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Lack of EGFR-activating mutations in European
patients with triple-negative breast cancer could
emphasise geographic and ethnic variations in
breast cancer mutation profiles
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Abstract

Introduction: Triple-negative breast cancers (TNBCs) are characterised by lack of expression of hormone receptors
and epidermal growth factor receptor 2 (HER-2). As they frequently express epidermal growth factor receptors
(EGFRs), anti-EGFR therapies are currently assessed for this breast cancer subtype as an alternative to treatments
that target HER-2 or hormone receptors. Recently, EGFR-activating mutations have been reported in TNBC
specimens in an East Asian population. Because variations in the frequency of EGFR-activating mutations in East
Asians and other patients with lung cancer have been described, we evaluated the EGFR mutational profile in
tumour samples from European patients with TNBC.

Methods: We selected from a DNA tumour bank 229 DNA samples isolated from frozen, histologically proven and
macrodissected invasive TNBC specimens from European patients. PCR and high-resolution melting (HRM) analyses
were used to detect mutations in exons 19 and 21 of EGFR. The results were then confirmed by bidirectional
sequencing of all samples.

Results: HRM analysis allowed the detection of three EGFR exon 21 mutations, but no exon 19 mutations. There
was 100% concordance between the HRM and sequencing results. The three patients with EGFR exon 21 abnormal
HRM profiles harboured the rare R836R SNP, but no EGFR-activating mutation was identified.

Conclusions: This study highlights variations in the prevalence of EGFR mutations in TNBC. These variations have
crucial implications for the design of clinical trials involving anti-EGFR treatments in TNBC and for identifying the
potential target population.

Introduction
Triple-negative breast cancers (TNBCs), which are
defined by the lack of oestrogen receptor (ER), proges-
terone receptor (PR) and human epidermal growth fac-
tor receptor 2 (HER-2) expression, account for
approximately 15% of all breast carcinomas [1]. TNBCs
occur most frequently in young women and tend to
have more aggressive, metastatic behaviour and a worse
prognosis than other breast cancers. New systemic

therapies are urgently needed, as most patients experi-
ence TNBC relapse with distant metastases. In addition,
hormonal therapies and HER-2-targeted agents are inef-
fective in this group of patients because of the lack of
expression of these therapeutic targets in tumour cells.
Currently, chemotherapy is the only systemic therapeu-
tic option for this type of tumour. Despite the recent
breakthrough related to the development of poly(ADP-
ribose) polymerase inhibitors [2], sustained remission in
advanced TNBC is rare and additional targeted therapies
are crucially needed.
The receptor tyrosine kinase epidermal growth factor

receptor (EGFR) is frequently (30% to 52%) expressed in
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TNBC [3] and is associated with poor prognosis [4-6].
However, the results of clinical trials on the role of anti-
EGFR targeted therapies in this setting remain disap-
pointing [7-11]. Work on the response of non-small-cell
lung cancer (NSCLC) to anti-EGFR therapies suggests
that EGFR expression detected by immunohistochemis-
try (IHC) is not the best indicator of tumour-cell depen-
dence on EGFR [12]. Conversely, the presence of EGFR-
activating mutations is highly predictive of response to
treatment with gefitinib or erlotinib [13,14]. These
mutations are usually exon 19 deletions and the L858R
substitution in exon 21, as well as, rarely, exon 18 muta-
tions. They cluster around the ATP-binding pocket of
the tyrosine kinase domain of EGFR, leading to ligand-
independent activation of the receptor and longer acti-
vation time compared to wild-type EGFR. Exon 20
mutations, however, are associated with resistance to
anti-EGFR therapies [13-17].
EGFR mutations that may predict sensitivity to EGFR

inhibitors have been identified in TNBC as well. Teng
and collaborators [18] recently reported that 11.4% of
their TNBC series harboured EGFR exon 19 or 21
mutations. Because the frequency of EGFR-activating
mutations in Asian and European patients with NSCLC
is quite different [19-21], however, it is important to
validate these results in a European population of
patients with TNBC before considering the worldwide
potential of developing anti-EGFR targeted therapies in
TNBC patients.

Materials and methods
Patients and tumour samples
A total of 1,695 consecutive patients with breast cancer
referred to the Val d’Aurelle Cancer Centre between
2002 and 2010 were prospectively entered into the data-
base of a tumour DNA bank. The stored DNA was iso-
lated (see below) from frozen, histologically proven and
macrodissected invasive breast cancer specimens that
were handled primarily for ER and PR testing by using
the dextran charcoal method as previously described
[22,23]. Most of the tumour samples dedicated to mole-
cular analysis were selected on the basis of the immedi-
ate diagnosis by using frozen sections. Moreover,
additional tumour tissue samples were chosen following
the definitive histological diagnosis (with quantification
of the percentage of tumour cells) and grade assessment
after fixation. This was possible because frozen and for-
malin-fixed tumour tissue samples were selected from
the same tumour areas. Only samples in which at least
50% of tumour cells observed were used for further ana-
lysis for EGFR mutations. Tumours were considered ER-
and PR-positive when the receptor concentration was
higher than 10 fM/mg of protein or more than 10%
tumour cells were stained by IHC. Patients with primary

HER-2-negative breast cancer were initially selected
based on the level of HER-2 protein expression by IHC
using the A485 monoclonal antibody (Dako A/S,
Glostrup, Denmark). HER-2 scores of 0 and 1+ were
considered negative. Gene amplification was evaluated
using fluorescence in situ hybridisation or chromogenic
in situ hybridisation for HER-2 score 2+ tumours as
assessed by IHC. HER2 3+ scores were considered posi-
tive. A total of 229 DNA samples from TNBCs (ER-,
PR- and HER-2-negative) were ultimately selected for
this study. This study was reviewed and approved by
our Institutional Review Board. All patients gave their
written informed consent.

