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ABSTRACT

Introduction. Whipple disease (WD) is an extremely rare systemic infectious disease caused by Tropheryma whipplei,
with an estimated prevalence of approximately one case per million people. Due to its multisystem involvement and
nonspecific clinical manifestations, WD can mimic a wide range of gastrointestinal, rheumatological, infectious, and
other disorders, often resulting in substantial diagnostic delay. The aim of this report was to describe and analyze a
case of classical WD with a prolonged diagnostic course and several atypical manifestations and to identify factors
that may have contributed to the delayed diagnosis.

Materials and Methods. We present the clinical case of a 45-year-old woman with chronic diarrhea, arthralgia,
progressive weight loss, anemia, systemic inflammation, lymphadenopathy, and clinically suspected panniculitis.
The approximately 3.5-year clinical course was analyzed together with laboratory findings, computed tomography,
upper and lower gastrointestinal endoscopy, and histological examination of duodenal biopsy specimens. Cardiac
and neurological assessments, including echocardiography and brain magnetic resonance imaging, were performed
to evaluate possible extraintestinal involvement.

Results. Theinitial manifestation was persistent non-bloody diarrhea, which was subsequently accompanied by fever,
arthralgia, painful subcutaneous nodules, marked weight loss, and progressive iron-deficiency anemia. Computed
tomography revealed retroperitoneal and mesenteric lymphadenopathy. Initial upper gastrointestinal endoscopy,
performed without duodenal biopsy, did not establish the diagnosis. Repeat esophagogastroduodenoscopy
revealed duodenal mucosal edema, granularity and hyperemia, thickening of the mucosal folds, and marked villous
alterations. Histological examination of duodenal biopsy specimens demonstrated focal aggregates of macrophages
with abundant eosinophilic cytoplasm containing PAS-positive granules. In combination with the characteristic
clinical presentation, these findings supported the diagnosis of classical WD. Cardiac and central nervous system
involvement was not detected. Panniculitis was clinically suspected but was not confirmed by histological or
other specific investigations. Treatment was initiated with intravenous ceftriaxone for 14 days, followed by oral
doxycycline and hydroxychloroquine. After four weeks of therapy, the patient reported substantial symptomatic
improvement.

Discussion. The approximately 3.5-year diagnostic delay was likely related to the extreme rarity of WD, the
nonspecific and multisystem nature of its manifestations, the patient’s female sex, which is less typical of classical WD,
previous courses of antimicrobial therapy associated with partial and temporary improvement, and the absence of
duodenal biopsy during the initial endoscopic examination. This case demonstrates that the absence of characteristic
macroscopic duodenal abnormalities on endoscopy does not exclude WD. The combination of persistent diarrhea,
arthralgia, weight loss, manifestations suggestive of malabsorption, anemia, and lymphadenopathy should increase
clinical suspicion of the disease.

Conclusions. Whipple disease should be considered in the differential diagnosis of patients with prolonged,
unexplained gastrointestinal and systemic manifestations, particularly when diarrhea, arthralgia, weight loss,
malabsorption, anemia, and lymphadenopathy occur in combination. Duodenal biopsy remains a cornerstone of
diagnosis and should be considered even when the endoscopic appearance of the duodenal mucosa is normal or
nonspecific.

Keywords: Whipple disease, Tropheryma whipplei, diarrhea, arthralgia, panniculitis, duodenal biopsy, diagnostic
delay.
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INTRODUCTION

Whipple disease (WD) is an extremely rare
infectious disease, occurring in approximately one
person per million [1]. More than 80 years elapsed
from its first description by George Hoyt Whipple
in 1907 [2] to the identification of its etiological
agent, the bacterium Tropheryma whipplei [3], which
causes multisystem involvement with highly variable
clinical manifestations [4]. Currently, four main
clinical forms of WD are recognized [1]: classical WD
(characterized by arthralgia, weight loss, diarrhea,
and abdominal pain), localized chronic infection
(predominantly endocarditis), acute infection (e.g.,
pneumonia or gastroenteritis), and asymptomatic
carriage. None of these forms is specific, and each may
mimic a wide range of diseases, from irritable bowel
syndrome and celiac disease to rheumatoid arthritis
and dementia [5]. Therefore, the diagnosis of WD
is often challenging and requires a comprehensive
diagnostic approach involving a multidisciplinary
team [1, 4].

