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ENCEFALITA




ENCEFALITA - inflamatie a parenchimului cerebral de
origine infectioasa sau autoimuna




MANIFESTARILE CLINICE INCLUD URMATOARELE SINDROAME:

1. STARE FEBRILA ACUTA CU ATINGEREA MENINGELOR

2. TULBURARI DE VIGILENTA: letargie, coma, incetinire psihicd, confuzie,
delir, dezorientare

3. TULBURARI MENTALE: halucinatii, agitatie, tulburéri de personalitate,
tulburari de comportament

4. SEMNE NEUROLOGICE DE FOCAR SAU DIFUZE: crize epileptice, afazii,
hemipareze, ataxie, afectarea nervilor cranieni



Encephalitis is
inflammation of
the brain.

Early recognition of
symptoms can
save lives.

F.L.A.M.E.S

Encephalitis International

Flu-Like Symptoms

Fever, tiredness, nausea,
aches and pains.

Loss of Consciousness
Becoming drowsy, confused or unresponsive.

Acute Headache

Head pain that feels different from ordinary
headaches, and may include dizziness/blurred vision.

Memory Problems

M Forgetting events or struggling to remember
things clearly.

Emotional or Behavioural Changes

Acting out of character, hallucinations, unusual fears
or suspicions, mood changes.

Seizures

Staring blankly, freezing, stiffening of the body, jerking or
twitching movements, and falling to the ground.



I. Histologic:

polioencefalita (afectarea substantei cenusii)
leucoencefalita (afectarea substantei albe)
panencefalita (afectarea substantei able si cenusii)

ll. Patogenic: primare, secundare,
para- si postinfectioase
autoimune, paraneoplazice

CLASIFICAREA TR
ENCEFALITELOR . Evolutiv: acute, subacute, cronice

IV. Etiologic:

- virusuri (enterovirusuri, virusuri herpetice etc.)

- bacterii (stafilococi, streptococi, Tb, spirochete...)
- fungi, protozoare, paraziti

- prioni (Creutzfeld-Jacob)

V. Criteriu sezonier si epidemiologic:
sezoniere / endemice / epidemice / sporadice




ENCEFALITA HERPETICA

» Agent cauzal: Virus Herpes Simplex tip 1 sau 2

I> Cea mai frecventa cauza de encefalita acuta necrozanta

» Grad de mortalitate 70% (fara tratament)

Q |

» Sub tratament: mortalitate =20%, sechele =70% i
T w-—
» Penetrare in organism: gingivostomatita, mucoasa nazala ?
mucoasa organelor genitale
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» afectarea SNC prin transmitere retrograda prin
axonii nn.l si V sau pe cale hematogena (mai rar)

» infectie latenta persistenta cu posibilitate de reactivare



ENCEFALITA HERPETICA: TABLOU CLINIC SI EVOLUTIE

* Infectie respiratorie

 Stare febrila
* Manifestari generale: cefalee, mialgii, eruptii herpetice la 17-20% din bolnavi

* Manifestari de focar (2-3 saptamani de la debutul bolii):

» afazie

» hemipareza centrala

» accese convulsive

» tulburari de memorie, comportament, intelect



ENCEFALITA HERPETICA:DIAGNOSTIC

1. TABLOU CLINIC - 7

2. LABORATOR:
v" Hemoleucograma: semne de inflamatie

v Examen LCR: pleocitoza limfocitara

Culoarea — incolor
Transparenta - transparent
Presiunea — 250 mmH20
Proteine — 0,8 g/l

Celule/ml — 200, limfocite — 90%
Glucoza — 3,2 mmol/l

v' Examen virusologic: detectare de ADN HSV prin metoda PCR: senzitivitate >95%, specificitate ~99%
3. IRM CEREBRAL.: leziuni la nivelul lobilor temporali, sistemului limbic, lobul frontal

