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REPORT SNAPSHOT: SESSION OVERVIEW
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A moderated roundtable 
discussion with 
community oncologists 
from the Southeast 
region of the United 
States was held virtually 
on June 24, 2021

Disease state and data 
presentations were led by 
Dr Stephen Liu from 
Georgetown University
and Dr Keren Sturtz 
from the SCL Health 
Medical Group, in 
conjunction with content 
developed by the 
Aptitude Health clinical 
team

Insights on the 
management of RET
rearrangement-positive 
NSCLC and current use 
of treatment options in 
the community were 
obtained 

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 10 community oncologists from the Southeastern United States
− Attendees of the roundtable represented community oncologists from Florida, Georgia, Maryland, 

Tennessee, and Virginia
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INSTITUTION CITY STATE
Florida Cancer Specialists New Port Richey FL

Hematology Oncology Associates of the 
Treasure Coast Port St. Lucie FL

Sylvester Comprehensive Cancer Center Fort Lauderdale FL

Harbin Clinic Rome GA

Northwest Georgia Oncology Marietta GA

The Southeast Permanente Medical Group Atlanta GA

Chesapeake Oncology Hematology 
Associates Annapolis MD

Greater Washington Oncology Associates Silver Spring MD

West Cancer Center Memphis TN

Virginia Cancer Institute Mechanicsville VA



PARTICIPANT DEMOGRAPHICS 
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Approximately how many patients with RET fusion-
positive mNSCLC have you ever treated? (N = 9)*

*One advisor did not respond.

100%

≤3 4 to 5 6 to 8 9 to 12 ≥13 I don't know

All of the advisors 
have treated ≤3 

patients with RET+ 
NSCLC

Approximately how many patients with PD-L1–positive 
NSCLC have you seen in the last year? (N = 10) 

90%

≤3 4 to 5 6 to 8 9 to 12 ≥13 I don't know

All but 1 advisor had 
≥13 patients with 
PD-L1–positive 

NSCLC in the last 
year

10%



REPORT SNAPSHOT: AGENDA

Time (EST) Topic

6.00 PM – 6.15 PM
Introduction and ARS Questions
• Program overview
• ARS questions

6.15 PM – 7.25 PM
Treatment of RET Rearrangement-Positive Advanced NSCLC
• Overview of current data
• Reaction and discussion

7.25 PM – 7.35 PM Break

7.35 PM – 8.45 PM

Treatment of PD-L1 Expression-Positive Advanced NSCLC
• ARS questions
• Overview of current data
• Reaction and discussion 

8.45 PM – 9.00 PM Key Takeaways and Meeting Evaluation
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Topline Takeaways and 
Strategic Recommendations



MEETING OBJECTIVES WERE ACHIEVED: TOPLINE 
TAKEAWAYS

> Determine the role of RET
testing in NSCLC

> Understand community 
perspectives of kinase inhibitors 
in RET-positive NSCLC

> Gain insights into sequencing of 
available therapies in RET-
positive NSCLC

Through ARS questions and 
moderated discussions, community 
oncologists described factors 
impacting their clinical decision-
making in mNSCLC and 
challenges they experience

> Generally, most advisors prefer to 
receive biomarker test results 
before making first-line treatment 
decisions

> Most advisors had little to no 
experience treating RET fusion-
positive metastatic NSCLC, and 
awareness of data on RET inhibitors 
was generally low

> If a RET fusion is identified after 
another therapy is initiated, most 
said they would switch to a RET 
inhibitor only after initial therapy 
stops working or cycles are 
completed

OBJECTIVE PROCESS INSIGHTS
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Key Insights and 
Discussion Summary 



KEY INSIGHTS: BIOMARKER TESTING IN ADVANCED NSCLC
REPORT OBJECTIVE

Generally, most advisors prefer to receive biomarker test results before making first-line treatment decisions
> Most advisors reported that at least 3/4 of their patients with mNSCLC receive biomarker testing

