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Abstract

Neoadjuvant treatment offers a number of benefits for patients with early breast cancer, and is an important option for consideration by multidisciplinary
teams. Despite literature showing its efficacy, the use of neoadjuvant therapy varies widely. Here we discuss the clinical evidence supporting the use of
neoadjuvant therapy in early stage breast cancer, including patient selection, monitoring response, surgery and radiotherapy considerations, with the aim of
assisting multidisciplinary teams to determine patient suitability for neoadjuvant treatment.
� 2017 The Royal College of Radiologists. Published by Elsevier Ltd. This is an open access article under the CC BY-NC-ND license (http://creativecommons.org/
licenses/by-nc-nd/4.0/).
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Introduction

Originally a means to downstage patients with inoper-
able locally advanced breast cancer, neoadjuvant therapy is
now integral to the treatment of patients with early stage
disease. Large clinical trials such as EORTC 10902 and
NSABP B-18 have shown no differences between the same
systemic therapy given pre- or post-surgery on disease-free
(DFS) and overall survival [1e3]. Other benefits (i.e. the
conversion of patients requiring mastectomy to breast-
conserving surgery [BCS]) and some potential concerns
have been investigated and are well recognised (Table 1). It
is therefore important for the multidisciplinary team (MDT)
to consider the benefits and risks when selecting patients
who may benefit from neoadjuvant therapy.
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Anthracycline plus taxane-based chemotherapy is the
mostwidelyusedneoadjuvantchemotherapy (NAC) regimen
for all early breast cancer subtypes and is associated with
high rates of clinical response (up to 90% inNSABPB-27) [15].
Progression duringNAC is infrequent, with a rate of 3% in one
meta-analysis of 1928 patients [16]. In patients with human
epidermal growth factor receptor 2 (HER2)-positive breast
cancer, trastuzumab with or without pertuzumab should be
administered concomitantly with a taxane [17e19]. For pa-
tientswith triple negative breast cancer (TNBC), the addition
of carboplatin in the GeparSixto [9] and CALGB 40603 [20]
studies have shown an increased pathological complete
response (pCR) rate, although with increased toxicity and
without a significant increase in BCS rate. Ongoing studies
such as NRG-BR003 (NCT02488967) [21] and M14-011
BRIGHTNESS (NCT02032277) [22] will provide additional
data on the effects of platinum agents as neoadjuvant or
adjuvant treatment, respectively, on survival outcomes.

To date, neoadjuvant endocrine therapy has been used
less frequently than chemotherapy. Aromatase inhibitors
d. This is an open access article under the CC BY-NC-ND license (http://
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Table 1
Clinical benefits and potential concerns associated with neoadjuvant treatment for early breast cancer

Benefits Potential concerns

Impact on surgery � Downstage tumours to permit breast-conserving
surgery rather than mastectomy [4e6],
improving cosmetic outcomes.

� De-escalate surgical treatment of the axilla [7].
� Provide time for germline mutation test results
(i.e. BRCA1/2) that may influence surgical plan.

� Cancer may progress and become inoperable (a
rare event with appropriate monitoring of
response).

� Reduced window of opportunity for fertility
preservation [8].

� Increasing tumour response may not achieve a
reduction in mastectomy rates, regardless of
downstaging and effectiveness of therapy
regimen [9,10].

� Increased locoregional recurrence rates in
patients who do not undergo surgery after
neoadjuvant treatment [11].

Disease information
and monitoring

� Provide individualised post-treatment prognostic
information (e.g. pathological complete response,
residual cancer burden) for management
decisions.

� Permits clinicians to monitor response to
therapy at an early stage; potentially allowing
time and flexibility to switch therapies if
patients do not respond [12,13].

� Potential loss of staging information.
� Potential for over-treatment, if decision is based
on incomplete information (e.g. size of lesion is
overestimated because of associated ductal
carcinoma in situ seen radiologically).

� Potential for under-treatment if therapy is
stopped or changed mid-course [14].

� Limited evidence base to guide adjuvant radio-
therapy decisions or management of patients
with residual disease.
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are used in selected patient subgroups (i.e. postmenopausal
women with larger, hormone receptor-rich breast cancers),
usually when systemic chemotherapy is not indicated
either due to tumour biology or patient characteristics
[17,18,23]. This may include node-positive or node-negative
patients [23,24]. With appropriate patient selection, the risk
of disease progression is low, although treatment duration
is longer than for NAC [25]. A trial of 182 patients treated
with neoadjuvant letrozole showed a 69.8% BCS rate at 3
months, rising to 83.5% after 2 years of treatment [26].
Llombart-Cussac et al. [27] reported a median time to
maximum response with letrozole of 4.2 months. However,
over a third of responding patients required more than 6
months of treatment. A recent meta-analysis of 20 studies
indicated that neoadjuvant endocrine therapy may be as
effective as NAC, but with lower toxicity [28]. Therefore,
neoadjuvant endocrine treatment should be considered in
selected patients.
Initiating Neoadjuvant Treatment

Factors to Consider when Selecting Patients for Neoadjuvant
Therapy

Although there is consensus on the patient subgroups
most likely to benefit from neoadjuvant treatment
[17,18], its utilisation in clinical practice remains highly
variable [29e31]. All early stage breast cancer patients
identified as likely to require adjuvant chemotherapy
should be considered for NAC, as they may potentially
Please cite this article in press as: Cain H, et al., Neoadjuvant Therapy in Ea
Practice, Clinical Oncology (2017), http://dx.doi.org/10.1016/j.clon.2017.06
benefit from treatment before surgery. Factors favouring
NAC in patients with operable breast cancer include:

� high tumour volume-to-breast ratio;
� lymph node-positive disease;
� biological features of primary cancer (high grade, hor-
mone receptor-negative, HER2-positive, TNBC);

� younger age.

The efficacy of neoadjuvant treatment is assessed by
evaluating the clinical and radiological response during and
after therapy, and the pathological response after surgery.
The likelihood of achieving a significant response is pre-
dicted by cancer phenotype; patients with HER2-positive
and TNBC have the highest probability of achieving pCR
after NAC (up to 50.3% for hormone receptor-negative/
HER2-positive patients receiving HER2-targeted therapy,
and 33.6% for TNBC) [32], making them good candidates for
NAC consideration [32,33]. By contrast, pCR rates are lower
for hormone receptor-positive/HER2-negative cancers;
however, patients in this group may still achieve a mean-
ingful clinical and radiological response from NAC, partic-
ularly younger patients with grade 3 cancers and low
hormone receptor levels. Careful selection within these
subgroups is required.

Histological subtype is also important. Invasive lobular
cancers (ILCs) represent 10e15% of breast cancers and are
typically hormone receptor-positive and histological grade
2. NAC is less beneficial in this group: fewer patients are
downstaged to permit successful BCS, re-excision rates after
BCS are higher and the likelihood of pCR is significantly
lower than invasive cancers of no special type (NST) [34].
rly Breast Cancer: Treatment Considerations and Common Debates in
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Just considering patients with pCR, significantly lower BCS
rates were observed in ILC than invasive NST [35]. The
number needed-to-treat to achieve significant downstaging
was higher in ILC (11.5 and 15.4 for cT2 and cT3, respec-
tively) than in invasive NST (8.5 and 7.2, respectively) [36].
The greatest likelihood of response is in ILCs with more
aggressive biological features (i.e. grade 3, hormone re-
ceptor-negative/HER2-positive) [35,36]. Lower response
rates have also been reported in mucinous, metaplastic and
apocrine carcinomas [37].

As discussed, DFS and overall survival seem to be
equivalent in studies where identical chemotherapy was
given pre- versus postoperatively [1e3], contradicting the
original hypothesis that early treatment of micro-
metastatic disease would improve survival. Nevertheless,
given the current appreciation of the importance of
intrinsic subtype in almost every aspect of breast cancer
behaviour, it is important to ask whether there may be
specific patients to whom neoadjuvant therapy should be
administered to improve long-term outcomes. A trend for
improved overall survival was noted in the NSABP B-18
study in women aged younger than 50 years treated with
NAC compared with adjuvant chemotherapy, and this
might reflect the increased frequency of hormone
receptor-negative disease in younger patients [6]. A pro-
spective registry study also reported a trend towards
improved DFS in TNBC patients who received NAC,
Information to be discussed with the MDT when
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although there were significant imbalances in the treat-
ment arms [38]. Therefore, there is currently insufficient
data to recommend neoadjuvant over identical adjuvant
chemotherapy on the basis of improved survival in any
subgroup.

Breast cancer treatment has evolved into a truly multi-
disciplinary endeavour, requiring a team that includes
surgeons, clinical and medical oncologists, radiologists,
pathologists and nurses in patient care. When discussing
neoadjuvant treatment, it is crucial that provisional histo-
logical grade (i.e. derived from the core biopsy specimen),
hormone receptor and HER2 results, and radiological re-
sults are available at the MDT meeting [39]. MDT discus-
sions should include the proposed surgical plan after
treatment, which will be determined by the tumour
response to NAC.

Figure 1 provides a suggestion for the information that
should be available and discussed to aid decision-making by
theMDT. Once a patient has been identified for neoadjuvant
therapy, radiological marker clips should be placed in the
breast, and any positive nodes should also be marked pre-
treatment [40].

