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Ekstrapulmoner TB=Akciger disi TB (AD-TB)

Akciger parenkimi disinda gériilen TB
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Tubercle. 1986 Dec;67(4):243-59.

A controlled trial of six-month and nine-month
regimens of chemotherapy in patients undergoing
radical surgery for tuberculosis of the spine in Hong
Kong.

Tenth report of the Medical Research Council
Working Party on Tuberculosis of the Spine.

60 hasta; Vertebra TB (torakal/lumbal/torakalumbal)

Tum hastalara kemik rezeksiyonu sonrasi, otolog
graftleme

1)2HRZE+4HR...%68

2)2HRZE+7HR ...%88
Takipte; 18. ayda ikinci grupta tedavi basarisi %100




7 Bore Joint Swurg [Br] 1993 ; 75-B 2408
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THE JMOURMAL OF BOME AND JOINT SLUURGERY

CONTROLLED TRIAL OF SHORT-COURSE REGIMENS OF
CHEMOTHERAPY IN THE AMBULATORY TREATMENT
OF SPINAL TUBERCULOSIS

RESULTS AT THREE YEARS OF A STUDY IN KOREA

203 hasta;
-Vertebra TB (88’inde abse+fistul)
-Optimum tedavi suresine karar verme calismasi
-Cerrahi uygulanmamis, ayaktan tedavi
1) 6HR, 65 hasta, tedavi basarisi %88
2) 9HR, 71 hasta, tedavi basarisi %85
3) 9HE/P, 62 hasta, tedavi basarisi %47
4) 18HE/P, 67 hasta, tedavi basarisi %85

These results show that isoniazid plus rifampicin for
six or nine months was effective and as successful as the 18-
month regimen of isoniarid plus para-aminosalicylic acid
or ethambutol. The 9-month regimen of isoniarid plus PAS
or ethambutol, however, was clearly inferior.



INT J TUBERC LUNG DIS 9(5):541-5344
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The treatment of spinal tuberculosis: a retrospective study

5. Ramachandran,* I. J. Clifton,* T. A. Collyns,t J. P Watson,* 5. B. Pearson*

1998-2002 arasl Ingiltere 42 kemik TB

-38 (34 spinal TB, 4 kemik TB) hastanin kayitlarina
ulasiimis,

- 6 ay tedavi alanlarda (5/8 )relaps
-> 9 ay alan 30 hastada sifir relaps

CONCLUSION: 5ix months of treatment, as currently
recommended by the BTS, mav be inadeguate for bone

TEB, including spinal TB.
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Results of nonsurgical treatment of thoracic
spinal tuberculosis in adults
Abhay Nene. MS (Orth). Shekhar Bhojraj. MS (Orth), FCPS (Orth), D Ortho™

The Spine Clinic, P.D. Hinduja National Hospital and Medical Research Centre, Veer Savarkar Road, Mahim, Mumbai 400 016, India
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e 1998-2000, retrospektif, 70 spinal TB;
-42 spinal (21’i epidural) abse,
-8 norolojik kompresyon bulgusu
-9 ay tedavi, %98 (69/70), medikal tedavi basarisi
- %74 residuel hasar yok
-%23 kifoz gelisti
-40 ay bagimsiz gozlemci izleminde relaps yok




Kzildag B, ef &l BMY Caze fep 2013, dot10.1138bo-2013-200592

Unusual presentation of more common disease/injury

CASE REPORT

Glenohumeral joint tuberculosis with multiple
cold abscesses: an uncommon cause of shoulder pain

Betul Kizildag, ! Alper Sener,” Erkam Komurcu,® Ozan Karatag,! Sule Kosar!

TREATMENT | Glenohumeral eklem TB+
The patient was thought to have right shoulder mberculons o

ogeoarthritis and multiple cold abscess imvolving the right mU|t|p|e SogUk abse;

shoulder girdle muscles according to the MRI findings and . ]

anti-IB weament was started. lsonimid 300 mg, rifampidn 'Cerrah| yasl nedenlyle

600 mg, ethambutol 1300 mg and morphainamide hydrochlor-

ide 2500 mg were used for nital weament. He was then fospi- yapllamadlr

talised in the orthopaedic dinic for debridement on the 13th _2H RZE 1OHR tOplam 12 ay
’ ’

day after the start of reatment. Debridement wa nat consid-

ered due to the age of the patient and the cardiovascular risk. A -Tedavi sonrasi izlemde

total of 12 months of oeatment with double ang-TB reament

was planned for the patient 2 months later, sorun yOk




GIS

TB enteriti (lliocekal tutulum en sik)
-Ulseratif(%60)
-Hipertrofik (%10)
-Ulserohipertrofik (%30)

TB peritonit

Hepatik tutulum (grantlomatoz hepatit)
Pankreatit (Miliyer TB varliginda)
Kolesistit (Miliyer TB varliginda)




Tony J, Sunilkumar K, Thomas V.

Randomized controlled trial of DOTS versus conventional regime for treatme
nt of ileocecal and colonictuberculosis.

Indian J Gastroenterol. 2008 Jan-Feb;27(1):19-21.

lliocekal ve kolonik TB, 67 hasta

-DOTS (2 ay HRZE/3xhf, 4 ay RI, 24 hasta)

-Klasik (2 ay HRZE/gtin, 7 ay Rl, 23 hasta)

-1zlem; kolonoskopi (2 ve 6.ay), klinik (kilo artisi)
-Ulserasyonda kaybolma; DOTS (%79), klasik (%75)
-P degeri anlamli degil




Eur J Gastroenterol Hepatol. 2001;13(5):581

Tuberculous peritonitis - reports of 26 cases, detailing
diagnostic and therapeutic problems

Kadir Demir?, Atilla Okten?, Sabahattin Kaymakoglu?, Dinc Dincer?,
Fatih Besisik?, Ugur Cevikbas®, Sadakat Ozdil?, Giingdr Bostas?,
Zeynel Mungan?® and Yilmaz Cakaloglu®

1995-1999, 26 TB peritonit, 25 hastaya laparaskopik
orneklem,

-Baslangic; 2HZ+ streptomisin (40 gtin) (R’siz tedavi rejimi
-Sonrasinda;4HE,
- 18 hasta, Ik bir ay prednisolon+anti TB

-1 hasta serebral ve KC’de grantlom, R eklenip, 12 ay tedavi
planlandi, HKP ex

-1 hasta Hbs Ag tasiyici, KCFT bozulmasi, tedaviyi sorunsuz
tamamliyor,

-24 hastada tedavi basarili (24/26, %92)
-KSD alan hastalarda klinik diizelme daha hizli




Clin Infect Dis. 1998;27(1):52.
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CLINICAL ARTICLES

Corticosteroid Treatment of Peritoneal Tuberculosis

Abdulrahman A. Alrajhi, Magid A. Halim, From the Section of Infectious Diseases, Department of Medicine, King
Abdullah Al-Hokail, Fahad Alrabiah, and Faisal Specialist Hospital and Research Centre, Rivadh, Saudi Arabia

Kawther Al-Omran

 1987-1996, Kral Faysal Hastanesi
-35 peritoneal TB; 9 anti TB+ KSD, 26 sadece antiTB
-HRZE (9 ay) -Ortalama 24 ay takip
e 26 antiTB;
-19 (%73)...abdominal agri
-7 (%27)...tekrarlayan bulanti-kusma, yapisiklk
-5( %19)...Akut batin, 4 laparotomi

