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Research Progress and Management Strategy of Checkpoint

Inhibitors Pneumonitis

ZHANG Si-yi',XIE Chang-sheng?
(1.The First Clinical Medical College ,Zhejiang Chinese Medical University ,Hangzhou 310053,
China; 2. Zhejiang Provincial Hospital of TCM ,Hangzhou 310006, China)

Abstract ; While the application of immunocheckpoint inhibitors has made a breakthrough in the
clinical treatment of malignant tumors,its associated immune-related adverse reactions have a
negative impact on the treatment and prognosis,among which,the incidence of checkpoint in-
hibitors pneumonitis is relatively high and has a negative impact on the survival of patients.
However, the monitor,diagnosis and therapeutic methods are not sure yet,remaining further
study. The research study on checkpoint inhibitors pneumonitis are reviewed in this paper in
order to better monitor and manage patients with checkpoint inhibitors pneumonitis.

Subject words:immune checkpoint inhibitors; checkpoint inhibitors pneumonitis ; management
strategy
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1.1 AEMEEZE CIP £
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