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AGENDA: DAY 1 – DECEMBER 8, 2020
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Time EST Topic Speaker/Moderator

5.30 PM – 5.35 PM Welcome and Introductions Daniel Petrylak, MD

5.35 PM – 5.50 PM New Strategies for Metastatic Renal Cell Carcinoma David M. Nanus, MD

5.50 PM – 6.30 PM Discussion: New Strategies for Metastatic Renal Cell Carcinoma Moderator: Daniel Petrylak, MD

6.30 PM – 6.35 PM Summary and Key Takeaways David M. Nanus, MD

6.35 PM – 6.45 PM Current and Future Management of Non-clear Cell RCC Neeraj Agarwal, MD

6.45 PM – 7.00 PM Discussion: Current and Future Management of Non-clear Cell RCC Moderator: Daniel Petrylak, MD

7.00 PM – 7.05 PM Summary and Key Takeaways Neeraj Agarwal, MD

7.05 PM – 7.15 PM BREAK

7.15 PM – 7.30 PM Neo/Adjuvant Treatment of RCC David Quinn, MBBS, PhD, FRACP, FACP

7.30 PM – 7.50 PM Discussion: Neo/Adjuvant Treatment of RCC Moderator: Daniel Petrylak, MD

7.50 PM – 7.55 PM Summary and Key Takeaways David Quinn, MD

7.55 PM – 8.05 PM Techniques for Detection and Treatment of Localized/Locally Advanced Prostate Cancer Leonard Gomella, MD

8.05 PM – 8.20 PM Discussion: Techniques for Detection and Treatment of Localized/Locally Advanced Prostate Cancer Moderator: Daniel Petrylak, MD

8.20 PM – 8.25 PM Summary and Key Takeaways Leonard Gomella, MD

8.25 PM – 8.30 PM Wrap-up and Overview of Day 2 Activities Daniel Petrylak, MD



NEW STRATEGIES FOR METASTATIC RENAL CELL 
CARCINOMA: OVERVIEW (1/2) (DAVID M. NANUS) 

> Data from the CheckMate 9ER trial showed a significant increase in progression-free survival (PFS) 
and overall survival (OS) with cabozantinib + nivolumab vs sunitinib, providing another 
immunotherapy (IO)-tyrosine kinase inhibitor (TKI) combination for the first-line treatment of 
metastatic renal cell carcinoma (mRCC)
− The activity of currently available IO-TKI combinations appears to be similar
− Several trials are evaluating strategies to further increase complete response (CR) rates

• The ongoing COSMIC-313 trial is comparing cabozantinib + nivolumab + ipilimumab (followed by cabo-nivo) vs 
nivolumab + ipilimumab (followed by nivo) alone

• The ongoing PDIGREE trial is evaluating induction with ipilimumab + nivolumab followed by nivolumab for patients 
who achieve a CR, cabozantinib for those with progressive disease; patients with a partial response or stable 
disease will be randomized to nivolumab alone or with cabozantinib

> The combination of cabozantinib + atezolizumab as first-line therapy also looks promising, on the 
basis of the phase II COSMIC-021 trial; the phase III CONTACT-03 trial further evaluating this 
combination in IO-pretreated advanced mRCC is ongoing

> A press release indicated that the first-line combination of lenvatinib + pembrolizumab significantly 
improved PFS and OS compared with sunitinib, while the combination of lenvatinib + everolimus 
met its PFS endpoint in the KEYNOTE-581/CLEAR trial. The full data are needed to determine how 
these combinations may fit into current treatment algorithms 
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NEW STRATEGIES FOR METASTATIC RENAL CELL 
CARCINOMA: OVERVIEW (2/2) (DAVID M. NANUS) 

> The oral hypoxia-inducible factor (HIF)-2α inhibitor MK-6482 appears very active in von Hippel-
Lindau–associated clear cell (cc)RCC
− An ongoing phase III trial is comparing MK-6482 vs everolimus in previously treated sporadic advanced 

ccRCC

> Other potential therapies worth exploring in mRCC include cyclin-dependent kinase (CDK)4/6 
inhibitors, poly(ADP-ribose) polymerase (PARP) inhibitors, radium-223, and chimeric antigen 
receptor (CAR) T cells 

> There is also substantial interest in ongoing trials evaluating pegylated interleukin (IL)-2 in mRCC
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NEW STRATEGIES FOR METASTATIC RENAL CELL 
CARCINOMA: DISCUSSION HIGHLIGHTS (1/5)
> Experts are generally using ipilimumab + nivolumab as first-line therapy for intermediate- or poor-

risk mRCC, noting the higher CR rates, while an IO-TKI combination is often used for favorable-risk 
disease
− However, most experts perceive that many community practices are preferentially using first-line axitinib + 

pembrolizumab for all risk categories. This is likely because community practitioners feel more comfortable 
managing toxicities associated with TKIs, and may be reluctant to use IO-IO combinations, due to past 
experiences with higher-dose regimens

• IO-IO combinations are generally perceived to be well tolerated at the doses used in mRCC
• Experts indicated that hypertension is the adverse event (AE) of greatest concern with IO-TKI combinations, while 

colitis, interstitial pneumonitis, and myocarditis are their greatest concerns with IO-based regimens in general. 
There is some apprehension that late toxicities may not be reversible
 With single-agent IO therapy, most grade 3/4 AEs occur during the first year, but it is unclear what the effect may be long-term, 

or whether this may affect the development of toxicities with subsequent therapies
• Regarding the use of IO-based therapies in patients with pre-existing conditions, some experts indicated they 

consider hypothyroidism to be manageable. They would be more cautious in a patient with inflammatory bowel 
disease or Crohn’s disease, thymic issues, or rheumatoid arthritis

• Some experts indicated they have observed more colitis, transaminitis, and psoriasis with IO therapy in patients 
with pre-existing immune disorders 

• One expert noted that the patients who require steroids for immune-related (ir)AEs appear to do better overall from 
an anticancer standpoint
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NEW STRATEGIES FOR METASTATIC RENAL CELL 
CARCINOMA: DISCUSSION HIGHLIGHTS (2/5)
> Experts perceive that responses are more durable with ipilimumab + nivolumab compared with 

axitinib + pembrolizumab. Further, OS plateaus for ~30% of patients treated with IO-IO therapy
− There is significant interest in cabozantinib-IO combinations, because CR rates appear to be higher than 

other IO-TKI regimens, although this perception is not based on direct comparative data
− The combination of cabozantinib + atezolizumab appears to be more active than bevacizumab + 

atezolizumab, highlighting the impact that different partners can have
− Longer follow-up is needed to determine the durability of responses with IO-cabozantinib combinations 

