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SUMMARY
Immune checkpoint inhibitors (ICIs) have been 
increasingly used in the treatment of various advanced 
cancers; however, therapy can be complicated by 
immune- related adverse events (irAEs). We present the 
case of a man in his 40s, with metastatic melanoma 
treated with nivolumab immunotherapy who developed 
ICI- induced diabetes mellitus (ICI- DM). Hyperglycaemia 
in the absence of ketoacidosis was incidentally noted 
when he presented to the emergency department for 
review of an urticarial rash. Further testing, including 
haemoglobin A1c and C- peptide level, confirmed his 
presentation was most consistent with ICI- DM and he 
was commenced on appropriate diabetes treatment. This 
report aims to detail an atypical presentation of ICI- DM 
and to highlight the importance of clinician awareness in 
identifying this irAE in patients receiving ICIs.

BACKGROUND
Developments in targeted immunotherapy have 
resulted in marked improvements in outcomes and 
survival in patients with various advanced cancers. 
The two main subclasses of immune checkpoint 
inhibitors (ICIs) are programmed death- 1 receptor 
(PD- 1) inhibitors including programmed death- 
ligand 1 (PD- L1) inhibitors and second subclass 
cytotoxic T lymphocyte- associated antigen 4 
(CTLA- 4) inhibitors. ICIs reverse negative immune 
regulation and promote the immune response 
towards targeting cancer cells. However, they can 
also lead to immune- related adverse events (irAEs) 
in any organ system, with endocrinopathies being 
among those more commonly reported.1 ICI- 
induced diabetes mellitus (ICI- DM) is one such 
endocrinopathy and has particular clinical signifi-
cance as the majority of patients present in diabetic 
ketoacidosis (DKA) and require lifelong treatment 
with insulin therapy.2 ICI- DM has been reported 
with PD- 1 and PD- L1 inhibitors and rarely with 
CTLA- 4 inhibitors.2 3

Nivolumab, a PD- 1 inhibitor, is approved for the 
treatment of metastatic melanoma, non- small cell 
lung cancer, mesothelioma, renal cell carcinoma 
and head, neck and oesophageal squamous cell 
carcinoma. This report details a case of ICI- DM 
identified due to hyperglycaemia without ketoac-
idosis in a patient receiving nivolumab immuno-
therapy for metastatic melanoma.

CASE PRESENTATION
A man in his 40s presented to the emergency depart-
ment of a regional hospital with a 2- day history of 
generalised urticarial rash.

He was diagnosed with a melanoma on his 
upper back a year prior and had metastases in the 
left axillary, subpectoral and bilateral cervical 
lymph nodes identified on PET scan at the time 
of diagnosis. The melanoma was BRAF posi-
tive and the primary was unresectable. He was 
referred to medical oncology and commenced 
on nivolumab/ipilimumab, a combination of 
PD- 1 and CTLA- 4 inhibitors. His baseline endo-
crine workup prior to initiation of treatment, 
which included morning cortisol, thyroid func-
tion tests (TFTs) and random blood glucose, was 
unremarkable.

His initial combination therapy involved four 
doses of ipilimumab (3 mg/kg) with nivolumab 
(1 mg/kg), and he was subsequently continued 
on monthly nivolumab, receiving 13 doses 
prior to presentation. He experienced a local-
ised erythematous rash 2 weeks after his first 
dose of immunotherapy, however had no rashes 
with subsequent doses. Throughout his immu-
notherapy, his routine monitoring blood results 
remained stable (including TFTs, cortisol, 
monthly random blood glucose) and within 
normal limits.

His other medical history included rectal 
adenocarcinoma for which he had undergone 
local resection, hypertension, obesity class 
3 with BMI of 39 kg/m2 and sinusitis. Aside 
from the monthly nivolumab, his only other 
medication was amlodipine, which had been 
commenced a week prior to presentation. He 
had a documented adverse drug reaction to 
valsartan, which was an acute kidney injury.

On examination, he appeared generally well 
with a Glassgow Coma Scale of 15. He was 
afebrile, heart rate was 100 bpm, blood pressure 
was 150/90 mm Hg, respiratory rate was 16/min, 
oxygen saturation was 98% on room air. He was 
obese with weight of 125.5 kg, height of 180 cm 
and BMI of 39 kg/m2. He had a widespread, 
blanching, erythematous maculopapular rash 
across his axillae, chest, back, face and arms. His 
examination was otherwise unremarkable.

