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Abstract

Objective: This study is to analyze the data of Chinese subpopulation in the Tarceva Lung Cancer

Survival Treatment Study (TRUST-China) which was a global Phase IV study designed to provide

erlotinib to previously treated patients with Stage IIIB/IV non-small cell lung cancer.

Methods: Patients with pathologically confirmed, unresectable Stage IIIB/IV non-small cell lung

cancer who were previously failed on or unsuitable for chemotherapy or radiotherapy were given

erlotinib (150 mg/day, oral) until disease progression, intolerable toxicity or death. Efficacy and

toxicity of the agent were evaluated.

Results: In total, 519 patients Chinese patients were analyzed. The TRUST-China had similar

baseline characteristics to TRUST-Global except the greater percentage of adenocarcinoma and

nonsmoker cases. The response rate and disease control rate were 24.7 and 75.3%, respectively.

Median progression-free survival and overall survival were 6.4 and 15.4 months in the general

Chinese population in the TRUST, and 10.2 and 18.9 months in nonsmokers with adenocarcinoma

(n = 254). Median progression-free survival and overall survival were significantly longer in nonsmo-

kers with adenocarcinoma than those in other groups (P ≤ 0.0001 and P ≤ 0.0001, respectively).

Eastern Cooperative Oncology Group Performance Status (≥2 vs. ≤1, hazard ratio = 1.746, P < 0.0001)

and histology (squamous cell carcinoma vs. adenocarcinoma, hazard ratio = 1.595, P = 0.0008) were

independent risk factors that affected survival according to Cox regression multivariate analysis.
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Conclusions: We confirmed the efficacy and safety of erlotinib in Chinese patients. Nonsmoking

patients with adenocarcinoma histology had the best clinical benefits. (NCT00949910).
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Introduction

Lung cancer is the most common type of tumor causing cancer-related
death in the world (1). Approximately 30–50% of patients with non-
small cell lung cancer (NSCLC) are initially diagnosed at an advanced
stage. These patients usually have a poor prognosis (2–6). In recent
years, however, the application of targeted therapies has significantly
improved the clinical outcomes of patients with advanced NSCLC
(7–10).

Erlotinib is an inhibitor of epidermal growth factor receptor
(EGFR) tyrosine kinase activity. It was approved in 2004 by the US
Food and Drug Administration for the treatment of patients with lo-
cally advanced or metastatic NSCLC after failure of at least one prior
chemotherapy regimen (11). Various clinical trials have demonstrated
that erlotinib can effectively improve the outcomes of patients with
advanced NSCLC (11,12). In 2006, erlotinib was approved by the
Chinese Food and Drug Administration for the treatment of advanced
NSCLC.

The tumor responses to EGFR tyrosine kinase inhibitors (TKIs) are
reported to be variant in different subpopulations of patients with
NSCLC. Those who are female and have an adenocarcinoma (ADC)
histology, Asian ethnicity and a nonsmoking history tend to be more
sensitive to TKI treatment (13,14). The IPASS (Iressa Pan-Asia Study)
study showed that gefitinib (another EGFR-TKI) is more active in the
IPASS population (nonsmokers or former light smokers with pulmon-
ary ADC in East Asia) than chemotherapy (7). The incidence of muta-
tions in the EGFR TK domain is reported to be much higher in these
subgroups of patients, i.e. clinically enriched tumor-EGFR-mutated
patients (15). In a subgroup of nonsmokers with ADC, EGFR was
the most frequently altered gene, with a mutation rate of 49.8%
(16). EGFR gene mutations are closely associated with the efficacy
of EGFR-TKIs, such as erlotinib and gefitinib (7,17–19).

In the Tarceva Lung Cancer Survival Treatment Study (TRUST), a
global Phase IV trial based on >6500 unselected patients with ad-
vanced NSCLC, Reck et al. (20) reported TRUST-Global result of
the suitability of erlotinib in patients who are unsuitable for standard
chemotherapy or have experienced disease progression. These data
confirm the favorable survival and safety profile of erlotinib in a global
patient population and across a broad range of patient subgroups.
Analysis of the East/South-East Asian subpopulation of the TRUST
study showed that erlotinib had superior outcomes and was a well-
tolerated treatment for Asian patients with advanced NSCLC (21).
Similarly, analysis of the Taiwanese population in the TRUST study
also demonstrated the efficacy of erlotinib in a large population of
Taiwanese NSCLC patients who had been previously treated with
chemotherapy or radiotherapy (22). It was shown that a history of
nonsmoking or ADCwere significantly correlated with response to er-
lotinib treatment (22). In addition, a large scale retrospectivemulticen-
ter study in Taiwan revealed that both erlotinib and gefitinib were
more effective in the IPASS population than in the non-IPASS popula-
tion (23). Although a lot of evidence has shown that the EGFR muta-
tion status is the most important factor that determines whether
NSCLC patients are sensitive to EGFR-TKIs and Asian NSCLC pa-
tients harbor a relatively higher incidence rate of the EGFR mutation,

