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Резюме
Совершенствование методов диагностики и возможностей современной медицины обуславливают более глубокое изучение аутоиммунной 

патологии. В клинической практике всё чаще стали встречаться случаи сочетанного течения двух и более иммунологических заболева-

ний, что называют термином «overlap-синдром» или «синдром перекрёста». До сих пор отсутствуют данные о конкретных причинах раз-

вития overlap-синдрома, среди наиболее вероятных версий является сочетание генетических изменений, в том числе разнообразия аллелей 

human leukocyte antigen (HLA), с триггерными факторами извне. Особенности данного синдрома заключаются в трудностях дифференци-

ально-диагностического поиска из-за многообразия симптомов. Несвоевременная верификация диагноза приводит к позднему назначению 

лечения и менее благоприятному отдалённому прогнозу. В клинической практике наиболее часто встречается сочетание системной скле-

родермии или системной красной волчанки с ревматоидным артритом. В данной статье приводится пример overlap-синдрома у пациентки 

69 лет с тремя аутоиммунными патологиями — системная склеродермия, синдром Шегрена (СШ) и первичный билиарный холангит с поли-

органным поражением (лёгкие, кожа, желудочно-кишечный тракт, слюнные железы, сосуды, нервная система). Пациентка имела длитель-

ный анамнез синдрома Рейно, а также первичного билиарного холангита. За 2 года до обращения у пациентки был диагностирован синдром 

Шегрена, в 2025 году — лимитированная форма системной склеродермии. Таким образом, у пациентки в течение жизни развились сразу 

3 аутоиммунные патологии, включенные в overlap-синдром. Специалистам следует проявлять повышенное внимание к пациентам с длитель-

ным анамнезом ревматологического заболевания для своевременного выявления других аутоиммунных патологий и начала своевременного 

лечения для предотвращения развития осложнений.

Ключевые слова: overlap-синдром, синдром перекреста, системная склеродермия, синдром Шегрена, первичный билиарный холангит, 

прогрессирующий системный склероз
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Abstract
The improvement of diagnostic methods and the possibilities of modern medicine lead to a deeper study of autoimmune pathology. In clinical practice, 

cases of a combined course of two or more immunological diseases have become increasingly common, which is called the term “overlap-syndrome” 

or “crossroads syndrome”. There is still no data on the specific causes of the overlap-syndrome, among the most likely versions is a combination of 

genetic changes, including the diversity of human leukocyte antigen (HLA) alleles, with external trigger factors. The features of this syndrome are 

the difficulties of differential diagnostic search due to the variety of symptoms. Untimely verification of the diagnosis leads to a late appointment 

of treatment and a less favorable long-term prognosis. In clinical practice, a combination of systemic scleroderma or systemic lupus erythematosus 
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with rheumatoid arthritis is most common. This article provides an example of the overlap-syndrome in a 69–year-old patient with three autoimmune 

pathologies — systemic scleroderma, CABG, and primary biliary cholangitis with multiple organ damage (lungs, skin, gastrointestinal tract, salivary 

glands, blood vessels, and nervous system). The patient had a long history of Raynaud’s syndrome, as well as primary biliary cholangitis. Two years 

before the treatment, the patient was diagnosed with Sjogren’s syndrome, and in 2025, a limited form of systemic scleroderma. Thus, during her 

lifetime, the patient developed 3 autoimmune pathologies included in the overlap-syndrome. Specialists should pay increased attention to patients 

with a long history of rheumatological disease in order to detect other autoimmune pathologies in a timely manner and initiate timely treatment to 

prevent the development of complications.

