serum albumin 3.6 gm.% 
Serum globulin 4 gm.% 
There was an increase of the alpha 2 and gamma globulin 

fractions on plasma electrophoresis. 

Radiological examination revealed erosions of both wrists, 
of several metacarpo-phalangeal joints and the proximal 
interphalangeal joint of the right ring finger. 

Course 

Since there was no response to conservative treatment, 
Prednisolone, 7.5 mg. daily, was commenced, but when discharged 
from hospital after 5 weeks she was unchanged and her E.S.R. 
was still 113 mm. in one hour. She remained unchanged until 
August 1964, when she began to feel very ill and, in September, 
developed severe left temporal throbbing pain and tenderness, 
and slight right temporal pain. This was slightly improved 
when the dose of Pred.nisolone was increased to 12.5 mg. daily. 

She was seen personally in November 1964, when her headache 
was somewhat improved. On examination, both temporal and the 
left occipital arteries were tender, and the left temporal artery 
was possibly thickened. Her E.S.R. was 80 mm. in one hour. A 
biopsy of the left temporal artery showed no evidence of arteritis. 

Comment 

Mrs. G.G. ·had features both of polymyalgia rheumatica and 
psoriatic arthropatby. She also developed severe temporal 
headache, but a temporal artery biopsy showed no evidence of 
arteritis . The correct diagnosis is at present still in doubt. 
She has been classified in the group with polymyalgia rheumatica 
and possible arteritis. 
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CASE 51 

Mrs. C.P., aged 50, was well until January 1963, when she 
developed upper lumbar backache, followed by pain and limitation 
of movement of her neck and both shoulders. Her shoulders 
became so limited over 4 weeks that she was unable to elevate 
her arms above the horizontal. Morning stiffness lasted for 
1 hour. In April, treatment with Prednisolone, 10 mg. daily, 
was commenced, which resulted in marked symptomatic improvement. 
In December 1963, she developed hip girdle pain and, during the 
next month, there was marked deterioration of her general health. 
In January 1964, she developed a painful tender area of the right 
parietal region. She was admitted to the Devonshire Royal 
Hospital in February 1964 for 4 weeks . 

Examination 

There were no systemic abnormalities. 
localised tender area of the right parietal 
appeared to be a thrombosed vessel i" long. 
system, she had multiple tender focal areas 
ligaments, around the shoulders, around the 
both wrist joints. 

Investigations 

E.S.R. 17 mm. in one hour 
S.C.A.T. negative 

There was a 
region, which 

In the locomotor 
over the interspinous 
pelvis and around 

A right temporal artery biopsy was performed, but this showed 
no evidence of arteritis. 

Course 

She remained unchanged until September 1964, when the dose of 
Prednisolone was gradually reduced from 10 mg. to 5 mg. daily. 
Following this, she developed right temporal and right occipital 
headaches and there was deterioration of her general health. 
On examination, the right temporal artery was tender and had 
reduced pulsation . Another biopsy of the anterior branch of 
the right temporal artery was performed and this section 
showed histological changes of arteritis, but no evidence of 
inflammatory activity . Following the biopsy, her right temporal 
headache cleared. 

Diagnosis 

Polymyalgia rheumatica and arteritis . 
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CASE 52 

Mr. E.R., aged 42, was well until January 1963, when he 
suddenly developed pain in the lumbar region. This was 
followed, within a few weeks, by pain in the cervical and 
aorsal regions, hip girdle pain and pain in the knees, 
wrists and fingers. Morning stiffness persisted for 2 hours. 
His general health deteriorated but he did not lose weight . 

He was seen by Dr. J. Sharp in March 1963, when he had 
tenderness of both acromio-clavicular and the right shoulder 
joints. There was slight limitation of shoulder movement. 
There were also multiple tender focal areas of the cervical 
and lumbar interspinous ligaments and around the pelvis and 
knees. The E.S.R. was 60 mm. in one hour and S.C.A.T. 
negative. Soon after, he began to improve and was completely 
asymptomatic in December 1963. 

He was reviewed personally in February 1964. 

Examination 

There were no abnormal findings and his E.S.R. was 7 mm. 
in one hour. 

Diagnosis 

Polymyalgia rheumatica. 

CASE 53 

Mrs. L.S., aged 56, developed painful limitation of movement 
of her neck and both shoulders in January 1962. A month later, 
she developed pain and swelling of both knees and her general 
health began to deteriorate. Morning stiffness lasted for 
3 hours . 

She was seen by Dr. J. Sharp in June 1962, when she was 
found to have tender swelling of the right sterno-clavicular 
joint and both shoulders were slightly limited in motion. 
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There were effusions of both knees. The E.S.R. was 
in one hour, haemoglobin 64% and S.C.A.T. negative. 
were no erosive changes on radiological examination. 
slowly improved and, by November 1962, had recovered 

64 mm. 
There 

She 
completely. 

She was reviewed personally in February 1964, when there 
were no abnormal physical signs. Her E.S.R. was 16 mm. in 
one hour and the s.c.A.T. was negative. 

Diagnosis 

Polymyalgia rheumatica. 

CASE 54 

Miss W.D., aged 42, suddenly developed lower dorsal 
backache in October 1961. This was followed, within a few 
days, by fatigue, depression, loss of appetite and loss of 
weight . Three weeks later, she developed pain in the 
wrists, ankles and right knee. Morning stiffness lasted 
for 2 hours. She was seen by Professor J.H. Kellgren in 
January 1962 and admitted to the Devonshire Royal Hospital 
in February 1962 for 4 weeks . 

Examination 

Her whole spine was limited and painful on movement . 
There were tender tendon lesions around the right elbow 
and right wrist . 

Investigations 

E.S.R. 40 mm. in one hour 
W.B.C. 12,100 
S.C.A.T. negative 

Course 

On discharge, she was much improved and, by June 1962, was 
completely asymptomatic. When reviewed in February 1964, she 
was in excellent health and there were no abnormal findings. 

Diagnosis 

Polymyalgia rheumatica. 
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CASE 55 

Mr. A.H., aged 65,awoke in July 1961 with severe pain 
and stiffness of both groins. Within a few days, he began 
to feel ill, tired and lost his appetite. Three days later, 
he developed severe shoulder girdle and cervical pain, and 
pain with swelling of the knees. Morning stiffness lasted 
for 4 hours. He lost 16 pounds in weight over a few weeks 
and, throughout his illness, lost 28 pounds. 

He was admitted to the Manchester Royal Infirmary in 
the care of Professor J.H. Kellgren in November 1961. 
On examination, both shoulders were very limited with total 
range of abduction on the right being 70° and, on the left, 
60°. There were effusions of both knees and slight 
thickening of the right wrist joint. The cervical and 
lumbar regions of the spine were painfully limited. There 
were tender focal areas around the pelvis. His E.S.R . 
was 73 mm. in one hour, haemoglobin 73%, W.B.C . 10,400 
and S.C.A.T. negative. By March 1962, he had recovered 
completely. 

When reviewed personally in February 1964, he was in 
clinical remission. 

Diagnosis 

Polymyalgia rheumatica. 

