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& « This study identified and described
barriers and challenges faced by
patients with BTC — a rare cancer

Objective Results (continued)

« The objective of this study was to describe the journey from initial symptom presentation to Patient Journey to Diagnosis that starts in the bile ducts — from
diagnosis and initiation of treatment for biliary tract cancer (BTC) from the patients’ perspective,
focusing on barriers and challenges across the US, Canada, UK, Germany, and Japan

* Figure 1 presents the journey map for patients with BTC, from initial symptom presentation through diagnosis and treatment initiation. It provides a chronological overview of symptoms experienced by patients with BTC, prompts for seeking care, healthcare f _rSt expgnencmg symptoms to
encounters, diagnostic testing and result delivery, as well as the challenges and barriers experienced across each stage dlagn03|s and treatment

Introduction
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y . . gnly agg rog group ot g ) L : Initial Presentation and Symptoms ®\ Seeking Care ﬁ Receiving Care Diagnostic Testing L @y Diagnosis and Treatment Initiation
associated with long diagnostic delays, poor prognosis due to late-stage diagnosis, and limited curative . . . .
treatment options,'-3 with a notable rise in global incidence and mortality rates in recent years? Repeigeglgg':;g/:ﬁxz;s with Initial contact — type of care provider (location of visit): All patients had diagnostic testing Togicts_fiis?:_ssed included: * In-depth interviews with 61 patients
. .. - .. . . » Primary care (doctor’s office) All patients had =1 type of imaging » Details of diagnosis . _ _
- Diagnosis is frequently delayed because of non-specific symptoms, clinical heterogeneity, rarity of 1111& + Emergency physician (emergency department) (MRI, PET scans, ultrasound/endoscopy) ~50% "ghreatment plan with early- or late-stage BTC were
- : : - 1,2 Coping strategies included: i
occurrence, lack of routine screening tests, and complex diagnostic approaches ~80% of patients eyperienced symptoms: ! ! 1 L ) °£;Tﬁnz '; Z%:*:O'r't“s’y‘;t:m conducted to understand their
. e . : . . : : : ~920N0 . . .. talking with family I Talid
Qualltatllve interviews gnlguely capture patients’ lived experiences and provide depth of understanding 20% had asymptomatic presentation o Received Received Had no suspicion . Professional counselling journey from initial sym ptom
often missed by quantitative methods consultations lab tests biopsy of the diagnggls + Support groups presentation through diagnosis
: : . , o : : : : : \ Subsequent encounters L) G0
« Mapping the diagnostic journey and identifying barriers can inform targeted interventions to improve earl ~DEO : : : clear pathwa STt
pping el ) y g L 9 P y 25% Among symptomatic patients, Among asymptomatic . Typical referraltor p Y, \ N 5 _ and treatment initiation, and
detection, patient outcomes, and healthcare delivery initial visit driven by: patients, initial visit driven subsequentncounter ~20% ~33% Satisfaction with diagnosis d tf th
- Symptom severity by routine check up e delivery: identity common themes
Most symptoms were Were misdiagnosed « Encouragement from . V,\\/lllltJTtlin é mrzr;}gzr 66% ~50% Had ©  Had * ~50% were satisfied y :
not BTC-specific family/friends transFi)tior?s experienced 5 y Great variation in type of Biopsy most often fa SL;pp‘?l a "‘:t with diagnosis delivery and experiences
. . T n health F h | P P rom ramily suppo _ i
. Most common symptoms: Most common misdiagnoses: :)r:-cezl_deex?sti:-]gngolr:]gdflz:gg(ecgre for * Most SpeCia"St visits R e T ted H Iti |ne|ta|;tecdareeazll';ot‘;|:eerosfw ° edto dlagnOSIs . or friends during present d".aetg:lz:uotr?::ntsn?(lzea?lroind
Study Design i et _ W occurred in the hospital eporte reated by muft- : - - : diagnostic delivery A
o _ _ . . . astrointestinal issues + Gallbladder stones O kidney stones, pancreatitis . sfcialist visits typicall 3 visits disciplinary team; dlagnostlc testllng, eg.: . Dissatisfaction was
» Qualitative semi-structured 60-minute interviews were remotely conducted from July 2025 to March 2026 (prolonged, >6 months) *  Pancreatic cancer attack, bile duct cysts, UTI) i cluded medicalyoncolzg ists drawing from oncology, * Biopsy —medical oncologist typically due to abrupt delivery @
- : - : e _ _ « Abdominal pain/pressure ¢+  Cholangitis + Physician recommendation : gists, surgery. radiology. and  * Imaging — gastroenterologist, : : - : of diagnosis and —— ReSU |tS
with 61 adults diagnosed with early- or late-stage BTC across five countries: US (n=22), Canada (n=14), . Fatigue e y gastroenterologists, gt r:y | ?y{ orimary care, emergency physician Diagnosis typically delivered orognosis framing 50 o
: : other specialists ’ . H
Germany (n=12), Japan (n=8), and UK (n=5) - Jaundice *  Reflux symptoms SUIZERIS, [EE@RERE k « Laboratory testing — emergency by medical oncologist

