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Lipodermatosclerosis (LDS) is one of the variants of lobular panniculitis. The onset of LDS falls on the age of 50— 60 years, when many patients
already have comorbid pathology requiring complex therapy, which affects the course, the choice of treatment and prognosis of LDS, as well as
the quality of life.

Objective: to study the structure and frequency of comorbid conditions in patients with LDS.

Patients and methods. 53 patients (3 men and 50 women), 1§8—80 years old, with a verified diagnosis of L DS were included, all of them had
an average follow up of 10 years (they were observed in the V.A. Nasonova Research Institute of Rheumatology). The duration of the disease
ranged from 2 weeks to 20 years. During clinical examination, the localization, prevalence, color and number of affected skin areas and sub-
cutaneous fat were determined. The intensity of pain on palpation of the node was assessed using a visual analogue scale (VAS). Laboratory
and instrumental research included: blood and urine tests, computed tomography of the chest and ultrasound Doppler of the lower extremities
with registration of the linear blood flow velocity in the affected veins (femoral, popliteal, posterior tibial, foot veins). Clinical, laboratory and
instrumental examination of patients was carried out 2 times a year. The CIRS and Charlson indices were used to assess the relationship
between comorbid pathology and LDS.

Results and discussion. Most patients (60.3%) were women with increased body weight (91.5£21.8 kg). Depending on the duration of the
disease, the main variants of the LDS course were: acute (<3 months), subacute (3—6 months), and chronic (>6 months). Skin changes were
associated with polyarthralgia (34%) and/or myalgia (22.6%), mainly on the side of the affected limb. In 16 patients, an increase in ESR, on
average 23.8+7.8 mm per hour, was detected, in 7 patients, including 4 with an acute course of LDS, — more than a threefold increase in the
level of CRP. No comorbid diseases had 17 patients, 64.7% of them were under 50 years and had an acute course of LDS (p=0.02). In 68%
of patients, mainly with chronic LDS, the following concomitant diseases was recorded: chronic venous insufficiency (CVI; in 67.9%); exoge-
nous constitutional obesity (in 60.3%); rheumatic diseases (45.2%), including osteoarthritis (75%), rheumatoid arthritis (17%), antiphospho-
lipid syndrome (8%), and arterial hypertension (39.6%). Most patients had 1 concomitant disease, and almost one fifth of patients had 2 con-
comitant diseases. The proportion of patients with 3 comorbid pathologies was 11.1%, with 4 — 8.3% and with 5 — 5.5%. When assessing the
Charlson index, a 10-year survival rate of >90% (index values from 0 to 2 points) was observed in 66% of patients, 53—77% (3—4 points) —
in 26.4% and <21% (>5 points) — in 7.5%. There was correlation between the comorbidity index and the age of patients (r=0.8, p<0.05); no
association with the duration of LDS was found (r=0.3, p=0.2). Patients over 61 years had >1 comorbid disease. The average CIRS index for
this group was 4.2%+0.3 points (0— 10), in most patients (45.2%) it was <5 points. Analysis of the Charlson and CIRS scales confirmed their sta-
tistically significant relationship (r=0.5, p=0.0000001).

Conclusion. In patients with LDS, a high incidence of comorbid pathology was noted. Interdisciplinary approach with interaction between doc-
tors of different specialties is required for treatment of these patients.
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Comorbidity is a fundamental problem in modern medicine.
Currently, comorbidity is understood as a combination of i2
chronic diseases in one patient, interrelated etiopathogenetically
or coinciding in time of occurrence, regardless of the activity of
each of them [1-3].

The need to objectify the patient's polymorbid status in order
to develop individual approaches to therapy has led to the devel-
opment of 17 universally recognized international indices for
evaluating comorbidity. The most common instruments used
abroad are: Cumulative Illness Rating Scale PCIRS [4], Chronic
Disease Score — CDS [5], Adjusted Clinical Groups PACG [ 6],
the Geriatric Index of Comorbidity (GIC) [7], the
Kaplan—Feinstein-KF index, reflecting comorbidity according
to the severity of diseases [8], the Duke Severity of Illness
Checklist — DUSOI), which assesses the severity of diseases
according to four parameters: symptoms, complications, progno-

sis within 6 months without treatment and curability [9] and the
Charlson Comorbidity Index proposed in 1987 by ME Charlson
to predict mortality [10]. Comparative characteristics of 11
comorbidity indexes showed that the GIC index most accurately
predicted mortality during hospitalization, and the CIRS index
predicted the length of hospital stay [11—14]. In the provision of
primary health care, the ACG, Charlson and CDS indices are
considered the most convenient, while the ACG index is also
preferable for calculating the cost of medical care [11, 15].