CASE 56 

Mrs. H.W., aged 54, began to feel progressively more 
tired and lacking in energy in January 1960. In July, 
she gradually developed bilateral hip girdle pain and 
lumbar backache, with morning stiffness lasting for 4 hours. 
In February 1961, she gradually developed bilateral shoulder 
girdle pain and limitation, and pain in the neck . She was 
seen by Professor J.H. Kellgren at the University of 
Manchester, Rheumatism Research Centre, in November 1962. 
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On examination, her whole spine was limited and painful 
on movement. The right sterno-clavicular joint was thickened 
and tender and there were multiple tender focal areas around 
the pelvis. Her E. S.R. was 44 mm . in one hour, haemoglobin 
6'2$, serum albumin 4.1 gm.% and serum globulin 4.1 gm.%. 
The s.c.A.T. was negative . 

She slowly improved and, when reviewed personally in 
February 1964, she still had mild shoulder girdle and hip 
girdle pain. 

Examination 

Both sterno-clavicular joints were unstable and the right 
was slightly thickened. There were multiple focal tender 
areas around the pelvis, 

Investigations 

E,S,R. 20 mm, in one hour 
Haemoglobin 98% 
W.B.C. 10,600 
S.C.A.T. negative 

Diagnosis 

Polymyalgia rheumatica, 

CASE 57 

Mrs. E.R., aged 55, was well until March 1963, when she 
awoke one morning with severe pain in the neck radiating over 
the vertex to the temporal and frontal regions. At the 
same time, she developed severe dorsal and lumbar backache, 
and bilateral hip girdle pain . These pains were associated 
with morning stiffness lasting for about an hour . She felt 
ill from the onset with severe malaise , dyspepsia and 
depression. She was admitted to a psychiatric hospital for 
9 weeks and treated with electroconvulsive therapy. During 
this time, she improved slowly, but there was no dramatic 
improvement. By December 1963, she was almost asymptomatic 
but, following a cold, had a recurrence of symptoms with pain 
in the shoulder and hip girdles, neck and back, This was 
accompanied by morning stiffness lasting for 3 hours, depression 
and constitutional symptoms. She was admitted to the 
Devonshire Royal Hospital in February 1964. 
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Examination 

She was a very anxious woman . The blood pressure was 
170/90 in both arms . Both acromio-clavicular joints had 
synovial thickening and were tender. There was also 
tenderness over the sterno-clavicular and shoulder ~oints. 
Shoulder abduction was to 160° on the right and 150 on the 
left. There were minimal effusions of both knees and 
multiple tender focal areas were present around the knees, 
pelvis and over the cervical and lumbar interspinous ligaments. 
Both temperomandibular joints were tender. 

Investigations 

E.S.R. 30 mm. in one hour 
S,C,A.T. negative 

Radiological examination revealed porosis of her spine 
A biopsy of a temporal artery showed no histological 

evidence of arteritis . 

Course 

Following injections of bydrocortisone into multiple 
tender focal areas, her symptoms were much improved and, 
in June 1964, she was in clinical remission. 

Diagnosis 

Polymyalgia rheumatica, 

CASE 58 

Mrs. I.P., aged 59, developed bilateral shoulder girdle 
pain and pain in the neck in March 1958. In June 1958, she 
rapidly developed lumbar backache, hip girdle pain and pain 
in the knees, making it difficult for her to walk, These 
symptoms were associated with morning stiffness lasting for 
4 hours. In June, her general health began to deteriorate 
and she felt excessively tired. 
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She was admitted to the Manchester Royal Infirmary in 
the care of Professor J.H. Kellgren in July 1958 for 5 months. 
There were no systemic abnormalities on examination . Both 
sterno-clavicular, acromio-clavicular and left shoulder 
joints were tender with synovial thickening of the acromio­
clavicular joints. Shoulder abduction was limited to 90° 
on the left side. There was an effusion of the left knee 
and her whole spine was limited with multiple tender focal 
areas over the interspinous ligaments. There were also tender 
focal areas around the pelvis. Her E.S.R. was 87 mm. in one 
hour, haemoglobin 76% and S.C.A.T. negative. 

For the first few weeks, she continued to deteriorate 
and then slowly began to improve. In October, Prednisolone, 7.5 mg. daily, was prescribed to hasten recovery. In December, 
she suddenly developed very severe right occipital and 
bilateral temporal pain and tenderness, which was so severe 
that pethidine was required to control the pain. There was 
no visual disturbance. These pains persisted for several 
months. In February 1959, when she increased her activities, 
she developed intermittent claudication in the thighs and calves. 

On examination, her feet were cold and pale, becoming dusky 
on dependency. The femoral pulse was weak on the right but not 
felt on the left. The dorsalis pedis pulses were weakly 
palpable, but the posterior tibials were not felt. Oscillometric 
deflection was 3 units in each calf. Her E.S.R. was then still 
51 mm. in one hour. By June 1959, she was asymptomatic apart 
from the intermittent claudication, which was also improved. 
The Prednisolone was discontinued without recurrence of symptoms. 
In January 1960, she was in clinical remission but her E.S .R. 
was 44 mm. in one hour. 

She was reviewed personally in February 1964, when her 
general health was excellent. She still developed intermittent 
claudication of the calves on walking rapidly. 

Examination 

Her blood pressure was 180/80 in the right arm and 160/90 
in the left arm. 
Oscillometry arms - right 11/130 left 9/110 

calves - right 8/120 left 8/110 
Both sterno-clavicular joints were moderately unstable. 



Investigations 

E.S .R. 26 mm. in one hour 
S.C.A.T. negative 

Comment 
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Although Mrs . I.P. did not have a temporal artery biopsy, 
her history and physical signs were typical of arteritis . 

Diagnosis a 

Polymyalgia rheumatica and definite arteritis. 

CASE 59 

Mr. W.M., aged 44, gradually developed pain and limitation 
of movement of his right shoulder in November 1955. In 
January 1956, he developed pain in the neck followed by pain 
in the dorsal region, around the left shoulder, the hip 
girdles and both knees. These pains became so severe that 
he was unable to get out of bed or dress without assistance. 
Morning stiffness persisted for 4 hours. He had severe 
constitutional illness with malaise, depression, anorexia, 
loss of 10 pounds in weight and excessive sweating. 

He attended the University of Manchester, Rheumatism 
Research Centre in June 1956, when he was already improving. 
On examination, both shoulders were limited with abduction 
to 90° on each side. There was synovial thickening of the 
right sterno-clavicular joint and left elbow. There were 
tender focal areas around the wrists , over the cervical 
interspinous ligaments and both temperomandibular joints were 
tender. Both knees had synovial effusions. The E.S.R. was 
70 mm. in one hour and the S.C.A.T. was negative . In March 
1957, he was almost asymptomatic. 

He was reviewed pe.rsonally in February 1964, when he was in 
clinical remission. No abnormal physical signs were present. 
The E.S.R. was 11 mm. in one hour . 

Diagnosis 

Polymyalgia rheumatica. 
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CASE 60 

Mrs. C.L., aged 51, suddenly devel-0ped severe pain 
in both buttocks and lalees in March 1956. In June 1956, 
she developed bilateral shoulder girdle pain and limitation 
of movement so that she was unable to dress herself. 
Morning stiffness persisted for 4 hours. In May, she 
began to feel ill with malaise, severe depression, anorexia 
and lost 21 pounds over 4 months. 

