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In the modern context, there is an increase in the detection of HIV/tuberculosis co-infection, which makes it difficult to timely
diagnose and treat complications of HIV infection and, as a result, it is the cause of death. Today, it has been found that a high
incidence of oncological diseases is a feature of HIV infection, and HIV infection is a risk factor for B-cell ymphoma development.

The purpose of the work is to introduce the practitioners to the features of manifestation, diagnosis and course of HIV-associated
B-cell lymphoma in a patient with multiresistant tuberculosis.

Materials and methods. The article deals with a clinical case of our own observations of the multiresistant pulmonary tuberculosis
(MRTB) progression in a patient with HIV-associated B-cell lymphoma. The patient underwent inpatient treatment in the Department
of Pulmonary Tuberculosis No. 3 of the clinical base of the Phthisiology and Pulmonology Department of ZSMU (Zaporizhzhia State
Medical University) in the Municipal Institution “Zaporizhzhia Regional TB Clinical Dispensary” (ZRTBCD), inpatient treatment in
the Sophia Specialized Tuberculosis Hospital (SSTBH) Ne 55, branch of the “Health Center of Ukraine” in the Zaporizhzhia region.

The results of our own observations. The patient was in a dispensary for HIV infection, chronic viral hepatitis B and C at an
infectious disease specialist for 13 years. For all that, ART was not prescribed, since the patient refused it. Against the background
of HIV infection, the patient developed retroperitoneal B-cell lymphoma, which was initially interpreted as tuberculosis of
the retroperitoneal lymph nodes and was diagnosed only at autopsy. Additionally, pulmonary MRTB, chronic viral hepatitis B and C
were occurred. Despite the effective antimycobacterial therapy for pulmonary MRTB, metastatic lesions of the lungs, liver, parietal
and visceral pleura, abdominal lymph nodes, development of bilateral exudative pleurisy with a hemorrhagic component complicated
the progressive course of oncologic disease. Given the situation, multiple organ failure developed and progressively increased
with severe endogenous intoxication, which caused the death, due to the progressive course of cancer against the background of
HIV infection with an extremely low number of CD4 lymphocytes (<100 cells/pl), as well as pulmonary MRTB.

Conclusions. The lack of timely treatment of HIV infection (antiretroviral therapy) is associated with opportunistic diseases,
severe complications development that occur in the guise of any other pathology, and consequently are extremely difficult
to diagnose. The untimely lifetime diagnosis of retroperitoneal B-cell lymphoma in the described case resulted in a lack of
chemotherapy, which caused the metastatic process development and death of the patient. Therefore, practitioners should
always be aware of oncology, and be more vigilant with HIV-infected patients whose CD4 count of less than 100 cells/pl.

BlA-acouiitoBaHa B-knaiTuHHa Aimdoma y XBOpPOro Ha MyALTUPE3UCTEHTHUIN TY6epKYyALO3
(KAIHIYHMIA BUNAAOK)

0. M. PasHaTtoBCbKa, A. B. ®epopeup, M. C. MotaneHko, I. B. MaweHko, |. M. Boiitiok, C. I. 3axapuyk

Bu3HavaroTb 36iMnbLUeHHs YacToTU BUSIBNEHHS Ko-iHdbekuii BIJT/TyBepKynbos, Lo CTBOPIOE TPYAHOLLI CBOEYACHOI AiarHOCTUKN Ta
nikyBaHHs ycknagHeHb BIST-iHdbekwii Ta, ik Hacnigok, € MPUYMHOI0 NeTanbHoro pesynsrarty. BectaHosunu, Wwo ocobnusicts BISl-iH-
hekLii — BUCOKa YacToTa PO3BUTKY OHKOOTYHMX 3aXBOPHOBaHb, i BIJT-iHtbekwis € hakTopom pusnky po3suTKy B-kniTuHHOT niMdomu.

MeTa poboTu — 03HaltOMMNEHHs (haxiBLIB-NPaKTHKiB 3 0COONMBOCTAMM MPosiBiB, AiarHOCTVKK Ta nepebiry BlJ1-acouiioBaHoi
B-kniTHHOI NiMdhoMK y XBOPOTO HA MyNLTUPE3NCTEHNIA TYDEPKYbO3.