AIM

The aim of this study was to describe and analyze
a clinical case of the extremely rare Whipple disease,
the prolonged diagnostic journey leading to the
final diagnosis, the potential barriers to and causes
of delayed diagnosis, and possible strategies for
addressing these challenges.

MATERIALS AND METHODS

This case report describes a 45-year-old woman
with a prolonged course of gastrointestinal and
systemic symptoms. The clinical history, laboratory
findings, imaging studies, endoscopic examinations,
and histological assessment of duodenal biopsy
specimens were analyzed. Additional cardiac and
neurological examinations were performed to assess
possible extraintestinal involvement of Whipple
disease.

RESULTS

Clinical case. A 45-year-old woman first sought
medical attention in August 2022 with complaints
of non-bloody diarrhea that had persisted for more
than 2 months. She attributed the symptoms to
stress that began following the onset of Russia’s full-
scale invasion of Ukraine. Initial investigations were
unremarkable, except for a positive fecal H. pylori
antigen test. Accordingly, a preliminary diagnosis of
chronic H. pylori-associated gastritis and functional
diarrhea was established, and standard triple
eradication therapy was prescribed: pantoprazole 40
mg twice daily, amoxicillin 1000 mg twice daily, and
clarithromycin 500 mg twice daily for 14 days. The
treatment resulted in partial symptomatic relief but
did not lead to complete resolution of the symptoms.
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Given the partial response to the initial treatment,
the patient did not seek further medical attention
until August 2024, when she developed fever up
to 38°C, increased stool frequency, painful skin
nodules, knee arthralgia, and weight loss from 75 to
57 kg over 3 months. Further investigations revealed
hemoglobin 87 g/L, MCV 70 fL, MCH 22.5 pg,
platelet count 461 x 10°/L, ESR 30 mm/h, ferritin
33.5 ng/mL, transferrin saturation 4.51%, C-reactive
protein (CRP) 64.4 mg/L, and fecal calprotectin
619 ug/g. Abdominal computed tomography revealed
retroperitoneal and mesenteric lymphadenopathy.

Given the diagnosis of iron-deficiency ane-
mia and evidence of inflammation, esophagogast-
roduodenoscopy (EGD) and colonoscopy were
performed without biopsy. The examinations revealed
erythematous gastropathy, an axial hiatal hernia, and
hemorrhoids, which unfortunately did not bring the
diagnostic process closer to identifying the underlying
disease. Subsequent testing for intestinal infections,
including Yersinia enterocolitica, Clostridioides dif-
ficile, HIV, and tuberculosis, was negative. An
infectious disease specialist diagnosed an unspecified
gastrointestinal infection, and empirical treatment
with rifaximin 1200 mg/day was initiated, resulting
in partial symptomatic improvement.

The patient took rifaximin several times until
July 2025, when repeat bacteriological stool testing
revealed Klebsiella pneumoniae, and treatment with
trimethoprim/sulfamethoxazole 960 mg/day for 10
days was initiated. This therapy also provided only
partial symptomatic relief.

