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Abstract 

Objectives: To estimate the added value of dostarlimab compared to durvalumab and 
pembrolizumab as first-line treatment for adult patients with primary advanced or recur-
rent endometrial cancer (EC) in Spain using a Multi-Criteria Decision Analysis (MCDA) 
framework. Methods: Following the Evidence and Value: Impact on Decision Making 
(EVIDEM) framework and International Society for Pharmacoeconomics and Outcomes 
Research (ISPOR) recommendations, 25 Spanish experts (12 medical oncologists and 13 
hospital pharmacists) weighted and scored 11 quantitative and 5 qualitative criteria based 
on an evidence matrix from a literature review. Results: Efficacy and safety were weighted 
as the most important criteria. Dostarlimab showed positive added value in both compar-
isons with scores of 0.58 versus durvalumab/durvalumab + olaparib and 0.50 versus pem-
brolizumab. Dostarlimab and pembrolizumab are the only therapies reimbursed in the 
Spanish public health system; therefore, their comparative assessment is of clinical and 
strategic relevance. While pembrolizumab may show longer progression-free survival 
(PFS) and response duration in specific subgroups, the evidence for dostarlimab—includ-
ing a statistically significant improvement in overall survival (OS) in the overall popula-
tion as a primary endpoint, more robust data, and favorable long-term quality-of-life out-
comes—was considered by the expert panel to support a more favorable assessment. Con-
clusions: Within the MCDA framework, experts consider dostarlimab an option with a 
higher value contribution for adult patients with primary advanced or recurrent EC. Its 
clinical benefits, improved quality-of-life outcomes, and alignment with healthcare prior-
ities promote treatment continuity and adherence in clinical practice. MCDA provided a 
transparent approach for multidimensional evaluation of these therapies. 
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1. Introduction 
Endometrial cancer (EC), which originates in the inner lining of the uterus, is the 

most common form of uterine cancer and is therefore often referred to as uterine cancer 
[1]. It represents the most frequently found gynecological malignancy in developed coun-
tries, with an incidence that continues to increase due to population aging and the rising 
prevalence of risk factors, such as obesity and metabolic disorders [2]. According to the 
most recent data from the 2026 report of the Spanish Society of Medical Oncology (SEOM), 
uterine cancer ranks as the fourth most common form of cancer among women in Spain, 
with an estimated number of 7759 new cases projected for 2026 [3]. In terms of mortality, 
1716 deaths due to malignant uterine tumors were reported in 2024 [3]. 

Most EC cases are diagnosed at ages between 65 and 75 years [4]. While approxi-
mately 80% of cases are diagnosed at an early stage, up to 20% of patients present with 
advanced disease or experience recurrence [4], and prognosis in this population remains 
poor [5]. 

EC is a clinically and molecularly heterogeneous malignancy influenced by epidemi-
ological, hormonal, metabolic, and genetic factors. Established risk factors include ad-
vanced age, certain ethnic backgrounds, elevated body mass index, prolonged estrogen 
exposure, tamoxifen therapy, early menarche, late menopause, low parity, metabolic syn-
drome, and familial or inherited genetic predisposition [6]. At the molecular level, The 
Cancer Genome Atlas (TCGA) identified four major molecular subgroups of EC: POLE-
ultramutated, microsatellite instability-hypermutated, copy-number low, and copy-num-
ber high tumors [4,7]. In clinical practice, this classification is commonly approximated 
using surrogate markers, including POLE mutation status, mismatch repair (MMR) sta-
tus, and p53 expression [4,7]. Defects in the MMR system lead to microsatellite instability 
(MSI), classified as high (MSI-H) or low (MSI-L) according to the degree of instability in 
MMR protein-coding genes [8]. Tumors with deficient mismatch repair and high mi-
crosatellite instability (dMMR/MSI-H) account for approximately 25–30% of EC cases and 
are typically associated with an intermediate prognosis [8,9]. In contrast, the majority of 
tumors exhibit proficient mismatch repair and microsatellite stability (pMMR/MSS), rep-
resenting roughly 75% of cases [10]. These molecular features have prognostic relevance 
and increasingly inform therapeutic decision-making. In the advanced or recurrent set-
ting, immune checkpoint inhibitors have become particularly relevant [4,7]. 

For decades, the combination of carboplatin plus paclitaxel represented the standard 
first-line systemic therapy for advanced or recurrent EC [11]. However, outcomes were 
limited, with a median overall survival (OS) of less than three years [5]. 

The inclusion of immunotherapy in first-line disease management has significantly 
altered this treatment paradigm [12,13]: phase III clinical trials evaluating immune check-
point inhibitors in combination with chemotherapy have demonstrated meaningful im-
provements in clinical outcomes [13]. Accordingly, dostarlimab, durvalumab (as mono-
therapy for dMMR/MSI-H patients and in combination with olaparib for pMMR/MSS pa-
tients), and pembrolizumab combined with chemotherapy have received regulatory ap-
proval in Europe for the first-line treatment of adult patients with primary advanced or 
recurrent EC who are candidates for systemic therapy [14–16]. Dostarlimab and pembroli-
zumab are anti-PD-1 antibodies, durvalumab is an anti-PD-L1 antibody, and olaparib is a 
PARP inhibitor [17–19]. 

Nevertheless, while these therapeutic advances have improved patient outcomes, 
they have also increased the complexity of clinical decision-making. Recent international 
clinical guidelines emphasize that molecular classification should be integrated into the 
diagnostic and therapeutic pathway of EC, as MMR/MSI status, POLE mutations, and p53 
abnormalities have important prognostic and predictive implications and guide treatment 
selection in advanced or recurrent disease [4]. Healthcare systems face increasing pressure 
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to ensure timely and sustainable access to innovative, high-cost therapy [20]. Furthermore, 
the rapid incorporation of several immune checkpoint inhibitor-based regimens into first-
line therapy has created a scenario in which comparative value assessment should con-
sider not only efficacy and safety, but also biomarker-defined populations, quality of evi-
dence, patient benefit, and health-system sustainability [5,15,16]. In this dynamic environ-
ment, Multicriteria Decision Analysis (MCDA) offers a structured and transparent ap-
proach [21] which is being increasingly used in real practice to prioritize certain healthcare 
interventions or assess the value of drugs [22]. MCDA is a widely adopted tool that pro-
vides a systematic, multidimensional, and transparent framework for evaluating pharma-
ceuticals by considering a wide range of factors and their respective contributions to the 
decision-making process [21]. 

This study aimed to apply an MCDA approach to assess the value of three first-line 
treatments in adult patients with advanced or recurrent primary EC who are candidates 
for systemic therapy within the Spanish context, taking a comprehensive approach. Spe-
cifically, we sought to assess the value contribution of dostarlimab compared to durval-
umab and pembrolizumab. By providing a structured evaluation, this analysis aims to 
inform more evidence-based decision-making regarding the use of these three treatments. 

2. Materials and Methods 
2.1. Study Design 

The MCDA methodology was applied in accordance with the recommendations of 
the International Society for Pharmacoeconomics and Outcomes Research (ISPOR) [15,20]. 
The study was designed following the Evidence and Value: Impact on Decision Making 
(EVIDEM) framework, which promotes transparent and structured healthcare decision-
making by integrating multiple value dimensions [16]. The EVIDEM framework com-
prises 20 criteria, of which 13 are quantitative and 7 are qualitative/contextual. The 13 
quantitative criteria are grouped into five domains (CORE Model): need for intervention 
(three criteria), comparative outcomes of the intervention (three criteria), type of benefit 
provided by the intervention (two criteria), economic consequences (three criteria), and 
level of knowledge or evidence regarding the intervention (two criteria). The qualita-
tive/contextual criteria are grouped into three domains: normative criteria, feasibility cri-
teria and opportunity costs. The methodological process comprised four sequential 
phases: constitution and training of the Scientific Committee, evidence identification and 
construction of the evidence matrix, individual weighting and scoring by the expert panel, 
and calculation of the overall value contribution of each treatment comparison. This de-
sign was considered appropriate for the study objective because the aim was to assess the 
multidimensional value contribution of available first-line treatment options, rather than 
to establish direct comparative clinical effectiveness. 

2.2. Scientific Committee 

A Scientific Committee (SC) was established, composed of five experts appointed 
based on their recognized expertise in EC management and their active involvement in 
healthcare decision-making processes. The SC participated in all stages of the project and 
included three medical oncologists and two hospital pharmacists from five healthcare cen-
ters across Spain. Before starting work, the Committee members attended an online meet-
ing to receive training on the methodology. The role of the SC was to review the available 
evidence, agree on the final set of criteria and sub-criteria, and ensure that the evaluation 
framework was clinically relevant and applicable to the Spanish healthcare context. 
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2.3. Evidence Matrix 

A rapid review was conducted, consisting of a comprehensive, manual, and orga-
nized analysis of the published literature [21,22], with the aim of gathering relevant infor-
mation on the disease, its current management in Spain, and the available evidence on 
dostarlimab and its comparator drugs. The international database PubMed was searched 
using Medical Subject Headings (MeSH) and free-text terms combined with the Boolean 
operators “AND” and “OR” (Supplementary Table S1). In addition, grey literature was 
reviewed by consulting topic-related scientific journals and the websites of relevant na-
tional and regional healthcare societies. 