Early diagnosis of comorbid pathology and treatment of
patients with rheumatic diseases (RD) is a complex task, the solu-
tion of which lies in interdisciplinary interaction and the develop-
ment of a general algorithm for patients’ management [16—20].

In this respect, panniculitis (Pn), a group of heterogeneous
inflammatory diseases characterized by damage to the subcuta-
neous fatty tissue (SCF), the musculoskeletal system and inter-
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Table 1. Cumulative disease assessment scale (CIRS) [4]

Table 2. The Charlson Comorbidity Index [10]

Content and interpretation Points

IDiseases of the heart

IDiseases of the blood vessels (blood and lymphatics)

IDiseases of the blood (bone marrow, spleen and peripheral blood)
IDiseases of the respiratory system (trachea, bronchi and lungs)

IDiseases of the sense organs (eyes, nose, ears, pharynx and larynx)
IDiseases of the organs of the upper digestive tract (esophagus, stomach,
[duodenum, pancreas, excluding diabetes mellitus, and gallbladder)
Diseases of the organs of the lower parts of the digestive tract (small and
large intestine)

Concomitant disease Points
Myocardial infarction 1
Heart failure 1

—

Damage to peripheral vessels (presence of intermittent claudication,
aortic aneurysm> 6 cm, acute arterial insufficiency, gangrene)

Transient cerebrovascular accident

Acute disorder of cerebral circulation with minimal residual effects
Dementia

Bronchial asthma

Chronic nonspecific lung diseases

Collagenoses

ILiver diseases

Kidney diseases

IDiseases of the genitourinary system (ureters, bladder, urethra, prostate
land genitals)

Diseases of the organs of the musculoskeletal system (muscles, joints,
[bones) and skin

Peptic ulcer and / or duodenal ulcer

Liver cirrhosis without portal hypertension

Diabetes mellitus without end-organ lesions

Acute cerebrovascular accident with hemiplegia or paraplegia
Chronic renal insufficiency with creatinine levels > 3 mg%
Diabetes mellitus with end-organ lesions

IDiseases of the central and peripheral nervous system (brain, spinal cord
land nerves)

Diseases of the endocrine system and metabolic disorders (including
diabetes mellitus)

Mental disorders

[Total points

Note. Assessment of organs and systems: 0 points — absence of dis-
eases in this organ system or presence of pathology that does not inter-
fere with normal life, does not affect the prognosis and does not
require treatment; 1 point — slight deviations from the norm or past
diseases; 2 points — a disease in which drug therapy is necessary;

3 points — a disease that caused disability; 4 points — life-threatening
disease requiring emergency treatment.

nal organs, are of particular interest. There are two types of Pn:
predominantly septal (inflammatory changes predominate in the
connective tissue septa) and predominantly lobular (affection of
fatty lobules), which may be accompanied by signs of vasculitis,
which affects clinical symptoms [21]. Lipodermatosclerosis
(LDS) is a variant of lobular Pn, manifested by degenerative-
dystrophic changes in the SCF, that mainly occurs in middle-
aged women with chronic venous insufficiency (CVI). The fre-
quency of edematous syndrome and trophic disorders in CVI,
including hyperpigmentation, LDS and eczema, varies from 3%
to 11% [22].

The hallmarks of LDS are painful hyperemic indurations on
the skin of the lower third of the leg, more often on its medial sur-
face. With the progression of sclerosis and atrophy of the SCF in
the lesion, hyperpigmentation and induration of the skin develop,
up to the formation of a woody compaction with a clear demar-
cation line. This leads to a characteristic Tinverted champaign
bottleY appearance of the lower third of the leg. Later, in the
absence of CVI treatment, trophic ulcers are formed [21-23].

There are no data on the combination of LDS with other
diseases, as well as on the effect of comorbidity on the develop-
ment of complications and the outcome of Pn, which promoted
this study.

Purpose: to study the structure and frequency of comorbid
conditions in patients with LDS.

