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STUDY OBJECTIVES

To gain the perspectives of advisors from the southeast region of the United States 

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 via a virtual platform on July 8, 2020

> Disease state and data presentations were developed in conjunction with Adam Brufsky, MD, PhD, a medical 
expert from the University of Pittsburgh

> The group of advisors comprised community oncologists from the southeast region of the United States

− Community oncologists were invited from Alabama, Georgia, Florida, South Carolina, Tennessee, and Virginia 

− Attendees of the roundtable represented community oncologists from Florida, Georgia, South Carolina, and Virginia

> 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, tucatinib, 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)
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Approximately how many patients with HR+ ABC 

have you treated in the last year? (N = 6)

17%

17% 

67%

Up to 5

6 to 10

11 to 15

16 to 20

>20

50%
50%

Up to 5

6 to 10

11 to 15

16 to 20

>20

Approximately how many patients with HER2+ 

ABC have you treated in the past year? (N = 6)

All advisors treated at least 11 patients with HR+ ABC last year, and all treated at least 6 patients with HER2+ 

ABC last year.

*Four advisors did not respond.



PARTICIPANT DEMOGRAPHICS* (2/2)
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Approximately how many patients with triple-negative ABC have 

you treated in the past year? (N = 7)

Over half of the advisors treated 11 or more cases of TNBC last year.

43%

28%

28%

Up to 5

6 to 10

11 to 15

16 to 20

>20

*Three advisors did not respond.



Treatment of HR+ ABC



TOPLINE TAKEAWAYS – HR+, HER2– ABC
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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 the advisors are palbociclib prescribers. Personal experience and comfort 

level with palbociclib were the rationale. 

First-Line Therapy

Selection of subsequent therapy is multifactorial, with many advisors noting that they personalize the 

decision for each patient. Advisors prefer treating bone-only progressive disease with fulvestrant-based 

regimens, and rapidly progressing aggressive disease with cytotoxic regimens. Most advisors would opt for 

treating patients with CDK4/6 inhibitors if they had been heavily pretreated but have not received prior 

CDK4/6 inhibition. In later therapy lines, some advisors would use abemaciclib alone or in combination. 

There was a strong preference for capecitabine among chemotherapy options.

Subsequent Therapy



Topic Data and Insights

First-line 

therapy

Despite their answers to the provided case (as discussed in the first bullet below), all advisors stated that palbociclib plus endocrine 

therapy is their first choice for first-line therapy, because they have more experience with that agent, are familiar with its 

administration, and know what to expect

Treatment 

selection

• All the advisors chose a CDK4/6 inhibitor plus ET as first-line therapy in a patient with bone-only HR+, HER2– mBC. The majority

(88%) chose palbociclib as their preferred CDK4/6 inhibitor; all the advisors picked an AI over FUL as the combination partner

– One advisor chose abemaciclib instead of palbociclib for this particular case despite all advisors noting that palbociclib is 

their go-to for first-line HR+, HER2– mBC

• Notably, 1 out of 3 advisors stated that they expect their use of abemaciclib to increase in the next year

Late-line 

treatment

• In a patient who has been treated with palbociclib and letrozole and develops recurrent bone pain during treatment, and whose

cancer does not have a PI3K mutation, the majority of the advisors (89%) would treat with a FUL-based regimen instead: 11% 

would continue palbociclib when they switched to FUL; 22% would switch to abemaciclib; 33% would switch to the FUL plus 

everolimus combination, and 22% would use FUL monotherapy. The remaining advisor (11%) would switch to cytotoxic 

chemotherapy with capecitabine

• For a patient with symptomatic liver metastases after adjuvant AI therapy, 63% of advisors said they would switch to 

chemotherapy (38% capecitabine and 25% a taxane). One in 4 picked everolimus with either FUL or EXE, and 13% would use 

