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Abstract.
INTRODUCTION: While switch maintenance therapy is being increasingly investigated in solid tumors, it is a standard in
only a few. We conducted a systematic review on switch maintenance therapy for metastatic urothelial carcinoma.
EVIDENCE ACQUISITION: In this systematic review, we conducted a literature search in PubMed and Cochrane databases
up to 2021, based on PRISMA statement guidelines. One hundred and fifty eight articles were identified and after a three-step
selection process and six articles, using different agents were included in evidence synthesis. The primary end points were
effect on overall survival, progression free survival, safety and tolerability.
EVIDENCE SYNTHESIS: In the pre-immunotherapy era, targeted therapies like sunitinib, lapatinib and vinflunine were
studied as switch maintenance therapy in metastatic urothelial carcinoma but did not show any overall survival benefit. Use
of anti-PD-1/PD-L1 agents have shown promise as switch maintenance therapy; pembrolizumab showed improvement in
progression free survival in a phase 2 trial and avelumab showed improvement in overall survival and progression free survival
in the phase 3 JAVELIN Bladder 100 trial.
CONCLUSION: Immunotherapy with anti-PD-1/PD-L1 agents has emerged as an effective switch maintenance strategy in
patients with metastatic urothelial carcinoma. Intensification of the immunotherapy backbone in this setting can potentially
further enhance outcomes. Emerging evidence shows a potential role of Poly (ADP-ribose) polymerase (PARP) inhibitors in
this setting as well. Results from ongoing and planned studies will help us understand which switch maintenance approaches
would be most effective for improving outcomes in metastatic urothelial carcinoma.
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INTRODUCTION

The standard of care first-line treatment for patients
with locally advanced or metastatic urothelial car-
cinoma (mUC) is platinum-based chemotherapy
(DD-MVAC (methotrexate, vinblastine, doxorubicin,
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cisplatin) or gemcitabine plus cisplatin/carboplatin).
The median overall survival (OS) is up to 15 months
with cisplatin-based regimens and up to 13 months
with carboplatin-based regimens [1–7].

[2–7] However, these agents cannot be contin-
ued long-term in those who respond or have stable
disease due to cumulative toxicities. Most patients
eventually recur and responses with immunother-
apy in patients with platinum-refractory mUC are
modest. Furthermore, only a minority of patients
receive second-line treatment [8–11]. Hence, there
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is an unmet need to enhance and prolong benefits
of first-line chemotherapy and improve survival with
effective use of maintenance therapies after first-line
therapy in patients with mUC who do not progress on
it to offer the best outcomes. The rationale for mainte-
nance therapy is to delay the disease from progressing
by either eliminating residual cancer, retarding cell
turnover via inhibitory signaling, preventing tumor
neo-angiogenesis, or through immunologic control.
Major goal of maintenance therapy is to sustain the
favorable state achieved with induction chemother-
apy and prolonging progression-free survival (PFS)
and OS [12]. Maintenance therapy can use two
approaches; continuation maintenance, which essen-
tially is continuation of an agent used as part of
the combination induction regimen (i.e., treatment
de-intensification/de-escalation), and switch mainte-
nance, which adds a different sequential treatment
after induction regimen [13]. In this article, we will
review the role of switch maintenance treatment
strategies in mUC, their role in current clinical prac-
tice and future considerations.

EVIDENCE ACQUISITION

Search Strategy

The aim of this systematic review is to analyze
clinical trials in patients with mUC who underwent
switch maintenance treatment after achieving either
treatment response (partial or complete response) or
stable disease with first-line chemotherapy and iden-
tify differences in outcomes with different agents.
We conducted a systematic literature search in the
PubMed and Cochrane databases according to the
Preferred Reporting Items for Systematic Reviews
and Meta Analyses (PRISMA) statement for arti-
cles published up to February, 2022. We also looked
at abstracts from major oncology conferences up
to 2022. Articles were searched using one or sev-
eral combinations of the following terms: (“switch”)
AND (“maintenance”) AND (“therapy” OR “treat-
ment”) AND (“metastatic” OR “advanced”) AND
(“urothelial” OR “bladder”) AND (“cancer” OR
“carcinoma” OR “tumor” OR “malignancy” OR
“neoplasm”). One hundred and fifty eight articles
were identified on initial screening and we further
searched selected articles to identify relevant ones
pertaining to our aim. The selection process was done
in three steps; 1) initial screening of the title was
done to identify eligible publications, 2) screening of

Fig. 1. Flowchart outlining selection process of the included
studies.

selected abstracts and 3) full text reading of respective
publications (Fig. 1).