4. ELECTROENCEFALOGRAFIE: unde ascutite si lente in unul sau ambii lobi temporali
5. BIOPSIE CEREBRALA



ENCEFALITA HERPETICA: TRATAMENT

ETIOLOGIC, ANTIVIRAL.: Aciclovir 10 mg/kg i/v fiecare 8 ore in decurs
de 14-21 zile

DE COMBATERE A EDEMULUI CEREBRAL.:
diuretice osmotice (Manitol)
pozitia elevata a capului la 30°
intubare cu hiperventilare

SIMPTOMATIC:

antiepileptice (fenitoina, carbamazepina, acid valproic, leviteracetam);
antipiretice

mentinerea echilibrului hidro-electrolitic si acido-bazic




ENCEFALITA
AUTOIMUNA

Encefalita autoimuna este denumirea
generala a unui grup de afectiuni
inflamatorii ale parenchimului cerebral, imun
mediate, neinfectioase, care implica cortexul

cerebral, meningele sau maduva spinarii.



AUTOANTICORPI

Encephalitis Associated with Intracellular Antigens

Encephalitis Associated with Cell-Surface Antigens
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Encefalitele Autoimune se clasifica in functie de antigenele-tinta:

antigenele de suprafata, exracelulare (non-paraneoplazice)

antigenele intracelulare (paraneoplazice)




CLASIFICARE: .
ANTICORPI ANTI-ANTIGENI ANTICORPI ANTI-ANTIGENI
EXTRACELULARI (de suprafata): INTRACELULARI:
» Anti-NMDAr » Anti-Yo
» Anti-AMPAR » Anti-Hu
» Anti-GABA » Anti-Ma2
» LG » Encefalita limbica paraneoplazica
» CASPR2 » Encefalita trunchiului cerebral

» Encefalomielita

NB! Aceasta distinctie este relevanta din punct de vedere clinic, deoarece are implicatii
pentru raspunsul la tratament, asocierea cu o malignitate subiacenta si prognosticul
general pe termen lung.



Patogenie:

e Autoanticorpii ataca
structuri neuronale (ex:
NMDAr)

* Inflamatie cerebrala,
disfunctie sinaptica.

» Afectare hipocamp, cortex,
ganglioni bazali, cerebel.

How are Neurons and the Brain affected in Autoimmune Encephalitis?

Normal Nerve Cells (Neurons)

Presynaptic
bulb of

nerve cell

Synaptic

Postsynaptic
bulb of
nerve cell

Nerve Cells in Anti-NMDAR
Autoimmune Encephalitis

Electrical impulse

Vesicle containing
noeurotransmitters

Neurotransmitters
» released from vesicle

Neurotransmitter
binding to receptor

Receptor and channel

Channels open, allow
ions through, and generate
impulse

Electrical impulse

Antibodies bind to
NMDA receptors

and receptors are
absorbed Into neuron

Absorbed NMDA receptors
become dysfunctional

In AE an electrical impulse is not
stimulated in the post-synaptic
neuron, causing nerve cells and
the brain to stop working as they
should.

Nerve Cells in Non Anti-NMDAR
Autoimmune Encephalitis

)‘V

Receptors are
attacked by

antibody.
Channels do

not open or
allow ions to
pass through.,




ENCEFALITA AUTOIMUNA: MANIFESTARI CLINICE

PSIHICE/COMPORTAMENTALE TULBURARI DE MISCARE
agresivitate, iritabilitate, coree, stereotipii, distonie, tremor
labilitate emotionala, hiperekplexie, mioclonie, rigiditate

halucinatii, tulburari marcate
ale ciclurilor de somn/veghe

TULBURARI AUTONOME

fluctuatii TA, tahiaritmii /bradiaritmii,
hipotensiune ortostatica, constipatie,
functia anormala a glandelor sudoripare

