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Overview

● Quick fire oncological emergencies 
● Immunotherapy overview
● Toxicities  
● Case study 
● Resources 



Quick Fire Oncological 
Emergencies 



Cord Compression

● Watch out for spinal shock 
● MRI whole spine (makes it difficult for oncology to arrange treatment 

without whole spine imaging)
● High dose dexamethasone (8mg BD) + PPI cover (monitor BMs)
● Physio review and good analgesia 
● Prompt and early liaison with neurosurgeons 
● Bed rest 



Febrile Neutropenia 

● Sepsis 6 before results back  (use the bundle!) 
● Robust infection screen (sputum, urine, CXR) - check for lines 
● Tazosin 4.5g QDS if neutropenic (meropenem or cipro if pencillin allergic) 

plus aminoglycoside 
● Are they adjuvant? - implies that cancer has already been cleared and 

therefore patients should be for full escalation based on other 
comorbidities

● Early AOS review 



Superior Vena Cava Obstruction

● Plethoric torso and facial vessels, Pemberton’s sign 
● Usually with proximal lung cancers/ mediastinal lymphoma 
● Role for steroids
● D/w oncologist on call - biopsy often needed and treatment of SVCO is 

often of the underlying cancer
● Interventional radiology - stenting vs. radiotherapy 



What is Immunotherapy?



T cell activity 
inhibited

T cell “brake” 
released and 
can kill 
tumour cell



Common Types of Immunotherapy

● Watch out for “L’s” and “Mabs” 
● Toxicities are more pronounced with immune checkpoint inhibitors 

○ CTLA-4 inhibitors = ipilimumab 
○ PD-1 inhibitors = Pembrolizumab, Nivolumab
○ PD-L1 inhibitors = Avelumab, Durvalumab 

● Dendritic cell vaccines
● DNA and peptide vaccines
● Immune activating cytokines 
● And more….
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Toxicities



Toxicities

● Majority of patients tolerate immunotherapy very well, but immune related 
adverse events (irAEs) are more likely to occur depending on the agent:
○ Up to 90% patients receiving CTLA-4 inhibitors 
○ Up to 70% patients receiving PD-1 and PD-1L inhibitors 

● Activated T cells mis-read the bodies proteins bound to MHC molecules → 
immune mediated attack of native tissue

● Immunotherapy can therefore trigger autoimmune disease (this is different 
from chemotherapy related complications, e.g. neutropenic sepsis) 



Name and organ…



Pneumonitis 

● Signs and symptoms
○ SOB (40-50%)
○ Cough (35%)
○ Pyrexia
○ Chest pain 
○ Hypoxaemia

● Rapidly progressive
● HRCT: Ground glass changes, mostly in 

upper lobes 
● DDx: atypical pneumonia, ARDS
● Treat with steroids (1mg/kg methypred)



Colitis 

● Severe and potentially fatal
● 10% grade ¾ with combination treatment 
● Signs and symptoms:

○ Diarrhoea 
○ Blood/ mucus in stools 
○ Abdominal pain
○ Fever 

● Take it seriously!
● NBM, IVI, steroids → Flexi-sigmoidoscopy 

+/- infliximab if not improving 
● Early referral to gastro/ AOS 



Neurological & Cardiac Toxicity

● Varied - affect ~ 1-5% of patients on immunotherapy 
○ Myasthenia 
○ GBS
○ Mononeuropathies
○ Limbic encephalitis
○ PRES (seizures, headache, hypertension) 

● Cardiac toxicity - echo is often normal, cardiac MR is better imaging modality
○ Myo/pericarditis 
○ Arrhythmias 
○ Pericardial effusion 

● Need increased doses of methylprednisolone (i.e. 500mg) 



Endocrinopathies 

● >10% affected
● Thyroid disturbance and hypophysitis most commonly affected 
● Hypophysitis often needs basal and dynamic pituitary function tests + MRI 

pituitary 
● Adrenal insufficiency can be a diagnostic challenge 

○ A tired patient on immunotherapy needs a 9am cortisol and thyroid function checking 
○ Weight loss 
○ Decreased appetite 
○ Postural instability 



Guidelines



Take Home Messages 

● Immunotherapy is changing the way certain cancers are treated 
● Potentially curing stage 4 cancers 
● Immunotherapies are increasing and we need to be aware of potential 

toxicities as front door medics
● Toxicities can present at the start, middle or end of treatment 
● Mainstay of toxicity treatment is….Steroids! 



Resources

● Local and national guidelines
● Regional immunotherapy networkds



Thank You - Any Questions


