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Report Snapshot: Session Overview
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A moderated roundtable 
discussion with academic 
oncologists from 
Massachusetts and New 
York was held virtually on 
July 27, 2021

Disease state and data 
presentations were led by 
Thomas Herzog, MD,
from the University of 
Cincinnati, in conjunction 
with content developed 
by the Aptitude Health 
clinical team

Insights were obtained on 
the use of genetic 
testing and use of 
PARP inhibitors in 
advanced ovarian 
cancer

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 oncologists
− Attendees of the roundtable represented academic centers in Massachusetts and New York
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INSTITUTION NUMBER OF 
ATTENDEES CITY STATE

Dana-Farber Cancer Institute 5 Boston MA

Massachusetts General Hospital 2 Boston MA

Icahn School of Medicine at Mount Sinai 2 New York NY

NYU Langone Medical Center 1 New York NY



Report Snapshot: Agenda

Time (EST) Topic

5.30 PM – 5.45 PM
Introduction and ARS Questions
• Program overview
• ARS questions

5.45 PM – 6.55 PM
Molecular Testing in Advanced Ovarian Cancer
• Overview of current data
• Reaction and discussion

6.55 PM – 7.10 PM Break

7.10 PM – 8.20 PM

First-Line and Maintenance Therapy Options
• ARS questions
• Overview of treatment options
• Reaction and discussion 

8.20 PM – 8.30 PM Key Takeaways and Meeting Evaluation
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Topline Takeaways and 
Strategic Recommendations



Meeting Objectives Were Achieved: Topline Takeaways
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> Assess advisors’ germline and 
somatic testing practices and 
barriers/challenges

> Gain insights into the impact of 
genetic mutations on therapy 
selection in the frontline and 
maintenance settings

> Understand perceptions of 
olaparib vs other PARP 
inhibitors and the impact of 
recent data

Through ARS questions and 
moderated discussions, academic 
oncologists described genetic 
testing practices, factors impacting 
their clinical decision-making in 
frontline and maintenance therapy 
in advanced ovarian cancer, and 
challenges they experience

> All advisors routinely test for germline 
and somatic BRCA mutations, and 
some test for HRD, but these results are 
used to inform maintenance therapy 
rather than frontline therapy 
− Tissue availability and wait time 

for results were reported as the 
biggest barriers to HRD testing

> SOLO-1 was reported as having the 
biggest impact on advisors’ practice, 
and olaparib is the preferred PARPi for 
BRCAm patients

– Advisors do not find data from the 
PAOLA-1 trial immediately 
impactful, as they reported limited 
use of upfront bevacizumab

OBJECTIVES PROCESS INSIGHTS



Key Insights and 
Discussion Summary 



INSIGHTS

Discussion: Molecular Testing in Advanced Ovarian Cancer (1/3) 
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“I usually send for both germline testing and the somatic testing at the same time to do it in parallel, ideally during 
first-line therapy before we have to consider maintenance therapy in the first-line setting, so that we have all our 
answers upfront and have an informed decision about maintenance treatment options.”

“I tend to run germline obviously on all [patients], but I tend to be sequential and not run these in parallel. . . . [I] 
run the somatic if the germline is negative.”

“I do germline in everyone and then I tend to use our in-house clinical assay . . . OncoPanel.”

“The OncoPanel somatic testing is basically to think about potential therapies down the road in clinical trials for 
when they recur, but not to really inform the first line.”

“I don’t necessarily use those [HRD] results before initiating first-line cytotoxic chemotherapy, but certainly, I find 
that those data are important in framing the maintenance therapy conversation around expectations and goals of 
care and expected outcomes.”

“I don’t think it’s that important before initiating the first-line therapy. I think it’s important to have the information for 
maintenance therapy, especially if the somatic is negative. I think it’s helpful to have the HRD testing in terms of 
PARP inhibitor utilization [in maintenance therapy].”

Genetic testing 
practices



INSIGHTS

Discussion: Molecular Testing in Advanced Ovarian Cancer (2/3)

11

“I routinely send my patients for both germline testing and their tumor sample, whether it’s from primary debulking 
or from interval debulking for somatic, at the same time. I think our OncoPanel assay, which is our in-house assay, 
tests 454 genes, comments on tumor mutational burden, MSI status, and I think these also look forward and see if 
there are clinical trial options or for therapy options in the further, even past the first-line, setting.”

