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> To gain perspectives on community oncology treatment practices in HR+, HER2+, and TN mBC

> To gain insight into the influence of recent data and approvals on community treatment practices

STUDY OBJECTIVES

REPORT OBJECTIVES 
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REPORT SNAPSHOT: SESSION OVERVIEW
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A moderated roundtable 
discussion was held with 
community oncologists 
from across the Southwest 
region of the United States 
in a virtual setting on 
March 1, 2021

Disease state and data 
presentations were led by 
Dr Mark Pegram from 
Stanford Cancer Center 
and discussions 
moderated by Dr Keren 
Sturtz from Sackler 
School of Medicine, in 
conjunction with content 
developed by the Aptitude 
Health Clinical Team

Insights on the treatment 
and management of 
breast cancer patients in 
the community setting 
were obtained 

Data collection was 
accomplished through use 
of audience response 
system (ARS) questioning 
and in-depth moderated 
discussion 



REPORT SNAPSHOT: ATTENDEE OVERVIEW
> The group of advisors comprised 14 community oncologists from across the United States

− Attendees of the roundtable represented community oncologists from California, Nevada, Utah, Arizona, 
Colorado, and New Mexico
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INSTITUTION CITY STATE
Ironwood Cancer & Research Centers Chandler AZ

Ironwood Cancer & Research Centers Phoenix AZ

Private practice Huntington Beach CA

Cancer & Blood Specialty Clinic Los Alamitos CA

Private practice Los Angeles CA

Kaiser Permanente Riverside Medical Center Riverside CA

Riverside Medical Center Riverside CA

Southern California Permanente Medical Group San Diego CA

Pacific Shores Medical Group Ventura and Long Beach CA

Denver Health Medical Center Denver CO

Heart of the Rockies Regional Medical Center Salida CO

Lovelace Cancer Center Albuquerque NM

Cancer Care Specialists Reno NV

Utah Cancer Specialists Salt Lake City UT



PARTICIPANT DEMOGRAPHICS (1/2)
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Approximately how many patients with HR+ ABC 
have you treated in the last year? (N = 13)*

Approximately how many patients with HER2+ 
ABC have you treated in the past year? (N = 14)

8%

* One advisor did not respond.

8%

8%

23%
61%

Up to 5 6 to 10 11 to 15 16 to 20 >20

Most advisors 
treated >20 patients 
with HR+ ABC  last 

year

7%

13%

44%

14%

22%

Up to 5 6 to 10 11 to 15 16 to 20 >20

Most advisors 
treated ≥11 patients 

with HER2+ ABC  
last year



PARTICIPANT DEMOGRAPHICS (2/2)
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Approximately how many patients with triple-negative ABC have 
you treated in the past year? (N = 14)

14%

50%

29%

7%

Up to 5 6 to 10 11 to 15 16 to 20 >20

86% of advisors treated 
≥6 cases of TNBC last 

year



REPORT SNAPSHOT: AGENDA
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Time (PST) Topic
5.00 PM – 5.15 PM
(15 min) Introduction

5.15 PM – 5.45 PM
(30 min) Treatment of HR-Positive Advanced Breast Cancer

5.45 PM – 6.15 PM
(30 min) Moderated Discussion

6.15 PM – 6.35 PM
(20 min) Treatment of HER2-Positive Advanced Breast Cancer

6.35 PM – 7.00 PM
(25 min) Moderated Discussion

7.00 PM – 7.10 PM
(10 min) Break

7.10 PM – 7.30 PM
(20 min) Treatment of Triple-Negative Advanced Breast Cancer

7.30 PM – 7.50 PM
(20 min) Moderated Discussion

7.50 PM – 8.00 PM
(10 MIN) Key Takeaways and Meeting Evaluation



Topline Takeaways and 
Strategic Recommendations



MEETING OBJECTIVES WERE ACHIEVED: TOPLINE 
TAKEAWAYS

> To gain perspectives on 
community oncology 
treatment practices in HR+, 
HER2+, and TNBC mBC

> To gain insight into the 
influence of recent data 
and approvals on 
community treatment 
practices

Through ARS questions 
and moderated 
discussions, community 
oncologists described their 
testing and treatment 
practices and challenges 
they experience

> Currently, community oncologists treat the 
majority of their HR+ mBC cases with a CDK4/6 
inhibitor + AI, following by a FUL-based regimen, 
often in combination with a CDK4/6 inhibitor. An 
ET + targeted therapy combination is typically 
used as next line before proceeding to 
chemotherapy

