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Abstract

Background—NSABP B-40 was a 3 x 2 factorial trial testing whether adding capecitabine or
gemcitabine to docetaxel followed by doxorubicin plus cyclophosphamide neoadjuvant
chemotherapy would improve outcomes in women with operable, HER2-negative breast cancer
and whether adding neoadjuvant plus adjuvant bevacizumab to neoadjuvant chemotherapy
regimens would also improve outcomes. As reported previously, addition of neoadjuvant
bevacizumab increased the proportion of patients achieving a pathological complete response,
which was the primary endpoint. We present secondary patient outcomes, including disease-free
survival, a specified endpoint by protocol, and data for distant recurrence-free interval, and overall
survival, which were not prespecified endpoints but were collected prospectively.

Methods—In this randomised controlled trial (NSABP B-40), we enrolled women aged 18 years
or older, with operable, HER2-non-amplified invasive adenocarcinoma of the breast, 2 cm or
greater in diameter by palpation, clinical stage T1c—3, cNO, cN1, or cN2a, without metastatic
disease and diagnosed by core needle biopsy. Patients received one of three docetaxel-based
neoadjuvant regimens for four cycles: docetaxel alone (100 mg/m?2) with addition of capecitabine
(825 mg/m? oral twice daily days 1-14, 75 mg/m? docetaxel) or with addition of gemcitabine
(1000 mg/m? days 1 and 8 intravenously, 75 mg/m? docetaxel), all followed by neoadjuvant
doxorubicin and cyclophosphamide (60 mg/m?2 and 600 mg/m? intravenously) every 3 weeks for
four cycles. Those randomly assigned to bevacizumab groups were to receive bevacizumab (15
mg/kg, every 3 weeks for six cycles) with neoadjuvant chemotherapy and postoperatively for ten
doses. Randomisation was done (1:1:1:1:1:1) via a biased-coin minimisation procedure to balance
the characteristics with respect to clinical nodal status, clinical tumour size, hormone receptor
status, and age. Intent-to-treat analyses were done for disease-free survival and overall survival.
This study is registered with ClinicalTrials.gov, number NCT00408408.

Findings—Between Jan 5, 2007, and June 30, 2010, 1206 patients were enrolled in the study.
Follow-up data were collected from Oct 31, 2007 to March 27, 2014, and were available for
overall survival in 1186 patients, disease-free survival in 1184, and distant recurrence-free interval
in 1181. Neither capecitabine nor gemcitabine increased disease-free survival or overall survival.
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Median follow-up was 4.7 years (IQR 4.0-5.2). The addition of bevacizumab significantly
increased overall survival (hazard ratio 0.65 [95% CI 0.49-0.88]; p=0.004) but did not
significantly increase disease-free survival (0.80 [0.63-1.01]; p=0.06). Four deaths occurred on
treatment due to vascular disorder (docetaxel plus capecitabine followed by doxorubicin plus
cyclophosphamide group), sudden death (docetaxel plus capecitabine followed by doxorubicin
plus cyclophosphamide group), infective endocarditis (docetaxel plus bevacizumab followed by
doxorubicin plus cyclophosphamide and bevacizumab group), and visceral arterial ischaemia
(docetaxel followed by doxorubicin plus cyclophosphamide group). The most common grade 3—-4
adverse events in the bevacizumab group were neutropenia (grade 3, 99 [17%]; grade 4, 37 [6%)]),
hand-foot syndrome (grade 3, 63 [11%]), and hypertension (grade 3, 60 [10%]; grade 4, two
[<1%]) and in the non-bevacizumab group were neutropenia (grade 3, 98 [16%]; grade 4, 36
[6%]), fatigue (grade 3, 53 [9%]), and hand-foot syndrome (grade 3, 43 [7%]).

Interpretation—The addition of gemcitabine or capecitabine to neoadjuvant docetaxel plus
doxorubicin plus cyclophosphamide does not seem to provide any benefit to patients with operable
breast cancer, and should not change clinical practice in the short term. The improved overall
survival with bevacizumab contradicts the findings of other studies of bevacizumab in breast
cancer and may indicate the need for additional investigation of this agent.

Funding—National Institutes of Health, Genentech, Roche Laboratories, Lilly Research
Laboratories, and Precision Therapeutics.

Introduction

The National Surgical Adjuvant Breast and Bowel Project (NSABP; now part of NRG
Oncology), undertook the B-40 trial with primary objectives of determining whether the
addition of the gemcitabine or capecitabine, and the addition of bevacizumab to standard
neoadjuvant chemotherapy would increase the proportion of women with operable breast
cancer achieving a pathological complete response? (the trial’s primary endpoint). We
reported previously that addition of neoadjuvant bevacizumab increased the proportion of
women achieving pathological complete responses, particularly for hormone-receptor-
positive tumours.! Neoadjuvant chemotherapy is now used not only for locally advanced
disease but also for earlier-stage cancers.2= Increases in the proportion of women achieving
pathological complete responses with new drugs in the neoadjuvant chemotherapy setting
could be predictive of benefit in the adjuvant setting.#6-13 Indeed, the US Food and Drug
Administration recently established a pathway of accelerated approval of drugs for breast
cancer treatment in the neoadjuvant setting based on improvements in pathological complete
responses. 1415

The requirement for neovascularisation for cancer micrometastases to become clinically
detectable was described more than 40 years ago,1 and is considered a hallmark of
cancer.1” Prognosis in early breast cancer is inversely related to angiogenesis in the primary
tumour.16:18 paradoxically, primary tumours can also secrete anti-angiogenic factors,19-24
which could account for the rapid growth of metastases after removal of primary tumours in
animal models.21-23.25
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In 1993, an anti-VEGF antibody was shown to reduce the density of blood vessels in
tumours and to inhibit growth of tumours in mice.26 Bevacizumab is a humanised
monoclonal antibody that binds VEGF isoform A and inhibits angiogenesis.2” Addition of
bevacizumab to chemotherapy for breast cancer has resulted in increases in the proportion of
women who achieve complete responses in the neoadjuvant setting and improved
progression-free survival for women with metastatic breast cancer, but no trials have shown
significant improvement in overall survival.28-33 Unlike other studies in early breast cancer
in which bevacizumab was used exclusively for either neoadjuvant or adjuvant
treatment,31-36 women in the B-40 trial randomly assigned to receive neoadjuvant
bevacizumab were also to receive ten doses of adjuvant bevacizumab after surgery. Detailed
rationale, methods, response rates, and toxicities have been reported previously.! Here, we
present secondary patient outcomes, including disease-free survival, a specified endpoint by
protocol, and data for distant recurrence-free interval, and overall survival, which were not
prespecified endpoints, but for which data were collected prospectively.

