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Interrupt SACT immunotherapy until discussed with Acute Oncology Team.  Please contact on-call oncology/haematology 

team for advice.  Ensure that the patient has monitoring/follow up planned with their oncology/immuno-oncology team. 

Immune-Related Adverse Event: Neurological Toxicities 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Immunotherapy administration is associated with immune-related adverse events (irAEs).  Neurologic irAEs can 
manifest as central abnormalities (e.g. aseptic meningitis, encephalitis) or peripheral sensory/motor neuropathies 
(e.g. Guillain-Barre Syndrome).   Early recognition and treatment of neurologic AEs is critical to its management.   

As neurologic symptoms can be common in patients with cancer, it is important that an evaluation/work-up 
distinguish between non-drug-related causes (e.g. progression of disease, concomitant medications, infection) and 

a possible drug-related AE as the management can be quite different. 

Mild (Grade 1) 
 

 Asymptomatic 

 Not interfering with normal function 

Clinical Assessment 

As per mild (grade 1) + 

 
Investigations:  

• Neurological examination 

• FBC, chem profile, ALT, cortisol, TFT’s, 
glucose, B12 and folate 

• Alcohol history and medications  

• Consider lumbar puncture 
 
Treatment: 

• Commence 1mg/kg/day oral 
prednisolone (max. 60mg/day 
prednisolone) + gastric protection 

 
Actions: 

• Regular monitoring 

• Delay immunotherapy 
• Refer to IO Toxicity Service 

  

As per moderate (grade 2) + 

Consider Admission 
 
Investigations:  

• Daily neurological examination 

• Regular NEWS and GCS score 
• MRI brain and/or spine 
• Lumbar puncture if aetiology is unclear 

• Nerve conduction studies for peripheral 
neuropathy 

• Electromyography/EEG on discussion with 

neurology 
 
Treatment: 

• Commence IV methylprednisolone 2 
mg/kg/day (consider gastric protection). 

• If unsatisfactory improvement on day 3, 
consider increasing to 4mg/kg. 

• If rapid deterioration consider 1g per day 
for 3 days, prior to weaning. 

• If Myesthenia Gravis discuss with 

neurology prior/alongside introduction of 
steroids to discuss the use of simultaneous 
IVIg/plasmapheresis and follow ESMO 

subsequent management guidelines.  
• If Guillain-Barre type syndrome suspected 

refer to ESMO subsequent management 

guidelines 
 
Actions: 

• Discontinue immunotherapy permanently 
• Urgent discussion with neurology 
• When weaning steroids to oral, switch to 

1mg/kg max 100mg 
• Exclude any other causes 
• Refer to IO Toxicity Service 

 

Moderate (Grade 2) 
 
Any: 

 Sensory alteration  

 Paresthesia (including tingling)  

 Cranial nerve problem 

 Confusion/delerium 
 

interfering with 

function, but not interfering with ADLs 
 
 

Severe or Life-Threatening 
(Grade 3 + 4) 

 
Any: 

 severe 

 disabling  

 life threatening symptoms 
   
that are limiting self care 

Symptoms: PERSIST 
(≥5 days) or WORSEN or 

RELAPSE 

 

Symptoms: 
Resolve or 

Improve to Mild 
See steroid 

tapering 
guidance 

 

Symptoms: WORSEN  

 

Symptoms: 
Resolve or 

Improve to Mild 
See steroid 

tapering 
guidance 

 

Investigations: 

 Neurological examination 

 Diabetic screen 

 B12 and folate 

 Thyroid function tests 

 Alcohol history and medications  
 
Actions: 

 Monitor 

 Continue immunotherapy 

 Refer to IO Toxicity Service 
 
 

Assess response to treatment, if no 
improvement within 72 hours, seek neurologist 

advice for further advice and management. 
Consider further immunosuppression. Consider 

CCC Subsequent Management Guidelines 

 


