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To gain advisors’ perspectives on

> Current treatment practices regarding therapy of advanced RCC

> Current treatment practice attitudes toward recently introduced and upcoming agents

STUDY OBJECTIVES

REPORT OBJECTIVES
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REPORT SNAPSHOT: SESSION OVERVIEW
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A moderated roundtable 
discussion was held with 
community oncologists 
from the Southeast 
United States in a virtual 
setting on May 5, 2021

Disease state and data 
presentations were led by 
Dr Tian Zhang from 
Duke University and 
moderated by Dr Sushil 
Bhardwaj from the Good 
Samaritan Regional 
Medical Center, in 
conjunction with content 
developed by the 
Aptitude Health clinical 
team

Insights were obtained on 
first-line and 
subsequent therapies 
for advanced RCC in the 
community setting and 
impact on patient 
management 

Data collection was 
accomplished through 
use of audience 
response system (ARS) 
questioning and in-depth 
moderated discussion 



REPORT SNAPSHOT: ATTENDEE OVERVIEW

> The group of advisors comprised 9 community oncologists from the Southeast United States
− Attendees of the roundtable represented community oncologists from Florida and Georgia
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INSTITUTION CITY STATE
Florida Cancer Specialists Orlando FL

Florida Cancer Specialists Fleming Island FL

Florida Cancer Specialists New Port Richey FL

Florida Cancer Specialists Lake Worth FL

Georgia Cancer Specialists Athens GA

Georgia Cancer Specialists Atlanta GA

Georgia Cancer Specialists Macon GA

Georgia Cancer Specialists Douglasville GA

Georgia Cancer Specialists Austell GA



REPORT SNAPSHOT: AGENDA
Time (EST) Topic

6.00 PM – 6.15 PM
(15 min)

Introduction and ARS Questions
• Program overview
• Round-robin introductions
• ARS questions

6.15 PM – 7.25 PM
(70 min)

First-Line Therapy in Advanced RCC
• Overview of current data

– Selection of approved TKI therapy
– Immunotherapy combinations
– Review of differential efficacy, safety, and tolerability across TKIs 
– Cabozantinib in first- vs subsequent-line treatment
– Therapy for patients with poor-risk features vs favorable

• Reaction and discussion

7.25 PM – 7.35 PM
(10 min) Break

7.35 PM – 8.45 PM
(70 min)

Subsequent Management for Advanced RCC
• ARS questions
• Overview of current data

– Impact of first-line therapy on subsequent therapy sequencing
– Therapy following initial TKI failure
– TKIs vs immunotherapy vs mTOR inhibition (or combinations?)

• Reaction and discussion 

8.45 PM – 9:00 PM
(15 min) Key Takeaways and Meeting Evaluation
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Topline Takeaways and 
Strategic Recommendations
INSIGHTS INTO RCC



MEETING OBJECTIVES WERE ACHIEVED: TOPLINE 
TAKEAWAYS (1/2)

> Gain insight into how community 
oncologists make first-line 
treatment choices in RCC

> Determine the potential impact of 
newly approved combination 
therapies on the first-line RCC 
landscape 

> Understand how available 
therapies are being used in 
second-line treatment of advanced 
RCC and how first-line treatment 
choices affect those decisions 

Through ARS questions and 
moderated discussions, community 
oncologists described their testing 
practices and challenges experienced

> Most advisors agree that TKI + IO 
should be used as first-line 
therapy in advanced RCC

> All advisors have used 
cabozantinib in first- or 
subsequent-line treatment

> Most advisors have not yet used 
cabozantinib + nivolumab in the 
first-line setting

> Few advisors were aware that 
cabozantinib also targets 
MET/AXL as an additional 
mechanism of action

OBJECTIVE PROCESS INSIGHTS
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MEETING OBJECTIVES WERE ACHIEVED: TOPLINE 
TAKEAWAYS (2/2)

> Gain insight into how community 
oncologists make first-line 
treatment choices in RCC

> Determine the potential impact of 
newly approved combination 
therapies on the first-line RCC 
landscape 

> Understand how available 
therapies are being used in 
second-line treatment of advanced 
RCC and how first-line treatment 
choices affect those decisions 

Through ARS questions and 
moderated discussions, community 
oncologists described their testing 
practices and challenges experienced

> Most advisors agree that 
cabozantinib is their preferred 
second-line therapy for advanced 
RCC, especially in the setting of 
bone metastasis 

