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Historia clinica

e« SM. 21 anos. Zona metropolitana.

« AP: tabaquista y consumidor de marihuana y cocaina ocasional.
* FI: 9/04/2015. MC: control drenaje forunculo

e AE:

Concurre a control de drenaje de forunculo en raiz de muslo derecho
realizada hace 4 dias, después de la cual recibio TMP/SMX 1 comp c¢/12 hs.

Al momento de la consulta refiere haber presentado fiebre en la Gltima
semana hasta 48 hs previas. Intenso dolor en raiz de muslo, astenia y
adinamia de varios dias de evolucion. Niega sintomatologia respiratoria,
digestiva o urinaria.

Al ex: Vigil, sudoroso, apirético. Anemia clinica. Polipneico.
CV: Taquicardico 100 cpm sin soplos.

PP: MAV bilateral. No estertores

Abd: esplenomegalia GlI-1ll levemente dolorosa.

Lesion con lamina de guante en raiz de muslo derecho, con induracion de 6
cm de diametro.

Dado el mal aspecto general del paciente se solicita valoracion paraclinica.
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Parametros de laboratorio

GB 53450/mm?
Hb 6,8 g/L
PQT 92000/mm3

+Serie blanca: 20% de neutofilos, 14 % linfocitos, 16% monocitos, 4%
eosinofilos. 46% de celulas con alta relacion nucleo/citoplasmatica de
aspecto monocitoide. Blastos agranulares a confirmar con
inmunofenotipo de sangre periférica.

Serie roja: fenomeno de Rouleaux, anisocitosis.

Serie plaquetaria: plaquetas dispersas

Azoemia/Creatininemia 39 mg/dL, 1,52 mg7¢/dL
Na*t/K* 139 mE/L, 4,2 mEq/L
F YE hepatico BT 0,2 mg/dL, FA63 U/L, GGT 41

U/L, GOT 16 U/L, GPT 14 U/L




Historia clinica

 Planteos

Dados los hallazgos de laboratorio se realiza diagndéstico de Leucemia
mieloide aguda.

e Conducta

» Ingresa a sala de hematologia para valoracion e inicio de
tratamiento oncologico.

> Transfusion de 2 vol. de GR

Plan antibidtico de amplio espectro con meropenem 1 g c/8 hs iv +
vancomicina 1 g c/12 hs iv.

» Inicia profilaxis con fluconazol 200 mg c/12 hs v/o y Aciclovir 800
mg/ dia v/o en 4 dosis.

A\
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En suma

e SM, 21 anos.

e Forunculo de raiz de muslo derecho

* Leucemia mieloide aguda con complicacion infecciosa.

* Inicia antibiotico de amplio espectro y profilaxis de infecciones

virales e infeccion fuingica invasiva
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Evaluacion al ingreso en hematologia

» Exudado de lesion de raiz de muslo: S. aureus Sensible a:
meticilina, cefazolina, TMP/SMX, clinadamicina, ciprofloxacina,
gentamicina. CIM vancomicina 2,0 pg/mL

» HC, UC: sin desarrollo.

» Ecografia de partes blandas en raiz de muslo derecho para valorar
complicaciones locales: imagenes hipodensas, vascularizadas
compatibles con adenomegalias, no muestra colecciones
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« Serologia para VIH (No Reactivo)

» Toxo IgG (No Reactivo)

 VHB (Anti HBs 100 Ul, Anti HBc No reactivo)

« VHC (NR),

« CMV (IgG Reactivo)

* Inicia determinacion seriada de galactomanano (GMN)




Evolucion

« Dado el microorganismo aislado se sugiere:

» Rotar plan a TMP/SMX 3 amp i/v ¢c/8hsiv+ PTZ 4,5 g ¢/6 hs iv. Plan
gue ademas cubre BGN y Pseudomonas sp.




Profilaxis de infecciones en pacientes
hemato-oncoldgicos




Factores de riesgo para infecciones en pacientes
oncologicos

» Inmunodepresion por enfermedad maligna de base

» Neutropenia: Severidad
Duracion (> o <a 7 dias)
> Exposicion a PQT y RT con disrupcion cutdneo-mucosa,
internacion prolongada y procedimientos invasivos.