> For HER2+ mBC, the first approach is typically 
dual pathway inhibition (ie, with trastuzumab and 
pertuzumab) in combination with chemotherapy 
(eg, taxane), followed typically by T-DM1 and then 
either tucatinib or T-DXd

> For TNBC, community oncologists generally look 
for potential targets (eg, BRCAm and PD-L1) to 
direct therapy

OBJECTIVE PROCESS INSIGHTS
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Key Insights and 
Discussion Summary



DISCUSSION: HR+ ABC (1/3)
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HR+ mBC 1L – INSIGHTS AND DATA

Use of ET vs 
chemotherapy

“You know, ER+ typically the main thing is symptoms. If they are very symptomatic, like liver mets, bone mets, very painful 
symptomatic, where you don't think that you can start them on oral agents, of course chemotherapy is the way to go for 
those patients, select patients. But fortunately, we don't see those patients quite frequently.”

“It's looking at the burden of the disease, looking comorbidities, looking at patient desires, what they want for themselves,
what they don't want for themselves. If there's visceral crisis, going with chemotherapy. If there's not, I'm typically going with . 
. . Faslodex + palbo in the frontline.” 

“It's really looking at this patient. Will I have the opportunity to treat them with something else if they progress through this 
line of therapy, and if I won't, then I need to go with chemotherapy, because I need to get that response. Again, presuming 
that it's because of liver dysfunction or some other organ dysfunction that I have to preserve.”

“For me, crisis would be defined as they need treatment in the next couple of days. One or 2 weeks for me is not really 
defined as a crisis. If it's a crisis, then obviously chemo, you make them asymptomatic or prevent spinal cord compression 
or whatever the issue is.”

“Is the patient imminently going to organ failure? That's, I think, if you feel somebody's going to. Because most important is, I 
think, the liver. If you feel that the patient, unless you start the treatment immediately, is going to go into liver failure.”



DISCUSSION: HR+ ABC (2/3)
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HR+ mBC 1L – INSIGHTS AND DATA

Use of CDK4/6 
inhibitors

“So far, I have been doing Ibrance for the majority of my patients. I do see the data maybe a little bit better with . . . abemaciclib. My fear is that it's 
a twice-a-day dose. Patients probably will forget, number one. Number two, diarrhea is something that is one of the most common side effects 
with that one, and that's something that . . . actually is one of the significant side effects, and it may turn the patients, saying I don't want to take 
this treatment anymore. So, that is one concerning thing for me. So, so far, I've just been doing Ibrance.”
“Palbo is my usual go-to for first line.”
“I think for the most part, efficacy, they all are pretty much created equal. From toxicity, no, I think that there's difference in toxicity, depending on 
what on-target and off-target effects we're getting . . . So, when I look at the different pharma companies who come to me with these explanations 
for the data, to me it just seems like, well, they're just trying to distinguish themselves. They're just trying to come up with a reason, and it's not for 
me particularly compelling.”
“Adjuvant abemaciclib is concerning, because of the diarrhea.”
“At the end of the day, that is somebody's sister or mother that we're thinking about, and they probably spend as much on asymptomatic CLL with 
ibrutinib, if someone's going to make the financial cost argument. So, I think they're valid concerns, but I'd probably go toward treating with abema 
in the stage 3s.” – on cost-benefit analysis of adjuvant CDK4/6 inhibition
“I made this sort of quasi-scientific argument that the neutropenia incidence is better during COVID, before we knew what COVID was really like.  
So, I ended up committing more patients to abema. That was sort of my thing.”
“I did find palbociclib neutropenia dose adjustments to be a little annoying when I first started in one of my practices, and I inherited a lot of 
patients that were on it. But I felt like I was treating the number and the physician more than the actual neutropenic fever incidence.”
“I think being creatures of habit, probably. I'll be honest. I think that's probably what'll happen.” – on whether uptake of abemaciclib in the adjuvant 
setting will have a spill-over effect and cause more use of abemaciclib in other lines of therapy for mBC
“The drug that I choose will depend upon the patient's comorbidities, the other drugs. For Kisqali, I was, well, they are the only people with 
survival data, whether you believe it or not; it's up to you to decide. But they are the only people with the data. Others don't even have that data.  
So also, COVID has affected the way I prescribe the drug. I am using less of Ibrance nowadays, and I am using the other 2, the Verzenio and the 
Kisqali more recently.”



