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QT-interval prolongation and Torsades de Pointes with EGFR TKis in NSCLC: targeted literature review
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Figure 4: Patients with NSCLC treated with EGFR TKils Table 1: Incidence of QTp and TdP reported for EGFR TKis in US prescribing information
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separately by investigators.
NRCT, nonrandomized controlled clinical trial; RCT, randomized controlled clinical trial

* Publications reporting the incidence of QTp in patients with NSCLC by EGFR TKI and Limitations

reported rates are shown in Figure 5
— None of the 7 studies (N=592) on icotinib reported any QTp incidence rates, and no events

« Atotal of 296 publications were identified, of which 86 met all eligibility criteria and were * For patients with any type of cancer treated with TKls (Figures 2 and 3)
abstracted for incidence or mortality due to QTp and TdP (Figure 1)

— For patients with any type of cancer treated with TKils, 4 studies reported data on the incidence
of or mortality due to QTp and/or TdP

— For patients with NSCLC treated with EGFR TKIs, 83 publications reported incidence of or
mortality due to QTp and/or TdP

QTp incidence
QTp mortality
TdP incidence
TdP mortality

n 4 studies, incidence ranged from 0% to 33.7%

n 1 study, mortality rate due to QTp was 0.3%

n 1 study, TdP incidence was 0.2%

No deaths due to TdP were reported in any studies

* Notable strengths of this report include:

were reported from 1 study (N=41) on simotinib — Use of a prespecified protocol, search criteria, and abstraction sheet, as well as the wide
breadth of literature evaluated

Figure 3: Systematic literature review—overall results — 1 case report was identified that described a QTp event in a patient receiving afatinib
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