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Criteria for Distinguishing Pulmonary
Tuberculosis from Community-Acquired
Pneumonia of Moderate to Severe Course
and Assoclated with COVID-19.

Part 1

The COVID-19 pandemic has significantly changed the spectrum of lung pathology. As the lungs are the
main organs affected by the SARS-CoV-2, as well as by community-acquired and Mycobacterium tuberculosis
infections, their differentiation based on specific clinical, radiological and laboratory tests should be done
properly for early initiation of treatment and follow-up.

Objective — to establish the distinguishing clinical, radiological and laboratory differential diagnostic
criteria between COVID-19-associated pneumonia, moderate to severe community-acquired pneumonia
(CAP) and pulmonary infiltrative tuberculosis in the frame of a prospective longitudinal study.

Materials and methods. A prospective case-control study was conducted from 1 January 2020 to
31 December 2022. It included 255 patients, distributed into the 1+ group — 70 patients diagnosed with
SARS-CoV-2 pneumonia, the 2" group — 65 patients with CAP and the 3 group — 120 patients with
pulmonary infiltrative TB. All patients were aetiologically confirmed through the conventional microbiological
or molecular genetic tests and clinically managed in specialised clinical services. Statistical analysis was carried
out using quantitative and qualitative tests in SPSS Statistics 23.0 software, in which paired sample T-test,
Anova and Chi-square tests were performed. The differences were considered statistically significant with a
confidence level of more than 95 % and p < 0.05.

Results and discussion. The demographic characteristics of the patients showed no significant differences;
however, male sex was identified as a high-risk factor for developing TB (Odds Ratio (OR) = 7.6; 95 %
Confidence Interval (CI): 3.7—14.9; risk difference: 46 %; x> = 37; p < 0.001) compared to SARS-CoV-2
pneumonia. Additionally, male sex was found to be a moderate risk factor for severe CAPs (OR = 2.4; 95 % CI:
1.3—4.8; risk difference: 21 %). Young age (<45 years) was identified as a high-risk factor for developing TB
(OR =8.1;95 % CI: 3.6—17.2; risk difference: 20 %). In contrast, age over 45 years was a significant risk factor
for severe CAPs (OR = 6.6; 95 % CI: 3.1—14.2; 32> = 32; p < 0.001; risk difference: 41 %) and SARS-CoV-2
pneumonia (OR = 7.4;95 % CI: 3.2—8.1; 32 = 27; p < 0.001; risk difference: 37 %).

