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OPEN ACCESSKCJ  ASCO 2023 - Recommended Abstracts 

█   ABSTRACT LBA 4500:  Efficacy and safety of 
atezolizumab plus cabozantinib vs cabozantinib alone 
after progression with prior immune checkpoint inhibitor 
(ICI) treatment in metastatic renal cell carcinoma (RCC): 
Primary PFS analysis from the phase 3, randomized, 
open-label CONTACT-03 study). Choueiri TK et al.  
METHODS:  CONTACT-03 enrolled pts with 
histologically confirmed, inoperable, locally advanced or 
metastatic cc or non-cc RCC, regardless of PD-L1 status, 
that progressed on or after ICI treatment. Randomization 
was 1:1 to atezo (1200 mg IV q3w) plus cabo (60 mg 
oral qd) or cabo alone. Stratification factors were IMDC 
risk factors (0 vs 1-2 vs ≥3); most recent line of prior ICI 
therapy (adjuvant vs 1L vs 2L); and histology (dominant 
cc without sarcomatoid vs dominant non-cc [papillary or 
unclassified] without sarcomatoid vs cc or non-cc with any 
sarcomatoid component). The multiple primary efficacy 
endpoints were centrally reviewed RECIST 1.1 PFS and 
OS. Key secondary endpoints were investigator (INV)-
assessed PFS, centrally reviewed RECIST 1.1 ORR and 
DOR and safety. 
RESULTS: Of 522 pts randomized to atezo + cabo (n=263) 
or cabo (n=259), 55% and 51% had most recent ICI in 
the 1L setting and 10% and 11% had sarcomatoid RCC, 
respectively. At the data cutoff (Jan 3, 2023), median follow-
up was 15.2 mo. No PFS or OS benefit was observed with 
atezo + cabo vs cabo. ORR was 41% in both arms; DOR 
was 12.7 (95% CI: 10.5, 17.4) mo with atezo + cabo and 
14.8 (95% CI: 11.3, 20.0) mo with cabo. All-cause Grade 
3/4 adverse events (AEs) occurred in 68% (177/262) and 

62% (158/256) of safety-evaluable pts receiving atezo + 
cabo or cabo, respectively; all-cause Grade 5 AEs occurred 
in 6% and 4%. AEs leading to treatment withdrawal 
occurred in 16% of pts on atezo + cabo and 4% on cabo.
treatment-emergent adverse events (TEAEs), 2 TEAEs 
were treatment related.
CONCLUSIONS: The addition of atezo to cabo did not 
improve clinical outcomes and led to increased toxicity in 
patients with RCC that progressed on or after prior ICI 
treatment. CONTACT-03 is the first randomized, phase 
III oncology trial to test the benefit of PD-(L)1 inhibitor 
continuation by direct addition to a standard control arm; 
the results prompt caution with this approach in other 
cancers. Clinical trial information: NCT04338269. 

█   ABSTRACT4501- Pembrolizumab plus axitinib versus 
sunitinib as first-line therapy for advanced clear cell renal 
cell carcinoma: 5-year analysis of KEYNOTE-426). Brian 
et al et al. 
METHODS: Adults with confirmed locally advanced or 
metastatic ccRCC with or without sarcomatoid features, 
no previous systemic therapy for metastatic ccRCC, KPS 
≥70%, and ≥1 lesion measurable per RECIST v1.1 were 
randomly assigned 1:1 to receive pembro 200 mg IV Q3W 
for 35 doses (~2 y) + axi 5 mg PO BID or sun 50 mg PO 
QD on a 4-wk-on/2-wk-off schedule. Dual primary end 
points were OS and PFS per RECIST v1.1 by blinded 
independent central review (BICR). Secondary end points 
included ORR and DOR per RECIST v1.1 by BICR, 
and safety. A post hoc analysis adjusting for the effect of 
subsequent therapy on OS using a 2-stage adjustment 
model was conducted.
RESULTS: Of 861 enrolled patients (pts), 432 were 
assigned to pembro + axi and 429 to sun. Median study 
follow-up was 67.2 mo (range, 60.0-75.0). Efficacy for the 
ITT population and IMDC risk subgroups are shown in 
table. For pembro + axi vs sun, the 60-mo OS rates were 
41.9% vs 37.1%, and the 60-mo PFS rates were 18.3% vs 
7.3%. Median DOR (range) was 23.6 mo (1.4+ to 68.6+) 
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for pembro + axi and 15.3 mo (2.3-68.3) for sun. In pts 
who discontinued treatment, 237/381 pts (62.2%) in the 
pembro + axi arm and 300/406 pts (73.9%) in the sun arm 
received subsequent anticancer treatment. The HR for 
OS when adjusted for subsequent therapy was 0.67 (95% 
CI, 0.52-0.84). Clinical data on pts who completed 2 y 
of pembro will be presented. No new safety signals were 
observed.
CONCLUSIONS: After 5 y of follow-up, pembro + axi 
had sustained OS, PFS, and ORR benefits over sun in 
advanced ccRCC. These results are the longest follow-up 
to date of an anti–PD-1/L1 inhibitor + VEGFR TKI in this 
pt population and continue to support the use of pembro 
+ axi as a 1L standard of care for advanced ccRCC. Clinical 
trial information: NCT02853331.