> In the second-line setting, cabozantinib is the preferred therapy after first-line therapy with either an 
IO-IO or IO-TKI regimen. The addition of an immune checkpoint inhibitor (ICI) may become an 
option, depending on the results of ongoing second-line trials
− Several experts indicated they are pleased to see lower dosages of cabozantinib being explored in clinical 

trials, noting that tolerability appears to be dose dependent, and patients are better able to stay on the drug 
at lower doses

> Mechanistic target of rapamycin (mTOR) inhibitors are now being used in later lines, when other 
options have been exhausted, although they may be used earlier in patients with TSC2 mutations
− Experts are very interested in the data with lenvatinib + everolimus, noting that this could provide an 

additional option for patients with immune diseases who are ineligible for IO-based therapies
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NEW STRATEGIES FOR METASTATIC RENAL CELL 
CARCINOMA: DISCUSSION HIGHLIGHTS (3/5)
> One expert commented that they have used lenvatinib in patients with brain metastases that 

progressed even after radiation, and have observed some degree of disease control
> Some experts have rechallenged patients with a TKI later-line and have seen some responses, 

particularly in patients who had a good response to a TKI earlier
> Another expert indicated they are comfortable giving a patient a treatment holiday of up to 3 months 

if they are in a stable response, and in most cases the patient responds when therapy is restarted. 
They noted that patient selection is key, and patients who progress early are more clearly resistant

> Programmed cell death protein 1 ligand 1 (PD-L1) expression levels are not considered useful for 
therapy selection in mRCC, but immune and angiogenic signatures are evolving, and may 
potentially be useful in the future to help individualize treatment 

> Next-generation sequencing (NGS) is generally not considered useful or relevant outside of a 
clinical trial at this time for patients with mRCC, particularly for making first-line treatment decisions, 
since all patients will receive an IO-based combination. Some experts may use NGS in later lines of 
therapy when deciding whether to use an mTOR inhibitor, to look for sensitizing mutations in that 
pathway
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NEW STRATEGIES FOR METASTATIC RENAL CELL 
CARCINOMA: DISCUSSION HIGHLIGHTS (4/5)
> The optimal duration of IO therapy remains unknown, and a randomized trial is needed to address 

this question
> Several experts indicated that they think HIF-1ɑ and the HIF pathway are the most promising new 

targets in ccRCC. Efforts are ongoing to use small-molecule inhibitors with radiopharmaceuticals to 
perform positron emission tomography (PET) imaging to identify sites of disease

> CDK inhibitors are of interest in patients with poor-risk disease
> Some experts suggested evaluating PARP inhibitors in ccRCC, noting that the prevalence of 

BRCA1/2 mutations is ~3%–4%, similar to the frequency of other rare alterations that are being 
used to direct therapy in other diseases (eg, microsatellite instability [MSI]-high status in prostate 
cancer [PC])

> There is still potential for CAR T cells in mRCC, and some data suggest sunitinib may help get 
these cells into the tumor microenvironment. An ongoing trial is evaluating CAR T cells targeting 
carbonic anhydrase in combination with sunitinib

> SWOG has recently activated a trial for patients with mRCC who are receiving standard-of-care 
(SOC) IO therapy who will then be randomized to nephrectomy vs no nephrectomy
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NEW STRATEGIES FOR METASTATIC RENAL CELL 
CARCINOMA: DISCUSSION HIGHLIGHTS (5/5)
> Several experts also commented that pegylated IL-2 holds promise, and there is substantial 

enthusiasm for seeing the results from ongoing trials when the data are available
> Experts noted that mRCC is becoming more of a chronic disease, and it would be interesting to 

look at historical survival statistics over time to see the improvement, as has been done in PC
− Other factors that may contribute to longer survival include improvements in treatments for other conditions 

like heart disease, as well as earlier detection, and patient selection
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CURRENT AND FUTURE MANAGEMENT OF NON-CLEAR 
CELL RCC: OVERVIEW (NEERAJ AGARWAL)

> There are currently no drugs specifically approved for non-ccRCC
− A major challenge is that the numbers of patients within each subtype are so low that it is difficult to 

evaluate treatments with conclusive clinical trials. Historically, trials have lumped non-ccRCC subtypes 
together, and as a result did not provide sufficient information to establish a SOC. Molecular profiling and 
basket trials may be useful going forward to target and evaluate treatments on the basis of biology rather 
than histology 

> A single-arm phase II trial evaluating savolitinib in patients with metastatic papillary RCC showed 
responses in MET-driven cancers, but not in MET-independent cancers
− On the basis of these data, the phase III SAVOIR trial was initiated to compare savolitinib vs sunitinib in 

patients with MET-driven metastatic papillary RCC. However, this trial was halted early, and the reason is 
unknown

> The SWOG 1500 trial was designed to compare sunitinib, cabozantinib, crizotinib, and savolitinib in 
patients with metastatic papillary RCC. The crizotinib and savolitinib arms have already been 
dropped. Accrual is complete
− If cabozantinib demonstrates superiority over sunitinib, as would be expected from trials in ccRCC, this will 

become the standard backbone for future trials of combinations, such as cabozantinib-IO regimens
> Pembrolizumab demonstrated promising activity in both papillary and unclassified non-ccRCC in 

the KEYNOTE-427 trial
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CURRENT AND FUTURE MANAGEMENT OF NON-CLEAR 
CELL RCC: DISCUSSION HIGHLIGHTS
> For patients with papillary mRCC, experts typically use an IO-based combination, with good results

− If cabozantinib + nivolumab gains approval, some experts suggested they would use this combination, 
because of the prevalence of MET mutations in papillary mRCC

> Patients with chromophobe tumors are typically just observed. Stereotactic body radiation therapy 
or surgery may be used in patients with oligometastatic disease

> Non-ccRCC with translocations is rare, but may be underrecognized in the community if 
fluorescence in situ hybridization (FISH) testing is not performed. These tumors typically respond to 
targeted therapies, such as vascular endothelial growth factor (VEGF) or mTOR inhibitors. 
Responses to IO therapies are inconsistent, but there are not enough patients in this subgroup to 
draw conclusions
− Pathologists recommend obtaining FISH testing, rather than relying on immunohistochemistry (IHC), in 

patients with aggressive unclassified RCC

> Genomic profiling is viewed as the path forward for this heterogeneous group of tumors, although 
there are few known actionable mutations at the current time
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NEO/ADJUVANT TREATMENT OF RCC: OVERVIEW (1/2) 
(DAVID QUINN)