Conclusions. Demographic characteristics of patients in all study groups showed that male gender was
likely a high-risk factor for developing tuberculosis compared with SARS-CoV-2-associated pneumonia. Male
gender was found to be a moderate-risk factor for severe community-acquired pneumonia. Young age
(<45 years) was identified as a high-risk factor for developing tuberculosis; age over 45 years was a significant
risk factor for severe community-acquired pneumonia and SARS-CoV-2-associated pneumonia.
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he lower respiratory tract infections, including
bronchitis, bronchiolitis and community-acqui-
red pneumonia (CAP) are often erroneously diag-
nosed in patients with pulmonary tuberculosis (TB),
which worsens the epidemiological situation at the
community level and increases the risk for complica-
tions, prolongs treatment and results in an unfavor-
able outcome [5, 10]. The World Health Organi-
zation (WHO) listed TB and CAP among the
10 global causes of death [12]. The case fatality rate
(CFR) in TB, meaning the proportion of patients
who developed and died from TB is in the range of
12—15 % globally [11]. In comparison, the CFR in
patients with severe CAP varies depending on the
the causative agent, with the highest rates for Influ-
enza A HIN1 CAP) — 17 %, Pseudomonas aerugi-
nosa CAP — 14 %, Haemophilus influenzae CAP —
12 %, Klebsiella pneumoniae CAP — 7 %, atypical
bacteria (Chlamydia pneumoniae, Mycoplasma
pneumoniae, Legionella species) CAP and Strepto-
coccus pneumoniae (pneumococcal CAP) —3—35 %
[2]. The SARS-CoV-2 pneumonia achieved the
4—40 % CFR rate during the outbreak (2020—
2022), with the peak in patients older than 65 years,
with concurrent cardiovascular or cerebrovascular
diseases and immunosuppressive conditions [9].
Clinical data are the first differential criteria, and
the main evidence suggesting pulmonary TB were
gradual onset with symptoms developing over sev-
eral weeks to months, while in preumococcal and
SARS-CoV-2 pneumonia usually had an acute onset
over several days [5, 9, 10]. Night sweats, haemop-
tysis, weight loss and loss of appetite were suggestive
of pulmonary TB, while high fever, chills, intense
cough, chest pain and dyspnoea were typical for
bacterial and COVID-19 pneumonia [1—3, 9, 11].
Because the lungs are the main organs affected by
SARS-CoV-2, community-acquired respiratory
infections and TB, the distinctive criteria should be
properly identified for early onset of adequate treat-
ment [1, 3, 5, 10]. Based on the results of the specia-
lised literature, the main differential criteria of the
listed diseases are clinical presentation, laboratory
data and radiological findings. As clinical data are
the first differential criteria to be evaluated by
healthcare workers, the main evidence suggesting
pulmonary TB is gradual onset with symptoms
developing over several weeks to months, while in
pneumococcal and SARS-CoV-2 pneumonia usually
have an acute onset over several days [4]. Night
sweats, haemoptysis, weight loss and loss of appetite
are more suggestive of pulmonary TB, while high
fever, chills, intense cough, chest pain, and dyspnoea
are more typical for pneumococcal and COVID-19-
associated pneumonia [3]. Radiographic patterns
characteristic of TB — infiltrates, nodules and paren-

chymal lesions/cavities — are localised in the upper
lobes and posterior segments, while pneumococcal
CAP is most often localised in a lobar distribution,
affecting the lower lobe [2, 3, 5, 10].

Some studies denoted that the rate of misdiag-
nosed TB cases increased during the COVID-19
pandemic, when mobility restrictions caused lim-
ited access to specialised healthcare services [2, 5,
9, 10]. As a consequence, the TB notification rates
decreased globally by 30 %, with a slight recovery
in the late stage of the COVID-19 outbreak [11].
The diagnosis of preumococcal CAP, which is the
most common, is based on Gram staining, identify-
ing Gram-positive diplococci (S. pneumoniae) in the
red and grey stages, while for COVID-19 pneumo-
nia, reverse transcription polymerase chain reaction
and rapid antigen tests are the gold standard diag-
nostic tools [4, 6, 11]. Differential diagnosis of the
listed diseases plays a crucial role in the diagnostic
process, and the criteria on which it is based are
essential tools for clinicians to identify and distin-
guish between various conditions with similar
presentations [6— 8]. The role of these criteria is to
provide a systematic approach to evaluating patients’
symptoms, signs and investigation results; distin-
guishing between diseases with similar presenta-
tions; guiding further investigations; improving
diagnostic accuracy; and recognising when multiple
conditions may be present simultaneously [4, 8].
This is important because many patients may have
several diagnoses. The major challenge and serious-
ness of this issue are determined by the epidemio-
logical danger that TB patients pose to the healthy
population. Summarising above data, it was pointed
out that the diagnosis of TB and CAP, including
COVID-19 pneumonia, poses major challenges
under current epidemiological conditions, and that
the main peculiarities and risk factors need to be
revised for a more individualised clinical approach.

Objective — to establish the distinguishing
clinical, radiological and laboratory differential
diagnostic criteria between COVID-19-associated
pneumonia, moderate to severe community-acquired
pneumonia and pulmonary infiltrative tuberculosis
within the frame of a prospective longitudinal study.

Materials and methods

A prospective case-control study was conducted
from 01.01.2020 to 31.12.2022 and included
25 patients who were registered and managed dur-
ing the initial phase of the COVID-19 pandemic in
clinical services in the Chernivtsi region and the
Republic of Moldova.

