
Int J Clin Exp Med 2019;12(4):3546-3557
www.ijcem.com /ISSN:1940-5901/IJCEM0079216

Original Article
Risk of gastrointestinal events during neratinib therapy 
in patients with cancer: a systematic review  
and meta-analysis of clinical trials

Peng Chen1*, Fuchao Chen2*, Benhong Zhou1,3

1Department of Pharmacy, Renmin Hospital of Wuhan University, Wuhan 430060, Hubei, P. R. China; 2Depart-
ment of Pharmacy, Dongfeng Hospital, Hubei University of Medicine, Shiyan 442008, Hubei, P. R. China; 3School 
of Pharmaceutical Sciences, Wuhan University, Wuhan 430071, Hubei, P. R. China. *Equal contributors.

Received August 5, 2017; Accepted November 10, 2018; Epub April 15, 2019; Published April 30, 2019

Abstract: Neratinib, an orally administered irreversible pan-ErbB receptor tyrosine kinase inhibitor, has been associ-
ated with overall incidence and risk of gastrointestinal (GI) events. This meta-analysis was performed to evaluate 
overall incidence and risk ratios (RR) of GI events associated with neratinib. PubMed and EMBASE were searched, 
along with conference abstracts published by the American Society of Clinical Oncology (ASCO). Eligible studies 
included prospective phase I or phase II clinical trials and expanded-access programs (outside a clinical trial) of 
patients with cancers assigned with neratinib. Outcomes included overall incidence and RR of GI events treated 
with neratinib. Statistical analyses were performed using Review Manager Version 5.3 and R 2.13.2 Meta package. 
A total of 12 studies, including 1,167 patients, were included in the meta-analysis. Meta-analysis of RR showed 
that neratinib was associated with a significantly increased risk of diarrhea (all-grade: RR 1.18, 95% CI 1.04-1.33 
and high-grade: RR 1.47, 95% CI 1.07-2.00), vomiting (all-grade: RR 1.47, 95% CI 1.07-2.00 and high-grade: RR 
1.45, 95% CI 1.07-1.98), and anorexia (all-grade: RR 4.47, 95% CI 2.24-8.90 and high-grade: RR 16.93, 95% CI 
3.31-86.53), but risk of nausea (all-grade: RR 1.52, 95% CI 0.74-3.14 and high-grade: RR 2.53, 95% CI 0.83-7.70) 
was not increased. In conclusion, the most frequent GI events associated with neratinib were diarrhea, nausea, 
vomiting, and anorexia. This study revealed a significantly increased risk of diarrhea, vomiting, and anorexia with 
neratinib, compared with controls, suggesting that appropriate prevention and management should be performed.
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Introduction

Neratinib (HKI-272), an irreversible tyrosine 
kinase inhibitor (TKI) which interrupts the pan-
ErbB receptor, is an orally active drug for breast 
cancer and other solid tumors [1, 2]. Although 
neratinib is well tolerated in many patients, it is 
not devoid of side-effects. Several clinical trials 
have reported that common gastrointestinal 
(GI) events, including diarrhea, anorexia, nau-
sea, and vomiting, are frequently associated 
with the use of TKIs in daily clinical practice [3]. 
It is of great importance to recognize and man-
age GI toxicities of patients treated with nera-
tinib. It can affect therapeutic effects and qual-
ity of life of patients, leading to infection, 
discomfort, and mental burden for patients 
[4-6]. GI reactions may be alleviated with dose 
reduction and interruption, but these would 

also reduce the efficiency of neratinib. Addi- 
tionally, it has been shown that severity of GI 
toxicities is correlated with efficiency of the 
drug. 

Therefore, there is a need to master the charac-
teristic features, incidence, and relative risk 
(RR) of GI events to aid prevention and inter- 
vention [7]. In this study, a meta-analysis was 
performed to assess the incidence and RR of  
GI events associated with neratinib-treated 
patients with cancer, providing treatment rec-
ommendations for these symptoms.

Materials and methods

Data sources and search strategy

PubMed, EMBASE, and Cochrane Library data-
bases were searched from January 1964 to 
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January 2017, using the key words “neratinib” 
and “cancer”, as well as “clinical trials”. In addi-
tion, abstracts that contained “neratinib”, pre-
sented at major meetings from the American 
Society of Clinical Oncology (ASCO), the Euro- 
pean Society for Medical Oncology, and the 
World Lung Cancer Conference, from 2004 to 
2016, were searched. Full publications (not 
abstracts) from the Web of Science database 
were also examined to ensure that there were 
no additional studies.

Study selection

Inclusion criteria: (1) Prospective phase I or 
phase II clinical trials associated of neratinib-
treated patients with cancer; (2) Assignment of 
participants to treatment with neratinib as a 
single agent, with no surgery, radiotherapy, or 
other treatments; and (3) Data available for 
incidence of GI events from patients. Exclusion 
criteria: (1) Investigations unrelated to the 
study drug; and (2) Original studies that me cri-
terion (1) but with zero GI events.

