
Demographic or characteristic*† Odds ratio (95% CI) P-value

Age

At index date (years) 0.98 (0.97, 1.00) 0.064

Index year

2018 vs. 2017 1.74 (0.84, 3.59) 0.135

2019 vs. 2017 7.57 (3.86, 14.86) < 0.001

2020 vs. 2017 14.99 (7.61, 29.53) < 0.001

Practice type

Academic vs. Community 0.38 (0.17, 0.86) < 0.05 

BRCA status

BRCA mutated vs. Not BRCA mutated 7.49 (4.21, 13.31) < 0.001

Unknown vs. Not BRCA mutated 0.76 (0.45, 1.29) 0.318

1L chemotherapy

Number of chemotherapy cycles 1.24 (1.09, 1.41) < 0.001

Clinical characteristics*, n (%)
AS

(n = 627)

PARP inhibitor 

monotherapy

(n = 162)

P-value

Histology 0.776

Borderline 12 (1.9) 1 (0.6)

Clear cell 16 (2.6) 2 (1.2)

Endometrioid 14 (2.2) 2 (1.2)

Mucinous 6 (1.0) 1 (0.6)

Serous 490 (78.1) 132 (81.5)

Transitional cell 1 (0.2) 0 (0.0)

Epithelial NOS 82 (13.1) 24 (14.8)

Unknown 6 (1.0) 0 (0.0)

BRCA status < 0.001

BRCA mutated
†

45 (7.2) 49 (30.2)

Not BRCA mutated
‡

374 (59.6) 89 (54.9)

Unknown 208 (33.2) 24 (14.8)

HRD status < 0.001

Positive 57 (9.1) 65 (40.1)

Negative 20 (3.2) 7 (4.3)

Unknown 550 (87.7) 90 (55.6)

ECOG PS < 0.05

0–1 432 (68.9) 128 (79.0)

2–4 53 (8.5) 10 (6.2)

Unknown 142 (22.6) 24 (14.8)

Stage at initial diagnosis
§

0.071

III 436 (69.5) 100 (61.7)

IV 191 (30.5) 62 (38.3)

Residual disease status after all surgical treatment for initial OC diagnosis 0.567

No residual disease 265 (42.3) 68 (42.0)

Residual disease 178 (28.4) 52 (32.1)

Unknown 184 (29.3) 42 (25.9)

Demographics*
AS

(n = 627)

PARP inhibitor 

monotherapy

(n = 162)

Age at index (years)

Mean±SD 65.9±11.3 63.4±11.4

Median (IQR) 68 (58.0, 75.0) 65 (56.0, 71.8)

Index year, n (%)

2017 214 (34.1) 15 (9.3)

2018 191 (30.5) 23 (14.2)

2019 130 (20.7) 52 (32.1)

2020 92 (14.7) 72 (44.4)

Race, n (%)

Black/African American 38 (6.1) 7 (4.3)

White 435 (69.4) 110 (67.9)

Other 102 (16.3) 33 (20.4)

Unknown 52 (8.3) 12 (7.4)

Region, n (%)

Midwest 81 (12.9) 26 (16.0)

Northeast 69 (11.0) 15 (9.3)

South 269 (42.9) 66 (40.7)

West 108 (17.2) 42 (25.9)

Unknown/other 100 (15.9) 13 (8.0)

Practice type,
†

n (%)

Academic 81 (12.9) 10 (6.2)

Community 546 (87.1) 152 (93.8)
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● Ovarian cancer (OC) is one of the leading causes of cancer death among

women in the US, representing 2.3% of all cancer deaths in 2021.1,2

● This equates to approximately 21,410 new cases and 13,770 deaths.2

● Current National Comprehensive Cancer Network guidelines state that

platinum-based chemotherapy (PBC) is a preferred first-line (1L) treatment

for OC.3

● Poly(adenosine diphosphate [ADP]-ribose) polymerase (PARP) inhibitors

have been shown to extend progression-free survival as 1L maintenance

therapy for patients with OC.4 Niraparib and olaparib were approved for use

as 1L maintenance in the US in 2020 and 2018, respectively.5,6

● There is a need to understand how PARP inhibitors are being used in clinical

practice and which patients are most likely to receive them as 1L

maintenance therapy following a complete or partial response to PBC.

Methods

Results

Patient demographics

● Of the 1010 patients in the study, 62.1% and 37.9% were under AS or

received 1L maintenance therapy, respectively (Figure 1).

● Of those receiving PARP inhibitor monotherapy, most patients received

olaparib (54.3%) or niraparib (39.5%) (Figure 1).

● Patient demographics are shown in Table 1.

Table 1. Patient demographics

AS, active surveillance; IQR, interquartile range; PARP, poly(ADP-ribose) polymerase; SD, standard deviation.