DNA extraction
Each frozen tumour specimen was pulverised in liquid
nitrogen with an automatic grinder (Cryobroyeur 2000P
Automatique; Rivoire, Montpellier, France), homoge-
nised in a Polytron homogeniser (Brinkmann Scientific
Instruments, Inc, Westbury, NY, USA) with buffer (20
mM Tris·HCI, 1.5 mM ethylenediaminetetraacetic acid
(EDTA), 10 mM Na2MoO4, 1.5 mM dithiothreitol, 10%
glycerol, pH 7.4) (buffer-to-tissue ratio 10:1 (vol/wt))
and centrifuged at 10,000 × g for 15 minutes. Total
genomic DNA was extracted from the pellet using the
QIAamp DNA Mini Kit (51304; QIAGEN, Hilden, Ger-
many) according to the manufacturer’s protocol. DNA
yield and purity were quantitated and assessed by mea-
suring the absorbance at 260 nm and 280 nm with a
NanoDrop spectrophotometer (Thermo Fisher Scientific,
Waltham, MA, USA). All samples had a 260-nm to 280-
nm ratio higher than 1.7. DNA was stored at -20°C in
Tris-EDTA buffer (10 mM Tris and 0.5 mM EDTA, pH
7.6).

PCR amplification and high-resolution melting analysis
PCR amplification and high-resolution melting (HRM)
analysis were performed on a Rotor-Gene 6000™ (Cor-
bett Life Science, Mortlake, NSW, Australia) using the
LightCycler 480 High Resolution Melting PCR Master
Mix kit (04 909 631 001; Roche Diagnostics, Meylan,
France). Primers were designed to amplify EGFR frag-
ments that span the region in which the exon 19 dele-
tions (182-bp amplicon) and the L858R mutation in
exon 21 (164-bp amplicon) are localised (Table 1). PCR
amplifications were performed in a final volume of 20 μl
that included 10 ng of purified genomic DNA, 10 μl of
2 × PCR mix, 2.4 μl of 25 mM MgCl2 and 0.4 μl of
each 10 μM forward and reverse primer. The following
cycling conditions were used: one cycle of 95°C for 5
minutes; then 50 cycles of 95°C for 15 seconds, 63°C to
58°C for 15 seconds (with a decrease in annealing tem-
perature of 0.5°C per cycle during the first 11 cycles),
72°C for 20 seconds; then one cycle of 95°C for 1
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minute, 40°C for 1 minute, 65°C for 20 seconds, and
finally a melt from 65°C to 95°C rising at a rate of 0.1°C
per 2 seconds. The melting conditions included one
cycle at 95°C for 1 minute, one cycle at 40°C for 1 min-
ute and one cycle at 65°C for 2 seconds, followed by a
melt from 65°C to 95°C rising at a rate of 0.1°C/second.
HRM data were analysed using Rotor-Gene 6000 version
1.7 software (Corbett Life Science). For each sample, the
normalised melting curves were evaluated and samples
were compared with a control consisting of genomic
DNA from the LNCaP cell line (wild-type EGFR) in a
deduced difference plot. Significant deviations from the
horizontal line relative to the spread of the wild-type
control were indicative of sequence changes within the
analysed amplicon. Genomic DNA from SW620 cells
was used as a second wild-type EGFR control, whereas
DNA from the H1650 and H1975 human NSCLC cell
lines was used as positive controls for EGFR exon 19
and exon 21 heterozygous mutations, respectively.
Water was used as a negative control for PCR
contamination.

DNA sequencing
After HRM analysis, PCR products were purified using
the ExoSAP-IT PCR Purification Kit (US78200; GE
Healthcare, Saclay, France) according to the manufac-
turer’s instructions. Purified PCR products were then
used as templates for sequencing with the BigDye Ter-
minator version 1.1 Cycle Sequencing Kit (4336774;
Applied Biosystems, Inc, Foster City, CA, USA). Reac-
tions were run on a Mastercycler gradient thermal
cycler (Eppendorf, Lepecq, France) according to the fol-
lowing protocol: one cycle of 96°C for 2 minutes; then
25 cycles of 96°C for 10 seconds, 50°C for 5 seconds
and 60°C for 2 minutes. 50°C for 5 seconds and 60°C
for 2 minutes. Purification was carried out using the
BigDye XTerminator Purification Kit (4376486; Applied
Biosystems, Inc). For all samples, bidirectional sequen-
cing was performed by using PCR primers and an
Applied Biosystems 3730xl DNA Analyzer. After migra-
tion completion, the EGFR sequences were analysed

using Applied Biosystems Sequencing Analysis version
5.2 software. Genomic DNA from LNCaP and SW620
cells (wild-type EGFR) was used as a negative control
and genomic DNA from H1650 and H1975 cells was
used as a positive control for exon 19
(c.2235_2249del15, p.E746_A750del) and exon 21
(c.2573T > G, p.L758R) mutations, respectively.

