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A B S T R A C T

A man with non-small-cell lung cancer who was negative for anti-nuclear antibodies was admit-
ted for dyspnea after immune checkpoint inhibitor (ICI) administration. Computed tomography
(CT) showed complexed radiologic features, including subpleural and basal predominant reticu-
lar shadow with cystic structures and peribronchovascular consolidation. Although we treated
him with high-dose steroid under a diagnosis of ICI-related pneumonitis, he developed acute ex-
acerbation of pneumonitis with progressive fibrosis and volume loss. A re-evaluation identified
anti-aminoacyl-tRNA synthetase antibody in the serum collected before ICI administration. This
case highlights the importance of re-evaluating pre-existing autoimmune disorders in patients
who develop ICI-related pneumonitis with atypical radiologic features.

1. Introduction
Immune checkpoint inhibitors (ICIs) targeting programmed cell death-1 (PD-1)/programmed cell death-ligand-1 (PD-L1) and cy-

totoxic T-lymphocyte antigen 4 (CTLA-4) have dramatically transformed the non-small-cell lung cancer (NSCLC) treatment paradigm.
Although ICI monotherapy showed a favorable progression-free survival (PFS) and overall survival (OS) in some cohorts of patients
with advanced-stage NSCLC, the response rate (RR) is not necessarily high, and relatively few patients can benefit from it. Based on
these backgrounds, several regimens of combined cancer immunotherapy, including combination therapy of an ICI with a cytotoxic
agent, angiogenesis inhibitor, or another ICI, have been developed for advanced-stage NSCLC in recent years [1–3].

Among multiple options, the IMpower130 regimen of atezolizumab in combination with carboplatin plus nanoparticle albumin-
bound (nab)-paclitaxel showed safety and favorable therapeutic efficacy compared with chemotherapy alone in a phase III trial [1].
Therefore, it is now regarded as one of the standard regimens in the first-line treatment for non-squamous NSCLC.
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PFS, progression-free survival; OS, overall survival; RR, response rate; irAEs, immune-related adverse events; ARS, aminoacyl tRNA synthetases; HRCT, high-resolution
computed tomography; EGFR, epidermal growth factor receptor; ALK, anaplastic lymphoma kinase; ANAs, anti-nuclear antibodies; GGO, ground-glass opacity; OP,
organizing pneumonia; HP, hypersensitivity pneumonitis; NSIP, nonspecific interstitial pneumonia; UIP, usual interstitial pneumonia; ILD, interstitial lung disease;
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* Corresponding author.
E-mail address: yasuhiko@tokushima-u.ac.jp (Y. Nishioka).

https://doi.org/10.1016/j.rmcr.2022.101797
Received 4 November 2022; Received in revised form 3 December 2022; Accepted 14 December 2022

https://www.sciencedirect.com/science/journal/22130071
https://www.elsevier.com/locate/rmcr
mailto:yasuhiko@tokushima-u.ac.jp
https://doi.org/10.1016/j.rmcr.2022.101797
https://doi.org/10.1016/j.rmcr.2022.101797
https://doi.org/10.1016/j.rmcr.2022.101797
http://creativecommons.org/licenses/by-nc-nd/4.0/


Respiratory Medicine Case Reports 41 (2023) 101797

2

S. Ichihara et al.

However, it is well known that increasing activity of the immune system induced by ICIs often causes inflammatory side effects,
termed immune-related adverse events (irAEs), in multiple organs, including the gastrointestinal tract, endocrine glands, skin, central
nervous system, and lung [4]. ICI-related pneumonitis is an irAE that should carefully be managed, as it is one of the most common
causes of ICI-related death [5–7].

We herein report a rare case of ICI-related pneumonitis by atezolizumab with atypical radiologic features. A retrospective evalua-
tion after the development of pneumonitis revealed that pre-existing anti-aminoacyl tRNA synthetases (ARS) antibody may be in-
volved in the pathogenesis of such pneumonitis.

2. Case presentation
A 61-year-old man was referred to our hospital with abnormal thoracic opacity. He had smoked for one pack-year but had no no-

table medical history. Physical examinations did not show any significant findings. Chest X-ray showed a huge mass shadow in his left
upper lung field (Fig. 1A). High-resolution computed tomography (HRCT) revealed a lung mass shadow in his left upper lobe along
with mediastinal and supraclavicular lymph node swelling. Based on the transbronchial biopsy and imaging studies, we diagnosed
him with advanced-stage lung adenocarcinoma (cT3N3M1b stage IVB) with brain metastasis. The tumor cells were negative for onco-
genic driver mutations, such as epidermal growth factor receptor (EGFR) mutation or anaplastic lymphoma kinase (ALK) fusion gene,
but strongly positive for PD-L1 determined by PD-L1 22C3 pharmDx (tumor proportion score: 100%). Blood tests revealed that anti-
nuclear antibodies (ANAs) were negative (Table 1).