Data extraction 

Extracted information included first author, 
number of patients enrolled in the study, treat-
ment information, and characteristics of the 
participants. GI events were regarded as clini-
cal endpoints in this analysis, according to the 
outcomes of clinical trials with neratinib. To 
analyze the risk of GI events associated with 
neratinib, many adverse events (all-grade and 
high-grade included grade 3 or above) were 
collected.

Quality assessment

To determine the validity of selected studies, a 
modified Jadad scale was used to assess qual-
ity. High quality studies had scores of 4-8, 
whereas low quality studies had scores of 0-3. 
For non-randomized studies, the Newcastle-
Ottawa Quality Assessment Scale was used. 
Each study was graded as either low quality 
(0-5) or high quality (6-9).

Statistical analysis

Meta-analyses were carried out using Review 
Manager Version 5.3 and R 2.13.2 Meta pack-
age. Pooled RR (Risk Ratio) estimates and 95% 
confidence intervals (CIs), stratified by study-

setting and gender, were conducted using a 
random- or fixed-effects model, with between 
study heterogeneity assessed using the I2 sta-
tistic. If I2 was ≥50%, a random-effects model 
was used. Otherwise, a fixed-effects model was 
used. Median (min-max) values, mean ± stan-
dard deviation, and qualitative data regarding 
the number and percentage are given as 
descriptive statistics. Statistical significance 
was defined as a P-values < 0.05. All 95% CIs 
were two-sided. Finally, publication bias was 
quantitatively tested through application of 
Begg’s test and Egger’s test.

Results

Search results

The literature search yielded a total of 115 
assessable publications. Of these, 12 relevant 
clinical trials [9-20] with neratinib, including a 
total of 4,197 patients, were included. Figure 1 
illustrates how the 12 studies were obtained 
from the literature search. The 12 selected 
studies were published between 2012 and 
2015, including 4 phase I studies, 5 phase II 
studies, and 3 phase I/II studies. In all studies, 
the starting dose and schedule of neratinib was 
based on US FDA guidelines (daily oral 160 or 
240 mg neratinib). Main characteristics of the 
studies are listed in Table 1. Jadad scores of 
the 12 studies included in the meta-analysis 
are listed for each trial in Table 1. The mean 
score was 4.25 (range, 3-6), indicating that 
overall study quality was fair.

Incidence of diarrhea 

Analysis of overall incidence of all-grade diar-
rhea with neratinib was performed for 11 trials 
[9-17, 19, 20], including 993 patients. Incidence 
of all-grade diarrhea ranged from 29% to 95% 
for neratinib-treated patients with cancer. 
Interstudy heterogeneity testing showed signifi-
cant results (P < 0.0001; I2 = 91.3%). Random-
effects model meta-analysis indicated that 
overall incidence of all-grade diarrhea was 
78.00% (95% CI 0.66-0.87) in patients assign- 
ed to neratinib (Figure 2A, Table 2). High-grade 
diarrhea associated with neratinib occurred in 
421 of 924 total events in 11 trials [9-19], with 
incidence of high-grade events ranging from 
10% to 78%. Overall incidence of high-grade 
diarrhea was 32.00% (95% CI 0.22-0.45), accor- 
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ding to the random-effects model meta-analy-
sis (P < 0.0001; I2 = 90.9%) (Figure 3A).

Meta-analysis of RRs for diarrhea associated 
with neratinib was performed for the two RCTs 
[11, 14]. The heterogeneity of studies for analy-
sis of all-grade events was not significant (P = 
0.15; I2 = 51%). Blinded and open-label trials 
were examined, separately, to explore possible 
sources of heterogeneity in this study. Random-
effects model analysis found that overall RR of 
all-grade diarrhea was 1.18 (95% CI 1.04-1.33) 
in patients with neratinib vs. controls [11, 14] 
(Figure 4A, Table 3). Regarding analysis of  
high-grade events, there was no significant 
interstudy heterogeneity (P = 0.99; I2 = 0%). For 
high-grade diarrhea, fixed-effects model meta-
analysis gave an overall RR of 1.47(95% CI 
1.07-2.00) for neratinib, compared with con-
trols (Figure 5A).

Incidence of nausea

All 9 trials [10, 11, 13-17, 19, 20] reported all-
grade nausea, occurring in 468 of 793 total 
events. Incidence of all-grade nausea ranged 
from 27% to 88% in patients assigned nera-

model (P = 0.12; I2 = 59%) comparison also 
revealed an increased risk of 2.53 (95% CI 
0.83-7.70) (Figure 5B).

Incidence of vomiting 

A total of 9 trials [10, 11, 13-17, 19, 20] (793 
patients) were included for all-grade vomiting. 
Results of testing for interstudy heterogeneity 
showed that P < 0.0001; I2 = 89.70%, thus  
a random-effects model was used for meta-
analysis. Overall incidence of all-grade vomiting 
was 43.00% (95% CI 0.31-0.56) in patients 
assigned neratinib (Figure 2C). All 6 trials [10-
12, 16, 18, 19] reported high-grade vomiting, 
which occurred in 43 of 593 total events. As 
determined by the random-effects model (P = 
0.0023; I2 = 76.5%), overall incidence of high-
grade vomiting was 7.00% (95% CI 0.04-0.14) 
(Figure 3C).

