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Report Snapshot



Disease state and data presentations were led on 

October 25, 2025, by Mark Pegram, MD, from 

Stanford University, La Jolla, CA, with content 

developed in conjunction with the Aptitude Health 

scientific team

The objectives of the meeting were to gain attendees’ 

perspectives on current treatment practices and recent updates in 

> HR+ early breast cancer (eBC) 

> HR+ metastatic breast cancer (mBC)

Data collection was accomplished through use of 

audience response system (ARS) questioning 

and moderated discussion 

Insights on the treatment of HR+ eBC and HR+ mBC were obtained 

from 13 community oncologists from California and Nevada

Report Snapshot: Session Overview
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Report Snapshot: Session Agenda

Time (PT) Topic

1.00 PM – 1.15 PM 

(15 min)

Introduction

> Program overview

> Baseline ARS questions

1.15 PM – 2.15 PM 

(20-min presentation; 

40-min discussion)

Treatment of HR+ Early Breast Cancer (eBC)

> Overview of current data

> Reaction and discussion

2.15 PM – 2.30 PM 

(15 min)
Break

2.30 PM – 2.40 PM 

(10 min)
ARS Questions

2.40 PM – 3.45 PM

(25-min presentation; 

40-min discussion)

Treatment of HR+ Metastatic Breast Cancer (mBC)

> Overview of current data

> Reaction and discussion

3.45 PM – 4.00 PM

(15 min)
3 Key Takeaways and Meeting Evaluation
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13 community 

physicians 12 practices/

hospitals 2 states 

represented

Report Snapshot: Attendee Overview

Institution City State

City of Hope Colton

CA

The Oncology Institute of Hope & Innovation Fresno

City of Hope Huntington Beach

Cancer & Blood Specialty Clinic Los Alamitos

California Cancer Associates for Research & 

Excellence
Murrieta

Southern California Permanente Medical Group Murrieta

Sutter Health Palo Alto

Kaiser Permanente Riverside Medical Center* Riverside

Medical Oncology Associates of San Diego San Diego

Southern California Permanente Medical Group San Diego 

Ventura County Medical Center Ventura

Comprehensive Cancer Centers of Nevada Henderson NV

*Two physicians from this institution attended.
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85% of advisors treated ≥21 patients with HR+ eBC over the last year

Report Snapshot: Attendee Demographics

Approximately how many patients with HR+ early breast cancer (eBC) have 

you treated in the past 12 months? (N = 13)

15%

85%

≤5

6–10 

11–15 

16–20

≥21 
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Detailed Insights



OBJECTIVE 1: Understand how oncologists define risk and choose adjuvant therapy in HR+ eBC​

Topline Takeaway: Oncologists define high-risk HR+ eBC using genomic assays (primarily Oncotype DX), nodal status, stage, along with 

NATALEE and monarchE trial-based eligibility criteria. Treatment selection in the adjuvant setting is driven by efficacy, safety/tolerability, quality 
of life, and payor constraints, with a growing preference toward ribociclib due to emerging OS benefit and tolerability, while abemaciclib remains 
favored in very-high-risk cases 

In the last 12 months, advisors treated a significant number of patients with HR+ eBC; nearly all advisors (85%) reported treating ≥21 

patients in that period

> The remaining advisors (15%) treated 16–20 patients in the past year 

Advisors consistently define high risk for recurrence primarily via Oncotype or other test, and lymph node involvement (85% each), 

followed by stage (77%), Ki-67 level, and histology grade (62% each) 

> Over three-fourths of advisors (77%) use Oncotype DX, but not the RSClin tool to evaluate risk; the remaining advisors (23%) use both 

– Oncotype DX, when available, guides adjuvant therapy decisions; however, some oncology practices experience limited insurance 

coverage, which necessitates alternative genomic assays (eg, Prosigna, MammaPrint) that are viewed as less definitive

> Several advisors align risk stratification with eligibility criteria from NATALEE and monarchE, and on the basis of age (generally considering 

younger patients at higher risk of recurrence) 

– Advisors agreed that there is not a high-risk type/level where they have more confidence with abemaciclib over ribociclib; rather, 

advisors discuss both options and make recommendations on a case-by-case basis

Advisors noted that they often reference and share eligibility charts from trials with patients to guide risk-based recommendations for 
therapy

Efficacy data (85%) and safety profile/toxicity management/QOL (62%) strongly drive advisors’ treatment decisions in HR+ eBC; risk of 

recurrence (54%) and comorbidities (46%) are influential factors for some advisors  