Fig. 1. Chest X-ray findings. (A) A huge mass shadow was observed in left upper lung field at the initial visit. (B) The tumor had regressed after second cycle of
chemotherapy. (C) Bilateral GGOs, predominantly in left lower lung field, appeared after the third cycle of chemotherapy.

Table 1
Laboratory data.

Before the administration of chemotherapy After third cycle of chemotherapy The onset of acute exacerbation

WBC (/μL) 11,600 6200 13,400
HGB (g/dL) 14.2 9.8 12.6
PLT (x104 /μL) 38.4 21.4 25.9
AST (U/L) 12 18 16
ALT (U/L) 11 11 18
LDH (U/L) 241 216 343
T-bil (mg/dL) 0.4 0.6 0.6
CK (U/L) 56 26 16
BUN (mg/dL) 13 16 16
Cr (mg/dL) 0.72 0.92 0.68
Na (mEq/L) 139 139 141
K (mEq/L) 4.1 4.1 3.9
Cl (mEq/L) 103 100 103
CRP (mg/dL) 0.93 6.81 7.80
KL-6 (U/mL) 1161 797 1559
SP-D (ng/mL) 84.4 N.E. 141
ANA (dils) 40 N.E. <40
Anti-CCP Ab (U/mL) N.E. N.E. <0.6
Anti-ARS Ab (Index) 35.7a N.E. 129
MPO-ANCA (U/mL) N.E. N.E. <1.0
PR3-ANCA (U/mL) N.E. N.E. <1.0

N.E.; not examined.
a Retrospectively evaluated after the development of ICI-related pneumonitis.
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We started to treat him with carboplatin (AUC = 6) and nab-paclitaxel (100 mg/m2) combined with atezolizumab (1200 mg/
body) every 3 weeks with local palliative radiotherapy (RT) to brain metastasis (18.8 Gy/1Fr). The chemotherapy induced a partial
response (Fig. 1B), but he developed respiratory failure after the third cycle of chemotherapy (Fig. 1C) and was admitted.

The chest auscultation revealed fine crackles in bilateral lower lung fields, but other physical examination did not reveal any ab-
normal findings, such as muscle or skin abnormalities. Although HRCT before the administration of chemotherapy showed slight cys-
tic changes, we considered that these findings were mainly due to paraseptal emphysema (Fig. 2A and B). However, HRCT on the day
of admission showed subpleural and basal predominant reticular shadow, cystic structures, and peripheral traction bronchiectasis
with volume loss in his left lower lobe (Fig. 2C). In the right lower lobe, peribronchovascular consolidation with ground-glass opacity
(GGO) was also observed. (Fig. 2D). We discontinued the chemotherapy, including atezolizumab, and administered antibiotics, but
his symptoms did not improve.

Bronchoscopy revealed that the fraction of lymphocytes was elevated in the bronchoalveolar lavage fluid (29.3%), consistent with
the drug-induced pneumonitis. As the frequency of pneumonitis by atezolizumab was relatively higher than that by carboplatin plus
nab-paclitaxel in the previous studies [1], we diagnosed him with ICI-related pneumonitis induced by atezolizumab (Grade 3 accord-
ing to the Common Terminology Criteria for Adverse Events (CTCAE) v5.0), though the imaging findings were not necessarily typical,
and we treated him with high-dose prednisolone (60 mg/day). This temporary improved his symptoms, but at two months after start-
ing steroid therapy, he again complained of progressive dyspnea with a fever when prednisolone was tapered to 20 mg/day. Labora-
tory data showed elevated levels of C-reactive protein (CRP) and Krebs von den Lungen-6 (KL-6) (Table 1). HRCT showed additional
bilateral GGO and consolidation with progressive traction bronchiectasis and volume loss of bilateral lower lobes (Fig. 2E and F).
These imaging findings were consistent with acute exacerbation of pneumonitis but atypical for ICI-related pneumonitis, which typi-
cally shows the imaging pattern of organizing pneumonia (OP) or GGO [6–8] but generally not progressive fibrosis with obvious cys-
tic changes and volume loss. Therefore, we re-evaluated the pre-existing comorbidities and finally identified anti-PL7 antibody, a rep-
resentative anti-ARS antibody. A retrospective evaluation revealed that this antibody had also been present in the serum collected be-
fore the administration of ICI, and the titer was elevated after ICI administration (Table 1). Based on these findings, we finally consid-
ered the possible presence of pre-clinical anti-synthetase syndrome (ASS), with atezolizumab likely triggering the development of ASS
with pneumonitis.

Accordingly, we treated the patient with methylprednisolone pulse followed by high-dose prednisolone and tacrolimus, an im-
munosuppressive agent. The treatments improved the GGO and consolidation and suppressed the progression of fibrosis (Fig. 2G and
H). We have observed neither re-exacerbation of pneumonitis after administration of tacrolimus nor recurrence of the tumor since
discontinuation of chemotherapy.