However, in February 2026, the patient was
hospitalized because of exacerbation of diarrhea
and severe anemia: erythrocyte count 3.6 x 10"*/L,
hemoglobin 71 g/L, hematocrit 21.3%, MCV 59 fL,
MCH 19.6 pg, platelet count 439 x 10°/L, ESR 30 mm/h,
ferritin 5.7 ng/mL, and transferrin saturation 3.8%. A
blood transfusion was performed, and repeat EGD
and colonoscopy were recommended. Colonoscopy
revealed no clinically significant abnormalities,
except for a tubular adenoma in the ascending colon.
In contrast, EGD revealed several abnormalities in
the postbulbar portion of the duodenum (D1-D2):
purulent contents, mucosal edema, granularity,
hyperemia, thickening of the mucosal folds, and
marked thickening and shortening of the villi (Fig. 1).

Histological examination of duodenal biopsy
specimens revealed focal, compact aggregates
of macrophages with abundant eosinophilic cy-
toplasm containing PAS-positive granules in the
lamina propria of the duodenal mucosa, as well as
lymphohistioplasmacytic infiltration with eosinophils
and neutrophils. No histological features of celiac
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Fig. 1. Endoscopic images of the duodenal mucosa before treatment

Table 1. Chronology of the Clinical Case

Date/Period Summaries of visits Results of diagnostic tests
August 2022 tress, chronic non-bloody diarrhea (presumed | Positive stool H. pylori antigen test.
functional]. Triple H. pylori eradication therapy
with partial symptomatic improvement.
August 2024 Fever, chronic non-bloody diarrhea, painful Hemoglobin 87 g/L, platelet count 461 x 107/L,
skin nodules, arthralgia, and weight loss. ESR 30 mm/h, ferritin 33.5 ng/mL, transferrin
Diagnosis of unspecified gastrointestinal saturation 4.51%, CRP 64.4 mg/L, fecal calprotectin
infection. Rifaximin therapy with partial 619 pg/g. CT: retroperitoneal and mesenteric
symptomatic improvement. lymphadenopathy. Endoscopy: erythematous
gastropathy and hemorrhoids. Stool tests for
intestinal infections were negative.
July 2025 Suspected gastrointestinal infection Positive stool culture for Klebsiella pneumoniae.
associated with Klebsiella pneumoniae.
Trimethoprim/sulfamethoxazole therapy with
partial symptomatic improvement.
February 2026 | Worsening diarrhea and anemia. Blood Erythrocyte count 3.6 x 10'2/L, hemoglobin 71 g/L,
transfusion. Suspected panniculitis. platelet count 439 x 10/L, ESR 30 mm/h, ferritin
Diagnosis of Whipple disease. Treatment 5.7 ng/mL, transferrin saturation 3.8%. EGD:
with ceftriaxone, doxycycline, and purulent contents, mucosal edema, granularity,
hydroxychloroquine initiated. hyperemia, thickening of mucosal folds, and marked
thickening and shortening of duodenal villi. Duodenal
biopsy: PAS-positive macrophages.
March 2026 Symptomatic improvement. Doxycycline and
hydroxychloroquine continued for 12 months.

disease were identified. Thus, based on the classical
clinical manifestations and characteristic histological
findings, a definitive diagnosis of WD was established.
Given the possibility —of extraintestinal
manifestations of WD, cardiac and neurological
assessments were performed, including brain MRI
and echocardiography; no involvement of these
systems was detected. Examination of the skin by a
gastroenterologist revealed a painful induration of the
skin of the left arm, which was clinically consistent
with panniculitis. However, additional investigations
to confirm or exclude this manifestation and establish
its association with T. whipplei were not performed.
The patient was started on ceftriaxone 2 g once
daily intravenously for 14 days, followed by oral
doxycycline 100 mg twice daily and oral hyd-
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roxychloroquine 200 mg twice daily. The patient’s
baseline weight was 61 kg, and an ophthalmological
examination performed before treatment initiation
revealed no ocular abnormalities. After 4 weeks
of therapy, the patient reported symptomatic
improvement. Continued treatment for 12 months
was recommended, followed by cardiological and
ophthalmological follow-up given the potential
adverse effects of the therapy. Long-term treatment
outcomes are awaited and were not available at the
time of writing this article.

