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NMNapouciaon TTEPITTTWONGS aoOeVOUC

e 20-et®v 7yuvaika upe owdyvoon XEA mpo 6 etov (class IV
CTELPOUATOVEPPITION, TVELLOVITION ADKOL, TEPLPEPIKT] VEVLPOTADELQ,
OLOKOEIONC AVKOG, OlUOALTIKY avaiuio, Oetikd ANA xot anti-Ro
OVTIGOUATA)

e Yno ayoyn pe rituximab (anti-CD20) 2gr (lg+lg petda omod 2
ePooudoeg) kabe 9 unveg yia 4 £t A0y avBeKTIKNG VOGOL

e Emmiéov, AauPaver ayoyn ue mpeoviCovn Smg/uépa kot AZA 50mg
X2



NMNapouciaon TTEPITTTWONGS aoOeVOUC

I[IpoonABe AOYy® «kOmwong, oaovvauiag, OOCTVONS, OEKOTIKNC
TUPETIKNC KIVNONGC KOl UN Topaymytkov Prya vo univoa UETa TNV
televTaio 000N rituximab

KAvikd koAn yevikn koatactoon, ue AIl 120/70mmHg, 74bpm, 20
avamvoEG To Aemto, 36.80C Bepuokpaacia, olywg apbpitioo

Evkpwveic puOuikoi S1, S2, kotliao MEA, k¢ EH, peioon AY

WBCs 2.190/mm3, Aepgoxvttapo 920/mm3, Hb 10,7g/dl,
aponetdAla 413.000/mm3, kpeatvivn 0,78mg/dl, aiPovuivn 2,5g/dl,
CRP 0,6mg/dl

Aomog Eheyyoc (ovpa, Mantoux, KaAMEPYELEC) OlYmC aElO Oy



NMNapouciaon TTEPITTTWONGS aoOeVOUC

=>» Aldyyvto mpotumo ground glass appotepoOTAELPO



NMNapouciaon TTEPITTTWONGS aoOeVOUC
* Bpoyyookomnon =2 Alymg svpiuato LoKpOSKOTIKA
« BAL = xalépyeleg otelpeg kot yio pokofaktnpioa
*  AvocopbBopiouog 0etiko¢ Yoo Pneumocystis jirovecii
* Audyvoon PJP
e O¢pamciac  pe TMP-SMX  (tpwebonpiun-covApapucbolaloin)
15mg/kg yio 21 nuépec
e Emuoupikd yYAUKOKOPTIKOELON
e Khlvum BeAtioon kot €t plo

* Agvtepoyevig TpovAacn ne TMP-SMX

o€ ukpotepn 06on (800/160mg x1)



NMveupovia ardé Pneumocystis jirovecii

* Ilvevuovia and Pneumocystis =2 Ameiintikn v ) {on AoipuméEn mov
cuuPaivel o€ avoGoKaTEGTAAUEVOLC acDeVELS

« AlMayn ovouaciog oteAéyovc mov TwpocParel avBpomovg amd
Pneumocystis carinii 6e Pneumocystis jirovecii Yy vo. TO OL0KPIVEL
amO oVTO TOL TPOGPAAAEL apOoVLPAiOVS

e YynAotepog kivoovog yio PJP: HIV & younid CD4, uetopdcycvon
QLLOTTONTIK®OV KUTTAP®V & oTEPEDV 0pYavmV, Kakondeles (10taitepa

CLATOAOYIKEC),  YALKOKOPTIKOEW), ynuewbepancio &  dAdo

OLVOGOKOTOGTAATIKG, QAPLLOKOL

Thomas et al. Nat Rev Microbiol 2007 Cushion et al. Clin Infect Dis 2005
Stringer et al. Emerg Infect Dis 2002 Redhead et al. J Eukaryot Microbiol 2006
Limper. Clin Infect Dis 2006 Sepkowitz. Clin Infect Dis 2002



NMveupovia ardé Pneumocystis jirovecii

¢ Oeopndnke apykd TPpOTOL®O =P TOPH Oewpeitol ACKOUDKNTOS e
Bdon 1o RNA kol GAAEC YeEVETIKEC ouoAoyieg, TN ovvbeon Tov

