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Abstract: Bone is the most common site of metastasis from breast cancer. Bone metastases
from breast cancer are associated with skeletal-related events (SREs) including
pathological fractures, spinal cord compression, surgery and radiotherapy to bone, as well
as bone pain and hypercalcemia, leading to impaired mobility and reduced quality of life.
Greater understanding of the pathophysiology of bone metastases has led to the discovery
and clinical utility of bone-targeted agents such as bisphosphonates and the receptor
activator of nuclear factor kappa-B ligand (RANK-L) antibody, denosumab. Both are now
a routine part of the treatment of breast cancer bone metastases to reduce SREs. With
regards to prevention, there is no evidence that oral bisphosphonates can prevent bone
metastases in advanced breast cancer without skeletal involvement. Several phase III
clinical trials have evaluated bisphosphonates as adjuvant therapy in early breast cancer to
prevent bone metastases. The current published data do not support the routine use of
bisphosphonates in unselected patients with early breast cancer for metastasis prevention.
However, significant benefit of adjuvant bisphosphonates has been consistently observed
in the postmenopausal or ovarian suppression subgroup across multiple clinical trials,
which raises the hypothesis that its greatest anti-tumor effect is in a low estrogen
microenvironment. An individual patient data meta-analysis will be required to confirm
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survival benefit in this setting. This review summarizes the key evidence for current
clinical practice and future directions.
Keywords: breast cancer; bone metastases; bisphosphonates; denosumab; skeletal-related
events; adjuvant; randomized controlled trials; meta-analysis

1. Introduction
Breast cancer is the most common malignancy and the leading cause of cancer death among women
worldwide [1]. The incidence is highest in North America, Australia, New Zealand, western and
northern Europe, where as many as one in eight women develop breast cancer [2,3]. Bone is the most
common site of breast cancer metastasis, with over 70% of patients who died from breast cancer found
to have bone metastases on postmortem examination [4]. In women with early breast cancer, risk
factors for developing bone metastases include the presence of significant nodal disease with greater
than four involved axillary lymph nodes at initial diagnosis, primary tumor size greater than 2 cm,
estrogen receptor positive progesterone receptor negative tumor and younger age [5,6]. The presence
of significant nodal disease has the highest cumulative incidence of bone metastases: 15% at 2 years
and 41% at 10 years [5]. The median survival for patients with breast cancer and bone metastases is
approximately 2 years [7,8]. Patients with bone-only metastases have a significantly better outcome
than those with visceral metastases [8] and highly selected series have reported an average survival of
72 months [9]. However, bone metastases from breast cancer are associated with significant morbidity
including immobility and the development of SREs, which are defined as the development of
pathological fractures, spinal cord compression, the need for surgery and radiotherapy to bone. When
bone pain and hypercalcemia are included as SREs as in older definitions, SREs occur in over 50% of
patients with breast cancer bone metastases [10]. Given the frequency of breast cancer bone
metastases, its negative impact on quality of life, the relatively longer survival of these patients and the
burden of SREs to society, much research has focused on the pathophysiology, treatment and
prevention of bone metastases from breast cancer over the last two decades. This paper discusses key
research findings and summarizes the data from randomized controlled trials for evidence-based
clinical practice and future directions.
2. Pathophysiology of Bone Metastases
Normal bone formation is a coordinated dynamic process of active bone production by osteoblasts
and bone remodeling and resorption by osteoclasts. This fine balance is mediated by a variety of local
and systemic factors such as transforming growth factor-beta (TGF-β), insulin growth factor (IGF),
bone morphogenic protein, platelet-derived growth factor (PDGF), prostaglandin and parathyroid
hormone, as well as RANK-L, a key factor for osteoclast production [11]. Bone metastases disrupt this
complex interplay through an organized and multistep process involving tumor intravasation, cell
survival in the circulatory system, extravasation into surrounding tissue, initiation and maintenance of
growth, vascularization and angiogenesis [12]. Key gene expression signatures identified in this
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process include C-X-C chemokine receptor type 4 (CXCR4), fibroblast growth factor 5, connective
tissue-derived growth factor, interleukin-11, matrix metalloproteinase (MMP)-1, follistatin, A
disintegrin and metalloproteinase with thrombospondin motifs 1 (ADAMTS1) and proteoglycan-1, all
of which are overexpressed by at least four-fold when compared with the same cell lines that have not
metastasized to bone [13].
The “seed and soil” hypothesis was first proposed in 1889 by Stephen Paget, who suggested that
the “seeds (tumor) can only live and grow if they fall on congenial soil (optimal bone
microenvironment)” [14]. This concept was further expanded in the “metastatic niche” model by
Psaila and Lyden, who explained the relationship between the disseminating seed (tumor) and
metastatic soil (bone) through a continual supply of growth factors from the microenvironment, loss of
apoptotic signals and the recruitment of endothelial progenitor cells [15].
Osteolytic and osteoblastic metastases result in excessive bone resorption and formation
respectively, both at the expense of quality bone formation, mineralization and organization.
Radiologically, approximately 48% of bone metastases from breast cancer are purely osteolytic, 13%
are purely osteoblastic and 38% are mixed osteoblastic and osteolytic [16]. Histologically and
biochemically the two processes coexist irrespective of lytic or blastic radiological appearance [17].
Key mediators of the osteolytic tumor pathway include the parathyroid hormone-related peptide
(PTHrP), which upregulates RANK-L from osteoblasts and stromal cells, resulting in down regulation
of osteoprotegerin, activation of osteoclasts, production of TGF-β and IGF which in turn promotes
tumor cell growth and further release of PTHrP, creating a “vicious cycle of bone metastases” [18]
(Figure 1). The osteoblastic pathway is less well studied and much of its research has been focused on
prostate cancer. Several mediators produced by tumors are thought to play important roles in the
pathogenesis, including endothelin-1 (ET-1), bone morphogenic protein (BMP), fibroblast growth
factor (FGF) and PDGF, as well as the Wnt protein pathway through negative regulation of
Dickkopf-1 (Dkk1) [19].
An improved understanding of the pathophysiology of bone metastases from breast cancer has
ushered the development and clinical use of bone-targeted agents in this area and the specific pathways
elucidated provide potential targets for future bone-targeted therapy.
3. Treatment of Bone Metastases from Breast Cancer
3.1. Integration of Local and Systemic Therapy
The optimal treatment of bone metastases from breast cancer involves the integration of local,
systemic anti-cancer therapy, bone-targeted agents and supportive care through a multidisciplinary
team of surgeons, radiation oncologists, medical oncologists, palliative care physicians, radiologists,
cancer nurses and coordinators. Treatment is palliative and is aimed at preventing SREs, reducing pain
and suffering, preventing disability and improving quality of life.
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Figure 1. The vicious cycle of bone metastases. In the osteolytic vicious cycle, tumor cells
secrete parathyroid hormone-related peptide (PTHrP) and other factors including
interleukins, prostaglandin E, tumor necrosis factor and macrophage-stimulating factor.
PTHrP induces osteoclastogenesis by upregulation of RANK-L. The activated osteoclasts
in turn produce TGF-β and IGF, which promotes cancer cell growth. In the osteoblastic
vicious cycle, breast cancer cells produce osteoblast-stimulating factors such as bone
morphogenic protein (BMP), fibroblast growth factor (FGF) and platelet-derived growth
factor (PDGF). PTHrP is also overexpressed. It activates ET-1, which down regulates
Dkk1, a negative regulator of osteoblastogenesis. The activated osteoblasts in turn produce
factors including interleukin-6 (IL-6), monocyte chemotactic protein-1 (MCP-1), vascular
endothelial growth factor (VEGF), macrophage inflammatory protein-2 (MIP-2); which
facilitate breast cancer cell colonization and survival upon arrival in the bone
microenvironment. In reality, there is a complex interplay between the two cycles [11,19–21].
Reproduced with permission from the Journal of Breast Cancer: Targets and
Therapy [18].

3.2. Prevention of Skeletal-Related Events
3.2.1. Bisphosphonates
Bisphosphonates are potent osteoclast inhibitors and an important class of bone-targeted agents
used to reduce the frequency of SREs, improve bone pain and serve as an established treatment for
hypercalcemia of malignancy [22,23] (Table 1). Non-nitrogen containing bisphosphonates, such as
clodronate and etidronate, are converted intracellularly into methylene-containing analogs of adenosine
triphosphate (ATP), which accumulate within macrophages and osteoclasts causing direct apoptosis [18].
Nitrogen-containing bisphosphonates, including pamidronate, ibandronate and zoledronic acid, also
inhibit farnesyl diphosphate synthase, a rate-limiting enzyme of the mevalonate pathway, preventing
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protein prenylation of small guanosine triphosphatase (GTPase) such as Ras, Rho and Rab, which are
important signaling proteins that regulate cell survival in osteoclasts [18,24]. In vitro, at higher
concentrations, nitrogen-containing bisphosphonates inhibit osteoblasts, epithelial and endothelial cells
as well as breast tumor cells, in part explaining their potential anti-tumor properties [24].
Table 1. Bisphosphonates are defined by their P-C-P conformation, which renders them
high affinity to the hydroxyapatite in the bone mineral. Bisphosphonates contain two side
chains, R1 being the variable structure that determines the potency of the compound
(top left of each structure), and R2 being the short addition that increases the bone affinity
(bottom left of each structure). Nitrogen-containing R1 improves the potency by at least
100 fold, and OH-containing R2 significantly increases the affinity to bone. Additional
abbreviations: MBC, metastatic breast cancer; IV, intravenous; PO, oral. Reproduced with
permission from the Journal of Breast Cancer: Targets and Therapy [18].
Class