Prespecified questions

Research questions were defined as follows: 1)
which agents have been investigated as switch main-
tenance treatment in patients with mUC? 2) do these
switch maintenance therapies improve OS and PFS
in patients with mUC? 3) what is the safety and tol-
erability of these switch maintenance therapies?

Inclusion and exclusion criteria

Only published prospective clinical trials using
switch maintenance therapies in patients with locally
advanced/mUC who did not have disease progres-
sion after first-line chemotherapy were included in
this systematic review. Exclusion criteria were review
articles, non-English articles, editorial letters, case
reports/series, and repeated publications to avoid
publication bias.
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Six articles met the afore-mentioned criteria and
were included for evidence synthesis (Fig. 1).

Evidence Synthesis

Historically, switch maintenance therapy in mUC
was attempted with limited success with tyro-
sine kinase inhibitors and chemotherapy but now,
immunotherapy has successfully been established as
the only effective approach so far as discussed below.

Tyrosine kinase inhibitors

Sunitinib
Angiogenesis plays a significant role in growth and

metastases of UC and vascular endothelial growth
factor (VEGF) has been identified as an important
regulator of both normal and pathologic angiogene-
sis and increased VEGF expression has been reported
in patients with UC [11, 14, 15]. Sunitinib is an oral
tyrosine kinase inhibitor (TKI) with activity against
vascular endothelial growth factor receptors (VEG-
FRs). Based on preclinical activity of sunitinib in
bladder cancer models, Grivas et al. conducted a
phase 2 randomized controlled trial (RCT) of mainte-
nance sunitinib versus placebo in patients with locally
advanced or mUC who did not progress after first-line
chemotherapy [16]. Fifty-four patients were random-
ized to receive either Sunitinib at a dose of 50 mg
orally daily (28 days on,14 days off) or placebo for
at least 12 weeks until disease progression or toxic-
ity. Primary endpoint was 6-month progression rate.
The most common grade 3 or higher adverse events
(AEs) in patients who received sunitinib vs placebo
were thrombocytopenia (23.1% vs 7.7%), diarrhea
and mucositis (15.4% vs 0%), fatigue (15.4 vs 3.8%)
and hypertension (11.5% vs 0%) [16]. The study
closed prematurely owing to slow accrual and toxi-
city from sunitinib. Maintenance sunitinib compared
to placebo did not improve the 6-month progression
rate. The median PFS (2.9 vs 2.7 months) and OS
(10.5 vs 10.3 months) did not differ significantly
either between treatment groups (p = 0.0002) [16].

Lapatinib
Lapatinib is a TKI against human epidermal

growth factor receptor (HER1/HER2). Preclinical
data of targeting HER1/HER2 in UC supported its
testing in a clinical study in mUC patients with
HER1+ or HER2 + tumors [17]. Powles et al. con-
ducted a phase 3 RCT that included 232 mUC patients

with HER1/HER2 +tumors who did not have dis-
ease progression after first-line chemotherapy [18].
Patients were randomized to receive either mainte-
nance lapatinib at 1500 mg orally daily or placebo.
Compared to placebo, lapatinib did not improve PFS
which was a primary outcome (HR, 1.07; 95% CI,
0.81 to 1.43; P = 0.63) or OS, a secondary outcome
(HR, 0.96; 95% CI, 0.70 to 1.31; P = 0.80). The rate of
grade 3 or higher AEs was 8.6% vs 8.1% for lapatinib
vs placebo. This trial did not demonstrate any clinical
benefit with maintenance lapatinib for patients with
HER1/2 + mUC, even in patients with highest level of
HER1/2 expression (3+ on immunohistochemistry)
[18].

