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Abstract. Background/Aim: Enfortumab Vedotin (EV) is a
widely used antibody-drug conjugate for patients with advanced
urothelial carcinoma (UC) who have previously been treated
with platinum-based chemotherapy and immune checkpoint
inhibitors. However, limited information is currently available
on prognostic factors and risk classification. Therefore, the
present study attempted to identify clinical factors that predict
outcomes in patients with advanced UC treated with EV and to
develop a novel risk classification model. Patients and Methods:
We conducted a multicenter retrospective study including
patients with advanced UC treated with EV. Oncological
outcomes were assessed using progression-free survival (PFS)
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and overall survival (OS), and prognostic factors for PFS and
OS were investigated. We then examined the usefulness of risk
classification based on the prognostic factors identified. Results:
Median PFS and OS were 7.1 and 16.3 months, respectively.
High C-reactive protein levels (CRP level =0.5 mg/dl) and
hypercalcemia (corrected calcium level >10.2 mg/dl) were
identified as prognostic factors for PFS (p=0.012 and p=0.003,
respectively) and OS (p=0.035 and p<0.001, respectively). We
then divided patients into three risk groups: no prognostic
factors group, one prognostic factor group, and two prognostic
factors group. Significant differences were observed in PFS and
OS among the three groups (p<0.001 and p<0.001,
respectively) and c-indices were 0.766 for PFS and 0.800 for
OS. Conclusion: The risk classification using CRP and
hypercalcemia is useful for predicting the outcomes of patients
with advanced UC treated with EV.

The treatment of advanced urothelial carcinoma (UC) remains
challenging. Locally advanced or metastatic UC is a highly
aggressive disease, and its oncological outcome is still
unsatisfactory even when managed with platinum-based
chemotherapy and immune checkpoint inhibitors (ICIs) (1, 2).
To improve oncological outcomes, Enfortumab Vedotin (EV), an
antibody-drug conjugate targeting Nectin-4, has been developed
as a subsequent therapy after platinum-based chemotherapy and
ICIs. The EV-301 clinical trial revealed that progression-free
survival (PFS) and overall survival (OS) in patients with locally
advanced or metastatic UC who had previously received
platinum-based chemotherapy and ICIs were significantly longer
with EV than with other chemotherapies (3). The findings of
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previous retrospective studies on PFS and OS in real-world
settings were similar to those of the EV-301 trial (4-8); however,
few studies have focused on the factors that predict clinical
outcomes (5-7). Therefore, we herein attempted to identify
clinical factors that predict the outcomes of patients with
advanced UC treated with EV and also develop a novel risk
stratification model.

Patients and Methods

This retrospective study was conducted as a multi-institutional
collaborative study including Hamamatsu University Hospital
(Hamamatsu, Japan), Seirei Mikatahara General Hospital
(Hamamatsu, Japan), Iwata City Hospital (Iwata, Japan), Hamamatsu
Medical Center (Hamamatsu, Japan), Chutoen General Medical
Center (Kakegawa, Japan), Fujieda Municipal General Hospital
(Fujieda, Japan), and JA Shizuoka Kohseiren Enshu Hospital
(Hamamatsu, Japan), and was approved by the Institutional Review
Board at the principal institution (approved number: 21-090). The
need to obtain informed consent from patients was waived because
of the retrospective design of this study; however, an opportunity to
opt out was provided through the website of each institution.

The medical records of 66 patients who were treated with EV for
locally advanced or metastatic UC between December 2021 and
March 2024 were retrospectively reviewed. Seven patients were
excluded because of incomplete data; therefore, 59 were ultimately
analyzed. Relevant clinicopathological data were obtained from
medical records, including age, sex, the Eastern Cooperative
Oncology Group Performance Status (ECOG PS), histology, the
primary lesion, metastatic organs, history of radical surgery and
previous systemic therapies, and laboratory data [hemoglobin,
platelets, corrected calcium, and C-reactive protein (CRP)].

EV was intravenously administrated at a dose based on 1.25 mg/kg
of body weight on days 1, 8, and 15 of a 28-day cycle. The dosage
(reduction, extension, or discontinuation) of EV was accordingly
adjusted in consideration of the severity of treatment-related adverse
events (AEs) by the physician. During the treatment period, a follow-
up radiographic evaluation using computed tomography was
performed every 2-3 months. The tumor response to EV was assessed
based on Response Evaluation Criteria in Solid Tumors version
1.1. PFS was defined as the time from the initiation of EV to the date
of disease progression or death, while OS was defined as the time
from EV initiation to death from any cause.

