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Abstract

OBJECTIVE: To evaluate the association of race—ethnicity and neighborhood socioeconomic
status with adherence to National Comprehensive Cancer Network guidelines for endometrial
carcinoma.

METHODS: Data are from the SEER (Surveillance, Epidemiology, and End Results) cancer
registry of women diagnosed with endometrial carcinoma for the years 2006—-2015. The sample
included 83,883 women after inclusion and exclusion criteria were applied. Descriptive statistics,
bivariate analyses, univariate, and multivariate logistic regression models were performed to
evaluate the association between race—ethnicity and neighborhood socioeconomic status with
adherence to treatment guidelines.

RESULTS: After controlling for demographic and clinical covariates, Black (odds ratio [OR]
0.89, A<.001), Latina (OR .92, A<.001), and American Indian or Alaska Native (OR 0.82, P=.034)
women had lower odds of receiving adherent treatment and Asian (OR 1.14, P<.001) and Native
Hawaiian or Pacific Islander (OR 1.19 P=.012) women had higher odds of receiving adherent
treatment compared with White women. After controlling for covariates, there was a gradient

by neighborhood socioeconomic status: women in the high-middle (OR 0.89, A<.001), middle
(OR 0.84, /<.001), low-middle (OR 0.80, P<.001), and lowest (OR 0.73, £<.001) neighborhood
socioeconomic status categories had lower odds of receiving adherent treatment than the those in
the highest neighborhood socioeconomic status group.

CONCLUSIONS: Findings from this study suggest there are racial-ethnic and neighborhood
socioeconomic disparities in National Comprehensive Cancer Network treatment adherence for
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endometrial cancer. Standard treatment therapies should not differ based on sociodemographics.
Interventions are needed to ensure that equitable cancer treatment practices are available for all
individuals, regardless of racial-ethnic or socioeconomic background.

Gynecologic cancers represent the third most common malignancies among women.!
Uterine cancer, more specifically endometrial cancer, is the most common gynecologic
cancer.2-5 Partly because of its high prevalence, uterine cancer is the second most deadly
gynecologic cancer in the United States.2:6-8 Over the past few decades, uterine cancer
incidence and mortality have steadily risen for all racial-ethnic groups, with the highest rate
of increase observed among racial—-ethnic minority women.8:9 There are apparent disparities
within uterine cancer, particularly among Black women because they are disproportionately
affected by uterine cancer deaths relative to other racial-ethnic groups.5-10 However,
research that has focused on disparities relating to the treatment of uterine cancer has been
lacking, especially with an inclusion of multiple racial-ethnic minority and socioeconomic
status groups.

The National Comprehensive Cancer Network has developed evidenced-based and
consensus-driven treatment guidelines that are widely viewed as the standard of care.11:12
Above all, adherence to National Comprehensive Cancer Network treatment guidelines
has been associated with improved survival for various cancer sites, which marks it an
important metric for treatment and subsequent cancer survival.11-20 To date, however,
there are few studies that have looked at endometrial cancer disparities with adherence

to National Comprehensive Cancer Network treatment guidelines. These studies have
found that identifying as Asian or Pacific Islander was associated with adherence to
National Comprehensive Cancer Network guidelines, whereas identifying as Black or
Latina was associated with nonadherence to National Comprehensive Cancer Network
guidelines.21-23 To our knowledge, there are no studies that have looked at endometrial
cancer disparities in National Comprehensive Cancer Network treatment adherence among
various socioeconomic status groups.

