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Case Report

Patient with lung adenocarcinoma has a survival rate of 12+ years.
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We describe a case of an unusual presentation and survival rate of lung adenocarcinoma, stage IIIB in a nonsmoker
Hispanic female. Lung adenocarcinomas are common in Asian women, and it is rare in Hispanics. Once the malignancy was
diagnosed and the metastasis was excluded, treatment with a usual dose of Erlotinib was started. Afterward because of the
side effect of the medication we kept the patient on an unusually low dose of Erlotinib, followed by an obvious diminution
in the primary tumor showed by CT scan. The patient is still surviving for 12 + years.
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Introduction

Non-small cell lung cancer accounts for 80 percent of
lung malignancies. Histologically, lung adenocarcinoma
(AC) accounts for most of the non-small cancer and is the
most common one among nonsmokers.[1,2] Lung
adenocarcinoma is common in Asian women, people under
the age of 45 and it is rare in Hispanics.[3] The 5 years
survival rate for stage IIIB adenocarcinoma is about
26%.[4]

Non–small cell lung cancer is often asymptomatic at
diagnosis and may be found incidentally on imaging
performed for other reasons. If symptoms are present, they
are often related to the specific locations of tumor masses
and the occurrence of paraneoplastic syndromes. The
symptoms of centrally located lesions include cough,
hemoptysis, wheezing, stridor, dyspnea, and post
obstructive pneumonia. Peripheral lesions can cause pain
due to pleural or chest wall invasion, cough, or restrictive

dyspnea.[5] CT scanning is an integral part of the
assessment of patients with lung cancer. Chest CT scans
should also include the upper abdomen to assess two of the
most common sites of metastases (liver and adrenal
glands).[6] The International Society for the Study of Lung
Cancer (IASLC) published a histological classification of
lung adenocarcinomas in 2011.[3] The main interest of
such classification is its prognostic value since histological
type is closely associated with clinical, pathological and
molecular parameters.[7,8]

Invasive lung adenocarcinoma, which is the most
common of cancer is divided into five groups based on
growth pattern and/or shape of a tumor. These are: lepidic,
acinar, papillary, micropapillary and solid. Of these
micropapillary-predominent adenocarcinomas were added
as a new histological subtype and has been reported as an
aggressive variant of adenocarcinoma with a poor
prognosis.[9]

In more than 90% of lung adenocarcinomas cases, two
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or more components exist, for which reason the prognosis
of lung AC varies based on the proportion of each
histopathological component.[10] In addition to
histological pattern, the staging also drives the prognosis of
lung cancer with the presence of metastasis inflicting the
most negative factors. For this reason, it is very important
to confirm or exclude the presence of metastasis
immediately after a diagnosis is known.

In lung cancer, Erlotinib is effective in patients with or
without EGFR mutation but appears to be more effective in
patients with EGFR mutation.[11]

However, we would like to present our case that doesn't
follow the usual presentation and survival rate.

Case presentation

In April 2007, a 69-years old nonsmoking Hispanic
woman without past medical history presented herself to a
family medicine physician after she noticed a lump in the
left side of her neck for four months, increase in size. She
denied loss of weight, loss of appetite, fever, cough,
diarrhea, constipation. Significant physical findings are
multiple adenopathies in the left side of the neck, in
supraclavicular area, mobile, no tenderness, not fix, the
biggest one is four centimeters.

In May 2017 the patient was referred to our Institution
(the internal medicine department at Texas Tech University
Health Sciences Center clinic) for further evaluation. In
May of 2007, a chest computed tomography (CT) scan
without contrast revealed a 1.8 cm spiculated nodule in the
right upper lobe associated with mediastinal and
contralateral supraclavicular adenopathy suggestive of
primary lung neoplasm. To further investigate this finding,
a CT guided needle core biopsy showed poorly
differentiated invasive adenocarcinoma, the focal
peripheral bronchioloalveolar pattern is present.
Immunohistochemistry showed that the tumor cells were

positive for cytokeratin 7, negative for cytokeratin 20,
positive for TTF1, and Ki67 (proliferation rate) was low,
PAS is positive in tumor cells. Bilateral mammogram and
breast ultrasound were normal, they didn't show any
evidence of malignancy in the breast.