Guias de recomendaciones sobre diagnostico, tratamiento y prevencion de
infecciones en pacientes con cancer 2013.Consenso de la Sociedad
Argentina de Infectologia. Rev Argent Microbiol. 2014;46:7-144
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Definiciones

* Neutropenia: recuento de PMN < 500/mm3 o < 1000/mm?3 cuando
se predice una caida a < 500/mm?3en las préximas 48 hs.

 Neutropenia profunda: recuento de PMN < 100/mm3
 Neutropenia prolongada: > 7 dias

 Neutropenia funcional: se produce en pacientes cuya enfermedad
hematologica genera un defecto cualitativo de los neutrofilos
circulantes, aun cuando su recuento sea normal en el estudio
hematoldgico periférico.

Guias de recomendaciones sobre diagndstico, tratamiento y
prevencion de infecciones en pacientes con cancer 2013.Consenso
> la-Sociedad Argentina de Infectologia. Rev Argent Microbiol.
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Enfermedad/Tratamiento

Categoria de riesgo

Profilaxis antimicrobiana

Bajo

Intermedio

Alto

{®): www.infectologia.edu.uy

=  PQT tumores solidos
= Neutropenia prevista < 7
dias

=  TMO autdlogo

= MM

= LLC

» Analogos de las purinas

= Neutropenia prevista 7-10
dias

= TMO alogénico

» Leucemia aguda: induccion
y consolidacion

= Alemtuzumab

= EIVH con altas dosis
corticoides

= Neutropenia > 10 dias

fiebre/neutropenia

Bajo

Generalmente alto. Se
sugiere valorar segun
estado del paciente.

Generalmente alto
(depende de la
neutropenia,
inmunosupresores y
enf de base)

Bacteriana: Ninguna

Anti fangica:_Ninguna

Anti viral:_Ninguna a menos
que AP de HSV

Bact.: Considerar
Fluorquinolonas.

Anti fung.: Fluconazol durante
neutropenia y anticipado a
mucositis.

Anti viral: Durante la
neutropenia 0 mas segun
riesgo

Bact.: Considerar FQ,
Anti fung.: Si. Adecuado a
riesgo.

Anti viral: Durante la
neutropenia o mas segun
riesgo




Patogenos bacterianos mas frecuentes en
neutropenicos

Staphilococcus coagulasa E. coli

negativos

SAMS- SAMR Klebsiella sp.
Enterococcus sp . incluso EVR Enterobacter sp
Streptococcus viridans Pseudomonas aeruginosa
Streptococcus pneumoniae Citrobacter sp.
Streptococcus pyogenes Acinetobacter sp.

Stenotrophomonas maltophilia

Freifeld. AG., et al. Clinical practice guideline for the use of antimicrobial
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Profilaxis antimicrobiana

» Reduce la mortalidad relacionada con el tratamiento (MRT)
» Reduce mortalidad relacionada con las infecciones (MRI)

» Fluoroquinolonas disminuyen la mortalidad en pacientes
neutropénicos (BIl). Efecto sobre:

MRT,

MRI,

eventos febriles,

infecciones clinicamente documentadas (ICD),
infecciones documentadas microbiologicamente (IDM),
bacteriemia por BGN.

Freifeld. AG., et al. Clinical practice guideline for the use of antimicrobial
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Profilaxis antifungica
 Candida sp

» Pxrecomendada en pacientes con alto e intermedio riesgo de
candidiasis invasiva:

« TMO alogénico,
 LAinducciony recaida.
 Neutropenia prolongada

« Mielodiplasia con neutropenia

» Fluconazol, itraconazol, voriconazol, posaconazol, micafunginay
caspofungina son todas alternativas aceptables.

» En nuestro medio: Fluconazol 200 mg vo ¢/12 hs

Freifeld. AG., et al. Clinical practice guideline for the use of antimicrobial agents in neutropenic

patients with cancer. CID 2011;52:e56—93

Prevention and treatment of cancer-related Infections. NCCN Guidelines. Version 1. 2015

Consenso de la Somedad Argentlna de Infectologia. Guias de recomendaciones sobre diagndstico,
m iones-en pacientes con cancer 2013Rev Argent Microbiol.
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Profilaxis antimicrobiana

A\

Levofloxacina y ciprofloxacina se consideran equivalentes.

Levofloxacina se prefiere frente al riesgo de mucositis por infeccion
Invasiva por S. viridans

» Dosis
— Levofloxacina: 500 mg/dia vo
— Ciprofloxacina: 500 mg c¢/12 hs vo.

