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The review presents data on two similar granulomatous inflammatory diseases: tuberculosis and sarcoidosis of the lungs, 
which together cover about 5% of all pulmonary pathology, albeit occur with different incidence (20 : 1). Despite the 
established aetiology of tuberculosis, the disease has not disappeared and nowadays has even acquired a new urgency: 
It  is getting out of control due to growing poverty, the comorbidity with HIV infection, increasing cases of drug resistance 
of Mycobacteria, insufficient effectiveness and the growing costs of its treatment. Against the background of the expansion 
of anthropogenic influences and other environmental impacts on the immune system, the incidence of lung sarcoidosis is 
also increasing, while patients are initially often misdiagnosed with tuberculosis, with resulting unjustified anti-tuberculosis 
chemotherapy, leading to chronization of the disease with frequent relapses and, accordingly, to an increase in disability 
and mortality rates. In recent years, clinical manifestations of sarcoidosis due to a variety of trigger aetiological factors with 
adjuvant-like action (from Mycobacteria to xenobiotics)  – are considered by a number of authors as a variant of autoim-
mune/autoinflammatory syndrome induced by adjuvants (ASIA). The article emphasizes the similarity of two granulomatous 
inflammatory diseases and the concept of two variants of the body’s response to similar or even identical aetiological 
factors within different human reactivity (possibly on a different mosaic/permissive background). In brief the newest data 
on experimental models of sarcoidosis are reviewed as well as the role of autophagy disorders and opposite macrophageal 
polarization in tuberculosis versus sarcoidosis. Authors coined the original hypothesis of the possible therapeutic effective-
ness of Rapamycin in sarcoidosis and for the first time posed a question of equivocal character of comorbidity between 
these granulomatoses and COVID-19 infection.

Keywords: adjuvant, ASIA-syndrome, autoimmunity, granulomatosis, polarization of macrophages, Rapamycin, sarcoidosis, 
tuberculosis, epidemiology, etiology.
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В статье приведены данные литературы, посвященные сходным гранулематозным воспалительным заболеваниям — 
туберкулезу и саркоидозу легких, которые составляют вместе около 5 % всей легочной патологии, но встречаются 
с разной частотой (20 : 1). Несмотря на установленную этиологию туберкулеза, болезнь не исчезла и даже приоб-
рела новую актуальность: заболевание выходит из-под контроля из-за растущей бедности, связи с ВИЧ-инфекцией, 
учащения случаев лекарственной устойчивости микобактерий, недостаточной эффективности и растущей стоимости 
лечения. На фоне расширения антропогенных влияний и других экологических воздействий на иммунную систему 
растет и заболеваемость саркоидозом легких, при этом пациентам первоначально зачастую ставится ошибочный 
диагноз туберкулеза, с необоснованной противотуберкулезной химиотерапией, что ведет к хронизации патоло-
гии с  частыми рецидивами и, соответственно,  — к возрастанию инвалидизации и летальности. В последние годы 
клинические проявления саркоидоза из-за разнообразия триггерных этиологических факторов адъювантоподоб-
ного действия (от микобактерий до ксенобиотиков), рассматриваются рядом авторов как вариант аутоиммунно/
аутовоспалительного синдрома, вызванного адъювантами (ASIA  — Autoimmune/Inflammatory Syndrome Induced by 
Adjuvants). В  статье  подчеркивается сходство двух гранулематозных воспалительных заболеваний и возможность 
их трактовки как двух вариантов ответа организма на близкие или даже тождественные этиологические факто-
ры при различной реактивности (возможно, на разном мозаично-пермиссивном фоне). Кратко охарактеризованы 
новые модели саркоидоза и роль нарушений аутофагии и направления поляризации макрофагов при туберкулезе 
и саркоидозе. Высказана оригинальная авторская гипотеза о возможной эффективности рапамицина в лечении 
саркоидоза, впервые ставится вопрос о неоднозначных коморбидных взаимоотношениях данных гранулематозов 
и новой коронавирусной инфекции.

Ключевые слова: адъювант; аутоиммунно-аутовоспалительный синдром, индуцированный адъювантами; 
аутоиммунитет; аутофагия; гранулематоз; поляризация макрофагов; рапамицин; саркоидоз; туберкулез; этиология.

Pulmonary tuberculosis (PT) and sarcoido­
sis (PS) refer to diffuse productive granulomatous 
inflammatory diseases and together account for 
about 5% of all pulmonary pathology, occurring 
in a ratio of about 20:1 [78]. According to the 
literature, 50–70% of patients with PS are initially 
misdiagnosed as PT with unjustified antituberculo­
sis chemotherapy, which leads to the chronicity of 
the process with frequent relapses and, according­
ly, to an increased risk of disability and mortality 
[9, 21].

EPIDEMIOLOGY AND ETIOLOGY 
OF TUBERCULOSIS

In the last quarter of the last century, some ex­
perts considered tuberculosis to be a “vanishing 
disease,” but this turned out to be a deep and global 
mistake that the World Health Organization (WHO) 
even declared the “rebirth” of this disease to be an 
extraordinary event in the world in 1993. According 
to WHO reports, in 2018, more than 10 million 
people fell ill with tuberculosis, including 5.7 mil­
lion (57.0%) men, 3.2 million (32.0%) women, and 
1.1 million (11.0%) children. In addition, two­thirds 
of new cases (67.0%) were found in eight coun­
tries (in descending order of the number of cases): 
India, China, Indonesia, the Philippines, Pakistan, 
Nigeria, Bangladesh, and South Africa. Moreover, 
more than 484,000 new cases have become infected 
with multidrug­resistant (MDR) Mycobacterium tu­
berculosis (MBT). In 2018, more than 1.5 million 
people died from tuberculosis worldwide (including 
0.25 million with concomitant human immunodefi­

ciency virus (HIV) infection); therefore, tuberculo­
sis infection remains one of the 10 leading causes of 
death globally, ahead of other diseases that attract 
much more scientific and public attention including 
HIV infection, malaria, and the new coronavirus 
(COVID­19) infection [12, 89]. According to the 
generalized Chinese experience, PT does not make 
patients more susceptible to COVID­19 infection; 
but when comorbid, its risk for its severe course 
increases by more than two times [61].

PT is an infectious disease, and its causative 
agent, MBT, was discovered by the founder of 
monocausalism in pathology, Robert Koch (1843–
1910), back in 1882. Today, it is known that the 
disease can in principle be caused by M. tuber­
culosis, Mycobacterium bovis, and Mycobacterium 
africanum and has been proven by experimental 
work; its main route of infection transmission (re­
sponsible for more than 95% of cases) is airborne. 
But over a century and a half, it became clear 
that many conditions, particularly the main internal 
condition, that is, the reactivity of the body, sig­
nificantly affect the onset, development, and course 
of the disease [54].

Koch himself called PT “tears of poverty” since 
the incidence of the population directly depends on 
its standard of living. In economically developed 
countries, including the USSR, the stabilization of 
the main epidemiological indicators was noted at 
a very low level in the second half of the last 
century, supporting the optimism of specialists re­
garding the process of eliminating tuberculosis as 
a mass disease [19]. But in both Russia and other 
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former USSR republics, after many years of stabi­
lization, the incidence of PT increased significantly 
due to the disintegration of the country and the 
socioeconomic crisis in the 1990s. Although the in­
dicators slightly improved from 2008 to 2017 in the 
Russian Federation, the overall incidence regressed 
from 85.1 to 48.3 per 100,000 population (43.2%), 
and the incidence in children aged 0–14 years de­
creased from 15.3 to 9.7 per 100,000 (36.6%) [30].

Men more often suffer from PT (69–75%), but 
there have been recent reports of several cases 
of the disease among children, adolescents, and 
pregnant women [24, 89]. We must not forget that 
overdiagnosis of tuberculosis is possible due to an 
increase in the number of cases of mycobacteriosis 
caused by nontuberculosis mycobacteria [34].

After isolating a group of proteins that are ex­
pressed during MBT reproduction (ESAT­6 and 
CFP­10), new immunological diagnostic tests 
in vitro (interferon gamma release assay [IGRA] 
tests: QuantiFERON­TB, T­SPOT.TB, and IP­10) 
and in vivo (recombinant tuberculosis allergen and 
Diaskintest) were performed [15]. Diaskintest is 
a national protocol, and it uses ESAT­6 and CFP­10 
proteins, which are absent in M. bovis from the Ba­
cillus Calmette–Guérin vaccine, as allergens, which 
make it possible to distinguish post­vaccination al­
lergy from infectious ones [12, 18]. However, it 
turned out that using the above tests could not reli­
ably perform differential diagnostics between latent 
tuberculosis infection (LTI) and active tuberculo­
sis (AT), since equally positive results are noted 
in these variants of the process. In the presence of 
characteristic X­ray changes, bacteriological veri­
fication of the diagnosis of AT was obtained only 
in 46% of cases, and the determination of specific 
immune complexes (ICs) by dynamic light scatter­
ing after the addition of in vitro antigens of specific 
peptides ESAT­6 and CFP­10 made it possible to 
determine AT in 100% of cases and identify a high­
risk group of patients with LTI [25]. In 2014, the 
WHO defined LTI as the state of constant immune 
response to MBT without AT and recommended 
interpreting IGRA and similar tests [26].