KUTTOPIKOV TOLYMUOTOC KO T OOUN TOV Pactk®v evCOU®V

¢ Ocopnnke apywd aitio mwvevuoviag 6e TPOWPE & VTOGITIGUEVA
Bpéon netd tov B' ITaykocuio 116Aepo

e 1960-70, evtomiotnke o€ aoBeveic He AUATOAOYIKEC KOKONOELES Kot
HeTd meprocdtepo otnv emonuia tov HIV ™ oekaetior tov 1980. H
TPOPVANCN o€ avtovg peimce T PJIP, aAAd eivon onuavtikn) ottia

TVELLOVIOG GE OLVOGOKATEGTAAUEVOLC

Sepkowitz. Clin Infect Dis 2002 Hughes et al. Cancer 1975
Edman et al. Nature 1988 Walzer et al. Ann Intern Med 1974



NMNapdayovTteg Kivouvou yia PJP

 H Pneumocystis HeTAOIOETUL OEPOYEVIOS UE UETAOOGT] OO ATOUO GE
dTolO

 ATOHO UE QUGIOAOYIKO OVOGOTOINTIKO GUGTNUO UTOPEL Vo €YOouv
OGUUTTOUOTIKO OTOIKIGUO TMV TVELUOVOV KOl UTOPEL VO, ATOTEAOVDV
oeCapevny Yo v €Eamiwon ¢ Pneumocystis o€

0LVOGOKOTECGTAAUEVOVG

Ponce et al. Clin Infect Dis 2010
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MNapayovTteg KivOUvou o€ non-HIV aoBeveig

Table 2. Risk factors for PCP

Predisposing condition No. patients (%)
HIV 13 (24.5)
Chemotherapy 13 (24.5)
Autoimmune conditions on steroids* 12 (22.6)
Post-transplantf 11 (20.8)
Others 2 (3.8)

Not clinically significant 2 (3.8)
Total 53 (100)

*Autoimmune conditions included rheumatoid arthritis, idiopathic
thrombocytopenia, vasculitis, idiopathic pulmonary fibrosis, myas-
thenia gravis, systemic lupus erythematosus.

TTransplants included eight renal, one liver, one stem cell and one
lung transplant.

$Other conditions included severe combined immune deficiency and
haemophagocytic lymphohistiocytosis.

Coyle et al. ] Med Microbiol 2012



MapdyovTteg KIvOUVOU — AVOOOKOTOOTAATIKA

e Ocot Aaupdvouv avocokaTtacTalTiKA Elval o€ Kivouvo yio PJP

* O xivouvog eivar owaitepa VYNAOS €dv AaUPEvovy YALKOKOPTIKOELON
GE  GLVOLOGUO  UE  KLTTOPOTOSIKOVG — mapdyovteg  (m.y.
KUKAOQPMGOUUION) Kol GE AVTOVC 7oL  AauPavovv  TOAAATAOVC
YMUELOOEPATEVTIKOVS TOAPAYOVTEC, WOLOITEPO KATA TNV TEPTIOO0 TNG
AEVKOTIEVIOG

 H PJP unopei va avantvoyfel oe cuvOnkec avinonc 1, Atydtepo cuyva,
LEIMOMC TNG 000N TOV OVOCOKATAGTAATIKMV QOPUAKDV

Ognibene et al. Am J Respir Crit Care Med 1995

Godeau et al. J Rheumatol 1994 Gerrard. Med J Aust 1995
Li et al. J Clin Rheumatol 2006 Radisic et al. Transpl Infect Dis 2003
Kulke et al. Clin Infect Dis 1997 Sepkowitz et al. JAMA 1992

Wu et al. BMC Infect Dis 2004 Thomas et al. N Engl J Med 2004



MapdyovTteg KIvOUVOU — AVOOOKOTOOTAATIKA
e ['AUKOKOPTIKOEWN: GE GLVOLOCUO UE (AL OVOGOKOTOGTOATIKY
npoowabétel e PJP. Qo1060, 1N ApNo™M YALKOKOPTIKOEW®MV OTOVGia

