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CONCLUSIONS
•	This retrospective cohort study used data from the national Cancer Analysis 

System (CAS) registry1 in >15,000 adult patients diagnosed in England with de 
novo locally advanced or metastatic urothelial cancer (la/mUC; defined as 
stage III/IV) between 2014 and 2022, with follow-up through May 2024

•	The majority (64%) of patients with la/mUC received no systemic anticancer 
therapy (SACT), despite a positive trend in SACT uptake over time (31% in 2014, 
increasing to 40% in 2022)

	– Of those who received SACT (36%), 22% initiated ≤90 days and 14% initiated 
>90 days after la/mUC diagnosis, consistent with previous reports in England2-5

•	Median real-world overall survival (rwOS) in SACT-untreated patients was 6.6 
months (95% CI, 6.3-6.8), consistent with prior evidence showing poor outcomes 
in SACT-untreated patients2,6

•	These findings align with system‑level evidence, such as the National Health 
Service (NHS) Getting It Right First Time (GIRFT) program, which highlights 
substantial variation and delays in bladder cancer care and emphasizes the 
importance of timely pathway delivery in England7

•	Measures are urgently needed to address barriers to SACT access and to 
promote equitable clinical pathway implementation in order to improve 
outcomes for patients with la/mUC in England7,8

PLAIN LANGUAGE SUMMARY
•	In this study, a national healthcare database in England was used to identify 

adults diagnosed with advanced urothelial cancer between 2014 and 2022, 
whose information was studied until the end of May 2024

•	64% of people identified did not receive any treatment for their cancer. 
Only 22% of people started cancer treatment within 3 months after being 
diagnosed, and 14% started treatment even later. However, treatment rates 
improved over time

•	On average, people who did not receive any cancer treatment lived for  
7 months after being diagnosed

•	These findings show the need to reduce treatment delays and remove 
barriers to treatment for people with advanced urothelial cancer in England
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RESULTS

Patient and tumor characteristics
•	 SACT-untreated patients were older at diagnosis than SACT-treated (first SACT initiated ≤90 days post 

diagnosis) and delayed-SACT patients (first SACT initiated >90 days post diagnosis) (mean, 75 vs 67 vs 68 
years, respectively) (Table 1)

•	 The SACT-untreated cohort had a slightly higher proportion of women than the SACT-treated and delayed-
SACT cohorts (35.3% vs 32.1% and 34.1%)

•	 Index of multiple deprivation data showed that SACT‑treated and delayed‑SACT patients were less likely to 
live in the most deprived quintile than SACT‑untreated patients (17.2% each vs 19.1%)

•	 Stage IV disease was more common in SACT‑treated patients than in SACT‑untreated and delayed-SACT 
patients (62.5% vs 56.2% and 45.0%)

•	 SACT‑untreated patients had a higher Charlson Comorbidity Index (CCI) score than SACT‑treated and 
delayed-SACT patients (mean CCI, 0.54 vs 0.23 and 0.26)

•	 The delayed-SACT cohort had a lower proportion (59.2%) of primary tumors in the bladder than the 
untreated or treated cohorts (73.7% each) 

•	 Variant histology representing divergent differentiation was identified in 28.6% of patients in the overall cohort

Table 1. Clinical and tumor characteristics in patients with la/mUC in England  

  

Overall 
cohort 
(N=15,526)

SACT untreated 
(Cohort A)
(n=9,947)

SACT treated
(Cohort B)
(n=3,392)

Delayed SACT
(Cohort C)
(n=2,187)

Age at diagnosis, mean (SD), years 72.0 (10.9) 74.7 (10.5) 66.7 (10) 67.7 (9.8)

Female, n (%) 5,340 (34.4) 3,508 (35.3) 1,087 (32.1) 745 (34.1)

Primary tumor site in bladder, n (%) 11,123 (71.6) 7,329 (73.7) 2,499 (73.7) 1,295 (59.2)

Stage IV, n (%) 8,699 (56.0) 5,594 (56.2) 2,120 (62.5) 985 (45.0)

Histology, n (%)

Transitional cell carcinoma 11,085 (71.4) 6,987 (70.2) 2,545 (75.0) 1,553 (71.0)

Variant/mixed 4,441 (28.6) 2,960 (29.8) 847 (25.0) 634 (29.0)

Index of multiple deprivation quintile, n (%)

Most deprived 2,862 (18.4) 1,904 (19.1) 582 (17.2) 376 (17.2)

Least deprived 3,193 (20.6) 2,012 (20.2) 734 (21.6) 447 (20.4)

CCI score, mean (SD) 0.43 (1.00) 0.54 (1.12) 0.23 (0.69) 0.26 (0.69)
CCI, Charlson Comorbidity Index; la/mUC, locally advanced or metastatic urothelial cancer; SACT, systemic anticancer therapy.

Treatment rates
•	 Among patients diagnosed in 2014, 31% received SACT during follow‑up, which increased to 40% among 

those diagnosed in 2022 (Figure 2)
•	 Timely treatment remained low, with only 20%-23% receiving SACT within 90 days of diagnosis across the 

study period, and only marginal improvements observed over time
•	 Delayed SACT initiation persisted, with 12%-17% receiving first SACT >90 days after diagnosis across the study 

period
•	 Although the untreated proportion decreased from 69% in 2014, 60% of patients diagnosed in 2022 did not 

receive SACT
•	 The lower treatment rates observed in 2020 may reflect the impact of the COVID‑19 pandemic, although 

trends were not formally tested9

Figure 2. SACT rates in patients diagnosed with la/mUC in 2014 to 2022 in England 
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la/mUC, locally advanced or metastatic urothelial cancer; SACT, systemic anticancer therapy.

