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Symptomatic colon metastasis from primary lung cancer is rare in clinical practice. We report the case of a 58-year-old patient with advanced lung adenocarcinoma who developed abdominal symptoms, including abdominal distention and difficulty defecating, after immunotherapy and chemotherapy. The patient was diagnosed with lung adenocarcinoma, and systemic positron emission tomography-computed tomography confirmed multiple lymph node, pleural, and adrenal metastases. Molecular detection indicated BRAF V600E mutation and high programmed death-ligand 1 (PD-L1) expression. After first-line anti-programmed cell death protein 1 immunotherapy combined with chemotherapy, the nodes in the chest remarkably diminished. However, it was followed by colon obstruction, incomplete ileus, and bone metastasis. Endoscopic histological examination confirmed adenocarcinoma but could not identify primary or secondary tumors due to insufficient tissue. We performed colon resection to remove the obstruction, and postoperative tissue pathological microscopy confirmed metastasis from the lung adenocarcinoma. We corroborated the BRAF V600E mutation and high PD-L1 expression and supported the molecular features of lung adenocarcinoma. During hospitalization, the patient presented with unbearable pain in the bone metastases, and palliative radiotherapy was administered. Then, the patient received dabrafenib plus trametinib as the second-line therapy. This report discusses the clinical characteristics, pathology, imaging, molecular profile assessments, and treatment of primary lung adenocarcinoma with colon metastasis.
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Introduction

Non-small cell lung cancer (NSCLC) accounts for approximately 80% of all lung cancer cases, and nearly half of patients with NSCLC have distant metastases at first diagnosis. The most common metastases sites are the brain, bone, liver, adrenal glands, and lungs (1). Colonic metastases are extremely rare. According to previous reports, the postmortem detection rate of gastrointestinal metastasis from NSCLC ranges from 4.6% to 12.2%. However, the incidence rate of colon metastasis with clinical symptoms is approximately 0.1%, and most of these metastases come from lung squamous cell carcinoma (2–9). Colon metastases are associated with poor clinical outcomes. With the recent development of targeted drugs, tumor molecular profile assessment guides appropriate targeted therapies and significantly improves the overall survival of patients with advanced metastatic lung cancer. Somatic activating BRAF V600E mutations have been found in 1–2% of patients with lung adenocarcinoma. BRAF inhibitors, in combination with MEK inhibitors, have become effective molecular targeting agents for patients with BRAF-mutant lung cancer (10). Here, we report a rare case of a patient with a BRAF V600E mutation who presented with colon metastases of primary lung adenocarcinoma and intestinal symptoms.



Case Description

A 58-year-old woman presented with symptoms of dyspnea, cough, and chest tightness in December 2020. Echocardiography revealed that the patient’s pericardium contained a large amount of effusion. Pericardiocentesis was performed, and exfoliative cytology was considered malignant. A positron emission tomography-computed tomography (PET-CT) scan showed active metabolic activity in the right lower lobe of the lung, multiple lymph nodes, adrenal gland, pleura, and thyroid per the cancer manifestation (Figures 1A, B). A biopsy of the right cervical lymph node was then performed for further diagnosis. Immunohistochemical results of the tissue specimen were positive for CK, CK7, CK19, TTF-1, and napsin A (Figure 1C) and negative for CK20, TG, AFP, HepPar1, GPC-3, GATA-3, CD56, CgA, and Syn, which supported the diagnosis of metastasis from lung adenocarcinoma. As TTF-1 is also a marker of thyroid cancer marker (11), and PET-CT also showed metabolic activity in the thyroid gland. We performed a thyroid puncture and excluded the possibility of thyroid cancer. Further molecular detection suggested no alterations in the EGFR, ALK, RET, MET, ROS-1, ERBB2, KRAS and NTRK oncogenes. However, we detected the BRAF V600E mutation and high programmed death-ligand 1 (PD-L1) expression (tumor proportion score ≥ 50%) (Figure 3A).




Figure 1 | Diagnosis of lung adenocarcinoma using PET and pathology. (A) PET-CT scan revealing active metabolic activity in the right lower lobe of the lung, multiple lymph nodes, adrenal gland, pleura and thyroid. (B) PET-CT image of thyroid and lung lesions. (C) Pathological image of lymph node biopsy confirming lung adenocarcinoma.