– More than half said that all their patients with mNSCLC receive biomarker testing
– Most new patients typically do not already have biomarker test results at first visit
– Of those patients who do already have biomarker test results, EGFR mutation status, ALK rearrangement, and ROS1

rearrangement are most common 
> Advisors were somewhat divided as to whom they work with for biomarker testing; about 1/3 work with a pathologist
> All but 1 of the advisors would wait for biomarker test results before making treatment decisions in mNSCLC
The majority of advisors reported that their patients undergo tissue biopsy first, with reflex to liquid biopsy where appropriate
> During the discussion, some advisors said they order both tissue and liquid biopsy at the same time, but this is a less common approach

− Some reported difficulties getting the kits for liquid testing; differences between academia, large health systems, and private 
practice were acknowledged

> Just over half of advisors would recommend liquid biopsy for patients with insufficient tissue for testing; the rest would prioritize testing 
specific markers, recommend tissue rebiopsy, or start the patient on systemic therapy

> If some biomarker results returned as QNS in the pathology report, 75% of advisors would then recommend liquid biopsy
> Lack of sufficient tissue and length of time to obtain results are the main challenges to biomarker testing; utilization of biomarker testing 

would increase if these issues were improved

> Determine the role of biomarker testing in NSCLC
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INSIGHTS

DISCUSSION: RET-POSITIVE ADVANCED NSCLC
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“I test everybody that I can possibly test.” 

“I am not concerned about the reimbursement because I’m not doing it myself. It is the company which processes.”

”All of us [at the health system] do tissue-based testing. I have done a few liquid as well. The problem with that is 
not about compensation . . . it’s about the workflow. It is quite rare to get our hands on one of those kits.”

“I don’t do liquid assays at all unless I don’t have enough tissue.”

Current use of 
biomarker testing

“I’d like to use [RET inhibitor therapy]. The data look very interesting. Actually, I didn’t realize the response rates 
were that high.”

“If I can use it first-line based on the data, it’s a slam dunk. Use it first-line.”

“I think I'm more impressed with the Loxo drug because it doesn't have any myelotoxicity. Although Blueprint has 
good data, the myelosuppression, particularly mitigated with the dose adjustments, I don't have much experience, 
but if I . . . get a chance, I will use the Loxo drug first.”

“I personally think the response rate of the RET inhibitors is so high, and is so superior to chemo, and possibly 
even chemo-immuno, that if you can give something that's oral, patients can take it at home, stay out of the clinic, 
keep working at their jobs, keep their insurance, keep their quality of life, go on vacations, it would be very unkind 
to give chemo and pretty much probably take them out of work for a lot of them.” 

RET inhibitor 
therapy



DISCUSSION: PD-L1–POSITIVE ADVANCED NSCLC
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“Everybody seems to get hypothyroid. I've had 2 get hyperthyroid in a month's time. Although I do like the PD-L1 
inhibitors when they're working and they work well, I'm seeing an awful lot of people who just have this really bizarre 
toxicity they're going to have to live with for the rest of their lives.” 

“I think the real decision for me is for the high PD-L1 expression. If they are a little bit older, more frail, I'm typically 
going to treat with a single drug like pembrolizumab. That's usually the one I favor. If they're younger, if they're in that 
1% to 49% or negative, I'm going to use a double IO like 227 or 9LA.”

“If there's a high PD-L1, I will offer a single IO to the patient, but my preference is for IO chemotherapy in a younger 
patient who can very well tolerate it and who needs a response.”

“All the IOs are quite similar, and it depends on what they're indicated for, so you can get paid for it, because they're 
expensive drugs.”

“The problem we've been having in our group that drives a lot of our decisions is, they have to have the J-code, 
because if it's being billed under miscellaneous code, whatever that is, we end up waiting forever for the insurance 
companies to reimburse us, and our practice manager is getting really pretty miffed.”

“. . . the choice of one over the other comes down primarily to nonclinical reasons, like cost, like formularies, like 
schedule, and comfort, and I think there's something to be said for that, to be said if you've been giving a drug for 3 
years, you're comfortable with it, is there some compelling reason to change that.” 