» Duracion: desde dia de inicio de PQT hasta recuperacion de MO o
Si instaura fiebre

A\

> Monitorizar resistencia

~et.al. Clinical practice guideline for the use of antimicrobial agents in
@) www.infectologia.edu.uy _ ents Wlth Cancer CID 2011 52 656—693
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Profilaxis antifungica
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Discussion

OVERALL INFECTION
RISK IN PATIENTS
WITH CANCER 2

DISEASETHERAPY EXAMPLES

ANTIFUNGAL PROPHYLAXIST

DURATION

INTERMEDIATE
TO
HIGH

AlLL

Consider:
= Fluconazole™
= Amphotericin B products™ [category 2B)

MDS (neutropenic)

AML (neutropenic)

Consider:

= Posaconazole™ (category 1)

= Voriconazole™ (category 2B)

= Fluconazole™ [category 2B)

- Amphotericin B products™ (category 2B)

Until resolution
of neutropenia

Autologous HSCT with mucositis!

Consider:
* Fluconazole™ [category 1)
= Micafungin (category 1)

Autologous HSCT without mucositis

Consider no prophylaxis (category 2B)

Allogeneic HSCT (neutropenic)

See Antipneum stis Prophvlaxis (IMF-6

Consider:

* Fluconazole™ [category 1)

= Micafungin (category 1)

= ltraconazole™ (category 2B)

= Voriconazole™ (category 2B)

= Posaconazole™ (category Z2B)

= Amphotericin B product™ (category 2B)

Continue during
neutropenia and for
at least 75 d after
transplant

Significant GVHD®
See Antipneumocystis Prophylaxis (INF-G)

Consider:

- Posaconazole™ (category 1)

= Voriconazole™ (category 2B)

= Echinocandin (category 2B)

= Amphotericin B products™ (category 2B)

Until resolution of
significant GWVHD

KEY: CLL = chronic lympheocytic leukemia. GWHD = grafi-versus-host disease, HSCT = hematopoietic stem cell transplant. HSW = herpes simplex vinus
EConsider antifungal prophylaxis in all patients with GWHD receiving

ECale%?ries_Df risk are based on several factors including underlying malignancy,
ether disease is in remission, duration of neutropenia. prior exposure o

wh

chemaoatherapy, and imens,i‘tE of immunosuppressive therapy.

See Antifungal Agents (FEV.

cautlons.

IMucesitis is a risk factor for candidemia in patients with hemau:llcl?ic malignancies
and stem c=ll tramsplant recipients not receiving antifumgal prophy

| for dosing. spectrum., and specific commentss

axis.

immunosuppressive therapy.

There is substantial variability in practice among NCCMH Member Institutions.

FPhysicians need to take into account local susceptibility patterns.
Itraconazole, voriconazole, and posaconazole are more potent inhikbitors of

Maota: AR Ehone are oy otherwlss Indicatad.
Clinlcal Triala: NCCH bellaves that the beat nent of any prath Iz Ina frial. Partlclpation In trials k2 asp W apad.
WWernion 1. 2018, GR2 RN E S Hetonel Comprebenske Cencer Metser, ine 2015, Al righis Thee HCCH e Dhim rray nol ba inarmy H etk Wi gk on of MCOHE

www.infectologia.edu.uy

! !

y

e

hepatic cytochrome P450 3A4 isoenzymes than fluconazole and may
significantly decrease the clearance of several agents used to treat cancer.

N4 lipid formulation is generally preferred based on less toxicity.

INF-2

eatment of cancer-related Infections. NCCN




Grupos de riesgo para aspergilosis y otros hongos
filamentosos en pacientes oncohematologicos

Grupos de riesgo para aspergilosis y otros hongos filamentosos en pacientes oncohematoldgicos

Riesgo Entidad Profilaxis Tratamiento empirico Tratamiento anticipado
Bajo riesgo Neutropenia < 7 dias No No No

Mieloma midltiple

Linfoma

TPH autdlogo
Riesgo moderado Neutropenia 7-14 dias Considerar? Si Si

LMA consolidacion
Alo-TPH < 40 afios, HLA idénticos
Riesgo alto Neutropenia > 14 dias Si Si Si
Induccidn/rescate LMA/SMD
Alo-TPH
Alo-TPH corddn
EICH

EICH: enfermedad injerto contra huésped; LMA: leucemia mieloide aguda; SMD: sindrome mielodisplasico; TPH: trasplante de progenitores hematopoyéticos.
3 Considerar factores de riesgo afiadidos: esteroides a dosis altas (> 2 mg/kg) y prolongado (> 2 semanas), andlogos de purinas o alentuzumab, seleccidn de CD34 y deplecidn
de células T.

