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Summary: Breast cancer is a disease characterized by abnormal growth and development of normal
breast tissue. When the growth and development of a normal cell no longer obey biological control mecha-
nisms, tumour cells begin to appear. An understanding of normal biological processes relating to cell growth,
such as the cell cycle, angiogenesis, and apoptosis, and of other abnormal processes, such as neo-plastic
transformation, tumour progression, and metastasis, would aid not only in identifying tumour markers, but
also in determining the best uses of these tumour markers for diagnosis and treatment of patients with cancer.
Biomarkers are improving our understanding of the biology and management of breast cancer.
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Introduction

Biological properties of breast cancers were de-
scribed when Sir George Beatson, the Chief Cancer
Surgeon in Glasgow, proposed in 1896 (1) that the
human breast was regulated by »secretions from the
ovary«. He carried out oophorectomy on a number of
premenopausal women with aggressive breast cancer
and quickly noted that some of the patients did not
appear to benefit from the oophorectomy. In the suc-
ceeding 70 years, breast cancer surgeons and physi-
cians became increasingly aware that ablative surgery
(oophorectomy for premenopausal women and adre-
nalectomy plus hypophysectomy for post-menopaus-
al women) was of considerable benefit to some breast
cancer patients but of no value to others. The major
question facing these clinicians was how to select the
patients for whom surgery would be beneficial, whilst
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saving great trauma to those for whom surgery would
be of no avail. As more is known about the biology
of different types of breast cancer and as different ap-
proaches are proposed for prevention, it is up to the
scientists to develop markers that will allow for each
patient to be managed as an individual (2). In the last
decade, the knowledge of biomarkers' bases and the
clinical use of breast cancer markers have been evol-
ving greatly and new data are continuously emerging.
We grouped them into tissue or blood markers accor-
ding to the principal site where they are performing
evaluation for clinical use. Tissue markers include
different categories such as intracellular membrane
receptors, oncogenes, and tumor suppressor genes,
nuclear antigens and growth factors, while circulating
markers include the wide category of tumour-associa-
ted antigenes (TAA) and others (2).
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Tissue markers in clinical management
of breast cancer patients

Estrogen and progesteron receptors

The first measures to provide markers of breast
cancer biology were established during the 1950%s
and 60s when endocrinologists tried to discriminate
hormone sensitive disease from hormone indepen-
dent disease by analyzing changes in steroid metabo-
lism either in the urine or plasma of the patient (3).
None of these approaches were very successful. At
the same time, evidence accumulated that estrogen
action was mediated through an intracellular recep-
tor (4). In the 19705, ligand binding assays for these
receptors were developed (5) and evidence began to
pile up that sensitivity to endocrine therapy was con-
fined to those individuals whose tumours contained
functional estrogen receptors, though it took some
time before possible cut-off levels were proposed for
clinical decision making.

Early results suggested that about 50% of es-
trogen receptor (ER) positive patients experienced at

least six months of objective response to endocrine
therapy (6). However, it was also noted that 10% of
ER-tumours also responded to endocrine therapy.
This raised two obvious questions. Firstly, why did
only 50% of the ER+ patients respond to endocrine
therapy, and, secondly, why did 10% of apparently
ER- tumours respond? It was recognized that tumour
cells often express abnormal or mutant proteins, and
subsequent work has shown that breast cancer cells
contain a number of different mutated (usually splice
variants in which one exone of the gene is deleted at
mRNA level) proteins. The logical step was to develop
assays for the »functional« receptor to show that the
tumour really did respond to estrogen. Unbound
estrogen receptor is found in the nucleus of target
cells, but is a soluble protein, and so is recovered in
the soluble fraction after tissue homogenization. After
binding steroid, the activated steroid-receptor com-
plex becomes bound to DNA (specific sites usually
upstream of estrogen-regulated genes). As a result of
estrogen action, various new proteins are synthesized
and cells enter S-phase and cell division. »Functional«
receptor can, therefore, be defined as:

Table I Main tissue molecular markers of breast cancer and their clinical outcome according
to the Tumour Marker Utility Grading System (TMUGS) (2)