FUL plus abemaciclib 

• In a heavily pretreated patient who had not previously received a CDK4/6 inhibitor with progression of bone-only metastases, all

advisors would pick a CDK4/6 inhibitor-based regimen: 75% palbociclib plus AI or FUL; and 13% each for abemaciclib alone or 

with an AI or FUL

• In a patient with symptomatic liver progression after chemotherapy and 4 years of adjuvant anastrozole, most advisors would 

select a combination of FUL and a CDK4/6 inhibitor: 56% FUL plus palbociclib and 11% FUL plus abemaciclib. Among the remaining 

advisors, who selected cytotoxic chemotherapy: 22% would go with capecitabine and 11% with a taxane combination

• Advisors believe that genetic testing can guide therapy selection in late-line settings and would consider alpelisib for PIK3CA

mutations, but are less apt to select specific therapies for AR mutations

TREATMENT OF HR+, HER2– ABC
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QUOTES – HR+ ABC

11

“I can't say the next patient that walks in the room I'm 

going to do X, Y, or Z. There are just so many different 

factors. You pretty much have to individualize it.” 

“If they've progressed on an AI and palbo, I’ll probably 

give them fulvestrant and possibly continue the palbo.  

It just depends on how they tolerated it, and multiple 

factors.”

“We're going to start to see these rare events, like this 

rare anemia [with palbo], that can get pretty severe, 

like grade 3, because we just don't think that it's going 

to happen. We're going to have to start talking about 

it.”

“I mean usually at the beginning. I don't know that I do 

it necessarily again if I have it once. But, yeah, I mean 

otherwise for like PIK3 mutations and those things, I'll 

do it if I haven't had it.” [on use of genetic testing]

“I usually do like fulvestrant, and then I try—if I can get 

it through the insurance, then I try the abema, just 

because it's different.”

“We use a lot of palbo, primarily just from familiarity 

and it has been around the longest, on the market the 

longest. I don't necessarily think it's better, but it's just 

a prescribing pattern that I think probably is going to 

change based on some of the stuff we just discussed.”

“We have a pretty big menu for breast in second line.  

I'm one of the guys who is answering capecitabine a 

lot on the original questions. I think I've had a couple 

people kind of go down in flames with more targeted 

therapy and have found that just it's more of a knee-

jerk reaction. It's not really data based, but I often will 

get them a try on a taxane or Xeloda.”



Treatment of HER2+ ABC



TOPLINE TAKEAWAYS – HER2+ ABC
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Most advisors noted taxane plus dual HER2 targeting as their preferred frontline therapy to treat HER2+ 

mBC patients, with some advisors opting for only a single HER2-targeted agent (trastuzumab) plus taxane. 

This was true also for cases that are HR+, HER2+, although a contingent would use trastuzumab with an AI 

rather than a taxane for nonaggressive disease. There appears to be a preference for mAb-based therapies 

over oral TKIs, as only 38% of advisors reported having used lapatinib or neratinib in any of their patients in 

the last year, whereas all had used the mAb-based HER2-targeting agents.

First-Line Therapy

Most advisors noted trastuzumab-based regimens 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. 

Subsequent Therapy



Topic Data and Insights

HR+, HER2+ For HR+, HER2+ mBC half of the advisors (50%) prefer treating their patients with multiagent HER2-targeted 

therapies (both trastuzumab and pertuzumab) plus taxane, 25% would select trastuzumab and a taxane, and 

25% would select trastuzumab plus an AI

• However, if a patient had a complete response to therapy, most of the advisors (88%) would give an AI with 

HER2-targeted therapy (trastuzumab alone or with pertuzumab) as maintenance therapy. One advisor chose 

trastuzumab plus pertuzumab; no advisors chose T-DM1 or a CDK4/6i-based regimen

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

breast cancer 

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

the use of lapatinib (38%),        bevacizumab (25%),       and neratinib (38%)        among advisors is 

comparatively low

• Although advisors were generally positive about tucatinib, none had prescribed it yet

Late-line 

treatment

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

advisors indicated they would choose a regimen that included capecitabine and trastuzumab, either alone 

(13%) or with pertuzumab (25%) or tucatinib (25%, although no one had ever prescribed it previously); 

