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Abstract
Background  The coexistence of dermatomyositis (DM)/clinically amyopathic DM (CADM) and psoriasis has been 
infrequently documented in the literature. Consequently, this study aimed to analyze this entity from our tertiary 
center and review the relevant literature.

Methods  This retrospective observational cross-sectional study and case series included patients with DM/CADM 
and psoriasis between 1998 and 2024. A literature review was also conducted.

Results  Nine of 331 patients with DM (n = 265)/CADM (n = 66) had psoriasis; six were female, and all were of white 
ethnicity. The median age at DM diagnosis was 38 years (range: 18–78), and at psoriasis diagnosis was 43 years 
(range: 18–81), with a median interval of four years between diagnoses. The follow-up revealed that six patients 
were discharged, two died, and one continued follow-up. The primary comorbidities included systemic arterial 
hypertension (n = 3) and diabetes mellitus (n = 3). Four patients presented with varicella zoster (n = 1) or pulmonary 
tuberculosis (n = 3). Regarding the literature review, 15 articles reported a total of 17 cases of overlapping DM/CADM 
and psoriasis. However, variability was observed in the DM/CADM diagnostic criteria. The mean age at DM diagnosis 
in the literature was 32.3 years (range: 2–59), whereas for psoriasis, it was 31 (7–63) years. Female patients were 
predominant.

Conclusion  This investigation identified the coexistence of DMPs, with a median age of 38 years for DM and 43 
years for psoriasis. The variability in the diagnostic criteria underscores the necessity for standardized approaches to 
enhance patient management.
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Introduction
Dermatomyositis (DM) is an idiopathic inflammatory 
myopathy or systemic autoimmune myopathy charac-
terized by cutaneous manifestations and skeletal muscle 
weakness [1, 2]. Classical cutaneous lesions include helio-
trope rash and Gottron’s papule/sign, whereas second-
ary manifestations comprise “shawl” sign, “V-neck” sign, 
“holster” sign, “flagellate” erythema, periungual hyper-
trophy and hyperemia, and calcinosis [3].

Psoriasis is a prevalent, non-communicable, chronic 
inflammatory dermatological condition that presents 
with diverse cutaneous manifestations. It can manifest in 
various forms, including symmetrical erythematous and 
scaly plaques, generalized or focal pustules on the palmar 
and plantar surfaces, pruritus, pain, nail alterations, joint 
stiffness, and edema [4, 5]. Psoriasis vulgaris represents 
the most common subtype [4].

The association between DM and psoriasis (DMPs) 
has been infrequently described in the literature, with 
documentation limited to a small number of case reports 
[6–20]. The majority of these reports did not include 
analyses of specific antibodies for DM [7, 8, 10, 11, 17, 
20], or did not employ specific DM classification crite-
ria [9, 13]. Furthermore, the existing literature on DMPs 
exhibits significant gaps and a paucity of information 
regarding diagnostic data, medication regimens, and 
disease status [10, 12, 14, 19]. Consequently, this study 
aimed to conduct a comprehensive descriptive analysis 
(encompassing demographic, clinical, laboratory, thera-
peutic, and evolutionary aspects) of patients with DMPs 
in a Brazilian tertiary center. Additionally, we performed 
a review of the relevant literature.

Materials and methods
This retrospective, cross-sectional, single-center study 
and a series cases included patients with DMPs from our 
tertiary center between 1998 and 2024.

DM was defined according to the Bohan and Peter [21] 
and European League Against Rheumatism / American 
College of Rheumatology (EULAR/ACR) 2017 classifi-
cation criteria for idiopathic inflammatory myopathies 
[22]. CADM was also defined according to Gerami et al.’s 
criteria [23]. The diagnosis of psoriasis was based on a 
clinical assessment performed by dermatologists; analy-
sis of the shape, color, region, and other characteristics 
of the dermatological lesions; and/or complemented by a 
biopsy examination, in addition to the assessment of sys-
temic symptoms.

Patients with questionable DM, DMPs, psoriasis, or 
incomplete data were excluded from the study.