Objective 1: Detailed Insights (1/2)
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OBJECTIVE 1: Understand how oncologists define risk and choose adjuvant therapy in HR+ eBC​

Topline Takeaway: Oncologists define high-risk HR+ eBC using genomic assays (primarily Oncotype DX), nodal status, stage, along with 

NATALEE and monarchE trial-based eligibility criteria. Treatment selection in the adjuvant setting is driven by efficacy, safety/tolerability, quality 
of life, and payor constraints, with a growing preference toward ribociclib due to emerging OS benefit and tolerability, while abemaciclib remains 
favored in very-high-risk cases 

Advisors routinely use CDK4/6i in patients with HR+ eBC, with most advisors prescribing these agents for up to half of their patients

> All advisors had used abemaciclib for at least 1 patient with HR+ eBC in the past year

> Most advisors had used ribociclib for at least 1 patient with HR+ eBC in the last year; however, nearly one-fifth of advisors had not   

Younger patients and those with node-positive disease are more likely to be offered adjuvant CDK4/6 therapy, reflecting perceptions of 

higher recurrence risk and greater potential benefit for these patients

There is a growing preference toward ribociclib in eBC, driven by OS benefit, favorable tolerability, and positive experience in the 
metastatic setting 

> Three-year duration of adjuvant ribociclib is generally accepted by patients, with advisors noting good adherence when side effects are well-managed

Abemaciclib remains the preference in very-high-risk cases or where longer follow-up data from monarchE support its use

> Advisors frequently use a dose-escalation strategy (eg, starting at 50 mg BID) to mitigate early GI toxicity, particularly diarrhea

– For dose modifications related to GI toxicity, advisors emphasized the importance of maintaining twice-daily dosing and lowering the dose, 
rather than converting to once-daily schedules (which is preferred by some oncologist partners)

Insurance coverage and cost also shape prescribing behavior, with some payors favoring one agent over the other regardless of clinical 
rationale and recommendations in NCCN Guidelines

> Advisors are aware of cost differences between abemaciclib and ribociclib, noting that duration of therapy contributes significantly to total cost for 

ribociclib

Objective 1: Detailed Insights (2/2)
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Objective 1: Supportive Quotes From Discussion (1/4) 

OBJECTIVE 1: Understand how oncologists define risk and choose adjuvant therapy in HR+ eBC​

Topic Advisor Statements

Risk assessment in 

HR+ eBC 

“The high risk for me would be lymph node involvement. And it depends, am I going to be talking about chemo 

discussion or about the [CDK4/6i] discussion? Yes, the Oncotype does play a role and grade lymph node, and the 
stage.”

[On relying on eligibility protocols for risk assessment] “I would agree. In looking at the NATALEE or monarchE inclusion 

criteria . . . I look at that especially in younger patients.”

[On relying on eligibility protocols for risk assessment] “Yeah, similar, the inclusion criteria [for NATALEE and 

monarchE].”

“Lots of the time, we cannot approve Oncotype. We have some alternatives, like Prosigna and MammaPrint, to decide 

about the chemotherapy. Sometimes, they have intermediated scores. All the other ones [Prosigna and MammaPrint]  
are category 2B, but unfortunately, I deal with insurances who don’t approve Oncotype.”

“Okay, so I do follow that chart which you showed us on which patients will qualify for NATALEE and monarchE. I do 

carry it and I do show it. And then, if they meet the criteria, I will offer that drug. If they’re all eligible for both, then we 
discuss 2 years vs 3 years.”
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Objective 1: Supportive Quotes From Discussion (2/4) 
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Objective 1: Supportive Quotes From Discussion (3/4) 

OBJECTIVE 1: Understand how oncologists define risk and choose adjuvant therapy in HR+ eBC​

Topic Advisor Statements

Choosing between 

ribociclib or 
abemaciclib in the 
adjuvant setting 

(cont.)

“I’ve used ribo most of the time because their capture is a little bit higher, right? This lower risk and you can give it, but 

I’ve had maybe 2 or 3 patients that their liver function tests go up. And even if you stop the drug, it keeps going up. I 
had one that went up to like 800, 900. I had to, like, biopsy and you don’t know, the literature is like autoimmune, put 
them on steroids, put them on ursodiol or something; so I’m afraid to resume. And they don’t quite meet the criteria for 

abema[ciclib].”

