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Report Snapshot: Session Overview

4

A moderated roundtable 
discussion was held 
with oncologists from 
the Northeastern US in 
Philadelphia, PA, on 
October 13, 2023

Session moderation and data 
presentations were led by Dr 
Bhavana Pothuri, from NYU 
Langone Health, with content 
developed in conjunction with 
the Aptitude Health clinical team

Insights were obtained 
on the use of 
evolving treatment 
landscape of aEC in 
the community setting 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 13 oncologists from the Northeast region of the United States
− Attendees of the roundtable represented community oncologists from Pennsylvania, New York, 

Massachusetts, New Jersey, and Maryland
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Institution City State

Allegheny Oncology Network Natrona Heights PA

Chesapeake Oncology Hematology Associates Annapolis MD

New York Oncology Hematology Hudson NY

Lahey Medical Center Peabody MA

Cancer Care Associates of York York PA

Rowan Virtua Stratford NJ

Hackensack Meridian Health South River NJ

Jefferson Health Sewell NJ

Greater Washington Oncology Associates Silver Spring MD

Advanced Care Oncology & Hematology Associates Englewood NJ

Regional Cancer Care Associates Riverdale NJ

NYU Medical Oncology Associates New York NY

UPMC Western Maryland Cumberland MD



30%

70%

Approximately how many patients with aEC who 
had not received a prior systemic therapy have 

you treated in the past 12 months? (n = 11*)

1–5

6–15

16–20 

≥21 

Participant Demographics 
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33%

50%

17%

Approximately how many patients with aEC who 
had received 1 prior systemic therapy have you 

treated in the past 12 months? (n = 12† )

1–5

6–10

11–15

16–20 

≥21 

70% of advisors had 
treated between 6–15 
patients with aEC who 

had not received a 
prior systemic therapy

83% of advisors had 
treated between 1–10 
patients with aEC who 
had received at least 

1 prior systemic 
therapy

*Two advisors did not respond; † One advisor did not respond.



Report Snapshot: Agenda

Time (ET) Topic

2.00 PM – 2.15 PM
Introduction
• Program overview

2.15 PM – 3.45 PM

Frontline Treatment of aEC
• ARS questions
• Overview of current first-line data
• Reaction and discussion

3.45 PM – 4.00 PM Break

4.00 PM – 4.50 PM

Treatment of Recurrent aEC
• ARS questions
• Overview of current R/R data
• Reaction and discussion 

4.50 PM – 5.00 PM Key Takeaways and Meeting Evaluation
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Discussion
Frontline Treatment of aEC



Discussion: Frontline Treatment of aEC (1/7)
INSIGHTS AND DATA

Factors 
influencing first-
line treatment 
choices

“MSI, MMR status, it looks very important. You [now] have options of chemotherapy backbone with Pembro or the 
dostarlimab. It seems that patients with MMR deficiency do better with the dostarlimab. Then you have those POLE and 
the p53 looks like it’s becoming very important.”

“I think before we had the dostarlimab and Pembro data, MMR, it used to be something you’d maybe need to know prior 
to frontline therapy. But maybe less so now if you’re going to use based on that data checkpoint inhibitor for almost 
everybody that can get one.”

“And once we get the patient that we get their HER2, and ER by IHC. We start treatment once we have the HER2 
results. I don’t tend to wait for the NGS to start a frontline therapy.”

“These [molecular subtypes] are more prognostic, but it doesn’t change your management at all.”

“[Molecular subtype is] not telling you what kind of systemic treatment.”

Molecular 
analysis in 
systemic 
therapy-naive 
patients with 
aEC

“We kind of have a combination [NGS], and I approach like, IHC is done in-house. . . . [What IHC are you getting?] MMR, 
ER, PR, and HER2. . . . NGS will give you more molecular panel. We do both.”

“I think it’s pretty much the same. We, as an institution, we actually do IHC testing on all the resected colon and 
endometrial cancer for mismatch repair regardless. That goes out immediately. It’s a reflex thing. We don’t have to order 
that . . . and send the NGS on the tissue prior to a therapy.”

