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Sunum plani

* Tanimlar

* Antibakteriyel profilaksi
* Antifungal profilaksi

* Antiviral profilaksi

e G-CSF profilaksisi



Tanimlar

* Notropeni: Mutlak notrofil sayisi <500/mm? / <24 h icinde 500/mm?
e Uzamis notropeni: Notropeni siresi 21 hf

 Derin nétropeni: Mutlak notrofil sayisi< 100/mm?

* Febril notropeni: notropenik hastada >238.3°C / > 1h >38°C

* Primer profilaksi: Artmis riski olan hastada enfeksiyonu 6nlemeye
yonelik uygulanan antimikrobiyal tedavi

* Sekonder profilaksi: Tekrarlayan enfeksiyonu onlemek icin profilaktik
dozda uygulanan antimikrobiyal tedavi



Febril notropeni

e Kemoterapi sonrasinda en az bir kez gorilme sikhgi
* Solid tiimorla hastalarda %10-50
* Hematolojik maligniteli hastalarda %80

e Hastalarin yaklasik %30’unda enfeksiyon varhgi kanitlanabiliyor

 Mortalite %10-30

» Septik sok varligi (uygunsuz empirik tedavi)
* Mekanik ventilasyon ihtiyaci

* Akut bobrek yetmezligi

* Yas>70



Antibakteriyel profilaksi

* Yuksek risk altindaki hastalarda nétropenik atesi ve enfeksiy6z komplikasyonlari

onlemek icin
* Antimikrobiyal direnc¢, maliyet artisi, mikrobiyom degisikligi

* Kar/ Zarar?



Florokinolon profilaksisi’

Ik olarak 2005 ECIL
2007 oneri yayinlandi

Uzun ve derin notropeni (<100 noétrofil/uL, >7 giin)
 AML/MDS veya miyeloablatif rejimler ile tedavi edilen HKHN hastalari

Gr(-)’'lerde kinolon direnci <20% populasyonda etkili?
Siprofloksasin /Levofloksasin
Ciddi mukozit varliginda Levofloksasin (viridan streptokokkal etkinlik!)

1. Malgorzata Mikulska. Journal of Infection (2018)76:20-37

2. Bucaneve G, Micozzi A, Menichetti F, et all. Levofloxacin to prevent
bacterial infection in patients with cancer and neutropenia. NEJM(2005)353:10,977-87



) l?:. 'j:: ) H:' '._:.;--. o : - R
S Journal of Infection

E s Volume 76, Issue 1, January 2018, Pages 20-37

ELSEVIER =

Fluoroquinolone prophylaxis in
haematological cancer patients with
neutropenia: ECIL critical appraisal of
previous guidelines
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European Conference on Infections in Leukemia (ECIL)



Florokinolon profilaksisi

Avantaj Dezavantaj

 KDE atak sayisini azaltiyor * Mortalite degismiyor

+ KDE atak sayisi diisik tinitelerde 7 * Kinolon direncli/CID bakteri / Cf
. . gy difficile / Enterococcus spp.
* Bir atak onlemek i¢in ¢ok sayida kolonizasyonu

kisiye profilaksi!  Antiasit/kumadin ile etkilesim
* |laca bagh YE
e Uzamis QT (vorikonazol/azitro !!)
* Tendinit
* Mental sorunlar
» Aort disseksiyonu/anevrizma riptiri



Florokinolon profilaksisi

Mortaliteye etki Pooled OR 1.01, %95 Cl 0.73-1.41
KDE azalma Pooled OR 0.57, %95 CIl 0.43-0.74
Notropeni stiresinde ates atak sayisi OR 0.32, %95 CI 0.2-0.5

Bir atagi 6nlemek icin profilaksi verilmesi gereken kisi 15
sayIsl



NCCN-2016

most solid tumors
« Anticipated neutropenia less than 7 d

OVERALL DISEASE/THERAPY EXAMPLES FEVER & NEUTROPENIA ANTIMICROBIAL
INFECTION RISK RISK (See FEV-2%) PROPHYLAXIS d.efg.hi
IN PATIENTS

WITH CANCER?

