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Main aim of debate today is: 

 

• Should we offer neoadjuvant treatment to all/some 
HR positive breast cancer 

 

• Or 

 

• Existing adjuvant strategies are good enough 
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A case scenario: 

• 62 year old female patient presents in AIIMS opd 
with: 

• 10 cm left breast mass, ER PR +ve, HER2Neu: -ve 
IDC. Mass touches chest wall. PET CT: no distant 
mets 

• Surgeon says: technically unresectable 

 

• What would you do? 
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This patient, postmenopausal ER +ve, 
Local disease but unresectable 

• Intent of treatment? 

 

• Neoadjuvant chemo?  

 

• Or  

 

• Hormone ( AI+CDK 4/6 inhibitor) 
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With this, let us move back to 
1982/83: 
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17 patients data: cytotoxic chemo 
preceding surgery 

 

• 6/17 long term survivors ( upto 79 months) 
compared to 40 months median survival of patients 
who did not receive preceding cytotoxic drugs 
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Same year/next year, another 
small experience 
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From these small patients data, let us 
move to large trials/meta-analysis 

• Famous NSABP series 

 

• B 18 and then B 27 

 

• Publications spanning from 1998 to 2008 
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From here, the story of path CR 
and NACT started… 
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What we 
learnt so 
far? 

• Neo-adjuvant chemotherapy can make 
UNRESECTABLE breast cancer to 
RESECTABLE 

 

• 12% more patients can undergo breast 
conservation with NACT 

 

• 14% patients with HR +ve achieve PathCR 
and LIVE LONGER 

 

• Women less than 50 years have a trend 
towards improved OS with NACT 

 

• Overall, there was similar overall survival 
between Neo-adjuvant and adjuvant 
chemotherapy 
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Most important learning was… 

 

 

• Same Chemotherapy which is given either before or 
after surgery gave similar survival 
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From here… 

• HER 2 Neu positive breast cancer moved towards 
trastuzumab, pertuzumab, TDM1 

 

• TNBC moved towards platinum, immunotherapy 

 

 

• BUT in HR positive tumors, this debate is asking us 
to move backwards… AMAZING 
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Obviously, progress in science is not 
dependent on this debate (outcome) 

• In HR +ve breast cancer, neo-adjuvant space has moved 
towards: 

 

• Neo-adjuvant hormone treatment 

 

• Neo-adjuvant immunotherapy 

 

• Biomarker based neo-adjuvant treatment 

 

• Genomic assay based neo-adjuvant treatment  
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Neo-adjuvant chemotherapy plus 
immunotherapy: Increase in CR 
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Neo-adjuvant hormone therapy 

• Hormone therapy alone 

 

• Hormone therapy+CDK4/6 inhibitor 
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Hormone therapy alone 
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Results of meta-analysis 
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Randomized trial: neo-adjuvant 
chemo vs AI+CDK4/6 
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Cell cycle arrest in almost 90% of 
patients 
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Important learning: early HR positive 
breast cancer, chemo and hormone 
give same results 
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What more 
did we 
learn so 
far? 

• Neo-adjuvant chemo plus 
immunotherapy increases 
pathCR rate in HR+ve BC 

 

• Neo-adjuvant hormone therapy 
is an alternative in patients not 
eligible for chemotherapy 

 

• Neo-adjuvant Hormone +CDK 
4/6 inhibitor may turn out to be 
practice changing regimen in 
NACT 
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Last but never least… NCCN 
clinical practice guidelines 
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Latest guidelines for unresectable 
localized breast cancer 
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How do we conclude my points: Role 
of neoadjuvant treatment in 
Hormone Positive breast cancer 

 

• NACT mandatory in localized unresectable breast 
cancer 

 

• NACT mandatory for breast conservation in large 
tumors 
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Further conclusions: 

• NACT plus immunotherapy increases pathCR, 
waiting for phase 3 data 

 

• NET is an alternative to NACT in select group of 
patients not eligible for chemotherapy 

 

• NET + CDK4/6 works in 90% of patients in arresting 
cell cycle 
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MOST IMPORTANT… 

• Once surgery is done, relapse is the only way to know 
response to particular drug. In addition, whether 
surgery, chemotherapy, radiation or hormone: which 
one has failed, there is no way to know 

 

• In NAT, we can pinpoint the action and move forward 

 

• AND, we are certain that we are doing no additional 
harm by offering NAT 
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So… 

• I conclude very strongly that 

 

• ALMOST every patient of HR+ve Breast cancer 
(beyond cT1) should be offered Neo-adjuvant 
treatment either: 

 

• 1) in the form of clinical trial 

• 2) Neo-adjuvant chemotherapy 

• 3) Neo-adjuvant hormone therapy 
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THANK YOU 
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Genomic based  
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Panel topic today… 

 

 

• How do we treat breast cancer in elderly? 

 

 

• Why do we need to discuss this topic? 
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Panelists… 4 Medical Oncologists, 2 Surgical 
Oncologist and 2 Radiation Oncologists 
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What are we worried about when we treat 
elderly patients with breast cancer? 

 

 

•They should not die because of treatment 

 

•They should not become permanently 
disabled because of treatment 
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In terms of breast cancer… what age 
group is defined as elderly? 

• More than 65 

 

• More than 70 

 

• More than 75 ( a cut off where we don’t want to treat!!!) 

 

 

• Dr. Shakuntala Shah 

• Dr. Jigna Bhattacharya 

• Dr. Sameer Khatri 
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Taken from: OurWorldinData.org 



My Take… 

• Whatever cut off we take, we should be able to: 

 

• Create a separate OPD 

 

• Create guidelines 

 

• Should be able to do CGA in all of them 

 

• A separate MDT should be made 

 

• Practically, to begin with we can start with 70 years and above 
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SIOG task force: 2007 first and then updated 
in 2010: 
NO CUT OFF OF AGE DEFINED 
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After definition of cut off, we come to 
next topic… 

 

 

• What is the burden of elderly breast cancer patients? 

 

• What % of breast cancer patients in your practice are more than 60, 
65 and 70 years and above? 

 

• Dr. Rushabh Kothari 

 

• Dr. Priyanka Chiripal 

 

• Dr. Hemendra Mod 
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Median age is 62 years means at least 40% of 
patients will be above 65 years of age, 25% 
will be above 70 years of age and 12 % will 
be above 80 years of age 
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What is the oldest patient of breast cancer 
you have treated with standard of care 
without compromising any treatment or 
dose? 

 

• Dr. Sameer Khatri 

 

• Dr. Shivani Bhatt 

 

• Dr. Shakuntala Shah ( at GCRI and in private) 

 

• Dr. Mansi Khanderia ( at MSKCC and at Bangalore) 
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