The chronology of this clinical case is presented in
Table 1.

DISCUSSION

We described a case of classical WD presenting
with diarrhea, weight loss, arthralgia, and anemia in
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a middle-aged woman. In our case, the diagnostic
delay was approximately 3.5 years from symptom
onset. This is relatively typical for this disease, with
published data indicating a diagnostic delay of
3-7 years [6]. Several factors may contribute to this
delay, ranging from limited physician awareness
due to the extreme rarity of WD to its ability to
mimic various gastrointestinal, rheumatological,
neurological, and other disorders [4, 6].

It should be noted that classical WD occurs
predominantly in men [1], which differs from our
case and may also have contributed to the delayed
diagnosis. In addition, our patient received H. pylori
eradication therapy containing two antibiotics,
which may have temporarily improved the clinical
and endoscopic manifestations of the disease.
Consequently, the initial endoscopic examination
showed no apparent abnormalities and did not bring
us closer to the diagnosis. However, one finding
that should have raised clinical suspicion was
retroperitoneal and mesenteric lymphadenopathy,
which may be present in approximately 50% of
patients with WD [7].

Anotherimportant manifestationisarthralgia. Joint
involvement may occur in up to 90% of patients with
WD [1, 8]. However, the nonspecific nature of these
symptoms, particularly in the context of fever and
systemic inflammation, represents a limiting factor
in the diagnostic evaluation. Subsequent treatment of
our patient with several courses of antibacterial agents
(rifaximin and trimethoprim/sulfamethoxazole)
produced some clinical improvement but ultimately
prolonged the diagnostic pathway to the correct final
diagnosis.

Unfortunately, there are no specific clinical
guidelines for the diagnosis and treatment of WD.
According to the diagnostic algorithms presented
in UpToDate [9] and cohort studies [10], clinical
suspicion based on characteristic manifestations
and exclusion of more common diseases (infections,
inflammatory bowel disease, etc.) should be followed
by EGD with duodenal biopsy. It should be emphasized
that visible endoscopic abnormalities may be absent
in more than 70% of patients [10], which may further
contribute to diagnostic delay.

Classical macroscopic findings of WD include
enlarged or broadened villi, dilated lymphatic vessels,
and duodenal mucosal edema, as well as signs of
duodenitis [10]. In our case, the second endoscopic
examination revealed similar abnormalities, which
finally led to the correct diagnosis. However, the initial
endoscopic examination was unremarkable, which
did not exclude WD. Therefore, duodenal biopsy is
essential for confirming the diagnosis [5, 9, 10].
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The most characteristic histological finding is
the presence of PAS-positive macrophages in the
duodenal mucosa [5, 9]. According to the available
literature [4, 9, 10], identification of this finding may
be sufficient to establish a definitive diagnosis of
WD when there is a strong clinical suspicion based
on symptoms and other clinical manifestations.
Additional diagnostic tests may include PCR analysis
of duodenal biopsy specimens or other biological
materials, such as cerebrospinal fluid, as well as
immunohistochemical testing for T. whipplei. These
tests may be useful for confirming the diagnosis,
particularly in equivocal cases or when PAS-positive
macrophages are absent, and should be performed
whenever feasible [1, 4, 5, 9].

It should also be noted that PAS-positive
macrophages may occur in other diseases, including
tuberculosis. However, PCR and IHC testing are not
widely available and, unfortunately, are not accessible
in Ukraine, which represents a limitation of this
case report. In addition, we decided not to perform
further testing to exclude rare causes of PAS-positive
macrophages in the duodenum, given the patient’s
classical clinical presentation.