Chemotherapy

Vinflunine
Vinflunine is an antineoplastic agent belonging

to the vinca alkaloid class that inhibits microtubule
dynamics with a greater efficacy than other micro-
tubule drugs [19]. In a phase 3 RCT comparing
vinflunine with best supportive care (BSC) in patients
with platinum-refractory mUC, vinflunine showed
significant improvement in PFS, response rates and
disease control rates compared to BSC, leading to its
approval by the European Medicines Agency [20].
Vinflunine is not approved for use outside of Europe.

Vinflunine was subsequently studied as a switch
maintenance therapy in patients with mUC in the
MAJA; SOGUG 2011/02 trial, a multicenter, open
label, phase 2 RCT across Spanish hospitals and
included patients with mUC who did not progress
after 4 to 6 cycles of cisplatin and gemcitabine (car-
boplatin was allowed after cycle 4) [21]. Patients
were randomized to receive vinflunine or BSC until
disease progression. Vinflunine was given every 21
days intravenously at 320 mg/m2 or at 280 mg/m2
in patients with ECOG performance status of 1,
age > / = 75 years, prior pelvic radiotherapy or crea-
tinine clearance < 60 mL/min. The primary endpoint
was median PFS greater than 5.3 months in the vinflu-
nine group, assessed by modified intention to treat.
Between 2012 and 2015, eighty-eight patients with
mUC were enrolled, of whom 45 received vinflu-
nine and 43 best supportive care (BSC). PFS was 6.5
months in the vinflunine group and 4.2 months in the
BSC group (HR-0.59; 95% CI, 0.37–0.96, p = 0.031).
Vinflunine showed a trend towards improved OS;
median OS in vinflunine vs BSC group was 16.7
months vs 13.2 months respectively (HR-0.736; 95%
CI, 0.44–1.24, p = 0.182); objective responses were
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achieved in 21% patients in vinflunine group vs 7% in
BSC group respectively and vinflunine had an accept-
able safety profile. The study showed that vinflunine
switch maintenance therapy led to an improvement
in PFS that exceeded the acceptable pre-specified
threshold compared to BSC alone [21]. However,
vinflunine is not approved as a switch maintenance
therapy.

Rationale of immunotherapy switch maintenance
in mUC

After a long gap of 40 years, anti-PD-1/PD-
L1 inhibitors (immune checkpoint inhibitors; ICIs)
transformed the treatment paradigm in mUC.
Since 2016, multiple ICIs have been approved for
patients with platinum-refractory mUC including ate-
zolizumab, durvalumab, avelumab, nivolumab and
pembrolizumab [22–27]. Atezolizumab and durval-
umab were withdrawn from this indication in the
US in 2021 due to lack of benefit in confirmatory
trials. Importantly, in mUC, first-line combina-
tion of platinum-based chemotherapy and ICI was
not significantly better than chemotherapy in the
KEYNOTE-361 and IMvigor130 trials [6, 7]. In the
Keynote 361 trial, addition of pembrolizumab to
chemotherapy did not improve PFS or OS compared
to chemotherapy alone [7]. In the IMvigor130 trial,
addition of atezolizumab to chemotherapy showed a
modest improvement in PFS but no improvement in
OS so far [6].

The prior standard of care for mUC patients
who did not progress after first-line platinum-based
chemotherapy was surveillance and ICI was only
indicated for patients who progressed on or after
platinum-based chemotherapy. The earlier sequen-
tial use of ICI as switch maintenance after first-line
chemotherapy in patients with mUC who do not
progress is attractive for several reasons. Apart from
its cytotoxic effects, conventional chemotherapy
can promote tumor immunity by depleting myeloid
derived immunosuppressor cells (gemcitabine), or by
increasing the expression and presentation of tumor
antigens (cisplatin, gemcitabine) thereby making
tumor cells more susceptible to T cell mediated lysis
[28]. The pro-immunogenic effects of chemotherapy
can provide an added advantage while considering
switch maintenance therapy with ICIs. The cancer
immune-editing conceptual framework provides a
rationale for this approach. Tumor growth or dis-
ease progression (“escape phase”) happens when
rate of tumor proliferation exceeds ability of the

immune system to control it. Chemotherapy can help
the immune system to regain control (“equilibrium
phase”) or even decrease tumor burden (“elimination
phase”), but this effect lasts until tumor cells acquire
immune escape mechanisms [17]. Use of switch
maintenance therapy with ICI after chemotherapy can
potentially intensify immune elimination or enable
immune system to prolong the equilibrium phase,
thus delaying disease progression.

