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STUDY OBJECTIVES

To gain advisors’ perspectives on the following

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

advanced breast cancer

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

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

treatment of metastatic breast cancer was held on August 24, 2019, in Washington, DC

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

the University of Pittsburgh

> The group of advisors comprised 14 community oncologists 

> Insights on the following therapies were obtained 

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

chemotherapies

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

inhibitors, chemotherapies

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

govitecan, GPNMB), immunotherapy, chemotherapies

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

moderated discussion 
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PARTICIPANT DEMOGRAPHICS (N = 14)
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Approximately what percentage of your patients 

have breast cancer?
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Approximately what percentage of your breast cancer 

patients have advanced or metastatic breast cancer?

• Breast cancer patients compose more than 1/5 of their patients for 64% of advisors 

• All advisors report that more than 10% of their patients with breast cancer have advanced or metastatic disease
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PARTICIPANT DEMOGRAPHICS (N = 14)
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Approximately how many patients with HR+ ABC 

have you treated in the last year?
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Approximately how many patients with HER2+ 

ABC have you treated in the past year?*

• 93% of advisors treated at least 11 patients with HR+ ABC last year 

• 78% of advisors treated 6 or more patients with HER2+ ABC last year

*One advisor did not respond.



PARTICIPANT DEMOGRAPHICS (N = 11)
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Approximately how many patients with triple-negative ABC have 

you treated in the past year?*

71% of advisors treated 6 or more cases of TNBC last year.
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*Three advisors did not respond.



Treatment of HR+ mBC



TOPLINE TAKEAWAYS: HR+ ABC

Advisors have fully adopted CDK4/6 inhibitors into their treatment paradigms, and all are palbociclib 

prescribers. In some elderly residential care settings, some advisors would favor fulvestrant and/or 

abemaciclib (dosed continuously), as intermittent dosing schedules can be challenging for the limited nurse 

resources therein. All would include ovarian suppression with tamoxifen or fulvestrant in premenopausal 

patients. Some advocated chemotherapy over all endocrine approaches in younger patients.

First-Line Therapy

Selection of subsequent therapy depends on the characteristics of progression. Patients with rapidly 

progressing aggressive disease will likely receive chemotherapy, whereas patients with long-term control or 

slow-growing tumors will likely be switched to fulvestrant or exemestane plus everolimus, with ~23% opting 

for single-agent fulvestrant. However, several advisors noted tolerability issues with everolimus. Many 

would continue CDK4/6 inhibition postprogression, switching the mode of endocrine therapy (eg, from an AI 

to fulvestrant).

Subsequent Therapy
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Topic Data and Insights

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

reported in IRIS)

• Only 2 of the advisors believed that the clinical benefit rate was >80%

Treatment 

selection

• 92% of advisors would select an AI with a CDK4/6 inhibitor as first-line therapy in a patient with bone-only HR+/HER2–

mBC; 77% would choose palbociclib

– Palbociclib is preferred due to the less complicated monitoring required and better cardiac safety vs ribociclib; 

advisors have become comfortable with its administration/patient management

– In residential care patients, they might consider abemaciclib (continuous dosing)

• However, there was not a consensus on treatment after progression on this regimen

– For bone-only progression, 93% would utilize fulvestrant-based therapy; most advisors selected single agent or 

with everolimus

– For progression in vital organs, only 39% would switch to a cytotoxic regimen,

with most advisors switching to fulvestrant and everolimus, and a few continuing CDK4/6 inhibition but switching to 

fulvestrant from an AI

Late-line 

treatment

• For patients who have been heavily pretreated but have not received CDK4/6 inhibition, most advisors would adopt an 

endocrine therapy plus CDK4/6 inhibitor

• For patients with symptomatic liver metastases after adjuvant AI therapy, only 28% of advisors would switch to 

chemotherapy, with fulvestrant plus CKD4/6 inhibitor being the preferred option (at an ~2:1 ratio for palbociclib vs 

abemaciclib selection)

TREATMENT OF HR+ ABC
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QUOTES: HR+ ABC

“My concern always is radiation oncology, radiation therapy. 

