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A Case Report of Stage IV Lung Cancer with Long Term Survival
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CASE REPORT

ABSTRACT

Introduction: Lung carcinoma is one of the most common 
visceral malignancy and it is the most common cause of can-
cer related death in both men and women; smoking is the most 
common risk factor. 
Case report: Here is a case of 55 years old male chronic 
smoker, with stage IV non small cell lung cancer cytology 
had proven malignant pleural effusion. He received palliative 
chemotherapy, and then on regular follow up we find out brain 
metastasis. He received palliative radiotherapy to brain. Now 
the patient is asymptomatic on follow up. 
Conclusion: The management intent of stage IV lung cancer 
is palliation, where the patient receives palliative chemother-
apy, palliative radiotherapy and surgery if required. Most of 
the data is on curative management of oligo-metastatic non-
small cell lung cancer includes patient with adrenal metastasis 
and some reports with brain metastasis. Stage IV non small 
cell lung cancer long term survival there is only few case re-
ported in early, 
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INTRODUCTION
Lung carcinoma is one of the most common visceral ma-
lignancy, and it is the most common cause of cancer related 
death in both men and women; smoking is the most common 
risk factor.1,2 Most of patients present with lung mass with 
loco-regional lymphadenopathy, cough, hemoptysis, plural 
effusion and wightloss. The diagnosis requires high index 
of suspicion as it can easily confuse with tuberculosis and 
COPD-(Chronic obstructive pulmonary diseases) most of 
the patients present with advanced stage. The management 
of stage IV lung cancer with good performance status is pal-
liative chemotherapy.3

CASE REPORT
A 55year old male presented with history of right side dull 
aching chest pain and dry cough for 3 months, Wight loss 
of 7kg in 2 months, breathing difficulty since 15 days, there 
was no symptoms of hemoptysis, bone pain or lump noticed 
anywhere in body, he was chronic smoker takes 20 cigars per 
day for last 20 years. On evaluation CT (contrast-enhanced 
Computed tomography) of thorax which revealed nodular 
enhancing soft tissue density lesion with irregular margins 
pleural based in upper lobe of right lung eroding the 2nd and 
3rd rib with pre and para tracheal, right hilar subcarinal nodes 
largest 3.5x2.1x6cm with minimal right pleural effusion. 
Pleural fluid cytology was positive for metastatic NSCLC 
(non small cell lung carcinoma) Adenocarcinoma. Metastat-
ic and other routine investigations performed like CT chest 
and upper abdomen, bone scan, serum alkaline phosphatase, 
CBP, RFT, LFT, RBS, HIV-I,II HBsAg.

The patient was diagnosed with non small cell lung carcino-
ma (NSCLC) Adenocarcinoma of right lung T4N2M1a stage 
IV
He received 3 cycles of palliative chemotherapy with inj- 
cisplatin and inj- etoposide. He responded subjectively as 
well as objectively, and then 3 more cycles of palliative 
chemotherapy was given. He was on regular follow up. Af-
ter 2 years, he presented with severe breathing difficulty and 
X-ray chest PA view suggest of massive pleural effusion. He 
was managed symptomatically with ICD (inter costal drain-
age) tube. Then we started tab. geftinib 250 mg OD PO. Pa-
tient was on regular follow up with CT Thorax showing no 
mass lesion and only minimal right pleural effusion.
Then after 3 years in 2014 in February he came with head-
ache, vomiting and one episode of convulsion. On examina-
tion no neurological deficit find out. CT Scan brain show-
ing non homogeneously enhancing solid cystic lesion with 
irregular margins and significant surrounding perilesional 
edema in ipsilateral frontal lobe. Managed symptomatically 
with anti edema measures and given palliative radiotherapy 
of 30Gy in 10 fractions to brain metastasis by 3DCRT (3 
Dimensional conformal radiotherapy) technique with GTV, 
CTV, PTV margins.

DISCUSSION
Non Small Cell Lung Cancer is the leading cause of cancer 
related deaths worldwide. Brain, Bone, Liver and adrenal 
gland are the most common extra pulmonary sites of distant 
metastases.1 20-50% of NSCLC will present with metastat-
ic disease. Stage IV NSCLC has an overall median survival 
time of 7-11 months.2 The standard management of stage IV 
Lung cancer is palliative chemotherapy with platinum based 
combination. Patient presenting with Anorexia, weight loss 
and fatigue have an especially poor prognosis which depicts 
advanced stage and aggressive tumor biology.3 Squamous 
cell carcinoma is associated with a higher probability of 
treatment response than adeno carcinoma.4 Brain metasta-
ses have dismal prognosis without treatment, with median 
survival of 1-2 months.5 Historically whole brain radiother-
apy (WBRT) was the standard of care in the management of 
brain metastases. 75% of patients had symptomatic neuro-
logical improvement with whole brain radiotherapy alone. 
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However, this benefit is short lived with a median survival 
of only 3 – 6 months. Chronic neurological morbidities were 
seen in significant patients on follow up.6 Stereotactic radio 
surgery or stereotactic radiotherapy is an best way of to treat 
for solitary brain metastasis in which high dose of focused 
radiation in a single fraction to a specific target is delivered. 
Recent data suggest that the combined treatment regime sur-
gery and radiotherapy is beneficial for patients with a single 
brain metastasis7,8 Most of the data shows, in stage IV NS-

CLC, the curative management can be done in oligometa-
static patients with adrenal metastasis and brain metastasis. 
Few selected reports showed, lung cancer patients with only 
malignant pleural effusion and no other metastatic site had 
long term survival with chemotherapy.9.10 Only few cases 
were reported in the past with long-term survival of more 
than 5 years in non small cell lung cancer. 

CONCLUSION
The diagnosis of stage IV non small cell lung cancer does 
not necessarily imply that patient has short term survival and 
incurable. To properly select the patients for an aggressive 
treatment regimen, accurate clinical staging, histological 
type and time of metastasis is of prime importance. Only few 
cases were reported in the past with long-term survival of 
more than 5 years in non small cell lung cancer and our case 
was survived more than 5 years.
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Figure-1: CT Scan thorax with minimal right pleural effusion with 
no mass

Figure-2: CT Scan brain showing metastasis mets

Figure-3: Radiotherapy planning of brain


