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Objective: The clinical features of interstitial lung disease (ILD) in patients with
dermatomyositis (DM) and negative myositis autoantibodies had not been exactly
demonstrated previously. This study aimed to describe and expand the phenotype of
interstitial lung disease (ILD) in this cohort of patients.

Methods: A total of 1125 consecutive Chinese patients with idiopathic inflammatory
myopathies (IIM) between 2006 and 2020 were screened retrospectively. All proven cases
of isolated ILD with both negative myositis-specific autoantibodies (MSA) and negative
myositis-associated autoantibodies (MAA) were selected for inclusion. The clinical
features and outcome among this group, MDA5*DM (DM patients with positive anti-
MDAS antibody) and ASS (patients with positive anti-aminoacyl tRNA synthetases
antibodies were recorded and compared.

Results: Of 1125 [IM patients with an average follow-up of 6 years, 154 DM patients with
negative MSA and MAA (MSA/MAA) were identified, with an ILD incidence of 46.8%. DM-
ILD Patients with negative MSA/MAA presented younger age at onset (p<0.001), lower
incidence of elevated CA153 (p=0.03) and fever (p=0.04)than those ILD patients with
MDA5*DM and ASS.The estimated high-resolution computed tomography patterns of
ILD showed non-specific interstitial pneumonia (66.6%), followed by organizing
pneumonia in patients with negative MSA/MAA. OP pattern was more common in
patients with MDA5*DM (69.7%), and the ratios of the OP (48.7%) and NSIP (51.3%)
patterns were almost equal in patients with ASS. Of these DM-ILD patients with negative
MSA/MAA, 25% developed rapidly progressive interstitial lung disease (RP-ILD). Patients
with RP-ILD had a shorter disease duration (p=0.002), higher percentage of positive ANA
(p=0.01) and organizing pneumonia patterns (p=0.04), elevated CYFRA211(p=0.04) and
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decreased Fi02/Pa02 (p<0.001) than those with chronic progressive ILD. The incidence
of OP pattern in RP-ILD patients with negative MSA/MAA was lower than in those RPILD
patients with MDA5* DM (75%) and ASS (89%) (p=0.006). The cumulative 5- and 10-year
survival rates in the DM-ILD patients with negative MSA/MAA were 91% and 88%,
respectively, during the long-term follow-up study. And they had more favorable survival
rate compared with ILD patients with MDA5"DM and ASS (p<0.001). An independent
prognostic factor was identified as decreased PaO2/FiO2 (hazard ratio, 0.97; p=0.004].

Conclusions: This study indicates DM-ILD patients with negative MSA/MAA had
favorable long-term outcomes. Decreased baseline PaO2/FiO2 acted as an
independent prognostic factor for this group of patients.

Keywords: negative myositis autoantibody, interstitial lung disease, RPILD, dermatomyositis, myositis specific

autoantibody, myositis associated autoantibody

INTRODUCTION

Idiopathic inflammatory myopathy (IIM) is a heterogeneous
autoimmune disease characterized by muscle weakness and
multiple extramuscular manifestations, including varying
degrees of skin, joint and lung involvement. Interstitial lung
disease (ILD) is the most crucial extramuscular manifestation of
IIM because of its high prevalence and mortality rate (1). Poor
survival and impaired quality of life are most commonly
observed in patients with acute or chronic progressive ILD in
patients with IIM. Serum myositis-specific autoantibodies
(MSAs) and negative myositis-associated autoantibodies
(MAAs) are identified in recent years. Many of these are
associated with a unique clinical subset of IIM, making them
useful for predicting and monitoring certain clinical
manifestations (2, 3). The association between ILD and these
antibodies has been confirmed in several studies. Anti-melanoma
differentiation-associated gene 5(MDAS5) antibodies with
amyopathic dermatomyositis (ADM) or clinical amyopathic
dermatomyositis (CADM) are often complicated by rapidly
progressive ILD (RP-ILD) (4). Studies have confirmed an
association between anti-aminoacyl tRNA synthetases (ARS)
antibodies and IIM-ILD (5). The anti-Ro-52 antibody is one of
MAAs, which also associated with ILD and RP-ILD in previous
studies and our team’s studies (6, 7). However, little attention has
been paid to the special group of dermatomyositis with ILD, in
which both MSA and MAA are negative. The serological,
radiological, and clinical outcomes of these patients are
unclear. This study aimed to describe a cohort of ILD patients
with dermatomyositis with negative MSA and MAA
(MSA/MAA).

MATERIALS AND METHODS
Study Design and Subjects

This was a retrospective cohort study of adult patients who
visited the Department of Rheumatology, China-Japan
Friendship Hospital, from January 2006 to July 2020. Muscle

biopsies were performed for all patients. Patients with a definite
diagnosis of DM fulfilled the Bohan and Peter classification
criteria and the 239th ENMC International Classification of
Dermatomyositis (8). All patients provided written informed
consent in accordance with the Declaration of Helsinki. This
study was approved by the China-Japan Friendship Hospital
review board (approval number: 2016-117). Baseline
demographic data, clinical data, laboratory data and
radiographic data at presentation were extracted from the
medical records.

The presence of ILD was determined by high-resolution
computed tomography (HRCT) findings. RP-ILD was defined
as a condition of worsening radiological interstitial change with
progressive dyspnea and hypoxemia within 1 month of the onset
of respiratory symptoms. chronic progressive ILD(CP-ILD) was
defined as an asymptomatic, nonrapidly progressive ILD or
slowly progressive ILD over 3 months (9). HRCT scan patterns
were classified as non-specific interstitial pneumonia (NSIP),
usual interstitial pneumonia (UIP), and organizing pneumonia
(OP) by two experienced radiologists, according to the 2013
American Thoracic Society (ATS) and European Respiratory
Society (ERS) policies (10).

Detection of Serum Autoantibodies

To avoid confounding and variability associated with testing
techniques and reference values between laboratories, we only
included patients who had MSA and MAA autoantibody profiles
performed at the first visit at the Rheumatology Laboratory of
China-Japan Friendship Hospital. In patients included before
2016, MSA status was assessed retrospectively based on stored
baseline serum samples using the Euroline assay. Since
seroconversion was observed, repeated MSA measurements
during follow-up were performed in all enrolled patients, and
serum aliquots were frozen at —80°C until assayed.
Autoantibodies (antigen including MDAS5,PL-12,PL-7,Jo-1,E],
OJ,KS,Mi-2,TIF1-y,NXP2,SRP,SAE,PM-Scl-75,PM-Scl-100,Ku,
Ro-52,HMGCR) were measured by immunoblotting
(Euroimmun, Germany; MBL, Japan). Anti-nuclear and ENA
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antibodies were detected using commercial kits from
Euroimmun Germany. Each sample was analyzed in triplicate
to ensure accuracy.

