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B Kuese cpegu BUY-ro3nTuBHeIX JML OTMEYAIOTCS BbICOKUE YPOBHU 3a00/1€BAEMOCTH OfIOPTYHUCTUYECKUMU UH@PEK-
LHMY, KOTODbIE 3aHUMAKOT MEPBOE MECTO B CTPYKTYPE BTOpuyHOH CITHG-accoymmpoBaHHOM rnaTonorm — B CPEGHEM
okosio 90 %. B 2006-2012 rr. CpeAM OrmopTyHUCTUYECKUX UH@OEKLIMI HanbobLLIM YAETBHBIM BEC rpuxognsica Ha Tb
(71,65 %) , 3arem 6akTepuasibHbie nHpekymm (12,07 %) u rpubkoBsie rnopaxenns (5,08 %). baktepnalibHbIe 1 rpubKo-
Bbl€ UH@EKLMN YaLYe acCoLMMPOBaINCE C 10/10BbIM ITYTEM EPEFaymn BUY, Tybepky/ie3 — C 3apaXeHneM rpu NHbEKLN-
OHHOM [10TPEBNIEHMMN HAPKOTUKOB. Y 57,1-59,0 % nayneHTOoB C coYeTaHHou nHgekumer BUY/TH 6blia TEPMUHA/IbHAS
cragnsi BUY-uHgekymm, 4T0 rnogrBepKAaIocs HU3KuM yposHem CD4- mmgountos (<200 ki/m); 61,4 % n3z Hux yriorT-
PEO/IS/IN HAPKOTUHECKUE IPenaparsl MHbEKLMOHHBIM Criocobom. Y b6onee 60 % sy anarHoz BUY-uHgekymn ycraHas-
JIMBAJICS ITPU Ha/TUYMU BbIPDAXKEHHOIO MMMYHOAEQDULNTA U TSIKE/bIX OMITOPTYHUCTUYECKUX UHGEKLMH, YTO OrPaHUYUBAa/IO
sgpgpexTuBHOCTL APT. HeobxoanMo COBEDLLIEHCTBOBAHNE MEAMLMHCKOU MOMOLUN W Hab/ogeHns 3a BUY-rno3uTuBHEIMM
JIMLEMU C GKLEHTOM Ha CBOEBPEMEHHOM BbISIB/IEHMMN OO/IE3HH.

KnioueBble cnoBa: BUY-nHdpekuUmsi, onnopTyHUCTUYECKME MHADEKLUN, TYOepKynes.

BIJl-iHdekuia He mMae BracHOi Y4iTKO BU3HAYEHOI KIi-
HIYHOI KAPTWHMU i, FONOBHUM YMHOM, nNpeacTaeneHa CHIO-
acouinoBaHMMM  naTonoriyHumm ctaHamn. Cepen HUX
CYTTEBA POJSIb HANEeXuTb OMNOPTYHICTUYHMMU iH(peKUiaMK
(Ol) — BTOPUHHMMM 3aXBOPIOBAHHSMMU, LLO PO3BUBAKOTLCS
B ocib 3 imyHogediumTamm. YacTiwe eTionoriyHnM YmH-
Hukom Ol € yMOBHO-NATOreHHi 36yaHWUKN, KOTPi HE BUKIU-
KalTb XBOPOOM B iIMyHOKOMNETEHTHWX OCi6, ane BOHM
MOXYTb OyTW BUKMMKaHi i NaTOreHHUMK iHEKLIAHMMM
areHTamu (Hanpuknag, M. tuberculosis). Y Mipy nornv6-
TNEHHSA ypaXKeHHs1 iIMyHHOT cuctemun y BIJ1-no3nTMBHNX
ocib po3BMBalOTbCSA 3aXBOPHOBAHHS, SKi BKIOYAOTb B Ce-
6e sk Ol, Tak i iHWi xBopobu iHEKLINHOT Ta HeiHdeKLUin-
HOi Npupoawn, Ki, B CBOIO Yepry, CyTTEBO BMMMBaKOTb Ha
TpUBanicTb XWUTTA Ta CMEpPTHICTb NtoAen, siKi XuByTb 3
BIN (JI’KB). 3-nomix ocTaHHix ocobnuee Micue 3anmae
TyOepkynbo3 (TB), kM Ha CbOroAHi po3rnsgatTb He
TinbK® AK BIJ1/CHI-acoujioBaHy, BIN/CHIO-
iHamkaTopHy, ane 1 BIN/CHIO-mapkepHy iHdeKuito cepen,
NEeBHNX KOHTUHIEHTIB HaceneHHs [2, 5].

TybepKynbo3 3anuaeTbCsi OCHOBHOK MPUYUHO
cmepTi cepen JIXKB. Y rnobansHomy Macwtabi 3a pospa-
XyHkamu Ha 2012 p. Ha JIKB npunagano 13 % (1,1 mnH.
ocib) 3 ouiHeHoi y 8,7 MIH. KiNbKOCTi Ntofen, B SKUX pos-
BuHyBCs ThB. 3 uncna 2,8 mMnH. xBopux Ha T, ski nponL-
nn TecTyBaHHA Ha mapkepu BlJl-iHdexuii y 2012 p., 20 %
Busisunucsa BlJ1-nosntusHmmu [10]. Y cBow uyepry, LWo
BIJl-iHbeKUis € HanNOTYXXHiWKnM (akTopoM puU3nNKy Ans

TB i, GinblWw TOro, NPU3BOAMTL 4O NOr0 «BiAPOKEHHS»
[16].

Y psiai kpaiH (30kpema, B TUX, L0 pO3BUBatOTLCS abo
3 nepexigHo eKoHOMiKo) HannowwmpeHiwow Ol € Th,
Hanbnuxkyi Micus 3a HMUM nocigalTb KaHAMO03 POTOBOI
NMOPOXHUHW, repneTnyHa iHdeKUia (onepisyounin nuwan),
KPUMNTOKOKO3 (KPUNTOKOKOBUI MEHIHTIT), LepebpanbHui
ToKconnasmos, umtomeranosipycHa (LIMB) iHdekuis Ta
iH. B poO3BMHEHMX KpaiHax CBiTy, 3aBAAKM LUMPOKOMY
BMPOBaXXEHHIO aHTUPETpOBipycHOi Tepanii (APT) Ta Bu-
cokoedpekTnBHOi APT (BAAPT), nounHaioum 3 cepeamHm
90-x pokiB MMHYFOro CTOMITTS, BiAOynocb 3HA4YHE CKOpO-
yeHHsi piBHs Ol cepen BIJ1-no3utmBHUX ocib Ta 3miHa
cnekTpy 30yaHukiB iHdekuin [9]. Liboro poky Coelho L. 3
Korneramu, npoaHanidysaBLUKN 3axBoptoBaHicTb Ha Ol BIJI-
NO3UTMBHUX OCI0 y Pi3HMX KpaiHax CBITY, OLiHUNK, WO 3
1982 no 2008 p. piBHi iHUMAEHTHOCTI NMHEBMOHIi, BUKIK-
kaHoi Pneumocystis carinii, B cepegHbOMY 3MeHLINNNCb
y 2,0-15,6 pasy, uepebpanbHOro TOKCOMMasmosy — y
1,2-8,0 pasy; xBopobu, noe’sizaHoi 3 Mycobacterium
avium complex —y 2,4-25,8 pa3sy [17]. | ui paHi € Hag-
3BMYaNHO MO3UTUBHUMM, OCKINbKM CBigYaTb MPO MOXMU-
BiCTb koHTpontoBaHHsa Ol y BIJ1-no3auTtneHMX ocib, BogHO-
Yyac Bka3sylouu Ha NocTiliHy NpobnemMy cBoevacHoi giarHo-
ctukn BlJl-iHdekuii. Ane iCHyloTb CyTTEBI BigMIHHOCTI
wopo Taraps Ta cnektpy Ol Mix KpaiHamu 3 BUCOKUM pi-
BHEM [0XOAiB Ta 3 0OMeXeHMMM pecypcamy, i BinbLicTb
[0Ka30BMX AaHUX LLOAO 3HWXKEHHS PiBHA iH(eKuin Haa-
XOAATb caMe 3 KpaiH 3 PO3BMHEHOI EKOHOMIKOW, Ae pa-
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Hile noyanu wupoko 3actocosyBatu BAAPT, i BIJl-
No3nTUBHI 0COOKN MalThb BiNbHILLIMIA AOCTYN A0 cneumaiy-
HOI AdiarHoCTMKM Ta nikyBaHHs [12, 14]. MNpoTe, He3Baxa-
toun Ha moxnueocTti BAAPT, Ol sanunwatotbesa paktopom
NigBWLLEHOrO PU3MKY XBOPOGNUBOCTI Ta CMEPTHOCTI OcCi6
3 BlJl-iHdekuieto/CHIOom, i cnekTp 30yaQHWKIB OCHOBHUX
Ol Bapitoe y pi3Hux perioHax. Came 3 UMx MipKyBaHb He-
obxigHa ineHTMdikauia AOMiHyHUMX NaToreHiB, BiANOBIA-
HUX 3a po3BuToK Ol y po3pisi okpemMux perioHiB 3 MeTo
HanexHoro NikyBaHHA, [OrNs4y Ta MEHEIKMEHTY.

Meta pocnigxeHHs. OuiHUTK piBHI 3aXBOPHOBAHOCTI
Ha Ol i Bu3HaumTn nposigHi CHIO-acouinoBaHi iHdekuii
cepepn BlJ1-nosutueHmx ocib y m. Kuesi; BctaHOBUTU OC-
HOBHi (pakTopu, L0 CNpUsOTb PO3BUTKY MOEAHAHOI na-
Tonorii BIJT-iHdpekuis/Th.

