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A B S T R A C T

This review aims to evaluate the role of chemotherapy-containing regimens in the treatment of advanced breast
cancer (ABC), with the purpose to optimize selection, sequencing and duration of treatment with the currently
available agents for clinical practice. Data from observational as well as randomized phase II and III studies were
included. Chemotherapy yielded a median overall survival (OS) of 2 years in registration studies, with com-
parable efficacy of different agents. Combining chemotherapy agents did not yield OS improvement and caused
greater toxicity compared with single-agent chemotherapy. Continuing chemotherapy till progression or un-
acceptable toxicity generated greater efficacy without detrimental impact on quality of life compared with a
limited amount of cycles. In real-world studies, benefits after third-line chemotherapy were modest compared
with first- and second-line. Furthermore, effects of previous chemotherapy predicted effects of next-line therapy
in real-world. Physicians increasingly prescribed capecitabine or taxanes as first- or second-line chemotherapy
over time.

1. Introduction

Breast cancer is the most prevalent malignancy among women
worldwide, resulting in a significant global disease burden [1]. For-
tunately, the prognosis of early stages of this disease has improved
considerably due to improved screening and introduction of more ef-
fective systemic treatment options [2]. However, about 5-10% of pa-
tients with a new diagnose of breast cancer present with metastatic
disease [3]. Additionally, 20-30% of patients who initially present with
early breast cancer will acquire a metastatic relapse over time [4].

Whenever the disease reaches a metastatic stage, it remains largely
incurable with a median overall survival (OS) of 2-3 years depending on
the tumor subtype. Real-world data indicated that patients with tumors
with a hormone receptor (HR) and HER-2-neu receptor (HER2) positive
status have the most favorable prognosis, followed in descending order
by the HR+/HER2- subtype, the HR-/HER2+ subtype, and lastly the
triple-negative (TN) subtype [5]. Although in the past decennia nu-
merous new targeted therapies like CDK 4/6 inhibitors [6–8], PARP-
inhibitors [9,10], a PI3K inhibitor [11], immunotherapy [12], and

HER2-targeted therapies [13–15] have been implemented, the absolute
improvement in the prognosis of patients with advanced breast cancer
(ABC) was relatively small [16].

More and more we begin to understand that molecular character-
istics play a crucial role in the prognosis and optimal treatment of ABC.
The expectation for the future is that the indicated treatment will no
longer solely depend on the four tumor subtypes, but will be based on
the underlying genetic profile and signaling pathways, which can be
important targets for so-called precision medicine [17].

Considering the ample arsenal of available treatment options and
the growing knowledge on genomic profiles and signaling pathways,
the question rises whether chemotherapy still has a place in the treat-
ment of ABC or if future treatment will comprise of targeted therapies
such as CDK4/6 inhibitors combined with endocrine- or HER2-directed
therapies. However, as chemotherapy remains a competent treatment
option also in cases where targeted therapies are (no longer) effective,
and we only just begin to understand the genomic profiles that divide
the heterogeneous breast cancer population into clinically relevant
subgroups, the expectation is that for the near-future, chemotherapy

https://doi.org/10.1016/j.critrevonc.2020.102988
Received 28 January 2020; Received in revised form 9 April 2020; Accepted 14 May 2020

⁎ Corresponding author at: Dept. of Medical Oncology, Maastricht University Medical Centre, P.O. Box 5800, 6202 AZ Maastricht, the Netherlands.
E-mail addresses: anouk.claessens.91@gmail.com (A.K.M. Claessens), khava.ibragimova@mumc.nl (K.I.E. Ibragimova), sandra.geurts@mumc.nl (S.M.E. Geurts),

m.bos@erasmusmc.nl (M.E.M.M. Bos), f.erdkamp@zuyderland.nl (F.L.G. Erdkamp), vcg.tjan.heijnen@mumc.nl (V.C.G. Tjan-Heijnen).

Critical Reviews in Oncology / Hematology 153 (2020) 102988

1040-8428/ © 2020 The Author(s). Published by Elsevier B.V. This is an open access article under the CC BY license 
(http://creativecommons.org/licenses/BY/4.0/).

T

http://www.sciencedirect.com/science/journal/10408428
https://www.elsevier.com/locate/critrevonc
https://doi.org/10.1016/j.critrevonc.2020.102988
https://doi.org/10.1016/j.critrevonc.2020.102988
mailto:anouk.claessens.91@gmail.com
mailto:khava.ibragimova@mumc.nl
mailto:sandra.geurts@mumc.nl
mailto:m.bos@erasmusmc.nl
mailto:f.erdkamp@zuyderland.nl
mailto:vcg.tjan.heijnen@mumc.nl
https://doi.org/10.1016/j.critrevonc.2020.102988
http://crossmark.crossref.org/dialog/?doi=10.1016/j.critrevonc.2020.102988&domain=pdf


will remain integrated as a backbone in the treatment of ABC. Thus,
optimization of chemotherapy use with the currently available agents is
vital. The goal is to use the most effective agents, without pursuing
treatment of the disease at the cost of quality of life or social activities.

This review aims to evaluate the role of chemotherapy-containing
regimens in the treatment of ABC, with the purpose to optimize selec-
tion, sequencing and duration of treatment with the currently available
agents for clinical practice.

2. Methods

2.1. Study design and selection criteria

This review was based on published full-text data of observational
as well as randomized phase II and III studies that included patients
receiving chemotherapy for ABC. The aim was to assess which evidence
the FDA/EMA used to approve modern chemotherapy regimens, if we
should use single-agent or a combination of multiple cytostatic agents,
how long chemotherapy should be continued, how many lines of che-
motherapy are actually given in clinical practice, what outcomes can be
expected of these lines and which sequence of agents is used, and what
the effects are of the addition of targeted therapy to a chemotherapy
backbone versus chemotherapy alone.

Studies on the following topics were included: 1) studies underlying
FDA and/or EMA-approval of chemotherapy-containing regimens for
advanced breast cancer between January 1994 and December 2019, 2)
randomized controlled trials (RCTs) investigating single-agent vs.
multiple-agent chemotherapy, 3) studies investigating durations of
chemotherapy-containing regimens, 4) studies investigating the total
number of chemotherapy-containing treatment lines, 5) studies in-
vestigating outcomes of specific chemotherapy-containing treatment
line(s), 6) studies investigating the use of chemotherapy-agents over
different treatment lines, 7) RCTs investigating chemotherapy in com-
bination with targeted therapy vs. chemotherapy alone (single- or
multiple agents). There were no exclusions based on the agents used,
the number of participants, the use of concomitant endocrine or tar-
geted therapies, or the timing of randomization. Studies reporting one
or more of the following outcome measures were included: 1) Overall
response rate (ORR), 2) Progression-free survival (PFS) or time to
progression (TTP), 3) Overall survival (OS), 4) Quality of life (QoL), or
5) Treatment duration or time to treatment failure (TTF). Outcomes
were collected as reported in the included studies.

2.2. Search methods

Studies were identified by electronically searching PubMed and the
Cochrane Library. Details of these searches can be found in the online
Appendix A. Additionally, reference lists of included studies were
checked for additional studies.

2.3. Data collection and statistical analysis

Two reviewers (A.C. and K.I.) screened titles and abstracts of the
items yielded by the search for eligibility. Full text was obtained when
articles seemed fit. Neither of the reviewers was blinded to the journal
titles or study authors. Data was extracted by the two reviewers, which
included the primary author, year of publication, study design, patient
characteristics, number of evaluated patients, and primary and sec-
ondary endpoints. Based on previous reports we expected the studies to
be insufficiently homogeneous in terms of design and outcome para-
meters to conduct a meta-analysis. Thus, we aimed to provide a nar-
rative, qualitative synthesis with information presented in text, figures,
and tables to summarize the characteristics and outcomes of the in-
cluded studies.

3. Results

3.1. Chemotherapy regimens approved in 1994 - 2019

Of the 22 chemotherapy-including regimens for ABC approved by
the FDA and/or EMA, five [18–22] were based on results from trials
investigating the approved drug without comparison to other agents
(Supplementary Table 1). In the comparative trials underlying the 17
remaining authorizations, the approved regimens yielded superior PFS
or TTP in 15 trials, [12–14,23–35], with an improvement in medians
ranging from 1.2 [26] up to 6.3 months [13] in favour of the ‘new’
regimen. Superior OS, ranging from an increase in medians of 2.2 [24]
up to 8.5 months [32], was found for the approved regimen in 10 trials
[12–14,23–25,27,28,31,32], compared with the control treatments
(Supplementary Table 1). Nine trials also reported QoL outcomes, with
four trials using the European Organization for Research and Treatment
of Cancer Quality of Life Questionnaire (EORTC QLQ-C30)
[23,24,26,27], four trials using the Functional Assessment of Cancer
Therapy - Breast Cancer (FACT-B) questionnaire [14,29,35,36], and one
trial using other methods [37]. All of them found the approved regi-
mens to generate comparable [23,24,26,27,29,35,36] or better overall
/ global QoL [14,37] (data not shown). No new cytotoxic agent has
been approved since the registration of eribulin mesylate in 2010.

3.2. Single agent chemotherapy vs. combination chemotherapy

Based on PFS and/or OS results of registration studies, it seems
outcomes of combination chemotherapy might be beneficial to single-
agent chemotherapy within the approval studies (Supplementary
Table 1). Single-agent chemotherapy yielded a median PFS or TTP in
the range of 3.1–6.9 months, and median OS in the range of 8.6–21.0
months in the eight reported trials [18–21,23–25,38]. Outcomes were
relatively favorable for the study that was done in first-line [38].
Doublet chemotherapy resulted in a median PFS or TTP in the range of
5.1-8.6 and median OS in the range of 14.5-20.4 months in six trials
[26–30,39]. The ORRs were in the range of 12-75% for single-agent
chemotherapy, and 41-65% for doublet chemotherapy.

Other RCTs reporting on ORR showed increased rates for combi-
nation chemotherapy compared with single-agent chemotherapy, al-
though these benefits were statistically significant in only 6 out 22 trials
(Supplementary Table 2). Two meta-analyses also indicated a sig-
nificant improvement in ORR for combination chemotherapy in pooled
analyses (RR 1.29; 95%CI 1.14-1.45 and RR 1.32; 95%CI 1.06-1.65)
(Supplementary Table 3). Similar results were observed for PFS, for
which individual trials showed inconsistent results (Supplementary
Table 2) and 4 out of 5 systematic reviews reported an improved pooled
PFS for combination chemotherapy compared with single-agent che-
motherapy [40–43]. For OS, improvements were of little clinical re-
levance and were not significant in all but three [27,44,45] of the in-
dividual clinical trials, although in pooled analyses this improvement
was statistically significant in 3 meta-analyses [40,41,46]. Lastly, the
majority of the individual clinical trials (15 out of 22) [28,45,47–58]
and all reviews found significantly more toxicity with combination
chemotherapy, especially more hematological and gastro-intestinal
toxic effects.

The 4th ESO-ESMO international consensus guideline for advanced
breast cancer (ABC4) recommends the use of single-agent che-
motherapy [59]. Combination chemotherapy is advised to be reserved
for patients with high tumor burden where rapid disease control is
needed [59]. Concordantly, observational studies showed that in clin-
ical practice single-agent-regiments were employed more common than
combination regimens, especially as first-line chemotherapy [60–62].

3.3. Duration of chemotherapy: clinical trials and clinical practice

Over the years the optimal duration of chemotherapy for the
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treatment of ABC has been discussed extensively. Especially when dis-
ease control is achieved without significant toxicity, consensus is
lacking in clinical practice. Generally, there are two approaches; either
patients are treated with a pre-specified number of cycles followed by a
chemotherapy-free period, or chemotherapy is continued until pro-
gression of disease during treatment or unacceptable toxicity occurs.

