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Multivariable Analyses

BACKGROUND RESULTS Figure 1. KM distant recurrence and BC specific mortality curves by RS groups. Table 2. Multivariable model of distant recurrence (n = 1245).

® The 21-gene Oncotype DX® Breast Recurrence Score™ (RS) assay, is a validated prognosticator/predictor of
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Statistical Analysis '60% of unknown tumor grade are ILC. z SUMMARY AND CONCLUSIONS

m This analysis is an exploration of the maturing data with long-term follow up. o o

Log rank P=0.101

= RS distribution was: 50% RS <18 (18% RS <11. 32% RS 11-17). 39% RS 18-30 (30% RS 18-25 9% RS 26-30) and Log rank P= 0,681 m These are the first reported 10-year outcome data from a large cohort of patients where the RS assay was

10% RS >31. 20% - included in adjuvant treatment decisions.

= Adjuvant CT use was <1%, 3%, 17%, 52%, and 89% for RS <11, 11-17, 18-25, 26-30, 231, respectively, consistent ®m This study is limited by its nonrandomized design with CT treatment greatly influenced by the RS result, the
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= Hazard ratios and 95% confidence intervals (Cls) were calculated using Cox regression models. with the RS result (overall CT use, 20%). | potential selection bias with respect to patients being tested with the RS assay, and the small sample sizes in some

m Descriptive statistics were used to summarize clinicopathological characteristics and adjuvant CT decisions. 20% -

BCSM Risk (%)

®m Log-rank test was used to compare distant recurrence rates and BC deaths across RS groups.

Distant Recurrence Risk (%)

P of the subgroup analyses.
0/ B 2_ s 4+ 5 s 1 8 s 10 M_(', . 2 3 - s 5 e - ;8 8 10 = Nevertheless, the RS result was prognostic with respect to 10-year distant recurrence and 10-year BC death (P <0.001).
Years Years m The 10-year KM estimate of distant recurrence and BC death in NO and N-1mi patients with RS<18 was very low (NO,
00 o (o I S o o S 4.0% and 1.8% respectively; N1mi, 1.0% and 1.7% respectively), despite low CT use in these patients (NO, 1.8%; N1,
Distant Recurrence Rates and BC Death Rates

6.1%). The distant recurrence and BC death rates in NO RS<18 patients selected for endocrine therapy alone were
) 0 ;
The box under each graph presents the number of patients at risk at each time point. 3.9% and 1.9 /0' rQSDQCtlvely.

One-degree of freedom (df) log-rank P values were calculated from all data. m Although the numbers are small and there was no randomization, little difference in 10 year outcomes between
CT-treated and untreated patients were observed with RS<25. In the RS 18-25 group, 10-year risk of distant
recurrence was 7.6% and 7.2% in CT-treated and untreated patients, respectively.

m These results strongly support that CT can be safely spared in patients with NO and N1mi disease and RS<18
and suggest that the absolute CT benefit in NO patients with RS 18-25 is unlikely.

m KM estimates for 10-year distant recurrence and BC death rates in both NO and N1mi patients differed significantly
between the RS groups (P <0.001; log-rank test; Figure 1).

m The RS result was predictive of late recurrence (P = 0.022; data not shown).
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