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PREFACE

The tremendous toll of tuberculosis is inciegsn many countries
due to the interactions of HIV and tuberculosigations.

The World Health Organization calculates ¢hare probably 8-10
million new cases a year in the world, and 3 milldeaths. As patients
in high prevalence countries who become with HiXusiare very likely
to develop tuberculosis, it may be even more commdwere both
infections are prevalent.

Tuberculosis remains the biggest killer ire tworld as a single
pathogen; while it hits children as well as eldethe worst affected are
adults between15 and 59 years of age i.e. the araemrkers and
leaders in society. Tuberculosis accounts for 26&cpat of all avoidable
deaths in Third World countries.

Tuberculosis is a challenging disease. Sonestitrying to make the
diagnosis is like to solve a detective story. Byou succeed in solving
the problem, you can be sure of a happy endindh¢ostory. Modern
treatment is highly successful in curing tuberciglosven in patients
already infected with HIV (AIDS) virus.

This handbook contains the guidelines for ghalents who want to
master the main principles of prevention, diagnosigl treatment
tuberculosis. It will help to the students in theelf-preparing for the
practical classes on phthisiology.

The handbook contains short information abedry topic of the
discipline curriculum, theoretical questions, pieait tasks and tests
with the answers. It also refers to the literatdfoe getting full
information about every chapter of the phthisiolgpgggram.

We hope that our joint forces will bring clogke time when proper
diagnosis and adequate management of cases wvglitlstoperpetuation
of the disease, thus paving the way to its elinndmat



Topic # 1: Tuberculosis epidemiology and etiologyPathogenesis of
tuberculosis. Immunity against tuberculosis. Tubeculosis clinical
classification.

1.Currency of the topic

Tuberculosis epidemiologys considered as a fundamental
science which supports the social health care sysk;nowing of the
science is a basis to successfully inculcate théioha fighting
tuberculoses (TB) programme, starting from the mutnuf being
infected to the moment of one’s recovery or death.

There are several stages in TB running: 1) mgpettnfected
(contact MTB); 2) the beginning and running of ttiéprocess; 3) TB
development, ending by either recovery or death.

In order to understand dynamics of TB spregdover
population one has to single out 3 sorts of questi@hey are analytical
epidemiology, descriptional epidemiology and pragimoone. Main
factors to define risk of a contact with MTB arefallows: a) general
quantity of risk patients existing in society, bdntagiosis period
duration, c) quantity and quality of ‘healthy - @i’ contacts taking
place per a unit of time.

It should be noted that risk of one being iréeldis higher
under a prolonged contact period than that of uaddrort one. At the
moment of MTB definition in an invalid’ sputum, timeimber of
infectious contacts equals to only 30% - 40%. Thahere might be a
lot of people getting infected, if a correct diagisohad not been set up
or proper medical treatment hadn’t been commenced.

Risk factors are as follows: population densitynditions of
living, patient’s conduct, and number of a patientamily, climate
conditions, age, gender and sources of infectiinesses such as
diabetes mellitus, ulcer of the stomach, duodenwaitoholism,
pneumoconiosis, chronic unspecific disease of lungs

Thus, knowing of TB etiology, epidemiology and pagkenesis
would allow us
1) to better understand mechanism of the deoceasletion, that is a
processes of healing and pathomorphosis (changehvare due to
MTB inculcation, chemo-therapy and evolution of girstability of
MTB), 2) to come down overall number of TB casaswell as level
of TB mortality, risk of getting infected etc.



2. General goal:to master of the knowledge about general questibns

tuberculosis.

3. The concrete aims:

-to find out TB development risk factors

-to find out TB stimulus peculiarities

-to find out ways of infecting by TB mycobacterium

-to analyze the main chapters of clinical clasatien of TB and to
define a diagnosis according to that analysis.

4. The tasks for student’s independent work duringhe preparation

for the class.

-to have shown one’s ability (skills) to praeliy apply physical
methods for examining a patient and then to praresctness of one’s
resume to be presented as a diagnosis.

-to evaluate data received under a patientreagen from the point
of their correspondence to either norm or pathalbgyng able to unite
a disease signs into some well grounded clinicedsdsyndromes).

-to be able compare likeness and differencealfclinical TB cases
with those ones to be considered as theoreticabgiple.

-to have selected and well grounded a patigahtad observation
scheme aiming to prove or expel a lung TB diagnosis

-according to the plan (scheme) to collect gatdinent to a patient,
evaluate whether such data is sufficient to anshequestions

regarding:
a) type of the TB case ;
c¢) TB clinical form;

b) TB whereaboults;
d) TB phase;

e) Bacterium allocation presence; i) M&@Tg sensitiveness;

f) TB category;

j) TB cohort;

h) possible complications.

4.1. The list of the main terms, parameters and chiacteristics
which a student has to master during the preparatio for the class.

The term

The definition

MTB (acid- fast bacterium-
AFB)

Mycobacterium tuberculosis / acid- fast
bacterium — pathogen of the disease; Gram-
positive, acid fast micro-organisms: obligatory
anaerobes and facultative intracellular parasit
related to the genus Micobacteriacae of
Actinomycetales family.

Human being pathogenic ones (bacterium),

which used to be tinted - according to Zheel-




Nelsen - by a rosy color over the blue
background.

-Mycobacterium tuberculosis (it is human type
90-97% cases), human being TB stimulus.
-M.bovinus (in 2-8% cases), large size horny
cattle stimulus.

-M.africanum (0.1-2%) - medium type.
-M.avium and M. intracellulare are not
pathogenic as far as a healthy organism is
concerned, but they can cause TB among HIV|
infected ones (in AIDC related cases - from 15
to 24% cases )

Infection rate

It's the percentage of positive taiodin skin test
cases divided by the total number of f{

n

examined, excluding persons with popgt-

vaccination immunity. This parameter

characterizes the reservoir of tuberculo

si

S

infection and reflects overall epidemic situation

on TB. According to statistics, infection rate
8.5 % in children of 7-8 years, 19.5 %
children aged 13-14 years, 80-90 % in adults
age before 40 years.

Infection risk

Infection risk is the accretion oféction cases
in a given year. This parameter should not
exceed 1%. If infection risk exceeds 2%, then
90% population will be infected by the age of 7

Infectiousness
parameter

This is a number of persons, who can be infec

by one patient with the clinically active disease.

With well-organized infection control
infectiousness parameter should not exceed 1

MBT pathogenecity

It is the capability of mycobatespecies to
cause diseases. The basic factor of pathogeng
is toxic glyco-lipid- cord factor, which invokes
MBT growth in a nutrient medium, resulting in
MBT getting shape of plaits. Saprophytes are
characteristic of the cord factor.

MTB virulence

It is the degree of pathogenecity aapbbility
of Mycobacteria to grow and multiply in humarj
body causing specific (cheesy or caseous

necrosis of epithelioid-cellular granulomas with
Pirogov-Langhans' cells) pathological changes.

Mycobacterium strain is said to be virulent if
0.1-0.01mg of it causes clinical symptoms of
tuberculosis and death of a 250-300g guinea [
in 2 months.
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MTB variability

It is their capability to gain new cegain their
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properties. MTB morphological structure
alteration means: appearance of different form
such as granular ones, coccal ones, filtrating,
capsulated ones, atypical strains and L-form.
Filtrating forms are tiny fragments of MBT use
to appear under adverse environment and bei
capable of reversing.

L —form of MTB is weakly virulent one that
either completely lost its shell or got a shell
defect. That is a form to acquire shell changeqg

S Wn
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morphology and decreased metabolism. L-forins

are not tapped by a bacterioscopy method.

MBT persistence

Loss of MTB virulence due to aithe
environmental influence or antituberculous
drugs, combined with MTB variability (7)
[meaning transition MTB - L-forms, filtrating
ones, granular ones, comminuted ones].

MBT reversion

Restoration of virulence and structuréV8T,
having been in a persistent state for 2-15 ye
return MBT to a bacterial form.

ars,

MBT drug
resistance

MBT resistance with regard to anti-tubercular
drugs

MDR (multi drug
resistance)

Type of multiple resistances against the
combination of isoniazid and rifampicin (H+R),

WDR (wide drug
resistance)

Type of multiple resistances, including H+R +
other medications of theé'line.

EDR (extreme drug
resistance)

Type of multiple medication MBT resistance
with regard to all drugs of the'line+ drugs of
the 7%line.

Atypical MBT

Mycobacterium, which are not pathogenith
people and animals (saprophytes) plus relati
pathogenic MTB, being able in some cases
cause mycobacteriosis, similar to T
Saprophytes don’t contain cord-factor.
According toE.H.Runyon, next kinds of atypic3
MTB

are as follows:
1.photochromogeneous (M. Kansasii M.
marium)
2. scotochromogeneous (M. aguae
M.scrofuloceum)
3. non photochromogeneous (M.avium
M.intracellularae. M.xenopii M.haemophilum)
4. rapidly growingMBT (saprophytes): (M.phlei
M.smegmatis M.fortbitum).

ely
to

1|




Sensitin

Atypical mycobacterium vital activity proct,
which having been intradermal injected, leads
a positive reaction (papule).

Dispensary follow up
category

Dispensary observation group being defined
both 1) a type of TB (revealed for thé& fime,
relapse TB, chronic TB) and 2) presence

to

by

or

absence of destruction and bacteriological

excretion. There are 4 categories (N1, N2,
N4) related to currently ill TB patients and o
(N5) for those related to a group of risk illnesg
or relapse.

Cohort

A group of patients to be registered witBin
current months. There are 4 cohorts shown in
diagnosis, that is : Cohl, Coh2, Coh3, Coh4 .

New case of TB

First diagnosed TB used to be madeither a
human being never being infected before or o
taking drugs for no more than a month.

N3,
ne
es

ne

RTB

Relapse of TB, activation of the disease amids
people which got through a course of
antimicrobial therapy and were considered to
become cured [thus, they were transferred to
Cat.5 1group].

—

CTB

Chronic TB, that is diagnosed for patients wh
either 1)have not reached a state of TB pro
radiological stabilization or 2)have show
radiological deterioration when a cavern rema
[regardless of whether MBT is taking place o
isn't] during 2 year season of observation g
treatment.

ch
ess
n
ins
it
ind

Destruction (Destr+)

Specific pathological inflamtory procesg
taking place in any organ, to be characterized
TB affected tissue necrosis and disintegrati
That is to say: at the place of destruction one
radiologically observe both tissue disintegrat
and a cavity appearing in the result of TB tisg
melting down. Such diagnosis is denoted

(Destr+).

4.2.Theoretical questions for the class:
1. Meaning of classical works by Hippocratasjcenna, R.Laennec,

R.Koch in TB studies.

2. Role of N.I.Pirogov, Calmette Guerin, S.P Botkin, F.G.Yanovsky in

TB study development.

3. Role ofA.A.Kysil, ZWaxmann, N.S.Pilipchul4.SMamolat, BM.
Chmelnitsky, M.G.lvanovichA.G.Homenko in TB study development.
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4. TB infecting agent, its kinds, forms of exister{t-forms) and
qualities.MBT persistenceyIBT reversion.

5. Atypical mycobacterium. Mycobacteriosis classifion.

6. Main epidemiology indexes and extension of T&édse. TB indexes
evaluation.

7. Sources of TB infectioMBT excretion into environment.

8. TB pathogenesis. Ways WIfBET contamination and its multiplication
inside an organism.

9. TB immunity.

10. TB pathogenesis.

11. TB clinical classification, its sections. TBagnosis structure.

12. To make a thematic plan of lectures and caatem for TB
patients

13. To enumerate ethic and deontological pointseteonsidered: 1) at
a patient newly observation; 2) during a conveosatiith the patient’s
relatives.

14. To carry out an objective inspection of a TBecand prescribe a
plan of proper treatment.

15. According to objective inspection results onas o make a
diagnosis, to specify a TB type, its localizati@finical form, having
presence of destruction and bacterium excretionTMBIg sensibility,
diagnosis histological confirmation, category, c@hoomplication.

4.3. Practical work (tasks) which are doing withinthe class:
TB PATIENT' DIAGNOSTIC STUDY
1. What are typical complaints of those suffering fromTB
undependable on its locality?
A. Weakness, sweating, loss of weight, enhanced tenper
B. Fits of dyspnea dependent on weather changes.
C. Upsetting of sensibility, hands / feet numbness.
D. Short-lived swoons.
E. Head ache, stomach ache without clear localization
2. What usual temperature curve at TB cases might be?
A. Constant.
B. One-day.
C. Hectic
D. Three-day.
E. Wrong.
3. What is the most likable kind of expectoration whie a simple
form of pulmonary TB?
A. Mucous transparent



B. Bright yellow

C. Green-yellow

D. Green with pungent smell

E. Rusty
4. A 30-year-old patient has been registered high &ratpre up to
37.1-37.8C, loss of appetite, enhanced fatigue, night swgatite has
got alcohol abuses. Impartial assessment: malioutritover lungs
rigid breath is heard. Blood analysis is L#€8”1, ESR-27 mm/h. X-
ray picture shows multiple locus shadows, size f&mm to 8mm in
diameter, with small/average intensity. It lookkel disseminated
pulmonary TB.
What clinic syndromes are registered in this ca&?
5. A 10-year-old child has complaints with strong @ett the right side,
that used to enhance while coughing, having ddepita Temperature
runs up to 38-38%. There is dyspnea. Ache has lessened for the last
2 days. There is dullness, placed to the right thdew of the 2 rib.
Heart limits have moved to the left. Breathing ottee right lung is
much weakened, but above lower part of right lemtiheard. X-Ray
picture shows: 1) right lung homogeneous darkenpigced to the
right under/below of the"rib; 2) mediastinum organs have shifted to
the left. Tuberculin test “range” was revealéd/hat diagnostic
method should be firstly applied to prove liquid presence in the
pleural cavity?

Patterns of answers:
1.A. 2E. 3. 4.Intoxication syndrome, bronchial-pulmonary affen
syndrome; 5. Diagnostic pleural puncture.

TB CLINICAL CLASSIFICATION

1. What phases of progressing TB do exist?

A. Infiltration, dissemination, cavitation

B. Resorption, consolidation

C. Incrustation, mineralization, alkalization

D. Hyperemia, exudation, resorption.

E. Proliferation, degeneration.
2. What changes in biopsy material are the basic es to prove TB
character of inflammation by histology?

A. Pirogov-Langhans cells, caseous necrosis

B. Foreign body cells

C. Great number of neutrophils, caseous necrosis
D. Lymphocytes proliferation, It — cells.
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E. Proliferation of low-grade cells.

3. What organs used to be infected by TB inKdaine mostly?

A. Lungs

B. Sexual organs

C. Kidneys

D.Bones and joints

E. Eyes
4. What is definition of the primary TB?

A. Primarily diagnosed TB

B. Primary signs of TB

C. Nondestructive TB

D.TB to appear right after infecting

E. TB located in only one organ or a system
5. What is definition of the secondary TB?

A. Multisystem TB

B. Destructive TB.

C. TB which appears in long term after patient beénfgcted.

D. TB with overall clinical pattern.

E. Generalized TB.
6. A 31-year-old patient has revealed a primary TBecaith infiltrate in
the right lung Il segment, MBT (-).
Which category the patient should be concerned to?
7. A 36-year-old patient’'s X-Ray showed newly disa@¢klow intensity
nodular shadow of average size with unclear costoMio complaints.
The formal examination: no pathology. Blood tesh@mal. Looks like
pulmonary TB.
What should be a correctdiagnosis according to clinic classification?
8. A 25-year-old patient has low intensity nodulaadtw with unclear
contours.
What phase of TB process is it?
What should be a correctdiagnosis according to clinic classification?
9. A 5-year-old child complains of having dry couddudy temperature is
37.1-37.4C. There is some bluntness over the right lung uppetr. Much
weakened breath without rales is heard. Blood aimlis leucocytes -
9,1x10%liter, ESR — 21 mm/hour. X-Ray picture shows tthet right lung
upper part is homogeneously darkened, lesseneiden Ehe lung root is
dilated, unstructured, its camber turned outsidanfdux reaction is ZU
of PPD-L — infiltrate diameter of 17 mm. 4 yearsoathe child was
Mantoux test negative.
What should be a correctdiagnosis according to clinic classification?
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10. There is a 25-year-old patient who has got a disignof TB
meningitis. The lungs X-Ray picture showed alkalizgmphatic nodes.
No MBT in liquor appeared.

What should be a correctdiagnosis according to clinic classification?

The patterns of answers:

1A. 2A. 3A. 4.D. 5C. 6.Category 3,

7. New case of TB (date of diagnosis) of the righg 1l segment
(nodular), Destr-MBT-M- CO Resist0, HIST 0, Cat 3, Coh.( a year
quarter # of diagnosis).

8.Infiltration,

9.New case of B (Date of ) of the right intrathoracic lymph nodes
Destr- MBT-, MO, CO, Resist0, HIST 0, atelectasis of upper plart o
right lung, Cat 3., Coh.(a year quarter # of diags)p

10. New case of TB (Date of diagnosis) of meningeambrane.

Recommended reference:
Main literature:
1. Pyatnochka I.T. Phthisiology. A teaching maninalJkrainian and
English / .T. Pyatnochka — Ternopol.: Ukrmedkn@@92. — 257 p.
2. Petrenko V.I. Phthisiology. A textbook for sttde/ V. I. Petrenko —
Kyiv.: Medicine, 2008. — 287 p.
Additional literature:
1. Crofton J. Clinical Tuberculosis / J.Crofton, N.rhig F. Miller —
London.: Macmillan press LTD, 1995. - 210 p.
2. Palomino Tuberculosis 2007. From Basic Sciencatieri® Care.
Medical textbook/ Palomino, Leao, Ritacco, 200708 p.

Topic # 2: General approaches to TB diagnostics. 8pial methods
to reveal and diagnose a TB case (microbiology diagstics, X-Ray
investigations, tuberculin test).

1.Currency of the topic

In all sorts of diagnosis methods, applied to revVBacases, the most
important ones are as follows: microbiology diagines X-Ray inspection,
laboratory methods, tuberculin test.

Tuberculin test is a key method to timely reveBl dases among
children and youngsters, giving an opportunitytelfind out a fact of being
infected and 2) define a probability of being itdéelc
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X-Ray investigation is a key method to timely @#VvEB cases among
adults, making it possible for a doctor to get tmwing of clinical cases
different implications as well as their morphol@gjiessence.

Laboratory methods to analyze sputum or some attzerial,
as far as mycobacterium (MTB) presence is concemémv a doctor to
finally confirm a TB diagnosis. They are as followsnple microscopy,
culture method, biological test (guinea pig inotiola), amplification
methods (polymerase chain reaction).

Histological analysis is a procedure meant to akeheesy or
caseous necrosis of epithelioid-cellular  granulemeith Pirogov-
Langhans' cells. It can morphologically define if specific TB
inflammation in an affected organ is taking place.

These instructions to follow are intended to helpstudent
systemize his/her knowledge, having got in the seuof self
preparatory work, as well as apply it in practipeattical studies).

TUBERCULIN TEST
2. General goalis 1) to have learned indications for tubercudisttto be
proceeded;

2) to appreciate tuberculin tests clinic andlepiiological values.

3. Basic knowledge and skills are necessary for topistudying
(interdisciplinary integration)

The title of preliminary discipline The skills wiiiavere obtained

1. Department of pathological To be able to understand essence| of

physiology allergic response of time-lagged kind
(that's  cell-mediated immunologr[/

reactions of  the IV sort
hypersensitivity of time-lagged kind)

2. Department of microbiology To know biologicabperties of BCG,
dates of vaccination and revaccinatipn
to be made. To know all sorts of
tuberculin and tuberculin tests.

4. The concrete aims:

- To explain essence of the tuberculin reaction.

- To define objective and indications for maselitidual tuberculin test.

- To be able to get through with Mantoux reactismvell as with that of Koch.
One should also be able to interpret and evaluege reaction results.
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- To carry out comparative diagnosis of the resfltsvo different tuberculin
reactions, which are defined as 1) tuberculin fitfes one and 2) tuberculin
posvaccinal one.

- To make use of tuberculin test results so as tiefine the groups of ones
susceptible to get TB infected, 2) to be ableweakTB cases in time.

5 The tasks for student’'s independent work dung the
preparation for the class.

5.1. The list of the main terms, parameters@raracteristics which
a student has to master during the preparatiothéclass.

The term The definition

Tuberculin is a product ofMTB metabolism, incomplete¢
glycolipoprotein complex (hapten), which elicits |t
antigen activity only in sensitized (an infected |or
BCG vaccinated) body.
11U (linternational unit | is tuberculin quantity, containing in 0.00006 mg|of
of tuberculin) ofPPD-L | a dry substance, capable to elicit positive reaction
in previously sensitized body.
Tuberculin test is either -1) the %1 appearance of positiv
“conversion” tuberculin test comparing with the last year
detected as negative one or -2) just positive
tuberculin test amplification over, at least, 6 mim
for a year term among those vaccinated by BCG,

]

Anergia is the case of getting no reaction at iejeg
tuberculin

Positive anergia is the case of getting no reactbrtuberculin
injected into a healthy (uninfected) human being

Negative anergia is the case of getting no reactibriuberculin
injected into a TB-infected patient.

Vaccine BCG is alive but attenuated vaccine, hawjog brisk

immunifacient qualities of a bull kinMBT. It was
received by Nocard in 1902 year from a TB
infected cow udder. Being recultivated 230 times
for 13-year season on potato-glycerin growth
medium, containing 5% of bull gall, it had lost [ts
virulence. Vaccine BCG developers, a French
microbiologist A.L.Ch.Calmette and a child Doctor
C.Guerin, have finished their work in 1919.
PPD purified protein derivative

5.2. Theoretical questions for the class:

1.What is the idea of tuberculin test? What is itse@se or the key idea
in? Mechanism and time necessary for tuberculergyl to be
developed.
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2. What is tuberculin in itself ? What sasfduberculin are there?

3. What is the objective to make use of tuberculin?

4. Kinds of tuberculin tests.

5. Local reactions on tuberculin injections. 4 §/pEMantoux test reactions.

6. General reaction at tuberculin injection, itsiclimplications.

7. Indications for a Mantoux test being in needbdngulin doses
necessary. What should be a correct proceduretifig@ testing result.
Its registration and clinic interpretation.

8. What is a tuberculin test “conversion”? Whatildobe told when the
range was revealed? What are posvaccinal and imdsctallergy
differential diagnostics?

9. What local reaction on tuberculin should be nduae hyperergic one?
What information can we get from its taking place?

10.Who of tuberculin -positive patients are consdeas dangerous in
view of becoming a source of contagious TB infagtithus to be in
need of additional medical survey?

11. Indications to Koch test carrying out. What areper procedure,
registration and clinic evaluation?

12. What are positive/negative anergia? What faattight increase or
decrease tuberculin tests?

X-RAY INVESTIGATIONS

1. General goalis 1) to have learned radiology changes, typmab@ilmonary

TB; 2) find out TB location, main radiology syndrerand his elements.

2. Concrete aims:

1. To recognize various pathologic changes seehanX-ray picture,

unite them into some radiological syndromes; defimer locality by

naming the lung sides, lobes, segments.

2. To recognize main radiology implications of polmary TB cases
different forms and make use them (implicationsptove TB process
clinic forms and phases.

