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Report Snapshot



Disease state and data presentations were led on 

August 22, 2025,  by Joshua Drago, MD, from Memorial 

Sloan Kettering Cancer Center, with content developed in 

conjunction with the Aptitude Health scientific team

The objectives of the meeting were to gain attendeesô 

perspectives on current treatment practices and recent 

updates in 

> Triple -negative breast cancer (TNBC)

> HER2+ metastatic breast cancer (mBC)

> HR+ early breast cancer (eBC) and mBC

Data collection was accomplished through use of 

audience response system (ARS) questioning and 

moderated discussion 

Insights on the treatment of TNBC, HER2+ mBC, and HR+ 

eBC and mBC were obtained from 12 community 

oncologists from the Northeast region of the United States

Report Snapshot: Session Overview
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Report Snapshot: Session Agenda
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Time (ET) Topic

1.00 PM ï 1.15 PM 

(15 min)

Introduction

> Program overview
> Baseline ARS questions

1.15 PM ï 2.15 PM 

(25-min presentation; 
35-min discussion)

Treatment of Triple -Negative Breast Cancer (TNBC)

> Overview of current data
> Reaction and discussion

2.15 PM ï 2.25 PM

(10 min)
ARS Questions

2.25 PM ï 3.20 PM

(20-min presentation; 35-min discussion)

Treatment of HER2+ Metastatic Breast Cancer (mBC)

> Overview of current data 
> Reaction and discussion

3.20 PM ï 3.30 PM

(10 min)
Break

3.30 PM ï 3.40 PM

(10 min)
ARS Questions

3.40 PM ï 4.50 PM

(35-min presentation; 
35-min discussion)

Treatment of HR+ Breast Cancer 

> Overview of current data 
> Reaction and discussion

4.50 PM ï 5.00 PM

(10 min)
Key Takeaways and Meeting Evaluation



12 community 

physicians 11 practices/

hospitals 4 states 

represented

Report Snapshot: Attendee Overview
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Institution City State

Catholic Health Rockville Centre NY

Chesapeake Oncology-Hematology Associates Annapolis MD

Jefferson Health Philadelphia PA

Cancer Care Associates of York* York PA

Rowan-Virtua School of Osteopathic Medicine Stratford NJ

Northwell Health
Port Jefferson 

Station
NY

UPMC Hillman Cancer Center Pittsburgh PA

Jefferson Health Sewell NJ

Regional Cancer Care Associates Riverdale NJ

Maimonides Medical Centre Brooklyn NY

Penn State Health Hershey PA

*Two physicians from this institution attended.



63% of attendees treated Ó11 patients with mTNBC 

in the past year

64% of attendees treated Ó11 patients with HER2+ 

mBC in the past year

Report Snapshot: Attendee Demographics (1/2)
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Approximately how many patients with metastatic triple-negative breast 

cancer (mTNBC) have you treated in the past 12 months? (n = 8*)

25%

13%

25%

25%

13%

Ò5

6ï10 

11ï15 

16ï20

Ó21 

Approximately how many patients with HER2+ metastatic breast 

cancer (mBC) have you treated in the past 12 months? (n = 11À)

18%

18%

55%

9%

Ò5

6ï10 

11ï15 

16ï20

Ó21 

*Four physicians did not respond; ÀOne physician did not respond.
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*Two physicians did not respond; ÀOne physician did not respond.

80% of attendees treated Ó11 patients with HR+ 

eBC in the past year

81% of attendees treated Ó11 patients with HR+ 

mBC in the past year

Report Snapshot: Attendee Demographics (2/2)
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Approximately how many patients with HR+ early breast cancer 

(eBC) have you treated in the past 12 months? (n = 10*)

20%

10%

20%

50%

Ò5

6ï10 

11ï15 

16ï20

Ó21 

Approximately how many patients with HR+ mBC have you treated in 

the past 12 months? (n = 11À)

9%

9%

18%

27%

36%
Ò5

6ï10 

11ï15 

16ï20

Ó21 



Scope of the Report

10

1

Understand advisorsô 

perspectives on current 

treatment practices in 

and understanding of 

HER2+ mBC

2

Gain insight into current 

treatment practices in 

HR+, HER2ï mBC

3

Understand sequencing 

of ADCs in HR+ mBC 

across the HER2 

spectrum (HER2-low, 

HER2-ultralow, or HER2 

IHC 0)



Topline Takeaways
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1

Understand advisorsô perspectives 

on current treatment practices in, 

and understanding of, HER2+ 

mBC

Advisors treating HER2+ mBC currently favor trastuzumab plus taxane plus 

pertuzumab in first line and T-DXd in second line, with choices guided by 

patient needs, disease features, and emerging CNS data. However, physicians 

find the DESTINY-Breast09 data highly compelling and plan to incorporate T-

DXd into their frontline treatment regimens for both HR+ and HRï HER2+ 

mBC, if approved

2
Gain insight into current treatment 

practices in HR+, HER2ï mBC

Advisors prioritize efficacy, safety, and quality of life in HR+, HER2ï mBC, with 

ribociclib as the most preferred CDK4/6i. Advisors currently prefer fulvestrant-

based regimens for second-line therapy in the absence of actionable 

mutations, but they noted a preference for alpelisib in patients with PIK3CA 

mutations and elacestrant in the case of ESR1 mutations. Advisors found 

SERENA-6 compelling and were optimistic regarding its future incorporation in 

HR+ mBC, though concerns remain regarding lead time bias and testing costs

3

Understand sequencing of ADCs in 

HR+ mBC across the HER2 

spectrum (HER2-low, HER2-

ultralow, or HER2 IHC 0)

In HR+, endocrine-refractory mBC, advisors choose antibody-drug conjugates 

(ADCs) on the basis of HER2 expression and generally prefer to use T-DXd 

before either sacituzumab govitecan or Dato-DXd. Significant questions remain 

regarding ADC sequencing, particularly between agents targeting Trop-2



Detailed Insights and
Strategic Recommendations



OBJECTIVE 1: Understand advisors' perspectives on current treatment practices in, and understanding of, HER2+ mBC

Topline Takeaway: Advisors treating HER2+ mBC currently favor trastuzumab plus taxane plus pertuzumab in first line and T-DXd in second 

line, with choices guided by patient needs, disease features, and emerging CNS data. However, physicians find the DESTINY-Breast09 data 
highly compelling and plan to incorporate T-DXd into their frontline treatment regimens for both HR+ and HRï HER2+ mBC, if approved

Advisors reported broad experience, with 64% having treated Ó11 patients with HER2+ mBC in the past year

