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ORIGINAL  ARTICLE

PATIENTS WITH HIV AND TUBERCULOSIS COINFECTION, 
TREATED IN THE SPECIALIZED HOSPITAL  

FOR INFECTIOUS AND PARASITIC DISEASES  
IN SOFIA, BULGARIA, FOR THE PERIOD 2017-2019
D. Strashimirov1, Vl. Milanov2, R. Yordanova1, T. Tcherveniakova1, N. Yancheva-Petrova1
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Abstract. Background. 
powerful risk factor known to predispose to Mycobacterium tuberculosis infection and fur-
ther progression to active disease, which increases the risk of latent TB reactivation. TB 
is one of the most common opportunistic infections worldwide. Aim. The objective of the 
study was to describe the main clinical characteristics of the HIV – positive patients, ex-
amined for TB for 2 years (January 2017-January 2019), as well as to delineate the clini-

treated for it, analyze characteristics of the results from the microbiological tests performed 
and, further, describe the patients with multidrug – resistant tuberculosis. Study design. 
This was a prospective cohort study. Methods. Diagnosis was based on clinical, radio-
logical, and microbiological data, such as smear microscopy, culture, and rapid molecular 
methods (Xpert MTB/RIF). Results. -
cantly lower compared with the other patients without coinfection (86 ±138 cells/µcl). Acute 

(MDR) M. tuberculosis was presented in three patients (20%). The predominant localiza-
tion was pulmonary tuberculosis in 12 patients (80%). Six of them (50%) tested positive for 
MTB. The extrapulmonary involvement engaged lymph nodes in two patients and the CNS 
– in one. Conclusion. TB is a disease of advanced immune suppression. Factors predict-
ing the development of IRIS syndrome included low CD4 count, delay of diagnosis, HIV/
HCV coinfections, infection with MDR Mycobacterium tuberculosis. The principal location 
was pulmonary; MTB was isolated in 50% of those cases. TB meningitis should be sus-
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INTRODUCTION

T
-

cy virus (HIV) co-infections place an immense 
burden on health care systems and pose par-

with HIV is the most powerful risk factor known to 
predispose to a Mycobacterium tuberculosis (MTB) 

which increases the risk of latent TB reactivation 

interference between the two infections.

With the introduction of combined antiretroviral therapy 

-
tious diseases in resource-limited countries. Estimates 

MTB/

-
tion from active to latent TB infection, so-called reactiva-
tion

-
ence of HIV is very complex. In fact, the entire immu-

-

immunity is essential for the control of MTB infec-

been witnessed in active TB in humans, as well as 
-

-
bacterial lipids, contribute to the optimal control of 

protective immune response to TB is still incomplete. 
In the MTB – infected host there is also a robust hu-
moral response, with a wide spectrum of antibodies 

secondary to the cellular immune responses in terms 

-
tant role in the protective immunity to TB [1, 11].

-

-
sis is made by means of observation of the patients 

there is a clinical suspicion, multiple sputum samples 

should be involved as well.

So our aim was to make a description of the main 
-

as well as to delineate the clinical characteristics and 

TB who were treated for it, analyze characteristics of 

resistant tuberculosis.

MATERIALS AND METHODS

-
ciency at the Specialized Hospital for Infectious and 

-

-

RESULTS

The baseline characteristics of the patients are pre-
sented in Table 1.
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Table 1. Baseline characteristics of the presented HIV/TB 

Average CD4+ count upon detection 
(cells/µcl)

86 ± 138 

36 ± 16 

12 

9

-
pared with the other patients, while the viral load (VL) 

The time needed for VL to drop to undetectable lev-

-
-

pulmonary failure with tachypnea, dyspnea, hypox-

-
-

after the commencement of anti-tuberculosis treat-
-

-
vir), the presence or absence of hepatitis infection, 
the methadone substitution therapy, and the test of 

Table 2.

Symptoms (per number of patients) Duration (days)

12 ± 3

12 ± 3

25 ± 4

5 ± 3

12 ± 4

16 ± 4

 of TB was achieved in 

least, both rifampicin and isoniazid, was present in 
three patients. 

Fig. 1. TB localization based 
-
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-
volvement only of the upper lobe. In four of the pa-

upper, the middle and the lower lobes. In three pa-
tients, one with upper, middle and lower involvement 
and two with upper and middle involvement, cavities 
were observed. The patients with cavities were with 

culture positivity. 

The extra-pulmonary involvement included lymph 

node involvement and the patient with CNS involve-

positive for MTB.

-

-
-

Three patients, were of peculiar interest to our prac-

-
tient had extrapulmonary localization in the CNS. 
Hereby, we will make a more detailed presentation of 
these three cases.

Case 1. -

ml, i.e. undetectable. Concomitant diseases includ-
-

tosporidiosis. The patient had a HIV/HBV coinfection. 

-

Fig. 2. 

found resistant to rifampicin, isoniazid and ethambu-

of anti-TB treatment. Initial treatment included rifam-
picin, izoniazid, ethambutol, pyrazinamide, amikacin 

-

Case 2. -

non-tuberculous my-
cobacterial (NTM) infection. Concomitant conditions 
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/mm -

(MGIT) in two out of three consecutive sputum sam-
-

-
-

-

Case 3. 
-

-

General condition included: pronounced meningitis-
-

-

-

Vitamin B complex
-

DISCUSSION

-
sented in our study and tested for TB due to clinical 

-

-

TB is a disease of advanced immune suppression, 

-

-

-

with onset of fever and respiratory failure. 

HIV/HCV co-infections pose additional impact on 

course of TB infection, especially in cases of acquisi-

The TB main localization was pulmonary, and MTB 

, is upper lobe involvement. Disease pro-
-

-
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-

treated with the FLDs: rifampicin, isoniazid, pyra-
zinamide, and ethambutol. Izoniazid and especially 

WHO recommendations and international standards, 
if the patient is a re-treatment TB case, an injectable 

should be suspected in patients with advanced im-
-
-

-

cranial nerve involvement are the cornerstones for 

cultures should be obtained systematically [1]. How-
-

-
tients’ compromised ability to swallow. Full recovery 
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