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Abstract
Triple-negative breast cancer (TNBC) is a highly complex, heterogeneous disease 
and historically has limited treatment options. It has a high probability of disease 
recurrence and rapid disease progression despite adequate systemic treatment. 
Immunotherapy has emerged as an important alternative in the management of 
this malignancy, showing an impact on progression-free survival and overall 
survival in selected populations. In this review we focused on immunotherapy 
and its current relevance in the management of TNBC, including various 
scenarios (metastatic and early -neoadjuvant, adjuvant-), new advances in this 
subtype and the research of potential predictive biomarkers of response to 
treatment.
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Core Tip: Triple-negative breast cancer (TNBC) is an exceptionally heterogeneous disease and historically 
a cancer with limited treatment options other than chemotherapy. Recent advances in immunotherapy has 
changed the standard of care in selected groups, especially in metastatic TNBC. This article review 
continues the detailed, updated and comprehensive literature review regarding immunotherapy in TNBC, 
including the discussion of clinical trials in different scenarios (metastatic, neoadjuvant, adjuvant) and 
potential biomarkers to provide useful knowledge for medical oncologists and the medical community. 
Our goal is sharing updated information for TNBC which is considered an overlooked population with an 
enormous necessity of novel treatments and biomarkers.
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INTRODUCTION
Triple-negative breast cancer (TNBC) which effects approximately 15 - 20% of all patients, is a hetero-
geneous, complex disease with a more aggressive behavior than other subtypes of breast cancer. It is 
associated with a high incidence of visceral metastasis (predominance of hepatic, pulmonary and central 
nervous system metastasis), a high risk of early recurrence and a worse prognosis[1]. Unlike other 
subtypes, historically, TNBC has had no other systemic treatment options other than chemotherapy 
which has been the cornerstone of treatment for many years. However, this has recently changed with 
the introduction of immunotherapy in patients with programmed death ligand 1 (PD-L1) expressing 
tumors, both in unresectable locally advanced/metastatic disease. In the neoadjuvant setting, the use of 
immunotherapy has recently been approved[1].

Based on efforts in genetic studies, breast cancer was divided into molecular subtypes. Perou et al[2] 
proposed a classification based on expression patterns, subdivided into 4 clinical molecular subtypes 
(luminal A, luminal B, HER2 enriched and basal-like). Most basal-like tumors are included in TNBCs 
(they represent 70%-80% of the TNBCs)[3]. Lehmann et al[4] identified 6 different subtypes using DNA 
and RNA profiles in TNBC [“basal-like 1” (BL1), “basal-like 2” (BL2), “immunomodulatory” (IM), 
“mesenchymal” (M), “mesenchymal stem-like” (MSL) and “luminal androgen receptor” (LAR)] each 
with particular characteristics. BL1 and IM tumors have a higher sensitivity to DNA-damaging agents 
such as platinum and are associated with a young age at diagnosis. They are also the subtype with the 
highest pathological complete response (pCR) rate (65.6%) followed by BL2 (36.4%) in a cohort of 
patients treated with platinum-based neoadjuvant therapy (n = 97). The LAR subtype has the lowest 
pCR rate (21.4%)[4].

Although breast cancer has traditionally been considered a non-immunogenic tumor, multiple 
studies have shown that TNBC can stimulate the immune system. Compared with luminal breast 
cancer, TNBC has a higher tumor mutational burden (TMB), elevated levels of PD-L1 expression and 
increased levels of tumor infiltrating lymphocytes (TILs) in the tumor microenvironment which are 
associated with higher rates of pCR to neoadjuvant chemotherapy and efficacy to immunotherapy 
which justifies the use of immunotherapy in this subtype[5].

Due to advances in the molecular characterization of TNBC, with addition of immunotherapy, new 
therapeutic agents including poly ADP-ribose polymerase-1 (PARP) inhibitors, tyrosine kinase 
inhibitors (TKI), checkpoint inhibitors, antiandrogens, antibody-drug conjugates (ADC) and other 
targeted therapies are being researched. Moreover, ongoing trials are evaluating immunotherapy 
(immune checkpoint inhibitors) in combination with PARP inhibitors in a series of cancers including BC
[6].

IMMUNOTHERAPY AGENTS APPROVED IN TNBC
The high mutational burden of the TNBC was determined to lead to the synthesis of abnormal proteins, 
acting as "neoantigens" which will be recognized by the antigen presenting cells and would initiate an 
antitumor immune response[7].

Early-stage TNBC has a high TIL infiltrate but breast cancer has not traditionally been considered 
immunogenic. Recent trials demonstrate TIL infiltrate has a high expression of PD-1 (and other 
inhibitory checkpoint molecules). TNBC has potential therapeutic targets such as immune checkpoint 
inhibitors (ICIs) (anti-PD-1/PD-L1 agents) in metastatic and the early-stage scenario[8] (Table 1).

https://www.wjgnet.com/2218-4333/full/v13/i3/219.htm
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Table 1 Randomized phase II/III immunotherapy trials en triple-negative breast cancer

Magnitude of clinical benefit
Scenario Trial Phase n Intervention Recruitment 

Status PFS (mo) OS (mo) Additional information

NCT03639948 II 100 Carboplatin + Docetaxel + Pembrol-
izumab

Recruiting

NCT03289819 II 50 Pembrolizumab + Nab-paclitaxel → 
Pembrolizumab + Epirubicin and 
Cyclophosphamide

Recruiting

NCT03356860 (B-
IMMUNE)

II 57 Paclitaxel + Epirubicin + Cyclophos-
phamide + Durvalumab

Recruiting

Epirubicin + Nab-paclitaxel + Cyclophos-
phamide + Durvalumab

Population: Early TNBC pCR was increased to 53.4% with Durvalumab vs 44.2% 
with chemotherapy alone, not being statistically 
significant (P = 0.048)

In the PD-L1 (+) subgroup: pCR 58% vs 50.7% (P = 
0.363)

pCR was increased in patients with high levels of TILs y 
TMB-H (P < 0.01)

Neoadjuvant

NCT02685059 
(GeparNuevo) (June 
2018)

II 174 Active, no 
recruiting

- -

3-yr iDFS was 84.9% with durvalumab vs 76.9% with 
placebo (HR: 0.54, 0.27-1.09, P = 0.0559); 3-yr DDFS 
91.4% vs 79.5% (HR: 0.37, 0.15-0.87, P = 0.0148); 3-yr OS: 
95.1% vs 83.1% (HR: 0.26, 0.09-0.79, P = 0.0076)

Carboplatin + Paclitaxel + AC (anthra-
cycline + cyclophosphamide) +/- 
Pembrolizumab → Adjuvant Pembrol-
izumab

Co-primary endpoints were pCR and EFS

Population: Early TNBC pCR: 64.8% in Pembro group vs 51.2% with placebo (P < 
0.001)

The benefit of Pembro in pCR was consistent in all 
subgroups, including PD-L1 (+): pCR 68.9% vs 54.9% (P 
< 0.001)

A statistically benefit was observed in EFS (HR: 0.63, 
0.48-0.82)

NCT03036488 
(KEYNOTE-522) 
(August 2020)

III 1174 Active, no 
recruiting

- -

Pembro showed a favorable trend in OS (HR: 0.72, 0.52-
1.02)

