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03 R FRMEE RE T S

— Rl B
1 &g % % FA B € k3% 42 (2019) -

2. F B2 W u o TNM TRt d - AgH ik ~ F S8R S PSR PR L HRE TR EARRAL P T L2
Ted 9 5 ST G R Y s TRA S pILY (2016) -

30 T RAVIEE TL T2 (75 5 WG £ 9ts o = T (7 5Y bR (PR A % 38 B )(2013) -
4. # #4738 75-79 & > TINO ~ ER(+) - low-grade - partial mastectomy » ¥ % Z #dcsdan;sf (2012) -
5. E4AZE 7O frs o kBB SIEA5% 0 & NCCN > & A § P FEFE R §#(2012) -
= MR 13 T R
1. EBmimdd B2k P2 2 % 2 s > 518 1 A (2015) o
2. BOREIETHG 6 K 20130413 0 WAL R o RpHBGAE 0 X2 F RGP 3 H ¥ - ko (2013) -
3. ikypATH 2013 NCCN R 4g=#14 TAC ~FAC -~ AC 2 jiwah it ™ 5 4v t TC jhead it ™ (2013) -
4. ikyy 2014.V3 B ig 373 Her2(+) » jivav ~ #& 45 & * fhde 24 ¥ 5 F pF Pertuzumab + Trastuzumab i * (2014,2016) -
5. i&yp 2014.V3 ki3 373 % — Hp i€ B i MR F Her2(+) ¥ i # 4% * Paclitaxel + Trastuzumab i * (2014) -
6. o B i3 rdeT : (2015/12/21)

Her2 (=) Neoadjuvant

1. Dose-dense AC followed by paclitaxel :(2019) %42 ;C}%‘#F] F10La R ™ o (TR45 2017,2018 NCCN)
2. AC followed by paclitaxel | :#1 f 2R dn 51 in R e
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STCHRiLp F 2 RIFR*APF 2 & o

4 Modified CMF :#* -]= 2 1%‘3[5 ARIPEY - § 9

5.AC followed by docetaxel :# "f LR a‘ﬁ 9145 R
6.FEC followed by docetaxel : Docetaxel %3 ';." °
7.FEC FEzafé * 455 5 6 =% o

Her2 (+) Neoadjuvant

1.AC followed by T chemotherapy with Trastuzumab: 2015/12/23 #1{* ¢ i* % ke

2.TCH 34 #% TCH ¥ e “Ce:x = Cisplatin £_F &t AL 4& X » .ﬁ%-vﬁ Carboplatin % p % 2 Z% T4 ()T~ Fp 7 o
12/23 & 21 ¥ 3 E 3t o (% #1* Carboplatin ¢« Cisplatin & 45 41 = jp r’ié%.» o R e

3.T followed by FEC chemotherapy with trastuzumab FE T E2 EFEINAREY) 99

4.Docetaxel + trastuzumab followed by FEC : & § s i5 8 A ©

5.Chemotherapy followed by trastuzumab: &% & #* i 5% B> ©

6.AC followed by docetaxel with trastuzumab: #: KT Lo dp Al e R e

7.Pertuzumab + trastuzumab + docetaxel:NCCN 7 ' 58 ™ , 2 Docetaxel #| £ 75-100mg/m2 1V » (& 5§ &35 |5 2382 & #HE B2 5 75
mg/m2 1V -

8.Pertuzumab + trastuzumab + paclitaxel : “f 2 EPEIRAREY) 99

9.Paclitaxel/carboplatin +trastuzumab : #1* T LR Ap st in > e

10. Pertuzumab + trastuzumab + FECx3 — Pertuzumab + trastuzumab + Docetaxel (Taxotere) x3 3 7|

11.FECx3—Pertuzumab + trastuzumab + Taxotere x3 #f 7|

Her2 (+) adjuvant

1.AC followed by T chemotherapy with Trastuzumab: #: "T Lol dp il e R e
2.TCH: Carboplatin % 3£ p 3 -~ Trastuzumab ;Lf Aok = SEB 2 F L2 LT 7 o
3.Docetaxel + trastuzumab followed by FEC : # 'J",lri LRl in R e
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4.Chemotherapy followed by trastuzumab : #{*% #Fx4p 51 2 i )%‘%‘
5.AC followed by docetaxel with trastuzumab : & ¥ 2 755 e
6.Paclitaxel + trastuzumab: % 3= Node(-)Low Risk g # i * -
7.Pertuzumab + trastuzumab + docetaxel followed by FEC chemotherapy: #1 f S dp At e R Jal> o
8.Pertuzumab + trastuzumab + Paclitaxel followed by FEC chemotherapy: #: “f LRAp sl in Rk fi> e
Metastatic #-p # Fup 2 dn 51 7] 38 p P p F * Gt 4 L RY -

2016/04/29 Docetaxel & %4 € 75 mg/m2 * 3§ = Neoadjuvant ™ "Modified CMF” o # . % it 3 & > % i
anthracycline % 2

2016/05/23 *hpd F (friz 5 5§ F ) Rio R dp 51 BT ERE SRo R & B P

2016/06/04 = #3- % Pgﬁ AR DIE/ - N

1.ER+Node-HER2- 5 4 4rit 1 A FHpEF Lowrisk » BIF ¥ g # fait o o

2. S WAH(F LIDEF 2H L AFIIRT HT BRREVAHRT S o mel W T RS R Ae() 0 P REFHT i
3. #ixx i€ * GnRHanalogue /o7 773 i%. ;_’a‘ %,34 > (2018/12 #1 f » ik gp SOFT.TEXT Trials)

4. =% * GnRH analogue ;p% i2 55 ~ s@l“ Rl R S s A (12 E2 FSH level z )

1 3k * GnRHanalogue 7o %G ~ sy T2 1) g% o enk ¥ ¥ 24 gt * GnRH analogue inf B4% B AF R & ( ¢
z 13 40 #& ~ Node (+) ~ Tlc 12+ ¥ E & ' 5]+ 4o G3 & genomic test high score ¢ IHC4 = % % intermediate risk & 2+ ) i
A E RO E o

2. ##% % * GnRHanalogue v & & @& * Tamoxifen ¢ Al -

3.ER (+), node(+) 2 "B & » BeiziEik i€ ¥ 10 # «+hf f § 4% (tamoxifen 10 # & AIS5 &4t tamoxifen5 #); ER (+), node(-), *
Bl At S Rm AT I R 10 EHTR FRE

4. &5t ~ ER/IPR(+) ~ HER-2(-) ~ Node(+) 2 ¥ }%,ﬁﬁ s i=2% Al # % 5 # 2 {53 % 5 & tamoxifen o

Cheng Hsin General Hospital #5188 77 #]7A A\ fxEL 28 4 Dec 2018 R.O1
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=~ 5. ER(+), HER2(-), Node (-) 2 5“7 & ¢ ~» &€ * CE90 (A60C) 4 cycles /classical CMF - %3t anthracycline-based regimen ¥ 12 YR
* 5-FU o

6. ER(+), HER2(-), Node (+) 2z §*J% & ¥ 2% @& * ¢ 7 anthracycline % taxane 2 regimen: LN>4 gz S &/ & ¢ 7 % g dose-dense
regimen o

7. 4 1-3 node(+)ER+HER2-:),% Ao g AT RIZE R Lowrisk o BIF g A il % (2016/6/4 L EES 5 —?5 BeiFichE#agsx)e

