TUBERCULOSIS

Fb/Nurse-Info



. Tubercu1051s has been classified anatonucally in
several ways. The American-school dlstmgulshed
between childhood and adult tuberculosis, Primary
infection with. its sequel disseminated tuberculosm 18
regarded .as the childhood manifestation and
bonchogenous tuberculosis as the adult form of
tubercu1051s This 013551ﬁcat10ns has no pathologlc
basis. ' ' ’

* Primary infection 1s marked out by the almost
invariable combination of a focus at the portal of
entry w1th a homologous change in the

corresponding lymph nodes (primary complex).



. Dlssenunatlon may follow prlmary mfectlons and 1 15
more often in children than in adults. |

» Invearly childhood cavitation of a primary lesion
may:lead to a type of lesion anatomically
indistinguishable from adult-tuberculosis and
pulmonary tuberculosis observed 1 in adults may be a
cawtatlon pnmary focus

oCCommorn-Sites (95 percént)
* Lung.
e Intestine.



Ve ‘QIL s1tes (3 l )y percent)
Tonsil (75% bovme)
Ceonjunctiva.:
Nose..
‘Middle ear.

Genital organs.

Primary complex

'Converswn of. tubercuhn test ﬁom negatlve to
positive. X |

Every prlmary infection is 1nvarlably followed by a
state of bacillaemia.
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Priméry eomplex eonsists o
» Caseous foeus 1n an organ.
PCaseous focus in the correspondmg lymph node

Sifuation of the PELMATWEOmP ylexi# |
“;Mostly subpleural. -
>Usually in the lower part of the upEer lobe or in the

‘upper part of the lower lobe
*~Size of the piimadry wmr}k\
> Usually smaller than'a hazelnut, and remains

smaller than the correspondmg lymph gt 7" e
> The focus, however, may be a large as a tangerme or'

so small not exceedmg | mm in dlameter J
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» After healing,.the focus.becomes:much smaller,
most quiescent foct beimng ne-bi gger than a pea or a
lentil. 7 |

»When, primary, complex occurs in ‘an adult
lymph node involyement is.only II]lCI‘OSCOplC

o Maary histol u_} [Cal featurés of the primary:comple

> The pleura over the pnmary focus i 1S often |
thickened, and thls citcumscribéd pleurisy may g0
on to exudation.

> The focus consists of a circumscribed caseous
pneumonic area in which the elastic alveelar
framework 1s preserved

‘;*»Sma]l adjacent nodules in the nelghberhood
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arc-usually interstitial epithelioid tubercles
» The primary focus  is encapsulated by strong

~ fibrotic and hyalinizing connéctive tissue and is |
surrounded: by normal ‘aérated -parenchyma -

» In the reglonal lymph node the bacilli cause local.
proliferation of the reticulum cells, tubercules are
formeéd and caseation may mvolye the whole tissue;
when the process is acute '

. Healing \ Fibrosis * ~ - o » o,
| | ~ (Caseation, calcification, ossification

» Progression \ Haematogenous dissemination

Bronchogenous



Both dl,ssefnmatcd. and brogchogénous, tuberculos,ls,. are 3 <
_classified as partfprlmary tuberculosls Af pmgressinn occumf

u?der your eges” the te;:ﬂ'l progresiwe pnmaljy 1s used. A
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Dose of bacilli reaching the blood stream. .

Virulence of bacilli (being of lmuted mportance
compared to the dose.

Individual resn_stauce.m

A_cuté tuberculous sep_ticuemia. |

Miliary tuberculosis acute or chrenic.
Chronic disseminated tuberculosis:. °
Isolated ‘organ tuberculosis, surgical tuberculosis.



» «Causes a clinically obscure pictufe of acute pyrexia with
leucopenia, resembling typhcnd fever.