Fortun J, et al. Recomendaciones sobre el tratamiento de la enfermedad
funglca invasiva por Aspergillus spp. y otros hongos filamentosos de la
par o a de Enfermedades Infecciosas y Microbiologia Clinica
er fecc Mlcroblol Clin. 2011,29:435-454

"'/ffx///
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Profilaxis antifungica
e Aspergillus spp.

Profilaxis primaria

» Posaconazol posee actividad frente:
* Aspergillus sp,
« Candida sp,
e Zigomicetos sp,
« Cryptococcus neoformans.

» Dosis: 200 mg ¢/8 hs v.o.
» Monitorizar niveles en sangre

» Duracion: hasta recuperacion medular > 500 neutrofilos o hasta
comenzar tratamiento antifUngico especifico.

Fortun J, et al. Recomendaciones sobre el tratamiento de la enfermedad fungica

-——f;,:-u rglllus Spp- y otros hongos fllamentosos de la Sociedad Espanola
@) www.infectologia.edu.uy jac ;




Profilaxis antifungica

» Aspergillus spp.
Profilaxis secundaria

» En pacientes con AP de aspergilosis invasiva (All).
— Neutropenia anticipada > 2 semanas (ClII)

— Uso de citarabina a altas dosis

— Respuesta parcial a tratamiento antifingico previo.
» Posaconazol

» Voriconazol

» Duracion: por el periodo que dure la inmunosupresion.

Fortan J, et al. Recomendaciones sobre el tratamiento de la enfermedad

fungica invasiva por Aspergillus spp. y otros hongos filamentosos de la

Somedad Espafiola de Enfermedades Infecciosas y Microbiologia Clinica
Infecc Microbiol Clin. 2011;29:435-454
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Profilaxis para PJN

Mational
Comprehensive i i i MCCHN Guidelines Index
NCCN P NCCN QUldellnes Version 1.2015 _ et Toble of Fomt
Network® Prevention and Treatment of Cancer-Related Infections Discussion
INFECTION RISK IN DISEASE THERAPY EXAMPLES DURATION OF ANTIPNEUMOCYSTIS
PATIENTS PROPHYLAXIS PROPHYLAXIS®
WITH CANCER® For at least 6 mo and while
—= Allogeneic stem cell recipients (category 1) — |receiving immunosuppressive
therapy
|+ Acute lymphocytic leukemia (category 1] — 1hroughout anti-leukemic
therapy
" : For a minimum of 2 mo
High risk for
Pneumocystis jirovecii| |— Alemtuzumab after alemtuzumab and TMP/SMX [category 1)°
(Pneumocystis carinii) uniil CD4 count is greater or
] than 200 cells/mcL Atovaquone,
Consider (category 2B): —- dapsone, pentamidine
P - N N lized or IV) if
- Recipients of purine analog therapy and Until CD4 count is greater (aerosolize
other T-Oell—de-p-leting mms — than 200 cells/mcL TMP/SMX ||'|T.D|Em|tﬂ
L [+ Recipients of prolonged
corticosteroids®® or receiving -
temozolomide + radiation therapydd
« Butologous stem cell recipients 36 mo after ransplant

ACategories of risk are based on several factors, |nc:|ud|ng underlying malignancy, whether disease is in remission, duration of neutropenia, prior exposure to
chemotherapy, and intensity of immunosuppressive therapy.

eSes Antibacterial Agents (FEV-A) for dosing, spectrum, and specific comments/cautions.

ZRisk of pneumocystis pneumonia (PCP) is related to the daily dose and duration of corticosteroid therapy. Prophylaxis against PCP can be considered in patients
receiving the prednisone equivalent of 20 mg or more daily for 4 or more weeks.

3P CP prophylaxis should be used when temozolomide is administered concomitantly with radiation therapy and should be continued until recowvery from
lymphocytopenia.

28|n addition, this agent has some activity against other pathogens (eg. Mocardia, Toxoplasma, Listeria).

™The list of agents is alphabetical and does mot reflect preference. Consider trimethoprimisulfamethoxazole desensitization or atovaguone, dapsone, or pentamidine
{aerosolized or IV); or when PCP prophylaxis is required; and patients who are timethoprim/sulfamethoxazole intolerant.

