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Case Report

Metastatic Prostate Cancer Mimicking Polymyalgia Rheumatica
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A 59-year-old male presented to the emergency department with a four-month progressive history of proximal muscle pain
and weakness with elevated erythrocyte sedimentation rate and C-reactive protein. He was initially diagnosed with polymyalgia
rheumatica (PMR) and admitted to the hospital. During his hospitalization he was found to have metastatic prostate cancer,
which was thought to be responsible for his PMR-like syndrome. By recognizing the resemblance between metastatic malignancy
and rheumatologic diseases, the emergency physician can improve diagnostic accuracy.

1. Introduction

Polymyalgia rheumatica (PMR), the most common inflam-
matory rheumatic disease of the elderly, is characterized by
proximal muscle pain and stiffness with an elevated erythro-
cyte sedimentation rate (ESR) and C-reactive protein (CRP)
[1, 2]. The diagnosis, however, is not always straightforward
[3]. Challenges in diagnosis arise from the heterogeneity of
presentation with frequent atypical symptoms [3, 4], the
large differential diagnosis of conditions that mimic PMR [2,
4–6], and a lack of agreed upon diagnostic criteria [1, 7–10].
When a patient presents to the emergency department with
a PMR-like syndrome, the goal is to identify any potentially
serious or life-threatening conditions responsible. Therefore,
the emergency physician must be aware that many disease
processes resemble PMR, some of which will require urgent
intervention or admission to the hospital for further workup.

2. Case Presentation

A 59-year-old male with no known past medical history
presented to the emergency department (ED) with diffuse,
intermittent pain, and subjective fevers for four months. The
pain was most prominent in the proximal muscle groups,
notably in the hips, shoulders, neck, and lower back. The
symptoms started four months prior with subjective fevers

and intermittent muscle aches and progressed to include
daily fevers with sweats, worsening pain, weakness, fatigue,
and dyspnea. He reported making three other trips to the ED
over the subsequent months, where he was repeatedly found
to have elevated erythrocyte sedimentation rate (ESR) and C-
reactive protein (CRP). He was treated with pain medication
and scheduled for outpatient rheumatology followup. He
was seen by rheumatology for the first time the day of the
current presentation and was noted to appear ill. He was
immediately directed back to the ED for further evaluation.
On review of systems in the ED, he denied temporal pain,
vision changes, or urinary complaints.

His vital signs upon arrival to the ED were: temperature
98.5 degrees Fahrenheit, blood pressure 135/77 mmHg, pulse
rate 102 beats/min, respiratory rate 20 breaths/min, and
oxygen saturation 99% on room air. Physical exam was
remarkable for a morbidly obese, uncomfortable patient,
with tenderness to palpation of the muscles especially at the
limb girdles and generalized weakness possibly related to
pain. Strength was 4/5 globally, and range of motion was
diminished in all extremities, but sensation and reflexes were
intact. His HEENT exam was notable for a lack of focal
tenderness over the temples. The remainder of his physical
examination was within normal limits.

Cardiac workup was negative and chest X-ray showed
no acute process. Blood cultures were sent, which would

mailto:charleyrandazzo@gmail.com


2 Case Reports in Emergency Medicine

later show no growth. Pertinent laboratory values included
Hemoglobin of 8.4 g/dL (normal range 13.2–17.3 g/dL),
ESR > 140 mm/hr (normal range 0–19 mm/hr), CRP >
380 mg/L (normal range < 10 mg/L), ALT of 48 U/L (nor-
mal range 10–40 U/L), AST of 56 U/L (normal range 5–
34 U/L), Alkaline phosphatase of 2285 U/L (normal range
38–126 U/L), and Creatine kinase of 175 U/L (normal range
37–174 U/L).

He was initially diagnosed with polymyalgia rheumatica
and treated in the ED with pain medication and stress-dose
steroids, and admitted for further workup. During his hos-
pitalization, he was followed by rheumatology and treated
with Prednisone 60 mg PO daily. A right upper quadrant
ultrasound showed several nonspecific liver lesions, and in
the context of his overall presentation, markedly elevated
alkaline phosphatase and mildly elevated transaminases, a
search for underlying malignancy was undertaken. CT scans
of the chest, abdomen, and pelvis revealed an enlarged
prostate and extensive bony lesions as well as pulmonary
and liver nodules concerning for metastatic malignancy. PSA
was elevated at 7.47 ng/mL (normal range < 4.00 ng/mL).
Prednisone was tapered during his hospitalization. His
symptoms were felt to be a PMR-like syndrome secondary
to metastatic prostate cancer. Later, a bone scan was positive
for diffuse osteoblastic metastatic disease, and a prostate
biopsy revealed adenocarcinoma. He was discharged in stable
condition, and chemotherapy was later initiated.