Treatment recommendations should be consistent with
local and national guidelines [41]. Once the neoadjuvant
treatment recommendation has been made, the benefits
and risks should be discussed with the patient to help them
make an informed choice.
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Monitoring Response to Neoadjuvant
Treatment

Monitoring during Neoadjuvant Treatment

Clinical assessments and imaging are the mainstay when
monitoring treatment response and aid the early identifi-
cation of potential disease progression. Imaging should
include a bilateral mammogram and/or breast ultrasound,
both before and after NAC, and repeated during the treat-
ment course if there are any clinical concerns regarding
progression. For neoadjuvant endocrine therapy, 3-monthly
assessments can be completed. Studies have suggested a
potential correlation between early radiological response
and pCR [42].

Not all patients require magnetic resonance imaging
(MRI) during NAC treatment [18,43,44], but it is the most
accurate and sensitive modality for identifying residual
disease after treatment [18,44,45]. MRI accurately pre-
dicts pathological findings in TNBC, HER2-positive and
hormone receptor-negative tumours [46], with signifi-
cant correlations between MRI and tumour changes dur-
ing NAC [47]. MRI can be helpful for the purposes of
surgical planning [13,44] and is indicated in cases where
there are discrepancies between mammography and
ultrasound, as it may influence subsequent surgical
decision-making.

The full course of NAC should be completed unless there
is evidence of disease progression. Although the concept of
‘response-guided’ therapy is attractive, it is still evolving as
clinical data regarding its effectiveness are as yet incon-
clusive [48]. It is crucial for MDTs to review the small
number of patients who experience cancer progression
during NAC; the appropriate action for most of these pa-
tients is to cease treatment and proceed immediately to
surgery and/or radiotherapy.
Surgical Management of Patients after
Neoadjuvant Therapy

Advantages of Breast-conserving Surgery

BCS improves psychosocial and cosmetic outcomes after
breast cancer surgery over mastectomy [49,50]. Hence, a
key benefit of neoadjuvant treatment is enabling BCS for
patients in whom mastectomy would otherwise be indi-
cated. Indeed, studies have shown that NAC increases BCS
rates [2,51], although patients eligible for BCS may still opt
for mastectomy [52]. As cosmetic outcome is influenced by
the volume of tissue excised [53], it is logical to assume that
an NAC-mediated reduction in resection volume will
improve cosmetic outcome, but not all studies have shown
a reduced excised volume at BCS after NAC [54]. When
the tumour lies in a cosmetically sensitive area (i.e. the
upper inner quadrant) it is acceptable to use NAC to reduce
the volume of excised tissue necessary in patients suitable
for BCS.
Please cite this article in press as: Cain H, et al., Neoadjuvant Therapy in Ea
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There are circumstances where mastectomy may be
indicated despite a good response to NAC. These include the
presence of widespread malignant microcalcifications
(confirmed histologically to represent ductal carcinoma in
situ), BRCA1/2 gene mutation carriers considering a bilateral
risk reduction, or patient choice.

Previous concerns of increased locoregional recurrence
(LRR) risk following NAC to downstage and permit BCS [55]
have not been borne out. Studies have suggested that BCS
combined with whole breast radiotherapy is no different to
or has a higher survival rate than mastectomy [56e59] with
similar LRR rates. A recent meta-analysis of TNBC suggests
that LRR rates for BCS plus radiotherapy are lower than for
mastectomy [60]. Furthermore, a meta-analysis of eight
studies has shown that as long as surgery remained a
component of the treatment pathway, there was no in-
crease in LRR rates after BCS [11]. The concerns surrounding
operative complications after NAC are similarly unfounded,
as the rate is low, even for patients undergoing immediate
breast reconstruction [11,61].

Patterns of tumour response may influence surgical
planning. There are two general patterns of response
after NAC: concentric shrinkage or a scattergun/honeycomb
response (Figure 2), where the residual carcinoma presents
as multiple, scattered foci over an ill-defined tumour bed
[62,63]. This latter pattern of response is particularly
problematic when planning surgical procedures, as
obtaining clear margins is more difficult [63].

Recent improvements of systemic therapy efficacy in
specific subtypes such as hormone receptor-negative/
HER2-positive disease, where pCR rates exceed 60%, raise
the question of whether surgery could be omitted in pa-
tients who achieve a radiological complete response after
NAC [64,65]. At present, this remains a research question
and is being explored in the UK and Europe by the NOSTRA
andMICRA [66] trials, respectively, although surgery should
not be omitted without evidence from such clinical trials
[64,65].

Defining the Surgical Margin

Local margin guidelines accepted for primary BCS should
also be adopted for BCS post-NAC. The most appropriate
marginwidth after NAC has not been defined separately, but
even for patients with adverse biology, the available evi-
dence does not suggest a need to increase surgical margin
width [67,68].

Managing the Axilla: Timing Sentinel Lymph Node Biopsy

Local guidelines on management of the axilla should be
followed as per MDT discussion before initiating NAC; the
final decision on sentinel lymph node biopsy (SLNB) should
be taken after full clinical and radiological axillary assess-
ment after neoadjuvant treatment. In the UK, post-NAC
SLNB is now accepted practice in patients with pre-
treatment negative nodes (ultrasound scan with or
without fine needle aspiration/core biopsy), although this is
not uniformly applied even though lymph node staging
rly Breast Cancer: Treatment Considerations and Common Debates in
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Fig 2. Patterns of response following neoadjuvant treatment. Hae-
matoxylin and eosin (H&E) stained section of tumour bed with fibrosis
and elastosis indicating response to neoadjuvant chemotherapy. (A)
Low power view; scanty scattered islands of residual invasive carci-
noma are present (blue arrows), box represents view of (B). (B) High
power view, showing oedema (red arrows), fibrosis (yellow arrows)
and residual small islands of invasive carcinoma (blue arrows).
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after NAC has greater prognostic significance than axillary
node status at the outset [69], and SLNB accurately stages
the axilla in patients who are clinically node negative at
diagnosis [7]. The management of pre-NAC node-positive
Please cite this article in press as: Cain H, et al., Neoadjuvant Therapy in Ea
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patients is more controversial, with many patients con-
demned to axillary clearance. There is now increasing evi-
dence that this represents over-treatment, particularly in
patients with HER2-positive and TNBC tumours, since they
achieve a high nodal pCR rate, as shown by post-NAC SLNB
[69]. Axillary clearance carried out on patients with nodal
pCR may be regarded, at least in retrospect, as a failure
of current decision-making algorithms, and efforts must
continue to be applied to reduce the exposure of patients to
the morbidity of an axillary clearance. Crucially, this de-
pends on the accuracy of post-NAC SLNB. Based on results
from the Z-1071 study, post-NAC SLNB should retrievemore
than two nodes to reduce the false negative rate to 9.1%; the
accuracy of SLNB after NAC is directly related to the number
of nodes retrieved [70]. If adequate numbers cannot be
retrieved, then axillary lymph node dissection should be
considered [69]. This practice is being prospectively evalu-
ated in the UK by the ROSCO trial (EudraCT 2013-004307-
39) [71]. A targeted axillary dissection using a combination
of removing the clipped node and SLNB provides a high
degree of accuracy in assessing the post-NAC axilla [72].
Implementing these recommendations can reduce false
negative rates to as low as 2.0% [40].
Patient Management after Neoadjuvant
Treatment and Surgery

The Basis for Radiotherapy Planning and Management

It is generally recommended that patients who have BCS
undergo radiotherapy [41], but there is more uncertainty
regarding post-mastectomy chest wall radiotherapy. In the
absence of clear guidelines, there is concern about whether
to base radiotherapy decisions on the tumour parameters
before or after NAC. Most evidence guiding radiotherapy
originates from adjuvant clinical trials, but this evidence
can also support decision-making with neoadjuvant treat-
ment. The recent EBCTCG meta-analysis of post-
mastectomy patients showed that chest wall radiotherapy
reduced both the recurrence and mortality rates of node-
positive patients even after systemic adjuvant chemo-
therapy [73], suggesting that chest wall radiotherapy is
appropriate in post-NAC patients who remain node posi-
tive. For patients who achieve pCR after NAC, the results
from the NSABP B-18 and B-27 studies showed very low
rates of LRR post-mastectomy in the absence of radio-
therapy [74], suggesting that omission of radiotherapy may
be possible in this subset. However, these data arise from a
relatively small number of patients, and the omission of
chest wall and regional nodal radiotherapy after pCR re-
mains an area of controversy that is being addressed by the
ongoing NSABP B-51/RTOG 1304 study [75].

