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Tuberculous periodontitis: clinical-laboratory
and epidemiological aspects

To the present day, tuberculous periodontitis is not diagnosed and not present in the classification of
tuberculosis. Its microbiological diagnostics is the most complicated as it is performed by investigating
small quantities of paucibacillary specimens. The purpose of work was defining the significance of
mycobacterial population variability forms in the clinical picture and epidemiology of tuberculous
periodontitis. Comparative analysis of clinical and epidemiological features of tuberculous periodontitis
was performed in two groups of patients aged 20 to 70 years over different observation periods from 1980
till 2012. Group A was composed of 258 patients who were observed from 1980 till 1990, and Group B
consisted of 250 patients who were examined from 2005 till 2012. Peridental focal points of infection in
chronic forms of tuberculous periodontitis were used as the material for the advanced microbiological and
pathohistological examination. It has been established that in Group A, peridental focal points of infection
serve as a reservoir for persisting mycobacteria. The main form of such mycobacteria are unstable L-phase
variants which were found in 50% of the investigated samples. We have noticed that the number of focal
points of infection in which the changed mycobacteria forms vegetate tends to increase: L-forms (55,2%)
and granular forms in Group B. L-form transformation of mycobacteria and emerging of granular forms is
the reason of exacerbations coming up more frequently and persistent course of tuberculous periodontitis.
The strains of mycobacteria in peridental focal points of infection susceptible to all antituberculous drugs
that were detected 30 years ago has been supplanted by mycobacteria resistant to isoniazid and rifampicin
in patients who had not taken antituberculous drugs before. At present, the fact that tuberculous periodontitis
in HIV-positive patients can be a prognostic for clinical manifestations of AIDS is a point of interest. The
clinical and epidemiological features of tuberculous periodontitis that have been revealed are similar to
clinical pathomorphism of extrapulmonary tuberculosis, therefore tuberculous periodontitis can be included
in the classification of tuberculosis as a separate nosological entity.

INTRODUCTION

This study has certainly become of current
interest and taken on great significance in
connection with tuberculosis pandemic. Despite
the doctors’ and scientists’ efforts as well as
numerous tuberculosis control programs, we
cannot expect this dangerous disease will be
defeated soon [4,10]. This is connected with
aggravation of tuberculosis course concurrent
with HIV/AIDS, Mycobacterium tuberculosis
bacteria gaining multi-drug resistance to
antituberculous drugs as well as the main
diagnostics problem — detection of the pathogen
in connection with mycobacterial population

diversity [8]. Microbiological diagnostics
of extrapulmonary tuberculosis is the most
complicated as it is performed by investigating
small quantities of paucibacillary specimens.
It is likely the reason that such a common
form of extrapulmonary tuberculosis as tuber-
culous periodontitis remains undiagnosed in
most observations and is not present in the
classification by now.

Multiple peridental focal points of infection
having tubercular origin in chronic forms of
periodontitis represent one possible variation
of extrapulmonary tuberculosis. Peridental focal
points of infection develop when M. tuberculosis
bacteria get in periodontal tissues through root
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canals of destroyed teeth or by hematogenous
transmission. A focal point of infection having
tubercular genesis (or etiology, or origin) is
formed around the tooth root apex in the form
of granuloma, cystogranuloma or radiculodental
cyst. Such focal points, on the one hand, have
some features of tuberculosis of bones and
joints and, on the other hand, some features of
pulmonary tuberculosis. In apical periodontitis
open root canals, like the trachea and bronchi,
mediate between periodontal tissues and the
ambient and improve aeration of these tissues.
The infection enters periodontal tissues from
oral cavity as well as vice versa, thus seeding
the ambient. The first findings regarding
involvement of mycobacteria in the development
of specific inflammatory process in periapical
tissues and their transformations from one form
to another date back to the beginning of the 20"
century [3].