“Some of this is insurance driven too. I mean, insurance has their favorite drug now. The rightful one and they’ll just say, 

no, you have to use this one first. . . . It’s been happening more and more.”

[In response to a comment that ribociclib should theoretically cost less than abemaciclib because it is a lower dose] “It is 

not. That editorial by [ASCO] had $300,000 [for abemaciclib] vs $500,000 [for ribociclib]. . . . It’s just [because of] the 
duration.”
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Objective 1: Supportive Quotes From Discussion (4/4) 
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OBJECTIVE 2: Elucidate how oncologists utilize and manage CDK4/6 inhibitors in mBC

Topline Takeaway: Ribociclib is viewed as the preferred CDK4/6 inhibitor in HR+ mBC because advisors prioritize its strong OS data, the 

supportive NATALEE findings, guidelines alignment, and comfort using it after prior CDK4/6 exposure. However, there is some concern for 
operational feasibility of cardiac monitoring related to QT prolongation, hepatotoxicity monitoring requirements, and payor restrictions 

Influence of prior adjuvant CDK4/6i on metastatic treatment decisions is dependent on the time since completion of adjuvant CDK4/6i 

therapy 

> Most advisors indicated they will reuse a CDK4/6i if relapse occurs ≥1 years post-completion; shorter intervals (<6 months) are generally 
treated as endocrine-resistant disease 

> There is comfort among some advisors with intentionally switching between agents (eg, abemaciclib to ribociclib) in the metastatic setting

Advisors (60%) typically use a CDK4/6i in 1 line of HR+ mBC therapy, although some use these agents in 2 lines (30%). One advisor 

does not use CDK4/6i in HR+ mBC

Ribociclib (45%) is the preferred CDK4/6i for first-line HR+ mBC; 18% of advisors favor abemaciclib and 36% indicated their choice 
depends on the patient 

> Ribociclib’s acceptance as a preferred CDK4/6i is supported by its overall survival advantage in this setting

Advisors’ choice of CDK4/6i is primarily based on efficacy results, preferred status in NCCN Guidelines (82% each), and toxicity 

profile (73%) 

> Some advisors’ decisions are based on familiarity with the agent, payor’s decision (27% each), reimbursement, their GP contract, and KOL 
opinions (18% each)  

Objective 2: Detailed Insights (1/2)
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OBJECTIVE 2: Elucidate how oncologists utilize and manage CDK4/6 inhibitors in mBC

Topline Takeaway: Ribociclib is viewed as the preferred CDK4/6 inhibitor in HR+ mBC because advisors prioritize its strong OS data, the 

supportive NATALEE findings, guidelines alignment, and comfort using it after prior CDK4/6 exposure. However, there is some concern for 
operational feasibility of cardiac monitoring related to QT prolongation, hepatotoxicity monitoring requirements, and payor restrictions 

Advisors would like to use ribociclib more, but insurance coverage is a major determinant, as some payors require abemaciclib use 

before approving ribociclib 

> NCCN Guidelines designation alone does not guarantee coverage, often necessitating peer-to-peer appeals when possible 

For a 58-year-old postmenopausal patient with T3N1M1 grade 2 ER+, PR+, HER2– IDC with painful metastases who is treated with 

letrozole + abemaciclib and experiences progression after 30 months of treatment, more than half of advisors (56%) recommended 
fulvestrant or exemestane + everolimus over fulvestrant + abemaciclib (22%) or fulvestrant + ribociclib (11%) 

Advisors consider pace of disease and endocrine sensitivity duration when deciding whether to continue CDK4/6i therapy or 
transition to next-line therapy

When faced with progression on one CDK4/6 inhibitor, several advisors reference MAINTAIN data supporting a switch to a different 

CDK4/6i, such as ribociclib, in combination with a new endocrine therapy 

Some advisors expressed comfort switching between agents (eg, abemaciclib to ribociclib) in the metastatic setting, aligning with 

emerging data on cross-use

Objective 2: Detailed Insights (2/2)
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OBJECTIVE 2: Elucidate how oncologists utilize and manage CDK4/6 inhibitors in mBC

Topline Takeaway: Ribociclib is viewed as the preferred CDK4/6 inhibitor in HR+ mBC because advisors prioritize its strong OS data, the 

supportive NATALEE findings, guidelines alignment, and comfort using it after prior CDK4/6 exposure. However, there is some concern for 
operational feasibility of cardiac monitoring related to QT prolongation, hepatotoxicity monitoring requirements, and payor restrictions 

