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Lung cancer is characterized by a high incidence of brain 
metastases (BM). Around 25–40% of patients with non-
small cell lung cancer (NSCLC) will experience BM during 
the course of their disease (1) and approximately 10% of 
patients will present BM at first diagnosis of lung cancer (2). 
Lung cancers are the primary source of BM and account 
for 40–65% of secondary brain tumors (1,2). Patients 
who develop BM usually experience severe neurological 
symptoms and report a poor quality of life. Overall survival 
(OS) in patients with NSCLC and symptomatic BM is less 
than 3 months if left untreated, with most patients dying 
from neurologic causes (3).

The growing incidence of BM is in part attributed to the 
central nervous system being a sanctuary site due to the blood-
brain barrier (BBB), which limits the activity of systemic 
therapies because therapeutic drug concentrations are not 
reached in central nervous system (4). This phenomenon 
limits the treatment options for these patients (2). 
Moreover, patients with BM are usually under-represented 
in clinical trials exploring the role of chemotherapy 
treatments. Therefore, prognosis of patients with NSCLC 
and BM is poor, with a median OS of 7 months (5), which 
is lower than the OS of the general population of patients 
with stage IV NSCLC. 
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Abstract: Brain metastases (BM) remain a substantial source of morbidity and mortality in patients 
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perspective article, we will discuss the QUARTZ trial results and their implications for clinical practice. 
We will also discuss potential biomarkers that could be used to identify patients with radioresistance. This 
molecular approach might help, in addition to clinical variables, to define the patients that will obtain less 
benefit from WBRT and/or to design new targeted therapies to reverse radioresistance and improve the 
results of radiotherapy treatment when indicated.
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Historically,  treatment of BM has involved the 
combination of supportive treatment (corticosteroids for 
brain edema and antiepileptic drugs for seizures), whole 
brain radiotherapy (WBRT), and systemic treatment against 
the tumor (6). In selected patients, more radical treatments 
such as surgical approach and stereotactic radiosurgery 
(SRS) may be considered.

WBRT with doses up to 30 Gy is the standard of care 
for patients with >3 BM and good performance status 
[Karnofsky Performance Status (KPS) ≥70%] (4). Despite 
apparent efficacy of WBRT described initially in the decade 
1950–1960, only one randomized clinical trial had been 
published in 1971 comparing supportive care alone or with 
WBRT (7). Though WBRT can induce objective responses, 
improving many neurological symptoms, enhancing quality 
of life, and prolonging survival, it can also cause acute and 
early delayed toxicity, with intense and irreversible late side 
effects that can have a profound effect on neurocognitive 
function and quality of life (8). Some efforts have been made 
to avoid or delay the use of WBRT to prevent this late 
toxicity. Most of the data of efficacy of WBRT for BM has 
been obtained from retrospective reviews of clinical series, 
where different prognostic subgroups of patients have been 
defined (5).

The QUARTZ randomized clinical trial has recently 
been reported (9). It is the only adequately powered phase 
3, non-inferiority, randomized clinical trial addressing 
the efficacy of best supportive care (BSC) plus WBRT 
versus BSC alone in patients with NSCLC. The primary 
endpoint was quality-adjusted life-years (QALYs), while 
secondary outcomes included OS and quality of life. The 
authors of the study concluded that there is no difference 
in survival and quality of life between the two groups, 
which could suggest that WBRT has little effect in this 
clinical setting.

Despite this general conclusion, some limitations of 
the QUARTZ trial must be mentioned. Most of patients 
included were newly diagnosed with BM (88%); however it 
is much more common (3–4 fold more) that patients present 
BM during the evolution of the disease; therefore, there may 
have been a selection bias. Furthermore, patients included 
in the trial had a poor performance status (nearly 40% of 
patients had a KPS <70%). Indeed, as indicated in the study 
design, “clinicians were encouraged to approach potential 
participants about the trial if there was uncertainty in the 
clinicians’ or patients’ minds about the potential benefit of 
WBRT”. This statement reflects the ethical aspect of the 
study, but may introduce a potential selection bias (patients 

that might benefit from WBRT were excluded). For these 
reasons, the general conclusion from the study should be 
interpreted with caution and not generalized to the clinical 
practice in the whole NSCLC population.

