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patients who did not develop PCP during adalimumab
treatment were collected.

Results For the PCP patients, the median age was
68 years old, with a median RA disease duration of
eight years. The median length of time from the first ada-
limumab injection to the development of PCP was
12 weeks. At the onset of PCP, the median dosages of
prednisolone and methotrexate were 5.0 mg/day and
8.0 mg/week, respectively. The patients with PCP were
significantly older (p < 0.05) and had more structural
changes (p < 0.05) than the patients without PCP. Com-
puted tomography of the chest revealed ground-glass
opacity without interlobular septal boundaries in the
majority of the patients with PCP. Three PCP patients died.
Conclusions  PCP may occur early in the course of ada-
limumab therapy in patients with RA. Careful monitoring,
early diagnosis, and proper management are mandatory to
secure a good prognosis for these patients.
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Introduction

Rheumatoid arthritis (RA) is a systemic inflammatory dis-
ease characterized by persistent synovitis and structural
damage to multiple joints. Tumor necrosis factor (TNF) is
abundantly produced in the inflamed synovium and con-
tributes to the imuunopathogenesis of the disease.
Adalimumab is the first fully human monoclonal antibody
against TNF, treatment with this biologic agent has been
well established in patients with RA in multiple clinical
trials [1-3]. On the other hand, treatment with adalimumab,
as well as infliximab and etanercept, has been associated
with increased risk for opportunistic and serious infections
in cohort studies using RA patient registries [4-7]. In Japan,
strict post-marketing surveillance (PMS) programs have
been conducted for patients with RA given TNF antagonists.
The numbers of RA patients with Prneumocystis jirovecii
(P. jirovecii) pneumonia (PCP) who were treated with inf-
liximab, etanercept, or adalimumab were 22 (0.4 %) out of
5,000 patients, 25 (0.18 %) out of 13,894 patients, and 25
(0.33 %) out of 7,469 patients, respectively, in these PMS
programs [6—8]. Note that these incidence rates of PCP in
Japan are apparently higher than the corresponding figure
(0.01 %) reported from the United States [9].
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We have previously described the clinical characteristics
and risk factors for PCP in RA patients treated with inf-
liximab [10, 11] and etanercept [12]. These risk factors
included older age and presence of coexisting lung diseases
for both TNF antagonists, a higher daily dose of prednis-
olone (PSL) for infliximab, and a higher weekly dose of
methotrexate (MTX) for etanercept. Considering the sim-
ilar incidence of PCP in the PMS programs among the
three TNF antagonists, it is clinically important and
intriguing to characterize PCP in RA patients given ada-
limumab and to compare the results with those obtained for
RA patients treated with other TNF antagonists.

In this paper, we report detailed clinical, laboratory, and
radiographic features of PCP that developed in RA patients
during treatment with adalimumab. Furthermore, we
compared 17 RA patients receiving adalimumab who
developed PCP with 89 RA patients who did not develop
PCP during treatment, and identified risk factors for PCP in
patients with RA treated with adalimumab.

Materials and methods
Patients

Patients included in the present study fulfilled the 1987
American College of Rheumatology (formerly the Ameri-
can Rheumatism Association) criteria for RA [13] and
received adalimumab (40 mg every two weeks) with or
without concomitant MTX. Between April 2008 and April
2010, 17 patients with PCP (PCP group) were collected from
16 hospitals through either the PMS program for ada-
limumab (n = 16) or through a voluntary case report by
attending physicians at a scientific meeting (n = 1). We
convened a face-to-face meeting in March 2011 to discuss
diagnosis and treatment for the collected cases among the
investigators of this study. RA patients who did not develop
PCP during adalimumab therapy for at least one year from
the first dose of adalimumab (non-PCP group, n = §9) were
randomly collected from the participating hospitals of this
study. Other eligibility criteria for the non-PCP group were
registration in the PMS program of adalimumab and the use
of adalimumab five times or more. The median (range)
observation period for the non-PCP group treated with
adalimumab was 365 (63-365) days. To increase the sta-
tistical power of this case-control study, the number of
patients in the non-PCP group was designed to be about five
times as many as that in the PCP group [14].

Diagnostic criteria for PCP

Previously established diagnostic criteria for PCP [15, 16]
were used in the present study [10]. A diagnosis of PCP

was considered definitive if a patient fulfilled the following
four conditions: clinical manifestations (fever, dry cough,
or dyspnea), hypoxemia, interstitial infiltrates on chest
radiographs, and microscopic detection of P. jirovecii in
induced sputum or bronchoalveolar lavage fluid. The
diagnosis of PCP was considered presumptive if a patient
fulfilled all of these conditions except for the microscopic
detection of P. jirovecii in the absence of other infectious
diseases and the presence of either a positive polymerase
chain reaction (PCR) test for P. jirovecii DNA or increased
serum 1,3-B-D-glucan (BDG) levels (Fungitec G test MK;
Seikagaku, Tokyo, Japan or Wako B-D-glucan test; Wako
Pure Chemical Industries, Tokyo, Japan) [17, 18] along
with a response to standard treatments for PCP. Both the
PCR test for P. jirovecii DNA and that for serum BDG are
commercially available, validated, and officially approved
as clinical laboratory tests by the Ministry of Health,
Labour, and Welfare in Japan.