» 'As arule, the tuberculous origin of the COHdltlQIl 18 not
,reeogmzed before P.M. examination. Commorﬂy the spleen
and liver are enlarged and studded with irregular and 1ll
defined necrotic foci usua]ly under'l cm in diameter, butno
attemipts at tubetcle formation. Sometimes the anatomical _
findings are scanty and similar to‘thosé found in coccal
septlcaemla such as peteehlae and swellmg of spleen and

kjdneys

. _The eondltlon seems to be the early sequel to a'severe
prlmary mfectlon aeqmred In a mlddle aged or an elderly
person. | :
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| Chem,ptherapy is likely to be Successﬁ;l if early d,lagnoms

~is'made. Apart from leukopema with or without

pancytopenia, liver and bone marrow b10p51es are of great

value. Another point to be remembered is that: |

- cortlcgstermds treatment may be the m,;tlator of aqute
tuberculous Septicaecmia

| :. Characterized by the':éhnultanedﬁé fonnatidﬂ of foci &
usually of millet-seed size with identical anatomic
- features. Miliary tuberculosis may be acute or chromc

\um, milj d;x tuberey loa
Acute miliary” dissemination is often encountered in

infants when, followmg primary infection, there 1S a
progresswe lesion | n he lymph nodes
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" In adults, it is more hkely to occur.in individuals free
~_from caseous or progressiye tuberculosis. The best known
reasons for the occurrence of acute miliary dlssemmatmn

1. Gross trauma to a tubetculous organ ¢.g. curetting a
| tubemulous endometrium;or massage of a tuberculous

2 quuefactlon In an old primary lesmm Wthh may erode a
blood vessel and llqueﬁed materlal rich in bacilli, reaches .
- the bleod stream? 7 27 37

Vascular mberculﬂus Ie$ions-arc a commion ﬁndmg in
acute miliary tuberculosis chiefly in large veins, thoracm
~duct and less frequently in arterial system e.g. aorta, -
endocardium. The characteristic vascular lesion* ” e
"Weighert's focus" is'a caseous-focus in the intima, tending
to hiquetied and 1s very rich i tubercle bacilli.. |
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Foci found in acute, miliary dissemination vary in
character, chiefly with the duration of the process. Foci of.
short duration (2-4 weeks) chiefly eonsist of arecas of ¢
leucocytic pneumenia with,necrosis (exadative reaetions). |
‘Typical epithelioid and giant cell tubercules occur only after.
6-10 weeks (productive reactions).

Points of dlfference fromr acute form ‘
| Number of bacilli qected in the blood stream is smaller.

‘The route by which thie organism reaches the'lung may be
considered' as a factor conditioning form and chrenicity of .
miliary spread. Bacilli may escape through the lungs, and”
re-enter the organ by the bronchial arteries eliciting scarce.
and'small interstitial nodules. Obviously it is a state of high
resistance that allows bacilli to enter the lung without



| causm,g changes,j_ and to re-enter Vla bronchlal artques
affecting only septal tissue. -

Reaction 1s a plollferatlve reactlon eplthelmd and glant
cells tubercles". | ¥ '

- k ~ -~ : ~ »

anchogenous dlssemmated mbercul()Sls

" It has somie features jin common' with bronchngenous

tuberqulosm namely: symptqms and long duratlon of
~illness. Howeéver they differin that: -

& Orlgm of chr. dis. mbercu1051s is. m.vasmbly haemlc not
in frequently so in brouchogenous |

2. Bronohogenous tuberculosis, apart from some negligible
~~terminal foci, 18 r1ot.found’in extra-pulmonary organs. In
chr. diss. tub. extrapu]monary lcsmns arc mvaﬂably
present “ : |



Mllmn gRronIc dLsm.mnmlml mbuudoa‘h 'y

" When the changes in the lung in chr. diss, tuberculosm
resemble miliary dissemination, the individual foci are
sharply defined and connected with one anothér by fine;

- barely visible fibrotic strands. The fibrotic nature of the _
lesion causes distortion of’distal respiratory elements.and -
lead to emphysema "Chronic Emphysematous

disseminated ‘tuberculams b

=
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Other: 112‘%101]»%01516{111]@5 i‘bund Y Ll‘immne NIy
= disSemitiated tubsfculosis =
1) Large apical f001 mcludmg tubercnloma |
2): SImEBE0CL "y S, £ T N e T
3)- Punched@ut cavities.
4) Cortlco-pleqral tuberculasm .
5) Chmmc larynglo-pulmonar}_f tubercu1031s
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% Lawuz: apical luu mdudmw lul‘u.,iuiloma P