Results
Patient and tumour characteristics
A total of 229 DNA samples from TNBC tissue speci-
mens that contained a high percentage of tumour tissue
as required for ER and PR testing were selected for this
study. The main clinicopathological characteristics of
the patients with TNBC are summarised in Table 2. The
patients’ median age was 58 years (range, 29 to 84
years). Ductal carcinoma was the prevalent histological
type (79%). Eighteen patients were noted as no clinical
data regarding nodal metastatic spreading because the
sample used for DNA extraction was obtained during
the surgical removal of a local recurrence in individuals
who had had a previous lymphadenectomy (14 cases) or
a previous metastasectomy for distant recurrence (4
cases). Only nine tumours (4%) were classified as Scarff-
Bloom-Richardson grade 1.

Assay validation and sensitivity testing
First, genomic DNA from the H1650 and H1975
NSCLC cell lines with known EGFR mutations was used
to test the HRM mutation detection method. In the
deduced difference plot, the heteroduplex melting pat-
terns of the two cell lines were unambiguously different
from the curves of control LNCaP and SW620 cells
(wild-type EGFR). The two wild-type controls had com-
parable HRM curves (greater than 99% homology). The
sensitivity of the HRM mutation detection method with
the EGFR exon 19 and exon 21 primer pairs was tested
by using serial dilutions of genomic DNA from H1650
(exon 19 deletion) and H1975 (L858R substitution in
exon 21) cells in wild-type DNA to obtain proportions
of 50%, 25%, 10%, 5% and 2% of mutant DNA. For both

Table 1 Primer sequencesa

GenBank accession
number

Gene name and
primer

Sequence 5’-3’ Size
(nt)

GC
(%)

Amplicon
(bp)

Annealing
temperature

NM_005228 EGFR
Exon 19 forward

CGTCTTCCTTCTCTCTCTGTCATAGG 26 50% 182 58°C

EGFR
Exon 19 reverse

AAAAGGTGGGCCTGAGGTTC 20 55%

EGFR
Exon 21 forward

TTGGAGGACCGTCGCTTG 18 61.1% 164 58°C

EGFR
Exon 21 reverse

ACCTAAAGCCACCTCCTTACTTTG 24 45.8%

aEGFR = epidermal growth factor receptor; GC = percentage of guanines and cytosines in the primers’ sequence; nt = nucleotide.
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Table 2 Patient and tumour characteristicsa

Patient and tumour characteristics Number of patients (%)
(N = 229)

Patient age

Median age at diagnosis, years [range] 58 [29 to 84]

Tumour classification

T1 88 (38)

T2 109 (48)

T3 9 (4)

T4 21 (9)

TX 2 (1)

Node classification

N0 136 (59)

N1 47 (21)

N2 20 (9)

N3 8 (3)

NX 18 (8)

Metastasis classification

M0 212 (92)

M1 13 (6)

MX 4 (2)

Histology

Ductal 180 (79)

Lobular 14 (6)

Otherb 35 (15)

SBR grade

I 9 (4)

II 70 (31)

III 146 (64)

NE 4 (2)

Tubule formation

1 5 (2)

2 31 (14)

3 178 (78)

NE 15 (6.55)

Nuclear pleomorphism

1 5 (20)

2 66 (29)

3 102 (44)

NE 16 (7)

Mitotic count

1 45 (20)

2 66 (29)

3 102 (44)

NE 16 (7)

Peritumoural vascular invasion

Yes 115 (50)

No 53 (23)

NE 61 (27)
aMX = no clinical data regarding metastatic spreading; NE = not evaluated; NX = no clinical data regarding nodal status; TX = no clinical data regarding tumour
size. bNine undifferentiated carcinomas, six invasive papillary carcinomas, four mixed ductal-lobular carcinomas, three apocrine carcinomas, four medullary
carcinomas, three metaplastic carcinomas, two sarcomatoid carcinomas, two adenoid cystic carcinomas, and one case each of the following histological subtypes:
adenosquamous and neuroendocrine.
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primer pairs, 5% of mutant DNA in the template was
the lower limit of detection (Figure 1), indicating that
tumour samples containing at least 5% tumour cells
could be reliably screened by this method. This level of
sensitivity is in agreement with previously reported
HRM data [24].

EGFR mutation detection by high-resolution melting
analysis and sequencing in genomic DNA from TNBC
samples
The EGFR exon 19 (182-bp amplicon) and exon 21
(164-bp amplicon) primer pairs were used to screen the
229 TNBC DNA samples. All samples were successfully
amplified. To confirm the quality of the DNA (pre-
viously controlled by spectrometry), the number of
cycles needed to reach the fluorescence threshold (that
is, the cycle threshold (Ct) value) was measured. The
mean Ct value was 23.0 cycles (range, 18.9 to 25.7
cycles) for the 182-bp amplicon and 22.8 cycles (range,
19.8 to 25.3 cycles) for the 164-bp amplicon. The
absence of poor or late amplification confirmed the
quality of the DNA samples. The HRM curve analysis
allowed the identification of three abnormal profiles for
the EGFR exon 21 amplicon and none for the EGFR
exon 19 amplicon.
Bidirectional sequencing analysis was performed for all

229 DNA samples and confirmed the HRM results. A
synonymous SNP in EGFR exon 21 (c.2508C > T, p.
R836R) that corresponded to the SNP rs17290559 in the
National Center for Biotechnology Information (NCBI)
SNP database (National Institutes of Health, Bethesda,
MD, USA) was identified in the three samples with
altered HRM profiles. The 226 samples with HRM pro-
files similar to those of wild-type controls were con-
firmed as having wild-type EGFR by sequencing
analysis. No EGFR-activating mutation was found.