Inclusion and Exclusion Criteria

The inclusion criteria were as follows: (1) eligible patients with
DM who had complete medical records and follow-up
information. (2) Both MSA- and MAA-negative DM patients
with ILD during the initial visit and follow-up time.

The exclusion criteria were as follows: (1) DM without ILD,
(2) any MSA- or MAA-positive DM with ILD, (3) patients with
other connective tissue diseases, and (4) Patients with evidence of
pulmonary infections at their first admission, which were
identified by clinical diagnosis and pathogens.

Statistical Analysis

The chi-squared or Fisher’s exact test was used for binary data.
Student’s t-test or Mann-Whitney U-test or One-way ANOVA
analysis were used for continuous data. Survival probability was
evaluated using the Kaplan-Meier method, and survival curves
were compared using the log-rank test. To demonstrate possible
significant explanatory risk factors for death, we analyzed
prognostic factors using univariate and multivariate Cox
regression models, and the hazard ratios (HRs) and 95%
confidence intervals for death were calculated using Cox
proportional-hazards models; two-sided p<0.05, considered
statistically significant. All statistical calculations were
performed using the SPSS software (SPSS, Chicago, IL, USA).

RESULTS

Screening ILD Patients of DM With
Negative MSA/MAA

The study cohort included 1,125 patients with IIM. A total of 273
patients tested negative for both MSA and MAA. 28 patients with
other connective tissue diseases were excluded. A total of 182
(74%) of 245 patients with IIM were diagnosed as DM. To avoid
potential interference from pulmonary infection, 28 patients
were excluded because of complications of pulmonary
infection at their first visit to our hospital. A total of 154
patients with DM and negative MSA/MAA were enrolled, of
them,72 patients (46.8%) were complicated by ILD (Figure 1).
The characteristics of all the DM patients with negative MSA/
MAA were mainly include: lymphocytic infiltrates and MHC-I
expression in all patients, perifascicular atrophy observed in
55.6% of patients (n=86).

Clinical Features of Negative MSA/MAA
Associated ILD in DM Patients

The general and clinical characteristics of the patients are shown
in Table 1 and Supplemental Table S1. The prevalence of ILD in
DM patients with negative MSA/MAA was 46.7%; however, ILD
was much less common in patients with Juvenile

dermatomyositis (JDM) (1.4%) (p=0.03). ILD Patients with
negative MSA/MAA showed older age at onset (p<0.001),
shorter disease duration (p=0.007), and elevated levels of
serum ferritin (p=0.008) and C-reactive protein (p=0.016)
compared with patients without ILD. Importantly, the
incidence of Gottron’s sign (p=0.049), mechanic’s hands
(p<0.001), and arthralgia (p=0.002) was higher in DM-ILD
patients with negative MSA/MAA. In addition, ILD patients
with negative MSA/MAA had higher rates of tumor markers
CEA and CA153 (both p=0.003) (Supplememtal Table S1).

The comparison of clinical features of ILD were made among
DM with negative MSA/MAA,MDA5'DM (DM patients with
positive anti-MDAS5 antibody) (n=175) and ASS (patients with
positive anti-aminoacyl tRNA synthetases antibodies (n=158)
patients in our cohort (Table 1). DM Patients with negative
MSA/MAA presented younger age at onset (p<0.001), lower
incidence of elevated CA153 (p=0.03) and fever (p=0.04)than
those ILD patients with MDA5'DM and ASS. Patients with
negative MSA/MAA and ASS showed higher lymphocyte counts
(p<0.001), lower levels of ferritin (p=0.01), lower incidence of
elevated CEA (p<0.001) and higher incidence of elevated CA125
(p<0.001) than those in MDA5" DM Patients. The duration in
ASS'ILD patients were longer than those in the other two groups
of patients (p<0.001).

Characteristics of the Estimated HRCT
Patterns in DM-ILD Patients With Negative
MSA/MAA

It had previously not exactly indicated the estimated high-
resolution computed tomography (HRCT) patterns in DM-
ILD patients with negative MSA/MAA. We next evaluated the
HRCT patterns in this group of patients. The results showed that
the non-specific interstitial pneumonia (NSIP) pattern was the
most frequent finding (66.6%), followed by the OP patterns
(32.8%), and the UIP patterns (0.6%) in DM-ILD patients with
negative MSA/MAA. The HRCT patterns were different in
patients with negative MSA/MAA from patients with
MDA5"DM and ASS (p<0.001). OP pattern was more
common in patients with anti-MDAS5 antibodies (69.7%), and
the ratios of the OP (48.7%) and NSIP (51.3%) patterns were
almost equal in patients with anti-ARS antibodies (Table 1).

Considering that DM-ILD patients with negative MSA/MAA
had a higher prevalence of mechanic’s hand and arthritis/
arthralgia, we wanted to further explore whether there were
associations between HRCT patterns and the clinical
characteristics of mechanic’s hand and arthritis/arthralgia. As
shown in Supplementary Table S2, no significant differences
were noted between negative MSA/MAA associated ILD patients
with mechanic hands and arthralgia/arthritis (both p>0.05).
However, patients with mechanic’s hand showed more
common OP than those with arthralgia/arthritis (34.2% vs.
22.9%, p=0.38), while patients with arthralgia/arthritis were
more common with NSIP than those with mechanic’s hand
(76.5% vs. 63.2%, p=0.206) (Supplementary Table S2).
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IIM patients admitted between
January 2006 and December 2019
(n=1125)

Excluded MSA and/or MAA
positive IIM patients (total n=852)

A\ 4

A\ 4

Negative Myositis Autoantibody
(NMA) IIM patients ( n=273)

Excluded overlap  syndrome
patients (n=28)

\ 4

A 4

NMA IIM patients ( n=245)

Excluded (n=63):
® PM patients (n=49)
> ©® IBM patients (n=2)
® IMNM patients (n=12)

\4

NMA DM patients ( n=182)

Excluded  complicated  with
infections (n=28)

\ 4

NMA DM patients ( n=154)

NMA*ILD*DM patients NMAILD DM patients
(n=72) (n=82)

FIGURE 1 | Flowchart of DM-ILD patients with negative MSA/MAA.. IIM, idiopathic inflammatory myopathy; MSA, myositis specific autoantibody; MAA, myositis
associated autoantibody; PM, polymyositis; IBM, inclusion body myopathy; IMNM, immune mediated necrotizing myopathy; ILD, interstitial lung disease.

