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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.

Keywords: chemoresistant tuberculosis; human immunodeficiency virus; pregnancy

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-

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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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/, red blood cells — 3.5 x 10'?/1, leukocytes —
6.2 x 10°/1, 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/1, erythrocytes — 25—30
per high power field (HPF), renal epithelium — 0—1-2
per HPE hyaline casts — 2—4 per HPF, granular casts —
2—3 per HPE

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,
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

fetal

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, VI clinical stage, polyorganic insufficiency,
oropharyngeal candidiasis, chronic anemia, toxic en-
cephalopathy. Intestinal perforation, peritonitis.
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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 §
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). B20.0, VI 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 x 4.0 cm and 4.0 x 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 (+) M (+)
MG (0) K (+), resistance I (isoniazid, rifampicin, strep-
tomycin, ethambutol), resistance 2 (ethionamide).
Category 4. B20.0, VI 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
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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 20"
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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OCO6GEHHOCTU TeYeHUs KOUHPEKLUN
XUMUOPEIUCTEHTHbIN TYGepKyAe3/BNY y 6epeMeHHbIX XXEeHLMH
(2 HOGAIOAEHUS 13 MPOKTUKW)

Pesiome. Axmyaavnocms. CeronHs Bo BceM Mupe MoGalib-
HBIMU TIpOOJIEMaMM SIBJISIIOTCS TaKue OOJIE3HM, KaK XUMHUOpe-
3UCTeHTHBIN TyOepkyne3 (XPTB) u Bupyc mMMmyHomedbuuuTa
yenoBeka (BUY), koTopbie NpU COBMECTHOM TEYEHUM 3Ha-
YUTEJBHO OCIOXHSIOT npyr apyra. [Ipu aToM TyGepkyse3 Kak
OIIOPTYHUCTUUECKOE 3a00JIeBaHUE SIBJISIETCS OAHOM M3 TJaB-
HBIX Ipu4uH cMepTu BUY-nonoxuTeabHbIX mamueHToB. [1po-
aHAJIM3UPOBAB JIUTEPATYpHbIE WCTOYHUKU, Mbl YCTAHOBUJIM,
YTO Ha CErofHsl rnpodjema TeueHus: 6epeMEeHHOCTU y OOJbHbIX
¢ KouH(peKImeilt TyoepKyae3 ¢ COXpaHEHHON 4yBCTBUTEIbHO-
CTbIO K aHTUMUKOOaKTepuaibHbIM npenapatam/BNUY ocselieHa
noctatoyHo. OHAKO BCTpeYaroTcsl JIMIb eAMHUYHbIE paOoThI,
MOCBSIIIEHHbIE 9TOMY BOIMPOCY Y MallMEHTOK ¢ KouHbeKuue
XPTB/BUY, xortopast xapaktepusyercsi 0ojiee CIOXHBIM Te-
YeHUEM M OCJIIOXHeHUsAMU. Lleab ucciienoBaHus: TOMOJHEHUE
JINTEPATYPHBIX MCTOYHUKOB KIMHUYECKUMU OCOOEHHOCTSIMU
teyeHust KonHbekuuu XPTB/BUY y 6epeMeHHBIX XKEHIIMH Ha
npuMepe HaOIIoaeHU 13 pakTuku. Mamepuaavt u memooot.
Onucanbl 2 KIMHUYECKUX ciydas TedeHust KouHdexkuuu XPTh/
BUNY y 6epemeHHbIX kKeHIIMH. [lalilueHTKY HaXOAUJIKUCh Ha CTa-
LIMOHAPHOM JICYEHUM B OTHAEJIEHUU JIETOYHOTo TyOepKyJsesa No
3 (kmmHUYecKas 6a3a Kadenpsl (GTU3NATPUU U TTYJIBMOHOJOTUN

3amopoXCcKOro TOCyIapcTBEHHOTO MEIUIIMHCKOTO YHUBEpPCH-
TeTa B KOMMYHAJIbHOM Y4YPEXICHUU «3armopoKCKUil obacT-
HOW TPOTUBOTYOEPKYJIE3HBI KIMHUYECKUI AucaHcep»). Pe-
3yabmamot. B niepBoM cilyyae TSXKeCTb COCTOSIHUS MallMeHTKU
1 ObICTpOe TporpeccupoBaHue 00Jie3HU, OOYCIOBIEHHOE Te-
Hepaju3alueil TyOepKylIe3HOro mpoiiecca Ha (hoHe TKEeI0ro
UMMYyHoaebUIINTa, IPUBEIU K BHYTPUYTPOOHOI rMbeIn Iioaa
(cpok 32 Henenu), pa3BUTHIO MOJMOPTaHHOM HETOCTATOYHOCTH,
nepdopalii KUIIEYHUKa W TepuToHUTY. Bo BTOpOM ciydae
OTCYTCTBHUE y MALIMEHTKYU MTPUBEPKEHHOCTH K JICYCHUIO KaK Ty-
oepkyaesa, Tak 1 BUY-uHdekuuny BbI3Bao ObICTPOE Mporpec-
crupoBaHue crienrpuIeckoro mpouecca, 4YTo CTajo yrpo3oi ajst
ee XU3HU U TIPUYMHON CcoTlacusl Ha MCKYCCTBEHHOE TpephiBa-
Hue 6epeMeHHocTy Ha 20-it Henene. Botgoodwt. T1pencrasieHHbIe
KJIMHUYECKHUE Cydyau TEeMOHCTPUPYIOT CJIOXHOCTb U TSIKECTb
BelleHUsT OepeMeHHBIX XeHIIUH ¢ KomHbekuueir XPTh/BUY
M3-3a OTCYTCTBUS IPUBEPXKEHHOCTH K JICUEHHUIO, OBICTPOTO MPO-
rpeccupoBaHus 001e3HU (TeHepaau3anus Ty0epKyIe3HOTO Mpo-
1ecca, ycyrybjaeHue uMMyHoOAedUIINTA), YTO MIPUBOIUT K yTPO3e
JKM3HU MaTepU U TOBBILIAET MEPUHATAIBHYIO CMEPTHOCTb.
KioueBbie cioBa: XUMMOPE3UCTEHTHBIN TyOepKyJie3; BUPYC
MMMYyHOIe(UIIUTA YeJoBeKa; OepeMEeHHOCTD
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Oco6AmBOCTI Nnepebiry KoiHpeKLiT
XiMiope3nCTeHTHUI TY6epPKYAbO3/BIA y BAFTHMX XIHOK
(2 cnocrepeXXeHHs i3 NPAKTUKKN)

