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STUDY OBJECTIVE

> To gain advisors’ perspectives on the management of ovarian cancer with regard 
to molecular testing and first-line and maintenance therapy options
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REPORT SNAPSHOT (1/2) 

> A moderated, virtual roundtable discussion focusing on treatment of ovarian cancer 
was held on December 17, 2020

> Disease state and data presentations were developed in conjunction with Dr Dan 
Veljovich from Swedish Cancer Institute 

> Insights on the following therapies were obtained: chemotherapies (platinums, 
taxanes), olaparib, niraparib, bevacizumab

> Data collection was accomplished through use of audience response system 
(ARS) questioning and in-depth moderated discussion
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REPORT SNAPSHOT (2/2)
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> The group of advisors comprised 8 community oncologists from several practices

Practice City/State # of Advisors
Swedish Cancer Institute Seattle, WA 1
Rocky Mountain Oncology Casper, WY 1
Sutter Medical Group San Francisco, CA 1
Washington Permanente Medical Group Tacoma, Silverdale, WA 1
Kadlec Clinic of Hematology & Oncology Kennewick, WA 1
Enloe Specialty Physicians Chico, CA 1
San Jose Medical Group San Jose, CA 1
EPIC CARE Emeryville, CA 1



Participant Demographics



PARTICIPANT DEMOGRAPHICS (1/2)
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PARTICIPANT DEMOGRAPHICS (2/2)
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For the majority of advisors (57%), gynecologic cancers represent up to 10% of the total patients 
they see each month. Of the gynecologic cancer patients, up to 20% of them are ovarian cancer 

patients for the majority of advisors (57%).

What percentage of your TOTAL patients 
whom you see per month have gynecologic 

cancers? (N = 7*)

57%

43%

0%

1%–10%

11%–20%

21%–30%

>30%

What proportion of your gynecologic cancer 
patients whom you see per month have ovarian 

cancer? (N = 7*)

29%

29%
0%

43%

1%–10%

11%–20%

21%–30%

>30%

*One advisor did not answer question.



Key Insights



TOPLINE TAKEAWAYS – OVARIAN CANCER
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Advisors cited the importance of performing both somatic (for BRCA and homologous recombination deficiency 
[HRD]) and germline testing to get treatment plans in place and help determine maintenance therapy for their 
patients, but germline testing is more heavily used. A majority of advisors test for HRD in the frontline setting, 
most of whom do so in all patients, but one advisor reported doing so only in gBRCA-negative patients. Most 
advisors were informed about whether their HRD testing includes both homologous recombination repair 
mutation (HRRm) and genomic instability. 

Molecular Testing in Advanced Ovarian Cancer

Advisors showed a strong preference for olaparib over niraparib in BRCA-mutated patients, for a wide variety 
of reasons, including familiarity, favorable toxicity profile, clinical trial efficacy data, ongoing olaparib clinical 
trials at advisor institutions, good customer service, insurance approval, and positive experiences in patients. 
Advisors reported that SOLO-1 data have had the biggest impact on their treatment decision in first-line 
maintenance therapy. For BRCA-mutated patients receiving carboplatin-paclitaxel, olaparib is strongly 
preferred as maintenance therapy, and olaparib + bevacizumab is strongly preferred as maintenance therapy 
for BRCA-mutated patients receiving carboplatin-paclitaxel + bevacizumab.

First-Line and Maintenance Therapy Options



MOLECULAR TESTING IN ADVANCED OVARIAN CANCER
Topic Data and Insights
Molecular testing All advisors are testing for BRCA germline and somatic mutations in certain circumstances, but germline testing 

appears to be more routine. A majority of advisors test for HRD in the frontline setting. Most advisors were informed 
about whether their HRD testing includes both HRRm and genomic instability
• All advisors perform germline and somatic BRCA mutation testing in their first-line ovarian cancer patients; 86% test >75% 

of their patients for germline mutations and 43% test >75% of their patients for somatic mutations
– One advisor shared that he was not convinced that germline testing is necessary if somatic BRCA mutation testing is 

performed, although he typically still does it
– Another admitted that he never really considered somatic testing prior to this meeting but he is now considering it