All these data indicate that mycobacterial caus­
ative factors alone do not exhaust the entire eti­
ology of tuberculosis. The course of tuberculosis 
depends on the body’s response to MBT, which, to 
the extent of the reactivity of individuals, primarily 
immunological one, can vary [55].

Currently, in both individual regions of our 
country and the Russian Federation as a whole, 
there is a formation of a severe clinical structure 
in the form of destructive and bacillary tubercu­

losis, its combination with HIV infection, and the 
formation of MDR forms of MBT [28]. Effective 
treatment in such patients is noted only in 26% of 
cases, and complications of chemotherapy (toxic 
damage to the hearing organs, liver, and kidneys) 
often force doctors and patients to refuse to con­
tinue treatment [17]. When using new drugs, the 
cost of treating a patient with PT with MDR MBT 
reaches 440,000 rubles, which is 160 times higher 
than treating with drug­sensitive MBT [14].

With incurable PT and many concomitant dis­
eases (liver and kidneys) leading to mortality, “pal­
liative care” programs are being developed for pa­
tients [3, 12, 52].

WHO experts call for another “elimination” of 
PT by 2030, but it is difficult to imagine since 
the incidence of PT in the population depends on 
many conditions as follows: (i) genetics and regions 
(demographic, social, economic, living standards, 
education, and migration intensity and direction); 
(ii) politics and economics (crises and conflicts); 
(iii) the prevalence of tuberculosis in the peniten­
tiary system; (iv) the effectiveness of antitubercu­
losis measures of institutions of general medical 
and specialized networks (prevention organization, 
timely detection, laboratory and X­ray service qual­
ity, and effective treatment) [12, 13, 42]. In view 
of this, there are also pessimistic forecasts: tuber­
culosis has got out of control in Africa because of 
the growing poverty and extremely widespread HIV 
infection, and MDR MBT threatens to destabilize 
efforts to combat the infection in many socially 
and economically prosperous regions. The problem 
of PT, despite the established etiology of the dis­
ease, has not disappeared and even acquired new 
urgency [55].

CLINICAL AND PATHOPHYSIOLOGICAL 
FEATURES OF SARCOIDOSIS

Sarcoidosis is a polysystemic disease of un­
known etiology with a heterogeneous clinical 
course, characterized, as a rule, by the formation 
of noncaseating epithelioid cell granulomas and 
accumulation of CD4+ T­lymphocytes in the foci 
of productive inflammation in Th1/Th17­dependent 
immune responses. According to modern data, sar­
coidosis is characterized by a predominance of 
polarization of macrophages toward the M2 phe­
notype, whereas in tuberculosis, the M1 pathway 
predominates [11, 53].

The pathomorphological substrate of the disease 
is the result of delayed­type hypersensitivity – 
epithelioid cell granuloma (a compact accumula­
tion of mononuclear phagocytes), macrophages, 
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and epithelioid cells with the presence of giant 
multinucleated cells, lymphocytes, and granulocytes 
(or without the latter). The processes of transforma­
tion, recruitment, and final differentiation of cells 
in granulomas are controlled by cytokines and che­
mokines, which are communication peptides of the 
immune system [32, 33].

Recently, there has been a noticeable increase in 
the incidence of PS, which is associated with both 
an improvement in diagnosis and a true increase 
in the incidence of this form of pathology, which 
in all countries where antituberculosis vaccination 
was introduced had a reciprocal dynamics with re­
spect to tuberculosis infection [1]. Women suffer 
from sarcoidosis more often. According to US data 
for 17 years, there has been a slight increase in 
mortality from sarcoidosis in both women and, to 
the greatest extent, men, especially among African­
Americans [67].

As a rule, the contingent of patients with PS is 
those aged 20–50 years, who, with rational manage­
ment, have a good prognosis for restoring health 
and working capacity. However, sarcoidosis can 
also affect preschool children, adolescents, and the 
elderly [24, 81].

The geoepidemiological picture of sarcoidosis 
is characterized by several features. Its prevalence 
among African­Americans is 2–7 times higher than 
among US citizens of other ethnic origins and is 
more than 100 cases per 100,000, and in Scandi­
navian countries, it is 40–70 cases. Meanwhile, in 
Korea, China, tropical African countries, Australia, 
and the Southern Hemisphere in general, it is less 
frequent than in the Northern Hemisphere countries, 
which are associated with not only regional natural 
features but also the absence or low intensity of 
disease detection programs [41, 67, 70].

In Russia, the incidence of PS until 2003 was 
analyzed only according to the statistics of anti­
tuberculosis dispensaries and ranged from 2 to 7 
per 100,000 adult population [29]. In Kazan, the 
first active screening of these patients was per­
formed in 2002, and the prevalence was 64.4 per 
100,000. Cases of familial sarcoidosis occurred in 
3%, whereas this indicator was 1.7% in the UK, 
9.6% in Ireland, 3.6% in Finland, and 4.3% in Ja­
pan. According to recent studies, the prevalence of 
PS in Russia has regional variations from 22 to 47 
per 100,000 population [33]. In Karelia, the record­
ed prevalence is 73 per 100,000 [6]. Women with 
PS have more pronounced clinical manifestations 
of the disease than men, which is characteristic of 
many diseases of autoimmune origin [73]. In this 
case, the mortality rate ranged from 0.3% to 7.4%, 

and the consequences of cardiac, respiratory, and 
renal failure and severe concomitant oncopathology 
are common causes of death [6, 60]. The death 
of patients is also possible from the addition of 
(or activation of latent) nonspecific and PT infec­
tion, HIV infection, and leprosy – primarily due 
to immunosuppressive therapy used in sarcoidosis 
[8, 83].

The mortality rate of PS in the British reference 
group was 10 times higher (4.8%) than in the gen­
eral population (0.5%) because of the side effects 
of using immunosuppressive drugs [56].

The etiology of PS remains unclear, although 
it was recently associated with the difficulty of 
creating adequate experimental models; how­
ever, there are several nonmutually exclusive 
hypotheses.

The hypothesis of its infectious etiology is 
confirmed experimentally by the possibility of PS 
transmission during transplantation of donor organs 
to humans [76]. Infectious factors are considered 
triggers: constant antigenic stimulation contributes 
to the dysregulation of cytokine production in in­
dividuals genetically predisposed to such reactions, 
which can trigger autoinflammatory and autoim­
mune processes [46]. According to molecular mi­
crobiological, epidemiological, and immunological 
studies, the triggers of PS most often include myco­
bacteria (classical and filterable forms) and Propio­
nibacterium acnes. When immunized with the lat­
ter, along with Freund’s adjuvant, pathogenic mice 
produced granulomatosis similar to PS [77]. In the 
1960s, in the USSR, MBT with cell wall defects 
were often isolated from granulomas and bronchial 
lavage and from the blood of patients with skin and 
eye sarcoidosis and PS [6]. However, in countries 
with low MBT infection rates (New Zealand), high 
rates of isolation of MBT in sarcoidosis, recorded 
where LTI and tuberculosis are common, have not 
been confirmed [7, 9].

Less often, in sarcoidosis, data are described 
in favor of the etiological role of other pathogens 
such as Chlamydophila pneumoniae, Вorrelia burg­
dorferi, molds, fungi, and certain viruses includ­
ing hepatitis C, herpes group, and JC­polyomavirus 
type 2. There have been reports of a positive effect 
of some antibiotics in sarcoidosis [43, 45, 87].

However, the latter cannot be considered un­
equivocal evidence in favor of the infectious etiol­
ogy of the disease. After all, many antibiotics inter­
fere with various metabolic and signaling processes 
in the cells of the body itself. In this regard, it 
seems important to us to emphasize the following 
circumstances.
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Recent advances in modeling sarcoidosis pro­
vide another way of understanding it, interpreting 
this disease not as purely infectious but as auto­
inflammatory [80].

It appears that sarcoidosis may be critically de­
pendent on the disruption of macrophage polariza­
tion along the M1/M2 pathways. Macrophages of 
the M2 phenotype, usually involved in multinucle­
ated cell formation, are overexpressed in sarcoid 
granulomatosis in all involved tissues. The recently 
proposed model [53] explains well the early events 
of granuloma formation in various granulomato­
ses with a pronounced shift in the polarization of 
macrophages along the M2 pathway in sarcoidosis 
but not in tuberculosis. The polarization of macro­
phages into M2 cells depends on a key mechanism: 
the rapamycin­sensitive mTOR signaling pathway 
[63].