38% would opt for T-DM1

• Also, in the case of a heavily pretreated HR+, HER2+ mBC patient, 44% would use a combination of 

cytotoxic chemotherapy and HER2 targeting (11% vinorelbine plus trastuzumab and 33% capecitabine 

plus trastuzumab plus tucatinib), whereas 33% would use neratinib with or without FUL, and 22% would 

use lapatinib plus trastuzumab 

TREATMENT OF HER2+ ABC
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QUOTES – HER2+ ABC

15

“A 2-year gap, I would probably rechallenge with the 

original either THP or T-DM1. Obviously, we have 

better choices, so I think it goes on a case-by-case 

basis.”
“Unlike CDK4/6 inhibitors, where I think it's sort of 3 

basically equal options and kind of dealer's choice, I 

mean, I think these have some very unique properties 

one from another.” [on the new HER2-targeted 

therapies]

“The other question for trastuzumab deruxtecan, what 

are your thoughts about maybe getting a chest X-ray 

once a month, once every 2 months?”

“Enhertu, because it's easier to give, then tucatinib 

fourth.” [on treatment selection after THP and failure 

on T-DM1]“The brain metastasis issue is a big one. I think 

there's definitely going to be a steep learning curve, 

and I'm very curious to see where this all leads, 

because it's kind of the wild, wild west in terms of how 

to implement these drugs effectively and in the best 

sequence.”



Treatment of mTNBC



TOPLINE TAKEAWAYS – mTNBC
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All the advisors routinely test for PD-L1 expression as well as 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

There is excitement but not much uptake yet for sacituzumab govitecan. Targeted therapy approaches are 

still favored for patients with targetable mutations or phenotypes.

Subsequent Therapy



Topic Data and Insights

Testing All 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, half of the advisors said they would perform genetic tests in patients younger 

than 50 who have HR+, HER2– mBC

For relapsed/refractory mTNBC with osteoblastic bone lesions and low Ki67, 33% said they would order IHC 

for androgen receptor expression,        and 63% would use an antiandrogen rather than chemotherapy if 

overexpressed

Subset 

treatment

Advisors generally treat their mTNBC patients with chemotherapy if there is aggressive disease, but may utilize 

PARP inhibitor and immunotherapy when indicated

• Most advisors (63%) said they would treat a BRCA-mutant metastatic TNBC patient with mediastinal lymph 

node-only mets with a PARPi, whereas 13% would use gemcitabine plus carboplatin, and 25% opted for 

checkpoint inhibitor with or without chemotherapy 

• For AR+ TNBC, most advisors (63%) prefer an androgen-blocking therapy (13% bicalutamide and 50% 

enzalutamide) over chemo with capecitabine 

Late-line 

treatment

One-third of the advisors would use sacituzumab govitecan for a TNBC patient with no identified genetic 

mutations after prior treatment with AC, paclitaxel, docetaxel-capecitabine. Forty-four percent would use a 

carboplatin-based regimen, and 2 advisors (22%) would select eribulin

TREATMENT OF mTNBC
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QUOTES – mTNBC 

19

“I mean if they're PD-L1+, then usually 

Abraxane and whatever. I check for the BRCA. 

Then, usually carbo afterwards, with gem or 

without, depending on how they are.” [on 

therapy selection for TNBC]

“I had to go back and dig with Pfizer to make 

sure to see if there was any data combining the 

endocrine therapy with PARP inhibitor.  

Apparently, there is none. So, she [the patient] is 

on single-agent tala.”

“I've used talo. As far as the sequence, I 

wanted to mention a brand-new diagnosis, 

triple-negative, insurance did not approve 

Abraxane and carbo, so I had to go with single-

agent carbo.”

“It sounds really exciting!” [about sacituzumab]



Treatment of HR+ ABC

ARS RESULTS



IN HOW MANY BREAST CANCER PATIENTS HAVE YOU EVER 
USED THE DRUG EVEROLIMUS (AFINITOR)? (N = 7)*

21

43%

56%

0 0 0 0
0%

20%

40%

60%

80%

100%

0 1-5 6-10 11-15 16-20 >20

*Three advisors did not respond.