Analysis of RRs of all-grade vomiting was car-
ried out for two RCTs [11, 14] (367 patients). 
Results showed that use of neratinib signifi-
cantly increased the risk of all-grade vomiting 
(1.47, 95% CI 1.07-2.00), according to the fixed-
effects model (P = 0.99; I2 = 0) (Figure 4C). In 

Figure 1. Flow diagram of the study selection process.

tinib. Overall incidence of all-
grade nausea was 60.00% 
(95% CI 0.48-0.70) in patients 
treated with neratinib, using a 
random-effects model (P < 
0.0001; I2 = 88.9%) (Figure 
2B). Random-effects model 
meta-analysis indicated that 
overall incidence of high-grade 
nausea was 8.00% (95% CI 
0.03-0.21), which included 6 
trials [10, 11, 14, 16, 18, 19] 
and 588 total events. Inter- 
study heterogeneity testing 
indicated that P < 0.0001; I2 = 
92.6% (Figure 3B). 

Two trials [11, 14] were ana-
lyzed for RRs of all-grade nau-
sea. Results showed a statis- 
tical increase in the risk of  
all-grade nausea [1.52 (95%  
CI 0.74-3.14)] using random-
effects model meta-analysis  
(P = 0.007; I2 = 86.0%) for  
neratinib vs. controls (Figure 
4B). For calculation of high-
grade nausea, random-effects 
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Table 1. Summary of the characteristics of studies included in the meta-analysis

Trial Trial design Sample size, N Region Median age, 
years Treatment Histology Quality 

score
Rachel C (2013) [9] Phase I 21 USA 51 (35-64) Neratinib 160 mg Breast cancer 4
LW-C Chow (2013) [10] Phase I/II (Neratinib vs. Paclitaxel) 102 (N)/8 (P) UK 50.5 (20-76) Neratinib 240 mg Breast cancer 3
Miguel Martin (2014) [11] Phase II (Neratinib vs. Capecitabin) 117 (N)/116 (C) Spain 54 (30-79) Neratinib 240 mg Breast cancer 6
Cristina Saura (2014) [12] Phase I/II (Neratinib vs. Lapatinib) 65 (N)/7 (L) Spain 51 (33-79) Neratinib 240 mg Breast cancer 5
Awada (2012) [13] Phase II (Neratinib vs. Vinorelbine) 64 (N)/37 (V) Belgium 51.6 (40.8-62.4) Neratinib 240 mg Breast cancer 5
Harold J. Burstein (2012) [14] Phase II (Neratinib vs. Trastuzumab) 70 (N)/60 (T) USA 50 (31-83) Neratinib 240 mg Breast cancer 6
B. Besse (2008) [15] Phase II 165 USA 60 Neratinib 240 mg NSCLC 4
Lecia V. Sequist (2010) [16] Phase II 167 USA 60 (22-86) Neratinib 240 mg NSCLC 4
Yoshinori Ito (2012) [17] Phase I 21 Japan 61 (39-78) Neratinib 240 mg Solid Tumors (Breast, Colorectal, Gastric) 3
Leena Gandhi (2014) [18] Phase I 60 USA 50.8 Neratinib 240 mg Solid Tumors (Breast, NSCLC, Gastric) 4
Kwok-K. Wong (2009) [19] Phase I 72 USA 57 (34-90) Neratinib 240 mg Solid Tumors (Breast, NSCLC, Gastric) 3
C Saura (2010) [20] Phase I/II 15 UK 46 (37-69) Neratinib 240 mg Solid Tumors (Breast, NSCLC, Gastric) 4
Note N: Neratinib; P: Paclitaxel; C: Capecitabin; L: Lapatinib; V: Vinorelbine; T: Trastuzumab; NSCLC: Non-small-cell carcinoma.

Table 2. Meta-analysis of incidence of gastrointestinal events in cancer patients receiving neratinib

Program
Diarrhea Nausea Vomiting Anorexia

All-grades High-grade All-grades High-grade All-grades High-grade All-grades High-grade
Trials (n) 11 11 9 6 9 6 6 5
Patients (N) 993 924 793 588 793 593 612 447
Events 787 421 468 59 326 43 185 33
I2 91.3% 90.9% 88.9% 92.6% 89.70% 76.5% 70.4% 85.6%
95% CI 0.78 (0.66-0.87) 0.40 (0.29-0.52) 0.6 (0.48-0.70) 0.08 (0.03-0.21) 0.43 (0.31-0.56) 0.07 (0.04-0.14) 0.31 (0.25-0.39)  0.07 (0.02-0.18)
P value P < 0.0001 P < 0.0001 P < 0.0001 P < 0.0001 P < 0.0001 P = 0.0007 P = 0.0047 P < 0.0001

Table 3. Meta-analysis of the risk of gastrointestinal events in patients between neratinib and controls