or gastroenterologist

ratory te * Many patients had no or
- Patients were recruited through patient organization networks and patient panels physician, primary care yp -
Delays in receiving care were Barriers to receipt of / Barriers to initiating non'BTC'S peC|f|C Sym ptomS at
related to the healthcare system: diagnostic tests: treatment: Y . .
* Long wait times 66% Logistical burden (wait times, 79% Logistical challenges/scheduling 53(y° Inltlal presentatlon’ WhICh Often Ied

Delays patient decision to seek care Delays in seeking care due to:

» Ethics approval for this study was obtained in each country per requirements for research, and patient ,
« Asymptomatic status 8 50 /0

informed consent was obtained before all interviews Delays provider diagnostic workup - Minimising symptoms, . .
or attributing to » Lack of care coordination scheduling or referral difficulties appointments I ' I
Study Population Mieatiute symptoms t barign | gretng cooen g = L E— R e Pttt fo delays or Misdiagnosis and.
+ Adult patients (age 218 years) with self-reported diagnosis of BTC who resided in a country of interest, coneren  Timerelatedburden  barriersichallenges . Delays inreceiving " barriersichallenges + Poorly conducted tests requiring barriersichallenges e " challongos with required multiple healthcare visits
\c/;vaerzg eﬂruoenn’; |rn btg:) ::né;_:f(a:g; ;g r\]/\(/)r:izh the interview was conducted, and were not diagnosed with another (travel, scheduling conflicts)  with seeking care FEEE%%E;%&’;L‘;%CGF"S with receiving care . irﬁ::ié Escttﬁ%fgsgst of ravel d‘:‘:;':‘;‘:‘t‘fc“;:‘s%s : L”:;irr?eng‘]ft‘;‘:gt‘r‘;réznattm”’ d':‘rge:‘t’;'esnf‘i’r"'i‘;fart‘i’oan"d before receiving a dlag NOSIS
« Recruitment was stratified to include a higher proportion of early stage BTC patients than the real-world * Misdiagnoses Attitudinal (e.g., perceiving

distribution of BTC, to ensure insights from these patients’ diagnostic journeys were captured meaningfully

symptoms as less serious) and

time-related barriers (e.g., long
- A semi-structured interview guide containing open-ended questions and concept elicitation methods was travel times or com peting schedule

used by an experienced interviewer to explore different domains of the patients’ diagnostic journey, . . .
including: initial disease presentation, seeking care to diagnosis, healthcare encounters, diagnostic testing, obllgatlons) were the primary
diagnostic delivery, and transition to treatment Barriers and Challenges

 Inductive and deductive coding was applied by two independent reviewers to identify overarching themes Initial Presentation and Symptoms m

Initial HCP encounter to referral/subsequent encounter: <3 months BTC diagnosis to treatment: <3 months