This pathway inhibits autophagy in macrophages, 
preventing the elimination of the agents that caused 
chronic granulomatous inflammation [77].

In our opinion, chronic signaling through the 
mTORC1 kinase is the most successful experimental 
model of sarcoidosis to date, and the main element 
of this pathway marks sarcoid granuloma formation 
and sarcoidosis progression. Knockout mice with 
impaired mTOR regulation and autophagy have 
been obtained, in which sarcoidosis­like systemic 
granulomatosis develops spontaneously [72]. In this 
regard, we hypothesize that an off­label antibiotic 
from the transplant arsenal, rapamycin, may serve 
as an effective drug against sarcoidosis. Although 
our hypothesis has been published [84], it has never 
been clinically tested and needs such verification. 
A literature analysis reported at least one case of 
sarcoidosis registered de novo in an Italian patient 
with liver transplantation, which regressed after us­
ing rapamune (an analog of rapamycin) for trans­
plant indications; however, cyclosporin therapy did 
not prevent it [75]. This case indirectly confirms 
both the impossibility of interpreting the therapeu­
tic effects of antibiotics as an unequivocal proof of 
the role of infections in the etiology of the process 
and the validity of our proposed medical commu­
nity to test the idea of treating sarcoidosis with 
rapamycin.

The hypothesis of the influence of “environ­
mental factors” [40] proceeds from the fact that 
antigenic, haptenic, and/or adjuvant properties and 
the ability to stimulate the formation of similar to 
tuberculous granulomas are possessed not only by 
microbial pathogens but many inanimate agents – 
smoke and chalk particles, silicon and carbon­
containing nanoparticles and nanotubes, printer 

and copier toners, implanted prosthesis silicone, 
tattoo pigments, asbestos, some dyes, agricultur­
al, and road and metal dusts containing alumi­
num, barium, beryllium, cobalt, copper, mercury, 
gold, lanthanides, titanium, and zirconium [62]. 
For many of such agents, this has been confirmed 
in experimental models. In epidemiological stu dies 
of a case­control etiology study of sarcoidosis, pro­
fessionals and other scientists have also shown an 
increased risk of occupational PS in workers associ­
ated with exposure to these ingredients [39, 77, 86]. 
There is a hypothesis postulating that disorders or 
blockades of autophagy in macrophages that have 
invaded foreign bodies or pathogens promote the 
persistence of these agents inside the macrophage 
and formation of granulomas including sarcoi­
dosis [77].

Hypotheses about the role of exogenous anthro­
pogenic and/or natural factors in the etiology of 
sarcoidosis and the role of impaired autophagy and 
polarization of macrophages in its development do 
not contradict the ideas about its autoimmune and/
or autoinflammatory pathogenesis that have been 
actively developing in recent years [26, 40, 85].

According to official sources, more than 4 mil­
lion toxic substances have been registered in the 
world today, and their number is increasing by at 
least 6000 every year [16]. These substances can 
have a direct toxic effect on cells, and when they 
die, they produce autacoids that trigger inflam­
mation mechanisms, and, in accordance with the 
“danger hypothesis,” through increased expression 
of costimulatory molecules on immunocompetent 
cells and prolongation of the existence of immu­
nosynapses, they have the ability to expand the 
autoimmunity spectrum and increase autoantibody 
titers [32].

When cells are altered by toxicants, neoantigens 
can be formed to which the individual’s lympho­
cytes are not tolerated, which stimulates immuno­
pathological processes. Meanwhile, in the process 
of transformation and neutralization of xenobiotics 
in the body, not only substances devoid of toxic 
properties are formed but also the so­called reac­
tion­active attacking cell membranes and compound 
biopolymers, mainly epoxy and epoxide nature, 
with free radical properties. Many of them, having 
trigger and adjuvant effects, activate the mediator 
systems of inflammation and cause allergic reac­
tions [51].

Therefore, an increase in the chemical load ex­
erted on individuals by xenobiotics entering the 
body is associated with an increase in immuno­
pathological diseases, and allergies, including drug 
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allergies, occur in at least 20% of the popula­
tion. It is characteristic that immunostimulating 
and adjuvant drugs, in particular as new means of 
cancer therapy (inhibitors of T­lymphocyte check­
points and interferons and aluminum compounds 
used for about 100 years in vaccinology and der­
matocosmetology), could provoke sarcoidosis in 
some individuals [49]. According to Judson, the 
number of sarcoidosis cases associated with drug 
and other iatrogenic effects on immunoreactivity is 
growing epidemically in the current century [66]. 
Endogenous intoxication, that is, excessive sys­
temic action of autacoid biologically active sub­
stances, largely determines the severity of organ 
dysfunctions of natural detoxification, in particular 
the liver, kidneys, and lungs, which significantly 
affects the consequences of exogenous intoxication 
[10, 32, 61]. It is characteristic that the incidence 
of some autoimmune diseases in different regions 
of the Russian Federation has been growing over 
the past several years and differs regionally by 
tens of times, correlating with urban environmen­
tal factors, particularly the automobile and road 
complex [23]. According to Zinchenko et al. [90], 
the trigger anamnestic factors that were statisti­
cally significantly correlated with both the presence 
of clinical signs of autoimmune/autoinflammatory 
syndrome in PS and their severity include occu­
pational hazards (especially constant contact with 
printers), severe prolonged stress, and more than 
three pregnancies in anamnesis. There is evidence 
that, in general, PS occurs less frequently among 
smokers than nonsmokers, but at the same time, the 
dysfunctions and interstitial changes in the lungs in 
sarcoidosis of smokers are more pronounced, and 
the diagnosis is made late since PS passes “under 
the guise” of other diseases [2]. In smokers, pul­
monary macrophages and nicotine immunomodula­
tory effect prevent T­lymphocytic infiltration in the 
lungs, and therefore, extrapulmonary manifestations 
of sarcoidosis are more often observed [40].

The frequency of family diseases of PS in indi­
vidual countries was indicated, and the most prob­
able hereditary factors include genetic features of 
the regulation of the immune response that increase 
the risk of developing several classic autoimmune 
diseases: variants of the human major histocompat­
ibility complex (HLA) haplotype, tumor necrosis 
factor­alpha gene polymorphisms, angiotensin­con­
verting enzyme (ACE), vitamin D receptors, T­lym­
phocytes inhibitory receptors, mTOR pathway par­
ticipants of intracellular signaling, and proteins that 
regulate the autophagy process [40, 57, 76, 77, 85]. 
Thus, in early acquired sarcoidosis in adolescent 

and pediatric practice, as well as in the similar 
monogenic hereditary Blau syndrome, a common 
genetic defect in the NOD2 gene, the most im­
portant regulator of innate immunity expressed in 
antigen­presenting cells and also involved in au­
tophagy processes, was found [44, 77].

One of the tendencies of the last decade in the 
doctrine of sarcoidosis is to bring it closer to the 
autoimmune/autoinflammatory syndrome caused 
by adjuvants – autoimmune/autoinflammatory syn­
drome induced by adjuvants (ASIA), first described 
by Schoenfeld and Agmon­Levin in 2011 [82]. 
This syndrome initially included five autoimmune 
or suspected autoimmune disorders, namely, post­
vaccination syndrome, siliconosis, macrophage 
myofascial syndrome, Gulf War syndrome, and 
unhealthy building syndrome. In all ASIA cases, 
the development of autoimmune inflammation is 
preceded by contact of people with trigger fac­
tors –  adjuvants in the presence of an individual 
genetic predisposition. At the same time, the mech­
anisms of autoimmunity induction can be different; 
pathomorphological signs of immune inflammation 
are present in the tissues, including lymphohistio­
cytic infiltration, granulomatous inflammation, and 
scleroderma­like changes. A characteristic feature is 
the regression of clinical, laboratory, and pathologi­
cal manifestations that occurs after the termination 
of contact with the adjuvant [20, 82]. The evidence 
for a link between sarcoidosis and ASIA is growing. 
In particular, a study of the international registry 
of patients with ASIA found 8 cases of sarcoidosis 
per 500 cases, which is statistically significantly 
associated with the use of silicone implants [88]. 
Studies in the Netherlands have confirmed the 
link between sarcoidosis and chronic exposure to 
silicone prostheses, especially in individuals with 
allergic immunoreactivity [50]. Many works em­
phasized that sarcoidosis is often combined with 
other autoimmune diseases (Hashimoto’s thyroid­
itis, Sjogren’s syndrome, rheumatological dis­
eases, and immunopathological vasculitis) and is 
associated with certain features of the main histo­
compatibility complex haplotype (the presence of 
HLA­DRB1*0301 and HLA DQB1*0201).

