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43, Erkek, Bekar

Kilo kaybi (son 1 yilda 20 kg )

Ishal (4 aydir, glinde 4-5 kere, sulu )
Karin agrisi

Oksurtk

Balgam



Dis merkez kolon biyopsi sonucu Crohn ile uyumlu
Ic Hastaliklari klinigine yatis , immunsupresif tedavi

TKP; seftriakson ve azitromisin

Kronik ishal ve kaseksi sebebiyle ELISA

Anti-HIV reaktif, HIV RNA 5.528582|U/ml|
Klinigimize nakil




FiZIK MUAYENE

uGenel durumu orta

mBilinc acik oryante koopere,
=Kasektik gorinimde ( VKI:15)
mBatinda minimal hassasiyet mevcut
mDefans rebound yok

uLAP saptanmadi

uDiger sistem muayeneleri dogal




OZGECMIS-SOYGECMIS

= Sigara 20 paket/yil
= Alkol sosyal icici

" Haricinde 6zellik yok




= BK: 10990 mm3 (% 95PNL )"

= Hgb: 1,7 g/dL

= Plt: 397000mm3

= CRP:25 mg/dL

= BUN: 16 mg/dL

= Kreatinin : 0.7 mg/dL

= Albumin: 2.91 mg/dL

LABORATUAR BULGULARI

Hbs Ag: Negatif
Anti-HBs: Negatif
Anti-HAV IgG: Pozitif
Anti-HCV: Negatif
Anti-Toxoplazma IgG: Pozitif
Anti-CMV IgG: Pozitif
Varicella 1gG: Pozitif
Kizamik IgG: Pozitif
VZV IgG: Pozitif

VDRL: Negatif

TPHA: Negatif °




LABORATUAR BULGULARI

= Gaita kilturt: Ureme yok

" Gaita modifiye EZN ile Cryptosporidium spp
" Cryptosporidium antijen testi: Pozitif

= CD4-T lenfosit: 0 hiicre /mm3

" |GST: Negatif
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PCP ? Trimetoprim/Sulfometaksazol

Gastroenteroloji konsultasyonu

Dis merkez patoloji numuneleri tekrar incelendi

Cryptosporidum ile uyumlu mikroorganizma varligi
Immunsupresif tedavi kesildi




Paromomisin ve nitazoksanid basvurusu

Serum C.neoformans antijeni: Negatif

G6z hastaliklari konsultasyonu

Sol Ust perifer fulminan hemorojik
nekrotik CMV retiniti
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CMV

Saanmden |

Monosit/hematopoetik progenitor
hicrelerde yasam boyu latent

Immnsupresyon durumunda
reaktive olarak hastalik olusturur




HIV-CMV

" En sik retinit ile prezente olmakta

= 2/3 oranda tek tarafl

GUIDELINES FOR THE PREVENTION AND TREATMENT OF OPPORTUNISTIC INFECTIONS iN ADULTS AND ADOLESCENTS WITH HIV



ART oncesi %30’'unda gézlenmekteydi.
ART ile %95 azald.
ART sonrasi immun duzelme ile yeni CMV lezyonlari cok nadir

Ancak daha 6nce CMV retiniti gecirenlerde, CD4 >100 olsa bile ntks riski
devam etmekte

Dizenli oftalmolojik takip sart

GUIDELINES FOR THE PREVENTION AND TREATMENT OF OPPORTUNISTIC INFECTIONS iN ADULTS AND ADOLESCENTS WITH HIV
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CD4 sayisi <50 hiicre/mm?3

ART almiyor olmak

CMV seropozitifligi

Diger firsatci enfeksiyonlarin varligi

Kortikosteroid ve diger immunsupresif tedaviler

Yuksek dizey CMV viremisi

HIV RNA dizeyinin yliksek olmasi (> 100.000 kopya/mL)

GUIDELINES FOR THE PREVENTION AND TREATMENT OF OPPORTUNISTIC INFECTIONS iN ADULTS AND ADOLESCENTS WITH HIV
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CMV RETINIT -KLINIK

" Asemptomatik
= Ucusan cisimcikler (floaters)
= Skotomlar (gorme alaninda karanlik noktalar)

u Periferik gorme alani defektleri

= Santral gorme alani defektleri

" Azalmis gorme keskinligi




uSari-beyaz, kabarik nekrotik lezyonlar
mRetinanin tam katini tutar
TANI =Perivaskiler yerlesimli