8. #%f Node(-) ~ Triple-negative 2 ' & > "Ed Tlb b - ¥ 003 g 53 et i o

&-4¢ Triple-negative * # 3 BRCA mutation 'rﬁi'“ff%, -‘F'a‘ » VLY g S i Es 4 platinum 1 R o

10. ER() HER-2(+) ~ Node(-) z #* e T B kol Tlb g RigaE ik ¢+ Trastuzumab (Herceptin)4e it 5 o

11.ER(+) ~ HER-2(+) ~ Node(-) z i*#fs & > "8~ -] Tlc & 01} jgezid ki@ * Trastuzumab (Herceptin) ‘e i B 5 T1b f & 3)7™ ¥ 12
Te

12.ER(-) ~ HER-2(+) ~ Node(-) 2 “#s & - % i¢ * Trastuzumab (Herceptin) {- Taxane » % *&7% [ *% 1 24 pF > ¥ 04 g3 * 4o}
Anthracycline -

13.ER(+) ~ HER-2(+) ~ Node(-) 2 “# s & » % i * Trastuzumab (Herceptin) f- Taxane » § "% | >t 2 =& pF > 7 L4 g3 * e b
Anthracycline -

14 HER-2(+) 2 b+ 8§ 5 % - w#g+ <~ pF > ¥ 4 g neoadjuvant therapy -

154k x M P L g (2 M iEF 5% 5 P h) T2~ NO ~ HER-2(+) # f,%}?; 2 ¥ % & # % neoadjuvant therapy o

16.5 Her-2(+) 2 5“7 & 3% neoadjuvant therapy P > ¥ 123 g 4c + Pertuzumab node(-) ~ "% 3 =~ & ~ ER(-) ~ PR(-) ~ HER-2(3+) 2.
R L o & 6 B Azd TCH 23 EFpL= 2% (PCR) - &7 &+ % Jg anthracycline 4 42 » # % & * Trastuzumab
(Herceptin) - & -

17. HER-2(+) LABC—neoadjuvant +C/T + anti-Her-2 » % :# PCR—djuvant + TDM-1 (self pay) - # ¥ % &



K03 REERHEE SRR 5By
Breast Cancer

Diagnosis ) Primary Treatment

When | And N | And Then the

Tis.. |is.. | Mis.. | stage CBC Chemotherapy: .
i +
. group is... _ _ A <0.5cm: no C/T Hormong therapy if ER
Tis NO MO |0 Liver function Node B. 0.6~1cm ¢ Tamoxifen x10 years
T1 NO MO 1A test Chest x-ray Negative 1. Low risk**:no
. . . CIT
i Nlmf w e Mammography Wide excision or 2.0Others:C/IT & Radiotherapy is indicated
o |MmjMo B Ultrasonography Mastectomy (optional) |:> for all BCT patients.
T0 N1 MO | IIA |::> + C.>1cm ¢ Radiotherapy indications
of both breasts E:> |:> : . .
T1 N1 MO | lIA . ALND or SLNB* 1. Low risk*: for mastectomy patients.
Pathology review optional
T2 NO MO 1A 2. Others:
T2 N1 MO B Ultrasonography FECx3, @
T3 NO MO | 1B of liver Node _ taxotere.xS.
o vz mo | Positive D. lerg’clfxgefat"’e' Hormone therapy if ER +
© :
T1 N2 MO A taxoterex3 'F;r?]rg)?l?gr? ili%a)llé ars

T2 N2 MO | A ¢ Postmenopausal :

Chemotherapy:
T8 NI [ MO ]nA N1, N2 ER positive: FECx3 — taxoterex3, ER negative: FECx3 — taxoterex3. Letrozole x10 years
T3 N2 MO A N3 — PET-CT, if no distant mets, consider TACx6
Target Therapy : if HER2 overexpression Herceptin x1 year.
T4 NO MO 1B
T4 N1 MO 1B

*Criteria of sentinel lymph node biopsy (SLNB) : early breast cancer with clinically negative axillary lymph node. Axillary lymph node dissection (ALND) is recommended

T4 N2 MO B if SLN(+).

***Low Risk: 1. Tumor<2cm, G1, ER+, HER-, no LV], or 2. Favorable histology (<3cm): typical medullary, mucinous, tubular carcinoma

AnyT | N3 Mo e #Tamox i fen as the drug of choice. If intolerable side effect, consider aromatase inhibitor.
AnyT | AnyN | M1 v 1. TNM staging as AJCC 2010 7th ed.
2. Radiotherapy is indicated for all patient receiving breast conserving therapy (after chemotherapy).
éheng Hsin General Hospital 45 88 % i A A ik B B& e Dec 2018 R.O1

5



B FEFRHEE RS TR

5 (R )

2l fots s -
HOIS AR %Eéa IR R
= J| s | 55 X et
AR

WEREE AN 50 pll LB AT EHY AL AT L

AAIBHER BHE VIR

USRI
vy
DCIS % BEN
LAY
R ALY
S
755 Van Nuys 37 # 4 8™ & 4 $.(VNPI)
& 1 2 3
%/ [=15mm |16-40mm =40mm
#% | =Z10mm | 1-9mm <lmm
3 EFRA
Non-high BREA
o |
LR WA E S i ¥ with or w/o
G1,G2 G1,G2 G3
Age | >60  |40-60 <40

A 4

IS
YR A

HE

Zlm A B NS b
Bk H VbR 2 4H4808
Gl REAEE
AR

v

BB Z FiTUIRR 5
FR#% Van Nuys score 4-6
HYE %2

[&Z I FMr IR+ U 4R G
FR#E NSABP Van Nuys Score 7-9

.

HE 2%

Y

AFEUFR  (EERERE)
+ WK RS R

|+ AFERETM

"| #E#% Van Nuys Score 10-12 3%

Tamoxifen F4E&t
¥ ER(+)% 6 fE H
EEFFERVAF
HE NS SR
Ly oy

;
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=

#-4f Node(-) ~ Triple-negative 2 7“7 & » *Ex5:E Tlb 122
2. &4 Triple-negative * ¥ BRCAmutation 3 % > ¥
3. ER(-) ~ HER-2(+) ~ Node(-) 2 5 & » *55% *

xi_ﬂk_

(5 9 5

» T RS B e T (2016/6/4 S gES 5 FRENMRh s 358%)
4 63 4 e4 14 platinum 1 5 (2016/6/4 S g5 5 FRENMRichs3e%)
) Tlb 22 b ez k@ * Trastuzumab (Herceptin)4c it 5% (2016/6/4 = 85t % ¥ Be¢iHinhsidss)

% % & iR s R B B
A AL AR B ——— \
Hlﬂﬁggﬁfﬁ 5 LB F AT s ety 1 BT ¢ B - R
55— B X S szi? + \ ER 5%‘@{5@@6@5@% TE o NEE
R X RS ﬁ;ﬂmﬁ%w | FATRERME TOA | | 2fs(ugm: 10— AT
S SheP— CERXG+RAPZ 54 /1N 20m, ERIPR [
e AETET ER T 578 FECXG AR 35 7%
ST B F A EEET
ER 54 : EHEH RS - =
S ———— SHED S50 1-3 55 HIBH—R, RREaEa—
N ﬁE]i?U%im g FECx3, Docetaxel (Taxotere) x3 R, Z1BEFEIHM.
ey B AT (£0) LB X LR E
— SRS I om® M =4 g X S5
£H HFREReH WBERAREEY |, FECx3, Docetaxel (Taxotere) >| B REETINERE 1R
s X % Bl + X3(Tacxe) \ g — T B AR
R X LR o H1_F 225625 10 £EACIRSEHE b
HpEs 7 ER [&i:
T SHE R
SR 2 | FECK3 BICHIS 128 x3 % —
e B E RS SRR A S WS SE> 4 FH —> | A5 \/\? ‘
R - " BT [ BT MR S H AR

fl s

&heng Hsin General Hospital %2188 & &1 EA A R ELES fe

(TAC x6)

