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[ 5 ] WArIRYT R MELZE 21K (estrogen receptor, ER ) FHM:F IR B 2 A0 Bhia T FB . BRIRE R (Mg
A%~ 10% ) ANHELAEARSZ BN 2 G0, i b LR SR AR 3% ~ 9%, BN IA T SCRARM A R . HAA
ER{K A B EFEFL I AR o5 LUBLAR, H i T 2L R B R ARG R, AR MG R T SRR 2. IS8 4
78, ERMRFIAZUIRIEAE IR 09 73 7AW e L I G B 27 R iE A f8 5 TS 45 07 T 5 ER PR ZL IS 22 ok, R T
ER LU o X T ERK R AR 2L 09 P9 2 MAVA 9T 3R 4 Bo7 B U@ ANAFE AR, e LRI RE PRI PRI A TE B
LIl PR SE R meta sy BT 45 SR B, IR ABHESZ BN A WA 7 v REAR A5 A PR, IR I bR I5CG AN IR AR RO
B (cyclin-dependent kinase, CDK ) 4/64iil 51474 BhiG 7 MR 25478 FEAR KRR IR . #4 ERMGER 18 FLAEE AR 3 1T 25
B B HAR SR R A TR BILST o BRABGAITAL, SUARZYIEEY) (InSeib ZBR 4T, Dato-DXd) . Z MR R A%NE
A HE[poly(ADP-ribose)polymerase, PARPUHITHIF] . Sasieifyy ERMIGZEA FUHZLIE 1Y IE IRIT S EAE AT rh . b6 ds .
PG b 2 BR BB G A TR BR BB AH BRI RS = 1 i AR K AE R H 752442 (human epidermal growth factor receptor
2, HER2) M. ERFIZEILZZIK ( progesterone receptor, PR) <10%HH ) MMHHASCENT-058F5%, PFAL K70 ZER 4T
BRI ARG S fEHER2BAVE U 19 TTISASCIARF Y, LA KAl Dato-DXdHE A B A A L b Ul 4 BIi6 Y7 (1 Y TROPION-
Breast04fF5% ; MeAh, —IENXF BAARIDEA BEARADU AP BAYT =AM FLIE (triple-negative breast cancer, TNBC )
MERMEFIRFLMEAIBITE (NCT03594396 ) IEFEIREH, FREAHNRE . AU HERMRFIAFLIRE 19 . Ik RS P
FHEN B FH DG, I HRHER2BIVE . ERMLZRIA RN ZLIRIE AT IR L S AT TE 1R YT R m
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[ Abstract ] Endocrine therapy is the most important adjuvant treatment for early estrogen receptor (ER)-positive breast cancer.
ER-low-positive (immunohistochemistry staining 1%-10%) breast cancer has drawn widespread attention in recent years. This group
accounts for 3%-9% of overall breast cancer patients. The efficacy of endocrine adjuvant therapy is relatively limited in patients with
ER-low-positive breast cancer. Although the proportion of patients with low ER expression in breast cancer population is relatively
low, the clinical needs of this population can not be ignored because of the large number of breast cancer patients. A number of
studies have suggested that ER-low-positive breast cancer is different from ER-positive breast cancer, and is similar to ER-negative
breast cancer in terms of molecular and biological characteristics, clinical features and prognosis. There are still controversies on the
benefit and duration of endocrine therapy for early ER-low-positive breast cancer, and there is a lack of evidence from large-scale
prospective studies. Multiple retrospective studies and meta-analyses have suggested that ER-low-positive breast cancer may have
limited benefit from adjuvant endocrine therapy, and therefore endocrine therapy should be considered with caution in this population.

The benefit of adjuvant therapy combined with cyclin-dependent kinase (CDK) 4/6 inhibitors is yet to be supported by future data.
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Some patients with ER-low-positive breast cancer may try adjuvant chemotherapy in consideration of other risk factors. Additionally,

clinical trials that test antibody-drug conjugates (such as sacituzumab govitecan and Dato-DXd), poly (ADP-ribose) polymerase

(PARP) inhibitors, and immunotherapies for the treatment of early ER-low-positive breast cancer are still ongoing, including the

phase Il ASCENT-05 study evaluating the adjuvant therapy of sacituzumab govitecan combined with pembrolizumab in high-

risk human epidermal growth factor receptor 2 (HER2)-negative, ER and progesterone receptor (PR)<10% patients after surgery,

the phase [l SASCIA study evaluating the adjuvant therapy of sacituzumab govitecan in high-risk HER2-negative patients after

surgery, and the phase Il TROPION-Breast 04 study evaluating the neoadjuvant therapy of Dato-DXd combined with durvalumab.

