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Table 1 Laboratory findings on admission

Complete blood count Immunoserology Tumor marker
WBC 5400 /ul CRP 1.0mg/dL CEA 25ng/mL
Neu 69.0 % ANA x40
Eos 24% MPO-ANCA <1.0U/mL Arterial blood gas (room air)
Bas 0.5% PR3-ANCA <1.0U/mL pH 7499
Mono 8.3% Anti-SS-A/Ro ab (ELISA) <1.0U/mL PaO: 771 Torr
Lym 19.8% Anti-SS-B/La ab (ELISA) <1.0U/mL PaCOq 33.7 Torr
RBC 531 x 10" /uL. Myoglobin 3,530ng/mL HCOs~ 23.0mmol/L
Hb 169 g/dL Anti-Jo-1 ab <1.0U/mL BE 0.3mmol/L
Plt 184 x10*/uL Anti-ARS ab <50
Anti-MDADS ab <50
Coagulation examination Anti-Mi-2 ab (=)
D-dimer L5ug/mL Anti-TIF1-y ab (=)
Anti-mitochondrial ab (=)
Biochemistry Anti-AChR ab <0.2nmol/L
T-bil 20mg/dL Anti-MuSK ab (=)
Alb 43g/dL Anti-titin ab (+)
AST 214U/L Anti-Kv14 ab (+)
ALT 174U/L
LDH 644U/L Endocrine test
ALP 103U/L TSH 4.12ulU/mL
Aldolase 89.3U/L FTs 2.7pg/mL
BUN 12mg/dL FT. 1.39ng/dL
Cre 098 mg/dL Cortisol 125png/dL
Na 140 mmol/L ACTH 35.6 pg/mL
K 3.3mmol/L
Cl 100 mmol/L
CK 5180U/L
CK-MB 107 ng/mL

Fig. 1 Imaging findings on admission. (A) Chest X-ray on admission showed no abnormalities. (B)

Magnetic resonance imaging (MRI) of bilateral thighs on admission. Axial fat-suppression T2-
weighted image showed abnormal high intensity signals in the right vastus medialis (arrow).
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Fig. 2 Imaging findings before and after pembrolizumab therapy. (A) Chest computed tomography
(CT) before pembrolizumab therapy showed recurrence had occurred in the left paratracheal
lymph node (arrow). (B) Brain contrast-enhanced MRI before pembrolizumab therapy showed a
high-intensity tumor in the left parietal lobe (arrow). (C) Chest CT after pembrolizumab therapy
showed that the left paratracheal lymph node had almost disappeared (arrow). (D) Brain contrast-
enhanced MRI after pembrolizumab therapy showed that the high-intensity tumor in the left pari-

etal lobe had disappeared (arrow).
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Fig. 3 Clinical course. Treatment with prednisolone rapidly ameliorated serum creatine kinase levels. We administered
intravenous immunoglobulin, steroid therapy, and plasma exchange therapy. His symptoms gradually improved, and he
was discharged on the 85th day after admission. PSL: prednisolone, IVIG: intravenous immunoglobulin, VC: vital capacity,

CK: creatine kinase.
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A case of lung cancer with myasthenia gravis-like
myositis induced by pembrolizumab
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A 7l-year-old man receiving chemotherapy for non-small cell lung cancer noticed diplopia, left ptosis, and bi-

lateral lower leg pain three weeks after initial treatment with the immune checkpoint inhibitor pembrolizumab.

Creatine kinase levels had increased to 6,001 U/L and magnetic resonance imaging of the thigh revealed inflam-

mation of the right vastus medialis. He tested negative for autoantibodies related to inflammatory myopathy. We

diagnosed him with pembrolizumab-related myasthenia gravis-like myositis based on clinical symptoms, eleva-

tion of muscle enzymes, and the areas of muscle inflammation revealed on magnetic resonance imaging. Treat-

ment with prednisolone rapidly ameliorated serum creatine kinase levels. We administered intravenous immuno-

globulin, steroid therapy, and plasma exchange therapy. His symptoms gradually improved and he was
discharged on the 85th day after admission.