> In frontline practice, the majority selected trastuzumab plus taxane plus pertuzumab for a patient with ER+, PRï, HER2+ mBC with bone-
only metastasis alongside an antiosteoclast agent

ï Upon disease progression into bone and liver, the majority favored T-DXd as the next-line therapy

Å Systemic control of visceral metastases and overall survival were identified as the most critical second-line decision drivers for a 
patient with HER2+ mBC that is progressing with visceral metastases after first-line THP

> Advisors currently prefer second-line T-DXd for their patients with HER2+ mBC that is progressing on first-line THP 

> Emerging evidence on CNS activity of T-DXd has shifted practice patterns, with several advisors preferring it for patients with brain 
metastases due to both efficacy and easier regimen choreography compared with alternatives like HER2CLIMB

Physicians are vigilant about ILD monitoring with T -DXd, often scheduling imaging every 9 ï12 weeks primarily for toxicity survei llance 

> Rechallenge is considered after grade 1 ILD if patients respond well to steroids and have good performance status and no underlying lung 

disease; most avoid rechallenge after grade 2 ILD in line with the label

For patients with progression after T -DXd, physicians shift toward HER2 -CLIMB (tucatinib plus trastuzumab plus capecitabine), wi th 
dose modifications of capecitabine as needed

> Additional HER2-targeted options such as margetuximab or neratinib remain part of sequencing strategies in resistant HER2+ disease

Objective 1: Detailed Insights (1/2)
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OBJECTIVE 1: Understand advisors' perspectives on current treatment practices in, and understanding of, HER2+ mBC

Topline Takeaway: Advisors treating HER2+ mBC currently favor trastuzumab plus taxane plus pertuzumab in first line and T-DXd in second 

line, with choices guided by patient needs, disease features, and emerging CNS data. However, physicians find the DESTINY-Breast09 data 
highly compelling and plan to incorporate T-DXd into their frontline treatment regimens for both HR+ and HRï HER2+ mBC, if approved

All advisors were at least somewhat familiar with the DESTINY -Breast09 trial data presented at ASCO 2025 

> Advisors found the results from the DESTINY-Breat09 trial results highly impressive, particularly the strong hazard ratios and Kaplan-Meier 
separation. However, questions were raised about the improved outcomes in the control arm vs CLEOPATRA 

> While promising, advisors raised questions about the long-term outcomes of DESTINY-Breast09 for each treatment arm, and one physician 

expressed interest in the T-DXd monotherapy arm from DESTINY-Breast09 

Comorbidities and disease burden are the most important patient characteristics expected to influence future first -line treatmen t 

decisions, if T -DXd plus pertuzumab were approved

> T-DXd would be especially favored in HRï patients with aggressive disease, while pulmonary comorbidities would preclude T-DXd

> Nearly all physicians would likely use T-DXd plus pertuzumab as a first-line option for HER2+, (HRï or HR+) mBC, if approved

ï One clinician remains cautious about using this regimen in HR+ disease due to existing alternatives (eg, PATINA-like regimens) and 
tolerability considerations. For this physician, there is more enthusiasm for its use in HRï patients with visceral crisis 

> Advisors debated whether frontline T-DXd, if approved, should be continued until progression or dropped after induction, with some 
proposing ctDNA monitoring to guide reintroduction, while others warned against stopping due to HER2 rebound

ï For HR+, HER2+ mBC, many clinicians would favor continuing pertuzumab in maintenance while layering in endocrine therapy (AI Ñ 

palbociclib) once maximum response to T-DXd is achieved; however, ideal sequencing in triple-positive disease remains uncertain

Objective 1: Detailed Insights (2/2)
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Objective 1: Supportive Quotes From Discussion (1/10)

OBJECTIVE 1: Understand advisors' perspectives on current treatment practices in, and understanding of, HER2+ mBC

Topic Advisor Statements

Perspectives on 

DESTINY-Breast09

ñYeah, but the data speaks, hazard ratio of 0.56 and 95% confidence interval 0.44 to 0.71. And look at the Kaplan-Meier 

curve. Theyôre separating. . . . Very impressive data. . . . Which you showed us.ò

ñAnd then when you brought up the impressive results for their control arm, I think we had this study open and what 
was remarkable, at least in our site, was there was a significant discordance between central review of HER2 and local. 

And it was a fair amount of patients, like almost all of the patients had discordance. So we actually didnôt have a fair 
amount that was not eligible for DESTINY-Breast09 because of that. I wonder if thatôs something that just sort of, I 

guess, concentrated the HER2 population for this, and maybe patients did better. I donôt know if that was discussed at 
all in this.ò

ñI mean, theyôre very impressive results. Iôm sure weôll get into the major criticism of the study, which is that the THP 

CLEOPATRA regimen is so tolerable once you get to the maintenance phase. And I know there are ongoing studies 
about doing sort of an induction style followed by maintenance. So I think thatôs what Iôm really excited to see. T-DXd is, 

I think, well tolerated in general, but itôs a lot of monitoring. Iôm doing scans every 9 weeks, more or less, to look for ILD. 
And thatôs just a lot on patients, especially in long responders. Sometimes I donôt restage them for 6 months or do their 
echoes for 6 months. So it just is like the intensity has increased, for sure.ò

ñI think the other factor with this control arm doing better than CLEOPATRA is the volume of patients that did not get 
trastuzumab or pertuzumab, because half of the patients were de novo. That means the other half had therapy for 

breast cancer in the past. Thatôs probably not something we saw.ò

15



Objective 1: Supportive Quotes From Discussion (2/10)

OBJECTIVE 1: Understand advisors' perspectives on current treatment practices in, and understanding of, HER2+ mBC

Topic Advisor Statements

Perspectives on 

DESTINY-Breast09 
(cont.)