Carboplatin/nab-paclitaxel +/- Atezol-
izumab → anthracycline (AC/EC)

Primary endpoint was pCRNCT02620280 
(NeoTRIPaPDL1) 

Neoadjuvant/Adjuvant

III 280 Active, no 
recruiting

- -
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Population: Early TNBC The pCR rates were not statistically significant between 
both groups: 43.5% with atezolizumab vs 40.8% with 
chemotherapy alone

A multivariate analysis showed that the only variable 
associated with pCR was the PD-L1 (+) status: pCR 
51.9% vs 48% (P < 0.0001)

(December 2019)

These results differ from KEYNOTE-522, where 
pembrolizumab achieved significant rates of pCR in a 
similar population

NCT03281954 III 1520 Doxorubicin + Cyclophosphamide + 
Paclitaxel + Carboplatin +/- Atezol-
izumab → Atezolizumab

Recruiting

AC (doxorubicin + cyclophosphamide) + 
Nab-paclitaxel +/- Atezolizumab → 
Adjuvant Atezolizumab

pCR was 58% in Atezolizumab group vs 41% in placebo 
group (P = 0.0044)

Population: Early TNBC In the PD-L1 (+) population, pCR was 68.8% in the 
Atezolizumab group vs 49.3% in the placebo group (P = 
0.021)

A favorable trend was obtained in EFS (immature data) 
(HR: 0.76, 0.40 -1.44)

NCT03197935 
(IMpassion031) 
(September 2020)

III 204 Active, no 
recruiting

In patients with early TNBC, neoadjuvant treatment of 
Atezolizumab + nab-paclitaxel and an anthracycline-
based regimen achieve higher rates of pCR, with an 
acceptable safety profile

NCT02954874 III 1000 Pembrolizumab vs observation RecruitingAdjuvant (for patients with 
residual disease after 
neoadjuvant chemotherapy) NCT03756298 II 284 Capecitabine +/- Atezolizumab Recruiting

Primary endpoint was iDFSNCT03498716 
(IMpassion030)

III 2300 Paclitaxel → dd Doxorubicin/Epirubicin + 
Cyclophosphamide +/- Atezolizumab

Recruiting

Secondary endpoints were iDFS according to PD-L1 
status and nodal affectation, OS, safety, y health related 
to a QoL

This trial evaluates patients in two groups: (1) Primary 
TNBC patients who completed surgery followed by 
adjuvant therapy; and (2) Primary TNBC patients with 
residual disease after neoadjuvant chemotherapy (did 
not achieve pCR)

Adjuvant

NCT02926196 (A-
Brave)

III 335 Avelumab vs observation Recruiting

The first and second co-primary endpoints are DFS in 
all patients and DFS in B group

NCT02768701 II 40 Cyclophosphamide + Pembrolizumab Active, no 
recruiting

Locally advanced or mTNBC
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NCT03121352 II 30 Carboplatin, Nab-paclitaxel y Pembrol-
izumab

Recruiting

Five cohorts were included in the randomization, all 
followed by nivolumab

Overall, the ORR was 20%

NCT02499367 
(TONIC)

II 67 Control or irradiation 3 x 8 Gy or oral 
cyclophosphamide or Cisplatin or 
Doxorubicin → anti-PD-1 (Nivolumab)

Active, no 
recruiting

Most responses were observed with cisplatin (ORR: 
23%) and doxorubicin (ORR: 35%)

Nab-paclitaxel or Paclitaxel or 
Carboplatin/Gemcitabine +/- Pembrol-
izumab

Co-primary endpoints were PFS and OS (this latter is 
pending outcome)

Population: First-line mTNBC Pembro treatment was statistically significant only for 
patients with high levels of PD-L1 (expressed in CPS ≥ 
10)

Pembro + chemotherapy showed a significant increase 
in PFS among mTNBC patients

NCT02819518 
(KEYNOTE-355) 
(December 2020)

III 858 Active, no 
recruiting

9.7 vs 5.6 (HR: 
0.82) in CPS ≥ 10

-

A recent update showed that KEYNOTE-355 trial met 
primary endpoint of OS in patients with mTNBC whose 
tumors expressed PD-L1 (CPS ≥ 10)

Capecitabine, Eribulin, Gemcitabine, or 
Vinorelbine vs Pembrolizumab

Pembro did not show improvement in OS or PFS as 
2L/3L of treatment for mTNBC vs chemotherapy (OS: 
9.9 mo vs 10.8 mo, HR: 0.97, 0.82- 1.15)

Population: Second and third-line mTNBC OS in tumors with CPS > 10: 12.7 mo vs 11.6 mo (HR: 
0.78, 0.57-1.06)

A greater benefit was obtained in OS/PFS in tumors 
with high levels of PD-L1 (expressed in the CPS score)

NCT02555657 
(KEYNOTE-119) 
(September 2019)

III 600 Active, no 
recruiting

2.1 vs 2.1 (HR: 
1.14)

12.7 vs 10.7 (HR: 
0.78)

Pembro was well tolerated and had less adverse events 
compared with chemotherapy

Primary endpoint: ORR in the total population and PD-
L1 (+)

ORR was 5.3% in the total population, and 5.7% in the 
PD-L1 (+) population

NCT02447003 
(KEYNOTE-086) 
(March 2019)

II 285 Pembrolizumab monotherapy Active, no 
recruiting

- -

Pembro demonstrated antitumor activity in patients 
previously treated with mTNBC (≥ 1 systemic 
treatments)

Atezolizumab + Nab-paclitaxel 
(comparator: placebo + Nab-paclitaxel)

In the analysis of the ITT population, the median PFS 
was 7.2 mo vs 5.5 mo (HR: 0.80, P = 0.002). In PD-L1 (+) 
patients, the median PFS was 7.5 mo vs 5.5 mo (HR: 
0.62, P < 0.001)

NCT02425891 
(IMpassion130) 
(November 2018)

III 902 Active, no 
recruiting

7.5 vs 5.5 (HR: 
0.62, P < 0.001)

25.0 vs 15.5 (HR: 
0.62)
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Population: First-line mTNBC In the analysis of the ITT population, the median OS 
was 21.3 mo vs 17.6 mo (HR: 0.84, P = 0.08). In PD-L1 
(+) patients, the median OS was 25.0 mo vs 15.5 mo 
(HR: 0.62)

Final analysis showed that OS benefit with atezol-
izumab + nab-paclitaxel in the ITT population was not 
statistically significant, but a clinically meaningful OS 
benefit was observed in PD-L1 IC-(+) patients

Paclitaxel +/- Atezolizumab (comparator: 
placebo + paclitaxel)

Primary endpoint was PFS

Population: First-line mTNBC In the ITT population, the median PFS was 5.7 mo in 
atezolizumab group vs 5.6 mo in placebo group (HR: 
0.86)

OS: 19.2 mo vs 22.8 mo (HR: 1.11, 0.87-1.42)

NCT03125902 
(IMpassion131) 
(September 2020)

III 600 Active, no 
recruiting

5.7 vs 6.0 (HR: 
0.82, P = .20) in 
PD-L1 (+) 
population

22.1 vs 28.3 (HR: 
1.12) in PD-L1 
(+) population

The 2-yr OS rates were 51% and 49% in placebo and 
atezolizumab groups, respectively

Primary endpoint was OSNCT03371017 
(IMpassion132) (early 
recurrence)

III 350 Carboplatin + Gemcitabine or 
Capecitabine +/- Atezolizumab

Recruiting

Estimated completion date: July 2023

CPS: Combined positive score; dd: Dense dose; DDFS: Distant-disease free survival; DFS: Disease-free survival; EFS: Event-free survival; HR: Hazard ratio; IC: immune cells; iDFS: Invasive disease-free survival; ITT: Intention to treat; 
mTNBC: Metastatic triple-negative breast cancer; pCR: Pathological complete response; PFS: Progression-free survival; ORR: Objective response rate; OS: Overall survival; QoL: Quality of life; TNBC: Triple-negative breast cancer.

