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Abstract: Antibody drug conjugates (ADCs) are novel medications that combine monoclonal antibod-
ies with cytotoxic payloads, enabling the selective delivery of potent drugs to cancer cells expressing
specific surface antigens. This targeted strategy seeks to optimize treatment effectiveness while
reducing the risk of systemic toxicity, distinguishing ADCs from conventional chemotherapy. The
rapid growth in ADC research has led to numerous developments and approvals for cancer treatment,
with significant impacts on the management of breast cancer. ADCs like T-DXd for HER2-low disease
and sacituzumab govitecan for triple negative breast cancer (TNBC) have provided valuable options
for challenging subtypes of breast cancer. However, essential questions still need to be addressed,
including the optimal order of ADCs amidst the growing number of newly developed ones and
strategies to overcome resistance mechanisms. Preclinical studies have shed light on potential resis-
tance mechanisms, emphasizing the potential benefit of combinational approaches with other agents
such as immune checkpoint inhibitors (ICIs) and targeted tyrosine kinase inhibitors (TKIs) to enhance
treatment effectiveness. Additionally, personalized approaches based on molecular profiling hold
promise in tailoring ADC treatments to individual tumors, identifying unique molecular markers for
each patient to optimize treatment efficacy while minimizing side effects.

Keywords: antibody–drug conjugates; breast cancer; drug resistance

1. Introduction

Antibody drug conjugates (ADCs) are a class of targeted medications that combine
monoclonal antibodies with cytotoxic payloads [1]. In the field of oncology, ADCs are
designed to selectively deliver potent cytotoxic drugs to cancer cells expressing specific
surface antigens, such as HER2 and TROP-2. This targeted approach aims to maximize
efficacy while minimizing the systemic toxicity associated with traditional chemotherapy.
Given the vast potential of these drugs, this area quickly became an exciting field of research
and has seen the number of ADCs developed and approved for use in cancer treatments
increase rapidly in the last decade.

The mechanism of action of ADCs are quite complex and they work in a multifactorial
manner (Figure 1). The ADC consists of three main components: a monoclonal antibody
(mAb), a cleaver or non-cleavable linker, and a cytotoxic payload. The mAb component of
the ADC is engineered to recognize and bind to a specific antigen that is overexpressed on
the surface of cancer cells. Once the ADC binds to the target antigen, the entire complex is
internalized into the cancer cells through receptor-mediated endocytosis. While receptor-
mediated endocytosis is highly selective and requires specific receptors for internalization,
pinocytosis is a more generalized process. In cases where cancer cells lack the target antigen
for ADC binding, pinocytosis can still facilitate the uptake of ADCs, but conjugation to a
large hydrophilic antibody limits the non-specific pinocytosis-mediated uptake in antigen-
negative cells, thereby widening the therapeutic index and improving the overall safety
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of ADC treatment [2]. Within the cancer cells, the ADC is transported to the endosomes
and subsequently fuses with lysosomes. This process triggers enzymatic degradation of
the linker, leading to the release of the cytotoxic payload from the mAb. Once released
from the linker, the cytotoxic payload exerts its cytotoxic effect within the cancer cells. The
payload can be a wide range of chemotherapeutic agents, such as microtubule inhibitors
or topoisomerase inhibitors. One of the unique features of ADCs is their potential to
induce a bystander effect (also known as bystander killing). The bystander effect refers
to the phenomenon where cytotoxic drugs released from ADCs can diffuse from targeted
cancer cells to neighboring cancer cells that may not express the specific antigen recognized
by the ADC. By leveraging the bystander effect, ADCs have the potential to target and
eliminate both antigen-positive and antigen-negative cancer cells within the tumor, thereby
improving treatment outcomes.
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Figure 1. Graphic depicting the multifactorial mechanism of action of ADCs. ADCs are composed
of three distinctive parts: the antibody, linker, and cytotoxic drug. Binding of the antibody to the
antigen triggers intracellular cascades that can lead to internalization and release of the cytotoxic
drug. ADCs can also have an effect on nearby cells in a process called the bystander effect. During
this process, there is extracellular release of the cytotoxic drug leading to apoptosis of nearby cells.

ADCs have emerged as a promising therapeutic strategy for various malignant dis-
eases, including bladder cancer and ovarian cancer [3,4]. Notably, the field of breast cancer
has witnessed significant advancements in the development of ADCs, with T-DM1 being
the first approved ADC for solid tumors. Currently, two more ADCs (T-DXd and Saci-
tuzumab govitecan) have received FDA approval for breast cancer. In this review paper, we
aim to comprehensively examine the current landscape of ADCs utilized in breast cancer
treatment, exploring their efficacy, potential resistance mechanisms, and future directions
for further advancements in this field.

2. Antibody–Drug Conjugates in Breast Cancer
2.1. HER2-Targeting ADCs

HER2-targeting ADCs have emerged as a promising approach in breast cancer therapy,
particularly for patients whose tumors express HER2. HER2 is a cell surface receptor that
plays a crucial role in cell growth and proliferation. ADCs targeting HER2 typically utilize
a mAb component that specifically recognizes and binds to HER2 receptors on the surface
of cancer cells. Trastuzumab, a widely used HER2-targeting mAb, is frequently employed
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in HER2-targeting ADCs. The mAb component serves as a vehicle for selective delivery of
a cytotoxic payload to HER2-positive cancer cells.

2.1.1. Trastuzumab Emtansine (T-DM1)

The first ADC approved for the treatment of breast cancer was trastuzumab emtansine
(T-DM1). T-DM1 is comprised of the anti-HER2 properties of trastuzumab and DM1, an
maytansine derivative agent that works via microtubule inhibition, conjugated with a non-
cleavable linker [5]. T-DM1 was shown to retain the mechanisms of action of trastuzumab,
including inhibition of the PI3K/AKT signaling pathway [6]. After binding to HER2, T-DM1
is internalized and degraded, leading to the release of lysine-maleimidomethyl cyclohexane-
1-carboxylate (MCC)-DM1 [7]. In initial clinical trials, Verma et al., 2012, showed that T-DM1
significantly improved overall survival (OS) when compared to lapatinib plus capecitabine
(30.9 months vs. 25.1 months; p < 0.001) [5]. This led to the drug becoming FDA approved in
2013 specifically for use in patients with HER2-positive, metastatic disease who previously
received trastuzumab and a taxane, either separately or in combination, and either received
prior therapy for metastatic disease or developed disease recurrence during or within
six months of receiving adjuvant therapy [8]. Continued clinical research on T-DM1 was
reported in the EMILIA trial, a randomized, open-label, phase III clinical trial. Similar to
the work produced by Verma et al., 2012 [5], the EMILIA trial showed an increased median
OS when compared to lapatinib plus capecitabine (29.9 months vs. 25.9 months) [9]. More
recent clinical trials have evaluated T-DM1 for use in early breast cancer. The KATHERINE
trial evaluated patients with HER2-positive breast cancer found to have residual invasive
disease after neoadjuvant therapy. The trial showed increased rates of disease-free survival
at three years in the T-DM1 group as compared to the trastuzumab group (88.3% vs. 77.0%,
respectively, p < 0.001). This trial led to an expanded FDA approval to include early breast
cancer in 2019 [10]. FDA approval now includes use of TDM-1 in adjuvant treatment of
patients with HER-2-positive early breast cancer who have residual invasive disease after
neoadjuvant taxane and trastuzumab-based treatment [8].

2.1.2. Trastuzumab Deruxtecan (T-DXd)

Similar to T-DM1, trastuzumab deruxtecan (T-DXd) is another ADC that consists
of an anti-HER2 antibody linked to a cytotoxic agent. However, T-DXd contains a dif-
ferent payload, which is an exatecan derivative (DX-8951f derivative) that functions as
a topoisomerase I inhibitor. Another feature of T-DXd is that it contains a specialized
tetrapeptide-based cleavable linker that allows for selective cleavage in cancerous cells.
This limits the premature release of the cytotoxic agent and reduces toxic effects [11,12].
This specialized linker allows this drug to have a significantly higher drug to antibody
ratio of approximately 8, which is more than double that achieved in T-DM1 (drug to
antibody ratio of approximately 3.5) [11,12]. After initial studies showed T-DXd to be a
potent antitumor drug with a favorable safety profile [11,12], the drug quickly moved
into clinical trial testing. DESTINY-Breast 03 was a phase III clinical trial comparing the
safety and efficacy of T-DXd. This trial showed significant improvement in progression-free
survival (PFS) as compared to T-DM1, as well as a manageable toxicity, which led to the
FDA approving of the agent as a second line therapy in HER+ metastatic breast cancer
(MBC) [13]. Moreover, T-DXd received FDA approval in HER2-low breast cancer based
on the results of the DESTINY-Breast 04 trial, which was a phase III clinical trial involving
patients with HER2-low metastatic breast cancer who had already received two lines of
prior chemotherapy [14]. In the trial, T-DXd was shown to have a significantly higher
median PFS as compared to other chemotherapies chosen by the physician (10.1 months
vs. 5.4 months, respectively, p < 0.001) and improved OS (23.9 months vs. 17.5 months,
p = 0.003) [14]. HER2-low BC was defined by IHC 1+ or 2+ and lack of HER2 amplifi-
cation on FISH testing, and the HER2-low population accounts for up to 45–55% of all
breast cancers. The successful trial and subsequent approval of T-DXd not only introduced
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a new subtype of breast cancer known as HER2-low disease, but also brought about a
revolutionary change in the field of breast cancer treatment [15].