• Just over half of the advisors (57%) are testing for HRD in the frontline setting to inform treatment decisions, either in all 
patients (43%) or only in gBRCA-negative patients (14%)
– The most frequently used sample type for HRD testing is archival tissue (67%), followed by fresh biopsy of a metastatic 

lesion (11%) and blood or saliva sample (11%)
– Multiple advisors reported that they order somatic testing only in select patients, depending on disease burden, 

performance status, comorbidities, etc
• Most advisors (67%) reported their HRD testing includes both HRRm and genomic instability, although one advisor was 

uncertain whether his HRD testing includes both. The remaining advisor reported not testing for HRD
– One advisor pointed out the importance of having loss of heterozygosity (LOH) information, which Foundation Medicine 

provides  
• Foundation Medicine is the most frequently used commercial gene assay for HRRm testing (36%) among these advisors, 

followed by Myriad (14%), Tempus (14%), and Ambry Genetics (14%) 
– Foundation Medicine was lauded by multiple advisors for their logistics and breadth of information provided, but 

complaints against them included poor customer service, difficult-to-decipher reports, and lack of PD-L1 percentage
– Advisors reported that Tempus and Caris provide PD-L1 percentage information
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MOLECULAR TESTING IN ADVANCED OVARIAN CANCER –
QUOTES
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“Until tonight I was doing germline testing only, without really 
thinking deeply for a patient who’s in complete remission after 
chemo surgery, and if their germline is wild type, whether I need 
to go ahead do a somatic test . . . I think the data may be there. 
Maybe I should do it.”

“I use a lot of Foundation, and the main reason—in addition to 
testing MSI, also some mutation, I always want that LOH part, 
the HRD part. The annoying part for doing Myriad test is you 
don't get any other mutation . . . If you're doing a test, they all 
cost about the same – why not get . . . as much information as 
you get from 1 test?”

“Tempus . . . give[s] me PD-L1 percentage. FoundationOne 
doesn't do that . . . and Tempus always give[s] me RNA 
sequencing data, too, and I don't think FoundationOne give[s] 
me . . . that.”

“We send [the patient] to a genetic counselor, and they seem to 
be able to get authorization much better than us, and so . . . we 
incorporate them into our workflow process.”

“What I'm looking for is a test that's coherent, that gives me an 
answer. Because . . . FoundationOne – they give me 65 pages of 
information. I just . . . want to know, are you BRCA wild type . . . 
do you have the mutation, do you have . . . something that I can 
use to use a targeted therapy for in the maintenance setting?”

“I do germline for ovarian cancer, I do, all the patients. I think that 
is important for the patient, for the family, and for the future . . . 
and because it's easy, now FDA approved that . . . I don't get a 
lot of pushback with regarding of the billing.”

“Oftentimes our gyn-oncs actually . . . [order] Myriad [molecular 
testing].”

“When I get the patients back, I do order sequencing on the 
tumor . . . usually. My gyn-oncs . . . don't usually venture in 
ordering those for my patients, and I like that part of controlling 
which tests I want.”

“I'm not 100% convinced there's a utility after you get somatic 
testing. If you do a Foundation or Tempus [test], you get all the 
mutations you need. If you don't have a BRCA1 or BRCA2
[mutation] and it's ovarian cancer, why do you want to look for it 
in germline?”



FIRST-LINE AND MAINTENANCE THERAPY OPTIONS (1/2)
Topic    Data and Insights
Perceptions of 
PARPi

Advisors showed a preference to use olaparib in BRCA-mutated patients, for a wide variety of reasons. SOLO-1 is 
reported to have had the biggest impact on treatment decision for first-line maintenance therapy 
• Over the last 3 months, most advisors have prescribed niraparib (71%) and olaparib (100%), and 43% of advisors believe 

olaparib has the most favorable safety profile in ovarian cancer (compared with 14% for niraparib)
– Many advisors showed a strong preference for olaparib over niraparib (3:1) when choosing between PARP inhibitors for 

their BRCA-mutated patients, citing familiarity, favorable toxicity profile, clinical trial efficacy data, ongoing olaparib 
clinical trials at advisor institutions, good customer service, insurance approval, and positive experiences in patients 