Discussion
Clinical studies are currently underway to evaluate the
efficacy of EGFR tyrosine kinase inhibitors in patients
with TNBC, because hormonal therapies and HER-2-tar-
geted agents are ineffective. The evaluation of the corre-
lation between EGFR-activating mutations and the
response of TNBC to EGFR targeted therapies, as well
as the determination of the percentage of patients who
might harbour an EGFR-activating mutation in tumour
cells, are essential prerequisites for comprehensive clini-
cal development of EGFR tyrosine kinase inhibitor trials
in this setting.
Herein we report the results of EGFR mutational ana-

lysis of a large, comprehensive set of 229 European
TNBC patients by HRM analysis and bidirectional
sequencing. To the best of our knowledge, this is the
largest cohort of patients with TNBC in whom the

presence of EGFR-activating mutations has been investi-
gated. We found no activating mutations (exon 19 dele-
tions or the L858R substitution) in our 229 samples.
HRM is a high-throughput method for genotyping and
mutation scanning [25,26]. It allows detection of muta-
tions related to base substitution or base deletions with
high sensitivity and high specificity. The sensitivity and
specificity of HRM analysis is higher with DNA isolated
from frozen samples [27], and HRM results are also
accurate with regard to samples harbouring low-preva-
lence mutations [24,28]. The Ct values obtained during
the real-time PCR used for HRM assay confirmed the
quality of our DNA samples that were extracted from
freshly frozen tumours. One limitation of the HRM
assay is that the melting profiles of samples carrying
deletions do not show the same magnitude of change
observed with DNA harbouring heterozygous SNPs [29].
Moreover, depending on the SNP class, the melting
curve shifts are more or less important. Nevertheless,
we observed no discordance between HRM and sequen-
cing results. The C > T base change at codon 836 of
EGFR exon 21 is a class 1 SNP and was unambiguously
detected by HRM in three samples, whereas no T > G
substitution (class 2 SNP), which corresponds to the
EGFR L858R activating mutation, was detected. The
percentage of heterozygous genotypes in our TNBC ser-
ies is in agreement with the data in the NCBI SNP data-
base for the HapMap-CEU cohort (3.4%) and the exome
sequencing project cohort (2.8%). If we consider sequen-
cing the gold standard, our HRM test for detection of
EGFR mutations in exons 19 and 21 had 100% sensitiv-
ity and specificity. Although sequencing analysis cannot
be considered 100% accurate, owing to the low sensitiv-
ity of direct sequencing [30,31], the high tumour cellu-
larity after macrodissection, as well as the quality of the
DNA isolated from our frozen TNBC samples, allow us
to be confident in our results and to conclude that our
TNBC samples did not present EGFR-activating muta-
tions that are detectable using the routine techniques
used in molecular biology laboratories. A variation in
the percentage of tumour cells in the samples could not
explain the lack of detection of EGFR mutations in our
series based on the 5% sensitivity threshold of our HRM
test.
These results differ strikingly from those of the study

by Teng et al. [18], who recently reported the presence
of EGFR-activating mutations, particularly exon 19 dele-
tions and exon 21 missense (L858R) mutations, in 11.4%
of 70 TNBC samples from a cohort of 653 patients with
TNBC (the cutoff value for ER and PR positivity was
10% like in our study). Moreover, this frequency of
EGFR-activating mutations was higher than that
described in previous work. Bhargava et al. reported no
EGFR exon 19 in-frame deletions or exon 21 L858R
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Figure 1 Sensitivity for the EGFR high-resolution melting assays. Serial dilutions of mutant DNA in proportions of 50%, 25%, 10%, 5% and
2% were compared with the wild-type control sample (LNCaP cell DNA) to determine the sensitivity of the test. (A) Serial dilutions of genomic
DNA from the H1650 cell line were compared with the control sample to produce the difference plot for the 182-bp (exon 19) amplicon. (B)
Serial dilutions of genomic DNA from the H1975 cell line were compared with the control sample to produce the difference plot for the 164-bp
(exon 21) amplicon. HRM = high-resolution melting.
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point mutations in 11 EGFR-amplified sporadic breast
tumours, of which 8 were TNBC [32]. In the study by
Reis-Filho et al., no EGFR-activating mutation was iden-
tified in a group of 47 metaplastic breast carcinomas, a
subset of basal-like breast cancers in which EGFR is
overexpressed in 80% of the cases and amplified in
about one third of them [6]. Generali et al. identified
only EGFR silent mutations in 42 unselected sporadic
breast tumours [33]. Toyama et al. analysed 58 tumour
samples from Japanese patients with TNBC to detect 14
known EGFR mutations, including exon 19 deletions
and the exon 21 L858R mutation, but none was found
[34]. Lv et al. recently reported the presence of two
(1.4%) EGFR activating mutations in 139 Chinese
women with breast cancers (10 triple-negative tumours)
using RT-PCR (1 exon 19 deletion and 1 exon 21 L858R
mutation) [35]. The two mutations were in triple-nega-
tive ductal carcinoma and in ER-positive ductal carci-
noma. A higher rate of EGFR missense mutations
(45.8%) was reported in hereditary BRCA1/2 positive
breast tumours, which are typically triple-negative, than
in sporadic breast cancers (14.6%) [36]. However, these
were often silent rather than activating mutations.
Lamy et al. recently reported 4.7% artefactual muta-

