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Introduction

These days throughout the world, the global issues are 
such diseases as chemoresistant tuberculosis (CRTB) and 
human immunodeficiency virus (HIV), which greatly com-
plicate each other in combined course. At the same time, 
tuberculosis as an opportunistic disease is one of the main 
causes of death in HIV-positive patients [1]. Having ana-
lyzed the literature data, we found that the course of preg-
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nancy in patients with drug-susceptible tuberculosis/HIV 
co-infection is sufficiently covered today. However, there 
are only a few works that highlight this issue in patients with 
CRTB/HIV co-infection, which is characterized by a more 
complex course and complications.

So, N. Jana et al. [2] indicated that tuberculosis/HIV 
co-infection is a “lethal combination” and an independent 
risk factor for maternal mortality. The authors found the 
management of pregnancy in such patients challenging, 
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Abstract.  Background. These days throughout the world, the global issues are such diseases as chemo-
resistant tuberculosis (CRTB) and human immunodeficiency virus (HIV), which greatly complicate each 
other in combined course. At the same time, tuberculosis as an opportunistic disease is one of the main 
causes of death in HIV-positive patients. Having analyzed the literature data, we found that the course of 
pregnancy in patients with drug-susceptible tuberculosis/HIV co-infection is sufficiently covered today. 
However, there are only a few works that highlight this issue in patients with CRTB/HIV co-infection, 
which is characterized by a more complex course and complications. The purpose: to update the literature 
data with the clinical features of CRTB/HIV co-infection course in pregnant women based on case reports. 
Materials and methods. Two own clinical cases of CRTB/HIV co-infection course in pregnant women 
have been described. Patients were hospitalized to the department of pulmonary tuberculosis no. 3 (clinical 
site of phthisiology and pulmonology department of Zaporizhzhia State Medical University at the Munici-
pal Institution “Zaporizhzhia Regional Tuberculosis Clinical Dispensary”). Results. In the first case, the 
severity of patient’s state and rapid disease progression were caused by tuberculosis process spreading due 
to severe immunodeficiency, which resulted in intrauterine fetal demise (32 weeks), multiple organ failure, 
intestinal perforation and peritonitis. In the second case, the patient did not adhere to treatment of both 
tuberculosis and HIV infection that was associated with a rapid progression of specific process reported to 
be life-threatening and was the cause of elective abortion at 20 weeks of gestation. Conclusions. These clini-
cal cases demonstrate the complexity and difficulties in management of CRTB/HIV co-infection in preg-
nant women due to non-adherence to treatment, rapid disease progression (tuberculosis process spread-
ing, worsening of immunodeficiency) leading to the life-threatening situation for mothers and increasing 
perinatal mortality rate.
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since treatment required co-administration of antituber-
culosis and antiretroviral drugs. But such therapy caused a 
large number of adverse drug reactions.

A. Gupta et al. [3, 4] in their studies have found a high 
prevalence of postpartum tuberculosis among HIV-positive 
women. It has been shown that tuberculosis/HIV co-infec-
tion causes a 2.2-fold increase in maternal mortality and a 
3.4-fold  — in neonatal mortality rate, intrauterine growth 
retardation and low birth weight. It further stated that new-
borns from HIV-positive mothers develop tuberculosis dur-
ing the first year of life that was an adverse factor and cause 
of death.

T.G. Gaborets [1] pointed that a pregnancy should not 
be maintained in HIV-infected women diagnosed with 
active tuberculosis because of a high risk of obstetric and 
perinatal complications. In a woman with post-tubercu-
losis sequelae, pregnancy could be maintained under the 
supervision of a team of experts that includes physiatrist, 
gynecologist and infectious disease specialist.

A.V. Nesterenko et al. [5] described the case of tubercu-
losis diagnosed in HIV-positive pregnant woman at the early 
stages of pregnancy. It was their clinical follow-up, which 
showed that the following are preconditions for the birth of a 
healthy baby to such mother: diagnosis of a specific process 
at the early stage of gestation, early and adequate antituber-
culosis chemotherapy combined with antiretroviral therapy, 
adherence to treatment.

Following a meta-analysis, S. Sobhy et al. [6] found that 
active tuberculosis in pregnant women is associated with un-
favorable maternal and perinatal outcomes underscoring the 
findings of A. Gupta et al. [3, 4]. In their study, they also 
demonstrated that maternal mortality was detected in 50 % 
of pregnant women with tuberculosis/HIV co-infection.

