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CYBE/HIV neden 6nemli?

1. CYBE- yuksek riskli davranisin gostergesi

2. CYBE’lerin cogu asemptomatik

GETTING TO
3. CYBE- toplum sagligi problemi ZERO
4. CYBE- HIV bulasini arttirir

5. HIV insidansi halen yuksek

Getting to zero = CYBE’lerin daha efektif taranmasi ve tedavisi gerekli



AIDS Patient Care STDS. 2005 Aug;19(8):495-8.

Syphilis, chlamydia, and gonorrhea screening in HIV-infected patients in primary care, San
Francisco, California, 2003.

Phipps W' Stanley H, Konn R, Stansell J, Klausner JD.

Asemptomatik HIV-enfekte hastada

Abstract Sy, Urogenital, farengeal, rektal GC, CT

The Centers 2rsons in order to
reduce HIV't %1.8 yeni Sy tal gonorrhea (GC)
and chiamyd %10.2 rektal gonore/C. trachomatis We found 15 new
syphilis infectioTeore : o . :

occurring at nonurethral sites. Our study reveals z hlgh rate of asymptomatic STDs among HIV mfected patlents in primary care and supports
the CDC recommendations to screen HIV-infected patients for STDs at all relevant anatomic sites.
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STl screening and treatment

STI screening should be offered to all sexually active HIV-positive persons at
the time of HIV diagnosis,
are reported and during pregnancy. Diagnosis procaedures should follow local

annually thereafter or at any time ST1 symptoms

or national guidelines. More comprehensive advics can be found at
http:/fawwe iust.orgdregions/Europe/eurcguidelines_htm

NOo jonger Necessary because Of eTeciveness Or At In avoiamng v

transmission at conception in HIV-positive male persons with undetectable

HIV-VL

Sexual dysfunction

following STls should be universally considerad in HIV-positive persons
their sexual partner(s):

Guidelines for treatment of sexual dysfunction in the general population are
available for men but not women. Refer to specialist where appropriate.
See Sexual Dysfunction and Treatment of Sexual Dysfuncton in
HiV-posaive Men

Therapy

Comment

Chiamydia infsction

Consider doxycyciine {100 mg bid po 7-10 days, con-
tfrainticated In pregnancy) or aZikhvomycin (1gpo3s a
single dose) for urethntls and cerviclils.

For Lymphogranuioma venereum (LG V) doxycycline
{100 mg po Did for 21 days) or azithromycihn (1 g po
every week for 3 weeks)

Alternatives:

erythromycin (S0O mgs h po™) or levofloxacin (500 mg/
day) for 7 d3ys (or 21 days In case of LGV)

May causs therapy-resistant proctitis In HIV-positive MSM
Consider co-infections with Nelsserna gonormoeas

Gonorrhoea Canriaxone (500 mg Im 3s 3 single dose) togather with - Can cause prociitls, prosiatiis and spldidymitis
azthromycin {1 g po 35 a singl= dose). = in women often asymplomatic
- Fruoroquinolone resistance Is highiy prevalent in 3 regions
HSV Infaction See table on HIWHCV or HIV/HBV co-nfections, pages - Interruption of TDF, 3TC or FTC can l2ad to HBV reaciivation
HCV infection 80-85 = Clusters of acute HCV Infection Iin HIV-positive MSM across Eurcpe
HPV Infection Thnere are several treaiment modalities for the manage- - Infection s Mostly asymplomatic; relapss of genital warts is frequent

ment of genital warts with no evidence 1o sugges: one
approach is better than another approach. Consider
operative removal by Iaser surgery, Infrared coaguiation,
cryotherapy, 21c.

Management of both pre-invasive cervical lesions as
well as pert- and Infra-anal lesions shoukd folow local or
national guidelines

Cervical PAP smear test recommended in all HIV-posilive women

Anal HPV screening and cytology shouid be consigered in all HIV-positive persons
practising anal sex

Consider high resolution anoscopy In c3se of suspicious cytological Andings (rectal
palpaton or extemal Inspection is not sufficient)

HSV2 infection

Primary Infection: aciclovir (400—800 mg po tid) oF valaci-
ciovir {(SD0 mg po DId) for S days, see page =1

Treatment of HSV2 alone does not prevent HiV-ransmission and only modestly
prevents HIV dissase progression

Syphiiis

PeniciHin Is the gols stancard for the treatment of syphilis
In both pregnant and non-pragnant Individuais.
Primary/secondary syphilis: benzathine peniciliin

G (2.4 mlilion 1U Im 3as single dose). In 2any syphiis
adjunciive treatment with predniscione (20—£3 mg daily
for 3 Cays) prevenis oplic neuntis, uveitls and Jansch—
Herxheimear reaction.

Lats fatent syphills and syphilia of unknown dura-
tion: benzathine penicilin (2.4 million 1U im weekly on
days 1. 8 and 15); the altemative goxycyciine (100 mg
PO big for 2 weeks) is considered iess effective.
Neurosyphilis: penicllin G (€ x 3 - 4 milion 1U v for at
least 2 weeks).

There is no evigence to give a general recommeandation
on predniscione use In this conaition.

Expect atypical serology and clinical coursas

Conslder cerebrospinal fuid {(CSF) t2sting In persons with neurclogical symptoms
(evidence for Intrathecaly-produced specific antibodies, pleocytosis, etc.)
Successfur tharapy dears clinical symptoms 3nd decreases VDRL test four-folg
Wwithin 6-12 months

Rarely used

EACS European

&

AIDS Chnical Society

EACS Guidelines 2.0 PART Il
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BHIVA 2016 monitoring guideline recommendations for STI and hepatitis screening

Baseline
e  We recommend a full STl screen is offered to all PLWH at baseline, to be directed by the
sexual history. The screen should include syphilis serology for all, vulvo-vaginal swabs for
chlamydia and gonorrhoea Nucleic Acid Amplification Tests (NAAT) for all women, urine
testing for chlamydia and gonorrhoea NAAT for men, and pharyngeal and rectal swabs
for chlamydia and gonorrhoea NAAT for MSM and heterosexual women with a history of
____oral or anal sex (1B).

|*__Hepatitis A virus IgG (or total)

e Hepatitis B tests:

Surface antigen (HBsAg)

Anti-core total antibody (anti-HBc)

Anti-surface antibody (anti-HBs)

e Hepatitis C virus antibody
o If positive test RNA (at least twice if initially negative)

o O

L8]

Annually
e Screen for gonorrhoea and chlamydia all exposed sites if partner change since the last
test (self-taken swabs if asymptomatic);
e Syphilis serology if partner change since the last test;
e Hepatitis B (for infection or immunity) and C screening (in at-risk patients).

Three-monthly
We recommend 3-monthly screening for STIs if the patient has high risk factors for acquisition,
e.g. MSM with frequent partner change or chemsex/IVDU with chaotic lifestyle/CSW/patients

who frequently use intranasal cocaine/recent tattoo abroad/recent blood transfusion
abroad/other risk (1B)
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Hepatitis A virus exposure among HIV/AIDS

patients in Istanbul,

Turkey

O=fem Alruntas fvdin' . Haovat Kumbasar Karaosmanozin'. Emine Rakhsamn Ince', Hayrive Esra Ataogiie

Deparntment of Infectioass Diescacs and Chimical Microbeology, Hascki Tramning and Rescasch Hospatal | Issanbasl|

Turkey,

AAbstract

Introduction: Although the Hepatitis A virus
(HAV) does not cause chromsc hepantis, the mor-
bidity in HIV-.infected pauents is substantml We
aimed 1o determine the seroprevalence and reiated
risk factors of HAV infection amongs HIV/AIDS
patients in lstanbul Turkey. wh:ch lsclabsnﬁed irn—
termediate HLAV, o

Methodotlos lable 1. Characteristics of HAV IgG seropositivity according to sexual preferences in men

Deparmmen? of Intermal Moediicine, Hascki Trammge and Rescarch Hospatal, Istanbul, Turkeyw

Introduction

Hepatitis A vairus (HAV) 1s one of the most
common causes of acute, usually self-limatine di-
sease that doesn’t lead 1o chronic hepartitis and the
main route of trransmission 1s faecal-oral. Transmi-
ss1on also via blood and blood products has been
mported rarely [1, ..] Hence faecal-oral ransmi-
mnal sex 1s probably
. amons men who

tients that were :

between 2006 ar Hﬁmm’l Homosexual ection shows diffe-
dy. Deftpg.raplu n=129 =73 P this may be attrnibu-
WansmissSwon roa ; ; hyvesienic standards,
uvonal ssatus, CI1 l(’/.) ll(%) nd cultural faciors.
were coliected — iry for hepantns A
cords. Al analvs [HAV lgG posi[lv]ty 123 (%953) 6l (%835) =).005 [promatic infecunons
N et oot | Mean age in HAV IgG (+) patients 40.19 +13 54 37.43:1037 D |
20—79)'an'd s83°e Education level FLAN posIituivity was
ransSmMission wa ) [P m Turkey This
by homosexual |- Primary school 85 (%65.9) 27 (%37) <0.001 osiuvily increases
Bee of paments 1. Secondary school 36(%219) 21 (%28.8) O e e
393 .6 celis/mm> |- College/University 8 (%6.2) 25(%34.2) s A vaccination was
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Figure 1. Ovesview of acute HCOV infection in HIV-positive and HIV-negative MSM (HCOV. hepatitis € virus: MSM. men who have sex with men: PY. person-years).