“I do NGS and liquid biopsy together at the same time.”
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Discussion: Frontline Treatment of aEC (2/7)
INSIGHTS AND DATA

Molecular 
analysis in early-
stage disease

“The only nuance I’ll add is for early stage, I do send off Signatera liquid tumor assays. It is just in general, more for 
prognostication, that’s not for clinical decision-making. But if it’s even a stage II, sometimes I do send off a liquid biopsy 
as well too, since I’m sending off a Signatera, because there is a high potential for metastatic disease, given the fact that
they’re circulating tumor cells going around. And again, there’s no data for this, but for endometrial, even for other tumor 
types I have been doing that. And if anything, it’s just more for information.”

Choice of 
chemotherapy + 
immunotherapy 
vs chemotherapy

“I would definitely consider the dostarlimab in patients with the dMMR, because the data were very strong . . . longer 
follow-up. But I believe for everybody [will get chemo + IO], all comers, but to expect better, more benefit in MMR 
deficient.”

“I guess the question, the true question is, in your deficient mismatch repair patients, do they really need the chemo? And 
could they do just as well with immunotherapy, and could it be a combination checkpoint-type situation in the frontline 
setting? I don’t know. I would use chemo with checkpoint inhibitor right now, but that’s a valid question in that deficient 
patient.”

“We are using everybody. I was just thinking why we need to test it [MMR]? I mean, when we’re using it [chemo + 
immunotherapy] in all commers.”

“And honestly, if they are mismatch repair deficient, then I would be more in favor of keeping the Pembro going after or 
the dostarlimab going after and not switching to selinexor or adding selinexor, so ultimately right.”
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Discussion: Frontline Treatment of aEC (3/7)
INSIGHTS AND DATA

Dostarlimab vs 
pembrolizumab 
in the frontline 
treatment of 
patients with 
aEC

“I don’t think it makes a difference, honestly. I think it’s a Coke or Pepsi. I think it’s different studies, different duration of follow-up. 
I don’t think you can go wrong with either in that setting.”

“It looks also RUBY has all of the histological subtypes.”

“I think the other thing is the histological subtypes, because you don’t have the diverse hematological subtypes on the GOG, but
you do have it on RUBY. So if you have a carcinoid sarcoma, what do you, that’s not included.”

“I think one is longer follow-up. . . . That’s the main thing. It’s more-mature trial. . . . But I mean, this is more reliable if you have 
longer [follow-up].” [Dr Pothuri: “The other thing is you also have survival data with RUBY. You will never have survival data in with 
GY018.”] “That’s important. Makes me more comfortable.”

“I think it’s sort of sad that we wouldn’t have a survival data on the GOG trial just simply because then dostarlimab has to be on 
top, right? If you have a survival and the other can’t show survival regardless of how the study is designed, truthfully, the study 
with a survival benefit is a better study. And so, we’ll kind of have to align our practice to this study that gives us a survival benefit, 
which will have to be 3 years. If I am speaking frankly, to a patient, that’s really how I would have to do it.”

“They [the patient] will say doc, whatever is better for me. I don’t think they care [about length of maintenance] I would say gives 
you better rate, the chance to stay in the remission and not to relapse. It doesn’t matter like 1.6 or 3 years. We do like 
maintenance for a long time.”

“That’s [length of maintenance] going to make a difference, right. If the outcomes are the same, then it comes down to what other 
criteria is a patient going to select, so to speak. They’re going to want the shorter amount of treatment. . . . Obviously, and that’s a 
discussion with the patients. . . . Some patients it doesn’t matter, they’re more interested, how am I going to survive, what’s better 
and what do you think?”

“I think that [overall survival data] would trump the length of treatment.”

“I do think it’s important [overall survival data], because the question is you can treat now or you can treat sequentially if you don’t 
have proof of survival with what you treat frontline vs if you have a proof, I think this makes a difference. OS is still important.”



Discussion: Frontline Treatment of aEC (4/7)
INSIGHTS AND DATA

SIENDO trial 
reaction

“I think it’s a great, very impressive study.”

“Yeah, I think from my perspective, I just feel like the tolerability is going to be key for this.”

“If it’s approved, it’s difficult not to use it, especially with the majority of patients going to be TP53 wild type and MSS. So 
that will be like majority of patients. The data is so strong, the PFS difference is so striking, it’s kind of difficult to ignore it.”

“Selinexor data in the maintenance setting, that might change practice.”

