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Abstract
Angiogenesis, which is crucial for the growth and spread of cancer cells, has become an important
target for antineoplastic therapies in a variety of malignant tumors. Vascular endothelial growth
factor and its receptor promote formation of new blood vessels in tumors. Several drugs, most
notably the monoclonal antibody bevacizumab, have been developed to inhibit this process.
Clinical trials utilizing bevacizumab and other antiangiogenic drugs in metastatic breast cancer
have demonstrated enhanced response rates and prolonged progression-free survival, though no
overall survival benefit has been seen. Trials are now under way exploring the use of
antiangiogenic agents in patients with early stage breast cancer. We performed a comprehensive
review of the published literature (English language), US National Institutes of Health clinical
trials registry (ClinicalTrials.gov), and established cooperative groups that revealed approximately
75 clinical trials, completed or ongoing, utilizing antiangiogenic drugs in early-stage breast cancer.
A number of phase II trials in the neoadjuvant setting have reported preliminary results suggesting
response rates similar to those seen with traditional anthracycline-plus-taxane combination
regimens. Most of these early trials have not yet met any survival endpoints. Studies are also
ongoing in the adjuvant setting, and these have not yet been reported. The toxicities associated
with these agents are similar to those that have been reported in the metastatic trials. Most of these
side effects are grade 1 or 2 and are easily manageable; however, there remain a small percentage
of patients who sustain life-threatening vascular events, bleeding, or wound-healing
complications. This number is significantly higher in patients receiving antiangiogenic drugs when
compared with controls. While we eagerly await completion and results of this impressive
portfolio of studies in early breast cancer with antiangiogenic agents, there is an urgent need for a
more rational patient/antiangiogenic therapy selection with greater insight into predictive factors
for toxicities, therapy efficacy, and clinical benefit.
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Introduction
Angiogenesis, the formation and growth of new blood vessels, is crucial for the growth and
spread of cancer cells.1 As a result, angiogenesis has become an important target for
antineoplastic therapies in a variety of malignant tumors. Angiogenesis requires stimulation
of vascular endothelial cells through the release of angiogenic peptides, of which vascular
endothelial growth factor (VEGF) is the most potent. The VEGF/VEGF receptor (VEGFR)
complex involves several ligands (VEGF-A, the parent ligand, and VEGF-B, -C, -D, and -E,
as well as placental growth factor) and their associated receptors (VEGFR-1/FLT-1,
VEGFR-2/KDR, VEGFR-3/FLT-4, and neuropilin-1 and -2).2 VEGF-A, the single most
important angiogenic cytokine, is widely expressed by tumor cells and is central in
angiogenesis and tumor progression.3 The biologic effects of VEGF are mediated through
binding to 1 of 3 endothelial surface receptors: VEGFR-1 (FLT-1), VEGFR-2 (FLK-1/
KDR), and VEGFR-3; binding to the coreceptor neuropilin enhances signaling.2 VEGFR
activation leads to endothelial cell mitogenesis and migration; induction of proteinases,
leading to remodeling of the extracellular matrix; increased vascular permeability and
vasodilation; immune modulation via inhibition of antigen-presenting dendritic cells, and
maintenance of survival for newly formed blood vessels by inhibiting endothelial cell
apoptosis.2

Vascular endothelial growth factor is expressed by most tumor types, including breast
cancer.4 In recent years, substantial laboratory and indirect clinical evidence has
accumulated to support the central role of angiogenesis in breast cancer development,
invasion, and metastasis.5 Clinical evidence suggests that high microvessel density in
premalignant lesions is associated with an increased risk of invasive breast cancer and
subsequent relapse.6 Several studies have found an inverse correlation between VEGF
expression and overall survival (OS) in both node-positive and node-negative breast
cancer.7–9 Increased VEGF expression has also been associated with impaired response to
tamoxifen or chemotherapy in patients with advanced breast cancer.10 HER2 gene
amplification has been associated with increased VEGF production in breast cancers.11–15

Treatment of breast cancer cells with the HER2 antibody 4D5 reduces VEGF production,14

suggesting that HER2 is causally associated with expression and secretion of the angiogenic
factor. Vascular endothelial growth factor expression can be quantified via
immunohistochemistry in breast cancer tumor specimens, and both expression and intensity
of expression were found to correlate with a significantly inferior outcome of breast
cancer.16

Among the commercially available antiangiogenic agents, bevacizumab (rhuMAb VEGF,
Avastin™; Genentech, Inc.; South San Francisco, CA) is the most established in the
treatment of breast cancer. Bevacizumab is a humanized monoclonal antibody directed
against the VEGF-A ligand and was shown to inhibit the growth of several human tumors in
animal models.17,18 A phase I trial confirmed the safety of bevacizumab and found the
expected decrease in circulating VEGF levels.19 In combination with chemotherapy,
bevacizumab appears to be synergistic in terms of normalizing mature microvasculature.20