[Hesitation regarding its use] ñI think one hesitation is that, I mean, itôs really impressive, obviously, and the hazard ratio 

is quite impressive. But the control arm, when they relapse, are going to get T-DXd? And so the question will be is, what 
does that do to the overall survival curves of these patients going forward? And what happens to the group that gets T-
DXd? And then they relapse. What happens to that? So the longitudinal piece, because as you said these patients with 

metastatic disease can be out there a long time at about 18% or 20%. So youôre extending the line here. So the 
question is, whatôs going to happen next?ò

ñIôm less excited about this for the HR positive patients who could get the PATINA-like regimen and also have a very 
tolerable easy maintenance strategy. So I think I havenôt used this yet. Itôs not approved or in guidelines, but I probably 
would be less inclined to use it for HR positive. But for an HR negative, maybe someone that has is impending visceral 

crisis and you really need a response quickly, I think itôs an interesting idea.ò

ñThe third arm they dropped, only trastuzumab-DXd, so I want to see the data of trastuzumab-DXd alone as compared 
to why you want to use pertuzumab.ò

ñI was a little disappointed to see deaths in DB09.ò

Views on stopping 

pertuzumab

ñIt comes up, but I have not been brave enough to stop.ò

ñYeah, they stop mostly.ò

ñYeah. I had side effect with the pertuzumab, so we dropped pertuzumab, but Iôm scared to stop trastuzumab.ò



Objective 1: Supportive Quotes From Discussion (3/10)

OBJECTIVE 1: Understand advisors' perspectives on current treatment practices in, and understanding of, HER2+ mBC

Topic Advisor Statements

Choosing between 

THP and T-DXd 
plus pertuzumab

ñI think the HR-negative patients with visceral disease, bulky disease, where you really are worried about getting a 

response and you wouldnôt be able to use the PATINA, thatôs probably the patient I would think about it for.ò

ñI think even though the T-DXd trial wanted you to be at least 6 months from your last trastuzumab-based therapy, Iôd 
probably favor more T-DXd if youôre between 6 and 12 months, as opposed to trying CLEOPATRA again.ò

ñI forget the breakdown for age, but for DB09, I thought that age actually crossed the midline for our spot for elderly 
patients.ò

ñUnderlying pulmonary comorbidities.ò

Tucatinib -based 

regimen

ñI used tucatinib and very well tolerated. And also in NCCN Guidelines, itôs in third-line treatment tucatinib. But you can 

use in brain metastases second-line treatment. So I have used it and modified the dose of capecitabine sometimes, and 
itôs very well tolerated.ò

ñIôve used it on the third line. I actually had this come up interestingly recently for a patient, not because of CNS mets, 
but she, like, basically blew through her CLEOPATRA, and she had really bulky pulmonary metastases, required 

supplemental oxygen. And in the second line, I gave her these 2 options and said youôre really, youôre high risk for ILD 
because of your existing pulmonary mets. So itôs probably a better treatment for you. And then I also offered 
HER2CLIMB, and she ultimately chose T-DXd. And I just got her first scans, and they look amazing. Her oxygen 

requirements have decreased. So it was a risk, but I think it was the right choice, hopefully.ò



Objective 1: Supportive Quotes From Discussion (4/10)

OBJECTIVE 1: Understand advisors' perspectives on current treatment practices in, and understanding of, HER2+ mBC

Topic Advisor Statements

Influence of brain 

metastasis on 
decision of HER2 -
targeted therapies

ñI forget which DESTINY-Breast study it was, but there was a recent study, I think that specifically focused on brain 

mets. And prior to that data, I think most of us were probably using HER2CLIMB for those patients. But now I think 
there is very good data that this is active in the CNS, including for leptomeningeal disease. So, knowing that, and I think 
itôs much easier than the HER2CLIMB regimen, in terms of like the bulkiness and multiple medications on the schedule. 

So, I feel comfortable for people with CNS mets.ò

ñYeah, I would agree. I mean, I think thereôs enough data that, that deruxtecan has CNS penetrants. I think the 
emphasis in that HER2CLIMB data is on that brain met population, but the choreography of that regimen is incredibly 
difficult, and thereôs a tremendous amount of GI toxicity and transaminitis, and itôs very difficult to give. So, Iôm pretty 

comfortable using T-DXd in the brain met population. I think there is a cohort showing CNS penetrants there.ò

ñYeah, I would agree. I mean, I think that that will be another way of weighing the decision of which one to use as an 
induction, and adds the asset of being able to control that, that conventional therapy can.ò

ñI think that comes up, too, in the adjuvant setting with neratinib. So if you look at the arms, if you had a high-risk patient 
and they got neratinib, they had less late CNS toxin, metastasis than those that did not get neratinib.ò
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Objective 1: Supportive Quotes From Discussion (5/10)

OBJECTIVE 1: Understand advisors' perspectives on current treatment practices in, and understanding of, HER2+ mBC

Topic Advisor Statements

Views on using 

first -line T-DXd in 
an induction 
capacity for HER2+ 

mBC

ñYeah, what I would do is, I would use the induction with this regimen and probably use ctDNA in sequence. And I 

would probably do a PATINA-like thing for the HR-positive patients, so do the T-DXd with the pertuzumab, and then 
once Iôve gotten my maximum response, call it number of cycles, drop the T-DXd, continue with pertuzumab, start my AI 
and palbo, monitor with ctDNA, may or may not reintroduce T-DXd if I start to have any concern in terms of recurrence.ò

ñThatôs a hypothesis. We have to see the data. And without data, I would not discontinue DXd, which is a very effective 
drug. And it is shown to reduce the level of HER2 in metastatic setting. If you stop it, HER2 level goes up.ò

ñI think itôs definitely like a discussion with your patient as well, because like obviously monitoring patients on T-DXd is 
more intense. So ideally, you would love to drop it, if possible, but if the patient is able to follow up and continue 
following up closely, continuing it until you get progression is what I would probably do, but I would love to drop it if 

possible. And I would love if the trial showed that we could drop it after like an induction phase or ctDNA would be 
great, that would be great.ò

ñI would probably just continue it. In the second line, you have to be on HER2 long-term anyway. So why not just try to 
extend survival as long as possible? And then I would just add an AI into it if this patient was HR positive. . . . Yeah. [In 
the maintenance phase?] Or maybe even in the induction phase, too.ò
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Objective 1: Supportive Quotes From Discussion (6/10)

OBJECTIVE 1: Understand advisors' perspectives on current treatment practices in, and understanding of, HER2+ mBC

Topic Advisor Statements

Views on adding 

hormone therapy 
in initial treatment 
with T -DXd for 

HER2+, ER+ 
patients

ñIôd probably wait to maintenance. I mean, thereôs data 3 zones, but I think I would select a high-risk patient, so high-

volume, PIK3CA, CNS-MET those guys that just start with this. And I think from there on out, itôs a shared decision with 
patients what you would do. I probably wouldnôt combine unless thereôs data to support it. But once you get to that 
place, which is a great blessing patients are responding well, typically what I would do with patients on long-term, 

maybe spread out the treatment a little bit, maybe every 4 weeks, whatever you want to, thatôs where you can be a little 
bit creative with patients. But I wouldnôt necessarily add in endocrine with treatment unless thereôs some supportive 

data.ò

ñIôm definitely on the same boat. The second you put in a new medication, and you have adverse effects from one or 
the other, and then you canôt figure out which medication is causing some of them, and then the patientôs quality of life 

gets worse, is always tough.ò

ñSo ILD can happen anytime, right? Or if the patients are on T-DXd for more than a year or so, still the same risk of ILD 

as from the beginning?ò

20



Objective 1: Supportive Quotes From Discussion (7/10)

