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Abstract: Background/Objectives: Dose reductions in CDK4/6 inhibitors, such as ribociclib and
palbociclib, are often necessary due to treatment-related toxicities in patients with advanced breast
cancer. This study aims to evaluate the impact of the timing of dose reductions on progression-
free survival (PFS) and overall survival (OS) in a real-world cohort. Methods: This single-center,
retrospective study included patients treated with ribociclib or palbociclib between 2019 and 2023
at a cancer center in Turkey. Dose reductions due to drug-related toxicities were recorded, and
survival outcomes were analyzed. Patients were categorized based on the timing of dose reductions:
within the first 3 months (early) and after 3 months (late). Results: Among 392 patients (mean age
57.13 years), 16.8% had dose reductions within 3 months, 21.7% had late dose reductions, and 61.5%
had no dose reductions. The mPFS was 14.26 months for early dose reductions, 33.12 months for late
dose reductions, and 20.6 months for no dose reductions (p < 0.001). The mOS was 37.12 months for
early dose reductions, not reached for late dose reductions, and 57.76 months for no dose reductions
(p < 0.001). Hematological toxicity, primarily neutropenia, was the most common cause of dose
reductions. The ECOG performance status, line of therapy, and CDK4/6 inhibitor type were also
significant predictors of PFS and OS. Conclusions: Early dose reductions in CDK4/6 inhibitors
negatively affect PFS and OS, highlighting the importance of maintaining treatment intensity in the
first 3 months. However, late dose reductions do not negatively affect progression-free survival (PFS)
or overall survival (OS), with late dose reductions associated with better outcomes. Prospective
studies in larger patient populations will further clarify our knowledge on this subject.
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1. Introduction

Inhibitors of Cyclin-dependent kinases 4 and 6 (CDK4/6), including palbociclib and
ribociclib, have revolutionized the treatment of metastatic breast cancer in patients with
hormone receptor-positive (HR+) and human epidermal growth factor receptor 2-negative
(HER2-) tumors. These drugs work by selectively targeting and inhibiting CDK4 and
CDK6, disrupting the cell cycle and subsequently reducing cancer cell proliferation [1]. The
PALOMA and MONALEESA trials demonstrated that CDK4/6 inhibitors (palbociclib and
ribociclib, respectively), when combined with endocrine therapies like letrozole and fulves-
trant, significantly improve progression-free survival in both initial and subsequent lines of
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treatment. Specifically, in the PALOMA-1, PALOMA-2, and PALOMA-3 studies, palbociclib
extended PFS by 10 months, 13.1 months, and 4.9 months, respectively, compared to the
control arms (20.2 vs. 10.2 months, 27.6 vs. 14.5 months, and 9.5 vs. 4.6 months, respec-
tively). Additionally, ribociclib, in combination with standard endocrine therapies, has been
shown to extend overall survival (OS) by 12.5 months, 12.2 months, and 10.7 months in the
MONALEESA-2, MONALEESA-3, and MONALEESA-7 studies, respectively, compared to
the control groups (63.9 vs. 51.4 months, 53.7 vs. 41.5 months, and 58.7 vs. 48.0 months,
respectively), with hazard ratios of 0.76, 0.73, and 0.76, respectively [2–7].

Despite their efficacy, these drugs are associated with side effects, such as neutropenia,
which is the most common and significant, affecting over 60% of patients in combination
with endocrine therapies. Other prevalent side effects include leukopenia, anemia, fa-
tigue, nausea, diarrhea, increased liver enzymes, QT interval prolongation (mainly with
ribociclib), and thrombocytopenia [8,9]. These side effects often lead to dose reductions
or even the discontinuation of treatment in clinical practice. Current practice involves a
standardized dose reduction strategy in response to adverse events, typically reducing the
starting dose in a stepwise manner when significant toxicities occur [10]. The recommended
initial dose for palbociclib is 125 mg once daily. In order to manage adverse events of
common terminology criteria for adverse events (CTCAE) grade 3 or higher, the dose is first
reduced to 100 mg/day and then to 75 mg/day [11]. Similarly, the initial starting dose for
ribociclib is 600 mg once daily. In response to significant adverse events, the dose may be
decreased in a stepwise fashion to 400 mg/day and subsequently to 200 mg/day [12]. This
approach allows for the maintenance of therapeutic benefits while addressing tolerability
issues, thereby enhancing patient adherence and overall treatment outcomes.

Previous studies indicate that the survival benefits of these inhibitors are maintained
even with modified dosing, underscoring the effectiveness of these agents even at reduced
doses [13–15]. The impact of the timing of dose reductions on survival outcomes remains
unclear, with only a few studies with a limited number of patients evaluating CDK4/6
inhibitor dose reductions as a time-dependent covariate. In one study with 56 patients, those
treated with a reduced dose intensity (RDI < 80%) of palbociclib at the 12-week landmark
had significantly shorter progression-free survival (PFS) than those with RDI ≥ 80% [16].
Conversely, the PALOMA-2 trial found no significant effect of dose reduction on PFS at 3, 6,
and 9 months [9]. Additionally, a recent study from Denmark found a detrimental effect on
OS associated with dose reductions within the first 12 weeks of treatment [17]. To the best
of our knowledge, there are no studies that compare the overall survival results of dose
reductions performed three months before or after with those who have never undergone
dose reductions.

This study aims to conduct a more thorough examination of the timing of dose
reduction on survival outcomes in patients with HR+ HER2- metastatic breast cancer
treated with CDK4/6 inhibitors in combination with endocrine therapy.