• The majority of the advisors (57%) indicated the approval of olaparib (SOLO-1) has had the biggest impact on their practice, 
with the rest of the advisors evenly split among approvals for olaparib + bevacizumab (PAOLA-1), niraparib (PRIMA), and no 
meaningful impact
– On the basis of the progression-free survival (PFS) data from the PAOLA-1 and PRIMA trials, one advisor suggested that 

olaparib + bevacizumab and niraparib both have similar PFS benefit in homologous recombination-proficient (HRP) 
populations

– One advisor who uses olaparib alone upfront for BRCA-mutated disease reported that, after the presentation of the 
PAOLA-1 data, he is now open to considering olaparib + bevacizumab

• For patients with newly diagnosed BRCA-mutated advanced ovarian cancer, olaparib is anticipated to be the most commonly 
used approach for first-line maintenance (63%), either with bevacizumab (25%) or alone (38%), with the rest evenly split 
among bevacizumab monotherapy, niraparib, and watch and wait

• For newly diagnosed HRD-positive/BRCA-wild type patients, 38% would choose olaparib and 25% would choose niraparib, 
with the rest evenly split among bevacizumab monotherapy, olaparib + bevacizumab, and watch and wait

• For newly diagnosed HRD-negative/BRCA-wild type patients, bevacizumab monotherapy is the preferred choice for first-line 
maintenance (63%), followed by watch and wait (25%) and then niraparib (13%)
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FIRST-LINE AND MAINTENANCE THERAPY OPTIONS (2/2)
Topic  Data and Insights
Patient case 
scenarios

For BRCA-mutated patients, carboplatin-paclitaxel is the preferred primary treatment, and olaparib is the strongly 
preferred maintenance therapy for this patient population; for BRCA-mutated patients treated with carboplatin-
paclitaxel + bevacizumab, olaparib + bevacizumab is the preferred maintenance therapy
• Scenario: 54 y/o with stage IIIC epithelial ovarian cancer s/p primary optimal debulking surgery including TH, BSO, 

infragastric omentectomy, and diaphragmatic/peritoneal stripping with no gross residual macroscopic disease. She has no 
family history of ovarian or breast cancer 
– Half of advisors would perform both germline and somatic BRCA1/2 mutation testing, 38% would only perform germline 

BRCA1/2 mutation testing, and the remaining advisor would perform somatic HRD testing with reflex germline testing
– If testing revealed a gBRCA mutation, most advisors (75%) would prescribe carboplatin-paclitaxel for primary treatment; 

the remaining 25% would prescribe carboplatin-paclitaxel + bevacizumab 
– If the patient was treated with carboplatin-paclitaxel and had a CR with normalization of CA125 and negative exam, 88% 

would prescribe olaparib as the posttreatment strategy; the remaining advisor would prescribe niraparib
– If the patient was instead treated with carboplatin-paclitaxel + bevacizumab as primary treatment, 75% would prescribe 

bevacizumab-olaparib as maintenance therapy and 25% would prescribe olaparib
– If genetic testing revealed that the patient was BRCA1/2-wild type and HRP and was treated with carboplatin-paclitaxel 

+ bevacizumab as primary treatment, 75% of advisors would prescribe bevacizumab as maintenance therapy, with the 
remaining 2 advisors split between olaparib + bevacizumab and niraparib
 One advisor expressed confusion over how long to keep treating with maintenance bevacizumab

• The most common reason advisors would choose PARP inhibitor monotherapy over olaparib + bevacizumab for a patient 
with a gBRCA1/2 mutation who received bevacizumab-containing primary therapy is adverse events (50%), followed by the 
magnitude of benefit added with the combination (38%), and then cost to the patient (13%)

 One advisor explained that he’d like to give bevacizumab more frequently, but his patient population has a high 
incidence of obesity, hypertension, smoking, and diabetes, which makes him decide to forgo bevacizumab
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FIRST-LINE AND MAINTENANCE THERAPY OPTIONS –
QUOTES
“For the mutant [BRCA-mutated disease], I use either one . . . olaparib or 
niraparib. Depends on the tolerance. Niraparib . . . has a problem with 
thrombocytopenia. Olaparib has less of the thrombocytopenia from my 
experience . . . it has a little bit more anemia. But . . . [if] my patient . . . [is] 
very skinny, they . . . already have baseline low platelet, I may avoid niraparib.”

“I give bev upfront [to a] patient . . . with large ascites, pleural effusion . . . 
to dry those fluids . . . or [to a] patient [who] did not have very good 
response after first cycle, they still have very symptomatic disease . . . If I 
start it . . . I will continue it as maintenance.”