Following the EVIDEM methodology, the first step was to define the evaluation 
framework for advanced or recurrent EC and the treatments authorized in Europe [10]. 
Based on the evidence gathered, a preliminary list of potential criteria and sub-criteria 
was developed for inclusion in the evaluation framework. This list was previously shared 
with the SC, which reviewed it and selected those considered relevant. The results were 
then presented at a virtual meeting, during which they were discussed and a consensus 
was reached. The criteria and sub-criteria ultimately included in the evaluation frame-
work were selected by simple majority. The evidence identified in the literature review 
was then mapped to the chosen criteria and sub-criteria to construct the evidence matrix, 
which presented the relevant information in a structured and standardized manner. 

The evaluation framework and the corresponding evidence matrix were subse-
quently included in an online questionnaire for weighting and scoring, respectively. An 
explanatory video on the MCDA methodology was also provided to help participants un-
derstand the framework and the assessment process. The questionnaire was pilot-tested 
before launch to verify clarity, internal consistency, and usability of the online platform. 

2.3.1. Participants 

A total of 25 participants, including 20 external experts and the 5 members of the SC, 
completed the questionnaire. Among them, 12 oncologists and 13 hospital pharmacists 
(HP), representing 11 of the 17 Spanish autonomous communities (ACs). Experts were 
selected and invited to participate by the sponsor, based on their expertise in the manage-
ment of EC. Experts were selected based on their clinical experience in the management 
of advanced or recurrent EC, their involvement in hospital-based decision-making, and 
their representation of the two specialties most directly involved in treatment selection 
and access decisions: medical oncology and hospital pharmacy. Geographic diversity 
across Spanish autonomous communities was also considered. They were provided with 
a personalized access password via email, along with a link to the online questionnaire 
hosted on a website dedicated to the project. Weighting and scoring were performed in-
dividually and independently by each expert. Once submitted, individual responses and 
aggregated results were locked and could not be modified. 

All procedures followed were in line with the ethical standards of the Declaration of 
Helsinki. Given the nature of the study, which did not involve the collection of clinical 
data from participants nor the evaluation of drugs or interventions in humans, approval 
from an ethics committee was not required, as defined in Royal Decree 957/2020, of 3 No-
vember [23], and in the Memorandum of Cooperation between Ethics Committees [24]. 
All participants were required to provide informed consent before joining the project; this 
was mandatory to be able to participate in the study. The questionnaire was launched and 
made available between 10 October and 20 October 2025. 

2.3.2. Criteria Weighting and Scoring 

The weighting process makes it possible to determine the relative importance of the 
criteria and sub-criteria within the evaluation framework. To this end, participants con-
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ducted a hierarchical weighting exercise, allocating points to each item out of a total of 
100 (with higher scores indicating greater importance), first across the criteria and then 
across the corresponding sub-criteria. This hierarchical approach ensured that the relative 
importance of each criterion was captured within the overall structure of the EVIDEM 
framework and that weights could subsequently be normalized for the calculation of 
value contribution. 

Subsequently, each participant assigned a score to each criterion and sub-criterion in 
the evidence matrix. For the quantitative criteria, two options were considered. Scores for 
the absolute criteria or sub-criteria (those not involving comparisons with alternative in-
terventions) ranged from 0 to 5, where 0 represented the lowest value and 5 the highest. 
In the case of relative criteria or sub-criteria (those involving comparisons with alternative 
interventions), the scoring scale ranged from −5 to 5 to capture the full spectrum of com-
parative effects. A positive score indicated that dostarlimab was considered to provide 
greater value than the comparator for the criterion assessed, whereas a negative score in-
dicated lower value relative to the comparator. A score of 0 indicated no relevant differ-
ence or insufficient evidence to support a directional judgement. The comments and re-
flections that prompted the experts’ scores were compiled in a qualitative manner. 

Finally, the contextual (qualitative) criteria encompass factors related to the 
healthcare system, such as the organizational impact, equity, and acceptability of the in-
tervention. These criteria were not scored quantitatively, but were classified qualitatively 
as having a negative, neutral, or positive impact. This classification helps to contextualize 
the value contribution of dostarlimab within the specific framework of the Spanish 
healthcare system. 

2.3.3. Statistical Analysis and Value Contribution Calculation 

For each criterion and sub-criterion, the mean, standard deviation (SD), and the min-
imum and maximum scores were calculated. Based on the scores assigned by the partici-
pants and the corresponding weights of the criteria, the total value contribution was cal-
culated for dostarlimab vs. durvalumab/durvalumab + olaparib and dostarlimab vs. pem-
brolizumab. The value contribution (Vx) of each quantitative criterion was calculated as 
the product of its normalized weight (Wx; ∑Wx = 1), derived using the hierarchical 
weighting method, and its standardized score (Sx = score/5). The resulting value contri-
butions were expressed on a scale ranging from −1 to 1, where −1 indicates a negative or 
zero contribution and 1 indicates a positive contribution. The overall value contribution 
was obtained by summing the individual value contributions across all quantitative crite-
ria (V = ∑Vx). All statistical analyses were performed using Stata software, version 14 
(StataCorp LP, College Station, TX, USA). 

Within the EVIDEM framework, subcriteria can be used to provide a more detailed 
understanding of the main criteria by breaking down complex dimensions of value. How-
ever, they are not mandatory for calculating the overall value contribution. In this study, 
subcriteria were collected to support interpretation and provide a more granular descrip-
tion of treatment differences. To avoid double counting, they were not included in the 
final value calculation, as their content was already captured within the corresponding 
main criteria. Therefore, the final value contribution was calculated using only the main 
quantitative criteria, while subcriteria were used descriptively to contextualize the results. 

3. Results 
Of the 20 decision criteria included in the EVIDEM framework, the expert panel se-

lected 11 of the 13 quantitative criteria and 5 of the 7 qualitative/contextual criteria. In-
cluded and excluded criteria are shown in Supplementary Table S2. During the review 
process, the panel further defined specific sub-criteria within 9 quantitative and 2 qualita-
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tive criteria. Furthermore, the literature review conducted to complete the evidence ma-
trix did not identify any published indirect comparisons between dostarlimab and the 
evaluated comparators, confirming a lack of existing comparative data in this setting. 

3.1. Weighting of the Criteria 

As shown in Figure 1, the experts considered the efficacy and safety of treatment to 
be the most relevant criteria, receiving the highest mean (SD) scores (19.4 [6.0] and 15.2 
[5.2], respectively). The remaining criteria were rated more consistently, with mean scores 
ranging from 7.2 to 9.3 points, except for the two lowest-rated criteria: population size and 
other medical costs of the treatment, which received mean (SD) scores of 4.9 (2.4) and 3.3 
(2.5) points, respectively. 

The distribution of the 100 points across the comparative sub-criteria showed a gen-
erally balanced allocation of relative importance within each criterion. However, within 
the efficacy domain, OS was assigned greater importance than the other sub-criteria (Fig-
ure 1). 

  
(a) (b) 

Figure 1. Experts allocated a total of 100 points across the overarching criteria and 100 points within 
each main criterion among their corresponding sub-criteria. (a) Relative importance of the criteria 
(a,b) sub-criteria. AE, adverse events; CPG, clinical practice guidelines; HRQoL, health-related qual-
ity of life. 

3.2. Scoring of the Criteria 

The ‘disease severity’ criterion received the highest mean (SD) score (4.5 [0.5]) within 
the ‘need for intervention’ domain, followed by the ‘unmet needs’ criterion (mean [SD], 
4.1 [0.8]). Regarding the comparative criteria, all outcomes were scored at group level in 
favor of dostarlimab. In comparison with durvalumab/durvalumab + olaparib, the highest 
mean (SD) scores were 2.9 (1.3) for cost of intervention and 2.2 (1.3) for patient-reported 
outcomes (PROs). With regard to the comparison with pembrolizumab, the scores were 
1.8 (1.6) for efficacy and 1.6 (1.6) for cost of intervention. For the remaining absolute crite-
ria, the ‘Expert consensus/CPG’ received a score of 4.7 (0.6) and the ‘Quality of evidence’ 
score was 4.2 (0.7) (see Table 1 for the scores assigned to each criterion and comments 
from the expert panel). 
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Efficacy
Safety

Quality of evidence
Cost of intervention

Disease severity
Expert consensus/CPG

Type of therapeutic benefit
Patient reported outcomes

Unmet needs
Size of affected population

Other medical costs
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Table 1. Scores assigned to each criterion and comments from the expert panel. 