2. Materials and Methods

This single-center retrospective study examined patients with metastatic breast cancer
who were treated with CDK4/6 inhibitors alongside endocrine therapy at Dr. Abdurrahman
Yurtaslan Ankara Oncology Training and Research Hospital between January 2019 and
December 2023. Data for 424 patients were retrieved from electronic health records. To
control for selection bias and ensure a homogenous sample, we excluded 8 patients who
started CDK4/6 treatment at a reduced dose, as their initial dosing could affect treatment
response comparability. Additionally, we excluded 24 patients with treatment durations of
less than 3 months. Including patients with shorter treatment durations could introduce
survivorship bias, as early discontinuation may reflect severe adverse events or rapid
disease progression. The remaining 392 patients were divided into two groups: those
who had dose reductions and those who did not. Among the patients who needed dose
reductions, they were further categorized based on whether the dose reductions occurred
within the first three months or after three months of initiating therapy.
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Due to the reimbursement conditions of general health insurance in Turkey, patients
were able to use either ribociclib or palbociclib. Treatments started with the recommended
initial dose of palbociclib 125 mg or ribociclib 600 mg for 21 days of each 28-day cycle
along with endocrine therapy, and dose modifications were made according to the product
information provided by the Turkish Medicines and Medical Devices Agency, in alignment
with the recommendations from the European Medicines Agency [11,12].

Data on the demographic and clinical characteristics, treatment line, CDK4/6 inhibitor
type and endocrine treatment, timing of dose reductions, drug-related side effects, disease
progression, and death time were collected. PFS was defined as the interval from the
initiation of CDK 4/6 inhibitors to the date of progression or death, whereas OS was
defined as the interval from the initiation of CDK 4/6 inhibitors to the date of death from
any cause. Treatment responses were evaluated using the Response Evaluation Criteria
in Solid Tumors (RECIST) version 1.1 [18]. Adverse events (AEs) were assessed using the
CTCAE version 5.

Statistical Analysis: Demographic and clinical characteristics were summarized using
descriptive statistics. The Wilcoxon test was employed to assess repeated nonparametric
measurements. To compare numerical continuous variables between two or three groups,
Student’s t-test and ANOVA were used. The Chi-square test was used to examine rela-
tionships between two categorical groups. Survival analyses were conducted using the
Kaplan–Meier method, with Cox regression employed for univariate and multivariate
analyses of categorical and ordinal variables. To account for potential type I errors due to
multiple comparisons, a manual Bonferroni correction was applied. The standard signif-
icance threshold (α = 0.05) was divided by the number of comparisons made. Statistical
analyses were performed using SPSS version 27.0, with a significance threshold set at
p < 0.05.

Ethical Considerations: The study received ethical approval from the Clinical Research
Ethics Committee of Dr. Abdurrahman Yurtaslan Ankara Oncology Hospital (approval
number 2023-11/101, dated 16 November 2023).

3. Results

A total of 392 patients with HR+/HER2- metastatic breast cancer who were treated
with CDK4/6 inhibitors and endocrine therapy were evaluated. Of the 392 patients, 241
(61.5%) had no dose reductions, 66 (16.8%) experienced dose reductions within the first
3 months, and 85 (21.7%) had dose reductions after 3 months of treatment initiation.

A total of 263 (67.1%) patients were treated with first-line CDK4/6 inhibitors in the
metastatic setting. The mean age of the patients was 57.13 years (SD ± 12.38). Patients who
underwent dose reductions, either within the first three months or later, were older, with
mean ages of 60.0 and 60.35 years, respectively, compared to 55.19 years for those without
any dose reductions. This age difference was statistically significant (p < 0.001). The ECOG
performance status (ECOG PS), presence of comorbidities, menopausal status, recurrent or
de novo metastatic status, metastasis sites (visceral vs. bone and/or lymph node), treatment
line, CDK4/6 inhibitor type (palbociclib or ribociclib), and endocrine treatment backbone
(aromatase inhibitor or fulvestrant) were not significantly different between the groups.
Patient characteristics are shown in Table 1. The most prevalent comorbidities included
hypertension, diabetes, heart disease, and thyroid diseases.

The median follow-up time was 31.4 months (95% CI: 29.04–33.77). For the entire
group, the median progression-free survival (mPFS) was 21.7 months (95% CI: 18.03–25.4).
Patients who underwent dose reductions at any time had an mPFS of 23.4 months (95% CI:
19.54–27.25), while those treated with the full dose (no dose reduction) had an mPFS of 20.6
months (95% CI: 14.45–26.7). There was no statistically significant difference between the
groups (p = 0.53) (Figure 1).
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Table 1. Patient characteristics.

Variable Total DR < 3 Months DR > 3 Months Full Dose p Value

n (n%) 392 (100%) 66 (16.8%) 85 (21.7%) 241 (61.5%)

Age (mean ± std) 57.13 ± 12.38 60 ± 13.53 60.35 ± 13.17 55.19 ± 11.4 <0.001

ECOG PS (n%)
0–1 369 (94.1%) 61 (92.4%) 79 (92.9%) 229 (95%)
>1 23 (5.9%) 5 (7.6%) 6 (7.1%) 12 (5%) 0.634

Comorbidity (n%)
Yes 189 (48.2%) 28 (42.4%) 46 (54.1%) 115 (47.7%)
No 203 (51.8%) 38 (57.6%) 39 (45.9%) 126 (52.3%) 0.351