Disease control achieved with chemotherapy pro-
vides better patient selection for sequential use of
ICI maintenance and incorporation of ICI as a switch
maintenance strategy can enable more patients to
receive treatment.

Pembrolizumab
Pembrolizumab is an anti-PD-1 agent and showed

significant improvement in OS compared to inves-
tigator’s choice of second-line chemotherapy in
the Phase III Keynote 045 trial [22]. The role of
pembrolizumab as switch maintenance therapy was
studied in the Hoosier Cancer Research Network
GU14-182 trial, a multicenter phase 2 RCT that
enrolled 108 patients with mUC achieving at least sta-
ble disease on first line chemotherapy [29]. Patients
were randomized to receive either Pembrolizumab
200 mg intravenously every 3 weeks or placebo for
upto 24 months in the absence of disease progres-
sion or severe toxicity. The primary objective was
to compare the PFS; it was significantly longer with
maintenance pembrolizumab versus placebo (5.4
months vs 3.0 months hazard ratio, 0.65; log-rank
P = 0.04; maximum efficiency robust test P = 0.039).
This significant improvement in PFS with pem-
brolizumab was seen despite modification of samples
size and analysis plan during study enrollment. The
median OS was 22 months with pembrolizumab and
18.7 months with placebo (log-rank P = 0.74). How-
ever, OS was a secondary endpoint and the study was
not adequately powered to detect an OS improve-
ment. There was no correlation of outcomes with
PD-L1 expression in tumors. Safety profile of pem-
brolizumab was similar to prior experience with
pembrolizumab. Treatment related grade 3-4 adverse
events occurred in 59% of patients receiving pem-
brolizumab and 38% of patients receiving placebo.
Immune-related adverse events (irAE) from pem-
brolizumab requiring steroids occurred in 20% of
patients and there was 1 death from hepatitis with
pembrolizumab. This study showed, for the first time,
encouraging activity of switch maintenance with
immunotherapy in PFS improvement and deepening
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of responses achieved with 1st-line chemotherapy in
mUC [29].

Avelumab
Avelumab is an anti-PD-L1 agent approved for us

in patients with platinum-refractory mUC [27]. The
JAVELIN Bladder 100 trial was a phase 3 multicenter,
multinational, randomized, open-label, parallel-arm
study investigating first-line maintenance treatment
with avelumab plus BCS vs BCS alone in patients
with locally advanced or mUC who did not have dis-
ease progression after 1st-line platinum-containing
chemotherapy [30]. Seven hundred patients were ran-
domly assigned to receive either avelumab 10 mg/kg
intravenously every 2 weeks plus BSC or BSC alone
within 4–10 weeks of first-line platinum-containing
chemotherapy. The primary endpoint was OS in
overall population and PD-L1 positive population,
and secondary endpoints included PFS and safety.
Median OS with avelumab and BCS was signif-
icantly longer compared to BCS and placebo in
all-comers (21.4 vs 14.3 months, respectively; HR
0.69; 95% CI, 0.56 to 0.86) and was not reached
with avelumab in patients with PD-L1 + tumors.
The landmark OS at 1 year was 79.1% in patients
in the avelumab and BSC group and 60.4% in the
patients in control group (HR 0.56; 95% CI, 0.40
to 0.79; P < 0.001). The PFS was 3.7 months with
avelumab and BCS (95% CI, 3.5 to 5.5) compared to
2 months in the control group (95% CI, 1.9 to 2.7).
The safety profile in this trial was similar to previ-
ous studies with avelumab. Grade 3 or higher AEs
occurred in 47.4% of patients receiving avelumab;
and grade 3 irAEs occurred in 7% of patients. Treat-
ment discontinuation from AEs occurred in around
12% patients who received avelumab. The results
from this trial led to the Food and Drug Adminis-
tration (FDA), Health Canada,European Commission
and the National Institute for Health and Care Excel-
lence (NICE) approval of avelumab for maintenance
treatment of patients with locally advanced or mUC
that has not progressed with first-line platinum-
containing chemotherapy. This approval is the first
and only switch maintenance therapy approval for
mUC patients so far [31].

