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Abstract

Background: Endocrine therapy adherence remains a barrier to optimal estrogen receptor
positive (ER+) breast cancer outcomes. We theorized that experience navigating difficult
medication regimen factors, such as route of administration complexity, may improve subsequent
adherence following stressful cancer diagnoses, but not in patients with bipolar and psychotic
disorders at-risk for poor access and non-adherence.

Methods: We included 21,894 women aged 68 or older at their first surgically treated stage I-1V
ER+ breast cancer (2007-2013) from the SEER-Medicare dataset, 5.8% having bipolar and
psychotic disorders. We required continuous fee-for-service Medicare (Parts A and B) for at least
36 months before and 18 after cancer diagnosis. “Medication regimen factors” in the Part D claims
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four months prior included the number of all medications used, pharmacy visits, and
administration complexity (Medication Regimen Complexity Index subscale). Cox regression was
used to model time-to-initiation and discontinuation, with longitudinal linear regression for
adherence to endocrine therapy.

Results: Women with more frequent prior medication use and pharmacy visits were more likely
to initiate [“4+ Meds & 2+ Visits” vs “No Meds” HR 1.47 (95% ClI 1.33-1.63)], adhere [+6.0%
(95% ClI 4.3-7.6)], and continuously use endocrine therapy [discontinuation HR 0.48 (95% ClI
0.39-0.59)]. Medication administration complexity had modest effects. Difficult medication
regimens were more common among patients with bipolar and psychotic disorders but had no
statistically significant effects.

Conclusions: Experience with frequent prior medication use and pharmacy visits may increase
likelihood of endocrine therapy use in most patients, but not in those with bipolar and psychotic
disorders.

MicroAbstract:

Breast cancer endocrine therapy non-adherence can worsen survival and recurrence risk. We
examined patient medication regimens prior to breast cancer diagnosis, which may impact
readiness for future adherence. Patients who used more medication and frequently visited
pharmacies before cancer were more likely to adhere, but subgroups with behavioral risk factors
(bipolar and psychotic disorders) saw no significant benefit.

Introduction

Oral endocrine therapies are used to treat estrogen receptor positive (ER+) breast cancer,
reducing recurrence and mortality, but few patients fully adhere to therapy [1-5]. Prior
research has examined sociodemographic, treatment, and cost factors related to non-
adherence. Medication regimen characteristics prior to cancer have been less-well studied,
especially among patients with serious mental illness, such as bipolar and psychotic
disorders, who often have limited social support, access to care, debilitating symptoms, and
general non-adherence [6-9]. Patients with these barriers may not easily navigate difficult
regimens, impacting readiness for future endocrine therapy adherence.

Treatment burden is a multidimensional concept describing factors associated with health
care utilization [10]. While taking numerous medications could be burdensome, this
experience may promote skills for managing future cancer treatments. In a study of women
aged 65 or older with breast cancer, those using multiple medications at baseline were more
likely to complete tamoxifen therapy [11]. However, difficult medication administration
routes, measured with the medication regimen complexity index (MRCI), may decrease
chronic illness treatment adherence [12, 13]. The physical act of obtaining medication may
impact adherence; reducing necessary pharmacy visits is associated with improved
cardiovascular medication adherence in Medicare patients [14].

Normalization Process Theory has been applied to the treatment burden concept, describing
how experience taking medication can impact organization and formation of health
behaviors [15, 16]. Experience with difficult regimens may normalize medication use,
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altering long-term adherence. Medication regimen factors may differentially affect patients
with mental illness. Negative mood before treatment was associated with endocrine therapy
non-adherence [17]. Negative mood effects were amplified when combined with disease
stage and symptoms, financial concerns, and complex medication regimens [17].

