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Olgu

22 Y, erkek, tekstil iscisi, ilkokul mezunu
Bekar, MSM

1,5 ay once baslayan gozlerinde sarilik, karin agrisi, istahsizlik,
kilo kaybi sikayetiyle gittigi bir hastanede karaciger
enzimlerinin yuksek olmasi, anti-HIV (+) WB(+) saptanmasi
tzerine poliklinigimize yonlendirilmis

Ozgecmis: Ozellik yok

Soygecmis: Babasi HBsAg (+)

Aliskanliklari: Sigara 5 paket/yil




Fizik Muayene:

15 glin 6nce baslayan tum viicutta makutlopapuler dokinti
Skleralar ikterik

Farenkste hiperemi, tonsiller hipertrofik, dilde 2-3 mm capl
lezyonlar

Servikal ve aksiller bilateral, en blyidgu 1,5 cm capinda, agrisiz,
mobil, orta sertlikte cok sayida lenfadenomegali

Batin sag Ust kadranda hassasiyet mevcut

Karaciger kot altini 2 cm geciyor, orta sertlikte, agrisiz palpabl,
traube alani kapali

Diger fizik muayene bulgulari dogal









WBC: 10660/mm3
Hb: 11,9 gr/dL
Plt: 489000/mm3

ALT: 185 U/L (0-41)
AST: 139 U/L (0-40)
GGT: 639 U/L (5-36)
ALP: 1910 U/L (40-120)
LDH: 269 U/L (135-214)
Total Bilirubin: 4,3 mg/DI
Direkt bilirubin: 4 mg/DI

idrar bilirubin 3+
urobilinojen 2+

Laboratuvar

CD4 sayisi: 343/mm3
HIV RNA: 26587 kopya/mL

T. Protein: 8.1 g/dL
Albumin: 2.9 g/dL
INR: 0.91

CRP: X5
ESR: 36mm/h




HBsAg: negatif
AntiHBclgM: negatif

HAVIgM: negatif
AntiHCV: negatif
HCVRNA: negatif

VDRL: pozitif (1/32)
TPHA: pozitif

EBV- VCA IgM: negatif
CMV- IgM: negatif
Wright agg: negatif

Rubella IgM: negatif
Kizamik IgM: negatif
Toksoplasma IgM/G:negatif
ASMA: negatif

ANA:negatif

AntiLKM: negatif

AMA: negatif



Batin USG:

Karacigers oo uzunkugu 178 mm clciilmiiis olup artmistir. Parankimi tabii izlenmistic. intrabhepatilke =afravollarmmda
dilataszyon zaptanmad.

Safra kezes=si boyutlan we duwar kahnha normaldir. Liimen eko=su tabiidir. Kaoledok noronal kEalibraspondadir.
Dalaja oo uzunlugu 146 mmn olgulmus olup artmisbire. Parankinmn tabin izlennastir.

Fankreasza ait acil patoloj izlenmed,i.

Her iki bobrege ait acil pataolaji izlenmaedi.

B atinda zerbeszt/lokille = saptanmad.



VDRL: 1/32

LP yapildi

BOS bulgulari:
Lokosit: 0/mm3
Glukoz: 64 mg/d| (es zamanli KS:92 mg/dL)
Protein: 25 mg/dL
VDRL: negatif

Benzatin penisilin 2.4 MU im
+

Elvitegravir+kobisistat+TDF+FTC baslandi



Tedaviden iki hafta sonra dokintd, karin agrisi ve ikter
sikayetleri dizeldi

2 ay sonra
ALT: 64 U/L GGT: 331 U/L
AST: 48 U/L ALP: 490 U/L

Total Bilirubin: 0,3 mg/dL

VDRL 1/16 negatif
HIVRNA 212 negatif negatif negatif
(kp/mL)

CD4 543 689

(mm?)



Expert Rev Anti Infect Ther. 2005 Ocet; 3{5)525-31.