 HIVse

* YUk
part

e Ulse

* Kror

e Kokal

As.

ORIGINAL ARTICLE

Sex, drugs and smart phone applications: findings

from semistructured

HIV/HCV'de semende HCVRNA daha yiiksek ??

opozitif partner tercihi (kondom kullanmamal)

loaded from htip://sti_bmj.com/ on April 11, 2018 - Published by group bmj.com
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interviews with men who have

sex with men diagnosed with Shigella flexneri 3a in

England and Wales

V L Gilbart,” | Simms,' C Jenkins,” M Furegato,’ M Gobin,? | Oliver,? G Hart,*

O N Gill," G Hughes'

ABSTRACT

Objectives To inform control strategies undertaken as

part of an outbreak of Shigella flexneri 3a a
who have sex with men (MSM).

n, NON-1VUU, KIIM

associated with sexual rransmission, predominanty
among men who have sex with men (MSM). Since
sexual rransmission of shigellosis was first described
in 1971, outbreaks of S flexneri and S sonnei asso-

YdSdl SEKS

mong men

Seyahat, sosyal medya ile edinilen partner



AIDS. 2009 Jul 31;23(12):F1-7. doi: 10.1097/QAD.0b013e32832e5631.

Hepatitis C virus infections among HIV-infected men who have sex with men: an
expanding epidemic.

Urbanus AT?, van de L aar TJ, Stolte IG, Schinkel J, Heijman T, Coutinhc RA, Prins M.

= Author information
Abstract
BACKGROUND: Since 2000 outbreaks of sexually transmitted hepatitis C Virus (HCV) infections have been

reported among HIV-infected men who have sex with men (MSM). We studied the prevalence and determinants of
HCV-infection among MSM attending a large sexually transmitited infection (STI) clinic in the Netheriands.

METHODS: In 2007-2008, 3125 attendees of the STI clinic Amsterdam. including 689 MSM, participated in an
anonymousdas . Smectini : s ad HCV

689 MISM
532’si HIV (-) 157’si HIV (+) Sl
%0.4 HCV %17.8 HIV/HCV pogfie ied
%17’si IDU |
%25'i akut HCV lon of HCV

associated

MSM with




STI screening recommendations by gender and population

Pharyngeal gonorrhea (if exposed)
Syphilis

HAV

HBV

HCV

At least annually
At least annually
First visit
First visit

At least annually

Gender Population Routine screen.mg Screening frequency Additional screening recommendations and comments
recommendation
Women HIV-infected Genital chlamydia Annually
Genital gonorrhea Annually
Genitaltrichomoniasis Annually
Syphilis Annually
HBY First visit
HCV First visit
Men HIV-infected MSW Genital chlamydia Annually
Genital gonorrhea Annually
Syphilis Annually
HBY First visit
HCV First visit
HIV-infected MSM Genital chlamydia At least annually More frequent screening (every 3 months) for chlamydia, gonorrhea, and syphilis is
Rectalchamycia (f exposed) tleast annually recommended in those with risk factors, More frequent screening for HCV may also be
warranted.®
Genital gonorrhea At least annually
Rectal gonorrhea (if exposed) At least annually

& Increased sk facters for gancrdaa, chiamydia, syphiis, and HIV amang MSM nduda mukigle o anonymows partners, ILRWNouS drug Lsd; e in confunctian wih iNdt dreg use, indudng methamphetamings,; sy partnars whe angape in thess
activiias. Incraased rigk factors for hepatitis C infection among MEM inchuda HIV infectian, high comnmnity RCY prévalince and indidenca, high-rck saxual behaviors, snd concomitant ukératne STIs or STIwvalated proctitis,

Adapted from; Caltdormve Depactment of Fubde Masth, Sexualy Transmivied Ousaves Branch, Calfornds STD screening recommangations, 2015, Avavlatle at; tites: /s, co00, co. oo Peporame/ ClD DL/ CoPS % 200 ocument N fra G4 STD-

Scresning-Rece cohe saarch=etath 2 0screaning 4 20recommandations (Accessad oo Algut X0, 2017}




Tarama oranlari suboptimal

J Acquir Immune Defic Syndr. 2015 Nov 1,70(3):275-9. doi: 10.1087/QAIL0000000000000711.

Brief Report: Gonorrhea and Chlamydia Testing Increasing but Still Lagging in
HIV Clinics in the United States.

Berry SA', Ghanem KG, Mathews WC, Korthuis PT, Yehia BR, Aawu AL, Lehmann CU, Moore RD, Allen SL, Gebo KA; HIV Research
Network.

# Collaborators (31)
# Author information

Abstract
Screening persons IIVlng with HIV for gonorrhea and chlamydua has been recommended since 2003. We

Kuzey Amerika’da ¢cok merkezli calisma
19368 HIV-enfekte olguya
(%41 MSM, %29 kadin, %30 heterosekstiel erkek)

yapilan yillik gonore, klamidya testleri ile sifiliz ve lipid testleri
karsilastirilmis
%39’unda gonore ve klamidya bakilirken
sifiliz %76, lipidler %77’sinde degerlendirilmis




CYBE risk degerlendirmesi

Davranissal risk faktorleri

* Son iki ayda yeni partner

* Multipl partner veya partnerin multipl partnerlerinin varhgi
 Kondom kullanmama

e Para veya kimyasal madde karsiligi seks

» Seks calisanlariile sekstiel temas (oral, anal, penil, vajinal)
e Sanal alemden edinilen partnerler




Risk gruplarinin demografik o6zellikleri

* 15-24 yas

e MSM

* Gegirilmis CYBE

* Bekar olmak

* Dusuk sosyoekonomik durum

* Lise veya daha disuk egitim dlzeyi
e Keyif verici madde kullanimi
 GoOzetim altina alinmis olmak




BOX 1. The Five P’'s: Partners, Practices, Prevention of Pregnancy,
Protection from STDs, and Past History of STDs

L Pacsners |

= “Do you have sex with men, women, or both?” - . .

= “In the past 2 months, how many parmners have you *Ozellikleri
had sex with?” oSay|S|

* “In the past 12 months, how many partners have you - .
had sex wich?™ sPartnerinin partnerleri

= “Is it possible thar any of your sex parmners in the past
12 months had sex with someone else while they were
still in a sexual reladonship with you?”

* “To understand your risks for STDs, I need ro
understand the kind of sex you have had recently.”

= “Have you had vaginal sex, meaning "penis in vagina
sex’?7 If yes, “Do you use condoms: never, sometimes,
or always?™

= “Have you had anal sex, meaning ‘penis in rectum/
anus sex 77 If yes, “Do you use condoms: never,
sometimes, or always?”

= “Have you had oral sex, meaning ‘'mouth on penis/
vagina'?”

= For condom answers:

= If “never”: “Why don't you use condoms?™

= If “somertimes™: “In what situarions (or with whom)
R T p— Kontrasepsiyon yontemi
 Eoe i revent pregnancy?’
4l Protecrion from STDs
. at do you do 1o protect yourself from STDs and
CYBE’lerden korunma yontemleri

| AV
5I Pase history of STDs

Have you ever had an STD?7
= “Have any of your partners had an STD?™

Partner

Cinsel davranis
Kondom kullanimi

Addirional questions to identify HIV and viral hepariris Geg|r||m|$ CYBE
risk incdlude: 2 c . eus
= “Have you or any of your partners ever injected Partnerinin geg|rd|g| CYBE

drugs?”

= “Have your or any of your partners exchanged money
or drugs for sex?”

= “Is there anything else about your sexual pracrices that
I need 1o know abour?™

M Tamen b TN ra ey
e sk 3300



Hastalarin belirttigi semptomlara veya temas oykilerine
cok givenmeyin!

Selektif veya semptoma yonelik tarama ile CYBE'lerin yarisi tespit
edilemez

Sex Transm Dis. 2013 Apr;40(4):285-8. doi: 10.1097/0LQ.0b01323182809518.

Standard symptom- and sexual history-based testing misses anorectal Chlamydia trachomatis
and neisseria gonorrhoeae infections in swingers and men who have sex with men.

van Liere GA', Hoebe CJ, Niekamp AM, Koedijk FD, Dukers-Muijrers NH.

# Author information

Abstract

BACKGRO 1690 hasta rektal CYBH (NG, CT) st often
when there i istory-
based testin .

METHODS Homoseksuel MSM %52 o their
self-identifie Biseksliel MSM %40

universally f Biseksuel erkek coklu partnerli %43 We
COMPaEd.S Heterosekstiel erkek coklu partnerli %40

RESULTS: < Kadin ¢oklu partnerli %47 % for
bisexual MS

and is more sensmve for identifying anorectal STD infections compared with selective testing. Universal testmg may be a more effective
strategy for interrupting the ongoing transmission in high-risk sexual networks.



