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Impact of concomitant nontuberculous
mycobacteria and Pseudomonas aeruginosa
isolates in non-cystic fibrosis bronchiectasis

Non-cystic fibrosis (CF) bronchiectasis is a chronic, progressive inflammato-
ry lung disease characterized by irreversible dilatation of the bronchi and
recurrent infections.

Two prognostic indices that aid clinical decisions are the bronchiectasis
severity index (BSI) and the FACED score. FACED stands for forced expiratory
volumein 1 second (FEV1), age, chronic colonization of Pseudomonas aerugi-
nosa, radiological extension, and dyspnea. The BSI was developed to predict
mortality, exacerbations, and the quality of life of bronchiectasis patients,
whereas the FACED score specifically focuses on predicting mortality. Howev-
er, the primary issues for non-CF bronchiectasis patients include not only
exacerbations and mortality but also pulmonary function decline, emergency
department (ED) visits, hospitalization, and medical costs.

P. aeruginosa is a well-documented pathogen that provokes an intense
inflammatory response leading to persistent airway inflammation and airway
structural damage. Bronchiectasis along with chronic colonization by P. aeru-
ginosa is also associated with greater pulmonary function decline, more fre-
quent exacerbations and hospitalization, and mortality. Hence, chronic colo-
nization by P. aeruginosa is an important component of both the BSI and the
FACED score. Bronchiectasis and nontuberculous mycobacteria (NTM) are
interrelated, but which one first affects patients is not known. The prevalence
of NTM in bronchiectasis ranges widely (2%—-37%) and has increased in recent
years, probably due to improvements in diagnostic techniques and the
increasing attention given to the pathogen. Elderly women with a low body
mass index (BMI) are more susceptible to NTM infection in non-CF bronchiec-
tasis, nevertheless, the clinical implication of NTM in non-CF bronchiectasis is
still an unresolved question. In addition, with regard to compliance, patients’
preference, and undetermined benefits, therapy initiation has been contro-
versial and not mandatory.
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Pharmacological withdrawal for COPD

New 2019 GOLD reports has been issued for COPD management. The group
ABCD classification now is for initial pharmacotherapy recommendations. In
the follow-up step, drug adjustment is based on the patient’ s symptoms or
exacerbations. Though it simplifies drug use for physician initially, there are
still some questions not mentioned by the new guideline, such as how fre-
quent should we review the patient, and is there any other drug withdrawal
except ICS. By reviewing previous clinical trials and case sharing, we hope to
resolve some clinical problems.
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Asthma-COPD Overlap: From Guideline to

_“ Real-World

Asthma and COPD are two most common respiratory diseases character-
ized by airflow obstruction that have different pathogenic mechanisms and
different degrees of response to anti-inflammatory treatment. Given the fact
that both are highly prevalent conditions, it is very likely that they overlap in
some individuals. In the last decade there has been increasing interest in this
entity that is now known as asthma—COPD overlap (ACO). A significant pro-
portion of adult patients over age 40 who present with symptoms of a chronic
airways disease have features of both asthma and COPD. But the prevalence
of ACO in COPD varies from 2.1% to 55% depending on the diagnostic criteria
used.

ACO is now recognized in several national and international guidelines. De-
spite the condition’ s prevalence, most clinical trials studying COPD or
asthma exclude patients that likely have ACOS. As a result, there is a lack of
data regarding outcomes and treatment options for patients with this disease.
It is important to recognise whether a patient has ACO because this determi-
nation may influence the clinical course, long-term outlook, and response to
therapy. These real-life patients, not clearly represented in clinical trials, might
have a different evolution and prognosis, especially in the most severe forms,
so their treatment is clinically relevant. In this keynote speech I will try to clari-
fy the repercussion that the presence of ACO may have, how to identify itin a
simple way and propose a pragmatic therapeutic approach.
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PD-L1and immunotherapy-real world data
in Taiwan

Lung cancer is the leading cause of cancer related death worldwide. The
treatment of advanced lung cancer has been directed toward personalized
therapy, where the choices of treatment are dependent upon patients’ char-
acteristics, such as histological types and genotypes. Recently, immunothera-
py targeting the programmed cell death-1 (PD-1) and the programmed cell
death-ligand 1 (PD-L1) pathway has emerged as a novel and effective treat-
ment for advanced non-small cell lung cancer (NSCLC).

Lung cancer is a heterogeneous cohort where differences, such as driver

mutation(s) and their outcomes, exist between lung cancer in East Asians and
Caucasians. As compared with clinical trials of epidermal growth factor recep-
tor (EGFR) and anaplastic lymphoma kinase (ALK) targeted therapies, the pro-
portion of Asians enrolled in clinical trials regarding immunotherapy was
much lower. Hence, it is doubtful whether these results can be well applied to
patients of different ethnicity. Furthermore, it remains questionable whether
PD-L1 is reliable enough to guide immunotherapy in NSCLC. It is important to
evaluate the practicality of PD-L1 testing and efficacy of immunotherapy in
real-world practice.
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Clinical Outcomes and Secondary T790M
among Different EGFR TKls in the Real World

Lung cancer is the leading cause of cancer death worldwide and in Taiwan.
Activating epidermal growth factor receptor (EGFR) mutations were found in
44-55% of lung adenocarcinomas in East Asia and in 5-15% of lung adenocar-
cinomas in the US and Europe. Targeting activating EGFR mutations with tyro-
sine kinase inhibitors (TKIs) showed a promising response and prolonged
patients’ lives in Phase III trials. EGFR TKI therapy is currently the standard
treatment for advanced non-small cell lung cancer (NSCLC) with activating
EGFR mutation. In Taiwan, the National Health Insurance has reimbursed the
use of three EGFR TKIs - gefitinib, erlotinib and afatinib since May 2014 for
first-line treatment of advanced EGFR-mutated NSCLC. Physicians in Taiwan
can choose any of the 3 EGFR-TKIs freely, based on the patients’ clinical condition.