Combination therapy can also prevent the regrowth of tumor microvasculature, which might
account for extended time to tumor progression that has been observed when compared with
chemotherapy alone. Bevacizumab is approved in combination with chemotherapy by the
US Food and Drug Administration (FDA) for the first-line treatment of newly diagnosed and
relapsed/refractory metastatic colorectal cancer, first-line treatment of advanced
nonsquamous non–small-cell lung cancer, metastatic renal cell carcinoma, and metastatic
breast cancer (MBC) and as a single agent in glioblastoma. A dual-institution phase II study
of single-agent bevacizumab in patients with previously treated MBC showed that 17% of
patients had a response or stable disease at 22 weeks; 4 patients continued therapy without
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progression for over 12 months.21 Congestive heart failure was reported in 2 of 75 patients
(2.7%) enrolled in the phase II study of bevacizumab monotherapy. Both had had previous
anthracycline treatment and left chest wall radiation; 1 had concurrent pericardial
involvement with metastatic disease.21,22 Phase II trials also combined bevacizumab with a
variety of other agents including vinorelbine23 and docetaxel24 in the refractory metastatic
setting.

Given the efficacy and limited toxicity, a phase III study (AVF2119g) randomized 462
patients with anthracycline- and taxane-refractory disease to receive capecitabine with or
without bevacizumab.25 Bevacizumab induced hypertension, proteinuria, and minor
mucosal bleeding, but these toxicities were rarely severe. Combination therapy significantly
increased response rate; nevertheless, progression-free survival (PFS; primary endpoint) was
similar in both groups. Seven patients (3.1%) receiving capecitabine plus bevacizumab
developed clinically significant congestive heart failure. Cardiac dysfunction has not been
reported in bevacizumab-treated patients without previous anthracycline exposure. Though a
negative trial, the initial phase III randomized trial represented an important proof of
concept.

E2100, a phase III trial that randomized patients to receive weekly paclitaxel with or without
bevacizumab as first-line chemotherapy for HER2-negative MBC, enrolled 722 patients.26

There was a significant improvement in the median PFS from 5.9 months to 11.8 months
(hazard ratio [HR], 0.60; 95% CI, 0.51–0.70; P < .0001). Furthermore, the addition of
bevacizumab to weekly paclitaxel doubled the objective response rate from 25.2% to 49.2%
in patients with measurable disease and from 21.2% to 36.9% in all eligible patients. Of
note, in subgroup analysis even patients who had previously been treated with taxane
therapy benefited from combination treatment with bevacizumab and paclitaxel (HR, 0.46;
95% CI, 0.30–0.71).26 The most common grade 3 toxicity encountered in the combination
arm was hypertension in 15% of patients. Less than 5% of patients experienced grade 3
thromboembolic events, bleeding, or proteinuria. Unfortunately, there was no statistically
significant difference in OS. Nevertheless, the results of E2100 lead to the FDA approval of
bevacizumab in combination with paclitaxel in the first-line treatment of HER2-negative
MBC.26 AVADO (Avastin and Docetaxel in Metastatic Breast Cancer) was another phase
III trial that reported a 2-month improvement in PFS (HR, 0.77; P = .0061) with the
combination of docetaxel plus bevacizumab in the first-line treatment of MBC.27 Once
again, no difference in OS was seen. Two additional randomized, phase III, placebo-
controlled trials, RIBBON-1 and RIBBON-2, are evaluating different chemotherapies in
combination with bevacizumab or placebo as first-line treatment (RIBBON-1) or second-
line treatment (RIBBON-2) for MBC. RIBBON-1 has completed accrual and evaluated
capecitabine, taxane (docetaxel or nanoparticle albumin-bound paclitaxel), or anthracycline-
based chemotherapy, determined by physician choice, in combination with either placebo or
bevacizumab. Preliminary results demonstrated a prolongation in PFS in all chemotherapy
arms combined with bevacizumab. This study has not yet reached 50% of events for its OS
analysis.28 RIBBON-2 evaluated the addition of bevacizumab to different chemotherapy
regimens used as second-line treatment for patients with MBC and no previous bevacizumab
exposure.29 In contrast to the AVF2119g study, RIBBON-2 met its primary endpoint of PFS
advantage (HR, 0.78; P = .0072), but without overall response rate or survival differences
seen between the different combination arms of the trial (Table 1).26–29