2.1.3. Disitamab Vedotin (RC48)

Disitamab vedotin (RC48) is another novel ADC that utilizes HER2 mAb that is
linked to monomethyl auristain E (MMAE), a microtubule inhibitor, via a cleavable valine-
citrulline linker. It has a drug antibody ratio (DAR) of four [16]. However, unlike the
previous two drugs, the anti-HER2 antibody of disitamab vedotin is not trastuzumab, but
the antibody disitamab [17]. Disitamab has been shown to have a better molecular affinity
for HER2 as compared to trastuzumab. MMAE is a synthetic derivative of auristatin which
has an anti-mitotic effect [18]. Disitamab vedotin was first approved in China for the treat-
ment of locally advanced or metastatic gastric cancer that was HER2-overexpressing [19].
There are ongoing clinical trials evaluating RC48 for use in HER2-positive breast cancer.
Given disitamab’s higher affinity for the HER2 receptor, one area of ongoing research is
evaluating RC48 for use in populations that have HER2-low expression. Wang et al., 2021,
compiled data on two previous studies that showed RC48 was effective in HER2-positive
and HER2-low expressing populations [20]. In the HER2-low expressing subgroup, the
tumor objective response rate (ORR) and median PFS (mPFS) were 39.6% (95% CI: 25.8%,
54.7%) and 5.7 months (95% CI: 4.1, 8.3), respectively [20]. The common treatment-related
adverse events (TRAEs) were elevated AST (64.4%), ALT (59.3%), hypoesthesia (58.5%),
and neutropenia (48.3%). Grease 3 adverse events (AEs) were neutropenia (16.9%), in-
creased GGT (12.7%), and fatigue (11.9%) [20]. Currently, multiple ongoing trials are testing
the efficacy of RC48 in HER2-low advanced breast cancer (NCT05831878, CT04400695),
hormone receptor-positive (HR+) MBC (CT05904964), or in combination with penpulimab
as neoadjuvant therapy in HER2+ BC (NCT05726175).

2.1.4. ARX-788

ARX-788 is another novel HER2-targeted mAb that is linked to the cytotoxic payload
AS269. ARX-788 uses a synthetic amino acids para-acetylphenylalanine (pAF) that is
incorporated into a predetermined site on the heavy chain of the monoclonal anti-HER2
mAb and allows for conjugation of a diverse array of payloads. In the case of ARX-788,
the pAF is used to link the mAB to the payload, AS269. ARX-788 demonstrated activities
in HER2-positive, HER2-low, and T-DM1 resistant tumors in preclinical studies [21]. In a
combined analysis of two phase I studies in HER2-positive solid tumors in the U.S. and
Australia (ACE-Pan tumor-01) and in HER2-positive breast cancers in China (ACE-Breast-
01), ARX-788 was well tolerated, with most adverse events (AEs) being grade 1 or 2 [22].
The most common grade >3 AEs were ocular AEs (5.7%) and pneumonitis (4.3%) in the
ACE-Breast-01 trial; pneumonitis (2.9%) and fatigue (2.9%) in the ACE-Pan tumor-01 trial.
In the 1.5 mg/kg cohort, ORR was 74% (14/19) and 67% (2/3) for ACE-Breast-01 and ACE-
Pan tumor-01, respectively. The disease control rate (DCR) was 100%. Median duration
of response (DOR) or mPFS has not been reached [22]. High stability of ARX-788 and low
serum exposure of pAF-AS269 may underlie the low systemic toxicity, which differentiates
it from other ADCs [22]. The phase III ACE-Breast-02 trial comparing ARX-788 with
lapatinib combined with capecitabine in patients with HER2-positive advanced MBC is
eagerly awaited. A global, phase II Study of ARX788 in HER2-positive MBC patients who
were previously treated with T-DXd is currently ongoing (NCT04829604). ARX-788 alone
or in combination with PD1 inhibitor, cemiplimab, as neoadjuvant therapy in HER2+ early
stage BC, is being evaluated in the I-SPY2 trial (NCT01042379).

2.2. TROP-2-Targeting ADCs

Trophoblast cell-surface antigen 2 (TROP-2) is a cell surface receptor that is overex-
pressed in various cancers, including breast cancer. TROP-2 was shown to be expressed
in approximately 80% of breast cancers and was found to be an unfavorable prognostic
indicator [23,24]. It has been found to be expressed across all breast cancer subtypes [25].
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Initial studies into the receptor have shown that it is involved in regulating the growth and
invasion of tumor cells [26]. TROP-2-targeting ADCs utilize a mAb designed to specifically
recognize and bind to TROP-2 receptors on cancer cells.

2.2.1. Sacituzumab Govitecan

Sacituzumab govitecan (TrodelvyTM) comprises a humanized mAb called sacituzumab,
which targets the TROP-2 receptor, linked to a potent chemotherapy drug called SN-38,
a metabolite of irinotecan. Once inside the cancer cell, SN-38 exerts its cytotoxic effects
by inhibiting topoisomerase I, leading to DNA damage and cell death. Clinical studies
have shown promising results in patients with metastatic triple negative breast cancer
(TNBC) or HR-positive HER2-negative MBC, with significant improvement in PFS and
OS compared to standard chemotherapy. In the phase III ASCENT trial, the effectiveness
of sacituzumab govitecan was compared to single-agent chemotherapy in patients with
heavily pretreated metastatic TNBC [27]. The results showed that sacituzumab govitecan
significantly improved both PFS (median of 5.6 months versus 1.7 months with chemother-
apy) and OS (median of 12.1 months versus 6.7 months with chemotherapy). The treatment
was associated with more frequent myelosuppression and diarrhea but showed promising
results in extending survival in this challenging-to-treat cancer. Furthermore, sacituzumab
govitecan demonstrated efficacy for HR-positive HER2-negative breast cancer in the phase
III TROPiCS-02 trial [28], where sacituzumab govitecan was compared with physician’s
choice chemotherapy in patients with endocrine-resistant, chemotherapy-treated HR+
HER2-negative advanced breast cancer. The study showed that sacituzumab govitecan
significantly improved PFS compared to chemotherapy, with a 34% reduction in the risk
of disease progression or death. The treatment demonstrated a manageable safety profile
and offered a promising option for patients with heavily pretreated HR+ HER2-negative
breast cancer.

2.2.2. Datopotamab Deruxtecan (Dato-DXd)

Dato-DXd is an investigational ADC composed of a humanized anti-TROP2 IgG1 mAb
attached to a topoisomerase I inhibitor payload, deruxtecan, through a stable tetrapeptide-
based cleavable linker. It shares the same highly potent payload as T-DXd but targets cells
that express TROP2. In preclinical models, Dato-DXd demonstrated specific binding to
TROP2-expressing tumor cells, leading to intracellular trafficking and release of a potent
DNA topoisomerase I inhibitor (DXd) [29]. This resulted in DNA damage and apopto-
sis, leading to significant antitumor activity and tumor regression in TROP2-expressing
xenograft models, while showing acceptable safety profiles. These findings suggested
that Dato-DXd could be a promising treatment option for patients with TROP2-expressing
tumors in clinical settings. Preliminary results from the TROPION-PanTumor01 study
showed promising response rates and a manageable safety profile in heavily pre-treated
patients with metastatic TNBC who received Dato-DXd [30]. The phase III TROPION-
Breast02 trial (NCT05374512) aims to compare the efficacy and safety of Dato-DXd versus
investigator’s choice of chemotherapy (ICC) as a first-line treatment in patients with locally
recurrent inoperable or metastatic TNBC who are not candidates for PD-1/PD-L1 inhibitor
therapy. Approximately 600 patients will be randomized to receive either Dato-DXd or
ICC, and the study will assess PFS and OS as primary endpoints, along with several
secondary endpoints including objective response rate, duration of response, and safety.
Moreover, the efficacy and safety of Dato-DXd will be evaluated in patients with inoperable
or metastatic HR+/HER2− breast cancer who have received one or two prior lines of sys-
temic chemotherapy in the same setting in an ongoing phase III study TROPION-Breast01
(NCT05104866).

2.3. HER3-Targeting ADCs

HER3 plays a key oncogenic role in breast cancer, being associated with poor prog-
nosis and resistance to PI3K/AKT/mTOR inhibitors and endocrine therapy [31]. Patri-
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tumab deruxtecan (HER3-DXd) is an ADC comprised of a fully human anti-HER3 IgG1
mAb, patritumab, conjugated to a topoisomerase 1 inhibitor payload, deruxtecan, via a
tetrapeptide-based cleavable linker that has shown promising efficacy in patients with
HER3-expressing MBC. Krop et al. reported the safety and efficacy of HER3-DXd in a
phase I/II study of U31402-A-J101 (NCT02980341; JapicCTI-163401) in patients with heav-
ily pretreated HER3-expressing MBC. The most common AEs were neutropenia (39.6%),
thrombocytopenia (30.8%), anemia (18.7%), and leukopenia (18.1%). Twelve patients (6.6%)
experienced interstitial lung disease (ILD), including one grade 5 event. Overall response
rates were 30% in HR+/HER2−, 22.6% in TNBC, and 42.9% in HER2+ MBC [32].

The phase II ICARUS-BREAST01 trial evaluated HER3-DXd in patients with
HR+HER2− MBC not selected for HER3 expression, who progressed on multiple lines of
treatments including CDK4/6 inhibitors and chemotherapy [33]. A partial response was
observed in 16 patients (28.6%), with stable disease in 30 patients and progressive disease
in 10 (N = 56 total). The most common any-grade adverse events (AEs) were nausea (76.8%)
and fatigue (89.3%); fatigue was also the most frequent grade ≥3 AE (14.0%). One patient
had grade 1 confirmed ILD.