=~ 5

They show a caseous and frequently calcified centre with'
thick fibrotie capsule and surrounding fibrosis of the lung
- tissue. The pleura covermg the aplcal focus IS thlckened
arid oﬁen mdented el Sl TR NN g

The foci are not mﬁ‘equemly multlple and dlssemmated
over. the apical, subaplcai and even infraclavicular areas.
Usualiy however one Qr two foci g«n“e found 1 1;;1 the apex

7= Slmon g lou

| Usually smaller than the former‘and are due to early &%/

_ bacteraemia following the fermation:of the primary lesion 3
in the hilar nodes when bacilli are conveyed by lymph |
stream to the right heart'and then again to the fungs.
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& Found ini 1/3 cases of chr. diss: tubercu1051s with
pulmonary involvement. | '

2: Usua]ly multlple and develop rapldly

3.They develop after rapld and complete liquefaction
of necrotic¢ tissue. Patients displaying such cavities
oftert have.no Sputum denoting * that . neerotic
material 1s  resorbed rather than expectorated
and space is rapidly c:hstended w1th air; '



1 Assman S Focus an’ 111 deﬁned acute exudative and
caseous lesmn*appeanng in the radlograph 1n the,
-lateral and dorsal-area below the clavicle.

2. Round or Circular; Focus single or multiple, well |
defined caseous foci restrlcted to the cramal
_portion of the lung : -

Origin’ of thgiearly Q&

» ' Fresh primary.? o .'
« .- Reactivated primary.
« Post-primary foci 7

- ' Reinfection foei.
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Erythéma Nodosom (4 peL cent) and Phtyctenular
@ omunm\ 1S (%( Yoz

Both represent an allergic hypersensmvu;y of the tlssues to
some bacterial pl;oducts and other substances TB, :
'streptococm leprosy, sarcoidosis, cocmdloldomysoms and
sulphonamides: Lesions; are self lm:ntmg and resolve W1thm
-afewweeks AR AN SERLS AT R s )
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May complicate advanced bronchogenous lesmns :
Ulceration and edema usually involve mterary'tenmd reglon
posterior part of the larynx ‘néar vocal® processes and . . -
~epiglottis Early the lesion maybe asymptomatic, but-
huskiness of Vmce pam and dysphagla are common

rsymptoms
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Lesion may be hemategenous' “Miliary er Chr Lar. Pulm
T.B. )/ Lesions are of ”Lupmd” type. |

§ 8 nhumlwux el 1<;Iebmmh

Usual,ly associated with neglected pu]monary G ,_
‘tuberculosis. Small radicals are chiefly: affected, larger ones .
may be attached by an extension of the process.or by
localized foci. Localized bronchial mvolvement may occur
in absence of obvious pulmonary lesions, they are usually.
-derived frem previous erosion of a lymph node abscess'
through the bronchial wall "persistent +ve sputum without'
.ebwous pulmenary lesions". ' '

"r.

__ Obstruetlon i1$,1n part, eaused by mﬂamjznatory products
in the lumen, but mainly by cellular infiltration of the
bronchial wall." Cellular infiltration - Caseation ->
Ulceration -—> Fibrosis --> Stricture formation. . »



. Complete obstruction ——> Atelectasm > Ectasm

* .Partial obstruction—> Loc. obstr Emplysema or
tensmn cawtles

Destructlon of cartllage occurs n severe cases.

Symptoms :‘usually include persistent cough and -
wheezing. Signs include persistent ronchi. '
Bronchoscopy 1S reqmred to estabhsh a dlagn051s

Tenstopcavity 5

» Usually peripheral.