TABLE 1 | The comparison of clinical features among ILD patients with negative MSA/MAA, anti MDA5 and anti-ARS antibodies.

ILD DM with negative MSA/MAA (n=72) MDA5*DM (n=175) ASS (n=158) P value
Age at onset (years) 471 £ 12 49 + 11 54 +11.8 <0.001
Gender (F,%) 48 (66.7%) 117 (66.8%) 112 (70.8%) 0.68
Disease duration (weeks) 4.5 (2.3,13.5) 3(2,6) 8 (2,24) <0.001
Heliotrope sign (n,%) 42 (568.3%) 132 (75.4%) 34 (21.5%) <0.001
mechanic’s hand (n,%) 37 (561.4%) 84/91 (48%) 77/81 (48.7%) 0.8
Gottron’s sign (n,%) 49 (68%) 141 (81.7%) 57 (36.1%) <0.001
muscle weakness (n,%) 48 (66.7%) 100 (57%) 77 (48.7%) 0.03
Arthralgia (n,%) 34 (47.2%) 95/80 (54.3%) 80 (50.6%) 0.57
Fever (n,%) 23 (31.9%) 86 (49.1%) 72 (45.6%) 0.04
Perlungual erythematous (n,%) 8 (11.1%) 27 (15.4%) 6 (3.8%) 0.002
Lymphocyte counts (cell/ul) 1110 (600,1581) 750 (510,1060) 1000 (1440,2057) <0.001
CK (IUL) 79 (42,287) 51 (28,107) 114 (51,605) 0.48
(Continued)
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TABLE 1 | Continued

ILD DM with negative MSA/MAA (n=72) MDA5*DM (n=175) ASS (n=158) P value
LDH (U/L) 252 (204,367) 287 (225,378) 291 (204,396) 1
Ferritin (ng/ml) 244 (123,669) 542 (210,1378) 188 (79,375) 0.01
CRP (mg/dl) 0.53 (0.23,0.96) 0.61 (0,1) 1(0.2,2.3) 0.1
ESR (mm/h) 17 (7,36) 22 (13.42) 21 (11,43) 0.2
Elevated CEA (n,%) 14 (24.1%) 81 (50.9%) 22 (17.2%) <0.001
Elevated CA7-24 (n,%) 8 (30.7%) 30 (28.8%) 9 (16.4%) 0.18
Elevated CA125 (n,%) 11 (19%) 4 (2.5%) 28 (21.9%) <0.001
Elevated CA199 (n,%) 10 (17.5%) 28 (17.6%) 29 (22.7%) 0.5
Elevated CA153 (n,%) 12 (21%) 60 (38%) 52 (40.3%) 0.038
Elevated NSE (n,%) 12 (41.4%) 51 (48%) 23 (30.7%) 0.001
Elevated CYFRA21-1 (n,%) 18 (56.3%) 78 (72%) 63 (73.2%) 0.16
FVC% 87.8 + 25 82.5 + 23 75 +19.8 0.075
DLco% 66 + 17 65 +17.6 63.6 + 16 0.6
HRCT patterns

OP 23 (31.9%) 122 (69.7%) 77 (48.7%) <0.001
NSIP 48 (66.7%) 53 (30.3) 81 (562.6%)

uiP 1(1.4%) 0 0

(Table 1 Breakdown): Continuous data were presented as M (mean) + SEM (standard error of the mean), or medians (interquartile range). Binary data were presented as n (%) of the
patients. DM, dermatomyositis; CK, creatine kinase; LDH, Lactate Dehydrogenase; FVC, Forced Vital Capacity; DLco, diffusing capacity for carbon monoxide; UIP, usual interstitial

pneumonia; NSIP, nonspecific interstitial pneumonia; OP, organizing pneumonia.

Prevalence and Characteristics of RP-ILD
in DM Patients With Negative MSA/MAA
Our previous study indicated that RP-ILD is mainly found in
patients with anti-MDA5 and anti-ARS or isolated anti-Ro-52
positive DM (7, 11, 12). Notably, 18 patients (25%) presented with
RP-ILD, suggesting that patients with DM-ILD patients with
negative MSA/MAA could develop RP-ILD. Most patients
presented with chronic progressive ILD (CP-ILD)
(75%) (Table 2).

Furthermore, we compared the clinical features of the RP-ILD
and CP-ILD groups in the DM Patients with negative MSA/
MAA group. The clinical features of the two groups are
summarized in Table 2. Disease duration was significantly
shorter in the RP-ILD group than that in the CP-ILD group

(p=0.002). The ratio of ANA positivity in the RP-ILD group was
higher than that in the CP-ILD group (P=0.01). More
importantly, PaO2/FiO2, FVC%, FEV1%, and DLco% were all
decreased in the RP-ILD group compared to the CP-ILD group
(all p<0.01). In addition, RP-ILD patients presented a higher
ratio of elevated CYFRA21-1 levels, more than twice as high as
those of CP-ILD patients (88.9% vs. 43.5%, p=0.04). Notably,
although OP and NSIP were the main HRCT patterns in the two
groups, OP containing consolidations in the lower lung zone of
HRCT findings was more common in the RP-ILD group (55.6%
vs. 24%, p=0.01). No significant differences were found in skin
rash, arthralgia, muscle weakness, serum CK, LDH, lymphocytes,
serum ferritin, ESR, and CRP levels between the two groups
(all p>0.05).

TABLE 2 | Prevalence and characteristics of RP-ILD in DM-ILD patients with negative MSA/MAA patients.

RP-ILD (N=18) CP-ILD (N=54) P value
DM type 0.5
DM (n,%) 15 (83.3%) 48 (88.9%)
CADM (n,%) 3 (16.6%) 5(9.3%)
JDM (n,%) 0 (0%) 1(1.8%)
Age at onset (years) 49 + 13 46 + 12 0.8
Gender (F,%) 12 (66.7%) 36 (66.7%) 1
Disease duration (weeks) 3(1,4) 7 (3,19.5) 0.002
Heliotrope sign (n,%) 11 (61.1%) 31 (57.4%) 0.78
Mechanic’s hand (n,%) 10 (65.6%) 27 (50%) 0.68
Gottron’s signs (n,%) 12 (66.7%) 37 (68.5%) 0.88
Muscle weakness (n,%) 10 (565.6%) 38 (70.4%) 0.25
Arthralgia (n,%) 6 (33.3%) 29 (63.7%) 0.13
Fever (n,%) 8 (44.4%) 15 (27.8%) 0.18
ANA positive (n,%) 11 (68.8%) 17 (34%) 0.01
T cells counts (cell/ul) 926 + 512 962 + 600 0.9
CK (UL 78 (39,294) 79 (43,298) 0.87
LDH (lUL) 283 (235,537) 237 (196,360) 0.11