In the SOLTI TOT-HER3 trial (NCT04610528 part A), a window-of-opportunity trial
evaluating a single dose of HER3-DXd in patients with treatment-naive HR+/HER2−
early breast cancer, HER3-DXd was associated with clinical response, increased immune
infiltration, and suppression of proliferation [34]. In the SOLTI TOT-HER3 trial part B pre-
sented at ESMO 2023 [35], analysis of baseline and post-treatment paired samples showed
a statistically significant change in tumor cellularity and tumor-infiltrating lymphocyte
(CelTIL) score overall (p = 0.046). The overall response rate (ORR) was 32% (35% in TNBC
and 30% in HR+/HER2−). There was no association between baseline ERBB3 levels and
CelTIL change or ORR. HER3-DXd induced a high expression of immune-related genes
and suppressed proliferation-related genes.

Hamilton et al. recently reported the part A results of a three-part phase II study
examining the efficacy of HER3-DXd across MBC subsets (NCT04699630) [36]. The ORR
was 35% (95% CIs 23.1, 48.1) for all patients, and the clinical benefit rate (CBR) was 48%
(95% CIs 35.2, 61.6). Activities were seen across a broad range of HER3 expression: patient
with ≥75% HER3 expression had an ORR of 33% and CBR of 50%, patients with HER3
25–74% expression had an ORR of 46% and CBR of 54%. There were four patients with
HER3 < 25% expression, limiting efficacy assessment. The median DOR was 10.0 months
(95% CIs 5.5, NA). The most common AEs were nausea (50%), fatigue (45%), diarrhea (37%),
vomiting (32%), and alopecia and anemia (30% each). Seven patients (12%) experienced a
serious AE, including four patients (7%) with interstitial lung disease, nausea/vomiting,
pneumonitis, and thrombocytopenia. This data confirmed the clinical activity in heavily
pretreated MBC across the broad range of HER3 expression levels.

2.4. LIV1 Targeting ADCs

LIV-1 is a transmembrane protein with zinc transporter and metalloproteinase activity,
which is associated with epithelial mesenchymal transition (EMT) with moderate/high
level of expression in the majority of breast cancers [37]. Ladiratuzumab vedotin is a LIV-1
directed ADC that is composed of a mAb of LIV-1 conjugated to microtubule-disrupting
agent, the MMAE payload, through a protease cleavable linker. Ladiratuzumab vedotin is
currently being studied in multiple early phase clinical trials on breast cancer patients, as a
monotherapy or in combination with other agents, including immune checkpoint inhibitors
(ICIs), with encouraging clinical activities [38]. In second-line refractory triple negative
breast cancer patients, ladiratuzumab vedotin at a dose of 1.25 mg/kg showed an ORR
of 28%, confirming the promising activity of this agent [39]. Treatment related AEs were
nausea (60%), fatigue (58%), neuropathy (54%), decreased appetite (44%), and constipation
(39%). The most common ≥ grade 3 treatment AEs were neutropenia (21%), fatigue (14%),
and hyperglycemia, hypokalemia, and hypophosphatemia (12% each). The combination of
ICIs plus ladiratuzumab vedotin is under evaluation in an ongoing open-label phase Ib/II
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trial (SGNLVA-002/KEYNOTE 721) assessing the ICI pembrolizumab plus ladiratuzumab
vedotin as a first line therapy in patients with advanced TNBC [40]. The combination
achieved an ORR of 35% (N = 66), including 2 cases of complete response and 21 partial
responses. Stable disease was achieved in 32 subjects; diarrhea, nausea, fatigue, peripheral
neuropathy, and neutropenia were the most observed treatment-related toxicities [40].

3. Challenges and Resistance Mechanisms

With the existing availability of multiple ADCs and anticipated arrival of newer
ADCs in breast cancer, new challenges and unmet clinical needs arise, which include a
better understanding of the mechanisms of resistances and strategies for optimal order-
ing of ADCs [41]. For example, with the recent approvals of sacituzumab govitecan for
HR+/HER2− and metastatic TNBC as well as T-DXd for HER2-low MBC, many patients
are now candidates for multiple ADCs. However, given potential cross-resistance based on
antibody target versus payload [42], the optimal order remains uncertain.

Abelman et al. evaluated the safety and efficacy of another ADC after treatment
with an ADC for patients with MBC [41]. In this study, 32 patients were identified as
having received more than one ADC. The median PFS on the first ADC used (ADC1) was
significantly longer, at 7.55 months compared to a median of 2.53 months on the second
ADC (ADC2) (p = 0.006). PFS for ADC2 with antibody target change was 3.25 months
compared to 2.30 months with no target change (p = 0.16). When the second ADC contained
the same antibody target as the first, cross-resistance was present in 9/13 cases (69.2%),
compared to 8/16 cases (50.0%) when the second ADC targeted a different tumor antigen.
This result suggests a probability of cross-resistance to ADC after ADC treatment, while
others had durable responses on latter lines of therapy, particularly if the antibody target
was switched. Further research is needed for validation and optimal selection of ADC-based
treatment options.

3.1. Bystander Effect (Bystander Killing) and Toxicity

ADCs were designed to affect target cells expressing a particular target antigen; how-
ever, premature release of the cytotoxic payload can lead to significant toxicity. The ideal
target antigen is one that is homogenously expressed on the surface of tumor cell, but it
can be challenging to identify a receptor that is homogenously expressed on cancerous
cells and not expressed on healthy cells [43]. One workaround for cancers that may express
target antigens in a heterogeneous way is the use of something called the bystander effect
(also called bystander killing). In this case, a cytotoxic payload is designed so that it is
membrane-permeable and can enter the extracellular spaces around the target cell and
facilitate the death of neighboring cells. This can also lead to damage of supporting struc-
tures, such as blood vessels or stromal cells, and can aid in destruction of the tumor [44].
However, given the leakage of the cytotoxic payload outside of the target cell, this also
makes the drug more likely to kill healthy, non-cancerous cells and lead to toxic effects.
The effect of the bystander effect can be either enhanced or diminished [45]. This bystander
potency is determined based on the charge of the linker-drug derivative released from
ADCs [1].

3.2. Tumor Heterogeneity

Breast cancer is a heterogeneous disease caused by a diverse population of cells with
varying gene expression profiles. Heterogeneity within a tumor increases its ability to adapt
to constantly changing constraints, but adversely affects a patient’s prognosis, treatment
response, and clinical outcome. Intratumoral heterogeneity results from a combination of
extrinsic factors from the tumor microenvironment and intrinsic parameters from the cancer
cells themselves, including their genetic, epigenetic, and transcriptomic traits, their ability
to proliferate, migrate, and invade, and their stemness and plasticity attributes [46]. Cell
plasticity constitutes the ability of cancer cells to rapidly reprogram their gene expression
repertoire, to change their behavior and identities, and to adapt to microenvironmental



Int. J. Mol. Sci. 2023, 24, 13726 8 of 16

cues. These features also directly contribute to tumor heterogeneity and are critical for
tumor progression. Breast tumor heterogeneity is one of the major factors contributing
to drug resistance, recurrence, and metastasis after systemic treatments. ADCs targeting
surface cancer cells expressing antigens often suffer from issues associated with tumor
heterogeneity. For example, intratumor heterogeneity of HER2 expression was observed
in patients with HER2-positive breast tumors [47]. Tumor heterogeneity represents an
obstacle for achieving truly effective treatment using mAb targeting cancer cells.

3.3. Resistance Mechanisms
3.3.1. Receptor Modulation

Modulation of receptor expression has been shown to be one of the resistance mech-
anisms to ADCs through downregulation of target antigens. HER2 downregulation is a
prime example of this. Multiple studies have found that the primary resistance mechanism
for patients treated with T-DM1 was downregulation of the HER2 receptor [48,49]. It
has been shown that HER2 positivity can change during treatment, and there are several
documented studies that show that loss of the HER2 receptor is associated with worse out-
comes [50–52]. Unsurprisingly, patients who have loss of HER2 have been shown to have
poorer PFS as compared to patients who retain HER2 positivity when treated with T-DM1
(1.5 months vs. 6.0 months, respectively, p = 0.01) [53]. The SePHER study also showed that
T-DM1 had decreased efficacy in patients that were previously treated with pertuzumab
and that patients treated with pertuzumab had biopsies that confirmed downregulation of
the HER2 receptor [54].

Similar to HER2 expression, a lowered expression of TROP-2 has been shown to be
linked to resistance to sacituzumab govitecan. In one study, genomic analysis of a pa-
tient with triple negative breast cancer that was exhibiting progression on sacituzumab
govitecan showed that the patient lacked TROP-2 expression [42]. It has also been shown
that patients with lower TROP-2 expression have reduced mPFS when treated with saci-
tuzumab govitecan as compared to those with higher expression (2.7 months vs. 6.9 months,
respectively) [55]. Zhu et al., 2022, evaluated how various treatments could alter TROP-
2 expression and found that treatment with tamoxifen significantly increased TROP-2
expression [56].

Another type of modulation that can be considered a resistance mechanism is alteration
of the receptor itself. Previous research had already found variations in the HER2 receptor,
called p95HER2, that have been associated with trastuzumab resistance [57]. Expression
of p95HER2 has been shown to occur in approximately 30% of HER2-positive breast
cancers [58,59]. The p95HER2 mutation has been shown to be correlated with trastuzumab
resistance [60]. This mutation should be considered as another possible cause of resistance
for anti-HER2 ADCs.

