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‘To be able to offer insight into my experience as a woman diagnosed with endometrial cancer ...
was very rewarding. There were a lot of people at the summit in various roles of dealing with
cancer, so to be listened to from a personal experience of what could be improved upon for
women who are yet to start this journey was a powerful experience.’

— Consumer representative at the VICS Endometrial Cancer Summit 2024
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Foreword

This report summarises the data analyses prepared for the inaugural Victorian Integrated Cancer
Services (VICS) Endometrial Cancer Summit, which took place in person on Friday 22 November
2024 in Melbourne. There were 93 people in attendance, including consumers.

The VICS Endometrial Cancer Summit 2024 marked the first time a VICS Optimal Care Summit
had focused on endometrial cancer. These summits are multidisciplinary forums that review
analyses of routine datasets and examine unwarranted variations in tumour-specific clinical
practice and cancer outcomes. We were honoured to co-chair the Endometrial Cancer Summit
Expert Advisory Group, which was convened in 2024 to guide the analyses of statewide routine
quantitative and qualitative datasets to understand the current patterns of care for Victorians with
endometrial cancer. The summit facilitated dialogue about quality of care and variations in clinical
care, informed priority actions to address variations, and supported statewide, tumour-specific
clinician engagement and leadership.

We thank members of the expert advisory group and participants of the summit for their time,
effort, active contributions and support throughout this strategic consultation. We acknowledge
VICS, whose initiative this is and funds the program, as well as delivering quality improvement.

Finally, we acknowledge the Department of Health’s Analysis for Linked Data in Cancer team,
who analysed the linked dataset.

=y

Associate Professor Simon Hyde
Co-chair, Endometrial Cancer Summit

Dr Rosemary McBain
Co-chair, Endometrial Cancer Summit
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Summary
Background

The Optimal Care Summits program is a leading initiative of the Victorian Integrated Cancer
Services (VICS). It is administered and managed by the North Eastern Melbourne Integrated
Cancer Service. The summits support the broader program of work of implementing optimal care
pathways (OCPs) for cancer.

The purpose of the summits program is to identify unwarranted variation in tumour-specific cancer
care and cancer outcomes (including clinical practice variation) and to provide recommendations
for the VICS to address these at the state, network and/or health service levels. The summits
program involves a mixed-methods strategic consultation approach including:

o tumour-specific expert advisory groups

e analysis and reporting of a range of linked cancer datasets

o strategic consultations

o statewide surveys

e relevant stakeholder engagement throughout Victoria

e priority initiatives resourced by the VICS and other cancer organisations.

The 2024 endometrial cancer (EC) strategic consultation began in June 2024, and the EC Summit
event was held on 22 November 2024. The principal aim of this summit was to identify and
improve unwarranted variations to optimal care for people with EC cancer in Victoria and their
families. This work is strongly aligned with the OCP for people with EC. The OCP defines optimal
care across the EC journey.

Aim
This report aims to examine the key findings from the VICS 2024 EC strategic consultation and
summit event.

Methods

A mixed-methods approach was used to identify and prioritise unwarranted variations in EC,
including:

e arapid literature review to explore the known patterns of EC care and strategies used to
determine and address unwarranted variations in EC care

e surveying Victorian EC multidisciplinary clinical stakeholders to understand barriers, enablers
and preferences to provide optimal care for people with EC

e engaging EC consumers and carers to collect, document, analyse and summarise lived
experience through focus group discussions with EC consumers and a rapid literature review
of EC consumer experience

o data collection, analysis and reporting of a range of linked cancer datasets sourced from the
Department of Health (these datasets provided information on demographics, tumour and
treatment characteristics, age-standardised incidence, overall survival and measures aligned
with OCP standards)

» identifying unwarranted variations in care that were clinically relevant and using a Delphi
process to prioritise unwarranted variations for targeted action.
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Findings

The rapid literature review showed that very few studies have examined patterns of care in EC or
defined unwarranted variations, thereby underscoring the need for clear operational frameworks
to identify and address unwarranted variations in EC care. While the OCP aims to standardise
care, more comprehensive efforts are needed to ensure equity and consistency in its
implementation across all healthcare settings. Future initiatives should focus on reducing
disparities by improving adherence to the OCPs and implementing targeted interventions,
especially in priority populations.

The key barriers to optimal EC care identified by 62 multidisciplinary clinical stakeholders who
took part in the survey were workforce issues, timely access to care, limited access to weight
optimisation, patient challenges and lack of centralised care. Enablers and preferences to
providing optimal EC care included:

e access to primary care specialists, telehealth and clinical trials
e improvements in workforce training
o multidisciplinary meeting attendance.

Recommended mechanisms for change focused on developing a workforce strategy, streamlined
referral pathways, access to molecular testing and to enable system coordination.

Survey (n = 7) and focus group (n = 9) results with EC consumers highlighted numerous care
gaps, particularly in timely diagnosis and treatment, lack of supportive care referrals and in
communication. Almost three-quarters (71%) of EC consumers who responded to the survey
reported experiencing delays of more than six weeks from symptoms to diagnosis. In addition to
this, most (86%) reported not receiving information on clinical trials or supportive care. Focus
group participants expressed concerns about diagnostic delays, lack of supportive care and
inadequate communication with healthcare providers, often leading to confusion and anxiety. The
rapid literature review focusing on EC consumer experience confirmed these themes, noting
limited resources for prevention and survivorship in EC care.

Overall, 6,873 Victorians were diagnosed with EC between 2013 and 2022. Twenty-three
unwarranted variations in EC care were identified in the 2013—-2022 administrative datasets.

The Delphi survey process helped prioritise the 23 unwarranted variations specific to EC cancer
across Victoria. Three unwarranted variations were prioritised for discussion at the summit event.
These included, first, low rates of supportive care screening for EC patients across all ICS.
Second, there was variation between the ICS in the median number of days from diagnosis from
any treatment for EC patients with high-grade tumours ranging from 26 to 56 days between 2018
and 2022. Third, after adjusting for age at diagnosis and comorbidities, both survival from all-
cause mortality and cancer-specific mortality among EC patients with high-grade tumours was
significantly worse than the statewide average in Loddon Mallee Integrated Cancer Service
between 2018 and 2022.

Conclusion

There are unwarranted variations for EC care in Victoria. Despite some improvements across the
two time periods under review, targeted action is required to address these variations. These
actions include improving rates of supportive care screening for EC patients, time between
diagnosis and treatment for high-grade EC tumours, and lower regional survival rates EC patients
with high-grade tumours. The Victorian EC Action Register outlines improvement activities to
address the unwarranted variations.
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1. Introduction

Endometrial cancer (EC) is the most common gynaecological malignancy of the inner epithelial
lining of the uterus or womb.[1] EC is the most common gynaecological cancer diagnosed in
Australian women,[1] accounting for 90—-95% of uterine cancer cases, with approximately 2% of all
cases associated with Lynch syndrome.[2] Its incidence and mortality is rising globally.[3]

As a result, EC is, globally, the sixth most common cancer in women.[4] Previous epidemiological
studies have established obesity, nulliparity and diabetes as dominant factors for the increase in
incidence that accounts for up to half of all endometrial cancers in high-income countries,
including Australia.[5] In Australia, 60% of the general population of women are overweight or
obese, and more than 10% of Australian women have a body mass index (BMI) of 35 or higher.[6]
Furthermore, the age-standardised prevalence rate of diabetes in the general population of
Australian women has increased from 2.3% in 2000 to 3.8% in 2021.[7]

The data presented in this report are a summary of the analyses prepared for the 2024 Victorian
Integrated Cancer Services (VICS) Endometrial Cancer Summit and follow the seven steps
presented in the Cancer Council’s optimal care pathway (OCP) for women with EC.[8] The EC
Summit involves a strategic consultation process and summit event and is part of the VICS
Optimal Care Summits program, an initiative of the VICS delivered in collaboration with the
Department of Health and Cancer Council Victoria. The summits support the broader program of
work of implementing the OCPs across the stages of care from referral pathways to survivorship
and end-of-life care.

In November 2024 the VICS delivered the first Victorian EC Optimal Care Summit in Melbourne
with 93 participants. The aim of the summit was to examine quantitative and qualitative data on
EC patterns of care and cancer outcomes across Victoria, with a focus on comparing outcomes
between two time periods: 2013-2017 and 2018-2022. It also aimed to identify opportunities for
statewide improvements as part of the VICS Optimal Care Summits program (Figure 1). An EC
expert advisory group governed the analysis of administrative datasets (Victorian Admitted
Episodes Dataset [VAED], Victorian Emergency Minimum Dataset [VEMD] and Victorian
Radiotherapy Minimum Data Set [VRMDS]) linked with Victorian Cancer Registry (VCR) data for
cases that had a primary diagnosis of cancer (ICD-10 C54 and C55). The expert advisory group
also reviewed health record audit data and patient experience information. The following were
reviewed for unwarranted variations:

o EC patient demographics

e incidence and relative survival

e treatment

e measures against the steps set out in the OCP
e outcomes.

This report provides a high-level summary of Victorian statewide, metropolitan, and regional key
findings, unwarranted variations, and recommended actions. A mixed-methods approach was
used to identify and prioritise such variations. This yielded 23 unwarranted variations' in EC care
and outcomes in Victoria. Three unwarranted variations specific to EC were identified and
prioritised for improvement.

1 For the purpose of this report, an unwarranted variation is defined as a difference not explained by
differences in illness or preferences — that is, a chance to improve the quality and equity of clinical care.
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Figure 1: VICS Optimal Care Summits program workflow
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1.1 Further information

<https://www.vics.org.au/projects/endometrial-cancer-consultation-2024-vics-optimal-care-
summits>.

The EC OCP can be viewed and downloaded from the Cancer Council Australia website

<https://www.cancer.org.au/health-professionals/optimal-cancer-care-pathways>.
2. Aim

This report aims to examine the key findings from the VICS 2024 EC strategic consultation and
summit event.

Endometrial cancer in Victoria: optimal care pathway assessment report, 2025 | 13


https://www.vics.org.au/projects/endometrial-cancer-consultation-2024-vics-optimal-care-summits
https://www.cancer.org.au/health-professionals/optimal-cancer-care-pathways

3. Methods

This project adopted a mixed-methods approach. This included:

e arapid literature review to explore the known patterns of EC care and strategies that have
been used to determine and address unwarranted variations in EC

e surveying Victorian EC multidisciplinary clinical stakeholders to understand barriers, enablers
and preferences to provide optimal care for people with EC

o establishing an expert advisory group to govern the analysis of quantitative and qualitative
datasets

e engaging EC consumers and carers to collect, document, analyse and summarise lived
experience through focus group discussions with EC consumers and a rapid literature review
of EC consumer experience

e data collection, analysis and reporting of a range of linked cancer datasets from the
Department of Health (these datasets provided information on demographics, tumour and
treatment characteristics, age-standardised incidence, overall survival and measures aligned
with OCP standards)

o identifying unwarranted variations in care that were clinically relevant and using a Delphi
process to prioritise unwarranted variations for targeted action.

Each study component had a distinct methodological approach described below.

3.1 Rapid literature review

A rapid literature review was conducted in June 2024 to identify publications with a focus on any
EC cancer—specific care improvements occurring in Victoria and nationally.[9] The purpose of this
review was to assist the work of the EC expert advisory group and to examine the published
evidence base for the following questions:

1. What are the known patterns of EC care for adults?

2. What approaches or strategies have been used to (a) identify/determine unwarranted
variations and/or (b) address unwarranted variation in EC care?

3. What evidence is there of the effectiveness of the approaches identified in addressing
unwarranted variation in an EC care context?

Three databases (PubMed, MEDLINE and Embase) were searched for studies conducted in
Australia involving adults with EC and that identified or assessed unwarranted variations in
relation to any health outcomes from 2018 onwards. Articles were then assessed against the
eligibility criteria for relevance and quality. Data were extracted and checked and then collated
into a summary table. The complete methodology for the rapid literature review is available on the

Optimal-Care-Summits-endometrial-cancer-rapid-literature-review-August-2024.pdf>.

3.2 Barriers, enablers and preferences for optimal EC care

An online survey was developed in collaboration with an expert group comprising 24
multidisciplinary EC stakeholders representing each of Victoria’s ICS. The survey asked
respondents to select perceived unwarranted variations in EC care for their ICS region and
describe (via free-text fields) the barriers, enablers and preferences for optimal EC care. The
survey was piloted and then distributed to 119 key EC stakeholders. The survey was open for six
weeks between July and August 2024. Participation was voluntary, and results were collated and
analysed using Microsoft Excel.[10]
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3.3 Consumer experience reporting

To establish a consumer perspective of EC care experiences, three mechanisms were used:
¢ an online survey shared via a national Facebook support group for EC
e eight focus groups with EC patients and carers
e arapid literature review.

All were completed between September and October 2024.