The presence of extraintestinal manifestations may
also contribute to clinical suspicion of WD [1, 9]. In
addition to the manifestations described above, our
patient had a painful induration of the skin of the left
arm that was clinically consistent with panniculitis.
Cutaneous manifestations of WD are frequently
overlooked [11], whereas panniculitis may represent
a relatively specific manifestation of the disease. Only
15 cases of panniculitis associated with WD have
been described in the literature [11]. However, in our
case, this finding was not confirmed, and differential
diagnosis of other potential causes of painful
cutaneous nodules should be performed with the
involvement of a dermatologist and rheumatologist.
This represents an additional limitation of our case
report.

There is a limited number of randomized studies
on the treatment of WD [12], which depends on the
clinical presentationand the presence of extraintestinal
involvement [9]. In patients with classical WD
without endocarditis or central nervous system
(CNS) involvement, as in our case, treatment with oral
doxycycline and hydroxychloroquine for 12 months
is recommended [9]. In cases involving CNS disease
or endocarditis, treatment is recommended to begin
with intravenous ceftriaxone or penicillin G, followed
by trimethoprim/sulfamethoxazole for 12 months
[9].

Given the unavailability of cerebrospinal fluid
PCR testing to completely exclude CNS invol-
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vement, as well as the possibility of subclinical
CNS disease, we decided to initiate treatment with
intravenous ceftriaxone for 2 weeks, followed by oral
doxycycline and hydroxychloroquine. It should be
noted that the most recent randomized study [12]
demonstrated that oral therapy was non-inferior to
sequential intravenous-to-oral treatment in patients
with classical WD, even in the presence of CNS
involvement. However, further randomized studies
are needed to expand these findings and confirm
the above conclusions, particularly for other clinical
forms of WD.

Unfortunately, there is no national registry of
patients with WD in Ukraine; therefore, the exact
incidence and prevalence of the disease in the
country are unknown. We identified only a few cases
reported in the literature [13, 14]. Naturally, not all
cases are described and published. Moreover, given
the numerous barriers to establishing the correct
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diagnosis, the actual number of patients with WD
may be considerably higher. Patients may pass from
one physician to another without receiving a definitive
diagnosis, appropriate treatment, or resolution of
their underlying clinical problem.

CONCLUSIONS

We described a case of classical WD with a
prolonged diagnostic journey before the correct
diagnosis was established and appropriate treatment
initiated. =~ Given its numerous multisystem
manifestations, WD should be considered in
patients presenting with diarrhea, arthralgia, weight
loss, clinical signs suggestive of malabsorption,
lymphadenopathy, clinically suspected panniculitis,
and other extraintestinal manifestations. Duodenal
biopsy is an essential component of the diagnostic
process and should be considered even when the
endoscopic appearance of the duodenal mucosa is
normal.
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PE3IOME

Betyn. XBopob6a Yinmma (XY) - HamsBuuaiiHO pifKicHe cucTeMHe iHQeKIliliHe 3aXBOPIOBAaHHsI, CIIpUYMHEHe
Tropheryma whipplei, yacToTa SKOTrO CTaHOBUTH NPUOIM3HO OAMH BUIAJOK HAa Mi/NbIIOH HaceneHHs. Yepes Myib-
TUCUCTEMHe Ypa)KeHHS Ta HeclelMQidHIiCTb KIiHIYHUX NPOABIB 3aXBOPIOBaHHA MOXe iMiTyBaTy racTpoeHTepo-
orivHi, peBMaToOriuHi, iHQeKuiiHi Ta iHII MAaTOMOTiYHI CTaHM, 110 YacTO IPU3BOAUTD /IO 3HAYHOI 3aTPUMKNU
BCTaHOBJ/ICHHA JliarHo3y. MeToo po6oTu 6y/n10 ommcaTy Ta MpoaHaMi3yBaTu KIHIYHMII BUIAIOK KimacudHoi XY
3 TPMBaIMM JiaTHOCTMYHMM HUIAXOM Ta OKPEMVMM HETHUIIOBMMM IPOABAaMM, a TAKOXX BU3HAYMTY YVMHHUKM, AKi
MOT/IV CIIPUATYU 3aTPUMILi JiarHOCTUKMA.