Dec 2018 R.01
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B3 EEFRMEE A RS T 5
'
X s %4 EREBRY L EREY B
B MR, S B RG22 Y MBERIESIRFN
FFTheERE R
\ 4
MER X 6 RENVIR
BEMaE 25 rg— > e .
EBIE X KRBT o + §§§§§§+ﬂ 1 EBERRAN: NSRS
Anthracycline =2 F PR + N NN
bR = 28 1 z based CT(FEQ)  {—% e T I BB HBZZ IR
g mERE 3-4 %, Docetaxel Joeis, 2 E A RE B AT E:
EEE:FHﬁEﬁ:EZ (TaXOtel’e) 3'4 ://Q +EQ%TJ-II?KID;§ = . e o7 g o
> == - M a R+ B AR ERE MRS
A=EARER ST A% 10 4 e Al-10 &
SVIFFHEE (PFT v WARE  WR >
xR HIEIRF i
B MRS 8 !

BB IUH 1V

1. ER(+) ~ HER-2(+)

v

* Node(-) z ' Jpm & - g = |
2. ER(-) ~ HER-2(+) ~ Node(-) 2 5% & -

HIBEREESF F—REE
5%

R ER X )¢

EEIE XRE,
BB E R AR

T BB = R

=5 BRFH

mERSRE, EMRETA
BE

ER/PR EMIRGER

PET I[EFiE%

S ERR G B E iR E

A

A

y
aEBRARE BALEE
(PGS AR A7) B4 O] & R R ATRE M AV B PR AL ER

EX=gEPy

A 4

E5MEES/ Kk ERME B+ SRR 3 5
7]

SeEH R FIRE KB
—ER—REEREEEMF,
FF-—REBWEBEE=-F
R ED X ¢

8RR X ms

f &8 X SeBFE—R

B MRS =l e i F BB A,
B¥F-RHEBESF
ERREWSWEE ; EEiE
BRBERE—RFEAEE
53

21

Tle # v iz ki * Herceptin 4c it T1b &3 484457 7 10 4 5 (2016/6/4 - #0dt % F 8 € S Ricf £ 5% %)

¥ @ % Trastuzumab (Herceptin) 4= Taxane » § "% ** 1 =4 pF > w204 g7 * 4 b Anthracycline(2016/6/4 ;%5 % FHREREHEE)

3. ER(+) ~ HER-2(+) ~ Node(-) 2 5 & » % @ * Trastuzumab (Herceptin) f- Taxane - % *i-] >t 2 2 A pF > ¥ 24 g3 * s b Anthracycline(2016/6/4 = 45 % FEEIRIcHE LR

Cheng Hsin General Hospital #1885 84 BEA A fREEEE 5
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FU o (R % A 5 %)

B WE

)y

A
AR RS
pery

;8% Salvage Treatment

RO B BREMERR
i ERMETRERS
Blun ER/PR
EAEMRIS RS EAE R E
=S ERFEH

B0 X 6

MhEEE R
i/ 17 1

HAREAR B2 ERVRR)

sy IEEEF

Hi BB 3 FE BT B RTR AL

{Z/S80182& Locoregional recurrence lone

STRIERL B IRE F i

TCRIFL B IR EE Fil

EEIEIR + EHHAE+NHRAE

SeRIERIELE 2 TIRR

EHIAEIR + EHHEE

BOIBEBFMIIR + BMAREE + 2EMEE

NESZMUHARGETES

AREY + AEHEIR

gheng Hsin General Hospital #5888 i1 BA A SR B B

25 ZEiE Systemic recurrence

1X:

E2ak

ER/PR negative or symptomatic

v

ER/PR positive with & BB IR, SR

ERE—M Ik mER

SER=RADWA
+CDK4/6 TEU%JE“JE‘Z+MTOR NI

mIEFT, BHEEE

ZRIER, REST, BHEEE

v

ZRFMIROTHE

A 4

PG AR 1T

ISEIEIp(ot—V=pi

Mg, L EREREK, EER

A\ 4

Dec 2018

R.O1
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Chemotherapy Treatment protocols from 2014-2018

Fo %

o NO N1 (LN 1-3) N2 (LN 4-9) N3 (LN >9)
PR(+) ER(-) & PR(-) ER(+) or PR(+) ER(-) & PR(-) ER(+) or PR(+) | ER(-) & PR(-) | No matter ER/PR status
FECx3 and FECx3 and Docetaxel FECx3 and Docetaxel FECx3 and FECx3 and
FECx6 or FECx3 and Docetaxel
2014 Docetaxel(Taxotere)x (Taxotere)x3 (Taxotere)x 3 Docetaxel(Taxoter | Docetaxel(Taxot
TCx4 (Taxotere)x 3
3 (PACS01) (PACS01) e)x3 ere)x3
FECx3 and FECx3 and Docetaxel FECx3 and Docetaxel FECx3 and FECx3 and
FECx6 or FECx3 and Docetaxel
2015 Docetaxel(Taxotere)x (Taxotere)x3 (Taxotere)x 3 Docetaxel(Taxoter | Docetaxel(Taxot
TCx4 (Taxotere)x 3
3 (PACS01) (PACS01) e)x3 ere)x3
FECx3 and FECx3 and Docetaxel FECx3 and Docetaxel FECx3 and FECx3 and
FECx6 or FECx3 and Docetaxel
2016 Docetaxel(Taxotere)x (Taxotere)x3 (Taxotere)x 3 Docetaxel(Taxoter | Docetaxel(Taxot
TCx4 (Taxotere)x 3
3 (PACS01) (PACS01) e)x3 ere)x3
FECx3 and FECx3 and Docetaxel FECx3 and Docetaxel FECx3 and FECx3 and
FECx6 or FECx3 and Docetaxel
2017 Docetaxel(Taxotere)x (Taxotere)x3 (Taxotere)x 3 Docetaxel(Taxoter | Docetaxel(Taxot
TCx4 (Taxotere)x 3
3 (PACS01) (PACS01) e)x3 ere)x3
(F)ECx3 and (F)ECx3 and Docetaxel | (F)ECx3 and Docetaxel | (F)ECx3 and (F)ECx3 and
(F)ECx6 or (F)ECx3 and Docetaxel
2018 Docetaxel(Taxotere)x (Taxotere)x3 (Taxotere)x 3 Docetaxel(Taxoter | Docetaxel(Taxot
TCx4 (Taxotere)x 3
3 (PACSO01) (PACSO01) e)x3 ere)x3
Cheng Hsin General Hospital #5188 77 #]7A A\ fxEL 28 9 Dec 2018 R.O1
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Lobular Carcinoma in situ (LCIS) (5 4 5 &