3. Discussion
Information on the radiologic features of ICI-related pneumonitis is still limited [9]. The largest study to date included 64 cases,

with the most frequent pattern being OP (23%), followed by hypersensitivity pneumonitis (HP) (16%) and nonspecific interstitial
pneumonia (NSIP) (8%) [6]. Other reports found that GGO was the most dominant pattern [7,8]. To our knowledge, only one study
has previously reported patients who developed ICI-related pneumonitis with a honeycomb [10], although detailed information, in-
cluding whether or not the honeycomb had been present before ICI administration, was not documented in these reports.

Fig. 2. Chest computed tomography findings. The images before the administration of chemotherapy showed paraseptal emphysema but not GGOs or reticular shad-
ows (A, B). After the third cycle of chemotherapy, subpleural and basal predominant reticular shadow, cystic structures, and peripheral traction bronchiectasis with
volume loss were observed in the left lower lobe (C), and peribronchovascular consolidation with GGO was observed in the right lower lobe (D). The images at the
onset of acute exacerbation showed additional bilateral GGO and consolidation with progressive traction bronchiectasis and volume loss of bilateral lower lobes (E,
F). Methylprednisolone pulse followed by high-dose prednisolone and tacrolimus improved the GGO and consolidation (G, H).
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HRCT in our patient demonstrated complex radiologic findings. The findings of subpleural and basal predominant reticular
shadow, cystic structures, and peripheral traction bronchiectasis in his left lower lobe were consistent with usual interstitial pneumo-
nia (UIP) (Fig. 2C). In contrast, however, the peribronchovascular consolidation with GGO in his right lobe was consistent with NSIP
(Fig. 2D). Furthermore, the rapidly progressive fibrosis with obvious volume loss seemed to be a distinctive feature and atypical for
ICI-related pneumonitis.

ICI-related pneumonitis is more frequently observed among patients with lung cancer than among those with other types of can-
cer, mainly due to smoking and underlying lung conditions [11,12]. The incidence of ICI-related pneumonitis was around 4.5%
among patients with lung cancer [13], and a younger age (≤60 years old), a poor performance status (PS) (≥2), pre-existing autoim-
mune diseases or lung diseases (especially interstitial lung disease (ILD)), and a history of thoracic radiotherapy should be regarded as
risk factors [14]. In clinical practice, examinations to evaluate auto-antibodies, such as ANAs, or the existence of ILD are often per-
formed before ICI administration. In the present case, although the patient had been negative for these risk factors at the pre-
treatment evaluation, he developed pneumonitis. Atypical radiologic findings motivated us to re-evaluate the possibility of autoim-
mune disorders, and we finally identified anti-ARS antibody even in the serum collected before administration of the ICI. We diag-
nosed the patient with ICI-related pneumonitis based on the clinical course and elevated lymphocytes fraction in the bronchoalveolar
lavage fluid, although the radiologic findings were not necessarily typical. However, in retrospect, we should have re-evaluated the
pre-existing auto-immune diseases when the steroid therapy was initiated. Although it would not be appropriate to measure the sev-
eral auto-antibodies for all patients who develop pneumonitis after ICI administration, the current findings highlight the importance
of re-evaluating the presence of pre-existing comorbidities especially in a patient with ICI-related pneumonitis presenting with atypi-
cal radiologic features.

Anti-ARS antibodies are detected in 35%–40% of idiopathic inflammatory myopathy (IIM) as well as in patients who are negative
for ANAs, as their antigens are located in the cytoplasm and not the nucleus [15]. ASS, characterized by the presence of anti-ARS anti-
bodies, clinically manifests with ILD, myositis, and arthritis [16]. The frequency of ILD among patients with ASS was reported to
range from 70% to 100%, and ILD often manifests in advance of myositis [17,18]. While NSIP is dominant as the radiologic pattern,
UIP is also observed in some patients with ASS [19]. Furthermore, ICIs are known to induce the exacerbation of pre-existing autoim-
mune diseases, and Shikano et al. previously reported that nivolumab, an anti-PD-1 antibody, induced anti-ARS antibody-positive
polymyositis [20]. Based on these reports, we finally considered that ASS triggered by atezolizumab might have been involved in the
development of pneumonitis in this case, resulted in the appearance of complex radiologic features.

In summary, we experienced a rare case of lung adenocarcinoma in a patient who developed ICI-related pneumonitis with atypical
radiologic features after the administration of atezolizumab. A retrospective re-evaluation allowed us to identify the pre-existing anti-
ARS antibody, suggesting that pre-existing ASS might have been involved in the exacerbation of ICI-induced pneumonitis. This case
highlights the importance of the re-evaluation of pre-existing autoimmune diseases in patients who develop ICI-related pneumonitis
with atypical radiologic features.
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