Bevacizumab has also been combined with endocrine therapies. It is known that cyclical
neovascularization of the female reproductive tract in premenopausal women is controlled
by estrogen. Specifically, preclinical models have demonstrated that estrogen induces
endothelial cell proliferation and migration and that estrogen-induced angiogenesis is
mediated by VEGF.30–32 Based on these preclinical results, a phase II feasibility study was
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performed evaluating the combination of letrozole and bevacizumab. The objective response
rate was only 7% (all partial responses [PRs]) for the combination; however, 67% of the
patients on the trial had stable disease (SD) for more than 6 months.33

Preclinical data supports the use of bevacizumab in combination with trastuzumab in HER2-
overexpressing breast cancers. Exposure to trastuzumab significantly decreased VEGF in
HER2-overexpressing cells.34 In vivo experiments have demonstrated reduction in xenograft
volume using a combination of trastuzumab and bevacizumab compared with single-agent
control.34 Phase I data suggested that trastuzumab and bevacizumab could be combined
relatively safely, and that in at least 1 patient who had progressed on previous trastuzumab, a
response was observed.35 Preliminary results of a phase II study combining trastuzumab and
bevacizumab as first-line therapy for MBC evaluated 37 out of a planned 50 patients for
response assessment.36 Of those, 1 patient had a complete response (CR; 2.7%), 19 had a PR
(54.1%), 11 had SD (29.7%), and 6 had progressive disease (16.2%). Thirteen patients in
this trial developed decreased left ventricular ejection fraction (LVEF), most patients with
grade 1 cardiac toxicity and 1 patient with severe congestive heart failure. Whether these
patients had received previous anthracycline therapy is not known, and no additional follow-
up on the outcome of this trial has been reported. Eastern Cooperative Oncology Group
1105 is a phase III trial that randomized women with untreated HER2-positive MBC to
treatment with paclitaxel, carboplatin (optional), and trastuzumab with or without
bevacizumab to determine the additional benefit of bevacizumab. GlaxoSmithKline has
subsequently conducted a phase II trial combining lapatinib and bevacizumab in patients
with advanced or metastatic HER2-positive breast cancer. The results of these trials have not
yet been published. In total, there are more than 50 ongoing or completed clinical trials
evaluating bevacizumab in combination with other agents under a variety of circumstances
in MBC.

A number of additional agents have been developed to target tumor angiogenesis.
Antibodies such as ramucirumab, IMC-18F1, and aflibercept, and small molecules including
sunitinib, sorafenib, vatalanib (PTK787), pazopanib, vandetanib (ZD6474), motesanib
(AMG 706), cediranib (AZD2171), and semaxanib (SU5416) target the VEGF/VEGFR
signaling pathway and other related receptor tyrosine kinases.37–46 Certain newer drugs,
including AMG 386, recombinant human endostatin, recombinant human interleukin-12,
and tetrathiomolybdate (ATN-224), target angiogenesis via alternative mechanisms.47–50

Several of these antiangiogenic agents are being studied in the treatment of breast cancer.
Sorafenib is an orally administered multikinase inhibitor that inhibits VEGFR and the Raf
kinase, the latter of which mediates cell growth and proliferation. Two phase II randomized
trials utilizing sorafenib in combination with chemotherapy have recently been reported. The
first examined capecitabine with or without sorafenib for the first- or second-line treatment
of HER2-negative MBC51 and demonstrated an improvement in PFS with the addition of
sorafenib, albeit at the expense of significant increase in hand-foot syndrome toxicity. The
second was a randomized trial combining paclitaxel with sorafenib or placebo as first-line
therapy for HER2-negative MBC, in which the addition of sorafenib improved median time
to progression and response rate, but not PFS. A 10-fold increase in hand-foot syndrome
was seen in the sorafenib group.52

Targeting Angiogenesis in Early-Stage Breast Cancer
Angiogenic pathways become more numerous and redundant as breast cancers progress.53,54

Given such redundancy, it is unlikely that inhibition of a single factor or pathway would
produce a sustained clinical effect in patients with previously treated, highly refractory
disease. This suggests that earlier initiation of antiangiogenic intervention may be
beneficial55 in those patients who are likely to benefit from angiogenesis inhibition.
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The presumed mechanisms of action of bevacizumab include the increased delivery of
cytotoxic drugs into tumors by decreasing intratumoral pressure and normalizing
dysfunctional vasculature, and antiangiogenesis by direct action on endothelial cells.
Whether these proposed mechanisms play a substantial role in the eradication of
micrometastasis is questionable (ie, by definition, micrometastasis is characterized by the
absence of supporting blood vessels and clearly does not show increased intratumoral
pressure). Nevertheless, in primary human breast cancer, VEGF has been identified as the
most abundant of more than 6 vascular growth factors that have been evaluated.53 VEGF is
produced early in breast tumor development and is highly expressed in ductal carcinoma in
situ.56 The correlation between VEGF expression and microvessel density in patients with
intermediate- and high-grade ductal carcinoma in situ suggests that angiogenesis occurs
before significant fibroblastic stromagenesis in pre-invasive breast lesions.57 Recent
preclinical results support a role for cancer stem cells in the angiogenic drive and the
mechanism of antiangiogenic agents.58 In view of their potent tumorigenic properties,
cancer stem cells are more likely to be angiogenesis-dependent, and thus more susceptible to
the effects of antiangiogenic agents. Based on these considerations, it is conceivable that the
addition of antiangiogenic agents to conventional adjuvant chemotherapy might not lead to
increased eradication of micrometastatic tumor cells, but could prevent the formation of
macrometastasis, as long as bevacizumab is continued. In this case, an effect on disease-free
survival (DFS), but not long-term OS, might be observed in clinical trials.