The selected patients weredivided into 3 groups:
the 1 group included 70 patients diagnosed with
SARS-CoV-2 pneumonia; and 2" group —
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Table 1. Distribution of the patients by demographic data (n = 266)

Indices Indices 1 Group (n = 70) 2" Group (n = 65) 3 Group (n = 120)
Gender Men 25 (35 %)*° 41 (63 %) 97 (80 %)
Women 45 (65 %)*° 24 (37 %) 23 (20 %)
Age groups 18—24 years 0 1(2%) 8 (7 %)
25—34 years 2 (3%)° 5 (8 %) 24 (20 %)
35—44 years 8 (11 %)° 2 (2 %) 37 (31 %)
45—54 years 14 (20 %) 13 (20 %) 31 (26 %)
55—64 years 25 (36 %)° 18 (28 %)* 15 (12 %)
>65 years 31 (44 %)° 26 (40 %)™ 5(4%)
Age categories 18—44 years 10 (14 %)*° 11 (17 %) 69 (57 %)
>45 years 60 (86 %)*° 54 (83 %) 51 (42 %)

Note. * p < 0.001 comparing 1% and 2" groups; °p < 0.001 comparing 1* and 3* groups; #p < 0.05, #p < 0.001 comparing 2" and 3 groups;

Statistical test: Chi-square.

65 patients diagnosed with severe CAPs and the 3+
group — 120 patients with pulmonary infiltrative
TB, registered as new cases.

All patients were aetiologically confirmed through
the conventional microbiological or molecular genet-
ic tests and clinically managed in clinical services
during the initial phase of the COVID-19 pandemic
(01.01.2020—31.12.2022). The study was approved
by the ethics committee (approval No. 16 dated
21.04.2020) and the consent forms were signed.

Including criteria for patients in the study were:
age over 18 years; the 1+ group — SARS-CoV-2
pneumonia diagnosed through nucleic acid amplifi-
cation test (RT-PCR), antigen test and radiological
investigations (chest X-ray and high-resolution
computed tomography, HRCT); the 2" group —
severe CAP diagnosed aetiologically through Gram
smear staining and culture with antibiogram (sus-
ceptibility testing against conventional antibio-
tics), radiological investigations (chest X-ray,
HRCT); the 3 group — pulmonary infiltrative TB,
diagnosed through sputum smear Ziehl—Neelsen
staining, culture with drug-sensitivity testing
(DST), nucleic acid amplification tests (GeneXpert
MTB/Rif) and chest X-ray.

Severity of CAPs was assessed using major crite-
ria: respiratory failure, tachypnea (rate > 30 bre-
aths), hypotension (< 90/60 mmHg), hypothermia
(<36 °C), confusion, plasma urea nitrogen
>20 m/dL, platelet count < 100 - 10?°/uL and leu-
cocyte count < 4000/mm?. The results of bacterial
culture on conventional growth media and DST
established S. pneumonia in 22 (34 %), H. influenzae
in 11 (17 %), methicillin-susceptible S. aureus —
4 (6 %), S. pyogenes, M. pneumonia and P. mirabil-
lis —in 3 (5 %) cases respectively, P. aeruginosa and
Enterobacter sp. — in 2 (3 %) patients respectively
and Klebsiella sp. — in 4 (6 %) cases. In 12 (18 %)
patients the viral aetiology of CAP was confirmed

through polymerase chain reaction and rapid anti-
gen detection tests.

Statistical analysis was carried out using quantita-
tive and qualitative methods with SPSS Statistics
23.0 software, in which paired sample T-test, Anova
and Chi-square tests were performed. Differences
were considered statistically significant with a con-
fidence level of more than 95 % and p < 0.05.

Results

According to the distribution by gender, the male-
to-female ratio was 0.5 : 1.0 in the first group, 2 : 1
in the second group and 4 : 1 in the third group.. The
rate of men affected by TB and severe bacterial CAP
was statistically higher than in SARS-CoV-2 pneu-
monia (x> = 21; p <0.001).