“Well you want something to work. I mean, one of the problems with selinexor in myeloma, I should say, was it almost 
flopped, it didn’t get there because the ORR was so low. You’ve got to get some ORR something in order to get a benefit. 
And then I think the primary endpoint becomes PFS. . . . But this is still advance metastatic disease.”
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Discussion: Frontline Treatment of aEC (5/7)
INSIGHTS AND DATA

Impact of 
selinexor use in 
other disease 
states and 
barriers to 
selinexor use 
(AEs)

“Oh yeah, myeloma and lymphoma, so it’s approved [in other malignancies]. . . . Yeah, very tough.”

“I mean that, that [tolerability of selinexor] is not a home run. It’s very tough.”

“It’s a very nauseating medication. I use it in myeloma all the time. It is, some patient even refuse to take it. It’s a very
nauseating medication. . . . It’s a 60 mg with Velcade, I do it but still very nauseating.”

“I use selinexor a lot in myeloma, and we actually use 80 mg a week, even though we play around with the dose, but we 
use it in combination with proteasome inhibitors, Kyprolis [carfilzomib], and we’re used to managing AE toxicity, platelets, 
and GI stuff. But seeing this dramatic difference, maybe the study they’d use 80 mg, but I am sure 60 would suffice. 
Monotherapy I think makes a lot of sense.”

“Yeah, I think from my perspective, I just feel like the tolerability is going to be key for this. Because the hyponatremia 
and nausea, vomiting, when you’re giving it for myeloma, you give some steroids to be as part of it anyway. It’s not as 
bad. If there’s a pretty detailed protocol of what to do, how to watch out for it. I think I would love to use it because data’s 
extremely impressive.”

“That’s why I have to put patients on the olanzapine. . . .Three antinausea medication, and patient is able to manage that. 
Not everybody, but some patient will.”

“They did the smart [approach], they lower the dose [of selinexor in the XPORT-EC-042 study].”

[And it sounds like your experience with other malignancies actually doesn’t increase your willingness to adopt it in 
endometrial cancer. Is that correct?] “Yeah, but that is in the later lines, and the dosage is much less here.”
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Discussion: Frontline Treatment of aEC (6/7)
INSIGHTS AND DATA

Uncertainty 
regarding the 
impact of first-
line 
immunotherapy 
on the use of 
selinexor in the 
maintenance 
setting

“So I guess the question I’d have is, I have that patient who has finished the chemoimmunotherapy, MSS, and has TP53 
wild type, do I continue the immunotherapy? Do I add selinexor? And I’m sure I can get it covered. Or do I just drop the 
immunotherapy and do the selinexor? Because that delta is pretty impressive, and your patient’s sitting in front of me, I 
don’t want to wait for the approval if I can get the drug. . . . And what we do then is now look at have we ever combined 
Pembro or dostarlimab in other settings with selinexor?”

“I think what I’m confused, in the trial, they’re giving them chemo, IO, and then the selinexor. . . ? Just chemo and then 
selinexor. You have to make your decision at the time that you started treating them whether you’re going to the selinexor 
regimen or you’re going to mix 2 regimens.”

“We’ll have to make do like we always do, because there was no IO option when the trial was designed. So, you know . . 
. we’ll have to blend it I’d have to make it fit.”

“I think maybe you’ll think that this is a pMMR patient. Maybe the maintenance portion of the IO is not going to be 
contributing to the survival as much as maybe the selinexor portion is. But you think, oh well, the trial of chemo IO was 
positive, so at least I gave it up front for the chemo-IO portion. I don’t know how you would think about it.”

“Well, the bottom line is you’re going to have to do another trial and do that. And no question really with an immuno-
chemo arm to know, you know, what the difference is. It’s really dramatic.” [You’re saying some selinexor and 
immunotherapy?] “Right, you’re going to have to do [a study].”
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Discussion: Frontline Treatment of aEC (7/7)
INSIGHTS AND DATA

Segmenting 
patients on the 
basis of the 
presence of 
TP53wt

“You just educated us over well, but so far, no.”

“That’s if you consider treatment with the selinexor, then it plays a role, right? Because those were the best so far, 
pMMR, MS stable, and the wtTP53.”

Role of NCCN on 
treatment 
choices

“Yeah, and that’s another reason why we like the NCCN, because strong-enough data it’s included gives us something to 
take to payors to get it covered, and before we have an FDA indication.”