Taking into account tuberculosis pandemic
and common use of antibacterial drugs, we
considered it reasonable to analyze the data
about variability forms of M. tuberculosis bacte-
ria and their susceptibility to antituberculous
drugs in cases of tuberculous periodontitis over
two periods: from 1980 till 1985 and from 2005
till 2012.

The purpose of work: to define the signi-
ficance of mycobacterial population variability
forms in the clinical picture and epidemiology
of tuberculous periodontitis.

METHODS.

The study was performed using the capacities
of dental clinics in the cities of Moscow,
Dnepropetrovsk, Simferopol and Odessa. In
the period from 1980 till 2010, comparative
analysis of clinical and epidemiological features
of tuberculous periodontitis was performed in
two groups of patients aged 20 to 70 years.
The analysis covered different observation
periods. Group A was composed of 258 patients
who were observed from 1980 till 1985, and
Group B consisted of 250 patients who were
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examined from 2005 till 2010. The diagnosis of
tuberculous periodontitis was verified based on
the medical history data and complex clinical-
laboratory diagnostics.

Peridental focal points of infection (granulo-
mas, cystogranulomas and radiculodental cysts
in chronic forms of tuberculous periodontitis)
were used as specimens for microbiological
and pathohistological examination. To find M.
tuberculosis bacteria, the following diagnostic
techniques were used:

1) bacterioscopy for M. tuberculosis L-
forms detection — direct microscopy of smears
taken from the peridental focal points of infection
specimens stained by Ziehl-Neelsen and with
Auramine O as well as by Romanovsky-Giemsa;

2) culture methods with the use of different
classical culture media and seeding techniques:
Lowenstein-Jensen media and Finn-II, a series
of semisolid media for L-form isolating;

3) seeding of the specimens using the method
modified by us; it includes the following steps:
the specimens — impression smears of peridental
focal points of infection — are applied on a
narrow microscope slide and treated sparingly
with acid, and then the slide is placed in a test
tube containing Finn-II medium. The test tube
was filled with Shkolnikova medium by two
thirds of the glass height, so that the smear would
touch the inclined surface of solid medium, and
was placed in a thermostat [1];

4) bioassay tests on guinea pigs;

5) immunoenzyme method; 6) biomolecular
method using the TB-Biochip microarray
system.

355 samples have been analyzed using
microbiological (culture) methods — for M.
tuberculosis and L-forms of M. tuberculosis,
and 49 samples have been analyzed using
biomolecular method. Microbiological and
biomolecular studies were performed in the
Division of Laboratory Diagnostics of Moscow
Research and Clinical Center for Tuberculosis
Control, Moscow Healthcare Department.

Because of complexity of mycobacteria
identification, concurrent studies of isolated
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cultures were performed in St. Petersburg Scientific
Research Institute of Phthisiopulmonology. We
used classical methods including bacteriological
and biochemical identification as well as
immunoenzyme biomolecular method allowing
to define the species mycobacteria belong to
with higher degree of reliability. Isolation of
aerobic and non-sporulating anaerobic bacteria
was also done. General structural changes were
revealed in histologic specimens stained with
hematoxylin and eosine, and distribution of M.
tuberculosis bacteria in tissues was investigated
under staining by Ziehl-Neelsen.

RESULTS AND THEIR DISCUSSION

Microbiological study of 355 impression
smears made from peridental granulomas,
cystogranulomas and cysts in 258 apparently
healthy persons allowed to detect mycobacteria
in 53.7% of cases (when bacterioscopy was
used) and did not show positive results when
the specimens were seeded on solid egg media.
Detection of mycobacteria by bacterioscopic
method and their concurrent dormancy on
culture media, by analogy with the data found
in references, gives evidence of the fact that
mycobacteria viability is being reduced [7].
Quantitative aspects of the results of different
microbiological diagnostics methods use for
detecting mycobacteria in peridental focal points
of infection can be found the table below.