Simple bisphosphonate

Nitrogen-containing bisphosphonate (N-BP)

Structure
Generic
Name
Product
Name
Relative
Potency
Possible
dosing in
MBC

Etidronate

Clodronate

Pamidronate

Alendronate

Ibandronate

Zoledronic acid

Didronel®

Bonefos®

Aredia®

Fosamax®

Bondronat®

Zometa®

1

10

100

1000

10,000

100,000

PO 50 mg daily

IV 4 mg once

IV 6 mg monthly

every 3–4 weeks

Not
indicated

PO 1600–3200 mg
daily in
single/divided dose

IV 90 mg once
every 3–4 weeks

Not indicated

The effects of bisphosphonates on SREs have been extensively studied in metastatic breast cancer
over the last two decades using a variety of agents. In a 2012 Cochrane systematic review and
meta-analysis, data from 19 randomized controlled trials (RCTs) and 6646 patients were incorporated
to evaluate the effects of bisphosphonates or denosumab on SREs from breast cancer bone metastases [25]
(Figure 2). For women with advanced breast cancer and clinically evident bone metastases,
bisphosphonates significantly reduced the incidence and rate of SREs (excluding hypercalcemia) by
15% as compared to placebo control (risk ratio (RR) 0.85; 95% CI 0.77–0.94; p = 0.001) [25]. Efficacy
in reducing SREs was demonstrated for both parenteral (RR 0.83; p = 0.008) and oral (RR 0.84;
p = 0.0007) routes of administration compared to control. Individual drug effects on SREs were shown
for intravenous (IV) zoledronic acid 4 mg (RR 0.59), IV pamidronate 90 mg (RR 0.77), IV ibandronate
6 mg (RR 0.80), oral ibandronate (RR 0.86) and oral clodronate (RR 0.85) [25]. Few trials have directly
compared agents.
A large multi-center randomized, double-blind, placebo-controlled trial of patients with bone
metastases from breast cancer and multiple myeloma (n = 1130) led by Rosen et al. [26] compared
4 mg or 8 mg IV zoledronic acid to 90 mg IV pamidronate, every 3–4 weeks for up to two years. After
a protocol modification due to concerns about renal toxicity with the 8 mg zoledronic acid, 4 mg
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zoledronic acid was shown to be equivalent in efficacy in terms of SREs and tolerability including
incidence of renal impairment, when compared to pamidronate in the overall population [26]. In the
lytic metastases from breast cancer subgroup (n = 528), zoledronic acid produced a significant
prolongation of time to first skeletal related event (SRE) (310 versus 174 days; p = 0.013), significant
reduction in skeletal morbidity rate (1.2 versus 2.4 events; p = 0.008) and a significant reduction in the
SRE rate (p = 0.010) when compared to pamidronate [27]. Skeletal morbidity rate was significantly
lower when zoledronic acid was combined with radiotherapy (0.47 versus 0.71 events, p = 0.018) or
with hormone therapy (0.33 versus 0.58 events, p = 0.015), suggesting synergism between zoledronic
acid and other anti-cancer therapies in preventing skeletal complications [26]. In a more recent
phase III trial, the zoledronic acid versus oral ibandronate comparative evaluation (ZICE) study
(n = 1405), oral ibandronate was shown to be inferior to zoledronic acid in terms of the primary
endpoint of SRE rate (0.543 versus 0.444, HR (hazard ratio) 1.22; 95% CI 1.04–1.45; p = 0.017) [28].
Figure 2. Forest plot of comparison: Overall risk of SREs (excluding hypercalcemia) from
breast cancer bone metastases: bisphosphonate versus control. Reproduced with permission
from the ©Cochrane Collaboration [25].

The question of when to start a bisphosphonate, and when to stop have, yet to be answered by
RCTs. In the exploratory retrospective analysis of the zoledronic acid versus pamidronate trial led by
Rosen et al. [26], patients with one prior SRE were found to be at significantly higher risk (HR 2.08)
of developing an on-study SRE than patients with no prior SRE [29]. This suggests starting
bisphosphonates early may be warranted rather than waiting for a SRE to occur [18]. The American
Society of Clinical Oncology (ASCO) guidelines, the Cancer Australia National Breast and Ovarian
Cancer Centre (NBOCC) guidelines and the International Expert Panel guidelines all recommend
starting bisphosphonates at the first radiographic sign of bone metastasis [30–32] (Table 2). As for the
duration of bisphosphonates, there is currently a paucity of data on their use beyond 2 years, which is
the treatment duration most commonly set in RCTs. However, this should not be a contraindication to
continual therapy in individual patients and is encouraged by consensus guidelines [30–32]. The
standard dosing of zoledronic acid is 4 mg every 3–4 weeks [30]. A recent randomized controlled trial
(RCT) from Italy demonstrated non-inferiority of reduced frequency dosing at every 12 weeks in the
second year [33].
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In the 2012 Cochrane meta-analysis, few serious adverse events were reported and many were
disease or chemotherapy related. Fever and asymptomatic hypocalcemia were the most commonly
reported side-effects in women receiving IV pamidronate. Gastrointestinal toxicity was the most
frequently reported side-effect of oral bisphosphonates, while acute-phase reactions were more
common with IV bisphosphonates [25]. When calcium and vitamin D supplementation were not given,
hypocalcemia was more common with zoledronic acid (39% versus 7%) compared to placebo [34],
however no significant hypocalcemia was seen when calcium and vitamin D supplementation was
instituted [27]. Renal toxicity was the main issue with IV zoledronic acid with incidence at 8.5% [35]
and was related to dose and infusion time [26]. Osteonecrosis of the jaw (ONJ) was rare at 1.4% after
objective assessment [35]. Established guidelines recommend cessation of bisphosphonates prior to
invasive dental treatments or avoidance of such procedures during bisphosphonate therapy [36].
Table 2. Existing guideline recommendations for bisphosphonate use in metastatic breast
cancer patients with bone metastases. Additional abbreviations: CT, computed
tomography; MR, magnetic resonance; ZOL, zoledronic acid; IBA, ibandronate;
PAM, pamidronate; CLO, clodronate; DMB, denosumab. Reproduced with permission
from the Journal of Breast Cancer: Targets and Therapy [18].

ASCO Guidelines
2011 [30]

International Expert Panel
Guidelines 2008 [32]

When to start?

Which bisphosphonate?

Breast cancer + radiographic
evidence of bone destruction:
 Lytic disease on X-ray
 Abnormal bone scan with
CT/MR showing bone
destruction

 IV PAM 90 mg every
3–4 weeks OR
 IV ZOL 4 mg every
3–4 weeks OR
 SC DMB 120 mg every
4 weeks
Nitrogen-Bisphosphonate
 IV preferable (ZOL,
IBA, PAM)
 PO for patients who cannot
or need not attend hospital
care (CLO, IBA)

Breast cancer + first sign of
radiographic evidence of
bone metastases, even if
patient is asymptomatic

When to stop?
Until evidence of
substantial decline in
patient’s general
performance status
Continue beyond 2 years
but always based on
individual risk
assessment; should not
discontinue treatment
once SRE occurs

While bisphosphonates as a group significantly reduced incidence and rates of SREs, they do not
affect survival in women with bone metastases from breast cancer (RR 1.01; 95% CI 0.92–1.11) [25].
3.2.2. Denosumab
Denosumab, a fully human monoclonal antibody to RANK-L, has been shown in preclinical studies
and clinical trials to inhibit osteoclast-mediated bone destruction [37].
Its superior suppression of bone turnover (urinary N-telopeptide <50 nM) compared to zoledronic
acid (71% versus 29%) was demonstrated in a randomized Phase II trial involving breast cancer,
prostate cancer and multiple myeloma patients [38]. In a landmark Phase III trial led by
Stopeck et al. [35], 2046 patients with bone metastases from breast cancer were randomized to
subcutaneous (SC) denosumab 120 mg or IV zoledronic acid 4 mg every 4 weeks. Denosumab
significantly delayed first on-study SREs compared to zoledronic acid and the study met both its
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primary endpoint of non-inferiority (HR 0.82, 95% CI 0.71–0.95; p < 0.001) and secondary endpoint
of superiority (HR 0.82, p = 0.01). Denosumab extended the median time to development of first
on-study SRE compared to zoledronic acid (32.4 versus 26.4 months) [35]. In addition, denosumab
prolonged the time to developing moderate or severe pain compared to zoledronic acid (HR 0.78;
p = 0.002) [39]. The 2012 Cochrane meta-analysis included 3 RCTs and 2345 patients comparing
denosumab and IV bisphosphonates, showed a significant reduction in the risk of developing a SRE by
22% favoring denosumab (RR 0.78; 95% CI 0.72–0.85; p < 0.00001) [25] (Figure 3).
Figure 3. Forest plot of comparison: Overall risk of SREs in breast cancer bone
metastases: denosumab versus bisphosphonate. Reproduced with permission from
©
Cochrane Collaboration [25].