Syphilis and HIV: a dangerous duo.
Karumudi UR", Augenbraun M.

# Author information

Abstract

HI 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 atypical 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 HV-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 warrant different management in HIV-
coinfected individuals.

HIV enfeksiyonunun seyrini etkileyebilir
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Treponema pallidum - Q ‘y

Enfekte kisilerden saglam kisilerin cilt veya mukozalarina
mikrolezyonlarla penetre olur

Esas bulas yolu - sylezyonu ile direkt (cinsel) temas
- transplasental
- enfekte dogum kanalindan gecerken
- kan transflizyonu

Korunmasiz cinsel temas ile bulas riski %$30-60



BC Centers for Disease Control and Prevention
i CDC 24/7: Saving Lives, Protecting People™
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Bulasici Hastaliklar Daire Baskanhgi Istatiksel Verileri
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Sifilis - Vaka Sayisi, Morbidite ve Mortalite Hizlarinin Yillara Gore Dagilimi 500

Vaka  Morbidite izt Oliim Mortalite

Yl
" Sayisi  (Viizbinde)  Sayisi  Hizi 400

2006 507 0,73 0 0 300
2007 358 0,51 0 0
200
2008 450 0,63 1 0,0014
2009 682 0,95 0 0 100
2010 458 0,63 0 0 0
2011 468 0,52 0 0 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015
2012 281 0,37 1 0,0013
2013 346 0,45 1 0,0013
2014 448 0,58 0 0
2015 502 0,65 0 0

Lejyonella - Vaka Sayisi, Morbidite ve Mortalite Hizlarinin Yillara Gére Dagilimi



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 Sayan?, Emine Rahsan ince', ©zcan Nazlican®
Department of Infectious Diseases and Clinical Microbiclogy, Haseki Training and Research Hospital, Istanbul, Turkey
University of Kocaeli, Kocaeli, Turkey

SUMMARY

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

Materals: Mewly diagnosed HIV/AIDS cases (n =308) who attended our outpatient clinic between January 2006 and April 2013 were included
in the study. Patient charactenistics, medical history, physical examination findings, COD4* T lymphocyte count, HIV RNA level, rapid plasma reagent
(RPR) and Trepomema pallidum hemagglutination (TPHA) test results were analyzed retrospectively. TPHA positivity was considered indicative
of syphilis-causing T. pallidum exposure.

Resuwlts: HIV infection was transmitted through heterosexual {n=176) or homosexual {n=131) contact (266 male, 86.3%; age 38.3 = 11.7 years;
CDd+ T lymphocyte count, 330.6 =15.17/mm?). 50.7% of the patients attained only primary education. Out of the 245 cases, who were asked
about the number of their sexual partmers, 40 patlents'. (26 women) lived in a monogamous relationship. Condom usage was not practiced (57.2%)
or was only occasional (34.4% — particularly P Tegal SpoTseeag f-::ur contraception). Physical exam revealed no signs of syphilis or other
STls. TPHA (=~ RPR) positivity was deternfpe licating T. palidum exposure. All patients with positive syphilis serology
were male (p=0.0026). T palidum exposure s : -ﬂ-f homosexual and 6.8% of heterosexual cases (p=0.0003).

Conclusion: Since sexual contact is the most common mute uft':ansmlssmn for both infections, syphilis seroprevalence was relatively high in
our HWIAIDS patients. Male and homosexual HIVIAIDS patients constituted a group at the highest risk for syphilis.

2015-2017 arasinda takip edilen 609 hastanin
19’u sekonder, 31’i latent sifiliz olan toplam 50 olgu (%8.2)



HIV  <— Sifiliz
lezyonlar  nedeniyle, HIV

e Sifiliz, genital  Ulseratif
enfeksiyonunun seksiel ve perinatal bulasini kolaylastirir

 Sifilizin HIV enfeksiyonu parametrelerine etkisi??