Materials and methods. The study involved 53 patients (3
men and 50 women) aged 18 to 80 years with a verified diagnosis
of LDS, who were followed up at V.A. Nasonova Research
Institute of Rheumatology on average for 10 years. The duration
of the disease ranged from 2 weeks to 20 years.

Clinical examination determined the localization, preva-
lence, color and quantity of the affected skin and SCFE The inten-
sity of pain on palpation of the node was assessed using the visual

Malignant tumors without metastases

Acute and chronic lymphocytic or myeloid leukemia
Lymphomas

Cirrhosis of the liver with portal hypertension
Malignant tumors with metastases

Acquired immunodeficiency syndrome
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Note. When calculating the index, the points corresponding to con-
comitant diseases are summed up (see Table 2), and 1 point is added
for each decade of life if the patient exceeds the age of 40 (that is,

50 years — 1 point, 60 years — 2 points, and etc.).

analogue scale (VAS) when pressing on the center of the node
until the researcher's nail phalanx became white. Laboratory and
instrumental investigations included: blood and urine tests, com-
puted tomography of the chest organs and ultrasound Doppler of
the lower extremities with registration of the linear blood flow
velocity in the veins concerned (femoral, popliteal, posterior tib-
ial, veins of the foot). Clinical, laboratory and instrumental
examination of patients was carried out 2 times a year.

To assess the relationship between comorbid pathology and
LDS, the CIRS and Charlson indices were used (Tables 1, 2)
[4, 10].

Statistical data processing was carried out on a personal com-
puter using the methods of parametric and nonparametric statis-
tics of the Statistica 10 software for Windows (StatSoft Inc.,
USA). For independent samples, the significance of differences
was analyzed by nonparametric methods using the Mann —
Whitney test. To analyze the dependencies, the method of corre-
lation analysis was used with the calculation of the Spearman's
rank correlation coefficient. Differences were considered signifi-
cant at p<0.05.

Results. The majority of patients (60.3%) were women with
excess body weight (91.5£21.8 kg). Twenty patients (38%) had
positive family history of CVI. In 70% of cases, the nodes were
located asymmetrically, mainly on the medial surface of the leg
(74.4%), their size was 3—6 cm, the intensity of pain on palpation
(according to VAS) was up to 80 mm.

Depending on the duration of the disease, the main variants
of the course of LDS were identified: acute (<3 months), suba-
cute (3—6 months), and chronic (>6 months). The acute course
of the disease was detected in 20 (38%) patients (mean age
51.2%4.6 years). The subacute course of LDS was found in 12
(22.6%) patients (mean age 54.116.1 years, mean duration of the
disease 4.711.3 months); in the overwhelming majority of cases
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(91.7%) indurations of red-purple color and a positive symptom
of Tinverted champaign bottleY were detected. The chronic
course of LDS was present in 21 (39.6%) patients (mean age

non-steroidal anti-inflammatory drugs (NSAIDs), which were
taken by 74% of patients, venotonic drugs (hesperidin and dios-
min 1.0 g/day) — by 40%, glucocorticoids (on average 7.9+2.5

58.3%5.7 years, mean duration of the dis-
ease 43.3+24.0 months) and was charac-
terized by the presence of clearly demar-
cated purple-brown indurations and the
symptom of «inverted champaign bottle»
in 81% of cases.

Skin changes were associated with
polyarthralgias (34%) and / or myalgias
(22.6%), mainly on the side of the affect-
ed limb. In 16 patients, an increase in
ESR was recorded, on average up to
23.8+7.8 mm / h; in 7 patients (including
4 with acute LDS) more than a threefold
increase in the level of CRP was found; 4
patients had positive titers of rheumatoid
factor, and 2 patients — antibodies to car-
diolipins and lupus anticoagulant. Thirty
four (64.2%) patients showed signs of CVI
according to the International
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Classification of Chronic Venous Diseases
[24]: the clinical class of the disease is
LDS (C4b), and according to the classifi-
cation proposed by V.S. Savelyeva [25] —
CVI IIIA degree. In 28 patients, including
19 (67.9%) with chronic LDS, CVI was recurrent, its average
duration reached 10.2+1.3 years.