Most frequently, mycobacteria were found
in the parietal part of the cystoid cavity contents
(26.6%). In half of the investigated samples,
mycobacteria in such parietal parts were
detected in the form of plait-like congestions.
Therefore, we can make a conclusion about
cord-factor presence yet in the nidus and not
in the culture, and, subsequently, about M.
tuberculosis virulency. In sporadic cases (3.3%),
mycobacteria were found in the envelope
of cysts or cystogranulomas. In peridental
granulomas, mycobacteria were detected in the
foci of decay (19%) twice as frequent as in the
«quiet» parts (9%).
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The maximum quantity of strains — six
(12.8%) has been isolated from peridental
granulomas tissue homogenate; two strains
(2.9%) have been isolated from the exudate
leaking out from peridental focal points of
infection through the root canal, and one strain
(4.5%) has been isolated from the fistulous
drainage. It should be particularly noted that
M. tuberculosis bacteria presence in the exudate
leaking out from root canals and fistulous
passages is epidemiologically essential as one
of the ways of mycobacteria escaping into the
ambient and possibly as a source of infection
for the people around.

Bacterioscopy of smears in Group B indicated
the presence of finely granular acid-fast forms
of mycobacteria surrounded by pellucid area in
76% of peridental focal points of infection. Such
forms were found 1.5 times more frequently
compared to Group A. According to references
data, M. tuberculosis granular forms are an aggra-
vating factor in lung tuberculosis course [5].

Isolation of mycobacteria with reduced
viability made it necessary to use improved
bacteriological diagnostic techniques that also
include isolation of the changed mycobacteria
forms — L-forms.

To investigate small quantities of pauci-
bacillary specimens from peridental focal
points of infection, we have developed and
introduced a modified seeding method. Under
this method, the specimens in the form of
smears or impression smears taken from the
most infected parts of focal point of infection,
i. e. cyst and cystoid cavity content as well
as exudate from root canals and fistulas, was
applied on narrow microscope slides. As a
result of the study performed, 28 mycobacteria
cultures have been isolated; in 57.8% of cases
mycobacteria microcolony growth on narrow
microscope slides has been noticed that allows
to ascertain the presence of viable mycobacteria
population in peridental focal points of infection.

Mycobacterial populations were mostly
composed of L-forms found by bacterioscopy in
more than 90% of investigated samples.
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To identify mycobacteria, classical methods
including bacteriological and biochemical
identification as well as immunoenzyme method
were used, and in Group B, the test system for M.
tuberculosis detection by hybridization method
with fluorescence imaging on the biological
microarray system («TB-BIOCHIP») was
employed [9]. These methods allowed to define
what species mycobacteria belong to with higher
degree of reliability. When 49 specimens taken
from the peridental focal points of infection
were investigated by biomolecular method, in
nine cases (18.4%) M. tuberculosis bacteria have
been identified and their drug susceptibility has
been defined [6].

18 out of 28 isolated strains were analyzed in
the microbiological and immunoenzyme studies
from different points of view in order to identify
them. The remaining 10 strains showed poor
growth and died out in attempting to subculture
them.

The remaining 14 out of 18 investigated
strains had primarily orange pigment with
different gradations; based on this characteristic,
they were assigned to scotochromogenous
bacteria under Runyon classification. Further
identification also did not allow to assign
any of the investigated strains to one or other
classification group.

The results we have obtained while stu-
dying biochemical properties of the isolated
mycobacteria together with the available data

Table. Detection rate for M. tuberculosis bacteria and their

provided by other researchers [2,7] suggest
that these mycobacteria are revertants of M.
tuberculosis bacteria.

The fact that the isolated mycobacteria are
revertants of M. tuberculosis L-forms is indirectly
proven by the results of defining mycobacteria
drug susceptibility to 10 antituberculous drugs:
all the strains of M. tuberculosis isolated by
us show significant susceptibility to the first-
line and second-line drugs, while the most
nontuberculous mycobacteria are resistant to all
the antituberculous drugs.