If patients have not achieved pCR after NAC, other pa-
rameters may assist radiotherapy decisions, such as tumour
size, skin (e.g. T4 stage) or nodal involvement. In the latter
case, supraclavicular fossa (SCF) radiotherapy should be
considered if four or more axillary lymph nodes are
involved after NAC, as would be the case in patients who
rly Breast Cancer: Treatment Considerations and Common Debates in
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had not received NAC. In those with one to three positive
nodes after NAC, the decision around SCF radiotherapy is
less clear, as these patients would not receive SCF radio-
therapy in the adjuvant setting. However, in the neo-
adjuvant setting, there is a concern that the patient may
have had a heavier lymph node burden at baseline, despite
the downstaging achieved with NAC. If there is histopath-
ological evidence of scarring and treatment response in
other nodes, it is reasonable to consider SCF radiotherapy
on this basis, although there is no direct evidence from
clinical trials that confirms or refutes this at present.
Axillary radiotherapy should be considered if the pa-
tient is sentinel node positive and has not had axillary
clearance [41].

At the moment, there is no specific evidence relating to
the use of a tumour bed boost following neoadjuvant
radiotherapy. Therefore, patients should be treated per
standard protocols for the adjuvant setting. While the
relative benefits of a boost seem to apply broadly, absolute
benefits are greater in women 50 years of age and younger
[76]. Recent consensus statements issued by the Royal
College of Radiologists in the UK recommend a boost for all
patients who have undergone BCS and are younger than 50
years old, with consideration in those over 50 years with
higher risk pathological features (especially grade 3 and/or
extensive intraductal component) [77].

It is clear that balancing potential risks of over-treatment
with the risks of under-treatment (e.g. increased LRR rates
and decreased survival) in the absence of definitive data is not
straightforward [78]. In practice, mostMDTs continue to adopt
a conservative approach in line with the guidelines issued by
the American National Comprehensive Cancer Network,
which state that the indications for radiotherapy should be
Table 2
Residual cancer burden definitions and estimated relapse-free survival

Residual cancer
burden risk class

Definition Cut-off

RCB-0 No traces of residual disease
(complete pathologic response)

RCB ¼ 0

RCB-I Minimal residual disease �1.36

RCB-II Moderate residual disease >1.36

RCB-III Extensive residual disease >3.28

HER2, human epidermal growth factor 2; HR, hormone receptor; RCB,
* Data from Symmans et al. [87] for patients treated with paclitaxel fo

Please cite this article in press as: Cain H, et al., Neoadjuvant Therapy in Ea
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based on the maximum/worst stage from the pre- or post-
treatment pathological stage and tumour characteristics [19].

Pathological Complete Response as a Measure of Efficacy of
Neoadjuvant Chemotherapy

Using pCR as a prognostic marker of long-term outcome
for the individual patient is well established [79]; achieving
pCR is associated with improved survival outcomes [32,33].
The probability of achieving pCR depends on cancer sub-
type and is seenmost frequently in TNBC and HER2-positive
tumours. The association between pCR and survival out-
comes is not as evident in slowly proliferating, hormone
receptor-positive [80], luminal A cancers [81]. The predic-
tive validity of pCR is therefore variable and dependent on
the tumour biology.

pCR is also recognised by regulatory authorities such as
the European Medicines Agency and the Food and Drug
Administration as a standard efficacy endpoint to evaluate
drugs given as NAC in early breast cancer clinical trials,
pending confirmatory results from large adjuvant studies
[32,82,83]. These bodies have provided standardised pCR
definitions in their guidance [82,83]. However, definitions
used in practice vary, which has implications when evalu-
ating the outcomes of clinical trials [84].

In addition to pCR, the residual cancer burden provides
another method to assess NAC response by incorporating bi-
dimensional measurements of the residual tumour, histo-
logical assessment of the tumour cellularity and nodal disease
burden (number of nodes involved and size of largest
metastasis) to estimate the volume of residual disease [85].
Patients are placed in three risk groups, which are associated
with distant relapse-free survival [63,85,86] (Table 2).
rates

Estimated percentage of relapse-free survival of patients
treated with T/FAC, % (95% confidence interval)*

5-year 10-year

Overall: 92 (86, 96)
TNBC: 94 (84, 98);
HRþ/HER2e: 88 (72, 95);
HER2þ: 94 (80, 99)

Overall: 86 (78, 91)
TNBC: 86 (73, 93);
HRþ/HER2e: 83 (63, 93);
HER2þ: 88 (72, 96)

Overall: 94 (88, 97)
TNBC: 89 (73, 96);
HRþ/HER2e: 100;
HER2þ: 89 (61, 97)

Overall: 85 (75, 91)
TNBC: 81 (63, 93);
HRþ/HER2e: 97 (81, 100);
HER2þ: 63 (35, 82)

Overall: 80 (76, 84)
TNBC: 62 (50, 72);
HRþ/HER2e: 87 (82, 90);
HER2þ: 62 (42, 76)

Overall: 68 (62, 73)
TNBC: 55 (43, 66)
HRþ/HER2e: 74 (67, 80);
HER2þ: 44 (26, 61)

Overall: 58 (50, 65)
TNBC: 26 (14, 41);
HRþ/HER2e: 70 (60, 77);
HER2þ: 47 (23, 68)

Overall: 46 (37, 54)
TNBC: 23 (12, 37);
HRþ/HER2e: 52 (40, 63);
HER2þ: 47 (23, 68)

residual cancer burden; TNBC, triple negative breast cancer.
llowed by fluorouracil, doxorubicin and cyclophosphamide (T/FAC).
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Management of Early Stage Breast Cancer Patients who do
not Achieve a Pathological Complete Response

Recent advances in adjuvant chemotherapy may offer
additional options for patients who have not achieved pCR.
The CREATE-X study randomised patients with HER2-
negative cancer and residual disease post-NAC to receive
eight cycles of capecitabine versus placebo and reported
improved 5-year DFS and overall survival in favour of cape-
citabine [88]. A similar approach in the ongoing KATHERINE
study (NCT01772472) [89] evaluates trastuzumab emtansine
as adjuvant therapy in HER2-positive patients without pCR
following NAC. Trials such as PENELOPE-B (NCT01864746)
[90] are evaluating the cyclin-dependent kinase 4/6 inhibi-
tor, palbociclib, in hormone receptor-positive patients.

We anticipate that clinical trials will increasingly recruit
from the subgroup of patients without pCR. It is therefore
important for the MDT to be aware of national study port-
folios, as these trials may only be open at a subset of sites,
necessitating referral to the nearest centre. Recruitment to
these studies may offer patients with a high predicted
subsequent event rate access to therapies beyond standard
practice.

Communicating Treatment Response to Patients

It is essential to communicate to patients that achieving
pCR is not the only positive outcome measure of NAC, as
downstaging from mastectomy to BCS, irrespective of pCR,
is itself a positive outcome.

Data on patient perception and psychological morbidity
in relation to NAC response are limited. One study’s patients
with locally advanced breast cancer reported increased
levels of anxiety and depression in patients whose
tumour size did not decrease by more than 50% after
treatment [91].

As pCR is less frequent and less strongly associated with
recurrence in hormone receptor-positive/HER2-negative
cancers, the failure to achieve pCR here does not inevi-
tably reflect a poor outcome. It is important for patients to
understand that adjuvant endocrine therapy will be offered
to reduce the risk of disease recurrence, so setting patients’
expectations of treatment goals is crucial.
Conclusion

When evaluating outcomes such as DFS and overall
survival, NAC is at least equivalent to adjuvant treatment.
However, NAC may bring other potential benefits. There-
fore, we strongly urge the MDT to consider whether an
early breast cancer patient may benefit from treatment
before surgery. Clinical trials for new drugs and novel
combinations increasingly exploit neoadjuvant use and
will be key to improving treatment of patient subgroups.
Particularly, the opportunity for individualised molecular
assessment during neoadjuvant therapy will further
enhance scientific understanding of breast cancer biology
and behaviour.
Please cite this article in press as: Cain H, et al., Neoadjuvant Therapy in Ea
Practice, Clinical Oncology (2017), http://dx.doi.org/10.1016/j.clon.2017.06
Although current guidelines have now specified recom-
mendations for neoadjuvant treatment in early stage breast
cancer [17,19,41], consensus needs to be reached to ensure
that all patients who could potentially benefit are discussed
by the MDT before any surgical intervention, in order to
provide the optimum care for each early breast cancer
patient.
Conflicts of Interest

H. Cain: Roche Products Ltd (speaker’s fees, honoraria
and advisory board); I.R. Macpherson: Amgen (advisory
board), Celldex (advisory board), Chugai (advisory board),
Eisai (advisory board and speaker’s fees), Genomic Health
(travel), Novartis (speaker’s fees), Pierre Fabre (advisory
board), Pfizer (advisory board), Roche Products Ltd (advi-
sory board and speaker’s fees); M. Beresford: Amgen
(travel), Bayer (speaker’s fees and honoraria), Celgene
(speaker’s fees and honoraria), Eisai (honoraria), MSD
(travel), Pfizer (advisory board); S.E. Pinder: Roche Products
Ltd (advisory board, honoraria and travel), Genomic Health
(advisory board); J. Pong: Roche Products Ltd (employee);
J.M. Dixon: Roche Products Ltd (advisory board).
Statement of Search Strategies Used and
Sources of Information

This paper reflects expert opinion and current literature
accessed by the authors; no formal search strategy has been
defined.

Acknowledgements

The authors acknowledge Lisa Wulund, PhD, from Cost-
ello Medical Consulting Ltd (Cambridge, UK) for medical
writing and editorial assistance in preparing this manu-
script for publication, based on the authors’ input and di-
rection, with funding from Roche Products Ltd.