» Thin-walled. '

+ Ballooned rounded, _

* Changes rapidly in s1ze on subsequent radiographs:
. Usually shows a ﬂllld level |



Bt Hmt O :alfmw

Oné or-more stones may be expectcrated
especially by a patient with multiple caleified foci.in
the lung - May be associated with hemopty51s and
previously noted calcified opacity on the‘chest
radiograph may disappear . It suggests a local &
recrudescence or ercsmn by a mali gnant tumour. ©

Other pplics \ROTS '

. Tuberculous enteritis.

» Tuberculous brcnchlecta51s
. Spcntaneous pneumothorax
» Tuberculosis of chest wall
o Perlcardlal effusmn



Constrlctlve perlcardltls
Pleural effusmn
Pneumocm051s

Silicosis and tubercu1051s

S1llco-tube1_‘cu1081s. P

Pfogressi?é massive fibrosis. |
Fungus infection "mycetoma".
Amy101dos1s |
Carcmema of’ the bronchus



_ Condition is usually asymptomatic, and if S and'S develop,
they arc usually non-specific. Disease ‘should be expected «if
an obscuré febrile illiess or a state of general il health
affects contact of a known active case.

Radlologlc changes are usually observed at the time of
‘tubereulin .conversion. -70 to 90 per cent of children show
shadow on heir chest radiographs "glandular component”,
while. <30% of adults, onl'y, show "pulmonary component
Shadows usually: persmt for 6-24 months . Calcifieation is.
usually observed aftera year or more in pu]monary, |
glandular or both components
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Sputum 1S rarely produced in children with prlmary
infection .Gastrie washings are communly obtained for.
mycobacterial studies. Positive smears are rare and positive
_cultures in 20-25 per cent of the cases . Serologlcal tests and.
mycob.” DNA alnp”hﬁcatlon technlques may prove ]flelpful
“Tuberculin test IS positive. |

In acute mlhary tuberculosm disease: starts as a: febnle
illness in children or as a condition of vague- ill health in
adults, m addition various respiratory symptoms may
develop. Fever may be the only sign, crepitations may,
develop later. Hepatomegaly, splenomegaly and -
lymphadeniopathy occur in a proportion of Cases. Chormd
tubercles are present in 90% of children, less so in adultsy

L . e L. L



Chronic (cryptic) miliary and disseminated
tuberculosis 1s usually encountered in-the elderly
usually presents as a state of ill health with normal
chest radiograph, absence of choroid tubercles and
tuberculin test'may be negative. Various blood
dyscrasias, elevation of transaminases,
hyponatrenua and hypokalenua are commonly
observed. Chest radiograph may be normal or may”
show miliary shadows "usually in upper 2/3 of lung
field, later confluencé of shadows may be observed.
Reticulation-due to lymphatic involvement and .
evidence of primary infection or post primary 1651011 '
may show. Pleural effusmn may be present. '



Dmmmh Of hm‘1 1mm1m&s {uhumlmh mmbt:.
madé&front;. -« P, Fae ‘ ”

Fever. 2% iy 2
'Splenomegaly At ‘* Vo P b 27 |
'Blood dyscrasms & DA S
_Disturbed liver ﬁmctlons | s
Eléctmlytes dlsturbance . S ' .
Positive tuberculin. - b G
*Shadows on chest radlogl;aph L TR Ry
Detection of AF. bamlh _ # b
Liver and bone marrow biopsy: -
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Diagnesis.of hmmlwumua tubercalosiS: 3
‘No specific Symptorns 1 : i

Signs dependion underlymg pathology consolidation,
‘ﬁbl‘OSlS, e:amtﬂtmnlg collapse, Jocahzed emphysema )

Radlologle features are variable.. However presence of
bilateral upper zones, chronic shadows, cavitation and
calcification suggest diagnoms of tuberculosis. '

In Egypt rubereuhn IS a good negaﬂve test 4

Detection of AfB, in sputum gastric. washmgs laryngeal
'swabs, tracheal aspirate ‘or bronchial lavage by smear,

cultures or animalsinoculation -is deelswe Tuberculosm
-bemg a bacterlologle dlagn051s

