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Effectiveness of adjuvant trastuzumab in women with HER-2+ 
breast cancer in the SUS

Abstract  The aim of this study was to evaluate 
the effectiveness in a real-world study of adju-
vant trastuzumab in women with HER-2+ ini-
tial breast cancer in overall survival and recur-
rence-free survival. A retrospective cohort study 
was conducted with women who had HER-2+ 
breast cancer treated with trastuzumab from 
July 2012 to May 2017 and followed up until July 
2021. The death rate was 2.62 per 100 persons/
year, and the incidence rate of recurrence was 
7.52 per 100 persons/year. The probability of sur-
vival at 8.7 years was 85.9%, while the probabil-
ity of recurrence-free survival in the same period 
was 62.8%. The use of trastuzumab proved to be 
effective in the adjuvant treatment of breast can-
cer in a public health service in southern Brazil. 
Prognostic factors associated with worse overall 
survival or relapse did not influence the natural 
history of the disease, except locally advanced dis-
ease at the beginning of treatment. The data pre-
sented may prove to be useful in helping to make 
decisions about whether to use trastuzumab in 
the treatment of initial or locally advanced breast 
cancer in the Brazilian SUS.
Key words  Trastuzumab, Breast neoplasms, Ef-
fectiveness
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Introduction

In Brazil, approximately 625,000 new cases of 
cancer will occur in 2020 through 2022, with 
the most frequent types being prostate cancer 
in men and breast cancer in women (excluding 
nonmelanoma skin tumors). Breast cancer is the 
most common cancer overall and has the highest 
mortality rate; in 2020 alone, there were 66,280 
new cases, 4,050 of these were in the state of Rio 
Grande do Sul1. The estimated risk of breast can-
cer is 71.2 cases per 100,000 inhabitants in the 
Southern region of Brazil1.

Although breast cancer has a relatively good 
prognosis if diagnosed and treated early, mortal-
ity rates from this type of cancer remain high in 
Brazil1. In 2019, 18,068 women died from breast 
cancer2.

Overexpression or amplification of human 
epidermal growth Factor 2 (HER-2) occurs in 
18-30% of malignant breast neoplasms3. Neo-
plasms that overexpress HER-2 receptors have 
been identified as an aggressive type with a high 
recurrence rate after adjuvant chemotherapy3. 
The development of monoclonal antibodies di-
rected at the HER-2 receptor, such as trastuzum-
ab, has shown benefits in terms of overall and 
recurrence-free survival when used in adjuvant 
or neoadjuvant treatment of breast cancer associ-
ated with chemotherapy4,5.

Trastuzumab was recommended for cover-
age by the Unified Health System (SUS) per the 
recommendation of the National Commission 
for the Incorporation of SUS Technologies (CO-
NITEC) in 2012 for the treatment of early and 
locally advanced breast cancer6,7. However, the 
profile of patients treated after approval of a new 
medication may be different from that of patients 
enrolled in clinical trials. That is why studies with 
real-life data are important because they evaluate 
the clinical impact of new health technologies in 
patients who are often not represented in clinical 
studies. Thus, evaluating the impact of a new mo-
dality and verifying benefits observed in clinical 
studies are confirmed in more heterogeneous 
populations is essential, especially in determining 
whether the new technology should be retained8.

To date, there has been no evaluation of the 
clinical impact of trastuzumab in the SUS, ac-
cording to the recommendations of CONITEC6,7. 
Therefore, the objective of this study was to eval-
uate the effectiveness of trastuzumab (adjuvant 
or neoadjuvant) in women with HER-2+ breast 
cancer who received their treatment exclusively 
through the public health service.

methods

The present study was an arm of a larger proj-
ect entitled “Determination of the prevalence, 
survival and mortality of cancer patients who 
received treatment and follow-up at a reference 
hospital in southern Brazil: A retrospective study 
with data from the Hospital Cancer Registry”.