> Advisors are hesitant to use 
cabozantinib + nivolumab as first-
line therapy until another equally 
successful second-line therapy 
becomes available

> Advisors are excited by the 
cabozantinib + HIF-2α
(belzutifan) data in refractory 
RCC

OBJECTIVE PROCESS INSIGHTS
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Key Insights and 
Discussion Summary



KEY INSIGHTS: FIRST-LINE TREATMENT OF ADVANCED RCC 
(1/2)
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Determine the potential impact of newly 
approved combination therapies on the 
first-line RCC landscape

Understand how available therapies are 
being used in second-line treatment of 
advanced RCC and how first-line treatment 
choices affect those decisions 

First-line choice varies among advisors; however, most agree that a TKI + IO combination should be utilized
> 100% of advisors have also utilized a single-agent TKI as first-line treatment for RCC in the last year
> All advisors utilize the IMDC risk-stratification criteria to help make their first-line treatment decisions

− TKI + IO is preferred by many advisors for low-risk patients, with IO-IO preferred for intermediate- to high-risk 
patients

− Age, performance status, disease burden, and insurance coverage were also noted as important factors in 
determining first-line treatment choice

− One advisor noted a preference for TKI in the setting of CNS disease, due to increased penetration from the small 
molecule into the brain

− Several advisors noted a preference for TKI + IO, notably cabo + nivo, over single-agent TKI in younger patients 
with visceral disease

> Only 1 advisor was aware that cabozantinib also targeted MET/AXL 
> Several advisors were intrigued to learn of the success of VEGF inhibition in pancreatic metastasis 

Gain insight into how community 
oncologists make first-line treatment 
choices in RCC



KEY INSIGHTS: FIRST-LINE TREATMENT OF ADVANCED RCC 
(2/2)
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Overall, advisors are glad to have additional treatment options, but expressed concern over how best to sequence 
the available agents
> 100% of advisors have tried axitinib + pembrolizumab and/or ipilimumab + nivolumab combination therapy in 1–3 

patients
− Several advisors expressed a “habit” for utilizing axi + pembro, since it was the first to be approved

• Axitinib was also noted to be preferred in the setting of bone metastasis 
− One advisor noted the potential for CR with ipi + nivo, and prefers this option for patients who can tolerate it

> Few have experience with and/or would recommend lenvatinib + pembrolizumab in first line
> 67% of advisors have never used cabozantinib + nivolumab in the first-line setting

− However, many expressed the desire to utilize this combination more moving forward
• 100% of advisors have used cabozantinib either as first- or subsequent-line therapy in RCC

− Advisors typically start with 40 mg cabo and work up to 60 mg, whether first or subsequent line

Determine the potential impact of newly 
approved combination therapies on the 
first-line RCC landscape

Understand how available therapies are 
being used in second-line treatment of 
advanced RCC and how first-line treatment 
choices affect those decisions 

Gain insight into how community 
oncologists make first-line treatment 
choices in RCC



FIRST-LINE TREATMENT – INSIGHTS AND DATA

DISCUSSION: FIRST-LINE TREATMENT OF ADVANCED RCC (1/3)
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“I look at the [IMDC] certification for sure, because I think that’s going to determine how soon I want to get 
them in therapy. If there is someone with low-risk disease, with low burden, sometimes you may want to wait 
and see how the disease behaves. But with intermediate- to high-risk patients, I look at disease burden.” 

“The young age of the patient and the presence of visceral metastases would lead me to choose cabo + 
nivo, over a single-agent TKI.”

“Age doesn’t really play a role in my decision-making. I use age only regarding TKI tolerance, as the new 
[lower] dosing schedules make me less concerned.” 

“Similar to everyone else, I do the risk-stratification. Low-risk and intermediate- to high-risk. If they’re low-risk 
I try to give everyone some type of TKI with IO. With intermediate- to high-risk, I try ipi + nivo if I think they’re 
a good candidate. If I think ipi + nivo might be too toxic, I’ll go with a TKI + IO therapy.”

“In most of these patients I’m probably going for a TKI + checkpoint inhibitor combination. So, I’m not sure 
that the risk criteria really changed my treatment decision.”

“It will depend on performance status and what they can tolerate. Also, his or her insurance coverage, that’s 
important in my decision.”

