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Objective: Real-world data for patients with endometrial cancer (EC) are limited, particularly in Latin America. We
present treatment pattern findings from ECHOS-A — Endometrial Cancer Health Outcomes Study in Argentina.
Materials and methods: A retrospective study using clinical data from privately insured patients with EC diagnosed
from 2010 to 2019. Index (diagnosis proxy) was first date of an EC-related health term or treatment. De-
mographics, clinical characteristics, and FIGO staging were described. Disease progression and survival were
assessed until study end, loss to follow-up, or death.

Results: Of 805 patients with EC, 77.4 % (n = 623/805) received any treatment and 22.6 % (n = 182/805)
received none. Among those treated, 31.8 % (n = 198/623) had first-line (1L) systemic therapy, and 45.5 % (n =
90/198) proceeded to second-line (2L) therapy. Mean follow-up was 33.6 (SD 31.8) months. Of those receiving
any treatment, 87.3 % (n = 544/623) had FIGO stage data (I, 62.9 %; II, 18.6 %; III, 13.6 %; IV, 5.0 %).
Treatment by class in 1L and 2L, respectively, were platinum chemotherapy, 73.7 %, 36.7 %; non-platinum
chemotherapy, 73.7 %, 62.2 %; immunotherapy, 1.0 %, 11.1 %; hormone therapy, 17.7 %, 26.7 %. Carbopla-
tin/paclitaxel was the most frequent 1L (52.5 %) and 2L (14.4 %) regimen. Mean time to progression was 14.1
(SD 16.3) and 8.8 (SD 8.3) months in 1L and 2L, respectively. Adjusted 1- to 5-year risk of progression/death was
46.5-77.5 % and 65.0-86.2 % in 1L and 2L, respectively.

Conclusions: Approximately one-quarter of patients with EC received no treatment, and approximately two-thirds
were not treated with 1L systemic therapy. Efforts to better understand the reasons for these treatment patterns
are crucial for improving patient outcomes.

1. Introduction

Endometrial cancer is currently ranked as the sixth most common
cancer among women worldwide (World Cancer Research Fund Inter-
national, 2023). In 2020, over 417,000 new cases of endometrial cancer
were diagnosed globally, and endometrial cancer accounted for over
97,300 deaths (World Cancer Research Fund International, 2023).

Worldwide incidence of endometrial cancer is predicted to increase by
2040, ranging from an increase of nearly 10 % in Europe to an almost
100 % increase in Africa (International Agency for Research on Cancer,
2022), primarily due to risk factors such as aging and obesity (Colombo
et al., 2016; Zhang et al., 2019). In Latin American countries, women
aged >65 years are at increased risk of endometrial cancer due to age-
related comorbidities and high rates of obesity (de Sousa et al., 2022).
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The incidence of cases in Latin America is estimated to increase by 60 %
by 2040 (International Agency for Research on Cancer, 2022). In
Argentina, the number of new endometrial cancer cases in 2020 was
over 2450, with more than 900 deaths (International Agency for
Research on Cancer, 2020).

Endometrial cancer is primarily managed with surgical resection,
which may be curative in patients with early-stage disease (Abu-Rustum
et al., 2023; Colombo et al., 2016; Morice et al., 2016). Following sur-
gery, recommendations for adjuvant treatment are based on risk of
recurrence, which depends on International Federation of Gynecology
and Obstetrics (FIGO) staging and uterine factors such as histological
grade and presence of lymphovascular space invasion (Abu-Rustum
et al., 2023; Colombo et al., 2016; Yarandi et al., 2023). The 5-year
overall survival estimates range from 74 % to 91 % in patients
without metastatic disease and are lower among patients with disease
recurrence versus no recurrence (20 % vs. 89 %, respectively) (Huijgens
and Mertens, 2013; Morice et al., 2016).