-3 hasta ex (Bir hasta 9 ay sonra, bir hasta tedavinin 8. digeri
10.haftasi; intestinal obstruksiyon ve sepsis

 KSD alan grupta; tedavi sorunsuz tamamlandi,




Intestinal tuberculosis
Helen D. Donoghue and John Holton

Centre for Infectious Diseases and International Purpose of review
Health, Department of Infection, University College . . - - - ..
London, London, UK Intestinal tuberculosis (TB) is increasing due partly to the HIV pandemic. lts clinical
presentation mimics inflammatory conditions such as Crohn's disease and
Correspondence to Helen D. Donoghue, PhD, CIDIH, . . . . . . .
Depariment of Infection, University Colloge London, 46 malignancies, which are becoming more prevalent, so the diagnosis is problematic.
Cleveland Street, London W1T 4JF, UK Recent findings
Tei: JT‘_M 207 6799 3?: rf”“ +44 207 6799099; Greater awareness of intestinal TB is needed, both in countries where TB is endemic
e-mail: hdonoghue@ucdl.ac.uk
and developed countries with immigrant populations. Some strains of Mycobacterium
tuberculosis are associated with more extrapulmonary disease and greater
dissemination, thereby exacerbating the rise in HIV-associated extrathoracic TB. Recent

Current Opinion in Infectious Diseases 2009,
22:490- 496

6HRZE veya 9 HRZE, DOTS’a gore daha basarili,
HAART tedavisi alanlarda R’siz rejim

Anti —TNF alacaklarda dncesinde 3HR yada sirasinda
TB gelisirse 6HRZE,

KSD, kullanimi net degil? Anti —TB tedaviye olumsuz
etkisi yok
Cerrahi tedavi Ustunluk yok




Journal of Microencapsulatiorn, February 2009; 26(1): 83—89 informa

healthcare

Gelatin microspheres of rifampicin cross-linked with sucrose using thermal gelation
method for the treatment of tuberculosis

ABDUS SAMAD'., YASMIN SULTANA', ROOP K. KHAR'. K. CHUTTANIZ,
& A. K. MISHRA?Z

"Faculty of Pharmacy, Department of Pharmaceutics, Jamia Hamdard, Hamdard Nagar, New Delhi, India and
Deparmment of Radiopharmaceuricals, Institure of Nuclear Medicine and Allied Sciences (INMAS), Delhi, India

( Received 10 July 2007, accepred 28 April 2008 )

Dogal jelatin ve Sukroz bagi iceren RIF kapsul
calismasi

GIS-TB’da hedef organda salinim ve yiksek MIC
dizeyi elde etme calismasi

Basarili; dagilim ve doku konsantrasyonu digerine
gore yuksek,

Klinik denemeye uygun,




Chalya et al. World Journal of Emergency Surgery 2013, 8:12 e d et

http:/fwawnw wijes.org/content/8/1/12 WJE‘S . WORLD JOURMNAL OF
EMERGEMNCY SURGERY
Y
RESEARCH ARTICLE Open Access

Tuberculous bowel obstruction at a university
teaching hospital in Northwestern Tanzania: a
surgical experience with 118 cases

Phillipo L Chalya'", Mabula D Mchembe?!, Stephen E Mshana®', Peter Rambau®*', Hyasinta Jaka®" and
Joseph B Mabula'?

e 2008-2012 arasli, Tanzanya,retrospektif
* Cerrahi uygulanan abdominal-TB,118 hasta;
-31 (%26,3) es zamanli AC-TB
-25 (%21,69) HIV(+), CD4 sayisi <250 mm3
* Postop komplikasyon, mortalite, morbidite izlem




Table 3 Distribution of patients according to operative

findings (N=118)

Operative findings Frequency Percentage
Small bowel strictures (single/multiple) 86 729

Bands and adhesions 20 169

Bowel strictures and perforation 6 5.
lleocaecal mass 4 34
Enlarged mesenteric lymph nodes 2 1,7

Table 4 Distribution of patients according to type of

surgical procedures performed

Type of surgical procedures Frequency Percentage
Right hemicolectomy with ileo-transverse 66 559
anastomosis

Segmental bowel resection with end to 28 23.7

end anastomosis

Adhesion lysis 20 16.9
lleo-transverse bypass procedure 2 1.7
lleostomy 1 1.8
Stricturoplasty 1 1.8

*En sik gorulen
bulgu; striktdr
*Band ve

adhezyon ikinci en
sik

*En sik yapilan
hemikolektomi
eIkinci en sik
segmental
rezeksiyon

*Acil cerrahi 69
hasta (%58,5)
*Elektif cerrahi 49
(%41,5)




Table 5 Distribution of patients according to
postoperative complications (N = 56)

Postoperative complications Frequency Percentage
Surgical site infections 24 429
Enterocutaneous fistula 6 10.7
Wound dehiscence/ burst abdomen 4 7.1

Paralytic ileus 4 7.1
Intraabdominal abscess/ peritonitis 3 54

Keloids 3 54
Incisional hernia 2 3.6

*En stk komplikasyon
CAI

*Toplamda 44 hastada
komlikasyon %37,3

* Mortalite 34 hasta
(%28,8)

baslanmis,

sorun yok,

*Bu hastalara postoperatif anti TB tedavisi HRZE

*Yasayanlar 84 hastaya tedavi 6 ay planlanmis,
*34 hasta (%40,5) Anti-TB tedavi sonrasi kontrole gelmis;

*50 hasta (%59,5) tedavi sonrasi kontroli yok

CERRAHI TEDAVI INTESTINAL-TB'DA KOMPLIKASYONLAR ICIN UYGUNDUR.




World J. Surg. 21. 492— 499, 1997

J
SURGERTY

by the Sociéts

Intemarionale de Chirurgie

Abdominal Tuberculosis

Wiall O. Aston, M.A_, M.Chir.

Cerrahi reserve olarak durmali,
Cerrahi komplikasyon tedavisi icin daha uygun

Obstruksiyon ileri derecede olmadigi sirece
beklenmeli,

Unutulmamali ki bu hastalarda cerrahi sonrasi
komplikasyon orani daha yiksek

Asil| tedavi prensibi; anti TB tedavi olmal




Lownioaaea rom pmj.omj.com on WUCtober 1u, 2U15 - Fu Departmaent of Suargical
Gastroenterology, Sanjay Gamndbi

Sciemnces, Lucknow 226014, Indi=a

B Flapoor

Avccocepoed 10 March 1998

Classic diseases revisited

Abdominal tuberculosis

Table 3 Management

Site Tpe Sugpeested treatment
Any site Acute abdomen Emergency surgery
Intestinal Ulcerative ATT
Stricturous Strictureplasty, resection

‘ Hyperoophic Resection
Peritoneal Ascirtic, adhesive ATT + ? steroids
Lymph nodes ATT
ATT - antitubercular therapy

Cerrahi endikasyonlari;

-Akut batin
-Kanama (Durdurulamayan, Rektal, Ozofagus)
-Fistul

* Major cerrahiden kag¢inilmali=rezeksiyon=anastomoz problemleri




SSS-TB

TB-menenjit
TUberkilom

Komminuke hidrosefali
Spinal TB Araknoidit
Proliferatif Araknoidit
Vaskaulit




TB-menen;jit

Evre-l: Prodromal faz; 2-3 hf, bas agrisi,halsizlik,
yorgunluk

Evre-ll:Menenijitik faz; meningismus, bulanti, kusma,
kraniyel sinir tutulumu,

Evre-lll:Paralitik faz, konflizyon, stupor, koma,
konvilziyon

J Neurol Sci. 1970 Jun;10(6):541-61.