The patient refused targeted therapy, and due to high PD-L1 expression, we administered carrelizumab and pemetrexed plus carboplatin dual drug chemotherapy for six cycles. It was followed by maintenance with carrelizumab plus pemetrexed for six cycles. During immunochemotherapy, chest enhanced CT showed that the perihilar lesions were partially responsive according to RECIST 1.1 (12).

The patient was readmitted with symptoms including difficulty defecating, abdominal distension, nausea, and vomiting in October 2021. A new PET-CT scan revealed that the malignant neoplastic lesions in the thorax reduced remarkably. However, the lesions in the distal ileum, ileocecum, and ascending colon occurred concomitant with bone metastases (Figures 2A, B). Endoscopic histological examination confirmed adenocarcinoma. However, we could not perform immunohistochemical assessments due to insufficient tissues. Because of the symptoms of refractory intestinal obstruction, the patient underwent a palliative right hemicolectomy and a gastrojejunostomy for abdominal malignancy. Subsequent histopathology revealed that ileocecal and colonic masses were moderately differentiated adenocarcinomas that exhibited positive immunoreactivities for CK7, napsin A, TTF-1, and Villin but were negative for CK20 (Figure 2C). Immunohistochemistry of the patient’s postoperative colon mass specimen supported colon metastasis from the lung adenocarcinoma. As colon metastasis from lung cancer is very rare, we speculated whether the secondary colon tumor had the same molecular features as the primary tumor. Further molecular testing suggested that BRAF V600E mutation was also present in the postoperative specimen, and PD-L1 was also highly expressed during testing (Figure 3B). Based on the above results, the patient was diagnosed with lung adenocarcinoma with colon, multiple lymph node, and multiple bone metastases.




Figure 2 | Diagnosis of colon metastasis from lung adenocarcinoma. (A) PET-CT scan showed the effects of first-line immunochemotherapy. (B) Representative PET-CT image of colon metastasis. (C) Pathological image of postoperative colon mass notarized colon metastasis of lung adenocarcinoma.






Figure 3 | PD-L1 expression and timeline. (A) PD-L1 expression in lymph node biopsy tissues. (B) PD-L1 expression in the postoperative colon mass specimen. (C) Timeline of accessory examination、adverse events and their management during treatment.



Our patient had an excellent postoperative recovery but experienced excruciating pain due to the bone metastases in her lower back and lower limbs during hospitalization. Subsequently, the patient was treated with palliative radiotherapy for sacral and bilateral iliac metastases. Based on the BRAF V600E mutation, she received dabrafenib plus trametinib as second-line therapy (Figure 3C).



Discussion

Lung cancer is one of the most common primary malignancies with non-small cell lung cancer accounting for approximately 80% of all lung cancer cases. According to the tissue structure, it can be divided into adenocarcinoma, squamous cell carcinoma, and large cell carcinoma. Approximately 40% of new patients with NSCLC have distant metastases at initial diagnosis (13). The most common sites of NSCLC are the brain (47%), bone (36%), liver (22%), adrenal glands (15%), and lung (11%) (1). According to previous reports, the incidence of gastrointestinal metastasis from lung cancer ranges from 4.6% to 12.2% in postmortem studies (2–5, 7, 9), which is common. However, symptomatic colon metastasis is very rare in clinical studies, with an incidence of approximately 0.1% (8), and lung squamous cell carcinoma is more prone to colon metastasis than lung adenocarcinoma.

The most common clinical presentation of colon metastases in lung cancer patients is abdominal pain due to intestinal obstruction and constipation, which is consistent with the abdominal symptoms in our patient (6). In addition, colon metastases can cause other abdominal symptoms such as diarrhea, bloody stool, intestinal perforation, polyps, and intussusception. Patients with lung cancer often present with colorectal masses on colonoscopy or abdominal CT after the onset of these symptoms. The rarity of colorectal metastasis also poses challenges for the early diagnosis and treatment of patients with advanced lung cancer.

A histological examination can efficiently distinguish between primary and secondary colon cancer. In immunohistochemical staining, CK7 and CK20 are widely used to distinguish tumors of different origins. Primary lung cancer is usually positive for CK7 and negative for CK20 expression. The immune profile of primary colon cancer is positive for CK20 and negative for CK7 (14). In addition, specific markers of lung and colon tumor origin, such as TTF-1 and CDX2, can play roles in the differential diagnosis. Approximately 80% of lung adenocarcinomas express TTF-1 and napsin A, and approximately 90% express at least one of the two markers. Most importantly, TTF-1 and napsin A have almost no co-occurrence in non-pulmonary adenocarcinoma cases (15–18).

