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Abstract 

Background Overactive bladder (OAB) is defined as urinary urgency accompanied by frequency and nocturia, with 
or without urge urinary incontinence (UUI). Vibegron, a selective β3‑adrenergic receptor agonist approved in the 
US in December 2020, demonstrated efficacy in reducing symptoms of OAB and was safe and well tolerated in the 
12‑week EMPOWUR trial and its 40‑week, double‑blind extension trial. The goal of the COMPOSUR study is to evaluate 
vibegron in a real‑world setting to assess patient treatment satisfaction, tolerability, safety, duration of treatment, and 
persistence.

Methods This is a 12‑month, prospective, observational, real‑world study, with an optional 12‑month extension to 
24 months, in the US assessing adults ≥ 18 years old starting a new course of vibegron. Patients must be previously 
diagnosed with OAB with or without UUI, symptomatic for ≥ 3 months before enrollment, and receive prior treatment 
with an anticholinergic, with mirabegron, or with a combination of an anticholinergic and mirabegron. Enrollment is 
performed by the investigator following exclusion and inclusion criteria guided by US product labeling, reinforcing a 
real‑world approach. Patients complete the OAB Satisfaction with Treatment Questionnaire (OAB‑SAT‑q) monthly and 
the OAB Questionnaire short form (OAB‑q‑SF) and Work Productivity and Activity Impairment Questionnaire (WPAI:US) 
at baseline and monthly for 12 months. Patients are followed up via phone call, in‑person visits, or telehealth (ie, 
virtual) visits. The primary endpoint is patient treatment satisfaction as determined by the OAB‑SAT‑q satisfaction 
domain score. Secondary endpoints include percent positive responses to individual OAB‑SAT‑q questions, additional 
OAB‑SAT‑q domain scores, and safety. Exploratory endpoints include adherence and persistence.

Discussion OAB leads to a significant decrease in quality of life, as well as impairment of work activities and produc‑
tivity. Persistence with OAB treatments can be challenging, often due to lack of efficacy and adverse effects. COM‑
POSUR is the first study to provide long‑term, prospective, pragmatic treatment data for vibegron in the US and the 
resultant effect on quality of life among patients with OAB in a real‑world clinical setting.

Trial registration ClinicalTrials.gov identifier: NCT05067478; registered: October 5, 2021.
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Background
Overactive bladder (OAB), defined as urinary urgency 
accompanied by frequency and nocturia, with or with-
out urge urinary incontinence (UUI) [1], affects approxi-
mately 16.5% of adults in the US [2]. Women are more 
likely to have OAB with UUI vs without UUI, whereas 
men have a lower likelihood of OAB with UUI [2]. OAB 
is associated with bothersome symptoms that can nega-
tively impact patient quality of life (QoL) [3, 4]. Patient 
assessments have shown that increased levels of symp-
tom bother are associated with significant impairment in 
work productivity, as well as reduced health-related QoL 
(HRQL) [3, 4]. In patients with OAB, symptom bother is 
associated with reduced QoL due to depression and anxi-
ety, the severity of which frequently correlates with level 
of symptom bother [5].

Patients with OAB and UUI have been shown to have 
significantly increased healthcare resource utilization 
(HCRU), including outpatient visits, diagnostic tests, and 
prescriptions filled, compared with those without OAB 
[6]. The economic burden of OAB is extensive; patients 
with OAB incur total healthcare costs exceeding 2.5 
times costs compared with those without OAB in the 
US. This cost difference applies not only to OAB manage-
ment but was also shown to be maintained across OAB-
related comorbid conditions such as diabetes, depression, 
hypertension, and osteoporosis [7]. Further exacerbating 
HCRU burden, those treated with anticholinergics for 
OAB have a significantly higher risk of depression, anxi-
ety, and falls/fractures [6].

Studies have highlighted low persistence rates with 
anticholinergics due to low treatment efficacy and 
adverse effects [8, 9]. Discontinuation rates for OAB 
pharmacotherapy can be up to 80% depending on the 
agent [10, 11], and rates have been shown to increase 
over time [12]. A systematic literature review reported 
12-month persistence rates of approximately 22% with 
anticholinergic therapy [13]. On average, patients 
report > 2 reasons for discontinuation, which typically fall 
within 2 groups: (1) discontinuation due to lack of effi-
cacy and adverse events and (2) discontinuation due to 
an aversion to taking any medications [9]. When asked 
about preference for OAB treatment options, patients 
place high importance on reduced daytime micturition 
frequency and nocturia and low side effects, including 
bladder-related side effects (urinary tract infection [UTI], 
dysuria, and urinary retention), dry mouth, and constipa-
tion [14].

