
Introduction/Background To evaluate the role of transvaginal
sonographic (tvUSG) endometrial thickness to detect endome-
trial cancers among postmenopausal women.
Methodology Endometrial biopsy results of 1099 postmeno-
pausal patients who have been evaluated at our hospital since
2015 are retrospectively collected. Age, symptoms (asympto-
matic vs. postmenopausal bleeding-PMB), tvUSG endometrial
thickness were the parameters to be collected. Patients with
insufficient endometrial sampling were excluded (n = 103,

9.3%). Remaining study group (n=996) were divided into 5
groups according to their histopathological diagnosis: benign/
physiological endometrium (group A), endometrial polyp
(group B), endometrial hyperplasia or intraepithelial neoplasia
(group C), endometrioid carcinoma (group D) and non-endo-
metrioid carcinoma (group E). A scatter plot graph (figure 1)
is prepared comparing the endometrial pathologies vs. tvUSG
thickness.
Results A total of 996 endometrial biopsies were evaluated (356
patients were asymptomatic, 640 patients presented with postme-
nopausal bleeding). The median age of the patients was 57.3
years. The cancer detection rate among patients with bleeding
was 7.6% (49/640). This rate was 4.2% in asymptomatic
patients (15/356). The comparison of the two groups is pre-
sented in table 1. High-grade cancers were detected three times
more in symptomatic patients (75%, 15/20 vs. 25%, 5/20).

The mean endometrial thickness increases gradually from
group A to group B: 8.3 for group A; and 12.1, 11.9, 18.7
and 16.0 mm for groups B, C, D, and E; respectively. In
groups D and E, there were only 4 patients with an endome-
trial thickness of less than 5 mm (6.2%). Three patients were
symptomatic and only one patient was asymptomatic.

A threshold of 5 mm can reveal 14/15 cancers in asympto-
matic patients, while this figure is 12/15 for a 10 mm thresh-
old and 6/15 for a threshold of 20 (figure 1). A threshold for
10 mm is reasonable for asymptomatic patients, missing 3 can-
cer patients (1 low grade, 2 high grade). In symptomatic
patients, these figures were 46/49 for 5 mm threshold (3
missed cancer), 37/49 for a 10 mm threshold (12 missed can-
cer) and 21/49 for a 20 mm threshold (28 missed cancer).
Conclusion Endometrial biopsy should be performed routinely
in patients with postmenopausal bleeding due to high numbers
of missed cancers. However, in asymptomatic patients, a
biopsy can safely be ignored in patients with endometrial
thickness of less than 5 mm. A biopsy may also be reserved
for patients with an endometrial thickness > 10 mm (Cancer
detection rate is 1.4% vs. 7.8%).
Disclosures Nothing to declare.
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Introduction/Background There are little data describing the
economic burden of cervical/endometrial cancers. Therefore,
this study aimed to estimate the incremental lifetime economic
burden among newly diagnosed cervical and endometrial can-
cer patients versus non-cancer controls using a phase-based
costing approach.
Methodology Cervical and endometrial cancer patients newly
diagnosed between January 2015 – June 2018, with continu-
ous enrollment for 12 months prior and 6 months post diag-
nosis were identified in the Optum Clinformatics DataMart
database. Non-cancer controls included patients who did not
have any cancer diagnosis and had at least 18 months of con-
tinuous enrollment in the data. The index date was the date
of the first diagnosis for cancer cases and the first claim date

Abstract 357 Figure 1 Scatter plot graph comparing the endometrial
pathologies vs. tvUSG thickness

Abstract 357 Table 1
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after 12 months of continuous enrollment for non-cancer con-
trols. Both cases and controls were followed until death/loss
of enrollment/end of data availability. Cancer patients were
matched with non-cancer controls on the propensity of receiv-
ing a cervical/endometrial cancer diagnosis, index year, and
year of last follow-up.

Per patient per month (PPPM) costs (outpatient, inpatient,
ER, pharmacy) attributable to cervical and endometrial cancer
were calculated for the following 4 phases: pre-diagnosis (3
months prior to diagnosis), initial (6 months post-diagnosis),
terminal (6 months pre-death), and continuation (any remain-
ing time between initial and terminal phases). Survival data
were obtained (cases: Surveillance, Epidemiology, and End
Results registry; controls: United States life tables) to deter-
mine the monthly proportion of patients in each phase of

care. Total survival adjusted monthly cost were obtained by
multiplying the proportion of patients in each phase by the
total cost incurred during that month (figures 1 and 2). Gen-
eralized linear models were used to assess phase-specific
incremental costs attributable to cervical and endometrial
cancer.
Results The analytic cohort included 1,002 cervical cancer
patients and 4,005 matched non-cancer controls, and 5,003
endometrial cancer patients matched with 19,999 non-cancer
controls. The incremental total PPPM phase-specific costs
attributable to cervical and endometrial cancer were: pre-diag-
nosis (cervical: $1,057; endometrial: $3,315), initial (cervical:
$12,084; endometrial: $8,618), continuation (cervical: $2,732;
endometrial: $1,147), and terminal (cervical: $2,702; endome-
trial: $5,442). Incremental costs were significantly higher for

Abstract 362 Figure 1 Components of total costs by phase of care among cervical cancer patients and non-cancer controls

Abstract 362 Figure 2 Components of total costs by phase of care among endometrial cancer patients and non-cancer controls
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cancer patients versus non-cancer controls across all phases of
care (except terminal phase costs for cervical cancer). Outpa-
tient costs were the major driver of costs across all post-diag-
nosis phases (figure 1 and 2).
Conclusion The mean phase-specific costs followed the follow-
ing order: Terminal > Initial > Continuation > Pre-diagnosis.
This study highlights the substantial cost burden associated
with cervical/endometrial cancer, and cost variation by phases
of care.
Disclosures This study was funded by Merck Sharp &
Dohme Corp., a subsidiary of Merck & Co., Inc., Kenil-
worth, NJ, USA. Chizoba Nwankwo is an employee of
Merck Sharp & Dohme Corp., a subsidiary of Merck &
Co., Inc., Kenilworth, NJ, USA. Anuj Shah, Ruchit Shah,
Shelby Corman, and Nehemiah Kebede are employees of
Pharmerit International, which received consulting fees
related to this study.
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Introduction/Background Dostarlimab is a humanised pro-
grammed death (PD)-1 receptor monoclonal antibody that

Abstract 385 Table 1 Antitumour activity

Abstract 385 Table 2 Most common adverse events

Abstracts

Int J Gynecol Cancer 2020;30(Suppl 4):A1–A142 A39

 on M
ay 22, 2023 by guest. P

rotected by copyright.
http://ijgc.bm

j.com
/

Int J G
ynecol C

ancer: first published as 10.1136/ijgc-2020-E
S

G
O

.70 on 4 D
ecem

ber 2020. D
ow

nloaded from
 

http://ijgc.bmj.com/