(Continued)
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TABLE 2 | Continued

RP-ILD (N=18) CP-ILD (N=54) P value
Ferritin (ng/ml) 311 (176,1034) 244 (88,651) 0.17
Elevated CEA (n,%) 4 (30.7%) 10 (22.2%) 0.53
Elevated CA7-24 (n,%) 3 (60%) 6 (28.6%) 0.33
Elevated CA125 (n,%) 2 (156.4%) 9 (20%) 0.7
Elevated CA199 (n,%) 2 (15.4%) 8(18.2%) 0.8
Elevated CA153 (n,%) 5 (38.5%) 7 (15.9%) 0.09
Elevated NSE (n,%) 4 (50%) 8 (38.1%) 0.68
Elevated CYFRA21-1 (n,%) 8 (88.9%) 10 (43.4%) 0.04
CRP (mg/dl) 0.96 (0.39,3.22) 0.45(0.21,0.76) 0.007
ESR (mm/h) 16.5 (6,41) 17 (7.5,35.5) 0.92
PaO2/Fi02 300 + 54 423 £ 49 <0.001
FVC% 69 + 18.9 92 + 27 0.007
FEV1% 67 +19.8 87 £ 27 0.022
DLco% 48 + 11 66 + 18 0.003
HRCT patterns
OoP 10 (65.6%) 13 (24.1%) 0.04
NSIP 8 (44.4%) 40 (74.1%)
uip 0 (%) 1(1.8%)

(Table 2 Breakdown): Continuous data were presented as M (mean) + SEM (standard error of the mean), or medians (interquartile range). Binary data were presented as n (%) of the patients.
DM, dermatomyosittis; CADM, Clinical amyopathic dermatomyositis; JOM, Juvenile dermatomyositis; CK, creatine kinase; LDH, Lactate Dehydrogenase; FVC, Forced Vital Capacity; FEV1,
Forced Expiratory Volume In 1s; DLco, diffusing capacity for carbon monoxide; UIP, usual interstitial pneumonia; NSIP, nonspecific interstitial pneumonia; OP, organizing pneumonia.

There were 110 ILD patients with MDA5" DM (62.9%) and
70 patients with ASS'ILD (44.3%) developed RP-ILD in our
cohort. The clinical features of RP-ILD among DM patients with
negative MSA/MAA, MDA5" DM and ASS patients were also
compared. RPILD patients with negative MSA/MAA and ASS
showed higher incidence of elevated CA125 (p<0.001) and
positive ANA (p=0.01), lower incidence of elevated CEA
(p<0.001), higher lymphocyte counts (p<0.001) and lower
levels of ferritin (p=0.007) than those patients with
MDAS5'DM. The incidence of OP pattern in RPILD patients
with negative MSA/MAA was lower than in those patients with
MDA5" DM (75%) and patients with ASS (89%)
(p=0.006) (Table 3).

Prognosis and Predictors of DM-ILD
Patients With Negative MSA/MAA

We explored the prognosis of all DM patients with negative
MSA/MAA (with and without ILD). After a median follow-up
period of 6 years, there were both seven patients died in the
patients with ILD and without ILD. All deaths occurred in 9.1%
of the patients with negative MSA/MAA. In brief, among the
seven patients without ILD, two of seven patients died of
respiratory failure, one of seven patients died of severe asthma,
and four of seven patients died of cancer (three lymphomas and
one esophageal cancer). All seven patients in the ILD group died
of respiratory failure. The Kaplan-Meier survival analysis showed
no statistically significant difference in prognosis between sero-

TABLE 3 | The comparison of clinical features among RPILD patients with negative MSA/MAA, anti-MDA5 and anti-ARS antibodies.

RPILD DM with negative MSA/MAA (N=18) MDA5+DM (N=110) ASS (N=70) P value
Age at onset (years) 49 + 13 51.6 + 10 54 +12 0.18
Gender (F,%) 12 (66.7%) 75/35 55/15 0.28
Disease duration (weeks) 3(1,4) 3(2,6) 5(1.5,36) 0.02
Heliotrope sign (n,%) 11 (61.1%) 81 (73.6%) 13 (18.6%) <0.001
mechanic’s hand (n,%) 10 (55.6%) 48/62 (43.6%) 35 (60%) 0.5
Gottron’s signs (n,%) 12 (66.7%) 89/21 (81%) 22 (31.4%) <0.001
muscle weakness (n,%) 10 (55.6%) 62/48 27/43 0.06
Arthralgia (n,%) 6 (33.3%) 46 28 0.3
ANA positive (n,%) 11 (68.8%) 45/44 (50.6%) 48/18 (72.8%) 0.01
Lymphocyte counts (cell/ul) 1256 + 657 770 + 487 1598 + 947 <0.001
CK (IUL) 78 (39,294) 50 (28,117) 95 (50,424) 0.11
LDH (UL) 283 (235,537) 326 (255,404) 314 (225,430) 0.44
Ferritin (ng/ml) 311 (176,1034) 706 (360,1694) 175 (81,499) 0.007
Elevated CEA (n,%) 4 (30.7%) 60/39 (61%) 16 (27.1%) <0.001
Elevated CA7-24 (n,%) 3 (650%) 16/50 (24%) 5 (18.5%) 0.26
(Continued)
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TABLE 3 | Continued

RPILD DM with negative MSA/MAA (N=18) MDA5+DM (N=110) ASS (N=70) P value
Elevated CA125 (n,%) 2 (15.4%) 3 (8%) 18 (30.1%) <0.001
Elevated CA199 (n,%) 2 (15.4%) 18 (18.3%) 17 (28.8%) 0.26
Elevated CA153 (n,%) 5 (38.5%) 48 (49.5%) 28 (47.5%) 0.75
Elevated NSE (n,%) 4 (50%) 37 (62%) 16 (42%) 0.6
Elevated CYFRA21-1 (n,%) 8 (88.9%) 57 (78%) 36 (82%) 0.7
CRP (mg/dI) 0.96 (0.39,3.22) 1(0.2,1.7) 1(0.2,3.8) 0.09
ESR (mm/h) 16.5 (6,41) 29 (17,51) 26 (12,43) 0.1
Pa0O2/Fi02 300 + 54 308 + 58 310 + 46 0.8
FVC% 69 +18.9 67 £18.2 68 + 17 0.8
DLco% 48 + 11 46 + 12 49 + 12 0.9
HRCT patterns

OoP 10 (565.6%) 83 (75%) 62 (89%) 0.006
NSIP 8 (44.4%) 27 (24%) 8 (11%)