RCTs on pre-specified durations versus continued chemotherapy for
ABC are summarized in Table 1. All studies evaluated first-line che-
motherapy, but with different moments of randomization and different
types of continued therapy. The median number of cycles ranged from
4-6 in the ‘short’ versus 8-12 in ‘long’ treatment arms respectively. Ten
trials reported in Table 1 were also included in a meta-analysis pub-
lished by Gennari et al. in 2011, which indicated a substantially pro-
longed PFS for continued chemotherapy compared with pre-specified
shorter durations in the pooled analyses [63]. Of note, heterogeneity in
definitions of PFS makes it hard to draw solid conclusions. Seven stu-
dies evaluated PFS as the interval between randomization and the first
occurrence of progression of disease [64–70]. Other studies either did
not specify how PFS was defined [71–74], or evaluated the period from
randomization until progression of disease including a possible re-
introduction of chemotherapy in the ‘short’ treatment arm [75].

Overall, 10 out of 13 individual trials indicated a relevant and sig-
nificant improvement in PFS with longer durations of chemotherapy
[64–68,70,71,73,74,76]. Muss et al evaluated both definitions of PFS
and found results were only statistically significantly better for the long
arm when looking at the first occurrence of disease progression, not
including PFS duration of re-introduction of chemotherapy in the ‘short’
treatment arm [76].

Regarding OS, 3 individual trials reported a significant benefit with
longer compared with shorter durations of first-line chemotherapy
[67,71,77]. In the previously mentioned meta-analysis the pooled
median OS gain of 3 months was statistically significant (HR 0.91;
95%CI 0.84-0.99) [63]. However, most of the trials included in this
pooled analysis comprised outdated treatment agents, with only three
trials investigating taxane-containing treatments, with inconclusive
results [69,70,78]. As taxanes are suggested for first-line chemotherapy
by the current ESO-ESMO ABC4 guideline [59], the question remains if
these recommendations are also applicable for these agents which are
frequently used in clinical practice. A more recent trial by Park et al.
showed that with a median duration of 12 versus 6 cycles of paclitaxel
plus gemcitabine, median OS was prolonged with 8.7 months (HR 0.65;
95%CI 0.42-0.99) [67]. The Stop&Go trial randomized patients to an
intermittent treatment strategy of 4 cycles of paclitaxel plus bev-
acizumab which were repeated at progression of disease, or to 8 suc-
cessive cycles. [75]. When compared with 4 repeated cycles, 8 con-
secutive cycles resulted in a median OS gain of 3.4 months (HR 0.72;
95%CI 0.52-1.00).

Interestingly, although it is commonly thought that longer durations
of chemotherapy might have a detrimental effect on QoL, Table 1 in-
dicates that only one trial found a significant adverse impact of longer
durations of chemotherapy [66].

Median chemotherapy durations observed in clinical practice were
more comparable to the ‘short’ chemotherapy arms (≤6 months) than
to the ‘long’ chemotherapy arms (≥7 months) (Fig. 1, Supplementary
Table 4). Factors associated with significantly shorter median treatment
durations in the listed observational studies were low performance
status [79,80], lower hemoglobin at the start of treatment [79], mul-
tiple localizations of metastases [80]. and triple-negative (TN) tumors
[81].

Furthermore, the median duration of chemotherapy decreased from
first- to second- to third-line chemotherapy (Fig. 1). Three studies in-
vestigated the median line-specific treatment duration according to the
type of regimen used, which indicated a large variation in treatment
durations, especially for anthracyclines and taxanes.

The 2018 ASCO clinical practice guideline update on systemic
therapy for patients with advanced HER2-positive breast cancer

recommends to continue chemotherapy for 4-6 months or longer when
combined with HER2-targeted therapy [82]. When given as separate
treatment entity in HER2-negative disease, the ESO-ESMO ABC4
guideline recommends to continue chemotherapy as long as possible,
where toxicity should be closely monitored and decisions on con-
tinuation should be made in agreement with the patient [59].

3.4. Multiple chemotherapy lines in clinical practice: number of lines,
outcomes, and sequence of agents used

The majority of patients with ABC receive multiple lines of treat-
ment over the course of their disease. Deciding whether or not to
continue with a next-line of chemotherapy at disease progression can be
challenging in clinical practice and is for obvious reasons not tested in
RCTs.

In the identified observational studies, the applied follow-up period
and the definitions of a new line of treatment, ORR and/or PFS varied
considerably or were not described, complicating interpretation and
comparison between studies. Despite this heterogeneity in definitions,
results were quite similar (Table 2). The reported median number of
chemotherapy lines varied from 1 to 3, with a large variation in range
for all studies, up to 11 lines of chemotherapy. In the 3 studies speci-
fically evaluating tumor subtypes [60,81,104], patients with HER2+
disease were treated with slightly more chemotherapy lines (medians 2
and 4), followed by the TN-subtype (medians 2 and 3). Patients with HR
+/HER2- disease were treated with the least chemotherapy lines
(medians 1, 1 and 3). The ESO-ESMO-ABC4 guideline does not specify
any optimal number of regimens, but recommends to tailor the number
of regimens to the individual patient [59].

In the 18 observational studies reporting on outcomes of specific
chemotherapy lines for ABC identified in our search, the ORR seems to
decline with each subsequent chemotherapy line (Fig. 2A), as do
median PFS or TTP (Fig. 2B) (Supplementary Table 5).

Interestingly, 6 studies found that patients with a response and/or
longer TTP or PFS of previous chemotherapy also had longer TTP or
PFS on next-line chemotherapy [89,91,94,95,98,99,104]. Additionally,
the median PFS of 11 months for second-line chemotherapy measured
in the study by Brun et al. [89] is long compared with the other studies
evaluating second-line chemotherapy (Fig. 2B). This might be explained
by the fact that this study only selected patients who had a complete or
partial response to first-line chemotherapy, supporting this notion of a
possible prognostic role for response to previous-line chemotherapy for
the length of next-line PFS.

The ESO-ESMO-ABC4 guideline does not include recommendations
on the possible role of response to previous chemotherapy lines as a
factor to take into account when prescribing a new line of che-
motherapy [59]. However, the ASCO top 5 list of recommendations for
practices that are not supported by high-level clinical evidence high-
lighted to not use cancer-directed therapies for patients with solid tu-
mors that (amongst other characteristics) did not benefit from prior
evidence-based interventions [105].

Another factor to take into account are the agents used. Possibly one
sequence of agents is more beneficial than another. Our aim was to
assess the sequence of agents applied in clinical practice, and if this
sequence has changed according to expansion in availability (see also
Supplementary Table 1). We therefore divided studies reporting on type
of chemotherapy used into two groups: those evaluating patients
treated up to 2004 and those evaluating patients treated from 2004
onwards (Fig. 3). Additionally, we classified the agents used according
to the groups used by the ESMO [59] into anthracyclines (i.e. con-
taining doxorubicin, epirubicin), taxanes (i.e. docetaxel, paclitaxel),
capecitabine, vinorelbine, and others (i.e. gemcitabine, carboplatin,
cyclophosphamide, cisplatin, 5-FU, etoposide, mitomycin C). If in a
study the original classifications contained a group with agents from
more than one of the ESMO-classified groups, the percentage of use was
ascribed to both groups, leading to total percentages exceeding100%.
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We found 15 observational studies reporting on the use of che-
motherapy agents in first- until third chemotherapy line in the period
between 1975 – 2015 (Supplementary Table 6). Older studies con-
ducted before 2004 show that anthracycline-based and 'other' regimens
were the most commonly used in the first-line (Fig. 3). The majority of
the more recent studies with inclusion as of 2004 showed that taxane-
and capecitabine-based therapy were most frequently used as first- and
second-line chemotherapy followed by anthracyclines.

Additionally, Lin et al. conducted a physician survey about the
preferred treatment sequence and prescribing patterns for post-meno-
pausal patients with HR+/HER2- negative metastatic breast cancer
[106]. The recommendations of 213 oncologist in the US were based on
clinical experience, efficacy and toxicity. Capecitabine was the most
frequently used in first- and second-line (35% and 26%, respectively),
followed by paclitaxel (26% and 23%, respectively). Efficacy was
mentioned as the main factor when prescribing first-line chemotherapy.
For second-line chemotherapy, efficacy and tolerability were the most
important considerations.

The ESO-ESMO-ABC4 guideline advises to take into account the
toxicity profiles, previous exposure, patient preferences and availability
of an agent when prescribing a new chemotherapy treatment [59]. The
general recommendation is to choose anthracyclines or taxanes for first-
line treatment of HER2 negative disease in patients who have not re-
ceived these regimens as (neo)adjuvant treatments, to use taxane-based
therapy for (further) treatment of patients with anthracycline-resistant
disease, and to use capecitabine, vinorelbine or eribulin in patients who
were previously treated with an anthracycline and a taxane (either in
(neo)adjuvant and/or metastatic setting) [59].

3.5. Adding targeted therapy to a chemotherapy backbone vs. chemotherapy
alone

With the shift of treatments for patients with ABC based on four
major subtypes according to the HR- and HER2-receptors to treatments
based on individual genetic profiles, the future implementation of new
biological agents is expected. Our aim was to assess which regimens of a
combination of targeted agents and chemotherapy are approved, and if
the effects of chemotherapy are increased when targeted agents are
added to a chemotherapy backbone. Up until the end of 2019, most
targeted therapies are implemented for HER2-negative or HER2-posi-
tive disease, thus we divided our results accordingly (see also supple-
mental text).

3.5.1. HER2-negative disease
For HER2-negative disease, the combination of bevacizumab and

paclitaxel was initially approved by the FDA in 2008 based on favorable
PFS outcomes compared to paclitaxel alone [35]. However, none of the
clinical trials on the addition of bevacizumab to chemotherapy showed
a significant OS benefit (Table 3).

The ESO-ESMO-ABC4 guideline acknowledges these inconclusive
results and furthermore states that there is a lack of predictive factors
for efficacy of bevacizumab, thereby only recommending physicians to
consider the addition of bevacizumab to first- or second-line che-
motherapy in selected cases, and to not use this kind of combinations
after first-/or second-line [59].

3.5.2. HER2-positive disease
About 15-20% of patients with ABC have an amplification of the

HER2 receptor [5]. HER2-aimed therapy targets the extracellular do-
main of the HER2 receptor, resulting in inhibited tumor growth [31].
Trastuzumab was the first HER2-targeted therapy to be approved in
combination with taxane chemotherapy in 2001 (Supplementary
Table 1) [31]. Since then, new HER2-targeted therapy, such as lapatinib
and pertuzumab have all been registered for use in combination with
chemotherapy [13,14,33]. The latest combination to be approved by
the FDA is fam-trastuzumab deruxtecan-nxki for patients with
HER2+ABC who have received two or more prior HER2-targeted
therapies [22].

Table 3 shows the clinical trials for the combination of che-
motherapy and HER2-targeted agents versus chemotherapy alone (see
supplemental text for extensive evaluation). The majority of these trials
showed that the addition of HER2-targeted therapy to chemotherapy
significantly improved ORR and PFS, and generated a trend towards
longer OS, compared with chemotherapy alone. As a result of these
studies, the use of chemotherapy with HER2-targeted therapies is re-
commended by the ESO-ESMO-ABC4 guideline for patients with
HER2+ disease [59].