Many studies are currently evaluating bevacizumab in both the neoadjuvant and adjuvant
setting. A comprehensive review of the published literature (English language), US National
Institutes of Health clinical trials registry (ClinicalTrials.gov), and established cooperative
groups revealed approximately 75 clinical trials, completed or ongoing, utilizing
bevacizumab in early-stage breast cancer.

Neoadjuvant Trials
In the past 2 decades, neoadjuvant chemotherapy has become more popular in patients with
operable disease in need of chemotherapy.59 According to National Surgical Adjuvant
Breast and Bowel Project (NSABP) B-18 results, neoadjuvant chemotherapy yields a
survival outcome similar to that obtained with the adjuvant treatment in early breast cancer
patients, and allows a significantly higher rate of breast conservation surgery.60 In addition,
it allows the possibility of quickly evaluating treatment activity in vivo. Indeed, the
documentation of a pathologic CR (pCR) in the breast and axillary contents at the time of
definitive surgery represents a good predictor of long-term survival and cure.60 Numerous
chemotherapy regimens have been tested in the neoadjuvant setting, in which the majority of
the regimens tested were based on anthracyclines.61 Nevertheless, there is evidence in favor
of the addition of taxanes in the neoadjuvant setting,61–63 because taxanes add substantial
efficacy to adjuvant chemotherapy. Taxanes are being increasingly used for patients with
node-positive breast cancer, with rates of pCR that roughly range from 20% to 30% for non–
trastuzumab-containing regimens.64

Several pilot and phase II studies utilizing bevacizumab for neoadjuvant treatment of breast
cancer have been conducted and reported (Table 2).65–71 Most of the completed trials were
performed in patients with stage II–III, and/or inflammatory, HER2-negative breast cancer,
albeit a few were geared toward patients with HER2-positive disease. Wedam et al
conducted a single-arm pilot study in which patients with inflammatory or locally-advanced
breast cancer received bevacizumab alone, then in combination with chemotherapy
(doxorubicin and docetaxel).72 Of the 21 patients enrolled, 14 patients had a PR, 5 had SD,
and 2 progressed on treatment. They observed that the levels of phosphorylated-VEGFR-2
(Y951 and Y996) decreased significantly in patients who achieved a PR or SD, whereas
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these levels remained high in the 2 patients who progressed on therapy. Also seen, was a
significant increase in tumor apoptosis, which persisted with the addition of chemotherapy.

Overall, the addition of bevacizumab to a variety of chemotherapy regimens in the
neoadjuvant setting was well tolerated, with an acceptable toxicity profile despite a slight
increase in the rates of leukopenia, hypertension, thromboembolic events, and wound
complications postoperatively (including infection). A recent report by Golshan et al
evaluated the surgical complications of 2 neoadjuvant trials conducted at the Dana-Farber
Cancer Institute.73 Fifty-one patients were treated on a neoadjuvant phase II trial of cisplatin
and bevacizumab for stage II–III triple-negative breast cancer. Postoperative complications
were reported in 22 patients (43%): 4 patients (8%) required wound debridement and
removal of expanders, 8 patients (16%) sustained wound breakdowns, 5 patients (10%)
developed hematomas requiring operative intervention, and 5 patients (10%) developed
seromas requiring multiple aspirations. In contrast, 28 patients completed neoadjuvant
cisplatin single-agent therapy, where postoperative complications were reported in 11
patients (39%): 5 seromas requiring drainage (18%), 2 hematomas (7%), 2 abscesses (7%),
and 2 wound breakdowns (7%). No reconstructions were lost, including the 3 expanders and
2 TRAM flaps. Overall, a significant number of postoperative complications were seen in
both trials, but the rates of complications between them were not statistically significant.
Nevertheless, the use of expanders or implants were problematic for patients treated with
bevacizumab, with a trend toward more wound-related events for this group.

