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> Gain advisors’ perspectives on recent clinical data focusing on the evolving treatment landscape 
in urothelial carcinoma, including initial treatment approaches and subsequent management of 
advanced urothelial carcinoma

MEETING OBJECTIVES

Report Objectives
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Report Snapshot: Session Overview
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A moderated roundtable 
discussion was held 
with oncologists from 
the Midwest region of 
the US on September 
17, 2022

Disease-state and data 
presentations were led and 
moderated by Dr Bradley 
McGregor from Dana-Farber 
Cancer Institute, in 
conjunction with content 
developed by the Aptitude 
Health clinical team

Insights were gained on 
the UC treatment 
landscape in the 
community setting, 
including initial treatment 
approaches and 
subsequent management 
of advanced UC

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



Report Snapshot: Attendee Overview

> Physicians comprised 14 oncologists from the Midwest United States
− Attendees of the roundtable represented community oncologists from Illinois, Indiana, Michigan, 

Minnesota, Nebraska, Ohio, South Dakota, and Wisconsin
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INSTITUTION CITY STATE
Karmanos Cancer Institute Flint MI

Illinois Cancer Specialists Chicago IL

Good Samaritan Hospital Vincennes IN

Northwest Community Hospital Arlington Heights IL

Cancer Center – Froedtert Hospital Milwaukee WI

HealthPartners Saint Paul MN

Nebraska Cancer Specialists Grand Island NE

Oncology of NorthShore Rolling Meadows IL

Zangmeister Cancer Center Columbus OH

HealthPartners Saint Paul MN

OhioHealth Delaware OH

UH Parma Medical Center Parma OH

University of Chicago Medicine Orland Park IL

Prairie Lakes Healthcare System Watertown SD



Report Snapshot: Agenda
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Time (CT) Topic

9.15 AM – 9.30 AM
Introduction
• Program overview

9.30 AM – 10.40 AM

First-Line Therapy for Advanced UC
• ARS questions
• Presentation
• Reaction and moderated discussion

10.40 AM – 10.50 AM Break

10.50 AM – 12.00 PM

Second-Line and Subsequent Management of Advanced UC
• ARS questions
• Presentation
• Reaction and moderated discussion

12.00 PM – 12.15 PM Key Takeaways and Meeting Evaluation



Discussion Summary 



INSIGHTS AND DATA
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“I think, you know, the bladder cancer is becoming the lung cancer of pelvis. So, whatever we do changes so much. . . .”  

“I think it is great to have so many frontline options . . . we never had this in bladder cancer before. It is like a new 
problem to have.”

“We have CheckMate 274 with the adjuvant nivolumab. So, if we are using IO in the early-stage setting and then, 
what to do in the metastatic? And then we don't know, like, so we already have EV-301, EV-201, we can use 
single agent for ineligible patient or after those patients who have become refractory to both chemo and IO. . . .”

“If we use chemo first, then IO, then ADC, maybe we get more long-term mileage if we do the proper sequencing 
rather than combining everything up front. So, I guess things will keep evolving.”

“So, talking about the immunotherapy maintenance, what's the duration of that? Like if somebody stay on the 
immunotherapy is, you know, stay stable overall. So, when will you stop, or you continue forever? Well, I continue.  
If somebody have no side effects, they continue, but know sometime insured may have issues with that.”

First-line treatment 
options and 
influencing factors

Discussion: Management of Locally Advanced and Metastatic 
UC (1/5)

“I use avelumab. . . . No, straight. Private practice. We cannot. We must obey the package insert.”

“I think that begs the question with us is, do we need to keep giving EV forever, or can we do like 6 months core 
and stop it? It will be a cost question too. Gemcitabine + cisplatin $40 vs EV $40,000, that is enormous.”

Maintenance therapy



INSIGHTS AND DATA

10

“I think that would be the next standard of care most probably. . . .”

“I will use that combination for those patients where I would have used possible gemcitabine + carboplatin. . . .”