Collection and analysis of clinical data

Clinical information was collected using a standardized
format to evaluate demographic information, Steinbroc-
ker’s radiographic stage and functional class [19],
comorbidities, concomitant drugs, laboratory data, radio-
graphic data, treatment, and outcome. Chest radiographs
and computed tomography (CT) scans were evaluated by a
pulmonologist (H.S.) and a diagnostic radiologist (F.S.).
CT findings were categorized into three patterns, as we did
in previous studies [12, 20]: (a) diffuse ground-glass
opacity (GGO) distributed in a panlobular manner; that is,
GGO was sharply demarcated from the adjacent normal
lung by interlobular septa (type A GGO); (b) diffuse GGO
that is homogeneous or somewhat inhomogeneous in dis-
tribution but without the sharp demarcation caused by
interlobular septa (type B GGO); (c) other patterns, such as
mixed consolidation and GGO (type C).

Statistical analyses

Demographic data and baseline data were compared
between the PCP and non-PCP groups using the y* test for
categorical variables and the Mann—Whitney test for con-
tinuous variables. To identify risk factors for PCP, the Cox
proportional-hazards regression model was used. All
analyses were performed using SPSS software, version
16.0 (SPSS Japan, Tokyo, Japan).

Ethics
The guidelines of the Declaration of Helsinki (revised in

2008) and the ethics guidelines for epidemiologic research
in Japan were followed. The study protocol was approved
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by the Institutional Ethics Committee of the Tokyo Medi-
cal and Dental University Hospital (#863 in 2010).

Results

Diagnosis and clinical characteristics of RA patients
with PCP

We applied the above diagnostic criteria to the 17 RA
patients in the PCP group. Of the 17 cases, three (patients
8, 14, and 17) met the criteria for definitive PCP, and 14
met the criteria for presumptive PCP. The clinical char-
acteristics of each patient are summarized in Table 1. The
median age of the 17 patients was 68 years (range 48—
78 years), and 12 (71 %) were female. The median duration
of RA was eight years. Fourteen patients were at Stein-
brocker’s stage Il or IV. All patients received MTX and 13
(77 %) received corticosteroids from baseline to the onset
of PCP. At the onset of PCP, the median dosages of
prednisolone and MTX were 5.0 mg/day (range 2.5-9 mg/
day) and 8.0 mg/week (range 4-15 mg/week), respectively.
One patient was receiving another immunosuppressive
drug, tacrolimus, at 3 mg/day. Eight patients had pul-
monary comorbidities, including interstitial pneumonia
(r = 4), chronic obstructive pulmonary disease (n = 4),

and old pulmonary tuberculosis (» = 2). Four patients had
diabetes mellitus. None of the patients received chemo-
prophylaxis for PCP at the time of PCP diagnosis. The
median interval between the first injection of adalimumab
and the onset of PCP was 12 weeks (range 4-38 weeks).
Thirteen patients (76 %) developed PCP within 26 weeks
after the first injection. Fever was the most common clin-
ical symptom (it was observed in 15 patients; 88 %),
followed by dyspnea on effort (82 %) and dry cough
(41 %).

Laboratory and radiographic features of the PCP
patients

Laboratory data at the onset of PCP are summarized in
Table 2. Fourteen patients either had severe hypoxia (with
Pa0O, < 60 mm Hg on room air) or required immediate
oxygen therapy at the onset of PCP. Peripheral blood
lymphocyte (PBL) counts at the onset of PCP were <500
cells/ul in three patients, 500-1,000 cells/pl in five patients,
and >1,000 cells/pl in nine patients. P. jirovecii was
microscopically identified in three patients. The polymer-
ase chain reaction test for P. jirovecii DNA was positive in
13 patients, using either induced sputum (11 patients) or
bronchoalveolar lavage fluid (four patients), but three
patients were not examined. Serum levels of BDG, one of

Table 1 Characteristics of rheumatoid arthritis patients treated with adalimumab at the onset of PCP

Pt Age/sex Stage/class Number of Treatment MTX (mg/w) PSL (mg/d) Lungdisecase DM  Clinical manifestations
i injections®  duration (days)®

1 48F oin 7 105 8 25 - - Fever/DOE

2 69M Iv/II 4 62 10 0 E - Cough/DOE

3  T74/F IV/II 9 131 8 5 IPE - DOE

4 52/M oI 5 59 4 8 1P - Fever/cough/DOE
5 61/F v 3 45 8 9 - - Fever

6 67/F /M1 3 28 8 8 P - Fever/cough/DOE

7 6UF IV 4 59 6 0 Old TB - Fever/DOE

8 T1/E v 6 129 6 5 - + Fever/DOE

9 52/F i1 3 55 8 5 - - Fever/DOE

10 78/M m/mI 6 86 8 0 P + Fever/DOE

11 66/F v 6 106 8 3 - - Fever/cough

12 70/F /11 2 23 8 5 Old TB - Fever/cough/DOE
13 68/M m 3 28 8 0 E + Fever/DOE

14 71/F o 15 214 8 7.5 - - Fever/DOE

15 73M maI 18 268 15 3 - + Fever/cough/DOE
16  65/F L 16 227 8 2 - - Fever/DOE

17 78/F v/ 16 252 4 4 - - Fever/cough

PCP Prneumocystis jirovecii pneumonia, Pr patient, w week, d day, M male, F female, MTX methotrexate, PSL prednisolone, E emphysema, /P
interstitial pneumonia, old TB old tuberculosis, DM diabetes mellitus, DOE dyspnea on effort, cough dry cough