Criteria Scores Comments 

Disease se-
verity 

 

- The expert panel agreed that advanced or 
recurrent EC is a very severe disease, pri-
marily due to its poor prognosis, low sur-
vival rates, and limited treatment options. 
In addition, this condition mainly affects 
older and often frail women, further wors-
ening clinical outcomes and overall prog-
nosis. 

- The expert panel considered that the dis-
ease has a profound impact on patients’ 
quality of life. 

Size of the 
affected 

population 

 

- The expert panel agreed that only a small 
proportion of EC cases are diagnosed at 
advanced stages or present as recurrent 
disease. Consequently, they considered 
the affected population to be relatively 
small, despite the observed increase in 
prevalence. 

- Several experts attributed this increase to 
rising rates of obesity and sedentary life-
styles, as well as to improved survival 
rates associated with the availability of 
more effective treatments. 

Unmet 
needs 

 

- The panel agreed that, despite recent ad-
vances in molecular classification and the 
emergence of novel therapies, access to 
comprehensive molecular testing remains 
uneven. This limitation hampers the indi-
vidualized selection of optimal therapeu-
tic strategies and restricts the full imple-
mentation of precision medicine ap-
proaches. 

- While experts acknowledged the signifi-
cant progress made with immunotherapy, 
they emphasized that, despite offering du-
rable efficacy for some patients, these 
treatments continue to pose specific clini-
cal and management challenges. 

- The panel highlighted the ongoing need to 
improve patients’ quality of life, which is 
substantially affected by both the disease 
itself and treatment-related adverse 
events. 

- Experts also noted that clinical research in 
this setting remains limited and that EC 
lacks clearly defined therapeutic goals in 
advanced or recurrent stages, which con-
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strains the development and evaluation of 
more effective treatment options. 

Efficacy 

 

Dostarlimab vs. durvalumab/durvalumab + 
olaparib  
- Dostarlimab was associated with im-

proved OS and duration of response, par-
ticularly in patients with dMMR/MSI-H 
tumors. In contrast, the combination of 
durvalumab plus olaparib showed prom-
ising PFS results in the pMMR/MSS popu-
lation and may represent a potential op-
tion for selected subgroups, albeit at the 
expense of increased toxicity. 

- A key advantage of dostarlimab lies in the 
longer follow-up period and the robust-
ness and consistency of the results ob-
served in the RUBY trial, especially re-
garding OS outcomes. 

Dostarlimab vs. pembrolizumab 
- The expert panel considered that the avail-

able evidence for dostarlimab suggested a 
favorable OS profile and greater robust-
ness of evidence, supported by a longer 
follow-up period. However, in terms of 
PFS and duration of response, pembroli-
zumab may show numerically higher out-
comes in specific subgroups, although ad-
ditional data and longer follow-up are re-
quired to confirm these findings. 

- In the dMMR/MSI-H population, 
dostarlimab appears to provide a greater 
therapeutic benefit, whereas in the 
pMMR/MSS population, pembrolizumab 
may offer slightly superior results for spe-
cific efficacy parameters, such as PFS. 

Safety 

 

Dostarlimab vs. durvalumab/durvalumab + 
olaparib  
- Both treatments were considered to have 

overall manageable safety profiles. How-
ever, dostarlimab, when administered as 
monotherapy, was associated with a more 
predictable toxicity profile. Although a 
higher incidence of very severe AEs was 
reported with dostarlimab, it exhibited a 
more favorable profile in terms of very 
common AEs, which positively influenced 
the panel’s overall assessment of the 
RUBY study results. 

- In contrast, the addition of olaparib was 
associated with an increased toxicity bur-
den, particularly hematological adverse 
events such as anemia and thrombocyto-

-5,0

-4,0

-3,0

-2,0

-1,0

0,0

1,0

2,0

3,0

4,0

5,0

1.7 1.8

vs. 
durvalumab/
durvalumab 
+ olaparib 

vs. 
pembrolizumab

-3.0/-2.0Min

5.0/5.0Max

1.9/1.6SD

2.0/2.0Median
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penia, as well as higher rates of permanent 
treatment discontinuation. 

Dostarlimab vs. pembrolizumab 
- Most experts agreed that both treatments 

present broadly comparable toxicity pro-
files. However, dostarlimab was consid-
ered to have the advantage of a longer fol-
low-up period and a more established ad-
verse event reporting system, which en-
hances the robustness and consistency of 
the available safety data. Some experts 
perceived dostarlimab as potentially bet-
ter tolerated, with fewer severe adverse 
events and lower rates of treatment dis-
continuation. 

PROs 

 

Dostarlimab vs. durvalumab/durvalumab + 
olaparib  
- Based on expert panel assessment of pa-

tient-reported outcome data, the 
dostarlimab regimen is perceived as more 
advantageous than that of durvalumab. 
This benefit appears to outweigh the re-
quirement for a daily oral treatment in 
combination regimens, as dostarlimab 
may improve adherence, reduce the thera-
peutic burden, minimize administration 
errors, and better preserve patients’ qual-
ity of life. In contrast, the addition of 
olaparib to the treatment regimen in-
creases toxicity, negatively affects quality 
of life, and is associated with a higher risk 
of adherence issues. Overall, dostarlimab 
is perceived as a more convenient and bet-
ter-tolerated option, with a more favorable 
quality-of-life profile for patients. 

Dostarlimab vs. pembrolizumab 
- Dostarlimab appears to provide more fa-

vorable outcomes in terms of long-term 
quality-of-life, particularly in the 
dMMR/MSI-H population. Nevertheless, 
its longer treatment duration may repre-
sent a disadvantage for some patients in 
terms of comfort and adherence. Con-
versely, pembrolizumab offers the ad-
vantage of a shorter treatment duration; 
however, this does not translate into an 
improvement in patients’ quality of life. 
Notably, the reported quality-of-life out-
comes for pembrolizumab derive from the 
pMMR population and indicate a slight 
deterioration in this parameter. 
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Type of 
therapeutic 

benefit 

 

- The experts agreed that immunotherapy 
in this setting is not a curative treatment; 
however, dostarlimab provides clinically 
meaningful benefits in terms of survival 
and quality of life. In particular, the panel 
highlights its favorable impact on PFS and 
OS, especially in patients with 
dMMR/MSI-H tumors, who tend to ex-
hibit more durable responses to treatment. 

- With regard to quality of life, dostarlimab 
is considered to have a positive effect, as it 
maintains and, in some cases, improves 
disease-related symptoms without impos-
ing a substantial additional toxicity bur-
den. However, some experts note that the 
magnitude of the benefit appears to be 
more limited in the pMMR/MSS popula-
tion. 

Cost of in-
tervention 

 

Dostarlimab vs. durvalumab/durvalumab + 
olaparib  
- The panel considers dostarlimab to be a 

more economical option than durvalumab 
and the durvalumab–olaparib combina-
tion, both in terms of direct pharmacologi-
cal costs and indirect healthcare-related 
costs. 

- Its use as intravenous monotherapy, to-
gether with a predefined maximum treat-
ment duration of three years, contributes 
to a more cost-efficient approach, particu-
larly when compared with combination 
regimens that continue until disease pro-
gression or unacceptable toxicity. 

- Although individual costs may vary de-
pending on local pricing, reimbursement 
conditions, and funding agreements, ex-
perts generally agree that dostarlimab rep-
resents a more economical and efficient 
option for the healthcare system. 

Dostarlimab vs. pembrolizumab 
- Overall, dostarlimab is generally consid-

ered a more cost-effective option than 
pembrolizumab, primarily due to its 
lower annual pharmacological cost. How-
ever, variability in pembrolizumab dosing 
(including weight-based adjustments) and 
differences in pricing and reimbursement 
agreements at national or regional levels 
could diminish the cost-effectiveness ad-
vantage of dostarlimab. 
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Other medi-
cal costs   

 

Dostarlimab vs. durvalumab/durvalumab + 
olaparib  

- Dostarlimab and durvalumab have 
comparable costs when used as mono-
therapy. However, when durvalumab 
is combined with olaparib, overall 
costs increase substantially. This in-
crease is driven by the higher toxicity 
profile of olaparib, which results in 
more hospitalizations, additional sup-
portive treatments, and higher phar-
macy-related costs, including those as-
sociated with outpatient pharmaceuti-
cal consultations. 

