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avtorTa sayuradRebod!

redaqciaSi statiis warmodgenisas saWiroa davicvaT Semdegi wesebi:

 1. statia unda warmoadginoT 2 calad,  rusul an inglisur enebze, dabeWdili 
standartuli furclis 1 gverdze,  3 sm siganis marcxena velisa da striqonebs 
Soris 1,5 intervalis dacviT. gamoyenebuli kompiuteruli Srifti rusul da ing-
lisurenovan teqstebSi - Times New Roman (Кириллица), xolo qarTulenovan teqstSi 
saWiroa gamoviyenoT AcadNusx. Sriftis zoma – 12. statias Tan unda axldes CD 
statiiT. 
 2. statiis moculoba ar unda Seadgendes 10 gverdze naklebs da 20 gverdze mets 
literaturis siis da reziumeebis (inglisur, rusul da qarTul enebze) CaTvliT.
 3. statiaSi saWiroa gaSuqdes: sakiTxis aqtualoba; kvlevis mizani; sakvlevi 
masala da gamoyenebuli meTodebi; miRebuli Sedegebi da maTi gansja. eqsperimen-
tuli xasiaTis statiebis warmodgenisas avtorebma unda miuTiTon saeqsperimento 
cxovelebis saxeoba da raodenoba; gautkivarebisa da daZinebis meTodebi (mwvave 
cdebis pirobebSi).
 4. statias Tan unda axldes reziume inglisur, rusul da qarTul enebze 
aranakleb naxevari gverdis moculobisa (saTauris, avtorebis, dawesebulebis 
miTiTebiT da unda Seicavdes Semdeg ganyofilebebs: mizani, masala da meTodebi, 
Sedegebi da daskvnebi; teqstualuri nawili ar unda iyos 15 striqonze naklebi) 
da sakvanZo sityvebis CamonaTvali (key words).
 5. cxrilebi saWiroa warmoadginoT nabeWdi saxiT. yvela cifruli, Sema-
jamebeli da procentuli monacemebi unda Seesabamebodes teqstSi moyvanils. 
 6. fotosuraTebi unda iyos kontrastuli; suraTebi, naxazebi, diagramebi 
- dasaTaurebuli, danomrili da saTanado adgilas Casmuli. rentgenogramebis 
fotoaslebi warmoadgineT pozitiuri gamosaxulebiT tiff formatSi. mikrofoto-
suraTebis warwerebSi saWiroa miuTiToT okularis an obieqtivis saSualebiT 
gadidebis xarisxi, anaTalebis SeRebvis an impregnaciis meTodi da aRniSnoT su-
raTis zeda da qveda nawilebi.
 7. samamulo avtorebis gvarebi statiaSi aRiniSneba inicialebis TandarTviT, 
ucxourisa – ucxouri transkripciiT.
 8. statias Tan unda axldes avtoris mier gamoyenebuli samamulo da ucxo-
uri Sromebis bibliografiuli sia (bolo 5-8 wlis siRrmiT). anbanuri wyobiT 
warmodgenil bibliografiul siaSi miuTiTeT jer samamulo, Semdeg ucxoeli 
avtorebi (gvari, inicialebi, statiis saTauri, Jurnalis dasaxeleba, gamocemis 
adgili, weli, Jurnalis #, pirveli da bolo gverdebi). monografiis SemTxvevaSi 
miuTiTeT gamocemis weli, adgili da gverdebis saerTo raodenoba. teqstSi 
kvadratul fCxilebSi unda miuTiToT avtoris Sesabamisi N literaturis siis 
mixedviT. mizanSewonilia, rom citirebuli wyaroebis umetesi nawili iyos 5-6 
wlis siRrmis.
 9. statias Tan unda axldes: a) dawesebulebis an samecniero xelmZRvane-
lis wardgineba, damowmebuli xelmoweriTa da beWdiT; b) dargis specialistis 
damowmebuli recenzia, romelSic miTiTebuli iqneba sakiTxis aqtualoba, masalis 
sakmaoba, meTodis sandooba, Sedegebis samecniero-praqtikuli mniSvneloba.
 10. statiis bolos saWiroa yvela avtoris xelmowera, romelTa raodenoba 
ar unda aRematebodes 5-s.
 11. redaqcia itovebs uflebas Seasworos statia. teqstze muSaoba da Se-
jereba xdeba saavtoro originalis mixedviT.
 12. dauSvebelia redaqciaSi iseTi statiis wardgena, romelic dasabeWdad 
wardgenili iyo sxva redaqciaSi an gamoqveynebuli iyo sxva gamocemebSi.