In the early stage scenario there are considerations for the addition of immunotherapy to 
chemotherapy in the neoadjuvant setting: the benefit of improving the pCR rates (KEYNOTE-522, 
IMpassio031), and the risks regarding toxicities (immune related adverse events in a potentially curable 
setting) and costs.

Atezolizumab
Atezolizumab is a humanized anti-PD-L1 monoclonal antibody, non-glycosylated IgG1 that binds to 
PD-L1 and blocks interaction with PD-1 and B7.1 (a co-stimulatory protein on the cell surface) that 
induces a reactivation of the antitumor immune response without antibody-induced cellular cytotoxicity
[9].

Atezolizumab monotherapy in mTNBC: A phase I study (Schmid et al[10], 2017) that evaluated the 
safety and tolerability of atezolizumab single-drug (primary endpoints), demonstrated an antitumor 
activity and safety with the use of atezolizumab in patients with mTNBC (n = 116). It was also observed 
that the greatest benefit was in patients who received atezolizumab in the first line and among those 
with high levels of TILs and PD-L1 immune cells (IC)[10].

Other measured endpoints were overall survival (OS) (41% at 1 year, 19% at 2 years, and 16% at 3 
years) and the PD-L1 IC ≥ 1% was associated with a higher objective response rate (ORR) (12% vs 0%) 
and higher OS (10.1 mo vs 6 mo, respectively). Atezolizumab was well tolerated and provides clinical 
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benefit in patients with mTNBC. 100% of the patients who responded to atezolizumab were alive at 1 
year vs 38% of non-responders[10].

Atezolizumab + nab-paclitaxel in mTNBC (IMpassion130): The IMpassion130 (November 2018), phase 
III, randomized trial evaluated patients with mTNBC or unresectable locally advanced disease without 
previous treatment (n = 902) and regardless of PD-L1 expression, who were randomized (in a 1:1 ratio) 
to receive nab-paclitaxel (100 mg/m2 on days 1, 8 and 15 every 28 d) in association with atezolizumab 
(840 mg IV on days 1 and 15 every 28 d) or with placebo until disease progression or limiting toxicity
[11]. The two primary end points were progression-free survival (PFS) [in the intention-to-treat (ITT) 
population and PD-L1 positive subgroups] and OS (tested in the ITT population; if the finding was 
significant, it would be tested in the PD-L1 (+) subgroup). Stratification factors were: receipt or 
nonreceipt neoadjuvant or adjuvant taxane therapy, presence or absence of liver metastases at baseline, 
and PD-L1 expression at baseline (positive vs negative) according to immunohistochemical testing 
(Ventana SP142). The trial was initially designed to assign 350 patients for the evaluation of primary end 
point (PFS), but during the course of trial, enrollment was expanded to about 900 patients to 
accommodate the addition of OS as a second primary end point. 41% of the patients were PD-L1 (+)
[11]. The possible rationale for using taxane-based chemotherapy is that it can enhance tumor antigen 
release and antitumor response to checkpoint inhibitors. Furthermore, nab-paclitaxel can promote 
dendritic cell activity and was used to avoid the interaction between atezolizumab and corticosteroids 
(under the rationale that the use of corticosteroids could decrease the immune response of anti-PD-L1 
therapy). In addition, nab-paclitaxel has a decreased risk of hypersensitivity reactions and does not 
require corticosteroid treatment[12].

After a median follow-up of 12.9 mo in the ITT population, the addition of atezolizumab to nab-
paclitaxel increased the median PFS (7.2 mo with atezolizumab + nab-paclitaxel vs 5.5 mo with placebo 
+ nab-paclitaxel, hazard ratio [HR]: 0.80, 95% confidence interval [CI]: 0.69-0.92, P = 0.002), although this 
did not increase OS (21.3 mo with atezolizumab + nab-paclitaxel vs 17.6 mo with placebo + nab-
paclitaxel, HR: 0.84, 95%CI: 0.69-1.02, P = 0.08). However, in the subgroup of PD-L1 (+) patients (defined 
as PD-L1 expression in tumor infiltrating immune cells ≥ 1% of the tumor area), the median PFS (7.5 mo 
vs 5.0 mo, HR: 0.62, 95%CI: 0.49-0.78, P < 0.001) and OS (25 mo vs 15.5 mo, HR: 0.62, 95%CI: 0.45-0.86) 
was improved with the combination of atezolizumab + nab-paclitaxel compared to placebo + nab-
paclitaxel[11].

Regarding adverse events, the frequency of grade ≥ 3 adverse events (AEs) was 48.7% in the atezol-
izumab + nab-paclitaxel group and 42.2% in the placebo + nab-paclitaxel group, with neutropenia (8%), 
peripheral neuropathy (6%), fatigue (4%) and anemia (3%) being the most common events in both 
groups. Grade ≥ 3 immune-related events (irAEs) occurred in 7.5% and 4.5% of the atezolizumab + nab-
paclitaxel and placebo + nab-paclitaxel groups, respectively. Authors conclude that atezolizumab + nab-
paclitaxel prolonged PFS among patients with mTNBC in both ITT population and PD-L1 (+) subgroup
[11].

An OS data update from a second interim analysis of a median follow-up of 18 mo showed an OS of 
21.0 mo in the atezolizumab + nab-paclitaxel group vs 18.7 mo in the placebo + nab-paclitaxel group (P 
= 0.0777) on ITT. In the PD-L1 (+) subgroup, OS was 25.0 mo vs 18.0 mo (HR: 0.71). This update 
confirms the benefit in OS of the population with PD-L1 (+)[13]. Very recently, a final OS analysis from 
the IMpassion130 trial was published: final OS data from IMpassion130 agree with prior interim 
analysis. The OS benefit in the ITT population was not statistically significant (21.0 mo vs 18.7 mo, HR: 
0.87, 95%CI: 0.75-1.02, P = 0.077). Data showed clinically meaningful OS benefit with the combination of 
atezolizumab + nab-paclitaxel in the PD-L1 IC-positive population (25.4 mo vs 17.9 mo, HR: 0.67, 95%CI: 
0.53-0.86), 3-year OS rates in the PD-L1 group were 35.8% using atezolizumab + nab-paclitaxel vs 22.2% 
in the placebo group and no new safety events were reported with longer follow-up. The authors 
conclude that although OS benefit in the ITT population was not statistically significant, a clinical 
meaningful OS benefit was reported in PD-L1 IC-positive patients with atezolizumab + nab-paclitaxel. 
The statistical results of this trial (ITT population) were negative[14].