Avelumab benefit was seen despite more frequent
use of subsequent treatment in the control group,
including ICIs, which highlights the importance
of starting maintenance immunotherapy soon after
patients receiving induction chemotherapy are deriv-
ing benefit (stable disease or better) rather than using
when patients experience disease progression. The

OS benefit with avelumab maintenance was similar
regardless of prior cisplatin or carboplatin-based first-
line therapy [34]. The long-term outcomes from the
JAVELIN Bladder 100 trial among patients receiv-
ing avelumab maintenance therapy were recently
reported [31]. The median follow-up in both arms
exceeded 38 months and avelumab and BSC contin-
ued to show consistent improvement in OS and PFS
over BSC (23.8 months vs 15.0 months, respectively;
HR 0.76 (0.631–0.915); P = 0.0036) and there were
no new safety signals [31]. Importantly, the patient-
reported outcomes did not show any detrimental
effects of addition of avelumab to BSC compared to
BSC alone [32].

RECENT EXPERIENCE WITH OTHER
NOVEL AGENTS AS MAINTENANCE
THERAPY IN mUC

Poly (ADP-ribose) polymerase (PARP) inhibitors

PARP inhibitors olaparib and niraparib have are
approved as first-line maintenance therapy in patients
with ovarian cancer who achieve a PR or CR
to first-line platinum-based chemotherapy [33, 34].
Exploitation of targeted therapies remains an unmet
need in mUC. Recently, results from two trials,
ATLANTIS (ISRCTN25859465) and MEET-URO12
(NCT03945084) exploring the role of Poly (ADP-
ribose) polymerase (PARP) inhibitors as switch
maintenance therapy in patients with mUC were
reported [35–37].

The ATLANTIS is an adaptive, multi-comparison,
phase II trial platform testing multiple biomarker
selected maintenance therapies for patients with
mUC in the U.K. who did not progress after 4
to 8 cycles of platinum-based chemotherapy [36].
This study provides a generic framework that will
allow new treatments to be introduced into the study
in future with prospective stratification based on a
molecular target.

A subset of patients with alterations in defined
DRD associated genes (ATM, BARD1, BRCA1,
BRCA2, BRIP1, CDK12, CHEK2, FANCA, NBN,
PALB2, RAD51, RAD51B, RAD51 C, RAD51D,
RAD54 L) and/or germline BRCA1 or BRCA2 alter-
ation were randomized to PARP inhibitor rucaparib
600 mg twice daily orally or placebo [36]. The pri-
mary endpoint was PFS. Seventy four patients were
biomarker positive and 40 patients were randomized
to rucaparib arm. Median PFS was 35.3 weeks with
rucaparib and 15.1 weeks with placebo (hazard ratio
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Table 1
Clinical trials published on switch maintenance therapy in mUC

STUDY AGENTS SUNITINIB LAPATINIB VINFLUNINE PEMBROLIZUMAB AVELUMAB NIRAPARIB

Year study was
published

2013 2016 2017 2020 2020 2022

Study NCT00393796 15 UK NCRI LAMB 17 MAJA; SOGUG
2011/02 20

HCRN GU14-182 32 JAVELIN Bladder
100 34

Meet-UROL12[37]

Phase 2 3 2 2 3 2
Patients accrued 54 232 88 108 700 58
Median age (yrs) 69 (48–84) 70.7 (63.9–77.2) 63.7 (42.1–83.9) 68 (41–83) 68 (37–90) 69 (44–84)
ECOG status 0:38.5% 0:45.7% 0:47% 0:40% 0:60.9% 0:65.5&

1:57.6% 1:44.8% 1:53% 1:60% 1:38.9% 1:34.5%
2:3.9% >1:9.5% 2:0.3%

Drug dose/route 50 mg PO daily (28
days on,14 days off)

1500 mg PO daily (six
250 mg tablets)

320 mg/m2 IV q3
weeks

200 mg IV q3 weeks
IV

10 mg/kg IV q2 weeks 300 mg or 200 mg Po
daily

Patients requiring
dose reduction (%)

