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Abstract Introduction Real-world data on the treatment and outcomes of patients with
endometrial cancer, particularly in Latin America, are limited. We herein present
the findings of the Endometrial Cancer Health and Clinical Outcomes Study in Brazil
(ECHOS-B), which evaluated the treatment patterns for patients with endometrial cancer.
Materials and Methods The ECHOS-B retrospective study evaluated data on admin-
istrative claims by privately insured women with endometrial cancer in Brazil, who had
received first-line platinum-based therapy from January 1, 2015, to December 31, 2019.
Treatment patterns, demographic characteristics, and clinical characteristics were
described. Disease progression and survival after first-line platinum-based therapy
were also assessed.

Results Out of 1,078 patients, 70.0% (n=755) were treated with first-line systemic
therapy. Of these, 520 (68.9%) received first-line platinum-based therapy (mean age
61.0 4+ 12.3 years), and 54.4% (411/755) received first-line carboplatin/paclitaxel, alone
or in combination. The mean time until the administration of the first-line platinum-
based therapy was 4.8 + 6.3 months; the mean duration of the first-line therapy was

Keywords 3.1+ 2.5 months; and the mean time until the next treatment was of 9.4 4+ 7.3 months.
= Brazil Progression occurred in 41.3% of the patients (n=215/520), with a median time of
= chemotherapy 18.2 months. The adjusted 1- to 5-year cumulative risks of progression/death were
= drug therapy 36.2%,52.1%,57.1%,57.1%, and 59.8% respectively. The 1- to 5-year cumulative risks of
» endometrial cancer death were 10.4%, 23.7%, 27.6%, 31.8%, and 35.4% respectively.
> healthcare adminis- Conclusion First-line platinum-based therapy for endometrial cancer is frequently
trative claims used in Brazil; however, high rates of progression were observed, occurring within
= real-world 2 years. Treatments to prevent or delay progression are needed.
received DOI https:/[doi.org/ © 2026. The Author(s).
November 25, 2024 10.1055/5-0045-1812322. This is an open access article published by Thieme under the terms of the
accepted after revision ISSN 2526-8732. Creative Commons Attribution 4.0 International License, permitting copying
August 11, 2025 and reproduction so long as the original work is given appropriate credit

(https:/[creativecommons.org/licenses/by/4.0/)
Thieme Revinter Publicagoes Ltda., Rua Rego Freitas, 175, loja 1,
Republica, Sao Paulo, SP, CEP 01220-010, Brazil

1


https://orcid.org/0000-0002-8425-2066
https://orcid.org/0000-0003-4420-9116
https://orcid.org/0000-0003-1961-1883
https://orcid.org/0000-0002-1560-3598
https://orcid.org/0009-0005-9586-5457
https://orcid.org/0000-0002-8117-4648
https://orcid.org/0009-0001-2740-3235
https://orcid.org/0000-0003-0932-1102
https://orcid.org/0009-0007-0655-3035
https://orcid.org/0009-0001-5004-5720
mailto:claudia.s.soares@live.com
https://doi.org/10.1055/s-0045-1812322
https://doi.org/10.1055/s-0045-1812322

Platinum-Based Endometrial Cancer Treatment in Brazil

Introduction

Endometrial cancer (EC) is the sixth most prevalent cancer in
women worldwide.! In 2022, 420,368 new cases of EC were
diagnosed worldwide, accounting for 97,723 deaths.? In
Brazil, 12,616 new cases of EC were diagnosed, accounting
for 3,333 deaths in 2022.3 By 2050, the global incidence of EC
is projected to increase by more than 60%, and, in Brazil, by
more than 72%.*

The treatment recommendations for EC are typically driven
by the grade and stage of the disease.” Most patients with EC
present with early-stage disease, for which surgery is the gold
standard of care.>® Adjuvant radiation and vaginal brachyther-
apy are recommended for those with high-to-intermediate risk
of recurrence.” Systemic drugs/chemotherapy are reserved for
the adjuvant treatment of stage-I and -II EC with a high risk of
recurrence, the treatment of advanced disease (stages IlI/IV), or
the treatment of recurrent disease.>’ Importantly, the overall
survival (OS) in EC decreases with more advanced disease
stage at diagnosis.

