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Abstract

The advent of immune checkpoint inhibitors (ICIs) has transformed cancer therapy; however,
managing immune-related adverse events (irAEs) remains a critical challenge. Among these, check-
point inhibitor pneumonitis (CIP) is a particularly severe complication, accounting for approximately
35% of ICI-related deaths. Real-world data indicate a CIP incidence of 5-19%, which is notably higher
than that reported in clinical trials, likely due to variations in risk factors such as combination thera-
pies and pre-existing lung diseases. The pathophysiology is thought to involve T-cell dysregulation
and cross-reactivity against lung-specific autoantigens. Diagnosis relies on characteristic high-resolu-
tion CT patterns and the exclusion of other etiologies, while it has been reported that combining se-
rum KI-6 and SP-D may enhance diagnostic specificity. Regarding treatment, corticosteroids remain
the standard of care; however, to prevent relapse after dose reduction, a cautious tapering schedule of
at least six weeks is recommended. This review integrates current findings on the epidemiology,
mechanisms, and management of CIP to guide optimal clinical practice.
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