“Unfortunately, we are stuck with oral pretty much across the board, unless you’re doing ipi + nivo. So, if 
someone absolutely can’t afford oral, then we’re pretty much stuck with ipi + nivo, which I don’t know that I 
would necessarily do that in a favorable-risk [patient]. Yes, these drugs are expensive. I run into cost issues 
all the time.” 

Factors affecting first-line 
treatment choice 



DISCUSSION: FIRST-LINE TREATMENT OF ADVANCED RCC (2/3)

Factors affecting first-line 
treatment choice, continued 

“I definitely follow the IDMC risk criteria in determining what kind of first-line treatment the patient needs. But in 
general, if the patient is fit, young, with a good performance status, I prefer IO-IO. In patients with metastatic 
bone-only disease, I prefer cabo + nivo. Nowadays I’m doing the next-gen sequencing on almost all my cancer 
patients, and if they have MEK amplification I go with cabo + nivo. Low-risk, elderly, frail patients I might 
consider pazopanib, but now with the newer combinations I’d try pembro + axi with that subset.” 

“Going with risk stratification is very important because if I have somebody in poor-intermediate, my first choice 
is ipi + nivo, but for favorable risk, either cabo + nivo or axitinib + pembro.”

“If they have visceral disease that needs a fast response, I’m going to use a TKI + IO. If they have intermediate 
disease and there is some time to wait, I may try the IO combination of ipi + nivo to capitalize on that tail-end of 
the curve. If they have CNS disease, I favor a TKI because I think there is more penetration from the small 
molecule into the brain.”

“I think combining a TKI with immunotherapy, just mechanistically it’s a stronger combination. So, I do think it is 
better than single agent.” 

“I think a TKI with IO is a better combination first-line. So, I’m not planning cabo + nivo thinking of what my 
second line [will be] at that point.”

“Single-agent TKI would be used in patients that do not have a very high, poorly differentiated malignancy, or 
those with a worse performance status than the others.”

“I’m a little less enthusiastic about checkpoint inhibitor-TKI combinations, only because of the costs and the fact 
that we don’t clearly know they’re better. Adding a TKI may speed up the response rate, but it adds a lot of 
toxicity and I’m not clear that they’re helping patients live longer, especially cabo, that’s my 2 cents. I prefer to 
use ipi + nivo, or a single-agent TKI in lower-risk patients.”

Immunotherapy vs 
immunotherapy + TKI vs 
single-agent TKI

FIRST-LINE TREATMENT – INSIGHTS AND DATA



DISCUSSION: FIRST-LINE TREATMENT OF ADVANCED RCC (3/3)
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“I think the new [cabo-nivo or pembro-lenvatinib] data just muddies the waters a bit for me. We have a lot more options, 
and I don’t think it’s really clear. I think it winds up being a personal style and how you value the different pros and cons 
of each regimen.”

“I think I may try to use cabo + nivo a little bit more upfront because you do get good responses with cabo.”

“It certainly opens up more options, and I would love to try cabo + nivo and see how that goes. I don’t know if it is better,
necessarily, but certainly another option.”

“I tend to favor the cabo + nivo combination now. I was using more pembro + axitinib before the other data came out, 
now I favor the cabo + nivo a bit more. Tolerance has been a bit better with that combination, in my experience. In the 
case of bone mets, I think that increased receptors in the bone may be more sensitive to axitinib, but that’s just my 
personal opinion.”

“I’m a creature of habit. I use axi + pembro. I typically save cabo for the next line of therapy. I make my decision when I 
see the patient, see how they’re doing, and then I decide between the ipi + nivo and axi [+ pembro].”

“I’ve mainly been using axi + pembro simply because that’s the regimen that got approved the earliest and so I’ve had 
some experience with it. We don’t have a head-to-head trial, so I don’t think you can really convince me that one 
combination is better than another. One reason I might not use cabozantinib is that I could then use it in the second line.”

“I tend to lean toward ipi + nivo because of the possibility of CR in patients that I feel can tolerate it. If I use IO, I’ll typically 
combine with axitinib in patients that are lower risk. I don’t typically use the newer combinations of cabo + nivo, or len + 
pembro, but I may in the scenario of bone-only metastases. If I were to use a single agent, I’d probably use pazopanib.”

“We actually participated in the CLEAR trial, so I had 1 patient in that study. Unfortunately, she got randomized to len + 
everolimus and had horrible side effects. So I have some affinity for that trial, and I did choose len + pembro for the first 
case, but in real life I’d probably pick axi + pembro.”