Pre-parameterized and pre-standardized data were col-
lected from the electronic medical records:

 	• Demographic data: Age at onset of illness, sex, 
ethnicity, diagnostic data, classification of the type of 
DM, and psoriasis;

 	• Clinical data: Muscle weakness, presence of 
Gottron’s papules, heliotrope rash, calcinosis, 
Raynaud’s characteristics, “mechanic’s hands,” etc. 
The characteristics of psoriatic lesions and their 
anatomical distributions were determined;

 	• Data from complementary and laboratory tests: 
autoantibodies, initial creatine phosphokinase (CPK), 
aldolase, muscle biopsy, and electroneuromyography. 
The autoantibodies were identified using a 
commercial line immunoassay, EUROLINE 
Autoimmune Inflammatory Myopathies 16 Ag (IgG) 
(Euroimmun, Lübeck, Germany), in which only 
strong reactions (+++) assessed by two independent 
readers were considered positive, according to a 
previous study [24].

 	• Data from the first and last consultation, follow-up, 
death, drug treatment carried out during follow-up 
and last reported treatment, and disease activity 
status, which were divided into three different 
responses: complete clinical response (CCR), 
use of immunosuppresses without the use of 
glucocorticoids for more than six months; remission, 
when no treatment for more than six months; 
disease activity, when there are clinical (cutaneous 
and/or objective muscle limb weakness) and 
laboratory activities (increase in serum levels of 
muscle enzymes).

 	• Comorbidities such as diabetes mellitus, 
dyslipidemia, systemic arterial hypertension, acute 
myocardial infarction, heart failure, varicella-zoster 
virus, and tuberculosis.

Statistical analysis
The Shapiro-Wilk test was employed to assess the distri-
bution of each parameter. The results were expressed as 
mean ± standard deviation (SD) or median (minimum - 
maximum) for continuous variables, whereas categorical 
variables were presented as frequency (%). The analyses 
were performed using SPSS software (version 15.0, Chi-
cago, IL, USA).

Literature review
Search strategy
We searched the National Library of Medicine (PubMed), 
SciELO, and EMBASE platforms from inception to 
March 2024 with the following search terms: “dermato-
myositis” AND “psoriasis.”

Eligibility and exclusion criteria
Only case reports or studies on DMPs were included. 
Review articles, systematic reviews, meta-analyses, 
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qualitative clinical studies, duplicates, and conference 
manuscripts were excluded. There were no limitations to 
the language used in the articles. The selection process 
included patients of all ethnicities and ages. Patients with 
overlapping disease mimicry were excluded from the 
study.

Manuscript selection criteria
The selection was independently performed in two stages 
by two researchers: (i) selection of articles based on 
abstract DMPs and (ii) those selected from the first stage 
were fully screened and selected.

Results
Cases from the present study
A total of 331 patients were evaluated: 265 with DM and 
66 with CADM between 1998 and 2024.

Nine patients also had psoriasis: four with DM (1.5%) 
and five with CADM (7.6%). Six patients were female and 
all were of white ethnicity (Table 1).

The median age at the time of DM diagnosis was 38 
(18–78) years, whereas the median age at psoriasis diag-
nosis was 43 (18–81) years. Therefore, the median inter-
val between disease diagnoses was four years. The general 
patient characteristics are shown in Table 2.

Regarding laboratory analysis, the median serum level 
of CPK was 210 (59-2821) U/L, whereas the median 
serum level of aldolase was 10 (4.3–49.9) U/L. The distri-
bution of myositis-specific and myositis-associated auto-
antibodies is shown in Table 2.

All patients in our study received methotrexate, eight 
received azathioprine, and six received mycophenolate 
mofetil.

Regarding psoriasis, 67% of the patients had psoriasis 
vulgaris, and all patients were treated with glucocorti-
coids. The general patient characteristics are shown in 
Table 3.

Figure 1 shows a 34 years-old male patient with CADM 
who was evaluated for disease remission. However, after 
four years, psoriasis was evaluated in both elbows.