This was a retrospective cohort study that 
analyzed survival data from the Hospital Cancer 
Registry (RHC) of a reference philanthropic hos-
pital in the city of Porto Alegre-RS. Recruitment 
was based on the results of molecular tests, which 
classified the HER-2+ status of the tumor, and 
anatomopathological tests available at the RHC of 
the Santa Casa de Misericórdia in Porto Alegre of 
patients diagnosed with breast cancer from July 
2012 to May 2017 with follow-up ending on July 
31, 2021. Data collection was performed with pa-
tients diagnosed as of July 2012 immediately after 
the inclusion of trastuzumab by CONITEC.

Complementary data not available in the 
RHC were retrieved by actively searching the 
medical records of the included patients. The 
variables collected were reviewed by two oncol-
ogists. The inclusion criteria were women diag-
nosed with HER-2 (including luminal HER-2) 
breast cancer, confirmed by molecular examina-
tion silver in situ hybridization (SISH) or fluores-
cence in situ hybridization (FISH) and who were 
within the CONITEC recommended inclusion 
criteria6,7. Women whose medical care was trans-
ferred from the study hospital to another source 
after diagnosis were excluded. The outcome death 
was verified through the Mortality System at the 
Center for Health Information of the state of Rio 
Grande do Sul (Source SIM/NIS/DGTI/SES/RS).

The dependent variable or event of interest 
was the time between the date of diagnosis to 
relapse (locoregional or distant) in the case of 
relapse-free survival or until death in the case 
of overall survival. The follow-up time for the 
cases considered censored was the time elapsed 
from diagnosis to the date of the last consulta-
tion, which was assessed at the end of the study 
period on July 31, 2021. Outcomes were collected 
from the RHC and medical records. The variables 
studied were selected according to those in the 
registry: biological (age range and menopausal 
status), clinical (staging, neoadjuvant or adjuvant 
chemotherapy, surgery, endocrine therapy and 
drop in ejection fraction) and follow-up (recur-
rence and death). The descriptions of stages came 
from the 7th edition of the American Joint Com-
mittee on Cancer (AJCC).
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Recurrence was defined by the evidence of re-
currence on imaging (mammography, CT scans 
and bone scintigraphy) and, when available, con-
firmed by anatomopathological examination.

The records were reviewed by the researchers 
using a questionnaire developed specifically for 
the study. The data were entered into a specific 
database created in the Research Electronic Data 
Capture (REDCap). REDCap is a secure web 
platform developed to aid in the collection and 
storage of data in scientific investigation stud-
ies. The software is available free of charge to the 
more than 4,000 institutions that are part of the 
consortium, such as Santa Casa de Misericórdia 
de Porto Alegre.

The data were analyzed using Stata 12 soft-
ware (Stata-Corp LP®, College Station, TX®). The 
nonparametric Kaplan-Meier product-limit esti-
mator was used to calculate the overall probabil-
ity, mean and median time of disease-free sur-
vival, stratified by the variable of the final model. 
The log-rank test was used to compare whether 
the curves obtained for different categories of the 
same variable were statistically equivalent.

To identify the use of trastuzumab as asso-
ciated with relapse and overall death, the simple 
model and the multiple Cox proportional hazards 
model were used, using the hazard ratio (HR) as 
the measure of association. The semiparametric 
Cox proportional hazards model was chosen be-
cause it is a model capable of estimating survival 
curves when several explanatory variables are 
studied simultaneously and has been shown to 
be a very useful model in the study of risk factors 
and prognoses. The 95% confidence interval was 
used to assess statistical significance. The vari-
ables of the simple model were also analyzed in 
the Cox proportional hazards regression model. 
The Cox proportional assumption test was per-
formed, which is based on Schoenfeld residuals 
after defining a model using “stcox”.

The significant variables (p≤0.20) in the anal-
ysis using the simple model were introduced one 
by one in the multiple model, according to their 
statistical significance and clinical-epidemio-
logical importance, and they remained if they 
presented a statistical significance with a p value 
<0.05. Cox-Snell residual analysis was performed 
to estimate the fit of the model.

The study complied with the norms on re-
search ethics contained in Resolution number 
466 of 2012 of the National Health Council. 
The project in which this study is nested was 
approved by the Research Ethics Committee of 

the Santa Casa de Misericórdia de Porto Alegre 
(Opinion number 1,551,721, of May 19, 2016).