Key words: overlap-syndrome, systemic scleroderma, Sjogren’s syndrome, primary biliary cholangitis, progressive systemic sclerosis
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Introduction

Overlap syndrome refers to a group of diseases 

and clinical conditions that fulfill the classification 

criteria of two or more immune-mediated inflamma-

tory rheumatic diseases [1]. The development of these 

systemic autoimmune rheumatic diseases may occur 

either simultaneously or sequentially, and character-

istic immunological abnormalities are not invariably 

present  [2]. The term was first introduced to describe 

patients with a combined and difficult-to-differenti-

ate clinical presentation of rheumatoid arthritis (RA) 

together with systemic lupus erythematosus (SLE) or 

systemic scleroderma (SSD) [3]. The exact cause of 

the coexistence of multiple rheumatic diseases remains 

unknown; however, most investigators suggest that 

overlap syndrome arises from a genetic predisposi-

tion triggered by environmental factors. Several stud-

ies have highlighted the role of genes within the human 

leukocyte antigen (HLA) system in the pathogenesis 

of overlap phenotypes [2]. A  characteristic feature of 

overlap syndrome is the subtle and often attenuated 

presentation of symptoms, which may result in delayed 

diagnosis and initiation of treatment, thereby adversely 

affecting long-term prognosis.

It is important to distinguish overlap syndrome 

from mixed connective tissue disease. Mixed connec-

tive tissue disease is an autoimmune disorder character-

ised by clinical features of several systemic autoimmune 

rheumatic diseases in combination with high titers of 

antibodies directed against soluble nuclear ribonucleo-

protein [2]. In clinical practice, however, the diff erential 

diagnosis between these conditions may be challenging. 

Cases of overlap syndromes have been described not 

only in rheumatology. Well-recognised examples include 

overlap between respiratory diseases, such as bronchial 

asthma and chronic obstructive pulmonary disease, as 

well as gastrointestinal disorders, including autoimmune 

hepatitis and primary biliary cirrhosis. Th e true preva-

lence of overlap syndrome remains uncertain; however, 

it is estimated to account for up to 20 % of rheumatic dis-

eases [2]. At present, no specifi c management guidelines 

exist for this group of patients, and treatment is primar-

ily based on controlling the manifestations driven by the 

underlying autoimmune process.

Systemic sclerodermas (SSc), also known as progres-

sive systemic sclerosis, is a chronic multisystem disease 

c haracterised by a staged course and by vasospastic 

vascular reactions resembling Raynaud’s phenomenon, 

as well as an obliterative vasculopathy associated with 

ischaemic tissue injury. Th e disease is accompanied by 

specifi c autoimmune abnormalities that promote fi bro-

blast activation and excessive collagen deposition in 

tissues, ultimately leading to progressive fi brosis and 

organ invo lvement [4]. SSD is associated with the high-

est mortality among rheumatic diseases [5, 6]. Despite 

this, early diagnosis of SSD remains challenging because 

of its highly heterogeneous clinical presentation. Con-

sequently, the correct diagnosis is oft en established only 

at advanced stages of the disease, when patients have 

already developed severe and sometimes life-threatening 

complications [7]. Antinuclear antibodies (ANA), which 

are detected in 90–95 % of patients, are commonly used 
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as diagnostic markers of SSD; however, these antibod-

ies are not disease-specifi c and may also be present in 

a variety of other pathological conditions. Less specifi c 

markers include anticentromere antibodies (ACA) and 

anti-topoisomerase I antibodies (anti-Scl-70), which 

are detected in approximately 60 % of patients, particu-

larly among those with cardiopulmonary complications. 

Antibodies against RNA polymerase III are identifi ed 

less frequently, mainly in patients with diff use systemic 

scleroderma, and are associated with the development of 

scleroderma renal crisis, a form of acute kidney injury [8]. 

In addition, several autoantibodies have been described 

in approximately 10 % of patients who are seronegative 

for the classical markers. Th ese include anti-eIF2B anti-

bodies, the anti-RuvBL1/2 complex, anti-U11/U12 RNP 

antibodies, and anti-BICD2 antibodies [9].

Sjögren’s syndrome (SS) is an autoimmune disease 

of unknown etiology characterised predominantly by 

involvement of the salivary and lacrimal glands, result-

ing in dry mouth (xerostomia) and dry eyes (xeroph-

thalmia), with possible involvement of the respiratory 

tract, gastrointestinal tract, and vagina. SS can be pri-

mary or secondary. Primary SS develops independently 

and is not associated with other diseases, whereas sec-

ondary SS occurs in patients with an underlying rheu-

matic disorder, such as SLI, RA or SSD [9]. The associa-

tion between SS and SSD is thought to be related to the 

presence of anticentromere antibodies. In  such cases, 

Raynaud’s phenomenon is a common manifestation 

of SS [10].