M. Khan et al. [7] described 3 clinical cases of multi-
drug-resistant tuberculosis (MRTB)/HIV co-infection in 
pregnant women. All patients received antituberculosis 
chemotherapy at the time of MRTB diagnosis. The authors 
indicated that spontaneous abortion was in 1 patient, pre-
term delivery before gestational week 34 — in 1 patient and 
2 newborns were diagnosed with intrauterine growth retar-
dation.

Data of A.V. Nesterenko study [8] have shown that in 
pregnant women with tuberculosis/HIV co-infection, a spe-
cific disease is characterized by the following definite fea-
tures: the prevalence of disseminated destructive and spu-
tum smear-positive pulmonary tuberculosis as well as the 
high incidence of MRTB diagnosis (70 %). The author has 
stated that severe immunosuppression in pregnant women 
related to HIV and chemoresistance of Mycobacterium tu-
berculosis (MBT) is correlated with adverse child and ma-
ternal outcomes. It has also been found that reliable predic-
tors of ineffective tuberculosis treatment in such patients 
are: pulmonary tissue destruction, smear-positive tubercu-
losis, MRTB and tuberculosis progression after pregnancy. 
It was recommended to administrate an adequate therapy 
in this case to early correct side effects of antituberculosis 
drugs. In parallel, the author has pointed that tuberculosis/
HIV co-infection is not an indication for induced termina-
tion of pregnancy, but the latter should be elective, accord-

ing to obstetric and general-somatic indications and before 
gestational week 12.

Objective: to update the literature data with the clini-
cal features of CRTB/HIV co-infection course in preg-
nant women based on case reports.

Materials and methods
Two own clinical cases of CRTB/HIV co-infection course 

in pregnant women were described. They received inpatient 
treatment at the department of pulmonary tuberculosis no. 
3 (clinical site of phthisiology and pulmonology department 
of Zaporizhzhia State Medical University at the Municipal 
Institution “Zaporizhzhia Regional Tuberculosis Clinical 
Dispensary” (ZRTBCD)).

Clinical case presentation
Patient 1
A 38-year-old woman G. had no past history of 

tuberculosis. Preventive fluorographic examination 
was irregular. Two years ago she had a close contact 
with a man suffered from tuberculosis, although she 
did not present any pathological changes as a contact 
during phthisiological examination. At the same time, 
the patient’s husband received HIV care by infectio
nist (B20.0) for a long time. He developed tuberculous 
pleurisy in this context two years ago, and pleural fluid 
analysis revealed MBT resistant to isoniazid, rifampi-
cin, streptomycin, ethambutol, and ethionamide. The 
man had a stroke that caused the death two months after 
the diagnosis of tuberculosis. For 2 years, phthisiologist 
repeatedly referred the patient to undergo prophylactic 
fluorographic examination, but she never responded to 
requests.

And 3 days before hospital admission to ZRTBCD, 
the patient complaining of fever and dyspnea visited a 
general practitioner. As a result, she was hospitalized to 
the Central District Hospital at the place of residence. 
After further examination, HIV test was positive and 
plain chest radiograph showed the following changes 
(Fig. 1): in both lung fields, predominantly in the middle 

Figure 1.  Plain chest radiogram of the patient
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and basal sections, there was an enhanced interstitial 
component and small-focal dissemination; both lung 
hila were infiltrated and poorly structured; sinuses were 
free; the right hemidiaphragm was deformed due to ad-
hesion.

The patient’s general condition significantly deterio-
rated. An electrocardiogram showed signs of myocardial 
hypoxia of the anteroseptal zone.

Clinical blood analysis was as follows: hemoglo-
bin — 88 g/l, red blood cells — 3.5 × 1012/l, leukocytes — 
6.2  ×  109/l, erythrocyte sedimentation rate  — 77 mm/h, 
banded  — 24 %, segmented  — 56 %, lymphocytes  — 
17 %, monocytes — 2 %, eosinophils — 1 %.

Clinical urine analysis: specific gravity  — 1017, reac-
tion  — acid, protein  — 0.297 g/l, erythrocytes   — 25–30 
per high power field (HPF), renal epithelium  — 0–1–2 
per HPF, hyaline casts  — 2–4 per HPF, granular casts  — 
2–3 per HPF.

After consulting gynecologist, pregnancy was diag-
nosed, 32 weeks of gestation.