█   ABSTRACT 4502 Final prespecified overall survival 
(OS) analysis of CLEAR: 4-year follow-up of lenvatinib 
plus pembrolizumab (L+P) vs sunitinib (S) in patients 
(pts) with advanced renal cell carcinoma (aRCC).
Motzer RJ  et al. 
METHODS: Treatment-naïve pts (n=1069) who had aRCC 
with a clear-cell component were randomized (1:1:1) to 
receive: L 20 mg PO QD + P 200 mg IV Q3W; or L 18 
mg + everolimus 5 mg PO QD; or S 50 mg PO QD (4 wks 
on/2 wks off). Stratification factors were GEOGRAPHIC 
REGION AND MSKCC PROGNOSTIC risk group. This 
final prespecified OS analysis was triggered by ~304 death 
events in 2 arms. OS, PFS, ORR, duration of response 
(DOR), and PFS on next-line therapy (PFS2) were assessed 
for L+P and S. PFS, ORR and DOR were assessed per 
independent review using RECIST v1.1. Nominal P-values 
are shown. 

RESULTS:  At a median follow-up (IQR) of 49.8 mos 
(41.4–53.1) for L+P and 49.4 mos (41.6–52.8) for S, 149 
and 159 deaths had occurred, respectively. OS benefit with 
L+P vs S was maintained (HR, 95% CI; 0.79, 0.63–0.99). 
OS favored L+P vs S across MSKCC risk groups (HR, 95% 
CI; favorable [fav]: 0.89, 0.53–1.50; intermediate [int]: 
0.81, 0.62–1.06; poor: 0.59, 0.31–1.12). PFS benefit of L+P 
vs S was maintained (HR, 95% CI; 0.47, 0.38–0.57). PFS 
favored L+P vs S across MSKCC risk groups (HR, 95% CI; 
fav: 0.46, 0.32–0.67; int: 0.51, 0.40–0.65; poor: 0.18, 0.08–
0.42). ORR was greater with L+P (71.3%; complete response 
[CR], 18.3%) vs S (36.7%; CR, 4.8%) (relative risk, 95% CI; 
1.94, 1.67–2.26). Less pts in the L+P arm (181/355, 51.0%) 
received subsequent anticancer therapies compared with 
the S arm (246/357, 68.9%); 56 (15.8%) and 195 (54.6%) 
received PD-1/PD-L1 checkpoint inhibitors, respectively. 
Analysis of OS adjusted for subsequent therapies will be 
presented. PFS2 was longer with L+P vs S (43.3 vs 25.9 
mos; HR, 95% CI; 0.63, 0.51–0.77). Grade ≥3 treatment-
related adverse events occurred in 74.1% and 60.3% pts in 
the L+P and S arms, respectively.
CONCLUSIONS: L+P continues to demonstrate clinically 
meaningful benefit vs S in OS, PFS, ORR, and CR in the 
1L treatment of pts with aRCC at 4-yr follow-up, thus 
supporting the robustness of the primary analysis data 
from CLEAR. Clinical trial information: NCT02811861.

