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Peslome

BonesHb [lepkyMa, TakKe U3BECTHasA Kak 60/1e3HeHHbIN IMMOMATO3, HEPONMMOMAaTO3, CUHAPOM AHZepa — PeAKo BCTpeuvatolleecs 3ab6osieBaHue,
r/1aBHBIM K/IMHUYECKUM MPOsB/IEHNMEM KOTOPOro ABAAETCA Hasnyme 601e3HeHHbIX 06pa3oBaHMi MOAKOXHON KAETHaTKM, C IoKanv3aLuen B pasimny-
HbIX YaCTAX Tena: Ha KOHEYHOCTAX, TY/I0BULLe, AroguLax. K BO3MOXKHbBIM 3TUONOrMYECKMM GaKTOpPaM OTHOCAT reHeTUYeCKue MyTauuu, Hanuune
QHOMAa/IbHbIX KNeTOYHbIX 6€/1KOB, 3HAOKPUHHbIE HAPYLLEHWS, U3MEHEHUA CO CTOPOHbI HEPBHOM CUCTEMbI. Yalle 3To 3a60/1eBaHMe BCTPEYaAeTCa Cpean
XeHuwuH ctapue 35 net. Cnyyaum pas3sutus 6oe3Hu [lepkyMma y AeTel M NoAPOCTKOB BCTPEYAOTCA peAKo. MaumeHTsl ¢ 3TMM 3a60/1eBaHNEM 3a4acTyHo
MMeOT U36bITOYHYI0 Maccy Tena. Boigenstot 4 Tuna 6one3Hn [lepkyMa: reHepanusoBaHHas AuddysHas, reHepaan3oBaHHas y310Bas, JIOKaNN30-
BaHHaA y3/10Bas, IOKCTa-apTUKY/IAPHas. B HEKOTOPbIX CyYasnx MOBbILATCA OCTPOBOCMAANTE/bHbIE MAaPKepPbl: CKOPOCTb OCEAAHUA SPUTPOLMTOB,
C-peaKTuBHbI 6e10K. B NpeAcTaBNeHHOM KAMHUYECKOM C/lyyae TaKKe OTMEeYeH BbICOKMIA ypoBeHb GaKTOpa HEKPO3a OMyXO/N-0 CO CHUKEHUEM
B AVHaMUKe, 4TO TpebyeT fJasbHeNWwero n3y4yeHus NPOrHOCTUYECKUX BO3MOXHOCTEN AaHHOro 6MOMapKepa B OLeHKe aKTMBHOCTU 3aboseBaHus.
TMCTONOrUYECKUE UCCEA0BAHUSA MOAKOKHbIX 3/IEMEHTOB Y NaLMeHTOB ¢ 60/1e3HbI0 [lepKyMa He UMetoT creumduyeckux usMeHeHuin (Mopdonoru-
yecKas KapTWHa COOTBETCTBYET /MNoMe). B imTepatype o6CyAAIOTCA pasnnyHbIe METOAbI Tepanuu, BKAIOYAIOWME NMMOCAKLMIO, MAacCaX, a TaKkke
HecTepouaHble MPOTUBOBOCMANNTE IbHbIE MPenapaThl, /IOKOKOPTUKOMAbI, METOTPEKCAT U Ap. MpeACTaBAEHHbIN KAMHUYECKUI CyYail OnNWCbIBaeT
PaHHIOK AMArHOCTUKY 6one3Hu [JlepKyMa c npoBegeHvieM anddepeHLanbHoM ANarHOCTUKM C MAHHUKYIMTaMK APYroi 3TUOOMMU U AOCTKEHUE
CTOVIKOM peM1CCKM Ha pOHe Tepanmmn MeTOTPEKCaToM Yy NaLMeHTKM 42 neT ¢ )anobaMm Ha Hannyme 601e3HEHHbIX JIOKa/IbHBIX Y3€/IKOBbIX 06pa3oBa-
HUI KOXW BEPXHUX U HUIKHMX KOHEYHOCTEl pa3Horo pasMmepa.
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Abstract

