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Background

Adjuvant endocrine therapy is a mainstay of treatment for women with hormone-receptor 
(estrogen-receptor and/or progesterone-receptor) expressing breast cancers. Extensive 
clinical trials over decades have demonstrated compelling improvements in overall sur-
vival and disease-free survival with use of adjuvant endocrine therapy. Along with imple-
mentation of widespread screening mammography programs, use of adjuvant endocrine 
therapy has contributed substantially to the decline in breast cancer mortality seen in the 
US and other developed societies. Around the world, it is likely that adjuvant endocrine 
treatment has contributed more to the reduction in cancer mortality than any other therapy 
employed in medical oncology.

Available adjuvant endocrine options include selective estrogen-receptor modulators 
such as tamoxifen, which is effective in women regardless of menopausal status. For post-
menopausal women, aromatase inhibitors have emerged as treatment options either in 
sequential addition to or instead of tamoxifen. For premenopausal patients, ovarian sup-
pression or ablation is also an effective therapy. Important questions in clinical application 
of adjuvant endocrine treatment include the duration of therapy, the role of ovarian sup-
pression in younger women also given tamoxifen, and the enduring role for tamoxifen in 
the management of postmenopausal patients. In addition, there are persistent challenges in 
management of the unique side effects of adjuvant endocrine therapy, including meno-
pausal symptoms and considerations of bone and musculoskeletal health. Because of the 
well-tolerated nature of these agents, and because of their efficacy in preventing breast 
cancer recurrence, regular assessment of patient symptoms and treatment compliance are 
important for assuring optimal long-term treatment results.
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62 Tamoxifen

Tamoxifen has historically been the treatment standard for adjuvant endocrine therapy. 
The Early Breast Cancer Trialists’ Collaborative Group overview analysis demonstrates 
that 5 years of adjuvant tamoxifen lowers the risk of cancer recurrence by 41% and reduces 
risk of breast cancer death by 34% (1). These gains are durable and persist through at least 
15 years of follow-up. Similar gains in risk reduction and overall survival are seen irre-
spective of patient age or menopausal status. Shorter treatment durations of less than 
5 years yield lower gains in risk reduction than 5 years of therapy. Initial prospective trials 
of extended duration tamoxifen treatment beyond 5 years did not suggest clinical improve-
ment (2). For this reason, 5 years of tamoxifen has been considered the routine treatment 
duration, and that treatment plan has been the “standard” arm in many recent trials of 
adjuvant endocrine therapy. Recently, larger randomized trials have explored continuation 
of tamoxifen beyond 5 years and demonstrated modest additional risk reduction with lon-
ger treatment (3, 4). The full clinical significance of longer tamoxifen treatment and asso-
ciated side effects remain unclear but are of ongoing interest, particularly in premenopausal 
women, in whom aromatase inhibitor therapy is contraindicated, or in women without 
access to AIs or who cannot tolerate AI therapy.

Tamoxifen is effective in ER-positive breast cancers, but not in ER-negative tumors 
(5). Aside from ER status, predictors of tumor sensitivity or resistance to tamoxifen are 
not well established. ER-positive tumors that express the HER2/neu oncogene (i.e., 
HER2 positive) carry a greater risk of recurrence than HER2-negative tumors; however, 
endocrine therapy with tamoxifen or tamoxifen plus ovarian suppression can be effective 
among such tumors (6). The 21-gene recurrence score assay has been shown to be a prog-
nostic assay for outcomes in patients with ER-positive, node-negative tumors receiving 
tamoxifen, but does not fully discriminate cases where tamoxifen should not be adminis-
tered (7). Tamoxifen achieves equivalent relative risk reduction in patients given chemo-
therapy or not, though when adjuvant chemotherapy is given, it should be delivered 
before initiation of tamoxifen both to improve efficacy and reduce the risk of treatment 
complications (8, 9).

The side effects of tamoxifen are well characterized and include common menopausal 
symptoms such as hot flashes and night sweats. Tamoxifen can rarely be associated with 
increased risk of thromboembolic events such as deep venous thrombosis, and with uterine 
cancer. These risks are small in absolute terms (risk less than 1%), appear less common 
among premenopausal than postmenopausal patients, and are related in part to duration of 
therapy (10).