Arch intern Med. 2012 Sep 10172016 1237-43

Effect of early sy philis infection on plasma wiral load and CD4 cell count in humar

immmunodeficiency wvirus-infected men: results from the FHDH-AMNRS CO4 cohort
i I - rr ji i

282 HIV/Sy erkek
1233 HIV erkek
Sifiliz enf sliresince VLde artis (ART ile VL<500 kp/mL olanlarda bile)
CD4 sayisinda azalma (ort 28/mm3)
Sy sonrasi degerler tekrar bazal seviyelere ulasmis

 VLldeki artis ile bulasta artma riski olmasina ragmen bu
durumun klinige yansimasi hentz netlik kazanmamistir

Nt J ST SIS, 20170 Jan 21401 3. S7F-9. doi: 10.1258Nsa. . 2009 009154, Epub 2009 Mow Z20

Int - l =101
Sy philis co-infection does not affect HI'V disease progression
Wreintrob A S WYL Srim J, Robertson J, Ganeson A Crum—Cianflone FNE, Landrouarnm ML, Wortmann SWW, Follman O, Aaagan BEC

2239 HIV-enfekte olgu, 205’i HIV/Sy
Sy, CD4 ve VUdeki degisikliklere ragmen

HIV enfeksiyonunun progresyonunu etkilememektedir




HIV enfeksiyonunun sifiliz Gizerine etkisi

Dan Med J. 2015 Dec;82(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 HNW. Syphilis

reemerged worldwide in the late 1990s and hereafter increasing rates of early syphilis were also reported in Denmark. The proportion of

patiem; wiith e e nirrent HIV has haeean cnhctantial ranaino frorm ane third fo almoet hwen thirds f naticonte diannocad with cwunhilic cmme 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 basarisizlig Il
*Re-enfeksiyon



ART’nin sifilize etkisi?

AlDS, 2008 Jun 159.22(10):1145-51. doi: 101057/ 04D 0001 3328301 84d .

Neurosyphilis in a clinical cohort of HI'V-1-inTfected patients.

Ghanem KG7, Moore RD, Rompalo AM, Erbelding EJ, Zenilman M, Gebo kA
Author information

231 HIV/Sy, sifilizden 6nce potent ART kullananlarda

Norosifiliz gelisme olasiligini %65 azaltmaktadir

Clin Infect Dis. 2008 Jul 15:47(2):255-65. doi: 10.1086/5359295.

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

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

Prospektif, gozlemsel calisma (1990-2006)
(RPR’de 9-12 ayda 4 kattan disilk diizeyde 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, inoktilasyon yerinde sankr
HIV enfekte olgularda multipl, atipik
sankr!! 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 bagli diffiiz bulgular

Ulseronodiiler sy
(malign lues)

nadiren; artri nefrotik send




IntJ 5TD AIDS. 2012 Aug:23(8)ed-8. doi: 10.12558/jsa.2009.009356.
Prevalence of hepatitis in early syphilis among an HIV cohort.

Manavi K‘, Dhasmana D, Cramb R.

# Author information

62 HIV enfekte hasta, erken evre sifiliz
12’sinde (%19.3) ALT, AST, ALP, GGT artisi
o'inde grade 3 hepatotoksisite, grade 4 olan olgu yok

ALT/AST XULN
1.25
1.25-2.5
2.6-5
5.1-10

101

Hicbirine Kc Bx yapilmamis
Tum olgularin kc enzimleri ort 16 haftada normal sinirlara gerilemis
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NIH Public Access

Author Manuscript

Published in final edited form as:
Int J STD AIDS. 2009 April ; 20(4): 278-284. doi:10.1258/1jsa.2008.008324.