Two randomized controlled trials comparing EGFR TKIs were published.
CTONG 0901, comparing first-line erlotinib to gefitinib in advanced EGFR 19
or 21-mutated NSCLC, found similar progression-free survival (PFS), response
rates and overall survival (OS). LUX-Lug 7, comparing afatinib to gefitinib in
advanced NSCLC bearing an EGFR exon 19 deletion or L858R, showed a sig-
nificant PFS benefit with afatinib but similar OS between the afatinib and the
gefitinib groups. The clinical outcomes among the 3 EGFR TKIs are still contro-
versial.

On the other hand, secondary EGFR T790M mutation is the most common
resistance mechanism to gefitinib, erlotinib and afatinib. Lung cancers with
secondary T790M mutation seem to progress slower and T790M patients
have better PFS and OS than those without T790M. The currently available
third-generation EGFR TKI, osimertinib, is highly effective against EGFR
T790M-mutated NSCLC. To find out patients with secondary T790M mutation
becomes more important in the era of osimertinib.

In this section, real-world clinical outcomes among different EGFR TKIs in
different clinical situations, and factors associated with secondary T790M mu-
tation for EGFR-mutated NSCLC will be reviewed.
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Air pollution monitoring and clean air efforts
In Taiwan

Air pollution risk is a function of the hazard of the pollutant and the expo-
sure to that pollutant. Air pollution exposure can be expressed for an individu-
al, for certain groups (e.g. children), or for entire populations. Air pollution
causes stroke, heart disease, lung cancer, and chronic and acute respiratory
diseases, including asthma, COPD and pneumonia. The World Health Organi-
zation reports that each year 7 million people were killed by indoor and out-
door air pollution. Sometimes you can't even see it, but air pollution is every-
where.

For several years, air pollution problems in Taiwan have been a major con-
cern and have mobilized all government departments. When the domestic
Environmental Protection Administration's (EPA) Taiwan Air Quality Monitor-
ing Network (TAQMN) was established in 1990, Taiwan" s Air Quality Index
(AQI) monitoring network measures the amount of suspended particles,
including PM2.5, and harmful gases in the air per cubic meter. On Dec. 17,
2017, thousands of people took to the streets in Taichung and Kaohsiung to
demand government restrict consumption of coal in energy production and
set higher fee rates for pollutant emissions to give back their basic human
rights to "breathe clean air." Environmental groups hope that an even more
comprehensive approach is taken to reduce air pollution in Taiwan.
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Ambient air pollution and chronic airway
diseases
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e Optimal strategy for management of ARDS / P17

o EFREZMEER /P18

o MABEXREEMNZEZE /P19

June23

o EMR D BEEEIFGEZ D RIRENMRZIARIERE / P20

e Latent Tuberculosis Infection: Current Aspects and Future
Directions / P21

o LAM RZERFCAEMERTTER / P22
e TSC-LAM : BXKENE / P23

MMAN ) / (] “N MMM



XN\ agmpssEEEey

Taiwan Society of Pulmonary and
Critical Care Medicine

B3B8 31 / Li-Kuo Kuo, M.D.
1508 ) =1L SRR SRRt
HE /IR Z: it irsae

EIBER20F D - FRIFFELESR (NIV ) BESMEIRRIBH X EIBEES
A0 - NIVEZRBTE/ARZEAECOPD - cardiogenic pulmonary edema f&f&acute
hypoxemic respiratory failureRUS5—#R6 % - HIRBZNIVEREIEEITFRZIE
A ARASANEY ~ R AR - LUK FHCPAPA % Sleep apnea « Dr. Schnell
AM1997F 22011 FHAME - JARI3,163BIFE D - 1,232% (39% ) E#EZ NIV -
F—REANIVIE29%IBMNEI42% - NIVEKINZEK69%ILMEIBL% - HAE—iRIA
EMRLE - E—REANIVEEFHN60XEFEXRMEDHICUBRR AN R - NIVE
acute-on-chronic respiratory failure 1 immunocompromisedf)BE B RBEZER
FiEmiE - 20174 - EIRFZERMERRMKNIVEEERES:2 Rl 2N ITFIREZ A
ZEMEZ2ERANRNIVESUHTRRIBTHOEARERANES  DUAEERRES
BTS ) BMRNIVESM Sk MEFRZRIBPHERES - @RS HAEESITH
22 BrEEREPNIVHNERINGFEEFZEE - flilDrMehta R HEFET
R DA RS T NS E B E ANIVRERE - (FEBINIVNEERHARZE
COPD#pulmonary edema - EIRARERE—N - B RERZIRMAZEZEZ
NIV B E T HERZE - LIE5 - DrBellanififf3t Y LUNG SAFE studydHINIV
FERAERN - BRBEADZ—WARDSEETEHRERHBEINIVAE - HERH
SETRIENNAERE - I RINAR D BT AR CEREBANIVE - Bis5I23%AHA
- FRIZERFEENMBKEAE - AILERANIVIAERESIKEERE MR
ANIRA: 1EZIEMEN R A2 [EERSE A3 B E IE RN R A4 B E RV R =it
BS.EZETHENMBREZNNE - AEENREEE  REBKEAZ TEHE
EAEEE O BEEEHNIVIERKR - BNERR(EER - RK -F2RBTENA
BatEl AT HARZENTA - A EAEENIVAEERS IR EBRAIMR -