4. Discussion

This review aimed to provide an overview of the optimal strategy to
incorporate chemotherapy in the treatment of patients with ABC based
on data from observational as well as randomized studies. Generally,
chemotherapy-including regimens yielded a median OS of around 2
years in studies underlying approval. However, the older trials did not

Fig. 1. Overview of median chemotherapy
duration in observational studies in first- until
third-line. Median chemotherapy duration per
line without specification of agents used
(overall) in 9 observational studies; and
grouped per type of agent(s)* used (anthracy-
clines, taxanes, capecitabine, vinorelbine,
others) in 3 observational studies.
*Anthracylines included regimens containing
either doxorubicin or epirubicin, taxanes in-
cluded regimens containing either (liposomal)
docetaxel or (nab-)paclitaxel. Other che-
motherapy included regimens containing the
following agents: bleomycin, carboplatin, cis-
platin, cyclophosphamide, eribulin, (5-)fluor-
ouracil, gemcitabine, ifosfamide, metho-
trexate, mitomycin C, mitozantrone, and
vinblastine. NOTE: results shown here should
be interpreted in relation with Fig. 2 which
indicates that later-line chemotherapy is gen-
erally less effective; thereby limiting the
treatment duration as a result of progression of
disease. Additionally, comparison of treatment
duration between different agents is biased by
the imbalanced number of patients.

A.K.M. Claessens, et al. Critical Reviews in Oncology / Hematology 153 (2020) 102988

5



Ta
bl
e
2

O
bs
er
va

ti
on

al
st
ud

ie
s
on

th
e
nu

m
be

r
of

ch
em

ot
he

ra
py

lin
es

gi
ve

n
fo
r
ad

va
nc

ed
br
ea
st

ca
nc

er
.

St
ud

y
D
at
a
co

lle
ct
io
n

Su
bt
yp

e
N
o.

of
pa

ti
en

ts
pe

r
C
T
lin

e
A
ge

nt
s

M
ed

ia
n
no

.o
f
to
ta
l
tr
ea
tm

en
t

lin
es

(r
an

ge
)

M
ed

ia
n
no

.o
f
C
T
lin

es
(r
an

ge
)

G
ue

th
,2

00
9
[8
3]

Sw
itz

er
la
nd

19
90

-1
99

7
19

98
-

20
06

A
ll

1s
t :2

6,
2n

d
:3
1,

3r
d
:1
4,

4t
h
:1
4,

5t
h
:7
,6

th
:1
,7

th
:3

A
-b
as
ed

,L
D
,P

,D
,V

,G
,X

,T
ra
st
.,

C
M
F,

M
C

4
(n
.r
.)

2
(n
.r
.)

G
al
y,

20
11

[8
8]

Fr
an

ce
19

94
-1
99

8
20

03
-

20
06

A
ll

≥
1s

t :
30

1
A
-b
as
ed

,T
-b
as
ed

,
X
,V

,T
ra
st
.

n.
r.

3
(1
-1
1)

Pl
an

ch
at
,2

01
1
[8
4]

U
pd

at
ed

fr
om

Ta
cc
a,

20
09

[1
12

]
Fr
an

ce
19

94
-2
01

0
A
ll

1s
t :5

29
,2

n
d
:4
01

,3
rd
:3
04

,4
th
:2
26

,
5t

h
:1
49

,6
th
:9
9,

≥
7t

h
:6
5

A
-b
as
ed

,T
-b
as
ed

,
V
,G

,
X
,T

ra
st
.,

ot
he

r
4

3
(n
.r
.)

M
ac
al
al
ad

,
20

14
[6
0]

U
SA

20
04

-2
01

0
H
R
+

/H
ER

2-
1s

t :1
44

,2
n
d
:1
19

,3
rd
:8
5,

4t
h
:6
5,

5t
h
:4
2,

6t
h
:2
5

Si
ng

le
-a
ge

nt
X
,
P,

A
,D

,
G
,

co
m
bi
na

ti
on

re
gi
m
en

s
A
ll
:3

(1
-1
2)

R
ec

ur
re
nt
:
3(
1-
8)

D
e
no

vo
:
4
(1
-1
2)

A
ll
:1

(0
-9
)

R
ec

ur
re
nt
:
1(
0-
7)

D
e
no

vo
:
2
(0
-9
)

Se
ah

,2
01

4
[8
1]

U
SA

20
04

-2
00

7
A
ll

1s
t :1

99
,2

n
d
:1
66

,3
rd
:1
28

,
4t

h
:9
5,

5t
h
:6
4,

6t
h
:4
6

X
,V

,P
,o

th
er

n.
r.

A
ll
:3

(1
-1
1)

H
R
+
/H

ER
2-
:3

(1
-1
1)

H
ER

2+
:4

(1
-1
1)

TN
:3

(1
-8
)

Bo
no

tt
o,

20
15

[9
1]

U
pd

at
ed

fr
om

Bo
no

tt
o,

20
14

[1
04

]
Ita

ly
20

04
-2
01

2
A
ll

1s
t :3

67
,2

n
d
:2
34

,3
rd
:1
60

,
4t

h
:8
7

T-
ba

se
d,

A
-b
as
ed

,
X
,V

,E
pi
,G

,5
-

FU
,o

th
er

A
ll
:
3
(1
-1
3)

H
R
+

/H
ER

2-
:3

(1
-1
2)

H
ER

2+
:2

(1
-1
1)

TN
:2

(1
-6
)

A
ll
:1

(0
-9
)

H
R
+
/H

ER
2-
:1

(0
-7
)

H
ER

2+
:2

(0
-8
)

TN
:2

(1
-6
)

M
at
he

w
,2

01
6
[9
2]

U
SA

20
10

-2
01

4
A
ll

La
st

li
ne

:2
74

n.
r.

n.
r.

C
T
<

4
w
ee
ks

of
de

at
h:

m
ea
n
4.
3
(S
D

2.
4)

N
o

C
T
<

4
w
ee
ks

of
de

at
h:

m
ea
n
2.
8
(S
D

2.
3)

A
ly
,2

01
9
[6
2]

U
SA

20
04

-2
01

1
TN

1s
t :
31

7,
2n

d
:
15

6,
≥
3r

d
:
68

C
T
on

ly
n.
r.

1
(n
.r
.)

N
O
TE

:S
tu
di
es

by
G
al
y
[8
8]

an
d
Se
ah

[8
1]

de
fi
ne

d
a
ne

w
lin

e
of

tr
ea
tm

en
t
as

th
e
st
ar
t
of

a
ne

w
tr
ea
tm

en
t
du

e
to

pr
og

re
ss
io
n
of

di
se
as
e.

St
ud

ie
s
by

G
ue
th

[8
3]
,P

la
nc
ha

t[
84

]
/
Ta

cc
a
[1
12

],
M
ac
al
al
ad

[6
0]

an
d
A
ly

[6
2]

de
fi
ne

d
a
ne

w
lin

e
of

tr
ea
tm

en
ta

s
th
e
st
ar
to

fa
ne

w
tr
ea
tm

en
ti
rr
es
pe

ct
iv
e
of

th
e
re
as
on

.S
tu
di
es

by
Bo

no
tto

[9
1]

an
d
M
at
he
w
[9
2]

di
d
no

ts
pe

ci
fy

th
ei
r
de

fi
ni
ti
on

s
fo
r
a
ne

w
tr
ea
tm

en
tl
in
e.

St
ud

ie
s
by

G
al
y
[8
8]
,P

la
nc
ha

t
[8
4]

/
Ta

cc
a
[1
12

],
Se
ah

[8
1]
,B

on
ot
to

[9
1]

an
d
A
ly

[6
2]

ev
al
ua

te
d
th
e
nu

m
be

r
of

tr
ea
tm

en
tl
in
es

in
a
sp
ec
ifi
c
st
ud

y
pe

ri
od

,w
it
ho

ut
se
le
ct
io
ns

ba
se
d
on

ov
er
al
ls
ur
vi
va

l.
St
ud

ie
s
by

G
ue
th

[8
3]
,M

ac
al
al
ad

[6
0]

an
d
M
at
he
w

[9
2]

on
ly

ev
al
ua

te
d
th
e
nu

m
be

r
of

tr
ea
tm

en
t
lin

es
in

a
se
le
ct
io
n
of

pa
ti
en

ts
th
at

w
er
e
fo
llo

w
ed

un
ti
l
de

at
h
or

de
fi
ni
te

st
op

of
an

ti
-t
um

or
tr
ea
tm

en
t,
w
hi
ch

ev
er

ca
m
e
fi
rs
t.

A
bb

re
vi
at
io
ns
:C

T
=

ch
em

ot
he

ra
py

;n
.r
.=

no
t
re
po

rt
ed

.A
-b
as
ed

=
an

th
ra
cy
cl
in
e-
ba

se
d,

T-
co

nt
ai
ni
ng

=
ta
xa

ne
-b
as
ed

,5
-F
U
=

5-
fl
uo

ro
ur
ac
il;

A
=

do
xo

ru
bi
ci
n;

C
;=

cy
cl
op

ho
sp
ha

m
id
e;

C
M
F
=

cy
cl
op

ho
sp
ha

m
id
e
pl
us

m
et
ho

tr
ex
at
e
pl
us

fl
uo

ro
ur
ac
il;

D
=

do
ce
ta
xe
l;
Ep

i=
ep

ir
ub

ic
in
;G

=
ge

m
ci
ta
bi
ne

;
LD

=
lip

os
om

al
do

xo
ru
bi
ci
n;

M
C
=

m
it
om

yc
in

C
;P

=
pa

cl
it
ax

el
;T

ra
st
.=

tr
as
tu
zu

m
ab

;
V
=

vi
no

re
lb
in
e;

X
=

ca
pe

ci
ta
bi
ne

.

A.K.M. Claessens, et al. Critical Reviews in Oncology / Hematology 153 (2020) 102988

6



assess efficacy for different tumor-subtypes. Combining chemotherapy
agents resulted in better ORR and PFS compared with single-agent
chemotherapy, but without OS improvement and with greater toxicity.
Therefore, sequential use of single agent chemotherapy is the preferred
strategy. We noted that outcomes were fairly comparable between
(single) cytostatic agents in registration studies. As to chemotherapy
duration, longer treatment durations till ‘unacceptable’ toxicity in
contrast to a predefined number of treatment cycles generated benefits
in efficacy without detrimental impact on QoL in RCTs. Yet observa-
tional studies reported that chemotherapy was generally not given for
more than 3-8 cycles. In addition, real-world studies indicated that after
third-line chemotherapy, benefits of continuing next-line treatment
were modest compared with those yielded by first- and second-line, but
these clearly largely depend on individual patient factors. Although the
ESO-ESMO-ABC4 guideline recommends the use of anthracyclines or
taxanes as first-line chemotherapy [59], over time physicians more

often prescribe capecitabine or taxanes, where tolerability in addition
to efficacy seems to play an increasingly important role [106].

Although it is obvious that different cytotoxic agents generate dif-
ferent outcomes, the questions on the optimal agent for a specific
treatment line and the optimal sequence of agents over multiple lines
remains unanswered. Looking at Fig. 1, it seems as if anthracyclines and
taxanes could be given longest, implying that these treatments would
potentially be most efficient. However, results from Fig. 1 should be
interpreted alongside Fig. 2, which shows a declining response rate and
PFS over the course of the treatment lines. As we did not account for the
number of patients receiving the different agents in Fig. 1, and we know
from clinical practice that some agents are given more often in a spe-
cific treatment line than others, only relying on Fig. 1 to determine our
choice of preferred agent would be insufficient. Capecitabine for ex-
ample is, despite the increasing use in first-line over the years, still more
often prescribed from second-line onwards (Fig. 3). We can see from

Fig. 2. Overview of outcomes in observational studies on multiple lines of chemotherapy for advanced breast cancer. A) Median line-specific overall response-rate of
chemotherapy from 12 observational studies. B) Median line-specific progression-free survival of chemotherapy from 8 observational studies.