1L FER SRR AR
B
AEHRE
AEBE
IR

Hw -

e
f

2.2015/12/21
3.2018/12/19 i &

—>

1. AMEREIHRARE
2. ZRMIERRIE W
3. AZEREFintzEE

1 LLCIS #0804 » & ATW 2013 NCCN e » &5t 5 F M LCIS 2 v BAJBIE &l > VAR B &R BRI F -

&Jneng Hsin General Hospital %188 & 51 EA A R ELES fe

Dec 2018 R.01

11



d‘;;] EEFRHME EEFR (& =& )Ductal carcinoma in situ (DCIS)F*%RE P &

B etk & PRIMARY TREATMENT
1. 7wiEaE 1. FLEED IR FLE 2 VIR
2. BB | 2 LEREER T AIEMEE A
HIRE N 3. AEBEKR 3. BRMERAE
4. FRIBHERD 4. EEADWBEE
5. ER, PR

12018 A2 L F N L A2 B RACIE 0 T R hit- % L (3 R RFF)

Cheng Hsin General Hospital #5188 77 #]7A A\ fxEL 28 11 Dec 2018 R.O1



db#ﬁﬁ%ﬁﬁé4%%*% BB R

Lot

Tk ¥ 9 B &

1. e

2. MyEIRE(CBC, ATMmEK, Bk, m/IvE) 1. FEEDLIR
Z1A2A, 2B, —» 3. HLEHER — i ?E%tﬂﬁ? .

1£A, 2B, 4 UEEiaE .l FRIIEMEAET A

AL 5. WL 4 AREREE

6. 7RIBHERT, ER, PR, Her2/neu, MIB-1

7. MEEMBER

8. BEEH NDEEBERE)

9. REERALHEL IR (156G FRHLBE T AR)

10. FFiRE(T I Eg B EE)

BB SR(E L& 2 W), AT R SRR AR AR R BT 2 SR de() 0 B T A - (20160604 1A 5 F A ¢
R R S )

13 13



%%?&%@%4%¥¥% Invasive Breast Cancer

¥ - 1A, 1B, %= # (T3NIMO) #, & #5i5 %

e #iR MREAERE, MENEmaE Z8FE
% LIIA, IIB, T3N1IMO (3A)

%XEBESE /

R MREAERE, RNERaE
Ex-IEN =

P& 7 &R 70 N5 B2 5%

B fIfRE

ERIHE &
RFMEA RS

B FL B YIBRIN_ERR T B lE
E&Et R

vk W

(2015/12/21 #§37)

S AH(E LWE&Y 2W)eff s, ABIPRTHT BEREHART 2R BT P R de() A Rt (7 HF - (2016/6/4 -
A F R R B )

Cheng Hsin General Hospital ¥ &8 & 81 B A5 A R B 13 Dec 2018 R.01



el REFFMEE CREFR (R 3%inh) BB R
ot -, 1A, 1IB, % = # (T3N1MO)

% 1, 1A, 11IB, T3NIMO (3A) & %R

mig PMEAER, BE<5 A0, BEZRILAE
ST R0 T

£ [ 1IA IIB, T3N1IMO
3A)

ISEIY=p:

EEF BRI LR T

g NMEAER, BE< 5 an, BEZRIE it
TG AR RE

v

min PMEAER, EE> 5 AN TS EE

& N AR R T IS AR e

S FR(E L&S 2 )], ABTIRTHT BRI AR AR 2 B R T  P B R he() ) B R AT I o (2016064 TS FE G SRR £
)
=3

15 15



FEFRHMEZ L REFR (2 ¥ BisR) BEESRE

FESRE EBE

FE &% BB Her2/neu (+)

e <0.5 — AWE
EMEEER, I fE%® 0.6-1.0 RO WREEBINL(EEAE, N LEBEYF, ER(+) » HER-2(+) ~ Node(-) Z3L%=
pPN1mi ZaGUHEERS - & A/ Tle UL L FERZiEE 1 Trastuzumab (Herceptin)I{E&; T1b 7
""“%ﬂ” R g T A EE(2016/6/4 SR EESSUMABLRER)
// BEWEBT) —
ER (+)/PR () g 1o PR A R, et TR
HER2(+) T WML EE,EEERT, M1 LLEAE, ER(+) - HER-2(+) « Node(-) ZHEFE
FERE A/ Tlc S EEZEZFER Herceptin IMEE ; Tlb EEEBE TIMUEE,;
ER(+) ~ HER-2(+) ~ Node(-) Z#.FEwE - %= Trastuzumab (Herceptin)

> w v e

16

i PMEmES # Docetaxel(Taxotere) & EE/NK 2 AN - IJLIZERBARML Anthracycline

\\\\\\\\‘~»» PO R et B AR, e TRT (Y TR

# ik * GnRHanalogue ip/ *7F %5+ & F (2016/6/4 o B3t % FF & i Kick =¥ *)

Zk it * GnRHanalogue ip % 5% ~ X B 2 P& w0 AR Dk (12 E2 FSH level z#m ) (2016/6/4 = /%‘a ES ¥ €N oL BEE)

Z@ * GnRHanalogue s i o ~ gy T2 10 iR it e 4 (2016/6/4 &A% F 8 & 5 Rinh 5 B8 %)

¥ 4% g @ * GnRHanalogue io% 5w ~ 34 Fh'%& (¢ 77 > 40 % ~ Node (+) Tlc &b ® B & %% %]+ 40 G3 & genomic test high score ¢ IHC4 % % %
intermediate risk £ 12 + ) e Ad%iF 1 0k (2016/6/4 LTS F R SRR S HES)

23 * GnRHanalogue v & & i * Tamoxifen & AIl(2016/6/4 - %5 % f% €T Ric R L)

ER (+), node(+) =z §t «‘fﬁ?»‘}fﬁ.ﬁ; &R 10 & 0§ 5 %02 (tamoxifen 10 # & AlI5 &4 b tamoxifen 5 #); ER (+), node(-), " 1 24 022§ By i BeE g
10 & o f % % % (2016/6/4 5 A5 = %5 FEiHiehridss)

51 ~ ERIPR(+) ~ HER-2(-) ~ Node(+) 2 F* & & F > 223k Al @ * 5 &2 (5§ % 5 & tamoxifen(2016/6/4 = 45" & F & § Fpicffr % %)
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Ky EEFRUME BT (2 UM R) RREAR

XA PR FREEBD
FEF&X BB Her2/neu (-)
1) % <0524 —>» (USRS PR TGP —> P AR T BN
>0.5 oA % J& Oncotype-DX 21 £ Fli&ip|
aH T B 0-25(>50 &) AR
0-25 (<50 )