In Argentina, approximately 16 % of the population have private
health insurance (Novick, 2017). The healthcare system in Argentina is
divided into public, social security, and private subsectors (Palacios
et al., 2020; Rubinstein et al., 2018). Patients diagnosed with endome-
trial cancer typically seek care from obstetricians and gynecologists
because they have regular gynecologic visits (Restaino et al., 2023).
Diagnosis is often made through hysteroscopy-guided biopsies per-
formed by gynecologists, although occasionally by other specialists. In
terms of specialty care availability, in Argentina almost all patients have
access to a specialist (Al-Talib et al., 2010). However, waiting times for
surgery can be lengthy in crowded public hospitals, whereas in private
institutions surgery is typically scheduled within a month of diagnosis
(Blanco et al., 2024). Minimally invasive surgery using sentinel lymph
node biopsy protocol with indocyanine green or patent blue is a well-
established treatment for endometrial cancer (Pados et al., 2023). Pa-
tients are usually treated where they are diagnosed, although some
specific cases may involve visits to referral centers. Patients have the
option to receive treatment in their city of birth if suitable facilities are
available.

Treatment options are limited for women with endometrial cancer
whose disease progresses during or after first-line therapy (Colombo
et al., 2016). Understanding patient demographics, treatment patterns,
and clinical outcomes in a real-world setting is important for improving
disease management, estimating disease burden, and identifying unmet
treatment needs. However, there is a scarcity of real-world data for
patients with endometrial cancer, especially in Latin America (Brugg-
mann et al., 2020; Colombo et al., 2016; Paulino et al., 2020).

This retrospective real-world study describes demographics, clinical
characteristics, and treatment regimens in first- and second-line settings
among patients with endometrial cancer in the private subsector in
Argentina.

2. Materials and methods
2.1. Study design and population

The Endometrial Cancer Health Outcomes Study in Argentina
(ECHOS-A) was a retrospective, longitudinal database study of female
patients aged >18 years diagnosed with endometrial cancer between
January 1, 2010, and June 30, 2019 (Fig. S1). Clinical data were
extracted from electronic medical records from the private healthcare
provider Hospital Italiano de Buenos Aires, Argentina. In the electronic
medical record system, every user-uploaded input must be linked to a
specific medical problem. Identified medical codes are recorded in a
separate module. For instance, if a patient is admitted due to suspected
or confirmed endometrial cancer, all related treatments and progress
notes are associated with this condition. The electronic medical record
system allowed the use of predefined medical codes within its structured
space. In our study, oncologists and gynecologists from the Hospital
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Italiano de Buenos Aires compiled a list of structured terms specifically
related to endometrial cancer. Additionally, free-text keywords were
searched through the structured query language server to retrieve in-
formation from the database. All eligible patients were extracted based
on the medical health codes. Subsequently, specialists (oncologists and
gynecologists) from the Hospital Italiano de Buenos Aires confirmed
endometrial cancer diagnoses by manually reviewing all electronic
medical record data (adjudication process). Since the endometrial can-
cer diagnosis date was not available, the index date was used as a proxy
for diagnosis. The index date was the first/earliest date a patient had an
endometrial cancer-related medical health term present in their elec-
tronic medical record, or underwent a procedure (surgery), imaging
examination, endometrial cancer-related biopsy, or endometrial cancer-
related systemic therapy (hormone therapy, chemotherapy, or immu-
notherapy). From the date the patient received a health code related to
endometrial cancer, all records before this date were evaluated to check
if there were any procedures, drugs, image examinations, or biopsies
related to endometrial cancer, since a delay may have occurred in the
inclusion of the health code in the medical records. The objective was to
set the index date as the most probable date of endometrial cancer
diagnosis and to subsequently map the patient’s treatment journey.
From the index date, follow-up lasted until the study end (December 31,
2019), loss to follow-up, or death.

