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Background: Several (neo)adjuvant treatments for patients with HER2-positive breast 
cancer have been compared in different randomized clinical trials. Since it is not feasible 
to conduct adequate pairwise comparative trials of all these therapeutic options, net-
work meta-analysis offers an opportunity for more detailed inference for evidence-based 
therapy.

Methods: Phase II/III randomized clinical trials comparing two or more different (neo)
adjuvant treatments for HER2-positive breast cancer patients were included. Relative 
treatment effects were pooled in two separate network meta-analyses for overall survival 
(OS) and disease-free survival (DFS).

Results: 17 clinical trials met our eligibility criteria. Two different networks of trials 
were created based on the availability of the outcomes: OS network (15 trials: 37,837 
patients); and DFS network (17 trials: 40,992 patients). Two studies—the ExteNET and 
the NeoSphere trials—were included only in this DFS network because OS data have not 
yet been reported. The concept of the dual anti-HER2 blockade proved to be the best 
option in terms of OS and DFS. Chemotherapy (CT) plus trastuzumab (T) and lapatinib 
(L) and CT + T + Pertuzumab (P) are probably the best treatment options in terms of 
OS, with 62.47% and 22.06%, respectively. In the DFS network, CT + T + Neratinib 
(N) was the best treatment option with 50.55%, followed by CT + T + P (26.59%) and 
CT + T + L (20.62%).
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Conclusion: This network meta-analysis suggests that dual anti-HER2 blockade with 
trastuzumab plus either lapatinib or pertuzumab are probably the best treatment options 
in the (neo)adjuvant setting for HER2-positive breast cancer patients in terms of OS gain. 
Mature OS results are still expected for the Aphinity trial and for the sequential use of 
trastuzumab followed by neratinib, the treatment that showed the best performance in 
terms of DFS in our analysis.

Keywords: breast cancer, HeR2/eRBB2, adjuvant treatment, neoadjuvant treatment, meta-analysis, network 
meta-analysis

iNTRODUCTiON

Breast cancer is the most common malignancy among women 
worldwide accounting for 2.4 million new cases and 523,000 
deaths yearly (1). Approximately 15–20% of breast cancers are 
classified as HER2-positive (HER2+), a subgroup of tumors with 
a more aggressive clinical phenotype and worse prognosis due 
to unregulated cell growth and abnormal survival mediated by 
overexpression of the HER2 protein (2–8).

Currently, there are multiple effective therapies blocking the 
HER2-pathway in different manners (intra or extracellular). Since 
the approval of the first HER2-targeted therapy, trastuzumab, 
in 2001, other anti-HER2-targeted agents have been developed 
and tested in the metastatic and in the (neo)adjuvant settings, 
including lapatinib, pertuzumab, neratinib, and TDM1 (9, 10). 
In the adjuvant setting, trastuzumab was the cornerstone of the 
anti-HER2 therapy for the treatment of HER2+ breast cancer 
until recently, when results of T + P and neratinib after T were 
approved (11–13).

Despite the efficacy of trastuzumab, recurrences do occur 
and present a serious clinical problem for HER2+ patients since 
tumors may exhibit de novo or acquired resistance (14–20). To 
overcome trastuzumab resistance, it has been combined with 
different chemotherapies and other HER2-targeted agents,  
a strategy known as dual anti-HER2 blockade. Unfortunately, it is 
not feasible to have adequate pairwise comparative data for all the 
available treatment options because the number of possible head-
to-head comparisons directly expands in a quadratic proportion 
with the availability of effective agents (21).

Mixed Treatment Comparison (MTC) meta-analysis, a  
generalization of pairwise meta-analysis, offers an opportunity 
to a more detailed inference in clinical situations where there are 
many different treatment options. By combining direct and indi-
rect evidence to compare multiple treatment arms across studies 
(with the proviso that there is at least one common arm between 
them), it extends beyond the standard and critical pairwise meta-
analysis constraint of only incorporating information from two 
directly compared arms (21–23).

Within the current context of personalized medicine, where 
physicians and policy makers must base their decisions on the 
highest level of available evidence in order to choose one out of 
multiple available treatment options, the present study aims to 
summarize the network of evidence supporting the treatment of 
patients with early and locally advanced HER2+ breast cancer in 
terms of overall survival (OS) and disease-free survival (DFS).

MATeRiALS AND MeTHODS

Search Strategy
MEDLINE, EMBASE, and Cochrane Central Register of 
Controlled Trials were searched without any restriction of lan-
guage or year of publication. Different search algorithms were 
used for each database. Detailed search strategies are described 
in the Supplementary Material A. To avoid overlooking the 
results of recent neoadjuvant and adjuvant trials, we also con-
ducted an electronic search of the main international congress 
abstracts: the American Society of Clinical Oncology, the San 
Antonio Breast Cancer Symposium, the European Society for 
Medical Oncology (ESMO), and the St. Gallen International 
Breast Cancer Conference. Additionally, other relevant trials 
were sought by reviewing the reference lists of the selected 
trials.

Selection Criteria
The pre-specified eligibility criteria for trials included in this 
review were as follows: phase II or III randomized controlled  
trials that compared CT plus any anti-HER2 therapy with CT alone 
or any different combination of CT plus anti-HER2 therapy in the 
adjuvant or neoadjuvant settings (criteria for HER2-positivity as 
standard for HER2 adjuvant and neoadjuvant trials). Trials with 
two or more treatment arms were considered eligible for this 
work. Following the GCP (Good Clinical Practice) guidelines, 
endocrine therapy was offered to patients with hormonal receptor 
positive tumors as part of their adjuvant treatment in all included 
trials, but studies in which the main objective was to evaluate 
different adjuvant endocrine therapies were excluded. Two 
independent reviewers (Paulo Filho and Caroline Albuquerque) 
reviewed the list of citations obtained from the literature search 
and applied the pre-specified eligibility criteria above to selected 
the articles to be included. A third reviewer (Márcio Debiasi) 
adjudicated any discordance.