Vibegron, a selective β3-adrenergic receptor agonist 
[15], demonstrated efficacy in reducing symptoms of 
OAB in the 12-week, international, phase 3, placebo- 
and active-controlled EMPOWUR trial [16] and its 
40-week, double-blind extension trial [17]. In December 

2020, vibegron was approved by the US Food and Drug 
Administration for the treatment of OAB in adults at a 
once-daily dose of 75  mg [18]. Currently, there are lim-
ited data showing how OAB drugs work in a real-world 
clinical setting; thus, we wanted to understand how a 
recently approved drug, vibegron, works in medical prac-
tice. Furthermore, the COVID-19 pandemic has altered 
the way medicine is practiced; however, utilization of tel-
emedicine within urology practice due to the COVID-19 
pandemic has shown patient satisfaction with urologic 
telemedical experiences [19]. This study uses telehealth 
visits to minimize in-person contact and allow for more 
visit flexibility during the COVID-19 pandemic. The goal 
of this study is to assess vibegron in real-world clinical 
practice in the US regarding patient treatment satisfac-
tion, QoL, adherence, persistence, and safety.

Methods
Study design
COMPOSUR is a 12-month, prospective, observational, 
real-world study (NCT05067478), with an optional 
12-month extension to 24 months, in patients with OAB 
at 60 study sites in the US. Study sites are principally 
urology and urogynecology but with some family medi-
cine practices across academic centers and community 
practices. Study visits occur at week 2 and again at 4- to 
6-week, 12- to 20-week, and/or 24-to 36-week inter-
vals from baseline depending on the treating provider’s 
usual practice for routine follow-up of patients with OAB 
(Fig.  1), either in person or via telehealth, as well as at 
end of study or month 12. Treatments are prescribed and 
administered at the discretion of the treating provider in 
line with an observational, pragmatic approach and/or 
routine clinical practice. Patients are prescribed vibegron 
by the provider in accordance with US labeling for vibe-
gron and receive their prescriptions at a pharmacy.

This study is being conducted in compliance with the 
Declaration of Helsinki and with International Coun-
cil on Harmonisation of Technical Requirements for 
Pharmaceuticals for Human Use/Good Clinical Prac-
tice guidelines. Investigators receive institutional review 
board (IRB) approval via central and/or local IRB, 
research ethics board approval, or independent ethics 
committee approval before the initiation of the study. All 
patients provide written informed consent.

Study population
Key inclusion and exclusion criteria are presented 
in Table  1. Briefly, the study includes men and 
women ≥ 18  years of age at baseline with a diagnosis of 
OAB with or without UUI, with symptoms for ≥ 3 months 
prior to baseline visit, initiating a new course of treat-
ment with vibegron in relation to this study, able and 



Page 3 of 7Dmochowski et al. BMC Urology           (2023) 23:64  

willing to complete electronic patient-reported outcome 
questionnaires monthly for a minimum of 1 year, previ-
ous exposure to mirabegron monotherapy and/or mira-
begron plus solifenacin and/or anticholinergics prior to 
initiation of vibegron, and current commercial or gov-
ernment insurance prescription drug coverage.

Exclusion criteria include any history of OAB treat-
ment with botulinum toxin A, sacral neuromodula-
tion, percutaneous tibial nerve stimulation, external 
beam radiation therapy, or urinary stents within the last 
6 months; pelvic or lower urinary tract surgery within the 
last 6 months; or urethral catheterizations within the last 
3  months. Additional exclusion criteria are a history of 

mixed incontinence (ie, OAB with UUI and stress incon-
tinence) where the investigator determined that stress 
incontinence was predominant, patients at risk for uri-
nary retention as determined by investigator, neurologic 
conditions associated with OAB (eg, multiple sclerosis), 
pregnant or breastfeeding or plans to do so during study, 
and prior use of vibegron before baseline visit.