OBJECTIVE 1: Understand advisors' perspectives on current treatment practices in, and understanding of, HER2+ mBC

Topic Advisor Statements

Experience with 

ILD

ñYeah, you do see it. I mean, I think once you have a few, I think you really stick to that at least a 9 to 12 weeks 

imaging. I think you just want to capture those grade 1s if you can and not wait too long, obviously. So I tend to just do 
imaging more so for that than actually for staging. Itôs really more for toxicity.ò

[Whether they have rechallenged a patient with ILD before]

ñNot anything greater than grade 1, no.ò

ñThere is data in ASCO this year about rechallenging with transferring DXd with grade 1 and 2.ò

[Whether they have access to pulmonologists]

ñNowadays we have virtual pulmonologists. . . . Iôm serious. This is a tertiary care hospital, 500-bed hospital, they donôt 
have pulmonologists all the time.ò

ñI think in community practice, I mean, the volume of ILD for immunotherapy for lung and other malignancy, youôre 
seeing so much more. So you develop some experience with that, so I wouldnôt say that with T-DXd that itôs a 

significant burden, itôs probably lower volume, but you do gain that experience because of that with the IO therapy.ò

21



Objective 1: Supportive Quotes From Discussion (8/10)

OBJECTIVE 1: Understand advisors' perspectives on current treatment practices in, and understanding of, HER2+ mBC

Topic Advisor Statements

Experience with 

ILD (cont.)

ñActually, pulmonologists are not helpful. Unfortunately, they say, oh, you have a drug reaction? Stop the drug. Donôt 

give it. So on the contrary, itôs a life-saving measure, so.ò

ñA lot of them donôt think too critically. A lot of them donôt think too critically. Yeah.ò

ñNo, I think theyôre overwhelmed, because every patient that coughs in a primary care office gets referred to see them. 
But I think realistically, Iôm comfortable putting them on steroids and monitoring them. And Iôm going to see them for a 
lot more close follow-up than the pulmonologists are able to. So I think weôre empirically just ordering our own imaging 

and monitoring those patients closely.ò

ñItôs more a dialogue with the radiologist more than anything else, because pulmonologists, itôs scoping for dollars, but 
thereôs nothing to scope here. So itôs a matter of the radiologist trying to give you an idea of whether it is or it isnôt.ò

Re-challenge with 

T-DXd after grade 1 
ILD

ñYeah. I think routinely theðespecially now weôre using the second-line grade 1 ILDðif youôre picking it up early, weôre 

very quick to use steroids, and we offer re-challenge. I think grade 2, I probably still wouldnôt do it unless they take it 
out. Packaging insert says do not do it, right? I think, yeah, so just trying to stay at home.ò

ñYeah. Good performance status, no underlying lung disease, those are patients that I think you expect to do okay. I 
wonder if thereôs any insight whether this is prognostic at all. . . . I assume itôs not like immunotherapy, where the 

patients that have immunotherapy reactions tend to respond better, but thatôs just a thought.ò

ñI think shared decision-making with the patient if they have ILD, discuss with them is this life-saving drug, and give 
them steroids, and if there is improvement, if they are agreeable, then I will definitely start the medication.ò



Objective 1: Supportive Quotes From Discussion (9/10)

OBJECTIVE 1: Understand advisors' perspectives on current treatment practices in, and understanding of, HER2+ mBC

Topic Advisor Statements

Views on PATINA 

ñYeah, I have 2 patients. One is going to start her palbo soon, and the other is on it, and sheôs doing well.ò

ñIôve used it, and also in NCCN Guideline, there is use of abemaciclib with trastuzumab with fulvestrant. So Iôve used 
that, and itôs approved in NCCN Guidelines.ò

ñI mean, as you mentioned, the PFS is similar, and granted, youôre selecting for patients that are going to do a little bit 

better because they havenôt progressed on their induction therapy, but itôs such a tolerable regimen, and itôs an 
impressive PFS, and there is flattening of that curve as you get further out, so maybe those are the people that are 
cured with this regimen. Yeah.ò

ñProbably so well tolerated that it makes it attractive in that regard.ò

Treatment 

selection in 
patients resistant 
to T-DXd with 

HER2+ disease

ñHER2-CLIMB. Yeah.ò

[Experience with HER2-CLIMB] ñNot bad. You do appropriate dose modifications for capecitabine as you need to.ò

ñYou can use margetuximab also. . . . Neratinib also.ò [Other TKIs or chemotherapy combinations?] ñYes.ò

23



Objective 1: Supportive Quotes From Discussion (10/10)

OBJECTIVE 1: Understand advisors' perspectives on current treatment practices in, and understanding of, HER2+ mBC

Topic Advisor Statements

Ideal patients and 

non -candidates for 
DESTINY-Breast09 
regimen

ñI think the hormone receptor-negative patients with visceral disease, bulky disease, where you really are worried about 

getting a response, and you wouldnôt be able to use the PATINA, thatôs probably the patient I would think about it for.ò

ñI think even though the T-DXd trial wanted you to be at least 6 months from your last trastuzumab-based therapy, I 
think Iôd probably favor more T-DXd if youôre between 6 and 12 months, as opposed to trying CLEOPATRA again.ò

ñI forget the breakdown for age, but for DB09, I thought that age actually crossed the midline for our spot for elderly 
patients. That may be something to consider in terms of that discussion.ò

ñUnderlying pulmonary comorbidities.ò

Unmet needs

ñI think we have a lot of options for HER2 disease. I mean, itôs always great to have more and to have better treatments, 

but we actually have a lot of lines of therapy more than others.ò

ñI guess we did kind of talk about pulmonology starting to get the hang of or possibly not seeing these side effects until 
later on. I guess they started catching up with immunotherapy, so hopefully with the same with these.ò

ñFor the triple-positive ones, if they also have a PIK3CA mutation, how do you sequence things? So now youôre using 
PATINA, and then youôre not adding the PIK3CA inhibitor, so when do you use it? How do you combine treatment?ò

ñI think we talked about CNS mets with T-DXd, but Iôve seen some concerns about radiation necrosis of what would you 
do with that if youôre using it up front? How do you interdigitate radiation involved?ò