GAANC 0VOGOKATAGTOANG 0€V amoTEAEL oNUaVTIKO Kivovvo PJP

e XnuetoBepamevtikd: Opiouéva ynUeEODEPATEVTIKE PAPLOKA, OTWMS T
eAovoapafivn, mov oyetiCeton ue Pabid Aeppomevia, eivar mOavo va
npoowabétovv ce PJP. H tepoloAouion, mpoxkaiel emionc Aeppomnevia
Kot €yel ovoyetiotel ue PJP, 1dwitepa Otav ypnowomoleitol o€

GLVOLOGUO UE aKTIVOPoATa

Ognibene et al. Am J Respir Crit Care Med 1995 Schwarzberg et al. Cancer Invest 2007
Godeau et al. ] Rheumatol 1994 Sy et al. J Pediatr 1995
Li et al. J Clin Rheumatol 2006 Abernathy-Carver et al. Pediatr Pulmonol 1994

Kulke et al. Clin Infect Dis 1997 Gerrard et al. Med J Aust 1995



MapdyovTteg KIvOUVOU — AVOOOKOTOOTAATIKA

e Avaotoieic mTOR: — O kivovvog eival acaens. PJP £yel avapepOet
o€ acBeveic mov AauPavouv (m.y. temsirolimus) kot pumopel va, gival
7o mlavo e eKEVOLC TOL AAUPBAVOLY TAVTOY POV YAVKOKOPTIKOELON|
N GALOVC AVOCGOKATAUGTOATIKOVUC TOPAYOVTIEC. XE Ho LETO-avAAvon 15
ueretwv mwov pe >37.000 peTAUOGYELUEVOLS GUUTOYOVS OPYAVOL, M
ypnon ovactoAéa mTOR ocvoyetiotmke pe PJP xaBvotepnuévng
evopéne (>1 €rog petd ™ petapocyevon) (OR 1,90, 95% CI 1,44-
2,75)

Kaminski et al. Clin Infect Dis 2021
Ghadimi et al. Eur J Clin Pharmacol 2019
FDA. https://www.accessdata.fda.gov/drugsatfda docs/label/2018/022088s021s0231bl.pdf



MapdyovTteg KIvOUVOU — AVOOOKOTOOTAATIKA

* Avaotolieic kivacov: ‘Exovv avagepOel mepunttwoeig PJP oe acleveig
e XAA vno idelalisib (PI3K1) 1) ibrutinib (Bruton-Ki)
* Boloyikoi mapdyoviec: to anti-CD52 alemtuzumab kot to anti-TNFa

infliximab, £&yovv cvuoyetiotei ue PJP

* Ant1-CD20: Ayvootoc o kivouvos. Metald acbevov pe rituximab
1998-2011 o¢ éva vocoxoueio, 30 éxavav PJP (90% owpotoroyikn

KakonBeta & 73% EAaPav Kot KOpTIKOELON
e Tpeic éxavav PJP yopic XMO 1 coPapr £EkBecn 6 KOPTIKOELON
 Metald oaocbevov pe B-Aéupopa pe rituximab (R-CHOP) -
abporotikn enintwon PJIP 1,51%

Martin-Garrido et al. Chest 2013 Barreto et al. Am J Hematol 2016



MNapdayovTteg KIvOUVOU — PEUPATIK) VOO OG

e Ilgpimov 1-2% acOevov pe pevpatikeg madnoelc kavovv PP,
cuoviilwg AOY® OULVOLOGUEVNG OVOGOKOTAGTOATIKNG Oepameiog
Meta&y 180 acBevav pe GPA, 6% éxavav PJP ce Ogpameion pe
KOPTIKOEWN & €va 0euTEPO mapdyovia (Y. KUKAOQOGEOLION)
Acagéc av vmapyer taon vy PJP oe ocvykekpiuévec mobnoelc.
[TBavoV 0 Kivovvoc va givor LEYOADTEPOC GE OEPLLOTO/TOAVLVOGITIOEC
& younhotepoc ce XEA pe 0w aywyn. Xe 75 acBeveic ue >40 mg
wpeoviCoAdvnc/uépa yio ZEA 1 moAvpvocition/deppotolvocitioa,
PJP cuyvotepn 6 Lvooitioes

