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Long-Term Survival of a 
Patient With Late-Stage 

Non-Small Cell Lung Cancer
Lao-Tzu Allan-Blitz; and Leila Hashemi, MD

After not responding to chemotherapy and monoclonal antibody therapy, a patient with 
late-stage non-small cell lung cancer benefited from treatment with erlotinib.

L
ung cancer is the leading cause of cancer death 
in the world, with non-small cell lung cancer 
(NSCLC) a significant component of those 
deaths.1,2 Treatments for advanced-stage NSCLC, 

however, are limited. Erlotinib, a small-molecule tyro-
sine kinase inhibitor of epidermal growth factor receptor 
(EGFR), has aided in advancing NSCLC therapy. Erlo-
tinib has been shown to increase survival by 2 months 
compared with placebo in a phase 3, randomized con-
trolled trial when used as second- or third-line therapy.3 

The authors present a case of a man surviving almost 
8 years with late-stage NSCLC on treatment with er-
lotinib at the VA West Los Angeles Medical Center 
(WLAMC).

CASE REPORT
Mr. J is a 59-year-old man with a medical history of hepa-
titis C. He smoked 2 packs of cigarettes a day for 25 years 
and quit in 2003. He also had a known history of IV drug 
use. He was unaware of his family history because he was 
adopted, but his twin sister, who has no known medical 
problems, is also a smoker. In 2005, when Mr. J was eval-
uated for treatment options of long-standing hepatitis C 
with liver ultrasound, a large, irregular right adrenal mass 
was found, measuring 6.4 x 3.5 cm. A subsequent posi-
tron emission tomography (PET) scan identified a lung 
nodule measuring 3.8 x 3.6 x 3.3 cm. A biopsy guided 
by computed tomography (CT) showed NSCLC. Subse-

quently, metastases to the liver and adrenal glands were 
noted, and Mr. J was started on chemotherapy. He re-
ceived 4 cycles of carboplatin 725 mg and gemcitabine 
2,000 mg as well as a thoracotomy and left upper lung 
wedge resection in December 2005. His pain was con-
trolled with slow-release morphine 15 mg 2 times per day 
and oxycodone 5 mg and acetaminophen 325 mg 4 times 
per day as needed for breakthrough pain. 

In 2006, after 4 cycles of chemotherapy, the size of 
the adrenal mass and the lung mass had decreased; 
however, he developed new abdominal pain. A CT scan 
showed new intrahepatic and extrahepatic biliary dila-
tation and worsening pancreatic function. He could not 
tolerate the recommended endoscopic ultrasound and 
left WLAMC, later presenting to an outside hospital for 
his abdominal pain. 

At the outside hospital, 2 masses that were surgically 
removed from the head of the pancreas were confirmed 
to be EGFR-positive NSCLC, and he was given 4 cy-
cles of cisplatin and irinotecan at unknown doses. The 
only adverse effects (AEs) Mr. J reported during this pe-
riod were nausea and vomiting immediately after chemo-
therapy. He failed to respond to this treatment and was 
started on bevacizumab, also at an unknown dose. The 
patient again did not respond and was transitioned to er-
lotinib 150 mg daily. The patient showed remarkable re-
sponse, with lesions decreasing in size. 

The patient returned to the WLAMC with multiple ul-
cerated lesions on his face, chest, back, and extremities 
and hair loss, which he reported all began within weeks 
of starting erlotinib. Later, he also developed tricho-
megaly, also presumed to be a consequence of erlotinib. 

Mr. Allan-Blitz is a medical student and Dr. Hashemi is an assistant profes-
sor of clinical medicine at the David Geffen School of Medicine, University 
of California Los Angeles. Dr. Hashemi is also a physician at the VA Greater 
Los Angeles Healthcare System in California.
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Despite these AEs, erlotinib was continued at the same 
dose, given his impressive response to this treatment, the 
absence of response to other therapy, and the patient’s in-
sistence on continuing the medication.

Of note, after his transition to the outside hospital, Mr. 
J and his family paid all his medical expenses because he 
had no insurance. His family was very supportive, and 
the patient described their motivation and support as par-
amount in his receiving treatment. 

