Immune-Related Adverse Events (irAE)
Case Study

Helen Shih, NP, MPH
Thoracic Oncology
UCSF Helen Diller Comprehensive Cancer Center

NCI-CTCAE Guidelines for Grading
Select Adverse Reactions’

Immune Mediated Adverse Events - What?
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Presentation and Management of Pneumonitis
Occurs with both CTLA< inhibitor and PD-1 use; higher rate of occurrence with anti-PD-1s
(~3%)

Management

sic
Grade 1 needed. grapt

evidence. May repeat CT in 3-4 weeks.
L month. Hold until

Grade 1 or les.
imetr

‘Grade 3-4:Permanently discontinue therapy. rednisone 1-2 mg/kg or IV
1g8IDor

Empiical Ab
consult. Bronchascopy with BAL+/- transbronchial biopsy.

Case Study
Jerry is 251 yo male and has stage 1118 non smal clllung cancer. He completed concurrent
chemotherapy and radiation (cCKRT) carboplatin and taxol once a week for ix weeks) and
thereafter started durvalumab in July 2010,

After 3 cycles, patient developed a cough.
+ Itlasts for a few minutes and occurs in the mornings.
* Does not affect any actvities of daily iving (ADL).

+ Feels an occasional wheeze a few times a week. When that occurs, he tries to

cough it up, but nothing comes out.
Difficulty with

deep breathing,
No pain, fevers, chils

Do you give the 4t cycle of Durvalumab?

Case Study

all ADL's

still and symptoms are mild.
+ OKtotreat today, pera threshold to hold
treatment and obtain urgent scans if symptoms worsen.

Patient to

We proceeded with C4.

Case Study
September 18t 2019

* Continues with loose cough and shortness of breath (SOB)
if signif ion, still abl

* Inhalers have not helped significantly.

What would be your next steps with Jerry with C5 of
durvalumab?

Case Study
Visit on October, 2742019

«Held C6 due to ulnar surgery on 9/30/19. Plan was to resume on
10/30/19. Symptoms stable. Still able to perform ADLs.

*Wants to return to work.




Case Study
October 30, 2019

CT CAP from 10/22/19: Evolving post-radiation changes
with increased consolidation near treated nodule as well
as other regions of organizing pneumonia consistent with
radiation pneumonitis.

+ Doing well, no SOB, able to climb stairs. Cough has worsened, since

a recent cold and has not improved.

Would you treat C6 of durvalumab?
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Discussed

d. Close

monitoring.
November 111, 2019

« Patient writes in, stating: cough has gotten worse to the point where he
cannot sleep. Denies fevers or chills. Worse i the AM and at night.

Coughing yellow and black mucus, with some redness, but after
expectorating, wheezing in the chest willstop.

+ Heh does help slightl aband-aid.

Denies any SOB.

Would you treat on scheduled infusion on November 14, 20197

Case Study

NP ordered a chest Xray to ensure that this was not
pneumona:

Results stated: Left basilar nodular consolidation and hilar
pacity with fissural thickening, likely reflecti of
radiation therapy to known lung cancer.

We held the next 2 treatments, due to patient’s symptoms.

Case Study

December 11", 2019

Continues to have the same cough and symptoms as 2 weeks prior. Decision

was.
with holding treatment 2 weeks prior.
T Chest from December 19%, 2019

Interval development of a 4.1 cm cavitary mass in the LLL left hilum with
ion with instem bronchus. Remair

i compared
to 10/22/2019. Scattered centrilobular nodules throughoutalllobes of the
lung, greatest in the right middle lobe, is consistent with infectious disease,

Case Study

Seen by Pulmonary:
Felt unclear cause of cough, increased antacids, added fluticasone.

* Asked to begin prednisone 60 mg QD

. ,2t03 timesa "
and cough.

e ¥

December 23,2019

stil coughing
the day, occasionally a scant amount of red blood.

Case Study

December 23, 2019

Ibuprofen 800 mg no more than once or twice a day. Ifincreased

hemoptysis, discontinue.
jth dayti ici ifenesin ACat bedt

May use liquid morphine sulfate if awakening with a cough in the night.
‘Guaifenesin oral during the day.

15 mg. chest wall pain or
sleeping.

Polyethylene glycol daily for constipation.

P v
) chils, sl ak Using liquid o ED for any sudden increase in pain, shortness of breath, fevers, chill or anything
pulmonary nodule. igin the 12 unusual,
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December 24, 2019 January 10%, 2020 Reaand Follow up viitwith pulmonalogist on January 20°, 2019

fon pneumonitis:
. posie, ad + has lost15 Ibsin 3 weeks. "
ot returned yt, Grew are serratia s o postnasalcrip, GERD,
+ Started amvicin and the azithromycin. - diffi ing i d Heartb IR ¢
. n daily, voice quality changes. Ll
- v i i i moderately . i

December30", 2019
Visitwith attending oncologist:

Clinically stable,fees somewhat better afte steroids.

Cough s stil an ssue. Weight declining rapicly, has trouble tolerating thin lquids.

) o
over 1102 months.

Started pC

oo .
his h/o lung cancer and chemo-XRT.

barium tablet brieflylinger in the

the level of the aortic arch. Some retention of liquid and solid barium

the mid
moderate-high. Wil refer to G.

lesion. Patient’ssymptoms have improve.

Would continue moxifoxacin. Awaltresuls ofrepeat chest CT,scheduled for 1/29/20.
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CT chest 1/29/20

1 the 12/ , infrahil
with
d

esophagus.

2. me
which are increased from the prior exam and others of which are improved.
Findings are concerning for recurrentaspiration.

. near complete
atelectasis of the left lower lobe, new from the prior exam.

Case Study

Visit with attending oncologist on 1/29/20

inthe past month, back
pain and weight loss. Cough continues.
C i i expedited
workup.
Inpatient
Dysphagia, cough, cavitary lung mass:
and
. per ) possible that

cavitary mass may be

.
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EGD and Bronchoscopy on 2/3/20inpatient.

Admitted for a eft lower lobe cavitary mass and tracheo/broncho-
‘esophageal fistula. The differential diagnosis for this mass includes
i X

malignancy, RTor
PD-1 inhibitor. However, given the focal nature, PD-1 toxicity seems less.
likely. Favor infection vs progressive malignancy vs XRT toxicity.

EGD and bronchoscopy found a mass invading the left main bronchus,
and cavity lined with purulent, mucoid secretions. The orifice to what
appeared to be the left upper lobe airway was seen on the other end of
the cavity. Fistula to the esophagus could not be identied. Gl team
performed EGD, esophageal stent and NGT placed.

Summary

o i herapy i Y

Important to recognize side effects, usually an “itis”

Important to etiologies in
appropriate

Treatment typi
checkpoint inhibitor

In steroid-refractory cases, may need to use infliximab or other immunosuppressants

Consult ubspecialty PPIOP!

managing immune taking on increasing