DISCUSSION: HR+ ABC (3/3)

HR+ mBC 2L and Beyond – INSIGHTS AND DATA

2L therapy
“I usually switch them to fulvestrant + AI or with everolimus, depending on the disease burden, again.”

“I'll continue the CDK4/6 in the second line, continue with palbo.”

Targeted agents
“I haven't been real impressed with it, and it was a lot of extra work.” – on alpelisib (PIQRAY®)

“Kind of a last ditch before chemo. It's not tolerated well. Most patients tolerate Xeloda better than they do everolimus. So, 
it's something that I offer, but I'm not very enthusiastic about it.” – on everolimus (AFFINITOR®)

Local therapy
“I'm a big fan of targeting oligometastatic disease. I've actually even TACEd a couple of patients with their liver metastases; I 
know it's off the book – spot treatment with radiotherapy to bone lesions. So it ends up being this very boutique approach 
you can do, because you can have this sort of very indolent disease running in the background, when you layer on the 
CDK4/6s.”
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DISCUSSION: HER+ ABC (1/2)
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HER2+ mBC – INSIGHTS AND DATA

1L therapy
“I use the PTH, pertuz/tras/tax. I mean that's pretty straightforward.”

“Most of the high-risk patients, tumors more than 2 cm or lymph node positive, I'll give them 6 cycles of TCHP. Then if they have a good response, 
then obviously I keep them on Herceptin and Perjeta.”

2L

“I want to stop the brain mets; 50% of patients are going to have brain mets. I believe that even if the data aren't there, if it's so powerful in 
shrinking brain mets, why wouldn’t it prevent the brain mets? It's on label. It's a better drug. It's well tolerated. I don't see a reason why it would 
push tucat to third and Enhertu to fourth line. Maybe it's because I want to bring Enhertu in as soon as I can.” – on choosing tucatinib instead of T-
DM1 in 2L

“The boys and girls on Up-To-Date will say, ‘No, we prefer T-DM1 because the EMELIA trial and there's a survival benefit.’ But that's just the study 
design. I don’t know if that is the sole reason. That's it. I'm a PTH, tucat, Enhertu kind of guy.”

HR+/HER2+

Addition of ET + 
abema to trastuzumab

“As a maintenance drug when I'm going to have a new drug, then I use antihormones in combination with that . . . I usually continue it if I'm 
switching over to either T-DM1 or Enhertu. Or else continue the AIs or maybe a different AI.”

“I know we have the MonarcHER data now, but I think that was tested in third-line patients, so the data were not too exciting, but still good signal-
to-noise ratio.”

Neratinib

“35% of patients who don't get into a complete response, so there I'll end up using T-DM1. In those patients, if they’re HR+ and lymph node 
positive, I do offer them Nerlynx there.”

“The pill burden can be a problem with some patients. I think the when we use a step-up therapy and the prophylaxis, I've been able to keep them 
on it. So mostly I use it in hormone receptor-positive, lymph node-positive in the adjuvant setting. I don’t use it outside of that.”

“I mean the adjuvant, I'm still using it. But I haven't used it in the metastatic setting for awhile.”



DISCUSSION: HER+ ABC (2/2)

17

HER2+ mBC – INSIGHTS AND DATA

Tucatinib vs 
trastuzumab 
deruxtecan

“I would much rather give my patients tucat second line and skip T-DM1 all together and then be ready for Enhertu in the 
third line, which is a truly powerful drug. That waterfall plot is really seductive.”

“I have this little army of patients that are on T-DM1, doing very well with CRs that I'm just kind of waiting to make this 
decision . . . I had thought that I'd use Enhertu, but the tucatinib stuff is super interesting and it seems like it's better tolerated 
. . . I mean we're lucky to have all these choices of things that work. That's the most amazing part.”

“One other thing I don't like about tucat in the third line is that we're bringing back tras, and I feel like trastuzumab is kind of 
old baggage. By the time we're in the third line, we've already used T-DM1 and now we're going to go back to trastuzumab?  
It just doesn't make sense. I'd rather get that in early and finish it early. I feel like I am going backwards.”

Later-line therapy “Margetuximab didn't seem that interesting. It wasn't exciting . . . I don't even know if Nerlynx has a role in fourth line. I doubt 
these patients are in good enough shape by then.”