Marepianu Ta metoan. OnucaHo KMiHiYHWA BUNAZLOK BMACHUX CMOCTEPEXEHb PO3BUTKY MYNBTUPE3UCTEHTHOTO TyBepKynbosy
(MPTB) nereHb y nauiexta 3 BlJl-acoujiioBaHoto B-kniTvHHOW nimdgomoto. XBopuin nepebyBaB Ha cTalLlioHapHOMY MikyBaHHi Yy
BinaineHHi nerexesoro Ty6epkynbo3y Ne 3 kniHivHoi 6a3u kadbeapu dtusiarpii i nynbmoHonorii 3OMY B K3 «3anopiabkuit obnacHuit
npOTUTYOEPKYNBO3HNIA KNiHIYHWUIA AUcnaHcepy, CTauioHapHoMy nikyaHHi B COhiiBCbKil cneLlianidoBail Ty6epkynbo3Hil nikapHi
Ne 55 ¢hinii «LleHTpy oxopoHu 300poB's YkpaiHuy B 3anopisbkili obnacri.

PesynitaTu. [Mpotsrom 13 pokis nauieHT nepebysas Ha AycnaHcepHoMy 06niky B iHdhekuioHicTa 3 kniHiuHUM AiarHo3om: BlJT-iHdbek-
LList, XpOHiuHWU BipycHui renatut B+C. Mpu usomy APT He npuaHadanu, ockinbkv nauieHT Big Hei Biamosnsecs. Ha tni BIMT-iHdekuii
B NaLieHTa po3suHynacs B-knituHHa niMgoma nosaoyepeBnHHOT NOPOXHUHY, L0 cnoyaTky Oyna poaLiHeHa sik TyGepkynbo3 nosa-
04epeBUHHIX NiMdoBY3niB i AndepeHLiioBaHa Tinbku nocMepTHO. Kpim Toro, 6ynu HasieHi MPTB nereHb, XpOHiYHUIA BipyCHWUIA
renatut B+C. HesBaxaroun Ha edpekTnBHY aHTuMikobakTepianbHy Tepanito MPTE nereHb, nporpecuBHuii nepedir OHKOMOriYHOro
npoLiecy YCKNaaH1BCS MeTacTaTUMHUMI YPaxeHHAMM NereHb, NeYiHk1, NUCTKIB napieTanbHoi Ta BicLeparbHoi nnespu, nimga-
TUYHUX BY3MiB YEPEBHOI MOPOXHVHY, PO3BUTKOM [BOCTOPOHHLOIO €KCYAATUBHOTO NMEBPUTY 3 remopariyHiM KOMNOHEeHTOM. B
YMOBaX, LLIO CKNanucs, BHaCNigok nporpecBHOro nepebiry OHKOMOrYHOro 3axBoproBaHHs Ha T1i BINT-iHdbekuii 3 ykpai Hi13bKoto
kinekictio CD4-nimcpouuTie (<100 kniTuH/Mkn), a Takox MPTB nereHb, po3BuHynacs Ta NporpecyBHO HapocTana noniopraHHa
HeOoCTaTHICTb BHACMAOK BUPAXKEHOT eHAOreHHOT iHTOKCKKaLi, Lo cTano 6e3nocepenHbo NPUYMHO CMepTi.

3anopoxckuii MeauumMHckui xypHan. Tom 21, Ne 1(112), sHBapb — heBpanb 2019 1.



Case report

BucHoBku. BigcyTHicTb cBoevacHoro nikyBaHHs BIJ-iHdbekuii (aHTUpeTpoBipycHOi Tepanii) npu3BoanTb 4O MPUESHAHHS
OMOPTYHICTUYHWX 3aXBOPIOBaHb, PO3BUTKY BaXKWX YCKNaOHEHb, IO MaroTb Nepedir nig Mackoro iHLWOT NaTonorii, BHACMigok
4Oro HaA3BMYaNHO CKNaaHi ANns AiarHoCTMKW. HecBoeydacHa NpukUTTEBA AiarHOCTUKa B-kniTHHOT niMchoMum no3aoyepeBMHHOI
NOPOXXHWHW B MaLlieHTa B OMMCaHOMY BUNaZKy CpUYMHANA BiACYTHICTb XiMioTepanii, Lo i CTano NpUYMHOK PO3BUTKY MeTa-
CTaTU4HOTO NpoLieCy Ta NeTanbHOro pesynerary. Tomy nikapsm-npakTukam HeobXigHO Nam’aTaTi PO OHKOHACTOPOXKEHICT i
OyTK BKpaii NUnbHUMK 3 NavieHTamu 3 BlJl-iHdbekuieto Ta kinbkicTio CD4-nimdouuTie MeHLwe Hix 100 KniTuH/MKN.