3. Basic knowledge and skills are necessary for tipstudying
(interdisciplinary integration)

Radiology Department To evaluate an X-ray pictdréhorax organs seen in
various projections. To know- 1) lung segment
constitution and 2) lobe/segment projections, seemn
direct and side roentgenograms. To know main lung
illnesses radiology syndromes. To find out, draw
and describe pathology changes in a thorax

roentgenogram. To make out protocol describing

122
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| roentgenogram.

4. Practical work (tasks) which are doing within tre class:

1. Having received 3 roentgenograms one shouldindl)out the main
radiology syndromes (locus, focal, coil shadows)) @escribe
roentgenograms and, making use of instructioneBnéilate one’s own
conclusions about syndromes in question and prgbase of TB
processes presented in the pictures.

A student should be able to:

-diagnose focal shadowing syndrome;

-define a syndrome of focal shadow and differeatidimited,
widespread, oval blackouts without affected lunfyxee alteration;

- allocate a syndrome of lung dissemination;

- characterize a coil shadow syndrome.

2. Amidst few roentgenograms, one should -1)chgastures with a
syndrome of local focal shadowing that may showa dB-like disease
(upper lobe location, locus polymorphism, signsumig tissue fibrosis,
pleural reactions, lung roots calcinations’); 2)tése roentgenograms.
3. Amidst few roentgenograms, one should- -1) chabe pictures of
patients having syndrome of localized, widespraatl @val shadowing;
2) note indications that indirectly specify natofea disease (upper lobe
location, inhomogeneous structure, lung tissuetatwn, lung hilum
calcification); 3)describe roentgenograms.

4. Having got few roentgenograms, one should -bpsh the pictures of
patients having syndrome of lung dissemination; fi2) out symptoms
indicating a TB case (a tendency to upper lobetitotalocuses cortical
displacement, forming of focus, infiltration, destion); -3) describe
roentgenograms.

5. One has to -1) analyze roentgenograms, -2) ehpisures with an
annular shadow syndrome, -3) describe roentgenagrathnotice signs
indicating at the cavities tubercular origin (uppkabe location,
dissemination, a path to a root, old calcification)

LABORATORY METHODS OF TB DIAGNOSIS (microbiological ,
cytological, biochemical, functional ones)

1. The concrete aims:

1.To define indications for laboratory and functibsurvey of
pulmonary TB patients.

2.To be able to evaluate results of microbiologstakley procedures
such as direct and luminescent bacterioscopy dtimat, pathologic
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material sowing into nutrient liquor, defining afdercular
mycobacterium (MTB) drug resistance. It is necgstamake use of
the results to - 1) establish and formulate a dagm -2) proceed with

proper treatment.

3. To evaluate the results of - (1) cytologicallgtaf sputum,

(2) study of pleural exudate (3) peripheral lymjghaddes punctuate study -
needed for differential diagnostics of TB and sather illnesses.

4.To evaluate the results of clinical analyzingQfblood test, 2)
sputum [its quantity, color, smell, microscopy,]e8) urine - to
define: pathologic changes taking place in organiBBiprocess
gravity, its difference from other lung illnesses.

5. To evaluate the results of biochemical analyzihblood indexes [
meaning bilirubin, transaminase, other hepaticsteas to define
contra-indications to implement hepatotoxic drugsgeal their toxic
action and the treatment proper correction.

6.To evaluate results of spirography, plain X-r&otyre aand ECG to
find out a patient state gravity, making up expertdbf work capacity
and indication to a surgical lung intervention.

2. Basic knowledge and skills are necessary for topgtudying

(interdisciplinary integration)

The title of preliminary discipline

The skills whiavere obtained

The Department of introduction into
internal diseases

To know methods of laboratory arnd
functional investigation and be able
to evaluate minimal amount of
methods needed for a concret
patient

Microbiology Department

To master methods intended to reveal
TB mycobacterium presented |n
pathological tissue. To be able fo
make up a negative dab, paint it py
Zheel-Nilsen and find out TH
mycobacterium in it. To make
sowing of a pathological material
sample into dense nutrient medium

Department of histology

To master methods of histologicpl
and cytological investigations. To he
able to make up a dab of pathologic
material, to proceed with its
microscopy and differentiate cell
structure typical for various diseases

Department of normal and pathology

To master irigasbn methods o
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physiology and Department of such materials as blood, uring,
introduction into internal diseases excretion. To be able to differentiate
pathological changes in samples
from normal ones

Department of To master methods of blood
biochemical analysis and reveal
pathological changes in proper
samples

Department of normal/pathological To master methods of lung and heprt
physiology, Department of propedeuticslisease functional diagnostics. To be
capable to differentiate pathologicgal
indexes from normal ones

3. Practical work (tasks) which are doing within the class:

1. To examine a newly coming patient and prescribeeeded sorts of
laboratory survey. Justify an objective for eveupey to be prescribed.
2. Making use of results (1), one has to formulate jastify one’s clinic
diagnosis. Role of the laboratory survey shoulgdiated out.

3. Making use of a TB patient’s case history, oneuh@omplete the
table of disease laboratory signs, having evaluatidgnostic
importance of every sign.

4. To have analyzed data of three kinds of probingrg¥X picture,
laboratory, clinical) related to a patient, poigtiout the significance of
laboratory data.

5. A 63-year-old patient (K) entered a hospital, hgutomplains of dry
cough, common weakness, poor appetite, dyspned eidgnosis:
infiltrative pulmonary TB of the right lung uppeole, being in the
phase of decay.

1) Make a plan of the patient survey in order tec#y the diagnosis
and prescribe a complex treatment.

2) What should be waiting periods for getting 3d&énof the patient
excretion MBT testing results — direct bacterioggdiotation, sowing
into a dense nutrient medium ?

6. A b55-year-old patient (N) entered a hospital after regular
professional survey, having no complains. His rgenbgram shows
oval shadow with clear contour, size 3*4 cm, plaatdhe level of IlI
rib. There is no excretion.

1) Make a plan of the patient survey in order tec#y the diagnosis
and prescribe a complex treatment.

2) What additional survey (instrumental one, intigatar) might be
recommended to N, should laboratory and radioldginas don't bring
up correct diagnosis?
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7.A 27-year-old patient (P) has got infiltrative pudnary TB of the
right lung upper lobe, being in the phase of deb4§T (+).

What of two analyses, presented below, may nikesiylbelong to P:
-A. erythrocytes-4;5 10'4l; Hs-150 g¢/l; leucocytes-10,510I;
eosinophils-1%, band neutrophils-4%, segmented roghils-73%.
Lymphocytes-15%, monocytes.-7%, ESR -+2Bh
-B. erythrocytes -4,0 10'¥l; Hs-136; leucocytes -23,510%;
eosinophils.-2%. band neutrophils -9%, segmentadroghils -75%.
Lymphocytes-8%yonocytes.-6%, ESR — 5@vm/h.

8. A 19-year-old patient (H) has complaints of acimethe field of her
right lung, related with breathing. Objectivelyght part of her thorax
lags behind the right one while breathing. Voickration is weakened.
There is some sound dullness, taking place indkegart of her right
lung, where breathing is sharply weakened underudtagion.

1) What sort of illness is it? Make a plan of tlai@nt survey in order to
specify the diagnosis and prescribe a complexrtreat.

9. A 4-year-old child has got enlarged neck lympharsas with fistula
in one of them. Roentgenogram shows a black-oueplat the level of
the right side IV rib, related to the lung rootangiement.

1) Set up preliminary diagnosis.

2) Make up a plan of the patient clinic-laboratotyservation intended
at the diagnosis correction.

10. In order to reveal MBT a patient has been gotteaugh procedure
of sowing into dense nutrient medium by Lovenshiémsen.

1) What are minimal/maximal seasons for the MTBammence growing?
2) Since what time can laboratory bring its resigheuld there is no growing?

4. Materials for self - control
TUBERCULINODIAGNOSTICS

1. What testis used under massive surveys of
children/youngsters in Ukraine to reveal TB positie ones?

A. Koch test.

B. Mantoux reaction with 2 IU of PPD-L.

C. Mantoux reaction with 100 IU of PPD-L .

D. Eosinophyl — tuberculin test.

E. Graduated skin test.

E. since 1 hour.

2. Which contingent remains out of phthisiology contrd, in
regard with results of screening tuberculin diagnoscs?

A. Children and youngsters, who were infected a kg
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B. Youngsters with tuberculin test “conversion”.
C. Persons, who have been infected long ago, hdwipgrergic
sensibility towards Mantoux reaction with 2 &) PPD-L.
D. Persons with enlarging of [previously] doubtfulpositive reaction
towards tuberculin with 6 mm or more.
E. Children and youngsters, which were infected o, regardless of a
papule diameter by Mantoux reaction with 2 TU PRBHould there is
information about their getting in touch with a Bected patient.
3. A 5—year-old child was infected by BCG vaccineaatmaternity
home. Since being vaccinated has index of 5 mm.efcutin
sensibility dynamics is as follows: 1-year—old filtrate of 8 mm in
diameter; 2 years — 5 mm, 3 years — 3 mm, 4 yedrgperemia, 5
years — 10 mm.
What conclusion has to be made according to thesath?
A. The child is quite healthy, no TB case.
B. The child has got after-vaccination allergy.
C. There is a “conversion” of a TB reaction.
D. The child is ailing with TB.
E. The child is TB-infected with allergic respongeviantoux
reaction.
4. A 11-year-old child, being vaccinated by BCG-Mhat age of 7, has a scar
of 6 mm. As a result of tuberculin test one coakkal hyperemia without a
papule. Previous reaction (response) was positive.
What conclusion about the child shall be right?
A. A TB positive patient, which is in need of phtalsgist’
consulting.
B. This is posvaccinal allergy.
C. This is a tuberculin reaction “conversion”. Pktblogist
consultation is necessary.
D. This is a healthy non-infected child.
E. This long ago TB infected patient needs no sptifonsultation.
5. What is objective to make hypodermic test by Keh?
A. To investigate a specific process activity.
B. To find out people who are risky to get TB infett
C. To study percentage of TB infected ones, beingdat
population], as an epidemiology index.
D. To determine TB infected ones as early asipte.
E. To study a limit of sensibility against tubeiioul
6. What is the waiting period /term since various tsoof
vaccinations, which “allows” to get Mantoux test with 2 TU of
PPD-L.
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A. Since a year

B. Since 6 months.

C. Since 2 weeks.

D. Since 3 days.

E. Since 1 month.

7. What is the right place to inject tuberculin for gdting a
Mantoux probe with 2 TU PPD-L?

A. Inner surface of a forearm middle third part.

B. Border between upper and low thirds of the omteldle of a
forearm.

C. Over a blade.

D. Under a blade.

E. Upper third of the inner part of a forearm.

8. A child is vaccinated by BCG in a maternity horHés father suffers
with TB in its active form. How often should a Dowke survey of the
child by Mantoux reaction?

9. A 5-year-old child was intradermally vaccinated BLG-1 at a
maternity home. Tuberculin test was carried outlye&ize of Mantoux
test papule is of 14 mm in diameter. Last yearas\8 mm. Vaccinating
sign is 3 mm. No complaints. There is no patholdggdiology method
shows no pathology in lungs.

How should one interpret this TB - test dynamics?

10.A 5-year-old child was intradermally vaccinated BZG-1 in a
maternity home. Tuberculin test was carried outlye&ize of Mantoux
test papule is of 14 mm in diameter. Last yearas\8 mm. Vaccinating
sign is 3 mm. No complaints. There is no patholdggdiology method
shows no pathology in lungs.

What is the reason for the Mantoux reaction to beame positive?

The pattern of answers:1B. 2A. 3C. 4B. 5A. 6E. 7A. 8. Once a
year. 9. A tuberculin test “conversion”. 10. Gattinfected.

X-RAY METHODS OF TB DIAGNOSIS

1. What radiology method is made use of for population
screening survey in order to reveal cases of bredtly organs
TB?

A. Plain X-ray picture.

B. Computer tomography
C. Fluorography
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D. Roentgenophotography
E. Bronchography
2. What diagnosis method will be the most appropriatene to
keep in check dynamics of the pulmonary TB patiens
treatment efficiency?
A. Roentgenography
B. Roentgenkymography
C. Fluorography
D. Roentgenophotography
E. Bronchography
3. What method will be the most effective one to locile a
shadow, placed somewhere in the lung tissue? Whatthe
shadow’s disposition if to compare it with adjacentissues
such as ribs, spine, etc?
A. Plain X-ray picture
B. Computer tomography
C. Fluorography
D. Roentgenophotography
E. Bronchography
4. What method is used to reveal destruction in aihg tissue?
A. Plain Z-ray picture
B. Tomography
C. Side roentgenography
D. Roentgenophotography
E. Bronchography
5. What sort of radiology method should be made usef to
commence an additional survey, if - under preventie
fluorography observation — there were focal shadowis the 1
and 2" lung segments?
A. Plain Z-ray picture
B. Computer tomography
C. Side roentgenography
D. Roentgenophotography
E. Bronchography
6. What is normal shape for a lung root?
A. Obtuse angle, opened towards a lung field
B. Triangle top of which is turned towards a midsthedow.
C. A circumference segment
D. A Rectangle
E. A complex polycyclic figure.
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7. A 40-year-old patient, under radiological survégave shown a
spherical darkening sized 5 cm in diameter plagedhe left lung VI
segment.
What radiological syndrome is revealed in this case
8. A 35-year-old patient, having got through flu-seyyrevealed many
focal shadows of different intensity, placed alafigung fields.

What radiological syndrome would be correct to regter in

this case?

9.A 35-year-old patient, having got through flu-seyy revealed a
spherical cavity sized up to 5 cm in diameter wlitim walls, placed in
the £ and 2° left lung segments.

What radiological syndrome would be correct to regter in

this case?
10. A 50-year-old patient worked as a miner for 25rge&or the last
3 years he registers progressive dyspnea while ingalkHard
breathing is been heard. Heart tones are dull.reTise?” tone accent
(increase?) heard over a lung artery. Blood analygze&ormal. X-ray
diagram shows small multiple intensive focal shaslowlaced in
lungs middle and low parts, both having deformewyldrawing.

What radiological syndrome is revealed in this case

The patterns of answers:1.C. 2A. 3B. 4B. 5A. 6C. 7.A
spherical shadow, 8. Dissemination, 9.Ring-shaped hadaw
syndrome, 10. Syndrome of dissemination.

LABORATORY METHODS OF TB DIAGNOSTICS, methods of
revealing of MBT. Atypical MBT and their clinic val ues.

1. What method of MBT revealing is the most econoro?
A. Direct microscopy
B. Cultural investigation
C. Biology testing
D. Polymerase chain reaction (PCR).
E. IFA.
2. What method of MBT revealing is the most sensite and specific?
A. Direct microscopy
B. Cultural investigation
C. Biology testing
D. Polymerase chain reaction (PCR).
E. IFA.
3. What coloring is necessary to reveal MBT?
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A. By Gram.
B. By Zheel-Nilsen.
C. By Romanovskiy-Gimza.
D. Fucsine
E. Methylene blue
4. What changes of leukocyte number, while uncomgated TB
case, are the most typical?
A. Leucocytosis with much band displacement,
leukemic test.
B. Changes aren't typical.
C. Moderate Leucocytosis with low band displacement.
D. Leucopoenia
E.There might be as leucopoenia as leukocytosis.
5. What changes of ESR, when uncomplicated TB, athe most
typical?
A. Increase over 60 mm an hour.
B.There are no changes.
C. Decrease.
D. Increase up to 30 mm an hour.
E. Increase among women.
6. What are the most representative changes in pulomary TB
cases, when those run with expressed intoxicatioigas?
A. Moderate proteinuria, Moderate leukocyturia, ltgtass
hematuria.
B. Moderate leucocyturia, single erytrocytes.
C. Considerable proteinuria without change in amadim¢ykocytes.
D. Pyuria, cylindruria, microhematuria.
E. Total gross hematuria with pain syndrome.
7. A 28-year-old patient has complaints of high terapere (up to 3%),
weakness, hemorrhage, loss of weight. X-rajupgcshows the right lung
VI segment’ black-out and its (segment) diminishingize. There also
is the right lung root increase on account of eyddr intrathoracic
lymphatic nodes.
What additional investigation should be made to spsfy the
diagnosis?

Patterns of answers:1.A. 2.D. 3B. 4C. 5.D.6B.

7. Excretion analyzes on MBT by bacterioscopic tzweriological methods,
excretion analyzes on cancer cells, overall bio@tétion analyzes, survey and
side roentgenogram, the right root tomogram, haseopy.
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FUNCTIONAL RESPIRATORY TESTS in pulmonary TB cases

1. What data can'’t be received under functional regiratory tests for
a TB patient?
A. Value of work disability
B. Possibility of surgical intervention
C. Presence of an bronchial obstruction
D. Treatment efficiency
E. Presence of a destructive lung process
2. What bronchial obstruction criterion is used presently?
A. Decrease of forced expiratory volume
B. Increase of vital capacity.
C. Decrease of coefficient of breathing reserve.
D. Rise of one minute volume of ventilation.
E. Decrease of maximal lung ventilation.

3. What a lung restriction criterion is used presetly?
A. Decrease of forced expiratory volume
B. Increase of vital capacity.
C. Decrease of coefficient of breathing reserve.
D. Rise of one minute volume of ventilation.
E. Decrease of maximal lung ventilation.
4. What index is investigated under pneumotachomeyr?
A. maximal expiratory flow.
B. forced expiratory volume per 1s
C. vital capacity.
D. one minute volume of ventilation.
E. maximal lung ventilation.
5. What can one witness by detecting of vital capig?
A. Infringement of small bronchus pass ability.
B. Having got obstructive type of ventilation insaiéncy.
C. Having got restrictive type of ventilation insieféncy.
D. Infringement of gas diffusion.
E. Having got ventilation insufficiency of mixed typ
6. Under what iliness should breathing parameterssjuch as velocity
of breath] become the main criteria of that illnesscomplexity?
A. Pneumonia
B. Pulmonary TB.
C. Fibrous alveolitis.
D. Exudative pleuritis.
E. Chronic obstructive bronchitis.
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7. What clinical sigh does help to reveal externddreath function
infringement?

A. Coughing.

B. Dyspnea.

C. Wet rales in a field of lungs.

D. Sound under the percussion.

E. Voice vibration reducing.
8. A 50-year-old patient was originally revealedlirditive TB of the
right lung upper part and the left lung VI segmiesing in the phase of
decayMBT+, BH of the 2° degree by obstructive type with damages of
possibility of breathing ways middle and uppertgandexes of
functional of external breathing, afore making adiipnal test with
broncholitic drug, are as follows: forced expirgtoplume per 1s -59%,
maximal expiratory flows-30%, maximal expiratory floyy-59%,
maximal expiratory flows-86%. Analogical ones, received 40 minutes
after making a functional test with broncholiticeas follows: forced
expiratory volume per 1s -91%, maximal expiratdoys-45%,
maximal expiratory flowy-72%, maximal expiratory floy-108%.
How can one evaluate broncholitic influence at statof bronchi
possibility by means of spirotest?

The pattern of answers:1.E. 2A. 3B. 4A. 5C. 6E. 7C.
8. Functional test with making use of broncholiticig is positive.
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Topic # 3: Prophylaxis against tuberculosis. Sociaprophylaxis.
Sanitary prophylaxis. BCG vaccination and revaccingon.
Chemoprophylaxis.

1. Currency of the topic

Prophylaxis of tuberculosis is one of the maimeasures of
antituberculosis ones at every stage of the steuggth tuberculosis.
Prophylactic measures can be divided in three group

1. The measures which are spent among the whole papula
(BCG vaccination and revaccination, sanitary messior the
defense of the most treatable contingents agaifsttion and
super infection).

2. The measures carried out in groups of populatigth Wigh
risk to develop tuberculosis (a registration andpdnsary
follow up, sanitation, chemoprophylaxis).

3. The measures undertaken in the nidus of infecosagitation,
disinfection, isolation of the patient, supervisioh the TB-
contacts, chemoprophylaxis).

It mast be emphasized that a performance @ftpiactic measures
including sanitary and specific prophylaxis demaadksirly worked out
organize forms. In case of ignoring of this poimeyentive measures
can be ineffective.

All prophylactic measures must be carried with taking into
consideration of the reservoir of TB-infection gmassible ways of its
transmission. The main reservoir of TB-infectiorofsatients suffering
from tuberculosis (TB). In some regions diseasetfleca&an be the
source of infection, other animals are of less emid danger.

Concrete prophylactic measures of these thiisgctions must be
entered in annual plan of antituberculosis work.

It is necessary because pr5ophylactic measuwesprovided not only
by medical serves workers but also by administrafidhe realization of
above mentioned measures on the prevention of dulosis will allow
decreasing significantly the morbidity of tuberaitand to strength the
struggle against this infection.
2. General goal to create the conditions for students supplyihg t
obtaining of the knowledge and skills allowing taster of the main
principles of antituberculous measures for the @nden of
tuberculosis.
3. Concrete aimes:

1. To analyze different kinds of antituberaiggrophylaxis.
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2. To define the indications and contraintiess for BCG

vaccination and revaccination.

3. To diagnose the complications of BCG vaation and

revaccination.

4. To define the epidemic dangerous of TBdtibn nidus.
5. To use the complex of prophylactic measurel B infection

nidus.

6. To learn to carry out secondary prophgdghemoprophylaxis)

of tuberculosis.

4. Initial level of knowledge and skills.

To reach the concrete aims of the topic a studave o muster of
knowledge and skills as followings:

NoubkwhpE

To know about measures preventing tuberculosis.

To know about BCG vaccine, the history of its cueat
To know the composition of BCG vaccine.

To explain the development of BCG immunity.

To know about other kinds of prophylaxis of TB.

To know the terms of BCG vaccination and revacadmat
To define TB infection nidus.

5. Tasks for independent student’s work during doig the

preparation for the class.

5.1. The list of main terms, parameters, charattesi which a student
have to master during the preparation his home task

1. BCG vaccine

Bacilli of Chalmette — Guerin.

2. Social prophylaxis

Prophylactic measures makfog the
increasing the level of life of a
population.

3.Primary prophylaxis

Primary prophylaxis preveritse TB
infection of human body.

4. Secondary prophylaxis

Secondary prophylaxis gt the
reactivation of TB changes in the body.

5. Chemoprophylaxis

Chemoprophylaxis prevents
development of TB infection or it
relapse.
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5.2.Theoretical questions for the class

1. The definition of term Phthisiology. Phthisiology. Teaching

“Prophylaxis of tuberculosis” Textbook for manual/l.T.Pyatnochka,
students/ p.224-238
V.l.Petrenko,
p.263-271

2. Specific prophylaxis. p.266-270 p.229-235

Indications and contraindications
for BCG vaccination.
Complications of vaccination:
cold abscess, ulcer, lymphadenit|
keloid scar, disseminated BCG
infection. Differential diagnostics
of infectious and post BCG
vaccination tuberculin allergy.

(2

3. Chemoprophylaxis. Primary | p.270-271 p.235-238
and secondary chemoprophylaxis.
Chemoprophylaxis in TB
infection nidus. Sanitary
prophylaxis.

4. TB infection nidus. p.263-266 p.224-229
Classification of the nidus. The
measures performing in the TB
infection nidus (complex of
measures to sanitation of the TB
nidus: current and conclusive
disinfection. Chemical and
physical methods of disinfection.

