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Introduction

Traditionally, anthracycline and taxanes are the preferred 
chemotherapy agents in metastatic breast cancer. Taxanes 
(solvent-based paclitaxel and docetaxel) induce cell-cycle  
arrest and apoptosis by stabilizing microtubules [1]. Pacli-
taxel is hydrophobic and therefore requires a solvent such 
as polyethoxylated castor oil (Cremophor EL). Solvents  
included in the solvent-based paclitaxel increase the risk 
of acute hypersensitivity reaction and peripheral neuropa-
thy [2]. As such, corticosteroid premedication is required in 
solvent-based paclitaxel to prevent hypersensitivity reaction. 
Nanoparticle albumin-bound (nab)-paclitaxel (Abraxane) 
is a solvent-free form of paclitaxel developed to overcome 
shortcomings from the solvent-based form. Because of the 

albumin-bound form, nab-paclitaxel could deliver drugs to 
the target sites more effectively without forming redundant 
micelles. More importantly, it does not require corticosteroid 
premedication. Compared to solvent-based paclitaxel, previ-
ous studies demonstrated comparable or better efficacy of 
nab-paclitaxel with favorable safety profiles [3,4]. 

Recently, immune checkpoint inhibitors have shown 
promising results in metastatic breast cancer. In the IMpas-
sion130 trial, atezolizumab plus nab-paclitaxel was superior 
to nab-paclitaxel monotherapy in metastatic triple-negative 
breast cancer [5]. Nab-paclitaxel was selected as a partner 
drug of the atezolizumab as premedication of corticosteroid 
is not required. There are concerns that corticosteroid may 
have a negative effect on drug efficacy of immune check-
point inhibitors [6,7]. 
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Purpose  We aimed to assess the real-world efficacy of nab-paclitaxel in metastatic breast cancer patients.
Materials and Methods  This is a retrospective study performed in two tertiary referral hospitals in Korea. Patients with metastatic 
breast cancer treated with nab-paclitaxel (Abraxane) between March 2016 and March 2020 were enrolled.
Results  A total of 102 patients with metastatic breast cancer were included. Patients were heavily pre-treated with a median of 
four prior lines of chemotherapy (5 lines when including endocrine therapy in hormone-receptor-positive patients), and 66 patients 
(64.7%) were exposed to taxanes in the metastatic setting. According to St. Gallen molecular subtypes, 36 patients (35.3%) were 
luminal A, 28 (27.5%) were luminal B, 18 (17.7%) were human epidermal growth factor receptor 2–positive and 20 (19.6%) had triple-
negative disease. Fifty patients (49.0%) were treated with a 3-weekly regimen (260 mg/m2 on day 1 every 3 weeks), and 52 (51.0%) 
were treated with a weekly regimen (100 mg/m2 every week). Objective response rate was 22.9%. After a median follow-up of 22.0 
months, median progression-free survival (PFS) was 4.0 months (95% confidence interval [CI], 2.6 to 4.8) and median overall survival 
was 8.7 months (95% CI, 7.5 to 11.2). Patients treated with weekly regimen had longer PFS compared to 3-weekly regimen (5.5 vs. 
2.3 months, p < 0.001). Multivariate analysis revealed the treatment regimen as an independent prognostic factor for PFS. There was 
no grade 3 or 4 hypersensitivity reaction.
Conclusion  This real-world data shows that nab-paclitaxel is a reasonable treatment option in heavily pre-treated and/or taxane-
exposed metastatic breast cancer patients.
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While nab-paclitaxel showed promising results in meta-
static breast cancer patients, most studies were performed in 
earlier lines of treatment [3,4,8]. In addition, there is a pau-
city of data in the real-world setting, especially in the Asian 
population. We conducted this study to assess the real-world 
efficacy of nab-paclitaxel monotherapy in Korean breast can-
cer patients. 