Low « Standard chemotherapy regimens for Incidence low - Bacterial - None

= Fungal - None
= Viral - None unless prior HSV episode

Intermediate

CAutologous HCT

. Ly npno =

« Multiple myeloma®

« CLL®

= Purine analog therapy (ie, fludarabine,
clofarabine, nelarabine, cladribine)

« Anticipated neutropenia 7-10 d

Incidence usually high,
significant variability may
exist

= Bacterial - Consider fluoroquinolone
prophylaxis

= Fungal - Consider prophylaxis during
neutropenia and for anticipated
mucositis (See INF-2); consider PCP
prophylaxis (See INF-6%)

= Viral - During neutropenia and longer
depending on risk (See INF-3, INF-4,
INF-5)

High®

Glloaeneic HCT including cord blooD
= Acute leu

» Induction
» Consolidation

* Alemtuzumab therapy

« GVHD treated with high-dose steroids
(>20 mg daily)

« Anticipated neutropenia greater than
10d

Incidence usually high,
significant variability may
exist

« Bacterial - Consider fluoroquinolone
prophylaxis

« Fungal - Consider prophylaxis during
neutropenia (See INF-2); consider
PCP prophylaxis (See INF-6%)

= Viral - During neutropenia and longer
depending on risk
(See INF-3, INF-4, INF-5)




* Hacettepe Universitesi Tip Fakuiltesi Onkoloji Hastanesi
* 08.04.2016-07.01.2019; 218y
* Hematolojik hastalik/malignitesi zemininden FEN gelisen hastalar

* Kinolon profilaksisi alan hastalardan izole edilen Enterobacteriacea’da
siprofloksasin duyarlilik orani %7.1, levofloksasin profilaksisi almayan
hastalardan izole edilen Enterobacteriacea’da ise kinolon duyarliligi
%76.9

Tas Z. HUTF Uzmanlik Tezi, 2021



E. coli bakteriemileri

Total Ciprofloxacin Prophylaxis No Prophylaxis
n (%], n (%), n {%),
Mean (Median) Mean (Median) Mean (Median)
N =59 N = 30 N =29 PValue

Age, years 51 (53) 54 (55) 48 (53) 156 °
Female (vs mals} 17 (2B.8) 5 (30.0) 8 (2786) .B3g"
Received transplant this treatment round .0B3°

Mo 42 {71.2) 231(76.7) 15 {65.5)

Autograft 7(11.9) 5(16.7) 2 {6.9)

Allograft 10 (170} 216.7) B (276)
Admitted to intensive care unit 7{11.9) 51{16.7) 21{6.9) 424°
Length of stay this admission, days 34.5(28) 33.7 (30.5) 35.5 (28} &1
Year of admission <.001°

207 11 {18.8) 10 (80.9) 1{9.7)

2018 8 (15.3) B (B8.9) 1{11.7})

2019 14 {23.7) 9 (64.3) 5 (35.7)

2020 18 (32.2) 2 {10.5) 17 (89.5)

u | m\ | I"IE ¥l mh

7-day survival post-bacteremia 57 {96.6) 2B {83.3) 29 (100) .492°
30-day survival post-bacteremia 54 {93.1) 26 i89.7) 28 (96.86) B11°
Ciprofloxacin resistant Escherichia coli 30 (50.9) 22 (73.3) 8 (276) 001"
Extended-spectrum beta-lactamase—producing 13 {22.0) 10 (33.3) 3 (10.3) 067"

E. coli

Caldwell L, et al. Clin Infect Dis 2022



> Blood Adv. 2023 May 9;7(9):1621-1634. doi: 10.1182/bloodadvances.2022008226.