Identification of the obtained mycobacteria
by immunoenzyme method allowed to find M.
tuberculosis antigens of human type in 7 out
of 18 cultures (38.9%), M. fortuitum antigents
in 5 cultures (27.8%), and antigens of other
atypical mycobacteria in 6 cultures (33.3%).

M. tuberculosis bacteria search using
immunoenzyme method in 80 tissue samples
from peridental granulomas and biomolecular
method in 20 samples taken from peridental
focal points of infection have not yielded
positive results.

Productive tubercular process of the limited
extent was noted in liver, spleen, kidneys and
lungs of the guinea pigs and mice infected with
typical acid-fast M. tuberculosis bacteria of
human type isolated from peridental focal points
of infection. The data obtained give evidence of
reduced mycobacteria virulency more apparent
in the changed mycobacteria.

L-forms in the specimens taken from peridental focal

points of infection in Group A using different techniques of microbiological diagnostics

Cultures isolated:
Diagnostic techniques Sample M. tuberculosis, abs. (%)
number L-forms
typical | changed |micr0colonies

Bacterioscopy 355 84 (23.6%) 107 (30.1%) - 321 (90.4%)
Seeding on solid media 140 No growth ~ No growth  No growth -
Seeding on semisolid media 258 - - - 185 (71.7%)
Seeding by a modified method 417 4 (0.9%) 24 (5.7%) 241 (57.8%) 298 (71.4%)
fgza;slz Le;:;:g‘:ns?aﬁgs 65 30 (46.1%) 15 (23.1%) ; 20 (30.8%)
Immunoenzyme method 18 7 (38.9%) 11 (61.1%) - -
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Seeding of 417 samples taken from peri-
dental focal points of infection helped to reveal
mycobacteria L-forms in the most cases (71.4%)
along with mycobacteria. L-form population
was heterogenous in its biological properties
and varied in balancing degree. In the most
observations made by us (52.2%), L-forms that
had reversed into M. tuberculosis bacterial forms
on culture media were assigned to unstable
forms.

While performing bioassay test by injecting
L-forms to guinea pigs the animals show
tubercular inflammation of the limited extent
similar to the one when M. tuberculosis bacteria
with reduced virulency were injected, as well
as paraspecific and non-specific changes like
immunoprotective reaction.

The data available in references together
with the results of the studies performed by the
authors extend traditional assumptions about
peridental focal points of infection microflora by
the established fact about mycobacteria and their
changed forms involvement in peridental focal
points of infection emerging and development.

Based on cumulative results of the micro-
biological study performed in 1980-1990, it has
been established that in peridental focal points of
infection in people apparently healthy in terms
of tuberculosis and having chronic periodontitis
forms, M. tuberculosis bacteria persist in 20%
of cases [1].

The results of the performed microbiological
study formed the basis for studying clinical
symptoms and sings as well as course of apical
periodontitis depending on the mycobacterial
population structure in peridental focal points
of infection.

Group 1A included 44 (17,1%) patients;
in specimens taken from their peridental focal
points of infection, bacterial forms and L-
forms of mycobacteria have been detected.
Group 2A included 129 (50%) persons with
unstable L-forms found in peridental focal
points of infection. Group 3A was composed of
85 (32,9%) patients; in specimens taken from
their peridental focal points of infection few
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stable L-forms of mycobacteria have been found.

Aggravated course with severe symptoms
has been noted in 18.2% of patients in Group
1A; 5,9 times less frequently in patients from
Group 2A and was not noted at all in patients
from Group 3A. In Group 1A, aggravated
course of the process was associated with fistula
presence more frequently (Fig.1). It is known
that tuberculous fistula act as a drain channel
for purulence in tuberculous lesions of spine,
hipbones and in other forms of tuberculosis
[11]. M. tuberculosis bacteria discharging from
fistulous passage (Fig.2) escape into the ambient
and play significant part in epidemiology of the
pathogen. Most patients have fistula with one
external opening.

