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Tumor Discovery

Abstract
Incorporating precision oncology into cancer management has begun to improve 
clinical outcomes. Accurate sampling techniques that detect molecular aberrations 
are crucial for effective implementation. Circulating tumor cells (CTCs), derived 
from primary or metastatic sites and present in the blood, are proposed as useful 
diagnostic tools, though their use has been limited due to their rarity, especially 
in early-stage cancers. This study presents a novel immunomagnetic microfluidic 
device that efficiently isolates CTCs for analyzing epidermal growth factor receptor 
(EGFR) mutations in patients with non-small cell lung cancer (NSCLC). The device 
was designed and laser-cut from polymethylmethacrylate. Validation experiments 
involved spiking PC-9 cells (an established lung cancer cell line containing GLU 746-
ALA 750 deletion mutations in exon 19 of the EGFR gene) into media and isolating 
these cells. Exons 18 – 21 of EGFR were amplified using a polymerase chain reaction 
to demonstrate the device’s rapid mutation detection capability. Next-generation 
sequencing was used to characterize these exons in a cohort of 38 NSCLC patients, 
successfully isolating CTCs from all. Among these patients, 30  (79%) had EGFR 
mutations, with exon 19 showing the highest mutation rate (87%) and exon 21 the 
highest point mutation rate (23%). Our device captured CTCs effectively in <1  h, 
enabling mutation detection. Further studies are needed to assess the prognostic 
significance of these mutations, but this technology has potential applications in 
various solid tumors.
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1. Introduction
Presently, the management of patients with non-small cell lung cancer (NSCLC) uses 
knowledge of a patient’s mutational profile to guide the selection of therapy that is most 
likely to be effective.1 Over the past two decades, several clinical trials have reported 
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improved clinical outcomes, particularly progression-free 
survival (PFS) and overall survival (OS), in patients with 
exon 18 – 21 mutations in the epidermal growth factor 
receptor (EGFR) gene who were treated with tyrosine 
kinase inhibitors (TKIs).2,3 These TKIs are agents that 
specifically bind in, or close to, the ATP cleft of EGFR.4 
Such mutations stabilize the binding of TKIs to ATP, 
thereby inhibiting constitutive autophosphorylation and 
blocking the amplified catalytic activation of the tyrosine 
kinase domain after ligand binding.5

The response of NSCLC patients with mutations in 
exon 18 – 21 of the EGFR gene to TKIs is highly varied.6 
Common mutations, such as deletions in exon 19 (LREA 
regions), which removes codons 746 – 750, and the codon 
858 mutation on exon 21 where leucine replaces arginine, 
account for around 85% of EGFR mutations in NSCLC 
and have been reported to be associated with better tumor 
responses (longer time to progression/survival) to TKIs 
when compared to other EGFR mutations.7,8 Similarly, 
several clinical studies have reported that tumors with 
mutations in exon 18 are responsive to TKIs, whereas 
deletions and insertions in exon 18 have been associated 
with short-lived responses to TKIs.9-11 Exon 19 deletions 
around the non-LREA regions are less responsive to TKIs 
when compared to deletions in these regions.12 Mutations 
in exon 19 are rare and account for approximately 0.5% 
of all EGFR mutations.13 Tumors with exon 19 mutations 
have heterogeneous responses to TKIs, ranging from 
moderately responsive (L747F, E746G, and P733L) to fully 
resistant (D761Y and L747S).14,15

Around 15% of NSCLC patients with an EGFR mutation 
have either an exon 20 mutation and/or an insertion. 
Aberrations in exon 20 have been associated with tumors 
that are mostly non-responsive to TKIs.16 The T790M 
mutation on codon 790 of exon 20 is the most clinically 
relevant mutation on this exon,17 with around 10% of 
patients with advanced lung cancer having this mutation.18 
Interestingly, more than 50% of patients with an exon 19 
deletion or L858R point mutation undergoing treatment 
with TKIs acquire the T790M mutation and thus develop 
resistance to first- and second-generation TKIs.19 However, 
patients with the T790M mutation are responsive to third-
generation TKIs (osimertinib).20 Tumors with the C797S 
mutation and exon 20 insertions (D770_N771insNPG at 
residues 762 – 775) are also generally non-responsive to 
TKIs.21 Exon 21 mutations are rare and have been associated 
with lower sensitivity to TKIs (L861Q, L862V, A859X, and 
V851X) when compared to L858R mutations.22 Because of 
their scarcity, the sensitivity of tumors with many exon 21 
mutations (e.g., E866K, H870Y, H825L, H870R, G863S, 
and P848L) to TKIs is yet to be determined.22

As a result of the benefits experienced by NSCLC patients 
with EGFR mutations, such as longer time to progression 
and/or survival, through tailored therapies that suit their 
molecular pathology along with cost reduction associated 
with prudent use of TKIs, means that molecular testing 
has been recommended by several regulatory bodies as 
the standard of care.23-25 The effectiveness of such patient 
stratification is highly dependent on detailed and efficient 
capture of the genomic environment of the malignancy in 
real time.26

In the clinic, the tumor biopsy used for detecting the 
mutational profile of patients with malignancies, currently 
the gold standard may not be adequate for effective 
molecular testing.27 First, around 40% of patients with 
NSCLC may not be eligible for surgery, because their 
malignancies are at an advanced stage, and they are too 
weak to undergo surgery.28 Furthermore, a single lesion 
or segment of a tissue biopsy may not provide sufficient 
information on tumor heterogeneity.29 Re-sampling to 
monitor mutational changes that have some influence 
on progression and resistance is not practicable for the 
patient;30 thus, alternatives are being actively explored. 
Cell-free DNA (cfDNA) is one alternative that has been 
utilized successfully for mutational analysis. However, its 
widespread use has been limited because of issues with low 
sensitivity particularly with regard to identifying resistant 
clones with specific mutations.31,32

Circulating tumor cells (CTCs) have been explored as a 
prognostic indicator for PFS and OS33,34 and as a diagnostic 
tool for the detection of mutations with varying degrees 
of success. Some researchers indicate that the CTC sample 
matrix may be superior to tumor biopsy as the number 
of mutations detected increase, with the hypothesis 
being that CTCs reflect cells derived from the primary 
malignancy and metastatic sites.35,36 However, other 
studies have reported equal or fewer numbers of mutations 
obtained from CTCs when compared to tissue biopsy and/
or cfDNA.37,38 The implementation of CTC sampling as 
a diagnostic tool has been limited by their relatively low 
numbers in the blood, especially in the early stages of 
tumor development, relatively cumbersome work flows, 
and the high costs of the techniques. In addition, some 
of the approaches for isolating CTCs from the blood have 
reported moderate purity values of ≤60% and yield of CTCs 
at ≤70%.39,40 Most approaches for isolating CTCs from the 
blood of patients with NSCLC for subsequent downstream 
detection of EGFR mutations have employed the principles 
of immune isolation and/or size disparity between CTCs 
and other blood cells for isolation and polymerase chain 
reaction (PCR) techniques to detect mutations in exons 
18 – 21.41,42 The translation of these devices to routine use 
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in the clinics has been hampered by challenges related 
to reproducibility, low throughput, and intricate work 
mechanisms.43 This study aimed to describe the design and 
functionality of an immunomagnetic microfluidic device 
that isolates epithelial cell adhesion molecule (EpCAM)-
positive CTCs from the blood of patients with NSCLC and 
to evaluate exon 18 – 21 mutations of the EGFR gene with 
the aim of providing a rapid and robust way of obtaining 
clinically relevant information that can aid in treatment 
decisions.

2. Materials and methods

2.1. Materials

HPC Laser LS3060  60W CO2 laser cutter (HPC Laser, 
Halifax, UK); polymethylmethacrylate (PMMA) sheet 
(Vink Plastics, Manchester, UK); PC-9 cell lines (obtained 
from European Collection of Authenticated Cell Cultures); 
neodymium iron boron (NdFeB) magnets (Integrated 
Magnetics, California, USA); RPMI 1640 media (Lonza, 
Slough, UK); Dynal anti-EpCAM magnetic beads (Thermo 
Fischer Scientific, Loughborough, UK); 4,6-diamidino-
2-phenylindole (Vector Laboratories, Newark, USA); 
fluorescein-conjugated pan-cytokeratin monoclonal 
antibody (San Diego, USA); rhodamine-conjugated mouse 
anti-human CD45 antibodies (BD Biosciences, Fremont, 
California USA); and PCR mix and primers (Stab Vida 
Genetics, Laboratory, Lisbon, Portugal).

2.2. Manufacture of the PMMA chip

The dimensions of the PMMA chip were first drawn using an 
AutoCAD DXF file and then transferred to the laser cutter 
software to cut the design from a 3-mm PMMA sheet. Two 
pieces of PMMA measuring 98 × 98 mm were cut using an 
HPC Laser LS3060 60W CO2 laser cutter. Afterward, the 
pieces were bonded together using ethanolic treatment and 
then underwent ultraviolet irradiation for 25 s as described 
previously.44 A single PMMA sheet measuring 57 × 66 mm 
was also fabricated to form the lid.