One of the biggest things that we often forget is you've got to 

deal with it. There's the epidemiology, where you're dealing 

with weight-bearing areas . . .”

“Ribociclib I think is, I mean—as presented— is maybe the 

most powerful CDK4/6 inhibitor.”

“Somehow I think of fulvestrant as better for bone disease. 

Also for compliance too.”

“I think it is better to combine the CDK because just giving an 

AI, you’re not going to get that much of a benefit, and you 

want to double the response rate as well as the PFS data. I 

think CDK4/6 has become another new backbone of the 

treatment.”
“Some people have mildly [impaired] bone marrow function, 

so using Ibrance can be an issue. And then, obviously, you 

have some issues with GI toxicity with the newer agents.”

“Recently since the CDK3/4 drugs available, I haven't 

started the patients on the Faslodex as a single agent 

because then I usually just go to an oral AI.”

“Now, with the advent of the PI3K drug, we'll go there and 

look for the use of Piqray. And I do still go back to—I think for 

a while because of lousy mucositis, everolimus kind of 

dropped out of the scene for quite a while—but I will pick it up. 

So . . . if I am doing fulvestrant and palbociclib and the patient 

doesn't respond, drop the palbociclib and add everolimus.”

About alpelisib: “The thing that was most problematic is rash. 

And in fact, I believe the company needs to emphasize that. 

In the original clinical trial they had learned that adding Zyrtec 

or one of those drugs reduced the rash. So I think that has to 

be brought upfront.”

“Our biggest battle, we don't talk about it as we do all the 

time, is finance. The pharmacists go absolutely out of their 

minds.” [On using palbociclib because it is on the formulary]
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Treatment of HER2+ mBC



TOPLINE TAKEAWAYS: HER2+ ABC

A taxane plus trastuzumab with or without pertuzumab is the first-line therapy of choice. For cancers that 

are also HR+, advisors would consider endocrine therapy in combination with trastuzumab as adjuvant or 

maintenance therapy. Advisors did not appear to have any issues with the utilization of trastuzumab 

biosimilars (alone or in combinations) in their patients. Indeed, many feel they will be required to use them. 

There is a perceived value of SC trastuzumab when used in combination with oral therapies, but advisors 

feel that it does not add much convenience benefit if patients are receiving IV therapies concurrently.

First-Line Therapy

Treatment choices beyond first line are typically influenced by the response and duration of response to 

initial therapy. However, advisors would continue to select HER2-targeted therapies. Neratinib is 

underutilized, sometimes because of reimbursement challenges.

Subsequent Therapy
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Topic Data and Insights

HR+/HER2+ In the context of HR+, all advisors would still utilize HER2-targeted therapy, and most would not include endocrine therapy with

their HER2-targeted regimen

• However, if a patient had a complete response to therapy, ~69% would include an AI with HER2-targeted therapy 

(trastuzumab alone or with pertuzumab) as maintenance therapy

HER2+ overall Advisors generally subscribe to the philosophy that HER2-directed therapy should be utilized for treatment of HER2+ breast 

cancer 

• Advisors used T-DM1 and pertuzumab in addition to trastuzumab, but there is comparatively very low use of lapatinib and 

bevacizumab in breast cancer patients

• During the meeting, advisors became intrigued about the CNS activity of T-DM1 (as brain metastases are a challenge with 

trastuzumab)

Advisors were not aware that neratinib is included in the NCCN guidelines for brain metastases, and many will now try to get 

it approved from payors on that basis

Late-line 

treatment

• In patients who have received 2 lines of HER2-targeted therapy, all advisors would choose a regimen that included a 

HER2-targeted therapy for a patient with HR+/HER2+ mBC

• In heavily pretreated patients, most advisors would add a cytotoxic chemotherapy to HER2-targeted therapy

TREATMENT OF HER2+ ABC
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QUOTES: HER2+ ABC

“Absolutely!” [Response to whether the physician 

would use SC trastuzumab]

“Of course, [I would pick] the SC, but if they’re 

already getting docetaxel or Perjeta, giving them SC 

Herceptin—I’m not sure it saves a whole lot.  They're 

already getting infusion. If they’re just on 

maintenance Xeloda and Herceptin, I could totally 

see the value of SC.”