In conclusion, the combination of atezolizumab plus nab-paclitaxel prolongs PFS and OS in the 
mTNBC subgroup with PD-L1 (+) but not in the intention-to-treat (ITT) population, changing the 
treatment paradigm with patients in the metastatic setting. This combination has been initially included 
in international clinical practice guidelines (currently NCCN guidelines removed this option)[15] (IB, 
ESMO guidelines)[16] and the FDA (Food and Drug Administration) accelerated approval in March 
2019 for its use in the treatment of patients with mTNBC or unresectable locally advanced disease with 
PD-L1 positive using a validated test[7]. This was the first approval of atezolizumab and of an immuno-
therapy regimen for the treatment of breast cancer[17]. It is important to note that the FDA has granted 
accelerated approvals to oncology medicines on the basis of evidence that suggests a benefit to patients, 
however many immunotherapies (atezolizumab, pembrolizumab, nivolumab, durvalumab) approval 
are under evaluation since the approval is based on a surrogate endpoint and it requires a confirmatory 
trial with a clear benefit. In addition, four indications were voluntarily withdrawn by manufacturers 
(nivolumab in metastatic small cell lung cancer, durvalumab in locally advanced or metastatic urothelial 
carcinoma, pembrolizumab for metastatic small cell lung cancer and atezolizumab for metastatic 
urothelial carcinoma)[18]. Although in April 2021 the FDA Oncologic Drugs Advisory Committee 
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(ODAC) voted 7 to 2 in favour of maintaining accelerated approval of atezolizumab in combination with 
nab-paclitaxel for the treatment of adults with unresectable locally advanced or mTNBC whose tumours 
express PD-L1. In August 2021, the manufacturer announced that it was voluntarily withdrawing 
atezolizumab indication for BC in United States. Due to recent changes in the treatment landscape 
(including IMpassion131 results) the FDA will no longer consider it appropriate to maintain the 
accelerated approval for atezolizumab in BC. The indication received accelerated approval based in 
benefit in PFS and OS of IMpassion130, but there was no difference in survival advantage in PD-L1 (+) 
nor ITT population of IMpassion131[19,20].

Ventana SP142: In the IMpassion130 study, not only was the approval of atezolizumab in combination 
with chemotherapy achieved, but the FDA also approved the antibody diagnostic measurement test 
“Ventana PD-L1 SP142 assay”, to select TNBC patients to receive treatment with atezolizumab, and 
perhaps it could be considered a predictive biomarker[21]. Tumor samples were evaluated by immuno-
histochemistry to evaluate the expression of PD-L1 (Ventana SP142) in tumor infiltrating immune cells 
(PD-L1 IC), using a 2-level system: “a percentage of tumor area” < 1% (= PD-L1 negative) or > 1% (= 
PD-L1 positive). The study revealed that patients whose tumors were positive for PD-L1 (approximately 
41%) and received atezolizumab + nab-paclitaxel had a better median PFS compared to placebo + nab-
paclitaxel (7.2 mo vs 5.5 mo)[11]. In the PD-L1 (+) subgroup, the ORR was 59% with atezolizumab + nab-
paclitaxel compared to 43% in the placebo + nab-paclitaxel group. Furthermore, 10% of the patients in 
the atezolizumab group achieved complete response (CR) compared to only 1% in the placebo group
[17] (Table 2).

Atezolizumab + paclitaxel in TNBC (IMpassion131): IMpassion131, a phase III randomized trial, 
evaluated the combination of atezolizumab + paclitaxel compared with placebo + paclitaxel in patients 
with unresectable locally advanced disease or mTNBC who had not received prior therapy or ≥ 12 mo 
since neoadjuvant chemotherapy) (n = 651). Forty-five percent of patients were PD-L1 (+), 48% were 
treated with taxanes, 31% had mTNBC, and 27% had liver metastases. The primary endpoint of 
IMpassion131 was PFS, and there was no significant difference in PFS between the atezolizumab group 
vs placebo in PD-L1 (+) patients: 5.7 mo vs 6.0 mo, respectively (HR: 0.82, P = 0.20) or in the ITT 
population: median PFS was 5.6 vs 5.7 in the atezolizumab and placebo groups, respectively (HR: 0.86). 
Even in the OS analysis, no benefit was demonstrated with atezolizumab in the ITT population or in the 
PD-L1 (+) population. Regarding AEs, grades 3-4 were similar in both groups (43% vs 49%)[22].

In IMpassion130 trial, atezolizumab + nab-paclitaxel did not improve OS in ITT but resulted in a 
“clinically significant” improvement in OS in PD-L1 (+) patients. The results of the IMpassion130 trial 
demonstrated the benefit of atezolizumab in combination with nab-paclitaxel. However, the results 
were divergent in the IMpassion131. Potential reasons for the divergent results between the two studies 
are under investigation. Tumor heterogeneity could be a reason. Other reasons could be the use of 
concomitant corticosteroids (necessary for paclitaxel infusion) may have a negative effect on the 
immunotherapy activity (checkpoint inhibitors); likewise, the differences in the study populations may 
have a role, as well as the cremophor associated with paclitaxel.

In July 2021, primary results from IMpassion131 have been published. Neither PFS or OS were 
improved with the combination of atezolizumab + paclitaxel in PD-L1 (+) nor ITT population. The 
baseline characteristics of the populations in both trials were similar, including median PFS in control 
groups (5.6 mo with paclitaxel alone vs 5.5 mo with nab-paclitaxel alone). Ongoing research may be 
valuable to explain possible reasons for the IMpassion131 results; authors said the lack of information 
on BRCA status could be a limitation, as imbalances between treatment arms for this prognostic 
biomarker may not be detected. In addition, findings from IMpassion131 differ with KEYNOTE-355 
results, which evaluated pembrolizumab and more chemotherapy backbones (nab-paclitaxel, paclitaxel, 
gemcitabine/carboplatin). Despite the main goal of KEYNOTE-355 was similar to that of IMpassion131 
and there were important differences regarding eligibility, statistical design, PD-L1 testing and 
chemotherapy regimens[22].

Atezolizumab + adjuvant chemotherapy (Impassion 030): A pending question is to determine the 
effectiveness of anti-PD-1/PD-L1 in the adjuvant setting. Several studies are underway including 
IMpassion030, a phase II study evaluating atezolizumab + adjuvant chemotherapy vs placebo + 
chemotherapy[23].

Pembrolizumab
Pembrolizumab monotherapy in mTNBC (KEYNOTE-119): Pembrolizumab showed antitumor 
activity and a manageable toxicity profile in TNBC in the umbrella study KEYNOTE-012 (June 2017), a 
phase Ib study that evaluated the use of immunotherapy in advanced solid tumors. In the subgroup of 
patients with TNBC, an ORR of 18.5%, a stable disease rate (SD): 25.9%, partial response (PR): 14.8% and 
complete response (CR): 3.7% rates were obtained[24].

