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AGENDA

Time (EST) Topic
5.30 PM – 5.45 PM
(15 min) Introduction

5.45 PM – 6.55 PM
(70 min) First-Line Therapy of Advanced Renal Cell Carcinoma

6.55 PM – 7.05 PM
(10 min) Break

7.05 PM – 8.15 PM
(70 min)

Subsequent Management of Advanced Renal Cell 
Carcinoma

8.15 PM – 8.30 PM
(15 min) Key Takeaways and Meeting Evaluation
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STUDY OBJECTIVES

To gain advisors’ perspectives on the following
> Current treatment practices regarding therapy of advanced renal cell carcinoma 

(RCC) 
> 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 advanced RCC was held on November 16, 2020, in a virtual setting

> Disease state and data presentations were developed in conjunction with Bradley A. McGregor, 
MD, a medical expert from Dana-Farber Cancer Institute

> The group of advisors comprised 10 community oncologists from the following practices 
− Maine

• New England Cancer Specialists, York Oncology, Maine Centers for Healthcare
− Massachusetts

• Lahey Clinic Medical Center, Steward Medical Group, University of Massachusetts, Norfolk Center for Cancer Care 
and Hematology, Southcoast Hematology and Oncology

− New Hampshire
• Foundation Hematology and Oncology

− Vermont
• Champlain Valley Hematology Oncology
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REPORT SNAPSHOT

> Insights on the following therapies were obtained 
− Sunitinib, pazopanib, cabozantinib, axitinib, lenvatinib, ipilimumab, pembrolizumab, nivolumab, 

avelumab, everolimus, and combinations of these drugs

> Data collection was accomplished through use of audience response system questioning 
and moderated discussion 
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Topline Takeaways and 
Strategic Considerations



TOPLINE TAKEAWAYS: ADVANCED RCC

10

Cabozantinib is the most popular choice for the second-line treatment of advanced RCC, regardless of whether a dual-IO 
therapy or an IO-TKI combination therapy was used in first line. Following cabozantinib in the second line, mTOR 

inhibitors like everolimus and temsirolimus were the most-mentioned regimens of choice in third line. Upon progression on 
mTOR inhibitors, advisors turn to clinical trials in subsequent lines for their patients.

Subsequent Lines of Therapy

The use of axitinib + pembrolizumab has increased among advisors both in favorable-risk and poor-risk patients. Some 
advisors continue to use sunitinib and pazopanib in favorable-risk patients. For high-risk populations, some advisors 
prefer ipilimumab + nivolumab combination, if it is tolerated. Single-agent cabozantinib is considered upfront only in 

immunotherapy-ineligible patients. Advisors are intrigued by the idea of cabozantinib + nivolumab combination in first line, 
but want to see more data on it and are awaiting its approval.

First-Line Therapy



Key Insights: Treatment of 
Advanced RCC



Topic Data and Insights
Therapy of 
choice

Most advisors are using TKI + immunotherapy (axi-pembro)  or combination immunotherapy (ipi-nivo) in first line; 
the ipi-nivo regimen is mainly reserved for younger high-risk patients
• In the past year, 90% of the advisors have used sunitinib, 88% have used cabozantinib and other single-agent TKIs, 

while 86% have used the combination of axitinib + pembrolizumab for RCC
⎼ By contrast, only 50% have used the combination of ipilimumab + nivolumab

• During discussion, several thoughts were proffered
⎼ At least 2 advisors mentioned that they continue to use single-agent TKI (specifically sunitinib) “by force of habit” 

in the first-line therapy of advanced RCC
⎼ One advisor firmly believes that oral TKIs should only be used in immunotherapy-ineligible patients
⎼ Three advisors indicated that their current first-line therapy of choice is axitinib + pembrolizumab, regardless of 

their patients’ risk-stratification
 Two other advisors said they would use the axi-pembro combination only in favorable/low-risk groups