Marepianu Ta meToaM [ROCNIMKEHHS

HocnigxkeHHs npoBedeHo Ha 6asi Micbkoro uUeHTpy
npocbinaktukn i Gopotebm 3i CHIO m. Knesa (KML
CHIAy) 3a nepiog 2005-2012 pp. B poboTi BMKOpUCTaHuii
KOMMNEKC ONMCOBO-OLIHOMHUX Ta aHaniTUYHUX NpUNOMIB
enigemionoriyHoro metoay AOCHIMKEHHS Ta MeTOAB Ma-
TemaTu4Hoi ctaTucTukn. Ana aHanidy nowwmpeHHa CHIMO-
iHOMKaTOpPHWMX 3axBoptoBaHb ceped nauieHtis  KML|
CHIOQy 6ynu BMKOpuWCTaHi HacTynHi MaTepianu odiuinHoi
peectpauii MO3 VYkpaiHn: c¢opma 3BiTHOCTi Ne2 -—
BIT/CHIO, ¢. Ne502-1/o — «PeecTtpauiiHa kapta BIJI-
iHgbikoBaHOT 0cobm», . Ne502-2/0 — «[MNoBigomneHHs npo
3miHn B PeecTpauinHin kapTi BlJT-iHdikoBaHoi ocobuy, d.
Ne025/0 — «MegnyHa kapTa amGynaTopHOro XBOPOroy,
@. Ne003/0 — «MegunyHa kapTa cTauioHapHOro XBOPOroy».
KpiMm LbOro BUMKOPWUCTOBYBanu onepaTuBHI enigemionori-
yHi gani KML, CHIOy.

Mpu cTaTMcTyHOMY OonpavutoBaHHi pedynbTaTiB pobo-
TW KOPUCTYBanNuCb YHipikoBaHMMKN OYHKLISMW nporpamu
Microsoft Office Excel. InHamiky 3axBoptoBaHOCTi Ta 6a-
raTopiyHi TeHAeHuii BM3HaYanu meTogamMy HanMeEeHLLMX
kBagpaTiB. BupaxoByBanu BigHOCHUI BiCOTKOBWUI MOKa-
3HWK Ta Moro cepefHto noxmbky (P+mg), 95% posipuni
iHTepean (95% [l). Cuny Ta cnpsMoBaHiCTb 3B’A3KIB MiX
SBMLLAMM OLHIOBaNM LINSXOM 064MCcneHHs koedilieHTa
Kopensuii (rtm;); 4OCTOBIPHICTb pi3HWULUi BU3Ha4yanu 3a t-
kpuTepiem CT'logeHTa; pe3ynbTaTu OLiHIOBanM Ha piBHi
OOCTOBIpHOCTI He BinbLe (p < 0,05).

Pe3ynbraTty Ta ix 06roBopeHHs

B m. Kunesi, sk i B Linomy no YkpaiHi, B 0OCTaHHi poku
cepeq BIJ1-no3utmBHUX oci6 BigMi4alOTbC BMCOKi piBHI
3axsoptoBaHocTi Ha Ol Ta iHwi CHIJ-acouioBaHi xBopo-
6u. 3a nepiog 2005-2012 pp. 3-nomix BIJT-no3mTnBHUX
0cib, sKi 3Haxogunucb nig cnoctepexeHHsM y KML, CHI-
[y, B cepeaHbomy nuwe 2,59 % (95% [Al: 1,14 — 4,05)
He Manu O3Ha4yeHoi NaTonorii, i iXx YacTka 3MeHLyBanach
y AvHamiui. bing 90 % BTopuHHUX 3axBoptoBaHb (95% [l:
88,82 — 90,98) 6ynu npeacrtasneHi iHekUinHuMmun, cepes
SIKMX, Y CBOK Yepry, Hanbinblua nuToMa Bara npunana Ha
Ty6epkynbo3 — 71,65 % (95% Ol: 67,67 — 75,64). pyroio
3a pPaHrom CXOAMHKY y nepeniky iHeKUinHMX xBopob na-
uieHtie KML, CHIQy nociganun 6akTtepianbHi iHekuii — y
2006-2012 pp. ix nMTomMa Bara B cepeaHbOMY OOpPiBHHO-
Bana 12,07 % (95% Al: 8,95 — 15,19), noTim rpmbkKoBi
ypaxeHHst — 5,08 % (95% [I: 1,94 — 8,23), Tokconnasmos
MO3ky — 4,66 % (95% [Al: 2,35 — 6,97), nHeBMoUMCTHa
nHeBMOHIA — 2,90 % (95% [Al: 1,38 — 4,42), repneTnyHa
iHgpekuia — 1,65 % (95% Al: 0,50 — 2,80), CMV-iHdekLis
-1,22 % (0,67 — 1,65) Ta iHwi Ol — 0,76 % (95% Al: -0,52
— 2,04). Cepep rpubkoBux iHdeKLUiRn, KpiMm gMceMiHOBaHO-
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ro KaHavMaosy, LWOPIYHO peecTpyBanucsd no3anereHesa
dopma KpUNTOKOKOBOI iHGEKLIT, sika YacTo 3a nporpecy-
BaHHSA BlJ1-iHdekuii HabyBana reHepanisoaHoro nepebi-
ry; 3apeecTpoBaHi BUNALKN acneprunbo3y 3 ypaxeHHsIM
nereHb. BakTepianbHi iHdekuii y BINl-nosutueHmx oci6
npeacTaBrieHi nepeBaXHO NMHEBMOHISIMM abo cencucom,
OCHOBHVMM ETIONOMYHUMN YNHHUKaMK Bynn MHEBMOKOKMN,
cTadinoKOKM, CTPENTOKOKHU, piaLle — ellepuxii.

Y ovHamiui peectpauii iHekuin B Linomy He BusiBne-
HO YiTKOi TeHAeHLUii 40 CyTTEBOI 3MiHM NUTOMOI Barm TUx
um iHwKmx Ol 3a Becb nepiog cnoctepexeHHst (puc.). Pa-
30M 3 LM, BiOMITUMO, L0 YacTka Tb y 3aranbHiii cTpyk-
Typi CHI-acouioBaHnx iHeKuin JoCcToBIpHO 36inbLun-
nacb 3 2005 p. no 2012 p. (p < 0,01), npoTe cepepnHin
GaraTopiyHWiA TeMN NPUMPOCTY CBIAYMB NpO CTabinNbHy Te-
HAeHuito (+0,07 %). Hatomictb, gona GakTepianbHuX iH-
dekuin ameHwunacek (Temn 3HMxkeHHs -3,87 % — nomipHa
TeHaeHuis; p < 0,05), ane ue He cTocyBanocb NHEBMO-
LMCTHOI NMHEBMOHIi, KOTpa B OGiNbLIOCTi BUNaakiB giarHoc-
TYETbCA Y NauieHTiB, B akux BIJl-iHdeKuito BUABNEHo Bxe
Ha IV kniHiyHi cTagii, To6To Npy Ni3HLOMY 3BEpPHEHI 3a
Meau4dHolo aonomoroto: ii mMToma Bara 36inblimnach
(+29,10 % — BMpaxeHa TeHOEHLUis), BTiM, Lie MOxe OyTu
NoB’siI3aHO 3 Hanaro4XXeHHsIM AiarHocTuku. [ocToBipHO
3MeHLWMnNacb NMToMa Bara rpubkoBux ypaxkeHb B 3arasnb-
Hin cTpykTypi Ol (Temn 3HWxeHHS -23,41 % — TeHaeHUis
BupaxeHa; p < 0,05). Woao iHwWmx iHeKUinHNX 3axBo-
ptoBaHb, TO Pi3HULA MiXK MNOPIBHIOBAHVMW BiAHOCHUMM MO-
KasHMKaMu He CArHyrna cTaTUCTUYHO 3HAYMMOTO PiBHS.
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Puc. Cmpykmypa CHI-acouiliosaHux iHgbekuiti
y BlJ1-no3umueHux ocib 3a 8eck rnepiod criocmepexXeHHs,
2005-2012 pp.

Pesynbtatamm  onepaTvBHOro  enigemionori4yHoro
aHanisy 2013 p. BCTaHOBMEHO, WO 3a BUHATKOM TH, BCi
iHWwi Ol acouitoBanucst NepeBaXkHo i3 cTaTeBUM (YacTiwe
npu retepocekcyarnbHUX KOHTaKTax) LMSXOM nepeaui
BIJ1: 6akTepianbHi iHdekuii — 47,7 npotn 40,5 % Bunaga-
KiB iH(PIKyBaHHS LUTYYHUM nNapeHTepanbHUM LUNSAXOM,
LIMB-iHdekuia — 75,0 npotn 25,0 % (p < 0,001), repne-
TnyHa iHdekuis — 100 %, kaHangos — 54,5 npotn 36,4
%, KpunTOoKOoKO3 — 66,7 npotn 0 %, NHEBMOUUCTHA MHEB-
MOHis — 63,6 npotn 36,4 % (p < 0,01), TokCONNa3mMo3 Mo-
3Ky — 75,0 npotn 25,0 % (p < 0,05). Iluwe y 2-x Bunagkax
Ol (kaHOMOo3 Ta KPUMNTOKOKO3) WnsAx nepeadi BIJ1 Bcta-
HOBMTW He BAANOCh; 5 BUNagkiB GakTepianbHUX iHeKuin
(11,9 %) 6ynu nos’si3aHi 3 nepegayeto 3byaHUKa Big Ma-
Tepi A0 ANTUHM.