Primary biliary cholangitis (PBC) is a rare chronic 

autoimmune cholestatic liver disease characterised by 

T-lymphocyte-mediated injury of the intrahepatic bili-

ary epithelial cells, which may ultimately lead to liver cir-

rhosis. A distinctive feature of PBC is its frequent asso-

ciation with other autoimmune diseases and syndromes 

[11]. Detection of antimitochondrial antibodies (AMA), 

directed against the E2  subunit of the pyruvate dehy-

drogenase complex (PDC-E2) located on mitochon-

drial membranes, represents a highly specifi c diagnostic 

marker of the disease [11]. PBC most commonly coex-

ists with autoimmune hepatitis, whereas the prevalence 

of concomitant PBC and SSD occurs in only 2–4 % of 

cases [12].

A search of the PubMed database covering the period 

from 1993  to 2025  using the terms “systemic sclero-

derma, Sjögren’s syndrome, primary biliary cholangitis 

overlap syndrome” yielded 14 records. However, none of 

the retrieved publications described cases involving the 

coexistence of all three conditions simultaneously. In the 

present article, we describe a clinical case of a patient 

with an overlap syndrome comprising the coexistence of 

all three aforementioned conditions, i.e., systemic sclero-

derma, Sjögren’s syndrome, and primary biliary cholan-

gitis with multisystem organ involvement.

Clinical Case Report
A 69-year-old woman was admitted to the rheu-

matology department in May 2025  with complaints of 

dry mouth and dry eyes, skin dryness, pruritus, muscle 

cramps aff ecting both the upper and lower extremities, 

and dysphagia manifested by diffi  culty swallowing dry 

food. In addition, the patient had recently begun to expe-

rience exertional dyspnea of mixed origin and an occa-

sional dry cough during routine physical activity. Two 

days prior to admission, she reported a single episode of 

hemoptysis and the appearance of black stools.

On admission, the patient was in a moderately severe 

condition. Th e skin was of normal colour but appeared 

indurated on palpation, with excoriations present on 

both the upper and lower extremities and reduced skin 

turgor. Physical examination revealed bilateral Dupuy-

tren’s contractures, characteristic perioral tightening 

with a “purse-string” appearance of the mouth, palmar 

capillaritis, and telangiectasias on the anterior chest wall. 

Th e modifi ed G.P. Rodnan skin score was 2 points, indi-

cating moderate skin thickening, with the skin being dif-

fi cult to lift  into a fold. Pulmonary examination revealed 

harsh breath sounds with a respiratory rate of 18 breaths 

per minute and SpO
2
 saturation of 98 %. Breath sounds 

were present throughout both lungs, and fi ne inspiratory 

crackles were auscultated bilaterally at the lung bases up 

to the level of the inferior angles of the scapulae. Heart 

sounds were muffl  ed, rhythm was regular, and no mur-

murs were detected. Blood pressure was 120/80 mm Hg, 

and heart rate was 68 beats per minute. Th e tongue was 

dry and moderately coated with a yellowish deposit at 

the root. Th e abdomen was soft  and non-tender on pal-

pation, with no signs of peritoneal irritation. On percus-

sion, the liver did not extend below the costal margin; 

however, palpation revealed a nodular, fi rm, and painless 

lower liver edge.