Tuberculous encephalopathy with and without meningitis. Clinical features and
pathological correlations.

Udani PM, Dastur DK.




Tuberkiulom

SSS parenkimal lezyon

Tek yada cogul

Meninks enflamasyonu yok
Anti-TB tedavi ile geriler
Kalsifiye kalir

Genc eriskin ve cocuklarda; ndbet ve
intrakraniyel basing artisi




J Infect Dis. 2005;192(1):79.

Effect of Antituberculosis Drug Resistance
on Response to Treatment and Outcome
in Adults with Tuberculous Meningitis

Guy E. Thwaites,"*® Nguyen Thi Ngoc Lan,2? Nguyen Huy Dung? Hoang Thi Quy? Do Thi Tuong Oanh,2

Nguyen Thi Cam Thoa,? Nguyen Quang Hien,? Nguyen Tri Thuc,? Nguyen Ngoc Hai? Nguyen Duc Bang?

Nguyen Ngoc Lan? Nguyen Hong Duc,” Vu Ngoc Tuan? Cao Huu Hiep,? Tran Thi Hong Chau,? Pham Phuong Mai,’
Nguyen Thi Dung,?® Kasia Stepniewska,* Nicholas J. White,"* Tran Tinh Hien,? and Jeremy J. Farrar'*

180 SSS-TB hastasi;
-72(%40) en az bir anti TB ila¢ direncli
-10(%5,6) en az R veya H direncli (MDR)

-Klinik izlem, bakteriyel temizlenme, klinik yanit,
mortalite ve morbidite izlem, prospektif

- Standart protokol yok, alinan tedaviler direng
durumuna degisik




Table 2. Nine-month outcome of tuberculous meningitis caused by Mycobacterium tuberculosis with
different drug susceptibilities.

Mo. severely Mo. partially MNo. completely
Drug resistance Mo. dead (%) disabled (%) recovered (%) recovered (%)
Fully sensitive (n = 108) 31 (28.7) 14 (13.0) 15 (13.9) 48 (44.4)
Resistant to INH only (n = 9) 2 (22.2) 4 (44 .4) 1(11.1) 2 (22.2)
Resistant to SM only (n = 24) 4 (16.7) 1 (4.2) 6 (25.0) 13 (54.1)
Resistant to INH and SM only (n = 28) 12 (42.9) 3 (10.7) 5 (17.9) 8 (28.6)
Resistant to RFP only (n = 1) 1 (100}
MDR (n = 10)

MOTE. |[IMH, isoniazid; MDR, multidrug resistant (organisms resistant to at least INH and BFP); RFP rifampicin; SM,
streptomycin.

* Tedavinin 9. ayda tum duyarlilarda dahi mortalite %28,7
* MDR’lilerin tamami ex

*TUm gruplarda mortalite %33,3 (60/ 180)

 Kombine R ve H direnci; kot klinik gidisle direkt iliskili

* H ve/veya S direnci; bakterinin BOS’tan temizlenmesi ile
iliskili ancak klinik seyre etkisi yok,




N Engl ] Med 2004;351:1741-51.
Copyright © 2004 Massachusetts Medical Society.
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ORIGINAL ARTICLE

Dexamethasone for the Treatment
of Tuberculous Meningitis
in Adolescents and Adults

Guy E. Thwaites, M_.R.C.P., Nguyen Duc Bang, M.D., Nguyen Huy Dung, M.D.,
Hoang Thi Quy, M.D., Do Thi Tuong OQanh, M.D., Nguyen Thi Cam Thoa, M.D.,
MNguyen Quang Hien, M.D., Nguyen Tri Thuc, M.D., Nguyen Ngoc Hai, M.D.,
MNguyen Thi Ngoc Lan, Ph.D., Nguyen Ngoc Lan, M.D., Nguyen Hong Duc, M.D.,
Yu Ngoc Tuan, M.D., Cac Huu Hiep, M.D., Tran Thi Hong Chau, M.D.,
Pham Phuong Mai, M.D., Nguyen Thi Dung, M.D., Kasia Stepniewska, Ph.D.,
Nicholas ). White, FR.C.P., Tran Tinh Hien, M.D_, and Jeremy J. Farrar, F.R.C_P.

*545 hasta; >14y SSS-TB, Vietnam,
prospektif,randomize

-275 hasta dexametazone

-271 hasta plasebo (KSD)
*9 ay anti-TB tedavisi planlanmis
*Baslangicta Dexametazone ( es zamanli)
*Mortalite, morbidite, komplikasyon izlem




Table 1. Baseline Characteristics of the Study Population.

Variable

Age — yr
Median
Range

Male sex — no. (%5)

Diagnosis at discharge — no. (92)

Definite
Probable
Possible

Mot tuberculous meningitis™

Duration of symptoms — daysy

Median
Range
Weight — kg
Median
Range

Score on Glasgow coma scalef

Median
Range

Cranial nerve palsy — no. (92)
Hemiparesis — no. (%5)
Paraparesis — no. (%5)

MRC grade — no. (946)§

HIV status — no. (%)

Positive
MNegative
Mot tested

Lymphocyte count — per mm?39

CD4 cells
Median

Range

CD2 cells
Median

Range

*Gruplarin baslangic
Ozellikleri hemen
hemen ayni

Dexamethasone Placebo
(N=274) (N=271)
36.0 35.0
15—88 15—84
168 (61.3) 163 (60.1)
98 (35.8) 89 (32.8)
130 (47.4) 131 (48.3)
44 (16.1) 47 (17.3)
2 (0.7) 4 (1.5)

15 15
4-90 2-90
45.0 45.0
25-75 30-70
14 14
3-15 3-15
82 (29.9) 74 (27.3)
48 (17.5) 37 (13.7)
28 (10.2) 11 (4.1)
90 (32.8) 86 (31.7)
122 (44.5) 125 (46.1)
62 (22.6) 60 (22.1)
44 (16.1) 54 (19.9)
227 (82.8) 209 (77.1)
3 (1.1) 8 (3.0)
64 66
14—-694 73590
606 386
13490908 28-1001

MRC: British Medical
Consult Criteria, SSS-TB
evresi

I-N6rolojik bulgu yok,
GKS>15

II-GKS 11-15
(>15+n0drolojik bulgu)
I1I-GKS<10




* Tedavi protokolu

-H (5mg/kg/g)+ R (10mg/kg/g) + Z (25mg/kg/g)+
S(1g/g); 3 ay

-Sonrasinda 6HRZ

-HIV (+)’lerde S’in E ile degistirildi,
-Dexametazone (MRC Il ve Ill);toplam 2 ay

1.hf- 0,4mg/kg/g |

N

hf-0,3mg/ke/g | IV . | PO; 4 mg/g- 4 hf (her
.hf-0,2mg/kg/g hf 1 mg doz azaltilarak

w

D

.hf-0,1mg/kg/g




Dexametazone (MRC | );toplam 2 ay

- 1.hf- 0,3mg/kg/g
-2.hf-0,2mg/kg/g

S—

—

L e

vV

PO;

*0,1mg/kg/g (3.hf)
*3mg/g (hf'da 1mg
azaltma)