Marker Structure Function Utility scale of clinical outcome
< >
g s g 8
kS 8 = ] Q ~
SE 5 £ £9
=3 K7 o o8B
%] = = U
E 5 > 2%
© O =
Vg ] qé §8
S c o a
g s o $
o 2 2
ER protein nuclear receptor no increased ++ ++
ER-alpha phosphoprotein nuclear receptor no increased +/- +/-
ER-beta protein nuclear receptor no increased +/— +/—
PR protein nuclear receptor no increased ++ ++
PR-A protein nuclear receptor no increased +/— NA
PR-B protein nuclear receptor no increased +/— NA
c-erbB-2 proto-oncogene encodes for HER/2neu yes — + +
HER2/neu glycoprotein membrane receptor — increased + +
tumour suppressor encodes for wild type B 2
p53 gene gene p53 yes +/ +/
. nuclear - .
wild type p53 phosphoprotein transcription factor yes increased +/- +/-
Ki67/MIB-1 nuclear protein prollferatlor.l-assomated - increased + +
nuclear antigen
VEGF 121,145,
1651, 189, 206 | protein growth factor - increased +/- +/-
(5 isoforms)
See text for details. Prognostic factors are those predicting relapse independent of future treatment effects; predictor
factors are those predicting response or resistance to a specific therapy. Brief explanation of the used utility scale: 0 =
marker should not be ordered for that clinical use; NA = data are not available; +/- = data are suggestive for a contribu-
tion but they are preliminary, thus the marker is still considered highly investigational; + = sufficient data are available to
demonstrate a contribution; however, the marker is still considered investigational; ++ = marker supplies information
not otherwise available for other measures and it should be considered standard practice in selected situations (203).
WVEGF 165 is the predominant isoform.
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(a) receptor which is present in both the soluble and
nuclear fractions of tissue homogenates (7),

(b) receptor which induces synthesis of known estro-
gen-sensitive proteins (Progesterone Receptor,
Cathepsin D, pS2 etc.),

(c) receptor which is present in cells that undergo
increased DNA synthesis after exposure to estro-
gen.

Application of any one of these tests of func-
tionality results in the same conclusions: 70-75% of
functional ER+ tumours will respond to endocrine
therapy (8, 9); 5-10% of ER-tumours still respond
to therapy; some small sub-groups of tumours (e.g.
ER-/PR+) still have a 40-50% chance of response to
endocrine therapy.

Studies of prognosis showed that patients with
ER+ tumours had a significantly longer overall sur-
vival than did those with ER- tumours (10). Much of
this benefit appeared to be simply that the patients
with ER+ tumours were getting benefit from their
therapy, whereas the same was probably not true for
many of the patients with ER- disease. Therefore,
ER status alone was not very useful as a prognostic
index, although its predictive value for response to
endocrine therapy was considered very useful. Many
studies of the use of adjuvant endocrine therapy were
initiated and an international group was established
to study the overall follow-up. This overview has now
reported on a minimum of 10 years follow-up (11).
The main conclusions, as far as estrogen receptor is
concerned, are:

(a) the proportion of patients responding to endocrine
therapy is directly related to the concentration of
ER present in the tumour,

(b) the length of time of response in an individual
patient is proportional to the concentration of ER
in the tumour,

(c) treatment of completely ER- tumours with endo-
crine therapies is a waste of time and money.

The overall conclusions from this are that
measurements of ER need to be quantitative and,
correspondingly, an external quality assurance (QA)
scheme is needed to ensure that all values of ER are
internationally equivalent (such a scheme was deve-
loped by the EORTC Receptor and Biomarker Study
Group - see ref. 12).

While the foregoing studies were in progress,
monoclonal antibodies against the ER became avai-
lable. This led to immunocytochemical determina-
tions of ER in fine needle aspirates (by tagging the
antibody with a fluorescent probe, it was possible
to make this into a semi-quantitative assay, and the
values obtained in FNAs were surprisingly similar to
those obtained by ligand binding assay on a biopsy
of tumour removed at subsequent surgery) and to
immunohistochemical (IHC) determination of ER in
paraffin-embedded material. The use of IHC normally
does require prior epitope retrieval, but good proto-

cols are now available (13) and an agreed approach
to semi-quantitative assessment has been developed
(13, 14). Evidence has rapidly accumulated that an
external QA scheme is equally essential for the IHC
method and one active scheme, described by Rhodes
(15).