3.3.2. Alterations in Internalization and Lysosomal Function

Another well-established resistance pathway is alterations that lead to defects in the
internalization process. ADCs often require the cell to internalize the drug to lead to release
the payload, and without that internalization process the drug becomes significantly less
effective. The most commonly used pathway for drug internalization utilized by ADCs
is through a clathrin-mediated pathway [61]. Although cells can also utilize a caveolae-
mediated or a clathrin-caveolin-independent endocytosis for internalization [61,62]. Al-
terations in these mechanisms can change trafficking to the lysosome. Sung et al., 2017,
developed a line of HER2+, T-DM1 resistant cells called N87-TM that were studied for
resistance mechanisms. They found that the N87-TM cells internalize T-DM1 into caveolin-1
(CAV1)-positive puncta, which correlated to reduced response to T-DM1 [49]. They suggest
that evaluation for caveolae-mediated endocytosis could serve as a novel predictor for
response to T-DM1.

Additional mechanisms of resistance involve alterations in membrane transporters.
These transporters can be located on the cell membrane or the membranes of lysosomes.
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Membrane transporters are utilized by cells to transport various molecules across that
membrane. Upregulation or inhibition of these transporters can have a drastic impact
on the effectiveness of chemotherapy. Oftentimes, these transporters are upregulated to
increase chemotherapy efflux out of cells, leading to cytoprotection of the cell [63]. One
of the best-studied membrane transporters is Multidrug Resistance 1 (MDR1). MDR1 is
initially expressed on the cell membrane and becomes endocytosed when lysosomes are
formed. MDR1 is present on the membrane of the lysosomes and can mediate what is
transported in and out of the lysosome. Tumors with high expression of MDR1 have been
shown to have resistance to MMAE, a cytotoxic drug used in a number of ADCs [63].
Li et al., 2018, demonstrated that breast cancer cells can develop resistance to T-DM1
via multiple pathways, including decreased HER2 receptor expression and upregulation
of MDR1 [64]. They additionally show that resistance to T-DM1 can be overcome with
inhibition of MDR1.

4. Strategies to Overcome Resistance Mechanism
4.1. Combination Strategies
4.1.1. Immunotherapy Combination

The combination of ADCs with immunotherapy offers a strong biological rationale,
as ADCs can trigger mechanisms like immunogenic cell death and T cell infiltration,
while immune-checkpoint inhibitors reinvigorate exhausted T cells, leading to potential
synergistic effects [65]. Encouraging signals from early phase clinical trials support the
ongoing investigation of combination regimens across multiple tumor types to enhance
patient responses and overcome resistance. The BEGONIA trial is an ongoing study
evaluating novel combinations of immunotherapies, including durvalumab, as first-line
therapies for advanced or metastatic TNBC. The preliminary results of Dato-DXd and
durvalumab combination among the 29 patients showed an ORR of 74%, with 7% achieving
complete responses and 67% achieving partial responses, and the treatment was well-
tolerated with manageable side effects [66]. The KATE2 study aimed to test the combination
of atezolizumab and T-DM1 in patients with HER2-positive advanced breast cancer that
had progressed after previous treatment with trastuzumab and a taxane [67]. However, the
trial did not show a significant improvement in PFS, and patients receiving the combination
experienced more adverse events compared to those on a placebo. In the study, a potential
survival benefit was observed in the subgroup of patients with positive PD-L1 expression.
This suggests that further investigation may be beneficial, specifically in the subset of
patients with PD-L1-positive breast cancer. Currently, there are several ongoing trials
evaluating the effectiveness of ADCs combined with ICIs (Table 1), including a phase Ib/II
Morpheus-panBC (NCT03424005) evaluating the role of ICI atezolizumab combined with
ladiratuzumab vedotin or sacituzumab govitecan.

4.1.2. Targeted Therapy Combination

Targeted agents combined with ADCs have been studied mainly in HER2+ breast
cancer without great success. The phase III KAITLIN study aimed to improve the efficacy
and reduce the toxicity of high-risk HER2-positive early breast cancer treatment by replac-
ing taxanes and trastuzumab with T-DM1 [68]; however, the primary endpoint was not
met, and both arms achieved favorable invasive disease-free survival, with trastuzumab
plus pertuzumab plus chemotherapy remaining the standard of care for high-risk HER2-
positive early breast cancer. The phase III KRISTINE trial compared neoadjuvant treat-
ments for HER2-positive breast cancer, showing that traditional chemotherapy plus dual
HER2-targeted blockade (trastuzumab and pertuzumab) achieved a significantly higher
pathological complete response rate than T-DM1 plus pertuzumab, though the latter had
fewer grade 3–4 and serious adverse events [69]. Given that T-DM1 has less efficacy than
newer ADCs, ongoing clinical trials are adopting new ADCs combined with HER2-targeted
treatment, including TKIs (Table 1).
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Table 1. Novel ADCs Combination Trials.

ADC ADC Target Trials Phase Combination
Therapy Patient Population Key Objective NCT No.

Trastuzumab
Emtansine
(T-DM1)

HER2

KATE2 II T-DM1+
atezolizumab 2L HER2+ MBC PFS NCT02924883

CompassHER2 RD III T-DM1 + tucatinib
HER2+ stage II–III with residual

disease after
neoadjuvant treatment

iDFS NCT04457596

Trastuzumab
deruxtecan

(T-DXd)
HER2

DESTINY Breast-08 IB/II
Capivasertib,
Anastrozole,
fulvestrant

1–2L HER-2 low MBC AEs NCT04556773

TALENT II Anastrozole Neoadjuvant HER2-low HR+ pCR NCT04553770

DASH I AZD6738 HER2+ advanced solid tumor RP2D NCT04704661

I Nivolumab Advanced breast or urothelial Ca DLT, ORR NCT03523572

IB Pembrolizumab Advanced breast cancer
or NSCLC DLT, ORR NCT04042701

DESTINY Breast-07 I/II

Durvalumab or
pertuzumab, or
paclitaxel +/−

durvalumab
or tucatinib

HER2+ MBC AEs NCT04538742

Disitamab vedotin
(RC48-ADC) HER2

ROSY III Endocrine therapy 1st line endocrine resistant
HER2-low MBC PFS NCT05904964

I Penpulimab
(AK105) Neoadjuvant HER2-low BC pCR NCT05726175

ARX-788 HER2

II Pyrotinib
(HER2 TKI)

Neoadjuvant stage II–III
HER2+ BC RCB NCT04983121

ISPY-2.2 II Cemiplimab Neoadjuvant stage I–III
HER2+ BC pCR NCT01042379
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Table 1. Cont.

ADC ADC Target Trials Phase Combination
Therapy Patient Population Key Objective NCT No.

Sacituzumab
Govitecan

TROP-2

ASCENT05 III Pembrolizumab Post-neoadjuvant stage I–III
TNBC with residual disease iDFS NCT05633654

ASCENT04 III Pembrolizumab 1st line PD-L1+ metastatic TNBC PFS NCT05382286

ASSET I Alpelisib 2+L HER2+ MBC RP2D NCT05143229

I/II Talazoparib Metastatic TNBC DLT NCT04039230

I GS9716
(Mcl-1 antagonist)

Advanced solid tumors including
MBC DLT NCT05006794

Dato-DXd TROP-2

TROPION Breast 03 III Durvalumab Post-neoadjuvant stage I–III
TNBC with residual disease iDFS NCT05629585

ISPY-2.2 II Durvalumab Neoadjuvant stage I–III TNBC pCR NCT01042379

PETRA I/II AZD5305 (PARPi) Advanced solid tumor including
breast cancer DTL NCT04644068

Ladiratuzumab
vedotin

(SGN-LIV1A)
LIV-1

MORPHEUS-panBC II Atezolizumab Metastatic or Locally Advanced
Breast Cancer ORR NCT03424005

SGNLVA-002
Or KEYNOTE 721 I/II Pembrolizumab Advanced TNBC ORR NCT03310957

Patritumab
Deruxtecan HER3 VALENTINE II Endocrine therapy Neoadjuvant high risk

HR+/HER2− Early Stage BC pCR NCT05569811

PFS: progression-free survival; iDFS: invasive disease-free survival; AEs: adverse events; pCR: pathologic complete response; PR2D: recommended phase II dose; DLT: dose limiting
toxicities; ORR: overall response rate; RCB: residual cancer burden.
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4.2. Bispecific Antibody–Drug Conjugates

Bispecific antibody–drug conjugates (BsADCs) represent a promising candidate in the
field of targeted cancer therapy. These innovative molecules combine the advantages of
traditional ADCs with the potential to engage dual tumor-associated antigens or dual epi-
topes, thereby enhancing tumor targeting and treatment efficacy [70]. BsADCs offer several
key advantages over traditional ADCs. By targeting two distinct antigens simultaneously,
these compounds enhance tumor cell specificity and reduce toxicity to normal tissues. Ad-
ditionally, the dual-targeting approach can overcome drug resistance caused by decreased
single-target expression, offering the potential for improved treatment outcomes in patients
with resistant cancers. Zanidatamab zovodotin (ZW49), a bispecific anti-HER2 IgG1 anti-
body conjugated to a microtubule inhibitor auristatin payload (ZD02044) via a protease
cleavable linker, is under development for HER2 expressing solid tumors (NCT03821233).
Despite the promises of BsADCs, identifying ideal candidate antibody molecules for ADC
drugs is a complex process. The limited availability of targets in breast cancer, such as
HER2 and HER3, restricts the rapid construction of these molecules. Thus, comprehen-
sive screening and validation of potential antibodies are essential to ensure successful
BsADC development.

