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Background Results
|:N]| * Endometrial cancer (EC) is mostly diagnosed Cumulative mortality rate in the database Figure 3: Mortality by tumor stage Mortality by tumor location
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present G. poor prognosis when the . ISGFJSG 121 pOtients died in the StUdy period. This accounts and stage Il was the most pre\/cﬂent Stgging N death hlgher cumulative mortality rate
recurs or in the advanced/metastatic disease for a cumulative mortality rate of 21% cases (45%)
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In addition, there are studies that present cumulative mortality rate 20% 35 at initial diagnosis:
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(05) EC patients 15% 5 Tumor location cumuIGtive mclrtollty # deaths
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N of this study was to investigate the mortality (C1 95% 17%—24%) Figure 4: Mortality by histology cervical glands
data of patients with EC during the period of * Endometrioid presented the lowest cumulative mortality
. ol e 7 . . . . . . . . . .
2010 to 2021 in a Brazilian reference women Not all information for the 121 patients was available in the EMR and rate (15.3%); however, it is the most prevalent histology >erosal invasion and/or 259% (9.4-42.5) 7
: : : ~ therefore was not included in the database. Missing information for studied o appendages
healthcare pUth hOSpItCI| located in SGo tumor characteristics was not considered in the cumulative mortality rate class (539 /o)
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: : o , , , Beyond uterus but confined o
in EC across different tumor characteristics. cumulative mortality rate and # deaths by histology . 33.3% (4.1-62.6) 1
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Methods 0% 0
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. . . I. These tumor locations have very small population size and should be
* This was a retrospective database study using data L . 10% m 10 interpreted with care (e.g. wide Cl 95% variation).
from a reference pu blic hOSpitCI|. Database was Table 2: Distribution by ethnICIty 0% o dormetriond ear cells Sroue 0 Tumor located as “invasion of the bladder and/or intestinal mucosa” and
TR L : : ‘vaginal metastases or parametrial involvement” presented low incidence and
structured from the hOSpItCI| s electronic medical Ethnicit Distribution of mmmmm mortality rate ——— # deaths death cases, preventing any calculation of the cumulative mortality rate with
records (EM R) y patients Unknown 78% statistical significance (Cl 95%).
* Patients were selected based on: White 60.3% Mucinous, papillary qnol adenocarci/joma histology pre;ented Iovy incidenc;e and o
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+ 18 years or older . Patients with inconsistency data Asian 3.3% * Cumulative mortality rate was calculated across the
. ICD-10 C54.] I | (e.g. order of events inconsistent I I . . .
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Among all relapsed patients 184 (134) I. The Institution cateqgorizes recurrence sites that are not predefined as “other.” Also * Data should be interpreted with care duye
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