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Introduction and Aim of the Work,
Introduction

Tuberculosis (TB) is a bacterial disease spreads by
infectious air borne droplets containing Mycobacterium
tuberculosis (occasionally Mycobacterium bovis or africanum)
(Koch, 1932). Once the organism is inhaled, it travels via the
airways to the pulmonary parenchyma where it is deposited.
Although the organism may be deposited in any lobe, a
predilection for the lower lobes exists (Tara, 2005).

The organism is ingested by alveolar macrophages,
which then attempt to phagocytoze the bacilli. As a result of
the natural defenses of the tubercle bacillus, alveolar
macrophages may be unsuccessful in attempting to completely
destroy the bacilli, which then lie dormant within
the macrophage. As a consequence, bacilli often remain viable
within the macrophages in immunocompetent individuals.
Subsequently, bacilli may travel via the pulmonary lymphatics,
or they may enter the vascular system and seed distant sites
such as the liver, spleen, or bone marrow (Tara, 2005).

In most immunocompetent individuals, macrophages are
successful in containing the bacilli, and the infection is self-
limited and often subclinical. The contained infection in
immunocompetent hosts is called primary tuberculosis In
some patients, pulmonary macrophages are unable to contain
the bacilli and are overwhelmed, leading to a clinically
apparent infection. This is more common in patients who are
immunocompromised, notably the population with HIV/AIDS.
This form of tuberculosis is called progressive primary
tuberculosis. Patients with progressive primary tuberculosis
may present with pulmonary manifestations (often with miliary
tuberculosis) or with manifestations of systemic or
disseminated disease (Tara, 2005).
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Patients who are exposed to T.B bacilli for the first time
have pathologic, roentgenologic, and clinical features different
from those who have reactivation of previous disease. As a
consequence, it is logical to consider the disease processes
under the separate headings of primary and post-primary
tuberculosis (Fraser et al., 1994)

Approximately 80% of tuberculosis patients have
pulmonary disease and the remainder have extrapulmonary
disease with or without pulmonary component. Among HIV-
coinfected persons, this association is drastically altered and
may even be reversed. The sites where extrapulmonary
tuberculosis is most commonly seen, in declining order of
frequency, are the lymph nodes, pleura, genito-urinary tract,
and the bones and joints. Meningeal tuberculosis accounts for
approximately 1% of cases (Niederman et al., 2001)

Postprimary (reactivation) tuberculosis is seen in patients
in whom the initial infection was contained successfully by the
pulmonary macrophages, with bacilli remaining viable within
the macrophages. Infection results when the host's immune
status (T cells) is compromised. This form may appear in the
elderly population, for example (Tara, 2005).

Multi-drug-resistant tuberculosis (MDR-TB) is an
increasing global problem, the extent & burden of which varies

significantly from country to country & region to region
(Ormerod, 2005).

The prevalence rate of new cases of multi-drug-resistant
tuberculosis (MDR-TB) was 2.2% while that of the previously
treated tuberculous cases, which were discovered to be multi-
drug-resistant, was 38%. (WHO, 2004)




Introduction and Aim of the Work,

A patient is determined to have a MDR-TB only through
laboratory confirmation of in vitro resistance to at least
Isoniazid & Rifampicin (WHO TB report 2005).

More than eight million people develop active TB
annually, and approximately two million die from the disease
each year. The WHO estimate that there are more than 15
million people living with TB. In 2003, out of estimation 8.8
million new TB cases worldwide, 3.9 million were diagnosed
by laboratory testing and 674,000 also were HIV+ve. An
estimated 1.7 million people died of TB in 2003, 22 % of
whom were co-infected with HIV. Those with active TB who
receive no treatment can infect an average of 10 to 15 people
annually. Although TB is curable, it kills 5000 people every
day, 98% of deaths are in developing world affecting mostly
young adults in their most productive years. (WHO TB report,
2005) .
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Aim of the Work

The aim of this study is to review the tuberculosis cases
admitted to Giza chest hospital during the last five years (2005-
2009) in order to evaluate the National Tuberculosis Program

application in Egypt.
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Tuberculosis
History of Tuberculosis

It is presumed that the genus Mycobacterium
originated more than 150 million years ago (Daniel 2006).
An early progenitor of M. tuberculosis was probably
contemporaneous and co-evolved with early hominids in
East Africa, three million years ago. The modern members
of M. tuberculosis complex seem to have originated from a
common progenitor about 15,000 - 35,000 years ago
(Gutierrez et al. 2005).

Figure (1): A vertebral Bone Affected by Tuberculosis

The term phthisis/consumption appeared first in Greek
literature. Around 460 BCE, Hippocrates identified phthisis as
the most widespread disease of the times, and noted that it was
almost always fatal. Due to common phthisis-related fatalities,
he wrote something no doctor would dare write today: he
warned his colleagues against visiting TB patients in late stages
of the disease, because their inevitable deaths might damage
the reputations of the attending physicians (Palomino et al.
2007).