Kniniyna piarHoctuka Ol y BIN-no3nTvBHMUX XBOPUX
yCKragHeHa, OCKiMbKM iX OCHOBHi MPOsSiBU (aCTEHiYHUNA
CMHOPOM, nMXomaHka, niMmdazeHonartis, renaTocnneHo-
Merariisi) 4acTo PO3LiHIOITLCA K 03HaKW MPOrpecyBaHHs
OCHOBHOrO 3axBOptoBaHHSA. LLUMpoOkMI gianasoH KniHivHOI
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MaHidecTauii i YacTe nepeBaXaHHs iHaMapaHTHUX iHde-
KUIMHOro npouecy Bu3HavalTb Crneundiky AiarHOCTUKM
Liei rpynu iHopekuin, BUCyBaloun Ha nepule micue nabo-
paToOpHi MeTOAM i BU3HAYEHHS NPOBIAHMX AiarHOCTUYHUX
KpUTEPIiB.

O6roBoptotoun npefcTaBrneHi gadi, cnig BigMiTUTK,
LLIO BOHW 3HAYHO BIOPI3HAOTLCS Big HaBeOeHWX B nitepa-
Typi MaTepianiB 3 poO3BWHEHWX | HaBiTb He AyXe pOo3Bu-
HEHMX KpaiH CBIiTy y Oik nepeBuLLEeHHs PiBHIB iHgikoBaHO-
cTi 30ygHukamm Ol. Tak, B po6oTi nikapis i3 CLUA noka-
3aHO, WO ceped Aopocnux ocib 3 Bneplue BUSIBIIEHUMU
Bunagkamu CHIOy 27,4 % nauieHTiB Manu npuHanMHi
ogHy Ol i HaryacTile NHEBMOLMCTHY NMHEBMOHI0 — 12,2
% Ta Ty6epkynbo3 — 5,3 % [6]. MNpn BU3HaYeHHi nNpoBia-
HOi onopTyHicTu4HOI natonorii BlJ1-no3auTnBHMX ocCi6 y
Henani 30,4 % npunagano Ha Tybepkynbos, 14,3 % — Ha
KkaHamaos, no 3,6 % — Ha NHEBMOLMCTHY MHEBMOHIO Ta
KpMNTOKOKOBI iHgbekuiji [13]. Cepen BlJ1-no3antuBHMx naui-
€HTiB Yy TanBaHi 0OCTaHHIM YacoMm YacTille peecTpyBanucs
KaHouaos, MHEBMOLMCTHA MHEBMOHIS Ta TyOepKynbos, i
napanenbHo 3 po3wupeHHsaM BAAPT kinbkicTb Bunagkis
umux iHdekuin cyTTteBo 3MeHwysanack [9]. 3a gaHummn 3
MonbLwi, Yepes N'aTb pokiB nicnsi 3anpoBagxeHHs BAAPT
3HM3MNacs 3axsoptoBaHicTb Ha CHI[, a HawnowmpeHi-
wumm Ol cepen BIN-no3antmeHMxX ocib ctanu rpnbkosi iH-
dekuii Ta Tb [14]. To6TO, Ha CbOroO4HI MM MAEMO KapTu-
HY, Maike xapakTepHy ansa kpaiH Cyb-Caxapcbkoi Ad-
pukn Ta MiBaeHHo-CxigHoi Asii y nepioa, Wwo nepenyeas
LUMpOKOMY BnpoBamkeHHo APT.

HaBegeHi Buwe maTepianu cBigyatb nNpo Te, WO Ha
cborofHi B YkpaiHi B uinomy Ta M. Knesi 3okpema Harce-

prosHiwoto CHI-acouiioBaHoto xBopoboto € Th, KoTpuin
B XOAi KniHiuHoro po3sutky BIJl-iHdekuii BUHUKaE paHilue,
HiX iHWIi Ol, cnpuse GinbL WBWMAKOMY PO3BUTKY i Nporpe-
CyBaHHIO XBOPOOM, (hOPMYBaHHI MYNbTUPE3UCTEHTHUX
dopM, BUCOKIN cMmepTHOCTI BIJ1-no3nTuBHMX NauieHTIB.
OcTaHHiMK pokamu npobnema Tb y noegHaHHi 3 BIJI-
iHdpekuieto/CHIQom Habyna gns melwukaHuis M. Knesa 3a-
rpo3nueoro xapakrepy. OfHIE 3 OCHOBHWUX HeEraTuBHUX
TeHaeHuin enigewmii BIJl-iHgekuii i CHIOy B micTi € 3poc-
TaHHS YMcna HOBMX BUMNAAKiB 3aXBOPHOBaHHSA Ha NoegHa-
Hy naTonorito BlJl-iHdekuis/Th. Tak, skwo go 2000 p.
3ycTpivyanucb nuile NooaMHOKI BUNagKkn noegHaHol iHge-
Kuii, y 2005 p. 6yno odgiuinHo 3apeecTpoBaHo 39 nauieH-
TiB 3 BlN-iHdekuieto/TB, To B 2012 p. ix KinbkicTb 36inb-
wunace maixe B 10 pasis (Tabn.).

OuiHIo4M IHTEHCUBHICTL enigemMiyHoro npowecy no-
€4HaHoi naTonorii, Heo6XiAHO BIAMITUTU TaKMI BKpal He-
CNpUATAMBUIA (PaKTop, SK LWBUOKUA TEeMMN 3PpOCTaHHSA Kifb-
kocTi Bunagkie BlJl-iHdekuii/TB B M. Knesi — cepegHin
OaratopiyHui Temn npupocTy 3a 2005-2013 pp. gopie-
HioBaB +14,1 % (BupaxeHa TeHgeHuis). Mpu usomy BK-
SIBMEHO HEeAOCTOBIPHUMN NPOTUMNEXHUNA  KOPEnAUinHUA
3B’A30K Yy AMHaMILi 3aXBOPIOBAHOCTI HacerneHHs1 MictTa Ha
akTuBHUM TB i3 3axBoptoBaHicTiO Ha KoHdpekuito BIJI/TE (r
= -0,38), ane npAMuiA cepeaHbOi cunm KoedilieHT Kope-
nsauii i3 3axsoptoBaHicTio Ha BlJl-iHdekuito (r = +0,63, m,
= 0,21). Lle no3Bonsie KOHCTaTyBaTH, WO Y 3POCTaHHI Ki-
nekocTi BlJ1-no3ntuBHux ocié 3 Tb B micTi HanbinbLuwi
BHECOK Hanexutb came BlJl-iHdekuii. 3rigHo 3 gaHumm
nitepatypu, y JDKB aktusHun TB possusaetbcs y 6-50
pasiB yacTille, Hix B ocib, He iHdikoBaHux BIJT [18].

Tabnuusi

Hesiki noka3HuKku iHmeHcusHocmi enidemiyHoz2o npouecy BlIT-iHgbekuii, mybepKynbo3y

ma noedHaHoi iHgbekuii BI/I/TB y m. Kuesi (2005-2013 pp.)

Poku

2005 2006 2007

Moka3HuKK

2008

2009 2010 2011 2012 2013

KinbkicTb ynepiue Bu-
ABMNEHNX BUNaakis
BIJT-iHdbekuii (abc.
4Yncrno)

1022 1146 1183

1258

1094 1077 1269 1302 1405

3axBOpIOBAHICTb Ha
BlJl-iHdbekuito (Ha 100
TUC. HACeneHHs)

39,1 42,4 43,4

46,8

40,0 39,4 45,4 46,1 49,0

KinbkicTb yneplie Bu-
SIBNEHUX BCiX hopM
aktusHoro Tb (abc.
4Yncrno)

1228 1403 1256

1280

1023 950 1073 1143 1473

3axBOpIOBAHICTb Ha
Tb (Ha 100 Tuc. Hace-
TIEHHS)

46,8 52,9 46,9

47,4

37,6 34,6 38,9 41,2 51,8

KinbkicTb ynepue 3a-
peecTpoBaHnX BUNaa-
ki BIJI/TB (abc. uvmc-

no)*

39 107 179

226

241 230 284 309 302

3axBOpHOBaAHICTb Ha
BUV/TB (Ha 100 Tunc.
HaceneHHs!)