The standard of care during the study period regarding the
first-line therapy (1L) for advanced/relapsed EC was plati-
num-based therapy (PBT); however, the prognosis is poor,
with limited duration of the benefits.” A further challenge is
that there is no standard of care, and the treatment options
are limited for women with EC whose disease progresses
during or after 1L with PBT.> There is an urgent need for
treatment approaches that prevent or delay EC progression
beyond what is achievable with PBT to help improve patient
outcomes. Since the study was conducted, other EC treat-
ments gained approval in Brazil; however, their adoption and
impact have yet to be assessed.®~1

There is a scarcity of real-world data regarding patient
characteristics, treatment patterns, and clinical outcomes in
women with EC, especially in Latin America.>'>'3 Real-
world data enhances the understanding of disease burden
and unmet treatment needs. Furthermore, within the private
healthcare setting, measuring outcomes such as time until
the first treatment may act as a proxy to service efficiency,
and understanding factors such as the duration of the
treatment and disease progression may support the planning
and evaluation of EC care in Brazil.

Therefore, the Endometrial Cancer Health and Clinical
Outcomes Study in Brazil (ECHOS-B) was conducted to

—

Follow-up: time from index date until study end,
loss to follow-up, or death
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describe real-world treatment patterns and outcomes in
women with EC in Brazil who had received 1L with PBT in
the private healthcare system.

Materials and Methods

Study Design and Population

The ECHOS-B was a retrospective, longitudinal study based on
Brazilian administrative claims from the private healthcare
setting (extracted from the Orizon database). The Orizon
database covers around 20% of the private healthcare
system in Brazil.'* It includes medical invoices for healthcare
consultations, hospitalizations, and medical procedures
from various providers, as well as information on
prescribed medications.

We collected data on privately-insured female patients
aged > 18 years (at the index date, that is, the proxy for EC
diagnosis), who had received an International Classification
of Diseases, 10th revision (ICD-10) diagnostic code (C54:
malignant neoplasm of corpus uteri) for EC > 2 times
(=Fig. 1). The index date was defined as (whichever came
first) the first date a patient received: an ICD-10 code related
to EC; a medical procedure (surgery or radiotherapy), image
examination, hospitalization, emergency visit, or biopsy
related to EC management; or was prescribed a systemic
therapy (chemotherapy, hormone therapy [HT], or immuno-
therapy [IT]) to treat EC between January 1, 2015, and
December 31, 2019. For this retrospective study, the publi-
cation or report of the study data did not include patient
identifiers; therefore, institutional review board approval
was not required. Orizon typically requests consent from
patients to share data for research purposes, in accordance
with the Declaration of Helsinki.

Study Objectives and Variables

The study objectives were to describe real-world treatment
patterns in Brazil for women with EC who had received 1L
with PBT, alone or in combination with another treatment.
The sample included patients receiving initial PBT chemother-
apy in either adjuvant or neoadjuvant therapy. Additional
objectives were to describe the demographic and clinical
characteristics (duration of follow-up, time from index date
to 1L with PBT, duration of 1L with PBT, and time until the
next treatment [TTNT]). Estimated real-world progression-free
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of an EC-related ICD-10 code or treatment for EC2

Fig. 1 Study design. Abbreviations: EC, endometrial cancer; HT, hormone therapy; ICD-10, International Classification of Diseases, 10th revision;
IT, immunotherapy. Notes: °An image examination, hospitalization, emergency visit, biopsy, surgery, radiotherapy, or systemic therapy

(chemotherapy, HT, or IT) related to EC management.
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survival (rwPFS) and real-world OS (rwOS) after 1L with PBT
were also evaluated.

The first claim for a systemic therapy was identified as the
initiation of 1L. A regimen was considered as including all
systemic therapies administered concomitantly, or within a
maximum gap of 30 days. All systemic therapies of interest
related to EC treatment were based on the National Compre-
hensive Cancer Network Clinical Practice Guidelines.® All
systemic therapies described as part of the line of therapy
(LOT) were based on guidelines by the Brazilian Health
Regulatory Agency (Agéncia Nacional de Vigilancia Sanitaria,
ANVISA, in Portuguese).

The end of 1L with PBT was defined as the date of
the last drug administration: 1) preceding an interval of
more than 120 days between drugs; or 2) preceding the
addition of a new drug different from the initial regimen. If
the final drug in the LOT was an oral treatment and continued
for up to 30 days, overlapping with the initiation of a
new drug, then the date immediately preceding the start
of the new drug was considered. The 120-day gap started
on the first day after the last day of administration of the
therapy regimen.