Syphilitic Hepatitis among HIV-Infected Patients

Nancy Crum-Cianflone, MD MPH' ,2, Jhamillia Weekes, MPH '2, and Mary Bavaro, mpD
THIV Clinic, Naval Medical Center San Diego, San Diego, CA, USA

2Infectious Diseases Clinical Research Program, Uniformed Services University of the Health
Sciences, Bethesda, MD, USA

HIV- enfekte olgularda

32 erken evre Sy olanlardan 12’sinde (%38) hepatit




Olgu sunumlarinda genellikle

* Erken evre Sy (HIV/AIDS’de primer ve sekonder evre
ortisebilir)-makulopapuler dokiinti

* Transaminaz dlizeyinde ve bilirubinde orta dizey artis
e |Ozellikle ALP’nin belirgin artis|

Patolojide

* Nonspesifik periportal lenfositik infiltrasyon

* Perikolanjiolar enflamasyon, kolestaz

* Yayinlanan olgularin yarisinda karaciger dokusunda spiroketler



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

Bulas riski en fazla erken evrede (6zellikle primer lezyon ile)
Gec latent donemde ve tersiyer sifilizde non-infeksiyoz

[ e —
et e et et Venaien

FPRENGIYVE VAKALANMAKTAN KOREK

| S




Gec (tersiyer) sifiliz

Gom: Az miktardaki spirokete karsi granulomatoéz 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

Meningovaskiler 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, farkl kliniklerle nérolojik tutulum
CELEREVAE

(kranial sinir disfonksiyonu, menenijit, inme, vb)

ortaya cikabilir

Sex Transm Dis. 2008 May,;35(5)425-9. doi: 10.1097/0L0A. 0b013e3131623853.

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

Poliseli Fi1, Vidal JE, Penalva De Oliveira AC, Hermnandez AV,

D5, 2008 Jun 19;22(10):1145-31. doi: 10.1097/QAD 0001 3e32830184dT.

Neurosyphilis in a clinical cohort of HIV-1-infected patients.
Ghanem HG1, Moore RD, Rompalo AM, Erbelding EJ, Zenilman JM, Gebo KA.

Norosifiliz risk faktorleri
CD4<350/mm?3

RPR >1/128
Erkek cinsiyet




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

J infect Dis. 1998 Apr; 177 (4):931-40.

Neurosyphilis during the AIDS epidemic, San Francisco, 1985-1992.
Flood JM7, Weinstock HS, Guroy ME, Bayne L, Simon RP, Bolan &.

+ Author information

Abstract

To investigate the epidemioclogy and clinical spectrum of neurosyphilis in a population with high rates of coexisting
syphilis and human immunodeficiency virus (HW) infection, a retrospective analysis of cases in all San Francisco
hospitals from 1985 to 1992 was conducted. Meurosyphilis was defined by a newly reactive cerebrospinal fluid
WDRL, 117 patients with neurosyphilis were identified. The median age was 39 years, 91% were male, 74 (63%)
were white, and 75 (64%) were HNW-infected. Thirty-eight (3:3% resented with an early sympitomatic
neurosyphilis syndrome. Six (5% ) had late neurosyphilis. Thirty-eight (32%) patients were asymptomatic,
(30%:) had findings attributable to coexisting neurcloqi -

and 35

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 onerisi : sadece norolojik semptomlar varsa !!

Centers for Disease Control and Prevention

Sexually Transmitted Diseases
Treatment Guidelines, 2015

Recommendations and Reports /Vol. 64/ No. 3



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

BOS’da VDRL — norosifiliz icin ¢cok spesifik- tani koydurucu
(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/mm?3)

BOS FTA-ABS, negatif olmasi norosifilizi ekarte ettirir



Norosifilizde spesifik klinik bulgular hastaligin evresine gore
degisir:

* Erken norolojik bulgular: Enfeksiyonun ilk aylarinda

optik norit, uveit, isitsel ve akut mental degisiklikler, kraniyal
sinir tutulumlari, menenjit, inme

HIV-enfekte olgularda erken sifilizden hizla norosifilize gecis
olabilir

* Gec norolojik bulgular: Enfeksiyonu takiben 10-30 yil sonra

Beyin ve spinal kord parankimi tutulur
Parezi, tabes dorsalis

locomotor ataxia,
what are other venereal disease, gonorrhea,
words for syphilis, herpes, scabies, clap,
tabes dorsalis? social disease, chancroid

