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STUDY OBJECTIVES

To gain advisors’ perspectives on the following

> Current treatment practices regarding therapy of HR+, HER2+, and triple-negative 

advanced breast cancer

> Current treatment practice attitudes toward recently introduced and upcoming agents
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REPORT SNAPSHOT

> A roundtable discussion, moderated by an Axess Oncology Network Physician, focusing on 

treatment of metastatic breast cancer was held on October 25, 2019, in Seattle, WA

> Disease state and data presentations were developed in conjunction with a medical expert from 

the University of Washington

> The group of advisors comprised 11 community oncologists 

> Insights on the following therapies were obtained 

− HR+: fulvestrant, letrozole, AIs, CDK4/6 inhibitors, PI3K and mTOR inhibitors, HDAC inhibitors, 

chemotherapies

− HER2+: trastuzumab (and potential biosimilars), lapatinib, pertuzumab, T-DM1, neratinib, AIs, mTOR 

inhibitors, chemotherapies

− TNBC: PARP inhibitors, pembrolizumab, enzalutamide, antibody-drug conjugates (sacituzumab

govitecan, GPNMB), immunotherapy, chemotherapies

> Data collection was accomplished through use of audience response system questioning and 

moderated discussion 
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PARTICIPANT DEMOGRAPHICS (1/2) 

6

Approximately what percentage of your 

patients have breast cancer? (N = 10)

Approximately what percentage of your 

breast cancer patients have advanced or 

metastatic breast cancer? (N = 10)

Half of the advisors report >20% of their total patients have breast cancer. Half of the advisors report that 

>20% of their breast cancer patients have advanced or metastatic disease. 
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PARTICIPANT DEMOGRAPHICS (2/2) 

7

Approximately how many patients with hormone receptor-positive (HR+), HER2-positive (HER2+), or triple-

negative (TN) advanced breast cancer have you treated in the past year? (N = 10)

Most advisors (70%) report treating >15 HR+ patients, 60% treated 6–10 HER2+ patients, and half treated 

≤5 TN breast cancer patients in the past year.
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Treatment of HR+ ABC



TOPLINE TAKEAWAYS: HR+ ABC

Advisors are either using an AI or fulvestrant with a CDK4/6 inhibitor to treat de novo HR+, HER2– mBC 

patients. Among the available CDK4/6 inhibitors, palbociclib was noted as the preferred inhibitor by the 

majority of the advisors, and all of the advisors are palbociclib prescribers. Easy access, personal 

experience, and comfort level with palbociclib were attributed to its usage. A few advisors stated that they 

prefer to treat their premenopausal patients with ribociclib.

First-Line Therapy

Selection of subsequent therapy depends on the characteristics of progression. Advisors prefer treating  

bone-only progressive disease with fulvestrant-based regimens, and rapidly progressing aggressive 

disease with cytotoxic regimens. Many advisors stated that they would continue CDK4/6 inhibition post-

progression, and would also consider treating patients with CDK4/6 inhibitors as well who have been 

heavily pretreated but have not received prior CDK4/6 inhibition. 

Subsequent Therapy
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Topic Data and Insights

Expectations Advisors underestimate the clinical benefit rate of first-line CDK4/6 inhibition plus AI or fulvestrant in clinical practice (vs that 

reported in IRIS)

• Only 1 of the advisors believed that the clinical benefit rate was >80%

Treatment 

selection

• Half of the advisors (50%) each prefer a CDK4/6 inhibitor with an AI and a CDK4/6 inhibitor with fulvestrant as first-line 

therapy in a patient with bone-only HR+, HER2– mBC; the majority of the advisors (80%) chose palbociclib as their 

preferred CDK4/6 inhibitor

– The majority of the advisors consider palbociclib their preferred CDK4/6 inhibitor for HR+, HER2– mBC. Easy 

access/insurance authorization, personal experience, and comfort level with palbociclib were noted as the drivers to 

its usage 

– Although the need for close monitoring and EKG was pointed out as a disadvantage with palbociclib treatment, a few 

advisors stated that they would consider using ribociclib to treat their premenopausal patients (because of supporting 

data reported) 