In addition, a neoadjuvant treatment for triple-negative breast cancer (TNBC) and ER-low expression breast cancer with olaparib and

durvalumab (NCT03594396) is being explored, and the results are worth expecting. This article aimed to introduce the definition,

clinical and pathological characteristics, and prognosis of ER-low breast cancer, and expound on the current treatment status and

potential therapeutic strategies for HER2-negative, ER-low-positive early breast cancer in the future.

[ Key words ] Estrogen receptor; ER-low positive; Breast cancer; Endocrine therapy; Targeted therapy; Antibody-drug conjugates

TEIE %Z K (hormone receptor, HR ) [H
Y VS

F-BIF Al 0 2 e B A A . HRALHS MUK
EZIK (estrogen receptor, ER ) FIZZIIEZIK
( progesterone receptor, PR) . HH1, ERZFLAR
T ) B IS PR, ERZRIR K22 N 40 WA YR
PRI , FERIRIT O L ERFMERY
AT AER 35 = 1% 968 4 A% 4o £ BH 4 R 5
i, HERZIAKFHALH [ el b r e
( immunohistochemistry, THC ) 1%~10% | A/
SHINEIT IR AR, Bk 1 e k& AR ALR
UK X NHER T 1 CHERIRZER IS . SER
BHE > 10% 9 85 M L, ER{IRFRIAFLIRE # W
FTHARR MM, & 2R RN | )
AR A1 PR 23400 L B 22 3R o B Rg 11 B O R K- 67
WA, BEPUEREE D XEWABREWN
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L) RSz, ERARZE A TN (14 P 43 1
‘nﬁ%ﬁfgﬁl)(o AR F L ERAR # 3k 7L e
IE L. RHIE . IR BUR ARG YT R S5 4T
gk, BIEAIMIKIG T Bt S %
1 EREREZFRERITHRAZHEBSHMSTE

ERMNEIL (1%~10% ) B 7L SR A
BERI3%~9% 7). EIRERMTFA B H LI
PN SR oo [ (BN B R TS Y e S U NG 4
IR FRHARRIG R TR AN A 2.

ERAL R IAJE T JUARE A B W w42 52 JF AL 1)
MES . TEMZAT, ERFRRE FEARIEIHCK:
N0 b2 240 A 2 € 3 400 0 W ER B PE FIER BH A4

XK. TERAEATR MG RS, ERFHERY FHE
TE1%3120% A5, HAd, KER=10%fFHERFH
PER) SRS 2 BB T Z BN . H 220094,

& [ [ L5 AR IE M 2% ( National Comprehenswe
Cancer Network, NCCN) TAEZRE ' 42
ERFEIA = 1% SO HM:, <1% MM, 20104
5 I PR e eg 2 25 /36 R B¢ 8 ph2s ( American
Society of Clinical Oncology/College of American
Pathologists, ASCO/CAP ) &i] T ER/PRA N5
M, WHIHCKIER = 1% XCHERPHY:, I8
WHBERMRERIE (1%~ 10%55 BHPELNAE ) AOHE
W, ABFERTEAN R, AR 5 2 B AR TR A

BF PN I f”ﬂ’]é@%*“‘” 20154ESt. Gallen[EPr
AL L F AR A 3 ERR 8 A8 THR

AW RAS, AHEREURKIETHC K2R N 43
1BI7 T 20204EASCO/CAPHE #i i ds /i 1F 542
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IR H ERAIG 220 07 Bk VA A 38 B4 43 BRI o )
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i 3 XS 465151 7L R S HEATPAMS 0BE A 73 By &
B, EREIE1% ~ 9% & H SERMIVEE & 11
BIERFEFIFRHETEor A0, JF W8 TERFHM: &
H o ERFKIR1% ~ 9% 1Y FL i 22 50 5 I RL IR AL I
RN (1o