Results

The cohort included 92 women diagnosed with 
breast cancer who were HER-2+ (hormone re-
ceptor positive or negative) admitted for treat-
ment at Santa Casa de Misericórdia de Porto 
Alegre from July 2012 to May 2017. Of these, two 
patients were lost due to death before starting 
treatment with trastuzumab, and the final sample 
consisted of 90 women. All of them used trastu-
zumab for one year, according to the protocol of 
an extended regimen of 52 weeks8: chemotherapy 
of HER-2+ breast cancer, confirmed by molecu-
lar examination, with high risk of recurrence, in 
adjuvant therapy (after surgery, initially com-
bined with chemotherapy and until complet-
ing one year of trastuzumab), or neoadjuvant 
(prior to surgery, combined with chemotherapy 
and continued in monodrug after surgery until 
completing one year of treatment). Most patients 
(65.6%) were ages 35 to 59 years, with seven 
(7.8%) younger than 35 years and 24 (26.7%) 60 
years or older. Half lived in other municipalities 
(50.0%), 35.6% lived in Porto Alegre, and 14.4% 
had no record of the municipality of residence. 
Most patients (62.2%) had negative axillae, and 
32.2% had affected axilla at diagnosis. Table 1 
presents the biological and clinical characteris-
tics of the patients included in the study.

Overall survival analysis

All patients included in the study were fol-
lowed up for a mean time of 61.8 months (11.5-
104.4). The maximum follow-up period of the 
study was 104.4 months (8.7 years). During the 
follow-up period, 12 deaths were recorded. Of 
this total, 11 deaths (91.7%) occurred due to the 
progression of breast cancer (data not shown in 
the tables), a rate of 2.62 per 100 person-years.

Figure 1A shows the Kaplan-Meier graph of 
the probability of overall survival until the final 
follow-up time, 104.4 months (8.7 years), which 
was 85.9%. The last death occurred at 46 months 
(3.8 years).

Table 2 presents the frequencies of the ex-
posure variables studied, grouped into blocks, 
according to the incidence of death during the 
study period. In addition, it is possible to veri-
fy the simple model of the associations between 
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the studied factors and the risk of death with the 
HR, 95% CI and p value. The p value for the risk 
proportionality test is also described in the table, 
and this assumption was respected by all vari-
ables (p>0.05).

The following factors were included in the re-
gression model: initial cancer stage III (HR 4.25; 
95%CI: 1.37-13.2); absence of adjuvant endo-
crine therapy (HR 2.12; 95%CI: 0.67-6.70); adju-
vant chemotherapy (HR 0.38; 95%CI: 0.11-1.26); 
neoadjuvant chemotherapy (HR 2.50; 95%CI: 
0.75-8.30); and premenopausal status (HR 2.59; 
95%CI: 0.76-8.86).

The final multivariate Cox regression model 
of the association between the exposures studied 
and death respected the assumption of propor-
tionality of hazards (p=0.751). The variable that 
remained in the final model was the initial stage 
of cancer classified as III A, B or C with HR=4.25 
with a 95%CI of 1.37-13.2 (p=0.012).

Figure 1B shows the estimate of the proba-
bility of overall survival using the Kaplan-Mei-
er method and the log-rank test, with a 95%CI, 
stratified by the final model variable: initial can-
cer stage (I or II A/B; III A, B or C). The p value 
of the log-rank test was 0.0064.

Analysis of disease-free survival

During the follow-up period, 31 relapses 
were recorded. The incidence of recurrence in 
the cohort during the follow-up period was 7.52 
per 100 person-years.

Figure 2A shows the Kaplan-Meier graph of 
the probability of disease-free survival until the 
final follow-up time, 104 months (8.7 years), 
which was 62.8%. The last recurrence was ob-
served at 5.2 years of follow-up.

The frequencies of the exposure variables 
(grouped into blocks, according to the incidence 
of relapse during the total study period) and the 
simple model of the associations between the 
factors studied and the risk for relapse with HR, 
95%CI and p value are presented in Table 3. It is 
also possible to verify the p value for the risk pro-
portionality test. This assumption was respected 
by all variables (p>0.05).

