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HERZ2-directed therapies (e.g., trastuzumab, T-DM1, T-DXd) improve Figure 1. Forest plot of cardiotoxicity risk by regimen Figure 2. Grade =3 cardiotoxicity by regimen Table 1. Optimal echocardiogram screening strategies by regimen
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Early-stage and metastatic settings are modeled separately. T-DM1 and T-DXd were associated with substantially
lower risks, particularly for grade =3 events (Figures

for patients with standard cardiovascular risk. The optimal frequency of echocardiograms depends

Outcomes: costs (US$), QALYs, and ICERs at a willingness-to-pay of
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reduced LVEF was reported (CTCAE grading versus
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absolute cut-offs) (Figure 1).
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