Fig. 3. Overview of the use of different groups of chemotherapy agents (proportion of patients) for first- until third-line in 16 observational studies.
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Fig. 1 that the treatment duration of capecitabine in second-line is re-
latively favorable to other agents used in second-line, whereas treat-
ment duration of capecitabine in first-line seems shorter than for an-
thracyclines and taxanes. Considering the number of patients receiving
first-line capecitabine is most likely notably smaller than the number of
patients receiving these two other regimes, comparisons of treatment
duration and the relation with efficacy should be made carefully. And
noteworthy, the anthracycline-based studies were largely from a time
including patients who had not received prior adjuvant chemotherapy.
Future studies comparing different chemotherapy-agents head-to-head
would contribute to the optimization of the optimal sequence.

As it is becoming a common practice to use single-agent che-
motherapy and employ the less toxic agents like capecitabine and pa-
clitaxel first, the optimization of treatment duration becomes more
relevant again. From real-world studies it seemed that chemotherapy is
frequently terminated because of unacceptable toxicity or because of a
pre-defined treatment duration, as the reported treatment durations or
TTF were generally shorter than the reported TTP or PFS. The real-
world study by Kurosky specifically reported completion of the planned
courses of treatment as a reason for stopping chemotherapy in 1/3 of
patients within first-line and 14% of patients receiving second-line,
while these numbers were only 1.8% and 0.95% for first- and second-
line endocrine therapy [101]. Apparently, although RCTs indicated
longer durations of chemotherapy did not adversely affect QoL, in
clinical practice the more toxic treatments are often not continued for a
prolonged period. Low-dose chronic regimens (metronomic che-
motherapy with oral agents) could overcome the issues related to a
limited implementation of prolonged chemotherapy durations in clin-
ical practice.

Additionally, the optimal number of chemotherapy lines remains
hard to define. The ASCO advises against the use of cancer-directed
therapies for patients with solid tumors that did not benefit from prior
evidence-based interventions [105]. Whether benefit from previous
treatments is considered clinically relevant also depends on preferences
of the treating physician and is susceptible to cultural beliefs. Both the
ASCO and ESMO have developed decision aids (ESMO-MCBS, ASCO
Value Framework) to help physicians assess the value of an oncologic
treatment [107,108]. However, for the later lines of chemotherapy,
very few evidence from RCTs is available to apply in these kinds of
tools. When considering data from observational studies like those
listed above, benefits of beyond third-line chemotherapy seem limited.
One should be aware of the fact that these outcomes are not uniform in
definition, and are the results of the alternation of chemotherapy and
endocrine therapies during the disease course of the majority of pa-
tients (HR+population). No solid conclusions can be derived about the
contribution of each agent to the benefits in OS and no information is
available about the impact of subsequent lines of chemotherapy on the
patients QoL.

A remarkable finding was the significant association between out-
comes from previous chemotherapy regimens and outcomes of next-line
chemotherapy described in 6 real-world studies
[89,91,94,95,98,99,104]. Furthermore, response to previous che-
motherapy [84,94,97,99,102] and longer PFS [88,90,104] was de-
scribed to significantly increase OS in observational trials. The re-
lationship between PFS and OS was also seen within approval studies of
chemotherapy and previously described in a systematic review speci-
fically focusing on first-line (mean ratio of median PFS: median OS of 1/
3) [109]. These observations substantiate clinically relevant insights for
the estimation of remaining median OS after progression on first-line
chemotherapy. Notably, one should take into account that we did not
investigate the ratio of PFS to OS within the different tumor subtypes,
which might induce bias as the post-progression survival is considerable
different within these subtypes.

Particularly, the development of new chemotherapy(including) re-
gimens has slowed down compared with biological therapies after
2010. The latter have increased immensely in the last ten years,

especially in combination with hormonal therapies. Due to the bene-
ficial efficacy results obtained with these targeted therapies, we do not
expect that new cytotoxic agents will be developed. The role of che-
motherapy might even become limited to combination strategies.
Several studies in ABC even suggest a possible synergistic effect of
combining metronomic chemotherapy with endocrine-, immune-, or
targeted therapies [110]. Future research regarding chemotherapy
should thus focus on well-tolerated (metronomic) regimens as a back-
bone for targeted agents. Currently, there are numerous ongoing trials
investigating combinations of a backbone of single-agent- or me-
tronomic chemotherapy with hormonal therapy, targeted agents or
immunotherapy (see ClinicalTrials.gov).

5. Conclusion

For HR-positive ABC, endocrine therapy is the preferred initial
systemic treatment option. If chemotherapy is indicated, because of
visceral distress, endocrine resistance and/or HR-negative disease, se-
quential use of single-agent chemotherapy rather than combinational
chemotherapy is preferred. This chemotherapy may be continued until
progression of disease or unacceptable toxicity. More than three lines of
chemotherapy may be given only to a subset of patients with clear
benefits from previous lines of chemotherapy and still with a good
performance status. The optimal sequence of regimens preferably in-
cludes low toxic agents in early lines of treatment before employing
less-tolerable agents. In patients with HER2-positive ABC, targeted
therapy is generally included in addition to the chemotherapy-back-
bone.
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Appendix A

Efficacy of systemic FDA/EMA approved regimens

Approval messages on FDA / EMA websites were searched for re-
ferences to the underlying studies.
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Single agent vs. combination chemotherapy

ESMO, ASCO and NCCN guidelines were searched for clinical trials
underlying the recommendations on single vs. combination che-
motherapy.

Duration of chemotherapy

• General

((((((chemotherapy) AND advanced) OR metastatic) AND breast
cancer) AND duration) OR line*) OR schedule)

• Specific for clinical trials

(((((("Neoplasm Metastasis"[Mesh] OR (metasta*[tiab] OR ad-
vanced[tiab]))) AND (((("Neoplasms"[Mesh] OR (Cancer*[tiab] OR
cancer[sb] OR cancer*[tiab] OR carcinom*[tiab] OR malign*[tiab] OR
neoplas*[tiab] OR tumor*[tiab] OR tumour*[tiab]) OR
"Carcinoma"[Mesh])) AND (Breast[tiab] OR mammary[tiab]))) OR
"Breast Neoplasms"[Mesh]))) AND ("Antineoplastic Agents"[Mesh] OR
"Antineoplastic Combined Chemotherapy Protocols"[Mesh] OR "Drug
Therapy"[Mesh:noexp] OR "Consolidation Chemotherapy"[Mesh] OR
"Induction Chemotherapy"[Mesh] OR "Maintenance
Chemotherapy"[Mesh] OR "Cytostatic Agents"[Mesh] OR chemother-
ap*[tiab] OR ((anti neoplast*[tiab] OR antineoplast*[tiab]) AND
(drugs[tiab] OR agents[tiab])) OR cytostat*[tiab])) AND
(Duration*[tiab] OR maintenance[tiab] OR cycle*[tiab] OR number*
OR length[tiab] OR longer[tiab] OR shorter[tiab])) AND ((randomized
controlled trial[pt] OR controlled clinical trial[pt] OR randomized
[tiab] OR drug therapy[sh] OR randomly[tiab] OR trial[tiab] OR
groups[tiab]) OR ("Prospective Studies"[Mesh] OR prospecti*[tiab]))

• Specific for observational studies

(((((((cohort study) OR real world study) OR observational study)
AND chemotherapy) AND duration) AND metastatic) OR advanced)
AND breast cancer

Multiple lines of chemotherapy in clinical practice

• General

((((((chemotherapy) AND advanced) OR metastatic) AND breast
cancer) AND duration) OR line*) OR schedule)

• Specific for observational studies

(((((((cohort study) OR real world study) OR observational study)
AND chemotherapy) AND duration) AND metastatic) OR advanced)
AND breast cancer

Chemotherapy +/- targeted therapies

(((("Breast Neoplasms"[Mesh]) AND breast cancer)) AND (((sur-
vival) OR treatment outcome) OR mortality)) AND ((((((chemotherapy)
OR trastuzumab) OR trastuzumab emtansine) OR lapatinib) OR pertu-
zumab) OR bevacizumab)

Appendix B. Supplementary data

Supplementary material related to this article can be found, in the
online version, at doi:https://doi.org/10.1016/j.critrevonc.2020.
102988.

References

Bray, F., Ferlay, J., Soerjomataram, I., et al., 2018. Global cancer statistics 2018:
GLOBOCAN estimates of incidence and mortality worldwide for 36 cancers in 185
countries. CA Cancer J Clin 68 (6), 394–424. https://doi.org/10.3322/caac.21492.

Noone, A., Howlader, N., Krapcho, M., et al., 2015. SEER Cancer Statistics Review 1975 -
2015. based on November 2017 SEER data submission. posted to SEER webiste April
18 2018. https://seer.cancer.gov/csr/1975_2015/.

Cardoso, F., Harbeck, N., Fallowfield, L., et al., 2012. Locally recurrent or metastatic
breast cancer: ESMO Clinical Practice Guidelines for diagnosis, treatment and follow-
up. Ann Oncol 23 (Suppl 7). https://doi.org/10.1093/annonc/mds232. vii11-19.
October.

EarlyBreastCancerTrialists’ColleborativeGroup(EBCTCG). Aromatase inhibitors versus
tamoxifen in early breast cancer: patient-level meta-analysis of the randomised trials.
Lancet 396 (10001), 1341–1352. https://doi.org/10.1016/S0140-6736(15)61074-1.

Lobbezoo, D.J., van Kampen, R.J., Voogd, A.C., et al., 2013. Prognosis of metastatic breast
cancer subtypes: the hormone receptor/HER2-positive subtype is associated with the
most favorable outcome. Breast Cancer Res Treat 141 (3), 507–514. https://doi.org/
10.1007/s10549-013-2711-y.

Finn, R.S., Martin, M., Rugo, H.S., et al., 2016. Palbociclib and Letrozole in Advanced
Breast Cancer. N Engl J Med 375 (20), 1925–1936. https://doi.org/10.1056/
NEJMoa1607303.

Johnston, S., Martin, M., Di Leo, A., et al., 2019. MONARCH 3 final PFS: a randomized
study of abemaciclib as initial therapy for advanced breast cancer. NPJ Breast Cancer
5 (5). https://doi.org/10.1038/s41523-018-0097-z.

Tripathy, D., Im, S.A., Colleoni, M., et al., 2018. Ribociclib plus endocrine therapy for
premenopausal women with hormone-receptor-positive, advanced breast cancer
(MONALEESA-7): a randomised phase 3 trial. Lancet Oncol 19 (7), 904–915. https://
doi.org/10.1016/S1470-2045(18)30292-4.

Litton, J.K., Rugo, H.S., Ettl, J., et al., 2018. Talazoparib in Patients with Advanced Breast
Cancer and a Germline BRCA Mutation. N Engl J Med 379 (8), 753–763. https://doi.
org/10.1056/NEJMoa1802905.

Robson, M., Im, S.A., Senkus, E., et al., 2017. Olaparib for Metastatic Breast Cancer in
Patients with a Germline BRCA Mutation. N Engl J Med 377 (6), 523–533. https://
doi.org/10.1056/NEJMoa1706450.

Andre, F., Ciruelos, E., Rubovszky, G., et al., 2019. Alpelisib for PIK3CA-Mutated,
Hormone Receptor-Positive Advanced Breast Cancer. N Engl J Med 380 (20),
1929–1940. https://doi.org/10.1056/NEJMoa1813904.