Treatment patterns
•	 Among patients who received first-line (1L) platinum-based chemotherapy (N=2,807), the cisplatin-

gemcitabine regimen was more common overall than carboplatin-gemcitabine (55.7% vs 44.3%) (Figure 3)
•	 Among patients who received cisplatin-gemcitabine, standard‑dose cisplatin was more common than 

split‑dose cisplatin (73.5% vs 26.5%, excluding patients with undefined cisplatin dosing)
•	 Attrition to second line (2L) was substantial, with only 27.5% of patients (n=772) treated in 1L with PBC 

receiving 2L treatment
	– Among patients who were treated with 1L PBC and did not receive 2L treatment (n=2,035), 63.8% died 
and 36.2% reached the end of follow up

•	 Patients treated with 1L PBC and who received 2L treatment either received a checkpoint inhibitor (62.8%), 
a further platinum-based regimen (23.3%), a non-platinum-based regimen (13.7%), or other (0.2%)

•	 Few patients reached third-line (3L) treatment (5.3% of patients treated in 1L with PBC) and carboplatin-
based regimens were used most frequently

Figure 3. Sankey diagram of treatment sequence (1L to 3L) among patients who received 1L PBC between 2014-2022 (N=2,807)
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1L, first line; 2L, second line; 3L, third line; MVAC, methotrexate, vinblastine, doxorubicin, and cisplatin; PBC, platinum‑based chemotherapy. 

Clinical outcomes
•	 In SACT-untreated patients, median rwOS from diagnosis was 6.6 months (95% CI, 6.3-6.8) (Figure 4)

Figure 4. Kaplan-Meier analysis of rwOS in SACT-untreated patients from the time of la/mUC diagnosis  
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LIMITATIONS
•	 The study included only patients diagnosed de novo with la/mUC (stage III/IV) and excluded patients with 

prior malignancies (except nonmelanoma skin cancer) and other prespecified exclusions, thus findings are 
not representative of all patients diagnosed with la/mUC in England

•	 As with all secondary data, results depend on the completeness and accuracy of routine data capture; 
some clinically relevant variables were captured incompletely or not recorded (eg, Eastern Cooperative 
Oncology Group performance status at diagnosis, use of supportive therapy, or steroid treatment)​

•	 Lines of therapy are not directly available in the SACT data within the CAS registry and were derived 
algorithmically based on treatment changes and timing, thus some misclassification of line transitions may 
have occurred

•	 Analyses were descriptive and were not adjusted for baseline differences (eg, confounding), so results 
should not be interpreted as a comparative analysis between cohorts

•	 This study is ongoing; anticipated results, including multivariate analyses to identify predictors of treatment 
receipt, will be shared at an upcoming congress and/or in a scientific publication
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BACKGROUND
•	 In England, despite available SACT options for la/mUC, a substantial proportion 

of patients do not receive SACT and only receive best supportive care2-5

•	 Clinically meaningful delays in treatment initiation and persistent shortfalls 
compared with timeline expectations contribute to unmet needs in England2,7,8

•	 Timely initiation of SACT is a key component of recommended bladder cancer 
care pathways in England; however, delays remain common7

•	 The NHS GIRFT program has highlighted variation and delays in bladder cancer 
care and the importance of timely pathway delivery7

•	 Establishing a baseline for treatment patterns and patient outcomes using 
real‑world data can provide both valuable insight into the factors that 
influence clinical care pathways, and accurate monitoring of these patients  
as newer therapies become more widely adopted in clinical practice

•	 The objective of this study was to describe the demographic and clinical 
characteristics, treatment patterns, and outcomes in selected groups of 
patients diagnosed with la/mUC in England in 2014-2022

METHODS
Study design
•	 This retrospective cohort study used linked national real‑world data 

from the CAS registry in England
•	 Eligible patients were aged ≥18 years and were diagnosed with de 

novo la/mUC (defined as stage III/IV) between 2014 and 2022, with 
follow-up (including treatment identification) through May 2024 

•	 Patients were categorized into 3 mutually exclusive cohorts 
(Figure 1):

	– SACT untreated (Cohort A): patients with no SACT from diagnosis 
to 31 May 2024 

	– SACT treated (Cohort B): first SACT initiated ≤90 days post 
diagnosis

	– Delayed SACT (Cohort C): first SACT initiated >90 days post 
diagnosis

Statistical analysis
•	 Descriptive statistics were used for all analyses 
•	 Median rwOS from diagnosis in untreated patients was estimated 

using the Kaplan-Meier method; patients were censored at the 
end of the study period, loss to follow‑up, or date of diagnosis of 
any subsequent malignancy (except nonmelanoma skin cancer), 
whichever occurred first

Ethical approval
•	 Ethics committee approval was not required because the study 

used secondary data and did not involve the collection, use, or 
transfer of individually identifiable patient data

Figure 1. Study cohorts of patients with la/mUC in England in the CAS database
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N=18,140 (100%)

Overall cohort
n=15,526 (85.6%)

Exclusions
• Prior malignancy

(except nonmelanoma
skin cancer)

• SACT >30 days prior to
la/mUC diagnosis

• Prespecified minimum
information not availableSACT untreated (Cohort A)

n=9,947 (64.1%)

2L post PBC
n=772 (27.5%)
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1L, first line; 2L, second line; CAS, Cancer Analysis System; la/mUC, locally advanced or metastatic urothelial cancer; PBC, platinum-based chemotherapy; SACT, systemic anticancer therapy.


