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HPI

67 yoF, born in China

Medical history:

* Rheumatoid arthritis—> Leflunomide, methotrexate and adalimumab
(TNF-inhibitor)

* Hx positive QFT x 2

* No past tx for LTBI or active TB

 T2DM (A1C 6.5%)

e HTN

e HLD



JGHLIGHTS OF PRESCRIBING INFORMATION
(hese highlights do not include all the information needed to use

HUMIRA safely and effectively. See full prescribing information for

Tumor necrosis factor sy
in h i bitO S (TN F)-a | p ha HUMIRA® (adalimumab) injection, for subcutaneous use

o og o Initial U.S. Approval: 2002
inhibitors

WARNING: SERIOUS INFECTIONS AND MALIGNANCY
See full prescribing information for complete boxed warning.

SERIOUS INFECTIONS (5.1, 6.1):

* Increased risk of serious infections leading to hospitalization or
. death, including tuberculosis (TB), bacterial sepsis, invasive

° Ada I Imuma b fungal infections (such as histoplasmosis), and ii:lfections due to

other opportunistic pathogens.

e Infliximab Discontinue HUMIRA if a patient develops a serious infection or

sepsis during treatment.

Perform test for latent TB; if positive, start treatment for TB

* Etanercept prior to starting HUMIRA.

Monitor all patients for active TB during treatment, even if initial

Othe s latent TB test is negative.

MALIGNANCY (5.2):

* Lymphoma and other malignancies, some fatal, have been

reported in children and adolescent patients treated with TNF

. blockers including HUMIRA.

¢ G OI Imuma b Post-marketing cases of hepatosplenic T-cell lymphoma
(HSTCL), a rare type of T-cell lymphoma, have occurred in
adolescent and voung adults with inflammatory bowel disease
treated with TNF blockers including HUMIRA.

e Certolizumab
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Timeline

Early October 2020 October 28, 2020
Hospitalized: fevers, 30lb weight loss, right knee pain x Started TB treatment for disseminated TB (lung,
1 month abdomen, suspected bone marrow 2/2 pancytopenia)

Developed hypoxemic respiratory failure requiring
intubation

Sputum AFB smear+, Xpert +, no rif resistance

October



November

Extubated. Then, fell out of bed resulting in brain MRI:
multiple ring-enhancing lesions/tuberculomas

Declined LP

Dexamethasone + RIF increase

D/c to home on orals: INH 300 mg, RIF 750mg (~20
mg/kg), EMB, Levo 750 mg, Prednisone 60 mg daily
(no PZA due to elevated LFTs)

December 2020



January 2021

Patient with persistent subjective fever and
dyspnea on exertion. Hospitalized .

Vitals: RR 28-30, HR 131, Sp02 87%
on RA




During hospitalization wide work-up
initiated:

* Switched to IV TB medications (RIF 750 mg, INH 300, Levo 750 mg,
LZD 600 mg, PZA 1000 mg started) and continued on prednisone 60
mg qd

* Bronchoscopy- endobronchial anthracosis (history of exposure to
wood burning stoves). Pathology negative, PJP neg

e CT guided FNA-> necrotizing granulomatous inflammation and rare
AFB, cytology negative

* Working diagnosis: presumed paradoxical reaction

* Prednisone increased to 120 mg po qd
 Discharged with PICC line on IV TB regimen, steroids and home O2(2L)




February 2021 May

MRI brain stable New mild right upper arm pain thought secondary to

CT chest w/ improvement: decreased density of PT/vigorous stretching

cavitating nodules Prednisone tapered to 10 mg qd

D/c back to home

Stable with DOE but seemed to be improving
Pred taper

March/April



June 2021 August

Patient w/ worsening arm pain and dyspnea Now with left shoulder pain. MRI of left shoulder: full

Vitals: Temp 98.2, HR 120-130s, BP 133/95, RR 46, 02 thickness left supraspinatus tendon tear
sat 95% (2L)

MRI right shoulder- Massive tear of the right rotator cuff
including a complete tear of the supraspinatus

Prednisone decreased to 5 mg qod and levofloxacin
stopped

Sent to ED to rule out PE.



o October 2021 o November 2021

persistent tachycardia, tachypnea, weight loss of ~8 Ibs since start Given overall stability and clinical markers, ended treatment at
of treatment 365 doses

Adrenal suppression workup — negative
Cardiac echo- unremarkable

PFTs- patient unable to perform due to tachypnea

Pt w/ extensive bilateral lung parenchymal scarring with fibrosis as
sequelae of TB. Rx for pulmonary PT. Offered referral for lung
transplant: patient declined

O Pulm evaluation

EOT CXR



June 2022 2023

6 months post EOT visit Pt's son called to let us know she died at home.

Stable symptoms and imaging

12 months post EOT visit

Stable symptoms and imaging

Dec 2022
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Take Homes

Patients on a TNF inhibitor with TB can present with severe,
extrapulmonary/disseminated disease

There appears to be some risk for TB even after discontinuation of TNFs

Paradoxical reaction can be more likely to occur in previously
immunosuppressed patients, including those on a TNF inhibitor

The consequences of both TB and paradoxical reaction can be devastating
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