
SUPPLEMENTARY MATERIAL 

METHODS 

Study design and patient´s selection. We performed an observational retrospective study at 

the following centers: a) Hospital Universitario de Gran Canaria Dr. Negrín, Las Palmas, Spain; 

and b) Hospital central de Asturias, Oviedo, Spain. All patients with clinical suspicion of 

idiopathic inflammatory myopathies (IIM) or antisynthetase syndrome (ASSD) and positive 

anti-aminoacyl transfer RNA synthetase (ARS) autoantibodies in the myositis immunoblot were 

included. Their medical charts were reviewed and data collect using an electronic form. This 

study was conducted according to Helsinki declaration and was approved by the Ethic 

Committee of the principal researcher center.  

Variables. We collected the following variables: a) Sociodemographic features, b) Clinical and 

immunological characteristics, and c) each criterion included within EULAR/ACR and Solomon´s 

criteria (1, 2).  

Aspects of interest about how the antibodies were tested: 

 Only those antibodies included in the myositis immunoblot have been tested 

systematically.  

 The blot assay used was the Euroline myositis profile 3 by Euroimmun (Lübeck, Germany); 

it includes specificities for ARS (anti-Jo1, anti-PL12, anti-PL7, anti-OJ and anti-EJ), other 

myositis-specific antibodies (anti-Mi-2 and anti-SRP) and myositis-associated antibodies 

(anti PM/Scl 75, PM/Scl 100, Ku and Ro-52).  

 The immunoblots performed before 2013 were visually evaluated by a specialist in 

autoimmune test, and those performed from 2013 onwards were digitally evaluated by a 

scan (Euroline Scan). They were informed as negative (when no signal was observed or 

scan intensity was 0-5), borderline (when very weak band was observed or scan intensity 

was 06-10) or positive (when medium to very strong band was observed or scan intensity 

was >10). 

Statistical Analysis.  All the analyses were performed with Stata 12.1. For the description of 

the sample, we used central tendency measures and dispersion for continuous quantitative 

variables, as well as frequency tables and percentage distribution for categorical qualitative 

variables. Algorithms were designed to evaluate if patients met the EULAR/ACR and Solomon´s 

criteria.  

Aspects considered when the EULAR/ACR criteria algorithm was designed in Stata 12.1: 

 The algorithm was created following the methods described in the articles form Lundberg 

IE et al. (1) and Bottai M et al. (3). Additionally, we verified that our algorithm worked 

properly comparing the classification obtained in a small number of cases with the 

classification obtained using the online web calculator 

(www.imm.ki.se/biostatistics/calculators/iim).  

 As muscle weakness was registered heterogeneously in the clinical records, to avoid 

overestimations, we considered it was present only if was objectively described by the 

physician in the physical examination section; and in these cases, it was scored with the 

lowest possible punctuation (0.7 points).  

 Two versions of the algorithm were created: with and without muscle biopsy. All cases 

with a performed muscle biopsy were classified using the algorithm version that includes 

it; otherwise, the algorithm without muscle biopsy was applied. Muscle biopsies results 

were obtained from the clinical records, not from the pathologist inform; thus, to avoid 

overestimations, when a biopsy was registered by the rheumatologist as compatible with 
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IIM but without transcribing details from the pathologist inform, it was scored with the 

lowest possible punctuation (0.7 points).     

 EULAR/ACR criteria fulfillment was considered only with scores of probability of 

presenting IIM >55% (probable) and >90% (definitive); and due to the low number of 

biopsies performed in our centers, without considering obligatory their presence when 

さHWﾉｷﾗデヴﾗヮW ヴ;ゲｴざが さGﾗデデヴﾗﾐげゲ ヮ;ヮ┌ﾉWゲざ ﾗヴ さGﾗデデヴﾗﾐげゲ ゲｷｪﾐゲざ ┘WヴW ﾐﾗデ ヮヴWゲWﾐデ. 

In each group, with EULAR/ACR and Solomon´s criteria fulfillment, the proportion of 

accomplishment of the other evaluated criteria was estimated. We also assessed the rate of 

patients with anti-Jo1 and with non-anti-Jo1 ARS that fulfilled each criteria set, and the rate of 

patients with non-anti-Jo1 ARS meting the EULAR/ACR criteria if we assign to these antibodies 

the same weight as anti-Jo1 ARS.  