Materials and Methods

1. Study design, patients, and data collection
This is a retrospective study of metastatic breast cancer 

patients treated with nab-paclitaxel monotherapy. Patients 
meeting the inclusion and exclusion criteria were enrolled 
from two tertiary referral hospitals in South Korea between 
March 2016 and March 2020 (Seoul National University Hos-
pital [SNUH] and Seoul National University Bundang Hos-
pital [SNUBH]).

Eligible patients were women aged 20 years or older at 
diagnosis with confirmed breast cancer pathology. Patients 
who received nab-paclitaxel monotherapy in a metastatic 
setting were included. Patients treated with combination 
therapy of nab-paclitaxel with other chemotherapy agents 
or who had double primary cancer were excluded. Eligible  
patients were identified from the electronic database of 
SNUH and SNUBH, and medical charts were reviewed  
using the electronic medical record system of each institute.

Patients received nab-paclitaxel as a weekly regimen (100 
mg/m2 every week) or a 3-weekly regimen (260 mg/m2 on 
day 1 every 3 weeks, once every 3 weeks) on the discretion 
of the treating physician. Based on performance status and 
toxicities, dose reduction or interruptions were made by the 
treating physicians.

2. Analysis of tumor subtype
Immunohistochemical staining was performed with for-

malin-fixed paraffin-embedded tissue at initial diagnosis or 
at the time of recurrence with metastatic disease. Nuclear 
expression of tumor cells was interpreted as positive for  
estrogen receptor (ER) and progesterone receptor (PR), while 
membrane staining of tumor cells was considered positive 
for human epidermal growth factor receptor 2 (HER2). The 
expression of ER and PR was positive when ≥ 1% of the  
tumor cells were stained according to the 2010 ASCO/CAP 
(American Society of Clinical Oncology/College of Ameri-
can Pathologists) guidelines [9]. The HER2 positivity was 
assessed based on the 2013 ASCO/CAP guidelines [10]. 
Patients were categorized as either ‘luminal A,’ ‘luminal B,’ 
‘HER2-positive,’ or ‘triple-negative’ according to the 2011 St. 
Gallen Consensus Panel [11].

3. Statistical analysis
The objective of this study was to reveal the real-world 

efficacy of nab-paclitaxel in terms of objective response rate 
(ORR), disease control rate (DCR), progression-free survival 
(PFS), overall survival (OS), and safety. The best tumor res-
ponse was evaluated by computed tomography scans using 
Response Evaluation Criteria in Solid Tumors guideline ver. 
1.1. ORR was defined as combined proportions of patients 
with the best response of complete response (CR) and partial 
response (PR). DCR was defined as a combined proportion 
of CR, PR, and stable disease (SD) for 12 weeks or longer. PFS 
was calculated from the date of chemotherapy initiation to 
disease progression or death, whichever occurred first. Data 
from patients who were free of disease progression or loss 
to follow-up were censored at the date of the last follow-up 
visit. Patients who discontinued nab-paclitaxel due to its tox-
icity were censored at the time of the last dose injection. OS 
is the time from the date of chemotherapy initiation to death 
from any cause. In the current study, we defined patients 
treated with four or more previous chemotherapy lines as 
heavily treated. Primary taxane resistance was defined when 
the best response to prior taxane was a progressive disease 
(PD). Taxane sensitive relapse was defined in patients who 
had objective response to previous neoadjuvant taxane or 
those who had disease relapse after 6 months of adjuvant 
taxane treatment. Categorical variables were compared  
using the chi-square test. PFS and OS were calculated with 
the Kaplan-Meier method, and comparisons were made  
using the log-rank tests. Hazard ratios (HR) were calculated 
using the multivariate Cox proportional hazard model. Tox-
icity was evaluated according to Common Terminology Cri-
teria for Adverse Events (CTCAE) ver. 4.0. We considered a 
p-value of less than 0.05 to be statistically significant. Statisti-
cal analysis was performed using STATA version 16.0 (Stata-
Corp LP, College Station, TX).