Racial-ethnic minorities and lower socioeconomic status groups are especially vulnerable
to receiving substandard care, which perpetuates poor health outcomes. Substandard

care has been associated with social disadvantage (ie, low socioeconomic status, limited
access to health care, and increased number of life stressors), structural barriers to

health care (ie, geographic proximity to health care facilities), and implicit biases of
physicians.24-26 More research is needed to examine disparities in adherence to National
Comprehensive Cancer Network endometrial treatment guidelines with inclusion of a
comparative analysis of multiple racial-ethnic group backgrounds, because minority racial—
ethnic groups experience higher levels of social disadvantage, and greater experiences

of biases and racism within the health care system that may influence inequities in

health.2> Hence, it is important to examine racial-ethnic and socioeconomic inequities
within standard treatment of cancer to identify which groups are most at risk for receiving
subpar care. The objective of this study was to evaluate the association of race—ethnicity
and neighborhood socioeconomic status with adherence to National Comprehensive Cancer
Network treatment guidelines for endometrial cancer and to note where racial-ethnic and
socioeconomic disparities exist. We hypothesized that racial-ethnic minorities and women
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of lower neighborhood socioeconomic status would have lower percentages of adherence to
National Comprehensive Cancer Network treatment guidelines.

This study used retrospective population-based data from the SEER (Surveillance,
Epidemiology, and End Results) database between January 1, 2006, and December 31, 2015,
and received approval from the institutional review board of the University of California,
Irvine (UCI IRB HS No. 2019-5081). The SEER national cancer registry assembles
population based cancer registries throughout the United States and includes incidence

and mortality information on demographics, prognostic characteristics, and primary cancer
treatment.2’

The study population included women who were aged 18 years and older and diagnosed
with the first or only endometrial carcinoma. Patients were identified using the endometrial
SEER primary site code (C54.1) and histologic subtypes classified as endometrial
carcinoma.®28 A total of 83,883 patients with endometrial carcinoma were included as the
final study population (Fig. 1) after excluding those with unknown race-ethnicity, unknown
stage of diagnosis, unknown Census tract information, missing or unknown clinical data
(surgical treatment, extent of disease, diagnostic confirmation, and surgical staging), and
patients or information obtained from autopsy or death certificates.

The primary dependent variable was adherence to National Comprehensive Cancer Network
guidelines for the first course of treatment, accounting for guideline changes that occurred
during the study time period.2%-31 National Comprehensive Cancer Network guidelines
recommended a combination of therapies dependent on histologic subtype (eg, endometroid
carcinomas or other carcinomas) and extent of disease (eg, diseases limited to uterus,
suspected or gross cervical involvement, and suspected extrauterine disease).2%-31 Based on
the National Comprehensive Cancer Network guidelines, we combined the corresponding
data to create a binary variable representing adherence to National Comprehensive

Cancer Network guidelines (1=adherent treatment, 0=nonadherent treatment). Adherence
to National Comprehensive Cancer Network guidelines is further described in Appendices
1-3, available online at http://links.lww.com/AOG/C326. Grade and stage of disease were
not considered determinants of treatment adherence for the first course of treatment for
endometrial cancer, based on National Comprehensive Cancer Network guidelines.29-31

The main independent variables were race—ethnicity of the patient and neighborhood
socioeconomic status. Race—ethnicity was classified into six groups: non-Latina White
(reference group), non-Latina Black, Latina; non-Latina Asian, non-Latina Native Hawaiian
or Pacific Islander, and non-Latina American Indian or Alaska Native (henceforth White,
Black, Latina, Asian, Native Hawaiian or Pacific Islander, and American Indian or Alaska
Native, respectively). There were no multiracial groups reported in the SEER data set.
Racial-ethnic variables for the SEER data set are ascertained through medical records or
administrative information, as opposed to a patient’s self-reported racial-ethnic identity.
Neighborhood socioeconomic status was classified into quintiles based on the Yost score,
which ranged from highest neighborhood socioeconomic status (reference group) to lowest
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neighborhood socioeconomic status.32 The Yost score is a composite index of neighborhood
socioeconomic status that uses Census tracts, and several indicators of education, income,
and occupation.32 Education was represented by an education index; occupation included
the proportion of those with blue-collar jobs and the proportion of those older than 16 years
of age in the workforce without a job; and income included median household income,
proportion of those with incomes below 200% of the poverty level, median rent, and median
house value.32 Covariates included demographic and clinical characteristics. Demographic
characteristics included age at diagnosis. Age at diagnosis was used as a categorical variable,
with four groups based on quartile distribution: younger than 54 years (reference group),
54-61 years, 62—68 years, and 69 years and older. Clinical characteristics included stage of
diagnosis, histology, grade of disease, histologic subtype, and year of diagnosis. Stage of
diagnosis was a categorical variable with four categories that ranged from stage | (reference
group) to stage IV. Histology was coded as a binary variable with the categories that
included endometroid carcinomas and other carcinomas. Grade was categorized into five
groups: grade 1, well differentiated (reference group); grade 2, moderately differentiated;
grade 3, poorly differentiated; grade 4, undifferentiated or anaplastic; and unknown. Year of
diagnosis was treated as a continuous variable.