Mota: Al atlons are category 28 otherwiss abed.
Clinkcal Triala: NCCH bellewes that the beat gament of any patient iz In a trial. Particlpation In trials = a=p ¥ aged.
Wersion 1.201%, CATRINS @ Mational Comprehenie Cencer Meteork, inc. 21015, A1 rights resaresd. The MCCH e s rrary nod ba in miry formn withond the sxores wiithen parmission of RCCH. INF-G
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Profilaxis antiviral

Mational
A Comprehensive . NCCN Guidelines Version 1.2015 reCEN Budeines Index
Cancer . . nfections Table nten
Network® Prevention and Treatment of Cancer-Related Infections Discussion
OVERALL INFECTION| DISEASETHERAPY VIRAL ANTIVIRAL MINIMUM DURATIONS
RISK IN PATIENTS EXAMPLES INFECTION or | PROPHYLAXIS
WITH CANCER? REACTIVATION
Low « Standard chemotherapy HSV None unless prior | During active therapy including periods of
regimens for solid tumors HSV episode neutropenia
Intermediate = Autologous HSCT HSV Acyclovir During active therapy and at least 30 d after
» Lymphoma® VZv Famciclovir HSCT
» Multiple Myeloma® Valacyclovir Consider VZV prophylaxis for at least
« CLL® 1y after allogeneic HSCT and at least 612
* Purine analog therapy months after autologous HSCT
(ie, fludarabine)
High = Acute leukemia HSV Acyclovir During active therapy including periods of
v Induction Famciclovir neutropenia
» Consolidation Valacyclovir
» Proteasome inhibitors VZv Acyclowvir During active therapy including periods
Famciclovir of neutropenia
Valacyclovir
« Alemtuzumab HSV Acyclovir VZV prophylaxis
therapy VZV Famciclovir + Acyclovir prophylaxis should be
= Allogeneic HSCT or considered for at least 1 y after allogeneic
» GVHD requiring Valacyclovir as HSCT
steroid treatment HSV prophylaxis HSV prophylaxis
+ Minimum of 2 mo after alemtuzumab and
until CD4 2200 cells/mcL
+ During active therapy including periods of
neutropenia and at least 30 d after HSCT
cMv {See INF-4) for CMV Preemptive therapy for CMV (See INF-4]
HEV (See INF-5) for HBY Antiviral therapy for HBV (See INF_5)
KEY: CLL = chronic lymphocytic leukemia, CMV = cytomegalovirus, HEV = hepatitis B virus, HSCT = hematopoietic stem cell transplant, HSV = herpes simplex virus, VZV = varicella zoster virus.
3Categories 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 immunesuppressive therapy.
“Thizs is a heterogencus disease. Therefore, treatment modalities and the type of malignancy affect risk level.
95ee Antiviral Agents (FEV-C) for desing, spectrum, and specific comments/cautions. The antivirals are not equal in terms of efficacy, side effects, and resistance.
Hota: AN dationa are category 22 unless otherwizs Indicatad.
Clinical Triala: NCC N belleves that the best managsament of any cancer patient ia In a clinlcal frial. Participation In clinical trials ks especially sncouragad.
Vearsion 1.2015, CR2NO01S © Halionl Cafnpebfriba Canct Matesrk, e 2015, A0 Fights mabi, This NCEN Gukdlii® snd this Sustialion fiy ha b i 0 aiy Sem Wi B s Wil pafision of ROCHS INF-3
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Profilaxis antiviral (HVS 1-2)

Aciclovir 800-1600 mg/dia en 4 dosis 0 5 mg/KG c¢/12 hs iv.
Valaciclovir 500-1000 mg/dia vo.

Tabla 1 Profilaxis contra herpesvirus en pacientes oncohematologicos y sometidos a trasplante de celulas

hematopoyéeticas

Riesgo de infeccion Enfermedad de base/ droga Profilaxis

Bajo Quimioterapia estandar para tumores solidos Mo indicada

Sero (+) HHV-1 y HHV-2 Meutropenia esperada: 7 dias Solo con antecedentes de HHV-1, -2 a repeticion

Intermedio Linfoma No indicada

Sero (+) HHV-1 y HHV-2 Mieloma Solo con antecedentes de HHVY-1, -2 a repeticion
LLC Durante la neutropenia o bien hasta el dia + 30
Utilizacion de analogos de purinas postrasplante
Meutropenia esperada 7 a 10 dias
TCH autologo

