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About half of all Asian patients with non-small cell lung cancer (NSCLC) have tumors that are positive for epidermal 
growth factor receptor (EGFR) mutation, for which tyrosine kinase inhibitors (TKI) such as gefitinib or erlotinib are 
effective. Gefitinib has been shown to be a useful second-line treatment for NSCLC after platinum-based  
chemotherapy [1], and some small-scale studies have also examined its activity as a first-line treatment for NSCLC, 
demonstrating a response rate of about 20% [2, 3], which is similar to that of other anticancer drugs for NSCLC. However, 
gefitinib has failed to exert any additional effect when combined with platinum-based chemotherapy as a first-line 
treatment for NSCLC [4, 5]. On the other hand, two biological studies have demonstrated that gefitinib is effective in 
specifically targeting the EGFR gene with deletion in exon 19 or point mutation in exon 21, and tumor regression induced 
by gefitinib in NSCLC patients has been shown to be correlated with the presence of these mutations in lung tumors [6, 7]. A 
Japanese study has demonstrated that patients with postoperative recurrence of EGFR mutation-positive NSCLC showed a 
good tumor response to gefitinib and achieved longer survival than patients whose tumors lacked EGFR mutation [8]. A 
study designed to compare carboplatin plus paclitaxel with gefitinib for chemo-naïve Asian patients with both EGFR 
mutation-positive and -negative NSCLC demonstrated that patients with EGFR mutation-positive tumors achieved 
significantly longer overall and progression-free survival with gefitinib than with carboplatin plus paclitaxel in subset 
analysis [9]. Thereafter, two large studies designed to compare platinum-based chemotherapy with gefitinib therapy for 
chemo-naïve NSCLC patients with EGFR mutation were performed in Japan. In both studies, the progression-free 
survival achieved with gefitinib was about twice as long as that achieved with standard platinum-based  
chemotherapy [10, 11]. These data indicated that gefitinib is an effective first-line chemotherapy for NSCLC harboring 
EGFR mutation. 

Another EGFR TKI inhibitor, erlotinib, has also shown high activity in patients with EGFR mutation-positive tumors. A 
large-scale study of screening and treatment for patients with EGFR mutation-positive lung cancer demonstrated similar 
survival rates for first-line and second-line treatments using erlotinib [12]. The results indicated that EGFR TKI inhibitors 
did not induce cross-resistance to anti-cancer drugs such as platinum-based chemotherapeutic agents used for first-line 
chemotherapy, and that TKI inhibitors exhibited good efficacy irrespective of whether they were used for first- or 
second-line chemotherapy. Two studies designed to compare the activity of gefitinib with that of platinum-based 
chemotherapy in Japan demonstrated significantly better progression-free survival in the gefitinib treatment group. All of 
the patients in both studies were eligible for crossover treatment with platinum-based chemotherapy and gefitinib. Most 
patients who had received platinum-based first-line chemotherapy chose gefitinib for the second-line treatment, and 
achieved tumor regression with the latter agent. Thus, both studies demonstrated similar overall survival in the two 
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High-risk patients for whom full-dose first-line platinum-based chemotherapy is not indicated might choose TKI as a 
first-line treatment. We retrospectively analyzed the backgrounds and outcomes of 23 patients with EGFR-mutated 
NSCLC who were treated with gefitinib between 2006 and 2009. Six patients were male and 17 were female, with a 
median age of 74 years (range 57-86 years). Sixteen patients had a PS of 1, 4 had a PS of 2, and 3 had a PS of 3 or 4. The 
reasons for choosing TKI were poor PS, elderly status, and the presence of underlying conditions such as cerebral 
infarction, renal failure or chronic obstructive pulmonary disease, for which full-dose standard platinum-based 
chemotherapy was contraindicated (Table 1). Examination of the efficacy of gefitinib for these high-risk patients with 
EGFR-mutated NSCLC showed that 16 (72.7%) of them responded. Gefitinib also improved their PS and yielded 
progression-free and median survival times of 16.6 and 21.8 months, respectively (Figure 1). These data suggested that 
high-risk patients with EGFR mutation-positive NSCLC tumors are good candidates for first-line TKI chemotherapy. No 
comparative study has yet demonstrated that TKI should become a standard treatment for high-risk patients with 
EGFR-mutated NSCLC; however such a study would be difficult to schedule and conduct. However, TKI might become a 
standard form of first-line chemotherapy if some phase II studies are able to demonstrate positive data.  

Which therapeutic strategy for EGFR-mutated NSCLC can be regarded as carrying the least risk? Platinum-based 
chemotherapy has been used as a standard treatment strategy, and then gefitinib has been employed as a second-line 
treatment if the first-line treatment has failed, or if resistance has developed. A large-scale study of screening and 
treatment for patients with EGFR mutation-positive lung cancer demonstrated that TKI could be used at any time, but that 
patients preferred to receive TKI in the early stage in the hope that it would prove effective [12]. If platinum-based 
chemotherapy carries only minimal risk, then it is considered essential for such patients. Therefore, a treatment strategy 
involving concurrent platinum-based chemotherapy and TKI is desirable. Although no studies have assessed the efficacy 
of such treatment for patients with NSCLC of unknown EGFR status [4, 5], it is now known to be effective against NSCLC 
harboring EGFR mutation. Another possible strategy is platinum-based chemotherapy followed by TKI maintenance 
therapy. TKI could be administered earlier, for example after 1 or 2 cycles, if the initial treatment failed to reduce the 
tumor, and could be changed to a more effective TKI before drug resistance develops. It is important to choose a treatment 
strategy that is acceptable for the majority of patients, and for this purpose, less toxic first-line platinum-based regimens 
might be selected. Moreover, most cases of EGFR mutation are detected in non-squamous cell carcinoma, and drugs that 
are more effective against that histologic type of cancer should be chosen. Pemetrexed is the first drug for which effects 
have been found to differ according to the histologic type [14], being more effective against non-squamous than against 
squamous cell carcinoma. Therefore it might show promise for treatment of NSCLC harboring EGFR mutation. We are 
currently planning a prospective phase II study of carboplatin plus pemetrexed followed by gefitinib maintenance therapy, 
carboplatin being considered more acceptable to patients than cisplatin in view of its less severe toxicities.  

In summary, use of EGFR-TKI is permissible for first- or second-line chemotherapy in patients with EGFR 
mutation-positive NSCLC. In future, the indications for TKI in patients with NSCLC harboring EGFR mutation should be 
clarified, including use in a concurrent combination with first-line platinum-based chemotherapy, maintenance therapy 
following first-line platinum-based chemotherapy, or first-line use for patients at high risk.    
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