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The article presents the comorbidity spectrum in rheumatoid
arthritis and lupus erythematosus patients based on own
research and discusses the role of family physician in these
patients care. 
Key words: family physician, polymorbidity, comorbidity,
rheumatoid arthritis, systemic lupus erythematosus.

Polymorbidity – a disease of uncountable and immensity. 
Pierre Teilhard de Chardin

The interest of the researchers to polymorbidity of the rheu1
matic patients is constantly increasing during the last decade,

but the concept is not yet integrated into clinical practice.
It is well known that narrow specialist rather rarely pays

serious attention to the patients polymorbidity, mostly working
by use of biomedical approach where the center of attention is
the disease as an separate entity. In contrast, for family physi1
cians who are engaged in patient observation and treatment and
use the holistic and patient centered approach, the problem of
“polymorbidity patient” is mostly the rule rather than the excep1
tion. Family doctor deals with the patient as a whole, works both
with undefined and undifferentiated states and syndromes,
acute and chronic diseases and their combinations, and with ter1
minal conditions as well. In each contact family doctor deter1
mines the need and direction of additional consultations and
examinations, and after all puts together all patient’s related
issueses and helps patient to make proper decisions about any
needed interventions, always assessing the impact of patient’s
comorbidities, and all personal features, what in general means
«holistic», «comprehensive» or «personified» approach. In fami1
ly medicine philosophy effective management of patients is not
possible without the analysis of patient’s personality, comorbid1
ity, predictors and risk factors, and calculation of the of the
potential complications probability.

Polymorbidity – the presence in an individual of several dis1
eases with simultaneous development, wich can share pathogen1
esis and genetic basis [10, 2, 5].

Comorbidity – the coexistence of two and more syndromes
or diseases in one patient which are pathogenetically interrelat1
ed or coincidental in time [11, 14].

Multimorbidity – the condition where two or more etiopatho1
genetically unrelated chronic diseases are present [2, 5, 9].

It is established that rheumatic diseases (RD) form one of
the major groups of chronic diseases with the greatest contribu1
tion to increasing disability and also is one of the most often
cases for visiting family doctor [6, 12].

The most common condition which complicate the RD is
cardiovascular disease (CVD) [7, 11], interstitial lung disease
[4], osteoporosis (OP), chronic kidney disease [1], malignant
neoplasms [8] and depression [13].

Objective: to evaluate and analyze the comorbidity in
rheumatoid arthritis (RA) and systemic lupus erythematosus
(SLE) patients.

MATERIAL AND METHODS

The study was conducted at the Department of Family
Medicine of the Shupyk National Medical Academy of
Postgraduate Education (based on the Kyiv Regional Clinical

Hospital. The study included 126 patients with RA, 18–55
years, (102 women and 24 men), and 80 patients with SLE,
24–41 years, (all female). All patients gave written consent to
participate in the study.

The control group consisted of 60 people without autoim1
mune diseases, inflammatory conditions and diseases; without
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Table 1

Comorbidity in RA patients and control group

Diseases 

and conditions

RA 

(n=126)

Control

(n=30)

n % n %

Coronary heart disease 12 9.52* 0 0

Arterial hypertension 47 37.3* 0 0

Neurocirculatory asthenia 2 1.58* 1 3.3

Dyslipidemia 76 60.32* 2 6.67

Gastrointestinal ulcer 6 4.76* 1 3.3

Chronic gastritis 29 23.0 3 10.0

Chronic pancreatitis 19 15.07 5 16.67

Nonalcoholic fatty liver disease 77 61.1* 2 6,67

Cholesterosis of the gallbladder 38 39.18* 1 3.33

Chronic cholecystitis 46 47.42* 3 10

Gall stones 8 8.25* 0 0

Diabetes mellitus type 2 3 2.38* 0 0

Thyroid diseases 5 3.96* 0 0

Autoimmune thyroiditis 35 27.77* 0 0

Chronic bronchitis 3 2.38 4 13.3

Osteoarthritis of the spine 42 33.3 6 20.0

Note: * – the difference between groups is significant, р<0.05

Table 2

Comorbidity in SLE and controls

Diseases 

and conditions

SLE 

(n=80)

