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Abstract
Background: The role of adjuvant epidermal growth factor receptor tyrosine kinase
inhibitors (EGFR-TKIs) is not clear in early-stage nonsmall-cell lung cancer (NSCLC)
patients. This meta-analysis aims to compare the efficacy and safety of EGFR-TKIs as
adjuvant therapy with chemotherapy or placebo in NSCLC patients harboring EGFR
mutations.
Patients and Methods: Pubmed, Embase, and Cochrane databases were searched for
randomized controlled trials. The hazard ratio (HR) of disease-free survival (DFS) and
overall survival (OS) as well as the risk ratio (RR) of severe adverse events were
merged.
Results: Seven articles from five studies from 1843 records, a total of 1227 patients,
were included in the analysis. The HR for DFS was 0.38 (95% confidence interval
[CI] 0.22–0.63), in favor of EGFR-TKIs. However, no significant benefit of OS was
seen (HR = 0.61, 95% CI 0.31–1.22). Treatment benefit was more pronounced in
patients with advanced disease stage and longer duration of medication, EGFR exon
19 deletion mutation, and treatment with third-generation EGFR-TKIs. Adjuvant
targeted therapy may cause few adverse events compared with chemotherapy
(RR = 0.28, 95% CI 0.09–0.94). The possibility of severe adverse events for the first-
generation drugs was significantly lower than for third-generation drugs.
Conclusion: In EGFR mutation-positive patients with stage IB–IIIA NSCLC, com-
pared with adjuvant chemotherapy or placebo, adjuvant EGFR-TKIs should effectively
improve the patient’s DFS, but not effectively improve OS. Disease stage, treatment
duration, mutation types, and therapeutic drugs could affect the degree of benefit.
Adjuvant EGFR-TKIs had more favorable tolerability than chemotherapy, especially
with the usage of first-generation drugs.
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INTRODUCTION

Lung cancer is one of the most common malignant tumors,
ranked second in incidence among all tumors following
nonmelanoma skin cancer.1 With a heavy burden world-
wide, lung cancer is the leading cause of tumor-related
deaths and disability-adjusted life years in males and the

second most common cause in females. Nonsmall-cell lung
cancer (NSCLC) is the major subtype of lung cancer,
accounting for about 85% of all cases.2 Most patients have
advanced disease when diagnosed, and about 30% of NSCLC
patients are candidates for radical resection.3,4

Postoperative adjuvant treatment is recommended for
candidate patients (those with stage IIB–IIIA disease or
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partly stage IB and IIA disease) with NSCLC who have
undergone radical surgical resection to reduce the risk of
recurrence and metastasis.5 Platinum-based doublet chemo-
therapy is the current standard for adjuvant treatment with
a 5-year overall survival (OS) improvement of 5.4% when
compared with placebo.6,7 Despite some advancement in
safety and tolerability, limited improvement was seen in effi-
cacy from adjuvant chemotherapy.8,9 Unmet clinical need
remains in the adjuvant setting.

The last decade has witnessed the evolving role of epi-
dermal growth factor receptor tyrosine kinase inhibitors
(EGFR-TKIs) as the first-line treatment for EGFR-mutant
advanced NSCLC for their favorable efficacy and safety.10–13

The biomarker-response relationship has also been clarified
in the IPASS study, which demonstrated EGFR mutation is
the strongest predictor for the therapeutic effect of EGFR-
TKIs.14 Targeted therapy with imatinib has been used as
postoperative adjuvant treatment for gastrointestinal
tumors.15 Therefore, investigation has begun into the role of
adjuvant EGFR-TKIs in EGFR mutation-positive NSCLC
patients who have undergone radical surgery.16

Randomized controlled trials and meta-analysis found
adjuvant treatment with EGFR-TKIs after surgery may
improve the disease-free survival (DFS) of patients with
early-stage NSCLC.17–20 However, no significant improve-
ment in OS has been determined due to the immature OS
data. In addition, the sample size in most studies was rela-
tively small, and thus not powerful enough to detect the OS
benefit from adjuvant EGFR-TKIs. Questions remain in
terms of the timing of adjuvant EGFR-TKIs, the duration of
medication, the preferred drugs, and preferred gene muta-
tion type owing to the heterogeneous results of different
studies. Recently, the ADJUVANT study updated its OS
data,21 and the preliminary data of ADAURA has also been
published.16 Therefore, we conducted a meta-analysis of the
randomized controlled trials to compare the efficacy
between adjuvant EGFR-TKIs and placebo/chemotherapy in
EGFR mutation-positive NSCLC patients. Potential
influencing factors were also evaluated.