1,4 4,0 6,6

8,2

8,7 8,2 10,1 10,5

*3a OaHumu ¢popmu Ne2 — BIJI/CHI[

Ak BugHo 3 MaTepianis Tabnuui, y 2012 p. Tb 6yno
piarHoctoBaHo y 309 xBopux Ha CHI[, wo craHoBuno
67,7 % Bia ycix Bunagkie CHIy B micTi, y ToMy 4ucni:
231 Bunagok nereHesoro — (74,8 + 2,5) % Ta 78 Bunagkis
nosanereHeBoro Tb — (25,2 + 2,5) %. 3-nomix nosanere-
HeBMX ¢popM nepeBaxaB Tb HepBOBOiI cuctemu (Tybep-
KyNbO3HUIA MeHiHroeHuedanit) — (9,7 + 3,4) % i nepude-
puyHux nimcosyanis — (8,1 + 3,1) %; y 0,9 % xBopwux gia-
rHoctoBaHo TB «kictok Ta cyrnobis. Cepen BIJI-
NO3UTMBHMX OCIO 3 BrepLle B XWUTTi BCTAHOBNEHWUM Aiar-
Ho3oMm BlJl-indekuisa/Tb y (30,0 + 2,6) % ocib BusBneHo
GakTepioBugineHHs M. tuberculosis.
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Y 2013 p. Bneplue 3a nepion crnocTepexeHHsa 3adik-
COBaHO Jesike 3MEHLUEHHS piBHA 3axBoptoBaHocTi Ha Th
cepep BIJ1-no3nTnBHUX OCI6 y CTONMUI NONpWM 3pOCTaHHSA
3axBoptoBaHoOCTI, sk Ha BlJl-iHdekuito, Tak i Ha Tb B Ui-
NIoMy cepep, HaceneHHst mMicta. Ak i B nonepeaHL0My po-
ui, nponopuia oci6 3 koHdekuieto BIJI/TE cepen BIJI-
No3UTMBHUX NauieHTiB Gyna 3Ha4How — 63,8 % (no Ykpa-
Hi — 51,9 %), ane HamiTUNaca TeHAEHUis 40 3MEHLUEHHS
nUTOMOI Barn xBopux Ha Tb cepea nauieHTiB 3 BnepLue
BCTaHoBNeHuM giarHo3om CHI[ (piYHMI TeMn 3HUXKEHHS
— -5,9%). MNopiBHSAHO 3 nonepegHiM PokoM, cepeq 3ara-
NBHOro Yncna XBopwux, siki nepebyBatoTb Mg HarnsgoM B
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KML|, CHIOy, pewo 36inbwmnack KinbkicTb ocib 3 nere-
HeBuMu c¢hopmamm Tb — (79,8 £ 2,3) % i, BignosigHo,
3MeHLmMnack nponopuis BIJT-no3uTMBHUX nauieHTiB 3 no-
3anereHesnmn dopmamm — (20,2 + 2,3) %. Cepen
OCTaHHiX, SIK i B MMHYNOMY poLi, nepeBaxas TyGepKynbo-
3HUIA MeHiHroeHuedanit, Tb nepudepuyHmx nimdosys-
niB, kictok Ta cyrno6is. 36iNbWKNOCE YNCNO XBOPUX 3
G6akTtepioBuaineHHsm M. tuberculosis — maike nonosuHa
ocCib 3 Bneplue B XWTTi BCTAHOBNEeHWM gdiarHo3om BIJl-
iHgekuisa/Th.

Ons nopiBHAHHSA: ¥y KasaxcTtaHi Tb 3arimae Takox ne-
pwe wmicue cepen Ol npu Bll-iHdekuii, npote cknagae
nvwe 16 % Bif 3aranbHoI KinbKocTi 3apeecTposaHmx BIJ1-
no3nTuBHMX 0OCib [1].

BikoBa cTpykTypa Ta reHaepHi 03HakKu B rpyni nauieH-
TiB 3 koHekuieto BII/TE cyTTeBo He BigpisHANUCH BiA
Takux y 3aranbHin rpyni BIJ1-nosutnBHux oci6: y 2012 p.
69,5 % craHosunu Yyonosikn Ta 30,4 % XiHKW. Y BiKOBO-
My po3nogini Hanbinbwa nMTomMa Bara npunagana Ha
nauieHTiB Bikom 25-49 pokiB — 93,8 %; 2,6 % xBopux Ha-
nexanun fo Bikosoi rpynun 18-24 poku, 3,5 % — 50 pokiB i
Ginbwe. TeHaeHUii y BIKOBI CTPYKTYpi, Ta reHgepHuX
O3Hakax nauieHTis 3 KoiHdekuieto BIJT/TE y 2013 p. Takox
6ynu nogibHumu o 3aranbHoi rpynu BIJ-no3vTnBHMX
ocib, ane gewo 3mMeHwWwu\nace NUTOMa Bara 4YonoBikiB (4o
64,4 %), B TOM Yac sk gons xiHok 36inbwunack (33,6 %).
[daHun dakT Mu po3LIHIOEMO SK HECMPUATAMBY O3HaKy,
SKa MiaTBepOXKye TeHAEeHUilo A0 Binbll akTMBHOrO 3any-
YeHHs B enigemiyHui npouec xiHok [4]. 3a Bikom, K i B
nonepegHeoMy poui, BinbwicTe Npunagana Ha ocid 25-
49 pokiB.

3a matepianamu 2012 p., y CTPyKTYypi WnsaxiB nepe-
nadi BlJ1 y nauientiB 3 koHdekuieto BIJ/TB gomiHyBaB
WTYYHUIA NapeHTepanbHU MpKU iH'EKLiIX HAPKOTUYHUX
peyoBuH, Skuin Oy BM3Ha4veHuin ans 230 ocib, B Ton yac
SIK CTaTEBUM LUMSIXOM iHpikyBanucsa 79 nauieHtiB — (74,4
+ 2,5) % npotun (25,6 £ 2,5) % (p < 0,01). Y 2013 p. ne-
penada BIJ1 y koiHgikoBaHUX OcCiG Takox acouitoBanacs
nepeBaxHoO 3 «iH'EKUiiHUM» WnaxoM nepegadi — y 198
npoTtu 131 ocib, ski 3apasunucsa nNpu cekcyarnbHUX KOHTa-
ktax 3 BlJl-noantmeBHMMmM ocobamm — BignosigHo, (60,0 *
2,7) % i (39,7 £ 2,7) %. Ane pi3Huud, nopiBHsHO 3 2012
p., OELWO 3MeHWwunack i He 6yna AOCTOBIPHOM, WO MiaT-
BEpOXXY€E 3aranbHy TEeHOEHLi OO0 noyaTKy nepeposnogi-
ny AOMiHYIOUMX WNAXiB iHgikyBaHHA BIJ1y micTi 3 napeH-
TepanbHoro Ha ctatesui [3]. Y 1-i ocobu (0,3 %) nepe-
nava BIJ1 BigGynacs Big maTtepi 40 OUTUHW.

Y 2012 p. y 57,1 % nauieHtis 3 pgiarHosom BIJI-
iHdekuis/Th, B aknx BusHavanu piseHb CD4-nimdountis
(n = 293), ix kinbkicTb Oyna meHwoto 3a 200 kn/mn, Wo €
niaTBEPAXEHHAM TepMiHanbHOI cTagii BlJl-iHgekuii. 3a
pesynbtatamm gocnigkeHs 2013 p., cepen TakMx XBOpPUX
ymncrno ocid 3 TepmiHanbHow cTagieto BlJT-iHdekuii (3a
kputepiem CD4+) 36inbwwunock o 59,0 + 2,9) %. MNpu
upomy, y (16,0 £ 2,1) % «kinekicte knitun CD4+ Byna y
mexax 50-100 kn/mn, a 'y (25,9 £ 2,6) % — < 50 kn/mkn.
Mpw ypomy BigOMO, WO KinbkicTe CD4-nimcouunTis € «cy-
poraTHUM MapKepoM», siKUi BigoOpakae MMOBIPHICTb po-
3BUTKY iHWKX Ol.

Hanbinbwa kinbkictb xBopux 3 BIJT/TE y TepmiHanb-
Hin ctagii BlJl-iHdekuii 6yna npeacrtaesnena CIH — (61,4
+ 2,8) %; (34,8 £ 2,7) % iHdikyBanucs BIJ1 BHacnigok re-
TepocekcyanbHUX KOHTakTiB 3 BIJ-no3uTnBHMMMKM ocoba-
Mu, a pewTa (3,8 £ 1,1) % — romocekcyarnbHUX KOHTaKTiB.
A, 9K BiOOMO, BXWBaHHS iH’EKLiIMHUX HapKOTUKKIB Nigcu-
ntoe HeraTvBHU BNnMB BIJT Ha iMyHHY cucTemy (Takox
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AK i KoiHgekuisa Bipycamu renatuTie B i C, iHWi noegHaHi
iHdbeKLiT).

Y 2011 p. B KMLU, CHI[ly 6yno npoBegeHo onepadiiHe
[OCNIOKEHHST 3 METOK BU3HAYEHHST Micls TyGepKynbo3y
B CTPYKTYpi NetanbHocTi ceped IPKB Ha 6a3i aHanisy 150
MeOMYHUX KapT noMepnux npotarom poky BlJl-
no3utMBHux ocib. B pesynbTaTti gocnimkeHHs BCTaHOB-
NEHO, WO 3Ha4yHa Yactka nomepnux — (75,3 + 3,5) % —
iHbikyBanmch BIJT BHacnigok BXUBAHHA iH'EKLiIAHUMX Hap-
KoTukiB; (55,3 + 4,1) % ocid 6ynu B3ATI nig MeauyHWIA Ha-
rmsag B IV cragii BUT-indekuii, a (23,3 £ 3,5) % manu Il
cTtagito xsopobu; (19,3 + 3,2) % nauieHTiB NpoXunm me-
Hwe 1 Micsausa nicns B3ATTA Ha obnik; y (68,0 + 3,8) %
oci6 Tb 6yno giarHoctoBaHO NPWXWUTTEBO, 3 HUX (60,7 +
4,0) % npoxunu MeHwwe 1 poky 3 MOMEHTY B3SITTS Ha 06-
nik; (12,0 £ 2,7) % 3 yicna nomMmepnux oTpuMmysanu ximio-
npodoinaktuky Tb i3oHiasngom. Cepen NOMepriMx 3 KOH-
dekuieto BIJI/TB y (44,0 + 4,1) % fiarHOCTOBaHO nereHe-
BuiA, (10,0 £ 2,4) % nauieHTiB XBOPINM Ha MiniapHWiA Ta
nosanereHesy copmun Tb; y (2,0 + 1,1) % ocib BusHave-
HUM MynbTUpesncTeHTHUn T, a y (32,0 £ 3,8) % nauien-
TiB TB 6yno giarHoctoBaHo BnepLue B XuTTi; (34,7 + 3,9)
% nauieHTiB oTpumysanu APT. 3anexHo Big craaii BIJ1-
iHbeKLUiT, cepeaHs TpUBanCTb XUTTA XBOPUX 3 KOHEKLI-
eto BIJI/TE Big MOMEHTY B3ATTA Ha AMCMAHCEPHUIA 00K
B cepeaHboMy cTaHoBuna: B | ctagii — 4,3 poku, B Il cta-
nii — 3,1 poku, B Il cTagii — 2,3 poku, B IV cTagii — 5,6 mi-
cAaLiB.