Menopausal Status (n%)
Post 262 (66.8%) 47 (71.2%) 63 (74.1%) 152 (63.1%)
Pre 130 (33.2%) 19 (28.8%) 22 (25.9%) 89 (36.9%) 0.126

Metastatic Status (n%)
Recurrent 213 (54.3%) 36 (54.5%) 45 (52.9%) 132 (54.8%)
De novo 179 (45.7%) 30 (45.5%) 40 (47.1%) 109 (45.2%) 0.958

Metastatic Site (n%)
Non-visceral 237 (60.5%) 43 (65.2%) 54 (63.5%) 140 (58.1%)
Visceral 155 (39.5%) 23 (34.8%) 31 (36.5%) 101 (41.9%) 0.47

Treatment Line (n%)
1st Line 263 (67.1%) 41 (62.1%) 58 (68.2%) 164 (68%)
≥2nd Line 129 (32.9%) 25 (37.9%) 27 (31.8%) 77 (32%) 0.641

CDK4/6 inhibitor (n%)
Ribociclib 244 (62.2%) 37 (56.1%) 53 (62.4%) 154 (63.9%)
Palbociclib 148 (37.8%) 29(43.9%) 32 (37.6%) 87 (36.1%) 0.508

Endocrine backbone (n%)
Aromatase inhibitor 269 (68.6%) 42 (63.6%) 57 (67.1%) 170 (70.5%)
Fulvestrant 123 (31.4%) 24 (36.4%) 28 (32.9%) 71 (29.5%) 0.53

DR: Dose reductions.
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Figure 1. Kaplan–Meier curve showing PFS stratified by the presence of dose reduction. 

When patients were further grouped by the timing of the dose reduction, those who 
underwent dose reductions within the first three months had an mPFS of 14.26 months 
(95% CI: 10.51–18); those who had dose reductions after three months had an mPFS was 
33.12 months (95% CI: 27.25–39); and patients without any dose reductions had an mPFS 
of 20.6 months (95% CI: 14.45–26.74). A statistically significant difference was observed (p 
< 0.001) (Figure 2). Patients who experienced dose reductions after three months of ther-
apy had markedly longer progression-free survival (PFS) compared to those who had 
dose reductions within the first three months of treatment (p < 0.001) and those who did 
not undergo dose reductions (p = 0.002). 
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When patients were further grouped by the timing of the dose reduction, those who
underwent dose reductions within the first three months had an mPFS of 14.26 months
(95% CI: 10.51–18); those who had dose reductions after three months had an mPFS was
33.12 months (95% CI: 27.25–39); and patients without any dose reductions had an mPFS
of 20.6 months (95% CI: 14.45–26.74). A statistically significant difference was observed
(p < 0.001) (Figure 2). Patients who experienced dose reductions after three months of
therapy had markedly longer progression-free survival (PFS) compared to those who had
dose reductions within the first three months of treatment (p < 0.001) and those who did
not undergo dose reductions (p = 0.002).
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Figure 2. Kaplan–Meier curve showing PFS stratified by timing of dose reductions.

The age, ECOG performance status, comorbidity, stage at diagnosis, metastatic status,
site of metastasis, line of therapy, choice of CDK4/6 inhibitor, and accompanying endocrine
therapy were evaluated using univariate analysis (Cox regression). The ECOG performance
status, line of therapy, CDK4/6 inhibitor, and endocrine treatment type were found to
significantly impact PFS. When these factors are analyzed in multivariate analysis along
with the timing of the dose reduction, the significance of the choice of CDK4/6 inhibitor
and hormonal therapy on PFS was lost. However, the ECOG performance status, line of
therapy, and timing of the dose reduction continued to have a significant effect on PFS
(Table 2).

In the entire cohort, the median overall survival (mOS) was 68 months (95% CI:
42.1–94). For patients who underwent dose reductions at any time, the mOS was not
reached. Those treated with the full dose (no dose reduction) had an mOS of 57.76 months
(95% CI: 29.36–86.15). There was no statistically significant difference between the groups
(p = 0.26) (Figure 3).

When patients were further grouped by the timing of the dose reduction, those who
underwent dose reductions within the first three months had an mOS of 37.12 months (95%
CI: 20.23–54). For patients who had a dose reduction after 3 months, the mOS was not
reached. For patients who did not undergo any dose reduction, the mOS was 57.76 months
(95% CI: 29.36–86.15) (p < 0.001) (Figure 4). Patients who experienced dose reductions after
the first three months of therapy had significantly longer progression-free survival (PFS)
compared to those who had dose reductions within the initial three months of treatment
(p < 0.001) and to patients who did not undergo any dose reductions (p = 0.002).
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Table 2. Univariate and multivariate analyses to estimate PFS.