Results

1. Baseline characteristics
A total of 102 patients were treated with nab-paclitaxel 

monotherapy between March 2016 and March 2020 (data 
cutoff, 31 October 2020). The baseline characteristics are sum-
marized in Table 1. According to subtypes of breast cancer by 
2011 St. Gallen consensus, 36 patients (35.3%) had luminal A, 
28 (27.5%) had luminal B, 18 (17.7%) had HER2-positive, and 
20 (19.6%) had triple-negative disease. Patients were treated 
with a median of four lines of previous chemotherapy in the 
metastatic setting (5 lines when including endocrine therapy 
in hormone-receptor–positive patients). Nine patients recei-
ved nab-paclitaxel in the 1st line, 13 in the 2nd line, 11 in the 
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Table 1.  Baseline characteristics

Characteristic
	 3-Weekly	 Weekly	 Total	

p-value
	 (n=50)	 (n=52)	 (n=102)	

Age at diagnosis of metastatic breast cancer (yr)
    < 60 	 38 (76.0)	 42 (80.8)	 80 (78.4)	 0.558
    ≥ 60 	 12 (24.0)	 10 (19.2)	 22 (21.6)	
ECOG performance status at treatment 				  
    0-1	 42 (84.0)	 40 (76.9)	 82 (80.4)	 0.368
    2-3	  8 (16.0)	 12 (23.1)	 20 (19.6)	
St. Gallen molecular subtypesa)				  
    Luminal A	 14 (28.0)	 22 (42.3)	 36 (35.3)	 0.157
    Luminal B 	 18 (36.0)	 10 (19.2)	 28 (27.5)	
    HER2-positive	  8 (16.0)	 10 (19.2)	 18 (17.7)	
    Triple-negative	 10 (20.0)	 10 (19.2)	 20 (19.6)	
Previous exposure to taxanesb)				  
    No	 1 (2.0)	 2 (3.9)	 3 (2.9)	 0.581
    Yes	 49 (98.0)	 50 (96.1)	 99 (97.1)	
Previous exposure to taxanes in metastatic setting 				  
    No	 15 (30.0)	 21 (40.4)	 36 (35.3)	 0.273
    Yes	 35 (70.0)	 31 (59.6)	 66 (64.7)	
Prior chemotherapy lines in metastatic setting 				  
    < 4	 21 (42.0)	 27 (51.9)	 48 (47.1)	 0.316
    ≥ 4	 29 (58.0)	 25 (48.1)	 54 (52.9)	

Values are presented as number (%). ECOG, Eastern Cooperative Oncology Group; HER2, human epidermal growth factor receptor 2.  
a)Luminal A as estrogen receptor (ER) and/or progesterone receptor (PR) positive, HER2-negative, Ki-67 < 14%; luminal B as ER and/or 
PR–positive, Ki-67 ≥ 14% or HER2-positive; HER2-positive as ER and PR negative, HER2-positive; triple-negative as ER, PR, and HER2 
negative, b)Includes exposure to taxanes in neoadjuvant, adjuvant, and metastatic settings.

Table 2.  Objective response rate

		                              
Prior lines of	                         Nab-paclitaxel

	                     Previous exposur
Patients with 		                             

chemotherapy	                         regimen
	 	                     to taxanes in 

target lesions 						                            metastatic setting
(n=96)	 	 < 4	 ≥ 4	 Weekly	 3-Weekly	 No	 Yes
		  (n=43)	 (n=53)	 (n=48)	 (n=48)	 (n=31)	 (n=65)

