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ABSTRACT

Objective: In developing countries like India, the fatality rate of tuberculosis (TB) coinfected with human immunodeficiency virus (HIV) is still at high
rate and imposes significant challenge among the physicians. The present study was conducted to evaluate management outcomes of combined
antiretroviral therapy (ART) and chemotherapy or cotrimoxazole preventive therapy (CPT) in TB/HIV co-infected patients.

Methods: The study was conducted on 3512 confirmed TB patients who were treated with ART and CPT therapy. Out of these, HIV positive was
58 cases and HIV negative was 3414 cases. HIV cases the algorithm KHB- Statpak- Unigold were used. Patient started CPT.

Results: Percentage of TB and HIV coinfection was 58 and the coinfection was greater in 20-40-year age groups and 2 times higher in PTB sputum-
positive cases. Among the extrapulmonary TB cases, 76% took CPT + ART. The treatment success was 86%.

Conclusion: Thus, CPT therapy must be established in all centers and compulsory HIV screening must be implicated throughout the country.

Keywords: Tuberculosis, Human immunodeficiency virus, Tuberculosis and human immunodeficiency virus coinfection, Antiretroviral therapy,
Cotrimoxazole preventive therapy.
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INTRODUCTION

Tuberculosis (TB) and human immunodeficiency virus (HIV)
coinfection exhibits as a chief community well-being hazard which
occurs universally [1,2]. Globally, the prevalence rate was found to
be more than one third of population existing with HIV (PLHIV) who
seems to be infected with TB [2,3]. Among ten million cases infected
with TB were observed in the year 2019, 8.2% has the coinfection of
PLHIV [4]. Approximately 70% of PLHIV-infected cases were found to
be prevalent among from sub-Saharan African countries [5]. In spite
of the southeast Asian region (SEAR) goes through with 34% reduced
TB incidence amid PLHIV in an 11-year period till 2013, high TB-HIV
ailment problem was quiet perceived among Indonesia, Myanmar,
Thailand, India, as well as Nepal [6]. To decrease the occurrence of TB
ailment between PLHIV infections, 32% PLHIV registered for HIV care
in SEAR countries established TB preventive therapy in 2019 [7]. In the
year 2020, approximately 208,000 TB death cases have been perceived
between PLHIV whereas in the year 2000, a reduced observation of
roughly 678,000 TB death cases was observed [4].

As per the World Health Organization guidelines, a very high burden of TB has
been documented whereas the infection with Mycobacterium tuberculosis
positions leading amid opportunistic infections producing comorbidity
with HIV infection [8]. The potentiating effect among HIV and TB was found
to be fine recognized among various researches from Africa whereas the
indication occurs progressively increasing between the regions of Asian and
Pacific areas. Swift spread of HIV may lead to accumulative problem of TB.
In India, burden approximately 2.5 million populations were found to be
suffered with HIV. Between these cases, roughly 40% suffers because of this
coinfection with TB [9]. There is wide difference in HIV seropositivity among
TB cases in India, reaching from 9.4% reported in New Delhi whereas 30%
documented in Mumbai [10]. In a resource-limited setting comparable India,
this might have distant reaching significances [11].

Cases with TB-HIV without antiretroviral therapy (ART) incline to report
lesser TB results when associated with persons who are on ART [12].
ART must not been deferred particularly amid MDR-TB cases through
HIV coinfection [13]. A documented research revealed that the rate of
ineffective MDR-TB therapy was found to be proportionally rising with
the accumulative frequency of neglected hospital appointments [14].
TB infection with dawn exhibition and HIV investigation are additional
risk issues for ineffective TB therapy outcomes between cases with
TB-HIV [15]. Hence, the current work has been carried out to evaluate
the management outcomes of combined ART and chemotherapy or
cotrimoxazole preventive therapy (CPT).

METHODS

All diagnosed patients were receiving treatment for TB since January 2019
to January 2021 was included in the observation. The district Balangir
comprises a population of 1,616,971 and with 17 CHC and 2 numbers of UG
CHC. Mostlaboratory personnel were degree holder and in Government Job.

Diagnosis of PTB in Bhima Bhoi Medical College and Hospital, Balangir,
was done clinically and by ZM microscopy. Biological specimen for
identification of PTB was composed by spot-morning-spot sample
gathering strategy. Extrapulmonary TB (EPTB) cases were identified
by CBNATT, X-ray, ultrasound, and pathological techniques. The
diagnosed cases were given 2EHRZ + 4 HRE. HIV cases the algorithm
KHB- Statpak- Unigold were used. Patient started CPT. Once a HIV case
diagnosed among TB cases, it was enlisted in HIV chronic care.