1,2,6,9 ayda klinik gidis ve sonrasi skorlama

GKS gerileme
Ateste cozlilme

9 ayda bagimsiz arastirmaci degerlendirmesi




Table 2. Outcome Nine Months after Randomization, According to Disease-Severity Grade and HIV Status.*
Relative Risk
QOutcome and Group Dexamethasone Placebo (95% ClI) P Value
no./total no. (%)
Death
All patients 87/274 (31.8)  112/271 (41.3)  0.69 (0.52-0.92) 0.01
Grade
| 15/90 (16.7)  26/86 (30.2) | 0.47 (0.25-0.90) 0.02
[ 38/122 (31.1)  50/125 (40.0) | 0.71 (0.46-1.1) 0.11
1l 34/62 (54.8)  36/60 (60.0) | 0.81(0.51-1.29) 0.38
Relative risk of death stratified ac- 0.68 (0.52-0.91) 0.007
cording to grade’ Dexametazone
HIV status ’
[ ]
Negative 57/227 (25.1)  67/209 (32.1)  0.72 (0.51-1.02) 0.07 Evre I'de
Positive 27/44 (61.4)  37/54 (685)  0.86 (0.52-1.41) 0.55 . .
Undetermined 3/3  (100) 8/8 (100)  1.16 (0.71-1.91) 0.71 mortal Iteyl
Relative risk of death stratified ac- 0.78 (0.59-1.04) 0.08 (0
cording to HIV statusg azaltlyor A)l7 VS
Dexamethasone Placebo Odds Ratio P Value %30)
no./total no. (%) ’
Death or severe disability .Evre I I'I “ de
All patients 121274 (44.2)  134/271 (49.4)  0.81 (0.58-1.13) 0.22
o azaltiyor ama p
| 19/90 (21.1)  30/86 (349)  0.50 (0.25-0.98) 0.04 .
[ 57/122 (46.7)  61/125 (48.8)  0.92 (0.56-1.52) 0.74 anlamli d egl |
1l 45/62 (72.6)  43/60 (71.7)  1.05 (0.47-2.31) 0.91
Odds ratio stratified according to 0.79 (0.56-1.13) 0.20
gradef
HIV status
Negative 93/230 (40.4)  96/217 (44.2)  0.86 (0.59-1.25) 0.42
Positive 28/44 (63.6)  38/54 (70.4)  0.74 (0.32-1.72) 0.48
Undetermined 3/3  (100) 8/8 (100) — —
Odds ratio stratified according to 0.87 (0.62-1.24) 0.44
HIV status9




Table 3. QOutcomes of 545 Patients Nine Months after Randomization.

*9. ay
degerlendirmede
-Steroid alan
grupta kalici
norolojik hasarlar
arasinda fark yok
- Mortalite
azalmis ama
anlamli degil

*HIV (+) hastalarda dahi
steroidin sag kalim Gzerine

No. of
Group Patients Outcome
Inter- Severe
Good mediate Disability =~ Death
number (percent)
Dexamethasone® 274 104 (38.0) 49 (17.9) 34 (12.4)] 87 (31.8)
Placebo 271 05 (35.1) 42 (15.5) 22 (8.1) | 112 (41.3)
C Patients Infected with HIV
9-mo
1.0 follow-up
gﬂ 0.8
s Dexamethasone
E 0.6
Y
=
e
'«E 0.4+
= Placebo 1
: 0.2- !
P=0.55 i
0.0 . . —
0 100 200 300 o e
etkisi yok
Days
No. at Risk
Dexamethasone 44 24 20 16 4
Placebo 54 29 21 17 5
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Review

Tuberculoma of the central nervous system @C“k

Arthur R. DeLance?®, Michael Safaee @, Michael C. Oh ?, Aaron ]. Clark?®, Gurvinder Kaur ?, Matthew Z. Sun?,
Andrew W. BollenP®, Joanna ]. Phillips *?, Andrew T. Parsa **

“ Department of Neurological Surgery, University of California, San Francisco, 505 Parnassus Ave., Room 7790, San Francisco, CA 94143-0112, USA
b Department of Pathology, Division of Neuropathology, University of California, San Francisco, San Francisco, CA USA

CERRAHI DUSUNULMESiI GEREKEN DURUMLAR

*Basi etkisi olusturan tiberkilom,
*Onlenemeyen Fokal/generalize
nobet

*Capi>20mm,

*Orta hatta kayma,

*Intrakraniyel basincg artisi
(hidrosefali)

@ Astrocyte (outer layer) @@ M. tuberculosis

:LQ“ Lymphocyte () Caseous center

@ Macrophage
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Diagnostic and Therapeutic Role oh . ERSAIN:
of CT-Guided Stereotactic Surgery | .un nakan:

iIn the Management of Erdogan AYAN?
Intracranial Tuberculomas Zafer BERKMAN®
Osman EKINCI®
intrakranial Tuberkilomalarin Tani ve Nurgul CERAN®
Tedavisinde Bilgisayarh Tomografi Fugen VARDAR AKER’

Rehberliginde Stereotaktik Cerrahinin Rola

YONTEM ve GEREC: Intrakranial kitlesel lezyonlarn olan 13 olguya
]ﬂstngatnlnjik tan1 icin stereotaktik yontem uygulanmugtir. Uygun olan %nzﬁ)
olguda hem tan1 ve hem de tedavi icin stereotaktik mikrocerrahi rezeksyon
u%'gulanu;;, bununla birlikte 7 olguda sadece tam1 amaciyla stereotaktik biyopsi
islemi uygulanmigtir.

BULGULAR: Olasi tiberkiilomali 13 olgunun biri diginda 12 olguda
histopatolojik olarak tuberkiiloma tarust konmustur (%92). Nébet dykiisii olan
biitiin olgularda ndbet kontrolii saglanmistir. Stereotaktik isleme bagh 6lim ve
kalia sakathk saptanmadi Stereotaktik mikrocerrahi rezeksiyon uygulanan
hastalarin hepsincﬁi total rezeksiyon uygulandigi ve rezidiiel kitlenin olmadig

saptand1. Tlim hastalarda antitiiberkiiloz tedavi siiresinde lezyonlarin tamamen
yok oldugu saptand..




Infundibular stenosis with caliectasis
Moth eaten calyx

Parenchymal calcification

Cortical searring

Caseous mass

GUS-TB = /8

Hiked-up pelvis
Urothelial thickening
Adrenal calcification
Central papilary necrosis

0, Cortical abscass with rupture into the
perinephric space

11. Forniceal papliary necrosis
12. Ureteral stricture
13. Beaded ureter

|
* Granlulom formasyonu, 3
* |Interstisyum tutulumu, I
* Progresif medullar hasar, 5
e Renal papillada “ " i

destriiksiyon, | \C" " b
. Abse’ , e 17, Urethral stricture

18, Mesenteric lymphnode calcification
e Fibrosis-skar,

TUBERCULOSIS OF THE URINARY TRACT

Genitourinary tuberculosis. Clinical features in a general hospital population.
Simon HB, Weinstein AJ, Pasternak MS, Swartz MN, Kunz LJ
Am J Med. 1977;63(3):410.

Genitourinary tuberculosis: review of 102 cases.
Christensen WI
Medicine (Baltimore). 1974;53(5):377.
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Urogenital Tuberculosis:
Update and Review of 8961
Cases from the World Literature

André A. Figueiredo, MD, PhD,” Antonio M. Lucon, MD, PhD?