METHODS

This analysis was presented according to the preferred
reporting items for systematic reviews and meta-analyses
statement (PRISMA) and was registered with the PROS-
PERO register of systematic reviews (registration number:
CRD42020213849).

Literature search strategies

We searched Pubmed, Embase, and the Cochrane Central
Library from 1 January 2000 to 20 September 2020 using the
keywords “carcinoma, non-small-cell lung” and its syno-
nyms, epidermal growth factor receptor, resectable, opera-
ble, adjuvant, postoperative, and survival. The search was

limited to clinical trials. Abstracts of academic conferences
including the American Society of Clinical Oncology Annual
meeting, the World Conference on Lung Cancer, the
European Society for Medical Oncology, and registered clin-
ical trials were also included to identify relevant studies.

Study eligibility and selection

Clinical trials that met the following criteria were included:
(a) randomized controlled trials in NSCLC patients with
EGFR-mutant, stage IB–IIIA disease that underwent radical
resection; (b) random assignment of participants to treat-
ment with postoperative EGFR-TKI or chemotherapy/pla-
cebo; and (c) reporting of DFS and OS. Exclusion criteria
were (a) studies in which adjuvant immunotherapy was
evaluated; and (b) studies with a sample size less than 50.
Duplicate records and republished studies, reviews, meta-
analysis, case reports, and non-English reports were also
excluded from the analysis.

Data extraction

The following information was recorded for each study: first
author, year of publication, name of the study, sample size,
gender, average age, disease stage, median follow-up dura-
tion, number of cases in intervention and control groups,
treatment strategy, number of adverse events (≥ grade 3),the
hazard ratio (HR) value of DFS and OS, the subtype of
EGFR mutation, and the median duration of treatment.
Data extraction was done independently by two authors and
discrepancies were resolved by consensus that included a
third author.

Quality assessment of the included studies

Two authors independently evaluated the quality of the
included studies based on the Cochrane Collaboration’s
Tool for assessing risk of bias in the Cochrane Handbook for
Systematic Reviews of Interventions, which includes selection
bias, implementation bias, measurement bias, loss to follow-
up bias, publication bias, and other biases. Differences and
disagreements were resolved by discussion with introduction
of a third author.

Statistical analysis

The data analysis of this study was done using R, version
3.6.2 (R Core Team). Log-transformed HR and standard
error values combined with the generic inverse variance
method were used to evaluate HR in DFS and OS. For
adverse events analysis, we collected the number of events
and participants in each study to estimate the RR. Power
analysis was performed using an alpha error probability of
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0.05. We applied the I2 test and the Q test for heterogeneity
estimation.22 I2 > 50% or Q test p < 0.1 were considered sig-
nificant heterogeneity and the random effects model was
used. Otherwise, the fixed-effects model was used. Publica-
tion bias was evaluated by Egger’s test.

RESULTS

Characteristics of included studies

The selection strategy and reasons for exclusion are shown
in Figure 1. A total of 1843 records were identified. After
screening, seven articles of five randomized controlled trials
were considered eligible for the meta-analysis,16,21,23–27 con-
sisting of a total of 1227 patients with EGFR mutation
(633 patients in the experimental group and 594 patients in

the control group). While some of the patients in the RADI-
ANT study were without EGFR mutation, only patients with
EGFR mutation positive (161 cases of 973 cases) were taken
into the analysis.

Characteristics of included trials are presented in Table 1.
The ADAURA study is the largest study, with 682 patients.
The EVAN study and Li et al.’s study mainly focused on
patients with stage IIIA disease. The ADJUVANT study
excluded stage IB patients while 47% patients had stage IB
disease in the RADIANT study. The ADAURA study evalu-
ated the third-generation EGFR-TKI osimertinib, and the
remaining studies evaluated first-generation drugs. In the Li
et al.’s study, the planned medication time was 6 months, and
the median treatment duration was not reported. The
planned medication time in the ADAURA study was 3 years,
while the rest of study was 2 years. The median treatment
duration was more than 20 months in most studies except

F I G U R E 1 Flow chart of selection strategy
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for the study by Li et al. The ADAURA study only reported
DFS data, so it was not included in the OS analysis.