5.3. Practical tasks which are doing within a class

1. To work out the plan of TB- infection nidus obsaion taking in
account its category.

2. To define the necessity of the patient’'s ho$ipétion taking in
account epidemic dangerous of TB nidus.

3. To made chemoprophylaxis to the members of tuib@us patient’s
family.

4.To made sanitation of TB infection nidus.

6. Contens of the topic.
The prevention of tuberculosis includes socgdnitary, specific

(BCG vaccination and revaccination) and chemo pyltatic measures.
Social prophylaxis direct on the sanitation of amiemnment, increasing
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of the level of life of a population, enhancingitsfhealth, performing of
the measures against the alcoholism, drug-abusit@cco-smoking,
HIV-infection.

Specific prophylaxis includes BCG-vaccinatiand revaccination
and is obligate in Ukraine and many other countriess performed
according the calendar of prophylactic vaccinatid&G vaccine was
suggested in 1919 by french microbiologist A.Catmeind pediatric
S.Guerin/ BCG strain survives | the body, vegetatasstimulating the
development of antituberculosis immunity. Duringotweeks after
vaccination BCG begin to transform into L-shapedrfof organisms.
In this form BCG can survive in the body during Aidamore years,
supporting antituberculosis immunity. Nowadays B@&ccination is
performed in 118 countries of the world and in &diitries vaccination
is obligate in accordance with lows. BCG vaccimatio 4-9 times
decreases TB morbidity of newborns and their mibytataused by
tuberculosis; in 1,5-2 times vaccination increas8sinfection among
vaccinated children. BCG vaccination blocs hematogs
dissemination of MBT and also significantly diminés the quantity of
MBT in lungs, shortening the terms of TB infectipresence in the
body, stopping the generalizing of the infectiord &% a result of this
improve the running of primary TB infection in vétated persons.
Antituberculosis vaccination significantly decremise development of
such severe forms of TB as tuberculous meningitiktary tuberculosis
and caseous pneumonia.

Chemoprophylaxis implies the prescribing of i afkB-drugs to
healthy persons aiming to prevent tuberculosis. n@imrophylaxis is
given to persons who are in close contact with topmse” of
tuberculosis, to children with ‘conversion” of tubelin test or with
increasing the intensity of tuberculin reaction with hyperergic
tuberculin reaction and to HIV-infected persons.

One of the important types of antituberculgsigphylaxis is sanitary
prophylaxis, including sanitary and veterinary swjston, sanitary
information of population about TB, reducing thesewvoir of TB
infection by the sanitation of TB infection nidus.

TB infection nidus is TB patient’'s home andg# of job. There are
three categories of TB infection nidus:
lcategory which is of most epidemically danger@ua residence of TB
patient with copies bacilli excretion or a resideraf TB patient with
scanty bacilli excretion where the children live;
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2category which is of less epidemically dangerasua residence of TB
patient with scanty bacilli excretion and the aslliite only. Besides the
factors worsening epidemic situation are absent;

3category which is only potential epidemically daraus is a nidus
where are TB patients with “formalistic” bacilli esetion, adult contacts
living only and the factors worsening epidemic &iton are absent.

The factors worsening the epidemic situatien a

- poor crowding housing;

- low level of sanitary-hygiene culture of patientlanembers of

his family;

- alcoholism or drug-abusing of patient and membéhio

family.
“Formalistic” bacilli excretion — MBT are absentwan the sputum, but
less than 12 months (during this period TB patisntnder supervision
as “open case” by the epidemiologist and phthigjisk) passed after last
bacilli excretion.

Sanitary information and medical education tbé population,
including TB patients and members of their famitg &ery important.
Population must know about possible ways of TB dnaission, main
rules of personal and social hygiene. The patidoulsl refuse from
harm habits (smoking, drinking alcohol). Besides p&ient must be
encouraged and supported to be sure in positivat i@fsthe treatment.

7. Materials for self-control

1. To enumerate the types of antituberculosis propiligida

Answer: social, specific (primary), chemoprophytafgecondary),

sanitary.

2. The patient with the consequence of TB (fibrosid an
calcification in the lungs) falls ill with non-spéic pneumonia.

Which kind of antituberculosis prophylaxissomust to carry
out? primary; 2) secondary.
Answer: 2)

8. Tasks for student’s self-control of the initiaknowledge level
1. What is understood under primary chemoprophylaxé against
tuberculosis?

A. The prescription of antituberculous drugs to TBninfected
children and adolescents.
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B. The prescriptionof antituberculous drugs to a person with
“conversion” of tuberculin test.

C. The prescriptionof antituberculous drugs to a person made
recovery after tuberculosis.

D. The prescriptionof antituberculous drugs to previously TB-
infected person at the presence of some factoigbieh risk to
develop tuberculosis.

E. In all these cases primary chemoprophylaxis isqpitesd.

2. What is understood under secondary prophylaxiagainst

tuberculosis?

A. The prescriptiorof antituberculous drugs to TB-uninfected
contacts with TB-patient.

B. The prescriptionof antituberculous drugs to TB-uninfected
children if they were not BCG-vaccinated.

C. The prescriptionof antituberculous drugs to TB-infected
persons or to persons who made a full recoveryr afte
tuberculosis at a presence of factors of highds tasdevelop
tuberculosis.

D. The prescriptiorof antituberculous drugs to all children who
were born from mother suffering from tuberculosis.

E. The prescriptionof antituberculous drugs to persons with BCG-
induced tuberculin allergy defined by Mantoux teih 2 TU (IU)

PPD-L.
3. Which dose of BCG vaccine is correct?
A. 0,025 mg
B. 0,5mg
C. 0,25mg
D. 0,05 mg
E. 0,005mg

4. Which of these contraindications to BCG vaccirt#on is a
constant one?

A. Low bodyweight of newborn (less than 2 kg)

B. Purulent and septic diseases.

C. Any acute disease.

D. Postnatal trauma with neurological disorders.

E. Generalized BCG-infection in other children of theily.
5. Which contraindication to BCG vaccination $ a temporary

one?
A. TB infection or TB in the past.
B. Positive or doubtful reaction towards Mantoux tegh 2 TU
of PPD-L
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Complication of previous BCG vaccination.

Malignant blood diseases or a cancer.

Temporary contraindications are absent among above
mentioned ones.

9. Tasks for the control of current knowledge levieon the topic.

1.The healthy infant with body weight of 3 kg is boHis state was
estimated as 8 balls according to Apgar’s scale father suffering
from “open case” of TB is a t home.

What is the pediatrics’ management of this c&®

A.
B.
C.
D

E.

To vaccinate the child with BCG-1 and discharge Hiiom
maternity home.

To vaccinate the child with BCG-1, discharge hinonfr
maternity home and carry out a course of chemopagts.

To vaccinate the child with BCG-1 and delay theckige of
the child in maternity home for 1 month.

To vaccinate the child with BCG-M and discharge Hmam
maternity home.

To vaccinate the child with BCG-1, discharge hinonfr
maternity home and to send father to anti-TB haspit

2. The adolescent at the age of 14 years old residthshis parents

and
TB.

his grandfather. The grandfather suffers frartiopen case” of
The adolescent is in a persistent contact withgrandfather.

The adolescent undergoes BCG-vaccination.
Which BCG vaccine dose of ones below mentioned htasbe

done?

oCoOow»

E.
3.T

0,5 mg.

0,05 mg.

0,25 mg.

0,025 mg.

0,001 mg.

here are five children in different three famili@dhey were

tested with Mantoux test with 2 TU of PPD-L. Theuks obtained

are

as following: first child — papule with the diater of 10 mm,

second one — 4 mm with the vesicle in the centieg bne — 3 mm,
forth one — hyperemia only, fifth one — injectedction only.
Which child can be BCG-revaccinated?

A.
B.

The child with the reaction - papule of 10 mm.
The child with the reaction - papule of 4 mm witle tvesicle in
the centre.
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C. The child with the reaction - papule of 3 mm.
D. The child with the presence of hyperemia only.
E. The child with injected reaction only.

10. Tasks for the control of the final knowledgéevel on the topic.

1. There are 5 members of the family. The father ssiff'om
pulmonary infiltrative tuberculosis of upper righting, phase of
cavitation, MBT +. The mother is under dispensatiofv up because of
sequence of pulmonary tuberculosis which she sdfélom in the past.
The adolescent at the age of 15 years old hasthat of Mantoux test
with 2 TU as infiltrate with the dimeter20 mm, tbleild at the age of 10
years old has the result of Mantoux test as 15 mdthe child at the
age of 6 years has negative result of Mantoux test.
Who from this family submits primary chemoprophylaxis?

A. Mother.

B. Adolescent of 15 years old.

C. Child of 10 years old.

D. Child of 6 years old.

E. Nobody.
2. A female of 35 years old had subacute dissemingtivenonary
tuberculosis, MBT+. As a result of treatment seleodid lesions are
remained lobe. She submits chemoprophylaxis irea gter recovery.

Which of below mentioned drugs must be used?

A. Streptomycin + ethambutol.

B. Ethambutol + pyrazinamide

C. Isoniazid + ethambutol

D. Rifampicin + ethambutol.

E. Isoniazid + PAS.
3. In a family a father was determined as a new oapalmonary
infiltrative

tuberculosis of upper right lung in the phaseafitation, MBT+.
In child of 5 years old positive Mantoux test wiiiU was detected
— infiltrate with the diameter of 15 mm. Last y&dantoux test was

5mm.
Which kind of chemoprophylaxis must be perforned?
A. Primary.

B. Secondary.

C. Repeated.

D. Careful.

E. Intensive.
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11. Tasks for the conclusive module control on topi

1. Who is considered as bacilli excretory TB pati# (“open case of
TB")?

A. Bacilli excretory TB patient is a patient in whagmitum MBT
were found thrice bacteriologically and there digical and x-
ray signs of active TB are present.

B. Bacilli excretory TB patient is a patient in whaggutum MBT
were found by any method onaged the clinical and x-ray signs
of active TB are present.

C. Baucilli excretory TB patient is a patient in whagautum MBT
were found by any method and the clinical and xsigps of
active TB are absent.

D. Bacilli excretory TB patient is a patient in whagmutum MBT
were found obligatory twice and the clinical anday-signs of
active TB are present.

E. Bacilli excretory TB patient is a patient in whagmutum MBT
were found bacterioscopically even once and theceli and x-
ray signs of active TB are present.

2. How many groups of TB-infection nidus do you kna?
Five.

Two.

Three.

Four.

TB-nidus is not divided in groups.

moow2>

Pattern of answers: 8: 1.A; 2.C; 3.D; 4.E; 5.B9: 1.E; 2.B; 3.E.
10: 1.D; 2.C; 3.B. 11: 1.B; 2.C.

Recommended reference:

Main literature:

1. Petrenko V.l. Phthisiology. A textbook for studehts I.
Petrenko — Kyiv.: Medicine, 2008. — 287 p.

2. Pyatnochka I.T. Phthisiology. A teaching manudUkrainian
and English / I.T. Pyatnochka — Ternopol.: Ukrmedia
2002. — 257 p.

Additional literature:
1. Crofton J. Clinical Tuberculosis / J.Crofton, brne, F. Miller —
London.: Macmillan press LTD, 1995. - 210 p.
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2. Palomino Tuberculosis 2007. From Basic Scieodesdtient Care.
Medical textbook/ Palomino, Leao, Ritacco, 200700 p.

Topic # 4: Main principles of TB patient treatment
Antituberculosis drugs. Standardized chemotherapy @gimens of TB
patient treatment.

1. Currency of the topic

Positive treatment response of TB patient ddpen two factors: an
inhibition of mycobacterium colonization by antigroulosis drugs
(anti-TB drugs) and regression of TB changes ieadfd organs with
reparation of their structure and function.

As tuberculosis is an infectious disease theinnmethod of its
treatment is anti-mycobacterium drugs. Treatmenspoase is
conditioned by direct bactericidal or bacteriostatiction of anti-TB
drugs on Mycobacterium tuberculosis resulting is #limination.
Regression of TB changes in affected organs andragpn of them
occur due to anti-TB drugs. Adjacent therapy is alsvalue.

That is why a student has to master of thennméthods of TB
treatment knowledge and the skills to use it in iceddractice.

2. General goal: to master of the knowledge and the skills of trerm
methods to treat TB patient and to use it in médicactice.

3. The concrete aims:

- To master of the main principle of TB patient treant;

- To study the questions connected with the perdmge of specific
treatment;

- To define standardized chemotherapy regimens ratpg on
treatment category;

- To master of the combinations of anti-TB drugs;

- To understand the duration of chemotherapy coamsemultiplicity of
administration of anti-TB drugs for every of angtherapy regimens.

- To diagnose side-effects of anti-TB drugs;

- To master of the methods of prevention of posséiverse reactions,
induced by anti-TB drugs and complications which ba appear during
the treatment; to be able to delete side effecentifTB rugs in case of
their appearance;

- To define the criterions of TB patient recovery;
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- To study epidemiological, clinical, radiologicahd other criterions

evident for regression and re

covery of TB;

- To have a clear understanding about residualgggwhich are almost
always accompany the recovery of tuberculosis #edt tsignificance
for possible reactivation (exacerbation or relapiSEB in the future).

4. Basic knowledge and sk
(interdisciplinary integration)

ills are necessary for tap studying

The title of preliminary discipline

The skills whiavere obtained

1.Pharmacology department

To classify anti-TB dragses, ways an
multiplicity of the antiTB drugs intaking.
To be able to prescribe a recipe of anti-
drugs.

To know physical and chemical properti

of anti-TB drugs, pharmacology dynamic,

doses and ways of the drugs intaking.

To know possible side effects of drugs gand

the methods of their deletion.

2. The department of introductia
of internal diseases.

nTo apply the methods of physic
examination of TB patient, laboratory a
functional investigations and to define t

al
d
he

volume of TB patient examination in the
presence of side effects of the drugs. Tag be
able to distinguish pathological changes

from normal results of the investigations.

5. The tasks for student's independent work during the

preparation for the class.

5.1. The list of the main terms, parameters andacieristics which

a student has to master d

uring the preparatiothéoclass.

The term

The definition

DOTS - strategy (directly
observed treatment short-course

The program of TB patient treatme)
carrying out under the direct control aft
the standardized chemotherapy regim
depending on treatment and dispens
follow up category.

nt
er
eNS
ary

DOTS + program

This is standardized 5-compong
chemotherapy regimen for patien
suffering from multi-drug-resistan
tuberculosis (MDR) (TB with multiple

ents
ts
t

drug resistance towards two drugs of {

he
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first line: isoniazid and rifampicin): 1
drugs of first line — Ethambutol
Pyrazinamide and 3 drugs of second lin
fluoroquinolons +Ethionamide

Kanamycin must be administrated befq
the obtaining of the results of dru
sensitivity with using of individual schem
of treatment subsequently.

+——FP
|

=

e

(L)

Complex treatment

This is combination of specifitidlogic)
and non-specific treatment and also us|
of surgical methods of treatment.

Combinative treatment

This is an administratiomofless than 4
anti-TB drugs in the initial phase for eve
patient.

Control of treatment

This is a taking of drug apresence of
medical workers, close relatives
voluntaries with a purpose to supply taki
drugs regularly.

Two phases of treatment

First intensive phaserisctiid to inhibit

the multiplication of Mycobacteriun

tuberculosis, its significant reducing a
part sterilization of a zone of specif
inflammation. In second, continuatiy
phase daily or intermittent chemotheraj
is provided for clinical recovery of patie
(persistent stopping of bacilli excretio
resolving of infiltrates and healing ¢
caverns) or for treatment before surgi
intervention.

Anti-TB drugs

Antituberculosis drugs

Treatment category

This is a group of patientsnaefion 4
determinants: type of TB (defined on t
ground of the disease history), site of T
severity of the disease and presence of
bacilli in examined material (sputum).

New case of tuberculosis (NCTB|

A patient with newl diagnosed
tuberculosis, who never was treated W
anti-TB drugs or was treated less than
month.

Relapse of TB (RTB)

A case of repeated diagnosisacive
tuberculosis in patient who in the p3
successfully completed a full course
chemotherapy and was considered as m
a full recovery.

Chronic TB (CTB)

A patient with positive result iwlicroscopic or|

nd
c

e

py
nt
n
f
cal

ne

B
ith

st
of
ade

cultural examination of the sputum after {
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course of supervised treatment approxima
after 2 years of unsuccessful treatment.

tely

The drugs of first line (essentialThe drugs  (isoniazid, rifampicin

drugs)

pyrazinamide, streptomycin, ethambut
thioacetazone) which are administered
NCTB or RTB who excretes drug baci
(patient of 1- 3 categories).

The drugs of second line (reserv
drugs)

edhe drugs (kanamycin, amicaci
capreomycin, ofloxacin/ciprofloxacin
ethionamide/prothionamide, PAS
cycloserin) which are used in individu
schemes of chemotherapy in patients
category 4 with the resistance towards
drugs of first line and also in patients
other categories with the resistance
MBT towards the drugs of first line or wit|
adverse reactions induced by drugs.

Intermittent regimen

The taking of daily dose ofidB drugs
2-3 times a week.

Extensive forms of TB

Tuberculosis involved two anuore

segments of lungs or 2 and more organs.

Intensive phase

The stage of TB patient treatmizatted
on the inhibition of MBT multiplication

removing acute manifestation of the

disease and part sterilization of speci
inflammation zone.

fic

Continuation phase

The stage of TB patient (daily
intermittent chemotherapy) carrying out
reach clinical recovery of the patie
(persistent stopping of bacilli excretio
resolving infiltrates and healing of caver
or to prepare the patient for surgig
intervention).

0
to
nt

n,
h)

al

Undeleted adverse reactions

Adverse reactions wtiehd not be tg
delete after reducing of the drug doss
and administration of adjacent therapy.

ge

Deleted adverse reactions

Adverse reactions whhchacterized by
insignificant symptoms and orga

S

function disturbances and could be deleted
by reducing of the drug dosage and

administration of adjacent therapy.

Criterions of TB patient recovery

The batch of signf good treatmen
response (completed and adequate

ain

course of chemotherapy; persistent
stopping of bacilli excretion, confirmed hy

microscopy and culture examination of the
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sputum; healing of caverns in lungs ahd
resolving (or induration) of infiltration and
lesions; deleting of clinical and laboratory
signs of TB inflammation; restoration of
functional abilities and capability of work

The treatment is completed The patient with posigputum smear at

the start of treatment completed full coutse
of treatment and no more than ohe
negative result of sputum smear off 5
month and later is recorded.
The patient suffering from pulmonary or
extrapulmonary tuberculosis with negative
sputum smears after full course of the
treatment.

Treatment failure New case of TB with smear spustith

positive during 5 months or more after
starting chemotherapy or the patignt
interrupted the treatment from 2 up to| 5
months after starting chemotherapy wijth
positive sputum smear.

Interrupted treatment The patient interrupted teatment for 2

or more months.

Recovery The patient completed full course of the

treatment with recorded negative sputum
smear in two or more sequent specimens
after 5 months of the treatment and at the
end of the treatment.

5.2. Theoretical questions for the class:

Nouga,whpE

©

10.

11.

Enumerate the main principles of TB patient treatime
Characterize the main methods of anti-TB drugsigki

To indicate single and daily dosage of main anB-drugs.
What is the main method of TB patient treatment?

Why combinative anti-TB chemotherapy is used?

What does individual treatment mean?

What factors are conditioned the necessity of prgéal and
non-interrupted anti- TB treatment?

What phases of TB patient treatment are definedatVene
their aims?

What is the classification of anti-TB drugs?

Name the main clinical indications for using of dumative
anti-TB drugs.

Enumerate the indications for administration  of
fluoroquinolons.
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12.
13.

14.

15.
16.

17.
18.
19.
20.
21.
22.
23.
24,

25.

26.

27.

28.

29.

30.
31.

32.
33.
34.
35.

36.
37.
38.
39.
40.
41.

Name the criterions of TB patient recovery.

Enumerate the types of adverse reactions inducedhby
chemotherapy with anti-TB drugs.

Explain the difference between the adverse readiuh side
effect of the drug.

Which adverse reactions are classified as serines?®

What is the classification of side effects of dragpearing as a
result of prolonged anti-TB chemotherapy?

What is the mechanism of adverse reactions apggarin
Describe clinical signs of toxic reactions.

What is the management in case of allergic reasfion

What is the cause of disbacteriosis?

Clear the meaning of Yarish-Gerxgaimer reaction?

What are the kinds of drug-resistance of MBT?

What is the mechanism drug resistance?

What factors most frequently are the causes of desigtance
development?

Formulate a doctor’s and patient’s roles in theelilgyment of
drug resistance?

What are the principles of modern anti-TB chemapgr
supplying the prevention of drug resistance?

Give the characteristic of bacilli excretion depegdn the quantity
of growing colonies of MBT during drug resistarest?

Why single used of daily dosage of anti-TB drugsassidered
as the main one in Phthisiology?

What is the peculiarity of intermittent way of amB drugs
administration?

What ways of taking drugs are used in Phthisiofogy

What is the advantage of intravenous method ofhtakinti-TB
chemotherapy?

Which drugs are taken intravenously?

What are the indications for intravenous chemotihg?a
Enumerate the contraindications anti-TB chemothgtap
What data is taken in account during the distrinutof TB
patients among treatment categories?

Which cases of TB are concerns to Category 17?

What tuberculosis disease is considered as exensie?
Which cases of TB are concerns to Category 27?

Which cases of TB are concerns to Category 37

Which cases of TB are concerns to Category 47

What are standardized schemes of TB treatmentuhsad

41



42. What is the peculiarity of TB patient treatmentQategory 4?
43. Which standardized treatment regimen is used intivduig-
resistant (MDR) TB patients?

Practical work (tasks) which are doing within the ¢ass:

1. Which drug of mentioned below ones has anti-TB aain?
A. Nitroxoline.
B. Ciprofloxacin.
C. Co-trimoxazole
D. Amoxicillin.
E. Doxycyclin.
2. Which drug of mentioned below ones acts only on
extracellular MBT?
A. Isoniazid.
B. Ethambutol.
C. Pyrazinamide.
D. Streptomycin.
E. Rifampicin.
3. Which drug of mentioned below ones can induce a
neuropathy?
A. Isoniazid.
B. Ethambutol.
C. Pyrazinamide.
D. Streptomycin.
E. Rifampicin.
4. Which disease is a contraindication for isoniadi
administration?
A. Chronic obstructive bronchitis.
B. Rheumatic fever.
C. Epilepsy.
D. Chronic pancreatitis.
E. Ulcer disease.
5. The patient P., 33 years old, is in the inpatéagartment of anti-
TB dispensary. Diagnosis “Tuberculous meningitisisweonfirmed
by MBT found in cerebrospinal fluid. The adminigeértreatment:
isoniazid (intravenously) + PAS (intravenously) ifampicin (per
0s) + streptomycin (intramuscular) + pyrazinamiger(os).
Which drug is of rational taking during lumbar punc ture?
A. Rifampicin.
B. PAS.
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C. Streptomycin.
D. Amicacin.
E. Chlorine calcium complex of streptomycin.
6. The patient, 46 years old suffers from newly dizggd fibrouse-
cavernose tuberculosis. MBT resistant to isoniazid kanamycin
were found in the sputum.
What etiologic chemotherapy is necessarto administer in
intensive phase of patient treatment?
7. The patient, 39 years old suffers from pulmondibrouse-
cavernose tuberculosis during 6 years. Chemothertgied.
Surgical methods of treatment are not indicateck pétient visited
a doctor with the complaints on febrile fever, weass, cough with
sputum and haemoptysis. MBT resistant towards tetneycin were
found in the sputum.
What treatment is necessary?