2.2. Data source and collection

The primary insurance provider at the Hospital Italiano de Buenos
Aires is the Hospital Italiano Medical Care Program. Medical records are
coded to a medical problem and linked to the date, care type (outpatient,
inpatient, etc.), location, record provider (doctors, nurses, physical
therapists, etc.), medical health term (symptoms, diagnoses, etc.),
progress, examination results, and medications. Data included in the
Hospital Italiano de Buenos Aires database were not restricted to Hos-
pital Italiano Medical Care Program-affiliated patients. Data from other
affiliated health maintenance organizations were included to increase
the sample size. All drugs evaluated in this study were dispensed from
pharmacies or during hospitalization/emergency room visits; physi-
cians’ prescriptions were not available in the database.

2.3. Study objectives and variables

The primary objective was to describe treatment patterns among
patients with endometrial cancer treated at the Hospital Italiano de
Buenos Aires, Argentina. Secondary objectives were to describe patient
demographics and clinical characteristics, including FIGO staging, the
most common drug regimens used, and the proportion of patients who
used other types of treatment (e.g., surgery and radiotherapy).

Other objectives included evaluation of estimated progression-free
survival following first- and second-line therapies, defined as time
from date of first drug dispensed of the line of therapy to progression
(new systemic therapy, surgery, radiotherapy, or death), and overall
survival, defined as time from index date until death, including censored
time by loss to follow-up.

The use of systemic therapies in patients with endometrial cancer
was evaluated from the index date until the end of follow-up or end of
data availability, whichever occurred first. The first record of a systemic
therapy related to endometrial cancer was defined as initiation of first-
line therapy. All agents of interest related to endometrial cancer treat-
ment were based on the National Comprehensive Cancer Network
Clinical Practice Guidelines® and the guidelines of the Argentinian Na-
tional Administration of Drugs, Foods, and Medical Devices (Abu-Rus-
tum et al., 2023; Ministry of Health, 2023).

The end of first-line therapy was either the day before starting a new
systemic treatment different from those used in the first line or when the
same regimen was resumed after a gap of 120 days or more. The end of
first-line therapy was assigned as the day after the final dose or supply
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before the treatment break. Accordingly, second-line therapy began
with a new systemic treatment not used in first-line therapy or after a
gap of 120 days or more (retreatment). A regimen included all systemic
therapies administered concomitantly or with a maximum gap of 30
days. If second-line data were absent, end of first-line therapy was
defined as the end of follow-up or data availability, whichever occurred
first. If the drug dispensed on the last day of supply was an oral medi-
cation, 30 days were added as standard for the end of any therapy line.

2.4. Data analysis

Results were interpreted descriptively, considering treatment avail-
ability, healthcare practices, and database coverage. No country-level
generalizations were drawn. For continuous variables, descriptive sta-
tistics of central tendency (mean or median) and dispersion (standard
deviation [SD] or interquartile range [IQR]) are presented. Categorical
variables are presented as absolute numbers and percentages. The
analysis was conducted using only results of patients with data avail-
able. Overall survival and estimated progression-free survival were
evaluated by Kaplan-Meier analysis. Patients with missing data are
noted.

3. Results
3.1. Patient identification and characteristics

A total of 805 patients were diagnosed with endometrial cancer in
the study period (Fig. 1). The mean follow-up was 33.6 (SD 31.8)
months. Demographic and clinical characteristics are summarized in
Table 1. Briefly, the mean age at index was 65.3 (SD 12.4) years. In total,
67.6 % of patients (n = 544/805) were aged >60 years, and 63.9 % (n =
514/805) had overweight or obesity.

3.2. Treatment patterns during follow-up

More than three-quarters of the overall population (77.4 %;
n = 623/805) received any treatment (surgery, radiotherapy, or systemic
therapy) during follow-up, and approximately one-quarter of patients
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Table 1
Demographics and clinical characteristics.