According to the medical history, Raynaud’s phe-

nomenon was diagnosed in 1984. In  2023, following 

the onset of xerostomia and xerophthalmia, the patient 

underwent further evaluation and was diagnosed with 

Sjögren’s syndrome by a rheumatologist. Th e diagnosis 

was based on characteristic symptoms, a positive ANA 

test, elevated anti-LA/SS-B antibody levels (>200 U/mL; 

reference range 0–15  U/mL), as well as fi ndings from 

sialography, sialometry, and salivary gland biopsy. Th e 

patient also had a confi rmed diagnosis of PBC, which 

had progressed to Child-Pugh class B subcompensated 

liver cirrhosis. AMA were positive in February 2025. Th e 

disease was complicated by intrahepatic portal hyper-

tension with esophageal and gastric varices and recur-

rent episodes of upper gastrointestinal bleeding. Th e 

patient has been receiving long-term therapy with cal-

cium and vitamin D supplements, denosumab according 

to the prescribed regimen, spironolactone 50  mg daily, 

ursodeoxycholic acid 500  mg twice daily, L-ornithine 
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L-aspartate 3 g daily, and methylprednisolone 4 mg daily. 

Th e patient repeatedly refused treatment with hydroxy-

chloroquine. A timeline of the patient’s medical history 

is presented in Figure 1.

Laboratory investigations performed during hos-

pitalisation revealed normochromic normocytic anae-

mia, with a haemoglobin level of 72  g/L (reference 

range: 120–140  g/L), decreased hematocrit of 28.1 % 

(35–47 %), thrombocytopenia with a platelet count of 

135 × 109/L (180–320 × 109/L), whereas the white blood 

cell count was within the normal range at 7.64 × 109/L 

(5–9 × 109/L). Liver transaminase levels were within the 

reference range. Immunological testing demonstrated a 

positive antinuclear factor (ANF) titer of 1:640 (refer-

ence value <1:160) and positive ACA.

Computed tomography (CT) of the chest showed 

signs of bronchiolitis. Echocardiography revealed 

normal systolic and mean pulmonary artery pressures.

Abdominal ultrasonography demonstrated a moder-

ate amount of free intraperitoneal fl uid, diff use cirrhotic 

changes of the liver, reactive oedema of the perivesicular 

tissue, and diff use changes of the pancreas.

Ultrasonography of the parotid and submandibular 

salivary glands demonstrated diff use changes character-

ised by moderately heterogeneous glandular architecture 

and reduced vascularisation of the parenchyma.

Esophagogastroduodenoscopy (EGD) revealed 

grade III esophageal varices according to the Sherzinger 

classifi cation, as well as gastric varices (GOV1/GOV2 

according to the Sarin classifi cation). In addition, erosive 

refl ux esophagitis was observed, with edematous esoph-

ageal mucosa and linear erosions covered with fi brin 

deposits involving all walls of the esophagus. Multiple 

fl at erosions measuring up to 0.3  cm in diameter and 

covered with fi brin were present throughout the antrum 

of the stomach, while fl at elevated hyperplastic lesions 

were identifi ed in the gastric fundus. Liver elastography 

demonstrated stage F4 fi brosis according to the META-

VIR scoring system.

Given the long-standing history of Raynaud’s phe-

nomenon, capillaroscopy was performed. Th e examina-

tion revealed an irregular arrangement of capillaries with 

dilated loops, reduced capillary density, and extensive 

avascular areas.

Thus, taking into account the presence of bronchi-

olitis, Raynaud’s phenomenon, and cutaneous mani-

festations (indurative skin edema and a characteris-

tic “purse-string” appearance of the mouth), together 

with positive immunological markers, the patient 

was diagnosed with SSD within the framework of an 

overlap syndrome comprising systemic scleroderma, 

primary biliary cholangitis, and Sjögren’s syndrome 

(SSD + PBC + SS).

Th e diagnosis of SSD was established according to the 

current classifi cation criteria (Table 1) of ACR/EULAR 

(American College of Rheumatology/European League 

Against Rheumatism Systemic Sclerosis classifi cation 

criteria). 

