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of lymphocytes surrounding the blood vessels in superficial
To the Editor: Programmed death-1 (PD-1) inhibitors are

new and effective anti-tumor drugs, but they may cause dermis [Figure 1E and 1F].

serious immune-related adverse events, such as toxic
epidermal necrolysis and psoriasis.[1] The first recombi-
nant human-derived anti-PD-1 monoclonal antibody,
Sintilimab (Innovent Biologics, Inc., Suzhou, China),
was approved for listing at the end of 2018 in China.
Here, we reported the dermoscopic features of acutely
exacerbated plaque psoriasis induced by anti-PD-1 for
lung cancer to direct clinicians’ attention to this potential
adverse reaction.

The patient was a 56-year-old man diagnosed with lung
adenocarcinoma of multiple metastases and had a history
of psoriasis for 25 years, with only a few lesions limited to
the scalp and limbs. One year ago, he underwent video-
assisted thoracosopic surgery for left upper lung adeno-
carcinoma and regular chemotherapy after surgery. He
developed chest tightness with dyspnea and left-arm
movement restriction 3 months ago. Imaging examination
showed metastases of lymph nodes, pleura, and liver.
Sintilimab (200mg) was injected into the patient for the
first time 1 month ago. Thereafter, his general condition
improved and his diet, rest, and sleep were normal.
Moreover, he did not take other new special drugs. Two
weeks later without obvious cause, the patient’s skin
showed generalized red and swollen plaques accompanied
with severe itching. Hewas hospitalized in thoracic surgery
5 days ago. Dermatological examination revealed a large
number of plaques, scales, scratches, crusts, and pigmen-
tation on the scalp, trunk, and limbs [Figure 1A].

Dermoscopic and histopathological examinations were
conducted on one lesion on his left leg during hospitaliza-
tion [Figure 1B]. The dermoscopic patterns showed the
lesion of regular scales under 50� lens and dotted blood
vessels under 200� lens [Figure 1C and 1D]. Histopathol-
ogy analysis showed hyperkeratosis with hypokeratosis,
acanthosis, epidermal ridge extension, andmild infiltration
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Sintilimab was discontinued after he was hospitalized, and
intravenous infusion of methylprednisolone (40 mg per
day) was given for 3 days. After consultation with a
dermatologist, he was treated with oral prednisone (30 mg
per day), antihistamine, and tripterygium glycoside tablets.
We did not stop the glucocorticoid administration to
prevent his psoriasis progression. The patient’s condition
improved quickly, and he was discharged from the
hospital. He was told to continue these oral medications
and was followed-up after 2 weeks. Two weeks later, the
patient discontinued the oral drugs on his own accord.
Scaly plaques rapidly covered most of his body, and he
experienced severe itching. Thus, he was hospitalized
again.

According to previous experience, only oral antihistamine
was given, and hydrocortisone mixed with Vaseline was
spread onto all his lesions twice a day. The patient felt slight
relief of pruritus, and his condition improved gradually. He
was discharged from the hospital again after a few days of
observation without further exacerbation.

We then compared the patient’s lesions and histopathology
features with those of plaque psoriasis. They were similar,
but have some differences. Histopathology results showed
less hypokeratosis and denser hyperkeratosis in our case.
However, we also found that our patient had dotted blood
vessels and regular white scales that are typical dermo-
scopic features of plaque psoriasis. These features could
help differentiate it from pityriasis rubra pilaris and
eczematous drug eruption. The dermoscopic featuers of
pityriasis rubra pilaris are round-to-oval yellowish areas
surrounding a central hair with or without follicular plugs,
and blood vessels are absent.[2] Eczematous drug eruption
lacks regular white scales and dotted blood vessels. The
mechanism of anti-PD-1 or anti-programmed death ligand
1 (PD-L1) underlying psoriasis exacerbation may be
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related to the downregulation of PD-1 on the surface of T
cells, resulting in indirect activation of downstream

use of dermoscopy should be promoted and applied as it is
a good tool for quickly and accurately diagnosing this

Figure 1: Lesions, dermoscopic, and histopathological patterns of the patient. (A) Large area of scaly plaque on the back. (B) Lesion where dermoscopic patterns and histopathology
analyses were performed (red box). (C) Dermoscopic changes were shown as regular scales (polarized-light pattern, non-contact, original magnification �50). (D) Dermoscopic changes
were shown as regular scales and clear dotted blood vessels (polarized-light pattern, non-contact, original magnification�200). (E) The histology showed hyperkeratosis with hypokeratosis,
acanthosis, epidermal ridge extension, and mild infiltration of lymphocytes that surround the blood vessels in superficial dermis (hematoxylin-eosin staining, original magnification�100). (F)
The histology showed hyperkeratosis with hypokeratosis (hematoxylin-eosin staining, original magnification �400).
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cytokines, such as interleukin (IL)-1, IL-17, and IL-22.
These factors are crucial to the occurrence or exacerbation
of psoriasis.[3] However, the specific mechanism remains
unclear. Some similar cases have been reported in foreign
literature, in which psoriasis is exacerbated during the use
of anti-PD-1 or anti-PD-L1 for different kinds of tumors.
The general management for these patients is similar to
that for common psoriasis.[4] Whether patients could
continue to use anti-PD-1 during such severe psoriasis
remains a controversial issue, and these patients are
relatively challenging to handle. As a precautionary
measure, we recommended that our patient discontinue
using Sintilimab because further research is necessary to
formulate a standardized treatment plan. Meanwhile, the
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adverse reaction. Oncologists and thoracic surgeons
should strengthen cooperation with dermatologists to
achieve early diagnosis and scientific treatment of such
patients. Otherwise, we should pay more attention to the
adverse skin reaction of anti-PD1 drug given its extensive
use.
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