(Table 3 Breakdown): Continuous data were presented as M (mean) + SEM (standard error of the mean), or medians (interquartile range). Binary data were presented as n (%) of the
patients. DM, dermatomyositis; CK, creatine kinase; LDH, Lactate Dehydrogenase; FVC, Forced Vital Capacity; DLco, diffusing capacity for carbon monoxide; UIP, usual interstitial

pneumonia; NSIP, nonspecific interstitial pneumonia; OP, organizing pneumonia.

negative patients with ILD and those without ILD (P>0.05)
(Figure 2A). Figure 2B also showed that the cumulative 5-and
10-year survival rates of DM-ILD patients with negative MSA/
MAA were 91% and 88%, respectively. In addition, Figure 2C
showed that the overall survival rate was lower in the RP-ILD
group than in the CP-ILD group (p<0.05). Of the seven patients
who died, two RP-ILD and one CP-ILD patients complicated by
severe infection after glucocorticoids and immunosuppressive
treatments. The Kaplan-Meier survival analysis were also
conducted among patients with DM-ILD patients with
negative MSA/MAA, MDA5'DM and ASS. the DM-ILD
patients with negative MSA/MAA had the most favorable
prognosis while MDA5'DM associated ILD patients had the
worst prognosis (p<0.001) (Figure 3). The cumulative 5 year
survival rates of ILD patients with MDA5" DM and ASS were
69% and 87% respectively.

To determine the predictors of DM-ILD patients with
negative MSA/MAA, we first compared the differences in
demographic characteristics of the surviving and dead
NMA'ILD'DM groups during follow-up. As shown in
Table 4, there were significant differences in disease duration,
RP-ILD, elevated CYERA-21-1, ferritin decreased PaO2/FiO2,

and DLCO% (p=0.009, <0.001, 0.02, 0.048,0.003, and 0.024,
respectively). Next, we used univariate and multivariate
analyses to compare the risk factors between the death and
survival groups in patients with NMAILD"DM. Variables with
P £ 0.05 were considered possible confounders and those
previously reported risk factors, including serum ferritin, LDH,
and decreased T cells, were also retained in subsequent
multivariate Cox proportional hazard analysis. According to
the univariate analysis, RP-ILD (HR=32, p=0.002), decreased
PaO2/FiO2 (HR=0.978, p<0.001), and DLco% (HR=0.91,
p=0.04) were predictors of prognosis for DM-ILD patients
with negative MSA/MAA. Age- and sex-adjusted multivariate
regression analysis revealed that only decreased PaO2/FiO2
(HR=0.97, p=0.013) was an independent predictor of prognosis
in this group of patients (Table 5).

DISCUSSION

Many studies have found that anti-ARS, anti-MDAS5, and anti-
Ro-52 antibodies are strongly associated with PM/DM-ILD
(4-7). However, a cohort of patients with DM, without these
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FIGURE 2 | (A) The Kaplan-Meier survival analysis of negative MSA/MAA patients with or without ILD(p>0.05). (B) The cumulative 5 and 10-year survival rate of the
DM-ILD patients with negative MSA/MAA was 91% and 88%; (C) Kaplan-Meier survival analysis of RP-ILD and CP-ILD patients with negative MSA/MAA (with
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TABLE 4 | Comparison of clinical characteristics between the dead and survival DM-ILD patients with negative MSA/MAA.

Death (N=7) survival (N=65) P value

Age at onset (years) 48 + 21 46.9 = 11 0.29
Gender (F) (n,%) 5/2 (71.4%) 43/22 (66.2%) 1
Disease duration (M) 11,3 3 (6,16) 0.009
RP-ILD (n,%) 6 (85.7%) 2 (18.5%) <0.001
Heliotrope sign (n,%) 4 (57%) 38 (58.5%) 1
Mechanic’s hand (n,%) 4 (57%) 33 (50.8%) 1
Gottron’s signs (n,%) 6 (85.7%) 38 (58.5%) 0.23
Muscle weakness (n,%) 5 (71.4%) 43 (66.2%) 1
Arthralgia (n, %) 4 (57%) 30 (46.2%) 0.7
Fever (n,%) 4 (57%) 19 (29.2%) 0.19
ANA positive (n,%) (N=65) 2 (33.3%) 25 (42.3%) 1
Decreased T cells counts 3 (60%) 17 (34.7%) 0.65
Elevated CK (n,%) 1 (14.3%) 22 (33.8%) 0.4
Elevated LDH (n,%) 4 (57%) 31 (49.2%) 1
Ferritin 552 (226,1153) 225 (106,649) 0.048
Elevated CRP (n,%) (N=67) 3 (42.9%) 19 (32.2%) 0.6
Elevated ESR (n,%) (N=67) 3 (42.9%) 9 (48.3%) 1
Elevated CEA (n,%) (N=58) 3 (42.9%) 11 (21.6%) 0.34
Elevated CA7-24 (n,%) (N=27) 2/2 (50%) 7 (30.4%) 0.58
Elevated CA125 (n,%) (N=58) 1 (14.3%) 10 (19.6%) 1
Elevated CA199 (n,%) (N=57) 1 (14.3%) 9 (18%) 1
Elevated CA153 (n,%) (N=57) 3 (42.9%) 9 (18%) 0.15
Elevated NSE (n,%) (N=32) 0 (0%) 12 (48%) 0.1
Elevated CYFRA21-1 (n,%) (N=32) 6 (100%) 12 (46.2%) 0.02
Pa02/Fi02 238 (310,343) 357 (429,448) 0.003
FVC% 71+£25 87 £ 27 0.21
FEV1% 68 + 26 83 + 27 0.25
DLco% 43+8 62 £ 18 0.024
HRCT patterns 4 (57.1%) 18 (27.7%) 0.22

P (n, %) 3 (42.9%) 46 (70.8%)
NSIP (n, %) 0 (%) 1(1.5%)

UIP (n, %)

(Table 4 Breakdown): Continuous data were presented as M (mean) + SEM (standard error of the mean), or medians (interquartile range). Binary data were presented as n (%) of the
patients; RPILD, rapidly progressive interstitial lung disease; CK, creatine kinase; LDH, Lactate Dehydrogenase; CRP, c reactive protein;ESR, erythrocyte sedimentation rate; FVC, Forced
Vital Capacity; FEV1, Forced Expiratory Volume In 1s; DLco, diffusing capacity for carbon monoxide; UIP, usual interstitial pneumonia; NSIP, nonspecific interstitial pneumonia; OP,
organizing pneumonia.
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TABLE 5 | Univariate and multivariate prognostic analyses of risk factors in DM-ILD patients with negative MSA/MAA.