We previously examined preexisting mental illness and endocrine therapy adherence in
Medicare enrolled women; initiation rates were suboptimal with 20% of women never
initiating, and those with bipolar and psychotic disorders at increased risk [HR 0.93 (95% ClI
0.87-0.99)] [18]. In the present study, we examined the relationship between prior
medication regimen utilization factors (all prescription medications) and endocrine therapy
initiation/adherence/discontinuation in a cohort of women from the Surveillance,
Epidemiology and End Results (SEER)-Medicare database, including subgroup analyses of
patients with bipolar and psychotic disorders. We defined “medication regimen factors”
using burden-relevant claims-based variables likely to impact adherence, including number
of medications and pharmacy visits, and ease of administration [12, 19].

Study Population

Measures

We used the SEER-Medicare database to identify 21,894 women with ER+ breast cancer,
surgically treated and diagnosed between 2007 and 2013 at age 68 or older. The SEER
cancer registries include approximately 28% of the US population [20]. We were able to
identify cancer diagnoses and characteristics, and detailed fee-for-service Medicare claims
including (International Classification of Diseases, Ninth Revision, Clinical Modification
(ICD-9-CM)), clinical procedures, and prescription drug claims (National Drug Codes
(NDCQ)) [21].

This study included women with continuous fee-for-service Parts A and B Medicare
coverage for at least 36 months prior to invasive breast cancer diagnosis and 18 months after,
as well as Part D coverage at least four months before and 18 months after. Breast cancer
diagnosis can take place over several health care encounters, so multiple diagnoses in a
three-month span were defined by the earliest diagnosis date and highest stage (4.7% of
cases). All breast cancers were diagnosed before death and SEER and Medicare files listed
the same death date, as applicable. Patients with potentially inaccurate endocrine therapy
Part D data were excluded, defined as greater than a 10:1 ratio of prescription fill size to
days supplied (n=154). Censoring occurred at end of continuous Medicare coverage or
claims, new breast cancer diagnosis, use of hospice care, or death.

SEER data provided baseline demographics and tumor characteristics (AJCC 6! edition
stage, receptor status, diagnosis date) [21, 22]. General comorbidity was assessed in
Medicare claims using a modified NCI index (excluding dementia) for a 36 month baseline
period before breast cancer and reassessed every six months for 36 months after [23]. We
measured function-related indicators of comorbidity in the year prior, such as mobility
limitations, which have been associated with poor health outcomes in older adults [24, 25].
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Patient home rurality was determined using county-level 2013 Rural-Urban Continuum
codes [26]. Because the original study was aimed at exploring the effects of mental illness,
we used the Diagnostic and Statistical Manual of Mental Disorders-1V to guide selection of
groups such as bipolar and psychotic disorders (bipolar depression, schizophrenia, and other
psychatic disorders) [18, 27]. We adjusted for anxiety, substance use, and cognitive-
impairing dementia disorders because these were previously associated with endocrine
therapy initiation, discontinuation, or adherence [18]. In the 36-month baseline period, we
identified mental illness comorbidity using relevant ICD-9 diagnosis codes appearing at least
once in an inpatient claim, or twice in outpatient claims 30 or more days apart.

Medicare Part D prescription drug claims were used to measure endocrine therapy initiation,
occurring at the first claim following cancer diagnosis. Endocrine therapies included
tamoxifen and toremifene (selective estrogen receptor modulators, SERMSs), anastrozole,
exemestane, and letrozole (aromatase inhibitors, Als). We examined “medication regimen
factors”, including the number of all prescription medications used, pharmacy visits, and
medication administration complexity before breast cancer. A four-month lookback was
selected to increase detection of prescriptions with greater than a one-month supply.
Medications were identified by generic name, with unigue medications counted once. We
measured pharmacy visits by the number of unique dates of service, except dates within a
three-day window of each other were considered the same pick-up event and counted only
once. We measured administration complexity using the Medication Regimen Complexity
Index (MRCI) subscale “A”, with oral tablet forms given the minimum score of “1” and
higher scores assigned to difficult methods such as injections [13] (Appendix 1). We
controlled for financial expenditure using total out-of-pocket medication costs.