4.3. Dual Payloads

Bispecific antibody breast cancer often consists of distinct cell populations, each with
unique gene expression profiles. To address this heterogeneity in cell populations, the
development of ADCs with dual payloads has been pursued. For instance, a fibrob-
last growth factor 2 (FGF2)-conjugate bearing two cytotoxic drugs with independent
modes of action, namely α-amanitin and monomethyl auristatin E, has been reported [71].
Yamazaki et al. demonstrated the therapeutic potential of these dual-drug ADCs in pre-
clinical models [72]. However, further investigation is required to fully understand the
potential of this molecular format.

5. Conclusions

ADCs have emerged as a revolutionary approach in cancer therapeutics, offering a
novel way to deliver cytotoxic medication with reduced toxicity to healthy tissues. Fol-
lowing the approval of the first ADC for breast cancer, numerous ADCs have been in
development. The approval of T-DXd for HER2-low disease has significantly impacted the
landscape of breast cancer treatment, and SC for TNBC provides a valuable option for a
challenging-to-treat subtype. However, several critical questions remain to be addressed,
including the ideal choice of ADCs in the context of the growing number of newly devel-
oped ADCs, as well as the development of strategies to overcome resistance mechanisms.
Preclinical studies have provided insights into potential resistance mechanisms to ADC
therapy, highlighting the need for combinatorial approaches with other agents such as ICIs
and targeted TKIs to enhance treatment efficacy. Additionally, personalized approaches
based on molecular profiling of individual cancer cells are expected to play an instrumental
role in improving cancer patient outcomes by tailoring ADC treatment strategies to the
specific characteristics of each tumor. By identifying specific molecular markers unique
to each patient, the most appropriate ADC or combination therapy can be selected to
maximize treatment efficacy while minimizing potential side effects.

Author Contributions: Conceptualization, Y.Y.; original draft preparation, C.M., J.S.L. and Y.Y.;
review and editing, J.S.L., X.C. and Y.Y.; visualization, J.S.L. All authors have read and agreed to the
published version of the manuscript.

Funding: X.C. is supported by National Institutes of Health (R01CA151610 and R21CA280458),
Department of Defense (W81XWH-18-1-0067), and Samuel Oschin Cancer Institute Research Devel-
opment Fund.

Institutional Review Board Statement: Not applicable.



Int. J. Mol. Sci. 2023, 24, 13726 13 of 16

Informed Consent Statement: Not applicable.

Data Availability Statement: Not applicable.

Conflicts of Interest: Y.Y. has contracted research sponsored by Agenus, Merck, Genentech, and
Pfizer, is a consultant for Pfizer and Gilead, and is on the Speakers Bureau for AstraZeneca, Daiichi
Sankyo, Merck, and Gilead. The other authors declare that they have no competing interests.

References
1. Kovtun, Y.V.; Goldmacher, V.S. Cell killing by antibody-drug conjugates. Cancer Lett. 2007, 255, 232–240. [CrossRef] [PubMed]
2. Khongorzul, P.; Ling, C.J.; Khan, F.U.; Ihsan, A.U.; Zhang, J. Antibody-Drug Conjugates: A Comprehensive Review. Mol. Cancer

Res. 2020, 18, 3–19. [CrossRef] [PubMed]
3. Powles, T.; Rosenberg, J.E.; Sonpavde, G.P.; Loriot, Y.; Durán, I.; Lee, J.-L.; Matsubara, N.; Vulsteke, C.; Castellano, D.; Wu, C.; et al.

Enfortumab Vedotin in Previously Treated Advanced Urothelial Carcinoma. N. Engl. J. Med. 2021, 384, 1125–1135. [CrossRef]
[PubMed]

4. Matulonis, U.A.; Lorusso, D.; Oaknin, A.; Pignata, S.; Dean, A.; Denys, H.; Colombo, N.; Van Gorp, T.; Konner, J.A.;
Marin, M.R.; et al. Efficacy and Safety of Mirvetuximab Soravtansine in Patients with Platinum-Resistant Ovarian Cancer with
High Folate Receptor Alpha Expression: Results from the SORAYA Study. J. Clin. Oncol. 2023, 41, 2436–2445. [CrossRef]

5. Verma, S.; Miles, D.; Gianni, L.; Krop, I.E.; Welslau, M.; Baselga, J.; Pegram, M.; Oh, D.-Y.; Diéras, V.; Guardino, E.; et al.
Trastuzumab emtansine for HER2-positive advanced breast cancer. N. Engl. J. Med. 2012, 367, 1783–1791. [CrossRef]

6. Junttila, T.T.; Li, G.; Parsons, K.; Phillips, G.L.; Sliwkowski, M.X. Trastuzumab-DM1 (T-DM1) retains all the mechanisms of action
of trastuzumab and efficiently inhibits growth of lapatinib insensitive breast cancer. Breast Cancer Res. Treat. 2011, 128, 347–356.
[CrossRef]

7. Poon, K.A.; Flagella, K.; Beyer, J.; Tibbitts, J.; Kaur, S.; Saad, O.; Yi, J.-H.; Girish, S.; Dybdal, N.; Reynolds, T. Preclinical safety
profile of trastuzumab emtansine (T-DM1): Mechanism of action of its cytotoxic component retained with improved tolerability.
Toxicol. Appl. Pharmacol. 2013, 273, 298–313. [CrossRef]

8. Kadcycla Safety and Efficacy. 2019. Available online: https://www.accessdata.fda.gov/drugsatfda_docs/label/2019/125427s105
lbl.pdf (accessed on 3 September 2023).

9. Dieras, V.; Miles, D.; Verma, S.; Pegram, M.; Welslau, M.; Baselga, J.; E Krop, I.; Blackwell, K.; Hoersch, S.; Xu, J.; et al. Trastuzumab
emtansine versus capecitabine plus lapatinib in patients with previously treated HER2-positive advanced breast cancer (EMILIA):
A descriptive analysis of final overall survival results from a randomised, open-label, phase 3 trial. Lancet Oncol. 2017, 18, 732–742.
[CrossRef]

10. von Minckwitz, G.; Huang, C.-S.; Mano, M.S.; Loibl, S.; Mamounas, E.P.; Untch, M.; Wolmark, N.; Rastogi, P.; Schneeweiss, A.;
Redondo, A.; et al. Trastuzumab Emtansine for Residual Invasive HER2-Positive Breast Cancer. N. Engl. J. Med. 2019, 380, 617–628.
[CrossRef]

11. Nakada, T.; Sugihara, K.; Jikoh, T.; Abe, Y.; Agatsuma, T. The Latest Research and Development into the Antibody-Drug Conjugate,
[fam-] Trastuzumab Deruxtecan (DS-8201a), for HER2 Cancer Therapy. Chem. Pharm. Bull. 2019, 67, 173–185. [CrossRef]

12. Ogitani, Y.; Aida, T.; Hagihara, K.; Yamaguchi, J.; Ishii, C.; Harada, N.; Soma, M.; Okamoto, H.; Oitate, M.; Arakawa, S.; et al.
DS-8201a, A Novel HER2-Targeting ADC with a Novel DNA Topoisomerase I Inhibitor, Demonstrates a Promising Antitumor
Efficacy with Differentiation from T-DM1. Clin. Cancer Res. 2016, 22, 5097–5108. [CrossRef] [PubMed]

13. Cortés, J.; Kim, S.-B.; Chung, W.-P.; Im, S.-A.; Park, Y.; Hegg, R.; Kim, M.; Tseng, L.-M.; Petry, V.; Chung, C.-F.; et al. LBA1
Trastuzumab deruxtecan (T-DXd) vs trastuzumab emtansine (T-DM1) in patients (Pts) with HER2+ metastatic breast cancer
(mBC): Results of the randomized phase III DESTINY-Breast03 study. Ann. Oncol. 2021, 32, S1287–S1288. [CrossRef]

14. Modi, S.; Jacot, W.; Yamashita, T.; Sohn, J.; Vidal, M.; Tokunaga, E.; Tsurutani, J.; Ueno, N.T.; Prat, A.; Chae, Y.S.; et al. Trastuzumab
Deruxtecan in Previously Treated HER2-Low Advanced Breast Cancer. N. Engl. J. Med. 2022, 387, 9–20. [CrossRef] [PubMed]

15. Tarantino, P.; Curigliano, G.; Tolaney, S.M. Navigating the HER2-Low Paradigm in Breast Oncology: New Standards, Future
Horizons. Cancer Discov. 2022, 12, 2026–2030. [CrossRef]

16. Zhu, Y.; Zhu, X.; Wei, X.; Tang, C.; Zhang, W. HER2-targeted therapies in gastric cancer. Biochim. Biophys. Acta Rev. Cancer 2021,
1876, 188549. [CrossRef]

17. Shi, F.; Liu, Y.; Zhou, X.; Shen, P.; Xue, R.; Zhang, M. Disitamab vedotin: A novel antibody-drug conjugates for cancer therapy.
Drug Deliv. 2022, 29, 1335–1344. [CrossRef]

18. Buckel, L.; Savariar, E.N.; Crisp, J.L.; Jones, K.A.; Hicks, A.M.; Scanderbeg, D.J.; Nguyen, Q.T.; Sicklick, J.K.; Lowy, A.M.;
Tsien, R.Y.; et al. Tumor radiosensitization by monomethyl auristatin E: Mechanism of action and targeted delivery. Cancer Res.
2015, 75, 1376–1387. [CrossRef]