Descriptive statistics for demographic and clinical characteristics by patients’ race—ethnicity
and adherence to treatment guidelines were performed. Descriptive statistics for the type

of treatment and stage at diagnosis were also performed. Bivariate analyses, univariate, and
multivariate logistic regression models were conducted to evaluate the association of race—
ethnicity and neighborhood socioeconomic status with the dependent variable—adherence

to National Comprehensive Cancer Network guidelines—while controlling for demographic
and clinical covariates. We used robust standard errors to adjust for heteroscedasticity in
residuals. All statistical analyses were performed using Stata 16.

Demographics of the total sample are shown in Table 1, and demographics of the

sample who received adherent treatment are shown in Table 2. Overall, 59.5% of the

study population received adherent treatment to National Comprehensive Cancer Network
guidelines. The racial-ethnic groups with the lowest percentage of adherent treatment were
among Black, Latina, and American Indian or Alaska Native women (57.1%, 54.5%, and
52.7% respectively); the highest percentage of adherent treatment was among Asian, Native
Hawaiian and Pacific Islander, and White women (62.3%, 60.6%, and 60.3% respectively).
Adherent treatment was higher among the highest neighborhood socioeconomic status
groups and gradually decreased as neighborhood socioeconomic status lowered.

Table 3 shows the breakdown of treatment received by stage at diagnosis. Bivariate analyses
show a statistically significant association between treatment type and stage at diagnosis
(P<.001). Treatment adherence was highest within stage I11 and stage Il cancers. Overall,
those with stage | disease had a greater proportion of having a total hysterectomy and
bilateral salpingo-oophorectomy. Surgical staging was greatest among patients with stage 1|
and stage Il disease. Radiation was higher among those within stage 11 and stage 11 disease,
and chemotherapy was highest among those with stage 111 and stage IV disease.
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Within the study population, there was a higher proportion of Black, Latina, and American
Indian or Alaska Native women represented within the lower neighborhood socioeconomic
status groups. Additionally, Native Hawaiian and Pacific Islander, American Indian and
Alaska Native, Latina, and Asian women had a lower age at diagnosis, with a higher
proportion representing those younger than 54 years old. Stage | disease (76.3%) and
endometroid carcinomas (75%) represented the majority of patients in the sample. However,
Black women represented a higher proportion of later stage at diagnosis (15.5% stage 111 and
9.7% stage 1V) and more aggressive grade of disease (23.4% poorly differentiated and 9.8%
undifferentiated or anaplastic) and histologic subtypes (39.5% other carcinomas) relative to
the total sample.

Bivariate analysis using a 2 test revealed a statistically significant association between
race—ethnicity and adherence to National Comprehensive Cancer Network treatment
guidelines (~P<.001). Univariate logistic regression results of the association between race—
ethnicity and adherence to National Comprehensive Cancer Network treatment guidelines
show that Black (odds ratio [OR] 0.88, P<.001, 95% CI 0.83-0.92), Latina (OR 0.79,
P<.001, 95% CI 0.75-0.82), and American Indian or Alaska Native (OR 0.73, P<.001,

95% CI 0.62-0.87) women have a statistically significant lower probability of receiving
adherent treatment when compared with White women. On the other hand, Asian (OR