3. Discussion

This is a case of metastatic prostate cancer presenting with
signs and symptoms that resemble PMR. Recent guidelines
recommend a stepwise approach to diagnosis of PMR,
involving evaluation of core inclusion criteria, core exclusion
criteria, and assessing response to steroids [1]. Core inclusion
criteria include age > 50, duration > 2 weeks, bilateral
shoulder and/or pelvic girdle pain, morning stiffness, and
evidence of acute-phase response [1]. These criteria were all
met in our patient, perhaps with the exception of morning
stiffness. Core exclusion criteria are active infection, active
malignancy, and active giant-cell arteritis (GCA) [1].

Atypical features of PMR in our patient included weak-
ness, very high ESR and CRP, markedly elevated alkaline
phosphatase, prominent systemic symptoms, duration > 2
months, and age < 60 [1]. However, systemic symptoms such
as fever, malaise, and fatigue are present in 40% of patients
with PMR [2]. Additionally, while weakness is typically
considered absent in PMR, difficulty distinguishing true
weakness from reluctance to move a joint due to pain has
been described in this disease, as well as mild weakness from
disuse atrophy [3]. ESR < 40 or > 100 is considered atypical
[1], but alkaline phosphatase can be elevated [11].

PMR as the presentation of metastatic malignancy is
well known but relatively rare [12]. Prior cases of metastatic
prostate cancer mimicking PMR have been reported [13].
Other malignancies reported to mimic PMR include solid
tumors of the kidney, stomach, colon, lungs, pancreas,
uterus and ovaries, and hematologic malignancies such as
multiple myeloma and lymphoma [4, 5, 14]. Rheumatologic

syndromes in the context of cancer can be due to a pa-
raneoplastic syndrome or metastatic involvement of joints.
However, immune dysregulation, which can cause a rheuma-
tologic disease first, may lead to malignant transformation
later in the disease course [15].

Many argue that a search for occult malignancy is
unnecessary in classic presentations of PMR but required
when there are atypical features [5, 12, 13, 15, 16]. As
demonstrated in our case report, advanced imaging and
tumor markers can be helpful in these situations. Specifically
regarding prostate cancer, some have argued for a digital
rectal exam or PSA in all male patients with suspected PMR,
especially those with atypical features [13].

In addition to malignancy, other rheumatologic diseases
are commonly mistaken for PMR [4–6]. These include
rheumatoid arthritis, RS3PE syndrome, systemic lupus ery-
thematosus, spondyloarthropathy, inflammatory myopathy,
calcium pyrophosphate deposition disease, and vasculitides
[4, 5]. Nonrheumatologic diseases that may resemble PMR
including infective endocarditis, hypothyroidism, hyper-
parathyroidism, cervical stenosis, Parkinson’s disease, statin-
induced myalgia, and fibromyalgia [2, 4–6].

Clues to a diagnosis other than PMR should be sought
from the history, physical exam, diagnostic studies, and
clinical course. These include lack of pain exacerbation with
movement, diffuse aching, minimal morning stiffness, high
fever, distal arthritis, organ enlargement, painless adenopa-
thy, cytopenia, immature blood cells, monoclonal gammopa-
thy, transaminitis, elevated muscle enzymes, hematuria, and
poor response to steroids [1, 4]. In a patient recently diag-
nosed with PMR, failure of steroid therapy may signify GCA,
malignancy, infective endocarditis, spondyloarthropathy, or
amyloidosis [5]. Other clues that may specifically suggest
malignancy include personal or family history of malignancy,
carcinogen exposure, coexistent paraneoplastic syndromes,
and serologic tumor markers [15].

The occasional resemblance between malignancy and
PMR poses a challenge not only for the diagnosis of
malignancy but also for the diagnosis of PMR. Cases have
been reported in which patients with known prostate cancer
develop superimposed PMR, but the symptoms are initially
attributed to the cancer, obscuring the diagnosis of PMR and
delaying treatment [11].

The emergency physician should be aware of the afore-
mentioned conditions that resemble PMR but must also
evaluate for GCA, a serious condition within the same
disease spectrum of PMR. Evidence of GCA in a patient with
suspected PMR include abrupt onset temporal headache,
temporal tenderness on exam, vision changes, jaw or tongue
claudication, prominence or beading of the temporal artery,
diminished temporal pulse, cranial nerve palsies, and limb
claudication [1]. If GCA is suspected, steroids must be
administered immediately, as delay can lead to blindness.
However, in suspected PMR without evidence of GCA,
steroid therapy can wait until the diagnosis of PMR is estab-
lished, and a search for other diseases such as malignancy is
initiated, if necessary [1].