However, complex fistula with branches
may have several external openings (Fig. 5).
Appearance and nature of purulent fistula
discharge can often help to suspect the specific
process in periodontal tissues while performing
initial oral exam. Specific features of this
process are: 1) fluid, almost colorless purulence
or yellowish exudate leaking out in a quite
considerable amount; 2) slender, dryish tyroid
inclusions in exudate; 3) pale, thinning mucosa
with cyanotic shade in the fistula opening area.
In patients from Group 1, peridental focal
points of infection of medium (34.1%) and
large sizes (65.9%) have been revealed, and
large peridental focal points of infection were
encountered 1.9 times more frequently compared

Fig. 1. Fistula on the gum with several external apertures
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Fig .2. Microcolony of mycobacteria tuberculosis in the liquid
content of fistula passage

to medium ones. X-ray images in persons having
asymptomatic course of peridental focal points
of infection showed blurred focal point contours
(27.3%) that speak for latent progressing of the
inflammatory process in periodontal tissues. In
15.9% of cases, osteosclerosis of bone tissue
surrounding peridental focal points of infection is
caused by purulent exudate and microabscesses,
as further morphologic studies have shown. In
10 out 109 (9.2%) large peridental focal points
of infection (more than 0.5 cm in diameter)
multifocal points of infection were observed
(Fig.3). The central focal point of infection and
«growth zone» differed not only in their form,
shade intensity and contour sharpness on X-ray
images, but also in their histological structure:
the central focal point of infection is a cystoid
cavity, and the growth zone is similar to a simple
granuloma in its structure (Fig.4) . In 5% of
the investigated samples the central focal point
of infection was similar to cavitary lesion, and
histobacterioscopy helped to reveal acid-fast M.
tuberculosis bacteria in it.

Mixed mycobacteria population vegetation
has been established primarily in young persons
(20-29 years old) and patients older than
50 years. According to our findings, peridental
focal points of infection with mycobacteria
and L-forms in young people have been
found in 17.1% of cases, and in 60-year-
old and older patients — in 24.3% of cases.
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Fig .3. Multifocal periodontal focus of infection — cystic
granuloma, received in resection of apix of dental root

Some authors who had studied mycobacterial
populations in different tuberculosis forms
in older age groups note a potential hazard
of tuberculosis reactivation in connection
with mycobacteria presence concurrent with

F

Fig . 4. X-ray picture of radicular cyst in tuberculosis
periodontitis
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lowered resistance of the macroorganism
[2]. It should be marked that in periodontitis
exacerbations anaerobic microorganisms were
isolated from peridental focal points of infection
alongside with mycobacteria. The findings of the
researchers having studied associated microflora
in tuberculosis show that mycobacteria in
association with anaerobe bacteria cause
peracute progressing of inflammatory process
with extensisve necrotic patches forming [12].
The results comparison of the peridental focal
points of infection integrated study allowed us
to make a similar conclusion.

Clinical picture of periodontitis when
unstable L-forms (Group 2) were isolated from
peridental focal points of infection was marked
by unstable course just like the population itself.
The early period of the disease was mostly
hidden with undulating course and remission
and exacerbation periods. Persistent progressing
of peridental focal points of infection with
local manifestations of different degree can be
associated not only with unstable mycobacteria
L-forms presence, but also with anaerobes most
frequently isolated along with L-forms.

Intoxication symptoms at the time of
exacerbation, especially in case of multiple
peridental focal points of infection, are cha-
racterized by faintness, temperature rise,
transient joint pain and headache. Face skin is
pale with yellowish and grayish tints. Weight
loss is observed in some patients.

In teenagers with conversion of tubercular
tests, tuberculous periodontitis often progresses
in intact teeth and soon exacerbates with
periostitis or an abscess. A large volume of M.
tuberculosis bacteria is found in the necrotizing
pulp of such teeth.