FENG RS FEAE 7 1, BRI 35 L g [7)
FESERBITESLIR G AL, Yide D R,
ERKERIN B # SERPHME B35 MH LLAF I B/ . &
ERETCOIE L R SR L R A
B2 SERFIVERFAALL, WA ARFEFRL
ANE A K322 (human epidermal growth
factor receptor 2, HER2) FHMER . /- fbLFEREE . Af
968 KIS Bk B B8 5 R R AS S5 I A BRI Jr T
XS TG L Feids VT X4 1794 R[]
ERZFR IR 0 FL IR B A7 20, [RAEAS 3
TRPINEE R

FEMS J5 i, ERMKRIAFLIRE SERFIPERL
g FE Y R S5 SR B AR, Dieci® 'S g A
40601832 (7 ) HiBhLIy IER <10% HHER2
B R FL I R, B A 2 R i ) R
ERBIMEAT ERfIGER I B H HISFTCIR 2B R K AF
& (invasive relapse-free survival, IRFS; 74.0%
vs 73.1%, P=0.600) FI54E mAE1E%R (overall
survival, OS; 82.3% vs 76.7%, P=0.800) 2%
S TG S 2 WA Bk B9 16545
BET, WAMRE Y 2% M (pathological
complete response, pCR ) FRWAHMLL (38% vs
44%, P=0.498) . 1Tl F i) —IT40 A2008—
20204F5 655 HIFLARE B H R BTIBFST " th
/N, ERFIMESERMEFR A LH7EOS . DFSTT I i)
R TGAT L, PN TARIT I R0
FEAL, P ApCRAE 5 OS M AH Mg — 3k .
WeAh, PRI i LA E AL, Dowsett
a0 U RE Y45 R R, ERFAVEIR ZSAENE K
RN (1.0%~2.5%) , M5~ 104F5 & A5
(2.5%~4.0%) ; S, ERMRFRIAEHE S
W KRBT (1.5%~3.5%) , 15~ 104ENZESE
FEAEE1.0%~3.0%

3 ERRFRZERHIMEZEZ AN DETHRR
54y

Q04EMEE, 3 MbhinyT W FEIR T ERFHME
U LR 1) 5 & B B SR TR, HER A
KRR, B AR, (AX FERMK
FE IR RN LR S BE T N IR T AR 25
A IARTTIT R I A . BB A FH2 1R R 70
S T HAS R RGBT & R, e e
W BAEXHZ AT DG IE B A E 4 22 3L 0] it
PEWTFFE, i A F PR I R 58 55085

i — ok T 3 E R g AE BCPE E
( National Cancer Database, NCDB ) ) [a]Jifif4
Wrge 2 ], e AT IERMRF A R FL
Ji g e A TR, SRR Sl B P9 A AR T Y LE 5
B, i842%. SHEEZEBIN 3 IIRIT A LG,
ERGL N AR YT 5 T 22 I OSHIO& (KUK oA
1.25, 95% CI: 1.05~1.48) . iZInlJiiPEwf 55
7N ERAIK 23K 7L Wi S5 8 B2 32 5 B 9 40 bR 9T
ATRBAR£R . SR, HEMMFITIEYE R, ER(K
FEIR N Z 5 BN 43 MAR T AR 2 A B . 2011
MR FH—Timeta M BT 45 5 1 BoR, ERMGFER
IR LRI R 2 B SRR T A — R A
( XF L 20.67, #R#E2E40.08 ) , [HAUWER
PR E Rz T 2 (XU LR 0.525 AnifE2E R
0.07) . Raghav® "2 20124F % 3% i [m] i P AFF
TN T 1 257 ER/PR <10% . HER2BAMER
., IFRIEER/PREIR K70 34 : A2 (ER/
PR <1%) . B4 (ER/PRN1%~5%) . C4
(ER/PRI6%~10% ) o Z5H4R, REEZH
B9 2 AR X 3L M TEE K A A7 (relapse-
free survival, RFS ) FIOSHIFI I LG 124 =
o YisE P 20144F L R IEBES T (n=9 639
) B, ERFERKFTE1%~9%M 4 SERMA
PERRE AL, TCTE A BY N IR YT k25 .
MAEFBLE KRR, ERMEFIAFLIIEAFIEER I AE
1637 TN = GIRU B | 3 i il i T STl N [
S M TS K NI 2