8. Primary tuberculous complex of moderate lobe ef ttight lung
(phase of infiltration) was diagnosed in a clafdlO years old. MBT
are not found.

What treatment is necessary for the patient in intasive phase?

9. Right sided caseous pneumonia was newly diagniospdtient of
26 years old. MBT sensitive towards every of alti-d® drugs are
found in the sputum.

What treatment is necessary for the patient in chewtherapy
intensive phase?

10. The diagnosis of right sided caseous pneumonia mede in a
patient of 47 years old. The patient’s stateeigese. Fever is 39-40° C.
Cough with the sputum, breathlessness in the nestpeesent. The
patient is HIV-infected person. Dullness is heawrothe right upper
lobe of lungs during the percussion. The breatléngf bronchial one.
Little number of moist rales of different calibeiss aucultated. Blood
test: leucocytes — 12,4x¥) ESR — 38 mm/hour. X-ray picture: total
shadowing of the right upper lobe with multiple tgaof translucency.
Nodular lesions of slight intensity with vague caunts are in the lower
lobes of both lungs. MBT are found in the sputum.

What kind of adjacent therapy is necessary to applwith anti-TB
chemotherapy?

The patterns of answers:1.B. 2.D. 3. A. 4. C 5.E. 6. Isoniazid,

rifampicin, ethambutol, pyrazinamide.
7. Isoniazid, rifampicin, ethambutol, pyrazinamid@oxacin
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8. Isoniazid, rifampicin, pyrazinamide, vitamins oB group,
hepatoprotectors

9. Isoniazid, rifampicin, pyrazinamide, streptonmyci

10. Steroids, immune-correctors

Materials for the self-control:

A.

1.

2.

The variants of independent student’s task doing ding the

practical class:

To compose the table of the main principles of T&ient
treatment using the references (1. - P.205-219,”2207-209)

To enumerate the main methods of TB patient treatme

To compose the table of possible adverse reactimhged by
essential anti-TB drugs using the references @.1:95-205, 3.
- P.22-25)

To compose the table of the main anti-TB drugs iawlitate
their single and daily dose using the references @.195-205,
2.-P.2-9-221, 3.- P.7-17)

To compose the table of possible methods of takiniiTB

drugs.

To compose the table of the main criterions of diBical

recovery and indicate the diagnostic methods usqudve the
recovery.

The variants of situate task doing during the practal
class:

To administer the chemotherapy regimen for new aafse
small form of TB.

To administer the chemotherapy regimen for new aafse
cavitary form of TB.

To administer the chemotherapy regimen for a patien
suffering from cavitary form of TB with treatmerdilure at
previous stage of chemotherapy.

To administer the chemotherapy regimen for a patien
suffering from chronic cavitary form of TB.

Recommended references:

Main literature:

1. Pyatnochka I.T. Phthisiology. A teaching marinalJkrainian and
English / I.T. Pyatnochka — Ternopol.: Ukrmedkn@@92. — 257 p.

2. Petrenko V.I. Phthisiology. A textbook for statse/ V. I. Petrenko —
Kyiv.: Medicine, 2008. — 287 p.
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3. Zaytceva S.l.Treatment of tuberculosis. Manual fpractical
lessons for students./ S.l.Zaytceva — Kharkiv.: HIN009.— 40 p.
Additional literature:

1. Crofton J. Clinical Tuberculosis / J.Crofton, N.ide, F. Miller

— London.: Macmillan press LTD, 1995. - 210 p.

2. Treatment of tuberculosis. Guidelines for natigmalgrammes/

World Health Organization, 1997. — 77 p.

Topic # 5: TB patient adjacent (non-specific) treament.
Antituberculosis drugs. Hygienic regimen, diet, patogenic,
symptomatic treatment). Surgical treatment. Sanatolum
treatment.

1. Currency of the topic
The main components of TB patient therapy are agiol and

non-specific therapy. Non-specific TB patient et consists of hygienic
and dietary regimen using apdthogenic and symptomatic kinds of therapy.
The using of pathogenic therapy allows shortingtithe of TB changes in
affected organs regression and enhancing repairthgir function. Thus the
adjacent therapy increases treatment effect itirBes.

2. General goalTo master of kinds and methods of TB patient non-

specific (adjacent) treatment.

3. Concrete aims:

- To master of the methods of pathogenic treatment.

- To know the indications for applying of physiotapeutic procedures,

collapse therapy, surgical intervention and to e determine the

volume and the methods of these kinds of treatment.

- To use hygienic and dietary regimens in TB patieratment.

- To know the indications for sending TB patienstmatorium.

- To examine TB patient working capacity.

4. Basic knowledge and skills which are necessangrfthe topic

studying.
Preliminary discipline Obtained knowledge and skill
Pharmacology department The knowledge of the ificetson

of anti-TB drugs, doses, methods and
multiplicity of their taking in the
patient’s body; physical and chemical
anti-TB drugs abilities, thei
pharmaco- logical dynamics; possihle
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side effects of the drugs and the

methods of their deletion. The skill
recipe prescribing.

Normal and pathological physiology

The skill to apply laboratory an

f

d

and introduction of internal diseases| functional investigations to define the

department volume of non-specific treatment or

surgical intervention necessities. The
knowledge of normal and pathologicgal
determinates of these investigations
results.

5. The tasks for independent student’s work duringhe preparation

for the class.

5.1. The list of the main terms, parameters andacheristics which the

student has to know during the preparation forcthss.

The term The definition

Artificial pneumothorax Artificial air entering intthe pleural
cavity to collapse the affected lung.

Pneumoperitoneum Artificial air entering into the
abdominal cavity to raise and limijt
moving diaphragm.

Pneumonectomy Surgical removal of the lung.

Lobectomy Surgical removal of the lung lobe.

Segmentectomy Surgical removal of the lung
segment.

Cavernotomy The dissection and subsequent open
treatment of the cavern.

Extra pleural thoracoplasty Surgical operation reimg the parts|
of ribs to collapse the affected lung.

MCC Medical consulting commission

MSEC Medical social expertise commissign

Invalid A person with persistent functiongl
disorders of some organ conditiongd
by some disease, trauma, or inbgrn
defects which lead to life capacity
decreasing and needs social help and
defense.

Invalid of 3 group from TB A person with the lowegi of work
capacity due to the disturbances |of
body functions caused by
tuberculosis.

Invalid of 2 group from TB A person with persistéost of work
capacity due to functional disorders
caused by TB who does not need|in
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help or care after him (her).

Invalid of 1 group from TB

A person suffering from severe
form of TB with the full lost of work
capacity needed in persistent he
and care after him (her).

Partial lost of work capacity

The kind of persidtéost of work
capacity when a patient can not wg
in his (her) specialty but can do sor
other work without any harm for th
health.

Full lost of work capacity

The kind of persistetsi of work
when a patient needs a persist
special regimen and treatment.

Temporary lost of work capacity

The lost of work paaity with
benign  clinical and  working
prognosis (with a possibility to retu
professional activity).

=]

Persistent lost of work capacity

The lost of worlapacity with
persistent disorder of the health
spite of the treatment which preve
the possibility of professions
activity.

in
nt

Indelayed indications for surgical
intervention.

The indications connected with th
direct threaten of patient's lif
(profound lung hemorrhage, tensi
spontaneous pneumothorax)

%

bn

Urgent indications for surgical
intervention.

The indications connected with t
necessity to relief a patient’s state.

Planned indications for surgical
intervention.

The indications determined by th
character of pathological changes
the lungs, duration of the disease 3

e
in
nd

general patient’s state.

5.2. Theoretical questions for the class:
1. What is the aim of TB patient pathogenic treatfhe
2. What is the theoretical ground of hygienic-aietagimen using in anti-TB

treatment?

3. Characterize dietary regimen of patient suffefiom pulmonary T.B.
4. What groups of drugs act mainly on the mechanidrpathogenesis of TB

inflammation?

5. Enumerate the indications and contraindicafrsteroids therapy?
6. What are the main criterions of differentialrection of TB patient

immunity system?

7. What methods of TB patient pathogenic therapyodoknow?
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8. What are the indications and contraindicatiamghysiotherapeutic
methods of treatment (ultrasound, organic elecwoggis and laser
irradiation), for surgery and for collapse therapy?

9. What is the role of hygienic-dietary regimerduling for positive
result of anti-TB treatment?

10. To indicate the main indications for the actél pneumothorax and
for pneumoperitoneum creature?

11. To characterize the main indications for tseeton of lung in TB patient.
12. To enumerate the main kinds of TB patient pgeinic therapy and
most spread drugs which are used in it.

13. The synthesis of what vitamin is inhibited loyi & B drugs?

14. Characterize active and passive sanitatiomafdhial tree in
complex TB patient treatment.

15. What is the mechanism of expectorate drugsraetnd what is their
classification?

16. What way the positive action of artificial pmeathorax on TB
running can be explained?

17. What are the indications for artificial pneuhmmiax creature?

18. Describe the method of artificial pneumothoreeature.

19. Classify surgical methods of TB patient treattme

20. Enumerate the indications and contraindicatfon3 B patient
surgical treatment.

21. Enumerate the indications for pulmonectomyecden of lung).
22. Enumerate the indications for lobectomy of lung

23. Enumerate the indications for Segmentectoniyraf.

24. What are the peculiarities of postoperativégaein TB patient after
resection of lung?

25. Enumerate the types of anti TB sanatorium.

26. What is the peculiarity of seaside climate r&so

27. Which factors are the main acting ones in maianesorts?

28. What is the main sanitize factor of forest at&pper resorts?

29. What are the sanitize methods of resorts fopatient treatment.
30. What are the determinants of the therapy ittfheasorts using in
TB patient treatment?

31. What climate regimens are defined and whairfaete they depend on?
32. What are the indications for sending of pulmpii® patient to health
resort?

33. What are general contraindications for serjliignt to health resort?
34. What are the contraindications for sending aipt to health resort?
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5.3. Practical work (tasks) which are doing duringhe class.
1. Intensive chemotherapy of patient suffering fraasaous pneumonia
must be combined with:
A. Tuberculin therapy;
B. Corticosteroids;
C. Ciprofloxacin;
D. Ultra sound;
E. Laser therapy.
2. What kind of treatment is not related to non-#iietB patient
treatment?
A. Hygienic dietary regimen;
B. Symptomatic treatment;
C. Surgical intervention;
D. Pathogenic treatment;
E. Chemotherapy.
3. Name what pathology is not contraindication farggcal treatment of
TB patient:
A. TB of kidney with renal insufficiency;
B. Hypertension;
C. Myocardial infarction;
D. Amyloidosis of internal organs;
E. Presence of the cavern in the lung with the elienof 4 and more cm.
4. Indications for artificial pneumothorax creature:
A. Primary or acquired resistance of MBT,;
B. Exudative pleurisy;
C. Caseous pneumonia;
D. Lung hemorrhage;
E. Fibrous-cavernous TB.
5. What method to prevent side effects, caused hiasd do you know?
A) A,E vitamins;
B) Carsil;
C) To replace the drug with ethambutol;
D) Prednisolon;
E) Vitamins of B group.
6. The patient of 43 years old suffers from cirrhdii® of the left lung
with respiratory insufficiency of 1 degree. Bacdhcretion takes place
periodically. What kind of treatment must be adst&red?
7. Name the drugs of biological stimulation groupngswith the aim of
maximum resolving of inflammation in the lungs.
A) Retabolil;
B) Decaris;
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C) Gordox;

D) Aloe.
8. In the patient at the age of 24 years old 10 n®atjo the diagnosis was
made: New case of pulmonary TB (14.02.2007) of uppght lobe
(infiltrative), Destr. +, (phase of cavitation adissemination), MBT +,
M+, C +, Resist. + (H, R), Resist.11 -, Hist. 0,t.CaCoh.1 (2007). 6
months after chemotherapy was begun the patieledféhe treatment. 4
months after he again was admitted at the hospital prolong
chemotherapy. The diagnosis: New case of PTB (12002) of upper
right lung (fibrouse-cavernose), Destr. + (phase imfiltration and
dissemination), MBT +, M +, C +, Resist. + (H, R, A, Resist.Il -, Hist
0, Cat. 2, Coh.1 (2007). X- Ray picture: giant cav@ x 7 cm) is present
in upper right lobe. Surgical treatment was suggkst

Which kind of surgery is suggested?
A) Cavernotomy;
B) Pulmonectomy;
C) Segmentectomy;
D) Lobectomy;
E) Cavernoplasty.

9. The patient of 36 years old was admitted at aBtihbspital with the

diagnosis: new case of TB (4.11.2007) of lungssghsinative), Destr. +

(phase of infiltration and cavitation), MBT +, M €, +, Resist. -, Resist.

-, Hist.0, Cat.1, Coh.4 (2007). According to Camggd the patient

reserves isoniazid +rifampicin+streptomycin+pyrannde. The patient

is alcoholic.

Which kind of non-specific therapy is valuable floe patient?
A. Ambroxol; B. Carsil; C. Lidase; D. Trental; Elmagel.

10. The patient of 39 years old is under the dispgnfdiow up during

prolonged time with the diagnosis of pulmonary dillse-cavernose

tuberculosis. MBT are present in the sputum dungears. X-ray

picture: right upper lobe of lungs is destroyed. MB anti- TB drugs

sensitive. What kind of treatment is necessaryHerpatient?

The patterns of answersl. C, 2. C, 3. E, 4. A, 5. E, 6. Surgical
treatment, 7. D, 8. B, 9. B, 10. Resection of rigwper lobe of lungs.

6. The variants of student’s independent work durig practical
class:
1. To compose the table of the main kinds of TB patien
pathogenic therapy.
2. To characterize PTB patient dietary regimen.
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3. To name the main indications for artificial pneuhmtx and
pneumoperitoneum creature.

4. To compose the table of indelayed, urgent and gdnn
indications for lung resection.

5. To administer stimulative therapy to a patientfesirig from
pulmonary TB.

6. To administer the course of desensitization to diepga
suffering from pulmonary TB with adverse reactiaasised by
anti IB drugs.

7. To administer the course of immune modulate therapy
patient suffering from pulmonary TB.

8. To administer the course of symptomatic therapg fmatient
suffering from pulmonary TB.

9. To administer the physiotherapeutic course of tneat to a
patient suffering from pulmonary TB.

10. To name the indications for the administration of:

11. corticosteroids; -tuberculin therapy; -ultrasouddser therapy;
-organic electrophoresis.

Recommended references:

Main literature:
1. Pyatnochka I.T. Phthisiology. A teaching marinaUkrainian and
English / I.T. Pyatnochka — Ternopol.: Ukrmedkn@@92. — 257 p.
2. Petrenko V.I. Phthisiology. A textbook for sttde/ V. I. Petrenko —
Kyiv.: Medicine, 2008. — 287 p.
3. Zaytceva S.| Treatment of tuberculosis. Manwapfactical lessons for
students. /S.I. Zaytceva — Kharkiv.: HNMU,2009.-p40
Additional literature:
1. Crofton J. Clinical Tuberculosis / J.Crofton, Mbrne, F. Miller —
London.: Macmillan press LTD, 1995. - 210 p.
2. Treatment of tuberculosis. Guidelines fatianal programmes/
World Health Organization, 1997. — 77 p.
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Topic # 6: Primary tuberculosis. Tuberculosis of na-established
localization. Tuberculosis of intrathoracic lymphatc nodes. Primary
tuberculous complex. Pathogenesis, path morphologyclinics,
diagnostics, differential diagnostics, treatment, ansequence.

1. Currency of the topic

Nowadays the struggle against tuberculosis (TB)elym
detection and treatment of earliest manifestatioprionary tuberculosis
has especial impotent significance because of ptangecomplications
primary tuberculosis can follow by and a developmeh secondary
tuberculosis subsequently. Primary tuberculosisemoften manifests as
tuberculosis of intrathoracic lymphatic nodes (034 of all primary local
forms of TB). So far as primary exogenous infectmrives mainly in a
childhood the knowledge of methods of timely diaigotreatment and
prophylaxis of primary tuberculosis would help atdoto realize the diagnosis,
tratment and prevention of tuberculosis timelyhitdeen.

2. General goalTo create the condishions for students to malseer t
methods of diagnosis and treatment of primary tdesis.

3.The concrete aims:

1) To analyze Mantoux test results for the diagnosipromary IB-
infection.

2) To explain the difference in pathogenesis betweeimary
tuberculosis and secondary one.

3) To suggest the main methods the patients TB-suppose

4) To classify different clinical forms of primary TBuberculosis of
non-established localization, primary tuberculousomplex,
complications of primary tuberculosis on the grouraf
investigations and to formulate the diagnosigemty according
to the issues of clinical classification.

5) To inteprete the data of the examination of thiepaand carry out
the differential diagnosis of primary forms od T ¢hildren and
adolescents.

6) To draw the schemes of the changes revealed ir-thg puctures
with tuberculosis of intrathoracic lymphatic nodasmour-like and
infiltrative variants), primary tuberculous compjethe graph of
higher risk to develop tuberculosis in primary it children in
different aged groups.
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7) To analyze the patient’s complains, history of thisease, past
history, including epidemic anamnesis, data of [@as
examination and also the results of Mantoux teth &iTU PPD-L,
X-ray examination, bronchiscopy and micribiologicalestigations
and to give proof of the diagnosis of differentnadal forms of

primary tuberculosis.

8) To compose the plan TB-supposed child’s examination

3. Basic knowledge and skills are necessary for tipstudying

(interdisciplinary integration)

Titles of preceding disciplines

Obtained skills

1. Microbiology

To define the causative organisnTBf
it's types. To describe the main
properties of mycobacterium tuberculos
(MBT), To use the methods of MBT
identification

2. Pathological anatomy

To describe the peculaitif path
morphological charges in organs in
tuberculosis

3. The introduction of pediatrics

To have the skitir examination the
child suffering from TB (gathering the
complains, history of the disease, past
history , physical examination)

4. Radiology

To describe X-ray syndromes of primaj
TB in the lungs of children and
adolescents

is

ry

5. Pharmacology

To classify anti TB-drugs, to U@t in

patient suffering from primary TB

4. Tasks for the independent work.
4.1. The list of terms, parameters, characteristitéch a student have
to master during the preparation for the class

1. Primary tuberculosis

Primary tuberculosis aea$e which
develops in the body previously infects
mycobacterium tuberculosis

>d

2. Tuberculosis of non-establisheq
localization

Tuberculosis of non-establishe
localization is a clinical form of primar
tuberculosis  characterized by t
symptoms of functional disorders witho
local manifestation of the disease.

ne
ut

3. Primary tuberculous complex

Primary tuberculooplex is a clinical
form of primary tuberculosis
characterized by specific inflammation
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the lung parenchyma (or other orgal
regional lymphatic nodes an
lymphogitis with the development ¢
corresponding clinical picture

= Q=2

4. Tuberculosis of intrathoracic
lymphatic nodes

Tuberculosis of intrathoracic lymphat
nodes is a clinical form of primar
tuberculosis characterized by speci
inflammation of lymphatic nodes of th
roots of the lungs and mediasthinum.

c
y
fic
e

4.2. Theoretical questions for the class:

Theoretical questions

Phthisiology.
Textbooks /V.I.
Petrenko, p.

Phthisiology.
Manual /
I.T.Pyatnoch-
ka, p.

1. The definition of primary tuberculosi

82

4]

69

2. The main stages of the pathogenesis

of primary TB

82-83

69

3. Clinical form of primary tuberculosis|

83-95

69

4. Tuberculosis of
localization (Tubeculosis
unknown primary site)

of

non-established

83-84

70-71

5. Primary tuberculous comple
definition of the meaning, clinical an

X-ray manifestations, the duration of the
possible

disease,
complications

outcomes,

86-91

7174

intrathoraxi
th

of
definition of

6. Tuberculosis
lymphatic nodes:

variants, duration of the diseag
outcomes, possible complications

c
e
naming, clinical manifestations, X-rgy
e

91-95

74-78

7. The peculiarities of the treatment
patients suffering from different clinicg
forms of primary tuberculosis

226-227

209-210

8. Differential diagnosis of tuberculos|
of non-established localization

84-86

7]

71

9. Differential diagnosis of primar
tuberculous complex and pneumon
lung cancer and lung abscess

90-91
ia,

73

10.Differential diagnosis of tuberculos|
of intrathoracic lymphatic nodes wit
sarcoidosis, lymphogranulomatosis al
lung cancer

is 95-101

nd

76

11. Prophylaxis of primary TB

266-271

229-236
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4.3. Practical tasks doing within the class.
1. The boy at the age of 10 years old visited the atogtith the
complains of an decreasing appetite, fatigue, néglgats. Mantoux test
last year was negative. The child was BCG vaccthatebirth, but was
not vaccinated at the age of 7 years old. A ygaracontact with an
uncle suffering from tuberculosis took place. Pbgkfindings: fever —
37,9C, body weigh is lowered, the child is failed in yphal
development. The skin is pale. Cervical, sub- amgtaclavicle, armpit
lymphatic nodes are palpated with soft-elasticstgtency and size of
0,3-0,7 cm. The lungs and the heart are withoutglagical changes.
The liver and the spleen are slightly enlarged.oBltest: hemoglobin —
98 9/, leucocytes -9,7-20, ESR = 20 mm / hour. Mantoux test with 2
TU — 12 mm. X-ray picture: pathological changesatrsent.
Make the correct diagnosis

A. Posvaccinal allergy.

B. Conversion of tuberculin test.

C. Tuberculosis of non-established localization.

D. Tuberculosis of intrathoracic lymphatic nodes.

E. Primary tuberculosis complex.
Answer: B
2. The child 6 years old from the contact with T&ipnt complains of
the cough, fever up to 38, absence of the appetite. Auscultation: there
are moist small-bubbled rales and wreaked bregthtnthe corner of
the right scapula. X-ray picture: there is an trdile fused with the
shadow of the lung hilum in 5-th segment of théxtriging.
Blood test: leucocytes - 12 40ESR — 36 mm / hour.
MBT in the sputum is not identified by microscopy.
Mantoux test with 2 TU — papule with the diametet® mm.
Past history: first positive tuberculin test wagiséered 6 months ago.
Make the diagnosis.
Answer: New case of TB (date) of the moderate lofttde right lung
(primary tuberculous complex) Destr.- (phase aftnation), MBT -,
M-, Co, Resisto, O, Kat.1

Content of the topic

Primary TB develops in the body not previouslyestéd by
Mycobacterium tuberculosis. Primary infection isnfirmed by the
conversion of tuberculin test from negative intcsitive one. Clinical
manifestations of primary TB are different. Moredfuently it realizes
in the forms of tuberculosis of non-establishedalzation, primary
tuberculous complex and tuberculosis of intratkieréymphatic nodes.
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Chronic primary tuberculosis is also distinguishédis possible for
primary TB to arise in the form of focal, dissentiwa processes and
also in the form of serousitis and extra pulmonfaryns. Tuberculosis
of non-established localization of children and ladoents is a clinical
form of primary tuberculosis characterized by thgmpgtoms of
functional disorders without local manifestationte disease. The
main criterions of the diagnosis of this form walbérculosis are:

- conversion of tuberculin test;

- presence of the syndrome of intoxication;

- absence of local changes;

- absence of other diseases capable to induce mtiogisyndrome.