19. Deeks, E.D. Disitamab Vedotin: First Approval. Drugs 2021, 81, 1929–1935. [CrossRef] [PubMed]
20. Wang, J.; Liu, Y.; Zhang, Q.; Feng, J.; Fang, J.; Chen, X.; Han, Y.; Li, Q.; Zhang, P.; Yuan, P.; et al. RC48-ADC, a HER2-targeting

antibody-drug conjugate, in patients with HER2-positive and HER2-low expressing advanced or metastatic breast cancer: A
pooled analysis of two studies. J. Clin. Oncol. 2021, 39, 1022. [CrossRef]

https://doi.org/10.1016/j.canlet.2007.04.010
https://www.ncbi.nlm.nih.gov/pubmed/17553616
https://doi.org/10.1158/1541-7786.MCR-19-0582
https://www.ncbi.nlm.nih.gov/pubmed/31659006
https://doi.org/10.1056/NEJMoa2035807
https://www.ncbi.nlm.nih.gov/pubmed/33577729
https://doi.org/10.1200/JCO.22.01900
https://doi.org/10.1056/NEJMoa1209124
https://doi.org/10.1007/s10549-010-1090-x
https://doi.org/10.1016/j.taap.2013.09.003
https://www.accessdata.fda.gov/drugsatfda_docs/label/2019/125427s105lbl.pdf
https://www.accessdata.fda.gov/drugsatfda_docs/label/2019/125427s105lbl.pdf
https://doi.org/10.1016/S1470-2045(17)30312-1
https://doi.org/10.1056/NEJMoa1814017
https://doi.org/10.1248/cpb.c18-00744
https://doi.org/10.1158/1078-0432.CCR-15-2822
https://www.ncbi.nlm.nih.gov/pubmed/27026201
https://doi.org/10.1016/j.annonc.2021.08.2087
https://doi.org/10.1056/NEJMoa2203690
https://www.ncbi.nlm.nih.gov/pubmed/35665782
https://doi.org/10.1158/2159-8290.CD-22-0703
https://doi.org/10.1016/j.bbcan.2021.188549
https://doi.org/10.1080/10717544.2022.2069883
https://doi.org/10.1158/0008-5472.CAN-14-1931
https://doi.org/10.1007/s40265-021-01614-x
https://www.ncbi.nlm.nih.gov/pubmed/34661865
https://doi.org/10.1200/JCO.2021.39.15_suppl.1022


Int. J. Mol. Sci. 2023, 24, 13726 14 of 16

21. Barok, M.; Le Joncour, V.; Martins, A.; Isola, J.; Salmikangas, M.; Laakkonen, P.; Joensuu, H. ARX788, a novel anti-HER2
antibody-drug conjugate, shows anti-tumor effects in preclinical models of trastuzumab emtansine-resistant HER2-positive breast
cancer and gastric cancer. Cancer Lett. 2020, 473, 156–163. [CrossRef]

22. Hurvitz, S.A.; Park, H.; Frentzas, S.; Shannon, C.M.; Cuff, K.; Eek, R.W.; Budd, G.T.; McCartney, A.; O’Shaughnessy, J.;
Lu, J.M.; et al. Safety and unique pharmacokinetic profile of ARX788, a site-specific ADC, in heavily pretreated patients with
HER2-overexpresing solid tumors: Results from two phase 1 clinical trials. J. Clin. Oncol. 2021, 39 (Suppl. 15), 1038. [CrossRef]

23. Liao, S.; Wang, B.; Zeng, R.; Bao, H.; Chen, X.; Dixit, R.; Xing, X. Recent advances in trophoblast cell-surface antigen 2 targeted
therapy for solid tumors. Drug Dev. Res. 2021, 82, 1096–1110. [CrossRef]

24. Ambrogi, F.; Fornili, M.; Boracchi, P.; Trerotola, M.; Relli, V.; Simeone, P.; La Sorda, R.; Lattanzio, R.; Querzoli, P.; Pedriali, M.; et al.
Trop-2 is a determinant of breast cancer survival. PLoS ONE 2014, 9, e96993. [CrossRef] [PubMed]

25. Vidula, N.; Yau, C.; Rugo, H. Trophoblast Cell Surface Antigen 2 gene (TACSTD2) expression in primary breast cancer. Breast
Cancer Res. Treat. 2022, 194, 569–575. [CrossRef]

26. Fornaro, M.; Arciprete, R.D.; Stella, M.; Bucci, C.; Nutini, M.; Capri, M.G.; Alberti, S. Cloning of the gene encoding Trop-2, a
cell-surface glycoprotein expressed by human carcinomas. Int. J. Cancer 1995, 62, 610–618. [CrossRef] [PubMed]

27. Bardia, A.; Hurvitz, S.A.; Tolaney, S.M.; Loirat, D.; Punie, K.; Oliveira, M.; Brufsky, A.; Sardesai, S.D.; Kalinsky, K.;
Zelnak, A.B.; et al. Sacituzumab Govitecan in Metastatic Triple-Negative Breast Cancer. N. Engl. J. Med. 2021, 384, 1529–1541.
[CrossRef]

28. Rugo, H.S.; Bardia, A.; Marmé, F.; Cortes, J.; Schmid, P.; Loirat, D.; Trédan, O.; Ciruelos, E.; Dalenc, F.; Pardo, P.G.; et al.
Sacituzumab Govitecan in Hormone Receptor-Positive/Human Epidermal Growth Factor Receptor 2-Negative Metastatic Breast
Cancer. J. Clin. Oncol. 2022, 40, 3365–3376. [CrossRef]

29. Okajima, D.; Yasuda, S.; Maejima, T.; Karibe, T.; Sakurai, K.; Aida, T.; Toki, T.; Yamaguchi, J.; Kitamura, M.; Kamei, R.; et al.
Datopotamab Deruxtecan, a Novel TROP2-directed Antibody-drug Conjugate, Demonstrates Potent Antitumor Activity by
Efficient Drug Delivery to Tumor Cells. Mol. Cancer Ther. 2021, 20, 2329–2340. [CrossRef]

30. Bardia, A.; Krop, I.; Meric-Bernstam, F.; Tolcher, A.W.; Mukohara, T.; Lisberg, A.; Shimizu, T.; Hamilton, E.; Spira, A.I.;
Papadopoulos, K.P.; et al. Abstract P6-10-03: Datopotamab Deruxtecan (Dato-DXd) in Advanced Triple-Negative Breast Cancer
(TNBC): Updated Results From the Phase 1 TROPION-PanTumor01 Study. Cancer Res. 2023, 83, 6–10. [CrossRef]

31. Gandullo-Sanchez, L.; Ocana, A.; Pandiella, A. HER3 in cancer: From the bench to the bedside. J. Exp. Clin. Cancer Res. 2022,
41, 310. [CrossRef]

32. Krop, I.E.; Masuda, N.; Mukohara, T.; Takahashi, S.; Nakayama, T.; Inoue, K.; Iwata, H.; Toyama, T.; Yamamoto, Y.;
Hansra, D.M.; et al. Results from the phase 1/2 study of patritumab deruxtecan, a HER3-directed antibody-drug conjugate
(ADC), in patients with HER3-expressing metastatic breast cancer (MBC). J. Clin. Oncol. 2022, 40, 1002. [CrossRef]

33. Pistilli, B.; Ibrahimi, N.; Lacroix-Triki, M.; D’Hondt, V.; Vicier, C.; Frenel, J.-S.; Dalenc, F.; Bachelot, T.; Benderra, M.-A.;
Loirat, D.; et al. 189O A phase II study of patritumab deruxtecan (HER3-DXd), in patients (pts) with advanced breast cancer
(ABC), with biomarker analysis to characterize response to therapy (ICARUS-BREAST01). Ann. Oncol. 2023, 8, 101378. [CrossRef]

34. Oliveira, M.; Falato, C.; Cejalvo, J.; Vila, M.M.; Tolosa, P.; Salvador-Bofill, F.; Cruz, J.; Arumi, M.; Luna, A.; Guerra, J.; et al.
Patritumab deruxtecan in untreated hormone receptor-positive/HER2-negative early breast cancer: Final results from part A of
the window-of-opportunity SOLTI TOT-HER3 pre-operative study. Ann. Oncol. 2023, 34, 670–680. [CrossRef] [PubMed]

35. Oliveira, M.; Oliveira, M.; Pascual, T.; Ortega, P.T.; Vila, M.M.; Cejalvo, J.M.; Jurado, J.C.; Bofill, F.J.S.; de Dios, M.A.A.;
Losada, M.J.V.; et al. 124O Patritumab deruxtecan (HER3-DXd) in hormonal receptor-positive/HER2-negative (HR+/HER2−)
and triple-negative breast cancer (TNBC): Results of part B of SOLTI TOT-HER3 window of opportunity trial. Ann. Oncol. 2023, 8.
[CrossRef]

36. Hamilton, E.P.; Dosunmu, O.; Shastry, M.; Finney, L.; Sellami, D.B.; Sternberg, D.W.; Wright-Browne, V.; Toppmeyer, D.; Gwin,
W.R.; Thaddeus, J.T.; et al. A phase 2 study of HER3-DXd in patients (pts) with metastatic breast cancer (MBC). J. Clin. Oncol.
2023, 41, 1004. [CrossRef]

37. Plaksin, D.; Porgador, A.; Vadai, E.; Feldman, M.; Schirrmacher, V.; Eisenbach, L. Effective anti-metastatic melanoma vaccination
with tumor cells transfected with MHC genes and/or infected with Newcastle disease virus (NDV). Int. J. Cancer 1994, 59, 796–801.
[CrossRef]

