Old and rare complication of dermatomyositis:
calcinosis cutis
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Description
A 68-year-old Caucasian woman complaining of
dyspnea was admitted for pneumonia. Her past
medical history was significant for dermatomyositis diagnosed 32 years earlier, for which she
was treated with prednisolone which was tapered
down after 10 years. The diagnosis was supported
by skin biopsy and electromyography.
Following admission, she complained of
painful skin lesions over the buttocks, thighs and
iliac crests (figure 1). These lesions developed
after discontinuing glucocorticoid therapy, 15
years prior to presentation. In the last 7 years,
the patient reported spontaneous improvement
following periods of transepidermal elimination
of calcium phosphate salts1 (figure 1A).
On physical examination, hard-to-touch whitish
mentioned
lesions were found in the above-
regions, with mild inflammatory changes but
no exudation (figure 1B). Radiography of pelvis
and upper thighs revealed extensive calcification (figure 2). Laboratory tests showed normal
serum levels of parathyroid hormone, calcium,
phosphate, creatine kinase and creatinine. The
constellation of clinical history and objective findings allowed the diagnosis of dystrophic calcinosis
cutis, a rare complication of dermatomyositis.2
Calcinosis cutis was described by Virchow as
an abnormal deposition of calcium phosphate.3
Regarding the aetiology of calcium deposition,
it can be divided into four subtypes: dystrophic,
metastatic, idiopathic and iatrogenic. Possible
causes of metastatic calcinosis include primary and
secondary hyperparathyroidism, paraneoplastic
hypercalcemia, chronic renal failure and calciphylaxis. The normal serum levels of parathyroid
hormone, calcium phosphate and renal function,
together with no signs of active cancer, ruled out
these causes. There was no history of exposure
to hypercalcemic treatments to support the iatrogenic form of the disease, and the location of the
lesions was not suggestive of gouty tophi. Therefore, considering the history of dermatomyositis,
the diagnosis of the dystrophic form of the disease
was made.
Dystrophic calcinosis cutis is the most common
form of calcinosis cutis. Most cases occur in
association with autoimmune connective tissue
diseases, mainly systemic sclerosis and dermatomyositis.2 Although this condition is more
frequent in juvenile dermatomyositis, it can also
occur in adults.2 Its underlying mechanisms are
not fully understood but these lesions, which
are frequently painful and prone to infections,

Figure 1 Transepidermal elimination of calcium on the
right iliac crest (A). Lateral view of the thigh showing
extensive subcutaneous calcification (B).
can improve spontaneously by means of transepidermal elimination of calcium. There is no
clearly documented effective treatment but some
oral therapies have been used with variable results
(diltiazem, colchicine and minocycline).4 The
main goal of treatment is to relieve symptoms and
minimise functional impairment. Surgical removal
of calcinosis can be used for discrete symptomatic
areas.
This patient presented with a biphasic evolution of the disease, with the last 7 years showing

Figure 2 An image of a radiograph of the pelvis and
upper thigh showing extensive calcification.
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a spontaneous reduction of calcinosis lesions without any
complications.
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Learning points
►► Calcinosis cutis is a rare complication of dermatomyositis that
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can be seen in adult patients.

►► Treatment is of little effect but diltiazem, colchicine and

minocycline can help to relieve the symptoms.
►► Transepidermal elimination of calcium is sometimes reported
in calcinosis cutis and can be a way of eliminating calcium.
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