BUY-accouumnpoBaHHana B-knetouHasa AMM¢oma y 60AbHOr0 MyALTUPE3UCTEHTHBIM
Ty6epKyne30M (KAMHMYECKUI CAYYaH)

E. H. PasHatoBckas, A. B. ®epopeu, M. C. MotaneHko, W. B. MawweHko, U. H. Boiitiok, C. U. 3axapuyk

OTMEYEHO NOBBILLIEHME YaCTOThl 0BHapYxeHs Ko-uHdekummn BY/Tybepkynes, 4To co3aaeT TpyaHOCTU CBOEBPEMEHHOW Aua-
THOCTUKM W NeYeHnst ocnoxHeHnn BY-uHdbekumn n, kak cneactame, SBNSETCS NPUYMHON NeTanbHOro nexoda. YCTaHoBMEHO,
410 0coBeHHOCTb BUY-nHbekumn — BbicOKas YacToTa pasBuTUS OHKOMOrMyeckux 3abonesanun, u BUY-nHdekuns sensetcs
(pakTopom pucka pa3suTus B-kneTouHon NuMombI.

Llenk paboTbI — 03HaKOMIEHWE NPAKTUKYHOLLMX CNELMAnMCTOB C 0COBEHHOCTSMM NPOSIBIIEHIIA, AMArHOCTUKN 1 Teqenns BUY-ac-
COLMMPOBAHHO B-kneTouHon nMcomMbl y 60MBHOMO MyNETUPE3NCTEHBIM Ty6EpKynesom.

Marepuansi u metogbl. OnucaH KIMHUYeCckni crydain cobCTBEHHbIX HabNIOAEHNA pa3BUTUS MyNBTUPE3NCTEHTHOTO TyOepkynesa
(MPTB) nerkux y naumeHTa ¢ BY-accoummnpoBaHHoii B-kneTouHoi numdgomori. BonbHOM Haxoamncs Ha CTaLMOHaPHOM NeYeHn
B OTAENeHMM nerovHoro Tyb6epkynesa Ne 3 knuHudeckor 6asbl kadbeaps! dTranatpum n nynsmoHomnorum 3rMY B KY «3anopoxckuii
06nacTHOM NpoTMBOTYGEPKYNE3HBIN KIMHUYECKWIA AnCnaHcep, CTalMoHapHOM nedeHnn B ComeBcKor cneumnanianpoBaHHo
Ty6epkynesHon 6onbHuue Ne 55 dunmnana «LieHTpa oxpaHbl 300poBbst YkpauHbl» B 3anopoxckorn obnactu.

Pesynitathl. Ha npotsixkeHnn 13 neT naumeHT HaxoAauncs Ha ANCNaHCEPHOM yYeTe Y MHIDEKLIMOHNCTA C KITMHUYECKUM UarHO30M:
BY-nHdpexums, xpoHudecknin BUpycHbin renatut B+C. Mpw atom APT He HasHavanm, NoCcKonbKy NaLMeHT OT Hee oTkasbiBancs. Ha
¢hoHe BNY-nHcbekumm y naumeHTa passunach B-knetouHas numdgoma 3abproLwLrHHOTO NPOCTPaHCTBA, KoTopast bbina u3HadyanbHo
pacLieHeHa kak Ty6epkynes 3abploLLMHHbBIX TMMOY3N0B 1 AnddepeHLmMpoBaHa TorbKo NocMepTHO. Kpome Toro, MMenu MecTto
MPTB nerkux, XpoHnU4eckuin BUpycHbIii renatut B+C. HecMoTps Ha adhdhekTuBHYt0 aHTUMUKobakTepuanbsHyto Tepanuto MPTB
nerkux, NPOrpeccuBHOE TEYEHWE OHKOMNOMMYECKOro NpoLecca OCMOXHUNOCh METACcTaTUYeCKUM NOPaXeHUeM NEerkux, neveHu,
NWCTKOB NapmweTanbHoN 1 BUCLeparnbHOW Nnespbl, MMaTUyeckux y3nos GPIOLLHON NONOCTY, Pa3BUTUEM ABYXCTOPOHHETO JKC-
CyOaTVBHOIO NMeBpuUTa C reMopparmyeckum KOMMOHEHTOM. B CrIOXMBLUMXCS YCMOBUSIX, BCNEACTBME NPOTPECCHUBHONO TEYEHUS
OHKomoruyeckoro 3abonesanus Ha hoHe BUY-uHdekumm ¢ kpaiiHe Hu3kuM konudectsom CD4-numdountos (<100 kneTok/mMkn),
a Tarke MPTB nerkux, pa3sunach 1 NporpeccyBHO HapacTana nonuopraHHas HeoCTaTOMHOCTb BCAEACTBIE BbIPaXEHHON 3H-
[OreHHOMN WHTOKCHKALWW, YTO CTano HeNOCPEACTBEHHOW NPUYMHON CMEPTH.