Regarding efficacy, the addition of bevacizumab to a variety of chemotherapy regimens
yielded rates of pCR ranging from 9% to 33% in patients with HER2-negative breast cancer,
and 53%–65% in patients with HER2-positive breast cancer that received chemotherapy,
trastuzumab, and bevacizumab as their neoadjuvant treatment (Table 2). These rates of pCR
overall do not seem substantially different from the ones seen with anthracycline/taxane
chemotherapy regimens with or without trastuzumab.

Table 3 shows ongoing clinical trials with antiangiogenic therapies in the neoadjuvant
setting, in which combinations of antiangiogenic agents with endocrine, chemotherapy, or
HER2-based regimens are being explored. Studies conducted in the neoadjuvant setting
provide a great opportunity to develop insights into the biologic basis for the efficacy of
antiangiogenic agents. Reliable immediate endpoints that allow for more rapid evaluation of
the potential benefit of antiangiogenic-containing combinations are needed. Several of the
ongoing trials include biomarker or tissue correlative studies that will hopefully provide new
tools for predicting response to these agents.

Adjuvant Trials
Eastern Cooperative Oncology Group E2104 was a 2-arm non-randomized phase II trial
designed to evaluate the safety of incorporating bevacizumab into an anthracycline-
containing adjuvant therapy.74 In addition to dose-dense doxorubicin and cyclophosphamide
followed by paclitaxel (ddAC → T), all patients received bevacizumab (10 mg/kg every 2
weeks × 26) either initiated concurrently with AC (arm A: ddBAC → BT → B) or initiated
concurrently with paclitaxel (arm B: ddAC → BT → B). The primary endpoint of the trial
was the incidence of clinically apparent cardiac dysfunction (CHF). A total of 226 patients
were enrolled: 11% experienced grade 3 hypertension, 2% had thrombosis, 1% developed
proteinuria, and < 1% sustained a hemorrhage. One patient developed grade 4
cerebrovascular ischemia. Clinical CHF was reported in 2 patients in arm A after cycles 4
and 6; 4 patients had asymptomatic declines in LVEF to < 40% after 4 (n = 1) and 16 cycles
(n = 3). Two patients in arm B were reported to have clinical CHF because of diastolic
dysfunction (both associated with a decline in LVEF to 40%–50%) after 4 and 9 cycles; 1
patient had asymptomatic decline in LVEF to < 40% after 8 cycles. The authors concluded
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that the anthracycline-based chemotherapy/bevacizumab combination was overall safe and
feasible; hence, a large adjuvant trial named E5103 was activated. E5103 randomizes
patients to 1 of 3 arms: arm A will receive anthracycline and taxane-based therapy; arm B
will receive this same chemotherapy with concurrent bevacizumab; and arm C will have the
same chemotherapy with concurrent bevacizumab and an additional 6 months of
maintenance therapy with bevacizumab. A number of other phase II and III clinical trials
were launched in the adjuvant setting for patients with HER2-negative and HER2-positive
stages II and III breast cancer (Table 4), exploring different combinations of chemotherapy
and variable durations of antiangiogenic therapy, aiming for improvement in DFS.

Long-term follow-up of neoadjuvant studies consistently demonstrates significantly
improved survival in individuals with pCR, with comparatively inferior outcomes in those
with residual disease at surgery.61–63 Outcomes in the triple-negative breast cancer
population tend to be worse, with a rate of distant DFS of 70% at 4 years.75 It is thought that
after receiving an appropriate neoadjuvant regimen, the presence of viable tumor tissue
reflects inherent resistance of the tumor to further cytotoxic therapy. Currently, no standard
therapy exists in this clinical setting, and there is significant interest in exploring novel
biologic therapy as an alternative approach. Dana-Farber Cancer Institute conducted a phase
II pilot study exploring a combination of chemotherapy plus anti-angiogenic treatment
postoperatively in this patient population.76 Eighty-one patients with stage II–III breast
cancer with residual invasive carcinoma at surgery following anthracycline-containing
neoadjuvant chemotherapy received treatment consisting of bevacizumab for 1 year, starting
no less than 1 month after surgery or 2 weeks after radiation. Sequential cohorts also
received concurrent chemotherapy, either metronomic chemotherapy (cyclophosphamide 50
mg orally daily, and methotrexate 2.5 mg orally days 1 and 2 each week for a total of 6
months), or capecitabine 2000 mg/m2/day 14 days on/7 days off for 18 weeks. Concurrent
endocrine and/or trastuzumab therapy was allowed. At a median on-study follow-up of 7.5
months, 6 patients (7%) had tumor recurrence. Treatment-related toxicities included fatigue
(41%), headache (32%), arthralgia (31%), and hypertension (23%). Preliminary analysis
suggested that the combination of bevacizumab and metronomic chemotherapy had a more
favorable side effect profile, as the combination of capecitabine and bevacizumab led to
more diarrhea, hand-foot syndrome, and grade 3/4 toxicity. Nine patients came off of study
for toxicity, including 1 patient with heart failure. The planned ABCDE trial (A Phase III
Randomized Study of Adjuvant Bevacizumab, Metronomic Chemotherapy, Diet and
Exercise after Preoperative Chemotherapy for Breast Cancer) intends to explore the role of
antiangiogenic therapy using bevacizumab combined with metronomic cyclophosphamide/
methotrexate for 6 months in patients with residual disease after neoadjuvant chemotherapy.
Of particular note, single-agent bevacizumab will be continued for a total of 3 years,
whereas most other trials have only continued antiangiogenic therapies for up to 1 year.
Presumably, this decision was based on the recently presented results of NSABP C-08
(FOLFOX6 with or without bevacizumab for up to 1 year in patients with stage II and III
high-risk colon cancer), in which the DFS curves for the control and bevacizumab-
containing arms come together after 30 months.77 ABCDE aims to determine, in a
randomized phase III design, the efficacy of these treatments. All patients will also be
randomized to 1 of 2 lifestyle interventions to explore the effect of changes in diet and
exercise on relevant biomarkers in a breast cancer survivor population. Given the lack of
standard options in this clinical setting, it is hoped that the proposed novel biologic therapy
will improve breast cancer outcomes in this high-risk patient population.