aRniSnuli wesebis darRvevis SemTxvevaSi statiebi ar ganixileba.
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Abstract.
Introduction: Sarcoidosis remains one of the most difficult 

to diagnose granulomatous diseases due to the absence of 
pathognomonic symptoms and the need to exclude tuberculosis 
and oncopathology. In the context of primary health care (PHC), 
diagnostic errors reach 32%, which necessitates the optimization 
of diagnostic algorithms.

Objective: To substantiate the need for a multidisciplinary, 
personalized and differentiated approach to the diagnosis of 
pulmonary sarcoidosis in primary health care (PHC) using the 
example of a clinical case.

Case presentation: The analysis of a clinical case of a 54-year-
old patient with comorbid pathology, who had respiratory 
and systemic manifestations for 6 months, is presented.  The 
data of radiation (radiography, CT, PET/CT), laboratory and 
morphological studies, including repeated expert review of 
histological preparations, were evaluated.

The initial treatment of the patient revealed a peripheral 
formation of the lower lobe of the left lung according to CT 
data. Negative cancer markers excluded the cancer process. A 
video thoracoscopic biopsy of the lungs and lymph nodes, as 
well as the detection of acid-resistant mycobacteria (KUM+), 
served as the basis for an erroneous diagnosis of tuberculosis. 
The lack of response to TB treatment for 3 months and the PET/
CT data confirmed the need for a multidisciplinary consultation. 
Repeated expert review of histological preparations verified 
the diagnosis of pulmonary sarcoidosis, and subsequently, 
significant clinical and radiological regression was achieved 
against the background of glucocorticosteroid therapy.

Conclusion: The presented clinical case demonstrates the 
fundamental complexity of the differential diagnosis of the 
classical course of sarcoidosis, tuberculosis and oncological 
diseases in a patient with comorbid pathology, which necessitates 
the use of multidisciplinary tactics and personalized analysis in 
primary health care.

Key words. Sarcoidosis, tuberculosis, differential diagnosis, 
primary care, biopsy.
Introduction.

Sarcoidosis is a multisystem inflammatory disease of unknown 
etiology characterized by the formation of specific granulomas 
in various organs. In more than 90% of cases, the pathological 
process affects the lungs and intrathoracic lymph nodes [1,2].

To date, epidemiological data on sarcoidosis in most regions 
remain incomplete and may be distorted. This is primarily due 
to the presence of “masking” diseases, particularly tuberculosis, 
insufficiently qualified experts, incomplete case registration, 
and limited diagnostic resources. The situation is further 
complicated by the lack of clear patient referral pathways [2].

In recent years, a trend toward increased detection of 
sarcoidosis has been observed worldwide. This is due to both a 
potential increase in incidence and improvements in diagnostic 
methods, including high-resolution computed tomography and 
mandatory histological verification [2,3].

Clinical manifestations and disease course are extremely 
diverse. Accordingly, five main phenotypes of sarcoidosis 
are distinguished based on organ and system involvement, 
among which the pulmonary phenotype is the most common. 
Classification into types (phenotypes) should be based on 
principles such as the extent of the disease process, its activity, 
clinical patterns, and the effectiveness of the administered 
therapy.

As noted by A.A. Visel, due to the lack of established causes 
of sarcoidosis and an understanding of its mechanisms of 
progression and spontaneous remission, the disease remains a 
“pulmonological enigma.” At the primary care level, the use of 
phenotypes in clinical practice is complicated by the excessive 
detail of extrapulmonary manifestations of the disease [4]. 
Assessment of the clinical picture and exclusion of alternative 
diagnoses should be conducted simultaneously, as symptom 
severity directly influences the diagnostic probability of other 
pathologies [5].

The nonspecific nature of noncaseating granulomas, the 
polymorphism of symptoms, and the lack of a standardized 
approach to verification create conditions for both underdiagnosis 
and overdiagnosis. In particular, the absence of pathognomonic 
morphological features significantly complicates the differential 
diagnosis with other granulomatoses [2,6,7].

The above underscores the need to implement a 
multidisciplinary, personalized approach to the diagnosis and 
management of sarcoidosis in the early stages.
Case Presentation.