Repartition of patients into age groups, according
to the WHO recommendations, identified that the
largest subgroups in the 1+ group were patients aged
between 45 and 64 years and those older than
65 years (86 %); in the 2" group — between 55 and
64 years and older than 65 years (68 %); and in the
3 group — between 25 and 54 years, constituting
two thirds (77 %).

The statistical threshold was reached when com-
paring the subgroups aged 35—44 years, which
predominated in the 3 group, with the 1+ and
2 groups, and subgoups of patients between
535—64 years and the over 65 years, which pre-
dominated in the 1% group vs. 2" and 3 groups
(x*>=15;p <0.001). Regrouping the patients in two
age groups — younger and older than 45 years —
showed that younger patients statistically pre-
dominated in the 3 group compared to the 1+ and
those older than 45 years predominated in the first
and second groups compared to the third group
(x> =34; p<0.0001) (Table 1).

Analysing statistical data, it was found that the
male sex was a high-risk factor for developing active
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Fig. 1. Distribution of the patients by demographic data

TB (OR = 7.6; 95 % CI 3.7—14.9; risk difference
46 %; %2 =37;p<0.001) compared to SARS-CoV-2
pneumonia and a moderate-risk factor for severe
CAP (OR = 24; 95 % CI 1.3—4.8; risk difference
21 %). Young age (< 45 years) was a high-risk factor
for developing TB (OR = 8.1; 95 % CI 3.6—17.2;
risk difference 20 %) and age over 45 years was a
high-risk factor for severe CAP and SARS-CoV-2
pneumonia (OR = 6.6; 95 %; CI 3.1—14.2; y2 = 32;
p <0.001; risk difference 41 %) and OR =7.4;95 %
CI3.2—8.1;¢>=27; p <0.001; risk difference 37 %)
(Fig. 1).

The primary epidemiological risk factor for TB is
contact with an active source of infection, which
was identified in one third of patients in the 3 group
(43 patients, 33 %), including 33 patients (26 %)
from family outbreaks.

One third of patients with SARS-CoV-2 pneu-
monia had returned from abroad while ill, and one
fifth of TB patients had recently returned from
labour migration within the past three months.

All patients with SARS-CoV-2 pneumonia,
61 (93 %) patients with severe CAP, and 68 (56 %)
cases of pulmonary TB had underlying comorbid
conditions.

The combination of the associated diseases was
assessed using the Euler circles. The combintation
of 5 diseases was detected in 19 (27 %) cases, of
4 diseases in 24 (34 %) and of 3 diseases in 27 (36 %)
patients with SARS-CoV-2 pneumonia.

The most common combination in patients with
SARS-CoV-2 pneumonia involved cardiovascular
diseases such as arterial hypertension, atheroscle-
rotic heart disease and congestive heart failure, along
with chronic respiratory diseases, observed in 51
(73 %) patients.

Additionally, glucose metabolism disorders
were present in 24 (34 %) patients diagnosed with

SARS-CoV-2-associated pneumonia. In every
second patient with severe CAP (31 (48 %) were
more often diagnosed with 2 associated diseases, 27
(41 %) with 3 comorbidities and in 7 (11 %) with
only one associated disease.

The most frequent combination, observed in ap-
proximately one third of patients (23 cases, 35 %),
was an infectious complication on a chronic respira-
tory condition (such as chronic bronchitis, chronic
obstructive pulmonary disease, bronchiectasis or
lung fibrosis) combined with cardiovascular diseases.

Immunocompromised state due to HIV infection
(AIDS), immunosuppressive therapy and chronic
respiratory diseases was identified in 6 (10 %) cases.
Regarding the 3 group, post-tuberculosis lung
disease was diagnosed only in TB patients, including
bronchiectasis in 5 (4 %) cases, calcifications in 19
(16 %), pleural adhesions in 22 (18 %) and pulmo-
nary hypertension in 2 (1 %) patients.