2.3. Fabrication of the electromagnetic arm of the 
device

The magnetic arm is made of a C-shaped polycarbonate 
piece (measuring 10 cm in height and 4 mm in thickness) 
to which the NdFeB magnets (Integrated Magnetics, USA), 
measuring 20 × 5 × 4  mm, are attached at the top and 
bottom arms (Figure  1). The movement of the magnetic 
arm is controlled by a high-voltage power supply that 
moves the arm in the x, y, and z axes. A magnetic actuator 
program ensures precise movement of the arm. The 
magnetic device and controller unit were manufactured by 
Micro-Lab Devices Leeds, UK.

2.4. Cell culture

A lung adenocarcinoma cell line (PC-9)45 obtained from 
the European Collection of Authenticated Cell Cultures 
(ECACC, www.phe-culturecollections.org.uk) was cultured 
in RPMI-1640 media (Lonza, UK) containing 10% (v/v) fetal 
bovine serum (Labtech.com, USA), with a final concentration 
of 50 µg/mL penicillin and 250 µg/mL streptomycin (Lonza, 
UK). Cells were maintained in a humidified incubator at 
37°C with an atmosphere of 5% CO2 (Galaxy 170 S, New 
Brunswick Scientific, Stevenage, UK). Cells were used for 
experiments when they were 80% – 90% confluent.

2.5. Spiking experiments

PC-9 cell lines were harvested from culture media, and 
a cell viability count was undertaken. Cells were always 
at least 85% viable when used. PC-9  cells were added 
to 12  mL of RPMI-1640 media (Lonza, UK) at the 
following concentrations: 1 × 106, 2 × 105, 4 × 104, and 8 
× 103 cells/mL. Thereafter, the cells were isolated using the 
microfluidic device. Cells isolated were thereafter subjected 
to PCR to validate the device’s ability to process CTCs for 
downstream analysis and detection of mutations. A range 
of cell concentrations were used for spiking experiments 
to validate the utility of the device in isolating EpCAM-
positive cell lines. Some of these concentrations reflected 
concentrations of EpCAM-positive CTCs reported in the 
blood of NSCLC patients (1 – 80,000 cells/mL).46,47

2.6. Patient recruitment/sample processing for CTC 
analysis

Fifty-nine patients aged between 47 and 81 years diagnosed 
with NSCLC and admitted to the Castle Hill Hospital 
were recruited for the study after ethical approval had 
been received from the North East-Newcastle and North 
Tyneside Local Research Ethics Committee (REC13/
NE/0242). Written informed consent was obtained from 
all participants (Appendix A1). Patients’ demographic/
clinicopathological data were obtained from their medical 
records by Professor Michael Lind and presented in a 
pseudo-anonymized format.

A total of 13.5  mL of whole blood was collected into 
three 3.2% trisodium vacutainer sample bottles (BD, USA). 
Each sample bottle contained 4.5  mL of blood. Within 
15  min of sample collection, the blood was transported 
on ice to the laboratory where processing was done in a 
class II biological safety cabinet (ESCO Scientific). Blood 
was pooled in a sterile 50-mL Falcon tube, and 2  mL of 
phosphate-buffered saline was added to reduce blood 
viscosity. The tube was mixed thoroughly by inverting the 
tube three times and then immediately loaded into the 
chip (Section 2.7).
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2.7. Isolation of EpCAM-positive cell line/CTCs from 
media/blood using the microfluidic device

Dynal magnetic beads (6 µL) coupled with an anti-EpCAM 
antibody (Dynabeads Epithelial Enrich, ThermoFisher 
Scientific) were placed in the bead inlet on the PMMA 
chip, and 13 mL of media spiked with PC-9 cells or patient 
blood samples were placed in the inlet for blood shown 
in Figure 1. EpCAM-positive cells were isolated using the 
immunomagnetic unit.

2.8. Immunostaining of EpCAM-positive cells

EpCAM-positive cells isolated from the device were 
concentrated onto microscope slides using a cytospin 
machine (ThermoFisher Scientific, USA). After 
preparation, the slides were allowed to air dry for 2 h, fixed 
in 100% methanol for 10 min, and finally allowed to dry 
for 3 h. After drying, the slides were rinsed with tap water 
to remove all traces of methanol. The slides were then 
flooded with Horse serum (blocking reagent) for 10 min 
(ThermoFisher Scientific, UK). Following blocking, 100 µL 
of fluorescein-conjugated pan-cytokeratin monoclonal 
antibody (Biolegend, USA) was added to the slides for 
30 min to stain for cytokeratin-positive tumor cells. After 
incubation at room temperature, the slides were rinsed 
thrice in tris-buffered saline (TBS) and stained again for 
30  min with 100 µL of rhodamine-conjugated mouse 
anti-human CD45 antibody to evaluate the presence of 
peripheral blood mononuclear cells. CD45, also known 
as leucocyte common antigen, was used to ascertain the 

level of any contaminating white blood cells isolated along 
with the CTCs. After staining, the slides were washed 
thrice in TBS and then rinsed in tap water before the 
addition of 4,6-diamidino-2-phenylindole (DAPI) (Vector 
Laboratories, USA) to stain the nuclei. The images were 
identified and evaluated using the Zeiss fluorescence 
microscope with Zeiss software for identifying CTCs and 
leucocyte contamination.

2.9. EGFR mutation detection in tumor biopsy 
samples

DNA was extracted from formalin-fixed and paraffin-
embedded tissue biopsy samples using the cobas EGFR 
DNA extraction kit in accordance with the manufacturer’s 
protocol. Thereafter, extracted DNA was analyzed for 
selected mutations in exons 18 – 21 of the EGFR gene using 
the cobas EGFR Mutation Test.

2.10. PCR experiments to identify exon 18 – 21 
mutations in the EGFR gene of EpCAM-positive cells

PC-9 cell lines, bearing mutations in exons 18 – 21 of the EGFR 
gene, and CTCs from patients with NSCLC were used to 
demonstrate the device’s ability to isolate CTCs for downstream 
analysis. Genomic DNA (gDNA) extracted from EpCAM-
positive cells were isolated from a heterogeneous mixture of 
cells using the device as described earlier, and exons 18 – 21 of 
the EGFR gene were amplified using 0.75 µL of the following 
primers at a concentration of 10 pmol/µL: exon 18: forward 
(fwd) primers-GCTGAGGTGACCCTTGTCTC,  reverse 
(rev)-TGGAGTTTCCCAAACACTCAG (300bp); exon  19: 

Figure  1. Schematic of the isolation of epithelial cell adhesion molecule (EpCAM)-positive cells from a heterogeneous mixture using a novel 
immunomagnetic microfluidic chip. The magnetic field, from the immobilized neodymium iron boron magnets positioned at the top and bottom of the 
polymethylmethacrylate chip, was moved across the device so that the anti-EpCAM magnetic beads (brown beads) bound to the circulating tumor cells in 
the blood would be collected (EpCAM-positive cancer cells in yellow). The mobility of the magnetic arm and the precision by which the arm skims across 
the chip are under the control of a high-voltage source and magnetic actuator app installed on the computer, respectively.
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fwd-GCTGGTAACATCCACCCAGA rev-TTATCTC 
CCCTCCCCGTATC (261  bp); exon 20: fwd-CACA CT 
GACGTGCCTCTCC rev-TTATCTCCCCTCCCCGTA 
TC (251  bp); exon 21: fwd-AGCCATAAGTCCTCG 
ACGTG rev-CCTGGTGTCAGGAAAATGCT (320  bp) 
(primer sequences were obtained from Stab Vida Genetics 
Laboratory, Portugal). Genomic DNA (3 µL) was added to 
47 µL of standard PCR mix (provided by Stab Vida Genetics 
Laboratory, Portugal). Thermocycling temperatures were as 
follows: initial denaturing at 98 °C for 15 min, then 40 cycles 
of denaturation at 94 °C for 30 s, annealing at 58 °C for 1 min, 
and amplification at 75 °C for 1 min, with a final elongation 
step at 70 °C for 5 min. PCR products were evaluated using gel 
electrophoresis on 2% (w/v) agarose gel.

2.11. Next-generation sequencing (NGS) to 
determine exon 18 – 21 mutations in patient 
samples

Amplicon and library generation were performed according 
to the procedure of Nextera XT (15031942) (Illumina, 
USA). The amplicon generated was sequenced using an 
Illumina sequencer, with the data being processed using 
Trim galore (version 0.4.3.1) and Prinseq (version 0.20.4). 
After sorting, data were aligned to the reference with BWA 
(MEM) version 0.7.17.1. Variants were detected using the 
VAR direct version from 07.03.2018 (sequencing was done 
at Stab Vida Genetics Laboratory, Portugal).