Patient A., 54 years old, presented for an outpatient consultation 
with a pulmonologist with the following complaints: Respiratory 
symptoms: a non-productive (dry) paroxysmal cough, most 
pronounced at night; episodes of expiratory dyspnea and chest 
tightness; mixed dyspnea during moderate physical exertion. 
Systemic manifestations: marked general weakness, rapid 
fatigue, and insomnia. Progressive weight loss (more than 10 
kg over 12 months). Extrapulmonary manifestations: pain in the 
small joints of the hands and ankles; increased vascular fragility 
(tendency to develop hematomas with minimal trauma). These 
complaints have been present for 6 months. Medical history 
(Anamnesis morbi): The first signs of the disease appeared 
about a year ago in the form of asthenic syndrome. The onset 
coincided with psychological stress and excessive sun exposure 
during a vacation. She did not seek medical care. Over the past 
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6 months, a negative trend has been noted: the development of 
respiratory symptoms (cough, shortness of breath, dyspnea) and 
accelerated weight loss. This is her first visit to a pulmonologist. 
Life history (Anamnesis vitae): Rheumatological history: 
Preliminary diagnosis: Rheumatoid arthritis, unspecified 
variant. Raynaud’s syndrome? Seropositivity/status to be 
determined. Cardiological history: Stage III hypertension, 
risk class 3. NYHA Class I heart failure. Therapy: amlodipine 
(Coronim) 5 mg/day. Gastroenterological history: GERD, 
grade 2–3 cardia insufficiency in the acute phase. Hiatal hernia. 
Liver hemangioma. Biliary sludge. Gynecological history: 
Endometriosis of the uterus. 

Physical examination: General condition of moderate severity. 
Consciousness is clear, posture is active. Facial puffiness 
and marked erythema of the skin are noted. Subcutaneous 
adipose tissue is moderately developed (BMI — 22.2 kg/m²). 
Body temperature — 36.7 °C. Pastosity of the lower legs up 
to the middle third is detected. Respiratory system: The chest 
is normostenic and participates symmetrically in respiration. 
Comparative percussion over the entire lung surface reveals 
clear lung sounds. Auscultation: vesicular breathing; no 
abnormal breath sounds are heard. Respiratory rate—22 breaths 
per minute (tachypnea). Cardiovascular system: Heart sounds 
are muffled, rhythm is regular. Blood pressure—140/90 mm 

Figure 1. Computed tomography (CT) of the chest of patient A.

Figure 2. Microscopic image of lung tissue and lymph node biopsy from patient A..

Figure 3. Positron emission tomography in combination with computed tomography (PET/CT) of patient A.
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Hg. Heart rate—100 beats/min (tachycardia), pulse rate—100 
beats/min. Endocrine and neurological systems: The thyroid 
gland is not enlarged (Grade 0 according to WHO), painless, 
and of an elastic consistency. The patient is oriented regarding 
place, time, and her own identity; meningeal and focal signs 
are absent. The condition of the remaining organs and systems 
shows no visible pathological changes. Laboratory and 
instrumental examination data: A chest X-ray revealed signs 
of left-sided basal pneumonia. C-r of the left lung? A complete 
blood count showed leukopenia (3.3×10⁹/L) and severe anemia 
(hemoglobin—74 g/L). Urinalysis showed no pathological 
abnormalities. In order to verify the diagnosis and conduct a 
differential diagnosis, the patient underwent a study of the level 
of tumor markers in the blood serum and computed tomography 
of the chest organs (Figure 1), which revealed signs indicating a 
tumor-like process: peripheral formation in the lower lobe of the 
left lung, requiring differential diagnosis between the primary 
process (c-r) and other lesions.

Bilateral dissemination (nodular lesions in both lungs) and 
mediastinal lymphadenopathy, which may indicate metastatic 
disease (mts). The levels of specific tumor markers (NSE, 
Cyfra 21-1, AFP, CA-125, HE-4) are within the normal range. 
Although negative test results for cancer markers do not exclude 
a malignant process, many solid tumors (especially in the 
early stages or with certain histological types) do not express 
these antigens. For morphological verification and further 
examination, the patient was admitted to the city hospital, where 
a video-assisted thoracoscopic marginal resection of the lower 
lobe of the left lung with a biopsy was performed (Figure 2). 
Initial histological examination of lung tissue and lymph node 
revealed granulomas with giant Pirogov-Langhans cells.