Characteristic Overall Treated Treated with
(surgery, systemic
radiotherapy, therapy
or
systemic
therapy)

N = 805 n =623 n =198
(77.4 %) (24.6 %)
Age at index date, years
Mean (SD) 65.3 (12.4) 65.5(11.9) 66.5 (10.9)

Age group at index date, years, n (%)

18-39 22 (2.7) 13 (2.1) 3(1.5)
40-49 68 (8.5) 46 (7.4) 12 (6.1)
50-59 171 (21.2) 137 (22.0) 38 (19.2)
>60 544 (67.6) 427 (68.5) 145 (73.2)

BML,* kg/m>

Mean (SD) 30.2(7.5) 30.5 (7.6) 29.9 (6.8)
Underweight (<18.5), n (%) 5(0.7) 3(0.5) 1(0.5)

Normal (>18.5 to <25),n (%) 174 (25.1) 142 (23.7) 44 (23.0)
Overweight (>25 to <30),n (%) 219 (31.6) 193 (32.2) 70 (36.7)
Obese (>30), n (%) 295 (42.6) 261 (43.6) 76 (39.8)

*Data were missing for 13.9 % (n = 112) of patients in the overall group, 3.9 %
(n = 24) in the treated group, and 3.5 % (n = 7) in the treated with systemic
therapy group. BMI, body mass index; SD, standard deviation.

(24.6 %; n = 198/805) received systemic therapy (Fig. 1). Among the 623
patients who received any treatment, 544 (87.3 %) had FIGO staging data,
and most of whom (62.9 %; n = 342/544) had FIGO stage I disease (Fig. 2)
(Morice et al., 2016). Of those with advanced cases (FIGO stages III and
IV), over one-third (37.6 %, n = 38/101) were not treated with systemic
therapy (Fig. 2). Over one-fifth of patients (22.6 %; n = 182/805) had no
recorded treatment (Fig. 1). Among these, 11.5 % (n = 21/182) died
during the follow-up period; 26.4 % (n = 48/182) had complete loss of
follow-up (no data entry after index date); 72.5 % (n = 132/182) had loss
of follow-up before study end (last data entry occurred before the end of
the study); 1.1 % (n = 2/182) had right censoring (last data entry occurred

Patients with EC diagnosis
N =805

}

Received any treatment (surgery,
radiotherapy, or systemic therapy)

77.4% (n = 623/805)

Received no
treatment
22.6% (n = 182/805)

Therapeutic class* n (%) ) : Therapeutic class* n (%)
Chemotherapy (platinum based) 33(36.7) Received 1L systemic therapy » Chemotherapy (platinum based) 146 (73.7)
Chemotherapy (non-platinum based) 56 (62.2) 31.8% (n = 198/623) Chemotherapy (non-platinum based) 146 (73.7)
Immunotherapy 10 (11.1) Immunotherapy 2 (1.0)
Hormone therapy 24 (26.7) Hormone therapy 35(17.7)
Therapeutic class combination® n (%) Therapeutic class combination® n (%)
Platinum + non-platinum + hormone therapy - Platinum + non-platinum + hormone therapy 1(0.5)
Platinum + non-platinum + immunotherapy 2(2.2) . ) Platinum + non-platinum + immunotherapy 1(0.5)
Platinum + non-platinum 22 (24.4) Received 2L systemic therapy Platinum + non-platinum 126 (63.6)
Platinum + hormone therapy 1(1.1) 45.5% (n = 90/198) Platinum + hormone therapy -
Platinum + immunotherapy 3(3.3) Platinum + immunotherapy -
Platinum 5(5.6) Platinum 18 (9.1)
Non-platinum + immunotherapy 3(3.3) Non-platinum + immunotherapy 1(0.5)
Non-platinum 29 (32.2) Non-platinum 17 (8.6)
Hormone therapy 23 (25.6) Hormone therapy 34 (17.2)
Immunotherapy 2(2.2) Immunotherapy -