█   ABSTRACT 4506 - Adjuvant nivolumab plus 
ipilimumab vs placebo for patients with localized renal 
cell carcinoma at high risk of relapse after nephrectomy: 
Subgroup analyses from the phase 3 CheckMate 914 (part 
A) trial.  Motzer RJ et al. 
METHODS: Key study inclusion criteria were radical/
partial nephrectomy with negative margins > 4 and ≤ 
12 weeks before randomization; predominant clear cell 
histology; pathological TNM stage T2a (grade [G] 3/4) 
N0M0, T2b-T4 (any G) N0M0, or any pT (any G) N1M0; 
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and no evidence of residual disease/metastases. Pts in part 
A were randomized 1:1 to NIVO 240 mg Q2W (× 12) + 
IPI 1 mg/kg Q6W (× 4) or equivalent PBO for 24 weeks or 
until recurrence/unacceptable toxicity. Primary endpoint is 
DFS per blinded independent central review. Exploratory 
analyses assessed DFS by key subsets including Fuhrman 
grade, sarcomatoid features (yes/no), PD-L1 expression, 
and NIVO+IPI exposure (≤ 6 cycles [1–2 IPI doses] vs > 
6 cycles [3–4 IPI doses]). Safety was assessed by exposure.
RESULTS: 816 pts were randomized to adjuvant NIVO+IPI 
(N = 405) or PBO (N = 411). At 37.0 months median 
follow-up (min, 15.4 months), subset analyses suggested a 
DFS benefit for NIVO+IPI vs PBO in pts with Fuhrman 
grade 4 or sarcomatoid features. DFS by PD-L1 expression 
will be reported in the presentation. Pts who received > 
6 NIVO+IPI cycles trended toward improved DFS vs pts 
receiving ≤ 6 NIVO+IPI cycles. Of the 102 pts who received 
≤ 6 NIVO+IPI cycles, 3% had sarcomatoid features, and 
20% had Fuhrman grade 4; treatment discontinuation in 
these pts was due to study drug toxicity (75%), unrelated 
adverse events (AEs; 6%), pt request (5%), recurrence 
(4%), consent withdrawal/non-compliance (4%), or other 
(6%), and most pts receiving ≤ 6 NIVO+IPI cycles were 
discontinued without initial dose delay (NIVO, 84%; IPI, 
89%). In the group of patients who received ≤ 6 NIVO+IPI 
cycles, grade 1–2 all-cause AEs were reported in 35% of pts 
(grade ≥ 3, 63%) and 31% of pts discontinued treatment due 
to grade 1–2 all-cause AEs (grade ≥ 3, 44%).
CONCLUSIONS:  Exploratory analyses suggest that 
tumor grade and sarcomatoid features influence outcomes 
with adjuvant NIVO+IPI. Limited NIVO+IPI exposure 
(≤ 6 cycles) and discontinuation for low-grade AEs may 
have contributed to the lack of DFS benefit observed 
in CheckMate 914 part A. Clinical trial information: 
NCT03138512.

█    ABSTRACT 4518: First-line lenvatinib + 
pembrolizumab treatment across non-clear cell renal cell 
carcinomas: Results of the phase 2 KEYNOTE-B61 study.
Lee C-H  et al.  
METHODS: Adults with previously untreated advanced 
non-clear cell RCC and measurable disease per RECIST v1.1 
received lenva 20 mg PO QD + pembro 400 mg IV Q6W 
for up to 18 cycles (~2 y). The primary end point was ORR 
per RECIST v1.1 by blinded independent central review 
(BICR). Secondary end points included DOR, DCR, and 
PFS per RECIST v1.1 by BICR; OS; and safety. Histology 