Study quality

We evaluated the quality of trials according to the Cochrane
‘Risk of bias’. As seen in Figure 2, two studies were at low
risk of bias while three studies had one domain each marked
as high risk (performance bias).

DFS

The random effects model was used for meta-analysis
because of strong heterogeneity among the five included
studies (I2 = 81%, p < 0.1) (Figure 3(a)). Compared with the
control group, the risk of disease recurrence with adjuvantT
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treatment with EGFR-TKIs was reduced by 62% with statis-
tical significance (HR = 0.38, 95% confidence interval
[CI] 0.22–0.63). Egger’s test revealed no evidence of publica-
tion bias (p = 0.89). In the sensitivity analysis, deletion of
any research did not affect the results of this meta-analysis,
indicating the result of random effects was stable and reli-
able (Figure 3(b)).

Subgroup analysis for DFS

Table 2 summarizes the subgroup analysis of DFS. Adjuvant
EGFR-TKIs were associated with a significantly increased
DFS benefit in patients with stage IIIA disease, exon 19 dele-
tion mutation, and those treated with third-generation
EGFR-TKIs (all p < 0.01). Regardless of the presence of previ-
ous adjuvant chemotherapy, postoperative patients could
benefit from adjuvant EGFR-TKIs in terms of DFS to a simi-
lar degree (p = 0.21).

The risk of disease recurrence in patients who received
adjuvant targeted therapy after surgery was greatly reduced,
being only 42% of that with adjuvant chemotherapy
(HR = 0.42, 95% CI 0.19–0.93) and 35% of that with placebo
(HR = 0.35, 95% CI 0.16–0.76).

Li et al.’s study was excluded from subgroup analysis
for medication duration. The median medication duration
of the remaining four studies was extracted and the
weighted average was 22.3 months based on the sample
size. Taking 22.3 months as the cut-off value, patients with
longer medication duration (≥ 22.3 months) had more
DFS (p < 0.01).

High heterogeneity was noted among the studies
(I2 = 81%; Figure 3(a)). After dividing all studies into two
groups according to the median medication duration, the
heterogeneity within the two groups was completely elimi-
nated (I2 = 0% in both groups), but the heterogeneity
between the groups was significant (I2 = 86%, p < 0.1).
Therefore, the difference in the benefit of adjuvant EGFR-

TKIs for DFS among different studies may be largely attrib-
uted to the difference in treatment duration.

Overall survival

Four studies were included in the OS analysis. The I2 score
was 68%, suggesting moderate heterogeneity, therefore the
random effects model was used for meta-analysis
(Figure 3(c)).

The risk of all-cause death was reduced by 39% in
patients treated with adjuvant EGFR-TKIs compared with
those in the control group, but it was not statistically signifi-
cant (HR = 0.61, 95% CI 0.31–1.22). The Egger’s test
suggested no significant evidence of publication bias (Egger’s
p = 0.15). In the sensitivity analysis, deleting any study did
not affect the results of this analysis, indicating the calculation
results of the random effects model were stable and reliable
(Figure 3(d)).

Subgroup analysis for OS

OS subgroup analysis of different disease stages

Moderate heterogeneity was seen between the two groups
according to disease stage (I2 = 68%, p < 0.1; Figure 4(a)),
suggesting patients with different disease stages were associ-
ated with varied survival benefits from treatment with EGFR-
TKIs. In patients with stage IIIA disease, the HR for OS was
0.26 (95% CI 0.11–0.60), which favored EGFR-TKIs. No het-
erogeneity was seen with studies that incorporated mixed
patients of stage IB–IIIA (I2 = 0%). However, for these
patients adjuvant targeted therapy is not yet significantly
effective in improving the risk of all-cause death (HR = 0.99,
95% CI 0.70–1.40).