Alto LA (induccion o consolidacion) Durante la neutropenia

Heutropenia esperada mas de 10 dias

TCH alogénico En caso de TCH durante neutropenia o bien hasta
el dia + 30 postrasplante. Podria prolongarse

Enfermedad injerto contra huesped (EICH) A
con HHY-1, -2 a repeticion

tratada con altas dosis de esteroides
Alemtuzumab Hasta 2 meses de suspendida la medicacion
o con CD4 > 200 cél/mm?
Guias de recomendaciones sobre diagnostico, tratamiento y prevencion de infecciones en pacientes con
cancer 2013.Consenso de la Sociedad Argentina de Infectologia. Rev Argent Microbiol. 2014;46:7-144
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Profilaxis aniviral (VVZ)

Aciclovir 800 mg c/12hs vo. o
Valaciclovir 500 mg ¢/12 hs vo.

Tabla 2 Profilaxis contra Human varicellovirus (HHV-3)

Riesgo de infeccion

Enfermedad de base/droga

Profilaxis

Bajo

Intermedio

Alto

Quimioterapia estandar para tumores solidos
Neutropenia esperada: 7 dias

TCH autologo
Linforna

Mieloma multiple

LLC

Utilizacion de analogos de purinas
Meutropenia esperada 7 a 10 dias
LA (induccion consolidacion)
Bortezomib

Alemtuzumab

TCH alogenico

Bendamustine

Mo indicado
Solo con antecedente de HHV-3

Durante la neutropenia o bien hasta el dia + 30
postrasplante

Mo indicada , solo con antecedentes de HHV-3 durante
la neutropenia

Mo indicada , solo con antecedentes de HHV-3
Hasta 4 semanas posmedicacion

Hasta 2 meses posmedicacion o CD4 > 200 cel/mm?
Durante un ano postrasplante

Hasta 4 semanas posmedicacion

@): www.infectologia.edu.uy
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Profilaxis antiviral (CMV)

ANALILIL bl

Comprehensive i i i NCCN Guidelines Index
] o NCCN GuMeImes Version 1.2015 _ fertione T ot ot
Network® Prevention and Treatment of Cancer-Related Infections Discussion
PREVENTION OF CYTOMEGALOVIRUS (CMV) REACTIVATION OR DISEASE
OVERALL INFECTIOMN DISEASE! SURVEILLANCE PERIOD® PREEMPTIVE
RISK IN PATIENTS THERAPRY EXAMPLES THERAPYS-P.1Q

WITH CANCER?

Allogeneic

stem cell + 1—6 months after ransplant

transplant + GVHD requiring therapy

recipients First-line therapy®

High risk for CNV Foscamet (IV)

—= | Valganciclovir (PO) |—= |aor
or i Cidofovir (IV)
Alemtuzumab—— = For a minimum of 2 months Ganciclovir {IV)®
after alemtuzumab

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

95 ee Antiviral Agents (FEV-C| for dosing. spectrum, and specific commentsicautions. The antivirals are not equal in terms of efficacy, side effects, and resistance.

OCMV surveillance consists of at least weekly monitoring by PCR or antigen testing.

PPreemptive therapy is defined as administration of antiviral agents to asymptomatic patients at high risk for clinical infection based on laboratony markers of viremia.
Duration of antiviral therapy generally is for at least 2 weeks and until CMV is no longer detected.

AClinicians should measure for end-organ disease and tailor duration of preemptive therapy accordingly.

Typically therapy is initiated with oral valganciclovir unless there are absorption or toxicity issues and would be continued at a minimum until a negative PCR. Howewver,
some centers prefer ganciclovir owver valganciclhowir.

fFoscamet or Cidofovir should be used for cases of ganciclovir-resistant CMV or when ganciclovir is not tolerated (eg, ganciclovir-induced neutropenial.

