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Predictors of Fatal Outcome in Newly Diagnosed
Tuberculosis/HIV Co-Infection with Chronic
Alcoholism (Clinical Case)

Our own case of tuberculosis/HIV co-infection’s diagnosis in chronic alcoholism and analysis of the fatal
outcome predictors are presented. The patient abused alcohol for a long time in the presented case, he was
hospitalised with acute psychosis in a psychoneurological dispensary, where pulmonary tuberculosis and HIV
infection were diagnosed for the first time during additional examination. The patient was admitted to the
department in serious condition after prolonged alcohol intoxication. The patient’s condition stabilized after
detoxification therapy. Antimycobacterial therapy according to the scheme of an individual treatment
regimen, antiretroviral therapy, treatment of hepatitis B and C, detoxification therapy, prophylaxis with
Biseptol and Fluconazole and symptomatic therapy were prescribed. After 20 days immune reconstitution
inflammatory syndrome developed. It was manifested with meningitis and cryptococci were detected in the
cerebrospinal fluid 17 days later. Prescribed treatment of cryptococcal meningoencephalitis with fluconazole
in high doses intravenously had a significant positive effect, which made it possible to reduce the dose of the
drug to the maintenance level. The treatment was not stopped, but sterility of the liquor was not achieved.
After 98 days the patient entered a coma and after 113 days he died from the progression of multiple organ
failure and cryptococcal meningitis. It should be noted that the patient was diagnosed with tuberculosis with
multiple drug resistance for the first time, the treatment of which had positive dynamics, despite the
progression of multiple organ failure and the presence of cryptococcal meningoencephalitis. Therefore,
although tuberculosis was not the direct cause of the patient’s death, the disease itself deepened the severity
of the general condition. Considering the presented clinical case, it was established that predictors of the fatal
outcome of newly diagnosed tuberculosis/HIV co-infection in chronic alcoholism are: antisocial lifestyle;
concomitant diseases (tuberculosis, chronic viral hepatitis B and C); cryptococcal meningoencephalitis; fever,
altered mental status, cryptococci in the cerebrospinal fluid; the number of CD4* lymphocytes is less than
200/uL; lack of early screening for CrAg; early initiation of antiretroviral therapy before the diagnosis of
cryptococcal meningoencephalitis, which provokes immune reconstitution inflammatory syndrome, against
the background of which cryptococcal infection progresses; monotherapy of cryptococcal meningoencephalitis
with Fluconazole. Knowledge and practice gaps among medical practitioners contribute to the high fatality
rate of cryptococcal meningoencephalitis in tuberculosis/HIV co-infection in chronic alcoholism.
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he widespread issue of chronic alcoholism is
well-known globally. It often results in patients
neglecting their health, lacking adherence to treat-
ment regimens and experiencing the progression of
diseases to advanced stages, ultimately leading to

fatal outcomes. Studies have extensively demon-
strated alcohol’s systemic impact on various organs,
particularly the liver [13, 17, 33, 35].

Today all over the world both HIV infection and
tuberculosis (especially chemoresistant) are the

© 2024 Asmopu. Ony6nikosaro Ha ymosax niyeHsii CC BY-ND 4.0 / Authors. Published under the CC BY-ND 4.0 license

50 ISSN 2220-5071 (Print), ISSN 2522-1094 (Online) ® Ty6epkynbo3, nereHesi xsopo6u, BIN-indekuin ® N2 2 (57) ® 2024



CASE OF PRACTICE / BUITAJIOK 3 ITPAKTHKU

main causes of morbidity and mortality [1]. At the
same time, the incidence of tuberculosis among
HIV-positive persons is higher than in the general
population.

HIV infection and alcohol independently affect
the human immune system and in combination, their
influence increases [7]. Chronic alcoholism leads to
an increase in the level of the virus in the blood
plasma and changes in the population of immune
cells that increase HIV replication, which contrib-
utes to the rapid progression of the disease to the
terminal stage [6, 10, 21, 23, 30]. Alcoholism in
HIV-infected persons is the main risk factor for the
development of neuropathology and its functional
consequences [22, 29]. In addition, alcohol affects
the transmission, progression and prevention of
HIV/AIDS, adherence and results of antiretroviral
therapy (ART), etc. [22].

