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What does HR+/HER2-
Mean?

What is considered ‘early 
stage’?





Risk of Recurrence
What is the chance that my breast 
cancer returns?



Patients with HR+/HER2− EBC are at risk of both early and late 
recurrence 
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● 50% of recurrences occur 
early, within 5 years of 
diagnosis

● The risk of recurrence 
continues thereafter, at a 
lower rate, over a longer 
period



How is Risk of Recurrence Defined?
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Prognostic 
Factors Grade 3 

Tumour

≥4+ Lymph 
NodesYounger 

Age

Tumour 

> 2cm

High RCB

(non-pCR)

High Ki-67
High 

Genomic 
Score The size of each bubble is an 

approximation for its relative 
contribution to the prognosis 

Prognosis = 
What is the 

Chance of the Cancer 
Coming Back ?



Risk of Recurrence
Is there anything we can do as a 
team to reduce risk of recurrence?



Factors impacting decision-making in HR+/HER2− EBC
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Tumour-level 
factors

Biomarker 
testing (Ki-67)

Genomic 
testing

TNM 
Staging

Additional 
imaging and 
bone scans if 
metastases 
suspected

Tumour sizing 
through 

imaging and/or 
surgery

Endocrine 
response 

assessment

Lymph node 
assessment

Biopsy and 
histological 

grading

Patient-level 
factors

Menopausal 
status

Patient 
preference Age

Ethnicity 
and/or 
region

Co-
morbidities

QoL and 
fertility 

considerations



Treatment
What are the treatments for this type 
of breast cancer? 
Will I need chemotherapy?









There is a medical need to help identify which patients are likely to 
benefit from chemotherapy

Chemotherapy benefit cannot be reliably discerned from clinicopathological prognostic 
factors such as age, tumour size and grade, lymph node status, and ER and HER2 status

Likely course of disease
• Clinical and pathological 

features such as tumour 
grade, tumour size and 
patient age

Likely effect of treatment
• Based on data testing the 

treatment in the applicable 
population

PredictivePrognostic

To demonstrate that a biomarker can safely guide treatment de-escalation, evidence 
should come from randomized controlled non-inferiority trials with predefined 
margins, which represent the gold standard for establishing level IA evidence



There is a medical need to help identify which patients are likely to 
benefit from chemotherapy
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Though powerful prognostic tools, clinicopathological factors do not offer predictive 
value. A more quantitative and personalized approach is required for tailoring treatment
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Owing to a lack of predictive factors, patients with 
high-clinical-risk breast cancer may be overtreated and 

exposed to unnecessary adverse events1,3

Patients with low-clinical-risk breast cancer are not 
routinely given chemotherapy, and so some patients may 

be at risk of undertreatment3,4

No CT benefitCT benefitNo CT benefitCT benefit

CTCTCTCTCT

CTCTCTCTCT



Treatment
Are there other treatments for this 
type of cancer?







Adjuvant ET for HR+/HER2− EBC

Postmenopausal patients

TAM
ET 

building 
blocks

Who are the patients that need 
CDK4/6 inhibitors + ET?

AI

Other 
modalities in 
combination

Premenopausal patients

AI + OFS TAM + OFS

TAM



Treatment
What can I do to ensure the 
treatment is as effective as possible?





• Self-report vs prescription database
• Self-reported medication adherence is associated with an overestimation of 

objective adherence, particularly in older patients

Getting the most out of treatment
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%
Days, months, 

years

Taking medication daily 
Over the full amount of 

time (5 years) 

The proportion of medication taken within a 
specific time interval

t1 t2 t1

The continuing use (in time) of the 
prescribed therapy



- Within 16 months of 
definitive breast cancer 
surgery

- Within 12 weeks of ET 
after the last non-ET (e.g., 
chemotherapy)

CBC + LFT:
- Prior to start of therapy
- Q2W for months 1 and 2
- QM for months 3 and 4
- As clinically indicated

Lytes:
- Renal and biochemical parameters, 
especially if experiencing diarrhea

Other:
- Signs of VTE and ILD/pneumonitis

- Manage with dose interruptions and/or 
reductions, per prescribing information
- Any abnormality should be corrected 
before resuming treatment
- Manage diarrhea with loperamide; advise 
patient to drink more fluids
- Be aware that abemaciclib may increase 
serum creatinine due to inhibition of renal 
tubular secretion transporters, without 
affecting glomerular function

Start: 150mg twice daily

dose reduction 1 → 

100mg twice daily 

dose reduction 2 →

50mg twice daily

- Within 18 months of initial 
breast cancer diagnosis 
(cytologic or histologic)

- Within 12 months of 
starting standard (neo) 
adjuvant ET

CBC + LFT:
- Prior to start of therapy
- Q2W for cycles 1 and 2
- QM for cycles 3-6
- As clinically indicated

Lytes:
- Prior to start of therapy and at regular 
intervals in later cycles
- As clinically indicated

ECG:
- Prior to the start of therapy
- Day 14 of cycle 1
- As clinically indicated

Other:
- Signs of ILD/pneumonitis

- Manage with dose interruptions and/or 
reductions, per prescribing information
- Any abnormality should be corrected 
before resuming treatment
- Monitor ECG more frequently if clinically 
indicated (e.g., if QTc prolongation occurs, 
risk factors for Torsade de Pointes, or 
concomitant medications)

Start: 400mg once daily 
(3wks on, 1 wk off)

dose reduction → 

200mg once daily 
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TREAT FOR 2 
YEARS
or until recurrence or 
unacceptable toxicity

TREAT FOR 3 
YEARS
or until recurrence or 
unacceptable toxicity



After 5 Years
Now that I won't be seeing you as 
often, what does my future check-
up and screening schedule look like?



After Treatment
Now that my treatment is finished, I 
feel a sense of uncertainty about 
what’s next.