Tamoxifen is metabolized by cytochrome P450 into active metabolites including endox-
ifen. Recently, there have been data suggesting that pharmacogenomic variation in tamox-
ifen metabolism arising from genetic variation in the CYP2D6 allele may contribute to 
significant variation in endoxifen levels (11, 12). Concurrent use of P450 inhibitors includ-
ing some serotonin-selective reuptake inhibitors including fluoxetine and paroxetine may 
also affect tamoxifen metabolism (13). The clinical significance of these finding remains 
ill-defined, and genetic testing for CYP2D6 or other allelic variations are not yet well 
established. Patients on tamoxifen should probably avoid concurrent use of known P450 
inhibitors.
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Adjuvant Endocrine Therapy in Premenopausal Women

Adjuvant endocrine treatment is essential for premenopausal women with ER+ breast cancer 
(14, 15). Historically, young women have had worse outcomes with early-stage breast 
cancer. It is likely that age is a surrogate marker for a variety of adverse biological factors 
more commonly found in younger women. These include lower levels of expression of 
hormone receptors, or lack of hormone receptor expression, higher tumor grade, more 
likely overexpression of HER2, and higher rates of tumor proliferation or lymphovascular 
invasion. Nonetheless, endocrine therapy is effective in younger women, and part of the 
adverse outcomes ascribed to younger women arise from data generated in an era prior to 
use of adjuvant endocrine treatment (16). Tamoxifen is effective in younger women, irre-
spective of patient age or menopausal status, and is the standard endocrine treatment for 
younger women (1, 17).

The principal controversy in management of premenopausal women with ER+ breast 
cancer is the role of ovarian suppression. Clinical trials have demonstrated that ovarian sup-
pression affords lower risk of recurrence compared to no adjuvant treatment (18). In addi-
tion, older trials comparing ovarian suppression with adjuvant chemotherapy – typically 
CMF-based chemotherapy – demonstrated rough equivalence between these treatment 
options (15, 19). In modern practice, however, the question remains unanswered as the fun-
damental problem – knowing whether ovarian suppression adds to clinical outcomes among 
women given tamoxifen with or without chemotherapy. This awaits data from prospective 
clinical trials. The question is further complicated by the impact of chemotherapy-induced 
amenorrhea. The high rate of chemotherapy-associated menopause among premenopausal 
women, particularly women aged 40 and older, has confounded trials designed to analyze 
the impact of ovarian suppression in women also receiving chemotherapy.

Attempts have been made to sort out whether ovarian suppression might add to chemo-
therapy and/or tamoxifen treatment. An overview of gonadotropin releasing hormone 
(GnRH) agonist therapy treatment in premenopausal breast cancer suggested a nonsignifi-
cant 15% risk reduction with use of ovarian suppression and tamoxifen compared to tamox-
ifen alone (20). A randomized trial comparing chemotherapy vs. chemotherapy plus GnRH 
agonist vs. the combination and tamoxifen demonstrated an advantage for the addition of 
tamoxifen in the overall patient population (21). For women under age 40, who were less 
likely to undergo chemotherapy-induced amenorrhea, the sequential addition of GnRH 
agonist and then tamoxifen yielded stepwise improvement in outcome. The onset of che-
motherapy-induced amenorrhea has been studied as a prognostic factor in premenopausal 
breast cancer. The vast majority of studies suggest that women with ER+ tumors experienc-
ing chemotherapy-related amenorrhea have a better long-term prognosis than women not 
experiencing menopause (22). In one of the few trials that included tamoxifen treatment, 
women with chemotherapy-induced menopause had better outcomes either with or without 
the addition of tamoxifen (23). Collectively, these experiences suggest that the induction of 
ovarian suppression might improve on outcomes in patients also receiving tamoxifen treat-
ment, but the true significance and magnitude of such benefit remains unclear. Women 
receiving ovarian suppression and tamoxifen are likely to experience more profound side 
effects than women receiving tamoxifen alone, including greater urogenital discomfort, 
sexual dysfunction, menopausal symptoms, and bone demineralization.
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Aromatase inhibitors are contraindicated in premenopausal women, as residual ovarian 

