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MD, E, 1978 dogumlu

llkokul mezunu, serbest meslek

2011 yilinda klinigimize basvurmus

* Hepatit B takibi sirasinda anti-HIV (+) bulunmus

* Evli, esinden ayri, 1 cocuk
* Birden fazla partner (heteroseksiel)




* Yakinma: 3 hafta 6nce baslayan ates, son iki
ayda 11 kg kilo kaybi, 2 hafta dnce baslayan
nefes darhgi, 6ksuruk, balgam, yutma gucligdq,
burun kanamasi

* 10 yildir hepatit B, 3 yildir edinsel
immunyetmezlik sendromu tanisi




Ozgecmis: 20 paket /yil sigara,

17-24/09/2014 tarihleri arasinda klinigimizde
ishal,bulanti kusma yakinmalariyla yatirilarak izlenmis,
o donemde kandida 6zefajiti tanisiyla flukonazol
kullanilmis,

Soygecmis: Anne DM




Fizik Muayene

* Genel durumu orta, suur acik, oryante
ve koopere

* Kol ve bacaklarda dokuntd,

* Servikal bolgede bilateral <1cm LAP
* Vicut kitle indeksi: 17,9 kg/m?

* Vucutisisi: 36.7 °C

* Nabiz: 84/dk, ritmik

* Solunum sayisi: 20/dk, diizenli

* Kan basinci: 110/70 mm Hg




Laboratuvar tetkikleri
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* Hastaya ndbet sartlarinda kan kulttra alinip,
Seftriakson 1 g 2X1 IV

 TMP-SXT 160/800 mg 3x2 oral
* Flukonazol 1x400 mg baslanmis
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Hastanmizin TORAKS BT tetkikinde:

Trakea orta hattadir. Trakea, her iki ana brons ile segmental dallanmalar agiktir.

Mediastinal ana vaskdiler yapilar normal konfigiirasyondadir.

Kalp normal buytkliktedir.

Mediasten iginde tiimdiizeylerde en biiyiikleri rekarinal alanda 12 mm ¢aph olmak {izere multiple lenf nodlari izlenmistir.

Akciger parankim alanlarinin degerlendirilmesinde ;

AKciger parankimi her iki akciger apekste multiple paraseptal amfizem alanlari izlenmektedir. Sol akciger Ust lob anterior segmentte pleporankimal fibrotik dansite artislari eslik eden
traksiyon bronsiektaziler izlenmektedir.

Her iki akciger Ust lobta 6zellikle subplevral alanlarda asiner infiltrasyon ile uyumlu olabilecek simirlanamayan dansite artislari izlenmektedir.

Sol akciger medial bazal segmentte pleroparankimal kalsifik bant ve sol alt lobta intertisyel peribronsial kalinlasmalar ve havalanma artis1 izlenmektedir.

Ust batindan gegen kesitlerde perigastrik ve mezenterik alanda ilk planda lenf nodlari olarak degerlendirilen multiple nodiiler olusumlar izlenmektedir. IV kontrast sonrasi
degerlendirilmesi 6nerilir.

Inceleme alanina giren kemik yapilarda destriiksiyon bulgusu izlenmemistir.



Burun kanamasi devam ediyor, sag servikal lenf bezinde agri ve
blyume, bacaklarda glg¢sizluk,

KBB konstliltasyonu: tampon uygulandi, trombositopeni nedeniyle
lenf bezi biyopsisi yapilamadi.

Hematoloji konsultasyonu: ITP?, glukokortikoid tedavisi ve kemik
iligi biyopsisi 6nerildi.

Dermatoloji konsultasyonu: biyopsiye gerek gorilmedi, kanamaya
sekonder hiperpigmentasyon olarak degerlendirildi

Girisimsel radyoloji: Lenf bezi biyopsisi yapildi.