Fig. 1. Study disposition and therapies received in the first- and second-line settings between 2010 and 2019. Systemic therapy: hormone therapy, chemotherapy, or
immunotherapy. *Patients could receive more than one therapeutic class in the same line of therapy. Patients can appear in only one combination group. 1L, first

line; 2L, second line; EC, endometrial cancer.
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Advanced staging
(llhand V)

Advanced cases treated
with systemic therapy
62.4%
(n=63/101)

!
1
1
I
I
\
~

80 74 41 31 27 22

1 v

FIGO staging classification*

m Overall (N = 805)

® Any treatmentt (n = 623)

Systemic therapy (n = 198)

Fig. 2. Endometrial cancer treatment by FIGO stage. Missing: overall, 24.2 % (n = 195); any treatment, 12.7 % (n = 79); systemic therapy, 15.7 % (n = 31). *FIGO
staging classifications are based on surgical staging, including an assessment of the extent of myometrial invasion, and local and distant metastases, which are key
prognostic factors in endometrial cancer. The classifications are divided into four stages: stage I (tumor confined to the corpus uteri); stage II (tumor invades cervical
stroma but does not extend beyond the uterus); stage III (local and/or regional spread of the tumor); and stage IV (tumor invades bladder and/or bowel mucosa, and/
or distant metastases) (Morice et al., 2016). 'Includes surgery, radiotherapy, or any systemic therapy. FIGO, International Federation of Gynecology and Obstetrics.

after the end of the study); 68.2 % (n = 45/66; 116 patients had no data on
FIGO stage) had FIGO stage I disease; and 67.0 % (n = 122/182) had
another health insurance plan, and hence may have been treated
elsewhere.

Of the 623 patients receiving any treatment, nearly one-third (31.8
%; n = 198/623) received first-line systemic therapy, and almost half
(45.5 %; n = 90/198) of all patients who received first-line therapy also
received second-line therapy (Fig. 1). Among those receiving any
treatment (n = 623), the cumulative incidence of first-line systemic
therapy initiation in the first year of follow-up was 25.4 % (n = 157/
619; four patients began first-line therapy at the index date, contributed
as 0 person-days). Importantly, among those who received subsequent
treatment, nearly one-quarter (22.9 %; n = 30/131; number at risk in
the first year of follow-up) required second-line therapy in the first year
of follow-up.

Among the therapeutic classes (a patient could receive more than
one therapeutic class in the same line of therapy), the most frequent
first- and second-line regimens were platinum- (73.7 %, n = 146/198;
36.7 %, n = 33/90, respectively) and non-platinum-based (73.7 %,
n = 146/198; 62.2 %, n = 56/90, respectively) chemotherapy (Fig. 1).

The most frequent first-line regimens included carboplatin/paclitaxel
combination (52.5 %, n = 104/198), tamoxifen (8.1 %, n = 16/198),
anastrozole (5.6 %, n = 11/198), carboplatin alone (5.1 %, n = 10/198),
and cisplatin/doxorubicin/paclitaxel (4.5 %, n = 9/198). The most
frequent second-line regimens included carboplatin/paclitaxel (14.4 %,
n=13/90), doxorubicin (12.2 %, n = 11,/90), letrozole (10.0 %, n = 9/90),
tamoxifen (7.8 %, n = 7/90), and anastrozole (7.8 %, n = 7/90) (Table S1).

3.3. Estimated progression-free survival

Estimated progression-free survival was calculated from the date of
first drug dispensed in the line of therapy to progression (new regimen of
systemic therapy, surgery, radiotherapy, or death) for all patients who
received drug treatment. Progression events following first- and second-
line therapy occurred in a total of 65.7 % (n = 130/198) and 71.1 % (n
= 64/90) of patients, respectively.

