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Abstract

Durvalumab is an evidence-based consolidation option for limited-stage small-cell lung cancer
without progression after concurrent platinum-based chemoradiotherapy. Real-world care may
involve sequential treatment, adapted dosing, interruptions, and limited follow-up imaging.

Aim. To describe symptoms, functional recovery, treatment exposure, and safety after
durvalumab following sequential platinum-etoposide chemotherapy and thoracic radiotherapy.

Materials and Methods. This CARE-compliant report reviewed the clinical record, treatment
chronology, imaging, ECOG performance status (ECOG PS), symptoms, and adverse events. Written
informed consent was obtained.

Case Presentation. A 54-year-old current non-smoker with minimal remote tobacco exposure
had right-lung small-cell carcinoma recorded as cT2aN1MO, stage 1I1B. Non-contrast brain MRI on 1
December 2024 reported no intracranial mass. He received six courses of platinum-etoposide followed
by sequential thoracic radiotherapy (60 Gy). Durvalumab 500 mg was administered intravenously
every 2 weeks. Six infusions were delivered from 3 February to 5 June 2026, with a 66-day gap
between infusions 4 and 5.

Results. Cough, exertional dyspnea, and chest pain decreased, while ECOG PS improved from
2 to 1. Grade 1 pruritus was managed symptomatically; no grade 3—4 immune-related adverse events
were documented. Interim '® F-FDG PET/CT after four infusions showed predominantly post-
radiation thoracic changes and new metabolically active foci in the left acetabulum and C7 vertebral
body. Possible progression remained unconfirmed because dedicated follow-up imaging and
RECIST-compatible measurements were unavailable. Baseline brain MRI did not report metastases,
but sensitivity was limited without contrast and no post-treatment brain imaging was available.
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Conclusion. Durvalumab was accompanied by symptomatic and functional improvement with
acceptable short-term tolerability. PET/CT did not establish an objective response and revealed
indeterminate osseous foci requiring confirmation. This case describes treatment feasibility and
tolerability but does not demonstrate tumour control or anticancer efficacy.

Keywords: small-cell lung cancer; limited-stage disease; durvalumab; sequential
chemoradiotherapy; immunotherapy; ECOG performance status; symptom control; case report
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Anpaarna

[lekTeyni caTbliarbl YCaK >Kacyllaibl ©KIe OObIpbIHAA Oip Me3riije >Kypri3uireH IuiaTuHa
HETI31HJEerT XMMHOCOYJeNiK €MHEeH KeliH aypy yaeMmece, AypBalyMaONeH KOHCOIUIALUSIIBIK
TepanusHBIH TUIMALIII JonenneHred. HakTel Toxipubene eMHIH PeTTi KYpri3ulyi, >KeprilikTi
Jo3anay, y3iaictep koHe Oakpliay OeifHeNneyiHiH MeKTeyIUlIr Ke3aecei.

Maxkcartsl. PeTTi miuaTnHa-3Tomo3u1 XUMHOTEPATHSICHl MEH TOPAKaJIbIbl COYJIETIK TepanusiaH
KeWiH aypBaiymal anfaH HAlUEHTTErl CUMITOMJAp AMHAMMKACBIH, (DYHKUIMOHAJIIBIK KaJIIbIHA
KeJy/Il, €M SKCTIO3UIIUSACHIH KOHE KaYIMNCI3IIKTI CUTIATTaYy.

Marepuanmap men omictep. CARE karmpaTtrapbiHa coiikec KIMHHUKAIBIK Ky)KaTTama, €M
XpoHonoruscel, OeitHeney Hotuxkenepi, ECOG crarycsl, CHMOTOMIAp OHE KaFbIMCBI3 KYObUIbICTAP
Tangagasl. [lanuenT iy xa30amia KeaiciMi ajIbIHIbL.

