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ABSTRACT

Objective

Polymyositis (PM) and der matomyosi-
tis (DM) are uncommon idiopathic in-

flammatory myopathies (11M). Littleis
known about these diseases in the eld-
erly. We attempted to define the charac-
teristics of PM/DM in the elderly by a
case-control study involving the retro-
spective review of medical files of PM/
DM patients.

Methods

We drew from among 200 PM/DM pa-

tients being followed in our Internal

Medicine Department 21 patients (14F
/ 7TM), aged = 65 years at the onset of
myositis (17 PM / 4 DM) (mean: 69.9 =
4.8 yrs.). They were compared with 21
(15F / 6M) randomly selected younger

patients with 1IM: PM (14) and DM (7)
(mean: 46.4 = 12.4 yrs). Clinical, bio-
logical, electrophysiological and patho-
logic features, treatment regimens and
side-effects in the 2 groups were col-

lected.

Results

Clinical features were similar for the 2
groups. Elderly patients tended to have
a higher frequency of cancer (24% vs
9.5%, p = 0.06), particularly of rectal

adenocarcinoma. The time from disease
onset to diagnosis was significantly long-
er in older patients (26 + 37 monthsvs 9
+ 15 months; p = 0.02), normal CK lev-
elswere more frequent (40% vs 5%; p =

0.02) and serum CK levels were lower

than for the population as the whole
(11.5Nvs22 N, p < 0.03). Electromy-
ography features were more frequently
suggestive of a chronic form of the dis-
easein elderly patients. Treatment regi-
mens and short-term side-effects were
similar for the 2 groups.

Conclusion

PM and DM are often diagnosed late in
the elderly. Biological data and e ectro-
myography features argue for a chronic
form of the disease in this age group.

Clinical and endoscopic rectal examina-
tions should be carried out in elderly
patients with PM/DM.

I ntroduction

Polymyositis (PM) and dermatomyosi-
tis (DM) belong to the group of theidi-
opathic inflammatory myopathies (11M),
which includes sporadic inclusion body
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myositis (1, 2). There is a specific peak
in the prevalence of DM in childhood
(2) and a second peak for PM and DM
prevalence in mid-life (2). PM/DM
seemsto be rarein the elderly. Descrip-
tions and features of other autoimmune
disordersin the elderly have occasion-
ally been published (3-5). Particular
characteristics of the elderly may ac-
count for differences in the diagnostic
or therapeutic approach in PM/DM: dis-
tinctive clinicd features (6), the high fre-
quency of iatrogenic complications (7),
and of associated conditions (8), espe-
cialy cancer.

Weinvedtigated the characteristics of PM
and DM in the elderly by means of aret-
rospective study in which we compared
21 patients aged 65 years or over at the
onset of disease with 21 younger pa-
tients.

Patients and methods

Patients

We identified 200 patients discharged
from the Internal Medicine Department
between 1973 and 1996 with a diagno-
sisof PM or DM. Patients with inclu-
sion body myositis were excluded. Two
groups of patients were defined: Group
E consisting of elderly patients (aged 65
years or over at onset) and a control
Group Y of younger patients (minimum
age 20 years). Medical files were re-
viewed and atotal of 21 consecutive eld-
erly patients were included in the study.
A random sample of 21 subjects was se-
lected from among the younger PM/DM
patients seen during the study period
(group Y). Patients were matched for
year of first visit to the department,
within 3 year-periods.

Methods

Thefollowing features were recorded for
each patient.

Clinical features Age at diagnosis, sex,
ethnic group, persona and familial medi-
cal history, type of myositis, diagnostic
delay (interval between the onset of
symptoms and diagnosis), associated
autoimmune disease or malignant neo-
plasm, type of muscular or general symp-
toms, follow-up duration, associated dis-
eases, diagnosis and therapeutic ap-
proach, extramuscular problems (car-
diac, esophagedl, lung, or renal involve-
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ments, arthritis).

Biological features at diagnosis: Serum
creatine kinase (CK) and aldolase levels
[multiples of normal levels (x N)], ESR,
C reactive protein levels (CRP), blood
cell count, antinuclear (ANA) and my-
ositis-specific autoantibody concentra-
tion.

Electromyographic features at diagno-
sis. These were of 3 types: no myopathic
change, myopathic changes (high inser-
tional activity and duration of motor unit
potentials, early recruitment pattern),
“acute” myopathic changes (small and
fragmented motor unit potentials and fi-
brillations).