*Department of Morphology, Federal University of Juiz de Fora, Minas Gerais, Brazil;
'Division of Urology, University of Sdo Paulo School of Medicine, Sdo Paulo, Brazil

Table 1
Frequency of Tuberculosis-Affected Urogenital Organs . oo o
*Tum uriner
Christensen, 1974 Gareia-Rodriguez et al, Mochalova and Starikov, 1
(United States) 1994" (Spain) 1997 (Russia) S I Ste m t u t u I u r
Total [N) 102 81 4298
v 2 4 s | ancak en sik
Kidney 60.8 93.8 100 .
Bilateral 29 145 834 b 0] b re kl er
Unilateral 71 85.5 16.6 y
Urete 166 01 = * Renal tutulum
Bladder 15.7 21 10.6
Prostate® 26.4 2 49.5 / :
Epididymis” 222 1.8 5.5 te k g Ift ta rafl I
Seminal vesicles 6.9 0 NR H -
Urethra 1.4 2 21.4 O I a bl | I r
Values are percentages unless otherwise noted.
*In relation to male patients.
NR, not reported.




Table 2
Comparison Between 3036 Cases of Urogenital Tuberculosis From Developed Countries ° H a St a | arin ne rd evse
and 5925 Cases From Other Countries y
yarisi ilerleyen
Developed (ther
Variable Countries Countries P Value* Total d O nem d e cerra h |
Tatal (N) 1036 5925 B961
Men 519 5.4 1 G48 1ri
Women 7.1 M6 0 31 g e g Irl yo r
Age [years), median (range) 426 (7-E0) 19.2 (583 40.7 [%-8) ° . . .o
Previous fuberculosis 175 1.4 & 165 G e I I 5 mi 5 u I ke I e rd e
Symptoms and signs
Siorage sympioms 44.2 552 | 1L d d h d Sl k
Dysuria 118 16.4 <0 178 . e .
Lumhar pain 08 123 < 10 4 Cerrahi ti o]
Hematuria U5 4.1 <0 15k
Epididymis lesion’ yi13 474 < 01 185 1
Fewer and malaise 111 19.9 | L] n efre kto mi ya d a
No sympioms 0.4 i} < 1l A . .
Rl e palyatif cerrahi
Dizgnasis . .
Urine 790 5.4 <0l 6.1 'Mesanede f|brOZ|S
Hi;lgpathq]n_gy . 14 1.3 | 1148 . L.
Klfllnltnmdlﬂgm]]hlc 17 1.3 Ji 10.4 ne d en Iyl e b u y u It me
Iney
Unilateral nonfunctioning 1248 1.1 | 264
operasyonlari en sik
Contracted bladder 4.0 1.6 <0 1]
o
Slrgenes GG LG = 1l 48 ( A)S )
Ablative 50 6.9 < 0l 211 . .
Nephreciomy 773 260 kY 116 *Cerra h , an ti-TB
Deveboped countries incuded the United States, Japan, and those in Europe. Other countries inchaded Eussia and those in Latin Amenic and Africa, . .
Values are percentages unbes otherwise nofed. -
*Comparison between developed countries and other coustries [y tess). tEdaVI n I n 4 6' hf SI nda
"In relation to male patients. I I
yapiimali,
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Role of Early Endourologic Management of Tuberculous
Ureteral Strictures

KI YOMNG SHIN, M.D., HYUN JUN PARK, M.D., JONG JIN LEE, M.D., HAE YOUNG PARK., M.D.,
YOUNG NAM WOO, M.D., AND TCHUN YONG LEE. M.D.

e 77 Renal TB hasta, 1980-1998
-USG ve IVP ile fonksiyone bobrek,lreteral strikturli

-37 hasta anti-TB
-28 hasta anti-TB+ perkiitan stent
-19 hasta anti-TB+perkiitan nefrostomi

* HRE; 9-22 ay




TABLE 1. PATIENT

CHARACTERISTICS

Variable No. (%)
Mean age (range) (years) I8 (1368
M/F 48 (62W29 (38)
Unilateral/bilateral 70 (917 (9)
"Group
I 63 RU* (75)
11 21 RU (25}

Site of stricture (Group I/IT)
Lower ureter

*Cogu alt treter darligy,

* Grup I; tani aninda striktar
bulunan (63,% 75)

*Grup |l; tedavi sirasinda
striktlir gelisen (21,%25)

20 RU (46716 RU (76)

Upper ureter
Multiple

Treatment
Medication
Medication + stenting
Medication + PCN

23 RU (37)/2 RU (10)
11 RU (18)3 RU (14)

37T RU (44,
28 RU (33)
19 RU (23)

1RU = renal units.

*Nefrektomi orani %51

*Spontan rezollsyon anti
TB grubunda %19, erken
stentlenenler de ise %29

TABLE 2. SUMMARY OF TREATMENT OuTCOMES®

Group I (%) Group IT (%) Total (%)
Treatment Nx RS SR Nx RS iR Naxb RS® R
Medication 2(73) 301 3(17) (71 0 2029y 27 (73) ENEY] 719
Medication + stenting 5031 9 {56) 213 3425 3(25) 6 (50 8(29) 12 (43) 829
Medication + PCN T i41) L0 (59) 0 1 (500 1 (500 0 8 42) 11 (58) 0

iMx = nephrectomy; RS = reconstructive surgery; SR = spontaneous resolution.

PP < 0.001, RU treated with medication only v medication plus ureteral stenting or PCN (chi-square test).
P < 0.001, medication only v medication plus stenting or PCN.

dp = 0.05, medication only v medication plus stenting or PCN.




Furopean
Urologyv

European Urology 48 (2005) 353362
EAU Guidelines

EAU Guidelines for the Management of Genitourinary
Tuberculosis

Mete Cek™, Severin Lenk, Kurt G. Naber, Michael C. Bishop. Truls E. Bjerklund Johansen,
Henry Botto, Magnus Grabe, Bemard Lobel, Juan Palou Redorta, Peter Tenke

the Members of the Urinary Tract Infection (UTI) Working Group of the European
Association of Urology (EAU) Guidelines Office

Deprartment of Drodogy, Taksim Teaching Hospital, Tstanbaod, Therkey

* Anti TB tedavi HRZE/S ( 2 ay), HR (4ay)

e Rektrrens, komplikasyon, HIV(+); 9-12 ay
e MDR-TB; duyarliliga gére;>18 ay

* Cerrahi?




 Nefrektomi;
-Nonfonksiyone bobrek (kalsifiye/degil)

-Tim bobrek tutulumu+HT/ lreteropelvik birleske
tutulumu,

-Beraberinde renal karsinom
* Parsiyel nefrektomi

- 6 hafta anti-TB tedaviye ragmen kalsifikasyon iceren
polar lezyon,

-Takiple buytyen/ bobregin genelini tehdit eden
kalsifikasyon,




Abse drenaji
Epidimektomi;
-Anti TB tedaviye yanit vermeyen kazefikiye abse,

- Anti TB tedaviye ragmen sabit kalan yada biyuyen
kitlesel lezyon

Ureteral striktir
-Ureteropelvik bileske darligi; double J kateter

-Orta Ureter darhgi;lireterostomi/ double J kateter
-Alt Grter darhgi: anti-TB+KSD (<3 hf)+dilatasyon




KVS

* Myokardit (nadir)
* Endokardit (en nadir)

Perikardit




Perikardit

* [Konstruktif perikardit
» [Effizyonun eslik ettigi konstruktif perikardit

e Kardiyak tamponat
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Tuberculous Pericarditis: Ten Year Experience With a Prospective
Protocel for Diagnosis and Treatment

J. SAGR!STA-SAULEDA. MD. G. PERMANYER-MIRALDA, MD,
I. SOLEK-SOLER, MD

Rarcelome, Xpain

e 294 hasta akut konstruktif perikardit tanis
* 13 hasta TB-perikardit
e Tani:-perikarditosentez (3)
- balgam kultarda (4) (miliyer TB)
-perikardiyel biyopsi (3)
-lenf nodu biyopsisi (3)




* Tedavi; HRE (9 ay), KSD (1 ay)

* Hastalardan; 7’sinde peridektomiyi gerektiren
tamponad ve perikardiyel effzyon (tanidan ortalama
2-3,5 ay sonra)

¢ Sonug: It Is concluded that 1) tuberculous pericarditis has a
variable clinical presentafion ard therefore it should be
considered in the evaluation of all instances of pericarditis

withaut a rapidly self-limited course; 2) the diagnesis
shosld be based only on objective data obtained with a
systematic study protocol; 3) early definitive diagnosis is
still difficult to achieve; and 4) development of subacute
constrictive pericarditls requiring pericardiectomy is com-
men.

