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ABSTRACT
Trastuzumab and pertuzumab belong to the group of humanised IgG1 monoclonal antibodies produced using 

recombinant DNA technology. The synergism of action of both antibodies results from their different targets: 

trastuzumab binds to the IV subdomain of the HER2 receptor and blocks signals independent of the ligand, while 

pertuzumab binds to subdomain II of this receptor and blocks ligand-dependent signals. Adding pertuzumab to 

trastuzumab and chemotherapy in pre-operative (neoadjuvant) treatment of HER2-positive breast cancer patients 

increases complete pathological response rates without enhancing adverse reactions. It was also shown in patients 

with breast cancer that pCR resulting from pre-operative treatment may translate into improved survival parameters.
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Introduction

The epidermal growth factor receptor (HER, ErbB) 
family consists of four membrane receptors with tyros-
ine kinase activity: ErbB1 (HER1), ErbB2 (HER2), 
ErbB3 (HER3), and ErbB4 (HER4) [1, 2]. As a result 
of interaction between them, homo- and heterodimers 
are formed. In breast cancer patients overexpressing 
HER2, the presence of HER2:HER3 heterodimers is 
associated with increased cell proliferation and worse 
prognosis. Preclinical studies have shown that the 
combination of two monoclonal antibodies — trastu-
zumab and pertuzumab — provides better control of 
HER2-positive breast cancer cell growth in comparison 
with trastuzumab alone [3–6]. Trastuzumab and per-
tuzumab belong to the group of humanised growth 
IgG1 monoclonal antibodies produced using recombi-
nant DNA technology in Chinese hamster ovary (CHO) 
cell lines. The synergism of action of both antibodies 
results from their different targets — trastuzumab binds 
to the IV subdomain of the HER2 receptor and blocks 
signals independent of the ligand, while pertuzumab 
binds to the subdomain II of this receptor and blocks 
ligand-dependent signals [3–6]. 

Evaluation of response to neoadjuvant 
(preoperative) treatment

In 2012 the US Food and Drug Administration 
(FDA) set up the Collaborative Trials in Neoadjuvant 
Breast Cancer (CTneoBC) working group to properly 
plan the research and interpret their results during the 
process of accelerated registration. The first effect of 
CTneoBC’s work was a meta-analysis, which showed that 
the pathological complete response (pCR) is associated 
with event-free survival (EFS) or overall survival (OS). 
This association applies especially to the so-called ag-
gressive phenotypes of breast cancer: triple-negative, 
HER2-positive without expression of oestrogen (ER) 
and/or progesterone receptors (PgR), and luminal car-
cinomas with low grade of histological differentiation 
[7]. For this reason, the FDA and EMA (European 
Medicines Agency) can register new drugs used prior 
to surgery based on pCR as a  surrogate for survival 
parameters [8, 9]. Hence, in the best interest of the pa-
tients, it was assumed that many years of waiting for the 
results of the trails evaluating ESF and OS could deprive 
many patients of the possibility of receiving potentially 
effective treatment. Moreover, the aim of induction 
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Table 1. Clinical studies with trastuzumab in the pre-operative setting 

Study N Regimen pCR (%) 3-year DFS/EFS (%)

MDACC [13] 45 vs. 19 H+(PàFEC) vs. PàFEC 60 vs. 26 100 vs. 85

NOAH [14] 117 vs. 118 H+(APàPàCMF) vs. APàPàCMF 43 vs. 22; 

p < 0.0007

71 vs. 59;  

p = 0.001

GeparQuattro [15] 146 vs. 144 vs. 136 H+(ECàD vs. ECàDX 

vs. ECàDàX)

33 vs. 31 vs. 35 BD

Hannah [16] 260 vs. 263 HSC+DàHSC+FEC vs.

HIV+DàHIV+FEC

45 vs. 41 BD

pCR — pathologic complete response; DFS — disease free survival; EFS — event-free survival; H — trastuzumab; P — paclitaxel; E — epirubicin; C — cyclo-
phosphamide; F — fluorouracil; M — methotrexate; D — docetaxel; X — capecitabine; BD — lack of data

Table 2. Clinical studies involving dual blockade in the pre-operative setting — “2 generation”

Study Phase Regimen pCR (%) p-value

NeoALTTO [18] 3 L6 wks.àL/P12 wks. vs. H6 wks.