She was seen at the University of Manchester, Rheumatism 
Research Centre in November 1956. On examination, she had 
no systemic abnormalities. Both shoulders were very limited 
in range with total abduction to 40° on each side. The sterno­
clavicular and acromio-clavicular joints were tender. The 
cervical spine was limited and painful on movement and there 
were focal tender areas around the pelvis. The E.S.R. was 
69 mm. in one hour and the S.C.A.T. was negative. She was 
completely asymptomatic within 3 years. 

When seen personally in February 1964, she was completely 
asymptomatic and there were no abnormalities apart from evidence 
of generalised osteoarthrosis. 

Diagnosis 

Polymyalgia rheurnatica. 

CASE 61 

Mr. J.D., aged 62, suddenly developed right hip girdle 
pain in November 1962. A month later, · he developed cervical 
and bilateral shoulder girdle pain. His shoulders became 
so limited that he was unable to elevate them above the 
horizontal. Morning stiffness lasted for 4 hours. In 
February 1963,, he began to improve slowly. 

He attended the University of Manchester, Rheumatism 
Research Centre in April 1963. On examination, his whole 
spine was limited and painful on movement. Both shoulder 
girdles were al8o limited and painful on movement with total 
abduction to 90 on each side. There were small effusions 
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of the knees and multiple focal tender areas around the pelvis. 
His E.S.R. was 26 mm. in one hour and S.C.A.T. negative. 
He was treated with Butazolidin, 300 mg. daily with benefit. 
In June 1963, he was almost asymptomatic. 

When seen personally in February 1964, he was in clinical 
remission. The E.S.R. was 17 mm. in one hour. 

Diagnosis 

Polymyalgia rheumatica. 

CASE 62 

Mrs . G.J., aged 57, suddenly developed lumbar backache 
and hip girdle pain in August 1962. A few days later, her 
neck and both shoulders became painfully limited. Over the 
next few weeks, she developed pain and swelling of both knees, 
pain in the wrists and fingers and over both temperomandibular 
joints. From the onset, she felt ill, depressed, sweated 
excessively and lost 17 pounds in weight over a few weeks . 
Morning stiffness persisted for up to 6 hours. In September 
1962, she developed very painful tender areas of the scalp 
behind the ears and over the vertex. These pains were 
present continuously for several months and then cleared 
spontaneously. Following this episode, she slowly began 
to improve. She was admitted to the Devonshire Royal 
Hospital in March 1964 for 4 weeks. 

Examination 

She was a very anxious woman. There were soft murmurs 
over the left subclavian and left femoral arteries. The 
left temporal and occipital arteries were tender, but not 
thickened. Both sterno-clavicular, acromio-clavicular 
and temperomandibular joints were tender. There were 
multiple tender interspinous ligaments. Both knees had 
moderate effusions. 



Investigations 

E. S.R. 14 mm. in one hour 
S.C.A.T. negative 
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Radiological examination revealed generalised osteo­
porosis of the spine. 

Course 

She slowly improved and, when reviewed in July 1964, 
was in remission. 

Diagnosis 

Polymyalgia rheumatica and possible arteritis. 
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CASE 63 

Mrs. M.P., aged 45, suddenly developed right shoulder 
girdle pain in October 1963. This gradually became worse 
and was associated with slight limitation of shoulder 
movement. Two months later, she developed transient 
pain in the fingers, which cleared in 2 weeks . In 
January 1964, she developed slight left shoulder girdle 
pain. Morning stiffness persisted for half an hour. 
Her general health remained good. She was first seen 
in March 1964. 

Examination 

Both sterno-clavicular joints were tender. 
were signs of right supraspinatus tendinitis. 
range was full. 

Investigations 

E.S.R. 30 mm. in one hour 
S.C.A.T. negative 

Course 

There 
Shoulder 

She slowly improved and, when reviewed in June 1964, 
was almost asymptomatic . 

Diagnosis 

Polymyalgia rheumatica. 

CASE 64 

Mrs . S.C., aged 59, had had psoriasis for 30 years, but 
this had been in remission for 3 years. In March 1963, she 
began to feel excessively tired. In April, shes ddenly 
developed bilateral hip girdle pain, followed one month 
later by bilateral shoulder gir dle pain and limitation of 
movement. Morning stiffness persisted for 3 hours . 
She lost more than 14 pounds in weight over the first few 
months . In March 1964, she was admitted to the Devonshire 
Royal Hospital for 6 weeks . 
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Examination 

Her whole spine was moderately limited in range. 
Both sterno-clavicular joints were tender and the right 
was thickened. There was also tenderness over the acromio­
clavicular and shoulder joints. Both shoulders were limited 
with range of abduction to 110° on the right and 150° on the 
left. Both knees had effusions and the hips were tender at 
the extremes of movement, with multiple focal tender areas 
around the pelvic bony points. 

Investigations 

E.S.R. 92 mm. in one hour 
Haemoglobin 76% 
S.C.A.T. negative 
Serum albumin 4 . 1 gm.% 
Serum globulin 3.7 gm.% 
The radiological changes were those of severe polyarticular 
osteoarthrosis. 

Course 

Following injections of hydr6cortisone into several tender 
focal areas, her symptoms were much improved . When discharged, 
her E.S.R. was still 60 mm. in one hour. 

She was reviewed in August 1964, when her general health 
was much improved, although she still had joint symptoms. 
On examination, the sterno-clavicular joints and acromio­
clavicular joints we~e still tender and range of shoulder 
abduction was to 115 on the right and 180° on the left. 
The right wr ist joint was slightly limited, tender and 
thickened, and there was a minimal effusion of the left 
knee. The E.S.R. was 32 mm. in one hour, haemoglobin 82% 
and S. C. A.T. negative. 

Diagnosis 

Polymyalgia rheumatica and psoriasis. 
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CASE 65 

Mrs. E.B., aged 69, had had symptoms due to osteoarthrosis 
of her knees for many years. In December 1963, her general 
health began to deteriorate. Two weeks later, she suddenly 
developed lumbar backache, increased pain in both knees and, 
a week later, pain in both shoulder girdles, which became 
progressively more limited in movement. Morning stiffness 
persisted for 4 hours. In March 1964, she developed pain 
in both wrists and the metacarpo-phalangeal joints of both 
hands. During the first 5 months, she lost 16 pounds in 
weight. She was admitted to the Devonshire Royal Hospital 
in April 1964 for 7 weeks . 

Examination 

Her blood pressure was 200/110. There was a moderately 
loud aortic systolic murmur. There was slight tenderness 
in the region of the posterior branch of the right superficial 
temporal artery. In the locomotor system, she had 3Vidence 
of generalised osteoarthrosis. The right second and third 
metacarpo-phalangeal joints and both wrists were slightly 
thickened, tender and limited. Both sterno-clavicular 
joints were tender with minimal thickening on the left. 
Both shoulders were limited with range of abduction to 
105° on the right and 120° on the left. Both knees had 
minimal effusions. 

Investigations 

E. S.R. 43 mm. in one hour 
S.C.A.T . positive l/64 

On radiological examination, there were no changes, 
apart from evidence of degenerative joint disease. 

A biopsy of the right temporal artery showed no evidence 
of arteritis. 