One of the most frequent comorbidities was the
type 2 diabetes mellitus (DM), which was diagnosed
in 17 (24 %) patients with SARS-CoV-2 pneumo-
nia, 8 (12 %) with severe CAP and 11 (9 %) patients
with TB. Overweight/obesity (body mass index
(BMI) greater than 25—30 kg/m?) was established
in 65 (93 %) COVID-19 patients and 36 (55 %)
severe cases with CAP.

Malnutrition (BMI < 20 kg/m?) was detected in
86 (72 %) and cachexia (BMI < 18 kg/m?) in 34
(29 %) TB patients (Table 2).

Active tobacco smoking was detected in the
majority of TB patients, 98 (82 %), and in patients
with CAP — 39 (60 %). The rate were statistically
higher compared to the group with SARS-CoV-2
pneumonia (x*> = 63; p < 0.001).

Alcohol abuse or chronic alcoholism statistically
predominated among the patients with TB and
CAPs (32 =13; p <0.001).

14
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Table 2. Risk factors distribution among patients (n = 255)

Indices Indices 1+ Group (n = 70) 2" Group (n = 65) 3" Group (n = 120)
Epidemiological TB contact 0 0% 43 (33)
Recently returned from abroad 25 (35 %)** 0% 16 (20 %)
Biological Co-morbidities 70 (100 %)°° 61 (93 %)** 68 (56 %)
HIV-infection 1(1%)° 5(8 %) 22 (18 %)
Alcohol abuse 0 (0 %)**o° 11 (17 %) 28 (23 %)
Tobacco smoking 16 (23 %)**°° 39 (60 %)* 98 (82 %)
Drug use 0(0 %)* 5(8 %) 10 (8 %)
Obesity/overweight 49 (70 %)**°° 62 (95 %)" 0 (0 %)
Undernutrition/cachexia 0 (0 %)°° 0 (0 %)* 110 (92 %)
Social Vulnerable 12 (17 %)**°° 6 (9 %)** 107 (89 %)
economical Stable 58 (83 %)**°° 59 (91 %) 13 (11 %)

Note. *p < 0.01, **p < 0.001 comparing 1+t and 2 groups; °p < 0.01, °°p < 0.001 comparing 1* and 3" groups; #p < 0.01, #p < 0.001 comparing 2"

and 3" groups; Statistical test: Chi-square.

Socially and economically vulnerable state was
established in a statistically higher proportion in the
TB group compared with other groups (32 = 17; p
<0.001).

Analysing statistical data, it was concluded that
the major risk factors for active TB were: socially
vulnerable state (OR =39.1; 95 % CI 24—46), alco-
hol abuse (OR =18.4;95 % CI14.7—26.1), undernou-
rishment (OR = 15.6; 95 % CI 14—19), tobacco
smoking (OR = 8.1; 95 % CI 6.2—9.7) and recent
contact with an active source of infection (OR = 5.9;
95 % CI 4.3—7.2).

The risk factors with medium impact were labour
migration in the last 3 months (OR=3.6; 95 % CI
2.1—4.7) and immunosuppression due to HIV/
AIDS (OR = 2.2; 95 % CI 1.2—4.7). For SARS-
CoV-2 pneumonia and severe CAPs the major risk
factors were the comorbid background (OR = 21;
95 % CI 19—38) and (OR = 186; 95 % CI 144—196)

respectively), overweight (OR = 4.9; 95 % CI 2.4—
6.2) and OR = 18; 95 % CI 14—26) (Fig. 2).

The demographic characteristics of the patients
showed no significant differences; however, male sex
was identified as a high-risk factor for developing
TB (OR = 7.6; 95 % CI: 3.7—14.9; risk difference:
46 %; x?=37;p<0.001) compared to SARS-CoV-2
pneumonia. Additionally, male sex was found to be
a moderate-risk factor for severe CAP (OR = 2.4;
95 % CI: 1.3—4.8; risk difference: 21 %). Young age
(<45 years) was identified as a high-risk factor for
developing TB (OR = 8.1; 95 % CI: 3.6—17.2; risk
difference: 20 %). In contrast, age over 45 years was
a significant risk factor for severe CAPs (OR = 6.6;
95 % CI:3.1—14.2; 2= 32; p < 0.001; risk difference:
41 %) and SARS-CoV-2 pneumonia (OR =7.4;95 %
CI:3.2—8.1; x2=27; p < 0.001; risk difference: 37 %).