Model Selection

Medication regimen factors influence on endocrine therapy initiation was assessed using
Cox regression with follow-up starting at cancer diagnosis. Adjusted models also included
stage, age, race, ethnicity, NCI comorbidity score, function-related indicators, rurality,
mental illness, and year of diagnosis. The number of medications and pharmacy visits were
combined into a summary variable representing these related concepts. In creating this
“combined medication & visit score”, individual responses with significant hazard ratios
were weighted and combined [“1-3 Meds”, “4+ Meds or 2+ Visits”, and “4+ Meds and 2+
Visits” (highest weight)], with “no medication use” as reference (Appendix 2). We
performed a test for trend across medication regimen factor strata and subgroup analyses of
patients with and without bipolar and psychotic disorders.

Endocrine therapy discontinuation was assessed using Cox regression models, with follow-
up starting at initiation and concluding at a maximum five years of use. Discontinuation was
defined as the day of no available medication, with no more fills in the remaining 90 or more
follow-up days [29]. Adherence was analyzed using longitudinal linear regression models fit
with generalized estimating equations (normal distribution, identity link, unstructured
covariance matrix), with annually repeated Proportion Days Covered (PDC = days covered/
days in follow-up) adherence [30]. If patients switched from SERM to Al endocrine
therapies, residual medication was disregarded once the new medication was filled. Patient
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follow-up spent in skilled nursing facilities or a hospital was not analyzed, as staff dispense
medication and claims should not be available in Medicare Part D [31]. Adherence values in
a given year were excluded if a patient was in such facilities for over six months. Patients
with less than one year of endocrine therapy follow-up did not contribute to adherence
analyses. Sensitivity analyses were performed to assess confounding risk from inclusion of
high stage breast cancer (limiting analysis to patients with stage I-111), and treatment delays
related to adjuvant chemotherapy use (adjustment for treatment receipt, based on HCPCS
claims). Statistical analyses were conducted using SAS v9.4 statistical software (SAS
Institute Inc, Cary, NC).

We identified 21,894 female patients with stage I-1VV ER+ breast cancer diagnosed from
2007 to 2013 who met eligibility criteria. Most patients were age 68-84 years old at
diagnosis (86.6%), White (89.0%), non-Hispanic (94.7%), lived in metropolitan areas
(82.5%), had progesterone receptor positive (85.8%) stage | tumors (60.3%), with no
function-related indicators (59.0%). The majority used four or more medications in the four
months prior to breast cancer (69.8%), had five or more pharmacy visits (62.5%), and had
medication administration complexity in the lowest strata (54.8%) (Table 1).

Compared to patients without, the 5.8% of patients with bipolar and psychotic disorders
were more likely to be younger at diagnosis (age 68-74 45.8% vs 42.3%, p=0.006),
diagnosed after stage I (stage 11 33.0% vs 29.7%, p<0.001), live in metropolitan areas
(87.1% vs 82.2%, p<0.001), and have more function-related indicators (“3+” 29.0% vs
7.0%, p<0.001). Patients with bipolar and psychotic disorders more frequently used
medication in the four months before breast cancer (“9+” medications 46.9% vs 21.0%,
p<0.001), had eleven or more pharmacy visits (39.1% vs 16.4%, p<0.001), and
administration complexity in the highest strata (22.1% vs 11.4%, p<0.001) (Table 1).

In multivariable adjusted models, patients with more medication and pharmacy visits
remained more likely to initiate endocrine therapy [“4+ Meds & 2+ Visits” vs “No Meds”
HR 1.47 (95% CI 1.33-1.63)], and those with moderate medication administration
complexity [MRCI-A “2-4” HR 0.96 (95% CI 0.93-0.99)] were less likely. Patients with
bipolar and psychotic disorders [HR 0.92 (95% CI 0.86-0.98)] were less likely to initiate
after adjustment for these factors. Patients with more medication use and pharmacy visits
were less likely to discontinue [HR 0.48 (95% CI 0.39-0.59)] and had 6.0% higher average
adherence rates (p<0.001) (Table 2).