physiological function can upregulate aromatase enzyme expression and overcome the 
effects of AI treatment. Case reports have documented late recovery of ovarian function in 
women with chemotherapy-induced amenorrhea while on AI therapy (24, 25). These cases 
are reminders that tamoxifen remains the treatment of choice for women in which there is 
any question of residual ovarian function and in women premenopausal at time of diagnosis. 
The role of AIs in premenopausal women given concurrent ovarian suppression is under 
active investigation. The TEXT trial compares ovarian suppression with tamoxifen against 
ovarian suppression with an aromatase inhibitor. ABCSG trial 12 was a randomized study 
directly comparing ovarian suppression with tamoxifen or an AI, and preliminary data 
suggest no differences in outcome with either of those two agents (26).

In summary, premenopausal women with ER+ breast cancer should receive adjuvant 
tamoxifen. These women may also wish to consider ovarian suppression, though the gains 
are hard to quantify at present, and ovarian suppression is likely to be associated with 
greater side effects. The SOFT trial, a randomized study of tamoxifen with or without 
ovarian suppression, will hopefully define with clarity the role of ovarian suppression in 
young women.

Adjuvant Endocrine Therapy in Postmenopausal Women

While 5 years of tamoxifen has been the traditional treatment for postmenopausal women 
with ER+ early-stage breast cancer, multiple recent trials have suggested that incorpora-
tion of aromatase inhibitors into the treatment program can lower the risk of tumor recur-
rence (27). Aromatase inhibitors suppress the conversion of androgens into estrogens in 
postmenopausal women, achieving profound estrogen deprivation. The treatment benefits 
and side effects of AI therapy are consequences of the hypoestrogenemic state achieved by 
these drugs. Commercially available aromatase inhibitors include nonsteroidal, reversible 
inhibitors such as anastrozole and letrozole, and the steroidal, irreversible agent exemes-
tane. All three of these agents achieve generally comparable levels of estrogen suppres-
sion. Each has been studied in different sets of populations, and there are no meaningful 
data comparing efficacy of one or the other agent in the adjuvant setting. It is likely that the 
reported data represent a “class effect” of these drugs. Anecdotal experience suggests that 
some patients will tolerate one product better than another, for unclear reasons. Previous 
generations of aromatase inhibitors, including the agent aminoglutethimide, were less 
selective in their targeting of the aromatase enzyme and were associated with far greater 
symptoms related to steroid insufficiency and rash. Such agents are of historical interest 
only at this time.

The major adjuvant trials of aromatase inhibitor therapy all compared treatment plans 
that incorporated AIs against 5 years of tamoxifen therapy, the traditional treatment stan-
dard. These trials are summarized in Table 62.1. AI therapy was evaluated in three differ-
ent clinical contexts – as upfront (or primary) treatment of newly diagnosed postmenopausal 
breast cancer, as sequential (or switching) therapy after 2 or 3 years of tamoxifen treat-
ment, and as extended adjuvant therapy after 5 years of tamoxifen. In each instance, the 
utilization of an AI led to a lower risk of tumor recurrence than 5 years of tamoxifen alone. 
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The risk reduction seen in each trial is shown in Table 62.1. Upfront use of an AI lowers 
risk of recurrence by 10–20% compared to 5 years of tamoxifen, sequential therapy 
of tamoxifen followed by an AI for a total of 5 years by 24–40% compared to 5 years of 
tamoxifen, and extended AI therapy by 30–40% compared to stopping after 5 years 
of tamoxifen. Because of the generally favorable prognosis of patients in these various 
treatment trials, the absolute gains associated with these reductions in risk of recurrence 
translate to differences on the order of 3–10% through about 5 years of follow-up. To date, 
the only studies that have demonstrated a survival advantage for incorporation of AI 
therapy into adjuvant treatment have been the “switching” trials of sequential therapy. The 
lack of a survival difference is likely due to many factors, including the modest relative 
and absolute risk reduction seen with AI therapy, the limited available follow-up, the 
generally favorable prognosis of ER+ postmenopausal breast cancer, the substantial fraction 
of disease-related events that are nonlethal ipsilateral recurrences or contralateral breast 
cancers (28), and competing causes of mortality in older patients.