Perceptions on newly 
approved/future combination 
therapies
> Axitinib + pembrolizumab vs 
> Ipilimumab + nivolumab vs
> Cabozantinib + nivolumab vs
> Lenvatinib + pembrolizumab

FIRST-LINE TREATMENT – INSIGHTS AND DATA



Key Insights: Treatment of 
Advanced Renal Cell 
Carcinoma
SUBSEQUENT MANAGMENT FOR 
ADVANCED RCC



KEY INSIGHTS: SECOND-LINE AND SUBSEQUENT THERAPY 
IN TREATMENT OF ADVANCED HCC

Gain insight into how community 
oncologists are using TKI vs. 
immunotherapy-based combination 
regimens as first-line treatment for RCC

Determine the potential impact of newly 
approved combination therapies on the 
first-line RCC landscape

Understand how available therapies are 
being used in second-line treatment of 
advanced RCC and how first-line treatment 
choices affect those decisions 

Currently, most advisors prefer cabozantinib as second-line therapy for advanced RCC
> 25% of advisors prefer to use pazopanib as second-line therapy
> Several advisors stated their reluctance to use cabozantinib in the first line, to preserve its mechanism of action for 

subsequent lines 
− Most advisors find it difficult to sequence all the available treatment regimens 

> All advisors agree that disease progression prompts them to change therapies
− Several advisors noted the need to check for “pseudo” progression following first-line immunotherapy
− Most advisors agree that proven efficacy and changing the mechanism of action is important in choosing 

subsequent-line therapy
> Several advisors noted their preference for a cabozantinib-based treatment in the setting of bone metastasis
> Advisors were excited by the cabozantinib + HIF-2α inhibitor (belzutifan) data for refractory RCC

− Several advisors also mentioned the CAR T-cell therapy data as intriguing
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DISCUSSION: SUBSEQUENT MANAGEMENT IN ADVANCED 
RCC (1/2)
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“I have certainly had patients that I have just watched for years. They have very indolent, very slow 
progression. So, I don’t entirely base it upon scans. But if there is obvious progression, yes, I definitely 
switch treatment at that point.”

“If there is clear evidence of disease progression, I usually move on to second-line therapy.”

“With patients who started on IO-IO, I try to be careful and look at the scans. If it is only mild disease 
progression, I would consider that as pseudoprogression and try to repeat again in 3 months. If it is 
real progression, I would definitely switch to cabo.”

The impact of first-line therapy 
on choice of subsequent 
therapy 
> Post-axitinib + pembrolizumab?
> Post-ipilimumab + nivolumab?
> Post-ipilimumab + nivolumab, 

and nivolumab maintenance?

Factors determining when it 
is time to switch therapies 

“I certainly do favor cabo across the board, as far as tolerability. I’ve used sunitinib following axi + 
pembro, but if there is bone predominance, I would favor cabo.”

“If I used a single-agent TKI in the first line, I’d probably go with nivo second-line, because that’s where 
the data is. But most of my patients get axi + pembro, and so I’d use cabo second-line, same for those 
who got ipi + nivo frontline. It’s got the data.”

“I had a patient not too long ago who progressed on the nivo single-agent portion, and I put him on 
cabo as second line, so he’s on single-agent cabo now. I stopped the nivo.”

SUBSEQUENT TREATMENT – INSIGHTS AND DATA



DISCUSSION: SUBSEQUENT MANAGEMENT IN ADVANCED 
RCC (2/2)
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“I may try IO-IO following cabo + nivo frontline, especially with the [results of the] JCO trial.”
“I’d use ipi + nivo based on the trial that showed better PFS. Alternatively, I would use a single-agent 
TKI; either sunitinib or pazopanib. I have also used len + everolimus second-line, but it was not well 
tolerated.”
“I have not used cabo + nivo frontline, but if I did, I’d probably go to a single-agent TKI in second line. I 
might also consider len + pembro in this situation.”
“I would use a single-agent TKI, or IO-IO if I can get it approved. If they have nivo, maybe adding the 
ipi to the nivo can get a little more traction.”
“[Len + pembro], that’s the main option that I would be considering in the future in people that might 
have progressed upfront that didn’t receive lenvatinib. The lenvatinib is not that hard; it can be, but it is 
somewhat tolerated.”