Study design and participants

In this randomised controlled trial, we enrolled women aged 18 years and older, with
operable, HER2-non-amplified invasive adenocarcinoma of the breast, 2 cm or greater in
diameter by palpation, clinical stage T1c-3, cNO, cN1, or cN2a, without metastatic disease
(MO0), and diagnosed by core needle biopsy. ECOG performance status of 0 or 1 and
adequate cardiac, hepatic, and renal function were required. In addition to adequate baseline
left ventricular function assessment and electrocardiogram, potential patients were required
to have an absolute neutrophil count of 1.2 x 109 cells per L or greater, platelet count 100 x
109 platelets per L or greater, haemoglobin 10 g/dL or greater, total bilirubin upper limit of
normal (ULN) or less for the laboratory, serum creatinine ULN or less for the laboratory,
creatinine clearance greater than 50 mL per min, and urine protein:urine creatinine ratio 1.0
or less. Patients with other malignancies, unless considered to be disease-free for 5 years or
more, with cardiac disease, history of transient ischaemic attack or cerebrovascular accident,
other arterial thrombotic event within 12 months, symptomatic peripheral vascular disease,
non-traumatic bleeding within 6 months, non-healing wounds or fractures, gastroduodenal
ulcers, recent invasive procedures, known bleeding diathesis or coagulopathy, neuropathy
grade 2 or greater, any condition that would preclude treatment with the regimens in the
protocol or corticosteroids, pregnancy or lactation, were not eligible. The protocol
recommended that any patient with a life expectancy less than 10 years, excluding her
diagnosis of breast cancer, should not be enrolled. Patients could not have received previous
treatment for breast cancer, with the only exception being hormonal therapy, which could
have been given for up to a total of 28 days any time after diagnosis and before study entry.
In such a case, hormonal therapy must have been stopped at or before randomisation and
was to be restarted, if indicated, after surgery.

The NSABP B-40 study protocol was approved by the National Cancer Institute’s central
international review board (IRB) and local human investigations committees or IRBs at each
participating site with assurances approved by the US Department of Health and Human
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Services. Written informed consent was obtained from all participants. Patients could stop
study therapy or withdraw from the study at any time. The investigator could require a
patient to discontinue study therapy if any of the following occurred: the patient developed a
serious side-effect that she could not tolerate or that could not be controlled with other
drugs; the patient’s health got worse; the patient was unable to meet the study requirements;
or, new information about the study drugs or other treatments for breast cancer became
available.

Randomisation and masking

Procedures

Patients were randomly assigned to treatment groups (1:1:1:1:1:1). A biased-coin
minimisation procedure was implemented for the randomisation to balance the
characteristics with respect to the following factors: clinical nodal status (negative vs
positive), clinical tumour size (2.0-4.0 cm vs >4.0 cm), hormone receptor status (ER-
positive or PgR-positive, or both vs ER-negative and PgR-negative), and age (<50 years vs
>50 years).3” Treatment assignment was done via an online program maintained by the
NSABP Biostatistical Center and neither the patient nor the participating site could know the
next assignment in the sequence. Neither patients nor treating physicians were masked as to
treatment assignment. Histological tumour grade (low, intermediate, or high) was assessed
from the diagnostic core needle biopsy sample.

Women were randomly assigned to neoadjuvant chemotherapy with four cycles of docetaxel
(100 mg/m? intravenously on day 1) every 3 weeks followed by four cycles of doxorubicin
and cyclophosphamide (60 mg/m2 and 600 mg/m? intravenously, respectively) every 3
weeks (T—AC); capecitabine (825 mg/m? oral twice daily on days 1-14) added to docetaxel
(75 mg/m? intravenously, day 1), followed by doxorubicin and cyclophosphamide (60 and
600 mg/m? intravenously) every 3 weeks (TX—AC); or gemcitabine (1000 mg/m?
intravenously, days 1 and 8) added to docetaxel (75 mg/m? intravenously, day 1) followed
by doxorubicin and cyclophosphamide (60 and 600 mg/m? intravenously) every 3 weeks
(TG—AC,; figure 1). The taxane portions of the neoadjuvant chemotherapy regimen were
given first to allow four cycles of the taxane with capecitabine or gemcitabine with or
without bevacizumab to be completed without having to give bevacizumab closer than 6
weeks to surgery. The taxane first version of AC plus taxane has been used in other centres
with results similar to giving the AC first.11 Patients were also randomly assigned to receive
either no bevacizumab or bevacizumab (15 mg/kg intravenously every 3 weeks) with each
of the first six cycles of chemotherapy and for ten additional doses postoperatively. Left
ventricular ejection fraction was required to be assessed by multigated acquisition scan or
echocardiogram before study entry and before surgery in all patients; and at 18 months after
study entry for all patients who received bevacizumab. Other details can be found in our
previous publication of the response data, and further details of protocol-specified dose
reductions, laboratory monitoring, and radiographic assessments are provided in appendix
pp 2-21. Information about post-operative hormonal therapy was collected from hormone
receptor-positive patients after they received 5 years of hormonal therapy.
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The primary protocol-specified endpoint was pathological complete response of the primary
tumour in the breast, defined as no histological evidence of invasive tumour cells in the
breast specimen removed at surgery. The primary endpoint (pathological complete response)
was not centrally reviewed. Specified secondary endpoints included treatment effects on
toxicity, cardiac function, surgical complications, and disease-free survival. Grades 2-5, but
not grade 1, adverse events were collected prospectively. The main endpoints reported here
are disease-free survival, defined as time from randomisation to disease recurrence or death,
overall survival, defined as time from randomisation to death, and distant recurrence-free
interval, defined as time from randomisation to distant recurrence, although the latter two
were not prespecified in the protocol. However, data for survival were prospectively
collected to allow for analysis of overall survival as well as disease-free survival; the follow-
up forms prospectively collected information for cause of death. The decision to analyse
distant recurrence-free interval was made after it was noted that distant metastases
accounted for most of the difference in first events between the bevacizumab groups and the
control groups, and is exploratory in nature. Events for disease-free survival include local
recurrences in the chest wall or breast, regional recurrence, distant recurrence, contralateral
breast cancer, second primary cancer (other than squamous or basal cell carcinoma of the
skin, melanoma in situ, carcinoma in situ of the cervix, colon carcinoma in situ, or lobular
carcinoma in situ of the breast), and death from any cause before recurrence. Events for
overall survival include death from any cause. Events for distant recurrence-free interval
include distant metastasis. Death without breast cancer is censored for distant recurrence-
free interval. Secondary endpoints reported here were obtained from case report forms,
supported by source documents. Disease-free survival and overall survival events were
reviewed by NSABP physicians and research nurses. Follow-up data were to be collected
every 6 months during years 1-5 and every 12 months in years 6-10 for all randomly
assigned patients.