42.3 7 16 Not permitted Not permitted 47.4

Treatment free
interval allowed
since first-line
chemotherapy

6 weeks 4 – 10 weeks 6 weeks 2 – 6 weeks 4 – 10 weeks 4 weeks

Study end points Primary: 6-month
progression rate

Primary: PFS Primary: Median
PFS > 5.3 months

Primary: PFS Primary: OS Primary: PFS

Secondary: OS,
safety, change in
serum VEGF/
sVEGFR2

Secondary: OS, ORR,
outcomes of
subsets, AEs

Secondary: PFS, OS,
ORR, disease
control, DOR, TTR,
safety,
pharmacogenomics

Secondary: OS,
treatment outcomes
according to PD-L1
status

Secondary: PFS,
safety

Secondary: 6-month
PFS rate, ORR,
DOR,OS, safety
and tolerability,
PRO

Median follow up
(months)

10.3 Not known 15.6 12.9 19 8.5
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OS in months
(treatment vs
control group)

10.5 vs 10.3 12.6 vs 12 (HR-0.96,
95% CI, 0.7 to 1.31;
p = 0.8)

16.7 vs 13.2
(HR-0.736; 95%
CI, 0.44–1.24,
p = 0.182)

22 vs 18.7 (HR-0.91,
95% CI, 0.52 to
1.59; p = 0.8)

21.4 vs 14.3
(HR-0.69, 95% CI,
0.56 to 0.86;
p = 0.001)

Not reported

PFS in months
(treatment vs
control group)

2.9 vs 2.7 4.5 vs 5.1 (HR-1.07,
95% CI, 0.81 to
1.43; p = 0.63)

6.5 vs 4.2 (HR-0.59,
95% CI, 0.37 to
0.96; p = 0.031)

5.4 vs 3 (HR-0.65;
p = 0.04)

3.7 vs 2 (HR-0.62,
95% CI, 0.52 to
0.75)

2.1 vs 2.4 (HR 0.92;
95% CI, 0.49 to
1.75, p = 0.81)

Objective response
rate (ORR)
(treatment vs
control group)

Not reported 14% vs 8% (p = 0.14) 21% vs 7% 23% vs 10% 9.7% vs 1.4% (95%
CI, 2.82 to 24.45)

Not reported

Adverse events (AEs)
with study agent

Thrombocytopenia
(23.1%), Diarrhea
and mucositis
(15.4%), fatigue
(15.4%),
Hypertension
(11.5%)

Diarrhea (60.8%),
Rash (44.3%), Pain
(38.1%), Fatigue
(35.1%)

Fatigue (91%),
Infection (74%),
Constipation (71%),
back pain (55%),
Neuropathy (52%)

Diarrhea (31%),
Cough (25%),
Dyspnea (22%),
Fatigue (22%),
Pruritis (22%)

Fatigue (17.7%),
Pruritis (17.2%),
UTI (17.2%),
Diarrhea (16.6%)

Anemia (50%)
Thrombocytopenia
(36.8%)
Neutropenia
(21.1%),
Fatigue (31.6%),
Constipation
(31.6%),
Mucositis (13.2%)
Nausea (13.2%)

Grade 3-4 AEs (%) >5 8.6 92 59 47.4 65.8
Drug Discontinuation

rate (%)
96 6 51 87 11.9 Not reported

Outcomes Study closed
prematurely. No
improvement in
6-month disease
progression rate

No PFS improvement PFS improvement Prolonged PFS
significantly

Prolonged OS and
PFS significantly

Study closed
prematurely. No
PFS improvement.
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0.53, 80% CI 0.30–0.92, 1 sided p = 0.07). Median
duration of treatment with rucaparib was 10 cycles
and 6 cycles with placebo. Rucaparib was well tol-
erated overall with fatigue, nausea and rash were
more common with rucaparib compared to placebo.
The promising activity with rucaparib in biomarker-
selected mUC patients warrants further investigation
as switch maintenance therapy.