& ii,)



Okduler sifiliz:

Sifilizin her evresinde goz etkilenebilir Fih-:'zfvzop:’kdwl
HIV-enfekte olgularda okuler sy daha siktir |
GOAzun her bdlgesi tutulabilir, en sik Gveit, optik norit

Posterior Uveit siklikla CD4 <200/mm3 olanlarda

SSS enf ile birlikte olabilir/olmayabilir

Tum okduler sifiliz olgulari norosifiliz gibi tedavi edilmeli




Tani

Darkfield micrograph of Treponema pallidum.

e Karanlik saha mikroskopi, direkt fluoresan antikor
 Nontreponemal testler(VDRL, RPR)- kantitatif raporlanmali

Sankrdan 2-3 hf sonra pozitiflesir. Ab titresi hastalik
aktivitesiyle korele

HIV enfekte olgularda

tarama testine glvenilmez
tekrarlanmal

J Am Acad Dermatol. 1551 Mar; 24(3).506-28.

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

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

* Uygunsuz Ab Uretimi
* Yuksek IgG nedeniyle IgM Uretiminin supresyonu
* Prozon (6z. 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 MH‘. DeHoviz JA Feldman J Clarke L Landesman S, Minkoff HM.

* B lenfositlerin spesifik olmayan aktivasyonu

» Tedavisiz/iyi tedavi almis HIV-enfekte olgularda IgM vyillarca
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 rayirt edilemez

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



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

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

e Hastaligin takibinde kullanilmazlar

il
7R /&

<Dy o RN BN
L o -~ \“" ”:. = % ’/".”. a};-\ - "’ v {2:4
N NI
- \ a - \ B\
= N \‘\_‘ ‘J \ v .‘:\ \_.‘mi'é:‘ /] ‘

ot



Tedavi

~

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

Tedaviye baslanacak gun bazal VDRL titresi bakilmali
Tum evrelerde ilk tercih penisilin
Penisiline diren¢ henliz gésterilmemistir

Penisilin dozu, formulasyonu, suresi sifiliz icin korumali alanlar
olan gbz, SSS tutulumu olup olmadigina bagl

IM Benzatin penisilin korumali alanlar disindaki dokularda
uygun dizeyde ve surede etki gosterir

GO6z, SSS tutulumunda IV penisilin G



Syphilis Penicilin is ihe gold standard for the treatment of syphills | Expect afypical serology and clinical courses
in bath pregnant and non-pregnant individuals. » Consider aemhm&pind fluid (CSF) tes.iirq in persﬂns. with nwmlnginal symploms

Successful themy tlears clinical symptoms and decreases VDRL test four-fold
within 6-12 manths

Hastaligin her doneminde
norosifiliz geligebilir
59X5 MU veya 6X4 MU pen G IV
10-21 gun

VDRL titresindeki dismeyi
etkileyen faktorler:

Nérosifilizde *Hastaligin evresi

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

*Tedavi Oncesi titre

*Daha once Sy gecirmis olmak
*Tedavi oncesi gecen sure

» HIV koenfeksiyonu




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 duzelmezse tedavi tekrari onerilir

Clin Infect Dis. 2004 Apr 1;33(7):1001-6. Epub 2004 Mar 18.

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

Marra CM?, Maxwell CL, Tantalo L, Eaton M, Rompale AM, Raines C, Stoner BP, Corbett JJ, Augenbraun M, Zajackowski M, Kee B, Lukehart SA.

CD4 <200/mm?3 olanlarda BOS —VDRL normallesmesi X3.7 daha az
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should address whether more intensive therapy for neurosyphilis is warranted in HIv-infected individuals.