The survey covered all the steps in the OCP, while the focus groups allowed for deeper insights.
The literature review examined recent studies on EC patient experiences in Australia.[11]

3.3.1 Online survey and focus groups

Recruitment to the online survey was completed via a post on an Australian EC Facebook support
group site. All eligible participants were prompted to complete an anonymous online survey
through Qualtrics.[11]

Recruitment for the focus groups was carried out initially through a Women’s Health Victoria
service, Counterpart. The VICS Optimal Care Summits team advertised an invitation to take part
via the Counterpart newsletter. Eligible participants (adults living in Victoria with experience of
treatment for EC and their carers) were put in contact with the VICS Optimal Care Summits team.
Participants received an information sheet that included the list of focus group questions. None of
the participants were known to the VICS Optimal Care Summits team prior to the study. Extra
participants were also identified from the Facebook survey.[11]

The online survey and focus group questions were developed following a review of the relevant
literature on consumer and cancer-related surveys. Key questions were systematically mapped
against the steps outlined in the EC OCP, [8] ensuring each of the seven steps from prevention
and early detection to end-of-life care were covered. Questions were then adapted to be
completed on mobile devices. To ensure the rigour and relevance of the survey, the questions
were subsequently peer-reviewed and refined through consultations with the 24 expert advisory
group members and three consumer representatives from the North Eastern Metropolitan
Integrated Cancer Service (NEMICS).[11]

Eight focus groups were held between September and October 2024 using Microsoft video
conferencing software, Microsoft Teams. Each focus group lasted about 1.5 hours and was
facilitated by two members of the VICS Optimal Care Summits team. The discussion covered the
following topics:

e experiences of cancer care between primary and specialist care
e health literacy

¢ clinical trials and access

e supportive care

e survivorship

o palliative care

e advance care planning.

Focus groups and individual phone conversations were recorded, transcribed and checked for
accuracy by a reviewer and the participant. Transcripts were then analysed descriptively using
simple thematic analysis.[11]
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3.3.2 Rapid literature review of EC consumers’ experiences

A search was completed of contemporary literature (2018 onwards), published in English with a
focus on examining the experiences of Australian EC patients in their cancer journey as it related
to the EC OCP. Databases searched include MEDLINE and Embase, in addition to grey literature
sourced via website searches. All articles were reviewed and screened for eligibility and
relevance. Websites of relevant organisations such as the Australia New Zealand Gynaecological
Oncology Group and Counterpart were searched to identify any other studies reported in the grey
literature. A basic search through Google Scholar was also made to identify any other articles that
may have been relevant.[11]

The findings were analysed using a narrative empirical synthesis in stages based on the review
questions. Initial descriptions of eligible studies and results were tabulated for EC and divided by
the seven-step OCP for EC. Patterns in the data were explored to identify any consistent findings
in relation to the study questions. Interrogation of the findings explored the influence on different
outcome measures, methods and settings on the resulting data.[11]

3.4 Analysis of linked cancer administrative datasets

3.41 Administrative datasets

Data collection included access and analysis of a range of linked cancer administrative datasets
for EC information. This included the VCR dataset, the VAED, the VEMD and the VRMDS. Other
sources included the Cancer Service Performance Indicators (CSPI) audit.

The VCR is a population-based cancer registry that collects demographic and tumour details
including date of diagnosis, primary site, age, sex and region of residence for all Victorian
residents diagnosed with cancer. The Department of Health’s Centre for Victorian Data Linkage
performs an annual data linkage between the VCR and administrative datasets including the
VAED, VEMD, VRMDS and the Victorian Death Index. Linking the VCR to the VAED provides
information captured within the inpatient setting in all Victorian public and private hospitals such
as patient diagnoses, comorbidities and cancer treatment, including surgery and intravenous (1V)
chemotherapy (excluding oral chemotherapy). Linking the VCR to the VRMDS provides
information on admitted and non-admitted radical and palliative radiotherapy courses provided in
public and private radiotherapy centres.

Unless otherwise specified, the data source used for the report analyses was the linked dataset
for EC patients diagnosed between 2013 and 2022, with a focus on comparing outcomes between
two time periods — 2013-2017 and 2018-2022.

3.4.2 Patient selection

The VCR was used to identify Victorian residents aged 18 years or older with a primary diagnosis
of EC (International Classification of Diseases — ICD-10 C54, C55) between 2013 and 2022 (n =
6,873).[12] Refer to Supplementary Table 1 for diagnosis codes and to Supplementary Table 2 for
morphology codes used to define EC. Patients with invalid values in the linkage variables were
excluded (n = 15), as were patients who were diagnosed by death certificate only (n = 4). The
analysis compared the two time periods noted above. Comorbidities were extracted from
diagnosis codes of admitted episodes in the year prior to one month after a patient’s cancer
diagnosis date and classified using the Charlson comorbidity index.[13] Comorbidity scores were
grouped into three categories of increasing severity: 0, 1 and 2+.

Socioeconomic status was defined using Index of Relative Socioeconomic Disadvantage (IRSD).
IRSD scores by Statistical Area 1 (SA1; an area with average population size of 400) were
obtained from the Australian Bureau of Statistics and assigned using a patient’s residential
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address at the time of their cancer diagnosis. Scores were grouped into quintiles: 1 being the
most disadvantaged and 5 being least disadvantaged.[14]

3.4.3 Statistical methods

Patient demographics, tumour types and treatment characteristics were summarised using
descriptive statistics, including counts and proportions for categorical variables and mean,
standard deviation, median and interquartile range for continuous variables.

Age-standardised incidence was calculated for each ICS region of residence for EC (2013—-2022)
by sex and year using the direct method. Rates were standardised to World Standard Population
and expressed as diagnoses/100,000 population.

Survival at one- and five-years post diagnosis was estimated for EC patients using the Kaplan—
Meier method. A Cox proportional hazard model was used to estimate hazard ratios for the
association between all-cause mortality and ICS of residence, adjusting for age, sex, comorbidity
score and socioeconomic status. Survival time was calculated from date of diagnosis to date of
death from all causes.

All analyses were performed in R (version 4.3.2).

3.4.4 Data limitations

The Centre for Victorian Data Linkage employs a combination of deterministic and probabilistic
data linkage approaches when generating its Victorian Linkage Map. This method offers a more
robust approach to linking records, but all data linkage is vulnerable to some degree of error.
While is difficult to estimate the extent of error in the Victorian Linkage Map, manual testing has
found a small proportion (about 1%) of false-positive links, which is within acceptable thresholds
used by national data linkage partners. Linkage error can be impacted by the accuracy,
completeness and availability of personal identifiers in the source datasets used for linkage, and
overall quality will vary on a project-by-project basis.

Other limitations are inherent in the analysis of linked health data in general. First, Victorians with
cancer living in the Hume Regional Integrated Cancer Service (HRICS) may receive treatment in
New South Wales (Albury) hospitals, which is not captured in the VAED. Therefore, variables in
this report that are derived using the VAED (comorbidity count, distant metastases, surgery and
chemotherapy) are likely to be underestimated for Victorians living in HRICS. Table and figure
footnote text highlight where this limitation may apply. This limitation does not affect the VCR
(including death notification from the Registry of Births, Deaths and Marriages) and the VRMDS
data collections.

Second, while the VAED accurately captures chemotherapy administration events during hospital
admissions, it does not provide any information on non-admitted chemotherapy such as oral
chemotherapy. Also, the linked dataset does not include data on the Medicare Benefits Schedule
or Pharmaceutical Benefits Scheme, so there was no information available on primary care, for
example.

Third, this report does not include information about clinical trials. Also, there was no data
available related to ‘Step 6: Managing recurrent, residual or metastatic disease’ of the OCP for
people diagnosed with EC.

3.4.5 Other data sources

In addition to the linked dataset, this report includes quantitative data from the following sources:
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on estimated resident population by Statistical Area 2.[16]

e The CSPI health record audits from 2020 [17], 2021, [18] and 2022 [19] collected data such as
multidisciplinary meeting (MDM) use from the unpublished health records of EC patients
treated across 47 Victorian hospitals.

e The National Gynae-Oncology Registry (NGOR) is a clinical quality registry that monitors and
measures variation in care for patients diagnosed with cancers of the female reproductive system
<https://www.monash.edu/medicine/sphpm/registries/ngor#:~:text=NGOR%20is%20an%20Au
stralian%20clinical,0f%20the%20female%20reproductive%20system>.

3.5 Prioritisation of EC unwarranted variations

The VICS Optimal Care Summits team worked with an expert advisory group of 26
multidisciplinary EC stakeholders and representatives from the Victorian Department of Health
and the Analysis of Linked Information in Cancer team. Together, they identified and discussed a
wide range of quality indicators in EC care in Victoria. Data from cancer administrative datasets
was reviewed and discussed to determine unwarranted variations to optimal care in EC.[20]

Table 1 sets out the criteria that explains how unwarranted variations were identified. A series of
three Delphi surveys were conducted from September to October 2024 to rank unwarranted
variations. This included two surveys for the expert advisory group (n = 24) and one survey of EC
stakeholders (n = 139). Results from all three Delphi surveys were collated and analysed using
Microsoft Excel. Because this was the first summit event specific to EC, criteria six and seven
were not used to prioritise unwarranted variations in EC care and outcomes.[20]

Table 1: Criteria for prioritising unwarranted variations in cancer care and outcomes

Source Criteria

All summits 1. The data identifying a variation is reliable and the variation is
unwarranted (any data limitations have been identified).

2. The variation is statistically significant.

3. There is variation from the OCP performance indicators such as time
to referral and treatment.

4. The variation is unacceptable and has a negative impact on patient
outcomes and/or experience.

5. The variation demonstrates inequitable access to services and/or
treatment, affecting patient outcomes and/or experience.

6. Multidisciplinary clinicians, cancer services and/or ICS have the
influence and capability to undertake cancer services improvement
activities to reduce the variation.

Repeat summits 7. There is no improvement to a prioritised unwarranted variation and/or
recommendation from the previous summit.

8. There are poorer outcomes and/or experience since the last summit.
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4. Findings

4.1 Rapid literature review

The rapid literature review yielded 660 articles, of which 135 were reviewed. Thirty studies from
12 countries (including two from the grey literature) met the inclusion criteria. Sixty-three per cent
of the studies were related to Step 4 ‘Treatment’ of the EC OCP. Most of the studies were
retrospective cohort analyses and explored patterns of care — that is, they were specific to the first
question (refer to section 3.1).[9]

No studies specific to EC were retrieved from this search that discussed a framework to
categorise unwarranted variations. This is despite Wennberg’s classification framework [21] being
widely cited for understanding unwarranted variation and it being applied to other cancers such as
colorectal cancer.[22] Several studies identified strategies that included applying a range of
statistical approaches to determine unwarranted variation in EC and offered suggestions for how
the variations could be addressed.[9] Without a clear understanding of the parameters that
distinguish ‘unwarranted’ variation and a lack of consensus on how they are defined and
identified, there was a lack of distinction about what constituted unwarranted variations in EC
outcomes. There was limited evidence for whether any proposed approaches have been effective,
noting that none of the studies definitively reported any variation as unwarranted variations.[9]

4.2 Barriers, enablers and preferences for optimal EC care

Sixty-two EC cancer stakeholders took part in the survey, with a response rate of 52%. Most
responses were from metropolitan ICS, making up almost two-thirds of participants (61%, n = 38).
Approximately one-third (34%, n = 23) of participants were from regional ICS, and a small
percentage were involved in statewide work (9%, n = 6).[10]

Over half of respondents (51%, n = 21) felt that access to bariatric surgery was a key unwarranted
variation for people with EC in Victoria. In addition, the time from diagnosis to treatment (49%, N =
20), time to surgery (46%, N = 19) and access to supportive care (44%, n = 18) were also
perceived to be among the most prevalent unwarranted variations.[10]

The key barriers to optimal EC care were commonly reported to be workforce issues, timely
access to care, limited access to weight optimisation, patient challenges and lack of centralised
care. Enablers and preferences to providing optimal EC care included:

e access to primary care specialists

o telehealth and clinical trials

e improvements in workforce training and MDM attendance.[10]

Ways to create change include developing a workforce strategy, streamlined referral pathways,
access to molecular testing and better system coordination.