# Number of injections of ADA prior to the diagnosis of PCP
® Treatment duration with ADA before the onset of PCP
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Table 2 ‘Laboragqry da.ta of Pt WBC (/ul) Lymphocytes  SpO, or PaO, - Serum B-D-glucan Preumocystis
rheumatoid arthritis patients . a ‘ ] .. -,
. . (/ul) (Torr) [Og, Vmin]*  (ug/ml) [normal Jirovecii

treated with adalimumab at the ¢ the institute] PCR
onset of PCP range at the institute

1 7,870 912 Sp0O, 96 % (0] 289 [<11] +

2 5,100 1,989 Sp0O, 92 % [0] 30.5 [<11] +

3 6,300 252 55.1[0] 1041 [<11] NA

4 6,200 874 68.0 {0] 25.76 [<11] +

5 8,050 1,110 60.4 {0] 50.3 [<20) NA

6 6,400 716 58.9 (0] 378 [<6] +

7 5,660 1,041 71.8 [0} 22.1 [<11] +

8 6,800 279 31.3 [0] 29 [<11) +°

9 15,900 832 85.7 [3] 79.5 {<20] +
PCP Pneumocystis jirovecii 2 9
pneumonia, Pt patient, WBC 10 7,500 1,350 65.4 [0] 2.3 [<20] +
white blood cell, PCR 11 8,400 3,696 69.5 {0] 164 [<11] +
polymerase chain reaction, NA 12 11,700 1,029 26.1 [0] 21.06 [3.5] +
not assessed, SPOZdOXYgen 13 7,950 1,761 SpO, 85 % [2] 160 [ <5] +
saturation measured using a b
pulse oximeter, IOR 14 9,580 34 56.7 (0] 13.0 [<11] NA
interquartile range 15 5,700 1,140 55.1 [0] 13.0 [<11] -
2 Oxygen [herapy dmng the 16 7,000 1,330 56.1 [10] 21.38 [<11] +
measurement of PaO, B 3,200 704 52.5 [0] 419 [<11] +°
® Pneumocystis jirovecii Median 7,000 1,029 Not applicable Not applicable Not applicable
microscopically detected in (IQR) (5950-8225) (710-1340)

bronchoalveolar-lavage fluid

the major components of the cell walls of fungi and a
serum maker for PCP [17, 18], were elevated in all
patients. Results of sputum culture performed in 14 patients
revealed no causative bacteria or fungi.

Chest radiographs and thoracic CT scans were analyzed
for all 17 patients. The most common CT finding was
ground-glass opacity (GGO) (in 17 patients), either with
sharp demarcation by interlobular septa in one patient (type
A GGO) (Fig. 1a) or without interlobular septal boundaries
in 14 patients (type B GGO) (Fig. 1b). Two patients
demonstrated mixed patterns (type C).

Treatment and clinical course of PCP in patients
with RA receiving adalimumab

All patients were hospitalized on the same day that PCP
was suspected. Fourteen patients (all except for patients 2,
5, and 11) received oxygen therapy on admission, MTX
and adalimumab were immediately discontinued in all
patients. All patients received therapeutic doses of tri-
methoprim/sulfamethoxazole (TMP/SMX). Because of
adverse drug reactions that included skin eruptions, liver
dysfuonction, thrombocytopenia, and hyperpotassemia,
TMP/SMX was reduced or stopped in eight patients. One
patient was changed to pentamidine isethionate. Sixteen
patients were concomitantly treated with high-dose corti-
costeroids within a few days after admission. Eleven
patients were empirically treated with antibiotics and four

with antifungal agents. Three patients (patients 1, 3, and 8)
were intubated on the day of admission because of pro-
gressive respiratory failure; two of these patients responded
to treatment and were successfully weaned from artificial
ventilation. One patient (patient 17) died because of PCP
with progressive respiratory failure. Two patients died
because of multiple organ failure (patient 12) and gastro-
intestinal  bleeding, cytomegalovirus infection, and
multiple organ failure (patient 3) after improvement of
PCP.