The heterogeneity was moderate for included studies
with an I2 of 68%. After dividing all studies into two groups

a b

c d

F I G U R E 3 Forest plot for hazard ratio on DFS and OS. (a) Forest plot of hazard ratio of DFS. (b) Sensitivity analysis for DFS. (c) Forest plot of hazard
ratio of OS. (d) Sensitivity analysis for OS
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according to disease stage, the heterogeneity within the
group was completely eliminated (I2 = 0% in both groups).
Therefore, disease stage was considered to be the main cause
for the different OS benefits from adjuvant EGFR-TKIs
among different studies.

OS subgroup analysis of different treatment
duration

Li et al.’s study and the ADJUVANT study were excluded
from analysis due to lack of data on median medication
time. The median medication time of the remaining two
studies was extracted while the weighted average time was
22.2 months based on the sample size. Taking 22.2 months
as the cut-off value, the two studies were divided into two
groups (Figure 4(b)).

For patients with a median treatment time over
22.2 months, the risk of death from all causes was signifi-
cantly reduced. The HR for all-cause death using EGFR-
TKIs was only 0.17 (95% CI 0.05–0.58). In studies with a
median treatment duration less than 22.2 months, EGFR-
TKIs did not significantly improve the risk of all-cause death
(HR 0.46, 95% CI 0.07–2.90). Finally, the heterogeneity
between the groups was high (I2 = 85%, p < 0.01), which

indicated that longer treatment duration was associated with
better OS benefits.

OS subgroup analysis according to different
comparation

According to the subgroup analysis based on different com-
paration (Figure 4(c)), the risk of all-cause death of patients
who received adjuvant targeted therapy after surgery was
not significantly different from adjuvant chemotherapy
(HR = 0.44, 95% CI 0.08–2.45) as well as placebo
(HR = 0.70, 95% CI 0.25–1.98).

Severe adverse events

For analysis on toxicity, adjuvant EGFR TKIs were shown to
be significantly superior to chemotherapy and insignificantly
inferior to placebo for rates of severe (grade 3 or higher)
adverse events (RR = 0.28, 95% CI 0.09–0.94 and RR = 7.02,
95% CI 0.64–76.62, respectively; Figure 5(a),(b)).

To investigate possible reasons for heterogeneity, we did
subgroup analyses with regard to the RRs by type of EGFR-
TKIs (third-generation vs. first-generation EGFR-TKIs). As

T A B L E 2 Subgroup analysis of effect on DFS from EGFR-TKI treatment

Category
Studies divided
to subgroups

No. of patients

HR (95% CI) Heterogeneity I2

Intersubgroup heterogeneity

Intervention Control I2 p value

Disease stage 81% <0.01

IIIA EVAN, Li et al. 81 81 0.30 (0.18, 0.52) 0%

IB-IIIA ADAURA, ADJUVANT,
RADIANT

552 513 0.41 (0.20, 0.87) 90%

Mutation type 80% <0.01

Exon 19 deletion ADAURA, ADJUVANT,
Li et al.

258 255 0.22 (0.05, 0.95) 88%

Exon 21 L858R ADAURA, ADJUVANT,
Li et al.

224 226 0.43 (0.27, 0.70) 47%

Median treatment duration 86% <0.01

<22.3 months ADJUVANT, RADIANT 213 170 0.60 (0.45, 0.80) 0%

≥22.3 months ADAURA, EVAN 390 394 0.21 (0.15, 0.30) 0%

Treatment of experimental arms 81% <0.01

First-generation
EGFR TKI

ADJUVANT, EVAN,
RADIANT, Li et al.

294 251 0.51 (0.40, 0.66) 42%

Third-generation
EGFR TKI

ADAURA 339 343 0.20 (0.14, 0.29) —

Different comparation 81% <0.01

vs. chemotherapy ADJUVANT, EVAN 162 162 0.42(0.19, 0.93) 76%

vs. placebo ADAURA, Li et al.,
RADIANT

471 432 0.35(0.16, 0.76) 84%

Previous adjuvant chemotherapy before
EGFR-T KI treatment

36% 0.21

Yes ADAURA, Li et al. 235 235 0.20 (0.13, 0.30) 66%

No ADAURA 136 136 0.23 (0.13, 0.40) —
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shown in Figure 5(c), heterogeneity between the two groups
is extremely high (I2 = 84%, p < 0.1), the risk of severe
adverse events for third-generation EGFR-TKIs is higher