%, Proportion

Infections Missed by Urethral-Only Screeninc or
Chlamydia or Gonorrhea Detection Among ! 'n
Who Have Sex With Men

Julia I.. Marcus, MPH, = Kvie T. Bemnstein, PhlDD, ScM,* 7 Robert P. Kohr \
Sally Liska, DrPH.* and Swusan S. Philip, MD, MPH>

mostly asyvmptomastic,
Abstract: In a rctrospective analysis of asymptomatic men who have LN e
can leave infections umo

transmission among MSM.

A 2003 stady conduc
NAATs were used 1o test MSM |
all 3 anartomical sites. found thast
(539%) and gonococcal (645% ) infec
MSM were screened only for urethr

sex with men visiting an urban municipal sexuoally ransmitted discasc
climic. 29 of chlamydial and gonococcal infections would have

. comparced with ¢

8% by screcning
<ctum and pharynx. Extragenital screcning is ©r cal to the pro-
vision of comprehensive sexunl health services for men who have sex
with mecn

Screening only urine misses majority of STls in MSM-

100.0 ~
95.2
S0.0 A
3.8
80.9
80.0 1 771 O Chiamydia
0O Gonorrhea
70.0 A = Chiamydia orgonorrhea
60.0 58.3 sl
51.6
50.0 A 48.8
44 .1
40.0 A
4.8
32.
30.0 A 27.
22.9 atnd
20.0 A
151
9.8
10.0 A Tk
2.4
0.0 - T T T -
Urine Pharynx Urine and Rectum Rectum and Rectum and
pharynx urine pharynx

Screening sites



Riskli hastalarda her 3-6 ayda bir tarama onerilir

e Semptomlara
bakmaksizin

* Temas bolgesine
bakmaksizin

* Ornegi hasta alabilir

Farengeal GC ==
NAAT**
idrar GC/CT —

NAAT
Rektal GC/CT ===)

NAAT**

**0Off-label use - not FDA-approved for testing at extragenital
sites, but many reference labs have validated the assay for use



Genital Test

Tarama ornekleri

 Erkek

e Kadin

— idrar (ilk akim)= uretral

— lIdrar<< Vajinal, servikal

Ekstragenital

Wath your harck ! "'.l‘-‘
thavanphiy, Nl | |
1

Oy v srog= 1y L Uk -~

* Farengeal
* Rektal

Sl Cobection of Rectal Swab
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C. trachomatis enfeksiyonu

Asemptomatik enfeksiyon yaygin

Kadinlarda PID, ektopik gebelik, infertilite

Tarama testlerinin amaci

. Tespit etmek
. Komplikasyonlardan korumak
. Kisiyi ve partnerlerini tedavi etmek

C trachomatis
Tachoma }
Inciusion conjunclvitis
Proctitis
Nongenococcal urethritia
Salpngiis
Cenvicits
Lwnphogranuioma L

venereum
{inguinal lymph nodes)



L‘\/ 2 3\ 25
A 7 »y Y
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LR

* Erkeklerde * Kadinlarda
Uretral drnek Idrar (Ilk idrar)
Idrar (ilk idrar) Endoserviks/vajinal ornek
NAAT NAAT

Reseptif anal veya oral temasi olanlarda rektal ve orofarengeal
ornek (NAAT, FDA onayi olmamasina ragmen duyarliligi ve
ozgulligu yuksek)



LGV

Etken C. trachomatis serovar L1, L2, L3

Heteroseksuellerde P
e Unilateral inguinal ve/veya femoral LAP

* |nokulasyon yerinde kendini sinirlayan genital tlser veya papil

MSM veva kadinlarda rektal temasta
* |BH taklit eden proktokolit

* (Mukoid ve/veya hemorajik rektal akinti, anal agri,
konstipasyon, ates, tenesmus)

* Invazif, sistemik enfeksiyon
* Erken tedavi edilmezse proktokolite bagl fistil, striktar
 Asemptomatik de olabilir



Klinik stiphe, epidemiyolojik bilgi, inguinal LAP, genital/rektal
ulser

Genital lezyon, rektal, lenf nodu 6rneginde kultir, NAAT

Tedavi
Hastanin tedavisi;

Reproduktif komplikasyonlardan ve baska kisilere cinsel
bulastan

Hamilelerin tedavisi yenidogana bulastan (konjonktivit,
pndmoni)

Partnerlerin tedavisi; reenfeksiyondan ve diger
partnerlerin enfekte olmasindan korur



Rektal CT NAAT pozitif asemptomatik—=> Komplike olmayan CT

Recommended Regimens

Azithromycin | g orally in a single dose
OR
Doxycycline 100 mg orally twice a day for 7 days

Rektal CT NAAT pozitif- proktit = LGV gibi tedavi
Doksisiklin 100 mg po bid x 21 gln

Orofarengeal tarama rutin degil, ancak pozitif bulunursa genital
bolgelere bulas olabilecegi icin tedavi edilmeli

Partnerleri de degerlendirilmeli, test edilmelidir

Hastanin klamidya enf tanisi veya semptomlarinin baslamasindan
60 glin 6ncesinde cinsel temasi olan partnerlerine tedavi



Gonokokal enfeksiyonlar

Erkeklerde gonokokal Uretral enfeksiyonlar semptomatik

Kadinlarda ise komplikasyon gelisinceye kadar (PID, infertilite,
ektopik gebelik) genellikle asemptomatik

Genitouriner enfeksiyon tanisinda kalttr ve NAAT
Kaltar icin:

kadinlarda endoservikal

erkeklerde Uretral ornek

NAAT icin:

endoservikal, vajinal, tGretral, idrar 6rnegi



Semptomatik erkeklerde uretral akintinin Gram boyamasinda
PMNL ve intraseliler Gram negatif diplokoklarin gorilmesi

tanisaldir o8 SD %

T e
o A
- 'r)?wdq

Asemptomatik erkeklerde Gram boyamada bakterinin
gorulmemesi enfeksiyonu dislayamaz

Endoservikal, farengeal ve rektal orneklerin Gram boyamasi
yetersizdir, 6nerilmez

Bazi NAAT lar komensal Neisseria turlerini tespit edebildigi
icin orofarengeal orneklerde spesifitesi dusuk

Kaltar disi testlerde antimikrobiyal duyarlilik yapilamaz



GlUnumuzde komplike olmayan genital, rektal veya farengeal

Recommended Regimen

Ceftriaxone 250 mg IM in a single dose
PLUS
Azithromycin 1g orally in a single dose

Farkli mekanizmalarla etkili iki antimikrobiyal, tedavinin
etkinligini ve sefalosporinlere direnc gelisimi ve yayilimini
azaltmaktadir

C. trachomatis’e de etkin bir tedavidir

Sefalosporine ek olarak azitromisin doksisikline tercih edilir:
e Azitromisinin tek doz verilmesi
* Tetrasikline gonokok direnci prevalansinin yiksek olmasi



Sefalosporin alerjisi durumunda

Gemifloksasin 320 mg po tek doz + azitromisin 2gr po tek doz
Gentamisin 240 mg IM tek doz + azitromisin 2 gr po tek doz

Farengeal gonokok enfeksiyonunun eradikasyonu zordur
Hastanin oral sekstel temasi varsa tedavi edilmelidir

Bulasi engellemek icin hastanin ve tim partnerlerinin
tedaviden sonra 7 glin cinsel temasta bulunmamasi onerilir

Hastanin gonore tanisi veya semptomlarinin baslamasindan
60 gin oOncesinde cinsel temasi olan partnerleri
degerlendirilmeli, test edilmeli ve tedavi verilmeli



Trikomoniyazis

Ciin Infect Dis. 2002 May 15;34(10):1406-11. Epub 2002 Apr 22.

Prevalence, incidence, and persistence or recurrence of trichomoniasis among
human immunodeficiency virus (HIV)-positive women and among HIV-negative
women at high risk for HIV infection.

Cu-Wvin 87, Ko H, Jamieson DJ, Hogan JW, Schuman P, Anderson J, Klein RS; HIV Epidemioloagv Research Study (HERS)
Sroup.

= Author information

Abstract
Trichomoniasis has been implicated in the acquisition and transmission of human immunodeficiency virus

(HIV) infection. The prevalence. incidence, and persistence or recurrence of trichomoniasis were assessed
among HIV-positive women and among HIV-negative women at high risk for HIV infection_ A total of 871 HIV-
seropositive women and 439 HIV-seronegative women enrolled in the HIV Epidemioclog HERS) were
seen biannually |[The prevalence of tfrichomoniasis was 9 4%-29 5% among HIV-seropositive women

Sex Transm infect. 2013 Sep;89(6):426-33. doi: 10.1136fsextrans-2012-051005. Epub 2013 Apr 20.

Trichomoniasis and HIV interactions: a review.
Kissinger P', Adamski A
- Author information

Abstract

OBJECTIVE: To discuss the epidemiology of Trichomonas vaginalis (TV) and HIV co-infections. the role of TV in
acquisition and transmission of HIV. special treatment considerations for TV among women with HIV and the
prevention of TV among HivV-infected persons.

DE SIGN: Systematic review.

DATA SOURCE: Review of literature of ENMBASE and PubMed databases from January 1990 to February 2013.
Search keywords inciuded TV. HIV co-infections, HIV acquisition. HIV transmission. HIV shedding. TV treatment,
HIWV and couples studies.