Primary tuberculosis complex (PTC) is a clinicatnfioof primary
TB characterized by specific inflammation in thends, intrathoracic
lymphatic nodes and lymphangitis with developmerfit om the
corresponding clinical picture. Clinical duratiohtbe PTC can be plain
and complicated. When plain duration of PTC clihiegmptoms often
can be absent. When complicated duration of PTCstat subacute. In
acute variant of the disease intoxicative and bmBngulmonary
syndromes are significant and bronchi-pulmonarydsyme can arise as
cough, pain in the chest and breathlessness.

Complications are:

- lymph-hematogenous dissemination;
tuberculous pleural effusion;
tuberculous bronchitis;
lymph bronchial fistula;

- segmental or lobar atelectasis of the lung.

Progression of the PTC can lead to primary caspogamonia. X-
ray picture in PTC is characterized by the bipaandrome — a focal
shadow in the lung and changing shadowing of tHamhidue to
enlarged intrathoracic lymphatic nodes. In mossesaof spontaneous
recovery or imperfect treatment residual changeh ss fibrosis and
calcification in the lungs are formed. Calcifiedbérculous lesions can
be seen at the hilum of the lungs due to calcificadf the lymphatic
nodes and in the lung parenchyma (Ghon'’s lesidig)ical duration of
PTC can be plain (uncomplicated) and asymptomadticthis case
diagnosis is made on the ground of tuberculin tesinversion negative
reaction into positive one; hyperergic reaction aedon) and X-ray
examination. Differential diagnosis of PTC is spevith pneumonia,
eosinophylic infiltrate of the lung and lung cancEéhe treatment when
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plain PTC is carried out according to CategHiy when complicated -
according to Category 1.

Tuberculosis intrathoracic lymphatic nodes (TILN) & clinical
form tuberculosis characterized by specific inflaation of lymphatic
nodes of the lung hilum and mediastinum.

So called “small” form of TILN, timorous (caseouseanotic) and
infiltrative (hyper plastic) variants. “Small” foriis a clinical variant of
TILN manifesting only X-ray signs of the changes lahg hilum
shadowing (it's deformation, enriched and incredgetphatic nodes is
confirmed by the revealing of enlarged lymphaticde® during
tomography investigation of the organs of the ch&ke investigation
reveals the enlargement of the mediastinum or hiymphatic nodes
with clear polycyclic, curved contours. Morphologlly caseous-
necrotic lymphadenitis is characterized by altergtsometimes by total
necrosis of affected lymph node. When infiltratixaiant lung hilum is
widened and it's counters are unlearned as a resullhe peripheral
exudative inflammation reaction around enlarged pigmnodes
(hyperplastic form of tuberculous lymphadenitis plalogically).
Insignificant parts of caseous necrotic are rewkalethe lymph nodes.
Hyperplasia is dominant comparing with specifidlirdtion.

In complicated cases of TILN decay and formatibthe caver,
lymph bronchial fistula, lymph hematogenous dissetion,
tuberculous bronchitis, bronchial obstruction, greural effusion can
appear. In a case of plain duration the activitytlod inflammation
gradually decreases and the resolving, induratiand calcification
occur. The peculiarity of primary tuberculosis dima in adolescents
realizes in infiltrative tuberculosis sometimes @oated by the
formation of primary cavern and/or pleural effusidrhe treatment of
uncomplicated TILN is spent according to Categddy, when
complicated one - Category 1 is used.

The materials for the self-control
1. To draw the scheme of pathological changes inutthgd in
case of primary tuberculous complex in the rigimg field.
2. Mark what sign of below mentioned list is charaistar for
tuberculous infection of primary period?
a) an involvement of lymphatic system;
b) a formation of the cavern
Answer: a)
3. Chose such signs and syndromes which can be tbedfor
the diagnosis of tuberculosis of non-establishedllpation:
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1. a conversion of negative tuberculin test intsifiee one;
2. a shadow in the lung fusing with the shadbwidening lung hilum;
3. an irritation, fast fatigue;
4. intensification lung hilum shadowing.
Answer: 1, 3.
4. Chose the signs which are characteristiXfray manifestation
of the pathology in below mentioned list of signs:
1. an intensive segmental shadowing in the lwiipout lung
hilum reaction;
2. a shadowing in the lung fusing with the cdidbwing of
widening lung hilum;
3. around thin- walled cavity in the lung;
4. a round shadow.
Answer: 2.
5. What kind of residual changes is formed durhmgreducing of
primary tuberculosis complex?
1) Ghon'’s lesion;
2) Calcification in the lung;
3) Ghon’s lesion and calcification in the lung.
Answer: 3)

A. Tasks for the self-control.

1. The child 3 yearned old has lost his appetite, esocapricious,
lifeless. A cough appear fever up t — 37Mantoux test was 5 mm
a year ago. The girl is of lowered body weight. Bk is pale.
Peripheral lymphatic nodes are palpable in 5 grdspell, soft,
elastic, painless). BCG sign is 3 mm. The breatisngeakened
and lung sound is shortened over the percussiandest:
leucocytes - 12-F0, sticks. -6%, segm.-74,6%, lymph.- 20%, ESR
— 36 mm / hour. Mycobacterium tuberculosis are &un
microscopically in gastric washings. Plain X-ragtpre: right lung
hilum widened with clear curved counters.

1) Formulate the diagnosis according to classification
2) Which variant of TILN corresponds with X-ray picé?
3) Which chemotherapy regimen the child needs?

2. The child is 11 years old. There are complaintseffever, acute
pain in the right side of the chest during breaghifhe child was in
the contact with his grand father, died from tubéssis. There is
the dullness from 3-th rib and down during thecpssion over the
right side of the chest.. The breathing is weakehetk during the
auscultation. Blood test: leucocytes — 10,8,1BSR — 27 mm /
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hour X-ray picture: right lung hilum 15 widenedsistructure is
changed. Homogenous shadowing with slanting uppanter is
seen in the lateral part of the right lung. At &g of 10 years
Mantoux test was negative. Sputum smear negatiBeb@cilli are
not found microscopically).
1) Formulate the diagnosis according to classification
2) What more accurate investigation is necessary fmele
the etiology of pleural effusion?
3) Which chemotherapy regimen must be prescribed o th
child?
The patterns of answers:
1.1) New case of TB (date of diagnosis) tuberculosis of
intrathoracic lymphatic nodes in the right sidesbe , MBT -, M-
CO0, Resist.0, Hist.0, Cat.1, KolNe(of the quarter the and year of
the detection).
2)Timorous one.
3)Category 1. Initial phase: 2 months
isoniazid+rifampicin+pyrozinamide+ethambutol (aregttomycin);
continuation phase: 4 months isoniazid+rifampicin
2.1).New case of TB (date of diagnosis)(tubercslo$i
intrathoracic lymphatic nodes in the right sidesibe , MBT -, M-
CO0, Resist.0, Hist.0, Right sided tuberculous psgurCat.1, Koh.
(Ne of the quarter the and year of the detection).
2)Aspiration the exudates from pleural cavityhwhe
investigation for TB-bacilli.
3) Category 1: Initial phase 2 months
isoniazid+rifampicin+pyrozinamide+ethambutol (aregttomycin);
continuation phase: 4 months isoniazid+rifampicin.

Reference
The main literature:
1.Phthisiology. A teaching manual in Ukrainian d&rhlish/
P’atnochka I.T. — Ternopol, Ukrmedknyga, 2002, 7 5
2.Phthisiology. A textbook/ Petrenko V.1. — Kyivgilicine, 2008, - 287 p.
Additional literature:
1.Primary tuberculosis. Manual for practical less@or students
having higher Medical education in English/ Zay&&ul.,
Matveeva S.L., Kharkiv, 2004 — 10 p.

59



Topic # 7 : Focal and infiltrative pulmonary tuberculosis. Caseous
pneumonia. Tuberculoma of the Ilung. Fibrous-cavernos

tuberculosis and cirrhotic tuberculosis of the lung. Pathogenesis,
path morphology, clinics, diagnostics, differential diagnostics,
treatment, consequence. Complications of tubercules

haemoptysis, lung hemorrhage, spontaneous pneumottax, chronic

cor pulmonale, amyloidosis of internal organs. Pathgenesis, clinics,
diagnostics, treatment.

1. Currency of the topic

Nowadays tuberculosis is one of the most actuablgmmo of the
humanity because the increasing of the morbiditgdgked all over the world.
Everyday approximately 10 millions new cases oétaliosis are found that's
why WHO declared tuberculosis as a global dangE#93. Tuberculosis is the
most wide-spread infectious disease and takesrsheléce in the structure of
mortality from the infectious pathology .The miditly increases mainly due to
secondary destructive forms of tuberculosis, inoydhe cases with bacilli
excretion. The frequency of drug- resistant tubestzialso increases.

It s well known that secondary forms of tubercidodevelop in
previously infected body as a result of endogenousactivation of old
calcified tuberculous lesions. Reactivation of pdsberculous changes is
caused by the reversion of Mycobacterium tuberisul®4BT) as a result of
malnutrition, stress situations, hyper-solaratidebilitating diseases, HIV-
infection and other medical and social provoketbfacleading to the immunity
decreasing.

Timely detection of secondary tuberculosis, adeqguatensive
treatment and the prevention of the disease altmredsing the morbidity of
tuberculosis.

2. General goalto create the conditions for students ensurieg th
successful getting of the knowledge and skillsvaithgy to diagnose
clinical forms of secondary tuberculosis and aralgtatained results.

3. The concrete aims:

1. To generalize results of the interrogatory of teua, data of
physical examination and investigations with cotedinical form
of secondary tuberculosis.

2. To identify the main syndromes of different clidié@ms of
secondary tuberculosis.
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3. To establish the diagnosis of secondary forms leditculosis on the
ground of obtained results of the examination.

4. To formulate clinical diagnosis of secondary forofisuberculosis
according to classification.

5. To prescribe complex treatment in different clihiicams of
secondary tuberculosis.

6. To diagnose the complications of secondary tubesisiland to
perform a first aid in urgent states of a patient.

4. Basic knowledge and skills are necessary for timpstudying
To achieve the concrete aims the studentdasister following
knowledge and skills:
1. To be able to perform the interrogatory Bf Patient.
2. To be able to carry out the inspection ofchest;
3. To define the chest’s form;
4. To detect the chest's deformation, the laggihone side during the
breathing.
5. To be able to carry out the palpation, peioossd auscultation of the
chest.

6. To give clinical estimation of the obtainedadand to define the
pathogenesis of revealed symptoms.

7. To be able to generalize obtained results.

8. To know the genesis of every clinical formsetondary TB.

9. To be able to define the concrete syndromeiseoinvolvement of
the lungs in secondary tuberculosis.

10. To identify the causative organism of tubewsid, their types. To
describe the main properties of Mycobacterium tablesis (MBT), to
apply methods of the detection of MBT.

11. To describe the peculiarities of path morpbiial changes in
internal organs in tuberculosis.

12. To classify antituberculous drugs and to usentin the treatment of
secondary tuberculosis.

5. The tasks for student’s independent workuting the
preparation for the class.

5.1. The list of the main terms, parameters, chiaratics which a

student has to muster during the preparatiorhi@ictass.

The term The definition
1.Secondary| Secondary tuberculosis is a disease developing in
tuberculosis | previously TB-infected body.

2. Focal Focal pulmonary tuberculosis is a clinidatm of
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pulmonary
tuberculosis

tuberculosis characterized by the formation of T
lesions (less then 1 cm in the diameter) mainly
productive type localized in borders of 1-2 segraarft
the lung. Clinical picture usually asymptomationth a
few symptoms.

B-
of

3.Infiltrative
pulmonary
tuberculosis

Infiltrative pulmonary tuberculosis is a clinicairfin of
tuberculosis characterized by the presence of dbhasf]
of specific inflammation more than 1 cm in the diden
mainly of exudative type tending to the fast forimatof
the necrosis and the cavern.

4.Caseous
pneumonia

Caseous pneumonia is a clinical form of pulmon
tuberculosis characterized by an acute spe
inflammation with fast increasing of caseous-nécr
changes involving the lobe of the lung or a wholeg|,
severe clinical duration frequent fatal outcome.

ary
cific
Dt

5.Tubercu-
loma of the
lung

Tuberculoma is a clinical form of tuberculos
characterized by the isolated rounded focus ofaas
necrosis more than 1 cm in the diameter usu
encapsulate with chronic torpid clinical duration.

is

ally

6.Fibrous-
cavernous
pulmonary
tuberculosis

Fibrous-cavernous tuberculosis characterized by
presence of an old fibrous cavern, gross fibrdsanges
in lung parenchyma around the cavity and lesiong
bronchigenic dissemination. This clinical form
distinguished by chronic duration with periods
remission and exacerbation, persistent or peridd
bacilli excretion.

the

of
is
of
ica

7.Cirrhotic
pulmonary
tuberculosis

Cirrhotic pulmonary tuberculosis characterized hg
extensive development of the connective tissuehin
lungs due to the involution of different clinidakrms of
tuberculosis or tuberculous pleurisy with the ramraj
of clinical and laboratory signs of active tubdotis
disease.

5.2. Theoretical questions for the class.

1. The definition of secondary teaching manual textbook/Petren

tuberculosis

Phthisiology. A | Phthisiology. A

in Ukrainian ko V.1., p.104-
and English/ 159
Pyatnochka I.T.,
p.80-127

6
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2. Focal pulmonary tuberculosis.

The definition of the meaning
pathogenesis, path morpholog
clinics, diagnostics, differentid

diagnostic with focal pneumonia,

peripheral lung cancer, metastag

treatment, consequence of
tuberculosis, possible
complications. The examination of

the patients.

Y,
|

is,

87-92

116-120

3.Infiltrative pulmonary
tuberculosis. The definition of th
meaning, clinical and x- ra

variants of infiltrative tuberculosis,

pathogenesis, path morpholog
clinics, diagnostics, differentig
diagnosis with pneumonia, lun
cancer, treatment, consequence
infiltrative TB, possible
complications. Examination of th
patients.

[¢]

92-96

121-132

4.Caseous pneumonia. The

definiion of the meaning
pathogenesis, path morpholog
clinics, diagnostics, differentia
diagnosis with pneumonia, lun
cancer, treatment, consequence
caseous pneumonia,  possik
complications. Examination of th
patients.

96-101

132-134

5.Pulmonary tuberculoma. Th
definiion of the meaning
pathogenesis, path morpholog
clinics, diagnostics, differentia
diagnosis  with  benign an
malignant tumor, echinococcu
lung abscess, aspergilloma Iu
cancer, treatment, outcomeg
consequence of tuberculom

possible complications,.

Examination of the patients.

101-106

135-141
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6.Fibrous-cavernous tuberculos
The definition of the meaning
pathogenesis, path morpholog
Classification of the
clinics, diagnostics. Differentia
diagnosis with lung absces
bronchiectasis, lung cyst
cavernous form of the lung cance
Possible complications an
outcomes. Examination of th
patients.

caverns

S.

IIEaR

o

h

o aR

106-112

142-151

7.Cirrhotic tuberculosis.Thg
definiion of the meaning
pathogenesis, path morpholog
Clinics.  Clinical variants  of
cirrhotic tuberculosis. Diagnostic
Differential diagnosis with
metapneumonic pneumoscleros
pneumocirrhosis, sarcoidosi
aplasia of the lung
pneumoconiosis. Possib
complications and  outcome
Examination of the patients.

N

Y.

D.

is,

o

112-116

152-157

8.Complications of secondar
tuberculosis. Lung hemorrhage a
haemoptysis. Pathogenesis, clini
picture, diagnostics, classificatig
of lung hemorrhage. Treatmer
Examination of the patients.

137-145

166-170

9.Spontaneous pneumothorg
Classification  of  spontaneod
pneumothorax. Pathogenes
clinical picture,
Treatment. Examination of th
patients.

diagnostics,.

2

145-148

170-171

10.Chronic cor

stages of the development of ¢
pulmonale. Amyloidosis of thg
internal organs. Pathogenes|
clinical picture, diagnostics
treatment. Examination of th

pulmonale.
Pathogenesis, clinical picture, the

patients.

148-154
152-154

159-165
172-173
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5.3. Practical tasks, which are doing withing thelass.

1. To work out the plan of the talk with the patieuffering from
pulmonary tuberculosis; to reflect in it the cawsfethe disease, the
peculiarity of the disease duration, the necessigyrolonged treatment,
treatment response.

2. To put the questions for the examination of thaepat to analyze
general and respiratory complains, the peculiaritié the start and
further development of the disease in concretesphti

3. To perform physical examination of the patiarfesing from pulmonary
tuberculosis and to work out the plan of patienxésmnination.

4. To make the diagnosis on the ground of the dfa¢gxamination and
investigations indicating the type of tuberculousgess, localization,
clinical form, presence of the cavern, bacilli etan, drug sensitivity
of MBT, results of histological confirmation of tliéagnosis, category,
cohort and complications.

Contents of the topic

Secondary tuberculosis develops in body presho infected by
MBT, clinical manifestations of secondary tubersisomostly depend
on it's clinical form, phase of tuberculosis. Saimes general and
respiratory complains can be absent. When destauethd exudative
changes are present manifestations of intoxicatiand respiratory
complains take place.

Focal pulmonary tuberculosis is a clinicaknfio of tuberculosis
characterized by the presence of specific lesiong to 1 cm in
diameter, proliferative inflammatory reaction aidited involvement
of lung parenchyma with no more than 2 segmentsthef lungs
manifesting as asymptomatic disease or a disea#ie scanty
symptoms. There are two variants of the diseas&:nsdular and
fibrous-nodular ones. Cavitation occurs seldom.

Infiltrative pulmonary tuberculosis is a ctal form of tuberculosis
characterized by the prevalence of exudative inffatory reaction and
significant clinical manifestation with the tend tioe cavitation. There
are 6 types of infiltrates: round, lobar, lobulaioud-like, false-
tumorous ones and periscisuritis. The progressfoth® infiltrate can
lead to the cavitation and seeding tuberculoustessboth in lungs and
in other organs and systems.

One of the most severe clinical form of seeopduberculosis is caseous
pneumonia presenting as an acute specific inflailmmabharacterized by fast
developing caseous-necrotic changes and someliiagimg to a fatal outcome.
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Benign outcome of this clinical form can be itgeersion into chronic fibrous-

cavernous pulmonary tuberculosis.

Tuberculoma imply encapsulate foci of casemeryosis of different
genesis more than 1cm in the diameter with chrtorjoid duration. The
classification of tuberculoma suggested by AverlbBN. is established
on ground of morphological principle:

a) solitary tuberculoma filled in by the caseous mass

b) flaky tuberculoma with the layers of caseous nédsradternated
with the layers of connective tissue ;

c) conglomerated tuberculoma consisting of the grodiplesions
surrounded by common capsule, this usually takesepin the
regression of the process.

d) “blocked cavern” - is the cavern filled in by easis mass when
the wall of the cavern become the capsule of tubenca.

Clinical duration of tuberculoma can be of progres, stable and

regressive types.

The final stage of secondary pulmonary tuberculakisation is

fibrous-cavernous tuberculosis characterized byptiesence of old

fiborous capsule, gross fibrous changes in surrodindeng
parenchyma, bronchogenous dissemination and chrovaey
duration. Clinical duration has 4 variants as feiltgy:

1. Self-limited and relatively stable process.

2. Slowly progressive process.

3. Fast progressive process.

4. Fibrous-cavernous tuberculosis followed by différen
complications: chronic cor pulmonale; amyloidodisnternal
organs; haemoptysis; lung hemorrhage; spontaneous
pneumothorax; pleural empyema.

Other clinical form of chronic secondary tubercigos cirrhotic
tuberculosis characterized by extensive developn@ntconnective
tissue as a result of involution of different atial form of tuberculosis
or specific pleurisy with the remaining of the adial and laboratal sighs
of active pulmonary tuberculosis. Scanty bacillciestion periodically is
present. There are bronchial deformation with bhiectasis and
emphysematous bullas within the cirrhosis. Thesenghs frequently
complicate the duration of the disease by spontagmeumothorax,
haemoptysis, the hypertension in pulmonary circohadf the blood due
to the reduction of the vessels with the formatwhn chronic cor
pulmonale.

Clinical picture of cirrhotic tuberculosis is ed. There are 5
variants of cirrhotic tuberculosis:
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1. Self-limited cirrhotic tuberculosis with a few sytoms.

2. Self-limited or wide-spread cirrhotic tuberculogigh frequent
exacerbations.

3. Cirrhotic tuberculosis with bronchiectasis and pédical
haemoptysis and lung hemorrhage.

4, Cirrhotic tuberculosis with the presence of “chmobr
pulmonale” and different manifestations of lung gndimonary-cardiac
insufficiency.

5. “Destroyed lung” with the progression of tubercidqrocess
and different manifestations of metatuberculousisyme.

The treatment of focal and self-limited infiltragivuberculosis is
carried out according to category 3, extensivdtiafive tuberculosis
and tuberculoma with the cavitation — accordingategory 1, fibrous-
cavernous and cirrhotic tuberculosis — accordincgtegory 4.

6. Materials for self-control

A. Tasks for self-control of the initial level of theknowledge on the topic.
1. To draw the scheme of pathological changes inthgd in
secondary tuberculosis: focal, infiltrative (it'anants: round,
lobular, lobar, cloud-like, false-tumor ones andgm®suritis),
tuberculoma, fibrous-cavernous, cirrhotic tubersigdo
2. Give the definition of secondary tuberculosis.

A. Relapse of tuberculosis.
B. Destructive tuberculosis.
C. Tuberculosis appeared after a long period aftengmy TB-
infection.
D. Tuberculosis with demonstrative clinical picture.
E. Generalized tuberculosis.
Answer: C.

7. Tasks for the control of initial level of the krowledge

1. Which combination of the drugs must be prescriloetthé patient
suffering from new case of pulmonary tuberculosih wavitation?
A. lIsoniazid, streptomycin, kanamycin, ethambutol.
B. Rifampicin, streptomycin, amocsiklav, pyrazinamide.
C. Isoniazid, rifampicin, pyrazinamide, streptomycin.
D. Isoniazid, ethionamide, PAS , ethambutol.
E. Streptomycin, viomycin, florimycin, kanamycin.
2. Which path morphological changes prevalent in fgedinonary
tuberculosis?
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3.

wW

>SmMoowp

Alterative inflammation.
Proliferative inflammation.
Necrosis.

Exudative inflammation.
Pneumofibrosis.

ich definition of infiltrative tuberculosis isé¢most exact one?

Infiltrative tuberculosis is a zone of specific lathmation
mainly of exudative character sized more than 1vgth the
tend to the progression and cavitation with possibl
bronchogenous dissemination.

Infiltrative tuberculosis is a focus of specificflammation
which obligatory follows by the cavitation and dissination in
pulmonary parenchyma.

It is a form of specific inflammation which is claaterized by
the presence in the lungs the cavern stable in wiitk
significant infiltrated, sometimes fibrous changesurrounded
pulmonary parenchyma.

Infiltrative tuberculosis is a zone of specificlarhmation with
a chronic torpid duration.

Infiltrative tuberculosis is characterized by a it specific
lesions in the lungs with the prevalence of exwdatiecrotic
reaction at the beginning of the disease and dpuedot of the
proliferative inflammation subsequently.

4. Which definition of caseous pneumonia is a mgact?

A.

Caseous pneumonia is a clinical form of tubercsleghich is
characterized by the presence of a lot of spel@Bons in the
lungs with the prevalence of exudative-necroticctiea at the
beginning of the disease and development of théfenative
inflammation subsequently.