“Unfortunately, our in-house assay does not comment on an HRD score and LOH, which is just the one downside 
of the OncoPanel.”

“Foundation is pretty analogous with our in-house tests. And so, I’ve tended to do our in-house tests for research 
purposes and also because it’s a broader sample. And then if I go outside of that, I typically will do Myriad.”

“Our in-house assays are a 94-gene assay snapshot, and we are very much steered to doing that because the 
hospital is taking a huge financial hit doing FoundationOne assays. Because very commonly, the patient pool 
doesn’t have the characteristics in which they get supported costs, and the bill often falls on the hospital.”

“I find the somatic panel [with Foundation Medicine] is useful because then I can also screen them for other 
clinical trials. Like if they have a B2 mutation, RET, or if they have these other rare mutations. We have clinical 
trials for all these things.”

“I mean, we order it so early that I’ve never been waiting for it, honestly, but I would probably say it takes about 4 
to 6 weeks [Foundation].”

Commercial and 
institutional testing 
panels



INSIGHTS

Discussion: Molecular Testing in Advanced Ovarian Cancer (3/3)
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“The biggest decision is which tissue to do it on, so I can get the best possible result. That is always, to me, a little 
bit of an issue because most of our patients received neoadjuvant [chemotherapy]. We may not have very good 
tissue initially and we also run into the risk of not having any tissue at all at the time of surgery.”

“Only 1 of our surgeons routinely does laparoscopic evaluation of operability. And so, tissue is a big problem.  
Quite often, it’s just cytology. And so, they come to surgery after 3 cycles of chemo and there’s nothing to test.”

“The biggest issue is the sample quality. . . . I really think that’s really the biggest issue in terms of determining 
success.” 

“I would say the one barrier is . . . sometimes getting the tissue, especially if they are patients who’ve had their 
initial workup done elsewhere.”

“We don’t have a repository of the data when we receive it, so I always feel I have to run around and ask 3 
different people if the results are back and where it is. It’s more hunting down the results than anything else.  
Sometimes, tissue.”

“I’ve had a lot of problems with HRD testing, from paperwork to inadequate specimens to just having a long time.  
Essentially, I have to make decisions before [results] come back.”

Challenges and 
barriers to genetic 
testing



Discussion: First-Line and Maintenance Therapy Options
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“I rarely use [bevacizumab] in the upfront setting. It has to be an extraordinary case. Usually present with bilateral 
pleural effusions or stage IV unresectable disease. Mass of ascites. I do not use bevacizumab in patients if they have 
a lot of bowel involvement, because of the risk of perforation.”

“I use bevacizumab in high-risk patients and all neoadjuvant patients, I use bevacizumab on about a quarter of my 
patients, I would say.”

“I do think the fact that so many patients are getting neoadjuvant chemotherapy impacts this as well. Because it’s a 
larger portion.”

“I would say about 15%–20% of my patients [get frontline bevacizumab], and I’m pretty selective as well. I tend to 
think about it in patients that have suboptimal surgical debulking or with intractable effusions.”

Frontline therapy

INSIGHTS

“If I started with bevacizumab, I would continue bevacizumab in that patient. I don’t switch them to niraparib. But if I 
didn’t start bevacizumab, then I would offer niraparib.”

“If patients are germline BRCA negative and they’re HR proficient, I usually will not offer maintenance therapy unless 
I’m really persuaded by the patient, who really wants to be on a maintenance bevacizumab regimen.”

Maintenance 
therapy



Discussion: First-Line and Maintenance Therapy Options
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“I’ve actually used that tagline [for niraparib], ‘The only PARP inhibitor with the convenience of once-daily and tailored 
dosing.’ . . . But olaparib being well-tolerated tends to carry the day.”

“I think you can play with olaparib a little bit more. I can start at 200 twice and then acclimate to 300 very quickly. . . .
Niraparib has a lot more thorns in terms of how to navigate it.”