1.08, £=.003, 95% CI 1.03-1.15) women have a statistically significant higher probability
of receiving adherent treatment when compared with White women. Within neighborhood
socioeconomic status, we see a gradient in adherence with the probability of receiving
adherent treatment decreasing as neighborhood socioeconomic status decreases relative to
women in the highest neighborhood socioeconomic status group. Post hoc power analysis
determined that this study was not adequately powered to detect significant racial—ethnic
differences in treatment for Asian, Native Hawaiian or Pacific Islander, and American Indian
or Alaska Native women relative to White women when conducting two-tailed analyses

at a=0.05 and 80% power indicating the importance of future studies that include larger
sample sizes of these groups. This study was adequately powered at a=0.05 and 80% power
to detect differences in all neighborhood socioeconomic status groups.

The multivariate logistic regression models (Table 4) indicate that the association between
race—ethnicity and adherence to National Comprehensive Cancer Network treatment
guidelines kept the same pattern when controlling for demographic and clinical covariates.
When compared with White women, Black (OR 0.88, P<.001, 95% CI 0.84-0.94), Latina
(OR 0.92, P<.001, 95% CI 0.88-0.96), and American Indian and Alaska Native (OR

0.82, P=.034, 95% CI 0.69-0.98) women had statistically significantly lower odds of
receiving adherent treatment, after controlling for neighborhood socioeconomic status,

age at diagnosis, stage at diagnosis, histology, grade of disease, and year of diagnosis.

Asian (OR 1.14, P<001, 95% CI 1.08-1.21) women and Native Hawaiian and Pacific
Islander (OR 1.19, P=.012, 95% CI 0.69-0.98) women continued to have statistically
significantly higher odds of receiving adherent treatment when compared with White
women after all covariates were included. We continue to see the gradient pattern for
neighborhood socioeconomic status after controlling for race—ethnicity and all covariates
relative to women in the highest neighborhood socioeconomic status group: the high-middle
neighborhood socioeconomic status group (OR 0.89, £<.001, 95% CI 0.86-0.93), the middle
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neighborhood socioeconomic status group (OR 0.84, P<.001, 95% CI 0.80-0.88), the low—
middle neighborhood socioeconomic status group OR 0.80, P<.001, 95% CI 0.78-0.86), and
the lowest neighborhood socioeconomic status group (OR 0.73, P<.001, 95% CI 0.69-0.77).

DISCUSSION

Our findings suggest racial-ethnic and neighborhood socioeconomic disparities in the
receipt of adherent care, which aligns with prior studies on endometrial cancer and

other cancer sites. There are limited studies that have examined adherence to National
Comprehensive Cancer Network guidelines for endometrial cancer and even fewer that
have looked at racial-ethnic and neighborhood socioeconomic disparities in treatment
adherence.?1-23 Because adherence to National Comprehensive Cancer Network guidelines
is associated with improved survival for many cancer sites, including uterine cancer, it

is important to explore disparities and deviations in these guidelines among various racial—
ethnic groups and neighborhood socioeconomic status groups to ensure that all groups are
receiving equitable treatment.

There are three key findings from our study. First, Black, Latina, and American Indian and
Alaska Native women had the lowest percentages of treatment that was adherent to National
Comprehensive Cancer Network guidelines compared with White women. Similarly,
Kaspers et al?! found that percentages of adherent treatment to National Comprehensive
Cancer Network guidelines for endometrial cancer were lowest among Black and Latina
women. Additional research that has looked at treatment patterns in endometrial cancer,
aside from those that are National Comprehensive Cancer Network guideline concordant,
have found that Black and Latina women are less likely to receive definitive surgical
treatment and lymph node sampling when compared with White women.33 Other studies
have found that Black, Latina, and American Indian and Alaska Native women with
endometrial cancer were less likely to have minimally invasive hysterectomies and were
more likely to receive open surgery when compared with White women.34:35 This is
important because minimally invasive surgeries have been deemed an appropriate quality
measure for the primary treatment of endometrial cancer.3®> Additional research on treatment
patterns found that American Indian and Alaska Native women with endometrial cancer

had appropriate lymph node assessments, indicating at least partial adherence to National
Comprehensive Cancer Network guidelines.38 Further research is needed to examine
treatment adherence with larger sample sizes of American Indian and Alaska Native women.