4.3 Consumer engagement of EC patients

4.3.1 Focus groups and Facebook survey

Nine people with EC or carers took part in the focus group discussions. Almost all participants
were women (87%, N = 8), and one was a male carer. Most were also born in Australia (87%, N =
8), and none were of Aboriginal or Torres Strait Islander descent. More than half of the
participants were aged between 61 and 70 years (56%, n = 5), and the other half were between
50 and 60 years old (44%, n = 4). None were younger than 50 years old. Most participants lived in
metropolitan regions (78%, n = 7), with only two living rurally (12%). Most had a high level of
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education (67%, n = 6 completing further study), and most were no longer in the workforce (67%,
n=6).[11]

All seven participants of the Facebook survey were female, born in Australia, and not of Aboriginal
descent. Three participants (50%) were aged between 61 and 70 years (50%), two were between
50 and 60 years (33%), and one was aged younger than 50 years (17%). Of the four participants
who provided their region, all four were from metropolitan regions.[11]

Focus group and survey results highlighted numerous care gaps, particularly in timely diagnosis
and treatment, lack of supportive care referrals and gaps in communication. Seventy-one per cent
of survey participants experienced delays of more than six weeks from symptoms to diagnosis,
while 86% reported not receiving information on clinical trials or supportive care. Focus group
participants expressed concerns about diagnostic delays, lack of supportive care and inadequate
communication with healthcare providers, often leading to confusion and anxiety. They also
sought other forms of support groups due to the lack of an advocacy group.[11]

4.3.2 Rapid literature review — patient experience

Of the seven studies that met the inclusion criteria, three were observational studies, three were
randomised control trials and one was an open-label trial. In terms of the OCP steps, one study
focused on Step 3: Diagnosis, staging and treatment planning, five studies focused on Step 5:
Care after initial treatment and recovery, and one study focused on Step 6: Managing recurrent,
residual or recurring metastatic disease. None of the studies provided any information on Step 1:
Prevention and early detection, Step 2: Presentation, initial investigations and referral, Step 4:
Treatment or Step 7: End-of-life care of the optimal care pathway for EC.[11]

The studies primarily focused on experiences of EC diagnosis, decision-making, treatment, fertility
and survivorship, physical activity and nutrition after diagnosis, pelvic floor outcomes,
psychosocial support, complementary and alternative medicines and the benefits of hormonal
therapy.[11]

There was a strong desire from women with EC for cancer support services and comprehensive
information on treatment options, fertility implications and emotional support. It was identified that
6% of EC cases in Australia do less than the recommended 300 weekly minutes of moderate-
intensity activity. EC patients reported costs associated with exercise, emotional and external
factors to be barriers, while diaries and activity trackers were motivators.[11]

The research process also revealed a significant lack of studies on patient experiences in EC
care, particularly for prevention and early detection, presentation, initial investigations and referral,
diagnosis, staging and treatment planning, with only limited literature available for treatment, care
after treatment and recovery and recurrent and metastatic disease management.[11]

4.4 Patient demographics at diagnosis

Table 2 summarises EC patient characteristics at the time of diagnosis. Overall, 6,873 Victorians
were diagnosed with EC between 2013 and 2022. In 2022, EC was the fifth most commonly
diagnosed cancer and the nineth most common cause of cancer-related deaths in Victorian
females.[12] For the first time period (2013-2017, n = 3,214), 16.2% presented with metastatic
disease at initial diagnosis compared with 18.7% for the second time period (2018-2022, n =
3,659).

For EC, the median age at diagnosis was 64 years for the first time period (2013—-2017) and 65
years for the second time period (2018—2022). The interquartile ranges for both time periods
ranged from 57 to 73 years. Almost a quarter of Victorians with EC were in the most
disadvantaged socioeconomic status quintile for both time periods (23.4% in 2013-2017, 21.6% in
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2018-2022). For EC there was a decrease in the number of patients who had no comorbidities
(Charlson comorbidity index of 0) between the two time periods (Table 2). Across both time
periods, there was also a higher proportion of EC patients who were born in an English-speaking
country compared with those who were not (Table 2).

Figure 2 provides a summary of the morphology groups for uterine cancer between 2013 and
2022. Most of the uterine cancer tumours, 73.6%, presented as endometrial carcinoma
tumours.[23]

Figure 2: Distribution of uterine cancer morphologies between 2013 and 2022

Endometrioid carcinoma
£8.98% Serous carcinoma
6.08% Other cell types
Carcinosarcoma
B Mesenchymal
B Unspecified cell type

73.6%

Source: Victorian Cancer Registry 2024 [23]
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Table 2: EC patient characteristics in the linked dataset (2013-2022) (n = 6,873)

Variable Level 2013-2017 2018-2022 Victorian female population,
n=3,214 n = 3,659 2021

Median [interquartile

Age at diagnosis range] 64 [57-73] 65 [57-73]
Aboriginal and/or Torres Non-Indigenous 3,196 (99.4%) 3,634 (99.3%) 99.0%
Strait Islander, N (%) Indigenous 18 (0.6%) 25 (0.7%) 1.0%
0 2,310 (71.9%) 2,387 (65.2%)
Comorbidity count, N (%)* 1 617 (19.2%) 829 (22.7%)
2+ 287 (8.9%) 443 (12.1%)
Disadvantaged (Q1) 751 (23.4%) 791 (21.6%) 19.4%
Socio-Economic Indexes for .
Areas quintiles, N (%) Middle (Q2—Q4) 1,874 (58.3%) 2,222 (60.7%) 60.2%
Affluent (Q5) 589 (18.3%) 646 (17.7%) 20.4%
Born in an English-speaking English Speaking 2,190 (72.4%) 2,423 (71.7%) 73.8%
country, N (%) Non-English Speaking 835 (27.6%) 955 (28.3%) 26.2%

Source: VCR 2013-2022

* Charlson comorbidity count (excluding cancer) derived from admissions in the VAED from one year prior to one month after diagnosis.
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4.5 OCP Step 1: Prevention and early detection

Figure 3 shows that, since 1982, the incidence of uterine cancer has increased by an average of 0.9%
per year.[23] For females between 1982 to 1999, the mortality of uterine cancer declined by an
average of 2.5% per year, and between 1999 to 2022 mortality increased by an average of 1.6% per
year (Figure 3).[23] The age-standardised incidence rate for EC by ICS of residence was similar
between the two time periods, rising from 13.2 per 100,000 women to 13.4 per 100,000 women
(Figure 4).

Figure 3: Trends in uterine cancer incidence and mortality in Victoria, 1982-2022
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Figure 4: Age-standardised incidence rates of EC by ICS of residence, 2013-2017 and 2018-2022
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Grey dotted line and horizontal bar is the Victorian ASR and 95% confidence interval for 2013—-2017; brown dotted line and
horizontal bar is for 2018-2022. Age-standardised EC incidence for 2013—2017 is 14.1 per 100,000 population compared
with that for 2018-2022 is 14.3 per 100,000 population for 2018—-2022.
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4.5.1 Commentary — prevention and early detection

Currently EC does not have an effective population-based screening test for asymptomatic women
[24], although abnormal uterine bleeding is recognised as an early sign of EC.[25] The age-
standardised incidence rate for EC by ICS of residence were similar between the two time periods,
rising from 14.1 per 100,000 population to 14.3 per 100,000 population. Nevertheless, the relative
increase in EC incidence over recent decades has generally been associated with a reduction in
mortality.[26] Given the strong association with modifiable risk factors (most notably, obesity), EC
appears well suited to primary disease prevention, with modelling suggesting that up to 60% of EC
cases could be prevented.[27-29] An Australian study observed that overweight and obesity will
account for 42% of the EC burden and 12,800 EC diagnoses in Australia over the next 10 years.[5]
There is also general consensus that obesity negatively influences the surgical management of EC
due to:

o difficulties with exposure of the tumour
e increased intraoperative and postoperative complications
¢ inadequate lymph node sampling

¢ inadequate delivery of adjuvant radiation treatment

increased incidence of comorbid conditions that complicate the postoperative course.[30]

On this basis obesity prevention measures are even more important because the prevalence of EC is
predicted to continue to increase in the coming years, both in Australia [31] and globally.[32]

4.6 OCP Step 2: Presentation, initial investigation and referral

4.6.1 Emergency presentation before diagnosis

Figure 5 shows that between 2013 and 2022, the proportion of EC patients who presented to an
emergency department (ED) within 28 days before diagnosis were higher in the second time period.
Among EC patients diagnosed in 2018-2022, 11.2% had an ED presentation within 28 days before
diagnosis. This was significantly higher than the 8.4% seen among EC patients who had an ED
presentation within 28 days before diagnosis in the first time period (2013-2017). Among the EC
patients who presented to an ED 28 days before diagnosis in the second time period (2018-2022), the
proportion in Loddon Mallee Integrated Cancer Service (LMICS) (18%) was higher than the statewide
average (Figure 6).
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Figure 5: Proportion of EC patients who presented to an ED within 28 days before diagnosis (n = 6,699),
by ICS of residence, 2013—2017 and 2018-2022
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4.7.2 Commentary — emergency presentation before diagnosis

Several routes can lead to a diagnosis of EC cancer. A person may be referred after presenting to
their GP with symptoms [33] or be referred by a hospital consultant after an outpatient review.
Diagnosis can also follow an emergency admission to hospital, with patients having acute symptoms
that are often the result of late-stage disease. Late-stage disease is associated with poorer outcomes,
therefore services should aim to reduce the proportion of emergency diagnoses.[34] Presentation to
an ED suggests problems with the timeliness of referral for assessment and/or access to care.[35] An
ED presentation of cancer is more common in socioeconomically disadvantaged areas, which
suggests that some of the barriers to primary care may be financial and relate to the timeliness of GP
appointments.[35] For those with EC, 8.4% and 11.2% respectively visited an ED within 28 days
before diagnosis between 2013 and 2022, with lower rates of presentation occurring in regional areas.
Some change towards reducing the number of EC patients presenting to an ED includes patient
education and raising awareness of alternative after-hours primary care services.[35]

4.7 OCP Step 3: Diagnosis, staging and treatment options

4.7.1 Body mass

Data obtained from the National Gynaeoncology Registry (NGOR) of 2,470 EC patients with a known
BMI recorded at diagnosis between 2017 and 2023 showed that most (n = 592) had a BMI of at least
30 kg/m? (Obese class 1 — moderate). Also, 269 patients had a BMI of at least 40 kg/m? (Obese class
3 — very severe). A BMI could not be calculated for 321 patients due to insufficient information — for

example, cases where the patient’s weight was documented in the health record but not their height
(Figure 6).[36]
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Figure 6: Body mass index at diagnosis for patients treated in Victoria (n = 2,470), 2017-2023
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4.7.2 Metastatic disease

Figure 7 shows that the proportion of patients diagnosed with metastatic disease increased between
the two time periods. Among the patients diagnosed with EC between 2018 and 2022, 18.7% had
metastatic disease compared with the first time period (16.7%, 2013—-2017). Figure 7 shows that
HRICS was an outlier for the second time period (2018—2022), being significantly lower than the
statewide average.

Cancer stage at diagnosis is an important field for population-based cancer registries to capture.[37]
Cancer staging is used for a range of reasons from forecasting cancer prognosis to determining the
most appropriate treatment for cancer patients. It is also used to help identify suitable participants for
clinical trials so the impact of their treatments can be evaluated.[37] The International Federation of
Gynaecology and Obstetrics (FIGO) grades EC based on the proportion of solid areas, the depth of
myometrial invasion and other factors.[38] Grade 3 tumours are considered high-risk because they
tend to be clinically aggressive and have a poor prognosis than lower-grade cancers.[38]

Table 3 and Figure 8 show that most Victorian EC patients between 2013 and 2022 presented with
low-grade disease (FIGO grades 1 and 2), signifying that endometrial biopsy and disease was
confined to the uterus. Table 3 also shows that, between the two time periods, there was a decrease
in the number of gradings that were classified as unknown. Figure 8 shows that the proportion of low-
grade disease (FIGO grades 1 and 2) did not change significantly between the two time periods in any
of the ICS. There was a decrease in the proportion of patients diagnosed with grade 3 tumours living
in some of the regional ICS. For example, Barwon South Western Regional Integrated Cancer Service
(BSWRICS) reported a decrease between the two time periods from 51.6% (2013-2017) to 49.4%
(2018-2022) (Figure 7). However, the same ICS reported at a slight increase in the number of grade
unknown between the two time periods, rising from 1.4% (2013-2017) to 2.6% (2018-2022).
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Figure 7: Proportion of EC patients with metastatic disease at diagnosis, by ICS of residence for patients
diagnosed between 2013—-2017 (n = 3,128) and 2018—2022 (n = 3,571)
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HRICS data limitation — residents from Hume Border East were excluded.