only 9.6% of patients with Stage IIIB or IV disease have undergone
EGFR testing in China (24). In the clinic, the majority of Chinese
NSCLC patients have an unknown EGFR status when chemotherapy
or TKI regimens are selected. Therefore, it is still valuable to identify
those subpopulations who are sensitive to erlotinib according to clin-
ical and pathological characteristics.

The objective of this report was to analyze the efficacy and safety
data of the Chinese subpopulation of the TRUST study based on hist-
ology and smoking history classifications.

Patients and methods

Patients

This studywas a part of the global TRUST study andwas conducted in
a Chinese population (NCT00949910,MO18109 study sponsored by
Hoffmann-La Roche) (20). The study protocol was approved by the
respective ethics committees at all participating institutions. Informed
consent was obtained from all patients before enrolment. This clinical
trial was conducted between November 2005 and October 2006 at
16 Chinese medical institutions. The inclusion criteriawere as follows:
(i) age ≥18 years old; (ii) histologically or cytologically confirmed, un-
resectable Stage IIIB/IV NSCLC; (iii) received at least one previous
course of standard chemotherapy or radiotherapy, or were unsuitable
for chemotherapy (and could not participate in another trial with er-
lotinib); (iv) anticipated a life expectancy of 12 weeks or longer; (v)
Eastern Cooperative Oncology Group (ECOG) performance status
(PS) 0–3; and (vi) adequate hematological, renal and hepatic function.

The major exclusion criteria were as follows: (i) evidence of
unstable systemic disease; (ii) prior treatment with anti-EGFR agents
(including TKIs and monoclonal antibodies); (iii) untreated brain me-
tastases (newly diagnosed or pre-existing) or spinal cord compression;
(iv) previous malignancies within the last 5 years (other than cervical
carcinoma or skin cancer that underwent successful treatment).

Study design and treatment

This was a Phase IV, open-label, single-arm study. Eligible patients
received oral 150 mg/day of erlotinib (F. Hoffman-La Roche,
Switzerland) until disease progression, intolerable toxicity, with-
drawal or death. Dose interruption or reduction in 50 mg/day decre-
ments was allowed in the case of erlotinib-related adverse events
(AEs). The primary objective was to provide access to erlotinib for
patients with Stage IIIB/IV NSCLC who had failed or were unsuit-
able for chemotherapy/radiotherapy before approval. Secondary ob-
jectives were to assess safety, best response, progression-free survival
(PFS) and overall survival (OS). The incidence and severity of an
erlotinib-related rash were also secondary end points for this study.

Clinical evaluation

Outcomes included best response as per investigator assessment [com-
plete response (CR), partial response (PR) or stable disease (SD)], PFS,
OS and safety. Clinical and laboratory assessments were conducted
at baseline and then every 4 weeks throughout the study. Tumor
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response was assessed using Response Evaluation Criteria in Solid
Tumors (RECIST) at least every 2 months (by computerized tomog-
raphy, magnetic resonance imaging or radiography) (25) For patients
who were classified as having tumor response, a confirmatory evalu-
ation was carried out 4 weeks after the initial determination of
response. The safety and tolerability were evaluated monthly by clin-
ical examination, blood cell count and biochemistry. The AEs and ser-
ious AEs (SAEs) of any cause were assessed and graded according to
the National Cancer Institute Common Toxicity Criteria (NCI-CTC)
version 3.0.