Univariate
HR (95%Cl)

Disease duration -

RP-ILD 32(3.5,295)
Ferritin -

LDH -
Decreased T cells -
Elevated CYFRA21-1 -
Pa02/Fi02 0.978(0.967,0.99)
DLco% 0.91(0.84,0.99)

Multivariate

P value HR (95%Cl) P value

0.27 - -
0.002 - -
0.38
0.8
0.9
0.25 - -
<0.001 0.97(0.95,0.99) 0.013
0.04

(Table 5 Breakdown), RPILD, rapidly progressive interstitial lung disease; LDH, Lactate Dehydrogenase; DLco, diffusing capacity for carbon monoxide.

autoantibodies, is also complicated by ILD. The present study
from a large single center illustrated the clinical and radiologic
characteristics and outcomes of patients with DM complicated
by ILD without MSAs and MAAs for the first time. Our study
suggested that DM-ILD patients with negative MSA/MAA had
unique clinical characteristics and HRCT patterns. The cohort
had long-term favorable outcomes, although some patients could
develop RP-ILD. Our study expands the phenotype of interstitial
lung disease (ILD) in patients with DM.

The prevalence of ILD in the DM patients with negative
MSA/MAA was 46.7%. The prevalence of ILD was 84.5% in
MDA5-DM,87.3% in ASS-PM/DM, and 58% in patients with
Ro-52-DM in our center (7, 11, 12). DM-ILD patients with
negative MSA/MAA is associated with Gottron’s sign,
mechanic’s hands, arthralgia, elevated levels of serum ferritin,
CEA, and CA153. As mechanic’s hands and arthralgia usually
exist in patients with ASS, it is unclear whether undetected anti-
synthase antibodies exist in this group of patients. However, 76%
of ILD patients with negative MSA/MAA had elevated ferritin
levels, while only 36% of patients with ASS'ILD had elevated
serum ferritin levels in our previous study (11). Besides, the age
at onset,the disease duration and the incidence of Gottron’s sign
and fever are differed in patients with negative MSA/MAA and
ASS in the present study. Elevated serum tumor markers CEA
and CA153 were found in DM-ILD patients with negative MSA/
MAA as well as MDA5'DM and ASS. Recent research has
indicated a positive correlation between serum tumor marker
levels and CTD-ILD. Higher levels of CA153 and CYFRA21-1
suggest an increased risk of developing ILD (13). Our previous
and other recent studies indicated that the tumor markers CEA,
CA-199, and CYFRA21-1 were associated with ILD in DM (14—
16). Our results also suggest that elevated levels of serum CEA
and CA153 could be useful biomarkers for detecting ILD in DM
patients with negative MSA/MAA in the clinical setting.

We also analyzed the estimated HRCT pattern of ILD patients
with negative MSA/MAA. NSIP was the dominant pattern in this
cohort (66.6%), whereas the OP pattern was more common in
patients with anti-MDAS5 antibodies, and the ratios of the OP
and NSIP patterns were almost equal in patients with anti-ARS
antibodies in our cohort. To note, Patients with DM-ILD

patients with negative MSA/MAA presented younger age at
onset and lower incidence of fever than those ILD patients
with MDA5'DM and ASS in our cohort. The findings
indicated that patients with DM-ILD patients with negative
MSA/MAA had unique clinical features and estimated
HRCT pattern.

RP-ILD was observed mainly in patients with anti-MDAS5
antibody-positive DM and those with anti-ARS antibodies in
previous studies (17-19). Among the ILD patients with negative
MSA/MAA, 25% developed RP-ILD in our study. Therefore, it
was necessary to be vigilant that some DM patients with negative
MSA/MAA developed RP-ILD although the ratio of RP-ILD was
lower in this group of patients than in the MDA5"DM and ASS
patients. RP-ILD in patients with negative MSA/MAA was
associated with positive ANA and elevated CYFRA21-1 levels.
Of the patients with RP-ILD, 84.6% had positive ANA and 88.9%
had elevated CYFRA211.which indicated positive ANA and
elevated CYFRA21-1 levels may be useful markers for the
development of RP-ILD; however, further prospective studies
are needed to verify this. RPILD patients with negative MSA/
MAA and ASS showed lower incidence of elevated CEA, higher
lymphocyte counts and lower levels of ferritin than those RPILD
patients with MDAS5" DM, which were consistent with previous
studies (16).

Importantly, although NSIP was the main pattern in patients
with ILD, OP containing consolidations in the lower lung zone of
HRCT findings was more common in the RP-ILD group
(55.6%). A similar association was found in RP-ILD patients of
DM with anti-MDAS5, anti-ARS, and anti-Ro-52 antibodies in
our present and previous study (7, 16). This could remind
clinicians that OP containing consolidations in the lower lung
zone of HRCT may predict the development of RP-ILD in
patients with DM, despite the presence or absence of
myositis autoantibodies.

Long-term follow-up was conducted for all DM patients with
negative MSA/MAA. There was no statistical difference in
prognosis between the patients with and without ILD in
negative MSA/MAA groups. The cumulative 5- and 10-year
survival rates of patients with DM-ILD patients with negative
MSA/MAA were 91% and 88%, respectively. And The Kaplan-
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Meier survival analysis showed the DM-ILD patients with
negative MSA/MAA patients had the most favorable prognosis
while MDA5" DM'ILD had the worst prognosis, All of which
indicating that DM-ILD patients with negative MSA/MAA had a
favorable prognosis, although some patients may develop RP-
ILD. Univariate analysis showed that RP-ILD, decreased PaO2/
FiO2, and DLco% were risk prognostic factors, whereas
multivariate regression analysis revealed that only decreased
PaO2/FiO2 was an independent predictor of prognosis. There
may be two reasons why RP-ILD was not an independent
prognostic risk factor. One explanation is that RP-ILD patients
responded well to intensive treatment with methylprednisolone
in combination with CSA and/or intravenous CYC. Three of the
seven patients died of complications of severe infections during
treatment instead of death due to RP-ILD. Another explanation
may be the small sample size for death, which may have biased
the results of the prognostic analysis. Several studies have shown
that ferritin, LDH, decreased lymphocytes, KL-6, FVC, and
tumor markers are associated with poor prognosis in DM (14,
15, 20, 21). However, these risk factors were not associated with
the prognosis of DM-ILD patients with negative MSA/MAA.
These differences suggest that DM-ILD patients with negative
MSA/MAA had an isolated clinical phenotype. Based on these
findings, we are conducting ongoing research to identify new
myositis autoantibodies and explore the disease mechanisms of
DM-ILD patients with negative MSA/MAA.