=50 % (21-25 » ~6.5%) — B K%k

% 4~ (RS =26-30) ——» P &R isR+H-1" 85k
(RS =31-100) —> P & djaf4e b VW BI0R

2) #° E#H 13 B PRSI R T BN ST, 4e 1-3 node(+)ER+HER2-75 4 0 it 1 A Flig RIEF 0-25 4 0 BIT 4 & 7 Rl (2016/6/4
p Eh %f%‘fﬁz by e D)
=>4 T R A AR LRSS ER(4), HER2(-), Node (+) 2 i RE o Ekit ™ ¢ 7 anthracycline % taxane
regimen ;
LN >4 3gz 54 ﬁ;,giz » ¥ 114 g dose-dense regimen(2016/6/4 5 55 % g% € i LR E)
1. 23k * GnRHanalogue /a7 B & (2016/6/4 =45 5 F 5 € I insh = i %)
2. =3¢ * GnRHanalogue ;5 s 5w ~ L@ D P& i 'K?,Eh’ﬂéﬁ (2 E2FSH level & ) (2016/6/4 . %5 % -‘;5%‘? € e R e %)
3. Z% ¢ * GnRHanalogue ;5% isf5m ~ Mk T2 0 b e ld=x it }%m% (2016/6/4 = 5 5 Fiéﬁ € Mie R E k)
4. 74 g * GnRHanalogue /- B g w~B 4B R '&( ¢ 7F )3 40 ;& *Node (+)~Tlc g2+ * B & &% F]F 4o G3 £ genomic test high score 2 IHC4
¥ & 5 intermediate risk & 2 ) e A EXF I H DR —}‘5 (2016/6/4 At -i? BeEiHickEdgr)
#=3% @ * GnRHanalogue v & & & * Tamoxifen & AI(2016/6/4 - 55" % -i? BEiHickEdgr)
ER (+), node(+) 2 ' Jm & » BeizEiki ¥ 10 & 0y 5% 2 (tamoxifen 10 £ & AI5 £ 4c b tamoxifen5 ) ; ER (+), node(-), “# 1 =4 12 2 5 pis
B7rd i v 10 & R0 (2016/6/4 5 5 FH &SRR R RS S)
%515 ~ ER/PR(+) » HER-2(-) ~ Node(+) 2 f &L +4 » 2% Al #7* 5 &2 {31 % 5 & tamoxifen(2016/6/4 5 45" 5 F & ¢ 5 iv e £ 5 %)
ER(+), HER2(-), Node (-) = f*7#% R ¢ - &k i¢ * CE90 (A60C) 4 cycles /classical CMF - f** anthracycline-based regimen # 14+ jg % i * 5-FU(2016/6/4 - %5
SRR G RIR S B R
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FEFRMEZ A REF R (2L EiE) RRESR

el T 3 el

Her2/neu it

fERE<05 Ay — 1LAZERIEEREE

2.Z B 1F Palitaxel+ Trastuzumab (Herceptin)/week x12 (2015 NEJM) (Tla, Tlb, Tlc, T2(£3 A7) BE®H
AR ERVE, BRY

L2 eEN LERY—F (ENEEER, BEEHAERY, £vE)

>0527 —  1.ER(-) - HER-2(+) ~ Node(-) Z3ERmE - BEBA/N Tlb sl LEZEEGR Herceptin MILE

(2016/6/4 e 2 FEBE I EABELHER)

2. ER(-) * HER-2(+) ~ Node(-) ZZLEwE - & Trastuzumab (Herceptin)®] Taxane - &/ 1 ADK -
o MUZEBAANMLE Anthracycline (2016/6/4 623 E B2 ZH EaBEHLHLR)

3. HWEEARARLSNIEBFiW ( AUREAERER )T2 NO - HER-2(+) LEwE - o] ZEREM neoadjuvant
therapy (2016/6/4 823 EBEEIEaBELHER)

4. jisan i LR 4o b AR 2 4 5% (Tryphaena 77 7))

5. jiTts iv B s 4 b FEARde 405 (Aphinity 2 1)

X T B EBET B R A 8
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e FEFAMBE A ESFR (2R FRLT R
et = KB M5 % (ER-,PR-,Her2/neu-)

ZKE % (ER-,PR-, Her2/neu -)

BEE<05 A% —»  FfEmeE
=] (VY

>0.6~1.0 A%
>1.0 A% _— {EE28%& (F)ECx3, Docetaxel(Taxotere)x3

1. #¥ Node(-) ~ Triple-negative Z¥EmE - BBEE Tlb DI L& - Ol
ERGATHIME(EE016/6/4 88 EEETIEABELHER)

2. #¥ Triple-negative B#%7%A BRCA mutation MIFLERE - JUIEEBLS
YA platinum {REE(2016/6/4 &2 EEBE S AT EER)

* R LA, Y iR
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FEFRMEZ A REF R (2 bpiag) AEBA

R R L LRER (34 R4 L) 2A, 2B, 3A (T2NOMO, T2NIMO, T3NOMO, T3NIMO)

CLINICAL STAGE WORKUP

R

?LF%%;EZ TTTHU'”:q—/DrIEI

ﬁi@#fﬁ (ER PR, Her2/neu, MIB-1)

HEZEH R (DEREIR)
KER X-Y6 R

BEFE (MEREBZEZRE)

A EIREE FTRT G
BRI T BT, FRITA

2A, 2B, 3A
(T2ZNOMO, T2N1MO,

T3NOMO, T3N1IMO) ' ZRFM

© o N o U A W N
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21

NON-TRASTUZUMAB CONTAINING COMBINATIONS
NEOADJUVANT REGIMENS
IC

< Docetaxel ( 75 )mg/m2 1V day 1 (2016/01/25 i3 37)
« Cyclophosphamide 600 mg/m?2 IV day 1

 Cycled every 3weeks for 4 cycles

{2452 & > TC¥ shef“C7 w ¢ * Cisplatin 60 mg/m2 IVD day 1

Reference:
Jones S, Holmes F, O’Shaughnessey J, et al. Docetaxel with cyclophosphamide is associated with an overall survival benefit compared with doxorubicin and
cyclophosphamide: 7-year follow-up of US Oncology Research trial 9735. J Clin Oncol 2009;27:1177-1183.

Modified CMF (2016/04/29 2 37)
% Cyclophosphamide 600 mg/m?2 IV days 1
< Methotrexate 40 mg/mZ2 1V days 1

« 5-Fluorouracil 600 mg/mZ2 IV days 1
Repeat cycle every 21 days for 4 cycles

Reference:
Goldhirsch A, Colleoni M, Coates AS, et al: Adding adjuvant CMF chemotherapy to either radiotherapy or tamoxifen: are all CMFs alike? The International
Breast Cancer Study Group (IBCSG). Ann Oncol 1998;9:489-93.

(F)EC followed by docetaxel (& = =, * 21 % — F 42)
+ (5-Fluorouracil 500 mg/m?2 IV day 1)

+ Epirubicin 100 mg/mZ2 1V day 1

% Cyclophosphamide 500 mg/m? day

Cycled every 21 days for 3 cycles.

Followed by

» Docetaxel (75) mg/m2 day 1 (2016/01/25 2 37)
Cycled every 21 days for 3 cycles.
Reference (%% = )'?e)

20



%%?&E’JM% &%g?gr;-‘a (2 H5R%)

TR

Roche H, Fumoleau P, Spielmann M, et al. Sequential adjuvant epirubicin-based and docetaxel chemotherapy for node-positive breast cancer
patients: The FNCLCCPACS 001 trial. J Clin Oncol 2006; 24:5664-5671.

(FEC (= =, & 21 = - F42)
% (5-fluorouracil 500 mg/m2 IV day 1)

+ Epirubicin 100 mg/m2 1V day 1

+ Cyclophosphamide 500 mg/m?2 IV day 1
Repeat cycle every 21 day for 6 cycles

Reference (%% = }l?e)
Roche H, Fumoleau P, Spielmann M, et al. Sequential adjuvant epirubicin-based and docetaxel chemotherapy for node-positive breast cancer
patients: The FNCLCCPACS 001 trial. J Clin Oncol 2006; 24:5664-5671.