BbiBogb!. OTCyTCTBIE CBOEBPEMEHHOTO NeveHns BUY-uHekummn (aHTUpeTpOBUPYCHO Tepanim) NPUBOAMT K NPUCOEONHEHWIO
ONMOPTYHUCTUYECKMX 3aB0NeBaHNi, Pa3BUTUIO TSHKENbBIX OCTTIOXHEHNI, KOTOPbIE MPOTEKAT NOA MAcKOM Apyroi naTornoruu,
BCMEACTBME Yero YpesBblyaiHo TPYAHb AN AWarHOCTMKU. HecBoeBpeMeHHas NpUKM3HEHHAs AuarHocTuka B-knetouHown
NMOMbI 3aBPIOLLMHHOTO MPOCTPAHCTBA Y NauneHTa B ONUCAHHOM Crlyyae MpuBena K OTCYTCTBUIO XMMUOTepanuu, YTo 1
CTano NpUYMHOW PasBUTUS METACTaTUYECKOro NpoLecca U neTtanbHoro ucxoga. MoaTtoMy NpakTUKYOWMM BpayaMm cregy-
€T NOMHUTb 00 OHKOHACTOPOXEHHOCTU W ObiTb kpaiiHe 6auTenbHbIMU C nauueHTamu ¢ BUY-uHdekumren n konuyectsom
CD4-numdpoumnTtoB meHee 100 kneTok/mMKn.

In the modern context, there is an increase in the detection
of HIV/tuberculosis co-infection, which makes it difficult to
timely diagnose and treat complications of HIV infection
and, as a result, it is the cause of death [1,2]. Today, it has
been found that a high incidence of oncological diseases
[3,4]is a feature of HIV infection, and HIV infection is a risk
factor for B-cell ymphoma development [7,8].

So, O. A. Karnabeda et al. (2013) [3] indicate that
the bone marrow involvement in HIV-infected individuals
with diffuse large B-cell lymphomas are diagnosed in
25-40 % of cases, the gastrointestinal tract — in 26 %,
the central nervous system —up to 57 %. It has been stated
that the level of CD4 lymphocytes <100 cells/pl in HIV-in-
fected patients is a risk factor for opportunistic infections
development and death.

Following an analysis of the literature, we found only
one work with a clinical case of B-cell lymphoma in a patient
with HIV-tuberculosis co-infection. Moreover, tuberculosis
was drug-sensitive [5]. In particular, A. A. Savin et al. (2011)
describe a clinical case of systemic non-Hodgkin’s lymphoma
in a patient with tuberculosis and AIDS. As a result the pa-
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tient died of B-cell lymphoma of multiple localization due to
difficulties of timely diagnosis and treatment, but against
the background of CD4 lymphocytes level >200 cells/pl.

Thus, we see that HIV infection is a risk factor for B-cell
lymphoma development, which is the cause of death in
patients, including the cases of drug-sensitive tuberculosis.
However, there are no data on the course of HIV-asso-
ciated B-cell lymphoma in patients with chemoresistant
tuberculosis.

The purpose

The purpose of the work is to introduce the practitioners
to the features of manifestation, diagnosis and course of
HIV-associated B-cell lymphoma in a patient with multire-
sistant tuberculosis.