Statistical analysis

The sample size justification was based on the efficacy of additional capecitabine or
gemcitabine to doxorubicin and cyclophosphamide plus taxane in improving pathological
complete response. To have 80% power to detect an increment of pathological complete
response from 26% to 36% with the addition of capecitabine or gemcitabine to doxorubicin
and cyclophosphamide plus taxane, this study was designed to enrol 1200 patients in total.
Although pathological complete response was the primary endpoint, which was used to
determine the sample size for this study, we expected to have 80% power to detect a 30%
reduction in disease-free survival hazard rate from adding bevacizumab to chemotherapy,
with a two-sided type | error rate 0.05 when 252 disease-free survival events are observed.
Three interim analyses were planned at 126, 166, and 209 events. Two-sided p-values of
0.0005, 0.0005, and 0.001 were used for the three interim analyses, respectively. After
adjustment for these interim analyses, the two-sided significance level for the final analysis
is 0.0499.38

The stratified log-rank test was used to compare treatment groups among three
chemotherapy regimens and between the groups with bevacizumab and the groups without,
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with two-sided a of 0.05.39 Kaplan-Meier estimates at 5 years from entry were also
compared.40 Cox proportional hazards models were used to estimate the hazard ratios for
treatment comparisons, to test interactions between treatment factors and clinical factors
with two-sided a of 0.05 for statistical significance.?! Standardised score process was used
to check the validity of the proportional hazards assumption.42 Tests of interaction between
bevacizumab and patient characteristics, including the stratification factors, were
prespecified in the protocol. All subset analyses were exploratory and not prespecified. The
statistical analyses were done with SAS/STAT version 9.4 and R version 2.14.1.

This study is registered with ClinicalTrials.gov, number NCT00408408.

Role of the funding source

Results

The funders had no role in the study design, data collection, data analysis, or data
interpretation, writing of the report, or decision to submit the paper for publication. All
authors had full access to all the data in the study and had final responsibility for the
decision to submit for publication. The NSABP restricts sponsor access to outcomes data
until submission of an abstract. Genentech, Roche Laboratories, and Lilly Research
Laboratories, a division of Eli Lilly & Company, provided partial support and were given
the opportunity to review this report before submission. There was no additional commercial
support, and no person who is not an author contributed to the report.

Between Jan 5, 2007, and June 30, 2010, 1206 patients were enrolled in the study. Follow-
up data collected between Oct 31, 2007, and March 27, 2014, were available for overall
survival in 1186, disease-free survival in 1184, and distant recurrence-free interval in 1181
(198 in T—AC group, 195 in T plus bevacizumab—AC plus bevacizumab group, 202 in
TX—AC group, 195 in TX plus bevacizumab—AC plus bevacizumab group, 190 in
TG—AC group, and 201 in TG plus bevacizumab—AC plus bevacizumab group; figure 1).
Patient characteristics were balanced across treatment groups; tumour grade was missing
from 15 patients (table 1). The cutoffdate for this report was March 31, 2014. Median
follow-up was 4.7 years (IQR 4.0-5.2) and the follow-up was similar between patients who
received bevacizumab and those who did not (log-rank p=0.65). In the analysis of overall
survival, 20 patients who withdrew from the study without follow-up data were excluded.
Two more without clinical follow-up were excluded in the disease-free survival analysis;
one in the TX plus bevacizumab — AC plus bevacizumab group and one in the TG — AC
group. Three early deaths without clinical assessment of cancer recurrence were excluded in
the distant recurrence-free interval analysis (one in the T—AC group and two in the
TX—AC group). There were 23 (2%) patients found to be ineligible were distributed
similarly across treatment groups: six did not provide pre-entry urine protein:urine creatinine
ratio, three had T4 tumours, and two had HER2-positive cancers. All analyses were on an
intention-to-treat basis, excluding only those patients without follow-up data. Among 707
patients with hormone-receptor-positive cancers, data for postoperative hormonal therapy
were received from 172 (24%).
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The toxicities associated with the different neoadjuvant chemotherapy regimens and
neoadjuvant bevacizumab were reported previously.! The comparison of overall toxicity
between bevacizumab and non-bevacizumab patients, including the post-operative courses,
was similar to what was reported previously (table 2).1 More detailed enumeration of all
adverse events, by chemotherapy group and by bevacizumab versus no bevacizumab
treatment, is provided in the appendix (pp 22-43). The most common grade 3—4 adverse
events were febrile neutropenia (five [3%] in the T—AC group, 17 [9%] in the T plus
bevacizumab—AC plus bevacizumab group, 14 [7%] in the TX—AC group, 23 [12%] in
the TX plus bevacizumab— AC plus bevacizumab group, 16 [8%] in the TG—AC group,
and 18 [9%)] in the TG plus bevacizumab— AC plus bevacizumab group), diarrhoea (seven
[4%] in the T—AC group, seven [4%] in the T plus bevacizumab—AC plus bevacizumab
group, 21 [10%] in the TX—AC group, 12 [6%] in the TX plus bevacizumab—AC plus
bevacizumab group, 15 [8%] in the TG—AC group, and 12 [6%)] in the TG plus
bevacizumab—AC plus bevacizumab group), and leucopenia (28 [14%] in the T—AC
group, 29 [15%] in the T plus bevacizumab—AC plus bevacizumab group, 42 [21%] in the
TX—AC group, 37 [19%] in the TX plus bevacizumab—AC plus bevacizumab group, 64
[33%] in the TG—AC group, and 70 [35%] in the TG plus bevacizumab—AC plus
bevacizumab group) with chemotherapy. Most frequent toxicities associated with
bevacizumab compared with the control group were hypertension, hand—foot syndrome, and
symptomatic mucositis. Surgical complications were higher in the bevacizumab groups than
in the groups without bevacizumab: grade 2: 114 (20%) of 577 versus 81 (14%) of 577,
grade 3: 51 (9%) versus 29 (5%); and grade 4: three (1%) versus one (<1%). Four deaths
occurred during treatment due to: vascular disorder (on TX—AC, unrelated to protocol
therapy), sudden death (on TX—AC, unrelated to protocol therapy), infective endocarditis
(on T plus bevacizumab— AC plus bevacizumab, possibly related to docetaxel or
bevacizumab), and visceral arterial ischaemia (on T—AC, possibly related to docetaxel). Of
587 patients treated with bevacizumab with postoperative bevacizumab treatment data, 121
(21%) did not start or discontinued post-operative bevacizumab due to side-effects or
toxicities. There were 700 (59%) patients who had dose reductions (40 patients in the
T—AC group, 54 in the T plus bevacizumab—AC plus bevacizumab group, 122 in the
TX—AC group, 148 in the TX plus bevacizumab—AC plus bevacizumab group, 158 in the
TG—AC group, and 178 in the TG plus bevacizumab— AC plus bevacizumab group).

