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CONCLUSIONS PLAIN LANGUAGE SUMMARY

This study assessed patient- and physician-reported symptoms of metastatic urothelial carcinoma (mUC) and their Metastatic urothelial cancer (mUC) is an advanced form of bladder cancer that

concordance in Europe mostly affects older people, impacting their quality of life

Patients most commonly were older, male, and had a history of smoking. At initial diagnosis of UC, fumors were

most commonly located in the bladder, with approximately two-thirds of these patients being diagnosed at the symptoms, using a survey of mUC-treating physicians and their patients in

me.’rastahc stage . . . . France, Germany, ltaly, Spain, and the UK between December 2023 and

Fatigue/lack of energy was frequently reported at both mUC diagnosis and the time of data collection by both July 2024

patients and physicians

— Specifically, it was the most frequently reported symptom by both patients and physicians at data collection
and showed moderate physician-patient concordance

Fair o moderate patient-physician alignment was reported across all symptoms For all symptoms, only fair o moderate agreement between physicians and

Measures of pain such as pelvis, bladder, and back pain all showed moderate agreement patients was seen, with worse agreement for embarrassing symptoms such as
Low agreement was observed for symptoms that patients may be embarrassed to report, such as urinary urgency needing fo use the toilet frequently

and feeling the need but not being able to urinate It is important that physicians understand patient symptoms so that these can
The lack of agreement between physicians and patients highlights the importance of proper evaluation of be considered when choosing the most appropriate treatments that support
symptom burden in patients with mUC to inform treatment strategies that consider quality of life. Future studies quality of life

should also be directed toward understanding overall quality of life for patients with mUC'

We wanted to see to what extent physicians and patients reported the same

Feeling tired was reported as a symptom by the majority of patients and
physicians at both mUC diagnosis and data collection

BACKGROUND METHODS

e UC is the 10th most common cancer globally, primarily affecting the older * Data were drawn from the Adelphi Real World (ARW) mUC Disease Specific e Physicians cpmple’red. po’rien’r record formg (PRFs), which reported patient
population (265 years old)? Prooglgfrcgmme ’f‘DSF’:)I chk:]ross—ée.c’riFonol sur\éey of mec?ficlol 2”‘39'09155{;@'03?5 demographics and clinical characteristics including mUC symptoms

e mUC is an advanced stage of the disease associated with poor outcomes, ([])re]cemeklareegézg Jrsov\ﬁUlyrg(l)J%m rance. fLermany. fidly. spdin, an e UK, from e Patients for whom their physicion completed a PRF were invited to voluntarily
with a 5-year survival rate of <5%?2 complete a patient self-completion form (PSC), which captured the patient’s

« However, the treatment landscape for mUC in Europe is rapidly evolving, with * The DSP methodology has been previously published and validated®” perspective of their disease and treatment, including symptoms experienced
recent approvails for freatments such as avelumab mainfenance therapy, * Physicians were eligible for inclusion if they were personally responsible for the * Patients were eligible for inclusion in the analysis if they had a matched PRF and
enforfumab vedotin in combination with pembrolizumab, and more recently treatment and management of patients with mUC, spent at least half their time PSC and had reported their symptoms at the time of data collection in the PSC
cisplafin + gemcitabine in combination with nivolumab followed by nivolumab in patient management, saw a minimum of 4 patients with bladder cancer per . A et fent. and phvsic od ’r ' dat
mainfenance therapy®* month, and accepted all survey rules and requirements greement between patient- and pnysiclan-repored symproms dt adid

collection was measured using Cohen'’s k coefficient, with the level of agreement
e Patients were eligible for inclusion if they were aged 218 years and had a categorized as perfect (k>0.8 to <1.0), good (k>0.6 to <0.8), moderate (k>0.4 to
confirmed diagnosis of mUC <0.6), fair (k>0.2 to <0.4), or poor (k>0.0 to <0.2)

* When making treatment decisions, it is important for physicians to not only
consider the evolving tfreatment landscape but to also consider patient symptoms,
with a focus on patient quality of life

* There is a lack of real-world data on physician awareness of patient symptoms.
Thus, we aimed to explore patient and physician concordance regarding
symptom perception in Europe

RESULTS

* Overall, 97 physicians reporfed data for 442 patients with mUC (Table 1) Table 2. Tumor location and disease stage Table 3. Patient- and physician-reported symptom concordance at data collection
were former smokers (Table 1)

« At data collection, the majority of patients (71%) were retired, and 62% of patients Tumor location at initial UC diagnosis, n (%) K Value Zfegcerre':'rgzm :e‘:zle‘::‘em
had a caregiver (Table 1) e, 385 (87) - -