24



Objective 1: Strategic Recommendations

25

OBJECTIVE 1: Understand advisors' perspectives on current treatment practices in, and understanding of, HER2+ mBC

Work with experts to develop guidelines to inform ideal sequencing decisions in HER2+ breast cancer, while continuing to shar e 

informative data from DESTINY -Breast09 ahead of any first -line approvals 

> Strengthen guideline clarity on sequencing HER2-targeted 

therapies

ï Develop clear, evidence-based sequencing frameworks for 
HER2+ mBC for both HR+ and HRï patients and the impact 

of DESTINY-Breast09 to help guide treatment choices 
between THP and T-DXd

> Work with experts to determine feasibility of first-line induction with 
T-DXd for HER2+ mBCðespecially for patients with HR+ disease, 
where endocrine therapy may come into play

> As data from DESTINY-Breast09 continue to mature, highlight 

long-term outcomes for both the control and T-DXd plus THP 
arms, as this information will be valuable to physicians in guiding 
sequencing decisions 

ï Consider sharing data from the T-DXd single-agent arm of 
DESTINY-Breast09

> Provide resources on monitoring for ILD with T-DXd, especially in 
later stages, to encourage physician comfort in managing this key 
adverse event 



OBJECTIVE 2: Gain insight into current treatment practices in HR+, HER2ï mBC

Topline Takeaway: Advisors prioritize efficacy, safety, and quality of life in HR+, HER2ï mBC, with ribociclib as the most preferred CDK4/6i. 

Advisors currently prefer fulvestrant-based regimens for second-line therapy in the absence of actionable mutations, but they noted a preference 
for alpelisib in patients with PIK3CA mutations and elacestrant in the case of ESR1 mutations. Advisors found SERENA-6 compelling and were 
optimistic regarding its future incorporation in HR+ mBC, though concerns remain regarding lead time bias and testing costs

When discussing HR+ disease, advisors emphasized that safety, toxicity management, quality of life, and efficacy outcomes gui de 

treatment decisions

> Ribociclib is the most preferred CDK4/6i for HR+ mBC, with half of advisors recommending ribociclib as their first-line choice, while 42% of 
advisors said it depends on the patient

ï Advisors pointed to efficacy results and toxicity profiles as the leading reasons behind their choice of CDK4/6 inhibitor; physicians also 
consider NCCN Guidelines in their preference 

> According to advisors, palbociclib is more appealing for frail patients, while abemaciclib remains effective for higher-risk disease 

Following progression on first -line letrozole plus abemaciclib, most advisors would recommend fulvestrant plus ribociclib for a 
patient with HR+ HER2 mBC in the absence of any actionable mutations

> During discussion, advisors noted that they typically use alpelisib for their patients with PIK3CA mutations, citing that it came first as their 

main rationale for its selection over capivasertib 

> Advisors discussed using single-agent elacestrant for their patients with ESR1-mutated HR+ mBC

Advisors found the data from SERENA -6 and INAVO120 highly compelling and expressed interest in the EMBER -3 and VERITAC-2 

trials to expand the arsenal of available treatments for HR+ mBC

> Physicians cite lead time bias and the potential cost of repeated ESR1 testing as challenges for incorporation of SERENA-6, but they remain 
optimistic and noted that many patients desire additional testing

ï One advisors raised a question on how to proceed for patients who test positive for ESR1 mutations at low allele fractions

Objective 2: Detailed Insights
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OBJECTIVE 2: Gain insight into current treatment practices in HR+, HER2ï mBC

Topic Advisor Statements

Choice and 

rationale for first -
line CDK4/6i 

ñThe NCCN Guideline put [ribociclib] as Category 1, and palbociclib is down. Itôs not in Category 1 anymore in the first-

line set. Thatôs important.ò

ñOS data [for ribociclib] . . . in the premenopausal and postmenopausal population.ò

ñI use a palbo for older patients, frail patients. Itôs very well tolerated. For those people, OS is not necessarily the most 

important thing. No.ò

Experience with 

mutation -based 
therapies in HR+ 
mBC

[How many people are familiar with this drug, inavolisib?] ñI tried to convince a patient when I got her PIK3CA mutation, 

but she was not agreeable. But I wanted to use it.ò

[Are people using alpelisib or capivasertib typically in their populations?] ñAlpelisib.ò

ñAlpelisib came first.ò

[Do people use elacestrant in practice?] ñUh-hmm. Uh-hmm. . . . Monotherapy.ò

[Have you had good responses with elacestrant?] ñUh-hmm.ò
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28

OBJECTIVE 2: Gain insight into current treatment practices in HR+, HER2ï mBC

Topic Advisor Statements

Perceptions of 

SERENA-6

ñThis is a landmark trial. It came in ASCO. . . . Plenary session. . . . Also in New England Journal of Medicine.ò

ñWe are doing circulating tumor DNA and next-generation sequencing in all metastatic disease. . . . I think itôs a 
practice-changing data. Itôs very, very important. The question is, how often you will do it? It means every 3 months, 
every 6 months. Other thing, PIK3CA mutation, if you found itôs a very bad mutation as compared to ESR1 mutation, I 

will treat with PIK3CA inhibitor initially, because thatôs a worse mutation as compared to ESR1 mutation. Here you can 
wait a little bit. But I think this is very important data, which you showed us, and itôs a practice-changing. But I donôt think 

camizestrant is available in US yet, this camizestrant with cyclin-D kinase. I think it should be implemented in patient 
care after 6 months and every 3 to 6 months, check for ESR1 mutation, and change the treatment.ò

ñI think the question comes, are we using second line early? Is it a lead time bias also? I think that was another 

discussion.ò

ñDo we know a median time to detect an ESR1 alteration in those that were detected? So, we screened about 3,000 

patients or maybe 300 patients. Obviously, at the time, they detected the first ESR1 alteration got randomized. Was that 
6 months? Was that a year? Do we know?ò

ñI was skeptical because of the potential for, excuse me, lead time bias as well. And checking every 2 to 3 months 

certainly is going to increase the cost of what weôre doing. But this time to the quality-of-life measure actually sort of 
changed my mind a little bit. Although I can see what youôre saying about the psychological impact. But I donôt know 

how to explain it other than clinical benefit is important, so.ò
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OBJECTIVE 2: Gain insight into current treatment practices in HR+, HER2ï mBC

Topic Advisor Statements

Perceptions of 

SERENA-6 (cont.)