“Hopefully, EV we could use in the first line. Presently I am using EV as a second line or late. So, neuropathy sets 
in early. Because the patient did get cisplatin before. But if it is going to be the first-line therapy, perhaps they 
could continue longer. The neuropathy may happen later. . . .”

Perceptions on EV + 
pembrolizumab data 
(cohort A, cohort K)

Discussion: Management of Locally Advanced and Metastatic 
UC (2/5)

“If patients test positive for COVID, they are banned for 20 days.”

“But at the university, we have a specific COVID-positive infusion clinic. . . . You can kind of squeeze them in there.”

“I think the bigger factor is if they get COVID and they are due for starting a cycle of treatment, or if they are due 
for the next cycle that needs to be delayed for a couple of weeks, so that is a bigger thing. . . .”

COVID-19 impact on 
practice
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“I think clearly, from the immunotherapy component, that [first-line therapy] makes a big difference.”

“Obviously, it does. . . . I think there's like, what therapy they got, and the toxicity profile of the patient changes 
your thinking.”

“I have patients who get GC, then followed by avelumab maintenance, almost 12–14 months on maintenance, 
progress, with significant residual neuropathy, but no GI toxicity. . . . I did get SG in that line as opposed to EV.”

Impact of first-
line therapy

INSIGHTS AND DATA

Discussion: Management of Locally Advanced and Metastatic 
UC (3/5)

“Right now, I think EV is going to be a go-to second line . . . but as EV moves up front, maybe with pembro, that's 
going to change the entire landscape.”

“All my EV patients are second line, both cisplatin eligible and ineligible . . . so generally, not more than 6 months, 
because of the toxicity, peripheral neuropathy, I cannot continue long-term.”

“If I'm wrong, correct me. If I remember right, the EV came to the market first. . . . I just have a few more patients 
using EV first, then if they progressed, I try SG.”

“I checked the molecular panel first for the FGFR. If positive, I probably try SG, but if not, I’d try EV first both in 
second-line setting and third-line setting.”

Therapy 
sequencing
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“[I] have mostly elderly patients, and the neuropathy is a problem [with EV], so this dropping of day 15 is a good 
idea. . . . But I don't know if the benefit is as good as Herceptin, what we have seen with breast. I think it's 
promising for bladder for sure.”

“I haven't had the opportunity to use it yet. But I think it's compelling. . . . I feel like I would use it, and I would 
probably try to do a treatment interval if I could, especially if the patient had toxicities to it.”

“We'll have much more experience with SG, so like, on HER2, that is turning out to be a wonder kid, you know, it 
will be approved in HER1-positive breast cancer, and the lung cancer is looking promising. . . .”

“I've seen skin rash, hyperglycemia [with EV]. Hyperglycemia, we don't get endocrinologists. Our referring 
physician is a family practice—medicine, they handle that. Skin rash sometimes could become quite significant.”

“We manage skin rash like TKI, basically, beginning with the topical steroid. If not, then dermatologist.”

“In most of the cases it [skin rash] tends to get a response to those symptomatic in dimensions, maybe a brief 
dose interruption if needed, but it's manageable.”

“My experience [with EV] has been a pretty good one, just some neuropathy symptoms.”

“I've only had 1 patient on it [EV], but he passed within a month of starting it, so he didn't have any side effects, 
passed before anything happened.”

ADCs: perceptions 
and experiences 

INSIGHTS AND DATA

Discussion: Management of Locally Advanced and Metastatic 
UC (4/5)
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“So, the patient I have on EV, he progressed within 3–4 months, so I had a bad experience with that.”

“Yeah, I think it's manageable until 6 cycles. I would say beyond 6 cycles, it's a bit difficult. There are some 
patients, really feel comfortable being on it without much toxicity, and they're more hesitant to come off of it, but it's 
a case-by-case discussion ”

“I've had a problem [with EV] in 1 patient. I reduced the dosing, not the way that was described, day 1, day 8, I did 
it every other week at that point, and they seem to tolerate it well. . . .”