LA % EERMLF A W 2L IR oA B2 hs
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HEN AT INIAIT IR S AN RN, A 4 2
TSP AT A3 IR T R . — T [ T
JER L | RTREPERTSE 0 RSE T ERERIA R
LR R 2 B R 9 0 IR YT B T A T
R R IR, HZ N IIRIT2 ~ 34E SRR
HBH TR AL (disease-free survival, DFS)
2RI R (X HEH0.82; 95% CI:
0.51~1.33; P=0.430) . ZHrP.OBFSE 4SS RA4R
TN, 2~ ARG Bl N 3 AR T W] REAE W ER{R
TR R FLR I B R —, ST RS AR
RITERIE, SO B — LI J 2 vt KA
MR IR T IR

T 2245 AT ERAI R IK S8 5 1 N 3 W6 9T
PR EAT TR T L BT, ERMGFAR
WL B 32 N IR T T B3R S e A B .
i T BRI A S uE e R AT RE AR 25, G
G3 BEAT AT IR N A AR YT, (BRI R
2|, ERMRFRIN BE 132 5 B N 40 W6 7 I RUR
e, PGS DL I R % &
4 ERRRIEZBRHAZIREHB NS WENIETH
RE

P FHER2FIME . ERAE ik a9 5 100 7L g 9
BE L, AT LU B N A W e AR IR T A AR
W H5E, X T2 fE A HR BH 4 2L AR g
B, REZIEFAEH BN 3 WG 7 Hah FERE
U EL T REAN ] ( ovarian function suppression,
OFS) ") (HiHFTEXTHISOFTHIZE ' {4}
A TER/PRFEIR = 10%HEF, B FER(KHEE
BHF, BEOFSHKa A, (i Bl PRI R 2 2>
(CSCO) FUMEILITHERI2024 ) (IR, %)
FERMLFRB AL EE , AEBCRAOFSEES
H kN INEIT 25 T %6 . eAh, T ERAK
FiB NBEN - UARIT AR ZE AN, JE N4 IAR
S R A SR RS T AR, XSHZ AR TR
P MR T L R 2R

% T2 75 315 24 ) 3001 2 10 A0 ol P DR il
(cyclin-dependent kinase, CDK ) 4/63#il5,
HHET R . CA 20BN 2 IR TT
& CDK4/63 i 55 Al RBF5E. ( iMonarchERfF
5% . NATALEEf/f5Y . PALLASH%Y . Penelope-B

55 ) WAERIRFR LB E , HI R XX
HEARTF T . H, M MonarchEHfF
g¢ USSR IR, SR N MIMETT AR G, BT
PEAIEC A N 43 W3R 7 ] i 3% el 3% HR P M /HER 2
F 4k A 5 e LM i SR T T AR 28 I 0 AR AT
(invasive disease-free survival, iDFS; XU H
$90.680; 95% CI: 0.599~0.772) FIFiLhbE
KM Af (distant relapse-free survival, DRFS;
KU HER0.675;5 95% CI: 0.588~0.774 ) , S54F
iDFSHIDRFS Y% 3k 4 73901 8 7.6%F16.7% 0 1%
WG ER G IA S 35 52 W T I Y7 it AT TR &R
PG 1T, RBICIRERZFR IR W], G RCR
HA -k, sh, MPNATALEEWT
gE P G IRR W], FERINGYT R, H v e
B A IARYT AR BB Y 43 WA T T R AR
AT 49 HR FEAE/HER 2 BA M B30 L IR He v
SRR, H B bt U5 iR (R iDFSMIDDFS
MIRFEEaRes, P B A AU PRI 1T728.5% (JRUBS:
Ftok0.715, 95% CI: 0.609~0.840) . iZHF5EH
Y9N TERMRF BB, (HARXHZ AT WAL 53
M, AT G byt — g . SR, 7E
B WR AT P8 A1 () 5 BT i 9E ( PALLASHSE .
Penelope-Bfff5% ) #', iDFS/DRFS) A H15FH
PREEE D9 BRI, BN MNAIT RS
CDK4/64 il I 7EERIR R I B th A fF ik s A
FRRISACUE, WTEAR S i — DA SRR E
P, TEMLZ AU AR
5 ERRFRIEZREZIREHMIETREHNRE