Moreover, CDX2, a homeobox gene involved in intestinal differentiation, is expressed in adenocarcinomas of the gastrointestinal tract and other organs. Therefore, specific markers such as TTF-1, napsin A, CDX2, CK7, and CK20 can be used to differentiate between colon metastasis and primary colon cancer. In our case, colon mass immunohistochemistry was positive for CK7, napsin A, and TTF-1 and negative for CK20, supporting the diagnosis of colonic metastasis of primary lung adenocarcinoma.

Most patients with lung cancer do not have colon metastases until after the onset of abdominal symptoms, resulting in a worse 5-year survival rate. Therefore, early diagnosis of metastasis is of great clinical significance for surgery and palliative treatment, which can effectively improve quality of life and shorten the length of hospital stay (6). Histological examination remains the gold standard for tumor diagnosis. Colonoscopy is sufficient to detect colon metastases in patients with primary lung adenocarcinoma presenting abdominal symptoms. Whole-body PET-CT, which is more sensitive than CT, can diagnose distant occult metastasis in patients with lung cancer. PET-CT imaging characteristics combined with tumor markers detection contributes to the diagnosis of benign and malignant lesions, tumor staging, post-treatment efficacy, and enhancing the accuracy of detecting metastases after NSCLC treatment, reducing the likelihood of delayed diagnosis or misdiagnosis. A study of 95 patients with NSCLC confirmed that the sensitivity, accuracy, specificity, positive predictive value, and negative predictive value of a PET-CT were higher than those of the serum carcinoembryonic antigen test (19). Therefore, regular reviews of PET-CTs and continuous monitoring of tumor markers are necessary for patients with primary lung cancer for early assessment and treatment. However, the role of PET-CT in gastrointestinal metastasis of primary lung cancer needs to be assessed in more cases.

It is worth mentioning that we identified a BRAF V600E mutation and high PD-L1 expression in both primary lung cancer tissue and metastatic colon tissue in our patient. BRAF is a serine/threonine kinase downstream of KRAS in the Ras-RAF-MEK-ERK signaling pathway (20). BRAF phosphorylates MEK and promotes tumor cell growth, proliferation, and survival when activated. In clinical studies, BRAF mutations are divided into V600E and non-V600E and occur mainly in melanoma, metastatic colorectal cancer, and papillary thyroid cancer (21–23). The incidence of BRAF mutations in NSCLC is relatively low and ranges from 1% to 3% (24). A study of the clinical characteristics of patients with NSCLC who had BRAF mutations showed that non-smokers predominated in the V600E mutation subgroup (25). No association was observed between sex, age, histology, tumor stage, or performance status with BRAF mutation type. However, most patients with BRAF mutations are diagnosed at an advanced stage and have metastatic disease at the initial diagnosis (26). Per PET-CT and tissue biopsy, our patient was found to have multiple systemic malignant lesions, including metastatic colon carcinoma and papillary thyroid carcinoma. This finding may indicate that patients with NSCLC who have BRAF mutations require a more comprehensive assessment of metastases in the clinic.

Several previous studies have observed that patients with NSCLC who have BRAF mutations may have shorter disease-free, progression-free, and overall survival (27–30). However, recent studies have shown that patients with BRAF V600E mutations have a better prognosis (31). This discrepancy may be related to the fact that the currently available BRAF kinase inhibitors only act on functional mutations of p-V600E. BRAF inhibitors combined with MEK inhibitors, are more effective than monotherapy for treating patients with BRAF mutations (32). Notably, BRAF mutation in NSCLC is associated with high levels of PD-L1 expression.

In contrast to other driver oncogenes, BRAF mutation has no negative impact on susceptibility to immunotherapy (31, 33). However, the combination or choice of BRAF/MEK inhibitors and immunotherapy has not yet been determined. The effectiveness and safety of anti-BRAF-targeted therapy in BRAF-mutated lung adenocarcinoma with colon metastasis are still unclear in clinical practice owing to the limited number of cases. Therefore, large-scale clinical exploration of multiple treatment strategies is necessary. To our knowledge, this is the first reported case of BRAF V600E mutation in primary lung adenocarcinoma with colon metastasis.

Our patient received periodic chemotherapy and immunotherapy with carrelizumab plus pemetrexed after the first molecular detection of BRAF V600E mutation and high PD-L1 expression. The treatment result was significant, and the burdens of the primary tumor and cervical lymph node metastases were generally reduced. However, colon and bone metastases developed. Therefore, dabrafenib plus trametinib was chosen as second-line therapy.