Of the patients with progression events (n = 130/198) recorded after
first-line therapy, 60.0 % (n = 78/130) received another systemic
treatment regimen, 10.0 % (n = 13/130) received radiotherapy, 6.9 %
(n = 9/130) underwent surgery, and 23.1 % (n = 30/130) died; 34.3 %
(n = 68/198) were lost to follow-up. Among patients with progression
events following second-line therapy (n = 64/90), 71.9 % (n = 46/64)
received another systemic treatment regimen, one patient each (1.6 %)
underwent radiotherapy or surgery, and 25.0 % (n = 16/64) died;
28.9 % (n = 26/90) were lost to follow-up.

The 1- to 5-year adjusted cumulative risks of progression or death
were 46.5 %, 63.1 %, 70.5 %, 77.5 %, and 77.5 %, respectively, for first-
line therapy, and 65.0 %, 77.9 %, 81.9 %, 86.2 %, and 86.2 %, respec-
tively, for second-line therapy. The Kaplan-Meier curves for estimated
progression-free survival are shown in Fig. 3A and B.

3.4. Overall survival

Kaplan-Meier overall survival estimates among patients treated with
systemic therapies are shown in Fig. 3C, with an adjusted median survival
time of 71.7 months. A total of 77 deaths (38.9 %) were registered during
the study period, with a mean time from index date to death of 31.1
(SD 23.7) months (median 24.4; IQR 25.9). The 1- to 5-year cumulative
risks of death were 8.1 %, 22.1 %, 33.4 %, 40.3 %, and 45.5 %, respec-
tively (Table S2).

4. Discussion
4.1. Summary of main results

In this real-world study, demographics, clinical characteristics,
treatment patterns, and health outcomes were evaluated in 805 female
patients with endometrial cancer treated in a private healthcare setting
in Argentina between 2010 and 2019. The findings suggest that, despite
receiving optimal care, a large proportion of patients in the private
subsector in Argentina are not receiving systemic therapy. Notably,
approximately one-quarter of patients overall (22.6 %) had no
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Fig. 3. Kaplan-Meier curves. (A): Estimated progression-free survival following first-line systemic therapy. The three patients who experienced progression on the
day of end of first-line therapy were not included in this analysis. (B): Estimated progression-free survival following second-line systemic therapy. The one patient
who experienced progression on the day of end of second-line therapy was not included in this analysis. (C): Overall survival. Adjusted median represents patients
who experienced progression, including censored time by loss to follow-up. *Death was included as progression. CI, confidence interval.
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treatment, including surgery, recorded in the database; over one-third
(37.6 %, n = 38/101) of patients with advanced disease (FIGO stages
III and IV) were not treated with systemic therapy (Fig. 2). The use of
chemotherapy predominated in the first- and second-line settings in the
treated cohorts. Compared with chemotherapy, hormone therapy and
immunotherapy use increased in the second line, whereas use of
platinum-based chemotherapy decreased. Carboplatin/paclitaxel has
been recommended in guidelines as the preferred treatment option in
the first-line setting (Concin et al., 2021), and our results show that this
was the preferred treatment (53 %) in this healthcare system. For those
who received second-line therapy, only 14 % received carboplatin/
paclitaxel. This, coupled with the absence of a clear standard preference
in the second-line setting, is reflective of the lack of an efficacious
standard second-line regimen for patients with endometrial cancer
(Colombo et al., 2016).

4.2. Results in the context of published literature

Age and obesity are recognized risk factors for endometrial cancer
(Colombo et al., 2016; de Sousa et al., 2022), both of which lead to high
estrogen concentrations, associated with abnormal endometrial cell
proliferation (de Sousa et al., 2022). It is estimated that >90 % of
endometrial cancer cases occur in women aged >50 years, with a me-
dian age at diagnosis of 63 years (Colombo et al., 2016). Obesity is more
strongly associated with endometrial cancer than any other cancer type
(Onstad et al., 2016). Concordantly, a high proportion of patients (68 %)
in ECHOS-A were aged >60 years, and 64 % were overweight or obese.
In line with the literature, most patients were classified as having FIGO
stage I disease (Colombo et al., 2016; Morice et al., 2016).