Mota: Al af are category 248 othenwiza ated.
Clinkeal Triale: NCCHN bellsves that the beat t of any patient Iz In a frial. Participation In trials k=2 asp ] agad.
Wersion 1.2015, CRTEINS © Mational Comprehmimbe Cancer Meteork, e 2015, A0 Fights resereed. The MCCHN and i Py el ba namy Hw ot Willen pafiiion of MOCORS INF-4
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Profilaxis y tratamiento antiviral (HBV, HCV, HIV)

Marional

Comprehensive i i i NCCHN Guidelines Index
NCCN Can::l:rr NCCN G_mdellnes Version 1.2015 _ fertore Toblo of Contons
Network® Prevention and Treatment of Cancer-Related Infections™ —  Discussin
PREVENTION OF HEPATITIS B VIRUS (HBV), HEPATITIS C VIRUS (HCV), AND HUMAN IMMUNODEFICIENCY VIRUS (HIV) REACTIVATION OR
DISEASE!
HIGH-RISK EXAMPLES" THERAPY CONSIDERATIONS® ANTIVIRAL THERAPY SURVEILLANCE
Antivirals? At least 6-12
- Allogeneic stem cell ID consult to determine possible - Entecavir months
HBVU —| transplant _, |antiviral prophylaxis _s | Tenofovir — . |following conclusion
- Anti-CD20 or anti-CD52| |+ Consider delayed transplant * Lamivudine of treatmentsa.t
monoclonal antibodies if active infection® + Adefovir
+ Telbivudine

= Monitor ALT levels every

= Allogeneic stem cell 1-2 weeks, and HCV RNA

transplant ID consult to evaluate -
HCWY —=|- Anti-CD20 —| concomitant or sequential — Rﬁif;reltiﬁel'ls?v — |, ﬁg,,"—,ﬂf:gﬂrﬁg"?mw
monoclonal antibodies anti-HCV and cancer therapy g
« Corti ids monthly thereafter for
orticosterol 6-12 months
ID consult to adjust dosing - . .
« Chemotherapy p Antiretroviral Moenthly during therapy
vV —~ | Targeted therapies and regimens for concurrent therapy= then as clinically indicated

treatment

9%ee Antiviral Agents (FEV-C) for dosing, spectrum, and specific comments/cautions. The antivirals are not equal in terms of efficacy, side effects, and resistance.

tAny patient who is expected to receive immunosuppressive therapy (IST) or chemotherapy should be sereened for HEV, HCV, and HIV prior to treatment. Other patients
at high risk of developing infection should also be screened. See Discussion for other high-risk groups.

UHigh risk of HBV is defined as patients with HEsAg+ serclogy or with prior resolved HBV infection (HBsAg-. HBsAb+, HBcAb+ serology) or with increasing
HBY wiral load planned for allogeneic HECT or anti-CD20, anti-CD52 monoclonal antibedy therapy.

¥The list of high-nisk examples is not comprehensive. See Discussion for more details.

“Diagnostic monitoring and treatment for HBW, HCW, and HIV are an evelving field: consultation with an infectious disease expart or hepatologist should be
sought in the management of all patients with reactivation or disease.

XChronic hepatitis based on biopsy or active viral replication (ie, high levels of HEsAg+ and/or HBeAg+ or increasing HBV viral load). Biopsy should be
performed if clinical suspicion of disease. In case of cirhosis, reconsider decision for transplant.

¥Therapy should be given by provider experienced in Hepatitis C. See HCV Guidelines.

Integrase-strand transfer inhibitor treatments or non-nuclesside reverse transeriptase inhibitors may have fewer drug-drug interactions with cancer treatments
compared to protease inhibitors.

33)f yiral load is consistently undetectable, treatment is considered prophylactic. If viral lead fails to drop or previously indetectable PCR becomes positive, consult
hepatolagist and discontinue anti-CD20 antibody therapy.

BYDuration of therapy may depend on various factors. The risk of reactivation continues after rituximab treatment is concluded and is increased if treatment is halted too
early.

Nots: AN recommendations are catagory 24 unisss otherwlss Indicatsd.
Clinkcal Triala: NCCN ballsves that the beat management of any cancar patient Is In a clinical trial. Participation In clinical trials k2 espaclally encouraged.