tions in KRAS using formalin-fixed paraffin-embedded
colon cancer tissue samples [37]. As noted by Marchetti
et al., “These artifacts can easily be observed by carrying
out multiple PCR amplifications of very small amounts
of DNA, particularly if the DNA is isolated from paraf-
fin-embedded tissues” [38] (p. 526). This could be
another explanation for the discrepancies of the results
of the different studies and raises the question of the
impact of the processing methods on the outcomes of
mutational analyses. However, it is important to con-
sider that these artefacts concerned C®T/G®A substi-
tutions and not exon 19 deletions or exon 21 L858R
mutations. Thus it is unlikely that fixation artefacts
might entirely explain the different percentages of EGFR
mutations reported by the aforementioned researchers.
On the other hand, the different frequencies of EGFR-

activating mutations reported by Teng et al. [18], in our
present study and by other researchers could suggest, as
already clearly shown for NSCLC, geographic and ethnic
variations in the frequency of EGFR-activating mutations
[21,39,40]. Indeed, the population studied by Teng et al.
was predominantly Chinese, whereas the other studies
were focused mainly on Japanese, American or European
cohorts. The identification of geographic and/or ethnic
variations in the frequency of EGFR-activating mutations
in two distinct tumour types could also suggest the possi-
ble existence of specific environmental carcinogenic fac-
tors that might play a role in NSCLC and TNBC
development and/or progression in East Asian patients.

Conclusions
Herein we report EGFR mutational analysis in a set of
229 European patients with TNBC. To our knowledge,
this is the largest cohort of patients with TNBC in
whom the presence of EGFR-activating mutations has
been investigated. We found no activating mutation
(exon 19 deletion or L858R mutations) in our 229
tumour samples. The striking difference in mutational
frequency between our study (0%) and the work by
Teng et al. [18] (11.4%) could highlight the existence
of geographic and ethnic variations in the prevalence
of EGFR mutations in TNBC. These variations have
crucial implications for the design of clinical trials
involving anti-EGFR therapies in patients with TNBC,
particularly for the selection of the potential target
population.

Abbreviations
bp: base pair; BRCA1: breast cancer type 1 susceptibility protein; Ct: cycle
threshold; EDTA: ethylenediaminetetraacetic acid; EGFR: epidermal growth
factor receptor; ER: oestrogen receptor; HER-2: epidermal growth factor
receptor 2; HRM: high-resolution melting; IHC: immunohistochemistry; MX:
no clinical data regarding metastatic spreading; NE: not evaluated; NSCLC:
non-small-cell lung cancer; PCR: polymerase chain reaction; PR: progesterone
receptor; RT: reverse transcriptase; SNP: single-nucleotide polymorphism;
TNBC: triple-negative breast cancer; TX: no clinical data regarding tumour
size.

Acknowledgements
This work was funded by the Val d’Aurelle Cancer Center. The Department
of Biology and Oncogenetics is a “génétique moléculaire des cancers” facility
and is supported by grants from the French National Institute of Cancer
(INCa). We are grateful to Sylvie Roques for technical assistance and
biobanking management.

Author details
1Département d’Oncologie Médicale, CRLC Val d’Aurelle-Paul Lamarque, 208,
rue des Apothicaires, F-34298 France. 2Laboratoire de Biologie Spécialisée et
d’Oncogénétique, CRLC Val d’Aurelle-Paul Lamarque, 208, rue des
Apothicaires, F-34298 France. 3Département de Biostatistiques, CRLC Val
d’Aurelle-Paul Lamarque, 208, rue des Apothicaires, F-34298 France.
4Laboratoire de Transfert d’Oncologie Biologie, Assistance Publique-Hôpitaux
de Marseille, Boulevard Pierre Dramard, Marseille, F-13916, France.
5Laboratoire de Pathologie, CRLC Val d’Aurelle-Paul Lamarque, 208, rue des
Apothicaires, F-34298 France.

Authors’ contributions
WJ contributed to the conception and design of the entire study, selected
the eligible patients, acquired the clinicopathological data and contributed
to the drafting of the manuscript. EC was responsible for designing and
optimising the HRM analysis and contributed to data interpretation and the
critical revision of the manuscript. ST supervised the statistical analysis and
assisted in drafting the manuscript. RS carried out most of the experiments
on DNA samples. FF designed the oligonucleotide primers and contributed
to the critical revision of the manuscript. FB performed tumour analysis and
contributed to the critical revision of the manuscript. GR made the original
observations leading to this work and contributed to the critical revision of
the manuscript. PJL contributed to the conception and design of the entire
study, coordinated sample collection, interpreted data and contributed to
the drafting of the manuscript. All authors read and approved the final
manuscript.

Competing interests
The authors declare that they have no competing interests.

Jacot et al. Breast Cancer Research 2011, 13:R133
http://breast-cancer-research.com/content/13/6/R133

Page 7 of 9



Received: 18 August 2011 Revised: 13 December 2011
Accepted: 22 December 2011 Published: 22 December 2011

References
1. Carey L, Winer E, Viale G, Cameron D, Gianni L: Triple-negative breast

cancer: disease entity or title of convenience? Nat Rev Clin Oncol 2010,
7:683-692.