Table 1  Patients with overlapping dermatomyositis and psoriasis from the present study and literature
Authors [Ref] Year Sex Origin or ethnicity Type of 

DM
Age at DM 
diagnosis 
(years)

Type of psoriasis Age at psoria-
sis diagnosis 
(years)

Interval be-
tween the 
diseases 
(years)

Current study 2024 M White DM 78 Vulgar psoriasis 81 3
M White CADM 39 Vulgar psoriasis 43 4
F White CADM 48 Vulgar psoriasis 50 2
F White DM 18 Vulgar psoriasis 19 1
F White DM 28 Vulgar psoriasis 42 14
M White CADM 19 Vulgar psoriasis 27 8
F White CADM 24 Psoriasis 36 12
F White CADM 38 Psoriasis 47 7
F White DM 60 Psoriasis 62 2

Xu et al. [7] 2023 F Asian DM 41 Psoriasis 14 27
Chu et al. [6] 2022 M Chinese DM 63 Psoriasis 53 10
Perna et al. [8] 2022 F White JDM N/A Psoriasis N/A N/A
Schreiber et al. [9] 2021 F Hispanic DM 45 Psoriatic arthritis N/A N/A
Markovic et al. [10] 2019 F White JDM 5 Psoriasis 5 0
Xing et al. [11] 2018 M Chinese JDM 15 Vulgar psoriasis 21 6
Kato et al. [12] 2017 F N/A DM 30 Psoriasis 35 5
Inkeles et al. [13] 2017 F N/A CADM 45 Psoriasis N/A N/A
Montoya et al. [14] 2017 M N/A CAJDM 15 Psoriasis 20 5
Akiyama et al. [15] 2016 F Japanese DM 52 Psoriasis 60 8
Dicaro et al. [16] 2014 F Brazilian DM 37 Psoriasis 30 7
Kim et al. [17] 2011 F White JDM 8 Psoriasis 18 9

F Indigenous JDM 8 Psoriatic arthritis 7 < 1
F White JDM 2 Psoriasis N/A N/A

Machado et al. [18] 2010 M Brazilian DM 41 Vulgar psoriasis 45 4
Gran et al. [19] 2009 M White DM 50 Psoriasis N/A N/A
Pavlovic et al. [20] 2004 M White DM 59 Psoriasis 63 4
CADM: clinically amyopathic dermatomyositis; CAJDM: clinically amyopathic juvenile dermatomyositis; DM: dermatomyositis; F: female; JDM: juvenile 
dermatomyositis; M: male; N/A: not available
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The average and median follow-up periods of the 
patients were 120 (30–198) months. Six patients were dis-
charged, two died, and one patient continued treatment.

Regarding the presence of comorbidities and infections, 
three patients had systemic arterial hypertension, three 
had diabetes mellitus, three had varicella-zoster virus, 
two had dyslipidemia, and six had other comorbidities 
(atrioventricular block, acute myocardial infarction, focal 
segmental glomerulosclerosis, heart failure, osteoarthri-
tis, pulmonary fibrosis, and pulmonary tuberculosis).

Literature review
Initially, 1404 records were identified. Duplicate stud-
ies (n = 238), studies with DMPs (n = 1103), and stud-
ies lacking information or overlapping mimicry (n = 63) 
were excluded (Fig.  2). Therefore, only 15 studies were 
included in this review.

Among the 15 articles analyzed, 17 case reports were 
described: 52.9% of the patients presented with DM, 
whereas 35.2%, 5.8%, and 5.8% presented with juvenile 
DM, clinically amyopathic juvenile DM, and CADM, 
respectively. Approximately two-thirds of the patients 
were female and of different ethnicities (Table 1).

The average age at diagnosis of DM was 32 (2–59) 
years, whereas that at diagnosis of psoriasis was 31 
(7–63) years.

Regarding the characteristics of DM in the cases 
(Table  2), 82% of the patients presented with Gottron’ 
papules and/or heliotrope rash.

Regarding laboratory analysis, three cases [11, 12, 19] 
presented CPK levels greater than 200 U/L, with the 
presence of 9222 U/L in the case [19]. From the studies 
that presented autoantibodies, 60% presented positive 
antinuclear antibody. Regarding specific-myositis auto-
antibodies, one-quarter were positive for anti-Jo-1 or 
anti-Mi-2.