The MEET-URO12 trial was a phase II Ital-
ian trial of PARP inhibitor, niraparib in non-
biomarker selected patients with mUC who did not
progress after first-line platinum-based chemother-
apy. Patients were randomized 2:1 to niraparib (300 or
200 mg/day) and BSC vs BSC alone [37]. Fifty-eight
patients were enrolled with molecular information
available for 47 patients; 21 (44.7%) had HRR alter-
ations: 6 (12.8%) had known pathogenic mutations.
The study accrual was stopped prematurely due to
approval of maintenance avelumab. After a median
follow-up of 8.5 months, the median PFS was 2.1
months with niraparib and BSC vs 2.4 months with
BSC alone in all comers (HR 0.92; 95%CI 0.49
– 1.75, p = 0.81). In patients with HRR alterations,
median PFS was 2.0 months with niraparib and BSC
vs 1.9 months with BSC. Maintenance niraparib did
not improve PFS in this mUC maintenance trial
regardless of HRR alterations [37]. Key toxicities
with niraparib were myelosuppression, fatigue, con-
stipation, and nausea. The results from this study do
not support use of maintenance niraparib in mUC
patients.

The ongoing TALASUR trial is a single-arm trial
evaluating the combination of another PARP inhibitor
talazoparib and avelumab as a switch maintenance
therapy (NCT0467836) (Table 2).

Multi-targeted Tyrosine Kinase Inhibitor
-Cabozantinib

Cabozantinib is a receptor tyrosine kinase inhibitor
(TKI) with activity against a broad range of targets,
including MET, RET, AXL, VEGFR2, FLT3, and c-

KIT. The ATLANTIS trial platform also explored the
role of VEGF TKI, cabozantinib as maintenance ther-
apy in mUC patients who did not progress after 4–8
cycles of platinum-based chemotherapy [36]. The
results from the cabozantinib cohort were reported
recently [38]. Patients who were not selected for
other biomarker-based cohorts were randomized to
cabozantinib 40 mg daily or placebo and primary
endpoint was PFS. Due to the Covid-19 pandemic,
the planned accrual and statistical assumptions were
changed and then the study was closed early due
to a change in the standard of care with approval
of maintenance avelumab. Thirty patients were ran-
domized to cabozantinib and 31 to placebo; the
median PFS was 13.7 weeks (80% CI 12.1–23.3) with
cabozantinib and 15.8 weeks (80% CI 11.3–23.6)
with placebo (adjusted HR 0.89 favoring cabozan-
tinib, 80% CI 0.61–1.3, 1-sided p = 0.35). In this
study, cabozantinib did not show significant benefit
compared to placebo. However, this could be in part
due to selection bias, change in power of the study as
well as potential over-estimation of desired PFS ben-
efit. Despite being a negative study, this showed that
cabozantinib was tolerable with median duration of
treatment of 13 cycles of cabozantinib compared to
10 cycles of placebo. While this study did not show
benfit of single-agent cabozanitnib as switch mainte-
nance therapy in mUC, it underscores the importance
of considering combination studies with ICI in this
setting.

Vaccines
In another phase II trial, a cancer peptide vac-

cine, S-588410 was studied as a maintenance therapy
in patients with mUC after at least 4 cycles of
first-line platinum containing chemotherapy without
disease progression [39]. S-588410 is a cancer pep-
tide vaccine composed of 5 human leukocyte antigen
(HLA)-A*24:02-restricted epitope peptides derived
from antigens which are also highly expressed in
UC. The aim was to evaluate effect of S-588410

Table 2
Ongoing clinical trials exploring switch maintenance therapy in mUC

Clinical trial Drug Phase Estimated enrollment Primary outcome

NCT05092958 (MAIN-CAV) Cabozantinib + avelumab vs avelumab 3 654 OS
NCT03193788 (PREMIER) Pemetrexed 3 74 PFS
NCT05107427 (AVENU) MRx0518 + Avelumab 2 30 Safety and PFS at 6 months
NCT03945084 (Meet-URO 12) [37] Niraparib 2 58 PFS
NCT04678362 (TALASUR) Talazoparib + Avelumab 2 50 PFS
ISRCTN25859465 (ATLANTIS) [38] Group 1-Cabozantinib 2 Group 1-140 PFS

