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Disclosures

I do not have any relevant financial relationships.

This presentation and/or comments will provide a balanced, non-promotional, and evidence-based approach to all diagnostic, therapeutic 
and/or research related content.



Cultural Linguistic Competency (CLC) & Implicit Bias (IB)

STATE LAW:
The California legislature has passed Assembly Bill (AB) 1195, which states that as of July 1, 2006, all Category 1 CME activities that relate to
patient care must include a cultural diversity/linguistics component. It has also passed AB 241, which states that as of January 1, 2022, all
continuing education courses for a physician and surgeon must contain curriculum that includes specified instruction in the understanding of implicit
bias in medical treatment.

The cultural and linguistic competency (CLC) and implicit bias (IB) definitions reiterate how patients’ diverse backgrounds may impact their access 
to care.

EXEMPTION:
Business and Professions Code 2190.1 exempts activities which are dedicated solely to research or other issues that do not contain a direct patient 
care component. 

This presentation is dedicated solely to research or other issues that do not contain a direct patient care 
component. 

https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=200520060AB1195
https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=200520060AB1195
https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=200520060AB1195
https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=200520060AB1195
https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=201920200AB241
https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=201920200AB241


Learning Objectives

★ Identify the latest phase III data that changed standards of care.

★ Use biomarkers to select immunotherapy, HER2-directed 

therapy, and ADC trials.

★ Translate clinical-trial endpoints into sequencing decisions.

★ Discuss toxicities of novel agents.



Why this topic matters now

13,490
estimated U.S. cervical cancer 

cases in 2026

4,200

estimated U.S. cervical cancer 

deaths in 2026

68,270

estimated U.S. endometrial / 

uterine corpus cases in 2026

14,450

estimated U.S. endometrial / 

uterine corpus deaths in 2026

*Uterine Cancer is one of the few cancers with an increasing incidence and 
decreasing survival outcome

Sources: ACS Cancer Facts & Figures 2026; SEER Cancer Stat Facts 2026.



The therapeutic landscape is converging around 4 modalities

● Checkpoint blockade- PD-1 / PD-L1 agents

● Anti-angiogenic therapy- VEGF agents

● Antibody-drug conjugates- Tissue factor, TROP2, 

and HER2 ADCs deliver cytotoxic payloads with target-linked 

toxicity profiles.

● HER2 / molecular targets- HER2, MMR/MSI, TMB, 

NTRK, POLE, p53, ER/PR increasingly route therapy and trial 

options.



Biomarkers: treat the biopsy as the therapeutic gateway
Testing should be front-loaded so trial and treatment options are not missed later

Operational rule: order reflex MMR/MSI + p53/POLE context + HER2 

where histology indicates; bank tissue for trial-directed targets.Sources: NCCN cervical cancer v2.2026; ESMO endometrial cancer guideline; FDA drug labels.

Cervical Cancer
➔ PDL-1

➔ HER2

➔ For metastatic or recurrent disease- comprehensive 
molecular profiling by FDA approved assay looking for MMR, 
MSI, TMB, HER2, NTRK, RET

Endometrial Cancer
➔ MMR/MSI is mandatory for prognosis and systemic therapy routing.

➔ HER2 IHC/ISH for serous/p53-abnormal disease; 

➔ ER/PR informs endocrine combinations.



Cervical Cancer
Use of immunotherapy in combination with ChemoRadiation
KEYNOTE-A18 / ENGOT-cx11 / GOG-3047: pembrolizumab + concurrent CRT → pembrolizumab maintenance.

High-risk locally advanced cervical cancer • 

Phase III • N=1,060

Pembrolizumab + CRT significantly improved 36-month OS and PFS 

versus CRT alone; FDA approval covers FIGO 2014 stage III–IVA 

disease.

HR OS 0.67 • HR PFS 0.68

36-month OS
Pembro + CRT

CRT

36-month PFS

Pembro + CRT

CRT



Cervical cancer:

Immunotherapy for first-line metastatic/recurrent disease
KEYNOTE-826 established pembrolizumab + platinum/taxane ± bevacizumab for PD-L1 CPS ≥1 disease.

Median OS: CPS ≥1
Pembro combo

Control

Median OS: all-comers
Pembro combo

Control

OS HR 0.60 in CPS ≥1      OS HR 0.63 in all-comers

phase 3 trial
patients with persistent, recurrent, or 
metastatic cervical cancer
randomly assigned



Cervical cancer:

Immunotherapy for first-line metastatic/recurrent disease
BEATcc tested adding PD-L1 blockade to a bevacizumab-containing chemotherapy backbone.

Metastatic / persistent / recurrent cervical cancer • Phase III

Atezolizumab + bevacizumab + chemotherapy improved PFS 

and OS versus bevacizumab + chemotherapy.



Cervical cancer: ADCs have a proven survival role after chemotherapy
innovaTV 301 converted tisotumab vedotin from accelerated to traditional FDA approval.

innovaTV 301 / ENGOT-cx12 / GOG-3057
2L/3L recurrent or metastatic cervical cancer • Phase III • N=502

Tisotumab vedotin improved OS, PFS, and ORR vs investigator’s choice chemotherapy 

after progression on or after chemotherapy.





Endometrial cancer: the frontline standard is now biology-aware
MMR/MSI status predicts the magnitude of immunotherapy benefit, but all-comer approvals changed practice.

Sources: ESMO endometrial guideline; FDA approvals for pembrolizumab, dostarlimab, durvalumab; molecular classification literature.





Endometrial frontline IO: how to choose among approved options

Pembrolizumab + CP → pembro FDA-approved all-comers; NRG-GY018 showed large dMMR 

and meaningful pMMR PFS benefit.

stage III-IV, except carcinosarcomas

Dostarlimab + CP → dostarlimab FDA-approved all-comers as of Aug 2024; RUBY showed OS 

benefit in overall population, stage III-IV

Durvalumab + CP → durvalumab FDA-approved for dMMR primary advanced/recurrent EC; 

DUO-E showed strong dMMR PFS benefit.

Clinical choice Consider MMR, comorbid autoimmune disease, steroid 

dependence, prior IO, maintenance duration, payer/formulary, 

and patient preference
.



Endometrial cancer after platinum: pMMR disease still needs active 

combinations
KEYNOTE-775 established pembrolizumab + lenvatinib for previously treated advanced pMMR/non–MSI-H disease.





NCCN Guidelines 



NCCN Guidelines











Key takeaways

★ Cervical cancer: pembrolizumab has moved into CRT and first-line metastatic treatment; tisotumab 

vedotin is a proven post-platinum ADC.

★ Endometrial cancer: immune checkpoint + carboplatin/paclitaxel is now the dominant first-line 

paradigm, with regimen choice shaped by MMR and logistics.

★ ADCs are not future theory: tissue factor and HER2 are already actionable; 

★ TROP2 is the major watchpoint.

★ The “needle” moves when biomarker reflex testing, toxicity workflows, and trial screening happen 

before progression.
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