– One advisor noted their concern of grade 3/4 diarrhea seen with abemaciclib treatment 

– In a case of bone-only progression, 90% would utilize fulvestrant-based therapy; most advisors selected fulvestrant or 

exemestane plus everolimus. Three advisors selected single-agent fulvestrant, and 1 advisor selected fulvestrant plus 

abemaciclib 

– In a case of progression to vital organs, most advisors (70%) would switch to a cytotoxic regimen. Only 2 advisors each 

chose switching to fulvestrant or exemestane plus everolimus, and continuing CDK4/6 inhibitor with fulvestrant

Late-line 

treatment

• In a patient who has been heavily pretreated but has not received CDK4/6 inhibition, the majority of the advisors (80%) 

would treat this patient with an endocrine therapy plus CDK4/6 inhibitor

• For a patient with symptomatic liver metastases after adjuvant AI therapy, only 30% of advisors said that they would switch 

to chemotherapy. Fulvestrant plus CDK4/6 inhibitor was mentioned as the preferred therapy by most advisors, in 

combination with palbociclib (40%), abemaciclib (20%), and ribociclib (10%)

TREATMENT OF HR+ ABC
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QUOTES: HR+ ABC

“I pick palbociclib over abemaciclib because that’s the 

easiest for insurance authorization. Payors are more 

accustomed to approving palbociclib. So we are 

defaulting just back to palbociclib.” 

11

“[For newly diagnosed HR+ mBC] I would use a 

combination of AI plus palbociclib.”

“So among CDK4/6 inhibitors, palbociclib would be my 

first choice. With abemaciclib, the problem is grade 3/4 

diarrhea.”

“Mainly it’s a habit; palbociclib came to the market 

first.”

“So I’m essentially going to use ribociclib in 

premenopausal patients.”  

“So my habit is to prescribe palbociclib, which is 

familiarity with the side effects, managing the 

neutropenia. Now, considering the survival data, I think 

for premenopausal women I will choose ribociclib.” “EKG with ribociclib is quite cumbersome. You have to 

monitor patients very closely. You can get EKG done, 

but you need somebody to interpret it.”



Treatment of HER2+ ABC



TOPLINE TAKEAWAYS: HER2+ ABC

Advisors noted taxane plus dual HER2 inhibitors as their preferred frontline therapy to treat HER2+ mBC 

patients. For cancers that are HR+, HER2+ most advisors also prefer the combination of taxane and dual 

HER2 inhibitors. 

First-Line Therapy

Most advisors noted T-DM1 as their preferred maintenance therapy. Treatment choices for later lines are 

typically influenced by progression of disease. However, advisors would continue to select HER2-targeted 

therapies. In case of visceral metastases, lapatinib is preferred, and in case of brain metastases neratinib is 

preferred. 

Subsequent Therapy
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Topic Data and Insights

HR+, HER2+ For HR+, HER2+ mBC the majority of the advisors (82%) prefer treating their patients with HER2-targeted 

therapies plus taxane, and only 2 advisors prefer giving endocrine therapy along with their HER2-targeted 

regimen

• However, if a patient had a complete response to therapy, most of the advisors (72%) would give an AI with 

HER2-targeted therapy (trastuzumab alone or with pertuzumab) as maintenance therapy. Two advisors 

chose trastuzumab plus pertuzumab, and 1 advisor chose T-DM1

HER2+ overall Advisors typically subscribe to the philosophy that HER2-based regimens should be used to treat HER2+ 

breast cancer 

• Most of the advisors indicated that they have used pertuzumab, trastuzumab, and T-DM1; however, the use 

of lapatinib and bevacizumab among advisors is comparatively very low

• In discussion, advisors noted a combination of taxane and dual HER2 agents as their preferred regimen to 

treat HER2+ mBC, followed by T-DM1 as maintenance therapy  

Late-line 

treatment

• In a HR+, HER2+ mBC patient case example, who had received 2 lines of HER2-targeted therapy, all 

advisors indicated that they would choose a regimen that included a HER2-targeted therapy 

