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Advances in the treatment of immune checkpoint inhibitor-related pneumonitis
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[Abstract] Immune checkpoint inhibitors have been widely used in cancer treatment. Although they are generally better tolerated
than chemotherapy, they can cause immune-related adverse events. Among these, immune checkpoint inhibitor-related pneumonitis
(CIP) has a relatively high mortality rate, with limited evidence from evidence-based medicine and limited experience in diagnosis and

treatment. This article reviews the therapeutic advancements in CIP based on domestic and international guidelines, expert consensus,

and relevant studies, with particular focus on the treatment progress of steroid-refractory CIP.
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Table 1 The initial dose and tapering duration of corticosteroids recommended by various guidelines and Chinese expert

consensus

Grade 2 CIP

Grade 3—4 CIP

Guideline

Initial dose Tapering duration Initial dose Tapering duration

NCCN(2024)™ Prednisone or IV methylprednisolone

1-2 mg/(kg-d)
ASCO(2021)" Prednisone 1-2 mg/(kg+d)
SITC(2021)™ Prednisone 1-2 mg/(kg-d) (or equivalent)

ESMO(2022)™  Oral prednisolone 1 mg/(kg-d) (or equivalent )
CSCO(2023)™ IV methylprednisolone 1-2 mg/(kg-d)

Chinese expert IV methylprednisolone 1-2 mg/(kg-d)

consensus(2019)"" (or equivalent)

4-6 weeks IV methylprednisolone 1-2 mg/(kg-d) =6 weeks

4-6 weeks IV methylprednisolone 1-2 mg/(kg-d) 4-6 weeks

4-6 weeks IV methylprednisolone 1-2 mg/(kg-d) 4-6 weeks
(or equivalent)

4-6 weeks IV methylprednisolone 1-2 mg/(kg-d) ~ =6-8 weeks
(or equivalent)

4-6 weeks IV methylprednisolone 2 mg/(kg-d) 4-6 weeks

>6 weeks IV methylprednisolone 2-4 mg/(kg-d) >8 weeks

(or equivalent)
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Table 2 The immunosuppressive agents recommended by various guidelines and Chinese expert consensus for the treat-

ment of steroid-refractory CIP

Chinese expert

Medication Dosage neen ] ASCO S BIMO (5C0 consensus
(2024)™ (2021)™ (2021)™ (2022)" (2023)">

(2019)"7
Infliximab IV5 mg/kg, biweekly if needed"™ vV vV \/ V4 Vi w
Mycophenolate mofetil 1.0-1.5 g hid"" V4 vV \/ VA Vi «
IVIG 2 g/kg over 2=5 days " vV vV vV vV vV vV
Cyclophosphamide IV1-2 mg/(kg-d)™’ - vV vV V - *
Tocilizumab IV8 mg/kg, biweekly if needed ' - - V4 vV \/ "

V : recommended medication ; *: the Chinese expert consensus recommends immunosuppressants but does not specify a particular medication ;

—: not mentioned.
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