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ABSTRACT Objective: We performed this study to compare the efficacy and safety of erlotinib monotherapy or temozolomide
plus radiotherapy in treatment of lung adenocarcinoma with brain metastases. Methods: We selected 54 patients with brain metastases of
lung adenocarcinoma who underwent treatment in the first affiliated Hospital of Dalian Medical University from January 2009 to De-
cember 2011. They were randomly enrolled into two groups: one group treated with erlotinib (34) 150mg daily until disease progression
or unacceptable toxicity, and the other group that temozolomide plus radiotherapy group (20)was given temozolomide 75 mg-m?-d" for
5 days every 28 days and conventional head radiotherapy of total dose of 40 Gy for 20 times for 4 weeks, then they received temozolo-
mide therapy second to the sixth cycles: 150 mg-m?-d" for 5 days. The progression-free survival (PFS), median overall survival (OS), re-
sponse rate  (RR) ,disease control rate (DCR) and incidence of adverse reaction were comparatively analyzed . Results:The RR and the
DCR of erlotinib group were 76.5% and 88.2%, respectively. The RR and the DCR of temozolomide joint radiotherapy were 80% and
95% , respectively. There were all no significant differences between the two groups (P>0.05). The PFS of the two group were
10.1months and 7.1months ,respectively (P>>0.05). OS of the two group were 20.1 months and 10.8 months respectively, and there were
significant differences between the two groups (P<<0.05). The main adverse effects of the two groups are rash, bone marrow suppression,
enteron reaction, abnormal liver function and so on. The incidence of rash between erlotinib group and temozolomide plus radiotherapy
group were 76.5% and 5%, and there were significant differences between the two groups (P <<0.05). The other incidence of adverse reac-
tion were no significant differences between the two groups (P>0.05). Conclusion: The short-term effect of erlotinib is not superior to
temozolomide plus radiotherapy group in treatment of lung adenocarcinoma with brain metastases, but the median survival time was sig-
nificant prolongation and the toxicity was mild.
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Table 1 Comparison of the general information between Erlotinib group and temozolomide combined with radiotherapy group
P
Characteristic Erlotinib TMZ+R P Value
Gender 0.870
Male 18 6
Female 16 14
Smoking history 0.307
Smoker 10 8
Never 24 12
PS score 0.430
0-1 16 16
2 18 4
Number of brain metastases
3 18 8
Less than or equal to three brain 0.263
metastases
3 16 12
More than three brain metastases
1.2 NCI-CTC3.0
34 ) 150mg-d" o
20 ) 1.5
(40Gy/20 4 ) 75mg-m?-d' d1-5 SPSS16.0 x?
150mg-m?-d'dl-5 q28d  4-6 .54 Kaplan-Meier Log-rank
° P<0.05 .
1.3
RECISTI.1 2
(CR), (PR). (SD) 3 CT MRI 54
(PD),, (response rate RR)=CR+PR, (dis- PR26  SD4
ease control rate DCR)=CR+PR-+SD 2 PD4 ORR (CR+PR) 76.5% DCR (CR+PR+SD)
CT MRI - (overall  88.2% CR1 PR15 SD3 PDI
survival OS) RR(CR+PR)  80% DCR(CR+PR+SD) 95% RR
(progression-free survival PFS) DCR (P>0.05),
. (PFS) 101 7.1
2012 5 (P=0.162) 1 (0S) 20.6
1.4 (10.8 ) (P<0.05) 2,
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Fig. 1 Progression-free survival(PFS) Fig.2 Overall survival(OS)
N N N 44.1%  70.0% 37%  45%
5 26.5% 35%
76.5% 5% (P<0.05) (P>0.05),
26.5% 40% N °
2 %)
Table 2 Comparison of the toxic side effects between erlotinib group and temozolomide plus radiotherapy group
Erlotinib(n=34) TMZ+R(n=20) P
0
0
Rash 8 15 9 2 19 1 0 0 0.000
N Nausea
i 19 10 5 0 6 9 3 2 0.064
vomiting
26 5 4 0 12 5 3 0 0.307
Hematological toxicity
Abnormal
25 4 4 1 11 2 3 2 0.389
liver function
Diarrhea 22 6 4 2 13 3 4 2 0.073
3 o
NSCLC @® 1
NSCLC
4-6 “ (SRS) RR  56.3% PFS  10.1 6 N
87%  T74%
Bl . PortaS 1 69
° 17 EGFR RR
82.4% EGFR
° EGFR (PFS) 117
(95%CI 7.9-15.5) EGFR
° PFS 5.8 (95%CI 5.2-6.4)(P<0.05)
TKI ATP (OS) 129 3.1 (P<0.001), PortaR 1%
EGFR NSCLC EGFR
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