Inclusion criteria

Patient with thorough demographic and scientific data (regardless of
age, groups, sex, types of TB, and HIV status) has been encompassed
into this study. Patient whose record data were missing has been
exempted from this study.
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Study population

An overall of about 3512 patients who existed treated during the study
period were included. Among these, microbiological confirmed case
was 1668 and clinically diagnosed was 1844 and CBNATT-positive
case was 3306. Out of 3512 cases, HIV positive was 58 cases and HIV
negative was 3414 cases.

RESULTS

The demographics characteristics of the study populace are presented
in Table 1.

Table 1: Demographic and tuberculosis profile among the

patient
Variables n (%)
Sex
Male 1931 (55)
Female 1581 (45)
Age
<24 1404 (40)
25-45 1404 (40)
>46 704 (20)
Type of TB
Sputum positive 1615 (46)
Sputum negative 1369 (39)
EPTB 526 (15)
Treatment out come
Poor 351 (10)
Complete 3020 (86)
Transfer out 141 (4)
HIV Status
Positive 58 (2)
Negative 3414 (97)
Unknown 40 (1)
CPT prophylaxis
Yes 58 (100)
No 0
ART status
On ART 44 (76)
Pre-ART 14 (24)
Treatment out come with
ATT+ART
Poor 13 (29)
Good+complete 31(71)
Pre-ART 14 (100)

TB: Tuberculosis, EPTB: Extrapulmonary TB, HIV: Human immunodeficiency
virus, CPT: Cotrimoxazole preventive therapy, ART: Antiretroviral therapy,
ATT: Antituberculosis therapy

Table 2: Demographics factors associated with human
immunodeficiency virus coinfection

Predictor variable Coinfection
Yes No

Sex

Male 30 1531

Female 28 1931
Age

<24 12 1404

25-45 36 1404

>46 10 704
Type of TB

Sputum positive 32 1615

Sputum negative 18 1369

EPTB 8 528
Treatment outcome

Poor 13

Complete 31

Pre-ART 14

TB: Tuberculosis, EPTB: Extrapulmonary tuberculosis, ART: Antiretroviral therapy
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The prognosticators of HIV coinfections are shown in Table 2. Among
overall TB cases, 3512 all have been selected for HIV. Percentage of TB
and HIV coinfection was 58 (2% coinfection was 3 times greater in 20-
40-year age groups and 2 times higher in PTB sputum-positive cases.
EPTB cases - 76% took CPT + ART. The treatment success was 86%.

DISCUSSION

With this observation, the incidence rate of TB-HIV coinfection was
found as 1.65% and it was lower than the India TB report 2019, which
indicates a HIV coinfection rate of 3.4%. In this study, mortality rate was
22% among the cases showing the infection of both TB and HIV. Likewise
in another research performed by Kamath et al. among the South
Indian population, cases with HIV-TB coinfections showed a complete
fatality proportion nearly 25% [16]. Considering the prognosticators of
mortality, CPT acts in defending aspect from mortality amid persons
infected with HIV containing those on ART. In line with this conclusion,
reports from South India revealed high risk of mortality amid cases not
taking CPT [17].

Preceding reports established positive result of ART on persistence
consequences of TB-HIV coinfected persons and maximum danger of
death on HIV-positive cases as associated to HIV-negative cases [18].
These documents represented less threat of death between TB-HIV
coinfected cases who took ART as associated to those cases that were
not on ART [18].

Concerning the relationship among the category of TB and mortality,
cases with additional pulmonary TB were found to be 17 times further
probable to die than those of cases with pulmonary TB comprising
smear positive also negative categories. Researches from Nigeria
as well as Cameron together described uppermost risk of death
between extrapulmonary TB persons. Extrapulmonary TB remains as
determined problem and is related with great mortality proportions,
particularly among HIV-suffered persons [19,20].

Numerous researches suggested that CTX protective treatment
decreases mortality in HIV-infected cases [21]. An earlier the Treat
Asia HIV Observational Database (TAHOD) report revealed highest
complete survival advantage from PJP prophylaxis, principally through
CTX, in cases with aCD4 count <50 cells/IL [22]. Whereas the present
study exhibited better survival in persons using CTX, the result revealed
only statistically significant in cases with present CD4 101-200 cells/IL
probably because of decrease of the benefit by comprising single cases
that had commenced cART in the existing investigation.

CONCLUSION

Therefore, routine HIV examination for entire TB cases would be
supported inline with the nationwide procedures. Furthermore,
establishment of CPT desires to be scaled up by implementing the
country wide as well as worldwide recommendations.
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