References

[1] Wolmark N, Wang J, Mamounas E, Bryant J, Fisher B. Preop-
erative chemotherapy in patients with operable breast can-
cer: nine-year results from National Surgical Adjuvant Breast
and Bowel Project B-18. J Natl Cancer Inst Monogr 2001;2001:
96e102. http://dx.doi.org/10.1093/oxfordjournals.jncimono-
graphs.a003469.

[2] van der Hage JA, van de Velde CJ, Julien JP, Tubiana-Hulin M,
Vandervelden C, Duchateau L. Preoperative chemotherapy in
primary operable breast cancer: results from the European
Organization for Research and Treatment of Cancer trial
10902. J Clin Oncol 2001;19:4224e4237. http://dx.doi.org/10.
1200/jco.2001.19.22.4224.

[3] Mauri D, Pavlidis N, Ioannidis JPA. Neoadjuvant versus adju-
vant systemic treatment in breast cancer: a meta-analysis.
J Natl Cancer Inst 2005;97:188e194. http://dx.doi.org/10.1093/
jnci/dji021.

[4] van der Hage JA, Mieog JSD, van de Vijver MJ, van de
Velde CJH, European Organization for Research and
rly Breast Cancer: Treatment Considerations and Common Debates in
.003

http://dx.doi.org/10.1093/oxfordjournals.jncimonographs.a003469
http://dx.doi.org/10.1093/oxfordjournals.jncimonographs.a003469
http://dx.doi.org/10.1200/jco.2001.19.22.4224
http://dx.doi.org/10.1200/jco.2001.19.22.4224
http://dx.doi.org/10.1093/jnci/dji021
http://dx.doi.org/10.1093/jnci/dji021


H. Cain et al. / Clinical Oncology xxx (2017) 1e118
Treatment of Cancer. Efficacy of adjuvant chemotherapy ac-
cording to hormone receptor status in young patients with
breast cancer: a pooled analysis. Breast Cancer Res 2007;9:
R70. http://dx.doi.org/10.1186/bcr1778.

[5] Golshan M, Cirrincione CT, Carey LA, Sikov WM, Berry DA,
Burstein HJ, et al. Impact of neoadjuvant therapy on breast
conservation rates in triple-negative and HER2-positive
breast cancer: combined results of CALGB 40603 and 40601
(Alliance). J Clin Oncol 2015;33. abstract 1007.

[6] Rastogi P, Anderson SJ, Bear HD, Geyer CE, Kahlenberg MS,
Robidoux A, et al. Preoperative chemotherapy: updates of
National Surgical Adjuvant Breast and Bowel Project Protocols
B-18 and B-27. J Clin Oncol 2008;26:778e785. http://dx.doi.
org/10.1200/JCO.2007.15.0235.

[7] King TA, Morrow M. Surgical issues in patients with breast
cancer receiving neoadjuvant chemotherapy. Nat Rev Clin
Oncol 2015;12:1e9. http://dx.doi.org/10.1038/nrclinonc.2015.
63.

[8] Kim J, Oktay K, Gracia C, Lee S, Morse C, Mersereau JE. Which
patients pursue fertility preservation treatments? A multi-
center analysis of the predictors of fertility preservation in
women with breast cancer. Fertil Steril 2012;97:671e676.
http://dx.doi.org/10.1016/j.fertnstert.2011.12.008.

[9] von Minckwitz G, Schneeweiss A, Loibl S, Salat C, Denkert C,
Rezai M, et al. Neoadjuvant carboplatin in patients with triple-
negative and HER2-positive early breast cancer (GeparSixto;
GBG 66): a randomised phase 2 trial. Lancet Oncol 2014;15:
747e756. http://dx.doi.org/10.1016/S1470-2045(14)70160-3.

[10] Criscitiello C, Azim HA, Agbor-tarh D, de Azambuja E,
Piccart M, Baselga J, et al. Factors associated with surgical
management following neoadjuvant therapy in patients with
primary HER2-positive breast cancer: results from the Neo-
ALTTO phase III trial. Ann Oncol 2013;24:1980e1985. http://
dx.doi.org/10.1093/annonc/mdt129.

[11] Mieog JSD, van der Hage JA, van de Velde CJH. Preoperative
chemotherapy for women with operable breast cancer.
Cochrane Database Syst Rev 2007:CD005002. http://dx.doi.org/
10.1002/14651858.CD005002.pub2.

[12] Hayes DF, Schott AF. Neoadjuvant chemotherapy: what are
the benefits for the patient and for the investigator? JNCI
Monogr 2015;2015:36e39. http://dx.doi.org/10.1093/jncimo-
nographs/lgv004.

[13] K€ummel S, Holtschmidt J, Loibl S. Surgical treatment of pri-
mary breast cancer in the neoadjuvant setting. Br J Surg 2014;
101:912e924. http://dx.doi.org/10.1002/bjs.9545.

[14] Miller E, Lee HJ, Lulla A, Hernandez L, Gokare P, Lim B. Current
treatment of early breast cancer: adjuvant and neoadjuvant
therapy. F1000Research 2014;3:198. http://dx.doi.org/10.
12688/f1000research.4340.1.

[15] Bear HD, Anderson S, Brown A, Smith R, Mamounas EP,
Fisher B, et al. The effect on tumor response of adding
sequential preoperative docetaxel to preoperative doxoru-
bicin and cyclophosphamide: preliminary results from Na-
tional Surgical Adjuvant Breast and Bowel Project Protocol B-
27. J Clin Oncol 2003;21:4165e4174. http://dx.doi.org/10.1200/
JCO.2003.12.005.

[16] Caudle AS, Gonzalez-Angulo AM, Hunt KK, Pusztai L,
Kuerer HM, Mittendorf EA, et al. Impact of progression during
neoadjuvant chemotherapy on surgical management of breast
cancer. Ann Surg Oncol 2011;18:932e938. http://dx.doi.org/10.
1245/s10434-010-1390-8.

[17] Coates AS, Winer EP, Goldhirsch A, Gelber RD, Gnant M, Pic-
cart-Gebhart M, et al. Tailoring therapiesdimproving the
management of early breast cancer: St Gallen International
Expert Consensus on the Primary Therapy of Early Breast
Please cite this article in press as: Cain H, et al., Neoadjuvant Therapy in Ea
Practice, Clinical Oncology (2017), http://dx.doi.org/10.1016/j.clon.2017.06
Cancer 2015. Ann Oncol 2015;26:1533e1546. http://dx.doi.
org/10.1093/annonc/mdv221.

[18] Senkus E, Kyriakides S, Ohno S, Penault-Llorca F, Poortmans P,
Rutgers E, et al. Primary breast cancer: ESMO Clinical Practice
Guidelines for diagnosis, treatment and follow-up. Ann Oncol
2015;26:v8e30. http://dx.doi.org/10.1093/annonc/mdv298.

[19] Gradishar WJ, Anderson BO, Balassanian R, Blair SL,
Burstein HJ, Cyr A, et al. Breast cancer (Version 2.2016). Na-
tional Comprehensive Cancer Network; 2016. Available at:
https://www.nccn.org/professionals/physician_gls/pdf/breast.
pdf (accessed 19 September 2016).

[20] Sikov WM, Berry DA, Perou CM, Singh B, Cirrincione CT,
Tolaney SM, et al. Impact of the addition of carboplatin and/or
bevacizumab to neoadjuvant once-per-week paclitaxel fol-
lowed by dose-dense doxorubicin and cyclophosphamide on
pathologic complete response rates in stage II to III triple-
negative breast cancer: CALGB 40603. J Clin Oncol 2015;33:
13e21. http://dx.doi.org/10.1200/JCO.2014.57.0572.

[21] ClinicalTrials.gov. NCT02488967: Doxorubicin hydrochloride
and cyclophosphamide followed by paclitaxel with or without
carboplatin in treating patients with triple-negative breast
cancer. Available at: https://clinicaltrials.gov/ct2/show/
NCT02488967; 2015 (accessed 21 September 2016).

[22] ClinicalTrials.gov. NCT02032277: A study evaluating safety and
efficacy of the addition of ABT-888 plus carboplatin versus the
addition of carboplatin to standard chemotherapy versus
standard chemotherapy in subjects with early stage triple
negative breast cancer. Available at: https://clinicaltrials.gov/
ct2/show/NCT02032277; 2013 (accessed 21 September
2016).

[23] Goldhirsch A, Winer EP, Coates AS, Gelber RD, Piccart-
Gebhart M, Th€urlimann B, et al. Personalizing the treatment
of womenwith early breast cancer: highlights of the St Gallen
International Expert Consensus on the Primary Therapy of
Early Breast Cancer. Ann Oncol 2013;2013(24):2206e2223.
http://dx.doi.org/10.1093/annonc/mdt303.

[24] Ellis MJ, Tao Y, Luo J, A’Hern R, Evans DB, Bhatnagar AS, et al.
Outcome prediction for estrogen receptor-positive breast
cancer based on postneoadjuvant endocrine therapy tumor
characteristics. J Natl Cancer Inst 2008;100:1380e1388. http://
dx.doi.org/10.1093/jnci/djn309.