Data extraction
For each trial, two independent authors (Paulo Filho and 
Caroline Albuquerque) extracted the following data: year of 
publication, sample size, baseline patients’ characteristics, and 
outcomes [hazard ratios (HRs) for OS and DFS]. The Cochrane 
Collaboration risk of bias tool was used to assess studies’  
quality (24).
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Definition of Treatment Arms
In order to organize the existing treatment options tested in clini-
cal trials in clinically meaningful arms, some general pre-specified 
criteria were used to gather the treatment arms as follows:

ARM 1. chemotherapy alone1

ARM 2. chemotherapy (see text footnote 1)  +  trastuzumab 
12 months
ARM 3. chemotherapy (see text footnote 1)  +  trastuzumab   
≤ 6 months
ARM 4. chemotherapy (see text footnote 1) (taxane + carbopl-
atin) + trastuzumab 12 months
ARM 5. chemotherapy (see text footnote 1)  +  lapatinib 
12 months
ARM 6. chemotherapy (see text footnote 1)  +  trastuzumab 
3 months  lapatinib 9 months (sequential to trastuzumab)
ARM 7. chemotherapy (see text footnote 1)  +  trastuzumab 
12 months + lapatinib2 (concomitant with trastuzumab)
ARM 8. chemotherapy (see text footnote 1)  +  trastuzumab 
12  months  +  pertuzumab (see text footnote 2) (concomitant 
with trastuzumab)
ARM 9. chemotherapy (see text footnote 1)  +  trastuzumab 
12 months  neratinib 12 months (sequential to trastuzumab)

Definition of Outcomes
Overall survival was the primary outcome of this study and was 
similarly defined among studies as the time from randomization 
until death, using an intention to treat analysis. DFS was defined  
as time from randomization to death or any DFS event. Definitions 
of DFS events had slight variations among the trials included and 
are summarized in the Supplementary Material B.

Statistical Methods
Network meta-analysis (also commonly referred to as multiple 
treatment comparison—MTC) is a generalization of classic meta-
analysis that combines direct and indirect evidence to compare 
multiple treatment arms across studies with similar populations 
and outcomes with the proviso that there is at least one linking-
arm between them (22). Direct evidence is defined as the head-
to-head comparison between two treatment arms in a clinical 
trial, while indirect evidence is the estimation of the relative 
effect between two arms that is obtained indirectly through one 
or more common comparators. MTC can be regarded as a gen-
eralized linear model that can be implemented using one out of 
two frameworks: Bayesian or frequentist. The Bayesian approach 
is more commonly used mainly because it is flexible enough to 
analyze a variety of networks of studies (including multi-arm 
trials) and yields, for each treatment arm, posterior probabilities 
estimates that allow ranking the treatment arms in a clinically 
useful manner (21–23, 25–31). These posterior probabilities are 

1 Due to heterogeneity between studies, different chemotherapy backbones were 
accepted (most of which included anthracyclines and taxanes), with the exception 
of the arm #4 (from the BCIRG006 trial) in which all patients received chemo-
therapy with docetaxel + carboplatin.
2 Lapatinib and pertuzumab in these arms were given from 3 to 12 months con-
comitantly with trastuzumab.

calculated based on the HRs for each comparison and their credi-
bility intervals (CrI).

The trials included in this work reported relative treatment 
effects as HRs for OS and DFS. These data were pooled in to two 
separate network meta-analyses, one for each outcome of interest.  
MTC analyses were carried out using the Bayesian approach and 
considering both fixed effect model and random effects with 
homogeneous variability among studies model. Consistency 
assumption was assessed through posterior plots and the Bayesian 
p-values produced by the node splitting method described by 
Dias et al. (29). Results were summarized as point estimates and 
their 95% CrI. HRs were modeled using the software WinBUGS 
(version 1.4.3).

ReSULTS

Our electronic search carried out on January 1, 2018 yielded 1,987 
unique, of which 92 met the inclusion and exclusion criteria for 
this review (accounting for 38 trials in total), of which 18 reported 
OS and/or DFS outcomes. The Figure 1 summarizes the PRISMA 
(Preferred Reporting Items for Systematic Reviews and Meta-
Analysis) chart for the study selection and the supplementary 
material C describes all the trials included in at least one of the 
networks (OS and/or DFS). The risk of bias evaluation of each 
trial was conducted using the Cochrane tool and is described 
in the supplementary material D (24). All closed loops were 
considered simple and no inconsistency was found in any of the 
networks using the “Split Node method” as previously described 
in the statistical section and the subjective analysis of the direct 
and indirect evidences reported (Supplementary Material E).

Overall Survival Network
Fifteen trials published from 2005 to 2017 accounting for 37,837 
patients were included in this network, which is described in 
the Supplementary Material F and in the Figure 2A. The eight 
treatment arms that constitute this network are ranked in Table 1. 
Based on the ordered ranks, the regimens containing CT associ-
ated with trastuzumab and lapatinib (CT + T + L) for 12 months 
are probably the best option for OS, with 62.47% of posterior 
probability of being the best, followed by CT + T + P with 22.06%. 
On the other hand, arms containing chemotherapy without any 
anti-HER2-targeted therapy or CT with lapatinib (with no trast-
uzumab) or CT with trastuzumab for no longer than 6 months are 
probably the worst options, with posterior probabilities of being 
the worst of 85, 6.46, and 4.48%, respectively.