Ognibene et al. Am J Respir Crit Care Med 1995

Godeau et al. J] Rheumatol 1994 Kadoya et al. ] Rheumatol 1996
Suryaprasad et al. Arthritis Rheum 2008 Sepkowitz. Clin Infect Dis 2002



KAIVIKN €1IKOvVa

« O1 acBeveic yopic HIV Aoipwén ue PJP mapovcidlovv tumikd
KEPALVOPOAD AVOTTVEVGTIKY AVETAPKELN, TUPETO Kol ENPO Pryya Zvyva

enl adENOMNGC N LEIMONE TOV 0VOGOKOTUCTOATIKWOV

e KoBnc n oxéyn mg PJP e acBeveic yopic HIV €xer avénbel & n
eEPYOOTNPLOKN Olyvwon £xel Pedtimbel, cvyvd PAEmovue NMma €mg
uétpla PJP va gpoaviCetal oe acBeveic yopic HIV pe mo fma swcova.
2yeo0v OAol ue PJP Ba €yovv eite vmolvyovoaupio otnv npeuio gite

GTNV AGKNoN

Kovacs et al. Ann Intern Med 1984
Bollée et al. Chest 2007

Wu et al. BMC Infect Dis 2004
Sepkowitz et al. JAMA 1992



2UyKpion pE acBeveic ye HIV

PCP in HIV-negative Patients

HIV-positive

HIV-negative

Clinical Subacute presentation (wks) | Acute (<1 week)
Survival >80% Survival 50-90%
Radiology Diffuse bilateral infiltrates Same

Beta-D-Glucan

95% sensitive
85% specific

Same (some studies show
higher specificity)

LDH

92-100% sensitive
25-85% specific

64-100% sensitive
Same specificity

Induced Sputum
Microscopy

60-80% sensitive

?? (but less sensitive)

BAL Microscopy

>90% sensitive
(high organism burden)

62-85% sensitive
(low organism burden)

Karageorgopoulos et al, CMI 2011. Onishi et al, JCM 2011. Oren, Am J Med Sci 2011. Tia, CMI 2011. Vogel,
Swiss Med Weekly 2011. Tasaka, J Infect Chemother 2012. Sepkowitz, CID 2002.Alanio et al, JAC 2016.




Alayvwon og HIV-apvnTiIk6 aocBevi

Clinical Suspicion of PIP in

non-HIV PJP strongly
immunocompromised Host v suspected (119

Serum BDG*, Induced V PIP can be ruled

Sputum for DFA out with 95%
certainty (118

Hypoxia, Elevated LDH,
pulmonary infiltrates

PIP confirmed

no o

v
Is patient able to
undergo > Send BAL DFA
bronchoscopy? yes

*BDG: Beta-D-glucan assay (positive for >200 pg/ml;
negative <80 pg/ml)

+QPCR: Quantitative BAL polymerase chain reaction
assay for PJP (False + and False — occur)

Figure 2. Approach to the diagnosis of Pneumocystis pneumonia. In immunocompromised patients
at risk for Pneumocystis jirovecii pneumonia (PJP), early antimicrobial therapy is initiated based on
clinical signs and symptoms, radiology, and available laboratory data [118,119]. Microbiological

demonstration of organisms on bronchoalveolar lavage (BAL) or induced sputum specimens should
not delay treatment. Other processes, including co-infections, may alter the radiologic picture or

mimic PJP clinically.