It was initially thought that all breast tumours
would begin as ER+ and gradually revert to ER-.
However, research has shown that most ER+ tu-
mours remain ER+ until the patient dies, and, si-
milarly, ER— tumours remain negative throughout
their history (16). Thus, patients with endocrine sen-
sitive tumours will often respond to second-line endo-
crine therapy by a mechanism that implies an intact
estrogen receptor system, once they relapsed on the
initial (usually tamoxifen) therapy — hence the success
of second-line aromatase inhibitors etc. The use of
endocrine therapy against ER— tumours is, similarly,
of little value, though it is important to confirm the
absence of functional ER by measuring a product of
ER action such as the progesterone receptor (PR).
Patients with ER- disease may need entirely separate
analysis in terms of both therapy and epidemiology,
since the carcinogenic agents that initiate the disease
and, certainly, the tumour promoters will be different
from those in patients with ER+ disease. A very small
number of ER- patients may benefit from tamoxifen
through its ability to activate release of TGF from
the surrounding breast stroma. There is also good
evidence that tamoxifen can reduce myocardial in-
farctions and plasma cholesterol, as well as stabilize
bone calcium content. These benefits of long-term
tamoxifen have to be balanced against the agonist
effect that tamoxifen has on the reproductive tract.
The overview has shown that there are more deaths
from endometrial cancer in the tamoxifen arm than
in the non-tamoxifen arm, but, in relation to the total
number of women-years exposure and the benefit
experienced in relation to their breast cancers, the
endometrial problem is one to keep in mind, rather
than a reason to reduce the use of tamoxifen. It does,
however, raise the importance of developing third
generation SERMs (selective estrogen receptor mo-
dulators) that will reverse the unwanted menopausal
symptoms without being agonistic to reproductive
tissues.

An additional effect of tamoxifen is to reduce
the incidence of contralateral breast cancers. For this
reason, there have been several trials established to
use tamoxifen for the »prevention« of breast cancer in
high-risk women. All such trials have been designed
in the light of our knowledge about the agonist effects
of tamoxifen on the reproductive tract. These studies
have been reviewed by Craig Jordan (17) and show
that where benefit was observed, it was confined to
those patients at risk of developing ER+ breast can-
cers, i.e. there was no reduction in the incidence of
ER- tumours.

Most recent clinical data on ER determina-
tion have been obtained using commercial kits that
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cannot distinguish between ER-alpha and ER-beta
isoforms.

Nevertheless, it has also been reported that, un-
like in normal breast tissue where ER-beta predomi-
nates, in most breast tumors ER-alpha is expressed
either alone or in combination with ER-beta (18).
Therefore, it is assumed that most available clinical
data mainly reflect the ER-alpha function.

While ER determination has been standard
practice for a few years in the decision-making pro-
cess of selected situations, ER-alpha and ER-beta
must still be considered highly investigational mar-
kers (Table I).

Progesterone receptors are ligand-dependent
members of the nuclear receptors family of transcrip-
tion factors and allow progesterone to exert its effects.
Two PR isoforms, A and B, as alternate initiations of
translation from the same mRNA or transcribed from
two promoters on a single gene (19), exist in proges-
terone target tissue. In the breast, equal expression
of the two progesterone receptors is necessary for
normal development and differentiation, while PR-A
to PR-B ratio is extensively misregulated in breast
cancer. Recent results showed that expression levels
of PR-A were higher than PR-B in breast cancer tis-
sue. PR-B correlated with the absence of HER-2neu
indicating good prognosis, while excess PR-A corre-
lated with poorly differentiated phenotype and higher
tumour grade (20).

PR as ER determination is standard practice in
selected situations, while PR-A and PR-B must still be
considered highly investigational markers (Table I).

HERZ2/neu

HER?2 is a protooncogene that encodes the hu-
man epidermal growth factor with tyrosine kinase
activity. HER2 is a member of the erbB family of
receptors that plays a major role in promoting breast
cancer cell proliferation and malignant growth. The
EGFR family is comprised of four homologous re-
ceptors: erbBl1 (HER1), erbB2 (HER2/neu), erbB3
(HER3) and erbB4 (HER4). However, HER2 is known
to be the preferred co-receptor for the EGFR, HER3
and HER4. It transmits signals into the cell nucleus,
thus regulating normal cell growth, division and
differentiation (21). HER2 overexpression, usually
caused by HER2 gene amplification, results in onco-
genic transformation, and is regarded as HER2 posi-
tive (+) status in approximately 30% of breast cancer
patients (22). Routinely used laboratory methods for
estimating HER2 status are: immunohistochemis-
try (IHC), fluorescent in situ hybridisation (FISH),
polymerase chain reaction (PCR), etc (24). Women
whose breast cancers are HER2 ++/+++ by IHC
and/or FISH positive have more aggressive disease,
shortened disease free survival (DFS) and overall
survival (OS), and altered response to conventional
anticancer agents (23). HER2 receptor thus provides

an extracellular target for novel and specific antican-
cer treatment-monoclonal antibodies. Trastuzumab
(Herceptin) is the first targeted therapy for HER2
positive breast cancer. It is evident that anti-HER2
therapy induces objective tumour remission and sur-
vival benefit. Anti-HER2 therapy may represent the
most innovative breast cancer treatment developed in
the last 20 years (24).

p53, gene and protein

The human p53 tumour suppressor gene has
been mapped to chromosome 17p53.