In sarcoidosis, some autoantibodies have been 
registered (vimentin and its citrullinated derivatives 
and peptides from the composition of lysyl­tRNA 
synthetase, ATP synthase, zinc finger protein 688, 
and mitochondrial ribosome protein L43), and there 
are cross­immune reactions of autoantigens with 
autoantigens (heat shock proteins of mycobacteria 
Mtb­HSP70, Mtb­HSP65, and Mtb­HSP16, myco­
bacterial protein katG, and antigens of propionic 
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acid bacteria of acne). Sarcoidosis, like several 
classic autoimmunopathies, is associated with lym­
phocytic infiltration of the affected organs, with 
a predominance of Th1/Th17 lymphocytes, and 
it is reduced by immunosuppressant. The disease 
is characterized by peculiarities of subpopulation 
spectra of lymphocytes in the blood typical for 
autoimmunopathies [11, 25, 40, 69, 90]. All these 
are indirect arguments in favor of the autoimmune/
autoinflammatory nature of sarcoidosis. The direct 
criteria of the autoimmune nature of SL, in accor­
dance with the classical postulates of Vitebskiy and 
Rose, could include its models based on the ac­
tion of the corresponding autoantibodies, including 
during the transplacental passive transfer from the 
mother or immunization with autoantigens [32, 85], 
but there is no such information yet. However, a 
model of sarcoidosis­like noncaseating granuloma­
tosis in Tsc2 –/–knockout mice with impaired au­
tophagy and macrophage polarization exists, and 
rapamycin inhibits the process in such animals [72], 
which also indicates the justification of the pro­
posed use of this drug in PS therapy.

PS AND PT: DIFFERENT ANSWERS 
TO ONE ETIOLOGICAL FACTOR?

According to Refs. [25, 85, 90], no ICs were de­
tected in the blood serum of patients with PS after 
exposure to antigens of the recombinant tuberculo­
sis allergen (ESAT­6/CFP­10), but the latter was de­
tected after exposure to antigens of the “extract of 
lung tissue.” This does not speak in favor of the eti­
ological role of MBT and indicates an autoimmune 
reaction to its own lung tissue in PS. It is easy to 
link these data with the classical use of the Kveim 
allergy test as evidence of sarcoidosis because the 
Kveim reagent was extractable autoantigens of the 
patient’s lymphoid organs and showed a positive 
skin test in sarcoidosis, in contrast to tuberculin, 
and vimentin was found in the composition of 
this reagent by proteomic analysis [58, 71]. How­
ever, vimentin is a modifiable participant in any, 
including tuberculous, granulomatous processes, 
which is why a recent comparative analysis of two 
granulomatosis revealed autoantibodies to this pro­
tein and its modifications, in both this case and 
other granulomatous lung diseases, in contrast to 
nonspecific pulmonary pathology [25, 26, 84].

Furthermore, according to modern data, PT is 
also a disease that is not free from a pathoge­
netically significant autoimmune component [59]; 
therefore, the differential diagnosis between PT and 
PS can hardly be based on autoreactivity to a par­
ticular antigen alone [48].

However, in the pathomorphological and instru­
mental imaging methods of studying these granu­
lomatosis, attempts were made to identify various 
criteria for their differentiation (presence of caseous 
necrosis in PT, absence of caseous necrosis in PS, 
presence of peribronchial lymph nodes on intra­
bronchial ultrasonograms of peribronchial lymph 
nodes of a clear contour, conglomerates, absence of 
necrosis, and presence of septal vascular) [9, 49]. 
Nevertheless, the significance of these criteria is 
relative, and even a detailed pathomorphological 
analysis in about 10% of cases does not correct di­
agnosis because fibrinoid and even limited caseous 
necrosis can be observed in sarcoid granulomas, 
and perifocal nonspecific inflammatory changes 
may be absent in the granuloma circumference [5]. 
In support of this, we refer to the classic article 
on the pathomorphology of PS, which postulates 
the existence of an intermediate characteristics of 
the “poles” between classical PT and PS of the 
nosological form – necrotizing sarcoid granuloma­
tosis [74].

Hans Selye (1907–1982) emphasized that diag­
nosticians and pathologists find diseases interest­
ing for their differences and similarities, respec­
tively [22]. Currently, the role of MBT or any 
other microbial or nonmicrobial agents as the 
main causative factor in sarcoidosis has not been 
proven. However, the concept of tuberculosis and 
sarcoidosis as two variants of the response of the 
body’s reactivity to close or even identify etio­
logical factors (possibly against a different mosa­
ic­permissive background of polyetiologically in­
teracting groups of causal factors, reactivity, and 
external conditions) is not rejected and finds sup­
porters, including in the literature of the latter years 
[35, 64, 65].

Hormones are the most important tools for the 
deployment and regulation of reactivity [32]. In our 
opinion, comparisons of the state of vitamin D and 
prolactin metabolism in PS and PT may be prom­
ising, considering the differences in the spectrum 
and intensity of autoimmune reactions and the 
cytokine profile in these diseases. We performed 
such a pilot analysis and found an increase in the 
active form level of vitamin D calcitriol only in 
PS and prolactin only in tuberculosis, coupled with 
many common and different features of autoimmu­
nity and cytokine profile against the background 
of a low cathelicidin response in both diseases 
[27, 38]. The overproduction of the active form 
of vitamin D in sarcoidosis can be regarded as a 
manifestation of a protective response of the im­
mune system to an unknown pathogen, providing 
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a relatively favorable course of granulomatous in­
flammation compared with tuberculosis [37], due 
to the known stimulating effect of this vitamin on 
anti­infectious immunity [63].

Thus, although PS is less common than PT due 
to an increase in morbidity, mortality dynamics, and 
new provoking factors, including iatrogenic ones, 
the importance of its study is increasing [49, 50, 
66, 67].

New challenges facing the healthcare system do 
not cancel old problems. For example, in the con­
text of a pandemic of the new COVID­19 infection, 
the question of its interaction with sarcoidosis is 
relevant, which is actively raised in the literature 
in 2020 [83] but has not been studied. In our opin­
ion, despite the obvious answer (PS would seem to 
aggravate COVID­19 and PS immunotherapy could 
facilitate infection), it can have unexpected, para­
doxical aspects; for example, it is possible that, in a 
typical case, patients with increased disease marker 
and ACE levels in the blood [5, 29, 33] will be less 
susceptible to COVID­19, as this can competitively 
hinder the penetration of the virus through the re­
ceptor (ACE2) it uses into target cells. Calcitriol 
production in granulomas of sarcoidosis may also 
work in favor of protection against COVID­19 [38]. 
A development case of sarcoidosis granulomas in 
the recovery phase of the coronavirus pneumonia 
has been described, and it is interpreted by the 
authors precisely as a manifestation of the body’s 
defense reaction [36].

CONCLUSION
Since the 1970s, despite the differences of 

PS and PT and their completely different epide­
miological danger and unequal prognosis for life, 
many researchers have tried bringing the clinical 
pathophysiology of tuberculosis and sarcoidosis 
closer together as granulomatous diseases based 
on chronic inflammation controlled by mecha­
nisms of delayed­type hypersensitivity with the 
participation of autoimmune reactivity [4, 40, 
47, 59, 77]. At the same time, in several patients 
with sarcoidosis, components of mycobacteria were 
found in the lesions, and evidence of an immune 
response was found in the blood, which was the 
reason for prescribing antituberculosis therapy 
[9, 31, 79].

In this regard, we emphasize that granuloma­
tous inflammation is a compromise of the adap­
tive strategies of the pathogen and macroorganism; 
therefore, with different immunoreactivities (and 
nonidentical conditions), the same causal factors 
can generate a whole spectrum of responses – from 

typical caseous­necrotic granulomas in PT to non­
necrotic granulomas in light PS. The progress in 
understanding the ratio of these forms of pathology 
will be determined by the abovementioned new PS 
models [53, 72, 77] and the study of the regularities 
of polarization of macrophages and their signal­
metabolic responses in PS and PT.

The work was conducted within the frame­
work of the implementation of the Decree of the 
Go vernment of the Russian Federation No. 220 
and agreement No. 14.W03.31.0009 on the al­
location of a grant from the Government of the 
Russian Federation for state support of scientific 
research conducted under the guidance of leading 
scientists.

Author contributions: A.V. Nikolaev and 
V.I. Utekhin – literature analysis; L.P. Churilov – 
concept, original hypotheses, literature analysis, 
and final edition. The authors declare no conflicts 
of interest.

REFERENCES
1. Ариэль Б.М. Саркоидоз: от морфологии к  этио-

логии и  патогенезу. В  кн.: Актуальные вопросы 
диагностики и  лечения туберкулеза. Труды Все-
российской научно-практической конференции. 
СПб.: СПбНИИФ, 2005. С.  239–243. [Ariel’ BM. 
Sarkoidoz: ot morfologii k etiologii i  patogenezu. 
In: Aktual’nye voprosy diagnostiki i  lecheniya tuber-
kuleza. Trudy Vserossijskoj nauchno-prakticheskoj kon-
ferencii. Saint Petersburg: SPbNIIF; 2005: 239-243. 
(In Russ.)]