Interesting additional information can be obtained from 
the forest plot analysis of reported OS. According to this 
exploratory analysis, patients with poor KPS (<70%) had 
better OS when WBRT was not administered, while the 
opposite was observed in the group of KPS >70% who 
had better OS after receiving WBRT. Also, age seemed 
to be an important clinical variable, with significantly 
better results for patients younger than 60 years when they 
received WBRT. Therefore, the results of the QUARTZ 
trial most likely support the long-term data obtained 
from retrospective analysis of clinical practice where there 
was no clear benefit from WBRT in patients with poor 
performance status. 

Another limitation of the study is that patients did not 
receive concomitant systemic treatment. A recent meta-
analysis has shown that the combination of chemotherapy 
plus WBRT in patients with BM originating from 
NSCLC may increase treatment response rates of BM 
with limited toxicity (10). This could be explained by a 
greater infiltration of systemically administered drugs 
into brain tissue when radiation destroys the BBB. Along 
this line, in a phase II clinical trial published in 2013, 
cisplatin/pemetrexed concurrently with WBRT (30 Gy in  
10 fractions) yielded a cerebral response rate of 68.3%, 
with an OS of 12.6 months in NSCLC (adenocarcinoma 
histology) patients with BM at presentation (11). 

There is a strong need to identify novel treatment 
modalities to improve the high morbidity and mortality 
of patients with NSCLC and BM. The recruitment for 
the QUARTZ study covered 7 years, from 2007 to 2014. 
During this time, several new drugs have been incorporated 
into the treatment of advanced NSCLC patients, including 
targeted therapies against oncogenic driver mutations such 
as epidermal growth factor receptor (EGFR) activating 
mutations or rearranged echinoderm microtubule associated 
protein like 4-anaplastic lymphoma kinase (EML4-ALK).

In patients with NSCLC and BM harboring EGFR 
mutations, an impressive objective response rate of 
82.4% has been described with erlotinib (12). Moreover, 
a complete brain response has been reported in patients 
receiving afatinib without WBRT (13). This constitutes a 
molecular subgroup of patients that can be treated initially 
with EGFR tyrosine kinase inhibitors (TKIs), with WBRT 
delayed until brain disease is uncontrolled. In patients with 



S203Translational Cancer Research, Vol 6, Suppl 1 February 2017

© Translational Cancer Research. All rights reserved.   Transl Cancer Res 2017;6(Suppl 1):S201-S204 tcr.amegroups.com

EML4-ALK, crizotinib has some activity in BM, but better 
results have been obtained in central nervous system with 
2nd and 3rd generation ALK TKIs (e.g., ceritinib, alectinib, 
and lorlatinib). In a recent published phase II trial, alectinib 
after crizotinib resistance has demonstrated activity for BM, 
with an overall response rate of 57% and with complete 
response in 20% of patients (14). 

Similar to what is happening in medical oncology with 
the evolution to precision-based medicine; we should try 
to emulate this strategy with radiotherapy. An interesting 
approach could be to define biomarkers for radiotherapy 
efficacy. For example, expression of inhibitor of DNA 
binding 1 (Id1) may confer resistance to treatment, 
including radiotherapy (15). It has been reported that Id1 
and Id3 co-expression seems to associate with poor clinical 
outcome in patients with locally advanced NSCLC treated 
with definitive chemoradiotherapy (16). Therefore, Id 
protein expression (or other biomarkers of radioresistance) 
could help to exclude patients who do not benefit from 
WBRT because of lack of efficacy, and prevent toxicity of 
the treatment. 