Apostolopoulou et al. J Fungi (Basel). 2022



Drugs used in the treatment of Pneumocystis pneumonia (PCP) in
adults and adolescents

Cirugs used In the rearment of PreurmadystE pneumania (PCP) In adults and adolesoants

Drug
Fraferred regimen

THP-5MX

Altarnarhe regimans

TP plus dapsoned

Primaguine® plus dindamycin®

ATDYaQUINe suspension

Fentamiding®

Adpundive glucooarmoaldsh

Frednisone

[Mase

TAMP-58% (15 to 20 mgdkgsday of the trimethaprim component)
prally ar Iv given In three or four divided gases*t

TMP: 5 magskg crally three times dalhy®

Dapsona: 100 mg arally ance par day

Frimaguine: 30 mg (base) orally ance per day

Clindarmgcin: $00 mg v every elght haurs OR 600 mg IV every six
hours DR 500 mig crally three times dally OR 450 mg orally four
Times dally

750 mg orally twice dally [must be raken with food)

4 mgrkg v once dally®

40 mig arally twice dally far five days, followed by
<40 meg arally ance dally for five days, followed by

20 mag arally ance dally for 11 days

Farlents should recelve 21 days of therapy.
TWF-SKE Irimethoprim-sulfamethoxazole (cotrimaxarala) IV Intravenously; S|S/TEM: Stevens-lohnson syndrome and toxic epldermal necralysls; TdP: torsades de
pointes; GEFD: glucose-E-phosphate dehydrogenase.
1w preferred In patlents with Fady, <60 mmHg, respiratory rate =25 or resplratony Tatigue, unakde mo take oral madlications.
% Diase show In takde Is for patents with normal renal Tunction, Dese madiflcation for renal impairment may be needed.

& Check far GaFD deficiency.

UpToDate

Major adwerse reacrions

Rash (ranely 5|5 TEM), faver, neutropenia, hyperkalemia,
trranzaminase elevations, phatasensitviy, Increased serum
creatining

Trimetnoprim: Rash, gastrointastinal distress, rransaminase
eleyation, neutropenia, hyperkakemia

Dapsane: Rash, fever, lymphadenopathy, rransaminase alevations
[sulfone hypersensityity syndrome), gastraincestinal upsat,
methemoglotinamia, nemalytlc anamia

Frimaquine: kash, fewer, gastralniestinal distress,
methemoglobinemia, nemalytlc anemia, leukopenia, neurapenia

Clindamycin: Rash, diarrhea, Clestrigioddes difffcile colits,
aidaminal pain

Gastralntestinal distress, fever, transaminase elevation, rash lass
frequenthy than with ather regimens)

Wephrotaxlcry, Infusion reactions, hyperkalemila, hyperglycemia,
pancreatrls, cardlac arrhythmias fincluding TdP), ransaminase
elevations, hyparension, hypoglycemia, hypokakemia,
hypocalcemia

Certaln adversa effects can be lIfe threataning (20, hypoohcemia
and hypatension)s

§ Patients with a room air PaO, <70 mmHg, an alveolar-
arterial (A-a) oxygen gradient 235 mmHg, and/or evidence
of hypoxemia (eg, room air O, saturation <92 percent).



NMpo@uAagn yia Pneumocystis jirovecii
* "Eyxervomua og aymyn mov eCavtAel o AEUPOKVTTAPO,
- Ilpwtonabeic avosoavendpkeieg (m.y. SCID)
- AocbOeveic ue OAA
= ANmteg cvumaydv opydvev (6-12 uveg)(tvedpova =2 % 106P1a,)
= AMOYEVNC LETOUOGYEVCT OLLOTOINTIK®Y KLTTAP®V
= Mepikoi MTEC OVTOAOYNC LETAUOTYEVCNC OLLLOTOINTIKMV
= MovokAmvikd mov e€avtAobv ta Aeppokvttapa (w.y. anti-CCR4)
= Anti-CD52 yia >2 punveg 1 uéypt CD4 >200 /mm3
= Anti-CD20 1 checkpoint inhibitor pe 1 y®pig YALKOKOPTIKOELDES

- llepropiopéva dedopéva yio dAAovg mapayovteg, Omm¢ Janus kinase inhibitors,

mTOR inhibitors (7.y. temsirolimus, everolimus)

UpToDate Park et al. Chest 2022
Martin et al. Am J Transplant 2013 Tomblyn et al. Biol Blood Marrow Transplant 2009



Category 1 Duration of ppx

For at least 6 months and
Allogenic SCT while receiving immunosuppressive therapy