‘ g\ ‘H\ MAMY

Updated guidelines for noninvasive ventilation

LEZE D
0\ SEMEEEENEEEE

Taiwan Society of Pulmonary and

Critical Care Medicine

EHRR;E £ {E /Ming-Cheng Chan, M.D., Ph.D.

IR/ OB AERIREAR SEEENEHIE - BIRHEEAIR RIEIZIR - EPSE W AEREE

ER/SMMES  SMTREBERSIE - HiNER - EEEE - Jln - 12MUEEUNHR(COPD) -
RS - AEREER

Optimal strategy for management of ARDS

Acute respiratory distress syndrome (ARDS)remains as an important issue in
the intensive units because of high mortality and morbidity rate. These
patients have variable degree of hypoxemia and needing mechanical ventila-
tion. Protective ventilation strategy by limiting pressure and volume to pre-
vent ventilator-induced lung injury is the cornerstone of management. How-
ever, in real life practice, ARDS is frequently ignored, especially in patients with
mild ARDS. We should pay more attention to these patients since their mor-
tality rate remains high. The adherence rate to low tidal volume ventilation,
less than 8ml/kg, is not satisfactory and needs to be addressed. In patients
with severe ARDS, the key to success includes strictly adherence to low tidal
volume, administration of neuromuscular blockade to voiding spontaneous
breathing, prone position ventilation and judicious use of extra-corporeal life
support (ECLS). Taken all these evidences together, we recommend each unit
or institute should have a comprehensive strategy for managing ARDS
patients. This includes a surveillance for early detection of ARDS patients,
audit to check if individual patient is managed according to currently available
evidence. For patients with severe ARDS, prone position ventilation should be
tried if not contraindicated. However, if there is no improvement in oxygen-
ation and respiratory mechanics, we should prompt to ECLS. Since ECLS is an
advanced instrument needing experience and expertise, we suggest it should
be reserved for certain institute with qualification. In summary, for improving
outcome of ARDS, a comprehensive strategy, at institutional and national
levell, is needed.
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F RIESLEEREEOM. gordonae ARV ABERE - ZEZcolonization ; MEIEE L Mabs
CRIRZRRERENWME R RE - KIB2007EE=RZEEE S (ATS)MNTMEZ 8155] - 22
NTM-PDEENTMM R R iR AR - TN BEE(EREONMEYERE - TEMFEED
- MACEMR I DB AERR DB (subspecies) - EZEHEM.  avium M. intracellulare M.
chimaera% =& (7ML M. chimaerafh28%) - 1BRTMTER 7 BULEEEM. chimaeraBR S AR E R
BATSIESIEEZRINTM-PD - BIIBEEEM. chimaeraB R/ D FEATSEERMNTM-PD - BERRE
RNEZERBETHEE - $H¥EMabsEkE 0] 7 M. abscessus * M. bolletii&M. massiliense%=
BRDE(EPM. abscessus M. massiliense7 Bl1545-65% 5 20-55%8 %) - BEARRA GRS
NTM-PDEYLE R AR =R -

BlNE - REAEHZETANTM-PD - OB ERNEBENRAE - BIRBRNEBIE(ro-
gressive NTM disease) - BIRTFREREMAC-PDIEE - F—FRRE—FBTEELRI(E ; B
M EIBMAC-PDREBEIEANE —HRRETE - UERTEEMEZ/MENEE - 2017 FKEEH
BB S (BTS)MNTM-PDEEIES EE  FHENTM-PDEEHATNEZRER IR/FEER
EERERMAREAENKE - B8 - MAC-PDIAEMINZEERAXS5-65 - Mabs-PD&
BHET-SHNEBEES RERNE B RAEHFEEFEREEREEEI2ER - B
MAC-PDZMabs-PD/aE F 2B MEYEREHEELNL/A-1/32% -

NTM-LD/AEX B R R EFERASHMEEY - (kI82017FBTSIIES1E:% - TEMAC-
PDzMabs-PD#BEE &t ¥ F 2 % "macrolide ) iz iR - BlAEClarithromycin  resistance
B O ERNERENEZESERRR - BMFEENMEE - EMabs# Clarithromycinfi i 22
. BIECEBEREERE64% R 2ZRBLT%HRER - Mabsk 1 olgEA T gene point mutationis
FYBconstitutional macrolide resistance(—F %R IEE) - £M. abscessus & M. bolletii —i&x 7 2
EETEAMEEENerm(d1) gene - HEerm(@d1l)geneB BT28ERER - B8] E4%inducible mac-
rolide resistance(FHZEHBEELN) - FIMMEKES ; B - M. massilienseR D EHFZERNZ
dysfunctional erm(41) gene - FriLIAEAinducible macrolide resistance - BIM. massiliense¥
macrolide EEMEMREE - THBEIMIREE - B FEERDEABM. massilienseBlRE - £
O ARmacrolidedMiN L2 BEtElA%E - #EEARHIMabs kD B 2 2R A4-8 B EAE - MiEH 58
BRYAMELT -

fm FRrat - BRIFMILI2007FEATSIESIZZEINTM-PD « 1B20174EBTSIE5|BIRREIR Y ERED
BRRABENTM-PD2 A2 EEH - lRABEIESBNTIMAE - RO KRNEN - EEAT hR
FBEEBNTM-PDEREBEE - HEERMEAE - BEREEE LABUR -
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| ™ Latent Tuberculosis Infection: Current
s Aspects and Future Directions