Case~control study

In order to characterize the PCP group more precisely, we
compared demographic information, comorbidities, treat-
ments, and laboratory data at baseline (i.e., at the initiation
of treatment with adalimumab) between the PCP and non-
PCP groups using a univariate analysis (Table 3). The PCP
group was significantly older (p = 0.003) and had a more
advanced radiographic stage (Steinbrocker’s stage III or
IV) (p = 0.010) than the non-PCP group. Although the
rates of patients with preexisting pulmonary diseases and
diabetes mellitus in the PCP group were numerically
higher, these differences were not statistically significant.
There were no differences in disease duration and the
dosages of prednisolone and methotrexate between the two
groups. None of the patients in the PCP group and fourteen
patients in the non-PCP group received prophylaxis for
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Fig. 1 Representative thoracic computed tomography findings of
rheumatoid arthritis patients who developed Preumocystis jirovecii
pneumonia while receiving adalimumab. a Ground-glass opacity
(GGO) with sharp demarcation by interlobular septa (type A) (patient
12). b Inhomogeneous GGO without obvious demarcation by
interlobular septa (type B) (patient 1)

PCP for at least three months during the observation per-
iod. Twelve patients used TMP/SMX and two used
aerosolized pentamidine.

Based on the results of the univariate analysis, age, sex,
pulmonary comorbidities and Steinbrocker’s stage of RA
were analyzed as candidate predictors for the development
of PCP. The Cox proportional-hazards regression analysis
revealed a significant association between advanced
radiographic stage (stage III or IV) and development of
PCP (hazard ratic (HR) 3.76, 95 % confidence interval (CI)
1.03-7.30, p = 0.045). While the hazard ratios of older age
and preexisting pulmonary diseases tended to be higher,
they did not reach statistical significance (Table 4).

Because 14 patients in the non-PCP group received
prophylaxis for PCP, we performed the multivariate anal-
ysis after excluding these 14 patients, and found a
significant association between older age and development
of PCP (HR 3.31, 95 % CI 1.09-10.0, p = 0.034). The HR
of the radiographic stage did not reach statistical signifi-
cance (HR 2.82, 95 % CI 0.74-10.7) in this model.

@_ Springer

Discussion

We accumulated the largest possible number of patients
with RA who developed PCP during treatment with ada-
limumab, and described the clinical and radiologic
characteristics of the 17 patients that we found.

Adalimumab is the third TNF antagonist to be approved
in Japan. We have already reported the clinical character-
istics and risk factors for PCP in RA patients treated with
infliximab or etanercept [10-12]. The median interval
(range) between the first dose of TNF antagonists and the
onset of PCP was 12 weeks (range 4-38) for adalimumab,
nine weeks (range 2-90) for infliximab [11], and 14 weeks
(range 3-43) for etanercept [12]. PCP developed within
six months in the majority of RA patients after the initia-
tion of each TNF antagonist: 90 % for infliximab, 80 % for
etanercept, and 76 % for adalimumab.

Previous studies have revealed that patients without HIV
infection develop PCP abruptly and progress to fulminating
pneumonia with acute respiratory failure [21, 22]. We also
reported that RA patients treated with infliximab or eta-
nercept developed PCP rapidly and progressed to severe
respiratory failure [10—12]: 18 out of 21 PCP patients using
infliximab, all 15 PCP patients using etanercept, and 14 of
17 PCP patients in this study showed severe hypoxemia
and required oxygen therapy. The mortalities of the
patients with PCP given infliximab (0 %) or etanercept
(6.7 %) are numerically lower than the mortality of this
study, in which three patients (17.6 %) died. Walzer etal.
[23] identified older age, second or third episode of PCP,
low hemoglobin level, low PaO, breathing room air at
admission, pulmonary Kaposi sarcoma, and presence of
medical comorbidity as early predictors of mortality of
PCP in HIV-infected patients. Although such prognostic
factors in non-HIV PCP patients are unknown, all three
patients in our study who died were females over
70 years old, and their PaO, on admission was less than
60 Torr. Two of these patients had pulmonary comorbidi-
ties. One patient had a quite high serum level of BDG, and
one was positive for both microscopic detection and the
PCR test for the organism. These data would suggest
severe pulmonary injury at presentation and a high burden
from P. jirovecii.

In our study, all patients received therapeutic doses of
TMP/SMX. However, eight patients (47.1 %) were obliged
to reduce the dosage or stop using the drug due to adverse
drug reactions, such as gastrointestinal symptoms and
hematological abnormalities. Kameda et al. [24] also
reported that more than one-third of the patients could not
complete the standard protocol of the TMP/SMX treat-
ment. These data indicate that the optimal dosage and
treatment period of TMP/SMX for PCP should be inves-
tigated. The clinical benefit of adjunctive corticosteroid
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Table 3 Baseline characteristics of patients with rheumatoid arthritis
treated with adalimumab

Characteristic PCP group  Non-PCP group p
(n=17) (n = 89) value
Age (years)® 68 (48-78) 60 (24-79) 0.003
Female (%) 70.6 80.9 0.255
Disease duration (years)® ° 8.0 (0.7-36) 9.5 (3-40) 0.491
Chronic pulmonary disease  47.1 22.5 0.107
(%)
Diabetes mellitus (%) 23.5 7.9 0.074
Steinbrocker’s radiographic ~ 82.4 48.3 0.010
stage (III or I'V) (%)
Steinbrocker’s functional 17.6 19.1 0.596
class (III or IV) (%)
MTX (%) 100 86.5 0.108
MTX (mg/week)® 8.0 (4-10) 8.0 (4-15) 0.119
MTX > 8 mg/week (%) 11.8 28.1 0.228
PSL (%) 76.5 56.2 0.118
PSL (mg/day)® 50 (3-12) 5.0 (1-17) 0.529
PSL > 5 mg/day (%) 529 337 0.131
WBC <4,000/ul (%) 0 22 0.731
Serum IgG (mg/dl)* 1421 (846— 1316 (827~ 0.817
1954) 3165)

