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Approaches to immune checkpoint inhibitor (ICI)
maintenance therapy in metastatic urothelial cancer
(mUC): A qualitative analysis of oncology providers
in the United States

• ICIs (PD-1/PD-L1 inhibition) have demonstrated long-term responses
with tolerable safety profiles in mUC6
• Avelumab as a first-line maintenance therapy for patients with mUC
who achieve disease control with platinum-containing chemotherapy
was approved in the US in June 2020 and is recommended in various
clinical guidelines1,2,7,8
• However, provider perspectives regarding first-line maintenance
therapy in mUC have not been reported
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• We conducted a qualitative study using in-depth interviews with medical
oncologists and oncology nurses to better understand their preferences
for and experiences with existing and emerging treatment regimens for
patients with unresectable, locally advanced or metastatic mUC

• Eighteen US-based medical oncologists and 18 US-based oncology nurses
participated in the study (Table 1)

• Patients who were considered ineligible for any platinum-based
chemotherapy, especially frail (eg, those with comorbidities and/or elderly)
patients, were recommended for ICI monotherapy in the first-line setting

• The oncologists and oncology nurses interviewed generally reported
practices that aligned with current clinical guidelines, including the
National Comprehensive Cancer Network (NCCN) and European Society
for Medical Oncology (ESMO), for first-line treatment of mUC1,2
• At the time of the study, few providers had experience with ICIs as firstline maintenance therapy in patients following achievement of disease
control with platinum-containing chemotherapy (Regimen A). However,
most preferred this regimen to a regimen of ICI + chemotherapy followed
by continued ICI (Regimen B), which is not approved
• Our findings highlight the need to increase provider awareness of
approved first-line ICI maintenance treatment for patients who achieve
disease control with first-line platinum-containing chemotherapy as a
standard of care in mUC
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• All data were collected in a double-blinded manner, and the study
received an exemption determination from an Advarra institutional
review board
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Board Certifications/Nursing Specialty

• All oncologists recommended 4-6 cycles of chemotherapy in the first-line for
patients with mUC; response was typically assessed after 2-4 cycles (Figure 3)
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• Most participants (oncologists, 67%; nurses, 71%) expressed a preference for
Regimen A (Table 2)
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National Cancer Institute (NCI) Designated Center

2

11%

3

17%

– The perceived potential for more durable response with combination
ICI + chemotherapy was also cited as a potential benefit of this regimen
(Table 2)

Figure 1. Maintenance therapy strategies

Principal Practice Type

Average Number of New or Existing Patients Treated for Urothelial Carcinoma in a Month
1-10 Patients

1
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39%
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33%
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39%

26-50 Patients
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33%
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More than 50 patients

5

28%
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11%

1

3
2

2

3
2

2L treatment

Regimen A: 1L chemotherapy induction followed by ICI maintenancea
Per treatment plan or until
disease control, toxicity, or
patient preference

Stop chemotherapy
Switch to ICI

1L chemotherapy

ICI maintenance therapy
Treatment until disease progression or unacceptable toxicity

1L chemotherapy + ICI

ICI maintenance therapy
Treatment until disease progression or unacceptable toxicity

Correspondence: Petros Grivas, pgrivas@uw.edu
1L, first-line; 2L, second-line; ICI, immune checkpoint inhibitor/immuno-oncologic therapy/checkpoint Inhibitor.
a
Treatment strategies are not to scale and are meant to be illustrative of the general treatment strategies. Only patients who achieve disease control continue with
maintenance therapy.
Adapted from Grivas P, et al. Target Oncol. 2019;14(5):505-25.
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Figure 2. Average number of cycles of chemotherapy administered
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Stated preferencesa

Regimen A
1L chemotherapy
followed by ICI
maintenance
(oncologists, 66.6%;
nurses, 71.4%)

Provider rationale

The potential for:
• Reduced toxicity and
side effects
• Lower costs
• Availability of clinical
data supporting the
regimen’s use

Regimen B
1L ICI plus
chemotherapy
followed by ICI
maintenance
(oncologists, 33.3%;
nurses, 28.6%)

• Familiarity with this
regimen in other
tumor types
• Perceived potential
for a durable and
deeper response
with combination
chemotherapy and
immunotherapy