was assessed by investigator (assessment by central review 

is planned).
RESULTS:  Of 158 treated pts, 93 (59%), 29 (18%), and 
21 (13%) had papillary, chromophobe, and unclassified 
histology, respectively. Additionally, 6 pts (4%) had 
translocation and 9 (6%) had other histology. 70 pts (44%) 
had IMDC favorable risk and 88 (56%) had intermediate/
poor risk. Median follow-up was 14.9 mo (range 8.7-19.7). 
ORR was 49% (95% CI, 41-57; 9 CRs [6%]; 69 PRs [44%]). 
DCR was 82% (95% CI, 75-88). Median DOR was not 
reached (NR; range, 1.5+ to 15.3+ mo). By Kaplan-Meier 
estimate, 75% of responders had a response for ≥12 mo. 
ORR and DCR by histology are shown in the table. For 
the IMDC favorable risk group, ORR was 51% (95% CI, 
39-64) and DCR was 87% (95% CI, 77-94). For the IMDC 
intermediate/poor risk group, ORR was 48% (95% CI, 37-
59) and DCR was 78% (95% CI, 68-86). In all pts, median 
PFS and OS were 17.9 mo (95% CI, 13.5-NR) and NR (95% 
CI, NR-NR), respectively; 12-mo rates were 63% and 82%. 
Treatment-related AEs (TRAEs) occurred in 149 pts (94%) 
and were consistent with results from other studies. The 
most common (≥30%) TRAEs were hypertension (n=90; 
57%), diarrhea (n=69; 44%), and hypothyroidism (n=58; 
37%). Grade 3-4 TRAEs occurred in 81 pts (51%). Overall, 
17 pts (11%) discontinued pembro, 14 (9%) discontinued 
lenva, and 5 (3%) discontinued both drugs because of 
TRAEs. No deaths occurred because of TRAEs..
CONCLUSIONS  In pts with advanced non-clear cell 
RCC enrolled in KEYNOTE-B61, lenva + pembro showed 
antitumor activity with no new safety signals. These data 
support the use of lenva + pembro as first-line treatment for 
pts with non-clear cell RCC, regardless of histology. 
Clinical trial information: NCT04704219.
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█   ABSTRACT 4519  Efficacy of first-line (1L) 
immunotherapy (IO)-based regimens in patients with 
sarcomatoid and/or rhabdoid (S/R) metastatic non-clear 
cell renal cell carcinoma (nccRCC): Results from the 
International Metastatic Renal Cell Carcinoma Database 
Consortium (IMDC).  Labaki C et al. 
METHODS: Patients with advanced nccRCC treated with 
1L IO regimens (IO/IO or IO/VEGF-TT) or 1L VEGF-
TT monotherapy (sunitinib or pazopanib) were included. 
Cases were categorized as S/R or non-S/R. The primary 
outcomes were overall survival (OS) and time to treatment 
failure (TTF) in patients with S/R nccRCC receiving 1L IO 
or VEGF-TT. Overall response rate (ORR) was a secondary 
outcome. OS and TTF were compared between groups 
(IO vs. VEGF-TT) using Cox regression models adjusted 
for age, IMDC risk groups, and nccRCC subtype. ORR 
was compared between groups (IO vs. VEGF-TT) using a 
logistic regression adjusted for the same confounders.
BACKGROUND:  Overall, 103 patients with S/R nccRCC 
were included, of whom 33 (32%) received 1L IO regimens. 
Median follow-up was 31 months. After adjustment for 
confounding factors, patients with S/R nccRCC treated 
with IO regimens presented with significantly improved 
survival outcomes as compared to those receiving VEGF-
TT (median OS [mOS]: NR vs. 7.1 and mTTF: 9.4 vs. 2.9 
mos for IO regimens and VEGF-TT, respectively). Similarly, 
a higher ORR was seen in patients with S/R nccRCC 
receiving IO regimens versus VEGF-TT (34.1 vs. 10.9%, 
respectively). Among 430 patients with non-S/R nccRCC 
(IO regimens: n=44), no significant differences in survival 
outcomes between regimen classes were seen (mOS: 24.4 vs. 
14.8 and mTTF: 4.2 vs. 5.0 mos for IO regimens and VEGF-
TT, respectively).  
CONCLUSIONS:  To our knowledge, this represents the 
largest effort to characterize the outcomes of patients with 
S/R nccRCC treated with IO regimens. Patients with S/R 

nccRCC appear to derive a substantial and selective benefit 
from IO regimens (vs. VEGF-TT). These data support the 
use of IO-based regimens in patients with S/R nccRCC. 