Use of available 
therapies in patients 
with PD-L1–positive 
NSCLC

INSIGHTS



Advisor Key Takeaways



ADVISOR KEY TAKEAWAYS (1/2)
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ADVISOR ADVISOR

1
> Blu667 data will be practice-changing
> IMPOWER data
> Enjoyed the presentation

4

> I would definitely use a RET drug first, then 
chemotherapy

> I would use either [RET-targeted therapy], whichever 
is easy on the patient’s pocket

> My algorithm is, for PD-L1 >50, I use pembrolizumab 
single agent. If they are <50, depending on patient 
performance status, I may use a single agent or 
double agent IO. If PD-L1 is completely negative, then 
I use chemoimmunotherapy

2

> I didn’t realize the response rates to RET drugs were 
so high

> All the immunotherapy drugs seem to be about the 
same

> If you give immunotherapy alone, and you have time, 
it’s going to work pretty quickly. I don’t think you have 
to rush and add the chemo right away

5

> Checkpoint inhibitors are very efficacious drugs that 
should be used in the first line

> In higher PD-L1, single-agent checkpoint inhibitor 
should be good enough

> In PD-L1 negative patients, we should use chemo plus 
a checkpoint inhibitor

3

> I learned a lot about targeted therapy
> The later generation TKIs are better than the first initial 

group, so I need to keep myself updated about that
> Regarding immunotherapy, I think there are more 

options now



ADVISOR KEY TAKEAWAYS (2/2)
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ADVISOR ADVISOR

6

> I did learn more about the RET fusion drugs and I 
didn’t realize that it was quite such a high response 
rate, so I will certainly be looking for that in the future

> I will look at RNA vs DNA sequencing for my next gen 
testing

> Confirmed my feelings that I’m not using dual IO 
therapy, and I have no intention to use dual IO therapy 
because I don’t think the bang is worth the buck

9

> I think it’s time to move to next gen sequencing rather 
than do single testing

> I think these RET inhibitors are very powerful, very 
effective, very tolerable. Pralsetinib looks like a very 
good drug

> This confirms that all the immunotherapies, whether 
pembrolizumab or cemiplimab, they’re all equally 
effective

7

> For RET fusion, RET-directed therapy has very high 
efficacy. This is really a very effective drug, so check 
for the RET fusion – it can change the treatment 
outcome for these patients

> In PD-L1 positive, >50% single agent immunotherapy 
has a good role

> The hazard ratio [of cemiplimab] was very impressive, 
so spread the wealth

10
> The updates on the RET inhibitors were very 

interesting
> I think cemiplimab is pretty much a me-too drug. I 

think I’ll keep my same prescribing pattern there

8
> The RNA platform, I am probably going to try it out
> I know a whole lot more about the RET inhibitors, I just 

need the right patient
> Cemiplimab data



ARS Data



MOST ADVISORS (89%) REPORTED THAT >3/4 OF THEIR 
PATIENTS WITH mNSCLC RECEIVE BIOMARKER TESTING

18*One advisor did not respond.
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What percentage of your mNSCLC patients receive biomarker testing? (N = 9*) 



NEW PATIENTS WITH mNSCLC TYPICALLY DO NOT ALREADY 
HAVE BIOMARKER TEST RESULTS AT FIRST VISIT

19*One advisor did not respond.
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What percentage of your new mNSCLC patients typically already have biomarker test 
results when you first see them? (N = 9*) 



BIOMARKER TEST RESULTS ARE UNLIKELY FOR FIRST-LINE 
PATIENTS WITH mNSCLC

20*One advisor did not respond.
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For a first-line mNSCLC patient, I generally have information on the following: (Select all 
that apply) (N = 9*) 



ABOUT 1/3 OF ADVISORS WORK WITH A PATHOLOGIST FOR 
BIOMARKER TESTING

21*One advisor did not respond.
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Who of the following do you work with to secure biomarker testing? (Select all that apply) 
(N = 9*) 