Dercum disease, also known as painful lipomatosis, neurolipomatosis, Ander's syndrome, is a rare illness. The main clinical manifestation of this
disease is the presence of painful formations of subcutaneous tissue, localized in various parts of the body: on the limbs, trunk, buttocks. Possible
etiological factors include genetic mutations, the presence of abnormal cellular proteins, endocrine disorders, changes in the nervous system. This
disease is more common among women over 35 years old. Cases of Dercum disease in children and adolescents are rare. Patients with this disease
are often overweight. There are 4 types of Dercum disease: generalized diffuse, generalized nodular, localized nodular, juxta-articular forms. In some
cases, acute inflammatory markers increase: the erythrocyte sedimentation rate, C-reactive protein. A high level of tumor necrosis factor-a with
a decrease over time was also noted in the presented clinical case, it requires further study of the prognostic capabilities as a marker of disease
activity. Histological examination of subcutaneous elements did not reveal specific changes (the morphological picture corresponds to lipoma).
Various methods of therapy are discussed in the literature, including liposuction, massage. Non-steroidal anti-inflammatory drugs, glucocorticoids,
methotrexate also may be used. The clinical case presents a 42-year-old female patient with complaints of the presence of painful local nodular skin
lesions of various sizes on the upper and lower extremities. We describe the early diagnosis of Dercum disease with differential diagnosis with panniculitis

of other etiologies and the achievement of stable remission against the background of methotrexate therapy.
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Introduction

Dercum disease (DD), also known as lipomatosis,
lipomatosis of the nerve, Ander syndrome, is a rare dis-
ease of unknown origin, the main characteristic of which
is painful subcutaneous tissue lesions in various loca-
tions [1]. The first to describe this pathology was Ameri-
can doctor Francis Xavier Dercum, who in 1888 pub-
lished two articles and proposed the term “lipomatosis
dolorosa” for the disease, which was later named after
him [1]. There is no specific genetic basis for DD. How-
ever, it is argued that there is family predisposition for
“lipomatosis dolorosa”; this condition was described in
immediate family members who had liposome proteins
of a specific structure. Also, in 1973 Cantu J.M. et al.
proposed to characterise DD as an autosomal domi-
nant disease; however, in opposition to this, numerous
authors point out the sporadic nature of this pathol-
ogy [1]. Initially, endocrine disorders (dysfunctional
thyroid gland, pancreas, hypophysis) were believed to be
the aetiological factor of DD. However, in the first half of
the XX century this idea was abandoned because there
were no clinically significant laboratory abnormalities of
the endocrine system [2-6].

One of the most significant manifestations of the
disease is a very intense pain syndrome, which can be
associated with higher activity of the sympathic nervous

system, resulting from the presence of such provok-
ing factors as hypoxia, production of some substances
(protons, serotonin, substance P, etc.), which affect
pain receptors, vasospasm, inﬂammatory reactions,
necrosis [7].

Currently, lipid metabolism defects attract attention
as an element of DD pathogenesis, but this mechanism
is not clear. In their academic paper, Blomstrand R. et
al. (1971) described decreased synthesis of monounsat-
urated fatty acids in affected adipose tissue vs. healthy
tissue. However, another study contains opposite
results: monounsaturated fatty acid levels were higher
in patients with DD (Fagher B. et al., 1991) [2, 8].

There are reports of decreased reaction of the affected
adipose tissue to noradrenaline and anti-lipolytic effects
of insulin [5, 9].

In periarticular DD, adipose fascia inflammation
impairs lymph flows in these areas, causing fluid accu-
mulation in interstitial tissue and fascia induration
and development of fibrosis around fat lobules and
making them palpable. Pain in these lesions is a result
of inflammation in fascia and nerves. It is also believed
that development of this disease can be related to poor
tissue regeneration following a traumatic injury, which
causes chronic inflammation and damage to adjacent
structures [10].
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The incidence is higher in females at a ratio of 5-30:1
[11]. Disease manifests at the age of 35-50 years old.
There are just few reports on DD in children and ado-
lescents [12].

In 1901, J. Roux et al. were the first to propose diag-
nosis criteria, which included four clinical symptoms:

o Painful subcutaneous lesions;

o Generalised obesity;

o Asthenic syndrome;

o Mental symptoms (depression, dementia, confu-
sion) [13].

Later, these criteria were modified: mental symp-
toms and asthenia were removed, probably because
these symptoms were observed in a majority of patients
with DD. In 1910, Stern H. separated two fundamental
signs — obesity and painful adipose lesions [14].

Figure 1A. The most common localization of the
formations in Dercum’s disease (cited from [18]).

Figure 1B. Localization of the formations in the presented
patient

Emotional fluctuations and asthenic syndrome are
considered to be sequelae of the existing pain syndrome
and obesity, which can cause sleep disturbances and
fatigue [15].