BRNEZRARARBRSEZARIERN—REE - 2IEFTE=0Z—HA
O AMEAOBZEBRGZES  BRBREZERTIZEEME BN —EE
ZRE - ABRGEZEAEZEER L  ERGEREE - £ KEZMA
F HRRE—EBRNAEZBERESEHEIEE - A e ERL A

BEREBBBEERERRAIE IR -

BAREZRAREARAFEASER /Y RNERENRREBNFEFENEE - 1©
BERRIBBRE—EAEANMBER  AXAER  AHAIAKRAREL - B
BEREAS-15%EEEE - HERMEHHaE RIBEFEEES M AR ER
CEMBREZINER  BUFEREZHAMABERENER - 2B LAY
BEZARAHARETERERL R - T —ANRETEEZENGE R T E X
WEZERT - AR HBERNERisoniazid)a®E - ER DM AN ZIAMN
AEIET - tN={BAMisoniazidHrifapentine/&%& -

MAPREBROAEBRE LR ZZ2E - BRSRLUNIRE - REENTAHN
—EZETE - ZOMSREEIFTNEZEBREZELHBENRER - &0
FENE - RITHEB - DIRAEMEREE - &% BRSNS ERRNERTER
AR - B XREBRREERAERRSE -

B8 AREBEGEBNFARE FBREZER - BAELE - BELUK
EBHRIHEREZEE - MUHBEASEBOREE IR ZEE -
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LAM 2B R A B RS e

LAMG—ZE R BN AR A ERIBE R - SSAMmEL - Mg - 4thRE - i
EREEZENEBNAMBALESEE LV ERERLY  BREHZIHE
FHRFPRIPLE (9B FEERR335) - ERIENREZS AR -

LAMO & s miE s mil sl TSC-LAM(BEIRF &M 8445 eniE(EAE Tuberous
Sclerosis Complex E#ETSC)&kS-LAM(E &3 4sporadic type BATSCEERR), B Bl
EHAERERTENE—FERUHANBI4~TBABRBIR FERAFAEAA
BERER -

LAMEE XA - BEEREER MINscE RAME R mE B LEZES-LAM
BEEBLCREERTISC-LAMEBEEER RESEONRRIE ARATHESN
ﬂ?”&a%/ & - HRIESMNER Ry REEZ M1 (Lung transplantation) ;&% 18
EERZIRIEHENE ?E’E"‘E"%y’fﬁﬁfﬁ MFR BN BRIR BREEFER FHE
RAPAMUNE® (sirolimus)” AELAM, oI BMIZEMINGE « BEEAR L I Z=EE
FEmE, Eﬁlﬁm@%%%ﬂ‘ﬂﬂﬂbﬁ%% ERbZEBE BERERIEYEE FAlE
S-LAMZEZE -
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TSC'LAM x":: ||\ﬁ/\ =

Tuberous Sclerosis Complex (TSC) is a rare autosomal dominant disease
characterized by widespread hamartomas in several organs, including the
brain, skin, kidney, and lung. The affected genes are TSC1 and TSC2, encoding
hamartin and tuberin respectively. Lymphangioleiomyomatosis (LAM) is a
multisystem disorder that primarily affects the lung. It can occur sporadically
(sporadic-LAM) or in association with TSC (TSC-LAM). The critical role for mu-
tations in the TSC genes has been identified in the smooth muscle cell prolif-
eration throughout the lung, which is characteristic of LAM lesions. LAM
mostly occurs among patients with TSC2 mutations. LAM is a late manifesta-
tion during the course of TSC, typically from late adolescence through adult-
hood.

TSC Integrated Clinic at National Taiwan University Hospital (NTUH) has
been operated since July 2010. Patients with suspected TSC by clinical mani-
festations or family history were screened. The diagnoses of TSC were made
by a next-generation sequencing (NGS)-based diagnostic pipeline or by the
diagnostic criteria of 2012. In this talk, I will share the experience of the pul-
monary manifestations of TSC-LAM at NTUH, including the baseline charac-
teristics, computed tomography image findings, pulmonary function test,
genotype versus phenotype, and the correlation between the lung and other
organs.
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The association of sleep apnea and lung
cancer

June2?2
Obstructive sleep apnea (OSA) is characterized by repetitive episodes of
» The association of sleep apnea and lung cancer / P25 partial or total obstruction of airflow, causing intermittent oxygen desatura-
tion and sleep disruption. OSA is associated with multiple comorbidities and
e The application of drug induced sleep endoscope in OSA / P26 the association between OSA and cancer incidence and mortality have been
reported in human studies. In Spanish multicenter cohort, severe OSA was
associated with higher incidence of cancer, especially in patients aged < 65y
men. In the Wisconsin sleep cohort study, the AHI was positively related to
overall cancer mortality.
June23 . .
Lung cancer was reported to be the major subgroups leading to cancer
o 5 - mortality in Spanish multicenter cohort. However, previous cohorts didn’ t
* FON B R R E R R RBYSCRIRRY / P27 provide details of cancer characteristics, treatment and survival outcome. We
=S Sk (e T | U f conducted a cohort study to retrieve patients of suspected OSA between
« SIS HER FON AYERRS / P28 2009 and 2014. In all, 826y1 patients witph median follosv—up of 6 years were
o YfOIEETFRTES - EREEEEREL / P29 included and 23 patients were diagnosed with lung cancer. The progression
free survival was significantly lower in stage III-IV lung cancer patients with
o IR RETE --- EEEFEHEL /P30 severe OSA than those with AHI< 30 (7.5£6.3 vs 42.4+45.2 (months), p=0.03).