On examination: the tooth is more often
destroyed; a crown of the tooth has a changed
color ranging from light grey to dark grey. On
probing: the cavity of decay is opened into the
dental cavity. Vertical percussion of the tooth is
painful; the mucosa around the causative tooth is
edematous and reddened. Vasoparesis symptom
is positive.
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During histological examination of peridental
focal points of infection in patients of this group
areas of subtle tubercular inflammation were
revealed. In case of such subtle inflammation
architectonics of the tubercle is preserved, but
the composition of cells specific for tuberculosis
is lost, i. e. signs of chronic productive
nonspecific inflammation emerge.

Therefore, peridental focal points of infec-
tion serve as a reservoir for persisting mycobac-
teria with predominant persistence form — unsta-
ble L-phase variants of M. tuberculosis bacteria.
Studying M. tuberculosis bacteria variability in
tuberculous periodontitis over the period from
1980 till 2012 shows tendency to increasing the
number of peridental focal points of infection in
which changed mycobacteria forms persist, i. e.
L-forms and granular forms.

It has been revealed that L-form transforma-
tion of M. tuberculosis bacteria and emerging
of granular forms is the reason of exacerbations
coming up more frequently and persistent course
of tuberculous periodontitis. Presence of fistulas
is important both from diagnostic and epidemio-
logical points of view. Massive and diversified
M. tuberculosis bacteria population in tooth root
canals and fistula content can become a source
of tuberculous infection dissemination and its
propagation in the ambient.

It has been found out that the strains of
mycobacteria in peridental focal points of
infection susceptible to all antituberculous
drugs that were detected 30 years ago has been
supplanted by multi-drug resistant mycobacteria.

At present, the fact that tuberculous perio-
dontal disease in HIV-positive patients can be a
prognostic for clinical manifestations of AIDS
is also a point of interest.

The clinical and epidemiological features
of tuberculous periodontitis that have been
revealed are similar to clinical pathomorphism
of extrapulmonary tuberculosis, therefore
tuberculous periodontitis should be included in
the classification of tuberculosis as a separate
nosological entity.
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Baiintpy6 B.®.!, Xpucrsin I.E.!, Arlindo Valerio
Arao de Oliveira’