2.12. Statistical analysis

Data were analyzed using Prism version  9.0 (Graph pad 
software, San Diego California USA).

3. Results

3.1. Device description and validation

The device was designed to isolate EpCAM-positive 
cells in blood contained within a PMMA device using a 
4.5-µm diameter magnetic bead covalently bound to an 
anti-EpCAM antibody sweeping through the blood on 
a chip (Figure  1). As the magnetic bead sweeps through 
the blood, it binds with any EpCAM-positive cells. The 
movement of the magnetic beads can be attributed to the 
magnetic field generated by NdFeBr magnets attached 
to the electromagnetic arms of the unit. The arm moves 
across the chip in step delays of 6 s to allow sufficient 
time for all magnetized cells to be dragged through the 
fluid and kept together until they arrive at the outlet 
where the collected cells were easily isolated for further 
analysis (Figure  1). The total time taken for isolation 
of EpCAM-positive cells from 13  mL of fluid using the 
device was 50  min. Spiking experiments using the PC-9 
cell line spiked into media showed that the device was 

able to capture EpCAM-positive cells (Figure  2). Having 
established the optimal parameters for collection, the 
CTCs from PC-9 were analyzed for mutations in 4 exons of 
the EGFR gene. Figure 3A shows the gene amplification of 
each exon independently using gDNA obtained from the 
PC-9 cell line, showing that all mutations were detectable. 
Figure 3B shows a multiplex PCR using the same primers 
on cells isolated from experiments where the PC-9  cells 
were spiked into media at various concentrations (1 × 106, 
2 × 105, 4 × 104, and 8 × 103 cells/mL).

3.2. Isolation of EpCAM-positive cells from the blood 
of patients with NSCLC

CTCs isolated from the blood of patients were 
immunostained to identify markers of epithelial cells and 
ensure that the cells isolated were tumor-derived. Figure 4A 
shows a brightfield image of a clump of cells and beads 
isolated from the patient’s blood. Figure  4B shows that 
the isolated cells were tumor-derived as the clump stained 
well with a pan-cytokeratin antibody (which stains for 
epithelial-derived cells). Figure  4C shows that only a few 
cells stained positive for CD45 antigen using rhodamine-
conjugated mouse anti-human CD45 antibodies (a marker 
for hematological cells), most possibly showing a few 
leukocytes co-isolated with the tumor cells. Figure  4D 
shows that most of the cells stained positive for DNA 
content using DAPI. Figure  4E presents a merged image 
of the three fluorescence channels, clearly showing that the 
epithelial tumor cells are the predominant cell type isolated.

3.3. Patient characteristics

Fifty-nine patients recruited for the study were diagnosed 
following a tissue biopsy. Their clinicopathological 
characteristics are shown in Table  1, and the process of 
recruitment is described in Figure 5.

Figure 2. PC-9 cells bound to epithelial cell adhesion molecule (EpCAM)-
coated beads. PC-9 cell lines (expressing relatively high levels of EpCAM) 
were spiked in media and isolated from media using the device. The results 
Panel A- show the capture of PC-9 cell lines by the device (red arrow depicts 
cell lines positive for EpCAM captured by beads. White arrow depicts free 
beads unattached to cells (scale bar: 40 µm). The same was also observed in 
Panel B (scale bar: 40 µm) (representative data from four repeats)
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Figure 3. Validation experiments to show that isolated epithelial cell adhesion molecule-positive cells can be used for downstream polymerase chain 
reaction (PCR) analysis. DNA from isolated PC-9 cell lines had exons 18 – 21 of the EGFR gene amplified individually and then as a multiplex. (A) Lane 1, 
DNA ladder; lane 2, negative control; lanes 3, 5, 7, and 8 show amplification of exons 18, 19, 20, and 21 regions individually from a single sample. (B) Lane 
1, DNA ladder; lane 2, negative control; lanes 3, 4, 5, and 6 show the multiplex PCR of amplification of exons 18, 19, 20, and 21 of PC-9 cell lines spiked at 
the following concentrations (1 × 106, 2 × 105, 4 × 104, 8 × 103 cells/mL) in media and thereafter isolated from the media using the device (representative 
data from 3 repeats).

Figure 4. Immunostaining of cells isolated from the blood of patients with non-small cell lung cancer (scale bar: 40 µm for panels A-E). (A) brightfield 
imaging of epithelial cell adhesion molecule-positive cells surrounded by magnetic beads, isolated from blood of patients. (B) cells staining positive for a 
fluorescein-conjugated pan-cytokeratin monoclonal antibody (BioLegend, USA). (C) few cells staining positive with a rhodamine-conjugated anti-CD45 
antibody. (D) 4,6-Diamidino-2-phenylindole-stained-nuclei of cells. (E) Merged image of the three fluorescence channels (representative data from three 
independent repeats).

3.4. Detection of mutations in CTCs

Among the 38  patients who had their CTC-enriched 
samples analyzed for EGFR mutations, 30 (79%) presented 
with a mutation. Mutated events (expressed in %) among 
all mutations detected ranged from 1% to 55% (Table 2). 

Exon 19 had the highest number of genetic variants seen 
in 26 patients (87%), with E746_A750 delELREA deletions 
being the most common variation. Exon 21 had the highest 
number of point mutations with 7 (23%), whereas exon 20 
had the highest number of single nucleotide variants/single 
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nucleotide polymorphisms at 4 (13%) (Figure 6A and B). 
The most frequent point mutations on exon 21 were L858R 
and P848L (3 occurrences, 8%) (Figure  6B). Among 
the CTC samples analyzed, 9  (31%) had mixed EGFR 
mutations. All patients with a mixed mutation had an exon 
19 deletion (Table 3). This study also detected uncommon 
mutations of varied clinical significance (Table 4).

3.5. Comparison of mutations detected using NGS in 
CTCs with cobas EGFR mutation testing of matched 
tumor biopsies

Similarities and differences in EGFR mutations detected 
in CTCs and matched tumor biopsies were evaluated. Our 
results (Table  5 and Figure  7) showed that significantly 
more mutations were detected in the CTCs than in the 
matched biopsies (Fisher’s exact test, P = 0.0173; Figure 7). 
EGFR mutations were diagnosed in 30 CTC samples, 
whereas only 4 matched biopsies (Patients: 17, 27, 40, and 
59; Table 5) showed a mutation. The current study showed 
that NGS analysis of isolated CTCs had a higher likelihood 
ratio of detecting mutations than did the cobas EGFR 
analysis of the tumor biopsy (Fisher’s exact test, likelihood 
ratio 1.855; Figure  7). In addition, only one of the four 
tissue biopsy samples positive for an EGFR mutation 
had a similar mutation result obtained from its matched 
CTC sample (Patient 27; Table 5). The mutations obtained 
from the other three biopsy samples were discordant from 
their matched CTC samples; however, for the eight CTC 
samples with no EGFR mutation detected, the same lack 
of mutations was observed in the matched tumor biopsies 
(Table 5 and Figure 7).

4. Discussion
The present study was designed to describe the ability of a 
new immunomagnetic microfluidic device to isolate CTCs 
for downstream analysis. In addition, the clinical potential 
for the use of CTCs as a sample matrix for the diagnosis of 
EGFR mutations in NSCLC was also demonstrated.

The results in Table 2 show that among the 38 patients 
whose CTC samples were evaluated for EGFR mutations, 
30  (79%) contained at least one mutation. This differs 

Table 1. Clinicopathological characteristics of NSCLC 
patients who underwent CTC analysis for mutations

N (%)

Age

Mean age 65.4 years

Range 47 – 76 years

Sex

Male 20 (52.6)

Female 18 (47.3)

Smoking status

Unknown 21 (55.3)

Yes 13 (34.2)

No 4 (10.5)

Type of NSCLC

Adenocarcinoma 36 (94.7)

Large cell 1 (2.6)

Other 1 (2.6)

Stage of cancer

IIb 2 (5.2)

IIIA 5 (13.1)

IIIb 7 (18.4)

IV 24 (59.3)

Metastatic regions*

Lung 10 (26.3)

Lymph nodes 2 (5.3)

Bone 9 (23.7)

Liver 1 (2.6)

Kidney 1 (2.6)

Pleura 4 (10.5)

Brain 2 (5.3)

Neck 1 (2.6)

Mediastinal 9 (23.7)

PDL1 expression ≥1% 30 (78.9)

Other mutations

ROS1 1 (2.6)

*One tumor had metastasized to two different regions.
Abbreviations: NSCLC: Non-small cell lung cancer; CTC: Circulating 
tumor cell; PDL1: Programmed death ligand 1; ROS1: ROS 
proto-oncogene 1 receptor tyrosine kinase.