Knunaukansik sxarnail. Kasipri yakpeTTa meknenTiH, OypblH TEMEKiHI 6Te KbICKa KoJAanFaH 54
YKacTarbl €p alaM/1a OH OKIIeHIH ycak >kacymansl o0bipsl cT2aN1MO, 1B catbichl peTiHe TipKereH.
2024 xputFbl 1 xKenToKcaHAarbl KOHTpacTchi3 MU MPT-cbiHIa MHTpaKpaHUATIABIK KOJIEeMIl Ty3idic
cunarrainmarad. [[anedT miaTnHa-3TOMO3UANEH alIThl KypCe XUMUOTEpanusi, KeiiH petti Typae 60
I'p Topakanbibl coynenik Tepanus anabl. JlypBanymad 500 Mr 1o3aaa exi anta caiblH eHrizinal. 2026
KBUTFbI 3 aKmaH MEeH 5 MaychIM apaiblFblHAA ainThl MHQY3US Kacajabl, TOPTIHII jXKOHE OeCiHIi
uH(Yy3us apackiHa 66 KyHAIK y311ic O0JIbI.

Hotwxenep. Xeren, ¢pusukanbIk )KyKTeMeeri €HTIry jKoHe Keyze aybipysl azaiibin, ECOG
cTaTychl 2-1eH 1-re jxakcappl. |-7opesxeri KbIIbIHY CHMOTOMATHKAJIBIK €eMMEH OakbUIaHsl, 3—4
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JopexkeNi UMMYHJIBIK JKaFbIMChI3 KYObLIbICTap Tipkenmeni. Tepr undysusanan keifinri '® F-FDG
[IOT/KT moctcoymenik TopakaibAbl ©3repicTep/i KoHe coll kak aneradymym MeH C7 OMBIpTKa
JIeHeCIHeT] xKaHa MeTaboInKaIbIK Oescen i omakrap sl kepcerti. bakpuiay 6eitneneyi men RECIST
eneMaepi OoNMaraHIbIKTaH, BIKTUMAN yIey pactainMajisl. bacranker mu MPT-ceinga meracras
CHMaTTAJIMAaFaHbIMEH, KOHTPACTChI3 3€PTTEYIH CE3IMTANIIBIFBI HIEKTEYIIi OOJIIbl )KOHE eMHEH KeiiH
MU OeifHeneyi KypriziimMeni.

KopsiTeiHapl. [lypBanymald KoigaHy CHMOTOMIBIK JKOHE (DYHKIMOHAIIBIK >KaKCapyMEH,
COHJIai-aK KbICKa Mep3iMJIi KOJIaiibl keTepiMaitikineHn kartap xypai. [I9T/KT oObeKTHUBTI kayarnThbl
JTIeNieMe]Ti )KQHE pacTaybl KKET eTeTiH CyHeK OIIaKTapblH KepceTTi. by sxaraii emai Kosgany
MYMKIHJIIT1T MEH KOTepIMAUIIriH cuUmaTTaiapl, Oipak iCiKTI OakpUIayIbl HEMEce ICIKKE KapChl
TUIMAUTIKTI 19eaeMe .

Tyilin ce3aep: ycak jxacymanbl ©KIE€ OOBIPBI; IIEKTEYJi caThl; AypBalymald; peTTi
XuUMHOCoyInemk em; ummyHorepanusi; ECOG; cumnromaapabl 6akpiiay; KIMHAKAJIBIK KaFaan
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N ®PYHKIHUMOHAJIBHOE YJIYUYHIIEHUE
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AHHOTALUA

O(PheKTUBHOCTh KOHCOJHUJAIMK JypBalyMabOM TMpU METKOKJIETOYHOM pake JIETKOTo
OTPaHMYEHHOM CTaJuU [OKa3aHa IpH OTCYTCTBHUM IIPOIPECCUPOBAHUS IIOCIE OJHOBPEMEHHOU
IUIATUHCOJAEPKALEH  XMMHUOJIyYeBOM  Tepanuu. B peasbHOM  NpPakTUKE  BCTPEYAIOTCS
MIOCJIEZIOBATENIBHOE JIEUEHUE, JIOKAIBHBIE CXEMBbl JO3UPOBAaHUSA, IEPEPHIBBI U OTpaHUYCHHAS
BU3yalIu3aLusl.

[lens. Omucarh AMHAMHUKY CHUMIITOMOB, (DYHKIIMOHAJIbHOE BOCCTAaHOBJIEHHE, SKCIIO3HIIMIO
JedeHus: U 0e30MacHOCTh MPU MPUMEHEHHUH JypBaiiymala mocie mocie0BaTeIbHON XUMHUOTEpau
IJIATUHA-3TOIIO3H]T ¥ TOPAKAIIBHOW JTy4E€BOM TEPAITHH.