Study assessments
Visit 1 (baseline) is conducted either as an in-person 
or virtual visit, during which study staff acquire patient 
demographics, current measures of health, medical and 
OAB history including reasons for discontinuing prior 

Fig. 1 Schedule of baseline, follow‑up, and final visits for enrolled patients. *Site staff virtual 2‑week visit. †Should the study sponsor extend the 
study an additional year, total per‑patient follow‑up will extend to 24 months. Additional in‑person visits for OAB will occur for patients to receive 
their prescription refills 2 to 4 times in year 2 and to check for AEs around weeks 78 and 104. ‡Site staff virtual follow‑up to record any new safety 
events. AE, adverse event; OAB, overactive bladder

Table 1 Enrollment criteria of the COMPOSUR study

OAB, overactive bladder; PRO, patient-reported outcome; PTNS, percutaneous tibial nerve stimulation; SNM, sacral neuromodulation; UUI, urge urinary incontinence

Inclusion criteria Exclusion criteria

Male or female, ≥ 18 years of age Any contradiction to the use of vibegron per US label

Able to provide informed consent History of mixed incontinence where stress incontinence is the predomi‑
nant form (as determined by the investigator)

Diagnosis of OAB with or without UUI by the treating healthcare provider 
or previous healthcare provider

Patients at risk of urinary retention (as determined by the investigator)

Symptoms of OAB ≥ 3 months before baseline visit Neurologic conditions associated with OAB symptoms (eg, multiple 
sclerosis)

Initiating of new course of vibegron and able to complete electronic PRO 
questionnaires monthly for a minimum of 1 year

Pregnant or breastfeeding or plans to do so during the study

Previous exposure to anticholinergics or mirabegron monotherapy and/or 
mirabegron plus solifenacin combination

Participation in another clinical trial with investigational product or device

Commercial or government‑issued insurance coverage History of OAB treatment with botulinum toxin A, SNM, PTNS, external 
beam radiation therapy, or urinary stents ≤ 6 months; pelvic or lower 
urinary tract surgery ≤ 6 months; and urethral catheterizations ≤ 3 months 
before baseline visit

Use of vibegron before baseline visit either prescribed or in a previous 
vibegron clinical trial where patient was on vibegron

Anyone who, at investigator discretion, is not suitable for treatment with a 
β3‑adrenergic agonist for OAB for any reason
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OAB medication, and overall prior and concomitant 
medications in the past 4  months at the baseline visit 
(Fig. 1). A follow-up phone call is conducted for the sec-
ond visit (week 2) to collect information pertaining to 
adverse events  (AEs), concomitant medication use, and 
pregnancy status for female patients of child-bearing 
potential. During each subsequent follow-up visit (visits 
3, 4, and 5), performed either in person or via telehealth, 
the study coordinator will ask the study questions and 
enter responses into the electronic data capture system. 
Patients complete the OAB Satisfaction with Treat-
ment Questionnaire (OAB-SAT-q; Table  2) monthly for 
12  months. Additionally, at baseline and monthly for 
12  months, patients complete the OAB Questionnaire 
short form (OAB-q-SF) covering symptom bother and 
HRQL; the Work Productivity and Activity Impairment 
Questionnaire‒Urinary Symptoms (WPAI:US); and other 
questions related to incontinence pad use, OAB provider 
visits, UTIs (based on number in past 6 months for base-
line and number in past month for monthly visits), noc-
turia, and hours of uninterrupted sleep (Table 2). Patients 
can access the questionnaires online every month. The 
OAB-SAT-q is an 11-item questionnaire that assesses 
patients’ satisfaction with their OAB treatment within 
a clinical setting and includes 3 subscales (satisfaction, 
side effects, endorsement) and 2 single-item assessments 
(convenience, preference) using a 4-week recall period 

[20]. Scoring ranges from 0‒100 for domains and the 
convenience item, whereas the preference item is cal-
culated as a percentage. Higher scores indicate higher 
levels of treatment satisfaction, endorsement, and con-
venience. The OAB-q-SF evaluates bladder symptoms 
(6 questions) and their impact on HRQL (13 questions) 
and is scored from 0‒100, with higher scores indicating 
increased bother and reduced HRQL [21]. The WPAI:US 
is a 6-question form that evaluates active employment, 
the number of work hours missed and lost productivity 
over the past 7 days, and the effect of OAB on ability to 
do regular activities [22]. Safety, consisting of AEs, are 
recorded throughout the study; additionally, the last visit 
is conducted via telephone as the final check on patient 
safety for the study.