Statistical analysis

The overall response rate (ORR)was defined as the sum of CR and PR.
A patient was assigned SD if they had a response assessment of CR, PR
or SD at≥1 visit but were not confirmed as CRor PR (SD criteria must
be met for ≥28 days). The disease control rate (DCR) was defined as
the sum of CR, PR and SD. PFS was determined from the date of er-
lotinib initiation until the date of first documented progression accord-
ing to RECIST objective tumor assessment or until the date of death
for any reason in the absence of disease progression. OS was deter-
mined from the date of the start of treatment until the date of death
(irrespective of cause). Comparisons of demographic, clinical
and pathological variables were performed using the χ2 test. The
Kaplan–Meier method was used to analyze survival data, and statis-
tical differences were evaluated by the log-rank test. Unless otherwise
stated, the results are expressed as medians with 95% confidence inter-
vals (95% CIs). A 0.05 nominal significance level without multiplicity
adjustment was adopted. Multivariate Cox regression proportional
hazards analysis was used to determine the association between risk
factors (age, gender, ECOG PS, stage of disease, histology and smok-
ing status) and PFS andOS in each group. All tests were two-sided, and
analyses were carried out using SAS software, version 8.2 (SAS
Institute Inc., USA).

Results

Patient characteristics

A total of 519 patients with advanced NSCLC were enrolled in this
study (TRUST-China, 223 females and 296 males). The mean age
was 57 years old (ranging from 24 to 82 years old). The majority of pa-
tients had an ECOGPS of 1 (61.8%, n = 321), were in Stage IV (82.3%,
n = 427), and had ADC (77.3%, n = 401). Furthermore, 302 patients
(58%) were treated with erlotinib in this trial as the second-line treat-
ment, and 216 patients (42%) as the third-line treatment. The Chinese
subpopulation in this study had similar baseline characteristics to
TRUST-Global (Table 1) except that the Chinese population had a
greater percentage of ADC as well as nonsmoker cases.

Tumor response

The best overall response data were available in 479 patients, in which
CR was observed in only 1 patient (0.2%), PR in 127 patients
(26.5%), objective response rate (ORR = CR + PR) in 128 patients
(26.7%), SD in 263 patients (54.9%) and the DCR (CR + PR + SD)
was 81.6% PD was observed in 88 patients (18.4%). Two patients
were not evaluable and 38 patients were not evaluated.

PFS and OS

Survival data were available for all 519 patients. Median PFS and OS
were 6.4 months (95% CI: 5.5–7.9 months) and 15.4 months (95%

CI: 14.2–17.7 months) respectively, which were longer than those in
the TRUST-global study population (median PFS: 3.3months; median
OS: 8.2 months).

Survival in selected subgroups

Patient PFS and OS were further evaluated based on gender, smoking
history and histological classifications (Supplementary data, Tables S1
and S2). Being a female, nonsmoker or having ADC favored a longer
PFS and OS in comparison to being a male, smoker, or having squa-
mous cell carcinoma (SCC)/other histology, respectively. The study
population was divided into groups according to histological type:
ADC, large cell carcinoma (LCA), SCC and other histological types
(Fig. 1). Patients with ADC had a median PFS of 8.4 months (95%
CI: 7.2–9.7) and a median OS of 16.6 months (95% CI: 14.7–18.9).
The median PFS and OS for SCC were 3.1 months (95% CI: 2.76–
3.98) and 8.6 months (95% CI: 6.14–13.4), respectively. Statistically
significant differences were observed between the ADC group and the
non-ADC (SCC + LCA + other types) group, in terms of both PFS and
OS, and the results are presented in Fig. 1 (P≤ 0.0001 for both).

Based on the combination of histology and smoking status (smoker
or nonsmoker), nonsmokers with ADC had a significantly longer PFS
(mPFS: 10.2 months, 95% CI: 8.4–11.6 months) in comparison
to smokers with ADC, smokers with SCC or nonsmokers with SCC
(P = 0.0003, P < 0.0001, P = 0.0001, respectively). However, the PFS
among smokers with ADC, smokers with SCC and nonsmokers

Table 1. Characteristics of the Chinese population and the global

population in the TRUST Study

Characteristics TRUST-China
(n = 519)

TRUST-Global
(n = 6586)

No. of patients (%) No. of patients (%)

Age (years)
Mean (range) 57 (24–82) 63 (19–91)

Gender
Male 296 (57.0) 3976 (60.4)
Female 223 (43.0) 2608 (39.6)

ECOG PS
0 94 (18.1) 1473 (22.4)
1 321 (61.8) 3508 (53.3)
2 81 (15.6) 1236 (18.8)
3 23 (4.4) 360 (5.5)

Stage of disease
III B 92 (17.7) 1377 (20.9)
IV 427 (82.3) 5190 (78.8)