“It's not a question what I like to do. Fortunately, if I 

use pertuzumab in the adjuvant setting, then I can 

still use the Herceptin, because there is no data on 

that. But when it's just Herceptin, then I have to go to 

the biosimilar.”

“So it depends on how quickly it recurs [following 

adjuvant therapy with Herceptin]. If it recurs quickly, 

then probably go to T-DM1, right away.”

“I think biosimilars, they're fine. It's going to be the 

insurance company that tells me to use it.”

“I mean, initially, Herceptin, but you have to do 

combination, then T-DM1. After that, probably 

Herceptin plus chemo.”
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Treatment of mTNBC



TOPLINE TAKEAWAYS: mTNBC

Advisors routinely test for BRCA mutations and other potential genetic aberrations in nongeriatric 

patients with TNBC, regardless of family history.

Treatment with an immune checkpoint inhibitor and chemotherapy (eg, atezolizumab and paclitaxel) is 

the preferred therapy for any patients who are PD-L1+.

When BRCA mutations are detected, PARP inhibition is used unless the patient is also PD-L1+, although 

advisors would consider use of a PARP inhibitor as maintenance therapy.

First-Line Therapy

Platinum therapy is the go-to approach for patients with visceral disease.

Advisors would use eribulin for heavily pretreated patients, but most reserve use of ixabepilone.

Subsequent Therapy
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Topic Data and Insights

Testing In patients <60 years old with recurrent metastatic TNBC and no family history of breast cancer, all advisors would recommend 

genetic testing

• Regardless of family history, 75% would perform genetic tests in patients younger than 50 who have HER2– metastatic 

breast cancer

For relapsed/refractory mTNBC with osteoblastic bone lesions and low Ki67, only half of the advisors would order IHC for 

androgen receptor expression

Subset treatment • For BRCA-mutant metastatic TNBC, ~60% of advisors would treat with a PARP inhibitor; others selected platinum- and 

paclitaxel-based chemotherapy

• For AR+ TNBC, ~78% of advisors would select an androgen-blocking therapy (~64% enzalutamide and ~14% 

bicalutamide)

Late-line 

treatment

50% of the advisors would select eribulin for a patient with TNBC and no identified genetic mutations after prior treatment 

with AC, paclitaxel, docetaxel, and gemcitabine, with 42% using a carboplatin-based regimen, and 7% using ixabepilone

TREATMENT OF mTNBC
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QUOTES: mTNBC 

“I have a patient on it. You see response very fast . . .” [On 

paclitaxel and atezolizumab]

“I take care of ovarian cancer patients, and olaparib has been 

there for so long. I would use it over talazoparib.”
“I start with carbo sometimes, depending on the performance 

status. And once they get the BRCA results, I make them 

change to olaparib and then I always look for a PD-L1 and go 

with an anti–PD-1 when it is positive. I’m very familiar with 

olaparib.”

20

For metastatic I look at first BRCA, and PD-L1 expression as 

well. So if it's BRCA+ I would give them PARP inhibitor first. If 

they're BRCA– and PD-L1+, we will use atezolizumab. If they're 

PD-L1– BRCA–, then I'll use a platinum-based treatment, 

gemcitabine, cisplatin.”

“Honestly the trend is more towards the PD-L1, the checkpoint 

inhibitors first. I mean, I think it's easier.”

“This is a comment on the PD-L1: I think it's being more for 

trying to get the pathologist educated.”

“Tolerance, 1 pill once a day. It's just really well tolerated. It 

doesn't have as many cytopenias, so far. Very comfortable.” [On 

why the advisor picked talazoparib]

“I'm a firm believer in doing ACT with the C being carbo. I'll ask 

them.”

“I want to get that disease under control quickly. We keep 

forgetting that chemotherapy kill cells and PARPs don’t; it's 

stable, so you're putting your car into neutral – it's no surprise 

the disease comes back, because you're not killing anything. So 

we are trying to do that, really trying also to prevent brain 

metastases very early.”



