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Epidemiyoloji

* |lk tanimlama 1909: Chagas

e 1980 6ncesi > ABD’de 100 olgu/yilda (immun
supresiflerde)

 1981’de - Daha 6nce saglikh 5 homoseksiel erkekte (LA)
* Taksonomik siniflama— Trypanosona

* Parazit

1988 - Tek huicreli fungus

Mature. 1958 Aug 11;334(6152):519-22.

Ribosomal RNA sequence shows Pneumocystis carinii to be a member of the fungi.
Edrman JC1, Kovacs JA Masur H, Santi DV, Elwood HJ, Sogin ML
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Emerg Infect Dis, 2002 Sep:509):591-6.

A new name (Pneumocystis jiroveci) for Pneumocystis from humans.
StrinqerJH1, Beard CH, Miller RF, Wakefield AE.

+ Author infermation

Abstract

The disease known as Pneurmnocystis carinii pneumonia (FCP) is a major cause of illness and death in persons with impaired immune
systermns. While the genus Pneumocystis has been known to science for nearly a century, understanding of its members remained
rudirnentary until DMA analysis showed its extensive diversity. Pneumocystis organisms from different host species have very different
OrA sequences, indicating multiple species. In recognition of its genetic and functional distinctness, the arganism that causes human
PCP is now named Predrmocystis jirovecl Frenkel 1993 Changing the organism's name does not preclude the use of the acronym
FCP because it can be read "Pneurmocystis pneumonia." DMA sequence wariation exists among samples of P jirovec, a feature that

allows reexamination of the relationships bebween host and pathogen. Instead of lifelong latency, transient colonization may be the
rule.

* Etken: Pneumocystis jirovecii
* PCP = PneumoCystis pneumoniae



Epidemiyoloji

 Ascomycetous’ uyesi
— P. jirovecii: insanlari enfekte eder
— P. carinii: ratlar1 enfekte eder

* |nsanlarda ve bircok memelinin solunum
yollarinda

* Cevresel rezervuar YOK
* Hayvan kaynagi YOK

* Baslangic enfeksiyon: erken ¢ocukluk
— 3-4 y-> %80’ninde P. jirovecii Ab (+)

Gigliotti F, Wright TW (2012) Pneumocystis: Where Does It Live?. PLOS Pathogens 8(11)
aidsinfo.nih.gov/guidelines/html/4/adult-and-adolescent-opportunistic-infection



Epidemiyoloji- Prevelans

* HIV pozitiflerde en sik oportunistik enfeksiyon

* PCP profilaksi kullanimindan 6nce
— AIDS’de sikligi %70-80

* Dunyada her yil >400.000 yeni olgu

aidsinfo.nih.gov/guidelines/html/4/adult-and-adolescent-opportunistic-infection
Limper AH, Adenis A Le T, Harrison TS, Fungal infections in HIV/AIDS. Lancet Infect Dis. 2017 Nov;17(11):e334-e343.



Int JSTD AIDS. 2018 Fely 290230115121 doi: 1011 7095646241771 TESA. Epub 2017 Jun 29.

Characteristics of hospital admissions for pneumonia in HIV-positive individuals in Winnipeg,
Manitoba: a cross-sectional retrospective analysis.

yan Gaalen 81, Duff M2, Arrovave LF?, Rueda 2V Kasper K, Kevnan v,

* 2005-2015

e Pnomoni ile bavuran 123 HIV+ hasta

— %33: organizma izole edilmis (68/209)

— 39 hastaya BAL yapildi
e 27 (%69) organizma izole edildi

* En sik etken: Pneumocystis jirovecii (%88)



Epidemiyoloji- Bulas

* Insanlara bulas: net degil

— Rodentlerle yapilan calismalar - hava yolu ile
bulasi disinduruyor

— Bulas: Cok siki temas ile

Cushion MT. Pneumocystis: unravelling the cloak of obscurity. Trends Microbiol. 2004;12:243-9
Hocker B, et al. Molecular evidence of Pneumocystis transmission in pediatric transplant unit. Emerg Infect Dis. 2005;11:330-2