INVESTIGATIONS AND DIAGNOSIS
Bedside investigations showed a blood glucose 
level of 18.1 mmol/L and ketones 0.4 mmol/L. 
His urinalysis showed large glycosuria 
(>1000 mg/dL) but was otherwise unremark-
able. Formal laboratory investigation results are 
included in table 1.

His presentation was discussed with his 
medical oncology team and the rash was consid-
ered unlikely to be related to nivolumab due to 
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the timeline. He was admitted for further investigation and 
commenced on antihistamines and topical steroid cream. 
Oral steroids were withheld due to concerns of dampening 
the effects of immunotherapy, as requested by medical 
oncology.

Due to the abrupt onset of hyperglycaemia, ICI- DM was 
considered, and this was supported by an haemoglobin A1c 
(HbA1c) that was disproportionate to the level of hypergly-
caemia (results in table 2). C- peptide level, islet autoantibodies 
and an endocrinopathy screen were also performed.

TREATMENT
Dermatology was consulted and the rash was thought to be 
a drug reaction to amlodipine. Biopsies were taken and a 
dermatology clinic referral was made. The biopsies were 
later found to be consistent with the clinical suspicion of a 
lichenoid drug eruption. Candesartan replaced amlodipine 
for the management of the patient’s hypertension.

For his new diagnosis of diabetes, metformin and insulin 
glargine were commenced, and the patient was referred to 
the outpatient endocrinology clinic and diabetes educator. 

The patient continued nivolumab therapy as scheduled the 
following week.

OUTCOME AND FOLLOW-UP
On further endocrine follow- up, the patient’s HbA1c has 
remained persistently elevated (11.6% at 3 months and 
8.4% at 12 months). His insulin regimen was escalated 
accordingly and he continues on a basal- prandial regime 
with insulin glargine and insulin aspart. Metformin was also 
continued and semaglutide was commenced for his central 
adiposity and inadequate glycaemic control.

DISCUSSION
PD- 1 is expressed on T lymphocytes and when activated by 
its ligands, PD- L1 or PD- L2, inhibits cell proliferation as 
part of ‘self- tolerance’.4 Cancer cells can express PD- L1 to 
exploit this self- tolerance, hence the role of PD- 1 and PD- L1 
inhibitors in reactivating the antitumour immune response.2

The pathogenesis of ICI- DM has not been fully eluci-
dated; however, the role of the PD- 1/PD- L1 pathway in the 
development of T1DM in non- obese diabetic (NOD) mouse 
models is well established.5 NOD mice with a knockout of 
PD- 1 or PD- L1, or those exposed to PD- 1 or PD- L1 mono-
clonal antibodies, are predisposed to developing T1DM with 
lymphocytic infiltration of pancreatic islets.6 PD- L1 upregu-
lation in islet cells has been found in NOD mice during the 
progression of diabetes, and in human islets from T1DM 
organ donors.7 This is thought to represent a self- tolerance 
mechanism to reduce autoimmune destruction of islet cells 
and may explain why PD- 1 and PD- L1 inhibitor therapy can 
induce diabetes mellitus.2

The incidence of immune- related endocrinopathies with 
ICI has been reported to be approximately 10% in system-
atic reviews. Among these, thyroid toxicities are the most 
common, and while new onset diabetes mellitus was initially 
thought to be rare, cases have increasingly reported resulting 
in variable prevalence up to 2%.3 4 8 Primary thyroid 
dysfunction is common with both PD- 1 and CTLA- 4 inhibi-
tors, whereas ICI- DM and hypophysitis are more commonly 
associated with PD1 immunotherapy.9 10 In our case, the 
patient had completed initial PD- 1/CTLA- 4 dual therapy 
and continued on PD1- monotherapy.9 10

There have been wide discrepancies in the time from 
ICI initiation to diabetes onset, with a systematic review 
by Liu et al reporting a median onset time of 12 weeks 
(range 0–122).4 11 Another systematic review by Akturk et 
al reported a median of 10.5 weeks (range 0.71–64) for 
nivolumab.8 Lo Preiato et al noted that approximately half 
of the reported ICI- DM cases occurred within the third cycle 
or 8th week, and 16.5% after the 12th cycle.4 In our case, 
ICI- DM was detected approximately 1 year (51 weeks) after 
initiation of treatment.

