
period 2, respectively. Surgery was the mainstay of treatment in
both periods (p=0.356). The adoption of minimally invasive
surgery was consistent in the two study periods (p=0.976).
Before COVID-19 pandemic, 1,848 (72.8%), 666 (26.3%), and
25 (0.9%) patients had minimally invasive, open and vaginal
surgery, respectively. During the COVID-19 pandemic, 1,663
(72.8%), 582 (25.5%), and 41 (1.7%) patients had minimally
invasive, open, and vaginal surgery, respectively. Nodal assess-
ment was omitted in 689 (27.3%) and 484 (21.2%) patients
treated in period 1 and 2, respectively (p<0.001). While, the
prevalence of patients undergoing sentinel node mapping (with
or without backup lymphadenectomy) has increased during the
COVID-19 pandemic (46.7% in period 1 vs. 52.8% in period
2;p<0.001). Overall, 1,280 (50.4%) and 1,021 (44.7%)
patients had not adjuvant therapy in period 1 and 2, respec-
tively (p<0.001). Adjuvant therapy (in particular chemotherapy)
use has increased during COVID-19 pandemic (p<0.001).
Conclusion* Our data suggest that the COVID-19 pandemic
had a significant impact on the characteristics and patterns of
care of EC patients. These findings highlight the need to
implement healthcare services during the pandemic.
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Introduction/Background* In Study 309/KEYNOTE-775, lenva-
tinib+pembrolizumab showed significant and clinically mean-
ingful improvements in OS, PFS, and ORR versus treatment
of physician’s choice (TPC) in aEC patients following prior
platinum-based therapy. Safety considerations are also impor-
tant in EC. Herein, we characterize common adverse reactions
(ARs) in patients with aEC in Study 309/KEYNOTE-775 and
their respective management strategies. Additionally, the clini-
cian’s role in proactively managing ARs will be highlighted.

Methodology In Study 309/KEYNOTE-775, patients were
randomized to lenvatinib 20 mg QD PO + pembrolizumab
200 mg IV Q3W (n=411) or TPC (n=416; doxorubicin 60
mg/m2 IV Q3W or paclitaxel 80 mg/m2 IV QW, 3 weeks on/1
week off). Herein, characterization of key ARs is based on
incidence and known association with lenvatinib+pembrolizu-
umab, and interventions for ARs in aEC patients. Key ARs
are grouped by preferred terms per FDA definitions for ARs
in patients with endometrial carcinoma from the US prescrib-
ing information; ARs include hypertension, musculoskeletal
pain, fatigue, nausea, diarrhea, decreased appetite, stomatitis,
vomiting, hypothyroidism, palmar-plantar erythrodysesthesia
(PPES), and decreased weight.
Result(s)* Median times (weeks) to first onset of key ARs [any
grade] were: hypertension (2.1), fatigue (2.3), musculoskeletal
pain (3.2), nausea (4.7), decreased appetite (4.9), stomatitis
(4.9), vomiting (7.6), diarrhea (7.9), hypothyroidism (8.9),
PPES (9.6), and decreased weight (10.7). Among ARs
described, those that led to withdrawal of lenvatinib included
decreased appetite (2%), fatigue (2%), hypertension (2%),
diarrhea (1%), musculoskeletal pain (1%), vomiting (1%), and
decreased weight (1%); only decreased appetite (1%) and diar-
rhea (1%) led to withdrawal of pembrolizumab. Hypertension
most frequently led to lenvatinib dose reduction (18%); diar-
rhea and hypertension most frequently led to dose interrup-
tion of lenvatinib (11% each) as last action taken with
lenvatinib. Diarrhea most frequently led to pembrolizumab
interruption (8%). Change in sum of target lesion diameters
over time, exposure-adjusted ARs, and AR management strat-
egies will be reported.
Conclusion* In general, ARs due to lenvatinib+pembrolizumab
were as expected and often occurred within 3 months of
treatment initiation. As will be presented, clinicians play a crit-
ical role in prompt identification and AR-directed management
of patients with aEC; such management may potentially
reduce treatment interruption(s) and/or lenvatinib dose
reduction.
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Introduction/Background* The first Swedish national guidelines
for endometrial cancer (NGEC) recommended adequate stag-
ing with pelvic and paraaortic lymphadenectomy for patients
with high-risk disease, including non-endometrioid endometrial
cancer (EC). The recommended adjuvant oncological treatment
protocol was chemotherapy to all non-endometrioid EC and
radiotherapy only for those with stage IIIC. Before the
NGEC, the stipulated surgery was solely hysterectomy and
bilateral salpingectomy followed by adjuvant chemo-and radio-
therapy to all non-endometrioid ECs. The aim of this study
was to investigate the outcome in survival and recurrence of
this shift in treatment strategy.
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