“Exhausting endocrine therapy” is generally defined by advisors as rapid progression on recent endocrine regimens or evidence of 

loss of ER expression on rebiopsy

> Patients with long-term response but who experience relapse after several years may still be offered an endocrine-based regimen before 
switching to chemotherapy

Toxicity and adverse effects (hepatotoxicity and EKG evaluations for QT prolongation for ribociclib, and diarrhea management for 
abemaciclib) add some operational burdens but are considered manageable within coordinated care teams

> Advisors follow dose modification protocols per the agent’s package insert, often coordinated through pharmacy teams for close toxicity 
follow-up 

Objective 2: Detailed Insights (3/3)
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Objective 2: Supportive Quotes From Discussion (1/3)

OBJECTIVE 2: Elucidate how oncologists utilize and manage CDK4/6 inhibitors in mBC

Topic Advisor Statements

Exhausting 

endocrine 
therapies in HR+ 
mBC

[On what it means to exhaust endocrine therapies] 

“Failed 3 lines [rapid disease progression on the last line of endocrine therapy].”

“Another one is if you have a mixed response going on. . . . In my limited number of patients, I have seen that you start 
losing the positive status in those tumors if you biopsy. So they are turning into estrogen negative, in fact, not just 
resistant.”

“I have someone like that, like 80-something years old, 20 years on endocrine therapy, progressed quickly after placed 
on CDK4. ESR1, 3, 4 months progressed. [Now the patient is on] Xeloda, doing great.”

Influence of 

CDK4/6i use in eBC 
on CDK4/6i use in 
mBC 

[In response to how long after completion of adjuvant CDK4/6i these agents would be considered for first-line mBC] 

“Depends on when the patient progresses. If it’s been more than a year or 2, I would bring it up.”

[In agreement on approach to CDK4/6i in mBC and using it in the adjuvant setting] 

“Same. About the same.”

“At minimum, 6 months.”

“At minimum, a year.”

19



Objective 2: Supportive Quotes From Discussion (2/3)

OBJECTIVE 2: Elucidate how oncologists utilize and manage CDK4/6 inhibitors in mBC

Topic Advisor Statements

Influence of 
CDK4/6i use in eBC 
on CDK4/6i use in 
mBC (cont.)

[On deliberating switching between abemaciclib and ribociclib from the adjuvant setting to the metastatic setting] “Just 

switch. And especially if they (the patient) don’t have like a specific mutation, like ESR1, right? We were talking if it has 
popped up.”

Sequencing in HR+ 

mBC

[On using multiple lines of CDK4/6is] “I would consider it for someone who had been on an endocrine therapy for a long 

time and I wanted to drag it out a little bit longer, sure. But if they were on it for like, I don’t know, 18 months or 
something like that, I probably wouldn’t unless they were like, I only want something oral. Although by then they’re on 
fulvestrant too. So, maybe it doesn’t apply, but a lot of it depends on the . . . pace of the disease.”

“I mean, you just showed us data showing that you can do a subsequent line of treatment.”

Barriers to using 

CDK4/6is

“So one of our insurance players doesn’t like ribo, so they made us use abema first.” [In response to being asked why 

the insurance company has a preference] “Whatever it is, it’s automatic deny, right? There’s no appealing to it, right?”

[Advisors discussed that CDK4/6i being recommended through NCCN Guidelines does not provide security that 

insurance will approve the agent. Upon being asked if peer-to-peer conversations occur with insurance when a CDK4/6i 
with a level 1 preferred NCCN designation is denied] “Yeah. Absolutely.”

[In reference to periodic EKG monitoring for patients on CDK4/6is] “Yeah, but it’s [EKG] still a nuisance.”



Objective 2: Supportive Quotes From Discussion (3/3)

OBJECTIVE 2: Elucidate how oncologists utilize and manage CDK4/6 inhibitors in mBC

Topic Advisor Statements

Toxicity 

management with 
CDK4/6is in mBC

[In reference to using abemaciclib] “I find diarrhea is one of those toxicities, kind of like TKI, it just keeps going. At the 

beginning they’re terrified. They’re like, ‘Oh, my God, my lymph nodes are positive, I’ll do anything.’ The second 
Christmas they’re like, ‘Ehh,’ and then they fall off.”

“So we have a pharmacist that will call them every time they do their blood work, and then they ask about the toxicity.” 

[Upon being asked if they follow up by observing the dose modifications in the package insert] “Yes, exactly.”