MOST PATIENTS UNDERGO TISSUE; REFLEX TO LIQUID 
BIOPSY FOR BIOMARKER TESTING

22*One advisor did not respond.
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What testing algorithms do most of your patients with mNSCLC experience for biomarker 
testing? (N = 9*) 



IN PATIENTS WITH INSUFFICIENT TISSUE, MOST ADVISORS 
WOULD RECOMMEND LIQUID BIOPSY 

23*One advisor did not respond.
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If a patient with NSCLC does not have sufficient tissue for testing, what would you do 
next? (Select all that apply) (N = 9*) 



ALL BUT 1 ADVISOR SAID THEY WOULD WAIT FOR 
BIOMARKER TEST RESULTS BEFORE MAKING TREATMENT 
DECISIONS IN mNSCLC

24*One advisor did not respond.

89%

11%

0% 0% 0%
0%

10%
20%
30%
40%
50%
60%
70%
80%
90%

100%

Yes, I wait for biomarker test
results before making
treatment decisions

No, I initiate chemotherapy
before biomarker test results

are returned

No, I initiate chemotherapy
and immunotherapy before
biomarker test results are

returned

No, I initiate immunotherapy
before biomarker test results

are returned

I don’t test for biomarkers in 
mNSCLC

Pe
rc

en
ta

ge
 o

f a
dv

is
or

s

Do you wait for biomarker test results (beyond PD-L1) before making treatment decisions 
in mNSCLC? (N = 9*) 



MOST ADVISORS RECOMMEND LIQUID BIOPSY IF 
BIOMARKER RESULTS ARE QNS

25*One advisor did not respond.
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If you receive an incomplete laboratory report and a few of the biomarker results return as 
QNS (quality/quantity not sufficient), what would you do next? (Select all that apply) (N = 9*) 



THE MAIN CHALLENGES TO BIOMARKER TESTING ARE 
INSUFFICIENT TISSUE SAMPLE AND LENGTH OF TIME TO 
RECEIVE RESULTS

26*One advisor did not respond.
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What is your primary challenge associated with biomarker testing for patients with 
mNSCLC in your practice? (N = 9*) 



ADVISORS WOULD INCREASE BIOMARKER TESTING IN 
PATIENTS WITH mNSCLC IF TURNAROUND TIME AND TISSUE 
AVAILABILITY WERE IMPROVED

27*One advisor did not respond.
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Which of the following do you feel would increase your utilization of biomarker testing in 
patients with mNSCLC? (Select all that apply) (N = 9*) 



Treatment of RET-Positive 
Advanced NSCLC
ARS RESPONSES



ALL THE ADVISORS HAVE TREATED ≤3 PATIENTS WITH 
RET-POSITIVE NSCLC

29*One advisor did not respond.
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Approximately how many patients with RET fusion-positive mNSCLC have you ever 
treated? (N = 9*) 



ONLY 2 ADVISORS HAVE TREATED PATIENTS WITH mNSCLC 
WITH SELPERCATINIB

30*One advisor did not respond.
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How many patients with mNSCLC have you treated with selpercatinib? (N = 9*) 



NONE OF THE ADVISORS HAVE TREATED PATIENTS WITH 
PRALSETINIB FOR mNSCLC

31*One advisor did not respond.
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How many patients with mNSCLC have you treated with pralsetinib? (N = 9*) 



ADVISORS WERE UNSURE WHICH THERAPY HAS BETTER 
ACTIVITY IN RET FUSION-POSITIVE mNSCLC

32*One advisor did not respond.
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Which of the following targeted therapies do you feel has the best activity in RET fusion-
positive mNSCLC? (N = 9*) 



MOST ADVISORS WOULD SWITCH TO A RET INHIBITOR ONLY 
AFTER INITIAL SYSTEMIC THERAPY STOPS WORKING

33*One advisor did not respond.
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When a RET fusion is identified after another systemic therapy (chemotherapy and/or 
immunotherapy) is initiated, do you (or would you) switch therapy to a RET inhibitor? (N = 9*) 