> Therapy before or after nephrectomy or partial nephrectomy for localized disease is not SOC but 
may be considered in select patients

> Although numerous trials have been conducted evaluating a variety of adjuvant treatment 
strategies, all of these trials were negative except the phase III S-TRAC study, which showed a 
significant improvement in disease-free survival (DFS) with 1 year of sunitinib compared with 
placebo in high-risk patients with RCC
− The PROTECT and ATLAS trials with pazopanib and axitinib, respectively, showed improvements in DFS in 

specific subgroups, but these studies did not meet their primary endpoints

> Ongoing trials are evaluating ICIs in the adjuvant setting following nephrectomy or metastasectomy; 
the IMmotion101 and KEYNOTE-564 trials investigating atezolizumab and pembrolizumab, 
respectively, have completed accrual

> Neoadjuvant therapy may be of use in specially selected cases, but there are no phase III trials to 
support its use at this time
− Ongoing studies are evaluating IO and IO-TKI regimens in the neoadjuvant setting

13



NEO/ADJUVANT TREATMENT OF RCC: OVERVIEW (2/2) 
(DAVID QUINN)

> The CARMENA trial comparing cytoreductive nephrectomy (CRN) followed by sunitinib vs sunitinib 
alone in patients with intermediate- or poor-risk mRCC demonstrated noninferiority with regard to 
OS for sunitinib alone. On the basis of these results, CRN is no longer considered SOC in this 
population. However, it is unclear whether there is value for CRN in intermediate-risk patients with 
only 1 risk factor, or in favorable-risk patients

> Biomarkers are in development, but to date, none have been validated as predictors of benefit from 
adjuvant treatment in RCC
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NEO/ADJUVANT TREATMENT OF RCC: DISCUSSION 
HIGHLIGHTS (1/2)
> None of the experts are using adjuvant sunitinib or pazopanib for patients with localized RCC
> Experts stressed that it is important for adjuvant studies to focus on patients with higher-risk 

disease in order to get a meaningful outcome, and inclusion of patients who have undergone 
metastasectomy is also considered a reasonable approach 
− The current generation of trials evaluating IO therapies seem to have been built on the prior studies’ 

investigations of VEGF-targeted therapies

> Well-designed neoadjuvant studies can produce useful biologic data, but it remains to be 
determined whether this approach can convert from radical to partial nephrectomy 
− Results from previous trials evaluating VEGF-targeted therapies in the neoadjuvant setting have been 

disappointing, but experts are more optimistic about IO therapies in this setting, noting the biologic 
rationale of stimulating the immune system in the presence of tumor cells

• Experts do not think the negative results in previous trials resulted from delay of surgery in patients receiving 
neoadjuvant therapy

− Embolization can also be effective in converting patients into candidates for partial nephrectomy
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NEO/ADJUVANT TREATMENT OF RCC: DISCUSSION 
HIGHLIGHTS (2/2)
> Experts do see a role for CRN in select patients with limited metastatic disease and good 

performance status, and retrospective data suggest it can be beneficial in such patients. 
Conversely, experts would not consider CRN in patients with large disease burden, poor 
performance status, retroperitoneal adenopathy, anemia, or low albumin levels. The decision should 
involve consultation between the surgeon and the medical oncologist

> Biomarkers remain investigational. Prognostic and genomic assays currently have a role with 
regard to providing biologic information, but are not yet considered useful for selecting patients for 
specific therapies
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TECHNIQUES FOR DETECTION AND TREATMENT OF 
LOCALIZED/LOCALLY ADVANCED PROSTATE CANCER: 
OVERVIEW (1/2) (LEONARD GOMELLA)

> Molecular and genomic biomarkers are becoming essential in all stages of PC 
− BRCA1/2 testing may be performed when there is a suspicion of PC
− Prostate-specific antigen (PSA) kinetics and molecular/genomic assays are used for determining which 

patients with localized disease to biopsy or rebiopsy, as well as for identifying candidates for treatment vs 
active surveillance

− Germline testing for AR-V7 and homologous recombination repair (HRR) genes is used in patients with 
confirmed positive biopsy or metastatic disease

− Tumor sequencing is used to inform targeted therapy and clinical trial eligibility

> Active surveillance is becoming the SOC for patients with low-risk PC, with a 10-year metastasis-
free survival of 98% for patients with grade group 1 cancers. However, there is no uniform protocol, 
and guidelines vary with regard to schedules and tools for monitoring for progression
− Mutations in DNA repair genes indicate more-aggressive disease, and this may have implications when 

selecting patients for active surveillance
− Multiparametric magnetic resonance imaging (MRI) may be helpful for selecting patients who are candidates 

for active surveillance; however, it is associated with many challenges, such as false-negative results, 
difficulty of interpretation, cost, fusion, and transfer of control of patients from urologists to radiologists 
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TECHNIQUES FOR DETECTION AND TREATMENT OF 
LOCALIZED/LOCALLY ADVANCED PROSTATE CANCER: 
OVERVIEW (2/2) (LEONARD GOMELLA)

> Focal therapy has the potential to reduce side effects, such as incontinence and erectile 
dysfunction, associated with radical prostatectomy and/or radiation therapy. However, the impact on 
long-term cancer control remains unclear, due to lack of long-term follow-up
− Cryotherapy is the most commonly used approach; other options include high-intensity focused ultrasound, 

radiofrequency ablation, focal brachytherapy or laser ablation, thermomagnetic nanoparticles, and 
nonsystemic injectable agents 

− The primary challenge is accurate identification of the target lesion for physical ablation techniques. 
However, immunologic approaches targeting PSA could circumvent this challenge
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TECHNIQUES FOR DETECTION AND TREATMENT OF 
LOCALIZED/LOCALLY ADVANCED PROSTATE CANCER: 
DISCUSSION HIGHLIGHTS (1/2)
> Experts suggested that genomic and molecular information should be used more to identify those 

patients who should be biopsied and who should receive treatment
> One expert suggested that multiparametric MRI is losing traction, and that newer technologies such 

as micro-ultrasound will lead in the future, particularly when coupled with molecular testing such as 
SelectMDx. The field may also shift away from radical prostatectomies and radiation, toward 
molecularly targeted approaches and/or immunotherapies
− Researchers are also investigating the use of artificial intelligence in conjunction with multiparametric MRI 

to standardize image interpretation

> PSA doubling time is still used to detect biochemical recurrence following local therapy, but newer 
imaging technologies, such as those using radiolabeled prostate-specific membrane antigen 
(PSMA), are expected to play an increasing role
− The US Food and Drug Administration (FDA) approval of Ga-68 PSMA isotope for imaging is a step 

forward but is currently available only at UCLA and UCSF. Experts expressed concern that patients around 
the country are demanding this scan, without understanding the nuances or availability