COGNITIA

dezorientare, confuzie,
confabulatie, amnezie

frecvent focale, rar- generalizate durere neuropata; alodinie, disestezie,
crize distonice faciobrahiale, prurit

status epilepticus
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ENCEFALITA AUTOIMUNA: CRITERII DE DIAGNOSTIC

Debut subacut (progresie rapida in mai putin de 3 luni) al deficitelor de memorie de lucru (pierdere

de memorie pe termen scurt), stare mentala alterata sau simptome psihiatrice
Cel putin unul dintre urmatoarele:

Crize convulsive neexplicate printr-o tulburare convulsiva cunoscuta anterior
Pleocitoza LCR (numar de celule albe mai mare de cinci celule pe mm?)
Caracteristici RMN sugestive pentru encefalita

Noi constatari focale la nivelul SNC

Excluderea rezonabila a cauzelor alternative



ENCEFALITA AUTOIMUNA: TRATAMENT

1. TRATAMENT IN UNITATE TERAPIE INTENSIVA (status epileptic refractar,
disautonomie severa, detresa respiratorie)

2. TRATAMENT ANTIMICROBIAN EMPIRIC (Aciclovir + Antibiotice pentru meningita
bacteriana) pana la obtinerea testelor negative

3. IMUNOTERAPIE ACUTA (mono- terapie sau terapie combinata):

» Corticosteroizi in puls-terapie (Methilprednisolon1 g/zi — 5-7 zile)

» Imunoglobuline intravenoase (2 g/kgin 5 zile)

» Plasmafereza curativa (5-10 sesiuni, cate 1 sesiune la fecare 2 zile)

» Imunosupresanti de linia a 2 (Rituximab, Ciclofosfamida, Bortezimib, Rocilizumab)

4. SIMPTOMATIC (edem cerebral, dezechilibru ionic etc.)



ENCEPHALITA: MESAJE-CHEIE

» Vom suspecta encefalita la orice pacient cu febra + confuzie + convulsii

» Vom efectua IRM & PCR

» Vom initiaza Aciclovirul si antibioterapia empirica imediat

» Vom lua in calcul o etiologie autoimuna daca testele infectioase sunt negative

» Vom initia imunoterapia precoce pentru a salva neuronii



Spirochetozele
sistemulul nervos




NEUROSIFILIS versus NEUROBORELIOZA: SIMILARITATI

v" Ambele cauzate de spirochete, Gram negative, greu de cultivat
v Debut frecvent subacut sau cronic, cu tablou neurologic polimorf
v’ Afectare multisistemica

v' Pot da meningita, afectare de nervi cranieni, tulburari cognitive, neuropatii periferice.
v Diagnostic bazat pe teste serologice + examen LCR.

v Necesita tratament antibiotic prelungit si monitorizare atenta.



NEUROSIFILIS versus NEUROBORELIOZA: DIFERENTE

Caracteristici NEUROSIFILIS NEUROBORELIOZA
Agent cauzal Treponema pallidum Borrelia burgdorferi
Calea de transmitere Contact sexual, transplacentar Muscatura de capusa (/xodes)
Rezervor Strict uman Rozatoare, caprioare, pasari
Context epidemiologic Maladie cu transmitere sexuala Zooantroponoza
Momentul aparitiei Tardiv (ani dupa sifilis netratat) Precoce sau tardiv (sapt.—luni dupa infectia
initiala)
Patogenie i
< iz gllldum B. Burgdorferi
» piele, mucoase :
> piele
» hematogen
» hematogen,
» atasare de celule gazda A
) ) > nervi periferici
> inflamatie
- » SNC
» leziuni neuronale : : : :
o . .. » raspuns inflamator direct, imun-mediat,
» demielinizare cordoane si radacini vasculitic

posterioare medulare
endarterita obliteranta arteriole terminale

Y



NEUROSIFILIS: EVOLUTIE CLINICA

NEUROSIFILIS NEUROSIFILIS NEUROSIFILIS NEUROSIFILIS
ASIMPTOMATIC MENINGEAL MENINGO- PARENCHIMATOS
VASCULAR
LCR ANORMAL MENINGITA NON-PIOGENA AVC + MENINGITA CRONICA ~ * TABES DORSALIS.