Program
Diarrhea Nausea Vomiting Anorexia

All-grades High-grade All-grades High-grade All-grades High-grade All-grades High-grade
Trials (n) 2 2 2 2 2 2 2 2

Events/Patients (N) a b a b a b a b a b a b a b a b

164/182 139/185 64/182 45/185 86/182 61/185 35/182 12/185 64/182 45/185 67/247 45/192 39/182 9/185 24/182 1/185

I2 51.00% 0.00% 86.00% 59.00% 0.00% 0.00% 0.00% 0.00%

95% CI 1.18 (1.04-1.33) 1.47 (1.07-2.00) 1.52 (0.74-3.14) 2.53 (0.83-7.70) 1.47 (1.07-2.00) 1.45 (1.07-1.98) 4.47 (2.24-8.90) 16.93 (3.31-86.53)

P value P = 0.008 P = 0.02 P = 0.25 P = 0.10 P = 0.02 P = 0.02 P < 0.0001 P = 0.0007
Note a: neratinib; b: controls.
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Figure 2. Forest plot of the incidence of all-grade gastrointestinal events (A) diarrhea, (B) nausea, (C) vomiting, and 
(D) anorexia in cancer patients receiving neratinib. 
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addition, there were three RCTs [11, 12, 14] 
included in the meta-analysis with RRs of high-
grade vomiting associated with neratinib. 
According to fixed-effects model meta-analysis 
(P = 0.93; I2 = 0), RR of high-grade vomiting was 
1.45 (95% CI 1.07-1.98) (Figure 5C).

Incidence of anorexia 

A total of 6 trials [11, 14-17, 19] (612 patients) 
examined all-grade anorexia associated with 
neratinib treatment. Incidence ranged from 

17% to 40%. Results of testing for interstudy 
heterogeneity showed that P < 0.0001; I2 = 
89.1%, thus a random-effects model was used 
for meta-analysis. Overall incidence of all-grade 
anorexia was 31.00% (95% CI 0.25-0.39) in 
patients treated with neratinib (Figure 2D). All 5 
trails [11, 14, 16, 17, 19], which occurred in 33 
of 447 total events, were included in the meta-
analysis for high-grade anorexia. Incidence of 
high-grade events ranged from 1% to 24%. 
Overall incidence of high-grade anorexia was 
7.00% (95% CI 0.02-0.18), according to ran-

Figure 3. Forest plot of the incidence of high-grade gastrointestinal events (A) diarrhea, (B) nausea, (C) vomiting, (D) 
and anorexia in cancer patients receiving neratinib. 

Figure 4. Forest plot of the RR of all-grade gastrointestinal events (A) diarrhea, (B) nausea, (C) vomiting, and (D) 
anorexia in cancer patients receiving neratinib. 
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dom-effects model meta-analysis (P = 0.0124; 
I2 = 85.6%) (Figure 3D).

A meta-analysis of RRs of all-grade anorexia 
associated with neratinib, compared with con-
trols, was performed on two trials [11, 14]. 
Using a fixed-effects model (heterogeneity test, 
I2 = 0; P = 0.77), results showed that the sum-
mary RR of all-grade anorexia for neratinib vs. 
controls was 4.47 (95% CI, 2.24-8.90) (Figure 
4D). High-grade anorexia was also investigated 
in the same trials [11, 14], with no significant 
interstudy heterogeneity (I2 = 0; P = 1). The 
fixed-effects model comparison showed a sig-
nificant risk for high-grade anorexia in patients 

with neratinib, compared with controls [RR: 
16.93; 95% CI 3.3.1-86.53] (Figure 5D).

Publication bias

No evidence of publication bias was detected 
for incidence or RR of GI events (all and high 
grade), according to Begg’s test and Egger’s 
test (incidence: Begg’s test, P = 0.47 and 
Egger’s test, P = 0.29; RR: Begg’s test, P = 0.30 
and Egger’s test, P= 0.51).

Discussion

To the best of our knowledge, this is the first 
meta-analysis focusing specifically on GI events 

Figure 5. Forest plot of the RR of all-grade gastrointestinal events (A) diarrhea, (B) nausea, (C) vomiting, and (D) 
anorexia in cancer patients receiving neratinib. 
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(diarrhea, nausea, vomiting, and anorexia) 
associated with neratinib [21, 22]. Results 
showed that diarrhea was the most frequently 
occurring gastrointestinal side-effect, with an 
overall incidence of 78.00% (95% CI 0.66-0.87) 
[23]. Results were consistent with previous 
research, demonstrating that neratinib or nera-
tinib plus chemotherapy versus placebo or che-
motherapy was associated with increased inci-
dence of all-grade nausea in patients with 
cancer. The risk of nausea (all-grade: RR 3.51, 
95% CI, 0.23-53.26 and high-grade: RR 7.34, 
95%, 0.16-347.00) was not increased [24-26]. 
The risk of vomiting and anorexia was signifi-
cantly higher for patients treated with neratinib, 
compared to the control group [27]. A phase 3 
trial was performed to compare neratinib with 
lapatinib plus capecitabine in patients with 
treatment-naive advanced breast cancer [28]. 
It was found that both ORR (24%) and clinical 
benefit rates (29%) with lapatinib plus cape- 
citabine were lower than rates seen with nera-
tinib plus capecitabine. The most frequent all 
grade GI events were diarrhea (50%) and 
decreased appetite (29%) in the lapatinib group 
[29]. These studies confirm that neratinib plays 
a major role in all-grade and high-grade GI 
events in patients with cancer, suggesting that 
standard and careful management should be 
practiced for these side effects [30].