- . =intraretinal hemoraiji
r_ Deneyimli bir oftalmolog | :

" “Pizza pie” gorinimu: Nekroz + yaygin kanama




TANI-LABORATUAR

= Kan CMV PZR yeri yok
" Dokuda CMV PZR genellikle gereksiz

" Tani belirsizse yada atipik lezyon varsa
vitreus sivisi yada akéz humor




KOMPLIKASYONLAR

® Retina dekolmani

* immun Recovery Uveitis- IRU
-Anterior uveitis
-Vitritis

-Kistoid makula odemi

WWW.UPTODATE.COM PATHOGENESIS, CLINICAL MANIFESTATIONS, AND DIAGNOSIS OF AIDS-RELATED CYTOMEGALOVIRUS RETINITIS
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http://WWW.UPTODATE.COM

TEDAVI

©

GOz Hastaliklar ekibi ile
birlikte ylratalmeli

Antiviral tedavi +ART

7N\

Sistemik intravitreal

20



CLINICAL INFa
HIVgov

Initial Therapy Followed by Chronic Maintenance Therapy—¥For Immediate Sight-Threatening Lesions (within 1,500 microns of
the fovea)

Preferred Therapy

o Gandadovir 5 mglkg IV q12h for 14-21 days, then 5 mglkg IV daily (Al), or

« Gancdovir 5 mgkg IV q12h for 14-21 days, then valgancidovir 900 mg PO daily (Al), or

¢ Valgancidovir 900 mg PO q12h for 14-21 days, then 900 mg once daily (Al)
with or without

« |ntravitreous injections of ganddovir (2 mgfinjection) or foscamet (24 mg/injection) repeat weekly until lesion inactivity is achieved.
This is to provide higher intraocular levels of drug and faster control of the infection until steady-state intraocular gancidovir
concentrations are achieved. (Alll)

o Note: IV gancdovir can be switched to oral valgancdovir if the patient is dinically improving and there are no concems about
gastrointestinal absorption.
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CLINICAL INF6
HIVgov

Alfermative Therapy
« |ntravitreous injections as listed above (Alll); plus one of the following systermic therapies:
o Foscamet 60 mglkg IV g8h or 90 mglkg IV q12h for 14-21 days, then 90-120 mgkg IV ¢24h (BI), or

o Cidofovir 5 mglkg/week [V for 2 wesks, then 5 mglkg every other week with saline hydration before and after therapy and
probenedid 2 g PO 3 hours before the dose followed by 1 g PO 2 hours after the dose, and 1 g PO 8 hours after the dose (total of
4 g) (). Cidofovir is contraindicated in patients with a serum creatinine >1.5 mg/kL, a calaulated creatinine dearance <5 ml/min
or a urine protein =100 mg/kL (equivalent to =2+ proteinuna. Given the nephrotoxic potential of cidofovir, cautious use of cidofovir
with tenofowvir is advised.
= Note: This regimen should be avoided in patients with sulfa allergy because of cross-hypersensitivity with probenedd.
For Peripheral Lesions
« Valganddovir 900 mg PO g12h for 14-21 days, then 900 mg once daily (Al) for the first 3-6 months until ART-induced immune
recovery (All).

22



&

EACS European
AIDS Clinical Society

Disease Drug Dose Comments
Retinitis, immediate sight-threatening ganciclovir 5 mg/kg bid iv 3 weeks, then secondary prophylaxis
a0 or Foscarnet used as alternative therapy if
foscarnet 90 mg/kg bid iv toxicity or resistance to ganciclovir.
Most experts would add intravitreal
injections of ganciclovir (2 mg) or
foscarnet (2.4 mg) for 1-4 doses over
7-10 days in combination with systemic
CMV treatment
Retinitis, small peripheral retinal lesions valganciclovir 900 mg bid po (with food) 2-3 weeks, then secondary prophylaxis
or
ganciclovir 5 mg/kg bid iv
or If adverse reactions or ineligibility to
foscarnet 90 mg/kg bid iv ganciclovir/valganciclovir
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EACS European
AIDS Clinical Society

Secondary Prophylaxis | Maintenance therapy: Cytomegalovirus (CMV) Retinitis
Stop: Inactive lesions treated for at least 3 months AND CD4 count > 100 cells/pL with HIV-VL undetectable over 3 months

Regimens valganciclovir (preferred 900 mg qd po (with food)
regimen)
or
ganciclovir Emﬁquh{xsﬂayNM} _
or 80-120 mg/kg qd iv (x 5 days/
foscarnet week) -

Cidofovir (+ probenecid) may be considered as a therapeutic option for patients unable to tolerate the other treatments listed



NE ZAMAN
KESELIM?