In Kaplan-Meier survival analysis, Stage IlI-IV patients with AHI< 30 had a sig-
nificantly better overall survival (p = 0.024) and progression free survival (p =
0.023) than patients with severe OSA. In summary, severe sleep apnea was
associated with stage III-IV lung cancer mortality. Due to limited cancer
patients in this study, further study is needed to evaluate the impact of OSA on
the clinical outcome of lung cancer.
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a The application of drug induced sleep
e €Ndoscope in 0SA

Drug-induced sleep endoscopy (DISE) has been introduced to evaluate
upper airway collapses and guide treatment plans in obstructive sleep apnea
(OSA) patients in recent years. There is still no standard in sedation drugs, pro-
tocals, or depth currently. Different protocols and sedatives, including dex-
medetomidine, remifentanil, propofol, midazolan, and etc. were been used
during DISE.

VOTE and NOHL were two frequently used DISE grading systems. Other
interesting findings, including epiglottis folding, epiglottis collapse, or aryte-
noids collapse were also reported. Some DISE findings predict successes in
treatments including UPPP, oral appliance, or tonsillectomy while some pre-
dicts treatment failure.
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Fluoroquinolones have been used for the treatment of bacterial infections
(such as pneumonia, urinary tract infection, traveler diarrhea) and tuberculo-
sis. In animals, quinolones induce changes in immature articular cartilage of
weight-bearing joints. Adverse reactions of fluoroquinolones that have been
previously reported include gastrointestinal intolerance, headache, malaise,
dizziness, restlessness, allergic reactions, diarrhoea; photosensitivity;
increased liver enzymes, tendon rupture, arthralgias, dysglycaemia (hypogly-
caemia and hyperglycaemia), and QTc prolongation. Recently, studies have
reported that fluoroquinolones are associated with aortic aneurysm and dis-
section. Lee et al applies a case-crossover design to compare the distributions
of fluoroquinolone exposure for the same patient across a 60-day period
before the aortic aneurysm and dissection (AA/AD) event (hazard period) and
1 randomly selected 60-day period (referent period) between 60 to 180 days
before the AA/AD events. In the main case-crossover analysis, exposure to
fluoroquinolone was more frequent during the hazard periods than during
the referent periods (1.6% vs. 0.6%; odds ratio [OR]: 2.71; 95% confidence
interval [CI]: 1.14 to 6.46). In the sensitivity analysis, after adjustment for infec-
tions and co-medications, the risk remains significant (OR: 2.05; 95% CI: 1.13
to 3.71).
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SEM 155 $EH FON FYER R

£ & EQuinolonefafV % B3E Ciprofloxacin ~ Gemifloxacin ~ Levofloxacin
Moxifloxacin * Norfloxacin + Ofloxacin - Pefloxacin %5 - 72018 & &M 155|0
& #t+ ¥ Ciprofloxacin - Levofloxacin ~ MoxifloxacindfFER B 4ra iR - Mg -

1 PERSEER—MREREZMERENMKEA - E%FEHB-lactam#ZIN_Emacro-
lidefEN S 8% - @IEAEIEZR(Fluoroquinolone, FQfEMERKER
B Z(Tigecycline)d %5 & -

2. SEREENNEREREZAREMKMEA - BEEMB-lactamiB NN _Emac-
rolidef8siFQEN S HIEE

3. HIRFEAEZEREEREFINBEA - HBRENMKHIGEES Hfanti-pseudo-
monas-lactams/_EFQ(Ciprofloxacin or Levofloxacin) 540 _aminoglycoside -

4. BROBAREE—MFHmacrolides (azithromycin)skrespiratory FQs(Levof-
loxacin)i9 B A ERHMR -

5. ERRAETXAAE - LevofloxacinBanti-pseudomonasfIR - TEZE 4%
MARRANERBREREA  IEBERNNEREE,— - WA ZMITE
NEBRRARE - WX TERS  WEZZENEUMEMRRERS -
LevofloxacinZ ol & = M AR BRI R EENERER Y, — -

6. A Levofloxacin & Moxifloxacin {E&MisKIARMEE - ARSI
ZEZETRVEE RIB A ZE FQIMEMER - iR K REMAZ 2 Aahh
SEZEBBREA - R % ERA levofloxacin & moxifloxacin EEIBERR 45 1Z0

1 -

Quinolone B ZmiR T EME XU EERERIN - EXM LA — L&) 22
men - BfE T EGRMER - SRENEX - RERSE, TP REEERFTARNKE
- BRBEEEARKE - BRES, - TEOE, R TIREENFEFREBERENE
FkMEmZRHKRVER , SARRENERE -