“I tend to rely heavily on the SOLO-1 trial and I’m looking more at PAOLA now for patients that are appropriate for 
that, and then use the other trials to again create a framework and have a conversation with patients. Those are it, if I 
had to pick my go-to trials. It would be SOLO-1, and then GOG-218.”

“I remember being in the room when Herceptin [was presented] and saw those curves in breast cancer, and this is the 
type of data we saw with SOLO-1. It is impressive. We’ve not seen anything like that forever.”

“I don’t doubt that bevacizumab adds something to the olaparib, but it’s the question of the magnitude of benefit. Is it 
worth delivering the bevacizumab? What does it add to olaparib? We’ll never know that.”

“I think [olaparib is preferred] because it has the longest follow-up data. It’s got a very cohesive phase III trial 
dedicated to those patients with superb hazard ratios and it’s well tolerated. I think that’s why people go to that. And it 
was the first trial reported, so there’s more data and more comfort for those patients.”

“I would personally feel very uncomfortable rechallenging the patient again with a different PARP inhibitor, unless 
there is a different combination or potentially some intervening platinum.”

Perceptions of 
PARPi

INSIGHTS



Advisor Key Takeaways



Advisor Key Takeaways*
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ADVISOR ADVISOR

1
> Understanding how other advisors decide primary 

maintenance treatment
> Different types of testing

6 > Understanding treatment patterns of advisors from 
other institutions

2

> Other advisors’ perspective on testing and how they 
choose maintenance therapy 

> Management of HRP patient and that they are an 
unmet need

> Learned about nuances in how other advisors 
approach patient care

7

> Perspectives of other advisors
> Similar practice patterns throughout different 

institutions  
> Other advisors’ approaches and considerations in  

patient management beyond trial data

3

> How the data is interpreted to guide recommendations 
for our patients 

> Strengths and weaknesses in the trials
> PARPs are here to stay, but many face similar 

nuanced issues

8
> Hearing other advisors manage their patients
> Interpretation of data and communication to patient 
> Would consider ordering tests concurrently rather 

than sequentially

4
> Differences in HRD testing
> Better understanding of the challenges other advisors 

face in patient management
9 > Preferences in bevacizumab use 

5 > Similarity in practice across institutions

*One advisor did not provide key takeaways.



ARS Data



For 67% of Advisors, >30% of the Gynecologic Cancer 
Patients They See Each Month Have Ovarian Cancer
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What proportion of your gynecologic cancer patients whom you see per month have 
ovarian cancer? (N = 9*)

*One advisor did not respond.



All Advisors Test >75% of Their Patients for Germline BRCA
Mutations
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What percentage of your first-line ovarian cancer patients receive germline BRCA mutation 
testing? (N = 10)



Most Advisors (70%) Test >75% of Their Patients for 
Germline BRCA Mutations
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What percentage of your first-line ovarian cancer patients receive tumor (somatic BRCA) 
testing? (N = 10)



Sixty Percent of Advisors Reported That >50% of Their 
Patients Receive HRD Testing
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What percentage of your first-line ovarian cancer patients receive homologous 
recombination deficiency (HRD) testing? (N = 10)



Testing for BRCA Then Reflexing to HRD Is the Most 
Common Way Advisors Sequence Their Testing 
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Do you typically sequence or concurrently test for BRCA and HRD? (N = 9*)

*One advisor did not respond.



Archival Tissue Is the Most Commonly Used Sample Type 
for HRD Testing
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Which of the following sample types are you using for HRD testing? Please select all that 
apply. (N = 10)



Most Advisors Reported Their HRD Testing Includes Both 
HRR Mutations and Genomic Instability 
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Does your HRD test include homologous recombination repair (HRR) mutations and 
genomic instability via tumor tissue? (N = 10)



All Advisors Use Foundation Medicine for HRRm Testing, in 
Addition to Other Testing Partners
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Percentage of advisors

Which commercially available gene assays do you currently use for HRRm testing? Please 
select all that apply. (N = 10)



Half of the Advisors Receive Their HRD Testing Results 
During Induction Treatment
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When do you typically receive your HRD test results? (N = 10)



Wait Time for Results and Acquiring Adequate Tissue Samples 
Are the Top 2 Challenges Advisors Face When Ordering HRD 
Testing
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Lack of
awareness or
education on