DD is associated with severe burning pain; however,
some patients experience mild discomfort up to par-
oxysmal pain episodes. Usually, skin above lesions is
normal.

Lesions can be located in any part of the body; glu-
teal region involvement is reported in 70 % of cases [1].
According to a questionnaire by Herbst K.L. et al. (2007)
of over 100 patients with confirmed DD, this disease can
affect buttocks, extremities, and trunk (Fig. 1A) [16].

Trentin C. et al. (2008) describe a case where DD
caused mastalgia in a patient, who was suffering from
multiple painful lesions in her breast [17].

The risk group of this disease includes individuals
with various metabolic disorders (overweight, impaired
glucose tolerance). In addition to painful lesions in adi-
pose tissue, patients with DD can experience an array
of symptoms. These include weakness, bruising, sleep
disturbances, shortness of breath, joint pain, nerve and
mental symptoms, such as mood swings, depression,
epilepsy, disorientation, and dementia [5]. Neurologi-
cal symptoms are often associated with metabolic disor-
ders in obese patients, e.g. diabetic neuropathy. There is
a report of septic shock in a patient with DD caused by
lipoma necrosis after lymphatic oedema resulting from
constriction of lymph and blood vessels in the affected
area [19].

Literature sources contain contradictory information
on the role of inflammatory biomarkers in DD diagnosis:
increased C-reactive protein (CRP) levels were recorded
in 33 % of patients, while erythrocyte sedimentation rate
was higher than normal values in 38 %. However, direct
correlation between DD and high values of these param-
eters has not been proven, because some patients par-
ticipating in the study had autoimmune comorbidities,
which could cause higher ESR and CRP values [16].

According to Herbst K.L. et al. (2009), fine-needle
aspiration did not show any morphological differences
between DD lesions and lipomas. Biopsy samples con-
tained excessive connective tissue [1].

Currently, there is no approved unified classifica-
tion of DD. Three versions of DD classification are used.
The first one is the classification by V. Giudiceandrea
(1900), where three types of pathologies were identified
(Table 1) [20].

A modification of the mentioned classification is the
classification by J. Roux et al. (1901) (Table 2) [13].

The most up-to-date is the classification proposed
by E. Hansson as modified by Kosseifi S. et al. (2010)
(Table 3).
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Table 1. Classification of Decrum disease types (according to V. Giudiceandrea) [20].

| Type |

Description

Type 1. Nodal form

Localization of lipomas of various sizes on the upper and lower extremities, back, chest.

Formations can merge with each other

Type 2. Diffuse form
Type 3. Mixed form

Diffuse pain in adipose tissue of a symmetrical nature

The presence of fatty formations and diffusely painful adipose tissue at the same time

Table 2. Classification of Decrum disease types (according to ]. Roux et al.) [13]

Type |

Describtion

Type 1. Nodal form Many painful lipomas
Type 2. Limited diffuse type

Type 3. Generalized diffuse type

Painful fatty deposits (often on the inside of the knees and/or thighs)

Diffuse pain in adipose tissue (often in the limbs and trunk)

Table 3. Classification of Decrum disease types (according to E. Hansson et al.) [14]

Type |

Describtion

Type 1. Generalized diffuse form

Painful sensations in adipose tissue, very small fat deposits localized in all areas of the body

are determined. Pain can occur in areas without visible compactions

Type 2. Generalized nodular form
Type 3. Localized nodular form

Type 4. Juxta-articular form

Painful sensations at the site of localization of lipomas located in several parts of the body
Painful lipomas in certain areas of the body

Painful folds of fat inside or around large joints (knees, hips or elbows)

DD should be differentiated from fibromyalgia, cel-
lulitis, endocrine disorders, primary mental disorders,
multiple symmetrical lipomatosis (Madelung’s disease),
multiple family lipomatosis, Proteus syndrome and
benign adipose tissue tumours [12].

Clear guidelines for the management of DD are not
available, and healthcare providers have to select a strat-
egy on their own. In some cases, lipoplasty has favour-
able effects with pain syndrome regression, confirmed
in a study by Hansson E. et al. (2012) [14]. Another
non-drug therapy is massage of adipose tissue and
fascia, which sometimes also helps to reduce pain syn-
drome [21].