Epidemiyoloji- Risk Faktorleri

— CD4 <%14

— CD4<200 hiicre/uL + PCP proflaksisi almayan hasta
— YUksek HIV RNA

— Daha dnce PCP epizodu gecirmesi

— Oral kandida plaklari

— Rekurren bakteriyel pndmoni

— Kilo kaybi

— Diger firsat¢i enfeksiyonlarin olmasi

Murray JF. Pulmonary complications of HIV-1 infection among adults living in Sub-Saharan Africa. Int J Tuberc Lung Dis. 2005 Aug. 9(8):826-35
Byers DK, Decker CF. Unusual case of Pneumocystis jiroveci pneumonia during primary HIV infection. AIDS Read. 2008 Jun. 18(6):313-7.
Sax P. HIV Essentials. Royal Oak, Mich: Physicians Press; 2007.



Morfoloji

* 3 morfolojik evre:

— Trofozoid (trofik form): enfeksiyon sirasinda baskin
goriinen form

— Sporozoid (prekistik form)
— Kist

BAL'da trofozoidler Akciger dokusunda kistler: gimiis boyama
Kist duvari: siyah



* Herkes hayatinin erken dénemlerinde P. jirovecii ile karsilasir:
— Immun sistem saglikli ise=> Enfeksiyon tamamen temizlenir

— Immun supresyonda > MO prolifere olur > pndmoni

Normal konak

Immunkompromize

Asemptomatik
Konak

veya
Hafif enfeksiyon

Normal konak Siddetli pnomoni

Gigliotti F, Wright TW (2012) Pneumocystis: Where Does It Live?. PLOS Pathogens 8(11)



Patogenez

Hiicresel + humoral immunite defektif olmali

MO inhale edilir
NE

Trofik formu alveollara baglanir

N2

Kontrolsiiz cogalma

N2

Aktive alveolar makrofajlar, CD4 olmadan
MO’yi eradike edemez

N2

Alveolar kapiller permiabilite T

Limper AH, Adenis A Le T, Harrison TS, Fungal infections in HIV/AIDS. Lancet Infect Dis. 2017 Nov;17(11):e334-e343.



Klinik

Oykii:
 Semptomlar non-spesifik
* Baslangic subakut (haftalar icinde)
— Progresif eforla gelisen dispne (95%)
— Non-produktif okstiriik (95%)
— Ates (>80%)
— GOgus rahatsizhig
— Kilo kaybi
— Titreme

— Hemoptizi (nadir)

Fujii T, Nakamura T, Iwamoto A. Pneumocystis pneumonia in patients with HIV infection: clinical manifestations, laboratory findings, and radiological features. J Infect
Chemother. 2007 Feb. 13(1):1-7



Klinik

Fizik muayene: non-spesifik

— Takipne

— Ates

— Tasikardi

— Orta dlzeyde raller ve ronkusler
— Oral kandida sik

— % - fizik muayene normal



Klinik

Ekstrapulmoner bulgular: nadir

— llerlemis hastalarda

— Profilakside inhaler pentamidin aliyor ise
— Profilaksi almiyor ise gorulebilir

N2
« SSS

Ki (nekroz>pansitopeniye ilerleyebilir)
* LAP

* GOz (retinal pamuk atig1 gorintisu)

Tiroid (hizl buyuyen tiroid kitlesi)
* GIS



Klinik

Hipoksemi: En karakteristik lab. bulgusu

* HAFIF (PA 02- PaO2 <35 mm Hg veyaP0,>70 mmHg )
* ORTA (PA 02- Pa02 35- 45 mmHg)
 SIDDETLI (PA 02- PaO2 245 mmHg)

aidsinfo.nih.gov/guidelines/html/4/adult-and-adolescent-opportunistic-infection




Tani- Radyoloji

Akc grafisi:

— Tipik diftz, bilateral,
simetrik ‘buzlu cam’
interstisyel infiltr

— Kelebek tarzda yayilir

— Erken/hafif enfeksiyonda
normal olabilir

aidsinfo.nih.gov/guidelines/html/4/adult-and-adolescent-opportunistic-infection



Tani- Radyoloji

* Atipik radyolojik gorunuim de olabilir
— Nodiler, kistik, asimetrik gérinim
— Ust lopta yerlesim
— Intratorasik adenopati
— Pnédmotoraks
— Kavitasyon (nadir)
— Plevral eflizyon (nadir)

* %15: eslik eden baska bir etken var
(tbc, kaposi sarkom, bakteriyel pnémoni...)

aidsinfo.nih.gov/guidelines/html/4/adult-and-adolescent-opportunistic-infection



Tani- Radyoloji

* HRCT daha yararli (sensitivite 1)
* Yamali infiltrasyon: tipik

* Normal BT: PCP’yi dislamaz




Tani- Laboratuar

 LDH %90°da LDH T
— Akciger hasarini yansitir
— Sensitivite %78-100
— Spesifite |
— Tedaviile LDH ,

— Kademeli ylkselir ise—> tedaviye yanitsizlik / kot prognoz lehine

e 1,3 B-D-glukan: Fungus hiicre duvari komponenti
— Diger fungal hastaliklarda, hemodiyalizde ve bazi ilaglarla da yukselebilir

— Diizeyi cok yliksek ise (>100 pg/mL) - Tedaviyi baslamada destekleyici

Grover SA, et al. The clinical utility of serum lactate dehydrogenase in diagnosing pneumocystis carinii pneumonia among hospitalized AIDS patients. Clin Invest Med. 1992
Alanio A, et al. Real-time PCR assay-based strategy for differentiation between active Pneumocystis jirovecii pneumonia and colonization in immunocompromised
patients. Clin Microbiol Infect. 2011

Onishi A, et al. Diagnostic Accuracy of Serum 1,3-B-D-Glucan for Pneumocystis jiroveci Pneumonia, Invasive Candidiasis, and Invasive Aspergillosis: Systematic Review and
Meta-Analysis. J Clin Microbiol. 2012



Braz Jinfect Diz. 2017 Moy - Dec; 21 (81 608-612. doi: 1010164 bjid 201 7.07.002. Epuby 2017 Jul 29.

Serum markers as an aid in the diagnosis of pulmonary fungal infections in AIDS patients.
Passos AlMT, Dertkigil RP?, Ramos MC', Busso-Lopes AF®, Tararan ¢, Ribeiro EQ7, Schreiber A7*, Trabasso P!, Resende MR, Moretti ML,

+ Author information

Abhstract
INTRODUCTION: The etiology of pulmonary infections in HIY patients is determined by several wvariables including geographic region
and availability of antiretroviral therapy.

MATERIALS AND METHODS: A cross-sectional prospective study was conducted from 2012 to 2016 to evaluate the occurrence of
pulmonary fungal infection in HM-patients hospitalized due to pulmonary infections. Patients' serums were tested for (1-3)-p-0-Glugan,
galactomannan, and lactate dehydrogenase. The association among the variables was analyzed by univariate and multivariate
reqression analysis.

RESULTS: 60 patients were included in the study. The patients were classified in three groups: Pneumocystis jirovecii pneumonia (19
patientsy, community-acquired pneumonia (18 patients), and other infections (23 patients). The overall mortality was 13.3%. The time
since diagnosis of HY infection was shorer in the pneumocystosis group (4.94 years; p=0.001) than for the other two groups of
patients. The multivariate analysis showed that higher (1-3)-p-D-Glucan level (mean: 241pg/mL) and lactate detyydrogenase (mean:

762U/ were associated with the diagnosis of pREUMOCyYSi0515. FREUMOCYSI051S Was e a5 aenring MNess i 11 out or 16 Newly
diagnosed Hiv-infected patients.

CONCLUSION: In the era of antiretroviral therapy, PJP was still the most prevalent pulmonary infection and (1-3)-p-D-Glucan and
lactate dehydrogenase may be suitable markers to help diagnosing pneumocystosis in our HY population.