All HRs between treatment arms and their 95% CrI for this 
network are shown in Table 2. This analysis shows that the combi-
nation of CT plus 12 months of dual blockade with trastuzumab 
and lapatinib almost achieved the significance threshold for 
superiority when compared to the standard regimen of CT + T 
for 12 months (HR 0.75; 95% CrI: 0.51–1.01). The comparison 
between the two dual blockade strategies included in this network 
(CT + T + L versus CT + T + P) favored the lapatinib arm but 
was not significant (HR 1.18; 95% CrI: 0.71–2.14).

Other important findings yielded by this analysis are: the 
length of trastuzumab treatment probably impacts negatively on 
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FiGURe 2 | Networks for overall survival (OS) and disease-free survival (DFS). (A) OS. (B) DFS. The width of the lines represents the relative weight of the 
direct evidence for a given comparison, based on the number of patients included in trials. ARM 1, chemotherapy alone. ARM 2, chemotherapy +  
trastuzumab 12 months. ARM 3, chemotherapy + trastuzumab ≤ 6 months. ARM 4, chemotherapy (taxane + carboplatin) + trastuzumab 12 months. ARM 5, 
chemotherapy + lapatinib 12 months. ARM 6, chemotherapy + trastuzumab 3 months  lapatinib 9 months (sequential to trastuzumab). ARM 7, 
chemotherapy + trastuzumab 12 months + lapatinib (concomitant with trastuzumab). ARM 8, chemotherapy + trastuzumab 12 months + pertuzumab 
(concomitant with trastuzumab). ARM 9, chemotherapy + trastuzumab 12 months  NERATINIB 12 months (sequential to trastuzumab).

FiGURe 1 | Adapted PRISMA flow diagram. * Indexed literature research: EMBASE, Central (COCHRANE) and PubMed. ** non-indexed literature: American Society 
od Cinical Oncology (ASCO), San Antonio Breast Cancer Symposium (SABCS). European Society for Medical Oncology (ESMO), St. Gallen International Breast 
Cancer Conference.
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OS and the omission of anthracycline did not seem to jeopardize 
treatment efficacy. Six months of anti-HER2 therapy is probably 
inferior to 12  months with an estimated 27% increase in the 
probability of death (HR 1.27; 95% CrI: 0.99–1.59). On the other 
hand, the schedule composed of a taxane without anthracycline 
plus trastuzumab for 1 year (TCH—arm 4) had similar efficacy 
when compared to the standard regimen of CT + T for 12 months 
(HR 1.00; 95% CrI: 0.71–1.64). It is important to emphasize that 
more than 90% of patients included in the CT + T for 12 months 
arm in this comparison did receive an anthracycline-containing 
regimens.

DFS Network
This network is composed of 17 trials, published from 2005 to 
2017, and includes 40,992 patients. The design of this network 
as well as the trials included are summarized in Figure 2B and 
Supplementary Material F, respectively. The ranking of the nine 
included arms and their HRs are summarized in Tables 1 and 
2. Two studies—the ExteNET and the NeoSphere trials—were 
included only in this network, and not in the OS network, because 
they only reported DFS data (13, 32, 33). The inclusion of the 
ExteNET trial to this network brought up that using an additional 
year of neratinib after the standard chemotherapy plus 1 year of 
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TABLe 1 | OS and DFS rankings for the (neo)adjuvant treatment strategies available for early and locally advanced HER2 + breast cancer.a

Rank ARM 1 (%) ARM 2 (%) ARM 3 (%) ARM 4 (%) ARM 5 (%) ARM 6 (%) ARM 7 (%) ARM 8 (%) ARM 9 (%)

Disease-free survival Rank 9 95.88 0.00 1.72 0.65 1.61 0.08 0.00 0.01 0.04

Rank 8 3.67 0.00 42.29 6.45 47.08 0.32 0.01 0.05 0.13

Rank 7 0.40 0.39 45.66 11.50 40.31 1.27 0.01 0.22 0.23

Rank 6 0.05 18.28 9.30 48.34 9.83 11.34 0.48 1.23 1.15

Rank 5 0.00 56.38 0.88 16.42 0.91 19.11 1.37 2.71 2.20

Rank 4 0.00 22.80 0.11 10.75 0.24 41.08 7.38 10.89 6.76

Rank 3 0.00 2.04 0.03 4.13 0.01 18.17 35.39 25.51 14.71

Rank 2 0.00 0.10 0.00 1.40 0.01 6.75 34.73 32.78 24.23

Rank 1 0.00 0.01 0.00 0.37 0.00 1.87 20.62 26.59 50.55

Overall survival Rank 1 0.00 0.35 0.09 3.68 0.03 11.32 62.47 22.06 N/A

Rank 2 0.01 5.02 0.37 7.98 0.25 35.09 26.76 24.51 N/A

Rank 3 0.01 26.30 1.28 12.92 1.08 28.63 7.81 21.97 N/A

Rank 4 0.11 48.01 4.29 15.36 2.87 13.82 2.00 13.53 N/A

Rank 5 0.43 18.66 19.30 31.87 10.62 8.11 0.76 10.24 N/A

Rank 6 2.05 1.54 42.90 15.69 31.03 2.26 0.16 4.37 N/A

Rank 7 12.39 0.12 27.29 9.70 47.65 0.56 0.03 2.26 N/A

Rank 8 85.00 0.00 4.48 2.80 6.46 0.22 0.00 1.05 N/A

aThis table indicates the posterior estimates of the probability of each treatment arm being the best (green squares—rank 1) or the worst (red squares—rank 9 for DFS or rank 8 for 
OS).
ARM 1, chemotherapy alone. ARM 2, chemotherapy + trastuzumab 12 months. ARM 3, chemotherapy + Trastuzumab ≤ 6 months. ARM 4, chemotherapy 
(taxane + carboplatin) + trastuzumab 12 months. ARM 5, chemotherapy + lapatinib 12 months. ARM 6, chemotherapy + trastuzumab 3 months  lapatinib 9 months (sequential 
to trastuzumab). ARM 7, chemotherapy + trastuzumab 12 months + lapatinib (concomitant with trastuzumab). ARM 8, chemotherapy + trastuzumab 12 months + pertuzumab 
(concomitant with trastuzumab). ARM 9, chemotherapy + trastuzumab 12 months  neratinib 12 months (sequential to trastuzumab).