At the same time, the patient’s state deteriorated cri
tically.

A multidisciplinary team including infectious disease 
specialist, phthisiologist and gynecologist decided to 
transfer the patient to the department of anesthesiology 
and intensive care of ZRTBCD by resuscitation team.

At ZRTBCD, a multidisciplinary team including 
professors (obstetrician-gynecologist and phthisiolo-
gist), regional obstetrician-gynecologist and deputy chief 
doctor concluded:

1.  Patient was newly diagnosed with tuberculosis, 
disseminated pulmonary tuberculosis, destruction (–), 
MBT 0. B20.0, IV clinical stage, oropharyngeal and va
ginal candidiasis, chronic anemia. Gravida 6 at 32 weeks, 
para 3, breech presentation, threatened preterm labor.

2.  Antituberculosis therapy must be prescribed ac-
cording to category 1 regimen: isoniazid, rifampicin, 
pyrazinamide, ethambutol with intensive medical care.

3.  Transfer the patient to the Regional Birthing Cen-
tre (RBC) in case of labor.

4.  Regular monitoring by infectious disease specia
list, phthisiologist, gynecologist and anesthetist.

The patient was further diagnosed. She was MTB- 
and pneumocyst sputum smear-negative. Her HIV anti-
body test was positive (+), the number of CD4 lympho-
cytes  — 21 cells, viral load  — 341820 RNA copies/ml. 
Taking into account the clinical findings and according 
to the clinical protocol [9], infectious disease specialist 
prescribed antiretroviral therapy (ART) for 2 weeks after 
the beginning of antituberculosis treatment.

Ultrasound showed 32 weeks of pregnancy, fetal 
heart rate was 150 bpm.

On the fourth day of admission to ZRTBCD, the pa-
tient’s clinical condition remained extremely severe and 
laboratory tests (complete blood count, clinical urine 
analysis) did not improve. Ultrasound image revealed no 
detectable fetal heart rate. Gynecologist diagnosed intra-
uterine fetal demise.

The patient was immediately transferred to RBC: a 
dead female fetus was delivered. The next day the patient 

was transferred to the department of anesthesiology and 
intensive care of ZRTBCD for comprehensive intensive 
care (antituberculosis, pathogenetic, symptomatic, hae-
mostatic, non-specific antibiotic therapy, etc.) and was 
supervised by infectious disease specialist, phthisiologist, 
gynecologist and anesthetist.

Given the patient had a close contact with MRTB 
husband, she was presented to MRTB expert panel. The 
patient was graded to category 4 in terms of the risk of 
MRTB and prescribed the treatment based on the data of 
her husband’s MBT drug resistance.

However, the general condition of the woman se
riously worsened with toxic encephalopathy progression. 
The patient with suspected meningocephalitis was pre-
sented to a multidisciplinary team including infectious 
disease specialist, clinical neurologist and anesthetist.

The lumbar puncture was performed with cerebro-
spinal fluid test showing the following parameters: pro-
tein  — 0.66 g/l, Nonne-Apelt test (+), Pandy’s reaction 
(++), white blood cell count  — 7 cells (lymphocytes), 
glucose  — 2 mmol/l, chlorides  — 92.9 mmol/l, MBT 
and cryptococci were not detected.

Fibrobronchoscopy revealed infiltrative ulcerative 
tuberculosis of the trachea. Bronchial aspirate test by 
bacterioscopical method was negative for MBT, atypical 
cells and pneumocysts.

Three days after the transfer from RBC, despite the 
comprehensive intensive care, the patient’s general con-
dition deteriorated with increase in signs of multiple or-
gan failure.

All indicators of coagulation profile were increased: 
fibrin  — 17 g, fibrinogen  — 377 g, recalcification time  — 
132 s, prothrombin index  — 68.4 s, hematocrit  — 
22/78 %.

Ultrasound revealed signs of intestinal obstruction 
and a small amount of free fluid in the pelvic cavity.

Obstetrician-gynecologist consultation: postpartum 
day 3, intestinal paresis, toxic anemia, thrombocytope-
nia, toxic encephalopathy.

Surgeon consultation: dynamic intestinal obstruction 
and intestinal perforation could not be ruled out; an ab-
dominal surgeon consultation was recommended.

Abdominal surgeon advisory opinion: laparoscopy 
was recommended to rule out a hollow viscus perfo
ration.

