Letters to the Editors

Acquired generalised
lipodystrophy as an uncommon
complication of anti-Mi-2
dermatomyositis:

a case report

Sirs,

Acquired lipodystrophy is an uncommon
extra-muscular manifestation of dermato-
myositis (DM), particularly in adult pa-
tients. Here, we describe a 60-year-old
woman with anti-Mi-2-positive DM who
developed acquired generalised lipodys-
trophy (AGL). A chronological timeline of
the clinical course is presented in Figure 1.
Written informed consent from the patient
was obtained for the publication of this case
and accompanying images.

The patient had no significant past medical
history and initially presented with erythe-
matous, scaly cutaneous lesions misdiag-
nosed as contact eczema. Despite topical
corticosteroids and emollients, the lesions
progressed, and she subsequently devel-
oped Gottron’s papules, heliotrope rash and
the shawl sign, accompanied by upper limb
myalgias without overt muscle weakness.
Laboratory evaluation showed mildly el-
evated ESR and CRP, normal CK and aldo-
lase, ANA 1:1280 (speckled), and positive
anti-Mi-20/f antibodies. The remainder of
the myositis panel was negative. Nailfold
capillaroscopy revealed megacapillaries,
tortuosity and avascular zones. Hydroxy-
chloroquine, azathioprine and oral pred-
nisone were initiated.

One year later, the patient presented with
worsening fatigue and progressive proxi-
mal weakness. Laboratory tests revealed
markedly elevated CK (3980 U/L) and
LDH (1166 U/L), persistent ANA 1:1280
(speckled), and positive anti-Mi-2 antibod-
ies. She received intravenous methylpredni-
solone pulses, followed by oral prednisone,
intravenous immunoglobulin, and azathio-
prine, achieving normalisation of muscle
enzymes and symptomatic improvement.
Two years after the initial diagnosis, pro-
gressive, symmetrical subcutaneous fat loss
in a cephalocaudal pattern became evident
during outpatient follow-up and corticos-
teroid tapering, as shown in Figure 2. Soft-
tissue ultrasound and magnetic resonance
imaging (MRI) confirmed the lipoatrophy,
demonstrating marked reduction in sub-
cutaneous fat without evidence of muscle
involvement. Multidisciplinary evaluation,
including Dermatology, Endocrinology,
and Plastic Surgery, was performed. Meta-
bolic complications, including insulin re-
sistance, dyslipidaemia and hepatic steato-
sis, were excluded through fasting glucose,
HbAlc, lipid profile, liver function tests,
and HOMA-IR assessment. Reconstructive
procedures, including autologous fat graft-
ing, were considered but deferred due to
limited expected benefit. At last follow-up,
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Fig. 1. Timeline illustrating the chronological sequence of clinical manifestations, laboratory findings, treatments,
and onset of acquired generalised lipodystrophy in a patient with anti-Mi-2-positive dermatomyositis.

the patient remained clinically stable, with
no new fat loss or metabolic derangements.
Acquired generalised lipodystrophy is
rare, predominantly affects women, and
is frequently associated with autoimmune
diseases, particularly systemic lupus ery-
thematosus and DM (1). Diagnosis relies
on clinical evaluation, with characteristic
symmetrical fat loss in a cephalocaudal dis-
tribution (2). Metabolic complications may
arise (3) but were absent in this patient.

In DM, lipodystrophy has most commonly
been associated with anti-TIF1y antibod-
ies, chronic disease course, or calcinosis.
(4); few reports describe its occurrence
in anti-Mi-2-positive adult patients (5).
This case expands the spectrum of DM-
associated lipodystrophy, suggesting it may
be underrecognised. There is no specific
treatment for DM-related lipodystrophy;
management focuses on controlling under-

lying myopathy and monitoring metabolic
complications. Leptin-replacement therapy
(metreleptin) may be considered in severe
cases (6), while reconstructive options pro-
vide variable cosmetic benefit (7).

This case highlights that AGL can develop
even in adult patients with anti-Mi-2-pos-
itive DM, a subgroup typically associated
with favourable prognosis. Awareness of
this rare complication is essential for timely
recognition, metabolic evaluation, and indi-
vidualised management.
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Fig. 2. Clinical manifestations of acquired generalised lipodystrophy in an anti-Mi-2-positive dermatomyositis patient.
A: Proximal upper-arm adipose atrophy with prominence of muscular and bony contours. B: Facial lipoatrophy with
loss of volume in the cheeks, perioral region, and jawline, accentuating nasolabial folds. C: Symmetrical reduction of
subcutaneous adipose tissue in the femoral region. D: Bilateral gluteal lipoatrophy with decreased contour and loss of
adipose prominence. The distribution pattern is symmetrical and cephalocaudal, typical of acquired lipodystrophy in
inflammatory myopathies.

426

Please address correspondence to:

Antonio Bustos Merlo

Department of Internal Medicine Secretariat,
Hospital Universitario Virgen de las Nieves,
Avenida de las Fuerzas Armadas 2, 9th Floor,
Central Section,

18600 Granada, Spain.

E-mail: antoniobustosmerlo@gmail.com

Competing interests: none declared.

© Copyright CLINICAL AND
EXPERIMENTAL RHEUMATOLOGY 2026.

References

[}

w

w

[=2)

N}

1. MISRA A, PEETHAMBARAM A, GARG A: Clinical

features and metabolic and autoimmune derange-
ments in acquired partial lipodystrophy: report of
35 cases and review of the literature. Medicine (Bal-
timore) 2004; 83(1): 18-34.

https://doi.org/10.1097/01.md.0000111061.69212.59

. HUSSAIN I, GARG A: Sindromes de lipodistrofia.
Endocrinol Metab Clin North Am 2016; 45(4): 783-
97. https://doi.org/10.1016/j.ec1.2016.06.012.

. SIMHA V, GARG A: Lipodystrophy: lessons in lipid
and energy metabolism. Curr Opin Lipidol 2006;
17(2): 162-69. https://
doi.org/10.1097/01.m01.0000217898.52197.18

4. SUZON B, GOULABCHAND R, LOUIS-SIDNEY F

et al.: Subcutaneous tissue involvement in idiopath-
ic inflammatory myopathies: Systematic literature
review including three new cases and hypothetical
mechanisms. Autoimmun Rev 2023; 22(4): 103284.
https://doi.org/10.1016/j.autrev.2023.103284

. SHIRAISHI K, TOHYAMA M, SAYAMA K: Acquired
partial lipodystrophy associated with anti-Mi-2 an-
tibody-positive adult-onset dermatomyositis. Acta
Derm Venereol 2019; 99(1): 95-96.
https://doi.org/10.2340/00015555-3026

. ORAL EA, SIMHA V, RUIZ E et al.: Leptin-replace-
ment therapy for lipodystrophy. N Engl J Med 2002;
346(8): 570-8.
https://doi.org/10.1056/nejmoa012437

. NELSON L, STEWART KIJ: Experience in the treat-
ment of HIV-associated lipodystrophy. J Plast Re-
constr Aesthet Surg 2008; 61(4): 366-71.
https://doi.org/10.1016/j.bjps.2007.10.031

Clinical and Experimental Rheumatology 2026