[25] Bardia A, Dixon JM. Neoadjuvant therapy for newly diagnosed
hormone-positive breast cancer. In: Burstein HJ, Vora SR,
editors. UpToDate. Waltham, MA: Wolters Kluwer; 2016.

[26] Dixon JM, Renshaw L, Macaskill EJ, Young O, Murray J,
Cameron D, et al. Increase in response rate by prolonged
treatment with neoadjuvant letrozole. Breast Cancer Res Treat
2009;113:145e151. http://dx.doi.org/10.1007/s10549-008-
9915-6.

[27] Llombart-Cussac A, Guerrero �A, Gal�an A, Cara~nana V, Buch E,
Rodríguez-Lescure �A, et al. Phase II trial with letrozole to
maximum response as primary systemic therapy in post-
menopausal patients with ER/PgR[þ] operable breast cancer.
Clin Transl Oncol 2012;14:125e131. http://dx.doi.org/10.1007/
s12094-012-0771-9.

[28] Spring LM, Gupta A, Reynolds KL, Gadd MA, Ellisen LW,
Isakoff SJ, et al. Neoadjuvant endocrine therapy for estrogen
receptor-positive breast cancer: a systematic review and
meta-analysis. JAMA Oncol 2016;2114:1e10. http://dx.doi.org/
10.1001/jamaoncol.2016.1897.

[29] Onitilo AA, Onesti JK, Single RM, Engel JM, James TA,
Bowles EJA, et al. Utilization of neoadjuvant chemotherapy
varies in the treatment of women with invasive breast cancer.
PLoS One 2013;8:7e9. http://dx.doi.org/10.1371/journal.pone.
0084535.
rly Breast Cancer: Treatment Considerations and Common Debates in
.003

http://dx.doi.org/10.1186/bcr1778
http://refhub.elsevier.com/S0936-6555(17)30278-9/sref5
http://refhub.elsevier.com/S0936-6555(17)30278-9/sref5
http://refhub.elsevier.com/S0936-6555(17)30278-9/sref5
http://refhub.elsevier.com/S0936-6555(17)30278-9/sref5
http://refhub.elsevier.com/S0936-6555(17)30278-9/sref5
http://dx.doi.org/10.1200/JCO.2007.15.0235
http://dx.doi.org/10.1200/JCO.2007.15.0235
http://dx.doi.org/10.1038/nrclinonc.2015.63
http://dx.doi.org/10.1038/nrclinonc.2015.63
http://dx.doi.org/10.1016/j.fertnstert.2011.12.008
http://dx.doi.org/10.1016/S1470-2045(14)70160-3
http://dx.doi.org/10.1093/annonc/mdt129
http://dx.doi.org/10.1093/annonc/mdt129
http://dx.doi.org/10.1002/14651858.CD005002.pub2
http://dx.doi.org/10.1002/14651858.CD005002.pub2
http://dx.doi.org/10.1093/jncimonographs/lgv004
http://dx.doi.org/10.1093/jncimonographs/lgv004
http://dx.doi.org/10.1002/bjs.9545
http://dx.doi.org/10.12688/f1000research.4340.1
http://dx.doi.org/10.12688/f1000research.4340.1
http://dx.doi.org/10.1200/JCO.2003.12.005
http://dx.doi.org/10.1200/JCO.2003.12.005
http://dx.doi.org/10.1245/s10434-010-1390-8
http://dx.doi.org/10.1245/s10434-010-1390-8
http://dx.doi.org/10.1093/annonc/mdv221
http://dx.doi.org/10.1093/annonc/mdv221
http://dx.doi.org/10.1093/annonc/mdv298
https://www.nccn.org/professionals/physician_gls/pdf/breast.pdf
https://www.nccn.org/professionals/physician_gls/pdf/breast.pdf
http://dx.doi.org/10.1200/JCO.2014.57.0572
https://clinicaltrials.gov/ct2/show/NCT02488967
https://clinicaltrials.gov/ct2/show/NCT02488967
https://clinicaltrials.gov/ct2/show/NCT02032277
https://clinicaltrials.gov/ct2/show/NCT02032277
http://dx.doi.org/10.1093/annonc/mdt303
http://dx.doi.org/10.1093/jnci/djn309
http://dx.doi.org/10.1093/jnci/djn309
http://refhub.elsevier.com/S0936-6555(17)30278-9/sref25
http://refhub.elsevier.com/S0936-6555(17)30278-9/sref25
http://refhub.elsevier.com/S0936-6555(17)30278-9/sref25
http://dx.doi.org/10.1007/s10549-008-9915-6
http://dx.doi.org/10.1007/s10549-008-9915-6
http://dx.doi.org/10.1007/s12094-012-0771-9
http://dx.doi.org/10.1007/s12094-012-0771-9
http://dx.doi.org/10.1001/jamaoncol.2016.1897
http://dx.doi.org/10.1001/jamaoncol.2016.1897
http://dx.doi.org/10.1371/journal.pone.0084535
http://dx.doi.org/10.1371/journal.pone.0084535


H. Cain et al. / Clinical Oncology xxx (2017) 1e11 9
[30] Mougalian SS, Soulos PR, Killelea BK, Lannin DR, Abu-
Khalaf MM, DiGiovanna MP, et al. Use of neoadjuvant
chemotherapy for patients with stage I to III breast cancer in
the United States. Cancer 2015;121:2544e2552. http://dx.doi.
org/10.1002/cncr.29348.

[31] Graham PJ, Brar MS, Foster T, McCall M, Bouchard-Fortier A,
Temple W, et al. Neoadjuvant chemotherapy for breast cancer,
is practice changing? A population-based review of current
surgical trends. Ann Surg Oncol 2015;22:3376e3382. http://
dx.doi.org/10.1245/s10434-015-4714-x.

[32] Cortazar P, Zhang L, Untch M, Mehta K, Costantino JP,
Wolmark N, et al. Pathological complete response and long-
term clinical benefit in breast cancer: the CTNeoBC pooled
analysis. Lancet 2014;384:164e172. http://dx.doi.org/10.1016/
S0140-6736(13)62422-8.

[33] Broglio KR, Quintana M, Foster M, Olinger M, McGlothlin A,
Berry SM, 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:
751e760. http://dx.doi.org/10.1001/jamaoncol.2015.6113.

[34] Delpech Y, Coutant C, Hsu L, Barranger E, Iwamoto T,
Barcenas CH, et al. Clinical benefit from neoadjuvant
chemotherapy in oestrogen receptor-positive invasive ductal
and lobular carcinomas. Br J Cancer 2013;108:285e291.
http://dx.doi.org/10.1038/bjc.2012.557.

[35] Loibl S, Volz C, Mau C, Blohmer J-U, Costa SD, Eidtmann H,
et al. Response and prognosis after neoadjuvant chemo-
therapy in 1,051 patients with infiltrating lobular breast car-
cinoma. Breast Cancer Res Treat 2014;144:153e162. http://dx.
doi.org/10.1007/s10549-014-2861-6.

[36] Truin W, Vugts G, Roumen RMH, Maaskant-Braat AJG,
Nieuwenhuijzen GAP, van der Heiden-van der Loo M, et al.
Differences in response and surgical management with neo-
adjuvant chemotherapy in invasive lobular versus ductal
breast cancer. Ann Surg Oncol 2016;23:51e57. http://dx.doi.
org/10.1245/s10434-015-4603-3.

[37] Nagao T, Kinoshita T, Hojo T, Tsuda H, Tamura K, Fujiwara Y.
The differences in the histological types of breast cancer and
the response to neoadjuvant chemotherapy: the relationship
between the outcome and the clinicopathological character-
istics. Breast 2012;21:289e295. http://dx.doi.org/10.1016/j.
breast.2011.12.011.

[38] Sharma P, Kimler B, Klemp J, Ward C, Connor C, McGinness M,
et al. Outcomes with neoadjuvant versus adjuvant chemo-
therapy for T1-2 node negative triple negative breast cancer.
J Clin Oncol 2015;33. abstract 1092.

[39] Francis A, Bartlett J, Rea D, Pinder SE, Stein RC, Stobart H, et al.
Viewpoint: Availability of oestrogen receptor and HER2 status
for the breast multidisciplinary meeting discussion; time to
get it right. Eur J Surg Oncol 2016;42:994e998. http://dx.doi.
org/10.1016/j.ejso.2016.02.015.

[40] Caudle AS, Yang WT, Krishnamurthy S, Mittendorf EA,
Black DM, Gilcrease MZ, et al. Improved axillary evaluation
following neoadjuvant therapy for patients with node-
positive breast cancer using selective evaluation of clipped
nodes: implementation of targeted axillary dissection. J Clin
Oncol 2016;34:1072e1078. http://dx.doi.org/10.1200/JCO.
2015.64.0094.

[41] National Institute for Health and Clinical Excellence. Early and
locally advanced breast cancer: diagnosis and treatment. NICE
Guideline; 2009. CG80. Available at: https://www.nice.org.uk/
guidance/cg80 (accessed 7 November 2016).