Breast pathological complete response and pathological complete response for breast plus
nodes correlated with improved disease-free survival and overall survival. When considering
breast pathological complete response, the 5-year disease-free survival was 84.8% (95% CI
80.2-88.5) for patients with pathological complete response versus 68.0% (64.2—71.4) for
those without (hazard ratio [HR] 0.42, 95% CI 0.31-0.57; p<0.0001; figure 2) and 5-year
overall survival was 92.3% (95% C1.88-5-94.9) for patients with pathological complete
response versus 78.6% (75.3-81.6) for those without (HR 0.34, 95% CI 0.23-0.51;
p<0.0001; figure 2). When considering pathological complete response for breast plus nodes
(data not shown), 5-year disease-free survival was 87.8% (95% CI 82.7-91.4) for patients
with pathological complete response versus 68.2% (95% CI 64.6—71.5) for those without
(HR 0.33, 95% CI 0.23-0.48, p<0.0001) and 5-year overall survival was 95.5% (95% ClI
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91.8-97.6) for those with pathological complete response versus 78.5% (75.3-81.4) for
those without (HR 0.20, 95% CI 0.12-0.35, p<0.0001).

Among 201 patients in the T—AC group, 19 did not complete four cycles of docetaxel and
another 21 had dose reduction in docetaxel; among 197 patients in the T plus
bevacizumab—AC plus bevacizumab group, 12 did not complete four cycles of docetaxel
and another 32 had dose reduction in docetaxel; among 204 patients in the TX—AC group,
20 did not complete four cycles of docetaxel plus capecitabine and another 102 had dose
reduction in docetaxel plus capecitabine; among 199 patients in the TX plus
bevacizumab—AC plus bevacizumab group, 22 did not complete four cycles of docetaxel
plus capecitabine and another 117 had dose reduction in docetaxel plus capecitabine; among
196 patients in the TG—AC group, 11 did not complete four cycles of docetaxel and
gemcitabine and another 147 had dose reduction in docetaxel and gemcitabine; and among
204 patients in the TG plus bevacizumab— AC plus bevacizumab group, 15 did not
complete four cycles of docetaxel and gemcitabine and another 159 had dose reduction in
docetaxel and gemcitabine. There were no statistically significant differences in 5-year
disease-free survival or overall survival among the three chemotherapy regimens (5-year
disease-free survival: 72.8% [95% CI 67.9-77.1] for T, 72.6% [67.4-77.1] for TX, 73.9%
[68.3-78.7] for TG [p=0.70] and 5-year overall survival: 80.9% [95% CI 76.2-84.8] for T,
81.5% [76.8-85.3] for TX, 85.7% [81.3-89.1] for TG [p=0.21]; appendix pp 47, 48. For
disease-free survival, comparing with T, the hazard ratio associated with TX was 1.01 (95%
Cl 0.77-1.33) and the hazard ratio associated with TG was 0.90 (95% CI 0.67-1.19;
appendix p 47). For overall survival, comparing with T, the hazard ratio associated with TX
was 0.95 (95% CI 0.68-1.32) and the hazard ratio associated with TG was 0.73 (95% ClI
0.51-1.04; appendix p 48).

Preoperative bevacizumab and chemotherapy were completed (all doses given, complete per
protocol criteria) in 80% of patients assigned to the bevacizumab groups. Among 587
patients who were assigned to bevacizumab and for whom we had treatment data, 430 (73%)
began post-operative bevacizumab. 157 patients (27%) did not start postoperative
bevacizumab for the following reasons: adverse events (47 patients), alternative therapy
(nine patients), new lesions or other signs of progression (15 patients), and other reasons (86
patients). All ten doses of postoperative bevacizumab were completed by 289 (67%) of the
430 patients who initiated post-operative therapy, whereas 48 (11%) received one to three
doses, 57 (13%) received four to six doses, and 36 (8%) received seven to nine doses. Of
430 patients who began post-operative bevacizumab, 74 (17%) discontinued because of
adverse events, side-effects, or complications, one (<1%) discontinued because of change to
alternative therapy, 11 (3%) discontinued because of new lesions or other signs of
progression, and 55 (13%) discontinued for other reasons. Completion of all planned post-
operative bevacizumab doses was similar between patients who achieved a breast
pathological complete response (108 [54%] of 200) and those who did not (190 [50%] of
383). Disease-free survival was not significantly different between groups treated with
bevacizumab compared with those who did not receive bevacizumab (figure 3A), but there
was a statistically significant improvement in overall survival for those who received
bevacizumab compared to those who did not (figure 3B). As shown in figure 4, an
exploratory subset analysis showed that the subset of patients with hormone-receptor-
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positive tumours seemed to derive a greater benefit from bevacizumab (disease-free
survival: HR 0.73 [95% CI 0.53-1.00]; p=0.05; overall survival: HR 0.63 [95% CI 0.42-
0.96]; p=0.03), consistent with the drug’s greater impact on pathological complete response
in this subset.! However, tests for interaction between HR status and bevacizumab effect on
outcomes were not statistically significant (disease-free survival: p=0.23; overall survival:
p=0.51).

The effect of adding bevacizumab was especially noteworthy for reduction in distant
metastatic first events, rather than for local or regional recurrences (table 3). Sites of distant
metastases for the bevacizumab and non-bevacizumab arms are shown in the appendix p 45;
most differences are accounted for by bone, lung, and CNS metastases. In the exploratory
analysis of distant recurrence-free interval, the addition of bevacizumab significantly
decreased the risk of developing distant metastasis overall (HR 0.70, 95% CI 0.54-0.92;
p=0.01; appendix p 49) and the risk of developing distant metastasis in patients with
hormone-receptor-positive tumours (HR 0.68, 95% CI1 0.47-0.97, p=0.03; appendix p 50).
The effect of bevacizumab was greater in the groups in which patients received gemcitabine
or capecitabine with docetaxel (appendix p 46). However, the p-value for interaction was
significant only for distant recurrence-free interval, but not for disease-free survival or
overall survival. In a further exploratory analysis, patients with hormone-receptor-positive
tumours who were assigned to bevacizumab and did not achieve a pathological complete
response after neoadjuvant chemotherapy had better disease-free survival than those who
were in non-bevacizumab groups and did not achieve a pathological complete response. The
effect of bevacizumab was smaller in those patients who achieved a pathological complete
response (appendix p 51). This must be interpreted with caution, because pathological
complete response and bevacizumab treatment are not independent factors.

Aside from assignment to bevacizumab treatment, other significant variables associated with
disease-free survival and overall survival in Cox proportional hazards models with multiple
covariates were clinical tumour size (>4 cm vs 2—4 cm; disease free survival: HR 1.51 [95%
Cl 1.19-1.92]; p=0.0007; overall survival: HR 1.55 [95% CI 1.16-2.08]; p=0.003), clinical
nodal status (disease-free survival: HR 1.60 [95% CI 1.27-2.02]; p<0.0001; overall survival:
HR 1.62 [95% CI 1.22-2.15]; p=0.0009), HR status (overall survival: HR 0.72 [95% CI
0.52-0.99]; p=0.04), and tumour grade (disease-free survival: intermediate vs low HR 2.04
[95% CI 1.03-4.05], high vslow HR 2.37 [1.18-4.73]; p=0.05; table 4). Although the
proportional hazard assumption was violated in tumour grade (intermediate vs low and high
vs low) and hormone receptor status, there was no consistent pattern over time and we did
not pursue to fit a time-dependent effect of tumour grade or hormone receptor status in the
Cox model reported in table 4.