Alcohol abuse is associated with an increased risk
of liver fibrosis in HIV-infected patients. A high
prevalence of combined infection with viral hepatitis
(VH)-B and VH-C among HIV-positive persons is
determined, which is a serious public health problem
worldwide and increases the mortality rate [1, 15].
Co-infection HIV/VH-C and alcohol abuse has a
higher risk of developing liver fibrosis than in patients
with only HIV infection [13, 17]. Such a combined
course has a significantly higher mortality rate com-
pared to patients who do not drink alcohol [36].

AN. Tekelehaimanot et al. [34] found that pre-
dictors of death among people living with HIV are:
poor nutritional status, late stage of HIV infection,
unsuccessful treatment, female gender, substance
abuse, lack of social support, immunological defi-
ciency, young age, low level of education and poor
access to health care.

HIV increases susceptibility to primary infection
or relapse of tuberculosis (TB) [18], while timely use
of antimycobacterial therapy (AMBT) and adhe-
rence to ART reduce the risk of active TB infection.

Ahmed A. et al. [3] found that important factors
of tuberculosis incidence among patients with HIV /
AIDS are: tuberculosis in anamnesis, absence of
AMBT, low body mass index and hemoglobin level,
late clinical stage of HIV infection and lying down.

Alcohol consumption is also associated with an
increased risk of developing tuberculosis. Alcohol
abuse significantly increases the risk of ineffective
and interrupted treatment both in patients with
drug-susceptible tuberculosis and with tuberculosis
with multiple drug resistance (MDR-TB) [25, 26].

Z. Dawit et al. [11] highlighted the following
significant predictors of mortality among patients
with TB/HIV co-infection: extrapulmonary tuber-
culosis, anemia, non-compliance with the treatment
regimen and the use of prophylactic isoniazid

therapy. Therefore, it is very important to carefully
monitor extrapulmonary tuberculosis and anemia
to increase adherence to treatment and to conduct
timely prophylactic isoniazid therapy in this con-
tingent. To reduce the risk of tuberculosis among
HIV-positive people, A. Alemu et al. [4, 5] also
recommend considering the possibility of early HIV
diagnosis, initiation of ART and prophylactic treat-
ment with isoniazid.

Thus, HIV infection and tuberculosis separately
are serious diseases and have a high risk of mortal-
ity and their combined course against the back-
ground of alcohol abuse significantly increases the
mortality rate. At the same time, alcohol abuse leads
to a decrease in the effectiveness of the treatment
of both diseases. The literature describes various
variants of mortality predictors of both HIV infec-
tion and tuberculosis separately, as well as tubercu-
losis/HIV co-infection. But we did not find data
about predictors of mortality in TB/HIV co-infec-
tion with chronic alcoholism, which would allow to
develop preventive measures to reduce this rate.

Therefore, objective of the work was to find fatal
outcome predictors of the newly diagnosed tuber-
culosis/HIV co-infection in chronic alcoholism in
a patient who was being treated at the Zaporizhzhia
Regional Phthisiopulmonology Clinical Treatment
and Diagnostic Center based on the example of our
own case.

Clinical case

Patient E, 40 years old, had no previous history
of tuberculosis. The patient had a long-standing
history of alcohol abuse. He was admitted to a psy-
choneurological dispensary with acute psychosis,
where further examination revealed the diagnosis
of pulmonary tuberculosis and HIV infection for
the first time.

On May 5, 2023, arapid HIV test yielded positive
results, while a blood test for CD4* lymphocytes
showed a count of 182/uL (9.8 %) and a viral load
of 3,140,000 RNA copies/mL. Urine analysis using
LF-LAM (immunochromatographic lipoarabino-
mannan test) returned a positive result. Mycobac-
terium tuberculosis (MBT) was detected in the
sputum through molecular genetic testing (MG),
indicating MBT+, MG+ status, with resistance to
rifampicin (Rif)+, with negative results observed on
sputum microscopy (M).