Many studies showed that alterations in p53 are
associated with poor prognosis. In fact, mutated p53
was found in a higher percentage of patients with
inflammatory breast cancer and p53 overexpression
was associated with a worse outcome in high risk
primary breast cancer patients (25).

KI-67/MIB-1

Ki 67 is a non-histone nuclear protein that is
closely linked to the cell cycle. Increased percentages
of Ki-67 positive cells have been described as an in-
dependent negative prognostic factor for relapse and
overall breast cancer survival in some (26), but not all
studies (27).

Vascular endothelial growth factor (VEGF)

The molecular mechanisms of the increase in
VEGF mRNA and VEGF protein production are not
yet understood, although insulin, insulin-like growth
factor-1, corticotropin, thyrotropin and steroid hor-
mones have been reported to affect VEGF mRNA
production. VEGF protein, also referred to as the
vascular permeability factor (VPF), is the most com-
monly studied vascular growth factor, specific mito-
gene and survival factor for endothelial cells, and, key
promoter of angiogenesis. VEGF has been reported
to be an independent unfavourable prognostic factor
for relapse and survival in a few studies (28).

Circulating tumour markers

Many authors reported on the usefulness of
tumour associated antigens (TAAs) in breast cancer
patients to post-operatively detect relapses and mo-
nitor response to treatment (29). Among them, only
CA15.3 are considered clinically relevant. (29) (Table
II). However, the last updated guidelines of the Ameri-
can Society of Clinical Oncology (ASCO) (30) do not
recommend the use of any circulating tumour marker
post-operatively as they are not considered sufficien-
tly accurate to be used routinely. In the last decade,
suitable criteria for the use of circulating TAAs have
been defined. Consequently, many authors reported
the high accuracy of CEA, CA15.3, TPA association in
the post-operative follow-up of breast cancer patients
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Table II Main circulating markers of breast cancer and their clinical outcome,
according to the Tumour Marker dtility Grading System (TMUGS)

Marker Structure Function Prognostic or predictive value — clinical outcome
Relapse (P) Monitor course (M)
Sensitivity % Specificity % Utility Low, high Utility
(range) (range) scale | correspondence |scale
TAAS
CEA glycoprotein cell-cell 7-50% 88-100% + low to high +/-
interaction
CA15.3 glycoprotein mucins 37-67% 92-100% + high +
TPA protein cytokeratines | 51-86% 48-72% 0 high 0
MCA glycoprotein mucins 43-84% 43-89% 0 high 0
CA549 glycoprotein mucins 50-70% 79-98% 0 low to high 0
Others
ECD HER2/neu | protein antigen 31-45% 100% +/- unclear +/-
p53 antibodies |immunoglobulins | antibodies | 0-46% >81% — >99% +/- unclear +/-
Nucleophosmin|immunoglobulins | antibodies | NA NA + NA +/-
antibodies
Cytokeratin- protein cytokeratines | NA NA 42 NA +/-2°
positive cells
ICAM-1 glycoprotein adhesion NA NA +/-2 | NA +/-2
molecule
VCAM-1 glycoprotein adhesion NA NA +/2 | NA +/-20
molecule
E-selectin glycoprotein adhesion NA NA +/2 | NA +/-2b
molecule
See text for details. For explanation of utility scale, see Table I. For TAAs, ECD HER2/neu, p53 and nucleophosmin antibod-
ies, prognostic value derives from a rising level predicting an impending relapse; for predictive value see text. P = primary
cancer; M = metastatic cancer; ECD = extracellular domain. 'Referred to progression of disease, or response to therapy
(complete or partial), or no change: high > 60%. Although they are investigational (+) or highly investigational (+/-), data are
available as prognostic factor (22) or predictor factor (2°). Data are not available (NA).

and identified clinically important benefits from their
use (31). While their preoperative levels did not show
relevant prognostic or predictive value, their clinical
use in the yearly detection and monitoring of relapses
is widely documented. None other circulating marker,
according to the Table I, should be considered as
standard practice.