Noroloji konsliltasyonu: Beyin MR onerildi

Gogus hastaliklar konsultasyonu: akciger TB ?, tedavi onerildi




* CD4 sayisi:%5.4, 53/mm3
 HIV RNA: 15.372.829 IU/ml
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HIV —TB Tedavi baslama zamani

o (D4 T hiicresi sayst <50 hiicre/mm’ ise ART, TB tedavisinin ilk 2 haftasmm icinde baglanmalidir:

o CD4 T lenfositi sayst >50 hiicre/mm?’ ve klinik olarak agmlastiwan bulgular meveut ise (disik Kar-
nofsky skoru. beden kitle endeksinin diisiik olmasi, hemoglobin diisiikliigii, hipoalbiimmemi. organ

disfonksiyonu veya yaygmn hastalik gibi) ART, TB tedavisinin 2-4. haftasinda baslanmalidur;

¢ (D4 T lenfositi sayist >50 hiicre/mm’® ve klinik olarak agirlastiran bulgular yok ise, ART ye TB tedavi-
sinin 2-4. haftasmdan sonra baslanabilir, ancak 8-12 haftay: gecmemelidir.

Y-
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R— CDA4 sayisindan bagimsiz olarak, TB saptanan
TEDAVI REHBERE tim olgulara ART baslanmahidir
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HIV-TB ART secimi

Recommended 1st line ARV combination with anti-TB medicines

TDFRFTC + RAL or TDR/FTCYEFRY (see table for dose adjustment with
rifamycins).

Alternatives

Where combinations are not recommended or fo be used with caution or

because of resistancefintolerance, specialist HIV treatment advice should be

sought.

« TORFTC + Plit, using rifabutin instead of rifampicin (see table for dose
adjustment of rifabutin}. Use with caution.

« TDF/FTC + DTG bid*** with rifampin.

In countries where neither DTG nor rifabutin are available, following combi-
nations could also represent a short-term alternative until anti-TB treatment
has been completad.

+ Rifampin plus fixed-dose combination of ABC/ATCZDY bid + TDF qd (if
HIV-VL = 100,000 copies/mL).

* Rifampin plus double dose LPV/fr or with RTV super boosted (400 mg hid)
+ LPY.

» For other regimens hased on 2NRTls plus NVE, RPY, ETV or MVC, consul
tation with an HIV specialist is recommended.

“** Only pharmacokinetic and not clinical data are available, use with cauti-
on.




ART- Rifamisin etkilesimi

AR cireegy

Specific ARWS

Drug-cdrmesg imteractions amnd rec o —
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Rifabutin:. standard dose. RPFY dose
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ART steroid ilac etkilesimi
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ART rifampisin ilac etkilesimi
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van etkiler-

ABC Rash’ MNausea } IHD *Systemic
Diarrhoea hyper-
sensitivity
syndrome
(HLA,
B*5701
dependent)
ZD Mail pigmen- | Nausea Steatosis Myopathy, Anasmia
tation Rhabdo—
myolysis
S1F S EFV, NVP, RPV hepatit
Pancreatitis
ddl Steatosis, IHD
Liver fibrosis
3ATC
FTC
TDFE!=) 1 BMD,
Osteomalacia
7 Fractures syndrome
risk
NMRTIs
EFV Rash Hepatitis Depression, Dyslipi- | plazma
Sleep daemia, 25{0OH})
disturbanc- Gynaeco- vitamin D,
es, mastia Teratogen-
Headachse, esis
Suicidal
ideation
ETV Rash
NVP Rash’ Hemﬁﬁs’ *Systemic
hypersen-
sitivity (CD4
count-and
gender-de-
pendent)
RPY Rash Hepatitis | eGFRINI Depression,
Sleep
disturbances,
Headache




ART yan etkiler 2

Fls
ATV Hyperbiliru- 1 eGFR, Dryslipi-
bimasmia, MNMephrolith- daemia
Jaundice, iasis
Cholelithiasis
DR Rash Mephrolith- Dryslipi-
iasis daemia
FPwhvil Rash IHD Dy slipi-
daemia
D) Dry skin, Jaundice IHD ~ = Dy slipi-
Hail Mausea h' b'I' "b' H - i
Sytrophy [ama ATV hiperbiliribinemi, <
ia oeal)
LEw IHD Sarlllk, k0|e||th|aS|S
Saivi H
TPV hepatit
TRV Hepatitis . epee o o .
EVG: hiperbiltribinemi
- Boosting
RTV
COBI | eGFRI™
Fl
EMNF Injection Hypersensi-
nodules tiwity
INSTI
RAL MNMausea My opathy, Mood
Rhabdony- changes
olysis
DTG Rash Mausea 1 eGFRIiv) Headache Systemic
hyper-
sensitivity
syndrome
(<=1%)
EVGic MHausea, Hyperbiliru- 1 eGFRI¥] Headache
Diarrhoea binemia
CCRS inhibitor
MWC Hepatitis IHD T Infections
risk