*Demographics were assessed on or prior to the index date; †The majority of practices in the database were 

community-based.

Predictors of PARP inhibitor monotherapy use

● Patients who completed 1L chemotherapy in 2019 and 2020 were

significantly more likely to receive PARP inhibitor monotherapies than those

in 2017 (Table 3).

● Patients with BRCA mutation were significantly more likely to receive PARP

inhibitor monotherapies than patients with BRCA wild type (Table 3).

● Race, region of residence, stage at initial diagnosis, Eastern Cooperative

Oncology Group performance status, residual disease status, and other

disease characteristics were not selected into the model.

Table 2. Patient clinical characteristics

AS, active surveillance; BRCA, breast cancer gene; ECOG PS, Eastern Cooperative Oncology Group performance 

status; HRD, homologous recombination deficiency; NOS, not otherwise specified; OC, ovarian cancer; PARP, poly(ADP-

ribose) polymerase.

*Clinical characteristics were assessed on or prior to the index date. †Includes BRCA1 mutation and/or BRCA2 mutation, 

or BRCA mutation NOS. ‡Includes those with genetic variant of unknown significance, genetic variant favor polymorphism, 

or no BRCA mutation. §In cases where International Federation of Gynecology and Obstetrics stage was not available, 

abstractors reported the American Joint Committee on Cancer stage.

Figure 1. Patient treatment distribution

1L, first-line; AS, active surveillance; PARP, poly(ADP-ribose) polymerase.

Cohort assignment was determined during the 120-day period after the last dose of platinum-based 1L chemotherapy.

Bevacizumab monotherapy and bevacizumab-based combination therapies included bevacizumab biosimilars 

(e.g., bevacizumab-awwb and bevacizumab-bvzr).

• From 2017 to 2020, use of 1L PARP inhibitor maintenance therapies in 

patients with OC increased significantly, mostly driven by biomarker status; 

patients who received a PARP inhibitor were more likely to be treated in a 

community setting, have BRCA mutation, and receive more chemotherapy 

cycles than those who were under AS.

• Stage at initial diagnosis and extent of residual disease after surgery were 

not associated with PARP inhibitor maintenance use.
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Objective

Table 3. Predictors of PARP inhibitor monotherapy use

1L, first-line; BRCA, breast cancer gene; CI, confidence interval; PARP, poly(ADP-ribose) polymerase.

*Demographics and clinical characteristics were assessed on or prior to the index date. †A multivariable logistic 

regression was used to identify predictors associated with the use of PARP inhibitor monotherapy. The outcome variable 

was a binary variable indicating whether a patient received PARP inhibitor monotherapy or active surveillance. The list of 

variables included in the model were selected using the forward stepwise approach with the cut-off point for P-values 

being < 0.1. The following baseline characteristics were included for selection: age at index (years), index date during 

COVID-19 pandemic, index year, race, region, practice type, weight, Eastern Cooperative Oncology Group performance 

status, group stage at initial diagnosis, receipt of debulking surgery before index, residual disease status, disease 

duration before index, histology (Serious, Other, Unknown), BRCA status, platelet count, hemoglobin count, neutrophil 

count, 1L chemotherapy, bevacizumab-based 1L treatment, and number of chemotherapy cycles.
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Figure 2. Patient distribution among 1L therapies

1L, first-line; AS, active surveillance; PARP, poly(ADP-ribose) polymerase.

Study population

● Patients with newly diagnosed Stage III/IV epithelial 

OC who received their last dose of 1L PBC between 

January 1, 2017, and February 28, 2021.

● Index date was defined as the date of the last cycle of 

1L PBC.

● Patients who started a second-line treatment, died, or 

were lost to follow-up within 2 months of index date 

were excluded (as a proxy for rapid progression or 

non-response to 1L therapy).

Data source

● Flatiron Health electronic health record-derived de-

identified database.

● During the study period, the de-identified data 

originated from approximately 280 US cancer clinics.

● The majority of patients in the database originate from 

community oncology settings; relative 

community/academic proportions may vary between 

study cohorts.

Statistical analysis

● A multivariable logistic regression was used to identify 

predictors of 1L PARP inhibitor monotherapy use 

versus active surveillance (AS).

● Variables included in the model were selected using the 

stepwise approach.

Conclusions
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Patient clinical characteristics

● 30.2% of patients in the PARP inhibitor monotherapy cohort were breast

cancer gene (BRCA) mutated versus 7.2% under AS (Table 2).

● 21.6% of patients in the PARP inhibitor monotherapy cohort had used

bevacizumab in the 1L setting versus 9.9% under AS (Figure 2).

To describe the use of 1L maintenance therapies and 

assess predictors of 1L PARP inhibitor maintenance 

therapy use among eligible patients with OC in a real-

world setting.
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P < 0.001 
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