Significant hyperglycaemia is suggested to occur rapidly 
and the majority of reported cases of ICI- DM have been in 
patients presenting in DKA.4 11 12 HbA1c is generally lower 
than 10% at time of diagnosis and C- peptide levels are 
either undetectable or inappropriately low for the degree of 
hyperglycaemia.2 4 13 There are increasing articles evaluating 
the role of C- peptide in aiding diagnosis and monitoring 
of ICI- DM given the proposed mechanism of autoimmune 
destruction of pancreatic islet cells. Some authors have 
suggested interval testing of C- peptide level to confirm 
which patients will require lifelong insulin therapy and one 

Table 1 Laboratory results on day of admission

Parameters Results Laboratory range

Haemoglobin, g/L 149 135–180

White cell count, 109/L 7.1 4.0–11.0

Platelets, 109/L 246 140–400

Sodium, mmol/L 127 135–145

Potassium, mmol/L 4.7 3.5–5.2

Chloride, mmol/L 92 95–110

Bicarbonate mmol/L 27 22–32

Anion gap, mmol/L 8 4–13

Urea, micromole/L 7.7 2.1–7.1

Creatinine, micromole/L 124 60–110

eGFR, mL/min/1.73 m2 59 > 60

C- reactive protein, mg/L 4.5 <5

Erythrocyte sedimentation rate, mmL/hr <5 <10

eGFR, estimated glomerular filtration rate.

Table 2 Additional laboratory results

Parameters Results Laboratory range

Glucose, mmol/L 27.6

Haemoglobin A1c, % 7.1 4.3–6.0

Thyroid stimulating function, mU/L 1.0 0.3–4.5

Free T4, pmol/L 13 7.0–17

Zinc transporter 8 (ZnT8) antibodies, RU/mL <10 <10

Glutamic acid decarboxylase antibody, units/mL <5.0 <5.0

Insulin antibody- 2 antibody, units/mL <15.0 <15.0

C- peptide, nmol/L 0.6 0.3–1.4

Anti- tissue transglutaminase, CU 3 <20

Morning cortisol, nmol/L 310

Insulin- like growth factor−1, nmol/L 21 9.2–29

Adrenocorticotrophic hormone, ng/L 10 10–50

2 Methoxy tyramine 47 pmol/L 47 <120

Plasma normetadrenaline, pmol/L 553 120–1300

Metadrenaline 250 pmol/L (20–540) 250 20–540

Supine aldosterone/renin ratio 23 <55
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longitudinal study reported no difference in C- peptide level 
from baseline to diagnosis of ICI- DM between patients with 
and without ICI- DM.4 14 15 Insulin therapy was eventually 
ceased in a few cases where C- peptide levels were normal, 
B- cell function was preserved and ICI therapy was discon-
tinued indefinitely.16 17

ICI- DM has been reported with both positive and nega-
tive T1DM- associated autoantibodies, with at least one 
autoantibody being present in 40%–50% of cases.4 12 13 Of 
these, GAD antibody positivity is the most common and has 
additionally been correlated with a shorter time to onset of 
ICI- DM.8 11 18 Similarly, the relevance of T1DM- associated 
human leucocyte antigen (HLA) loci to ICI- DM requires 
further clarification.4 13 HLA DR4 was only detected in 
49.3% of cases, and in some cases, protective phenotypes for 
T1DM were present.4 There is insufficient data to determine 
whether a family history of diabetes or an elevated BMI is 
associated with an increased risk of ICI- DM.4

There is variability in the recommended endocrinopathy 
monitoring investigations for patients receiving immunotherapy, 
however blood glucose level monitoring, thyroid function 
testing and assessment for adrenal insufficiency are gener-
ally advised.19 20 Additionally, it has been recommended that 
patients are informed about symptoms of hyperglycaemia to 
promote early recognition of ICI- DM.2 4 Clinician awareness of 
this potential irAE is also important, given our patient did not 
present with such symptoms and hyperglycaemia was an inci-
dental finding.

Once identified, management of ICI- DM should follow stan-
dard local guidelines for DKA and insulin- dependent diabetes 
mellitus. PD- 1 immunotherapy can often be restarted once an 
insulin regimen is instituted and stabilised.19–21

CONCLUSION
In conclusion, with the increasing use of ICIs in cancer manage-
ment, it is anticipated that the incidence and prevalence of 
ICI- DM will continue to rise. Further research is required to 
identify the most appropriate screening tests for early identifi-
cation of ICI- DM, with an aim to prevent acute complications 
such as DKA, and to guide optimal long- term management of 
this condition. Current guidelines recommend discussion with 
patients around the potential for ICI- DM prior to initiation of 
therapy, and regular blood glucose monitoring while patients are 
receiving ICIs.