Given the presence of pain syndrome, drug therapy
involves pain management: use of intralesional and
intravenous lidocaine, non-steroidal anti-inflammatory
drugs. Also, therapy can include pregabalin, interferon
a-2b, glucocorticoids, metformin, as well as infliximab
and methotrexate [1].

DD is a very rare finding (less than 100 PubMEd
publications, access date: August 17, 2024), since there
are no large-scale studies of this disease. Available pub-
lications are either clinical case studies or literature
reviews. In Russian literature, there are just individual
clinical cases of this condition [22].

The objective of this clinical case study is to demon-
strate the experience with DD diagnosis and successful
methotrexate therapy.

Clinical case study

On May 04, 2022, a female patient, 42 years old, vis-
ited MEDSI Medical Centre in Michurinskiy Avenue
(Moscow) and complained of painful subcutaneous
lesions in her right knee and proximal phalanges of
her right hand, low-grade fever for a month, episodes
of significant weakness, and pain in her both feet. She
was examined by a surgeon, thyroid specialist, rheuma-
tologist. Subcutaneous lesions appeared within the past
month. Also, the patient reported short-term painful
episodes of weakness with fever up to 37.0 °C.

According to the medical record, the patient has
degree 1 obesity (158 cm, 75 kg, BMI 30 kg/m?), insulin
resistance, hypothyroidism caused by chronic autoim-
mune thyroiditis. She takes L-thyroxine prescribed by
the thyroid specialist.

The patient used unprescribed non-steroidal anti-
inflammatory gels; no favourable effect. Initial examina-
tion: satisfactory condition; clear skin and visible mucosa;
joints: unremarkable. Blood pressure: 132/65 mm Hg,
heart rate: 78 bpm. Respiratory and GI systems: unre-
markable. As for the objective status, the patient had
oedema of both shanks (up to the lower third), palpa-
ble local nodular lesions of the skin of upper and lower
extremities (various diameter, the largest measuring up
to 3 cm), moderately painful (Fig. 1B). Calcaneal region
allodynia was diagnosed. Additional examinations were
performed.
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Complete blood count and urinalysis results were
normal. Blood biochemistry demonstrated 3-fold
increase in CRP values to 16.39 (reference values are pro-
vided in brackets: 0-5) mg/L (Table 4), uric acid to 454.6
(142-340) umol/L. Tumour necrosis factor-a (TNF-a) of
12 (0-6) pg/mL was recorded. Creatinine, liver enzymes
and glucose levels were normal.

An ultrasound examination of soft tissue of the knee
showed irregular areas of lower echogenicity, measur-
ing 30x9x36 mm, 2 mm deep from the skin surface.
An ultrasound examination of the proximal phalanges
of the third finger of the right hand (dorsal surface) and
second finger of the right hand (palmar surface) showed
similar changes, measuring 5x4x3 mm. Colour Dop-
pler visualisation: unremarkable. The patient did not
have synovitis of the knee and proximal phalanges of the
second and third fingers of the right hand.

Right knee CT: clinically unremarkable.

During outpatient follow-up for two months, the
patient had increasing pain in individual lesions on her
fingers, neuropathic pain in heel region (Table 5), sig-
nificant weakness lasting for over two hours, which pre-
vented the patient from doing household chores. The
patient managed weakness on her own.

When the clinical representation of the disease was
analysed, episodes of asthenic, pain syndrome, pain-
ful subcutaneous lesions (panniculitis syndrome)
were noted. Differential diagnoses ruled out TB, para-
sitic infections, sarcoidosis, upper and lower extremity
panniculitis.

Table 4. Investigations

Abdominal ultrasound revealed gallbladder polyps.
Mammography, gastroscopy and colonoscopy, as well as
skeletal examination to rule out rare bone conditions did
not show any pathologies.

There were no markers of autoimmune pathology
(anti-neutrophil cytoplasmic antibodies (ANCA), cyclic
citrullinated peptide antibodies, antinuclear antibodies,
HEp-2 cell antinuclear antibodies).

Based on the medical record, physical examination
results, DD was added to differential diagnosis.

Based on the clinical, laboratory and instrumental
data obtained during the two months after the initial
visit, the final diagnosis was made: Dercum disease of the
upper and lower extremities (onset in April 2022), peri-
articular form, associated with psychopathic pain syn-
drome and moderate inflammation (high CRP levels).
Primary hypothyroidism due to chronic autoimmune
thyroiditis, medically compensated. Degree 1 obesity.