BRAF V600E mutations in colon metastasis from primary lung adenocarcinoma is extremely rare. Pathological immunohistochemistry and molecular testing can assist in distinguishing between colon metastasis and primary colon cancer. According to previous case reports, early detection and surgical intervention can reduce hospital stay, improve quality of life, and improve survival in patients with colon metastasis from primary lung adenocarcinoma. More studies are needed to clarify the efficacy and risks of targeted therapy and immunotherapy in patients with advanced cancer who have BRAF V600E mutations.
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Supplementary Figure 1 | Imaging results in the period between diagnosis and metastasis(red arrow: lung adenocarcinoma). (A) CT image before Camrelizumab+Alimta+Carboplatin. (B) CT image after Camrelizumab+Alimta+Carboplatin. (C) CT image after Camrelizumab+Alimta.

Supplementary Figure 2 | Laboratory results in the period between diagnosis and metastasis. (A) Graph showing the dynamics of CEA tumor marker response during treatment. (B) Graph showing the dynamics of CA125 tumor marker response during treatment. (C) Graph showing the dynamics of CA153 tumor marker response during treatment.



References

1. Azevedo, CR, Cezana, L, Moraes, ES, Begnami, MD, Paiva Júnior, TF, Dettino, AL, et al. Synchronous thyroid and colon metastases from epidermoid carcinoma of the lung: case report. Sao Paulo Med J (2010) 128:371–4. doi: 10.1590/S1516-31802010000600011

2. Antler, AS, Ough, Y, Pitchumoni, CS, Davidian, M, and Thelmo, W. Gastrointestinal metastases from malignant tumors of the lung. Cancer (1982) 49:170–2. doi: 10.1002/1097-0142(19820101)49:1<170::AID-CNCR2820490134>3.0.CO;2-A

3. Burbige, EJ, Radigan, JJ, and Belber, JP. Metastatic lung carcinoma involving the gastrointestinal tract. Am J Gastroenterol (1980) 74:504–6.

4. Hasegawa, N, Yamasawa, F, Kanazawa, M, Kawashiro, T, Kikuchi, K, Kobayashi, K, et al. [Gastric metastasis of primary lung cancer]. Nihon Kyobu Shikkan Gakkai Zasshi (1993) 31:1390–6.

5. McNeill, PM, Wagman, LD, and Neifeld, JP. Small bowel metastases from primary carcinoma of the lung. Cancer (1987) 59:1486–9. doi: 10.1002/1097-0142(19870415)59:8<1486::AID-CNCR2820590815>3.0.CO;2-W

6. Parker, NA, McBride, C, Forge, J, and Lalich, D. Bowel obstruction caused by colonic metastasis of lung adenocarcinoma: a case report and literature review. World J Surg Oncol (2019) 17:63. doi: 10.1186/s12957-019-1611-y

7. Stenbygaard, LE, and Sørensen, JB. Small bowel metastases in non-small cell lung cancer. Lung Cancer (1999) 26:95–101. doi: 10.1016/S0169-5002(99)00075-6

8. Tamura, T, Kurishima, K, Nakazawa, K, Kagohashi, K, Ishikawa, H, Satoh, H, et al. Specific organ metastases and survival in metastatic non-small-cell lung cancer. Mol Clin Oncol (2015) 3:217–21. doi: 10.3892/mco.2014.410

9. Yoshimoto, A, Kasahara, K, and Kawashima, A. Gastrointestinal metastases from primary lung cancer. Eur J Cancer (2006) 42:3157–60. doi: 10.1016/j.ejca.2006.08.030

10. Arbour, KC, and Riely, GJ. Systemic therapy for locally advanced and metastatic non-small cell lung cancer: A review. Jama (2019) 322:764–74. doi: 10.1001/jama.2019.11058

11. Christophe-Hobertus, C, Lefort, A, Libert, F, and Christophe, D. Functional inactivation of thyroid transcription factor-1 in PCCl3 thyroid cells. Mol Cell Endocrinol (2012) 358:36–45. doi: 10.1016/j.mce.2012.02.013

12. Eisenhauer, EA, Therasse, P, Bogaerts, J, Schwartz, LH, Sargent, D, Ford, R, et al. New response evaluation criteria in solid tumours: revised RECIST guideline (version 1.1). Eur J Cancer (2009) 45:228–47. doi: 10.1016/j.ejca.2008.10.026