The incidence of adverse events were similar between denosumab and zoledronic acid in the study
by Stopeck et al. [35]. There was no significant difference in the rate of ONJ (2% versus 1.4%,
p = 0.39) and denosumab was associated with significantly less renal toxicity (4.9% versus 8.5%,
p = 0.001) and fewer acute-phase reactions (10.4% versus 27.3%) [35]. Toothache and hypocalcemia
were more common with denosumab and for the latter, adequate daily calcium and vitamin
supplementation was emphasized. The most common adverse reactions in patients receiving
denosumab were fatigue, asthenia, hypophosphatemia and nausea [35].
Denosumab’s improved efficacy over zoledronic acid, ease of administration and more favorable
renal toxicity profile have resulted in the ASCO guidelines recommending it as a first-line option in
the management of bone metastases from breast cancer [30].
Key points for clinical practice:
 Zoledronic acid is the most potent and effective bisphosphonate in preventing SREs. Standard
dose is given IV 4 mg every 3–4 weeks for 2 years and to continue if performance status
remains adequate;
 Denosumab given 120 mg SC every 4 weeks, has superior efficacy over zoledronic acid in
preventing SREs;
 Calcium and vitamin D supplementation could prevent treatment related hypocalcemia;
 While ONJ is rare at 2% or less, invasive dental procedures should be avoided during
bisphosphonate or denosumab therapy;
 Bisphosphonates do not improve survival in women with metastatic breast cancer.

J. Clin. Med. 2014, 3

9

3.3. Bone Pain and Quality of Life
Intractable bone pain occurs in 50%–90% of patients suffering from bone metastases from breast
cancer [40]. Bone pain can be poorly localized, of deep aching quality and patients often experience
episodes of stabbing discomfort particularly worse at night not necessarily relieved by lying
down [40]. The unique pathophysiology of bone pain involves spinal cord astrocytosis, enhanced
neuronal activity through c-Fos expression and sensitization of the central dorsal horn of the spinal
cord mediated by dynorphin, a pro-hyperalgesic peptide [41]. It is believed that both tumor-induced
damage as well as tumor-produced factors such as endothelin-1 have important roles in the
pathophysiology of bone pain [21].
3.3.1. Bisphosphonates and Denosumab
A 2002 Cochrane meta-analysis specifically examining bisphosphonate effects on bone pain
evaluated the effects of etidronate, pamidronate and clodronate in 30 RCTs encompassing
3682 patients with breast, prostate and lung cancers, multiple myeloma and cancer of unknown
primary [42]. There was significant pain relief among patients with metastatic breast cancer who
received bisphosphonate therapy (OR (odds ratio) 1.83, 95% CI 1.11–3.04). In the subgroup analysis of
the three bisphosphonates, the response was significant for oral clodronate (OR 3.26, 95% CI
1.80–5.09), but not for intravenous pamidronate (OR 2.35, 95% CI 0.77–7.15) and the trend was
unfavorable for etidronate (OR 0.28, 95% CI 0.01–7.67) [42]. However, Lipton et al. demonstrated in
two RCTs (n = 751) that pamidronate significantly reduced the pain score (−0.07, p = 0.015) and the
analgesia score (−0.06, p = 0.001) at 24 months [43]. Zoledronic acid has been shown to provide
significant and sustained pain relief, and improve quality of life [44]. In addition, it demonstrated
efficacy as a second-line agent after failure on pamidronate or clodronate [45]. Both oral and
intravenous ibandronate were shown to reduce bone pain, peaking within 8–12 weeks and providing
the longest time of sustained pain relief for at least 96 weeks [46]. Quality of life was significantly
improved in patients who received intravenous ibandronate [47]. In the study by Stopeck et al., while
denosumab delayed the onset of pain compared to zoledronic acid, the median time to pain
improvement was similar between treatment arms (82 versus 85 days: HR 1.02; p = 0.72) [35].
3.3.2. External Beam Radiotherapy
External beam radiotherapy is an established treatment for bone pain secondary to bone metastases,
with pain relief commonly achieved within 4–6 weeks. Re-treatment is possible if pain recurs [48]. A
single fraction (8 Gy/1 fraction) was shown in a systematic review to be equivalent to multiple
fractions (20 Gy/5 fractions) in achieving an overall response in pain (58% versus 59%,
95% CI 0.95–1.03), but the retreatment rate was 2.5-fold higher after single fraction treatment
(p < 0.00001) [49]. A meta-analysis established 8 Gy as the standard dose in a single fraction after
demonstrating its superior pain response rates compared to 4 Gy [50]. Re-treatment with single
fraction radiotherapy was recently demonstrated to be non-inferior to multiple fractions [51]. Given its
equal efficacy, patient convenience and cost effectiveness, single fraction radiotherapy using a dose of

J. Clin. Med. 2014, 3

10

8 Gy to provide palliation from painful bone metastases is supported by the Guidelines from the
American Society of Radiation Oncology [52].
3.3.3. Radiopharmaceuticals
Bone-targeted radiopharmaceuticals, such as strontium-89, samarium-153 and radium-223 have
been developed for palliation of refractory bone pain. These are thought to act as a substitute for
hydroxyapatite in bone, with greater uptake in osteoblastic metastases where new reactive bone is
formed [18]. While the clinical evidence is most established in metastatic prostate cancer, one study
involving 100 patients (40 with metastatic breast cancer) randomized to strontium-89 or samarium-153
showed improvement in performance status (Karnofsky score +20) and reduction in pain
(visual analog scale −4) with more favorable results for osteoblastic than mixed metastases [53].
3.4. Spinal Cord Compression
Spinal cord compression is a potentially devastating complication which occurs in up to 8% of
patients with metastatic breast cancer [54]. A multidisciplinary team approach with experienced
surgeons, radiation oncologists, medical oncologists, palliative care physicians, cancer nurses and
coordinators is often necessary. Optimal management consists of high dose corticosteroids, magnetic
resonance imaging to confirm diagnosis, prompt surgical decompression and radiotherapy [18]. In a
landmark RCT led by Patchell et al. [55], surgery followed by radiotherapy demonstrated a
significantly better post-treatment ambulatory rate (84% versus 57%, p < 0.001) compared with
radiotherapy alone, with significantly higher continence rate (OR 0.47, p = 0.016), superior functional
ability (OR 0.24, p = 0.0006) and superior motor strength (OR 0.28, p = 0.001) [55]. Survival time was
also significantly longer in the combined modality group (126 days versus 100 days, OR 0.60,
p = 0.033) [55]. However, patients with very radiosensitive tumors, multiple areas of spinal cord
compression or total paraplegia for longer than 48 h were excluded from the study. Therefore,
combined modality treatment with upfront surgery should be offered for fit and functional patients
with spinal cord compression, while radiotherapy alone is best reserved for the unfit, already
incapacitated patients with poor prognosis [18].
3.5. Systemic Endocrine and Chemotherapy
Effective systemic anti-cancer therapy is paramount in the management of bone metastases. While
chemotherapy is an integral part of systemic treatment, the role of endocrine therapy is particularly
important in bone-only or bone-predominant metastases from breast cancer [18]. Among patients with
recurrent breast cancer, those with estrogen receptor (ER)-positive tumors are twice as likely to
develop bone metastases as those with ER-negative tumors [56]. Microarray studies in breast cancer
also showed that bone metastases occur far more frequently in ER-positive tumors (luminal type 68%),
compared with human epidermal growth factor receptor 2 (HER2) positive tumors (20%), basal tumors
(7%) and normal molecular subtypes (6%) [57]. The genes upregulated for ER-positive bone
metastases are entirely different from those for HER2-positive or basal subtype bone metastases,
suggesting a distinct molecular pathway for ER-positive tumors to metastasize to bone [18,57].
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Current guidelines recommend endocrine therapy in preference to chemotherapy for women with
ER-positive advanced breast cancer, except in the presence of rapidly progressive visceral disease [58].
In the Breast Cancer Trials of Oral Everolimus-2 (BOLERO-2) study published in 2012, the inhibition
of the mammalian target of rapamycin (mTOR) pathway using everolimus in addition to exemestane
has been demonstrated as an effective systemic treatment for patients with ER-positive metastatic
breast cancer who were previously endocrine resistant [59]. Further research in the molecular
pathways of bone metastases from ER-positive tumors, including the phosphatidylinositol 3-kinase
(PI3K) and mTOR pathways, may provide insights to new therapeutic targets to bone metastases.
3.6. Novel Agents and Future Directions
Approximately 55% of breast cancers exhibit TGF-β activity via a 153-gene TGF-β response
signature [18]. The overproduction of this multi-function cytokine in the setting of bone metastases
from breast cancer induces osteolysis and angiogenesis via mothers against decapentaplegic homolog
3 (Smad 3), which in turn drives epithelial-mesenchymal transition and tumor invasion via multiple
cell signaling pathways [60]. TGF-β monoclonal antibodies or tyrosine kinase inhibitors (TKI)
strongly inhibit bone metastases from basal like breast cancer in mouse models [61]. These are a
promising new class of agents that may help halt the “osteolytic vicious cycle” and are currently
entering into early phase clinical trials [18,62].
Src is a non-receptor tyrosine kinase that promotes cellular proliferation, differentiation, motility
and survival. High levels of Src are implicated in breast cancer osteoclastic activity and activation of
endothelial growth factor receptor, HER2, PI3K/mTOR pathways [18]. Src activation was also
demonstrated to be associated with late-onset bone metastases in breast cancer [63]. Dasatinib, a
multi-targeted Src TKI, had been shown in vivo to inhibit osteoclast differentiation and rapidly lowers
calcium levels [64]. Several phase I and II trials of dasatinib are currently running, evaluating its role
as a bone-targeted agent in addition to zoledronic acid in the treatment of bone metastases from breast
cancer [62]. Saracatinib is a dual specific Src/abl TKI which is also being studied in several phase II
trials in bone metastases from breast cancer, evaluating its role as a bone-targeted agent compared to
zoledronic acid, and as systemic anti-cancer therapy in addition to aromatase inhibitors [18,62].
The Wnt pathway plays an important role in osteoblastogenesis. The production of a key protein of
the pathway, Dkk1, was first shown to be associated with lytic bone lesions from patients with
multiple myeloma [65]. Dkk1 secretion by breast cancer cell lines and high circulating levels were
subsequently shown be associated with osteolytic metastases from breast cancer [66]. A clinical trial of
a Dkk1 neutralizing antibody BHQ880 is ongoing in patients with lytic lesions from multiple myeloma
(NCT00741377) [62]. Further studies are required to evaluate this pathway as a potential therapeutic
target in the treatment of bone metastases from breast cancer.
Other potential novel agents include Cathepsin K inhibitors and CXCR4 antagonists, both showing
good preclinical effects on bone turnovers and entering early phase clinical trials [18,65]. New
biomarker assays may help guide clinicians to select high risk patients for bone metastasis
complications and allow better use of bone-targeted agents, refining the use of “personalized
medicine” [18].
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Key points for clinical practice:





Bisphosphonates and denosumab improve pain in women with bone metastases from breast cancer;
Bisphosphonates may improve quality of life, as was demonstrated with IV ibandronate;
8 Gy single fraction external beam radiotherapy is an effective means of palliation for bone pain;
Combined surgery and radiotherapy for spinal cord compression is superior to radiotherapy
alone in terms of functional outcomes;
 Optimal treatment of bone metastases involves integration of bone-targeted agents with local and
systemic therapy and supportive care through a multidisciplinary team.

4. Prevention of Bone Metastases in Advanced Breast Cancer without Skeletal Involvement
The 2012 Cochrane meta-analysis included three studies which evaluated oral bisphosphonates in
women with advanced breast cancer without clinically evident bone metastasis [25]. The three RCTs
comprised of 320 evaluable patients who received oral clodronate or oral pamidronate compared to
placebo. The pooled meta-analysis showed no significant reduction in the incidence of skeletal
metastases (RR 0.99; 95% CI 0.67 to 1.47; p = 0.97) and no significant difference in survival
(RR 0.91; 95% CI 0.75 to 1.11; p = 0.36). One study assessed quality of life using a validated
questionnaire and found no significant difference between oral pamidronate and placebo control [67].
Given the available evidence, the Cancer Australia NBOCC Guidelines do not support the use of
bisphosphonates to prevent bone metastases or SREs in women with metastatic breast cancer without
clinically evident bone metastasis [31]. Whether more potent modern agents such as zoledronic acid or
denosumab can be effective in this setting has not been formally tested in RCTs.
Key points for clinical practice:
 Current evidence do not support the use of bisphosphonates to prevent bone metastases in
women with advanced breast cancer without bone metastasis.
5. Prevention of Bone Metastases in Early Breast Cancer
5.1. Preclinical and Translational Evidence
Dormant cancer cells are an important source of local and systemic breast cancer recurrence [68,69].
The bone marrow provides a unique microenvironment and acts as a niche or sanctuary for
disseminated tumor cells (DTC) through a complex interplay of bone and tumor-derived growth
factors and cytokines [70]. In an individual patient data pooled analysis of 4703 patients, bone marrow
micrometastasis at the time of early breast cancer diagnosis was shown to correlate with increased risk
of disease recurrence and poor prognosis [71].
Preclinical studies have suggested that bisphosphonates may hinder the development of bone
metastases by a direct anti-tumor effect and by modifying the bone microenvironment to become a less
accommodating host to cancer cell survival and proliferation [72,73]. There is evidence in vitro that
bisphosphonates can inhibit tumor adhesion, invasion, induce tumor apoptosis and exert an anti-angiogenic
effect [72]. Bisphosphonates may also have immunomodulatory effects, with continual activation of
gamma-delta effect or T cells after a single dose of zoledronic acid in an ex vivo model of disease-free

