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Juvenile der matomyositis:
Medical and psychosocial
team approach

Sirs,

In its extreme manifestation, juvenile der-
matomyositis (JDM) may involve the loss
of muscle function sometimes to the degree
of total disability, with aneed for assistance
in everyday life (1,2). The patient and his
family need to adjust to the chronic nature
of the disease, various therapies, and chan-
gesin the equilibrium of the entire family.
The patient we describe is uniquein having
experienced three mgjor catastrophic life
events in a short period of time, which he
and his immediate family had to overcome.
He was an 8-year-old boy, previously heal -
thy, and a talented soccer player who was
admitted to our pediatric ward with fatigue,
muscle weakness and skin rash. Ten months
earlier his grandmother, with whom he had
adaily close relationship, passed away due
to cancer following prolonged hospitaliza-
tion at our hospital. At the end of the week
of mourning his father unexpectedly van-
ished, departing to another country because
of severefinancial complications and threats
to his life. About 4 months before his
admission our patient developed rash and
weakness. Gradually he discontinued his
soccer playing, socia activities and later
refused to go to school. The family thought
the child was malingering as a response to
the traumatic life events that he had to con-
front.

Upon examination the patient was bedrid-
den. The clinical diagnosis of JDM was
supported by EMG, MRI, US and muscle
biopsy. Considering the advanced stage of
hisillness, the prolonged course until diag-

nosis, and his depressed mood, we decided
on aggressive management - a combination
of corticosteroids, methotrexate, immuno-
globulins, an intensive physiotherapy pro-
gram,and daily supportive talks. To encour-
age him and boost his spirits, we managed
to arrange for the number one soccer star in
the country to pay him an encouraging visit.
The boy gradually regained his previous
physica abilities. In a follow-up of 2 years
he has resumed normal muscle strength and
is off medications.

The psychiatrist diagnosed that the patient
was suffering from two major interacting
problems. The more obvious one was the
physical diagnosis of JDM with its accom-
panying pain, weakness,and loss of mobili-
ty, which rendered him bedridden. This
physical blow was superimposed on the
pre-existing acute grief reaction due to the
loss of his grandmother, to whom he was
attached, and the loss and betrayal of the
father. The accumulated effect of these
frightening catastrophic events brought
about a reaction that may be likened to a
post-traumatic stress disorder. The observ-
able symptoms and signs were loss of inter-
est and severe social withdrawal, low
threshold to social stimuli, and frequent
outbursts of anger, listlessness,sleep distur-
bances, and marked regression.

We perceived the complexity of the pa
tient’s emotional reaction from the start and
responded accordingly. While consider able
attention and empathy were provided, we
insisted on reciprocity and active participa-
tion. The road to making real emotional
contact was through his hobby - soccer, dis-
cussion regarding the sport, and physical
therapy fitted to soccer-related themes. The
idea to bring in the national super-star soc-
cer player to his bedside was a turning point
in the course of his hospitalization. From
the boy’ s point of view there was a sense of
meaning and even of pride replacing the
shame, fear and bewilderment that he had
experienced before.

Our case highlights the importance of a
cooperative team approach in treating the
patient, not only his body but also his soul.
Both are related; emotional stress may lead
to or enhance and aggravate a chronic dis-
ease (3,4). Stress has also been suggested to
be a predisposing factor in polymyositis
dermatomyositis (5).

The coping-adjusting skills of the patient
and his family are key factors in the treat-
ment and control of the disease (6). Hence,
amultidisciplinary team approach and psy-
chosocid interventions are crucial and in
this case proved to be an integral part of the
treatment (7, 8).
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MRI diagnosis and successful
treatment of upper cervical
spine synovitisin a patient
with juvenile chronic arthritis

Sirs,

Cervical spine involvement in juvenile
chronic arthritis (JCA) may lead to typical
permanent changes, which may cause dis-
abilities and increase the risk of complica
tions for the rest of the patient’s life (1-5).
Early diagnosis and active treatment of the
inflammation may be preventive, which
was demonstrated here in the patient’s his-
tory.

A 2 1/2 year old girl came to our hospital
because of arthritisin her right knee lasting
for two months. ESR was 50 mm/h and
CRP 30 mg/l. JCA (antinuclear antibody
positive) was diagnosed. Loca triamchi-