REVIEVW METHOD: We included studies of any design that contained the selected search words and were

published during the specified time frame. We then searched the reference lists of included papers for additional
papers and included these when relevant.

RESULTS: There is strong evidence that TV increases both transmission and acquisition of HIV among women.

no longer be used for HIVs women with TV given the high rates of asymptomatic bacterial vaginosis co-infections
and other factors that may render MTZ less effective in HIV+ women. Prevention of TV among HIV+ persons is
similar to among HIV. including promotion of condoms as well as regular screening and prompt treatment. There
may be a role for expedited partner treatment for the prevention of repeat infections, but most repeat infections
are clinical treatment failures. Diligence in screening and treating TV among both HIV- susceptible and HIV+



* T.vaginalis PID ile iliskilidir
* HIV bulasini 2-3 kat arttinir

J Infect Dis. 2007 Mar 1;185(5):698-702. Epub 2007 Jan 22.

Infection with Trichomonas vaginalis increases the risk of HIV-1 acquisition.

McClelland RS, Sangare L, Hassan WM, Lavreys L, Mandaliya K, Kiarie J, Ndinya-Achola J, Jaocko W, Basten JM.

# Author information

Abstract
We conducted a prospective study among women in Mombasa, Kenya, to determine whether Trichomonas vaginalis infection was associated

with an increased risk of human immunodeficiency virus type 1 (HIV-1) infection. At monthly follow-up visits, laboratory screening for HIV-1

Sex Transm Dis. 2009 Jan;36(1):11-6. doi: 10.1097/0LQ.0b013e31813868dect.

Trichomonas vaginalis treatment reduces vaginal HIV-1 shedding.
Kissinger P", Amedee A Clark RA Dumesire J, Theall KP, Mvers L, K Hagensee ME, Farleyv TA Martin DH.
& Author information

Abstract
BACKGROUND: vVaginal HIV-1 shedding has been associated with Trichomonas vaginalis (TV) infection and could
play a role in HIV transmission. The purpose of the study was to examine if effective TV treatment reduces the

presence of vaginal HIV-1 RNA_

METHODS: TV+ women attending an HIV outpatient clinic in New Orleans. LA, who resolved infection (n = 5$8) and
TV-negative controlg gterviewed at
baseline, 1. and 3 g NA in the vaginal
fluids was determi

RESULTS:: Most w - . 46 0% had
plasma HIV-1 RNA TV tedaVISI RT. and only

26 0% had detecta o o treated for TV
were less likely to s genltal trakttaki HIVRNA salinimi ). 34. 95% CI- 0.12-
092 P =0.03). wh

CONCLUSION: This belirgin oIarak azaltmaktadlr sitive women may

have an impact on t and the effect on
cervical shedding



Enfekte olanlarin %70-85’i asemptomatik ve tedavi edilmedigi
icin yillarca devam eder ve partnerlere bulasa da devam eder

Semptomatik olanlar:

Kadin — vajinal akinti (yesil-sari, kokulu, yogun) vwvulvar
iritasyon

Erkek — Uretrit, epididimit, prostatit

Rektumun T. vaginalis igin rezervuar olup olmadigl net
degildir

Rektal ve oral tarama onerilmemektedir



Tani

— Hizli antijen testi (OSOM)

— NAAT (mikroskopidenX3-5 sensitif)
 APTIMA TMA T. vaginalis assay -
* FDA onayl (vaginal, endoservikal, idrar) =

> ¥ A

<=

Huppert CID 2007 N : & =

Test Sens Spec % = o
APTIMATMA  98% 98%

OSOM 90% 100%

Kaltar 83% 100%

Yas preparat 56% 100%

Slide adapted from Marrazzo,
IDSA 2011



Kar
- metronidazol ile %84-98
- tinidazol %92-100

4 Acquir Immune Defic Syndr. 2010 Dec 15;55(5):565-71. doi: 10.1097/QAL0b013e3181eda955.

A randomized treatment trial: single versus 7-day dose of metronidazole for the
treatment of Trichomonas vaginalis among HIV-infected women.

Kissinger P', Mena L, Levison J, Clark RA, Gatski M, Henderson H, Schmidt N, Rosenthal SL, Mvers L, Martin DH.
#= Author information

Abstract

OBJECTIVE: To determine if the metronidazole (MTZ) 2-gm single dose (recommended) is as effective as the 7-
day 500 mg twice a g g HIV+ women.
METHODS: Phase |
treatment arm: MT. > given 2-gm MTZ

Metronidazol
doses to deliver to .. isit occurring 6-12
days after treatme ZXSOO m g 7 g un nth visit. Regeat TV

| 2 gr po tek doza gore daha efektif 92 2% African

RESULTS: Two hu
American). Treatm etroviral therapy
s at TOC [8.5% (11

status, site, and los

of 130) versus 16.8 bU|unmU§tur <0.05)and at3
months [11.0% (8 o al=0.21, 098 P =
0.03)] compared with the single-dose arm.

CONCLUSIONS: The 7-day MTZ dose was more effective than the single dose for the treatment of TV among HIV+
women.

domized to



Klamidya, gonore ve Trichomonas tedavisinden 3 ay sonra
tekrar test yapilmalidir (Reenfeksiyon riski yuksek)

Ann Intern Med. 2006 Oct 17;145(8):564-72.

High incidence of new sexually transmitted infections in the year following a
sexually transmiitted infection: a case for rescreening.

Peterman TA', Tian LH, Metcalf CA, Satterwhite CL, Malotte CK, DeAugustine N, Paul SM, Cross H, Rietmeijer CA, Douglas JM Jr;
RESPECT-2 Studv Group.

= Author information

Abstract

BACKGROUND: Studies show 11% to 15% of women treated for Chlamydia trachomatis are reinfected 3 to 4
months afier treatment, suggesiing the need for rescreening. There is little information on infections among men,
infections with Neisseria gonorrhoeae or Trichomonas vaginalis, or long-term follow-up._

OBJECTIVE: To determine the incidence of new sexually transmitied infections during the year after a visit io a
sexually transmitted disease (STD) clinic and associated risk factors.

o 3 CYBE takip edilen klinik —
beenons C. trachomatis, N gonorrhea ve T. vaginalis (kadinlarda) o
RESULTS tanisi ve tedavisi alan hastalar g
among 1 3’'er ay ara ile bir yil boyunca takip edilmis N-

1236 kadindan %26’sinda bir veya daha fazla yeni enf
1183 erkekten %15’inde bir veya daha fazla enf gelismis

Yeni enfeksiyonlarin %66’s1 asemptomatik



Genital Herpes

Kronik, yasam boyu sliren viral enfeksiyon

HSV-1, HSV-2

Tekrarlayan genital herpesin cogunlugu HSV-2
Genc kadinlar ve MSM — HSV-1 sikligi artmaktadir

Cogu kiside tanimlanmamis enfeksiyon mevcut, aralikli olarak
virus salinimi olmaktadir

Cogu durumundan haberdar olmayan, asemptomatik kisilerden
bulasmaktadir




HIV-enfekte kisilerde
- Lezyonlar daha uzun sureli, agril, ciddi ve atipik

- HSV salinimi artmistir

- ART ile semptomatik herpes sikligi ve klinik bulgulari azalir
ancak subklinik seyirde azalma olmaz

-ART baslandiktan sonra erken doénemde immun
rekonstitisyona bagl genital herpesin klinik bulgulari
kotulesebilir
(CD4<250/mm?3 ve HSV-2 serolojisi pozitifse ART ile birlikte
3-6 ay supresif tedavi 6nerilebilir- DHHS)



Tani

Viral kilturun sensitivitesi (6zellikle reklirren lezyonlarin
varliginda ve iyilesmeye baslayan lezyonlarda) dustktir

NAAT

Tipe 6zgl antikorlar enfeksiyonun ilk birkac¢ haftasinda ortaya
cikar ve kalici olarak devam eder

HSV serolojisi degerlendirilmesi onerilenler:
- CYBE olanlarda
- HIV enfekte bireylerde
- MSM ve HIV temas riski yliksek olanlarda

Genel populasyonda bakilmasi 6nerilmez



* HIV-enfekte kisilerde, oral antiviral ajanlarla, supresif veya
epizodik tedavi HSV enfeksiyonunun klinik bulgularini azaltir

Kimlere supresif tedavi??
e Reklrrensler agriliise
* Birkac epizod/yil oluyorsa

e Supresif tedavi HIV veya HSV-2 bulasini azaltmaz

Recommended Regimens for Daily Suppressive Therapy in
Persons with HIV
Acyclovir 400-800 mg orally twice to three times a day
OR
Valacyclovir SO0 mg orally twice a day

OR
Famciclovwvir SO0 mig orally twice a day

Recommended Regimens for Episodic Infection in Persons
with HIVv
Acyclovir 400 mig orally three times a day for S—10 days

OR
Valacyclovir 1 g orally tvice a day for S—10 days

OR
Famciclovir SO0 mg orally twice a day for S—10 days \




* Antiviral tedaviye ragmen lezyonlar diizelmiyor veya artiyorsa
HSV direnci??

 |RISe dikkat!!