Caseous pneumonia is a focus of specific inflamonatihich
obligatory follows by the cavitation and dissemioat in
pulmonary parenchyma.

Caseous pneumonia is a clinical form of secondary
tuberculosis with significant caseous changes éltimgs and
an acute severe progressive clinical picture. RQutime fast
liquefying of the caseous mass giant cavern ortaflemall
caverns are formed.

Caseous pneumonia implies gradual development ef th
perifocal inflammation around the fresh tuberculdasions
which appear as a result of exogenous superinfectio
endogenous reactivation.
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E. Caseous pneumonia is a clinical form of primaryetghlosis
which is characterized by the severe state of thtem,
significant symptoms of intoxication, respiratogymgptoms and
massive bacilli excretion.

5. What is the definition of tuberculoma?

A. Tuberculoma is an incapsuled focus of caseous siscro

bordered by connective tissue with the size moza thcm in the

diameter and chronic torpid duration.

B. Tuberculoma is a focus of specific pneumonia wighsize less than 1
cm in the diameter localized within 1-2 segmentarg parenchyma.

C. Tuberculoma is a zone of specific inflammation rhaiof

exudative type the size more than 1 cm in the diemsnd with the

tend to the spontaneous recovery.

D. Tuberculoma is a zone of specific inflammatiorpaévalently

exudative character sized more than 1 cm inclined the

progression and cavitation.

E. Tuberculoma is a development of the gross conretissue
in the lung as a result of the involution of diffat clinical
forms of pulmonary tuberculosis.

6. What is cause the development of fibrous-caveriderculosis?

A. Drug-resistance of MBT.

B. Untimely detection of the disease.

C. Inadequate treatment.

D. Unfavorable duration of the initial disease.

E. Everything mentioned can be the cause of theldpment
of fibrous-cavernous tuberculosis.

The patterns of answers1.C, 2.B, 3.A, 4.C, 5.A, 6.E.

8. Tasks for self-control of the final level of stdent’s knowledge

1. The patient at the age of 55 years old complainth@fweakness,
perspiration, lack of appetite, subfebrile fever’(8in the evening.
During physical examination pathological changesrewaot
reveled. Sputum test: MBT + ( microscopically angd dulture
method), sensitive towards the 1 line drugs. Planay picture:
there are few lesions of slight intensity with vagwunters sized by
5-8 mm with the part of the translucency in ongdatesion in 1,2
segments of right lung.

Which diagnosis is made?
A. New case of TB (27.01.2008) S 1,2 of right lungcéip, Destr.
+, MBT - ,M -, K-, Hist.0, Cat.3, Koh.1 (2008).
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B. New case of TB (27.01.2008) S 1,2 of right luracéi), Destr.
+, MBT - ,M - Hist.0, Cat.3, Koh.1 (2008).

C. New case of TB (27.01.2008) S 1,2 of right luimdil¢rative),
Destr.+, MBT-, M -, Hist.0,Cat.3, Koh.1 (2008)

D. New case of TB (27.01.2008) S 1,2 of right Iuigcal),
Destr .+, MBT + ,M +,K +, Resist.-,Resist 11 0std, Cat.1,
Koh.1 (2008)

E. New case of TB (27.01.2008) S 1,2 of right Iuffacal),
Destr. + , MBT - ,M +, K+, Resist.- Resist.11 0,tis Cat.3,
Koh.1 (2008)

X-ray investigation reveals round slightly interesivnon-

homogenous opacity with vague counters in the nigiter lobe of

the lungs in patient at the age of 30 ears olds llso seen the
cavity in the longitudinal tomogram (cut 6-7 cm)this site. MBT

drug-sensible are found in the sputum. Blood t&$R — 22

mm/hour.

Which diagnosis is correct?

A. Hospital pneumonia.

B. New case of tuberculosis (22.04.08) of S 1-2 ohtriung
(infiltrative), Destr.+, MBT+, M+,K+, Resist.- , Rist.11 0,
Hist.0, Cat.1, koh.1(2008)

C. Lung cancer.

D. New case of tuberculosis (22.04.08) of S 1-2 ohtriung
(focal), Destr.+, MBT+, M+,K+, Resist.- , Resist.D] Hist.0,
Cat.1, koh.1(2008)

E. Eosinophylic infiltrate.

The patient at the age of 42 years old was admittedhe
antituberculosis hospital with the complaints o€ tfever up to
39,0C, lack of the appetite, significant weakening, glowit the
sputum, pain in the chest, breathlessness. Tha ohske disease
was acute. Vocal phremitus is increased over et fung during
the palpation. Dull sound during the percussion mndti-calibrated
moist rales with bronchial breathing during the clistion are
heard over the same site. Plain x-ray picture: imassubtotal non-
homogenous opacity with the parts of the translogds seen in
right lung. There are the lesions of disseminat@dnmoderate
intensity in S1-2 of left lung. MBT are found inettsputum. Blood
test: Leuc.- 18,0x1W, sticks — 15% , lymph.-17%, ESR-
48mm/hour.
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Which clinical form of TB is revealed?

Infiltrative pulmonary tuberculosis (lobatis).
Caseous pneumonia.

Miliary tuberculosis.

Subacute disseminated pulmonary tuberculosis.
Primary tuberculous complex.

moow»

A patient of 37 years old was send to the phthigist to be
consulted with newly diagnosed changes. The comiglaare
absent. Physical examination has not revealed angrealities.
There is a round highly intensive homogenous opawith clear
regular counters sized 2,5x3,0 cm in the diametsecond segment
of right lung detected by radiological investigatio

Which clinical form of tuberculosis is revealed inthe patient?
Infiltrative.

Tuberculoma.

Focal.

Subacute disseminated.

Primary tuberculous complex.

moow>»

A patient at the age 42 years old suffers fromoiitsrcavernous

tuberculosis o f right upper lobe of lungs, MBT+ridg 8 years.

During 2 last years his state and capacity andesatisfy. X-ray

picture: there is a thick-walled cavern with pecdbinflammation

in upper right lobe of lungs. This lobe is reduahe to fibrosis.

There are lesions of dissemination in both lundse mediastinum

is shifted to the right.

Which x-ray signs are characteristic for fibrous-caernous

pulmonary tuberculosis?

A. The presence of the cavern, significant fibrosesidns of
dissemination.

B. The presence of the cavern, perifocal inflammation

C. Perifocal inflammation, bronchogenic dissemination

D. The shifting of mediastinum towards the affectieles

E. Intensive opacity, narrowing of the lung field.

A patient, female at the age of 50 years old wasitheld at the
hospital with complaints of the severe pain in ke side of the
chest during breathing. She suffers from tuberdsiladuring more
than 10 years. The treatment is not regular. Tate $¢ severe. Left
side of the chest is lag during the breathing,rautstal spaces are
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prominent. The breathing is sharply weakened okerleft lung
during the auscultation.

Which kind of investigation is necessary in this cge to make the
diagnosis?

A. Laboratory investigation.

B. Bronchoscopy.

C. Tomogram.

D. X-ray examination of the organs of thesth

F. Physical examinatian

The patterns of answers1.D, 2.B, 3.B, 4.B, 5.A, 6.D.

Recommended references

Main literature.

1. Pyatnochka I.T. Phthisiology. A teaching mannalJkrainian and

English / .T. Pyatnochka — Ternopol.: Ukrmedkn@@92. — 257 p.

2. Petrenko V.I. Phthisiology. A textbook for state / V. I.

Petrenko — Kyiv.: Medicine, 2008. — 287 p.

Additional literature.

3. Zaytceva S.l. Nodular tuberculosis. Manual / S.&yt€eva,
S.L.Matveeva — Kharkiv, KNMU, 2004. — 8 p.

4. Crofton J. Clinical Tuberculosis / J.Crofton, N. ride, F.
Miller — London.: Macmillan press LTD, 1995. - 20

5. Harryes A.TB. Clinical manual for South East AshaHarryes,
D. Maner, M. Uplecar — Biella: WHO, 1997 — 145 p.

Topic # 8: Disseminative pulmonary tuberculosis. Miary
tuberculosis. Tuberculosis of nerves system and miegs.
Pathogenesis, path morphology, clinics, diagnosticsdifferential
diagnostics, treatment, consequence. Examination tfe patients.

1. Currency of the topic

Disseminative pulmonary tuberculosis in most of esass
regarded as evaluative form, more seldom - as sHioath of
tuberculosis (in case of limited disease withoutiteéion). The part of
disseminative tuberculosis in the total structure morbidity of
tuberculosis is 11-16%. If in some regions thes rat disseminative
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tuberculosis increases it means that timely deteatif tuberculosis in
these regions is imperfect.

Disseminative tuberculosis can develop both ingyrand secondary
periods of the infection. Hematogenous and lymphoge ways of
development of tuberculous infection more oftere takace in it's primary
period in young persons, adolescents and chiltitewadays disseminative
tuberculosis became more frequent in elderly psrson

Taking into account the increasing of milialyberculosis
during last years this disease was distinguishesgjparate clinical form,
demanding meticulous approaching to it's diagnasigd treatment. The
increasing of frequency of such serious disease tuerculous
meningitis also takes place last years. Tubercutoeisingitis means the
involvement of soft covers of brain in specifidl@mmation . It can be
accompanied by the involvement of the stuff of thein, then
meningitis and encephalitis can occur.

Thus the increasing of frequency of dissennmeaforms of
tuberculosis significantly makes the epidemic ditua more worse.
That' s why the early detection of disseminativeeticulosis and it's
intensive treatment allow to improve epidemic dituain some region.

2. General goal To create the conditions for students supplyietiing the

knowledge and the skills allowing to recognizefedint variants of
disseminative pulmonary tuberculosis, miliary tehsis, tuberculosis of
nerves system and menings.

3. The concrete aims:

1. To generalize the results of the interrogatonhef patients, data of
physical examination and investigations and ingérghem for
concrete form of tuberculosis.

2. To identify the main syndromes in different climidarms of
disseminated, miliary tuberculosis , tuberculogisenves system and
menings.

3. To establish the diagnosis of studying clinicairfeiof tuberculosis on
the ground of obtained results of investigations.

4. To formulate clinical diagnosis of disseminatedjamyi tuberculosis
and tuberculosis of nerves system and menings.

5. To prescribe complex treatment to patients witfeidifit studying
forms of secondary tuberculosis.
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4. Basic knowledge and skills are necessary for tostudying

To reach concrete aims of the topic the student mmage following

knowledge and skills:

1.

2.

No o

9.

To be able to carry out the interrogatory of théept suffering from
pulmonary tuberculosis.

To be able to carry out physical examination ofdfgans of the chest: to
define it's form, to reveal it's deformation andjding of one side of the
chest during the breathing.

To be able to carry out the palpation, the perenssid the auscultation of
the chest.

To give clinical estimation of obtained data, tdirge pathogenesis of
revealed symptoms.

To be able to generalize obtained results.

To know the genesis of studying clinical form dfecculosis.

To define concrete clinical syndrome in dissemmatand miliary
tuberculosis.

To define causative organism of tuberculosis,tyfgs. To describe the
main properties of mycobacterium tuberculosis (MBad )apply methods
of detection of MBT.

To describe the peculiarities of path morphologibainges in the organs in
tuberculosis.

10. To classify antituberculous drugs and to usentliin the treatment of
secondary tuberculosis.

5. The tasks for independent student’s work duringhe preparation
for the class

5.1. The list of the main terms, parameters, chiarstics which the
student has to master during the preparation fochkiss.

1.Secondary Secondary tuberculosis is a disease which devialtms body
tuberculosis previously infected by mycobacterium tuberculosis
2.Disseminated Disseminated tuberculosis is a clinical form b&teulosis
tuberculosis characterized by the generation of multiple lesifilifferent
origin with acute, subacute and chronic duration.
3.Miliary Miliary tuberculosis is an acute progressive fofm o
tuberculosis tuberculosis with generalized involvement of différorgans

manifesting as tuberculous sepsis.

4.Tuberculosis of | Tuberculous meningitis is a specific inflammatidrait
nerves system and covers of the brain or cerebrospinal covers.
menings (TB
meningitis)
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5.2. Theoretical questions for the class.

1. The definition of secondary Phthisiology.

tuberculosis Manual/Pyatnochka I.T.,
p. 80-87
p.127-131

2. Disseminated tuberculosis of the p.80-87

lungs. The definition of the meaning,

pathogenesis, pathomorphology,

clinics, differential diagnosis with
bilateral pneumonia, metastas|s,
occupational diseases, sarcoidosis| at
2d and 3d stages, fungi diseasps,
Hamman-Rich’s idiopathic alveolitis |.
The treatment. Examination of the
patients.
3.Miliary tuberculosis. The definitio p.127-131
of the meaning, pathogenesis, path

morphology, clinics, diagnostics,
differential diagnosis with bilateral
pneumonia, miliary carcinomatosis pf
the lungs, occupational diseasgs,
sarcoidosis, fungi diseases, Hamman-
Rich idiopathic  alveolitis.  The
treatment. Examination of patients.
4. Tuberculosis of nerves system and p.158-165
tuberculous meningitis. The definition
of the meaning, pathogenesis and
pathological anatomy. Clinics,
diagnostics, laboratal methods pf
investigation, differential diagnosis
with meningitis of other ethiology|
purulent (pneumo-, staphylo-, strepto-
and meningococcous) and serdqus
(viral) ones. The treatment.
Examination of the patients.

5.3. Practical tasks which are doing during the elss

1. To work out the plan of the talk with a patisaffering from TB
reflecting in it the cause of the disease, pedtikar of it's duration,
necessity and prolonged course of the treatmemt, résult of the
treatment.
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2. Put the questions for the examination of theepét to analyze
general and respiratory complaints, peculiaritiésti® start of the
disease and it's subsequent duration in the canpagient.

3. To perform the physical examination of tuberaslgatient and work
out the plan of the examination.

4. To make the diagnosis of tuberculosis indicatitige type,
localizartion, clinical form of TB, presence of thdestruction,
bacilliexcreation , drug sensitivity of MBT, resutif histological
confirmation of the diagnosis, category, cohortmboations on the
ground of physical examination and investigations.

Contents of the topic

Secondary tuberculosis develops in the body quislyi infected by
Mycobacterium tuberculosis. Clinical manifestatiofisecondary tuberculosis
depend on clinical form. Tuberculosis of nervegesgsand menings depends on
the localization of the process and period of theede.

Disseminated pulmonary tuberculosis is a clirimah of tuberculosis
characterized by the generation of multiple tubeusulesions of different
origin with acute, subacute and chronic durationultidle lesions of
dissemination are generated as a result of hermatoge lymphogenous,
bronchogenous and mixed spreading of tuberculdestion. The lesions can
be of different correlation between exudative arufiferative components of
the inflammation. Disseminative pulmonary tubersigiin the majority of cases
is regarded as evaluative form of tuberculosisgenseidom — as small one. It
takes from 11% to 16% in the total structure oftidtity of tuberculosis.

Miliary tuberculosis is an acute progressive forfrtuberculosis with
generalized involvement of different organs dugatas tubercular sepsis.
miliary tuberculous lesions can appear in the lufigsr, spleen, menings,
intestine and/or other organs.

In number of cases miliary tuberculosis is limitgdonly respiratory
system. Depending on the prevalence of some tlisigadrome different
clinical forms of miliary tuberculosis are distirighed: typhoid, pulmonary and
meningeal ones. An execution of x-ray picturesplay impotent role in the
diagnostics of miliary tuberculosis because x-sappe method does not give
necessitate information. Fluorography is alsomfottinative enough

Tuberculous meningitis concerns to extrapulmonapgrculosis and
presents specific inflammation of brain or/and lm&spinal covers. Specific
inflammation of menings can be accompanied by fieetian of the brain —
meningoencephalitis.
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The disease has two stage: general hypersengiailised by TB-infection in
lymphatic nodes or other organs develops at fages massive bacilliemia with
discharging of the infection throw hematoencephwirier and infection of the
cerebral ventricles, arachnid membrane and ependgmas at second stage.
Clinical duration of tuberculous meningitis hag#hperiods: prodromal (period
of precursors) period, meningeal (irritation of ings) period and terminal
(period of paralyzes) one. Tuberculous meningitisdifferentiated with
purulent, serous, viral meningitis and “meningiza'toxic-allergic transient
reactions of menings.

The treatment of tuberculous meningitis is aqmgéd complex
antimycobacterial therapy using at least 5 antitulbesis drugs. Intensive
chemotherapy lasts up the normalization of thetiqu

Thus, disseminative processes of tuberculosisladl are quite
severe diseases inclined to repeated exacerbatiseading of different organs
and systems. That's why their treatment can be moolonged for the
prevention of new exacerbation of the disease.

6.Materials for self-control

A. Tasks for self-control — the control of initial knowledge level of
the topic.

1. To draw the scheme of pathological changes in limgscondary
tuberculosis:

disseminated TB (acute, subacute, chronic variamiary

tuberculosis.

What is the definition of secondary tuberculosis?

Relapse of tuberculosis.

Destructive tuberculosis.

Tuberculosis which has developed during the losgpgl of time

after the infection took place.

Tuberculosis with developed clinical picture.

. Generalized tuberculosis.

he pattern of answer: C.

O 0OWPN
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7. Tasks for the control of the initial level of the knowledge
1.In which period of TB-infection disseminative tubelosis can
appear?

A. Inprimary period.

B. In secondary period.

C. In third period.

D. In primary and secondary periods.
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E. In secondary and third periods.

2. What character have the lesions of chronic dissativia
tuberculosis?

A. They are small ones and have exudative charactérouti a
tendency to a fusion and cavitation.

They are large and have exudative character wiigneency to a
fusion and cavitation.

They are small ones and of productive characteturate and
calcified

They are polymorph ones.

Large calcifications.

What character have the lesions of miliary tubersisl?

Small lesions with exudative character withouteadency to a
fusion and cavitation.

Large lesions with exudative character and a tecyéo a fusion
and cavitation.

Small lesions of productive character, indurate eaddified.
Polymorph.

Large calcifications.

Which method usually helps somebody to detect lbaaireation in
miliary tuberculosis?

Microscopy.

Microscopy after using the method of flotation.

Culture method.

Biological test.

Usually they are not detected by any method.

5What character of temperature reaction usuakleg place in patient
suffering from miliary tuberculosis?

w

>wmo O

w

MO O

moowp

Subfebrile fever during first 3-5 days of the dsea
Prolonged recurrent subfebrile fever.

A fever during first 3-5 days of the disease.
Irregular fever

Normal temperature of the body.

moowp

The patterns of answers1.E, 2.D, 3.A, 4.E, 5.D

8.The control of final level of the topic mastering

1. The patient of 35 years old. Two years ago teahpleural exudate.
After pleurisy x-ray examination was not done. Dgrilast year a
cough, breathlessness during physical exertionogieally fever up to
37,5C troubled him. Now multiple polymeric and polgmh lesions
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diffused asymmetrically over upper and mediatespaft the lungs on
the field of pneumosclerosis are seen in the paray picture. The ruts
of the lungs are upward.

MmO O R

moowy

w

moow»

For which disease these x-ray changes are charadtsic?
Non-hospital pneumonia.
Idiopathic fibrous alveolitis.
Lung cancer.
Chronic disseminative tuberculosis.
Subacute disseminative tuberculosis.
The patient of 35 years old was admitted at thepitals with
complaints of the weakness, malaise, cough with shatum,
breathlessness during physical exertion, period®asr to 37,2C.
From past history it is known about frequent childane x-ray
picture: there are asymmetric multiple lesionsddferent sizes
intensity in upper and mediate parts of the lufige lung roots are
upward. Lower parts of lungs are of increased traescy. Sputum
test: MBT ( + ). Blood test; leukocytes — 10,8%1,0sticks — 6%,
lymphocytes — 25%, ESR — 30 mm/hour.
Which scheme of the treatment must be prescribed intensive phase?
Isoniazid + Rifampicin + Streptomycin + Pyrazinamid
Isoniazid + Rifampicin + Pyrazinamide + Ethambutol.
Isoniazid + Streptomycin + Ethambutol + Pyrazinaenid
Isoniazid + Rifampicin + Streptomycin.
Rifampicin + Streptomycin + Ethambutol +Pyrazinaeid

The patient 37 years old during 3,5 months complaifi the
increased tidiness, subfebrile fever, periodicalugto with the
sputum, breathlessness during physical exertioth, apgpetite. Last
X-ray examination was done 3 years ago. Bronctiodathing and
diffused dry rales are heard over the lungs. Plaiay picture: there
are relatively symmetric multiple lesions of di#at density and
sizes. Lung roots are shifted upward. Lower pafrth®lungs are of
increased translucency. Blood test: leukocytes, XD, sticks —
4%, lymphocytes — 21%, ESR — 33 mm/hour. MBT in spatum
are not found.

Which clinical form of tuberculosis is diagnosed?

Chronic disseminative tuberculosis.

Primary tubercular complex (complicated variant)

Subacute disseminative tuberculosis.

Miliary tuberculosis.

Focal tuberculosis.
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4. The patient of 36 years old was admitted at theitalsvith severe
state. The patent is unconsciousness. Previousigreseheadache
took place. Now there are vomiting, fever up to040, significant
weakness, dry cough, breathlessness. Physical eatam: the
patient is in the forced position in the bed, tténsand visible
mucous are pale. Pulse is 130 beats per 1 minshdwening of the
sound is heard over the lungs during the percusdideakened
breathing is heard over the lungs during the atetoih. Neck-
stiffness is reveled. Kernig’s and Brudzinsky's gfoms are
slightly positive. Plane x-ray picture: there araltiple small (1-2
mm in the diameter) lesions all over the lung fel@heir counters
are vague. Lung markings is almost absent. A pusviolinical
diagnosis is made: New case of pulmonary tuberulos
(3.09.2008)(miliary), Destr. - , MBT-, K-, Hist. 0Cat.1,
Koh.3(2008).
For what clinical form of miliary tuberculosis such clinical
picture is characteristic?
Acute miliary sepsis.
Meningeal form.
Lung form.
Typhoid form.
. Subacute form.
5.The patient at the age of 23 years old was &elinitt antituberculosis
hospital with the complaints of the fever up tqt8@, severe headache,
vomiting, weakness, chills, vision disturbancesthHe past the patient
suffered from fibrose-cavernose tuberculosis. Ndw fpatient has
squint, diplopy, asymmetry of the face, necks&ffs, Kernig’'s and
Brudzinski's symptoms. The content of glucose im tiood is %,%
mmol/l. Cerebrospinal fluid test: the CSF is traargmt, the cytosis is
155/ml (lymphocytes - 60%), proteins — 0,66 gfuagise — 2,.2 mmol/I,
chlorides — 80,0 mol/l, in 24 hours tiny fibrinrfilappeared, in which
MBT were found. The diagnosis is made: tuberculoesingitis.
Which treatment regimen must be prescribed inritensive phase?
Isoniazid + Rifampicin + Streptomycin + Ethionamide
Isoniazid + Rifampicin + Streptomycin + Pyrazinamid
Isoniazid + Rifampicin + Streptomycin + Pyrazinamiel
Ethambutol (three times a week).
Isoniazid + Streptomycin + Ethambutol + Pyrazinaenid
Rifampicin + Streptomycin + Ethambutol + Pyrazindei

moowy

mo Oow»

The patterns of answers:1.D, 2.B, 3.A, 4.E, 5.B.
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Topic # 9: Tuberculous pleurisy (including empyema)Pathogenesis,
path morphology, clinics, diagnostics, differentiadiagnosis,
treatment, residual changes.