Accordingly, the start of the second-line therapy (2L) was
defined as the date of the start of a new systemic therapy that
was not part of the previous LOT, or the time of resumption of
the same treatment regimen (that is, retreatment, after an
interval of > 120 days).

Eligible patients receiving any systemic therapy had the
first two LOTs identified for regimen and duration; thus the
population of interest was classified as patients receiving 1L
with PBT. The follow-up (in months) of these patients was
calculated from the index date until the final period of the
study (June 30, 2020), until a loss to follow-up was identified,
or until death, whichever occurred first.

In the same LOT, a patient may have received more than
one therapeutic class (PBT, non-PBT, HT, IT). The patients
could only be allocated to one combination group.

Soares et al.

Data Analysis

A frequency distribution was generated to report all unique
combinations in the treatment regimens received by the
patients included in the final analysis.

The results were interpreted descriptively; no country-
level generalizations were made. For the continuous varia-
bles, descriptive statistics of central tendency (mean or
median values) and dispersion (standard deviation or inter-
quartile range [IQR] values) are presented. The analysis
included only patients with data available and who met
the inclusion criteria. The duration of 1L with PBT (in
months) was defined as the time from the first to the last
dates of drug administration in the LOT. The TTNT was
defined as the time from the start of the first platinum-based
drug to the start of 2L. The rwPFS was estimated from the
date of the first drug administration in the 1L with PBT to
progression (new regimen of systemic therapy or death).’®
The rwOS was calculated from the index date until death,
including censoring time by loss to follow-up.'®

The estimated rwPFS and rwOS were evaluated through
the Kaplan-Meier non-parametric statistical analysis, and
the cumulative risk per year of follow-up was calculated.

Results

Patient Identification and Characteristics

A total of 1,078 patients diagnosed with EC in the study
period were treated with surgery, radiotherapy, and/or any
systemic therapy (=Fig. 2). Of the total population, 70.0%
(n=755/1,078) were treated with 1L, 68.9% (n=520/755) of
whom received PBT; 46.2% (n=129/279) received 2L with
PBT (=Table 1). In 1L, 57.4% (n=433/755) of the patients
received PBT and non-PBT in combination; in 2L, this combi-
nation decreased to 31.5% (n=_88/279) (=Table 1). Most 1L
patients (n=411/755; 54.4%) received at least the
carboplatin/paclitaxel regimen (alone or in combination
with other drugs), with the remaining 344 (45.6%) patients

Brazil (Orizon claims database)

Patients aged 218 years with 22 ICD-10 codes?, who )
underwent surgery, radiotherapy, or received systemic
therapy between January 1, 2015, and December 31, 2019
Patients who n=1,078 Y,

-
underwent only surgery 1‘

A

Vs

or radiotherapy J‘
n=323

Patients who received systemic therapy (chemotherapy,
hormone therapy, or immunotherapy)
n =755

Patients treated with

J
R non-platinum

Patients who received platinum-based

" chemotherapy
n =235

chemotherapy
n=>520

Fig. 2 Flowchart of the study population. Abbreviation: ICD-10, International Classification of Diseases, 10th revision. Notes: °C54, malignant

neoplasm of corpus uteri.
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Table 1 Proportion of women with endometrial cancer according to their combination of therapeutic class (Orizon database,

Brazil; January 1, 2015-June 30, 2020)

Therapy 1L (n=755) 2L (n=279)
n % n %

Therapeutic class®
Chemotherapy (PBT) 520 68.9 129 46.2
Chemotherapy (non-PBT) 590 78.1 199 71.3
IT 105 13.9 66 23.7
HT 73 9.7 44 15.8

Therapeutic class combination®
PBT 46 6.1 16 5.7
PBT +IT 3 0.4 - -
PBT +HT 1 0.1 1 0.4
PBT + non-PBT 433 57.4 88 31.5
PBT + non-PBT +IT 33 4.4 18 6.5
PBT 4+ non-PBT +HT 4 0.5 4 1.4
PBT 4+ non-PBT +IT 4+ HT - - 2 0.7
Non-PBT 105 13.9 74 26.5
Non-PBT +IT 8 1.1 10 3.6
Non-PBT + HT 3 0.4 3 1.1
Non-PBT +IT +HT 3 0.4 - -
IT+HT 5 0.7 7 2.5
HT 57 7.5 27 9.7
IT 53 7.0 29 10.4

Abbreviations: 1L, first-line therapy; 2L, second-line therapy; HT, hormone therapy; IT, immunotherapy; PBT, platinum-based therapy.
Notes: *Patients could receive more than one therapeutic class in the same line of therapy. "Patients could only appear in one combination group.

receiving a combination of other therapies (~Supplementary
Table S1 (online only)).