Discussion

Neither gemcitabine nor capecitabine added to neoadjuvant docetaxel followed by
doxorubicin and cyclophosphomide had significant effect on disease-free survival or overall
survival. Neoadjuvant and postoperative bevacizumab marginally increased disease-free
survival overall, particularly in the hormone-receptor-positive subset. Addition of
bevacizumab significantly improved overall survival for the entire cohort of women with
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operable HER2-negative breast cancer, particularly for those with hormone-receptor-
positive cancers. The main effect of adding bevacizumab was a reduction in the incidence of
distant metastases. The addition of bevacizumab to adjuvant chemotherapy has been shown
to be of no benefit for disease-free survival or overall survival in three large, randomised
clinical trials (ECOG 5103, BEATRICE, BETH).34-36 One large neoadjuvant study,
GeparQuinto, in which bevacizumab was given with chemotherapy only during the
neoadjuvant period, showed a significant increase in pathological complete response with
the addition of bevacizumab but did not show improvement in disease-free survival or
overall survival.#344 By contrast with the results of B-40, in GeparQuinto the beneficial
effect of adding bevacizumab to neoadjuvant chemotherapy was predominantly in patients
with triple-negative disease. Similar to GeparQuinto and by contrast with B-40, the
ARTEMIS, S0800, and CALGB 40603 trials reported that bevacizumab had the greatest
effect on pathological complete response in patients with triple-negative breast cancers or
ER-low tumours.#>~47 Although NSABP B-40 showed an increase in pathological complete
response with the addition of bevacizumab to neoadjuvant chemotherapy, unlike other
studies in which bevacizumab administraton was limited to either the metastatic, adjuvant,
or neoadjuvant settings,31-36.43.44 administration of neo adjuvant plus adjuvant bevacizumab
in the B-40 trial resulted in a non-statistically significant increase in disease-free survival
and statistically significantly increased overall survival. These somewhat unexpected results
suggest that the biology of angiogenesis could result in complex interactions among the
primary tumour, clinically occult metastatic foci, and the timing of administration of
bevacizumab. The effect of bevacizumab on gross tumor in the breast and lymph nodes,
which have acquired an adequate blood supply by the time of diagnosis, could differ from
the mechanisms that might prevent the growth and survival of micrometastases. Key
elements of the effect of bevacizumab on the primary tumour could include sensitising
tumour endothelial cells to chemotherapy#8-50 or normalisation of blood vessels and
increased delivery of chemotherapy drugs.5! For occult micrometastases, anti-VEGF
therapy could arrest capillary ingrowth by so-called sprouting,2 and prevent the growth of
tumour cells in premetastatic niches.? Averting the induction of angiogenesis in dormant
micrometastases might be the key to preventing them from becoming clinically evident at a
later time.50:53 Neoadjuvant administration of bevacizumab plus chemotherapy begins
VEGF inhibition at micrometastatic sites concurrently with cytotoxic effects on the cancer
cells and before removal of the primary tumour, both of which could result in loss of factors
from the primary tumor that inhibit angiogenesis.6-849 If the neoadjuvant systemic therapy
was sufficient to achieve a pathological complete response, then resumption of VEGF
targeting post-operatively would be unlikely to be beneficial, because these patients already
achieve excellent outcomes. However, if the surgical specimen contains residual disease, it
is likely also to remain in micrometastatic sites, and neovascularisiation that was inhibited
by bevacizumab in the neoadjuvant period could be initiated by continued VEGF production
from the residual foci of cancer within a short time. Resumption of bevacizumab in the
postoperative period could continue the critical inhibition of VEGF-driven
neovascularisation crucial for surviving deposits of cancer cells in micrometastatic sites.

The addition of neoadjuvant plus adjuvant bevacizumab in NSABP B-40 led to a significant
increase in overall survival, especially for hormone-receptor-positive cancers. The pattern of
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the bevacizumab effect seen here, with the greatest effect being on distant metastases and
being proportionately greater beyond 2 years of follow-up also suggests a predominant
effect on occult micro-metastases present at the time of diagnosis. This also fits with the
preferential effect of bevacizumab in women with hormone-receptor-positive cancers,
whose recurrences tend to be later than for patients with triple-negative breast cancer. As in
other studies, pathological complete response correlated with improved disease-free survival
and overall survival in this trial. The observed improvement in overall survival with addition
of bevacizumab, despite a non-significant increase in disease-free survival, could result from
the inclusion of local recurrence, contralateral breast cancer, and new cancers at other sites
as disease-free survival events; such events are less likely to be affected by anti-angiogenic
therapy and would also be less likely to affect overall survival than distant metastases.

Although our results can only be considered hypothesis-generating in view of the
consistently negative results in adjuvant trials of bevacizumab, there are biologically
plausible explanations for the beneficial effect of administering bevacizumab with
neoadjuvant chemotherapy and after surgery. The preferential effect of bevacizumab on
disease-free survival and overall survival in hormone-receptor-positive cancers noted in the
B-40 trial is consistent with the previously reported selectivity for pathological complete
response in this trial, despite the contradictory results from GeparQuinto.#* The differences
between the results reported here and those from GeparQuinto could be related to the
inclusion of patients with more advanced disease in the German trial, the addition of
adjuvant bevaciziumab in B-40, and the withdrawal of patients who were early non-
responders from the initial treatment in GeparQuinto. The last of these could have been
particularly important if, as suggested by an exploratory analysis, bevacizumab has the most
benefit in women with HR+ tumours and residual disease after neoadjuvant chemotherapy.
A careful molecular analysis of the tissue and blood samples obtained before therapy from
B-40 patients could help to explain these results based on tumour or patient biology, but in
view of the negative adjuvant trials with bevacizumab and the contradictory results from
GeparQuinto, it would be premature to depend on the results of this trial to change practice.
It is likely that the only way to determine if these findings reflect identification of important
new biology or if these are spurious results would be to conduct another prospective,
randomised trial evaluating neoadjuvant and adjuvant administration of VEGF inhibitor in
combination with neoadjuvant chemotherapy. Although the preferential effect of
bevacizumab in patients who received neoadjuvant antimetabolites might make it tempting
to add gemcitabine or capecitabine to baseline chemotherapy in such a trial, the fact that the
interactions were not statistically significant except for distant recurrence-free interval and
the absence of any statistically significant benefit from adding these drugs would make such
a design doubtful. One approach might be to randomly assign non-pathological complete
response patients after neoadjuvant chemotherapy plus bevacizumab to continue
bevacizumab after surgery, or to omit adjuvant bevacizumab.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.

