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 Clinical Course 
 65yo M with a 30 pack-year smoking history and previously diagnosed stage IV non-small cell 

(squamous cell) lung cancer who presented in January 2020 with progressive semi-solid and thick 
liquid dysphagia. The patient was previously diagnosed and treated for advanced stage non-small 
cell lung carcinoma with metastases to the mediastinum, contra-lateral lung, extra-thoracic 
lymph nodes, vertebrae, and brain.  

 During his evaluation, CT scan documented a large right lower lobe lung mass; cervical, bilateral 
supraclavicular, calcified superior mediastinal, and right hilar adenopathy; proximal esophageal 
dilation; and a suspicious T10 pedicular fracture. Upper gastro-intestinal (UGI) evaluation 
included a barium swallow demonstrating a 2.7cm narrowing of the mid-esophagus suspicious for 
extrinsic compression associated with calcified mediastinal lymphadenopathy vs a primary 
esophageal mass. An upper endoscopy (EGD) documented extrinsic compression of the mid 
esophagus with no visible intraluminal defects and an incidental 1cm centrally ulcerated lesion 
within the gastric body for which diagnostic biopsy with pathologic evaluation confirmed  a 
poorly differentiated invasive adenocarcinoma. 

 Given his previous diagnosis of stage IV squamous cell bronchogenic carcinoma, new progressive 
solid/liquid dysphagia, and a second primary adenocarcinoma malignancy, palliative management 
options were advised, including placement of a percutaneous gastrostomy feeding (PEG) tube for 
nutritional supplementation and outpatient combination therapy with Pembrolizumab and 
Ramucirumab. Following his hospital discharge, approximately 10.6 months (318 days) following 
his initial tissue diagnosis, the patient passed away. 

Image A: Coronal CT showing a large right lower lobe squamous cell carcinoma 
mass with fissural fluid, a pleural effusion, and bulky calcified mediastinal and right 

hilar adenopathy with extensive emphysema. 

Image B: Barium swallow showing narrowing of the 
mid esophagus approximately 2.7cm in length with 

shouldering of oral contrast. 

Discussion 
  

The mortality statistics for lung cancer exceed that of colon, breast, and pancreatic cancer 
combined, with non-small cell lung carcinoma accounting for the majority and associated 
with a one-year survival rate of <50% and a 5-year survival rate of <18%1. Per 
GLOBOCAN 2018 data, gastric carcinoma is the third most lethal cancer, accounting for 
approximately 783,000 deaths in 2018. 
In addition to a known stage IV squamous cell carcinoma of the lung, biopsy of a 1cm 
ulcerated lesion in the gastric body revealed a second primary invasive gastric 
adenocarcinoma. The mechanism of this patient’s dysphagia was attributed to malignant 
extrinsic esophageal compression, but further diagnostic endoscopic ultrasound (EUS) was 
deferred, leaving us to question whether his symptoms were due to progression of his 
pulmonary malignancy or from metastatic advancement of his newly identified gastric 
adenocarcinoma.  
Despite the absence of a mediastinal tissue diagnosis, the patient consented to palliative 
immuno-chemotherapy with a combination of Pembrolizumab and Ramucirumab. 
Pembrolizumab, a monoclonal antibody against lymphocytic PD-1 receptors, is approved 
for the treatment of metastatic non-small cell lung cancer and gastric adenocarcinoma with 
PD-L1 positivity3. Ramucirumab, a monoclonal antibody against VEGFR2, was approved 
by the FDA in 2014 for the treatment of both non-small cell lung carcinoma and gastric 
adenocarcinoma.  
 

 
Statistical Comparison 
  

From this patient’s initial pulmonary symptoms of mild dyspnea and recurrent right pleural 
effusions in 2018 to the diagnosis of his second primary gastric adenocarcinoma and 
eventual mortality in 2020, a <3-year survival was seen from his initial presentation.  
Per the National Cancer Institute’s SEER Cancer Statistics Review, individuals in the United 
States diagnosed with metastatic non-small cell lung carcinoma have a 5-year survival of 
~6%. Non-cardia gastric adenocarcinoma carries a 5-year survival of ~44% with surgical 
resection and a 5-year survival of~18% without.  
Many new and novel chemotherapeutic and biologic regimens have demonstrated a 
prolongation of median overall survival, with the KEYNOTE-407 Pembrolizumab and 
REVEL Ramucirumab trials supporting a prolongation of approximately 28% and 13%, 
respectively; however, multiple factors, such as the individual staging characteristics, 
receptor status, baseline health, and performance status, must be considered when estimating 
the benefit of any therapy3,4.  
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