J. Clin. Med. 2014, 3

13

breast cancer patients [74]. Zoledronic acid, the nitrogen-containing bisphosphonate, demonstrated
synergy with chemotherapy when it caused a 10-fold increase in tumor apoptosis in-vitro when
administered 24 h after doxorubicin [75].
Translational studies also demonstrated the effects of zoledronic acid in reducing the prevalence
and survival of DTCs in the bone marrow [76]. In a phase II RCT involving 120 women with stage II
or III breast cancer, the addition of zoledronic acid to neoadjuvant chemotherapy was associated with a
higher rate of elimination of DTCs from the bone marrow (70% versus 53%, p = 0.054) [77]. In
another study, zoledronic acid after adjuvant chemotherapy significantly reduced the prevalence of
DTCs at 12 and 24 months compared to baseline (p < 0.001) [78].
These preclinical and translational evidence collectively provided rationale for conducting clinical
trials examining bisphosphonates in the adjuvant setting, to prevent metastases and ultimately improve
overall survival.
5.2. Adjuvant Bisphosphonate Trials
5.2.1. Oral Clodronate and Ibandronate
Three RCTs commenced in the 1990s examining the effects of clodronate 1600 mg daily as
adjuvant therapy for early breast cancer produced discordant results. In the study by Diel et al., where
302 early breast cancer patients with detectable tumor cells in the bone marrow were randomized to
2 years of oral clodronate or placebo, oral clodronate initially improved bone metastasis-free survival
(p = 0.003) [79] which became statistically insignificant after 8.5 years of follow-up (HR 0.90,
p = 0.770) [80]. It did however produce a durable improvement in overall survival (OS) (HR 0.50,
p = 0.04) [79,80]. The Powles et al. study, randomized 1069 patients to 2 years of oral clodronate or
placebo, oral clodronate produced significant improvements in both bone metastasis-free survival
(HR 0.692, p = 0.043) and OS (HR 0.743, p = 0.041) [81,82]. However, in the Saarto et al. study,
where 299 patients were randomized to 3 years of oral clodronate and placebo, clodronate did not
improve metastasis-free survival (HR 1.23, p = 0.35) and OS (HR 1.33, p = 0.13), yet was associated
with a significant increase in visceral metastasis (HR 1.61, p = 0.015) [83,84]. This study was
criticized for its methodology and imbalance of baseline characteristics between treatment arms, with
the clodronate group having more ER-negative patients (35% versus 25%), more post-menopausal
women (52% versus 43%) who did not receive chemotherapy in this study [18]. In a meta-analysis
published in 2007, adjuvant clodronate did not significantly improve bone metastasis-free survival
(HR 0.68, 95% CI 0.38–1.23) or OS (HR 0.75, 95% CI 0.31–1.82) although the trend was
favorable [85].
The National Surgical Adjuvant Breast and Bowel Project (NSABP) B-34 was the largest RCT
conducted using adjuvant clodronate, where 3323 women were randomized to 3 years of oral
clodronate 1600 mg daily or placebo. The results published in 2012 after a median follow-up of
90.7 months showed no difference in disease-free survival (DFS) (HR 0.91, p = 0.27) or OS
(0.84, p = 0.13) [86]. However, in a pre-planned subgroup analysis of women aged 50 years or older,
the clodronate arm showed significantly reduced bone metastasis-free interval (HR 0.62, p = 0.027),
non-bone metastasis-free interval (HR 0.63, p = 0.014) but not OS (HR 0.80, p = 0.094). The study
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investigators hypothesized that adjuvant clodronate may have anti-cancer benefits for older
postmenopausal women with a low estrogen bone microenvironment [86].
In the German Adjuvant Intergroup Node-Positive (GAIN) Study, 3023 patients with node-positive
breast cancer receiving adjuvant dose-dense chemotherapy were randomly assigned 2:1 to adjuvant
oral ibandronate 50 mg daily for two years or observation [87]. There were no significant differences
in DFS (HR 0.945, p = 0.589) or OS (HR 1.040, p = 0.803) between the two arms. However, a trend
towards improved DFS was observed in postmenopausal women older than 60 years (HR = 0.75,
95% CI 0.49–1.14) or women younger than 40 years (HR = 0.70, 95% CI 0.44–1.13), some of whom
were given ovarian suppression therapy with a luteinizing hormone-releasing hormone (LHRH)
agonist, rendering a low estrogen bone microenvironment [87].
5.2.2. Zoledronic Acid
The Austrian Breast and Colorectal Cancer Study Group trial-12 (ABCSG-12) was the first RCT to
report the effects of adjuvant zoledronic acid in early breast cancer. 1803 premenopausal women with
ER-positive early breast cancer treated with either tamoxifen or anastrozole in combination with
ovarian suppression using the LHRH agonist goserelin were randomized to receive 3 years of
intravenous zoledronic acid 4 mg every 6 months or observation [88]. Gnant et al. showed that after
76 months of median follow-up, women who received zoledronic acid had a significantly improved
DFS (HR 0.73, p = 0.021) and OS (HR 0.59; p = 0.042) compared to endocrine therapy alone [89,90].
A pre-planned subgroup analysis showed that the survival benefit of zoledronic acid was restricted to
women older than 40 years at study entry (n = 1390) and no benefit was seen in women under the age
of 40 years (n = 413) [89,90]. Gnant hypothesized that very young women may have incomplete
ovarian suppression hence a higher estrogen bone microenvironment, which may explain the
ineffectiveness of zoledronic acid in this group [90,91].
Three companion trials, the Zometa-Femara Adjuvant Synergy Trials (Z-FAST, ZO-FAST and
E-ZO-FAST) conducted across North America, the UK, Europe and worldwide evaluated the effects
of immediate versus delayed zoledronic acid 4 mg every 6 months for 5 years in postmenopausal
women with early breast cancer receiving an aromatase inhibitor. The smaller Z-FAST (n = 602) and
E-ZO-FAST (n = 527) studies achieved their primary endpoint of increased bone mineral density but
did not show a significant difference in DFS with immediate zoledronic acid [92,93]. However, the
larger ZO-FAST (n = 1065) study demonstrated a significant reduction of DFS events (HR 0.66,
p = 0.0375) with immediate zoledronic acid, and fewer local and distant recurrences compared to
delayed zoledronic acid which was initiated after a fracture or reduced bone mineral density [94].
The Adjuvant Zoledronic Acid to Reduce Recurrence (AZURE) trial led by Coleman et al. [95] was
the largest RCT conducted using adjuvant zoledronic acid. 3360 patients with early breast cancer were
randomized to standard adjuvant systemic therapy with or without zoledronic acid, given 4 mg every
3 to 4 weeks for 6 doses then every 3 to 6 months to complete 5 years. The addition of zoledronic acid
did not significantly improve DFS (HR 0.98; p = 0.79) or OS (HR 0.85; p = 0.07) in the overall
population [95]. However, pre-planned subgroup analysis showed that in women who were at least
5 years postmenopausal (n = 1041), zoledronic acid significantly improved DFS (HR 0.75; p = 0.02)
and OS (HR 0.74; p = 0.04) [95].
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While the AZURE and NSABP-B34 adjuvant bisphosphonates trials were demonstrably negative in
the overall population, benefit in the postmenopausal or ovarian suppression subgroup is consistently
observed across multiple trials. This raises the hypothesis that the greatest anti-tumor benefit of
adjuvant bisphosphonates is in a low estrogen microenvironment. A low estrogen state may, through
unknown mechanisms, allow alterations in bone microenvironment, “the soil”, to become less
conducive to tumor “seeding” and metastases [70,90].
5.2.3. Meta-Analyses
The 2012 Cochrane meta-analysis including 9 RCTs did not show any significant benefit of
adjuvant bisphosphonates in preventing bone metastases (RR 0.94; p = 0.36), or overall disease
recurrence (RR 0.97; p = 0.75) or OS (RR 0.84; p = 0.11) in the overall early breast cancer
population [25]. Two recent meta-analyses of RCTs of adjuvant zoledronic acid have yielded
conflicting results. Yan et al. [96] meta-analyzed 5 studies (n = 7354) and demonstrated no significant
improvement in OS, DFS or bone metastasis-free survival with the use of adjuvant zoledronic acid
compared to control. However, in the postmenopausal subgroup, the addition of zoledronic acid
significantly improved DFS (RR 0.763, p < 0.001), locoregional recurrence (RR 0.508; p = 0.001) and
distant recurrence (HR 0.744; p = 0.003), but there was no significant improvement in OS (RR 0.811;
p = 0.286) [96]. Valachis et al. [97] meta-analyzed 15 studies (n = 9197) and demonstrated a
significant improved OS (HR 0.81; p = 0.007) but no difference in DFS (HR 0.86; p = 0.15) or
incidence of bone metastases (HR 0.94; p = 0.74) [97]. The differences in inclusion criteria may have
accounted for the discrepancy of results in the two meta-analyses. Of note, the high levels of
heterogeneity of studies (I2 = 67.3% for DFS in Yan et al., I2 = 55% for DFS in Valachis et al.) [96,97] is
an issue for both meta-analyses, and has made it difficult for a firm conclusion to be drawn.
Nevertheless, meta-analyses have concluded that adjuvant zoledronic acid is well tolerated in the
adjuvant setting, with the rate of ONJ at 0.52% [97], which is lower than in the metastatic setting [35].
Overall, the meta-analyses conducted based on published data do not provide definitive answers to
the question and the available evidence do not support the routine use of adjuvant bisphosphonates in
unselected patients with early breast cancer.
5.3. Future Directions
5.3.1. Individual Patient Data Meta-Analysis
While the results of other adjuvant bisphosphonate studies such as the Southwest Oncology
Group-0307 (SWOG-0307) and the German Simultaenous Study of Gemcitabine-Docetaxel
Combination Adjuvant Treatment, as well as Extended Bisphosphonate and Surveillance (SUCCESS)
trials are awaited, an individual patient data meta-analysis will be required to definitively answer the
question on adjuvant bisphosphonates in early breast cancer. This is necessary in order to minimize
publication bias and the effects of heterogeneity of included studies, as were shown to be problematic
in the meta-analyses conducted using published data. Particular attention is required in the subgroup of
women with a low estrogen bone microenvironment, either through natural menopause or medical
ovarian suppression.
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5.3.2. Denosumab
Denosumab has been shown to improve bone mineral density and is safe and well tolerated when
compared to placebo in patients with non-metastatic breast cancer [98]. The effects of adjuvant
denosumab on recurrence and survival are currently being investigated, including the large RCT, the
Study of Denosumab as Adjuvant Treatment for Women with High Risk Early Breast Cancer
Receiving Neoadjuvant or Adjuvant Therapy (D-CARE), with results expected after 2016 [62].
5.3.3. Biomarkers
Genomic and proteomic profiling have been shown to have prognostic potential correlating with
disease progression as well as predictive potential for specific treatment benefits [99]. In the future,
these technologies may help guide clinicians to select patients to treat aggressively with bone-targeted
agents and to selectively omit unnecessary treatment. While health care costs in oncology are
rising globally, personalized medicine in the molecular age may potentially be cost-effective and
cost-saving [100].
Key points for clinical practice:
 Current evidence do not support the routine use of adjuvant bisphosphonates in unselected
women with early breast cancer;
 The incidence of ONJ in the adjuvant setting is very rare, in the order of 0.52%;
 Adjuvant bisphosphonates may provide survival benefit in the subgroup of women with low
estrogen bone microenvironment, either through natural menopause or ovarian suppression;
 Individual patient data meta-analysis will be required to definitively address this question.
6. Conclusions
Bone metastasis from breast cancer is a common condition and is associated with incurable disease,
significant complications, morbidity and reduced quality of life. Treatment of bone metastases is
palliative and is aimed at reducing SREs, preserving mobility and improving quality of life. Greater
understanding of the pathophysiology of bone metastases has led to the discovery and clinical utility of
safe and effective bone-targeted agents such as bisphosphonates and denosumab. The integration of
bone-targeted agents with other local, systemic anti-cancer therapy and supportive care is important for
the optimal treatment of bone metastases. While potentially more effective bone-targeted agents are
being developed, prognostic and predictive biomarkers may help guide future directions on
personalized treatment of bone metastases from breast cancer.
While there is no evidence for the use of bisphosphonates for the prevention of bone metastases in
advanced breast cancer without skeletal involvement, its use in the adjuvant setting has generated
worldwide interest in recent years. As preclinical and translational data suggested potential therapeutic
effects of bisphosphonates on tumor cells and the bone microenvironment, multiple large scale RCTs
involving bisphosphonates as adjuvant therapy in early breast cancer have been completed. While
bisphosphonates have failed to conclusively show any survival benefit in unselected early breast
cancer patients, consistent benefits in reducing bone recurrence and/or improving survival have been
observed in the subgroup of women with a low estrogen bone microenvironment, either through
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natural menopause or ovarian suppression. As we await the results of a few more ongoing RCTs, an
individual patient data meta-analysis will be most useful to answer this important question in early
breast cancer management and bone metastasis prevention.
Conflicts of Interest
The authors declare no conflict of interest.
References
1.
2.
3.
4.
5.

6.

7.

8.
9.

10.
11.
12.
13.

14.

Jemal, A.; Bray, F.; Center, M.M.; Ferlay, J.; Ward, E.; Forman, D. Global cancer statistics.
CA: Cancer J. Clin. 2011, 61, 69–90.
Parkin, D.M.; Bray, F.; Ferlay, J.; Pisani, P. Global cancer statistics, 2002. CA: Cancer J. Clin.
2005, 55, 74–108.
Coleman, R.E. Adjuvant bisphosphonates in breast cancer: Are we witnessing the emergence of a
new therapeutic strategy? Eur. J. Cancer 2009, 45, 1909–1915.
Coleman, R.E. Clinical features of metastatic bone disease and risk of skeletal morbidity.
Clin. Cancer Res. 2006, 12, 6243–6249.
Colleoni, M.; O’Neill, A.; Goldhirsch, A.; Gelber, R.D.; Bonetti, M.; Thurlimann, B.; Price, K.N.;
Castiglione-Gertsch, M.; Coates, A.S.; Lindtner, J.; et al. Identifying breast cancer patients at
high risk for bone metastases. J. Clin. Oncol. 2000, 18, 3925–3935.
Wei, B.; Wang, J.; Bourne, P.; Yang, Q.; Hicks, D.; Bu, H.; Tang, P. Bone metastasis is strongly
associated with estrogen receptor-positive/progesterone receptor-negative breast carcinomas.
Hum. Pathol. 2008, 39, 1809–1815.
Dawood, S.; Broglio, K.; Gonzalez-Angulo, A.M.; Buzdar, A.U.; Hortobagyi, G.N.;
Giordano, S.H. Trends in survival over the past two decades among white and black patients with
newly diagnosed stage IV breast cancer. J. Clin. Oncol. 2008, 26, 4891–4898.
Coleman, R.E.; Rubens, R.D. The clinical course of bone metastases from breast cancer. Br. J.
Cancer 1987, 55, 61–66.
Briasoulis, E.; Karavasilis, V.; Kostadima, L.; Ignatiadis, M.; Fountzilas, G.; Pavlidis, N.
Metastatic breast carcinoma confined to bone: Portrait of a clinical entity. Cancer 2004, 101,
1524–1528.
Domchek, S.M.; Younger, J.; Finkelstein, D.M.; Seiden, M.V. Predictors of skeletal
complications in patients with metastatic breast carcinoma. Cancer 2000, 89, 363–368.
Roodman, G.D. Mechanisms of bone metastasis. N. Engl. J. Med. 2004, 350, 1655–1664.
Chambers, A.F.; Groom, A.C.; MacDonald, I.C. Dissemination and growth of cancer cells in
metastatic sites. Nat. Rev. Cancer 2002, 2, 563–572.
Kang, Y.; Siegel, P.M.; Shu, W.; Drobnjak, M.; Kakonen, S.M.; Cordón-Cardo, C.; Guise, T.A.;
Massagué, J. A multigenic program mediating breast cancer metastasis to bone. Cancer Cell
2003, 3, 537–549.
Paget, S. The distribution of secondary growths in cancer of the breast. Lancet 1889, 133,
571–573.