13. Yang, J, Peng, A, Wang, B, Gusdon, AM, Sun, X, Jiang, G, et al. The prognostic impact of lymph node metastasis in patients with non-small cell lung cancer and distant organ metastasis. Clin Exp Metastasis (2019) 36:457–66. doi: 10.1007/s10585-019-09985-y

14. Chu, PG, and Weiss, LM. Keratin expression in human tissues and neoplasms. Histopathology (2002) 40:403–39. doi: 10.1046/j.1365-2559.2002.01387.x

15. Kaufmann, O, and Dietel, M. Thyroid transcription factor-1 is the superior immunohistochemical marker for pulmonary adenocarcinomas and large cell carcinomas compared to surfactant proteins a and b. Histopathology (2000) 36:8–16. doi: 10.1046/j.1365-2559.2000.00801.x

16. Lau, SK, Luthringer, DJ, and Eisen, RN. Thyroid transcription factor-1: a review. Appl Immunohistochem Mol Morphol (2002) 10:97–102. doi: 10.1097/00129039-200206000-00001

17. Rossi, G, Cavazza, A, Sturm, N, Migaldi, M, Facciolongo, N, Longo, L, et al. Pulmonary carcinomas with pleomorphic, sarcomatoid, or sarcomatous elements: a clinicopathologic and immunohistochemical study of 75 cases. Am J Surg Pathol (2003) 27:311–24. doi: 10.1097/00000478-200303000-00004

18. Rossi, G, Marchioni, A, Milani, M, Scotti, R, Foroni, M, Cesinaro, A, et al. TTF-1, cytokeratin 7, 34betaE12, and CD56/NCAM immunostaining in the subclassification of large cell carcinomas of the lung. Am J Clin Pathol (2004) 122:884–93. doi: 10.1309/9W8D3XCVLRA3858A

19. Mu, Y, Gui, J, Lang, Z, Ren, C, Yan, L, Liu, H, et al. Information feedback of (18)F-FDG PET/CT computer imaging combined with tumor markers on recurrence and metastasis of non-small cell lung cancer. J Infect Public Health (2020) 13:1336–41. doi: 10.1016/j.jiph.2019.06.027

20. Garnett, MJ, and Marais, R. Guilty as charged: B-RAF is a human oncogene. Cancer Cell (2004) 6:313–9. doi: 10.1016/j.ccr.2004.09.022

21. Sosman, JA, Kim, KB, Schuchter, L, Gonzalez, R, Pavlick, AC, Weber, JS, et al. Survival in BRAF V600-mutant advanced melanoma treated with vemurafenib. N Engl J Med (2012) 366:707–14. doi: 10.1056/NEJMoa1112302

22. Tol, J, Nagtegaal, ID, and Punt, CAJ. BRAF mutation in metastatic colorectal cancer. N Engl J Med (2009) 365:869. doi: 10.1056/NEJMc0904160

23. Xing, M. BRAF mutation in thyroid cancer. Endocr Relat Cancer (2005) 12:245–62. doi: 10.1677/erc.1.0978

24. Pao, W, and Girard, N. New driver mutations in non-small-cell lung cancer. Lancet Oncol (2011) 12:175–80. doi: 10.1016/S1470-2045(10)70087-5

25. Perrone, F, Mazzaschi, G, Minari, R, Verzè, M, Azzoni, C, Bottarelli, L, et al. Multicenter observational study on metastatic non-small cell lung cancer harboring BRAF mutations: Focus on clinical characteristics and treatment outcome of V600E and non-V600E subgroups. Cancers (Basel) (2022) 14:2019. doi: 10.3390/cancers14082019

26. Dagogo-Jack, I, Martinez, P, Yeap, BY, Ambrogio, C, Ferris, LA, Lydon, C, et al. Impact of BRAF mutation class on disease characteristics and clinical outcomes in BRAF-mutant lung cancer. Clin Cancer Res (2019) 25:158–65. doi: 10.1158/1078-0432.CCR-18-2062

27. Cardarella, S, Ogino, A, Nishino, M, Butaney, M, Shen, J, Lydon, C, et al. Clinical, pathologic, and biologic features associated with BRAF mutations in non-small cell lung cancer. Clin Cancer Res (2013) 19:4532–40. doi: 10.1158/1078-0432.CCR-13-0657