Learning points

 ► Immune checkpoint inhibitor- induced diabetes mellitus 
(ICI- DM) has increasingly been reported with prevalence 
up to 2%, and the majority of patients present in diabetic 
ketoacidosis and require lifelong insulin therapy.

 ► Clinicians should be aware of this immune- related 
endocrinopathy to prompt early identification with 
appropriate testing (eg, blood glucose level, haemoglobin 
A1c, C- peptide), to reduce the risk of patients presenting in 
diabetic ketoacidosis and facilitate appropriate initiation of 
insulin treatment and subsequent monitoring.

 ► ICI- DM may present atypically without overt signs or 
symptoms of hyperglycaemia or ketoacidosis.

Contributors Supervised by AZI. Patient was under the care of AZI. Report was 
written by AZI, HG and WXT.

Funding The authors have not declared a specific grant for this research from any 
funding agency in the public, commercial or not- for- profit sectors.

Competing interests None declared.

Patient consent for publication Consent obtained directly from patient(s)

Provenance and peer review Not commissioned; externally peer reviewed.

Open access This is an open access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY- NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non- commercially, 
and license their derivative works on different terms, provided the original work 
is properly cited and the use is non- commercial. See: http://creativecommons.org/ 
licenses/by-nc/4.0/.

Case reports provide a valuable learning resource for the scientific community and 
can indicate areas of interest for future research. They should not be used in isolation 
to guide treatment choices or public health policy.

REFERENCES
 1 Postow MA, Sidlow R, Hellmann MD. Immune- related adverse events associated with 

immune checkpoint blockade. N Engl J Med 2018;378:158–68. 
 2 Elshimy G, Raj R, Akturk HK, et al. Immune checkpoint inhibitors related endocrine 

adverse events. In: Endotext. 2022.
 3 Wright JJ, Salem J- E, Johnson DB, et al. Increased reporting of immune checkpoint 

inhibitor- associated diabetes. Diabetes Care 2018;41:e150–1. 
 4 Lo Preiato V, Salvagni S, Ricci C, et al. Diabetes mellitus induced by immune 

checkpoint inhibitors: type 1 diabetes variant or new clinical entity? Review of the 
literature. Rev Endocr Metab Disord 2021;22:337–49. 

 5 Ansari MJI, Salama AD, Chitnis T, et al. The programmed death- 1 (PD- 1) pathway 
regulates autoimmune diabetes in nonobese diabetic (NOD) mice. J Exp Med 
2003;198:63–9. 

 6 Rui J, Deng S, Arazi A, et al. β cells that resist immunological attack develop during 
progression of autoimmune diabetes in NOD mice. Cell Metab 2017;25:727–38. 

 7 Wang J, Yoshida T, Nakaki F, et al. Establishment of NOD- pdcd1-/- mice as an efficient 
animal model of type I diabetes. Proc Natl Acad Sci U S A 2005;102:11823–8. 

 8 Akturk HK, Kahramangil D, Sarwal A, et al. Immune checkpoint inhibitor- induced type 
1 diabetes: a systematic review and meta- analysis. Diabet Med 2019;36:1075–81. 

 9 Kassi E, Angelousi A, Asonitis N, et al. Endocrine- related adverse events associated 
with immune- checkpoint inhibitors in patients with melanoma. Cancer Med 
2019;8:6585–94. 

 10 Byun DJ, Wolchok JD, Rosenberg LM, et al. Cancer immunotherapy- immune 
checkpoint blockade and associated endocrinopathies. Nat Rev Endocrinol 
2017;13:195–207. 

 11 Liu J, Shi Y, Liu X, et al. Clinical characteristics and outcomes of immune checkpoint 
inhibitor- induced diabetes mellitus. Transl Oncol 2022;24:101473. 

 12 Stamatouli AM, Quandt Z, Perdigoto AL, et al. Collateral damage: 
insulin- dependent diabetes induced with checkpoint inhibitors. Diabetes 
2018;67:1471–80. 

 13 Clotman K, Janssens K, Specenier P, et al. Programmed cell death- 1 inhibitor- induced 
type 1 diabetes mellitus. J Clin Endocrinol Metab 2018;103:3144–54. 

 14 Basak EA, de Joode K, Uyl TJJ, et al. The course of C- peptide levels in patients 
developing diabetes during anti- PD- 1 therapy. Biomed Pharmacother 
2022;156:113839. 

 15 Leighton E, Sainsbury CA, Jones GC. A practical review of C- peptide testing in 
diabetes. Diabetes Ther 2017;8:475–87. 