HIV HBV koinfeksiyon

HIW/HBY Co-infection

Any CDA count or cirrhosis' ™

e L
aTcC aTcC
experienced naive
~L- -1~
Add or substi- N = i

tute one NRTI
with TDF as
part of ART™

including TDF
+ 3ITC or FTC

For management of cirrhotic persons, see page 49-52. Persons with
liver cirrhosis and low CD4 count require careful surveilllance in the first
maonths after starting ART in order not to overlook immune reconstitution
syndrome and subsequent liver decompensation due to flares of liver
ENZYMes.

All persons with HBV/HIY co-infection should receive ART including TDF
+ 3TC or FTC unless history of TDF intolerance. In HEBV/HIV co-infected
persons with chronic kKidney disease, see recommendations for Dose
Adjustment of ARVs for Impaired Renal Function and page 45. If TDF

is strictly confra-indicated, entecavir + adefovir may be tried. However,
efficacy and renal toxicity need to be closely monitored, because of the
proven renal toxicity of adefovir. In persons with no prior 3TC exposure,
entecavir may be used alone. NRTI substitution should only be perfor-
med if feasible and appropriate from the perspective of maintaining HIV
suppression. Caution is warranted to switch from a TDF-based regimen
to drugs with a lower genetic barrier, e.q. FTC or 3TC, in particular in
ITC-pretreated cirrhotic persons as viral breakthrough due to archived
YMODD mutations is likely to happen. This has also been described in
individuals with previous 3TC HBY-resistance who have been switched
from TDF to entecavir. The addition of entecavir o TDF in persons with
low persistent HBV-replication has not statistically proved to be efficient
and should therefore be avoided. Results of tials are awaited.

The optimal treatment duration for nucleos(t)ide analogues with anti-
HBY activity has not yet heen determined and experts recommend
life-long therapy if anti-HBY nucleosit)ides are given as part of ART. In
those on ART where the nucleoside backbone needs changing, anti-
HBY therapy may be stopped cautiously in HBeAg positive persons
who have achieved HEe-seroconversion for at least six months or after
confirmed HBs-seroconversion in those who are HEeAQ negative. In
persons with liver cirrhosis, stopping of effective anti-HBY treatment is
not recommended in order to avoid liver decompensation due to flares of
liver enzvmes



Hepatit B-

TB Tedavi

Karaciger rezen yetersizya (3
v 2 hepatotoksk lagla 2 ay
o 1 hepatotoksik lacly, 2 ay

aKEt Karaciqer hastabq) olanlarda atematt tedaw rjimle
RE/7ay HR yada 2 ay HRES /6.y HR ya da 6-0 ay RE
0104y HE

v Hepatotoksk lag olmadan: 1

0-24 2y £5 + Kinolon (+ siklose)




HIV ile iliskili trombositopeni-ayirici

tani

* Psddotrombositopeni
e Kemik iligi baskilanmasi. TMP/SXT, RIF, ETB, radyasyon

* Malign lenfoproliferatif B hticre bozukluklari: KLL, diffiiz
B hicreli lenfoma

* Immunolojik: SLE, immun tiroidit, Evans sendromu,
heparin

e Diger: HUS, TTP, PNH, hipersplenizm, karaciger sirozu

Sekonder trombositopeni ile EDTA-ps6dotrombositopeni ayrimi yapilmali.
(Miyelotoksik ajanlar, CMV, HCV, MAC infeksiyonlari)



HIV ile iliskili trombositopeni

* ART almayanlarda 10 yilhik kimulatif insidans
>%45

* ART kesildiginde hizla trombositopeni
gelisebilir (ort 9 hafta)