█   ABSTRACT 4520:  Phase II study of cabozantinib 
(Cabo) with nivolumab (Nivo) and ipilimumab (Ipi) in 
advanced renal cell carcinoma with variant histologies 
(RCCvh).   Martin H Voss et al.  
METHODS: Eligible patients (pts) had metastatic RCCvh 
with ECOG performance status of 0-1 and may have received 
one line of prior therapy excluding immunotherapy or Cabo. 
Pts underwent a baseline biopsy and received treatment 
with Nivo 3 mg/kg and Ipi 1 mg/kg intravenously Q3 weeks 
(W) for 4 cycles followed by Nivo 480 mg IV Q4W. Cabo 
was given continuously at dose of 40 mg daily; reductions 
to 20 mg daily and 20 mg every other day were allowed. 

The primary endpoint was objective response rate (ORR) by 
RECIST 1.1. Safety was a secondary endpoint.
RESULTS: 40 pts have been enrolled. At the time of data 
cut-off (Dec 9, 2022), 38 pts received at least 1 study drug. 
11% (n=4) pts received prior systemic therapy. 45% (n=17) 
received all 4 doses of Nivo and Ipi; 18% (n=7) received 3 
and 37% (n=14) received ≤ 2 doses. 61% (n=23) (15 of whom 
received 4 cycles Nivo/Ipi) received Nivo maintenance 
(median number of cycles, 5 (range, 1-21)). 71% (n=27) and 
13% (n=5) required Cabo dose reduction to 20 mg and 20 
mg every other day, respectively. Median follow-up was 8.4 
(range, 2.1-23) months. Objective response was achieved 
in 8 pts (ORR 21%, two-sided 80% CI, 13%-32%). Median 
duration of response was not reached with 5 pts maintaining 
response > 6 months. Median progression-free survival 
was 8.9 (95% CI, 4.2-12.7) months. 74% (n=28) developed 
treatment-related grade 3 or higher toxicities; 37% (n=14) 
developed ≥ grade 3 elevation in AST or ALT. 29% (n=11) 
required high dose steroids (prednisone ≥ 40 mg daily or 
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equivalent). 13% (n=5) discontinued all study drugs due to 
toxicity. No grade 5 toxicity has been reported.  
CONCLUSIONS: The study suggests activity for this 
combination in patients with RCCvh particularly among 
those without chromophobe histology. An additional cohort 
of 20 pts is enrolling with Cabo starting dose of 20 mg daily. 
Clinical trial information: NCT04413123

█ ABSTRACT 4541 Core biopsy (bx) accuracy and safety 
of biopsy and preoperative immunotherapy in predicting 
histological subtype and nuclear grade in ECOG-
ACRIN EA8143 perioperative nivolumab (nivo) versus 
observation in patients (pts) with renal cell carcinoma 
(RCC) undergoing nephrectomy.
Haas NB et al. 
METHODS: Concordance of both core bx and primary 
tumor by site and central pathology review of histology 
and grade (1-2 vs 3-4) are reported, along with the 
Cohen’s Kappa value, which measures the agreement and 
concordance (kappa=0 is no concordance and 1 is highest). 
AEs relating to core bxs and preoperative nivo, as well as 
time from enrollment to surgery for each arm, comparing 
pre- and post-amendment (dropping bx requirement in 
surgery alone arm) are also reported.
RESULTS:   387/404 pts in the nivo arm and 171/415 pts 
in the surgery alone arm had core bxs. 632 patients had 
both central pathology and site review available. 41 of all 
randomized patients (819) were considered as non-RCC 
and 26/41 were identified via bx. The median times from 
enrollment to surgery for nivo and control arms pre-
amendment were 32d vs 19 d, and post-amendment were 21 
d vs 14 d, respectively. The median (25th-75th percentile) 
number of days from last preoperative nivo to surgery was 
14 d (9-20). AEs related to core bx, generally from bleeding, 
were reported in 13/558 (2.3%) pts. 2/13 bxs resulted in 
life-threatening complications. 21/353 (6%) of pts receiving 
nivo pre-surgery had ≥ grade 3-5 AE attributed to nivo. 
181/353 (51%) pts had any grade AE attributed to nivo. 
Concordance between bxs and primary tumor pathologies 
for determining histological subtype was Kappa = 0.62. 
Agreement between central pathology and originating site 
review of primary tumor for determining nuclear grade was 
Kappa = 0.56, and concordance of histology was Kappa = 
0.78.
CONCLUSIONS: The PROSPER trial use of core bxs in 
advance of neoadjuvant therapy was generally safe, largely 
consistent with primary tumor histology and grade, and did 

not delay resection of the primary tumor. AEs of preoperative 
nivo were consistent with nivo AEs in metastatic disease. 
This approach is valid for future neoadjuvant trials. Clinical 
trial information: NCT03055013.