Institutional barriers to 
use of specific therapies

Second-line options 
following cabozantinib + 
nivolumab in the first line

“No institutional barriers, but every now and then I’ll come across an insurance company that will deny 
what I want to do and say, ‘This is what we do second-line,’ so they tell me what I have to do, as 
opposed to what I need to do.”
“Insurance companies for the most part.”
“I’ve been very lucky with that. I have not had any problems. I’m more worried about the side effects 
profile and the comorbidities in the patients than anything else so far.”

SUBSEQUENT TREATMENT – INSIGHTS AND DATA



Advisor Key Takeaways



ADVISOR KEY TAKEAWAYS (1/2)
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ADVISOR ADVISOR

1

> With RCC we now have the curse of excess first-line choices. 
However, I think the combination of TKI + immunotherapy is 
important in the first line and I will probably now lean towards 
also using this combination in the second-line as well 

> I haven’t used much cabozantinib in the frontline, which in low-
risk individuals is now an option I’ll be considering a bit more 

4

> The pancreatic mets data I thought was very interesting. I’m 
going to look out for those in my patients and hope they’ve got 
my therapy

> I thought that the tivozanib data looked interesting also, so I’m 
going to think about that drug in the setting of relapse going forward

> I’ll echo what was said about the HIF-2 alpha inhibitor. I’m 
probably going to look for trials with that agent for my patients 
who are progressing, to see if I can get them enrolled 

2

> Obviously, the field is evolving, and we have a lot of different 
options, but I echo that in the frontline setting for most 
intermediate- to high-risk patients, it is going to be a 
combination of TKI-IO

> Cabozantinib plays a big role in the different lines of therapy, 
whether frontline with immunotherapy, single agent, or second 
line. So, it is how you sequence things that’s going to allow you 
to expand your options. Like alternating mechanisms of action 
and expose your patient to the most therapy possible 

> The HIF-2 alpha being a new target. That now we aren’t just 
stopping at the VEGF, but we’re going a little deeper

5

> I was reassured that there really is a lot of variability in how 
everyone is treating patients and I think it isn’t clear that there is 
a superior frontline regimen, or that the sequence necessarily 
matters 

> I think the new options that were talked about look exciting, not 
just because we have new options, but also because it is nice 
to have a different mechanism of action, rather than just 
recycling TKIs in the later lines 

> The information on the pancreatic mets was also of interest to 
me 

3

> I’m certainly intrigued by CAR T in RCC, and I would love to 
know more about that 

> Some of the newer drugs, the HIF-2 alpha inhibitors, as well as 
tivozanib, were of interest

> It was very helpful to get a review of the ASCO data. Overall, I 
learned a lot

6

> It seems that we are all in the same boat, in that we feel it is 
difficult to sequence the regimens 

> I didn’t know about the pancreatic metastatic disease, that TKIs 
do much better

> The option of the HIF-2 alpha inhibitor, which seems to be an 
option after early use of IO-IO and TKIs



ADVISOR KEY TAKEAWAYS (2/2)
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ADVISOR ADVISOR

7

> I felt that the information about the sarcomatoid differentiation, 
the pancreatic mets, and their varying responsiveness was 
interesting 

> The CAR-T data was definitely new to me, and I’d be interested 
in referring patients for that, if it were available 

> The newer agents, like the HIF-2 alpha inhibitor was also new 
information for me. So, overall, I enjoyed it very much 

9

> One of the things that I really found interesting was the 
pancreatic mets. I have a patient, and it was nice to learn that 
this will work and work better than the others. So, I’m looking 
forward to using these drugs in my patients 

> I was also very interested in the CAR T data 

8

> My first takeaway is the three approved first-line treatments
> I do have a patient with pancreatic metastatic disease, so it was 

good to learn about that data tonight 
> Also, the sarcomatoid differentiation is interesting
> The HIF-2 alpha + cabo is exciting, and I’d like to have a 

patient in that trial if I can 



INSIGHTS INTO RENAL CELL 
CARCINOMA
ARS RESULTS: FIRST-LINE TREATMENT OF 
ADVANCED RCC



ADVISORS REPORTED USING SINGLE-AGENT TKI TO 
TREAT RCC PATIENTS WITHIN THE PAST YEAR (N = 6)
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In the past year, in how many unique RCC patients have you used a 
single-agent TKI inhibitor?

*Three advisors did not respond.



ADVISORS HAVE EXPERIENCE USING CABOZANTINIB AS 
FIRST- OR SUBSEQUENT-LINE THERAPY FOR ADVANCED 
RCC (N = 6)
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In the past year, in how many unique RCC patients have you used the drug cabozantinib?