3a ctatuctmuHummn gaHumm (cpopma Ne33-3aopos.),
KinbkicTe xBopux Ha Th, nomepnux Big XxBopobu, 3yMoB-
neHoi BINT B M. Kuesi 36inbluyeTbes, sik B aBCONMIOTHUX
uudpax, Tak i y BiAHOCHUX MokasHukax. [oynHaroun 3
2006 p. i no 2013 p. ix ynucno B micTi 3pocno 3 67 go 99 —
32,5 po 3,5 Ha 100 Tuc. HaceneHHs 3 cepefHiMm GaraTo-
piYHUM TemnoM npupocTty +5,27 % (BMpaxeHa TeHOEeH-
List), a TeMn NpUpOCTY KinbkocTi nomepnux y 2013 p., no-
piBHaHO 3 2012 p., cknas +29,6 %. 3a HaasHocTi Tb y
BIJ1-no3nTnBHMX nauieHTiB Hag3BMYaAWHO BUCOKI  PiBHi
CMEpPTHOCTI NOB’sI3aHi 3 HEeCBOEYACHOK AiarHOCTUKOKO i
HeaJekBaTHUM JiKyBaHHAM T, MHOXWHHOO i LLUMPOKOIO
nikapcbeKoto cTinkicTio M. tuberculosis. BignosigHo oo ma-
TepianiB popmm Ne2 (BIN/CHIO), y 2013 p. 14,0 % xBo-
pux nomepnu 6esnocepeaHbo Big Th, B TOM Yac sk nepe-
BakHa GinbLwicTb (76,9 %) — BHaAcnigok koHdekuii i 6ins
9,1 % — 4epe3 npuuMHM, He noB’'s3aHi 3 BIJ-
iHdpekuieto/CHIdom (nepenosyBaHHs HApPKOTUKIB, camo-
ryb6cTBO, HellacHi BMNagky Towo). 3a gaHnMmu daxisLiB
MaBnogapcbkoro obrnacHoro LeHTpy npodinakTuku i 6o-
potebu 3i CHIO (Pecny6nika KasaxctaH), Tb nocnyrysas
6e3nocepenHbo0 NpuynHo cmepTi Ansa 40,2 % KoiHdi-
KOBaHMX 0OCi0, a TpUBAnICTb XWUTTS NPU NOEAHAHIN iHeK-
uii craHoBuna: oo poky — 40 %, o 2-x pokis — 28,8 %, oo
3-x pokiB — 11,9 %, oo 5-tn pokis 3,4 %, 6-8 pokis — 5,1
% [1].

APT — BaxnuBilUMA KOMMOHEHT MEHEOXMEHTY
BIJT/TB, wo Ao03BOMS€E 3MEHLUMTU PU3NK CMEPTHOCTI Y na-
LieHTiB 3 KoiHdekuieo Ha 64-95 % [15]. Kpim Toro, cne-
LUMdivyHa Tepania TakoX Bigirpae Benuky ponb y nonepe-
PKEHHI KOiHpeKUii, 3MEHLLYUN pU3unkK ii po3BUTKY B Ce-
peaHboMy Ha 67 % [8]. 3a maHwmu niTepaTtypw, B Tene-
pilWHin Yac 3axBoptoBaHicTb BlJ1-no3ntuBHmx oci6 Ha Ol,
y ToMy uucni Ha TB, B OCHOBHOMY MoB’dA3aHa i3 MNi3HbO
fiarHocTukoto Ta/abo npeseHTauieto APT, wWwo posrnsga-
I0Tb SK OAMH 3 HaWbinbll cknagHuUX acnekTiB enigemii
BlJT-iHcbekuii [7, 11]. He cnig Takox 3abyBaTu npo Biacy-
THICTb ab0 HM3bKy NPUXUIBHICTL 4O Tepanii, Wo Npn3Bo-
ONTb OO0 BipyCONOriYHMX HeBAa4y Ta MporpecyBaHHs 3a-
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XBOPIOBAHHS. 3 BIACYTHICTIO MPUXUNBHOCTI A0 Tepanii
acoUilolTbCs Taki (PakTopu, SIK HU3bKWUIA PiBEHb OCBITH,
mMoroaui Bik, 6e3poBiTHUI cTaTyC, ankoroniam, BXWBaH-
HS HAPKOTUYHUX PEYOBMWH, TOOTO, TOMOBHUM YMHOM, CO-
LianbHO-eKOHOMIYHI YMHHUKW. |, HapewwTi, cyTTeBUM pak-
TOPOM € MHOXMWHHa CTIiNKICTb A0 MPOTMBIPYCHMUX Mpena-
parTiB.

Hes3Baxalounm Ha MOCTiMHe PO3WWPEHHs O0CTyny [0
cneumdivHoro nikyeaHHsi B YkpaiHi Ta M. Kuesi, Ol 3anu-
LLIAIOTLCS OCHOBHO MPUYMHOI NeTanbHUX Hacnigkie ce-
pen BlJI-nosuTtnBHUX oCi6. Brcoki piBHi 3axBOproBaHOCTI
Ta cmepTHOCTI y nauieHTiB i3 Ol MaloTb CBOI NPUYMHMK:
3Ha4yHa KinbkicTb BIJT-no3MTMBHMX NauieHTiB, HE 3HaK4n
npo CBiN iHEKLUINHMI cTaTyC, 3BepTaloTbCA 3a Meauny-
HOK [JOMOMOrol Mi3HO, 3HAXOASYUCh B OyXKEe BaKKOMY
ctaHi, konu Ol Bxe € iHaukaTopamu xBopobu. Ha cboro-
OHiWHIA geHb B MicTi y noHag 60 % ocib piarHos BIJI-
iHgeKUii BCTAHOBMIETLCA MPU HASBHOCTI BUPAXXEHOro
imyHogediunTy Ta Baxkux Ol. Pasom 3 umm, 3a gaHumm
nitepatypu, nisHe BusiBneHHsa BIJ-iHdekuii (Hanpuknag,
npmubnusHo 3a 6 mic. o AiarHoctyBaHHs CHIfy) niasu-
wye pusumk npuegHanHa Ol y 3,5 pasy, NopiBHAHO 3 0CO-
6amu, SIKUX BUSIBUNU paHille, i skum Byna cBoevacHo po-
3noyaTa BignosigHa Tepanida [6]. 3a gaHUMKM aHanisy Bu-
nagkis Bnepwe giarHoctoBaHoro Tb y 2012-2013 pp.
BCTa@HOBJIEHO, O PU3MK MOro PO3BUTKY Y XBOopux Ha BIJI-
iHgeKUito HaMeHLMIA 32 YMOBM iX MEQUYHOro Harnsgy,
a nisHa giarHoctuka BIJl-iHdekuii B GinblwocTi Bunagkie
np13BOaUTL [0 3axBoptoBaHHsA Ha Th.

BIJ1-no3nTtuBHi nauieHTn nepebyBatoun nig Harnsagom
B LeHtpi CHIQy He 3aBxau otpumytoTb APT no psagy
NPUYUH (HU3bKa NPUXUNBHICTb, NCUMXocoLianbHi dakTopu
Ta iH.); He Bci ocobu, siki oTpumytoTe APT, MOXyTb JOCAT-
TV afeKBaTHOI BipyCOOriYHOT | iMyHOSOrYHOT BiAMOBIA;.

MipcymoBytoun pesynbtaT poboTW, BBaXaeMoO 3a
JouinbHe HaBeCTW HelloaaBHi JaHi MiXXKHapOa4HMX ekcne-
pTiB: cepen 41 kpaiHu 3 Baxkum Tarapem BlJl-iHdpekuii y
noegHanHi 3 Tb y 2004-2012 pp. Ykpaina (nopyu i3 AHro-
noto, Bpasunieto, KoHro, IHgoHesieto, Jlecoto, Mo3ambGi-
koM, Cbepa JleoHe, lMiBaeHHowo Adpukoto, CyaaHoMm, To-
ro, B'eTHamoMm Ta geskumu iHWKMMK) nocigana micue B
OCTaHHIN TpeTin rpyni 3a NOKa3HUKOM 3HWKEHHS KifbKOCTI
cmepTen, noe’asaHunx 3 Tb, cepen JDKB (meHwe 25 %). B
TOW e yac, 3a rmobanbHo mMeToto, oo 2015 p. HeobXxia-
HO 3MeHLWNTU KinbkicTe cmepTen y JIXKB Big TE He meH-
we, Hix yagidi (< 250000). Ane 3akiHUMTK BapTO GinbLu
ONTUMICTUMHUMW JaHUMU — Yy 3a3HAYEeHOMY nepeniky
NPIOPUTETHUX KpaiH NuLie YoTmpK, Y ToMy umchi YkpaiHa,
y 2012 p. pocarnm oxonnenHs APT cepeg BIN-
no3nTMBHMX OCib, xBopux Ha THB, Ha piBHI He MeHwe 50 %
[10].