Penisilin alerjisi varsa

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

e Alternatif ajanlar

LnnicCal manirestations

and Treatiment OT SYpnins in nonpregnant aaults

Clinical manifestations*

Treatment

Early syphilis

Primary syphilis:
Typically consists o
inoculation, acco

Seftriakson
optimum doz ve sire
net degil

Secondary syph
A systemic illness
imvolving the pal
such as pharynagit
alopecia.

Early latent:
Refers to the perio®
pallidum as demonstrated by serologic testing, but has no symptoms.
Early latent syphilis occurs within the first year of initial infection.

Preferred:

= Penicillin G benzathine 2.4 million units IM once
Alternatives (choose one)®:

= Doxycycling 100 mg orally twice daily for 14 days
10 to 14 days

= Ceftriaxone 1 to 2 g daily IM g

tek doz 2 gr azitromisin

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

norosifiliz

arastiriimali

Tertiary syphilis:

Patients with late syphilis who have symptomatic manifestations
imvolving the cardiovascular system or gummatous dissase
{granulomatous disease of the skin and subcutaneous tissues, bones,
or viscera).

Late latent syphilis:

The period when a patient is infected with 7. paliidum as
demonstrated by serologic testing, but has no symptoms. Late latent
syphilis by definition cccurs more than one year after initial infection.
If the timing of an infection is not known, late latent syphilis is
presumed.

Preferred:

= Penicillin G benzathine 2.4 million units IM once weekly for three
weeks

Alternatives (choose one):

= Doxycycline 100 mg orally twice da'

= Ceftriaxone 2 g daily IM or IV for 10 to T3 d=

Neurosyphilis

Alerji varsa

desensitizasyon

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

Early neurosyphilis:

Patients with early neurosyphilis may have asymptomatic meninagitis;
symptomatic meningitis; or less commonly meningovascular disease
(ie, meningitis and stroke). Vision or hearing loss with or without
concomitant meninagitis may also be present, and ocular/otologic
syphilis is treated as neurosyphilis.

1 3ta nanermncwunbilics

Preferred:

= Agueous penicillin G 2 to 4 million wnits IV every four hours (or 18
to 24 million units continuous IV infusion) for 10 to 14 t:I:aa-'s§

= Penicillin G procaine 2.4 million units IM daily plus probenecid 500
mag orally four times daily, both for 10 to 14 days

= If possible, patients allergic to penicillin should be desensitized and
treated with IV penicillin

Alternatives¥:
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Tedavinin ilk 24 saatinde akut , kendini sinirlayan ates reaksiyonu

Jarisch-Herxheimer reaksiyonu
Hipotansiyon, dokintunin artmasi, miyalji, nobet vb bulgular
Spiroketal antijenlerin, sitokinlerin hizli serbestlesmesine bagl

En sik erken sifilizde, %10-35 olguda Horxheimer
Reaction

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 oykilsu, sankr, dokinti)
Yavas yanit

Tedavi yetersizligi (Henuz penisilin direnci yok)

- tedavi uyumsuz|lugu

- alternatif ajanlarla tedavi
Immunsupresyon
Norosifiliz




L) Temas sonrasi tedavi

TI. pallidum’un sekstel bulasinin mukokutanoz lezyonlar devam
ettigi sirece oldugu dusinitlmekte (ilk 1 yil)

Asemptomatik kisinin 90 giin icerisinde
* Primer, sekonder veya erken latent sifiliz tanili patnerle

* Gec latent sifiliz ancak VDRL/RPR > 1:32 olan patnerle temasi
(kondomsuz - oral, vajinal, anal) varsa serolojik testler negatif
olsa da empirik olarak erken sifiliz tedavisi baslanir

Asemptomatik kisinin 90 glinden dnce temasi varsa seroloji test
sonuclari hemen alinamiyorsa veya takibi yapilamayacaksa
empirik erken sifiliz tedavisi baslanir. Serolojik testler negatifse
tedavi verilmesi gerekmez