Materials and methods

The article deals with a clinical case of our own observations
of the multiresistant pulmonary tuberculosis (MRTB) pro-
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Fig. 1. a) RG OTC and b) TG OTC in December 2013 (before treatment).

gression in a patient with HIV-associated B-cell lymphoma.
The patient underwent inpatient treatment in the Depart-
ment of Pulmonary Tuberculosis No. 3 of the clinical base
of the Phthisiology and Pulmonology Department of ZSMU
(Zaporizhzhia State Medical University) in the Municipal
Institution “Zaporizhzhia Regional TB Clinical Dispensary”
(ZRTBCD), inpatient treatment in the Sophia Specialized
Tuberculosis Hospital (SSTBH) Ne 55, branch of the “Health
Center of Ukraine” in the Zaporizhzhia region.

The results of our own observations

Patient: man, 50 years old. The patient had a past history
of typhoid fever in 1984 and appendectomy with peritonitis
in 1989. He suffered from gastric ulcer and chronic chole-
cystopancreatitis for a long time and was in a dispensary for
HIV infection, chronic viral hepatitis B and C at an infectious
disease specialist for 13 years (2001-2013). Antiretroviral
therapy (ART) was not prescribed until January 2014 (re-
fusal of treatment by the patient). He was in SSTBH Ne 55
since 2011. The patient’'s health deteriorated considerably
in December 2013 and he was transferred from SSTBH Ne
55 to the Municipal Institution “Zaporizhzhia Regional Center
for the Prevention and Fight against AIDS” for inpatient treat-
ment. The patient underwent additional examination. Radi-
ography of the organs of the thoracic cavity (RG OTC) and
tomography (TG) revealed focal and small focus shadows
with indistinct boundaries in the upper lobes of the lungs,
reduced root structure, sinuses free, heart shadow without
pathology (Fig. 1). The level of CD4 lymphocytes was 96
cells/pl (14.3%), the viral load was 127039 RNA copies/
ml. Hepatitis B antigen (HBsAg) and antibodies against
hepatitis C virus (Anti-HCV) were positive. An abdominal
ultrasound (US) revealed an enlargement of the retroperi-
toneal lymph nodes.

After consultation with an infectious diseases specialist,
a phthisiologist and a neuropathologist, a diagnosis was
made: Newly diagnosed pulmonary tuberculosis (NDPT)
(December 2013), dissemination to the upper lung lobes.
Destruction-. MBT-M-Hist 0 Category 1. Extrapulmonary
tuberculosis (EPTB), tuberculosis of the retroperitoneal

lymph nodes. B 20.0, IV clinical stage. Chronic hepatitis
B and C (HBsAg +, Anti-HCV +). Post-traumatic encepha-
lopathy, cerebrovascular hypertensive epileptic syndrome,
psychoorganic syndrome.

Based on the data obtained and the diagnosis, the pa-
tient was transferred to the ZRTBCD.

The general blood test (GBT) revealed leukocytosis and
acceleration of the erythrocyte sedimentation rate (ESR)
on admission to the ZRTBCD: hemoglobin (Hb) — 120 g/,
erythrocytes (ER) — 3.8 x 10%2/l, color index (Cl) — 0,94,
leukocytes (L)—8.1 x 10%1, ESR — 48 mm/hour, band cells —
10 % and segmented (s) neutrophils — 60%, lymphocytes
(If) — 26 %, monocytes (mon) — 4 %.

The patient was prescribed antimycobacterial ther-
apy (AMBT) with the regimen of category 1 according
to the Unified Clinical Protocol of Medical Aid (UCPMA)
“Tuberculosis» [6]. However, after molecular genetic (MG)
sputum tests, mycobacterium tuberculosis (MBT) was found
to be rifampicin (R) — resistant.

Based on the data obtained, the patient was diagnosed
with rifampicin-resistant tuberculosis (TB Reef) (January
2014), dissemination to the upper lung lobes. Destruction -.
MBT-M-MG + Reef + Gist 0. Category IV (Newly diagnosed
pulmonary tuberculosis (NDPT)). Cohort 1 (2014). Pulmo-
nary insufficiency 1 stage. B 20.0, IV clinical stage. Chronic
hepatitis B and C (HBsAg +, Anti-HCV +). Post-traumatic
encephalopathy, cerebrovascular hypertensive epileptic
syndrome, psychoorganic syndrome.

The patient was rated as category IV with the treatment
correction according to the data of the drug sensitivity test
(DST) and the Unified Clinical Protocol of Medical Aid
(UCPMA) “Tuberculosis” [6] and prescribed both ART and
prevention of opportunistic infections (Biseptol, Flucanazole,
Azithromycin).