BUCHOBKMU

1. B M. KneBi B ocTaHHi poku cepen BlJT-no3amtnBHux
oci6 BigMiYaloTbCca BUCOKI piBHI 3axBoptoBaHocTi Ha Ol,
Ha gonto sikux npunagae He meHwe 90 % Big Bciei CHI-
acouinoBaHOi BTOPUHHOI NaTonorii.

2. Tybepkynbo3 nocigae nepiwe micue cepeg Ol y
BIJ1-no3ntuBHMX ocid i B 2012-2013 pp. cknagas noHapg,
65 % cepep 3aranbHoOI KiNbKOCTi 3apeeCTPOBaHNX XBOPUX
3 HoBMMM Bunagkamu BlJl-iHdekuii. HayacrTiwoto dop-
Mot TB y koiHdikoBaHMX Ocib € nereHeBa; 3-NoMix Mno-
3anereHeBux OOpM nepeBaxae TyOepKynbO3HWUA MeHiH-
roeHuedanit, Tb nepucepuyHnx nimcoBy3niB, KICTOK Ta
cyrno6iB. 36inbLUyeTbCA KiNbKICTb XBOpUX 3 HakTepioBu-
nineHHsm M. tuberculosis.
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3. B cTpykTypi iHwux Ol nposigHi Micusa nocigatoTb
6akrepianbHi iHdekuii (12,07 %) rpvbKoBi ypaKeHHsi
(5,08 %), Tokconnaamo3 mo3ky (4,66 %), nHeBMOLMCTHA
nHeBMoHis (2,90 %) repneTtunyHa iHdekuia (1,65 %),
LIMB-iHdekuis (1,22 %).

4. BctaHoBneHi NpoTUnexHi TeHAeHLUii B AMHamili 3a-
xBoptoBaHocTi Ha BlJl-iHdekuito/TB Ta TB cepen Hace-
NEeHHs MicTa Ta OAHOCNPAMOBAaHICTb PO3BUTKY enigeMiy-
HOro npouecy noegHaHoi nartonorii BIUT/TE Ta BIJI-
iHbeKL,i.

5. MoHap 60 % xBopwx Ha BlJl-iHdekuio/Tb 3BepTa-
I0TbCS 32 MEOUYHOK [AOMOMOrOK Ha Mi3HiX CTafgisix pos-
BUTKY iHdeKuinHoro npouecy. Y 57,1-59,0 % naujieHTiB 3
npiarHozoMm BlJT-iHdekuis/TE  kinbkicte CD4-nimdoumntis
He nepesuwye 200 KNITUH/MA, WO € NiATBEPOKEHHAM
TepmiHanbHoi cTagii BlJ-iHdekuii. Hanbinbwa Kinbkictb
xBopux 3 BIJI/TE y TepmiHanbHin ctagii BlJl-iHdekuii
npenctasnexa CIH (61,4 %).

6. 3 MeTOI CBOEYACHOI AiarHOCTMKK Ta nikyBaHHA Th
HeoOXigHe BAOCKOHANEHHs MeAMYHOI JOMOMOrv Ta crno-
cTepexeHHs 3a BIJ1-no3autueBHMmMu ocobamu. HapixHum
KaMeHeM 3arnuLIaeTbCsi CBOEYACHE BUSIBIIEHHS XBOPOOU.

MepcnekTMBM NnoAanbLUMX AOCAIAXEHD

HeobxigHa nopanbiia poboTta Woao0 BAOCKOHANEHHS
cuctemn  enigemionorivHoro Harnsgy 3a Ol y BIJI-
NO3NTUBHUX OCI6 Ha perioHanbHMX PIBHAX 3 ypaxyBaHHAM
KOMMMEKCY CKNadoBWX, TakMx Sk TepuTopianibHa Xapak-
TepucTMKa enigemiyHoro npouecy, iMyHonoriyHi ocobnu-
BOCTI Naui€HTIB, BipyCHe HaBaHTaXeHHs Towo. Okpemoro
pO3BUTKY 3acnyroByloTb AOCHIAKEHHS, CNpPsMOBaHi Ha
BU3HAYEHHs1 enigemionoriyHoi poni XBopux SK Axepen
30yaHVKIB NOABIAHOI iHdbeKLi.
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Kiev, Ukraine, is experiencing high incidence of opportunistic diseases that rank first (around 90% on the average) in the
structure of secondary AIDS-associated pathologies. In 2006-2012, TB was the most common opportunistic infection
(71.65%), followed by bacterial infections (12.07%) and fungal lesions (5.08 %) Bacterial and fungal infections were
mostly related to the sexual transmission of HIV, and TB — to the infection through injecting drug use. 57.1-59.0% of
patients with HIV/TB co-infection were in the terminal stage of HIV infection with a low CD4 count (< 200 cells/mi);
61.4% of them were injecting drug users. HIV infection in over 60% of patients was diagnosed when they had a manif-
est immune deficiency and severe opportunistic infections, which was reducing the efficiency of ART. There is a need to
improve the system of health care for, and monitoring of HIV positive individuals with a focus on a timely detection of

the disease.

Key words: HIV infection, opportunistic infections, tuberculosis (TB).

Introduction

HIV infection does not have a clear clinical picture
and is mostly manifested by AIDS-related conditions,
such as opportunistic infections (Ol), which are second-
ary diseases developed in patients with immune deficien-
cy. Most frequent etiologic factors of Ol include potential-
ly pathogenic infectious agents that do not cause diseas-
es in immune competent individuals, but they can also be
caused by pathogenic infectious agents (such as M.
tuberculosis). On the background of immune system
suppression, HIV positive people develop various dis-
eases including both Ol and other conditions of infectious
and non-infectious etiology, which, in their turn, have a
significant impact on the life time and mortality of people
living with HIV (PLH). Tuberculosis (TB) is of special im-
portance among these conditions as today it is consi-
dered not only as HIV/AIDS related, HIV/AIDS-indicator,
but also as HIV/AIDS-marker infection among certain
populations [2, 5].

Tuberculosis remains a key cause of mortality among
PLH. Globally, according to 2012 estimates, 13% (1.1
million people) of the estimated 8.7 million people living
with HIV, had developed TB. Of 2.8 million people living
with TB, who were tested for HIV markers in 2012, 20%
were HIV positive. [10]. At the same time, HIV infection is
the most important risk factor for TB infection and, even
more, it leads to TB “revival” [16].

TB is the most common Ol in some countries (espe-
cially developing ones or countries with transition econ-
omies); it is followed by oral candidiasis, Herpes zoster,
cryptococcosis (cryptococcal meningitis), cerebral toxop-
lasmosis, cytomegalovirus (CMV) infection, etc. Signifi-
cant reduction of the Ol incidence among HIV positive
people and changes in the spectrum of infectious agents
have been observed in the developed countries thanks to
the broad introduction of antiretroviral therapy (ART) and
highly active antiretroviral therapy (HAART) since mid-
1990s [9]. This year Coelho L. et. al, having analyzed the
Ol incidence among HIV positive people in different
countries of the world have estimated that from 1982 to
2008 the levels of Pneumocystis carinii incidence have
reduced, at an average, by 2.0-15.6 times; of cerebral

toxoplasmosis — by 1.2-8.0 times; of diseases caused by
Mycobacterium avium complex — by 2.4-25.8 times [17].
These data are extremely encouraging, as they provide
evidence that Ol can be controlled in HIV positive people,
while underscoring the ongoing need in the timely diag-
nostic of HIV infection. However, there are significant dif-
ferences in the burden and range of Ol between econom-
ically developed countries and countries with limited re-
sources, and the majority of evidence about the reduction
of infection levels come mostly from the developed coun-
tries, which started to introduce HAART earlier and
where HIV positive people have better access to specific
diagnostics and treatment services [12, 14]. However, in
spite of the HAART opportunities, Ol still remain the fac-
tor of higher risk of morbidity and mortality for people liv-
ing with HIV/AIDS, and the range of infectious agents of
the most common Ol varies in different regions. That is
why there is need to identify the prevailing pathogens re-
sponsible for the development of Ol disaggregated by
regions in order to ensure appropriate treatment, care
and management.

Study Goal. To assess the level of Ol incidence and
to identify the most common AIDS-related infections
among HIV positive people in Kiev; to identify key factors
contributing to the development of HIV/TB co-infection.

Study Objective and Methods

The study was conducted on the basis of the Kiev
City AIDS Prevention Center (Kiev AIDS Center) for the
period of 2005-2012. A comprehensive set of descriptive,
estimative and analytical tools of the epidemiological re-
search methods and mathematical statistical methods.
To assess the prevalence of AIDS-indicator diseases
among the patients of Kiev AIDS Center, the following
official reporting materials of the MoH of Ukraine were
used: Reporting Form Ne2 — HIV/AIDS, f. Ne502-1/0 —
«Registration Form of HIV infected person», f. Ne502-2/0
— “Notice on changes in the Regisration Form of HIV in-
fected person”, f. Ne025/o0 — “Medical Card of outpatient
patient”, f. Ne003/o — “Medical Card of inpatient patient”.
Also, operational epidemiological data of Kiev AIDS Cen-
ter were used for the study.
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Unified functions of Microsoft Office Excel were used
for statistical processing of the results. The incidence dy-
namics and long-term trends were defined with the me-
thods of least squares. A relative percentage and its
mean bias (P+mp), 95% confidence interval (95% CI)
were also calculated. The power and direction of causal
links were evaluated by the calculation of correlation ratio
(r£m;); certainty of difference was defined by Student’s t-
distribution; the results were estimated on a confidence
level that did not exceed (p < 0.05).