Association between GI toxicities and clinical 
outcomes in patients treated with neratinib  
still remains controversial. Diarrhea, one of  
the most common adverse events for patients 
treated with neratinib, can cause discomfort, 
fatigue, sleep disturbance, and can affect 
social function. However, very little is known 
about its mechanisms [31]. It has been report-
ed that one reason may be local irritation by 
metabolites in the feces and transient lactose 
intolerance, a phenomenon occasionally seen 
with chemotherapy [32]. To explore the underly-
ing mechanisms for neratinib-related GI events, 
further data from large clinical trials in other 
tumors are needed [33]. 

It is very import that receive nonpharmacologi-
cal and pharmacological management for GI 
events associated with neratinib, because pain 
and discomfort of patients can be alleviated by 
adequate prevention and treatment [34]. First, 
it is advised that patients should realize the 
importance of managing GI events at the early 
treatment phase and avoid neratinib discontin-

uation. Second, the health care teams should 
be informed and ready to avoid hyponatremia 
or hypokalemia when GI events occur [35]. 
Third, GI protective agents, such as loperamide, 
omeprazole, and ondansetron, should be well 
be prepared before patients receive neratinib 
therapy. These agents should be immediately 
started at the onset of GI symptoms [36]. 
Fourth, for high-grade gastrointestinal events, 
treatment with neratinib should be terminated 
until GI events reach grade 1, after which nera-
tinib should be dosed according to FDA recom-
mendations [37].

The current meta-analysis had several limita-
tions. First, because only 12 studies met the 
inclusion criteria, the small number of trials and 
low quality may have affected conclusions. 
Publication bias could not be completely 
excluded, based on Begg’s and Egger’s tests 
[38]. Second, researchers mostly adopted per-
sonal experience to diagnose gastrointestinal 
toxicities in the clinical trials. There were differ-
ent judgements based on the same signs, vary-
ing between different researchers [39]. Third, 
this study was not able to correlate data with 
dose delays/interruptions or discontinuations 
secondary to GI adverse events. Fourth, study 
protocols and the process of research were dif-
ferent among studies included in this meta-
analysis, possibly leading to significant hetero-
geneity in the data. Therefore, large-scale and 
well-designed studies are necessary to sum-
marize and analyze the data, drawing more 
convincing conclusions [40]. 

Conclusion

In conclusion, the current study suggests that 
neratinib is associated with an increased risk 
of all-grade and high-grade GI toxicities. Other 
GI events occurring in patients need to be stud-
ied to confirm their relation to neratinib. The 
most frequently occurring GI event associated 
with cancer patients assigned with neratinib is 
diarrhea. Thus, physicians and patients should 
predict the risk of possible GI events associat-
ed with neratinib to the maximum extent, with 
frequent monitoring and careful management, 
aiming to improve patient outcomes and quality 
of life.

Disclosure of conflict of interest

None.



Risk of gastrointestinal events during neratinib therapy in patients

3555 Int J Clin Exp Med 2019;12(4):3546-3557

Address correspondence to: Benhong Zhou, De- 
partment of Pharmacy, Renmin Hospital of Wuhan 
University, Zhangzhidong Road, Wuhan District, 
Wuhan 430060, Hubei, P. R. China. Tel: +86 15 
3358 98431; E-mail: benhongzh@whu.edu.cn

References

[1] Chan AC, Delaloge S, Holmes FA, Moy B, Iwata 
H, Harvey VJ, Robert NJ, Silovski T, Gokmen E, 
Minckwitz G, Ejlertsen B, Chia KS, Mansi J, 
Barrios CH, Gnant M, Wong-Beringer A, Bryce 
R, Yao B, Martin M. Neratinib after adjuvant 
chemotherapy and trastuzumab in HER2-posi-
tive early breast cancer: Primary analysis at 2 
years of a phase 3, randomized, placebo-con-
trolled trial (ExteNET). Circ Res 2015; 31: 348-
355.

[2] Shibata Y, Chiba M. The role of extra-hepatic 
metabolism in the pharmacokinetics of target-
ed covalent inhibitors afatinib, ibrutinib, and 
neratinib. Drug Metab Dispos 2015; 43: 375-
384.

[3] Tiwari SR, Mishra P, Abraham J. Neratinib, a 
novel HER2-targeted tyrosine kinase inhibitor. 
Clin Breast Cancer 2016; 16: 344-348.