[42] Beresford MJ, Stott D, Makris A. Assessment of clinical
response after two cycles of primary chemotherapy in breast
Please cite this article in press as: Cain H, et al., Neoadjuvant Therapy in Ea
Practice, Clinical Oncology (2017), http://dx.doi.org/10.1016/j.clon.2017.06
cancer. Breast Cancer Res Treat 2008;109:337e342. http://dx.
doi.org/10.1007/s10549-007-9644-2.

[43] Willett AM, Michell MJ, Lee MJR. Best practice diagnostic
guidelines for patients presenting with breast symptoms.
Assoc Breast Surg 2010:1e60.

[44] Sardanelli F, Boetes C, Borisch B, Decker T, Federico M,
Gilbert FJ, et al. Magnetic resonance imaging of the breast:
recommendations from the EUSOMA working group. Eur J
Cancer 2010;46:1296e1316. http://dx.doi.org/10.1016/j.ejca.
2010.02.015.

[45] Horgan K, Macneill F, Sibbering DM, Doughty J, Cawthorn S,
Dodwell D. Association of Breast Surgery 1st ABS Multidisci-
plinary Meeting. Neoadjuvant chemotherapy: an MDT approach
2014. p. 1e7.

[46] Price ER, Wong J, Mukhtar R, Hylton N, Esserman LJ. How to
use magnetic resonance imaging following neoadjuvant
chemotherapy in locally advanced breast cancer. World J Clin
Cases 2015;3:607e613. http://dx.doi.org/10.12998/wjcc.v3.i7.
607.

[47] Loo CE, Straver ME, Rodenhuis S, Muller SH, Wesseling J,
Vrancken Peeters M-J, et al. Magnetic resonance imaging
response monitoring of breast cancer during neoadjuvant
chemotherapy: relevance of breast cancer subtype. J Clin
Oncol 2011;29:660e666. http://dx.doi.org/10.1200/JCO.2010.
31.1258.

[48] Telli ML. Insight or confusion: survival after response-guided
neoadjuvant chemotherapy in breast cancer. J Clin Oncol
2013;31:3613e3615. http://dx.doi.org/10.1200/JCO.2013.51.
0313.

[49] Cochrane RA, Valasiadou P, Wilson ARM, Al-Ghazal SK,
Macmillan RD. Cosmesis and satisfaction after breast-
conserving surgery correlates with the percentage of breast
volume excised. Br J Surg 2003;90:1505e1509. http://dx.doi.
org/10.1002/bjs.4344.

[50] Al-Ghazal SK, Fallowfield L, Blamey RW. Comparison of psy-
chological aspects and patient satisfaction following breast
conserving surgery, simple mastectomy and breast recon-
struction. Eur J Cancer 2000;36:1938e1943. http://dx.doi.org/
10.1016/S0959-8049(00)00197-0.

[51] Garcia-Etienne CA, Tomatis M, Heil J, Friedrichs K,
Kreienberg R, Denk A, et al. Mastectomy trends for early-stage
breast cancer: a report from the EUSOMA multi-institutional
European database. Eur J Cancer 2012;48:1947e1956. http://
dx.doi.org/10.1016/j.ejca.2012.03.008.

[52] Golshan M, Cirrincione CT, Sikov WM, Berry DA, Jasinski S,
Weisberg TF, et al. Impact of neoadjuvant chemotherapy in
stage IIeIII triple negative breast cancer on eligibility for
breast-conserving surgery and breast conservation rates. Ann
Surg 2015;262:434e439. http://dx.doi.org/10.1097/SLA.
0000000000001417.

[53] Wazer DE, DiPetrillo T, Schmidt-Ullrich R, Weld L, Smith TJ,
Marchant DJ, et al. Factors influencing cosmetic outcome and
complication risk after conservative surgery and radiotherapy
for early-stage breast carcinoma. J Clin Oncol 1992;10:
356e363. http://dx.doi.org/10.1200/jco.1992.10.3.356.

[54] Valejo FAM, Tiezzi DG, Mandarano LRM, de Sousa CB, de
Andrade JM. Volume of breast tissue excised during breast-
conserving surgery in patients undergoing preoperative sys-
temic therapy. Rev Bras Ginecol Obs 2013;35:221e225. http://
dx.doi.org/10.1590/S0100-72032013000500006.

[55] Ballinger RS, Mayer KF, Lawrence G, Fallowfield L. Patients’
decision-making in a UK specialist centre with high mastec-
tomy rates. Breast 2008;17:574e579. http://dx.doi.org/10.
1016/j.breast.2008.08.001.
rly Breast Cancer: Treatment Considerations and Common Debates in
.003

http://dx.doi.org/10.1002/cncr.29348
http://dx.doi.org/10.1002/cncr.29348
http://dx.doi.org/10.1245/s10434-015-4714-x
http://dx.doi.org/10.1245/s10434-015-4714-x
http://dx.doi.org/10.1016/S0140-6736(13)62422-8
http://dx.doi.org/10.1016/S0140-6736(13)62422-8
http://dx.doi.org/10.1001/jamaoncol.2015.6113
http://dx.doi.org/10.1038/bjc.2012.557
http://dx.doi.org/10.1007/s10549-014-2861-6
http://dx.doi.org/10.1007/s10549-014-2861-6
http://dx.doi.org/10.1245/s10434-015-4603-3
http://dx.doi.org/10.1245/s10434-015-4603-3
http://dx.doi.org/10.1016/j.breast.2011.12.011
http://dx.doi.org/10.1016/j.breast.2011.12.011
http://refhub.elsevier.com/S0936-6555(17)30278-9/sref38
http://refhub.elsevier.com/S0936-6555(17)30278-9/sref38
http://refhub.elsevier.com/S0936-6555(17)30278-9/sref38
http://refhub.elsevier.com/S0936-6555(17)30278-9/sref38
http://dx.doi.org/10.1016/j.ejso.2016.02.015
http://dx.doi.org/10.1016/j.ejso.2016.02.015
http://dx.doi.org/10.1200/JCO.2015.64.0094
http://dx.doi.org/10.1200/JCO.2015.64.0094
https://www.nice.org.uk/guidance/cg80
https://www.nice.org.uk/guidance/cg80
http://dx.doi.org/10.1007/s10549-007-9644-2
http://dx.doi.org/10.1007/s10549-007-9644-2
http://refhub.elsevier.com/S0936-6555(17)30278-9/sref43
http://refhub.elsevier.com/S0936-6555(17)30278-9/sref43
http://refhub.elsevier.com/S0936-6555(17)30278-9/sref43
http://refhub.elsevier.com/S0936-6555(17)30278-9/sref43
http://dx.doi.org/10.1016/j.ejca.2010.02.015
http://dx.doi.org/10.1016/j.ejca.2010.02.015
http://refhub.elsevier.com/S0936-6555(17)30278-9/sref45
http://refhub.elsevier.com/S0936-6555(17)30278-9/sref45
http://refhub.elsevier.com/S0936-6555(17)30278-9/sref45
http://refhub.elsevier.com/S0936-6555(17)30278-9/sref45
http://refhub.elsevier.com/S0936-6555(17)30278-9/sref45
http://dx.doi.org/10.12998/wjcc.v3.i7.607
http://dx.doi.org/10.12998/wjcc.v3.i7.607
http://dx.doi.org/10.1200/JCO.2010.31.1258
http://dx.doi.org/10.1200/JCO.2010.31.1258
http://dx.doi.org/10.1200/JCO.2013.51.0313
http://dx.doi.org/10.1200/JCO.2013.51.0313
http://dx.doi.org/10.1002/bjs.4344
http://dx.doi.org/10.1002/bjs.4344
http://dx.doi.org/10.1016/S0959-8049(00)00197-0
http://dx.doi.org/10.1016/S0959-8049(00)00197-0
http://dx.doi.org/10.1016/j.ejca.2012.03.008
http://dx.doi.org/10.1016/j.ejca.2012.03.008
http://dx.doi.org/10.1097/SLA.0000000000001417
http://dx.doi.org/10.1097/SLA.0000000000001417
http://dx.doi.org/10.1200/jco.1992.10.3.356
http://dx.doi.org/10.1590/S0100-72032013000500006
http://dx.doi.org/10.1590/S0100-72032013000500006
http://dx.doi.org/10.1016/j.breast.2008.08.001
http://dx.doi.org/10.1016/j.breast.2008.08.001


H. Cain et al. / Clinical Oncology xxx (2017) 1e1110
[56] Agarwal S, Pappas L, Neumayer L, Kokeny K, Agarwal J. Effect
of breast conservation therapy vs mastectomy on disease-
specific survival for early-stage breast cancer. JAMA Surg
2014;149:267e274. http://dx.doi.org/10.1001/jamasurg.2013.
3049.

[57] van Maaren M, de Munck L, de Bock G, Jobsen J, van Dalen T,
Poortmans P, et al. Higher 10-year overall survival after breast
conserving therapy compared to mastectomy in early stage
breast cancer: a population-based study with 37,207 patients.
Cancer Res 2016;76. http://dx.doi.org/10.1158/1538-7445.
SABCS15-S3-05. abstract S3e05.