Afterwards, on May 9, 2023, the patient was
admitted to the Zaporizhzhia Regional Phthisio-
pulmonology Clinical Treatment and Diagnostic
Center with a diagnosis of pulmonary tuberculosis
and HIV infection. The patient arrived at the
department in a serious condition following pro-
longed alcohol intoxication. Upon admission, the
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Fig. 1. Chest X-ray at the time of patient hospitalisation

There are focal infiltration with decay up to 1.5 cm in diameter with

a path to the root in the upper lobe of the left lung. Few foci of conta-
mination in the upper part of the right lung are determined. The roots
are structural. Domes of the diaphragm are even, clear. The sinuses are
free. A heart without features.

patient underwent a chest X-ray, which revealed
notable changes (Fig. 1).

An infectious disease specialist’s conclusion: HIV
infection, IV clinical stage.

The diagnosis was established: Rifampicin-
resistant tuberculosis (RifTB) (09.05.2023) infiltra-
tive of the upper lobe of the left lung with con-
tamination, destruction+, MBT+, MG+, Rif+, M—,
LF-LAM(+). Histology 0 (new case of tuberculo-
sis — NTB). HIV infection, IV clinical stage.

The next day, MBT was detected microscopi-
cally in the sputum (M), the genotypic drug sensi-
tivity test (gDST) revealed resistance to isoniazid
(H), and when the sputum was ready, the result
was — «germination» of culture. Positive blood test
results for HCV and B were obtained: rapid test for
HCV, HBsAg. An infectious disease specialist con-
clusion: chronic VH-B+C.

Based on the updated information, the patient’s
diagnosis was revised: HIV infection, IV clinical
stage. MDR-TB (10.05.2023) infiltrative of the
upper lobe of the left lung with contamination,
destruction+, MBT+, MG+, Rif+, gDST(H), M+,
K-, LF-LAM(+). Histology 0 (NTB). Chronic
VH-B+C. Toxic alcoholic encephalopathy, polyneu-
ropathy.

Complex treatment was prescribed: AMBT
according to the scheme of an individual treatment
regimen (LfxBdqLzdCfzCs), ART (TDF/3TC/
DTG), treatment of hepatitis B and C (SOF/VEL),
detoxification therapy, prophylaxis with Biseptol
and Fluconazole, symptomatic therapy.

Spirography: Ventilation failure of the 1+ degree.

An ultrasound examination of the abdominal
organs revealed signs of hepatomegaly, diffuse
changes in the liver and pancreas, diffuse changes
in the parenchyma of the kidneys (nephropathy),
grade I caliectasis of both kidneys.

No pneumocysts were detected in sputum analyses
during the entire hospital period. Also, MBT was not
detected both microscopically and culturally.

After 20 days (30.05.2023) immune reconstitu-
tion inflammatory syndrome (IRIS) developed.
It was manifested with meningitis (increase in body
temperature to 39 °C, headaches, loss of conscious-
ness).

On June 7, 2023, a lumbar puncture was per-
formed with a cerebrospinal fluid examination:
MBT- (MG—, M—), protein — 0.99 g/L, Nonne-
Appelt reaction (3+), Pandy’s reaction (4+), cyto-
sis — 17 cells/uL, glucose — 1.5 mmol/L, chlo-
rides — 83.4 mmol /L, cryptococci — detected.

According to the results of the cerebrospinal fluid,
the infectious disease specialist made the diagnosis:
cryptococcal meningoencephalitis. Fluconazole
treatment intravenously 1200 — 800 — 400 mg/day,
hormones, diuretics, L-lysine aescinat, cerebropro-
tectors were added to treatment.

Considering the seriousness of the patient’s con-
dition, it was only on 21.06.2023 possible to do a
magnetic resonance imaging (MRI) of the brain
with intravenous contrast enhancement (Fig. 2),
which finally confirmed the presence of meningoen-
cephalitis in the patient.