Kontrol

* Erken tani ve tedavi
(partnerin de tedavisi)
* Cinsel partner taramasi
* Tek eslilik
 Kondom kullanimi (kismi koruma)
* Madde kullanimindan kaginma
* Egitim
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Clinical
manifestations*

Treatment T

Early syphilis Primary syphilis:
Typically consists of
a single painless
chancre at the site of

T. pallidum’un tedavisi icin kanda
24-30 saatlik ara vermeksizin
7-10 gun
penisilin duzeyi >0.018 mcg/mL olmali

Tek doz 2.4 MU benzatin penisilin
bu sarti 3 hafta boyunca saglar

Tekrarlayan dozlara gerek yoktur

first year of initial
infection.

Preferred:

- Penicillin G
benzathine
2.4 million
units I™M
once

Alternatives

(choose

one) <.

- Doxycycline
100 mg
orally twice
daily for 14
davys

- Ceftriaxone

1 to 2 g daily

IM or IV for
10 to 14
days

= Tetracycline
500 mg
orally four
times daily
for 14 davys

- AmMmMoxicillin 3

g plus
probenecid

500 mg,

both given
orally twice
daily for 14
davys



Late syphilis Tertiary syphilis:
Patients with late
syphilis who have
symptomatic
manifestations

Gecg evre
Daha uzun sureli tedavi gerekli

Eger hasta ilaci uygulamayi unutursa

bu sure;
onceki dozdan sonra 14 gunu gectiyse
tedavi tekrar baslanmali

demonstrated by
serologic testing, but
has no symptoms.
Late latent syphilis
by definition occurs
more than one year
after initial infection.
If the timing of an
infection is not
known, late latent
syphilis is presumed.

Preferred:

Penicillin G
benzathine
2.4 million
units IM
once weekly
for three
weeks

Alternatives
(choose one):

Doxycycline
100 mg
orally twice
daily for four
weeks
Ceftriaxone
2 g daily IM
or IV for 10
to 14 davys



Neurosyphilis

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

Early
neurosyphilis:
Patients with early
Nneurosyphilis mavy
have asymptomatic
meningitis;
symptomatic
meningitis; or less
commonly
meningovascular

Hastaligin her doneminde
norosifiliz gelisebilir

Ge¢ evredeki olgularda
|V tedavi tamamlandiktan sonra
1 doz benzatin penisilin IM onerilir

Preferred:

Aqueous
penicillin G 3
to 4 million
units IV
every four
hours (or 1.8
to 249 million
units
continuous
IV infusion)
for 10 to 14
days§
Penicillin G
procaine 2.4
miillionNn units
IM daily plus
probenecid
500 mg
orally four
times daily,
both for 10
to 14 davys
If possible,
patients
allergic to
penicillin
should be
desensitized
and treated
with IV
penicillin

X

Alternatives =

Ceftriaxone
2 g IV daily
for 10 to 14
davys




Jarisch-Herxheimer reaksiyonu %10-35 hastada gelisir,
hastalar uyariimali

Antipiretik dnerilebilir

Tedavi yaniti VDRL / RPR titrelerinin takibi ile izlenir






Sifilizde  karaciger tutulumu hastaligin  herhangi bir evresinde
gorilebilmektedir ve patogenezinde treponemal invazyona eslik eden
periportal enflamatuvar cevap bulunmaktadir. HIV/AIDS olgularinda yetersiz
konak immuin cevabi nedeniyle sifilizin sekonder evresi boyunca primer
lezyon bolgesinden spiroketlerin yayilimi, dolayisiyla sekonder evrenin
persistansi s6z konusudur. HIV enfekte olgularda karaciger enzim
yuksekliginin etiyolojisinde

koenfeksiyonlar, firsatci enfeksiyonlar, malignensiler gibi cesitli faktorler yer
almakla birlikte, 0ozellikle alkalen fosfataz yuksekliginin eslik ettigi
durumlarda, sifiliz ayirici tanida mutlaka distntlmelidir.