J. Clin. Med. 2014, 3
15.
16.
17.
18.
19.
20.

21.
22.
23.
24.
25.
26.

27.

28.

29.

18

Psaila, B.; Lyden, D. The metastatic niche: Adapting the foreign soil. Nat. Rev. Cancer 2009, 9,
285–293.
Harvey, H.A. Issues concerning the role of chemotherapy and hormonal therapy of bone
metastases from breast carcinoma. Cancer 1997, 80, 1646–1651.
Coleman, R.E. Skeletal complications of malignancy. Cancer 1997, 80, 1588–1594.
Wong, M.H.; Pavlakis, N. Optimal management of bone metastases in breast cancer patients.
Breast Cancer Targets Ther. 2011, 3, 35–60.
Guise, T. Examining the metastatic niche: Targeting the microenvironment. Semin. Oncol. 2010,
37, 2–14.
Guise, T.A.; Mohammad, K.S.; Clines, G.; Stebbins, E.G.; Wong, D.H.; Higgins, L.S.;
Vessella, R.; Corey, E.; Padalecki, S.; Suva, L.; et al. Basic mechanisms responsible for
osteolytic and osteoblastic bone metastases. Clin. Cancer Res. 2006, 12, 6213–6216.
Clines, G.A.; Guise, T.A. Molecular mechanisms and treatment of bone metastasis. Expert Rev.
Mol. Med. 2008, 10, doi:10.1017/S1462399408000616.
Body, J.J. Breast cancer: Bisphosphonate therapy for metastatic bone disease. Clin. Cancer Res.
2006, 12, 6258–6263.
Stewart, A.F. Clinical practice. Hypercalcemia associated with cancer. N. Engl. J. Med. 2005,
352, 373–379.
Roelofs, A.J.; Thompson, K.; Gordon, S.; Rogers, M.J. Molecular mechanisms of action of
bisphosphonates: Current status. Clin. Cancer Res. 2006, 12, 6222–6230.
Wong, M.H.; Stockler, M.R.; Pavlakis, N. Bisphosphonates and other bone agents for breast
cancer. Cochrane Database Syst. Rev. 2012, 2, doi:10.1002/14651858.CD003474.pub3.
Rosen, L.S.; Gordon, D.; Kaminski, M.; Howell, A.; Belch, A.; Mackey, J.; Apffelstaedt, J.;
Hussein, M.; Coleman, R.E.; Reitsma, D.J.; et al. Zoledronic acid versus pamidronate in the
treatment of skeletal metastases in patients with breast cancer or osteolytic lesions of multiple
myeloma: A phase III, double-blind, comparative trial. Cancer J. 2001, 7, 377–387.
Rosen, L.S.; Gordon, D.H.; Dugan, W., Jr.; Major, P.; Eisenberg, P.D.; Provencher, L.;
Kaminski, M.; Simeone, J.; Seaman, J.; Chen, B.L.; et al. Zoledronic acid is superior to
pamidronate for the treatment of bone metastases in breast carcinoma patients with at least one
osteolytic lesion. Cancer 2004, 100, 36–43.
Barrett-Lee, P.J.; Casbard, A.; Abraham, J.; Grieve, R.; Wheatley, D.; Simmons, P.;
Coleman, R.; Hood, K.; Griffiths, G.; Murray, N. Zoledronate versus ibandronate comparative
evaluation (ZICE) trial—First results of a UK NCRI 1405 patient phase III trial comparing oral
ibandronate versus intravenous zoledronate in the treatment of breast cancer patients with bone
metastases. Cancer Res. 2012, 72, doi:10.1158/0008-5472.SABCS12-PD07-09.
Kaminski, M.; Rosen, L.; Gordon, D.; Zheng, M.; Hei, Y.J. Zoledronic acid versus pamidronate
in patients with breast cancer and multiple myeloma who are at high risk for skeletal
complications. J. Clin. Oncol. 2004, 22, 857.

J. Clin. Med. 2014, 3
30.

31.
32.

33.

34.

35.

36.
37.
38.

39.

40.
41.
42.
43.

19

Van Poznak, C.H.; Temin, S.; Yee, G.C.; Janjan, N.A.; Barlow, W.E.; Biermann, J.S.;
Bosserman, L.D.; Geoghegan, C.; Hillner, B.E.; Theriault, R.L.; et al. American Society of
Clinical Oncology executive summary of the clinical practice guideline update on the role of
bone-modifying agents in metastatic breast cancer. J. Clin. Oncol. 2011, 29, 1221–1227.
National Breast and Ovarian Cancer Centre. Recommendations for Use of Bisphosphonates for
Advanced Breast Cancer; Cancer Australia: Surry Hills, NSW, Australia, 2011.
Aapro, M.; Abrahamsson, P.A.; Body, J.J.; Coleman, R.E.; Colomer, R.; Costa, L.; Crinò, L.;
Dirix, L.; Gnant, M.; Gralow, J.; et al. Guidance on the use of bisphosphonates in solid tumours:
Recommendations of an international expert panel. Ann. Oncol. 2008, 19, 420–432.
Amadori, D.; Aglietta, M.; Alessi, B.; Gianni, L.; Ibrahim, T.; Farina, G.; Gaion, F.; Bertoldo, F.;
Santini, D.; Rondena, R.; et al. Efficacy and safety of 12-weekly versus 4-weekly zoledronic acid
for prolonged treatment of patients with bone metastases from breast cancer (ZOOM): A phase 3,
open-label, randomised, non-inferiority trial. Lancet Oncol. 2013, 14, 663–670.
Kohno, N.; Aogi, K.; Minami, H.; Nakamura, S.; Asaga, T.; Iino, Y.; Watanabe, T.; Goessl, C.;
Ohashi, Y.; Takashima, S. Zoledronic acid significantly reduces skeletal complications compared
with placebo in Japanese women with bone metastases from breast cancer: A randomized,
placebo-controlled trial. J. Clin. Oncol. 2005, 23, 3314–3321.
Stopeck, A.T.; Lipton, A.; Body, J.J.; Steger, G.G.; Tonkin, K.; de Boer, R.H.; Lichinitser, M.;
Fujiwara, Y.; Yardley, D.A.; Viniegra, M.; et al. Denosumab compared with zoledronic acid
for the treatment of bone metastases in patients with advanced breast cancer: A randomized,
double-blind study. J. Clin. Oncol. 2010, 28, 5132–5139.
Borromeo, G.L.; Tsao, C.E.; Darby, I.B.; Ebeling, P.R. A review of the clinical implications of
bisphosphonates in dentistry. Aust. Dent. J. 2011, 56, 2–9.
Lipton, A. Denosumab in breast cancer. Curr. Oncol. Rep. 2011, 13, 1–4.
Fizazi, K.; Lipton, A.; Mariette, X.; Body, J.J.; Rahim, Y.; Gralow, J.R.; Gao, G.; Wu, L.;
Sohn, W.; Jun, S. Randomized phase II trial of denosumab in patients with bone metastases from
prostate cancer, breast cancer, or other neoplasms after intravenous bisphosphonates. J. Clin.
Oncol. 2009, 27, 1564–1571.
Stopeck, A.; Fallowfield, L.; Patrick, D.; Cleeland, C.S.; de Boer, R.H.; Steger, G.G.; Qian, Y.;
Jiang, Q.; Dansey, R.D.; Chung, K. Effects of denosumab versus zoledronic acid on pain in
patients with metastatic breast cancer: Results from a phase III clinical trial. J. Clin. Oncol. 2010,
28, 1024.
Coleman, R.E. Metastatic bone disease: Clinical features, pathophysiology and treatment
strategies. Cancer Treat. Rev. 2001, 27, 165–176.
Goblirsch, M.J.; Zwolak, P.P.; Clohisy, D.R. Biology of bone cancer pain. Clin. Cancer Res.
2006, 12, 6231–6235.
Wong, R.; Wiffen, P.J. Bisphosphonates for the relief of pain secondary to bone metastases.
Cochrane Database Syst. Rev. 2002, 2, doi:10.1002/14651858.CD002068.
Lipton, A.; Theriault, R.L.; Hortobagyi, G.N.; Simeone, J.; Knight, R.D.; Mellars, K.;
Reitsma, D.J.; Heffernan, M.; Seaman, J.J. Pamidronate prevents skeletal complications and is
effective palliative treatment in women with breast carcinoma and osteolytic bone metastases:
Long term follow-up of two randomized, placebo-controlled trials. Cancer 2000, 88, 1082–1090.

