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Amyopathic Dermatomyositis with Interstitial Lung Disease
: A Case Report

Doo Hee Lee, Young Jun Cho, Jung Sik Song,
Chang Hee Seo, Jisoo Lee, Soo Kon Lee

Department of Internal Medicine, College of Medicine, Yonsei University, Seoul, Korea

Amyopathic dermatomyositis is defined by characteristic cutaneous manifesta-
tion of dermatomyositis without evidence of muscle involvement. There is no
clinical difference between dermatomyositis and amyopathic dermatomyositis.
Pulmonary involvement of dermatomyositis is so frequent than aggressive
dianostic and therapeutic approach is needed. Early steroid or immunosuppresive
treatment in pulmonary involvement of dermatomyositis gets better prognosis.
Intravenous immunoglobulin treatment is an effective and safe alternative when
the steroid or immunosuppresive treatment is ineffective or intolerable,

We are reporting a case of amyopathic dermatomyositis with interstitial lung
disease. This patient was improved with intravenous immunoglobulin treatment.

Key Words : Amyopathic dermatomyositis, Interstitial lung disease, Immuno-
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Fig. 1. Heliotropic rash on the patient’s face.
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Fig., 2. Gottron’s papule on the PIP joints of hand.

Fig. 3. Increased interstitial marking at both
lower lung field of the patient at initial
admission.
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Fig. 4. Aggravated interstitial infiltration of the
patient at follow up chest CT scan.
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