− Several other companies also have PSMA imaging analogs in development
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TECHNIQUES FOR DETECTION AND TREATMENT OF 
LOCALIZED/LOCALLY ADVANCED PROSTATE CANCER: 
DISCUSSION HIGHLIGHTS (2/2)
> For patients on active surveillance, the risk for recurrence is ongoing, and experts have observed 

recurrences 20–25 years after initial diagnosis. However, rising PSA levels may also be caused by 
remnants of benign prostatic hyperplasia left behind by the surgeon, which may not require 
aggressive treatment

> Some experts are using focal cryotherapy in practice and have noted occasional dramatic 
responses that may be due to an abscopal immunologic effect. It may also be possible to extend 
focal therapy to higher-grade lesions. A guiding principle is that if there is <1 cm3 of tumor, the 
chance for metastasis is low
− The main hurdle to the use of focal therapy is the accurate identification of all lesions in the prostate

> An important outstanding question regarding the natural history is whether PCs start as high-grade, 
or whether lower-grade lesions morph into higher-grade lesions over time 
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AGENDA: DAY 2
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Time EST Topic Speaker/Moderator

5.30 PM – 5.35 PM Review Agenda and Treatment Course Framework for Day 2 Daniel Petrylak, MD

5.35 PM – 5.45 PM Novel Imaging Strategies for Genitourinary Cancers Phillip J. Koo, MD

5.45 PM – 6.00 PM Discussion: Novel Imaging Strategies for Genitourinary Cancers Moderator: Daniel Petrylak, MD

6.00 PM – 6.05 PM Summary and Key Takeaways Daniel Petrylak, MD

6.05 PM – 6.20 PM Treatment Paradigms for Advanced Prostate Cancer Emmanuel Antonarakis, MD

6.20 PM – 6.50 PM Discussion: Treatment Paradigms for Advanced Prostate Cancer Moderator: Daniel Petrylak, MD

6.50 PM – 6.55 PM Summary and Key Takeaways Emmanuel Antonarakis, MD

6.55 PM – 7.05 PM BREAK

7.05 PM – 7.15 PM Emerging Therapies for Metastatic CRPC Oliver Sartor, MD

7.15 PM – 7.35 PM Discussion: Emerging Therapies for Metastatic CRPC Moderator: Daniel Petrylak, MD

7.35 PM – 7.40 PM Summary and Key Takeaways Oliver Sartor, MD

7.40 PM – 7.50 PM Early Stage Bladder Cancer Bernard H. Bochner, MD

7.50 PM – 8.05 PM Discussion: Early Stage Bladder Cancer Moderator: Daniel Petrylak, MD

8.05 PM – 8.10 PM Summary and Key Takeaways Bernard H. Bochner, MD

8.10 PM – 8.20 PM Current and Future Treatment of Advanced Bladder Cancer Scott Tagawa, MD

8.20 PM – 8.50 PM Discussion: Current and Future Treatment of Advanced Bladder Cancer Moderator: Daniel Petrylak, MD

8.50 PM – 8.55 PM Summary and Key Takeaways Scott Tagawa, MD

8.55 PM – 9.00 PM Conclusions and Wrap-up Daniel Petrylak, MD



NOVEL IMAGING STRATEGIES FOR GENITOURINARY 
CANCERS: OVERVIEW (1/2) (PHILLIP J. KOO)

> On December 1, 2020, the FDA approved Ga-68 PSMA-11 for PET imaging for men with suspected 
PC metastases that are potentially curable by surgery or radiation, and for men with suspected PC 
recurrence on the basis of rising PSA levels
− Although the sensitivity of Ga-68 PSMA-11 PET scans has been reported to be only 44%, this is still 

substantially higher than other conventional imaging techniques

> Results of the ORIOLE trial showed that if PSMA PET results were concordant with conventional 
imaging results and all lesions were treated by stereotactic ablative radiotherapy, outcomes were 
better than if there were discordant results with some lesions left untreated 

> Although Ga-68 PSMA-11 is currently only available at UCLA and UCSF, several other PSMA-
targeted imaging agents are in late-stage clinical development. A Prescription Drug User Fee Act 
(PDUFA) date of May 28, 2021 has been announced for an F-18 DCFPyL PSMA agent (Progenics), 
and announcement of a PDUFA date is expected shortly for a Ga-68 PSMA kit (Telix) 
− Individual institutions can also apply to manufacture Ga-68 PSMA-11 under an abbreviated new drug 

application; however, the supply of Ga-68 is limited  
− A potential advantage of fluorinated PSMA agents is that the half-life is ~2 hours, compared with 1 hour for 

Ga-68; however, prices may be higher
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NOVEL IMAGING STRATEGIES FOR GENITOURINARY 
CANCERS: OVERVIEW (2/2) (PHILLIP J. KOO)

> Coverage by payors will likely impact the adoption of these new imaging tools
− Medicare is likely to cover PSMA imaging, but private payors may be more resistant

> Unmet needs and unanswered questions regarding these new imaging tools include 
− Outcomes data on management of patients at initial staging and with biochemical recurrence or 

oligometastatic disease
− Pairing between diagnostic PSMA and therapeutic PSMA analogues
− Use of PSMA imaging to monitor response or to select patients for specific therapies
− Incorporation into clinical trial designs
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NOVEL IMAGING STRATEGIES FOR GENITOURINARY 
CANCERS: DISCUSSION HIGHLIGHTS (1/2)
> The FDA approval of Ga-68 PSMA-11 for PET imaging is considered a major breakthrough and has 

generated substantial enthusiasm in the field
> PSMA imaging is considered clearly valuable for patients with biochemical failure who may still be 

salvageable with local therapy 
> It may also be useful for identifying lesions in the prostate that may have been missed, facilitating 

more-comprehensive staging
> The sensitivity of PSMA imaging will likely lead to earlier detection of metastatic cancers compared 

with conventional computed tomography or technetium scans, and lead to a redefinition of 
oligometastatic disease, but it is unclear how these patients should be managed, and whether 
earlier detection and treatment will impact survival outcomes. New algorithms will need to be 
developed
− Decision points that may be affected include the choice between prostatectomy vs radiation + hormones, 

and whether to add a third-generation antiandrogen or chemotherapy to androgen deprivation therapy 
(ADT)