Variable
Univariate Analyses Multivariate Analysis

HR CI 95% p Value HR CI 95% p Value

Age 0.99 0.98–1.00 0.49

ECOG PS
0–1 2.43 1.51–3.9 <0.001 0.39 0.24–0.64 <0.001
>1

Comorbidity
Yes 1.11 0.86–1.45 0.42
No

Menopausal Status
Post 1.18 0.9–1.56 0.22
Pre

Metastatic Status
Recurrent 0.86 0.66–1.12 0.26
De novo

Metastatic Site
Non-visceral 1.24 0.95–1.61 0.11
Visceral

Treatment Line
1st Line 2.58 1.98–3.37 <0.001 2.65 2.02–3.46 <0.001
≥2nd Line

CDK4/6 inhibitor
Ribociclib 1.46 1.12–1.9 0.005
Palbociclib

Endocrine backbone
Aromatase inhibitor 1.55 1.17–2.05 0.002
Fulvestrant

Dose reduction
>3 months
≤3 months 2.91 1.91–4.43 <0.001 0.53 0.37–0.76 <0.001
Full dose 1.73 1.22–2.47 0.002 2.1 1.19–2.28 0.003
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The age, ECOG performance status, comorbidity, stage at diagnosis, site of metastasis,
line of therapy, choice of CDK4/6 inhibitor, and combined endocrine therapy were eval-
uated using univariate analysis (Cox regression). The ECOG performance status, line of
therapy, and choice of CDK4/6 inhibitor were found to be significant for overall survival
(OS). When these variables were included in a multivariate analysis alongside the timing of
dose reductions, the impact of the type of CDK4/6 inhibitor on overall survival (OS) was
no longer significant. However, the ECOG performance status, line of therapy, and timing
of the dose reduction continued to have a significant effect on OS (Table 3).

Table 3. Univariate and multivariate analyses to estimate OS.

Variable
Univariate Analyses Multivariate Analysis

HR CI 95% p Value HR CI 95% p Value

Age 1 0.99–1.02 0.5

ECOG PS
0–1 0.2 0.12–0.33 <0.001 1.19 0.11–0.32 <0.001
>1

Comorbidity
Yes 1.11 0.77–1.59 0.575
No

Menopausal Status
Post 1.16 0.79–1.68 0.454
Pre

Metastatic Status
Recurrent 0.97 0.68–1.4 0.87
De novo

Metastatic Site
Non-visceral 1.3 0.91–1.87 0.151 0.91 0.77–1.07 0.269
Visceral

Treatment Line
1st Line 2.95 2.05–4.25 <0.001 0.34 0.24–0.5 <0.001
≥2nd Line

CDK4/6 inhibitor
Ribociclib 1.58 1.1–2.27 0.014
Palbociclib
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Table 3. Cont.

Variable
Univariate Analyses Multivariate Analysis

HR CI 95% p Value HR CI 95% p Value

Endocrine backbone
Aromatase inhibitor 1.35 0.92–1.98 0.12
Fulvestrant

Dose reduction
>3 months
≤3 months 3.38 1.83–6.3 <0.001 3.46 1.87–6.41 <0.001
Full dose 2.28 1.32–3.92 0.003 2.36 1.37–4.06 0.002

Hematologic toxicity, primarily neutropenia, was the most common cause of dose
reductions, affecting 114 patients (29.1%). Hepatotoxicity was observed in nine patients
(2.3%), followed by cardiologic toxicity in ten patients (2.6%), fatigue in seven patients
(1.8%), nephrotoxicity in four patients (1%), diarrhea in two patients (0.5%), and dermatitis
in two patients (0.5%). Lung toxicity was reported in one patient (0.3%). Additionally, two
patients had dose reductions due to other causes.

4. Discussion

Our study aims to assess the effect of the timing of dose reductions in CDK4/6
inhibitors on the survival outcomes of patients with HR+/HER2-metastatic breast cancer.
When patients were evaluated based on whether or not they had dose reductions, the
difference between the groups was not statistically significant; however, progression-free
survival (PFS) was slightly longer in those who underwent dose reduction (23.4 months vs.
20.6 months). Previous analyses of the PALOMA-2, PALOMA-3, and MONALEESA-2, -3,
and -7 trials have demonstrated that progression-free survival (PFS) was similar between
patients who underwent dose reductions and those who did not, indicating that efficacy
is not compromised with dose reductions [19–22]. PFS for patients with HR+/HER2-
mBC treated with CDK4/6is in combination with aromatase inhibitors (AIs) has been
reported to range from 20.2 to 27.9 months in clinical trials and from 15.1 to 36.7 months in
real-world studies [23–30]. For regimens combining CDK4/6 inhibitors with fulvestrant,
PFS ranged from 9.5 to 20.5 months in clinical trials and from 11.6 to 15.7 months in
real-world settings [25,26,30,31]. In our study, OS was not reached in patients who had
dose reductions, while it was 57.76 months for those receiving the full dose. Although
overall survival results are more limited, previous studies have reported ranges between
34.9 months and 63.9 months, with some studies not reaching a final result [2,4–7]. The
line of therapy and the CDK4/6 inhibitor used in treatment influence survival outcomes.
Given that approximately one-third of the patients in our study received second-line or
later treatment and were treated with palbociclib, our survival results are consistent with
previous studies. Briefly, in our study, when patients were grouped by those with dose
reductions and those receiving the full dose, progression-free survival and overall survival
were not negatively affected.

When we further grouped the patients by the timing of dose reductions, those who had
dose reductions after 3 months had significantly better PFS and OS (33.12 and not reached,
respectively) compared to those who had no dose reductions (20.6 and 57.76 months, respec-
tively) and those who had dose reductions within the first 3 months (14.26 and 37.12 months,
respectively). In our results, patients with dose reductions in the first 3 months had worse
survival outcomes. Consistent with our findings, the results showing longer PFS with
late dose reductions have also been previously demonstrated with palbociclib and ribo-
ciclib [32,33]. It has also been shown that progression-free survival is worse in patients
receiving palbociclib who undergo dose reduction within the first 3 months [34]. In a
previous study with ribociclib, when comparing those who had dose reductions within
the first 3 months to those who did not, it was found that patients who never had a dose
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reduction had the worst progression-free survival outcomes [32]. In another study from
Denmark, which included patients receiving CDK4/6 inhibitors in the first-line setting,
it was shown that those who underwent dose reduction within the first 3 months had a
shorter treatment duration and overall survival [35].