Figure 5. Flow chart for patient recruitment
Abbreviations: EGFR: Epidermal growth factor receptor; 
CTC: Circulating tumor cell.
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Table 2. EGFR mutations detected in CTCs

Patient ID Exon Mutations Percentage of mutations 
detected using NGS

No. of CTCs 
counted

1 WT

3 WT

8 WT

9 21 L858R ND NR

10 WT

11 WT

13 19 Deletion (E746_A750delELREA) ND NR

14 WT

15 19 Deletion (E746_A750delELREA) ND NR

16 19 Deletion (E746_A750delELREA) ND NR

17 19 Deletion (E746_A750delELREA) ND NR

21 L858R ND NR

19 19 Deletion (E746_A750delELREA) ND NR

20 21 L858R ND NR

21 WT

22 WT

24 19
20

Deletion (E746_A750delELREA) C.2389T 
> A

2.01
1.3

7

25 20 c. 2375T > C 0.6 4

26 19 Deletion (E746_A750delELREA) 55.39 402

27 19 Deletion (E746_A750delELREA) 6.18 59

28 19 Deletion (E746_A750delELREA) 3.4 3

19 P733L 1.74

29 21 c. 2573T > G 0.76 23

30 19 Deletion (E746_A750delELREA) 3.19 35

19 P733L 1.13

20 c. 2318A ≥ G 0.58

31 19 Deletion (E746_A750delELREA) 1.4 81

20 R766H 1.2

20 c. 2327G > A, c. 2375T > C 0.75, 0.55

32 19 Deletion (E746_A750delELREA) 2.4

19 P735S G696E 1.2

18 L703P 1.01

21 P848L 0.86

34 19 Deletion (E746_A750delELREA) 0.65

21,19 c. 2573T > c, c. 2281G > A 0.55, 1.21

36 19 Deletion (E746_A750delELREA) 2.65

19 c. 2281G ≥ A 1.17

37 19
18

Deletion (E746_A750delELREA) c. 2123A 
> G

2.65
0.83

90

38 19 Deletion (E746_A750delELREA) 6.11 32

39 19 Deletion (E746_A750delELREA) 5.83 11

20 T790M 0.83
(cont'd...)
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from previously reported incidences of EGFR mutations 
in exons 18 – 21 among Caucasian patients with NSCLC, 
with most of these studies reporting an incidence 
between 10% and 40%.48,49 The disparity in results may be 
attributed to the sample matrix used, as this study used 
CTCs, whereas most other studies used tissue biopsies. 
CTCs represent a culmination of events occurring at 
the initiation of the malignancy and during metastasis, 
whereas tissue biopsies represent molecular events only 
occurring at the primary site of a malignancy.50 Second, 
most published works employed PCR for the analysis 
of mutations (e.g., amplification refractory mutation 
analysis, restriction fragment polymorphism mutant allele 
detection, and locked PCR clamping, all of which look for 

specific mutations).51 Here, NGS had been used to scan 
the whole EGFR gene for mutations. Mao et al.52 evaluated 
the frequency of EGFR mutations in 21,324 patients with 
NSCLC admitted to oncology clinics in China using PCR, 
Sanger sequencing, and NGS and reported that most of the 
mutations were detected using NGS (71%), whereas 45% 
and 35% of them were detected using Sanger sequencing 
and qPCR, respectively. The use of NGS in this Chinese 
study reported EGFR mutation rates that were very similar 
to those observed in the current, small-scale, cohort.

Furthermore, it has been reported that NGS has a 
relatively high false discovery rate of between 0.1% and 1%.53 
Overestimation of mutations by NGS has been linked to 

Table 2. (Continued)

Patient ID Exon Mutations Percentage of mutations 
detected using NGS

No. of CTCs 
counted

18 N700D 0.69

40 19 Deletion (E746_A750delELREA)
L841P

19.67
1.4

5

43 19 Deletion (E746_A750delELREA) 2.43 41

21 V843L 0.53

53 19 Deletion (E746_A750delELREA) 8.47

54 19 Deletion (E746_A750delELREA) 1.11

55 19 Deletion (E746_A750delELREA) 14.34

56 19
20

Deletion (E746_A750delELREA)
R776H

3.26
1.34

300

57 19 Deletion (E746_A750delELREA) 32.64 115

58 19 Deletion (E746_A750delELREA) 22.85 505

59 19 Deletion (E746_A750delELREA) 1.66 52

Abbreviations: WT: Wild-type (negative for an EGFR mutation); ND: Not done; NR: No result; EGFR: Epidermal growth factor receptor; 
CTCs: Circulating tumor cells; NGS: Next-generation sequencing. The bold values represent mutations/deletions on exons 18-21 of the EGFR gene.

Figure 6. Number of mutations and single nucleotide polymorphism obtained in exons 18, 19, 20, and 21 of epithelial cell adhesion molecule (EpCAM)-
positive circulating tumor cells (CTCs) obtained from patients with non-small cell lung cancer (NSCLC). A, frequency of aberrations on exons 18 – 21 of 
EpCAM-positive CTCs obtained from NSCLC patients; B, Frequency of point mutations on the exons.

BA
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sequence artifacts attributed, at least in part, to the low quality 
of DNA, the clonal amplification of DNA strands, and/
or the need for a relatively high number of PCR cycles due 
to the low quantity of starting material, as well as chemical 
modifications that occur during the NGS workflow.54 
However, in this study, CTCs were analyzed for mutations 
at a read depth of ×10,000, which has been recommended as 
best practice in the literature.55,56 Therefore, we believe this 
reduces the probability of methodological errors. In contrast, 
some studies have suggested that because CTCs comprise a 
very small percentage of the total tumor mass, any mutation 
detected with sufficient coverage should be recognized as 
a potentially important clinical variant.55 The incidence 
of EGFR mutations using the CTC + NGS matrix will be 
investigated in further studies using a microfluidic device 
(designed by our group) capable of single-cell RNASeq.

Table 3. Patients with mixed EGFR mutations

Patient 
No.

Exon Mutations

28 19 Deletion (E746_A750delELREA), P733L 

30 19 Deletion (E746_A750delELREA), P733L, 
L841P

31 19
20

Deletion (E746_A750delELREA)
R776H

32 19
21
18

Deletion (E746_A750delELREA), P753S
P848L
G696E, L703P

39 19
20
18

Deletion (E746_A750delELREA)
T790M
N700D

43 19
21

Deletion (E746_A750delELREA)
V843I

17 19
21

Deletion (E746_A750delELREA)
L858R

40 19
20

Deletion (E746_A750delELREA)
L841P, P848L

56 20 R766H

Abbreviation: EGFR: Epidermal growth factor receptor. The bold values 
represent mutations/deletions on exons 18-21 of the EGFR gene.

Table 4. Rare EGFR single nucleotide variants identified in patient CTC‑enriched samples using NGS

Patient ID Nomenclature (SNV) Exon RS no. Amino acid Comments

31,34 c. 2375T˃C 20 132563568 L792P Pathogenic mutation of somatic origin10,31,60

24 c. 2389T˃A 20 1057519861 C797S Pathogenic mutation of somatic origin associated with drug resistance10,31,62

31 c. 2327G˃A 20 483352806 R509H Germline origin of uncertain significance31,60,62

30 c. 2318A˃G 20 121913432 H506R Somatic likely pathogenic60

37 c. 2123A˃G 18 144932466 K708R Somatic likely pathogenic63,65

34 c. 2281G˃A 19 121913418 D761N Somatic likely pathogenic57,62-64

29 c. 2573T˃G 21 121434568 L591R Somatic associated with a drug response31,60,61

Abbreviations: CTC: Circulating tumor cell; EGFR: Epidermal growth factor receptor; NGS: Next-generation sequencing. The bold values represent 
mutations/deletions on exons 18-21 of the EGFR gene.