In 17 (32%) patients, no concomitant diseases were detect-
ed, 64.7% of them were under 50 years of age and had an acute
course of LDS (p=0.02). Comorbid pathology was observed in
68% of patients, mainly with chronic LDS. In 67.9% of cases CVI
was observed, in 60.3% — exogenous constitutional obesity, in
45.2% — rheumatic diseases (RD): osteoarthritis (in 75%),
rheumatoid arthritis (RA; in 17%), antiphospholipid syndrome
(in 8 %), as well as arterial hypertension (39.6%; see Figure 1).
Most patients (55.5%) had 1 concomitant disease, 19.4% — 2;
11.1% — 3; 8.3% — 4 and 5.5% — 5 concomitant diseases.

According to the correlation analysis, a moderate positive
relationship (r=0.3, p=0.0002) of the age of patients with the
number of concomitant diseases was noted. In the age group of
51-60 years old, the proportion of patients with comorbid dis-
eases was 58%, in the age group of 61—70 — 71%, and over 70
years old — 100%.

When assessing the Charlson index, the 10-year survival rate
> 90% (index value 0—2 points) was noted in 66% of patients,
53% — 77% (3—4 points) — in 26.4%; and <21% (i5 points) — in
7.5% of patients. Correlation analysis revealed an association
between the Charlson index and the age of patients (r=0.8; p
<0.05), as well as with the frequency of hospitalizations (r=0.4; p
<0.05); no relationship with the duration of LDS was found
(p=0.2). Analysis of the incidence of concomitant diseases
according to the CIRS index (14 organs and systems) showed that
patients over 61 had il comorbid pathology. The median CIRS
index for this age group was 4.2+0.3 (0—10 points), in most
patients (45.2%) the CIRS index did not exceed 5 points.
Analysis of the Charlson and CIRS scales confirmed their mod-
erate correlation (r=0.5, p=0.0000001).

More than a half (54.7%) of patients with LDS received mul-
tiple drug therapy due to comorbid pathology. These were mainly
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Fig. 1. The incidence of comorbid pathology in patients with LDS (n = 53): DGIT — dis-
eases of the gastrointestinal tract, DRS — diseases of the respiratory system, DGT — dis-

eases of the genitourinary tract

mg/day in terms of prednisolone) — by 28.3%, hydroxychloro-
quine — by 18%, methotrexate (average 18.3+0.8 mg/day) — by
5.6%, azathioprine (50 mg/day) and leflunomide (20 mg/day) —
by 2.7% each, respectively.

Discussion. In recent years more and more attention has
been paid to the problems of comorbidity in rheumatic diseases.
In everyday practice, rheumatologists supervise patients with sev-
eral comorbidities, so comorbidity for them is a rule, not an
exception. Thus, in RA, a high coefficient of comorbid condi-
tions (1.6) was noted, increasing with age, duration and / or activ-
ity of the disease [2, 16—18]. For other RD, such as psoriatic
arthritis (PsA), systemic lupus erythematosus (SLE), or ankylos-
ing spondylitis (AS), data are scarce [16, 19, 20, 26]. There is no
information about concomitant pathology in Pn, which promot-
ed this study.

In our work, LDS was more often observed in middle-
aged women (male: female ratio 1:18), the average age of dis-
ease onset was 52.619.4 years. Correlation analysis revealed
the relationship between the age of patients and the number of
concomitant diseases (r=0.3, p=0.0002). According to the
results of numerous studies in which comorbidity in different
diseases was studied, a significant increase in overall survival
(OS) was observed in patients under 50 years of age — from
45% to 57% over 5 years. With increasing age of patients, OS
significantly decreased: from 39% to 48% at 50—59 years old
[27], from 31% to 36% at 60 to 69 years old, and from 27% to
29% after 70 years old [18, 26, 28, 29]. Thus, age, being an
independent risk factor, can have a negative impact on the
course of the disease and the results of treatment, and this
must be taken into account when choosing the tactics of ther-
apy in patients with RD. At the same time, according to the
latest data, elderly patients with a satisfactory somatic status
can tolerate more intensive therapy rather well, gaining an
advantage in OS [2, 16, 20].
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As shown by the analysis of the comorbid status of patients
with LDS, only one third of them had no concomitant pathology.
The data obtained are consistent with the results of studies in RA,
PsA and SLE [16, 18, 26, 29, 30].