Course 

Following admission, she rapidly improved and, within a 
week, the pain and swelling of the wrists and metacarpo-phalangeal 
joints had cleared completely. On discharge, she was much 
improved and shoulder range was almost full, but her E.S.R . 
was still 40 mm. in one hour. Unfortunately, she was not able 
to attend for review, but wrote in October 1964 saying that she 
was gett ing on well . 
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Comment 

This ~atient had the clinical features of polymyalgia 
rheumatica, but also had transient synovial thickening of 
the wrists and some metacarpo-phalangeal joints. She 
also had a positive S.C.A.T. It is impossible, at this 
stage, to classify her definitely as having either polymyalgia 
rheumatica or rheumatoid arthritis, although her clinical 
picture was more suggestive of polymyalgia rheumatica. 

Diagnosis 

Polymyalgia rheumatica. 

CASE 66 

Mrs . M.B., aged 62, was found to be suffering from 
Addison 's disease in 19§3. She had been maintained 
satisfactorily on cortisone, 50 mg. daily, and additional 
salt. In January 1963, she noted malaise, excessive 
tiredness, depression and increased sweating. Two months 
later, she developed lumbar and hip girdle pain, followed, 
a week later, by pain in the neck, shoulders and knees, 
which was associated with severe morning stiffness lasting 
for half an hour. She was admitted to her local hospital 
and, following an increase of the cortisone to 75 mg. daily 
and the addition of Fludrocortisone, 0.1 mg. daily, she 
was somewhat improved. She remained unchanged for 6 months 
and then had an exacerbation of symptoms with pain also in 
the right wrist. She was admitted to the Devonshire Royal 
Hospital in April 1964 for 14 weeks under the care of Dr. J. 
Sharp. 

Examination 

Both sterno-clavicular and acromio-clavicular joints 
were tender and thickened. There was an effusion of the 
right shoulder joint with bilateral shoulder girdle 
limitation, total abduction being 105° on the right and 
100° on the left. There was tenderness over the right 
third, fourth and fifth costochondral junctions. There 
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were tender focal areas at the insertion of tendons 
around the right wrist joint. There were synovial 
effusions in both knees and multiple tender focal 
areas around the pelvis. 

Investigations 

E.S.R. 112 mm. in one hour 
Haemoglobin 56% 
S.C.A.T. negative 
Serum albumin 3 gm.% and serum globulin 3 gm.% with 

a slightly increased alpha 2 fraction on electrophoresis. 

On radiological examination, there was marked erosion 
of the right and minimal erosion of the left acromio­
clavicular joints, these changes having appeared 
since previous films in March 1963. There was 
partial fusion of the right sacro-iliac joint, 

Course 

which appeared to be of long duration and it was 
considered that it might possibly be attributed 
to earlier tuberculosis of the joint, rather than 
a spondylitic process. 

It was found necessary to add Prednisolone, 11 mg. 
daily, to her therapy and, with this, she made satisfactory 
progress. At the time of discharge, she was much improved 
and virtually free of pain. 

She was reviewed in November 1964, when her joint 
symptoms and general health were much improved. Her 
E.S.R. was 40 mm. in one hour, haemoglobin 90% and 
S.C.A.T. negative. 

Diagnosis 

Polymyalgia rheumatioa and Addison's disease. 
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CASE 67 

Mrs. A.H., aged 70, suddenly developed pain in the neck 
and shoulder girdles in June 1961. A few weeks later, she 
developed bilateral hip girdle pain, pain in the lower 
dorsal region and both knees. Morning stiffness lasted 
for about 1 hour and was so severe that she had difficulty 
in getting out of bed in the mornings. 

In June 1962, she attended the University of Manchester, 
Rheumatism Research Centre, when she was found to have 
tenderness of both acromio-clavicular and sterno-clavicular 
joints and synovial thickening of the right elbow and both 
knees. The E. S.R, was 51 mm. in one hour and haemoglobin 76%. 

In July 1962, she developed severe throbbing headache 
and tenderness in both temporal and occipital regions and 
also over the mandible. These pains were present throughout 
the day, aggravated by lying down and improved by sitting up. 
The tenderness in the occipital region was so severe that 
she was unable to lie on her back. Analgesics did not 
affect the pains. One week after the onset of the head­
aches, she suddenly developed diplopia which cleared in 3 
weeks . At the same time, she had occasional photopsiae. 
The headache and tenderness improved after 4 months. 

She was admitted to the Manchester Royal Infirmary 
in December 1962 under the care of Professor J.H. Kellgren. 
Until then, she had lost 21 pounds in weight. On 
examination, bo~h shoulders were ve~ limited with total 
abduction to 40 on the right and 90 on the left. The 
proximal interphalangeal joints were slightly thickened and 
there were multiple tender focal areas over the interspinous 
ligaments. Her E.S.R. was 70 mm. in one hour, haemoglobin 
78%, serum albumin 3.6 gm.% and serum globulin 3.9 gm.% 
with increased alpha 2 and gamma globulin fractions. 
While in hospital, her sedimentation rate rose to 108 mm. 
in one hour and then began to fall and, on discharge, was 
54 mm. in one hour. She continued to improve slowly 
but, in March 1964, had an exacerbation of locomotor pain 
and, at the same time, began to have transient episodes 
of left homonomous hernianopia lasting up to 15 minutes . 
These only came on while she was erect and cleared more 
rapidly on lying down. 



() 
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She was seen personally in April 1964 and admitted 
to the Devonshire Royal Hospital for further investigations. 

Examination 

She had complete alopecia. There was considerable 
reduction in pulsation of all the cranial arteries, but 
no tenderness or thickening. These arteries did not 
appear to be situated in the usual sites. She was 
tender in the region of the lower abdominal aorta. 
In the locomotor system, she had evidence of generalised 
osteoarthrosis but no evidence of inflannnatory activity. 

Investigations 

E.S.R. 41 mm. in one hour 
Haemoglobin 92% 
S.C.A.T. negative 

A biopsy of the left temporal region was performed 
and 3 strands of tissue removed. One of these 

Course 

was an artery with the lumen reduced in size and 
the wall largely replaced by fibrous tissue, and 
another was considered to be an artery, which was 
completely occluded and largely replaced by fibrous 
tissue. These were considered to represent the 
healed "burnt out" sequelae of an old arteritis. 

Following treatment with Prednisolone , 8 mg. daily, 
her visual symptoms cleared and her E.S.R. fell to 13 mm. 
in one hour. 

Diagnosis 

Polymyalgia rheumatica and definite arteritis. 
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CASE 68 

Mrs. S.D., aged 63, developed pain and swelling of 
the hands, wrists, knees and ankles, and pain in the 
shoulders and neck, associated with morning stiffness, 
poor general health and depression, in May 1962. 

She was seen by Dr. J. Sharp in September 1962 when 
the only abnormal physical signs were the presence of 
tenderness around the wrists and the acromio-clavicular 
joints. The E.S.R. was 42 mm. in one hour and S.C.A. T. 
negative. She slowly improved and, in June 1963, her 
E.S.R. was 16 mm. in one hour. 