The present study has several limitations as a retrospective
study. First, we used immunoblotting kits to detect MSA and
MAA. The specificity may be lower in comparison with the gold
standard Immunoprecipitation. However, the immunoblotting
kit is well proven and widely used in clinical practice. Second,
there may be undescribed antibodies existed in the cohort, which
need further identification. Finally, as mentioned previously,
prognostic analysis may have biased results, as the number of
deaths was small. More data should be collected to confirm our
results in the future.

CONCLUSION

NSIP existed in two-thirds of the estimated HRCT patterns in
NMA'ILD DM, while OP, especially containing consolidations
in the lower lung zone, was the main pattern in patients with RP-

REFERENCES

1. Gono T, Kuwana M. Inflammatory Myopathies: Choosing the Right
Biomarkers to Predict ILD in Myositis. Nat Rev Rheumatol (2016) 12:504-
6. doi: 10.1038/nrrheum.2016.120

2. Selva-O’Callaghan A, Pinal-Fernandez I, Trallero-Araguas E, Milisenda JC,
Grau-Junyent JM, Mammen AL. Classifcation and Management of Adult
Infammatory Myopathies. Lancet Neurol (2018) 7:816-28. doi: 10.1016/
$1474-4422(18)30254-0

3. Huang HL, Lin WC, Lin PY, Weng MY, Sun YT. The Significance of Myositis
Autoantibodies in Idiopathic Inflammatory Myopathy Concomitant With
Interstitial Lung Disease. Neurol Sci (2021) 42:2855-64. doi: 10.1007/s10072-
020-04911-7

ILD. Although 25% of ILD patients developed RP-ILD, the
overall mortality was favorable in the NMA'ILD'DM group at
long-term follow-up.

DATA AVAILABILITY STATEMENT

The original contributions presented in the study are included in
the article/Supplementary Material. Further inquiries can be
directed to the corresponding author.

ETHICS STATEMENT

This study was approved by the China-Japan Friendship
Hospital review board. Written informed consent to participate
in this study was provided by the participants’ legal guardian/
next of kin.

AUTHOR CONTRIBUTIONS

FC and XS conceived and designed the study. FC and JW
collected clinical data. PZ conducted the follow-ups and
recorded the outcomes. FC, YZ, and LY performed the
autoantibody detection and statistical analysis. FC and XS
wrote and edited the manuscript. XS and GW supervised the
study. All authors contributed to the article and approved the
submitted version.

FUNDING

This study was funded by the Fundamental Research Funds for
the Central Universities (No. 3332020074) and Elite Medical
Professionals project of China-Japan Friendship Hospital
(No.ZRJY2021-GG14).

SUPPLEMENTARY MATERIAL

The Supplementary Material for this article can be found online at:
https://www.frontiersin.org/articles/10.3389/fimmu.2022.879266/
full#supplementary-material

4. Allenbach Y, Uzunhan Y, Toquet S, Leroux G, Gallay L, Marquet A, et al.
Different Phenotypes in Dermatomyositis Associated With Anti-MDA5
Antibody: Study of 121 Cases. Neurology (2020) 95:¢70-8. doi: 10.1212/
'WNL.0000000000009727

5. Nakashima R, Mimori T. Clinical and Pathophysiological Significance of
Myositis-Specific and Myositis-Associated Autoantibodies. Int J Clin
Rheumatol (2010) 5:523-36. doi: 10.2217/ijr.10.48

6. Sabbagh S, Pinal-Fernandez I, Kishi T, Targoff IN, Miller FW, Rider LG, et al.
Anti-Ro52 Autoantibodies Are Associated With Interstitial Lung Disease and
More Severe Disease in Patients With Juvenile Myositis. Ann Rheum Dis
(2019) 78:988-95. doi: 10.1136/annrheumdis-2018-215004

7. Chen F, Zuo Y, Li S, Shi J, Wang G, Shu X. Clinical Characteristics of
Dermatomyositis Patients With Isolated Anti-Ro-52 Antibody Associated

Frontiers in Immunology | www.frontiersin.org

May 2022 | Volume 13 | Article 879266


https://www.frontiersin.org/articles/10.3389/fimmu.2022.879266/full#supplementary-material
https://www.frontiersin.org/articles/10.3389/fimmu.2022.879266/full#supplementary-material
https://doi.org/10.1038/nrrheum.2016.120
https://doi.org/10.1016/S1474-4422(18)30254-0
https://doi.org/10.1016/S1474-4422(18)30254-0
https://doi.org/10.1007/s10072-020-04911-7
https://doi.org/10.1007/s10072-020-04911-7
https://doi.org/10.1212/WNL.0000000000009727
https://doi.org/10.1212/WNL.0000000000009727
https://doi.org/10.2217/ijr.10.48
https://doi.org/10.1136/annrheumdis-2018-215004
https://www.frontiersin.org/journals/immunology
http://www.frontiersin.org/
https://www.frontiersin.org/journals/immunology#articles

Chen et al.

DM-ILD With Negative Autoantibodies

10.

11.

12.

13.

14.

15.

16.

Rapid Progressive Interstitial Lung Disease: Data From the Largest Single
Chinese Center. Respir Med (2019) 155:127-32. doi: 10.1016/j.rmed.2019.07.020

. Mammen AL, Allenbach Y, Stenzel W, Benveniste O. ENMC 239th Workshop

Study Group. 239th ENMC International Workshop: Classification of
Dermatomyositis, Amsterdam, the Netherlands, 14-16 December 2018.
Neuromuscul Disord (2020) 30:70-92. doi: 10.1016/j.nmd.2019.10.005

. Gono T, Kawaguchi Y, Satoh T, Kuwana M, Katsumata Y, Takagi K, et al.