> Companion diagnostics, such as metabolic or endocrine biomarkers, or dihydrotestosterone PET or 
fluorodeoxyglucose PET, may be helpful to differentiate actionable from nonactionable lesions
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NOVEL IMAGING STRATEGIES FOR GENITOURINARY 
CANCERS: DISCUSSION HIGHLIGHTS (2/2)
> It is unclear how introduction of PSMA imaging will impact use of fluciclovine scans, and this may 

depend on adoption by the community and what practitioners are most comfortable with. In 
addition, there may be niche uses on the basis of the strengths or weaknesses of each type of scan
− Fluciclovine is perceived to be better for detecting local disease in the prostatic bed and may also be better 

for detecting neuroendocrine histologies. However, head-to-head comparisons are needed
− Overall, Ga-68 PSMA imaging is perceived to be more sensitive

> As PSMA imaging products become more widely available, radiologists will require training in how 
to accurately read and interpret these scans. However, interpreting PSMA PET scans is perceived 
to be easier, and requires less training, than reading fluciclovine scans

> PSMA imaging may also be useful for monitoring response to therapy, although this may be class 
dependent; research questions beyond the currently approved indications will need to be defined 
and addressed

> Experts cautioned that a challenge in nonacademic centers will be the use of new imaging tools in 
settings for which they are not supported by evidence
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TREATMENT PARADIGMS FOR ADVANCED PROSTATE 
CANCER: OVERVIEW (1/3) (EMMANUEL ANTONARAKIS)

> There are many viable options for metastatic hormone-sensitive PC, including ADT + docetaxel or 
androgen receptor (AR)-targeted agents (abiraterone, enzalutamide, or apalutamide), ADT alone, or 
radiation to the prostate; combination therapy is considered SOC for most patients
− In the future, biomarkers may be able to guide selection of treatment, but this is not yet ready for routine 

clinical use 

> For non-metastatic castrate-resistant PC (CRPC), there are now several reasonable options: ADT ±
apalutamide, enzalutamide, or darolutamide
− Toxicities are a key consideration in this setting, particularly fatigue, falling, dizziness, and mental 

impairment; this appears to favor darolutamide, on the basis of data from the phase III ARAMIS, 
PROSPER, and SPARTAN trials

− Unanswered questions include whether abiraterone can be used in this setting; whether AR-targeted 
therapies can be used sequentially if a patient progresses on one but still has no evidence of metastatic 
disease; whether intensification is needed for patients with slow PSA doubling times >10 months; and how 
next-generation imaging will transform the M0 population 
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TREATMENT PARADIGMS FOR ADVANCED PROSTATE 
CANCER: OVERVIEW (2/3) (EMMANUEL ANTONARAKIS)

> For patients with mCRPC, results from the CARD trial demonstrated that in patients with 
progression on a taxane and an antiandrogen, cabazitaxel significantly improved PFS and OS 
compared with treatment with an alternative antiandrogen
− Alternating AR-targeted agents and taxanes is currently considered the best approach for sequencing 

therapies for patients with mCRPC
− AR-V7 testing has become less relevant in the wake of the CARD study
− Radium-223 still has a role for patients with a limited number of minimally symptomatic bone metastases; 

contraindications include pending pathologic fractures, myelosuppression, visceral metastases, or Eastern 
Cooperative Oncology Group performance status <1

• Radium-223 should not be used concurrently with abiraterone. It is unclear if it can be used with enzalutamide; 
denosumab or bisphosphonates should be given concurrently

• HRR mutations may sensitize tumors to radium-223
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TREATMENT PARADIGMS FOR ADVANCED PROSTATE 
CANCER: OVERVIEW (3/3) (EMMANUEL ANTONARAKIS)

> Results with single-agent anti–PD-1/PD-L1 or anti-cytotoxic T-lymphocyte antigen 4 (CTLA-4) 
monoclonal antibodies (mAbs) in unselected patients with mCRPC have been disappointing, with 
objective response rates (ORRs) in the 5% range; the combination of anti–PD-1/CTLA-4 mAbs 
increases response rates slightly, at the cost of significantly increased toxicity
− Approximately 2%–3% of mCRPC tumors are MSI high/mismatch repair deficient (dMMR), and even in this 

population, long-lasting responses to anti–PD-1 therapy are rare
− CDK12 mutations may also be predictive of response to ICIs, although responses are typically not durable
− Other potentially sensitizing alterations include tumor mutational burden, frameshift mutations, POLE/POLD1 

mutations, and deletion of PD-L1 3’-UTR
− PD-L1 protein expression is not predictive of benefit in mCRPC

> Other potential immune-based approaches include B7-H3 targeted mAbs or antibody-drug conjugates 
(ADCs), and PSMA-targeted bispecific T-cell engagers (BiTEs)

> Treatment-emergent neuroendocrine PC is a growing problem, but remains ill-defined and there are 
currently no effective treatments
− The loss of phosphatase and tensin homolog (PTEN), tp53, and/or Rb may predict benefit from carboplatin in 

aggressive-variant PC
− Subset results of the TRANSFORMER study suggest patients with these genomic alterations may respond 

preferentially to bipolar androgen therapy compared with enzalutamide
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TREATMENT PARADIGMS FOR ADVANCED PROSTATE 
CANCER: DISCUSSION HIGHLIGHTS (1/4)
> For patients with metastatic castrate-sensitive (mCS)PC, some experts lean toward using docetaxel 

with ADT in patients with aggressive, liver-dominant or symptomatic disease, or a large tumor 
burden, and generally prefer a next-generation AR-targeted agent for all other patients. In some 
cases, patient preference and convenience may influence the decision; payor coverage can also be 
a factor
− There is concern that despite numerous randomized trials showing an OS benefit for combination therapy, 

it has still not been widely adopted in the community, and up the 75% of patients may still be receiving ADT 
alone, which is considered appropriate only in limited clinical scenarios

− Molecular biomarkers are in development to help identify which patients will benefit from a chemotherapy-
vs AR-targeted approach

− There is concern about the potential for cardiac toxicities with AR-targeted therapies in this setting, 
particularly in patients with pre-existing cardiac disease. It was noted that many of the cardiac studies have 
been retrospective, and there is a need for prospective studies with cardiovascular endpoints built into the 
design

