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Lung cancer is a disease characterized by uncontrolled cell growth in tissues of the lung. The 

most common cause of lung cancer is long-term exposure to tobacco smoke. Worldwide, lung cancer is 
the most common cause of cancer-related death in men and women. Adenocarcinoma is the most common 
histologic subtype of lung cancer in most countries, accounting for almost half of all lung cancers.  A 
widely divergent clinical, radiologic, molecular, and pathologic spectrum exists within lung 
adenocarcinoma.  The new classification strategy is based on a multidisciplinary approach to diagnosis of 
lung adenocarcinoma that incorporates histology, clinical, molecular, radiologic, and surgical issues were 
established. 

The recent advanced in lung cancer knowledge were molecular biology especially in EGFR 
mutation , that is a validated predictive marker for response and progression free survival with EGFR 
tyrosine kinase inhibitors in advanced lung cancer. However in Thailand, EGFR mutation testing is not 
available in much hospital. In an era where we have strong evidence from multiple randomized phase 3 
trials regarding the appropriate treatment approach for patients with EGFR-mutated tumors. Data from 
trials comparing the age-old paradigm of platinum-based therapy vs. the EGFR tyrosine kinase inhibitors 
(TKIs) demonstrate a significant advantage for EGFR TKIs in terms of response, progression-free survival 
(PFS), toxicity. We recommend the use of an EGFR TKI, especially in the up-front setting, to patients 
with EGFR-mutated tumors. Is there any role for Erlotinib or a similar TKI in an up-front setting for any 
subgroup of patients, such as elderly patients or those with poor performance status (PS) or in an 
unselected patient population? We had, as Jared mentioned, the TORCH trial, and we have had trials that 
compared TKI regimens in patients with a PS of 2 and in unselected populations, which largely consisted 
of patients with EGFR wild-type tumors. In these groups, the EGFR TKIs do not perform very well 
compared with standard platinum-based therapy. If you do not know the tumor's mutational status or you 
know that it is EGFR wild-type, an EGFR TKI may still be included in the sequence of therapies, but it 
should not be the first treatment given. 

 After 1st line treatment of  NSCLC in Thailand, most of these patients received “Wait and 
Watch” strategies. However, we have some data from the SATURN study and from a few other trials that 
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suggest a maintenance strategy with Erlotinib is perfectly reasonable for patients whose tumors have an 
EGFR mutation. 

The  choices for second and third-line therapy for patients, we can choose either chemotherapy     
( Docetaxel,  Premetexed ) or targeted therapy according to what they was received as a first line 
treatment. The issue of using TKIs in the second line in this setting there is a little marker when it comes 
to mutational status. The National Cancer Institute of Canada Clinical Trials Group Study BR.21 showed 
patients benefited from Erlotinib compared with placebo regardless of EGFR mutational status and PS. 

In summary, using an EGFR TKI in the up-front setting is reasonable only for patients whose 
tumor is known to have an EGFR mutation and more, rather than fewer, patients should undergo a biopsy 
for molecular profiling up front. Maintenance therapy with an EGFR TKI is reasonable, with the limited 
survival benefit. Studies in the second line have not shown any clear difference between the effectiveness 
of chemotherapy and an EGFR TKI. Patients who become resistant to an EGFR TKI should be treated 
with chemotherapy or undergo rebiopsy if possible. 