Table 3: FIGO grade of EC patients at diagnosis between 2013—2017 (n = 3,214) and 2018—-2022 (n =

3,659)

ICS of residence
B NEMICS

@ swmics

A wcwmics

O sswrics
O GRICs

A Hrics

V LMICS
© aics

Tumour grade at diagnosis 2013-17 m

FIGO grade 1

FIGO grade 2

FIGO grade 3*/non-endometrioid

Grade unknown

1,593 (49.6%) 1,852 (50.6%)

724 (22.5%) 775 (21.2%)

821 (25.5%) 972 (26.6%)

76 (2.4%) 60 (1.6%)

* Morphology codes used for non-endometrioid: 8441, 8980, 8310, 8020
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Figure 8: FIGO grade by ICS of residence, for EC patients diagnosed between 2013—-2017 (n = 3,214) and
2018-2022 (n = 3,659)
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4.7.1.1 Commentary — body mass and metastatic disease

In the literature, obese women diagnosed with EC have been reported to have had significantly more
risk of complications was even higher in those women who were morbidly obese.[39] Figure 6 showed
that 29% of EC patients had a BMI of at least 40 kg/m? (Obese class 3 — very severe) at the point of
diagnosis, which is concerning. A stakeholder survey showed that weight optimisation is a key barrier
to providing optimal care to Victorians with EC.[10] The lack of ability to access weight loss
management and a streamlined process to include obesity management in the care pathway was
reported as a barrier for delivering optimal care for EC patients who will often have comorbidities
related to obesity and cardiology.[10]

The presence of metastatic disease at diagnosis for EC is recognised in the literature to be associated
with poorer treatment outcomes and reduced overall survival rates.[40] Factors contributing to the
presence of metastasis include the molecular profile of cancer (according to The Cancer Genome
Atlas), the activity of certain hormones (estrogen, prolactin) and pro-inflammatory adipocytokines.[40]

In Victoria the proportion of patients who were diagnosed with low-grade tumours between metro ICSs
and any of the regional ICSs was not significantly different. There was no significant variation in
metastatic disease (grade 3) by ICS of residence between the two time periods.

4.7.3 Multidisciplinary meeting and supportive care screening

Documenting multidisciplinary meeting (MDM) recommendations and supportive care screening in
health records ensures this important information is accessible to all team members. For the CSPI
audit, targets related to multiple indicators around MDM documentation in health records have been
set. These targets aim to drive quality improvement and equity of access to MDMs and apply to all
tumour streams. Patients are audited at the health service where they receive their first treatment.

The CSPI audit assessed whether the health record included documentation of an MDM. Acceptable
MDM evidence included a written summary of MDM recommendations. Between 2020 and 2022 the
average proportion of audited patients having an MDM recorded in Victoria was 81%. However, this
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did not meet the Department of Health'’s target of 85% (Figure 9). Figure 9 also shows significant
variation between health services across Victoria, with some regional ICS (BSWRICS and LMICS)
having less than 50% of EC patients presented at an MDM between 2020 and 2022.

Figure 10 presents the proportion of audited patients who had their cancer stage recorded in the MDM
recommendations, among those who had MDM documentation in their health record. Between 2020
and 2022 the average for Victoria was 83%. This was slightly below the Department of Health’s 85%
target. There was variation between health services across Victoria, with SMICS and WCMICS
showing less than 75% between 2020 and 2022.

The audit also assessed the proportion of audited patients with documented evidence of
communication of an initial treatment plan to the patient's GP. Between 2020 and 2022 the average for
Victoria was 77%, which was below the department’s 100% target (Figure 11). Figure 11 shows there
was variation between health services, but no ICS reached 100%.

Figure 12 shows the proportion of audited patients with documented evidence of Eastern Cooperative
Oncology Group (ECOG) performance status in the MDM recommendations between 2020 and 2022.
The statewide average was 62%, which was well below the department’s target of 100%. There was
significant variation between health services across Victoria between 2020 and 2022, ranging from
less than 5% (BSWRICS) to 100% (SMICS).

Figure 13 shows that the statewide average (22%) for documented supportive care screening is well
below the department’s benchmark of 80%. There was significant variation between health services
across Victoria between 2020 and 2022, with SMICS the only ICS that was above the statewide
average.

Figure 9: Percentage of EC patients who had documented evidence an MDM in a central health record,
2020 (n =104), 2021 (n =111) and 2022 (n = 100)

100+

754

50

Percentage (%)

= Target = 85%
= State-wide = 81%

- Multiple ICS health services
25

NEMICS SMICS WCMICS BSWRICS LMICS GICS
N=86 N=70 N=81 N=29 N=10 N=35

I I N

ICS of health service
Note: Data from HRICS and GRICS was excluded due to fewer than five patients audited.

Source: CSPI audits, 2020, 2021 and 2022

Endometrial cancer in Victoria: optimal care pathway assessment report, 2025 | 29



Figure 10: Percentage of EC patients where there was an increase in overall documentation stage MDM
recommendations, 2020 (n = 77), 2021 (n = 96) and 2022 (n = 81)
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Figure 11: Percentage of diagnosed EC patients with documented evidence of communication of an
initial treatment plan to their GP, 2020 (n = 104), 2021 (n = 111) and 2022 (n = 100)
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Figure 12: Percentage of diagnosed EC patients with documented evidence of ECOG performance status
in the MDM recommendations, 2020 (n = 77), 2021 (n = 96) and 2022 (n = 81)
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Figure 13: Percentage of diagnosed EC patients with documented evidence of supportive care
screening, 2020 (n = 104), 2021 (n = 111) and 2022 (n = 100)
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4.7.3.1 Commentary — MDM and supportive care screening

The proportion of EC patients who had documented evidence of an MDM discussion was 81%
between 2020 and 2022. This did not meet the Department of Health’s statewide target of 85%.
Evidence of an MDM varied between ICS, most likely in response to variation within each ICS. As a
result, although randomised, the small sample sizes for individual ICS make the estimates imprecise.

The recent introduction of Queensland Oncology On-Line-Victoria (QOOL-Vic) will be an excellent tool
for supporting multidisciplinary cancer teams by helping with meeting preparation, communication and
documenting essential clinical information such as diagnosis, cancer staging and recommended
treatment plans. This tool will provide a way to better understand patient movements where patients
are discussed at one MDM and treated in another ICS. As of 2023, there were 74 MDMs across 12
public and private sites in Victoria using QOOL-Vic as their MDM software.[41]

Supportive care is an integral part of care for women diagnosed with a gynaecological cancer such as
EC.[42] In Victoria the supportive care screening rate was extremely poor between 2020 and 2022.
There may be more patients being assessed, but a validated screening tool has not been used in
these cases. For example, when a clinician assesses a patient’s history and uncovers problems with
nutrition, diabetes management or social issues that need support, they would be automatically
referred to the appropriate areas without using a screening tool. The OCP recommends ongoing
screening for supportive care needs using a validated tool like the National Comprehensive Cancer
Network Distress Thermometer and Problem Checklist.[24] Research into the landscape of supportive
care shows variations in supportive care service use among women.[43] Strategies to reduce these
disparities include nurse-led consultations with telephone peer support.[44]

4.8 OCP Step 4: Treatment

4.8.1 Treatment utilisation
A total of 6,873 Victorians were diagnosed with EC between 2013 and 2022 (Table 2, earlier).

Among the patients diagnosed with a low-grade tumour who received active treatment, surgery was
the most common form of treatment followed by radiotherapy and IV chemotherapy across the two
time periods (Figure 14). This was contrary to the proportion of patients diagnosed with a high-grade
tumour who received active treatment where radiotherapy and IV chemotherapy was more commonly
prescribed compared with patients diagnosed with low-grade tumours (Figure 15). However as with
patients diagnosed with a low-grade tumour, overall surgery was also identified as the most common
treatment for patients diagnosed with high-grade tumours followed by radiotherapy and 1V
chemotherapy for both time periods (Figure 15). In circumstances where no treatment was identified
for patients diagnosed with either low- or high-grade tumours it is possible that these patients could
have been treated with oral chemotherapy or received no treatment.

Figure 15 shows an increase by ICS of treatment for all patients diagnosed with low-grade tumours for
all treatment modalities across the two time periods. SMICS and LMICS are the exception, showing a
slight decrease in radiotherapy between the two time periods (Figure 15). Patients diagnosed with
high-grade tumours who lived in Grampians Integrated Cancer Service (GICS) were more likely to
receive |V chemotherapy followed by radiotherapy, noting that surgery was identified as the most
common active treatment between the two time periods (Figure 15). For all other ICS, surgery was the
most common treatment followed by radiotherapy and IV chemotherapy for patients diagnosed with a
high-grade tumour (Figure 15).
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Figure 14: Proportion of patients diagnosed with low-grade tumours who received treatment within one

year of diagnosis, by treatment modality, 2013-2017 (n = 2,257) and 2018-2022 (n = 2,280)
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Figure 15: Proportion of patients diagnosed with high-grade tumours who received treatment within one
year of diagnosis, by treatment modality, 2013-2017 (n = 797) and 2018-2022 (n = 829)
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HRIC data limitation — residents from the Hume Border East were excluded; ‘none of the above’ may include oral
chemotherapy or no treatment at all.
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4.8.1.1 Commentary — treatment utilisation

Surgery (such as hysterectomy) is the primary treatment for EC, although the type of surgery offered
depends on several factors. These include the extent and grade of disease, the patient's age, medical
comorbidities, performance status and desire to retain fertility.[24] For women who undergo
hysterectomy, minimally invasive procedures, including both robotic-assisted and laparoscopic
techniques, are common.[45] However, surgery alone may be curative for early-stage, low-grade
disease, with radiation and/or chemotherapy recommended as adjuvant therapies, depending on the
stage of disease and histology.[46]

In Victoria, patients diagnosed with either low- or high-grade EC were most commonly treated via
surgery followed by IV chemotherapy and radiotherapy for the two time periods. Several EC patients
did not have any treatment recorded (surgery, IV-chemotherapy or radiotherapy) within a year of
diagnosis. This highlights the importance of palliative care and supportive care in managing EC.
Patients often perceive palliative care as end-of-life care, but studies such as Care Plus are working
towards reframing and improving patient access.[47]

4.8.2 Timeliness of treatment

Managing EC involves multiple modalities including combinations of surgery, radiotherapy and
chemotherapy. The OCP for people with EC defines target timeframes between referral, diagnosis,
MDM presentation and the beginning of treatment (four weeks).[24] Figure 16 shows that for EC
patients diagnosed with a low-grade tumour, the median number of days from diagnosis to first
treatment across Victoria increased from 28 days in the first time period (2013-2017) to 30 days in the
second time period (2018-2022). Of note is that the median number of days for all regional ICS
increased between the two time periods.

Figure 17 shows that for EC patients diagnosed with a high-grade tumour, the median number of days
from diagnosis to first treatment across Victoria increased from 27 days in the first time period
(2013-2017) to 30 days in the second time period (2018-2022). There were noticeable increases in
the median number of days for some regional ICS between the two time periods for EC patients
diagnosed with high-grade tumours. For example, HRICS and GRICS increased from a median of
37.5 days (2013-2017) to 51 days (2018-2022) and a median of 36.5 days (2013-2017) to 56 days
(2018-2022), respectively.
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Figure 16: Median number of days from diagnosis to first treatment for EC patients diagnosed with low-
grade tumours, by ICS of residence, 2013—2017 (n = 2,124) and 2018—-2022 (n = 2,082)
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Figure 17: Median number of days from diagnosis to first treatment for EC patients diagnosed with high-
grade tumours, by ICS of residence, 2013—2017 (n = 741) and 2018—-2022 (n = 742)
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4.8.2.1 Commentary — timeliness of treatment

Timeliness of cancer treatment is vital for better survival rates and quality of life of all cancer patients
including EC patients. Centralising service and care at larger-volume centres improves outcomes.[48]
But in regional areas, transport is a major barrier to accessing treatment.[48] The need for regional
patients to travel long distances is associated with poor outcomes and worse quality of life.[48]

Some regional ICS appeared to consistently underperform compared with metropolitan ICS across
both low- and high-grade EC in the non-metastatic group in both cancers. The EC OCP [8] specifies
that the diagnostic and staging workup should be complete within two weeks of diagnosis for
presentation to an MDM and that treatment should start within two weeks of the MDM. Overall, this
means that treatment of EC should start within 28 days of the diagnosis.
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4.8.3 Patient flow

Table 4 shows that 55% of EC patients underwent definitive surgery (which includes hysterectomy and
salpingo-oophorectomy) between 2013 and 2017 in their local ICS. However, there was variation
between the ICS in the proportion of EC patients who had definitive surgery locally. This ranged from
82% in WCMICS to 16% in HRICS. For EC patients who had definitive surgery between 2018 and
2022, 53% of this cohort were treated locally (Table 5). There was variation between the ICS in the
proportion of EC patients who had definitive surgery locally, ranging from 83% in SMICS to 3% in
HRICS, although as noted above the latter should be interpreted with caution (Table 5).

In terms of patient flow, 64% of EC patients who received chemotherapy in the first time period (2013—
2017) were treated locally (Table 6), ranging from 91% in WCMICS to 33% in LMICS. Seventy-two per
cent of EC patients who received chemotherapy in the second time period (2018-2022) were also

treated locally, ranging from 89% in WCMICS to 23% in GRICS (Table 7).

Tables 8 and 9 present data on the curative radiotherapy patient flow for EC. Table 8 shows that 45%

of patients between 2013 and 2017 were treated locally, ranging from 90% (WCMICS) to 20%

(BSWRICS and LMICS), respectively. Table 9 shows that 57% of patients between 2018 and 2022

were treated locally, ranging from 87% (WCMICS) to 13% (BSWRICS).

