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ABSTRACT —— Background. Certain malignancies are known to occasionally occur in patients with polymyositis.
Conversely, the occurrence of polymyositis during the treatment of lung cancer is rare. Case. We herein report a
case of polymyositis that occurred during the treatment of lung adenocarcinoma with an epidermal growth factor
receptor (EGFR) tyrosine kinase inhibitor (TKI). A 58-year-old woman who was diagnosed with stage IV lung ade-
nocarcinoma with an EGFR mutation (exon 19 deletion) received the EGFR-TKI osimertinib. During treatment,
she experienced progressive pain in the proximal muscles. Laboratory findings revealed an increase in creatine
kinase (CK) levels. Upon a further examination, she was diagnosed with polymyositis as a paraneoplastic syn-
drome. Systemic steroids, immunosuppressive agents, and immunoglobulin were administered for polymyositis,
and another EGFR-TKI, afatinib, was administered for lung adenocarcinoma. Even though the clinical courses of
lung cancer and polymyositis were not parallel, both disease entities subsided. Conclusion. Polymyositis during
lung adenocarcinoma treatment is rare; therefore, it should be considered as a coexisting entity when such pa-
tients exhibit elevated serum CK levels.
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Table 1. Laboratory Findings
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At the onset of myositis

On admission

CK 322 U/1 Antinuclear antibody X 40 WBC 8,100/l TP 5.5 g/dl
CK-MM% 98% Homogeneous X 40 Neu 84.8% Alb 3.1 g/dl
CK-MB% 2% Speckled x40 Ly 6.6% T-bil 0.58 mg/dl
CK-BB% 0% Anti-MDADS antibody negative Mo 74% BUN 14.6 mg/dl

Myoglobin 107 ng/ml Anti-Mi-2 antibody negative Eo 1.1% Cre 046 mg/dl

Aldolase 52 U/1 Anti-TIF1-y antibody negative Ba 0.1% Na 139 mmol/!

Anti-ARS antibody negative RBC 403 x 10%/ul K 44 mmol/!
Anti-MuSK antibody negative Hb 123 g/dl Cl 104 mmol/!
Ht 37.2% Ca 84 mg/dl
PLT 28.4x10%/ul AST 123 U/I
ALT 52 U/1
ALP 177 U/1
LDH 525 U/1

CK 22235 U/1
CRP 0.13 mg/dl
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Figure 1. a) Initial chest X-ray shows a mass in the right upper lung field. b) MRI of the upper body reveals
a high intensity in the proximal muscles and their fascia on STIR imaging. MRI: magnetic resonance imaging,
STIR: short TI inversion recovery.
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Figure 2. Clinical course showing chest X-ray findings focusing on the primary tumor, serum CK levels, and treat-
ments for lung cancer and polymyositis. CK: creatine kinase, EGFR-TKI: epidermal growth factor receptor-tyrosine
kinase inhibitor, PSL: prednisolone, mPSL: methylprednisolone, IVIg: intravenous immunoglobulin.
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