⎼ For intermediate- or high-risk patients, 3 advisors chose the combination of ipilimumab-nivolumab in first line, as 
long as the patients are young, PS 0, and have no contraindications to IO therapies
 Two advisors noted that they specifically use ipilimumab-nivolumab in patients with sarcomatoid 

differentiation/histology
⎼ In case of contraindications to IO therapies, one advisor mentioned they would use cabozantinib in first line, while 

another said they would choose pazopanib, since it is better tolerated and has lower toxicity than cabozantinib
⎼ Advisors are intrigued by the idea of using cabozantinib + nivolumab combination in front line. At least 3 advisors 

mentioned that on availability of more data and approval of the combination, they will definitely use it in the first-
line setting 

FIRST-LINE THERAPY OF ADVANCED RCC (1/2)
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Topic Data and Insights
Patient 
cases

Advisors are generally in alignment with use of the axitinib + pembrolizumab combination in first line 
for a low-risk RCC patient, as presented in the ARS survey
• In the example of a 70-year-old man diagnosed with clear cell histology RCC (pt3aNxM0), having had a 

radical nephrectomy 8 months ago, and now having metastatic disease in liver and lymph nodes (Hgb 11.7, 
calcium 9.8, LDH 247), 90% of the advisors chose the combination of axitinib + pembrolizumab as their 
therapy of choice for this patient

– One advisor chose ipilimumab + nivolumab combination
• In another example of a 58-year-old man diagnosed with RCC 4 years ago, having undergone a radical 

nephrectomy then, and now progressing with multiple lung metastases (PS 0, normal Hgb and calcium 
levels), 90% of the advisors again chose the combination of axitinib + pembrolizumab as their therapy of 
choice for this patient
⎼ Again, 1 advisor chose ipilimumab + nivolumab combination

FIRST-LINE THERAPY OF ADVANCED RCC (2/2)
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QUOTES: FIRST-LINE TREATMENT OF ADVANCED RCC (1/2)
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[How do you decide the first-line systemic therapy for RCC and what do you 
use?]: “I basically look at their comorbidities, and their risk factors, and my 
favorite regimen, right now, is pembrolizumab and axitinib. I’m used to 
pembrolizumab, because I also treat other malignancies. For some reason, I 
have my biases that it’s a better drug, but it’s my biases. So, that would be my 
first choice. [Prior to the current treatment choice,] sunitinib was the first drug, so 
that’s what I used most of the time, though I did use more of the pazopanib 
because I thought it was less toxic, but sunitinib was the drug of choice.”

[Advisor 2 on the same question as above]: “If the patient is a favorable risk, I 
lean now, in the last couple of years, to axitinib and Keytruda. If they’re 
intermediate to poor risk, if they’re in good shape and their performance status is 
0 and they’re younger, I will go Yervoy and Opdivo, to give me a better shot with 
a TKI in second line, and not exhaust that option.” 

[Advisor 3]: “I stratify them by risk. For a low-risk disease, I like the combination 
of pembro with axitinib. High-risk disease, as long as there’s no contraindication 
to immunotherapy, I use the ipi-nivo. I think the 1 ipi, 3 nivo combination, I’ve 
been able to get people through it, but any signs of any toxicity, I drop the ipi off, 
and continue just Opdivo. [However, if there’s a contraindication to IO therapy,] 
for high-risk group, I’ll probably go with cabozantinib. I start low and try to go up. 
So probably 20 and then see how they do.”

[Advisor 4]: “[My practice is] pretty much consistent with others, saying we all use 
risk-stratifications. If they can handle dual immunotherapy, I’d do it. If not, I would 
go with pembro and axitinib.”