Dostarlimab vs. pembrolizumab 
- The experts did not identify substan-

tial differences between the two treat-
ments in terms of overall cost impact. 
Pembrolizumab is administered over 
a shorter treatment period, which 
could limit long-term expenditure, 
while dostarlimab may offer an ad-
vantage due to its lower toxicity pro-
file, potentially translating into re-
duced hospitalization and manage-
ment costs; this perception may be 
supported by the accumulated experi-
ence with dostarlimab in the treat-
ment of endometrial cancer in a first-
line setting.  

Quality of 
evidence 

 

- Most experts consider that the availa-
ble evidence in favor of dostarlimab is 
strong or moderately strong. This as-
sessment is supported by an ESMO-
MCBS score of 4 and a high GRADE 
level, both being key indicators of the 
robustness and reliability of the evi-
dence. 

- The panel particularly valued the data 
from the RUBY study due to its rigor-
ous methodological design, which in-
cluded randomization, double-blind 
conditions, and a comparator group. 
In addition, the study provided evi-
dence supporting clinically meaning-
ful improvements in both PFS and OS 
as primary endpoint, particularly in 
the dMMR/MSI-H population, which 
led the expert panel to assign a high 
degree of confidence in the strength of 
the evidence. 

- Some experts noted that, in the 
pMMR/MSS population, the magni-
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tude of benefit appears more modest. 
However, the majority of the panel 
agreed that dostarlimab remains an 
appropriate and valuable therapeutic 
option for this patient subgroup. 

Expert con-
sensus/CPG 

 

- Dostarlimab is strongly supported by 
leading national and international 
clinical practice guidelines, with high-
quality evidence (Grade I). The 
strength of the recommendation var-
ies according to the patient popula-
tion: a grade 1A recommendation, 
based on robust evidence, for the 
dMMR/MSI-H population, and a 
grade 1B recommendation, based on 
moderate evidence, for the 
pMMR/MSS population. 

AE, adverse event; ESMO, European Society of Medical Oncology; GRADE, Grading of Recommen-
dations, Assessment, Development and Evaluation; MCBS, magnitude of clinical benefit scale; MSI-
H, microsatellite Instability-High; MSS, microsatellite stable; OS, overall survival; PFS, progression-
free survival; pMMR, proficient mismatch repair; QoL, quality of life; SD, standard deviation 
Among the comparative criteria, values on the left (min, max, SD, and median) represent the com-
parison with durvalumab/durvalumab + olaparib, whereas values shown on the right refer to the 
comparison with pembrolizumab. 

3.3. Scoring of Sub-Criteria 

The various comparative sub-criteria were scored to gain a more detailed under-
standing of the parameters that most distinguish the treatments (Figure 2). The sub-crite-
ria were ranked according to the scores obtained in the weighting exercise. 

In the comparison group between dostarlimab and durvalumab/durvalumab + 
olaparib, the greatest differences in efficacy were found in the OS score (mean [SD], (2.16 
[1.8]) and in the response rate (1.72 [2.3]). With regard to safety, the greatest difference 
was found in the sub-criterion of common and very common AEs, with a score of 2.0 (2.0). 
In terms of PROs sub-criteria, both patient’s quality of life and treatment convenience re-
ceived high scores (2.72 [1.4] and 1.96 [1.2], respectively). Finally, in relation to other med-
ical costs, dostarlimab was considered less costly compared to durvalumab/durvalumab 
+ olaparib. 

In comparison with pembrolizumab, efficacy also favored dostarlimab, particularly 
in terms of OS (2.64 [1.5]). Other efficacy-related parameters also favored dostarlimab, 
albeit with smaller differences (around 0.88). With regard to safety, dostarlimab also re-
ceived favorable scores, with the sub-criterion for common and very common AEs being 
the highest (0.68 [1.4]). For PROs, the improvement in adherence was scored at 1.24 (1.6), 
and quality of life at 0.68 (1.7). Lastly, differences in other medical costs were less pro-
nounced, with values ranging from 0.28 (1.5) to 0.40 (1.3). 
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(a) (b) 

Figure 2. Mean sub-criteria scores. (a) Dostarlimab vs. durvalumab/durvalumab + olaparib (A) and 
(b) dostarlimab vs. pembrolizumab. AE, adverse event; HRQoL, health-related quality of life. 

3.4. Contextual Criteria Scoring 

The expert panel assessed the extent to which contextual criteria influenced the over-
all value of the intervention. These criteria were classified into three categories according 
to their interaction with the healthcare context: those that align with the context and sup-
port the intervention (positive impact), those that conflict with the context and hinder its 
implementation (negative impact), and those that do not clearly exert either a favorable 
or unfavorable influence. This type of qualitative analysis is inherently complex and, 
while useful for framing and contextualizing therapeutic strategies, may not fully capture 
the breadth or nuance of individual expert opinions, and therefore should be interpreted 
with caution. 

As illustrated in Figure 3, the contextual criteria were generally perceived as having 
a positive impact on the value of the intervention. The negative impact reported by 28% 
of experts in relation to system capacity and intervention use was primarily attributed to 
the absence of a shared-risk agreement for dostarlimab. This limitation was considered to 
restrict access when compared with pembrolizumab, which had benefited from such 
agreements. Conversely, the negative perceptions regarding opportunity costs and afford-
ability reflected concerns among some experts due to the high costs associated with these 
therapeutic alternatives. 

 

Figure 3. Scores of the contextual criteria. 

3.5. Value Contribution of Dostarlimab 

The sum of individual weights and scores assigned by the panel members across all 
criteria resulted in overall value estimates on a scale from 0 to 1, indicating that 
dostarlimab provides a positive added value regardless of the comparator. The compari-
son of dostarlimab versus durvalumab/durvalumab + olaparib resulted in a value of 0.58, 
while the comparison with pembrolizumab yielded a value of 0.50 (Figure 4). The ob-
served difference of +0.08 reflects greater safety, better PROs, and greater cost-effective-
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ness compared to durvalumab/durvalumab + olaparib. In terms of treatment efficacy, both 
comparisons resulted in a similar value contribution of 0.07. Therefore, the total value 
contribution was positive in both comparisons, with a slightly higher value observed ver-
sus durvalumab/durvalumab + olaparib than versus pembrolizumab. This difference was 
not mainly attributable to efficacy, but rather to other value dimensions, particularly 
safety, PROs, and economic criteria. 

  
(a) (b) 

Figure 4. Value contribution of each comparison. (a) Dostarlimab vs. durvalumab/durvalumab + 
olaparib (b) and dostarlimab vs. pembrolizumab. CPG, clinical practice guidelines; MCDA, mul-
ticriteria decision analysis. 

3.6. Final Meeting 

A final meeting was held with the SC to perform a qualitative evaluation of the study 
results. This meeting was used to assess the plausibility and consistency of the quantita-
tive findings, clarify areas of uncertainty, and contextualize the results according to clini-
cal practice and healthcare decision-making in Spain. 

3.6.1. Weighting of Criteria 

With regard to the weighting established during the assessment, the SC agreed that 
efficacy and safety parameters typically receive the highest scores, while the remaining 
criteria tend to fall within expected ranges. They highlighted that the overall therapeutic 
benefit is largely captured within the efficacy domain and emphasized that variability in 
other medical costs does not constitute a key aspect of the assessment. With respect to the 
efficacy sub-criteria, the SC agreed that OS represents the parameter providing the great-
est value, followed by PFS. In contrast, panel members assigned lower scores to the re-
sponse rate and duration of response. Although relevant in an incurable disease, these 
outcomes were considered to involve greater uncertainty regarding long-term benefit. 
Concerning AEs, the SC noted that the finding whereby AEs leading to treatment discon-
tinuation received lower scores than severe or very severe AEs may appear counterintui-
tive. However, this was attributed to the relatively low frequency of discontinuations due 
to AEs with the therapies evaluated, as well as to risk–benefit considerations inherent in 
the treatment of a serious disease such as EC. In this context, the SC considered that con-
tinuing an effective treatment is often preferable to discontinuation due to AEs. Finally, 
the experts expressed some disagreement regarding the weighting assigned to PROs, as 
adherence and HRQoL received similar scores. Given that most of the evaluated treat-
ments are administered intravenously, the SC considered that adherence played a less 
critical role in this context, whereas HRQoL was regarded as deserving greater relative 
importance. 
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3.6.2. Scoring of Criteria 

With regard to the evidence matrix, particularly in the comparison between 
dostarlimab and durvalumab/durvalumab + olaparib, differences emerged between the 
perspectives of oncologists and hospital pharmacists. Oncologists primarily focused on 
clinical trial design and efficacy outcomes, highlighting the OS benefit observed with 
dostarlimab and the comparatively less mature safety data available for durvalumab. In 
contrast, hospital pharmacists emphasized adherence to reference clinical guidelines, in 
which both treatments are similarly positioned. Nevertheless, both groups acknowledged 
that dostarlimab may offer more favorable efficacy and safety outcomes overall. No addi-
tional comments were provided by the SC regarding the remaining sub-criteria. Regard-
ing the comparison with pembrolizumab, the experts perceived a consistent trend in favor 
of dostarlimab in terms of both efficacy and safety. This assessment was supported by the 
robustness of the available data and by the characteristics of the patient populations in-
cluded in the clinical trials, which also encompassed patients beyond those with endome-
trial histology. Hospital pharmacists noted that, although the frequency and profile of 
toxicities may differ between treatments, the overall impact on HRQoL appears to be com-
parable, and emphasized the need for further evidence on the long-term use of pembroli-
zumab. 

