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K CBEAEHHUIO ABTOPOB!
[Ipu HampaBIEeHUY CTAaTbH B PEAAKITUIO HEOOXOIUMO COOIONATh CISAYIONINE TIPABHIIIA;

1. CraTps nomkHa OBITH IPEJCTaBICHA B IBYX SK3EMIUIIPAX, HA PYCCKOM HMJIM aHTITUHACKOM SI3bI-
Kax, HaTrleyaTaHHas yepe3 MoJITopa HHTepBaJjia Ha OIHOI CTOPOHE CTAHIAPTHOIO JIUCTA € INMPHHOI
JIEBOTO NOJIsI B TPHM caHTHMeTpa. Mcnonb3yemblil KOMIIBIOTEPHBII WPUQT U1 TEKCTa Ha PYCCKOM U
aHnuickoM s3bikax - Times New Roman (Kupuiuna), 115 TeKcTa Ha TPy3UHCKOM S3BIKE CIIEAYeT
ucnoip3oBath AcadNusx. Pasmep mpudra - 12. K pykonrcu, HaneyaTaHHOW Ha KOMITBIOTEPE, JTODKEH
o5ITh IprtoskeH CD co crarbeit.

2. Pa3Mep craTbu TOTKEH OBITH HE MEHEe NeCsTH 1 He OoJiee 1BaALATH CTPAHUI] MAITHOIINCH,
BKJIIOYAsl yKa3areJlb JINTepaTypsl U Pe3loMe Ha aHIJIMIICKOM, PYCCKOM U IPYy3HHCKOM SI3bIKaX.

3. B crarbe 10KHBI OBITH OCBEIICHBI AKTyaIbHOCTh JAHHOTO MaTepHalla, METOIBI U PE3YIIbTaThI
UCCIIeIOBaHUs U X 00CYyKACHHE.

[Ipu npencTaBiIeHNHN B IIeYaTh HAYYHBIX SKCIIEPUMEHTAIBHBIX PA0OT aBTOPHI JOJIKHBI YKa3bIBATH
BHUJl U KOJMYECTBO SKCIIEPUMEHTANBHBIX KUBOTHBIX, IPUMEHSBIINECS METOABl 00e300MMBaHUS U
YCBHIJICHHUS (B XOJI€ OCTPBIX OIIBITOB).

4. K crarbe JOIKHBI OBITH MIPUIIOMKEHBI KpaTKoe (Ha MOJICTPAaHUIIBI) Pe3OMe Ha aHIIIUICKOM,
PYCCKOM M IT'PY3HHCKOM $I3bIKax (BK/IIOYAIOLIEE CIELYOLINE pa3aesbl: Liedb UCCIeI0BaHNs, MaTepHual U
METOJIBI, PE3YJILTATHI M 3aKIIFOUSHHE) U CIIUCOK KITtoueBBIX cioB (key words).

5. Tabnunp! HEOOXOIUMO NPENCTABIATE B Ie4aTHOH hopme. DoTokonuu He npuHUMaroTcs. Bee
nu¢poBbie, HTOTOBbIE H NPOLIEHTHbIE JaHHbIE B Ta0JIMIaX J0JIKHbI COOTBETCTBOBATH TAKOBBIM B
TeKcTe cTaThbU. Tabiuibl U rpaduKu TOJKHBI OBITH 03aryIaBIICHBI.

6. dotorpadun AOIKHBI OBITH KOHTPACTHBIMHU, (POTOKOIHHU C PEHTTEHOTPAMM - B IO3UTUBHOM
n300paxeHuH. PUCYyHKH, yepTeXu U IuarpaMmbl clIeoyeT 03ariaBUTh, IPOHYMEPOBATh U BCTABUTH B
COOTBeTCTBYIOIIEe MecTo TekcTa B tiff opmare.

B noanucsix k MukpogotorpadgusaM cieayeT yKa3plBaTh CTEICHb yBEIMUCHUS Yepe3 OKYISP HITH
00BEKTUB U METOJ] OKPACKU WJIM UMIIPETHALIMH CPE30B.

7. ®aMUIUU OTEYECTBEHHBIX aBTOPOB MIPUBOJAATCS B OPUTHHAIBHON TPAHCKPUIILIUH.

