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Dear Editor,

A 60-year-old man presented with a 1-month history of high

fever and an erythematous rash on the back and trunk. Got-

tron’s papules and mechanic’s hand lesions were also

observed. Muscle weakness was not detected by manual

muscle testing. Laboratory examination showed elevations of

creatine kinase (807 IU/l; 64–279) and aldolase (10.9 U/l;

2.1–6.1). Coagulation test was normal. Antinuclear antibody

test result was positive, with a speckled pattern, and titer 1:80.

Anti-DNA, anti-Jo-1, and anti-U1-RNP antibodies were

negative. High-resolution computed tomography (HRCT)

did not detect any internal organ abnormalities. An electro-

myogram of the muscles was normal. A muscle biopsy

showed sparse infiltration of lymphocytes between the mus-

cle fibers. On the basis of these findings, dermatomyositis was

diagnosed. Administration of oral prednisolone (60 mg/day)

was started. On day 25, patient was in respiratory failure.

HRCT detected consolidation and ground glass opacities.

Therefore, an i.v. pulse of methylprednisolone (1,000 mg/

day for 3 days) was initiated. Unfractionated heparin (UFH)

(10,000 IU) was also started to prevent venous thrombosis.

After this treatment, the patient had 2 episodes of spontaneous

intramuscular hemorrhage. The first episode occurred after

6 days of pulse methylprednisolone treatment. The patient

complained of rapid-onset back pain. A CT revealed

intramuscular hemorrhage in the left deltoid with hema-

toma spread into the intra fascia (Fig. 1a). Activated

partial thromboplastin time [APTT (89.2 s; normal range,

24.8–35.0)] was prolonged, and UFH administration was

stopped. However, 3 days after the first hemorrhage, a second

episode occurred despite normal coagulability. The patient

complained of sudden cervical pain and a 12-cm subcutane-

ous hematoma was revealed with no injury detected. A CT

demonstrated another intramuscular hematoma in the trape-

zius muscle (Fig. 1b). The patient’s hemoglobin had fallen

from 97 to 67 g/l; coagulation parameters were all within

normal ranges. The autoantibodies related to coagulation

disorder were not detected. The patient needed a transfusion

(2 units of packed red blood cells). The patient subsequently

experienced an exacerbated IP and died. Dermatomyositis

accompanied by spontaneous intramuscular hemorrhage is

neither a recognized complication of dermatomyositis nor a

side effect of its treatment. There have been 6 other reported

cases of dermatomyositis accompanied by spontaneous

intramuscular hemorrhages [1–5] (Table 1). In case 5, the

patient had also received i.v. UFH, but APTT was normal [5].

The patients in cases 2 and 3 had not received any antico-

agulant therapy [2]. In our case (no. 7, Table 1), the patient

was treated with i.v. UFH and methylprednisolone. There-

fore, there is a possibility that the first intramuscular hemor-

rhage was caused by abnormal coagulability. However, the

coagulability at the time of the second hemorrhage was

completely normal. We believe that the cause of the intra-

muscular hemorrhages observed in dermatomyositis patients

with normal coagulability may imply the presence of intrinsic

risk factors for spontaneous intramuscular hemorrhage in

patients with dermatomyositis. Kissel et al. [6] found immune

complex in the wall of intramuscular venules and arterioles,

indicating that complement is deposited, bound, and acti-

vated within the intramuscular microvasculature in patients

with dermatomyositis. In dermatomyositis, there is focal

capillary depletion and the capillary density is significantly

reduced [7]. These capillary changes were not revealed in
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polymyositis. We suggest that the intramuscular hemorrhage

in dermatomyositis was related to: (1) vessel-wall fragility

caused by capillary vasculitis; (2) tissue fragility due to ste-

roid treatment for dermatomyositis; and (3) prophylactic

heparin.

We reported a case of dermatomyositis complicated with

spontaneous intramuscular hemorrhage despite normal coag-

ulability. Some other reports and our experience suggest that

patients with dermatomyositis may have intrinsic risk factors

for life-threatening intramuscular hemorrhage, and i.v.

administration of UFH may affect the onset of hemorrhage.
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Fig. 1 HRCT scan of the back showing of a intramuscular hemorrhage from left deltoid (arrow), hematoma (enclosed by the dotted line) and

b intramuscular hematoma in trapezius muscle (arrow). HRCT high-resolution computed tomography

Table 1 Muscle hematoma in dermatomyositis

Case Age Gender Bleeding site Heparin Coagulability Intravenous methylpredonisolone

pulse

References

1 80 M Left rectus sheath, oblique right thigh Yes APTT

prolonged

Yes [1]

2 50 F Left rectus abdominis No Normal No [2]

3 11 F Right reteroperitoneum No Normal No [2]

4 77 F Left iliopsoas iliac, reteroperitoneum Yes APTT

prolonged

Yes [3]

5 64 F Right reteroperitoneum, left rectus

sheath

Yes Normal Yes [4]

6 65 F Iliopsoas both sides, thigh Yes APTT

prolonged

Yes [5]

7 60 M Left trapezius Yes APTT

prolonged

Yes Our case
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