àH/P12 wks. vs. L/H6 wks.àL/H/P12 wks.

51 vs. 20 vs. 29 0.0001

CALGB 40601 [19] 3 P/H/L vs. P/H vs. P/Là ddACà34×H 51 vs. 40 vs. 32 0.11

NSABP-B41 [20] 3 ACàP/H/L vs. ACàP/H vs. ACàP/L   62 vs. 52 vs. 53 0.095

CHER-LOB [21] 3 P/H/LàFEC/H/L vs.

P/HàFEC/H vs. P/LàFEC/L  

47 vs. 25 vs. 26 0.019

pCR — pathologic complete response; D — docetaxel; P — paclitaxel weekly; H — trastuzumab; L — lapatinib; dd — dose dense; F — 5-fluorouracil, A — doxo-
rubicin; C — cyclophosphamide; E — epirubicin

treatment in breast cancer is to increase the proportion 
of sparing surgeries and to avoid the need to remove axil-
lary lymph nodes, which is directly related to regression 
of the primary tumour and metastases in regional lymph 
nodes, respectively. The de-escalation of local treatment 
in breast cancer patients was reflected in guidelines of the 
St. Gallen Consensus Conference 2017 [10].

The definition of pCR adopted by FDA in the process 
of accelerated drug registration is the absence of invasive 
and pre-invasive cancer in the breast and lymph nodes 
(ypT0/pN0) or the absence of an invasive component 
only (ypT0/TisypN0) [8]. This is in line with the defini-
tion used in the studies conducted by the German Breast 
Group and MD Anderson Cancer Centre as well as with 
the TNM American Joint Committee on Cancer/Interna-
tional Union Against Cancer classification. In turn, the 
definition of pCR used in the National Surgical Adjuvant 
Breast and Bowel Project (NSABP) allows the presence 
of tumour cells in the lymph nodes, and in the criteria 
accepted by Sataloff et al. — also microinvasions up to 
1 mm within the primary tumour [8, 11, 12]. 

Neoadjuvant (pre-operative) treatment

Chemotherapy regimens with trastuzumab

Several studies have shown that the addition of tras-
tuzumab to chemotherapy in pre-operative treatment 

of HER2-positive, locally advanced and early breast 
cancer (tumour size over 2 cm) may increase the pCR 
rate (Table 1) [13–16]. In the phase 3 NOAH study, 
during longer follow-up (median over five years), it was 
also shown that the combination of trastuzumab with 
chemotherapy prolongs EFS, albeit without significant 
effect  on OS [17]. A later phase 3 trial comparing the 
subcutaneous and intravenous forms of trastuzumab con-
firmed a high pCR rate (approximately 45%), with ER 
expression being the only factor influencing pCR rate in 
both arms (ER– vs. ER+), HR = 2.68, 95% CI 1.85–3.87, 
p < 0.0001) [16]. Currently, in pre-operative treatment, 
trastuzumab is combined with chemotherapy regimens 
that do not differ from those used after surgery in an 
adjuvant setting. In order to reduce the risk of cardiac 
complications, the simultaneous use of trastuzumab and 
anthracyclines is not recommended in both cases [10].

Chemotherapy regimens with dual HER2 blockade

Lapatinib and trastuzumab
Adding lapatinib, reversible EGFR, and HER2 re-

ceptor tyrosine kinase inhibitor to trastuzumab and 
chemotherapy allowed an increase in the pCR rate 
(Table 2) [18–21]. However, this benefit was achieved 
at the expense of the severity of adverse effects, mainly 
grade 3 diarrhoea and hepatic toxicity (increase in 
transaminase levels). As a result, despite the fact that in 
the NeoALTTO trial obtaining pCR was associated with 
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Table 3. Clinical studies involving dual blockade in the pre-operative and post-operative setting

Study Phase Regimen

NeoALTTO [18] 3 L6 wks.àL/P12 wks.àOPà3×FECàL34 wks. vs. H6àH/P12àOPà3×FECàH34 vs. L/H6àL/H/P12àOPà3×FECàL/H34

ALTTO [30] 3 CHT12–18 wks. or ANT9–12 àT12 or DK18 in combination with anti-HER252 wks.: T vs. L vs. T12àL34 vs. T/L52

NeoSphere [23] 2 4×D/HàOPà3×FE90C/Hcycles 5–17 vs. 4×D/H/PEàOPà 3×FE90C/H5–17 vs. 4×D/PEàOPà3×FE90C/H5–21  

vs. 4×H/PEàOPà4×Dà3×FE90C/H5–17

APHINITY [31] 3 3–4×FAC/FECà3–4×D//PE/H18 cycles or 12×P/PE/H18 vs. 