* (1-3)-B-D-Glukan (ort 241 pg/mlL)
e LDH (ort 762 U/L)
N2

 PCP tanisinda anlamli daha yuksek




Tani- Balgam

* En azinvaziv, en hizli ydntem
* Spontan alinan balgamin sensitivited, - tanida @

* Balgam indiiklenerek alinmali (hipertonik salin)
(histopatoloji + mikrobiyoloji)

— MO gorme ihtimali artar
 Spesifite yiksek (99%-100%)
 Sensitivite degisken (< 50% - >90%)

Limper AH, Adenis A Le T, Harrison TS, Fungal infections in HIV/AIDS. Lancet Infect Dis. 2017 Nov;17(11):e334-e343.
Bighby TD, et al. The usefulness of induced sputum in the diagnosis of Pneumocystis carinii pneumonia in patients with the acquired immunodeficiency syndrome. Am Rev
Respir Dis. 1986 Apr. 133(4):515-8



Tani

e Klinik, lab ve radyoloji --- patognomonik degil
e MO rutin klltirde Uretilemez

N2

e Kesin Tani: histopatoloji

— Doku, BAL veya induklenmis balgam-MO go6sterilmesi

- Transbronsiyal biyopside % 95-100
- Acik akciger biyopsisinde %95-100
- BAL 6rneginde %90-99

- Indiiklenmis balgamda <%50...%90

aidsinfo.nih.gov/guidelines/html/4/adult-and-adolescent-opportunistic-infection



Tani

* Boyalar:

— Giemsa, Wright: Kist ve
trofozoidleri boyar

— Gumis boyama, Gram,
kristal violet, toluidin j o 3
mavisi: kist duvarini boyar ) l"'

— Direkt immunfloresan : % .

(BAL'da duyarlilik %95) \G:Ijm

Limper AH, Adenis A Le T, Harrison TS, Fungal infections in HIV/AIDS. Lancet Infect Dis. 2017 Nov;17(11):e334-e343.
Wilson JW, et al. Pneumocystis jirovecii testing by real-time polymerase chain reaction and direct examination among immunocompetent and immunosuppressed patient
groups and correlation to disease specificity. Diagn Microbiol Infect Dis 2011; 69: 145-52.



Tani

Molekiiler tani: Sensivite ve spesifitesi T

— Kolonizasyon/ enfeksiyon ayrimi yapamaz

PLoZ One, 2017 Jul 51207 1e01 80539, doi; 10,1371 journal pone 0180559, eCallection 2017,

Comparison of quantitative real-time PCR and direct immunofluorescence for the detection of
Pneumocystis jirovecii.

Moodley B, Ternpia 5%, Frean JA™5,
e 2005- 2009, 305 PCP on tanisi, induklenmis balgam
* Konvansiyonel IFA ve gPCR
— qPCR %67 (204/305)
— IFA: %51 (156/305)

Limper AH, Adenis A Le T, Harrison TS, Fungal infections in HIV/AIDS. Lancet Infect Dis. 2017 Nov;17(11):e334-e343.

Wilson JW, et al. Pneumocystis jirovecii testing by real-time polymerase chain reaction and direct examination among immunocompetent and immunosuppressed patient
groups and correlation to disease specificity. Diagn Microbiol Infect Dis 2011; 69: 145-52.



Diger non-invaziv testler

e Solunum fonksiyon testleri
— CO diflizyon kapasitesi {, (<%75)---sensitivite T
— DLCO normal ise--- PCP’den uzaklastirir

* Puls oksimetre: O2 saturasyonu

Limper AH, Adenis A Le T, Harrison TS, Fungal infections in HIV/AIDS. Lancet Infect Dis. 2017 Nov;17(11):e334-e343.
Wilson JW, et al. Pneumocystis jirovecii testing by real-time polymerase chain reaction and direct examination among immunocompetent and immunosuppressed patient
groups and correlation to disease specificity. Diagn Microbiol Infect Dis 2011; 69: 145-52.



