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ABSTRACT

Objective: To determine the prevalence of lower lobe tuberculosis in hospitalized patients.

Study Design: Observational study.

Place and Duration of Study: This study was conducted at the Medical Department of Saidu Hospital from 1° Nov

2015 to 1% Nov 2016.

Materials and Methods: Hundred patents with pulmonary tuberculosis were included. Pulmonary tuberculosis was
classified as upper, lower, middle lobe and milliary tuberculosis on x-rays findings and other investigation.

Results: Results showed 60% upper lobe, 23% lower lobe, 11% middle lobe and 6% milliray tuberculosis,
according to the formula: prevalence out of TB patients %= No of patients TB typex100+ total No of TB patients.
Conclusion: we conclude that the lower lobe tuberculosis is quite common and should be considered in the

differential diagnosis of lower lobe opacities.
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INTRODUCTION

Tuberculosis is a global health problem. In 2012, 8.6
million people developed TB and 1.3 million died from
the disease including TB in HIV patients*. Our country
is belonging to the 22 high burden countries in the
world. It is also on the list of high MDR-TB burden
countries®, which is 4.3% in new cases and 19% i
retreatment patients®. TB can involve any part of
body. The most common sites of involvement €

lungs, more often the upper lobes. Howeve
index of suspicion is needed to diagnose % e
|

tuberculosis because early diagnosis ease
morbidity and mortality as well as psy! Impact
on patients®. Pulmonary tuberculosi is)caused by
mycobacterium tuberculosig, a as atypical
mycobacteria. It is an ach ¢ bacillus. The
characteristic cell wall re colic acids) makes
it resistant to many a

he development of
new diagnostics tests like /RIF assay, line probe
assay and DST by liquid medium have helped in the
early diagnosis as well as identifying resistant strains®.
Our concern is to diagnose lower lobe tuberculosis as
early as possible, so that effective counseling andearly

treatment can be initiated.
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MAT /@ METHODS
This servatignal study was carried out in the

edicine Saidu Teaching hospital over a
period of 1™%ar from 1% Nov 2015 to 1% Nov 2016. A
t of 100 patients both males (60%) and females
ere included.The age was ranging from 12 year
year. After clinical evaluation appropriate
estigations were performed and data was recorded
on a printed designed Proforma. Fever,cough and
shortness of breath were the main presenting
complaints. Hemoptysis was present in 20% patients.
ESR was more than 60mm in first hour in 80% patients
while less than 60mm in first hour in 20% patients.79%
were sputum smear positive for AFB while 21% were
sputum Smear negative. The X-rays and CT findings
(in selected cases) were used to classify the lobe
involvement.60% were having upper lobe involvement,
23% had lower lobe involvement, 11% have middle
lobe involvement and 6% had milliary tuberculosis.
Diabetes mellitus was a major risk factor.

RESULTS

(i) The Results are shown in the Tables 1, 2
and 3.

(if) The statistical formulae 1, 2 and 3 were used to
determine the prevalence.

Formula 1: Prevalence total patients admitted (%)=

Pulmonary TB patientsx100+Total No of patients

admitted.

Formula 2: Prevalence out of TB patients (%)=No of

patients (TB types)x100+Total No of TB patients.

Formula 3: Prevalence of type of TB=No of patients

(TB type lower lobe) x100+Total No of TB patients.
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Table No. 1: Symptoms with percentages

Sr.No. symptoms Percentages
1 Cough 100
2 Fever 100
3 Shortness of breath 90
4 Weight loss 60
5 Chest Pain 30
6 Hemoptysis 20
7 Night Sweats 15
Table No.2: Kinds of TB
Site Upper Lower Middle Milliary
lobe TB | lobe TB | lobe TB B
Right 30 11 11 6
Left 30 12
Total 60 23 11 6
Table No.3: TB with percentage
A B C D E F
Total Pulmonary | Upper | Lower | Middle | Milliary
B lobe TB| lobe TB| lobe TB B
17869 100 60 23 11 06

Prevalence 0.56 0.34 0.13 0.06 0.03
total

relied upon, which has a sensitivity of 73% and
specificity of 98%™. Sputum smears are positive only
when there is a large number of bacteria
(>100000/ml)in the sputum®. Sputum cultures are
100% specific but takes long time on solid media and
the bactec cultures are very expensive. This sometimes
lead to the delay in diagnosis. Fortunately new
techniques are coming like DNA probe and polymerase
chain reaction®. Patients who have characteristic
radiological features of TB but are smear negative,
presents a challenge in the management™’.The incidence
and prevalence of lower lobe tuberculosis is increasing
maybe because of the early detection due to New
diagnostic tools®®. Since it was first reported by Reiner
in 1935%, the clinical features of lower lobe TB are
similar to that of pneumonia, so misdiagnosis and delay
in diagnosis can occur®, which can have disastrous
consequences®’. Lower lobe ;TB is more common in the
elderly and diabetics becaljse of increased alveolar
oxygen pressure in the | bes in these patients®*?,
Although studies ha \wn Viriable reports about the
e. om 6.4% to 18.49%**%,
3 Major risk factor as in other

patients studies? our study the prevalence of lower
admitted lobe is 23Po,which is more than the previous
(%) studies. son may be relatively small sample of
Prevalence 60.00 | 23.00 | 11.00 6.00 patignts, or may be because of improved diagnostic
outof TB T teghniquies.
patients (%)
CLUSION
DISCUSSION o
e conclude that the lower lobe tuberculosis is quite
The purpose of this study was to know the pre common and should be considered in the differential
of lower lobe tuberculosis in hospitalizegd{" potigp? diagnosis of lower lobe opacities.
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eeping in view
ecause of the high
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resistant TB®'®''.  The national TB program
recommends sputum examination for any patient who
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different parts of the lung'?. One third of the world
population is harboring the bacilli and are at risk of the
disease™.
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are not up to the standard, a serological test can also be
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