Methotrexate therapy was initiated: 15 mg SC once
a week, then the dose was increased in 5 mg increments
once every three weeks to 25 mg. L-thyroxine was con-
tinued under supervision of a thyroid specialist. Three
months later, favourable effects were observed: clinical
signs disappeared, CRP levels normalised, and TNO-a
decreased to 8 ng/mL.

In this clinical case study, methotrexate was discon-
tinued after stable remission for one year. The patient
was in remission for six months without GC therapy.

The patient is followed up by a rheumatologist and
undergoes follow-up laboratory blood tests (complete

Test, units of measurement The first visit T}(liensi:c::;;il:}i)s it Reference values
C-reactive protein, mg/l 25,7 7,4 0-5,0
Antibodies to complement factor Clq, U/ml 0,84 0-10,0
C3 complement component, g/1 1,7 0,9-1,8
C4 complement component, g/1 0,46 0,1-0,4
Interleukin-1 beta, pg/ml <5,00 <5,00
Interleukin-6, pg/ml 2,0 0-5,9
Table 5. Diagnostic criteria for chronic neuropathic pain (cited from [23])
| | Diagnosis points What the patient had
A. A.1. History of disease or injury to the somatosensory nervous system. )
A.2. Neuroanatomically logical (dermatomal) distribution of pain.
B. The pain is accompanied by the presence of sensory symptoms with neuroanatomical distribution. -
Additional diagnostic tests may confirm damage or disease of the somatosensory nervous system )
that explains the pain.
D. The pain is not explained by another medical condition that causes chronic pain. +

Diagnostic criteria:

Presence of persistent or recurrent pain lasting >3 months and presence of at least points A and D.

The presence of points B and C increases the likelihood of the diagnosis.
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blood count, CRP, alanine aminotransferase, aspartate
aminotransferase, creatinine, glucose, glicated hemoglo-
bin, thyrotropic hormone, urinalysis) once every three
months; the results are within the normal range. In this
case, the prognosis is favourable due to the early diag-
nosis, timely therapy initiation and good response to
treatment.

Discussion

DD is a diagnosis by exclusion, an important aspect
of which is differential diagnosis with numerous condi-
tions. First of all, these are a group of panniculitis con-
ditions [23]. In general, panniculitis is an inflammatory
disease with extensive subcutaneous tissue involvement;
also, the process can affect internal organs and loco-
motor system [24]. The distinguishing characteristic of
DD is that the skin in visually unchanged, as opposed
to erythema nodosum in sarcoidosis; also, there are no
discharges on the skin, as in Weber-Christian disease
(Table 6). Patients with DD do not show inflammatory
changes in lesions on imaging (ultrasound, MRI).

To diagnose DD (criteria by Stern H., 1910), two
symptoms must be present: generalised overweight or
obesity and chronic pain in adipose tissue lasting for
over three months. Both characteristics were present in
this clinical case study, and the patient was diagnosed
with the condition after a comprehensive differential
diagnostic search.

DD is a diagnosis by exclusion, because the combina-
tion of symptoms described in this clinical case study is
unique and extremely rare.

There are no specific laboratory tests to suspect
DD. This patient had elevated TNO-a levels. Currently,
there is no information on the pathogenetic correlation
between TNO-a and DD. This can be an area of studies

Table 6. Diagnostic criteria for Weber-Christian
panniculitis [25]

What the

Criteria
patient had

fever 38-39°C 1 -

the presence of dense painful
formations mainly on the trunk, 1 +
buttocks, thighs and limbs

joint pain 1 +
joint swelling 1 -
fatigue, weakness 1 +
headache 1 -
nausea 1 -
diarrhea 1 -

Diagnosis: triad — the presence of painful subcutaneous formations,
fever, constant recurrence of these symptoms

as a marker of this disease. The patient in this case study
had a high CRP level, which normalised with the ther-
apy; however, not all patients with DD have elevated
CRP values [16].

Therefore, DD can be diagnosed in obese patients
suffering from chronic pain in the adipose tissue, pro-
vided any other aetiology of changes is ruled out.

Conclusion

Thus, a combination of panniculitis syndrome and
significant asthenia and neuropathic pain is a specific
manifestation of DD. DD should be differentiated from
rheumatologic conditions, sarcoidosis, panniculitis of
other origin. Awareness of healthcare providers of DD
will ensure timely diagnosis and patient referral to a spe-
cialist for titration of therapy.

