
Symptom and clinical status Assessment and investigations Management escalation pathway

Suspected IR-myocarditis
CV signs/symptoms 

OR 
troponin + 

OR 
new ECG abnormality

1. Hold ICI therapy + involve a cardiologist
2. Admit & monitor patient to assess for new 

heart block or tachyarrhythmias
3. CV evaluation with troponin, ECG, TTE, CMR 

(with inflammatory sequences) or 68Ga-
DOTATOC-PET-CT or 18FDG-PET-CT

4. Rule out acute coronary syndrome: CT or 
invasive coronary angiography

5. Check for other irAEs (myositis, myasthenia 
gravis, pneumonitis) 

6. Discuss endomyocardial biopsy

If clinically unstable (heart failure, complete heart 
block, ventricular arrhythmias), consider urgent 

coronary angiography and endomyocardial biopsy

LLCG/VZN annotations (13/02/2023): adapted from Haanen et al. 
(Ann Oncol 2022; 33:1217-1238), Lyon et al. (Eur Heart J 
2022;43:4229-4361) and Alexandre et al. (JAHA 2020;9:e018403)

IR-myocarditis = either pathological diagnosis OR clinical diagnosis of troponin elevation with 1 major criterion or 2 minor criteria

Major criterion: cardiac MRI diagnostic of acute myocarditis
Minor criteria:
1. Clinical syndrome  (including any one of the following: fatigue, myalgias, chest pain, diplopia, ptosis, shortness of breath, orthopnea, lower-extremity oedema, 
palpitations, light-headedness/dizziness, syncope, muscle weakness, cardiogenic shock)
2. Ventricular arrhythmia (including cardiac arrest) and/or new conduction system disease
3. Decline in LV systolic function, with or without regional wall motion abnormalities in a non-Takotsubo pattern
4. Other irAE(s), particularly myositis, myopathy, myasthenia gravis
5. Suggestive cardiac MRI (CMR)

Treatment of cardiovascular complications by 
cardiologist, according to ESC guidelines

Treatment of IR-myocarditis: IV methyl-prednisolone 
500-1000 mg daily first 3 days [IV, A]

Uncomplicated IR-myocarditis
Troponin reduction by >50% of peak level & patient 

stable at end of day 3

Complicated IR-myocarditis
CS resistant: troponin rising or <50% reduction from peak 
Haemodynamic instability: heart failure, CHB, cardiogenic 

shock or ventricular arrhythmias

Conversion to oral prednisolone 1 mg/kg/d (max 80 
mg/d) with a reducing schedule of 10 mg/week; weekly 

ECG + troponin monitoring during wean [V, A]

Continue IV methylprednisolone 1000 mg/day
Add 2nd-line immunosuppressive (e.g., tocilizumab or 

MMF; 3rd-line options: ATG, alemtuzumab or abatacept) 
Ongoing treatment of cardiac [V, A]

In most cases, permanently stop ICI therapy.
Multidisciplinary review with oncology and cardio-

oncology before restarting ICI therapy [V, A] In all cases, permanently stop ICI therapy [V, A]