 16 Ohara N, Kobayashi M, Ikeda Y, et al. Non- insulin- dependent diabetes mellitus 
induced by immune checkpoint inhibitor therapy in an insulinoma- associated 
antigen- 2 autoantibody- positive patient with advanced gastric cancer. Intern Med 
2020;59:551–6. 

 17 Hansen E, Sahasrabudhe D, Sievert L. A case report of insulin- dependent diabetes as 
immune- related toxicity of pembrolizumab: presentation, management and outcome. 
Cancer Immunol Immunother 2016;65:765–7. 

 18 Gauci M- L, Laly P, Vidal- Trecan T, et al. Autoimmune diabetes induced by PD- 1 
inhibitor- retrospective analysis and pathogenesis: a case report and literature review. 
Cancer Immunol Immunother 2017;66:1399–410. 

 19 Haanen J, Carbonnel F, Robert C, et al. Management of toxicities from 
immunotherapy: ESMO clinical practice guidelines for diagnosis, treatment and 
follow- up. Ann Oncol 2017;28:iv119–42. 

 20 Brahmer JR, Abu- Sbeih H, Ascierto PA, et al. Society for Immunotherapy of Cancer 
(SITC) clinical practice guideline on immune checkpoint inhibitor- related adverse 
events. J Immunother Cancer 2021;9:e002435. 

 21 Schneider BJ, Naidoo J, Santomasso BD, et al. Management of immune- related 
adverse events in patients treated with immune checkpoint inhibitor therapy: ASCO 
guideline update. J Clin Oncol 2021;39:4073–126. 

 on A
pril 18, 2024 by guest. P

rotected by copyright.
http://casereports.bm

j.com
/

B
M

J C
ase R

ep: first published as 10.1136/bcr-2022-253696 on 3 A
pril 2023. D

ow
nloaded from

 

http://creativecommons.org/licenses/by-nc/4.0/
http://creativecommons.org/licenses/by-nc/4.0/
http://dx.doi.org/10.1056/NEJMra1703481
http://dx.doi.org/10.2337/dc18-1465
http://dx.doi.org/10.1007/s11154-020-09618-w
http://dx.doi.org/10.1084/jem.20022125
http://dx.doi.org/10.1016/j.cmet.2017.01.005
http://dx.doi.org/10.1073/pnas.0505497102
http://dx.doi.org/10.1111/dme.14050
http://dx.doi.org/10.1002/cam4.2533
http://dx.doi.org/10.1038/nrendo.2016.205
http://dx.doi.org/10.1016/j.tranon.2022.101473
http://dx.doi.org/10.2337/dbi18-0002
http://dx.doi.org/10.1210/jc.2018-00728
http://dx.doi.org/10.1016/j.biopha.2022.113839
http://dx.doi.org/10.1007/s13300-017-0265-4
http://dx.doi.org/10.2169/internalmedicine.3208-19
http://dx.doi.org/10.1007/s00262-016-1835-4
http://dx.doi.org/10.1007/s00262-017-2033-8
http://dx.doi.org/10.1093/annonc/mdx225
http://dx.doi.org/10.1136/jitc-2021-002435
http://dx.doi.org/10.1200/JCO.21.01440
http://casereports.bmj.com/


4 Zand Irani A, et al. BMJ Case Rep 2023;16:e253696. doi:10.1136/bcr-2022-253696

Case report

Copyright 2023 BMJ Publishing Group. All rights reserved. For permission to reuse any of this content visit
https://www.bmj.com/company/products-services/rights-and-licensing/permissions/
BMJ Case Report Fellows may re-use this article for personal use and teaching without any further permission.

Become a Fellow of BMJ Case Reports today and you can:
 ► Submit as many cases as you like
 ► Enjoy fast sympathetic peer review and rapid publication of accepted articles
 ► Access all the published articles
 ► Re-use any of the published material for personal use and teaching without further permission

Customer Service
If you have any further queries about your subscription, please contact our customer services team on +44 (0) 207111 1105 or via email at support@bmj.com.

Visit casereports.bmj.com for more articles like this and to become a Fellow

 on A
pril 18, 2024 by guest. P

rotected by copyright.
http://casereports.bm

j.com
/

B
M

J C
ase R

ep: first published as 10.1136/bcr-2022-253696 on 3 A
pril 2023. D

ow
nloaded from

 

http://casereports.bmj.com/

	Immune checkpoint inhibitor-induced diabetes mellitus with nivolumab
	Summary
	Background
	Case presentation
	Investigations and diagnosis
	Treatment
	Outcome and follow-up
	Discussion
	Conclusion
	References