“I've seen, like, early dose reduction seems to help with the neuropathy. . . .”

“For the FGFR-mutated patient, I think it's kind of like—I don't know how to use that data, because the EV, their 
response is so good. SG, I think is a good drug.”

ADCs: perceptions 
and experiences 

INSIGHTS AND DATA

Discussion: Management of Locally Advanced and Metastatic 
UC (5/5)



Advisor Key Takeaways



Advisor Key Takeaways (1/2)
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ADVISOR

1
> The EV + pembrolizumab data in platinum-ineligible patients seems exciting 
> I think SG, FGFR inhibition do remain as options after platinum-immune checkpoint inhibition and EV
> I'm hopeful to have a good answer for sequencing when more treatment options are available

2
> The EV + pembrolizumab data in platinum-ineligible patients is very impressive
> Learned about using SG and erdafitinib, and knowing their benefits and side effect profiles is useful
> It's nice to have HER2 ADCs as another option for patients with metastatic disease

3
> It was interesting to see the EV + pembrolizumab data in the frontline setting for those who are cisplatin ineligible
> It's nice to have the importance of cisplatin eligibility reinforced
> It’s interesting to learn about sequencing of therapies and their unique toxicity profiles

4
> The EV + pembrolizumab data is interesting
> After this meeting today, I feel more confident about how to choose and pick these therapies
> It’s invaluable to know how to manage the side effects of these therapies, and get the most out of them 

5
> Exciting EV + pembrolizumab data 
> A good refresher about JAVELIN
> HER2 ADCs as another treatment option

6
> Gemcitabine followed by avelumab as a standard first-line therapy
> EV as a second-line therapy and sacituzumab as a third-line option 
> Toxicity profiles of all these therapies and management of side effects

7
> Platinum-based chemotherapy followed by maintenance, and immunotherapy remains a standard of care 
> Upcoming data on EV + pembrolizumab is interesting
> Learning about the toxicity profile of EV and differences between EV and SG



Advisor Key Takeaways (2/2)
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ADVISOR

9
> How PD-L1 doesn't play a major role in therapy sequencing
> Shortening duration of chemotherapy
> Biggest learning is knowing the side effects of EV and SG

10
> Importance of platinum, gem followed by avelumab maintenance in first-line setting 
> EV in the second-line setting irrespective of the FGFR mutation status. Better duration of response and tolerance
> Third-line choice depends on patient profile. HER2 data is exciting and hopefully it will be either fourth- or fifth-line option

11
> The EV + pembro data is compelling, and excited about having 3 different options to offer first line
> I would use the FGFR in a bit as much at third line or later
> Unmet need is in the cisplatin-ineligible neoadjuvant setting, so if EV + pembro could get approved in that setting, I think it would be very 

exciting therapy

12
> For platinum-ineligible patients, the data on EV plus immunotherapy in the first-line setting is very impressive
> We have so many options, so it's hard to really decide which one to choose first. But, you know, good problem to have
> I don't know which one to choose first between EV and SG, but I feel more comfortable to try EV first, followed by SG 

13
> I think we learned a lot—looking forward to EV-302 and HER2 data
> Importance of mutational testing on most of the patients
> With so many options, in the community setting, we have to get involved a little bit sooner

14
> A nice refresher of the avelumab data
> Cisplatin doublet and immunotherapy probably remains the standard of care in frontline, EV second-line, and then SG, HER2-targeted 

therapies, FGFR, probably in the third-line setting
> Interesting to see if EV would take up the space in cisplatin-eligible patients



ARS Results



18*Three advisors did not respond.
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How many unique patients with urothelial cancer have you treated in the past 12 months? 
(n = 11*)

While the Majority of Advisors Have Treated 6─15 UC Patients, 
a Small Percentage of Advisors Treated 16─20 UC Patients in 
the Past Year



