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GAME CHANGER IN THE TREATMENT OF
ADVANCED UROTHELIAL CARCINOMA
—FUTURE STRATEGY REGARDING HOW TO ADAPT WITH ICI TREATMENT
EXPANSION AND HOW TO IMPROVE UNRESPONSIVENESS—

HIROAKI MATSUMOTO ano HIDEYASU MATSUYAMA
Department of Urology, Graduate School of Medicine, Yamaguchi University, Ube, Japan

Abstract :

M-V AC has been used for advanced urothelial carcinoma (UC), especially bladder cancer. Subsequently,
GC has been used as a first-line treatment due to its non-inferiority with regard to efficacy and its fewer
AEs compared to M-VAC. However, the establishment of a standard treatment was an urgent issue for
the treatment of cisplatin—ineligible patients and for second-line treatment. With the advent of immune
checkpoint inhibitors (ICIs), pembrolizumab has significantly improved the overall survival rate of patients
with advanced UC in second-line treatment, and it is now recommended as the standard second-line
treatment in the 2019 edition of Clinical Practice Guidelines for Bladder Cancer. However, its efficacy
remains unsatisfactory and there is also the problem of difficulty in continuing treatment due to irAE.

It is an urgent need to improve the therapeutic efficacy of ICI and to establish a treatment for post ICIL
Therefore, various drugs that are expected to be effective as game changers in the treatment of UC are
currently being developed. For example, avelumab as maintenance therapy after first-line chemotherapy
and enfortumab vedotin and erdafitinib after ICI have been reported and hence the treatment of advanced
UC is now evolving rapidly. Even in the first-line treatment, further improvement of therapeutic efficacy
and prognosis is being attempted by combining ICI with other agents.

In this symposium, we will discuss these game changers in advanced UC and outline strategies for our
future approach regarding how to adapt with ICI treatment expansion and how to improve
unresponsiveness. (Nishinihon J. Urol. 84 : 208-213, 2022)

key words : Game changer, bladder cancer, urothelial carcinoma, immune checkpoint inhibitors, molecular
subtypes