The results from mutational profiling of the CTCs are 
generally consistent with the exon 18 – 21 mutational profile 
of patients with NSCLC using tumor biopsy. For example, 
86.7% of CTC-enriched samples analyzed in this study had 
a deletion in exon 19 (E746_A750delELREA), which is 
consistent with published literature reporting that around 
80% – 90% of NSCLC patients with an EGFR mutation have 
either this deletion or an exon 21 L858R mutation.2,8,12,28 
However, the frequency of mixed mutations was much 
higher in the current study (30%) than that in others, with 
Caucasian patients having reported frequencies of 5% – 7% 
for mixed mutations.56-58 The difference in frequency rates 
may be attributed to the relatively small sample size of the 
present study or, as described earlier, the disparity in analysis 
techniques. To the best of our knowledge, the only study that 
has employed NGS for mutational analysis of EGFR mutations 
in CTCs obtained from NSCLC reported an incidence of 13% 
for mixed mutation for a cohort of 37 patients enrolled for the 
study,59 which was higher than that reported in other studies 
using PCR-based mutation analysis on tumor biopsies but 
was still lower than that observed in the current study.51,52

The higher incidence reported in our study than in the 
study by Marchetti et al.59 may be due to the difference 
in isolation technique for CTCs. The latter used CELL 
SEARCH for isolating CTCs, whereas the present study 
used a novel immunomagnetic microfluidic device. CELL 
SEARCH technique has been associated with a CTC yield 
of ≤60% and a purity of around 50%.40 Perhaps the CTCs 
isolated were not totally representative of the molecular 
events in the malignant environment, which may have 
resulted in an under reporting of mutations present. 
Preliminary validation studies on the yield and purity of 
the device in this study using cell lines expressing varying 
levels of EpCAM spiked in media and blood have shown 
that the device isolates EpCAM-positive cells with a yield 
of ≥65% and purity of ≥95% (unpublished data from our 
laboratory). The yield and purity of CTCs isolated using 
the device may have contributed to the increased mixed 
mutation incidence reported in the current study.
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Table 5. Comparison of mutations detected in CTCs and tumor biopsies

Patient ID Exon EGFR 
CTC

EGFR mutation in CTCs Percentage of mutations 
detected using NGS

Exon EGFR 
biopsy

EGFR mutation 
tumor biopsy

Matched 
(Yes or No)

1  WT   WT Yes

3  WT   WT Yes

8  WT   WT Yes

9 21 L858R   WT No

10  WT   WT Yes

11  WT   WT Yes

13 19 Deletion (E746_A750delELREA)   WT No

14  WT   WT Yes

15 19 Deletion (E746_A750delELREA)   WT No

16 19 Deletion (E746_A750delELREA)   WT No

17 19 Deletion (E746_A750delELREA)  20 Exon 20 
insertion

No

 21 L858R     

19 19 Deletion (E746_A750delELREA)   WT No

20 21 L858R   WT No

21  WT   WT Yes

22  WT   WT Yes

24 19
20

Deletion (E746_A750delELREA), c. 2389T>A 2.01
1.3

 WT No

25 20 c. 2375T>C 0.6  WT No

26 19 Deletion (E746_A750delELREA) 55.39  WT No

27 19 Deletion (E746_A750delELREA) 6.18 19 Exon 19 del Yes

28 19 Deletion (E746_A750delELREA) 3.4  WT No

 19 P733L 1.74    

29 21 c. 2573T>c 0.76  WT No

30 19 Deletion (E746_A750delELREA) 3.19  WT No

 19 P733L 1.13    

 20 c2318A≥G 0.58    

31 19
20

Deletion (E746_A750delELREA)
c. 2375T>c, c. 2327>G

1.4
0.55, 0.75

 WT No

 20 R766H 1.2    

 20 c2441T≥A 0.75    

32 19 Deletion (E746_A750delELREA) 2.4  WT No

 19 P735S 1.2    

 18 L703P 1.01    

 21 P848L 0.86    

34 19
19

Deletion (E746_A750delELREA)
c. 2281G>A

0.65
0.58

 WT No

 21 c2573T≥c 0.55    

36 19 Deletion (E746_A750delELREA) 2.65  WT No

 19 c2281G≥A 1.17    

37 19
18

Deletion (E746_A750delELREA)
c. 2123A>G

2.65
0.83

 WT No

38 19 Deletion (E746_A750delELREA) 6.11  WT No

(cont'd...)
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Table 5. (Continued)

Patient ID Exon EGFR 
CTC

EGFR mutation in CTCs Percentage of mutations 
detected using NGS

Exon EGFR 
biopsy

EGFR mutation 
tumor biopsy

Matched 
(Yes or No)

39 19 Deletion (E746_A750delELREA) 5.83  WT No

 20 T790M 0.83    

 18 N700D 0.69    

40 19
20

Deletion (E746_A750delELREA)
L841P

19.67
1.4

21 L858R No

43 19 Deletion (E746_A750delELREA) 2.43  WT No

 21 V843L 0.53    

53 19 Deletion (E746_A750delELREA) 8.47  WT No

54 19 Deletion (E746_A750delELREA) 1.11  WT No

55 19 Deletion (E746_A750delELREA) 14.34  WT No

56 19
20

Deletion (E746_A750delELREA)
R766H

3.26
0.92

 WT No

57 19 Deletion (E746_A750delELREA) 32.64  WT No

58 19 Deletion (E746_A750delELREA) 22.85  WT No

59 19 Deletion (E746_A750delELREA) 1.66 21 L858R No

Abbreviations: WT: Wild-type (no mutation detected); CTCs: Circulating tumor cells; EGFR: Epidermal growth factor receptor; NGS: Next-generation 
sequencing. The bold values represent mutations/deletions on exons 18-21 of the EGFR gene.

Rare mutations detected in the present study (e.g., 
L792P, C797S, H506R, and L591R) have been reported 
previously in NSCLC with clinical correlations. L591R 
has been associated with drug response to gefitinib,31,60-63 
and C795S mutation has been linked to resistance to 
osimertinib.31,62 D761N mutation has been reported 
in biopsies of NSCLC and colon and prostate cancers, 

and has also been associated with partial response to 
erlotinib.57,62-64 A K708R mutation has been reported 
in ovarian cancers where it has been associated with 
abnormal phosphorylation of AKT and ERK.62 It has 
also been reported once in a Chinese study65 but never in 
Caucasian populations; thus, the response of this mutation 
to TKIs is not clear. These patient-specific point mutations 
will potentially offer new insights into treatment responses 
and should be analyzed in a large cohort.

The marked disparity in the number of mutations 
detected in CTCs (78.95%) when compared to matched 
tumor biopsies (13.3%) reported in the current study 
differs from that published in other studies. Most of these 
studies report a similarity in the number of mutations 
in matched CTC and tumor biopsy samples,38,39,46 
whereas some studies have reported a lower number of 
mutations in CTC samples than in matched tumor biopsy 
samples.37,66,67 However, both groups of studies highlighted 
above only analyzed CTCs for EGFR mutations in patients 
whose tumor biopsy samples were positive for a mutation. 
Conversely, the current study analyzed samples “blindly,” 
i.e., CTC samples were analyzed for mutations from all 
patients before the mutational status of the biopsy was 
known, rather than only focusing on patients with a biopsy 
containing mutations.

The discordance in the type of mutations observed in 
three of the four patients who had a mutation detected in 
both CTCs and biopsies was similar to that observed in 

Figure 7. Epidermal growth factor receptor (EGFR) mutations present and/
or absent in matched circulating tumor cells (CTCs) and tumor biopsy 
samples. Statistical analysis from Fisher’s exact test showing that the CTC + 
next-generation sequencing (NGS) sampling technique detected significantly 
more mutations (P = 0.0173) than cobas EGFR mutation analysis of the 
matched tumor biopsy. In addition, the likelihood of detecting mutations in 
EGFR from the CTC + NGS matrix was 1.855 (Fisher’s exact test).
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the two previous studies.66,67 Both these studies proposed 
that the discordance in mutations between CTCs and 
tumor biopsies may be due to the heterogeneity of tumors 
as discussed above. The apparent discordance in mutations 
observed in CTCs and tumor biopsies will need to be 
further investigated using approaches for CTC isolation 
and downstream analysis that properly define mutations 
derived from single cells or multiple cell clones.

5. Conclusion
The results obtained from this study suggest that the new 
microfluidic device described can be used to isolate CTCs 
for downstream mutational analysis of EGFR mutations. 
The device was able to isolate EpCAM-expressing PC-9 cell 
lines and EpCAM-positive CTCs from media and blood, 
respectively, with the isolated EpCAM-positive cells having 
been successfully analyzed for mutations in the EGFR gene. 
The mutational profile obtained from CTCs for the recruited 
patients has positive clinical implications as it indicates 
that a single blood draw may be able to provide a snapshot 
of molecular events in a malignancy from initiation to 
metastasis. However, the current study is limited by the 
sample size. Hence, it is our intention to carry out further 
studies in a larger cohort to better evaluate the utility of 
this technology and make the necessary modifications for 
translation into clinical practice. Furthermore, we intend to 
analyze different methods for the genomic analysis of CTCs 
to define mutations in single cells.

Acknowledgments
The authors are grateful to colleagues at the STAB VIDA, 
Portugal for help with next-generation sequencing, 
Dr.  Alex Iles (Department of Chemistry, University of 
Hull) for chip design and manufacture, and Dr. Emmanuel 
Nna of Biosystem Laboratories, Bedford, United Kingdom 
for help with bioinformatics analysis.

Funding
The travel and consumable costs related to this work were 
supported by the EU/Marie Curie Lung Card project 
(No. 734790) and Yorkshire Cancer Research (H395).

Conflict of interest
The authors declare that they have no competing interests.