Schmid, P., Adams, S., Rugo, H.S., et al., 2018. Atezolizumab and Nab-Paclitaxel in
Advanced Triple-Negative Breast Cancer. N Engl J Med 379 (22), 2108–2121.
https://doi.org/10.1056/NEJMoa1809615.

Swain, S.M., Kim, S.B., Cortes, J., et al., 2013. Pertuzumab, trastuzumab, and docetaxel
for HER2-positive metastatic breast cancer (CLEOPATRA study): overall survival
results from a randomised, double-blind, placebo-controlled, phase 3 study. Lancet
Oncol 14 (6), 461–471. https://doi.org/10.1016/S1470-2045(13)70130-X.

Verma, S., Miles, D., Gianni, L., et al., 2012. Trastuzumab emtansine for HER2-positive
advanced breast cancer. N Engl J Med 367 (19), 1783–1791. https://doi.org/10.
1056/NEJMoa1209124.

Blackwell, K.L., Burstein, H.J., Storniolo, A., et al., 2012. Overall survival benefit with
lapatinib in combination with trastuzumab for patients with human epidermal
growth factor receptor 2-positive metastatic breast cancer: final results from the
EGF104900 Study. J Clin Oncol 30 (21), 2585–2592. https://doi.org/10.1200/JCO.
2011.35.6725.

European School of Oncology PO, 2016. Global Status of Advanced/Metastatic Breast
Cancer: 2005-2015 Decade Report. In: in Advanced Breast Cancer International
Consensus Conference (ABC). March. . http://www.abcglobalalliance.org/pdf/
Decade-Report_Full-Report_Final.pdf.

Angus, L., Smid, M., Wilting, S.M., et al., 2019. The genomic landscape of metastatic
breast cancer highlights changes in mutation and signature frequencies. Nature
Genetics 51 (10), 1450–1458. https://doi.org/10.1038/s41588-019-0507-7. 2019/
10/01.

Nabholtz, J.M., Gelmon, K., Bontenbal, M., et al., 1996. Multicenter, randomized com-
parative study of two doses of paclitaxel in patients with metastatic breast cancer. J
Clin Oncol 14 (6), 1858–1867. https://doi.org/10.1200/JCO.1996.14.6.1858.

van Oosterom, A.T., 1995. Docetaxel (Taxotere): an effective agent in the management of
second-line breast cancer. Semin, Oncol 22 (6 Suppl 13), 22–28.

Blum, J.L., Jones, S.E., Buzdar, A.U., et al., 1999. Multicenter phase II study of capeci-
tabine in paclitaxel-refractory metastatic breast cancer. J Clin Oncol 17 (2), 485–493.
https://doi.org/10.1200/JCO.1999.17.2.485.

Perez, E.A., Lerzo, G., Pivot, X., et al., 2007. Efficacy and safety of ixabepilone (BMS-
247550) in a phase II study of patients with advanced breast cancer resistant to an
anthracycline, a taxane, and capecitabine. J Clin Oncol 25 (23), 3407–3414. https://
doi.org/10.1200/JCO.2006.09.3849.

Modi, S., Saura, C., Yamashita, T., et al., 2020. Trastuzumab Deruxtecan in Previously
Treated HER2-Positive Breast Cancer. N Engl J Med 382 (7), 610–621. https://doi.
org/10.1056/NEJMoa1914510.

Nabholtz, J.M., Senn, H.J., Bezwoda, W.R., et al., 1999. Prospective randomized trial of
docetaxel versus mitomycin plus vinblastine in patients with metastatic breast cancer
progressing despite previous anthracycline-containing chemotherapy. 304 Study
Group. J Clin Oncol 17 (5), 1413–1424. https://doi.org/10.1200/JCO.1999.17.5.
1413.

Gradishar, W.J., Tjulandin, S.F., Davidson, N., et al., 2005. Phase III trial of nanoparticle
albumin-bound paclitaxel compared with polyethylated castor oil-based paclitaxel in
women with breast cancer. J Clin Oncol 23 (31). https://doi.org/10.1200/JCO.2005.
04.937. 7794-603.

Cortes, J., O’Shaughnessy, J., Loesch, D., et al., 2011. Eribulin monotherapy versus
treatment of physician’s choice in patients with metastatic breast cancer (EMBRACE):
a phase 3 open-label randomised study. Lancet 377 (9769), 914–923. https://doi.
org/10.1016/S0140-6736(11)60070-6.

Nabholtz, J.M., Falkson, C., Campos, D., et al., 2003. Docetaxel and doxorubicin

A.K.M. Claessens, et al. Critical Reviews in Oncology / Hematology 153 (2020) 102988

10

https://doi.org/10.1016/j.critrevonc.2020.102988
https://doi.org/10.1016/j.critrevonc.2020.102988
https://doi.org/10.3322/caac.21492
https://seer.cancer.gov/csr/1975_2015/
https://doi.org/10.1093/annonc/mds232
https://doi.org/10.1016/S0140-6736(15)61074-1
https://doi.org/10.1007/s10549-013-2711-y
https://doi.org/10.1007/s10549-013-2711-y
https://doi.org/10.1056/NEJMoa1607303
https://doi.org/10.1056/NEJMoa1607303
https://doi.org/10.1038/s41523-018-0097-z
https://doi.org/10.1016/S1470-2045(18)30292-4
https://doi.org/10.1016/S1470-2045(18)30292-4
https://doi.org/10.1056/NEJMoa1802905
https://doi.org/10.1056/NEJMoa1802905
https://doi.org/10.1056/NEJMoa1706450
https://doi.org/10.1056/NEJMoa1706450
https://doi.org/10.1056/NEJMoa1813904
https://doi.org/10.1056/NEJMoa1809615
https://doi.org/10.1016/S1470-2045(13)70130-X
https://doi.org/10.1056/NEJMoa1209124
https://doi.org/10.1056/NEJMoa1209124
https://doi.org/10.1200/JCO.2011.35.6725
https://doi.org/10.1200/JCO.2011.35.6725
http://www.abcglobalalliance.org/pdf/Decade-Report_Full-Report_Final.pdf
http://www.abcglobalalliance.org/pdf/Decade-Report_Full-Report_Final.pdf
https://doi.org/10.1038/s41588-019-0507-7
https://doi.org/10.1200/JCO.1996.14.6.1858
http://refhub.elsevier.com/S1040-8428(20)30126-8/sbref0095
http://refhub.elsevier.com/S1040-8428(20)30126-8/sbref0095
https://doi.org/10.1200/JCO.1999.17.2.485
https://doi.org/10.1200/JCO.2006.09.3849
https://doi.org/10.1200/JCO.2006.09.3849
https://doi.org/10.1056/NEJMoa1914510
https://doi.org/10.1056/NEJMoa1914510
https://doi.org/10.1200/JCO.1999.17.5.1413
https://doi.org/10.1200/JCO.1999.17.5.1413
https://doi.org/10.1200/JCO.2005.04.937
https://doi.org/10.1200/JCO.2005.04.937
https://doi.org/10.1016/S0140-6736(11)60070-6
https://doi.org/10.1016/S0140-6736(11)60070-6


compared with doxorubicin and cyclophosphamide as first-line chemotherapy for
metastatic breast cancer: results of a randomized, multicenter, phase III trial. J Clin
Oncol 21 (6), 968–975. https://doi.org/10.1200/JCO.2003.04.040.

O’Shaughnessy, J., Miles, D., Vukelja, S., et al., 2002. Superior survival with capecitabine
plus docetaxel combination therapy in anthracycline-pretreated patients with ad-
vanced breast cancer: phase III trial results. J Clin Oncol 20 (12), 2812–2823. https://
doi.org/10.1200/JCO.2002.09.002.

Albain, K.S., Nag, S.M., Calderillo-Ruiz, G., et al., 2008. Gemcitabine plus Paclitaxel
versus Paclitaxel monotherapy in patients with metastatic breast cancer and prior
anthracycline treatment. J Clin Oncol 26 (24), 3960–3967. https://doi.org/10.1200/
JCO.2007.11.9362.

Thomas, E.S., Gomez, H.L., Li, R.K., et al., 2007. Ixabepilone plus capecitabine for me-
tastatic breast cancer progressing after anthracycline and taxane treatment. J Clin
Oncol 25 (33), 5210–5217. https://doi.org/10.1200/JCO.2007.12.6557.

Chan, S., Davidson, N., Juozaityte, E., et al., 2004. Phase III trial of liposomal doxorubicin
and cyclophosphamide compared with epirubicin and cyclophosphamide as first-line
therapy for metastatic breast cancer. Ann Oncol 15 (10), 1527–1534. https://doi.org/
10.1093/annonc/mdh393.

Slamon, D.J., Leyland-Jones, B., Shak, S., et al., 2001. Use of chemotherapy plus a
monoclonal antibody against HER2 for metastatic breast cancer that overexpresses
HER2. N Engl J Med 344 (11), 783–792. https://doi.org/10.1056/
NEJM200103153441101.

Marty, M., Cognetti, F., Maraninchi, D., et al., 2005. Randomized phase II trial of the
efficacy and safety of trastuzumab combined with docetaxel in patients with human
epidermal growth factor receptor 2-positive metastatic breast cancer administered as
first-line treatment: the M77001 study group. J Clin Oncol 23 (19), 4265–4274.
https://doi.org/10.1200/JCO.2005.04.173.

Cameron, D., Casey, M., Oliva, C., et al., 2010. Lapatinib plus capecitabine in women with
HER-2-positive advanced breast cancer: final survival analysis of a phase III rando-
mized trial. Oncologist 15 (9), 924–934. https://doi.org/10.1634/theoncologist.
2009-0181.

Geyer, C.E., Forster, J., Lindquist, D., et al., 2006. Lapatinib plus capecitabine for HER2-
positive advanced breast cancer. N Engl J Med 355 (26), 2733–2743. https://doi.org/
10.1056/NEJMoa064320.

Miller, K., Wang, M., Gralow, J., et al., 2007. Paclitaxel plus bevacizumab versus pacli-
taxel alone for metastatic breast cancer. N Engl J Med 357 (26), 2666–2676. https://
doi.org/10.1056/NEJMoa072113. December 27.

Cortes, J., Baselga, J., Im, Y.H., et al., 2013. Health-related quality-of-life assessment in
CLEOPATRA, a phase III study combining pertuzumab with trastuzumab and doc-
etaxel in metastatic breast cancer. Ann Oncol 24 (10), 2630–2635. https://doi.org/
10.1093/annonc/mdt274.

Moinpour, C.M., Donaldson, G.W., Liepa, A.M., et al., 2012. Evaluating health-related
quality-of-life therapeutic effectiveness in a clinical trial with extensive nonignorable
missing data and heterogeneous response: results from a phase III randomized trial of
gemcitabine plus paclitaxel versus paclitaxel monotherapy in patients with metastatic
breast cancer. Qual Life Res 21 (5), 765–775. https://doi.org/10.1007/s11136-011-
9999-z.

O’Brien, M.E., Wigler, N., Inbar, M., et al., 2004. Reduced cardiotoxicity and comparable
efficacy in a phase III trial of pegylated liposomal doxorubicin HCl (CAELYX/Doxil)
versus conventional doxorubicin for first-line treatment of metastatic breast cancer.
Ann Oncol 15 (3), 440–449. https://doi.org/10.1093/annonc/mdh097.

Batist, G., Ramakrishnan, G., Rao, C.S., et al., 2001. Reduced cardiotoxicity and preserved
antitumor efficacy of liposome-encapsulated doxorubicin and cyclophosphamide
compared with conventional doxorubicin and cyclophosphamide in a randomized,
multicenter trial of metastatic breast cancer. J Clin Oncol 19 (5), 1444–1454. https://
doi.org/10.1200/JCO.2001.19.5.1444.