Unmet needs in 

HR+ mBC

“The vaccine trials, I think, will be interesting. . . . We’re waiting.”

“In 10 years from now, what is this landscape going to look like? You have better knowledge of the preclinical piece. Is 

there going to be a paradigm-changing approach, or are we just going to see new niche drugs that we have to figure out 
how to use?”

“The other question I would have that’s corollary is, big science is rapidly shifting to China. And what’s going on over 

there in breast?”

21
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Objective 3: Detailed Insights (2/2)
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Objective 3: Supportive Quotes From Discussion (1/5) 

OBJECTIVE 3: Gain insights into the impact of recent and upcoming approvals on the HR+ BC landscape

Topic Advisor Statements

Impressions of the 

monarchE and 
NATALEE trials

“monarchE, I really like that it was a good recap of what was out there earlier. And especially the reduction in the death 

risk, which was 15.8% on the slide that you showed, and the DRFS, which was 25.4%.”

“The monarchE, I think the OS is a big deal. I think the 2 years matters quite a bit. I generally start my patient—I don’t 

dose reduce, I think probably just because of metastatic. They’re young, just starting. I do think it can be very 
uncomfortable. A lot of them are kind of freshly beat up from a number of other things that we’ve done to them, so 
definitely extended the sick time.”

[Upon being asked if there is more confidence in monarchE over NATALEE on the basis of longer follow-up] “I mean, 

just case-by-case. . . .”

Thoughts on new 

generation of 
endocrine 
therapies 

[On applying next-generation oral SERDs in the adjuvant setting for a patient with a positive MRD assay] “Because we 

have adjuvant studies coming with SERDs. . . . These are the drugs which are coming through, so I’m hoping that 
maybe looking positive. [If the trials are positive] I think I’m looking forward for this drug. [If the] trials come up [data are 
positive] and plus if they give us the results on NATALEE and monarchE.”

“I would see whichever insurance gives us approval, the samples, copay assistance program, manufacturer assistance. 

I think that I would use because I don’t see so much of a difference between any of the elacestrant or imlunestrant.”

24



Objective 3: Supportive Quotes From Discussion (2/5) 
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Objective 3: Supportive Quotes From Discussion (3/5) 
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Objective 3: Supportive Quotes From Discussion (4/5) 



Objective 3: Supportive Quotes From Discussion (5/5) 
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Attendee Key Takeaways



Attendee Key Takeaways (1/3)

1

> This was awesome. Recap of the monarchE. I really liked just reviewing the data there 

> And the ESR1 mutation, I am going to go ahead and keep in mind to order the mutation testing on progression and the 

DESTINY-06 trial

2

> CDK4/6 discussion, that was very good 

> The inavolisib data set was interesting 

> The EMERALD data set 

3

> The dose escalation of abemaciclib 

> And switching the palbo[ciclib] on progression to another CDK4/6

> And then increasing ESR1 mutations by line of therapy

4

> So the comparison which you were showing on the adjuvant CDK4, the monarchE, that was a good chart to see

> And then the sequential CDK4 

> And the palbo[ciclib] with inavo[lisib] for first line

30



Attendee Key Takeaways (2/3)

5

> In the adjuvant setting, the sustained separation of curves, both abema[ciclib] and ribo[ciclib]

> And also the OLYMPIA 

> And the CDK4[/6i] in multiple lines. I may be able to reuse it in the INAVO trial

6
> The MAINTAIN trial data showing switching the CDK46 is still beneficial from palbo[ciclib] to something else 

> And also, check if the ESR will mutate in 2 months

7

> Somewhat repetitive of what everyone’s saying with the adjuvant CDK4/6 review and also the OS data that was very useful 

> The ESR early check, continue to check. I think the jury for me is still out how much clinical benefit it has 

> My last point was just actually kind of a generic statement. Breast [cancer] has always been blessed with many lines of 

therapy, and it’s gotten increasingly muddled. And I sometimes think about all those ASCOs with even more mechanisms 

that’s coming in, like muddying this even more. And I wonder if we’re at the point where we really should be putting 

resources on true sequencing type of things to help guide us, if you will, rather than finding new mechanisms of action

8
> The role of ADCs in metastatic breast cancer, which is now becoming basically the backbone of systemic treatment instead 

of chemo and basically changing the paradigm from chemo to ADC
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Attendee Key Takeaways (3/3)