• Also in the case of a heavily pretreated HR+, HER2+ mBC patient, the majority of the advisors (80%) 

prefer treating with HER2 inhibitors 

• In discussion, one advisor noted that they treat disease progression with visceral metastases with 

capecitabine and lapatinib, and another advisor noted that they treat disease progression with brain 

metastases with neratinib 

TREATMENT OF HER2+ ABC
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QUOTES: HER2+ ABC

“My priority is always clinical trial. But if the patient is 

not a clinical trial candidate, of course taxane and 

dual HER2 antibody as frontline therapy [for HER2 

mBC), and T-DM1 maintenance.”

“So I prefer to use taxane, pertuzumab, and 

trastuzumab as frontline therapy for HER2 mBC. 

T-DM1 later as maintenance therapy.”

“I actually have used neratinib on quite a few patients. 

Yes, I have used neratinib on HER2 mBC patients 

progressed with brain metastases. We had 1 patient 

and she had been on neratinib for about 2 months 

and had really good treatment response.”

“Depending on how they [HER2 mBC] progress, 

whether it’s more visceral disease, I usually give 

capecitabine-lapatinib.”

“For HER2+ breast cancer, I’d start with taxane and 

dual HER2 antibody, then maintenance on T-DM1.” 
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Treatment of mTNBC



TOPLINE TAKEAWAYS: mTNBC

All of the advisors routinely test for BRCA mutations and other potential genetic aberrations in patients 

with TNBC, regardless of family history. Advisors generally treat their mTNBC patients with chemotherapy; 

however, they will incorporate PARP inhibitors in BRCA1/2+ patients and immunotherapy in 

PD-L1+ patients.

First-Line Therapy

Most advisors would use eribulin to treat their heavily pretreated TNBC patients. 

Subsequent Therapy
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Topic Data and Insights

Testing All of the advisors stated that they would recommend genetic testing to a recurrent, metastatic <60-year-old TNBC 

patient with no family history of breast cancer 

• Regardless of family history, the majority of the advisors (72%) said they would perform genetic tests in patients 

younger than 50 who have HR+, HER2– metastatic breast cancer

For relapsed/refractory mTNBC with osteoblastic bone lesions and low Ki67, more than half of the advisors (55%) 

said that they would not order IHC for androgen receptor expression

Subset 

treatment

Advisors generally treat their mTNBC patients with chemotherapy, but may include PARP inhibitor and immunotherapy 

when indicated

• In discussion, advisors noted that they perform genetic testing on all of their TNBC patients to determine BRCA1/2 

status and PD-L1 expression levels

– In case of BRCA1/2 gene mutation, advisors stated they would treat their patients with PARP inhibitors, and in 

the case of PD-L1 positivity, advisors indicated they would treat their patients with immune checkpoint 

inhibitors 

• However, in a poll most advisors (60%) said they would treat this BRCA-mutant metastatic TNBC patient with 

platinum- and paclitaxel-based chemotherapy, 2 advisors would treat with PARP inhibitor, and 1 advisor would treat 

with checkpoint inhibitor ± chemotherapy 

• For AR+ TNBC, most of the advisors (63%) prefer an androgen-blocking therapy (36% bicalutamide and 27% 

enzalutamide), while 36% prefer capecitabine 

Late-line 

treatment

Most of the advisors (64%) would consider eribulin for a TNBC patient with no identified genetic mutations after prior 

treatment with AC, paclitaxel, docetaxel-capecitabine. Thirty-six percent would consider using a carboplatin-based 

regimen, and 1 advisor would consider platinum- and paclitaxel-based chemotherapy

TREATMENT OF mTNBC
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QUOTES: mTNBC 

“Typically for TNBC mBC, I use neoadjuvant 

chemotherapy. I usually prefer single-agent 

taxane. If tested BRCA+, I give PARP inhibitors.”