- Ulserin sayisinda, ciddiyetinde artis
- rekurrens sikliginda artis

* Asiklovir direncli suslar valasiklovire ve cogunlukla
famsiklovire de direncli (Foskarnet ve sidofovir (IV),
imiquimod ve sidofovir (topikal) kullanilabilir



Human Papilloma Virus

Servikal, anal, vulvar, vajinal, penil, orofarengeal kanserlerle
iliskili

Servikal HPV enfeksiyonunun blyldk kismi kendiliginden
geriler, latent kalir. Bir kisminda ise enfeksiyon devam eder

Ena i0i onkojenik
HP @‘% 33, 35, 39, 45, 51, 52, 56, 58, 59

5 ca’'nin %50
+%20
+%19
HPV 6 ve 11 genital sigillerin %90’ inin nedeni, onkojenik degil
Anal kanserlerin %90’ indan HPV 16 ve 18 sorumlu




Cogunlugu asemptomatik

Genital (kondiloma akuminatum)
Anal >
Oral

Anogenital skuamoz htcreli ca
Servikal adenokarsinom
Orofarengeal kanserler

sigiller



Recommendations for Cervical Cancer Screening for HIV-Infected Women

HiV-Infected Women Aged <30 Years:

« [f younger than age 21, known to be HIV-infected or newly diagnosed with HIV, and sexually active, screen within 1 year of onset
of sexual activity regardless of mode of HIV infection.

* HIV-infected women aged 21-29 should have a Pap test following initial diagnosis.

* Pap test should be done at baseline and every 12 months (BIl).

» Some experts recommend a Pap test at 6 months after the baseline test (CIH)

« If results of 3 consecutive Pap tests are normal, follow-up Pap tests can be performed every 3 years (Bll)

* Co-testing (Pap test and HPV test) is not recommended for women younger than 30.

HiV-Infected Women Aged >30 Years

Pap Testing Only:

* Pap test should be done at baseline and every 12 months (BIl).

» Some experts recommend a Pap test at 6 months after the baseline test (CIll).

« |f results of 3 consecutive Pap tests are normal, follow-up Pap tests can be performed every 3 years (BII).
Or:

Pap Test and HPV Co-Testing:

* Pap test and HPV co-testing should be done at baseline (BII).

« If result of the Pap test is normal and HPV co-testing is negative, follow up Pap test and HPV co-testing can be performed every 3
years (Bll).

« [f the result of the Pap test is normal but HPV co-testing is positive, follow up test with Pap test and HPV co-testing should be
performed in one year.

« [f the one year follow-up Pap test is abnormal or HPV co-testing is positive, referral to colposcopy is recommended.

AIDS %
«




STl screening and treatment

STI screening should be offerad to all sexually active HIV-positive persons at
the time of HIV diagnosis, annually thereafter or at any time ST1 symptoms
are reported and during pregnancy. Diagnosis procedures should follow local
or national guidelines. More comprehensive advics can be found at
http:/fwwweiust . orgdregions/Europe/eurnguidelines htm

The following STls should be universally considerad in HIV-positive persons
and their sexual partner(s):

No IoNger Necessary DEC3UsSEe Of ETECUVENess OT AN IN SVoiaing iV
transmission at conception in HIV-positive male persons with undetectable
HIV-VL

Sexual dysfunction

Guidelines for treatment of sexual dysfunction in the general population are
available for men but not women. Refer to specialist where appropriate.
See Sexual Dysfunction and Treatment of Sexual Dysfuncton in
HiV-posaive Men

Therapy Comment
Chlamydia Infection Consider doxycyciine {100 mg bid po 7-10 days, con- = May cause therapy-resisiant proctitis In HIV-positive MSM
traingicated In pregnancy) or aZkhromycin (1 gpo 3s a = Consider co-infecions with Nelsserna gonormoeas
sihgle cose) for urethriis and cervichls.
For Lymphogranulfoms venereum (LG V) doxycycline
{100 mg po Did for 21 days) or azithromycin (1 g po
every week for 3 weeks)
Alternatives:
erythromycin (S00 mg/s h po™) or levofloxacin (500 mg/
day) for 7 days (or 21 days In case of LGV)
Gonorrhosa Caftriaxone (S00 mg Im 3s 3 single dose) together with « Can cause proctitls, prosiatiis and epldidymitls
azthromycin {1 g po 35 3 single dose). = In women ofien asymplomatic
- Fluoroquinolone resistance Is highiy prevaient in ali regions
HBV Infaction See table on HIVHCV or HIV/HBV co-nfections, pages = Interruption of TDF, 3TC or FTC can lead to HBV reactivation
HCV Infection 80-8S = Clusters of acute HCV Infection in HIV-positive MSM across Eurcpe
HPV Infection There are several treatment modalities for the manage-
ment of genital warts with no evidence 1o suggest one
approach s better than another approach. Consider
operatwe removal by |3ser surgery, Infrared coaguiation, practising anal sex
cryotherapy, 21c. Consider high resolution anoscopy In case of suspicious cytolcgical indings (rectsl
Management of both pre-invasive cervical lesions as palpaton or extemal Inspection s not sufMmcient)
well as pert- and Intra-anal lesions shoukld folow local or
national guidelinas
HSV2 Infection Primary Infection: aciciovir (400300 mg po i) oF valaci- - Treamment of HSVZ 3lone goes not prevent HIV-Iransmission and only modestly
ciovir (SO0 mg po bid) for S days, see page =1 prevents HIV disease progression
Syphiis PeniciHlin Is the gold stancard for the traatment of syphilis - Expect atypical serology and clinical coursas
In both pregnant and non-pragnant Individuais. - Conslder cerebrospinal fusd (CSF) t2siing In persons with neuroiogical symptoms
Primaryfsecondary syphilia: benzathine peniciliin (evidence for intrathecaly-produced specific antibodies, pleocylosis, etc )
G (2.4 million 1U Im 3s single dose). In 2any syphiis - Successfut tharapy clears clinical symptoms 3nd decreases VDRL test four-fola
adjunciive treatment with prednisocione (20—-£0 mg daily within 6-12 months
for 3 Cays) prevenis optic neuntis, uveitls and Jansch—
Herxheimear reaction.
Late iatent syphills and syphilia of unknown dura-
tion: benzathine penicilin (2.4 million 1U im weekly on
days 1. 5 and 15); the altermnative goxycyciine (100 mg
PO bia for 2 weeks) is considered less effective.
Neurosyphilis: penicillin G (6 x 3 - 4 milion 1U v for at
least 2 weeks).
There Is no evigence to give a genaral recommendation
on prednisoione use In this conaition.
Rarely usaed

EACS European

AIDS Chnical Society

B

EACS Guidelines 8.0 PART I Bz



Tedavi

Genital sigiller kendiliginden gerileyebilir

Refrakter ve rekiren lezyonlarda tedavi gerekebilir
* Imiquimod %5 krem

* Podofiloks %0.5 solusyon

* Sinekatesin (lokal)

* Kriyoterapi !
* Cerrahi P 4 / 8
. “ = Ny -

Intralezyoner IFN



Expert Rev Anti Infect Ther. 2005 Oct;3(5):525-31.

Syphilis and HIV: a dangerous duo.

Karumudi UR', Augenbraun M.

# Author information

Abstract

HIV and syphilis affect similar patient groups and coinfection is common. All patients presenting with syphilis should be offered HIV testing
and vice versa. Syphilis can enhance the transmission of HIV. Detection and treatment of syphilis can probably help to reduce HIV
transmission. Syphilis may present with atyvpical features in the HIV-positive patient, for example, there is a higher rate of asymptomatic
primary syphilis, and proportionately more HIV-positive patients present with secondary disease. Secondary infection may be more
aggressive and there is an increased rate of early neurologic and ophthalmic involvement. Diagnosis is generally made with serology, but the
clinician should be aware of the potential for false-negative serology in both primary and, less commonly, in secondary syphilis. All HIV-
positive patients should be treated with a penicillin-based regimen, and alternative therapies should be used with caution. All HIV-positive
patients should be considered for the evaluation of neurosyphilis. Relapse is a real concern and careful follow up is required. This review will
explore the differences in clinical manifestations in HIV-coinfected individuals, and will discuss data to wamrant different management in HIV-
coinfected individuals.