On day 4, a multidisciplinary team including in-
fectious disease specialists, phthisiologists, gynecolo-
gists, surgeons and anesthesiologist concluded: taking 
into account signs of peritonitis and suspected intes-
tinal perforation, the patient had to be transferred to 
the surgical department of the Regional Clinical Hos-
pital.

Patient’s diagnosis upon admission to the Regional 
Clinical Hospital: pulmonary disseminated MRTB. De-
struction (–). MBT (+) M (+). Infiltrative ulcerative 
extrapulmonary tuberculosis of trachea and intestine. 
Category 4 (newly diagnosed extrapulmonary tubercu-
losis). B20, VІ clinical stage, polyorganic insufficiency, 
oropharyngeal candidiasis, chronic anemia, toxic en-
cephalopathy. Intestinal perforation, peritonitis.

https://www.ncbi.nlm.nih.gov/pubmed/28846227
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As can be seen in the first case, the patient’s condi-
tion severity and rapid disease progression were caused 
by tuberculosis process spreading due to severe immu-
nodeficiency, which resulted in intrauterine fetal demise 
(32 weeks), multiple organ failure, intestinal perforation 
and peritonitis.

Patient 2
A 34-year-old woman Sh. was diagnosed with HIV 8 

years ago. The ART course was prescribed, but she took 
it irregularly. Tuberculosis was newly diagnosed 7 years 
ago. As a result of the antituberculosis treatment, she was 
graded to the category 5.1 with minimal post-tuberculo-
sis sequelae.

Recurrent tuberculosis was diagnosed in 5 years. 
Drug sensitivity test determined MBT resistance to iso-
niazid, rifampicin, streptomycin following 5 months of 
treatment. As a result, the patient was diagnosed with 
pulmonary MRTB of the right upper lobe (infiltrative). 
Destruction (+), MBT (+) M (+) MG (0), culture (+), 
resistance I (isoniazid, rifampicin, streptomycin). Cate
gory 4 (recurrent tuberculosis). В20.0, VІ clinical stage 
(CD4 lymphocyte count  — 486 cells, viral load  — 61757 
RNA copies/ml).

The patient was sputum smear-positive (++) on day 
240 of MRTB therapy. As a result, a non-response was 
identified and a repeated course of antituberculosis the
rapy was administrated.

The patient was back to be sputum smear-positive 
(+++) on day 300. At the same time, she presented the 
negative radiological dynamics: 2 cavities of destruction 
formed in the upper lobe of the right lung with a size of 
6.0 × 4.0 cm and 4.0 × 3.0 cm. Surgical treatment was of-
fered repeatedly to the patient, but she refused it.

Thus, the patient received 2 courses of antituberculo-
sis therapy with non-response to treatment, and she in-

terrupted the third course herself. There was no sputum 
culture conversion. Based on this, according to the clini-
cal protocol [9], it was decided that the patient needed a 
palliative care.

A year and a half later, the patient consulted phthi-
siatrist at the district antituberculosis dispensary com-
plaining of weakness, dyspnea, productive cough and 
spitting up blood. She was sputum smear-positive 
(MTB +++). Chest X-ray demonstrated bilateral fo-
cal infiltrations of all lung fields, predominantly on 
the right side, with small destructive lesions, and in the 
right upper lobe  — a cavity with destruction, 8.0 cm in 
diameter, surrounded by fibrosis; diaphragm was de-
formed due to adhesions; the dynamics was negative 
caused by an increase in the number of focal infiltra-
tions including on the left side and an increase in the 
cavity size (Fig. 2).

The patient was hospitalized with diagnosis of MRTB 
of the right upper lobe of the lung (fibrous-cavernous), 
dissemination phase. Destruction (+), MBT (+) М  (+) 
МG (0) К (+), resistance I (isoniazid, rifampicin, strep-
tomycin, ethambutol), resistance 2 (ethionamide). 
Category 4. B20.0, VІ clinical stage, severe immunosup-
pression. Palliative treatment.

The number of CD4 lymphocytes was 156 cells, the 
viral load  — 116708 RNA copies/ml. ART was admi
nistrated.

Two months later, the patient told that she was preg-
nant. After consulting a gynecologist, she was diagnosed 
with pregnancy, 16 weeks of gestation.

The pelvic organ transabdominal ultrasound was per-
formed: singleton pregnancy, detectable fetal heart rate. 
Conclusion: ultrasound signs of pregnancy, 16–17 weeks 
of gestation.