9

> In DESTINY-Breast06, ultralow and low had close to the same sort of PFS that SERDs and the PROTACS may have a 

cross-resistance 

> And then also everything everyone else said 

> And then also keep to the early scan on the ESRs

10

> The one was the sustained benefit of abema[ciclib] and ribo[ciclib] in the adjuvant setting long-term

> The OS benefit for inavolisib, although with a caveat of how different is that from sequential therapy 

> And then the trend toward OS and imlunestrant

11

> Yeah, similar but yeah my 3 are, the inavolisib is option for first line now 

> And then the camizestrant switch therapy is provocative, interesting, but maybe not quite. We’ll see what the KOLs and 

what the people do before we start

> And then the third is maybe focus on the payloads in the ADC instead of new targets

12
> Everything else that everyone said.  

> Plus, the reminder that olaparib can be used for BRCA1 adjuvantly, and remind you to test these people for BRCA
32
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Lymph Node Involvement and Oncotype or Other Tests Are the 
Disease Factors Most Advisors Use (85% each) to Determine if 
a Patient With eBC Has High Recurrence Risk
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The Majority of Advisors (77%) Use Oncotype DX, But Do Not 
Use the RSClin Tool; 23% of Advisors Use Both 
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Efficacy Data (85%), Safety Profile/Toxicity Management/QOL 
(62%), and Risk of Recurrence (54%) Most Strongly Drive 
Advisors’ Treatment Decisions in HR+ eBC
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84% of Advisors Estimate That Up to Half Their Patients With 
HR+ eBC Receive a CDK4/6i 
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All Advisors Used Abemaciclib in at Least 1 Patient 
With HR+ eBC in the Last Year
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83% of Advisors Prescribed Ribociclib in at Least 1 Patient 
With HR+ eBC in the Past Year
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Overall Survival (92%) Is the Endpoint Advisors Find Most 
Clinically Relevant in HR+ eBC Trials, Followed by Disease-Free 
Survival (69%) and Invasive Disease-Free Survival (54%) 
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Most Advisors (60%) Utilize CDK4/6i in HR+ mBC in 1 Line of 
Therapy
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Ribociclib Is the Preferred CDK4/6i in First-Line HR+ mBC for 
45% of Advisors 
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What is your preferred CDK4/6i for first-line HR+ mBC? (n = 11*)
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Efficacy Results and Preferred Status in NCCN Guidelines 
(82% each) Are the Primary Reasons Advisors Prescribe Their 
Choice of CDK4/6i, Followed by Toxicity Profile (73%) 
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What are the primary reasons you prescribe the CDK4/6i of your choice? 

 (Select all that apply.) (n = 11*)
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Patient Case

A 58-year-old postmenopausal woman presents with T3N1M1 
grade 2 ER+, PR+, HER2– IDC with painful metastases to 
multiple bony sites. She is treated with letrozole plus 
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 HR+, HER2– IDC and No Actionable 
Mutations, 56% of Advisors Recommended Fulvestrant or Exemestane 
Plus Everolimus After Progression on Letrozole Plus Abemaciclib; 22% 
Recommended Fulvestrant Plus Abemaciclib
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You recommend: (n = 9*) 
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Just Over Half (54%) of the Advisors Would Be Comfortable 
Using an ADC Directly After Another ADC if They Have 
Different mAb Targets
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Are you comfortable using an ADC directly after another ADC? 

(Select all that apply.) (N = 13)
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For a Patient With HR+, HER2 IHC 0, Endocrine-Refractory 
mBC, 64% of Advisors Would Use Sacituzumab Govitecan 
Before Dato-DXd
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For a patient with HR+, HER2 IHC 0, endocrine-refractory mBC, you would use: 

(Select all that apply.) (n = 11*)
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46% of Advisors Would Use SG Before Dato-DXd and 31% 
Would Use Dato-DXd Before SG for a Patient With HR+, HER2-
Low/Ultralow, Endocrine-Refractory mBC 
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For a patient with HR+, HER2-low/ultralow, endocrine-refractory mBC who received T-DXd, you 

would use: (Select all that apply.) (N = 13)
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Safety Profile and Tolerability (82%), OS, and PFS (55% each) 
Most Strongly Influence Choice Between SG and Dato-DXd for 
Patients Who Are Eligible for Both But Have Not Received Either
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For Almost One-Fourth of Advisors, Their Pathology 
Department Reports HER2-Ultralow Results
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Does your pathology department currently report HER2-ultralow results? (N = 13)
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