Conclusion

Many efforts are ongoing to define either tissue
or circulating biomarkers that independently, or in
addition to the conventional pathological findings
(T and N), better select patient management. In the
adjuvant setting, c-erbB2/HER2neu positive tumours

with concomitant high value of Ki67/MIB-1 define a
subgroup of lymph-node negative patients with hig-
her risk of relapse. Cytokeratin-positive cells in the
peripheral blood or high KI67/MIB-1 values proved
to be independent negative prognostic factors. Cy-
totoxic chemotherapy is an important therapy for
breast cancer patients, but it is limited by toxicity,
non-specificity and the inevitable development of
resistance. The above-mentioned new markers can
help in the decision-making process on the use of
antracyclines and/or taxanes in place of CMF (2).
However, an effective therapy has to target cellular
pathways involved in growth regulation. The term
»targeted therapy« refers to a known therapeutic target
that is important in the biology of the cancer cell and
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indicates a specific agent that acts by modifying the
expression or activity of the target in the growth and
progression of cancer. According to this approach,
only patients with the likelihood of benefit are treated,
so hopefully the therapeutic index will be improved.

Tissue biomolecular markers, aside from being prog-
nostic and predictor factors, undoubtedly play a cen-
tral role in targeted therapies that are among the most
promising directions of clinical research.

BIOMARKERI d KARCINOMU DOJKE

Sladana Filipovié, Aleksandra Filipovié, Ivica Pejci¢,
Svetislav Vrbié, Zorica Stanojevié, lvana Misi¢

Medicinski fakultet, Nis, Srbija
Klinika za onkologiju, Klinicki centar »Nis«, Nis, Srbijja

Kratak sadrzaj: Rak dojke je bolest abnormalnog rasta i razvoja do tada normalnog tkiva dojke.
Tumorska ¢elija nastaje kada celija viSe ne prepoznaje bioloske kontrolne mehanizme. Za bolje razumevanje
biologije tumora, ¢elijskog ciklusa, angiogeneze, apoptoze, neoplasti¢ne transformacije, fenomena progresije i
metastaziranja veoma su znacajni biomarkeri kao prognosticki i prediktivni faktori. Biomarkeri raka dojke imaju
posebnu vrednost u proceni agresivnosti bolesti i ranoj detekciji progresije.

Kljucne reci: biomarkeri, rak dojke, bioloski procesi

References

1. Beatson GT. On the treatment of inoperable cases
of carcinoma of the mamma: suggestions for a new
method of treatment with illustrative cases. Lancet
1996; II: 104-7.

2. Nicolini A, Carpi A, Tarro G. Biomolecular Markers
of Breast Cancer. Frontiers in Bioscience 2006; 11:
1818-43.

3. Lemon HM, Wotiz HH, Pearsons L, Mozden PJ. The de-
velopment of a urinary discriminant to identify patients
with endocrine-sensitive breast cancer. JAMA 1966;
196: 1128-36.

4. Jensen EV, Jacobson HI, Flesher JW, Saha NN, Gupta
GN, Smith S, Colucci V, Shiplacoff D, Neumann HG,
De Sombre ER, Jungblut PW. Estrogen receptors in
target tissues. In Steroid Dynamics, Eds G Pincus, T
Nakao & JF Tait. NY: Academic Press 1966; 133-56.

5. Leake RE. Steroid receptor assays in the management
of endocrine disorders. Ligand Review 3: 23-35.

6. Hawkins RA, Roberts MM, Forest APM. Oestrogen re-
ceptors and breast cancer: current status. Br J Surg
1986; 6: 153-69.

7. Leake RE, Laing L, Calman KC, Macbeth FR, Crawford
D, Smith DC. Oestrogen receptor status and endocrine
therapy of breast cancer: response rates and status sta-
bility. Br. J Cancer 1981; 43: 59-66.

8. Fisher B, Redmond C, Brown A, et al. Influence of tu-
mour estrogen and progesterone receptor levels on the
response to tamoxifen and chemotherapy in primary
breast cancer. J Clin Oncol 1983; 1: 227-41.

10.

11.

12.

13.

14.

15.

16.

. Thorpe S, Rose C. Oestrogen and progesterone recep-

tors in breast cancer. Cancer Surveys 1986; 5: 505-25.

Knight WA, Livingston RB, Gregory EJ, Maguire WL.
Estrogen receptor as an independent prognostic factor
for early recurrence in breast cancer. Cancer Research
1977; 37: 4660-471.