Marepuanst u meronsl. B coorBerctBum ¢ mpunHiunamu CARE  mpoananmsmupoBaHb
MEIUIIMHCKAs JOKYMEHTAIUsI, XPOHOJIOTHUS JieueHus1, Buzyanu3samus, craryc ECOG, cumnromsl u
He)KeJlaTeNIbHbIE siBJIeHUs. [[oryuyeHo NMCcbMEHHOE corjacue MalueHTa.
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Knuanueckuit ciaydail. Y 54-71eTHEro My>XK4HMHBI, HbIHE HEKYPSIIEro, C MUHHMAaJIbHBIM
KypeHHEeM B aHaMHe3e ObUT 3aperuCTPUpPOBAH MEJIKOKIETOUHBIN pak mpasoro jierkoro CT2aN1MO,
craaus |IB. Ha 6eckontpactHoit MPT ronororo mosra ot 1 nexabpst 2024 roga BHyTpUYEpETHOE
o0beMHOE 00pa3oBaHME HE OmHcaHo. [lanueHT MOoIy4Ms mecTh KypcoB XMMHOTEPAINUH IUIATHHA-
ATOMO3M]I, 3aTeM TIOCIIEIOBATEIbHYIO TOPaKaIbHYIO TydeByro Tepamuto 60 ['p. lypBanymad BBoIMIH
o 500 mr kaxapie nBe Heaenu. C 3 despais mo 5 utons 2026 roja BHITOIHEHO IECTh HHDY3HH, C
66-/1HEBHBIM MEPEPHIBOM MEKIY YETBEPTOU U MATOM.

Pe3ynbrarhl. YMEHbIIWINCH Kalllesb, OABIIIKA MPH HArpy3ke U OoJib B TPYAHOHN KIETKE,
cratryc ECOG ynyummics ¢ 2 1o 1. 3y 1 cTeneHr KOHTPOIMPOBAJICA CUMIITOMAaTHYECKHU, UMMYHHbBIE
HesKeNaTebHbIe ABJICHUS 3—4 CTENEeHU He 3aperucTpupoBaHsl. IIpomesxkyrounas '8 F-FDG IIDT/KT
nociae dYerblpex WHQY3WH MoKas3aja IOCTIyuyeBble W3MEHEHHsS B TPYIHOW KJIETKE U HOBBIC
MeTa0OJIMYECKH aKTUBHBIE OYard B JIGBOM BEPTIYKHOHM BrajuHe U Tese nmo3BoHka C7. Bo3moxkHoe
IIPOrPECCUPOBAHUE HE MOATBEPHKACHO U3-32 OTCYTCTBUS KOHTPOJIBHONW BU3yaJIU3alluMi U U3MEPEHUM
no RECIST. Ha wucxomnoii MPT wmeracta3sl He OINHWCaHBI, OJHAKO YYBCTBHTEIBHOCTDH
OECKOHTPACTHOT'O UCCIIEIOBaHMSI OblJIa OTPaHUYCHA U BU3YyaIHM3allHs MOCJe JeUeHUsl OTCYTCTBOBAIA.

3akmouenue. JlypBaiyma® compoBOXIaiCcs CHUMOTOMAaTHYECKMM M (YHKIIMOHATHHBIM
yIydllIeHueM TpHU TmpuemieMol Kpatkocpounoit mnepenocumoctu. [IDT/KT we mnoareepamna
OOBEKTUBHBII OTBET W BBISIBUJIA HEOMpPENEICHHbIE KOCTHBIE ouyard, TpeOyromue BepuduKarim.
Crnyuall XxapakTepu3yeT OCYHIECTBUMOCTb U IEPEHOCUMOCTD JIEYEHMSI, HO HE JOKa3bIBa€T KOHTPOJIb
OITYXOJIU HJTU TMIPOTUBOOIYXO0JIEBYIO 3()(hEeKTUBHOCTB.