Then, the KEYNOTE-086 (March 2019) phase II study, which evaluated the use of pembrolizumab for 
up to 2 years as a second or subsequent line of treatment in patients with mTNBC (that previously 
received anthracyclines and taxanes). The primary endpoint was ORR in the subgroup of patients with 
PD-L1 (+). As results, an ORR of 4.7%, SD of 20.6%, PR of 4.1% and CR of 0.6% were obtained. In the 
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Table 2 Common commercially monoclonal programmed death ligand 1 antibodies for immunohistochemical analysis to assess the 
expression of programmed death ligand 1 (considering Food and Drug Administration approvals)

PD-L1 antibody Immunotherapy IHC assay Cut-off Line

TPS ≥ 1% 1L22C3 Pembrolizumab DAKO

TC ≥ 1% 2L

28-8 Nivolumab DAKO TC ≥ 1% 2L

TC ≥ 50% and/or IC ≥ 
10%

1LSP142 Atezolizumab Ventana

TC ≥ 1% and/or IC ≥ 1% 2L

Durvalumab TC ≥ 1% 1L maintenance, in unresectable 
stage III after chemoradiation 
therapy

Nivolumab TC ≥ 1% 2L

SP263

Pembrolizumab

Ventana

TC ≥ 50% 1L

73-10 Avelumab DAKO TC ≥ 1% 2L (not approved)

Notes: (1) Atezolizumab in combination with nab-paclitaxel is approved as 1L of treatment for patients with unresectable locally advanced or metastatic 
triple-negative breast cancer (mTNBC) whose tumors express programmed death ligand 1 (PD-L1) immune cells (IC) (PD-L1 stained tumor-infiltrating IC 
of any intensity covering ≥ 1% of the tumor area), as determined by a Food and Drug Administration (FDA) approved test (Ventana SP142); and (2) 
Pembrolizumab with chemotherapy is approved as 1L of treatment for patients with locally recurrent unresectable or mTNBC whose tumors express PD-
L1 CPS ≥ 10, as determined by an FDA approved test (PD-L1 IHC 22C3 PharmDx). CPS: Combined positive score; IC: Immune cell; IHC: 
Immunohistochemistry; TC: Tumor cell; TPS: Tumor proportion score; 1L: First-line; 2L: Second-line; PD-L1: Programmed death ligand 1.

latter, the response was independent of PD-L1 expression [4.8% in patients with PD-L1 (+) vs 4.7% PD-
L1 (-)][25].

Subsequently, the KEYNOTE-119 (September 2019), phase III, open-label, randomized study was 
presented which used pembrolizumab monotherapy (n = 312) vs single agent chemotherapy (n = 310) in 
previously treated mTNBC patients (1-2 prior systemic treatments). The patients were stratified in PD-
L1 (+) and (-). The primary endpoint was OS in patients with a combined positive score (CPS) ≥ 10, 
patients with CPS ≥ 1, and all patients. Secondary endpoints were PFS, ORR and safety. As results, 
pembrolizumab did not improve OS in patients with CPS ≥ 10 or CPS ≥ 1. In an exploratory analysis of 
patients with CPS ≥ 20, the median OS was 14.9 mo vs 12.5 with chemotherapy (HR: 0.58, 95%CI: 0.38-
0.88), no improvement in PFS was observed. Grade 3-5 AEs were 14% vs 36% with chemotherapy. In 
conclusion, this monotherapy treatment did not improve significantly as a second or third line of 
treatment for mTNBC vs chemotherapy, but it was well tolerated and had a lower toxicity than 
chemotherapy[26].

Pembrolizumab + chemotherapy in mTNBC (KEYNOTE-355): Since pembrolizumab monotherapy 
showed antitumor activity in mTNBC patients, the KEYNOTE-355 (December 2020), phase III, 
randomized study evaluated the addition of pembrolizumab to chemotherapy in previously untreated 
patients with inoperable disease or mTNBC (n = 847), in two groups: pembrolizumab (200 mg IV every 
21 d) plus nab-paclitaxel (100 mg/m2 on days 1, 8 and 15 of a 28-d cycle), paclitaxel (90 mg/m2 on days 1, 
8 and 15 of a 28-d cycle), or gemcitabine (1000 mg/m2) with carboplatin (AUC 2 on days 1 and 8 of a 21-
d cycle) vs placebo plus chemotherapy. The co-primary endpoints were PFS and OS, evaluated in the 
PD-L1 subgroup with CPS ≥ 10, CPS ≥ 1, and in the ITT population[27]. As results, among patients with 
CPS ≥ 10, the median PFS was 9.7 mo in the pembrolizumab group vs 5.6 mo in the placebo group 
(statistically significant) (HR: 0.65, 0.49-0.86, P = 0.0012). Among patients with CPS ≥ 1, median PFS was 
7.6 mo vs 5.6 mo (HR: 0.74, 0.61-0.90, P = 0.0014) (not significant) and in the ITT population, median PFS 
was 7.5 mo vs 5.6 mo (HR: 0.82, 0.67-0.97). The effect of pembrolizumab was increased in the enriched 
PD-L1 population (CPS ≥ 10). In the subgroup analysis, in the ITT population there was more benefit 
when pembrolizumab is used with paclitaxel, followed by nab-paclitaxel and gemcitabine/carboplatin, 
showing an asymmetry of chemotherapy regimens used with anti-PD-1 therapy. Similar results were 
observed in the population with CPS ≥ 1. Regarding AEs, grades 3-5 were 68% in the pembrolizumab 
group vs 67% in the placebo group, including death in < 1% in the pembrolizumab group vs 0% in the 
placebo group. In conclusion, pembrolizumab associated with chemotherapy showed a significant 
clinical improvement in PFS vs placebo in mTNBC patients with CPS of 10 or more[27].

The authors suggest a role in adding pembrolizumab to standard first-line chemotherapy in mTNBC. 
In fact, NCCN guidelines recommend pembrolizumab (associated to chemotherapy) as first-line 
treatment options in mTNBC (category 1, preferred as first-line therapy)[15].
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It should be noted that, to date, ESMO guidelines do not recommend the use of immunotherapy in 
subsequent lines for mTNBC due to its low response rates (IB, ESMO)[16].

In the San Antonio Breast Cancer Symposium (SABCS) 2020, new findings from the KEYNOTE-355 
trial were presented. Pembrolizumab plus chemotherapy improved PFS, ORR, durable CR and duration 
of response for patients with locally recurrent, unresectable or mTNBC with tumors expressing PD-L1 
and a CPS ≥ 10. This additional endpoint results showed the PFS benefit for the addition of pembrol-
izumab to chemotherapy, regardless of which chemotherapy partner was chosen, particularly in PD-L1 
enriched (CPS ≥ 10) patients[28].

In the ITT population, the median PFS in the pembrolizumab and placebo groups was 7.5 mo vs 5.4 
mo when given with nab-paclitaxel, 8.0 mo vs 3.8 mo with paclitaxel, and 7.4 mo vs 7.4 mo with 
gemcitabine plus carboplatin. The hazard ratios (HRs) favored pembrolizumab over placebo, at a 
significant HR: 0.69 and HR: 0.57 for nab-paclitaxel and paclitaxel, respectively, and a nonsignificant 
HR: 0.93 for gemcitabine plus carboplatin. When stratified by PD-L1 expression, patients with a CPS ≥ 
10 or CPS ≥ 1 had longer PFS with pembrolizumab. The trial was not powered to compare efficacy 
among treatment groups by different chemotherapy regimens[28].