ñWe have to monitor the metastatic disease from time to time as per guidelines. So every 3 to 6 months, even if patient 

is stable, we have to make sure that we are doing proper scanning on the patient and look for the side effects, look at 
the tumor markers, make sure the treatment is working rather than we are giving treatment with toxicity, inefficacy, cost, 
all those things. So monitoring of the metastatic disease is very, very important. It is in all the guidelines that even if 

patient is okay, we have to monitor the thing, and we have to do imaging time to time.ò

ñYeah, I think in my experience, in my opinion, I think all the stakeholders, I think the patients are the ones that really 

want this. They really want to have that data point. And thatôs kind of for us to kind of caution that based on this data. 
But I think the ctDNA being available, patients are asking them the more, at this point, the most due patients are asking 
for it. So I donôt see that as a barrier for adopting this.ò

ñI think if youôre going to do this testing, you have to know what youôre going to do with it if you get a positive result from 
it. So thatôs the key is if youôre going to do this testing, you have to explain to the patient what youôre doing it for and 

what you would do if you were to get positive testing from it. If you can explain that, then youôre doing your best for your 
patient, which is what matters.ò

ñSometimes you think this ESR1 mutation is developing under pressure. Sometimes when you do ctDNA, you only see 

0.1%. So this is the first time you detected this mutation. Itôs only 0.1%. Thatôs the quantity matter. So thereôs only one 
small clone thatôs developing. Should you just jump on it and then just change it or not? Or would you leave it longer?ò



Objective 2: Supportive Quotes From Discussion (4/4)

30

OBJECTIVE 2: Gain insight into current treatment practices in HR+, HER2ï mBC

Topic Advisor Statements

Perceptions of 

INAVO120 trial

ñYeah, I think itôs very convincing. I mean, itôs clear benefit. Itôs a small subset of patients who have progressed early 

and have this mutation, but I think itôs a pretty clear improvement in the PFS.ò

ñI think this is the only trial where PIK3 kinase inhibitor is combined with CDK4/6 inhibitor in addition to fulvestrant. So 
that is the strength, and you can see the response rate in this particular trial.ò

ñYou wonder how the response rate will be if this was in front line, how good patients would do. This is in 
relapsed/refractory. . . . And the fact that these patients are endocrine refractory/resistant, and theyôre still getting a 62% 

response rate, thatôs quite high. And PI3K is poor prognostic.ò

Perceptions of 

EMBER-3 and 
VERITAC-2

ñI think more choices are available, and in EMBER-3 use, we saw the data of imlunestrant with abemaciclib, and better 

results as compared to imlunestrant itself. So I think that is exciting.ò

ñI think itôs great to have more options. I mean, all of these PFSs are pretty moderate, but like you said, itôs another tool, 
and youôre going to sequence many, many treatments, hopefully.ò

Perceptions of 

DESTINY-Breast06

ñEverything depends on the guidelines and the data. So DESTINY-Breast06 is a landmark trial, and itôs not only 1+, 2+, 

which we had in DESTINY-Breast04. So BREAST06 is 0+ membrane straining. So that is important, and thatôs practice 
changing. So we never used to treat those patients. So patients who are hormone refractory after cyclin D-kinase 4/6, 
and hormone, we can use up front as first-line treatment, this treatment. So, I think itôs practice changing. Itôs very 

important. We used to use chemotherapy.ò
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OBJECTIVE 2: Gain insight into current treatment practices in HR+, HER2ï mBC

Continue to conduct insight -gathering programs and share compelling data/subanalyses from SERENA -6 while developing resources 

to guide conversations with patients ahead of any approvals for camizestrant

> Develop and share resources for physicians to help guide conversations 

with patients when discussing testing for ESR1 mutations per SERENA-6 

> Consider sharing detailed subanalyses from SERENA-6 regarding low 
variant allele frequency for ESR1 mutations to guide treatment decisions 

> Continue to share data on patient quality of life from SERENA-6, as these 
data are considered influential for oncologists

> Continue to conduct insight-gathering programs featuring 

peer-to-peer discussions focusing on mutation-based 
treatments in HR+ mBC

ï Some advisors preferred alpelisib over capivasertib 

for patients with PIK3CA mutations; circulate data 
from clinical trials particularly focusing on adverse 

events to increase confidence in capivasertib 



OBJECTIVE 3: Understand sequencing of ADCs in HR+ mBC across the HER2 spectrum (HER2-low, HER2-ultralow, or HER2 IHC 0)

Topline Takeaway: In HR+, endocrine-refractory mBC, advisors choose antibody-drug conjugates (ADCs) on the basis of HER2 expression 

and generally prefer to use T-DXd before either sacituzumab govitecan or Dato-DXd. Significant questions remain regarding ADC sequencing, 
particularly between agents targeting Trop-2

In endocrine -resistant HR+ mBC, advisors sequence ADCs according to HER2 status, preferring sacituzumab govitecan for patients 

with HER2 IHC 0 and T -DXd for patients with HER2 -low/ultralow disease 

> For patients with HER2 IHC0 endocrine-resistant HR+ mBC, approximately one-third of advisors recommended sacituzumab govitecan, and 
40% would use both sacituzumab govitecan and Dato-DXd separated by a line of chemotherapy

> For patients with HR+, HER2-low/ultralow, endocrine-refractory mBC who received T-DXd, one-third of advisors preferred to use 
sacituzumab before Dato-DXd and/or both sacituzumab govitecan and Dato-DXd separated by a line of chemotherapy

> During discussion, advisors noted a preference for using T-DXd prior to sacituzumab govitecan in their patients with endocrine-resistant 
HER2-low/ultralow HR+ mBC; however, several advisors raised questions regarding the appropriate sequencing between Dato-DXd and 
sacituzumab 

Objective 3: Detailed Insights
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OBJECTIVE 3: Understand sequencing of ADCs in HR+ mBC across the HER2 spectrum (HER2-low, HER2-ultralow, or HER2 IHC 0)

Topic Advisor Statements

Sequencing ADCs 

in endocrine -
resistant HR+ mBC

ñDESTINY trastuzumab-DXd and sacituzumab govitecan, disease-free overall survival, TROP1-2 has not shown 

overall survival, and itôs only used in 0 and 1+, 2+. Itôs nothing for 0+. Itôs not there, the data for that. So TROP1-2 only 
shows disease-free survival, not any improvement in overall survival. So thatôs all the thing which we have to take into 
consideration.ò