Figure 1. Medical history of the patient
Abbreviations shown in the figure: ANF — antinuclear factor, ACA — anticenter antibodies, AMA — antimitochondrial antibodies, EGDS — esophagogastroduodenoscopy, 

Hb — hemoglobin
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Clinical diagnosis:

Primary diagnosis: overlap syndrome. Limited sys-

temic scleroderma, chronic course, with involvement 

of the lungs (bronchiolitis), vasculature (Raynaud’s 

phenomenon, capillaroscopic abnormalities, telangi-

ectasias), gastrointestinal tract (esophageal hypomo-

tility), skin (sclerodactyly with puff y fi ngers; modifi ed 

G.P.  Rodnan skin score of 2  points), nervous system 

(polyneuropathy), and immunological abnormali-

ties (positive ANF and ACA). Sjögren’s syndrome with 

involvement of the lacrimal glands (xerophthalmia, dry 

keratoconjunctivitis), salivary glands (chronic parenchy-

mal parotitis, grade 3  xerostomia), and immunological 

abnormalities (positive ANF). Primary biliary cholangi-

tis with progression to liver cirrhosis, Child-Pugh class 

B, with positive AMA-M2.

Complications: portal hypertension; grade III esopha-

geal varices according to the Sherzinger classifi cation; 

gastric varices (GOV1/GOV2 according to the Sarin clas-

sifi cation); portal hypertensive gastropathy; hypersplen-

ism syndrome with latent thrombocytopenia; grade  I 

hepatic encephalopathy; and moderate normochromic 

normocytic anemia.

Comorbidities: chronic non-atrophic Helicobacter 

pylori-negative gastritis; gallbladder polyp; hepatic cyst; 

postmenopausal osteoporosis (T-score  =  −3.1), with a 

10-year probability of osteoporotic fractures of 11.6 % 

according to the FRAX tool.

Given the coexistence of three autoimmune dis-

eases, initiation of azathioprine therapy at a dose of 

50  mg/day with subsequent dose titration was rec-

ommended. Continuation of methylprednisolone at a 

dose of 4 mg/day was advised, together with the addi-

tion of iron supplementation, thioctic acid, and pent-

oxifylline.

In June 2025, azathioprine was replaced with 

hydroxychloroquine at a dose of 200  mg/day because 

of generalised weakness and loss of appetite. At follow-

up in September 2025, the patient reported satisfactory 

well-being, with regression of muscle cramps, pruri-

tus, and dyspnea. Biochemical blood tests performed 

in September 2025  demonstrated a slight elevation of 

alanine aminotransferase to 40.5  U/L (reference range 

0–34 U/L), aspartate aminotransferase to 34.5 U/L, and 

gamma-glutamyl transferase to 56.4 U/L. 

Discussion

Despite the fact that the diagnosis of autoimmune 

diseases has been greatly facilitated by the availability of 

serological testing for a wide range of autoantibodies, the 

identifi cation of overlap syndromes remains challeng-

ing because of the distinctive features of their onset and 

clinical course.

Th e pathogenic mechanisms underlying the coex-

istence of multiple autoimmune diseases are not fully 

understood. It  has been suggested that defects in 

immune regulation associated with genetic polymor-

phisms and environmental factors play a key role in their 

development.

Table 1. Classifi cation criteria of the 2013 ACR/EULAR SSD

Parameter Signs Scores

Th ickening of the skin of the fi ngers of both hands, 

extending proximally to the metacarpal joints 

(suffi  cient criterion)

- 9

Th ickening of the skin of the fi ngers 

(only the maximum score is taken into account)

Dense swelling of the fi ngers 2

Sclerodactyly (distal to the metacarpophalangeal joints) 4

Fingertip changes 

(only the maximum score is taken into account)

Ulcers of the fi ngertips 2

Scarring on the fi ngertips 3

Telangiectasia - 2

Changes in capillaries of the footbed - 2

Pulmonary arterial hypertension and/or 

interstitial lung disease

Increased pressure in the pulmonary artery according to EchoCG data 2

Signs of interstitial lung damage according to CT 2

Th e Raynaud phenomenon - 3

Autoantibodies characteristic of SSD Anti-centromeric 3

Antibodies to topoisomerase I 3

Antibodies to RNA polymerase III 3

Total 23 из 30

Note. 9 points or more is a diagnosis of reliable SSD. The criteria available to this patient are highlighted in color.

