©24- RELFEZ20114E2 A6 456  China Prac Med,Feb 2011,Vol. 6,No.6

JE V& JE 6 Y7 B3 /)N 4H M i 928 0O T 380 %
T VEDT 5

kAEF R FHE KR HE O TES

[RE] B8 JEEEREGTE RN ERZ Y, £50E RSN B E %2 T E K 3k
/N HEBTE (non-small cell lung cancer, NSCLC) 8 WA, ABFSEE B ML TS REELE
NSCLC ARESPHIRIH , BTER SR BIT s/ NI B T T R R 2, FE HES
B BE 2006 4E 3 A % 2009 4 7 A ZEHZALIT 5 B JE % 5 B 1897 1LyT R I B B 39 NSCLC 8%, 0
fR 150 mg/d JEE B HEHRIEE, WEYTH AR FRMBIRE . &R 34 36 lREAH, 36 5
A PR 22.2% (8/36) ,SD 50. 0% (18/36) ,PD 27.8% (10/36) ,CR =0,DCR(CR + PR +SD)72.2% ;
PFS K 5.8 A, HPRMSIERE TRMAESRAE KT EREEIT2E X, BAREFHZRT
BB AR R E (7.6 N vs 1LOAH,P=0.037) ERBEHBEHEEE (1.1 MF vs 4.6 AP =
0.025) RAEK i PFS, £ R4 G258 50 M 31 R Z R SR MyT R PFS, RAER X ER HBERK
5 BIE BEMAR. B0 JERERAIT RN R A 3, X R R R AR — B,
ELT 24k AT, B4 I /N B 0 R 3 B — A B 4
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Clinical study on the clinical effects and safety of erlotinib in patients with advanced NSCLC

[ Abstract] Objective Erlotinib is one of the inhibitors of tyrosine kinase. Lots of clinical studies inclu-
ding home and abroad have proved thatit can prolong survival time in patients with NSCLC. The author retrospec-
tively oberserved the response, survival and adverse reaction of erlotinib in non-selected non-small cell lung
cancer in this study in order to analyze the clinical outcomes and safety in Erlotinib treated patients with ad-
vanced stage NSCLC. Methods A total of 36 patients who had received erlotinib therapy between Marck 2006
and July 2009 were retrospectively reviewed. The patients were given respectively Erlotinib (150 mg/d) untill
disease progression. The clinical outcomes and adverse reactions were observed. Results 36 patients were in-
luded. The overall response rates ( RR), disease control rates { DCR ) and Progression-free survival PFS were
22.2% ,72.2% and 5. 8 months respectively. Among these patients, the response between adenocarcinoma and
non-adenocarcinoma or smoking and no-smoking patients had no statistically significant difference,but the medi-
an PFS was 7. 6 months vs 1. 0 months,11. 1 months vs 4. 6 months, both of which had statistically significant
difference. There was no difference in response or suvival concerning the sexuality. The common toxic effects in-
cluded skin rash,diarrhea,and elevated ALT. Conclusion Erlotinib has good effects in advanced NSCLC pa-
tients and is well tolerated in most patients. It seems to be much more effective in adenocarcinoma and non-
smoking patients. It is a new choice for patients with advanced NSCLC.
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