Use of selinexor 
in later lines

“I think his point is very valid, from drug development standpoint, specifically for this drug [selinexor], because if in the
front line, if it’s very toxic, like as it’s perceived to be, yeah, we cure some patient. This is one line of development for
front line. But another group of patients who did not receive it before and progressed, and they can tolerate maybe more 
side effects, more compromised with the quality of life to improve their survival. I would not necessarily dismiss it for later 
lines of development because it’s going to be approved in the front line. You know, I think from a practical standpoint, 
from general oncologist’s standpoint, it’s very valid.”
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Discussion
Treatment of Recurrent aEC



Discussion: Treatment of Recurrent aEC 
INSIGHTS AND DATA

Sequencing of 
agents following 
first-line 
chemotherapy + 
immunotherapy

“I think you have used immunotherapy in the first line, you are done without immune therapy, so you will not use it in the 
later line. . . . Because most of the patient will progress on Pembro in the first line, while they’re on the maintenance. And 
then after you stop it and they relapse after 1 year, which is not be the case most of the time. So I think then you’re done 
with the immune therapy in the second line.”

“No, you stop it and relapse after 1 year, then I will challenge it with Len + Pembro.”

“I think it should be broader than just Pembro. If you progress on the dostarlimab, what’s the role of Pembro, you know 
the second line. . . ? Do you know what is the time frame? Is it like, a 3 month, 6 months like time of progression that you 
would rechallenge vs you wouldn’t?”

“I would rechallenge only for one reason, because lenvatinib could resensitize to the immunotherapy, because we have 
seen data in lung cancer where after pembrolizumab progression, but using the Pragmatica trial, that is Cyramza 
[ramucirumab] with pembrolizumab, and there is resensitization, and patients are showing responses. We’ll see what the 
final analysis is going to be.”

Withholding IO 
for use in later 
lines

Would anybody withhold immunotherapy in the first line to use later? 

“No, no.”

“Not withhold.”

“You want to give the best treatment up front.”
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Advisor Key Takeaways



Advisor Key Takeaways (1/2)

19

ADVISOR ADVISOR

1
> SIENDO trial and the efficacy of selinexor 
> Treatment changes with new classification of endometrial 

cancer
> Options in hormone-responsive tumor

5
> 4 subtypes: POLE, dMMR, copy number low, p53

abnormal
> Selinexor and the SIENDO trial 
> Importance of diversity in clinical trials

2

> SIENDO trial – will be a game changer for the first-line 
maintenance 

> Chemotherapy + immunotherapy is now first line for all 
comers, can potentially deescalate chemotherapy in 
MSI/MMRd 

> NGS for every aEC patient

6

> 4 molecular subtypes and the prognostic implications 
and ability to select optimal therapy

> SIENDO trial – maintenance selinexor in TP53wt –
consider in the future 

> New and novel agents on the horizon, wee1 inhibitors, 
HER2-targeted trastuzumab deruxtecan

3

> Compelling data for chemotherapy + immunotherapy in 
the front line 

> Data for selinexor is extremely exciting
> Introduction and use of HER2-targeted agents in 

endometrial cancer

7

> POLE, MMR prognosis 
> Adding immunotherapy in the front line 
> Selinexor in TP53wt 
> Pembro + lenvatinib, trastuzumab deruxtecan, 

dostarlimab, and palbo + letro

4
> Perform NGS in all patients 
> Immunotherapy + chemotherapy in all comers 
> Selinexor for all TP53wt 

8
> FIGO classification and groups
> PFS in TP53wt with selinexor, I wasn’t aware of this data
> The importance of diversity in clinical trials



Advisor Key Takeaways* (2/2)

20

ADVISOR ADVISOR

9
> Dostarlimab + chemotherapy in front line vs 

pembrolizumab + chemotherapy 
> Selinexor in maintenance PFS benefit for TP53wt 
> Importance of NGS and molecular subtypes

11
> Data for the use of immunotherapy + chemotherapy in 

the front line
> Impressive data for selinexor maintenance 
> Molecular pathophysiology of aEC

10
> Immunotherapy + chemotherapy in the front line 
> Hormonal therapy 
> Efficacy of selinexor in TP53wt 
> Molecular diversity of endometrial cancer

12
> New FIGO – 2023 molecular additions to subtypes 
> Designation of care/treatment approaches by molecular 

classification of subtypes
> Selinexor in TP53wt endometrial cancer

*One advisor did not provide a key takeaway.