Abbreviations in the table: EchoCG- echocardiography, CT — computed tomography, RNA — ribonucleic acid, SSD — systemic scleroderma
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SS is frequently associated with other rheumatic 

diseases. According to a retrospective study, among 

1,119 patients with SS, 308 (27.5 %) were diagnosed with 

PBC [13].

Th e coexistence of three autoimmune diseases is 

uncommon. Date K. et al. reported a case of acute phleg-

monous esophagitis caused by Candida spp. in a patient 

with SS, primary biliary cholangitis, and autoimmune 

hepatitis [14]. Th is case highlighted the importance of 

close monitoring of patients with multiple autoimmune 

disorders and regular assessment of laboratory parame-

ters to prevent infectious complications, which may arise 

due to immune dysfunction.

Han H.S. et al. described a patient with PBC and 

autoimmune hepatitis who subsequently developed 

SSD. Th e authors emphasised the common pathogenetic 

background shared by these diseases [15].

Iikuni N. et al. reported a patient with SSD and SS 

who later developed primary biliary cirrhosis and Graves’ 

disease [16]. In contrast to the present case, our patient 

initially developed SS and PBC, with manifestations of 

SSD appearing later in the disease course. No previous 

reports describing the coexistence of these three auto-

immune diseases have been published. Th is observation 

further underscores the importance of extending the 

diagnostic workup in patients with an already estab-

lished autoimmune disease, particularly when new clini-

cal manifestations emerge.

Conclusion

A distinctive feature of overlap syndrome is the ability 

of each autoimmune disease to modify the clinical mani-

festations of the others, which considerably complicates 

timely diagnosis and appropriate treatment. Th erefore, 

clinicians should remain aware of the heterogeneous 

nature of autoimmune disorders and consider the pos-

sibility of an overlap syndrome in patients.

Вклад авторов:

Все авторы внесли существенный вклад в подготовку работы, прочли 

и одобрили финальную версию статьи перед публикацией 

Яровой М.Д.: написание статьи, анализ клинического случая, обзор 

литературы, перевод на английский язык

Хачирова Э.А.: подбор клинического случая, подбор и обработка ви-

зуального материала, редактирование текста

Шеменкова В.С.: написание статьи, редактирование текста 

Резник Е.В.: идея, руководство, организация работы, редактирова-

ние рукописи

Author Contribution:

All the authors contributed significantly to the study and the article, read 

and approved the final version of the article before publication 

Iarovoi M.D.: article writing, literature review, case study analysis, trans-

lation into English

Khachirova E.A.: case study selection, selection and processing of the vi-

sual materials, text editing.

V.S. Shemenkova: article writing, text editing

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

Список литературы / References:

1. Бабаева А.Р., Калинина Е.В., Звоноренко Д.С., и др. Вариант 

overlap-синдрома: трансформация болезни Стилла взрослых 

в ревматоидный артрит. Медицинский алфавит. 2022;15:7-13. 

DOI: 10.33667/2078-5631-2022-15-7-13 

Babaeva A.R., Kalinina E.V., Zvonorenko D.S., et al Overlap 

syndrome variant: transformation of adults’ Still’s disease into 

rheumatoid arthritis (clinical case). Medical Alfavit. 2022;15:7-13. 

DOI: 10.33667/2078-5631-2022-15-7-13.

2. Шаяхметова Р.У., Ананьева Л.П. Смешанное заболевание 

соединительной ткани. Современная ревматология. 

2019;13(1):11-18. DOI: 10.14412/1996-7012-2019-1-11-18 

Shayakhmetova R.U., Ananyeva L.P. Mixed connective tissue 

disease. Sovremennaya Revmatologiya. 2019;13(1):11–18. 

DOI: 10.14412/1996-7012-2019-1-11-18.

3. Pepmueller P.H. Undifferentiated connective tissue disease, mixed 

connective tissue disease and overlap syndromes in rheumatology. 

Mo Med. 2016;113 (2): 136–40.