In patients with CPS ≥ 10, secondary endpoints favored pembrolizumab plus chemotherapy 
compared with chemotherapy alone (ORR: 53.2% vs 39.8%, disease control rate: 65% vs 54.4%). The 
authors conclude these findings support a role of addition of pembrolizumab to standard chemotherapy 
for the first-line treatment of mTNBC[28].

In ESMO Congress 2021 (September 2021) final results from the KEYNOTE-355 confirmed pembrol-
izumab + chemotherapy met dual primary endpoints (PFS and OS) in patients with mTNBC whose 
tumors expressed PD-L1 (CPS ≥ 10). For all endpoints, the pembrolizumab effect increased with PD-L1 
enrichment. No new safety signals were identified[29].

Recently, in SABCS 2021 (December 7-10th, 2021), final results of pembrolizumab plus chemotherapy 
in mTNBC were presented and demonstrated that the addition of pembrolizumab yielded significant 
survival over placebo. The authors suggested that a CPS ≥ 10 is considered a “reasonable” cutoff to 
determine expected treatment benefit[30].

PD-L1 IHC 22C3 pharmDx: The determination of PD-L1 status in the KEYNOTE-355 trial was assessed 
the PD-L1 IHC 22C3 pharmDx assay and characterized by the CPS, defined as the number of PD-L1 
positive cell (tumour cells, lymphocytes and macrophages) divided by total number of tumour cells x 
100. PD-L1 (+) tumours are classified as CPS ≥ 10 and CPS ≥ 1, and PD-L1 (-) tumours are classified as 
CPS < 1. The PFS and OS analysis in the KEYNOTE-355 trial was stratified using CPS ≥ 10, CPS ≥ 1 and 
the ITT population[27].

Based on KEYNOTE-355 results, in November 2020, the FDA granted accelerated approval to 
pembrolizumab (200 mg IV every 3 wk or 400 mg every 6 wk prior to chemotherapy) in combination 
with chemotherapy for the treatment of patients with locally recurrent unresectable or mTNBC whose 
tumors express PD-L1 (CPS ≥ 10) as determined by an FDA approved test. The FDA also approved the 
use of PD-L1 IHC 22C3 pharmDx (Dako North America Inc.) as a companion diagnostic test for 
selecting patients with TNBC who may be appropriate for treatment with pembrolizumab[31].

Pembrolizumab + neoadjuvant chemotherapy (KEYNOTE-522): Pembrolizumab associated to 
neoadjuvant chemotherapy demonstrated antitumor activity and safety in patients with early TNBC in 
the I-SPY 2 and the KEYNOTE-173 studies. The I-SPY 2 (September 2017), phase II randomized study 
designed to test new treatments by identifying therapies based on molecular characteristics included 
patients with HER2 negative, stage II - III breast cancer who were randomized to receive weekly 
neoadjuvant paclitaxel with or without pembrolizumab (200 mg IV every 3 wk x 4 cycles) followed by 
AC (every 3 wk x 4 cycles). In the TNBC subgroup (n = 118), it was demonstrated that the combination 
in the neoadjuvant setting increases pCR up to 3 times more (62.4% vs 22.3%, respectively) compared to 
the control[32].

Subsequently, the results of the KEYNOTE-522 (August 2020), phase III study, which included 
patients with non-metastatic TNBC, without previous treatment (n = 1174), were randomized 2:1 to 
receive pembrolizumab (200 mg every 3 wk) or placebo, both given with 4 cycles of paclitaxel + 
carboplatin, followed by 4 cycles of doxorubicin or epirubicin + cyclophosphamide (neoadjuvant 
phase). After surgery, patients received either pembrolizumab or placebo for 9 cycles until recurrence or 
unacceptable toxicity (adjuvant phase). The co-primary endpoints were pCR and event-free survival 
(EFS). As results, a pCR was achieved in 64.8% of the pembro group vs 51.2% with placebo (P < 0.001). 
The benefit in pCR with pembrolizumab was consistent across all subgroups, including those with PD-
L1 (+). After a median of 15.5 mo, 7.4% of the pembro group and 11.8% of the placebo group had disease 
progression, local or distant recurrence, or death from any cause (HR: 0.63). The safety of pembrol-
izumab was consistent with previous studies. In conclusion, pCR was higher in patients receiving 
pembro + neoadjuvant chemotherapy compared with placebo[33]. A post-hoc analysis showed a better 
pCR difference in pembrolizumab group vs placebo group in clinical stages (CS) IIIA (66.7% vs 42.1%, Δ 
24.6) and IIIB (48.6% vs 23.1%, Δ 25.6), also a better pCR difference by lymph node involvement: positive 
(64.8% vs 44.1%, Δ 20.6) vs negative (64.9% vs 58.5%, Δ 6.3).
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An update of the KEYNOTE-522 trial (presented in ESMO virtual plenary, 15-16 July 2021) showed 
that at the median follow-up of 39 mo, pembrolizumab had a statistically and clinically significant EFS 
benefit (HR: 0.63, 95%CI: 0.48-0.82, P = 0.0003) compared with chemotherapy alone. At a 3-year follow-
up, EFS was 84.5% in the pembrolizumab group compared with 76.8% in the placebo group. The most 
common event was distance recurrence (7.7% with pembrolizumab group vs 13.1% with placebo group). 
Moreover, pembrolizumab showed a favorable trend in overall survival (OS) (HR: 0.72, 95%CI: 0.51-
1.02). Regarding the adverse events (AEs), the immune-mediated AEs (IMAEs) of any grade were found 
in 43.6% of pembrolizumab group vs 21.9% in the placebo group. The most common AEs reported with 
pembrolizumab were infusion reactions and hypothyroidism[34]. Based on results of the KEYNOTE-
522, on July 2021, the FDA approved pembrolizumab for high-risk early-stage TNBC in combination 
with chemotherapy as neoadjuvant treatment. This is the first immunotherapy approved for early-stage 
TNBC[35].

DIFFERENCES BETWEEN IMPASSION130 AND KEYNOTE-355 TRIALS IN mTNBC
To clarify, the IMpassion130 and KEYNOTE-355 trials have similar designs and results are consistent. 
The overall survival results are expected to be similar and the benefit was in PD-L1 (+) patients, 
suggesting that the direction is identifying the presence of a biomarker (PD-L1 status).

One difference is the way the authors define PD-L1 (+) by immunohistochemistry at a central 
laboratory and the companion diagnostic methods: in IMpassion130 trial they look at PD-L1 expression 
of ICs (IC score: greater than 1% of the area of tumor, using SP142 assay), meanwhile, in the KEYNOTE-
355, the authors used a different antibody (22C3) to look at PD-L1 expression (CPS: a combination of 
PD-L1 staining on ICs and the tumor cells, looking for immune cell staining and tumor cell staining 
greater than 10% of the area). SP142 was seen in 41% of PD-L1 (+) patients but the 22C3 is much higher 
(is close to 80%)[13,29]. Diagnostic companions can link or homogenize cut-off points of validated tests 
in order to obtain similar results.