Study Results and Their Discussion

In recent years in Kiev, as well as in Ukraine in gen-
eral, high incidence of Ol and other AIDS-related diseas-
es among HIV positive people have been observed. In
2005-2012 only and average of 2.59% (95% CI: 1.14 —
4.05) of HIV positive people followed up by Kiev AIDS
Center did not have these infections and this proportion
was gradually declining. Almost 90% of secondary infec-
tions (95% CI: 88.82 — 90.98) had infections, mostly TB —
71.65 % (95% CIl: 67.67 — 75.64). Bacterial infections
were second most frequent infections among Kiev AIDS
Center patients — in 2006-2012 their average proportion
amounted to 12.07 % (95% CI: 8.95 — 15.19), followed by
fungal lesions — 5.08 % (95% CI: 1.94 — 8.23), cerebral
toxoplasmosis — 4.66 % (95% CI: 2.35 — 6.97), PCP —
2.90 % (95% ClI: 1.38 — 4.42), herpetic infection — 1.65 %
(95% CI: 0.50 — 2.80), CMV-infection — 1.22 % (0.67 —
1.65) and other Ol — 0.76 % (95% CI: - 0.52 — 2.04). An-
nually, fungal infections, in addition to disseminated can-
didiasis, included reported cases of extrapulmonary cryp-
tococcal infection, which, on the background of HIV pro-
gression, developed to generalized form; cases of pul-
monary aspergilliosos were also reported. Most common
bacterial infections in HIV positive people included
pneumonia or sepsis with such key etiological factors as
pneumococci, staphylococci, streptococci and, less fre-
quently — esherichia.

Study of a general dynamics of infection reporting did
not identify any clear trend of a significant change in pro-
portion of various Ol for the entire period of observation
(Fig.). At the same time, it should be noted that the pro-
portion of TB in the structure of AIDS-related infections
had evidentially grown from 2005 to 2012 (p < 0.01), al-
though an average long-term rate of growth indicated a
stable trend (+0.07 %). At the same time, the proportion
of bacterial infections had decreased (the declining rate
was -3.87 % — a moderate trend; p < 0.05), except
pneumocystis pneumonia, which in most cases is diag-
nosed in patients with HIV infection that was detected on
IV stage, that is, among late presenters: its proportion
has increased (+29.10 % — an expressed trend), but it
can be explained by better diagnostic services. The pro-
portion of fungal infections in the general structure of Ol
has evidentially decreased (the declining rate -23.41% —
an expressed trend; p < 0.05). As far as other infections
are concerned, the difference between the comparative
relative indicators did not achieve any statistically signifi-
cant level.
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Fig. Structure of AIDS-indicator infectious conditions in HIV
positive people over time, 2005-2012

In 2013 the results of operational epidemiological
analysis demonstrated that with the exclusion of tubercu-
losis all other Ol was mostly associated with sexual (most
frequently heterosexual) HIV transmission route: bacterial
infections — 47.7 versus 40.5 % cases of infection
through parenteral transmission; CMV infection — 75.0
versus 25.0% (p < 0.001), herpetic infection — 100%,
candidiasis — 54.5 versus 36.4 %, cryptococcosis — 66.7
versus 0 %, pneumocystis pneumonia — 63.6 versus 36.4
% (p < 0.01), cerebral toxoplasmosis — 75.0 versus
25.0% (p < 0.05). HIV transmission route was not identi-
fied only in 2 Ol cases (candidiasis and cryptococcosis);
5 cases of bacterial infections (11.9 %) were related to
mother-to-child transmission of the infectious agent.

Clinical diagnostics of Ol in HIV positive patients is
complicated because their common manifestations (as-
thenic syndrome, fever, lymphadenopathy, hepatosple-
nomegalia) are often considered to be the signs of pro-
gression of the underlying condition. A broad range of
clinical manifestations and frequent prevalence of inap-
parent infectious processes define the specific approach-
es to the diagnostic of this group of infections with the
focus on laboratory methods and identification of the key
diagnostic criteria.

It should be also noted, that the data presented here
differ significantly from materials referred to in the litera-
ture published in the developed and less developed
countries and exceed the levels of infection with Ol infec-
tious levels. For instance, the reports of the US physi-
cians indicate that 27.4% of patients with newly diag-
nosed AIDS had at least one OIl, most frequently pneu-
mocystis pneumonia — 12.2% and TB — 5.3 % [6]. The
most common opportunistic infection among HIV positive
people in Nepal was TB (30.4%), followed by candidiasis
(14.3%) and pneumocystis pneumonia and Cryptococcus
infections (3.6% each) [13]. Most frequently reported Ol
among HIV positive patients in Taiwan included candi-
diasis, pneumocystis pneumonia and tuberculosis, while
the number of these cases began to reduce significantly
after the scaling up of HAART [9]. According to the data
from Poland, five years after the introduction of HAART
the AIDS incidence reduced and the most common Ol
among HIV positive people were fungal infections and TB
[14]. So, today we are facing the situation, which is very
similar to that in Sub-Saharan Africa and South East Asia
in the period that preceded a broad introduction of ART.

These data confirm that today in Ukraine in general
and in Kiev city in particular, tuberculosis is the most se-
vere AIDS-related disease and it occurs in the process of
HIV infection progression earlier than other OI, contri-
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butes to a faster development and progression of infec-
tion, development of multidrug-resistant forms and high
mortality rates among HIV positive patients. In recent
years the problem of TB in combination with HIV/AIDS
has become a real threat to Kiev residents. One of the
key negative tendencies of HIV/AIDS epidemic in the city
is the growing number of new cases of HIV/TB co-
infection. If before 2000 we registered only single cases
of this co-infection, then in 2005 we officially registered
39 patients with HIV/TB co-infection and in 2012 their
number grew almost tenfold (Table).

While assessing the intensity of epidemic process of this
co-infection, one should note such extremely unfavorable

factor as a quick rate of growth of the number of HIV/TB
cases in the city of Kiev — an average long-term growth rate
was +14.1% (an expressed trend) in 2005-2013. At the
same time we observe a doubtful opposite correlation in the
dynamics of active TB incidence in the city and HIV/TB inci-
dence (r = -0.38), but a direct mean power ratio of correla-
tion with HIV incidence (r = +0.63, m; = 0.21). So, we can
presume that the growing number of HIV positive people
with TB in the city is caused by HIV infection in the first
place. According to the literature, an active form of TB de-
velops in a HIV infected person 6-50 times quicker than in
people, who are not HIV infected [18].

Table
Some indicators of intensity of epidemic process of HIV infection, tuberculosis and HIV/TB co-infection in the city of Kiev (2005-2013)
Years
Indicators 2005 2006 2007 2008 2009 2010 2011 2012 2013
Number of newly
detected HIVinfec- | 4022 | 1146 | 1183 | 1258 | 1094 | 1077 | 1269 | 1302 | 1405
(abs. number)
HIV incidence (per
100,000 population) 39.1 42.4 43.4 46.8 40.0 394 454 46.1 49.0
Number of newly
detected (all forms)
of active TB (abs. 1228 1403 1256 1280 1023 950 1073 1143 1473
number)
TB incidence () 46.8 52.9 46.9 47.4 37.6 34.6 38.9 41.2 51.8
Number of newly
reported HIVITE 39 107 179 226 241 230 284 309 302
(abs. number)*
HIV/TB incidence
(per 100,000 popula- 1.4 4.0 6.6 8.2 8.7 8.2 10.1 11.0 10.5
tion)

*based on the data in Form Ne2 — HIV/AIDS

This table demonstrates that in 2012 TB was diag-
nosed in 309 people with AIDS, which accounted to 67.7
% of all ADIS cases, including 231 cases of pulmonary
TB (74.8 + 2.5)% and 78 cases of extrapulmonary TB
(25.2 + 2,5)%. Extrapulmonary TB cases mostly included
tuberculosis of nervous system (TB meningoencephalitis)
— (9.7 £ 3.4)% and TB of intermediate glands — (8.1 £
3.1)%; while 0.9% of patients were diagnosed with os-
teoarticular tuberculosis. Among HIV positive patients
with the newly diagnosed HIV/TB co-infection, (30.0 £
2.6)% of patients were shedding M. Tuberculosis
bacteria.

In 2013, for the first time in the period of observation,
some reduction in TB incidence among HIV positive
people was observed in the capital city in spite of the
growing rates of both HIV and TB incidence among gen-
eral population of the city. As in the previous year the
proportion of people with HIV/TB co-infection among HIV
positive people was significant — 63.8 % (in Ukraine —
51.9 %), while the proportion of TB cases among patients
with newly diagnosed AIDS had a declining trend (annual
reduction rate — -5.9 %). Compared to the previous year,
the proportion of people with pulmonary TB in the general
group followed up by Kiev AIDS Center has slightly in-
creased (79.8 £ 2.3)% — and, correspondingly, the pro-
portion of HIV positive patients with extrapulmonary TB
had reduced — (20.2 = 2.3) %. The latter, as in the pre-
vious year, were mostly infected with tuberculosis menin-
goencephalitis, TB of intermediate glands and osteoarti-
cular tuberculosis. The number of M. tuberculosis bacte-
ria shedding patients also increased — almost half of
people with newly diagnosed HIV/TB co-infection.

Just for comparison: in Kazakhstan, TB also stands
first on the list of HIV associated Ol, but accounts for only
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16% of the total number of officially reported HIV positive
people [1].