Another interesting molecule is signal transducer and 
activator of transcription 3 (STAT3), which has been related 
to radioresistance in different cancer types (17,18). Studies 
have observed that STAT3 is involved in the generation of 
BM in preclinical models of several cancer types, including 
NSCLC. Our group has recently revised the evidence for 
silibinin, a natural polyphenolic flavonoid isolated from 
seed extracts of the herb milk thistle (Silybum marianum), 
and concluded that silibinin might be viewed as a natural 
inhibitor of active STAT3 (19). Moreover, we have recently 
reported that patients with NSCLC and BM resistant to 
chemotherapy and WBRT experienced a reduction of  
70–85% in the volume of BM with the use of a silibinin-
based nutraceutical (Legasil®, Mylan, Meda Pharma, 
Rottapharm-Madaus, Barcelona, Spain) (20). 

In summary, there is still a place for WBRT in patients 
with NSCLC and BM. The QUARTZ trial confirms that 
WBRT should not be given to patient with KPS <70%. 
Finally, more studies are needed to identify the mechanisms 
of radioresistance, which will allow us to better select those 
patients who will not benefit from WBRT. Also, we need 
to develop new treatments that can increase the efficacy of 
WBRT in NSCLC patients with BM.

Acknowledgments

Funding: Dr. Joaquim Bosch-Barrera is supported by a 

Research Grant [2016] from the Spanish Society of Medical 
Oncology (SEOM, Madrid, Spain) and has received an 
Unrestricted Educational Research Grant from Meda 
Pharma (Germany). 

Footnote

Provenance and Peer Review: This article was commissioned 
and reviewed by the Section Editor San-Gang Wu 
(Department of Radiation Oncology, Xiamen Cancer 
Center, the First Affiliated Hospital of Xiamen University, 
Xiamen, China).

Conflicts of Interest: All authors have completed the ICMJE 
uniform disclosure form (available at http://dx.doi.
org/10.21037/tcr.2017.02.24). The authors have no conflicts 
of interest to declare.

Ethical Statement: The authors are accountable for all 
aspects of the work in ensuring that questions related 
to the accuracy or integrity of any part of the work are 
appropriately investigated and resolved.

Open Access Statement: This is an Open Access article 
distributed in accordance with the Creative Commons 
Attribution-NonCommercial-NoDerivs 4.0 International 
License (CC BY-NC-ND 4.0), which permits the non-
commercial replication and distribution of the article with 
the strict proviso that no changes or edits are made and the 
original work is properly cited (including links to both the 
formal publication through the relevant DOI and the license). 
See: https://creativecommons.org/licenses/by-nc-nd/4.0/.

References

1.	 Langer CJ, Mehta MP. Current management of brain 
metastases, with a focus on systemic options. J Clin Oncol 
2005;23:6207-19. 

2.	 Schuette W. Treatment of brain metastases from lung 
cancer: chemotherapy. Lung Cancer 2004;45 Suppl 
2:S253-7. 

3.	 Patchell RA. The management of brain metastases. Cancer 
Treat Rev 2003;29:533-40. 

4.	 Zimmermann S, Dziadziuszko R, Peters S. Indications and 
limitations of chemotherapy and targeted agents in non-
small cell lung cancer brain metastases. Cancer Treat Rev 
2014;40:716-22.

5.	 Sperduto PW, Kased N, Roberge D, et al. Summary report 

http://dx.doi.org/10.21037/tcr.2017.02.24
http://dx.doi.org/10.21037/tcr.2017.02.24


S204 Sais et al. Role of WBRT after QUARTZ trial

© Translational Cancer Research. All rights reserved.   Transl Cancer Res 2017;6(Suppl 1):S201-S204 tcr.amegroups.com

on the graded prognostic assessment: an accurate and facile 
diagnosis-specific tool to estimate survival for patients with 
brain metastases. J Clin Oncol 2012;30:419-25. 