Approach

drivers of delays in seeking care,
while structural and logistical

. o hi tivel : _
Quantitative demographic data were descriptively summarized * Many patients initially reported no or non-BTC-specific symptoms, such as fatigue or abdominal pain, that overlapped with benign gastrointestinal conditions. These symptoms may be « Delays in BTC diagnosis were cumulative and multi-level, SyStem—level barriers (e_g_, |0ng
more likely to be misattributed to benign conditions by providers or patients and more prone to minimization or normalization. This contributes to delays in diagnostic work-up or beginning with nonspecific symptom presentation and PRET
misdiagnosis and necessitates multiple healthcare visits before receiving a diagnosis, with approximately two-thirds of patients reporting =23 visits. continuing through care-seeking, clinical evaluation or receipt \c’;\:?elztlargerZ)aVSVs;z ?grrzr;c;nlsy .
L. ] “ I “So, | just pushed it off, but then finally went back in. It was really just fairly mild, basically just acid reflux and heartburn and, | ’, of care, and diagnostic testing - y
Characteristics of the Study Population | and very odd belches or burps, just not normal...it felt like | drank a soda when | hadn't. That kind of feeling.” | Barr 4 chal _ 4 by pationt | | receiving care
. N= i i ici in thi i - iori — US, early-stage iCCA, female, 48 yrs, public insurance * barriers and challenges experiencea by patients were largely
N=61 adult patients W|.th BTC participated in this study, with mean age of 54 years; the majority were I J consistent across countries, with attitudinal and informational
female (62%) and White (72%) . . o : :
Seeking Care barriers resulting in delays in seeking care and structural and C | -
« At the time of interview, the mean patient-reported time since diagnosis was 27 months, with 52% of logistic barri iting in delavs | . Notabl onciusion
: _ : : L : : : Y . : _— - .. gistic barriers resulting in delays In receiving care. Notably,
patients diagnosed at early stage and 48% at late stage « Patients delayed seeking care due to attitudinal barriers, including symptom minimization due to perceiving symptoms as less serious, attributing symptoms to pre-existing conditions, tents i bliclv funded health i UK [80% i e
: 0 0 0 or being asymptomatic. Because symptoms were nonspecific and often normalized, care-seeking was delayed until a trigger, such as worsening symptoms, external prompting by patients in publicly funded healthcare systems ( [80%], ¢ Improvmg awareness of blllary
« iCCA was the most common BTC subtype reported (49%), followed by eCCA (33%) and GC (12%) . . L e . ! . . o : Canada [57%], Germany [42%]) more frequently reported :
family and friends, or an incidental finding during a routine check up (among asymptomatic patients specifically) prompted escalation to seek further care of, y 0 q y p( tract symptoms among patlents
- : L L : S : : : delays in receiving care due to structural constraints (e.qg.
* Time-related burden, such as long travel time, anticipated wait times, or competing work obligations were also drivers of delays in seeking care i : ’ . . . .
[ ng Tave e, At patd all Tmes, or =om PETING WOTK OTOaTIONS WRTE aIsb GIIVRrS o1 fFays nseerne ot longer wait times, scheduling and referral processes), and providers, earlier diagnostic
Demographics and Clinical Characteristics Overall N=61 “ “My age and being young and overall healthy and having no medical history just causes you to think, I'm sure everything's | ” compared to those in the US (27%) testin g an d SMo Oth er referral S
: : fine...I'm sure I'm just sort of bloated, or...maybe it's just like an ovarian cyst and people get those all the time.” | ! _ _ _
Agel\/altccl!lag[rllgsRl]s, years 55.1 [49.3, 62,01 | — US, late-stage eCCA, female, 33 yrs, private insurance ] « Limitations of the study include recall bias (time elapsed may help patlents recelive tlmely
edian : 36200 A —-————_————_———_——_———_———_——_——__—__ _———_T—_—_—_— _—_—_ - : : : : ; ; ) _
Mean + SD 547 4 11.0 N since diagnosis may |r_npacft the accuracy of patients dlagn03|s and treatment with the
Receiving Care responses) and selection bias, as patients who elect to tential to | t
Gender, n (%) . . . . . o . . . . L participate in the study may differ from those who decline potential 1o Improve outcomes
Female 38 (62.3%) « Delays in seeking care were compounded by challenges experienced by patients while receiving care. Patients navigated a multi-step care pathway, characterized by multiple visits and

provider transitions (often within ~3 months, with approximately 34%, 34%, 18%, and 3% of patients seeing a second provider within one week, 1-4 weeks, 1-3 months, and

Rac\?\iﬁ?"idg’ n (%_) 44 (72.1% =3 months, respectively) before reaching specialty care (e.g., medical oncologists). Delays were driven by structural and operational barriers within the healthcare system, including Conclusions
e or L.aucasian (72.1%) long wait times, scheduling constraints, limited appointment availability, and lack of care coordination. Additional delays arose from unsuccessful or inconclusive diagnostic testing and

. e o
Asian or Pacific Islander 9 (14.8%) slow return of results, as well as provider-level factors, such as low clinical urgency or dismissal of patient concerns

Black or African 3 (4.9%) « Patients with BTC identified a range of attitudinal,

Latino or Hispanic 2 (3.3%) “ [ “l was...on the waitlist for the NHS gastro...At some point, finally, | did get a letter to say, months and months later, that my | ’, logistical, and structural barriers to diagnosis,

Prefer not to answer 3 (4.9% time had finally come up for an appointment.” : :

| . (4.9%) | UK e é’A femafe s rsPPrivate o | underscoring the need to increase awareness for early Please scan this quick response (QR) code with your

Geographic setting, n (%) I ’ g ’ ? yrs, p - J work up of Symptoms to facilitate dlﬂg“OSls and to smartphone camera or app to obtain a copy of these

Urban 25 (41.0%) : : : address systemic obstacles to timely care — such as - materials. Alternatively, please use the link below.