Levofloxacin prophylaxis vs no prophylaxis in
patients with neutropenia within an endemic country

for carbapenem-resistant GNB

Daniela Clerici 1, Laura Galli 2, Raffaella Greco 1, Anna P Lugli 3 Federico Erbella 1 3,
Marco Ripa 2 3 Chiara Tassan Din 2, Rosamaria Nitti ' 3, Fabio Giglio 1 Sara hMastaglio 1
Francesca Lorentino 1, Elisabetta Xue !, Francesca Farina 1, Carmine Liberatore 1, Andrea Poli 2,
Silvia Carletti 4, Maria T Lupo Stanghellini T Matteo G Carrabba ', Andrea A Assanelli 1,
Annalisa Ruggeri 1 Massimo Bernardi ', Consuelo Corti 1, Jacopo Peccatori 1T MNicasio Mancini

Paclo Scarpellini ¢, Fabio Ciceri ' #, Antonella Castagna ¢ 3, Chiara Oltolini 2

3 4

Affiliations 4+ expand

PMID: 36409602 DO 10.1182/blooda: Ot0|0g KHN (38/98)
Allojenik KHN (71/152)
* Preengrafman Gr(-) KDE sayisi artmis
* Enfeksiyona bagli mortalitede fark yok
* Direnc oranlarinda anlamli fark mevcut



Florokinolon disi antibakteriyeller

* Trimetoprim-sulfametoksazol
* Daha eski calismalarda
* P. ageruginosa'ya karsi aktivitesi yok
* Bircok bakteride artan direnc

e Sefpodoksim
* Florokinolon intoleransi/ allerji/YE
 Kombinasyon tedavisi 6nerilmez

* Metronidazol eklenmesi ile mikrobiyata cesitlilik kaybi

e Rifaksimin, AlloKHN alicilarinda
* Mikrobiyata bozulmasi daha az (intestinal GVHD az?)



Antibakteriyel profilaksi stresi- IDSA 2018

Table 1. Summary of Recommendations for Antimicrobial Prophylaxis

Type of Prophylaxis Population Recommendation Timing of Prophylaxis
Antibacterial Patients at high risk of febrile Fluoroguinolone prophylaxis During period of expected neutropenia
neutropenia (Table 2) or profound, is recommended ‘ I
protracted neutropenia
Antifungal Patients at high risk of febrile Oral triazole or parenteral During period of expected neutropenia
neutropenia (Table 2) or profound, echinocandin prophylaxis is
protracted neutropenia recommended; a mold-active
Patients with GVHD'* triazole is recommended when

the risk of invasive aspergillosis
is > 6%, such as in patients
with AMUMDS or during
treatment of GVHD™

Ampirik bir antibakteriyel rejim baslatildiginda antibakteriyel profilaksinin kesilmesi onerilir
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ARTICLE

Current antimicrobial practice in febrile neutropenia across Europe
and Asia: the EBMT Infectious Disease Working Party survey

Anke Verlinden(®' - Malgorzata Mikulska? - Nina Simone Knelange® - Dina Averbuch® - Jan Styczynski® - on behalf
of the Infectious Diseases Working Party (IDWP) of the European Group for Blood and Marrow Transplantation
Group (EBMT)

Received: 30 May 2019 / Revised: 23 December 2019 / Accepted: 22 January 2020 / Published online: 11 February 2020
© The Author(s) 2020. This article is published with open access

Abstract

The aim of this survey was to summarze the current antimicrobial practice in febrile neutropenia and the presence of key
aspects of antimicrobial stewardship. A questionnaire was sent to 367 centers, and complete responses were obtained from
194 (34.2% ). Fluoroguinolone and co-trimoxazole prophylaxis are used in 57.1% and 89.1%, respectively. In 66.4%, the
first-line empirical therapy 1s piperacillintazobactam, whereas 10.9% use carbapenems. Empincal combination therapy is
used in stable patients without history of resistant pathogens in 37.4%. De-escalation to monotherapy 1s performed within
3 davs m 35.3% and atter 10 days in 19.1%. Empircal addition of a glycopeptide 1s performed when fever persists more than



Antifungal profilaksi

Invaziv Candida enf (>%10) Invaziv Aspergillus enf (>%6)
* Allojenik HSCT * AML
* MDS

e Akut l6semi induksiyon tedavisi
(remisyon/salvaj) * Postengrafman (6z KS gereken GVHD)