Trastuzumab and 
biosimilars

“Subcu Herceptin is still much more expensive than the biosimilars.”

“We are doing biosimilars and I've already gotten into 2 fights with patients who said that they don't want the generic. They
want the brand-name drug and so out of politeness, we order the brand-name drug, got it denied, sent the denial letter to the 
patient.”

“We converted almost everybody that was getting Herceptin over to the biosimilar over some time. I think we're 99% 
biosimilars at this point.”



DISCUSSION: TNBC (1/2)
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TNBC – INSIGHTS AND DATA

Anti–PD-(L)1s

“As soon as the data from 522 came out, I started using pembro in the neoadjuvant setting because of the CR rates and sort of translating 
the CR rates into hopefully long-term outcomes. I kind of incorporated that early. Again, insurance allowed me to do so in a handful of 
patients already.”

“I would say that if truly the PCR rates are a lot lower than what was first reported, I probably would change that. Then you're adding a lot 
of cost. Especially on the back end on the adjuvant component, my understanding is that the 522 data did include a lot of—I'm not sure 
how long the adjuvant component of pembro was, but it was really long . . . about 6 months. Yeah, I would say that the cost of that and at 
that point, if it's not going to translate into a long-term outcome, I'm less likely to apply it then.”

“I have been using the atezolizumab/Tecentriq usually for my PD-L1+ patients. I think that's the go-to which I have been using. Otherwise, I 
use Keytruda for almost every other cancer pretty much. But for this one, just because it has been available, I think my reflex is just to use 
it, so I have been using that for now.”

PARP inhibitors

“I've used more PARP inhibitors in some ovarian cancer that I've been treating. I've found them very toxic in patients. They have a hard 
time tolerating in those kinds of patients. Forget about the cost; put that aside. It's just very toxic to deliver. I've been underwhelmed.”

“If they're de novo metastatic, then I think PARP inhibitors are approved after a cycle of chemo, so I would probably go with
immunotherapy first, immunotherapy regimen . . . I just have this general feeling that PARP inhibitors are less likely to give you a rapid 
response. That's just in my experience in other diseases as well—in ovarian, for example.”

“The 3 PARP inhibitors which we have currently, they have minor differences in their side effect profile, but so far so good. I have been 
using it both as first-line maintenance in ovarian cancer or in subsequent line of treatments. It’s been manageable.”

“I don't know where I put the PARP inhibitor at this time . . . Will I go PARP first or chemo first? My intuition is to do PARP first because I 
think that PARP inhibitor doesn't work well if they're exposed to chemo, just because the synthetic lethality doesn't work after the—
especially if they're exposed to platinum. A lot of the times when you use a platinum chemo, I just don't think the PARP works very well.”



DISCUSSION: TNBC (2/2)
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TNBC – INSIGHTS AND DATA

Genetic testing

“Of course I am doing the germline testing. But actually, pretty much with each subsequent line of treatment I do try to get a 
next-generation sequencing done for these triple-negative breast cancer. Maybe not a tissue biopsy at least, but a liquid 
biopsy. I do try to see if we can discover any new targeted therapies in subsequent line of treatments.”

“Usually, I have already done the germline testing in triple-negative. But in any patient who I'm doing these NGS, they give 
you a hint that there is something which you need to check out, whether it's BRCA-ness or HRD or CHEK2, some other 
markers which I have seen in these reports. The more I'm using, I'm seeing that I'm getting more familiar with those types of
testings and results.”

Sacituzumab
“We've all used a variety of single agents, hoping to get a little bit of mileage. It certainly looks superior than that kind of 
shotgun approach, trying some of those older medications. It looks like it's a fairly toxic drug. It's without a doubt its toxicity 
for sure . . . I think it will move up. I think it will be preferable than trying the shotgun strategy.”