No tumor growth was detected. Based on the data obtained, 
a tumor process (lung cancer) was excluded. Initially, the 
diagnosis of “pulmonary tuberculosis" was confirmed. 
Microscopy of the smear stained using the Zil-Nielsen 
method revealed acid-resistant mycobacteria, which served 
as the basis for the diagnosis of tuberculosis. The patient was 
diagnosed with Infiltrative tuberculosis of the lower lobe of the 
left lung A-16.0, MBT category 1, drug-sensitive, new case. 
Condition after video-assisted thoracoscopic resection of the 
lower lobe of the left lung. Within 3 months, standard first-
line TB therapy was prescribed. Despite the specific therapy, 
subsequent computed tomography revealed a negative trend 
with an increase in the spread of infection in the lungs and 
lymph nodes of the mediastinum. The lack of a clinical and 
radiological response served as the basis for a multidisciplinary 
consultation, during which a differential diagnosis of sarcoidosis 
of the respiratory system was performed. The patient underwent 
positron emission tomography in combination with computed 
tomography (Figure 3). The revealed pattern of pathological 
activity in the lymph nodes of the mediastinum, as well as in 
the right lower jugular group lymph node, was very specific for 
sarcoidosis. A typical picture included an intense symmetrical 
accumulation of radiopharmaceutical in enlarged paratracheal, 
bifurcation, and bilateral maxillary lymph nodes (the “lambda” 
or “garland” sign), which confirmed the systemic nature of the 
granulomatous process.

Repeated examination of histological samples by an expert 
using additional staining methods led to a radical revision of 
the diagnosis. Detailed morphological analysis confirmed 
sarcoidosis of the lungs and intrathoracic lymph nodes. The 
pathomorphological picture corresponded to the III–IV stage 
of sarcoid granuloma formation with pronounced perifocal 
fibrosis and hyalinosis. Previously obtained microscopy results 
(detection of acid-resistant mycobacteria by Cyll-Nielsen 
staining) were classified as false positive or interpreted as 
signs of latent tuberculosis infection against the background 
of active sarcoidosis. This fact highlights the difficulty of 
differential diagnosis in cases of concomitant pathology or 
similarity of granulomatous processes of various etiologies. 
Based on a comprehensive examination, including positron 
emission tomography with computed tomography and an expert 
morphological assessment, the final clinical diagnosis was 
established: stage II sarcoidosis of the respiratory system (lung 
and intrathoracic lymph nodes), grade I respiratory failure. The 
patient was initiated systemic therapy with glucocorticosteroids 
(oral methylprednisolone) at an initial dose of 24-28 mg / day 
(0.4–0.5 mg / kg body weight), followed by dose adjustment 
under the supervision of a pulmonologist. Subsequent positron 
emission tomography (PET) in combination with computed 
tomography (CT) after 8 months revealed a noticeable 
improvement: complete resorption of the lesion in the S10 
area of the left lung and regression of the common process. 
The metabolic activity (SUVmax) of mediastinal lymph nodes 
decreased significantly. Against the background of ongoing 
therapy, a stable CT picture with isolated residual foci remains. 
The revealed pneumofibrosis and signs of chronic bronchitis 
were interpreted as the consequences of a previous specific 
inflammation. Despite the pronounced positive radiological 
dynamics and significant regression of focal and infiltrative 
changes in the lungs, the patient's clinical condition improved 
only slightly. The clinical picture continued to include persistent 
cough and moderate shortness of breath during exercise. 
Persistent joint symptoms (arthralgia, pain and swelling of 
the small joints of the hands and ankles) and the appearance 
of subcutaneous hematomas (ecchymoses) deserved special 
attention. This case illustrates the phenomenon of dissociation 
between positive radiological data and persistent systemic 
complaints characteristic of sarcoidosis. This confirms the need 
for an integrated approach to evaluating the effectiveness of 
treatment: computed tomography data should be interpreted 
solely in conjunction with the dynamics of extrapulmonary 
manifestations and the subjective condition of the patient. 
Currently, the patient is under the active supervision of a 
multidisciplinary team of specialists.
Discussion.

The presented clinical case demonstrates the diagnostic 
difficulties that arise at the junction of phthisiology, pulmonology 
and oncology, and underlines the critical importance of a 
multidisciplinary approach in primary health care institutions 
[8]. Currently, there is no single diagnostic criterion that can 
confirm sarcoidosis with 100% certainty.