2. O’Shaughnessy J, Osborne C, Pippen JE, Yoffe M, Patt D, Rocha C, Koo IC,
Sherman BM, Bradley C: Iniparib plus chemotherapy in metastatic triple-
negative breast cancer. N Engl J Med 2011, 364:205-214.

3. Rakha EA, El-Sayed ME, Green AR, Lee AH, Robertson JF, Ellis IO: Prognostic
markers in triple-negative breast cancer. Cancer 2007, 109:25-32.

4. Nielsen TO, Hsu FD, Jensen K, Cheang M, Karaca G, Hu Z, Hernandez-
Boussard T, Livasy C, Cowan D, Dressler L, Akslen LA, Ragaz J, Gown AM,
Gilks CB, van de Rijn M, Perou CM: Immunohistochemical and clinical
characterization of the basal-like subtype of invasive breast carcinoma.
Clin Cancer Res 2004, 10:5367-5374.

5. Viale G, Rotmensz N, Maisonneuve P, Bottiglieri L, Montagna E, Luini A,
Veronesi P, Intra M, Torrisi R, Cardillo A, Campagnoli E, Goldhirsch A,
Colleoni M: Invasive ductal carcinoma of the breast with the “triple-
negative” phenotype: prognostic implications of EGFR immunoreactivity.
Breast Cancer Res Treat 2009, 116:317-328.

6. Reis-Filho JS, Pinheiro C, Lambros MB, Milanezi F, Carvalho S, Savage K,
Simpson PT, Jones C, Swift S, Mackay A, Reis RM, Hornick JL, Pereira EM,
Baltazar F, Fletcher CD, Ashworth A, Lakhani SR, Schmitt FC: EGFR
amplification and lack of activating mutations in metaplastic breast
carcinomas. J Pathol 2006, 209:445-453.

7. Modi S, D’Andrea G, Norton L, Yao TJ, Caravelli J, Rosen PP, Hudis C,
Seidman AD: A phase I study of cetuximab/paclitaxel in patients with
advanced-stage breast cancer. Clin Breast Cancer 2006, 7:270-277.

8. Dickler MN, Cobleigh MA, Miller KD, Klein PM, Winer EP: Efficacy and safety
of erlotinib in patients with locally advanced or metastatic breast
cancer. Breast Cancer Res Treat 2009, 115:115-121.

9. Dickler MN, Rugo HS, Eberle CA, Brogi E, Caravelli JF, Panageas KS, Boyd J,
Yeh B, Lake DE, Dang CT, Gilewski TA, Bromberg JF, Seidman AD,
D’Andrea GM, Moasser MM, Melisko M, Park JW, Dancey J, Norton L,
Hudis CA: A phase II trial of erlotinib in combination with bevacizumab
in patients with metastatic breast cancer. Clin Cancer Res 2008,
14:7878-7883.

10. Gutteridge E, Agrawal A, Nicholson R, Leung Cheung K, Robertson J, Gee J:
The effects of gefitinib in tamoxifen-resistant and hormone-insensitive
breast cancer: a phase II study. Int J Cancer 2010, 126:1806-1816.

11. Green MD, Francis PA, Gebski V, Harvey V, Karapetis C, Chan A, Snyder R,
Fong A, Basser R, Forbes JF, Australian New Zealand Breast Cancer Trials
Group: Gefitinib treatment in hormone-resistant and hormone receptor-
negative advanced breast cancer. Ann Oncol 2009, 20:1813-1817.

12. Sholl LM, Xiao Y, Joshi V, Yeap BY, Cioffredi LA, Jackman DM, Lee C,
Janne PA, Lindeman NI: EGFR mutation is a better predictor of response
to tyrosine kinase inhibitors in non-small cell lung carcinoma than FISH,
CISH, and immunohistochemistry. Am J Clin Pathol 2010, 133:922-934.

13. Lynch TJ, Bell DW, Sordella R, Gurubhagavatula S, Okimoto RA,
Brannigan BW, Harris PL, Haserlat SM, Supko JG, Haluska FG, Louis DN,
Christiani DC, Settleman J, Haber DA: Activating mutations in the
epidermal growth factor receptor underlying responsiveness of non-
small-cell lung cancer to gefitinib. N Engl J Med 2004, 350:2129-2139.

14. Paez JG, Jänne PA, Lee JC, Tracy S, Greulich H, Gabriel S, Herman P, Kaye FJ,
Lindeman N, Boggon TJ, Naoki K, Sasaki H, Fujii Y, Eck MJ, Sellers WR,
Johnson BE, Meyerson M: EGFR mutations in lung cancer: correlation with
clinical response to gefitinib therapy. Science 2004, 304:1497-1500.

15. Yasuda H, Kobayashi S, Costa DB: EGFR exon 20 insertion mutations in
non-small-cell lung cancer: preclinical data and clinical implications.
Lancet Oncol 2012, 13:e23-e31.

16. Murray S, Dahabreh IJ, Linardou H, Manoloukos M, Bafaloukos D,
Kosmidis P: Somatic mutations of the tyrosine kinase domain of
epidermal growth factor receptor and tyrosine kinase inhibitor response
to TKIs in non-small cell lung cancer: an analytical database. J Thorac
Oncol 2008, 3:832-839.