Viraion 12015, CREE0TE © Ntk Compratmicibe Cancer Netwsdk, b 2015, A1 fights natvind. Thi NCCN Gubdulines® and this Bustrabon sy hol ba repradund in afr frm withood i s witlin jaivcn of ROCME INF-5
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Vacunas

Co hensi i i i MCCN Guidelines Index
NCCN Ca:::l:f: ive NCCN Guidelines Version 1.2015 nfertors Tt eeae

Nerwork® Prevention and Treatment of Cancer-Related Infections Discussion

RECOMMENDED VACCINATION SCHEDULE

Inactivated Vaccine®9 RBecommended Timing After HCT Number of Doses
DTaP (Daptacel = Tetanus/Diphtheria/Acellular Pertussis) B-12 mo 3
Haemophilus influenzae type b (Hib) B-12 mo 3
Pneumococcal vaccination
* Conjugated 13-valent vaccine E-12 mo 3
+ Upon completion of Prevnar series, then

Freumococcal polysaccharide vaccine 23 =12 mo 1
Hep ahh 6-12 mo 2
Hep N 6-12 mo 2
Meningococcal conjugate vaccine B-12 mo 1
Influenza (injectable) 4-8 mo 1, an nu;:ll[.rj-i
MeaslesMumps/Rubella (MMR)" =24 mo 1-2

{if GVHD or ongoing immunosuppression and
patient is serconegative for measles, mumps,
andior rubella)

Zoster vaccine® z24 mo 1
{if GVHD or ongeing immunosuppression and
patient is serconegative for varicella)

Hnactivated vaccines may be given together at the same time. Vaccination may be postponed for patients receiving >20 mg of prednisone.

MRS trongly consider if clinically indicated. May give Hep A and B combined vaccine at 12 and 18 months if immunization for both Hep A and Hep B is needed.
IGive MMR and Zoster vaccine together or 4 weeks apart.

lyse of live virus vaccine is contraindicated.

Hoba: AR dathons are category 22 wnl otherwiss Indicatad.
Clinizal Trials: NCCH bellewes that the beat nant of any patient Iz In a trial. Participation in trials ks asp ¥ agad.
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Cuidados Generales

Higiene de manos: es la forma mas efectiva de prevenir la transmision
de infecciones intrahospitalarias.

Ventilacion: La mayoria de los pacientes neutropénicos no requieren
medidas especificas en cuanto a la ventilacion. Sin embargo, los
receptores de TMO deben ser internados en habitaciones individuales
(I1IB) y los receptores de TMO alogénicos deben estar en habitaciones
con un recambio de aire > 12 /h. con filtro HEPA.(IlIA).

Alimentos: son preferibles las dietas en base a alimentos bien cocidos.
Deben evitarse los fiambres y embutidos asi como los alimentos crudos
cuando su frescura e higiene no son bien garantizados. El agua de
consumo debe ser potable hervida o embotellada.

Ornamentos y mascotas: no son aceptables las plantas o flores (secas
o frescas) asi como las mascotas en la habitacion de pacientes
neutropénicos y su contacto debe limitarse.

Freifeld. AG., et al. Clinical practice guideline for the use of antimicrobial
—agents in neutropenic patients with cancer. CID 2011;52:e56—€93



Cuidados generales

« Cuidados de la piel:

v Inspeccidn diaria de la piel (especialmente periné y accesos
vasculares).

v Bafio diario.
v Higiene perineal post defecacion.

v Secado post miccional en sentido antero posterior en las
mujeres.

v" No uso de tampones.
« Cuidados de la cavidad oral:
v’ Cepillado dental = 2 veces/dia con cepillo dental suave

v' En caso de mucositis: enjuague bucal con agua estéril, suero
fisiologico o soluciones con bicarbonato de sodio 4-6 veces/dia.
No utilizar aparatos de ortodoncia fijos o0 espaciadores por
riesgo de trauma hasta resolucion de la mucositis.

Freifeld. AG., et al. Clinical practice guideline for the use of

~ antimicrobial agents in neutropenic patients with cancer. CID
 2011;52:€56-€93
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En resumen
Profilaxis antimicrobiana:
» Levofloxacina o ciprofloxacina

* Profilaxis antifUngica: segun riesgo__

» Fluconazol (candidiasis invasiva)
» Posaconazol (candidiasis y aspergilosis invasiva)
» TMP/SMX (neumocistosis)

» Profilaxis Antiviral: segun riesgo__
» Aciclovir (VHS)
» Ganciclovir o Valganciclovir (CMV)

« Vacunacion
e Cuidados generales

{@): www.infectologia.edu.uy




Profilaxis en este paciente con LAM

« Cuidados generales en lo higiénico-dietético

» Profilaxis con antibioticos: Ciprofloxacina, no realizada por estar
bajo tratamiento por foranculo

« Profilaxis con antifungicos: fluconazol 200 mg/12hs

« Profilaxis con antivirales: aciclovir 800 mg/dia

{8): www.infectologia.edu.uy
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