In September 1963, she awoke with severe pain in the 
neck and both shoulders, followed, within a few days, by 
hip girdle pain and increased pain in the knees. In 
October 1963, she developed generalised headache and, in 
March 1964, severe bitemporal pain and tenderness and 
pain over the lower jaws. At the same time, she developed 
photophobia. Her general health rapidly deteriorated and 
she lost 40 pounds in weight over 2 months. She became 
very depressed, her skeletal pains increased in intensity 
and morning stiffness persisted for 5 hours. She was 
admitted to the Devonshire Royal Hospital in April 1964 
for 3 months. 

Examination 

She was an ill-looking woman. The blood pressure 
was 150/70 in both arms. There was a systolic murmur 
over the left subclavian artery and the pulsation in the 
right carotid artery appeared to be reduced. She was 
tender over the abdominal aorta and over both femoral 
arteries. The temporal and facial arteries were thickened 
and tender with reduced pulsation and the occipital arteries 
were tender. Her whole spine was limited with multiple 
tender interspinous ligaments. The sterno-clavicular and 
acromio-clavicular joints were tender and total range of 
sho~lder abduction was reduced to 125° on the right and 
160 on the left side. There was focal tenderness at 
the insertion of the left extensor carpi ulnaris tendon 
at the wrist. There were minimal effusions in both knees 
and multiple tender focal areas around the shoulders, 
knees and pelvis. 



Investigations 

E.S.R. 115 mm. in one hour 
Haemoglobin 63% 
Serum albumin 3.3 gm.% and 
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Serum globulin 4.3 gm.% with an increase of alpha 2 
and gamma globulin fractions 

S.C.A.T. negative 

A biopsy of the right temporal artery showed histological 
changes of active giant-cell arteritis. 

Course 

Following treatment with Prednisolone, 20 mg. daily, 
she improved~ When reviewed 2 months later in October 
1964, all inflammatory manifestations in the joints and 
arteries were suppressed. 

Diagnosis 

Polymyalgia rheumatica and giant-cell arteritis. 

CASE 69 

Mr . P.W., aged 76, had always enjoyed good health and 
had worked as an accountant and played chess for his county 
unt i l a few months before the onset of his illness. In 
March 1963, he noticed that his temporal arteries had 
become very prominent and slightly tender. A month later, 
he developed bilateral shoulder and hip girdle pain, which 
gradually increased in intensity and, within a short period, 
his memory and intellect began to deteriorate. In 
September 1963, he developed pain in the lumbar region 
and both knees and, at the same time, he began to feel 
excessively tired and lacking in energy. He was admitted 
to the Devonshire Royal Hospital, under the care of 
Dr. J. Sharp, in April 1964 for 4 weeks . 
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Examination 

He was an ill-looking man with evidence of marked 
intellectual impairment. The blood pressure was 130/70 
in both arms. His radial arteries were tortuous with 
palpable vessel walls. Both facial and temporal arteries 
were very thickened with absent pulsation. Both shoulders 
had an almost full range of movement with painful arcs on 
abduction. The left acromio-clavicular joint was tender 
and the left sterno-clavicular joint slightly unstable. 
There were multiple focal tender areas around the knees 
and pelvis. 

Investigations 

E.S.R. 85 mm. in one hour 
Haemoglobin 74% 
S.C.A.T. negative 
Serum albumin 3.7 gm.% and 
Serum globulin 3.4 gm.% with an increase of alpha 2 
globulin fraction. 

A biopsy of the left temporal art~ry showed histological 
changes of act ive giant-cell arteritis, with complete 
occlusion of the lumen of the artery by intimal 
proliferation. 

Course 

Following treatment with Prednisolone, 20 mg. daily, 
his general health and locomotor symptoms improved within a 
few days and his E. S.R. dropped to 20 mm. in one hour within 
a week. The thickening of the temporal arteries slowly 
subsided, but pulsation did not return. The Prednisolone 
was reduced to 15 mg. daily after 3 weeks and, in November, 
to 10 mg. daily and, on this dose, he remained well and his 
E.S.R. remained around 10 mm. in one hour. At the most 
recent review in January 1965, he was well, but there had 
been no improvement in his intellectual state. His temporal 
arteries were felt as thin non-pulsating cords. A repeat 
biopsy of the right temporal artery in January 1965 showed 
histological changes of active, low-grade giant-cell arteritis. 

Diagnosis 

Polymyalgia rheumatica and giant-cell arteritis. 
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CASE 70 

Miss M.B., aged 70, had been treated for hypertension 
for several years. In March 1964, she suddenly developed 
bilateral hip girdle pain followed, a week later, by pain 
in the neck and bilateral shoulder girdle pain and limitation 
of movement. There was associated morning stiffness lasting 
for 4 hours. Her general health deteriorated slightly and 
she lost 4 pounds in weight. She was admitted to the 
Devonshire Royal Hospital in April 1964. 

Examination 

Her blood pressure was 200/90 in both arms and there 
were multiple premature beats. There was a soft murmur 
over the right subclavian artery. Both acromio-clavicular 
and shoulder joints were tender and limited, with total 
abduction to 120° on the right and 90° on the left. There 
were effusions in the right shoulder and right knee joints. 
Both hip joints were slightly limited in range and there were 
multiple focal tender areas around the pelvic bony points. 
There was also tenderness over the C7-Tl interspinous ligament. 

Investigations 

E.S.R. 65 mm. in one hour 
S.C.A.T. positive 1/32 

On radiological examination, there were no changes apart 
from evidence of degenerative joint disease. 

Course 

Following injections of hydrocortisone into the left 
shoulder and subdeltoid bursa, her left shoulder pain and 
limitation of movement were improved. While in hospital, 
she developed transient synovial thickening of the left 
wrist and left second and third metacarpo-phalangeal joints. 
This subsided within a few weeks and did not recur. At the 
most recent review in October 1964, her symptoms were 
virtually in remission and her E.S.R. was 10 nnn. in one hour. 
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Comment 

The clinical features in this patient were similar 
to those of the other patients in the series, . in spite of 
the positive S.C.A.T. 

Diagnosis 

Polymyalgia rheumatica. 

CASE 71 

Mrs. F.S., aged 54, developed bilateral shoulder girdle 
pa-in and limitation of movement of the shoulders in April 
1960, a few weeks after the sudden death of her husband. 
This was followed by pain in both knees and the left ankle. 
Morning stiffness persisted for 4 hours. There was 
marked deterioration of her general health and she lost 
42 pounds in weight over several months. 

She attended the University of Man chester, Rheumatism 
Research Centre in October 1961. On examination, both 
sterno-clavicular and shoulder joints were tender with 
synovial thickening of the left sterno-clavicular joint. 
The range of sho~lder movement was li~ited with total 
abduction to 120 on the right and 90 on the left. 
The left elbow was tender and limited and there were 
effusions in both knees. The cervical spine was limited 
and painful on movement. Her E.S.R. was 125 mm. in one 
hour, haemoglobin 62% and S.C.A.T. negative. 

When seen again in April 1962, she was slightly improved, 
but her E.S.R. was still 124 mm. in one hour, haemoglobin 
70%, serum albumin 3.8 gm.% and serum globulin 5.4 gm.%. 
She improved very slowly until January 1964, since when 
her progress has been more rapid. In April 1964, she had 
an episode of diplopia, which persisted for 2 weeks. 