TABLe 2 | Mixed treatment comparison hazard ratios (HRs) and their respective 95% CrI for overall survival and disease-free survival (DFA) comparing the (neo)adjuvant 
treatment strategies available for early and locally advanced breast cancer.a,b

DFS

1
0.62 

(0.55–0.72)
0.80 

(0.66–0.99)
0.68 

(0.51–0.90)
0.81 

(0.66–0.98)
0.58 

(0.44–0.77)
0.49 

(0.37–0.63)
0.49 

(0.35–0.66)
0.45 

(0.32–0.66)

Overall  
survival

0.62 
(0.52–0.78)

2
1.29 

(1.10–1.50)
1.08 

(0.82–1.44)
1.30 

(1.06–1.55)
0.93 

(0.70–1.20)
0.79 

(0.61–0.99)
0.78 

(0.58–1.02)
0.73 

(0.52–1.02)

0.79 
(0.59–1.07)

1.27 
(0.99–1.59)

3
0.84 

(0.61–1.17)
1.01 

(0.78–1.27)
0.73 

(0.53–0.97)
0.61 

(0.45–0.80)
0.61 

(0.43–0.83)
0.57 

(0.39–0.82)

0.68 
(0.45–1.04)

1.00 
(0.71–1.64)

0.86 
(0.53–1.39)

4
1.20 

(0.85–1.65)
0.86 

(0.58–1.25)
0.73 

(0.49–1.04)
0.72 

(0.47–1.06)
0.67 

(0.43–1.05)

0.83 
(0.61–1.09)

1.34 
(0.97–1.69)

1.05 
(0.72–1.47)

1.22 
(0.74–1.95)

5
0.72 

(0.55–0.94)
0.61 

(0.48–0.77)
0.60 

(0.43–0.84)
0.56 

(0.39–0.85)

0.55 
(0.37–0.81)

0.89 
(0.59–1.24)

0.70 
(0.44–1.06)

0.81 
(0.47–1.37)

0.66 
(0.47–0.97)

6
0.85 

(0.63–1.12)
0.84 

(0.57–1.22)
0.78 

(0.52–1.22)

0.47 
(0.31–0.66)

0.75 
(0.51–1.01)

0.59 
(0.38–0.87)

0.69 
(0.40–1.13)

0.56 
(0.41–0.77)

0.85 
(0.57–1.21)

7
0.99 

(0.69–1.45)
0.92 

(0.62–1.43)

0.55 
(0.35–0.92)

0.89 
(0.57–1.38)

0.70 
(0.43–1.17)

0.82 
(0.45–1.53)

0.67 
(0.41–1.16)

1.00 
(0.58–1.82)

1.18 
(0.71–2.14)

8
0.93 

(0.61–1.47)

— — — — — — — — 9

aIn this table, the diagonal squares numbered 1–9 represent the nine treatment arms included in the OS and/or DFS networks. By crossing the row and the column of two treatment 
arms in the table, the reader will find the HR for the comparison of these two arms in the corresponding square. HRs were computed considering the hazard of the treatment arm 
assigned the higher number as the numerator and the hazard of the treatment arm assigned the lower number as the denominator (e.g., when comparing the treatment arms 1 and 
2; the reader must consider that it is the hazard of the arm 2 over the hazard of the arm 1).
bCrI that do not cross the non-significance threshold (value 1,0) are highlighted in red.
ARM 1, chemotherapy alone.a ARM 2, chemotherapy + trastuzumab 12 months. ARM 3, chemotherapy + trastuzumab ≤ 6 months. ARM 4, chemotherapy 
(taxane + carboplatin) + trastuzumab 12 months. ARM 5, chemotherapy + lapatinib 12 months. ARM 6, chemotherapy + trastuzumab 3 months  lapatinib 9 months (sequential 
to trastuzumab). ARM 7, chemotherapy + trastuzumab 12 months + lapatinib (concomitant with trastuzumab). ARM 8, chemotherapy + trastuzumab 12 months + pertuzumab 
(concomitant with trastuzumab). ARM 9, chemotherapy + trastuzumab 12 months  neratinib 12 months (sequential to trastuzumab).
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trastuzumab is probably the best treatment option for this out-
come, with 50.55% of posterior probability of this arm being the 
best one (Table 1). Most of the other findings observed at the OS 
network were confirmed in the DFS network.

DiSCUSSiON

It is well established that CT plus trastuzumab is the backbone for 
the adjuvant and neoadjuvant treatment of the HER2+ early and 
locally advanced breast cancer patients. This statement is based 
on a robust body of evidence that comes from several phase III 
randomized clinical trials and meta-analyses (34). However, 
uncertainties in the management of HER2+ breast cancer 
patients remain, such as the optimal chemotherapy regimen that  
should be administered with trastuzumab and the length of 
trastuzumab therapy, although the empiric 1-year duration is 
the standard of care. Recently, the FDA-approved dual block-
ade with trastuzumab plus pertuzumab as well as 1 year of 
neratinib after the completion of 1 year trastuzumab (11, 13). 
Additionally, different strategies to inhibit the HER2-pathway, 
such as those with pertuzumab, lapatinib, and neratinib, have 
already been tested creating multiple possible comparisons, 
which cannot be assessed by classical meta-analysis meth-
odology and have not been tested in proper head-to-head 
comparisons. The present work is the first to model HRs for 
time-to-event outcomes (OS and DFS) in unique mathemati-
cal models (Mixed Comparison Treatment network meta-
analysis—MTC) that include all the available evidence on this 
matter.