BRI RAENREE - B L ROBETE SRR A SR AR IR A
SRR AR (E NS, (T FEE FRF QAR I I2 R ARRARS 8 -
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HETENBED  MREREGHN=ZHME "BWK 2 WX,  MENRBES - PHEIENE
EERWXAERBEREE LR  —AAREEMES L - AMEAEHN—ESE -

RITRASAERE? AAEHAERNAR - AAHEERERSHSFTREEE - BRI
£ AEBUESYRE  —RR7 - BEUNESHEAS  BEBRVUME  REXIEHIER - 15#
ABEHEI - RAEDIEME - LGSR FRE U EREANENRN—HS -

AZEEY - AP FERERMAESRFERE L - ARARBBBNE - RUENERER
B BREFS  —P—HEZ7EEER  BEEFSR  EEMCHE - THERSEBEER - HPhEN
e - MENEECHRE - FRiEMECEBRMAIERL MK - AIRHMERARTENZMHE - BR
RIBIA » B Y RIRIEREK - AR ERAZRAREHRMETREN, »—ER  AIZEEEE -
Bt FBRETENSE - RU—RPHNRE - FEEERRIHIESZEEY - MDY BEAME Lt -

BRI ENERNZT - UIHMEMAMBRARHS - H-EREBCBRNEE - R - 5185
EEETEFRE  MEPNEECBEETERBENRIERXAKER - dLIBEEZEHRMNEL
[ EETERHMEFN - MERLPOREMABCERY D unpublished R - IRENZ - 3R
iRy EEEERMEELS -

HT  RIRTHE U BamErShREERES - —S—2IBENDELR - MU HE
7 TEREEERNERFEZERA -

LTE  REBAXER—  BFRMULHEE  REEET  VEET -

2. 5% DitAEowl - 88 F 2R - EEUNER - HPESEENABRRIL AR -
W5 AREBMNHANENuUnmet need - RIBPOIZERBEREENIRE - M " BIF, ROUBIURIERE
BfenkEE  FF8E B/ %

3.5 BEFRIEERCREAE - IRE—T1 - EMULR  UIRFERERE - 7ANER" A
© B THREIAMR AN TERER. B BIRE - BASHOREGRE - BUERERRERATE - €2
FMEZE -

4 E  RERENBZE  TEEEFERGEZA - B LAANRFERE SR8 /5 - BAEE
EREUEMRKRRER "E—H% ) MEIDINIENED - RE 7 EAEHRE -

UL BRBUPUSFEENER  BERABENRAEAZUTEFIT - RESELFARE
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\ALEEﬁN\_ISA BEYOND EXPEGIATIONS:

150 mg

a Ie(:tini capsules

Change Expectations, Start With
5 % X pume
20mg,100mg

Nivolumab (BEFEE#H) ®E OPDIVO

A3EE PD-1 Bk (nivolumab)

INJECTION FOR INTRAVENOUS USE 10 mg/mL

LIRS ReRE BARSEHEE
?EPJD’:VE% ;!%;H?ﬂﬂ#ﬁﬁ ipilimumab BRISEBRERABBIERERBRAA FRRSAREES B EASSMEBIRISHE (HSCT) E2I84E4 brentuximab vedotin SR LAVREYT RS OHEBRA
/) WK LR R
ERINES SIS aRIE R RR T LONEHATE/) HBRRATRE (NSCLC) IBA ) 5&*&)&&3%&%5&@32&%1 LSRR AIRE BN RE L RERA ©
ARAGEBEGFRIALKBEERREE - BIBAE EGFRIUALK IHIESS B BIRRRRILIRSR TIRRMIR A BT S
BibrE FEEK\,EE%EJWW@E_XWEUM LESABIE ISR R BRSNS &8 (Gastroesophageal Junction, GEJ) 89/&A ©
SERRERICNMERT 4+ 845 (anti-angiogenic therapy) (IIEHIBBIRERA © THBRE
OPD‘I’\[(%@;H% IEEI’I:_mumab TABIERPE /EE R (intermediate/poor-risk) SERIK BiEZBREVIE RS HBIRERA © FBIR5CAIE sorafenib SAREAIATHBARAEE (HCC) A ©
SRR L]
EANES S0 LSBT RRATRI LoV R RIS TS IRIBIZEE (SCCHN)BA
(3% BE—% OPDIVO RIS EIR A 3 mo/kg SEEEPIRENE 60 938 - F25B—N - BEFFRICRERIBAEZZBMAL o A Ipilimumab B&ZRE : OPDIVO BUE2HAEIE A 1 mg/kg BRIRENT 60 D81 » FE%E—X16Fipilimumab 3mg/kg EEERIRE
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Help Hold IPF Disease Progression
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BERAE IR % EZ185 75 RIS ALK
XalkoriiE AR iAEROS- 153 1AM BAIE ) v#ll BR B FE(NSCLC) i@ A

HrlEZC BE 2002 7/2502 7R
XALKORI® Capsules 200mg /250 mg

1. iBFEAE
BE ALK BRIERIREERIE/VERERTERAA o ARERIBISATREIE Z 18ER 5
18 ALK BE1E o XALKORI® BAAHR ROS-1 B IERIREEATE/ MARESEE (NSCLC)
fmA°