[Advisor 5]: “My decision is all about risk-stratification, and then performance 
status. So if it’s a metastatic patient with a good PS and, say, more indolent 
pulmonary mets, that’s the patient I might put on Sutent front line. Just the flavor 
of a more indolent disease. That, in my practice, is really the limit at which I’ll 
draw the line for a single-agent TKI with something like Sutent. Patients with poor 
PS, patients who just aren’t going to do well, I feel like putting them on single-
agent TKI probably isn’t doing them a lot of favors. I think I’ve been a bit more 
aggressive, in terms of going towards more of a palliative care approach, with 
poor-risk, poor-PS patients, rather than torturing them with a single-agent TKI. I 
would [still] give them Sutent, and that may be force of habit, from the adjuvant 
data and just history, but I don’t know if that’s the right thing. I don’t know if 
pazopanib is a better drug. I don’t tend to use that very much in those stage 4 
patients. And then, in everyone else, I’ll use an IO regimen, usually pembro-axi, 
and I think that’s probably the new standard of care. When we see all these trials 
comparing combo therapy to Sutent as a single agent, in my mind, of course 
realizing that the trials are going to catch up to this fairly quickly. Really, the new 
standard of care is doublet therapy with TKI-IO.”

[Advisor 6]: “I do tend to favor single-agent TKI and I do—I am used to sunitinib, 
and I do tend to use it. I will say, I don’t know if anyone else does this, but we 
have had very good luck with 2 week on, 1 week off rather than a 4 and a 2 
approach with patients, and certainly in older patients, starting with a lower dose 
and then deciding if you want to work your way back up or not. For patients that 
are younger or have a better performance status or we think they could tolerate 
significant toxicity from an IO agent, then certainly the axi-pembro combination, 
which is sort of a one-size-fits-all for both risk groups, would be definitely what I 
would use. I certainly always am interested to learn about some of these other 
combinations, but I feel like we are splitting hairs sometimes on whether there is 
really a right decision vs a wrong decision.”



QUOTES: FIRST-LINE TREATMENT OF ADVANCED RCC (2/2)
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[What is your take on the cabo-nivo combination?]: “It’s intriguing; I haven’t used 
nivo in my practice for anything, but I certainly could. And I haven’t used the 
combination IOs, but the axitinib + pembro, that’s a pretty easy-to-use regimen, 
and so I probably would favor that and want to see some more data on the cabo 
+ nivo.”

[Advisor 2 on the same question as above]: “Okay, so the nivo-cabozantinib, I do 
like it because I have used cabo in the first line after the CABOSUN until the 
pembro got approved, and I had seen excellent results with the cabo as a single 
agent. And now looking at this data with cabo and nivo, I do think it’s going to 
make a difference, even though the overall survival looks similar to the pembro-
axi as well as the Bavencio and axi, the progression-free survival was a little 
better. With regards to the toxicity, there is, I think it is comparable. I don’t see 
that as going to sway me either against or for. But I think from an efficacy 
standpoint, I do prefer the cabo-nivo once it is FDA approved.” 

[Advisor 3]: “I just wanted to add my vote of confidence for cabo-nivo. I think I’m 
really excited for when this will be paid for by insurance companies, pretty soon 
hopefully, because I do believe in continuing nivo beyond progression.”

[On ipi-nivo vs pembro-axi]: “I think ipi-nivo vs pembro-axi is the great debate. 
And, you know, in terms of thinking about risk factors, and how we pick one, I 
think one thing we haven’t discussed, so far, is histology. We know that patients 
who have sarcomatoid differentiation, for example, are exquisitely sensitive to 
immunotherapy, and the ipi-nivo data, the response rates are almost 60%, I think, 
for the sarcomatoid population. And I do see a fair amount of variant histologies. 
So despite our concerns for so many patients requiring high-dose steroids, a lot 
of people actually switch to pembro-axi, even for ipi-nivo–eligible patients. But, if I 
have sarcomatoid histology, I have still been doing ipi-nivo. I would, at this point, 
say oral TKIs should only be used in immunotherapy-ineligible patients. If you 
think a patient is not eligible for combination ipi-nivo, then pembro-axi, avelumab-
axi, or cabozantinib-nivo would be the way to go. But if a patient has absolute 
contraindication to immunotherapy, I think TKI single agent is their only option.”