Histology
Squamous cell
carcinoma

95 (18.3) 1555 (23.6)

Adenocarcinoma 401 (77.3) 3967 (60.3)
Large cell carcinoma 3 (0.6) 382 (5.8)
Others 20 (3.9) 679 (10.3)

Erlotinib treatment
First line 1 (0.2) 872 (13.2)
Second line 302 (58.2) 3225 (49.0)
Third line 216 (41.6) 2432 (36.9)

Smoking status
Nonsmoker 284 (54.7) 2005 (30.4)
Smoker (previous
or current)

235 (45.3) 4572 (69.4)

All data are expressed as numbers of patients (%), unless otherwise indicated.
ECOG PS, Eastern Cooperative Oncology Group performance status.
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with SCC were not statistically different (all P > 0.05) (Table 2 and
Fig. 2A). We further analyzed the patient OS based on the combin-
ation of histology and smoking status. Nonsmokers with ADC had
a significantly longer OS (median OS: 18.9 months, 95% CI: 15.7–
21.7 months) in comparison to patients in the other three groups
(all P≤ 0.0001) (Table 2 and Fig. 2B).

Multivariate analysis of ADC and SCC populations

Multivariate risk factor analysis was performed for OS using the
Cox regression model with the data from patients with ADC or SCC
(n = 496) and showed that ECOG PS (ECOG PS ≥2 vs. ≤1, hazard
ratio [HR]: 1.746, 95% CI: 1.352–2.233, P < 0.0001) and histology
(SCC vs. ADC, HR: 1.595, 95% CI: 1.207–2.091, P = 0.0008) were
independent risk factors that affected patient survival (Table 3).

Safety and tolerability

Safety and tolerability data were available for 519 patients. Of these,
118 patients (23%) had at least one any grade AE and 40 patients
(7.7%) had at least one Grade 3–4 AEs. Forty patient (7.7%) died
mainly due to disease progression (n = 16), respiratory failure (n = 13)
or lung infection (n = 7) (Table 4), in which only one death caused by
erlotinib-related interstitial lung disease. Seventy-three patients (14%)
had at least one SAE, most of which were caused by the disease
progression, respiratory, thoracic and mediastinal disorders, infec-
tions or other complications. Only three patients (<1%) had at least
one erlotinib-related SAE, including one with Grade 3 perianal ab-
scess, one with Grade 3 abnormal liver function and one with intersti-
tial lung disease complicated with respiratory failure and eventually
died during the study. Erlotinib-related AEs resulting in treatment
withdrawal occurred in 6 patients (1.2%) because of rash (n = 1),
interstitial lung disease (n = 1), hepatobiliary disorders (n = 1), ence-
phalatrophy (n = 1), hematuria (n = 1), perianal abscess (n = 1).
Approximately 84% of the patients (n = 436) experienced a rash, in
which 22 patients had a Grade 3/4 rash (Table 4).

Discussion

In the present study, we further confirmed the efficacy and safety pro-
file of erlotinib in Chinese NSCLC patients who did not respond to
previous chemotherapy, especially in the patients with ADC and a
nonsmoking history. Previous studies on EGFR-TKI treatment in pa-
tients with NSCLC have illustrated that these agents are likely more
effective in patients with certain clinical characteristics, such as
being female and a nonsmoker and having ADC histology and an
Asian origin (26). Among all clinical features, a history of smoking
was identified as a predominant risk factor that affected the efficacy
of TKIs. It is likely that the majority of female patients was nonsmo-
kers and had a higher incidence of ADC (27–30).

Importantly, in the current study, we demonstrated that the subpo-
pulation of Chinese patients with ADC histology and a nonsmoking
history had a better PFS (10.2 months) and OS (18.9 months) follow-
ing erlotinib therapy compared with other Chinese subpopulations.
Although the data of the Asian subpopulation from the East or South-
East region from the TRUST study have been reported, showing that
being a nonsmoker or having an ADC histology is associated with a
longer PFS and OS (21), the EGFR mutation rate/clinicopathological
characteristics are different among different Asian ethnic groups [31].
To the best of our knowledge, this is the longest survival time observed
in patients treated with TKIs after failure to respond to previous treat-
ment in a clinically enriched population.