The next day another lumbar puncture was per-
formed with an examination of the cerebrospinal
fluid: protein — 0.99 g/L, Nonne-Appelt reaction
(3+), Pandy’s reaction (2+), cytosis — 9 cells/uL,
glucose — 1.46 mmol /L, chlorides — 96.8 mmol /L,
MBT—, cryptococci — detected.

After 2 months of tuberculosis treatment, positive
changes were observed in the patient's lungs on
X-ray examination (Fig. 3).

A month after the diagnosis of cryptococcal
meningoencephalitis the following changes were
determined in the cerebrospinal fluid: protein —
1.65 g/L, Nonne-Appelt reaction (2+), Pandy’s
reaction (4+), cytosis — 50 cells/uL, glucose —
0.7 mmol/L, chlorides — 96.8 mmol/L, MBT—,
cryptococci — detected.

On August 1, 2023 (after 54 days), the indicators
of the cerebrospinal fluid remained unchanged (ste-
rility of the liquor was not achieved despite massive
fluconazole therapy in high doses): protein —
1.65 g/L, Nonne-Appelt reaction (3+), Pandy’s
reaction (4+), cytosis — 54 cells/uL, glucose —
0.72 mmol/L, chlorides — 96.8 mmol/L, MBT-,
cryptococci — detected.
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Fig. 3. Chest X-ray from 07.07.2023 (after 2 months)

Partial resorption of infiltration, compaction of foci are determined
in the upper lobe of the left lung, destruction reduced to 0.5 cm
in diameter. Few compacted foci in the upper part of the right lung
are identified. The roots are structural. A heart without features.

Fig. 2. MRI of the brain
from 21.06.2023

Images of brain structures were obtained in
T1, T2, FLAIR, STIR and DWI modes. An area
of the pathological signal in the critical-
subcortical lateral parts of the parietal lobe
on the left side of size 28 x 31 x 24 mm is
determined. Multiple small round and ovoid
foci of the pathological signal are determined
in the cortical and subcortical parts of the
cerebral hemispheres on both sides up

to 3—5 mm in diameter without peri-focal
edema, the adjacent soft membrane with

a minimal pathological signal. There are
periventricular zones with a pathological
signal. On post-contrast images the
accumulation of contrast material is deter-
mined in the cortical sections of the patho-
logical area of the left parietal lobe and
adjacent membranes, there is also an area
of accumulation of contrast by membranes
in the anterior temporal regions, in the area
of the left hemisphere of the cerebellum.
Some foci — without accumulation

of contrast.

Conclusion: The changes may be signs

of meningoencephalitis with lesion of the
cortico-subcortical parts of the left parietal
lobe, with multiple inactive cortical

and subcortical foci.

Such indicators of biochemical blood analysis as
liver tests, glucose, potassium, sodium, chlorine
during the patient’s stay in the hospital were within
normal limits. During inpatient treatment, the cre-
atinine level was elevated all the time (within the
normal range only on 12.07.2023), the urea level was
within the normal range, and the level of residual
urea nitrogen was reduced (Fig. 4). The level of
creatinine increased in 5.6 times (to 652 mmol /L),
and urea increased in 2 times (to 18.2 mmol /L) on
the day before death (August 30, 2023).

Regarding indicators of a general blood test
during the patient’s stay in the hospital a normal
erythrocyte sedimentation rate, an increase in ane-
mia and leukocytosis with a band neutrophils shift
to the left were determined.

But in the general analysis of urine there were
increasing changes that indicated kidneys lesion:
— Before starting the treatment the urine parameters

were as follows: specific gravity — 1017, pH —

alkaline, protein — 0.033g/L, erythrocytes — 4—6
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Fig. 4. Dynamics of biochemical blood analysis indicators: creatinine, urea and residual urea nitrogen

in the vision field (v/f), leukocytes — 4—6 in the

v/f, squamous epithelium — a lot in the v/f, renal

epithelium — 2—4 in the v/f, hyaline cylinders —

0—1 in the v/f, granular cylinders — 0—1 in the v /1.
— 3 days before death: specific gravity — 1010, pH —

acidic, protein — 0.33g/L, erythrocytes — 4—5 in

the v/f, leukocytes — 10—12 in the v/f, squamous
epithelium — a lot in the v/f, renal epithelium —

3—4 in the v/f, hyaline cylinders — 2—3 in the

v/f, granular cylinders — 2—3 in the v /f, uric acid

crystals — a lot in the v/f. The therapist’s

conclusion: HIV-associated nephropathy.

