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 34 yo M, subacute severe shoulders pain, moved to 

neck

Unable to raise arms all the way due to pain/weakness.

Cannot pull on pants because of difficulty lifting leg

Without Norco unable to walk. 

 No breathing difficulties, No dysphagia. 

HPI



 ARVs:  Genvoya (elvitegravir, cobicistat, emtricitabine, tenofovir) 

Biktarvy (bictegravir, emtricitabine & tenofovir)

 WAS taking Lipitor, stopped

 Norco 1 pill every 6 hours. 

 Naproxen twice a day

 Steroids 60 mg/day 

Medications:



 Sister: diagnosed with Lupus. 

 Diabetes runs in family.

FHx: 



 Motor exam limited by pain

 Could raise arms above shoulders with difficulty (at least 4/5 throughout 

proximally and distally)

 Could squat with difficulty (holding to objects)

 Calf is tender with some swelling

 Diffuse swelling of various muscles that is visible on lower back paraspinal, 

upper arms, forearm, upper thigh (lateral and medial side) 

Exam



1/5/19 1/6/19 1/22/19 1/25/19

CK 4687 4290 8764 9162 8193

Aldolase 33

Labs



10/2017 11/2017 12/2017 4/2018 1/2019

HbA1C 13.3 16.2 12.3 6.8 10.1

LDL 124

TRIG 1275 217

Labs-Cont



MyoMarker Panel 3: Negative

(SRP, J0-1 and other AyS Abs)

HMGCR Ab: Negative

Labs-Cont



Labs-Cont



Labs-Cont



No deep vein thrombus in the left upper 

extremity.

LE Doppler: 



T1 T1

Muscle MRI



STIR T2 Fat Sat

Muscle MRI



“Multifocal intramuscular edema in the pelvic and 

bilateral thigh musculature, most notably involving the 

bilateral adductor and gracilis muscles as described in 

keeping with myositis”









CD163 (macrophages)



CD3 (T cells)



MHC-Class I



SDH-COX



esterase



ATPase: 9.4



“Necrotizing Myopathy”

Pathologic diagnosis

However, this could be: 

 Inflammation

 Infection

 Toxic

 Metabolic 

 Vascular

 …

Clinical correlation!



The 10 P’s:
A Mnemonic to Increase Accuracy of Diagnosis in Acquired Myopathies 

1) Pattern: Proximal UE and LE (Exam limited by pain), No asymmetry

2) Period: 1 mo PTA, fairly subacute/acute

3) Phenomena: Swelling, severe pain, poorly controlled DM, and non-compliance with HIV 

Meds

4) Pills (/toxins): Statins; discontinued, not been on “D-Drugs” (AZT, etc)

5) Plasma: CK: 4K-9K, ? normal levels, negative myositis Ab panel (HMGCR, SRP)

6) Pathology: Necrotizing myopathy 

7) Picture (MRI): asymmetric patchy edema in muscles, no atrophy

8) Physiology : NA

9) Pedigree: NA

10) Pharmacology s/p Steroids 60 mg/day for short time.



Comments/questions?



Diabetic Myonecrosis

Final Diagnosis

Alternative considerations: 

 Seronegative necrotizing myopathy

(MRI, Edema, Pain, Increasing CK with 

Steroids)

 “Myositis”

 DVT

 Rhabdomyolysis







Clinical Pearls to Differentiate Between 

Myopathy and Neuropathy

NeueoPathology

Adult Rheumatology

Peds Neurology

Pediatric  Rheumatology

Adult Neurology



Period

Phenomena

Pills

Pattern Plasma Pathology

Picture

Physiology

Pedigree

Pharmacology

10 P’s 
Mnemonic

The 10 Ps Mnemonic for acquired 

myopathies



Monthly online  interdisciplinary neuromuscular 

pathology Case conferences

Kaiser Northern California 

4th Wednesday of the month 8:30-10:00

Trainees and colleagues are welcome to join.  

amir.h.sabouri@kp.org



Thank you!

Questions?!