The patient continued treatment in the Department of
Pulmonary Tuberculosis No. 3 (Department of Resistant Tu-
berculosis) in ZRTBCD —the clinical base of the Department
of Phthisiology and Pulmonology of ZSMU.

CD4 lymphocytes number decreased to 58 cells/pl
(16 %) after a month of treatment. MBT resistance to
isoniazid (H), R and streptomycin (S) was detected based
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on the results of sputum culture in liquid nutrient medium.
After that, the patient was diagnosed with multidrug-resis-
tant tuberculosis (MRTB) (February 2014) and appropriate
correction of AMBT was made taking into account the new
data of DST and UCPMA “Tuberculosis” [6].

The patient had a positive X-ray dynamics in the form
of condensed foci on the background of moderate local
fibrosis in the upper left lobe without any features on the right
after 2 months of pulmonary MRTB treatment. In the GBT,
only the ESR acceleration was noted, which was 2 times
lower compared to the admission rate (48 mm / hour):
Hb - 122 g/, ER - 3.8 x 10%2/I, Cl - 0.99, L - 5.1 x 10%,
ESR - 26 mm/hour, band cells — 2 %, s — 54 %, If — 39 %,
mon — 3 %, eosinophils (ef) — 2 %.

The level of CD4 lymphocytes remained extremely low:
32-35 cells/ul (13-16 %) for 6 months of AMBT and ART.

The patient underwent an ultrasound examination of
the hepatobiliary system (September 2014) on the 7th
month of treatment. Medical conclusion: echo signs of
hepatomegaly, diffuse induration of the liver with signs of
portal hypertension (as cirrhosis). Positive dynamics was
observed on the RG OTC (Fig. 2) in the form of dense foci:
moderate increase in pulmonary vascularity in the upper
lobes of the lung, single small dense foci, the roots were
structured, the sinuses were free, there were no the heart
abnormalities.

Bacterial excretion was not observed and the positive
dynamics was demonstrated radiographically in the form
of lesions consolidation during 8 months of the intensive
phase of pulmonary MRTB treatment. The patient tolerated
AMBT and ART satisfactorily. On this evidence, he was
prescribed the maintenance phase of pulmonary MRTB
treatment. The viral load level was <40 RNA copies, but
the number of CD4 lymphocytes remained extremely low:
64 cells / pl (14 %).

The patient’s condition worsened after 2 months of
the maintenance phase of pulmonary MRTB treatment
(December 2014). Complaints of severe shortness of breath
atrest, dizziness, severe weakness, body temperature rise
to 37.2 °C appeared. The RG OTC illustrated the following Fig. 3. RG OTC after 3 months of the maintenance phase of pulmonary MRTB treatment.
changes: oblique fluid level to the diaphragm was deter-
mined left of the anterior segment of the 3rd rib, mediastinal
organs were sharply shifted to the right.

Pleural puncture was performed and 2000 ml of se-
rous exudate was obtained. Pleural fluid analysis: color —
brownish red, the exudate was turbid and bloody, specific
gravity — 1014, protein — 33 g/l, Rivalta test — positive, red
blood cells — all fields of view, white blood cells — 0-1-2 in
field of view, MBT not detected. There were separate large
cells with an increased in size and number of nucleoli in
the nuclei.

The obtained data indicated the need for differential
diagnosis in the patient with oncopathology. However, given
the patient’s health state severity, a consultation with an
oncologist in the oncologic dispensary was postponed until
the process stabilization.

An ultrasound of the hepatobiliary system was per-
formed (December 2014). Conclusion: echo signs of
hepatomegaly, focal mass in the left liver lobe (segment 4) -
hemangioma? Echo signs of functional folded gallbladder.

There were negative changes in the RG OTC due Fig. 4. RG OTC after 7 months of the maintenance phase of pulmonary MRTB treatment.
to free fluid accumulation in the left pleural cavity after 3

Fig. 2. Pulmonary TG after 7 months of puimonary MRTB treatment.
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Fig. 5. CT OTC after 7 months of the maintenance phase of puimonary MRTB treatment.

months of the maintenance phase of pulmonary MRTB
treatment (Fig. 3).