2. BIE
XALKORI® fUiZEEIB &2 A 250 2REHMAX (BH 500 2R) EiERMA -

3. Bi&
BRESRNER - RIFLUKER » 16BN a] B « ARSI -

4. BY)RZEIER
FEEEGRHS crizotinib ANBARIAY CYP3A4 HHIEaF EASAIANARRIEL CYP3A4 SHEH|
HF o FEERHE crizotinib FIVAEIBBURTRY CYP3A4 REHA - R
crizotinib MEAOIBHIEEEY) - BAMSHER QT B2 ZEYR/e HIETREZEY) -

5. FFIEER 2
Crizotinib FEFEFFEEAIMRE o EATINEER /AR - FEEIEER crizotinib /&
& o IRIBZEBEREEMRELR (NCI) A9358 » $HHEEFINEETEZRA (AST >
IEE{E LR [UN] BABIEATZR < ULN » 8§ AST $ETBREMIIEAISE > UN 1B <
1.5XULN) * TNEREIAEE crizotinib AUIBIATIE o $HEIPEIINEERZRA(AST &
EFFRE #2415 > 1.5XULN 1B < 3XULN) ’ crizotinib #BIAEI 22 ABHMK
R 200 Zrg o $HHERFINEETZRA (ASTEEITBR BABIEAISE > 3XULN)
» crizotinib EEIATIBIEEE AR H—X » 87X 250 253 © 1R Child-Pugh 5}4E5A
2 crizotinib BIEAIMUE » BRI INEENZRARETHE o

6. BIIgER 2
$8CE (60 <ALBEETEREER [Cler] < 90 ZF/ 748 SHPEBINEETZ (30 <
Cler < 60 ZF/ £348) BIRA » WMWTBEARIEIATIE - RBIREENEIHE

200mg * BB EEHIT 5502593955
250mg : FIBEERT50259385%

DHFEETR » LAER ARIREEHREE crizotinib REE - WRHIREGHEAEEN
1l o BEBINEERZIHA (Cler < 30ZF/54E) » crizotinib MEFEREATAE
BLFH c EEBMEERE  BEBBIEENNMAENAIRA © crizotinib Y
TEIATE B FERR AT H—XOMR 250 25 - Z0EE 4 B KERIRAN
REMMMZE - AEERABEEH R RO 200 25 °

7. &M (ILD)/ BbEREE X (Pneumonitis)
1BS crizotinib AEARA 0 BREEHRE A GRZERERETHME
BEERD® (ILD) / AhERses - BETRRAZ S HIR ILD / SR A AVAEREAE
HR o ANFRIBEERE A ILD / HEBEE A - FEERHEA crizotinib ©

8. EBEA
BERBIAEEIE -

9. REIRE
XALKORI® R EREMN LS M B aikrE - BRilt B EMERHEE -

10. 1RZ
FESABLEBEENRIRL @ 1E155 XALKORI® JAMREIRIMERGRIRZ - $2203
&5 XALKORI® FIEERERPRRISE o BRI AT EHZ4HEA crizotinib AY
B o RPHRITAER AL » BRIERRNERRR IR BES A%

1. B RIREEMZENNEE
R ATE(ER XALKORI® ERRE AIBER S A BAEAR DIBMRAEN - 8K X
R IMER) ~ TRERESNEASERIE - IR E SRS EEE -

12. 23
¥} crizotinib Bi{HEAATFIAE AR EES]

FHMENES RERAE (SPC 20180219-2)

L RTEERES 55 108040235K

e
(g

MRSA B ptzs B

@ Pfizer Limited

tEm KERER D BREAT
aitfEns BHNSE
Fitmi251 8 KB IEEREE BB 1775%

BHM408AKES 5157 10I8AE

SHEPEE
S80S HEMIit=FR63R1612AE

TEL:(02)2809-7979 FAX:(02)2809-7676 TEL:(04)2328-2818 FAX:(04)2320-5438 TEL:(07)535-7979 FAX:(07)535-7676

http://www.pfizer.com.tw

PP-XLK-TWN-0053-201904

)

b ox°

VICTORY

oA
ANOTI—QR

LY

(linezolid)

RigEC
J—
ZYVOX- -
(inezolid) | | 600mg Tab./Inj. = a

BRLEMEE

BT © Zyvox
FA% * Linezolid ; BBV S8 : JEHTHI300mI584E/ 600 mg LUK $27l/ 600 mg
BFESE : AEE TIRSZHEEGRENES
Vancomycinii ZE14E 6% Enterococcus faeciumE 2 ARG 3STE MIEAYRG]
BERRRRAYATZAS - ER Staphylococcus aureus (¥tmethicilling B 52 H4ERN Emethicillin B ZEMERIEAR) SN Streptococcus pneumoniae (4 penicilling B2 MERIERRATS IR ; B EME EEE
R BIERERRRERCE - EH3BEEA » HStaphylococcus aureus (3 methicilling R =2 14ERIET methicilin B 3 ZE4EAYERS) © Streptococcus pyogenes B, Streptococcus agalactiae Fr5I#E ; IE
R Z AN RZ FEHEE R - B Staphylococcus aureus (ZRRAA Emethicillin’g RS2 MEAYEINK)ER Streptococcus pyogenes FBI#E o it B R(RAIBH2¢ » H Streptococcus pneumoniae ({2BRA %Y
SRR - B EMAEAYRE - BX Staphylococcus aureus ({ERR A Emethicilline BRI E AR FR 5| 18
3 BEY ¢ linezolid B SR EL Mtk S EEIE R ZYVOX ©
EB B A LBSHDEIE ¢ LinezolidAS m] A A 1E7E {6 A E rT 241071 B8 Ak S 1 L BSASY B2 Z247) (4 phenelzine ~ isocarboxazid)ak £ 5 B {E Al Lt FREEH B REBBRAR B &
MARBLE12m N E)FERE :
TR FE RS A AR A A A0 R S ER R Y RS AOBH 4 ~ Vancomycin $1ZE14 Enterococcus faeciumEkE - EIIEMESEIMAE © 600 mg BRARISIEOAR @ S12/\BF—K o