* Preengrafman
* Evre 3/4 mukozit

Antimicrobial prophylaxis for adult patients with cancer related immunosupression:
ASCO and IDSA Clinical practice guideline Update 2018



Antifungal profilaksi

PJP Ajanlar

* Risk > %3,5 * TMP-SMX

e 220 mg prednizon + 2 1 ay * Dapson

* Purin aloglari * Aerosolize pentamidin

* Atovaquon



Prevention and Treatment of Cancer-Related Infections,Version 2.2016

OWVERALL DISEASETHERAPY EXAMPLES ANTIFUNGAL PROPHYLAXISY DURATION
INFECTION RISK
= Amphotericin B products™ (category 2B)
MDS (nautropenic) Consider: Lintil
* Posaconazole™ (catagory 1) resolution
= Variconazola™, Fluconazole™, Micafungin, or of
AML (neutropenic) Amphotericin B products™ (all categary 2B) neutropenia
Autolegous HCT with mucositis! Consider:

* Fluconazole™ or Micafungin (both catagory 1)

Aulolegous HCT withaul mucosilis Consider no praphylaxis (categaory ZB)
INTERMEDIATE Allogansaic HCT (neutropanic) Consider: Caontinues
TO Saa Antipnaumocystis Prophylaxis * Fluconazole™ or Micafungin (both catagory 1) during
HIGH (INF-E7) = Yoriconazole™, Posaconazole™, or Amphotericin B neutropania
product” (all catagory 28 ) and for
at least
Th d after
ransplant
Significant GVYHD~ Consider: Lintil
Haa Antipnsumocystis Prophylaxis * Posaconazole™ (catagory 1) resaluticn
(INF-B7) = Yoriconazola™, Echinocandin, Amphotericin B products™ | of
(all category ZB) significant
GWHD

KEY: ALL = acute lymphoblaste leukemia, AML = acute miyelosd leukamia, MDS = myelodysplastic syndromes, GVHD = graft-wersus-host disease,
HLT = hematopoéetic cell transplant. HSY = herpes sirmplex winus



Sekonder antifungal profilaksi

* Daha 6nce invaziv aspergilloz oykisit+ allo/ otolog KHN yapilacak
hastalara nakil oncesi kif aktif ajanla antifungal profilaksi 6nerilir

* Vorikonazol sekonder profilaksi icin en cok calisilan ajan
* [lag etkilesimleri dnemli

* Sure:
« immunsupresif tedavi siiresince

* Reaktivasyon acisindan profilaksi kesildikten 2-4 hafta sonra fungal belirtec
bakilarak takip



Antiviral profilaksi

* HSV, VZV, CMV

 KHN sonrasi herpes virlslerin reaktivasyonu sik
* Profilaktik ve/veya preempitif stratejiler

e Influenza

* Yillik asilama



HSV profilaksisi

Nakil 6ncesi HSV-1/ HSV-2 IgG

Seropozitif olanlara erken nakil doneminde antiviral profilaksi onerilir

Konsolidasyon rejimi ile baslayip engrafmana kadar/mukozit iyilesene kadar (daha uzun)
Cogu hastalar nakil sonrasi ~ 30 gtin HSV profilaksisine ihtiyac duyar

VZV seropozitif olanlarda asiklovir daha uzun sire verilir

* VZV seropozitifse HSV serolojisine bakilmayabilir



HSV profilaksisi

* Onerilen profilaksi
* Asiklovir IV 5 mg/kg, bid
* Asiklovir PO 400-800mg bid

 Valasiklovir PO 500mg bid

e HSV reaktivasyon riski allojenik nakil yapilan hastalarda 1. ay en ylUksek

* Asiklovir ve valasikloviri karsilastiran iki calisma; sonuclarda fark yok

Liesveld JL,. Biol Blood Marrow Transplant 2002; 8:662Warkentin DI Ann Pharmacother 2002; 36:1525.