In our patients, CVI and exogenous constitutional obesity
were the most frequent comorbid conditions, which can be con-
sidered as pathogenetic factors in the development of LDS [22,
23, 31]. For comparison: patients with RA have the highest
prevalence of cardiovascular diseases, depression and osteo-
porosis [18, 29, 30]; young women with SLE have a high risk
and a more than 50 times higher probability of developing
myocardial infarction compared with the population control
[19, 32], in patients with AS the frequency of cardiovascular
pathology is not precisely established, but it is higher than in the
general population, which may be due to long-term use of
NSAIDs [20, 33].

In patients with RD, 2—3 comorbidities are most often
encountered, in isolated cases — up to 6—8 diseases simultane-
ously [16, 18, 29, 30]. In our study, 86% of patients were diag-

nosed with up to 3 comorbid conditions, and in 14%, in addition
to LDS, 4—5 more diseases were diagnosed.

The Charlson and CIRS scales were used to assess comorbid
status. Despite a different range of nosologies used to calculate
these indices, a significant correlation was found between the
scales, which makes it possible to recommend their further study
in other variants of Pn.

An increase in the number of concomitant diseases per 1
patient in our study significantly more frequently (p=0.002) was
observed in the chronic course of LDS, which complicated treat-
ment and aggravated the prognosis of the disease.

Conclusion. Thus, regardless of the selected assessment tool,
the majority of LDS patients have concomitant pathology with
the involvement of various systems and organs in the pathological
process, which necessitates an interdisciplinary approach and
interaction between doctors of different specialties in the treat-
ment of such patients. It seems relevant to further study the effect
of comorbidity on the course of Pn in order to develop algorithms
for monitoring and treating this disease.

1. Campbell-Scherer D. Multimorbidity chal-
lenge ofevidence-based medicine. Evid Based
Med. 2010 Dec;15(6):165-6. doi: 10.1136/
ebml154.

2. Haconos EJI, TopneeB AB, Tanymiko EA.
PeBmaruueckue 3a60JieBaHUSI | MHOTOMOP-
o6unHOCTh. TepareBTUYECKMIA apXUB.
2015;87(5):4-9.

[Nasonov EL, Gordeev AV, Galushko EA.
Rheumatic diseases and multimorbidity.
Terapevticheskii arkhiv. 2015;87(5):4-9.

(In Russ.)].

3. Bepoosast AD, IlanaBa A, Bepoosas HU.
Menuimna XXI Beka: B hokyce KoMopOuI-
HOCTb. YHUBEPCUTETCKAsI MEIMLIMHA Ypasa.
2017;(2):27-31.

[Verbovaya AF, Tsanava IA, Verbovaya NI.
Medicine of the XXI century: comorbidity in
focus. Universitetskaya meditsina Urala.
2017;(2):27-31. (In Russ.)].

4. Litwin MS, Greenfield S, Elkin EP.
Assessment of prognosis with the total illness
burden index for prostate cancer: aiding clini-
cians in treatment choice. Cancer. 2007 May
1;109(9):1777-83. doi: 10.1002/cncr.22615.
5. Von Korff MA, Wagner EH, Saunders K.
A chronic disease score from automated
pharmacy data. J Clin Epidemiol. 1992 Feb;
45(2):197-203. doi: 10.1016/0895-4356(92)
90016-g.

6. Starfield B, Weiner J, Mumford L.
Ambulatory care groups: a categorization of
diagnoses for research and management.
Health Serv Res. 1991 Apr;26(1):53-74.

7. Rozzini R, Frisoni GB, Barbisoni P, et al.
Geriatric Index of Comorbidity: validation
and comparison with other measures of
comorbid—ity. Age Ageing. 2002 Jul;31(4):
277-85. doi: 10.1093/ageing/31.4.277.

8. Kaplan MH, Feinstein AR. Acritique of
methods in reported studies of long-term vas-
cular complications in patients with diabetes
mellitus. Diabetes. 1973 Mar;22(3):160-74.

doi: 10.2337/diab.22.3.160.

9. Parkerson GR Jr, Broadhead WE, Tse CK.
The Duke Severity of Illness Checklist
(DUSOI) for measurement of severity and
comorbidity. J Clin Epidemiol. 1993 Apr;46(4):
379-93. doi: 10.1016/0895-4356(93)90153-r.
10. Charlson ME, Pompei P, Ales HL. A new
method of classifying prognostic comorbidity
in longitudinal studies: development and vali-
dation. J Chronic Dis. 1987;40(5):373-83.
doi: 10.1016/0021-9681(87)90171-8.