STRATEGIC CONSIDERATIONS

> Perjeta® and Kadcyla® are viewed favorably by community physicians, who would 

adopt these agents in later-line therapy for patients with HER2+ breast cancer

> Xeloda® is seen as a generally well tolerated and convenient therapy across the 

advanced/metastatic breast cancer continuum

> Biosimilars to Herceptin® will erode the community oncology market, with many 

advisors noting that they will be required to use less-costly options

− There is a strong drive for SC Herceptin Hylecta™ use in regimens that do not involve 

IV agents and in settings of limited infusion center resources

− Building on the Genentech/Roche heritage and the convenience of therapy could help 

to protect the Herceptin market from some erosion

• There is an opportunity for synergy between Xeloda and Herceptin Hylecta in offering an 

“infusion-free regimen” to patients with breast cancer
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Advisor Key Takeaways 



KEY TAKEAWAYS* 
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Dr 1

• Understanding the different CDK4/6i + AI in treatment sequencing

• Use of neratinib and capecitabine in HER2/neu mutant and in brain mets

• Doing NGS/somatic germline testing for BRCA in TNBC as well as HR+ BC 

in different lines of therapy

• Understanding newer drugs: margetuximab, DS-8201, tucatinib, 

sacituzumab, and alpelisib

Dr 7

• CDK4/6 inhibitors have identical clinical efficacy, although the toxicity is different

• The trast/pert combination is like peanut butter & jelly

• We need a better way to help us with prognosis, therapy, and decisions with 

chemotherapy with trying to diagnose BRCA specifically rather than generally 

(analogous mutant and non-mutant CLC). Not everyone helped well 

Dr 2

• Hormonal therapy + CDK4/6 inhibitor is very competitive vs chemotherapy in 

HR+ ABC

• Caution against AI with LHRH

• More biomarkers for TNBC

Dr 8

• Talazoparib—better than chemo in 1L; PARP inhibitors standard in BRCA+ 

metastatic TNBC

• Looking forward to neoadjuvant data on usage of PD-1 in TNBC (pembrolizumab)

Dr 3

• Neratinib in HER2+ ABC

• BRCA positive, use PARP inhibitors 

• Re-use CDK4/6 inhibitor in later line—possibly change the AI only 

Dr 9

• Higher rate of brain met relapses with T-DM1

• Prophylactic Immodium for neratinib

• Neratinib/Xeloda as an NCCN option for brain metastases

Dr 4

• Concise excellent review of treatment

• New knowledge of mBC, especially HER2+ and neratinib

• Learning of TNBC—new information, especially sacituzumab

Dr 10

• Increased survival in TNBC with chemotherapy + IO

• More treatment options for HER2+ mBC

• T-DM1 if residual disease after neoadjuvant treatment

Dr 5

• All CDK4/6i + AI double PFS/efficacy

• Watch out for new HER2 med, Nerlynx for brain mets

• TNBC: SP142 ILL; BRCA+

Dr 11

• 3 CDK4/6is have similar PK

• Her-2 targeting agents—new ones

• Targets in TNBC

Dr 6

• Thorough review and update of all breast cancer—different subtypes

• New drugs on horizon

• Organized

Dr 12

• Role of abemaciclib

• Excellent review of TNBC: I work in an area where I see a lot of TNBC—very happy!

• Very educational

*Two attendees did not provide Key Takeaways cards.



Treatment of HR+ mBC

ARS RESULTS



IN HOW MANY PATIENTS HAVE YOU EVER USED THE DRUG 
EVEROLIMUS (AFINITOR)? (N = 14)
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IN HOW MANY PATIENTS HAVE YOU EVER USED THE DRUG 
PALBOCICLIB (IBRANCE)? (N = 13)

26



IN HOW MANY PATIENTS HAVE YOU EVER USED THE 
DRUG RIBOCICLIB (KISQALI)? (N = 14)
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IN HOW MANY PATIENTS HAVE YOU EVER USED THE 
DRUG ABEMACICLIB (VERZENIO)? (N = 14)
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WHAT IS THE CBR (ORR% + %SD) WITH FIRST-LINE AI + 
CDK4/6 INHIBITOR IN THE FIRST-LINE SETTING? (N = 13)
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CASE STUDY 1: HR+ ABC