Afibrobronchoscopy (FBS) of the tracheobronchial tree
revealed no pathology. The number of CD4 lymphocytes
remained extremely low: 96 cells/ul (13.8 %).

Repeated pleural puncture was performed. The re-
sults of the pleural fluid analysis remained the same and
unchanged.

GBT:Hb-122g/l,ER-3.75% 10/, CI-0.99,L-9.7 x 10°,
ESR - 40 mm/hour, band cells — 3 %, s — 77 %, If — 16 %,
mon — 3 %, ef — 0 %.

On the electrocardiogram: diffuse dystrophic changes
in the myocardium.

Conclusion of the therapist after 7 months of the main-
tenance phase of pulmonary MRTB treatment: Pleural
mesothelioma on the left. Metabolic cardiomyopathy. First
degree of cardiac failure (CF). Third degree of pulmonary in-
sufficiency (P1). Chronic hepatitis B and C. Encephalopathy
of mixed genesis. Anemia of the chronic disease. Cachexia.
B 20.0, associated nephropathy.

The accumulation of free fluid in the left pleural cavity
continued despite the ongoing therapy and pleural punc-
ture. RG OTC (Fig. 4) showed intensive density in the left
hemithorax, a large amount of free fluid, increase in pulmo-
nary vascularity on the right in the middle pulmonary field,
the mediastinal organs were shifted to the right.

The patient was referred to the oncologic dispensary
for further examination after 7 months of the maintenance
phase of treatment. Computer tomograms (CT) of the OTC
and abdominal organs (AO) were performed.

CT scan of the OTC (Fig. 5) showed CT scan signs of
atelectasis of the left lung and left-sided hydrothorax of a
neoplastic nature.

On CT scan of AO showed (Fig. 6) CT-signs of a single
focus in the left hepatic lobe, retroperitoneal lymphade-
nopathy of a neoplastic nature, cyst in the right hepatic
lobe.

The oncologist’s conclusion: Mts pleurisy on the left,
stiVgrll.

X-ray dynamics remained negative due to an increase
in the amount of free fluid in the left pleural cavity (Fig. 7):
intensive density in the left hemithorax, a large amount of
free fluid, increase in pulmonary vascularity on the right in
the middle pulmonary field, the mediastinal organs were
shifted to the right.

Fig. 6. CT AO after 7 months of the maintenance phase of puimonary MRTB treatment.
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The number of CD4 lymphocytes: 133 cells/ul (15 %).
GBT:Hb-112g/l,ER-3.5x 10"/l, CI-0.96,L—8.2 x 101,
ESR - 30 mm/hour, band cells = 7 %, s — 76 %, If — 6 %,
mon - 10 %, ef — 1 %.

On July 2015, the patient completed the main course of
AMBT with category IV regimen according to the provisions
established by the UCPMA “Tuberculosis” [6] and based
on the positive clinical X-ray dynamics. At the same time,
the patient continued to be in the Department of Pulmonary
Tuberculosis No. 3 of the ZRTBCD of the clinical base of
the Department of Phthisiology and Pulmonology of ZSMU
due to the general condition severity.

The patient received the comprehensive treatment
during inpatient stay in the hospital: AMBT with the category
IV regimen taking into account the DST data, ART, pre-
vention and treatment of opportunistic infections (Biseptol,
Flucanazole, Azithromycin), symptomatic and detoxification
therapy. The patient was under regular supervision of an
infectious diseases specialist and therapist.

The patient’s condition deteriorated considerably de-
spite the ongoing therapy (ART, symptomatic and detoxifi-
cation) in September 2015. The patient categorically refused
to be transferred to the Anesthesiology and Intensive Care
Unit. The patient's biological death was pronounced on
September 17, 2015.

The post-mortem diagnosis was determined: B 22.7,
4 clinical stage. Chronic hepatitis B and C (HBsAg +,
Anti-HCV +). Oropharyngeal candidiasis. Multiple organ
failure. Liver disease with Mts in the retroperitoneal lymph
nodes and pleura on the left, st VI, gr [l. MRTB (February
2014) dissemination to the upper lung lobes. Destruction-.
MBT-M-MG + Reef + K-Resist (HRS). Gist 0. Category
IV (NDPT). Stage 3 of pulmonary insufficiency (PI). 1IB
stage of CF. Anemia of the chronic disease. Cachexia.
Post-traumatic encephalopathy, epileptic syndrome as-
sociated with intracranial hypertension, psychoorganic
syndrome.