Formal quality of life analyses have shown similar – and modest – effects of either 
tamoxifen or aromatase inhibitors on health-related quality of life and daily function (29, 30). 
Tamoxifen and aromatase inhibitors do differ in their common side effect profiles. While 
both agents can be associated with hot flashes and night sweats, AI therapy is associated 
with greater vaginal dryness and sexual dysfunction including loss of libido. Aromatase 
inhibitors lack the rare risks of endometrial cancer and thromboembolism seen with tamoxifen 
and are associated with a lower incidence of gynecological bleeding and of hysterectomy. 
Because of their estrogen deprivation implications, AI therapy is associated with acceler-
ated osteopenia, osteoporosis, and osteoporotic fractures compared to tamoxifen treatment 
(31, 32). AI-associated osteoporosis can be mitigated with use of bisphosphonate therapy 
(33). Patients on AIs should be screened regularly for bone mineral density and initiate 
treatment with standard interventions such as calcium and vitamin D supplementation, 
weight-bearing exercise, and bisphosphonates according to established guidelines (34). 
Aromatase inhibitors are also associated with an arthralgia syndrome, characterized by 
achiness or stiffness in the joints (especially of the hands, arms, knees, and feet) (35). The 
true prevalence of this condition is not known, though emerging data suggest it is a very 
common syndrome, tends to abate over long periods of time, and contributes to discontinu-
ation of AI therapy in a subset of patients (36).

Despite the wealth of data on adjuvant treatment with aromatase inhibitors, important 
practical questions remain that await results from ongoing clinical trials. So far, neither 
patient clinical factors nor tumor biomarkers have been defined that clearly suggest which 
initial treatment strategy would be optimal for a given patient or cancer. Neither quantita-
tive measures of ER or PR nor tumor HER2 status appears to define patients best suited for 
one treatment plan or agent, or another (37). In the BIG 1-98 trial, tumors with low Ki67 
proliferation indices appeared to respond equally well to either tamoxifen or an AI, while 
those with high Ki67 measures selectively benefited from AI therapy (38), but this obser-
vation awaits confirmation.

A consequence of the design of the major adjuvant trials is that neither the total duration 
of adjuvant endocrine therapy nor the duration of AI treatment is well established. For 
patients receiving upfront AI treatment, safety and efficacy data exist for 5 years of AI 
treatment. For patients begun on tamoxifen, there are data for 2–3 years of AI or of 5 years 
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of AI use, yielding different total durations of therapy (either 5 or 10 years), depending on 
the length of initial tamoxifen exposure. These vagaries will not be readily resolved by 
existing treatment studies. The growing appreciation for the long natural history of ER+ 
breast cancer in postmenopausal women is prompting longer durations of adjuvant ther-
apy. At the moment, however, data only exist in support of 5 years of initial AI treatment. 
For women beginning with tamoxifen, it seems reasonable, based on the available safety 
experience, to offer 5 years of AI therapy after their initial years of tamoxifen treatment; 
the best total duration of such therapy is not known.

Table 62.1  Major randomized trials of aromatase inhibitor therapy in postmenopausal, early-stage 
breast cancer

Trial References Eligibility Treatment arms

Number of 
patients; DFS 
hazard ratio

Up-front/primary therapy

ATAC (1, 2) Newly diagnosed T × 5 9,366; HR 0.87
A × 5
T + A × 5

BIG 1-98 (3, 4) Newly diagnosed T × 5 8,028; HR 0.82
L × 5
T × 2 → L × 3
L × 2 → T × 3