In multivariable tests for trend, patients with more medications and pharmacy visits were
more likely to initiate [HR 1.11 (95% CI 1.08-1.13) per strata], less likely to discontinue
[HR 0.82 (95% CI 0.79-0.86)], and had higher daily adherence [estimate +1.6% (95% ClI
1.2,1.9)]. As out-of-pocket costs increased, initiation decreased [HR 0.97 (95% ClI
0.95-0.99)], discontinuation increased [HR 1.07 (95% CI 1.02-1.12)], and adherence
decreased [estimate - 1.4% (95% CI -1.8, —1.1)]. Increasing administration complexity was
associated with discontinuation [HR 1.06 (95% CI 1.01-1.11)], and adherence [estimate
+0.6% (95% CI 0.2, 1.0)] (data not shown).
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Among patients without bipolar and psychotic disorder diagnoses, prior medication use and
pharmacy visits remained positively associated with endocrine therapy initiation [“4+ Meds
& 2+ Visits” vs “No Meds” HR 1.47 (95% CI 1.33-1.64)], continuous use [discontinuation
HR 0.49 (95% CI 0.39-0.61)], and adherence [estimate +5.4% (95% CI 3.7, 7.2)]. In
contrast, patients with these mental illness diagnoses had no significant associations among
these factors [“4+ Meds & 2+ Visits” vs “No Meds” HR 1.07 (95% ClI 0.64-1.78);
discontinuation HR 0.64 (95% CI 0.23-1.73); adherence +6.3% (95% CI -5.1, 17.8)], but
high out-of-pocket costs were detrimental to initiation [“$500+" vs “$0 < $1” HR 0.73 (95%
Cl 0.57-0.93)] and adherence [-6.5% (95% CI -10.1, -3.0)] (Table 3).

In sensitivity analyses restricted to stage I-111 breast cancer and adjusting for receipt of
adjuvant chemotherapy, the statistically significant medication regimen associations in our
primary adjusted initiation/discontinuation/adherence models remained significant with
comparable effects in their corresponding sensitivity analyses (Table 4). Only one variable's
statistical significance changed in sensitivity analyses: the association between medication
cost and discontinuation in the subgroup with bipolar and psychotic disorders (out-of-pocket
costs "$50 < $500"; primary analysis HR 1.43 p=0.10; sensitivity analysis HR 1.57 p=0.04).
The use of adjuvant chemotherapy was independently associated with endocrine therapy
initiation, (HR 0.48, p<0.001).

Discussion

Overview:

In this cohort of Medicare-enrolled women with stage I-1V ER+ breast cancer, 20.0% never
initiated endocrine therapy. Patients with any prior medication use in the four months prior
to breast cancer diagnosis were more likely to initiate, continuously use, and adhere, with
maximum effects in those with frequent medication use and pharmacy visits. Complex prior
medication administration was associated with modestly detrimental effects to initiation and
discontinuation, with some potential benefit to adherence. Despite high rates of medication
use and pharmacy visits in patients with bipolar and psychotic disorders, we did not detect
any potentially protective medication effects, in contrast to the remainder of the cohort.

Prior Medication Regimen Factors

Patients using any medication in the four months prior to cancer were more likely to initiate
endocrine therapy, consistent with reports suggesting tamoxifen adherence increases with
more medications used before breast cancer [11]. Implementation and embedding of
behavior can lead to sustained change. Therefore, experience using multiple medications
may increase readiness to adhere [15]. While medication administration complexity has been
identified as a non-adherence risk factor [12], in our study patients with the highest strata of
prior regimen complexity had an 1.4% increase in adherence rates. Administration
complexity during cancer treatment may be burdensome, whereas experiences prior to
cancer may normalize chronic regimen behaviors to some extent. Because oral endocrine
therapies are simple to administer, experience with complex medications may have a limited
effect.
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While experience with medication administration complexity did not improve endocrine
therapy initiation, patients with many pharmacy visits were more likely to initiate. Prior
work suggests “synchronization”, the ability to pick up all medications at the same time,
may improve adherence by reducing travel and simplifying management [32]. The current
study is not designed to assess synchronization, but frequent visits prior to cancer may
reflect the ability and readiness to travel and initiate treatment. Additionally, pharmacist-
patient interactions may increase initiation likelihood. In a study of adherence to diabetes
mellitus medication and initiation of concomitant therapies, patients with supplemental
pharmacist counseling and follow-up contact were 38% more likely to initiate [33]. These
interactions and education may influence key beliefs, such as medication distrust and
uncertainty of efficacy, which are associated with non-initiation of osteoporosis treatment
[34]. Among breast cancer patients in the Detroit and Los Angeles SEER registries, those
reporting inadequate endocrine therapy education were significantly less likely to initiate
[35]. Interventions providing education and counseling may be valuable in improving
endocrine therapy initiation rates.