Carrick, S., Parker, S., Wilcken, N., et al., 2005. Single agent versus combination che-
motherapy for metastatic breast cancer. Cochrane Database Syst Rev(2). https://doi.
org/10.1002/14651858.CD003372.pub2.

Takeda, A.L., Jones, J., Loveman, E., et al., 2007. The clinical effectiveness and cost-
effectiveness of gemcitabine for metastatic breast cancer: a systematic review and
economic evaluation. Health Technol Assess. 11 (19), 1–62. https://doi.org/10.
3310/hta11190.

Piccart-Gebhart, M.J., Burzykowski, T., Buyse, M., et al., 2008. Taxanes alone or in
combination with anthracyclines as first-line therapy of patients with metastatic
breast cancer. J Clin Oncol 26 (12), 1980–1986. https://doi.org/10.1200/jco.2007.
10.8399. April 20.

Dear, R.F., McGeechan, K., Jenkins, M.C., et al., 2013. Combination versus sequential
single agent chemotherapy for metastatic breast cancer. Cochrane Database Syst Rev
(12). https://doi.org/10.1002/14651858.CD008792.pub2. Cd008792.Dec 18.

Icli, F., Akbulut, H., Uner, A., et al., 2005. Cisplatin plus oral etoposide (EoP) combination
is more effective than paclitaxel in patients with advanced breast cancer pretreated
with anthracyclines: a randomised phase III trial of Turkish Oncology Group. Br J
Cancer 92 (4). https://doi.org/10.1038/sj.bjc.6602388. 936-644.

Stockler, M.R., Harvey, V.J., Francis, P.A., et al., 2011. Capecitabine versus classical
cyclophosphamide, methotrexate, and fluorouracil as first-line chemotherapy for
advanced breast cancer. J Clin Oncol 29 (34), 4498–4504. https://doi.org/10.1200/
JCO.2010.33.9101.

Carrick, S., Parker, S., Thornton, C.F., et al., 2009. Single agent versus combination
chemotherapy for metastatic breast cancer. Cochrane Database Syst Rev 15 (2).
https://doi.org/10.1002/14651858.CD003372.pub3.

Hoogstraten, B., George, S.L., Samal, B., et al., 1976. Combination chemotherapy and
adriamycin in patients with advanced breast cancer. A Southwest Oncology Group
study. Cancer 38 (1), 13–20. https://doi.org/10.1002/1097-0142(197607)
38:1%3C13::aid-cncr2820380104%3E3.0.co;2-5.

Chlebowski, R.T., Smalley, R.V., Weiner, J.M., et al., 1989. Combination versus sequential
single agent chemotherapy in advanced breast cancer: associations with metastatic
sites and long-term survival. The Western Cancer Study Group and The Southeastern
Cancer Study Group. Br J Cancer 59 (2), 227–230. https://doi.org/10.1038/bjc.
1989.46.

Fraser, S.C., Dobbs, H.J., Ebbs, S.R., et al., 1993. Combination or mild single agent che-
motherapy for advanced breast cancer? CMF vs epirubicin measuring quality of life.
Br J Cancer 67 (2), 402–406. https://doi.org/10.1038/bjc.1993.74.

Erkisi, M., Bilkay, B.C., Seyrek, E., et al., 1997. Refractory breast cancer: a comparison of
two different chemotherapy regimens. J Chemother. 9 (6), 442–445. https://doi.org/
10.1179/joc.1997.9.6.442.

Bishop, J.F., Dewar, J., Toner, G.C., et al., 1999. Initial paclitaxel improves outcome
compared with CMFP combination chemotherapy as front-line therapy in untreated
metastatic breast cancer. J Clin Oncol 17 (8), 2355–2364. https://doi.org/10.1200/
JCO.1999.17.8.2355.

Sjostrom, J., Blomqvist, C., Mouridsen, H., et al., 1999. Docetaxel compared with se-
quential methotrexate and 5-fluorouracil in patients with advanced breast cancer
after anthracycline failure: a randomised phase III study with crossover on progres-
sion by the Scandinavian Breast Group. Eur J Cancer 35 (8), 1194–1201. https://doi.
org/10.1016/s0959-8049(99)00122-7.

Bonneterre, J., Roche, H., Monnier, A., et al., 2002. Docetaxel vs 5-fluorouracil plus vi-
norelbine in metastatic breast cancer after anthracycline therapy failure. Br J Cancer
87 (11), 1210–1215. https://doi.org/10.1038/sj.bjc.6600645.

Ejlertsen, B., Mouridsen, H.T., Langkjer, S.T., et al., 2004. Phase III study of intravenous
vinorelbine in combination with epirubicin versus epirubicin alone in patients with
advanced breast cancer: a Scandinavian Breast Group Trial (SBG9403). J Clin Oncol
22 (12), 2313–2320. https://doi.org/10.1200/JCO.2004.11.503.

Alba, E., Martin, M., Ramos, M., et al., 2004. Multicenter randomized trial comparing
sequential with concomitant administration of doxorubicin and docetaxel as first-line
treatment of metastatic breast cancer: a Spanish Breast Cancer Research Group
(GEICAM-9903) phase III study. J Clin Oncol 22 (13), 2587–2593. https://doi.org/
10.1200/JCO.2004.08.125.

Cresta, S., Grasselli, G., Mansutti, M., et al., 2004. A randomized phase II study of com-
bination, alternating and sequential regimens of doxorubicin and docetaxel as first-
line chemotherapy for women with metastatic breast cancer. Ann Oncol 15 (3),
433–439. https://doi.org/10.1093/annonc/mdh107.

Pacilio, C., Morabito, A., Nuzzo, F., et al., 2006. Is epirubicin effective in first-line che-
motherapy of metastatic breast cancer (MBC) after an epirubicin-containing adjuvant
treatment? A single centre phase III trial. Br J Cancer 94 (9), 1233–1236. https://doi.
org/10.1038/sj.bjc.6603096.

Martin, M., Ruiz, A., Munoz, M., et al., 2007. Gemcitabine plus vinorelbine versus vi-
norelbine monotherapy in patients with metastatic breast cancer previously treated
with anthracyclines and taxanes: final results of the phase III Spanish Breast Cancer
Research Group (GEICAM) trial. Lancet Oncol 8 (3), 219–225. https://doi.org/10.
1016/S1470-2045(07)70041-4.

Cardoso, F., Senkus, E., Costa, A., et al., 2018. 4th ESO-ESMO International Consensus
Guidelines for Advanced Breast Cancer (ABC 4). Ann Oncol 29 (8), 1634–1657.
https://doi.org/10.1093/annonc/mdy192.

Macalalad, A.R., Hao, Y., Lin, P.L., et al., 2014. Treatment patterns and duration in post-
menopausal women with HR+/HER2- metastatic breast cancer in the US: a retro-
spective chart review in community oncology practices (2004-2010). Curr Med Res
Opin. 31 (2), 263–273. https://doi.org/10.1185/03007995.2014.980885.

Fietz, T., Tesch, H., Rauh, J., et al., 2017. Palliative systemic therapy and overall survival
of 1,395 patients with advanced breast cancer - Results from the prospective German
TMK cohort study. Breast 34, 122–130. https://doi.org/10.1016/j.breast.2017.05.
014. August.

Aly, A., Shah, R., Hill, K., et al., 2019. Overall survival, costs and healthcare resource use
by number of regimens received in elderly patients with newly diagnosed metastatic
triple-negative breast cancer. Future Oncol 15 (9), 1007–1020. https://doi.org/10.
2217/fon-2018-0407.

Gennari, A., Stockler, M., Puntoni, M., et al., 2011. Duration of chemotherapy for me-
tastatic breast cancer: a systematic review and meta-analysis of randomized clinical
trials. J Clin Oncol 29 (16), 2144–2149. https://doi.org/10.1200/JCO.2010.31.5374.
June 1.

Coates, A., Gebski, V., Bishop, J.F., et al., 1987. Improving the quality of life during
chemotherapy for advanced breast cancer. A comparison of intermittent and con-
tinuous treatment strategies. N Engl J Med 317 (24), 1490–1495. https://doi.org/10.
1056/nejm198712103172402. December 10.

Bastit, P., 2000. Epirubicin-Based Chemotherapy in Metastatic Breast Cancer Patients:
Role of Dose-Intensity and Duration of Treatment. The French Epirubicin Study
Group. J Clin Oncol 18 (17), 3115. https://doi.org/10.1200/JCO.2000.18.17.3115.

Becher, R., Kloke, O., Hayungs, J., et al., 1996. Epirubicin and ifosfamide in metastatic
breast cancer. Semin, Oncol 23 (3; suppl 7 (June)), 28–33.

Park, Y.H., Jung, K.H., Im, S.A., et al., 2013. Phase III, multicenter, randomized trial of
maintenance chemotherapy versus observation in patients with metastatic breast
cancer after achieving disease control with six cycles of gemcitabine plus paclitaxel as
first-line chemotherapy: KCSG-BR07-02. J Clin Oncol 31 (14), 1732–1739. https://
doi.org/10.1200/jco.2012.45.2490. May 10.

Gregory, R.K., Powles, T.J., Chang, J.C., et al., 1997. A randomised trial of six versus
twelve courses of chemotherapy in metastatic carcinoma of the breast. Eur J Cancer
33 (13), 2194–2197. https://doi.org/10.1016/s0959-8049(97)00396-1.

Gennari, A., Amadori, D., De Lena, M., et al., 2006. Lack of benefit of maintenance pa-
clitaxel in first-line chemotherapy in metastatic breast cancer. J Clin Oncol 24 (24),
3912–3918. https://doi.org/10.1200/jco.2006.06.1812. August 20.

Alba, E., Ruiz-Borrego, M., Margeli, M., et al., 2010. Maintenance treatment with pegy-
lated liposomal doxorubicin versus observation following induction chemotherapy
for metastatic breast cancer: GEICAM 2001-01 study. Breast Cancer Res Treat 122
(1), 169–176. https://doi.org/10.1007/s10549-010-0860-9. July.

Ejlertsen, B., Pfeiffer, P., Pedersen, D., et al., 1993. Decreased efficacy of cyclopho-
sphamide, epirubicin and 5-fluorouracil in metastatic breast cancer when reducing
treatment duration from 18 to 6 months. Eur J Cancer 29A (4), 527–531. https://doi.
org/10.1016/s0959-8049(05)80145-5.

Harris, A.L., Cantwell, B.M., Carmichael, J., et al., 1990. Comparison of short-term and
continuous chemotherapy (mitozantrone) for advanced breast cancer. The Lancet 27
(335), 186–190. https://doi.org/10.1016/0140-6736(90)90277-c. 1990/01/27.