4×AC/ECevery 3 or 2 wks.à4×D//PE/H18 or 12×P/PE/H18 vs. 6×DK//PE/H18 

D — docetaxel (75à100 mg/m2 every 3 weeks IV); PE — pertuzumab (840à420 mg every 3 weeks IV); P — paclitaxel (80 mg/m2 weekly IV); H — trastuzumab 
(8à6 mg/kg every 3 weeks IV); L — lapatinib; dd — dose dense; F — 5-fluorouracil, A — doxorubicin; C — cyclophosphamide; E — epirubicin; K — carboplatin; 
OP — surgical operation; CHT — chemotherapy; ANT — anthracyclines; T — taxoids

longer three-year EFS (HR = 0.38, 95% CI 0.22–0.63, 
p = 0.0003) and OS (HR = 0.35; 95% CI 0.15–0.70; 
p = 0.005) [22], the combination of lapatinib and tras-
tuzumab is currently not recommended in pre-operative 
treatment [10].

Trastuzumab and pertuzumab
The phase 2 NeoSphere study compared four regi-

mens of pre-operative treatment in patients with locally 
advanced and operable breast cancer: docetaxel (D) and 
trastuzumab (H), D, H, and pertuzumab (P), D and P, 
and H and P, all at intervals of three weeks [23]. After 
four cycles of induction treatment the patient underwent 
surgery, which, depending on previous treatment, was 
followed either by trastuzumab in a total of 17 applica-
tions without pertuzumab, with complementary chemo-
therapy FE90C (three cycles of fluorouracil 600 mg/m2, 
epirubicin 90 mg/m2, cyclophosphamide 600 mg/m2) 
or, in the case of arm H and P — four docetaxel cycles 
and three FE90C cycles administered successively [23]. 
The highest pCR rate (45.8%) was achieved in arm 
D, H, and P, including 63.2% of patients without ER 
expression. Importantly, pertuzumab did not increase 
the severity of adverse reactions, including cardiologi-
cal complications. During extended observation in the 
NeoSphere study (median five years), the proportion of 
patients without tumour recurrence was slightly higher 
in the group receiving regimen D, T, and P (84%, 95% 
CI 72–91%) than in the group receiving D/T (81%; 95% 
CI 72–88%) [24]. The phase 2 study with low statistical 
power of comparisons including survival parameters, 
makes the interpretation of the results on DFS difficult. 
Analysis of biomarkers in this study showed a positive 
relationship between the level of HER2 expression and 
pCR rate and worse response in patients with mutation 
in exon 9 of PIK3CA gene [25]. The aim of another 
phase 2 trial (TRYPHAENA) was to assess the cardiac 
safety of short-term (18 weeks) pre-operative treatment 
with pertuzumab and trastuzumab in combination with 
concurrent or sequential chemotherapy with or without 
anthracyclines (1–3 × FE100C/PHà4–6 × D75–100/PH; 

1–3 × FE100C/à4–6 × D75–100/PH; 6 × D75/carboplat-
inAUC6/PH) [26]. In this study, there were no differences 
in cardiac tolerance, including asymptomatic lowering 
of the left ventricular ejection fraction (LVEF) and 
symptomatic heart failure. Regardless of the adopted 
definition (ypT0/is or ypT0ypN0), the percentage 
of obtained pCR was within the range 50–66% [26]. 
Similarly to the NeoSphere study, a higher pCR rate 
was obtained in patients without expression of steroid 
receptors [23, 26]. 

Pre-operative vs. post-operative 
treatment in the anti-HER2 therapy era

In the studies conducted prior to implementation of 
anti-HER2 therapy, it was shown that the survival time 
of patients with early breast cancer is not dependent on 
whether systemic treatment is used before or after sur-
gery. However, pre-operative hormone therapy or/and 
chemotherapy increases the applicability of sparing 
surgeries, and achieving pCR translates into an improve-
ment in DFS and OS [27, 28]. After the introduction of 
anti-HER2 treatment, it was shown that the combina-
tion of molecularly targeted drugs and chemotherapy 
before surgery allows an increase in pCR rate (Table 
1 and 2) [13–16, 18–21]. A meta-analysis of more than 
5000 patients with HER2-positive breast cancer and 
38 studies — published in 2016 — additionally showed 
that achieving pCR is also associated with longer ESF 
and OS [29]. 