En az 3-6 ay CMV proflaksisi

Lezyonlarin inaktif olmasi

3-6 ay boyunca CD4 sayisinin >100 hiicre/mm3

Relaps acisindan kanda CMV yuku takibi onerilmemekte

3 ayda bir oftalmolojik takip

CD4 sayisi <100 hiicre/mm3 olmasi durumunda tekrar

25



TEDAVI PLANI

Gansiklovir 5mg/kg, 2x1 (3 hafta), sonra sekonder
profilaksi

Intravitreal gansiklovir haftada 1 kez ( 3 hafta )

TKP icin 7 giin AB tedavisi

TMP-SXT 10. gtinde proflaksi dozuna gecildi

Gansiklovir tedavisinin 10. glinlinde TDF/ETC+DTG

26



TEDAVI PLANI

Ishal icin sivi destek tedavisi

ART 1. haftasinda ishal sikayeti geriledi

Paromomisin basvurusu onaylandi

Hasta poliklinik 6nerileriyle taburcu edildi

27



Tani ART1.Ay ART 3.ay ART6.ay  ART9.ay

CD4 (hc/mm3) 0 4 29 26 21

RNA (IlU/ml) [5.528582 [20117 2.298 <100 <100

28



TAKIPLERINDE ART 9. AY

uAtes

sistahsizlik Batin orta hatta prevaskuler
. bolgede yaklasik 8 mm

.HaISIZIIk kalinlikta 60 mm uzunlukta

"Ishal mezenterik yumusak doku

=Kilo kayb1 sikayeti lezyon, malignite




FiZIK MUAYENE

Genel durumu orta, bilin¢ acik koopere
Batin rahat, defans rebound yok
Diger sistem muayenesinde 6zellik yok

Lenfadenopati saptanmadi




LABORATUAR BULGULARI

= BK: 4890 mm3 (% 95PNL)

= ALT: 52 U/L
= Hgb: 12 g/dL = AST:56 U/L
= Plt: 182.000mm3 = Crp:32 mg/L
= ALP: 854 U/L = Tbil:0.26
= Na: 127 mEq/L = Sedim:60

= |DH:389 U/L
= GGT:265 U/L

= Albumin: 1.6 g/dL
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LABORATUAR BULGULARI

= Gaita kulturande tGreme yok
" Gaita modifiye EZN ile m.o. gorilmedi
= Crytosporidium antijeni negatif

" Gaitada gizli kan pozitif

32







LABORATUAR BULGULARI

= Kolonoskopi yapildi CMV lehine lezyon
gorulmedi.

®= Alinan orneklerde;
-HHV-8: negatif
-CMV-PZR: Negatif
-ARB: Negatif
-M.tuberculosis PZR: Negatif
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GORUNTULEME

PET BT:Mide ve batin sol alt
kadranda hipermetabolizma
Sol supraklavikular bolgede,

batinda ve mediastende SUV-

Max 3- 8 arasinda degisen
LAP

MRCP: Sol lobda intrahepatik
safra yollarinda minimal
dilatasyon izlendi. Koledok
normalden genis izlendi.

J
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LABORATUAR BULGULARI

Brucella Aglutinasyon negatif

Tularemi negatif

Bartonella negatif

Serum cryptococcus antijen testi negatif

VDRL-RPR negatif
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MIKROBIYOLOJIK TETKIKLER

"Gram boyamada 6zellik yok
®Nonspesifik kulttrde treme yok
"Doku biyopsisinde ARB pozitif
uM. tuberculosis PZR negatif
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PATOLOJI

Nekrotizan supuratif granulomatoz lenfadenit

-MEVCUT BIYOPS| MATERYALINDE LENF NODU YAPISI iZLENMEMIiS OLUP
TUMUYLE GRANULOMATOZ ODAKLARVE ARADA HISTIYOSITIK
HUCRELERDEN iBARETTIR.