Ayiricl tani

 ARDS

* Tbc

e MAC

 Mikoplazma enfeksiyonu

* Viral pndmoni

* Pulmoner emboli

e CMV

* Lenfositik interstisyel pnomoni
* Legionella

Cunha BA, Schoch PE, Berbari N. Cryptococcal vs Pneumocystis (carinii) jiroveci pneumonia (PCP): Clinical & Microbiology differential diagnsotic
considerations. Infect Dis Pract. 2006. 30:514-517.



Tedavi

* Tedavi icin kesin tani beklenmemeli

* Tedaviden glnler-haftalar sonra bile
mikroorganizma konakta saptanabilir

Ceballos ME, Ortega M, Andresen M, Wozniak A, Garcia P, Balcells ME. Successful treatment with echinocandin in an HIV-infected individual failing first-line therapy
for Pneumocystis jirovecii pneumonia. AIDS. 2011 Nov 13. 25(17):2192-3



Tedavi

* Tedavi 6ncesi hastaligin siddeti derecelendirilmeli:

* Alveolar-arteriyel O, gradyenti
e Hafif (< 35 mm Hg)
* Orta/siddetli (35-45 mm Hg)
* Siddetli (>45 mm Hg)

— Oda i1sisinda parsiyel oksijen basinci<70 mm-Hg



Tedavi

e TMP-SMX: ilk tercih (Al)

— Trimethoprim 15-20 mg/kg/giin; sulfamethoxazole 75-100
mg/kg/giin
— Pentamidin kadar etkili

— Diger seceneklerden daha etkili

— Gunde 4 doza bolunmeli

— Siddetli enfeksiyonda....... IV tedavi

— Enfeksiyon siddeti hafif ve kontrol altinda ise....... orale gecilebilir
(Al)

« TMP-SMX proflaksisi altinda PCP gelisirse....standart doz
TMP-SMX (BIIlI)

aidsinfo.nih.gov/guidelines/html/4/adult-and-adolescent-opportunistic-infection

Limper AH, Adenis A Le T, Harrison TS, Fungal infections in HIV/AIDS. Lancet Infect Dis. 2017 Nov;17(11):e334-e343.



Tedavi

* Hafif-orta enfeksiyonda alternatif tedauvi:
— Pentamidin (Al)
— Primaquine + klindamisin (BI)
— Atovaguone (Bl)

— TMP (BI)......... TMP-SMX ile benzer etkinlikte, ama uyum daha az....
ilac yuku fazla

— Dapson

* Aerololize pentamidin kullanma (etkinlik {,, relaps 1T*) (Al)

aidsinfo.nih.gov/guidelines/html/4/adult-and-adolescent-opportunistic-infection



Tedavi- Steroid

 PCP disinulen

* Orta-siddetli hastalik
(PaO, <70 mm Hg veya PAO,- PaO, >35 mm Hg)
N
* PCP tedavisinden sonraki 72 saat icinde STEROID eklenmeli (Al)
— Prednizon 0-5. giinlerde 2x 40mg/gln

6-10. glinlerde 40mg/giin
devam 20 mg/gun

Bozzette SA, Sattler FR, Chiu J, et al. A controlled trial of early adjunctive treatment with corticosteroids for Pneumocystis carinii pneumonia in the acquired
immunodeficiency syndrome. California Collaborative Treatment Group. N EnglJ Med. 1990 Nov 22. 323(21):1451-7.

aidsinfo.nih.gov/guidelines/html/4/adult-and-adolescent-opportunistic-infection



Tedavi

e SURE: 21 giin (All) (HIV negatif’lerde 14 giin)
— HIV pozitiflerde mantar yika T
— Yanit yavas

* Tedavinin ilk 3-5 ginunde kétilesme-NORMAL
— Mikroorganizma lizisine bagl

* Cevap ne zaman gorultr?
— ilk 8 giinde

aidsinfo.nih.gov/guidelines/html/4/adult-and-adolescent-opportunistic-infection



Tedaviye Yaniti Etkileyen Faktorler

— Kullanilan ajan

— Hastaligin siddeti

— Immuno supresyonun siddeti
— Tedavinin baslama zamani

— Komorbid hastaliklar

— Daha 6nce gecirdigi PCP epizodlari

aidsinfo.nih.gov/guidelines/html/4/adult-and-adolescent-opportunistic-infection



Tedavi Yanitsizligini Nasil Anlarnz?