KiiioueBbie c¢j10Ba: MEIKOKJIETOYHBIA paK JIETKOT0; OrpaHUYEHHAas CTaausl; TypBaymao;
nocJie/IoBaTeIbHasl XUMUONyueBass Ttepamus; uMmmyHotepanus; ECOG; KOHTpOIb CHMIITOMOB;
KIIMHUYECKUH CITy4au.

Introduction

Small-cell lung cancer (SCLC) is an aggressive thoracic malignancy characterized by rapid
growth, early dissemination, and a high probability of relapse despite initial chemosensitivity [1-3].
In limited-stage disease, platinum-etoposide chemotherapy combined with thoracic radiotherapy
remains the foundation of curative-intent treatment, although the optimal sequence and timing depend
on clinical fitness, local resources, and treatment access [3,4].

Immune-checkpoint inhibition has reshaped the SCLC treatment landscape. In extensive-stage
disease, the CASPIAN program established a survival benefit from adding durvalumab to platinum-
etoposide [5,6]. More recently, the phase 3 ADRIATIC trial showed that durvalumab after concurrent
chemoradiotherapy prolonged overall and progression-free survival in patients with LS-SCLC whose
disease had not progressed [7]. Current US labeling recommends durvalumab 1,500 mg every 4 weeks
for patients weighing at least 30 kg, for up to 24 months, after concurrent platinum-based
chemotherapy and radiotherapy [8]. Patient-reported outcome data from ADRIATIC further indicate
that this strategy does not compromise global health status, functioning, or symptom burden compared
with placebo [9].

The patient described here differs materially from the pivotal-trial population: chemotherapy and
radiotherapy were delivered sequentially, durvalumab was administered using a local weight-based
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schedule, and treatment exposure was interrupted. An interim PET/CT was available after durvalumab
initiation, but it did not permit a standardized objective response assessment. The purpose of this
report is therefore not to claim efficacy, but to provide a transparent account of treatment delivery,
symptom evolution, functional status, safety, and the available imaging findings in routine clinical
practice. A previously published case from the same regional setting similarly highlighted the
influence of diagnostic access and real-world treatment constraints on thoracic oncology care [10].

Materials and Methods

This manuscript is a descriptive clinical case report based on the available medical record,
including chest and brain radiology reports, bronchoscopy and pathology documentation,
multidisciplinary team decisions, treatment-administration records, and follow-up clinical notes. The
report was structured according to the CARE case-report guideline [11].

Functional status was summarized using ECOG PS. Adverse events were graded using Common
Terminology Criteria for Adverse Events (CTCAE) version 5.0 when sufficient clinical detail was
available [12]. Formal EORTC QLQ-C30 questionnaires were not administered serially; accordingly,
quality-of-life statements are restricted to documented symptoms and functional status rather than
quantitative patient-reported outcomes [13].

Serial RECIST-compatible target-lesion measurements were not available. An interim '® F-FDG
PET/CT was performed after durvalumab initiation, but the report did not provide sufficient
quantitative lesion measurements or metabolic parameters for a standardized response assessment. A
RECIST 1.1 response category was therefore not assigned [14]. The term clinical stability is used only
to reproduce the pre-durvalumab clinical-record interpretation and should not be read as an
independently adjudicated radiological response.

The case was prepared within an institutional oncology research framework approved by the
Ethics Committee of Khoja Ahmed Yasawi International Kazakh-Turkish University (Protocol No.
46, 22 October 2025). The patient provided written informed consent for publication of anonymized
clinical information and images.

Case Presentation

Initial presentation and diagnostic work-up

At the time of the initial radiological diagnosis, the patient was a 54-year-old man who reported
marked generalized weakness, persistent dry cough, and pain in the right hemithorax. ECOG PS was
2. He reported smoking for approximately one month at the age of 20 and no tobacco use thereafter;
he was a current non-smoker at presentation.

Screening fluorography in November 2024 showed enlargement of the right lung root. Contrast-
enhanced chest CT on 28 November 2024 demonstrated a central lesion in the right hilar/upper-lobe
region and described thoracic lymphadenopathy. Video bronchoscopy on 30 January 2025 showed
extrinsic compression of the right upper-lobe bronchus and right main bronchus. Histological
examination of biopsy material No. 1784-85 confirmed small-cell carcinoma.