22
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s FEFRUBRE A REEFR (#% i > Her2+)Chemotherapy - NEOADJUVANT

'

TRASTUZUMAB CONTAINING COMBINATIONS NEO ADJUVANT REGIMENS

1. HER-2(+) 2 #“Hp b+ BEFF % » ki < P ¥4 & neoadjuvant therapy

2. ¥R T B S (2 005 5 B 40) T2~ N0~ HER-2(+) Y & » 7 4 o4t & neoadjuvant therapy(2016/6/4 © 45" 5 3 § & 5 Hyin R & %
*)

3 HER-2(+) 2 ' Hm L% B HF 4% » L~ 4 pF > ¥ 4 g neoadjuvant therapy

4. %t Her- 2(+) \;f'“f%')?i 2 #% ¥ neoadjuvant therapy B> ¥4 g e b Pertuzumab

5. Node(-) ~ *%; 3 =4 ~ ER(-) ~ PR(-) ~ HER-2(3+) 2. 45 p 5t Ie%f,%ﬁ. B 6 BRARS TCH 223 & FpL= 242 (pCR) > #& ™ k¥ % Jg anthracycline 4 i
B A% 0 & F n% * Herceptm - #(2016/6/4 - &5 s FEEI KRk = B8 %)

TCH
+ Docetaxel ( 75) mg/m2 IV day 1 (2016/01/25 i 37)
+ Carboplatin AUC 6 IV day 1
Cycled every 21 days for 6 cycles With
+ Trastuzumab 4 mg/kg wk 1
Followed by
« Trastuzumab 2 mg/kg for 17 wks Followed by
« Trastuzumab 6 mg/kg IV every 3 wks to complete 1 year of trastuzumab therapy. Cardiac monitoring at baseline, 3, 6, and 9 mo:x : TCH
F % % £ % Docetaxel+ Carboplatin+ Trastuzumab

12452 ¢ » TCHY cherC 7= 7 ¢ * Cisplatin 60 mg/m?2 IVD day 1
Reference:
Judith Hurley, Philomena Doliny, Isildinha Reis, Orlando Silva, Carmen Gomez-Fernandez, Pedro Velez,Giovanni Pauletti, Jodeen E. Powell, Mark D. Pegram, and Dennis J.
Slamon. Docetaxel, Cisplatin, and Trastuzumab As Primary Systemic Therapy for Human Epidermal Growth Factor Receptor 2—Positive Locally Advanced Breast Cancer.
JOURNAL OF CLINICAL ONCOLOGY.2006;24;1831-1839.

1. (Pertuzumab (# % ) + trastuzumab + FECx3) , (Pertuzumab (5 % ) + trastuzumab + docetaxel x3) (% = =&, + = =, # 21 % - Jx 42)
(Tryphaena Trial)

2. FECx3 + (Pertuzumab (# % ) + trastuzumab+ docetaxel x3) (% = =, £ = =&, # 21 = — J 42) (Tryphaena Trial)

3. FECx3 + (Trastuzumab+ docetaxel x3) (& = =x, * = =%, & 21 % — 5 4%) (Tryphaena Trial)

Reference (4% )f?e)
Ann Oncology 2013 Sep;24(9):2278-84. doi: 10.1093/annonc/mdt182. Epub 2013 May 22.
Pertuzumab plus trastuzumab in combination with standard neoadjuvant anthracycline-containing and anthracycline-free chemotherapy regimens in patients

23 22




REFRMEZ CREFLR

(22 dlinf) ZEILS R

with HER2-positive early breast cancer: a randomized phase Il cardiac safety study (TRYPHAENA).

4. (F)EC followed by docetaxel + Cisplatin (% = =t, & 21 % — 7 4%)
(5. -Fluorouracil 500 mg/mZ2 1V day 1)

« Epirubicin 100 mg/mZ2 1V day 1

+ Cyclophosphamide 500 mg/m?2 day

Cycled every 21 days for 3 cycles.

Followed by

Docetaxel ( 75) mg/m?2 day 1

Cisplatin 60 mg/mZ2 VD day
Cycled every 21 days for 3 cycles.

24

(2016/01/25 % 37)
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2 FEFRMBE A REEFR (#Fs it  » Her2-)Chemotherapy — ADJUVANT
[

TS T R

NON-TRASTUZUMAB CONTAINING COMBINATIONS

ADJUVANT REGIMENS

TC(F =% - Az, v =)

‘Docetaxel( 75 ) mg/m2 1V day 1 (2016/01/257 +7)

‘Cyclophosphamide 600 mg/m?2 1V day 1

TC¥ e C?7 + 1 * Cisplatin 60 mg/m?2 IVD day 1

A Xl R Bl Eall (2015/12/027% 7).
Reference:

Jones S, Holmes F, O’Shaughnessey J, et al. Docetaxel with cyclophosphamide is associated with an overall survival benefit compared with
doxorubicin and
cyclophosphamide: 7-year follow-up of US Oncology Research trial 9735. J Clin Oncol 2009;27:1177-1183

25



FEFRMEZ CREFR (2 EBag) RBERR

(F)EC followed by docetaxel (% = =, + 21 = — J 42)
( 5-Fluorouracil 500 mg/m?2 IV day 1)

+ Epirubicin 100 mg/m?2 IV day 1

+ Cyclophosphamide 500 mg/m?2 day

Followed by
Docetaxel (75 ) mg/mZ2 day 1 (2016/01/25 1% 27)
Reference:

Roche H, Fumoleau P, Spielmann M, et al. Sequential adjuvant epirubicin-based and docetaxel chemotherapy for node-positive breast cancer patients:
The FNCLCCPACS 001 trial. J Clin Oncol 2006; 24:5664-5671.

NON-TRASTUZUMAB CONTAINING COMBINATIONS

ADJUVANT REGIMENS

(F)EC (£ %, & 21 % - 5 42)
+ (5-fluorouracil 500 mg/m2 IV day 1)

< Epirubicin 100 mg/m2 IV day 1

+ Cyclophosphamide 500 mg/m?2 IV day 1

Reference:

Roche H, Fumoleau P, Spielmann M, et al. Sequential adjuvant epirubicin-based and docetaxel chemotherapy for node-positive breast cancer patients:
The FNCLCCPACS 001 trial. J Clin Oncol 2006; 24:5664-5671.
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d; %}%E*P?/%M@,z A g (#ris iv B > Her2+)Chemotherapy — ADJUVANT

'

DTCH (==, & 21 = - F47)

< Docetaxel ( 75) mg/m2 IV day 1 (2016/01/251% 27)

s Carboplatin AUC 6 IV day 1

« Trastuzumab 4 mg/kg wk 1

Followed by

«+ Trastuzumab 2 mg/kg for 17 wks Followed by

+ Trastuzumab 6 mg/kg IV every 3 wks to complete 1 year of trastuzumab therapy. Cardiac monitoring at baseline, 3, 6, and 9 mo.

i TCHR * % % & % Docetaxel+ Carboplatin+ Trastuzumab
1245 ¢ jt - TCH s C77 7 i * Cisplatin 60 mg/m?2 IVD day 1

Reference:

Judith Hurley, Philomena Doliny, Isildinha Reis, Orlando Silva, Carmen Gomez-Fernandez, Pedro Velez,Giovanni Pauletti, Jodeen E. Powell, Mark D. Pegram,
and Dennis J. Slamon. Docetaxel, Cisplatin, and Trastuzumab As Primary Systemic Therapy for Human Epidermal Growth Factor Receptor 2—Positive Locally
Advanced Breast Cancer. JOURNAL OF CLINICAL ONCOLOGY.2006;24;1831-1839.