“I do the same as well. I try to use immunotherapy 

if PD-L1+. My colleagues use it in all comer 

TNBC patients. I treat my BRCA+ patients with 

PARP inhibitors first vs chemotherapy.” 

19

“I think depending on patient’s age, I check 

mutation status. If PD-L1+, I incorporate 

immunotherapy. If BRCA+, I use PARP inhibitors. 

Typically treat TNBC patients with the 

combination of carbo-Taxol.”



STRATEGIC CONSIDERATIONS

> The majority of the advisors stated palbociclib as their preferred CDK4/6 inhibitor. 

Easy access, familiarity with the agent, and personal experience were noted as the 

drivers to palbociclib usage

− Develop peer-to-peer communications regarding palbociclib efficacy, safety, and patient 

management, thus providing community physicians with an opportunity to learn from experts 

who have more experience with the drug

− Develop physician- and nurse-targeted educational materials (brochures, pamphlets, white 

papers, pocket guides) to provide guidance on clinical management of potential adverse 

events, dose-modification strategies, and best supportive care approaches 

> Advisors noted olaparib as their go-to PARP inhibitor to treat BRCA1/2+ (HER2–) 

metastatic breast cancer

− Continue peer-to-peer communications focused on increasing awareness of the data 

supporting talazoparib efficacy and safety for BRCA1/2+ (HER2–) metastatic breast cancer
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Treatment of HR+ ABC

ARS RESULTS



IN HOW MANY BREAST CANCER PATIENTS HAVE YOU EVER 
USED THE DRUG EVEROLIMUS (AFINITOR)? (N = 10)
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IN HOW MANY BREAST CANCER PATIENTS HAVE YOU EVER 
USED THE DRUG PALBOCICLIB (IBRANCE)? (N = 10)
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IN HOW MANY BREAST CANCER PATIENTS HAVE YOU EVER 
USED THE DRUG RIBOCICLIB (KISQALI)? (N = 10)
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IN HOW MANY BREAST CANCER PATIENTS HAVE YOU EVER 
USED THE DRUG ABEMACICLIB (VERZENIO)? (N = 10)
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IN HOW MANY BREAST CANCER PATIENTS HAVE YOU EVER 
USED THE DRUG ALPELISIB (PIQRAY) IN THE PAST YEAR? (N 
= 10)
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IN HOW MANY BREAST CANCER PATIENTS HAVE YOU EVER 
USED A PARP INHIBITOR IN THE PAST YEAR? (N = 10)
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IN HOW MANY BREAST CANCER PATIENTS HAVE YOU EVER 
USED AN IMMUNE CHECKPOINT INHIBITOR (EG, ANTI–PD-1 
OR PD-L1) IN THE PAST YEAR? (N = 10)
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WHAT IS THE CBR (ORR% + %SD) WITH FIRST-LINE AI + 
CDK4/6 INHIBITOR IN THE FIRST-LINE SETTING? (N = 10)
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CASE 1 (HR+ ABC)

> A 58-year-old woman presents with de novo T3 N1 M1 grade 2 ER+/PR+/HER2–
IDC with painful metastases to multiple bony sites. Staging is otherwise negative 
for metastases. Biopsy of bone lesion confirms ER+/PR+/HER2– carcinoma
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IN ADDITION TO AN ANTI-OSTEOCLAST AGENT, YOU 
RECOMMEND: (N = 10)
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CASE 1 (HR+ ABC) CONT.