-OLGUDA TUBERKULOZ VEYA FUNGAL ETYOLOJIYE YONELIKYAPILAN
HiSTOKIMYASAL INCELEMEDE EZN VE PAS iLE BU YONDE POZITIF
BULGU SAPTANMAMISTIR. ANCAK BUYONTEMIN NEGATIF ONGORU
DEGERININ SINIRLI OLDUGU BILINMEK TEDIR.

-LENFOMA YA DA METASTAZ LEHINE BULGU GéRULMEMi$TiR
ANCAK LENF NODUNDA TRU-CUT ORNEKLEMENIN PARSIYEL TUTULUM
GOSTEREN ANTITELERDEYONTEM OLARAK TANI SINIRLILIGININ
OLDUGU GOZ ONUNDE BULUNDURULMALIDIR.

-OLGUNUN GRANULOMATOZ LENFADENITLERIN ESLIK
EDEBILECEGI .NO.N-NEOPLASTiK, ENFEKSiYOZVE NEOPLASTIK
ANTITELERYONUNDEN KLIiNiK, RADYOLOJiK VE SEROLOJiK
BULGULAR ESLiGINDE KORELASYONU ONERILIR.
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ON TANINIZ




LAP-ETYOLOJI

Kategori

SN eras LGV M. tuberculosis, MAC, Bartonella, Brucella, Tularemi
Enfeksiyoz - Viral CMV, EBV, HHV-8, HIV,
Enfeksiyoz - Fungal Histoplasma, Cryptococcus, Coccidioides

Sl eras ST ETE Toxoplasma, Leishmania, Strongyloides

Neoplastik Non-Hodgkin lenfoma, Kaposi sarkomu, Castleman hastaligi
Sarkoidoz

Reaktif / immiin IRIS, ilac hipersensitivitesi, Primer HIV enfeksiyonu
Metabolik / Diger Lenfanjiomiyomatozis, Amiloidoz, Kikuchi, Silika/Asbest
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TUBERKULOZ-HIV

Global estimates of the number of people with a new episode of TB (incident cases)

attributable to five risk factors,* 2023

Undernutrition

Alcohol use disorders : * :
Smoking : »
HIV infection 1 i I
' L ]
Diabetes | & |
i
0 0.2 04 0.6 0.8 1.0 12

Number of cases [millions)
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KLINIK

CD4 > 200/mm?

Klinik tablo HIV negatif bireylere benzer
Tipik pulmoner TB baskindir

Radyolojik gorunti: Kavite, st lob tutulumu
Balgam ARB pozitifligi sik

Sistemik bulgular: Ates, kilo kaybi, gece
terlemesi

CD4 < 200/mm?3
= TB atipik seyredebilir
" Ekstrapulmoner ve dissemine TB daha sik:

Lenf nodu TB (en sik ) (servikal,mezenterik) Plevral,
perikardiyal, MSS, kemik iligi

= Miliyer TB
= Radyolojik bulgular silik, kavite nadirdir
= Balgam ARB genelde negatiftir

GUIDELINES FOR THE PREVENTION AND TREATMENT OF OPPORTUNISTIC INFECTIONS IN ADULTS AND ADOLESCENTS WITH HIV
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TANI

Bakteriyolojik olarak dogrulanmis TB:

Bu tanim, yayma, kiltlr ya da valide edilmis bir molekuler test ile
pozitif bulunan hasta igin kullanihr.

Klinik tani alan TB:

Bakteriyolojik dogrulama kriterlerine tam olarak uymayan, ancak
bir klinisyen tarafindan aktif TB tamisi konulan ve TB tedavisi planlanan
olgudur. Histopatolojik tani alan hastalar da bu gruptadir.