ñI would tend to use T-DXd before sacituzumab. I mean, thereôs a cross-trial comparison, but thereôs a better PFS. I 
think itôs an easier-to-use drug in terms of the schedule. Weôre familiar with the toxicity. I think that the problem is, how 

do you sequence the TROP2s, or how do you sequence the ADCs in general?ò

ñSo the question I have is that in ADCs, which is more important, the target or the payload? So we talked about T-DXd 
and the sacituzumab, which has a difference there, because their payload is different. So now if we look at this, you 

have a Dato-DXd and a T-DXd. So would you sequence both? If you were to sequence, like, a saci and a Dato-DXd, 
because their antigen target is the same. So do we know that? We donôt know. So I would probably not do that 

sequence.ò
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OBJECTIVE 3: Understand sequencing of ADCs in HR+ mBC across the HER2 spectrum (HER2-low, HER2-ultralow, or HER2 IHC 0)

Develop sequencing guidelines for T -DXd, Dato -DXd, and sacituzumab govitecan in HR+ mBC, and strengthen clinical trial data by 

continuing to collect real -world evidence data to inform ADC sequencing decisions 

> Promote biomarker-driven sequencing guidance

ï Develop clear treatment sequencing algorithms for HR+, endocrine-refractory 
mBC, incorporating sacituzumab govitecan and trastuzumab deruxtecan

ï Highlight trial evidence showing optimal sequencing strategies and efficacy 

benefits to guide adoption

> Evaluate and share real-word efficacy and 

safety outcomes for patients with HR+ mBC 
who receive ADCs in sequence to aid 
physicians in sequencing decisions
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1

> I was aware of most of the kind of the VERITAC study, for example, but I think itôs always nice to hear about with kind of the future of 

metastatic hormone receptor breast cancer [will look like]

> Iôm pretty new to practice, but that used to be the area that we didnôt have much once you got past endocrine therapy, and now itôs 

like we have a bevy of options

2

> I learned that ADCs are now moved up to the first-line treatment for metastatic disease in triple-negative and hormonal-positive 

diseases. So ADCs are holding more promise than the regular chemotherapy drugs

> I always wondered about triple-positive disease. Which one is the driving force for their pathogenesis? Is it the HER2, but more 

positive, more important, or the hormonal more important? So usually I really question that, but Iôm happy to see that we are 
incorporating that in some of the trials. In HER2-target therapy PATINA trial that youôre also adding the hormonal therapy, and then 
also the CDK4/6. So we are trying to converge the 2 pathways together. We donôt still understand which is more important, but Iôm 

seeing more and more studies

3

> You discussed multiple practice-changing trials, and 10% is better than 0%. And mentioned so many different new modalities and 

medications that weôre kind of introducing, which just adds to our toolbox for these patients, which is amazing

> The ASCENT trials are really amazing, just seeing what weôre doing with chemo-free regimen. And weôve had the 2 more types that 

weôve done this before, but itôs really nice. So ASCENT-04 and ASCENT-03, DB09 with T-DXd and pertuzumab

> The targeted therapies, with the INAVO120, as well as the SERENA-6, really just changing paradigms



Attendee Key Takeaways (2/4)
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4

> I think PATINA will be practice changing when approved 

> Stay tuned for SERENAôs long-term data

> We need to educate our pulmonologists, pathologists, and infectious disease and many other specialists

5

> I wrote down SERENA-6 firstðif that gets approved, thereôs going to be so many questions coming out of that. As we brought up the 

low percentage rates, do you keep the same CDK4/6, because in the study, they kept the same one. Would you switch if youôre 
getting something else? So I think thatôs going to be very interesting to see

> I think the DB09 discussion with PATINA is going to be an interesting one. If both were approved, which one would you choose for 

your triple positive? 

> One thought would be using these SERDS up front, and whatôs going to come out of that? Because we have some studies looking at 

that now versus, like setting up a trap with an AI first and then sequencing and selecting for those. Itôs a very interesting thought

6

> I think the saci plus Keytruda [pembrolizumab] and PD-L1 positive CPS of 10 is quite compelling

> The pertuzumabïT-DXd and HER2 in the frontline setting is going to be practice changing

> It was good to see information on the INAVO trial for patients with refractory disease and PI3K-mutated patients. And then the 

change of treatment to camizestrant in patients that eventually become ESR1 positive is compelling
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7

> Unbelievable, excellent presentation. Sacituzumab with pembrolizumab with CPS score >10, I think thatôs a practice changing. In 

triple negative, we may be incorporating that in our treatment regimen

> For HER2-positive CLEOPATRA vs DESTINY-Breast09, hopefully it will be improvement in disease-free survival with the 

combination of trastuzumab-DXd with pertuzumab

> For ER-positive, you showed a data of monarchE and NATALEE trial for high-risk patient. SERENA-6 is practice changing, 

depending on the liquid biopsy, if they have ESR mutation, incorporating camizestrant with cyclin-D kinase 4/6 inhibitor and also 
DESTINY-Breast06

8

> It was a great review of all the breast cancer data we have currently

> We looked very critically at all the clinical trials and sort of tried to digest that

> It was an event to try to figure out how to implement the data we get from the clinical trials into practice settings. Thereôs so many 

topics. So all of them are quite good

9

> Sequencing of the ADCs

> It sounds like T-DXd to SG is not recommended and vice versa 

> Iôm interested to see if the other SERDS will be approved based on the progression-free survival. And the SG plus pembro first-line 

is compelling for our triple-negative breast cancer patients
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10

> The TROP2 ADCs Ñ IO, are definitely going to change the frontline paradigm for the first-line triple-negative breast

> DESTINYïBreast09 and as well as PATINA are going to change the frontline paradigm for HER2 positive

> Itôs tolerability driven. And itôs the unique individual goals of the patient. So if AI is going to replace pathology, it could definitely 

replace us. If not, everythingôs algorithmic and it already is. So one thing AI canôt do is kind of meet that individual needs of the 
patient. So thatôs going to be incredibly important

11

> The ASCENT trials are really amazing just seeing what weôre doing with chemo-free regimen. So ASCENT-04 and ASCENT-03

> DB09 with T-DXd and pertuzumab

> And then the targeted therapies, too, with the INAVO120, as well as the SERENA-6, really just changing paradigms. I think all great 

stuff to look forward to

12

> I think they said it all. As you know, breast cancer is bread and butter for practice. So itôs always challenging. So Iôm glad that Iôm here

> So as they all said, SERENA-6 is something that weôre looking forward to. Iôm so glad that we have NATALEE and monarchE. We 

continue to offer our patients good, prolonged survival now, especially those with high-risk disease and the ADC