TYBEPKYJIbO3HUI NMEPIOJIOHTUT:
KJITHIKO-JTABOPATOPHI TA EIIIAEMIOJIO-
I'TYHI ACIIEKTH

TyOepkynb03HUN MEPIOJOHTHUT AOTENEp 3ATHILAETHCSA HE
JIIarHOCTOBAHMM 1 BiZICYyTHIM B Kiacudikauii TyOepKyIb03y.
Mikpo06ionoriyna AiarHOCTHKA HOro € HalO1IbII CKIIAAHOIO,
TOMY IO 3/A1HCHIOETHCS IIUTSIXOM JOCTIKEHHS HE3HAYHOT KiJTb-
KOCTi oirobarinspraoro mMarepiany. Mera podoTu mossrana y
BUBUYCHHI 3HaUCHHS 3MiHEHUX (HOPM MiKOOaKTEpiaIbHOT OITY-
JAMi{ B KITiHILI Ta emigeMionorii TyOepKyIb03HOTo epiooH-
TUTy. ByB ipoBeaeHN MOpiBHAIBHUN aHATI3 KIIHIKO-€Iiie-
MiOJIOTIYHHUX 0COOIMBOCTEH TYOSPKYIbO3HOTO EPIOJOHTUTY
B JIBOX Tpymax namieHTiB y Bimi 20-70 pokiB y pi3Hi nepioan
cnocrepexenns 3 1980 mo 2012 p.. I'pyny A cxmamm 258
MAIi€HTIB, CIIOCTEPEIKEHH AKUX mpoxoauao 3 1980 mo 1990
pik, rpyna B Oyna npencrasiena 250 narieHTamMu, 00CTEKEHHS
sxux mpoxoauio 3 2005 mo 2012 pik. Marepianom po3mupe-
HOTO MiKpOO10JIOT1YHOTO Ta MAaTOTiCTOIOTYHOTO AOCIIHKECHHS
Oysm HaBKOI03yOH1 BorHumIa iHdekuii (HBI) npu xpoHiunux
(hopmax TyOepKyIb03HOTO ePioOHTHTY. BcTaHOBIEHO, 1110 B
rpymi A HaBKos103yOHI BOrHUIIA iH(EKIIT € pe3epByapoM mep-
CHCTYIOUHX MiKOOaKTepiii, OCHOBHA (hopMa SIKHX - HECTAOUIbHI
JI-BapianTu, BusBieHi B 50% crnocrepexxens. BigzHaueHo
30epiraHHs TeHAEHI] 301bmenHs KiabkocTi HBI, B sxux
BETeTYIOTh 3MiHeHI popmu MikobakTepiit: JI-hopmu (55,2%)
i3epHucti popmu B rpymni B. JI-tpancdopmartis mikoGaxrepiit
1 MOsiBa 3€pHUCTUX (OPM MPHU3BOAMTH A0 OLTBLI YaCTHX
3aroCTpeHb 1 MPOrpecyrdoro nepediry TyOepKyab03HOTO
nepiofgoHTUTy. Ha 3MiHy MeAMKaMEHTO3HO -4y TJMBUM JI0 BCiX
MPOTUTYOCPKYIbO3HHUX TPENapaTiB MTaMiB MiKOOAKTEpiil B
HBI, 1m0 6ynu BusiBieHi 30 pokiB ToMY, TPUHIIUTN pE3UCTEHTHI
110 i30Hia3uay i pudamminuHy MikoOakTepil y malieHTiB, ki
HE IpUiMaNy paHille NpOTUTYOEPKYIbO3HI mpenapari. AK-
TyaJbHUM HUHI € TOH (HaKT, 110 TyOepKyIbO3HUH IEPIOTOHTUT
y BUI-iHdikoBaHHX NamieHTiB MOXe OyTH MepeaBiCHHUKOM
kiiHiyHEX npossiB CHI/ly. BusisneHi kiiHiKo-emiaemMionoriygi
0Cc0o0IMBOCTI TYOCPKYIIHO3HOTO IEPIOIOHTHTY BiJOOpaKaroTh
KIIHIYHUN TaTOMOP(]03 M03aJIETeHEBOT0 TyOepPKYIIBO3Y, TOMY
TyOepKyJIbO3HUI MEPiOAOHTUT MOKe OyTH BHECEHUH B Kila-
cuikaitito TyGepKyIb03y SIK OKpema HO30J0ri4Ha Gopma.

Aspnonnna JLI., Mpuniima H.B.2, Agonuna O.B.3,
BaiinTpy6 B.®.!, Xpucrsin I.E.!, Arlindo Valerio
Arao de Oliveira’