Furthermore, Bohan and Peter criteria for IIM were applied because they are included as a 

criterion in Solomon´s criteria; nevertheless, they are not analyzed here due that do not 

evaluate the presence of antisynthetase antibodies (4-6). In the same way, the Connors ASSD 

criteria are not analyzed due that do not evaluate the presence of muscle weakness (7). 
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RESULTS 

Table S1: characteristics of the study population*. 

 Total EULAR/ACR Solomon Anti-Jo-1 Non-anti-Jo1 

Demographic characteristics n=37 n=22 n=17 n=17 n=20 

Sex (women) 26 (70.3) 16 (72.73) 15 (88.24) 13 (76.47) 13 (65.00) 

Age at first symptom (yr)ゆ 50.5±14.0 51.0±13.0 49.6±13.7 49.0±13.3 51.8±14.9 

Age at Ab determination (yr)ゆ 51.4±14.0 55.9±10.7 54.2±11.6 54.4±11.0 54.7±12.9 

Time from first symptom to Ab 

SWデWヴﾏｷﾐ;デｷﾗﾐ ふ┞ヴぶゆ 

4.0±5.8 4.9±7.1 4.5±7.5 5.4±7.8 2.9±3.3 

Clinical manifestations  n=37 n=22 n=17 n=17 n=20 

Arthritis  21 (56.7) 14 (63.6) 13 (76.5) 13 (76.5) 8 (40.0) 

ILD 20 (54.1) 13 (59.1) 14 (82.4) 10 (58.8) 10 (50.0) 

Muscle weakness 18 (48.6) 12 (54.6) 10 (58.8) 8 (47.1) 10 (50.0) 

Raynaud phenomenon 14 (37.8) 9 (40.9) 8 (47.1) 7 (41.2) 7 (35.0) 

Mechanic hands 11 (29.7) 7 (31.2) 10 (58.8) 7 (41.2) 4 (20.0) 

Fever without known cause 8 (21.6) 5 (22.7) 3 (17.7) 5 (29.4) 3 (15.0) 

Heliotrope erythema 5 (13.5) 5 (22.7) 3 (17.7) 2 (11.8) 3 (15.0) 

Gottron sign 4 (10.8) 4 (18.2) 2 (11.8) 2 (11.8) 3 (15.0) 

Gottron papules 4 (10.8) 3 (13.6) 4 (23.6) 1 (5.9) 3 (15.0) 

Dysphagia 10 (27.0) 5 (22.7) 5 (29.4) 2 (11.8) 8 (40.0) 

Esophageal dysmotility  3 (8.1) 1 (4.5) 3 (17.7) 0 (0.0) 3 (15.0) 

Pulmonary hypertension 2 (5.4) 2 (9.1) 2 (11.8) 1 (5.9) 1 (5.0) 

Calcinosis 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0) 

Antisynthetase Ab** n=37 n=22 n=17 n=17 n=20 

Anti-Jo1 17 (45.9) 17 (77.3) 11 (64.7) 17 (100) 0 (0.0) 

Anti-PL-12 8 (21.6) 2 (9.1) 2 (11.8) 0 (0.0) 8 (40.0) 

Anti-PL-7 4 (10.8) 0 (0.0) 1 (5.9) 0 (0.0) 4 (20.0) 

Anti-EJ 4 (10.8) 2 (9.1) 0 (0.0) 0 (0.0) 4 (20.0) 

Anti-OJ 4 (10.8) 1 (4.5) 3 (17.7) 0 (0.0) 4 (20.0) 

Other Ab included in the myositis 

immunoblot  
n=37 n=22 n=17 n=17 n=20 

Anti Mi-2 1 (2.7) 0 (0.0) 0 (0.0) 0 (0.0) 1 (5.0) 

Anti SRP 1 (2.7) 1 (4.5) 0 (0.0) 0 (0.0) 1 (5.0) 

Anti PM/Scl 75 6 (16.2) 2 (9.1) 3 (17.7) 0 (0.0) 6 (30.0) 

Anti PM/Scl 100 5 (13.5) 2 (9.1) 3 (17.7) 1 (5.9) 4 (20.0) 