█   ABSTRACT 4551 CD8 cell PET imaging with 89-Zr-
crefmirlimab berdoxam (crefmirlimab) in patients 
with metastatic renal cell carcinoma (mRCC) receiving 
checkpoint inhibitors (CPIs): Association with response 
and tissue CD8 expression.  Pal SK et al. 
METHODS: Eligible pts had pathologically verified RCC, 
metastatic disease and an intent to initiate standard of care 
CPI therapy. Patients received crefmirlimab PET/CT within 
1 wk of CPI infusion and 4-6 weeks after initiating therapy. 
Baseline biopsy was mandated, along with repeat biopsy 0-2 
weeks following the second PET/CT scan. PET signal was 
characterized as SUVmax, SUVpeak and SUVmean of the 
biopsied lesions, up to 5 index lesions and representative 
CD8 avid lymph nodes. Mean SUVmax in responders 
and non-responders were compared using students t-test 
(1-sided). CD8 expression in tissue was characterized as 
the number of positive cells per mm2; PET avidity and CD8 
expression were compared using the Spearman correlation 
coefficient.
RESULTS: 17 pts (9 M: 8 F) were enrolled; most pts had 
clear cell histology (12; 71%) followed by unclassified (3; 
17%) and papillary (2; 12%). The most commonly rendered 
CPI-based regimens were nivolumab alone (6 pts; 35%) 
and cabozantinib/nivolumab (3 pts; 17%). Follow-up data 
was available in 15 of the patients. By RECIST v1.1, 3 of 15 
patients were classified as responders (best overall response 
[BOR] of complete response or partial response) and 12 
patients were classified as non-responders (BOR of stable 
disease or progressive disease). Average SUVmax, SUVpeak 
and SUVmean per patientamong all quantified index lesions 
and representative lymph nodes were 10.02, 6.95 and 6.11 
for baseline and 8.82, 6.23 and 5.39 during treatment, 
respectively. Average SUVmax at baseline was 14.68 in 
responders to CPI and 8.28 in non-responders (P=0.006). 
On treatment SUVmax was 10.93 in responders to CPI 
and 8.22 in non-responders (P=0.19). A strong correlation 
between CD8 expression in baseline tissue and normalized 
SUVmean was observed (r=0.77; 95%CI 0.53-0.91).
CONCLUSIONS: To our knowledge, this is the first series 
in RCC to demonstrate that functional imaging of immune 
cells (here, CD8s) may segregate response to CPIs, with 
responders having a higher baseline SUV and a larger 
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decrement in SUV with therapy. Our results are bolstered 
by a significant correlation between tissue and imaging 
CD8 expression. Larger studies are underway to validate 
this noninvasive strategy. Clinical trial information: 
NCT03802123. 