Pe3iome. Axmyaavnicmos. Ha croronni B ycboMy CBITi ro6aib-
HUMM IIpO0JIEMaMU € TaKi XBOpOOU, SIK XiMiOpE3UCTEHTHHI TyOep-
Kynab03 (XPTB) i Bipyc imyHomediuuty moaunu (BLT), mo npu
MOEeNHAHOMY Tepediry 3Ha4YHO YCKJIaAHIOIOTh ofHe oaHoro. [Ipu
LIbOMY TYOEPKYJIbO3 SIK OMOPTYHICTUUHE 3aXBOPIOBAHHSI € OIHI€I0
i3 To10BHMX ITprunH cMepTi BIJI-mmo3utuBHuX XBopux. [1poaHarti-
3yBaBILM JiTepaTypHi Jkepesa, MU BCTAHOBUJIM, 1110 HAa CbOTOIHI
npobsiemMa nepediry BariTHOCTI y XBOPUX i3 KOiH(EKIIi€ Tyoep-
KyJ1b03 3i 30epeXeHOI0 YyTIMBICTIO IO aHTUMIKOOAKTEpiaTbHUX
npenaparis/BIJI Bucsitiena mocratabo. [Ipote 3yctpivarorbest
JIMIIE TTIOOAMHOKI pOOOTH, MPUCBAYEHI IbOMY MUTAHHIO B Ialli-
eHTOoK i3 KoiHpekiiieio XPTB/BIJI, 110 xapakrepu3yeTbesi Oibli
CKJIAIHUM TepebiroM Ta yckiaaHeHHsaMu. Mema docaioycenus:
IIOTTIOBHEHHS JITepaTypHUX [IKepeJsl KIIIHIYHUMHU OCOOJIMBOCTIMU
nepe6iry koindekuii XPTB/BIJI y BaritTHuX XiHOK Ha MPUKIai
criocTepexXeHb i3 npaktuku. Mamepiaiu ma memodu. OnvicaHi
2 xJiHiuHi Bunaaku nepediry koiHdekuii XPTB/BIJI y BaritHux
XKiHOK. [lamieHTKN TepeOyBaiy Ha CTalliOHApHOMY JIiIKyBaHHI y
BiIIiIeHHI JiereHeBoro Tyoepkyinbo3y Ne 3 (kitiHiuHa 6a3a Kade-
npu (pTUsiaTpii i MyJIBMOHOJIOTII 3aMmopi3bKOro Aep:KaBHOIO Me-

JIMYHOTO YHIBEPCUTETY B KOMYHAJIbHIll YCTAHOBi «3aropi3bKuit
00JTaCHUI TTPOTUTYOEPKYIbO3HMI KIIHIYHUI aucraHcep»). Pe-
3yavmamu. Y TIepIIOMY BUTMAAKY TSKKICTb CTAHY MAIliEHTKU Ta
LLIBUJIKE MPOrpecyBaHHsS XBOpOOU, OOYMOBJIEHE IeHepalli3alliclo
TyOEepKYJIBO3HOTO TIPOLIECY Ha TJIi TSZKKOTO iMyHONEhIlIUTY, ITpH-
3BeJIN IO BHYTPILTHHOYTPOOHOI 3armnbelti rroaa (TepMiH 32 THXKHI),
PO3BUTKY TOJIOPraHHOI HEAOCTATHOCTI, Mepdopallii KMUIIeuHUKa
Ta MEPUTOHITY. Y ApyroMy BUMAIKY BiICYTHICTb y MaIliEHTKU MPU-
XUJIBHOCTI 10 JIIKYBaHHS SIK TyOepKynbosy, Tak i BIJI-indexuii
BUKJIMKAJIA LIBUIKE TIPOTPECYBaHHs Crieln(iuHOro mpotiecy, 1o
CTaJIo0 3arpo3010 [Uis ii KUTTS Ta MPUUMHOIO 3rOAM Ha IITYYHE
repepuBaHHs BaritHocTi Ha 20-my TvkHi. Bucnoexu. HapeneHi
KJTiHIYHI BUTAIKU JEMOHCTPYIOTh CKJIAIHICTh i TSKKICTh BEICH-
HSI BariTHUX XiHOK i3 koiHdekieto XPTHB/BIJI uepe3 BincyTHicTh
MPUXWIBLHOCTI [0 JIiKyBaHHsI, LIBUAKE MPOrPeCyBaHHS XBOPOOU
(reHepaltizallisi TyOepKY/IbO3HOIO IMPOIIECY, MOITTMOACHHS iMyHO-
nedinuTy), 110 MPU3BOAMTH 10 3arPO3U KUTTIO MaTepi Ta MiaBU-
1Iy€ NIepUHATAIbHY CMEPTHICTb.

Ki104oBi c/10Ba: ximiopesucTeHTHUIT TyOepKyIb03; Bipyc iMy-
HoAedIiUUTY JIIOIUHU; BariTHICTh
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