[4] Jiang H, Rugo HS. Human epidermal growth 
factor receptor 2 positive (HER2+) metastatic 
breast cancer: how the latest results are im-
proving therapeutic options. Ther Adv Med On-
col 2015; 7: 321-339.

[5] Zhang Y, Zhang J, Liu C, Du S, Feng L, Luan X, 
Zhang Y, Shi Y, Wang T, Wu Y, Cheng W, Meng 
S, Li M, Liu H. Neratinib induces ErbB2 ubiqui-
tylation and endocytic degradation via HSP90 
dissociation in breast cancer cells. Cancer Lett 
2016; 382: 176-185.

[6] Cherian MA, Ma CX. Neratinib in early-stage 
HER2-positive breast cancer. Breast Diseases 
A Year Book Quarterly 2015; 26: 285-287.

[7] Segoviamendoza M, Díaz L, Pradogarcia H, 
Reginato MJ, Larrea F, García-Becerra R. The 
addition of calcitriol or its synthetic analog 
EB1089 to lapatinib and neratinib treatment 
inhibits cell growth and promotes apoptosis in 
breast cancer cells. Am J Cancer Res 2017; 7: 
1486-1500.

[8] Schwab CL, English DP, Black JD, Bellone LS, 
Roquec DM, Ratner ES, Silasi DA, Azodi M, 
Rutherford TJ, Schwartz PE, Santina A. Nera-
tinib, an irreversible ErbB receptor tyrosine ki-
nase inhibitor, shows efficacy in the treatment 
of HER2 Amplified carcinosarcoma in vitro and 
in vivo. Gynecol Oncol 2015; 137: 61-61.

[9] Jankowitz RC, Abraham J, Tan AR, Limentani 
SA, Tierno MB, Adamson LM, Buyse M, Wol-
mark N, Jacobs SA. Safety and efficacy of nera-
tinib in combination with weekly paclitaxel and 
trastuzumab in women with metastatic HER2-

positive breast cancer: an NSABP foundation 
research program phase I study. Cancer Che-
mother Pharmacol 2013; 72: 1205-1212.

[10] Chow LW, Xu B, Gupta S, Freyman A, Zhao Y, 
Abbas R, Vo Van ML and Bondarenko I. Combi-
nation neratinib (HKI-272) and paclitaxel ther-
apy in patients with HER2-positive metastatic 
breast cancer. Br J Cancer 2013; 108: 1985-
1993.

[11] Martin M, Bonneterre J, Geyer CE Jr, Ito Y, Ro J, 
Lang I, Kim SB, Germa C, Vermette J, Wang K, 
Wang K, Awada A. A phase two randomised 
trial of neratinib monotherapy versus lapatinib 
plus capecitabine combination therapy in pa-
tients with HER2+advanced breast cancer. Eur 
J Cancer 2013; 49: 3763-3773.

[12] Saura C, Garcia-Saenz JA, Xu B, Harb W, Mo-
roose R, Pluard T, Cortés J, Kiger C, Germa C, 
Wang K, Martin M, Baselga J, Kim SB. Safety 
and efficacy of neratinib in combination with 
capecitabine in patients with metastatic hu-
man epidermal growth factor receptor 2-posi-
tive breast cancer. J Clin Oncol 2014; 32: 
3626-3635.

[13] Vercammen J. Safety and efficacy of neratinib 
(HKI-272) plus vinorelbine in the treatment of 
patients with ErbB2-positive metastatic breast 
cancer pretreated with anti-HER2 therapy. Ann 
Oncol 2013; 24: 109-117.

[14] Burstein HJ, Sun Y, Dirix LY, Jiang Z, Paridaens 
R, Tan AR, Awada A, Ranade A, Jiao S, Schwartz 
G, Abbas R, Powell C, Turnbull K, Vermette J, 
Zacharchuk C, Badwe R. Neratinib, an irrevers-
ible ErbB receptor tyrosine kinase inhibitor, in 
patients with advanced ErbB2-positive breast 
cancer. J Clin Oncol 2010; 28: 1301-1308.

[15] Besse B, Eaton KD, Soria JC, Lynch TJ, Miller V, 
Wong KK, Powell C, Quinn S, Zacharchuk C, Se-
quistl LV. 203 POSTER Neratinib (HKI-272), an 
irreversible pan-ErbB receptor tyrosine kinase 
inhibitor: preliminary results of a phase 2 trial 
in patients with advanced non-small cell lung 
cancer. Ejc Supplements 2008; 6: 64-64.

[16] Sequist LV, Besse B, Lynch TJ, Miller VA, Wong 
KK, Gitlitz B, Eaton K, Zacharchuk C, Freyman 
A, Powell C, Ananthakrishnan R, Quinn S, Soria 
JC. Neratinib, an irreversible Pan-ErbB recep-
tor tyrosine kinase inhibitor: results of a phase 
ii trial in patients with advanced non-small-cell 
lung cancer. J Clin Oncol 2010; 28: 3076-
3083.