[Advisor 2]: “I think in regard to a pembro combination vs a nivo combination, I 
think most of us sort of feel comfortable giving the PD-L1 inhibitors. And it’s my 
personal sort of experience or bias. I’m not sure if I would say that I necessarily 
feel like one is different compared to the other. But I certainly would use pembro 
with axitinib, given the data and that it’s approved in that space. I might use ipi-
nivo for sarcomatoid histology, you get a high tumor burden, but then someone 
else commented, I’m not really that gung-ho about the ipi-nivo combo, because I 
think in the real world, patients have complications. They have at times, 
complications that are difficult to manage. [If I cannot use an IO agent,] I 
generally favor either pazopanib or cabozantinib. I’ve gotten away from sunitinib 
because of side effects and tolerability. And between cabo and pazopanib, 
generally, you know, it’s the fatigue factor with the cabozantinib that makes me 
stay away from that agent. ”

“When cabo came out, I ran into significant amount of problems. And the cabo 
story almost reminds me of the regorafenib story in colon cancer. Nobody uses 
120 mg or 160 mg to start with, so I start low. I start low and see if I can go up. Or 
stay at the same dose, which is usually 40. And even at times, 20.”



Topic Data and Insights
Therapy 
choice

Cabozantinib is the most frequently prescribed drug in second line for advanced RCC
• Over 70% of the advisors indicated that single-agent cabozantinib is their preferred drug regimen in the second line

– One advisor each chose pazopanib, and axitinib + pembrolizumab combination in the second line
• Advisors said their second-line therapy selection is mainly driven by its efficacy (40%) and to switch up the MOA of the drug 

relative to the first-line regimen (40%) 

Patient case Concurring with their therapy choice in the second line as above, advisors indicated they would choose cabozantinib 
in second line for a patient treated with axitinib + pembrolizumab in first line
• In the example of a 70-year-old man with past nephrectomy and metastatic RCC, getting started on axitinib + pembrolizumab 

in first line, and progressing again 11 months later with brain and bone metastases, 75% of the advisors said they would 
recommend cabozantinib as the second-line regimen for this patient

– One advisor would choose ipilimumab + nivolumab, while another advisor indicated they would choose a regimen not on 
the list of options 

Perceptions of 
cabozantinib

Cabozantinib is currently the standard and most popular second-line regimen for advanced RCC
• Cabozantinib is the drug of choice in second line regardless of whether a dual-IO therapy or an IO-TKI combination therapy 

is used in first line
• Advisors noted that they tend to start cabo at a lower dose and subsequently dose-escalate depending on its tolerability
• Fatigue was the most-mentioned side effect for cabozantinib during discussion
• While being intrigued by the idea of using cabozantinib in combination with nivolumab in first line, several advisors voiced 

concerns about not having any options in second line if cabo gets pushed into front line
⎻ A few advisors mentioned that if they use cabo-nivo in front line, they will consider lenvatinib-everolimus in second line

16
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QUOTES: SUBSEQUENT MANAGEMENT OF ADVANCED RCC 
(1/2)
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“[If cabo-nivo is given in the first line,] I would take one of the TKIs as single 
agent [for second line], but now taking a look at some of the presentation which 
was done, [I’d use] lenvatinib with pembro [in the second line]. And I would send 
for the clinical trial, because I am very much impressed with the HIF-2 alpha 
study, because that has definitely piqued my interest.” 

[Advisor 2 on the same question]: “Well second line, I think, I’m not convinced 
that an MOA of the same kind is going to be beneficial. And I think the gain vs the 
toxicity is very limited even if it were true, so I’m stuck. I have to either use mTOR 
such as Torisel, or I have to look to a clinical trial or best available care. So, I 
would not be inclined to either use another TKI or another PD-L1 inhibitor, at this 
point. I could be convinced otherwise, but I need to see more data.”

[Advisor 3]: “I think we all get sort of comfortable with regimens. So, for example, 
because pembro-axitinib is approved already in the first-line setting, I kind of 
already have a pathway in my head. Cabo would be second-line. Yeah, unless 
these [newer] regimens [cabo-nivo in the first line and lenvatinib-pembro or 
lenvatinib-everolimus in the second line] are going to get compared head-to-head 
with what already is approved, it’s hard for me to start switching my algorithm 
around.” 