The clinical chart recorded the diagnosis as right-lung SCLC, cT2aN1MO, stage II1B. The original
nodal-station measurements were not available for independent re-adjudication. Non-contrast brain
MRI on 1 December 2024 showed no intracranial mass, perifocal oedema, or diffusion restriction;
only small chronic-appearing white-matter foci and periventricular changes were described. No
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intracranial metastasis was reported. However, the absence of gadolinium contrast limited sensitivity
for small metastases, and the intracranial component of MO could not be verified with a contrast-
enhanced staging study.

Multimodal treatment before durvalumab

Following multidisciplinary review (MDT decision No. 66), the patient received six courses of a
platinum-etoposide regimen between February and August 2025. The available source record did not
specify the platinum compound, individual doses, or dose modifications. Baseline '® F-FDG PET/CT
dated 23 May 2025 showed a poorly marginated right hilar/upper-lobe consolidation partially
narrowing adjacent bronchi, with moderate uptake (SUVmax 2.7). Moderately metabolically active
enlarged mediastinal lymph nodes were considered indeterminate between reactive change and
secondary involvement. No other pathological tracer uptake was reported in the imaged field.

Thoracic radiotherapy was subsequently delivered sequentially under MDT decision No. 400 and
was completed on 10 November 2025. The total dose was reported as 60 Gy; the start date, dose per
fraction, and fractionation schedule were not available in the source record. Prophylactic cranial
irradiation was not documented as performed, and the rationale was not recorded.

A contrast-enhanced chest CT acquired on 27 December 2025 and entered in the clinical record
on 29 December 2025 was described as showing stable thoracic findings after chemotherapy and
radiotherapy. Exact target-lesion measurements were unavailable. At that time, the patient continued
to report fatigue, cough, dyspnea on minimal exertion, and right-sided chest pain, with ECOG PS 2.
A representative axial image is shown in Figure 1.
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Figure 1. Representative axial contrast-enhanced chest CT image acquired on 27 December 2025
after chemotherapy and thoracic radiotherapy and before durvalumab initiation. The image is
provided for clinical context; RECIST-compatible target-lesion measurements were unavailable.
Patient-identifying information was removed. Source: authors' clinical archive.

Durvalumab treatment exposure

The case was re-discussed by the multidisciplinary team. In the setting of chart-recorded limited-
stage SCLC, no documented clinical progression after sequential multimodal treatment, persistent
respiratory symptoms, and ECOG PS 2, durvalumab was initiated as post-radiotherapy consolidation
under local clinical decision-making.

The local treatment record documented a weight-based order of 10 mg/kg and an administered
dose of 500 mg intravenously every 2 weeks. Six infusions were given on 3 February, 17 February, 3
March, 17 March, 22 May, and 5 June 2026. The first four infusions followed the planned schedule.
A 66-day interval then occurred between infusions 4 and 5 because the patient missed scheduled visits;
available records did not attribute the interruption to toxicity.

This exposure should not be interpreted as equivalent to the contemporary LS-SCLC label, which
is based on concurrent chemoradiotherapy and recommends a fixed dose of 1,500 mg every 4 weeks
for patients weighing at least 30 kg [8]. The actual local dose, interval, treatment gap, and cumulative
exposure are reported to preserve clinical transparency.

An interim '® F-FDG PET/CT examination performed on 22 April 2026, after four durvalumab
infusions and during the interval before infusion 5, demonstrated subsegmental atelectatic and fibrotic
changes in the right lung with traction bronchiectasis and diffuse low-grade FDG uptake, as well as
post-radiation fibrotic changes in both lungs. Metabolically active mediastinal lymph nodes were
interpreted as probably inflammatory and post-radiation in origin. Compared with PET/CT dated 23
May 2025, a new metabolically active focus of increased density was identified in the roof of the left
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acetabulum and was considered potentially secondary in nature. A further focus of increased FDG
uptake was present in the C7 vertebral body without definite destruction. A small right pleural effusion
had developed, while a mildly metabolically active left supraclavicular lymph node was considered
more likely reactive. The report recommended oncological consultation and CT follow-up after 2
months. No confirmatory examination was available in the source record.