Endpoints
Endpoints are evaluated at 3-, 6-, and 12-month intervals 
from baseline. The primary endpoint is patient treatment 
satisfaction at month 12 as determined by the OAB-SAT-
q satisfaction domain score. Key secondary endpoints 
supporting the primary endpoint include percent posi-
tive responses to individual satisfaction questions 1, 2, 
3, and 11. Additional secondary endpoints include OAB-
SAT-q scores for side effects, endorsement, convenience, 
and preference and reasons for treatment discontinu-
ation. Exploratory endpoints include persistence and 
adherence. Safety will be assessed by types and incidence 
of AEs.

Statistical analysis
The full analysis set consists of all enrolled patients who 
receive ≥ 1 dose of vibegron and have ≥ 1 postbase-
line assessment and is used for the analysis of treat-
ment satisfaction, QoL, HCRU, and treatment patterns. 
The safety analysis set consists of all enrolled patients 
who receive ≥ 1 dose of vibegron and is used for analy-
sis of safety data. Patients are assigned to 1 of 2 cohorts 
based on previous OAB treatment exposure: Cohort A 
consists of patients with previous anticholinergic ther-
apy, whereas cohort B consists of patients with previous 
mirabegron monotherapy or combination therapy with 
solifenacin. Summaries will be reported for each cohort 
separately and for the combined cohorts.

Descriptive analyses will be performed to assess quan-
titative data collected to understand the characteristics 
of the cohorts studied. Interim analyses will be con-
ducted after most patients have completed the 3- and 
6-month questionnaires; the final analysis will be per-
formed 12 months after the last patient is enrolled. Data 
will be analyzed using  SAS® version 9.2 or higher (SAS 
Institute, Cary, NC, USA). A sample size of 400 enrolled 
patients (≥ 100 patients per cohort) will provide for a 

Table 2 Schedule of baseline and follow‑up assessments

OAB, overactive bladder; OAB-q-SF, Overactive Bladder Questionnaire-short 
form; OAB-SAT-q, Overactive Bladder Satisfaction questionnaire; UTI, urinary 
tract infection; WPAI:US, Work Productivity and Activity Impairment‒urinary 
symptoms
* Visit window, ± 7 days. Visits 1, 3, 4, and 5 are in person or via telehealth; visits 2 
and 6 are phone calls
† Taking any new medication and reason for discontinuing any other 
medications
‡ Still on vibegron and reason for discontinuation of vibegron if stopped

Assessment Baseline 
(day 1)

Follow-up 
(monthly*)

Pregnancy status X X

Concomitant  medications† X X

Details of new course of  vibegron‡ X X

Medication compliance question X X

OAB‑q‑SF X X

OAB‑SAT‑q X

WPAI:US X X

Incontinence pad use over last 7 days X X

Provider visits for OAB X X

UTIs X X

Nocturia episodes X X

Hours of uninterrupted sleep before wak‑
ing to use restroom

X X
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95% confidence interval with lower and upper bounds 
within ± 3.635 of the mean.

Discussion
This 12-month observational study, with an optional 
12-month extension, will be conducted in a US practice 
setting to gain real-world insights regarding the impact of 
vibegron for the treatment of OAB on patient treatment 
satisfaction, QoL, HCRU, work productivity, safety and 
tolerability. To better reflect the real-world approach of 
the study, inclusion and exclusion criteria are broad and 
are based on the US product label for vibegron to bet-
ter represent patient selection in clinical practice. Study 
visits will be conducted by patients’ providers as part 
of their usual practice, and study endpoints focus on 
patient-reported outcomes.

Randomized controlled trials (RCTs) are key for deter-
mining the efficacy of a drug and are complemented by 
real-world evidence, which assesses the overall effective-
ness of a drug while presenting an opportunity to exam-
ine outcomes that are difficult to measure in clinical trials 
such as HCRU [23, 24]. Although RCTs can control for 
confounding, selection bias, and information bias, the 
inherent selection criteria may not be fully generalizable 
to the general population [23, 24]. Advances in method-
ologies and statistical analysis have increased the qual-
ity of real-world evidence closer to the level expected in 
RCTs, resulting in the data gathered from real-world tri-
als being additive and complementary to data gathered in 
RCTs [24].