No inconsistencies were found in either of the networks, as 
presented in the Supplementary Material E. An additional finding 
that corroborates the robustness of the data presented here is that 
this analysis identified a HR of 0.62 (95% CrI:0.52–0.78) for the 
comparison between chemotherapy alone versus chemotherapy 
plus one year of trastuzumab, which is very close to the results 
found in a Cochrane meta-analysis (0.66; 95% CI 0.57–0.77) 
(33). The slightly better results observed in the present analysis 
can be explained by the fact that all patients in this comparison 
used 1  year of trastuzumab, while the Cochrane meta-analysis 
considered together patients that received trastuzumab for 1 year 
and for less than 6 months (33).

The concept of the dual blockade was proven in this analysis. 
In the OS network, regimens containing CT plus trastuzumab 
and lapatinib were probably the best treatment options in this 
scenario, followed by CT plus trastuzumab and pertuzumab, 
with posterior probabilities of these regimes being the best of 
62.47 and 22.06%, respectively. Questions still remain on this 
subject, because OS has not yet been published for neratinib and 
is not yet fully mature for the adjuvant pertuzumab study, the 
Aphinity Trial. However, these results are robust in showing the 
benefit of the dual blockade for early breast cancer patients. This 
finding might seem somehow unexpected given the negative OS 
results of the ALTTO trial. However, one should note that sample 
size for this trial was calculated for DFS and the number of events 
are lower than expected by the inclusion of low risk patients (40% 
node-negative and 40% small tumors) (555 DFS events instead of 
the 850 expected events in the first report) (35, 36). The mature 

OS results of the trials studying trastuzumab plus pertuzumab 
are expected in the future and may help further supporting dual 
anti-HER2 blockade in women with curable HER2+ breast 
cancer.

The positive results of the dual blockade were also confirmed 
in the DFS network analysis. However, it is important to note that 
this network counted with an extra arm of sequential neratinib 
after the standard CT + T from the ExteNET trial and that this 
arm was probably the best one for this outcome. After this analysis, 
CT associated with 12 months of trastuzumab might still be the 
standard treatment for HER2 + early or locally advanced breast 
cancer patients, though there is a strong suggestion that dual 
blockade is superior and pertuzumab and neratinib have been 
approved by the FDA in the adjuvant setting. Despite the negative 
results of the ALTTO trial, the point estimate in this randomized 
clinical trial showed benefit and, as discussed before, there might 
be some conservative bias in the analysis of the results.

CONCLUSiON

In the era of personalized medicine, HER2-positive breast cancer 
turned to be a curable disease with multiple effective treatment 
options creating an urgent need for more comprehensive meth-
ods for data analysis and biomarkers to select the right treatment 
for the right patient. This network meta-analysis suggests that 
combining trastuzumab with either lapatinib or pertuzumab 
is probably the best strategy in terms of OS gain in this clini-
cal scenario. However, at this moment, only the combination 
of trastuzumab and pertuzumab as adjuvant treatment has 
been FDA approved. Mature OS results are still expected for 
the Aphinity trial and for the sequential use of trastuzumab  
followed by neratinib (the treatment strategy that have shown the 
best results in terms of DFS in our analysis). As evidence-based 
medicine evolves, analyses from complex networks of trials must 
be combined with the patient’s individual risk of recurrence, 
safety profile, and patient’s preferences to support choices in an 
evidence-based clinical practice.

AUTHOR CONTRiBUTiONS

Study conception and design, data interpretation, and manuscript 
writing and reviewing: MD, CP, PZ, CB, HC, JD, PG, BB, DF, RG, 
PF, CA, TR, EA, and OO. Literature review: MD, CP, PZ, CB, BB, 
RG, PF, CA, and EA. Data extraction: MD, PF, and CA. Statistical 
analysis: MD, PZ, HC, and JD.

FUNDiNG

MD received scholarship funding as a University of Chicago 
Global Health Fellow from the Brazilian National Council 
of Scientific and Technological Development (CNPq). Grant 
#240797/2012-4. PG is supported in part by the Avon Breast 
Cancer Crusade. OO is an American Cancer Society Clinical 
Research Professor and a Susan G Komen Scholar. This work 
was in part supported by the American Cancer Society CRP-
15-100-06 (OIO), National Cancer Institute P50CA125183, and 
Susan G. Komen for the Cure SAC110026 (OIO). The funding 

https://www.frontiersin.org/Oncology/
https://www.frontiersin.org
https://www.frontiersin.org/oncology/archive


7

Debiasi et al. Anti-HER2 Therapies: Network Meta-Analysis

Frontiers in Oncology | www.frontiersin.org May 2018 | Volume 8 | Article 156

agencies have no involvement in the study design, data collec-
tion, analysis, interpretation of data, writing of the manuscript, 
or decision to submit the manuscript for publication. None 
of the funding sources had any access to data or interfered on 
manuscript writing or decision of publishing.

SUPPLeMeNTARY MATeRiAL

The Supplementary Material for this article can be found online 
at https://www.frontiersin.org/articles/10.3389/fonc.2018.00156/
full#supplementary-material.