The SC also expressed disagreement with the cost-related findings, as these were de-
rived exclusively from publicly available information and did not account for confidential 
pricing or funding agreements. 

3.6.3. Scoring of Sub-Criteria 

Regarding the comparative sub-criteria, the SC considered that the analysis against 
pembrolizumab more accurately reflects clinical reality, particularly by clearly highlight-
ing OS as the most relevant outcome. The remaining parameters were considered to fall 
within a similar range, although with a consistent trend in favor of dostarlimab, likely 
attributable to its longer follow-up duration (approximately 3 years). 

3.6.4. Scoring of Contextual Criteria 

Regarding the contextual criteria, the SC emphasized the importance of interpreting 
these results in light of the qualitative judgment provided by the SC, given the inherent 
complexity of these issues. They highlighted that contextual criteria often require a nu-
anced interpretation that goes beyond mere quantitative scoring. 

3.6.5. Value Contribution 

Finally, with respect to the overall value contribution, the SC agreed that the results 
were coherent and consistent with their clinical experience and expectations, and no ad-
ditional comments or modifications were proposed. 

4. Discussion 
The present study aimed to assess the value contribution of dostarlimab in the first-

line treatment of adult patients with advanced or recurrent primary EC who are candi-
dates for systemic therapy in Spain. To our knowledge, this is the first MCDA applied in 
the field of EC in Spain and the first MCDA that estimates the value of a treatment for EC. 

MCDA has been increasingly recognized as a suitable methodology for comprehen-
sively capturing the multidimensional value of healthcare interventions [21,23,24]. Its 
growing popularity in recent years reflects its ability to integrate, in a transparent and 
structured manner, all the attributes associated with therapeutic alternatives across mul-
tiple disease areas. This holistic perspective is particularly relevant in settings character-
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ized by complexity and uncertainty, where traditional single-criterion approaches may be 
insufficient. The MCDA approach is intended to complement, rather than replace, con-
ventional health technology assessment methodologies, and its results should therefore 
be interpreted as reflecting the structured preferences of a multidisciplinary panel within 
a defined context [25]. Indeed, MCDA has frequently been applied in the evaluation of 
orphan drugs [26,27] and has shown increasing applicability within the Spanish 
healthcare context [28,29], with the EVIDEM framework being the most widely employed 
[30,31]. From a health technology assessment (HTA) perspective, MCDA has emerged as 
a valuable tool to support, rather than dictate, decision-making processes. A recent sys-
tematic review reported that HTA bodies have employed MCDA approaches in up to 40% 
of studies related to drug pricing decisions [32,33], underscoring its relevance in contem-
porary healthcare decision-making. 

The use of MCDA has been particularly prominent in oncology [34–36], which rep-
resents the most extensively studied therapeutic area using this methodology [37]. This is 
unsurprising, given the high unmet medical need, the complexity of treatment pathways, 
the relevance of survival outcomes, and the substantial toxicity and economic burden as-
sociated with cancer therapies. Previous authors have emphasized the importance of con-
ducting MCDA at a regional level to adequately reflect contextual and healthcare system-
specific factors influencing value perception [38]. 

In line with methodological recommendations, especially for oncology-focused 
MCDA studies, the present work incorporated a multidisciplinary panel including oncol-
ogists and hospital pharmacists [39,40], and involved a substantial number of experts, as 
recommended in prior publications [41–43]. Furthermore, the hierarchical weighting 
strategy and value measurement approach employed in this study are consistent with 
those most frequently used in oncology MCDA research [33,44,45] and align with ISPOR 
methodological recommendations [44]. These elements collectively strengthen the robust-
ness, transparency, and contextual relevance of the study design. 

Overall, the MCDA results indicate that dostarlimab showed a positive added value 
in both comparisons in the first-line treatment setting, with total value contributions of 
+0.58 relative to durvalumab/durvalumab plus olaparib and +0.50 relative to pembroli-
zumab. These values fall within the range observed in other analyses employing the EVI-
DEM framework [22,31,41,46–50]. Nevertheless, these results should be interpreted in 
light of differences in the maturity and availability of evidence across comparators. 

It is important to highlight that dostarlimab and pembrolizumab are currently the 
treatments funded by the Spanish National Health System [51]. Therefore, the comparison 
with pembrolizumab is particularly relevant in the context of approved and funded treat-
ments in Spain. 

Consistent with previous oncology-focused MCDA studies, the criteria contributing 
most substantially to the overall value were those related to disease severity, treatment 
efficacy, and safety, clearly outweighing cost-related criteria [42]. This pattern reflects the 
clinical reality of decision-making in oncology, where outcomes such as OS and PFS, as 
well as the toxicity profile of treatments, are prioritized over economic considerations 
[30,52]. In this context, the significant contribution of the quality of evidence criterion ob-
served in our study is also in line with recent publications highlighting the importance of 
robust and mature clinical data in value assessment exercises [53–55]. 

The contribution of efficacy-related criteria is supported by the available evidence 
indicating that dostarlimab may have favorable effects on OS and PFS compared with 
pembrolizumab [56,57]. Although pembrolizumab may show higher PFS and duration of 
response in specific subgroups, the available evidence for dostarlimab includes statisti-
cally significant OS in the overall population as the primary endpoint and more mature 
evidence compared to pembrolizumab. These findings are also consistent with recent eco-
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nomic evaluations in which dostarlimab has been identified as a cost-effective option com-
pared with pembrolizumab or the durvalumab-plus-olaparib combination, particularly in 
the dMMR/MSI-H and pMMR/MSS populations [58,59]. Overall, the consistency between 
the MCDA results and the clinical and economic literature reinforces the credibility of the 
value estimates generated in this study. 

From an economic perspective, the analysis has limitations as it was conducted using 
publicly available economic data without taking into account potential pricing and reim-
bursement agreements at the national or regional level. Although the results favored 
dostarlimab, qualitative findings suggested that pembrolizumab might offer advantages 
under such agreements that were not considered. Since the completion of this work and 
prior to its publication, the situation regarding pembrolizumab in Spain has changed [60]. 
Therefore, while the economic analysis remains relevant, the cost of treatments is an un-
certain factor, and as such, there are certain limitations to the results of this criterion. De-
spite the strengths of the MCDA methodology in capturing the multidimensional value 
of therapeutic interventions, several limitations inherent to this approach apply to the pre-
sent study. Firstly, the EVIDEM framework is based on a predefined set of criteria, which, 
while comprehensive, may not fully capture all potentially relevant dimensions of value 
in specific clinical contexts. In addition, MCDA processes are subject to inherent cognitive 
complexity and variability arising from expert deliberation, which has been widely re-
ported in the literature [41,44,61]. This includes potential biases related to the subjective 
selection and weighting of criteria, particularly when hierarchical weighting strategies are 
used. Although qualitative criteria were reported to contextualize ethical and subjective 
aspects of value, these elements are inherently difficult to quantify and cannot be fully 
integrated into the calculation of the total value contribution. Sensitivity analyses using 
alternative weighting scenarios were not performed. Although such analyses may be use-
ful to explore the robustness of MCDA findings, they were not prespecified in the present 
study, which was designed as a single structured elicitation exercise based on the prefer-
ences of the participating expert panel. Future MCDA studies in this setting could pro-
spectively incorporate sensitivity analyses to assess the impact of alternative weighting 
assumptions on the overall value contribution. The focus of the study, restricted to the 
Spanish healthcare system, represents another limitation, as it may limit the extrapolation 
of the findings to other settings, despite recommendations supporting region-specific 
MCDA analyses. While previous authors have recommended including patient perspec-
tives [40,62,63], putting this into practice remains challenging due to the lack of standard-
ized methodologies. Although patient input could not be included in this study, the expert 
panel was highly robust, consisting of 12 oncologists and 13 HP representing 11 of the 17 
ACs, ensuring a broad and meaningful professional perspective. 

Finally, the contextualization of certain criteria relied exclusively on publicly availa-
ble information, as there was no access to confidential data, such as negotiated drug prices 
or future financial agreements. The absence of head-to-head clinical trials and reliance on 
price estimates derived from other indications further limit the accuracy of some compar-
isons. Future studies incorporating more mature clinical data and access to confidential 
economic information could therefore provide additional value and refine the conclusions 
of the present work. 