“I'm a heavy bev user in first line, and my standard is to continue bev for 
maintenance, with the exception if they are BRCA1 or BRCA2 mutation 
positive, [where] my trend has been to stop and do olaparib alone. After 
this presentation, I’m . . . open to discussion, but I feel like olaparib alone 
is enough in those situations.”

“In [an] HRP patient, I do not use niraparib, because my experience with 
it is it's very toxic. You have to be very careful with the dosing, checking 
the blood. I don't think it's worth it. I would go with bevacizumab alone.”

“I still like olaparib and bevacizumab, because I think they are well 
tolerated, very familiar medications.” 
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“Frontline, I like olaparib better, because . . . SOLO-1 is deep in 
my mind . . . I have pretty good experience with olaparib, and 
it's still my go-to medication . . . Niraparib is a good option, but . 
. . [I’m] more familiar and comfortable with olaparib.”

“I'm not testing everybody for somatic, so if they're germline-
negative, then . . . you have to think about to have the testing 
completed . . . in order to put them on olaparib.”

“I don't know if you could really say one [PARP inhibitor] is 
better than the other, unless it's just based on your experience. 
They all have side effects.”

“I have a patient who has CNS recurrence, BRCA-positive, 
where I have used the Zejula . . . the data's not strong, but it's 
probably the best . . . with CNS penetration.”

“I use more olaparib . . . because I'm more familiar with the 
drug and I know how to manage the side effects. And more 
importantly, I know the company, I know all the reps, and they 
give me really good customer service.”



Advisor Key Takeaways



ADVISOR KEY TAKEAWAYS
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Dr 1
• Importance of upfront HRD testing

Dr 2
• Consideration of Myriad testing

Dr 3
• Need for more somatic testing

Dr 4
• Need to stay abreast of current research

Dr 5
• Maintenance therapy is key
• Need for both germline and somatic testing

Dr 6
• Importance of obtaining germline and somatic testing 

results at the same time

Dr 7
• Need for somatic testing on most patients

Dr 8
• Need for more somatic testing upfront



ARS DATA
MOLECULAR TESTING IN ADVANCED 
OVARIAN CANCER



WHAT PERCENTAGE OF YOUR FIRST-LINE OVARIAN CANCER 
PATIENTS RECEIVE GERMLINE BRCA MUTATION TESTING? 
(N = 7*)

20
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WHAT PERCENTAGE OF YOUR FIRST-LINE OVARIAN CANCER 
PATIENTS RECEIVE TUMOR (SOMATIC BRCA) TESTING? 
(N = 7*)
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14%

43%

0% 0%

43%

0% 1%–25% 26%–50% 51%–75% 76%–100%

21*One advisor did not answer question.



ARE YOU TESTING FOR HOMOLOGOUS RECOMBINATION 
DEFICIENCY (HRD) IN THE FRONTLINE TO INFORM 
TREATMENT DECISIONS? (N = 7*)
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14%

43%
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*One advisor did not answer question.



WHICH OF THE FOLLOWING SAMPLE TYPES ARE YOU USING 
FOR HRD TESTING? PLEASE SELECT ALL THAT APPLY.           
(N = 7*)
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Archival tissue (ie, primary tumor) Blood or saliva sample Fresh biopsy of a metastatic lesion I do not test for HRD

23*One advisor did not answer question.



DOES YOUR HRD TEST INCLUDE HOMOLOGOUS 
RECOMBINATION REPAIR (HRR) MUTATIONS AND GENOMIC 
INSTABILITY VIA TUMOR TISSUE? (N = 6*)
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*Two advisors did not answer question.



WHICH COMMERCIALLY AVAILABLE GENE ASSAYS DO YOU 
CURRENTLY USE FOR HRRm TESTING? PLEASE SELECT ALL 
THAT APPLY. (N = 7*)
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14%

7%

36%

14% 14%

7% 7%

Ambry Genetics Caris Molecular
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*One advisor did not answer question.



ARS DATA
FIRST-LINE AND MAINTENANCE 
THERAPY OPTIONS



APPROXIMATELY HOW MANY OVARIAN CANCER PATIENTS 
HAVE YOU TREATED WITH NIRAPARIB (ZEJULA) OVER THE 
PAST 3 MONTHS? (N = 7*)
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*One advisor did not answer question.



