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A classic report that defined practical operational criteria and suggested the major clinical 
divisions still in use today.  

 
2. Lotz BP, Engel AG, Nishino H, et al. Inclusion body myositis. Observations in 40 

patients. Brain 112:727-747, 1989 
 

A clinical and pathologic description of the largest cohort of patients with this relatively 
recently described form of myositis. Inclusion body myositis could be  differentiated from 
polymyositis on the basis of an insidious onset, slow progression of weakness, and minimal or 
no response to therapy. 
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A good review of the clinical features, pathogenesis, and treatment with emphasis on 
pathologic distinctions among the three major clinical groups. There are 143 references. 
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prognoses, HLA associations, and responses define useful homogeneous patient groups. 
Medicine 70:360-374, 1991 

 
Analysis of patient subsets by the antibodies seen only in myositis patients (anti-synthetase, -
SRP, Mi-2 autoantibodies). Distinct clinical features, prognoses, HLA associations, and 
responses to treatment suggest that these serologic groups are likely to be different diseases. 
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A review of the many drugs, medical devices, occupational and other toxic exposures that 
have been associated with inflammatory and other myopathies. 
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A brief review of the clinico-pathologic groups, systemic manifestations, and assessment of 
these disorders. Emphasizes the usefulness of the myositis- specific autoantibodies in 
research and the clinical care of myositis patients. 
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Excellent review of the clinical features, pathogenesis, and treatment of the childhood forms 
of these diseases. Includes 125 references. 
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A very readable review of the risks and benefits of therapies in the context of current options. 
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A comprehensive evaluation of the advantages and disadvantages of current modalities of 
assessing myositis disease activity and damage. 
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10:54855, 1998 
 

Overview of the critical role of rehabilitation in improving the function and quality of life of 
myositis patients.  
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Update on treatment of polymyositis and dermatomyositis. 
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Update on diagnosis and treatment of ILD in polymyositis and dermatomyositis. 
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A retrospective cohort study of 537 patients with idiopathic inflammatory myopathy.  One 
hundred and four patients were found to have malignancy.  This study shows increased risk 
of malignancy in dermatomyositis and polymyositis.  The risk was highest in the first 3 years 
after diagnosis of myositis. 
 
 

 
 

 
 