Statistical analyses were performed using SPSS software version
28.0.1.1 (IBM Institute Corp., Armonk, NY, USA). PFS and OS were
estimated using the Kaplan-Meier method. The prognostic impact of
each variable was assessed by uni- and multivariate Cox proportional
regression analyses. High CRP was defined as a CRP level =0.5 mg/dl
and hypercalcemia as a corrected calcium level >10.2 mg/dl. To
evaluate risk stratification, a comparison of patient outcomes among
groups was performed using the Log-rank test, and the c-index was
then calculated. A p-value <0.05 was considered to be significant.

Results

This study cohort consisted of 59 patients treated with EV. The
baseline characteristics of these patients are summarized in Table
I. Median age was 74 years (range=37-87 years) and 69.5% were
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Table 1. Patient characteristics.

Overall
(N=59)

Age

Median age (range) — yr 74 (37-87)

<75 yr — no.(%) 31 (52.5)

=75 yr — no.(%) 28 (47.5)
Sex — no. (%)

Male 41 (69.5)

Female 18 (30.5)
ECOG PS - no.(%)

0-1 53 (89.8)

>2 6 (10.2)
Histology — no.(%)

Pure UC 48 (81.4)

UC with a histological subtype or unknown 11 (18.6)
Primary lesion — no.(%)

Upper tract (renal pelvis, ureter) 35 (59.3)

Bladder/other 24 (40.7)
Radical surgery — no.(%)

Yes 32 (54.2)

No 27 (45.8)
Previous systemic therapies — no.(%)

0-2 41 (69.5)

>3 18 (30.5)
CRP level =0.5 mg/dl 40 (67.8)
Corrected calcium >10.2 mg/dl 7(11.9)
Sites of metastasis — no.(%)

Regional lymph node 31 (52.5)

Extra - regional lymph node 22 (37.3)

Lung 35 (59.3)

Bone 9 (15.3)

Liver 16 (27.1)

ECOG PS: Eastern Cooperative Oncology Group Performance Status;
UC: urothelial carcinoma; CRP: C-reactive protein.

male. Forty-eight patients (81.4%) were pathologically
diagnosed with pure UC. The primary lesions were as follows:
the upper urinary tract accounted for 59.3% and the lower
urinary tract for 40.7%. All patients received both chemotherapy
and ICIs before the administration of EV. Chemotherapy
regimens, including neoadjuvant or adjuvant chemotherapy, were
gemcitabine/cisplatin in 17 patients (28.8%), gemcitabine/
carboplatin in 46 (78.0%), and other chemotherapies in 9
(15.3%). ICIs prior to EV were pembrolizumab in 41 patients
(69.5%), avelumab in 20 (33.9%), and nivolumab in six (10.2%),
including duplicate cases.

The median follow-up period was 11.0 months (interquartile
range, 3.0 to 14.6 months). During this period, there were 35
cases of disease progression and 26 deaths. Median PFS was
7.1 months [95% confidence interval (CI)=3.2-11.0 months] and
median OS was 16.3 months (95%CI=8.8-23.8 months). As the
best response, a complete response, partial response, stable
disease, and progressive disease were observed in five (8.5%),
19 (32.2%), 19 (32.2%), and 10 (16.9%) patients, respectively.
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Table II. Cox regression analysis of progression-free survival.

Univariate analysis

Multivariate analysis

Variables HR (95%CT) p-Value HR (95%CTI) p-Value
Age (years) =75 0911 (0.47-1.78) 0.785
Sex Female 2.26 (1.14-4.47) 0.019 1.80 (0.90-3.61) 0.097
ECOG PS =2 1.13 (0.34-3.74) 0.839
Primary site Upper tract 0.96 (0.48-1.92) 0917
Radical surgery Yes 0.58 (0.30-1.14) 0.115
Hemoglobin Male: <13.7 mg/dl 4.12 (0.97-17.48) 0.055
Female: <11.6 mg/dl

Platelet count >34.8x103/ul 0.83 (0.32-2.14) 0.701
CRP =0.5 mg/dl 6.24 (1.90-20.47) 0.003 4.78 (1.42-16.12) 0.012
Corrected calcium >10.2 mg/dl 543 (2.12-13.95) <0.001 4.22 (1.61-11.06) 0.003
Site of metastasis

Regional lymph node Present 1.24 (0.64-2.43) 0.525

Extra-regional lymph node Present 1.12 (0.57-2.20) 0.754

Lung Present 1.24 (0.63-2.46) 0.532

Bone Present 1.43 (0.65-3.16) 0.376

Liver Present 1.59 (0.78-3.21) 0.199

ECOG PS: Eastern Cooperative Oncology Group Performance Status; CRP: C-reactive protein.