Author contributions
Conceptualization: John Greenman, Micheal J. Lind 
Formal analysis: Nkeiruka O. Ogidi, John Greenman 
Investigation: Nkeiruka O. Ogidi 
Methodology: Nkeiruka O. Ogidi, John Greenman
Writing – original draft: Nkeiruka O. Ogidi

Writing – review & editing: Micheal J. Lind, John 
Greenman

Ethics approval and consent to participate
The study adhered to the REMARK guidelines. It was 
conducted at the Queens Centre for Oncology and 
Hematology, Castle Hill Hospital, Hull, in collaboration 
with the Centres for Biomedicine and Clinical Sciences 
at the University of Hull, United  Kingdom. The North 
East-Newcastle & North Tyneside Local Research Ethics 
Committee approved this study (REC13/NE/0242). In 
accordance with the Declaration of Helsinki, informed 
consent was obtained in written form from all participants.

Consent for publication
Consent in written form was obtained from participants in 
the study to publish their data.

Availability of data
The data from this study can be obtained on request from 
the senior author, Prof J. Greenman.

References
1. Rajadurai P, Yap NY, Mohamed Yousoof SB, Cheah YK. 

Mutational profiling of lung cancer using next generation 
sequencing: A  Malaysian real-world clinical diagnostic 
experience. J Mol Pathol. 2023;4(1):31-43.

 doi: 10.3390/jmp4010004

2. Petrelli F, Borgonovo K, Cabiddu M, Barni S. Efficacy of 
EGFR tyrosine kinase inhibitors in patients with EGFR-
mutated non-small-cell lung cancer: A meta-analysis of 13 
randomized trials. Clin Lung Cancer. 2012;13(2):107-114.

 doi: 10.1016/j.cllc.2011.08.005

3. Petrella F, Rizzo S, Attili I, et al. Stage III non-small-cell 
lung cancer: An overview of treatment options. Curr Oncol. 
2023;30(3):3160-3175.

 doi: 10.3390/curroncol30030239

4. Robichaux JP, Le X, Vijayan RSK, et al. Structure-based 
classification predicts drug response in EGFR-mutant 
NSCLC. Nature. 2021;597(7878):732-737.

 doi: 10.1038/s41586-021-03898-1

5. Sasaki A, Fujimoto Y., Inada T, et al. Efficacy of tyrosine 
kinase inhibitors in patients with non-small-cell lung cancer 
with performance status 4: A case series and review of the 
literature. J Med Case Rep. 202;17(1):410.

 doi: 10.1186/s13256-023-04145-z

6. Russo A, Franchina T, Ricciardi G, Picciotto M, Adamo  V. 
Heterogeneous responses to epidermal growth factor 
receptor (EGFR) tyrosine kinase inhibitors (TKIs) in 

https://dx.doi.org/10.36922/td.3987
http://dx.doi.org/10.3390/jmp4010004
http://dx.doi.org/10.1016/j.cllc.2011.08.005
http://dx.doi.org/10.3390/curroncol30030239
http://dx.doi.org/10.1038/s41586-021-03898-1
http://dx.doi.org/10.1186/s13256-023-04145-z


Tumor Discovery CTC characterization for EGFR mutations

Volume X Issue X (2024) 14 doi: 10.36922/td.3987

patients with uncommon EGFR mutations: New insights 
and future perspectives in this complex clinical scenario. Int 
J Mol Sci. 2019;20:1431.

 doi: 10.3390/ijms20061431

7. Janne P, Wang X, Sociniski M, et al. Randomized phase II 
trial of erlotinib alone or with carboplatin and paclitaxel 
in patients who were never or light former smokers with 
advanced lung adenocarcinoma. CALGB30406 trial. J Clin 
Oncol. 2012;30(17):2063-2069.

 doi: 10.1200/JCO.2011.40.1315

8. Wu YL, Zhou C, Liam CK, et al. First-line erlotinib versus 
gemcitabine/cisplatin in patients with advanced EGFR 
mutation-positive non-small-cell lung cancer: Analyses 
from the phase III, randomized, open-label, ENSURE study. 
Ann Oncol. 2015;26:1883-1889.

 doi: 10.1093/annonc/mdv270

9. Yang JC, Wu YL, Schuler M, et al. Afatinib versus cisplatin-
based chemotherapy for EGFR mutation-positive lung 
adenocarcinoma (LUX-Lung 3 and LUX-Lung 6): Analysis 
of overall survival data from two randomized, phase 3 trials. 
Lancet Oncol. 2015;16(2):141-151.

 doi: 10.1016/S1470-2045(14)71173-8

10. Costa DB. Kinase inhibitor-responsive genotypes in EGFR 
mutated lung adenocarcinomas: Moving past common 
point mutations or indels into uncommon kinase domain 
duplications and rearrangements. Transl Lung Cancer Res. 
2016;5:331-337.

 doi: 10.21037/tlcr.2016.06.04

11. Xu H, Yang G, Li W, et al. EGFR exon 18 mutations in 
advanced non-small cell lung cancer: A  real-world study 
on diverse treatment patterns and clinical outcomes. Front 
Oncol. 2021;11:713483.

 doi: 10.3389/fonc.2021.713483

12. Rossi S, D’Argento E, Basso M, et al. Different EGFR gene 
mutations in exon 18, 19 and 21 as prognostic and predictive 
markers in NSCLC: A single institution analysis. Mol Diagn 
Ther. 2016;20(1):55-63.

 doi: 10.1007/s40291-015-0176-x

13. Klughammer B, Brugger W, Cappuzzo F, et al. Examining 
treatment outcomes with erlotinib in patients with advanced 
non-small cell lung cancer whose tumors harbor uncommon 
EGFR mutations. J Thorac Oncol. 2016;11:545-555.

 doi: 10.1016/j.jtho.2015.12.107

14. Zhang T, Wan B, Zhao Y, et al. Treatment of uncommon 
EGFR mutations in non-small cell lung cancer: New evidence 
and treatment. Transl Lung Cancer Res. 2019;8(3):302-316.

 doi: 10.21037/tlcr.2019.04.12

15. Brindel A, Althakafi W, Barritault M, et al. Uncommon 
EGFR mutations in lung adenocarcinoma: Features and 

response to tyrosine kinase inhibitors. Transl Lung Cancer 
Res. 2020;12(9):4643-4650.

 doi: 10.21037/jtd-19-3790

16. Byeon S, Kim Y, Lim SW, et al. Clinical outcomes of EGFR 
exon 20 insertion mutations in advanced non-small cell lung 
cancer in Korea. Cancer Res Treat. 2019;51(2):623-631.

 doi: 10.4143/crt.2018.151

17. Ou SI, Lin HM, Hong JL, et al. Real-world response and 
outcomes in patients with NSCLC with EGFR exon 20 
insertion mutations. JTO Clin Res Rep. 2023;4(10):100558.

 doi: 10.1016/j.jtocrr.2023.100558

18. Vaclova T, Grazini U, Ward L, et al. Clinical impact of 
subclonal EGFR T790M mutations in advanced-stage 
EGFR-mutant non-small-cell lung cancers. Nat Commun. 
2021;12:1780.

 doi: 10.1038/s41467-021-22057-8

19. Bencze E, Bogos K, Kohánka A, et al. EGFR T790M mutation 
detection in patients with non-small cell lung cancer after 
first line EGFR TKI therapy: Summary of results in a three-
year period and a comparison of commercially available 
detection kits. Pathol Oncol Res. 2022;28:1610607.

 doi: 10.3389/pore.2022.1610607

20. Zhao Z, Li L, Wang Z, Duan J, Bai H, Wang J. The status of the 
EGFR T790M mutation is associated with the clinical benefits 
of osimertinib treatment in non-small cell lung cancer 
patients: A meta-analysis. J Cancer. 2020;11(11):3106-3113.

 doi: 10.7150/jca.38411

21. Araki T, Kanda S, Horinouchi H, Ohe Y. Current treatment 
strategies for EGFR-mutated non-small cell lung cancer: 
From first line to beyond osimertinib resistance. Jpn J Clin 
Oncol. 2023;53(7):547-561.

 doi: 10.1093/jjco/hyad052

22. Attili I, Passaro A, Pisapia P, Malapelle U, de Marinis F. 
Uncommon EGFR compound mutations in non-small cell 
lung cancer (NSCLC): A  systematic review of available 
evidence. Curr Oncol. 2022;29(1):255-266.

 doi: 10.3390/curroncol29010024

23. Kalemkerian GP, Narula N, Kennedy EB, et al. Molecular 
testing guideline for the selection of patients with lung 
cancer for treatment with targeted tyrosine kinase inhibitors: 
American Society of Clinical Oncology Endorsement of the 
College of American Pathologists/International Association 
for the Study of Lung Cancer/Association for Molecular 
Pathology Clinical Practice Guideline Update. J Clin Oncol. 
2018;36:911-919.