PCP Pneumocystis jirovecii pneumonia, M7TX methotrexate, PSL
prednisolone, Chronic pulmonary disease = interstitial pneumonia,
bronchiectasis, chronic obstructive pulmonary diseases, bronchial
asthma, middle lobe syndrome, old pulmonary tuberculosis

p values were calculated using the Mann—Whitney test for continuous
variables or y” test for categorical variables

? Median (range)

Table 4 Cox regression analysis of risk factors for the development
of PCP in rheumatoid arthritis patients treated with adalimumab

Hazard ratio p

95 % CI) value
Age (= vs. <65 years old) 2.38 (0.80-7.05) 0.119
Gender (female vs. male) 0.53 (0.18-1.58) 0.258
Chronic pulmonary disease (yes vs. no)  2.14 (0.79-5.76) 0.133
Steinbrocker’s radiographic stage (IIVIV ~ 3.76 (1.03-7.30) 0.045

©ovs. VD)

PCP Pneumocystis jirovecii pneumonia, CI confidence interval

Chronic pulmonary disease = interstitial pneumonia, bronchiectasis,
chronic obstructive pulmonary diseases, bronchial asthma, middle
lobe syndrome, old pulmonary tuberculosis

therapy for PCP patients without HIV infection has not
been established [25]. All patients except for one in this
study received adjunctive corticosteroid therapy with
various treatment durations and dosages, including intra-
venous methylprednisolone pulse therapy. Nineteen out of
21 PCP patients who used infliximab and nine out of 15
PCP patients who used etanercept used adjunctive

corticosteroid therapy as well [11, 12]. Pareja etal. [26]
retrospectively analyzed the clinical courses of 30 cases of
severe PCP without HIV infection, among which 16 cases
who received high doses of adjunctive corticosteroid
therapy presented a good clinical outcome. Considering the
intense inflammatory response to the organism in non-HIV
PCP patients [25] and the favorable effectiveness of
adjunctive corticosteroid therapy in previous studies, it is
necessary to consider treatment with corticosteroids for
PCP patients with RA who show hypoxemia at presentation
or during their clinical courses.

In the present study, using the Cox proportional-hazards
analysis, Steinbrocker’s radiographic stage III or IV was
identified as a statistically significant risk factor for the
development of PCP in patients receiving adalimumab.
Although there was no significant difference in Stein-
brocker’s functional class, it is plausible that advanced
radiographic stages associated with decreased physical
function contributed to the development of PCP. Stein-
brocker’s functional class may be less sensitive to the
detection of such differences in physical function. On the
other hand, older age was a significant risk factor in
another Cox proportional-hazards regression analysis after
excluding those who received TMP/SMX or aerosolized
pentamidine for prophylaxis at least three months from the
non-PCP group. The different results from the Cox pro-
portional-hazards regression analyses can be explained by
the fact that nine out of 14 patients given prophylaxis were
aged 65 or older. Pulmonary diseases were not significant
risk factors for PCP in either Cox proportional-hazards
analysis, perhaps because of the small number of PCP
cases enrolled.

None of the 17 patients had received prophylaxis for
PCP. Vananuvat etal. [27] conducted a retrospective cohort
study for patients with connective tissue diseases (CTD)
who were at risk for PCP in order to examine the effec-
tiveness of primary prophylaxis with TMP/SMX and the
incidence of adverse drug reactions (ADR) of TMP/SMX.
Six patients without and none with prophylaxis developed
PCP; the overall incidence rate was 4.3 % and the relative
risk reduction was 100 %. Five patients (8.5 %) developed
ADR: four had drug eruptions and one had mild hepatitis.
These data indicate that TMP/SMX can be used effectively
for primary prophylaxis against PCP.

There are definite limitations to our study. First, we
included definite and presumptive cases of PCP in our
analysis. It has been well documented that the microscopic
detection of P. jirovecii is difficult in non-HIV PCP [28,
291, as confirmed in this and our previous studies. To
increase the specificity of the diagnosis of PCP without
detecting the organism microscopically, we utilized com-
posite diagnostic criteria, including clinical symptoms,
laboratory tests, radiological findings, and the clinical
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course. Kameda etal. found no difference in clinical char-
acteristics of PCP in RA patients between definite PCP
(i.e., acute-onset diffuse interstitial lung disease and
microscopic positivity for P. jirovecii or positivity in both
PCR test and BDG) and probable PCP (acute-onset diffuse
interstitial lung disease and positivity in either PCR test or
BDG) [24]. Their data support the use of composite diag-
nostic criteria for PCP in patients with RA. Second, we had
only 17 RA patients with PCP, which decreased the sensi-
tivity of the Cox proportional-hazards analysis for detecting
statistically significant risk factors. Third, a higher incidence
of PCP in Japanese RA patients receiving TNF antagonists
and their risk factors have gained widespead recognition in
the past few years by Japanese rheumatologists who use TNF
antagonists; this may have affected the characteristics of the
patients who were treated with adalimumab. For example,
we found a significant difference in the daily dose of PSL
between the PCP and non-PCP groups in our previous two
studies, but not in this study.