Lancet Oncol. Author manuscript; available in PMC 2016 September 01.



1duosnue Joyiny 1duosnue Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Bear et al. Page 13

Acknowledgments

This study was supported by grant numbers U10-CA-12027, U10-CA-69651, U10-CA-37377, U10-CA-69974
(NSABP), and U10-CA-44066 (AR), U-10-CA-180868 and U-10-CA-180822 (NRG Oncology), and UG1-
CA-189867 (NCORP) from the National Institute of Health (NIH), National Cancer Institute, Department of Health
and Human Services, Public Health Service; Genentech, a full member of the Roche Group of companies; Roche
Laboratories; Lilly Research Laboratories, a division of Eli Lilly & Company; and Precision Therapeutics. The
funding sources had no further role. We thank Barbara C Good, Wendy L Rea, and Christine | Rudock with
NSABP (NRG Oncology) for editorial assistance. They were not compensated beyond their normal salary for this
work.

References

1. Bear HD, Tang G, Rastogi P, et al. Bevacizumab added to neoadjuvant chemotherapy for breast
cancer. N Engl J Med. 2012; 366:310-20. [PubMed: 22276821]

2. Fisher B, Brown A, Mamounas E, et al. Effect of preoperative chemotherapy on local-regional
disease in women with operable breast cancer: findings from National Surgical Adjuvant Breast and
Bowel Project B-18. J Clin Oncol. 1997; 15:2483-93. [PubMed: 9215816]

3. Fisher B, Bryant J, Wolmark N, et al. Effect of preoperative chemotherapy on the outcome of
women with operable breast cancer. J Clin Oncol. 1998; 16:2672-85. [PubMed: 9704717]

4. Gianni L, Baselga J, Eiermann W, et al. Phase 11 trial evaluating the addition of paclitaxel to
doxorubicin followed by cyclophosphamide, methotrexate, and fluorouracil, as adjuvant or primary
systemic therapy: European Cooperative Trial in Operable Breast Cancer. J Clin Oncol. 2009;
27:2474-81. [PubMed: 19332727]

5. Bear HD, Anderson S, Brown A, et al. The effect on tumor response of adding sequential
preoperative docetaxel to preoperative doxorubicin and cyclophosphamide: preliminary results from
National Surgical Adjuvant Breast and Bowel Project (NSABP) Protocol B-27. J Clin Oncol. 2003;
21:4165-74. [PubMed: 14559892]

6. Henderson IC, Berry DA, Demetri GD, et al. Improved outcomes from adding sequential paclitaxel
but not from the escalating doxorubicin dose in an adjuvant chemotherapy regimen for patients with
node-positive primary breast cancer. J Clin Oncol. 2003; 21:976-83. [PubMed: 12637460]

7. Mamounas EP, Bryant J, Lembersky B, et al. Paclitaxel after doxorubicin plus cyclophosphamide as
adjuvant chemotherapy for node-positive breast cancer: results from NSABP B-28. J Clin Oncol.
2005; 23:3686-96. [PubMed: 15897552]

8. Roché H, Fumoleau P, Spielmann M, et al. Sequential adjuvant epirubicin-based and docetaxel
chemotherapy for node-positive breast cancer patients: the FNCLCC PACS 01 Trial. J Clin Oncol.
2006; 24:5664-71. [PubMed: 17116941]

9. Gianni L, Eiermann W, Semiglazov V, et al. Neoadjuvant chemotherapy with trastuzumab followed
by adjuvant trastuzumab versus neoadjuvant chemotherapy alone, in patients with HER2-positive
locally advanced breast cancer (the NOAH trial): a randomised controlled superiority trial with a
parallel HER2-negative cohort. Lancet. 2010; 375:377-84. [PubMed: 20113825]

10. Buzdar AU, Suman VJ, Meric-Bernstam F, et al. Fluorouracil, epirubicin, and cyclophosphamide
(FEC-75) followed by paclitaxel plus trastuzumab versus paclitaxel plus trastuzumab followed by
FEC-75 plus trastuzumab as neoadjuvant treatment for patients with HER2-positive breast cancer
(Z21041): a randomised, controlled, phase 3 trial. Lancet Oncol. 2013; 14:1317-25. [PubMed:
24239210]

11. Buzdar AU, Valero V, Ibrahim NK, et al. Neoadjuvant therapy with paclitaxel followed by 5-
fluorouracil, epirubicin, and cyclophosphamide chemotherapy and concurrent trastuzumab in
human epidermal growth factor receptor 2-positive operable breast cancer: an update of the initial
randomized study population and data of additional patients treated with the same regimen. Clin
Cancer Res. 2007; 13:228-33. [PubMed: 17200359]

12. Romond EH, Perez EA, Bryant J, et al. Trastuzumab plus adjuvant chemotherapy for operable
HER2-positive breast cancer. N Engl J Med. 2005; 353:1673-84. [PubMed: 16236738]

13. Cortazar P, Zhang L, Untch M, et al. Pathological complete response and long-term clinical benefit
in breast cancer: the CTNeoBC pooled analysis. Lancet. 2014; 384:164—72. [PubMed: 24529560]

Lancet Oncol. Author manuscript; available in PMC 2016 September 01.



1duosnuen Joyiny 1duosnue Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Bear et al.

Page 14

14. Prowell TM, Pazdur R. Pathological complete response and accelerated drug approval in early
breast cancer. N Engl J Med. 2012; 366:2438-41. [PubMed: 22646508]

15. US Food and Drug Administration. Guidance for Industry. Pathologic complete response in
neoadjuvant treatment of high-risk early-stage breast cancer: use as an endpoint to support
accelerated approval. http://www.fda.gov/downloads/drugs/
guidancecomplianceregulatoryinformation/guidances/ucm305501.pdf (accessed May 13, 2015)

16. Folkman J, Merler E, Abernathy C, Williams G. Isolation of a tumor factor responsible for
angiogenesis. J Exp Med. 1971; 133:275-88. [PubMed: 4332371]

17. Hanahan D, Weinberg RA. The hallmarks of cancer. Cell. 2000; 100:57-70. [PubMed: 10647931]

18. Weidner N, Semple JP, Welch WR, Folkman J. Tumor angiogenesis and metastasis—correlation in
invasive breast carcinoma. N Engl J Med. 1991; 324:1-8. [PubMed: 1701519]

19. Weidner N, Folkman J, Pozza F, et al. Tumor angiogenesis: a new significant and independent
prognostic indicator in early-stage breast carcinoma. J Natl Cancer Inst. 1992; 84:1875-87.
[PubMed: 1281237]

20. Holmgren L, O’Reilly MS, Folkman J. Dormancy of micrometastases: balanced proliferation and
apoptosis in the presence of angiogenesis suppression. Nat Med. 1995; 1:149-53. [PubMed:
7585012]