> I guess itôs been the way that weôre all going this way, so that at least we can have a non-chemo option for our patients in the first-

line. Itôs a way to go. As many patients come to you, I donôt want chemo
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Three-Fourths of Advisors Indicated That >25% of Their 
Patients With mTNBC Are Eligible for Pembrolizumab
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Of your patients with mTNBC, approximately what percentage are eligible for 
pembrolizumab? (n = 8*)



Pembrolizumab + Nab-Paclitaxel Is the Most Common First -
Line Treatment Regimen for Patients With mTNBC and a PD -L1 
CPS Score Ó10 for Half of the Advisors
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Currently, what is your most common first-line treatment regimen for patients with mTNBC 
and a PD-L1 CPS score Ó10? (n = 8*)



Nab-Paclitaxel Is the Most Common First -Line Treatment 
Regimen for Patients With mTNBC Who Are Ineligible for 
Pembrolizumab and Do Not Have a Germline BRCA1/2  Mutation
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What is your most common first-line treatment recommendation for patients with mTNBC who 
are ineligible for pembrolizumab and do not have a germline BRCA1/2 mutation? (n = 8*)



Olaparib Is the Most Common First -Line Treatment Regimen  
for Patients With mTNBC Who Are Ineligible for Pembrolizumab 
and Have a Germline BRCA1/2  Mutation
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Currently, what is your most common first-line treatment recommendation for patients with 
mTNBC who are ineligible for pembrolizumab (PD-L1 CPS score <10) and have a 

germline BRCA1/2 mutation? (n = 8*)



Most Advisors Have Used Sacituzumab Govitecan in Second - 
or Third -Line Settings for Patients With mTNBC 
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In which line(s) of therapy have you used sacituzumab govitecan for your patients with 
mTNBC? (Select all that apply.) (n = 8*)



Most Advisors Are at Least Somewhat Comfortable Managing 
Side Effects Associated With Sacituzumab Govitecan in TNBC 
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How comfortable do you feel managing side effects associated with sacituzumab 
govitecan in TNBC? (n = 8*)



All Advisors Are Familiar With the ASCENT -04/KEYNOTE-D19 
Trial, While Most Are Also Familiar With the TROPION -Breast02, 
ASCENT-03, or OptiTROP -Breast01 Trials
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Safety Profile/Toxicity Management/QOL, OS, and PFS Are the 
Top Key Factors That Strongly Drive Frontline Treatment 
Decisions in a Patient With mTNBC 
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82% of Advisors Prefer T -DXd as Second -Line Therapy for 
Patients With HER2+ mBC That Progresses on THP
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Systemic Control of Visceral Metastases Followed by Overall Survival 
Rate Are the Most Important Factors When Selecting a Second -Line 
Therapy for a Patient With HER2+ mBC That Is Progressing With Visceral 
Metastases After First -Line THP
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Patient Case 1

A 55-year-old postmenopausal woman presents with de novo 

ER+, PRï, HER2+ mBC with bone-only metastasis. She has 

moderate bone pain requiring intermittent narcotic therapy. In 

addition to an antiosteoclast agent, you recommend:

51



Nearly All Advisors (91%) Recommended First -Line 
Trastuzumab + Taxane + Pertuzumab for a Patient With ER+, 
PRï, HER2+ mBC With Bone -Only Metastasis
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Patient Case 1 (cont.)

Following 6 cycles of docetaxel + trastuzumab + pertuzumab 

for her de novo mBC, this same patient receives maintenance 

therapy with trastuzumab + pertuzumab + an AI for 2 years. 

She then then develops progressive disease into the bone 

and liver, with a moderate volume of liver disease. She is 

asymptomatic, and her liver function is normal. 
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For the Next Line of Therapy, 82% of Advisors Would Select 
Second -Line T-DXd When the Same Patient Develops 
Progressive Disease Into the Bone and Liver
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All Advisors Were at Least Somewhat Familiar With Data 
From DESTINY-Breast09 
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Physicians Would Be Likely Use T -DXd + Pertuzumab as a 
First -Line Option for HER2+, HR ï mBC, if Approved 
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All Except 1 Physician Would Likely Use T -DXd + Pertuzumab 
as a First -Line Option for HER2+, HR+ mBC, if Approved 
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Comorbidities and Disease Burden Are the Most Important 
Patient Characteristics Expected to Influence Future First -Line 
Treatment Decisions if T -DXd + Pertuzumab Were Approved
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Safety Profile/Toxicity Management/QOL and Efficacy Data 
Are the Key Factors That Strongly Drive Treatment Decisions 
in HR+ eBC
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Ribociclib Is the Preferred CDK4/6i for HR+ eBC, According to 
42% of Advisors 
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For Half of Advisors, Ribociclib Is the Preferred CDK4/6i for 
First -Line HR+ mBC
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Efficacy Results and Toxicity Profile Are the Primary Reasons 
Advisors Prescribe the CDK4/6i of Their Choice 
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Patient Case 2

A 58-year-old postmenopausal woman presents with T3N1M1 

grade 2 ER+, PR+, HER2ï IDC with painful metastases to 

multiple bony sites. She is treated with letrozole + 

abemaciclib, in addition to zoledronic acid. 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 actionable 

mutations.
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For a Patient With T3N1M1 Grade 2 ER+, PR+, HER2 ï IDC, 
Most Advisors Would Recommend Using Fulvestrant + 
Ribociclib Upon Developing Progressive Disease
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40% of Advisors Would Use Dato -DXd and SG Separated by a 
Line of Chemotherapy for a Patient With HR+, HER2 IHC 0, 
Endocrine -Refractory mBC 

65

10% 10%

30%

0%

40%

10%

0%

5%

10%

15%

20%

25%

30%

35%

40%

45%

SG before Dato-DXd Dato-DXd before SG SG only Dato-DXd only Both Dato-DXd and
SG separated by a

line of chemotherapy

Neither Dato-DXd nor
SG

P
e

rc
e

n
ta

g
e
 o

f 
a

d
v
is

o
rs

For a patient with HR+, HER2 IHC 0, endocrine-refractory mBC, you would use: 
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One-Third of Advisors Each Would Use Dato -DXd and SG Separated by a 
Line of Chemotherapy and/or SG Before Dato -DXd for a Patient With HR+, 
HER2-Low/Ultralow, Endocrine -Refractory mBC Who Received T -DXd
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Efficacy (OS and PFS) Most Strongly Influences Choice 
Between SG and Dato -DXd for a Patient Who Is Eligible for 
Both and Has Not Yet Received Either
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