In summary, the results of this study show that PCP is a
serious complication in patients with RA who receive
treatment with adalimumab. The majority of the patients
developed PCP early in the course of adalimumab treat-
ment and progressed to respiratory failure. Treating
physicians should therefore take prophylaxis with TMP/
SMX or other agents into consideration in RA patients with
a high risk for PCP. Careful monitoring of clinical mani-
festations and laboratory tests for early diagnosis and
treatment of PCP are strongly recommended.
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Table 1. RA DIHEEXE (1987 ERER)
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6. ETREE(UDYT M REE) RHEND

7. MRBETUIY M RRFHBIETHD

1~3 T TOERI, 6 B LRI A L. 7HED
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UL EEUOTT (RA) | BEISAEOE

i

2 Xi#RIC K & B EhR IR

FHEAREE Hh Rt

= =

BET Y v~ F (RA) DIGEEFEIZ L o C, MEEEIT O IR EN 2 iG#E BEO—DL o7 M
AR O S I I XA & 5 BRIEDS 2 BIERN TH 528, EERFIREZ 2370 7 (b $52 &
Tk, X DREBMRIEEHERE & ENFEITHWEETH 5. van der Heijde's modified total Sharp score
(mTSS) 1 0~448 HEIEWRAIT LY V2R L, HAERFWICRDEHAIN TV IRADKHREIRZ 27
YU TETHS.

(HA%EE 101 @ 2893~2898, 2012)

BT v~ F, BUH A, BEEIRESIME modified total Sharp Score (MTSS)

WEEDHIESSHEN 2 IBEBE L & o 72878,
i C&I(c RADZIEDB L UHFRICHBIT 2 BHXHIC X B 5F
HOEEMEEZEITITEE o TVDHENVLS.
Bl V) v ¥ F (rheumatoid arthritis : RA) @
WGHEERIHESR I, R EE, B b 1. BEEfY 9 FICE S h 3 BEMXEOR

IR O, BEFEIEGIEICE D < BEBE BHITR & REZIEL
BEH#ATORIE, FEENEEOHIH, X524k
FHOWENEEHFHL . RABFZEOHEMXH T, B K Bosteoporosis,

T DT, MHAEMBEOEITELSHMEST A5 BEMcysts, B 'S Aerosions, BIFIZERS/ME
HEELTIHRL DEA OFMEERNERZINTE joint space narrowing, Hi % Fisubluxation, 5
7z AT, BT o — BRI R (MRD ankylosis, 79 4 X ~ MR Emalalignment, &
&, o bR WIS EHMlE DR EAEE L {bsclerosis’z & £% &ﬁﬁﬁ?ﬁﬁ N5 bl

W L2 L, fEEME, EElE ERML &0 9T, RAICEL B — fﬂ%é’?ﬁ%@f*%

HT, BMXBRICLLFMZRS5THAY >~ & L CHEEFTRIC fﬁuh% i) DTHAb.

F—RFRTHHILIZEDLDIZTEL, SHICHE MENZ I SIS I IC B 1T 5 TNF-oRIL-6 &
PSRRI R 1 WA

Rheumatoid Arthritis : Progress in Diagnosis and Treatment. Topics : V. Evaluation ; 2. Evaluation of joint destruction by
plain X-ray in rheumatoid arthritis.

Shintaro Hirata and Yoshiya Tanaka : The First Department of Internal Medicine, School of Medicine, University of Occu-
pational and Environmental Health, Japan.
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% 1. Steinbrocker(Cddstagen$E Lkl X 5 HKE)

Rfistage XERPTR HiESI FTEENRREK | BIETETE SRIE
I. #18 B2ULBEAENDOTHLL | KU U NV 2NV}
BIIRIE L
0. hEEET | BSFEDD BEIBAEDH | eSAHD N0 23"
BEORME, HHVEETET
BRIRUEUEDD
0. SEE&T BEAE., BB, BRESD I JFiX{VaVl: 18] AR N9
REURAI
BEE
V. REA MCBMsELINhS JREE fesihEB D il RRMEIE R T2l
BEEED D

Vo 2 RIEMEY A N A OBRIELEDEL

FHUCE | & X FHE SN DLRANKLIEEILEZ AL
7o BRI O FEEAL, BB OME OB R &
LT BHER, B8, BULANCHEERE
T5., EHICREBEYA ML VICX)FES
NE< MY vz AXya7asrAF—+ 3(MMP-
NI X o THRBHBBOBIEDPEL, FORE,

BB I XTI S 22\ 72 D BAE BB ME & L
TEH#BEINS.