Duration of 1L and Time until Next Treatment

For the subgroup of patients who received 1L with
PBT (n=>520), the mean treatment duration was 3.142.5
months (~Table 2).

For patients treated with surgery, radiotherapy, and/or
any systemic therapy (n=1,078), the mean time from the
index date to the first treatment was 2.5 +5.4 months. The
mean time from the index date to 1L with PBT was 4.8 6.3
months. The mean TTNT was 9.4 4+ 7.3 months, based on the
173 patients who progressed to 2L.

Estimated Real-World Progression-Free Survival

Overall, the median adjusted rwPFS among those submitted to
1L with PBT was 18.2 months (=Fig. 3). The unadjusted
median (IQR) time of rwPFS after 1L with PBT, excluding losses
to follow-up, was 7.0 (8.3) months. The 1- to 5-year adjusted
cumulative risks of progression or death after 1L with PBT were
36.2%, 52.1%, 57.1%, 57.1%, and 59.8% respectively (~Table 3).

Platinum Rechallenge
Progression after 1L with PBT occurred in 41.3% of the
patients (n=215/520; 58.7% [n=305/520] were lost to

Braz | Oncol  Vol. 22/2026 © 2026. The Author(s).

follow-up). Of these, 80.5% (n=173/215) received another
systemic treatment regimen, and 19.5% (n=42/215) died.
Among the 173 patients who received another systemic
treatment regimen, 60.7% (n=105/173) continued to be
treated with PBT. The Sankey diagram (~Fig. 4) represents
all the therapy combinations used in 2L among the patients
with EC who progressed. The most common 2L regimen
among these patients was PBT combined with non-PBT.

Real-World Overall Survival

A total of 107 deaths (20.6%) were registered during
the study, with a mean time from the index date to
death of 14.9 +10.2 months (median: 13.4; IQR: 14.1). The
Kaplan-Meier rwOS estimates in patients treated with 1L
with PBT are shown in =Fig. 5. The 1- to 5-year cumulative
risks of death were 10.4%, 23.7%, 27.6%, 31.8%, and 35.4%,
respectively (=Table 3).

Discussion

Real-world data are lacking for patients with EC, especially in
Latin American countries.>'2'3 To the best of our knowledge,
the current is the first real-world study to describe the
treatment patterns of Brazilian patients with EC
(=Supplementary Fig. S1 Visual Abstract (online only)).
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Table 2 Demographic and clinical characteristics of women
with endometrial cancer who received 1L with PBT (n =520;
Orizon database, Brazil; January 1, 2015-June 30, 2020)

Age group on the index date n (%)
18-39 years 14 (6.8)
40-49 years 5(12.2)
50-59 years 47 (22.9)
60-69 years 4 (36.1)
> 70 years 5 (22.0)
Missing data 315 (60.6)

Mean age on the index date (years) 61.0+12.3

Index year n (%)
2015 161 (31.0)
2016 98 (18.8)
2017 97 (18.7)
2018 8 (15.0)
2019 6 (16.5)

Duration of follow-up (months)

Mean 22.8+16.3
Median (IQR) 17.2 (21.8)

Time from index date to 1L with

PBT (months)

Mean 4.8+6.3
Median (IQR) 3.4 (4.3)

Duration of 1L with PBT (months)

Mean 3.1+£25
Median (IQR) 3.4 (2.5)

Time in months until next treatment

from 1L to 2L (PBT or non-PBT)

Mean 9.4+7.3
Median (IQR) 9(8.2)

Geographical region for the n (%)

service claim
Midwest 43 (8.3)
North 1(2.1)
Northeast 67 (13.0)
South 9 (3.7)
Southeast 376 (72.9)
Missing data 4 (0.8)

Abbreviations: 1L, first-line therapy; 2L, second-line therapy;
IQR, interquartile range; PBT, platinum-based therapy.