> The patient is treated with letrozole + palbociclib, in addition to zoledronic acid, 
and has improvement in her bone pain and resolution of areas of active disease on 
bone scan for 30 months. After 30 months on treatment she develops new left hip 
and lumbar spine pain, and bone scan shows progression of disease. Restaging 
shows no other areas of metastases
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YOU RECOMMEND: (N = 10)
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CASE 1 (HR+ ABC) CONT.

> What if instead of progression only in bone after 30 months on letrozole + 
ribociclib, the patient’s disease has progressed in multiple bone sites 
(symptomatic) as well as with multiple liver metastases (asymptomatic), with 
normal liver function
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IN THIS CASE, YOUR RECOMMENDATION FOR THERAPY 
WOULD BE: (N = 10)
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CASE 2 (HR+ ABC)

> A 65-year-old obese woman has had ER+/PR+ bone-only MBC for 10 years 
treated with an IV bisphosphonate then denosumab, aromatase inhibitors, 
fulvestrant, and tamoxifen plus everolimus. Most recently she has had stable 
disease for 18 months on capecitabine. Her disease has now progressed and she 
has completed radiation therapy to a painful metastasis in her thoracic spine
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REGARDING SYSTEMIC THERAPY, YOU RECOMMEND: (N = 10)
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CASE 3 (HR+ ABC)

> A 55-year-old postmenopausal woman has been on adjuvant anastrozole for 4 
years following chemotherapy for a grade 3 ER+/PR– T3N2 IDC. Her disease has 
now recurred with multiple liver metastases and mildly elevated liver function tests 
and she is mildly fatigued
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YOU RECOMMEND: (N = 10)
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WHAT IS THE PRIMARY REASON YOU PRESCRIBE THE 
CDK4/6 INHIBITOR OF YOUR CHOICE? (SELECT ALL THAT 
APPLY) (N = 24)
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HOW DO YOU EXPECT YOUR PRESCRIBING PATTERN OF 
CDK4/6 INHIBITORS TO CHANGE OVER THE NEXT 12–18 
MONTHS? SELECT 1 OR 2 ANSWERS (N = 14)
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Treatment of HER2+ ABC

ARS RESULTS



IN HOW MANY BREAST CANCER PATIENTS HAVE YOU EVER 
USED THE DRUG PERTUZUMAB (PERJETA)? (N = 10)
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IN HOW MANY BREAST CANCER PATIENTS HAVE YOU EVER 
USED THE DRUG TRASTUZUMAB (HERCEPTIN)? (N = 10)
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IN HOW MANY BREAST CANCER PATIENTS HAVE YOU EVER 
USED THE DRUG T-DM1 (KADCYLA) IN THE PAST YEAR? (N = 
10)
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IN HOW MANY BREAST CANCER PATIENTS HAVE YOU EVER 
USED THE DRUG LAPATINIB (TYKERB) IN THE PAST YEAR? 
(N = 10)
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IN HOW MANY BREAST CANCER PATIENTS HAVE YOU EVER 
USED THE DRUG BEVACIZUMAB (AVASTIN) IN THE PAST 
YEAR? 
(N = 10)
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HOW FAMILIAR ARE YOU WITH THE RESULTS OF THE 
MONALEESA-7 TRIAL? (N = 10)
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HOW FAMILIAR ARE YOU WITH THE RESULTS OF THE 
MONARCH 2 TRIAL? (N = 10)
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CASE 1 (HER2+ ABC)

> A 55-year-old postmenopausal woman presents with ER+/PR–/HER2+ bone-only 
MBC with a cT2N0 right breast cancer. She has moderate bone pain requiring 
intermittent narcotic therapy
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IN ADDITION TO AN ANTI-OSTEOCLAST AGENT, YOU 
RECOMMEND: (N = 11)
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CASE 1 (HER2+ ABC) CONT.

