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A B S T R A C T

Nowadays we have novel equipment for lung cancer diagnosis, however; due to lack of symptoms, lung
cancer is still diagnosed at a late stage. Currently we have the following therapies for non-small cell lung
cancer: a) non-specific cytotoxic agents, b) targeted therapies and c) immunotherapy. Each therapy has its
own advantages and adverse effects. In the current case we will present a rare case of psoriacic arthritis that
was presented after two cycles of nivolumab administration and we will also present a review of the lit-
erature.

1. Introduction

Non-small cell lung cancer treatment (NSCLC) can be treated with
non-specific cytotoxic agents, targeted therapy and immunotherapy
[1]. Targeted therapy according to the latest guidelines is focused on
the following gene expression: a) epidermal growth factor receptor
(EGFR), b) anaplastic lymphoma kinase (ALK), c) proto-oncogene B-Raf
and v-Raf murine sarcoma viral oncogene homolog B (BRAF) and proto-
oncogene tyrosine-protein kinase ROS (ROS-1). Based on the positive
expression of these genes tyrosine inhibitors (TKIs) are administered to
the patient. Unfortunately it has been observed that lung cancer has
mechanisms which in time differentiate the first gene expression and a
mutation is observed and therefore second or third line TKIs can be

administered or treatment can be switched to non-specific che-
motherapy or immunotherapy. The time to administer a new TKI is
based on the clinical disease relapse of the patient under first line tar-
geted treatment and with the diagnosis of novel mutations either with
liquid biopsy or tissue biopsy [2,3]. Immunotherapy can be adminis-
tered either as first line with pembrolizumab in the case of programmed
death-ligand 1 (PD-L1) ≥50% for extensive NSCLC and ≥2% as second
line treatment. Nivolumab can be administered as second line treatment
indifferent of the PD-L1 expression [4,5]. Treatment is definitely based
on the molecular profile of the patient. Each treatment has its own
adverse effects, immunotherapy although is currently administered for
more than a year, we still do not have observed all them. In several
patients the immunogenic system is differentiated after immunotherapy
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treatment and an adverse effect can be observed. Such is the case of our
patient were psoriatic arthritis was observed after nivolumab admin-
istration.

2. Case presentation

We present a case of a 64 year old female diagnosed with convex
probe endobronchial ultrasound (EBUS) from lymphnode number 7
with adenocarcinoma almost a year ago (right lung mass) (Fig. 1).
She has diametes mellitus diagnosed since 12 years with pill treat-
ment. She also had a thyroid surgery six years ago. And she receives
20mg/p.o of T4 daily. The patient was negative for EGFR and ALK
expression. PD-L1 expression was 3% with DAKO. Therefore non-
specific cytotoxic agent was initiated with carboplatin and peme-
trexed for 6 cycles in total. The patient was stage IIIB upon diagnosis
and upon restaging mediastinum lymph nodes remained still ac-
tive> 6SUV although the primary lesion diameter had decreased
from 6 cm to 3 cm (Fig. 2.). After 4 months of treatment break im-
munotherapy was initiated 180 mg every 15 days, since a new lesion
was observed in the left lower lobe of 2 cm (Fig. 3). BRAF and ROS-1
were investigated according to the guidelines, however; the gene
expression was negative for both [6]. Three days after the second
nivolumab administration the patient started to have severe clinical
findings of peeling in both upper and lower limbs (Figs. 4 and 5). In
the next 7 days the patient was directed to a dermatologist who di-
agnosed psoriasic arthritis and INN-apremilast was initiated. After
the loading dose the patient is receiving 30 mg daily for 2 weeks now
and nivolumab administration has stopped. There were mild joint
paints which were easily managed with mild doses of paracetamol.
The clinical findings are milder however; the patient will not receive
nivolumab again at least for the next month, since we wait to observe
if psoriasic arthritis will recess. Upon manifestation 1000 mg of

methylprednisolone were administered and methylprednisolone
16 mg daily were administered for 15 days afterwards with tapering
within the next 30 days. If the disease remains then we will initiate
chemotherapy.

3. Discussion

The choices that the treating physician has for first line treatment
are well defined with the current guidelines. The adverse effects for
non-specific cytotoxic agents and targeted therapy are also known since
they have been used for years, however; we still have a lot to observe
regarding immunotherapy [7–10]. Currently a combination of che-
motherapy plus immunotherapy is being investigated for nsclc [11].
Radiotherapy as pretreatment to immunotherapy is another issue under
investigation, as we have positive data where radiotherapy can assist in
the enhancement of immunotherapy [12,13]. The same concept is
being investigated with chemotherapy administration prior to im-
munotherapy [13]. In any case we have to be ready to handle the ad-
verse effects. In the case of immunotherapy cortisone is the best option
in high dosages [14]. However; there is the case such colitis where
antibodies can be also co-administered in order to recess the clinical
findings of immune related colitis [15]. The association between car-
diac manifestations, endocrine manifestations and rheumatoid mani-
festations have been previously presented [16–18]. Immunotherapy is
not prohibited for patients with a known systematic disease however;
the patient should be carefully handled as stopping the treatment is
necessary upon clinical manifestation of adverse effects. In our case
psoriasic arthritis was observed and is still under observation and
symptomatic treatment, to our knowledge and after careful evaluation
of the patient the rheumatoid manifestation was due to the im-
munotherapy administration.

Fig. 1. Biopsy with convex probe Pentax.
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Fig. 2. PET-CT upon diagnosis.
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Fig. 3. PET-CT after 4 months.
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