In the present study, we analyzed data from 1,078 Brazil-
ian women with private health insurance between 2015 and
2020. Most patients (70.0%) received 1L, more than 2/3 of
whom (68.9%) received 1L with PBT. Almost 60% of the
women treated with 1L with PBT were aged > 60 years,
whichis indicative of a demographic considered at a high risk

Soares et al.

of developing EC.>'7 Among patients in ECHOS-B who re-
ceived systemic therapy, more than half received the
carboplatin/paclitaxel combination in 1L, which was in line
with the guideline recommendations at the time.>’ In a
comparable retrospective study, the ECHOS-A,'® which was
conducted in Argentina (an upper-middle-income economy)
among patients diagnosed with EC who received 1L, most
(74%) of the sample received 1L with PBT. Of these patients,
73% received 1L with the carboplatin/paclitaxel combina-
tion.'® Notably, real-world studies from high-income econo-
mies with similar methodologies have reported higher
proportions of patients treated with 1L with PBT'~2! and
high rates (range: 73-99%) of 1L carboplatin/paclitaxel
treatment,'8-20-22

All Brazilians are covered by public health insurance; in
2022, 25% of the population was also covered by private
health insurance, which is considered to provide easier
access to certain services or professionals.?> Our findings
using the Orizon database, which covers 20% of the private
healthcare system, may serve as a proxy to assess service
efficiency in the private healthcare setting and may support
improvements in the planning and evaluation of EC care in
Brazil. Thus, efforts to gain a deeper understanding of the
treatment patterns herein reported may help identify unmet
medical needs and improve the outcomes for these patients
in Brazil.

The prognosis of patients with EC has been shown to be
correlated with delays in diagnosis and treatment initia-
tion.?* Disparities regarding access to healthcare contribute
to long delays between cancer diagnosis and first treat-
ment.?>?® Despite the “Law of 60 days,” in the public health-
care setting, up to 38% of women with EC in Brazil wait more
than 90 days for their first treatment.?® In addition, women
often face more advanced disease and worse disease-free
survival and OS compared with women treated in private
healthcare facilities, likely due to longer delays and limited
access to specialist facilities and high-cost drugs.®26:27
Indeed, in the current study, in a private healthcare setting,
we report the mean time from index date to first EC-related
treatment of 2.5 4+ 5.4 months. Similarly, in an observational
study?® using public health data from a Brazilian hospital,
among 185 patients with EC, the mean time from diagnosis
to ECrelated treatment was 131+71 days, with only
12.1% of the patients beginning treatment within 60 days
of the diagnosis.

Due to the paucity of real-world data on treatment
patterns and outcomes for EC, comparisons of the patients
submitted to 1L with PBT herein described with other real-
world studies are challenging. Nonetheless, in the present
study, the cumulative rwOS rates after 1L with PBT decreased
over time, which was broadly consistent with trends ob-
served in other real-world studies—albeit in patients with
advanced/recurrent EC who received prior chemothera-
py.2%2%30 It is worth noting that, within an administrative
health claims study, as not all death events are captured, the
outcomes related to death rates may be underestimated. The
absence of disease stage from our dataset may pose limita-
tions to the interpretation and evaluation of the treatment

Braz ] Oncol Vol. 22/2026 © 2026. The Author(s).
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Fig. 3 Kaplan-Meier curve for the estimated real-world progression-free survival after 1L with PBT (Orizon database; January 1, 2015-June 30, 2020).
Abbreviations: 1L, first-line therapy; Cl, confidence interval; PBT, platinum-based therapy. Notes: Death was included as progression. Four patients
who progressed on the same day as 1L completion were not included in this analysis.

Table 3 Cumulative risks of progression or death in women with endometrial cancer who received 1L with PBT (Orizon database,

Brazil; January 1, 2015-June 30, 2020)

Year n Patients who Patients lost to Percentage of cumulative
progressed (n) follow-up (n) risk (95% Cl)

0-1 520 162 145 36.2 (31.9-40.8)

1-2 213 44 72 52.1 (46.9-57.4)

2-3 97 8 42 57.1 (51.4-62.9)

3-4 47 0 22 57.1 (51.4-62.9)

4-5 25 1 18 59.8 (52.5-67.2)

Year n Patients who Patients lost to Percentage of cumulative
died (n) follow-up (n) risk (95% Cl)

0-1 520 48 114 10.4 (7.9-13.5)

1-2 358 44 124 23.7 (19.7-28.4)

2-3 190 8 68 27.6 (23.1-32.8)

3-4 114 56 31.8 (26.4-38.0)

4-5 53 2 30 35.4 (28.6-43.3)

