
* Corresponding author: Bellala Ravishankar 
Department(s) and institution(s) Omega Hospital, Arilova, Health City, Chinagadili, Visakhapatnam, Andhra Pradesh 530040 India. 

Copyright © 2022 Author(s) retain the copyright of this article. This article is published under the terms of the Creative Commons Attribution Liscense 4.0. 

Triple positive lung cancer: A case report  

Bellala Ravishankar *, D Srikanth, BV Madhavi, Tulika Tyagi, B. Prithvi Raj and B Rishik 

Department(s) and institution(s) Omega Hospital, Arilova, Health City, Chinagadili, Visakhapatnam, Andhra Pradesh 
530040 India. 

International Journal of Scientific Research Updates, 2022, 03(01), 029–033 

Publication history: Received on 18 December 2021; revised on 24 January 2022; accepted on 26 January 2022 

Article DOI: https://doi.org/10.53430/ijsru.2022.3.1.0023 

Abstract 

Background: Targeted therapies in nonsmall cell lung cancer has changed the landscape of management and carved 
the disease in to more different sub types. Despite of considerable initial response to 1st generation and 2nd generation 
tyrosine kinase inhibitors patients develop resistance in the due course. Secondary mutations are due to threonine and 
methionine substitution at 790 (T790M) of EGFR. T790M mutation are resistant to 1st and 2nd generation 
TKI.Osimertinib is a irreversible third generation epidermal growth factor receptor tyrosine kinase inhibitor effective 
against EGFR T790M mutation positive lung cancer. Patients are inescapable of developing resistance with Osimertinib 
in spite of initial response and leaving no further definite therapeutic options. In 20-30% patients with osimertinib 
resistance develop EGFR C797S mutation. Our objective is to show the patient journey with primary, secondary 
mutation withT790M and tertiary mutation in C797S. 

Key Messages: Prospective molecular tumor profiling is now the standard of care in the treatment of metastatic NSCLC. 
Re-biopsy or liquid biopsy on progression of first and second line TKI to look for T790M has already been in routine 
practice. Re-biopsy or liquid biopsy on progression of third line TKI and molecular profiling can guide us in further 
management. 
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1 Introduction 

Non-small-cell lung cancer (NSCLC) is one of the leading causes of cancer related deaths [1]. Tyrosine kinase inhibitors 
(TKIs) targeting the epidermal growth factor receptor (EGFR) are effective in management of advanced NSCLC with 
primary mutations in EGFR gene. Major challenge is acquired resistance to the first line TKIs [2,3]. The second-
generation EGFR TKIs have shown promising response in some and many of them eventually develop resistance. It is 
prudent to do re biopsy or a liquid biopsy at the time of clinical progression to detect newer mutations. These acquired 
molecular alterations are associated with resistance to 1st and 2nd generation TKI treatment. The most important 
mechanisms of resistance is development of secondary mutation, T790M mutation in exon 20. It is acquired in about 
50% of cases following 1st generation TKI treatment. Osimertinib is a third-generation covalent EGFR inhibitor that 
targets both the sensitizing EGFR mutations as well as EGFR mutation with T790M. Patients treated with Osimertinib 
also develop resistance attributable to acquired molecular alterations. Resistance mechanisms identified to third-
generation EGFR TKIs(Osimertinib) include acquired EGFR C797S mutation (C797 is the site at which osimertinib binds 
to the EGFR kinase domain), Loss of EGFR T790M, MET and HER2 amplification, YES1 amplification, and acquired 
mutations, including KRAS, PIK3CA, and HER2 are the molecular alterations seen following Osimertinib treatment.  

http://creativecommons.org/licenses/by/4.0/deed.en_US
https://orionjournals.com/ijsru/
https://doi.org/10.53430/ijsru.2022.3.1.0023
https://crossmark.crossref.org/dialog/?doi=10.53430/ijsru.2022.3.1.0023&domain=pdf


International Journal of Scientific Research Updates, 2022, 03(01), 029–033 

30 

2 Case History 

A 58 yr old male presented with history of cough with expectoration and breathing difficulty of 1 month in may 2020. 
He was diagnosed to have adenocarcinoma of the left lung with mediastinal lymphadenopathy, parenchymal nodules in 
both lungs (stage IV). His molecular test revealed EGFR exon 19 deletion(L858R) and raised serum CEA 54 ng/ml. The 
patient was treated with Tab Erlotinib150 mg once daily for 18 months. Patient achieved complete response with 
normal serum CEA. After 18 months of treatment with Erlotinib there were signs of progression. The serum CEA was 
54 ng/ml and FDG avid nodules in both lobes of lung (Fig-1). The patient was given 6 cycles of chemotherapy. Imaging 
was done to assess the disease after 6 cycles of chemotherapy showed persistent lung nodules and the serum CEA 45 
ng/ml was elevated.  

 

Figure 1 FDG PET CT showing disease extent at the start of Osimertinib 

The patient’s serum CEA was surrogate of the disease in this case. The patient was started on 2nd generation TKI (Tab 
Afatinib 40 mg once daily) and there was no conspicuous response to treatment. 