Age structure and gender distribution in the group of
patients with HIV/TB co-infection did not differ significant-
ly in the general group of HIV positive people: in 2012,
69.5% were men and 30.4% - women. In terms of age,
the largest proportion was in the age group of 25-49 pa-
tients — 93.8 %; 2.6% of patients belonged to the age
group 18-24 years and 3.5% — 50 years and older. In
2013 the trends in the age and gender structure of the
patients with HIV/TB co-infection were similar to the gen-
eral group of HIV infected people, but the share of men
had slightly decreased (to 64.4%) while the share of
women increased (33.6 %). We consider this fact as an
unfavorable sign that confirms the trend of more active
involvement of women in the epidemic process [4]. In
terms of age, most cases were found in the age group of
25-49 years.

According to the materials for 2012, artificial paren-
teral transmission of HIV through drug injections was
prevailing in the structure of HIV transmission routes —
230 people were infected parenterally and 79 people —
through sexual transmission — (74.4 + 2.5)% versus (25.6
1+ 2.5)% (p < 0.01). In 2013, HIV transmission among co-
infected individuals was mostly associated with injecting
route —198 versus 131 people, who were infected
through sexual contacts with HIV positive people, that is,
respectively, (60.0 £ 2.7) % and (39.7 £ 2.7) %.
However, this difference has slightly reduced compared
to 2012 and was not reliable, which confirms the general
trend towards the beginning of redistribution of the pre-
vailing HIV transmission routes in the city from parenteral
to sexual transmission [3]. In one case (0.3%) HIV was
transmitted from mother to child.
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In 2012, CD4 count of 57.1 % living with HIV/TB co-
infection (n = 293) was less than 200 cells/ml, which is a
confirmation of the terminal stage of HIV infection. According
to the studies conducted in 2013, the number of people with
terminal stage of HIV infection (on the basis of CD4 count)
among these patients increased to 59.0 + 2.9%. At the same
time, 16.0 + 2.1% of patients had CD4 count within 50-100
cells/ml and 25.9 £ 2.6% — < 50 cells/ml. Also, it is well
known that CD4 count is a ‘surrogate marker’ that reflects
probability of development of other OlI.

The largest number of patients with HIV/TB co-
infection on the terminal stage of HIV infection was found
among IDUs — (61.4 £ 2.8)%; (34.8 £ 2.7)% were infected
through heterosexual contacts with HIV positive people
and the rest (3.8 £ 1.1)% — through homosexual contacts.
It is common knowledge that injecting drug use is in-
creasing the negative effect of HIV on the immune sys-
tem (as well as co-infection with viral hepatitis B and C
and other co-infections).

In 2011, Kiev AIDS Center conducted an operational
research to identify the place of TB in the mortality struc-
ture of PLH on the basis of analysis of 150 medical cards
of HIV positive people, who died in the previous year.
The research found that a significant proportion of the
deceased — (75.3 £ 3.5)% — were HIV infected through
injecting drug use; (55.3 = 4.1)% of patients were
enrolled in care on the stage IV of HIV infection, and
(23.3 £ 3.5)% had stage Ill; (19.3 = 3.2) % of patients
lived less than a month after enrollment; in (68.0 = 3.8)%
of patients TB was diagnosed intravitam and 60.7 + 4.0%
lived less than 1 year after enrollment; (12.0 £ 2.7)% of
those who died were receiving isoniazid prophylaxis of
TB. Among people, who died with HIV/TB co-infection,
(44.0 £ 4.1)% were diagnosed with pulmonary TB, (10.0
* 2.4)% had miliary and extrapulmonary TB; (2.0 £ 1.1)%
had MDR TB and (32.0 + 3.8)% were newly diagnosed
TB patients; (34.7 + 3.9)% of patients were receiving
ART. Depending on the stage of HIV infection, an aver-
age life time of people with HIV/TB co-infection since the
moment of enroliment was 4.3 years on stage |; 3.1 years
on stage Il; 2.3 years on stage lll and 5.6 months on
stage IV.

According to the statistical reporting forms (Form
Ne33-healthcare), the number of TB patients who died of
HIV related disease in Kiev is growing in both absolute
figures and relative indicators. Starting from 2006 and till
2013 their number in the city has grown from 67 to 99 —
from 2.5 to 3.5 cases per 100,000 population with an av-
erage long term growing rate of +5.27% (an expressed
trend), while the growth of the number deceased in 2013
was +29.6% compared to 2012. When HIV positive pa-
tients have TB, the extremely high mortality rate is re-
lated to an untimely diagnostic and inadequate treatment
of TB, multi- and extra-drug resistance of M. tuberculosis.
In 2013, according to the data from Form Ne2
(HIV/AIDS), 14.0% of patients died directly of TB, while
the overwhelming majority (76.9 %) — of co-infection and
around 9.1% - of causes that were not related to
HIV/AIDS (drug overdose, suicide, accidents, etc.). Ac-
cording to the specialists of Pavlodar Oblast AIDS Pre-
vention Center (Republic of Kazakhstan), TB was a direct
cause of death for 40.2% of co-infected people, and the
life duration with co-infection was following: up to a year
—40%, up to 2 years — 28.8%, up to 3 years — 11.9%, up
to 5 years — 3.4%, 6-8 years — 5.1 % [1].

ART is the most important component of HIV/TB man-
agement as it helps to reduce the risk of mortality in patients
with co-infection by 64-95 % [15]. Besides, the specific ther-
apy also plays a big role in the prevention of co-infection,
reducing the risk of its development by 67% at an average
[8]. According to the literature, today Ol incidence in HIV
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positive people, including TB incidence, is mostly related to
late diagnostic or late initiation of ART, and it is considered
to be one of the most complicated aspects of HIV epidemic
[7, 11]. Also, one should not forget about the lack or poor
adherence to the therapy, which leads to virological failures
and disease progression. Lack of adherence is associated
with such factors as a low educational level, young age, un-
employment status, alcohol abuse, and drug use — that is,
mostly social and economic factors. And, finally, another im-
portant factor is multiple resistance to antiviral medicines.

In spite of an ongoing scaling-up of access to specific
treatment in Ukraine and Kiev, opportunistic infections
remain the main cause of deaths among HIV positive
people. High incidence and mortality among patients with
Ol have their underlying causes: a significant number of
HIV positive patients do not know their status and thus
turn to health care services late, in the very severe condi-
tion, when Ol serve as indicators of their disease. Today
over 60% of new HIV diagnoses in the city are made on
the background of expressed immune deficiency and se-
vere Ol conditions. At the same time, according to the
literature, late detection of HIV infection (e.g., approx-
imately 6 months before the AIDS diagnosis) increases
the risk of Ol overlay by 3.5 times compared to people,
who were diagnosed earlier and offered a respective
therapy [6]. Data of the analysis of newly diagnosed TB
cases in 2012-2013 demonstrate, that risk of TB devel-
opment in patients with HIV infection is the least if they
receive health care services, and late diagnostic of HIV
infection leads to TB infection in most cases.

HIV positive patients under follow up at the AIDS
Center do not always receive ART due to a number of
reasons (low adherence, psychosocial factors, etc.); not
all individuals, who receive ART, can achieve an ade-
quate virological and immunological response.

Summing up the results of this work, we believe that it
would be expedient to share the recent data of interna-
tional experts: among 41 countries with a heavy burden
of HIV and TB co-infection in 2004-2012, Ukraine (to-
gether with Angola, Brazil, Congo, Indonesia, Lesotho,
Mozambique, Sierra Leone, South Africa, Sudan, Togo,
Viet Nam and some others) was in the last third group of
countries with a declining number of TB related deaths
among PLH (less than 25%). At the same time, the global
goal is to reduce the number of TB related deaths among
PLH at least twofold (< 250,000) by 2015. But we would
like to conclude with the more optimistic data — in 2012
only four countries including Ukraine from the above
mentioned list of priority countries managed to achieve
ART coverage among HIV positive people living with TB
at the level of at least 50% [10].

Conclusions

1. In Kiev, high incidence of Ol that account for at
least 90% of all AIDS-related secondary infections is ob-
served among HIV positive people in recent years.

2. Tuberculosis is the most common Ol in HIV posi-
tive people and in 2012-2013 it accounted for over 65%
of all newly reported cases of HIV infection. Pulmonary
TB is the most frequent form in co-infected individuals;
extrapulmonary forms include tuberculosis meningoen-
cephalitis, TB of intermediate glands and osteoarticular
TB. The number of patients with M. tuberculosis bacteria
shedding is growing.

3. Bacterial infections (12.07%) prevail in the struc-
ture of other Ol, followed by fungal infection (5.08%), ce-
rebral toxoplasmosis (4.66%), pneumocystis pneumonia
(2.90%), herpetic infection (1.65%) and CMV-infection
(1.22%).

4. Adversative trends are observed in the dynamics of
HIV/TB incidence and TB cases among the city popula-
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tion, and one-way development of the epidemic process
of HIV/TB co-infection and HIV infection.

5. Over 60% of patients with HIV/TB turn to health
services on the later stages of infection process devel-
opment. In 57.1-59.0% of patients with HIV/TB diagnosis
the number of CD4 lymphocytes does not exceed 200
cells/ml, which is an evidence of the terminal stage of
HIV infection. The majority of patients with HIV/TB in the
terminal stage are IDUs (61.4%).

6. To ensure timely diagnostics and treatment of TB
there is a need to improve health services to, and monitor
HIV positive people. Timely diagnostics remains a corner
stone to settle this issue.

Prospects for further studies

Further efforts are needed to improve the system of
epidemiological surveillance of Ol in HIV positive people
on the regional levels, taking into consideration all
integral components, such as territorial characteristics of
the epidemic process, immunological characteristics of
the patients, viral load, etc. Studies that are focused on
the determination of the epidemiological contribution of
the patients as the sources of dual infection should be
specifically developed.
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