“You take your best shot upfront with either pembro-axitinib, or ipi-nivo if you think 
the patient can handle dual immunotherapy. So, I would add cabo if they 
progressed on dual IO therapy.”

“If I’m going to use combination IO-TKI therapies in the first line, I’ll probably 
switch to a [single-agent] TKI in the second line, you know, I think I would go to 
cabo or sunitinib in the second line. [For cabo,] I tend to start low and go up, so I 
start a patient on 20 and if they do well within 2 to 4 weeks, I’ll go up to 40 and 
probably stop there. I would have a hard time going up to 60 in those patients.”

“I tend to go with cabo [in second line] either way: pembro-axi or ipi-nivo [in the 
first line]. Axitinib used to be my favorite second-line for a long time, but with 
pembro-axi in the first line, I use cabo in the second.”

“[If I’m switching a drug due to progression,] it’s clearly mechanism of action. I will 
not rechallenge and I’m not as sophisticated as some of the other members of 
this group tonight, but my experience is that if someone fails on a PD-1, I’m not 
going from Keytruda to Opdivo, for example. And if someone fails a TKI, it’s been 
my experience, and I saw some data that maybe I’m wrong, but I would not go to 
another TKI, so I would have to go to something like Torisel or nothing. One of 
the reasons I have been moving towards Yervoy and nivo in patients who are 
either poor- or intermediate-risk is it gives me the option to use cabo in second 
line and then I can put an mTOR towards the third line.”  

“I have been unable to give lenvatinib at the kinds of doses that are used in these 
studies or that others have had experience with, without people having significant 
toxicity, either with diarrhea or hypertension. I just haven’t found it all that 
tolerable, which doesn’t mean that I haven’t used it in thyroid cancer and 
endometrial cancer, other cancers in lower dose, with good success.” 

Presenter
Presentation Notes




QUOTES: SUBSEQUENT MANAGEMENT OF ADVANCED RCC 
(2/2)
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“Lenv-pem in second line, it’s interesting. I think as far as lenvatinib for those of 
us who have some experience in lenv in other indications, it’s a tough drug to 
give, especially 24 mg for thyroid cancer. It’s a little easier at 12 mg with 
hepatocellular cancer, but you know, anything in the middle can be pretty tough, 
so I think that’s my 2 cents with lenvatinib toxicity.
I think as far as these second-line combos, they can be really tough for patients. 
Assume that I’ve adopted cabo-nivo, which to my knowledge hasn’t been 
approved by the FDA or NCCN yet, which I would refer to as more of a guideline 
than a pathway. And we’ve been able to get things off of pathway if we come up 
with ‘very good reasons’ to get them for frontline therapy and so, yeah, I would 
use cabo-nivo in front line, and as far as second-line therapies, it’s a bit of a trick 
question. Do you go back to axitinib? Do you think about getting creative with 
everolimus or temsirolimus? It’s hard to know. I don’t know, because it hasn’t 
been approved for first line and I have not used that for first line, so it’s hard to 
form my opinion about a second line there.”

“The issue always comes up when are you switching, you know, you want a 
different mechanism of action basically, and I’m not sure lenvatinib vs cabozantinib 
offers different mechanism of action and you know, without a head-to-head 
comparison it’s hard to say if one is more effective. I will switch if I have toxicities; 
I may try something else that has the same mechanism of action, but if I have 
progression with a mechanism of action, I’ll move on. Just to say though, ipilimumab 
works by a different mechanism of action than nivolumab and pembrolizumab. It 
probably inhibits T-regs whereas these, pembro and nivo, block T-cell exhaustion. 
And so, I think that there is a rationale to add ipi to nivo or pembro after failing. 
What’s very confusing for me is to know whether to load up everything upfront or 
just try simple single-agent cabo before I go to the combination therapy. But it 
sounds like combination IO, + cabo or axi, is now standard of care for front line, 
so I’m kind of caught a little bit behind the times on this.”