Medication Regimen Factors in Patients with Bipolar and Psychotic Disorders

Although patients with bipolar and psychotic disorders were less likely to initiate endocrine
therapy, and often struggle with general daily medication adherence [36], we observed high
rates of prior medication utilization in this subgroup and no significant associations between
these medication regimen factors and initiation, discontinuation, or adherence. The trend in
discontinuation across levels of prior medication and pharmacy use mirrored that in patients
without these conditions to some extent, but analytic power was limited because most
patients with bipolar and psychotic disorders had high medication and pharmacy use.

Bipolar and psychotic disorder symptoms may compromise the ability to acquire beneficial
health behaviors. Alternatively, social factors including stigma, limited access to care, and
poor provider-patient relationships may affect receipt of guideline concordant cancer and
general health care [6-8]. Medication regimens for patients with bipolar and psychotic
disorders include more psychiatric medications, compared to patients without these
conditions (Appendices 4 and 5). Therefore, prior medication use may capture a different
behavioral concept in patients with mental illness (e.g., increased psychiatric treatment, not
general medication adherence). These patients were diagnosed at later stages, consistent
with evidence suggesting patients with mental illness have delays in initial breast cancer
diagnosis and primary treatment [37]. Interventions to improve endocrine therapy use should
consider unique approaches for these and other at-risk patients with individual and societal
challenges.

Sensitivity Analyses

Our sensitivity analyses were performed to address confounding risk, including late stage
cancer diagnosis as it may relate to symptom severity which could influence both baseline
medication use and future endocrine therapy adherence. After excluding stage IV cancer
patients, our medication regimen findings remained significant, with minimal change to the
magnitude of effects. This suggests prior medication regimen factors are associated with
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endocrine therapy use, even after acknowledging potential treatment differences in patients
with stage IV cancer.

We also examined potential confounding from adjuvant chemotherapy use. Adjuvant
chemotherapy may be more frequently used in healthier patients able to tolerate treatment,
who may have used fewer medications in the past. Also, patients may delay endocrine
therapy initiation until adjuvant treatment has concluded. In our adjusted models, adjuvant
chemotherapy was strongly associated with a delay in endocrine therapy initiation, however
medication regimen effects remained significantly associated with outcomes. We can
conclude that adjuvant chemotherapy is related to delays in endocrine therapy initiation, but
this relationship does not meaningfully confound the independent effects of prior medication
regimen factors.

Other Patient Characteristics

Patients with an intermediate number of function-related indicators of comorbidity
(Appendix 6) were less likely to initiate endocrine therapies. A cohort study of myocardial
infarction patients found those with more function-related indicators were less likely to use
preventive medications [25]. Patients with some limitations in daily functioning may
minimize travel, reducing pharmacy access, but patients with a greater functional burden
may receive family or social assistance, reducing the impact of individual limitations.
Patients in rural counties were more likely to initiate therapy, which may represent practice-
level, cultural, or other unmeasured factors in these patients.

High endocrine therapy costs have been associated with non-adherence in commercially
insured women [38]. We found that high out-of-pocket costs for any medication were
associated with reduced endocrine therapy initiation and adherence rates. This is consistent
with a more general body of research indicating that increased patient costs are associated
with lower medication initiation rates [39]. Although conceptually interrelated, the
detrimental effects associated with medication cost and protective effects of prior medication
use and pharmacy visits remained independently significant in adjusted models. The
negative impact of high cost on initiation and adherence remained significant among patients
with bipolar and psychotic disorders, even though other medication regimen factors were
not. Medicaid patients with schizophrenia have reduced antipsychotic utilization and
increased emergency service use when monthly drug reimbursement is capped [40].
Excessive costs may contribute to symptom exacerbations, further reducing likelihood of
endocrine therapy initiation and adherence.