Previous studies have demonstrated that Asian patients with ad-
vanced NSCLC have a longer survival time (7). In addition, Shepherd
et al. (12) have shown that the median OS in patients treated with
erlotinib who did not respond to a previous first-line chemotherapy

Table 2. Survival in selected patient subgroups defined on the basis of histology and smoking status (n = 496)

Median PFS (months) 95% CI Median OS (months) 95% CI

Nonsmoker with ADC (n = 254) 10.2 8.4–11.6 18.9 15.7–21.7
Nonsmoker with SCC (n = 21) 1.8 1.0–3.2 10.2 3.0–19.5
Smoker with ADC (n = 147) 4.9 3.9–7.8 13.7 11.6–15.5
Smoker with SCC (n = 74) 3.6 2.8–5.1 8.2 6.1–13.4

PFS, progression-free survival; OS, overall survival; ADC, adenocarcinoma; SCC, squamous cell carcinoma; CI, confidence interval.

Figure 1. Kaplan–Meier survival plots according to histology type of the

patients receiving erlotinib as the second-line therapy: (A) progression-free

survival and (B) overall survival.
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was 6.7 months, compared with 4.7 months in control patients. The
median PFS was 2.2 months and 1.8 months in erlotinib-treated and
control subjects, respectively. While in 91 Asian patients, those receiv-
ing erlotinib had a response rate of 18.9% and a median OS of 13.6
months. The survival time in this group of patients was longer than
that of other patients with a non-Asian origin. Fan et al. (23) reported
that Taiwanese patients with advanced NSCLCwhowere treated with
erlotinib had a higher disease control rate, longer PFS and longer OS
compared with patients treated with gefitinib. The median PFS in
patients treated with erlotinib was 4.6 months. Erlotinib treatment re-
sulted in a longer median PFS (7.2 months) in the IPASS subpopula-
tion (nonsmokers or former light smokers with ADC) (23). In
addition, Mok et al. (21) have shown that the Asian subpopulation
from the East or South-East region had a median OS of 14.7 months
and a median PFS of 5.8 months. Similarly, our study revealed that the
median OS of Chinese patients from the TRUST study was 15.4
months, which is almost twice as long as that in the global population
(8.2 months). Likewise, the median PFS in the Chinese population is
reported to be twice as long as that in the global population (6.4 vs.
3.3 months). The results of our current study are consistent with these
previous findings (12,21) andmay be attributed to a higher EGFRmu-
tation rate in these clinically enriched populations.

Moreover, the mutation rate of EGFR inNSCLCwas 28.4% (147/
517) in Chinese patients, in a subgroup of nonsmokers with ADC
(clinically enriched tumor-EGFR exon 19- or 21-mutated patients);
and EGFR was the most frequently altered gene, with a mutation
rate of 49.8% (16). Rosell et al. (17) have reported that EGFR muta-
tions were found in 16.6%of patients with lung cancer, andmutations
were more frequent in women (69.7%), in nonsmokers (66.6%), and
in thosewith ADC (80.9%). Compared with conventional chemother-
apy, erlotinib is more effective against advanced EGFR mutation-
positive NSCLC (8,9,31). Although EGFR mutation testing is
well-established clinical process of lung cancer treatment, the EGFRmu-
tation testing rate for lung cancer treatment in China is only∼10% (24).
Many NSCLC Chinese patients are treated with unknown EGFR status
due to the low awareness and low test rate. Clinical characteristics are
still important factors to choose the regimen. The TRUST-China subset
analysis is valuable for Chinese clinical practice of NSCLC.

In our study, the majority of the Chinese patients were nonsmokers
(54.7%), which is greater than the global population based on the
TRUST study (30.5%). Mok et al. (21) have shown that there are
more nonsmokers than smokers (55% vs. 45%) in the Asian sub-
group. The higher proportion of nonsmokers is likely to contribute
to better clinical outcomes in patients with an Asian origin.

Figure 2. (A) Kaplan–Meier progression-free survival (PFS) plots according to histology and smoking status in patients treated with erlotinib in the TRUST-China

study. PFS is superior in the subgroup of nonsmokers with ADC (n = 254) compared with the other three subgroups, including smokers with ADC (n = 147),

nonsmokers with SCC (n = 21) and smokers with SCC (n = 74). ADC, adenocarcinoma; SCC, squamous cell carcinoma. Smokers with ADC vs. Nonsmokers with

ADC: P = 0.0003; Smokers with ADC vs. Smokers with SCC: P = 0.9979; Smokers with ADC vs. Nonsmokers with SCC: P = 0.7290; Nonsmokers with ADC vs.