While the demographic characteristics of the
patients did not differ between the groups, their risk
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Fig. 2. Distribution of risk factors among patients
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factors, clinical presentation, case management and
aetiological examination results were contrasting.
Similar aspects were identified in other interna-
tional research [1—6, 9—11].

Conclusions

1. The demographic characteristics of patients
across all study groups indicated that male sex was

There is no conflict of interest.

a high risk factor for developing TB compared with
SARS-CoV-2-associated pneumonia.

2. Male sex was a moderate-risk factor for severe
community-acquired pneumonia.

3. Young age (< 45 years) was identified as a high-
risk factor for developing TB, whereas age over
45 years was a significant risk factor for both or
severe community-acquired pneumonia and SARS-
CoV-2-associated pneumonia.
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* [lepxkaBHuMit yHiBepcuUTeT MefuLMHNM Ta hapmallii «Hikonas TectemiuaHy, Knwunis, Pecny6nika Mongosa

?BYKOBWHCbKUI fiepaBHUI MeAUYHUI yHiBepcuTeT, YepHiBui

Kputepii ana qudepeniiiaiii nereneBoro Ty0epKynbL03y
Bif Mo3anikapHAHOI MHEBMOHII cepeHbOoro Ta TAXKKOTO mepebiry,

nos’asanoi 3 COVID-19. YacTuua 1

[Tangemist kKoporasipycHoi xBopo6u-2019 (COVID-19) cyTTeBo 3MiHMIA CHEKTP JIereHEeBOI TaTOJIOTii.

OCKiZTbKM JIeTeHi € OCHOBHUMM OpraHaM, 110 BpaxkaioThcs Bipycom SARS-CoV-2, mosasikapHsHOIO
iHdekiiero Ta iHBEKINE, CIPUYMHEHOI MiKOOaKTepisaMI TyOEpKy/Ib03y, IXHsl AndepeHItianis Ha OCHOBI
crerpiuHuX KIHIYHAX, PafioloriyHuX i JabopaTopHUX AOCHiIKEeHb Mac OyTU IIPOBeAeHa HaJIeKHIM
YUHOM JIJISI PAHHBOTO TTOYATKY JIKYBAHHS Ta TMOJATBIIIOTO CIIOCTEPE;KEHHS.

Mema po6omu — Bu3HAUNTH KJIHIYHI, pagiosoriyni Ta JabopatopHi KpuTepii a1 qudepenIiiinoi mia-
THOCTUKH TTHEBMOHIi, acortitioBanoi 3 COVID-19, mozamikapHsaHOl THEBMOHII CepeTHbOTO I TSIKKOTO CTY-
TieHs1 Ta iH(pITBTPaTUBHOTO TYOEPKYJIHO3Y JIETEHD.