Early Breast Cancer Triallists Collaborative Group. Ta-
moxifen for early breast cancer: an overview of the ran-
domised trials. Lancet 1998; 351: 1451-67.

Koenders A, Thorpe S. Standardisation of steroid re-
ceptor assays in human breast cancer Il. Eur J Cancer
1983; 19: 1467-72.

Barnes DM, Millis RR, Beex LVAM, Thorpe SM, Leake
RE. Increased use of immunohistochemistry for oes-
trogen receptor measurement in mammary carcinoma:
the need for quality assurance. Eur J Cancer 1998; 34:
1677-82.

Harvey JM, Clark GM, Osborne CK, et al. Estrogen
receptor status by immunohistochemistry is superior
to the ligand binding assay for predicting response to
adjuvant therapy in breast cancer. J Clin Oncol 1999; 17:
1474-85.

Rhodes A. External quality assessment of immunocy-
tochemistry: UK NEQAS review of run 52. Cell Pathol
2001; 5: 253-93.

Crawford DJ, Cowan S, Fitch R, Smith DC, Leake RE.
Stability of oestrogen receptor status in sequential
biopsies from patients with breast cancer. Br J Cancer
1987; 56: 137-40.



Jugoslov Med Biohem 2006; 25 (4)

361

17.

18.

19.

20.

21.

22.
23.
24.

Jordon VC, Morrow M. Tamoxifen, Raloxifene and the
prevention of breast cancer. Endocrine Rev 1999; 20:
253-78.

Speirs VC, Malone DS, Walton MJ, et al. Coexpression
of estrogen receptor alpha and beta: poor prognostic
factors in human breast cancer? Cancer Res 1999; 59:
525-8.

Kastner PA, Krust B, Turcotte U, et al. Chambon. Two
distinct estrogen-regulated promoters generate tran-
scripts encoding the two functionally different human
progesterone receptor forms A and B. EMBO J9 1990;
1603-14.

Bamberger AMK, Milde-Langosch HM, et al. Progeste-
rone receptor isoforms, PR-B and PR-A, in breast
cancer: correlations with clinicopathologic tumor pa-
rameters and expression of AP-1 factors. Horm Res
2000; 54: 32-7.

De Vita VT. Cancer Principles and Practice of Oncology;
volume 2, edition 6; 2001.

Roche HER2 Monography 1999.
ASCO 2004 & 2006 Education Books.

Volpi AO, Nanni F, De Paola AM, Granato A, Mangia
F, Monti F, et al. HER2 expression and cell prolifera-
tion: prognostic markers in patients with node negative
breast cancer. J. Clin Oncol 2003; 21: 2708-12.

25.

26.

27.

28.

29.

30.

31.

Keohavong P, Gao WM, Mady HH, et al. Analysis of
p53 mutations in cells taken from paraffin-embedded
tissue sections of ductal carcinoma in situ and atypical
ductal hyperplasia of the breast. Cancer Lett 2004; 212:
121-30.

Kushlinskii NE, Orinovskii MB, Gurevich LE, et al. Ex-
pression of biomolecular markers (Ki-67, PCNA, Bcl-2,
BAX, BclX, VEGF) in breast tumors. Bull Exp Biol Med
2004; 137: 182-5.

Rudas M, Gnant MF, Mittlbock M, Neumauer R, et al.
Thymidine labeling index and Ki-67 growth fraction in
breast cancer: comparison and correlation with prog-
nosis. Breast Cancer Res Treat 1994; 32: 165-75.

Chelouche-Lev D, Miller CP, Tellez C, Ruiz M, Bar-Eli M,
Price JE. Different signalling pathways regulate VEGF
and II-8 expression in breast cancer: implications for
therapy. Eur J Cancer 2004; 40: 2509-18.

ASCO Special Article. Clinical practice guidelines for
the use of tumor markers in breast and colorectal can-
cer. J Clin Ocol 1978; 14: 2843-77.

Nicolini A, Carpi A, Ferari P, Pieri L. Utility of a serum
tumor marker panel in the post-operative follow-up of

breast cancer patients with equivocal conventional ra-
diological examinations. Tumor Biol 2003; 24: 275-80.

Nicollini A, Carpi A. Postoperative follow-up of breast

cancer patients: overview and progress in the use of

tumor markers. Tumor Biol 2000, 21: 235-48.
Received: July 15, 2006

Accepted: August 25, 2006