The treatment landscape for endometrial cancer has evolved sub-
stantially in recent years, particularly for patients with advanced or
recurrent disease, with the introduction of immunotherapy and targeted
agents (Bruggmann et al., 2020; Concin et al., 2021; Kaufman et al.,
2019; Paulino et al., 2020). However, chemotherapy remains a mainstay
of treatment, in accordance with guideline recommendations (Brooks
etal., 2019; Colombo et al., 2016; Liu et al., 2022). Similar to other real-
world studies (Heffernan et al., 2022; Liu et al., 2022; Monk et al., 2022;
Prabhu et al., 2022), and in line with guidelines and current standards of
care, platinum- and non-platinum-based chemotherapy dominated
treatment choice for first-line therapy, with over half of all patients
(52.5 %) receiving carboplatin/paclitaxel.

Optimal second-line chemotherapy regimens for endometrial cancer
have not yet been established (Brooks et al., 2019; Colombo et al., 2016),
as demonstrated in this study and consistent with other real-world studies
on endometrial cancer (Akada et al., 2021; Heffernan et al., 2022; Liu
et al., 2022). In our study, hormone therapy and immunotherapy were
more common in the second- than first-line setting; however, no preferred
standard of care for second-line therapy was found. Instead, various
combination and monotherapy regimens were used as second-line
therapy. Retreatment with non-platinum-based chemotherapy was the
most common treatment approach for second-line therapy, accounting for
over 62 % of patients. The absence of a preferred second-line regimen
reflects the need for more effective agents to prevent recurrence and
improve patient outcomes.

Immuno-oncology therapies for endometrial cancer are only just
emerging, attributes of which may result in a shift in preferred regimens
over time (Blanco et al., 2024; Kaufman et al., 2019). Several clinical
trials assessing the potential of novel immuno-oncology therapies in
patients with advanced or metastatic endometrial cancer have been
conducted or are ongoing (Blanco et al., 2024). Consequently, immuno-
oncology therapies such as pembrolizumab (with or without lenvatinib)
and dostarlimab have been approved by major regulatory agencies for
the treatment of patients with advanced or recurrent endometrial cancer
(Blanco et al., 2024; European Medicines Agency, 2024a; European
Medicines Agency, 2024b; U.S. Food and Drug Administration, 2023; U.
S. Food and Drug Administration, 2024). Notably, for patients with
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mismatch repair-deficient/microsatellite instability-high primary
advanced endometrial cancer, dostarlimab plus chemotherapy was
approved in 2023 as the first front-line immuno-oncology treatment in
the European Union (Blanco et al., 2024; GSK, 2023). In Argentina,
dostarlimab, following prior platinum-based treatment for endometrial
cancer, was approved in 2023 as second-line treatment for patients with
advanced or recurrent mismatch repair-deficient/microsatellite
instability-high endometrial cancer (Blanco et al., 2024; La Nueva
Manana, 2023).

A total of 77 deaths were recorded among patients receiving systemic
therapy, with a median time from index to death of 24.4 months. Cu-
mulative overall survival rates declined over time and were consistent
with 4-year survival rates reported in a US retrospective study of pa-
tients with endometrial cancer transitioning from first- to second-line
therapy (1- to 4-year overall survival rates of 70.9 %, 51.7 %, 43.3 %,
and 36.5 %, respectively; median overall survival of 26.0 months) (Liu
et al., 2022). Another retrospective study has reported lower 5-year and
median overall survival rates than those observed in ECHOS-A; how-
ever, patients with endometrial cancer in the prior study were selected
based on platinum exposure, and advanced or recurrent disease status
(Huijgens and Mertens, 2013; Monk et al., 2022).