Table 4: Patient flow for first definitive surgery (hysterectomy and salpingo-oophorectomy), by ICS of
residence, 2013-2017 (n = 2,940)

ICS ICS of residence
campus NEMICS SMICS WCMICS BSWRICS GRICS HRICS LMICS GICS
NEMICS 454 (65%) 53 (7%) 90 (15%) 18 (9%) 31 (17 %) 65 (42%) 68 (43%) 5 (4%)
SMICS 88 (13%) 456 (57 %) 13 (2%) 9 (4%) 78 (43%) <5 <5 18 (13%)
WCMICS 160 (23%) 289 (36%) 493 (82%) 127 (62%) 22 (12%) 61 (40%) 55 (35%) 67 (48%)
BSWRICS 50 (24 %) <5
GRICS <5 51 (28%)
HRICS 25 (16%)
LMICS <5 28 (18%)
GICS <5 <5 <5 5 (3%) 48 (34%)
Victoria 703 800 598 205 183 153 158 140

Source: VCR (2013-2017), VAED (2013-2017)

HRICS data limitation — missing data from Albury Wodonga Health — Albury campus
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Table 5: Patient flow for first definitive surgery (hysterectomy and salpingo-oophorectomy), by ICS of
residence, 2018-2022 (n = 3,199)

ICS ICS of residence
NEMICS SMICS WCMICS BSWRICS GRICS HRICS LMICS GICS
NEMICS 499 (64%) 63 (7%) 95 (15%) 12 (4%) 24 (14%) 63 (41%) 55 (34%) 12 (9%)
SMICS 84 (11%) 529 (60%) 11 (2%) 12 (4%) 102 (58%) 9 (6%) <5 <5
WCMICS 199 (25%) | 289 (33%) INZXAGEEANEELNGAEA) 28 (16%) 74 (49%) 75 (47%) 70 (50%)
BSWRICS <5 48 (18%) <5 <5 <5
GRICS <5 22 (12%)
HRICS <5 5 (3%)
LMICS 14 (9%) <5
GICS <5 <5 14 (9%) 54 (38%)
Victoria 782 882 638 267 176 152 161 141
Source: VCR (2018-2022), VAED (2017-2022)
HRICS data limitation — missing data from Albury Wodonga Health — Albury campus
Table 6: Patient flow for patients diagnosed with EC receiving chemotherapy, by ICS of residence,
2013-2017 (n = 370)
IcS ICS of residence
NEMICS SMICS wcMmics BSWRICS GRICS HRICS LMICS GICS
NEMICS 46 (53%) <5 <5 <5 <5
SMICS 14 (16%) 87 (78%) <5 11 (52%) <5 <5
wcMmICS 27 (31%) 18 (16%) 67 (91%) 6 (29%) 5 (24%) 5 (45%) 8 (38%) 10 (43%)
BSWRICS 15 (71%) <5 <5
GRICS <5
HRICS <5 <5
LMICS 7 (33%)
GICS <5 9 (39%)
Victoria 87 112 74 21 21 11 21 23

Source: VCR (2013-2027), VAED (2013-2017)

HRICS data limitation — missing data from Albury Wodonga Health — Albury campus
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Table 7: Patient flow for patients diagnosed with EC receiving chemotherapy, by ICS of residence,
2018-2022 (n = 595)

ICS ICS of residence
campus NEMICS SMICS wemics | BSWRICS GRICS HRICS LMICS GIcs
NEMICS [REENEZEA) 7 (5%) 11 (9%) <5 5 (29%) <5
SMICS 15 (10%)  PRPINGEED) <5 <5 10 (29%) <5 <5
wemics | 23 (15%) 19 (13%) PREEEAN] 25 (42%) 14 (40%) <5 7 (19%) 7 (30%)
BSWRICS <5 29 (49%) <5
GRICS 8 (23%)
HRICS 8 (47%)
LMICS <5 27 (73%)
GIcs <5 <5 12 (52%)
Victoria 149 146 129 59 35 17 37

Source: VCR (2018-2022), VAED (2018-2022)

HRICS data limitation — missing data from Albury Wodonga Health — Albury campus

Table 8: Patient flow for people diagnosed with EC receiving curative radiotherapy, by ICS of residence,
2013-2017 (n = 708)

ICS ICS of residence
campus NEMICS sMICS wemics | BSWRICS GRICS HRICS LMICS GIcs
NEMICS | 67 (37%) <5 13 (9%) <5 6 (16%) 11 (25%) 5 (9%) <5
sMICcs 19 (11%) 85 (48%) <5 8 (21%) <5 <5
e o0l 94 (52%) = 89 (51%) | 130(%0%) 34 (74%) | 28 (61%) | 22(50%) 36 (64%) 18 (75%)
BSWRICS 9 (20%) <5
GRICS <5
HRICS 10 (23%) <5
LMICS 11 (20%)
GIcs <5 5 (21%)
Victoria 180 176 144 46 38 44 56 24

Source: VCR (2013-2017), VAED (2013-2017)

HRICS data limitation — missing data from Albury Wodonga Health — Albury campus
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Table 9: Patient flow for people diagnosed with EC receiving curative radiotherapy, by ICS of residence,
2018-2022 (n = 872)

IcS ICS of residence
NEMICS SMICS WCMICS BSWRICS GRICS HRICS LMICS GICS
NEMICS 176 (76%) 13 (7%) 24 (13%) 5 (6%) 12 (24%) 16 (31%) 7 (13%) <5
SMICS 14 (6%) 95 (52%) <5 9 (18%) <5
WCMICS 43 (18%) 74 (41%) 165 (87 %) 61 (72%) 27 (54%) 17 (33%) 23 (44%)
BSWRICS 13 (15%)
GRICS <5
HRICS <5 <5 16 (31%)
LMICS <5 20 (38%)
GICS 5 (6%) <5 12 (43%)
Victoria 233 182 190 85 50 52 52 28

Source: VCR (2018-2022), VAED (2018-2022)
HRICS data limitation — missing data from Albury Wodonga Health — Albury campus

4.8.3.1 Commentary — patient flow

Victorians with EC who live in WCMICS tend to have surgery and receive radiotherapy treatment
locally, whereas those living in other ICS travel for their treatment. In contrast, a high proportion of EC
patients in regional ICS such as BSWRICS (first time period) and LMICS (second time period)
received chemotherapy locally.

Clear and streamlined referral pathways within each ICS could ensure EC patients are travelling less
to appointments and for treatment. Several EC consumers commented on how important it is to have
patients treated in their local areas, particularly for regional patients who may be unnecessarily sent to
a metropolitan centre for a procedure that may be relatively straightforward and available locally.[11]
For example, one consumer stated that it could take them two hours every day to receive their
radiotherapy between Geelong and Melbourne. Had the service been available in Geelong, it would
take as little as 15 minutes’ travel time for treatment.[11] If patients receive treatment closer to home,
they have accessible local support networks that include family and friends. It is important for patients
to have a well-known point of contact in regional settings.

4.8.4 Surgical length of stay and mortality

The median length of stay (LOS) following hysterectomy was four days for patients diagnosed
between 2013 and 2017 and three days for patients diagnosed between 2018 and 2022 (Figure 18).
Overall, the median LOS across all ICS decreased between the two time periods apart from GRICS
and SMICS, which stayed the same (Figure 18). Figure 18 shows there was variation among patients
who had a hysterectomy when compared with the Victorian average. For example, SMICS showed a
decrease between the two time periods from 69% (2013—2017) to 66.4% (2018-2022), with the latter
significantly below the statewide average (Figure 18).

Figure 19 shows that mortality across all ICS within one year of a hysterectomy were very low. This
was similar between the two time periods. There was no variation between campuses (metropolitan
versus regional) in one-year mortality following a hysterectomy.
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Figure 18: Length of stay following hysterectomy, by ICS of treatment,

2022 (n = 3,161)
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Figure 19: Mortality within one year of hysterectomy, by campus of treatment, 2013-2017 (n = 2,935) and
2018-2022 (n = 3,195)

Diagnosed in 2013-17

Diagnosed in 2018-22

10.0% 10.0%
v [
° h! v
\ N '\ \
LN RN
! \ \
7.5% S S 7.5%{ Vo~
N '~ \ N
N ~. - \ N
P N T~ \ 'S
E ~ T~ \\ T
[ ~a T~ ~ . ~.
Tﬂ' \. -—— _ ‘ S o S
..g' 50%y S TT=-=- 5.0% St~ ___ T 7 ICS Campus
g _______ @® MetrolCS
£ L @ ° @® @ RegionallCs
o
Q
- N N I I A R A R IS M
& 25% --=T e~ _._. — 2.5%1 _@-—--——=—"""
’ e = - T = T
e ’ -
;- ’
10" e
0.0% 7@ 0.0% ™
0 250 500 750 1000 1250 0 500 1000

Number of patients

Source: VCR (2013-2022), VAED (2013-2022)

Hume data limitation — residents from Hume Border East were excluded.

Number of patients

Endometrial cancer in Victoria: optimal care pathway assessment report, 2025

41




4.8.4.1 Commentary — surgical length of stay and mortality

The median LOS following hysterectomy decreased from a median of four days to three days between
the two time periods, apart from GRICS and SMICS, which stayed the same. This may show a
reduction in in-hospital complications and LOS after surgical procedures including postoperative pain
management. These findings are consistent with studies reported in the literature that showed that
women undergoing vaginal and laparoscopic hysterectomy also had a statistically significant reduced
mean daily morphine equivalent dose (pain management) that in turn reduced LOS and hospitalisation
costs among inpatient hysterectomy patients.[49] Recent advances in minimally invasive surgery have
also led to shorter hospital stays, less pain and faster recovery for patients.[50] Moreover, minimally
invasive surgery in EC has been associated with equal to improved quality of life, less blood loss and
similar cancer-related outcomes.[51]

The number of patients dying from a hysterectomy is very low, which is a good result considering it is
a major surgical endeavour. This finding could be driven by several factors. First, among low-volume
campuses, many hysterectomies for EC could have been very early tumours or cases in which EC
was incidentally identified.[52] Second, studies have shown that mortality declines when the procedure
is performed by high-volume surgeons.[52]

4.9 OCP Step 5: Care after initial treatment and recovery

4.9.1 Malnutrition, physiotherapy and psychological and social worker regimens

EC surgery is associated with considerable morbidity, specifically postoperative pulmonary
complications, being more common in older women, potentially accentuated by underlying challenges
with malnutrition affecting respiratory muscle mass.[53] Physiotherapy regimens aim to increase
progressive muscle strength to prevent postoperative morbidity.[46] Prehabilitation interventions can also
significantly increase the functional capacity and nutritional status of cancer patients (including EC patients)
preoperatively.[54]

Figure 20 shows that the statewide average proportion of EC patients who received active treatment
and were seen by a dietitian as an inpatient within five months of diagnosis were very low across all
ICS for both periods. Of note was that the observed decrease in the proportion of EC patients who
were seen by a dietitian as an inpatient within five months of diagnosis across the two time periods
(from 8.6% in 2013-2017 to 6.2% in 2018-2022) was statistically significant (p < 0.001).

Figure 21 presents data showing that the statewide average proportion of surgical EC patients who
were seen by a physiotherapist as an inpatient within five months of diagnosis decreased significantly
between the two time periods (65.2% in 2013-2017 and 52.4% in 2018-2022). This decrease was
statistically significant (p < 0.001). The proportion of surgical EC patients living in NEMICS who were
seen by a physiotherapist as an inpatient within five months of diagnosis in the second time period
was significantly lower than the statewide average (Figure 21).

The data presented in Figure 22 shows that a very low proportion EC patients were seen by a
psychologist as an inpatient within three months of diagnosis, by ICS of residence for both time
periods across all ICS. In total only 10 cases across Victoria have been reported between 2013 and
2022. This may indicate that patients are being seen in the outpatient setting or in the community, or
that there is a gap in service provision.