38. Rizzo, A.; Cusmai, A.; Acquafredda, S.; Rinaldi, L.; Palmiotti, G. Ladiratuzumab vedotin for metastatic triple negative cancer:
Preliminary results, key challenges, and clinical potential. Expert. Opin. Investig. Drugs 2022, 31, 495–498. [CrossRef]

39. Tsai, M.; Han, H.; Montero, A.; Tkaczuk, K.; Assad, H.; Pusztai, L.; Hurvitz, S.; Wilks, S.; Specht, J.; Nanda, R.; et al. 259P Weekly
ladiratuzumab vedotin monotherapy for metastatic triple-negative breast cancer. Ann. Oncol. 2021, 32, S474–S475. [CrossRef]

40. McGuinness, J.E.; Kalinsky, K. Antibody-drug conjugates in metastatic triple negative breast cancer: A spotlight on sacituzumab
govitecan, ladiratuzumab vedotin, and trastuzumab deruxtecan. Expert. Opin. Biol. Ther. 2021, 21, 903–913. [CrossRef]

41. Abelman, R.O.; Spring, L.; Fell, G.G.; Ryan, P.; Vidula, N.; Medford, A.J.; Shin, J.; Abraham, E.; Wander, S.A.; Isakoff, S.J.; et al.
Sequential use of antibody-drug conjugate after antibody-drug conjugate for patients with metastatic breast cancer: ADC after
ADC (A3) study. J. Clin. Oncol. 2023, 41, 1022. [CrossRef]

42. Coates, J.T.; Sun, S.; Leshchiner, I.; Thimmiah, N.; Martin, E.E.; McLoughlin, D.; Danysh, B.P.; Slowik, K.; Jacobs, R.A.;
Rhrissorrakrai, K.; et al. Parallel Genomic Alterations of Antigen and Payload Targets Mediate Polyclonal Acquired Clinical
Resistance to Sacituzumab Govitecan in Triple-Negative Breast Cancer. Cancer Discov. 2021, 11, 2436–2445. [CrossRef] [PubMed]

https://doi.org/10.1016/j.canlet.2019.12.037
https://doi.org/10.1200/JCO.2021.39.15_suppl.1038
https://doi.org/10.1002/ddr.21870
https://doi.org/10.1371/journal.pone.0096993
https://www.ncbi.nlm.nih.gov/pubmed/24824621
https://doi.org/10.1007/s10549-022-06660-x
https://doi.org/10.1002/ijc.2910620520
https://www.ncbi.nlm.nih.gov/pubmed/7665234
https://doi.org/10.1056/NEJMoa2028485
https://doi.org/10.1200/JCO.22.01002
https://doi.org/10.1158/1535-7163.MCT-21-0206
https://doi.org/10.1158/1538-7445.SABCS22-P6-10-03
https://doi.org/10.1186/s13046-022-02515-x
https://doi.org/10.1200/JCO.2022.40.16_suppl.1002
https://doi.org/10.1016/j.esmoop.2023.101378
https://doi.org/10.1016/j.annonc.2023.05.004
https://www.ncbi.nlm.nih.gov/pubmed/37211044
https://doi.org/10.1016/j.esmoop.2023.101463
https://doi.org/10.1200/JCO.2023.41.16_suppl.1004
https://doi.org/10.1002/ijc.2910590615
https://doi.org/10.1080/13543784.2022.2042252
https://doi.org/10.1016/j.annonc.2021.08.542
https://doi.org/10.1080/14712598.2021.1840547
https://doi.org/10.1200/JCO.2023.41.16_suppl.1022
https://doi.org/10.1158/2159-8290.CD-21-0702
https://www.ncbi.nlm.nih.gov/pubmed/34404686


Int. J. Mol. Sci. 2023, 24, 13726 15 of 16

43. Perez, H.L.; Cardarelli, P.M.; Deshpande, S.; Gangwar, S.; Schroeder, G.M.; Vite, G.D.; Borzilleri, R.M. Antibody-drug conjugates:
Current status and future directions. Drug Discov. Today 2014, 19, 869–881. [CrossRef] [PubMed]

44. Abdollahpour-Alitappeh, M.; Lotfinia, M.; Gharibi, T.; Mardaneh, J.; Farhadihosseinabadi, B.; Larki, P.; Faghfourian, B.;
Sepehr, K.S.; Abbaszadeh-Goudarzi, K.; Abbaszadeh-Goudarzi, G.; et al. Antibody-drug conjugates (ADCs) for cancer therapy:
Strategies, challenges, and successes. J. Cell Physiol. 2019, 234, 5628–5642. [CrossRef] [PubMed]

45. Beck, A.; Goetsch, L.; Dumontet, C.; Corvaia, N. Strategies and challenges for the next generation of antibody-drug conjugates.
Nat. Rev. Drug Discov. 2017, 16, 315–337. [CrossRef]

46. Luond, F.; Tiede, S.; Christofori, G. Breast cancer as an example of tumour heterogeneity and tumour cell plasticity during
malignant progression. Br. J. Cancer 2021, 125, 164–175. [CrossRef]

47. Hou, Y.; Nitta, H.; Li, Z. HER2 Intratumoral Heterogeneity in Breast Cancer, an Evolving Concept. Cancers 2023, 15, 2664.
[CrossRef]

48. Loganzo, F.; Tan, X.; Sung, M.; Jin, G.; Myers, J.S.; Melamud, E.; Wang, F.; Diesl, V.; Follettie, M.T.; Musto, S.; et al. Tumor
cells chronically treated with a trastuzumab-maytansinoid antibody-drug conjugate develop varied resistance mechanisms but
respond to alternate treatments. Mol. Cancer Ther. 2015, 14, 952–963. [CrossRef]

49. Sung, M.; Tan, X.; Lu, B.; Golas, J.; Hosselet, C.; Wang, F.; Tylaska, L.; King, L.; Zhou, D.; Dushin, R.; et al. Caveolae-Mediated
Endocytosis as a Novel Mechanism of Resistance to Trastuzumab Emtansine (T-DM1). Mol. Cancer Ther. 2018, 17, 243–253.
[CrossRef]

50. Amir, E.; Clemons, M.; Purdie, C.A.; Miller, N.; Quinlan, P.; Geddie, W.; Coleman, R.E.; Freedman, O.C.; Jordan, L.B.;
Thompson, A.M. Tissue confirmation of disease recurrence in breast cancer patients: Pooled analysis of multi-centre, multi-
disciplinary prospective studies. Cancer Treat. Rev. 2012, 38, 708–714. [CrossRef]

51. Curigliano, G.; Bagnardi, V.; Viale, G.; Fumagalli, L.; Rotmensz, N.; Aurilio, G.; Locatelli, M.; Pruneri, G.; Giudici, S.;
Bellomi, M.; et al. Should liver metastases of breast cancer be biopsied to improve treatment choice? Ann. Oncol. 2011, 22, 2227–
2233. [CrossRef]

52. Dieci, M.V.; Barbieri, E.; Piacentini, F.; Ficarra, G.; Bettelli, S.; Dominici, M.; Conte, P.F.; Guarneri, V. Discordance in receptor status
between primary and recurrent breast cancer has a prognostic impact: A single-institution analysis. Ann. Oncol. 2013, 24, 101–108.
[CrossRef] [PubMed]

53. Van Raemdonck, E.; Floris, G.; Berteloot, P.; Laenen, A.; Vergote, I.; Wildiers, H.; Punie, K.; Neven, P. Efficacy of anti-HER2
therapy in metastatic breast cancer by discordance of HER2 expression between primary and metastatic breast cancer. Breast
Cancer Res. Treat. 2021, 185, 183–194. [CrossRef] [PubMed]

54. Bon, G.; Pizzuti, L.; Laquintana, V.; Loria, R.; Porru, M.; Marchiò, C.; Krasniqi, E.; Barba, M.; Maugeri-Saccà, M.; Gamucci, T.; et al.
Loss of HER2 and decreased T-DM1 efficacy in HER2 positive advanced breast cancer treated with dual HER2 blockade: The
SePHER Study. J. Exp. Clin. Cancer Res. 2020, 39, 279. [CrossRef] [PubMed]

55. Bardia, A.; Tolaney, S.M.; Punie, K.; Loirat, D.; Oliveira, M.; Kalinsky, K.; Zelnak, A.; Aftimos, P.; Dalenc, F.; Sardesai, S.; et al.
Biomarker analyses in the phase III ASCENT study of sacituzumab govitecan versus chemotherapy in patients with metastatic
triple-negative breast cancer. Ann. Oncol. 2021, 32, 1148–1156. [CrossRef] [PubMed]

56. Zhu, J.; Wu, W.; Togashi, Y.; Nihira, N.T.; Johmura, Y.; Zhu, D.; Nakanishi, M.; Miyoshi, Y.; Ohta, T. Alteration of Trop-2 expression
in breast cancer cells by clinically used therapeutic agents and acquired tamoxifen resistance. Breast Cancer 2022, 29, 1076–1087.
[CrossRef]

57. Scaltriti, M.; Rojo, F.; Ocana, A.; Anido, J.; Guzman, M.; Cortes, J.; Di Cosimo, S.; Matias-Guiu, X.; Ramon y Cajal, S.;
Arribas, J.; et al. Expression of p95HER2, a truncated form of the HER2 receptor, and response to anti-HER2 therapies in
breast cancer. J. Natl. Cancer Ins. 2007, 99, 628–638. [CrossRef]

58. Molina, M.A.; Sáez, R.; E Ramsey, E.; Garcia-Barchino, M.-J.; Rojo, F.; Evans, A.J.; Albanell, J.; Keenan, E.J.; Lluch, A.;
García-Conde, J.; et al. NH(2)-terminal truncated HER-2 protein but not full-length receptor is associated with nodal metastasis
in human breast cancer. Clin. Cancer Res. 2002, 8, 347–353. Available online: https://www.ncbi.nlm.nih.gov/pubmed/11839648
(accessed on 3 September 2023).