4.3. Strengths and limitations

Currently, there are limited real-world data for patients with endo-
metrial cancer, especially in Latin America. To the best of our knowl-
edge, this is the first study describing real-world treatment patterns and
clinical outcomes for patients with endometrial cancer in Argentina. Of
the Latin American countries, Argentina is an upper-middle-income
country and ranks highly with respect to healthcare expenditure per
capita; nevertheless, there are challenges regarding healthcare equity
and efficiency of the current decentralized universal healthcare
coverage system (Palacios et al., 2020; Rubinstein et al., 2018). The
study was conducted in a private healthcare setting in Argentina, in
which patients have effective coverage and receive optimal care. In this
context, effective coverage translates to patients having actually
received prioritized healthcare services (Palacios et al., 2020; Rubin-
stein et al., 2018). Overall, in Argentina, the general population has
nominal universal health coverage — people are enrolled and have the
right to treatment access (Palacios et al., 2020; Rubinstein et al., 2018).
However, despite high healthcare spending per capita and a highly
developed healthcare system compared with other countries in Latin
America, effective healthcare coverage with respect to equity and effi-
ciency requires reform (Palacios et al., 2020; Rubinstein et al., 2018).
Our findings will be helpful for supporting treatment decision-making in
healthcare systems. Patients with endometrial cancer who start treat-
ment at the Hospital Italiano de Buenos Aires typically receive their
treatment in the hospital, which makes establishing the patient treat-
ment pathway easier.

Limitations of retrospective analyses include the quality of data
recording, lack of standardization, and limited availability of relevant
data items. The estimation of progression-free survival has potential
limitations, such as non-uniform follow-up and overestimation, as pro-
gression events may occur post-censoring. Moreover, findings from the
Hospital Italiano de Buenos Aires database should be interpreted
considering the specific population the database represents; results
cannot be extrapolated to country-level estimates or to all health
maintenance organizations in Argentina. Another limitation is that this
study lacks information on grade, histology, and lymph node involve-
ment due to the data-extraction process. Extracting this information,
which exists in unstructured and semi-structured formats, would
necessitate additional data-mining techniques. The treatments described
in this study are based on those dispensed by pharmacies or during a
hospitalization or emergency room visit. The accurate capturing of lines
of therapy may be undermined by the lack of visibility of clinical
rationale for therapies received.
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4.4. Implications for practice and future research

Efforts to better understand the reasons for the treatment patterns
reported and to address challenges, such as those related to awareness of
treatment options, educational needs, and other gaps, are crucial for
improving patient outcomes. Treatment options are limited for women
with endometrial cancer whose disease progresses during or after first-
line therapy (Colombo et al., 2016). An improved understanding of
the different genetic factors driving endometrial cancer has expanded
the treatment landscape beyond chemotherapy to include several tar-
geted and immunotherapeutic treatment options (Brooks et al., 2019;
Cancer Genome Atlas Research Network et al., 2013; Di Tucci et al.,
2019; Post et al., 2020). In this analysis, use of targeted therapies and
immunotherapies increased in the second-line setting, but both were
used less frequently than chemotherapy as first- and second-line thera-
pies. The disease burden and limited treatment options for women with
endometrial cancer, in particular for those with recurrent or advanced
disease, warrant continued investigation of novel treatment approaches.

5. Conclusions

ECHOS-A provides valuable insight into real-world treatment prac-
tices, clinical characteristics, and health outcomes in patients with
endometrial cancer in Argentina. Our findings indicate that a large
proportion of patients in the private subsector are not receiving sys-
temic, targeted treatment, and that many high-risk patients remain
untreated. As more data become available, and familiarity with targeted
and immunotherapeutic treatment options increases, it will also be
important to understand the factors driving treatment selection, and the
use of non-chemotherapy agents for patients with advanced or recurrent
endometrial cancer.

6. Participant consent for publication

No direct participant contact or primary collection of individual
human subject data occurred. Study results were in tabular form and
aggregate analyses that omit subject identification; therefore, informed
consent was not required.
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