11. Capcenbaesa ', TypchiHOekoBa AE.
CoBpeMeHHBIE ITOIXOBI K OLIEHKEe KOMOP-
ounHoctu y narueHToB. CardioComaTuka.
2019;(1):19-23.

[Sarsenbaeva GI, Tursynbekova AE. Modern
approaches to the assessment of comorbidity
in patients. CardioSomatika. 2019;(1):19-23.
(In Russ.)].

12. Miller MD, Towers A. Manual of guide-
lines for scoring the cumulative illness rating
scale for geriatrics (CIRS-G). Pittsburg:
University of Pittsburgh; 1991. 31 p.

13. Greenfield S, Apolone G. The impor-
tance of coexistent disease in the occurrence
of postoperative complications and one-year
recovery in patients undergoing total hip
replacement: comorbidity and outcomes after
hipreplacement. Med Care. 1993 Feb;31(2):
141-54. doi: 10.1097/00005650-199302000-
00005.

14. Grolla DL, Tob T, Bombardiere C.

The development of a comorbidity index with
physical function as the outcome. J Clin
Epidemiol. 2005 Jun;58(6):595-602.

doi: 10.1016/j.jclinepi.2004.10.018.

15. De Groot V, Beckerman H, Lankhorst GJ,
Bouter LM. How to measure comorbidity: a
critical review of available methods. J Clin
Epidemiol. 2003 Mar;56(3):221-9.

doi: 10.1016/s0895-4356(02)00585-1.

16. Radner H. Multimorbidity in rheumatic
conditions. Wien Klin Wochenschr. 2016 Nov;

128(21-22):786-90. doi: 10.1007/s00508-016-
1090-x. Epub 2016 Oct 13.

17. Gabriel SE, Michaud K. Epidemiological
studies in incidence, prevalence, mortality,
and comorbidity of the rheumatic diseases.
Arthritis Res Ther. 2009;11(3):229.

doi: 10.1186/ar2669. Epub 2009 May 19.

18. Tanacpununa TA, Konnparbesa JIB, Te-
pacumoBa EB u np. Komop6uaHocTh npu
peBMaTOMITHOM apTpuTe. HayuHo-mipakTde-
ckas pemarosorus. 2014;52(3):283-9.
[Panafidina TA, Kondrat'eva LV, Gerasimo-
va EV, et al. Comorbidity in rheumatoid
arthritis. Nauchno-prakticheskaya revma-
tologiya. 2014;52(3):283-9. (In Russ.)].

19. Kimoksuna HI. ITpo6iema koMmopOUIHO-
CTH TIPY CUCTEMHOM KPACHOM BOTYaHKe.
Pycckuit MmenuumnHekuit xxypHai. 2015;(7):
370-4.

[Klyukvina NG. The problem of comorbidity
in systemic lupus erythematosus. Russkii med-
itsinskii zhurnal. 2015;(7):370-4. (In Russ.)].
20. banabanosa PM. AHKuUI03UpyIOnImnit
CIIOHIMJIUT U KOMOPOMIHOCTB: Ge3ormac-
HOCTb JUTUTEJIbHOTO TIPUMEHEHUST HUMECYTU -
na. CoBpemenHast pematosorusi. 2017;11(4):
79-82.

[Balabanova RM. Ankylosing spondylitis and
comorbidity: safety of long-term use of nime-
sulide. Sovremennaya revmatologiva = Modern
Rheumatology Journal. 2017;11(4):79-82.

(In Russ.)]. doi: 10.14412/1996-7012-2017-
4-79-82

21. Wick MR. Panniculitis: a summary. Semin
Diagn Pathol. 2017 May;34(3):261-72.

doi: 10.1053/j.semdp.2016.12.004.

Epub 2016 Dec 27.

22. Miteva M, Romanelli P, Kirsner RS.
Lipodermatosclerosis. Dermatol Ther. Jul-Aug
2010;23(4):375-88. doi: 10.1111/j.1529-8019.
2010.01338.x.

23. EropoBa OH, benos BC, Iiyxosa CH,
Panencka-Jlonosok CI. JIunmonepmarockiie-

Sovremennaya Revmatologiya=Modern Rheumatology Journal. 2021;15(3):75—80



COBPEMEHHAA PEBMATONOIWA N3’'21

PO3 KaK Pa3HOBUIHOCTH JIOOYISIPHOTO MaH-
HUKYJIUTA: KIMHUYECKHEe 0COOEHHOCTH.
Kmnunmcer. 2015;(9):28-34.

|Egorova ON, Belov BS, Glukhova SI,
Radenska-Lopovok SG. Lipodermato-
sclerosis as a type of lobular panniculitis:
clinical features. Klinitsist. 2015;(9):28-34.
(In Russ.)].