In our study, along with the timing of the dose reduction, the ECOG performance
status, line of therapy, and type of CDK inhibitor were also found to significantly impact
both PFS and OS outcomes. As expected, patients with a poorer ECOG performance status
had worse survival outcomes, but they made up only around 6% of the total group. Simi-
larly, survival outcomes were worse in patients receiving second-line or later treatments.
Approximately 38% of the group was treated with palbociclib, and survival outcomes in
this group were poorer. This may be attributed to differences in drug efficacy, usage in
later lines of treatment, or the fact that, in clinical practice, patients treated with palbociclib
tended to be older and had more comorbidities. When these parameters were included
in a multivariate analysis along with the timing of the dose reduction, the timing of the
dose reduction continued to have a significant effect on both PFS and OS. These findings
highlight that early dose reductions, necessitated by adverse events, can adversely affect
survival results. The poorer treatment outcomes in patients with early dose reductions
may be attributed to several factors. Early dose reduction may lead to decreased treatment
intensity, reducing the treatment’s effectiveness in controlling tumor growth. It can also
increase the risk of cancer cells developing resistance to the therapy. Additionally, the need
for dose reduction might disrupt treatment continuity and adherence, further diminish-
ing the therapeutic efficacy. After adjusting for patients with late dose reductions, better
outcomes are seen in those who had late dose reductions. Thereafter, patients may benefit
from lower-dose continued therapy.

The dose reduction rate in our study was 38.5%. In the MONALEESA-2, -3, and -7
trials, 41.8% of dose reductions were attributed to adverse events (AEs) [15]. Similarly, the
dose reduction rate in the PALOMA-3 trial was 36% [7]. As expected, the most common
toxicity in our study was hematological, primarily neutropenia, which aligns with findings
from previous studies.

A limitation of our study is the retrospective design, which may introduce inherent bi-
ases. The exclusion of abemaciclib from our analysis, attributable to its non-reimbursement
status in our country, represents a notable limitation. Other limitations of our study include
the absence of data on treatment interruptions and dose intensity, second dose reductions
and treatment discontinuations. Despite its limitations, our study provides single-center,
real-world data from a substantial patient cohort.

5. Conclusions

CDK4/6 inhibitors have become standard in the first-line treatment for both hormone-
positive and HER2-negative metastatic breast cancer. Although the side effects associated
with these treatments are well described, real-life data regarding the timing of dose reduc-
tions are limited. Our results show that dose reductions, particularly those made after the
first 3 months, do not negatively affect progression-free survival (PFS) or overall survival
(OS), with late dose reductions associated with better outcomes. However, patients who
underwent dose reductions within the first 3 months had worse survival outcomes, likely
due to the decreased treatment intensity or severe side effects. Prospective studies in larger
patient populations will further clarify our knowledge on this subject.

Author Contributions: The corresponding author came up with the idea and designed the article.
All authors were equally involved in the data collection and evaluation phase. All authors have read
and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki and approved by the Institutional Review Board (or Ethics Committee) of Dr. Abdurrah-
man Yurtaslan Ankara Oncology Hospital (approval number 2023-11/101, dated 16 November 2023).



Curr. Oncol. 2024, 31 7435

Informed Consent Statement: Since the study was retrospective and not an interventional study, the
informed consent form was not requested by the ethics committee. The ethics committee’s approval
of the study was obtained as stated above.

Data Availability Statement: Due to patient rights and confidentiality regulations in our country,
data sharing cannot be conducted directly, but upon request, data can be sent after consultation with
the authors and the ethics committee.

Conflicts of Interest: The authors declare no conflicts of interest.

References
1. O’Leary, B.; Finn, R.S.; Turner, N.C. Treating cancer with selective CDK4/6 inhibitors. Nat. Rev. Clin. Oncol. 2016, 13, 417–430.

[CrossRef]
2. Finn, R.S.; Boer, K.; Bondarenko, I.; Patel, R.; Pinter, T.; Schmidt, M.; Shparyk, Y.V.; Thummala, A.; Voitko, N.; Bananis, E.; et al.

Overall survival results from the randomized phase 2 study of palbociclib in combination with letrozole versus letrozole alone
for first-line treatment of ER+/HER2- advanced breast cancer (PALOMA-1, TRIO-18). Breast Cancer Res. Treat. 2020, 183, 419–428.
[CrossRef] [PubMed]

3. Finn, R.S.; Martin, M.; Rugo, H.S.; Jones, S.; Im, S.A.; Gelmon, K.; Harbeck, N.; Lipatov, O.N.; Walshe, J.M.; Moulder, S.; et al.
Palbociclib and Letrozole in Advanced Breast Cancer. N. Engl. J. Med. 2016, 375, 1925–1936. [CrossRef] [PubMed]

4. Hortobagyi, G.N.; Stemmer, S.M.; Burris, H.A.; Yap, Y.S.; Sonke, G.S.; Hart, L.; Campone, M.; Petrakova, K.; Winer, E.P.; Janni, W.;
et al. Overall Survival with Ribociclib plus Letrozole in Advanced Breast Cancer. N. Engl. J. Med. 2022, 386, 942–950. [CrossRef]
[PubMed]

5. Lu, Y.S.; Im, S.A.; Colleoni, M.; Franke, F.; Bardia, A.; Cardoso, F.; Harbeck, N.; Hurvitz, S.; Chow, L.; Sohn, J.; et al. Updated
Overall Survival of Ribociclib plus Endocrine Therapy versus Endocrine Therapy Alone in Pre- and Perimenopausal Patients
with HR+/HER2- Advanced Breast Cancer in MONALEESA-7: A Phase III Randomized Clinical Trial. Clin. Cancer Res. 2022, 28,
851–859. [CrossRef] [PubMed]