Table III. Cox regression analysis of overall survival.

Univariate analysis

Multivariate analysis

Variables HR (95%CI) p-Value HR (95%CI) p-Value
Age (years) 275 1.13 (0.53-2.41) 0.754
Sex Female 1.38 (0.61-3.09) 0.377
ECOG PS =2 1.63 (0.48-5.48) 0.433
Primary site Upper tract 0.978 (0.44-2.19) 0.957
Radical surgery Yes 0.67 (0.31-1.43) 0.298
Hemoglobin Male: <13.7 mg/dl 6.49 (0.86-48.86) 0.07
Female: <11.6 mg/dl

Platelet count >34.8x103/ul 0.89 (0.31-2.59) 0.835
CRP >0.5 mg/dl 6.01 (1.42-2541) 0.015 4.82 (1.12-20.72) 0.035
Corrected calcium >10.2 mg/dl 10.48 (3.57-30.74) <0.001 7.68 (2.60-22.70) <0.001
Site of metastasis

Regional lymph node Present 1.03 (0.48-2.20) 0.942

Extra-regional lymph node Present 1.30 (0.61-2.80) 0.497

Lung Present 1.14 (0.53-2.49) 0.735

Bone Present 1.42 (0.57-3.54) 0.447

Liver Present 1.54 (0.71-3.38) 0.278

ECOG PS: Eastern Cooperative Oncology Group Performance Status; CRP: C-reactive protein.

Accordingly, the overall response rate and disease control rate
were 40.7 and 72.9%, respectively. In the present study, adverse
events (AEs) were as follows; a skin reaction in 28 cases
(47.5%), hyperglycemia in two (3.4%), and peripheral
neuropathy in 23 (39.0%). Eleven patients (18.6%) discontinued
EV therapy due to AEs.

We attempted to identify significant prognostic factors for
PES and OS using Cox proportional regression analyses (Table
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II and Table III). A univariate analysis revealed that female sex,
high CRP levels, and hypercalcemia were prognostic factors
for PES (p=0.019, p=0.003, and p<0.001, respectively), while
high CRP levels and hypercalcemia were prognostic factors for
OS (p=0.015 and p<0.001, respectively). In a multivariate
analysis, high CRP levels and hypercalcemia were both
significant prognostic factors for PES (p=0.012 and p=0.003,
respectively) and OS (p=0.035 and p<0.001, respectively).
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Figure 1. Progression-free survival (PFS) stratified by low-, intermediate-,

To characterize prognostic features more precisely in this
cohort, we divided patients into multiple groups according to
the number of significant risk factors identified in the
multivariate analysis, and a risk classification model was
developed. To predict PFS and OS, 59 patients were stratified
into the following three groups: 19 with no risk factors (low-
risk group), 33 with a single risk factor (intermediate-risk
group), and 7 with both risk factors (high-risk group). Median
PFS in the low-, intermediate-, and high-risk groups were “not
reached”, 5.9 months, and 1.6 months, respectively (Figure 1),
while median OS were “not reached”, 11.2 months, and 2.3
months, respectively (Figure 2). Significant differences were
observed in PFS and OS among the three groups (p<0.001 and
p<0.001, respectively). To evaluate the usefulness of this novel
risk stratification model, we calculated c-indices. C-indices
were 0.766 for PFS and 0.800 for OS.

Discussion

Platinum-based chemotherapy was the only recommended
regimen for advanced UC until the KYENOTE-045 study in
2017 showed that OS was longer with pembrolizumab than
with other chemotherapy regimens (1). Bellmunt developed a
risk stratification system using hemoglobin <10 g/dl, liver
metastasis, and ECOG PS =1 for the patients who experienced
treatment failure with the platinum-based regimen (9). Other
risk stratification systems from real-world data have also been
reported (10). After the EV-301 study described the significant
impact of EV on oncological outcomes in patients previously
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and high-risk groups.

treated with platinum-based chemotherapy and ICIs, it was
approved and used worldwide for patients with advanced UC
as a subsequent therapy. However, limited information is
available on prognostic factors and the risk classification
system (5-7). Therefore, we investigated prognostic factors
and developed a risk classification system for patients with
advanced UC treated with EV.