Pathological features of a muscle biopsy
specimen: Infiltration of inflammatory
mononuclear cells, regenerating muscle
fibers, inflammatory lesions of vessels,
necrosis. Electron microscopy was per-
formed to exclude inclusion body my-
ositis.

Therapeutic features (initial dose, dura-
tion, efficiency, and side-effects of treat-
ments): For each drug, “response” was
defined as a clinical improvement of
20% or greater from the initial power
(gauged using the British Medical Re-
search Council grading system) and a
decrease in biological abnormalities (of
more than 30% of initial CK values).
“Failure” was defined as alack of clini-
cal response and/or the need to start an-
other therapy.

Satistical analysis

Results are presented as percentages (%)
for discrete variables. The statitical sig-
nificance of differences was assessed by
non-parametric statistical methods for
small numbers and non-normal distribu-
tions, specifically Fisher's exact test for
continuous variables and the Mann-
Whitney test for discrete variables. In all
tests, p < 0.05 was considered to be sta-
tistically significant. BMDP statistical
software 1.1 (Los Angeles, CA) was
used.

Results

Patient characteristics

Except for mean age, the patients char-
acteristics were not significantly differ-
ent. The mean age of the 21 patients (17
PM / 4 DM) of group E (14F/ 7M) was
69.9 + 4.8 years (range 65 - 80). The

Idiopathic myositisin the elderly / E. Pautaset al.

mean age of the 21 patients (14 PM / 7
DM) of group Y (15F / 6M) was 46.4 +
12.4 years (range 23 - 64) (p < 0.0001
versus group E).

None of the elderly patients had an as-
sociated autoimmune disease, versus 4
of the younger patients (19%) (2 sclero-
derma, 2 Sjoégren’s syndrome) (p =
0.059). Five (24%) elderly patients had
malignant neoplasm: rectum adenocar-
cinoma (3 patients), endometrial carci-
noma (1) and chronic lymphocytic leu-
kemia (1). Two (9.5%) young patients
had malignant neoplasm: 1 ovarian cys-
tadenocarcinoma and 1 lymphosarcoma
(p =0.24). Associated diseases (system-
ic hypertension, coronaropathy, hyper-
uricemia, dyslipidemia, diabetes mel-
litus, non-alcohalic cirrhosis) were sig-
nificantly more frequent in group E (p =
0.001).

Characteristics of the myositis

The clinical features of the patients are
listed in Tablel. In elderly patients, my-
algias were less frequent (47.5% versus
71.5%, p > 0.05), and the mean diagnos-
tic delay was significantly longer (26.3
+ 37.6 months versus 3.9 + 4 months; p
=0.02).

Serum CK levels were recorded in 20
(95%) of the medical filesin group E
and in 19 (90.5%) for group Y. CK was
more frequently normal at diagnosisin
the elderly thanin group Y (40% versus
5%, p = 0.02). Among patients with high
CK levels, the mean level was higher in
group Y thaningroup E (22 + 135N vs
11.5+ 12.5N; p < 0.03). No significant
difference was found in the aldolase level

or other biologicd findings. Electromyo-
graphic (EMG) data were available for
17 (81%) patientsin each group. “Acute”

electromyographic criteriawere signifi-
cantly morefrequentingroup Y (76.5%
versus 12%, p < 0.001). No significant
difference in pathological features were
seen between the 2 groups.

Treatment regimens were studied in 20
of the 21 patientsin group E (Tablell).

The remaining patient recovered from
paraneoplastic PM after surgical treat-
ment alone. Glucocorticoid therapy was
used for al patientsin both groups. The
duration of steroid therapy was the only
characteristic of steroid treatment which
differed between the two groups, i.e. it

242

was longer ingroup Y (p = 0.008).
Side-effects were more frequent in group
Y (66.5% versus 50%, p = 0.35). Sepsis
was reported in 2 (10%) elderly patients
and in 8 (38%) patientsin group Y. Other
corticosteroid complications occurred in
11 (55%) elderly patients and in 8 (38%)
patientsin the group Y. IVGG was stop-
ped in one elderly patient for hypersen-
sitivity. One elderly patient died from
infectious pneumonia during MTX.
Elderly patients had a significant shorter
mean follow-up (36 + 31 vs 66 + 44
months; p = 0.03). Death due to myosi-
tis or treatment occurred at statistically
similar frequenciesin the 2 groups (9.5%
ingroup Y versus 19% in group E).