4. Общероссийская общественная организация «Ассоциация 

ревматологов России» Клинические рекомендации 

по диагнос тике и лечению системной склеродермии 

(прогрессирующего системного склероза). 2013; 1-25 

All-Russian public organization “Association of Rheumatologists 

of Russia” Clinical guidelines for the diagnosis and treatment of 

systemic scleroderma (progressive systemic sclerosis). 2013; 1-25.

5. Bergamasco A., Hartmann N., Wallace L., et al Epidemiology of 

sys temic sclerosis and systemic sclerosis-associated interstitial 

lung disease. Clin Epidemiol. 2019;11:257-273. DOI: 10.2147/CLEP.

S191418.

6. Steen V.D., Medsger T.A. Changes in causes of death in systemic 

sclerosis, 1972-2002. Ann Rheum Dis. 2007(7):940-944. 

DOI: 10.1136/ard.2006.066068. 

7. Elhai M., Meune C., Boubaya M. et al EUSTAR group. Mapping and 

predicting mortality from systemic sclerosis. Ann Rheum Dis. 

2017;76(11):1897-1905. DOI: 10.1136/annrheumdis-2017-211448. 

8. Меньшикова И.В., Собянина А.Н., Прокофьева Ю.А., и др. 

Сложности диагностики онкологического заболевания 

при системной склеродермии. Consilium Medicum. 

2025;27(2):123-128. 

DOI: 10.26442/20751753.2025.2.203162 

Menshikova I.V., Sobyanina A.N., Prokofieva Yu.A., et al 

Difficulties in the oncology diagnosis with systemic sclerosis. 

Case report. Consilium Medicum. 2025;27(2):123–128. 

DOI: 10.26442/20751753.2025.2.203162.

9. Volkmann E.R., Andréasson K., Smith V. Systemic sclerosis. Lancet. 

2023;401(10373):304-318. DOI: 10.1016/S0140-6736(22)01692-0. 

10. Cavazzana I., Vojinovic T., Airo’ P. et al Systemic Sclerosis-Specific 

Antibodie s: Novel and Classical Biomarkers. Clin Rev Allergy 

Immunol. 2023;64(3):412-430. DOI: 10.1007/s12016-022-

08946-w. 



Р А З Б О Р  К Л И Н И Ч Е С К И Х  С Л У Ч А Е ВАрхивъ внутренней медицины • № 3 • 2026

227 

11. Ha J.W., Pyo J.Y., Ahn S.S. Et al. Overlap syndrome of systemic 

sclerosis with antineutrophil cytoplasmic antibody-associated 

vasculitis according to 2022 ACR/EULAR criteria. Korean J Intern 

Med. 2024;39(3):524-536. DOI: 10.3904/kjim.2023.189. 

12. Ярмоленко О.А., Малаева Е.Г., Мамченко И.Л. и др. 

Перекрестный синдром в гепатологии. Проблемы здоровья 

и экологии. 2023;20(2):135-140. DOI: 10.51523/2708-

6011.2023-20-2-17 

Yarmolenko V.A., Malaeva E.G., Mamchenko I.L. et al 

Cross syndrome in hepatology. Health and Ecology Issues. 

2023;20(2):135–140. DOI: https://doi. org/10.51523/2708-

6011.2023-20-2-17

13. Park Y., Lee J.J., Ju J.H., et al Clinical Characterization of 

Autoimmune Hepatic Involvement in Sjogren’s Disease: 

A Retrospective Cohort Study in Korea. Int J Mol Sci. 

2025 Jun 15;26(12):5734. doi: 10.3390/ijms26125734.

14. Date K, Kato T, Takuma Y, Sugiyama K. A Rare Case of Candida-

Induced Acute Phlegmonous Esophagitis Complicated by 

Pericarditis and Myocarditis. Cureus. 2025 May 20;17(5):e84447. 

doi: 10.7759/cureus.84447.

15. Han H.S., Ahn G.R., Kim H.J., et al Diffuse Systemic Sclerosis 

in a Patient with Primary Biliary Cirrhosis and Autoimmune 

Hepatitis Overlap Syndrome: A Case Report. Ann Dermatol. 