2. Багишева Н.В., Мордык А.В., Горбатых Е.В. Куре-
ние и  хроническая обструктивная болезнь легких 
(ХОБЛ): уточнение возможных рисков (обзор ли-
тературы)  // Уральский медицинский журнал.  – 
2017. – № 9 (153). – С.  112–118. [Bagisheva NV, 
Mordyk  AV, Gorbatykh EV. Smoking and chronic: 
update and reduced possible risks (review of litera-
ture). Uralskiy Meditsinskiy Zhurnal. 2017;(9):112-118. 
(In Russ.)]

3. Баласанянц Г.С., Галкин В.Б., Новиков Г.А. и др. Оказа-
ние паллиативной помощи больным туберкулезом // 
Медицинский альянс. – 2014. – № 4. – С.  31–43. 
[Balasanyants GS, Galkin VB, Novikov GA, et al. TB pa-
tients palliative care. Medical Alliance. 2014;(4): 
31–43. (In Russ.)]

4. Белокуров М.А., Басанцова Н.Ю., Зинченко Ю.С., 
Старшинова А.А. Проблема дифференциальной 
диагностики туберкулеза и  саркоидоза орга-



◆ Педиатр. 2020. Т. 11. Вып. 5 / Pediatrician (St. Petersburg). 2020;11(5)  eISSN 2587-6252 

REvIEwS / ОбзОРы 45

нов дыхания (обзор литературы)  // Медицинский 
альянс. – 2018. – № 3. – С.  16–24. [Belokurov M, 
Basantsova Nu, Zinchenko Yu, Starshinova A. Difficul-
ties of respiratory tuberculosis and sarcoidosis differ-
ential diagnosis (Literature review). Medical Alliance. 
2018;3:16-24. (In Russ.)]

5. Борисов С.Е. Диагностика и лечение саркоидоза ор-
ганов дыхания. – М.: НИИФП ММА, 2006. – 55  с. 
[Borisov SE. Diagnostika i  lechenie sarkoidoza or-
ganov dyhanija. Moscow: NIIFP MMA; 2006. 55  p. 
(In Russ.)]

6. Визель А.А., Визель И.Ю., Амиров Н.Б. Эпидеми-
ология саркоидоза в  Российской Федерации  // 
Вестник современной клинической медицины.  – 
2017. – Т. 10. – № 5. – С. 66–73. [Vizel AA, Vizel IYu, 
Amirov  NB. Epidemiology of Sarcoidosis in Russian 
Federation. The Bulletin of Contemporary Clinical Medi­
cine. 2017;10(5):66–73. (In Russ.)]

7. Визель А.А. Проблема лечения саркоидоза: повод 
для дискуссии и проведения контролируемых ис-
следований // Клиническая микробиология и анти-
микробная химиотерапия. – 2004. – Т. 6. – № 3. – 
С.  232–242. [Vizel AA. The problem of treatment 
of sarcoidosis: an occasion for discussion and con-
ducting controlled studies. Clinical Microbiology and 
Antimicrobial Chemotherapy. 2004;6(3):232-242. 
(In Russ.)]

8. Гуменюк Г.Л. Сравнительный анализ резуль-
татов лечения больных саркоидозом органов 
дыхания IІ и  ІІІ стадии  // Украинский терапев-
тический журнал.  – 2015.  – № 1.  – С.  55–62. 
[Gumenyuk GL. Sravnitel’nyj analiz rezul’tatov lecheni-
ja bol’nyh sarkoidozom organov dyhanija II i III stadii. 
Український терапевтичний журнал. 2015;(1):55-62. 
(In Russ.)]

9. Данцева О.В., Иванов В.В. Сложный случай диагно-
стики саркоидоза органов дыхания, протекавшего 
с  признаками туберкулеза и  микобактериоза  // 
Клиническая патофизиология.  – 2020.  – Т.  26.  – 
№ 1. – С. 59–62. [Dantseva OV, Ivanov VV. A case of 
respiratory organs’ sarcoidosis difficult for diagnosis 
and proceeded with the signs of tuberculosis and 
mycobacteriosis. Clin. Patophisiol. 2020;26(1):59-62. 
(In Russ.)]

10. Джоджуа Т.В. Профилактика и интенсивная терапия 
полиорганных нарушений у пациенток с преэкламп-
сией на фоне экстрагенитальной патологии: Дис. … 
д-ра мед. наук.  – Донецк, 2018. [Dzhodzhua  T.V. 
Profilaktika i  intensivnaya terapiya poliorgannyh 

narushenij u pacientok s preeklampsiej na fone 
ekstragenital’noj patologii [dissertation]. Donetsk, 
2018. (In Russ.)]. Режим доступа: https://dnmu.ru/wp-
content/uploads/2018/07/jojua_avtoref_fix_140518.
pdf (дата доступа 18.01.2020)

11. Ершов Г.А., Чурилов Л.П. О возможной аутоиммунной 
природе саркоидоза: какие аутоантигены вовлечены 
и почему? // Клиническая патофизиология. – 2017. – 
№ 3. – С. 77–82. [Ershov G.A., Churilov L.P. About the 
probable autoimmune origin of sarcoidosis: which 
autoantigens are involved and why? Clin. Pathophysiol. 
2017;(3):77-82. (In Russ.)]

12. Зинченко Ю.С., Басанцова Н.Ю., Старшинова А.Я., 
и  др. Туберкулез сегодня: Основные направления 
исследований по профилактике, диагностике и лече-
нию. // Российские биомедицинские исследования. – 
2018. – Т.  3. – № 4. – С.  24–34. [Zinchenko  YuS, 
Basantsova NYu, Starshinova AYa, et al. Tuberculo-
sis Nowadays: The Main Trends of Research in Pre-
vention, Diagnosis and Treatment. Rus. Biomed. Res. 
2018;3(4):24–34. (In Russ.)]

13. Иванова Д.А., Галкина К.Ю., Борисов С.Е. и др. Фар-
макогенетические методы в оценке риска гепатоток-
сических реакций при лечении впервые выявленных 
больных туберкулезом // Туберкулез и социально-
значимые заболевания. – 2018. – № 3. – C. 43–49. 
[Ivanova DA, Galkina KYu, Borisov  SE, et al. Phar-
macogenetical methods in evaluation of hepatoxic 
reactions’ risk in treatment of the newly-diagnosed 
cases of tuberculosis. Tuberkulez i sotsial’no-znachimye 
zabolevaniya. 2018;3:43-49. (In Russ.)]

14. Кильдюшева Е.И., Егоров Е.А., Скорняков С.Н. и др. 
Клиническая результативность новых лекарствен-
ных препаратов в  схемах лечения туберкулеза 
с множественной и широкой лекарственной устой-
чивостью возбудителя  // Русский медицинский 
журнал. – 2017. – Т. 25. – № 18. – С. 1288–1295. 
[Kildyusheva EI, Egorov EA, Skornyakov SN, et al. Clini-
cal Effectiveness of the New Medicines within the 
Schemes of Treatment for Multiple and Broad Drug 
Resistance Tuberculosis. Russkiy Meditsinskiy Zhurnal. 
2017;25(18):1288-1295. (In Russ.)]

15. Кисличкин Н.Н., Ленхерр-Ильина Т.В., Красильни-
ков И.В. Диагностика туберкулеза. Туберкулин и груп-
па препаратов на основе белков ESAT-6/CFP-10  // 
Инфекционные болезни. – 2016. – Т.  14. – № 1. – 
С.  48–54. [Kislichkin NN, Lenherr-Ilyina TV, Krasil-
nikov IV. Diagnosis of tuberculosis. tuberculin and 
the group of medications based on proteins ESAT-6/



REvIEwS / ОбзОРы

◆ Педиатр. 2020. Т. 11. Вып. 5 / Pediatrician (St. Petersburg). 2020;11(5)   ISSN 2079-7850 

46

CFP-10. Infectious Diseases. 2016;14(1):48-54. 
(In Russ.)]

16. Кошкина В.С. , Медведева Ю.Г. Состояние репро-
дуктивного здоровья девочек, родители которых 
заняты в  сфере промышленного производства: 
материалы XII Всероссийского научного форума 
«Мать и дитя». – М., 2011. – С. 331–332. [Kosh-
kina VS, Medvedeva YuG. Sostojanie reproduktivno-
go zdorov’ja devochek, roditeli kotoryh zaniaty v 
sfere promyshlennogo proizvodstva. In: Mother 
and Child. Proceedings of the 12th All-Russia’s 
Scientific Forum. Moscow; 2011. 331-332 p. 
(In Russ.)]