2) TRASTUZUMAB CONTAINING COMBINATIONS

OTHER ADJUVANT REGIMENS:

AC followed by docetaxel with trastuzumab (% = =, & 21 % — 5 4%)

< Doxorubicin 60 mg/m2 1V day 1

% Cyclophosphamide 600 mg/mZ2 day 1

< Docetaxel (75 )mg/m?2 (2016/01/25 37)
Cycled every 21 days for 4 cycles With

+ Trastuzumab 4 mg/kg IV wk one Followed by

% Trastuzumab 2 mg/kg IV weekly for 11 wks Followed by

 Trastuzumab 6 mg/kg every 21 days to complete 1 y of trastuzumab therapy
Cardiac monitoring at baseline, 3, 6, and 9 mo. (2015/12/21 i 37)

Reference:
Slamon D, Eiermann W, Robert N, et al. Adjuvant trastuzumab in HER2-positive breast cancer. N Engl J Med 2011;365:1273-1283.
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%??&?’J LIpP3 ‘%E‘?l‘m (2P Ba) REED K

3) Paclitaxel + trastuzumab g % ® * (i¢ * ** Tla, Tlb, Tlc, T2 (=3cm) # = 5(-) & A& - B~ Bl €8, =3 24 + | )
(2015/12/21 NEJIM 12 37)
+ Paclitaxel 80 mg/mZ2 IV weekly for 12 weeks
With
% Trastuzumab 4 mg/kg IV with first dose of paclitaxel
Followed by
% Trastuzumab 2 mg/kg IV weekly to complete 1 y of treatment. As an alternative,
trastuzumab 6 mg/kg IV every 21 days may be used following the completion of paclitaxel,
and given to complete 1 y trastuzumab treatment.
Cardiac monitoring at baseline, 3, 6, and 9 mo.

Reference:
Tolaney S, Barry W, Dang C, et al. Adjuvant paclitaxel and trastuzumab for node-negative HER2-positive breast cancer. N Engl J Med 2015;372:134-141

4) T-DM1(Kadcyla) 3.6mg/kg every 3 weaks x14 (¢ * >+ s 7 Trastuzmab (Herceptin)# 3 i+ 5 Katherine Trial)

28
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ar'?
SAESEY

L =2
T

i
» Tamoxifen(Nolvadex) — = & =t,— =x - 48 10mg v JRi¢ * | & - % - =t 4z,20mg v PR ¢ *
> Leuprorelin(Leuplin) (Zoladex) - * - =,— = 3.75mg A& T ;i %

P 4

\

G

s

i‘l—_

» Tamoxifen(Nolvadex) — % & =t,— =t - 42 10mg v PR## *, & - % - =t & 4z,20mQg v PR ¢ *
» Arimidex(Anastrozole) - * - =t,— =X - 4x_1mg v JRi& *

» Femara(Letrozole) - = - =t,- =t - 4x.2.5mg v PR *

>

Aromasin - % - =t,— =t - 48.25mg v PR *

ERLHES:
9.1.3.Letrozole : (88/11/1 ~ 90/10/1 ~ 92/3/1 ~ 97/11/1 ~ 98/11/1 ~ 99/9/1 ~ 102/8/1)
LESFETE R R ARDE RS A1BEE2 AP Rp L 2if ~ BEL2Z SR S EB LR BF 25 - Rinh* ¥ o
2B GBI FEFRIMEB L M T BEBB L Rp 4 0 175 tamoxifen ja T £ 15 chue W a0 ¥ 2 8 & 3 i aromatase inhibitor # % o i % pEF e S & T SR (97/11/1)
DEaete <222 1122 B RFFFERY o
(2% p B &L 25mg- & * 2 HAREr £ o
3HBEL Y FEFRAMIB LS YRR L o LI RS2 g Ering o 2 3 19 2 tamoxifen H i aromatase inhibitor & * o @ * P Z R LT
F4 % (98/11/1 ~ 99/9/1 - 102/8/1)
()= p &~ HE 25mg> & * 2 FRLE\T £
(2)% 4 tamoxifen & 1é * X & > P * HrA L2 FAZES £ o

4 FfEd Reiwie TR BAF L (k¢ 7 ERPRZFG RIS % T BRH M E)2E * F % Sr(4e tamoxifen @ * 7 25 M) - (2015/12/21 i3 57)
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FEFRHBE A RRFR

(2P dioh) RIS

30

RIS ERE i
&
Tamoxifen for 5 y (category 1)
* ovarian suppression or ablation.
(category 2B)
or-
Aromatase inhibitor for Sy +.

<
ovarian suppression or ablation

(category 2B)- v

LA,

Aromatase inhibitor
for 5y (category 1)
or-

Tamoxifen for 2-3 y.
or-

&y @ —

Y

Aromatase inhibitor for 2-3 y (category 1)-

t t ot ot

Tamoxifen for 4.5-6 y-

pEm

Women with a contraindication to aromatase — "

inhibitors, who decline aromatase inhibitors, or
who are intolerant of the aromatase inhibitors.

FZx i GnRHanalogue o 2 5o ~ LB 2 PE N Kam%ﬁ (2 E2 FSH level z
FZ% @ % GnRHanalogue ;o i 5w ~ B T2 10 b (e R B X (v g% mﬁ (2016/6/4 - 5 = ;553 € i £
v g * GnRHanalogue /% 5w ~BRFR%G( & 23
A ) AL }%mﬁ (2016/6/4 = #5- % %% &R Rin ol £ %)
#% #* GnRHanalogue ¥ & m i@ % Tamoxifen £ AI(2016/6/4 ¢ &5 5% F & & 3 Fic K =
ER (+), node(+) 2 5“7 & - ferz kit * 10 # O3 f 42 (tamoxifen 10 #
TR TR (016/6/4 505 5 F 4 § 5 Riif £ 3 %)

PR
£

* ERIPR(+) ~ HER-2(-) ~ Node(+) 2 #* 4 » 2k Al @7 5 &2 {31 %

)

2 Al5 &4}t tamoxifen5 #); ER (+), node(-), *a7% 1

Aromatase inhibitor for 5 y (category 1)

or-

Consider tamoxifen for an additional 5 y to-
complete 10 y.

Consider tamoxifen for an additional 5 y to.
complete 10 y-

QW[’J

No further endocrine therapy.-

Aromatase inhibitor to complete 5 y of endocrine
therapy (category 1)-

or«

Up to 5 y of an aromatase inhibitor (category 2B)-

Tamoxifen to complete 5y of endocrine therapy
(category 1)-

Aromatase inhibitor for 5 y (category 1)-
or-

Consider tamoxifen for an additional 5y to
complete 10

Tamoxifen for 5 y (category 1) or-
Consider tamoxifen? for up to 10 y.

200 ) (2016/6/4 555 FE § TRIR L B EF)
=3 J_gt)

FEE

o340 ;%4 Node (+)~Tlc 12t » B & % F]5F 4 G3

£ genomic test high score & IHC4 =% _#% % intermediate risk

ANV i;?%}%:},i:,,&?]‘l%"}ﬁ{éw 10 & ¢h

5 # tamoxifen (2016/6/4 - #5 = F § § S ic i £ e %
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Metastatic Breast Cancer (Her2+)# # ~ 42 % 5 %

29

DOSING SCHEDULES FOR CHEMOTHERAPY REGIMENS FOR RECURRENT OR METASTATIC BREAST CANCER

Preferred single agents:

Anthracyclines:

Doxerubicin

+ 60-75 mg/m? IV day 1, cycled every 21 days1
or

+ 20 mg/m? IV day 1 weekly?