[17] Ito Y, Suenaga M, Hatake K, Takahashi S, Yo-
koyama M, Onozawa Y, Yamazaki K, Hironaka 
S, Hashigami K, Hasegawa H, Takenaka N, 
Boku N. Safety, efficacy and pharmacokinetics 
of neratinib (HKI-272) in Japanese patients 
with advanced solid tumors: a phase 1 dose-
escalation study. Jpn J Clin Oncol 2012; 42: 
278-286.

mailto:benhongzh@whu.edu.cn


Risk of gastrointestinal events during neratinib therapy in patients

3556 Int J Clin Exp Med 2019;12(4):3546-3557

[18] Gandhi L, Bahleda R, Tolaney SM, Kwak EL, 
Cleary JM, Pandya SS, Hollebecque A, Abbas 
R, Ananthakrishnan R, Berkenblit A, Krygowski 
M, Liang Y, Turnbull KW, Shapiro GI, Soria JC. 
Phase I study of neratinib in combination with 
temsirolimus in patients with human epider-
mal growth factor receptor 2-dependent and 
other solid tumors. J Clin Oncol 2014; 32: 68-
75.

[19] Wong KK, Fracasso PM, Bukowski RM, Lynch 
TJ, Munster PN, Shapiro GI, Jänne PA, Eder JP, 
Naughton MJ, Ellis MJ, Jones SF, Mekhail T, 
Zacharchuk C, Vermette J, Abbas R, Quinn S, 
Powell C, Burris HA. A phase I study with nera-
tinib (HKI-272), an irreversible pan erbb recep-
tor tyrosine kinase inhibitor, in patients with 
solid tumors. Clin Cancer Res 2009; 15: 2552-
2558.

[20] Saura C, Martin M, Moroose R, Harb W, Liem 
K, Arena F, Gressler V, Cortés J, Wade M, Pow-
ell C and Shapiro M. Safety of neratinib (HKI-
272) in combination with capecitabine in pa-
tients with solid tumors: a phase 1/2 study. 
Cancer Res 2009; 69: 5108-5108.

[21] Zardavas D, Pugliano L, Ades F, Bozovic-Spaso-
jevic I, Capelan M and de Azambuja E. Target-
ed treatments of HER2-positive metastatic 
breast cancer: Trastuzumab and beyond. 
Breast Cancer Manage 2015; 1: 217-233.

[22] Mattos-Arruda LD, Cortes J. Use of pertuzum-
ab for the treatment of HER2-positive meta-
static breast cancer. Adv Ther 2013; 30: 645-
658.

[23] Piccart-Gebhart M, Holmes E, Baselga J, de 
Azambuja E, Dueck AC, Viale G, Zujewski JA, 
Goldhirsch A, Armour A, Pritchard KI, Mc-
Cullough AE, Dolci S, McFadden E, Holmes AP, 
Tonghua L, Eidtmann H, Dinh P, Di Cosimo S, 
Harbeck N, Tjulandin S, Im YH, Huang CS, 
Diéras V, Hillman DW, Wolff AC, Jackisch C, 
Lang I, Untch M, Smith I, Boyle F, Xu B, Gomez 
H, Suter T, Gelber RD, Perez EA. Adjuvant lapa-
tinib and trastuzumab for early human epider-
mal growth factor receptor 2-positive breast 
cancer: results from the randomized phase iii 
adjuvant lapatinib and/or trastuzumab treat-
ment optimization trial. J Clin Oncol 2015; 34: 
1034-1059.

[24] Zamorano JL, Lancellotti P, Muñoz DR, Aboy-
ans V, Asteggiano R, Galderisi M,Habib G, Leni-
han DJ, Lip GY, Lyon AR, Fernandez TL, Mohty 
D, Piepoli MF, Tamargo J, Torbicki A, Suter TM. 
2016 ESC position paper on cancer treat-
ments and cardiovascular toxicity developed 
under the auspices of the ESC Committee for 
Practice Guidelines. Kardiol Pol 2016; 74: 
1193-1233.

[25] Hoog J, Achenbach S. Summary of the ESC po-
sition paper on cancer treatment and cardio-
vascular toxicity. Herz 2016; 41: 684-689.

[26] Klonis N, Crespo-Ortiz MP, Bottova I, Abu-Bakar 
N, Kenny S, Rosenthal PJ, Tilley L. Artemisinin 
activity against Plasmodium falciparum re-
quires hemoglobin uptake and digestion. Proc 
Natl Acad Sci U S A 2011; 108: 11405-11415.

[27] Med AI. Screening for breast cancer: U.S. pre-
ventive services task force recommendation 
statement. Ann Intern Med 2016; 154: 356-
364.

[28] Segar ML, Katch VL, Roth RS, Garcia AW, Port-
ner TI, Glickman SG, Haslanger S, Wilkins EG. 
The effect of aerobic exercise on self-esteem 
and depressive and anxiety symptoms among 
breast cancer survivors. Oncol Nurs Forum 
2015; 25: 107-113.

[29] Krishnan L, Jewell WR, Tawfik OW, Krishnan 
EC. Breast conservation therapy with tumor 
bed irradiation alone in a selected group of pa-
tients with stage I breast cancer. Breast J 
2015; 7: 91-96.