Sequential/switching therapy

ABCSG 8 (5) Newly diagnosed

Disease-free after  
2 years T

Disease-free after  
2–3 years T

Disease-free after  
2–3 years T

T × 5 2,926; HR 0.76
T × 2 → A × 3

ARNO 95 T × 3 979; HR 0.66
A × 3

IES (6, 7) T × 2–3 years 4,724; HR 0.76
E × 2–3 years

ITA (8) T × 2–3 years 448; HR 0.57
A × 2–3 years

Extended therapy

MA17 (9, 10) Disease-free after  
5 years T

Disease-free after  
5 years T

Disease-free  
after 5 years  
T ± aminoglu-
tethimide

Placebo 5,187; HR 0.58
L × 5 years

NSABP B-33 (11) Placebo 1,598; HR 0.68
E × 5

ABCSG 6a (12) No treatment 856; HR 0.64
A × 3 years

T tamoxifen; A anastrozole; E exemestane; L letrozole
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Finally, it remains unclear which initial treatment choice – tamoxifen or an AI – would 
yield optimal long-term tumor control. Recent data from the BIG 1-98 and TEAM trials, 
which compared initial use of an AI vs a sequential treatment program of tamoxifen fol-
lowed by an AI, show identical rates of tumor recurrence with either strategy (41, 42). 
Thus, either of these treatments plans is a valid option for postmenopausal women. Modeling 
studies suggest that a crossover strategy built around sequential therapy might offer supe-
rior long-term tumor control (39), but these computer simulations await clinical confirma-
tion. At present, clinical judgment factoring in patient characteristics, preexisting health 
conditions, and desired side effect profiles informs the selection of initial therapy. Expert 
panel guidelines from the American Society of Clinical Oncology (40), the St. Gallen 
Consensus Conference on Early Stage Breast Cancer (17), and the National Comprehensive 
Cancer Network (available at www.nccn.org) endorse either upfront use of an AI or tamox-
ifen as initial treatment and recommend incorporation of an AI at some point during adju-
vant endocrine therapy for postmenopausal women.

Conclusions

Despite decades of clinical research, important questions remain about the optimal treat-
ment strategies for women with ER+ breast cancers. Nonetheless, it is clear that multiple 
years of antiestrogen treatment with tamoxifen or aromatase inhibitors is a critical inter-
vention. Familiarity with the common side effects of these drugs can help clinicians and 
patients to be more understanding and more compliant with these medicines. Emerging 
data from large, prospective randomized clinical trials will continue to define new stan-
dards in adjuvant endocrine therapy.

References

 1. Early Breast Cancer Trialists’ Group. Effects of chemotherapy and hormonal therapy for early 
breast cancer on recurrence and 15-year survival: an overview of the randomised trials. Lancet. 
2005;365(9472):1687–717.

 2. Fisher B, Dignam J, Bryant J, Wolmark N. Five versus more than five years of tamoxifen for 
lymph node-negative breast cancer: updated findings from the National Surgical Adjuvant 
Breast and Bowel Project B-14 randomized trial. J Natl Cancer Inst. 2001;93(9):684–90.

 3. Peto R, Davies C; on Behalf of the ATLAS Collaboration. ATLAS (adjuvant tamoxifen, longer 
against shorter): international randomized trial of 10 versus 5 years of adjuvant tamoxifen 
among 11,500 women preliminary results. In: 30th Annual San Antonio Breast Cancer 
Symposium; 2007:abstract 48. Available at www.sabcs.org.

 4. Gray RG, Rea DW, Handley K, Marshall A, Pritchard G, Perry P, et al. aTTom (adjuvant 
Tamoxifen–To offer more?): randomized trial of 10 versus 5 years of adjuvant tamoxifen 
among 6,934 women with estrogen receptor-positive (ER+) or ER untested breast cancer–
preliminary results. Proc ASCO; 2008:abstract 513. Available at: www.asco.org.