Second, we found that Asian and Native Hawaiian or Pacific Islander women

had significantly higher odds of receiving treatment that was adherent to National
Comprehensive Cancer Network guidelines, when compared with White women. Kaspers et
al?1 also found higher percentages of adherent treatment to National Comprehensive Cancer
Network guidelines for Asian and Pacific Islander women, which are aggregated together,
compared with White women. Our findings are aligned with this study, which together
contributes to small but growing literature on racial-ethnic disparities in endometrial cancer,
including an examination of patterns for Asian and Pacific Islander women.37 Further
studies should be done involving Asian women and women who are Native Hawaiian or
Pacific Islander to explore social and clinical factors that contribute to higher adherence.
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More importantly, these studies should disaggregate Asian women and women who are
Native Hawaiian or Pacific Islander to examine whether patterns differ among these groups.
Additionally, larger sample sizes of these populations are needed.

Although our findings are aligned with some of the past research on racial-ethnic disparities
in treatment adherence for endometrial cancer, not all studies have observed such disparities.
For instance, one study conducted by using the National Cancer Database did not observe
any racial—ethnic disparities in its analysis of treatment adherence among nonendometrioid
endometrial cancers.23 This may indicate that racial-ethnic disparities might differ based

on histologic subtypes of endometrial cancer. Another study conducted by using the
Women’s Health Initiative that explored National Comprehensive Cancer Network treatment
adherence among endometrial cancer did not note any racial—ethnic disparities.22 However,
the sample used for this study was predominately White, so it is possible that there was

not a large enough sample size of racial-ethnic minority groups to allow for such analyses
on racial-ethnic disparities. More research on racial-ethnic minority groups and standard
treatment guidelines for endometrial cancer are warranted to further our understanding of
these racial—ethnic disparities.

Third, we found that there is a neighborhood socioeconomic status gradient in treatment
adherence, such that women in the lower neighborhood socioeconomic status groups

have lower odds of receiving adherent treatment relative to women in the highest
neighborhood socioeconomic status group. Our study is novel in that it examines
neighborhood socioeconomic disparities in the understudied context of treatment adherence
for endometrial cancer. However, there are prior studies that have looked at disparities in
National Comprehensive Cancer Network treatment adherence among other gynecologic
cancer sites. For instance, one study that looked at adherence to National Comprehensive
Cancer Network guidelines for cervical cancer found that individuals with lower
socioeconomic status were more likely to receive nonadherent treatment.14 Similarly,
another study that looked at adherence to treatment guidelines for ovarian cancer found that
socioeconomic status is a risk factor for receiving nonstandard care, even after adjustment
for other factors such as medical comorbidities.13 Additionally, a research review on
disparities within gynecologic cancer have shown that women within lower socioeconomic
status groups are less likely to receive standard treatment therapies.38

The results presented here indicate that historically marginalized and socially disadvantaged
groups receive substandard care when compared with higher status groups (ie, White
women and those of higher neighborhood socioeconomic status). This disparity in receipt
of National Comprehensive Cancer Network adherent care may be aligned with limited
health care resources and unequal access to factors associated with quality of care. For
instance, studies on gynecologic cancer have found that health care accessibility measured
through insurance type may affect care, because patients with Medicaid insurance have
lower adherence to treatment guidelines compared with those with Medicare or private
insurance.38:39 Additionally, prior studies on ovarian cancer have indicated that residential
location and geographic proximity to specialized facilities influence the likelihood of
receiving adherent treatment.#0-42 Although not explicitly examined in the literature
described above, residential location may reflect race-based residential segregation and its
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effect on access to high quality medical care for low-income and racial-ethnic minority
communities.*3 Future research should explicitly explore race-based segregation and its
association with adherent treatment for cancer. Additionally, other structural factors, such as
experiences of discrimination or biases within the health care system and with health care
professionals, should be explored because they may be related to deviance from standard
treatment regimens for some groups.44° Future research should explore what factors may
mitigate or exacerbate these disparities, such as insurance type, geographical location, access
and barriers to treatment, physician specialty, physician bias, hospital volume, and hospital
type (eg, academic vs community).