Previous real-world, observational studies of pharma-
cotherapy for OAB have used methodologies similar to 
that employed in this protocol. To evaluate patient per-
ception of efficacy and overall treatment satisfaction, 
COMPOSUR uses the OAB-q-SF questionnaire, assess-
ing system bother and HRQL, which has also been used 
in a previous real-world study [25]. Although treatment 
satisfaction is sometimes assessed with the single-ques-
tion Treatment Satisfaction Visual Analog Scale [25, 26], 
COMPOSUR uses the OAB-SAT-q to measure patient 
satisfaction with treatment, enabling greater assessment 
of not only satisfaction but also side effects, convenience, 
and preference. COMPOSUR will monitor patients over 
a 12-month period, with patient visits occurring slightly 
more frequently than a previous 12-month-long real-
world study [25]; however, frequency of study visits is 
representative of usual practice for treating providers. A 
strength of COMPOSUR over similar studies of shorter 
duration [26, 27] is the ability to capture a longer time 
span of data, which is relevant given the chronic nature 
of OAB. Similar to other trials [25, 26], enrollment cri-
teria include patients who had previously been on 

pharmacotherapy for OAB in order to reflect past treat-
ment experience and expectations.

Leveraging telemedicine is a unique component of this 
OAB study as use of telemedicine by urologists and uro-
gynecologists has roughly tripled owing to the COVID-
19 pandemic [28], a rate that exceeds what has been 
seen in primary care visits [29]. In urology-related sub-
specialties it has been shown that telehealth use results 
in effective patient encounters [19]. Patients and provid-
ers report being satisfied with telehealth encounters [30], 
and by increasing provider access, appointment wait 
times are reduced [31]. Combined with phone calls and 
in-person visits, telehealth visits provide additional con-
venience for patients while unburdening healthcare deliv-
ery systems, further strengthening this method of care 
delivery.

Adherence and persistence with OAB treatments can 
be challenging, and persistence frequently decreases over 
time, with 12-month persistence rates ranging from 20 to 
69% [8, 10, 12]. A real-world study evaluating claims data 
showed rates of 12-month treatment failure, defined as 
either treatment discontinuation or treatment switching, 
of ≥ 80% for both mirabegron and anticholinergics [32]. 
Medication nonadherence may be intentional, commonly 
due to adverse effects [33] and questionable cost benefit 
for the patient, further complicating persistence rates. 
The nature of low morbidity in OAB has been suggested 
to lower the persistence threshold, with the most fre-
quent discontinuation reasons being lack of efficacy and 
adverse effects [8, 9, 12]. Although there have been con-
cerns about β3-adrenergic agonists elevating blood pres-
sure, treatment with vibegron has been shown to have no 
statistically significant or clinically meaningful impact on 
blood pressure compared with placebo [34], which has 
the potential to lead to improved persistence.

Studies using the OAB-q and WPAI:US have shown 
that patients with OAB experience significantly decreased 
work productivity and HRQL, as well as impairment in 
daily activities, with significantly increased HCRU [3, 4, 
35]. Vibegron has been shown to significantly improve 
QoL in patients with OAB in a clinically meaningful 
manner as reported by patients [36, 37]. Improving QoL 
by mitigating bothersome symptoms of OAB in a real-
world setting is a key component of COMPOSUR.

This study design is subject to limitations inher-
ent to open-label, real-world studies including lack of 
randomization and absence of a control group. There 
is potential for selection bias (ie, enrollment bias) as 
patients who enroll in the study may differ from patients 
who do not enroll. Because patients will have tried and 
failed other oral OAB treatments, there is the poten-
tial for implicit bias. Future studies may be needed to 
assess these outcomes in subsets of patients, including 
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a socioeconomically disadvantaged population and 
residents of long-term care and assisted living facilities. 
Results will only be compared to a patient’s own baseline 
values; thus, patient recall may be limited in some of the 
baseline values that have longer look backs.

In conclusion, our study will be the first to provide 
long-term, prospective treatment satisfaction and per-
sistence data for vibegron in the US among patients with 
OAB who received prior treatment with an anticholin-
ergic or with mirabegron. The pragmatic, observational 
aspect of patients who are representative of real-world 
vibegron users will provide greater insight into real-
world use and outcomes.

Acknowledgements
Medical writing and editorial support was provided by Jory Fleischauer, 
PharmD, and Krystina Neuman, PhD, CMPP, of The Curry Rockefeller Group, LLC 
(Tarrytown, NY, USA), and was funded by Urovant Sciences (Irvine, CA, USA).