21. O’Reilly MS, Holmgren L, Chen C, Folkman J. Angiostatin induces and sustains dormancy of
human primary tumors in mice. Nat Med. 1996; 2:689-92. [PubMed: 8640562]

22. O’Reilly MS. Angiostatin: an endogenous inhibitor of angiogenesis and of tumor growth. EXS.
1997; 79:273-94. [PubMed: 9002223]

23. O’Reilly MS, Boehm T, Shing Y, et al. Endostatin: an endogenous inhibitor of angiogenesis and
tumor growth. Cell. 1997; 88:277-85. [PubMed: 9008168]

24. Ellis LM, Fidler 1J. Angiogenesis and breast cancer metastasis. Lancet. 1995; 346:388-90.
[PubMed: 7542721]

25. Prehn RT. The inhibition of tumor growth by tumor mass. Cancer Res. 1991; 51:2-4. [PubMed:
1988084]

26. Kim KJ, Li B, Winer J, Armanini M, et al. Inhibition of vascular endothelial growth factor-induced
angiogenesis suppresses tumour growth in vivo. Nature. 1993; 362:841-44. [PubMed: 7683111]

27. Presta LG, Chen H, O’Connor SJ, et al. Humanization of an anti-vascular endothelial growth factor
monoclonal antibody for the therapy of solid tumors and other disorders. Cancer Res. 1997;
57:4593-99. [PubMed: 9377574]

28. Stevenson CE, Nagahashi M, Ramachandran S, Yamada A, Bear HD, Takabe K. Bevacizumab and
breast cancer: what does the future hold? Future Oncol. 2012; 8:403-14. [PubMed: 22515444]

29. Kimler I, Christiansen OG, Nielsen DL. A systematic review of bevacizumab efficacy in breast
cancer. Cancer Treat Rev. 2014; 40:960-73. [PubMed: 24909311]

30. von Minckwitz G, Eidtmann H, Rezai M, et al. Neoadjuvant chemotherapy and bevacizumab for
HER2-negative breast cancer. N Engl J Med. 2012; 366:299-309. [PubMed: 22276820]

31. Miller K, Wang M, Gralow J, et al. Paclitaxel plus bevacizumab versus paclitaxel alone for
metastatic breast cancer. N Engl J Med. 2007; 357:2666—-76. [PubMed: 18160686]

32. Robert NJ, Diéras V, Glaspy J, et al. RIBBON-1: Randomized, double-blind, placebo-controlled,
phase 111 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. 2011; 29:1252-60. [PubMed: 21383283]

33. Miles DW, Chan A, Dirix LY, et al. Phase 11 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. 2010; 28:3239-47. [PubMed: 20498403]

34. Miller K, O’Neill AM, Dang CT, et al. Bevacizumab (Bv) in the adjuvant treatment of HER2-
negative breast cancer: Final results from Eastern Cooperative Oncology Group E5103. J Clin
Oncol. 2014; 32:500.

35. Slamon DJ, Swain SM, Buyse M, et al. Primary results from BETH, a phase 3 controlled study of
adjuvant chemotherapy and trastuzumab * bevacizumab in patients with HER2-positive, node-
positive or high risk node-negative breast cancer. Cancer Res. 2013; 73:501-03.

Lancet Oncol. Author manuscript; available in PMC 2016 September 01.


http://www.fda.gov/downloads/drugs/guidancecomplianceregulatoryinformation/guidances/ucm305501.pdf
http://www.fda.gov/downloads/drugs/guidancecomplianceregulatoryinformation/guidances/ucm305501.pdf

1duosnue Joyiny 1duosnue Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Bear et al.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

51.

52.

53.

Page 15

Cameron D, Brown J, Dent R, et al. Adjuvant bevacizumab-containing therapy in triple-negative
breast cancer (BEATRICE): primary results of a randomised, phase 3 trial. Lancet Oncol. 2013;
14:933-42. [PubMed: 23932548]

White SJ, Freedman LS. Allocation of patients to treatment groups in a controlled clinical study.
Br J Cancer. 1978; 37:849-57. [PubMed: 350254]

Turnbull, BW.; Jennison, C. Group sequential methods with application to clinical trials. Boca
Raton, FL: Chapman & Hall; 2000.

Mantel N. Evaluation of survival data and two new rank order statistics arising in its consideration.
Cancer Chemother Rep. 1966; 50:163-70. [PubMed: 5910392]

Kaplan EL, Meier P. Nonparametric estimation from incomplete observations. J Am Stat Assoc.
1958; 53:457-81.

Cox DR. Regression models and life tables (with discussion). J R Stat Soc Ser B Stat Meth. 1972;
30:248-75.

O’Quigley, J. Proportional Hazards Regression (Statistics for Biology and Health). 1st. New York:
Springer; 2008.

Gerber B, Loibl S, Eidtmann H, et al. Neoadjuvant bevacizumab and anthracycline-taxane-based
chemotherapy in 678 triple-negative primary breast cancers; results from the geparquinto study
(GBG 44). Ann Oncol. 2013; 24:2978-84. [PubMed: 24136883]

von Minckwitz G, Loibl S, Untch M, et al. Survival after neoadjuvant chemotherapy with or
without bevacizumab or everolimus for HER2-negative primary breast cancer (GBG 44—
GeparQuinto). Ann Oncol. 2014; 25:2363-72. [PubMed: 25223482]

Nahleh ZA, Barlow WE, Hayes DF, et al. S0800: nab-paclitaxel, doxorubicin, cyclophosphamide,
and pegfilgrastim with or without bevacizumab in treating women with inflammatory or locally
advanced breast cancer (NCI CDR0000636131). Cancer Res. 2015; 75:P3-11-16.

Sikov WM, Berry DA, Perou CM, et al. Impact of the addition of carboplatin (Cb) and/or
bevacizumab (B) to neoadjuvant weekly paclitaxel (P) followed by dose-dense AC on pathologic
complete response pCR) rates in triple-negative breast cancer (TNBC): CALGB 40603 (Alliance).
Cancer Res. 2013; 73:S5-01.

Earl, HM.; Hiller, L.; Dunn, JA., et al. ARTemis: a randomised trial of bevacizumab with neo-
adjuvant chemotherapy for patients with HER2-negative early breast cancer; San Antonio Breast
Cancer Symposium; San Antonio. Dec 9-14, 2014; Abstr PD2-3

Kerbel RS. Antiangiogenic therapy: a universal chemosensitization strategy for cancer? Science.
2006; 312:1171-75. [PubMed: 16728631]

Bagri A, Kouros-Mehr H, Leong KG, Plowman GD. Use of anti-VEGF adjuvant therapy in cancer:
challenges and rationale. Trends Mol Med. 2010; 16:122-32. [PubMed: 20189876]

Mountzios G, Pentheroudakis G, Carmeliet P. Bevacizumab and micrometastases: revisiting the
preclinical and clinical rollercoaster. Pharmacol Ther. 2014; 141:117-24. [PubMed: 24076268]
Carmeliet P, Jain RK. Principles and mechanisms of vessel normalization for cancer and other
angiogenic diseases. Nat Rev Drug Discov. 2011; 10:417-27. [PubMed: 21629292]

Bellou S, Pentheroudakis G, Murphy C, Fotsis T. Anti-angiogenesis in cancer therapy: Hercules
and hydra. Cancer Lett. 2013; 338:219-28. [PubMed: 23707856]

Gao D, Nolan DJ, Mellick AS, Bambino K, McDonnell K, Mittal V. Endothelial progenitor cells
control the angiogenic switch in mouse lung metastasis. Science. 2008; 319:195-98. [PubMed:
18187653]

Lancet Oncol. Author manuscript; available in PMC 2016 September 01.