A.K.M. Claessens, et al. Critical Reviews in Oncology / Hematology 153 (2020) 102988

11

https://doi.org/10.1200/JCO.2003.04.040
https://doi.org/10.1200/JCO.2002.09.002
https://doi.org/10.1200/JCO.2002.09.002
https://doi.org/10.1200/JCO.2007.11.9362
https://doi.org/10.1200/JCO.2007.11.9362
https://doi.org/10.1200/JCO.2007.12.6557
https://doi.org/10.1093/annonc/mdh393
https://doi.org/10.1093/annonc/mdh393
https://doi.org/10.1056/NEJM200103153441101
https://doi.org/10.1056/NEJM200103153441101
https://doi.org/10.1200/JCO.2005.04.173
https://doi.org/10.1634/theoncologist.2009-0181
https://doi.org/10.1634/theoncologist.2009-0181
https://doi.org/10.1056/NEJMoa064320
https://doi.org/10.1056/NEJMoa064320
https://doi.org/10.1056/NEJMoa072113
https://doi.org/10.1056/NEJMoa072113
https://doi.org/10.1093/annonc/mdt274
https://doi.org/10.1093/annonc/mdt274
https://doi.org/10.1007/s11136-011-9999-z
https://doi.org/10.1007/s11136-011-9999-z
https://doi.org/10.1093/annonc/mdh097
https://doi.org/10.1200/JCO.2001.19.5.1444
https://doi.org/10.1200/JCO.2001.19.5.1444
https://doi.org/10.1002/14651858.CD003372.pub2
https://doi.org/10.1002/14651858.CD003372.pub2
https://doi.org/10.3310/hta11190
https://doi.org/10.3310/hta11190
https://doi.org/10.1200/jco.2007.10.8399
https://doi.org/10.1200/jco.2007.10.8399
https://doi.org/10.1002/14651858.CD008792.pub2
https://doi.org/10.1038/sj.bjc.6602388
https://doi.org/10.1200/JCO.2010.33.9101
https://doi.org/10.1200/JCO.2010.33.9101
https://doi.org/10.1002/14651858.CD003372.pub3
https://doi.org/10.1002/1097-0142(197607)38:1%3C13::aid-cncr2820380104%3E3.0.co;2-5
https://doi.org/10.1002/1097-0142(197607)38:1%3C13::aid-cncr2820380104%3E3.0.co;2-5
https://doi.org/10.1038/bjc.1989.46
https://doi.org/10.1038/bjc.1989.46
https://doi.org/10.1038/bjc.1993.74
https://doi.org/10.1179/joc.1997.9.6.442
https://doi.org/10.1179/joc.1997.9.6.442
https://doi.org/10.1200/JCO.1999.17.8.2355
https://doi.org/10.1200/JCO.1999.17.8.2355
https://doi.org/10.1016/s0959-8049(99)00122-7
https://doi.org/10.1016/s0959-8049(99)00122-7
https://doi.org/10.1038/sj.bjc.6600645
https://doi.org/10.1200/JCO.2004.11.503
https://doi.org/10.1200/JCO.2004.08.125
https://doi.org/10.1200/JCO.2004.08.125
https://doi.org/10.1093/annonc/mdh107
https://doi.org/10.1038/sj.bjc.6603096
https://doi.org/10.1038/sj.bjc.6603096
https://doi.org/10.1016/S1470-2045(07)70041-4
https://doi.org/10.1016/S1470-2045(07)70041-4
https://doi.org/10.1093/annonc/mdy192
https://doi.org/10.1185/03007995.2014.980885
https://doi.org/10.1016/j.breast.2017.05.014
https://doi.org/10.1016/j.breast.2017.05.014
https://doi.org/10.2217/fon-2018-0407
https://doi.org/10.2217/fon-2018-0407
https://doi.org/10.1200/JCO.2010.31.5374
https://doi.org/10.1056/nejm198712103172402
https://doi.org/10.1056/nejm198712103172402
https://doi.org/10.1200/JCO.2000.18.17.3115
http://refhub.elsevier.com/S1040-8428(20)30126-8/sbref0330
http://refhub.elsevier.com/S1040-8428(20)30126-8/sbref0330
https://doi.org/10.1200/jco.2012.45.2490
https://doi.org/10.1200/jco.2012.45.2490
https://doi.org/10.1016/s0959-8049(97)00396-1
https://doi.org/10.1200/jco.2006.06.1812
https://doi.org/10.1007/s10549-010-0860-9
https://doi.org/10.1016/s0959-8049(05)80145-5
https://doi.org/10.1016/s0959-8049(05)80145-5
https://doi.org/10.1016/0140-6736(90)90277-c


Nooij, M.A., de Haes, J.C.J.M., Beex, L.V.A.M., et al., 2003. Continuing chemotherapy or
not after the induction treatment in advanced breast cancer patients. clinical out-
comes and oncologists’ preferences. European Journal of Cancer 39https://doi.org/
10.1016/s0959-8049(02)00869-9. 614-521.

Falkson, G., Gelman, R.F., Pandya, K.J., et al., 1998. Eastern Cooperative Oncology Group
randomized trials of observation versus maintenance therapy for patients with me-
tastatic breast cancer in complete remission following induction treatment. J Clin
Oncol 16 (5), 1669–1676. https://doi.org/10.1200/JCO.1998.16.5.1669.

Claessens, A.K.M., Bos, M., Lopez-Yurda, M., et al., 2018. Intermittent versus continuous
first-line treatment for HER2-negative metastatic breast cancer: the Stop & Go study
of the Dutch Breast Cancer Research Group (BOOG). Breast Cancer Res Treat 172 (2),
413–423. https://doi.org/10.1007/s10549-018-4906-8. November 2018.

Muss, H.B., Case, L.D., Richards 2nd, F., et al., 1991. Interrupted versus continuous
chemotherapy in patients with metastatic breast cancer. The Piedmont Oncology
Association. N Engl J Med 325 (19), 1342–1348. https://doi.org/10.1056/
nejm199111073251904. November 7.

Coates, A., Byrne, M., Bishop, J.F., et al., 1988. Intermittent versus continuous che-
motherapy for breast cancer - letter to the editor. N Engl J Med 318 (22), 1468.

Mayordomo, J.I., Baena, J.M., Cirera, L., et al., 2009. Final results of a randomized trial
on the role of maintenance chemotherapy with weekly paclitaxel for patients with
metastatic breast cancer. J Clin Oncol 27 (15S (May 20 Supplement) abstract 1001).

Dranitsaris, G., Beegle, N., Kalberer, T., et al., 2015. A comparison of toxicity and health
care resource use between eribulin, capecitabine, gemcitabine, and vinorelbine in
patients with metastatic breast cancer treated in a community oncology setting. J
Oncol Pharm Pract. 21 (3), 170–177. https://doi.org/10.1177/1078155214525369.

Xie, J., Hao, Y., Li, N., et al., 2015. CliN.ical outcomes among HR+/HER2- metastatic
breast cancer patients with multiple metastatic sites: a chart review study in the US.
Exp Hematol Oncol 12 (4), 31. https://doi.org/10.1186/s40164-015-0023-0.

Seah, D.S., Luis, I.V., Macrae, E., et al., 2014. Use and duration of chemotherapy in pa-
tients with metastatic breast cancer according to tumor subtype and line of therapy. J
Natl Compr Canc Netw 12 (1), 71–80. https://doi.org/10.6004/jnccn.2014.0008.

Giordano, S.H., Temin, S., Chandarlapaty, S., et al., 2018. Systemic Therapy for Patients
With Advanced Human Epidermal Growth Factor Receptor 2-Positive Breast Cancer:
ASCO Clinical Practice Guideline Update. J Clin Oncol 36 (26), 2736–2740. https://
doi.org/10.1200/JCO.2018.79.2697.

Gueth, U., Huang, D.J., Schoetzau, A., et al., 2009. Systemic therapy of metastatic breast
cancer: the truth beyond the clinical trials. Oncology 76 (4), 247–253. https://doi.
org/10.1159/000205387.

Planchat, E., Abrial, C., Thivat, E., et al., 2011. Late lines of treatment benefit survival in
metastatic breast cancer in current practice? Breast 20 (6), 574–578. https://doi.org/
10.1016/j.breast.2011.07.010.

Galy, G., Labidi-Galy, S.I., Perol, D., et al., 2011. Chemotherapy for metastatic breast
cancer. Comparison of clinical practice and cost of drugs in two cohorts of patients:
1994-1998 and 2003-2006. Breast Cancer Res Treat 128 (1), 187–195. https://doi.
org/10.1007/s10549-010-1311-3.

Brun, B., Benchalal, M., Lebas, C., et al., 1997. Response to second-line chemotherapy in
patients with metastatic breast carcinoma previously responsive to first-line treat-
ment: prognostic factors. Cancer 79 (11), 2137–2146. https://doi.org/10.1002/
%28SICI%291097-0142%2819970601%2979%3A11%3C2137%3A%3AAID-
CNCR11%3E3.0.CO%3B2-X.

Pentheroudakis, G., Fountzilas, G., Bafaloukos, D., et al., 2006. Metastatic breast cancer
with liver metastases: a registry analysis of clinicopathologic, management and
outcome characteristics of 500 women. Breast Cancer Res Treat 97 (3), 237–244.
https://doi.org/10.1007/s10549-005-9117-4.

Bonotto, M., Gerratana, L., Iacono, D., et al., 2015. Treatment of Metastatic Breast Cancer
in a Real-World Scenario: Is Progression-Free Survival With First Line Predictive of
Benefit From Second and Later Lines? Oncologist 20 (7), 719–724. https://doi.org/
10.1634/theoncologist.2015-0002.

Mathew, A., Achkar, T., Abberbock, S., et al., 2017. Prevalence and determinants of end-
of-life chemotherapy use in patients with metastatic breast cancer. Breast J. 23 (6),
718–722. https://doi.org/10.1111/tbj.12905.

Banerji, U., Kuciejewska, A., Ashley, S., et al., 2007. Factors determining outcome after
third line chemotherapy for metastatic breast cancer. Breast 16 (4), 359–366. https://
doi.org/10.1016/j.breast.2007.01.004.

Dufresne, A., Pivot, X., Tournigand, C., et al., 2008. Impact of chemotherapy beyond the
first line in patients with metastatic breast cancer. Breast Cancer Res Treat 107 (2),
275–279. https://doi.org/10.1007/s10549-007-9550-7.

Vauleon, E., Mesbah, H., Laguerre, B., et al., 2010. Usefulness of chemotherapy beyond
the second line for metastatic breast cancer: a therapeutic challenge. Cancer
Chemother Pharmacol 66 (1), 113–120. https://doi.org/10.1007/s00280-009-
1141-3.

Bakker, J.L., Wever, K., van Waesberghe, J.H., et al., 2015. What is the benefit of treat-
ment with multiple lines of chemotherapy for patients with metastatic breast cancer?
A retrospective cohort study. Cancer Epidemiol. 39 (6), 848–853. https://doi.org/10.
1016/j.canep.2015.09.010.

Park, I.H., Lee KSRo, J., 2015. Effects of second and subsequent lines of chemotherapy for
metastatic breast cancer. Clin Breast Cancer 15 (1), e55–62. https://doi.org/10.
1016/j.clbc.2014.09.001.

Kurosky, S.K., Mitra, D., Zanotti, G., et al., 2018. Treatment Patterns and Outcomes of
Patients With Metastatic ER(+)/HER-2(-) Breast Cancer: A Multicountry
Retrospective Medical Record Review. Clin Breast Cancer 18 (4), e529–e538. https://
doi.org/10.1016/j.clbc.2017.10.008.

Cinausero, M., Gerratana, L., De Carlo, E., et al., 2018. Determinants of Last-line
Treatment in Metastatic Breast Cancer. Clin Breast Cancer 18 (3), 205–213. https://
doi.org/10.1016/j.clbc.2017.07.008.

Bonotto, M., Gerratana, L., Poletto, E., et al., 2014. Measures of outcome in metastatic
breast cancer: insights from a real-world scenario. Oncologist 19 (6), 608–615.
https://doi.org/10.1634/theoncologist.2014-0002.

Schnipper, L.E., Smith, T.F., Raghavan, D., et al., 2012. American Society of Clinical
Oncology identifies five key opportunities to improve care and reduce costs: the top
five list for oncology. J Clin Oncol 30 (14), 1715–1724. https://doi.org/10.1200/
JCO.2012.42.8375.