T, TOAHZAXLIITMRT, BREWHES
b3z, EEIEEEREML, ®ETERIN
Z3T5EELHY, BEELIX, WEOEELE
bR WBETLA LD ZNOPRAICLLE -
MHiEEORYE TS 5.

R IZBIE R ANE R 5 &, XE T 5 B
HIZETE L9122, ZZCEBEBEOEFNR
FhFERTAZLICXD, BRE BHRENL
ERET L. HL, BREOESH, BOFEE
DFEE T FEBBEITIE, BANEME L CESE
BN TYWE, ThE2LAF5 L ARERT S,

— 5T, Bk I 7O L ~IL o[BI FURIS
Mz, IBEEKOBEEE Loy X AR,
RAETRE S O, B L O, e &R E B
DOIEFG L E MBI A P L A ICX AT L N)L
OWHEBTER LY, HEE, BE, X512
EREMRAL, A7 ¥ &y 2 ERE Vo ZZRAICE
BB HERT 5.

2894

MEOBICEERZEL, HEIPLINS DR
R E DR EAZRANS & TH B,
BIET U <= F OB L AIFREIZELN T W
WV EYE, (bare area) 7S MAE 5 DS — KK TH
D, F /-SRI MUIE X TS 22 VW EkE
DFEFITL L. L2l Ry ya vitdos
THOEB MNP E O ADRRIZAZ S Z
LR, RO MEBEEIC X o TRk
Rz5Ze5db0E5.

2. BiX#RZE AW/ EENFHMEEDOEE

BALXAR A Vo 7 BT O BT A B9 & L
T, BRI ROBMEI KA SN TE FHL
1, SteinbrockerlZ X 5 StageZ#8Y (3 1), Larsen
Dkey filmiZF D < grade/FH? (K 2) 7z &, fk~
T2 EEAHRAE E LT & 72, Steinbrocker D /4HEIL,
RABEDOEMEL L TOMSBEOREL &1
HEST L 7-BAET O RC X D Stage 12> 5 Stage IV
FCA4ERICHET HHET, By offifET
HY, EHOETIETSDEBENELHRLILTY
BAHS, HORIZBWTIEBRICIZE AR S
{ 7z 72. LarsenlZ X % grades 81, &EIHIIZ
SHLTAIT7Z2MTEFEE LTHOTELH
WHENHETHSL., FELTEUTLAIRKS
TEBEICHL 055 5 HAomEibtEd 35 5k
Td 1, Steinbrocker|Z X % Stages 38 & H# 4

HARRBIZLHRE $101E $105 - F244£10R8108

— 308 —



EEIU DY T (RA) : BB ERERDES

& 2. Larsenlc&Bgrades$8 Lk 2 X h B HNE)

Grade O ER. ZtEH > THESKEFBEREVNDD.

Grade 1 BEOEE. BHREEOHIER, BEEEROosteoporosis,
FEDBEZBIINMEDDS B 1 DUULENEETD.

Grade I YIHRZE{E, erosiond DBIETZLRNE/ VL.
erosion|FIETEREE TlEMAE.

Grade I hEEDIBIE, erosions DEEFZREIUE,
erosion(dIERTERRET TS AA.

Grade V EEDOKE. erosiond OEIETZLRIR/ L.

Grade V LFTSUREE

*BEEIC & [CBgrade®standard filmBSRAA SN, FNUCTE > TRIRT .

# 3. van der Heijde-Sharp score (XCBk4 & b 51 HKE)

BUBALAIT ES0ES e N S
O=BUHBAEL O=IE%
1=N\EVBUSA 1 =BFrETCIE N

2=KREVBUBA
B=REWVWBUHA, FRIDRZHEZ D

. 2=[LEE, BEETRR(D 50%LLE%E

S=IL8 BIERRD S0%RiGE T EEH
4=RIENARDER, BE, TITIFKEA

& 4. Genant-Sharp score (CEES X ) BIH®RZE)

BIENZIRIR I ME X 07

0=E#
O+=8L\, I #
1=g

1H=BE T
2=

+=hEE (T
3=8E

B+=BE &5

4=i8E, FflF KA

FUBAARADT
O=IF%
O+=%8), Ffl& HUh
1=8F
1+=8E &7
2=0EE
2+=mhEE #EfT
3=8EF
3+=8EF &7
+=0.5.

M TH O, oL 72 5 B

A&, XD
HY, BEILCHVLNTWAS FEORERLE 25

TeHBEEEZA. LML, REHEL AT
ETCRVDOPRETH -7z,

Sharpld, MFELHEDXHET, BUSALH
HIZBRIR/IMED X 2 7L A 1T 5 ik (Sharpik)

2895

2B LY, 25 |CSharpEDOXEERBEBTUS
AAAT, BEHEBIOMER 37 % REL2E
1E23, van der Heijde? 3 X O°Genant® 12 X 0 $2RE
Shiz. TNBIFHAE, €T Hvan der Heijde-
modified Sharp score (£ 3) B X FGenant-modi-
fied Sharp score (84) & LT, TEDRADEE
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BEETD <Y F (RA) :

k4

1. van der Heijde-Sharp

Bl (B (rwke X hFlHA%RZE)