59. Scaltriti, M.; Chandarlapaty, S.; Prudkin, L.; Aura, C.; Jimenez, J.; Angelini, P.D.; Sánchez, G.; Guzman, M.; Parra, J.L.; Ellis, C.; et al.
Clinical benefit of lapatinib-based therapy in patients with human epidermal growth factor receptor 2-positive breast tumors
coexpressing the truncated p95HER2 receptor. Clin. Cancer Res. 2010, 16, 2688–2695. [CrossRef]

60. Eliyatkin, N.O.; Aktas, S.; Ozgur, H.; Ercetin, P.; Kupelioglu, A. The role of p95HER2 in trastuzumab resistance in breast cancer.
J. BUON 2016, 21, 382–389. Available online: https://www.ncbi.nlm.nih.gov/pubmed/27273948 (accessed on 3 September 2023).

61. Kalim, M.; Chen, J.; Wang, S.; Lin, C.; Ullah, S.; Liang, K.; Ding, Q.; Chen, S.; Zhan, J.-B. Intracellular trafficking of new anticancer
therapeutics: Antibody-drug conjugates. Drug Des. Dev. Ther. 2017, 11, 2265–2276. [CrossRef]

62. Conner, S.D.; Schmid, S.L. Regulated portals of entry into the cell. Nature 2003, 422, 37–44. [CrossRef] [PubMed]
63. Liu-Kreyche, P.; Shen, H.; Marino, A.M.; Iyer, R.A.; Humphreys, W.G.; Lai, Y. Lysosomal P-gp-MDR1 Confers Drug Resistance

of Brentuximab Vedotin and Its Cytotoxic Payload Monomethyl Auristatin E in Tumor Cells. Front. Pharmacol. 2019, 10, 749.
[CrossRef] [PubMed]

64. Li, G.; Guo, J.; Shen, B.-Q.; Yadav, D.B.; Sliwkowski, M.X.; Crocker, L.M.; Lacap, J.A.; Phillips, G.D.L. Mechanisms of Acquired
Resistance to Trastuzumab Emtansine in Breast Cancer Cells. Mol. Cancer Ther. 2018, 17, 1441–1453. [CrossRef] [PubMed]

https://doi.org/10.1016/j.drudis.2013.11.004
https://www.ncbi.nlm.nih.gov/pubmed/24239727
https://doi.org/10.1002/jcp.27419
https://www.ncbi.nlm.nih.gov/pubmed/30478951
https://doi.org/10.1038/nrd.2016.268
https://doi.org/10.1038/s41416-021-01328-7
https://doi.org/10.3390/cancers15102664
https://doi.org/10.1158/1535-7163.MCT-14-0862
https://doi.org/10.1158/1535-7163.MCT-17-0403
https://doi.org/10.1016/j.ctrv.2011.11.006
https://doi.org/10.1093/annonc/mdq751
https://doi.org/10.1093/annonc/mds248
https://www.ncbi.nlm.nih.gov/pubmed/23002281
https://doi.org/10.1007/s10549-020-05935-5
https://www.ncbi.nlm.nih.gov/pubmed/32980945
https://doi.org/10.1186/s13046-020-01797-3
https://www.ncbi.nlm.nih.gov/pubmed/33302999
https://doi.org/10.1016/j.annonc.2021.06.002
https://www.ncbi.nlm.nih.gov/pubmed/34116144
https://doi.org/10.1007/s12282-022-01389-3
https://doi.org/10.1093/jnci/djk134
https://www.ncbi.nlm.nih.gov/pubmed/11839648
https://doi.org/10.1158/1078-0432.CCR-09-3407
https://www.ncbi.nlm.nih.gov/pubmed/27273948
https://doi.org/10.2147/DDDT.S135571
https://doi.org/10.1038/nature01451
https://www.ncbi.nlm.nih.gov/pubmed/12621426
https://doi.org/10.3389/fphar.2019.00749
https://www.ncbi.nlm.nih.gov/pubmed/31379564
https://doi.org/10.1158/1535-7163.MCT-17-0296
https://www.ncbi.nlm.nih.gov/pubmed/29695635


Int. J. Mol. Sci. 2023, 24, 13726 16 of 16

65. Nicolo, E.; Giugliano, F.; Ascione, L.; Tarantino, P.; Corti, C.; Tolaney, S.M.; Cristofanilli, M.; Curigliano, G. Combining antibody-
drug conjugates with immunotherapy in solid tumors: Current landscape and future perspectives. Cancer Treat. Rev. 2022,
106, 102395. [CrossRef] [PubMed]

66. Schmid, P.; Jung, K.; Wysocki, P.; Jassem, J.; Ma, C.; Fernandes, R.; Huisden, R.; Stewart, R.; Vukovic, P.; Nunes, A.T.; et al. 166MO
Datopotamab deruxtecan (Dato-DXd) + durvalumab (D) as first-line (1L) treatment for unresectable locally advanced/metastatic
triple-negative breast cancer (a/mTNBC): Initial results from BEGONIA, a phase Ib/II study. Ann. Oncol. 2022, 33, S199.
[CrossRef]

67. Emens, L.A.; Esteva, F.J.; Beresford, M.; Saura, C.; De Laurentiis, M.; Kim, S.-B.; Im, S.-A.; Wang, Y.; Salgado, R.; Mani, A.; et al.
Trastuzumab emtansine plus atezolizumab versus trastuzumab emtansine plus placebo in previously treated, HER2-positive
advanced breast cancer (KATE2): A phase 2, multicentre, randomised, double-blind trial. Lancet Oncol. 2020, 21, 1283–1295.
[CrossRef]

68. Krop, I.E.; Im, S.-A.; Barrios, C.; Bonnefoi, H.; Gralow, J.; Toi, M.; Ellis, P.A.; Gianni, L.; Swain, S.M.; Im, Y.-H.; et al. Trastuzumab
Emtansine Plus Pertuzumab Versus Taxane Plus Trastuzumab Plus Pertuzumab after Anthracycline for High-Risk Human
Epidermal Growth Factor Receptor 2-Positive Early Breast Cancer: The Phase III KAITLIN Study. J. Clin. Oncol. 2022, 40, 438–448.
[CrossRef]

69. Hurvitz, S.A.; Martin, M.; Symmans, W.F.; Jung, K.H.; Huang, C.-S.; Thompson, A.M.; Harbeck, N.; Valero, V.; Stroyakovskiy, D.;
Wildiers, H.; et al. Neoadjuvant trastuzumab, pertuzumab, and chemotherapy versus trastuzumab emtansine plus pertuzumab
in patients with HER2-positive breast cancer (KRISTINE): A randomised, open-label, multicentre, phase 3 trial. Lancet Oncol.
2018, 19, 115–126. [CrossRef]

70. Maruani, A. Bispecifics and antibody-drug conjugates: A positive synergy. Drug Discov. Today Technol. 2018, 30, 55–61. [CrossRef]
71. Swiderska, K.W.; Szlachcic, A.; Opalinski, L.; Zakrzewska, M.; Otlewski, J. FGF2 Dual Warhead Conjugate with Monomethyl

Auristatin E and alpha-Amanitin Displays a Cytotoxic Effect towards Cancer Cells Overproducing FGF Receptor 1. Int. J. Mol.
Sci. 2018, 19, 2098. [CrossRef]

72. Yamazaki, C.M.; Yamaguchi, A.; Anami, Y.; Xiong, W.; Otani, Y.; Lee, J.; Ueno, N.T.; Zhang, N.; An, Z.; Tsuchikama, K. Antibody-
drug conjugates with dual payloads for combating breast tumor heterogeneity and drug resistance. Nat. Commun. 2021, 12, 3528.
[CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1016/j.ctrv.2022.102395
https://www.ncbi.nlm.nih.gov/pubmed/35468539
https://doi.org/10.1016/j.annonc.2022.03.185
https://doi.org/10.1016/S1470-2045(20)30465-4
https://doi.org/10.1200/JCO.21.00896
https://doi.org/10.1016/S1470-2045(17)30716-7
https://doi.org/10.1016/j.ddtec.2018.09.003
https://doi.org/10.3390/ijms19072098
https://doi.org/10.1038/s41467-021-23793-7
https://www.ncbi.nlm.nih.gov/pubmed/34112795

	Introduction 
	Antibody–Drug Conjugates in Breast Cancer 
	HER2-Targeting ADCs 
	Trastuzumab Emtansine (T-DM1) 
	Trastuzumab Deruxtecan (T-DXd) 
	Disitamab Vedotin (RC48) 
	ARX-788 

	TROP-2-Targeting ADCs 
	Sacituzumab Govitecan 
	Datopotamab Deruxtecan (Dato-DXd) 

	HER3-Targeting ADCs 
	LIV1 Targeting ADCs 

	Challenges and Resistance Mechanisms 
	Bystander Effect (Bystander Killing) and Toxicity 
	Tumor Heterogeneity 
	Resistance Mechanisms 
	Receptor Modulation 
	Alterations in Internalization and Lysosomal Function 


	Strategies to Overcome Resistance Mechanism 
	Combination Strategies 
	Immunotherapy Combination 
	Targeted Therapy Combination 

	Bispecific Antibody–Drug Conjugates 
	Dual Payloads 

	Conclusions 
	References