H T ERAL R IAFLAR I 19 7 A ot 5 R I 1w
Y (non-Luminal ) B MARL, ZEEBMEHL T AT
LR R R I A A 5 PR 2 e PR B ALY .
ERMIEFAFEPRIAM: . A0 AR . Ki-67H
FEFREE R R UL, R AR S PRz Ak
ISP LB R . Boh, ABSE 0 IESCER R
U LR B S TR A B P 0 MR Y7 Bl A 1k
ST A LIAR 5. TTHIPOTENTHFGE AN A T #54ERAI
TR, RER BRGNS IIRTT I H
U 1T IR F6 R 8 1 2 24 W) S - VAR B i 9 43 WA 9 7
A B PG ER B /HER2 A H 4 AUIDFS .

Bk A% Ge A7 A1, EB g3 B Ak 25 1 A B )
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(antibody drug conjugate, ADC ) #HIAYF/#
AR IR R BT gl A T HER2BATE: . ERAIK
TR B AN, PEAG SKVD 2 Bk BT A A
FIBR BB BNA T ARG = A HER2 B . ERFI
PR < 10%H &1 I ASCENT-051F55 177 3
it XU Z R BB B AT ARG S fE HER2 B 5
F I MSASCIABESE - 5 LKA Dato-DXd
E A B AR R S BB 3 5l B V6 T 00 = B 2L R
Ji4 (triple-negative breast cancer, TNBC ) a{HR
IR/ HER2 [ 2L A 98 2 # 19 T TROPION-
Breast04#F5¢ ', FRTHTZESEATH, W97 HAT
FEE A A ER A ERAG IR 19 1 5 18 2L o s
R IS5

TEGRPEIRTE A, KEYNOTE-756/f5% 14

VLA AR R A 85 R4, X F & fE R HR FHAE/
HER2[I P H I ZLA I B, R B Ak 7 rh Bk
A AR BRSBTS 2R A He S R S T pCR
R (24.3% vs 15.6% ) , IRIT 255 M8.5% (95%
Cl: 42~12.8) . 7EMIZAY4 WA H, pCRIR
B R —E, HkEgsEYE . st [ &
M ] Fdf&k-1 (programmed death ligand-1, PD-
L1) CPSIF4r=1. ER <10%HHE s 50
o TRV 7 — A FELOS TTF A A
(event-free survival, EFS) MiAME, HEIAY
LN B N D R = 3k o L ¥ S & s Sa e ad i
VIR TE . CheckMate 7TFLAFSE 14 [FlkER
7N, AEFT BT T A g 2R e s T i S ek
2 F FEHR P/ HER2 FAYE U I pCRZE (24.5%
vs 13.8% ) , JLHJEXT TPD-L1BHYEMCPSEL
PEE . TETREA 8, ERRRIAHEE
HAE = B pCRAGE A i faf (residual cancer
burden, RCB) 0~13k%5. HREIZMFFT I HABEE
RIS TAERE TR, DhtE— 25 anfe gl A s
YOG F BT T 3R 25 AHE <

WAk, FEEFES P SR, EERBHYEZL IR E

G RELEAE “BRCAness” WWRE, XHRoHEE 1T HE
HERMEFR AN — @& E A, ol g7 iR
B S S R FR e . — I X B A
FIIE A BE AR BT Bl iy T TNBC M ERIR SR
INFLIRE IFSY (NCT03594396 ) IEFESEFTH,

ER(EAT T
6 B &

ERAK IR FL I S K S AR B L E 2y
WYY AR a A IR — M RRERE A, LR A )
AT BRI b U A 5 TS ER B PEFLR
SRR T A ARRL o AE H TSR R R 04 I PR A
ge, HRP TR BRI IR A O AP, 3
IR AN A ER FHIPE S BIBESE T, J&7R X TER
REIEIABANFTIRER . ARATI T IT I 4%
ER{R X ARERYATHE PE IR PROFTE, DIHESIER{K
FIRFLIRIE IR T AR AL o
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