The potential influence of sponsorship represents an important consideration when 
interpreting the results of this study. Although the sponsor was involved in the funding 
of the research, the selection of criteria, weighting, and scoring processes were conducted 
independently by a multidisciplinary panel of external experts, following internationally 
recognized methodological standards (ISPOR and EVIDEM). No individual-level scores 
were modified or adjusted by the sponsor, and all value estimates reflect the aggregated 
judgments of the participating clinicians and hospital pharmacists. 
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5. Conclusions 
The results obtained through a structured MCDA suggest that dostarlimab is a treat-

ment option that offers a higher overall value contribution for adult patients with ad-
vanced or recurrent primary EC, particularly in terms of OS, compared to other conven-
tional alternatives. This finding was observed across the two treatment comparisons eval-
uated and reflects the integration of available clinical evidence, expert judgement, and 
contextual considerations within the Spanish healthcare setting. Pembrolizumab and 
dostarlimab are currently the only options available to patients under the Spanish public 
healthcare system; therefore, the comparison between these two treatments is particularly 
relevant within the current Spanish healthcare context [51]. In terms of efficacy, 
dostarlimab has demonstrated a statistically significant OS as the primary endpoint, 
providing an overall benefit in the overall population and more robust clinical evidence. 
In addition, available results suggest potentially more favorable long-term quality-of-life 
outcomes and a manageable toxicity profile, which could promote treatment continuity 
and adherence in clinical practice compared to pembrolizumab. Based on the available 
evidence, the expert panel considered these attributes to favor dostarlimab over pembroli-
zumab. Nevertheless, these comparative findings should be interpreted with caution, as 
they are not based on direct head-to-head evidence between dostarlimab and the compar-
ators, but rather on a structured assessment of the available evidence and expert scoring. 

The assessment of contextual criteria further indicates that dostarlimab is generally 
well aligned with the priorities of the national healthcare system, particularly regarding 
access to innovative therapies for vulnerable patient populations. The expert-perceived 
improvements in efficacy, HRQoL, and survival, together with the potential for long-term 
optimization of healthcare resource use, support the consideration of dostarlimab as a 
valuable therapeutic option in the management of first-line treatment for adult patients 
with advanced or recurrent primary EC who are candidates for systemic therapy in Spain. 
The MCDA methodology has played a crucial role in this study, as it provides a system-
atic, transparent, and multidimensional framework to support decision-making, enabling 
a comprehensive evaluation of healthcare technologies based on various criteria beyond 
clinical efficacy alone. 
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HRQoL Health-related quality of life 
HTA Health technology assessment 
ISPOR International Society for Pharmacoeconomics and Outcomes Research 
MCDA Multi-criteria decision analysis / multicriteria decision analysis 
MeSH Medical Subject Headings 
MMR Mismatch repair 
MSI Microsatellite instability 
MSI-H Microsatellite instability-high 
MSI-L Microsatellite instability-low 
MSS Microsatellite stable / microsatellite stability 
OS Overall survival 
PFS Progression-free survival 
pMMR Proficient mismatch repair 
pMMR/MSS Proficient mismatch repair / microsatellite stable 
PROs Patient-reported outcomes 
QoL Quality of life 
SC Scientific Committee 
SD Standard deviation 
SEOM Spanish Society of Medical Oncology 
Vx Value contribution of each quantitative criterion 
Wx Normalized weight 
Sx Standardized score 

References 
1. Mahdy, H.; Vadakekut, E.S.; Crotzer, D. Endometrial Cancer 2024. Available online: 

https://www.ncbi.nlm.nih.gov/books/NBK525981/ (accessed on 1 September 2025). 
2. Sung, H.; Ferlay, J.; Laversanne, M.; Ferlay, J.; Siegel, R.L.; Soerjomataram, I.; Jemal, A.; Bray, F. Global Cancer Statistics 2020: 

GLOBOCAN Estimates of Incidence and Mortality Worldwide for 36 Cancers in 185 Countries. CA A Cancer J. Clin. 2021, 71, 
209–249. https://doi.org/10.3322/caac.21660. 

3. Sociedad Española de Oncología Médica SEOM. Las Cifras del Cáncer en España 2026. Available online: https://seom.org/im-
ages/Las_Cifras_del_Cancer_en_Espanya_2026.pdf (accessed on 9 February 2026). 

4. Oaknin, A.; Bosse, T.; Creutzberg, C.L.; Giornelli, G.; Harter, P.; Joly, F.; Lorusso, D.; Marth, C.; Makker, V.; Mirza, M.R.; et al. 
Endometrial cancer: ESMO Clinical Practice Guideline for diagnosis, treatment and follow-up. Ann. Oncol. 2022, 33, 860–877. 
https://doi.org/10.1016/j.annonc.2022.05.009. 

5. Mirza, M.R.; Chase, D.M.; Slomovitz, B.M.; Christensen, R.D.; Novàk, Z.; Black, D.; Gilbert, L.; Sharma, S.; Valabrega, G.; 
Landrum, L.M.; et al. Dostarlimab for Primary Advanced or Recurrent Endometrial Cancer. N. Engl. J. Med. 2023, 388, 2145–
2158. https://doi.org/10.1056/nejmoa2216334. 

6. Makker, V.; Mackay, H.; Ray-Coquard, I.; Levine, D.A.; Westin, S.N.; Aoki, D.; Oaknin, A. Endometrial cancer. Nat. Rev. Dis. 
Prim. 2021, 7, 88–88. https://doi.org/10.1038/s41572-021-00324-8. 

7. Kandoth, C.; Schultz, N.; Cherniack, A.D.; Akbani, R.; Liu, Y.; Shen, H.; Robertson, A.G.; Pashtan, I.; Shen, R.; Benz, C.C.; et al. 
Integrated genomic characterization of endometrial car-cinoma. Nature 2013, 497, 67–73. 

8. Aemps, M. Informe de Posicionamiento Terapéutico de Dostarlimab (Jemperli®) en Combinación con Carboplatino y Paclitaxel 
para el Tratamiento de Pacientes Adultas con Cáncer de Endometrio Avanzado de Nuevo Diagnóstico o en Recaída con Defi-
ciencia del Sistema de Reparación de Apareamientos Erróneos(dMMR)/Inestabilidad de Microsatélites alta (MSI-H), y que son 
Candidatas a Terapia Sistémica. 2025. Available online: https://www.aemps.gob.es/medicamentosUsoHumano/informesPubli-
cos/docs/2024/IPT-317-Jemperli-dostarlimab.pdf (accessed on 1 November 2025). 

9. Riedinger, C.; Esnakula, A.; Haight, P.; Suarez, A.A.; Chen, W.; Gillespie, J.L.; Villacres, A.; Chassen, A.; Cohn, D.E.; Goodfellow, 
P.J.; et al. Characterization of mismatch-repair/microsatellite instability-discordant endometrial cancers. Cancer 2023, 130, 385–
399. https://doi.org/10.1002/cncr.35030. 

10. Sociedad Española de Oncología Médica (SEOM). Informe de Evaluación SEOM de Lynparza (Olaparib) e Imfinzi (Durvalu-
mab) en Cáncer Endometrio Avanzado de Nuevo Diagnóstico o Recurrente. 2024. Available online: 
https://seom.org/seomcms/images/stories/Informes_SEOM/IEV_SEOM_DUO-E.pdf (accessed on 1 October 2025). 

https://doi.org/10.3390/jcm15155808


J. Clin. Med. 2026, 15, 5808 21 of 23 
 

https://doi.org/10.3390/jcm15155808 

11. Miller, D.S.; Filiaci, V.L.; Mannel, R.S.; Cohn, D.E.; Matsumoto, T.; Tewari, K.S.; DiSilvestro, P.; Pearl, M.L.; Argenta, P.A.; Po-
well, M.A.; et al. Carboplatin and Paclitaxel for Advanced Endometrial Cancer: Final Overall Survival and Adverse Event Anal-
ysis of a Phase III Trial (NRG Oncology/GOG0209). J. Clin. Oncol. 2020, 38, 3841–3850. https://doi.org/10.1200/jco.20.01076. 

12. Gouveia, M.C.; Neto, F.L.; Trento, M.; Cunha, M.T.; Mirza, M.R.; Lorusso, D.; Bonadio, R.C.; Scaranti, M. 743P Immunotherapy 
plus chemotherapy in the first-line treatment for primary advanced or recurrent endometrial cancer: An extracted individual 
patient data and trial-level meta-analysis. Ann. Oncol. 2024, 35, S564. https://doi.org/10.1016/j.annonc.2024.08.804. 