> A 58-year-old woman presents with de novo T3 N1 M1 grade 2 ER+/PR+/HER2–

IDC with painful metastases to multiple bony sites. Staging is otherwise negative 

for metastases. Biopsy of bone lesion confirms ER+/PR+/HER2– carcinoma
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IN ADDITION TO AN ANTI-OSTEOCLAST AGENT, YOU 
RECOMMEND: (N = 13)
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CASE STUDY 1: HR+ ABC

> A 58-year-old woman presents with de novo T3 N1 M1 grade 2 ER+/PR+/HER2–

IDC with painful metastases to multiple bony sites. Staging is otherwise negative 

for metastases. Biopsy of bone lesion confirms ER+/PR+/HER2– carcinoma

> The patient is treated with letrozole plus palbociclib, in addition to zoledronic acid, 

and has improvement in her bone pain and resolution of areas of active disease 

on bone scan for 30 months. After 30 months on treatment, she develops new left 

hip and lumbar spine pain and bone scan shows progression of disease. 

Restaging shows no other areas of metastases
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YOU RECOMMEND: (N = 13)
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CASE STUDY 1: HR+ ABC

> A 58-year-old woman presents with de novo T3 N1 M1 grade 2 ER+/PR+/HER2–

IDC with painful metastases to multiple bony sites. Staging is otherwise negative 

for metastases. Biopsy of bone lesion confirms ER+/PR+/HER2– carcinoma

> The patient is treated with letrozole plus palbociclib, in addition to zoledronic acid, 

and has improvement in her bone pain and resolution of areas of active disease 

on bone scan for 30 months. After 30 months on treatment, she develops new left 

hip and lumbar spine pain and bone scan shows progression of disease. 

Restaging shows no other areas of metastases

> If instead of progression in bone only after 30 months on letrozole plus ribociclib, 

the patient’s disease has progressed in multiple bone sites (symptomatic) as well 

as with multiple liver metastases (asymptomatic), with normal liver function
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YOUR RECOMMENDATION FOR THERAPY WOULD BE: 
(N = 13)
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CASE STUDY 2: HR+ ABC

> A 65-year-old obese woman has had ER+/PR+ bone-only mBC for 10 years 
treated with an IV bisphosphonate then denosumab, aromatase inhibitors, 
fulvestrant, and tamoxifen plus everolimus. Most recently she has had stable 
disease for 18 months on capecitabine. Her disease has now progressed and she 
has completed radiation therapy to a painful metastasis in her thoracic spine  
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REGARDING SYSTEMIC THERAPY, YOU RECOMMEND: 
(N = 13)
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CASE STUDY 3: HR+ ABC

> A 55-year-old postmenopausal woman has been on adjuvant anastrozole for 4 
years following chemotherapy for a grade 3 ER+/PR– T3N2 IDC. Her disease has 
now recurred with multiple liver metastases and mildly elevated liver function tests 
and she is mildly fatigued
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YOU RECOMMEND: (N = 14)

39



WHAT IS THE PRIMARY REASON YOU PRESCRIBE THE 
CDK4/6 INHIBITOR OF YOUR CHOICE? (SELECT ALL THAT 
APPLY) (N = 32)
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HOW DO YOU EXPECT YOUR PRESCRIBING PATTERN OF 
CDK4/6 INHIBITORS TO CHANGE OVER THE NEXT 12–18 
MONTHS? (N = 14)
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Treatment of HER2+ ABC

ARS RESULTS



IN HOW MANY PATIENTS HAVE YOU EVER USED THE DRUG 
PERTUZUMAB (PERJETA)? (N = 14)
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IN HOW MANY PATIENTS HAVE YOU EVER USED THE DRUG 
TRASTUZUMAB (HERCEPTIN)? (N = 14)
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IN HOW MANY PATIENTS HAVE YOU EVER USED THE DRUG 
T-DM1 (KADCYLA)? (N = 14)
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IN HOW MANY PATIENTS HAVE YOU EVER USED THE DRUG 
LAPATINIB (TYKERB)? (N = 14)
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IN HOW MANY PATIENTS HAVE YOU EVER USED THE DRUG 
BEVACIZUMAB (AVASTIN)? (N = 14)
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HOW FAMILIAR ARE YOU WITH THE LATEST RESULTS OF 
THE MONALEESA-7 TRIAL? (N = 14)
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HOW FAMILIAR ARE YOU WITH THE LATEST RESULTS OF 
THE MONARCH-2 TRIAL? (N = 13)
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CASE STUDY 1: HER2+ ABC