Half of Advisors Indicated 31%–60% of Their UC Patients Have 
Metastatic Disease, With Slightly Less Than Half Reporting a 
Total of >61%
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What percentage of your urothelial cancer patients have metastatic disease? (N = 14)
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What percentage of your urothelial cancer patients are cisplatin ineligible? (n = 11*)

Nearly Two-Thirds of Advisors Indicated 31%–60% and Slightly 
More Than One-Third Indicated ≤30% of Their UC Patients Are 
Cisplatin Ineligible

*Three advisors did not respond.



The Most Important Factors Advisors Consider Prior to 
Choosing a First-Line Regimen Were Performance Status, 
Concurrent Comorbidities, and Organ Function
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Which of the following factors do you consider prior to choosing a first-line regimen for your UC 
patients? (Select your top 3 options.) (N = 14)



The Top 3 Reasons for Choosing a Specific First-Line Therapy 
Are Clinical Efficacy, Tolerability Profile, and Survival Benefit
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What are the reasons you choose a specific first-line therapy in your UC patients? 
(Select your top 3 options.) (N = 14)



The Majority of Advisors Selected Gemcitabine + Cisplatin 
Followed by Avelumab Maintenance as Their Preferred 
Regimen for Cisplatin-Eligible Patients With Metastatic Disease
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Which regimen do you prefer for first-line therapy of cisplatin-eligible patients with 
advanced/metastatic disease? (N = 14) 



The Majority of Advisors Selected Gemcitabine + Carboplatin 
Followed by Avelumab Maintenance as Their Preferred 
Regimen for Cisplatin-Ineligible Patients With Metastatic Disease
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Which regimen do you prefer for first-line therapy of cisplatin-ineligible patients with 
advanced/metastatic disease? (N = 14)



The Majority of Advisors Reported That 31%–60% of Their UC 
Patients Achieved Stable Disease After Receiving First-Line 
Gemcitabine + Carboplatin Therapy 
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What percentage of your urothelial cancer patients who received first-line gemcitabine + carboplatin 
achieved stable disease or better response? (n = 13*)

*One advisor did not respond.



All Advisors Believe the Choice of First-Line Regimen 
Significantly Impacts Their Approach to Subsequent Therapy
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In your opinion, does first-line therapy heavily impact your decision-making for subsequent 
therapy? (n = 7*)

*Seven advisors did not respond.



The Most Important Factors That Impact Later-Line Therapy 
Choices Are Prior Therapies Received, Patient Comorbidities, 
and Molecular Alterations
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Which of the following factors impact your choice for later-line therapies in patients whose 
disease progressed? (Select your top 3 options.) (n = 11*)

*Three advisors did not respond.



While 60% of Advisors Currently Use EV, 40% Indicated They 
Would Incorporate EV Into Their Treatment Algorithm for 
Suitable Patients

28*Four advisors did not respond.
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No, it is too early, and I would like to see
additional data
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Enfortumab vedotin is approved for 
patients with locally advanced or 
metastatic urothelial cancer who 

were previously treated with a PD-1 
or PD-L1 inhibitor and platinum-
based therapies. Do you plan to 

incorporate this therapeutic option 
into your treatment algorithm? 

(n = 10*)



All Advisors Would Choose EV for This Patient With 
Progressive Metastatic Disease
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Which agent/regimen would you select for a patient with metastatic urothelial cancer who 
progressed after platinum-based chemotherapy and avelumab maintenance (assume no 

activating FGFR mutation or fusion), in the absence of clinical trials? (n = 8*)

*Six advisors did not respond.



The Top 3 Reasons for Therapy Discontinuation Are Disease 
Progression, Adverse Events, and Impaired Organ Function

30*Three advisors did not respond.
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In your patients, what are the most common reasons for discontinuation of therapy? 
(Select your top 3 options.) (n = 11*)
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