Best response		
    CR	 0 (	 0 (	 0 (	 0 (	 0 (	 0 (	 0 (
    PR	 22 (22.9)	 16 (37.2)	 6 (11.3)	 18 (37.5)	 4 (8.3)	 13 (41.9)	   9 (13.9)
    SD	 33 (34.4)	 13 (30.2)	 20 (37.7)	 18 (37.5)	 15 (31.3)	   8 (25.8)	 25 (38.5)
    PD	 34 (35.4)	 10 (23.3)	 24 (45.3)	 10 (20.8)	 24 (50.0)	   9 (29.0)	 25 (38.5)
    NE	 7 (7.3)	 4 (9.3)	 3 (5.7)	 2 (4.2)	   5 (10.4)	 1 (3.2)	 6 (9.2)
ORRa)	 22 (22.9)	 16 (37.2)	 6 (11.3)	 18 (37.5)	 4 (8.3)	 13 (41.9)	   9 (13.9)
    p-value			   0.006		  0.002		  0.008
DCRb)	 50 (52.1)	 27 (62.8)	 23 (43.4)	 34 (70.8)	 16 (33.3)	 20 (64.5)	 30 (46.2)
    p-value			   0.073		  0.001		  0.203
Values are presented as number (%). CR, complete response; DCR, disease control rate; NE, not evaluable; ORR, objective response rate; 
PD, progressive disease; PR, partial response; SD, stable disease. a)Best objective response is CR or PR, b)Best objective response is CR or 
PR or SD ≥ 12 weeks.
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3rd line, and 54 patients in the 5th or later lines of cytotoxic 
chemotherapy. Among patients with luminal A or B sub-
types, 84.3% failed at least one line of endocrine therapy, and 
94.4% of HER2-positive patients had failed at least one line 
of HER2-directed therapy before initiation of nab-paclitaxel. 
Sixty-six patients (64.7%) were previously exposed to taxa-
nes in the metastatic setting, and 54 patients (52.9%) received 
four or more lines of chemotherapy in the metastatic setting. 
Fifty patients (49.0%) were treated with a 3-weekly regimen 
(260 mg/m2 once every 3 weeks), and 52 patients (51.0%) 
with a weekly regimen (100 mg/m2 once weekly). The mean 
actual dose intensities (±standard deviation) of nab-paclitax-
el were 76.62 (±10.18) mg/m2  per week in the 3-weekly and 
67.95 (±15.67) mg/m2  per week in the weekly regimen. 

2. Treatment outcomes
Among a total of 102 patients, 96 patients (94.1%) had 

measurable lesions. Of 96 patients, there was no CR, 22 had 
PR (22.9%), 33 had SD (34.4%), and 34 had PD (35.4%) with 
an ORR of 22.9% and DCR of 52.1%. The ORR was influenced 

by the drug administration schedule, prior lines of chemo-
therapy, prior taxane exposure, and tumor subtypes. Patients 
treated with a weekly regimen had higher ORR than those 
treated with a 3-weekly regimen (37.5% vs. 8.3%, p=0.002). 
The ORR was 11.3% in heavily treated patients (≥ 4 lines of 
previous chemotherapy) compared to 37.2% in the less treat-
ed (p=0.002). Taxane un-exposed patients had higher ORR 
compared to patients who received taxanes in the metastatic 
setting (41.9% vs. 13.9%, p=0.004) (Table 2). Patients with  
luminal A or HER2-positive disease had higher ORR com-
pared to patients with luminal B or triple-negative disease 
(38.2% in luminal A, 11.1% in luminal B, 29.4% in HER2-pos-
itive, and 5.6% in the triple-negative; p=0.024).

After a median follow-up duration of 22.0 months (range, 
7.5 to 55.6), the estimated median PFS was 4.0 months (95% 
confidence interval [CI], 2.6 to 4.8), and OS was 8.7 months 
(95% CI, 7.5 to 11.2) (Fig. 1). Patients who received a weekly 
regimen had longer PFS than patients treated with a 3-week-
ly regimen (5.5 months vs. 2.3 months, p < 0.001). However, 
there was no significant difference in OS between the two 