MaTtepianu Ta Mmetogu. IlpencraBneno KaiHiYHUI BUITAKOK 45-pivHOI XKIiHKM 3 TPUBAIOK Jiape€ro, apTpanriero,
IPOTPeCYI0YO0I0 BTPATOI0 MacH Tijla, aHeMI€l0, CUCTEMHVIM 3alla/leHHAM, JliMaeHonaTielo Ta KTiHIYHO Mifo3pioBa-
HUM HaHikymitom. IIpoaHanisoBaHo KniHiYHMIT epebir 3aXBOPIOBAHHS MPOTATOM IPUOIN3HO 3,5 POKY, pe3ybra-
T TabOPaTOPHUX JOCTIPKEHb, KOMIT I0TepHOI ToMorpadii, e3o¢aroracTpoiyoaeHoCKomil, KOTOHOCKomil Ta TicTo-
JIOTIYHOTO JOCTi/PKeHHs O6ionTaTiB ABaHAAUATUIIANO! KMIIKY. [I/Is OL[iHKM MOXX/IMBOTO ITO3aKMUIIIKOBOTO YPa>KeHHs
IIPOBELEHO KapAionoriyHe Ta HEBPOIOTiYHe 0OCTEXXEHHSI, BK/IIOYAI0UM eXOKapAiorpadio Ta MarHiTHO-pe3oHaHCHY
ToMorpadiro ro1I0BHOTO MO3KY.

PesynbraTtu. Ilepuinm nposiBoM 3aXBOPIOBaHHsI 6y/Ia TpUBajia HEBOASHUCTA Aiapest, sika 3STOLOM CYIIPOBOIXKyBa-
J1acsl TapsTYKOI0, apTPAIriero, OOMI0YNMMY HiJIIKiPHUMIY BY3/IMKaMy, 3HAYHOIO BTPATOI0 MacK Ti/la Ta IIPOrpecyo-
4010 3aymisofedinurHo0 aHeMier. KoM iotepHa Tomorpadist BusiBuia peTpolepUTOHEaIbHY Ta Me3eHTepiaIbHy
nim¢ageHomnarito. [ToyaTkoBe eH/JOCKOMIYHE TOCTI/PKEHHs BEPXHIX Bifjfi/liB IUTYHKOBO-KMIIIKOBOTO TPAKTy 6e3

mmmmmmmmmmm 182 UKRAINIAN SCIENTIFIC MEDICAL YOUTH JOURNAL @ 3 (164)/2026 Creative Commons «Attribution» 4.0


https://creativecommons.org/licenses/by/4.0/
https://www.ncbi.nlm.nih.gov/books/NBK441937/
doi:10.1056/NEJMra062477
doi:10.7759/cureus.34029
doi:10.1097/MD.0b013e3181f204a8
doi:10.1097/MD.0b013e3181f204a8
doi:10.1097/00002281-200101000-00012
doi:10.1097/00002281-200101000-00012
https://www.uptodate.com/contents/whipples-disease
doi:10.1097/MD.0000000000000714
doi:10.1111/cup.70066
doi:10.1016/S1473-3099(24)00797-7
doi:10.1016/S1473-3099(24)00797-7