HIV enfeksiyonunun seyrini etkileyebilir
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Enfekte kisilerden saglam kisilerin cilt veya mukozalarindan
mikrolezyonlarla penetre olur

Esas bulas yolu - sy lezyonu ile direkt (cinsel) temas

- transplasental
- enfekte dogum kanalindan gecerken

- kan transflizyonu

Korunmasiz cinsel temas ile bulas riski %30-60



CDC Centers for Disease Control and Prevention
g CDC 24/7: Saving Lives, Protecting People™

Syiehilis

The nations= SBPH!LIS lS?aCK' —hed an

historic lo NOsSt every

yvear simnce © le to anm
iNncrease a
Howvwever, d = both rmen
anmnd vwormen T repoNneMa PILUAUM —eported

caISES SwHLuS — 2O 1S, MSK1

conmntimnued t = s
syphilis cass >F P&ES syphiilis
imn 201 S wvwe rs., aAarmon s

menmn inmn thhe

consenital s

Cases Cases

14,000 =

4 et —

10,000 000 - Unknown HIV Status

st

e mowt

6000 { . mewes ~=== Wamen 4600

4,000 -

2000 | e e T 2000 l . l

g 2012 23 2014 2018 206 0 - -
Year MSw Women MM

FIGURE 35. PRIMARY AND SECONDARY SYPHILIS — FIGURE 41. PRIMARY AND SECONDARY SYPHILIS —

REPORTED CASES BY SEX AND SEXUAL BEHAVIOR, 37 REPORTED CASES BY SEX. SEXUAL BEHAVIOR, AND
STATES, 2012-2016 HIV STATUS, 2016



Cent Eur J Public Health 2015; 23 (1): 65-68

SEROPREVALENCE AND RISK FACTORS OF
SYPHILIS AMONG HIV/AIDS PATIENTS IN ISTANBUL,
TURKEY

Ozlem Altuntas Aydin', Hayat Kumbasar Karaosmanoglu’, Murat Sayan2, Emine Rahsan ince’, Ozcan Nazlican'
'Department of Infectious Diseases and Clinical Microbiology, Haseki Training and Research Hospital, Istanbul, Turkey
“University of Kocaeli, Kocaeli, Turkey

SUMMARY

Objective: Data on syphilis seroprevalence among human immunodeficiency virus (HIV)/Acquired immunodeficiency syndrome (AIDS) patients
are unavailable in Turkey aithough they have common transmission routes. Our study is oriented fowards the assessment of the seroprevalence
of syphilis and the retated risk factors in the HIV/AIDS patients followed in our outpatient clinic.

Matenals: Newly diagnosed HIV/AIDS cases (n=308) who attended our outpatient clinic between January 2006 and April 2013 were included
in the study. Patient characteristics, medical history, physical examination findings, CD4* T lymphocyte count, HIV RNA level, rapid plasma reagent
(RPR) and Treponema pallidum hemagglutination (TPHA) fest results were analyzed retrospectively. TPHA paositivity was considered indicative
of syphiliscausing T. pallidum exposure.

Results: HIV infection was transmitted through heterosexual (n = 176) or hecmosexual (n = 131) contact (266 male, 86.3%:; age 38.3 = 11.7 years;
CD4+ T lymphocyte count, 330.6 +15.17/mm?3). 50.7% of the patients attained only primary education. Out of the 245 cases, who were asked
about the number of their sexual pariners, 40 pabents (26 women) lived in @ monogamous relationship. Condom usage was not practiced (57.2%)
or was only occasional (34.4% — particularly yth-# 8QQ for con'aacepbon) Physical exam revealed no Stgns of syphlhs or other
STis. TPHA (+/- RPR) positivity was deternfped i i in)
were male (p=0.0026). T. paliidum exposure was-ds o in 23997 of homosexual and 6.8% of heterosexual cases (p=0.0003).

Conclusion: Since sexual contact is the most common route of transmission for both infections, syphilis seroprevalence was relatively high in
our HIV/AIDS patients. Male and homosexual HIV/AIDS patients constituted a group at the highest risk for syphilis.




HIV  — Sifiliz
lezyonlar nedeniyle, HIV

 Sifiliz, genital ulseratif
enfeksiyonunun seksuel ve perinatal bulasini kolaylastirir

 Sifilizin HIV enfeksiyonu parametrelerine etkisi??

Arch Intern Med. 2012 Sep 10;172(16):1237-43
Effect of early syphilis infection on plasma viral load and CD4 cell count in humar
immunodeficiency virus-infected men: results from the FHDH-ANRS CO4 cohort.

282 HIV/Sy erkek
1233 HIV erkek

Sifiliz enf sliresince VL'de artis (ART ile VL<500 kp/mL olanlarda bile)
CD4 sayisinda azalma (ort 28/mm3)
Sy sonrasi degerler tekrar bazal seviyelere ulasmis

 VL'deki artis ile bulasta artma riski olmasina ragmen bu
durumun klinige yansimasi heniiz netlik kazanmamaistir

Int J STD SIDS. 2010 JanZ21(1):S7-9. doi: 10.125&Misa.2009.009164. Epub 2009 Nowv 20.
Syphilis co-infection does not affect HIV disease progression.

wWeintrob ACT, Gu VW, Qin J Roberison J. Ganeson A Crum-Cianflone NE. Landrum ML Wortmann GV, Follman D, Agan B

2239 HIV-enfekte olgu, 205’i HIV/Sy
Sy, CD4 ve VL'deki degisikliklere ragmen

HIV enfeksiyonunun progresyonunu etkilememektedir




HIV enfeksiyonunun sifiliz Gizerine etkisi

Dan Med J. 2015 Dec;62(12):B5176.

Syphilis and HIV co-infection. Epidemiology, treatment and molecular typing of Treponema
pallidum.

Salado-Rasmussen K'.

@ Author information

Abstract

The studies included in this PhD thesis examined the interactions of syphilis. which is caused by Treponema pallidum, and HIV. Syphilis

reemerged worldwide in the late 1990s and hereafter increasing rates of early syphilis were also reported in Denmark. The proportion of
paﬁentg: with concurrent HIVW hac haeen cithaetantial ranaina from ane third tn almnet hwn thirde nf natiente diannnead with eunhilic enme years.

lleri evre HIV enfekte olgularda sifilizin progresyonu hizli

Yetersiz konak immin cevabi nedeniyle sekonder evre boyunca primer
lezyondan spiroketlerin yayilimi, sekonder evrenin persistansi

*Atipik genital lezyonlar
*Norolojik komplikasyonlar

*Tedavi basarisizligi
*Re-enfeksiyon



ART’nin sifilize etkisi?

Neurosyphilis in a clinical cohort of HIV-1-infected patients.

Ghanem KG', Moore RD, Rompalo AM, Erbelding EJ, Zenilman JM, Gebo KA.
= Author information

231 HIV/Sy, sifilizden 6nce potent ART kullananlarda

Norosifiliz gelisme olasiligini %65 azaltmaktadir

Ciin Infect Dis. 2008 Jul 15:47(2):258-65. doi: 10.1086/589295.

Antiretroviral therapy is associated with reduced serologic failure rates for syphilis among HIV-
infected patients.

Ghanem KG', Moore RD, Rompalo AM, Erbelding EJ, Zeniiman JM, Gebo KA.

Prospektif, gozlemsel calisma (1990-2006)
RPR’de 9-12 ayda 4 kattan dusuik dizeyde azalma veya 4 kat artis olmasi

serolojik basarisizlik
ART kullaniminda
serolojik basarisizlik %60 azalmakta




Klinik bulgular

Inkiibasyon 14-24 giin
Enfeksiyonlarin %40-50’si semptomsuz veya kendini sinirlayici

Erken sifiliz
- Primer sifiliz:

Enfeksiyondan 2-3 hf sonra, inokilasyon yerinde sankr
HIV enfekte olgularda multipl, atipik sankr!! a7
Primer lezyon olmayabilir!!

Sankr + tek/cift tarafli LAP (primer kompleks)
4-6 haftada tedavisiz, kendiliginde rezolusyon




- Sekonder sifiliz:

Primer evreden 2-8 hf sonra

Hematojen yayilima bagl diffiiz bulgular
- dermatolojik: eksantem-condyloma lata
- okuler: episiklerit, irit

- norolojik: menenijit (gece bas agrisi)

Sex Transm Dis. 2001 War;28(3):158-65.

Clinical manifestations of early syphilis by HIV status and gender: results of the
syphilis and HIV study. . .
ulseronodiler sy

(malign lues)

HIV enfekte olgularda

erken evrede klinik bulgular Ust Gste binmektedir

nadiren; artrit, hepatit, nefrotik send)




Latent sifiliz:
Enfeksiyon immiun sistem ile kontrol altina alinmistir
Semptom yok, serolojik bulgular mevcut
- Erken latent (enfeksiyondan sonraki 12 ay )
- Ge¢ latent (12 aydan sonra)
Genelde ayirt edilemez, gec latent olarak kabul edilmeli

Bulas riski en fazla erken evrede (0zellikle primer lezyon ile)
Gec latent donemde ve tersiyer sifilizde non-infeksiyoz
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Geg (tersiyer) sifiliz

Gom: Az miktardaki spirokete karsi granulomatoz enflamatuar
cevap. Her organi etkileyebilen yavas progresif hastalik

Enfeksiyonun baslangicindan 4-10 yil sonra gelisir
HIV/Sy olgularinda daha kisa zamanda (aylar) gelisebilir

Kardiyovaskuler Sy: Aortun vasa vasorumunda endarteritis
obliterans. HIV/Sy’de daha hizli gelisiyor. Asendan aort
tutuldugunda AY, koroner ostial stenoz. Aort anevrizmasi, aortit

Meningovaskuler sifiliz. Meningeal damar yapilarinin obliteratif

endarteriti. Arteriyel tromboz, SSS’'nde iskemik nekroz (genc¢
hastalarda inme)

Sex Transm infect. 2005 Aug;81(4):361.

Cardiovascular syphilis in HIV infection: a case-control study at the Institute of
Sexually Transmitted Diseases, Chennai, India.