*Three advisors did not respond.



ADVISORS REPORTED HAVING SOME EXPERIENCE WITH 
AXITINIB + PEMBROLIZUMAB IN THE PAST YEAR (N = 6)
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In the past year, in how many unique RCC patients have you used axitinib + 
pembrolizumab?

*Three advisors did not respond.



ADVISORS HAVE EXPERIENCE WITH IPILIMUMAB + 
NIVOLUMAB IN THE FIRST-LINE SETTING (N = 6)
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In the past year, in how many unique RCC patients have you used ipilimumab + 
nivolumab?

*Three advisors did not respond.



MOST ADVISORS HAVE NEVER USED THE COMBINATION 
OF CABOZANTINIB + NIVOLUMAB AS FIRST-LINE THERAPY 
IN RCC (N = 6)

29*Three advisors did not respond.
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ALL ADVISORS AGREE THAT HEPATIC METASTASES CARRY 
THE WORST PROGNOSIS IN METASTATIC RCC (N = 7)

30

0% 0% 0%

100%

0%
0%

20%

40%

60%

80%

100%

120%

Nodal metastases Osseous metastases Pulmonary metastases Hepatic metastases Pancreatic metastases

Pe
rc

en
ta

ge

Which site of metastasis carries the worst prognosis in metastatic kidney cancer patients?

*Two advisors did not respond.



MOST ADVISORS WERE UNAWARE THAT CABOZANTINIB 
ALSO TARGETS MET/AXL (N = 7)
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Cabozantinib differs from other VEGFR TKIs in its ability to inhibit which targets?

*Two advisors did not respond.



PATIENT CASE 1

> 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, normal calcium level
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MOST ADVISORS WOULD RECOMMEND AXITINIB + 
PEMBROLIZUMAB AS FIRST-LINE TREATMENT FOR THIS 
LOW-RISK PATIENT (N = 6)
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What would you recommend for this patient at this time?

*Three advisors did not respond.



PATIENT CASE 2

> A 70-year-old man was initially found to have a 6-cm mass in his left kidney with 
extension into the left renal vein. He 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, and asymptomatic 
bone involvement. Hgb 10.1, calcium 9.8, LDH 247
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MOST ADVISORS WOULD USE A TKI + IO THERAPY FOR THIS 
INTERMEDIATE-RISK PATIENT, SPLIT BETWEEN AXI + 
PEMBRO OR CABO + NIVO (N = 7)
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*Two advisors did not respond.



PATIENT CASE 3

> A 68-year-old woman presents with severe fatigue, blood in her urine, and pain in 
her lower right side. CT scan shows a lesion on her right kidney, metastasis to both 
adrenal glands and a thyroid nodule. She undergoes radical nephrectomy. 
Pathology indicates clear cell histology. Hgb 7.2, calcium 12.2, LDH 285
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MOST ADVISORS WOULD RECOMMEND IPILIMUMAB + 
NIVOLUMAB AS FIRST-LINE TREATMENT FOR THIS HIGH-
RISK PATIENT (N = 6)
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What would you recommend for this patient?

*Three advisors did not respond.



INSIGHTS INTO RENAL CELL 
CARCINOMA
ARS RESULTS: SUBSEQUENT 
MANAGEMENT FOR ADVANCED RCC



MOST ADVISORS PREFER CABOZANTINIB AS SECOND-LINE 
THERAPY FOR ADVANCED RCC (N = 8)
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Which agent(s) do you prescribe most frequently for second-line therapy?

*One advisor did not respond.



PROVEN EFFICACY AS SECOND-LINE THERAPY WAS CITED 
AS THE MAIN DRIVER FOR SELECTION (N = 9)
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PATIENT CASE 2, CONTINUED

> 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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MOST ADVISORS WOULD RECOMMEND CABOZANTINIB AS 
THE NEXT LINE OF THERAPY FOR THIS PATIENT (N = 8)

42

50%

0%

38%

13%

0% 0% 0% 0%
0%

10%

20%

30%

40%

50%

60%

Cabozantinib Nivolumab Ipilimumab +
nivolumab

Lenvatinib +
everolimus

Everolimus Pazopanib Sunitinib Other

Pe
rc

en
ta

ge

What would you recommend for this patient now?

*One advisor did not respond.
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