17. Лапшина С.М., Мозговой В.В., Иваницкая Т.В., Задо-
рова Н.К. Результаты лечения больных туберкуле-
зом с множественной лекарственной устойчивостью 
в зависимости от теста лекарственной чувствительно-
сти: материалы 2-го Международного медицинского 
форума Донбасса «Наука побеждать… болезнь». – 
Донецк: Издание ДонГМУ им. М. Горького, 2018. – 
С. 200–203. [Lapshina SM, Mozgovoy VV, Ivanitskaya TV, 
Zadorova NK. Rezul’taty lecheniya bol’nyh tuberkul-
ezom s mnozhestvennoj lekarstvennoj ustojchivost’yu 
v zavisimosti ot testa lekarstvennoj chuvstvitel’nosti. 
In: University Clinic. Supplement. Proceedings of the 
2nd International Medical Forum of Donbass “The Sci-
ence of Winning… the Disease”. Donetsk: Maxim 
Gorky Medical University Publisher; 2018. 200-203 p. 
(In Russ.)]

18. Литвинов В.И., Шустер А.М., Медников Б.Л., и  др. 
Кожная проба с  препаратом «Диаскинтест» (ал-
лерген туберкулезный рекомбинантный 0,2 мкг 
в  0,1  мл, раствор для внутрикожного введения) 
для идентификации туберкулезной инфекции. По-
собие для врачей. – М., 2009. – 32 c. [Litvinov VI, 
Shuster  AM, Mednikov BL, et al. Kozhnaya proba 
s  preparatom “Diaskintest” (allergen tuberkulezhyj 
rekombinantnyj 0,2 mkg v 0,1 ml, rastvor dlya vny-
trikozhnogo vvedeniya dlya identifikatsii tuberkuleznoj 
infektsii. Posobie dlya vrachej. Moscow; 2009. 32 p. 
(In Russ.)]

19. Перельман М.И., Богадельникова И.В. Фтизиатрия. – 
М.: ГЭОТАР-Медиа, 2015. – 445 с. [Perelman MI, Bo-
gadelnikova IV. Ftiziatria. Moscow: GEOTAR-Media; 
2015. 445 p. (In Russ.)]

20. Раденска-Лоповок С.Г., Волкова П. Аутоиммунный/вос-
палительный синдром, ассоциированный с адъюван-
тами // Архив патологии. – 2018. – Т. 80. № 5. – С. 56–62. 
[Radenska-Lopovok SG, Volkova P. Autoimmunne/in-

flammatory syndrome, induced by adjuvants. Arkhiv 
patologii. 2018;80(5):56-62. (In  Russ.)]  https//doi.
org/10.17116/patol20188005156.

21. Практическая пульмонология / под ред. В.В. Салу-
хова, М.А. Харитонова. – М.: ГЭОТАР-Медиа, 2017. – 
416  c. [Salukhov VV, Kharitonov MA, editors. Prac-
ticheskaya pulmonologiya. Moscow: GEOTAR-Media; 
2017. 416 p. (In Russ.)]

22. Селье Г. От мечты к открытию: как стать ученым. – 
М.: Прогресс, 1987. – 368 с. [Selye H. From Dream 
to Discovery: On Being a Scientist. Moscow: Progress 
Publisher; 1987. 368 p. (In Russ.)]

23. Сопрун Л.А., Акулин И.Б., Гвоздецкий А.Н., и др. Свя-
занные с  урбанизацией факторы заболеваемости 
сахарным диабетом первого типа  // Биосфера.  – 
2018. – Т.  10. – № 4. – С.  282–292. [Soprun LA, 
Akulin IB, Gvozdetsky AN, et al. Urbanization-related 
factors of the incidence of type i diabetes mellitus. 
Biosfera. 2018;10(4):282-292. (In Russ.)] https://doi.
org/10.24855/biosfera.v10i4.464.

24. Старевская С.В., Голобородько М.М., Берлева О.В. 
и др. Саркоидоз у подростков  // Туберкулез и бо-
лезни легких. – 2015. – № 4. – С. 62–64. [Starevs-
kaya SV, Goloborod’ko MM, Berleva OV, et al. Sarkoidoz 
u podrostkov [Sarcoidosis in Adolescents]. Tuberkulez 
i bolezni legkih. 2015;(4):62-64. (In Russ.)] https://doi.
org/10.21292/2075-1230-2015-0-4-62-64.

25. Старшинова А.А., Истомина Е.В., Зинченко Ю.С., 
и  др. Диагностическое значение специфических 
иммунных комплексов в  определении активности 
туберкулезной инфекции // Медицинская иммуно-
логия. – 2019. – Т. 21. – № 2. – С. 269–278. [Starshi-
nova AA, Istomina EV, Zinchenko YuS, et al. Diagnostic 
value of specific immune complexes in detection of 
tuberculosis infection activity. Medical Immunology 
(Russia). 2019;21(2):269-278. (In Russ.)] https://doi.
org/10.15789/1563-0625-2019-2-269-278.

26. Старшинова А.А., Истомина Е.В., Умутбаева Г.Б., и др. 
Латентная туберкулезная инфекция: возможности со-
временной диагностики // Инфекционные болезни. – 
2019. – Т.  17. – № 1. – С.  77–85. [Starshinova  AA, 
Istomina EV, Umutbaeva GB, et al. Latent Tuberculosis 
Infection: currently available diagnostic me thods. Infec­
tious diseases. 2019;17(1):77-85. (In  Russ.)]   https://
doi.org/10.20953/1729-9225-2019-1-77-85.

27. Старшинова А.А., Малкова А.М., Зинченко Ю.С., 
и  др. Характеристика аутоиммунного воспаления 
у  больных туберкулезом легких  // Медицинская 



◆ Педиатр. 2020. Т. 11. Вып. 5 / Pediatrician (St. Petersburg). 2020;11(5)  eISSN 2587-6252 

REvIEwS / ОбзОРы 47

иммунология. – 2019. – Т. 21. – № 5. – С. 911–918. 
[Starshinova AA, Malkova AM, Zinchenko YuS, et al. 
Characteristic of autoimmune inflammation in lung 
tuberculosis patients. Medical Immunology (Russia). 
2019;21(5):911-918. (In  Russ.)]  https://doi.org/ 
10.15789/1563-0625-2019-5-911-918.

28. Стерликов С.А., Русакова Л.И., Белиловский Е.М., 
Пономарев С.Б. Оценка доли больных туберкуле-
зом с широкой лекарственной устойчивостью воз-
будителя среди пациентов различных регистраци-
онных групп  // Туберкулез и  социально значимые 
болезни. – 2018. – № 1. – С.  6–12. [Sterlikov SA, 
Rusakova LI, Belilovsky EM, Ponomarev SB. Evaluation 
of the share of broad drug resistance cases among 
tuberculosis patients of various registry groups]. Tuber-
kulez i  sotsial’no-znachimye zabolevaniya. 2018;1: 
6-12. (In Russ.)]

29. Терпигорев С.А. Саркоидоз: учебное пособие. – М.: 
МОНИКИ, 2013. – 27 с. [Terpigorev SA. Sarkoidoz. 
Uchebnoe posobie. Moscow: MONIKI; 2013. 27 p. 
(In Russ.)]

30. Федеральная служба государственной статисти-
ки [сайт]. [The Federal Service of State Statistics. 
(In Russ.)] Дата обращения 12.05.2018. Доступ по 
ссылке: http: www.gks. ru

31. Хоменко А.Г., Гедымин Л.Е., Озерова Л.В. К этиоло-
гии и  патогенезу саркоидоза  // Пульмонология. – 
1996. – Т.  6. – С.  154. [Homenko AG, Gedymin LE, 
Ozerova LV. K etiologii i patogenezu sarkoidoza. Pul­
monologiya, 1996;6:154. (In Russ.)]

32. Чурилов Л.П. Общая патофизиология с  основами 
иммунопатологии. – СПб.: ЭЛБИ-СПб, 2015. – 656 с. 
[Churilov LP. General Patophysiology with Fundamen-
tals of Immunopatology. Saint Petersburg: ELBI-SPb; 
2015. 656 P. (In Russ.)]

33. Чучалин А.Г., Визель А.А., Илькович М.М., Авдеев С.Н. 
и  др. Диагностика и  лечение саркоидоза (резюме 
федеральных согласительных клинических рекомен-
даций). Часть 1. Классификация, этиопатогенез, клини-
ка // Вестник современной клинической медицины. – 
2014. – Т. 7. – № 4. – С. 62–70. [Chuchalin AG, Vizel’ AA, 
Il’kovich MM, Avdeev SN, et al. Diagnosis and treatment 
of sarcoidosis (Resume of federal consensual clinical rec-
ommendations). Part I. Classification, aetiopathogenesis 
and clinical manifestations. Vestnik sovremennoj kliniches­
koj meditsiny. 2014;7(4):62-70. (In Russ.)]

34. Эргешов А.Э. Туберкулез органов дыхания: руковод-
ство для врачей. – М.: Галлея-Принт, 2017. – 521 c. 
[Ergeshov A.E. Tuberkulez organov dyhaniya: ruko-

vodstvo dlya vrachej. Moscow: Galleya-Print; 521 p. 
(In Russ.)]