HIV enfekte olgularda ort 40 ay
HIV (-) olgularda ort 102 ay




HIV enfekte olgularda
erken evrede

Norosifiliz: Herhangi bir evrede, farkli kliniklerle nérolojik tutulum
daha fazla

(kranial sinir disfonksiyonu, menenijit, inme, vb)
Uveit, menenjit daha sik

ortaya cikabilir
Sex Transm Dis. 2008 May;35(5):425-9. doi: 10.1097/0LQ.0b013e3181623853.

Neurosyphilis in HIV-infected patients: clinical manifestations, serum venereal
disease research laboratory titers, and associated factors to symptomatic
neurosyphilis.

Poliseli R‘, Vidal JE, Penalva De Oliveira AC, Hernandez AV.

AIDS. 2008 Jun 19,22(10):1145-51. doi: 10.1097/QAD.0b013e328301844f.

Neurosyphilis in a clinical cohort of HIV-1-infected patients.
Ghanem KG', Moore RD, Rompalo AM, Erbelding EJ, Zenilman JM, Gebo KA.

Norosifiliz risk faktorleri
CD4<350/mm3

RPR >1/128
Erkek cinsiyet




Norosifiliz; norolojik, okuler, otik bulgularla, bazen de
asemptomatik olabilir

d Infect Dis. 1998 Apr;177(4£):931-40.

Neurosyphilis during the AIDS epidemic, San Francisco, 1985-1992.
Flood JM?, Weinstock HS, Gurov ME, Bavne L, Simon RP, Bolan G.

+ Author information

Abstract

To investigate the epidemiology and clinical spectrum of neurosyphilis in a population with high rates of coexisting
syphilis and human immunodeficiency virus (HIV) infection, a retrospective analysis of cases in all San Francisco
hospitals from 1985 to 1992 was conducted. Neurosyphilis was defined by a newly reactive cerebrospinal fluid
VDRL: 117 patients with neurosyphilis were identified. The median age was 39 years. 91% were male, 74 (63%)

were white, and 75 (64%) were HIV-infected. Thirty-eigh .
neurosyphilis syndrome. Six (5%) had late neurosyphilis] Thirty-eight (32%) patients were asymptomatic] and 35
(30%) had findings attributable to coexisting neurologic = T

Kimler norosifiliz agisindan degerlendirilmeli?
 Sifiliz tanisi almis, norolojik, okuler, otik tutulum varsa
* Tedaviye klinik veya serolojik yanit alinmiyorsa

(RPR’de azalma 12 ayda X4’den az veya iki RPR arasinda X4 artis)

CDC 2015 oOnerisi : sadece norolojik semptomlar varsa !!

' \ Sexually Transmitted Diseases
WWR Treatment Guidelines, 2015




Lumbar puncture performed to CSF is analyzed
obtain cerebrospinal fluid or CSF for evidence
of syphilis

|

BOS’da VDRL — norosifiliz icin cok spesifik
(BOS kan ile kontamine olmamali)

BOS VDRL'nin negatif olmasi sifilizi ekarte ettirmez

HIV/Sy olgularinda BOS hiicre sayisi > 20/mm3
(HIV enfekte olmayanlarda >5/mm3)

BOS FTA-ABS, negatif olmasi norosifilizi ekarte ettirir



Tani

Durk bt micrograph of Mreponoms aaltee

* Karanlik saha mikroskopi, direkt fluoresan antikor
 Nontreponemal testler(VDRL, RPR)- kantitatif raporlanmali
Ab titresi hastalik aktivitesiyle korele

HIV enfekte olgularda

tarama testine guivenilmez
tekrarlanmali

J Am Acad Dermatol. 1991 Mar;24(3):.506-8.

Seronegative secondary syphilis in a patient with AIDS: identification of
Treponema pallidum in biopsy specimen.

Tikieb G', Russel M, Petersen CS, Gerstoft J, Kobayasi T.

* Uygunsuz Ab Uretimi

* Yuksek IgG nedeniyle IgM UGretiminin supresyonu
* Prozon (0z. sekonder Sy)




Clin Infect Dis. 1994 Dec;19(6):1040-4.

Biological false-positive syphilis test results for women infected with human
immunodeficiency virus.

Augenbraun MH1, DeHovitz JA, Feldman J, Clarke L, Landesman S, Minkoff HM.

* B lenfositlerin spesifik olmayan aktivasyonu

* Tedavisiz/iyi tedavi almis HIV-enfekte olgularda IgM yillarca
reaktif kalabilir

* Basarili tedavi ile VDRL titresinde 3 ay icerisinde en az 2 kat
azalma izlenir. Bazi hastalarda dusuk titreler yillarca kalabilir
(serolojik skar)

reaktivasyon ( ayirt edilemez

 Daha 6nce disen titrede X2 artis: reenfeksiyon }
norosifiliz? LP



 Treponemal testler : T. pallidum’a spesifik antikor
arastirlmaktadir (TPHA, TPPA, EIA, FTA-ABS)

» Reaktif treponemal testler genelde 6mur boyu pozitif kalir
(%15-25 olguda erken donemde tedavi ile 2-3 yilda negatiflesebilir)
* Titreleri hastalik aktivitesiyle korele degil

* Hastaligin takibinde kullaniimazlar




Tedavi

Yavas cogalan bir etken oldugu icin (jenerasyon periyodu
30-33 h) uzun etki sireli antimikrobiyal tedavi gerekli

Tedaviye baslanacak giin bazal VDRL titresi bakilmali
Tum evrelerde ilk tercih penisilin
Penisiline direnc henuz gosterilmemistir

Penisilin dozu, formulasyonu, siresi sifiliz icin korumali alanlar
olan goz, SSS tutulumu olup olmadigina bagl

IM Benzatin penisilin korumali alanlar disindaki dokularda
uygun dluzeyde ve sirede etki gosterir

G&z, SSS tutulumunda IV penisilin G



Syphilis Penicillin is the gold standard for the treatment of syphilis
in both pregnant and non-pregnant individuals.

Hastaligin her doneminde
norosifiliz gelisebilir
5X5 MU veya 6X4 MU pen G IV
10-21 gun

Norosifilizde
gec evredeki olgularda
|V tedavi tamamlandiktan sonra
1 doz benzatin penisilin IM onerilir

+ Expect atypical serology and clinical courses

' ConSIder oefebrospmal fluid (CSF) test:ng in persons with neurologcal sympioms

Suooessﬂd thempy clears clinical symptomsanddeefeases VDRI. test four-fold
within 6-12 months




Norosifilizin takibinde;

» Efektif tedavinin en iyi gostergesi BOS pleositozunun
gerilemesi (6 ayda bir LP)

* BOS pleositoz diizelmezse ; BOS protein veya BOS VDRL takibi
Bu parametreler 2 yilda dizelmezse tedavi tekrari onerilir

Clin Infect Dis. 2004 Apr 1:33(7):1001-6. Epub 2004 Mar 16.

Normalization of cerebrospinal fluid abnormalities after neurosyphilis therapy: does HIV status
matter?

Marra CM1, Maxwell CL, Tantalo L. Eaton M, Rompalec AM, Raines C, Stoner BP, Corbett JJ. Augenbraun M, Zajackowski M, Kee R, Lukehart SA.

CD4 <200/mm?3 olanlarda BOS —=VDRL normallesmesi X3.7 daha az

RER leaclVvity wele mole Rely 1o nofialiZze pbu -VURLC TeactVity was Ic Kely 10 nolmnallze
should address whether more intensive therapy for neurosyphilis is warranted in HIV-infected individuals.



Penisilin alerjisi varsa

* Desensitizasyon (gebelik, norosifiliz,kardiyovaskiler
tutulumlar, tedavi basarisizligi olan durumlar)

e Alternatif ajanlar

CHNICA Manmneswauons ana rcauncn or Sypnims in nonpregnant aauies

Clinical manifestations*

Treatment¥

Early syphilis

Primary syphilis:
Typically conslists ©
inaculation, acco

Secondary syph
A systemic iliness
invelving the pal
such as pharynoit
alopeca.

Early latent:
Refers to the pario¥
pelidorn as demonstrated by serologic testing, bul bas no symploms.
Carly latent syphllls occurs within the first vear of Inltlal Infecton.

Seftriakson
optimum doz ve sire
net degil

Preferred:

= Penicillin G benzathine 2.4 millicn units IM ence
Alternatives (choose one)®:

= Doxycycline 100 mg orally by - =LA R
« Ceftriaxone 1 to 2 g daity(IM or TV for 10 to 14 day

tek doz 2 gr azitromisin

Dirence dikkat !
HIV(+), MSM, gebelerde kullanilmamal

norosifiliz

arastiriimali

Neurosyphilis

Alerji varsa

desensitizasyon

Terliary syphilis:

Patlents with late syonllls who have symptomatic manifastations
involving the cardiovascular system or gummatous disease
(pranuornatous disease of the skin and suboutanecas tissues, banes,
or viscera).

Late latent syphilis:

The period when a patient is infected with 7. pallidorn as
demonstrated by serologic testing, but has ne symptoms. Late latent
svphilis by definition occcurs more than one year after initial infecton,
If the ttming of an infaction is not known, Iate latent syphilis is

presumed.

Neurosyphilis:
Can occur at any time during the course of infaction.