The following were included in the regression 
model: initial cancer stage III (HR 3.20; 95%CI: 
1.55-6.62); neoadjuvant chemotherapy (HR 2.52; 
95%CI: 1.20-5.28); adjuvant chemotherapy (HR 
0.38; 95%CI: 0.18-0.79); absence of adjuvant en-
docrine therapy (HR 2.12; 95%CI: 1.04-4.30); 
and premenopausal status (HR 1.84; 95%CI: 
0.88-3.83).

The final multivariate Cox regression model 
of the association between the exposures studied 
and relapse respected the assumption of hazard 
proportionality (p=0.564). The variable that re-
mained in the final model was the initial stage of 

table 1. Characteristics of patients with HER-2-
positive breast cancer and complementary treatment 
with trastuzumab treated at Hospital da Santa Casa de 
Misericórdia de Porto Alegre, 2012-2017.

Characteristics N (% 
valid)

Age
<35 years 7 (7.8)
35 to 49 years 22 (24.4)
50 to 59 years 37 (41.1)
60 years of age or older 24 (26.7)

Menopause status
Premenopause 37 (41.1)
Postmenopause 47 (52.2)
No information 6 (6.7)

Commitment of the axilla at diagnosis
Negative axilla 56 (62.2)
Compromised armpit 29 (32.2)
No information 5 (5.6)

Initial clinical staging* 
I 25 (27.8)
II 46 (51.1)
III 19 (21.1)

Type of surgery
Conservative surgery 51 (56.7)
Mastectomy 38 (42.2)
No registration 1 (1.1)

Neoadjuvant chemotherapy
Yes 43 (47.8)
No 47 (52.2)

Type of chemotherapy
No anthracycline 9 (10.0)
Anthracycline and taxanes 81 (90.0)

Adjuvant endocrine therapy (n=88)
Yes 52 (59.1)
No 36 (40.9)

Reduction in Ejection Fraction (EF)** 
(n=88)

Reduction in EF greater than 10% of 
baseline, with less than 50% EF

14 (15.9)

Symptomatic CHF: symptoms of 
CHF + EF reduction >10% from 
baseline, with EF<50%

5 (5.7)

No drop in EF 69 (78.4)
* Including stages A, B (I, II and III); or C (stage III). ** Six 
patients discontinued trastuzumab due to cardiac toxicity.

Source: Authors.
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cancer classified as III A, B or C with HR=3.05 
with 95%CI 1.47-6.33 (p=0.003); not having un-
dergone adjuvant endocrine therapy appeared in 
the final model with a borderline p value of 0.054, 
HR=2.01 and 95%CI of 0.99-4.10.

Figure 2B shows the estimate of the proba-
bility of recurrence-free survival using the Ka-
plan-Meier method and the log-rank test, with 
a 95%CI, stratified by the variable initial cancer 
stage (I or II A/B; III A, B or C). The Kaplan-Mei-
er log-rank test for equality of curves, when 

p<0.05, confirms the significant differences be-
tween the curves.

Quality of fit of the models

The analysis of the Cox-Snell residuals 
showed that the risk functions are very close to 
the 45 degree line, and it can be said, based on 
these results, that the Cox models for overall and 
recurrence-free survival showed global fit and 
quality of good predictions (data not shown).

figure 1. Estimate of the probability of overall survival by Kaplan-Meier analysis. A) At 104.4 months (8.7 years) 
of follow-up, with 95%CI; B) Stratified by initial staging with log-rank test.

Source: Authors.
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Discussion

The data analyzed belonged to the first patients 
who underwent treatment with trastuzumab 
in the Brazilian Public Health System (SUS) in 
a referral hospital in southern Brazil. The mean 
follow-up time was 61.8 months (11.5-104.4). 
The overall survival and recurrence-free sur-
vival rates at 8.7 years were 85.9% and 62.8%, 
respectively. In the multivariate analysis, it was 
observed that the variable stage III was consid-
ered an independent risk factor for both disease 
recurrence and mortality and that not having un-
dergone adjuvant endocrine therapy resulted in 

a borderline p value and may be a risk factor for 
recurrence of the disease.