afectarea cordoanelor si

FARA SIMPTOME JELIure ,
radacinilor posterioare

* PAREZA GENERALA:
dementa progresiva

* PUPILA ARGYLL-ROBERTSON

reactia fotopupilara directa - abs.
reflexul de acomodare pastrat

SIFILIS OCULAR, OTO-SIFILIS, AFECTARE MULTISISTEMICA (PIELE, INIMA (AORTITA), OSTEOARTRITA)



MAN PRESENTED WITH DIFFICULTY WALKING AND
PUPILA AGYLL ROBERTSON: URINARY INCONTINENCE. ON EXAMINATION, HIS

PUPILS WERE NONREACTIVE TO BRIGHT LIGHT BUT

CONSTRICTED WHEN FOCUSING ON A NEAR

lipsa reactiei pupilei la lumina, gKoLl:2lI& P
dar prezenta — la acomodare




g}” NEUROSIFILIS
DIAGNOSTIC

» Serologie: RPR, VDRL, TPHA

» examen LCR (lichid meningitic non-piogen): pleocitoza limfocitara, proteinat, glucoza|, VDRL pozitiv

TRATAMENT:
v Penicillin G IV 18-24 min unitati/zi, 10-14 zile.

Alternativ: Procaine penicillin G 2.4 min unitati IM 1 data/zi + Probenecid 500 mg p/o 4 ori/zi

v’ Ceftriaxona (1-2 g/zi IV sau IM 10-14 zile) - in caz de alergie la penicillina

v’ Steroizi: Prednisolon — in cazul sifilisului ocular.

v' Testari de monitorizare: analize LCR si sanguine fiecare 6 luni pentru monitorizarea eficientei
tratamentului



NEUROBORELIOZA: MANIFESTARI CLINICE

ERITEM MIGRATOR - semnul patognomonic al bolii Lyme




NEUROBORELIOZA: EVOLUTIE CLINICA

Afectarea sistemului nervos ~ 10-15%

3-30 zile
ERITEM MIGRATOR

MUSCATURA DE CAPUSA

> 6 luni

i ) NEUROBORELIOZA TARDIVA
14 zile - 6 luni

NEUROBORELIOZA PRECOCE '

Sindrom Bannwart

« AVC (vasculita)

» encefalopatie

* meningita limfocitara » mielita / encefalomielita

* neurita craniana (n.VII) - polineuropatie senzitiva axonala
* radiculoneurita

(durere radiculara, parestezii)

AFECTARE MULTISISTEMICA: ARTRITA, CARDITA, ACRODERMATITA

000>



A# NEUROBORELIOZA

| PREVENT

DIAGNOSTIC
» SEROLOGIE: Apreciere Ac prin ELISA + Western blot LYM E
> LCR: pleocitoza iimfocitar, 1 proteinei, DISEASE!

Ac intratecali anti-B. burgdorferi
 WEAR REPELLENT

« CHECK FOR TiCKS DAILY

TRATAMENT:
« SHOWER SOON AFTER
ETIOTROP: 14-21 ZILE ANTIBIOTICE BEING OUTDOORS

« CALL YOUR DOCTOR IF YQU
GET A FEVER OR RASH

» IRM: pot fi leziuni ale substantei albe nespecifice

» Doxiciclina p/o (200 mg/zi)

» Ceftriaxona, cefotaxima sau penicillina G —i/v

SERVICES

fﬁ / For more information: "”
SIMPTOMATIC: managementul durerii neuropate % (C www.cdc. gov ’ //J/
(gabapentin / pregabalin) s




DEFINITIE

!