Smokers with SCC: P < 0.0001; Nonsmokers with ADC vs. Nonsmokers with SCC: P = 0.0001; Smokers with SCC vs. Nonsmokers with SCC: P = 0.0551. (B)

Kaplan–Meier overall survival (OS) plots according to histology and smoking status in patients treated with erlotinib in the TRUST-China study. OS is superior in

the subgroup of nonsmokerswith ADC (n = 254) comparedwith the other three subgroups, including smokers with ADC (n = 147), nonsmokerswith SCC (n = 21) and

smokers with ADC (n = 74). Smokers with ADC vs. Nonsmokers with ADC: P = 0.0001. Smokers with ADC vs. Smokers with SCC: P = 0.9818. Smokers with ADC vs.

Nonsmokers with SCC: P = 0.6354. Nonsmokers with ADC vs. Smokers with SCC: P < 0.0001. Nonsmokers with ADC vs. Nonsmokers with SCC: P < 0.0001. Smokers

with SCC vs. Nonsmokers with SCC: P = 0.0133.

Table 3. Multivariate risk factor analysis for prognosis in patients with ADC or SCC (n = 496)

Factor Variables Hazard ratio 95% CI P value

Gender Female vs. male 0.854 0.645–1.134 0.2739
Age ≥65 years vs. <65 years 1.21 0.965–1.511 0.0947
ECOG PS ≥2 vs. ≤1 1.746 1.352–2.233 <0.0001
Histology SCC vs. ADC 1.595 1.207–2.091 0.0008
Smoking history C/FS vs. NS 1.289 0.967–1.724 0.0851
Stage of disease Stage IIIB vs. Stage IV 1 0.750–1.312 0.9975

C/FS, current/former smoker; NS, nonsmoker.

Jpn J Clin Oncol, 2015 5

 at Pennsylvania State U
niversity on February 19, 2016

http://jjco.oxfordjournals.org/
D

ow
nloaded from

 

http://jjco.oxfordjournals.org/


Multivariate analyses within the Asian subgroup have demonstrated
that smoking status is an important risk factor that influences patient
survival (21). Similarly, the percentage of Chinese NSCLC patients
with ADC was also higher than that in the TRUST-global population
(73.4% vs. 54.6%, Table 1). It is well known that the EGFRmutation
rate is relatively higher in NSCLC patients with ADC or nonsmokers.
This fact can explain why nonsmokers with ADC had the longest PFS
and OS and why PFS and OS for the Chinese subpopulation in the
TRUST study were better than those in the global population. The
safety profile of erlotinib in this study was consistent with previous re-
ports (21). Shepherd et al. (12) have reported that a skin rash occurred
in 75% of patients in their study; while in our study, 84% of Chinese
patients developed a skin rash following erlotinib treatment. The inci-
dence of a skin rash in our study was slightly higher than that in the
TRUST study, which was 70.6% in the global population. The inci-
dence of interstitial lung disease-like events was 0.8% in both the er-
lotinib and placebo groups in the BR21 study (12). In the global
TRUST study (21), clinically significant adverse events of rash and
interstitial lung disease in the Asian subgroup were observed in four
patients (<1%) and one patient (<0.1%), respectively. In the present
study, one patient experienced a Grade 3/4 rash (<0.1%) and one de-
veloped Grade 3/4 interstitial lung disease (<0.1%). Our study to-
gether with previous reports have further confirmed the safety of
erlotinib in patients with advanced NSCLC.

One limitation of this study is the lack of EGFRmutation informa-
tion and analysis. The Chinese patients were enrolled from 2006 to

2007 in this study during which the EGFR mutation testing was not
widely adapted in clinic and it is difficult to do retrospective EGFR
mutation testing now since there was no enough tumor sample left
for this kind of testing. Considering the very low EGFR testing rate
during current clinical treatment for Chinese NSCLC, the analysis of
the combination of smoking status and histological characteristics in
TKI therapy still provides clinical benefits to NSCLC patients (32).

Conclusion

Our TRUST study of the Chinese population further confirmed that
erlotinib is effective and safe in treating patients with advanced
NSCLC. More importantly, our study demonstrated that the subpo-
pulation of Chinese patients with ADC histology and a nonsmoking
history had the longest survival time following erlotinib treatment.
Thus, good performance status and ADC histology were determined
as favorable clinical features for erlotinib treatment.

Supplementary data

Supplementary data at http://www.jjco.oxfordjournals.org.
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