Supporting narrative
“So [Regimen A] is not only more effective at least right
now from the data, but it’s actually more tolerable and the
toxicity is less than when you combine the 2 together. So in
fact, with [Regimen A] you are gaining both on efficacy as
well as on toxicity and that’s what makes it very effective as
well.” – Oncologist, community
“Typically, for the UC patients, I see more of the treatment
[Regimen A] where they’ll begin with the chemo potentially
and then switch to immunotherapy maintenance, or they’ll
just go straight to the immunotherapy if they’re not a good
candidate for the traditional chemo, in the UC setting in
particular.” – Nurse, community
“I prefer [Regimen B], and the reason why, because I
think adding immunotherapy as early as when we start
chemotherapy is probably better. We’ve had now a lot of
data in other cancers, when we integrate immunotherapy
with chemo in an upfront setting, [it] showed improvement
in outcomes, and the biggest example is lung cancer now.”
– Oncologist, academic
“I think the combination of chemotherapy plus
immunotherapy, certainly gets a better, higher response
rate, probably a longer PFS, but does it improve survival?
And I’m not sure we know that, because I worry about us
using all our chips on first-line, and not having anything when
patients progress, because once patients fail chemotherapy
and immunotherapy, I mean, what do you have left?” –
Oncologist, community

PFS, progression-free survival; UC, urothelial carcinoma.
a
Providers were asked which regimen they would prefer in a scenario where both regimens were assumed to have the same overall survival.

Limitations
• Although the sample included participants from a variety of geographic
regions and practice settings, the results may not extrapolate to all oncologists
and oncology nurses treating patients with mUC
• Furthermore, the findings represent the experiences and perspectives of a
small convenience sample that may be more vocal than the general medical
oncologist and oncology nurse population (selection bias)
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Table 2. Provider preferences for maintenance therapy strategies
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• Participants who preferred Regimen B (oncologists, 33%; nurses, 29%) cited
previous experience with this treatment approach in other tumors
(eg, non-small cell lung cancer) as a driver of their choice

Nurses (N=16)
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18

– Providers universally did not recommend a treatment break between
chemotherapy and ICI maintenance because of concerns about
progression

Figure 3. Mean number of chemotherapy cycles administered before response
assessed
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• Demographic and clinical screening survey responses of study
participants were analyzed in terms of summary statistics (means,
medians, ranges)

Characteristic

Providers, n

Copies of this poster obtained through this hyperlink or quick
response (QR) code are for personal use only and may not
be reproduced without permission from ASCO® and the
author of this poster

• A semi-structured discussion guide was used to explore decisionmaking processes about treatment for patients with mUC and
perspectives about ICI maintenance therapy in the first-line setting,
including preferences for either (1) ICI following achievement of
disease control with platinum-containing chemotherapy (Regimen A)
or (2) ICI + chemotherapy followed by ICI (Regimen B)

Table 1. Oncology provider demographics

Regimen B: 1L concurrent ICI + chemotherapy followed by ICI maintenancea

GET POSTER PDF

• Interviews were recorded and transcribed verbatim. Transcripts were
coded and analyzed using the constant comparative method10 to
identify key determinants and clinical considerations associated with
ICI maintenance therapy in mUC

Oncology

– These providers cited the potential for reduced toxicity and side effects, as
well as the availability of supportive clinical data, as a key factor driving their
choice

CONCLUSIONS

• Participants were recruited through a third-party vendor that maintains
national panels of clinicians who have agreed to participate in
research studies. Potential participants were asked to complete a brief
screening survey to ensure eligibility

RESULTS

• Providers commonly administered cisplatin- and carboplatin-based
chemotherapy regimens as first-line treatments. Participants used a number of
criteria to determine cisplatin-based chemotherapy eligibility, including kidney
function, performance status, and presence of neuropathy and ototoxicity

SCOPE

– This discussion was guided by a schematic (Figure 1) adapted
from the literature9 and designed to elicit perspectives on potential
different maintenance therapy strategies for mUC

Providers, n

2

• Telephone interviews were conducted with oncologists and oncology
nurses treating patients with mUC in US academic and community
practices in August 2020

Providers, n

3

• Approximately 81,400 new cases of bladder cancer were diagnosed in
2020, and nearly 90% of cases are UC3,4

Providers, n

2

METHODS

– Unresectable, locally advanced or metastatic UC is present in nearly
20% of all invasive UC cases worldwide5

P. Grivas, C. Huber, V. Pawar, M. Roach, S.G. May, I. Desai, J. Chang, M. Bharmal
1

BACKGROUND
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• Due to the study nature, unmeasured confounders cannot be excluded and
findings are hypothesis generating
• The interviews were conducted in August 2020, shortly after the FDA approval
of avelumab as a first-line maintenance treatment. Participants in our study
therefore had limited experience with the treatment in clinical practice,
meriting future research in a larger sample of providers
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