She was reviewed personally in May 1964, when her 
general health was much improved and her joint ;- symptoms 
moderately improved. 
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Examination 

Her blood pressure was 180/100 in both arms. 
The pulsation in the anterior branch of the right 
superficial temporal artery was reduced and there was 
possible thickening in the region of the artery . 
Both sterno-clavicular joints were tender and shoulder 
range of movement was slightly limited on both sides. 
There was a small effusion in the right knee. 

Investigations 

E.S.R. 102 mm. in one hour 
Haemoglobin 83% 
W.B.C. 7,700 
S.C.A.T. negative 

Diagnosis 

Polymyalgia rheumatica and possible arteritis. 

CASE 72 
Mr. J.K., aged 64, suddenly developed pain over the 

left trochanter in December 1963 following a period of mental 
and physical stress. A few weeks later, he developed lower 
cervical and bilateral shoulder gir dle pain and limitation 
of movement. Associated morning stiffness lasted for half 
an hour. In January, he also developed continuous bitemporal 
pains and became excessively tired, lacking in energy and 
depressed. He lost 16 pounds in we ight during the next 
6 months and, in May, developed intermittent claudication 
of the calves. He was admitted to the Manchester Royal 
Infirmary in June 1964 under the care of Professor J.H. Kellgren, 
where he was seen personally. 

Examination 

The blood pressure was 130/65 in both arms. Both 
temporal arteries were moderately thickened and tender 
with reduced pulsation. Both facial arteries were 
thickened and tender with absent pulsation. The 



dorsalis pedis pulsation could not be felt. Both 
should5rs were limited with &otal range of abduction 
to 110 on the right and 105 on the left. His 
cervical spine was slightly limited in movement and 
there were tender focal areas over the C7 to T2 inter­
spinous ligaments. 

Investigations 

E.S.R. 72 mm. in one hour 
Haemoglobin 82% 
W. B.C. 12,500 
S.C.A.T. negative 
Serum albumin 3.6 gm.% and 
Serum globulin 3.3 gm.% with an increased alpha 2 
globulin fraction. 

A biopsy of the left temporal artery showed changes of 
active giant-cell arteritis with complete occlusion 
of the lumen by intimal proliferation. 

Course 

Following treatment with Prednisolone, 20 mg. daily, 
his locomotor symptoms were suppressed within a day, but 
the thickening of the temporal arteries remained unchanged 
for several days. The Prednisolone was increased to 
80 mg. daily and, following this, the thickening and 
tenderness of his temporal arteries rapidly subsided. 

Diagnosis 

Polymyalgia rheumatica and giant-cell arteritis. 
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CASE 73 

Mrs . M.A., aged 65, had been well until August 1963, 
when she developed pain behind the knees and lumbar 
backache. At the same time, she began to feel unwell 
and excessively tired. In October, she developed pain, 
swelling and limitation of movement of both temperomandibular 
joints. Four days later, she developed very severe 
bitemporal headaches with marked local tenderness. 
These headaches usually came on in the afternoon, persisted 
through the night and were improved in the morning. During 
this time, she had a persistent pyrexia from 100° to 102°F., 
felt ill and lost 18 pounds in weight in 3 months. In 
December, when her headaches began to improve, she developed 
bilateral shoulder girdle pain and limitation of movement, 
with morning stiffness lasting 2 hours. In March 1964, she 
slowly began to improve but, in June, developed bilateral 
hip girdle pain. 

She attended the University of Manchester, Rheumatism 
Research Centre in June 1963. On examination, her temporal 
arteries had reduced pulsation. The left acromio-clavicular 
joint was thickened and tender, and the left sterno-clavicular 
joint and cervical spine were tender. Both shoulders were 
limited with abduction to 120° on each side. The E. S.R. 
was 63 mm., haemoglobin 82~, W.B.C. 5,200 and S.C.A.T. 
negative. 

She was seen personally in August 1964, when she still 
had shoulder girdle pain and morning stiffness lasting 
half an hour. 

Examination 

There were no systemic abnormalities. Both facial 
arteries were tender and both temporal arteries tender, and 
possibly thickened. The left acromio-clavicular and shoulder 
joints were tender and slightly limited. There were 
multiple tender focal areas around the pelvis and the 
cervical spine was moderately limited on movement. The 
E.S.R. was 49 mm. in one hour. 
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Course 

She was admitted to the Devonshire Royal Hospital in 
September 1964 for a temporal artery biopsy, when her 
general health was already much improved. 

On examination, there was minimal tenderness of the 
right temporal artery but no thickening. Her E.S.R. 
was then 15 mm. in one hour, haemoglobin 90%, W.B.C. 
4,500 and S.C.A.T. negative. Serum albumin was 4.9 gm.% 
and serum globulin 3.3 gm.% with normal electrophoresis. 
A biopsy of the anterior branch of the right temporal 
artery was performed, but this showed no evidence of 
arteritis. Subsequently, more sections were cut from 
the same biopsy and these showed a small area of 
lymphocytic and plasma cell infiltration in the 
adventitia, which may represent a very mild arteritic 
lesion. 

Comment 

In this study, Mrs. M.A. was classified in the group 
with possible arteritis, but it is now considered that her 
clinical picture was sufficiently characteristic of 
arteritis for her to have been classified in the definite 
arteritis group. 

Diagnosis 

Polymy;lgia rheumatica and possible arteritis. 

CASE 74 

Mrs. V. E., aged 53, had been well until January 1964, 
when she developed mild bilateral hip girdle pain . In March 
she developed cervical pain followed by pain in both shoulders 
and knees and, in June, she developed lumbar backache. These 
symptoms were associated with morning stiffness lasting 4 
hours, which was so severe that she had difficulty in getting 
out of bed in the morning. Her general health deteriorated 
and she began to feel excessively tired. During 6 months, 
she lost 22 pounds in weight. She had had psoriasis until 
15 years previously. 
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She was seen at the University of Manchester, Rheumatism 
Research Centre in June 1964 and admitted to the Devonshire 
Royal Hospital for 6 weeks in July. 

Examination 

The blood pressure was 150/80 and soft murmurs were 
audible over the right subclavian, axillary, carotid and 
the left femoral arteries. Both dorsalis pedis and 
posterior tibial pulses could not be felt. Oscillometric 
deflections were reduced in the calves, the values being 

. 3/100 in the right and 1.5/70 in the left calf. In the 
arms, the values were 8/140 in each arm. In the locomotor 
system, she had evidence of mild generalised osteoarthrosis. 
The lumbar spine was moderately limited and painful on 
movement. The left acromio-clavicular and right shoulder 
joints were tender with multiple focal tender areas around 
the shoulders0 Shoulder abduction was to 90° on the 
right and 180 on the left. There were multiple focal 
tender areas around the pelvis and knees. 

Investigations 

E.S.R. 110 mm. in one hour 
Haemoglobin 87% 
S.C.A.T. negative 
Serum albumin 4.1 gm.% 
Serum globulin 3.9 gm.% with increased alpha 2 globulin 
fraction on electrophoresis. 

Course 

In hospital, her locomotor symptoms and general health 
rapidly improved but, when discharged, her E.S.R. was still 
70 mm. in one hour. 