Clinical timeline
Date / period

November 2024

28 November—1 December
2024

30 January 2025

February-August 2025

23 May 2025

10 November 2025

27/29 December 2025

3 February-17 March 2026

17 March-22 May 2026

22 April 2026

22 May and 5 June 2026

Clinical event
Screening fluorography showed enlargement of the right lung root.

Contrast-enhanced chest CT showed a central right hilar/upper-lobe
lesion and thoracic lymphadenopathy. Non-contrast brain MRI reported
no intracranial mass or diffusion restriction and no metastasis, but
sensitivity was limited without gadolinium.

Bronchoscopy demonstrated extrinsic compression of the right upper-
lobe and right main bronchi; biopsy No. 1784-85 confirmed small-cell
carcinoma.

Six courses of platinum-etoposide chemotherapy were administered.

Baseline '® F-FDG PET/CT showed a right hilar/upper-lobe
consolidation with moderate uptake (SUVmax 2.7), indeterminate
moderately active mediastinal lymph nodes, and no other pathological
uptake in the imaged field.

Sequential thoracic radiotherapy was completed; reported total dose 60
Gy. Fractionation details were unavailable.

Chest CT was acquired on 27 December and recorded on 29 December
as showing clinically stable thoracic findings. Exact RECIST
measurements were unavailable.

Durvalumab infusions 1-4 were administered at 500 mg IV every 2
weeks.

Unplanned 66-day interval because of missed scheduled visits; no
toxicity-related cause was documented.

Interim '® F-FDG PET/CT after four durvalumab infusions showed
predominantly post-radiation thoracic changes, a new metabolically
active focus in the left acetabulum considered potentially secondary, a
new FDG-avid C7 focus without definite destruction, and a small right
pleural effusion. Oncological consultation and interval CT were
recommended.

Durvalumab infusions 5 and 6 were administered.
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Date / period Clinical event

ECOG PS improved from 2 to 1; respiratory symptoms and chest pain
Follow-up through 5 June  improved; grade 1 pruritus occurred; no documented grade 3-4 immune-
2026 related adverse event. Interim PET/CT findings raised concern for
possible extracranial progression but remained unconfirmed.

Table 1. Timeline of diagnosis, multimodal treatment, durvalumab exposure, and follow-up.
Source: compiled from the available clinical record.

Treatment Outcome and Safety

Clinical follow-up was available through the sixth durvalumab infusion on 5 June 2026. The
patient described less frequent cough, easier breathing during light activity, and substantial relief of
right-sided chest pain. General weakness diminished, and ECOG PS improved from 2 to 1. These
changes were clinically meaningful to the patient, but the available record cannot separate the effects
of delayed recovery from chemotherapy and radiotherapy, supportive care, natural symptom
fluctuation, and durvalumab-associated disease control.

No new symptoms or examination findings clearly suggesting clinical progression were
documented during the observed period. Nevertheless, the interim PET/CT of 22 April 2026 revealed
newly developed metabolically active osseous foci in the left acetabulum and C7 vertebral body,
raising concern for possible extracranial progression despite clinical improvement. Because these
findings were not confirmed by dedicated CT, MRI, biopsy, or subsequent imaging and RECIST-
compatible measurements were unavailable, neither objective tumour response nor confirmed
progression could be assigned. Baseline non-contrast brain MRI did not report metastases, but no
contrast-enhanced staging brain study or post-treatment brain imaging was available.

Treatment was generally tolerated. A transient grade 1 pruritus episode was managed
symptomatically without discontinuation. No documented grade 3-4 immune-related adverse events
occurred, including no clinically apparent severe pneumonitis or colitis. The predominantly post-
radiation thoracic changes on interim PET/CT did not exclude subclinical radiological toxicity or
allow confident separation of radiation injury, inflammation, and treatment-related pulmonary effects.
Continued monitoring for respiratory, gastrointestinal, hepatic, endocrine, and dermatologic immune-
related events remains appropriate.

Symptom, functional, and safety dynamics
Parameter Before durvalumab During follow-up through 5 June 2026

Approximately one month of smoking Current non-smoker; exposure recorded

Tobacco exposure . . . .
at age 20; no subsequent use. descriptively without etiologic inference.