Group 2-Rucaparib Group 2-48
Group 3-Enzalutamide Group 3-80



R. Ahmed and S. Gupta / Switch Maintenance Therapy for Metastatic Urothelial Carcinoma 367

maintenance therapy on peptide-specific cytotoxic
T-lymphocyte (CTL) induction and the primary end-
point was CTL induction rate at 12 weeks. Eighty-one
patients were enrolled and HLA-A*24:02 positive
patients received S-588410 subcutaneously every
week for 12 weeks, then every 2 weeks for up to
2 years and HLA-A*24:02 negative patients were
on observation arm. The vaccine induced CTLs in
93.3% of patients. Median PFS was 18.1 weeks in the
S-588410 group and 12.5 weeks in the observation
group; median OS was 71 and 99 weeks respectively.
The most frequent treatment-emergent AEs with S-
588410 were injection site reaction in 93% patients as
well as pyrexia, rash and pruritis. S-588410 showed a
potent immune response in maintenance setting and
future studies are needed to further establish its poten-
tial role.

Intensification of avelumab maintenance in mUC
with novel agents

Building upon the maintenance avelumab back-
bone is the next rational step to further improve
outcomes in patients with mUC. The addition of
an effective, non-cross resistant therapy with non-
overlapping toxicity profile can further intensify and
expand the benefits of maintenance avelumab therapy
in mUC.

[40, 41] While single-agent cabozantinib is not an
effective approach as a switch maintenance therapy
after platinum-based chemotherapy in mUC as seen
in the ATLANTIS trial, [38] there is preclinical and
clinical evidence that owing to it’s immunomodula-
tory nature, cabozantinib can be more effective in
combination with an ICI [41]. Indeed, this provides
the rationale for the ongoing MAIN-CAV trial, the
first phase III randomized control trial testing the
combination of cabozantinib and avelumab versus
avelumab after first-line platinum-based chemother-
apy in patients with mUC. Six hundred and fifty four
adult patients will be randomized 1:1 within 3–10
weeks after last dose of chemotherapy to receive
avelumab 800 mg intravenously every 2 weeks or
combination of avelumab and cabozantinib 40 mg
orally daily for up to 2 years. The primary endpoint
is OS (NCT05092958) [42].

A novel, gut microbiome derived, single strain
oral live biotherapeutic product, MRx0518 has been
shown to have immunomodulatory and anti-tumor
effect in multiple cancer models and when com-
bined with ICI, can potentially overcome acquired
resistance to ICI [43]. In an ongoing trial, combina-

tion of MRx0518 and avelumab is being studied as
switch maintenance strategy in patients with mUC
(NCT05107427).

Table 2 lists the ongoing switch maintenance trials
in mUC.

CONCLUSIONS AND FUTURE
DIRECTIONS

Switch maintenance therapy with a variety of
agents has been studied extensively in patients with
mUC who do not progress after first-line platinum-
based chemotherapy [16, 18, 21, 29, 30, 37]. Our
systematic review summarizes the six published stud-
ies that explored switch maintenance strategy in
patients with mUC to date (Table 1). Sunitinib and
lapatinib did not show a clinical benefit and vin-
flunine showed a modest improvement in PFS but
is not approved for us for this setting. Niraparib
did not show PFS benefit in this patient spopula-
tion, regardless of HRR alterations. Pembrolizumab
is the first immunotherapy to show improvement in
PFS over placebo in a phase 2 study but there was
no improvement in OS. Switch maintenance with
avelumab and BSC led to significant improvement
in PFS and OS compared to BSC in the pivotal phase
3 Javelin Bladder 100 trial. Based on level 1 evidence
from the Javelin Bladder 100 trial, avelumab has
been widely approved by regulatory agencies across
the US, Europe, Canada and U.K. and is the pre-
ferred standard of care for patients with mUC who
do not progress after first-line platinum-containing
chemotherapy [34, 35].

In summary, first-line switch maintenance ther-
apy with avelumab has revolutionized the treatment
paradigm in patients with mUC who do not progress
after first-line platinum-based chemotherapy with
an improvement in OS and PFS. Ongoing trials of
avelumab intensification as well as exploitation of
novel targeted therapies will further shape the evo-
lution of switch maintenance therapies in mUC to
improve outcomes even more. Opportunities exist
to research biomarkers to identify which patients
could most benefit from treatment with mainte-
nance therapy approaches as well as understanding of
biomarkers of resistance to avoid unnecessary ther-
apy in patients unlikely to respond. Lastly, financial
toxicity of treatments needs to be considered and
optimal duration of treatment needs to be determined.
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