6.	 Lin X, DeAngelis LM. Treatment of Brain Metastases. J 
Clin Oncol 2015;33:3475-84. 

7.	 Horton J, Baxter DH, Olson KB. The management of 
metastases to the brain by irradiation and corticosteroids. 
Am J Roentgenol Radium Ther Nucl Med 1971;111:334-6. 

8.	 Shaw MG, Ball DL. Treatment of brain metastases in lung 
cancer: strategies to avoid/reduce late complications of 
whole brain radiation therapy. Curr Treat Options Oncol 
2013;14:553-67.

9.	 Mulvenna P, Nankivell M, Barton R, et al. 
Dexamethasone and supportive care with or without 
whole brain radiotherapy in treating patients with non-
small cell lung cancer with brain metastases unsuitable 
for resection or stereotactic radiotherapy (QUARTZ): 
results from a phase 3, non-inferiority, randomised trial. 
Lancet 2016;388:2004-14.

10.	 Qin H, Pan F, Li J, et al. Whole brain radiotherapy plus 
concurrent chemotherapy in non-small cell lung cancer 
patients with brain metastases: a meta-analysis. PLoS One 
2014;9:e111475. 

11.	 Dinglin XX, Huang Y, Liu H, et al. Pemetrexed and 
cisplatin combination with concurrent whole brain 
radiotherapy in patients with brain metastases of lung 
adenocarcinoma: a single-arm phase II clinical trial. J 
Neurooncol 2013;112:461-6.

12.	 Porta R, Sánchez-Torres JM, Paz-Ares L, et al. Brain 
metastases from lung cancer responding to erlotinib: 
the importance of EGFR mutation. Eur Respir J 

2011;37:624-31. 
13.	 Hochmair M, Holzer S, Burghuber OC. Complete 

remissions in afatinib-treated non-small-cell lung cancer 
patients with symptomatic brain metastases. Anticancer 
Drugs 2016;27:914-5. 

14.	 Ou SH, Ahn JS, De Petris L, et al. Alectinib in 
Crizotinib-Refractory ALK-Rearranged Non-Small-
Cell Lung Cancer: A Phase II Global Study. J Clin Oncol 
2016;34:661-8. 

15.	 Ponz-Sarvisé M, Nguewa PA, Pajares MJ, et al. Inhibitor 
of differentiation-1 as a novel prognostic factor in NSCLC 
patients with adenocarcinoma histology and its potential 
contribution to therapy resistance. Clin Cancer Res 
2011;17:4155-66. 

16.	 Castañon E, Bosch-Barrera J, López I, et al. Id1 and Id3 
co-expression correlates with clinical outcome in stage 
III-N2 non-small cell lung cancer patients treated with 
definitive chemoradiotherapy. J Transl Med 2013;11:13.

17.	 Kim JS, Kim HA, Seong MK, et al. STAT3-survivin 
signaling mediates a poor response to radiotherapy in 
HER2-positive breast cancers. Oncotarget 2016;7:7055-65. 

18.	 Maachani UB, Shankavaram U, Kramp T, et al. FOXM1 
and STAT3 interaction confers radioresistance in 
glioblastoma cells. Oncotarget 2016;7:77365-77377.

19.	 Bosch-Barrera J, Menendez JA. Silibinin and STAT3: A 
natural way of targeting transcription factors for cancer 
therapy. Cancer Treat Rev 2015;41:540-6.

20.	 Bosch-Barrera J, Sais E, Cañete N, et al. Response of 
brain metastasis from lung cancer patients to an oral 
nutraceutical product containing silibinin. Oncotarget 
2016;7:32006-14.

Cite this article as: Sais E, Menéndez JA, Bosch-Barrera J. 
The practice-changing QUARTZ trial: is there any role for 
whole brain radiotherapy in patients with non-small cell lung 
cancer and brain metastases? Transl Cancer Res 2017;6(Suppl 
1):S201-S204. doi: 10.21037/tcr.2017.02.24