L L L L.y L
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Mm:mal lesmns include those that are of shg‘ht to

- moderate density but which do not contain demonstrable

cavitation. Fhey may involve a small part of one or both

. lungs, but the total extent, ' regardless of distribution,

should not exceed the volume of lung 6n one side’that . . -

-~ occupies-the space above the second condrosternal - |
junction and the spine of the fourth or the body of the ﬁfth

thoracic Vertebra

P, \lt'ﬁdLhille ul\ wced: o o of o Y

Moderately advanced lesions. may be present if one or

' both lungs, but the total extent should not exceed the

following limits: disseminated lesions of slight to

* moderate ‘density that may extend throughout the total

volume of one lung or the equivalent in both lungs; dense

““and confluent lesions limited i extent to 6ne-third the

volume of one lung; total dlameter of cawtatlon if present,

_ must be less than 4 cm.
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Lesmns more extenswe than moderately advaneed
Active & | 25 e 1S |
. S,ymptoms tQXﬂeInla on re'Spiratery symptoms N P

e
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. X-ray shadows e0n51stent with tuberculoSm

o Sputum +ve for acid faist baellll &
lmeux S e s A T b g
«“ No Symptoms fer the last SIX months (Toxaemla) ' |

3 X—ray shadows showmg no progressmn or regression for
- theilast 6 months, and dees not allow the 1 presence of
- capitation: | - & |

aif

* Sputum -ve. for acid fast baellll by repeated ;culture for
the last 6 months ) & i b
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Prevalence of T.B. among pat1ents with neglected
D.M. is four.tinies that arhong non ‘diabetics.’In
patients with controlled D.M. the prevalence of 1. B '
1s:a: little more compared to non diabetics. '

In uncontrolled diabetics, the T.B. lesion is usually:
of the pneumonic type "EXUDATIVE". In properly
controlled diabetics he T.B. lesion usually assumes a
granulomatous "PRODUECTIVE", character. »

Progression of the T.B. lesion is mofe rapid among
cases with neglected or uncontrolled D.M. compared
to non-diabetics:



Symptoms of pulmonary T.B. do.not differ.
materially in T.B. diabetics and non-diabetics.
Hemoptysis, however, is the most common
presenting symptoms among diabetics, this can be
explaihed by the vasculitis affecting Vascular
tadicals of all sizes on the arterial and venous. sides.

The site of radiological shadew 1n T.B: diabetics
may:differ from»non-diabetics, a middle or.lower
zone'localization of the Shadows 1S not - uncommeon
among diabetics. | |

In controlled dlabetlcs the chmcal radlologlcal
and bacterlologlcal reSponse of'the T.B. lesion to *
treatment 18 similar to that observed in non—dlabetlc
patients. ' | * '



In controlled B.M., the response of the T.B. lesion:.
to treatment does not differ materially- whether
control of D.M. 1s breught about by insulin, oral -
hypoglycemic agents or a,combination of both. It 1s
wise, however; to use insulin if the T.B. lesion is
hot. | | | |

Treatment of T.B. in dlabetlcs should proceed on

the usual lines; and when surgery-is indicated for
restdual and other lesions, it can be safely effected,.



The peak of incidence 'of T-B. in women occurs
during the child-bearing period of life.

| Response of T.B. to treatment is apprommately
similar in pregnant and non-pregnant females.
Pregnancy can in fact work as an artificial
pneumoperitoneum A.P.P. and adds to the .
therapeutic response. Aftér delivery a tight: °
abdominal binder should bewused, for the mother, to
avold sudden descent of the diaphragm. -

In pregnant women, who have effective . -
chemotherapy, the.risk of relapse is small or absent; -
those who Have had smnlar treatment for past
dlsease also do Well



Streptomycin is ototoxie to the fetus'and should
not be used 1n pregnancy. There 1S no-evidence-that -
[.N.H., P.A:S or Ethambutol cause any fetal
malformations or are toxic in other . ways to the
fetus: Rifampiein is not known to'be teratogenic in
man. - o - -
If the maternal lesion is.active the baby should be .
vaccinated soon after birth and segregated from the -
mother for two months. If the maternal lesion is

surely inactive, the mother can suckle and care for
het baby na usual way.. |



-

A very rare condition. Source-of infection being
myariably maternal, though disease;in the mother may not
be chmcally Obwous RB: endometrltls |

»

 Fetal infections may be hematogenous via umbilical vein -
or caused by to inhalation "primary in the lung" or
aspiration ' pruinary in liver”, of mfected amniotic fluid.