> A 55-year-old postmenopausal woman presents with ER+/PR–/HER2+ bone-only 

mBC with a cT2N0 right breast cancer. She has moderate bone pain requiring 

intermittent narcotic therapy
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IN ADDITION TO AN ANTI-OSTEOCLAST AGENT, YOU 
RECOMMEND: (N = 13)
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CASE STUDY 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

> She is treated with 6 cycles of docetaxel plus trastuzumab plus pertuzumab and 

has a complete response on bone scan and in her right breast
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IN ADDITION TO AN ANTI-OSTEOCLAST AGENT, AS 
MAINTENANCE THERAPY, YOU RECOMMEND: (N = 13)
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CASE STUDY 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

> 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

> Following 6 cycles of taxane plus trastuzumab plus pertuzumab for her de novo 

mBC, she receives maintenance therapy with trastuzumab plus pertuzumab plus 

an AI for 2 years and then develops progressive disease in her bone and liver, 

with a moderate volume of liver disease. She is asymptomatic and her liver 

function is normal
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YOU NOW RECOMMEND: (N = 13)
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CASE STUDY 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

> 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

> 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

> She receives treatment with T-DM1 followed at PD with capecitabine plus trastuzumab and benefits 

from both of these therapies, with PFS 6–9 months. Her ER+ HER2+ mBC has now been treated 

with pertuzumab (with trastuzumab-taxane), T-DM1, capecitabine, as well as with endocrine 

therapy plus everolimus plus trastuzumab, and her disease is slowly progressing in her liver, with 

moderate-volume disease and with stable bone metastases. She has mild occasional nausea and 

her hepatic transaminases are mildly elevated
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YOU RECOMMEND: (N = 13)

57



Treatment of mTNBC

ARS RESULTS



CASE STUDY 1: TNBC

> A 51-year-old woman with no family history of breast cancer who had mastectomy 

and adjuvant AC/T chemotherapy for a T2N0 TNBC now presents 2 years later 

with mediastinal adenopathy. Biopsy confirms metastatic TNBC 
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YOU RECOMMEND: (N = 11)
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CASE STUDY 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 

> She is found to have a deleterious BRCA1 mutation. Regarding systemic therapy 

for her mediastinal LN-only metastatic TNBC
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YOU RECOMMEND: (N = 10)
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CASE STUDY 1: TNBC

> For this same patient with mBC, what if instead: she is found to NOT have a 

deleterious germline mutation. Regarding systemic therapy for her mediastinal 

LN-only metastatic TNBC
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YOU RECOMMEND: (N = 12)
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FOR ER+/HER2– MBC PATIENTS, AT WHAT AGE DO YOU 
RECOMMEND GERMLINE MUTATION TESTING, REGARDLESS 
OF FAMILY HISTORY? (N = 12)

65



CASE STUDY 2: TNBC

> A 75-year-old woman presents with biopsy-proven metastatic blastic bone and 

LN-only metastatic TNBC having received AC/T 2 years ago, for a grade 2 TNBC 

with Ki67 of 10% 
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WOULD YOU ORDER AR IHC? (N = 14) 
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HER AR IS 80% 2+ ON A METASTATIC LN BIOPSY. YOU 
RECOMMEND: (N = 14) 
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CASE STUDY 3: TNBC

> A 39-year-old woman with T2N1 TNBC underwent bilateral mastectomy then dose-

dense AC followed by paclitaxel. Panel germline testing showed a normal 

genotype. Three years later she developed biopsy-proven triple-negative diffuse 

liver metastases with abnormal LFTs and had an excellent response to docetaxel-

capecitabine for 12 months. She has now developed progressive disease in her 

liver and has normal LFTs  
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WHAT TREATMENT WOULD YOU RECOMMEND? (N = 14)
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