Author contributions
LA, DS, and CH‑M conceptualized the study. RRD, ESR, MJK, DKN, LA, DS, CH‑M, 
and MTR contributed to the development of the study protocol. Under the 
direction of the authors, the first draft was prepared by medical writers. All 
authors reviewed and were involved in revising the manuscript and read 
and approved the final version of the manuscript.

Funding
Urovant Sciences (Irvine, CA, USA) funded this study and editorial and writing 
support for the preparation of this manuscript and supported preparation of 
the protocol.

Availability of data and materials
Not applicable.

Declarations

Ethics approval and consent to participate
This study will be conducted in compliance with International Council on 
Harmonisation of Technical Requirements for Pharmaceuticals for Human Use/
Good Clinical Practice guidelines. Investigators will receive institutional review 
board, research ethics board, or independent ethics committee approval 
before the initiation of the study. All patients will provide written informed 
consent.

Consent for publication
Not applicable.

Competing interests
RRD is a consultant for Urovant Sciences. ESR has a relationship with Ion Chan‑
nel Innovations, LLC; is a consultant for Urovant Sciences and Hologic; and has 
received research funding from Allergan, Medtronics, and Uromedica. MJK is a 
consultant for Allergan, Astellas, Boston Scientific, Coloplast, Laborie, and Uro‑
vant Sciences and has received grant or research study funding from Allergan, 
Axonics, Boston Scientific, Coloplast, Cook Myosite, Dignify Therapeutics, EBT 
Medical, and FemPulse. DKN is an editor at Digital Science Press; consultant 
for Cosm Medical, Convatec, and Urovant Sciences; and has received funding 
from the National Institutes of Health and the Society of Urologic Nurses and 
Associates. LA, ET, and DS are employees of Urovant Sciences. CH‑M was an 
employee of Urovant Sciences at the time the study protocol was developed. 
MTR is a consultant and speaker for Urovant Sciences; a consultant and 
speaker for Astellas Pharma; and a consultant for Ferring.

Author details
1 Department of Urologic Surgery, Vanderbilt University Medical Center, 1211 
Medical Center Dr, Nashville, TN 37232, USA. 2 Department of Urology, Medical 
University of South Carolina, Charleston, SC, USA. 3 Carolinas Medical Center, 

Charlotte, NC, USA. 4 Perelman School of Medicine, University of Pennsylvania, 
Philadelphia, PA, USA. 5 Urovant Sciences, Irvine, CA, USA. 6 Mid‑Michigan 
Health Centers, Jackson, MI, USA. 

Received: 21 September 2022   Accepted: 6 April 2023

References
 1. Gormley EA, Lightner DJ, Burgio KL, Chai TC, Clemens JQ, Culkin DJ, et al. 

Diagnosis and treatment of overactive bladder (non‑neurogenic) in 
adults: AUA/SUFU guideline. American Urological Association; 2019.

 2. Stewart WF, Van Rooyen JB, Cundiff GW, Abrams P, Herzog AR, Corey R, 
et al. Prevalence and burden of overactive bladder in the United States. 
World J Urol. 2003;20(6):327–36.

 3. Coyne KS, Payne C, Bhattacharyya SK, Revicki DA, Thompson C, Corey 
R, et al. The impact of urinary urgency and frequency on health‑related 
quality of life in overactive bladder: results from a national community 
survey. Value Health. 2004;7(4):455–63.

 4. Coyne KS, Sexton CC, Irwin DE, Kopp ZS, Kelleher CJ, Milsom I. The 
impact of overactive bladder, incontinence and other lower urinary tract 
symptoms on quality of life, work productivity, sexuality and emotional 
well‑being in men and women: results from the EPIC study. BJU Int. 
2008;101(11):1388–95.

 5. Melotti IGR, Juliato CRT, Tanaka M, Riccetto CLZ. Severe depression 
and anxiety in women with overactive bladder. Neurourol Urodyn. 
2018;37(1):223–8.

 6. Yehoshua A, Chancellor M, Vasavada S, Malone DC, Armstrong EP, Joshi 
M, et al. Health resource utilization and cost for patients with incontinent 
overactive bladder treated with anticholinergics. J Manag Care Spec 
Pharm. 2016;22(4):406–13.

 7. Durden E, Walker D, Gray S, Fowler R, Juneau P, Gooch K. The economic 
burden of overactive bladder (OAB) and its effects on the costs associ‑
ated with other chronic, age‑related comorbidities in the United States. 
Neurourol Urodyn. 2018;37(5):1641–9.