ReFeReNCeS

1. Global Burden of Disease Cancer Collaboration, Fitzmaurice C, Allen C, 
Barber RM, Barregard L, Bhutta ZA, et  al. Global, regional, and national 
cancer incidence, mortality, years of life lost, years lived with disability, 
and disability-adjusted life-years for 32 cancer groups, 1990 to 2015: a sys-
tematic analysis for the global burden of disease study. JAMA Oncol (2016) 
3(4):524–48. doi:10.1001/jamaoncol.2016.5688 

2. Owens M, Horten B, Da Silva M. HER2 amplification ratios by fluorescence 
in situ hybridization and correlation with immunohistochemistry in a cohort 
of 6556 breast cancer tissues. Clin Breast Cancer (2004) 5:63–9. doi:10.3816/
CBC.2004.n.011 

3. Ross J, Slodkowska E, Symmans W, Pusztai L, Ravdin P, Hortobagyi G. The 
HER-2 receptor and breast cancer: ten years of targeted anti–HER-2 therapy 
and personalized medicine. Oncologist (2009) 14:320–68. doi:10.1634/
theoncologist.2008-0230 

4. Slamon D, Clark G, Wong S, Levin W, Ullrich A, McGuire W. Human breast 
cancer: correlation of relapse and survival with amplification of the HER-2/
neu oncogene. Science (1987) 235:177–82. doi:10.1126/science.3798106 

5. Slamon D, Godolphin W, Jones L, Holt J, Wong S, Keith D, et al. Studies of 
the HER-2/neu proto-oncogene in human breast and ovarian cancer. Science 
(1989) 244:707–12. doi:10.1126/science.2470152 

6. Wolff A, Hammond M, Schwartz J, Hagerty L, Allred D, Cote R, et  al. 
American society of clinical oncology/college of American pathologists  
guideline recommendations for human epidermal growth factor receptor 2  
testing in breast cancer. J Clin Oncol (2007) 25:118–45. doi:10.1200/JCO. 
2006.09.2775 

7. Yarden Y, Sliwkowski MX. Untangling the ErbB signalling network. Nat Rev 
Mol Cell Biol (2001) 2:127–37. doi:10.1038/35052073 

8. Yaziji H, Goldstein L, Barry T, Werling R, Hwang H, Ellis G, et  al. HER-2 
testing in breast cancer using parallel tissue-based methods. JAMA (2004) 
291:1972–7. doi:10.1001/jama.291.16.1972 

9. National Comprehensive Cancer Network. Clinical Practice Guidelines in 
Oncology (NCCN Guidelines®): Breast Cancer. Version 1. (2018). Available from:  
https://www.nccn.org/professionals/physician_gls/pdf/breast.pdf. Details: BINV- 
k: 1-5

10. 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:v8–30. doi:10.1093/annonc/
mdv298 

11. von Minckwitz G, Procter M, de Azambuja E, Zardavas D, Benyunes M, Viale G,  
et al. Adjuvant pertuzumab and trastuzumab in early HER2-positive breast 
cancer. N Engl J Med (2017) 377:122–31. doi:10.1056/NEJMoa1703643 

12. Gianni L, Dafni U, Gelber RD, Azambuja E, Muehlbauer S, Goldhirsch A, 
et  al. Treatment with trastuzumab for 1 year after adjuvant chemotherapy 
in patients with HER2-positive early breast cancer: a 4-year follow-up of a 
randomised controlled trial. Lancet Oncol (2011) 12:236–44. doi:10.1016/
S1470-2045(11)70033-X 

13. Martin M, Holmes FA, Ejlertsen B, Delaloge S, Moy B, Iwata H, et  al. 
Neratinib after trastuzumab-based adjuvant therapy in HER2-positive breast 
cancer (ExteNET): 5-year analysis of a randomised, double-blind, place-
bo-controlled, phase 3 trial. Lancet Oncol (2017) 18:1688–700. doi:10.1016/
S1470-2045(17)30717-9 

14. Austin C, De Mazière A, Pisacane P, van Dijk S, Eigenbrot C, Sliwkowski M,  
et al. Endocytosis and sorting of ErbB2 and the site of action of cancer thera-
peutics trastuzumab and geldanamycin. Mol Biol Cell (2004) 15:5268–82. 
doi:10.1091/mbc.E04-07-0591 

15. Bachman K, Argani P, Samuels Y, Silliman N, Ptak J, Szabo S, et  al. The 
PIK3CA gene is mutated with high frequency in human breast cancers. Cancer 
Biol Ther (2004) 3:722–5. doi:10.4161/cbt.3.8.994 

16. Bedolis R, Takahashi T, Ueno N, Hung M, Esteva F. P27kip1 down-regulation 
is associated with trastuzumab resistance in breast cancer cells. Cancer Res 
(2004) 64:3981–6. doi:10.1158/0008-5472.CAN-03-3900 

17. Diermeier S, Horváth G, Knuechel-Clarke R, Hofstaedter F, Szöllősi J, 
Brockhoff G. Epidermal growth factor receptor coexpression modulates 
susceptibility to herceptin in HER2/neu overexpressing breast cancer cells 
via specific erbB-receptor interaction and activation. Exp Cell Res (2005) 
304:604–19. doi:10.1016/j.yexcr.2004.12.008 

18. Gallardo A, Lerma E, Escuin D, Tibau A, Muñoz J, Ojeda B, et al. Increased 
signalling of EGFR and IGF1R, and deregulation of PTEN/PI3K/Akt path-
way are related with trastuzumab resistance in HER2 breast carcinomas. Br 
J Cancer (2012) 106:1367–73. doi:10.1038/bjc.2012.85 

19. Lu Y, Zi X, Zhao Y, Mascarenhas D, Pollak M. Insulin-like growth factor-i 
receptor signaling and resistance to trastuzumab (herceptin). J Natl Cancer 
Inst (2001) 93:1852–7. doi:10.1093/jnci/93.24.1852 

20. Nagy P, Friedländer E, Tanner M, Kapanen A, Carraway K, Isola J, et  al. 
Decreased accessibility and lack of activation of ErbB2 in JIMT-1, a herce-
ptin-resistant, MUC4-expressing breast cancer cell line. Cancer Res (2005) 
65:473–82. 