Single (trastuzumab) and dual HER2 blockade (la-
patinib/trastuzumab or pertuzumab/trastuzumab) added 
to chemotherapy were compared in the NeoALTTO 
(pre-operative treatment) and ALTTO (post-operative 
treatment), as well as [18, 30] the NeoSphere (pre- 
-operative treatment) and APHINITY (postoperative 
treatment) studies, respectively (Table 3) [23, 31]. In the 
NeoALTTO study, EFS and OS prolongation was only 
obtained in patients with pCR [22], and in the phase 
3 ALTTO trial relative improvement in DFS was 16% in 
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favour of lapatinib plus trastuzumab, but this difference 
was not significant (HR = 0.84; 97.5% CI 0.70–1.02, 
p = 0.048), and patients receiving lapatinib had more 
adverse reactions [30].

A combination of dual (pertuzumab/trastuzumab) 
HER2 blockade and chemotherapy in NeoSphere al-
lowed a higher pCR rate and a trend toward improve-
ment of DFS as compared to single blockade with tras-
tuzumab [23, 24]. In the phase 3 APHINITY study, the 
addition of pertuzumab to chemotherapy and 12-month 
treatment with trastuzumab (hormone therapy also al-
lowed) increased the percentage of three-year survivors 
without invasive relapse from 90 to 92% (HR = 0.77; 
95% CI 0.62–0.96, p = 0.02), without increasing the rate 
of adverse reactions. The magnitude of DFS benefit 
was higher in the subgroup of patients with metastases 
in axillary lymph nodes (HR = 0.77, 95% CI 0.62–0.96, 
p = 0.02) [31].  

In 2013, the FDA registered pertuzumab in com-
bination with trastuzumab and docetaxel in patients 
with HER2-positive, locally advanced (including 
inflammatory) and early breast cancer (diameter of 
primary tumour above 2 cm or metastases in axillary 
lymph nodes). In 2015 this regimen was registered by 
EMA and also included in the St. Gallen Consensus 
Conference Guidelines [8, 9, 32]. In 2016, the British 
NICE (National Institute for Health and Care Excel-
lence) recognised the use of pre-operative treatment 
with pertuzumab and trastuzumab in combination with 
chemotherapy, stressing however the need to negoti-
ate with the manufacturer the treatment costs [33]. 
According to the St. Gallen guidelines from 2017, the 
use of this regimen could be considered in patients with 
HER2-positive cancer treated with a radical intention 
in the case of lymph node involvement and/or absence 
of steroid receptor expression [10]. 

Summary

In pre-operative treatment, the dual anti-HER2  
blockade involving trastuzumab and pertuzumab in 
combination with chemotherapy increases the pCR 
rate and at the same time does not increase the toxicity 
of treatment. In patients with breast cancer, obtaining 
pCR as a result of preoperative treatment may translate 
into improvement of survival parameters, especially in 
relation to aggressive phenotypes (triple-negative and 
HER2-positive cancers). International recommendations 
recommend a dual blockade with trastuzumab and pertu-
zumab as one of the pre-operative options for treatment 
of HER2-positive breast cancer patients. This particu-
larly applies to patients with unfavourable prognostic 
factors, such as the presence of metastases in lymph 
nodes and/or negative expression of steroid receptors. 

Lecture delivered at the satellite session of Roche during 
the XX Congress of the Polish Society of Clinical Oncology 
on September 15, 2017. 

Conflict of interest: lectures, participation in congresses, 
advisory boards membership: AstraZeneca, Pfizer, Roche, 
GSK, Novartis, Teva, Amgen, Egis.

References 

1.	 Tzahar E, Waterman H, Chen X, et al. A  hierarchical network of 
interreceptor interactions determines signal transduction by Neu 
differentiation factor/neuregulin and epidermal growth factor. Mol Cell 
Biol. 1996; 16(10): 5276–5287, doi: 10.1128/mcb.16.10.5276, indexed 
in Pubmed: 8816440.