than the placebo (RR = 22.39, 95% CI 3.04–165.18), while
no difference was shown between first-generation agents
and the placebo (RR = 4.19, 95% CI 0.19–93.31). There was

a

b

c

F I G U R E 4 Subgroup analysis
for OS for patients receiving
adjuvant EGFR-TKIs. (a) Forest plot
of hazard ratio of OS for adjuvant
EGFR TKI according to disease
stages. (b) Forest plot of hazard ratio
of OS for adjuvant EGFR TKI
according to median treatment
duration
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a significant increase in the risk of severe adverse events
with third-generation EGFR-TKIs compared with first-
generation EGFR-TKIs.

DISCUSSION

In patients with NSCLC who have undergone radical sur-
gery, adjuvant therapy is needed since micro metastases or
residual tumor cells exist after resection. Previous meta-
analysis proved that adjuvant treatment with EGFR-TKIs
can reduce the probability of tumor recurrence and prolong
DFS with fewer adverse events,17,20 indicating that they can
provide an alternative option to adjuvant chemotherapy in
patients with EGFR-mutated NSCLC.

Our study included the recently updated ADJUVANT
and ADAURA studies, further confirming that adjuvant
therapy with EGFR-TKIs significantly improved DFS with a
reduced recurrence risk of 62% in patients with stage IB–
IIIA NSCLC who had undergone radical resection with

positive EGFR mutations when compared with adjuvant
chemotherapy or placebo treatment. This finding is consis-
tent with the conclusions of previous meta-analysis.17–20,28

With respect to OS, however, no significant difference
was noted between adjuvant EGFR-TKIs and chemother-
apy/placebo. This finding may be explained by the usage of
subsequent EGFR-TKIs in the control arm after disease
recurrence. In addition, OS was the secondary outcome in
all included studies, so the sample size may be insufficient to
detect difference in OS.23–25 Moreover, the OS data were not
mature due to short follow-up times with the exception of
the ADJUVANT study, in which the median follow-up time
was 76.9 months. Therefore, more mature OS data are
needed in the future to evaluate the impact of adjuvant-
targeted therapy on OS.

Disease stage is a prognosis factor for the therapeutic
effect of adjuvant therapy. Previous literature reported that
the median OS times were 37 months, 21 months and
9 months for NSCLC patients with lymph node staging as
N0, N1, and N2, respectively.29,30 In addition, whether stage

a

b

c

F I G U R E 5 Forest plots of
relative risk of severe adverse events.
(a) Forest plot of risk ratio of severe
adverse events associated with
adjuvant EGFR-TKIs versus
chemotherapy. (b) Forest plot of risk
ratio of severe adverse events
associated with adjuvant EGFR-TKIs
versus placebo. (c) Subgroup
analysis of risk ratio of severe
adverse events for adjuvant EGFR-
TKIs versus placebo according to
EGFR TKI type
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IB patients can benefit from adjuvant therapy remained a
question with controversies.6,31 In the current study, the
EVAN and Li et al.’s studies mainly focused on stage IIIA
patients, while the ADJUVANT study included patients with
stage II and IIIA disease. The ADAURA and RADIANT
studies included patients with stage IB–IIIA NSCLC, and
moreover stage IB patients accounted for as many as 47% of
the overall population in the RADIANT study. Subgroup
analysis showed that patients with stage IIIA disease got
more benefit of DFS and OS from adjuvant EGFR-TKIs
compared with patients with heterogeneous stages less than
stage IIIA. In the OS subgroup analysis, heterogeneity
within the subgroups can be completely eliminated by divi-
sion of the subgroups by different disease stages. Taken
these findings together, patients with relatively later stages
seem to benefit more from adjuvant EGFR-TKIs.