* Solunum fonksiyonlarinda iyilesme olmamasi veya
kdtulesme olmasi

— Kan gazi !
— Tedavi baslangicindan en az 4-8 glin sonra degerlendirilmeli

* Tedavi degisikligi obncesi en az 8 giin beklemeli (BIlI)

N2

* ‘Yanitsiz’ demek icin, diger durumlar dislanmali = BAL

aidsinfo.nih.gov/guidelines/html/4/adult-and-adolescent-opportunistic-infection



Tedavi Yanitsizliginda Ne Yapmali?

—Yanit yok ise......... alternatif tedavi
—Tedavi iliskili toksisite....... alternatif tedavi (BIl)

—llac eklenmemeli=> sadece YEyi arttirir

— Parenteral pentamidin + IV klindamisin (BIl)
— Oral primakin +1V klindamisin (BII)

— Hafif enfeksiyonda: atovaquone (BIl)

aidsinfo.nih.gov/guidelines/html/4/adult-and-adolescent-opportunistic-infection



PCP-IRIS

* Nadir
e Haftalaricinde gelisir:
— Ates
— Akc semptomlarinin tekrarlamasi veya alevlenmesi
— Akc grafi bulgularininin ilerlemesi
— Hayati tehdit edici durum = cok cok nadir
* |RIS gelisirse ne yapalim?
— Net degil

— Bazi otorler, kortikosteroid dneriyor (diger nedenler
dislanirsa)

aidsinfo.nih.gov/guidelines/html/4/adult-and-adolescent-opportunistic-infection



ART’yi Ne Zaman Baslayalim?

 ART hemen baslanmamali
 Mimkinse, 2 hf icinde basla (Al)

282 oportunistik enfeksiyon (Tbc disi), randomize
kontrollQ
— %63: PCP (olasi/ kesin)

— Erken baslama vs ge¢ baslama
(ort 12 glin) (ort 45 glin)

N2

AIDS’e progresyon ve 6lim daha az

aidsinfo.nih.gov/guidelines/html/4/adult-and-adolescent-opportunistic-infection
Zolopa A, et al. Early antiretroviral therapy reduces AIDS progression/death in individuals with acute opportunistic infections: a multicenter
randomized strategy trial. PLoS One. 2009;4(5):e5575.



Prognoz

e Mortalite orani
— Tedavisiz %100

— Tedavi verilen hastalar:
e Proflaksi oncesi %20-40 idi
e Simdi %10-20

e ABD’de AIDS’te en sik oliim nedeni



Korunma
Primer Profilaksi Endikasyonlar

CD4 <200 hiicre/mm3 (Al)
CD4 hiicre yluzdesi <14% (BIl)

CD4: 200-250 hiicre/mm?3, ART baslanmasi gecikecek, CD4
takibi yapilamayacak hastalar (Bll)

Tokso tedavisi veya profilaksisinde primetamin-sulfadiazin
alan hastalar

— Ek PCP proflaksisi verilmeli (All)

aidsinfo.nih.gov/guidelines/html/4/adult-and-adolescent-opportunistic-infection



Korunma
Primer Profilaksi

Trimethoprim-sulfamethoxazole (Al)
— 1x1 fort tb/ her giin (Al) ....... tokso + bakterilere koruma
— 1x1 tb/ her giin (Al)
— 1x1 fort tb/ haftada 3 giin (BI)

e TMP-SMX direnci... Nadir
* Profilakside uzun streli TMP-SMX kullanimi, direncli
pndmokok ve stafilokok enfeksiyon riskini arttirmaz.