Our patient reported a four-month history of progressive
symptoms with multiple ED visits prior to the current
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presentation, as he waited for outpatient rheumatology
evaluation. Details of his earlier presentations were not
fully known, but it could be speculated that clues to his
true diagnosis were missed. By evaluating patients with a
PMR-like syndrome for atypical features, the emergency
physician has the power to facilitate earlier detection of
serious conditions such as GCA and metastatic malignancy.

References

[1] B. Dasgupta, F. A. Borg, N. Hassan et al., “BSR and BHPR
guidelines for the management of polymyalgia rheumatica,”
Rheumatology, vol. 49, no. 1, pp. 186–190, 2010.

[2] C. Salvarani, F. Cantini, and G. G. Hunder, “Polymyalgia
rheumatica and giant-cell arteritis,” The Lancet, vol. 372, no.
9634, pp. 234–245, 2008.

[3] R. C. Brooks and S. R. McGee, “Diagnostic dilemmas in po-
lymyalgia rheumatica,” Archives of Internal Medicine, vol. 157,
no. 2, pp. 162–168, 1997.

[4] M. A. Gonzalez-Gay, C. Garcia-Porrua, C. Salvarani, I.
Olivieri, and G. G. Hunder, “The spectrum of conditions
mimicking polymyalgia rheumatica in Northwestern Spain,”
Journal of Rheumatology, vol. 27, no. 9, pp. 2179–2184, 2000.

[5] M. Soubrier, J. J. Dubost, and J. M. Ristori, “Polymyalgia
rheumatica: diagnosis and treatment,” Joint Bone Spine, vol.
73, no. 6, pp. 599–605, 2006.

[6] F. Ceccato, C. Uña, M. Regidor, O. Rillo, S. Babini, and
S. Paira, “Conditions mimicking polymyalgia rheumatica,”
Reumatologia Clinica, vol. 7, no. 3, pp. 156–160, 2011.

[7] T. Y. Chuang, G. G. Hunder, D. M. Ilstrup, and L. T.
Kurland, “Polymyalgia rheumatica. A 10-year epidemiologic
and clinical study,” Annals of Internal Medicine, vol. 97, no. 5,
pp. 672–679, 1982.

[8] L. A. Healey, “Long-term follow-up of polymyalgia rheumat-
ica: evidence for synovitis,” Seminars in Arthritis and Rheuma-
tism, vol. 13, no. 4, pp. 322–328, 1984.

[9] H. A. Bird, W. Esselinckx, and A. J. Dixon St. A.J., “An
evaluation of criteria for polymyalgia rheumatica,” Annals of
the Rheumatic Diseases, vol. 38, no. 5, pp. 434–439, 1979.

[10] J. G. Jones and B. L. Hazleman, “Prognosis and management
of polymyalgia rheumatica,” Annals of the Rheumatic Diseases,
vol. 40, no. 1, pp. 1–5, 1981.

[11] P. Robinson, “Polymyalgia rheumatica in prostate cancer,”
Palliative Medicine, vol. 22, no. 7, pp. 872–873, 2008.

[12] J. E. Naschitz, G. Slobodin, D. Yeshurun, M. Rozenbaum, and
I. Rosner, “Atypical polymyalgia rheumatica as a presentation
of melastatic cancer,” Archives of Internal Medicine, vol. 157,
no. 20, p. 2381, 1997.

[13] I. Kane and S. Menon, “Carcinoma of the prostate presenting
as polymyalgia rheumatica,” Rheumatology, vol. 42, no. 2, pp.
385–387, 2003.

[14] T. Kampitak, “Polymyalgia rheumatica as the first presentation
of metastatic lymphoma,” Internal Medicine, vol. 49, no. 15,
pp. 1641–1643, 2010.

[15] J. E. Naschitz, “Rheumatic syndromes: clues to occult neopla-
sia,” Current Opinion in Rheumatology, vol. 13, no. 1, pp. 62–
66, 2001.

[16] J. E. Naschitz, G. Slobodin, D. Yeshurun, M. Rozenbaum,
and I. Rosner, “A polymyalgia rheumatica-like syndrome as
presentation of metastatic cancer,” Journal of Clinical Rheu-
matology, vol. 2, no. 6, pp. 305–308, 1996.


	Introduction
	Case Presentation
	Discussion
	References

