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Fig. 1 Chest X-ray (a) and chest CT (b) on admission. The chest CT showed a mass at the apex of the
right lung, pleural dissemination, pleural effusion, and abdominal lymph node metastasis.
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Fig. 2 Clinical course. The patient was refractory to dexamethasone, but the platelet count increased with the addition of
romiplostim. CDDP: cisplatin, ETP: etoposide, Durva: durvalumab, CEX: cefalexin, CEZ: cefazolin, Dex: dexamethasone.
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Table 1 Laboratory findings
A. On admission
Hematology Serology
WBC 6,400 /uL CRP 1.59mg/dL
RBC 427 x10"/uL
Hb 126 g/dL Tumor markers
Ht 38.7% CEA 14ng/mL
MCV 90.6 fL NSE 137.1ng/mL
MCH 295pg CYFRA 2ng/mL
MCHC 32.6 % SCC 1.1ng/mL
Plt 123x10"/uL ProGRP 52.2pg/mL
Biochemistry
TP 73g/dL
Alb 3.7g/dL
AST 36U/L
ALT 27U/L
LDH 111U/L
ALP 498 U/L
BUN 22mg/dL
Cre 086 mg/dL
Na 144 mmol/L
K 3.8mmol/L
Cl 104 mmol/L
B. Day 50
Hematology Serology
WBC 6,200 /ul. CRP 056 mg/dL
RBC 411 x10* /uL.
Hb 12.2g/dL Coagulation
Ht 37.7% PT 17.8sec
MCV 91.7fL APTT 66.8 sec
MCH 29.7pg PT-INR 1.56
MCHC 324 % Fib 299mg/dL
Plt 5.6 x10* /uL FDP 14.8 ug/mL
AT III 67 %
Biochemistry
TP 6.9¢g/dL Immunology
Alb 35g/dL PA-IgG 244ng/107 cells
AST 27U/L Antinuclear antibody (=)
ALT 18U/L Anti-platelet antibody (=)
LDH 290U/L Anti-Helicobacter pylori antibody (=)
ALP 211U0/L Anti-cardiolipin antibody (=)
BUN 16 mg/dL HBs antigen (=)
Cre 0.73mg/dL Anti-HCV antibody (=)
Na 141 mmol/L | Anti-HIV antibody (=)
K 4.3 mmol/L CMV-pp65 antigen (=)
Cl 105 mmol/L
Haptoglobin 44 mg/dL
PA-IgG: platelet associated immunoglobulin G.
x5 kiEHE (4 7 54~ (irinotecan) 60mg/m?, = .

day 1, 8, 15] ZBIEL7:. FoHdIaI F7axAF 2 %0
MUZ255, MM 17 < 10Y/uLFEEICHEFF L, 1)
J T Y DR HETDH - 72,

ITPIX, HCOHUKIZ X 2 M/MROBERITHEIZ X ) K
BN IMMBDME T § 25 ETH D, 100x10"/uL BLF
DIMIMUBAR T 2 520 2 2%, ARIMERES & OTH a0
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Fig. 3 Bone marrow smear (May-Giemsa stain). Megakaryocytes (arrows) had not decreased (a, % 100). There was no tu-

mor cell infiltration or dysplasia (b, x400).

Table 2 Summary of reported cases of immune-related thrombocytopenia in lung cancer
First author/ Age/ Tumor Lowest Plt  PA-IgG . irAE AE irAE Post
ICI 1 h AE
Year Sex  type Clagent Cycles (x10*/uL) (ng/107 cells) Otherir treatment  Grade outcome treatment
Bagley/2016® 34/M  Sq nivolumab 8 3.3 NR none TPO-RA 3 improved none
Karakas/2017% 78/M NSCLC nivolumab 6 05 NR none steroid 4 improved none
Jotatsu/2018Y 62/M NSCLC nivolumab 2 0.16 473 hypothyroidism steroid 4 improved nab-paclitaxel
Delanoy/2019? 72/M NSCLC nivolumab 1 0.2 NR NR steroid, IVIG 4 improved NR
positive .
2 . o steroid, IVIG, not
Delanoy/2019% 55/M NSCLC nivolumab 27 1.3 (titer is not NR RTX. TPO-RA 4 improved NR
reported)
Delanoy/2019° 76/M NSCLC pembrolizumab 3 <05 NR NR SteTr;‘g’_ I?;IG' 4 improved pembrolizumab
Mori/20199  77/M NSCLC nivolumab 1 0.2 1,130 pneumonitis steroid 4 improved none
" pembrolizumab steroid, IVIG, .
Song/2019 65/M NSCLC + chemotherapy 7 0 NR none TPORA 4 improved none
Hasegawa/ . steroid, IVIG, .
20199 82/F  Ad nivolumab 2 0.2 223 none TPORA 5 died none
Liu/2020? 82/F  Ad durvalumab 12 12 NR none steroid, IVIG 5 died none
Mouri/2020" 66/M  Ad pembrolizumab 1 0.3 154 none steroid 4 improved NR
1 . steroid, IVIG, . o
Tto/2020 79/M  Ad  pembrolizumab 1 0 59.5 none RTX. TPO-RA 4 improved nab-paclitaxel
durvalumab + adrenal steroid, . ..
Present case 55/M SCLC chemotherapy 56 244 insufficiency TPORA 2 improved irinotecan

ICI: immune checkpoint inhibitor, irAE: immune-related adverse event, Sq: squamous cell carcinoma, NSCLC: non-small cell lung cancer,
Ad: adenocarcinoma, SCLC: small cell lung cancer, NR: not reported, TPO-RA: thrombopoietin receptor agonist, IVIG: intravenous im-

munoglobulin, RTX: rituximab.
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Abstract

Extensive stage small cell lung cancer with immune
thrombocytopenic purpura: a case report

Mao Sasamoto?, Tetsuya Sakai? Hajime Oi? Takaya Ikeda®,
Junichiro Yuda® and Koichi Goto?
4Department of Thoracic Oncology, National Cancer Center Hospital East
PDepartment of Respiratory Medicine, National Hospital Organization Nagasaki Medical Center
“Department of Hematology, National Cancer Center Hospital East

The patient, a 55-year-old man, was treated with cisplatin, etoposide, and durvalumab combination chemo-
therapy as first line therapy for extensive stage small cell lung cancer (ES-SCLC). On the 35th day, thrombocyto-
penia of 9.7 x 10*/uL was observed, and on the 50th day, platelets decreased to 5.6 X 10*/uL. The diagnosis of im-
mune thrombocytopenic purpura (ITP) was made based on the exclusion of other thrombocytopenic diseases,
normal bone marrow findings, and elevated platelet associated immunoglobulin G. The patient was treated with
high-dose dexamethasone, but only transient platelet elevation was observed, so romiplostim was administered.
Thereafter, the platelet count increased and chemotherapy was possible. It is important to aggressively treat
ITP that appears during treatment of ES-SCLC and to continue chemotherapy.