21. Lumley T. Network meta-analysis for indirect treatment comparisons. Stat 
Med (2002) 21:2313–24. doi:10.1002/sim.1201 

22. Lu G, Ades A. Combination of direct and indirect evidence in mixed treatment 
comparisons. Stat Med (2004) 232:3105–24. doi:10.1002/sim.1875 

23. Hoaglin D, Hawkins N, Jansen J, Scott D, Itzler R, Cappelleri J, et al. Conducting 
indirect-treatment-comparison and network-meta-analysis studies: report 
of the ISPOR task force on indirect treatment comparisons good research 
practices: part 2. Value Health (2011) 14:429–37. doi:10.1016/j.jval.2011. 
01.011 

24. Higgins JPT, Altman DG, Sterne JAC. Assessing risk of bias in included 
studies. In: Higgins JPT, Churchill R, Chandler J, Cumpston MS, editors. 
Cochrane Handbook for Systematic Reviews of Interventions Version 5.1.0 
(Updated March 2011). London: Cochrane (2011).

25. Dias S, Welton N, Sutton A, Ades A. NICE DSU Technical Support Document 
2: A Generalised Linear Modelling Framework for Pairwise and Network Meta-
Analysis of Randomised Controlled Trials. Available from: http://www.nicedsu.
org.uk (Accessed: December 23, 2013).

26. Higgins J, Jackson D, Barrett J, Lu G, Adesc A, Whitea I. Consistency and 
inconsistency in network meta-analysis: concepts and models for multi-arm 
studies. Res Synth Methods (2012) 3:98–110. doi:10.1002/jrsm.1044 

27. Dias S, Welton N, Sutton A, Caldwell D, Lu G, Ades A. Evidence synthesis for 
decision making 4: inconsistency in networks of evidence based on random-
ized controlled trials. Med Decis Making (2013) 33:641–56. doi:10.1177/0272
989X12455847 

28. Caldwell DM, Welton NJ, Ades AE. Mixed treatment comparison analysis 
provides internally coherent treatment effect estimates based on overviews 
of reviews and can reveal inconsistency. J Clin Epidemiol (2010) 63:875–82. 
doi:10.1016/j.jclinepi.2009.08.025 

29. Dias S, Welton N, Caldwell D, Ades A. Checking consistency in mixed treat-
ment comparison meta-analysis. Stat Med (2010) 29:932–44. doi:10.1002/
sim.3767 

30. Bucher HC, Guyatt GH, Griffith LE, Walter SD. The results of direct and 
indirect treatment comparisons in meta-analysis of randomized controlled 
trials. J Clin Epidemiol (1997) 50:683–91. doi:10.1016/S0895-4356(97) 
00049-8 

31. Mills E, Thorlund K, Ioannidis J. Demystifying trial networks and network 
meta-analysis. BMJ (2013) 346:2914. doi:10.1136/bmj.f2914 

32. Chan A, Delaloge S, Holmes FA, Moy B, Iwata H, Harvey V, et al. Neratinib 
after adjuvant chemotherapy and trastuzumab in HER2-positive early 
breast cancer: primary analysis at 2 years of a phase 3 randomized, placebo- 
controlled trial (ExteNET). J Clin Oncol (2015) 33(Suppl):abstr 508. 

https://www.frontiersin.org/Oncology/
https://www.frontiersin.org
https://www.frontiersin.org/oncology/archive
https://www.frontiersin.org/articles/10.3389/fonc.2018.00156/full#supplementary-material
https://www.frontiersin.org/articles/10.3389/fonc.2018.00156/full#supplementary-material
https://doi.org/10.1001/jamaoncol.2016.5688
https://doi.org/10.3816/CBC.2004.n.011
https://doi.org/10.3816/CBC.2004.n.011
https://doi.org/10.1634/theoncologist.2008-0230
https://doi.org/10.1634/theoncologist.2008-0230
https://doi.org/10.1126/science.3798106
https://doi.org/10.1126/science.2470152
https://doi.org/10.1200/JCO.2006.09.2775
https://doi.org/10.1200/JCO.2006.09.2775
https://doi.org/10.1038/35052073
https://doi.org/10.1001/jama.291.16.1972
https://www.nccn.org/professionals/physician_gls/pdf/breast.pdf
https://doi.org/10.1093/annonc/mdv298
https://doi.org/10.1093/annonc/mdv298
https://doi.org/10.1056/NEJMoa1703643
https://doi.org/10.1016/S1470-2045(11)70033-X
https://doi.org/10.1016/S1470-2045(11)70033-X
https://doi.org/10.1016/S1470-2045(17)30717-9
https://doi.org/10.1016/S1470-2045(17)30717-9
https://doi.org/10.1091/mbc.E04-07-0591
https://doi.org/10.4161/cbt.3.8.994
https://doi.org/10.1158/0008-5472.CAN-03-3900
https://doi.org/10.1016/j.yexcr.2004.12.008
https://doi.org/10.1038/bjc.2012.85
https://doi.org/10.1093/jnci/93.24.1852
https://doi.org/10.1002/sim.1201
https://doi.org/10.1002/sim.1875
https://doi.org/10.1016/j.jval.2011.01.011
https://doi.org/10.1016/j.jval.2011.01.011
http://www.nicedsu.org.uk
http://www.nicedsu.org.uk
https://doi.org/10.1002/jrsm.1044
https://doi.org/10.1177/0272989X12455847
https://doi.org/10.1177/0272989X12455847
https://doi.org/10.1016/j.jclinepi.2009.08.025
https://doi.org/10.1002/sim.3767
https://doi.org/10.1002/sim.3767
https://doi.org/10.1016/S0895-4356(97)
00049-8
https://doi.org/10.1016/S0895-4356(97)
00049-8
https://doi.org/10.1136/bmj.f2914