 5. Fisher B, Anderson S, Tan-Chiu E, Wolmark N, Wickerham DL, Fisher ER, Dimitrov NV, 
Atkins JN, Abramson N, Merajver S, Romond EH, Kardinal CG, Shibata HR, Margolese RG, 
Farrar WB. Tamoxifen and chemotherapy for axillary node-negative, estrogen receptor-
negative breast cancer: findings from National Surgical Adjuvant Breast and Bowel Project 
B-23. J Clin Oncol. 2001;19(4):931–42.

http://www.nccn.org
http://www.sabcs.org
http://www.asco.org


762 H.J. Burstein

62
 6. Love RR, Duc NB, Havighurst TC, Mohsin SK, Zhang Q, DeMets DL, et al. Her-2/neu overex-

pression and response to oophorectomy plus tamoxifen adjuvant therapy in estrogen receptor-
positive premenopausal women with operable breast cancer. J Clin Oncol. 2003;21(3): 453–7.

 7. Paik S, Shak S, Tang G, Kim C, Baker J, Cronin M, et al. A multigene assay to predict recurrence 
of tamoxifen-treated, node-negative breast cancer. N Engl J Med. 2004;351(27): 2817–26.

 8. Albain K, Barlow W, Shak S, Hortobagyi G, Livingston R, Yeh I, Ravdin P, et al. Prognostic 
and predictive value of the 21-gene recurrence score assay in postmenopausal, node-positive, 
ET-positive breast cancer. in: 27th Annual San Antonio Breast Cancer Supplement Symposium; 
2004:abstract 37. Breast Cancer Research and Treatment 2007; S8814,INT0100.

 9. Pritchard KI, Paterson AH, Paul NA, Zee B, Fine S, Pater J. Increased thromboembolic com-
plications with concurrent tamoxifen and chemotherapy in a randomized trial of adjuvant 
therapy for women with breast cancer. National Cancer Institute of Canada Clinical Trials 
Group Breast Cancer Site Group. J Clin Oncol. 1996;14(10):2731–7.

 10. Braithwaite RS, Chlebowski RT, Lau J, George S, Hess R, Col NF. Meta-analysis of vascular 
and neoplastic events associated with tamoxifen. J Gen Intern Med. 2003;18(11):937–47.

 11. Jin Y, Desta Z, Stearns V, Ward B, Ho H, Lee KH, et al. CYP2D6 genotype, antidepressant use, 
and tamoxifen metabolism during adjuvant breast cancer treatment. J Natl Cancer Inst. 
2005;97(1):30–9.

 12. Goetz MP, Knox SK, Suman VJ, Rae JM, Safgren SL, Ames MM, et al. The impact of cyto-
chrome P450 2D6 metabolism in women receiving adjuvant tamoxifen. Breast Cancer Res 
Treat. 2007;101(1):113–21.

 13. Stearns V, Johnson MD, Rae JM, Morocho A, Novielli A, Bhargava P, et al. Active tamoxifen 
metabolite plasma concentrations after coadministration of tamoxifen and the selective sero-
tonin reuptake inhibitor paroxetine. J Natl Cancer Inst. 2003;95(23):1758–64.

 14. Dellapasqua S, Colleoni M, Gelder RD, Goldhirsch A. Adjuvant endocrine therapy for pre-
menopausal women with early breast cancer. J Clin Oncol. 2005;23(8):1736–50.

 15. Parton M, Smith IE. Controversies in the management of patients with breast cancer: adjuvant 
endocrine therapy in premenopausal women. J Clin Oncol. 2008;26(5):745–52.

 16. Colleoni M, Rotmensz N, Peruzzotti G, Maisonneuve P, Orlando L, Ghisini R, et al. Role of 
endocrine responsiveness and adjuvant therapy in very young women (below 35 years) with 
operable breast cancer and node negative disease. Ann Oncol. 2006;17(10):1497–503.

 17. Goldhirsch A, Wood WC, Gelber RD, Coates AS, Thurlimann B, Senn JH. 10th St Gallen 
Conference. Progress and promise: highlights of the international expert consensus on the 
primary therapy of early breast cancer 2007. Ann Oncol. 2007;18(7):1133–44.

 18. Anon. Ovarian ablation in early breast cancer: overview of the randomised trials. Early Breast 
Cancer Trialists’ Collaborative Group. Lancet. 1996;348(9036):1189–96.