Bknap aBTopoB:

Bce aBTOpbI BHEC/IM CYLECTBEHHbIN BKa/, B MOArOTOBKY paboTbl, Npoy/n
1 0406punu GuHaNbHYIO BEpCUIO CTaTbk Nepes nybankaumen

Mapuwana C.H.: noa6op kanHuyeckoro cayyas, nog6op 1 obpaboTtka Bu-
3yanbHOro MaTepuana, pejakTypoBaHue TeKcTa

flposoii M./l.: HanKcaHWe CTaTby, aHaNN3 KIMHUYECKOro Cyyas, 0630p
UTepaTypbl, NEPEBOZ, Ha aHMIMINCKUIA A3bIK

CeMeHsAKUH U.B.: HanncaHue cTaTby, pefakTMpoOBaHMe TeKCTa

PesHuk E.B.: ngen, pykoBoACTBO, opraHusauua paboTbl, pejakTupoBsa-

HUWe pyKonucu

Author Contribution:

All the authors contributed significantly to the study and the article, read
and approved the final version of the article before publication

Marshala S.N.: case study selection, selection and processing of the
visual materials, text editing.

larovoi M.D.: article writing, literature review, case study analysis,
translation into English

Semeniakin I.V.: text editing Reznik E.V.: article writing, text editing

Reznik E.V. — idea, leadership, work organization, edition

Cnucok nntTepaTtypbl / References:

1. Kucharz EJ, Kope¢-Medrek M, Kramza J, et al. Dercum’s
disease (adiposis dolorosa): a review of clinical presentation
and management. Reumatologia. 2019; 57(5): 281-287.
doi: 10.5114/reum.2019.89521.

2. Blomstrand R, Juhlin L, Nordenstam H, et al. Adiposis dolorosa
associated with defects of lipid metabolism. Acta Derm
Venereol. 1971; 51(4): 243-50.

3. Jensen JJ, Kiilerich S. A case of adiposis dolorosa-Dercum
disease. Weekly Journal for Physicians. 1991; 153(50): 3564.
[In Danish].

4. Tiesmeier ], Warnecke H, Schuppert F. An uncommon cause

of recurrent abdominal pain in a 63-year-old obese woman.

73



74

ANALYSIS OF CLINICAL CASES

The Russian Archives of Internal Medicine ® Ne 1 e 2025

10.

1.

12.

13.

14.

15.

16.

7.

18.

19.

20.

German Medical Weekly. 2006;131(9):434-7. doi: 10.1055/
5-2006-932538. [In German).

Pimenta WP, Paula FJ, Dick-de-Paula |, et al. Hormonal and
metabolic study of a case of adiposis dolorosa (Dercum's
disease). Braz ] Med Biol Res. 1992; 25(9): 889-93.

Palmer ED. Dercum'’s disease: adiposis dolorosa. Am Fam
Physician. 1981 Nov; 24(5): 155-7.

Dalziel K. The nervous system and adipose tissue. Clin
Dermatol. 1989 Oct-Dec; 7(4): 62-77. doi: 10.1016/0738-
081x(89)90043-6.

Fagher B, Monti M, Nilsson-Ehle P, et al. Fat-cell heat
production, adipose tissue fatty acids, lipoprotein lipase activity
and plasma lipoproteins in adiposis dolorosa. Clin Sci (Lond).
1991 Dec; 81(6): 793-8. doi: 10.1042/cs0810793.

Taniguchi A, Okuda H, Mishima Y, et al. A case of adiposis
dolorosa: lipid metabolism and hormone secretion. Int ] Obes.
1986; 10: 277-281.

Herbst KL. Subcutaneous Adipose Tissue Diseases: Dercum
Disease, Lipedema, Familial Multiple Lipomatosis, and Madelung
Disease. 2019 Dec 14. [Electronic resource].

URL: https://www.ncbi.nlm.nih.gov/books/NBK552156/

[In English] (date of the application: 31.08.2024).

Izar MCO, Fonseca HARD, Franca CN et al. Rare Presentation

of Dercum's Disease in a Child with Abnormalities in

Lipoprotein Metabolism. Arq Bras Cardiol. 2018;111(5):755-757.
doi: 10.5935/abc.20180191.