Fig. 1.  Kaplan-Meier curves of progression-free survival (PFS, A) and overall survival (OS, B) in metastatic breast cancer treated with nab-
paclitaxel. CI, confidence interval.
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groups (7.8 months vs. 9.3 months, p=0.356) (Fig. 2). PFS was 
also influenced by the number of previous chemotherapies 
and prior exposure to taxanes in the metastatic setting. Heav-
ily treated patients had worse PFS than less treated patients 
(2.5 months vs. 5.3 months, p=0.005). PFS was 3.1 months in 
taxane-exposed patients compared to 5.5 months in taxane 
naïve patients in the metastatic setting (p=0.007). There was 
no statistical difference in PFS according to molecular sub-
types. To adjust for the baseline characteristics, Cox propor-
tional hazard analysis was performed in a forward stepwise 
method. Covariates included in the Cox proportional hazard 
analysis were age, Eastern Cooperative Oncology Group 
(ECOG) performance status score (0-1 vs. 2-3), tumor sub-
type, nab-paclitaxel regimen (weekly vs. 3-weekly), prior 
taxane exposure, prior lines of chemotherapy (< 4 vs. ≥ 4), 
and primary resistance or sensitive relapse after convention-
al taxanes. Multivariate analysis revealed nab-paclitaxel regi-
men as an independent prognostic factor for PFS. Patients 
treated with weekly regimen had improved PFS compared to 
those treated with 3-weekly regimen (adjusted HR, 0.36; 95% 
CI, 0.23 to 0.55; p < 0.001) (Table 3). Prior taxane exposure 
in the metastatic setting, primary taxane resistance, sensitive  
relapse, prior lines of chemotherapy, and tumor subtypes 
were not associated with PFS in the multivariate analysis. In 
the aspect of OS, prior exposure to taxanes in the metastatic 
setting (adjusted HR, 3.71; 95% CI, 1.95 to 7.07; p < 0.001) and 
more than four lines of previous chemotherapy (adjusted 
HR, 2.39; 95% CI, 1.32 to 4.34; p=0.004) were an independent 
negative prognostic factor (Table 3). 

3. Safety
According to CTCAE ver. 4.0, 13.7% of patients (14/102) 

experienced grade 3/4 peripheral neuropathy, leading to 
cessation in 4.9% of patients (5/102). Grade 3/4 neutrope-
nia and thrombocytopenia occurred in 26.5% (27/102) and 
3.9% (4/102) of patients, respectively. Although 1.9% (2/102) 
of patients had a grade 1/2 hypersensitivity reaction, no  
patients had a grade 3/4 hypersensitivity reaction despite 
the absence of corticosteroid premedication. 

As for the administration schedule, there was higher inci-
dence of grade 3/4 neutropenia (40.4% vs. 12.0%, p=0.001) 
and tendency of higher incidence of grade 3/4 peripheral 
neuropathy (20.0% vs. 7.7%, p=0.071) in patients treated with 
weekly regimen compared to those treated with 3-weekly 
regimen. Relative dose intensity was lower in weekly regi-
men compared to 3-weekly regimen (68.0% vs. 88.4%, p > 
0.001) due to frequent dose modification. However, toxicity 
was generally manageable after dose reduction and treat-
ment-related adverse events leading to treatment discon-
tinuation was same for both arm (3 patients for each group). 
Three patients treated with 3-weekly regimen and two  

patients treated with weekly regimen discontinued treat-
ment due to severe peripheral neuropathy. Additional one 
patient in the weekly regimen discontinued treatment due 
to paclitaxel-related maculopathy. Treatment-related death  
occurred in one patient treated with weekly regimen owing 
to neutropenic sepsis.

Discussion

This study investigated the real-world efficacy of nab-
paclitaxel in Korean women with metastatic breast cancer. 
The real-world efficacy and safety of nab-paclitaxel were 
comparable to those of previously conducted clinical trials. 
Our retrospective study results show that nab-paclitaxel is a 
promising treatment option for heavily pre-treated or taxa-
ne-exposed metastatic breast cancer patients. 