− There is currently no role for PARP inhibitors in the hormone-sensitive setting
− PSMA-targeted approaches are also being explored in this population
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TREATMENT PARADIGMS FOR ADVANCED PROSTATE 
CANCER: DISCUSSION HIGHLIGHTS (2/4)
> The optimal duration of AR-targeted therapy in the setting of mCSPC is also being debated, 

because extended AR-targeted therapy can affect muscle and bone health, mental well-being, and 
overall quality of life; clinical trials are needed to address this question
− Several experts suggested investigating intermittent antiandrogen therapy again, noting that the 

interpretation of previous studies is clouded by the lack of data on testosterone levels
− However, some experts cautioned that this is a very high-risk population, and resistance can develop at 

any time. Similarly, a subgroup of patients treated with ADT + docetaxel have developed aggressive 
neuroendocrine disease after chemotherapy. Methods to identify these patients upfront, such as a 
molecular signature, are needed. Alternate treatment strategies, such as further intensification of therapy, 
may also be worth exploring in this group

> For patients with non-mCRPC, experts generally prefer darolutamide, and perceive that it has a 
better tolerability profile than the other agents, but they find that enzalutamide is the easiest to get 
approved by insurers
− Some experts use ADT alone for patients with non-mCRPC with a PSA doubling time >10–12 months
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TREATMENT PARADIGMS FOR ADVANCED PROSTATE 
CANCER: DISCUSSION HIGHLIGHTS (3/4)
> Sequencing in mCRPC is complicated, and experts generally prefer to avoid back-to-back use of 

AR-targeted therapies
− However, it was noted that the CARD study may not reflect most patients in the US who are receiving a 

second AR-targeted agent, because most have not received a prior taxane
• An analysis of the Flatiron database including 10,000 patients in the US evaluated docetaxel vs an AR-targeted 

agent in patients who had previously received only 1 AR-targeted agent in the CSPC or CRPC setting, and found 
that the AR-targeted therapy was not inferior, and potentially marginally better, than docetaxel

• Predictive molecular signatures are needed to guide sequencing in patients with mCRPC
− A few experts indicated that in their experience, darolutamide does not appear to be effective in castrate-

resistant disease previously treated with other therapies, although this may depend on whether the 
immediate prior therapy was an AR-targeted agent or chemotherapy

− Some experts indicated they will consider using cabozantinib for patients with mCRPC after they have 
exhausted other options, noting that this is supported by phase I/II data. It has also been shown to affect 
bone turnover markers and improve symptoms, although it did not meet the primary endpoint in a phase III 
trial
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TREATMENT PARADIGMS FOR ADVANCED PROSTATE 
CANCER: DISCUSSION HIGHLIGHTS (4/4)
> All of the experts are testing for MSI status, and several indicated they have had good results with 

pembrolizumab in these selected patients
− Circulating tumor (ct)DNA analyses are now reporting MSI and tumor mutational burden status, but several 

experts indicated there needs to be concordance between these results and tissue-based MMR mutation 
results

> Experts are typically using bone-targeted therapies in patients with mCRPC who cannot tolerate 
chemotherapy, and in patients with BRCA mutations
− When using radium-223, experts advise that patients also be given denosumab or zoledronic acid to 

reduce fracture risk
− The timing issues between radium-223 and enzalutamide need to be further investigated
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EMERGING THERAPIES FOR METASTATIC CRPC: OVERVIEW 
(1/2) (OLIVER SARTOR)

> Results from the TRANSFORMER trial suggest that high-dose testosterone may resensitize 
mCRPC to enzalutamide

> The PROTAC platform is a molecule that is used to target specific proteins for degradation; in a 
preliminary study with an AR-specific PROTAC molecule, responses were observed in tumors 
harboring ARs with T878A mutations, but not those with AR-V7 or L702H mutations 
− Dosage optimization is ongoing, and a larger phase II study has just been activated that will evaluate 

activity against a variety of common AR mutations

> The PROfound trial demonstrated that olaparib significantly improved PFS and OS compared with 
physician’s choice of therapy in the cohort of patients with mCRPC with BRCA1/2 or ATM mutations
− Thirty-one percent of patients screened for this trial had quality issues with NGS performed on tumor issue; 

olaparib and rucaparib are approved for use with a companion diagnostic that allows for ctDNA testing

> The IPATential150 trial comparing abiraterone ± ipatasertib as first-line therapy for mCRPC showed 
a 2-month improvement in PFS that was statistically significant in the subgroup of patients with 
PTEN loss by IHC
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EMERGING THERAPIES FOR METASTATIC CRPC: OVERVIEW 
(2/2) (OLIVER SARTOR)

> Preliminary data with AMG 160, a PSMA-targeted BiTE, showed PSA responses in a majority of 
patients treated; a phase III trial is planned

> PSMA-targeted therapeutic radioisotopes are also in development; the phase III VISION comparing 
PSMA-Lu-177 vs SOC therapy in taxane- and antiandrogen-pretreated mCRPC has completed 
accrual

> The combination of cabozantinib + atezolizumab demonstrated robust activity in the COSMIC-021 
expansion study in mCRPC, with a disease control rate of 80%, a median duration of response 
close to 9 months, and disease stabilization in some patients out to 2–3 years. A phase III trial has 
been initiated
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EMERGING THERAPIES FOR METASTATIC CRPC: 
DISCUSSION HIGHLIGHTS (1/3)
> PARP inhibitors are clearly active in a subset of patients with PC with DNA repair defects, and the 

OS benefit in the PROFOUND trial is considered impressive 
− All of the experts are checking for DNA repair mutations in their patients with mCRPC, and generally try to 

use a PARP inhibitor as early as possible in eligible patients. However, there is concern that the FDA label 
may have included some mutations for which there is little evidence of activity

• Experts noted that even in patients with BRCA2 mutations, the level of responsiveness is variable
• Toxicities can also limit the use of PARP inhibitors, and some patients develop hematologic side effects or other 

issues after 6–7 months that limit duration of therapy
− There is interest in exploring combination therapies with PARP inhibitors, although there is some concern 

about the potential for toxicities, particularly cardiovascular events, in combination with abiraterone. 
Combinations of PARP inhibitors with ICIs and antiangiogenic agents are also ongoing 