Figure 23 shows that among patients who received active treatment, 24.6% (statewide average) were
seen by a social worker as an inpatient within five months after diagnosis in the first time period
(2013-2017). The statewide average decreased to 17.4% in the second time period (2018-2022). The
difference between the two time periods was statistically significant (p < 0.001). Two ICS, GICS (9.9%)
and SMICS (12.1%) are outliers in the second period (2018-2022) (Figure 24).
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Figure 20: Proportion of EC patients who were seen by a dietitian within five months of diagnosis, by ICS

of residence, 2013-2017 (n = 2,922) and 2018-2022 (n = 3,222)
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Figure 21: Proportion of surgical EC patients who were seen by a physiotherapist within five months of
diagnosis, by ICS of residence, 2013—-2017 (n = 2,864) and 2018-2022 (n = 3,129)
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Figure 22: Proportion of EC patients who were seen by a psychologist within three months of diagnosis,
by ICS of residence, 2013-2017 and 2018-2022 (n = 10)
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Figure 23: Proportion of EC patients who were seen by a social worker within five months of diagnosis,
by ICS of residence, 2013-2017 (n = 2,922) and 2018-2022 (n = 3,222)
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4.9.1.1 Commentary — malnutrition and physiotherapy regimens

In the literature, nutritional status and host immunity has been reported to correlate with survival
outcomes in several adult solid malignancies.[55] Cancer-associated malnutrition is commonly
associated with deceased immune function and predisposes to increased postoperative morbidity and
mortality.[56] Impaired immune—nutritional status in patients with cancer may result in: delayed wound
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healing; poor tolerance and response to chemotherapy; prolonged hospital stay and poor outcomes
[55]; and increased healthcare costs.[57] The impact of preoperative immunonutritional status on
treatment outcomes has been explored in several gynaecological malignancies, although EC remains
relatively understudied.[58, 59] More recently the prognostic nutritional index has emerged as a
prognostic marker for survival in patients with EC.[60]

Weight management is also important for women treatment for EC, particularly women undergoing
fertility-preserving therapies.[61] A study involving 2.6 million participants over nine years examined
the relationship between the duration of being overweight or obese, cumulative exposure, baseline
BMI and the risk of cancers. The results showed that those who were overweight or obese for a long
time during early adulthood and had a higher BMI during this period had a higher risk of developing 18
different types of cancer, including EC.[62] Furthermore, a higher BMI has been linked to EC-specific
mortality in some studies.[63-65] Weight management includes diet, exercise, indicator monitoring and
peer support. It can lead to lifestyle changes, influence behaviour and performance, improve physical
function, and impact disease management.[61]

Studies show that exercise-based multidisciplinary rehabilitative interventions reduce isolation and
help EC survivors to safely negotiate their physical, emotional and social needs in the short (less than
eight months) and long term.[66] Despite Victorian initiatives such as CanEAT providing information
for people with cancer,[67] the low rates across all ICS for surgical EC patients who had seen a
dietitian and/or physiotherapist shows that more work is needed in this space. Guidelines for this
patient cohort should reflect that all patients need to be seen by a dietitian or physiotherapist and
treated as high risk. A recently published Victorian randomised control trial (ENhAncing Lifestyle
Behaviours in EndometrialL CancEr [ENABLE]) [68] aimed to find out whether people were interested
in education about physical activity and nutrition and in receiving social support during their treatments
for EC and whether this was practical and safe to deliver. In the literature, the end of active cancer
treatment and the start of survivorship is a distinct but neglected phase in the continuum of care. This
phase is a period of transition (between treatment and survivorship) that poses many challenges to
survivors, care providers and the healthcare system.[69] Key findings from the ENABLE study were
that EC survivors expressed an interest in exercise and felt able to take part, with moderate-intensity
walking commonly preferred.[68] During or three to six months after treatment were identified as
preferred time points for starting a physical activity program reported by 49% (49/101) of EC cancer
survivors within two years of diagnosis.[68] The researchers point to the need for more research that
compares the effects of interventions delivered at different timepoints on the treatment continuum
using enablers such as the use of telehealth and online measures. They make recommendations for
modifying subsequent trials, including group sessions to increase social support.[68]

4.9.2 Survival

The overall relative one-year survival for uterine cancer patients diagnosed during the first time period
(2013—2017) was 95%, decreasing to 94% for the second time period (2018—2022)[70] (Figure 24).
Whereas for EC, it was the same for both time periods, namely 95.9% for the first time period
2013—2017 and 95.5% for the second time period (2018—2022). Figure 25 shows that the overall five-
year relative survival for uterine cancer also reduced between the two time periods, decreasing from
85% for the first time period (2013—2017) to 82% for the second time period (2018—2022)[70] (Figure
25). For EC, the five-year relative survival rate was slightly higher than for uterine cancer — that is,
88.3% for the first time period (2013—2017) decreasing to 85% for the second time period
(2018—2022). Overall survival for EC showed no statistical difference between ICS across the study
period (p = 0.14) (Figure 26).
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Figure 24: One-year relative survival for uterine cancer, by periods
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Figure 25: Five-year relative survival for uterine cancer, by periods
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Figure 26: Kaplan-Meier overall survival for EC patients by ICS of residence, 2013-2022 (n = 6,873)
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The hazard ratios obtained from the Cox proportional hazards for EC are presented in Figures 27 to
32. Figure 27 shows the hazard ratios (all-cause mortality) for each ICS of residence compared with
the Victorian average for both time periods for patients with EC, adjusting for tumour grade at
diagnosis and the number of comorbidities between the two time periods. For one regional ICS,
survival in the second time period was significantly worse than the Victorian average (LMICS: HR:
1.39, 95% CI 1.06—1.83). This was contrary to two metropolitan ICS where survival was significantly
lower than the Victorian average (NEMICS: HR 0.80, 95% CI: 0.67—0.96; SMICS: HR 0.81, 95% CI:
0.68—0.96) in the second time period (Figure 27).

Figure 28 shows survival from cancer-specific mortality for each ICS of residence compared with the
Victorian average, for both time periods for patients with EC, adjusting for tumour grade at diagnosis,
age at diagnosis and number of comorbidities between the two time periods. As with all-cause
mortality, survival from cancer-specific mortality was significantly worse than the Victorian average for
the second time period for LMICS (HR 1.70, 95% CI: 1.21, 2.37).

Figure 29 shows adjusted survival from all-cause mortality for each ICS among patients diagnosed
with a low-grade tumour compared with the Victorian average, adjusting for age at diagnosis and
number of comorbidities. Figure 30 presents similar data but focuses on survival from cancer-specific
mortality for each ICS among patients diagnosed with a low-grade tumour compared with the Victorian
average and adjusting for age at diagnosis and number of comorbidities. No ICS were significantly
different regardless of whether survival for EC patients diagnosed with a low-grade tumour was from
all-cause mortality (Figure 29) or cancer-specific (Figure 30). However, when considering patients with
high-grade tumours at diagnosis, survival from all-cause mortality in SMICS in 2018-2022 was
significantly better than the Victorian average (HR 0.81, 95% CI: 0.68, 0.96) (Figure 31). Figure 32
shows survival from cancer-specific mortality for each ICSs compared with the Victorian average,
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limiting to only patients with a high-grade tumour at diagnosis was significantly worse than the
Victorian average in LMICS in 2018-2022 (HR 1.71, 95% CI: 1.17, 2.49).

Figure 27: Adjusted survival (all-cause mortality) for each ICS compared with the Victorian average for
both time periods for EC patients, 2013-2017 and 2018-2022 (n = 6,873)
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Figure 28: Adjusted survival (cancer-specific mortality) for each ICS compared with the Victorian
average for both time periods for EC patients, 2013-2017 and 2018-2022 (n = 6,873)
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Figure 29: Adjusted survival (all-cause mortality) for each ICS compared with the Victorian average for
both time periods for EC patients with a low-grade tumour, 2013-2017 and 2018-2022 (n = 6,873)

All-cause mortality
Year of diagnosis: 2018-22

Year of diagnosis: 2013-17

2.2 22
Worse than Worse than
1.5 statewide 1.5 statewide
average | average
1.0 1.0 I | | |
|
‘é Better than Better than
k) statewide ® | statewide
g average average
I
0.2 ) 0.2 S
S ) =]
O ] (@] O S S S S O S O O S S S
NI R A S C R XN N R SR RN N
& & ¢ Q)§ & & & o & & ¢ Q§\ & & & o

ICS of residence

Source: VCR (2013-2022)

Adjusted for age at diagnosis and number of comorbidities

Figure 30: Adjusted survival (cancer-specific mortality) for each ICS compared with the Victorian
average for both time periods for EC patients with a low-grade tumour, 2013-2017 and 2018-2022 (n =

6,873)
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Figure 31: Adjusted survival (all-cause mortality) for each ICS compared with the Victorian average for
both time periods for EC patients with a high-grade tumour, 2013-2017 and 2018-2022 (n = 6,873)
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Figure 32: Adjusted survival (cancer-specific mortality) for each ICS compared with the Victorian
average for both time periods for EC patients with a high-grade tumour, 2013-2017 and 2018-2022 (n =
6,873)
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4.9.2.1 Commentary — survival

In Victoria, the five-year survival rate for EC is 82% (2018-2022), demonstrating a significant
improvement in survival rates compared with earlier periods (Figure 25). Overall survival for EC
showed no statistical difference between ICS across the study period (p = 0.14) (Figure 26). Reasons
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for improved survival for EC are uncertain but most likely include a combination of factors such as
earlier stage at diagnosis, less invasive surgery and better perioperative and oncology care.

Using the hazard ratios from the Cox proportional hazards for EC, two metropolitan ICS (SMICS and
NEMICS) had statistically better survival from all-cause mortality compared with a regional ICS
(LMICS), which had statistically poorer survival than the Victorian average for the second time period
(2018-2022) (Figure 27). Further analysis of adjusted survival by low- and high-grade tumour at
diagnosis showed improved survival for patients living in SMICS in the high-grade tumour (all-cause
mortality) cohort (Figure 31). The pattern was different for cancer-specific mortality for EC patients
diagnosed with a high-grade tumour (cancer-specific), with survival in one regional ICS (LMICS)
significantly worse than the Victorian average (Figure 32).

Obesity is recognised as one of the strongest risk factors for developing EC, particularly the low-grade
endometrioid subtype, but is now associated with characteristics related to survival following a
diagnosis of EC.[71] As noted in ‘Commentary — malnutrition and physiotherapy regimens’ (section
4.9.1.1), higher BMI has been associated with endometrial cancer-specific mortality in some
studies.[63-65] Similarly, presence of comorbidities such as diabetes, which is common among
women with EC, may contribute to higher all-cause mortality.[72-74] Understanding the impact of
these factors in women with EC may help maximise both medical and cancer management.[71]

4.10 OCP Step 7: End-of-life care

Palliative care and advance care planning are important elements of optimal end-of-life care. Cancer is
projected to increase the need for palliative care across Victoria.[75] A Victorian study published in
2023 showed that between 2014 and 2021 there was a decrease in the proportion of people affected
by cancer accessing specialist palliative care within 12 months of death (68% in 2014 and 65% in
2021), excluding palliative care provided by private hospitals in a community setting.[76]

In Victoria, palliative care is delivered through community, inpatient and consultancy services
administered by public, private and non-government providers.[76] The Victorian cancer plan 2024—
2028 has set a target of 90% of cancer patients to receive specialist palliative care?[77] within 12
months prior to death, by 2030.[75] Figure 33 shows that Victoria, despite a slight increase in the
proportion (statewide average) of patients receiving palliative care within 12 months prior to death,
(69.6%, 2013-2017; 72.4%, 2018-2023), was well below the target of 90% outlined in the Victorian
cancer plan. The difference between the two time periods was not statistically significant (p = 0.38).
But some regional ICS, namely BSWRICS, LMICS and HRICS, were below the statewide average for
both time periods (Figure 33). Despite this observation, the results associated with ICSs should be
interpreted with caution, noting that palliative care provided by private hospitals or in the community is
not captured in the linked dataset because the Victorian Integrated Non-Admitted Health dataset is
specific to public facilities.

Advance care planning is the process of planning for future health and personal care whereby a
person’s values, beliefs and preferences are communicated early.[78] Therefore, patients should also
be given the opportunity to undertake advance care planning early in their journey. The target for
advance care directive documentation of all cancer types is 40%. In 2021, the statewide rate was
11.7% (public hospitals only).[77] Figure 34 shows that the proportion of EC patients who died and
had at least one admission in the year before death that recorded evidence of an advance care
directive was 9.9% (2018-2023) (p < 0.387). This was well below the benchmark level. Some regional
ICS such as BSWRICS and LMICS appeared to outperform metropolitan-based ICS (NEMICS and
SMICS), but overall rates are low across all ICS (Figure 34).

2 The term ‘specialist palliative care’ refers to clinicians who have specialist qualifications in palliative care and the designated specialist
palliative care sector funded to provide care for those with the most complex end-of-life and palliative care needs.
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Figure 33: Proportion of EC patients with inpatient palliative care within 12 months before death (n = 388,
2013-2017; n = 587, 2018-2023)
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Figure 34: Proportion of EC patients between 2018-2023 who have died and had at least one admission

in the year before death that recorded evidence of an advance care directive alert (n = 587)
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Note: Advance care directive data has only been captured since 2016.