The baby 1S+ usually premature with lesions involving :
“many organs. Diseas¢ usually presents few days after birth
with severe respiratory distress. Fever and ' |
hepatosplenomegaly are commonly present. Enlarggd
Iymph nodes at the porta hepatis may cause obstructive
jaundice: Inabillty of the baby to thnve is sometnnes the _
only presentatlon * f b



Positive smears ‘may:be obtained from gastric
washings, liver, lymph node or lung biopsy:
Tuberculin test 1s commonly negative.

Treatment should be 1mmedlately 1nst1tuted w1th
a regimen of three drugs including rifampicin. In
critically 1ll babies cortmostermds may be added.

Prognos1s 1S very poor.

If T.B. occurs early in the course of HIV infection,
the clinical, radiologic and bacteriologic findings do
not differ from those found in HIVnegative patients.
The disease 1s predominantly pulmonary, located in
the upper lobes and cavitation occurs. Tuberculin
test and sputum smears are usually posmve



I£. F.B. infection occurs late in.the course of HIV
or 1n 'patients with-AlDS the-features are often '
atypical "pneumonia - middle or lower zone
localization". Tuberculin test being, commonly
negative.. Associated extra-pulmonary. tuberculous

lesion are common "brain pericardium, bones and.
REL ' |

Wlth effectlve combinations of A iy drugs given
for a period.of 9 months, tuberculous HLV positive:
and negatlve patlents w111 fare the same regardmg
rate of sputum conversSion and relapse Combination_
of zidovidine and A.T. drugs is safe and well
tolerated ' & ‘



.t is the flate up of a T.B. lesion "primary;: *
hematogenous or bronchogenous"™ that.has béen n
. a quiescent phase for a long time. Such a

~ ' recrudescence may: be due to debilitating ©

conditions,. immunosuppressive states, or sn_nply

* the usualstrain and stress associated with age. In
the latter respect adolescence and old ageare . *

partlcularly vu]nerable | |

Clinical relapse mlphes the feappearance of
symptoms particularly fever and other toxic

. manifestations, in a,case where symptoms had
“ cleared on usmg AT. drugs

L. L
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Radiologic relapse means progression of a pre-
existing regressive. pulmonary shadows, spread.of
T.B. lesions to other sites 1n the ipsilateral or
contralateral lung field or the development of a new

phase of the.disease.

Bactermlogw relapse is the development of
posmve cultures after repeated negatwe ones
"usually three!'. » -

If relapse occurs whlle recemng AT. Drugs
"treatment failure" 1tas usually:  associated with -
development of bacterial resistance and catries a
setious proghosis. If relapse occurs after an adequate
and apparently successful course of chemotherapy
has'ceased, ‘it is more likely tobe assomated with

sensitrve bacilli:



Primaty resistance means inf_eCﬁon with already
resistant T.B: Secondary resistance i1s a state of
bacterial resistance develeping in a patientinfected
with drug-sensitive T.B., and because-of improper
dosage and/or combination and irregular. drug intake
develops bacterial resistance. | | |
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im]a.iplu of uumm it -and mn ity of Lm ulu.n.nlmh mw

Principal or (ﬁrst line) drugs include’ Ison13.21d leamplcm

Pyrazinamide, Streptomycm and Ethambutol. . »
Reserve “drugs include: Para-amino salymhc acid:

Thiacetazone; D-Cycloserine, Ethienamide, Prothlonamlde

-Capreomycm Vlomycm and Kanamycm

»

‘Recent additions include: Amikacin, Quinolonés, Rifobutin

and lately Clofazimme (antlleprotlc drug).