ALL Throughout anti-leukemic therapy

*SCT. hematopoietic stem cell transplantation

For a minimum of 2 mo after alemtuzumab

Alemtuzumab and until CD4 count is >200 cells/mcL

Select PI3K inhibitors +/- rituximab At least through active treatment

Recipients of prolonged corticosteroids*

or receiving temozolomide + radiation At least through active treatment

*prednisone equivalent of 20 mg or more daily for 4 or more weeks

Recipients of purine analog therapy and : :
other T-cell-depleting agents Until CD4 count is >200 cells/mclL
Autologous SCT 3—-6 months after transplant

Categories of risk are based on several factors, including underlying malignancy, whether disease is in remission,
duration of neutropenia, prior exposure to chemotherapy, and intensity of immunosuppressive therapy.

Important to understand the duration of PJP ppx to properly determine when to discontinue it

NCCN Guidelines Version 3.2022, Prevention and Treatment of Cancer-Related Infections




Mpo@UAaEN o€ PEUMATOAOYIKOUG 00OEVEIC

2VVUTTOAOYIGUOC TAONoNG, TOPOoLvGiog GAA®MV OVOGOKOTOGTOATIKOV (TT.Y.
YAVKOKOPTIKOELWT)), OldpKeln Depameiog, Kol cuvvoonpOTNTES (VTOKEILEVT

TVELLOVIKT] VOGOG UTOPEL VO, AVENGEL TOV KivOuVvo)

Aev vmdpyovv oonyieg yio. TPOoPLANEN o€ aGOEVEIC LE PEVUATOAOYIKEG T
OEPUATOAOYIKEC TAONGELS TOV AAUPAVOVY OVOCOKATAGTAATIKE, Yprion OTav

Aoupdvouv coPapn avocokatacTtaATIKY Bepameia

Meta-avdivon TUYOOTTOINUEVOV LEAETOV TPOPVAOENC o€
avoooKaTESTAAUEVOLS acbeveic (Oiyme HIV) =2 mpopvraén dikatoloyeitou

otov 0 kivovvog ivor >6.2% (NNT = 19)

Kadoya et al. J] Rheumatol 1996 Park et al. Ann Rheum Dis 2018
Tabanor et al. Cleve Clin J Med 2019 Park et al. Arthritis Res Ther 2019
Gonzalez Santiago et al. Int J Dermatol 2016 Stern et al. Cochrane Database Syst Rev 2014



CHEST

PN

[ Chest Infections Original Research ]

Primary Prophylaxis for Pneumocystis @ Gheok for s
jirovecti Pneumonia 1n Patients Receiving
Rituximab

Jun Won Park, MD,; Jeffrey B. Curtis, MD; Kang If Jun, MD; Tae Min Kim, MD; Dae Seog Heo, MO,
Jongwon Ha, MD; Kyung-Suk suh, MD; Kwang-Woong Lee, MD; Hajeong Lee, MO Jaeseok Yang, MD;
Mint Jung Kim, M5; Yunhee Chai, PhD; and Eun Bong Lee, MD m

Does the benefit of primary prophylaxis for PJP in patients receiving rituximab treatment
outweigh the potential risk of the prophylaxis?

This retrospective study included 3,524 patients (hematologic diseases, 2,500;
rheumatic diseases, 559; pre/post-solid organ transplantation, 465) first exposed to
rituximab between 2002 and 2018 in a tertiary referral center in South Korea. Patients
were classified into a control group (n = 2,523) and a prophylaxis group (n = 1,001)

TMP-SMX prophylaxis significantly reduces PJP incidence with a tolerable safety profile
in patients receiving rituximab treatment.



i Competing-risks regrassion : PJP incidence B 04 4 Compeling-risks regression: PJP-related death
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Follow-up time (day) Fallow-up time (day)
Hurmiber at risk Murmber at risk
Confrol grosp 2,523 2,265 1982 1877 1.788 1.708 1.853 Conlrol grows 2,523 2,376 2,250 2152 2.052 1,068 1,608
Praphylaxis group 1,001 8348 &74 B21 BT aeg 646 Prophylais group 1,001 834 BT B25 T 707 653
— Control group — Prophylaxss group | — Control group — Prophylaxis group