17. Linardou H, Dahabreh IJ, Bafaloukos D, Kosmidis P, Murray S: Somatic EGFR
mutations and efficacy of tyrosine kinase inhibitors in NSCLC. Nat Rev
Clin Oncol 2009, 6:352-366.

18. Teng YH, Tan WJ, Thike AA, Cheok PY, Tse GM, Wong NS, Yip GW, Bay BH,
Tan PH: Mutations in the epidermal growth factor receptor (EGFR) gene
in triple negative breast cancer: possible implications for targeted
therapy. Breast Cancer Res 2011, 13:R35.

19. Jänne PA, Johnson BE: Effect of epidermal growth factor receptor
tyrosine kinase domain mutations on the outcome of patients with non-
small cell lung cancer treated with epidermal growth factor receptor
tyrosine kinase inhibitors. Clin Cancer Res 2006, 12:4416s-4420s.

20. Yatabe Y, Mitsudomi T: Epidermal growth factor receptor mutations in
lung cancers. Pathol Int 2007, 57:233-244.

21. Shigematsu H, Lin L, Takahashi T, Nomura M, Suzuki M, Wistuba II, Fong KM,
Lee H, Toyooka S, Shimizu N, Fujisawa T, Feng Z, Roth JA, Herz J, Minna JD,
Gazdar AF: Clinical and biological features associated with epidermal
growth factor receptor gene mutations in lung cancers. J Natl Cancer Inst
2005, 97:339-346.

22. Lamy PJ, Fina F, Bascoul-Mollevi C, Laberenne AC, Martin PM, Ouafik L,
Jacot W: Quantification and clinical relevance of gene amplification at
chromosome 17q12-q21 in human epidermal growth factor receptor 2-
amplified breast cancers. Breast Cancer Res 2011, 13:R15.

23. Lamy PJ, Nanni I, Fina F, Bibeau F, Romain S, Dussert C, Penault Llorca F,
Grenier J, Ouafik LH, Martin PM: Reliability and discriminant validity of
HER2 gene quantification and chromosome 17 aneusomy analysis by
real-time PCR in primary breast cancer. Int J Biol Markers 2006, 21:20-29.

24. Thomas RK, Baker AC, Debiasi RM, Winckler W, Laframboise T, Lin WM,
Wang M, Feng W, Zander T, MacConaill L, Lee JC, Nicoletti R, Hatton C,
Goyette M, Girard L, Majmudar K, Ziaugra L, Wong KK, Gabriel S,
Beroukhim R, Peyton M, Barretina J, Dutt A, Emery C, Greulich H, Shah K,
Sasaki H, Gazdar A, Minna J, Armstrong SA, et al: High-throughput
oncogene mutation profiling in human cancer. Nat Genet 2007,
39:347-351.

25. Wittwer CT, Reed GH, Gundry CN, Vandersteen JG, Pryor RJ: High-resolution
genotyping by amplicon melting analysis using LCGreen. Clin Chem
2003, 49:853-860.

26. Gundry CN, Vandersteen JG, Reed GH, Pryor RJ, Chen J, Wittwer CT:
Amplicon melting analysis with labeled primers: a closed-tube method
for differentiating homozygotes and heterozygotes. Clin Chem 2003,
49:396-406.

27. Gonzalez-Bosquet J, Calcei J, Wei JS, Garcia-Closas M, Sherman ME,
Hewitt S, Vockley J, Lissowska J, Yang HP, Khan J, Chanock S: Detection of
somatic mutations by high-resolution DNA melting (HRM) analysis in
multiple cancers. PLoS One 2011, 6:e14522.

28. Gallegos Ruiz MI, Floor K, Rijmen F, Grünberg K, Rodriguez JA, Giaccone G:
EGFR and K-ras mutation analysis in non-small cell lung cancer:
comparison of paraffin embedded versus frozen specimens. Cell Oncol
2007, 29:257-264.

29. Krypuy M, Newnham GM, Thomas DM, Conron M, Dobrovic A: High
resolution melting analysis for the rapid and sensitive detection of
mutations in clinical samples: KRAS codon 12 and 13 mutations in non-
small cell lung cancer. BMC Cancer 2006, 6:295.

30. Angulo B, García-García E, Martínez R, Suárez-Gauthier A, Conde E,
Hidalgo M, López-Ríos F: A commercial real-time PCR kit provides greater
sensitivity than direct sequencing to detect KRAS mutations: a
morphology-based approach in colorectal carcinoma. J Mol Diagn 2010,
12:292-299.

31. Lamy PJ, Montels F, Servanton AC, Ychou M, Crapez E: Diagnostic of KRAS
gene mutations in colorectal cancer: evaluation of direct sequencing,
pyrosequencing and allele specific amplification. ECCO 15 and 34th ESMO
Multidisciplinary Congress 2009, [Abstract 1322].

32. Bhargava R, Gerald WL, Li AR, Pan Q, Lal P, Ladanyi M, Chen B: EGFR gene
amplification in breast cancer: correlation with epidermal growth factor
receptor mRNA and protein expression and HER-2 status and absence
of EGFR-activating mutations. Mod Pathol 2005, 18:1027-1033.

33. Generali D, Leek R, Fox SB, Moore JW, Taylor C, Chambers P, Harris AL:
EGFR mutations in exons 18-21 in sporadic breast cancer. Ann Oncol
2007, 18:203-205.