The HERA4 study was the first randomized 
phase III clinical trial to show a significant im-
provement in overall survival in women with 
HER2+ breast cancer with the addition of tras-
tuzumab to adjuvant chemotherapy compared 
to chemotherapy alone. After the publication 
of HERA, a series of clinical studies9-12 with the 
same objectives were published, corroborating 
the findings of the HERA trial. The subjects in 
these studies were mostly patients with breast 
cancer and positive axillary lymph nodes or neg-
ative axillary lymph nodes with high-risk tumors. 

table 2. Frequency distribution and simple Cox model of biological and clinical factors associated with death in 
patients with HER-2-positive breast cancer and complementary treatment with trastuzumab treated at Hospital 
da Santa Casa de Misericórdia de Porto Alegre, 2021.

Death
HR raw 
(95%CI) p

Proportionality 
test

p
Yes 

n (%)
No

n (%)
Biological Variables
Age group

50 years or older 07 (58.3) 54 (69.2) 1,0
Less than 50 years old 05 (41.7) 24 (30.8) 1.70 (0.54-5.36) 0.364 0.8880

Menopause status
Postmenopause 04 (36.4) 43 (58.9) 1.0
Premenopause 07 (63.6) 30 (41.1) 2.59 (0.76-8.86) 0.129 0.8627

Clinical Variables
Initial staging of cancer

I or II (A or B) 06 (50.0) 65 (83.3) 1.0
III (A, B or C) 06 (50.0) 13 (16.7) 4.25 (1.37-13.2) 0.012 0.7514

Type of surgery performed
Mastectomy 06 (50.0) 32 (41.0) 1.0
Conservative surgery 06 (50.0) 46 (59.0) 0.70 (0.23-2.18) 0.543 0.2911

Neoadjuvant chemotherapy
No 04 (33.3) 44 (56.4) 1.0
Yes 08 (66.7) 34 (43.6) 2.50 (0.75-8.30) 0.135 0.9702

Adjuvant chemotherapy
No 08 (66.7) 33 (42.3) 1.0
Yes 04 (33.3) 45 (57.7) 0.38 (0.11-1.26) 0.114 0.9643

Type of chemotherapy
No anthracycline 01 (8.33) 08 (10.3) 1.0
Anthracycline and taxanes 11 (91.7) 70 (89.7) 1.17 (0.15-9.07) 0.880 0.7549

Adjuvant endocrine therapy
Yes 05 (41.7) 47 (61.8) 1.0
No 07 (58.3) 29 (38.2) 2.12 (0.67-6.70) 0.198 0.7619

Decreased ejection fraction
No 08 (66.7) 61 (80.3) 1.0
Yes 04 (33.3) 15 (19.7) 1.80 (0.54-5.98) 0.337 0.0762

HR: hazard ratio; 95%CI: 95% confidence interval.

Source: Authors.
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This patient profile is similar to that of our study, 
in which 32.2% of our subjects had compromised 
axilla at diagnosis and 62.2% had negative axilla 
but with high-risk tumors. Other sample charac-
teristics that are similar to the clinical studies are 
as follows: the majority were menopausal women 
(52.2%), undergoing breast-conserving surgery 
(56.7%) and using adjuvant hormone therapy 
(59.1%).

In the HERA4,5,13,14 and FNCLCC-PACS 0410 
studies, patients were allocated to trastuzumab or 

observation groups after completion of chemo-
therapy, that is, sequential administration. The 
patients included in the NSABP B-39 study and 
a group of patients in the NCCTG-N98319 and 
BCIRG 00611,12 studies received trastuzumab con-
comitantly with taxane. This variability in tras-
tuzumab administration had no impact on the 
clinical outcomes of the studies. Differences in 
trastuzumab administration were also observed 
in our study, in which 52.2% of the patients re-
ceived adjuvant trastuzumab with sequential 

figure 2. Estimation of the probability of recurrence-free survival by Kaplan-Meier analysis. A) At 104.4 months 
(8.7 years) of follow-up, with 95%CI; B) Stratified by initial staging with log-rank test.

Source: Authors.
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variants or concomitantly with taxane, while the 
remaining patients received neoadjuvant therapy 
(concomitant with taxane). All patients without 
cardiac toxicity or recurrence in less than one 
year used trastuzumab for 12 months, which is in 
agreement with the literature.