J. Clin. Med. 2014, 3
44.
45.

46.

47.

48.
49.
50.

51.

52.

53.

54.
55.

56.
57.

20

Diel, I.J. Effectiveness of bisphosphonates on bone pain and quality of life in breast cancer
patients with metastatic bone disease: A review. Support Care Cancer 2007, 15, 1243–1249.
Clemons, M.J.; Dranitsaris, G.; Ooi, W.S.; Yogendran, G.; Sukovic, T.; Wong, B.Y.; Verma, S.;
Pritchard, K.I.; Trudeau, M.; Cole, D.E. Phase II trial evaluating the palliative benefit of
second-line zoledronic acid in breast cancer patients with either a skeletal-related event or
progressive bone metastases despite first-line bisphosphonate therapy. J. Clin. Oncol. 2006, 24,
4895–4900.
Body, J.J.; Diel, I.J.; Bell, R.; Pecherstorfer, M.; Lichinitser, M.R.; Lazarev, A.F.; Tripathy, D.;
Bergström, B. Oral ibandronate improves bone pain and preserves quality of life in patients with
skeletal metastases due to breast cancer. Pain 2004, 111, 306–312.
Diel, I.J.; Body, J.J.; Lichinitser, M.R.; Kreuser, E.D.; Dornoff, W.; Gorbunova, V.A.;
Budde, M.; Bergström, B.; MF 4265 Study Group. Improved quality of life after long-term
treatment with the bisphosphonate ibandronate in patients with metastatic bone disease due to
breast cancer. Eur. J. Cancer 2004, 40, 1704–1712.
Hoskin, P.J. Bisphosphonates and radiation therapy for palliation of metastatic bone disease.
Cancer Treat. Rev. 2003, 29, 321–327.
Chow, E.; Harris, K.; Fan, G.; Tsao, M.; Sze, W.M. Palliative radiotherapy trials for bone
metastases: A systematic review. J. Clin. Oncol. 2007, 25, 1423–1436.
Dennis, K.; Makhani, L.; Zeng, L.; Lam, H.; Chow, E. Single fraction conventional external
beam radiation therapy for bone metastases: A systematic review of randomised controlled trials.
Radiother. Oncol. 2013, 106, 5–14.
Chow, E.; van der Linden, Y.; Roos, D.; Hartsell, W.F.; Hoskin, P.; Wu, J.S.Y.; Brundage, M.;
Nabid, A.; Wilson, C.F.; Meyer, R.M.; et al. A randomized trial of single versus multiple
fractions (Fx) for re-irradiation (RE-RT) of painful bone metastases (PBM): NCIC CTG SC.20.
J. Clin. Oncol. 2013, 31, 9502.
Lutz, S.; Berk, L.; Chang, E.; Chow, E.; Hahn, C.; Hoskin, P.; Howell, D.; Konski, A.;
Kachnic, L.; Lo, S.; et al. Palliative radiotherapy for bone metastases: An ASTRO
evidence-based guideline. Int. J. Radiat. Oncol. Biol. Phys. 2011, 79, 965–976.
Baczyk, M.; Czepczynski, R.; Milecki, P.; Pisarek, M.; Oleksa, R.; Sowiński, J. 89Sr versus
153Sm-EDTMP: Comparison of treatment efficacy of painful bone metastases in prostate and
breast carcinoma. Nucl. Med. Commun. 2007, 28, 245–250.
Plunkett, T.A.; Smith, P.; Rubens, R.D. Risk of complications from bone metastases in breast
cancer: Implications for management. Eur. J. Cancer 2000, 36, 476–482.
Patchell, R.A.; Tibbs, P.A.; Regine, W.F.; Payne, R.; Saris, S.; Kryscio, R.J.; Mohiuddin, M.;
Young, B. Direct decompressive surgical resection in the treatment of spinal cord compression
caused by metastatic cancer: A randomised trial. Lancet 2005, 366, 643–648.
Hess, K.R.; Pusztai, L.; Buzdar, A.U.; Hortobagyi, G.N. Estrogen receptors and distinct patterns
of breast cancer relapse. Breast Cancer Res. Treat. 2003, 78, 105–118.
Smid, M.; Wang, Y.; Zhang, Y.; Sieuwerts, A.M.; Yu, J.; Klijn, J.G.M.; Foekens, J.A.;
Martens, J.W.M. Subtypes of breast cancer show preferential site of relapse. Cancer Res. 2008,
68, 3108–3114.

J. Clin. Med. 2014, 3
58.

59.

60.

61.
62.
63.

64.

65.

66.

67.

68.
69.
70.
71.

72.
73.

21

Beslija, S.; Bonneterre, J.; Burstein, H.J.; Cocquyt, V.; Gnant, M.; Heinemann, V.; Jassem, J.;
Kostler, W.J.; Krainer, M.; Menard, S.; et al. Third consensus on medical treatment of metastatic
breast cancer. Ann. Oncol. 2009, 20, 1771–1785.
Baselga, J.; Campone, M.; Piccart, M.; Burris, H.A., III; Rugo, H.S.; Sahmoud, T.;
Noguchi, S.; Gnant, M.; Pritchard, K.I.; Lebrun, F.; et al. Everolimus in postmenopausal
hormone-receptor-positive advanced breast cancer. N. Engl. J. Med. 2012, 366, 520–529.
Petersen, M.; Pardali, E.; van der Horst, G.; Cheung, H.; van den Hoogen, C.; van der Pluijm, G.;
Dijke, P. Smad2 and Smad3 have opposing roles in breast cancer bone metastasis by
differentially affecting tumor angiogenesis. Oncogene 2010, 29, 1351–1361.
Tan, A.R.; Alexe, G.; Reiss, M. Transforming growth factor-beta signaling: Emerging stem cell
target in metastatic breast cancer? Breast Cancer Res. Treat. 2009, 115, 453–495.
National Institutes of Health. A service of the US National Institutes of Health. Available online:
http://clinicaltrials.gov (accessed on 20 July 2013).
Zhang, X.H.; Wang, Q.; Gerald, W.; Hudis, C.A.; Norton, L.; Smid, M.; Foekens, J.A.; Massagué, J.
Latent bone metastasis in breast cancer tied to Src-dependent survival signals. Cancer Cell 2009,
16, 67–78.
Hiscox, S.; Barrett-Lee, P.; Borley, A.C.; Nicholson, R.I. Combining Src inhibitors and
aromatase inhibitors: A novel strategy for overcoming endocrine resistance and bone loss. Eur. J.
Cancer 2010, 46, 2187–2195.
Tian, E.; Zhan, F.; Walker, R.; Rasmussen, E.; Ma, Y.; Barlogie, B.; Shaughnessy, J.D., Jr. The
role of the Wnt-signaling antagonist DKK1 in the development of osteolytic lesions in multiple
myeloma. N. Engl. J. Med. 2003, 349, 2483–2494.
Voorzanger-Rousselot, N.; Goehrig, D.; Journe, F.; Doriath, V.; Body, J.J.; Clézardin, P.;
Garnero, P. Increased Dickkopf-1 expression in breast cancer bone metastases. Br. J. Cancer
2007, 97, 964–970.
Van Holten-Verzantvoort, A.T.; Hermans, J.; Beex, L.V.; Blijham, G.; Cleton, F.J.;
van Eck-Smit, B.C.; Sleeboom, H.P.; Papapoulos, S.E. Does supportive pamidronate treatment
prevent or delay the first manifestation of bone metastases in breast cancer patients? Eur. J.
Cancer 1996, 32, 450–454.
Norton, L.; Massague, J. Is cancer a disease of self-seeding? Nat. Med. 2006, 12, 875–878.
Kim, M.Y.; Oskarsson, T.; Acharyya, S.; Nguyen, D.X.; Zhang, X.H.; Norton, L.; Massagué, J.
Tumor self-seeding by circulating cancer cells. Cell 2009, 139, 1315–1326.
Meads, M.B.; Hazlehurst, L.A.; Dalton, W.S. The bone marrow microenvironment as a tumor
sanctuary and contributor to drug resistance. Clin. Cancer Res. 2008, 14, 2519–2526.
Braun, S.; Vogl, F.D.; Naume, B.; Janni, W.; Osborne, M.P.; Coombes, R.C.; Schlimok, G.;
Diel, I.J.; Gerber, B.; Gebauer, G.; et al. A pooled analysis of bone marrow micrometastasis in
breast cancer. N. Engl. J. Med. 2005, 353, 793–802.
Winter, M.C.; Holen, I.; Coleman, R.E. Exploring the anti-tumour activity of bisphosphonates in
early breast cancer. Cancer Treat. Rev. 2008, 34, 453–475.
Mundy, G.R.; Yoneda, T.; Hiraga, T. Preclinical studies with zoledronic acid and other
bisphosphonates: Impact on the bone microenvironment. Semin. Oncol. 2001, 28, 35–44.

J. Clin. Med. 2014, 3
74.

75.

76.

77.

78.

79.

80.

81.

82.

83.

84.

85.
86.