Treatment duration was speculated to be related to the
efficacy of adjuvant-targeted therapy. Adjuvant treatment
with 3-year imatinib significantly prolonged DFS and OS
compared to 1-year imatinib in patients with operable gastro-
intestinal stromal tumor.32 EGFR-TKIs yield a median
progression-free survival of 10–12 months in advanced
NSCLC. Moreover, some patients continued to benefit from
EGFR-TKIs after tumor progression than switching to che-
motherapy.33 In a phase II randomized 3-month study with
2-year adjuvant afatinib in surgically resected stage I–III
NSCLC patients harboring EGFR mutation, 2-year DFS was
increased by 14% in patients treated for 2 years compared to
those who were treated for 3 months (85% vs. 71%).34 How-
ever, this study was suspended due to slow enrollment, and
the median DFS and OS had not yet been reached. Consistent
with the findings mentioned above, our study found more
DFS and OS benefits in patients with longer treatment dura-
tion. In the subgroup analysis for DFS, heterogeneity within
the groups was completely eliminated when studies were
divided according to the treatment duration, suggesting that
the patients’ DFS benefit from adjuvant EGFR-TKIs
depended on the medication duration to a great extent.

However, there was no relationship between treatment
duration and OS benefit since only three studies were
included in subgroup analysis. Additionally, two studies
mainly included stage IIIA patients while 47% of patients in
the other study had stage IB disease, so the heterogeneity
between the two groups might be attributed to different dis-
ease stages rather than the length of treatment duration.
More homogeneous studies are needed to investigate the
relationship between treatment duration and OS benefit.

Our study first evaluated the relationship between DFS
and EGFR mutation subtype. The 19 exon deletion and the
21 exon L858R point mutation are the most common domi-
nant mutation subtypes of EGFR mutation.35,36 Previous
studies have shown there are significant differences in clini-
cal characteristics between NSCLC patients harboring EGFR
exon 19 deletion and exon 21 L858R point mutations.37

Patients with exon 19 deletion mutations also had longer
progression-free survival and higher objective remission
rates than those with exon 21 L858R point mutations.38

However, no meta-analysis has evaluated the efficacy of
adjuvant EFDR-TKIs in patients with these two common
mutations so far. Subgroup analysis demonstrated that
patients with exon 19 deletion mutations could obtain more
DFS benefits from postoperative EGFR-TKIs than those
with exon 21 L858R point mutations. More research is
needed to identify the underlying mechanism.

Emerging EGFR-TKIs have entered clinical practice,
including the first-generation gefitinib, icotinib, and
erlotinib, the second-generation afatinib, and the third-
generation osimertinib. As a third-generation EGFR-TKI,
osimertinib not only irreversibly inhibits sensitive muta-
tions, but also effectively inhibits the T790M mutation that
leads to drug resistance.11,13,39 Osimertinib was associated
with significantly longer progression-free survival (PFS) and
OS than first-generation gefitinib and erlotinib in patients
with advanced NSCLC with EGFR mutations.13,40 In the
present study, postoperative third-generation EGFR-TKIs
significantly reduced risk of disease recurrence when com-
pared to first-generation EGFR-TKIs, providing a preferred
option in the adjuvant setting. Furthermore, EGFR C797S
mutation is one of the main mechanisms of resistance to
osimertinib; to address this issue, the fourth-generation
EGFR inhibitor CH7233163 was developed.41

Despite the development of innovative adjuvant treat-
ment with targeted therapy and immunotherapy, chemo-
therapy remains the cornerstone and standard therapy for
adjuvant treatment. Meanwhile, adjuvant targeted therapy
also faces many challenges, one of which is intratumoral
heterogeneity. Lung cancer has been defined as a group of
distinct diseases with molecular and phenotypic heterogene-
ity.42,43 In spite of initial inhibition of cells with sensitive
mutations, EGFR-wild-type clones emerge as the dominant
source of resistance, leading to treatment failure. Several
strategies have been developed to address this issue, includ-
ing combination with chemotherapy and EGFR-TKIs. In the
first-line setting, combining chemotherapy and EGFR-TKIs
have a significant impact on PFS for patients with advanced
NSCLC.44 Therefore, it is worth exploring the role of adju-
vant treatment with combined EGFR-TKIs and chemother-
apy. However, there is no direct comparison between
combined adjuvant chemotherapy and EGFR-TKIs and
adjuvant EGFR-TKI monotherapy. We performed subgroup
analysis to investigate the relationship between DFS and
previous chemotherapy before adjuvant EGFR-TKIs, and
found no significant difference. Because adjuvant chemo-
therapy itself could bring DFS and OS benefits to patients,6

it can be indirectly inferred that postoperative chemotherapy
combined with adjuvant EGFR-TKIs might bring more ben-
efit to patients after surgery than using adjuvant EGFR-TKIs
alone. However, more studies are warranted to provide
high-level evidence with direct comparison, and the
increased toxicity caused by combined therapy should be
considered.