[30] Canonici A, Gijsen M, Mullooly M, Bennett R, 
Bouguern N, Pedersen K, O’Brien NA, Roxanis 
I, Li JL, Bridge E, Finn R, Siamon D, McGowan 
P, Duffy MJ, O’Donovan N, Crown J, Kong A. Ne-
ratinib overcomes trastuzumab resistance in 
HER2 amplified breast cancer. Oncotarget 
2013; 4: 1592-1605.

[31] Mohd Nafi SN, Generali D, Kramer-Marek G, 
Gijsen M, Strina C, Cappelletti M, Andreis D, 
Haider S, Li JL, Bridges E, Capala J, Ioannis R, 
Harris AL, Kong A. Nuclear HER4 mediates ac-
quired resistance to trastuzumab and is asso-
ciated with poor outcome in HER2 positive 
breast cancer. Oncotarget 2014; 5: 5934-
5949.

[32] Hoellein A, Pickhard A, von Keitz F, Schoeff-
mann S, Piontek G, Rudelius M, Baumgart A, 
Wagenpfeil S, Peschel C, Dechow T, Bier H, 
Keller U. Aurora kinase inhibition overcomes 
cetuximab resistance in squamous cell cancer 
of the head and neck. Oncotarget 2011; 2: 
599-609.

[33] Saura C, Bendell J, Jerusalem G, Su S, Ru Q, 
De Buck S, Mills D, Ruquet S, Bosch A, Urruti-
coechea A, Beck JT, Di Tomaso E, Sternberg 
DW, Massacesi C, Hirawat S, Dirix L, Baselga J. 
Phase Ib study of Buparlisib plus Trastuzumab 
in patients with HER2-positive advanced or 
metastatic breast cancer that has progressed 
on Trastuzumab-based therapy. Clin Cancer 
Res 2014; 20: 1935-1945.

[34] Vogel RI, Coughlin K, Scotti A, Iizuka Y, An-
choori R, Roden RB, Marastoni M, Bazzaro M. 
Simultaneous inhibition of deubiquitinating 
enzymes (DUBs) and autophagy synergistically 
kills breast cancer cells. Oncotarget 2015; 6: 
4159- 4170.

[35] Abbas R, Hug BA, Leister C, Burns J, Sonnich-
sen D. Pharmacokinetics of oral neratinib dur-
ing co-administration of ketoconazole in 



Risk of gastrointestinal events during neratinib therapy in patients

3557 Int J Clin Exp Med 2019;12(4):3546-3557

healthy subjects. Br J Clin Pharmacol 2011; 
71: 522-527.

[36] Bose P, Ozer H. Neratinib: an oral, irreversible 
dual EGFR/HER2 inhibitor for breast and non-
small cell lung cancer. Expert Opin Investig 
Drugs 2009; 18: 1735-1751.

[37] Seshacharyulu P, Ponnusamy MP, Rachagani 
S, Lakshmanan I, Haridas D, Yan Y, Ganti AK, 
Batra SK. Targeting EGF-receptor(s) - STAT1 
axis attenuates tumor growth and metastasis 
through downregulation of MUC4 mucin in hu-
man pancreatic cancer. Oncotarget 2015; 6: 
5164-5181.

[38] Rimawi MF, Aleixo SB, Rozas AA, Nunes de Ma-
tos Neto J, Caleffi M, Figueira AC, Souza SC, 
Reiriz AB, Gutierrez C, Arantes H, Uttenreuther-
Fischer MM, Solca F, Osborne CK. A neoadju-
vant, randomized, open-label phase II trial of 
afatinib versus trastuzumab versus lapatinib 
in patients with locally advanced HER2-posi-
tive breast cancer. Clin Breast Cancer 2015; 
15: 101-109.

[39] Hunt R, Armstrong D, Katelaris P, Afihene M, 
Bane A, Bhatia S, Chen MH, Choi MG, Melo AC, 
Fock KM, Ford A, Hongo M, Khan A, Lazebnik 
L, Lindberg G, Lizarzabal M, Myint T, Moraes-
Filho JP, Salis G, Lin JT, Vaidya R, Abdo A, Le-
Mair A; Review Team. World gastroenterology 
organisation global guidelines: GERD global 
perspective on gastroesophageal reflux dis-
ease. J Clin Gastroenterol 2017; 51: 467-478.

[40] Lucarini V, Buccione C, Ziccheddu G, Peschiar-
oli F, Sestili P, Puglisi R, Mattia G, Zanetti C, 
Parolini I, Bracci L, Macchia I, Rossi A, D’Urso 
MT, Macchia D, Spada M, De Ninno A, Gerardi-
no A, Mozetic P, Trombetta M, Rainer A, Busin-
aro L, Schiavoni G, Mattei F. Combining type I 
interferons and 5-Aza-2’-deoxycitidine to im-
prove anti-tumor response against melanoma. 
J Invest Dermatol 2017; 137: 159-169.