 doi: 10.1200/JCO.2017.76.7293

24. Ettinger DS, Aisner DL, Wood DE, et al. NCCN guidelines 
insights: Non-small cell lung cancer. J  Natl Compr Canc 
Netw. 2023;21(4):340-350.

https://dx.doi.org/10.36922/td.3987
http://dx.doi.org/10.3390/ijms20061431
http://dx.doi.org/10.1200/JCO.2011.40.1315
http://dx.doi.org/10.1093/annonc/mdv270
http://dx.doi.org/10.1016/S1470-2045(14)71173-8
http://dx.doi.org/10.21037/tlcr.2016.06.04
http://dx.doi.org/10.3389/fonc.2021.713483
http://dx.doi.org/10.1007/s40291-015-0176-x
http://dx.doi.org/10.1016/j.jtho.2015.12.107
http://dx.doi.org/10.21037/tlcr.2019.04.12
http://dx.doi.org/10.21037/jtd-19-3790
http://dx.doi.org/10.4143/crt.2018.151
http://dx.doi.org/10.1016/j.jtocrr.2023.100558
http://dx.doi.org/10.1038/s41467-021-22057-8
http://dx.doi.org/10.3389/pore.2022.1610607
http://dx.doi.org/10.7150/jca.38411
http://dx.doi.org/10.1093/jjco/hyad052
http://dx.doi.org/10.3390/curroncol29010024
http://dx.doi.org/10.1200/JCO.2017.76.7293


Tumor Discovery CTC characterization for EGFR mutations

Volume X Issue X (2024) 15 doi: 10.36922/td.3987

 doi: 10.6004/jnccn.2023.0020

25. Lindeman NI, Cagle PT, Aisner DL, et al. Updated molecular 
testing guideline for the selection of lung cancer patients 
for treatment with targeted tyrosine kinase inhibitors: 
Guideline from the College of American Pathologists, the 
International Association for the Study of Lung Cancer, and 
the Association for Molecular Pathology. Arch Pathol Lab 
Med. 2018;142:321-346.

 doi: 10.5858/arpa.2017-0388-CP

26. Martins I, Ribeiro IP, Jorge J, et al. Liquid biopsies: 
Applications for cancer diagnosis and monitoring. Genes 
(Basel). 2021;12(3):349.

 doi: 10.3390/genes12030349

27. Kim MH, Kim SH, Lee MK, Eom JS. Recent advances in 
adjuvant therapy for non-small-cell lung cancer. Tuberc 
Respir Dis (Seoul). 2024;87(1):31-39.

 doi: 10.4046/trd.2023.0085

28. Malapelle U, Muscarella LA, Pisapia P, Rossi A. Targeting 
emerging molecular alterations in the treatment of non-
small cell lung cancer: Current challenges and the way 
forward. Expert Opin Investig Drugs. 2020;29(4):363-372.

 doi: 10.1080/13543784.2020.1732922

29. Jamal-Hanjani M, Wilson GA, McGranahan N, et al. 
Tracking the evolution of non-small-cell lung cancer. N Engl 
J Med. 2017;376(22):2109-2121.

 doi: 10.1056/NEJMoa1616288

30. Tan AC, Tan DSW. Targeted therapies for lung cancer 
patients with oncogenic driver molecular alterations. J Clin 
Oncol. 2022;40(6):611-625.

 doi: 10.1200/JCO.21.01626

31. Thress KS, Brant R, Carr TH, et al. EGFR mutation detection 
in ctDNA from NSCLC patient plasma: A  cross-platform 
comparison of leading technologies to support the clinical 
development of AZD9291. Lung Cancer. 2015;90(3):509-515.

 doi: 10.1016/j.lungcan.2015.10.004

32. Roldan Ruiz J, Fuentes Gago MG, Chinchilla Tabora LM, 
et al. The impact of liquid biopsies positive for EGFR 
mutations on overall survival in non-small cell lung cancer 
patients. Diagnostics (Basel). 2023;13(14):2347.

 doi: 10.3390/diagnostics13142347

33. Rossi E, Aieta M, Tartarone A, et al. A fully automated assay 
to detect the expression of pan-cytokeratins and of EML4-
ALK fusion protein in circulating tumour cells (CTCs) 
predicts outcome of non-small cell lung cancer (NSCLC) 
patients. Transl Lung Cancer Res. 2021;10(1):80-92.

 doi: 10.21037/tlcr-20-855

34. Nguyen TNA, Huang PS, Chu PY, Hseih CH, Wu MH. 
Recent progress in enhanced cancer diagnosis, prognosis, 

and monitoring using a combined analysis of the number 
of Circulating Tumor Cells (CTCs) and other clinical 
parameters. Cancers (Basel). 2023;15(22):5372.

 doi: 10.3390/cancers15225372

35. Lawrence R, Watters M, Davies CR, Pantel K, Lu YJ. 
Circulating tumour cells for early detection of clinically 
relevant cancer. Nat Rev Clin Oncol. 2023;20(7):487-500.

 doi: 10.1038/s41571-023-00781-y

36. Auwal A, Matakabbir Hassan M, Haque Prony TU, et al. 
Clinical significance of genomic sequencing of Circulating 
Tumour Cells (CTCs) in cancer. J Liq Biopsy. 2024;3:100135.

 doi: 10.1016/j.jlb;2023.100135

37. Punnoose E, Atwal S, Liu W, et al. Evaluation of circulating 
tumor cells and circulating tumor DNA in non-small cell 
lung cancer: Association with clinical endpoints in a phase 
II clinical trial of pertuzumab and erlotinib. Clin Cancer Res. 
2012;18(8):2391-2401.

 doi: 10.1158/1078-0432.CCR-11-3148

38. Sunderesan TK, Sequist LV, Haymach JV, et al. Detection 
of T790M, the acquired resistance EGFR mutation, by 
tumor biopsy versus noninvasive blood-based analyses. Clin 
Cancer Res. 2016;22(5):1103-1110.

 doi: 10.1158/1078-0432ccr-15-1031

39. Keup C, Kimmig, R,Kasimir-Bauer S. Multimodality 
in liquid biopsy: Does a combination uncover insights 
undetectable in individual blood analytes? J Lab Med. 
2022;46(4):255-264.

 doi: 10.1515/labmed-2022-0009

40. Nagrath S, Sequist L, Maheswaran S, et al. Isolation of rare 
circulating tumour cells in cancer patients by microchip 
technology. Nature. 2007;450(7173):1235-1239.

 doi: 10.1038/nature06385

41. Rushton A, Nteliopoulos G, Shaw J, Coombes RS. A review 
of circulating tumour cell enrichment technologies. Cancers 
(Basel). 2021;13(5):970.

 doi: 10.3390/cancers13050970

42. Habili Z, Al chama W, Saab R, Kadara H, Kharaiche ML. 
Circulatory tumour cell detection technologies and clinical 
utility: Challenges and opportunities. Cancers (Basel). 
2020;12(7):1930.

 doi: 10.3390/cancers12071930

43. Ring A, Nguyen-Sträuli BD, Wicki A, Aceto N. Biology, 
vulnerabilities and clinical applications of circulating 
tumour cells. Nat Rev Cancer. 2023;23:95-111.

 doi: 10.1038/s41568-022-00536-4

44. Tran HH, Wu W, Lee NY. Ethanol and UV-assisted 
instantaneous bonding of PMMA assemblies and tuning in 
bonding reversibility. Sens Actuators B Chem. 2013;181:955-962.

https://dx.doi.org/10.36922/td.3987
http://dx.doi.org/10.6004/jnccn.2023.0020
http://dx.doi.org/10.5858/arpa.2017-0388-CP
http://dx.doi.org/10.3390/genes12030349
http://dx.doi.org/10.4046/trd.2023.0085
http://dx.doi.org/10.1080/13543784.2020.1732922
http://dx.doi.org/10.1056/NEJMoa1616288
http://dx.doi.org/10.1200/JCO.21.01626
http://dx.doi.org/10.1016/j.lungcan.2015.10.004
http://dx.doi.org/10.3390/diagnostics13142347
http://dx.doi.org/10.21037/tlcr-20-855
http://dx.doi.org/10.3390/cancers15225372
http://dx.doi.org/10.1038/s41571-023-00781-y
http://dx.doi.org/10.1016/j.jlb;2023.100135
http://dx.doi.org/10.1158/1078-0432.CCR-11-3148
http://dx.doi.org/10.1158/1078-0432ccr-15-1031
http://dx.doi.org/10.1515/labmed-2022-0009
http://dx.doi.org/10.1038/nature06385
http://dx.doi.org/10.3390/cancers13050970
http://dx.doi.org/10.3390/cancers12071930
http://dx.doi.org/10.1038/s41568-022-00536-4


Tumor Discovery CTC characterization for EGFR mutations

Volume X Issue X (2024) 16 doi: 10.36922/td.3987

 doi: 10.1016/j.snb.2012.11.060

45. Tsuji K, Hayata Y. Riken Cell Bank; 1989. Available from: 
https://www.cellbank.brc@rike.jp/rcb4455.pc9 [Last 
accessed on 2024 May 22].