In the analysis of adverse events, we found that adjuvant
EGFR-TKIs were associated with fewer serious adverse
events than adjuvant chemotherapy. Since patients with
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adjuvant EGFR-TKIs have less risk of disease recurrence
than adjuvant chemotherapy based on the results above,
adjuvant EGFR-TKIs could be a better choice for postopera-
tive adjuvant treatment compared with adjuvant
chemotherapy.

The present study also showed that the possibility of seri-
ous adverse events of third-generation EGFR-TKIs was signif-
icantly higher than that of first-generation drugs, which was
inconsistent with the results of previous study.13,40 Looking
back on the studies included in the analysis of adverse events
comparing EGFR-TKIs and placebo, the experiment design
of Li et al. was different from that in the ADAURA and
RADIANT studies. On the one hand, the treatment duration
in the study of Li et al. was less than 6 months while it was
over 20 months in ADAURA and RADIANT. Moreover, all
the patients in the study of Li et al. received adjuvant chemo-
therapy previously while only some of the patients received
adjuvant chemotherapy before EGFR-TKIs or placebo treat-
ment in ADAURA and RADIANT. Therefore, we excluded
Li et al.’s study (Figure 6) and found that treatment with
adjuvant EGFR-TKIs was associated with more adverse
events compared with the placebo. The possibility of severe
adverse events for third-generation drugs is similar to that for
first-generation drugs, which is consisted with the previous
study.14,43 The results for the adverse events for different
drugs on adjuvant targeted therapy are therefore unstable and
there is much variation between the results of the adverse
event rates for first-generation and third-generation drugs in
adjuvant targeted therapy.

This study was limited by the small number of included
studies and the insufficient follow-up time. There was only

one study for third-generation EGFR-TKIs, which might
result in bias to the subgroup analysis considering different
drugs’ efficacy. In addition, the experimental group, the con-
trol group, and the study population are quite heteroge-
neous. The ADJUVANT and EVAN studies were head-to-
head studies comparing adjuvant EGFR-TKIs and adjuvant
chemotherapy, while the other studies implemented placebo
as control. More importantly, we cannot conduct a more in-
depth subgroup analysis to explore the potential influencing
factors since we failed to obtain patient-level data. As a
result, we could only perform subgroup analysis to discuss
the benefit from adjuvant therapy according to stage indi-
rectly without being able to analyze the data on patients in
stage III and stage I–II separately.

CONCLUSIONS

In summary, compared with adjuvant chemotherapy or pla-
cebo treatment, adjuvant EGFR-TKIs significantly improved
the DFS in EGFR-mutant NSCLC patients with stage IB–
IIIA disease who had undergone radical resection. However,
no improvement of OS was seen. Advanced disease stages,
exon 19 deletion mutations, longer treatment duration, and
application of third-generation EGFR-TKIs were associated
with more DFS benefits. Advanced disease stages and longer
treatment time also had significant clinical implications for
OS. Fewer adverse events were recorded in adjuvant EGFR-
TKIs than in chemotherapy. The risk of severe adverse
events for first-generation drugs is significantly lower than
for third-generation drugs. In the future, better-designed

a

b

F I G U R E 6 Forest plot for
adverse events analysis excluding the
study of Li et al. (a) Forest plot of
risk ratio of severe adverse events for
adjuvant EGFR-TKIs versus placebo
without the study of Li et al.
(b) Forest plot on subgroup analysis
of risk ratio of severe adverse events
for adjuvant EGFR-TKIs versus
placebo according to different kind
of drugs without the study of
Li et al.

LIN ET AL. 1093



and homogeneous research is needed to explore whether
adjuvant EGFR-TKI treatment will benefit patient OS and
identify the specific patients who are suitable for and sensi-
tive to this treatment.
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