35. Agrawal R, Kee AR, Ang L, et al. Tuberculosis or sar-
coidosis: Opposite ends of the same disease spec-
trum? Tuberculosis (Edinb). 2016;98:21-26.  https://
doi.org/10.1016/j.tube.2016.01.003.

36. Behbahani S, Baltz JO, Droms R, et al. Sarcoid-like Reac-
tion in a Patient Recovering from coronavirus desease 
19 Pneumonia. JAAD Case Reports. 2020;6(9):915-917. 
https://doi.org/10.1016/j.jdcr.2020.07.026.

37. Bell NH. Endocrine complications of sarcoidosis. En­
docrinol Metab Clin North Am. 1991;20(3):645-654. 
https://doi.org/10.1016/S0889-8529(18)30262-7.

38. Belyaeva IV, Churilov LP, Mikhailova LR, et al. Vitamin D, 
Cathelicidin, Prolactin, Autoantibodies, and Cytokines 
in Different Forms of Pulmonary Tuberculosis versus 
Sarcoidosis. Isr Med Assoc J. 2017;19(8):499-505.

39. Bettoncelli G, lasi F., Brusasco V, et al. The clinical 
and integrated management of COPD. Sarcoidosis Vasc. 
Diffuse Lung Dis. 2014;31(2);3-21.

40. Bindoli S, Dagan A, Torres-Ruiz JJ, et al. Sarcoidosis and 
autoimmunity: from genetic background to environ-
mental factors. Isr. Med. Assoc. J. 2016;18(3):197-202.

41. Brito-Zerуn P, Kostov B, Baughman R-P, Ramos-
Casals  M. Geoepidemiology of Sarcoidosis. In: Sar-
coidosis. A Clinician’s Guide. Baughman R-P, Valeyre D, 
editor. Amsterdam a.e.: Elsevier; 2018. P. 1-21.

42. Neonatal Infections: Pathophysiology, Diagnosis, and 
Management. Cantey JB, editor. Berlin a.e.: Springer; 
2018. 621 p.

43. Carrillo-Pérez DL, Apodaca-Cháveza EI, Carrillo-Mara-
villa E, et al. Sarcoidosis: a single hospital-based 
study in a 24-year period. Rev Invest Clin. 2015;67(1): 
33-38.

44. Caso F, Costa L, Rigante D, et al. Caveats and truths in 
genetic, clinical, autoimmune and autoinflammatory 
issues in Blau syndrome and early onset sarcoidosis. 
Autoimmun Rev. 2014;13(12):1220-1229. https://doi.
org/10.1016/j.autrev.2014.08.010.

45. Celada LJ, Hawkins C, Drake WP. The etiologic role 
of infectious antigens in sarcoidosis pathogenesis. 
Clin Chest Med. 2015;36(4):561-568. https://doi.
org/10.1016/j.ccm.2015.08.001.

46. Chakravarty SD, Harris ME, Schreiner AM, Crow MK. 
Sarcoidosis triggered by interferon-beta treatment 
of multiple sclerosis: a case report and focused lit-
erature review. Semin Arthritis Rheum. 2012;42(2): 
206-212. https://doi.org/10.1016/j.semarthrit.2012.03. 
008.



REvIEwS / ОбзОРы

◆ Педиатр. 2020. Т. 11. Вып. 5 / Pediatrician (St. Petersburg). 2020;11(5)   ISSN 2079-7850 

48

47. Chen ES, Moller DR. Etiologies of Sarcoidosis. Clin 
Rev Allergy Immunol. 2015;49(1):6-18. https://doi.
org/10.1007/s12016-015-8481-z.

48. Cheng WC, Shen MF, Wu BR, et al. Identification of 
Specific Endobronchial Ultrasound Features to Differ-
entiate Sarcoidosis From Other Causes of Lymphade-
nopathy. J Ultrasound Med. 2021;40(1):49-58. https://
doi.org/10.1002/jum.15372.

49. Chopra A, Nautiyal A, Kalkanis A, Judson MA. 
Drug-Induced Sarcoidosis-Like Reactions. Chest. 
2018;154(3):664-677. https://doi.org/10.1016/j.
chest.2018.03.056.

50. Cohen Tervaert Jw. Autoinflammatory/autoimmu-
nity syndrome induced by adjuvants (ASIA; Shoe-
nfeld’s syndrome): A new flame. Autoimmun Rev. 
2018;17(12):1259-1264. https://doi.org/10.1016/j.
autrev.2018.07.003.

51. Sarcoidosis. Diagnosis, Epidemiology and Treatment 
Options. Connor MR, Stevens RS, editors. Nova Science 
Publishers, Incorporated; 2012. 178 p.

52. Global Atlas of Palliative Care at the End of Life. Con-
nor S, Cepulveda C, editors. Geneva; London: UPCA-
WHO Publishers; 2014. 102 p.

53. Crouser ED, White P, Caceres EG, et al. A Novel In Vitro 
Human Granuloma Model of Sarcoidosis and Latent Tu-
berculosis Infection. Am J Respir Cell Mol Biol. 2017;57(4): 
487-498. https://doi.org/10.1165/rcmb.2016-0321OC.

54. Clinical Tuberculosis. A Practical Handbook. Davies 
PDO, editor. CRC Press-Taylor Francis Group: Boca 
Raton, Fla; 2016. 217 p.

55. Dheda KA, Schwander SK, Zhu В, et. al. The immunolo-
gy of tuberculosis: from bench to bedside. Respirology. 
2010;15(3):433-450. https://doi.org/10.1111/j.1440-
1843.2010.01739.x.

56. Duncan ME, Goldacre MJ. Mortality trends for tu-
berculosis and sarcoidosis in English populations, 
1979-2008. Int J Tuberc Lung Dis. 2012;16(1):38-42. 
https://doi.org/10.5588/ijtld.11.0077.

57. Dvornikova KA, Bystrova EY, Platonova ON, Churilov LP. 
Polymorphism of toll-like receptor genes and auto-
immune endocrine diseases. Autoimmun Rev. 2020; 
19(4):102496. https://doi.org/10.1016/j.autrev.2020. 
102496.

58. Eberhardt C, Thillai M, Parker R, et al. Proteomic Analysis 
of Kveim Reagent Identifies Targets of Cellular Immu-
nity in Sarcoidosis. PLoS One. 2017;12(1): e0170285. 
https://doi.org/10.1371/journal.pone.0170285.

59. Elkington P, Tebruegge M, Mansour S. Tuberculo-
sis: An  Infection-Initiated Autoimmune Disease? 

Trends Immunol. 2016;37(12):815-818. https://doi.
org/10.1016/j.it.2016.09.007.

60. Beijer E, Veltkamp M, Meek B, Moller DR. Etiology and 
Immunopathogenesis of Sarcoidosis: Novel Insights. 
Semin Respir Crit Care Med. 2017;38(4):404-416. 
https://doi.org/10.1055/s-0037-1603087.

61. Gao Y, Liu M, Chen Y, et al. Association between tuber-
culosis and COVID-19 severity and mortality: a rapid 
systematic review and meta-analysis [e-pub. ahead of 
print]. J Med Virol. 2020;10.1002/jmv.26311. https://
doi.org/10.1002/jmv.26311.

62. Gherardi RK, Aouizerate J, Cadusseau J, et al. Aluminum 
adjuvants of vaccines injected into the muscle: Normal 
fate, pathology and associated disease. Morphologie. 
2016;100(329):85-94. https://doi.org/10.1016/j.mor-
pho.2016.01.002.

63. Gombart AF. The vitamin D-antimicrobial peptide 
pathway and its role in protection against infection. 
Future Microbiol. 2009;4(9):1151-1165. https://doi.
org/10.2217/fmb.09.87.

64. Gupta D, Agarwal R, Aggarwal AN, Jindal SK. Sarcoid-
osis and tuberculosis: the same disease with different 
manifestations or similar manifestations of different 
disorders. Curr Opin Pulm Med. 2012;18(5):506-516. 
https://doi.org/10.1097/MCP.0b013e3283560809.

65. Hörster R, Kirsten D, Gaede K, et al. Antimycobacte-
rial immune responses in patients with pulmonary 
sarcoidosis. Clin Respir J. 2009;3(4):229-238. https://
doi.org/10.1111/j.1752-699X.2009.00136.x.

66. Judson MA. The epidemic of drug-induced sarcoidosis-
like reactions: a side effect that we can live with. 
J Intern Med. 2020;288(3):373-375. https://doi.
org/10.1111/joim.13008.

67. Kearney GD, Obi ON, Maddipati V, et al. Sarcoidosis 
deaths in the United States: 1999-2016. Respir 
Med. 2019;149:30-35. https://doi.org/10.1016/j.
rmed.2018.11.010.

68. Ko JH, Yoon SO, Lee HJ, Oh JY. Rapamycin regu-
lates macrophage activation by inhibiting NLRP3 
inflammasome-p38 MAPK-NFκB pathways in au-
tophagy- and p62-dependent manners. Oncotarget. 
2017;8(25):40817-40831. https://doi.org/10.18632/
oncotarget.17256.