Another difference is that the KEYNOTE-355 includes several standard chemotherapy regimens as 
taxanes (paclitaxel, nab-paclitaxel) or gemcitabine-carboplatin (IMpassion130 only used nab-paclitaxel 
as chemotherapy regimen) and patients with early recurrences, thereby offering more treatment options 
to a population with a high unmet medical need. It is important to note that the KEYNOTE-355 trial was 
not designed to compare chemotherapy regimens but the last update shows a trend of benefit using 
taxanes instead of gemcitabine-carboplatin in addition to pembrolizumab[29].

EMERGING BIOMARKERS OF RESPONSE TO IMMUNOTHERAPY IN TNBC
The results obtained in the PD-L1 (+) subgroup of the IMpassion130 trial confirm the benefit of 
immunotherapy in mTNBC. However, PD-L1 is not the ideal biomarker to select patients for anti-PD-
1/anti-PD-L1 therapies as it has been shown in other cancers. Therefore, there is an urgent need for 
identification and implementation of emerging biomarkers that can predict response to immuno-
therapy.

TILs
High levels of TILs have been shown to have a prognostic value in patients with HER2 (+) breast cancer 
and TNBC, as a predicting factor of pathological complete response (pCR) to chemotherapy and its high 
expression seems to be linked to a better prognosis after adjuvant therapy as well as a reduction in the 
risk of recurrence[36].

TILs are frequently present in TNBC (around 20%) and they are associated with a good prognosis[37,
38]. The characterization of the immune lymphocytic infiltrates, with the presence of a high number of T 
lymphocytes (CD8+ TILs), defines a better prognosis for neoadjuvant (higher pCR) and adjuvant 
chemotherapy (higher DFS and OS). The evidence indicates that in the neoadjuvant setting of TNBC, 
intratumoral TILs, as well as stromal ones, are predictive of pathological response to platinum-based 
chemotherapy[39]. However, currently, TILs score should not be used to make treatment decisions nor 
to escalate or de-escalate. TILs score can be used as a prognostic marker, providing a relative 
improvement of 15% to 20% in survival due to a 10% increase in TILs, and its use as a prognostic factor 
is supported by the 2019 St. Gallen Consensus[40,41].

Various studies on neoadjuvant and adjuvant therapies have measured TILs both at the intratumoral 
and stromal levels[42]. Some studies used immunohistochemistry while others evaluated molecular 
markers using immunohistochemistry and gene expression. At present, there is no specific cut-off point 
for TILs (+) established[43,44].

Stromal TIL score 
A biomarker of interest is the stromal TIL score which is known to be prognostic and predictive in the 
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neoadjuvant setting. In the IMpassion130 analysis, the stromal TIL score or CD8+ cell count (T cells) did 
not predict the benefit of the use of atezolizumab. It also appears that a dearth of stroma in metastatic 
breast cancer samples could contribute to an inability to detect an association between stromal TILs and 
the benefit of atezolizumab[45]. Another study that compared the number of TILs in primary and 
metastatic tumors showed that TILs decrease in metastasis compared to primary breast tumors[46].

PD-L1
PD-L1, which can be expressed in tumor cells and/or in tumor infiltrating immune cells, contributes to 
the inhibition of the antitumor immune response in the tumor microenvironment[47].

TNBC can present a higher expression of PD-L1 (in a range of 21-56%) compared to the other 
subtypes, predominantly in inflammatory immune cells and occasionally in neoplastic cells[48].

PD-L1 expression is considered a useful biomarker of response to treatment pf anti-PD-1 or anti-PD-
L1 therapies[49]. PD-L1 expression in immune cells (IC) has been estimated in a range from 40%-65% in 
TNBC patients[50,51]. In the IMpassion130 trial, the expression of PD-L1 IC ≥ 1% was used to define 
PD-L1 (+)[11].

It has recently been shown that the expression of PD-L1 IC along with TILs influence the prognosis of 
TNBC and can predict the response to immunotherapy with pembrolizumab and atezolizumab in breast 
cancer[52]. In the KEYNOTE-086 study, TNBC patients with PD-L1 (+) IC and high TILs had a better 
response to immunotherapy[53]. Furthermore, an exploratory analysis of the KEYNOTE-173 study 
investigating the combination of pembrolizumab and neoadjuvant chemotherapy in TNBC, shows that 
high levels of stromal TILs prior to treatment and the expression of PD-L1, reported in a combined 
score, were significantly associated with a higher pCR and overall response rates in TNBC patients who 
received chemotherapy and immunotherapy combined[54,55].

PD-L1 detection in tumor cells and immune cells (IC) varied by antibody clone and is easily evaluated 
using IHC. The most common commercially available monoclonal PD-L1 antibodies for immunohisto-
chemical analysis to assess the expression of PD-L1 are the following: 22C3, 28-8, SP142, SP263 and 73-
10. While many PD-L1 assays are available, only Ventana SP142 and PD-L1 IHC 22C3 pharmDx are 
licensed companion diagnostic tests for selecting patients with mTNBC who are candidates for 
treatment with atezolizumab and pembrolizumab, respectively[56].

Other emerging biomarkers in TNBC: PD-L1 has been mentioned as a biomarker to select patients to 
receive anti-PD1/PD-L1 therapies, being an imperfect marker as has been demonstrated in trials (in 
IMpassion031 and KEYNOTE-522 the benefit not confined to PD-L1 group). PD-L1 has some limitations: 
the difficult and subjective scoring (tissue types, cell types, antibodies), the expense for 22C3 validation 
for independent laboratories, the dependence on immune content of biopsy (number of immune cells), 
also it is not considered a great marker in most disease types. There is a great need for better predictive 
biomarkers for response to immunotherapy and many of them are under investigation, including: TILs, 
genetic signatures, TMB, microsatellite instability [microsatellite instability-high (MSI-H)/mismatch 
repair (MMR) deficiency], major histocompatibility complex (MHC) class I and II, etc.

TMB: The mutational burden of the tumor has been correlated with response to immunotherapy in 
various types of neoplasms; however, a high mutational burden is rare in breast cancer. In the study 
only 3.1% of breast cancers had high TMB (TMB-H) (≥ 10 mutations/Mb) when compared to 39.7% of 
melanomas and 24.3% of lung cancer[25]. TMB could be a potential biomarker in TNBC with TMB-H, 
but this could exclude patients that can benefit from immunotherapy[57,58].

TMB has an indication but clinically is not a great marker and is probably mostly driven by MSI.

MSI-H or deficient MMR: MSI-H or deficient MMR (dMMR) could be a predictive marker of response 
or benefit with anti-PD-1 therapy, taking into consideration that pembrolizumab is FDA approved for 
adult and pediatric patients with unresectable or metastatic, MSI-H or dMMR solid tumors that have 
progressed following prior treatment and who have no satisfactory alternative treatment options. 
However, MSI is infrequent in TNBC with an approximate frequency of 0.7%-2%[59].

