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[ Abstract] Immune checkpoint inhibitor (ICI) therapy has great efficacy in treating multiple cancers. However, about
10% ofpatients experience accelerated disease progression, defined as hyper-progressive disease (HPD). Besides, the char-
acteristics of HPD in patients with non-small-cell lung cancer remain to be described. Methods: We report two cases with ad-
vanced lung adenocarcinoma suffering from rapid disease progression, defined as HPD by existing standards. The two patients
were respectivelytreated by pembrolizumab and atezolizumab as a second-line treatment. We also reviewed related literatures
to discuss the definition, risk factors, and prognosis of HPD. Results: These two cases of lung adenocarcinoma with HPD
had some characteristics, but not very consistent with that described in previously studies. Conclusion: It reflected the poten-
tial complexity of this phenomenon and the necessity to study the characteristics of patients who are administered ICls.
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Figure 1. Computed Tomography Images of the Patient
before (Left) and after (Right) 3 Cycles of Pembrolizum-
ab Treatment (White Arrows Indicate the Lesions)
a: No intracranial metastasis was detected; b: Intracranial me-
tastasis was detected; ¢ —d: Supraclavicular lymph-node metas-
tasis; e —f: Subcarinal lymph node metastasis; g: No liver me-
tastasis was detected; h: Liver metastasis was detected.
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Figure 2. Computed Tomography Images of the Patient
(over 2 Months after the Last Pembrolizumab Treatment,
White Arrows Indicate the Lesions)

a: Supraclavicular lymph-node metastasis; b: A massive tumor

in liver; c¢: Multiple liver metastases.
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Figure 3. Computed Tomography Images of the Patient
before (Left) and after (Right) 2 Cycles of Atezolizumab
Treatment (White Arrows Indicate the Lesions)

a —b: Tumor in the left lung; ¢ — d: Subcarinal lymph node me-

tastasis; e —f; Bilateral adrenal metastasis.
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