The patient's electrocardiographic parameters
remained stable during his hospitalisation: sufficient
voltage, sinus rthythm, heart rate ranging from 73 to
83 beats per minute and no deviation in the heart
electrical axis. Diffuse dystrophic changes of the
myocardium were noted.

Treatment with high-dose intravenous Flucona-
zole had a significant positive effect, allowing for a
reduction in the drug dosage to maintenance levels.
Despite ongoing treatment, cerebrospinal fluid ste-
rility was not achieved, and the patient's overall
condition deteriorated. From August 15, 2023, the
patient entered a state of sopor, progressing to coma.
Biological death was confirmed on August 31, 2023.

The postmortem diagnosis: HIV infection, IV clini-
cal stage. HIV-associated multiple organ failure.
Cryptococcal meningoencephalitis. Edema of the
brain. HIV-associated nephropathy. MDR-TB
(10.05.2023) infiltrative of the upper lobe of the left
lung with contamination, destruction+, MBT+,
MG+, Rif+, gDST(H), M+, K-, LE-LAM(+).
Histology 0 (NTB). Chronic VH-B+C. Anemia of
a chronic patient. Toxic alcoholic encephalopathy,
polyneuropathy.

Morphological diagnosis: The disease caused by
HIV, complicated by acute secondary cryptococcal
meningoencephalitis. Infiltrative tuberculosis of the
upper lobe of the left lung. Chronic hepatitis C.
Chronic hepatitis B. Generalized edema-swelling of

the brain substance with dislocation and wedging
of the brain stem and cerebellar tonsils in the
occipital-dural fossa. Secondary stem syndrome
(complete and incomplete neuronal necrosis and
diapedesis hemorrhages in the brain stem). Anemia.
Kidney failure. Parenchymatous dystrophy of inter-
nal organs. Alveolar edema of the lungs. Multiple
organ failure.

The cause of death was the progression of mul-
tiple organ failure and cryptococcal meningitis.

Discussion

The patient abused alcohol for a long time in the
presented case, he was hospitalized with acute psy-
chosis in a psychoneurological dispensary, where
pulmonary tuberculosis and HIV infection were
diagnosed for the first time during additional
examination. The patient was admitted to the
department in serious condition after prolonged
alcohol intoxication. The patient’s condition stabi-
lised after detoxification therapy. Antimycobacterial
therapy according to the scheme of an individual
treatment regimen, ART, treatment of hepatitis B
and C, detoxification therapy, prophylaxis with
Biseptol and Fluconazole and symptomatic therapy
were prescribed. After 20 days IRIS developed.
It was manifested with meningitis and cryptococci
were detected in the cerebrospinal fluid 17 days
later. Prescribed treatment of cryptococcal menin-
goencephalitis with Fluconazole in high doses
intravenously had a significant positive effect, which
made it possible to reduce the dose of the drug to
the maintenance level. The treatment was not
stopped, but sterility of the liquor was not achieved.
After 98 days the patient entered a coma and after
113 days he died from the progression of multiple
organ failure and cryptococcal meningitis.

It should be noted that the patient was diagnosed
with MDR-TB for the first time, the treatment of
which had positive dynamics, despite the progres-
sion of multiple organ failure and the presence of
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cryptococcal meningoencephalitis. Therefore, al-
though tuberculosis was not the direct cause of the
patient’s death, the disease itself deepened the seve-
rity of the general condition.