Discussion

Very few studies have been published
about autoimmune diseases in the eld-
erly (3-5). Our study shows that the clini-
cal features of PM/DM in the elderly are
similar to those in younger patients. We
found atrend towards a higher frequency
of malignant neoplasm in the elderly
population (24% vs 9.5%, p > 0.05). Rec-
tal adenocarcinoma accounted for 50%
of cancersin group E. In the literature,
colorectal cancer is an uncommon tumor
associated with PM/DM (9, 10), but ap-
pears to be the second cause of death in
these patients (9). Our results suggest
that systematic clinical and endoscopic
rectal examination of elderly patients
with PM/DM would be of value.
Theinterval between the onset of symp-
toms and the diagnosis of PM/DM was
significantly longer in the elderly. The
higher frequency of normal serum CK
levels and difficultiesin analyzing EMG
findingsin the elderly may lengthen the
ddlay of diagnosis. It may aso be length-
ened by the high frequency of comor-
bidity with possible muscular symptoms
(endocrine or rheumatol ogic diseases,
metabolic or iatrogenic disorders) in the
elderly (7, 8).

Serum CK level wasthe only biological
determination that differed between the
two groups. The main reason for thisis
probably the decreasein muscle massin
aging. Studies have shown a decrease by
one-third in muscle mass after the age
of 50, an additional decrease of 15%
between the ages of 70 and 80 years (11),
and a steady reduction in the number of
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Tablel.Clinical features of the 42 patientsin the two groups.

Clinical features Elderly patients Control patients P
n=21 n=21
Age (years) 69.9 + 4.8 464+ 124 < 0.001*
Sex FIM 1477 15/6 NS
Diagnostic delay (months) 26.3+37.6 87+153 0.02*
Muscular
Proximal weakness 21/21 (100%) 21/21 (100%) NS
Muscle pain 10/21 (47.5%) 15/21 (71.5%) NS
Genera
Asthenia 5/21 (24%) 5/21 (24%) NS
Weight loss 7121 (33%) 4/21 (19%) NS
Fever 2/21 (9.5%) 3/21 (14%) NS
Raynaud’ s phenomenon 0/21 3/21 (14%) NS
[2DM - 1 PM/SCL]
Extramuscular
Esophagus 11/21 (52%) 9/21 (43%) NS
[9 PM - 2 DM] [4 PM - 5DM]
Lungs 1/21 (5%) 6/21 (28.5%) NS
[1PM] [6 PM] NS
Heart 0/21 3/21 (14%) NS
[2PM - 1 DM]
Kidneys 0/21 0/21 NS
Arthritis 2/21 (9.5%) 4/21 (19%) NS
[1PM - 1DM] [2PM - 2 DM]

PM: polymyositis; DM: dermatomyositis; SCL: scleroderma; NS: Not significant (p > 0.05); * Statistically

significant (p < 0.05)

Tablell.Principal treament regimens for the two groups.

Medication Elderly patients Control patients P
n=21* n=21
Glucocorticoid use 20/21 (95%) 21/21 (100%) NS
Firstline 16/20 (80%) 19/21 (90.5%) NS
Response 9/20 (45%) 10/21 (47.5%) NS
Monotherapy failure 11/20 (55%) 11/21 (52%) NS
Dependence 7120 (35%) 10/21 (47.5%) NS
Mean dose giving dependence 14+ 2mg/d 10+ 2mg/d NS
Mean delay to associated therapy 10 + 5 months 6.4 + 2 months NS
Mean duration 23 + 28 months 43 + 27 months 0.008
IVGG use 9/21 (43%) 11/21 (52%) NS
First-line 4/9 (44.5%) 2/11 (18%) NS
Response 6/9 (66%0) 4/11 (36%) NS
Mean duration 13 + 15 months 8+ 9 months NS
Stopped due to side effects 1/9 (11%) 0/11 NS
Methotrexate use 11/21 (52%) 12/21 (57%) NS
Mean dose 30 £ 10 mg/week 36 + 8 mg/week NS
Response 7/11 (63.5%) 6/12 (50%) NS
Mean duration 14.5 + 17 months 11.5+ 10 months NS
Stopped due to side effects 2/11 (18%) 2/12 (17%) NS

NS: not significant (p > 0.05); IVGG: intravenous gammaglobulin; * one patient with paraneoplastic

syndrome underwent surgical treatment only.

243

BRIEF PAPER

muscle fibers with aging (12). This could
result in lower levels of muscle cell lysis
and the liberation of enzymesin myosi-
tisinthe elderly. Lower CK levels could
also be explain by less necrosisin PM/
DM in the elderly. The pathologic find-
ings were not significantly different be-
tween the elderly and younger patients,
but our retrospective study did not al-
low us to quantify the importance of the
lesions and the presence of fibrosis and
fatty infiltration.