6. Neven, P.; Fasching, P.A.; Chia, S.; Jerusalem, G.; De Laurentiis, M.; Im, S.A.; Petrakova, K.; Bianchi, G.V.; Martín, M.; Nusch, A.;
et al. Updated overall survival from the MONALEESA-3 trial in postmenopausal women with HR+/HER2- advanced breast
cancer receiving first-line ribociclib plus fulvestrant. Breast Cancer Res. 2023, 25, 103. [CrossRef] [PubMed]

7. Turner, N.C.; Slamon, D.J.; Ro, J.; Bondarenko, I.; Im, S.A.; Masuda, N.; Colleoni, M.; DeMichele, A.; Loi, S.; Verma, S.; et al.
Overall Survival with Palbociclib and Fulvestrant in Advanced Breast Cancer. N. Engl. J. Med. 2018, 379, 1926–1936. [CrossRef]

8. Hortobagyi, G.N.; Stemmer, S.M.; Burris, H.A.; Yap, Y.S.; Sonke, G.S.; Paluch-Shimon, S.; Campone, M.; Petrakova, K.; Blackwell,
K.L.; Winer, E.P.; et al. Updated results from MONALEESA-2, a phase III trial of first-line ribociclib plus letrozole versus placebo
plus letrozole in hormone receptor-positive, HER2-negative advanced breast cancer. Ann. Oncol. 2018, 29, 1541–1547. [CrossRef]

9. Diéras, V.; Harbeck, N.; Joy, A.A.; Gelmon, K.; Ettl, J.; Verma, S.; Lu, D.R.; Gauthier, E.; Schnell, P.; Mori, A.; et al. Palbociclib
with Letrozole in Postmenopausal Women with ER+/HER2- Advanced Breast Cancer: Hematologic Safety Analysis of the
Randomized PALOMA-2 Trial. Oncologist 2019, 24, 1514–1525. [CrossRef]

10. Spring, L.M.; Zangardi, M.L.; Moy, B.; Bardia, A. Clinical Management of Potential Toxicities and Drug Interactions Related to
Cyclin-Dependent Kinase 4/6 Inhibitors in Breast Cancer: Practical Considerations and Recommendations. Oncologist 2017, 22,
1039–1048. [CrossRef]

11. Reampla (Palbociclib). 23 August 2023. Available online: https://titck.gov.tr/storage/Archive/2024/kubKtAttachments/12
5OnaylKb_1f3cffef-015c-49a0-be9c-5fac7535f73b.pdf (accessed on 20 September 2024).

12. Valamor (Ribociclib). 15 December 2023. Available online: https://titck.gov.tr/storage/Archive/2023/kubKtAttachments/
TTCKOnaylKBVALAMOR_e973ce13-c2d2-4886-8257-3cec6726017f.pdf (accessed on 20 September 2024).

13. Ismail, R.K.; van Breeschoten, J.; Wouters, M.; van Dartel, M.; van der Flier, S.; Reyners, A.K.L.; de Graeff, P.; Pasmooij, A.M.G.; de
Boer, A.; Broekman, K.E.; et al. Palbociclib dose reductions and the effect on clinical outcomes in patients with advanced breast
cancer. Breast 2021, 60, 263–271. [CrossRef] [PubMed]

14. Wilkie, J.; Schickli, M.A.; Berger, M.J.; Lustberg, M.; Reinbolt, R.; Noonan, A.; Ramaswamy, B.; Sardesai, S.; VanDeusen, J.;
Wesolowski, R.; et al. Progression-Free Survival for Real-World Use of Palbociclib in Hormone Receptor-Positive Metastatic
Breast Cancer. Clin. Breast Cancer 2020, 20, 33–40. [CrossRef] [PubMed]

15. Burris, H.A.; Chan, A.; Bardia, A.; Thaddeus Beck, J.; Sohn, J.; Neven, P.; Tripathy, D.; Im, S.A.; Chia, S.; Esteva, F.J.; et al. Safety
and impact of dose reductions on efficacy in the randomised MONALEESA-2, -3 and -7 trials in hormone receptor-positive,
HER2-negative advanced breast cancer. Br. J. Cancer 2021, 125, 679–686. [CrossRef] [PubMed]

16. Moftakhar, B.; Lekkala, M.; Strawderman, M.; Smith, T.C.; Meacham, P.; Fitzgerald, B.; Falkson, C.I.; Dhakal, A. Impact of early
dose intensity reduction of Palbociclib on clinical outcomes in patients with hormone-receptor-positive metastatic breast cancer.
Breast Cancer Res. Treat. 2020, 183, 411–418. [CrossRef] [PubMed]

17. Bjerrum, A.; Henriksen, A.F.; Knoop, A.S.; Berg, T.; Tuxen, I.E.V.; Lassen, U.; Petersen, T.S. Overall survival after CDK4/6 inhibitor
dose reduction in women with metastatic breast cancer. BJC Rep. 2024, 2, 82. [CrossRef]

18. The Official Site of the RECIST Working Group. RECIST (Response Evaluation Criteria in Solid Tumours). Available online:
https://recist.eortc.org/recist-1-1-2/ (accessed on 26 May 2024).