When considering the proportion of EC patients who had an emergency admission within 30 days
before death (Figure 35), the statewide proportion increased from 33.5% in 2013-2017 to 41.2% in
2018-2022 (p = 0.018). Refer to Supplementary Table 4 for the procedure codes for emergency

admissions that were used. There was no significant difference (p = 0.10) in the proportion of patients

who were admitted for IV chemotherapy treatment 30 days prior to death between the two time

periods (Figure 36). Refer to Supplementary Table 5 for the procedure codes for chemotherapy that
were used.
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Figure 35: Proportion of EC patients who had an emergency admission 30 days before death, 2013-2017

(n = 388) and 2018-2023 (n = 587)
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Figure 36: Proportion of EC patients who had an emergency admission for IV chemotherapy within 30
days before death, by ICS of residence, 2013-2017 (n = 388) and 2018-2023 (n = 587)
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4.10.1 Commentary — end-of-life care

From the linked administrative data, although there were limitations in capturing palliative care
(because only inpatient palliative care was captured) timely palliative care was low across all ICS. The
number of patients who received their first inpatient episode of palliative care within 12 months before
death was below the target of 90% by 2030 set out in the Victorian cancer plan 2024-2028.[75] It
further showed a lack of planning for future medical treatment decisions and a low prevalence of
advance care planning documents in the health record. This may reflect a resourcing issue in the
palliative care setting, a lack of early referral or other factors. Strengthening the data collection around
community and ambulant/outpatient palliative care will enable all settings that provide palliative care to
be captured in datasets and allow for more complete benchmarking over time.

As noted in section 4.9, while the five-year survival rate for EC was 82% (2018-2022), some women,
particularly those with obesity, experience severely compromised quality of life, marked by a wide
range of symptoms and complications.[79] For most of these patients (67—75%), curatively treatment
is not feasible due to significant comorbidities and/or advanced disease. Consequently, these patients
are often offered palliative interventions aiming to maintain quality of life, mitigate symptoms and
prolong survival. However, referrals to palliative care services are not routine.[47]

To address this, the Care Plus model of care was introduced in Victoria to standardise early referral to
palliative care and reduce variation in practice.[47] A key objective of this model is to reduce acute
hospitalisation days in the last three months of life for people with advanced cancer, including EC.
Referral to palliative care is automatically [47] triggered once patients reach a defined clinical
threshold, such as incurability due to metastatic disease in the case of EC. Care Plus [47] involves an
initial palliative care consultation (inpatient or outpatient), a dedicated case conference with the
patient’s general practitioner within 28 days, and ongoing Care Plus appointments (at least monthly for
a minimum of two months), tailored to the needs of the patient and clinician.[47]

Health service activity in the 30 days before death is an indicator of quality of life. Notably, 30-40% of
people who died had an emergency admission for IV chemotherapy treatment in the 30 days before
death between the two time periods (2013—2017 and 2018—2022), highlighting a substantial
proportion of potentially avoidable acute care at end of life.

4.11 Prioritisation of EC unwarranted variations

Twenty-two unwarranted variations were initially identified by the VICS Optimal Care Summits team
(refer to the Appendix — Table A1) and the expert advisory group. Less than half of the expert advisory
group (42%, n = 10) took part in the first Delphi survey and prioritised the top 15 unwarranted
variations. These were then sent out to EC stakeholders (response rate = 19.4%, n = 42), who
reviewed and refined the list to the top 7 unwarranted variations as shown in the Appendix — Table A1.
The last Delphi survey round of expert advisory group members helped prioritise the top three
unwarranted variations for discussion at the EC Summit event (Appendix — Table A1).

A three-round Delphi survey process was successfully used, engaging both EC expert advisory group
members and EC stakeholders to prioritise the top three unwarranted variations for discussion at the
EC Summit event. There was clear preference for unwarranted variations that directly impacted
survival, particularly for high-grade EC tumours. There was also great support for improvements in
supportive care screening for EC patients and addressing time delays between diagnosis and
treatment for high-grade EC tumours.
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5. Key variations for action

The three key unwarranted variations that were prioritised for discussion at the summit event through
the consultation process were:

o Across all ICS, there are low rates of supportive care screening for EC patients. The target is
80%, the statewide result is 22% and most ICS have rates under 25%.

e There is variation between the ICS in the median number of days from diagnosis to any
treatment for EC patients with high-grade tumours, ranging from 26 to 56 days between 2018
and 2022.

o After adjusting for age at diagnosis and comorbidities, both survival from all-cause mortality
and cancer-specific mortality among EC patients with high-grade tumours was significantly
worse than the statewide average in LMICS between 2018 and 2022.
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6. Conclusion

This report summarises the mixed methods for quantitative and qualitative analysis that were delivered
in the consultation process for the 2024 EC Summit event. There are unwarranted variations for EC
care in Victoria. These variations include access to supportive care, time between diagnosis and
treatment for high-grade EC tumours, and lower regional survival rates for EC patients with high-grade
tumours.

EC consumers identified a variety of gaps in optimal care provision across their cancer journey. These
included timely diagnosis and treatment, lack of supportive care referrals and gaps in communication.
EC stakeholders reported that the key barriers to providing optimal care included workforce issues,
timely access to care including MDMs, limited access to weight optimisation and lack of centralised
care.

Despite some improvements across the two time periods under review, targeted action is required to
address unwarranted variations. The VICS EC summit event explored improvement opportunities and
targeted actions required to address the known variations. The discussions were captured and
informed the development of the Victorian EC Action Register. The VICS Network Group endorsed the

<https://cms.vics.org.au/wp-content/uploads/2025/04/VICS-REPORT _Victorian-Endometrial-Cancer-
Action-Register_070425.pdf> captures 24 actions that the EC expert advisory group recommended be
prioritised by the VICS and by individual ICS to address the three priority unwarranted variations at
state, network and health service levels (Table 10).

The VICS and their member cancer services, the EC expert advisory group, EC stakeholders and
other relevant Victorian cancer organisations have a responsibility to consider these findings and to
implement the action register.

Endometrial cancer in Victoria: optimal care pathway assessment report, 2025 | 57


https://cms.vics.org.au/wp-content/uploads/2025/04/VICS-REPORT_Victorian-Endometrial-Cancer-Action-Register_070425.pdf

Table 10: Recommended action items, owners and governance to address Victorian EC unwarranted variations, 2025

Optimal care pathway alignment \ Step 1 \Step 2  Step3 Step 4
Unwarranted variation identified in Table 1

ended ended

Step 5

Recommended action Recomm- Recomm- [7Z 112 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17

owners governance

Step 7

20 21

22

1. Create a video highlighting the key | OCS, EAG VICS
variations and outcomes from the EC Mg”rigers | chaolo bt bbbttt Ll o
Summit to engage clinicians in up
supporting changes.
2. Work with and support Ovarian ICS, Ovarian|  VICS
Cancer Australia to provide services ﬁ;’t‘r‘:i; Mg"rigers D olo
and support to people with EC and P
their families.
3. Partner with the McGrath M'%S,th " VICS
Foundation to develop and deliver corat anagers
training to gynaecology-specific Foundation Group I | D I I I I I DD
nurses.
4. Partner with Multicultural Centre ICS, VICS
for Women’s Health to distribute Mé‘;tr:‘i;‘;t‘fgf' Mg"rigers | Ll
available resources and services to Women’s P
health services and clinicians. Health
5. Collaborate with the Multicultural ICS, VICS
Centre for Women’s Health to deliver Mcuétr']‘t::‘;t‘fgf' Mg"rggers | | |
training to their health educators. Women's P
Health
6. Provide suggestions for updates to | OCS, EAG, VICS
the CCV Uterine cancer booklet: cev Mg“agers I L
Everything you need to know. roup
7. Engage CCV to provide ICS, CCV VICS
information to 131120 nurses for EC Mé"rzgﬁrs I |1
enquiries.
8. Work with health services to ICS Individual
progress statewide supportive care Govécr:nsance D oDl D
work and improve supportive care committees
screening and practices.
9. Disseminate information about EC ICS Individual
supportive care screening tools. Govécr:fance D D|D
committees
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Optimal care pathway alignment

Recommended action

Recomm-
ended

owners

Recomm-
ended

governance

education to stakeholders.

10. Partner with key stakeholders that ICS |nd|iéigua|
deliver supportive care and refer to
these services as required (e.g. CCV, fg;?;?ﬁggs D (pE D =
Counterpart).
11. Engage with Cancer Australia 0Cs VICS
and inform updates to the EC optimal Mg’:ﬁggrs o bbb | [ |1 I ] I |
care pathway.
12. Progress statewide MDM work ICS Individual
through relevant peer groups. Govg;nsance D|D|D I | I | I I
committees
13. Investigate and implement ICS Individual
registering MDMs as Tier 2, 20.56 ICS
2 e Governance D|D]|D | I | I I
clinics to ensure activity is counted committees
and to access NWAU funding.
14. Support streamlined referral and ICS VICS
care pathways (especially between Managers
. . . Group | | | | |
metropolitan and regional services) to
strengthen partnerships.
15. Complete mapping of ICS VICS
gynaecological and general clinical Network
; meeting | | I I
nurse consultant services across the
state.
16. Develop standardised pathology | ICS/EAG VICS
collection data that needs to be Mg‘:zgers D|D|D|D|D|D
collected for EC patients. P
17. Complete education with relevant | ICS/EAG VICS
bodies regarding standardised Mg"rzgers D|D|D|D|D|D
pathology data. P
18. Advocate for POLE genotyping OCS/EAG VICS
for the molecular classification of EC. Mg’;ﬁggrs b|b(b|b|D|D
19. Collaborate with the VCCC to ICS/VCCC VICS
develop and deliver relevant Mg’;ﬁggrs 11 T Y Y Y Y I O I
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Optimal care pathway alignment Step1Step2  Step3 Step 4 Step 5 Step 7
Unwarranted variation identified in Table 1
Recommended action Recomm-  Recomm- [WZNH T B2 g F4 0 N5 g 77 8T 19 [0 (1112 13 [14 15 [16 17 18 [19 (20" 21 |22
ended ended
owners governance
20. Disseminate information ICS/Counter VICS
part Managers I | I |

regarding Counterpart’s services

including peer support and navigator.
21. Engage with public health units ICS VICS
on preventing EC. Managers | D

Group

Group
22. Facilitate collaboration between ICS Individual
the NGOR and local health services Govl;cr;r?ance
to increase uptake of NGOR data committees ]

collection and reporting of local

information to health services.

23. Facilitate training between the OCS/IISS/VC MVICS
’ anagers

ﬁeﬁfaxcﬁ?gtgfﬁfw"?f)hfoJ2§ y Goup | PM [PM[PM|PM|PM|PM|PM|PM|PM|PM[PM[PM|PM|PM|PM|PM|PM|PM [PM |PM|PM|PM|PM

interpret available data.

24. Complete a local audit of LMICS LMICS LMICS

EC data Governance D
’ committee

D = Direct impact, | = Indirect impact, PM = Performance monitoring

CCV = Cancer Council Victoria, EAG = expert advisory group, EC = endometrial cancer, ICS = Integrated Cancer Services, LMICS = Loddon Mallee Integrated Cancer Service, MDM =
Imultidisciplinary meeting, NGOR = National Gynae-Oncology Registry, NWAU = National Weighted Activity Unit, OCS = Optimal Care Summits team, EAG = expert advisory group, VCCC
= Victorian Comprehensive Cancer Centre, VCR = Victorian Cancer Registry
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Glossary

Term

Advance care planning

Definition

The process of planning for future health and personal care whereby a person’s
values, beliefs and preferences are communicated early.

Comorbidity count

A count measuring the number of comorbid conditions a patient has at diagnosis,
which may influence their prognosis. Data on patient comorbidities was extracted
from diagnosis codes of admitted episodes in the VAED in the year prior, up until
30 days after the patient’s melanoma diagnosis date. Patients without admitted
episodes were assumed to have no comorbidities. The comorbidity count was
calculated for each patient according to Quan et al. [13] (excluding cancer and
metastases) and grouped into three categories (0, 1 and 2+).

Diagnosis codes for comorbidities can only be assigned in the admitted episode
when the comorbidities meet criteria for coding in line with the Australian Coding
Standards.[80] As a result, the identification of comorbidities is likely to be an
underestimation.

Conditions included in the comorbidity count:
e AIDS/HIV
e congestive heart failure
e chronic pulmonary disease
e dementia
e diabetes with chronic complications
e hemiplegia or paraplegia
e mild liver disease
e moderate/severe liver disease
e renal disease

e rheumatic disease.

Death certificate only

A method of cancer notification to the Victorian Cancer Registry whereby the death
certificate provides the only notification of a person’s cancer to the registry.

Diagnosis date

The date of the pathology report or other investigative report where the diagnosis
of EC cancer was first confirmed to the Victorian Cancer Registry.

Endometrial cancer

A type of cancer that forms in the lining of the uterus or in the endometrium.

Hysterectomy (surgery)

An admitted episode in the VAED where the admission date was between 30 days
before and one year after the patient’s endometrial cancer diagnosis date and the

episode included an endometrial cancer surgery procedure code (Supplementary

Table 3).

Metastatic disease

Patients who had metastatic disease at diagnosis were identified from the Victorian
Cancer Registry TNM-M variable and from metastatic cancer diagnosis codes
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Term

Definition

(ICD-10-AM C54 or C55) in admitted episodes in the VAED between 30 days
before and four months after diagnosis date.