As he failed to show any response to chemotherapy and second generation TKI re-biopsy from the lung lesion was done 
[4,5]. Histopathological diagnosis was undifferentiated carcinoma withnew Mutation T790M on exon 20 and deletion in 
exon 19(Fig 3). Patient was started on Tab Osimertinib 80 mg once daily.which was tolerated well and there was good 
radiological response on CT scans(Fig-2)  and serum CEA was came back to normal value. Patient continued Osimertinib 
for 30 months. After 30 months of therapy with osimertinib, the lesions in left lower lobes were increased in size and 
serum CEA raised to 61.8 ng/ml. The patient underwent biopsy following progression on therapy. After biopsy patient 
was found to acquired third mutation C797S, T790M and exon 19 deletion (Fig4). This individual has primary mutation, 
secondary mutation and tertiary mutation that is Triple positive lung cancer. 
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Figure 2 FDG PET CT showing good response at 24 months on Osimertinib 

 

Figure 3 Molecular profiling on re-biopsy after progression on 2nd line TKI 
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Figure 4 Molecular profiling on re-biopsy after progression on 3rd line TKI 

3 Discussion 

The most prevalent mechanisms of acquired EGFR-TKI resistance are the EGFR T790M mutation, PIK3CA mutation, 
MET amplification and EMT . In present case, molecular test for primary tumor demonstrated existence of TKI sensitive 
mutation and it indeed obtained good response to Erlotinib. The presence of T790M mutation in recurrent lesions may 
explain the EGFR-TKI resistance reasonably because of the lacking of T790M mutation in the original lesions. Most 
distinct feature of the recurrent tumor was poorly differentiated tumor. Patient had excellent response to Osimertinib 
for 30 months. He acquired EGFR C797Smutation and developed resistance to osimertinib. As the patient has C797S the 
options are very limited he was given option of chemotherapy with Osimertinib + Gefitinib. The total journey of this 
patient is about 11 years and it is hard to believe a patient with metastatic lung cancer survived for this long.  

 Concerning triple-mutant EGFR NSCLC (activating-mutation/T790M/C797S), new avenues for treatment strategies 
have been hypothesized from preclinical studies. A newC797S mutant-selective inhibitor EAI045 has shown 
encouraging preclinical activity in combination with cetuximab, but only in patients with EGFR L858R activating 
mutation [6,7]. when C797S emerged in trans of the T790M allele, tumors remain sensitive to first- and third generation 
EGFR-TKI combinations, whereas tumors remain broadly resistant if C797S emerged in the cis position of T790M allele. 
A cis allelic position of C797S mutation with the T790M allele was observed in 66% (8/12) of cases (with available 
information), supporting 

the clinical relevance of this EGFR-TKI combination strategy.New combinations are being assessed both in the first-line 
setting and after progression on Osimertinib to attempt to prevent and reverse resistance to Osimertinib, respectively. 
The combination of Osimertinib and Savolitinib, an MET inhibitor, has shown activity in patients with MET amplification 
after EGFR TKI therapy with Erlotinib, Afatinib, Gefitinib, or Osimertinib. Other combinations that are being assessed 
include Osimertinib and Bevacizumab, Osimertinib and Selumetinib, Osimertinib and Dasatinib among others.  

4 Conclusion 

Prospective molecular biology is now the standard of care in treatment of non-small cell lung cancer. Re biopsy of 
progressive disease, if possible, otherwise liquid biopsy to look for any new mutation especially T790M after 1st line 
targeted therapies. Patients progressing on Osimertinib needs further evaluation of new mutations to modify the 
treatment. 



International Journal of Scientific Research Updates, 2022, 03(01), 029–033 

33 

Compliance with ethical standards 

Acknowledgments 

We would like to thank our oncology team , Lab medicine department of the institute for helping us to do this case study. 
We would like to thank all the patients who are part of this study. 

Disclosure of conflict of interest 

We declare that there is no conflict of interest regarding this study.  

Statement of informed consent 

Informed written consent was taken from patient’s next of kin (Son). 

References 

[1] Torre LA, Bray F, Siegel RL, et al. Global cancer statistics, 2012.CaCancer J Clin. 2015; 65(2): 87–108.  

[2] Mitsudomi T, Morita S, Yatabe Y, et al. Gefitinib versus cisplatin plusdocetaxel in patients with non-small-cell lung 
cancer harbouringmutationsof the epidermal growth factor receptor (WJTOG3405): an openlabel, randomised 
phase 3 trial. Lancet Oncol. 2010; 11(2): 121–128. 

[3] Rosell R, Carcereny E, Gervais R, et al. Erlotinib versus standard chemotherapyas first-line treatment for 
European patients with advanced EGFR mutation-positive non-small-cell lung cancer (EURTAC): a 
multicentre,open-label, randomised phase 3 trial. Lancet Oncol. 2012; 13(3): 239–246. 

[4] Hata A, Katakami N, Yoshioka H, Takeshita J, Tanaka K,Nanjo S, Fujita S, Kaji R, Imai Y, Monden K, Matsumoto 
T,Nagata K, Otsuka K, et al. Rebiopsy of non-small cell lungcancer patients with acquired resistance to epidermal 
growthfactor receptor-tyrosine kinase inhibitor: Comparisonbetween T790M mutation-positive and mutation-
negativepopulations. Cancer. 2013; 119: 4325–4332.14. 

[5] Janne PA, Yang JC, Kim DW, Planchard D, OheY, Ramalingam SS, Ahn MJ, Kim SW, Su WC, Horn L, HaggstromD, 
Felip E, Kim JH, et al. AZD9291 in EGFRinhibitor-resistant non-small-cell lungcancer. The NewEngland journal of 
medicine. 2015; 372: 1689–1699. 

[6] Jia Y, Yun C-H, Park E, et al. Overcoming EGFR(T790M) andEGFR(C797S) resistance with mutant-selective 
allosteric inhibitors. Nature. 2016; 534(7605): 129–132.7 

[7] Wang S, Song Y, Liu D. EAI045: the fourth- generation EGFR inhibitorovercoming T790M and C797S resistance. 
Cancer Lett. 2017; 385: 51–54. 

 

 