69. Kudryavtsev I, Serebriakova М, Starshinova А, et al. Im-
balance in B cell and T-Follicular Helper Cell Subsets 
in Pulmonary Sarcoidosis. Sci Rep. 2020;10(1):1059. 
https://doi.org/10.1038/s41598-020-57741-0.



◆ Педиатр. 2020. Т. 11. Вып. 5 / Pediatrician (St. Petersburg). 2020;11(5)  eISSN 2587-6252 

REvIEwS / ОбзОРы 49

Alexey V. Nikolaev — Postgraduate Student of the Department 
of Pathology, Saint Petersburg State University; MD, radiolo-
gist, General Director of the Medical Center “Magnit”, Saint 
Petersburg. E-mail: av@spb24mrt.ru.

Алексей Владимирович Николаев — аспирант кафедры пато-
логии, ФГБОУ ВО «Санкт-Петербургский государственный 
университет», Санкт-Петербург; врач-рентгенолог, гене-
ральный директор, Медицинский центр «Магнит», Санкт-
Петербург. E-mail: av@spb24mrt.ru.

◆ Information about the authors  ◆ Информация об авторах

70. Kumar R, Goel N, Gaur SN. Sarcoidosis in north Indian 
population: a retrospective study. Ind J Chest Dis Allied 
Sci. 2012;54(2):99-104.

71. Kveim MA. En ny og spesifikk kutan-reaksjon ved 
Boecks sarcoid. En foreløpig meddelelse. Nord Med 
(Stockholm). 1941;9:169-172.

72. Linke M, Pham HTT, Katholnig K, et al. Chronic signaling 
via the metabolic checkpoint kinase mTORC1 induces 
macrophage granuloma formation and marks sarcoid-
osis progression. Nat. Immunol. 2017;18(3):293-302. 
https://doi.org/10.1038/ni.3655.

73. Louzir B, Cherif J, Mehiri N, et al. [Sarcoidosis in Tu-
nisia: epidemiologic and clinical study]. Tunis Med. 
2011;89(4):332-335 (In Italian).

74. Ma Y, Gal A, Koss M. Reprint of: The pathology of 
pulmonary sarcoidosis: update. Semin Diagn Pathol. 
2018;35(5):324-333. https://doi.org/10.1053/j.sem-
dp.2018.09.001.

75. Manzia TM, Bellini MI, Corona L, et al. Successful treat-
ment of systemic de novo sarcoidosis with cyclospo-
rine discontinuation and provision of rapamune after 
liver transplantation. Transpl Int. 2011;24(8): e69-70. 
https://doi.org/10.1111/j.1432-2277.2011.01256.x.

76. Oswald-Richter KA, Beachboard DC, Seeley EH, et al. 
Dual analysis for mycobacteria and propionibacte-
ria in sarcoidosis BAL. J. Clin. Immunol. 2012;32(5): 
1129-1140. https://doi.org/10.1007/s10875-012-
9700-5.

77. Pacheco Y, Lim CX, Weichhart T, et al. Sarcoidosis and 
the mTOR, Rac1, and Autophagy Triad. Trends Immu­
nol. 2020;41(4):286-299. https://doi.org/10.1016/j.
it.2020.01.007.

78. Clinical Research Involving Pulmonary Disorders. Po-
korski M. editor. Berlin a. e.: Springer; 2018. 118 p.

79. Scadding JG. Mycobacterium tuberculosis in the 
etiology of sarcoidosis. Brit. Med. J. 1960;2(5213): 
1617-1623. https://doi.org/10.1136/bmj.2.5213. 
1617.

80. Sellares J, Strambu I, Crouser ED, et al. New advances 
in the development of sarcoidosis models: a synop-
sis of a symposium sponsored by the Foundation for 
Sarcoidosis Research. Sarcoidosis, Vasculitis & Diffuse 
Lung Dis. 2018;35:2-4. https://doi.org/10.36141/
svdld.v35i1.7032.

81. Shanthikumar S, Harrison J. Pulmonary sarcoidosis in 
a preschool patient. Pediatr Pulmonol. 2015;50(12): 
E41-E43. https://doi.org/10.1002/ppul.23228.

82. Shoenfeld Y, Agmon-Levin N. ASIA  — autoimmune/
inflammatory syndrome induced by adjuvants. J Au­
toimmun. 2011;36(1):4-8. https://doi.org/10.1016/j.
jaut.2010.07.003.

83. Southern BD. Patients with interstitial lung disease 
and pulmonary sarcoidosis are at high risk for severe 
illness related to COVID-19 [e-pub. ahead of print, 
2020 Jun 18]. Cleveland Clin J Med. 2020. https://doi.
org/10.3949/ccjm.87a.ccc026.

84. Starshinova AA, Churilov LP, Ershov GA, et al. Autoim-
mune aspects of pulmonary sarcoidosis. Vestnik of Saint 
Petersburg University Medicine. 2019;14(4):333-336. 
https://doi.org/10.21638/spbu11.2019.419

85. Starshinova А,  Zinchenko Yu, Filatov М, еt al. Spe-
cific features of immune complexes in patients with 
sarcoidosis and pulmonary tuberculosis. Immunol 
Res. 2018;66(6):737-743. https://doi.org/10.1007/
s12026-018-9052-1.

86. Sun HH, Sachanandani NS, Jordan B, Myckatyn TM. Sar-
coidosis of the Breasts following Silicone Implant Place-
ment. Plast Reconstr Surg. 2013;131(6):939e-940e. 
https://doi.org/10.1097/PRS.0b013e31828bd964.

87. Terčelj M, Stopinšek S, Ihan A, et al. In vitro and in vivo 
reactivity to fungal cell wall agents in sarcoidosis. Clin 
Exp Immunol. 2011;166(1):87-93. 10.1111/j.1365-
2249.2011.04456.x.

88. Watad A, Bragazzi NL, McGonagle D, et al. Autoim-
mune/inflammatory syndrome induced by adjuvants 
(ASIA) demonstrates distinct autoimmune and au-
toinflammatory disease associations according to 
the adjuvant subtype: Insights from an analysis of 
500 cases. Clin Immunol. 2019;203:1-8. https://doi.
org/10.1016/j.clim.2019.03.007.

89. World Health Organization. Global Tuberculosis Report, 
2019. https://www.who.int/tb/global-report-2019 (ac-
cessed 24.07.2020).

90. Zinchenko Yu, Basantsova N, Starshinova A, et al. 
The autoimmune/inflammatory syndrome induced 
by adjuvants and sarcoidosis. Meditsinskiy Alians/
Medical Alliance. 2019;7(3):13-20. https://doi.
org/10.36422/2307-6348-2019-7-3-15-20.



REvIEwS / ОбзОРы

◆ Педиатр. 2020. Т. 11. Вып. 5 / Pediatrician (St. Petersburg). 2020;11(5)   ISSN 2079-7850 

50

◆ Информация об авторах  ◆ Information about the authors

Vladimir J. Utekhin — MD, PhD, Associate Professor of the 
Department of Pathology, Saint Petersburg State University, 
Saint-Petersburg, Russia; Associate Professor of the Depart-
ment of Pathophysiology with Courses of Immunopathology 
and Medical Informatics, St. Petersburg State Pediatric Medi-
cal University, Saint Petersburg, Russia. E-mail: utekhin44@
mail.ru.

Владимир Иосифович Утехин — канд. мед. наук, доцент, до-
цент кафедры патологии, ФГБОУ ВО «Санкт-Петербургский 
государственный университет», Санкт-Петербург; доцент 
кафедры патофизиологии с курсами иммунопатологии и ме-
дицинской информатики, ФГБОУ ВО «Санкт-Петербургский 
государственный педиатрический медицинский универси-
тет» Минздрава России, Санкт-Петербург. E-mail: utekhin44@
mail.ru. 

Leonid P. Churilov — MD, PhD, Associate Professor, Head of the 
Department of Pathology, Deputy Head of Laboratory of the 
Mosaic of Autoimmunity, Saint Petersburg State University, 
Saint Petersburg, Russia; Leading Researcher, St. Petersburg 
State Research Institute of Phthisiopulmono logy of the Minis-
try of Healthcare of the Russian Federation, Saint Petersburg, 
Russia. E-mail: elpach@mail.ru.

Леонид Павлович Чурилов — канд. мед. наук, доцент, заведу-
ющий кафедрой патологии, зам. руководителя лаборатории 
мозаики аутоиммунитета, ФГБОУ ВО «Санкт-Петербургский 
государственный университет», Санкт-Петербург; ведущий 
научный сотрудник, ФГБУ «Санкт-Петербургский научно-ис-
следовательский институт фтизиопульмонологии» Минздра-
ва России, Санкт-Петербург. E-mail: elpach@mail.ru.