13. Mirza, M.R.; Lorusso, D.; Shen, Q.; Allonby, O.; Slim, M.; Borkowska, K.; Betts, M.; Coleman, R.L. First-line treatments for 
advanced or recurrent endo-metrial cancer: Systematic literature review of clinical evidence. Crit. Rev. Oncol. 2025, 206, 104555. 

14. EMA. Jemperli (Dostarlimab). 2024. Available online: https://www.ema.europa.eu/en/medicines/human/EPAR/jemperli (ac-
cessed on 01 July 2025). 

15. EMA. Keytruda (Pembrolizumab). 2025. Available online: https://www.ema.europa.eu/en/medicines/human/EPAR/keytruda 
(accessed on 9 January 2026). 

16. EMA. Imfinzi (Durvalumab). 2025. Available online: https://www.ema.europa.eu/en/medicines/human/EPAR/imfinzi (ac-
cessed on 9 January 2026). 

17. AEMPS. Ficha Técnica Lynparza. 2023. Available online: 
https://cima.aemps.es/cima/dochtml/ft/114959004/FT_114959004.html#5 (accessed on 12 January 2026). 

18. AEMPS. Ficha Técnica Jemperli. 2023. Available online: 
https://cima.aemps.es/cima/dochtml/ft/1211538001/FT_1211538001.html (accessed on 12 January 2026). 

19. AEMPS. Ficha Técnica Keytruda. 2020. Available online: 
https://cima.aemps.es/cima/dochtml/ft/1151024002/FT_1151024002.html (accessed on 12 January 2026). 

20. Godman, B.; Malmström, R.E.; Diogene, E.; Gray, A.; Jayathissa, S.; Timoney, A.; Acurcio, F.; Alkan, A.; Brzezinska, A.; Bucsics, 
A.; et al. Are new models needed to optimize the utilization of new medicines to sustain healthcare systems? Expert Rev. Clin. 
Pharmacol. 2015, 8, 77–94. 

21. Drake, J.I.; De Hart, J.C.T.; Monleón, C.; Toro, W.; Valentim, J. Utilization of multiple-criteria decision analysis (MCDA) to 
support healthcare decision-making FIFARMA, 2016. J. Mark. Access Health Policy 2017, 5, 1360545. 
https://doi.org/10.1080/20016689.2017.1360545. 

22. Zozaya, N.; Martínez-Galdeano, L.; Alcalá, B.; Armario-Hita, J.C.; Carmona, C.; Carrascosa, J.M.; Herranz, P.; Lamas, M.J.; Trap-
ero-Bertran, M.; Hidalgo-Vega, Á. Determining the Value of Two Biologic Drugs for Chronic Inflammatory Skin Diseases: Re-
sults of a Multi-Criteria Decision Analysis. BioDrugs 2018, 32, 281–291. https://doi.org/10.1007/s40259-018-0284-3. 

23. Phelps, C.E.; Madhavan, G. Using Multicriteria Approaches to Assess the Value of Health Care. Value Health 2017, 20, 251–255. 
https://doi.org/10.1016/j.jval.2016.11.011. 

24. Mölken, M.R.; Leijten, F.; Hoedemakers, M.; Tsiachristas, A.; Verbeek, N.; Karimi, M.; Bal, R.; De Bont, A.; Islam, M.K.; 
Askildsen, J.E.; et al. Strengthening the evidence-base of integrated care for people with multi-morbidity in Europe using Multi-
Criteria Decision Analysis (MCDA). BMC Health Serv. Res. 2018, 18, 576–576. https://doi.org/10.1186/s12913-018-3367-4. 

25. Angelis, A.; Kanavos, P.; Montibeller, G. Resource allocation and priority setting in health care: A multi-criteria decision analysis 
problem of value? Glob. Policy 2017, 8, 76–83. https://doi.org/10.1111/1758-5899.12387. 

26. Badia, X.; Chugani, D.; Abad, M.R.; Arias, P.; Guillén-Navarro, E.; Jarque, I.; Posada, M.; Vitoria, I.; Poveda, J.L. Development 
and validation of an MCDA framework for evaluation and decision-making of orphan drugs in Spain. Expert Opin. Orphan 
Drugs 2019, 7, 363–372. 

27. Zozaya, N.; Moreno, J.O.; Vega, Á.H. Multi-Criteria Decision Analysis in Healthcare: Its Usefulness and Limitations for Decision Mak-
ing; Fundación Weber: Madrid, Spain, 2018. 

28. Guarga, L.; Badia, X.; Obach, M.; Fontanet, M.; Prat, A.; Vallano, A.; Torrent, J.; Pontes, C. Implementing reflective multicriteria 
decision analysis (MCDA) to assess orphan drugs value in the Catalan Health Service (CatSalut). Orphanet J. Rare Dis. 2019, 14, 
157. 

29. Gilabert-Perramon, A.; Torrent-Farnell, J.; Catalan, A.; Prat, A.; Fontanet, M.; Puig-Peiró, R.; Merino-Montero, S.; Khoury, H.; 
Goetghebeur, M.M.; Badia, X. Drug Evaluation and Deci-Sion Making in Catalonia: Development and Validation of a Method-
ological Framework Based on Multi-Criteria Decision Analysis (MCDA) for Orphan Drugs. Int. J. Technol. Assess. Health Care 
2017, 33, 111–120. 

30. Campolina, A.G.; Suzumura, E.A.; Hong, Q.N.; De Soárez, P.C. Multicriteria decision analysis in health care decision in oncol-
ogy: A systematic review. Expert Rev. Pharmacoecon. Outcomes Res. 2022, 22, 365–380. 

https://doi.org/10.3390/jcm15155808


J. Clin. Med. 2026, 15, 5808 22 of 23 
 

https://doi.org/10.3390/jcm15155808 

31. Garau, M.; Hampson, G.; Devlin, N.; Mazzanti, N.A.; Profico, A. Applying a Multicriteria Decision Analysis (MCDA) Approach 
to Elicit Stakeholders’ Preferences in Italy: The Case of Obinutuzumab for Rituximab-Refractory Indolent Non-Hodgkin Lym-
phoma (iNHL). PharmacoEconomics-Open 2018, 2, 153–163. 

32. Gongora-Salazar, P.; Rocks, S.; Fahr, P.; Rivero-Arias, O.; Tsiachristas, A. The Use of Multicriteria Decision Analysis to Support 
Decision Making in Healthcare: An Updated Systematic Literature Review. Value Health 2023, 26, 780–790. 

33. Marsh, K.; Lanitis, T.; Neasham, D.; Orfanos, P.; Caro, J. Assessing the value of healthcare interventions using multi-criteria 
decision analysis: A review of the literature. Pharmacoeconomics 2014, 32, 345–365. 

34. Hsu, J.C.; Lin, J.-.Y.; Lin, P.-.C.; Lee, Y.-.C. Comprehensive value assessment of drugs using a multi-criteria decision analysis: 
An example of targeted therapies for metastatic colorectal cancer treatment. PLoS ONE 2019, 14, e0225938. 

35. Wagner, M.; Samaha, D.; Khoury, H.; O’Neil, W.M.; Lavoie, L.; Bennetts, L.; Badgley, D.; Gabriel, S.; Berthon, A.; Dolan, J.; et al. 
Development of a framework based on reflective MCDA to support patient–clinician shared decision-making: The case of the 
management of Gastroenteropancreatic Neuro-endocrine Tumors (GEP-NET) in the United States. Adv. Ther. 2018, 35, 81–99. 

36. Camps, C.; Badia, X.; García-Campelo, R.; García-Foncillas, J.; López, R.; Massuti, B.; Provencio, M.; Salazar, R.; Virizuela, J.; 
Guillem, V. Development of a multicriteria decision analysis framework for evaluating and positioning oncologic treatments in 
clinical practice. JCO Oncol. Pract. 2020, 16, e298–e305. 

37. Campolina, A.G.; Soárez, P.C.D.; Amaral, F.; Abe, J.M. Análise de decisão multicritério para alocação de recursos e avaliação 
de tecnologias em saúde: Tão longe e tão perto? Cad. Saúde Pública 2017, 33, e00045517. 

38. Blythe, R.; Naidoo, S.; Abbott, C.; Bryant, G.; Dines, A.; Graves, N. Development and pilot of a multicriteria decision analysis 
(MCDA) tool for health services administrators. BMJ Open 2019, 9, e025752. 

39. Adunlin, G.; Diaby, V.; Xiao, H. Application of multicriteria decision analysis in health care: A systematic review and biblio-
metric analysis. Health Expect. 2015, 18, 1894–1905. 

40. Coumoundouros, C.; Brahim, L.O.; Lambert, S.D.; McCusker, J. The direct and indirect financial costs of informal cancer care: 
A scoping review. Health Soc. Care Community 2019, 27, e622–e636. 