34. Toyama T, Yamashita H, Kondo N, Okuda K, Takahashi S, Sasaki H,
Sugiura H, Iwase H, Fujii Y: Frequently increased epidermal growth factor
receptor (EGFR) copy numbers and decreased BRCA1 mRNA expression
in Japanese triple-negative breast cancers. BMC Cancer 2008, 8:309.

Jacot et al. Breast Cancer Research 2011, 13:R133
http://breast-cancer-research.com/content/13/6/R133

Page 8 of 9

http://www.ncbi.nlm.nih.gov/pubmed/20877296?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20877296?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21208101?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21208101?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17146782?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17146782?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15328174?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15328174?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18839307?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18839307?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16739104?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16739104?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16739104?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16942645?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16942645?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18496750?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18496750?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18496750?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19047117?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19047117?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19739079?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19739079?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19553291?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19553291?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20472851?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20472851?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20472851?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15118073?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15118073?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15118073?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15118125?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15118125?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21764376?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21764376?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18670300?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18670300?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18670300?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19483740?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19483740?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21457545?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21457545?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21457545?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16857820?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16857820?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16857820?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16857820?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17493170?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17493170?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15741570?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15741570?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21288332?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21288332?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21288332?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16711510?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16711510?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16711510?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17293865?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17293865?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12765979?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12765979?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12600951?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12600951?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21264207?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21264207?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21264207?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17452778?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17452778?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17184525?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17184525?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17184525?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17184525?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20203003?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20203003?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20203003?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15920544?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15920544?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15920544?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15920544?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17220285?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18950515?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18950515?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18950515?dopt=Abstract


35. Lv N, Xie X, Ge Q, Lin S, Wang X, Kong Y, Shi H, Wei W: Epidermal growth
factor receptor in breast carcinoma: association between gene copy
number and mutations. Diagn Pathol 2011, 6:118.

36. Weber F, Fukino K, Sawada T, Williams N, Sweet K, Brena RM, Plass C,
Caldes T, Mutter GL, Villalona-Calero MA, Eng C: Variability in organ-
specific EGFR mutational spectra in tumour epithelium and stroma may
be the biological basis for differential responses to tyrosine kinase
inhibitors. Br J Cancer 2005, 92:1922-1926.

37. Lamy A, Blanchard F, Le Pessot F, Sesboüé R, Di Fiore F, Bossut J, Fiant E,
Frébourg T, Sabourin JC: Metastatic colorectal cancer KRAS genotyping in
routine practice: results and pitfalls. Mod Pathol 2011, 24:1090-1100.

38. Marchetti A, Felicioni L, Buttitta F: Assessing EGFR mutations. N Engl J Med
2006, 354:526-528.

39. Nomura M, Shigematsu H, Li L, Suzuki M, Takahashi T, Estess P,
Siegelman M, Feng Z, Kato H, Marchetti A, Shay JW, Spitz MR, Wistuba II,
Minna JD, Gazdar AF: Polymorphisms, mutations, and amplification of the
EGFR gene in non-small cell lung cancers. PLoS Med 2007, 4:e125.

40. Broët P, Dalmasso C, Tan EH, Alifano M, Zhang S, Wu J, Lee MH,
Régnard JF, Lim D, Koong HN, Agasthian T, Miller LD, Lim E, Camilleri-
Broët S, Tan P: Genomic profiles specific to patient ethnicity in lung
adenocarcinoma. Clin Cancer Res 2011, 17:3542-3550.

doi:10.1186/bcr3079
Cite this article as: Jacot et al.: Lack of EGFR-activating mutations in
European patients with triple-negative breast cancer could emphasise
geographic and ethnic variations in breast cancer mutation profiles.
Breast Cancer Research 2011 13:R133.

Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit

Jacot et al. Breast Cancer Research 2011, 13:R133
http://breast-cancer-research.com/content/13/6/R133

Page 9 of 9

http://www.ncbi.nlm.nih.gov/pubmed/22132735?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/22132735?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/22132735?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15841079?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15841079?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15841079?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15841079?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21516079?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21516079?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16452569?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17455987?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17455987?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21521776?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21521776?dopt=Abstract

	Abstract
	Introduction
	Methods
	Results
	Conclusions

	Introduction
	Materials and methods
	Patients and tumour samples
	DNA extraction
	PCR amplification and high-resolution melting analysis
	DNA sequencing

	Results
	Patient and tumour characteristics
	Assay validation and sensitivity testing
	EGFR mutation detection by high-resolution melting analysis and sequencing in genomic DNA from TNBC samples

	Discussion
	Conclusions
	Acknowledgements
	Author details
	Authors' contributions
	Competing interests
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /Warning
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 500
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /Warning
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 500
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /Warning
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e55464e1a65876863768467e5770b548c62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc666e901a554652d965874ef6768467e5770b548c52175370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA (Utilizzare queste impostazioni per creare documenti Adobe PDF adatti per visualizzare e stampare documenti aziendali in modo affidabile. I documenti PDF creati possono essere aperti con Acrobat e Adobe Reader 5.0 e versioni successive.)
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020be44c988b2c8c2a40020bb38c11cb97c0020c548c815c801c73cb85c0020bcf4ace00020c778c1c4d558b2940020b3700020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken waarmee zakelijke documenten betrouwbaar kunnen worden weergegeven en afgedrukt. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents suitable for reliable viewing and printing of business documents.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