Other potential biomarkers in TNBC: In view of the above, the research of new predictive biomarkers 
or risk factors (e.g., LDH levels, visceral liver disease) are underway to identify a group of patients that 
could benefit from atezolizumab as monotherapy or in combination, and thus optimize the treatment of 
mTNBC[60]. In the KEYNOTE-086 study, it was observed that patients with elevated levels of lactate 
dehydrogenase and visceral liver disease had little or no response to immunotherapy. Another study 
reports that patients with liver metastases derive limited benefit from immunotherapy independent of 
other established biomarkers of response: liver metastases create a systemic immune desert in 
preclinical models (apoptosis of CD8 T cells) and reduction of peripheral T cell numbers and diminished 
tumoral T cell diversity and function[61].

MHC-I and II are new potential biomarkers under analysis: most tumor cells (including BC) express 
MHC-I, whereas MHC-II is expressed by only a fraction of tumor/tumor cells (MHC-II is considered a 
professional antigen-presenting cell). A previous trial showed tumors which express high levels of 
MHC-I or II have high counts of CD4 and CD8 T lymphocytes (P < 0.001). Positive expression of MHC-II 
in tumor cells is associated with better disease-free survival (DFS) in patients who have lymph node 
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metastases (P = 0.009). Also, the expression of MHC-II in tumor cells was associated with an increased 
level of TILs[62]. A recent study reported MHC-II predicts early-stage HER2-negative breast cancer 
response to immunotherapy + neoadjuvant chemotherapy[63].

In general, the evolution of treatment with immunotherapy can be divided into “three waves”:
The “first wave” includes the use of immunotherapy as monotherapy, which has shown antitumor 

activity and modest results in advanced disease.
The “second wave” used immunotherapy in combination with chemotherapy. Cytotoxic therapy can 

induce increased antigen release from tumor cells, change in tumor microenvironment, upregulation of 
PD-L1 and increased expression of cell surface markers (e.g., MHC I). All of these effects can increase 
immunotherapy effectiveness. Despite evaluations of which would be the ideal (safest or most effective) 
chemotherapy for combination therapy with immunotherapy, several questions remain. Nab-paclitaxel 
was used in the IMpassion130 because it facilitates the reduction of corticosteroid use. However, other 
chemotherapy agents have also been evaluated to improve the immunogenicity of breast cancer, 
including anthracyclines, taxanes, platinum salts, among others[64].

The TONIC, phase II trial compared the effects of induction chemotherapy associated with immuno-
therapy (nivolumab). Objective response rate (ORR) was 20%, and the highest ORR rates were observed 
in the cisplatin (ORR: 23%) and doxorubicin (ORR: 35%) cohorts. Initial and post-induction biopsies 
analysis showed an upregulation of immune-related genes in PD-1/PD-L1 and T-cell cytotoxicity in the 
cisplatin and doxorubicin cohorts[65].

The lymphocyte depleting effect of combination therapy should also be considered. A comparison of 
chemotherapy (capecitabine or paclitaxel) associated with pembrolizumab showed a profound and 
significant depletion of T cells (including CD4+ and CD8+). This could explain the decrease in efficacy 
of anti-PD-1/PD-L1 in later lines of chemotherapy in TNBC[66].

The “third wave” includes immunotherapy in combination with targeted therapies (as PARP 
inhibitors). Currently, a phase II/III trial (KEYLYNK-009) of olaparib + pembrolizumab compared with 
chemotherapy (carboplatin/gemcitabine) + pembrolizumab after initial treatment with chemotherapy + 
pembrolizumab in TNBC (n = 932) is ongoing. The aim is evaluating if combination of olaparib and 
pembrolizumab is effective and safe. Co-primary endpoints are PFS and OS and results are ongoing[67].

In this setting, the use of antibody-drug conjugates (ADCs) can be included. Sacituzumab govitecan 
(a new ADC) is approved by the FDA for treatment of adult patients with mTNBC who received at least 
two prior therapies for metastatic disease based in results of ASCENT trial[68].

CONCLUSION
The treatment of TNBC has evolved in the last decade with the application of immunotherapy, which 
has become the new standard of treatment and is changing the management paradigm, mainly in 
advanced disease, where there were only limited treatment options such as systemic chemotherapy. 
Knowledge of the molecular profile of TNBC and immunogenicity has made it possible to identify 
characteristics that differentiate them from other subtypes. Likewise, immunotherapy was evaluated 
and approved for more TNBC scenarios (metastatic, neoadjuvant).

TNBC is considered a more immunogenic subtype compared to the other subtypes of breast cancer 
due to the higher expression of TILs and PD-L1. According to the analysis of IMpassion130, PD-L1 has 
been shown to be a discussible predictive biomarker of response in selected patients [subgroup with 
PD-L1 (+)]. Other potential biomarkers are under investigation (LDH levels, presence of visceral 
disease, TMB, MSI-H) to identify and select patients who may benefit from immunotherapy alone or in 
combination in the different scenarios of TNBC.

New advances have been made with immunotherapy in mTNBC. First, progression-free survival 
(PFS) and overall survival (OS) benefit have been demonstrated in selected populations (PD-L1 positive 
subgroups) with immunotherapy + chemotherapy (nab-paclitaxel) in metastatic stage (mTNBC), locally 
advanced or unresectable disease (IMpassion130 trial). Furthermore, the approval of anti-PD-1 also led 
to the approval of a companion diagnostic test (Ventana SP142) for selecting patients who are 
candidates for atezolizumab. However, the benefit of atezolizumab (PFS and OS) could not be 
demonstrated in combination with paclitaxel (study IMpassion 131). The reasons for the divergent 
results between IMpassion130 and IMpassion131 trials are currently under investigation. Second, the 
KEYNOTE-355 trial results are consistent with Impassion130 trial and pembrolizumab is considered as a 
first-line option of treatment in mTNBC. Moreover, there is another companion diagnostic test 
approved (PD-L1 IHC 22C3 PharmDx) as an aid to identify patients with TNBC who are candidates for 
pembrolizumab.

In the neoadjuvant setting of TNBC, pembrolizumab has achieved the 2 co-primary endpoints 
evaluated (KEYNOTE-522): a higher pCR when combined with chemotherapy and a statistically 
significant event-free survival (EFS) benefit compared with chemotherapy alone. In the metastatic 
setting, benefit has been shown with the use of pembrolizumab + chemotherapy (KEYNOTE-355 study) 
as the first-line of treatment in those patients with enriched expression of PD-L1 (CPS ≥ 10).



Valencia GA et al. Immunotherapy in TNBC

WJCO https://www.wjgnet.com 232 March 24, 2022 Volume 13 Issue 3

Finally, in adjuvant disease, ongoing studies (such as IMpassion030) are evaluating the benefit of 
immunotherapy. It should be noted that, for TNBC in early disease, the standard of treatment continues 
to be neoadjuvant chemotherapy, as this is considered a systemic disease.

The evolution of immunotherapy in TNBC began with immunotherapy as monotherapy (“first 
wave”), followed by combination of immunotherapy + chemotherapy (“second wave”) that is 
considered the new standard of care as first line in selected mTNBC PD-L1 (+). Currently, there are 
ongoing trials evaluating the combination of immunotherapy (immune checkpoint inhibitors) plus 
targeted therapies (as PARP inhibitors) for several cancers including TNBC and the development of 
antibody-drug conjugates (as sacituzumab govitecan) which had demonstrated benefit in refractory 
mTNBC (“third wave”).
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