. . . : : Obstructive uropath 0.561 92.5 <0.0001
* Atinitial UC diagnosis, 8/% had a tumor located in the bladder; of these patients, Ureter 25 (6) . ® y. :
61% were diagnosed with metastatic disease. For the remainder of patients, 6%, AU LI W Hlihe S 7l 0.504 | 82.6 <0.0001
. : : . : throughout the night
6%, and 1% had an inifial tumor in the ureter, renal pelvis, and urethra, respectively Renal pelvis 25 (6)
Table 2 Pelvis pain 0.487 79.2 <0.0001
Table 2) Urethra 5 (1) . = p
« At diagnosis, physicians most commonly reported fatigue/lack of energy (54%), - ) (e Il E e L DR e e s ik 86.7 <0.0001
hematuria/blood or blood clots in the urine (48%), and urinary dysuria (39%). e (<1) Bladder pain 0.466  80.1 <0.0001
Patients self-reported hematuria/blood or blood clots in the urine (57%), urinary Disease stage at initial diagnosis for those with a bladder tumor, n (%) n=385 Fatigue/lack of energy 0.4640 75.6 <0.0001
dysuria (45%), fatigue/lack of energy (44%),.on<.1l frequent need to urinate (44%) 0u o O - Flank pain/pressure 0.455 810 <0.000]
as the most common symptoms at diagnosis (Figure 1)
) o ] Muscle aches/weakness 0.454 /6.2 <0.0001
e At data collection, physicians reported that patients were most commonly | 19 (5) Hematuria/blood or blood clofs in fhe ur 0403 81 20,0001
experiencing fatigue/lack of energy (68%), muscle aches/weakness (29%), I 26 (7) ematuria/blood or blood clots in the urine : : :
and pelvis pain (28%). Patients self-reported fatigue/lack of energy (64%), back Back pain/pressure 0.413 74.4 <0.0001
pain/pressure (36%), and muscle aches/weakness (35%) as the 3 most common A 25 (¢) Urinary dysuria 0.401 80.1 <0.0001
symptoms (Figure 1) 1B 18 (5) Frequent need to urinate 0.393 78.7 Fair <0.0001
* Moderate agreement was observed for measures of pain, such as flank pain/ VA (MO) 52 (14 Headaches/migraines 0.366 86.0 i <0.000]
pressure (k=0.455; p<0.0001), back pain/pressure (k=0.413; p<0.0001), bladder pain T b (oS o Tt [y et P e
(k=0.466; £<0.0001), and muscle aches/weakness (k=0.454; p<0.0001). Moderate IVB (M1) 119 (31) to pqsf Urine s 0.288 88.0 Fair <0.0001
agreement was also seen for fatigue/lack of energy (k=0.460; p<0.0001) and VA (M1 116 (30 U 0087 . o 0.0001
hematuria/blood or blood clots in the urine (k=0.423; p<0.0001) (Table 3) (M1) (30) AL} Uy - ° el -
 Fair agreement was observed for urinary symptoms such as frequent need to Unknown nonmetastatic UC stage 2 (1) Figure 2. Symptoms* at diagnosis
urinate (k=0.393; p<0.0001), feeling the need to urinate but not being able to pass Unknown metastatic UC stage 1 (<1) '
urine (k=0.288; p<0.0001), and urinary urgency (k=0.287; p<0.0001) (Table 3) - Patient-reported symptoms Physician-reported symptoms
UC, urothelial carcinoma. y
* For patients diagnosed with metastatic or nonmetastatic disease, 62% and 50%, 56% 56%
respectively, self-reported hematuria at diagnosis, 48% and 40%, respectively, Figure 1. Patient and physician-reported symptoms o . 527
- 1 i i - ° 47%
self repor’rgd urinary dysuria, and 49% and 36%, respectively, self-reported frequent Patient-reported sympfoms Physician-reported symptoms 15% o
need to urinate (Figure 2) . 40% 39% 39% 39%
o 33%
Table 1. Patient demographms 57% “ blii’gifl‘;?:'i/nb:gzi:i’;e “% 48%
All patients (n=442
Age, years
44%, * Frequent need r 38%
Mean (SD) 68.8 (8.3) 247, fo urinate 21%
Sex, n (%) e AN R M e meadto  lackel  ugemey pessre oY Nokel  dysia  meedto  uigency  pain
° 28% urinate energy energy urinate
Male 300 (68)
Female 14] (32) a7 “ Urinary urgency rm 36% ®m Metastatic disease at diagnosis mNonmetastatic disease at diagnosis
Intersex ] (<] ) 39% _ Bladder pain —22‘7 34% *Top 5 symptoms at the time of diagnosis are presented for both patients diagnosed with metastatic disease or nonmetastatic disease.

Smoking status, n (%)

36% Feeling the need to
° % urinate many times

Current smoker 99 (22) throughout the night

Ex-smoker 280 (63) 7%

LIMITATIONS
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Back pain/pressure

e Physicians were asked to provide data on consecutively consulting patients who

Never smoked 55(12) 25% o met the eligibility criteria; thus, this study does not reflect a true random sample as
35% Muscle aches/weakness _ 29% . . .
. 8 (2) patients who consulted more frequently were more likely to be included
Employment status, n (%) 337 I Fonk pain/pressure =  Physicians and patients were requested to capture patient information
, retrospectively in the PRF and PSC, which may have infroduced recall bias—
Reilise 971 2 I oo [ a common limitation of survey data. However, physicians did have the ability to
On long-term sick leave 48 (11) ° refer to the patients’ medical records when completing the PRF, thus minimizing
Working (full o part fime) 30 (7) 127 W obstuctive uropathy [ 147 the possibility of recall bias. Moreover, most questions in the PSC have a limited
recall period to further minimize the risk of recall bias
rlomemaket el 157, DO eodoches/migcines [ 7, e Study data were self-reported by physicians and patients. No independent
dnsmigieyee 12 15, e Feeling the need fo o verification was possible due to the nature of the ARW mUC DSP methodology
Unknown 7 (2) 1_ ur;r:)c:;et: t::sziu?i?\lg ° 6%
Caregiver status, n (%) 271 Other g GET POSTER PDF E h.: E
Has a caregiver 272 (62) 3% one . B At mUC diagnosis Copies of this poster obtained through This Quick Re;p_onse (QR) code are for personal h :'.l'
Does not have a caregiver 114 (26) 7% 8% m At data collection ;J;g 222/6222nrg%énoojfﬁce)rriﬂﬁsLé((:)f%:\/l’rhou’r permission from ISPOR Europe 2025 and =
Unknown 56 (13) 171 Unknown 11% Correspondence: Mairead Kearney, mairead.kearney@merckgroup.com E
mUC, metastatic urothelial carcinoma.
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