Limper AH, Adenis A Le T, Harrison TS, Fungal infections in HIV/AIDS. Lancet Infect Dis. 2017 Nov;17(11):e334-e343.
aidsinfo.nih.gov/guidelines/html/4/adult-and-adolescent-opportunistic-infection



Korunma
Primer Profilaksi

Ciddi YE gelismedikce, profilaksi devam edilmeli
— Destek tedavi verilmeli (Alll)
Ates, dokintii gibi YE:

— Tekrar baslanirsa (disik dozdan yuksege cikarak)--- %70 tolere eder
(BI)

— Dusik doz verilebilir (CII)

— Sikhigr arttinlarak verilebilir (CIlI)

Orta dereceli yan etki nedeni ile TMP-SMX kesilen hastalar
— Reaksiyon diizeldikten sonra tekrar baslanmali (All)

Hayati tehdit edici ciddi YE: kalici olarak kesilmeli (Alll)

aidsinfo.nih.gov/guidelines/html/4/adult-and-adolescent-opportunistic-infection



Korunma
Primer Profilaksi

e Alternatif:
— Dapson (Bl)
— Dapson + primethamin + leucovorin (Bl)
— Aerosolize pentamidin (Bl)
— Atovaquone (BI).........ccueeuu....... etkinligi digerleri gibi, pahal

e TMP-SMX'U tolere edemeyen, toxo serolojisi (+) olan
hastalar: tokso+ PCP’yi birlikte kapsamali:

— Dapson + primetamin + [6koverin (BI)

— Atovaquone * primetamin + I6koverin (CIllI)

aidsinfo.nih.gov/guidelines/html/4/adult-and-adolescent-opportunistic-infection



Korunma
Primer Profilaksiyi Kesme

 ART’ye yanit var
e >3 ay CD4 >200 hicre/mm3 = KESILMELI (Al)

* CD4 tekrar<200 hiicre/mm3 —> tekrar basla (Alll)

aidsinfo.nih.gov/guidelines/html/4/adult-and-adolescent-opportunistic-infection



Rekirensi Onleme

Sekonder proflaksi ne zaman baslanmali?

e Tedavi tamamen tamamlandiktan sonra
baslanmall

e TMP-SMX: ilk tercih

aidsinfo.nih.gov/guidelines/html/4/adult-and-adolescent-opportunistic-infection



Rekirensi Onleme

Sekonder proflaksi ne zaman kesilmeli?

* CD4 sayisi en az 3 ay >200 hiicre/mm?3 devam
ederse kesilmeli (All)

* COHERE calismasi:

— 3-6 ay, CD4 100-200 ise (HIV RNA negatif olmak
kaydi ile) profilaksi kesilebilir (Bll)

aidsinfo.nih.gov/guidelines/html/4/adult-and-adolescent-opportunistic-infection
Miro JM. Stopping Secondary TE Prophylaxis in Suppressed Patients with CD4 100-200 Is Not Safe. CROI; 2017; Seattle, Washington.



Rekirensi Onleme

Sekonder proflaksi tekrar ne zaman
baslanmali?

* CD4 <100 hiicre/mm3 ise, primer veya sekonder
proflaksi tekrar baslanmali (Alll)

* CD4 100-200 hiicre/mm3, viral yiik negatif ise,
profilaksi tekrar baslanmali (Alll)

* ART altinda, CD4>200 iken PCP epidozu gelisirse,
profilaksi hayat boyu devam edilir (BIll)

aidsinfo.nih.gov/guidelines/html/4/adult-and-adolescent-opportunistic-infection
Miro JM. Stopping Secondary TE Prophylaxis in Suppressed Patients with CD4 100-200 Is Not Safe. CROI; 2017; Seattle, Washington.



Korunma

* Sigara birakilmali......glclG oneri

* Ayni kiside, farkli zamanlarda gelisen PCP
enfeksiyonu, farkli genotiplerle gelisir

* |zolasyon dnlemlerine gerek YOK

— |stisna: immun suprese hastalar (CIIl)
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