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ABSTRACT

A review of the literature revealed 32 relevant studies that
investigated the concordance of the hormone receptors (ER and/or PR)
and HER2 after NAC with or without trastuzumab. Discordance of the
hormone receptor status was reported in four out of eight studies in 8-33%
of the patients. About half of the studies that tested the ER and PR
receptor status separately reported discordances of 2.5-17% and 5.9-
51.7% respectively. Studies that concluded that ER and/or PR receptor
remained stable after NAC were performed with evidently lower number
of patients compared to studies that reported a change. Good concordance
of the HER2 amplification tested with FISH was reported, although the
HER2 expression measured with immunohistochemistry was more
discordant. A switch to a negative HER2 receptor in up to 43% of the
patients was reported when NAC was combined with trastuzumab.

The timing of the surgical resection of a breast cancer relative to
the chemotherapy regimen needed to minimize metastatic recurrence
depends upon the disease presentation and input from the patient. A
reasonable, clear indication for neoadjuvant chemotherapy is the need to
reduce tumor size in an effort to provide breast conservation as an option.
A typical patient for this would be a woman with small to medium breast
size with a relatively large cancer who would prefer breast conservation as
an option. This down staging of tumor size to avoid a mastectomy has
been well documented with long-term loco-regional recurrence and
survival rates being similar to traditional adjuvant chemotherapy
treatment.

Keywords: Vascular Endothelial Growth Factor - Unio Internationalis
Contra Cancrum - Tumor Node Metastatsis



CIntroduction &

INTRODUCTION

[n 2015, an estimated 231, 840 new cases of invasive breast
cancer would be diagnosed among women, as well as an
estimated 60, 290 additional cases of in situ breast cancer. In
2015, approximately 40, 290 women were expected to die from
breast cancer. Only lung cancer accounts for more cancer
deaths in women. In 2015, about 2.350 men were diagnosed
with breast cancer and 440 men would die from the disease
(Area, 2015).

In Egypt, the estimated incidence rates of breast cancer
among females in Lower, Middle, Upper Egypt are 33.8 %,
26.8 %, 38.7 % respectively (Amal et al., 2014).

Various risk factors, for example, increasing age, early
menarche, late menopause, nulliparity or first child birth after
the age of 30 years, lack of breastfeeding, sedentary lifestyle,
etc., have been proposed (Aich et al. 2016).

Hereditary Breast cancer, which is usually caused by a
mutation in BRCAL and BRCAZ2 genes, is responsible for 5%
To 10% of all these cancer cases as well as 10% To 15% of
ovarian cancer cases. This Type of breast cancer follows
autosomal dominant pattern inheritance and tends to occur as
an early onset, high intensity, and bilateral form of the disease
(Mehrguo and Akouchekian, 2016).




CIntroduction &

Most of the breast malignancies are adenocarcinomas,
which constitute more than 95% of breast cancers. Invasive
ductal carcinoma (IDC) is the most common form of invasive
breast cancer. It accounts for 55% of breast cancer incidence
upon diagnosis. Breast carcinomas arise from the same segment
of the terminal duct lobular unit (TDLU). The typing of
invasive breast carcinoma and its histological variants is well
established. In general, breast carcinoma is divided into ductal
carcinoma in situ (DCIS) and IDC. DCIS is a noninvasive
potentially malignant intraductal proliferation of epithelial cells
that is confined to the ducts and lobules. Invasive or infiltrative
carcinoma refers to malignant abnormal proliferation of
neoplastic cells in the breast tissue, which has penetrated
through the duct wall into stroma. Invasive carcinoma and
carcinoma in situ were classified as ductal and lobular based on
the site from which the tumor originated. Cancers originating
from the ducts are known as ductal carcinomas, while those
originating from the lobules are known as lobular carcinomas.
However, it is now found that this sort of tumor growth
variation is not related to the site or the cell of origin, but there
could be differences in tumor cell biology: whether the tumor
cells express E-cadherin or not (Makki, 2015).

Classical immunohistochemistry (IHC) markers such as
ER, PR and HERZ2, together with traditional clinicopathological
variables including, e.g., tumor size, tumor grade and nodal
involvement, are conventionally used for patient prognosis and
management (Dai et al., 2015).