In the present study, median PFS was 7.1 months, and
median OS was 16.3 months. In the EV-301 trial, median
PFS and OS were 5.55 and 12.91 months, respectively, and
in real-world data, they were 4.2 to 6.8 months and 9.7 to
14.7 months, respectively (4-8, 11). These findings are
consistent with the present results.

We focused on prognostic factors in patients treated with
EV and showed the significant impact of high CRP and
hypercalcemia on both PFS and OS. Hara et al. reported the
significant impact of high CRP on PFS and high CRP and
low PS on OS (5). Furthermore, Hirasawa et al. demonstrated
that high CRP, low albumin, the presence of a histological
subtype, and liver metastasis were prognostic factors for OS
(6). The impact of high CRP was consistent throughout these
studies; therefore, we considered it to be a promising
prognostic factor in patients treated with EV. However,
further investigations are needed to select an appropriate cut-
off value because it was not confirmed in these studies. The
impact of hypercalcemia on PFS and OS in patients with
advanced UC also warrants further study. The mechanisms
underlying the development of hypercalcemia in patients with
malignant tumors involve the production of parathyroid
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Figure 2. Overall survival (OS) stratified by low-, intermediate-, and high-risk groups.

hormone-related peptides, osteolytic cytokines, and excess
1,25-dihydoxyvitamin D (12). Hypercalcemia is a significant
prognostic factor in patients with advanced renal cell
carcinoma and is one of the variables in the International
Metastatic Renal Cell Carcinoma Database Consortium risk
classification (13). Tumor-induced hypercalcemia has been
reported in several patients with UC (14, 15). This is the first
study to show that hypercalcemia was a poor prognostic
factor in patients treated with EV. Therefore, hypercalcemia
has potential as a useful prognostic factor in patients with
advanced UC.

According to the prognostic factors identified herein,
namely, a high CRP level and hypercalcemia, we developed
a new risk classification system. This system makes it
possible to effectively stratify PFS and OS into three risk
groups and may be regarded as acceptable discrimination
according to previously reported criteria (16). Moreover, this
is the first study to develop a risk classification system for
patients with advanced UC treated with EV. The benefits of
risk classification are not only the ability to stratify PFS and
OS, but also its simpleness and objectiveness because it uses
only two numeric factors acquired from a blood examination.
However, the lack of a balance in the distribution of patients
into the three risk groups is a disadvantage of this system.

Study limitations. Since this was a multicenter study without a
strict protocol, there was a potential bias of dose adjustments
and the discontinuation of EV among institutions and
physicians. Furthermore, the sample size was small and, thus,
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a validation cohort is needed. Moreover, a new regimen
combining with EV and pembrolizumab was recently approved
(17). Therefore, further investigations are needed to establish
whether this system may be applied to patients with advanced
UC receiving the new combination therapy in the future.

Conclusion

The present study, which included 59 patients with advanced
UC treated with EV, identified a high CRP level and
hypercalcemia as significant prognostic factors. Furthermore,
the novel risk classification model developed using these two
risk factors is simple and acceptable for predicting a better
outcome with EV treatment.

Funding

This research received no external funding.

Conlflicts of Interest

The Authors declare no conflicts of interest in relation to this study.

Authors’ Contributions

Conceptualization: Yuto Matsushita and Gaku Ishikawa. Data
curation: Gaku Ishikawa, Yuichi Kitagawa, Asuka Uchiyama, Yuya
Oishi, Hiroki Tanaka, Shinya Watanabe, Eito Suzuki, Shunsuke
Watanabe, Kyohei Watanabe, Yuto Matsushita, Hiromitsu Watanabe,
Keita Tamura, Daisuke Motoyama Rikiya Matsumoto, Toshiki Ito,



CANCER DIAGNOSIS & PROGNOSIS 4: 783-788 (2024)

Masao Nagata, Toshiyuki Unno, Hiroshi Furuse, and Takuji Mizuno.
Formal analysis and visualization: Gaku Ishikawa. Writing —
original draft: Gaku Ishikawa. Writing — review & editing: Yuto
Matsushita and Atsushi Otsuka. Supervision: Atsushi Otsuka.