VZV profilaksisi

* VZV IgG pozitifse tim nakil hastalarina (oto, allo)
* Valasiklovir 500 mg glinde 2
e Asiklovir 800mg giinde 2

* Nakilden sonra 1 yil boyunca

e Valasiklovir tercih edilir,

e Biyoyararlanimi daha iyi

e VZV'yiin vitro inhibe etmek icin daha yuksek aktif asiklovir dlizeyi gerekir

* Oral alamiyorsa intravendz asiklovir (5 mg/kg her 12 saatte bir)



VVZV profilaksisi stre

* T hucre baskilayici tedavi alan hastalarda profilaksi immunstpresif tedavi tamamlanana
kadar devam etmeli
» >1mg/kg prednizolona esdeger steroid
* Bortezamid
e Alemtuzumab

* Fludarabin gibi purin analoglari
e Bazi klinisyenler immunsupresif tedaviden 6 ay sonraya kadar onerir

* Profilaksi stiresince reaktivasyon sss=) tedavi =s===) sekonder profilaksi



VZV- temas sonrasi profilaksi

» Sucicegi veya zona olan kisi ile temas eden immunsuipresif hastada dissemine enfeksiyon riski (ink. 10-21 d)

e Duyarli KHN alicilarinda da risk
* Yakin temas (kucaklasma, dokunma)
* Cok yakin (5 dakikadan fazla yuzytze)
» Tekrarlayan (ev halki, bitisik odalar)

* VZV asisi sonrasi doklintu gelisenlerde
* Tipik dokiintliler olusmadan 24-48 saat dncesine kadar bulastiricidir

* Tum nakil hastalari VZV’ye temas etmis ve potansiyel bulasici olabilecek kisilerle temastan da kacinmalidir



VariZlG

« Onceki 24 ay icinde nakil yapilmis VZV seronegatiflere
e >24 ay 6nce nakil yapilmis, kronik GVHH gibi kronik immunsipresyonu olan hastalara
» Seronegatif olanlar sucicegi asisi sonrasi varisella benzeri dokiintilu kisi ile temasi varsa

* Seropozitif olup; yuksek doz steroid veya T hiicre deplesif allograft olanlarda sucicegi, zona veya asi sonrasi

dokintu ile temas sonrasi
* Temastan sonra 10 giin i¢cinde VariZIG yapiimalidir

* Eger VariZIG temin edilemiyorsa, temas sonrasi Valasiklovir (oral glinde 3 defa 1 gr) 22 glin



FREWVENTIOH OF HERPES SMMPLEX VIRUS (H3V)AMND VARICELLA ZOSTER VIRUS VZV) REACTIVATION OR CISEASE®

ONVERALL DISSASE/THERAY WVIRAL ANTIVIRAL MINIMUN DJRAT ON®
MFECTION RIEBK | EXAMFLES INFECTIOM ar SROPHYLALE
MNP T=M S HEAL: I'VAT LN
'WI™H CAMCER"
_ow » Standard chemoharapy HSV siana unkessprior | During adive therapy irciuding paiods of
regimens for zolid tumors 45V zpisode nautropeia
ntemrmadats v Ao cgous HCT HEY Bcycieair HSV roghyiaxe
v Lymiphoma®™ WAV =—amcizlavir r Corgider daring aclive theapy awd oszikly
v Multipe Myalama® valacyclavir bnager depencng on degresa of
vIGLLE MMUMNCSUPPrasson
v Parine analog tharagy L prophywBxs
{eg, ludarabia) v Corgider for at least 812 months alter
autclbgius HCT
High v Aot leukarria HEV Bcycieair HSv proghyaxe during active therapy
b Inducton =amcizhovir nzlucng pasods of neubiopana
k Consclidation valacyclavir
v Prateassme inhibitomns WAV Acyekwin VI prophyBxi: duning aclive heapy
=amcizhovir nzudng pasods of neubtiopania
valacyclavir
v Aerriuzumab HEV Bcycleair H3V roghyiax
tharzpy VW =amcichovir v Minmun o 2 mo afler alemtizunab and
v A logeneic HCT valacychowvir until ZC4 2200 celsimcl
v GVHLC requiring VIV prophwhxis

