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Anastrozole, Tamoxifen, Alone
or in Combination (ATAC)

CLINICAL IMPLICATIONS

There is a spectrum of responses to this data. Very
cautious clinicians opt to use tamoxifen until we

have long-term data. The ATAC trial results do,
however, reassure these individuals that patients

who are not good candidates for tamoxifen (i.e.
history of thromboembolic disease or cerebrovascular
accidents) can be given anastrozole. Many physicians
already do this, but the data give us more confidence
to possibly lower the threshold to use anastrozole.
Other physicians believe that the efficacy data from
the ATAC trial is sufficient to use adjuvant anastrozole
at the present time.

On December 10, 2001, the initial results of the ATAC trial were presented at the

San Antonio Breast Cancer Symposium and subsequently published in The Lancet

on June 22, 2002. The study randomized more than 9,000 women to either tamoxifen,
anastrozole or the combination. The US Food and Drug Administration granted a six-
month priority review status, and on September 5, 2002, anastrozole was approved
as adjuvant therapy for postmenopausal women with hormone receptor-positive
breast cancer.

These groundbreaking data are being updated at this meeting with 47 months of
follow-up and continue to demonstrate that in postmenopausal women with primary
invasive breast cancer, the third-generation aromatase inhibitor, anastrozole, conferred
an advantage over tamoxifen in terms of disease-free survival and rates of
contralateral breast cancers. No advantage has been observed when combining
anastrozole with tamoxifen. The 2002 ASCO Technology Assessment supported the
use of anastrozole in specific situations when tamoxifen is problematic, but the
overall conclusion — which will be evaluated on an ongoing basis as new data
emerge — was that tamoxifen continues to be the “standard of care.”

—dJohn F Robertson, MD, FRCS

At this time, the use of adjuvant anastrozole is
analogous to the switch made in the late 1980s of
offering chemotherapy to high-risk, node-negative
patients when an advantage was demonstrated in
disease-free survival. As the data were unfolding, some
argued that it was necessary to see a survival advantage,
but I believe that would have deprived patients of a
successful intervention.
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...While recognizing the paucity of direct data, the
panel considers it reasonable to use adjuvant
hormonal treatment with an aromatase inhibitor in
postmenopausal women with hormone
receptor—positive cancers who had been taking
tamoxifen or raloxifene at diagnosis and who are,
therefore, considered clinically resistant to these
antiestrogen agents. ..

Data are hazard ratios and 95% Cls. HRT=hormone replacement
therapy. BMI=body-mass index

Reprinted with permission from Elsevier Science. The Lancet, 2002;

359:2131-2139.
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