8. I[Ipu opopmnennu u HampaBneHun crared B xypHanm MHI mpocum aBTOpOB cobmronars
NpaBUIIa, U3JI0KEHHBIE B « EMUHBIX TpeOOBaHUSIX K PYKOMHUCSM, IPEACTABISIEMBIM B OMOMEIUIIMHCKHUE
JKypHAJIbD», TPUHATHIX MeXIyHapOAHBIM KOMHUTETOM PEIAaKTOPOB MEAMLMHCKUX KYpHAJIOB -
http://www.spinesurgery.ru/files/publish.pdf u http://www.nlm.nih.gov/bsd/uniform_requirements.html
B koHIIe Kax 101 OPUTHHATIBHOM CTaThU MPUBOAUTCA OnOIHOrpadguyeckuii cnucok. B cnmncok nurepa-
TYPBI BKJIFOYAIOTCSl BCE MaTepHalibl, HA KOTOPBbIE UMEIOTCS CCBUIKU B TeKcTe. CIHUCOK COCTaBIAETCs B
andaBUTHOM MOpsAKe U HymMepyeTcs. JIutepaTypHblii HCTOYHMK NPUBOAUTCS Ha sI3bIKE OpUrMHaia. B
CIMCKE JINTEPATyPhl CHavYajia IPUBOIATCS PabOThI, HAMCAHHBIE 3HAKaMU TPY3MHCKOTO andaBuTa, 3aTeM
Kupwuien u naruHuneidl. CChUIKM Ha IUTHUPYEMble pabOThl B TEKCTE CTAaTbH JAIOTCS B KBaIpPaTHBIX
CKOOKax B BUJI€ HOMEPA, COOTBETCTBYIOLIETO HOMEPY JaHHOH pabOoThI B CIIMCKE TUTEPaTypbl. bonbmmH-
CTBO IIUTHPOBAHHBIX UCTOYHUKOB JOJKHBI OBITH 3a IMOCTIEAHNUE S5-7 JIET.

9. ns momydeHus MpaBa Ha MyONMKAIMIO CTaThs OJDKHA MMETh OT PYKOBOIUTENSI pabOTHI
WIN YUPEXKJCHUS BU3Y U CONPOBOIUTEIHHOE OTHOLLICHNUE, HAIMCAHHBIC WJIM HAlledaTaHHbIE Ha OJIaHKe
Y 3aBEPEHHBIE MOJIHCHIO U NIEYATHIO.

10. B koHIe cTaThU NOJKHBI OBITH MOAMHCH BCEX aBTOPOB, MOJHOCTBHIO MPUBEAEHBI UX
(amMuInM, UIMEHa U OTYECTBA, YKa3aHbl CIIy>KeOHBIN M AOMAIIHUI HOMEpa TeJIe(OHOB U agpeca MM
uHble koopAuHaThl. KomuuecTBo aBTOPOB (COABTOPOB) HE NOHKHO MPEBBIMIATH IISATH YEJIOBEK.

11. Penakuus ocraBisiet 3a cO00i MpaBo COKpaIaTh ¥ HCIPaBIATh cTarhi. Koppekrypa aBropam
HE BBICBUIAETCS, BCS paboTa U CBEpKa IPOBOAUTCS 110 aBTOPCKOMY OPHTHHAILY.

12. HemomycTuMoO HampaBiieHHE B pelaklMIo padoT, MpeICTaBICHHBIX K MeYaTH B MHBIX
M3/1aTeNbCTBAX WIIM OMYOJIMKOBAHHBIX B APYTHX U3JAHUSX.

Hpﬂ HApYHNIEHUH YKa3aHHBIX IPABUJI CTATbU HE PAaCCMAaTPUBAIOTCH.
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Please note, materials submitted to the Editorial Office Staff are supposed to meet the following requirements:

1. Articles must be provided with a double copy, in English or Russian languages and typed or
compu-ter-printed on a single side of standard typing paper, with the left margin of 3 centimeters width,
and 1.5 spacing between the lines, typeface - Times New Roman (Cyrillic), print size - 12 (referring to
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3. Submitted material must include a coverage of a topical subject, research methods, results,
and review.
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articles. Tables and graphs must be headed.
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7. Please indicate last names, first and middle initials of the native authors, present names and initials
of the foreign authors in the transcription of the original language, enclose in parenthesis corresponding
number under which the author is listed in the reference materials.

8. Please follow guidance offered to authors by The International Committee of Medical Journal
Editors guidance in its Uniform Requirements for Manuscripts Submitted to Biomedical Journals publica-
tion available online at: http://www.nlm.nih.gov/bsd/uniform_requirements.html
http://www.icmje.org/urm_full.pdf
In GMN style for each work cited in the text, a bibliographic reference is given, and this is located at the end
of the article under the title “References”. All references cited in the text must be listed. The list of refer-
ences should be arranged alphabetically and then numbered. References are numbered in the text [numbers
in square brackets] and in the reference list and numbers are repeated throughout the text as needed. The
bibliographic description is given in the language of publication (citations in Georgian script are followed
by Cyrillic and Latin).

9. To obtain the rights of publication articles must be accompanied by a visa from the project in-
structor or the establishment, where the work has been performed, and a reference letter, both written or
typed on a special signed form, certified by a stamp or a seal.

10. Articles must be signed by all of the authors at the end, and they must be provided with a list of full
names, office and home phone numbers and addresses or other non-office locations where the authors could be
reached. The number of the authors (co-authors) must not exceed the limit of 5 people.

11. Editorial Staff reserves the rights to cut down in size and correct the articles. Proof-sheets are
not sent out to the authors. The entire editorial and collation work is performed according to the author’s
original text.