(f Am Coli Cardiol 1988;11:724-8)

Konstruktif perikarditte perikardiyektomi cogunlukla
gereklidir




Clinical Infectious Diseases 1997:25:872-87

872 . L . .
This article is in the public domain.

REVIEW ARTICLES

Adjunctive Corticosteroid Therapy for Tuberculosis: A Critical Reappraisal of
the Literature
David P. Dooley, John L. Carpenter, From the Department of Medicine, Brooke Army Medical Center, Fort

and Steven Rademacher® Sam Houston, and the Department of Medicine, University of Texas-
Southwestern Medical School, Dallas, Texas

1957-1983 arasi prospektif, randomize, bazilari cift
kdr calismalar irdelendi,

KSD kullanilan; TB menenjit ve TB perikardit hasta
serileri,

Calismalarin sonlanim noktalari arasinda siniflama
yapilimadi




1)TB menenjitte KSD tedavisi mortalite ve hastaligin ilerlemesine
direkt olumlu etkili,

2)TB perikarditte farkl sonuclar var; mortalite azaliyor ama
konstriksiyonda degisme gorulmuyor

3) Anti TB tedavinin yan etkisini arttirmiyor, tedavi etkinligine
etkisi yok,

4)Kisa sureli (1 ay) KSD, TB menenjitte, effliizyonlu TB
perikarditte etkin,

steroid therapy in the management of tubercul Corticosteroid therapy probably improves neuro-
logical outcomes of, and decreases mortality OU€ to, tuberculous meningitis of moderate severity.
Although therapy for tuberculous pericardi=ssimplified (with less need for operative intervention)
by adjunctive corticosteroid administration| 2 | there are fewer deaths, the incidence of subsequent
constriction is not changed. The signs and svmptoms of typical reactivation tuberculous pneumonia,
tuberculous pleurisy, and probably primary tuberculous disease (with lymphadenopathy) seem to
decrease rapidly with corticosteroid therapy, although no differences in final outcomes have been
observed. Corticosteroid regimens ur—-jn nmst studies varied greatly in duratiun and dﬂsage and
generally caused significant side eff] 3 i

adeguate antimycobacterial therapy. Adjunctive corticosteroid therapy appears to offer &.lgﬂlﬁl.ﬂﬂt

short-term I other than for tuberculous meningitis and effusive pericarditis) minimal long-term

An extensive, although largely forgotten, literature addresses the utility of adjunctive cortico-
1
LI

benefit for nts with tuberculosis.




Q| Med 2003; 96:593-599
doi:10.1093/gjmedhcgl 00

Adjuvant corticosteroids for tuberculous pericarditis:
promising, but not proven

M. NTSEKHE', C. WIYSONGE?, J.A. VOLMINK?, P.J. COMMERFORD" and
B.M. MAYOSI'

*Afrika Metaanaliz calismasi; 1966-2003 arasinda
randomize, kontrolli TB perikardit calismalari
incelendi,

*Minumum iki yil takip edilenler,

*Tedavinin herhangi bir asamasinda KSD kullananlar,
*HIV durumu pozitif olan calismalarda ayri
degerlendirildi,




* Toplamda dort calisma (tcu HIV disi, biri HIV pozitif
hastalarda)kriterler uyuyor

-n=441 hasta (HIV disi)
-n=58 hasta (HIV +)

* KSD kullanimi mortaliteyi azaltiyor ama istatistiksel
olarak anlamli degil,

Comparison: Tuberculous pericarditis: steroids vs. placebo

Oulcome: Death from all causes
Treatrment Comtrol FR Weight RR
Sy n'M M (35 %C1 Fiked) £ 195%CI Fixed)
Sirang 1987 grE2 11 [67 R 410 0730034 1 83
=rang 1908 Sr1os 167116 +— 530 050251 .24]
Tokal 9551 16 ME7 2 ME3 i 1000 065{0.36.1 18]
Test for heterogenety chissquare=0735 di=1T p=055
Test for overall effect ze-1 45 E-IZI 14

T T T T
i 2 1 5 in
Fawour = Treatment Farvoars Comtrod




etkisi olmadigi,

Comparison: Tuberculous pericarditis: steroids vs. placebo

o |kiyillhk takiplerde KSD’lerin efflizyonun
tekrarlamasina ve cerrahiye gereksinimde azalmaya

Outcome: Pericardiectomy
Treatmemnt Control RE. Weight RR
Stundhy n' nH {95%CI Fixed) T {9551 Fined)
Schrire 1953 4/14 L - 1.8 Q00053152 93]
Strang 1387 11 FE2 18 16T —E—— 34 DEG[0.34.1.25]
Strang 1383 71105 107118 — B 348 077031 .1 .96)
Total (95 %C10 22 118 265197 i — 000 DES051.1.42)
Test for heterogenaty chi-sguare=3 27 di=2 p=02
Test tor owerall effect z=-0.51 p=05

i 2

1

Fawveurs Tresmtment

10

Fawowrs Contral

*TB perikarditte; KSD kullanimi
kuskusuz mortalite ve morbiditiye
etkin ama calisma az,

*KSD doz konusunda olusmus
protokole ihtiyac var,

e Blyuk plasebo kontrolli
calismalara ihtiyac var,

Discussion: Steroids could have lamge beneficial
effects on mortality and momidity in tuberculous
pericarditis, but published trials are too small to
be conclusive. Large placebo-controlled trials are
required, and should include sufficient numbers of
HIV-positive and HIV-negative participants, and an
adequate adjuvant steroid dose.