The principal treatment strategy for metastatic breast can-
cer is systemic therapy (including cytotoxic chemotherapy, 
endocrine therapy, and HER2-directed therapy) depend-
ing on its tumor subtype. Anthracycline and taxane are the 
preferred cytotoxic agents. Paclitaxel is hydrophobic and  
requires a solvent to be used as a therapeutic agent. How-
ever, the solvent included in paclitaxel increases acute  
hypersensitivity reaction and reduces drug delivery by form-
ing micelles in the plasma. In addition, this entrapment by 
the solvent may hinder clearance and prolong exposure of 
paclitaxel in the circulation, resulting in increased systemic 
toxicities such as neutropenia. Compared to solvent-based 
paclitaxel, nab-paclitaxel has benefits of enhanced perme-
ability, retention effect, and natural albumin transcytosis 
pathway, which improves drug distribution [12-15]. Also, 
nab-paclitaxel does not require corticosteroid premedication. 
The NCCN guideline recommends nab-paclitaxel as a sub-
stitute for paclitaxel or docetaxel, especially in the medical 
necessity of corticosteroid avoidance (hypersensitivity reac-
tion, uncontrolled diabetes mellitus) [16]. 

Several trials have validated the clinical efficacy and 
safety of nab-paclitaxel in metastatic breast cancer. In a piv-
otal phase III trial, nab-paclitaxel (260 mg/m2, once every 3 
weeks) showed prolonged PFS compared to standard solvent 
paclitaxel (175 mg/m2, once every 3 weeks) (median, 23.0 vs. 
16.9 weeks; p=0.006) with no high-grade hypersensitivity  
reactions despite the absence of corticosteroid premedica-
tion [4]. In a single-arm phase II trial, nab-paclitaxel (300 
mg/m2, once every 3 weeks) resulted in an ORR of 48% for 
all patients and 64% in chemotherapy-naïve patients [8]. In  
another phase II trial performed in heavily pre-treated  
patients, weekly administration (weekly for the first 3 of 4 
weeks) of 100 mg/m2 or 125 mg/m2 of nab-paclitaxel dem-
onstrated ORR of 14% and 16%, respectively [17]. Lastly, in 
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the phase II trials performed in chemotherapy-naïve pati-
ents, weekly nab-paclitaxel (150 mg/m2, weekly for the first 
3 of 4 weeks) demonstrated significantly longer PFS (12.9 
months vs. 7.5 months, p=0.0065) and higher ORR (49% 
vs. 35%) compared to docetaxel (100 mg/m2, once every 3 
weeks) [3]. Previously conducted clinical trials of nab-pacli-
taxel included patients in relatively earlier lines. Two studies 
were performed in the first-line setting [3,5], and more than 
90% of patients received nab-paclitaxel within the third line 
of therapy in the other three trials [4,8,17]. There is a pau-
city of data on the efficacy of nab-paclitaxel in heavily pre-
treated patients. Notably, in the current study, the median 
line of previous chemotherapy was 4, and 52.9% of patients 
received nab-paclitaxel in the 5th or later lines of systemic 
chemotherapy. There was still a modest benefit in heavily 
pre-treated patients with an ORR of 11.3%, median PFS of 
2.5 months, median OS of 7.7 months, and 1-year OS rate of 
14.8%.

Recently, immune checkpoint inhibitors have shown 
promising results in triple-negative breast cancer patients. 
As there are concerns that corticosteroid may have a nega-
tive effect on the efficacy of immune checkpoint inhibitors, 
nab-paclitaxel has been an attractive partner for various  
immune checkpoint inhibitors. In the pivotal IMpassion130 
study, atezolizumab combined with nab-paclitaxel showed 
improved PFS compared to nab-paclitaxel monotherapy (7.5 
months vs. 5.0 months, p < 0.001) [5]. On the other hand, 
IMpassion131 study failed to show a clinical benefit of  
atezolizumab when combined with paclitaxel in the first-line 
setting of triple-negative disease [18]. There are critics that 
corticosteroids may have blunted the effect of atezolizumab 
in the IMpassion131 study. As nab-paclitaxel is highlighted 
as a potential partner for various immune checkpoint inhibi-
tors [19], the indication of nab-paclitaxel is to be expanded.

