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A 73-year-old woman presented to the emergency depart-
ment with erythroderma. A pruritic periorbital rash had 
spread cephalocaudally over months, eventually involving 

nearly her entire body surface. Topical corticosteroids, for presumed 
atopic dermatitis, were ineffective. She subsequently developed 
proximal weakness and dysphagia, prompting admission to hospital.

Examination showed thickened patches over the extensor sur-
faces of the patient’s interphalangeal joints (Gottron sign) and eyelid 
erythema with periorbital edema (Figure 1). Her creatinine kinase 
was elevated (1327 [normal range 30–135] nmol/L). T2-weighted 
magnetic resonance imaging of the quadriceps confirmed active 
muscular inflammation. Skin biopsy showed perivascular lympho-
cytic infiltrate, basal vacuolar changes and dermal mucin deposits.

The findings of erythroderma, heliotrope rash and Gottron 
sign, alongside myositis, suggested dermatomyositis. Anti-
nuclear antibody titers were > 1/640 with anticentromere anti-
body positivity (other routine serologies, including anti-Jo-1, 
were negative). There was no interstitial pulmonary fibrosis.

We performed computed tomography of the patient’s head, 
neck, chest and abdomen to assess for malignancy. We identified a 
gastric mass and on biopsy, confirmed it to be gastric adenocarci-
noma. Extended myositis antibody panel showed transcription 
intermediary factor 1-γ (TIF1-γ) antibodies, consistent with cancer-
associated dermatomyositis. We began systemic glucocorticoid 
therapy with prednisone (1 mg/kg), followed by intravenous immu-
noglobulin and azathioprine. The erythroderma  gradually resolved 
and the patient’s functioning recovered. Further considerations for 
managing the underlying malignancy are underway.

Dermatomyositis is a multisystem inflammatory disorder char-
acterized by proximal weakness with dermatologic manifesta-
tions.1 Characteristic cutaneous findings include Gottron papules, 
heliotrope rash and, rarely, erythroderma (diffuse erythema involv-
ing most of the body surface).1,2 Supportive investigations include 
elevated muscle enzymes and classic antibodies, anti-Jo-1 and 
anti-Mi-2. Extended serologies may predict phenotypes and disease 
complications. Further evaluation should assess for end-organ con-
sequences, including interstitial lung disease and esophageal dys-
motility. Initial management of dermatomyositis consists of gluco-
corticoid therapy and steroid-sparing agents.1

Up to one-third of patients with dermatomyositis are given a 
diagnosis of cancer, often adenocarcinoma, with peak incidence in 
the first year after diagnosis.1 Antibodies targeted against p155 
(TIF1-γ antibodies) have a high specificity for cancer-associated 
dermatomyositis and are associated with severe dermatologic 
manifestations.3,4 Patients should undergo cancer screening. 
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Figure 1: Erythrodermic rash from paraneoplastic dermatomyositis in a 
73-year-old woman. A) Eyelid rash with periorbital edema (heliotrope sign). 
B) Thickened erythematous patches over extensor surfaces of the interpha-
langeal joints (Gottron sign). C) and D): Erythema.
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