Abbreviations: Cl, confidence interval; 1L, first-line therapy; PBT, platinum-based therapy.

patterns herein reported regarding disease severity. Efforts
to overcome the lack of clinical data on disease stage were
made by evaluating patients receiving PBT, as they are
typically diagnosed with advanced/recurrent disease.>’
Currently, the treatment options for women with EC
progressing after 1L are limited.” Additionally, standard 2L
chemotherapeutic options have not yet been clearly defined,
as none have significantly improved patient outcomes to
date,” as evidenced by other real-world studies.”®2" In the
current study, progression after 1L with PBT occurred in

Braz | Oncol  Vol. 22/2026 © 2026. The Author(s).

more than 2/5 (41.3%) of the patients, 1/5 of whom (19.5%)
died, and more than 3/4 (80.5%) received another systemic
treatment; none received radiotherapy or surgery in the 2L
setting. In contrast, guidelines’ recommend adjuvant radio-
therapy in patients with high-to-intermediate risk (with or
without lymphovascular space invasion) and high risk of
developing EC. Among the patients receiving 1L with PBT in
the ECHOS-A,'® progression events were reported in more
than 3/5 (63.7%), and approximately 3/5 of these patients
(58.1%) received another systemic treatment, ~ 10%



Platinum-Based Endometrial Cancer Treatment in Brazil

PBT+non-PBT+IT (n=22) ——

PBT+non-PBT+HT (n = 3)

PBT+non-PBT (n = 129)
PBT

(n=173)

PBT+T (n=1)

PBT (n = 18) l

1L

Soares et al.

PBT+non-PBT+IT (n=15)

PBT+non-PBT+HT+IT (n=1)|
PBT+non-PBT+HT (n = 1)

PBT

PBT+non-PBT (n = 73)
(n =105)

Wrerin-15)
mm Non-PBT+IT (n = 6)

non-PBT+HT (n=1)

Inon-PBT (n=36)

llT(n=18)

M HT (n=7)

2L

Fig.4 Sankey plot from 1L to 2L among patients with endometrial cancer who received 1L with PBT (Orizon database; January 1, 2015-June 30,
2020). Abbreviations: 1L, first-line therapy; 2L, second-line therapy; HT, hormone therapy; IT, immunotherapy; PBT, platinum-based therapy.
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Fig.5 Kaplan-Meier curve for real-world overall survival after 1L with
PBT (Orizon database; January 1, 2015-June 30, 2020). Abbrevia-
tions: 1L, first-line therapy; Cl, confidence interval; PBT, platinum-
based therapy. Notes: Death was included as progression. One patient
who contributed with zero person-time was not included in this
analysis.

underwent surgery (9.7%) or radiotherapy (12.9%), and al-
most 1/5 died (19.4%). In the current study, among patients
receiving 1L with PBT, the risk of progression increased over
time (1- to 5-year risk: 36.2-59.8%) with a median time until
progression of 18.2 months. Similarly, in ECHOS-A,'® the
progression risk increased over time, albeit with higher
progression risk estimates observed across 5 years
(46.5-77.5%), and a shorter median time until progression,
of 12.9 months.

In the current study, a large proportion (60.7%) of patients
who experienced progression received rechallenge with PBT.
While there is no globally-accepted standard of care in the
2L, our data are consistent with those of other real-world
studies,?’?° which reported similar findings for patients
with EC receiving 1L with PBT who were rechallenged with
2L with PBT. In aretrospective study conducted in the United
States?? using data on administrative claims between 2004
and 2019, almost 60% of the patients who had previously
been submitted to 1L with PBT were retreated with 2L with
PBT. Similarly, an analysis of patients with EC receiving 1L

with PBT from Japan?' reported that more than 60% were
retreated with 2L with PBT.