1duosnuen Joyiny 1duosnue Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Bear et al.

Page 16

Research in context
Evidence befor e this study

This protocol was undertaken starting in 2007, before which, all relevant data from trials
of adding gemcitabine, capecitabine, and bevavicizumab to chemotherapy in the
metastatic, adjuvant, and neoadjuvant settings for breast cancer were reviewed using the
PubMed database, personal files, and meeting presentations. However, no specific
records of literature reviews were kept during the time this trial was developed during
2005-06. As noted in detail in our previous publication on the proportion of patients
achieving a response, the decision to test capecitabine and gemcitabine was based on
previous reports that these compounds added to taxane-based chemotherapy increased
progression-free survival in patients with metastatic breast cancer. Likewise, previous
trials had shown that bevacizumab added to chemotherapy increased response rates and
progression-free survival in patients with advanced breast cancer. The potential benefit of
addition of bevacizumab to treatment of breast cancer has also been reviewed not only by
us but also by others. The previous results suggested that adding each of these
compounds to chemotherapy in either adjuvant or neoadjuvant settings would increase
the benefits in terms of response and patient outcomes. Those data are summarised in this
paper and in the paper showing the proportion of patients achieving a response, published
in 2012.

Added value of this study

The results reported here agree with the final results of neoadjuvant and adjuvant trials,
which have shown that neither gemcitabine nor capecitabine improves on the efficacy of
chemotherapy for early stage breast cancer. The results reported here on the effect of
adding neoadjuvant and adjuvant bevacizumab, on the other hand, contradict other
reports in which addition of either adjuvant or neoadjuvant bevacizumab to
chemotherapy for breast cancer did not significantly improve the proportion of patients
achieving a response or patient outcomes. We noted a significant increase in pathological
complete response as well as disease-free survival and overall survival with bevacizumab
given with neoadjuvant chemotherapy and continued postoperatively. We also noted a
preferential effect in hormone-receptor-positive breast cancer, whereas others have
suggested a greater benefit for triple-negative breast cancer. However, this is the only
study in which bevacizumab was added to neoadjuvant chemotherapy and added to
postoperative adjuvant therapy.

Implications of all the available evidence

Although it would be premature to apply the results of B-40 reported here to routine
practice, there are biologically plausible explanations for the results reported here,
despite the contradictory results from other trials. Based on these results in the context of
other studies, we cannot recommend routine use of bevacizumab for neoadjuvant or
adjuvant treatment of operable breast cancer. However, with the correlative science
studies that will be done with the tumour tissue and blood collected in advance from the
patients in this trial, a more refined selection of patients who might benefit most from
adding bevacizumab might be possible. Moreover, additional trials could be appropriate
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to clarify and refine these results to obtain more actionable information about the use of
bevacizumab in this setting, with possible emphasis on patients who do not achieve a
pathological complete response with neoadjuvant chemotherapy plus bevacizumab.
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Figurel. Trial profile

T—AC=docetaxel followed by doxorubicin and cyclophosphamide. TX—AC=docetaxel

and capecitabine followed by doxorubicin and cyclophosphamide. TG—AC=docetaxel and
gemcitabine followed by doxorubicin and cyclophosphamide. Bev=bevacizumab.

ITT=intent-to-treat. OS=overall survival. DFS=disease-free survival. AE=adverse event.

*Qther reasons imply not adverse event, side-effects, or complications, alternative therapy,
disease progression, or death.
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Figure 2. Kaplan-Meier estimates of (A) disease-free survival and (B) overall survival comparing

those with pCR in breast and those without pCR in breast

The p value is for the log-rank test. The hazard ratio (HR) and its 95% CI are obtained from
a Cox proportional hazards model. pCR=pathological complete response.
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Figure 3. Kaplan-Meier estimates of (A) disease-free survival and (B) overall survival comparing
the groupswith bevacizumab and those without bevacizumab

The p value is for the stratified log-rank test with clinical tumour size, clinical nodal status,
hormone receptor status, age, and chemotherapy as stratification factors. The hazard ratio
(HR) and its 95% CI are obtained from a stratified Cox proportional hazards model with
clinical tumour size, clinical nodal status, hormone receptor status, age, and chemotherapy

as stratification factors.
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Figure 4. Forest plots comparing groups with bevacizumab and those without bevacizumab
within various subsets in disease-free survival and overall survival

The hazard ratios (HR) and their 95% Cls are obtained from the corresponding Cox
proportional hazards models. HR<1 implies benefit from the addition of bevacizumab.
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Table 4

Results from Cox proportional hazards models with multiple covariates

Disease-free survival

Overall survival

Hazard ratio (95% CI) pvalue Hazardratio(95% CI) pvalue

Bevacizumab 0.83 (0.66-1.05) 0.11 0.74 (0.55-0.98) 0.03
TX—=AC vsT=AC 1.02 (0.77-1.34) 0.89 0.98 (0.70-1.36) 0.88
TG—AC vs T—AC 0.89 (0.67-1.18) 0.42 0.78 (0.55-1.10) 0.16
Age (=50 years vs <50 years) 1.08 (0.86-1.36) 0.51 1.17 (0.88-1.55) 0.27
Tumour size (>4 cm vs 2-4 cm) 1.51(1.19-1.92) 0.0007 1.55(1.16-2.08) 0.003
Clinical nodal status (positive vs negative) 1.60 (1.27-2.02) <0.0001 1.62 (1.22-2.15) 0.0009
Hormone receptor status (positive vs negative)  0.79 (0.61-1.04) 0.09 0.72 (0.52-0.99) 0.04
Tumour grade (intermediate vs low) 2.04 (1.03-4.05) 0.05°  2.18(0.87-5.44) 0.06"

Tumour grade (high vs low)

2.37 (1.18-4.73)

2.79 (1.11-7.01)

T—AC=docetaxel followed by doxorubicin and cyclophosphamide. TX—AC=docetaxel and capecitabine followed by doxorubicin and

cyclophosphamide. TG—AC=docetaxel and gemcitabine followed by doxorubicin and cyclophosphamide.

*
p value for global test of significance for tumour grade.
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