• There is also skepticism regarding the potential of these combinations to work in unselected patient populations. A 
major question is whether some agents may be able to induce “BRCAness,” and results from ongoing trials will 
begin to address this question
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EMERGING THERAPIES FOR METASTATIC CRPC: 
DISCUSSION HIGHLIGHTS (2/3)
> Results of the IPATential150 trial are considered underwhelming – the benefit appears to be 

marginal, and toxicities were significant, particularly diarrhea, hyperglycemia, and rash. It is unclear 
whether these data will be sufficient for FDA approval, but several experts indicated reluctance to 
use this regimen if approved
− However, it was noted that the NGS data look more promising than the IHC data, and further refinement of 

biomarkers for patient selection could help to define a population with an acceptable efficacy and toxicity 
profile

> The early data with the combination of cabozantinib + atezolizumab are considered intriguing, 
particularly the response/disease control rates and duration of responses
− It was noted that there may be some synergy between the 2 agents, which may be related to effects of 

cabozantinib on the tumor microenvironment; this phenomenon has also been seen in RCC and lung 
cancer

> PROTAC is considered very interesting and a great platform. Experts are interested in seeing more 
data and learning more about this approach
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EMERGING THERAPIES FOR METASTATIC CRPC: 
DISCUSSION HIGHLIGHTS (3/3)
> Experts are optimistic about the emerging PSMA-directed agents, including radiopharmaceuticals 

and BiTEs 
− Experts expressed some concern about the duration and heterogeneity of responses with AMG 160, noting 

that PSA responses do not appear to correlate with radiographic responses, and rapid progression can 
occur afterward. In addition, there is concern about uveitis and other ocular toxicities that may be a class 
effect

− Radiopharmaceuticals may have an advantage because they can kill bystander tumor cells that do not 
express the molecular target within a heterogeneous population of tumor cells 

> There is still interest in exploring PSMA-targeted CAR T cells in mCRPC, but there appear to be 
physiologic impediments in the tumor microenvironment that prevent these cells from getting into 
the tumor and persisting, and these challenges will need to be overcome for this approach to be 
successful

> Biology is likely to play an increasing role in selection and individualization of therapy in mCRPC, 
rather than adherence to a strict algorithm
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EARLY STAGE BLADDER CANCER: OVERVIEW (1/3) 
(BERNARD H. BOCHNER)

> For patients with non-muscle invasive bladder cancer (NMIBC), local resection followed by adjuvant 
therapy with intravesical Bacillus Calmette-Guerin (BCG) is preferred; however, BCG fails in ~50% 
of high-risk NMIBCs. Surgery (bladder removal) remains the mainstay of treatment for these 
patients, but there is substantial interest in the development of new therapies for high-risk patients 
with BCG-resistant/refractory disease
− The threshold set by a panel of experts for the development of new therapies was a 30% disease-free 

response rate at 1 year

> Neoadjuvant chemotherapy plays an important role in managing MIBC and has been shown to 
improve OS. Adjuvant platinum-based chemotherapy improved PFS, but not OS, in an EORTC trial, 
although there did appear to be an OS benefit in node-negative cancers 

> Purified protein derivative skin tests predict whether a patient will experience side effects with BCG, 
but do not correlate with response
− The SWOG PRIME study is evaluating whether a systemic injection of BCG at the time of intravesical 

delivery can prime the immune system and improve response
− Pretreatment tumor-associated factors, such as macrophage infiltration, CD4 T cells and suppressor T 

cells, cytokines, and myeloid-derived suppressor cells, are showing promise as potential predictive factors  
or response and recurrence risk
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EARLY STAGE BLADDER CANCER: OVERVIEW (2/3) 
(BERNARD H. BOCHNER)

> FDA-approved treatment options for BCG-resistant bladder cancers include valrubicin, which was 
associated with a 10% 12-month DFS rate (although a strict definition was used, and the rate would 
have been ~25% using the definition utilized in current trials), and pembrolizumab, which is 
associated with a 20% 12-month DFS rate
− The SWOG 1605 trial evaluating atezolizumab in this setting was closed early for futility
− Intravesical RAD-IFNA/SYN3, a viral vector that produces interferon, was associated with a 25% DFS rate 

at 12 months, and is expected to gain FDA approval
− Intravesical gemcitabine-docetaxel is used routinely in the clinic, on the basis of retrospective data showing 

a 12-month CR rate of 60%, but this combination has not been evaluated in a prospective trial

> Most natural strains of BCG show similar clinical activity, and recombinant variations have not yet 
demonstrated a clinical improvement 

> BCG in combination with N-803, an IL-15 agonist, was associated with a 25% DFS rate at 12 
months in a phase II trial, leading to breakthrough therapy designation by the FDA

> ERCC2 mutations may be predictive of sensitivity to platinum-based neoadjuvant chemotherapy in 
MIBC. The A031701 trial is evaluating bladder preservation in patients with DDR mutations who 
achieve a pathologic (p)CR following neoadjuvant therapy with gemcitabine-cisplatin
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EARLY STAGE BLADDER CANCER: OVERVIEW (3/3) 
(BERNARD H. BOCHNER)

> The basal subtype of MIBC also appears to derive the greatest benefit from platinum-based 
neoadjuvant therapy in retrospective analyses

> Neoadjuvant therapy for MIBC with ICIs, alone or in combination with chemotherapy, has been 
associated with pCR rates of 30%–45%

> In the adjuvant setting for MIBC, the IMvigor010 trial with atezolizumab was negative for DFS 
improvement, while the CheckMate 274 trial with nivolumab was positive, although the data have 
not yet been published; the AMBASSADOR trial with pembrolizumab is ongoing
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EARLY STAGE BLADDER CANCER: DISCUSSION 
HIGHLIGHTS (1/2)
> Many of the experts indicated they are receiving referrals of patients with NMIBC who are looking 

for treatment with pembrolizumab. However, there is concern about the low response rates 
associated with pembrolizumab and the danger that some high-risk patients may not be referred for 
cystectomy early enough
− Experts perceive that urologists do not want to manage IO-related side effects. There is also concern about 

the ability of patients with NMIBC to tolerate the side effects associated with IO combinations
− Intravesical ADCs or other novel agents would likely be preferred by urologists, and may be better tolerated 

by patients than systemic therapies

> Currently, experts are only using the criterion of platinum eligibility to select patients with MIBC for 
neoadjuvant therapy; better biomarkers are needed to identify appropriate candidates 

> For patients with MIBC, the activity of ICIs (alone and in combination) in the neoadjuvant setting is 
considered encouraging. There is enthusiasm for evaluating other new agents, such as ADCs, that 
have demonstrated efficacy in the metastatic setting, particularly against visceral disease
− pCR may not be the optimal endpoint for evaluating IO-based therapies in the neoadjuvant setting; survival 

endpoints and duration of response may be more informative
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EARLY STAGE BLADDER CANCER: DISCUSSION 
HIGHLIGHTS (2/2)
> If nivolumab gains regulatory approval in the adjuvant setting for MIBC on the basis of the 