Pegylated liposomal encapsulated doxorubicin?
» 50 mg/im? IV day 1
Cycled every 28 days.

Taxanes:

Paclitaxel

+ 175 mg/m? IV day 1
Cycled every 21 day,fs.4

or

- 80 mg/m? IV day 1 weekly®

Antimetabolites:

(.':apec:itabine'Ei
+ 10001250 mg/m? PO twice daily days 1-14
Cycled every 21 days.

Gemcitabine’
+ 800-1200 mg/m? IV days 1, 8, and 15
Cycled every 28 days.

Other microtubule inhibitors:

Vinorelbine®
+ 25 mg/m? IV day 1 weekly

Eribulin’
+1.4 mg/m? IV days 1 and 8
Cycled every 21 days.

Other single agents:

Cyclophosphamidem
* 50 mg PO daily on days 1-21
Cycled every 28 days.

Carbc:ﬁp-latin11
+ AUC 6 IV on day 1
Cycled every 21-28 days.

Docetaxel 1213

+ 60-100 mg/m? IV day 1

Cycled every 21 days.

or

+ 35 mg/m? IV weekly for 6 wks followed by a 2-week rest, then repeat”

Albumin-bound paclitaxel

+ 100 mg/m? or 150 mg/m2 IV days 1, 8, and 15
Cycled every 28 days.15’16

or

+ 260 mg/m? IV

Cycled every 21 days.15

Cisplatin”
+ 75 mg/m? IV on day 1
Cycled every 21 days.

Epirubicin13
+ 60-90 mg/m? IV day 1
Cycled every 21 days.

Imbs-.prilc:-mah19
» 40 mg/m? IV day 1
Cycled every 21 days.
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Metastatic Breast Cancer (Her2+) & # ~ 4 % 54 %

DOSING SCHEDULES FOR CHEMOTHERAPY REGIMENS FOR HER-2 POSITIVE RECURRENT OR METASTATIC BREAST CANCER

Preferred first-line agents for HER2-positive disease:
Pertuzumab + trastuzumab + docetaxel*?

* Pertuzumab 840 mg IV day 1 followed by 420 mg IV

* Trastuzumab 8 mg/kg IV day 1 followed by 6 mg/kg IV
* Docetaxel 75—-100 mg/m? IV day 1

Cycled every 21 days.

Pertuzumab + trastuzumab + paclitaxel®!

* Pertuzumab 840 mg IV day 1 followed by 420 mg IV cycled every 21 days

* Trastuzumab
» 4 mg/kg IV day 1 followed by 2 mg/kg IV weekly
or

» 8 mg/kg IV day 1 followed by 6 mg/kg IV cycled every 21 day533

* Paclitaxel 80 mg/m? IV day 1 weekly®1
or
* Paclitaxel 175 mg/m? day 1 cycled every 21 days

Other first-line agents for HER2-positive disease:
Paclitaxel/carboplatin + trastuzumab®?
* Carboplatin AUC 6 IV day 1
* Paclitaxel 175 mg/m? IV day 1
Cycled every 21 days.
* Trastuzumab

» 4 mglkg IV day 1 followed by 2 mg/kg IV weekly

or
» 8 mg/kg IV day 1 followed by 6 mg/kg IV every 21 days3®

Weekly paclitaxel/carboplatin + trastuzumab34
* Paclitaxel 80 mg/m? IV days 1, 8, & 15
* Carboplatin AUC 2 IV days 1, 8, & 15
Cycled every 28 days.
* Trastuzumab

» 4 mg/kg IV day 1 followed by 2 mg/kg IV weekly

or
» 8 mg/kg IV day 1 followed by 6 mg/kg IV every 21 day533

30

Trastuzumab + paclitaxel
* Paclitaxel
» 175 mg/m? IV day 1 cycled every 21 days3®
or
» 80-90 mg/m? IV day 1 weekly>¢
* Trastuzumab
» 4 mg/kg IV day 1 followed by 2 mg/kg IV weekly
or
» 8 mg/kg IV day 1 followed by 6 mg/kg IV every 21 days33

Trastuzumab + docetaxel
* Docetaxel
» 80-100 mg/m? IV day 1 cycled every 21 days”
or
» 35 mg/m? IV days 1, 8, and 15 weekly?®
* Trastuzumab
» 4 mglkg IV day 1 followed by 2 mg/kg IV weekly
or
» 8 mglkg IV day 1 followed by 6 mg/kg IV every 21 days??

Trastuzumab + vinorelbine®®
* Vinorelbine
» 25 mg/m? IV day 1 weekly
or
» 30-35 mg/m? IV days 1 and 8
Cycled every 21 days.
* Trastuzumab
» 4 mg/kg IV day 1 followed by 2 mg/kg IV weekly
or
» 8 mg/kg IV day 1 followed by 6 mg/kg IV every 21 days33
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INDICATIONS FOR POST-MASTECTOMY RADIOTHERAPY BASIC REQUIREMENTS OF RADIOTHERAPY
1.skin involvement(skin nodule,ulceration, dermal lymphatic involvement)internal *Radiation fields should include ipsilateral chest wall,mammary
chain and supraclavicular fossa
2. pectoral fascia involvement *Excluding heart from radiation fields
3. positive axillary lymph nodes =1 *Central lung distance of the tangential fields<3cm
4. positive or close surgical margin *No axillary irradiation if axillary clearance is adequate

5.Number of tumor > 4
6. gross multicentric disease(tumor in more than one quadrant and at least 4cm by clinical or pathology)
7.axillary node 1-3 positive patient had 3 risk factors » nuclear grade 2 or 3,LVI(+),ESC(+),tumor>2cm(T2),age<40,ER(-)

RIEP ¥ g Ductal carcinoma in situ with wide excision only
*Exact tumor size and type of tumor *Nuclear grade

*Tumor histological and/or nuclear grade *Status of tumor necrosis

*Marginal status (exact distance in mm) *Tumor size

*Status of lymphovascular permeation *Marginal status (exact distance in mm)

*ER and PR study *ER/PR study

Invasive carcinoma with wide excision and axillary lymph node dissection or modified radical mastectomy
*Exact invasive tumor size and type of tumor
*Tumor histologic and/or nuclear grade
*Marginal status(exact distance in mm)
*Status of multifocality and multicentricity
*Presence of DCIS within the invasive tumor
*Presence of DCIS outside the main tumor
*Status of peritumoral LVI (defined as one high power distance from the general contours of the main tumor)
*Number of involved and total axillary lymph nodes with the largest size recorded,status of extranodal invasion - total number of axillary nodes examined
should not be less than 10.
*If any involvement of skin
*ER > PR and Her-2-neu study
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1.Whole breast R/T or chest wall / Reginal lymphatic

Conventional fraction 45-50 Gy in 1.8-2.0 Gy
Hypofractionated 40 Gy/15 Fx 2.67Gy per fraction

2.Partial breast R/T
APBI 34 Gy/10 Fx/5 day 1 weak afte operation
IORT 20 Gy/1 Fx at operation
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