8

Debiasi et al. Anti-HER2 Therapies: Network Meta-Analysis

Frontiers in Oncology | www.frontiersin.org May 2018 | Volume 8 | Article 156

33. Gianni L, Pienkowski T, Im Y-H, Tseng L-M, Liu M-C, Lluch A, et al. 5-year 
analysis of neoadjuvant pertuzumab and trastuzumab in patients with 
locally advanced, inflammatory, or early-stage HER2-positive breast cancer 
(NeoSphere): a multicentre, open-label, phase 2 randomised trial. Lancet 
Oncol (2016) 17:791–800. doi:10.1016/S1470-2045(16)00163-7 

34. Moja L, Tagliabue L, Balduzzi S, Parmelli E, Pistotti V, Guarneri V, et  al. 
Trastuzumab containing regimens for early breast cancer (Review). Cochrane 
Library (2012) (4):CD006243. doi:10.1002/14651858.CD006243.pub2

35. DeMichele A, Yee D, Berry DA, Albain KS, Benz CC, Boughey J, et  al. 
The neoadjuvant model is still the future for drug development in breast 
cancer. Clin Cancer Res (2015) 21:2911–5. doi:10.1158/1078-0432.CCR- 
14-1760 

36. Berry D. Don Berry: In NeoALTTO & ALTTO Trials, Neoadjuvant Response 
Predicts Adjuvant. (2014). Available from: http://cancerletter.com/arti-
cles/20140711_2/ (Accessed: January 7, 2016).

Conflict of Interest Statement: MD, ROCHE: honoraria, LIBBS: honoraria. 
CP, PFIZER: research funding, NOVARTIS: honoraria. PZ, no conflicts of 
interest to declare. CB, NOVARTIS, ROCHE/GENENTECH, PFIZER, GSK, 
SANOFI, BOEHRINGER INGELHEIM, and EISAI: honoraria; BOEHRINGER 
INGELHEIM, NOVARTIS, ROCHE/GENENTECH, ASTELLAS PHARMA, GSK, 
EISAI, and PFIZER: consulting or advisory role; PFIZER, NOVARTIS, AMGEN, 

ASTRAZENECA, BOEHRINGER INGELHEIM, GSK ROCHE/GENENTECH, 
LILLY, SANOFI, TAIHO PHARMACEUTICAL, MYLAN, MERIMACK, 
MERCK, ABBVIE, ASTELLAS, BIOMARIN, BMS, DAIICHI SANKYO, 
ABRAXIS BIOSCIENCE, AB SCIENCE, ASANA BIOSCIENCES, MEDIVATION, 
EXELIXIS, IMCLONE SYSTEMS, LEO PHARMA, and MILLENIUM: research 
funding. HC, no conflicts of interest to declare. JD, no conflicts of interest to 
declare. PG, no conflicts of interest to declare. BB, no conflicts of interest to 
declare. DF, AMGEN, JANSEN: consulting or advisory role, AMGEN: funding for 
research, AMGEN: travel and accommodations. RG, ASTRAZENECA, MERCK: 
honoraria. PF, no conflicts of interest to declare. CA, no conflicts of interest to 
declare. TR, no conflicts of interest to declare. EA, ROCHE: honoraria; ROCHE: 
consulting or advisory board; ROCHE: research funding; ROCHE, GSK: travel and 
accommodations. OO, no conflicts of interest to declare.

Copyright © 2018 Debiasi, Polanczyk, Ziegelmann, Barrios, Cao, Dignam, Goss, 
Bychkovsky, Finkelstein, Guindalini, Filho, Albuquerque, Reinert, de Azambuja and 
Olopade. This is an open-access article distributed under the terms of the Creative 
Commons Attribution License (CC BY). The use, distribution or reproduction in 
other forums is permitted, provided the original author(s) and the copyright owner 
are credited and that the original publication in this journal is cited, in accordance 
with accepted academic practice. No use, distribution or reproduction is permitted 
which does not comply with these terms.

https://www.frontiersin.org/Oncology/
https://www.frontiersin.org
https://www.frontiersin.org/oncology/archive
https://doi.org/10.1016/S1470-2045(16)00163-7
https://doi.org/10.1002/14651858.CD006243.pub2
https://doi.org/10.1158/1078-0432.CCR-14-1760
https://doi.org/10.1158/1078-0432.CCR-14-1760
http://cancerletter.com/articles/20140711_2/
http://cancerletter.com/articles/20140711_2/
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/

	Efficacy of Anti-HER2 Agents in Combination With Adjuvant or Neoadjuvant Chemotherapy for Early and Locally Advanced HER2-Positive Breast Cancer Patients: A Network Meta-Analysis
	Introduction
	Materials and Methods
	Search Strategy
	Selection Criteria
	Data Extraction
	Definition of Treatment Arms
	Definition of Outcomes
	Statistical Methods

	Results
	Overall Survival Network
	DFS Network

	Discussion
	Conclusion
	Author Contributions
	Funding
	Supplementary Material
	References