24. Eklof B, Rutherford RB, Bergan JJ, et al.

Revision of the CEAP classification for
chronic venous disorders: consensus state-
ment. J Vasc Surg. 2004 Dec;40(6):1248-52.
doi: 10.1016/j.jvs.2004.09.027.

25. CasenbeB BC, Tonoropckuit BA, Kupu-
eHko AU u np. dnedosorust. PykoBoacTso
s Bpaueil. MockBa: Meauiiuna; 2001.
[Savel'ev VS, Gologorskii VA, Kirienko Al,
et al. Flebologiya. Rukovodstvo dlya vrachei
[Phlebology. A guide for doctors]. Moscow:
Meditsina; 2001].

26. Ocampo VD, Gladman M. Psoriatic
arthritis Version 1. F1000Res. 2019 Sep 20;

Received/Reviewed/Accepted
30.03.2021/17.05.2021/24.05.2021

Conflict of Interest Statement

ORIGINAL INVESTIGATIONS

8:F1000 Faculty Rev-1665. doi: 10.12688/
f1000research.19144.1. eCollection 2019.

27. Satariano WA, Ragland DR. The effect of
comorbidity on 3-year survival of women with
primary breast cancer. Ann Intern Med. 1994
Jan 15;120(2):104-10. doi: 10.7326,/0003-
4819-120-2-199401150-00002.

28. Altekruse SF, Kosary CL, Krapcho M,

et al. SEER Cancer Statistics Review.
https://seer.cancer.gov/archive/csr/1975_2007/
29. Hukutuna HM, AdanacweB UA, Pe6-
poB All. KomopOunHOCTb y O0IBHBIX peBMa-
TOMIHBIM apTpuToM. HayuHo-mipakTuueckast
pesmatosorust. 2015;53(2):149-54.

[Nikitina NM, Afanas'ev IA, Rebrov AP.
Comorbidity in patients with rheumatoid
arthritis. Nauchno-prakticheskaya revma-
tologiya. 2015;53(2):149-54. (In Russ.)].

30. Baillet A, Gossec L, Carmona L, et al.
Points to consider for reporting, screening for
and preventing selected comorbidities in
chronic inflammatory rheumaticdiseases in

daily practice: a EULAR initiative. Ann
Rheum Dis. 2016 Jun;75(6):965-73.

doi: 10.1136/annrheumdis-2016-209233.
Epub 2016 Mar 16.

31. Frewen J, Hughes AJ, Denny J,
Natkunarajah J. Lipodermatosclerosis of the
pendulous abdomen. Clin Exp Dermatol. 2020
Jul;45(5):626-7. doi: 10.1111/ced.14210.
Epub 2020 Apr 22.

32. Manzi S, Meilahn EN, Rairie JE, et al.
Age-specific incidence rates of myocardial
infarction and angina in women with systemic
lupus erythematosus: comparison with the
framingham study. Comparative Study Am J
Epidemiol. 1997 Mar 1;145(5):408-15.

doi: 10.1093/oxfordjournals.aje.a009122.

33. Essers I, Stolwijk C, Boonen A, et al.
Ankylosing spondylitis and risk of ischaemic
heart disease: a population-based cohort
study. Multicenter study. Ann Rheum Dis.
2016 Jan;75(1):203-9. doi: 10.1136/
annrheumdis-2014-206147. Epub 2014 Oct 31.

The study has been conducted within investigative research (Ne UKBPC 0397-2020-0006).
The investigation has not been sponsored. There are no conflicts of interest. The authors are solely responsible for submitting the
final version of the manuscript for publication. All the authors have participated in developing the concept of the article and in writing

the manuscript. The final version of the manuscript has been approved by all the authors.

Egorova O.N. https://orcid.org/0000-0002-4846-5531
Belov B.S. https://orcid.org/0000-0001-7091-2054
Sazhina E.G. https://orcid.org/0000-0001-9797-0182

Sovremennaya Revmatologiva=Modern Rheumatology Journal. 2021;15(3):75—80