 19. International Breast Cancer Study Group (IBCSG), Castiglione-Gertsch M, O’Neill A, Price 
KN, Goldhirsch A, Coates AS, et al. Adjuvant chemotherapy followed by goserelin versus 
either modality alone for premenopausal lymph node-negative breast cancer: a randomized 
trial. J Natl Cancer Inst. 2003;95(24):1833–46.

 20. LHRH-agonists in Early Breast Cancer Overview group, Cuzick J, Ambroisine L, Davidson 
N, Jakesz R, Kaufmann M, Regan M, Sainsbury R. Use of luteinising-hormone-releasing hor-
mone agonists as adjuvant treatment in premenopausal patients with hormone-receptor-posi-
tive breast cancer: a meta-analysis of individual patient data from randomised adjuvant trials. 
Lancet. 2007;369(9574):1711–23.

 21. Davidson NE, O’Neill AM, Vukov AM, Osborne CK, Martino S, White DR, et al. 
Chemoendocrine therapy for premenopausal women with axillary lymph node-positive, steroid 
hormone receptor-positive breast cancer: results from INT 0101 (E5188). J Clin Oncol. 
2005;23(25):5973–82.

 22. Walshe JM, Denduluri N, Swain SM. Amenorrhea in premenopausal women after adjuvant 
chemotherapy for breast cancer. J Clin Oncol. 2006;24(36):5769–79.



76362 Adjuvant Endocrine Therapy

 23. International Breast Cancer Study Group, Colleoni M, Gelber S, Goldhirsch A, Aebi S, 
Castiglione-Gertsch M, Price KN, Coates AS, Gelber RD. Tamoxifen after adjuvant chemo-
therapy for premenopausal women with lymph node-positive breast cancer: International 
Breast Cancer Study Group Trial 13-93. J Clin Oncol. 2006;24(9):1332–41.

 24. Burstein HJ, Mayer E, Patridge AH, O’Kane H, Litsas G, Come SE, et al. Inadvertent use of 
aromatase inhibitors in patients with breast cancer with residual ovarian function: cases and 
lessons. Clin Breast Cancer. 2006;7(2):158–61.

 25. Smith IE, Dowsett M, Yap YS, Walsh G, Lonning PE, Santen RJ, et al. Adjuvant aromatase 
inhibitors for early breast cancer after chemotherapy-induced amenorrhoea: caution and sug-
gested guidelines. J Clin Oncol. 2006;24:2444–7.

 26. Gnant M, Mlineritsch B, Schippinger W, Luschin-Ebengreuth G, Poestlberger S, Menzel C, 
et al. Adjuvant ovarian suppression combined with tamoxifen or anastrozole, alone or in com-
bination with zoledronic acid, in premenopausal women with hormone-responsive stage I and 
II breast cancer : First efficacy results from ABCSG-12. J Clin Oncol 2008;26(suppl):abstract 
LBA4.

 27. Lin NU, Winer EP. Advances in adjuvant endocrine therapy for postmenopausal women. 
J Clin Oncol. 2008;26(5):798–805.

 28. Hudis CA, Barlow WE, Costantino JP, Gray RJ, Pritchard KI, Chapman JA, et al. Proposal for 
standardized definitions for efficacy end points in adjuvant breast cancer trials: the STEEP 
system. J Clin Oncol. 2007;25(15):2127–32.

 29. Fallowfield L, Cella D, Cuzick J, Francis S, Locker G, Howell A. Quality of life of postmeno-
pausal women in the Arimidex, Tamoxifen, alone or in Combination (ATAC) Adjuvant Breast 
Cancer Trial. J Clin Oncol. 2004;22:4261–71.

 30. Whelan TJ, Goss PE, Ingle JN, Pater JL, Tu D, Pritchard K, et al. Assessment of quality of life 
in MA.17: a randomized, placebo-controlled trial of letrozole after 5 years of tamoxifen in 
postmenopausal women. J Clin Oncol. 2005;23:6931–40.