Early neurosyphilis:

Patients with 2arly neurcosvphilis may have asymptomatic meningits;
symptomatic meningitis: or less commenly meningovascular disease
{ie, maningitis and stroke). Vision or hearing loss with or without
concomitant meningltds may aiso be present, and ocular/otologic
syphilis is treated 3s neurasyphilis.

1 mte nolerncwnhilie

Preferred:

= Penlclllin G benzathine 2.4 millien units IM ence weekly for three
weeks

Alternatives (choose one):

= Doxycoycling 100 mg orally twice daily for four weeks
« Ceftriaxone 2 g daily IM or IV for 10 to 14 days

Preferred:

s Agueous peniclin G 2 ta 4 milbon units 1V every four haurs (o 18
te 24 million units continuous IV infusion) for 10 to 14 days®

= Penicillin G procaine 2.4 million units IM daily plus proebenacid S0D
mg orally four times daily, both for 10 to 1< days

= If possible, patients allergic to penidllin shoulc be desensitized and
treated with 1V penicillin

Alternatives¥:

1 & ~afltdtavaama D N AdAadlhee Pne *0O ' * 4 Aasvoe



Tedavinin ilk 24 saatinde akut, kendini sinirlayan ates
reaksiyonu

Jarisch-Herxheimer reaksiyonu
Hipotansiyon, dékintintn artmasi, miyalji, nébet vb bulgular
Spiroketal antijenlerin, sitokinlerin hizli serbestlesmesine hasl
] Ii’""! lrmier

En sik erken sifilizde, %10-35 olguda

Hastalar bilgilendirilmeli
Genelde 12-24 saatte geriler

Antipiretikler kullanilabilir



Tedaviye beklenen yanit alinmadiysa

(VDRL/RPR titresinde X4 azalma olmamasi veya azalma sonrasi X4 artis)

Reenfeksiyon (yeni temas oykuisu, sankr, dokiinti)
Yavas yanit

Tedavi yetersizligi (Heniz penisilin direnci yok)

- tedavi uyumsuzlugu

- alternatif ajanlarla tedavi
Immunsupresyon
Norosifiliz




CYBE’'den korunma

Yargilamadan

Empati yaparak

Hastanin icinden geldigi toplumun kiltlru dikkate alinarak
Dil

Cins/cinsel yonelim

Yas

Egitim dlzeyi dikkate alinarak ilk vizitte bilgilendirilmeli
(CYBE tarama ve korunma)



CYBE’'den korunma

Asilama
 HAV
e HBV
* HPV

Preventing First Episode of HPV Infection

Indications for HPV Vaccination:

» HIV-infected; aged 9-26 years (Blll)

Note: Please refer to Pediatric Ol guidelines for vaccination of boys and girls younger than age 13.

Vaccination Schedules

For Women:

» HPV recombinant vaccine 9 valent (Types 6, 11, 16, 18, 31, 33, 45, 52, 58) 0.5 mL IM at 0, 1-2, and 6 months (BIlNl), or
« HPV recombinant vaccine quadrivalent (Types 6, 11, 16, 18) 0.5 mL IM at 0, 1-2, and 6 months (Blll), or

» HPV recombinant vaccine bivalent (Types 16, 18) 0.5 mL IM at 0, 1-2, and 6 months (Blll)

For Men:

« HPV recombinant vaccine 9 valent (Types 6, 11, 16, 18, 31, 33, 45, 52, 58) 0.5 mL IM at 0, 1-2, and 6 months (BIll), or
» HPV recombinant vaccine quadrivalent (Types 6, 11, 16, 18) 0.5 mL IM at 0. 1-2, and 6 months (BIll)



CYBE’'den korunma

Erkek kondomu kullanimi
Oz. serodiskordan ciftlerde énemli
Klamidya, gonore ve trikomoniyazdan korunmada etkin

Sex Transm infect 2012 Nowv .88(7):484-9_ doi: 10.1136fsextrans-2012-0S0618. Epub 2012 Sep 21.

Condom effectiveness against non-viral sexually transmiitted infections: a
prospective study using electronic daily diaries.

Crosbv RAT Chamigo RA, Weathers C,. Caliendo AM, Shrier LA

) Author information

Abstract
OBJECTIVES: To prospectively evaluate the protective value of consistent and correct use of iatex condoms
against the acquisition of Chlamydia trachomatis. Neisseria gonorrhoeae and Trichomonas vaginalis.

METHODS: Patients (N=929) attending clinics that treat sexually transmitted infections (STIs) were prospectively
followed for up to 6 months._ Urine ST nucleic acid amplification testing was performed at baseline. 3 months and
& months. Participants were instructed to respond to daily prompts from a handheld device by completing a report
for each penile-vaginal sexual intercourse event. Generalised estimating equation models examined associations
of consistent as well as consistent and correct condom use with STI incidence over 3-month intervals._

RESULTS: Consistent condom use was not significantly associated with STI1 incidence (Estimated OR (EOR)=0._75:
9526 Cl1 (Cl1) 0.43 to 1_30: p=0_-31) However. individuals who used condoms both correctiy and consistently were
estimated 1o have 59%% lower odds of acquiring an ST1 (EOR=0 41 95% Cl O_19 to 0 .90. p=_026). compared to
those who did not.

CONCLUSIONS: The correct as well as the consistent use of condoms greatly reduces the odds of non-viral ST1
acquisition._

HPV, genital herpes, HBV, sifilizde enfekte olan bolgeleri veya
temas olasiligi olan bolgeleri kapattiginda bulas riskini

azaltmaktadirl?2
1. Koss CA, et al. Sex Transm Dis 2009;36:401-5
2. Martin ET, et al. Arch Intern Med 2009; 169:1233-40



Kondomlarin CYBE'den korumada yetersiz oldugu durumlar
hasarlanmasindan ¢cok uygunsuz kullanim ile iliskili

Lateks alerjisi olan kisilerin kullandigi “natural skin” olarak
adlandirilan kondomlar koyun cekumundan tretilmistir ve
porlari 1500 nm

Bu porlar sperm gecisini engeller ancak HIV'den 10, HBV'den
25 kat daha genistirler, CYBE'den korunmada 6nerilmezler
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The Medical Benefits of Male Circumcision

Aaron A. R. Tobian, MD, PhD and Ronald H. Gray, MD_,6K MiSc

Department of Pathology, School of Medicine (Dr Tobian) and Department of Epidemiclogy.
Bloomberg School of Public Health (Drs Tobian and Gray). Johns Hopkins University, Baltimore,
Maryiand.

Wimm = sew staress ascesTiy socesc 1 oSS 1IN eliminating Medicard insurance for male circumcision,
possible ballot initiatives to ban male circumcision, and the long-awaited American
Academy of Pediatrics male circumcision policy statement, there is a need to evaluate the
medical risks and benefits of male circumcision, particularly 1n light of recent medical
evidence.

circumcision decreases

%% to 60%. ' and the long-
term follow-up of otective efficacy of male
CIrCUMCIision in . ; consistent with a large
number of observ HPV ve genital herpes’e karsi tes that found male
circumcision red ere 1s substannal evidence
that removwval of koruyucu al HIV acquisition.
However, the effg uisition among men who
have sex with me insernional but not agamnst
recepuve anal intd 1 intercourse may have
Iimited protection 3

Three randomiz
human immunod

Iin addition to HIV_ male circumc:sion has been shown 1o reduce the risk of other
heterosexually acquired sexually transmitted infectuions (STIs) Two trnals demonstrated that
male circumcision reduces the risk of acquiring genital herpes by 28%; 1o 3496, and the risk
of developing genital ulceranion by 2796 ' Addimonally, the tnals found that male
circumcision reduces the risk of oncogenic high-risk human papillomawvirus (HR-HPWV) bwy
3296 to 352! While some consider male circumcision to be primarily a male issue. one trial
also reporied denvative benefits for female parmners of circumcised men; the risk of HR-
HPV for female partners was reduced by 2894, the risk of bacterial vaginosis was reduced by
20°%, and the risk of trichomoniasis was reduced by 48%%_ 1.2 j1 should be noted that no large-
scale randomized controlled trial has assessed the benefit of neonatal male circumcision
throughout several decades, which 1s when many of the potential health benefits would be
realized. Such a trial is probably not feasible. However, observartional data of men
predominantly circumcised during childhood support the findings of the 3 randomized trials
conducted in Africa! and the long-termm medical benefits of male circumcision.




ART kullanimi
HPTN 052 — HIV bulas riski %96 azaliyor

Bir CYBE tedavisi digerinin bulasini azaltir

PrEP ile kondom uyumunda azalma ve CYBE riskinde artis!




CDC STD Treatment
Guidelines
Apple ve Android

Ucretsiz
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Onemli !!

HIV-enfekte kisiler CYBE yonliinden degerlendirilmeli

MSM ve yuksek riskli heteroseksuiellerin ekstragenital bolge

degerlendirmesi de yapilmal

Hastalarin partnerleri de mutlaka degerlendirilmeli
Gonorede dual tedavi verilmeli

Bakteriyel CYBE 3-4 ay sonra kontrol edilmeli

PrEP kullanimi CYBE sikligini arttirabilir (daha sik tarama)

Kondom kullaniminin 6nemi vurgulanmali

Teknolojiden faydalanilmali — akilli (?) telefonlar -






¥ qu+
Seewm

S+QP