HRD or genomic
instability

markers (such
as LOH)

Institutional test
does not include
HRD/requires an

additional test

Unable to
acquire

adequate tissue
for testing

Patient wants to
start treatment

right away

Patient refusal
(cost related)

Patient refusal
(non-cost
related)

Wait time for test
results

Interpreting test
results

Unfamiliar with
which tests

include HRD

Coordination
across clinician

care team

What are the main challenges with ordering HRD testing for patients with advanced 
ovarian cancer in your practice? (Please select the top 3 challenges) (N = 9*)

*One advisor did not respond.



Most Advisors (67%) Reported Only 1%–25% of Their 
Patients Receive Bevacizumab as Part of Frontline Therapy
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What proportion of your patients receive bevacizumab as part of frontline therapy? 
(N = 9*)

*One advisor did not respond.



Most Advisors (67%) Have Prescribed Niraparib for Only 1–5 
Patients in the Past 3 Months
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Approximately how many ovarian cancer patients have you treated with niraparib (Zejula) 
over the past 3 months? (N = 9*)

*One advisor did not respond.



Fifty-Six Percent of Advisors Have Prescribed Olaparib for 
6–10 Patients in the Past 3 Months
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Approximately how many ovarian cancer patients have you treated with olaparib 
(Lynparza) over the past 3 months? (N = 9*)

*One advisor did not respond.



Forty-Four Percent of Advisors Believe the Available PARP 
Inhibitors Are Too Similar to Decide Which Has the Most 
Favorable Safety Profile
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Which of the following PARPi has the most favorable safety profile in ovarian cancer? 
(N = 9*)

*One advisor did not respond.



Most Advisors Reported That Approval for Olaparib 
Maintenance From SOLO-1 Has Had the Biggest Impact on 
Their Practice
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Which recent approval for primary maintenance has had the biggest impact on your 
practice? (N = 9*)

*One advisor did not respond.



Adverse Events Are the Most Common Reason Advisors Would Choose 
PARPi Monotherapy Maintenance Over Bevacizumab-Olaparib in a 
Patient With a gBRCA1/2 Mutation Who Received Bevacizumab in 
Primary Therapy
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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 = 10)



Olaparib Is the Most Used Approach in First-Line Maintenance 
for Newly Diagnosed BRCAm Advanced Ovarian Cancer 
Patients
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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 = 9*)

*One advisor did not respond.



Niraparib Is the Most Used Approach in First-Line 
Maintenance for Newly Diagnosed HRD-Positive/BRCAwt 
Advanced Ovarian Cancer Patients
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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 = 9*)

*One advisor did not respond.



Niraparib or Watch-and-Wait Are the Most Used Approaches 
in First-Line Maintenance for Newly Diagnosed HRD-
Negative/BRCAwt Advanced Ovarian Cancer Patients
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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 = 9*)

*One advisor did not respond.



For an Advanced Ovarian Cancer Patient With Optimal 
Debulking, 33% of Advisors Each Would Test for BRCA and 
HRD Concurrently, or BRCA Then Reflex to HRD
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Patient case: 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. What additional testing do you order? (N = 9*)

*One advisor did not respond.



If the Patient Presents With a gBRCA Mutation, Most 
Advisors Would Prescribe Carboplatin-Paclitaxel
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Patient Case, Continued: Germline testing revealed a gBRCA mutation. What therapy 
would you recommend for primary treatment? (N = 10)



After Carboplatin-Paclitaxel Primary Therapy, Olaparib 
Monotherapy Is the Preferred Maintenance Regimen for This 
Patient
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Patient case, continued: 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. What posttreatment strategy would you 
recommend? (N = 9*)

*One advisor did not respond.



If the Patient Was Treated With Carboplatin-Paclitaxel-
Bevacizumab Instead, Bevacizumab-Olaparib Would Then 
Be the Preferred Maintenance Regimen
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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 = 10)



If the Prior Patient Was BRCA1/2wt and HRP Instead, Most 
Advisors Would Prescribe Bevacizumab Monotherapy as 
Primary Therapy
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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 = 9*)

*One advisor did not respond.
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