MR AN 2 B AR fYRHZE ~ Vancomycin 31214 Enterococcus faeciumkZ: - BLFEHFSEEIMAE 10 mo/kgBSAR EET L CIAR » F8/\BF—K ©

FETEREME R FE RN K2 [E 48 : #a 0 10 mg/kg AR @ B8/N\IF—X 3 5E11EEE » 10 mg/kgBR » B12/\BF—K ©

RHIERRS « FEMEEIE R AN R RS AR A0 R 2 B PO R SR RO A S s ia iR R - FESEAEIAE10Z 14K 5 Vancomycin $AZEME Enterococcus faeciumisl » B33 MAEEREEAEEA -
FEEAE A1 42228 K C1ARAY + RIFZYVOXEEE!

o FEBAIERAFIME > E5H linezolid % @ FREMNMASE S EHREER
RIEE o %2 linezolidi) BE EEBRTAIZ MERETEY » 45512 linezolid AEEEMEE - SAERIIFIANNE « RIS E &R BRI ZEZYE « SiknSHEIaRRHES
MERBESERERSE o BB SEIIFISERBIGEIRESLANESE - FEE R LLlinezolid /A7
3 & 7<$EZyvox(linezolid) Tablets 600mg USPI 201506-3 1472 Z&#isi=F 502318155
SE 517 Zyvox (linezolid) Injection 600mg USPI 201802-2 747 B Z&isF 55 0231865%

@ Pfizer Limited  &t#27 BEHER BUHER

-t o AL 2514 K@ AR IEREE ZER17758 BHRTH408A%EEE _EX5157 101 BAZE EfET802 5 EIUA = BE65R164EAE
BN K ZEMATBEPRAT  TEL:(02)2809-7979 FAX:(02)2809-7676  TEL:(04)2328-2818 FAX:(04)2320-5438  TEL:(07)535-7979 FAX:(07)535-7676

FEHIBEHE R  MEE SRR E RS =1 L EZEREF 51070801558 PP-ZYV-TWN-0066-201808



KSR 1 F

<Shape the future>

eretide S ESETERY
CS/LABAE &

Seretide 2% ERP455L L #ZERIICS/LABA'

HENEREH ERZESOERBAR
Seretide 100 Accuhaler Inhalation Powder &% fEFR125EABAR
023202 5% OE&BAR
Seretide 250 Accuhaler Inhalation Powder EEZ# 75 SERETIDE B o] 0P R BB E LR
023203 5%
Seretide 50/500 Accuhaler Inhalation Powder E HHIREERA < EITAEES
024849 5% ZEAERE (B2-agonist RIBAL S EHER 253
Seretide 50 Evohaler % E 5245 023480 BE - FEEZRAREES
Seretide 125 Evohaler % ST 023482 51 ERREZ B
Seretide 250 Evohaler &% 75 023481 5% SERETIDE Accuhaler 250 % Seretide Evohaler 125 - 250 %
-BNEREH ERERREEUEBERHBER(FEV1<S0% FHE - FEV1/
ENZEL00EMZ IR 4

AR Accuhaler 50/500% FIRBLA il

. - M FEBRME -

BERZRS0/500 A3z #3 ] A B DEEE(FEV1<60%) B HAEMMEER 2 &R - 227t - IR

-1REE

- BRE—FHE -
MM L2 5E - SEM %
100 mcg fluticasone propionate) °
- 2R50/125/250 B R AH :

~(50 mcg Salmeterol &

L TSR, IR IR R A K S A
2232 Yk 1. Salmeterol-Fluticasone propionateZIf&#I5 : v35 » 2018444 -
TW/SFC/0005/18a Feb 2019

iz BAR
50 mcg Salmeterol (as xinafoate) & 100/250/500 mcg
fluticasone propionate
Rz NN
25 meg Salmeterol (as xinafoate) & 50/125/250 mcg
fluticasone propionate
RBE R IET—ERABBRYEZEE

B PREFE - EOHAREFORA\EEIESL
EHMEED
RIMERD : 5B - A BAEnSE - O RRERIRMEK 7% B
(B IR A D #)
-AREHEHER #HEE © (02) 23126836/
B : 0ax40892@gsk.com

HARNAENBER
BEERRER 100 8P ERRFME—R 66 4 24 12

é?%ng

salmeterol/fluticasone propionate

BREFERALME B MERRIHAY £ S

r for Solution
i MAEE

|ERELR

7R (severe refractory eosinophilic asthma ) 225k A HIMAERF AR -

BEEEE

S| B2 S MRBER « WRELFHBEMRE

RAEREE © EBIIREFINUCALAYE BRI ESE

& - BHIBATLEBRRY
(21 EFINUCALATESR ©

TREFAFEF
Reference: Nucala /5

BEHERRR AREET

LA/0044/18-Jun-.
E 21070701