22

Santini, D.; Martini, F.; Fratto, M.E.; Galluzzo, S.; Vincenzi, B.; Agrati, C.; Turchi, F.; Piacentini, P.;
Rocci, L.; Manavalan, J.S.; et al. In vivo effects of zoledronic acid on peripheral gammadelta T
lymphocytes in early breast cancer patients. Cancer Immunol. Immunother. 2009, 58, 31–38.
Neville-Webbe, H.L.; Rostami-Hodjegan, A.; Evans, C.A.; Coleman, R.E.; Holen, I. Sequenceand schedule-dependent enhancement of zoledronic acid induced apoptosis by doxorubicin in
breast and prostate cancer cells. Int. J. Cancer 2005, 113, 364–371.
Rack, B.; Juckstock, J.; Genss, E.M.; Schoberth, A.; Schindlbeck, C.; Strobl, B.; Heinrigs, M.;
Rammel, G.; Zwingers, T.; Sommer, H.; et al. Effect of zoledronate on persisting isolated tumour
cells in patients with early breast cancer. Anticancer Res. 2010, 30, 1807–1813.
Aft, R.; Naughton, M.; Trinkaus, K.; Watson, M.; Ylagan, L.; Chavez-MacGregor, M.; Zhai, J.;
Kuo, S.; Shannon, W.; Diemer, K.; et al. Effect of zoledronic acid on disseminated tumour cells
in women with locally advanced breast cancer: An open label, randomised, phase 2 trial. Lancet
Oncol. 2010, 11, 421–428.
Greenberg, S.; Park, J.W.; Melisko, M.E.; Goga, A.; Moasser, M.M.; Anderson, M.; Scott, J.H.;
Petrillo, L.A.; Moore, D.H.; Rugo, H.S. Effect of adjuvant zoledronic acid (ZOL) on
disseminated tumor cells (DTC) in the bone marrow (BM) of women with early-stage breast
cancer (ESBC): Updated results. J. Clin. Oncol. 2010, 28, 1002.
Diel, I.J.; Solomayer, E.F.; Costa, S.D.; Gollan, C.; Goerner, R.; Wallwiener, D.; Kaufmann, M.;
Bastert, G. Reduction in new metastases in breast cancer with adjuvant clodronate treatment.
N. Engl. J. Med. 1998, 339, 357–363.
Diel, I.J.; Jaschke, A.; Solomayer, E.F.; Gollan, C.; Bastert, G.; Sohn, C.; Schuetz, F. Adjuvant
oral clodronate improves the overall survival of primary breast cancer patients with
micrometastases to the bone marrow: A long-term follow-up. Ann. Oncol. 2008, 19, 2007–2011.
Powles, T.; Paterson, S.; Kanis, J.A.; McCloskey, E.; Ashley, S.; Tidy, A.; Rosenqvist, K.; Smith, I.;
Ottestad, L.; Legault, S.; et al. Randomized, placebo-controlled trial of clodronate in patients
with primary operable breast cancer. J. Clin. Oncol. 2002, 20, 3219–3224.
Powles, T.; Paterson, A.; McCloskey, E.; Schein, P.; Scheffler, B.; Tidy, A.; Ashley, S.;
Smith, I.; Ottestad, L.; Kanis, J. Reduction in bone relapse and improved survival with oral
clodronate for adjuvant treatment of operable breast cancer [ISRCTN83688026]. Breast Cancer
Res. 2006, 8, doi:10.1186/bcr1384.
Saarto, T.; Blomqvist, C.; Virkkunen, P.; Elomaa, I. Adjuvant clodronate treatment does not
reduce the frequency of skeletal metastases in node-positive breast cancer patients: 5-Year results
of a randomized controlled trial. J. Clin. Oncol. 2001, 19, 10–17.
Saarto, T.; Vehmanen, L.; Virkkunen, P.; Blomqvist, C. Ten-year follow-up of a randomized
controlled trial of adjuvant clodronate treatment in node-positive breast cancer patients.
Acta Oncol. 2004, 43, 650–656.
Ha, T.C.; Li, H. Meta-analysis of clodronate and breast cancer survival. Br. J. Cancer 2007, 96,
1796–1801.
Paterson, A.H.; Anderson, S.J.; Lembersky, B.C.; Fehrenbacher, L.; Falkson, C.I.; King, K.M.;
Weir, L.M.; Brufsky, A.M.; Dakhil, S.; Lad, T.; et al. Oral clodronate for adjuvant treatment of
operable breast cancer (National Surgical Adjuvant Breast and Bowel Project protocol B-34):
A multicentre, placebo-controlled, randomised trial. Lancet Oncol. 2012, 13, 734–742.

J. Clin. Med. 2014, 3
87.

88.

89.

90.
91.
92.

93.

94.

95.

96.

97.

98.

99.

23

Von Minckwitz, G.; Mobus, V.; Schneeweiss, A.; Huober, J.; Thomssen, C.; Untch, M.; Jackisch, C.;
Diel, I.J.; Elling, D.; Conrad, B.; et al. German adjuvant intergroup node-positive study: A phase
III trial to compare oral ibandronate versus observation in patients with high-risk early breast
cancer. Am. Soc. Clin. Oncol. 2013, 31, doi:10.1200/JCO.2012.47.2167.
Gnant, M.; Mlineritsch, B.; Schippinger, W.; Luschin-Ebengreuth, G.; Postlberger, S.; Menzel, C.;
Jakesz, R.; Seifert, M.; Hubalek, M.; Bjelic-Radisic, V.; et al. Endocrine therapy plus zoledronic
acid in premenopausal breast cancer. N. Engl. J. Med. 2009, 360, 679–691.
Gnant, M.; Mlineritsch, B.; Stoeger, H.; Luschin-Ebengreuth, G.; Heck, D.; Menzel, C.;
Jakesz, R.; Seifert, M.; Hubalek, M.; Pristauz, G.; et al. Adjuvant endocrine therapy plus
zoledronic acid in premenopausal women with early-stage breast cancer: 62-Month follow-up
from the ABCSG-12 randomised trial. Lancet Oncol. 2011, 12, 631–641.
Gnant, M. Zoledronic acid in the treatment of early-stage breast cancer: Is there a final verdict?
Curr. Oncol. Rep. 2012, 14, 35–43.
Gnant, M. Zoledronic acid in breast cancer: Latest findings and interpretations. Ther. Adv. Med.
Oncol. 2011, 3, 293–301.
Brufsky, A.M.; Harker, W.G.; Beck, J.T.; Bosserman, L.; Vogel, C.; Seidler, C.; Jin, L.; Warsi, G.;
Argonza-Aviles, E.; Hohneker, J.; et al. Final 5-year results of Z-FAST trial: Adjuvant
zoledronic acid maintains bone mass in postmenopausal breast cancer patients receiving
letrozole. Cancer 2012, 118, 1192–1201.
Llombart, A.; Frassoldati, A.; Paija, O.; Sleeboom, H.P.; Jerusalem, G.; Mebis, J.; Deleu, I.;
Miller, J.; Schenk, N.; Neven, P. Immediate administration of zoledronic acid reduces aromatase
inhibitor-associated bone loss in postmenopausal women with early breast cancer: 12-Month
analysis of the E-ZO-FAST trial. Clin. Breast Cancer 2012, 12, 40–48.
Coleman, R.; de Boer, R.; Eidtmann, H.; Llombart, A.; Davidson, N.; Neven, P.; von Minckwitz, G.;
Sleeboom, H.P.; Forbes, J.; Barrios, C.; et al. Zoledronic acid (zoledronate) for postmenopausal
women with early breast cancer receiving adjuvant letrozole (ZO-FAST study): Final 60-month
results. Ann. Oncol. 2013, 24, 398–405.
Coleman, R.E.; Marshall, H.; Cameron, D.; Dodwell, D.; Burkinshaw, R.; Keane, M.; Gil, M.;
Houston, S.J.; Grieve, R.J.; Barrett-Lee, P.J.; et al. Breast-cancer adjuvant therapy with
zoledronic acid. N. Engl. J. Med. 2011, 365, 1396–1405.
Yan, T.; Yin, W.; Zhou, Q.; Zhou, L.; Jiang, Y.; Du, Y.; Shao, Z.; Lu, J. The efficacy of
zoledronic acid in breast cancer adjuvant therapy: A meta-analysis of randomised controlled
trials. Eur. J. Cancer 2012, 48, 187–195.
Valachis, A.; Polyzos, N.P.; Coleman, R.E.; Gnant, M.; Eidtmann, H.; Brufsky, A.M.; Aft, R.;
Tevaarwerk, A.J.; Swenson, K.; Lind, P.; et al. Adjuvant therapy with zoledronic acid in patients
with breast cancer: A systematic review and meta-analysis. Oncologist 2013, 18, 353–361.
Ellis, G.K.; Bone, H.G.; Chlebowski, R.; Paul, D.; Spadafora, S.; Smith, J.; Fan, M.; Jun, S.
Randomized trial of denosumab in patients receiving adjuvant aromatase inhibitors for
nonmetastatic breast cancer. J. Clin. Oncol. 2008, 26, 4875–4882.
Marguiles, A.G.; Klimberg, V.S.; Bhattacharrya, S.; Gaddy, D.; Suva, L.J. Genomics and
proteomics of bone cancer. Clin. Cancer Res. 2006, 12, 6217–6221.

J. Clin. Med. 2014, 3

24

100. Schilsky, R.L. Personalized medicine in oncology: The future is now. Nat. Rev. Drug Discov.
2010, 9, 363–366.
© 2014 by the authors; licensee MDPI, Basel, Switzerland. This article is an open access article
distributed under the terms and conditions of the Creative Commons Attribution license
(http://creativecommons.org/licenses/by/3.0/).