Corrment 

Mrs. V.E. has signs of vascular disease, the nature of 
which is not clear. She has been classified in the group 
without arteritis, but it will not be sur prising if she does 
develop features more suggestive of arteritis . 

Diagnosis 

Polymyalgia rheurnatica. 
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CASE 75 

Mr. A.G., aged 53, suddenly developed bilateral hip 
girdle and right knee pain in January 1964. Two months 
later, he gradually developed bilateral shoulder girdle 
pain and pain in the neck followed, a month later, by 
lumbar backache and, in April, by pain in both wrists. 
He was stiff in the morning for up to 6 hours. His 
general health deteriorated with depression, malaise 
and loss of 14 pounds in weight in 6 months~ He was 
admitted to the Devonshire Royal Hospital under the care 
of Dr. J. Sharp in July 1964 for 7 weeks. 

Examination 

His blood pressure was 160/100 in both arms. There 
were no systemic abnormalities. His whole spine was 
moderately limited and painful on movement with multiple 
focal tender areas in the cervical, dorsal and lumbar regions. 
There were multiple focal tender areas at the insertions of 
tendons around the wrists, shoulders, pelvis and knees. 
Both acromio-clavicular joints were tender and there was 
a minimal effusion in the right knee. 

Investigations 

E.S.R. 33 mm. in one hour 
Haemoglobin 90% 
S.C.A.T. negative 
Serum albumin 4.1 gm.% 
Serum globulin 3.3 gm.% with normal electrophoresis. 

Course 

Following injections of hydrocortisone into multiple 
focal tender areas, he was much improved. After his discharge <. 
from hospital, he developed herpes zoster of the dorsal region. 
This was associated with an exacerbation of his locomotor 
symptoms and the onset of frontal headaches. When seen in 
November 1964, he had slight tenderness over both temporal 
and the right occipital arteries. His E.S;R. was then 
15 mm. in one hour. He was readmitted to hospital and a 
right temporal artery biopsy performed, but this showed no 
histological evidence of arteritis. 

Diagnosis 

Polymyalgia rheumatica. 
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CASE 76 
Mrs. M.F., aged 68, had been well until February 1964, 

when she awoke during the night with severe pain in the neck 
radiating to the occipital region and vertex, pain in the 
shoulder and hip girdles, lumbar region and knees. 
Associated morning stiffness lasted almost all day at the 
onset. She felt very ill and depressed from the onset 
and rapidly deteriorated during the first 6 weeks, which 
she spent in bed at home. During this time, she lost 
18 pounds in weight. She was admitted to hospital at 
the end of March and had numerous investigations for 
suspected carcinomatosis, which were all negative. 
A subtotal tbyroidectomy was performed for an adenoma 
of the thyroid, but this resulted in no improvement. 

She was admitted to the Devonshire Royal Hospital in 
August 1964 for 7 weeks, when she was unchanged. In May, 
she had developed a throbbing sensation in the left side 
of the head and in the ear synchonous with her pulse. 
At about the same time, she had developed impaired vision 
of the left eye. 

Examination 

Her blood pressure was 140/80 in the right and 120/80 
in the left arm. Oscillometric deflections were 6/90 in 
the right and 3/80 in the left calf. The left axillary 
pulse was reduced and had a palpable thrill, and the 
left temporal artery had possible reduced pulsation. 
Both dorsalis pedis and posterior tibial arteries were 
not palpable. There was a moderately loud murmur over 
the right axillary and a loud high-pitched murmur over the 
left axillary artery. There were also murmurs over the left 
carotid, the abdominal aorta and both femoral arteries. 
Both sterno-clavicular and acromio-clavicular joints were 
tender and shoulder abduction was limited to 130° on the 
right and 90° on the left side. There were multiple 
focal tender areas aroW1d the knees and pelvis. 



Investigations 

E. S.R. 79 mm. in one hour 
Haemoglobin 69% 
S.C.A.T. negative 
Serum albumin 4.1 gm.% 
Serum globulin 3.3 gm.% 
Alpha 2 globulin fraction increased. 
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She was seen by an ophthalmologist, who found that one 
of the superior branches of the retinal artery was 
occluded . 

A biopsy of the left temporal artery was performed, 
but no artery was found in the tissues removed. 

Course 

Following treatment with Prednisolone, 10 mg. daily, 
there was a remarkable improvement :"in her general health 
and her locomotor symptoms subsided. She remained well 
and her E.S.R. remained normal . The vascular murmurs 
remained unchanged and her vision improved subjectively. 
In January 1965, she again developed impaired vision of 
the left eye. On examination in February 1965, there 
was thickening and tenderness in the region of the right 
temporal artery. A nru.rmur was audible over the right 
internal carotid artery, which had not previously been 
recorded and she had developed a superior temporal field 
defect of the left eye. Her E.S.R. was 8 mm. in one hour. 

Comment 

Although a positive temporal artery biopsy was not 
obtai ned, her clinical features were characteristic of 
giant-cell arteritis . 

Diagnosis 

Polymyalgia rheumatica and definite arteritis. 
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CASE 77 

Mr . R.I., aged 75, had had symptoms due to degenerative 
joint disease for 30 years. Unfortunately, it was 
impossible to obtain a reliable history due to his 
poor memory. During 1961, he developed pain and 
limitation of the shoulders and also pain in the neck, 
hands and hip girdles associated with morning stiffness 
lasting more than 3 hours. His general health deteriorated 
and he lost more than 20 pounds in weight. In March 1964, 
he developed severe bitemporal pain and tenderness, which 
persisted for several months. During this time, his 
memory and hearing deteriorated. He was seen in August 
1964. 

Examination 

His blood pressure was 250/100 in both arms. His 
radial arteries were tortuous and the vessel walls were 
palpable. Both temporal arteries had localised thickened 
and tender areas. Both sterno-clavicular joints were 
tender and the right was unstable. Both shoulders 
were tender and limited with total abduction to 110° on 
each side. 

Investigations 

E.S.R. 53 mm. in one hour 
Haemoglobin 68% 
S.C.A.T. negative 

Prednisolone therapy was advised, but he refused to 
have any treatment. 

Diagnosis 

Polymyalgia rheumatica and possible arteritis. 
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CASE 78 

Mrs. G.P., aged 69, had been well until January 1957, 
when she developed lumbar and hip girdle pain associated 
with morning stiffness lasting an hour. In March, she 
developed a persistent generalised headache. She 
attended the Devonshire Royal Hospital in May 1957, when 
her E.S.R. was 40 mm. in one hour. In August, her 
headaches became more severe and were accompanied by 
nausea and vomiting. Soon after, she developed a 
continuous noise "like an engine" in the head. In 
September 1957, she suddenly developed impaired vision 
of the left eye, due to occlusion of the retinal artery. 
Her vision returned within a few hours and was apparently 
normal within a few weeks. In November, she suddenly 
developed ptosis of the left eyelid and diplopia. 
She was referred to the Manchester Royal Infirmary in 
January 1958. A murmur was audible over both eyeballs. 
An intracranial aneurysm was suspected and a carotid 
angiogram performed. This showed the left internal 
carotid artery to be very tortuous and irregular in 
calibre in its upper part. 