Triggers for the disease were infrequent, with worsen-
ing condition in cases [7] with the use of adalimumab and 
[18] with the use of secukinumab.

Glucocorticoids are the most commonly used treat-
ments for psoriasis. Only one case [16] reported exacer-
bation of the disease with the use of ultraviolet radiation. 
The primary patient characteristics are shown in Table 3.

Among the related comorbidities, one case [9] pre-
sented with concomitant non-alcoholic steatohepatitis, 
whereas in one case [15], the patient had Sjögren’s disease 
and Hashimoto’s thyroiditis. In one case [18], the patient 
was diagnosed with diabetes mellitus, systemic arterial 
hypertension, and glomerulonephritis. Finally, one case 
[19] was diagnosed with renal failure, palmoplantar kera-
toderma, and staphylococcal skin lesions and received 
palliative care due to the appearance of liver neoplasia.
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Discussion
The coexistence of DMPs was infrequent in our sample 
(2.7%), with 1.5% and 7.6% specifically in patients with 
DM and CADM, respectively. The literature also under-
scores the rarity of this condition, reporting only 17 cases 
over a period of 74 years (1950–2024). Our data revealed 
a discrepancy in patient profiles when compared with the 
literature. Despite the predominance of females in both 
groups, most DM cases were characterized as CADM 
in our study, whereas DM and juvenile DM were pre-
dominant in the literature. Furthermore, the age range in 

relation to both DM and psoriasis diagnosis was higher 
in our study, while the literature included pediatric cases. 
In the present study, DM was defined according to both 
the Bohen and Peter [21] and EULAR/ACR 2017 crite-
ria for idiopathic inflammatory myopathies [22]. CADM 
was also defined according to Gerami et al.’s criteria [23]. 
The cases reported in the literature exhibited variabil-
ity in terms of diagnostic criteria; three studies affirmed 
that they followed the aforementioned guidelines [6, 10, 
18], whereas others considered, for instance, the pres-
ence of “mechanic’s hands”” and laboratory analysis as 

Table 3  General features of psoriasis from the present study and literature
Authors [Ref] Type Diagnosis Cutaneous Treatment Current 

disease 
status

Current study Psoriasis vulgaris Cut, Bx Extensor area of proximal interphalangeal joints GC, Calcipotriol Controlled
Psoriasis vulgaris Cut, Bx Extensor area of elbows, knees, and hands* GC Controlled
Psoriasis vulgaris Cut, Bx Extensor area of elbows, knees, and hands GC Controlled
Psoriasis vulgaris Cut, Bx Extensor area of elbows, knees, and hands GC Controlled
Psoriasis vulgaris Cut, Bx Palmar areas, and extensor area of knees GC, Calcipotriol Controlled
Psoriasis vulgaris Cut, Bx Extensor area of elbows, knees, and hands Tacrolimus, Prime-

colimus, GC
Controlled

Psoriasis Cut, Bx Extensor area of legs and forearms, and scalp GC Controlled
Psoriasis Cut, Bx Extensor area of elbows, knees, and hands GC Controlled
Psoriasis Cut, Bx Extensor area of elbows** GC Partially 

controlled
Chu et al. [6] Psoriasis Cut N/A GC Controlled
Xu et al. [7] Psoriasis Cut, Bx N/A GC Controlled
Perna et al. [8] Psoriasis Cut, Bx N/A GC/TNF/anti–IL-

12/23/ ADA, ETA, 
MTX, SEC

Controlled

Schreiber et 
al. [9]

Psoriatic arthritis Cut Swelling of proximal interphalangeal and distal interphalan-
geal joints

GC Controlled

Markovic et al. 
[10]

Psoriasis Cut Erythematous plaques with scaling on the cheeks and nose N/A N/A

Xing et al. [11] Psoriasis vulgaris Cut, Bx Pruritic erythema on the face, neck and back Fluticasone, 
calcipotriol

Controlled

Kato et al. [12] Psoriasis Cut Erythematous plaques on the scalp and elbows, knees N/A N/A
Inkeles et al. 
[13]

Psoriasis Cut N/A CyA Controlled

Montoya et al. 
[14]