Conclusion of hepatobiliary and urinary system ul-
trasound: signs of enlargement and diffuse changes of 

Figure 2:  1 — plain chest radiogram; 2 — tomogram of the right lung

1 2
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the liver and pancreas, gallbladder congestion, right-side 
nephroptosis, bilateral diffuse changes of renal paren-
chyma, typical signs of HIV infection.

Taking into account medical indications (MRTB, 
HIV infection) and the possible development of compli-
cations (tuberculosis progression, development of spon-
taneous pneumothorax, hemoptysis, tuberculosis and 
HIV infection transmission to the fetus), the patient was 
requested to terminate pregnancy. However, she refused 
and was determined to give birth.

Therefore, for the provision of professional delivery 
care services, anti-MRTB therapy was administrated 
again taking into account the results of drug sensitivity 
test. The patient was hospitalized to ZRTBCD with the 
subsequent operative delivery at RBC.

She was consulted at RBC. It was found that the pa-
tient gave birth 2 times, abortions — 0. Her children were 
taken off a regular medical check-up due to negative 
HIV antibody test results. The result of vaginal discharge 
microscopy: leukocytes  — single in the HPF, flora  — 
cocci, gonococci, trichomonads and yeast fungi were 
not detected. The cervical cytology smear  — no atypical 
cells were detected. The result of colposcopy: the cervix 
was lined with stratified squamous epithelium, squamo-
columnar junction was fully visible; subepithelial vessels 
were visualized; cervical appearance after application of 
acetic acid was adequate, Schiller’s test was positive.

Obstetrician-gynecologist recommendations for the 
further management of pregnancy and childbirth at RBC:

1.  Continue the treatment for MRTB and HIV infec-
tion at ZRTBCD with adherence to both therapies under 
control. Social support. Hemostimulating therapy. To 
test HIV drug resistance.

2.  Childbirth at RBC  — planned elective caesarian 
section. Voluntary intraoperative sterilization with the 
patient’s consent. Vaginal births would be possible with 
an indicator of viral load < 50 copies of HIV RNA at 38 
weeks of gestation.

3.  Preventive ART to a newborn (with an indicator of 
viral load > 50 copies of HIV RNA at 36 weeks of gesta-
tion). Child examination on HIV pro-viral DNA (dried 
blood spot test) within 48–72 hours after birth. Artificial 
feeding of newborn. Inhibition of lactation.

However, the patient’s general condition critical-
ly deteriorated: there was an increase in symptoms of 
intoxication and pulmonary insufficiency (ventilatory 
failure, degree 3 of severity), hemoptysis also increased. 
The patient agreed to terminate the pregnancy at the 20th 
week of gestation, which was performed at RBC.

Thus, in the second case, the patient did not adhere 
to treatment of both tuberculosis and HIV infection that 
was associated with a specific process rapid progression, 
reported to be life-threatening and was the cause of elec-
tive abortion at 20 weeks of gestation.

Conclusions
The presented clinical cases demonstrate the complexity 

and difficulties in management of CRTB/HIV co-infection 
in pregnant women due to non-adherence to treatment, 
rapid diseases progression (tuberculosis process spreading, 

worsening of immunodeficiency) constituting a life-threat-
ening situation for mothers and increasing perinatal mortal-
ity rate.
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Особенности течения коинфекции 
химиорезистентный туберкулез/ВИЧ у беременных женщин 

(2 наблюдения из практики)
Резюме.  Актуальность. Сегодня во всем мире глобаль-
ными проблемами являются такие болезни, как химиоре-
зистентный туберкулез (ХРТБ) и вирус иммунодефицита 
человека (ВИЧ), которые при совместном течении зна-
чительно осложняют друг друга. При этом туберкулез как 
оппортунистическое заболевание является одной из глав-
ных причин смерти ВИЧ-положительных пациентов. Про-
анализировав литературные источники, мы установили, 
что на сегодня проблема течения беременности у больных 
с коинфекцией туберкулез с сохраненной чувствительно-
стью к антимикобактериальным препаратам/ВИЧ освещена 
достаточно. Однако встречаются лишь единичные работы, 
посвященные этому вопросу у пациенток с коинфекцией 
ХРТБ/ВИЧ, которая характеризуется более сложным те-
чением и осложнениями. Цель исследования: дополнение 
литературных источников клиническими особенностями 
течения коинфекции ХРТБ/ВИЧ у беременных женщин на 
примере наблюдений из практики. Материалы и методы. 
Описаны 2 клинических случая течения коинфекции ХРТБ/
ВИЧ у беременных женщин. Пациентки находились на ста-
ционарном лечении в отделении легочного туберкулеза № 
3 (клиническая база кафедры фтизиатрии и пульмонологии 