Mamepianu ma memoou. IlpoBeseHO TPOCIEKTUBHE IOCHIZKEHHST THILY BUIAIOK—KOHTPOJIb 3
01.01.2020 p. mo 31.12.2022 p. ByJio 3anydyeno 255 Halli€HTiB, IKMX PO3MOLININ Ha TpH rpymnu — 70 XBo-
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pUX Ha MHEBMOHI0, acortiitoBany 3 SARS-CoV-2, 65 xBopux Ha nosajikapHsiHy mHeBMOHiI0 Ta 120 XBoprx
Ha iH(ITBTpaTUBHUI Ty6epKyIb03 JiereHb. Y BCIiX IMAIi€HTIB [iarHO3 eTioNOriYHO MiATBEPIKEHO 3a J0II0-
MOTOIO 3BHYaHIX MiKPOOIOIOriYHIX a00 MOJIEKYISIPHO-TEHETHYHUX TeCTiB. XBOPI OTPUMYBAJIN JIIKyBaH-
HsI B CIEI[iaTli30BaHUX KIIHIYHUX ycTaHoBaxX. CTaTUCTUIHUI aHaJIi3 TPOBOUIIH 32 IOTIOMOTOIO KiTbKiCHUX
i sikicHUX TectiB mporpamuoro 3abesnedennst SPSS Statistics 23.0 i3 Bukopucrantsim T-kputepiio mapHoi
Bubipku, ANOVA i tecry y2 BigMmiHHOCTI BBaskKaiy CTATHCTUYHO 3HAUYIMMMU 3 Biporigxictio > 95 %
(p <0,05).

Pesynvmamu ma 062060penns. [lemorpadiuti XapaKTePUCTUKN ICTOTHO He BIAPISHAINC MixkK TpyIia-
M, aJie YOJIOBiYa cTaTh OyJia BU3HAUEHA SIK YNHHUK BUCOKOTO PU3UKY PO3BUTKY TYOEpKyIb03y (BiHOIIEH-
ust mancis (BII) — 7,6, 95 % nosipunii intepsan (/1) — 3,7—14,9, pizuunsg pusukis — 46 %; x> = 37,
p < 0,001), ane He mHEeBMOHII, acotitioBanoi i3 SARS-CoV-2. YcranosieHo, 110 4010BiYa CTaTh € TAKOK
YUHHIKOM IIOMIDHOTO PU3MKY PO3BUTKY TSLKKHX IosasikapHsHux mHeBMmoHiln (BIII — 2,4; 95 % 1 —
1,3—4,8, pisuuirsa pusukis — 21 %). Momoauii Bik (< 45 poKiB) BU3HAYEHO SIK YHHHUK BUCOKOTO PU3UKY
posBuTKy Ty6epkybo3y (BIIT — 8,1; 95 % 1 — 3,6—17,2; pisuuis pusukis — 20 %), To/i sIK BiK MoHa
45 pokiB 6yB YMHHUKOM BHCOKOTO PU3UKY PO3BUTKY TSDKKHUX mozaiikapasuux mHesmowiii (BIII — 6,6;
95 % 1 — 31—14,2; x> = 32; p < 0,001, pisuuiist pusukis — 41 %) i mHeBMOHii, acouiiioBaHoi i3 SARS-CoV-2
(BII — 7,4; 95 % 1 — 3,2—8,1; x> = 27; p < 0,001; pizuunist pusukiB — 37 %).

Bucnoexu. Busuenns gemMorpadivHuX XapaKTepUCTHK TMAIIEHTIB Y BCiX TPyTax MOKa3ajo, Mo Y0JI0Biua
CTaTh, IMOBIPHO, € YNHHIUKOM BHCOKOTO PU3UKY PO3BUTKY TyOEepKYyJIbO3y, ajie He TTHEBMOHIi, aCOI[iHOBaHOI
i3 SARS-CoV-2. YcranoBiieHo, 10 Y0JIOBiYa CTaTh € YAHHUKOM ITOMiPHOTO PU3UKY PO3BUTKY TSKKOTO
nepebiry mo3aikapHsaHOI mHeBMOHiT. Mosoauii Bik (< 45 pOKiB) BU3HAYEHWIT SIK YMHHUK BUCOKOTO PUUKY
PO3BUTKY TyOEpKYJIbO3Y, a BiK TIOHA/| 45 POKIB — SIK YMHHUK BHCOKOIO PUSHKY PO3BUTKY TSKKHUX M03aJli-
KapHJIHUX THEBMOHI 1 THeBMOHII, acoritioBanoi i3 SARS-CoV-2.

Kmouoei cnoea: Ty6epkynbos, COVID-19, nosajikapHsiHa MHEBMOHIs, YNHHUKY PU3UKY, BiK, CTaTh.
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