In 2008, Mr. J presented to a dermatologist and was 
treated with cleocin solution. Although this helped to 
control his symptoms, the rash persisted. As a complica-
tion of these lesions, he also experienced several super-
infections for which he was treated with cephalexin. At 
this same time, a PET scan showed no evidence of dis-
ease. He presented to the pain service for persistent chest 
wall pain around the surgical site, and his pain regimen 
was changed to slow-release morphine 200 mg 3 times 
per day and morphine sulfate solution 20 mg/mL 80 mg 
every 4 hours for breakthrough pain. 

The PET scans, which were repeated every 3 months 
after Mr. J resumed treatment at WLAMC, showed con-
tinued absence of disease. In 2009, when he presented to 
the hospital with pneumonia, a PET scan showed 2 new 
areas of tracer uptake measuring 1 cm. His chest wall 
was irradiated, but radiation therapy was stopped after 
the biopsy returned benign. In 2015, an annual PET scan 
showed only evidence of postsurgical changes.

DISCUSSION
The benefits of EGFR therapy have been established 
for treatment of late-stage NSCLC, but such therapy 
has limitations. For advanced-stage NSCLC, erlotinib 
has been shown to improve disease-free progression 
by 2.7 to 3.25 months and overall survival by 6.7 to 
7.9 months.4-6 However, 1-year survival estimates remain 
as low as 35.0 to 37.7%,5,6 and its utility as first-line ther-
apy has been questioned; randomized control trials have 
shown EGFR therapy to be of benefit only as second- 
or third-line therapy, when used with platinum-based 
chemotherapeutics.3,4 The few reports of complete re-
sponse, however, have not included a definition of du-
ration of survival.5,6 

Occasionally, there have been reports of patients sur-
viving for significantly longer periods, including 1 re-
port of a patient who survived with complete remission 
for 2 years.7 In another case report, a patient experienced 
partial remission for more than 1 year with erlotinib as 
a third-line therapy.8 Although several reports indicated 

prolonged survival with erlotinib, or induction of com-
plete remission of metastasis, survival has not been lon-
ger than 2 years.9-12 

Important considerations for use of erlotinib are fac-
tors that predict a positive treatment response, includ-
ing female sex, no previous exposure to tobacco, Asian 
origin, and adenocarcinoma on histologic examina-
tion.3,13 Mr. J did not meet any of these criteria. Inter-
estingly, one study examining characteristics predictive 
of a positive response to erlotinib did not show that 
EGFR gene mutations were associated with response, 
although other studies have shown this to be a signifi-
cant predictor of response.3,14,15 

In this patient, his impressive response to erlotinib 
was most likely augmented by the presence of the EGFR 
mutation. Additionally, some reports indicate that pre-
treatment with platinum-based therapy can induce 
genetic changes resulting in EGFR mutations, thus en-
abling the benefit of erlotinib.10 Given that his biopsy re-
sults were not tested for the EGFR mutation prior to 
initiating carboplatin, this is a possibility.

Other factors specific to Mr. J that may have influ-
enced his response to therapy include his personal 
wealth, which may have given him direct access to phy-
sicians outside the VA. His family support also may have 
motivated him to pursue and continue treatment, thus 
augmenting his survival. This support likely contributed 
in large part to his continuing erlotinib therapy despite 
the severe rash, hair loss, and trichomegaly. Other AEs as-
sociated with long-term erlotinib therapy include follicu-
litis, diarrhea, fatigue, and paronychia,although Mr. J did 
not experience these.16

CONCLUSION
Mr. J continues to follow up regularly at WLAMC. To the 
authors’ knowledge, this patient’s 8 year survival is the 
longest length of survival for any patient with NSCLC on 
erlotinib therapy. While the therapeutic benefits of erlo-
tinib as a second-line therapy have been shown,  EGFR 
therapy may be more effective than previously thought. 
Further research is needed to fully understand the bene-
fits of erlotinib.  ●

Author disclosures 
The authors report no actual or potential conflicts of interest 
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Disclaimer
The opinions expressed herein are those of the authors and 
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do not necessarily reflect those of Federal Practitioner, 
Frontline Medical Communications Inc., the U.S. Govern-
ment, or any of its agencies. This article may discuss unla-
beled or investigational use of certain drugs. Please review 
complete prescribing information for specific drugs or drug 
combinations—including indications, contraindications, 
warnings, and adverse effects—before administering phar-
macologic therapy to patients.
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