GASTRITIS SECONDARY TO NIVOLUMAB IN A PATIENT WITH METASTATIC MELANOMA
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Introduction

» Gastritis is a known adverse effect of immunotherapy
that is less often encountered compared to diarrhea or
colitis.

» This case involves a 60-year-old male with metastatic
melanoma treated with nivolumab who presented with
vomiting and epigastric pain.

» Endoscopic findings of diffuse Helicobacter pylori (H.
pylori)-negative and Cytomegalovirus (CMV)-negative
gastritis and duodenitis were found.

» The diagnosis of immunotherapy-related gastritis was
reached, and the patient was treated with a proton
pump inhibitor and systemic glucocorticoids.

» By discharge, he was pain free and tolerating oral
intake.

» He was to follow-up with his primary oncologist for
further treatment options.

Case Presentation

* A 60-year-old male with metastatic melanoma being
treated with nivolumab monotherapy presented to the
hospital with two weeks of abdominal pain and vomiting.
He declined nonsteroidal anti-inflammatory (NSAID) use.

* The patient underwent esophagogastroduodenoscopy
(EGD), which demonstrated diffuse ulceration and
friability of the gastric and duodenal mucosa.

» Pathology revealed severe gastritis and duodenitis and
was negative for CMV and H. pylori.

* Intravenous (IV) pantoprazole and oral sucralfate were
started, along with IV methylprednisolone, which was
later transitioned to oral prednisone. The patient’s
symptoms improved.

* The hospital course was complicated by severe
oropharyngeal candidiasis treated with nystatin and
fluconazole, dysphagia requiring temporary nasogastric
(NG) tube placement, hypotension, delirium, QTc
prolongation requiring cessation of oral fluconazole,
pulmonary embolism requiring anticoagulation, and
bacteremia of unknown origin requiring ceftriaxone.

 Ultimately, he improved, was able to tolerate oral intake,
and was able to be discharged home.
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- Discussn Conclusion

* Immunotherapy-related gastritis is less common than immunotherapy-related colitis, yet an increasing number of case
reports have been published describing this phenomenon.

» Other causes of gastritis must be excluded, including NSAID use, H. pylori, and CMV. This patient was not taking NSAIDs,
and testing was negative for H. pylori and CMV, thus the most likely etiology was an adverse reaction to immunotherapy.

» The clinical presentation of immunotherapy-related gastritis is highly variable but typically includes nausea, dyspepsia, and
dietary intolerance.

« EGD often reveals diffuse gastric edema, ulceration, and tissue sloughing.

» Biopsy demonstrates a mixed inflammatory infiltrate consistent with gastritis.

« Treatment for immunotherapy-related gastritis includes systemic glucocorticoids, proton pump inhibitors, and withholding of
the causative agent. Infliximab is often used for refractory disease.

Figures: Upper endoscopy revealing diffuse sloughing of the gastric mucosa
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Immunotherapy-related gastritis is more frequently
being reported in the literature.

Dyspepsia, nausea, and oral intolerance are
commonly reported symptoms.

Suspicion should arise for this disease process when
endoscopic evaluation reveals diffuse gastric
ulceration, friability, and edema in a patient receiving
immunotherapy.

Histologic evaluation typically shows a mixed
inflammatory infiltrate.

Testing to exclude H. pylori and CMV should be
performed.

Treatment is usually with systemic glucocorticoids
and proton pump inhibition.
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