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Fig. 1 Imaging findings. (A) CT scan of the chest on admission showed a mass
lesion in S'*2 of the left upper lobe. (B) PET demonstrated a high uptake at the
primary site and mediastinal lymph nodes.
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Fig. 2 Clinical treatment course. CRT was started in September 20XX. The primary tumor in the left upper lobe was re-
duced to PR. The patient was treated with durvalumab for one year from November 20XX. CT in February 20XX+2
showed local recurrence in the left upper lobe, and CDDP + PEM + BEV was introduced in March of the same year. In
August 20XX+3, pleural dissemination, mediastinal lymph node enlargement, and multiple lung metastases appeared,
and nivolumab was started. Eight courses were completed; multiple lung metastases reduced in number, but pericardial
effusion and pleural effusion increased. The patient was hospitalized and underwent pericardial drainage. However, due
to the deterioration of her general condition, she was given best supportive care only. CRT: chemoradiotherapy, PR: par-
tial response, CDDP: cisplatin, PEM: pemetrexed, BEV: bevacizumab, S-1: tegafur/gimeracil/oteracil, DTX: docetaxel,
RAM: ramucirumab, Nab-PTX: nab-paclitaxel, BSC: best supportive care.
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Abstract

A case of HER2-mutation-positive locally advanced non-small cell
lung cancer treated with durvalumab after chemoradiotherapy

Yuko Sasaki, Hisashi Tanaka, Tomonori Makiguchi,
Yuri Kobori, Haruka Odagiri and Sadatomo Tasaka
Department of Respiratory Medicine, Hirosaki University Graduate School of Medicine

Consolidation therapy with durvalumab after chemoradiotherapy has been standard treatment for patients
with stage III, locally advanced non-small cell lung cancer (NSCLC). However, there have been few reports about
its efficacy for patients with driver mutations. Notably, it remains unclear whether durvalumab is effective for
patients with locally advanced NSCLC harboring HERZ mutation.

A 65-year-old female was referred to our hospital because of an abnormal shadow on her chest roentgeno-
gram. We made a diagnosis of adenocarcinoma (cT2aN3MO0, Stage IIIB) and treated the patient with definitive
chemoradiotherapy followed by durvalumab for one year. After 15 months, she developed disease recurrence.
After the sixth-line treatment, she died 3 years and 3 months after the start of durvalumab treatment.