American Hear Joumal

Febrary 2013

Rationale and design of the Investigation of the
Management of Pericarditis (IMPI) trial: A 2 x 2 factorial
randomized double-blind multicenter trial of adjunctive
prednisolone and Mycobacterium w immunotherapy in
tuberculous pericarditis

* TB Perikardit, Cok merkezli, cift randomize, cift korlq,
prednisolon ve Mycobacterium W immunoterapi

 TB perikarditte mortalite ve kalici hasar %50’lerdedir,

* TB perikarditte eflizyon birikimini azaltici etkin olan
KSD, immiunoterapi (M. w) ile kiyaslanmistir,

* TB perikardit tanili/olasi 1400 hasta,




Table I. Diagnostic criteria for TB pericarditis in a TB-endemic country or community %

Diagnostic category Criteria

Definite TB pericarditis ® Tubercle bacilli are found in stained smear or culture of pericardial fluid; or

® Tubercle bacilli or caseating granulomata are found on histologic examination of pericardium
Probable TB pericardits @ Evidence of pericarditis in a patient with TB demonstrated elsewhere in the body; or

® Lymphocytic pericardial exudate with elevated adenine deaminase activity; or

® A Tygerberg TB Pericarditis Diagnostic Index Score =6 in patients in whom pericardiocentesis
is not feasible, and other causes of pericarditis have been excluded

TB tanu:

-Perikardiyel sivida TB basili

-Perikard biyopsisinde TB basili veya kazeifikasyon grantilomu

TB olasi:

-Bagka bir yerde TB tanisi konan perikardit veya

-Artmis lenfositik aktivite ile ADA pozitifligi

-Perikardiyosentez mumkin olmayan hastalarda Tygerberg skoru>6

Tygerberg TB perikardit Tani Kriteri Puani (>6 )
-Kilo kaybi (1)

-Gece terlemesi (1)

-Ates (2)

-Serum globulin >40g/L (3)

-BK sayisi< 10x10° / L (3)




Prednisolon ve M. w immunoterapsinin tamponat ve
perikardiyel drenaj gerektiren efflizyon gelisimi Uzerine
etkisi arastirildi ve kiyaslandi,

Takip

-2,4,6. hf

-3 ve 6. ay ve 6 aylik periyotlarla 4 yil




*1.hf; 120 mg/g,

2.hf; 90mg/g
3.hf; 60mg/g
4.hf; 30mg/g
5.hf; 15mg/g
6.hf; 5mg/g

Patients with Probable or Definite Tuberculous Pericardial Effusion

(N = 1,400)
I ! | -oral prednisolon / plasebo (6 hf)
RANDOMIZE o« ® .
-M. w injeksiyonu / plasebo (3ay)
v ¥
Prednisolone Placebo
Daily tapering dose over Daily tapering dose aver
b ks b k . .
T 5 *2X2 (cift plasebo,cift
\ RANDOMIZE | | RAND:ZJMIZE | randomizasyon)
{ ¥ L ¥
Mycobacterium w Placebo Mycobacterium w Placebo
5 doses: enrolment, 5 doses as for 5 doses: enrolment, 5 doses as for
weeks 2,4, 6 and active Mw weeks 2,4, 6 and active Mw
month 3 month 3

Primary outcome: composite of death, constriction, or
cardiac tamponade requiring pericardiocentesis

Secondary outcomes: opportunistic infections, malignancy,
effect on CD4+ T lymphocyte count, and immune
reconstitution disease.

IMPI Trial siudy des.ign_

Primer sonlanim: 6lim/ perikardiyel kontriksiyon/perikardiyosentez
gerektiren tamponat
Sekonder sonlanim:immiinmodiilasyonun olumsuz etkileri firsat¢i enfeksiyon
(herpes zooster vb) veya malignite (kaposi vb)




4. Detectable RRR comparisons between the cell with
double placebo versus each individual drug (2-tailed
a = .0264, 10% drop-out and 6% lost to follow-up)

Double 1200- 1400- 1600-
placebo patient patient patient
event rale study study study

n =300 n =350 n =400
vs 300 vs 350 vs 400
cell cell cell
comparison comparison comparison
80% 90% 80% 90% 80% 90%
pOWEr pOWEr pOWEr pOWEr  pOwer  power
35% 30.2% 340% 28.2%  31.8% 26.6% 30.0%
40% 28.9% 325% 27.0%  304% 254% 287%

45%

278% 31.3% 260%

293% 24.5% 27.6%

Sonuc:

-KSD ve M. w
immunizasyonu TB
perikarditte anti TB
tedaviye yardimcidir,

-KSD’lerin etkisi daha
erken cikmaktadir,

-Immuiinoterapinin
etkisi daha uzun
sirmekte ve
tekrarlayan efflizyona
etkisi daha gucluddr,




TB cilt tutulumu-siniflama-I

Eksojen kaynaktan inokulasyon
-Primer cilt TB

-Tuberculosis verrikosa cutis
Otoinokulasyon veya endojen kaynaktan yayilim
-Skrofuloderma

-Tuberculosis cutis orificialis
-Lupus vulgaris

Hematojen yayillim

-Lupus vulgaris

-Akut miliyer TB

-Metastatik TB absesi




TB cilt tutulumu siniflama-I|

‘Usus magister est optimus’
Tecriibe en iyi 6gretmendir

Multibasiler (basil doku yada ekstidatta var)
-Skrofuloderma

-Tuberculosis cutis orificialis

-Akut miliyer TB

-TB absesi

Paucibasiler (basil yok/ cok az)
-Tuberculosis verrucosa cutis

-Lupus vulgaris

Tuberkuloid (basil yok TB aglerine duyarlilik)
-Papulonekroid tiiberkiloid(PNT)

-Lichen scrafulosorum

-Eritema endiiratum Bazin (noduler vaskaiilit)




Nadir Gorulen Bir Cilt Tuberkulozu: Tuberculosis Verrucosa Cutis

Alper Sener?, Suzan Sagar?, Sevilay Oguz2, Ridvan Dumlu?, Ozlem Cakmak!

Onsekiz Mart Qniversitesi Tip Fakiiltesi Enfeksiyon Hastaliklari ve Klinik Mikrobiyoloji AD./ Canakkale
Onsekiz Mart Universitesi Tip Fakliltesi Dermatoloji AD./ Canakkale

Olgu:

* 67y E, ciftci, oniki yildir KOAH nedeniyle
inhale kortikosteroid ve beta blokor kullaniyor.
*Sol bacak 1/3 distalinde (i¢ haftadir devam
eden agrisiz, fistullze, Gzeri yer yer nekrotik
kurutlanma iceren ve pdirulan akinti sonrasi
tekrar kapanan yara (Resim 1).

*Farkli hekimlerce betalaktam ve beta
laktamaz inhibitord baslanmasina ragmen
iyilesmiyor

* Aspirasyon direkt baki ve kiltiiriinde; her
sahada bol I6kosit ve eritrosit, gram negatif
bakteri ve GSBL (+) E.coli

*Hastaya ertapenem 1x1 gr IV tedavi basland.i.
* Tedavinin Uglincl glini mikrobiyoloji
laboratuarindan gelen sonuclarda yara direkt
bakisinda 2-3 adet ARB basil goruldigu
bildirildi.

*HRZE, PO baslandi. Birinci ayda goriinim
(Resim 2).




TB cilt tutulumu-tedavi

Dermatologic Therapy Vol. 21, 2008, 154-161

Comright © Blackuwell Publishing, Inc., 2008
Printed in the United States - All rights reserved

DERMATOLOGIC THERAPY
IS5 1396-02596

Management of cutaneous
tuberculosis

Table 1. Recommended dosage for initial treatment of cutaneous tuberculosis

Drug Daily dose Thrice-Weekly dose Children®
Isoniazid 5 mg/kg, max 300 mg 15 mg/kg, max 900 mg 10-15 mg/kg daily;
20-30 mg/kg intermittent
Rifampicin 10 mg/kg, max 600 mg 10 mg/kg, max 600 mg 10-20 mg/kg
Pyrazinamide 20-25 mg/kg, max2 g 30-40mg/kg max3 g
Ethambutol 15-20 mg/kg 25-30 mg/kg

‘Dosage for children is similar, except that some authorities recommend higher doses of isoniazid and rifampicin.

Source: Based on American Thoracic Society, Infectious Disease Society of America and Centers for Disease Control and
Prevention.