 8. Soda T, Tashiro Y, Koike S, Ikeuchi R, Okada T. Overactive bladder medica‑
tion: persistence, drug switching, and reinitiation. Neurourol Urodyn. 
2020;39(8):2527–34.

 9. Benner JS, Nichol MB, Rovner ES, Jumadilova Z, Alvir J, Hussein M, et al. 
Patient‑reported reasons for discontinuing overactive bladder medica‑
tion. BJU Int. 2010;105(9):1276–82.

 10. Wang CC, Kuo HC. Factors associated with antimuscarinic drug persis‑
tence and increasing drug persistence after switching to mirabegron 
for overactive bladder patients. J Formos Med Assoc. 2019;118(1 Pt 
2):279–84.

 11. Mohee A, Khan A, Harris N, Eardley I. Long‑term outcome of the use of 
intravesical botulinum toxin for the treatment of overactive bladder 
(OAB). BJU Int. 2013;111(1):106–13.

 12. Carlson KV, Rovner ES, Nair KV, Deal AS, Kristy RM, Hairston JC. Persistence 
with mirabegron or antimuscarinic treatment for overactive bladder 
syndrome: findings from the PERSPECTIVE registry study. Low Urin Tract 
Symptoms. 2021;13(4):425–34.

 13. Song YS, Lee HY, Park JJ, Kim JH. Persistence and adherence of anticho‑
linergics and beta‑3 agonist for the treatment of overactive bladder: 
systematic review and meta‑analysis, and network meta‑analysis. J Urol. 
2021;205(6):1595–604.

 14. Athavale A, Gooch K, Walker D, Suh M, Scaife J, Haber A, et al. A 
patient‑reported, non‑interventional, cross‑sectional discrete choice 
experiment to determine treatment attribute preferences in treatment‑
naive overactive bladder patients in the US. Patient Prefer Adherence. 
2018;12:2139–52.

 15. Edmondson SD, Zhu C, Kar NF, Di Salvo J, Nagabukuro H, Sacre‑Salem 
B, et al. Discovery of vibegron: a potent and selective β3 adrenergic 
receptor agonist for the treatment of overactive bladder. J Med Chem. 
2016;59(2):609–23.

 16. Staskin D, Frankel J, Varano S, Shortino D, Jankowich R, Mudd PN Jr. 
International phase III, randomized, double‑blind, placebo and active 
controlled study to evaluate the safety and efficacy of vibegron in 
patients with symptoms of overactive bladder: EMPOWUR. J Urol. 
2020;204(2):316–24.



Page 7 of 7Dmochowski et al. BMC Urology           (2023) 23:64  

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 17. Staskin D, Frankel J, Varano S, Shortino D, Jankowich R, Mudd PN Jr. 
Once‑daily vibegron 75 mg for overactive bladder: long‑term safety and 
efficacy from a double‑blind extension study of the international phase 3 
trial (EMPOWUR). J Urol. 2021;205(5):1421–9.

 18. Urovant Sciences.  GEMTESA® (vibegron). Full Prescribing Information. 
Irvine, CA: 2020.

 19. Shiff B, Frankel J, Oake J, Blachman‑Braun R, Patel P. Patient satisfaction 
with telemedicine appointments in an academic andrology‑focused urol‑
ogy practice during the COVID‑19 pandemic. Urology. 2021;153:35–41.

 20. Margolis MK, Fox KM, Cerulli A, Ariely R, Kahler KH, Coyne KS. Psycho‑
metric validation of the overactive bladder satisfaction with treatment 
questionnaire (OAB‑SAT‑q). Neurourol Urodyn. 2009;28(5):416–22.

 21. Coyne KS, Thompson CL, Lai JS, Sexton CC. An overactive bladder symp‑
tom and health‑related quality of life short‑form: validation of the OAB‑q 
SF. Neurourol Urodyn. 2015;34(3):255–63.

 22. Reilly MC, Zbrozek AS, Dukes EM. The validity and reproducibility of a 
work productivity and activity impairment instrument. Pharmacoeco‑
nomics. 1993;4(5):353–65.

 23. Blonde L, Khunti K, Harris SB, Meizinger C, Skolnik NS. Interpretation and 
impact of real‑world clinical data for the practicing clinician. Adv Ther. 
2018;35(11):1763–74.