Discussion
Among a growing arsenal of antiangiogenic agents, bevacizumab remains the most
established in the treatment of breast cancer. Despite encouraging results in the metastatic
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setting, we need to better understand which tumor phenotypes are most sensitive to
angiogenic inhibition. Unfortunately, most markers that have shown encouraging results in
animal models have not correlated with therapeutic response or resistance in humans.
Interestingly, multiple studies suggest that bevacizumab-induced hypertension may be an
indicator of increased clinical benefit. Unfortunately, the median time of onset to
hypertension is 3 months, making this a difficult marker for response to bevacizumab,
particularly in the neoadjuvant setting.78–80 Recently, genetic variability in VEGF has been
studied as a potential predictive biomarker for bevacizumab. The VEGF-1154 AA and -2578
AA genotypes predicted improved median OS, whereas the VEGF-634 CC and -1498 TT
genotypes predicted protection from grade 3–4 hypertension in the E2100 trial.81 If
validated, these finding could help direct which subgroup of patients should receive
bevacizumab.

The toxicities associated with antiangiogenic therapies, though they compare favorably to
chemotherapy in the metastatic setting, have potential serious and/or long-term effects that
may be unacceptable in patients with curable diseases. Nearly every study conducted
utilizing bevacizumab has described at least 1 serious adverse event related to wound
healing, bleeding, or an acute vascular event,21,25,26,65,82,83 which is particularly relevant to
patients receiving antiangiogenic agents in the neoadjuvant setting. Miller et al describe a
statistically significant increase in the rate of cerebrovascular ischemia in patients receiving
the combination of bevacizumab and paclitaxel (1.9% vs. 0; P = .02).26 Hypertension and
proteinuria, though generally mild (grade 1–3), are relatively common.25,26,82,83 A recent
meta-analysis (7 randomized control trials, > 1800 patients) reported a hypertension
incidence of 17.6%–36% in the bevacizumab arm in comparison with 1.7% of the non-
bevacizumab control arm78,84,85; 1 clinical study reported a median time to hypertension
onset of 131 days from first treatment.86 Another meta-analysis (5 randomized control trials,
> 1700 patients) reported increased incidence of arterial thromboembolic events (3.8% vs.
1.7%),87 and a third meta-analysis (15 randomized control trials and almost 8000 patients)
reporting a venous thromboembolic events risk of 33% in the bevacizumab arms.88 It is not
yet established whether there are lasting effects on the vasculature and what the implications
may be for long-term cancer survivors who receive antiangiogenic agents. With that in
mind, we have recently initiated a prospective clinical trial to assess how changes in
endothelial function measures (noninvasive finger pulse wave analysis [EndoPAT], and
biomarkers such as serum VEGF, PAI-1, tPA; urine prostacyclin [PGI-M] and thromboxane
A2 [TxA2]) and bone marrow–derived endothelial progenitor cell levels are associated with
bevacizumab-induced hypertension. We believe these measures could prove to be valuable
surrogate biomarkers for bevacizumab toxicities and ultimately future cardiovascular events
as well.