2020 Feb;32(1):69-73. doi: 10.5021/ad.2020.32.1.69. 

16. Iikuni N., Hanzawa M., Ohta S., Nishinarita M. A rare case of 

systemic sclerosis complicated with multiple autoimmune diseases 

(Sjögren’s syndrome, Graves’ disease, and primary biliary cirrhosis). 

Mod Rheumatol. 2004;14(6):476-9. DOI: 10.3109/s10165-004-

0342-1. 

Информация об авторах:

Яровой Максим Дмитриевич  — студент 6 курса лечебного фа-

культета ФГАОУ ВО «Российский национальный исследовательский 

медицинский университет имени Н.И. Пирогова» Минздрава Рос-

сии (Пироговский Университет), Москва, email: jarovojmax@mail.ru, 

ORCID ID: https://orcid.org/0009-0008-4580-8851 

Хачирова Эльвира Азреталиевна — к.м.н., доцент кафедры пропе-

девтики внутренних болезней № 2 Института клинической меди-

цины ФГАОУ ВО «Российский национальный исследовательский 

медицинский университет имени Н.И. Пирогова» Минздрава России 

(Пироговский Университет), Москва, email: elchik09@mail.ru, ORCID 

ID: http://orcid.org/0000-0003-2523-8907

Шеменкова Виктория Сергеевна — к.м.н., ассистент кафедры про-

педевтики внутренних болезней № 2 Института Клинической Ме-

дицины ФГАОУ ВО «Российский национальный исследовательский 

медицинский университет имени Н.И. Пирогова» Минздрава Рос-

сии (Пироговский Университет); Заведующая стационаром, врач-

кардиолог, UNIКлиник, Москва, Е-mail: vshemenkova@mail.ru ORCID 

ID: http://orcid.org/0000-0001-6938-9665

Резник Елена Владимировна — д.м.н., доцент, заведующий кафедрой 

пропедевтики внутренних болезней № 2 Института клинической ме-

дицины, ФГАОУ ВО «Российский национальный исследовательский 

медицинский университет имени Н.И. Пирогова» Минздрава Рос-

сии (Пироговский Университет), Москва, врач-терапевт, кардиолог, 

врач функциональной диагностики, ультразвуковой диагностики, 

клинический фармаколог, организатор здравоохранения ГКБ № 31 

им. Г.М. Савельевой ДЗМ, Москва, email: reznik_ev@rsmu.ru, ORCID 

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

About the authors

Maksim D. Iarovoi  — a 6th year student of the Faculty of Мedicine 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/0009-0008-4580-8851 

Elvira A. Khachirova — MD, PhD, associate professor, Department of In-

ternal disease Propedeutics № 2 Institution of the Clinical Medicine of 

the Russian national research medical University named after N.I. Pirogov 

of the Ministry of healthcare of the Russian Federation, Moscow, E-mail: 

elchik09@mail.ru, ORCID ID: http://orcid.org/0000-0003-2523-8907

Victoria S. Shemenkova — MD, PhD, Assistant of the Department of In-

ternal Medicine Propaedeutics No. 2, Institute of Clinical Medicine of the 

Russian National Research Medical University named after N.I. Pirogov; 

Moscow, Head of the hospital, cardiologist, UNIClinic, Moscow, E-mail: 

vshemenkova@mail.ru, ORCID ID: http://orcid.org/0000-0001-6938-

9665

Elena V. Reznik — MD, PhD, Head of the Department of Internal disease 

Propedeutics № 2 of the Institute of Clinical Medicine of the Russian Na-

tional Research Medical University named after N.I. Pirogov of the Min-

istry of healthcare of the Russian Federation; Cardiologist of the GBUZ 

№ 31 named after academician G.M. Savelieva of Healthcare Department 

of Moscow, Moscow, email: reznik_ev@rsmu.ru, ORCID ID: http://orcid.

org/0000-0001-7479-418X 

 Автор, ответственный за переписку / Corresponding author