2.	 Citri A, Skaria KB, Yarden Y. The deaf and the dumb: the biology of 
ErbB-2 and ErbB-3. Exp Cell Res. 2003; 284(1): 54–65, doi: 10.1016/ 
/s0014-4827(02)00101-5, indexed in Pubmed: 12648465.

3.	 Franklin MC, Carey KD, Vajdos FF, et al. Insights into ErbB signaling 
from the structure of the ErbB2-pertuzumab complex. Cancer Cell. 
2004; 5(4): 317–328, doi: 10.1016/s1535-6108(04)00083-2, indexed 
in Pubmed: 15093539.

4.	 Junttila TT, Parsons K, Olsson C, et al. Superior in vivo efficacy of 
afucosylated trastuzumab in the treatment of HER2-amplified breast 
cancer. Cancer Res. 2010; 70(11): 4481–4489, doi: 10.1158/0008-
5472.CAN-09-3704, indexed in Pubmed: 20484044.

5.	 Nahta R, Hung MC, Esteva FJ. The HER-2-targeting antibodies tra-
stuzumab and pertuzumab synergistically inhibit the survival of breast 
cancer cells. Cancer Res. 2004; 64(7): 2343–2346, doi: 10.1158/0008-
5472.can-03-3856, indexed in Pubmed: 15059883.

6.	 Scheuer W, Friess T, Burtscher H, et al. Strongly enhanced antitumor 
activity of trastuzumab and pertuzumab combination treatment on 
HER2-positive human xenograft tumor models. Cancer Res. 2009; 
69(24): 9330–9336, doi: 10.1158/0008-5472.CAN-08-4597, indexed 
in Pubmed: 19934333.

7.	 Cortazar P, Zhang L, Untch M, et al. Pathological complete response 
and long-term clinical benefit in breast cancer: the CTNeoBC pooled 
analysis. Lancet. 2014; 384(9938): 164–172, doi: 10.1016/S0140-
6736(13)62422-8, indexed in Pubmed: 24529560.

8.	 www.fda.gov.
9.	 www.ema.europa.eu.
10.	 Curigliano G, Burstein HJ, P Winer E, et al. St. Gallen International 

Expert Consensus on the Primary Therapy of Early Breast Cancer 
2017. De-escalating and escalating treatments for early-stage breast 
cancer: the St. Gallen International Expert Consensus Conference 
on the Primary Therapy of Early Breast Cancer 2017. Ann Oncol. 
2017; 28(8): 1700–1712, doi: 10.1093/annonc/mdx308, indexed in 
Pubmed: 28838210.

11.	 Carey LA, Metzger R, Dees EC, et al. American Joint Committee on 
Cancer tumor-node-metastasis stage after neoadjuvant chemothe-
rapy and breast cancer outcome. J Natl Cancer Inst. 2005; 97(15): 
1137–1142, doi: 10.1093/jnci/dji206, indexed in Pubmed: 16077072.

12.	 Ogston KN, Miller ID, Payne S, et al. A new histological grading sys-
tem to assess response of breast cancers to primary chemotherapy: 
prognostic significance and survival. Breast. 2003; 12(5): 320–327, 
doi: 10.1016/s0960-9776(03)00106-1, indexed in Pubmed: 14659147.

13.	 Buzdar AU, Valero V, Ibrahim NK, et al. Neoadjuvant therapy with 
paclitaxel followed by 5-fluorouracil, epirubicin, and cyclophosphamide 
chemotherapy and concurrent trastuzumab in human epidermal growth 
factor receptor 2-positive operable breast cancer: an update of the 
initial randomized study population and data of additional patients 
treated with the same regimen. Clin Cancer Res. 2007; 13(1): 228–233, 
doi: 10.1158/1078-0432.CCR-06-1345, indexed in Pubmed: 17200359.

14.	 Gianni L, Eiermann W, Semiglazov V, et al. Neoadjuvant chemotherapy 
with trastuzumab followed by adjuvant trastuzumab versus neoadjuvant 
chemotherapy alone, in patients with HER2-positive locally advanced 
breast cancer (the NOAH trial): a randomised controlled superiority trial 
with a parallel HER2-negative cohort. Lancet. 2010; 375(9712): 377–384, 
doi: 10.1016/S0140-6736(09)61964-4, indexed in Pubmed: 20113825.