araid Fedbmani

- Prapaybae: sheuld Bo eonsaderad i al
kbast 1 v afer allogewic HCT

EEY CLL = chrom: Ismpiocytic lzukemia, SNV = cyomegelosnus GYHD = grafl-versus-host {issase, HIY = hepaitisB vus HET = Fermstopssatec cal

ransplant




CMV

Shomegalovieln Tany, Tedaw Utlagi Raperu

Guidielines for the management of cytomegalovins infection Q\Q
in patients with haematological maligrancies and after stem

coll transplastation from the 2017 Eweopean Conference on
Infections in Levkaemia (ECIL 7)
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SOT hastalarinda CMV profilaksisi

Tablo 5. Eriskin organ :
Organ Serodurum Oneri
Tam D-/R-* Diger herpes enfeksiyonlar icin antiviral proflaksi (asiklovir ile)
Bobrek D+/R- 6 ay proflaksi veya preemptif tedavi
R+ 3 ay proflaksi veya preemptif tedavi
Karaciger D+/R- 3-6 ay proflaksi veya preemptif tedavi
R+ 3 ay proflaksi veya preemptif tedavi
Kalp D+/R- 3-6 ay proflaksi (CMV IgG ekleyen otorler var)
R 3 ay proflaksi veya preemptif tedavi
Akciger D+/R- 6-12 ay proflaksi (CMV 1gG ekleyen otorler var)
R+ 6-12 ay proflaksi
Bagirsak D+/R- 6 ay proflaksi
R+ 3 ay proflaksi
Komposit doku D+/R- 6 ay proflaksi
R+ 3 ay proflaksi

CMV: Sitomegalovir(s
*D-/R- hastalas igin lIokositten anndnlmis kan GrinG veya CMV seronegatif kan Grant Snerilir



KHN alicilarinda CMV profilaksisi-erken

postengratfman
* Allojenik KHN * Profilaksi?
* CMV hastalik riski yuksek * Preemptif?
* CMV R+ veya CMV D+/R- « Karar olgu bazinda!

* T deplesyonlu allograft

* HLA uyumsuz allograft

* Umblikal kordon kan allograft
e Alemtuzumab



CMV profilaksisi

e Kullanilan ajanlar
* Gansiklovir — en etkilisi, miyelosupresyon !
* Asiklovir
 Valasiklovir
 Valgansiklovir
* Letermovir
* Foskarnet

* Arastirilan
e Biricindofovir
e Maribavir



CMV profilaksisi

* Yuksek riskli hastalarda profilaksi tercih eden merkezler icin letermovir dnerilebilir
* Letermovir 480mg oral veya iv / glin (Siklosporin alan hastalarda 240 mg /giin)
* Nakil sonrasi baslanip 14. haftaya kadar
» 2. alternatif yuksek riskli hastalarda gansiklovir baslayip (-8’den -2’ye), yiiksek doz valgansiklovir ile devam
etmek (gliinde 2g, 3 kez)
» Haftada 2 kez PCR

* Nakilden engrafmana kadar (glikokortikoid alanlarda daha uzun)



CMV-Sekonder profilaksi

* CMV hastaligi olan (pnémonitis, GiS hastaligi, retinit) hastalarin KHN sonrasi 6 ay icinde

reaktivasyon ve 6lim orani yuksek
* Antivirallerle hastalik kontrol altina alinana kadar nakil ertelenmeli

* Tedavi bittikten sonra sekonder profilaksi
* Nakil oncesi gansiklovir (Preeengrafman doneminde gansiklovir ve valgansiklovir verilmez)
* Preengrafman doneminde valasiklovir (2gr, giinde 3 kez) veya iv foskarnet (60mg/kg giinde 2 kez)
* Engrafman sonrasi haftalik CMV PCR

* Letermovir? Sekonder profilaksi icin calisiimamis!



Influenza-kemoprofilaksi

Maruziyet 6ncesi/sonrasi gerekebilir. Kime ?