Within a few months, her headaches and visual defects 
had cleared completely, but her locomotor symptoms 
improved very slowly. Over the years, her E.S.R. 
remained persistently elevated between 40 mm. and 50 Jillll. 
in one hour. In September 1963, she began to suffer 
from loss of balance and to fall backwards at times. 
(This history was obtained from the hospital records.) 

She was first seen personally in August 1964, when 
her general health was good, but her memory poor. She 
still had occasional pain in the left knee and lumbar 
backache. 

Examination 

Her blood pressure was 150/90 in the right and 
110/ 60 in the left arm. The left carotid artery 
pulsation was reduced. There were murmurs over the 
left axillary and both femoral arteries. The left 
dorsalis pedis and both posterior tibial arteries were 
not palpable. 
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Apart from an effusion in the left knee and 
evidence of generalised osteoarthrosis, there were no 
abnormalities in the locomotor system. 

Investigations 

E.S.R. 50 mm. in one hour 
Haemoglobin 91% 
S.C.A.T. negative 

A biopsy of the right temporal artery was performed, 
which showed changes which were presumed to be due to a 
healed arteritis . (Fig. 45) 

Diagnosis 

Polymyalgia rheumatica and definite arteritis. 

CASE 79 

Mrs. G.A., aged 66, was well until August 1963, 
when she gradually developed lower cervical, shoulder 
girdle and lumbar pain, followed within a few weeks by 
hip girdle pain. She gradually deteriorated for 2 months 
and her shoulders became so limited that she was unable 
to abduct them more than a few degrees. Morning stiffness 
persisted for up to 6 hours. Her general health began to 
deteriorate from the onset and she lost 28 pounds in weight . 
In September 1963, she developed very severe headache 
and felt tender swellings in the temporal and occipital 
regions, which persisted for 3 months before they began 
to improve. 

She was admitted to the Harrogate Royal Bath Hospital 
in October 1963 for 4 months. Her E. S.R. was found to 
be 88 mm. in one hour and haemoglobin 77%• In December 
1963, she began to have transient blurring of vision of 
the right eye lasting a few minutes and her E.S.R. rose 
to 103 mm . in one hour. In January 1964, she had an 
episode of complete loss of vision in the right eye, which 
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persisted for 1 hour. This came on while doing 
exercises in a warm pool. In February, treatment 
with Prednisolone, 12 mg. daily, was commenced 
following which she slowly improved. 

She was referred to the Manchester Rheumatism 
Research Centre in July 1964 and seen personally 
in August 1964. Her main complaint was of extreme 
exhaustion. 

Examination 

Her blood pressure was 160/80 in both arms . 
The left temporal and occipital arteries were slightly 
thickened, tender and not pulsating. The right 
temporal artery was tender. The right carotid artery 
was dilated and tortuous. The right dorsalis pedis 
and the left posterior tibial arteries were not 
palpable. A soft murmur was audible over the right 
axillary artery. In the locomotor system, the 
lumbar spine was limited with tenderness over the 
L2-14 interspinous ligaments. The left acromio­
clavicular joint was tender and there were tender 
focal areas around the pelvis. 

Investigations 

E.S.R. 61 mm. in one hour 
Haemoglobin 86% 
S.C.A.T. negative. 

A biopsy of the right temporal artery was performed, 
which showed evidence of almost quiescent arteritis. 

Course 

Following increase of the Prednisolone to 20 mg. daily, 
her general health rapidly improved and, in October 1964, 
her E.S.R. was 5 mm. in one hour. 

Diagnosis 

Polymyalgia rheumatica and definite arteritis. 
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CASE 80 

Mr. J.G., aged 68, was referred to the Devonshire 
Royal Hospital with suspected degenerative disc disease 
of the cervical spine in September 1964. In the 
middle of July 1964, while fixing an electric wire under 
a shelf, he twisted his neck and felt a sudden severe 
pain with limitation of the lower cervical region. 
This pain rapidly got worse over the next few days 
and was aggravated by neck movements. There was 
associated morning stiffness and exacerbation lasting 
about 2 hours. A few days later, the pain radiated 
to the occipital and both fronto-temporal regions. 
This headache was throbbing in character. When 
seen in the Out Patient Department 2 months later, 
he had painful limitation of the neck and slight 
tenderness in the region of the temporal arteries. 
In view of the morning stiffness, he was thought to 
have polymyalgia rheumatica with possible temporal 
arteritis. 

He was admitted to hospital 2 weeks later. 

Examination 

He had thickening and tenderness of both temporal 
and occipital arteries. He also had diplopia and an 
inferior field defect of the right eye. The cervical 
spine was limited and painful on movement with 
tenderness over the 04-05 interspinous ligament. 
There was slight tenderness over both temporomandibular 
and the right acromio-clavicular joints, but no other 
focal tender lesions. 

Investigations 

The E.S.R. was 25 mm. in one hour and the 
electrophoresis showed a slight increase in alpha 2 
globulin when seen in the Out Patient Department. 
On admission, the E.S.R. was 10 mm. in one hour and 
remained persistently normal. A biopsy of the 
temporal artery showed evidence of active giant-cell 
arteritis. 
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Course 

He was treated with Prednisolone, 60 mg. daily. 
The thickening and tenderness of the temporal arteries 
rapidly subsided and the visual field of the right eye 
improved, but did not return to normal. 

Conunent 

This patient presented with several unusual 
features. The history at onset of cervical pain 
and limitation was typical of that usually found in 
cervical degenerative disc disease . However, the 
presence of morning stiffness led to the suspicion 
that there might be an inflammatory component . 
Furthermore, on admission, the sedimentation rate 
was normal in spite of the presence of a very active 
arteritis . 

Diagnosis 

Polymyalgia rheumatioa and giant-cell arteritis . 

CASE 81 

Miss G.W., aged 81, had always enjoyed excellent 
health until the death of her sister. Following this, 
in September 1962, both knees became painful and swollen. 
At the same time, she began to feel ill, tired and 
lacking in energy. Some months later, she developed 
lumbar backache and then remained unchanged. In 
January 1964, she developed bilateral shoulder girdle 
pain and limitation with morning stiffness lasting 1 hour . 
In August 1964, she developed increased shoulder girdle 
pain and pain in the neck, and noticed swelling over 
the sterno-clavicular joints. She also had slight 
pain over the temporomandibular joints, which was 
only present for a few minutes in the mornings . 
She had never had severe headache or tenderness. 

She was admitted to the Devonshire Royal Hospital 
in September 1964. 
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Examination 

An area f" long of the anterior branch of the left superficial temporal artery was slightly thickened and tender. There was marked synovial thickening and instability of both sterno-clavicular joints and slight limitation of shoulder girdle range. There was an effusion of the left knee . 

Investigations 

E.S.R. 20 mm . in one hour Haemoglobin 98% 
W.B.C. 8,8oo 
S.C. A.T . negative 
Blood urea 52 mg./100 ml. Serum albumin 4.5 gm.% Serum globulin 3.0 gm.% with normal electrophoresis. 
A biopsy of the sterno-clavicular joint showed histological changes of active synovitis . 
A biopsy of the left superficial temporal artery at the site of thickening showed histological changes of active giant-cell arteritis . 

Course 

Following treatment with Prednisolone,10 mg. daily, she rapidly improved. 

Diagnosis 

Polymyalgia rheumatica and giant-cell arteritis. 