* HIV iliskili trombositopenide olgularin
%10’undan azinda trombosit <30.000




HIV ile iliskili trombositopeni- tedavi

m

Asemtomatik ve PLT>30,000/ ART

PLT<30,000/ veya PLT<50,000/ ve ART + ilk secenek : glukokortikoid

belirgin mukoz membran kanamasi Sonrasinda IVIG, anti-(Rh)D, rituximab,
splenektomi

Ciddi kanama PLT transflizyonu, yuksek doz
glukokortikoid, IVIG, tek basina veya
birlikte

Glukokortikoidlere birkag guin icinde yanit beklenir,
En az 3-6 hf stirduridlmeli,

PLT > 60 000 olunca haftalar icinde azaltilarak kesilebilir.




INH 300 mg/giin

Streptomisin 1 g /giin IM

Etambutol 1500 mg/giin IM

Prednol 0,5 mg/kg/giin oral baslandi



HIV direnc testi

Drug Resistance Interpretation: PR

Pl MajorResistanceMutations: MNone

Pl MinorResistanceMutations: K201

OtherMutations: 13V, G16E, M3&l, P39T, R41K, R5TK, 162K, HE9K, LS9M
Proteaselnhibitors

atazanavir/r (ATWVIT) Susceptible

darunawvir/r [DRWV/r) Susceptible

fosamprenavir/r (FPWV/r) Susceptible

indinawvirr (1IDV/r) Susceptible

lopinavirr (LPWV/r) Susceptible

nelfinavir (MFV) FPotentiallow-levelresistance

saquinavir/r (SQWVIr) Susceptible

tipranavir/r (TPW/r) Susceptible

Drug Resistance Interpretation: RT

MRTI ReslstanceMutations: DGETN
MNRTI ReslstanceMutations: E138A

OtherMutations: 1500, Weol, w1181, K122E, 1135T, T1384A, 3162C, Q174M, R211K
Nucleoside RTI Non-Nucleoside RTI

lamivudine (3TC) Susceptible efavirenz (EFV) Susceptible

abacavir (ABC) Susceptible atravirine (ETR) Potentiallow-levelresistance

Zzidovudine (AZT) Low-lavelrasistancs nevirapine (MVP) Susceptible

stavudine (D4T) Low-levelresistance rilpivirine (RPV) Low-levelresistance

didanosine (DDI) Susceptible

amitricitabine (FTC) Susceplible
tenofowir (TDF) Susceptible
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* Tenofovir/emtrisitabin 1x1
* Raltegravir 400 mg 2x1 ile ART tedavi baslandi




Hastanizin KRANIAL MRG incelemesinde:

Supratentorial alanda periventrikiiler ak maddede frontal béliimde sentrum semiovaleye dek uzanim gosteren T2A ve
FLAIR hiperintens sinyal karakterinde degisiklik izlenmekte olup post kontrast incelemede patolojik kontrast tutulumu
saptanmadi. Klinigi ile birlikte degerlendirilmesi ve progresif multifokal lok6ensefalopati agisindan degerlendirilmesi
onerilir.

Sol lateral ventrikiil saga gére asimetrik genis olarak izlenmektedir.

Periferik BOS alanlari belirgindir.




Test sonuclari

PPD, T-spot Negatif

Balgam kultdra Orofarengeal flora elemanlari
uredi

Kan kiltiri Ureme olmadi

Balgamda ARB, TB-PCR Negatif

Kemik iligi TB- PCR, CMV-PCR  Negatif
Lenf bezi biyopsi TB- PCR Negatif
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e Hastanin TB tedavisi kesildi



- CD4+ T hiicre sayisi | HIV-RNA HBV- DNA

2014
2015 yatis

2015 ART
1. ay

% 5,1, 40/mm?3
%5,4, 53/mm?3

%11,3, 160/mm?3

17,155,395 1U/ml
15,372,829 1U/ml

2730 1U/ml

10,122,612 1U/ml

Negatif

75,000

25,000

55.000



Tesekklr ederim