CT scan without the contrast of the abdomen and pelvis
was done, it didn't show any further metastasis. A Positron
emission tomography/computerized tomography (PET/CT)
scan excluded additional disease localization, as PET
imaging showed hypermetabolic activity in a 10 mm
retrocaval/paratracheal node with SUVs peaking at 4.8. A
15 mm premarital node hypermetabolic activity with SUV
peaking at 9.6. Uptake in the right hilum shows SUVs
peaking at 5.1. These findings are associated with
hypermetabolic mass in right mid lung zone at the level of
the middle lobe bronchus. Inspection of the
musculoskeletal system shows no convincing PET
evidence for bony sites of malignancy. Therefore, a clinical
diagnosis of lung adenocarcinoma was made, the lung
adenocarcinoma was determined to be clinical stage IIIB
(cT1b, cN3, M0).

The patient was treated with six cycles of
Taxol/Carboplatin. Five months later, a CT scan identified
persistent and large pre-tracheal and left supraclavicular
lymph nodes. The radiological response was evaluated as
stable disease. Testing for EGFR mutations at that time was
in its infancy stage, therefore identifying EGFR mutations
was not critical to inform treatment decisions.[12-14]
Subsequently, the patient was started on second-line
therapy with Erlotinib 150mg daily on Nov 2007. She
showed a good response indicated by CT scan without
contrast in May 06, 2008 as It revealed no evidence of
mediastinal adenopathy only sub-centimeter lymph nodes
in the left supraclavicular region and in the paratracheal
space that have not changed in size or characteristics,
persistent spiculated lesion in the right upper lobe that has
not changed in size or character in relation to the previous
study.

On Jan 2012 the patient developed a scalp rash as a side
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effect of Erlotinib, therefore the dosage was reduced to 100
mg, afterward, the patient still complained from the rash
and the pruritus of the body and the scalp, so the dose was
reduced to 50 mg on Jan of 2015. Currently Patient is on
50 mg of Erlotinib with no progression or new mass in
prospective CT scan. The patient has 12+ years of survival
with stage IIIB lung adenocarcinoma.

Fig. 1 A coronal CT scan in 2007, revealed right upper lobe lung

mass (arrow).

Fig. 2 A coronal CT scan in 2017, after 10 years of therapy showed

minimal scar tissue in the right upper lobe, which is considered as

a complete resolution (arrow).

Fig. 3 An axial section of a CT scan in 2007 showing a 19.3 mm

mass in the left supraclavicular area consistent with lymph node

metastasis (arrow).
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Fig.4 An axial section of a CT scan in 2017 showing a complete

resolution of lymph node metastasis (arrow).

Results

Although Lung adenocarcinoma is less common in the
Hispanic population and has a medium survival rate, our
patient has survived for 12+ years with a diagnosis of lung
invasive adenocarcinoma (T1bN3M0). Currently, the
patient remains on oncological follow-up visit, in October
2017, CT scan showed stable 1 cm spiculated nodule in the
posterior segment of the right upper lobe. No new lung
nodules or lung mass. In October 2018, (PET/CT) scan
showed no scintigraphy evidence of osteoblastic metastatic
disease.

Conclusion

In general, it is commonly known in the medical
literature that overall survival expectancy for patients with
stage IIIB Lung adenocarcinoma is in the ballpark of 12.6
months.[15,16] Our case is a unique case presentation, as

she has been living for more than 12 years with a
nonstandard dose (50 mg) of Erlotinib alone. Most recent
CT scan in July of 2017 showed minimal scar tissue, which
is considered as a complete resolution. As a result, an
obvious diminution in the primary tumor and a remarkable
reduction in the patient's tumor burden were observed
which indicated good control of cancer itself is possible in
this case. Unfortunately, the immunohistochemistry
pictures for the tumor cells and the tissue were unable to be
retrieved for genomic testing as the hospital usually discard
all tissues and immunohistochemistry pictures after 10
years.
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