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Triple-negative breast cancer (TNBC) — A new
perspective on Biomarkers
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RATIONALE

TNBCs generally account for 15-20% of all breast cancers, depending on the reference
series. Locally Advanced TNBCsTriple-Negative Breast Cancers (LATNBCs) are definitely
tumors with a high rate of relapse and progression death to conventional systemic
therapies, and there is a strong need to explore reliable social and pathological
biomarkers in order to ensure better outcomes for this specific group of patients ™.
Predicting response and survival to neoadjuvant treatment of locally advanced triple-
negative breast cancer remains a major challenge. Many doubts still prevail over the
role of new biomarkers in predicting different outcomes for tumors with the same
stage and morphological characteristics”’.The brazilianBrazilian national data on
breast cancer subtypes are quite scarce, with no mention of the specific evaluation of
LATNBCs for their biomarkers. Our cohort proposes to make a broad profile of this
tumor subtype, in the National Cancer Institute so that it can later be projected for a
national estimate.

PATIENT AND METHODS

STUDY DESIGN:
A cohort with retrospective data collection and sectional analysis of material
specimen.

PRIMARY OBJECTIVES:

To determine the prevalence of a large immunohistochemical panel (AR, EGFR,
CK5/6, CK14, CK17,CD 117, p53, Ki67 level, PD-L1 and PD-L2 in tumor cell membrane
and the description of tumor infiltrating mono-lymphocytes PD-1+, FOXP3+, CD 4+,
CD8 +, CD 3+, CD56+, CD68+ and/or CD 14+), before and after neoadjuvant
chemotherapyin LATNBCs.

SENCODARY OBJECTIVES:

1. To evaluate if the biomarkers status have any impact on Disease Free Survival (DFS),
Overall Survival (OS) and Complete Pathological Response (CPR) 2. To determine if
the negativation of the biomarkers after the systemic treatment is a reliable
predictive and prognostic biomarker. 3. To verify if there is any association between
socio-demographicvariables with OS, DFS and CPR.

RESULTS

Here we present some descriptive sociodemographic data. A total of 236 eligible
patients were enrolled, mean age of 49.68 (SD+11.66) years, caucasians (47.03%),
schooling under 8 years (44.06%), living at a mean distance of 36.12 (SD * 42.9)Km
from the treatment center. 235 cases were invasive ductal carcinoma (IDC),
predominantly grade 3 (60.16%), cT3-4 (86.44%), lymph node positive (74.5%), clinical
stage Il (85.16%). The vast majority (94.04%) of the patients were exposed to
chemotherapy with an anthracyclic-taxane-based regimen, mean of 6.97 (SD + 1.21)
cycles. As complementary treatment, 10 patients received platinum (mean 3 cycles, SD
+ 0.20), 6 were exposed to capecitabine (mean 3 cycles, SD + 1.60) and 11 patients
submitted to radiotherapy. Radical surgery was performed in 230 (97.45%) women
and axillary dissection in 205 (86.86%). The mean time to onset of treatment was 62.29
(SD + 58.04) days, mean duration of treatment, 140.2 (SD + 38.58) days and mean time
to end of treatment for surgery, 82.67 (SD + 180.06) days. The CPR rate was 20.76%. Of
the 236 patients, 92 (38.98%) relapsed and 85 (36.01%) died to date.

DISCUSSION

Considering this presentation of social data from our Brazilian cohort, it is concluded
that the patients in general already had a very large disease at diagnosis, the time of
diagnosis to start treatment and the time of the end of the treatment for surgery are
very which is certainly reflected in a lower complete pathological response rate
compared to other series. Smoking and alcohol consumption also influenced the type
of response to chemotherapy. CPR is confirmed as a surrogate for survival outcome
and LATNBCs is reaffirmed as a histological subtype of very poor prognosis.
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