TABLE2 | Effect of TMP-SMX Prophylaxis on the 1-Year Incidence of PIP and Related Martality, Based an Intention-
to-Treat and Time-Varying Analyses

Intertion-to-Treat Analysis (No. of Patients = 3 524)

Parameter Control Group Prophydacis Group
MNo. of PIP cases/follow-up period BO/1,939.6 person-y 12/815.3 person-y
Cumulative incidence of PIP? (95% CI) 4.13 (3.27-5.13) 1.47 {0.76-2.57)
MNo. of FIP-related death cases/follow-up period 212 166.5 person-y 4/B18.9 person-y
Cumulative incidence of PIP-related death® (95% CI) 0.97 (0.60-1.48) 0.49 (0.13-1.25)
Unadjusted SHR for PIP (95% CI) Reference 0.22 (0.11-0.48)
Adjusted SHR for PIP (95% CI)" Reference 0.20 {0.10-0.42)
Unadjusted SHR for PIP-related death (95% CI) Reference 0.22 (0.06-0.84)
Adjusted SHR for PIP-related death {95% CI)° Reference 0.21 {0.05-0.84)

Time-Varying Analysis (Ma. of Episedes = 5,265

Parameter Episcdes Withaout TMP-5MX Episcdes ‘With TP -SMi
Mo. of PIP cases/follow-up period 95/2,472.3 person-y 1/509.1 person-y
Cumulative incidence of PIP® (95% CI) 3.84 (3.11-4.70) 0.20 {0.005-1.09)
No. of PIP-related death cases/follow-up period 24/2,518.3 person-y 1/509.1 person-y
Cumulative incidence of FIP-related death® {95% CI) 1.17 (0.67-2.05) 0.20 {0.005-1.09)
Unadjusted SHR for FIF (95% CI) Refarence 0.01 {0.003-0.16)
Adjusted SHR for PIP {95% CI)" Reference 0.01 {0.003-0.16)
Unadjusted SHR for FIP-related death (95%: CI} Refarence 0.11 {0.01-0.79)
Adjusted SHR for PIP-related death (95% CI)™ Refarence 0.0 (0.01-0.66)

FIF = Preurnacystis jireveci preumionia; SHR. = subdistribubion hazard ratio; TMP-5MX = trimethoprirme=sulfamethoxazole.

Park et al - C h eSt . Zozzmjuﬂﬁ?;g:.haﬁdine arotemia, baseline mphopenia, and concomitant high=dose steroid reatment



Table 1. Drugs for Prophylaxis against Pneumocystis Pneumonia.
Drug Dose Route
Trimethoprim— 1 double-strength tablet daily or Oral
sulfamethoxazole 1 single-strength tablet daily
1 double-strength tablet 3 times
per week
Dapsone 50 mg twice daily or Oral
100 mg daily
Dapsone plus 50 mg daily Oral
pyrimethamine plus 50 mg weekly
leucovorin 25 mg weekly
Dapsone plus 200 mg weekly Oral
pyrimethamine plus 75 mg weekly
leucovorin 25 mg weekly
Pentamidine 300 mg monthly Aerosol
Atovaquone 1500 mg daily Oral

Comments

First choice

Alternate choice

Ensure patient does not have glucose-
6-phosphate dehydrogenase deficiency

Give with high-fat meals, for maximal
absorption

Thomas et al. NEJM 2004




Take home messages

PJP - dvvntikd Bovdoun Aoiumén oe acbeveic pe datapoyn e

KUTTOPIKNC 0VOGioC

Mn moapayytkoc Pryos, ovGTVol, LTOEVYovoLuia

Adryvoon pe avocopBopiouod kot PCR — cuyvd anatteitar BAL
Oepameio pe KOTPLUOEACOAN +/- YAVKOKOPTIKOELON

IIpowtoyevc  mpoevAacn o€ aclevelc e  petaupdoyevon,
POPUOKEVTIKT O10TOPOYT TNS KLTTOPIKNG 0vOGiog Kot AAAOLG

Oy EexdBapec oomyieg mPpmOTOYEVODS TPOPVANENG o€ acOevelc ue

PELUATOAOYIKA VOGTLOTOL






Epotoelc;