The higher response rates and higher time to progression seen in the breast cancer trials in
the metastatic setting were the basis for the enthusiasm for exploring antiangiogenic drugs in
the treatment of early breast cancer. While these studies in MBC have demonstrated that the
addition of bevacizumab to traditional chemotherapeutic drugs significantly improved time
to progression,25,26,28,89 no OS advantage has been achieved. Furthermore, as discussed
previously, NSABP C-08 did not show improvement in DFS. Patients in this study received
either FOLFOX6 alone or in combination with bevacizumab, and single-agent bevacizumab
was continued for a total of 1 year. Though the survival curves initially favored the
bevacizumab-containing arm, they eventually came together at 3 years.77

The reasons for a lack of OS advantage in all of these trials are unknown. Possible
explanations include (1) the plethora of active agents available in the metastatic setting,
where patients can live many months or even years, sometimes being exposed to 8 or more
different therapies before death; (2) resistance to bevacizumab; (3) stimulation of tumor
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proliferation when the antiangiogenic agent was stopped; and (4) development of more
aggressive tumor phenotype over time. Bergers et al recently reviewed 2 general modes of
resistance to angiogenesis inhibitors, in particular those targeting the VEGF pathways: first,
adaptive (evasive) resistance; and second, intrinsic (preexisting) nonresponsiveness.90

Adaptive or evasive resistance refers to the ability of a tumor, after an initial response phase,
to adapt so as to evade the therapeutic blockade. The tumor accomplishes this by inducing or
accentuating mechanisms that enable neovascularization despite the therapeutic blockade, or
reduce dependence on such growth of new blood vessels by other means, leading to renewed
tumor growth and progression. By contrast, intrinsic nonresponsiveness is a preexisting
condition defined by the absence of any (even transitory) beneficial effect of an
antiangiogenic therapy, ranging from the inability to shrink or stabilize tumors to the lack of
improvement in quality of life. Consequently, tumors grow and progress unabated during the
course of antiangiogenic therapy.

Our current inability to identify which patients truly benefit from antiangiogenic agents may
be the real reason for the survival outcome of these trials. Thus, we should not have a
diminished enthusiasm for conducting trials in the neoadjuvant and adjuvant settings in
breast cancer. These studies may offer the best opportunity to better elucidate mechanisms
of resistance to antiangiogenic therapies, as well as provide a deeper understanding of the
tumor phenotypes that would benefit the most from angiogenic blockade. As we eagerly
await completion and results from this impressive portfolio of studies with antiangiogenic
agents in early breast cancer, there is an urgent need for a greater insight into predictive
factors for toxicities, therapy efficacy, and clinical benefit. Also yet to be determined is the
appropriate duration of antiangiogenic therapy in the adjuvant setting. As our oncology
patient populations live for a longer period of time, a better understanding of the
cardiovascular implications of bevacizumab will become increasingly relevant. Above all, a
rational approach to patient/antiangiogenic therapy selection and combination with current
therapies may further decrease morbidity and mortality in women with breast cancer.
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Table 3

Ongoing Multicenter Clinical Trials Utilizing Antiangiogenic Agents in the Neoadjuvant Setting

Trial Sponsor/Number Title Phase

HER2-Positive Tumors

 NSABP FB-5

A Phase II Clinical Trial of Epirubicin Plus Cyclophosphamide Followed by Docetaxel
Plus Trastuzumab and Bevacizumab Given as Neoadjuvant Therapy for HER2-Positive

Locally Advanced Breast Cancer or Given as Adjuvant Therapy for HER2-Positive
Pathologic Stage III Breast Cancer

II

 Hoffmann-La Roche ML21531
An Open Label Study to Assess the Rate of Pathologic Complete Response in Patients

With Primary Inflammatory HER2-positive Breast Cancer Treated With Avastin +
Herceptin Based Chemotherapy

II

HER2-Negative

 NSABP FB-4

A Phase II Clinical Trial of Bevacizumab Beginning Concurrently With a Sequential
Regimen of Doxorubicin and Cyclophosphamide Followed by Docetaxel and Capecitabine
as Neoadjuvant Therapy Followed by Postoperative Bevacizumab Alone for Women With

Locally Advanced Breast Cancer

II

 NSABP B-40

A Randomized Phase III Trial of Neoadjuvant Therapy in Patients With Palpable and
Operable Breast Cancer Evaluating the Effect on Pathologic Complete Response (pCR) of
Adding Capecitabine or Gemcitabine to Docetaxel When Administered Before AC With or
Without Bevacizumab and Correlative Science Studies Attempting to Identify Predictors

of High Likelihood for pCR With Each of the Regimens

III

 CALGB-40603
Randomized Phase II 2 × 2 Factorial Trial of the Addition of Carboplatin ± Bevacizumab
to Neoadjuvant Weekly Paclitaxel Followed by Dose- Dense AC in Hormone Receptor-

Poor/HER2-Negative Resectable Breast Cancer
II

 SWOG-S0800

A Randomized Phase II Trial of Weekly Nanoparticle Albumin Bound Paclitaxel (NAB-
Paclitaxel) (NSC-736631) with or without bevacizumab, either preceded by or Followed
by q 2 week Doxorubicin (A) and Cyclophosphamide (C) Plus Pegfilgrastim (PEG-G) as