T.C.SAGLIK BAKANLIGI

TUBERKULOZ

TANI VE TEDAVI
REHBERI

2. BASKI

Ankara - 2019




HIV VE MYCOBACTERIUM AViUM COMPLEX

MAC toprakta, suda, cevrede yaygin olarak bulunan atipik bir
mikobakteri

Inhalasyon, yutma ya da inokilasyon

Etkin ART ve proflaksi almayan, hastalarda dissemine MAC hastaligi
insidansi % 20- 40

Modern ART ile ilk firsatcl enfeksiyon olarak goriilme insidansi <2/1000
Kisi-yil

GUIDELINES FOR THE PREVENTION AND TREATMENT OF OPPORTUNISTIC INFECTIONS iN ADULTS AND ADOLESCENTS WiTH HIV
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RISK
FAKTORLERI

=CD4 T lenfosit sayisi <50 hiicre/mm3
="ART've ragmen HIV RNA >100,000 kopya/mL

®Daha 6nceki veya eszamanli firsatci enfeksiyonlar
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DISSEMINE MAC
=Ates

mGece terlemesi
"Kilo kaybi
2|shal

mKarin agrisi

" Hepatomegali
" Splenomegali
" Lenfadenopati

Paratrakeal, Retroperitoneal,
Paraaortik, Nadiren periferik

Tani; kan, lenf dGgimu, kemik iligi
veya diger steril doku veya vicut
sivisi kulturlerinden MAC izolasyonu

GUIDELINES FOR THE PREVENTION AND TREATMENT OF OPPORTUNISTIC INFECTIONS iN ADULTS AND ADOLESCENTS WiTH HIV




PRIMER PROFLAKSI

Pwventing First Episodo of Disseminated MAC Disease (Prlmary Pmphylaxit)
= Primary prophylaxis is not recommended for adults and adolescents who immediately initiate ART (All).

Indications for Initiating Primary Prophylaxis
e Not on fully suppressive ART, and

e CD4 count <50 cells/mm? after ruling out disseminated MAC disease based on dinical assessment (which may include
mycobacterial blood culture for some people with HIV) (Al)

Preferred Therapy

e Azithromycin 1200 mg PO once weekly (Al), or
e Clarithromycin 500 mg PO BID (Al), or

e Azithromycin 800 mg PO twice weekly (BIll)

Altemative Therapy

= Rifabutin 300 mg PO daily (Bl) (dose adjustment may be necessary based on drug-drug interactions, please refer to
TIable 4 for dosing recommendation when used with ARV drugs).

« Note: Active TB should be ruled out before starting rifabutin.
Indication for Discontinuing Primary Prophylaxis

= Initiation of effective ART (Al)

Indication for Reslarting Primary Prophylaxis

e CD4 count <50 celis/mm? (only if not on fully suppressive ART) (Alll)

GUIDELINES FOR THE PREVENTION AND TREATMENT OF OPPORTUNISTIC INFECTIONS iN ADULTS AND ADOLESCENTS WiTH HIV




TEDAVI

Treating Disseminated MAC Disease
Preferred Therapy
e At least 2 drugs as initial therapy to prevent or delay emergence of resistance (Al)
o Clarithromycin 500 mg PO twice daily (Al) plus ethambutol 15 mg/kg PO daily (Al), or

o Azithromycin 500-600 mg (All) plus ethambutol 15 mg/kg PO daily (Al) when drug interactions or intolerance
precludes the use of clarithromycin

o Note: Testing of susceptibility to clarithromycin or azithromycin is recommended.

Alternative Therapy

e Some experts would recommend addition of a third or fourth drug for people with HIV with high mycobacterial loads
(i.e., >2 log CFU/mL of blood), or in the absence of effective ART (CIll).

The Third or Fourth Drug Options May Include:

e Rifabutin 300 mg PO daily (Cl) (dose adjustment may be necessary based on drug-drug interactions), or

« A fluoroquinolone (Clll) (e.g., levofloxacin 500 mg PO daily or moxifloxacin 400 mg PO daily), or

e An injectable aminoglycoside (Clll) (e.g., amikacin 10-15 mg/kg IV daily or streptomycin 1 gm IV or IM daily)

GUIDELINES FOR THE PREVENTION AND TREATMENT OF OPPORTUNISTIC INFECTIONS iN ADULTS AND ADOLESCENTS WiTH HIV
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TEDAVI
PLANI

Dortlu antitiberkiloz tedavisi baslandi.