https://doi.org/10.1038/nrclinonc.2016.26
https://doi.org/10.1007/s10549-020-05755-7
https://www.ncbi.nlm.nih.gov/pubmed/32683565
https://doi.org/10.1056/NEJMoa1607303
https://www.ncbi.nlm.nih.gov/pubmed/27959613
https://doi.org/10.1056/NEJMoa2114663
https://www.ncbi.nlm.nih.gov/pubmed/35263519
https://doi.org/10.1158/1078-0432.CCR-21-3032
https://www.ncbi.nlm.nih.gov/pubmed/34965945
https://doi.org/10.1186/s13058-023-01701-9
https://www.ncbi.nlm.nih.gov/pubmed/37653397
https://doi.org/10.1056/NEJMoa1810527
https://doi.org/10.1093/annonc/mdy155
https://doi.org/10.1634/theoncologist.2019-0019
https://doi.org/10.1634/theoncologist.2017-0142
https://titck.gov.tr/storage/Archive/2024/kubKtAttachments/125OnaylKb_1f3cffef-015c-49a0-be9c-5fac7535f73b.pdf
https://titck.gov.tr/storage/Archive/2024/kubKtAttachments/125OnaylKb_1f3cffef-015c-49a0-be9c-5fac7535f73b.pdf
https://titck.gov.tr/storage/Archive/2023/kubKtAttachments/TTCKOnaylKBVALAMOR_e973ce13-c2d2-4886-8257-3cec6726017f.pdf
https://titck.gov.tr/storage/Archive/2023/kubKtAttachments/TTCKOnaylKBVALAMOR_e973ce13-c2d2-4886-8257-3cec6726017f.pdf
https://doi.org/10.1016/j.breast.2021.11.013
https://www.ncbi.nlm.nih.gov/pubmed/34808438
https://doi.org/10.1016/j.clbc.2019.06.010
https://www.ncbi.nlm.nih.gov/pubmed/31451366
https://doi.org/10.1038/s41416-021-01415-9
https://www.ncbi.nlm.nih.gov/pubmed/34158598
https://doi.org/10.1007/s10549-020-05793-1
https://www.ncbi.nlm.nih.gov/pubmed/32671612
https://doi.org/10.1038/s44276-024-00108-z
https://recist.eortc.org/recist-1-1-2/


Curr. Oncol. 2024, 31 7436

19. Verma, S.; Bartlett, C.H.; Schnell, P.; DeMichele, A.M.; Loi, S.; Ro, J.; Colleoni, M.; Iwata, H.; Harbeck, N.; Cristofanilli, M.; et al.
Palbociclib in Combination with Fulvestrant in Women With Hormone Receptor-Positive/HER2-Negative Advanced Metastatic
Breast Cancer: Detailed Safety Analysis From a Multicenter, Randomized, Placebo-Controlled, Phase III Study (PALOMA-3).
Oncologist 2016, 21, 1165–1175. [CrossRef]

20. Diéras, V.; Rugo, H.S.; Schnell, P.; Gelmon, K.; Cristofanilli, M.; Loi, S.; Colleoni, M.; Lu, D.R.; Mori, A.; Gauthier, E.; et al.
Long-term Pooled Safety Analysis of Palbociclib in Combination with Endocrine Therapy for HR+/HER2-Advanced Breast
Cancer. J. Natl. Cancer Inst. 2019, 111, 419–430. [CrossRef]

21. Fernández-Cuerva, C.; Chinchilla-Alarcón, T.; Alcaraz-Sánchez, J.J. Real-world effectiveness of ribociclib in metastatic breast
cancer patients: Does dose affect survival? J. Oncol. Pharm. Pract. 2023, 29, 1619–1627. [CrossRef]

22. Beck, J.; Neven, P.; Sohn, J.; Chan, A.; Sonke, G.; Bachelot, T.; Campos-Gomez, S.; Martin, M.; Bardia, A.; Alam, J.; et al.
Abstract P6-18-06: Ribociclib treatment benefit in patients with advanced breast cancer with ≥1 dose reduction: Data from the
MONALEESA-2, -3, and -7 trials. Cancer Res. 2019, 79, P6-18-06–P16-18-06. [CrossRef]

23. Xi, J.; Oza, A.; Thomas, S.; Ademuyiwa, F.; Weilbaecher, K.; Suresh, R.; Bose, R.; Cherian, M.; Hernandez-Aya, L.; Frith, A.; et al.
Retrospective Analysis of Treatment Patterns and Effectiveness of Palbociclib and Subsequent Regimens in Metastatic Breast
Cancer. J. Natl. Compr. Canc Netw. 2019, 17, 141–147. [CrossRef]

24. Schneeweiss, A.; Ettl, J.; Lüftner, D.; Beckmann, M.W.; Belleville, E.; Fasching, P.A.; Fehm, T.N.; Geberth, M.; Häberle, L.; Hadji, P.;
et al. Initial experience with CDK4/6 inhibitor-based therapies compared to antihormone monotherapies in routine clinical use in
patients with hormone receptor positive, HER2 negative breast cancer—Data from the PRAEGNANT research network for the
first 2 years of drug availability in Germany. Breast 2020, 54, 88–95. [CrossRef] [PubMed]

25. Piezzo, M.; Chiodini, P.; Riemma, M.; Cocco, S.; Caputo, R.; Cianniello, D.; Di Gioia, G.; Di Lauro, V.; Rella, F.D.; Fusco, G.; et al.
Progression-Free Survival and Overall Survival of CDK 4/6 Inhibitors Plus Endocrine Therapy in Metastatic Breast Cancer: A
Systematic Review and Meta-Analysis. Int. J. Mol. Sci. 2020, 21, 6400. [CrossRef] [PubMed]