Current recommendations are based on a combination of three 
key conditions: (1) clinical manifestations characteristic of 
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sarcoidosis; (2) detection of non-caseous granulomas based on 
biopsy data; and (3) exclusion of other diseases with a similar 
clinical and morphological picture. Morphological verification 
of non-caseous granulomas obtained by endobronchial, 
transbronchial, or skin or lymph node biopsy remains the most 
objective diagnostic criterion [5,9].

According to Rossides et al., sarcoidosis is asymptomatic 
in 10-15% of patients and is often detected accidentally by 
chest X-ray [2,10,11]. The absence of specific clinical and 
morphological signs, as well as the similarity of manifestations 
with tuberculosis and oncological diseases, make sarcoidosis 
one of the most difficult to diagnose systemic granulomatous 
diseases [2,5,12,13].

The interpretation of the clinical picture largely depends 
on the specialist's experience. Due to the polymorphism and 
non-specificity of early manifestations, patients often initially 
consult general practitioners or emergency departments, 
which leads to significant diagnostic delays, often exceeding 
6 months [5,12]. In 70% of patients, radiography reveals 
typical bilateral intrathoracic lymphadenopathy with or 
without pulmonary infiltrates, which has important differential 
diagnostic significance. As a rule, sarcoid lymphadenopathy is 
not accompanied by compression of the respiratory tract and 
vascular structures [5,13].

Due to the difficulty of differential diagnosis of sarcoidosis in 
the early stages, tuberculosis is misdiagnosed in approximately 
16% of cases [14]. It should be noted that the initial 
interpretation of the positive Cyll–Nielsen stain as confirmation 
of active tuberculosis had limited diagnostic specificity. 
Acid-resistant structures can be detected not only in cases of 
Mycobacterium tuberculosis infection, but also in the presence 
of non-tuberculosis mycobacteria, technical artifacts of staining, 
sample contamination, and latent tuberculosis infection. 

In the presented case, the most likely cause of the false positive 
result was contamination of the material with non-tuberculous 
mycobacteria. Repeated studies, including PCR diagnostics 
for Mycobacterium tuberculosis, did not confirm the presence 
of active tuberculosis infection, and the lack of a clinical and 
radiological response to tuberculosis therapy additionally 
indicated a diagnosis of active tuberculosis.

Computed tomography of the chest organs plays a key role 
in the diagnosis of sarcoidosis, allowing a detailed assessment 
of the pathological changes detected by radiography, as 
well as objective monitoring of the dynamics of the disease 
during treatment. In 70-80% of cases, bilateral intrathoracic 
lymphadenopathy, disseminated granulomatous changes in lung 
tissue, and areas of the "frosted glass" type are visualized [15,16]. 
Despite the high sensitivity of the method, its specificity remains 
limited, since a similar pattern can be observed in tuberculosis, 
lymphoproliferative processes, and metastatic lung damage [6].

The use of positron emission tomography in combination with 
computed tomography has a high diagnostic value, allowing to 
assess the metabolic activity of the process and the prevalence 
of the lesion, including extrapulmonary localization [7]. 
According to published data, the aortopulmonary (76%) and 
right paratracheal (71%) lymph nodes are most often affected 
[5].

The morphological picture of sarcoidosis is characterized 
by the formation of epithelioid cell granulomas. Since the 
presence of epithelioid and giant multinucleated cells is also 
characteristic of tuberculosis, the analysis of necrotic changes is 
of fundamental importance. Fibrinoid necrosis is more typical 
for sarcoidosis, whereas caseous necrosis is pathognomonic for 
tuberculosis [10]. Additional diagnostic signs of sarcoidosis 
include the characteristic arrangement of nuclei in giant cells of 
the "coin scattering" type, the presence of asteroid bodies and 
zones of perifocal sclerosis [10,14,17].

In the presented clinical case, an expert revision of histological 
preparations allowed for a detailed morphological assessment 
of the process and an accurate differential diagnosis between 
sarcoidosis and tuberculosis, which ensured the final verification 
of the diagnosis and determined further patient management 
tactics [12,17-19].

The literature emphasizes the high diagnostic importance of 
bronchological methods, including bronchoalveolar lavage 
and transbronchial lung biopsy, considered as a standard 
for morphological verification of sarcoidosis. The clinical 
manifestations in this patient, including prolonged unproductive 
cough and shortness of breath, corresponded to the typical 
picture of the disease [17,19].