References

1 Bellmunt J, de Wit R, Vaughn DJ, Fradet Y, Lee JL, Fong L,
Vogelzang NJ, Climent MA, Petrylak DP, Choueiri TK, Necchi
A, Gerritsen W, Gurney H, Quinn DI, Culine S, Sternberg CN,
Mai Y, Poehlein CH, Perini RF, Bajorin DF, KEYNOTE-045
Investigators: Pembrolizumab as second-line therapy for
advanced urothelial carcinoma. N Engl J Med 376(11): 1015-
1026, 2017. DOI: 10.1056/NEJMoal613683

2 Powles T, Park SH, Voog E, Caserta C, Valderrama BP, Gurney
H, Kalofonos H, Radulovi¢ S, Demey W, Ullén A, Loriot Y,
Sridhar SS, Tsuchiya N, Kopyltsov E, Sternberg CN, Bellmunt
J, Aragon-Ching JB, Petrylak DP, Laliberte R, Wang J, Huang
B, Davis C, Fowst C, Costa N, Blake-Haskins JA, di Pietro A,
Grivas P: Avelumab maintenance therapy for advanced or
metastatic urothelial carcinoma. N Engl J Med 383(13): 1218-
1230, 2020. DOI: 10.1056/NEJMo0a2002788

3 Powles T, Rosenberg JE, Sonpavde GP, Loriot Y, Duran I, Lee
JL, Matsubara N, Vulsteke C, Castellano D, Wu C, Campbell M,
Matsangou M, Petrylak DP: Enfortumab vedotin in previously
treated advanced urothelial carcinoma. N Engl J Med 384(12):
1125-1135, 2021. DOI: 10.1056/NEJMo0a2035807

4 Fukuokaya W, Koike Y, Yata Y, Komura K, Uchimoto T, Tsujino
T, Saruta M, Takahara K, Fujita K, Minami T, Adachi T, Hirasawa
Y, Hashimoto T, Ohno Y, Uemura H, Shiroki R, Azuma H,
Kimura T: Real world evidence of enfortumab vedotin in patients
with advanced urothelial cancer: A multicenter observational
study. Int J Urol 31(4): 342-347,2024. DOI: 10.1111/iju.15368

5 Hara T, Matsushita Y, Harada K, Fujimoto N, Fujisawa M,
Miyake H: Clinical outcomes in patients with advanced
urothelial carcinoma treated with enfortumab vedotin: A
retrospective multicenter study in Japan. Int J Urol 31(6): 696-
698, 2024. DOI: 10.1111/iju.15435

6 Hirasawa Y, Adachi T, Hashimoto T, Fukuokaya W, Koike Y,
Yata Y, Komura K, Uchimoto T, Tsujino T, Nishimura K,
Takahara K, Saruta M, Fujita K, Hashimoto M, Uemura H,
Shiroki R, Azuma T, Kimura T, Ohno Y: Comparison of the
efficacy of enfortumab vedotin between patients with metastatic
urothelial carcinoma who were treated with avelumab or
pembrolizumab: real-world data from a multi-institutional study
in Japan. J Cancer Res Clin Oncol 150(4): 182, 2024. DOI:
10.1007/s00432-024-05717-2

7 Koshkin VS, Henderson N, James M, Natesan D, Freeman D,
Nizam A, Su CT, Khaki AR, Osterman CK, Glover MJ, Chiang R,
Makrakis D, Talukder R, Lemke E, Olsen TA, Jain J, Jang A, Ali
A, Jindal T, Chou J, Friedlander TW, Hoimes C, Basu A, Zakharia
Y, Barata PC, Bilen MA, Emamekhoo H, Davis NB, Shah SA,
Milowsky MI, Gupta S, Campbell MT, Grivas P, Sonpavde GP,
Kilari D, Alva AS: Efficacy of enfortumab vedotin in advanced
urothelial cancer: Analysis from the Urothelial Cancer Network to
Investigate Therapeutic Experiences (UNITE) study. Cancer
128(6): 1194-1205, 2022. DOI: 10.1002/cncr.34057