26. Knudsen, E.S.; Schultz, E.; Hamilton, D.; Attwood, K.; Edge, S.; O’Connor, T.; Levine, E.; Witkiewicz, A.K. Real-World Experience
with CDK4/6 Inhibitors for Metastatic HR+/HER2- Breast Cancer at a Single Cancer Center. Oncologist 2022, 27, 646–654.
[CrossRef] [PubMed]

27. Varella, L.; Eziokwu, A.S.; Jia, X.; Kruse, M.; Moore, H.C.F.; Budd, G.T.; Abraham, J.; Montero, A.J. Real-world clinical outcomes
and toxicity in metastatic breast cancer patients treated with palbociclib and endocrine therapy. Breast Cancer Res. Treat. 2019, 176,
429–434. [CrossRef]

28. Kahraman, S.; Erul, E.; Seyyar, M.; Gumusay, O.; Bayram, E.; Demirel, B.C.; Acar, O.; Aksoy, S.; Baytemur, N.K.; Sahin, E.; et al.
Treatment efficacy of ribociclib or palbociclib plus letrozole in hormone receptor-positive/HER2-negative metastatic breast cancer.
Future Oncol. 2023, 19, 727–736. [CrossRef]

29. Caliskan Yildirim, E.; Atag, E.; Coban, E.; Umit Unal, O.; Celebi, A.; Keser, M.; Uzun, M.; Keskinkilic, M.; Tanrikulu Simsek, E.;
Sari, M.; et al. The effect of low HER2 expression on treatment outcomes in metastatic hormone receptor positive breast cancer
patients treated with a combination of a CDK4/6 inhibitor and endocrine therapy: A multicentric retrospective study. Breast 2023,
70, 56–62. [CrossRef]

30. Yoshinami, T.; Nagai, S.E.; Hattori, M.; Okamura, T.; Watanabe, K.; Nakayama, T.; Masuda, H.; Tsuneizumi, M.; Takabatake, D.;
Harao, M.; et al. Real-world progression-free survival and overall survival of palbociclib plus endocrine therapy (ET) in Japanese
patients with hormone receptor-positive/human epidermal growth factor receptor 2-negative advanced breast cancer in the
first-line or second-line setting: An observational study. Breast Cancer 2024, 31, 621–632. [CrossRef]

31. Harbeck, N.; Bartlett, M.; Spurden, D.; Hooper, B.; Zhan, L.; Rosta, E.; Cameron, C.; Mitra, D.; Zhou, A. CDK4/6 inhibitors in
HR+/HER2-advanced/metastatic breast cancer: A systematic literature review of real-world evidence studies. Future Oncol.
2021, 17, 2107–2122. [CrossRef]

32. Kristensen, K.B.; Thomsen, I.M.N.; Berg, T.; Kodahl, A.R.; Jensen, A.B. Dose modifications of ribociclib and endocrine therapy for
treatment of ER+ HER2- metastatic breast cancer. Breast Cancer Res. Treat. 2021, 188, 799–809. [CrossRef]

33. Clifton, K.; Kimmel, J.; Yi, M.; Chad, B.; Litton, J.; Debu, T.; Meghan, K. Abstract P3-11-03: The impact of dose delays and
reductions on toxicity and progression free survival (PFS) in patients receiving palbociclib. Cancer Res. 2018, 78, P3-11-03–P13-11-
03. [CrossRef]

34. Roncato, R.; Peruzzi, E.; Gerratana, L.; Posocco, B.; Nuzzo, S.; Montico, M.; Orleni, M.; Corsetti, S.; Bartoletti, M.; Gagno, S.; et al.
Clinical impact of body mass index on palbociclib treatment outcomes and effect on exposure. Biomed. Pharmacother. 2023, 164,
114906. [CrossRef] [PubMed]

35. Bjerrum, A.; Henriksen, A.F.; Knop, A.S.; Berg, T.; Tuxen, I.E.V.; Lassen, U.N.; Petersen, T.S. 391P Detrimental effect on overall
survival of CDK4/6 inhibitor dose reduction if immortal time bias is considered. Ann. Oncol. 2023, 34, S344–S345. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1634/theoncologist.2016-0097
https://doi.org/10.1093/jnci/djy109
https://doi.org/10.1177/10781552221144280
https://doi.org/10.1158/1538-7445.SABCS18-P6-18-06
https://doi.org/10.6004/jnccn.2018.7094
https://doi.org/10.1016/j.breast.2020.08.011
https://www.ncbi.nlm.nih.gov/pubmed/32956934
https://doi.org/10.3390/ijms21176400
https://www.ncbi.nlm.nih.gov/pubmed/32899139
https://doi.org/10.1093/oncolo/oyac089
https://www.ncbi.nlm.nih.gov/pubmed/35666660
https://doi.org/10.1007/s10549-019-05176-1
https://doi.org/10.2217/fon-2022-1287
https://doi.org/10.1016/j.breast.2023.06.006
https://doi.org/10.1007/s12282-024-01575-5
https://doi.org/10.2217/fon-2020-1264
https://doi.org/10.1007/s10549-021-06215-6
https://doi.org/10.1158/1538-7445.SABCS17-P3-11-03
https://doi.org/10.1016/j.biopha.2023.114906
https://www.ncbi.nlm.nih.gov/pubmed/37295250
https://doi.org/10.1016/j.annonc.2023.09.568

	Introduction 
	Materials and Methods 
	Results 
	Discussion 
	Conclusions 
	References