Cook JC, Gross GP. Adiposis Dolorosa. 2023 Apr 10. [Electronic
resource]. URL: https://www.ncbi.nlm.nih.gov/books/NBK507867/
(date of the application: 10.09.2024)

Roux J, Vitaut M. Adiposis dolorosa. Neurological Review. 1901,
9: 881-888. [In French]

Hansson E, Svensson H, Brorson H. Review of Dercum's disease
and proposal of diagnostic criteria, diagnostic methods,
classification and management. Orphanet ] Rare Dis. 2012; 7:23.
doi: 10.1186/1750-1172-7-23.

Resta O, Foschino-Barbaro MP, Legari G, et al.: Sleep-related
breathing disorders, loud snoring and excessive daytime sleepiness
in obese subjects. Int ] Obes Relat Metab Disord. 2001; 25: 669-
675. doi: 10.1038/sj.ij0.0801603.

Herbst KL, Asare-Bediako S. Adiposis Dolorosa Is More

Than Painful Fat. The Endocrinologist. 2007; 17(6):326-334.

doi: 10.1097/TEN.0b013e31815942294

Trentin C, Di Nubila B, Cassano E, et al. A rare cause of mastalgia:
Dercum's disease (adiposis dolorosa). Tumori. 2008 Sep-Oct;
94(5): 762-4. doi: 10.1177/030089160809400523.

Brorson H, Fagher B: Dercum's disease. Fatty tissue rheumatism
caused by immune defense reaction? Lakartidningen. 1996;
93:1433-1436.

Haddad D, Athmani B, Costa A, et al.: Dercum's disease: a severe
complication in a rare disease. A case report. Ann Chir Plast Esthet.
2005; 50: 247-250. 10.1016/j.anplas.2004.12.007.
Giudiceandrea V. Painful adiposis (Dercum disease). Riv Patol Nerv
Ment. 1900, 5: 289-304. [In Italian].

21. Ibarra M, Eekema A, Ussery C et al. Subcutaneous adipose tissue
therapy reduces fat by dual X-ray absorptiometry scan and
improves tissue structure by ultrasound in women with lipoedema
and Dercum disease. Clin Obes. 2018 Dec; 8(6):3 98-406.
doi: 10.1111/cob.12281. Epub 2018 Sep 24.

22. fasbigos O.C., AxHo H.H., Kykywkud M.J1. v ap.
HeBponaTuyeckasn 60/b: KNIMHNYECKKUE peKoMeHAaL UK
N0 AMarHocTuKe 1 neveHuto Poccuiickoro obuiectsa no
usyyeHuto 60aun. Poccuiicknin xxypHan 6onu. 2018; 4: 5-41.
DOI:10.25731/RASP.2018.04.025.

0.S. Davydov, N.N. Yakhno, M.L. Kukushkin et al. Neuropathic
pain: clinical guidelines on the diagnostics and treatment from
the Russian Association for the Studying of Pain. Russian Journal
of Pain. 2018; 4: 5-41. DOI: 10.25731/RASP.2018.04.025.

[In Russian].

23. Eroposa O.H., benos b.C. [laHHUKY/ANUT: peBMaToNI0rnyeckune
acnekTbl. CoBpeMeHHas peematosnorus. 2018; 12(2): 73-78.
https://doi.org/10.14412/1996-7012-2018-2-73-78.

Egorova O.N., Belov B.S. Panniculitis: rheumatological

aspects. Sovremennaya Revmatologiya=Modern Rheumatology
Journal. 2018;12(2):73-78. https://doi.org/10.14412/1996-7012-
2018-2-73-78 [In Russian].

24. Eroposa O.H., benos b.C., Tnyxosa C.1. n ap.

MaHHUKYNUTbI B COBPEMEHHO PeBMaTON0r MYeCKow

KnuHuKke. TepaneBTuyecknii apxus. 2020; 92 (5): 33-38.

doi: 10.26442/00403660.2020.05.000627.

Egorova O.N., Belov B.S., Glukhova S.I., Radenska-Lopovok S.G.
Panniculitis in modern rheumatology. Therapeutic Archive.
2020; 92 (5): 33-38. doi: 10.26442/00403660.2020.05.000627
[In Russian].

25. benornasos B.A,, MeTpos A.B., Llaaypo /1.B. u ap. MaHHMKyAnT
Kpucuera-Bebepa (pasbop KanHU4eCKoro cayyas). KpbIMCKuit
TepaneBTUYeCKUi KypHan. 2014; 2 (23): 154-158.

Beloglazov VA, Petrov AV, Shaduro DV, et al. Weber-Christian
panniculitis (clinical case review). Krymskii terapevticheskii
zhurnal. 2014;(2):154-7. [In Russian].