46. Maheswaran S, Sequist LV, Nagrath S, et al. Detection of 
mutations in EGFR in circulating lung-cancer cells. N Engl J 
Med. 2008;359(4):366-377.

 doi: 10.1056/NEJMoa0800668

47. Ju S, Chen C, Zhang J, et al. Detection of circulating 
tumor cells: Opportunities and challenges. Biomark Res. 
2022;10(1):58.

 doi: 10.1186/s40364-022-00403-2

48. Zhang YL, Yuan JQ, Wang KF, et al. The prevalence of 
EGFR mutation in patients with non-small cell lung 
cancer: A systematic review and meta-analysis. Oncotarget. 
2016;7(48):78985-78993.

 doi: 10.18632/oncotarget.12587

49. Graham RP, Treece AL, Lindeman NI, et al. Worldwide 
frequency of commonly detected EGFR mutations. Arch 
Pathol Lab Med. 2018;142(2):163-167.

 doi: 10.5858/arpa.2016-0579-cp

50. Alix-Panabières C, Pantel K. Liquid biopsy: From discovery to 
clinical implementation. Mol Oncol. 2021;15(6):1617-1621.

 doi: 10.1002/1878-0261.12997

51. Midha A, Dearden S, McCormack R. EGFR mutation 
incidence in non-small-cell lung cancer of adenocarcinoma 
histology: A systematic review and global map by ethnicity 
(mutMapII). Am J Cancer Res. 2015;5(9):2892-2911.

52. Mao L, Zhao W, Li X, et al. Mutation spectrum of EGFR from 
21,324 Chinese patients with non-small cell lung cancer 
(NSCLC) successfully tested by multiple methods in a CAP-
accredited laboratory. Pathol Oncol Res. 2021;27:602726.

 doi: 10.3389/pore.2021.602726

53. Petrackova A, Vasinek M, Sedlarikova L, et al. Standardization 
of sequencing coverage depth in NGS: Recommendation 
for detection of clonal and subclonal mutations in cancer 
diagnostics. Front Oncol. 2019;9:851.

 doi: 10.3389/fonc.2019.00851

54. Singh RR. Next-generation sequencing in high-sensitive 
detection of mutations in tumours: Challenges, advances, 
and applications. J Mol Diagn. 2020;22(8):994-1007.

 doi: 10.1016/j.jmoldx.2020.04.213

55. Jennings LJ, Arcila ME, Corless C, et al. Guidelines for 
validation of next-generation sequencing-based oncology 
panels: A  joint consensus recommendation of the 
association for molecular pathology and college of American 
Pathologist. J Mol Diagn. 2017;19(3):341-365.

 doi: 10.1016/j.jmoldx.2017.01.011

56. Heitzer E, Auer M, Gasch C, et al. Complex tumor 
genomes inferred from single circulating tumor cells by 
array-CGH and next-generation sequencing. Cancer Res. 
2013;73(10):2965-2975.

 doi: 10.1158/0008-5472.CAN-12-4140

57. Evans M, O’Sullivan B, Smith M, et al. Large-scale EGFR 
mutation testing in clinical practice: Analysis of a series of 
18,920 Non-small cell lung cancer cases. Pathol Oncol Res. 
2019;25(4):1401-1409.

 doi: 10.1007/s12253-018-0460-2

58. Martin J, Lehmann A, Klauschen F, et al. Clinical impact of 
rare and compound mutations of epidermal growth factor 
receptor in patients with non-small-cell lung cancer. Clin 
Lung Cancer. 2019;20(5):350-362.e4.

 doi: 10.1016/j.cllc.2019.04.012

59. Marchetti A, Del Grammastro M, Felicioni L, et al. 
Assessment of EGFR mutations in circulating tumor cell 
preparations from NSCLC patients by next generation 
sequencing: Toward a real-time liquid biopsy for treatment. 
PLoS One. 2014;9(8):e103883.

 doi: 10.1371/journal.pone.0103883

60. Lynch TJ, Bell DW, Sordella R, et al. Activating mutations 
in the epidermal growth factor receptor underlying 
responsiveness of non-small-cell lung cancer to gefitinib. 
N Engl J Med. 2004;350(21):2129-2139.

 doi: 10.1056/NEJMoa040938

61. Tsao MS, Sakurada A, Cutz JC, et al. Erlotinib in lung 
cancer  -  molecular and clinical predictors of outcome. 
N Engl J Med. 2005;353(2):133-144.

 doi: 10.1056/NEJMoa050736

62. González Manzano R, Martínez Navarro E, Eugenieva   E, 
Fernandez Morejon FJ, Farre J, Brugaralos A. A  novel 
EGFR nonsense mutation in a non-small-cell lung cancer 
(NSCLC) patient who did not derive any clinical benefit 
with combination chemotherapy and erlotinib. Clin Transl 
Oncol. 2008;10(7):442-444.

 doi: 10.1007/s12094-008-0229-2

63. Fu M, Zhang W, Shan L, et al. Mutation status of somatic 
EGFR and KRAS genes in Chinese patients with prostate 
cancer (PCa). Virchows Arch. 2014;464(5):575-581.

 doi: 10.1007/s00428-014-1566-x

64. Kim H, Kim BH, Lee D, Shin E. Genomic alterations in 
signet ring and mucinous patterned colorectal carcinoma. 
Pathol Res Pract. 2019;215(10):152566.

 doi: 10.1016/j.prp.2019.152566

65. Tanaka Y, Terai Y, Tanabe A, et al. Prognostic effect of 
epidermal growth factor receptor gene mutations and the 
aberrant phosphorylation of Akt and ERK in ovarian cancer. 
Cancer Biol Ther. 2011;11(1):50-57.

https://dx.doi.org/10.36922/td.3987
http://dx.doi.org/10.1016/j.snb.2012.11.060
http://dx.doi.org/10.1056/NEJMoa0800668
http://dx.doi.org/10.1186/s40364-022-00403-2
http://dx.doi.org/10.18632/oncotarget.12587
http://dx.doi.org/10.5858/arpa.2016-0579-cp
http://dx.doi.org/10.1002/1878-0261.12997
http://dx.doi.org/10.3389/pore.2021.602726
http://dx.doi.org/10.3389/fonc.2019.00851
http://dx.doi.org/10.1016/j.jmoldx.2020.04.213
http://dx.doi.org/10.1016/j.jmoldx.2017.01.011
http://dx.doi.org/10.1158/0008-5472.CAN-12-4140
http://dx.doi.org/10.1007/s12253-018-0460-2
http://dx.doi.org/10.1016/j.cllc.2019.04.012
http://dx.doi.org/10.1371/journal.pone.0103883
http://dx.doi.org/10.1056/NEJMoa040938
http://dx.doi.org/10.1056/NEJMoa050736
http://dx.doi.org/10.1007/s12094-008-0229-2
http://dx.doi.org/10.1007/s00428-014-1566-x
http://dx.doi.org/10.1016/j.prp.2019.152566


Tumor Discovery CTC characterization for EGFR mutations

Volume X Issue X (2024) 17 doi: 10.36922/td.3987

 doi: 10.4161/cbt.11.1.13877

66. Zhang Q, Nong J, Wang J, et al. Isolation of circulatory tumour 
cells and detection of EGFR mutations in patients with non-
small-cell lung cancer. Oncol Lett. 2019;17(4):3799-3807.

 doi: 10.3892/ol.2019.10016

67. Ntzifa A, Kotsakis A, Georgoulias V, Lianidou E. Detection 
of EGFR mutations in plasma cfDNA and paired CTCs of 
NSCLC patients before and after osimertinib therapy using 
crystal digital PCR. Cancers (Basel). 2021;13(11):2736.

 doi: 10.3390/cancers 13112736

https://dx.doi.org/10.36922/td.3987
http://dx.doi.org/10.4161/cbt.11.1.13877
http://dx.doi.org/10.3892/ol.2019.10016
http://dx.doi.org/10.3390/cancers


Tumor Discovery CTC characterization for EGFR mutations

Volume X Issue X (2024) 18 doi: 10.36922/td.3987

Appendix A1. Consent Form

Title: Developing an evidence‑based system to facilitate the predictive assessment and optimization of older adults 
under investigation

Appendix

(cont'd...)

https://dx.doi.org/10.36922/td.3987


Tumor Discovery CTC characterization for EGFR mutations

Volume X Issue X (2024) 19 doi: 10.36922/td.3987

Appendix A1. (Continued)

https://dx.doi.org/10.36922/td.3987