The effectiveness of trastuzumab has been 
evaluated in different clinical studies5,9-17 where the 
reported disease-free survival ranges from 72% to 
92%. Despite all the limitations, such as method-
ological differences, differences in follow-up time 
and sample size, some inferences are relevant: in 
the present study, the estimated probability of 
disease-free survival up to 8.7 years was 62.8%, 

lower than the survival rate reported in studies 
with shorter follow-up9-11,17. As expected, a greater 
number of relapses was documented in the study 
that followed the patients for a longer period of 
time (11 years)5. In other studies that included pa-
tients with clinical characteristics similar to those 
in the present study, the recurrence-free survival 
rate ranged from 66% to 94%4,11-18. This variation 
also depended on the stage of disease at diagnosis; 
patients with more advanced stages at diagnosis 
had a higher recurrence rate, and the length of 
the follow-up period (three to 10 years), where 
those who were evaluated over a shorter period of 
time had fewer relapse events compared to those 

table 3. Frequency distribution and simple Cox model of the biological and clinical factors associated with 
recurrence in patients with HER-2-positive breast cancer and complementary treatment with trastuzumab 
treated at Hospital da Santa Casa de Misericórdia de Porto Alegre, 2021.

Recurrence
HR raw 
(95%CI) p

Proportionality 
test

p
Yes

n (%)
No

n (%)
Biological Variables
Age group

50 years or older 20 (64.5) 41 (69.5) 1.0
Less than 50 years old 11 (35.5) 18 (30.5) 1.32 (0.63-2.76) 0.455 0.4150

Menopause status
Postmenopause 13 (44.8) 34 (61.8) 1.0
Premenopause 16 (55.2) 21 (38.2) 1.84 (0.88-3.83) 0.102 0.3731

Clinical Variables
Initial staging of cancer

I or II (A or B) 19 (61.3) 52 (88.1) 1.0
III (A. B or C) 12 (38.7) 07 (11.9) 3.20 (1.55-6.62) 0.002 0.5083

Type of surgery performed
Mastectomy 15 (48.4) 23 (39.0) 1.0
Conservative surgery 16 (51.6) 36 (61.0) 0.73 (0.36-1.47) 0.382 0.9010

Neoadjuvant chemotherapy
No 11 (35.5) 37 (62.7) 1.0
Yes 20 (64.5) 22 (37.3) 2.52 (1.20-5.28) 0.014 0.8786

Adjuvant chemotherapy
No 20 (64.5) 21 (35.6) 1.0
Yes 11 (35.5) 38 (64.4) 0.38 (0.18-0.79) 0.010 0.8613

Type of chemotherapy
No anthracycline 01 (3.2) 08 (13.6) 1.0
Anthracycline and taxanes 30 (96.8) 51 (86.4) 3.28 (0.45-24.0) 0.243 0.1367

Adjuvant endocrine therapy
Yes 14 (45.2) 38 (66.7) 1.0
No 17 (54.8) 19 (33.3) 2.12 (1.04-4.30) 0.038 0.4081

Decreased ejection fraction
No 25 (80.6) 44 (77.2) 1.0
Yes 06 (19.4) 13 (22.8) 0.86 (0.35-2.10) 0.742 0.8217

HR: hazard ratio; 95%CI: 95% confidence interval.

Source: Authors.
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evaluated over a longer period of time18-22. In the 
present study, the variable stage III at the time of 
diagnosis was found to be an isolated risk factor 
for a greater risk of relapse, which corroborates 
previous studies.

Adjuvant therapy with trastuzumab was well 
established for early HER2+ breast cancer in 
a recent systematic review23 with considerable 
survival benefits. As most data on the benefit 
of trastuzumab come from clinical studies con-
ducted in selected populations, it is important to 
evaluate the results in scenarios with real-world 
data, especially in Brazil, since systematic reviews 
are based on international studies. A study con-
ducted in Turkey, which evaluated 210 patients in 
the early stages of breast cancer treated with tras-
tuzumab, found a three-year overall survival of 
92%. The only factor statistically associated with 
worse prognosis in the multivariate analysis was 
histological grade III primary neoplasia18.