There is evidence that the treatment schedule may affect 
the treatment outcome of solvent-based paclitaxel. Weekly 
regimen of paclitaxel showed superior outcome compared to 
3-weekly regimen in metastatic breast cancer in terms of ORR 
(42% vs. 29%, p=0.0004) and time-to-progression (9 months 
vs. 5 months, p < 0.0001) [20]. In addition, weekly paclitaxel 
regimen showed better efficacy in adjuvant setting, concern-
ing 5-year disease-free survival (81.5% vs. 76.9%; odds ratio, 
1.27; p=0.006) and 5-year OS (89.7% vs. 86.5%; odds ratio, 
1.32; p=0.01) compared to 3-weekly paclitaxel regimen [21]. 
However, there is no report on whether there is a difference 
in nab-paclitaxel efficacy according to the treatment sched-
ule. In one real-world data including 697 patients, there was 
no difference in the clinical efficacy of nab-paclitaxel regard-
ing the treatment schedule. However, 40.2% of patients in 
this cohort received nab-paclitaxel as first-line therapy, and 
only 15.4% received nab-paclitaxel as 4th or later lines of 

treatment [22]. Currently, nab-paclitaxel is accepted in both 
weekly or 3-weekly regimens [23]. In the present study,  
patients treated with a weekly regimen showed longer PFS 
and higher ORR compared to those treated with a 3-weekly 
regimen. While previous taxane exposure and taxane resi-
stance did not affect PFS, multivariate analysis revealed 
a weekly regimen as a preferable regimen compared to a 
3-weekly regimen in terms of PFS (adjusted HR, 0.29; p < 
0.001). It is generally accepted that the weekly regimen has 
an advantage in dose modification, delays, and managing 
toxicity compared to the 3-weekly regimen. We believe a 
weekly nab-paclitaxel regimen could be a reasonable option, 
especially in heavily treated patients and even those who  
experienced relapse after neoadjuvant/adjuvant conven-
tional taxanes. 

The decision for choosing a schedule was on the discretion 
of the treating physician. In general, a physician may pre-
fer the weekly regimen for patients with poor performance 
status or those who experienced severe toxicity from the 
previous chemotherapy, as it allows close patient monitor-
ing. In this retrospective analysis, although statistically not 
significant, there was the tendency of a higher proportion of 
patients with ECOG performance status 2-3 in weekly regi-
men compared to the 3-weekly regimen (23.1% vs. 16.0%, 
p=0.368) (Table 1). These factors may have also affected the 
higher incidence of toxicity in patients treated with the week-
ly regimen compared to those treated with the 3-weekly regi-
men. Subsequently, more patients treated with the weekly 
regimen (63.5%, 33/52) underwent dose modifications than 
the 3-weekly regimen (54.0%, 27/50), but a lower proportion 
of patients discontinued treatment in the weekly (5.8%, 3/52 
vs. 6.0%, 3/50). Altogether, the weekly regimen is tolerable 
and elicits superior outcomes compared to the 3-weekly regi-
men.

There are some limitations in the present study. First, many 
patients were heavily treated with inconsistent previous  
exposure to chemotherapeutic agents, and the criteria for 
dose modification were different between physicians. Sec-
ond, we could not thoroughly evaluate toxicity such as grad-
ing of hypersensitivity reaction and peripheral neuropathy 
related to patients’ quality of life.

In conclusion, this real-world data shows that nab-pacli-
taxel is an effective treatment option in metastatic breast 
cancer. Nab-paclitaxel was well tolerated and showed clini-
cal benefit even in heavily pre-treated or taxane-exposed 
patients. A weekly regimen may be more beneficial than a 
3-weekly in heavily pre-treated patients.
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