1. Currency of the topic

Diseases of pleura are known to be the most frétpsions of serous
membranes of the organism. Complications of plexagity can cause more
than 70 various diseases, including extra-thosahkven system processes.
In the last years, tuberculous pleurisy in strectaf initial patients tends
upwards fron® up to 10,5%.

The course of tuberculosis from primary infectiom ¢hronic
destructive forms development is characterized sy fairly frequent
involvement in reactive inflammatory process ofupde Pleural effusion
syndrome (PES), being complication of various disgaincluding malignant
diseases of lungs, mediastinaigans, abdominal cavity, demands early
diagnostics and treatment.

2. General goal:

To create for students the appropriate terms, whicvide knowledge
gaining, and abilities, allowing to recognize thknical forms of
secondary tuberculosis and analyse the resultinebita
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3. The concrete aims:

1.

To generalize the results obtained from patieat@ration, data of
fisical and instrumental examination of patientshwiubercular
pleurisy (including empyema).

To identify the basic syndromes of tubercular gui(including
empyema).

To diagnose tubercular pleurisy (including empyema)

To formulate the clinical diagnosis of tuberculdisy (including
empyema) according to the classification.

To institute complex therapy of various forms dietcular pleurisy
(including empyema).

To diagnose complications of tubercular pleurisyclfiding
empyema), and to render urgent aid in emergen@scas

4. Basic knowledge and skills are necessary for timpstudying

E

©ONo o

10.

For achievement of the specific objects of a topie student
should possess the following knowledge and skills:

To be able to interview patients with tuberculasfifungs.

To be able to conduct chest examination: to defiime, to reveal

deformations, respiration act lagging of any halgésthe thoracic

cage.

To be able to lead palpation, percussion, ausguitatf the thoracic
cage.

To evaluate finding, to define pathogenesis of tlewealed

symptoms.

To be able to generalize the results obtained.

To know the genesis of the target clinical formudferculosis.

To be able to define a concrete syndrome of lesions

To define the infectious agent of tuberculosistymses. To describe
the basic properties of mycobacteria tubercul@dBT), to apply

methods of revealinyIBT.

To describe features pathomorphological changdarigs caused
by tuberculous pleurisy (including empyema).

To classify antitubercular preparations, to applgnt in treatment
of secondary tuberculosis.

5. The tasks for independent student's work duringhe preparation
for the class.

5.1. The list of the main terms, parameters, chiarstics which the
student has to master during the preparation fockiss.

1.Secondary tuberculosis  Secondary tuberculosise-disease developed |n
the previously infected organism by mycobacter

tuberculosis.
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2.Pleurisy
tubercular)

(including

Pleurisy (including tubercular) represents

he

syndrome of hyperpermeability of blood anpd
lymphatic vessels of the subpleural zone of lupgs
and connective-tissue of pleural membranes wiich

includes a large group of the pathological proces
with different etiology, patogenesis and resea
results.

se
rch

3. Purulent
pleurisy (empyema)

tuberculal

Purulent tubercular pleurisy (empyema) —

tuberculosis of pleura, following by the purule
effusion accumulation, is the special form

exudative pleurisy. This desease develops ag
the background of widespread caseous necros
pleura, owing to disintegration and progressing
the large focuses on pleura or the focuses loc
subpleuraly, involving pleura in inflammato
process with subpleural localization of the cavity.

he
nt
of
Rinst
s of
of
ated

\

5.2. Theoretical questions for class

1. Definition of secondary tuberculosis.

Phthisgylo
Manual/Pyatnochka
I.T., Ternopol, 2002

2. Tuberculous pleurisy. Definition qf
concept, pathogenesis,
clinical picture, diagnostics,
diagnostics of pleurisies

differential

in oncologycal

p.116-120

pathomorphology,

diseases, with hydrothorax at cardiovascular

diseases, with nonspecific pleurisy, with
External

traumatic pleurisies. Treatment.

examination of patients.

3. Purulent
Definition of

pathomorphology,
differential  diagnostics

concepts,

>

with  pleurisies

tuberculous pleurisy (empyema).
pathogenedis,
clinical picture, diagnostic,

116-120

oncological diseases, with nonspecific pleurijies,

with traumatic pleurisies.

5.3. Practical tasks which are doing duri

Task Ne 1. To develop the plan of conversation with tubevsid

ng the clss

patients in which to carry out a research intodheses of tuberculosis,
features of its course, need for treatment, dunadiod results of therapy.

Task Ne 2. To put questions, carried on external examinatiorcarry

out analysis of general intoxication and chest damis, features of the

beginning and further development of di

sease impttent.



Task Ne 3. To carry out the objective examination of pulmgna
tuberculosis patient and elaborate the plan o&izamination.

Task Ne 4. According to objective examination, instrumenmtathods of
investigation, to diagnose, indicating the typetaferculous process,
localization, clinical form, destruction, excretioh bacteria, medicinal
susceptibilityMBT, results of histologic confirmation of the diagiss
category, a cogort, complications.

Contents of the topic

Diseases of pleura are known to be the most fredasions of
serous membranes of the organism. Complicatioqdenfral cavity can
cause more than 70 various diseases, including-¢xtracal and even
system processes.

In the last years, tuberculous pleurisy in struetof initial
patients tends upwards froérup to 10,5%.

Course of tuberculosis from primary infection torahic
destructive forms development is characterized tbyfairly frequent
involvement in reactive inflammatory process ofupée

Inflammatory reaction of pleura is stipulatey mycobacteria
tuberculosis penetrated through lymphogenic, hegeatic or contact
ways, and hypersensitization of pleural leaves kydpcts of
mycobacteria tuberculosis activity

Initiating agents, promoting development of yplsy, are
considered the supercooling, physical overloads, Inutdtion,
hyperinsolation. Tuberculous pleurisy seldom occassindependent
display of tuberculosis; as often as not it occagsa combination of
disseminated, nodular, infiltrative tuberculosis,nda primary
tuberculosis.

In the course of exudative pleurisies, 3 stageseatiscriminated:
1) increase of clinical manifestation and accumulatbexudate;

2) stabilization;
3) resorption effusion and absence of clinical maitsfiben.

The clinical course of pleurisy is characterized kgneral
intoxication symptoms, as well as the chest ones.

Diagnostics of pleurisies includes obligatory diagtic minimum
and a pleural puncture with the purpose of diagesspleuroscopy and
needle biopsy as needed.

Purulent tubercular pleurisy (empyema) is tubersigloof the
pleura, following by accumulation of purulent extejadevelops in
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widespread caseous necrosis of pleura owing tmtdigiation and
progress of the focuses on pleura or the focusiegdd subpleurally.

The clinical picture of the disease in most pdtiaa characterized
by heavy intoxication, febrilitemperature, nocturnal perspiration, body
weight loss, sudden weakness, and tachycardia. dyspnea and
stitches gradually develop.

Revealing purulent exudate is possible by a plepraicture and
evacuation of the liquid. If not evacuated prompthe purulent exudate
can cause complications such as formation of bropleluiral or
thoracical fistula.

In tuberculosis of pleura, especially in serous troghilic or
purulent exudate accumulation, besides chemothethpybasic method
of treatment is repeated aspiration of exudate widation of negative
pressure in the pleural cavity for as quick as ipisstraightening of a
lung and obliteration of pleural leaves.

In regular aspirations, the purulent exudate griyltarns serous
and hemorrhagic. The aspiration should be continugedo the full
spread of the lung and obliteration of pleural tavi

However, some patients undergone aspiration carerexgce
difficulties under the influence of systematic aapon, especially those
with bronchopleural fistula which prevents from atien of negative
pressure in the pleural cavity, therefore the pédienentioned above
can experience difficulties with straightening dktlung; such cases
demand surgical intervention.

6. Materials for self-control

A. Tasks for self-control — the control of initialknowledge level of
the topic.

1. To sketch the scheme of pathological changes icorgtary
tuberculosis: localization of effusion in pleurisi€apical, interlobar,
osteodiaphragmatic, costal, paramediastinal, siggghchgmatic).

2. To sketch the scheme of localization of changepl@diral cavity in
empyema.

3. Definition of secondary tuberculosis?

A. Relapse of tuberculosis.

B. Destructive tuberculosis.

C. Tuberculosis discovered in a long run aftergtiéa?

D. Tuberculosis with the full-scaled picture.

E. Generalized tuberculosis.

The standard of the answér:
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4. How can tubercular etiology of pleurisy be provd?

A. Changes of the tubercular nature in lungs oemtitgans

B. Revealing MB' in the pleural liquid or sputum

C. The apparent reaction to Mantoux test or recenversion of
tubercular tests

D. Needle byopsy of pleura

E. All of mentioned above is of importance for domfation of etiology
of pleurisy.

5. Define a mechanism of development of pleural ilfmmatory
reaction caused by mycobacteria tuberculosis?

A. Lymphogenic only.

B. Lympho-hematogenic.

C. Sputogenic.

D. Bronchogenic.

E. Hematogenic only.

6. Which kind of exudate has small quantity of frediquid, being
quickly organized, producing sheet-anchors?

A.Purulent.

B. Serous.

C. Fibrous and serous-fibrous.

D. Hemorrhagic and serous-hemorrhagic.

E. Serous-purulent.

7. Complication of which form of pulmonary tubercular process can
be development perifocal pleurisy?

A. Fibrous-cavernous.

B. Infiltrative

C. Subacute disseminated

D. Chronic disseminated

E. All the forms specified can be complicated byifpeal pleurisy.
8. What measures should be taken on a priority basiin treatment
of accumulation of purulent exudates in tuberculos of pleura?
A. Increase of quantity of antitubercular prepanadi

B. Repeated aspiration of exudate with formationexjative pressure in
the pleural cavity

C.Prescription of corticosteroids

D. Prescription of disintoxication therapy

E. All above-mentioned

9. What complications can follow tubercular empyema

A. Bronchopleural fistula.

B. Thoracical fistula

C. Amyloidosis of inner organs
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D. Pneumopleurisy
E. All mentioned above.

The patterns of answers4.E. 5.B 6.C.7E. 8. B 9.E

7. The control of final level of the topic masterig
1. A 47-year-old patient complains of weaknessjgfe, loss of
appetite, raise of temperature up to 88,blunt pain in the right half of
the thoracic cage. Objectively: the patient lies the right side,
respiratory rate 40 per minute, the right half leé thoracic cage lags
behind in respiration. In the middle and bottormdtof the right half of
the thoracic cage, vocal fremitus is not obsenddiness is defined
percussively, respiration is not heard. Above the liorder of dullness,
pulmonary sound with tympanic shade is heard.tRerlast half a he
has contacted a patient with open form of tubesis]anitial diagnosis:
tuberculosis.
Which form of tuberculosis can display the above-maioned
physical data?
A.Infiltrative tuberculosis of lungs.
B. Cirrhotic tuberculosis of lungs.
C. Exudative pleurisy.
D. Caseous pneumonia.
E. Fibrinous pleurisy
2. During a week, a 27-year-old patient complaihghe pain in the
right half of thoracic cage, subfebrile temperatureakness, loss of
appetite, dyspnea.
On the survey X-ray in the right lung homogeneoaskening of high
intensity is observed — froifl rib up to the dome of diaphragm.
The top border of a shadow represents a slanthgg the lower one —
runs into the dome of the diaphragm.
After carrying out of a pleural puncture and reshaof the pleural
liquid, the diagnosis is: FDTB (22.03.2005) rightdes pleurisy
(exudative) MBT+ M+ C+ Resist | (0), Resist Il (0), Hist 0, Ca€Cbg 1
(2005).
What changes of the pleural liquid will be charactestic for
exudative pleurisy tubercular etiology in the patiat?
A. Specific weight 1,012, protein 20g/l, cytosis @€utrophil, Rivalt's
reaction-negative.
B. Specific weight 1,025, protein 50g/l, cytosis i@€utrophil, Rivalt's
reaction -positiveMBT-
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C. Specific weight 1,020, protein 40g/l, cytosis riutrophil, Rivalt's
reaction-positiveMBT-
D. Specific density — 1,020, protein 40g/l, cyto8id lymphocytes,
Rivalt's reaction -positiveyIBT+
E. Specific weight 1,020, protein 40g/l, cytossrieutrophil, Rivalt's
reaction-positiveMBT-
3. A 15-year-old teenager. A week ago felt paintha right half of
thoracic cage, weakness, dyspnea, raise of tenwperajp to 38,8.
Objectively: intercostal intervals projected frommetright side. In the
middle and bottom portions of the right lung, \‘eitemor is absent,
percussively — shortening of percussive sound aulder-blade and
axillary lines, auscultatively — respiration is ghigg weakened. On X-
ray: intensive darkening of the right pulmonanjdiérom III rib up to
the diaphragm is observed. Heart shadow is distdctt the left. When
he was 14 years old, revactination did not spendngwo the
infestation. Current Mantoux test with 2 TU PPD-infiltrate 22 mm in
diameter.
The most likely diagnosis of the teenager is?
A. Right side exudative pleurisy of tubercular Etgy.
B. Atelectasis of the right lung.
C. Right side caseous pneumonia.
D. Nonspecific right side exudative pleurisy
E. Right side pleuropneumonia
4. A 34-year-old patient complains of the pain e tright half of
thoracic cage during a week, subfebrile temperatueakness, dyspnea.
Objectively: the right half of thoracic cage lagshind in respiration act.
On the posterolateral portion of the right lunglolethe angle of the
shoulder-blade, absence of voice trembling, shorterpercussive
sound, the weakened breath are marked. The suoaytgenogram
shows homogeneous darkening of high intensity énrigpht lung — from
I rib up to the dome of the diaphragm. The top boalehe shadow
represents a slanting line, lower — runs into tomel of the diaphragm.
After carrying out of a pleural puncture and reskanf the pleural liquid,
the diagnosis is: FDTB(12.04.2005) right side pdyuiexudative),MBT+
M+C+ Resist 0, Resist 11 (0), Hist 0, Cat 1 Cog@@05b).
What therapy should be instituted in the intensivephase?
A.Isoniasid+Rifampicin+Streptomycin+ Pyrazinamid.
B. Isoniasid+Rifampicin+Pyrazinamid.
C. Isoniasid+ Rifampicin+Streptomycin.
D. Isoniasid+Rifampicin+Ethambutol.
E.Rifampitsin+Streptomycin+Ethambutol+ Pyrazinamid.
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5. During a week, a 37-year-old patient complaihe/@akness, raise of
temperature up to 38% pain in the left half of the thoracic cage,
dyspnoea. Objectively: the left half of thoraciggdabehind in the
respiration act. In the posterolatepartion of the left lung, below the
angle of the shoulder-blade, absence of vocal tremleortening of
percussive sound, weakened breath is marked. At gshevey
roentgenogram: in the left lung, from IV rib up the diaphragm,
massive homogeneous darkening is defined. Headoshis dislocated
to the right. The tubercular etiology of exudatipéeurisy can be
diagnosed.

Which research of the patient will confirm the etidogy of

pleurisy?

A. Bronchoscopy.

B. Roentgenoscopy.

C. Research of the pleural liquid.

D. The biochemical analysis of blood

E. General analysis of blood.
The patterns of answers:1.C. 2. D. 3A. 4A.5C.

Recommended reference
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Topic # 10: Pulmonary tuberculosis and occupationaldiseases.
Tuberculosis in HIV/AIDS patients. Clinical picture. Diagnostics.
Clinical features and treatment.

1. Currency of the topic.

Occupational diseases of lungs arise owing to émfbe of
harmful factors of the environment on the organtuming production
activity. Occupational hazards include vibratiorhalation of chemical
agents, high level of gas contamination, influenoé ambient
temperature fluctuation, increase of pressure,spresreduction and air
humidity. The most spread and studied are the skéseeelated to dust
inhalation — pneumoconioses.

Pneumoconiosis is characterized by developmentibobdis,
connective tissue nodules and their conglomeratédéchw breaks
pulmonary ventilation and causes respiratory irncigfficy.

Perilous complication of dust diseases is developme
tubercular patients endogenous reactivation ofduesi changes in
pulmonary tissue and lymphatic nodulars. Therefoaerying out of
antituberculous treatment will allow silicotuberaupatients to warn the
progress or stabilize it.

The problem of combination of HIV/AIDS and tuberasils is
of international significance. The tuberculosis dee of the most
frequent infectious cause of death in HIV-infecitl AIDS patients.
According to some statistical data, there are mibr@n 4.000.000
patients with combination of HIV-infection and aetituberculosis in
the world.Tuberculosis can affect both HIV-infected and Alp&ients.

Early treatment of tuberculosis in HIV-infected aki®S patients by
antitubercular means allow to receive encouragewylts. Therefore it is
important to know specified pathology and methddts treatment.

1. General goal:

To create for students the conditions which proVédening opportunity
and skills, allowing to distinguish combination gbulmonary
tuberculosis with occupational diseases, featurds course of
tuberculosis in HIV-infected and AIDS patients.

3. The concrete aims:

1.To sum up the results of examination of patieatfected with
pulmonary tuberculosis combined with dust diseddég-infection and
AIDS.
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2. To identify the basic syndromes in the combinedurse of
tuberculosis with dust diseases, HIV/AIDS.

3. To diagnose the studied forms of tuberculosi, diseases and HIV/AIDS.
4. To formulate a diagnosis according to clasdificein combination of
dust diseases and HIV/AIDS.

5. To institute holiatry in various forms of tubelasis in combination
with dust diseases and HIV/AIDS.

4. Basic knowledge and skills are necessary for timpstudying

For achievement of specific goals of a topic thelsht should own
the following knowledge and skills:
1. To be able to examine patients affected with pulangn
tuberculosis and dust diseases.
2. To be able to lead medical examination of the patiancluding
chest examination: to define the form, to revealfodeations,
respiration act lagging of this or that half of ttterax in combined
pathology patients.
3. To be able to provide palpation, percussion, arstaltation of the
thorax cage.
4. To state clinical estimation to the finding in caméd pathology, to
define pathogenesis of revealed symptoms.
5. To be able to sum up the finding.
6. To know the genesis of combined course of studidtbfngical changes.
7. To be able to define concrete syndrome of defeatli@rculosis
and its combination with dust diseases and HIV/AiBBction.
8. To describe pathomorphological changes in the bogulmonary
tuberculosis in combination with dust diseases, /AIDS.
9. To classify antitubercular preparations, to applptimum
perfomance of chemotherapy in specified combinddgbagy.

5. Tasks for independent work during preparation fa class
5.1.The list of main terms, parameters, charactesistibich the student
should acquire while preparing to the class.

1. Pneumoconiosis (from Latinpneumonum - lung,
konies -dust) - Group of chroni
diseases of lungs caused by duraple
inhalation of industrial dust.

2. Silicosis The causes of development
inhalation of dust, containing fre
silicon dioxide SiQ

1]

3. Silicatosis The cause of development | —
inhalation of silicate dust containing
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dioxide of silicon in bound state

asbestosis, talcosis, coalinosjs,
cementosis, glass fiber coniosis.

4. Metalconiosis aluminosis,  beriliosis, siderosis,
staniosis.

5. Carboconiosis The cause - (inhalation |of
carbonaceous dust) anthracosis,
graphitosis

6. Pneumoconiosis The cause — inhalation | of
toxicoallergenic dust — byssiniosis,
amidosis.

7. HIV Human immunodeficiency virus

8. AIDS Acquired Immune Deficiency
Syndrom

5.2. Theoretical questions for the class:

1. Definition of
tuberculosis and pulmonar
dust diseases (coniotube
culosis).

Phthisiology.
y Manual/Pyatnochka
r- 1.T.,Ternopol, 2002
p.179-195

Phthisiology. A
textbook/Petrenko
V.1, p.157

2. Classification of
pneumoconiosis subject to tf
structure of dust

ne

p.123-127

p.158

3. Developmental stages

pneumoconiosis 1, 2, 3, thei

characteristic

nf

p.123-127

p.158

4. Clinical course of
tuberculosis in combination wit

silicosis. Differential diagnostics.

Treatment of combinel
processes. Examination of t
patients.

=)

)
ne

p.179-195

p.158-159

HIV-infection, the characteristig.

Clinical picture. Treatment.

p.186-189

Phthisiology. A text
book/Petrenko V.I.,
p.182.

5. AIDS -
clinical

final stage of
course of HIV-
infection.  Distinctions in
display of tuberculosis if
early and late stages. HIV
infestation. Clinical course o
combination of tuberculosi
and AIDS. Treatment
Examination of the patients.

p.186-189

p. 183.
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5.3. Practical tasks which are doing during the clss

Task Nel. To schedule conversation with a tubercular patdfected
with pulmonary dust diseases, HIV-infection or AID® which to
reflect the cause of disease, feature of clinicalirse, necessity of
treatment.

Task Ne2. To put questions, wich are supposed to be disdusd
examination of patients: to lead the analysis ohglaints of main and
concomitantdiseases in the concrete patient.

Task Ne3. To lead objective pulmonary patient examinatidfecied
with dust diseases, HIV -infection and AIDS, andthedule the survey
design.

Task Ned4. According to objective examination, tool methadgesting,
to diagnose, having specified type of tuberculacpss, localization, the
clinical form, presence of destruction, bacterisetion, medicinal
sensitivity MBT, results of histologic confirmation of the diagi®s
category, cohort, complications. To specify thegdiasis of dust
disease, HIV-infection and AIDS in the formulation.

Contents of the topic

Dust diseases arise owing to influence on orgaménthe
person of harmful factors of the environment durindustrial activity.
The most spread and studied are the diseases ¢edmneith inhalation
of various dust.

Pneumoconiosis — is a group of chronic diseasebefungs
caused by long inhalation of industrial dust. Pnecomiosis is
characterized by development of fibrosis, connectissue nodules and
their conglomerates (units) in lungs and lymph sode

Conglomerates may undergo necrosis, partial cedtitin or
destruction, resulting in caverns. The patientciéfé with silicosis has
enlarged, consolidated lungs. The parietal and aséidal pleurae are
thicken and inosculate, under the pleura may oealious emphysema.

In mucous membrane of bronchial tubes, tracheasathnasal
turbinates — atrophy and sclerotic changes, thexefmeumoconiosis
may follow chronic bronchitis.

Owing to pathological changes in lungs in patieatfected
with pneumoconiosis, pulmonary ventilation, gas tribstion and
diffusion of oxygen in alveoli are disturbed, regpbry insufficiency
develops, which becomes complicated by the devetopmof
uncompensated cor pulmonale. Most often pneumosinibecomes
complicated by pulmonary tuberculosis. Pneumocasiaibject to
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development, are subdivided into silicatosis, nuetaibsis,
carboconiosis, hypersensitive pneumonitis, or preaamiosis.

Forms of pneumoconiosis:

-interstitial,

-nodular,

-central.

Subject to the course they can berapidly progressive, with slow
course, with stable, with regressing. Besides, proaoniosis has the
following stages of development:

1 stage — is characterized by enrichment and defiion of lung
pattern, presence of net pneumosclerosis and smdliles in middle
departments of lungs.

2 stage — is characterized by deformation of robtsngs, emphysema,
a large quantity of small and middle nodules traughthe pulmonary
parenchyma.