The EC treatment setting has altered markedly in recent
years, and immune-oncology and chemotherapy-based com-
bination regimens are recommended as 1L options for
advanced/recurrent disease.”2'3* The present study cap-
tures the EC treatment landscape prior to the shift in current
guidelines. Nonetheless, in line with treatment guidelines at
the time,>7:32 chemotherapy remains a cornerstone of treat-
ment for patients with EC. Particularly, the carboplatin/
paclitaxel combination remains an established and preferred
1L for advanced/recurrent disease. However, subsequent
retreatment with traditional cytotoxic chemotherapy
remains challenging, considering factors such as the optimal
duration of platinum-free intervals between treatment lines
and the concept of “platinum sensitivity.”>>>/ The latter is
predominately based on small retrospective studies, along
with expert opinion and healthcare practitioner experience.>®
Although chemotherapy is administered to treat patients
with advanced/recurrent EC, novel targeted therapies and
immune-oncology approaches considering the patient’s pro-
file, molecular classification, and histology have demonstrat-
ed better effectiveness after the initial treatment.'® As our
understanding of molecular classification evolves, precision
medicine is reshaping the treatment approach for EC.'%3°
Tailoring treatment approaches based on early molecular
profiling of individual patients represents a promising ap-
proach to enhance antitumor effects.'® Notably, significant
positive shifts in the management of EC in the front-line
setting have been reported for patients with mismatch repair-
proficient (MMRp)/microsatellite stable (MSS) and MMR-de-
ficient (MMRd)/microsatellite instability-high (MSI-H) EC,
who are amenable to immune-oncology treatment,'%3° as
exemplified by novel therapies, namely pembrolizumab with
or without lenvatinib approved for patients with MMRp/MMS

tumor profiles®®3° and dostarlimab approved for patients
with MMRA/MSS as well as MMRdA/MSI-H tumor
Braz ] Oncol Vol. 22/2026 © 2026. The Author(s).
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profiles.”4%4! Promisingly, results from the phase Ill Study to
Evaluate Dostarlimab plus Carboplatin-Paclitaxel versus Place-
bo plus Carboplatin-Paclitaxel in Participants with Recurrent or
Primary Advanced Endometrial Cancer (RUBY trial)*2 showed
statistically significant and clinically meaningful OS benefits in
patients with primary advanced/recurrent EC treated with
dostarlimab in combination with carboplatin-paclitaxel com-
pared to carboplatin-paclitaxel alone (hazard ratio = 0.69; 95%
Cl: 0.54-0.89; p=0.0020).

In line with the EC treatment landscape during the study
period, in the current study, chemotherapy dominated the
treatment choice in the 1L and 2L settings. Furthermore, the
use of immunotherapy was low in 1L, with more than 10% of
the patients receiving immunotherapy treatment, a rate that
increased to more than 20% in 2L. The approval of dostarlimab
in Brazil, in 2022 for 2L for patients with advanced/recurrent
MMRdA/MSI-H EC, and more recently in 2024 for 1L in
combination with chemotherapy, is bringing patients in
this region closer to accessing novel therapies. Consequently,
we may observe a shift in treatment patterns.m'”'43

The ECHOS-B used data from the private healthcare
system, which suggests that patients have access to optimal
care; however, some potential limitations should be consid-
ered. The findings should be interpreted considering the
specific population that the Orizon database represents. As
patients at any stage of the disease could be included in our
dataset, there are limitations to the interpretation and
evaluation of the treatment patterns herein reported regard-
ing disease severity. The subset of patients receiving PBT in
1L likely reflects those with advanced disease, either under-
going adjuvant or neoadjuvant therapy, and the study is
limited in terms of distinguishing them. Due to this, the
longer-than-expected rw PFS observed in the study may
reflect this limitation, although, in our dataset, the number
of patients treated with surgery and drugs was small (lower
than 4%; data not shown). Treatments or hospitalizations
that ultimately occur in the public healthcare system are not
captured by the Orizon database; therefore, the results
cannot be generalized to the population with lower socio-
economic status, or to the public healthcare system, to which
all Brazilians have access.

Other limitations include those traditionally associated
with retrospective analyses, such as problems with the
quality of data recording in the local clinical practice and
the availability of clinical information. In addition, analyses
of data on administrative claims depend on correct coding for
diagnoses, procedures, and drugs, such that any coding
inaccuracies may lead to case misidentification.

Conclusion

The ECHOS-B provides valuable insight into real-world treat-
ment patterns and outcomes for patients with EC in Brazil.
Our findings demonstrate that PBT is frequently (~ 70%)
used in 1L, with high rates of progression and with most
progression events occurring within 2 years. These findings
enhance EC awareness and clarify current and emerging
treatment options, particularly as clinicians gain experience

Braz | Oncol  Vol. 22/2026 © 2026. The Author(s).
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with novel immunotherapies. Recent developments and
approvals of novel immune-oncology therapies for
advanced/recurrent EC will undoubtedly lead to improve-
ments in patient outcomes both in Brazil and worldwide.
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