15.	 Untch M, Rezai M, Loibl S, et al. Neoadjuvant treatment with trastu-
zumab in HER2-positive breast cancer: results from the GeparQu-
attro study. J Clin Oncol. 2010; 28(12): 2024–2031, doi: 10.1200/ 
/JCO.2009.23.8451, indexed in Pubmed: 20308670.

16.	 Ismael G, Hegg R, Muehlbauer S, et al. Subcutaneous versus intra-
venous administration of (neo)adjuvant trastuzumab in patients with 

http://dx.doi.org/10.1128/mcb.16.10.5276
https://www.ncbi.nlm.nih.gov/pubmed/8816440
http://dx.doi.org/10.1016/s0014-4827(02)00101-5
http://dx.doi.org/10.1016/s0014-4827(02)00101-5
https://www.ncbi.nlm.nih.gov/pubmed/12648465
http://dx.doi.org/10.1016/s1535-6108(04)00083-2
https://www.ncbi.nlm.nih.gov/pubmed/15093539
http://dx.doi.org/10.1158/0008-5472.CAN-09-3704
http://dx.doi.org/10.1158/0008-5472.CAN-09-3704
https://www.ncbi.nlm.nih.gov/pubmed/20484044
http://dx.doi.org/10.1158/0008-5472.can-03-3856
http://dx.doi.org/10.1158/0008-5472.can-03-3856
https://www.ncbi.nlm.nih.gov/pubmed/15059883
http://dx.doi.org/10.1158/0008-5472.CAN-08-4597
https://www.ncbi.nlm.nih.gov/pubmed/19934333
http://dx.doi.org/10.1016/S0140-6736(13)62422-8
http://dx.doi.org/10.1016/S0140-6736(13)62422-8
https://www.ncbi.nlm.nih.gov/pubmed/24529560
https://journals.viamedica.pl/oncology_in_clinical_practice/editor/submissionCitations/www.fda.gov
https://journals.viamedica.pl/oncology_in_clinical_practice/editor/submissionCitations/www.ema.europa.eu
http://dx.doi.org/10.1093/annonc/mdx308
https://www.ncbi.nlm.nih.gov/pubmed/28838210
http://dx.doi.org/10.1093/jnci/dji206
https://www.ncbi.nlm.nih.gov/pubmed/16077072
http://dx.doi.org/10.1016/s0960-9776(03)00106-1
https://www.ncbi.nlm.nih.gov/pubmed/14659147
http://dx.doi.org/10.1158/1078-0432.CCR-06-1345
https://www.ncbi.nlm.nih.gov/pubmed/17200359
http://dx.doi.org/10.1016/S0140-6736(09)61964-4
https://www.ncbi.nlm.nih.gov/pubmed/20113825
http://dx.doi.org/10.1200/JCO.2009.23.8451
http://dx.doi.org/10.1200/JCO.2009.23.8451
https://www.ncbi.nlm.nih.gov/pubmed/20308670


47

Renata Duchnowska, Dual HER2 blockade in adjuvant and neoadjuvant treatment of HER2-positive breast cancer

HER2-positive, clinical stage I–III breast cancer (HannaH study): 
a phase 3, open-label, multicentre, randomised trial. Lancet Oncol. 
2012; 13(9): 869–878, doi: 10.1016/S1470-2045(12)70329-7, indexed 
in Pubmed: 22884505.

17.	 Gianni L, Eiermann W, Semiglazov V, et al. Neoadjuvant and adjuvant 
trastuzumab in patients with HER2-positive locally advanced breast 
cancer (NOAH): follow-up of a randomised controlled superiority trial 
with a  parallel HER2-negative cohort. The Lancet Oncology. 2014; 
15(6): 640–647, doi: 10.1016/s1470-2045(14)70080-4.

18.	 Baselga J, Bradbury I, Eidtmann H, et al. NeoALTTO Study Team. 
Lapatinib with trastuzumab for HER2-positive early breast cancer (Neo-
ALTTO): a randomised, open-label, multicentre, phase 3 trial. Lancet. 
2012; 379(9816): 633–640, doi: 10.1016/S0140-6736(11)61847-3, 
indexed in Pubmed: 22257673.