Запорожского государственного медицинского универси-
тета в коммунальном учреждении «Запорожский област-
ной противотуберкулезный клинический диспансер»). Ре-
зультаты. В первом случае тяжесть состояния пациентки 
и быстрое прогрессирование болезни, обусловленное ге-
нерализацией туберкулезного процесса на фоне тяжелого 
иммунодефицита, привели к внутриутробной гибели плода 
(срок 32 недели), развитию полиорганной недостаточности, 
перфорации кишечника и перитониту. Во втором случае 
отсутствие у пациентки приверженности к лечению как ту-
беркулеза, так и ВИЧ-инфекции вызвало быстрое прогрес-
сирование специфического процесса, что стало угрозой для 
ее жизни и причиной согласия на искусственное прерыва-
ние беременности на 20-й неделе. Выводы. Представленные 
клинические случаи демонстрируют сложность и тяжесть 
ведения беременных женщин с коинфекцией ХРТБ/ВИЧ 
из-за отсутствия приверженности к лечению, быстрого про-
грессирования болезни (генерализация туберкулезного про-
цесса, усугубление иммунодефицита), что приводит к угрозе 
жизни матери и повышает перинатальную смертность.
Ключевые слова:  химиорезистентный туберкулез; вирус 
иммунодефицита человека; беременность
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Особливості перебігу коінфекції 
хіміорезистентний туберкульоз/ВІЛ у вагітних жінок 

(2 спостереження із практики)
Резюме.  Актуальність. На сьогодні в усьому світі глобаль-
ними проблемами є такі хвороби, як хіміорезистентний тубер-
кульоз (ХРТБ) і вірус імунодефіциту людини (ВІЛ), що при 
поєднаному перебігу значно ускладнюють одне одного. При 
цьому туберкульоз як опортуністичне захворювання є однією 
із головних причин смерті ВІЛ-позитивних хворих. Проаналі-
зувавши літературні джерела, ми встановили, що на сьогодні 
проблема перебігу вагітності у хворих iз коінфекцією тубер-
кульоз зі збереженою чутливістю до антимікобактеріальних 
препаратів/ВІЛ висвітлена достатньо. Проте зустрічаються 
лише поодинокі роботи, присвячені цьому питанню в паці-
єнток iз коінфекцією ХРТБ/ВІЛ, що характеризується більш 
складним перебігом та ускладненнями. Мета дослідження: 
доповнення літературних джерел клінічними особливостями 
перебігу коінфекції ХРТБ/ВІЛ у вагітних жінок на прикладі 
спостережень із практики. Матеріали та методи. Описані 
2 клінічні випадки перебігу коінфекції ХРТБ/ВІЛ у вагітних 
жінок. Пацієнтки перебували на стаціонарному лікуванні у 
відділенні легеневого туберкульозу № 3 (клінічна база кафе-
дри фтизіатрії і пульмонології Запорізького державного ме-

дичного університету в комунальній установі «Запорізький 
обласний протитуберкульозний клінічний диспансер»). Ре-
зультати. У першому випадку тяжкість стану пацієнтки та 
швидке прогресування хвороби, обумовлене генералізацією 
туберкульозного процесу на тлі тяжкого імунодефіциту, при-
звели до внутрішньоутробної загибелі плода (термін 32 тижні), 
розвитку поліорганної недостатності, перфорації кишечника 
та перитоніту. У другому випадку відсутність у пацієнтки при-
хильності до лікування як туберкульозу, так й ВІЛ-інфекції 
викликала швидке прогресування специфічного процесу, що 
стало загрозою для її життя та причиною згоди на штучне 
переривання вагітності на 20-му тижні. Висновки. Наведені 
клінічні випадки демонструють складність i тяжкість веден-
ня вагітних жінок iз коінфекцією ХРТБ/ВІЛ через відсутність 
прихильності до лікування, швидке прогресування хвороби 
(генералізація туберкульозного процесу, поглиблення імуно-
дефіциту), що призводить до загрози життю матері та підви-
щує перинатальну смертність.
Ключові слова:  хіміорезистентний туберкульоз; вірус іму-
нодефіциту людини; вагітність
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