3 stage — is characterized by expressed pneumosislepresence of
greater units, conglomerates, cavities, bulloustersema.
Coniotuberculosis - complication of silicosis with pulmonary
tuberculosis. Most often the tuberculosis joinsnpaary silicosis. In
stage 1 — in 10-20% cases: in stage 2 — in 20 -60%tage 3 - in 60 -
80%.

Tuberculosis in silicosis patients develops as saulteof
endogenous reactivation of residual changes inslung intrathoracic
lymph nodes, or as a result of exogenous supetiafex In the lungs,
initially arise foci, then infiltrates and even d#ss.

Clinically, the patients develop stable subfebrilodi
temperature, weakness, rapid fatigability, hypewsis, nodulars appear
in the apexes of lungs, ESR being accelerated.

Silicotuberculosis and other forms of coniotubeosid demand
antitubercular treatment, and also, the preparstiatesigned to
liquidation or stabilization of nonspecific brontthi Treatment of
chronic cor pulmonale is also carried out.

HIV-infection is the disease which develops as a result of long
persistence of human immunodeficiency virus (HIX)lymphocytes,
macrophages and nervous system cells, and is ¢barad by
progressing destruction of immune system.

AIDS - the final stage of HIV-infection, affected bynmne and nervous
systems defeat and displays the development afeseival, bacterial, parasitic
diseases and/or malignant neoplasrasmay be fatal.

94



In the world, sexual way of transfer of HIV prewillransfer
of HIV through blood occurs by transfusion of infet blood, through
infected needles and syringes.

There are several stages of development HIV-iofecticute HIV-
infection, asymptomatic carrying stage, persistgeceralised lymphadenopaty
stage, AIDS — the final stage of clinical courseibf-infection.

About one third of all HIV-infected are infectedBT. In
people infected by HIV, presence of any infectiomcluding
tuberculosis, provokes faster distribution HIV-ictien.

The immune system will lose ability to warn growdhd to
localize the distribution of MBT. Therefore disseminated and
extrapulmonary diseases are more common. But thienomary
tuberculosis remains the most widespread form M-idfected people.
Its manifestation depends on degree of immunosigorel 20 cases in
HIV-infected in a year after the tuberculostatiertipies begins, there
comes fatal outcome either from tuberculosis omfrother HIV-
dependent pathology (sepsis, diarrhea, pneumorappshi's sarcoma,
criptococcal meningitis). Death rate of patientfeected with HIV-
infection and tuberculosis decreases if use standamodes of
chemotherapy are used.

The HIV-infected with positive Mantoux test, cocit with
open form of tuberculosis are prescribed preventigeeption of
isoniasid on 30dg per day during 12 months.

6. Materials for self-control

1. To sketch the scheme of dust diseases pathologfiealges in the
lungs.

2. What is the most frequent localization of tubercuthanges in
pulmonary dust diseases:

A. proximal

B. middle

C. distal

The standard of the answer: A.

A. Tasks for the control of the initial level of thre knowledge.

1. A miner, 43 years old, has been diagnosed pneoinisis in
connection with changes in the lungghat factor of professional
hazard played main role:

A. action of vibration;

B. inhalation of chemical substances;

C. gas contamination;
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D. influence of ambient temperature difference;

E. atmospheric pressure and humidity air change;

F. inhalation of dust.

2. A woman, 35 years old, in the course of 4 ydwms been suffering
from chronic bronchitis. Five months ago hemoptide/eloped, the
body temperature raised to G8The plan X-ray film of the thoracic
cavity: against the background of the enrichmemiglypattern in the
apex portions of both lungs — focal shadows of kraald middle
intensity, under the clavicles — radiolucenciesnddax test with 2TU
PPD -L - infiltrate 1Qum route in the anamnesis is absent.

What is diagnosis in the patient?

Variants of answers:

A. Carcinomatosis;

B. Pneumoconiosis;

C. Disseminated pulmonary tuberculosis;

D. Bilateral focal pneumonia;

E. Focal pulmonary tuberculosis.

3. What are the most important diagnostic signs ofannection of
tuberculosis in pneumoconiosis patients?

A. Positive tuberculin sensitivity of Mantoux tegith 2 TU PPD -L.

B. RevealingMBT in sputum.

C. Presents of symptoms of tubercular intoxication.

D. Findings as to recent tuberculosis.

E. Focal shadows on the roentgenogram.

4. A patient, 25 year old, suffers from AIDS anccabacteriosiswhat
combination of antibacterial preparations is optimum for patients?
A. kanamicin+cikloserin+rifampicin;

B. rifampicin+etambutol+PASK;

C. isoniazid +streptomycin+capreomicin

D. pyrasinamid+etambutol+ethionamid;

5. In an AIDS-patient in radiological examinati@ngmassive focal-
infiltrative shadow in the lower portion of bothigs is revealed.
Reaction to Mantoux test with 2 TU PPD -L negathkhich is the

most likely diagnosis in the patient ?

A. Bilateral lower portion pneumonia

B. Disseminated tuberculosis.

C. Carcinomatosis.

D. Bronchiectatic disease.

E. Mycobacteriosis.
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7. The control of final level of the topic masterig

1. A patient, 46 years old, silicosis join tubeosgis. What is the most
likely symptomatology?

A. Absence of symptoms;

B. Just dry cough;

C. Pain in the thorax;

D. Hemoptysis;

E. Weakness, rapid fatigability, hyperhidrosis, bita subfebril
temperature, the focuses on apeces.

2. A patient, 37 years old, fell sharply ill: teempture up to 40, chills,
hoarse cough, dyspnea, cluster headache. Ten gganecovered from
disseminated tuberculosis, without visible residetsnges in the lungs
at present. The disease developed after long-ldstpdrinsolation. At
radiological research in both lungs to full extare crowded, homotypic
focuses, in smeavIBT are not found. Tuberculin test negative. What
diagnosis with greater probability can be put ® patient?

A. Chronic dissemination pulmonary tuberculosibase infiltration,
MBT (-);

B. Carcinomatosis of lungs;

C. Silicopulmonary tuberculosis;

D. Milliary tuberculosis;

E. Bilateral microfocal pneumonia.

3. A patient, 38 years old, each spring against thekdraund of
paroxysmal dyspnea lung dissemination develops g@ed foci),
intoxication is absent, route in anamnesis is @tbd&'hich is the most
likely disease in the patient ?

A. Silicosis;

B. Silicatosis;

C. Metalconiosis;

D. Caroconiosis;

E. Hypersensitive pneumonitis or pneumoconiosis sglyosis,
amidosi3.

4. A patients, 64 years old, having worked on ndoeing 20 years, is
the invalid of the second group on pneumoconidgisyever in the last
3 years reduction of dyspnoea has been markeditaiap, exercise
performance restored. At X-ray examination: deaeazdoci in lungs is
marked. What is the kind of the pneumoconiosis se@r

A. Quickly progressing;

B. Slowly;

C. Stable;
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D. Regressing.

5. A patient, 47 years old, with route on the niméhe course of 15
years. In radiological research in lungs large thdarkenings of wrong
form are defined. Define the form of pneumoconiosis

A. Interstitial;

B. Focal;

C. Knotty;

The patterns of answers6: 1. F, 2. B, 3. B,4.C, 5.E.
7:1.E,2.D,3.E, 4.D,5.C.

Recommended reference
Main literature:
1. Petrenko V.I. Phthisiology. A textbook for statie/ V. I. Petrenko —
Kyiv.: Medicine, 2008. — 287 p.
2. Pyatnochka I.T. Phthisiology. A teaching marnnalkrainian and
English / I.T. Pyatnochka — Ternopol.: Ukrmedkny®@02. — 257 p.
Additianal literature :
1. Crofton J. Clinical Tuberculosis / J.Crofton,Mbrne, F. Miller —
London.: Macmillan press LTD, 1995. - 210 p.
2. Harryes A.TB. Clinical manual for South Eastash.Harryes, D.
Maner, M. Uplecar — Biella: WHO, 1997 — 145 p.

Topic# 11 : Tuberculosis of the peripheral lymph ndes. Clinical
picture. Diagnostics. Treatment.

1. Currency of the topic

Extrapulmonary tuberculosis accounts for 10% ofaltot
morbidity, but the percent tends to be larger amahgdren and
adolescents, and is up to 15%. The percentagebefrdulosis of the
peripheral lymph nodes (TBPLN) in the structure extrapulmonary
tuberculosis accounts for 3,1% — 43,0%. In thedasade, frequency of
occurrences of combined and generalized tuberculdisat affect
TBPLN has increased from25,5% to 31,6%. The somatic condition of
TBPLN-patients has been materially worse; amongntltt®ncomitant
non-tubercular diseases
accounts for 57,1%. Problems of diagnostics andtrirent provoke
proliferation of complicated diseases (40% in thadern period)
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This guidance aims to help students systematizailegaand mastering
of the theme at their hands-on practice and eXtrssqreparation.

2. General goal: to create the conditions for students ensurirg th
successful getting of the knowledge and skills vailhgy to diagnose
clinical forms of secondary tuberculosis and analgtatained results.

3. The concrete aims:

1. To explain the pathogenesis of TBPLN.

2. To define indications for laboratory and functiomadamination of
TBPLN-patients.

3. To independently realize and estimate the findinfjsobjective
examination of TBPLN-patients.

4. To use the findings of laboratory examination (clireand
fluorescent bacterioscopy, flotation, inoculatiorf onedium,
estimation of MBT drug resistance, histologic stuafypathologic
material for verification of clinical form of TBPLN

5. To estimate the findings of histological screenioigperipheral
lymph nodes puncture for differential diagnostidstuberculosis
and other diseases.

6. To estimate the findings of hemogram, cytologicalesning of
peripheral lymph nodes puncture for verification albnormal
changes in the body, severity of tubercular process its
distinction from other diseases.

7. To define the aim and indications for individuatties of treatment.

8. To create of patient's clinical diagnose accordiag clinical
classification.

4. Basic knowledge and skills are necessary for tigpstudying

Previous subjects Derived skills

11°)

1. Department of topographic anatomylo know the classification of th
peripheral lymph nodes, the
localization, structure.

=

2. Department of introduction into | To know the approaches of laboratgry

internal diseases examination and function study of the
patient and determine their volume.

3. Department of normal and To know the approaches of blood

pathologic physiology and tests, the peripheral lymph nodgs

Department of introduction into material, urine. To know the

internal diseases pathologic changes from normal state.

4. Department of histology To know the approachiebkistologic

study and cytologic screening. To be

99



fulfill its microscopy and differentiat
cell structures in various diseases.

capable to prepare a pathologic smear,

5. Department of microbiology

To know the detectigabercular
mycobacteria approaches
pathologic material. To be capable

Nielsen staining, and find tubercul
mycobacteria in it. To realize
pathologic material inoculation ¢
dense medium.

to

prepare a direct smear, to carry qut

- D

6. Department of pathologic anatomy To implemenstdidgic study of

pathologic material taken durin
biopsy.

5. Tasks for independent student’s work during thepreparation for

the class

5.1. The list of the main terms, parameters, chiarastics which the
student has to muster during the preparation fcthss.

Generalized lymphadenitis

Simultaneous lesion v groups of
lymph nodes.

Necrotic caseation in
tuberculosis

Morphological variant of TBPLN, describab
by prevalence of alteration processes with
wide-spread areas of caseous necrosis, th
times completely supplant lymph nodes, an
low-grade perifocal specific infiltration.

e
the
at at
da

Infiltrative lymphadenitis

Morphological variant of TBPLN, describab
by prevalence of exudation process 3
specific inflammatory reaction of lymp
nodes appearing as non-necrg
polymorphocellular granulomas or its sm
guantity

e
nd
h
tic
all

Indurative lymphadenitis

Morphological variant of TBPLN, describab
by prevalence of proliferation processes w
fibrotic-scarchanges.

e
ith

Primary lymphadenitis

Tubercular lesion of lymph nodes in childr
and adolescents, infection-related disease
to hematogenic carrying of infection in i
early-spread period, inclined to cased
necrosis tissue reaction type in lymph nod
their dissolution and formation of fistulas.

BN
due
Is

Secondary lymphadenitis

Tubercular lesion of lymph nodes in adu

and adolescents, infection-related disease
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to lymphohematogenous carrying of infectipn
during progression of primary affect, inclined
to infiltrative and fibrous changes in lymgh
nodes without formation of fistulas.

Primary focus

The area of specific lesion of pulaagnor
extrapulmonary localization, which is the
source of lymphohematogenous carrying | of
infection.

5.2. Theoretical questions for the class.

1. Which groups of peripheral
lymph nodes are more
particularly affected by
tuberculosis?

PhthisiologyManual
/Pyatnochka
I.T.,Ternopol, p.165

Phthisiology. A
textbook /Petrenko
V.1, p.201

2.To interpret the pathogenesis
of tubercular lymphadenitis.

165

201

3.With what diseases the
differential diagnostics of
tubercular lymphadenitis should
be performed?

166

4.Which is tuberculin response
to tuberculosis of peripheral
lymph nodes?

166

202

5.Which morphologic variants o
tubercular lymphadenitis are
specified?

165

6.Which evidence of progress
tuberculosis of lymph nodes is
marked?

166

201-202

7.What is the feature of
chemotherapy of tubercular
lymphadenitis?

166-167

202

8.Specify the indications for
surgical service of tubercular
lymphadenitis.

167

202

9.What is operative intervention
in tuberculosis of peripheral
lymph nodes?

167

202
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5.3. Practical tasks, which are doing withing thelass.
Tasks for the control of initial level of knowledge

O Owp M OOwp

o UQwp > TOwmP w

oOwy»

To which period of development of tubercular proces does

TBPLN most often belong?

. Primary;

. Secondary;
. Combined;
. Any.

Combined TBPLN most often develops as a result of..

. Exogenous superinfection;
. Endogenous reactivation of any localization focus
. Secondary lesion of lymph nodes by tuberculacabpcteria

followed nonspecific lymphadenitis.

. Chronic latent spread of microbes.

Which factors can provoke exacerbation of TBPLN?

. Nervous breakdown;
. Supercooling;

. Intercurrent diseases;
. All above mentioned.

Which groups of peripheral lymph nodes are most oén
affected by tuberculosis?

. Inguinal;

. Axillary;

. Intrathoracic;
. Cervical.

Which pathomorphologic variants of tubercular lymphadenitis

are not specified?

. Indurative;

. Caseous-necrotic;
. Infiltrative;

. Combined.
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6. Tasks for self-control of the final level of stdent’s knowledge

6. Olga R. is 12. Mantoux reaction with PU - infiltrate 13 mm in
diameter. She was vaccinated by BCG in maternitysbprevaccinated at 7
years old. Half a year ago she was in contact wétient suffering from
open form of TB. She has no complaints, skin patt @dean, temperature is
normal. There is local hyperemia placed in the trigkillary. There are
painless lymph nodes sized 0.4-0.7 mm, palpatedsais and elastic.
Haemogram: hemoglobin-135 g/l, leukocytes- 12#1,0rode/n-8%, ESR-
19 mm/h. There are no changes in lung and heegived under physical
investigation. Roentgenogram of lungs shows nbgiagy.

Diagnose according to clinical classification?

7.Maxim D is 25. According to anamnesis he was ¢&@dt years ago due to
primary revialed pulmonary TB. No complaints. €dijvely: there is
lymph nodes, 4 mm in diameter, of dense consistemzy painless in the
right supraclavicular area. Haemogram: hemoglebR0g/l, leukocytes-
9.3*10° /I, rode/n-7 %, ESR-12 mm/h. There are no MBT réeay
bacterioscopy.

Diagnose according to clinical classification?

8. Patient A. is 20-years-old. Mantoux reaction watliU- infiltrate 18 mm
in diameter. Half a year ago he was contacted wétient suffering from
open form of TB. There are complaints of generabkmess, enhanced
fatigue,decreased appetite. Objectively: thereitisnorbid increased lymph
nodes, placed on the neck side surface, 0.8 cniameder. There is a soft
field in its center with a fistula-like path. Hegram: hemoglobin -115g/l,
leukocytes- 10*19/1, rode/n-9 %, ESR-16 mm/hMicroscopy of the fistula
excretions reveals MBT.
Diagnose according to clinical classification?

The patterns of answers:

1B2B3.D4B5.D

6. NTB(date of revealing) right axillary regiorénipheral I/n, phase of
infiltration) Destr-MBT 0 MO CO Resist0 Hist0O & 3 Koh (year)

7. NTB (date of revealing) right side under clagiokgion (peripheral
I/n , fase of calcinations and petrification) De3BT 0 MO CO
Resist0 Hist0 @ 5.1 Koh (year).

8. NTB (date of revealing) cervical right regiorefgpheral I/n)

Destr +MBT+,M+,C0,Resist0 Hist0, & 1, Koh (year).
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Recommended reference
Main literature:
1. Pyatnochka I.T. Phthisiology. A teaching manuralJkrainian
and English / I.T. Pyatnochka — Ternopol.: Ukrmediay 2002. —
257 p.
Additional literature:
1. Zaytceva S.I.Extrapulmonary TB. Manual/ S.1. €aya, S.L.
Matveeva, Kharkiv, KDMU, 2004. — 8 p.
2. Crofton J. Clinical Tuberculosis / J.Crofton, Hbrne, F. Miller —
London.: Macmillan press LTD, 1995. - 210 p.

Topic# 12 : Tuberculosis of the bons and joinses.li@ical picture.
Diagnostics. Treatment.

1. Currency of the topic

Tuberculosis of the bons and joinses (TBB&J) acteuor
20 % of extrapulmonary tuberculosis. The youngehild is, the greater
risk of his/her being affected by TBB&J. For thestldl5 years, the
average dally census of TBJ in common sicknessofatgberculosis has
remained stable (5-7 %). If TBB&J in children lefarly untreated, they
undoubtedly become invalid, and with age withouly arhance to
recovery, but under anatomical and functional fiestutheir state of
health deteriorates.

The initial stage of extrapulmonary tuberculosidificult to
diagnose, which refers to ambiguity of initial sigof the disease; this
will lead to late diagnostics of advanced casesiavalidism.

2. General goal:to diagnose and scheme TBB&J treatment regimen.

3. The concrete aims:

1. To generalize results of the interrogatory gfasient, data of physical
examination and investigations with concrete chhiorm of secondary
tuberculosis.

2. To identify the main syndromes of different @ad forms of TBB&J.
3. To establish the diagnosis of TBB&J forms oferdulosis on the
ground of obtained results of the examination.

4. To formulate clinical diagnosis of TBB&J formd tuberculosis
according to classification.
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5. To prescribe complex treatment in differentickhforms of TBB&J.
6. To diagnose the complications of TBB&J and tdgren a first aid in
urgent states of a patient.

4. Basic knowledge and skills are necessary for timpstudying

Previous subjects

Derived skills

1. Department of To know the classification, localization,
topographic structure of osteoarticular apparatus.
anatomy

2.Department of To implement objective studyf osteoarticular

faculty therapy apparatus.

3. Department of To know the structure of bone tissue,

histology cartilaginous tissue. To implement histologic

study of the material.

4. Department o
microbiology

To implement microscopic investigation of
pathologic material (MBT test).

5. Department of
pathologic anatomy

To implement histologic study of pathologic
material taken during biopsy.

6. Department of
microbiology.

To know detection tubercular mycobacteria
approaches in pathologic material. To |be
capable to prepare direct smear, to carry |out
Ziehl-Neelsen staining and find tubercular
mycobacteria in it. To realize a pathologic
material inoculation of dense medium.

7. Department of
roentgenology

To estimate the roentgenogram of skeletal
system in various projections. To know the
bone structure and its projection of the anatomic
subunits at anterioposterior [AP] radiograph and
lateral X-ray film. To know the basi
radiological signs of skeletal system pathology.
To define, draw out and describe the patholqgic
changes at the roentgenogram of the bpone
structures, draw the radiological consultation
report.
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5. Tasks for independent student’s work during thepreparation for

the class

5.1. Theoretical questions for classes to be stiualiextracurricular

activities.

1. Which forms of
TB bones and
joints are most
frequently
diagnosed?

Phthisiology. A
teaching manual in
Ukrainian and
English/
Pyatnochka I.T.,
p.170

Phthisiology. A
textbook/Petrenko V.I.,

p.-

2. Which are basic
pathogenetic
factors of
TBB&J?

170-171

3. Where are
located
pathologic focus
in TBB&J?

170-171

4. Which TBB&J
course phases are
specified?

171

5. Which features of
clinical picture of pre-
arthritic stage are
common?

171

6. What is arthritic
stage?

171

7. Why inflammation
in surrounding soft
tissues in TBB&J is
called ‘scrofulous
abscess’ or ‘cold
abscess’?

171

8. What is
postarthritic stage?

171
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9. Which 171 -
complications of
TBB&J are possible?|

10. Which TBB&J 172 -
treatment regimen in
arthritic stage is
applied?

5.2. Practical tasks, which are doing withing thelass.

1. To explain the pathogenesis of TB bones and joints

2. To independently realize and estimate the findinfisobjective
examination of TBB&J -patients.

3. To use the findings of laboratory examination (clireand
fluorescent bacterioscopy, flotation, inoculationf onedium,
estimation of MBT drug resistance, histologicaldstwf pathologic
material for verification of clinical forms of TBB&)

4. To define the aim and indications for individuadtias of treatment.

Contents of the topic

The specific process starts at a bone sites pasgetis®e most
developed vessel net (vertebrae, metaphyses armghiggs of long
bones). Typical tuberculous granules form in baaed joints, which in
time fuse, forming nidi of caseous necrosis. Theeap of the process
results into the joints lesions, exudate accumutatiAs a result the
influx (cold) abscesses may form, which rather mfédecompany spine
tuberculosis.

Clinic. Three phases of bone-joint tuberculosis coursaiamiminated:
1. phase-prearthritic, which is characterized bynfag a specific nidus
in an unaltered bone tissue. Clinical signs of thiekness are
inconsiderable, joint pain appears and slightlyregped intoxication
phenomena.

2. phase-arthritic, which is characterized by theead of the process to
the joint surfaces, cartilage and joint capsulestiuetive changes arise
in the joint, intoxication phenomena and pain gjtkan, joint oedema
appears, muscular tension, later their partialptyo

3. phase-postarthritic, which is characterizedhgygrocess stabilization
with the formation of stable skeletal deformations.

4. In arthritic phase of bone-joint tuberculosismmhications may
appear:

-destructive processes in bones and joints,
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-cold (influx) abscesses,
-fistulae and as the result-amyloidosis diseasetefnal organs.

In addition to these complications, at tubercul@pmondylitis,
pareses and paralyses may arise as a result &l ggrd squeeze. For
diagnostics of bone-joint tuberculosis roentgenphi@ and
tomographic examination are used. The diagnosi®iidied by means
of histological, cytological and microbiological @xination of the
content of the abscess, bone cavities, materiantdly puncture and
biopsy from affected joint and bone tissue.

Recommended reference
Main literature:
1. Pyatnochka I.T. Phthisiology. A teaching manualJkrainian
and English / I.T. Pyatnochka — Ternopol.: Ukrmediay 2002. —
257 p.
2. Petrenko V.l. Phthisiology. A textbook for state / V. I.
Petrenko — Kyiv.: Medicine, 2008. — 287 p.
Additional literature:
1. Zaytceva S.I.Extrapulmonary TB. Manual/ S.|.Zaya,
S.L.Matveeva, Kharkiv, KDMU, 2004. — 8 p.
2. Crofton J. Clinical Tuberculosis / J.Crofton, brne, F. Miller —
London.: Macmillan press LTD, 1995. - 210 p.
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