8 Zschibitz S, Biernath N, Hilser T, Hollein A, Zengerling F,
Cascucelli J, Paffenholz P, Seidl D, Lutz C, Schlack K, Kingreen
D, Kliimper N, Ivanyi P, von Amsberg G, Heers H, Roghmann F,

788

Tauber RL, Cathomas R, Hofer L, Niegisch G, Klee M, Ehrenberg
R, Hassler A, Hadaschik BA, Griinwald V, Darr C: Enfortumab
vedotin in metastatic urothelial carcinoma: survival and safety in
a European multicenter real-world patient cohort. Eur Urol Open
Sci 53: 31-37, 2023. DOI: 10.1016/j.euros.2023.04.018

9 Bellmunt J, Choueiri TK, Fougeray R, Schutz FA, Salhi Y,

Winquist E, Culine S, von der Maase H, Vaughn DJ, Rosenberg
JE: Prognostic factors in patients with advanced transitional cell
carcinoma of the urothelial tract experiencing treatment failure
with platinum-containing regimens. J Clin Oncol 28(11): 1850-
1855, 2010. DOI: 10.1200/JC0.2009.25.4599

10 Kobayashi T, Ito K, Kojima T, Kato M, Kanda S, Hatakeyama

S, Matsui Y, Matsushita Y, Naito S, Shiga M, Miyake M, Muro

Y, Nakanishi S, Kato Y, Shibuya T, Hayashi T, Yasumoto H,

Yoshida T, Uemura M, Taoka R, Kamiyama M, Ogawa O,

Kitamura H, Nishiyama H, Japan Urological Oncology Group:

Risk stratification for the prognosis of patients with

chemoresistant urothelial cancer treated with pembrolizumab.

Cancer Sci 112(2): 760-773,2021. DOI: 10.1111/cas.14762

Rosenberg JE, Powles T, Sonpavde GP, Loriot Y, Duran I, Lee

JL, Matsubara N, Vulsteke C, Castellano D, Mamtani R, Wu C,

Matsangou M, Campbell M, Petrylak DP: EV-301 long-term

outcomes: 24-month findings from the phase III trial of

enfortumab vedotin versus chemotherapy in patients with
previously treated advanced urothelial carcinoma. Ann Oncol

34(11): 1047-1054, 2023. DOI: 10.1016/j.annonc.2023.08.016

12 Goldner W: Cancer-related hypercalcemia. J Oncol Pract 12(5):
426-432,2016. DOI: 10.1200/JOP.2016.011155

13 Heng DY, Xie W, Regan MM, Harshman LC, Bjarnason GA,
Vaishampayan UN, Mackenzie M, Wood L, Donskov F, Tan MH,
Rha SY, Agarwal N, Kollmannsberger C, Rini BI, Choueiri TK:
External validation and comparison with other models of the
International Metastatic Renal-Cell Carcinoma Database Consortium
prognostic model: a population-based study. Lancet Oncol 14(2):
141-148, 2013. DOI: 10.1016/S1470-2045(12)70559-4

14 Asao K, McHugh JB, Miller DC, Esfandiari NH: Hypercalcemia
in upper urinary tract urothelial carcinoma: a case report and
literature review. Case Rep Endocrinol 2013: 470890, 2013.
DOI: 10.1155/2013/470890

15 Jandou I, Wichou E, Ettanji A, Moataz A, Mohammed D,
Debbagh A, Aboutaieb R: Hypercalcemia an exceptional
complication in upper urinary tract urothelial carcinoma. J Surg
Case Rep 2021(2): rjaa574, 2021. DOI: 10.1093/jscr/rjaa574

16 David W, Hosmer SL: Applied Logistic Regression. 2nd ed.
John Wiley and Sons, 2000.

17 Powles T, Valderrama BP, Gupta S, Bedke J, Kikuchi E,
Hoffman-Censits J, Iyer G, Vulsteke C, Park SH, Shin SJ,
Castellano D, Fornarini G, Li JR, Giimiis M, Mar N, Loriot Y,
Fléchon A, Duran I, Drakaki A, Narayanan S, Yu X, Gorla S,
Homet Moreno B, van der Heijden MS: Enfortumab vedotin and
pembrolizumab in untreated advanced urothelial cancer. N Engl
J Med 390(10): 875-888, 2024. DOI: 10.1056/NEJMoa2312117

1

—

Received July 26, 2024
Revised August 27, 2024
Accepted August 28, 2024