Afectiunea maduvel spinarii de
origine inflamatorie:
infectioasa si non-infectioasa

(autoimuna, demielinizanta)

MIELITA

CAUZE

Inflammatory
Multiple sclerosis

Neuromyelitis optica
Transverse myalitis

Sarcoidosis
Sjogren-related myelopathy

Systemic lupus erythematosus
Vasculitis

Infectious
Viral: VAV, H5V-1 and -2, CMV, HIV, HTLV-I, others

Bacterial and mycobacterial: Borrelia, Listeria, syphilis,
others

Mycoplasma pneumoniae
Parasitic: schistosomiasis, toxoplasmosis



SEMNELE CLINICE ALE

MIELITEI INCLUD:

1. Prezenta sindromului infectios

2. Tulburari de motilitate
(para-/tetrapareze)

3. Tulburari de sensibilitate de tip

conductiv

4. Tulburari ale functiei sfincterelor

5. Tulburari vegetative

Posterior Columns

(Joint Position, Vibration, Pressure)
A

‘ N
Fasciculus Fasqigulus
Dorsal root cuneatus grgcms
Dorsal I /»\
spinocerebellar | Na
tract \ ; T
Ventral
spinocerebellar S
tract
e.
- LTC
' S
\ £ F
Lateral / = P :
spinothalamic™
tract ,
h — sSLT ¢ ‘r \
) :

root Ventral

/ L Rubrospinal

spinothalamic
tract
. o J
Pressure, touch
(minor role)

Ventral
(uncrossed)
corticospinal
tract

-
Distal limb
movements
(minor role)

Anterior horn
(motor neurons)

/

- N
Lateral
corticospinal

/
/ / (pyramidal) tract > Distal limb
,/ S movements

CT tract 2

E— 1
_— Lateral
' reticulospinal
tract

___— —— Vestibulospinal
tract > Axial and

Pain, | )
temperature ! ~ Ventral proximal
/ reticulospinal limb
Ventral o tract movements

Tectospinal
tract




MIELITA: DIAGNOSTIC

- \ -
;?,\

A

Figure 3: MRI showing spinal tuberculosis associated with TM
\ertebral tuberculosis causing impingement on the spinal cord (top left); extensive vertebral tuberculosis with
hilateral fusiform tuberculous paravertebral abscesses (top right); cervical-cord tuberculoma causing quadriplegia
(bottom | uberculous radiculomyelitis showing loculation and obliteration of the spinal subarachnoid space
with nodular intradural enhancement (bottom right).

TBC

b.2.19.45415

Empiem cervico-toracic

Mielita postinfectioasa




MIELITA: DIAGNOSTIC

2. Examen LCR:

nr.celule, proteine, glucoza

cultura LCR

benzioligoclonale

PCR: HSV, EBV, CMV, VZV, enterovirus, HIV

Ac: HTLV, B. Burgdorferi, Mycoplasma pneumoniae, Chlamidia etc.

3. Examen sange:

* la agenti infectiosi
e la maladii autoimune (sarcoidoza, Sjogren ...)

4. Excluderea maladiilor demielinizante (SM, NMO)

5. Excluderea cauzelor vasculare (MAYV, fistule durale)



MIELITA: PRINCIPIl DE TRATAMENT

|. Controlul rapid al inflamatiei medulare;

ll. Tratamentul cauzei de baza:

v" Mielite infectioase: tratamentul trebuie orientat tintit catre agentul patogen cauzal.

v Mielite autoimune:

»glucocorticoterapia intravenoasa in doze mari reprezinta tratamentul de prima linie

»plasmafereza terapeutica

»>terapia imunosupresoare in formele severe sau recurente (Rituximab, Azatioprina etc.)

v" Mielite paraneoplazice: tratamentul afectiunii tumorale de baza, asociat cu imunoterapie si corticoterapie.

lll. Prevenirea complicatiilor sistemice si neurologice;

IV. Recuperarea functionala precoce.



Maladie infectioasa a SN, determinata de

virusul poliomielitic cu afectare predominanta a

POLIOMIELITA . )
substantei cenusii medulare (coarnele

anterioare) si a trunchiului cerebral.