NHopmauus o6 aBTopax:

Mapuwana Cepreit HukonaeBmy — pykoBoguTe b LieHTpa nepcoHndu-
uvpoBaHHoi MeauumHbl MEJCK Ha MuyypuHCKOM npocnekTe, Bpauy-
TepaneBT, peBMaTO/ION, aCCUCTEHT Kade/pbl NPONe/AeBTUKM BHYTPEHHUX
60s1e3Hei N2 2 IHCTUTYTa KAMHUYeckoin MeanuunHel ®FAOY BO PHUMY
M. H.WN. Muporosa M3 PP, Mocksa, e-mail: marshala_2011@mail.ru,
ORCID ID: https://orcid.org/0009-0004-9738-7447

fAposoit Makcum [iMUTpUeBUY — CTYAeHT 5 Kypca neyebHoro paky/ib-
TeTa PrAQY BO «Poccuickmin HauMoHabHbIV UCCNeA0BaTEe/IbCKUIA Mean-
LMHCKUI yHUBepcuTeT uMenn H.M. Muporosa» M3 P®, Mocksa, e-mail:
jarovojmax@mail.ru, ORCID ID: https://orcid.org/0009-0008-4580-8851

CeMeHskuH Uropb BnagumupoBuy — A.M.H., npodeccop, MeauLUH-
ckuii avpektop AO «lpynna komnanuin «MEACK», Mocksa, e-mail:
semeniakin.iv@medsigroup.ru, ORCID ID: https://orcid.org/0000-0003-
3246-7337




Apxub BHyTpeHHel MepuumHbl ® Ne 1 o 2025

PA3BBOP KAMHMYECKUX CAVIAEB

PesHuk EneHa BnagmmupoBHa — A.M.H., [OLEHT, 3aBejylolLnin Kade-
ApOVi NponeAeBTUKN BHYTPeHHUX 6one3Hein N2 2 MHCTUTyTa KanHuye-
ckoi MeaunumHbl, PTAQY BO «PoCcuiACKMIN HaLMOHaANbHBIA UCCaes0Ba-
TeNbCKUIN MeANLMHCKUIA yHuBepcuTeT uMenn H.U. Muporosa» M3 PO,
MockBa, Bpay-TepaneBT, KapAuonor, Bpad ¢pYHKLMOHANBHON AuarHo-
CTUKM, YNbTPa3BYKOBOW AWArHOCTUKU, KAUHUYecKuit dapmakonor Kb
N2 31 um. .M. Casenbesoii [J3M, Mockea, e-mail: reznik_ev@rsmu.ru,

ORCID ID: https://orcid.org/0000-0001-7479-418X

Authors Information

Sergey N. Marshala — MD, Head of the “Medsi group” Joint Stock Com-
pany, Center for Personalized Medicine on Michurinsky Prospekt, inter-
nist, rheumatologist, assistant of the Department of Internal disease Pro-
pedeutics N2 2 of the Institute of Clinical Medicine of the Russian Nation-
al Research Medical University named after N.I. Pirogov of the Ministry of
healthcare of the Russian Federation, Moscow, email: marshala_2011@

mail.ru, ORCID ID: https://orcid.org/0009-0004-9738-7447

Maksim D. larovoi @ — a 5 year student of the faculty of Medicine
of the Russian National Research Medical University named after
N.I. Pirogov of the Ministry of healthcare of the Russian Federation,
Moscow, email: jarovojmax@mail.ru, ORCID ID: https://orcid.org/0000-
0001-7479-418X

Igor V. Semeniakin — MD, PhD professor, Medical Director of the “Medsi
group” Joint Stock Company, email: semeniakin.iv@medsigroup.ru,
ORCID ID: https://orcid.org/0000-0003-3246-7337

Elena V. Reznik — MD, PhD, Head of the Department of Internal disease
Propedeutics Ne 2 of the Institute of Clinical Medicine of the Russian Na-
tional Research Medical University named after N.I. Pirogov of the Ministry
of healthcare of the Russian Federation, Ostrovityanova st., 1, Moscow;
Cardiologist of the GBUZ N@ 31 named after academician G.M. Savelieva
of Healthcare Department of Moscow, Moscow, email: reznik_ev@rsmu.

ru, ORCID ID: https://orcid.org/0000-0001-7479-418X

ABTOp, OTBETCTBEHHbIN 3a nepenucky / Corresponding author

75