Marked weakness limiting routine Weakness reduced; tolerance of light

Fatigue / asthenia . L
g activity. activity improved.
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Parameter Before durvalumab During follow-up through 5 June 2026
Couah Persistent dry cough affecting Less frequent and no longer the dominant
g comfort. symptom.
Dyspnea Dyspnea with minimal exertion. Bre:at'hlng became easier  during  light
activity.
: Right-sided pain, aggravated by Resolved or became minimal; regular
Chest pain . .
breathing. analgesia was not reported.
ECOG PS ECOG PS 2. ECOG PS 1.
Durvalumab Planned local regimen: 500 mg IV Six infusions; 66-day gap between
exposure every 2 weeks. infusions 4 and 5.
Post-chemotherapy and post- Grade 1 pruritus; no documented grade 3-
Safety . )
radiotherapy symptom burden. 4 immune-related adverse event.
Baseline PET/CT: right hilar/upper-
lobe lesion, SUVmax 2.7; Interim '® F-FDG PET/CT after four
mediastinal nodes indeterminate; no  infusions showed predominantly post-
. . other pathological uptake in the radiation thoracic changes and new
Radiological . . . . . . . .
assassrmant imaged field. Baseline non-contrast  indeterminate metabolically active foci in

brain MRI reported no metastasis,
with limited sensitivity without
gadolinium. Pre-durvalumab chest
CT was described as clinically stable.

the left acetabulum and C7 vertebral body.
No RECIST response category or
confirmed progression was assigned.

Table 2. Documented symptom, functional, treatment-exposure, safety, and imaging status before
and during durvalumab treatment.

Discussion

The principal value of this case lies in its patient-centered chronology. During the available
follow-up, cough, dyspnea, chest pain, and functional limitation improved, while treatment was not
complicated by a documented high-grade immune-related adverse event. For a patient recovering
from prolonged multimodal therapy, a one-point improvement in ECOG PS can represent a
meaningful return of independence. However, symptom improvement alone cannot establish tumour
response. In this patient, clinical improvement coexisted with new indeterminate metabolically active
osseous foci on interim PET/CT, underscoring that symptom relief and functional recovery should not
be used as surrogate evidence of tumour control.

The evidence base for durvalumab in LS-SCLC comes from ADRIATIC, in which patients
without progression after concurrent platinum-based chemoradiotherapy received durvalumab every
4 weeks for up to 24 months [7]. The current FDA label reflects that population and schedule [8]. In
contrast, this patient received chemotherapy and thoracic radiotherapy sequentially, followed by a
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locally implemented 500-mg every-2-week regimen. Only six infusions were administered, and
exposure was interrupted for 66 days. The case therefore cannot be regarded as a replication of
ADRIATIC or as evidence supporting equivalence of the local regimen.

The absence of formal quality-of-life instruments also shapes interpretation. ADRIATIC patient-
reported outcome analyses found that consolidation durvalumab did not worsen global health status,
functioning, or symptoms compared with placebo [9]. In the present case, the available evidence is
more modest: symptoms were documented qualitatively and ECOG PS improved from 2 to 1. These
findings are clinically relevant but remain vulnerable to recall, observer, and attribution bias.

Imaging and staging limitations are particularly important. The chart recorded cT2aN1MO, stage
I1B, but the nodal stations could not be independently reviewed. Baseline non-contrast brain MRI on
1 December 2024 did not report intracranial metastases; nevertheless, omission of gadolinium reduced
sensitivity for small lesions and no subsequent brain imaging was available. Baseline PET/CT showed
the right hilar/upper-lobe lesion with moderate uptake (SUVmax 2.7) and indeterminate mediastinal
nodes. The pre-durvalumab CT was described as stable, yet target-lesion measurements were
unavailable. Interim PET/CT after four durvalumab infusions demonstrated predominantly post-
radiation thoracic changes but also identified new metabolically active foci in the left acetabulum and
C7 vertebral body. The acetabular focus was considered potentially secondary in nature, whereas the
C7 focus showed no definite osseous destruction. Without dedicated confirmation, these findings
cannot be classified as proven metastases, but possible extracranial progression cannot be excluded
[14].