The most frequent causative agents of cryptococ-
cosis are Cryptococcus neoformans and C. gattii, and
this disease is mainly associated with HIV immu-
nosuppression and is characterized by the appear-
ance of meningoencephalitis [8, 19, 20, 38, 42].
Therefore, the greatest burden of this pathology falls
on HIV-infected persons (the mortality rate when
using the best antifungal therapy was 24 % in this
group) [32]. Cryptococcal meningoencephalitis is
associated with high morbidity and mortality among
people living with HIV, particularly in late-stage of
HIV (AIDS) [9, 16,27, 28,32, 37, 39, 42]. According
to B.J. Park et al. [24] cryptococcal meningoen-
cephalitis among HIV/AIDS patients is fatal in
65 % of cases after of cryptococcal infection begin-
ning. In the presented case, cryptococcal meningo-
encephalitis also resulted in death in an HIV-
infected patient almost after 3 months of cryptococ-
cal infection beginning.

R. Kajeekul et al. [14] in a retrospective cohort
study found the clinical features of cryptococcal
meningoencephalitis in HIV-positive individuals
compared to HIV-negative individuals and estab-
lished significant differences between these patients.
Thus, patients with HIV-associated cryptococcal
meningoencephalitis were younger (average age was
37 years vs. 54 years, respectively) and had certain
changes in the cerebrospinal fluid: a low number of
leukocytes (4 vs. 94 cells/mm? ), a lower protein level
(69 vs. 157 mg/mL), higher glucose level (38.8 vs.
21.0 mg/ml) and more frequent cryptococcemia (44.1
vs. 20.5 %). At the same time, the mortality rate in
both groups was high, but did not differ significantly.
The researchers identified the following unfavorable
prognostic factors in patients with HIV-associated
cryptococcal meningoencephalitis: concomitant dis-
eases, fever, altered mental status, low number of
leukocytes and cryptococci in the cerebrospinal fluid.
In the case presented by us, the patient has almost
the same unfavorable prognostic factors.

R. Rajasingham et al. in their study [27] estima-
ted the average global prevalence of cryptococcal
antigenemia to be 4.4 % among HIV-positive indivi-
duals with CD4* lymphocyte count less than 200 /pL.
Cryptococcal meningitis has been found to be an
indicator of HIV treatment program failure and
therefore timely HIV testing and prompt medical
care remain an urgent priority [27]. To end crypto-
coccal meningitis mortality among HIV-infected
individuals, cryptococcal diagnosis, treatment of
meningitis, and preventive screening are urgently
needed [16, 27, 38].

Given the high mortality rate of cryptococcal
infection among people living with HIV, the World
Health Organization recommends cryptococcal
antigen (CrAg) screening in all HIV patients with a
CD4* lymphocyte count < 100/uL [16].]. Wykows-
ki et al. [41] found that a positive CrAg test was a
predictor of increased risk of cryptococcal meningi-
tis or death among HIV-infected individuals, and
systematic CrAg screening can reduce morbidity and
mortality not only in patients with CD4* lymphocyte
counts < 100/uL, but also with the number of CD4*
lymphocytes was 100—200/uL. T.B. Tufa et al. [37]
indicate that screening in HIV-infected patients in
the emergency department for CrAg can minimize
the number of missed cases of cryptococcosis regard-
less of CD4* lymphocyte count and viral load.

In the patient from the case presented by us, the
number of CD4* lymphocytes was less than 200,/uL
(182/uL), and HIV infection was detected for the
first time and screening for CrAg was not performed,
which is an unfavorable prognostic factor.

I. Eshun-Wilson et al. [12] in their study com-
pared the results of early initiation of ART (less than
4 weeks after initiation of antifungal treatment) and
delayed initiation of ART (4 weeks or more after
initiation of antifungal treatment) in HIV-positive
individuals with concomitant cryptococcal menin-
gitis. The researchers concluded that there was a
higher risk of mortality among these individuals
with early initiation of ART after a diagnosis of
cryptococcal meningitis. Perhaps in the case pre-
sented by us, the early start of ART before the
diagnosis of cryptococcal meningoencephalitis,
which provoked IRIS, against which the progression
of cryptococcal infection occurred, was also an
unfavorable prognostic factor for the patient’s death.