█   ABSTRACT 4554 89Zr-DFO-girentuximab for PET/
CT imaging of clear cell renal cell carcinoma: Results from 
phase 3 ZIRCON study. Shuch BM et al. 
METHODS: In this open label, multicenter trial, patients 
with an IDRM (≤7cm; cT1) who were scheduled for partial 
nephrectomy within 90 days from planned 89Zr-DFO-
girentuximab administration were eligible. Enrolled patients 
received a single dose IV (37 MBq±10%; 10mg girentuximab) 
on Day 0 and underwent PET/CT imaging on Day 5 (±2d). 
Blinded central histology review determined ccRCC 
status. The co-primary objectives were to evaluate both the 
sensitivity and specificity of 89Zr-DFO-girentuximab PET/
CT imaging in detecting ccRCC in patients with IDRM, 
using histology as the standard of truth. Key secondary 
objectives included sensitivity and specificity of TLX250-
CDx PET/CT imaging in the subgroup of patients with 
IDRM ≤4cm (cT1a). Other secondary objectives included 
positive and negative predictive values, and evaluation of 
safety and tolerability. The Wilson 95% confidence intervals 
(CI) lower bound for sensitivity and specificity had to be 
>70% and 68% respectively for ≥2 independent readers to 
declare the study successful.
RESULTS:  300 patients received 89Zr-DFO-girentuximab 
(mean age, 62±12y; 71% Male). Of 288 patients with central 
histopathology of surgical samples, 193 (67%) had ccRCC, 
and 179 (62%) had cT1a. Of 284 evaluable patients, the 
average across all 3 readers for sensitivity and specificity was 
86% [80%, 90%] and 87% [79%, 92%] resp. for coprimary, 
and 85% [77%, 91%] and 90% [79%, 95%] resp. for key 
secondary endpoints. For all evaluable patients, positive 
and negative predictive values were ≥ 91.7% and ≥ 73.7%, 
resp. PET+ ccRCC had higher mean CAIX expression 
compared with PET- ccRCC patients (p << 0.05). Sensitivity 
and specificity were consistent with masses ≤2cm (n=46) of 
which, 26 were ccRCC+, 13 ccRCC−, and 3 unevaluable at 
central histopathology. Of 263 adverse events (AEs) in 124 
patients, 2 AEs of mild intensity were treatment related.
CONCLUSIONS: ZIRCON study confirms 89Zr-DFO-
girentuximab PET/CT is a well-tolerated and accurate 
modality for noninvasive identification of ccRCC in IDRM. 
This tool could be included in the diagnosis/management 
of patients with IDRM, limiting unnecessary treatment of 
benign lesions. Clinical trial information: NCT03849118. 

█   ABSTRACT 4560 Patient priorities and expectations of 
systemic therapy in metastatic renal cell carcinoma..  
Battle D, et al. 
METHODS: The survey was developed by the Kidney 
Cancer Research Alliance (KCCure) and was broadcast 
between 07/2022 and 09/2022 to patients via website, 
mailing lists and social media platforms. Those who agreed 
to participate were surveyed for demographics (age, gender, 
race, income, country) and clinical characteristics (date of 
the diagnosis, disease stage, treatment history). Descriptive 
statistics summarized the survey data.
RESULTS:  399 out of 1,062 patients surveyed had metastatic 
disease. 80% of patients were receiving or had received 
systemic therapy, 20% of patients had not yet received 
systemic therapy. 52% were female and 48% were male, with 
a median age of 57 years (range 28-86). Patients identified 
as white (89%) and living in the United States (86%). 69% 
of patients reported that they did not know their IMDC or 
risk status, 10% were favorable risk, 11% were intermediate 
risk and 10% were poor risk. When asked to select the most 
important outcome for treatment selection on a rank-choice 
scale from 1 to 8, the chance to eliminate all evidence of 
disease (complete response) scored highest (6.6), followed 
by durability of response (5.1), improved quality of life (5.0), 
rapid reduction of tumors (4.9), ability to go off therapy (4.2), 
low risk of toxicity (4.0) and reduction of tumor symptoms 
(4.0). Patients ranked low cost as the least important factor 
in selecting treatment (2.3). 70% of patients defined “long-
term" response to therapy as five years or longer, and over 
a quarter of patients (26%) defined long-term response as 
10 years or longer. When asked to define treatment success, 
patients rank radiological reduction in tumor size (83%) as 
the most important factor, followed by stable disease (67%), 
improved quality of life (48%) and the ability to return back 
to work (22%). The lowest ranked choice was “I just trust my 
doctor” (17%).
CONCLUSIONS: Most patients are not familiar with their 
risk classification and may not realize the significance of 
this factor in treatment selection. Patients rank complete 
response as the most important outcome/desire when 
considering treatment options. Cost is the least important 
factor for patients in selecting treatment. Patient perceptions 
of long-term response to therapy may differ from provider 
perceptions. More research is needed to improve patient/
provider communication in the therapy selection process. 