HRZE baslangi¢ tedavisi (2 ay) ve HR (4 ay) (AC TB ile ayni)




TB cilt tutulumu-tedavi

Table 2. Treatment regimen for cutaneous tuberculosis

Resistance to isoniazid and Resistance to all
Chemaotherapy First-line drugs Resistance to isoniazid rifampicin first-line drugs
Initial orbactericidal ~ Rifampicin+ isoniazid + Rifampicin + pyrazinamide +  Pyrazinamide + ethambutal + 1 injectable agent” + 3 of the
phase pyrazinamide + streptomycin ethambutol® quinolone antibiotic following: ethionamide,
or ethambutol Streptomycin (or another cyclosering quinolone antibiotic,
2 months, daily injectable agcmhj para-aminosalicylicacid
Continuation or Rifampicin + |soniazid Throughout (6 months) Throughout {1824 months) Throughout (24 months)
sterilizing phase 4 months, daily
2/week or 3 /week
Total duration of 6 months at least & months 18-24 months 24 months

therapy

A4 flunroquinolone may strengthen the regimen for patients with extensive disease.
"amikacin, kanamycin, or capreomycin. All agents should be discontinued after 2-8 months, depending upon tolerance and response.

*Toplam tedavi stresi 6 ay

*H direncinde; RZE, 6 ay

*HR direncinde; ZE+FQ /S, 18-24 ay

*Tum birinci basamaklara direnc; S (enjektabl
amicasin/kanamisin/kapreomisin)+ 3’lG (sikloserin,
etionamid, FQ, PAS), 24 ay




™

Morbidity and Mortality Weekly Report

Recommendations and Reports June 20, 2003 / Vol. 52 / No. RR-11

Treatment of Tuberculosis

American Thoracic Society, CDC, and Infectious
Diseases Society of America




8.3. Extrapulmonary Tuberculosis l

randomized controlled trials, suggests that 6- to 9-month regi-
mens that include INH and RIF are effective (2—76). There-
fore, among patients with extrapulmonary tuberculosis, a
6- to 9-month regimen (2 months of INH, RIE, PZA, and
EMB followed by 4-7 months of INH and RIF) is recom-
mended as initial therapy unless the orranisms are known or
strongly suspected of being resistant to the first-line drugs. [f PZA

cannot be used in the initial phase, the continuanon phase must be
increased to 7 months, as described for pulmo. tuberculosis.

The exception to the recommendation for a 6- to 9-month

regimen is wberculous meningitis, for which the optimal length

of therapy has not been established, but some experts recom-

mend 9=12 months,

~orticosteroid s 2 useful adiunc in treati

forms of extrapulmonary tuberculosis, specifically meningitis

and pericarditis caused by drug-susceptible organisms. Evi-
~dence-based recommendations on the duration of treatment
for extrapulmonary tuberculosis and the use of corticosteriods
are shown in Table 13.

AD-TB;

* 6-9 arasi rejimler
onerilir,

2 ay HRZE, 4-7 ay HR,
*PZA baslanamazsa;
devam fazi 7 aya uzatilr,

TB-menenjitte toplam sure
9-12 ay olmalidir

KSD tedavisi menenijit ve
perikarditte anti TB
tedaviye ek olarak
onerilir.




~

TABLE 13. Evidence-based" guldgmes for the treatment of extrapulmonary tuberculosis and adjunctive use of corticosteriodst
Site Length of therapy (mo) Rating (duration) Corticosteroids! Rating (corticosteroids)
Lymph node 6 Al Mot recommendad D
Bone and joint 69 Al Mot recommendad ]
Pleural disease 6 All Mot recommended DI
Pericarditis 6 All Strongly recommended Al
CNS tuberculosis including meningitis 912 =1 Strongly recommended Al

T OIESEalE T asease 1= At Mot recommendad D
Genitourinarny 4 All Mot recommendad D
Peritoneal \ 6 ), All Not recommended DIl

N -

1 For rating system, see Table 1.
tDuraﬁun of therapy for extrapulmonary tuberculosis caused by drug-resistant organisms is not knowmn.
Corticosteroid preparations vary among studies. See Section 8.3 for specific recommendations.

KSD tedavisi konusunda bu iki tablo disinda yararini gosterir
etkin calisma yoktur

Tedavi slireleri acisindan
bakildiginda ; SSS —TB acisindan 9-12ay

-Lenf nodu TB; 6 ay 6nerilen surenin kanit dizeyi
-Kemik-eklem TB; 6-9 ay daha diguk

-Perikardiyel TB; 6 ay
-Genitouriner TB; 6 ay
-Peritoneal TB; 6 ay
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Treatment of extrapulmonary 1B
and of TB In special situations

Pulmonary and extrapulmonary disease should be treated with the same regimens
(see Chapter 3).! Note that some experts recommend 9-12 months of treatment for
TB meningitis (2, 3) given the serious risk of disability and mortality, and % months
of treatment for TB of bones or joints because of the difficulties of assessing treatment
response (3). Unless drug resistance is suspected, adjuvant corticosteroid treatment
is recommended for TB meningitis and pericarditis (I-4). In tuberculous meningitis,
ethambutol should be replaced by streptomycin.

*AC ve AD-TB’da tedavi
secenekleri aynidir,
*Ana farkhhklar tedavi
suresindedir,

*TB menenjitte ve kemik eklem
TB’unda >9 ay tedavi sureleri 6nerilir,
*TB perikardit ve TB menenjitte ilac
direncli TB stiphesi olmadigi siirece
KSD tedavi eklenebilir,
*TB menenjitte ETM, Streptomisinle

degistirilmelidir,




Although sometimes required for diagnosis, surgery plays little role in the treatment
of extrapulmonary TB. It is reserved for management of late complications of disease
such as hydrocephalus, obstructive uropathy, constrictive pericarditis and neuro-
logical involvement from Pott’s disease (spinal TB). For large, tluctuant Ilymph nodes
that appear to be about to drain spontaneously, aspiration or incision and drainage
appear beneficial (3).

Tani icin bazen gerekli olsa da; cerrahinin yeri AD-TB’da
sinirlidir. Hidrosefali, obsturiktif Gropati, konstriktif
perikardit ve Pott hastaligi (spinal TB) norolojik
tutulumu icin rezervde tutulmahdir. Bayuk lenf
nodlarinda da yararhdir.
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Eve Gidecek Mesajlar

‘Sapientia est potentia’
Bilgelik glictdir

e AD-TB tedavisinde

llac duyarli etken varliginda 6HRZE uygulanir,

Eger baslangicta Z baslanamiyorsa toplam tedavi 9 aya
uzatilr,

llac direncli etken varliginda duyarhliga gére secilir ve siire
>18 ay,

KSD tedavisi sadece perikardit ve menenijit Ell ve Elll'te
yararhdir,

SSS ve Kemik-Eklem TB tedavi sliresi >9ay
SSS-TB’da E yerine S kullanilmalidir




Eve Gidecek Mesajlar

‘Sapientia est potentia’
Bilgelik glictir

e Cerrahi tedavi sadece 6zel durumlarda uygulanir;
= Hidrosefali,
= Obsturiktif Gropati,
= Konstriktif perikardit,
= Pott hastaligi (spinal TB) norolojik bulgular varliginda,
= Blylk lenf nodlari(?)
= Tuberktulom(?)




DIRENCLI DUYARLI

ILAC TEDAVISI

CERRAHI TEDAVI ADJUVAN TEDAVI

KOMPLIKASYON KSD |
HASTALIK IMMUNOTERAPI