elSSN 2786-667X KIMHIYHI BUTTALKN

BMKOHAHHsI 6i0IICil He JO3BOMNIO BCTAHOBUTH HiarHo3. [Ipy OBTOPHIl e30¢aroracTponyoseHOCKOIIII BUSIBIEHO
HaOPsIK, 3ePHUCTICTD i rirnepemiro cM30Bo1 0OONMOHKY ABaHAALSTUIAIO] KAIIKY, IOTOBIIEHHS CKIaZoK Ta BU-
paxeHi 3miHu BopcuHOK. ['icTonoriuyHe gociifikeHH: yofeHa/lbHUX 610NTaTiB MPOAEMOHCTPYBAIO CKYIIYeHH:A
Makpoaris i3 MMUPOKOI0 €03MHOMITBHOIO LIMTOILIA3MOIO, 110 MicTiia PAS-11o3uTuBHi rpanymm. Y Io€fHaHHi 3
TUIIOBOIO K/IiHIYHOIO KapTMHOIO I pe3ynbTaTy CTalN IifCTaBOIO I BCTAHOB/IEHHA NiarHO3y xBopobu Yinma.
OsHak ypaKeHHs LIeHTPaJbHOI HepBOBOI Ta CeplieBO-CyAMHHOI CUCTeM He BUsBIeHO. [laHikymiT 6yB 3amifos-
peHmit KiIiHiuHO, IpoTe ricTonoriyHo abo iHmmMM crenudiYHMMM MeToZaMM He HifTBepmxeHmil. JlikyBaHHA
PO3I0YaTO 3 BHYTPILIHBOBEHHOTO BBeleHHs LedTPiaKCOHY MpOTAroM 14 fHIB i3 mofanpIinM HepexofoM Ha
TOKCULIMK/IIH Ta TipOKCUX/IOPOXiH. Yepes 4oTMpy TVOKHI Tepallii allieHTKa IoBifloMuIa po CYTTEBE CUMIITO-
MaTH4YHe MOKpalleHHs.

O6roBopeHHs. [liarHOCTMYHA 3aTPUMKa TPUBAIICTIO NpUOMU3HO 3,5 poky 6yna 1op’sA3aHa 3 PifiKiCTIO 3aXBOPIO-
BaHHSA, HeCIelM(iYHICTIO Ta MY/JIbTVCUCTEMHICTIO JI0TO MpOsIBiB, HETUIIOBO JyIA Kaacu4yHoi XY >KiHOYOI0 cTart-
TIO IALli€HTKM, MOIIepeHIM 3aCTOCYBaHHAM aHTMOaKTepialbHOI Tepallii 3 YaCTKOBMM TUMYacoBMM eeKToM Ta
BificyTHicTIO 6iomCil mif Yac HepuIoro eH0CKOMIYHOro JOCIipKeHHs. Buajok 1eMOHCTpYE, 110 BiiICYTHICTH Xa-
PpaKTepHMX MaKpOCKOIIIYHMX 3MiH ABaHAJIATUIANOLI KMIIKM IIifi Yac eHAOocKomii He Bukiodyae XY. [ToemHanHA
TpuBasoi fiapei, apTparii, BTpaTu Macu Tina, 03HaK Manbabcop6uii, aHeMil Ta miMdaneHonaTii Mae MiiBULIYBaTH
K/IiHiYHY HaCTOPO>XEHICTh 1IO/I0 LIbOTO 3aXBOPIOBAHHA.

BucHoBku. XBopo6y VYimma crif BkaoouaTu 1o gudepeHIiiiiHol AiarHOCTUKY Y HaL[i€HTIB i3 TpUBanuMu He3 sicoBa-
HUMU FaCTPOIHTECTUHAIPHUMIY Ta CUCTEMHVIMM IIPOSIBAMHU, OCOOIMBO 3a HASIBHOCTI MOENHAHHS Iiapei, apTpairii,
BTpaTy Macu Tina, Maipabcop6buii, aHemil Ta mimbasenonarii. biorcis gBaHafUATUIANOl KAIIKK € KITIOYOBUM Me-
TOJIOM JIiarHOCTUKM Ta MA€ PO3IIANATIACA HaBiTh 3a Bi[CYyTHOCTI BUpaXkeHUX €HJOCKOIIYHMX 3MiH CIM30BOI 060-
JIOHKI.

KntovoBi cnoea: XBopoba Yinmna, Tropheryma whipplei, giapest, aprpairis, naHikyirt, fyopeHanbHa 6iomncis, fiar-
HOCTMYHA 3aTPMMKA.
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