Pathoanatomical diagnosis:

1. The main disease. HIV infection IV clinical stage
(according to clinical data). Retroperitoneal B-cell lym-
phoma with foci of hemorrhage and necrosis and ex-
tension into the surrounding adipose tissue, metastases
to the lungs, liver, parietal pleura and abdominal lymph
nodes. Disseminated pulmonary tuberculosis: multiple
foci of specific productive inflammation, represented by
epithelioid cells, macrophages, lymphocytes, the presence
of giant Pirogov-Langhans cells and centrally located
caseous necrosis. Histology +. Chronic viral hepatitis B
and C: protein and fatty hepatocellular degeneration, foci
of moderate macrophage and lymphocyte infiltration at
the periportal areas. Oropharyngeal candidiasis. HIV-as-
sociated cardiomyopathy.

2. Complications. Pulmonary alveolar-interstitial edema
(weight of the right lung — 600 g, left lung — 670 g). Bilateral
hydrothorax (right-sided pleural effusion — 300 ml, left-
sided — 1200 ml). Endogenous intoxication: focal renal
tubular necrosis, centrolobular hepatic necrosis. Hyaline
dystrophy of the renal tubular epithelium. Parenchymal
dystrophy of internal organs. Cachexia.

3. Concomitant diseases. Chronic superficial gas-
troduodenitis in the acute stage. Chronic pancreatitis in
the non-acute stage.
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Fig. 7. RG OTC after 9 months of the maintenance phase of pulmonary MRTB treatment.

Discussion

The patient was in a dispensary under the care of an
infectious diseases specialist for 13 years with a clinical
diagnosis: HIV infection, chronic viral hepatitis B and C.
For all that, ART was not prescribed, since the patient
refused it. As we can see from the presented data, against
the background of HIV infection, the patient developed
retroperitoneal B-cell lymphoma, which was initially inter-
preted as tuberculosis of the retroperitoneal lymph nodes
and was diagnosed only at autopsy. Additionally, pulmonary
MRTB, chronic viral hepatitis B and C were occurred. De-
spite the effective antimycobacterial therapy for pulmonary
MRTB, metastatic lesions of the lungs, liver, parietal and
visceral pleura, abdominal lymph nodes, development of
bilateral exudative pleurisy with a hemorrhagic component
complicated the progressive course of oncologic disease.
Given the situation, multiple organ failure developed and
progressively increased with severe endogenous intoxica-
tion, which caused the death, due to the progressive course
of cancer against the background of HIV infection with an
extremely low number of CD4 lymphocytes (<100 cells/ul),
as well as pulmonary MRTB.

Research data of O. Landgren et al. (2010) [7] and
J. J. Castillo et al. (2010) [8] suggest that HIV infection is a
risk factor for diffuse B-cell lymphoma development. In this
view, the study of J. J. Castillo et al. (2010) [9] showed that
the absence of antiretroviral therapy for HIV infection is an
unfavorable prognostic factor for diffuse B-cell lymphoma
development. Considering our patient data, the absence
of antiretroviral therapy for 13 years provoked retroperito-
neal B-cell lymphoma development, which is confirmed by
the results of J. J. Castillo et al. (2010) [8].

At the same time, our patient had extremely low num-
ber of CD4 lymphocytes both at admission and throughout
the inpatient treatment in the ZRTBCD (<100 cells/pl),
which caused the patient to develop such an opportunistic
disease as pulmonary MRTB, and subsequently, death from
retroperitoneal B-cell lymphoma. Such a course of the dise-
ase confirms the data of O. A. Karnabeda et al. (2013) [3].
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Conclusions

The lack of timely treatment of HIV infection (antiret-
roviral therapy) is associated with opportunistic diseases,
severe complications development that occur in the guise
of any other pathology, and consequently are extremely
difficult to diagnose. The untimely lifetime diagnosis of ret-
roperitoneal B-cell lymphoma in the described case resulted
in a lack of chemotherapy, which caused the metastatic
process development and death of the patient. Therefore,
practitioners should always be aware of oncology, and be
more vigilant with HIV-infected patients whose CD4 count
of less than 100 cells/pl.

Prospects for further research. Further study and
analysis of clinical cases of tuberculosis combined with
other diseases.
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