RAFFEIC BT 5 BT HHREH R O£ & L TH
WwWoHTwag, ZOHEEE LT, van der Heijde
ETIERKOBA T 7 %448 5, GenantiEk Tl
BRK20mERAAT LY IDNEL, BLE®ED
B OFHE % & 720, BAEIREEDO S, A
12X B HEITIPRIRI R e &% Bl TR EIYICEHE
TAHZEWHRETHLI EBETONRSE. T/,
BRG] O BERIIE R B L L CTvan  der
HeijdelEIZ & B 4EREITE 05 LI T 258 ENE
REEL L TOREINTVS,

3. van der Heijde’s modified total Sharp
score (MTSS) ICLKBAXAF7 2 TD
ERE

EEORAaT) TR 2EED FOEE Y

scorelC 87 B REEET (K - FE&
BUEZ P IGREEE, B BUBSAXITMERE) SXIFPUYIDE

2896

AER, LICRT &M%, F2050 R,
BN, K6 FREAN, & FDHD S
NZEFE <, 020 LOoELDDAITE
DIFTWwL. RIIWRTERAHICBIILATT
DFEMZFE DT, TTHE S A (Joint Erosion :
JE) 2a7 %, RIZEHEIZEEE (Joint Space Nar-
rowing : JSN) TT® LA, F - FiR
TIXJEL JSNCHSRBEISR L2 5 2 L ITEET
5.

OCLOoDREIH ) DRERIE, JEZA 2T
Fi - FETELSA, RRETIZI0ETHSE. —
HISNZR a2 735 - FEH - Bibnwind 45T
H5. :

O EDODBFICJESEIME D 5556121, #
NEDORBOBMEZRHAL, LREOERESHRZE
ZAEGEIEmERTH A5 T/2E 10 REDl)

V)

A
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o FIUXTT

SRISUIZ N AUN-—),
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2057
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0

FiERESR | Cumulative probability

2. [EEXRTOv bO—pFl : SAMURAI

studylCHIFBHvan

der Heijde-Sharp scoreDERGETEOD L7 LV 5IHK

%)

5. FICFEREBOBE, BAKLEHEVIRKROE
CHATIEE WP BEHRIIBENRONLGEE
L, BREDBEDIE S DA dpartial col-

W& lZcomplete collapse & LTH5 H & T 5.

complete collapse DIFE 1L, BT EREDR
72N TWABBEE T, pseudo-space & Bz LJSN
AEET A CNSWFE - WREOJER DT EJSN
237 O EZmTSSE L TEHT 5.
O LEBLIERI TS = A0 BB, D
BEELRIEIZ, BSBESET (2388 L
TWaNEIS D, BALZELLFHHT A & T
HbH DFD, —RHRHICBILZEEHELEORIT
b, BEHREATOEMANPIYRIYTH 5.
TD®, BHATENFDMRICAITITICERE
DB EDIHD DB,

B[R WT 13 R E OF BT I Feda & 4 5 ER532%
K&, BHELHRT 57-9 2 ZLL LD

BIZL o TRIATY VT HIT, EHELF—
L LTEHEATAIENEET L. F7/, FHH

TNREBSET (BIETREEM 2 & O T HEIT B Hi 224

2897

Wriglt 7z &) OELD IR EIC LS. D
FDRa7) SRR BR Y FHMERESR L CTB
&, ZTOBT— ¥ BT HBEICHFEE RIS
UT, 8N ZRIBT— ¥ Ofisskr et - *
ET 5.

ERAREAER TIE, mTSSOEITE * REHEE 7
7 v b cumulative probability plot TEE L5 &
LN (K2)., ZoHEE, HLORERT—
Z w2 NEICHERTTE Yy TS EMRFERETH

L, COREOEEOERT, YOBREOH
EEEIT D o 72, X5, CoRED
FEFI TR OBEIE DN/, —HERTH
BITTRETH 5.

4. BAETRIREHMEED T L ZRABEDES

XHRERMH, 4F1CmTSSIE, RAICH T % BERD
REHECBE T 2 ERIREABRIC B VT, SRUED
FHMEIEE & o7z BRIC, EURGBIEIREOE
B2 a — WIS /-2 & T, TNF
RHE 3R R T1-6 [HESEEE oD 4 W 22 O B 2 B B ik
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Bo#fFzIHlTs I 2HALMIL (B2),
DV BRI BRI S ER 2GR EE L ko
72RE, RDEELEMETRS.

BHi)(Z

RAIZBIT 5 XHRIZ & % BEERESEIC DWW T
BERL L7z, 2 F T, mTSSIC & %X =
E1hld, F& L TERBEBRIIBYTERINT
&7z, L2 LARETIHEZSRICIBWTS, H4
DRBEIIXT T HIEBEEHIC ORI VI N
A, B, BIRY 7<= FEDHFEETMTSSIZD W
TR MRS HBEITBY, 5%, &
BENIBWTORENILLBEEL, HEZEIC
BV TRABE OBEIRIEIZOWT X D) 5E/l 22 5F

iR D 2 LRSS,
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