IN HOW MANY BREAST CANCER PATIENTS HAVE YOU EVER 
USED THE DRUG PALBOCICLIB (IBRANCE)? (N = 8)*

22

0%

13%

50%

38%

0% 0%
0%

20%

40%

60%

80%

100%

0 1-5 6-10 11-15 16-20 >20

*Two advisors did not respond.



IN HOW MANY BREAST CANCER PATIENTS HAVE YOU EVER 
USED THE DRUG RIBOCICLIB (KISQALI)? (N = 8)*
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63%

38%

0% 0% 0% 0%
0%

20%

40%

60%

80%

100%

0 1-5 6-10 11-15 16-20 >20

*Two advisors did not respond.



IN HOW MANY BREAST CANCER PATIENTS HAVE YOU EVER 
USED THE DRUG ABEMACICLIB (VERZENIO)? (N = 8)*

24

50% 50%

0% 0% 0% 0%
0%

20%

40%

60%

80%

100%

0 1-5 6-10 11-15 16-20 >20

*Two advisors did not respond.



IN HOW MANY BREAST CANCER PATIENTS HAVE YOU EVER 
USED THE DRUG ALPELISIB (PIQRAY) IN THE PAST YEAR? 
(N = 9)*
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38%

63%

0% 0% 0% 0%
0%

20%

40%

60%

80%

100%

0 1-5 6-10 11-15 16-20 >20

*One advisor did not respond.



IN HOW MANY BREAST CANCER PATIENTS HAVE YOU EVER 
USED A PARP INHIBITOR IN THE PAST YEAR? (N = 9)*
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33%

67%

0% 0% 0% 0%
0%

20%

40%

60%

80%

100%

0 1-5 6-10 11-15 16-20 >20

*One advisor did not respond.



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 = 9)*
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22%

56%

22%

0% 0% 0%
0%

20%

40%

60%

80%

100%

0 1-5 6-10 11-15 16-20 >20

*One advisor did not respond.



CASE 1 (HR+ ABC)

> A 58-year-old woman presents with de novo T3N1M1 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

28



IN ADDITION TO AN ANTI-OSTEOCLAST AGENT, YOU 
RECOMMEND: (N = 8)*

29

0% 0%

88%

13%

0% 0% 0% 0%
0%

20%

40%

60%

80%

100%

Fulvestrant Letrozole plus
ribociclib

Letrozole plus
palbociclib

Letrozole plus
abemaciclib

Fulvestrant plus
ribociclib

Fulvestrant plus
palbociclib

Fulvestrant plus
abemaciclib

Other

*Two advisors did not respond.



CASE 1 (HR+ ABC) CONT.

> The patient is treated with letrozole plus 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. She has no PI3K mutations

30



YOU RECOMMEND: (N = 9)*

31

22%

33%

0%

11%

22%

11%

0%

20%

40%

60%

80%

100%

Fulvestrant Fulvestrant or
exemestane plus

everolimus

Fulvestrant plus
ribociclib

Fulvestrant plus
palbociclib

Fulvestrant plus
abemaciclib

Capecitabine

*One advisor did not respond.



CASE 1 (HR+ ABC) CONT.

> What if instead of progression only in bone after 30 months on letrozole plus 
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 = 8)*

33

0%

25%

0% 0%

13%

38%

25%

0%
0%

20%

40%

60%

80%

100%

Fulvestrant Fulvestrant or
exemestane plus

everolimus

Fulvestrant plus
ribociclib

Fulvestrant plus
palbociclib

Fulvestrant plus
abemaciclib

Capecitabine Taxane Taxane
combination with
capecitabine or

gemicitabine

*Two advisors did not respond.



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

34



REGARDING SYSTEMIC THERAPY, YOU RECOMMEND: (N = 8)*
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13% 13%

75%

0% 0%
0%

20%

40%

60%

80%

100%

Abemaciclib plus AI or
fulvestrant

Abemaciclib alone Palbociclib plus AI or
fulvestrant

Ribociclib plus AI or
fulvestrant

Paclitaxel or vinorelbine

*Two advisors did not respond.