THE TYPICAL CONTRACTURES OF POLIO

Flexason-Abduction
Contracture of the hip

Flexion Contracture of Knee

Valgus deformity of knee and leg

Eqguinus deformity of
Varus and Valgus ankde

deformity of Foot
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Enterovirus, fam. Picornavirus, 3 tulpini
Calea infectarii: fecal-orala, aerogen
POLIOMIELITA: Factori de risc pentru infectare: lipsa imunizarii,
DATE GENERALE calatorie in regiuni endemice
Colonizare: faringe, intestin
95% pacienti — semne nespecifice de faringita
sau / si enterita

5% pacienti vor dezvolta afectarea SN selectiva
Se cunosc 2 stadii:

1. non-paralitica (meningitica) sau preparalitica

2. paralitica:

dureri musculare, crampe, ulterior — pareze flasce
asimetrice

- apogeul la 48 ore
- membrele inferioare > cele superioare
- afectarea bulbului rahidian: disfagie, tulburari respiratie




POLIOMIELITA: PATOGENIE

CAlI DE TRANSMITERE: Virusul afecteaza predominant neuronii motori si

autonomiin coarnele anterioare ale maduvei
spinarii siin nucleii motori ai trunchiului
cerebral.

mpredominant fecal-orala,
mocazional prin apa/ alimente contaminate
=prin picaturi respiratorii.

v’ infectia debuteaza la nivelul mucoaselor (intestinalé sau orofaringic
v" are loc replicare local3

v diseminare prin viremiei minora spre sistemul reticuloendotelial.
v rar - viremia majora, asociata cu simptomatologie clinicé si cu
posibilitatea invadarii SNC.

CAI DE PATRUNDERE iN SNC: :

1. hematogena
2. transport axonal retrograd.

V2




POLIOMIELITA: MANIFESTARI CLINICE

a) Poliomielita abortiva (4%-8%):
Febra de scurta durata (2-3 zile), cefalee, odinofagie (dureri in gat), astenie, tulburari digestive;
Examen neurologic normal.

b) Poliomielita nonparalitica:
Tablou clinic similar unei meningite virale, cu prezenta semnelor de iritatie meningeala;
Manifestarile sistemice sunt mai severe decat in forma abortiva.

c) Poliomielita paralitica spinala (0,1% dintre infectii):
Evolutie frecvent bifazica la copii: boala minora - interval asimptomatic > boala majora cu meningita si paralizie;
Paralizia este flasca, asimetrica, afectand predominant grupele musculare proximale si membrele inferioare.

d) Poliomielita bulbara:
Afecteaza muschii inervati de nervii cranieni (in special IX si X);
Manifestari: disfagie, voce nazonata, dispnee, acumulare de secretii orofaringiene;
Afectarea centrilor respiratori si circulatori bulbari reprezinta cea mai grava forma.



POLIOMIELITA: DIAGNOSTIC, TRATAMENT

1. Examen LCR: sindrom licvorean meningitic

2. Examen sanguin: semne de inflamatie

3. lzolarea virusului din faringe, mase fecale, sange, LCR
4. Examen IRM cerebral / spinal:

TRATAMENT: nespecific, monitorizarea semnelor vitale

- tratamentul complicatiilor (pneumonie, infectie urinara, ileus paralitic),

- antalgice, antipiretice, tratament ocupational




-

¥ voio PROFILAXIE:

’ - Vaccine

Vaccinare (vaccin polio inactivat
OPV/IPV)

Igiena stricta in zonele endemice




HIV/SIDA Sl
SISTEMUL NERVOS




SIDA: DATE GENERALE

virusul HIV: retrovirus, gen lentivirinae, familia Retroviridae

Tinta: celule cu receptori CD4 (limfocite T-helper)
macrofage, celule epiteliale, monocite, eozinofile,
microglia, oligodendroglia, astrocite.