TYBEPKYJIE3HBIA TEPUOJTOHTHUT:
KIIMHUKO-JTABOPATOPHBIE U DIINJIEMHNO-
JIOTHYECKHE ACIHIEKTbI

TyOepKyne3Hblil MTEpUOTOHTUT OO HACTOSILET0 BPEMEHU
OCTaeTCsl He ANArHOCTUPOBAHHBIM U OTCYTCTBYET B KJIACCH-
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¢bukamu Tyoepkynésa. MUKpoOHoIornueckas JHarHoCTHKa
€ro sBIseTCA Haubojee CIOKHON, TaK KaK OCYIIECTBIAETCS
nyTéM MCCIIEI0OBAHUSI HE3HAYUTEIBHOTO KOJINYECTBA OJIH-
robarusipHoro Marepuana. Llenas paboTsl 3akioyanack B
OTIpe/ICTICHUN 3HaUYCHUsT (OPM HU3MEHUYHBOCTH MHUKOOAKTE-
pI/IaHbHOﬁ TNOIMYJIALUU B KIIMHUKE U SITUIAEMUOIIOIUU Ty6ep—
KyJIE€3HOTO NMEPUOJOHTHUTA. BblT MpoBeaeH cpaBHUTENIBLHBIN
aHaliM3 KJIMHHUKO-IMUIEMHUOJIIOTHYECKUX 0COOEHHOCTEH
TyOEpKYJIE3HOTO MEPHOJOHTUTA B JIBYX IPyIIax MalEeHTOB
B Bo3pacte 20-70 jeT B pasauyHbIC MEPUObI HAOTIOICHNUS
¢ 1980 no 2012 r.. I'pynny A cocraBmiu 258 manueHTos,
HaOJIfo/IeHHe KOTOpbIX mpoxoauiio ¢ 1980 o 1990 rox, rpymn-
na B Obuta npeacrasiena 250 nanueHTaMu, 00CieI0BaHue
KOoTOpbIX Ipoxoauio ¢ 2005 mo 2012 rox. Marepuanom
pacUIUPEHHOTO0 MHUKPOOHOJIOTMYECKOTO M TaTOrMCTOIOTH-
YECKOT0 MCCIIEIOBAHHS CITY)KHIIM OKOJIO3yOHBIE OYaru MH-
¢dexunn (OOU) npu XxpoHHYIECKUX opMax TyOepKyIE3HOro
NEPUOJOHTHTA. YCTaHOBIIEHO, UTO B IPyIIe A OKOJIO3yOHbIE
o4aru MHQEKIUH SIBISIOTCS Pe3epByapoM MEPCHCTUPYIOMINX
MHKOOaKTepuii, OCHOBHAsl (hopMa KOTOPBIX — HeCTaOMIbHBIC
JI-Bapuantel, oOHapyxensl B 50% nabmronenuii. OTMedeHa
COXpaHAIOLIAsACS TEHACHIMA yBeaudeHus konuuectsa OOU,
B KOTOPBIX BEreTHPYIOT H3MEHEHHbIE (OpMbI MUKOOAKTE-
puii:  JI-popmsr (55,2 % ) u 3epHuCTBIe GopMBbI B rpyIie B.
JI-rpanchopmariyiss MUKOOAKTEpUil U MOSBICHHE 36PHUCTHIX
(GopM npUBOAMT K Gosiee 4acThIM 00OCTPEHHSM U Iporpec-
CUpYIOLLIEMY TEYCHHIO TyOepKysié€3Horo nepuogoHTura. Ha
CMEHY JICKAPCTBCHHO-YYBCTBUTCIbHBIM KO BCEM ITPOTUBO-
TyOepKyaE3HBIM IpenaparaM IITaMMaM MHUKOOakTepuil B
OOMU, BoraBieHHBIM 30 JIET TOMY, IPUILIN PE3UCTEHTHBIE K
U30HHMA3UIY U pUGAMINIMHY MHKOOAKTEPUH Y TAl[EHTOB,
HE IPUHUMABILUX paHee IPOTHUBOTYOEPKy/IE3HbIE IIpenapaThl.
A](Tya.l'll)HblM B HACTOALICC BPEMs ABJISICTCA TOT q)a](T, qTo
TyGepKyne3Hblid nepruogoHTuT y BUY-nHGUIMPOBaHHBIX
IMalUEHTOB MOXKET ABJIATHCA NMPECABECTHUKOM KIIMHUYCCKUX
nposBienuit CI1M/la. BeisiBJIeHHBIE KIMHUKO-ITTHIEMHO-
JIOTHYEeCKHE 0COOCHHOCTH TyOEepKyJIE3HOTO IEPHOOHTUTA
OTpaXkaroT KIMHUYECKHUi nmatoMopdo3 BHEIErouHOro Tyoep-
KyJie3a, I03TOMY TyOepKyJIe3HbIN IEPUOJOHTUT MOXKET OBbITh
BHECEH B KJacCUUKAIMIO TyOepKylie3a Kak OTAelbHas
HO30JI0THYeCKast hopma.
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