Izoniazid 300 mg+Pirazinamid 1000 mg+Etambutol 1000 mg+
Rifampisin 600 mg

B6 replasmani yapildi

Tuberkiloz disi mikobakteri (TDM) enfeksiyonu ekarte
edilemediginden azitromisin 2x500 mg eklendi

49



TEDAVI
PLANI

Regimean Main requirements

Recommendad regimens with rifampicin

Additional guidance (footnotes)

2 NRTIs + NNRTI

TREATE + EFV OF Al badiima or 2 hours before dinner

TOFIFTCIEFY

ABCI3TC + EFY HLA-B*57:01 negative

HEsAg neqalive
HIV-YL = 100,000 coplesiml
At bedtime or 2 hours before dinner

(tanofovir sakts)
(EFV: suledality. HIVZ ar HIV-1 group O)

(ABC: HLA-B*57:01)
(EFV: suicidality, HIV-2 ar HIV-1 group 0)

Ahmﬂ?nzrﬁﬂ@n: with rifampicin

TXFIXTC + DTG bid

I (tanofovic salls)
IV (DTG dosing)
TKFIXTG + RAL bid | (tenofovir saits)
Vo (RAL: dosing)
ABCHATE + RAL kid HBzAg negalive I (ABC: HLA-B*57:01)
HLA-B*ST.01 negative %o [RAL: dosing)
_l.:lillar cmnh]?i_tinn: with .rﬂi_ﬁutlu
2 MRTIs + PUr
TXFIXTC + DRV With food Y frifabutin dosing)
ABC/ATC + DRV HLA-B*57.01 negative I (ABC: HLA-B*57:01)
HEzAg nagalive W [rifabutin dosing)
HIV-VL = 100,000 copiesimL
With food

Mevcut ART devam edildi. Dolutegravir 2x50 mg olarak dozu revize edildi.
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Tbc tedavisine yan etki gelismedi

TAKIP Yatisinin 1.ayinda sikayetleri gerileyen hasta taburcu edildi

Mikobakteri kilturinde Greme olmadi
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2 ayhk dortlG, 4aylik ikili idame tedavisi ile tiberkuloz lenfadenit
tedavisi tamamlandi

Tuberklloz disi mikobakteri enfeksiyonu icin etambutol, azitromisin
seklinde toplam tedavisi 12 aya tamamlandi

TAKIP
DTG 50 mg 1x1 olarak tekrar doz revize edildi.

CD4 T lenfosit sayisi : 49 hiicre/mm3
HIV RNA: Saptanmadi

52






SEKONDER PROFLAKSI

Chronic Maintenancg Therapy (Secondary Prophylaxis

Same as treafment reqimens i ..
' g = Azitromisin + Etambutol sekonder

Crtera for Disconfnuing Chronic Mainenance Therapy (Al proflaksisine devam edildi.

! P T By = Kemik dansitometrisinde osteopeni

o No sgns and symptoms of MAC isease, and saptaninca BIC/TAF/FTC
o Have sustained (> months) CDA count >100 cellimm? i response to ART

Indication for Restarting Secondary Prophylaxi
o CD4 <100 ogllgimm (AN

GUIDELINES FOR THE PREVENTION AND TREATMENT OF OPPORTUNISTIC INFECTIONS iN ADULTS AND ADOLESCENTS WiTH HIV 54



ART 24.AY ART 27.AY ART 30.ay ART 33.ay ART 36. ay

CD4 (hc¢/mm3) 29 26 47 19 23

RNA (IU/ml) |NEGATIF  |NEGATIF  INEGATIF <100 <100
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CD4 T- LENFOSIT SAYISI
DUSUK OLMA NEDENLERI




Baslangi¢c CD4 diizeyi ¢ok diistik

CD4 <50/mm?3 ile baslayan hastalarda immiin reklperasyon
zayIf olabilir

leri yas

Yasli bireylerde timus aktivitesi azalmis olabilir

Kemik iligi baskilanmasi

Kemik iligi infiltrasyonu, HIV iliskili miyelotoksisite, ilaglar

Kronik koinfeksiyonlar

CMV, HBV, HCV, TBC, latent infeksiyonlarin immuin yaniti
baskilamasi

HIV disi immiuinolojik hastaliklar

Otoimmouniteler veya primer immun yetmezlik tablolari

ART rejimine bagh yetersizimmiin
modiilasyon

Bazi ART kombinasyonlarinda CD4 artisi sinirli olabilir

Persistan inflamasyon

Mikrobiyal translokasyon, bagirsak bariyer bozuklugu
nedeniyle inflamasyon sirebilir

llaclara yanitin kisisel farkhiliklar:

Genetik veya farmakokinetik nedenlerle immun yanit zayif
olabilir

Lenf nodlarinda fibrozis

HIV siresince gelisen fibrozis nedeniyle CD4 yapimi
bozulabilir



EYLUL 2024

= Karin agrisi

= Karinda sislik

" Nefes darlgi

= FM’de asit

" CD4 T lenfosit sayisi 29

= HIV-RNA saptanamaz dlizeyde
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ASIT- TETKIK

"Drenaj kateteri

"Transuda

=Hicre sayiminda 178 hiicre ( %81 MNL)
®Non-Spesifik kulturde treme olmadi
"ARB negatif

s M.tuberculosis PZR negatif

=»Mantar kultiirinde Ureme olmadi
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AC goruntulemesinde masif plevral eflizyon

USG: Bagirsak anlarinda 6zellikle jejunal anslarda daha
belirgin olmak tGzere duvar kalinlasmalari, safra
kanallarinda dilatasyon

Kolonoskopi ve PET-BT randevusu
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TAKIP

Mikobakteri kultirinde olmadi

Asit sivisi patoloji sonucu:
CD3- CD20 ile mikst boyanma
HHV-8: Negatif

CMV PZR: Negatif

Kolonoskopi : Non spesifik kolit

PET-BT : Supraklavikular,mediastende ve batindaki lenf
nodlarinin bazilarinda regresyon bazilari ise ayni boyutlarda
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LAP TETKIK

={|AB: Nekrozun eslik ettigi granulomatoz reaksiyon
®M.tuberculosis ARB, PCR ve kultur negatif

=|HK icin yeterli drnek olmadigi icin HHV-8
calisilamadi
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Siloz asit

Girisimsel radyoloji tarafindan
istenen lenfanjiografide kacak
tespit edilince lipiodol
esliginde sklerozan madde ile
onarim yapildi

Hematoloji tarafindan yapilan
kemik iligi biyopsisinde ve
akim sitometrisinde patoloji
saptanmadi

Travmatik

Maligniteler

Enfeksiyonlar

Konjenital

Siroz

Diger Nedenler

Cerrahi

Penetran/Blunt Travma

latrojenik

Lenfatik Obstriksiyon

Mikobakteriyel

Paraziter

Fungal

Lenfatik Anomaliler

Artmis lenfatik basing

Kardiyojenik

inflamatuar

ilag veya Radyasyon

IRIS (Immune Reconstitution)

* Abdominal aort cerrabhisi
* Lenf nodu diseksiyonu
* Ortopedik retroperitoneal cerrahiler

* Batin travmasi
* Lenfatik damar ruptiri

* Kateter yerlestirilmesi
* Peritoneal diyaliz

* Non-Hodgkin lenfoma (en sik)

* Hodgkin lenfoma

* Kaposi sarkomu

* Gl timorler (mide, pankreas, kolon)

* Tiberkiiloz (peritoneal TB)
* Mycobacterium avium kompleksi (ozellikle AIDS hastasinda)

* Filaryazis (Wuchereria bancrofti)
* Histoplazmozis

* internal lenfangiektazi
* Lenfatik agenezis
* Noonan sendromu

* Karaciger sirozu (ozellikle ileri evre)
* Portal hipertansiyon

* Konstriktif perikardit
* Sag kalp yetmezligi

* SLE
* Sarkoidoz
* Retroperitoneal fibrozis

* Radyoterapiye bagl lenfatik tikanikhk

« Ozellikle AIDS hastalarinda TB veya MAC sonrasi



PLAN

Kriptokok nadiren generalize LAP yapabilmekte, lenf nodu kriptokok
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OZETLE

TBC koenfeksiyonu sik Lenfoma tanisi icin
olmakla birlikte MAC eksizyonel biyopsi gerekli
enfeksiyonu akilda oldugu akildan

tutulmali cikarilmamal

HIV takibi dinamik bir
surec ilac etkilesimleri,
ayirici tanilar tekrar tekrar
gozden gecirilmeli

Sekonder proflaksi
acisindan rehber
onerilerine uyulmali
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