As part of a multidisciplinary approach, the patient 
was consulted by a rheumatologist. There were signs of 
rheumatoid arthritis and Raynaud's syndrome in the anamnesis, 
accompanied by arthralgias of the small joints of the hands and 
ankles, which persisted despite glucocorticosteroid therapy. A 
differential diagnosis was performed between extrapulmonary 
manifestations of sarcoidosis and the activity of concomitant 
rheumatological disease. It was not possible to completely 
exclude the contribution of the systemic rheumatic process, 
however, the absence of erosive joint changes according to 
X-ray data, as well as partial regression of arthralgia after 
increasing the dose of glucocorticosteroids, suggested that 
the joint syndrome was mainly associated with the systemic 
inflammatory activity of sarcoidosis. 

The tendency to form subcutaneous hematomas was probably 
multifactorial and could be caused by a combination of chronic 
inflammation and long-term glucocorticosteroid therapy.

An objective examination revealed hyperemia of the facial skin, 
but the typical nodular erythema characteristic of sarcoidosis 
was not detected. There were no specific skin manifestations of 
sarcoidosis, and therefore no skin biopsy was required. Thus, 
the classic Lefgren syndrome was not verified in this case.

Despite the marked radiological improvement on the 
background of methylprednisolone therapy (24-28 mg / day), 
clinical symptoms, including persistent cough and arthralgia, 
regressed only partially. In such situations, if systemic 
corticosteroids are not effective enough or cannot be used for a 
long time, the appointment of steroid-sparing therapy, including 
methotrexate, azathioprine or leflunomide, may be considered. 
In the refractory course of the disease, the use of biological 
drugs, primarily TNF-α inhibitors such as infliximab or 
adalimumab, is a promising direction [20]. Such therapy requires 
mandatory multidisciplinary follow-up with the participation of 
a pulmonologist, rheumatologist and phthisiologist.
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Of particular interest are the cases of sarcoidosis described 
in the literature against the background of anti-tuberculosis 
therapy [21]. In diagnostically difficult situations, trial therapy 
is sometimes considered as a necessary stage of differential 
diagnosis, which makes it possible to assess the nature of the 
clinical response and clarify the nature of the granulomatous 
process [5,21].

According to the Registry of Interstitial Lung Diseases of the 
Republic of Kazakhstan, primary diagnoses are reviewed in 
32.4% of cases after an expert assessment. Such a high frequency 
of diagnostic discrepancies underlines the crucial importance 
of a multidisciplinary approach both for the verification of 
sarcoidosis and for optimizing patient management tactics 
[8,21]. This clinical case confirms that multidisciplinary 
collaboration is currently a key element of the diagnostic 
algorithm for granulomatous lung diseases.
Conclusion.

This case demonstrates that a multidisciplinary and personalized 
approach is crucial for differentiating the diagnosis of pulmonary 
sarcoidosis from other diseases, including tuberculosis and 
cancer, in a patient with concomitant pathology in primary 
care settings. Early diagnosis of sarcoidosis in the practice of 
a primary care physician is difficult without careful attention to 
the disease, careful examination of radiation diagnostic data and 
morphological studies to verify the diagnosis.
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Введение: Саркоидоз остается одним из наиболее 
сложных для диагностики гранулематозных заболеваний 
вследствие отсутствия патогномоничных симптомов и 
необходимости исключения туберкулеза и онкопатологии. 
В условиях первично медико-санитарной помощи (ПМСП) 
диагностические ошибки достигают 32%, то диктует 
необходимость оптимизации диагностических алгоритмов.

Цель: Обосновать необходимость 
мультидисциплинарного, персонифицированного и 
дифференцированного подхода к диагностике саркоидоза  
легких  в условиях первичной медико-санитарной помощи 
(ПМСП) на примере клинического случая.

Описание клинического случая: Представлен анализ 
клинического случая пациентки 54 лет с коморбидной 
патологией, у которой на протяжении 6 месяцев наблюдались 
респираторные и системные проявления.  Проведена 
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оценка данных лучевых (рентгенография, КТ, ПЭТ/КТ), 
лабораторных и морфологических исследований, включая 
повторный экспертный пересмотр гистологических 
препаратов.