1985 - HIV-1 - izolat din: creier, maduva spinarii, LCR, n. periferici

1985-1988 — studii clinice, virologice, morfopatologice:

descoperirea ARN, ADN viral in creier

demonstrarea sintezei intratecale de Ac anti-HIV

localizarea antigenelor HIV-1 in macrofagele cerebrale si monocite

nivelul crescut de ADN HIV-1 in creier comparativ cu alte organe



PROPRIETATILE NEUROTROPE ALE HIV

' >NEUROINVAZIV (invazia - precoce)

-

- e
- -~

e f ¥ > NEUROVIRULENT (cauzeaza neuropatii,

miopatii, mielopatii, dementa)

»= 70% pacienti HIV/SIDA — manifestari

neurologice

»10% pacienti — atingerile neurologice sunt
manifestarea initiala a bolii



MANIFESTARI ACTIUNE DIRECTA A VIRUSULUI HIV
NEUROLOGICE IN

CADRUL INFECTIEI HIY domenta
HIV/SIDA Mielopatie vacuolara

Neuropatie senzitiva distala
Polimiozita HIV

INFECTII OPORTUNISTE

» Toxoplazmoza

» Criptococoza

» Tuberculoza

* Meningita/encefalita cu Citomegalovirus (CMV)

« Leucoencefalopatie multifocala progresiva (LEMP)

IATROGEN

* Neuropatii periferice
* Miopatii

MALIGNITATI

= Limfom primar SNC
« Limfom metastatic ‘




CORELARE DIRECTA DINTRE NIVELUL CD4 S| MANIFESTARILE

NEUROLOGICE

Before HIV Acute HIV Chronic HIV
Infection Infection Infection AIDS

@ Infection

Weeks to Months Years

Q Protective CD4 Cells ’ Destructive HIV Particles



Manifestari ale infectiei HIV in functie de nivelul CD4

Nivel CD4

Indiferent de
nivel CD4

<250 /ml

<100 /ml

<50 /ml

Manifestari ale SN

Meningita-HIV

Meningita cu virus Herpes simplex
Mononeuropatie (n.Vll)

sindromm Guillain-Barre

LEMP (leucoencefalopatia multifocala
progresiva)

Dementa HIV

Polineuropatie senzitiva distala

Toxoplazmoza cerebrala
Meningita criptococica
TBC a SN

Meningo — encefalita CMV
Limfom primar SNC

Manifestari sistemice

TBC pulmonar,

infectie cu Varicella Zoster,
pneumonii bacteriene,
sarcoma Kaposi,

limfom non-Hodjkin

Pneumonia pneumocistica
Candidoza oro-faringeana
Infectie herpetica

TBC miliara

Retinita citomegalovirotica
Infectii cu bacterii atipice



TRATAMENT

» TRATAMENT ANTIRETROVIRAL (TARV) (indiferent de nivelul CD4)

» Tenofovir disoproxil fumarat / Emtricitabina / Lamivudinum / Abacavirum
« Zidovudinum / Dolutegravirum / Efavirenzum

» TRATAMENTUL INFECTIILOR OPORTUNISTE
> TRATAMENTUL MALIGNITATILOR
» TRATAMENTUL COMORBIDITATILOR

v RESPECTAREA ECHITATII S| DREPTURILOR OMULUI



MESAJE CHEIE

v Vom testa pentru sifilis in bolile neurologice neexplicate

v' Vom suspecta neuroborelioza in zonele endemice, in
prezenta paraliziei faciale

v In mielita acutd vom alege IRM + corticosteroizii ca
tratament de prima linie

v’ Vaccinarea este imperativa cu scop de preventie

v La pacientul HIV infectat se va administra terapia
antiretrovirala indiferent de stadiul bolii
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