“The cabo-nivo data looks interesting, but again, I’m thinking of what would I do if 
I used that in first line once it’s approved. One combination I might consider doing 
is Lenvima with the everolimus, definitely lower doses on both if the patient still 
has a good performance status and still willing to go through therapy vs a single 
agent. At that point, you know, the lenv-pembro data, I’m not ready to jump on 
that yet. I would like to see more data come out and see how it does after 
combination immunotherapies and the larger trial. I don’t think it has made it to 
the guidelines yet.”

“If I had a patient, let’s say that progressed, through double-IO therapy [in] front 
line, I might go with lenv-pembro, but I think the real issue is what’s doing the job 
there? Is it the pembro or just the addition of lenv? And maybe the lenvatinib 
alone would be sufficient? And the cabo-nivo regimen front line, you know, I think 
it probably is just more of an improved pembro-lenv. You know, the cabo is a 
better TKI than lenv, so okay, if that is now first-line, I probably would go to it. But 
then it begs a question, what are you going to do with second line? So you move 
your best second-line drug, which is cabo oral TKI single agent, into the front line 
and then if they have had that, what do you do for cleanup? You could go to 
another TKI, [but] I think the evidence is pretty good that you don’t give the 
single-agent immunotherapy in second line if the patient has progressed through 
that. So you are pretty much stuck with either another TKI that you are 
comfortable with, but again, data is lacking, or go to everolimus. But again, it’s 
[everolimus] a tough drug, and any TKI in the second line would be tough.”

Presenter
Presentation Notes




Advisor Key Takeaways



KEY TAKEAWAYS (1/2)
Advisor 1
• Yervoy and Opdivo is option number 1 in patients that can use it
• Keytruda and axitinib will be number 2 and for follow up after 

that, it is “catch as catch can”

Advisor 2
• For the higher risk patients in the first line setting, [I] may be a little 

more open to ipi as part of the initial combination  
• Certainly, cabo is the logical choice for the second line, depending a 

little bit, of course, on what happens in the first line 

Advisor 3
• The IO-TKI combination is still the first-line treatment for most 

patients, unless the patient is younger with more risk factors, in 
which case I will use ipi-nivo 

• The second line, for now will be cabo until cabo gets approved in 
the first line, in which case the second line will be another TKI as 
a single agent

• For the third line, I will explore clinical trials and I am very 
impressed with the HIF-2 alpha study

Advisor 4
• In the first line I would say combination is the way to go 
• At this point, for favorable risk, low risk disease I would use a 

combination of pembro and axitinib. In poor risk disease, I would use 
combination IO therapies 

• Second line, my key drug at this point would be cabozantinib unless 
used in the first line, which I’m not using so far, and beyond that 
clinical trials and HIF-inhibitors 

Advisor 5
• Start with combo IO (ipi-nivo for younger patients with good PS) 

whereas I was just using cabo for first line 
• The confusion I have is if cabo plus nivo is approved as first line, 

what am I going to use as second line, because right now, 
everyone is talking about axi plus pembro, and then cabo for 
second line, so what are we going to do?

Advisor 6
• Sequencing and overall survival is the pie in the sky, but I really do 

think quality of life remains at the top of the list. I think palliative care 
is incredibly important

• Cabo-nivo in the first-line and lenv-pembro in the second-line is really 
interesting

• If it goes beyond these early stages, this HIF-2 drug would be 
something wonderful and novel to get out into the clinic 
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KEY TAKEAWAYS (2/2)
Advisor 7
• Ipi-nivo probably has the highest response rate and it’s the 

combination I would consider for someone young, very healthy, 
with sarcomatoid features

• I’d run with pembro-axi first line for probably most of my cases, 
cabozantinib second line, and perhaps consider lenvatinib-
everolimus or a clinical trial if the patient still has a very good 
performance status 

Advisor 8
• Pembrolizumab-lenvatinib data for second line is really interesting
• With axi-nivo, there is a lower incidence of requiring steroids

Advisor 9
• It appears there is so many choices and we’ll never know which 

one is the best choice because none of the companies will agree 
to do the right studies 

