First Latin American Consensus on the Medical Oncology Management of Early-Stage HR+/HERZ2—- Breast Cancer: Addressing () SANANTONIO

Regional Dispatrities in Spanish-Speaking Countries of Central and South America ( w

LAT' N AM ERlCAN D. U. Landaverde (1), F. Petracci (2), A. Grano de Oro (3), M. A. Bravo-Garzon (4), M. |. Estevez(5), |. Gonzalez (6), C. Arce-Salinas(7), I. Véliz(8), J. L. Amador(9), O. Castillo(10), V. Enciso(11), L. Codas(12), F. Valencia(13), M. Galvez V(14), J. Valentin-Bejarano(15), S. Sanchez(16), |. V. Lemes-Piston(17), D. Hannois(18), J. P. Miranda-Olivares(19), Priyanka Khanna (1). G. Guillén(20) MC_R
BREAST CAN CER 1. Mexico Hospital, San José, COSTA RICA, 2. Instituto Alexander Fleming, Buenos Aires, ARGENTINA, 3. Instituto de Oncologia Dr. Heriberto Pieter, Santo Domingo, DOMINICAN REPUBLIC, 4. Centro de Tratamiento e Investigacién sobre Cancer Luis Carlos Sarmiento Angulo, Bogotd, COLOMBIA, 5. Red Oncolégica Dominicana Integral, Santo Domingo, DOMINICAN REPUBLIC,6. Hospital San Juan de Dios, San José, COSTA f E—IT Hﬁ?’lﬂl _—

RICA, 7. Instituto Nacional de Cancerologia México, Ciudad de México, MEXICO, 8. Hemato-Oncologia de Panama Especializada, Ciudad de Panama, PANAMA, 9. Centro Hemato-Oncolégico de Panama, Ciudad de Panama, PANAMA, 10. Instituto Oncologico Nacional, Ciudad de Panama, PANAMA, 11. Instituto de Prevision Social, Asuncion, PARAGUAY, 12. Instituto Nacional del Cancer, Asunciéon, PARAGUAY, 13. Instituto “;;E;E—H v Camcon nomarchy’
ASSOCIATION Regional de Enfermedades Neoplasicas del Sur, Arequipa, PERU, 14. Instituto Regional de Enfermedades Neoplasicas de Trujillo, Libertad, PERU,15. Instituto Regional de Enfermedades Neoplasicas del CENTRO, Concepciéon, PERU, 16. Asociacion Espafola y Hospital Policial, Montevideo, URUGUAY, 17. Cooperativa Médica de Rivera, Rivera, URUGUAY, 18. Clinica INDISA, Providencia, CHILE, 19. Hospital Clinico de la Fuerz: e

Aérea de Chile, Santiago, CHILE, 20. Sociedad de Lucha Contra el Cancer del Ecuador, Manabi, ECUADOR.

Background

: Consensus was reached on 90% of 32 proposed statements. Key recommendations This Consensus underscores how structural, economic, and geographic
Despite the global progress in early-stage hormone receptor-positive, included the use of clinical-pathological and molecular factors (nodal status, tumor disparities across Latin American countries profoundly affect breast cancer
HER2-negative (HR+/HER2-) breast cancer management, Latin America grade, ER, Ki-67,gene signatures) for risk stratification and adjuvant therapy decision- care. V\_/h'le natl'ons such as Costa B'Ca angl Chile have. broac.jer access to
faces persistent and significant disparities in access to genomic testing, making. Genomic assays were endorsed for selected cases, though their availability systemic therapies and molecu.lar dlangostlc.s, others—ln.cluc?lling Paraguay,
systemic therapies, fertility preservation, and multidisciplinary care. remains limited or restricted to the private sector in most countries. The panel agreed Pe”fl and Ecua.dor.—face major barriers in drug availability, genomic

This work represents the first Latin American consensus developed that testing should be omitted in very low clinical-risk tumors and in patients with >4 testing, a”fj continuity of care. | o |
exclusively by experts from Spanish-speaking countries in Central and positive nodes. The consensus supports ovarian suppression plus endocrine therapy for Experts h.|ghI|g.hted. that international g.wd.ellnes cannot be applied
South America, aiming to adapt international recommendations to the premenopausal women at high risk and highlights the unmet need for routine fertility umforrply in this region dge to heterogeneity in health systems, resource
realities of the region and reduce inequities in care delivery. preservation counseling, sexual health management, and access to imaging and genetic allocation, ar?d oncology |.nf.ras:tr%1cture. Conseqtfently, C.l'”'_cal judgment,
counseling. The experts underscored the regional heterogeneity in resource availability, local adaptation, and multidisciplinary collaboration are indispensable for

infrastructure, and bureaucratic barriers as major obstacles to equity in breast cancer decision-making.

care (Figure 1) The panel also debated the role of genomic signatures, CDK4/6 inhibitors,
and PARP inhibitors, recognizing their value but stressing the urgent need

A systematic review of the literature was performed focusing on Figure 1. LABCA Consensus - Radar of key domains for cost-effective implementation strategies. Furthermore, discussions

international guidelines (ESMO, ASCO, NCCN, SEOM). A ciass inhibitors expanded to education, training, and interprofessional communication as
multidisciplinary panel of 24 oncology experts from 11 Latin American key tools to close gaps between high- and low-resource settings.

countries participated in a Delphi-based consensus process. Overall, the consensus discussion reflects a shared commitment to regional
Statements were rated on a 9-point Likert scale; consensus was » _ Enogiine therapy equity, advocating for collaborative research, strengthened cancer
defined as a mean score 27.0 with <1 outlier (Table 1). Data were : registries, and national policies that ensure all patients—regardless of
collected using REDCap, and descriptive statistics were used for geography or income—receive evidence-based, timely, and humane
analysis. oncologic care.
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Table 1. Consensus Parameters

2 S{( qssessment =
Outlier values (b Conclusions

Consensus >7.00 <1

This is the first regional consensus developed by Spanish-speaking oncology
experts from Latin America to address the challenges of HR+/HER2- early
breast cancer in Latin America. The recommendations reflect the urgent
need to bridge the gaps in access, infrastructure, and implementation
across diverse healthcare systems. This consensus represents a critical step
toward promoting contextualized, equitable, and evidence-based oncology
care throughout the region.
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Near consensus >6.50 <2
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