Erythrodermic 
psoriasis

Cut, Bx Erythematous plaques on dorsal and lumbosacral, lumbar 
region, anterior part of the chest and extensor surfaces of the 
upper and lower limbs

N/A Controlled

Akiyama et al. 
[15]

Psoriasis Cut, Bx Erythematous plaques on the face, neck, back and elbows GC, calcitriol Controlled

Dicaro et al. [16] Psoriasis Cut Erythematous plaques on the back ADA Controlled
Kim et al. [17] Psoriasis Cut, Bx Erythematous plaques on the back MTX, GC Controlled

Psoriatic arthritis Cut, Bx typical lesions of psoriatic arthritis GC, MTX Controlled
Psoriasis Cut, Bx Erythematous plaques on the scalp, face, chest, back and legs GC Controlled

Machado et al. 
[18]

Psoriasis vulgaris Cut, Bx N/A GC Controlled

Gran et al. [19] Psoriasis Cut N/A Acitretin N/A
Pavlovic et al. 
[20]

Psoriasis Cut, Bx Erythematous plaques GC, keratolytics Controlled

ADA: adalimumab; Bx: biopsy; Cut: cutaneous; CyA: cyclosporine; ETA: etanercept; GC: glucocorticoid; IL: interleukin; MTX: methotrexate; N/A: not applicable; SEC: 
sequikinumab; TNF: tumour necrosis factor



Page 7 of 9Pomianoski and Shinjo Advances in Rheumatology           (2025) 65:22 

DM criteria [9, 13]. Regarding the diagnosis of psoriasis, 
the report of the specific location of the lesions and the 
presence of biopsy were provided by the tertiary center; 
however, in the literature, cases [6–8, 13, 18, 19] did not 
report the types of lesions and their locations, which are 
crucial factors for diagnosis. In both cases, concomi-
tant diseases are uncommon, and the diagnosis is often 
complex, considering the variety of myositis that resem-
ble each other and can lead to different diagnoses [25]. 

Additionally, evidence in the literature demonstrates that 
patients with DM can exhibit lesions resembling those 
associated with psoriasis, potentially leading to errone-
ous diagnosis and, consequently, inadequate follow-up 
of the patient’s condition [26, 27]. However, the primary 
presence of psoriasis can complicate the diagnosis of DM 
because initial examinations may indicate recurrence, 
which leads to the exclusion of DM, as in the case of 
Williams et al. [28], in which the diagnosis of DM was 
delayed and the patient’s clinical condition deteriorated.

In general, the research presented significant data for 
patient follow-up, such as the interval between disease 
onset, which has not been reported in many cases. Fur-
thermore, it is recognized that specific and nonspecific 
autoantibody markers for DM are relevant for excluding 
other diagnoses. Consequently, our center analyzed all 
patients with specific and nonspecific myositis autoanti-
bodies for myositis. In contrast, cases in the literature did 
not report such data [8, 11, 17, 20]. Laboratory tests for 
CPK and aldolase levels, which are crucial for monitor-
ing the progression of DM, were presented in all patients; 
however, in some studies in the literature, this was not 
reported [8, 13, 17, 18, 20]. Conversely, both in this inves-
tigation and in the published cases [6, 8, 9, 11, 13, 15–17], 
treatment primarily consisted of methotrexate, corre-
sponding to its indication presented in the literature [27]. 
In the present study, despite the presence of diagnostic 

Fig. 2  Flowchart from the present study

 

Fig. 1  A male patient with clinically amyopathic dermatomyositis (remis-
sion) and psoriasis in elbows
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criteria for concomitant diseases, due to the limited num-
ber of cases, we were unable to demonstrate the influence 
of both pathological conditions in relation to the patient’s 
illness, as we did not report the impact of DM and pso-
riasis on each other and on other comorbidities.

Conclusions
This study identified cases of DMP in our samples, with 
a median diagnosis age of 38 years for DM and 43 years 
for psoriasis. However, variability in the diagnostic cri-
teria remains a concern, underscoring the need for stan-
dardized approaches to enhance patient management. 
Overall, this study provides valuable insight into this 
uncommon overlap.
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