CheckMate 274 trial, it could become a backbone to build on in the adjuvant setting, and other 
immune-enhancing agents such as pegylated IL-2 could be attractive combination candidates

> Experts predict that it will be combinations and alternative therapies that move the field of MIBC 
forward
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CURRENT AND FUTURE TREATMENT OF ADVANCED 
BLADDER CANCER: OVERVIEW (1/2) (SCOTT TAGAWA)

> Platinum-based chemotherapy followed by switch maintenance with avelumab is considered the 
first-line SOC for most patients with metastatic urothelial cancer (mUC), on the basis of the OS 
benefit observed in the JAVELIN Bladder 100 trial
− Three first-line trials evaluating anti–PD-1/PD-L1 mAbs alone, in combination with anti–CTLA-4 mAbs, or 

with chemotherapy showed no benefit compared with platinum-based chemotherapy
− The IMvigor130 trial showed a 1.9-month improvement in PFS with the addition of atezolizumab to 

gemcitabine-platinum chemotherapy that did reach statistical significance
− The NILE trial evaluating the addition of durvalumab + tremelimumab to gemcitabine-platinum 

chemotherapy is still accruing

> A press release indicated that the confirmatory phase III EV-301 trial of enfortumab vedotin (EV) in 
previously treated mUC met its OS and PFS endpoints, and this is expected to lead to full FDA 
approval and initial European Medicines Agency approval
− The phase I EV-103 trial of EV + pembrolizumab as first-line therapy in cisplatin-ineligible mUC showed 

robust activity with durable responses 
− The EV-302 phase III trial is comparing first-line EV ± pembrolizumab in cisplatin-ineligible patients with 

mUC
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CURRENT AND FUTURE TREATMENT OF ADVANCED 
BLADDER CANCER: OVERVIEW (2/2) (SCOTT TAGAWA)

> Sacituzumab govitecan (SG) produced a 27% ORR in patients with mUC previously treated with a 
platinum and an ICI in the single-arm TROPHY-U-01 trial, and a phase III trial is being initiated
− The ORR was 30% in patients who had previously received EV also

> A human epidermal growth factor receptor 2 (HER2)-targeted ADC, RC48-ADC, is being evaluated 
in HER2-positive mUC, and reported an ORR of 50% in a phase II trial; this agent has received 
breakthrough designation

> Erdafitinib is approved for the treatment of mUC with fibroblast growth factor receptor (FGFR) 
alterations; the ongoing phase III THOR trial is comparing erdafitinib vs chemotherapy in patients 
with mUC previously treated with an ICI, and vs pembrolizumab in ICI-naive patients. Erdafitinib is 
also being investigated in BCG-resistant NMIBC 
− Other FGFR-targeted agents, including infigratinib, rogaratinib, and vofatamab, are also in clinical 

development 

> Multikinase inhibitors are in development, and early data with nintedanib and cabozantinib appear 
promising 
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CURRENT AND FUTURE TREATMENT OF ADVANCED 
BLADDER CANCER: DISCUSSION HIGHLIGHTS (1/3)
> Experts consider platinum-based chemotherapy followed by switch maintenance with avelumab to 

be the first-line SOC for most patients with metastatic bladder cancer
− On the basis of all the data from trials evaluating ICIs in the first-line setting, experts do not see any role for 

these agents upfront in patients eligible for either cisplatin or carboplatin 
− Experts also do not see a role for testing for PD-L1 expression at the current time; FGFR is currently the 

only useful biomarker for making therapy decisions in mUC. HER2 may be used in the future
− There is concern that community oncologists may still be using ICIs widely in the first-line setting and may 

not have adopted maintenance therapy with avelumab; more educational efforts are needed
− Experts speculated that the reason the JAVELIN Bladder 100 trial was so positive is that patients with the 

most aggressive cancers were selected out by the trial design – only patients who responded or had 
disease stabilization on first-line therapy went on to receive avelumab maintenance therapy. It was noted 
that on other ICI trials, there is a subset of patients who progress very rapidly, and this may contribute to 
the negative results observed in first-line trials. Chemotherapy may also prime tumors for response to 
subsequent ICI therapy, by creating an inflammatory environment, releasing antigens, and eliminating 
regulatory T cells and myeloid suppressor cells

> Experts perceive the available anti–PD-1/PD-L1 mAbs as equivalent, but only avelumab and 
pembrolizumab have level 1 evidence in mUC
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CURRENT AND FUTURE TREATMENT OF ADVANCED 
BLADDER CANCER: DISCUSSION HIGHLIGHTS (2/3)
> EV is considered the second-line standard for most patients following progression on platinum-based 

chemotherapy and IO maintenance
> The optimal sequencing of EV and erdafitinib in patients with FGFR-altered bladder cancer is unclear. 

Some data suggest EV and other ADCs may be less active in these patients, although several experts 
noted that they have seen responses in such patients. This question should be further investigated by 
pooling data from trials evaluating ADCs, to determine response rates in FGFR-altered tumors
− Erdafitinib is perceived to be a difficult drug for patients, with challenging toxicities. In addition, the requirement 

for ophthalmology consultations is challenging, particularly during the COVID-19 pandemic
− There is substantial interest in the development of FGFR-targeted mAbs, which may have better tolerability 

profiles 

> Experts consider SG to be very active in pretreated metastatic bladder cancer, and expect this agent to 
receive approval in the near future
− The optimal sequencing of EV and SG is unclear; the activity of SG appears to be similar in patients regardless 

of whether they have previously received EV, and this suggests that at least initially, SG would be used after EV
− Patient comorbidities will also factor into the choice between EV and SG, and experts noted that SG may be 

preferred in patients with pre-existing neuropathy and/or diabetes
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CURRENT AND FUTURE TREATMENT OF ADVANCED 
BLADDER CANCER: DISCUSSION HIGHLIGHTS (3/3)
> There is substantial interest in evaluating the ADCs in combination with ICIs, and in earlier lines of 

therapy and disease stages
> Early data with the multikinase inhibitors nintedanib and cabozantinib are considered interesting 

and worth exploring further
> Experts also expressed enthusiasm regarding the investigation of the HER2-targeted ADC 

disitamab vedotin in patients with HER2-positive bladder cancer
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