> She is treated with 6 cycles of docetaxel plus trastuzumab plus pertuzumab and 
has a complete response on bone scan and in her right breast
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IN ADDITION TO AN ANTI-OSTEOCLAST AGENT, AS 
MAINTENANCE THERAPY YOU RECOMMEND: (N = 11) 
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CASE 1 (HER2+ ABC) CONT.

> Following 6 cycles of taxane plus trastuzumab plus pertuzumab for her de novo 
MBC, she receives maintenance therapy with trastuzumab plus pertuzumab plus 
an AI for 2 years and then develops progressive disease in her bone and liver, with 
a moderate volume of liver disease. She is asymptomatic and her liver function is 
normal
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YOU NOW RECOMMEND: (N = 11)

55

9%

0%

9%

0%

73%

9%

0%

20%

40%

60%

80%

100%

Capecitabine plus
trastuzumab

Capecitabine plus
trastuzumab plus

pertuzumab

Capecitabine plus
laptinib

Neratinib T-DM1 Fulvestrant plus
CDK4/6 inhibitor plus

trastuzumab



CASE 1 (HER2+ ABC) CONT.
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YOU RECOMMEND: (N = 10)
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Treatment of mTNBC

ARS RESULTS



CASE 1 (TNBC)

> A 51-year-old woman with no family history of breast cancer who had mastectomy 
and adjuvant AC/T chemotherapy for a T2N0 TNBC now presents 2 years later 
with mediastinal adenopathy. Biopsy confirms metastatic TNBC
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YOU RECOMMEND: (N = 11)
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CASE 1 (TNBC) CONT.: SHE IS FOUND TO HAVE A DELETERIOUS BRCA1
MUTATION. REGARDING SYSTEMIC THERAPY FOR HER MEDIASTINAL 
LN-ONLY METASTATIC TNBC, YOU RECOMMEND: (N = 10)

61

20%

0%

10%

60%

0%

10%

0%

20%

40%

60%

80%

100%

PARP inhibitor Platinum single agent Gemcitabine plus
carboplatin

Nab-paclitaxel or
paclitaxel plus

carboplatin

Single-agent taxane Checkpoint inhibitor ±
chemotherapy



CASE 1 (TNBC) CONT.: SHE IS FOUND TO NOT HAVE A DELETERIOUS 
GERMLINE MUTATION. REGARDING SYSTEMIC THERAPY FOR HER 
MEDIASTINAL LN-ONLY METASTATIC TNBC, YOU RECOMMEND: (N = 11)
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FOR ER+, HER2– MBC PATIENTS, AT WHAT AGE DO YOU 
RECOMMEND GERMLINE MUTATION TESTING, REGARDLESS 
OF FAMILY HISTORY? (N = 11)
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CASE 2 (TNBC)

> A 75-year-old woman presents with biopsy-proven metastatic blastic bone and LN-
only metastatic TNBC having received AC/t 2 years ago, for a grade 2 TNBC with 
Ki67 of 10%
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WOULD YOU ORDER AR IHC? (N = 11)
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CASE 2 (TNBC) CONT.: HER AR IS 80% 2+ ON A METASTATIC 
LN BIOPSY. YOU RECOMMEND: (N = 11)
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CASE 3 (TNBC)

> A 39-year-old woman with T2N1 TNBC underwent bilateral mastectomy then dose-
dense AC followed by paclitaxel. Panel germline testing showed a normal 
genotype. Three years later she developed biopsy-proven triple-negative diffuse 
liver metastases with abnormal LFTs and had an excellent response to docetaxel-
capecitabine for 12 months. She has now developed progressive disease in her 
liver and has normal LFTs
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WHAT TREATMENT WOULD YOU RECOMMEND? (N = 11) 

68

0%

27%

0%

9%

64%

0%

20%

40%

60%

80%

100%

Ixabepilone Gemcitabine plus
carboplatin

Paclitaxel plus
bevacizumab

Nab-paclitaxel or paclitaxel
plus carboplatin

Eribulin