APPROXIMATELY HOW MANY OVARIAN CANCER PATIENTS 
HAVE YOU TREATED WITH OLAPARIB (LYNPARZA) OVER THE 
PAST 3 MONTHS? (N = 8)
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WHICH OF THE FOLLOWING PARPi HAS THE MOST 
FAVORABLE SAFETY PROFILE IN OVARIAN CANCER? (N = 7*)
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0% 0%
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*One advisor did not answer question.



WHICH RECENT APPROVAL FOR PRIMARY MAINTENANCE 
HAS HAD THE BIGGEST IMPACT ON YOUR PRACTICE? 
(N = 7*)

30

0%

14%

57%

14%

14%

0%

Bevacizumab (GOG-218)

Niraparib (PRIMA)

Olaparib (SOLO-1)

Olaparib + bevacizumab (PAOLA-1)

None have had a meaningful impact

They have had similar impacts

Percentage of physicians

*One advisor did not answer question.



WHAT DO YOU ANTICIPATE BEING YOUR MOST COMMONLY 
USED APPROACH TO FIRST-LINE MAINTENANCE IN YOUR 
PATIENTS WITH NEWLY DIAGNOSED BRCAm ADVANCED 
OVARIAN CANCER? (N = 8)

31
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WHAT DO YOU ANTICIPATE BEING YOUR MOST COMMONLY 
USED APPROACH TO FIRST-LINE MAINTENANCE IN YOUR 
PATIENTS WITH NEWLY DIAGNOSED HRD-POSITIVE/BRCAwt
ADVANCED OVARIAN CANCER? (N = 8)
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WHAT DO YOU ANTICIPATE BEING YOUR MOST COMMONLY 
USED APPROACH TO FIRST-LINE MAINTENANCE IN YOUR 
PATIENTS WITH NEWLY DIAGNOSED HRD-NEGATIVE/BRCAwt 
ADVANCED OVARIAN CANCER? (N = 8)
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PATIENT CASE

34

> 54 y/o with stage IIIC epithelial ovarian cancer s/p primary optimal debulking 
surgery including TH, BSO, infragastric omentectomy, and 
diaphragmatic/peritoneal stripping with no gross residual macroscopic disease. 
She has no family history of ovarian or breast cancer 
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WHAT ADDITIONAL TESTING DO YOU ORDER? (N = 8)
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Germline BRCA1/2 mutation testing

Germline and somatic BRCA1/2 mutation testing

Germline HRD testing

Somatic HRD testing with reflex germline testing
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GERMLINE TESTING REVEALED A gBRCA MUTATION. WHAT 
THERAPY WOULD YOU RECOMMEND FOR PRIMARY 
TREATMENT? (N = 8)

36
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PATIENT CASE CONTINUED

37

> 54 y/o with stage IIIC epithelial ovarian cancer s/p optimal debulking surgery 
with no gross residual macroscopic disease. Germline testing revealed a 
gBRCA mutation. She was treated with carboplatin-paclitaxel and had a CR 
with normalization of CA125 and negative exam 
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WHAT POSTTREATMENT STRATEGY WOULD YOU 
RECOMMEND? (N = 8)
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ASSUME THE PATIENT WITH A gBRCA MUTATION WAS GIVEN 
CARBOPLATIN-PACLITAXEL-BEVACIZUMAB AS PRIMARY 
THERAPY. WHAT WOULD YOU OFFER NOW AS 
MAINTENANCE THERAPY? (N = 8)
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IF THIS PATIENT WAS BRCA1/2wt AND HRP, WHAT WOULD 
YOU OFFER AS MAINTENANCE THERAPY AFTER 
CARBOPLATIN-PACLITAXEL-BEVACIZUMAB PRIMARY 
THERAPY? (N = 8)
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WHAT IS THE PRIMARY REASON YOU MIGHT CHOOSE PARP 
INHIBITOR MONOTHERAPY OVER BEVACIZUMAB + 
OLAPARIB FOR A PATIENT WITH A gBRCA1/2 MUTATION WHO 
RECEIVED BEVACIZUMAB-CONTAINING PRIMARY THERAPY? 
(N = 8)

41
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