The patient's very limited, remote tobacco exposure is noteworthy because SCLC is strongly
associated with smoking, but exposure history in an individual case should be reported without
etiologic overinterpretation [2,3]. This observation does not permit inference regarding causation or
tumor biology.

From a safety perspective, grade 1 pruritus was manageable and no severe immune-mediated
toxicity was documented. Nevertheless, the combination of prior thoracic radiotherapy, respiratory
symptoms, predominantly post-radiation pulmonary changes, and a small right pleural effusion
requires caution. Pneumonitis may be caused by radiation, immunotherapy, infection, or tumour
progression, and clinical symptoms alone may not reliably distinguish these possibilities. Structured
symptom review and timely imaging remain essential during ongoing follow-up.

The strengths of the report are its detailed treatment dates, transparent description of the non-
standard sequence and dosing, explicit reporting of the interruption, inclusion of baseline brain MRI
and serial PET/CT findings, and conservative interpretation of clinical outcomes.

Limitations. This report has several important limitations. It describes a single patient and cannot
establish causality or support generalization regarding durvalumab efficacy. Chemotherapy and
thoracic radiotherapy were delivered sequentially, the locally implemented durvalumab dose and
schedule differed from the contemporary evidence-based regimen, exposure was limited to six
infusions, and a 66-day interruption occurred between infusions 4 and 5. Objective response
assessment was incomplete because serial RECIST-compatible target-lesion measurements, lesion
dimensions, and sufficient quantitative metabolic parameters were unavailable. Baseline PET/CT
showed moderate uptake in the primary lesion (SUVmax 2.7), but the mediastinal nodes were
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indeterminate between reactive and secondary involvement. The new metabolically active foci in the
left acetabulum and C7 vertebral body were not confirmed by dedicated CT, MRI, biopsy, or
subsequent follow-up imaging. Consequently, neither objective response nor confirmed progression
could be assigned. Baseline brain MRI was performed without contrast; although no intracranial
metastasis was reported, small lesions could not be excluded with the sensitivity of a contrast-
enhanced staging examination. No subsequent brain imaging was available, and documentation of
prophylactic cranial irradiation was incomplete. Finally, symptom changes and ECOG PS were
derived from routine clinical records rather than serial validated patient-reported outcome instruments.
Delayed recovery from chemotherapy and radiotherapy, supportive care, natural symptom fluctuation,
and other unmeasured factors may have contributed to the observed improvement, which therefore
cannot be attributed specifically to durvalumab.Conclusion. In this real-world case, durvalumab
administered after sequential platinum-etoposide chemotherapy and thoracic radiotherapy was accompanied by
reduced respiratory symptoms, relief of chest pain, and improvement in ECOG PS from 2 to 1, with grade 1
pruritus and no documented grade 3—4 immune-related adverse event through 5 June 2026. Baseline non-
contrast brain MRI did not report intracranial metastases, although its staging sensitivity was limited. Interim
PET/CT performed after four infusions showed predominantly post-radiation thoracic changes but also
revealed new indeterminate metabolically active foci in the left acetabulum and C7 vertebral body. These
findings raised concern for possible extracranial progression but were not confirmed by dedicated imaging,
biopsy, or subsequent follow-up. Accordingly, neither objective response nor confirmed progression could be
assigned, and post-treatment intracranial status remained unassessed. The observation is best understood as a
transparent account of treatment feasibility, tolerability, symptom dynamics, and functional recovery rather
than evidence of tumour control or durvalumab efficacy.

Clinical Practice Points

* Real-world reports should clearly distinguish sequential from concurrent chemoradiotherapy.

* The exact durvalumab dose, interval, dates, treatment gaps, and cumulative exposure should be
reported.

* Symptom relief and ECOG PS improvement are clinically meaningful but do not substitute for
objective radiological assessment and may coexist with imaging findings suspicious for progression.

* Indeterminate new metabolically active lesions require anatomical correlation and interval
confirmation before being classified as metastatic progression.

» After thoracic radiotherapy, respiratory symptoms require careful evaluation for tumor
progression, radiation injury, infection, and immune-related pneumonitis.

Patient Perspective

According to the clinical record, the changes that mattered most to the patient were easier
breathing, less frequent cough, relief of right-sided chest pain, and recovery of light daily activity. A
direct patient quotation was not available.
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