[58] Hofvind S, Holen �A, Aas T, Roman M, Sebuødeg�ard S,
Akslen LA. Women treated with breast conserving surgery do
better than those with mastectomy independent of detection
mode, prognostic and predictive tumor characteristics. Eur J
Surg Oncol 2015;41:1417e1422. http://dx.doi.org/10.1016/j.
ejso.2015.07.002.

[59] Hartmann-Johnsen OJ, K�aresen R, Schlichting E, Nyg�ard JF.
Survival is better after breast conserving therapy than mas-
tectomy for early stage breast cancer: a registry-based follow-
up study of Norwegian women primary operated between
1998 and 2008. Ann Surg Oncol 2015;22:3836e3845. http://
dx.doi.org/10.1245/s10434-015-4441-3.

[60] O’Rorke M, Murray L, Bhoo-Pathy N. Overall survival in triple-
negative breast cancer e prognostic influence of adjuvant
radiotherapy: a systematic review and meta-analysis. Cancer
Res 2016;76. http://dx.doi.org/10.1158/1538-7445.SABCS15-
P3-12-10. abstract P3-12-10.

[61] Song J, Zhang X, Liu Q, Peng J, Liang X, Shen Y, et al. Impact of
neoadjuvant chemotherapy on immediate breast recon-
struction: a meta-analysis. PLoS One 2014;9:e98225. http://
dx.doi.org/10.1371/journal.pone.0098225.

[62] Sahoo S, Lester SC. Pathology of breast carcinomas after
neoadjuvant chemotherapy an overview with recommenda-
tions on specimen processing and reporting. Arch Pathol Lab
Med 2009;133:633e642. http://dx.doi.org/10.1043/1543-
2165-133.4.633.

[63] Bossuyt V, Provenzano E, Symmans WF, Boughey JC, Coles C,
Curigliano G, et al. Recommendations for standardized path-
ological characterization of residual disease for neoadjuvant
clinical trials of breast cancer by the BIG-NABCG collabora-
tion. Ann Oncol 2015;26:1280e1291. http://dx.doi.org/10.
1093/annonc/mdv161.

[64] Rea D, Tomlins A, Francis A. Time to stop operating on breast
cancer patients with pathological complete response? Eur J
Surg Oncol 2013;39:924e930. http://dx.doi.org/10.1016/j.ejso.
2013.06.005.

[65] van la Parra RFD, Kuerer HM. Selective elimination of breast
cancer surgery in exceptional responders: historical
perspective and current trials. Breast Cancer Res 2016;18:28.
http://dx.doi.org/10.1186/s13058-016-0684-6.

[66] Van der Noordaa M, Vrancken Peeters MJ, Loo C, Van de
Vijver K, Rutgers E, Francken AB, et al. Towards omitting
breast cancer surgery in selective patient groups: assessment
of pathologic complete response after primary systemic
treatment using multiple biopsies ‘The MICRA trial’. Eur J Surg
Oncol 2016;42:S136. http://dx.doi.org/10.1016/j.ejso.2016.06.
182.

[67] Houssami N, Macaskill P, Marinovich ML, Morrow M. The
association of surgical margins and local recurrence in
women with early-stage invasive breast cancer treated with
breast-conserving therapy: a meta-analysis. Ann Surg Oncol
2014;21:717e730. http://dx.doi.org/10.1245/s10434-014-
3480-5.
Please cite this article in press as: Cain H, et al., Neoadjuvant Therapy in Ea
Practice, Clinical Oncology (2017), http://dx.doi.org/10.1016/j.clon.2017.06
[68] Houssami N, Macaskill P, Marinovich ML, Dixon JM, Irwig L,
Brennan ME, et al. Meta-analysis of the impact of surgical
margins on local recurrence in women with early-stage
invasive breast cancer treated with breast-conserving ther-
apy. Eur J Cancer 2010;46:3219e3232. http://dx.doi.org/10.
1016/j.ejca.2010.07.043.

[69] Dixon JM. Sentinel lymph node biopsy after neoadjuvant
chemotherapy in patients with breast cancer. Breast Cancer
Manag 2015;4:271e274. http://dx.doi.org/10.2217/bmt.15.25.

[70] Boughey JC, Suman VJ, Mittendorf EA, Ahrendt GM, Wilke LG,
Taback B, et al. Sentinel lymph node surgery after neo-
adjuvant chemotherapy in patients with node-positive breast
cancer: the ACOSOG Z1071 (Alliance) clinical trial. JAMA 2013;
310:1455e1461. http://dx.doi.org/10.1001/jama.2013.278932.

[71] Rea D, Haywood L, Francis A, Bowden S, Brookes C,
MacKenzie M, et al. ROSCO: A randomised phase III, stratified
CEP17/TOP2A biomarker trial of neo-adjuvant 5-flourouracil,
epirubicin and cyclophosphamide vs docetaxel and cyclo-
phosphamide chemotherapy. Cancer Res 2016;76. http://dx.
doi.org/10.1158/1538-7445.SABCS15-OT3-02-02. abstract
OT3-02-02.

[72] Diego EJ, McAuliffe PF, Soran A, McGuire KP, Johnson RR,
Bonaventura M, et al. Axillary staging after neoadjuvant
chemotherapy for breast cancer: a pilot study combining
sentinel lymph node biopsy with radioactive seed localization
of pre-treatment positive axillary lymph nodes. Ann Surg
Oncol 2016;23:1549e1553. http://dx.doi.org/10.1245/s10434-
015-5052-8.

[73] McGale P, Taylor C, Correa C, Cutter D, Duane F, Ewertz M,
et al. Effect of radiotherapy after mastectomy and axillary
surgery on 10-year recurrence and 20-year breast cancer
mortality: meta-analysis of individual patient data for 8135
women in 22 randomised trials. Lancet 2014;383:2127e2135.
http://dx.doi.org/10.1016/S0140-6736(14)60488-8.

[74] Mamounas EP, Anderson SJ, Dignam JJ, Bear HD, Julian TB,
Geyer CE, et al. Predictors of locoregional recurrence after
neoadjuvant chemotherapy: results from combined analysis
of national surgical adjuvant breast and bowel project B-18
and B-27. J Clin Oncol 2012;30:3960e3966. http://dx.doi.org/
10.1200/JCO.2011.40.8369.

[75] Mamounas EP, White JR, Bandos H, Julian TB, Kahn AJ,
Shaitelman SF, et al. NSABP B-51/RTOG 1304: randomized
phase III clinical trial evaluating the role of postmastectomy
chest wall and regional nodal XRT (CWRNRT) and post-
lumpectomy RNRT in patients (pts) with documented posi-
tive axillary (Ax) nodes before neoadjuvant chemotherapy
(NC) who convert to pathologically negative Ax nodes after
NC. J Clin Oncol 2014;32(15_Suppl). http://ascopubs.org/doi/
abs/10.1200/jco.2014.32.15_suppl.tps1141. abstract TPS1141.

[76] Bartelink H, Maingon P, Poortmans P, Weltens C, Fourquet A,
Jager J, et al. Whole-breast irradiation with or without a boost
for patients treated with breast-conserving surgery for early
breast cancer: 20-year follow-up of a randomised phase 3
trial. Lancet Oncol 2015;16:47e56. http://dx.doi.org/10.1016/
S1470-2045(14)71156-8.

[77] The Royal College of Radiologists. Postoperative radiotherapy
for breast cancer: UK consensus statements. Available at:
https://www.rcr.ac.uk/system/files/publication/field_
publication_files/bfco2016_breast-consensus-guidelines.pdf;
2016 (accessed 27 April 2017).

[78] White J, Mamounas E. Locoregional radiotherapy in patients
with breast cancer responding to neoadjuvant chemotherapy:
a paradigm for treatment individualization. J Clin Oncol 2014;
32:494e495. http://dx.doi.org/10.1200/JCO.2013.53.4974.
rly Breast Cancer: Treatment Considerations and Common Debates in
.003