In a Serbian study that evaluated the out-
comes of disease-free interval and overall surviv-
al at 10 years after the use of trastuzumab (with 
a mean follow-up of 69 months), the overall sur-
vival was 81.8%, which was significantly higher 
in patients with small tumors, a smaller number 
of affected lymph nodes and a lower stage of dis-
ease19. Another retrospective analysis performed 
in ten Italian cancer centers compared two co-
horts of patients who had received adjuvant che-
motherapy with or without the addition of tras-
tuzumab20. The overall survival rates at five years 
were 88.4% and 96%, respectively (p<0.01). A 
study conducted in 56 Japanese institutions that 
included women with HER2+ stage I-IIIC breast 
cancer described an overall survival rate of 98.9% 
at three years21.

Previous studies have shown that patients 
who express hormone receptors and do not un-
dergo adjuvant endocrine therapy have a worse 
prognosis and a higher risk of recurrence. The 
meta-analysis of the EBCTCG24 showed that pa-
tients who received adjuvant endocrine therapy 
with tamoxifen for five years had a 30% reduc-
tion in breast cancer mortality, regardless of age, 
nodal status or use of chemotherapy, which may 
explain the greater protection against disease re-
currence in the group receiving this therapy.

Regarding safety, it was observed that 21.6% 
of the patients presented cardiac toxicity (de-
crease in ejection fraction greater than 10% com-
pared to baseline); however, only 5.7% presented 
symptoms of heart failure. The incidence of car-

diac toxicity is considered high (21.6%) because 
meta-analysis data show that the incidence in the 
literature is 12% (95%CI 11.3%-12.9%)25. This dif-
ference may be due to two factors: first, the mean 
age of the sample (67.8% over 50 years of age) is 
considered a risk factor for cardiac toxicity; thus, 
the advanced age of the patients in the study al-
lows us to infer that there may be a considerable 
prevalence of cardiovascular risk factors, which 
are also associated with cardiac toxicity caused 
by trastuzumab; the second factor is the previous 
use of anthracyclines by the patients in the sam-
ple (90%), which is also associated with the de-
velopment of cardiac toxicity25. In meta-analyses, 
trastuzumab was shown to be effective in terms 
of increased overall and disease-free survival, but 
its use should be evaluated individually because 
it has a two- to three-fold greater risk of cardio-
toxicity26. Even though a high rate of cardiac tox-
icity was observed in the study sample, no fatal 
toxicities related to treatment with trastuzumab 
were observed, which should be considered in 
the risk-benefit assessment of therapeutic choice.

Evaluations performed with real-life data 
also have methodological limitations, as in most 
retrospective studies: insufficient data collec-
tion, lack of information on a particular variable 
or selection bias27. Thus, the present study used 
some strategies to minimize the effects of these 
limitations: first, we used data collected in a sys-
tematic way, following a predefined methodolo-
gy by the Cancer Registry System of the National 
Cancer Institute, in which data quality assess-
ment was performed internally and externally 
(review of medical records by two oncologists) 
ensuring data integrity; second, mortality data 
were checked using the database of the Center 
for Health Information of the state of Rio Grande 
do Sul. This nucleus concentrates all the infor-
mation on death certificates issued in the state of 
Rio Grande do Sul, which reinforces the quality 
of this variable in the present analysis. Third, the 
evaluated population consisted only of patients 
who were only treated in the SUS, therefore, 
a representative population in which the CO-
NITEC analysis was performed.

Another limitation of the study is the absence 
of a control group, but the objective of the study 
was to evaluate the incorporation of trastuzum-
ab into the Brazilian public health system. Given 
that the medication was approved for use in July 
2012, it would be unethical not to offer trastu-
zumab to patients with breast cancer and HER2+.
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Conclusion

The present study showed with real-world data 
that patients with HER2-+ early or locally ad-
vanced breast cancer who received adjuvant or 
neoadjuvant trastuzumab in the SUS had over-
all and recurrence-free survival rates similar to 

those observed in SUS international clinical tri-
als.
The data presented here may prove useful in de-
ciding whether to maintain the use of trastuzum-
ab in the treatment of early or locally advanced 
breast cancer in the Brazilian public health ser-
vice, especially for the southern region of Brazil.
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