Ozellikle lokal grip salginlarinda ve asinin icermedigi suslar dolasimda ise

Influenza asisi kontrendike ise maruziyet dncesi profilaksi gerekebilir

Zayif immun cevap olacagi icin koruyuculugun azaldigi GVHH hastalarinda
* IDSA; KHN sonrasi 6-12 ay sonra maruziyet oncesi profilaksi

* Uptodate; Influenza aktivitesi basladigi zaman ve aktivite devam ettigi stirece

Klinikte es zamanli influenza olan hastalar varsa kemoprofilaksi distinulebilir

Aslisiz ev ici temaslilara



Influenza-kemoprofilaksi

Maruziyet sonrasi
* MUmkun oldugu kadar erken baslanmali, 48 saatten sonra baslanmamali

* Minimum 2 hafta olmali ve bilinen son vaka tanimindan sonra en az 7 giin

devam etmeli

* Erken empirik tedavi de maruziyet sonrasi profilaksiye alternatif olabilir



Influenza-kemoprofilaksi

* Noraminidaz inhibitorleri * Baloksavir marboksil yeni oral antiviral
* Yuksek direng oranlari ve toksisite nedeniyle * influenza A,B etkili, mMRNA sentez inhibitérii
amantadin/rimantadin profilakside kullaniimaz « Komplike olmayan influenza tedavisinde onayl,
e Oseltamivir giivenli profilakside degil
* KHN alicilarinda prospektif calisma yok * KHN alicilarinda kullanimi ile ilgili yeterli veri yok

e 75mg oral glinde bir

* Belli subtiplerde direnc olabilir, epidemiyoloji

dikkate alinmalidir



SEOM- Kanser hastalarinda enfeksiyon
hastaliklari profilaksi kilavuzu 2021

Clinical and Translational Oncology (2022) 24:724-732 727
Table 2 Summary of recommendations
Level of
evidence
Vaccination Waccines should be given before the start of systemic therapies when feasible I-A
Live-attenuated vaccines must not be administered during chemotherapy treatment I1-D
SARS-CoV-2 vaccination is recommended in patients with cancer V-C
Influenza vaccine should routinely be administered in patients undergoing cancer treatments I-A
Patients with cancer should receive the PCY 13 vaccine followed by the PPSV23 I1-A
Vaccination against Herpes zoster should be administered to patients with cancer on active treatment I1-A
Viral hepatitis prophylaxis  Screening for HBV and HCV should be performed before the start of anticancer treatments I-A
Patients with chronic HBY (Hbs Ag-positive) undergoing anticancer treatment should receive antiviral I-A
prophylaxis during treatment and for at least 12 months after its completion
Patients with past HBY and solid tumors with a low-risk of reactivation, may be closely monitored IV-B
Antimicrobial prophylaxis  Antibiotic and antifungal prophylaxis for the prevention of febrile neutropenia is not routinely recom- I1-A
mended in patients with solid tumors
FIP prophylaxis, with TMP-SMX as the preferred regimen, is recommended in patients with prolonged  I1I-A

high-dose corticosteroids treatments




NCCN Guidelines Insights: Hematopoietic
Growth Factors, Version 1.2020.

Table 1. FDA-Approved Hematopoietic Growth Factor Biosimilars

Biosimilar FDA Approval Date  Indications

Filgrastim-snd2’ March 2015 FN prophylaxis and treatment; mobilization of hematopoietic progenitor cells in the transplant setting

Epoetin alfa-epbx’ May 2018 Anemia due to chronic kidney disease, chemotherapy, or treatment with zidovudine in patients with HIV
infection; to reduce RBC transtusions in patients undergoing elective, noncardiac, nonvascular surgery

Peghilgrastim-mdb™  June 2018 FN prophylaxis

Filgrastim-aafi" July 2018 FN prophylaxis and treatment; mobilization of hematopoietic progenitor cells in the transplant setting

Pegfilgrastimcbay'* ~ November 2018 FN prophylaxis

Peghlgrastimbmez”  November 2019 FN prophylaxis