Suburban 27 (44.3%) Diagnostic Testing R . vies b _ >

7 limited appointment availability, scheduling constraints, https://bit.ly/4sukctZ

Rural 9 (14.8%) » Diagnostic testing was observed universally, with a multimodal approach that involved at least one imaging modality (i.e., MRI or PET scan), laboratory testing, and biopsy. Barriers to and insufficient coordination among providers Copies of this poster obtained through this QR code
Health insurance status/provision, n (%) diagnostic testing included logistical challenges, such as long wait times and scheduling and referral difficulties, as well as the patients’ perception or experience of physical discomfort are for personal use only and may not be reproduced

Private 28 (45.9%) or pain and emotional distress; in some cases, inconclusive diagnostic tests required repeat testing « Trends were largely consistent across countries without permission from the authors of this poster.
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Public 33 (54.1%) “ [ “Big factor | found was that between May of 2002, when the doctor said do it right away, till they were able to squeeze me in | ,, Discl
Patient-reported time since diagnosis, months | for the diagnostic imaging, it passed almost a year.” | Isclosures

Median [IQR] 20.5 [8.7, 37.9] | — Canada, early-stage iCCA, female, 60 yrs, private insurance [ Jennifer Knox received consulting fees from AstraZeneca, Incyte, Ipsen, SUbblementa

Mean + SD 26.9 £ 26.0 T T T T T T T T T T e e e Roche, and Astellas. Susanne Radke, Young Jung, and Mufiza Farid- maI::rial y
BTC stage at diagnosis, n (%) Diagnosis and Treatment Initiation Kapadia are employees an.d stock owners of AstraZeqeca.

Early 32 (52.5%) Raphael Mohr did not receive a consultation fee for this study.

‘Eo * Most patients were diagnosed within 6 months of symptom onset (15% in <1 month, 25% in 1-3 months, 16% in 3—6 months, 13% in 6 months—2years, and 10% in 22 years), Maral DerSarkissian is an employee of Analysis Group, a consulting
Late 29 (47.5%) : Lo : L : : : : ) : : : : : : : : :
reflecting the cumulative impact of earlier barriers in the diagnostic pathway. Diagnosis was typically delivered by a medical oncologist or surgeon, often with family present, and while company that received funding from AstraZeneca to conduct this study.

BT(? subtype, n (%) many patients appreciated clear, direct communication and received informational resources, others reported emotional distress, difficulty processing information, or dissatisfaction with

ICCA 30 (49.2%) how the diagnosis was conveyed. Nearly half of patients had no prior suspicion of BTC, contributing to the shock of the diagnostic experience. Following diagnosis, treatment was References

eCCA 20 (32.8%) generally initiated within 3 months; however, some patients experienced additional delays due to scheduling challenges, post-surgical complications, or anxiety-related hesitancy 1. Shroff RT, Bachini M. Future Oncol. 2024:1-16.

GC 7 (11.5%) 4a.

Unknown 4 (6.6%) “ | “The difficult part was just scheduling and getting started. I really didn't want to do it. | didn't want to kill myself because I'd | ’, 2. Yang Y, Zhang X. Front Oncol. 2023;13:1171098. Poster presented at the Cholangiocarcinoma Foundation (CCF) 2026 Annual
BTC: biliary tract cancer; 6CCA: extrahepatic cholangiocarcinoma; GC: gallbladder cancer, | heard so many bad stories about it...It kills your W_hole body and, you know._S_o, | wasn't really looking forward to that. | 3. Kang MJ, et al. Sci Rep. 2022;12(1):10206. Conference, Salt Lake City, UT, USA, May 1-3, 2026
iICCA: intrahepatic cholangiocarcinoma; IQR: interquartile range; SD: standard deviation. | — US, late-stage iCCA, male, 76 yrs, public insurance | 4. Lamarca A, et al. Cancer Treat Rev. 2020;84:101936. Corresponding author email address: susanne.radke1@astrazeneca.com
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