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 = 9)*
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56%

0%

11%

0%

22%

11%
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20%

40%

60%

80%

100%

Fulvestrant plus
palbociclib

Fulvestrant plus
ribociclib

Fulvestrant plus
abemaciclib

Fulvestrant or
exemestane plus

everolimus

Capecitabine Taxane-based
combination

chemotherapy

*One advisor did not respond.



WHAT IS THE PRIMARY REASON YOU PRESCRIBE THE 
CDK4/6 INHIBITOR OF YOUR CHOICE? (SELECT ALL THAT 
APPLY) (N = 9)*

38

1

3

0

1

0

3

1

0 0
0

1

2

3

4

Efficacy results Toxicity profile Reimbursement My GPO
contract

Payors' decision My familiarity
with the agent

KOL opinions Learning how
my peers are
prescribing

Other

*One advisor did not respond.



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 = 9)*

39

33%

0

11%

56%

0 0 0
0%
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20%
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60%

I will prescribe
more abemaciclib

I will prescribe
more palbociclib

I will prescribe
more ribociclib

My pattern will stay
the same

I will prescribe less
abemaciclib

I will prescribe less
palbociclib

I will prescribe less
ribociclib

*One advisor did not respond.



Treatment of HER2+ ABC

ARS RESULTS



IN HOW MANY BREAST CANCER PATIENTS HAVE YOU EVER 
USED THE DRUG PERTUZUMAB (PERJETA)? (N = 8)*

41
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*Two advisors did not respond.



IN HOW MANY BREAST CANCER PATIENTS HAVE YOU EVER 
USED THE DRUG TRASTUZUMAB (HERCEPTIN)? (N = 8)*
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IN HOW MANY BREAST CANCER PATIENTS HAVE YOU EVER 
USED THE DRUG T-DM1 (KADCYLA) IN THE PAST YEAR? 
(N = 8)*

43

0%

50% 50%

0% 0% 0%
0%

20%

40%

60%

80%

100%

0 1-5 6-10 11-15 16-20 >20

*Two advisors did not respond.



IN HOW MANY BREAST CANCER PATIENTS HAVE YOU EVER 
USED THE DRUG LAPATINIB (TYKERB) IN THE PAST YEAR? 
(N = 8)*

44
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*Two advisors did not respond.



IN HOW MANY BREAST CANCER PATIENTS HAVE YOU EVER 
USED THE DRUG BEVACIZUMAB (AVASTIN) IN THE PAST 
YEAR? (N = 8)*

45
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*Two advisors did not respond.



IN HOW MANY BREAST CANCER PATIENTS HAVE YOU EVER 
USED THE DRUG TUCATINIB (TUKYSA) IN THE PAST YEAR? 
(N = 8)*

46
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IN HOW MANY BREAST CANCER PATIENTS HAVE YOU EVER 
USED THE DRUG NERATINIB (NERLYNX) IN THE PAST YEAR? 
(N = 8)*
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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

48



IN ADDITION TO AN ANTI-OSTEOCLAST AGENT, YOU 
RECOMMEND: (N = 8)*
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Taxane plus trastuzumab Taxane plus trastuzumab
plus pertuzumab

Ado-trastuzumab
emtansine (T-DM1)

AI plus trastuzumab AI plus trastuzumab plus
pertuzumab

*Two advisors did not respond.



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 = 8)* 
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*Two advisors did not respond.



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 = 8)*
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Capecitabine plus
trastuzumab

Capecitabine plus
trastuzumab plus

pertuzumab

Capecitabine plus
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tucatinib

Capecitabine plus
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Neratinib T-DM1 Fulvestrant plus
CDK4/6 inhibitor
plus trastuzumab

*Two advisors did not respond.



CASE 1 (HER2+ ABC) CONT.

> She receives treatment with T-DM1 followed at disease progression with 
capecitabine plus trastuzumab and benefits from both of these therapies, with PFS 
6–9 months. Her ER+, HER2+ mBC has now been treated with pertuzumab (with 
trastuzumab-taxane), T-DM1, capecitabine, as well as with endocrine therapy plus 
everolimus plus trastuzumab, and her disease is slowly progressing in her liver, 
with moderate-volume disease and with stable bone metastases. She has mild 
occasional nausea and her hepatic transaminases are mildly elevated
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YOU RECOMMEND: (N = 9)*
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Eribulin plus
trastuzumab

*One advisor did not respond.