• I still use pembro-axitinib, although I must admit I am a bit more 
impressed with the combination of nivo-ipi so I’ll give that 
another look

• Cabo still remains my second go-to drug 

Advisor 10
• Dual IO therapy, nivo-ipilimumab are probably preferred in a patient 

with intermediate or poor risk disease, but you could certainly think 
about pembro and axitinib as well 

• If you don’t use cabo upfront, it is probably your best second line 
agent 

• IO in the second line is not going to be helpful, although, giving nivo 
maybe after progression, as we have seen in other tumors where 
there is “progression radiologically,” there is still a role for giving 
immunotherapy which may delay PFS

• Lenvatinib has a lot of toxicities, but it has a pretty good activity profile

21
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IN THE PAST YEAR, IN HOW MANY UNIQUE RCC PATIENTS 
HAVE YOU USED THE DRUG SUNITINIB? (N = 10)
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IN THE PAST YEAR, IN HOW MANY UNIQUE RCC PATIENTS 
HAVE YOU USED THE DRUG CABOZANTINIB? (N = 8*)
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*Two advisors did not respond.
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*Two advisors did not respond.

IN THE PAST YEAR, IN HOW MANY UNIQUE RCC PATIENTS 
HAVE YOU USED A SINGLE-AGENT TKI INHIBITOR? (N = 8*)



IN THE PAST YEAR, IN HOW MANY UNIQUE RCC PATIENTS 
HAVE YOU USED AXITINIB + PEMBROLIZUMAB? (N = 7*)
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IN THE PAST YEAR, IN HOW MANY UNIQUE RCC PATIENTS 
HAVE YOU USED IPILIMUMAB + NIVOLUMAB? (N = 8*)
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WHICH SITE OF METASTASIS CARRIES THE WORST 
PROGNOSIS IN METASTATIC KIDNEY CANCER PATIENTS? 
(N = 9*)
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CABOZANTINIB DIFFERS FROM OTHER VEGFR TKIs IN ITS 
ABILITY TO INHIBIT WHICH TARGETS? (N = 8*)
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CABOZANTINIB HAS BEEN ASSOCIATED WITH EFFECTS ON 
THE FOLLOWING: (N = 10)
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THE MOST COMMON TOXICITY ASSOCIATED WITH 
CABOZANTINIB IS: (N = 9*)
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CASE 1 

> A 70-year-old man initially found to have a 6-cm mass in his left kidney with 
extension into the left renal vein was diagnosed with RCC with clear cell histology 
(pt3aNxM0). He had a radical nephrectomy 8 months ago. He now presents with 
metastatic disease in his liver and lymph nodes. He has type 2 diabetes that is 
being managed medically. Hgb 11.7, calcium 9.8, LDH 247 
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WHAT WOULD YOU RECOMMEND FOR THIS PATIENT AT THIS 
TIME? (N = 10)
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CASE 2 

> A 58-year-old man, diagnosed with RCC 4 years ago, underwent radical 
nephrectomy with no disease progression until now. He presents with multiple lung 
metastases found on CXR upon evaluation for a cough. He has PS 0, normal Hgb 
level, and normal calcium level
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WHAT WOULD YOU RECOMMEND FOR THIS PATIENT? (N = 10)
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WHICH AGENT(S) DO YOU PRESCRIBE MOST FREQUENTLY 
FOR SECOND-LINE THERAPY? (N = 7*)
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MY SECOND-LINE THERAPY SELECTION FOR RCC IS MAINLY 
DRIVEN BY: (N = 10)
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CASE 1, CONT.

> The 70-year-old male with past nephrectomy and metastatic RCC (liver and lymph 
nodes) was initially started on axitinib + pembrolizumab. Eleven months later his 
disease has progressed. Brain MRI shows 2 focal frontal lobe lesions. Bone scan 
shows osseous metastases to his right femur, acetabulum, and spine
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WHAT WOULD YOU RECOMMEND FOR THIS PATIENT NOW? 
(N = 8*)
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