19.	 Carey LA, Berry DA, Cirrincione CT, et al. Molecular Heterogeneity 
and Response to Neoadjuvant Human Epidermal Growth Factor 
Receptor 2 Targeting in CALGB 40601, a Randomized Phase III Trial 
of Paclitaxel Plus Trastuzumab With or Without Lapatinib. J Clin Oncol. 
2016; 34(6): 542–549, doi: 10.1200/JCO.2015.62.1268, indexed in 
Pubmed: 26527775.

20.	 Robidoux A, Tang G, Rastogi P, et al. Lapatinib as a component of 
neoadjuvant therapy for HER2-positive operable breast cancer (NSABP 
protocol B-41): an open-label, randomised phase 3 trial. Lancet On-
col. 2013; 14(12): 1183–1192, doi: 10.1016/S1470-2045(13)70411-X, 
indexed in Pubmed: 24095300.

21.	 Guarneri V, Frassoldati A, Bottini A, et al. Preoperative chemotherapy 
plus trastuzumab, lapatinib, or both in human epidermal growth 
factor receptor 2-positive operable breast cancer: results of the 
randomized phase II CHER-LOB study. J Clin Oncol. 2012; 30(16): 
1989–1995, doi: 10.1200/JCO.2011.39.0823, indexed in Pubmed:  
22493419.

22.	 de Azambuja E, Holmes AP, Piccart-Gebhart M, et al. Lapatinib with 
trastuzumab for HER2-positive early breast cancer (NeoALTTO): 
survival outcomes of a randomised, open-label, multicentre, phase 3 
trial and their association with pathological complete response. Lancet 
Oncol. 2014; 15(10): 1137–1146, doi: 10.1016/S1470-2045(14)70320-
1, indexed in Pubmed: 25130998.

23.	 Gianni L, Pienkowski T, Im YH, et al. Efficacy and safety of neoadju-
vant pertuzumab and trastuzumab in women with locally advanced, 
inflammatory, or early HER2-positive breast cancer (NeoSphere): 
a  randomised multicentre, open-label, phase 2 trial. Lancet Oncol. 
2012; 13(1): 25–32, doi: 10.1016/S1470-2045(11)70336-9, indexed 
in Pubmed: 22153890.

24.	 Gianni L, Pienkowski T, Im YH, et al. 5-year analysis of neoadjuvant 
pertuzumab and trastuzumab in patients with locally advanced, in-
flammatory, or early-stage HER2-positive breast cancer (NeoSphere): 

a multicentre, open-label, phase 2 randomised trial. Lancet Oncol. 
2016; 17(6): 791–800, doi: 10.1016/S1470-2045(16)00163-7, indexed 
in Pubmed: 27179402.

25.	 Bianchini G, Kiermaier A, Bianchi GV, et al. Biomarker analysis of the 
NeoSphere study: pertuzumab, trastuzumab, and docetaxel versus 
trastuzumab plus docetaxel, pertuzumab plus trastuzumab, or pertu-
zumab plus docetaxel for the neoadjuvant treatment of HER2-positive 
breast cancer. Breast Cancer Res. 2017; 19(1): 16, doi: 10.1186/ 
/s13058-017-0806-9, indexed in Pubmed: 28183321.

26.	 Schneeweiss A, Chia S, Hickish T, et al. Pertuzumab plus trastu-
zumab in combination with standard neoadjuvant anthracycline-
-containing and anthracycline-free chemotherapy regimens in 
patients with HER2-positive early breast cancer: a  randomized 
phase II cardiac safety study (TRYPHAENA). Ann Oncol. 2013; 24(9): 
2278–2284, doi: 10.1093/annonc/mdt182, indexed in Pubmed:  
23704196.

27.	 Mauri D, Pavlidis N, Ioannidis JPA. Neoadjuvant versus adjuvant sys-
temic treatment in breast cancer: a meta-analysis. J Natl Cancer Inst. 
2005; 97(3): 188–194, doi: 10.1093/jnci/dji021, indexed in Pubmed: 
15687361.

28.	 Rastogi P, Anderson SJ, Bear HD, et al. Preoperative chemothe-
rapy: updates of National Surgical Adjuvant Breast and Bowel 
Project Protocols B-18 and B-27. J Clin Oncol. 2008; 26(5): 
778–785, doi: 10.1200/JCO.2007.15.0235, indexed in Pubmed:  
18258986.