Clinical Manifestation and Prognostic Factor in Anti-Melanoma
Differentiation-Associated Gene 5 Antibody-Associated Interstitial Lung
Disease as a Complication of Dermatomyositis. Rheumatol (Oxf) (2010)
49:1713-9. doi: 10.1093/rheumatology/keq149

Travis WD, Costabel U, Hansell DM, King TEJr, Lynch DA, Nicholson AG,
et al. An Official American Thoracic Society/European Respiratory Society
Statement: Update of the International Multidisciplinary Classification of the
Idiopathic Interstitial Pneumonias. Am ] Respir Crit Care Med (2013)
188:733-48. doi: 10.1164/rccm.201308-1483ST

Shi J, Li S, Yang H, Zhang Y, Peng Q, Lu X, et al. Clinical Profiles and
Prognosis of Patients With Distinct Antisynthetase Autoantibodies.
J Rheumatol (2017) 44:1051-7. doi: 10.3899/jrheum.161480

Chen F, Wang D, Shu X, Nakashima R, Wang G. Anti-MDA5 Antibody is
Associated With A/SIP and Decreased T Cells in Peripheral Blood and
Predicts Poor Prognosis of ILD in Chinese Patients With Dermatomyositis.
Rheumatol Int (2012) 32:3909-15. doi: 10.1007/s00296-011-2323-y

Bao Y, Zhang W, Shi D, Bai W, He D, Wang D. Correlation Between Serum
Tumor Marker Levels and Connective Tissue Disease-Related Interstitial
Lung Disease. Int ] Gen Med (2021) 14:2553-60. doi: 10.2147/IJGM.S310917
Gui X, Ma M, Ding J, Shi S, Xin X, Qiu X, et al. Cytokeratin 19 Fragment is
Associated With Severity and Poor Prognosis of Interstitial Lung Disease in
Anti-MDA5 Antibody-Positive Dermatomyositis. Rheumatol (Oxf) (2021)
60:3913-22. doi: 10.1093/rheumatology/keaa843

Zhu D, Qiao J, Tang S, Pan Y, Li S, Yang C, et al. Elevated Carcinoembryonic
Antigen Predicts Rapidly Progressive Interstitial Lung Disease in Clinically
Amyopathic Dermatomyositis. Rheumatol (Oxf) (2021) 60:3896-903. doi:
10.1093/rheumatology/keaa819

ZuoY,YeL, Liu M, Li S, Liu W, Chen F, et al. Clinical Significance of Radiological
Patterns of HRCT and Their Association With Macrophage Activation in
Dermatomyositis. Rheumatol (Oxf) (2020) 59:2829-37. doi: 10.1093/
rheumatology/keaa034

17. Motegi SI, Sekiguchi A, Toki S, Kishi C, Endo Y, Yasuda M, et al. Clinical Features
and Poor Prognostic Factors of Anti-Melanoma Differentiation-Associated Gene
5 Antibody-Positive Dermatomyositis With Rapid Progressive Interstitial Lung
Disease. Eur | Dermatol (2019) 29:511-7. doi: 10.1684/jd.2019.3634

Yamasaki Y, Satoh M, Mizushima M, Okazaki T, Nagafuchi H, Ooka S, et al.
Clinical Subsets Associated With Different Anti-Aminoacyl Transfer RNA
Synthetase Antibodies and Their Association With Coexisting Anti-Ro52.
Mod Rheumatol (2016) 26:403-9. doi: 10.3109/14397595.2015.1091155
Satoh M, Tanaka S, Ceribelli A, Calise SJ, Chan EK. A Comprehensive
Overview on Myositis-Specific Antibodies: New and Old Biomarkers in
Idiopathic Inflammatory Myopathy. Clin Rev Allergy Immunol (2017) 52:1-
19. doi: 10.1007/s12016-015-8510-y

Lian X, Zou J, Guo Q, Chen S, Lu L, Wang R, et al. Mortality Risk Prediction in
Amyopathic Dermatomyositis Associated With Interstitial Lung Disease: The
FLAIR Model. Chest (2020) 158:1535-45. doi: 10.1016/j.chest.2020.04.057
Huang W, Ren F, Luo L, Zhou J, Huang D, Pan Z, et al. The Characteristics of
Lymphocytes in Patients Positive for Anti-MDAS5 Antibodies in Interstitial
Lung Disease. Rheumatol (Oxf) (2020) 59:3886-91. doi: 10.1093/
rheumatology/keaa266

18.

19.

20.

21.

Conflict of Interest: The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could be construed as a
potential conflict of interest.

Publisher’s Note: All claims expressed in this article are solely those of the authors
and do not necessarily represent those of their affiliated organizations, or those of
the publisher, the editors and the reviewers. Any product that may be evaluated in
this article, or claim that may be made by its manufacturer, is not guaranteed or
endorsed by the publisher.

Copyright © 2022 Chen, Wang, Zhang, Zuo, Ye, Wang and Shu. This is an open-
access article distributed under the terms of the Creative Commons Attribution
License (CC BY). The use, distribution or reproduction in other forums is permitted,
provided the original author(s) and the copyright owner(s) are credited and that the
original publication in this journal is cited, in accordance with accepted academic
practice. No use, distribution or reproduction is permitted which does not comply with
these terms.

Frontiers in Immunology | www.frontiersin.org

May 2022 | Volume 13 | Article 879266


https://doi.org/10.1016/j.rmed.2019.07.020
https://doi.org/10.1016/j.nmd.2019.10.005
https://doi.org/10.1093/rheumatology/keq149
https://doi.org/10.1164/rccm.201308-1483ST
https://doi.org/10.3899/jrheum.161480
https://doi.org/10.1007/s00296-011-2323-y
https://doi.org/10.2147/IJGM.S310917
https://doi.org/10.1093/rheumatology/keaa843
https://doi.org/10.1093/rheumatology/keaa819
https://doi.org/10.1093/rheumatology/keaa034
https://doi.org/10.1093/rheumatology/keaa034
https://doi.org/10.1684/ejd.2019.3634
https://doi.org/10.3109/14397595.2015.1091155
https://doi.org/10.1007/s12016-015-8510-y
https://doi.org/10.1016/j.chest.2020.04.057
https://doi.org/10.1093/rheumatology/keaa266
https://doi.org/10.1093/rheumatology/keaa266
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/immunology
http://www.frontiersin.org/
https://www.frontiersin.org/journals/immunology#articles

	Interstitial Lung Disease in Dermatomyositis Without Myositis-Specific and Myositis-Associated Autoantibodies: Study of a Series of 72 Patients From a Single Cohort
	Introduction
	Materials and Methods
	Study Design and Subjects
	Detection of Serum Autoantibodies
	Inclusion and Exclusion Criteria
	Statistical Analysis

	Results
	Screening ILD Patients of DM With Negative MSA/MAA
	Clinical Features of Negative MSA/MAA Associated ILD in DM Patients
	Characteristics of the Estimated HRCT Patterns in DM-ILD Patients With Negative MSA/MAA
	Prevalence and Characteristics of RP-ILD in DM Patients With Negative MSA/MAA
	Prognosis and Predictors of DM-ILD Patients With Negative MSA/MAA

	Discussion
	Conclusion
	Data Availability Statement
	Ethics Statement
	Author Contributions
	Funding
	Supplementary Material
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages false
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 1
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages false
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages false
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages false
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /ENU (T&F settings for black and white printer PDFs 20081208)
  >>
  /ExportLayers /ExportVisibleLayers
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        0
        0
        0
        0
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks true
      /IncludeHyperlinks true
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