Neoadjuvant Therapy for Inflammatory and Locally Advanced HER-2/NEU Negative
Breast Cancer

II

 Hoffmann-La Roche ML19884 An Open Label Neoadjuvant Study to Assess the Effect of Avastin on Tumor Response in
Patients With Inflammatory or Locally Advanced Breast Cancer II

 Hoffmann-La Roche ML20561
An Open Label Study to Assess the Effect of Neoadjuvant Treatment With Docetaxel +
Xeloda + Avastin on Pathologic Response Rate in Inflammatory or Locally Advanced

Breast Cancer
II

 Hoffmann-La Roche ML20382
An Open Label Study to Assess the Effect of a Combination of Avastin and Docetaxel and

Sequential Chemotherapy on Pathologic Response in Patients With Primary Operable
HER2 Negative Breast Cancer

II

 Hoffmann-La Roche ML21744

A Multicenter, Randomized, ph II Clinical Trial to Evaluate the Effect of Avastin in
Combination With Neoadj Treatment Regimens on the Molecular and Metabolic

Characteristics and Changes in the Primary Tumors With Ref to the Obtained Responses in
Patients With Large Primary HER2 Neg Breast Cancers

II

 TORI B-02

A Multicenter, Placebo-Controlled, Double-Blind Randomized Phase II Trial of
Neoadjuvant Treatment With Single-Agent Bevacizumab or Placebo, Followed by Six
Cycles of Docetaxel, Doxorubicin, and Cyclophosphamide (TAC), With or Without

Bevacizumab in Patients With Stage II or Stage III Breast Cancer

II

 German Breast Group GBG 45
Phase II Study of Neoadjuvant Epirubicin, Cyclophosphamide (EC) + Sorafenib Followed
by Paclitaxel (P) + Sorafenib in Women With Previously Untreated Primary Breast Cancer

(SOFIA)
II

 GSK 110264, NSABP FB-6
A Phase II Clinical Trial of Four Cycles of Doxorubicin and Cyclophosphamide Followed

by Weekly Paclitaxel Given Concurrently With Pazopanib as Neoadjuvant Therapy
Followed by Postoperative Pazopanib for Women With Locally Advanced Breast Cancer

II

 German Breast Group GBG 44
A Phase III Trials Program Exploring the Integration of Bevacizumab, Everolimus

(RAD001), and Lapatinib Into Current Neoadjuvant Chemotherapy Regimes for Primary
Breast Cancer

III

 NCIC Clinical Trials Group CAN-
NCIC-MA29

A Feasibility Study of Pre-Operative Sunitinib (SU11248) With Multiple

Pharmacodynamic Endpoints in Patients With T1c-T3 Operable Carcinoma of the Breasta
II
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a
HER2, ER, or PR status not specified.

Abbreviations: CALGB = Cancer and Leukemia Group B; GSK = GlaxoSmithKline; NCIC = National Cancer Institute of Canada; NSABP =
National Surgical Adjuvant Breast and Bowel Project; SWOG = Southwest Oncology Group
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Table 4

Ongoing Multicenter Phase III Clinical Trials Utilizing Antiangiogenic Agents in the Adjuvant Setting

Trial Sponsor/Number Official Title Phase

HER2-Positive

 NSABP B-44-I
BETH Study: A Multicenter Phase III Randomized Trial of Adjuvant Therapy for Patients With

HER2-Positive Node-Positive or High Risk Node-Negative Breast Cancer Comparing
Chemotherapy Plus Trastuzumab With Chemotherapy Plus Trastuzumab Plus Bevacizumab

III

HER2-Negative

 ECOG 5103
A Double-Blind Phase III Trial of Doxorubicin and Cyclophosphamide Followed by Paclitaxel
With Bevacizumab or Placebo in Patients With Lymph Node Positive and High Risk Lymph

Node Negative Breast Cancer
III

 NSABP B-46-I
A Phase III Clinical Trial Comparing the Combination of TC Plus Bevacizumab to TC Alone
and to TAC for Women With Node-Positive or High-Risk Node-Negative, HER2-Negative

Breast Cancer
III

 Dana Farber 09-134 ABCDE: A Phase III Randomized Study of Adjuvant Bevacizumab, Metronomic Chemotherapy
(CM), Diet and Exercise After Preoperative Chemotherapy for Breast Cancer III

Triple-Negative Tumors

 Hoffmann-La Roche BO20289 An Open Label 2-arm Study to Evaluate the Impact of Adjuvant Bevacizumab on Invasive
Disease Free Survival in Triple Negative Breast Cancer III

Abbreviations: ECOG = Eastern Cooperative Oncology Group; NSABP = National Surgical Adjuvant Breast and Bowel Project
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