This study has several strengths that should be noted. First, the SEER registry involves a
large sample size and allows for inclusion of multiple years in the study period in which
treatment guidelines did not substantially change during the study period. Because this data
set is a population-based data set with inclusion of multiple racial-ethnic categories, our
findings are generalizable to the U.S. population. Second, the registry allowed for inclusion
of a diverse population of women from several racial-ethnic groups and socioeconomic
backgrounds. The inclusion of multiple racial-ethnic groups is especially important because
much of the research on inequities on endometrial cancer to date focuses on White women
compared with Black women.14:21:46.47 Qur study examines not only disparities between
Black and White women, but also includes a focus on patterning for Latina women, Asian
women, women who are Native Hawaiian or Pacific Islander, and American Indian and
Alaska Native women within the sample, which provides us a more nuanced understanding
of racial-ethnic patterning of adherent treatment for endometrial cancer. Third, our study
disaggregated Asian women and women who are Native Hawaiian or Pacific Islander

to view each of these groups separately instead of together as they are many times in
literature.48:49 Hence, our study provides greater insight into racial-ethnic disparities in
endometrial cancer treatment, because we have included a range of racial—-ethnic groups into
our analysis that are reflective of the racial-ethnic diversity in the U.S. and works toward the
disaggregation of racial-ethnic groups.

Despite these strengths, this study does have limitations that should be acknowledged.

First, the retrospective population-based cohort study design is subject to potential selection
and reporting bias owing to the nature of the methodology. In addition, this observational
study has the possibility for unmeasured confounding. For instance, the SEER registry

does not have granular information related to access to care and hospital or physician
characteristics (ie, insurance coverage and type, geographic location, facility type, and
physician specialty). Prior research has indicated that measures associated with access

to and hospital or physician characteristics affect treatment adherence and outcomes for
various cancer sites.21-23 Additionally, the reasons for nonadherence are not available

in this data set. However, prior research that has explored reasons for nonadherent
treatment in ovarian cancer among all racial-ethnic groups has indicated that the most
common reasons are comorbidities, disease progression, or consideration of individual
cancer characteristic risks.11:18.19.50 Fyture research should qualitatively explore reasons
for nonadherent treatment within endometrial cancer and other cancer sites among various
racial-ethnic groups and socioeconomic status groups, with special attention to low-income
women of color. Further, the SEER database does not include any indicators for medical
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comorbidities. The available literature has pointed to comorbidities such as obesity and
diabetes, which has high prevalence in Black and Latina communities, influencing available
treatment modalities.14:19.26.50 Fyture research should include medical comorbidities as a
covariate to account for any deviations in the patient’s ability to receive guideline-adherent
care. This may point to whether medical comorbidities should be included as considerations
in National Comprehensive Cancer Network guidelines to safeguard deviations in the
standard therapies that are established and not inversely benefit some groups that may

have more comorbidities, which may vary systematically by race—ethnicity. Of equal
importance, SEER treatment data are limited to the first course of treatment and do not
report hormonal therapy or specific dose of radiation or chemotherapy. This additional
treatment information and inclusion of adjuvant therapies would be helpful to examine
National Comprehensive Cancer Network treatment adherence for both first course and
adjuvant treatment. Additionally, because race—ethnicity of the patient was registry reported,
there may be some misclassification that is not accurate or aligned with the patient’s
self-reported racial-ethnic identity. Lastly, we did not have access to individual levels

of socioeconomic status, so we used neighborhood socioeconomic status as a proxy

for community-level socioeconomic status, which may not account fully for the role of
individual level socioeconomic status on these associations.