According to S.G.Y. Muzazu et al. [20] predictors
of mortality after 2 and 10 weeks among patients
with HIV-associated cryptococcal meningoen-
cephalitis were monotherapy with Fluconazole,
focal neurological symptoms, diastolic blood pres-
sure < 60 mm Hg, concomitant tuberculosis infec-
tion and late diagnosis of cryptococcal meningitis.
T.B. Tufa Tta in. [37] also found that high-dose
Fluconazole monotherapy in HIV-infected patients
with positive CrAg tests had a high mortality rate
(64 %). Given the ineffectiveness of monotherapy
with Fluconazole (even in high doses) of HIV-as-
sociated cryptococcal meningoencephalitis, clinical
trials are currently underway with the use of com-
bined induction of antifungal therapy (Amphote-
ricin in combination with Flucytosine) [31, 38].
In the case presented by us, the patient received
monotherapy with high doses of Fluconazole, which
may have been insufficient and also became an unfa-
vorable prognostic factor for death.
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Conclusions

Predictors of the fatal outcome of newly diag-
nosed tuberculosis/HIV co-infection in chronic
alcoholism are:

1. Antisocial lifestyle.
2. Concomitant diseases (tuberculosis, chronic VH

Band C).

3. Cryptococcal meningoencephalitis.

4. Fever, altered mental status, cryptococci in the
cerebrospinal fluid.

5. CD4* lymphocytes count is less than 200/uL.

No conflict of interests.

6. Lack of early screening for CrAg.

7. Early initiation of ART before the diagnosis of
cryptococcal meningoencephalitis, which pro-
vokes TRIS, against the background of which
cryptococcal infection progresses.

8. Monotherapy of cryptococcal meningoencepha-
litis with Fluconazole.

Knowledge and practice gaps among medical
practitioners contribute to the high fatality rate of
cryptococcal meningoencephalitis in tuberculosis/
HIV co-infection in chronic alcoholism.
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13anopi3bkuit fepxaBHUI MefuKo-hapMaLeBTUYHUI yHiBepCUTeT
2HauioHanbHuit meguyuHmii yHisepcuteT imeni 0.0. boromonbugs, Kuis

[IpepvKTOpPU NETaNbHOI'0 HACAIAKY BIIEPlIE A1arHOCTOBAHOI KO-iHGeKUil
Ty6epkynbo3/BUI mpu XpoHIYHOMY ankoronismi (KNiHIYHUI BUTIAZLOK)