29.	 Broglio KR, Quintana M, Foster M, et al. Association of Pathologic 
Complete Response to Neoadjuvant Therapy in HER2-Positive Breast 
Cancer With Long-Term Outcomes: A Meta-Analysis. JAMA Oncol. 
2016; 2(6): 751–760, doi: 10.1001/jamaoncol.2015.6113, indexed in 
Pubmed: 26914222.

30.	 Piccart-Gebhart M, Holmes E, Baselga J, et al. Adjuvant Lapatinib 
and Trastuzumab for Early Human Epidermal Growth Factor Receptor 
2-Positive Breast Cancer: Results From the Randomized Phase III 
Adjuvant Lapatinib and/or Trastuzumab Treatment Optimization Trial.  
J Clin Oncol. 2016; 34(10): 1034–1042, doi: 10.1200/JCO.2015.62.1797, 
indexed in Pubmed: 26598744.

31.	 von Minckwitz G, Procter M, de Azambuja E, et al. APHINITY Steering 
Committee and Investigators. Adjuvant Pertuzumab and Trastuzumab in 
Early HER2-Positive Breast Cancer. N Engl J Med. 2017; 377(2): 122–131, 
doi: 10.1056/NEJMoa1703643, indexed in Pubmed: 28581356.

32.	 Coates AS, Winer EP, Goldhirsch A, et al. Panel Members. Tailoring 
therapies--improving the management of early breast cancer: St Gallen 
International Expert Consensus on the Primary Therapy of Early Bre-
ast Cancer 2015. Ann Oncol. 2015; 26(8): 1533–1546, doi: 10.1093/ 
/annonc/mdv221, indexed in Pubmed: 25939896.

33.	 www.nice.org.uk.

http://dx.doi.org/10.1016/S1470-2045(12)70329-7
https://www.ncbi.nlm.nih.gov/pubmed/22884505
http://dx.doi.org/10.1016/s1470-2045(14)70080-4
http://dx.doi.org/10.1016/S0140-6736(11)61847-3
https://www.ncbi.nlm.nih.gov/pubmed/22257673
http://dx.doi.org/10.1200/JCO.2015.62.1268
https://www.ncbi.nlm.nih.gov/pubmed/26527775
http://dx.doi.org/10.1016/S1470-2045(13)70411-X
https://www.ncbi.nlm.nih.gov/pubmed/24095300
http://dx.doi.org/10.1200/JCO.2011.39.0823
https://www.ncbi.nlm.nih.gov/pubmed/22493419
http://dx.doi.org/10.1016/S1470-2045(14)70320-1
http://dx.doi.org/10.1016/S1470-2045(14)70320-1
https://www.ncbi.nlm.nih.gov/pubmed/25130998
http://dx.doi.org/10.1016/S1470-2045(11)70336-9
https://www.ncbi.nlm.nih.gov/pubmed/22153890
http://dx.doi.org/10.1016/S1470-2045(16)00163-7
https://www.ncbi.nlm.nih.gov/pubmed/27179402
http://dx.doi.org/10.1186/s13058-017-0806-9
http://dx.doi.org/10.1186/s13058-017-0806-9
https://www.ncbi.nlm.nih.gov/pubmed/28183321
http://dx.doi.org/10.1093/annonc/mdt182
https://www.ncbi.nlm.nih.gov/pubmed/23704196
http://dx.doi.org/10.1093/jnci/dji021
https://www.ncbi.nlm.nih.gov/pubmed/15687361
http://dx.doi.org/10.1200/JCO.2007.15.0235
https://www.ncbi.nlm.nih.gov/pubmed/18258986
http://dx.doi.org/10.1001/jamaoncol.2015.6113
https://www.ncbi.nlm.nih.gov/pubmed/26914222
http://dx.doi.org/10.1200/JCO.2015.62.1797
https://www.ncbi.nlm.nih.gov/pubmed/26598744
http://dx.doi.org/10.1056/NEJMoa1703643
https://www.ncbi.nlm.nih.gov/pubmed/28581356
http://dx.doi.org/10.1093/annonc/mdv221
http://dx.doi.org/10.1093/annonc/mdv221
https://www.ncbi.nlm.nih.gov/pubmed/25939896
https://journals.viamedica.pl/oncology_in_clinical_practice/editor/submissionCitations/www.nice.org.uk