Anti Ku 1 (2.7) 0 (0.0) 0 (0.0) 0 (0.0) 1 (5.0) 

Anti Ro52 17 (45.9) 11 (50.0) 11 (64.7) 11 (64.7) 6 (30.0) 

Elevated enzymes n=37 n=22 n=17 n=17 n=20 

CK 23 (62.2) 16 (72.7) 14 (82.4) 12 (70.6) 11 (55.0) 

LDH 16 (43.2) 12 (54.6) 9 (52.9) 11 (64.7) 5 (25.0) 

AST  9 (24.3) 6 (27.3) 6 (35.3) 5 (29.4) 4 (20.0) 

ALT  9 (24.3) 6 (27.3) 6 (35.3) 5 (29.4) 4 (20.0) 

Other elevated enzymes n=10 n=8 n=2 n=4 n=6 

Aldolase  1 (10) 1 (16.7) 1 (50.0) 1 (25.0) 0 (0.0) 

Muscle biopsy  n=6 n=5 n=1 n=3 n=3 

Informed as compatible with IIM 6 (100.0) 5 (100.0) 0 (0.0) 3 (100.0) 3 (100.0) 

Described as compatible with 

DM/PM 

1 (16.7) 1 (20.0) 0 (0.0) 2 (66.7) 0 (0.0) 

Described as compatible with 

IBM 

1 (16.7) 1 (20.0) 0 (0.0) 0 (0.0) 1 (33.3) 

Not details were described*** 4 (66.7) 3 (50.0) 1 (100.0) 2 (66.7) 2 (66.7) 

Electromyogram  n=13 n=7 n=5 n=4 n=9 

Compatible with myositis 8 (61.5) 6 (85.7) 4 (80.0) 3 (75.0) 5 (55.6) 

Treatments**** n=37 n=22 n=17 n=17 n=20 

Steroids 28 (75.7) 18 (81.8) 12 (70.6) 13 (76.5) 15 (75.0) 

     High doses of steroids 24 (64.9) 16 (72.7) 12 (70.6) 12 (70.6) 12 (60.0) 

Immunosuppressors 19 (51.4) 12 (54.6) 13 (76.5) 10 (58.8) 9 (45.0) 

Conventional DMARDs  12 (32.4) 10 (45.5) 6 (35.3) 9 (52.9) 3 (15.0) 

Biologic DMARDs 10 (27.0) 6 (27.3) 4 (23.5) 5 (29.4) 5 (25.0) 
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Synthetic DMARDs 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0) 

Immunoglobulins 1 (2.7) 1 (4.5) 1 (5.9) 1 (5.9) 0 (0.0) 

Chronic oxygen therapy 3 (8.1) 3 (13.6) 3 (17.7) 3 (17.7) 0 (0.0) 

BiPAP/CPAP 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0) 

Other treatments 1 (2.7) 0 (0.0) 1 (5.9) 0 (0.0) 1 (5.0) 

 

*Results are expressed as number (percentage), otherwise is indicated. 

** We observed that 3 cases presented a second AR“ ｷﾐaﾗヴﾏWS ;ゲ さHﾗヴSWヴﾉｷﾐWざぎ ヱ I;ゲW with 

anti-Jo1 positivity presented a borderline anti-PL12 band, and 2 cases with anti-PL-12 

presented a borderline anti-PL7 band. 

*** These data were obtained from the clinical records not from the pathologist inform. In 4 

cases the biopsy result was registered by the physician as compatible with myositis, but 

without transcribing details from the pathologist inform. In these cases, the lowest possible 

score was given for biopsy punctuation when the EULAR/ACR criteria were applied (0.7 points).   

**** Treatments were registered at any time during the follow-up. 

ゆMean (standard deviation) 

Abbreviations: Ab: antibodies. ALT: alanine aminotransferase. AST: aspartate 

aminotransferase. BiPAP: Bilevel Positive Airway Pressure. CK: creatine kinase. CPAP: 

continuous positive airway pressure. DM: dermatomyositis. DMARDs: disease-modifying 

antirheumatic drug. IBM: inclusion body myositis. IIM: idiopathic inflammatory myopathies. 

ILD: interstitial lung disease. LDH: lactate dehydrogenase. PM: polymyositis. yr: years.  
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