41. Zozaya, N.; Caballero, T.; González-Quevedo, T.; Setien, P.G.; González, M.; Jódar, R.; Poveda-Andrés, J.L.; Guillén-Navarro, 
E.; Cuadrado, A.R.; Hidalgo-Vega, Á. A multicriteria decision analysis (MCDA) applied to three long-term prophylactic treat-
ments for hereditary angioedema in Spain. Glob. Reg. Health Technol. Assess. 2022, 9, 14–21. 

42. Calle, C.; Elez, E.; Manzano, J.L.; Moreno-Martinez, M.E.; Pericay, C.; Graefenhain, R.; Ariznavarreta, A.; Lizan, L. Value con-
tribution of trifluridine/tipiracil with bevacizumab for the treatment of metastatic colorectal cancer in Catalonia using a mul-
ticriteria decision analysis. J. Pharm. Policy Pract. 2025, 18, 2567970. 

43. Zozaya, N.; Abdalla, F.; Zamora, S.A.; Filgueiras, J.B.; Carrillo, J.C.; Sánchez, O.D.; Sinisterra, F.D.; García-Ruiz, A.; Pinto, P.H.; 
Manfredi, A.; et al. Assessing the value contribution of bimekizumab for the treatment of moderate-to-severe psoriasis using a 
multidisciplinary reflective multi-criteria decision analysis. Expert Rev. Pharmacoecon. Outcomes Res. 2022, 22, 941–953. 

44. Thokala, P.; Devlin, N.; Marsh, K.; Baltussen, R.; Boysen, M.; Kalo, Z.; Longrenn, T.; Mussen, F.; Peacock, S.; Watkins, J.; et al. 
Multiple Criteria Decision Analysis for Health Care Decision Making—An Introduction: Report 1 of the ISPOR MCDA Emerg-
ing Good Practices Task Force. Value Health 2016, 19, 1–13. 

45. Adunlin, G.; Diaby, V.; Montero, A.J.; Xiao, H. Multicriteria decision analysis in oncology. Health Expect. 2015, 18, 1812–1826. 
46. Wagner, M.; Khoury, H.; Bennetts, L.; Berto, P.; Ehreth, J.; Badia, X.; Goetghebeur, M. Appraising the holistic value of Lenvatinib 

for radio-iodine refractory differentiated thyroid cancer: A multi-country study applying pragmatic MCDA. BMC Cancer 2017, 
17, 272. 

47. Jiménez, A.; Ais, A.; Beaudet, A.; Gil, A. Determining the value contribution of selexipag for the treatment of pulmonary arterial 
hypertension (PAH) in Spain using reflective multi-criteria decision analysis (MCDA). Orphanet J. Rare Dis. 2018, 13, 220. 

48. Tony, M.; Wagner, M.; Khoury, H.; Rindress, D.; Papastavros, T.; Oh, P.; Goetghebeur, M.M. Bridging health technology assess-
ment (HTA) with multicriteria decision analyses (MCDA): Field testing of the EVIDEM framework for coverage decisions by a 
public payer in Canada. BMC Health Serv. Res. 2011, 11, 329. 

49. Goetghebeur, M.M.; Wagner, M.; Khoury, H.; Rindress, D.; Grégoire, J.-.P.; Deal, C. Combining multicriteria decision analysis, 
ethics and health technology assessment: Applying the EVIDEM decisionmaking framework to growth hormone for Turner 
syndrome patients. Cost Eff. Resour. Alloc. 2010, 8, 4. 

50. Cuervo-Arango, I.; Pérez-Santamarina, R.; Poveda, J.L.; Romero, J.A.; Ortiz, A.S.; Román, M.Á. Determining the value contri-
bution of emicizumab (Hemlibra®) for the prophylaxis of haemophilia A with inhibitors in Spain by multi-criteria decision 
analysis. Glob. Reg. Health Technol. Assess. 2019, 6, 107–151. 

https://doi.org/10.3390/jcm15155808


J. Clin. Med. 2026, 15, 5808 23 of 23 
 

https://doi.org/10.3390/jcm15155808 

51. BIFIMED. Ministerio de Sanidad. Available online: https://www.sanidad.gob.es/eu/profesionales/medicamentos.do (accessed 
on 12 January 2026 ). 

52. Angelis, A.; Kanavos, P. Multiple Criteria Decision Analysis (MCDA) for evaluating new medicines in Health Technology As-
sessment and beyond: The Advance Value Framework. Soc. Sci. Med. 2017, 188, 137–156. 

53. Jaramillo, H.E.C.; Goetghebeur, M.; Moreno-Mattar, O. Testing multi-criteria decision analysis for more transparent re-source-
allocation decision making in Colombia. Int. J. Technol. Assess. Health Care 2016, 32, 307–314. 

54. Iskrov, G.; Stefanov, R. Criteria for Drug Reimbursement Decision-Making: An Emerging Public Health Challenge in Bulgaria. 
Balk. Med. J. 2016, 33, 27–35. 

55. Mirelman, A.; Mentzakis, E.; Kinter, E.; Paolucci, F.; Fordham, R.; Ozawa, S.; Ferraz, M.; Baltussen, R.; Niessen, L.W. Decision-
making criteria among national policymakers in five countries: A discrete choice experiment eliciting relative preferences for 
equity and efficiency. Value Health 2012, 15, 534–539. 

56. Kokori, E.; Olatunji, G.; Abdulbasit, M.; Aderinto, N. The efficacy and safety of pembrolizumab and dostarlimab in advanced 
en-dometrial carcinoma: A systematic review. Discov. Med. 2024, 1, 46. 

57. Zhu, Y.; Liu, K.; Zhu, H. Immune checkpoint inhibitor combinations for patients with advanced endometrial cancer: A network 
meta-analysis and cost-utility analysis. Int. J. Gynecol. Cancer 2024, 34, 1570–1579. https://doi.org/10.1136/ijgc-2024-005296. 

58. Zhu, Y.; Liu, K.; Zhu, H. Immunotherapy plus chemotherapy in patients with advanced endometrial cancer: A cost-effectiveness 
analysis. J. Gynecol. Oncol. 2024, 36, e6. https://doi.org/10.3802/jgo.2025.36.e6. 

59. Inami, K. Cost-effectiveness of chemotherapy in advanced and recurrent endometrial cancer. Gynecol. Oncol. Rep. 2025, 59, 
101761. https://doi.org/10.1016/j.gore.2025.101761. 

60. Acuerdos de la Comisión Interministerial de Precios de los Medicamentos Sesión 265. Ministerio de Sanidad. Available online: 
https://www.sanidad.gob.es/areas/farmacia/precios/comisionInteministerial/acuerdosNotasInformativas/docs/Acuer-
dos_CIPM_265.pdf (accessed on 12 January 2026). 

61. Angelis, A.; Kanavos, P. Value-Based Assessment of New Medical Technologies: Towards a Robust Methodological Framework 
for the Application of Multiple Criteria Decision Analysis in the Context of Health Technology Assessment. Pharmacoeconomics 
2016, 34, 435–446. https://doi.org/10.1007/s40273-015-0370-z. 

62. Garrett, Z.; Imaz-Iglesia, I.; Willemsen, A. Building a model of health technology assessment cooperation: Lessons learned from 
EUnetHTA joint action 3. Int. J. Technol. Assess. Health Care 2022, 38, e14–e14. https://doi.org/10.1017/s0266462321001719. 

63. Zimmermann, G.; Michelmore, S.; Hiligsmann, M. Stakeholder perspectives on cooperation in the clinical and nonclinical health 
technology assessment domains. Int. J. Technol. Assess. Health Care 2023, 39, e29. https://doi.org/10.1017/s0266462323000077. 

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual au-
thor(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to 
people or property resulting from any ideas, methods, instructions or products referred to in the content. 

https://doi.org/10.3390/jcm15155808

	1. Introduction
	2. Materials and Methods
	2.1. Study Design
	2.2. Scientific Committee
	2.3. Evidence Matrix
	2.3.1. Participants
	2.3.2. Criteria Weighting and Scoring
	2.3.3. Statistical Analysis and Value Contribution Calculation


	3. Results
	3.1. Weighting of the Criteria
	3.2. Scoring of the Criteria
	3.3. Scoring of Sub-Criteria
	3.4. Contextual Criteria Scoring
	3.5. Value Contribution of Dostarlimab
	3.6. Final Meeting
	3.6.1. Weighting of Criteria
	3.6.2. Scoring of Criteria
	3.6.3. Scoring of Sub-Criteria
	3.6.4. Scoring of Contextual Criteria
	3.6.5. Value Contribution


	4. Discussion
	5. Conclusions
	Abbreviations
	References