_lsomamd 1S the most potent bactericidal agent. leamplcm

has-less bactericidal activity. Pyrazinamide and - e

'Streptomycm have only low bacterlc:ldal actlwty

Rifampicin and Pyrazmamlde are very potent sterlhzmg

'drugs as they act on Slow ‘growers (per51sters) o



[soniazid + Rifampcin er.Pyrazinamide are the most
potent combinations, addition of Streptomycin or
Ethambutol to these combmatlons adds l1ttle to thelr
sterilizing activity. |

Different populations-of bacteria are believed to
exist within tuberculosis lesions, and each is
particularly assessable'to the act-io_n of di‘fferent
antituberculosis-drug.

Rapidly multiplying extracetlular bacilli aré killed
by Isoniazid and to a lesser extent by Rifampcin and
Streptomycm

Slowly growing bacilli inside the cells and caseous
lesions are sterilized by the action of Isomand
leamplcm and Pyrazmamlde ‘



8. F ailui‘e to achieve adeqliate sterilization l__eads to
relapse, and 1s’hasmow been-established that the
shortest course of chemotherapy required for

-adequate sterilization w1th currently available drugs
1s six months. |

* Current drug regimens consist of an initial or
introductory phase of thereby followed by a .
maintenance or continuation phase of therapy



Empirically in seriously ill patients.

To control hypersensitivity drug reactmns
T.B. of serlous membranes

T.B. of memnges and occular tuberculosls
Gemto urinary tuberculosm

T.B.of lymph nodes when causmg pressure
symptoms. -



¥

Destroyed segment lobe or lung.';
Bronchostenems |
Brenchlectams _
Re51dual cavities and cysts
Tubereuloma > 2 cm.

Broncho—pleural ﬁstula



1.
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Age: . . b b
TInfection in the extremes of age usually carries ‘a guarded |

'pmgnoSls Progression of a-ptimary .lesions is most"‘hkely to’ :

-.occur; if infection occurs around puberty.

Séax: . :
Females, in the child bearmg perlod may carry a bad.

-prognoéls becausé of the stress of pregnancy and: lactation.

-Males, in poor families, may have a poor prognosis, because’
they usua]ly have to carry the family, so they may go back
to'work when the disease is still active or may'not be 7
regular.in attending follow .up visits and,treatment ’



»
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0_{ spation s,

Patients performing stran€ous occupations or

working 1 occupations giving rise to silicosis

"silico-tuberculosis- Massive progresswe fibrosis"

- usua]ly carry a bad prognoms

Nk {r ifions

Malnourlshed patlents especually those of low

' pmtem diet, usually have a poor prognos1s

Deficiency of a partlcular item, however; has never |

- beenaccused. to predlsp@se to or favors progressmn
- of the dlsease - '



m mmx‘fw;

Aleohohc tuberculosm patlents were feund to fare';
WOrse thant non alcoholics, contributory factors |

- probably being malnutrition adverse social factors
-and a direct effect-of alcohel on the hest defenses

a‘iff"f“ﬂ?ﬁf % rf*ff{# a’f*{?’ﬁfi fff}ff

Non smokers ‘patients were feund to carry better

~ prognosis compared to smokers particularly among"

those with:poor socio-economic conditions.

- Malnutrition:probably :being an important.factor in |
- this coneern. The-same applies for addictions. -



N il resistance of the patients

This ineludes personal mherlted specms and
racial factors, Patients with low natural with
resistance "asthenic and coloured! psually carry a*
poorprognosis. They often develop acute
progressive forms of the disease.

Individuals infected with high dose and or virulent
organisms usually develop acute progressive and
widespread forms of the disease. The problem of ©
resistance of the bacillus to various anti-tuberculosis"
drugs is very challenging, and is on the increase,
making sterilization of tuberculous lesions difficult
and at’times.impossible! "



« . Almost 95 percent-of primary infections heal
spontaneously and usually pass unnotlced ﬁve only
of these lesion progress,

. Hyperacute septic-and necrotic dlssemmated lesions
are usually fatal 1f early diagnosis 1s not.made and:
prompt adequate treatment is instituted. Acute
disseminated lesions usually have a more serious
prognosis compared to the chronic forms;
partlcularly if vital organs are 1nv01ved

« .In 1solated organ bronchogenous lesions, many
factors play a role concerning the prognosis.