ARS Data



Nearly Three-Quarters of Community Oncologists Had Treated 1–5 
Patients With aEC Who Had Not Received a Prior Systemic Therapy With 
a Chemotherapy + Immunotherapy Combination in the Past Year

22*Two advisors did not respond.
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In the past 12 months, approximately how many patients with aEC who had not received a 
prior systemic therapy have you treated with a chemotherapy + immunotherapy 

combination? (n = 11*)



Nearly Two-Thirds of Advisors Perform IHC Testing (MMR, p53, 
and HER2), NGS Testing (TP53, MMR), and Receptor Testing 
for ER and/or PR in Their Patients With aEC
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Which of the following do you perform in your patients with aEC? 
(Select all that apply.) (n = 11*)

*Two advisors did not respond.



Most Advisors Perform Comprehensive Molecular Analysis in Their 
Patients With aEC Who Have Received 1 Prior Systemic Therapy; 
Nearly a Third Do Not Perform Molecular Analysis in This Population

24*Two advisors did not respond.
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Which of the following do you perform in your patients with recurrent aEC 
who have received at least 1 prior systemic therapy? 

(Select all that apply.) (n = 11*)



Almost All Community Oncologists Perform NGS in 76%–100% 
of Their Patients With aEC

25*Three advisors did not respond.
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In what percentage of your patients with aEC do you perform NGS? (n = 10*) 



All Advisors Typically Receive Their NGS Results in More Than 
11 Days, With the Majority Reporting an Average Turnaround 
Time of 11–15 Days
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On average, what is the typical turnaround time to receive the results from NGS 
for your patients with aEC? (n = 12*)

*One advisor did not respond.



Patient Case 

> A 62-year-old woman presents with abnormal uterine bleeding. Following an initial 
workup including an endometrial biopsy, the patient is diagnosed with grade 3 
(FIGO) endometrioid adenocarcinoma. The patient undergoes a total abdominal 
hysterectomy with a bilateral salpingo-oophorectomy and bilateral pelvic lymph 
node dissection. Molecular testing reveals TP53wt, microsatellite stable (MSS), 
pMMR, HER2-negative stage IV disease. Initial treatment includes postoperative 
VBT followed by systemic therapy 
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After Seeing the RUBY and NRG-GY018 Data, All Community 
Oncologists Would Recommend a Chemotherapy + Immunotherapy 
Combination for a pMMR, TP53wt Patient With aEC
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(Pre and Post: n = 12*)

Pre Post

*One advisor did not respond.



Patient Case (cont.) 

> The same 62-year-old patient is treated with carboplatin + paclitaxel. One year 
after completion of systemic therapy, progression is documented with liver 
metastasis. Molecular testing reveals TP53wt, MSS, pMMR
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Over Two-Thirds of Advisors Would Recommend Lenvatinib + 
Pembrolizumab in a pMMR, TP53wt Patient With aEC Experiencing 
Progression 1 Year After Completion of Carboplatin + Paclitaxel
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Nearly All Advisors Believe NCCN Guideline Recommendations 
Have the Greatest Impact on Their Treatment Decisions in 
Patients With aEC
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Which of the following have the greatest impact on your treatment decision in your 
patients with aEC? (Select 2 options.) (n = 12*)

*One advisor did not respond.



Prior to the Program, Nearly Half the Advisors Were Not 
Familiar With the SIENDO Study

32*One advisor did not respond.
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What do you see as the most impressive finding from the long-term follow-up of the 
prespecified subgroup analysis for the SIENDO study? (Pre: n = 12*; Post: N =13)

Pre Post



The Majority of Advisors Said the Greatest Benefit to Using 
Selinexor in Their Patients With aEC Is Its Efficacy in a Patient 
Population With an Unmet Need (TP53wt) 
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What do you see as the greatest benefit to selinexor use in patients with aEC? (N = 13)



Three-Quarters of Advisors Indicated That Managing and 
Monitoring for AEs Associated With Selinexor Is the Greatest 
Barrier to Its Use in Patients With aEC
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What do you see as the greatest barrier to selinexor use in patients with aEC? (N = 13)
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