Lin, P.L., Hao, Y., Xie, J., et al., 2016. Physician experiences and preferences in the
treatment of HR+/HER2- metastatic breast cancer in the United States: a physician
survey. Cancer Med 5 (2), 209–220. https://doi.org/10.1002/cam4.580.

Schnipper, L.E., Davidson, N.E., Wollins, D.S., et al., 2016. Updating the American Society
of Clinical Oncology Value Framework: Revisions and Reflections in Response to
Comments Received. J Clin Oncol 34 (24), 2925–2934. https://doi.org/10.1200/
JCO.2016.68.2518.

Cherny, N.I., Sullivan, R., Dafni, U., et al., 2015. A standardised, generic, validated ap-
proach to stratify the magnitude of clinical benefit that can be anticipated from anti-
cancer therapies: the European Society for Medical Oncology Magnitude of Clinical
Benefit Scale (ESMO-MCBS). Ann Oncol 26 (8), 1547–1573. https://doi.org/10.
1093/annonc/mdv249. August.

Kiely, B.E., Soon, Y.Y., Tattersall, M.H.N., et al., 2011. How long have I got? Estimating
typical, best-case, and worst-case scenarios for patients starting first-line che-
motherapy for metastatic breast cancer: a systematic review of recent randomized
trials. J Clin Oncol 29 (4), 456–463. https://doi.org/10.1200/JCO.2010.30.2174.

Munzone EColleoni, M., 2015. Clinical overview of metronomic chemotherapy in breast
cancer. Nat Rev Clin Oncol 12 (11), 631–644. https://doi.org/10.1038/nrclinonc.
2015.131.

Park, Y.H., Jung, K.H., Im, S.A., et al., 2015. Quality of life (QoL) in metastatic breast
cancer patients with maintenance paclitaxel plus gemcitabine (PG) chemotherapy:
results from phase III, multicenter, randomized trial of maintenance chemotherapy
versus observation (KCSG-BR07-02). Breast Cancer Res Treat 152, 77–85. https://
doi.org/10.1007/s10549-015-3450-z.

Tacca, O., LeHeurteur, M., Durando, X., et al., 2009. Metastatic breast cancer: overall
survival related to successive chemotherapies. What do we gain after the third line?
Cancer Invest. 27 (1), 81–85. https://doi.org/10.1080/07357900802290580.

Miller, K.D., Chap, L.I., Holmes, F.A., et al., 2005. Randomized phase III trial of capeci-
tabine compared with bevacizumab plus capecitabine in patients with previously
treated metastatic breast cancer. J Clin Oncol 23 (4), 792–799. https://doi.org/10.
1200/JCO.2005.05.098.

Miles, D.W., Chan, A., Dirix, L.Y., et al., 2010. Phase III study of bevacizumab plus
docetaxel compared with placebo plus docetaxel for the first-line treatment of human
epidermal growth factor receptor 2-negative metastatic breast cancer. J Clin Oncol 28
(20), 3239–3247. https://doi.org/10.1200/jco.2008.21.6457. July 10.

Robert, N.J., Dieras, V., Glaspy, J., et al., 2011. RIBBON-1: randomized, double-blind,
placebo-controlled, phase III trial of chemotherapy with or without bevacizumab for
first-line treatment of human epidermal growth factor receptor 2-negative, locally
recurrent or metastatic breast cancer. J Clin Oncol 29 (10), 1252–1260. https://doi.
org/10.1200/jco.2010.28.0982. April 1.

Brufsky, A.M., Hurvitz, S., Perez, E., et al., 2011. RIBBON-2: a randomized, double-blind,
placebo-controlled, phase III trial evaluating the efficacy and safety of bevacizumab
in combination with chemotherapy for second-line treatment of human epidermal
growth factor receptor 2-negative metastatic breast cancer. J Clin Oncol 29 (32),
4286–4293. https://doi.org/10.1200/JCO.2010.34.1255.

von Minckwitz, G., Puglisi, F., Cortes, J., et al., 2014. Bevacizumab plus chemotherapy
versus chemotherapy alone as second-line treatment for patients with HER2-negative
locally recurrent or metastatic breast cancer after first-line treatment with bev-
acizumab plus chemotherapy (TANIA): an open-label, randomised phase 3 trial.
Lancet Oncol 15 (11), 1269–1278. https://doi.org/10.1016/s1470-2045(14)70439-
5. October.

Vrdoljak, E., Marschner, N., Zielinski, C., et al., 2016. Final results of the TANIA rando-
mised phase III trial of bevacizumab after progression on first-line bevacizumab
therapy for HER2-negative locally recurrent/metastatic breast cancer. Ann Oncol 27
(11), 2046–2052. https://doi.org/10.1093/annonc/mdw316. November.

Gasparini, G., Gion, M., Mariani, L., et al., 2007. Randomized Phase II Trial of weekly
paclitaxel alone versus trastuzumab plus weekly paclitaxel as first-line therapy of
patients with Her-2 positive advanced breast cancer. Breast Cancer Res Treat 101 (3),
355–365. https://doi.org/10.1007/s10549-006-9306-9.

Di Leo, A., Gomez, H.L., Aziz, Z., et al., 2008. Phase III, double-blind, randomized study
comparing lapatinib plus paclitaxel with placebo plus paclitaxel as first-line treat-
ment for metastatic breast cancer. J Clin Oncol 26 (34), 5544–5552. https://doi.org/
10.1200/JCO.2008.16.2578.

von Minckwitz, G., du Bois, A., Schmidt, M., et al., 2009. Trastuzumab beyond progres-
sion in human epidermal growth factor receptor 2-positive advanced breast cancer: a
german breast group 26/breast international group 03-05 study. J Clin Oncol 27 (12),
1999–2006. https://doi.org/10.1200/JCO.2008.19.6618.

Guan, Z., Xu, B., DeSilvio, M.L., et al., 2013. Randomized trial of lapatinib versus placebo
added to paclitaxel in the treatment of human epidermal growth factor receptor 2-
overexpressing metastatic breast cancer. J Clin Oncol 31 (16), 1947–1953. https://
doi.org/10.1200/JCO.2011.40.5241.

A.K.M. Claessens, et al. Critical Reviews in Oncology / Hematology 153 (2020) 102988

12

https://doi.org/10.1016/s0959-8049(02)00869-9
https://doi.org/10.1016/s0959-8049(02)00869-9
https://doi.org/10.1200/JCO.1998.16.5.1669
https://doi.org/10.1007/s10549-018-4906-8
https://doi.org/10.1056/nejm199111073251904
https://doi.org/10.1056/nejm199111073251904
http://refhub.elsevier.com/S1040-8428(20)30126-8/sbref0385
http://refhub.elsevier.com/S1040-8428(20)30126-8/sbref0385
http://refhub.elsevier.com/S1040-8428(20)30126-8/sbref0390
http://refhub.elsevier.com/S1040-8428(20)30126-8/sbref0390
http://refhub.elsevier.com/S1040-8428(20)30126-8/sbref0390
https://doi.org/10.1177/1078155214525369
https://doi.org/10.1186/s40164-015-0023-0
https://doi.org/10.6004/jnccn.2014.0008
https://doi.org/10.1200/JCO.2018.79.2697
https://doi.org/10.1200/JCO.2018.79.2697
https://doi.org/10.1159/000205387
https://doi.org/10.1159/000205387
https://doi.org/10.1016/j.breast.2011.07.010
https://doi.org/10.1016/j.breast.2011.07.010
https://doi.org/10.1007/s10549-010-1311-3
https://doi.org/10.1007/s10549-010-1311-3
https://doi.org/10.1002/%28SICI%291097-0142%2819970601%2979%3A11%3C2137%3A%3AAID-CNCR11%3E3.0.CO%3B2-X
https://doi.org/10.1002/%28SICI%291097-0142%2819970601%2979%3A11%3C2137%3A%3AAID-CNCR11%3E3.0.CO%3B2-X
https://doi.org/10.1002/%28SICI%291097-0142%2819970601%2979%3A11%3C2137%3A%3AAID-CNCR11%3E3.0.CO%3B2-X
https://doi.org/10.1007/s10549-005-9117-4
https://doi.org/10.1634/theoncologist.2015-0002
https://doi.org/10.1634/theoncologist.2015-0002
https://doi.org/10.1111/tbj.12905
https://doi.org/10.1016/j.breast.2007.01.004
https://doi.org/10.1016/j.breast.2007.01.004
https://doi.org/10.1007/s10549-007-9550-7
https://doi.org/10.1007/s00280-009-1141-3
https://doi.org/10.1007/s00280-009-1141-3
https://doi.org/10.1016/j.canep.2015.09.010
https://doi.org/10.1016/j.canep.2015.09.010
https://doi.org/10.1016/j.clbc.2014.09.001
https://doi.org/10.1016/j.clbc.2014.09.001
https://doi.org/10.1016/j.clbc.2017.10.008
https://doi.org/10.1016/j.clbc.2017.10.008
https://doi.org/10.1016/j.clbc.2017.07.008
https://doi.org/10.1016/j.clbc.2017.07.008
https://doi.org/10.1634/theoncologist.2014-0002
https://doi.org/10.1200/JCO.2012.42.8375
https://doi.org/10.1200/JCO.2012.42.8375
https://doi.org/10.1002/cam4.580
https://doi.org/10.1200/JCO.2016.68.2518
https://doi.org/10.1200/JCO.2016.68.2518
https://doi.org/10.1093/annonc/mdv249
https://doi.org/10.1093/annonc/mdv249
https://doi.org/10.1200/JCO.2010.30.2174
https://doi.org/10.1038/nrclinonc.2015.131
https://doi.org/10.1038/nrclinonc.2015.131
https://doi.org/10.1007/s10549-015-3450-z
https://doi.org/10.1007/s10549-015-3450-z
https://doi.org/10.1080/07357900802290580
https://doi.org/10.1200/JCO.2005.05.098
https://doi.org/10.1200/JCO.2005.05.098
https://doi.org/10.1200/jco.2008.21.6457
https://doi.org/10.1200/jco.2010.28.0982
https://doi.org/10.1200/jco.2010.28.0982
https://doi.org/10.1200/JCO.2010.34.1255
https://doi.org/10.1016/s1470-2045(14)70439-5
https://doi.org/10.1016/s1470-2045(14)70439-5
https://doi.org/10.1093/annonc/mdw316
https://doi.org/10.1007/s10549-006-9306-9
https://doi.org/10.1200/JCO.2008.16.2578
https://doi.org/10.1200/JCO.2008.16.2578
https://doi.org/10.1200/JCO.2008.19.6618
https://doi.org/10.1200/JCO.2011.40.5241
https://doi.org/10.1200/JCO.2011.40.5241

	The role of chemotherapy in treatment of advanced breast cancer: an overview for clinical practice
	Introduction
	Methods
	Study design and selection criteria
	Search methods
	Data collection and statistical analysis

	Results
	Chemotherapy regimens approved in 1994 - 2019
	Single agent chemotherapy vs. combination chemotherapy
	Duration of chemotherapy: clinical trials and clinical practice
	Multiple chemotherapy lines in clinical practice: number of lines, outcomes, and sequence of agents used
	Adding targeted therapy to a chemotherapy backbone vs. chemotherapy alone
	HER2-negative disease
	HER2-positive disease


	Discussion
	Conclusion
	Declaration of Competing Interest
	CRediT authorship contribution statement
	Acknowledgements
	Appendix A
	Efficacy of systemic FDA/EMA approved regimens
	Single agent vs. combination chemotherapy
	Duration of chemotherapy
	Multiple lines of chemotherapy in clinical practice
	Chemotherapy +/- targeted therapies

	Supplementary data
	References