28. Ding, X, Zhang, Z, Jiang, T, Li, X, Zhao, C, Su, B, et al. Clinicopathologic characteristics and outcomes of Chinese patients with non-small-cell lung cancer and BRAF mutation. Cancer Med (2017) 6:555–62. doi: 10.1002/cam4.1014

29. Marchetti, A, Felicioni, L, Malatesta, S, Grazia Sciarrotta, M, Guetti, L, Chella, A, et al. Clinical features and outcome of patients with non-small-cell lung cancer harboring BRAF mutations. J Clin Oncol (2011) 29:3574–9. doi: 10.1200/JCO.2011.35.9638

30. Paik, PK, Arcila, ME, Fara, M, Sima, CS, Miller, VA, Kris, MG, et al. Clinical characteristics of patients with lung adenocarcinomas harboring BRAF mutations. J Clin Oncol (2011) 29:2046–51. doi: 10.1200/JCO.2010.33.1280

31. Wiesweg, M, Preuß, C, Roeper, J, Metzenmacher, M, Eberhardt, W, Stropiep, U, et al. BRAF mutations and BRAF mutation functional class have no negative impact on the clinical outcome of advanced NSCLC and associate with susceptibility to immunotherapy. Eur J Cancer (2021) 149:211–21. doi: 10.1016/j.ejca.2021.02.036

32. Mu, Y, Yang, K, Hao, X, Wang, Y, Wang, L, Liu, Y, et al. Clinical characteristics and treatment outcomes of 65 patients with BRAF-mutated non-small cell lung cancer. Front Oncol (2020) 10:603. doi: 10.3389/fonc.2020.00603

33. Dudnik, E, Peled, N, Nechushtan, H, Wollner, M, Onn, A, Agbarya, A, et al. BRAF mutant lung cancer: Programmed death ligand 1 expression, tumor mutational burden, microsatellite instability status, and response to immune check-point inhibitors. J Thorac Oncol (2018) 13:1128–37. doi: 10.1016/j.jtho.2018.04.024



Publisher’s note: All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.

Copyright © 2022 Luo, Mou, Wang, Luo, Peng, Ye and Lin. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.


OEBPS/Images/fimmu.2022.970879_cover.jpg
’ frontiers l Frontiers in Immunology

Colon metastasis from lung
adenocarcinoma with BRAF
V600E mutation: A case report





OEBPS/Images/fimmu-13-970879-g001.jpg
A
2020-12—‘

SR HE .. 55 ¢ NapsinA

e TTE-1 TG





OEBPS/Images/logo.jpg
, frontiers | Frontiers in Immunology





OEBPS/Text/toc.xhtml


  

    Table of Contents



    

		Cover



      		

        Colon metastasis from lung adenocarcinoma with BRAF V600E mutation: A case report

      

        		

          Introduction

        



        		

          Case Description

        



        		

          Discussion

        



        		

          Data availability statement

        



        		

          Ethics statement

        



        		

          Author contributions

        



        		

          Funding

        



        		

          Acknowledgments

        



        		

          Conflict of interest

        



        		

          Supplementary material

        



        		

          References

        



      



      



    



  



OEBPS/Images/fimmu-13-970879-g003.jpg
Cancer
evolution

Cancer
treatment

Diagnosis

T1bN3M1c VB 3

(Nov 2020)

Adverse
event

AEs treatment

Accessory
examination

First line:
Cam-MTA-CBP
8¢

PET-CT

1H
Molecular Testing

TPS250%

cT

PR SD

Maintenance
Cam-MTA
6 cycles

Chemotherapy
s

o
Fosaprepitant:
150mg
before Chemotherapy

9

7B

TPS250%

PD
palliative radiotherapy
Right Hemicolectomy for bilateral iliac bones  Dabrafenib-Trametinib
° ° L4
i i H
i { {
° ) ®
Dec
e
2021
Colon metastasis cancer pain in
bilateral iliac bones
o
Incadronate Disodium:
Smg
Enteroscopy
IHC
PET-CT
Molecular Testing

AE: Adverse event; PR: Partial response; PD: Progression of disease; SD: Stable disease.
Cam: Camrelizumab; MTA: Alimta; CBP: Carboplatin





OEBPS/Images/crossmark.jpg
©

2

i

|





OEBPS/Images/fimmu-13-970879-g002.jpg
A
2020-12-0;

2021-10-12.”

Napsin A

_ i
4
«.‘sl“

Iy A