http://dx.doi.org/10.1001/jamasurg.2013.3049
http://dx.doi.org/10.1001/jamasurg.2013.3049
http://dx.doi.org/10.1158/1538-7445.SABCS15-S3-05
http://dx.doi.org/10.1158/1538-7445.SABCS15-S3-05
http://dx.doi.org/10.1016/j.ejso.2015.07.002
http://dx.doi.org/10.1016/j.ejso.2015.07.002
http://dx.doi.org/10.1245/s10434-015-4441-3
http://dx.doi.org/10.1245/s10434-015-4441-3
http://dx.doi.org/10.1158/1538-7445.SABCS15-P3-12-10
http://dx.doi.org/10.1158/1538-7445.SABCS15-P3-12-10
http://dx.doi.org/10.1371/journal.pone.0098225
http://dx.doi.org/10.1371/journal.pone.0098225
http://dx.doi.org/10.1043/1543-2165-133.4.633
http://dx.doi.org/10.1043/1543-2165-133.4.633
http://dx.doi.org/10.1093/annonc/mdv161
http://dx.doi.org/10.1093/annonc/mdv161
http://dx.doi.org/10.1016/j.ejso.2013.06.005
http://dx.doi.org/10.1016/j.ejso.2013.06.005
http://dx.doi.org/10.1186/s13058-016-0684-6
http://dx.doi.org/10.1016/j.ejso.2016.06.182
http://dx.doi.org/10.1016/j.ejso.2016.06.182
http://dx.doi.org/10.1245/s10434-014-3480-5
http://dx.doi.org/10.1245/s10434-014-3480-5
http://dx.doi.org/10.1016/j.ejca.2010.07.043
http://dx.doi.org/10.1016/j.ejca.2010.07.043
http://dx.doi.org/10.2217/bmt.15.25
http://dx.doi.org/10.1001/jama.2013.278932
http://dx.doi.org/10.1158/1538-7445.SABCS15-OT3-02-02
http://dx.doi.org/10.1158/1538-7445.SABCS15-OT3-02-02
http://dx.doi.org/10.1245/s10434-015-5052-8
http://dx.doi.org/10.1245/s10434-015-5052-8
http://dx.doi.org/10.1016/S0140-6736(14)60488-8
http://dx.doi.org/10.1200/JCO.2011.40.8369
http://dx.doi.org/10.1200/JCO.2011.40.8369
http://ascopubs.org/doi/abs/10.1200/jco.2014.32.15_suppl.tps1141
http://ascopubs.org/doi/abs/10.1200/jco.2014.32.15_suppl.tps1141
http://dx.doi.org/10.1016/S1470-2045(14)71156-8
http://dx.doi.org/10.1016/S1470-2045(14)71156-8
https://www.rcr.ac.uk/system/files/publication/field_publication_files/bfco2016_breast-consensus-guidelines.pdf
https://www.rcr.ac.uk/system/files/publication/field_publication_files/bfco2016_breast-consensus-guidelines.pdf
http://dx.doi.org/10.1200/JCO.2013.53.4974


H. Cain et al. / Clinical Oncology xxx (2017) 1e11 11
[79] Feldman LD, Hortobagyi GN, Buzdar AU, Ames FC,
Blumenschein GR. Pathological assessment of response to
induction chemotherapy in breast cancer. Cancer Res 1986;46:
2578e2581.

[80] von Minckwitz G, Untch M, Blohmer JU, Costa SD,
Eidtmann H, Fasching PA, et al. Definition and impact of
pathologic complete response on prognosis after neoadjuvant
chemotherapy in various intrinsic breast cancer subtypes.
J Clin Oncol 2012;30:1796e1804. http://dx.doi.org/10.1200/
JCO.2011.38.8595.

[81] Gl€uck S, De Snoo F, Peeters J, Stork-Sloots L, Somlo G. Mo-
lecular subtyping of early-stage breast cancer identifies a
group of patients who do not benefit from neoadjuvant
chemotherapy. Breast Cancer Res Treat 2013;139:759e767.
http://dx.doi.org/10.1007/s10549-013-2572-4.

[82] US Food and Drug Administration. Guidance for industry:
pathological complete response in neoadjuvant treatment of
high-risk early-stage breast cancer: use as an endpoint to sup-
port accelerated approval 2014.

[83] European Medicines Agency. Appendix 4 to the guideline on the
evaluation of anticancer medicinal products in man 2015.

[84] Wang-Lopez Q, Chalabi N, Abrial C, Radosevic-Robin N,
Durando X, Mouret-Reynier MA, et al. Can pathologic com-
plete response (pCR) be used as a surrogate marker of sur-
vival after neoadjuvant therapy for breast cancer? Crit Rev
Oncol Hematol 2015;95:88e104. http://dx.doi.org/10.1016/j.
critrevonc.2015.02.011.

[85] SymmansWF, Peintinger F, Hatzis C, Rajan R, Kuerer H, Valero V,
et al. Measurement of residual breast cancer burden to predict
survival after neoadjuvant chemotherapy. J Clin Oncol 2007;25:
4414e4422. http://dx.doi.org/10.1200/JCO.2007.10.6823.

[86] Lee HJ, Park IA, Song IH, Kim S-B, Jung KH, Ahn J-H, et al.
Comparison of pathologic response evaluation systems after
Please cite this article in press as: Cain H, et al., Neoadjuvant Therapy in Ea
Practice, Clinical Oncology (2017), http://dx.doi.org/10.1016/j.clon.2017.06
anthracycline with/without taxane-based neoadjuvant
chemotherapy among different subtypes of breast cancers.
PLoS One 2015;10:e0137885. http://dx.doi.org/10.1371/jour-
nal.pone.0137885.

[87] Symmans WF, Wei C, Gould R, Yu X, Zhang Y, Liu M, et al.
Long-term prognostic risk after neoadjuvant chemotherapy
associated with residual cancer burden and breast cancer
subtype. J Clin Oncol 2017;35. http://dx.doi.org/10.1200/JCO.
2015.63.1010. JCO2015631010.

[88] Toi M, Lee S-J, Lee E, Ohtani S, Im Y-H, Im S-A, et al. A phase III
trial of adjuvant capecitabine in breast cancer patients with
HER2-negative pathologic residual invasive disease after
neoadjuvant chemotherapy (CREATE-X, JBCRG-04). Cancer
Res 2016;76. http://dx.doi.org/10.1158/1538-7445.SABCS15-
S1-07. abstract S1e07.

[89] ClinicalTrials.gov. NCT01772472 A study of trastuzumab emtansine
versus trastuzumab as adjuvant therapy in patients with HER2-
positive breast cancer who have residual tumor in the Breast or
axillary lymph nodes following preoperative therapy (KATHERINE).
Available at: https://clinicaltrials.gov/ct2/show/NCT01772472;
2013 (accessed 25 August 2016).

[90] ClinicalTrials.gov. NCT01864746 A study of palbociclib in addi-
tion to standard endocrine treatment in hormone receptor
positive HER2 normal patients with residual disease after neo-
adjuvant chemotherapy and surgery (PENELOPE-B). Available
at: https://clinicaltrials.gov/ct2/show/NCT01864746; 2016
(accessed 30 March 2016).

[91] Chintamani, Gogne A, Khandelwal R, Tandon M, Jain S,
Kumar Y, et al. The correlation of anxiety and depression
levels with response to neoadjuvant chemotherapy in pa-
tients with breast cancer. JRSM Short Rep 2011;2:15. http://dx.
doi.org/10.1258/shorts.2010.010072.
rly Breast Cancer: Treatment Considerations and Common Debates in
.003

http://refhub.elsevier.com/S0936-6555(17)30278-9/sref79
http://refhub.elsevier.com/S0936-6555(17)30278-9/sref79
http://refhub.elsevier.com/S0936-6555(17)30278-9/sref79
http://refhub.elsevier.com/S0936-6555(17)30278-9/sref79
http://refhub.elsevier.com/S0936-6555(17)30278-9/sref79
http://dx.doi.org/10.1200/JCO.2011.38.8595
http://dx.doi.org/10.1200/JCO.2011.38.8595
http://dx.doi.org/10.1007/s10549-013-2572-4
http://refhub.elsevier.com/S0936-6555(17)30278-9/sref82
http://refhub.elsevier.com/S0936-6555(17)30278-9/sref82
http://refhub.elsevier.com/S0936-6555(17)30278-9/sref82
http://refhub.elsevier.com/S0936-6555(17)30278-9/sref82
http://refhub.elsevier.com/S0936-6555(17)30278-9/sref83
http://refhub.elsevier.com/S0936-6555(17)30278-9/sref83
http://dx.doi.org/10.1016/j.critrevonc.2015.02.011
http://dx.doi.org/10.1016/j.critrevonc.2015.02.011
http://dx.doi.org/10.1200/JCO.2007.10.6823
http://dx.doi.org/10.1371/journal.pone.0137885
http://dx.doi.org/10.1371/journal.pone.0137885
http://dx.doi.org/10.1200/JCO.2015.63.1010
http://dx.doi.org/10.1200/JCO.2015.63.1010
http://dx.doi.org/10.1158/1538-7445.SABCS15-S1-07
http://dx.doi.org/10.1158/1538-7445.SABCS15-S1-07
https://clinicaltrials.gov/ct2/show/NCT01772472
https://clinicaltrials.gov/ct2/show/NCT01864746
http://dx.doi.org/10.1258/shorts.2010.010072
http://dx.doi.org/10.1258/shorts.2010.010072

	Neoadjuvant Therapy in Early Breast Cancer: Treatment Considerations and Common Debates in Practice
	Introduction
	Initiating Neoadjuvant Treatment
	Factors to Consider when Selecting Patients for Neoadjuvant Therapy

	Monitoring Response to Neoadjuvant Treatment
	Monitoring during Neoadjuvant Treatment

	Surgical Management of Patients after Neoadjuvant Therapy
	Advantages of Breast-conserving Surgery
	Defining the Surgical Margin
	Managing the Axilla: Timing Sentinel Lymph Node Biopsy

	Patient Management after Neoadjuvant Treatment and Surgery
	The Basis for Radiotherapy Planning and Management
	Pathological Complete Response as a Measure of Efficacy of Neoadjuvant Chemotherapy
	Management of Early Stage Breast Cancer Patients who do not Achieve a Pathological Complete Response
	Communicating Treatment Response to Patients

	Conclusion
	Conflicts of Interest
	Statement of Search Strategies Used and Sources of Information
	Acknowledgements
	References