Первичное обращение пациентки выявило 
периферическое образование нижней доли левого легкого 
по данным КТ. Отрицательные онкомаркеры исключили 
онкопроцесс. Проведение видеоторакоскопической 
биопсии легких и лимфатических узлов, а также 
обнаружении кислотоустойчивых микобактерий 
(КУМ+) послужило основанием для ошибочной 
постановки диагноза туберкулеза. Отсутствие ответа на 
противотуберкулезное лечение в течение 3 месяцев и 
данные ПЭТ/КТ подтвердили необходимость применения 
мультидисциплинарного консилиума. Повторный 
экспертный пересмотр гистологических препаратов 
верифицировал диагноз саркоидоза легких, впоследствии  
на фоне глюкокортикостероидной терапии достигнут 
значительный клинико-рентгенологический регресс.

Заключение: Представленный клинический 
случай демонстрирует фундаментальную сложность 
дифференциальной диагностики классического течения 
саркоидоза, туберкулеза и онкологических заболеваний у 
пациентки с коморбидной патологией, что обуславливает 
необходимость применения мультидисциплинарной 
тактики и персонализированного анализа в условиях ПМСП. 
Ключевые слова: Саркоидоз, туберкулез, 
дифференциальная диагностика, ПМСП, биопсия.

შესავალი: სარკოიდოზი რჩება ერთ-ერთ ყველაზე 
რთული დიაგნოსტიკა granulomatous დაავადებების 
არარსებობის გამო pathognomonic სიმპტომები 
და უნდა გამოირიცხოს ტუბერკულოზისა და 
oncopathology. პირველადი ჯანდაცვის (PHC) 
კონტექსტში დიაგნოსტიკური შეცდომები აღწევს 32% 
- ს, რაც საჭიროებს დიაგნოსტიკური ალგორითმების 
ოპტიმიზაციას.

მიზანი: უნდა დაასაბუთოს, რომ საჭიროა 
მულტიდისციპლინური, პერსონალურად და 

დიფერენცირებული მიდგომა დიაგნოზი ფილტვის 
სარკოიდოზი პირველადი ჯანდაცვის (ჯანდაცვის) 
გამოყენებით, მაგალითად, კლინიკური შემთხვევაში.

კლინიკური შემთხვევის აღწერა: წარმოდგენილია 
კომორბიდული პათოლოგიის მქონე 54 წლის პაციენტის 
კლინიკური შემთხვევის ანალიზი, რომელსაც 
რესპირატორული და სისტემური გამოვლინებები 
ჰქონდა 6 თვის განმავლობაში.  შეფასდა რადიაციის 
(რენტგენოგრაფია, CT, PET/CT), ლაბორატორიული 
და მორფოლოგიური კვლევების მონაცემები, მათ 
შორის ჰისტოლოგიური პრეპარატების განმეორებითი 
საექსპერტო მიმოხილვა.

პაციენტის პირველადი მკურნალობის შედეგად 
გამოვლინდა მარცხენა ფილტვის ქვედა წილის 
პერიფერიული ფორმირება CT მონაცემების მიხედვით. 
უარყოფითი კიბოს მარკერები გამორიცხავენ კიბოს 
პროცესს. ფილტვებისა და ლიმფური კვანძების ვიდეო 
თორაკოსკოპიული ბიოფსია, ასევე მჟავაგამძლე 
მიკობაქტერიების (KUM+) გამოვლენა, საფუძვლად 
დაედო ტუბერკულოზის მცდარ დიაგნოზს. 3 თვის 
განმავლობაში ტუბერკულოზის მკურნალობაზე 
რეაგირების არარსებობამ და PET/CT მონაცემებმა 
დაადასტურა მულტიდისციპლინარული 
კონსულტაციის საჭიროება. ჰისტოლოგიური 
პრეპარატების განმეორებით ექსპერტულმა მიმოხილვამ 
დაადასტურა ფილტვის სარკოიდოზის დიაგნოზი და 
შემდგომში გლუკოკორტიკოსტეროიდული თერაპიის 
ფონზე მიღწეული იქნა მნიშვნელოვანი კლინიკური და 
რადიოლოგიური რეგრესია.
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აჩვენებს სარკოიდოზის, ტუბერკულოზისა და 
ონკოლოგიური დაავადებების კლასიკური კურსის 
დიფერენციალური დიაგნოზის ფუნდამენტურ 
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