 24. Yuan H, Ali MS, Brouwer ES, Girman CJ, Guo JJ, Lund JL, et al. Real‑world 
evidence: what it is and what it can tell us according to the Interna‑
tional Society for Pharmacoepidemiology (ISPE) Comparative Effective‑
ness Research (CER) Special Interest Group (SIG). Clin Pharmacol Ther. 
2018;104(2):239–41.

 25. Freeman R, Foley S, Rosa Arias J, Vicente E, Grill R, Kachlirova Z, et al. Mira‑
begron improves quality‑of‑life, treatment satisfaction, and persistence 
in patients with overactive bladder: a multi‑center, non‑interventional, 
real‑world, 12‑month study. Curr Med Res Opin. 2018;34(5):785–93.

 26. Schneider T, Arumi D, Crook TJ, Sun F, Michel MC. An observational study 
of patient satisfaction with fesoterodine in the treatment of overac‑
tive bladder: effects of additional educational material. Int J Clin Pract. 
2014;68(9):1074–80.

 27. Nozawa Y, Kato D, Tabuchi H, Kuroishi K. Safety and effectiveness of 
mirabegron in patients with overactive bladder in a real‑world clinical 
setting: a Japanese post‑marketing study. Low Urin Tract Symptoms. 
2018;10(2):122–30.

 28. Dubin JM, Wyant WA, Balaji NC, Ong WL, Kettache RH, Haffaf M, et al. 
Telemedicine usage among urologists during the COVID‑19 pandemic: 
cross‑sectional study. J Med Internet Res. 2020;22(11):e21875.

 29. Bhatia RS, Chu C, Pang A, Tadrous M, Stamenova V, Cram P. Virtual care use 
before and during the COVID‑19 pandemic: a repeated cross‑sectional 
study. CMAJ Open. 2021;9(1):E107–14.

 30. Pinar U, Anract J, Perrot O, Tabourin T, Chartier‑Kastler E, Parra J, et al. 
Preliminary assessment of patient and physician satisfaction with the use 
of teleconsultation in urology during the COVID‑19 pandemic. World J 
Urol. 2021;39(6):1991–6.

 31. American Urological Association. The state of urology workforce and 
practice in the United States. AUAnet.org: American Urological Associa‑
tion; 2021.

 32. Sussman D, Yehoshua A, Kowalski J, Lee W, Kish J, Chaudhari S, et al. 
Adherence and persistence of mirabegron and anticholinergic therapies 
in patients with overactive bladder: a real‑world claims data analysis. Int J 
Clin Pract. 2017;71(34):e12824.

 33. Ali M, Grogan S, Powell S, Staniford L, Nazir J, Landeira M, et al. Qualitative 
analysis of factors influencing patient persistence and adherence to 
prescribed overactive bladder medication in UK primary care. Adv Ther. 
2019;36(11):3110–22.

 34. Weber MA, Haag‑Molkenteller C, King J, Walker A, Mudd PN Jr, White 
WB. Effects of vibegron on ambulatory blood pressure in patients with 
overactive bladder: results from a double‑blind, placebo‑controlled trial. 
Blood Press Monit. 2022;27(2):128–34.

 35. Tang DH, Colayco DC, Khalaf KM, Piercy J, Patel V, Globe D, et al. Impact 
of urinary incontinence on healthcare resource utilization, health‑related 
quality of life and productivity in patients with overactive bladder. BJU 
Int. 2014;113(3):484–91.

 36. Frankel J, Staskin D, Varano S, Kennelly M, Newman DK, Rosenberg MT, 
et al. Interpretation of the meaningfulness of symptom reduction with 
vibegron in patients with overactive bladder: analyses from EMPOWUR. 
Adv Ther. 2022;39(2):959–70.

 37. Frankel J, Varano S, Staskin D, Shortino D, Jankowich R, Mudd PN Jr. 
Vibegron improves quality‑of‑life measures in patients with overactive 
bladder: patient‑reported outcomes from the EMPOWUR study. Int J Clin 
Pract. 2021;75(5):e13937.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.


	Study design of a phase 4, real-world study (COMPOSUR) to evaluate vibegron in patients with overactive bladder
	Abstract 
	Background 
	Methods 
	Discussion 

	Background
	Methods
	Study design
	Study population
	Study assessments
	Endpoints
	Statistical analysis

	Discussion
	Acknowledgements
	References