Treatment of mTNBC

ARS RESULTS



IN HOW MANY BREAST CANCER PATIENTS HAVE YOU USED 
A PARP INHIBITOR IN THE PAST YEAR? (N = 7)*
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*Three advisors did not respond.



CASE 1 (mTNBC)

> 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 = 8)*
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*Two advisors did not respond.



CASE 1 (mTNBC) CONT. SHE IS FOUND TO HAVE A DELETERIOUS 
BRCA1 MUTATION. REGARDING SYSTEMIC THERAPY FOR HER 
MEDIASTINAL LN-ONLY METASTATIC TNBC, YOU RECOMMEND: (N = 8)*
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PARP inhibitor Platinum single agent Gemcitabine plus
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*Two advisors did not respond.



CASE 1 (mTNBC) CONT. SHE IS FOUND TO NOT HAVE A DELETERIOUS 
GERMLINE MUTATION. REGARDING SYSTEMIC THERAPY FOR HER 
MEDIASTINAL LN-ONLY METASTATIC TNBC, YOU RECOMMEND: (N = 7)*
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*Three advisors did not respond.



FOR ER+, HER2– mBC PATIENTS, AT WHAT AGE DO YOU 
RECOMMEND GERMLINE MUTATION TESTING, REGARDLESS 
OF FAMILY HISTORY? (N = 8)*
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*Two advisors did not respond.



CASE 2 (mTNBC)

> 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 = 9)*
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*One advisor did not respond.



CASE 2 (mTNBC) CONT. HER AR IS 80% 2+ ON A METASTATIC 
LN BIOPSY. YOU RECOMMEND: (N = 8)*
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*Two advisors did not respond.



CASE 3 (mTNBC)

> 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

66



WHAT TREATMENT WOULD YOU RECOMMEND? (N = 9)* 
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*One advisor did not respond.



KEY TAKEAWAYS

Advisor 1

• The flow chart for treating HR+/HER2-negative breast cancer tells me 

that what I am doing is probably the right thing 

• The HER2 data on the low HER2 expressers for HER and HER2. I 

thought that was really fascinating that that may be resurrected for the 

low expressers

• I learned that possibly you can use Verzenio as a second trial of the 

CDK4/6

Advisor 5

• Looking forward to the somatic BRCA, because obviously we're 

utilizing in that space in prostate and ovarian  

• I have not used trastuzumab deruxtecan or tucatinib. I'm very much 

looking forward to using both 

• Reminder about interstitial lung disease, and how to manage that was 

helpful

Advisor 2

• Things are getting much more complicated  

• I tend to do a lot of GI. We've done trials with SN38 probably 10 years 

ago as a single agent. It caused horrible diarrhea. People were in for a 

month. This is obviously different. But I'm really interested to see what 

the new ADC trials show

Advisor 6

• The low HER2 new concentration within HER2 is really good data.  I 

think it's going to help a lot of patients out there that we don't know 

what to do for them

• The data on the tucatinib on activity with brain metastases is really 

amazing

Advisor 3

• Information on sequencing and strategizing a CDK4/6 in ER+ disease

• HER2+ disease and the use of these drugs in specific clinical situations, 

like brain mets

• Third-line and beyond for TNBC and some of these drugs 

Advisor 7

• Enhertu activity in HER2-low and negative expression 

• I was also not aware of the activity of Verzenio after palbo in CDK4 

inhibitors, sometimes you have these minor progressions. These drugs 

are game changers, no question about it  

• TNBC and sacituzumab is phenomenal

Advisor 4

• The data on the low HER2 expressers and the use of the new HER2 

drug (tucatinib)

Advisor 8

• I really appreciated how one of those slides outlined for us at what 

point do we hold trastuzumab deruxtecan, restart it, or at what point do 

we just give up all together and drop it

• The CDK4/6 mutations that can happen with disease progression
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