Difficultiesis analysing EMG data for
the elderly have been described (13). In
myositis, myopathic changes could be
concealed by the physiological impov-
erishment of EMG features. In our study,
acute changes (spontaneous fibrillations,
small and fragmented motor unit poten-
tials) were significantly less frequent in
elderly patients, suggesting less necrotic
myositis. The results of previous EMG
studies of PM/DM in the elderly are con-
sistent with this notion (14).

There was no significant differencein
treament between the two groups, tak-
ing into account type, dose, duration and
side-effects. The efficacy and side effects
of steroids were similar in the 2 groups.
The similar frequency and impact of
these side effects was surprising, as re-
gard to the literature (15), but may be
explained by the difference in the mean
follow-up period between the 2 groups.
The retrospective nature of the data col-
lection does not allow any definite con-
clusions about some therapeutic features.

References

1. PLOTZ HP, RIDER LG, TARGOFF IN, RABEN N,
O'HANLON TP, MILLER FW: NIH Conference.
Myaositis: immunologic contributions to under-
standing cause, pathogenesis, and therapy. Ann
Intern Med 1995; 122: 715-24.

2. CHERIN P, HERSON S: Les myopathies in-
flammatoires.Rev Rhum1999; 66: SP159-171.

3. FONT J, PALLARESL, CERVERA Ret al.: Sys-
temic lupus erythematous in the elderly: Clini-
cal and immunological characteristics. Ann
Rheum Dis 1991; 50: 702-5.

4. WEINER S, PAULUS H, WEISBART R: Wege-
ner’s granulomatosis in the elderly. Arthritis
Rheum 1986; 29: 1157.

5. PUISIEUX F, WOESTELAND H, HACHULLA E,
HATRON PY, DEWAILLY P, DEVULDER B:
Clinical symptomatology and prognosis of
periarteritis nodosain the elderloy. Retrospec-
tive study of 21 periarteritis nodosa casesin
young adults and 22 casesin aged patients. Rev
Méd Interne (France) 1997; 18: 195-200.

6. HOPKINSON ND, SHAWE DJ, GUMPEL JM:



BRIEF PAPER

Polymyositis, not polymyal gia rheumatica.

Ann Rheum Dis 1991; 50: 321-2.

. TAVERNIER B, RICHARD D, GAUDET M: la-

trogenic pathology in the elderly. Results of a
prospective study of 1164 patients on 12

months. Rev Med (France) 1983; 6: 239-43.

. SAINT-JEAN O, BERIGAUD S, BOUCHON JP: A
dynamic model of morbidity in the elderly. Ann
Med Interne (France) 1991; 142: 563-9.

. SIGURGEIRSSON B, LINDELOF B, EDHAG O,

ALLANDER E: Risk of cancer in patients with
dermatomyositis or polymyositis. A popula-

tion-based study. N Engl J Med 1992; 326: 363-

10.

11.

12.

13.

Idiopathic myositisin the elderly / E. Pautaset al.

367.

STEVENS MB: Arthritisin the elderly. Clin
Rheum Dis 1986; 4: 11-32.

TZANKOFF SP, NORRIS AH: Effect of muscle
mass decrease on age-related BMR changes.
J Appl Physiol 1977; 43: 1001-1006.
LEXELL J, HENRIKSSON-LARSSON K, WIN-
BLAD B, SIOSTROM M: Distribution of differ-
ent fiber typesin human skeletal muscle. Ef-
fects of aging on m. vastus lateralis studied in
whole muscle cross-sections. Muscle & Nerve
1983; 6: 588-95.

BOUCHE P, CATELLIN F, SAINT-JEAN O et al.:

244

14.

15.

Clinical and electrophysiological study of the
peripheral nervous system in the elderly. J
Neurol 1993; 240: 263-8.
SZIMDT-SALKOWSKA E, ROWINSKA-
MARCINSKA K, LOVELACE RE: EMG dyna-
mics in polymyositis and dermatomyositisin
adults. Electromyogr Clin Neurophysiol (Bel-
gium) 1989; 29: 399-404.

CLARKE AE, BLOCH DA, MEDSGER TA,
ODDISCV: A longitudinal study of functional
disability in anational cohort of patients with
polymyositis/dermatomyositis. Arthritis
Rheum 1995; 38: 1218-24.



