METHODS

BACKGROUND

e Prior studies have shown that 40%-65%
of patients with la/mUC do not receive
1L tx,"> and up to 40% of patients who

receive L tx are not treated with
olatinum-based chemotherapies?>~>~ * Physicians were categorized into 4 prespecified groups

o Aftributesin 1L/1LM tx selection were evaluated for mportance
and to identity differences between the 4 prespecified groups

150 US-based oncologists completed a 35-minute online survey
(Sep-Oct 2021) on demographics, practice patterns, attributes
considered in tx decision-making, and factors associated with 1L
tx and 1LM utilization

e For categorical variables, chi-square tests were used 1o
determine significant differences, and 1-way analysis of
variances was conducted for confinuous variables

Evaluating oncologists’ practice patterns
and decision-making in locally advanced
or metastatic urothelial carcinoma

Table 1. Attributes evaluated across prespecified groups o | . .
e Bivariate analyses examined unadjusted differences between
groups and helped inform the selection of covariates for

multivariable modeling based on stafistical significance and

Inclusion in institutional
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o o prescriber prescriber prescriber prescriber , , . , , o , o . . o .
e |tisimportant fo understand physician (n=72) (n=78) (n=71) (n=75) Median duration of response Fase of drug reimbursement process  Mulfivariable bidirectional elimination stepwise logistic regression

was used to assess factors associated with more/less frequent
Prior immunotherapy (IO) 1L tx .or 1LM u’rili;q’rion. P.vol.ues <0.05 and 2-tailed tests were
(heoadjuvant/adjuvant) considered STQ“STlCO”y SlgnlﬂCOhT

AE, adverse event; DCR, disease conftrol rate; ORR, overall response rate; OS, overall survival; PFS, progression-free survival. ° The mUl"iVO riO b|e regreSSiOn mOdel eVC”UCITed OSSOCiQﬂOﬂS ﬂOT
* ORR: defined as the proportion of patients with complete or partial response. ) ) ) . !
Implying causal relationships

" DCR defined as the proportion of patients with complete response, partial response, or stable disease.

tx decision-making, practice patterns, Rate of grade 3/4 immune-mediated AEs  Can be used in other indications

and factors associated with the
utilization of 1L chemotherapy and 1LM,
iINncluding any potential barriers to tx

Academic vs community physician practice setting (overall): 37% vs 63%.

1L, first-line; 1LM, first-line maintenance; tx, treatment.

*1L tx: % of patients treated with 1L systemic tx. Physicians were defined as “more frequent 1L tx prescribers” if they
reported >45.8% (range, 25%-89%) of their patients had been treated with 1L tx in the past 6 months based on the
median split (n=150).

1L Maintenance (1LM): % of patients eligible for and received 1LM. Physicians were defined as “more frequent 1LM
prescribers” if they reported >71.4% (range, 0-100%) of their patients received 1LM in the past 6 months based on the
median split (n=146).

Rate of grade 3/4 AEs
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RESULTS

* Physician tx/practice patterns for 1L tx prescribers are shown in Table 2 and for
1LM prescribers are shown in Table 3

Table 3. Physician-reported tx/practice patterns for 1LM prescribers (n=146)* Table 4. Factors associated with more/less frequent 1L tx and 1LM use

Odds ratio*
(95% CI)

Less More More vs less frequent 1L tx

frequent frequent
CTANYA

Interpretation

prescribers

o Key attributes used in 1L tx selection that differed among more frequent vs less
frequent 1L tx/1LM prescribers are shown in Figure 1

ARA

More frequent 1L tx prescribers: more likely to 1.021

: : (n=75) (n=71) Median OS* have indicated OS as important in tx decisions (1.003-1.040)
e Factors associated with more/less frequent 1L tx and 1LM use assessed by Svstemic drua reaimens orescribed # Hents with la/mUC in th | |

SCOPE multivariable logistic regression are shown in Table 4 tpingiaditolbhl shattht i At n e DCRt More frequent 1L tx prescribers: more likely o 1.055
past 6 months, % have indicated DCR as important in tx decisions  (1.012-1.101)

* This cross-sectional survey explored pI'CICﬁCG Table 2. Physician-reported tx/practice patterns for 1L tx prescribers (n=150) I 43.4 43. 1 More frequent 1L tx prescribers: more likely to 1 041

. Rate of grade 3/4 AEst have indicated grade 3/4 AEs as importantin t '
patterns for first-line (1L) freatment (ix), 1L Less More 2L 32.7 30.4 grace 3/ nave neicaied grade 3/ PETERTR T o131
frequent | frequent 3L or later 23.5 21.0

maintenance therapy (1LM) and clinical decision-
making in locally advanced or metastatic urothelial
carcinoma (la/mUC) among US medical oncologists

A
(n=78) (n=72)

(>45.8%) Patients/caregivers role in tx Less frequent 1L tx prescribers: more likely to agree 0.431

decisions (agree vs not) that patients/caregivers play a role in tx decisions  (0.206-0.904)

More vs less frequent 1LM Odds ratio*
prescribers Interpretation (95% Cl)

Tx philosophy and practices; the guidelines/pathways of my
institution/practice impact my tx decisions in 1L therapy, %

Systemic drug regimens prescribed to patients with la/mUC in the

past 6 months, %* 1+ Agree! /7.3 52.1
1L 364 55 7 Disagree! 22.7 47.9 Practfice setfing More frequent 1LM prescribers: more likely to be in 4.675
CO N CLUS|0 NS | | (academic vs community) an academic practice setting (1.999-10.932)
o 343 28 ¢ Use of RECIST 1.1 criteria to assess response to tx, %*
) ) ) - - Voo | o SECIST eriter 37 3 50 RECIST 1.1 criteria More frequent 1LM prescribers: more likely 1 893
es, | always use criteria . , : : o .
e Among US oncologists, overall survival (OS), disease 3l or later o8 8 - 4 t O=never 10 2=always| :gsffrig using RECIST 1.1 criteria to assess 1x 1.005-3.308
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1L tx regimen prescribed to patients, %*t+ patient survival (agree vs not) (1.057-20.331)

1L, first-line; 2L, second-line; 3L, third-line; 1LM, first-line maintenance; la/mUC, locally advanced or metastatic urothelial carcinoma; tx, freatment.

* Sample excludes (1) physicians who have not treated any patients with la/mUC with a platinum-based chemotherapy in the 1L in the past survival

associated with 1L tx and 1LM use

i A 6 months or (2) physicians with no patients with la/mUC eligible for 1LM therapy. . .
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20.0 — ® More frequent . . .
Reliance on clinical trial data, %S 17.9 38.9 20.0 - 16 m Less frequent Limitations
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Key afttributes (scored out of 100 points distributed across a total of 16 atfributes). All comparisons between more frequent vs less frequent
prescribers: all p value <0.05.

1L, first-line; 1LM, first-line maintenance; AE, adverse event; DCR, disease conftrol rate; OS, overall survival; tx, freatment.

$ Percentage of oncologists who agree completely/somewhat.
| Either agree completely or agree somewhat.
1 Either disagree completely, disagree somewhat, or neither agree nor disagree.
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