MOST ADVISORS WOULD CHOOSE A RET-TARGETED THERAPY OVER 
IMMUNOTHERAPY REGIMENS FOR A PATIENT WITH STAGE IV 
ADENOCARCINOMA OF THE LUNG WITH KIF5B-RET FUSION AND PD-L1 
EXPRESSION 75%

34*One advisor did not respond.
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A 45-year-old female nonsmoker is diagnosed with stage IV adenocarcinoma of the lung. NGS reveals a KIF5B-
RET fusion, and PD-L1 expression by IHC is 75%. Which therapy would you choose in frontline? (N = 9*) 



Treatment of PD-L1–Positive 
Advanced NSCLC
ARS RESPONSES



MOST ADVISORS ORDER PD-L1 TESTING FOR PATIENTS 
WITH NSCLC
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How often have you ordered PD-L1 testing for your NSCLC patients? (N = 10)



ALL BUT 1 ADVISOR HAD AT LEAST 13 PATIENTS WITH 
PD-L1–POSITIVE NSCLC IN THE LAST YEAR
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Approximately how many patients with PD-L1–positive NSCLC have you seen in the last 
year? (N = 10) 



TWO-THIRDS OF ADVISORS TREATED NSCLC PATIENTS WITH 
NIVOLUMAB IN THE PAST YEAR
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How many patients with NSCLC have you treated with nivolumab in the past year? 
(N = 10)



ALL ADVISORS HAVE TREATED AT LEAST 6 NSCLC PATIENTS 
WITH PEMBROLIZUMAB IN THE PAST YEAR
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How many patients with NSCLC have you treated with pembrolizumab in the past year? 
(N = 10)



ALL ADVISORS HAVE TREATED 5 OR FEWER NSCLC 
PATIENTS WITH ATEZOLIZUMAB IN THE PAST YEAR
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How many patients with NSCLC have you treated with atezolizumab in the past year? 
(N = 10) 



NONE OF THE ADVISORS HAVE TREATED NSCLC PATIENTS 
WITH CEMIPLIMAB IN THE PAST YEAR
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How many patients with NSCLC have you treated with cemiplimab in the past year? 
(N = 10) 



MOST ADVISORS FELT THE LISTED IMMUNOTHERAPIES 
HAVE COMPARABLE ACTIVITY AS MONOTHERAPY IN 
PATIENTS WITH PD-L1–POSITIVE mNSCLC

42*One advisor did not respond.
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Which of the following immunotherapies do you feel has the best activity as a monotherapy 
in PD-L1–positive mNSCLC? (N = 9*) 



A 75-YEAR-OLD MALE WITH BRAIN METASTASIS UNDERWENT 
BRONCHOSCOPY FOR BAL OF RML AND BIOPSY OF LEVEL 11 LN. TUMOR 
PROVED (+) FOR ADENOCARCINOMA, SOLID PATTERN TTF1 (+). TISSUE WAS 
SENT FOR MOLECULAR TESTING AND PD-L1 PROFILING. HE RECEIVED 
DENOSUMAB AND SRS TO THE BRAIN LESION. ALL ADVISORS WOULD WAIT 
FOR THE TESTING BEFORE DETERMINING THEIR APPROACH TO TREATMENT.
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What do you do next? (N = 10)



OVER THE PROCEEDING 2–3 WEEKS, PAIN IMPROVED BUT DID NOT 
RESOLVE. HE NOTED EPISTAXIS AFTER DENOSUMAB, WHICH 
SPONTANEOUSLY RESOLVED. APPETITE REMAINED INTACT. THERE WERE 
NO SEQUELAE POST-SRS. PD-L1 TESTING RETURNED (+) AT 80%. ALL 
MOLECULAR MARKERS, INCLUDING ALK, EGFR, ROS1, ETC, WERE (–). MOST 
ADVISORS WOULD TREAT THIS PATIENT WITH PEMBROLIZUMAB.
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Atezolizumab Cemiplimab Carboplatin +
paclitaxel +
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How would you treat this patient now? (N = 10)
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