Multidisciplinary team
meeting

A deliberate, regular meeting involving a range of health professionals with
expertise in diagnosing and managing cancer, for the purpose of facilitating best-
practice management of all patients with cancer.

Nulliparity

Refers to the state of never having given birth to a child.

Palliative care

An approach to care that improves the quality of life of people and their families
who are facing the problems associated with a progressive illness. It does this by:

e preventing and relieving suffering through early identification and
assessment

e treating pain and other physical, psychosocial and spiritual problems

e addressing practical issues.[81]

Radiotherapy

Radiotherapy courses in the VRMDS were included where the start date was
between 30 days before and one year after the patient’s EC diagnosis date.
Additionally, for non-metastatic patients, it was required that the primary site was
EC (ICD-10-AM C54 or C55).

Socioeconomic status

A measure of a person’s economic and social position within society, which tends
to be positively associated with better health. In this report socioeconomic status is
based on the Index of Relative Socio-Economic Disadvantage (IRSD) included in
the Socio-Economic Index for Areas published by the Australian Bureau of
Statistics. Victorians were assigned an IRSD score using their residential address
at the time of their diagnosis. IRSD scores are grouped into quintiles (1st — most
disadvantaged, 5th — least disadvantaged).

Surgery An admitted episode in the VAED where the admission date was between 30 days
before and one year after the patient’s EC diagnosis date and the episode included
surgery procedure code (Supplementary Table 3).

TNM The TNM classification is a system for classifying a malignancy:

e T —Tumour is used to describe the size of the primary tumour and its
invasion into adjacent tissues.

e N - Nodes is used to describe regional lymph node involvement of the
tumour.

e M — Metastasis is used to identify the presence of distant metastases of
the primary tumour.

Unwarranted variation
(in care)

A variation in the use of health services that cannot be explained by differences in
patient illness or patient preferences.

VCR diagnosis date

The date of the pathology report or other investigative report where the diagnosis
of cancer was first confirmed to the Victorian Cancer Registry.
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Supplementary material

Diagnosis codes

Supplementary Table 1: Endometrial cancer diagnosis codes

ICD-10-AM code

‘ Description ‘

C540 Malignant neoplasm of isthmus uteri

C541 Malignant neoplasm of endometrium

C542 Malignant neoplasm of myometrium

C543 Malignant neoplasm of fundus uteri

C548 Overlapping malignant lesion of corpus uteri
C549 Malignant neoplasm of corpus uteri, unspecified
C550 Malignant neoplasm of uterus, part unspecified

Morphology codes

Supplementary Table 2: Morphology codes used to define endometrial cancer

Code Description ‘
8380 Endometrioid adenocarcinoma NOS

8441 Serous cystadenocarcinoma NOS

8980 Carcinosarcoma NOS

8310 Clear cell adenocarcinoma NOS

8020 Carcinoma, undifferentiated NOS
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Surgery
Supplementary Table 3: Procedure codes used to identify patients who underwent hysterectomy
surgery

Surgical procedure ICD-10- Description
AM/ACHI/A

CS code

3565307 Laparoscopic total abdominal hysterectomy

3565301 Total abdominal hysterectomy

3566702 | Laparoscopic radical abdominal hysterectomy

Total laparoscopic abdominal hysterectomy with removal of
9044802 adnexa

3566700 | Radical abdominal hysterectomy

Abdominal 3565304 | Iotal abdominal hysterectomy with removal of adnexa
hysterectomy

Abdominal hysterectomy with radical excision of pelvic lymph
3567000 nodes

Radical abdominal hysterectomy with radical excision of pelvic
3566400 | lymph nodes

9044801 Total laparoscopic abdominal hysterectomy

3565300 Subtotal abdominal hysterectomy

Abdominal hysterectomy with extensive retroperitoneal
3566100 | dissection

3565305 Laparoscopic subtotal abdominal hysterectomy

Laparoscopically assisted vaginal hysterectomy with removal of
adnexa

3575302

3565700 Vaginal hysterectomy

3575000 Laparoscopically assisted vaginal hysterectomy

Vaginal hysterectomy 3566401 | Radical vaginal hysterectomy with radical excision of pelvic
lymph nodes

3566701 Radical vaginal hysterectomy

3566703 Laparoscopically assisted radical vaginal hysterectomy

3567302 Vaginal hysterectomy with removal of adnexa

3563301 Polypectomy of uterus via hysteroscopy

3562300 Myomectomy of uterus via hysteroscopy

Excision 9045200 Excision of other lesion of uterus

3564901 Myomectomy of uterus via laparoscopy

3564903 Myomectomy of uterus
3564000 Dilation and curettage of uterus [D&C]
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Surgical procedure ICD-10- Description
AM/ACHI/A

CS code

3564001 Curettage of uterus without dilation

Curettage and

; 3564003 Suction curettage of uterus
evacuation of the

uterus 3564303 Dilation and evacuation of uterus [D&E]
3563812 Laparoscopic salpingo-oophorectomy, bilateral

Salpingo- 3571704 | Salpingo-oophorectomy, bilateral

oophorectomy 3563811 Laparoscopic salpingo-oophorectomy, unilateral

3571311 Salpingo-oophorectomy, unilateral

9624305 Sentinel lymph node biopsy, pelvic

3030001 Sentinel lymph node biopsy, not elsewhere classified

9624304 Sentinel lymph node biopsy, intra-abdominal

Biopsy of lymphatic 9624308 Sif[eenstinel lymph node biopsy, other and unspecified lymphatic

9624205 Biopsy of lymphatic structure, pelvic

3007500 Biopsy of lymph node

Biopsy of lymphatic structure, other and unspecified lymphatic
sites

structure

9624208

9624405 Excision of lymphatic structure, pelvic

- 9624505 Radical excision of lymphatic structure, pelvic
Excision procedures

on lymph node 9624404 Excision of lymphatic structure, intra-abdominal
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Emergency admission

Supplementary Table 4: Primary procedure codes for emergency admission within 30 days before
death (endometrial cancer)

Death year: 2012-2019

ACHI code Number \ ACHI code description

9555000 236 Allied health intervention, dietetics

9555001 193 Allied health intervention, social work
9555002 189 Allied health intervention, occupational therapy
1370602 169 Administration of packed cells

9555012 160 Allied health intervention, spiritual care
9555005 112 Allied health intervention, speech pathology
3040600 106 Abdominal paracentesis

9206200 56 Administration of other serum

9618700 51 Spiritual support

9251440 46 General anaesthesia, ASA 40

9618600 21 Spiritual assessment

9251439 18 General anaesthesia, ASA 39

9555011 16 Allied health intervention, other

9220900 11 Management NIV support 24 hours or less
9251430 11 General anaesthesia, ASA 30

9619900 10 IV admin of pharmac agent antineoplastic
9220901 9 Management NIV support > 24 < 96 hr
9251599 9 Sedation, ASA 99
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Chemotherapy treatment

Supplementary Table 5: Primary procedure codes for chemotherapy treatment administered within
30 days before death (endometrial cancer)

ICD-10-

AM/ACHI/ACS

code Description

9619600 Intra-arterial administration of pharmacological agent, antineoplastic agent
9619700 Intramuscular administration of pharmacological agent, antineoplastic agent
9619800 Intrathecal administration of pharmacological agent, antineoplastic agent
9619900 Intravenous administration of pharmacological agent, antineoplastic agent
9620000 Subcutaneous administration of pharmacological agent, antineoplastic agent
9620100 Intracavitary administration of pharmacological agent, antineoplastic agent
9620200 Enteral administration of pharmacological agent, antineoplastic agent
9620300 Oral administration of pharmacological agent, antineoplastic agent
9620500 Other administration of pharmacological agent, antineoplastic agent
9620600 Unspecified administration of pharmacological agent, antineoplastic agent
9620900 Loading of drug delivery device, antineoplastic agent
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Appendix: Unwarranted variations in endometrial cancer care

Table A1: Unwarranted variations identified in endometrial cancer care in Victoria and prioritisation of variations by Delphi survey process

Unwarranted variation Prioritised in Delphi survey 1 Prioritised in Delphi survey 2 Prioritised in Delphi survey 3 ‘

1. * Across all ICS, there are low rates of supportive care
screening for endometrial cancer patients. The target is 80%,
the statewide result is 22%, and most ICS have rates < 25%.

2. There is variation between the ICS in the median number of
days from diagnosis to any treatment for endometrial cancer
patients with high-grade tumours, ranging from 26 to 56 days
in 2018—2022.

3. After adjusting for age at diagnosis and comorbidities, both
survival from all-cause mortality and cancer-specific mortality
among endometrial cancer patients with high-grade tumours
was significantly worse than the statewide average in LMICS
between 2018-2022.

4. The proportion of endometrial cancer patients over the age of
50 with high-grade tumours who received surgery within six
weeks of diagnosis significantly decreased from 71.8% (2013—
2017) to 65.4% (2018-2022). One ICS, GRICS, was also
below the statewide average in 2018-2022.

5. Care after initial treatment and recovery — After adjusting for
age at diagnosis and comorbidities, survival from all-cause
mortality among patients diagnosed in 2018-2022 with high-
grade tumours in BSWRICS was significantly worse than that
observed among patients diagnosed in 2013-2017.

6. * Regional ICS have lower rates of documented
multidisciplinary meeting (MDM) presentation for endometrial
cancer patients. The target is 85%, the statewide result is 81%
and, in some regional ICS, rates were < 50%.

7. *There is variation in documented evidence of communication
of treatment plans to GPs for endometrial cancer patients by
ICS. The target is 100%, the statewide result is 77%.

8. The median number of days from diagnosis to any treatment
for endometrial cancer patients with high-grade tumours
increased from 27 days (2013-2017) to 30 days (2018-2022).

9. * There is variation in recording of stage in MDM
recommendations for endometrial cancer patients between the
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Unwarranted variation

ICS with SMICS and WCMICS below the Department of
Health target of 85%.

10.

There is variation between the ICS in the median number of
days from diagnosis to any treatment for endometrial cancer
patients with low—grade tumours, ranging from 24 to 47 days in
2018-2022.

1.

The proportion of endometrial cancer patients with low-grade
tumours and who were over the age of 50 who received
surgery within six weeks of diagnosis significantly decreased
from 69.7% (2013—2017) to 62.1% (2018-2022). Several ICS
were also below the statewide average in 2018-2022 (LMICS,
HRICS and WCMICS).

12.

There is a significantly higher percentage of patients from
LMICS who presented to an emergency department (ED) 28
days prior to a diagnosis of endometrial cancer compared with
the statewide average.

13.

The statewide average for patients admitted 30 days prior to
death was 33.2% (2013—-2017), increasing to 41.2% (2018—
2022). GRICS was significantly above the statewide average
in 2018-2022, with approximately 75% of patients presenting
to ED.

14.

Statewide, only 10% of endometrial cancer patients who died
had recorded evidence of an advance care directive. Rates are
low across all ICS.

15.

* There is variation in documented evidence of ECOG
recorded in an MDM for endometrial cancer patients by ICS.
The target is 100%, the statewide result is 62% and, in some
ICS, the rate is less than 25% (WCMICS and BSWRICS).

16.

On average, only 5.2% of endometrial cancer patients were
seen by a dietitian during admission within three months of
diagnosis in 2018-2022. Rates are low across all ICS. GRICS
is significantly below the statewide average.

17.

The proportion of patients who presented to an ED within 28
days prior to diagnosis of endometrial cancer increased from
7.4% (2013-2017) t0 9.7% (2018-2022).

Prioritised in Delphi survey 1 Prioritised in Delphi survey 2 Prioritised in Delphi survey 3

18.

Across all ICS, there are low and decreasing rates of referrals
to a physiotherapist within three months of diagnosis for
endometrial cancer patients, with the statewide average
decreasing from 63.7% (2013—2017) to 49.7% (2018-2022).
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Unwarranted variation

Prioritised in Delphi survey 1 Prioritised in Delphi survey 2 Prioritised in Delphi survey 3

NEMICS was significantly below the statewide average in both
time periods.

19.

Only 10 endometrial cancer patients were seen by a
psychologist during admission within three months of
diagnosis across the past 10 years in Victoria.

20.

Across all ICS, there are low and decreasing rates of referrals
to a social worker during admission within three months of
diagnosis for endometrial cancer patients, with the statewide
average decreasing from 23.6% (2013—-2017) to 15.8% (2018-
2022). SMICS and GICS were significantly below the
statewide average in 2018-2022.

21.

There is variation between the ICS for length of stay after a
hysterectomy. In 2018-2022, the proportion of patients who
had a shorter length of stay than the statewide median (three
days) is significantly lower in SMICS.

22.

The median number of days from diagnosis to any treatment
for endometrial cancer patients with low-grade tumours
increased from 28 days (2013-2017) to 30 days (2018—-2022).

* Two ICS (HRICS and GRICS) were excluded because they had fewer than five patients.

* Blue shading indicates unwarranted variation has been prioritised.
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