12. Sending in the works that have already been assigned to the press by other Editorial Staffs or
have been printed by other publishers is not permissible.

Articles that Fail to Meet the Aforementioned
Requirements are not Assigned to be Reviewed.
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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].
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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 wunderscores 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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Figure 3. Positron emission tomography in combination with computed tomography (PET/CT) of patient A.

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.
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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/m?).
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, rthythm is regular. Blood pressure—140/90 mm



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 (3.3x10°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.
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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



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].
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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-o 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.



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 thata 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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BCJIC/ICTBHE OTCYTCTBHSI MAaTOTHOMOHWYHBIX CHMIITOMOB W
HEOOXOAMMOCTH HMCKIIIOUEHHs TyOepKyse3a M OHKOIATOJIOTHH.
B ycnoBusix nepBr4HO Menuko-canutapHoit momounm (IIMCIT)
JMarHOCTUYECKUE OMMOKKM pocturaioT 32%, TO AMKTYeT
HEOOXOANMOCTh ONITUMHU3AINN TUAarHOCTHYECKHUX aITOPUTMOB.

Hean: O60cHOBaTh HE00XOIUMOCTD
MYIBTHIMCIUATLITHHAPHOTO, NIepCOHU(UIIMPOBAHHOTO u
i hepeHINpPOBaHHOTO MOAX0AA K JAMAarHOCTHKE CapKoOHJ103a
JIETKUX B YCIIOBHSIX NEPBUYHON MEIMKO-CAaHUTAPHOM ITOMOIIH
(IIMCII) Ha nprMepe KIMHUYECKOTO CITydast.

Onucanue KJIMHHYECKOro caydvasi: [lpencrasieH aHamm3
KIIMHUYECKOTO CIydas IalMeHTKH 54 JeT ¢ KoMopOumHOU
TIaTOJIOTHEH, y KOTOPOH Ha MPOTSHKEHMH 6 MeCs1IeB HaOIoIaich
pecruparopHble M CUCTEMHBIE TposiBieHHs.  [IpoBeneHa



OlLleHKa JaHHbBIX JiydeBbIX (pentrenorpadwus, KT, ITIOT/KT),
11a00paTopHBIX U MOP(OJIOrHYECKNX HCCIIeJOBAaHNH, BKIIOYAs

MOBTOPHBIN  JKCHEPTHBIA  MEPEeCMOTP  THCTOIOTMYECKUX
IIpenaparos.
Ilepsuunoe obpaienne MalUEeHTKA BBISIBUJIO

nepudepuyeckoe 00pa3oBaHHE HIKHEH JOJU JIEBOTO JIETKOTO
mo gaHHbIM KT. OTpurarenbHbIE OHKOMAapKephl HCKIFOUMIIN
OHKOIPOIIECC. IIpoBenenue BHJIEOTOPAKOCKOMTUYECKON
OWorncHM JIETKUX ¥ JTUM(pATHYSCKUX y3JI0B, a TaKKe
oOHapyKCHUU KHUCIIOTOYCTOMYMBBIX MHUKOOAKTEpHid
(KYM+)  mocnmyxwino  OCHOBaHHEM Uil OIIMOOYHOM
IMOCTAHOBKHU JHarHo3a TyoOepkynesa. OTCyTcTBHE OTBETa Ha
MPOTHBOTYOEPKYJIC3HOE JICYCHHE B TCUCHHUE 3 MECAICB U
narnbie [I9T/KT moarBepmuim HEOOXOAMMOCTh MPUMEHEHUS
MYJIBTHAACIUILTHHAPHOTO KOHCHJIYMa. [ToBTOpHBIH
SKCIEPTHBIM  MEepPecMOTpP  TUCTOJIOTHMYECKUX  IpernaparoB
Bepu(HUIMPOBA AUATHO3 CAPKOUI03a JIETKUX, BIOCICICTBHU
Ha (OHE TIFOKOKOPTUKOCTCPOUTHON Tepamuud JOCTUTHYT
3HAYUTENbHBIN KIMHUKO-PEHTTEHOJIOTMUECKHU perpecc.
3akia04eHue: IIpencraBneHHsIi KIIMHUYECKHUH
ciydall  JeMOHCTpHpYeT (YHIAMEHTAIBHYH  CIIOXHOCTh
T epeHInaTbHON JTUATHOCTHKH KJIACCHYECKOTO TCUCHUS
CapKoM03a, TyOepKyae3a M OHKOJOTHUSCKUX 3a00JCBaHUM Y
MAIMCHTKA C KOMOPOWMHOW MAaTONOTHEH, YTO 00yCIaBIUBacT
HE00XOIUMOCTh MPUMEHEHHUS MYJIBTHAACIUTLTHHAPHON
TaKTUKH U IEPCOHATTM3UPOBAHHOT0 aHau3a B ycioBusix [IMCII.
KuioueBbie cJioBa: Capkonnios, TyOepKyIes,
muddepennnansHas auarnocruka, [IMCII, 6noncus.
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