Standard treatment therapies should not differ based on one’s race—ethnicity or
socioeconomic status. Our study found that even after accounting for demographic

and clinical characteristics, racial-ethnic and neighborhood socioeconomic disparities

are apparent in receipt of National Comprehensive Cancer Network guideline-adherent
treatment for women who are Black, Latina, American Indian or Alaska Native, and are of
low socioeconomic status. Interventions are needed to ensure that equitable cancer treatment
practices are available for all individuals regardless of their racial-ethnic or socioeconomic
backgrounds.
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All women identified from the SEER Database with an
incident uterine cancer diagnosis between 2006 and 2015
(n=120,742)

Excluded: n=30,149
Women < 18 years old (n = 6)
Corpus uteri ICD-O codes not C54.1 (n =9,242)
Histology other than carcinomas (n = 7,054)
Tumor sequence number > 1 (n = 13,847)

A 4

A

Adult women 18 and over with endometrial cancer,
carcinoma histology, and tumor sequence number < 1
(n=90,593)

Excluded: n=6,710

Unknown race and ethnicity (n = 494)

Unknown Census tract information (n = 1,405)

Unknown stage of diagnosis (n = 3,744)

Missing clinical data (n =931)
Unknown surgical treatment (n = 48)
Incomplete surgical staging (n = 114)
Incomplete extent of disease (n = 758)
Unknown diagnostic confirmation (n = 11)

Obtained through autopsy or death record (n = 136)

\ 4

Final study population of women diagnosed with
endometrial carcinomas
(n = 83,883)

Fig. 1.

St?de population exclusions. This diagram specifies how women diagnosed with
endometrial carcinoma between 2006 and 2015 were included in the study. SEER,
Surveillance, Epidemiology, and End Results; ICD-O, International Classification of
Diseases for Oncology.
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Table 2.

Demographic and Cancer Characteristics of Patients With Endometrial Carcinoma With Adherent Treatment
Between 2006 and 2015 in the SEER (Surveillance, Epidemiology, and End Results) Database (n=49,885)

Characteristic Adherent Treatment (n =49,885)

Race-ethnicity

White 35,971 (72.1)
Black 3,749 (7.5)
Latina 5,483 (10.9)
Asian 3,775 (7.6)
Native Hawaiian or Pacific Islander 635 (1.3)
American Indian or Alaska Native 272 (0.6)
Neighborhood SES
Highest 12,258 (24.6)
Higher-middle 11,410 (22.9)
Middle 10,167 (20.4)
Lower-middle 9,017 (18.0)
Lowest 7,033 (14.1)
Age at diagnosis (y)
Younger than 54 9,776 (19.6)
54-61 14,745 (29.6)
62-68 12,347 (24.7)
69 or older 13,017 (26.1)
Stage at diagnosis
I 36,429 (73.0)
1l 3,825 (7.7)
1l 8,003 (16.0)
v 1,628 (3.3)
Histology
Endometroid carcinomas 38,552 (77.3)
Other carcinomas 11,333 (22.7)
Grade
1, well differentiated 15,372 (30.8)
2, moderately differentiated 14,169 (28.4)
3, poorly differentiated 8,669 (17.4)
4, undifferentiated; anaplastic 2,554 (5.1)
Unknown 9,121 (18.3)
Year of diagnosis
2006 4,087 (8.2)
2007 4,485 (8.9)
2008 4,670 (9.4)
2009 4,935 (9.9)
2010 5,072 (10.2)
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Characteristic Adherent Treatment (n =49,885)
2011 4,970 (10.0)
2012 5,207 (10.4)
2013 5,374 (10.8)
2014 5,507 (11.0)
2015 5,578 (11.2)

Data are n (%).

SES, socioeconomic status.
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