[IpencraBieHo BacHe CIIOCTEPEKEHHs MIATHOCTUKU Ko-ifdextii Ty6epkybo3/Bl/I-indexis mpu
XPOHIYHOMY aJIKOTOJIi3Mi 1 aHaJ1i3 TTPEIMKTOPIB JIeTAIbHOTO HACAKY. [IallienT TpuBaIuii yac 3JI0BKMBaB
askorosieM. [1OTpanuB i3 TOCTPUM TICHX030M Y TICUXOHEBPOJIOTIUHUIT AUCTIAHCED, JI€ TIPU T00OCTEKEHH]
BIIEpIIIE JiarHOCTOBAHO TYOepKy/Ib03 jerenb i BIJI-indekmito. Tlanierra rocmitanisoBano y BiiiIeHHs B
TSSKKOMY CTaHi TICITS TPUBAJIO] AIKOTOTBHOI iHTOKcuKartii. [lics mpoBenentd ge3iHTOKCUKAIIITHOI Tepartii
craH crabimisyBaBces. IIpusHadeHo aHTUMIKOOAKTEPiaIbHY TEpPAIIiio 3a CXEMOIO IHAMBIAYaTbHOIO PEKIMY
JIIKYBAHHS, aHTUPETPOBIPYCHY TepPaIiio, JiKyBaHHA TenaTuTiB B i C, me3inTokcuKaIiitHy Tepario, mpodi-
JakTuKy Oicertosiom i (urykonaszosom, cumrromarnany Tteparitoo. Yepes 20 gHIB PO3BUHYBCS CHHIPOM
BIZTHOBJICHHS IMYHHOI cucTeM” i3 BUsABaMu MeHiHTITY. Uepe3 17 nHiB micas 1bOro B JIIKBOPI BUABIEHO
KpUnTOKOKW. JIiKyBaHHS KPUTITOKOKOBOTO MeHiHTOeH IedastiTy (hJIyKOHA30I0M Yy BUCOKHX JI03aX BHYTPill-
HBOBEHHO OYJI0 e(heKTUBHIM, 1[0 JaJI0 3MOTY 3MEHIITITH 03K TIperapary /0 miATpuMyBaibHol. JIiKyBaHHs
He TIPUIUHSIN, ajle caHallii JikBopy He 3adikcoBano. Yepes 98 nuiB maiieHT yBilIIIOB ¥ KOMY, a Yepes
113 auiB MOMED Bif TPOrpecyBaHHS TOJIOPTAHHOI HEAOCTATHOCTI Ta KPUITOKOKOBOTO MEHIHTITY. Y Tarli-
enra OyB BIlepllie BUSABJIEHUIT TYOEPKYIb03 i3 MHOKUHHOIO JIIKAPCHKOIO CTIHKICTIO, JIIKYBAaHHS SIKOTO MaJio
MO3NTHBHY IWHAMIKY, He3Ba)KaloYM Ha IIPOTPECYBaHHA IOJIOPTAaHHOI HEIOCTATHOCTI Ta HASBHICTH
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KPHUIITOKOKOBOTO MeHiHroeHiedanity. Tomy TyOepKy/p03 xoda i He OyB 0e3rocepenHboio MPUYMHOI0
CMepTi NAI[i€HTa, ajle MiICUII0BAB TSKKICTDh 3araJIbHOTO CTaHY.

3 OISy Ha HaBeJeHUN KITIHIYHWI BUTAJ0K YCTAHOBJIEHO, MO MPEIUKTOPAMU JIeTATBHOTO HACTIAKY
BIIEpIIIE AiarHOCTOBaHOI Ko-iHdeKIii Ty6epkynbo3/BIJI mpu XpOHIYHOMY aJKOTOJI3MI €: acoIfiaJbHuil
crocib JKUTTsI, CYIMyTHI 3axBoproBanHs (TyOepKyIb03, XpoHiuHuii Bipycuuii rematut B i C), KpUIITOKOKO-
B MeHiHTOeHIIehaTiT, IMXOMaHKa, 3MiHEHNI IICUXIYHUHN CTaH, HAsIBHICTh KPUIITOKOKIB Y JIIKBOPI, KiJlb-
kictp CD4-mimdorutis < 200/MKJ1, BiiCyTHICTD paHHBOTO CKpUHIHTY Ha CrAg, paHHiil moyaToOK aHTUPET-
POBiIpyCHOI Tepartii 10 BCTAHOBJIEHH /1iarH03y KPUTITOKOKOBOTO MeHiHTroeHIIeaJIiTy, 10 IPOBOKYE MOSIBY
CUHIPOMY BiIHOBJIEHHST IMYHHOI CHCTEMH, HA TJIi SIKOTO Bifl0YyBAETHCSI MPOTPECYBAHHS KPUITTOKOKOBOI
iHdexIrii, MoHOTepaIiss KpUIITOKOKOBOTO MeHiHToeHIIeasiTy dhrykoHazoioM. Bucoka yactoTa jieTaabHUX
HACJII/IKIB BiJl KDUIITOKOKOBOTO MeHiHTOeH edamTy npu ko-indekiii Ty6epkyib03/BIJI-indexiris na T
XPOHIYHOTO aJIKOTOJIi3MY 3YMOBJIEHA HEAOCTATHHOIO 00I3HAHICTIO IPAKTUKYIOUHNX JIiKapiB.

Kntouoei crosa: neranbhictb, TyOepKy/b03, BLJI, XpoHiuHMiT alKOro1i3M.
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