Control

(n=30)

n % n %

Dyslipidemia 39 48.75* 3 9.99

Gastrointestinal ulcer 4 5.00 1 3.33

Chronic gastritis 17 21.25 5 15.25

Chronic pancreatitis 7 8.75 1 3.33

Nonalcoholic fatty liver disease 4 5.00* 0 0

Chronic cholecystitis 7 8.75 3 9.99

Gall stones 1 1.25 0 0

Menstrual disorders 10 12.50 2 6.66

Autoimmune thyroiditis 4 5.00* 0 0

Chronic bronchitis 9 11.25 3 9.99

Chronic pyelonephritis 21 26.25* 2 6.66

Osteoarthrosis of the spine 10 12.50 4 13.32

Note: * – the difference between groups is significante, р<0,05.
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any chronic disease in active phase; they do not take regularly
any medications; all of them also gave the informed consent to
participate in the study. The control group was divided into 2
subgroups: group to compare with the RA patients (n=30, 25
women and 5 men (83.3% and 16.7% respectively), the average
age of 42.4±8.6 years) and the group to compare with SLE
patients (30 women, average age 34.3±1.0 years).

We did not include any patients with known history of the
major infectious diseases (tuberculosis, HIV, viral hepatitis), amy1
loidosis and malignancies, signs of heart or other organs failure;
SLE patients with the nephrotic syndrome or acute nephritis.

All patients underwent a careful general and rheumatologic
examination. Laboratory tests have been performed in the hoap1
ital laboratory. Ultrasound examination has been performed by
use of ULTIMA PRO130 «RADMIR» equipment (Kharkiv).

RESULTS

Different comorbidity has been found at the most RA
(65.1%) and SLE (58,75%) patients, which was significantly
higher than in control group (table 1 and table 2).

The main additional disease in RA patients in our study was
CVD (46.8%), which is in accordance to the international data [3].
Significant proportion of comorbidity in RA patients consisted of

different types of the liver and biliary tract disorders (HBTD) –
76.9%; major of the RA patients (62.70%) – dyslipidemia and DM;
69.35% of the patients had 2 and more diseases (except of RA).

In SLE patients the pathology of urinary system
(pyelonephritis 26.25%) was most prevalent. Significant propor1
tion of comorbidities was made by gastrointestinal diseases
(26.25%), metabolic disorders, pathology of thyroid gland with1
out dysfunction, menstrual disorders; 51.25% of the SLE
patients had 2 and more additional diseases.

CONCLUSION

According to the results of our study the majority of SLE
and RA patients have polymorbidity, which can seriously influ1
ence the course of RD and its treatment. Thus, all the patients
with above mentioned RD need integrated medical care which
involve family doctor and different specialists with further
detailed consultations based on holistic and patient1centred
approach to evaluate all the polymorbidities in their interactions
and assist patients to make decisions regarding their health. The
coordinator of this great job must be family physician, who can
recognize the huge of the polymorbidity problem and can pro1
fessionally combine and personify the specialist’s recommenda1
tions, seeing each patient as a unique person.

Полиморбидный пациент: кто оказывает помощь?
Л.В. Химион, И.В. Климась

В статье представлены данные собственного исследования о спек1
тре коморбидности среди пациентов с ревматоидным артритом и
системной красной волачанкой, обсуждается роль семейного вра1
ча в системе оказания помощи таким пациентам. 
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У статті представлено дані, одержані у власному дослідженні, що1
до спектра поліморбідності серед хворих на ревматоїдний артрит і
системний червоний вовчак, обговорюється роль сімейного лікаря
у системі надання допомоги таким пацієнтів.
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