Advisor Key Takeaways



ADVISOR KEY TAKEAWAYS (1/2)
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ADVISOR ADVISOR

1

> The biology behind some decisions that we've had 
placed in front of us these last few months. It's 
challenging to do the right thing at the right time and 
keep the sequence to not dead-end your choices

> PARPs and doing the BRCA testing
> The idea of having non-chemotherapy alternatives

4

> For ER+ disease, we have multiple choices that will be 
limited by location, toxicity, and potential compliance

> In HER2+s, Enhertu, it seems to be making its way up 
in the lines of treatment, even though we don't have 
really good data

> In TNBC, testing methodology for PD-L1 is important

2
> The quality of the CDK4/6 drugs overall 
> The sequencing in HER2+ disease
> Really reinforced my newfound love for tucatinib

5

> Dealer's choice for the CDK4/6i’s
> For HER2, it really comes down to tucatinib vs 

Enhertu and sorting through which sequence is going 
to be best for your individual patient. I think those are 
both game changers

3

> All the CDKs are similar in terms of efficacy; you 
should choose based on side effect profile 

> For PARP inhibitors in TNBC, I tend to use PARP 
inhibitor normally for patients who prefer to be on oral 
medication, to more seniors normally if they're in good 
performance status

> Where I'm using the anti-PDL I tend to use more for 
patients who are more motivated

6

> Regardless of the meta-analysis, it seems like there is 
an OS advantage to all of the CDK4/6i’s. Where the 
CDK4/6s will lie with double or triple positives has yet 
to be fully elucidated

> It seems like tucatinib really is exciting
> For TNBC, I think the Trop-2 inhibitor has a much 

rougher AE profile than I had previously thought



ADVISOR KEY TAKEAWAYS (2/2)*
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ADVISOR ADVISOR

7

> CDK4/6 inhibitors, I use Kisqali because it is the only 
one with OS data

> Enhertu, I would sequence vs tucatinib based on the 
presence/absence of brain mets, depending on if 
Enhertu combinations emerge

> For TNBC, a PARP inhibitor in BRCAm patients is as 
good as using the immune therapy-based combo

10

> I still haven't figured out which CDK4/6i’s I like
> I think tucat should have a stronger role in 2L HER2+ 

in front of T-DM1
> I'm only doing SP142, and it will be a tall order to get 

access to the more sensitive assays so that more 
patients will qualify for PD-(L)1 inhibition

8
> A lot of things to do for ER+ and HER2+ breast cancer 

patients, but even still, I blow through things pretty fast
with TNBC. We still have lots of work to do there

11
> With the number of choices, it's quite apparent that if 

we ask 3 people, we’ll get 5 opinions on everything
> A lot of different options, but it's good to have all of 

them

9
> What sort of is getting left behind is the ER+ advanced 

disease beyond the simple hormone; novel oral 
therapies. We haven't advanced the chemotherapy 
beyond it and maybe it's a dead end in some settings

12

> The BRCA PARP inhibitors can be used earlier in the 
treatment course, not just in later lines 

> The HER2-targeted treatments and the choices which 
we have, the benefits especially of Enhertu and 
tucatinib. I think those were impressive results for me  

*Two advisors did not respond.



ARS Data



Treatment of HR+ ABC
ARS RESULTS



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
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MOST ADVISORS WOULD USE A CDK4/6i AND LETROZOLE; 
61% WOULD USE PALBOCICLIB AS THE CDK4/6i
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In addition to an antiosteoclast agent, you recommend: (n = 13)*



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. She has no PI3K mutations
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MOST WOULD USE A FUL + CDK4/6i REGIMEN, AND NONE 
WOULD SWITCH FROM ET TO CAPECITABINE  
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CASE 1 (HR+ ABC) CONT.

> What if instead of progression only in bone after 30 months on letrozole + 
palbociclib, the patient’s disease has progressed in multiple bone sites 
(symptomatic) as well as with multiple liver metastases (asymptomatic), with 
normal liver function. She has no PI3K mutations
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APPROXIMATELY ONE-HALF OF THE ADVISORS WOULD 
SWITCH TO CHEMOTHERAPY, AND HALF WOULD USE 
FULVESTRANT-BASED APPROACHES
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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. She 
has no PI3K mutations
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92% OF ADVISORS WOULD USE AN ET + CDK4/6i IN LATE-LINE 
HR+ mBC IF CDK4/6i WAS NOT USED PREVIOUSLY
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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. She has no PI3K mutations
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71% OF ADVISORS WOULD USE FUL + CDK4/6i FOR MILDLY 
SYMPTOMATIC LIVER METS AFTER PROGRESSION ON 
ADJUVANT AI
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MOST ADVISORS SELECT CDK4/6i’s BASED ON EFFICACY, 
TOXICITY, AND THEIR FAMILIARITY WITH THE AGENT
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MOST ADVISORS DO NOT ANTICIPATE CHANGING THEIR 
PRESCRIBING PATTERNS FOR CDK4/6i’s IN THE NEXT 12–18 
MONTHS
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Treatment of HER2+ ABC
ARS RESULTS