° Patlents with mmlmal lesrons, have a bet;ter prognos.rs
compared to those with moderately advanced and evidently -
those with far advanced lesions.

+ Patients with non-cavrtary lesions have a better prognosrs |
compared to those with eawtary ones, thls is probably soif -
‘the cavities are thick walled usually requiring surgical” "
reseetlon or gentral ones'near the hilum wheremgid bronghi

in their_surrounding prevent qoaptatron Qf therr edges and |
‘consequently closure of these cavities. ~

» Patients with apical lesions fare better than those with
lesions elsewhere in the 1ung The sluggish lymph |
cireulation in the lungs apices favors fibrosis arad "y
'eonsequently healmg of these lesions. : "



» Patients with unilateral pulmonary lesions are in a
better situation compared to-those with bilateral
lesions. The condition 1s especially so, 1 the
presence of residual 16810115 necessnatmg surgcal
resection, | |

 Patients with inactive lesions fare better than those:
with quiescent lesions. Residual cayities in .
quiescent lesions usually harbor viable dormant
bacilli, and consequently relapse rates are high
unless surglcal resection is performed "



« -Tuberculous patients suffering from diseases
associated with "impaired cellular immunity" as
hodgkin's disease, leukaemia; lymphoma and AIDS,
usually have a‘poor prognosis. The same applies for -
those recetving corticosteroids_or other
1mmunosuppresswe drugs for treatment of dlsease
or for the suppression of transplant rejections.

* Diabetic patients were found to fare the same as
tuberculosis, non-diabetic if diabetes is properly
controlled by tnsulin, oral hypoglycaelmc agents or
a combination of both.



* In eases with advances renal dlsease Rifampicin,
pyrazinamide and 1soniazid e€an be safety prescrlbed
in-conventional doses. The dose of streptomycin can
be adjusted according to the degree or renal |
impairment. PAS, cycloserine and ethambutol
should be ayoided. Accordingly the prognosis of
tuberculosis is not matenally affected in patients 3
with renal disease as powerful antituberulosis drugs
can safely be used.

e In the presence of hepatlc affectlon Rifampicin,
isoniazid and pyrazindmide cannot presctibed, and
prognosis is deeply atfected.



e In asthmatlc patlents the use of 1nhaled
glucocorticoids in-controlling the disease does not
affect materially the prognosis.of tuberculosis -
lesions. In the absence of an effective umbrella of
antituberculosis drugs, the use of relatively big.
doses of steroids can adversely. affect the prognosns
of the tubercu1051s lesion. '

» In tuberculosis patients with advanced C:O,P. D: the
prognosis of the tuberculosis lesions 1s usually
guarded if surgery is contemplated for remdual

tuberculosis-lesions. .

e The stress of pregnancy, partlcularly in tuberculosis
females of low socioéconomic conditions, can
adversely affect’the prognosis of tuberculosis. The.



sudden descent of the diaphragm after delivery can
reactivate tuberculous lesion; the induction of

artificial peumo-peritoneum or:use of abdominal -
binders is recommended to avoid this event. .

,J?F J"if "M’i ﬂ"u,’-'r*"f I
. Aware of the mamfestatmns of the disease.

o "Aware of the diagnostic tools necessary for the
proper and early diagnosis of the disease.

» Capable of choosing eonvenient antituberculosis
drugs and prescribe them in effective combinations,
proper dosage and correct durations, aware of there
side ‘effects and’the means to monitor them: *



o ’Awam of the 51Mat10ns mceSsuatmg hosprtahzatlon;

-or referra»l to the surgeori e B B

. Carmg about follow up of his patlents n’_ : " . 'Ei.-‘? ..
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