 31. Perez EA, Josse RG, Pritchard KI, Ingle JN, Martino S, Findlay BP, et al. Effect of letrozole 
versus placebo on bone mineral density in women with primary breast cancer completing 5 or 
more years of adjuvant tamoxifen: a companion study to NCIC CTG MA.17. J Clin Oncol. 
2006;24:3629–35.

 32. Coleman RE, Banks LM, Girgis SI, Kilburn LS, Vrdoljak E, Fox J, et al. Skeletal effects of 
exemestane on bone-mineral density, bone biomarkers, and fracture incidence in postmeno-
pausal women with early breast cancer participating in the Intergroup Exemestane Study 
(IES): a randomised controlled study. Lancet Oncol. 2007;8:119–27.

 33. Brufsky A, Harker WG, Beck JT, Carroll R, Tan-Chiu E, Seidler C, et al. Zoledronic acid 
inhibits adjuvant letrozole-induced bone loss in postmenopausal women with early breast can-
cer. J Clin Oncol. 2007;25:829–36.

 34. Hillner BE, Ingle JN, Chlebowski RT, Gralow J, Yee GC, Janjan NA, et al. American Society 
of Clinical Oncology 2003 update on the role of bisphosphonates and bone health issues in 
women with breast cancer. J Clin Oncol. 2003;21:4042–57.

 35. Burstein HJ, Winer EP. Aromatase inhibitors and arthralgias: a new frontier in symptom man-
agement for breast cancer survivors. J Clin Oncol. 2007;25:3797–9.

 36. Crew KD, Greenlee H, Capodice J, Raptis G, Brafman L, Fuentes D, et al. Prevalence of joint 
symptoms in postmenopausal women taking aromatase inhibitors for early-stage breast can-
cer. J Clin Oncol. 2007;25:3877–8.

 37. Viale G, Regan MM, Maiorano E, Mastropasqua MG, Dell’Orto P, Rasmussen BB, et al. Prognostic 
and predictive value of centrally reviewed expression of estrogen and progesterone receptors in 
a randomized trial comparing letrozole and tamoxifen adjuvant therapy for postmenopausal early 
breast cancer: BIG 1-98. J Clin Oncol. 2007;25(25):3846–52.

 38. Viale G, Giobbie-Hurder A, Regan MM, Coates AS, Mastropasqua MG, Dell’Orto P, et al. 
Prognostic and predictive value of centrally reviewed Ki-67 labeling index in postmenopausal 



764 H.J. Burstein

62
women with endocrine-responsive breast cancer: results from Breast International Group Trial 
1-98 comparing adjuvant tamoxifen with letrozole. J Clin Oncol. 2008;26:5569–75.

 39. Punglia RS, Kuntz KM, Winer EP, Weeks JC, Burstein HJ. Optimizing adjuvant endocrine 
therapy in postmenopausal women with early-stage breast cancer: a decision analysis. J Clin 
Oncol. 2005;23:5178–87.

 40. Burstein HJ, Prestrud AA, Seidenfeld J, et al. American Society of Clinical Oncology Clinical 
Practice Guideline: Update on Adjuvant Endocrine Therapy for Women With Hormone 
Receptor-Positive Breast Cancer. J Clin Oncol 2010;28:3784–96.

 41. BIG 1-98 Collaborative Group, Mouridsen H, Giobbie-Hurder A, et al (2009) Letrozole ther-
apy alone or in sequence with tamoxifen in women with breast cancer. N Engl J Med 
361:766–776.

 42. Rea D, Hasenburg A, Seynaeve C, et al. Presented at the 32nd Annual San Antonio Breast 
Cancer Symposium (December 9-13, 2009, San Antonio, TX), Five years of exemestane as 
initial therapy compared to 5 years of tamoxifen followed by exemestane: The TEAM Trial, a 
prospective, randomized, phase III trial in postmenopausal women with hormone-sensitive 
early breast cancer).


	62: Adjuvant Endocrine Therapy
	Background
	Tamoxifen
	Adjuvant Endocrine Therapy in Premenopausal Women
	Adjuvant Endocrine Therapy in Postmenopausal Women
	Conclusions
	References