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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MOST ADVISORS WOULD USE HTP FOR 1L TREATMENT OF 
BONE-ONLY HR+/HER2+ mBC
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In addition to an antiosteoclast agent, you recommend: (n = 13)*



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 A PATIENT WITH BONE-ONLY METASTASES FROM HR+/ 
HER2+ mBC, MOST ADVISORS USE HP + AI
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In addition to an antiosteoclast agent, as maintenance therapy you recommend: (N = 14) 



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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64% OF ADVISORS WOULD USE T-DM1 FOR 2L HR+/HER2+ 
mBC
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You now recommend: (N = 14)



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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64% OF ADVISORS WOULD SELECT T-DXd FOR HR+/HER2+ 
mBC WITH MILDLY SYMPTOMATIC LIVER METS AFTER 
PROGRESSION ON T-DM1 AND TRASTUZUMAB-CAPECITABINE

45

29%

0% 0%
7%

0%

64%

0%
0%

20%

40%

60%

80%

100%

Capecitabine +
trastuzumab +

tucatinib

Lapatinib +
trastuzumab

Neratinib ±
fulvestrant

Vinorelbine +
trastuzumab

Gemcitabine +
trastuzumab

Trastuzumab
deruxtecan

Eribulin +
trastuzumab

Pe
rc

en
ta

ge

You recommend: (N = 14)



Treatment of mTNBC
ARS RESULTS



MOST ADVISORS HAD USED A PARP INHIBITOR IN ≤5 PATIENTS IN 
THE PAST YEAR
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In how many breast cancer patients have you used a PARP inhibitor in the past year? (n = 12)*



MOST ADVISORS WOULD USE AN IMMUNE CHECKPOINT 
INHIBITOR PRIOR TO CHEMOTHERAPY OR A PARP INHIBITOR
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*One advisor did not respond.

Do you utilize immune checkpoint inhibitors (eg, atezolizumab) in patients 
with PD-(L)1+ TNBC? (n = 13)*



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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MOST ADVISORS PERFORM MULTIGENE GERMLINE PANEL 
TESTING IN PATIENTS WITH RECURRENT TNBC
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*Two advisors did not respond.

You recommend: (n = 12)*



CASE 1 (TNBC) CONT.

> Situation A: She is found to have a deleterious BRCA1 mutation
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ONLY 46% OF ADVISORS WOULD USE A PARP INHIBITOR IN A 
PATIENT WITH RECURRENT mBRCA1 TNBC, AND 30% 
WOULD USE A PT
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*One advisor did not respond.

Regarding systemic therapy for her mediastinal LN-only metastatic 
TNBC, you recommend: (n = 13)*



CASE 1 (TNBC) CONT.

> Situation B: She is found to NOT have a deleterious BRCA1 mutation
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IN THE ABSENCE OF A DELETERIOUS GERMLINE BRCA1 
MUTATION, MOST ADVISORS WOULD USE AN IMMUNE 
CHECKPOINT INHIBITOR + CHEMOTHERAPY
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*Two advisors did not respond.

Regarding systemic therapy for her mediastinal LN-only metastatic 
TNBC, you recommend: (n = 12)*



MOST ADVISORS WOULD PERFORM GERMLINE MUTATION 
TESTING IN ER+/HER2– mBC PATIENTS <50 YEARS OLD
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*One advisor did not respond.

For ER+, HER2– mBC patients, at what age do you recommend germline 
mutation testing, regardless of family history? (n = 13)*



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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MOST ADVISORS DO NOT ORDER AR IHC FOR TNBC 
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Would you order AR IHC? (N = 14)



MOST ADVISORS WOULD USE ANDROGEN BLOCKADE FOR 
TNBC WITH HIGH AR EXPRESSION
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TNBC case continued: AR is 80% 2+ on a metastatic LN biopsy. 
You recommend: (N = 14)



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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IN A CHEMOTHERAPY-TREATED PATIENT WITH 
ASYMPTOMATIC LIVER METS FROM TNBC, MOST ADVISORS 
WOULD USE A PD-(L)1 INHIBITOR PLUS CHEMOTHERAPY
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*One advisor did not respond.

What treatment would you recommend? (n = 13)
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