Extending previous findings [3, 18], patients with stage | cancer and older age at diagnosis
were less likely to initiate, even after adjustment for medication regimen factors. Perception
of a poor risk-benefit ratio may influence cancer treatment in older women with competing
mortality risks and potential endocrine therapy side effects, while stronger provider
recommendations may be given to women with advanced cancers [41-43].

Study Strengths and Potential Limitations

We utilized a large SEER-Medicare cohort of older women with stage I-1V breast cancers.
Medicare Part D claims allowed for examination of detailed prescription medication
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regimens, characterizing non-cancer treatments. We measured endocrine therapy initiation,
adherence, and discontinuation in three separate models, as appropriate for these related but
distinct outcomes. Our findings used variables reflective of clinically accessible data to
predict preventable morbidity and mortality due to endocrine therapy non-adherence.

Potential study limitations are related to the nature of administrative claim studies. Medicare
patients are not necessarily representative of younger women with other insurance providers,
or managed care plans. However, breast cancers are often diagnosed in older women,
making the disease burden relevant to the Medicare population [44]. We were unable to
assess use of mail-order pharmacy services, which may simplify medication-taking
behaviors [45]. While MRCI-A complexity calculations appropriately assess administration
complexity, the remaining domains could not be reliably assessed: “additional instructions”
are not included in claims and “dosing frequency” can only be partially estimated [13].
Administrative claims-based diagnoses risk potential misclassification and underestimation.
Provider-level prescribing behaviors were not assessed but could affect medication
utilization and the likelihood of initiation. Finally, our prior medication regimen variables
may be correlated with factors that are unavailable or partially unmeasured in these data, for
example we cannot tell if low rates of prior medication use are due to fewer medications
prescribed, or a general lack of adherence/willingness to fill initial prescriptions.

Despite the established benefits of endocrine therapy, one-fifth of female Medicare
beneficiaries with ER+ breast cancer did not initiate treatment. Prior medication regimen
factors including frequent medication use and pharmacy visits increased likelihood of
initiation, continuous use, and adherence. After adjustment, patients with bipolar and
psychotic disorders remained at risk for endocrine therapy non-initiation and were not
significantly affected by medication regimen factors. Interventions focused on health
behavior development and provider-patient counseling may increase initiation rates in the
general population, but patients with bipolar and psychotic disorders may require targeted
efforts.
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Clinical Practice Points

Breast cancer endocrine therapy non-adherence is known to reduce survival
and increase recurrence risk. Therefore, identification of patients at risk for
endocrine therapy non-adherence is critical to improve outcomes.

Patients with regimens prior to cancer including more medication and
pharmacy visits were significantly more likely to initiate, adhere, and
continuously use endocrine therapy.

In contrast to the general population, subgroups with bipolar and psychotic
disorders had no significant association between extensive prior medication
regimens and endocrine therapy adherence.

Familiarity with chronic medication regimens may be helpful for the
development of adherence behaviors. Providers should consider patients’
prior experience with medication and relevant behavioral illnesses when
identifying those at risk for endocrine therapy non-adherence.

Clin Breast Cancer. Author manuscript; available in PMC 2021 June 01.




Page 14

Haskins et al.

Author Manuscript

2 v %60 6T v v Al
%S'6 61T %89 L6E'T %69 9TS'T I
%0'EE STy %L'62 6TT'9 %862  PES'D I
700> %675 169 %909 €0SCT  %E09 ¥BT'ET I sisoufelq ye abels
%8'LT vz %8'LT v.9'€  %8LT  868'C €102
%6'9T €12 %6'ST 6/2'€  W6'ST  26V'E 2102
%t T 181 %T'ST 6TT'E  %I'ST  00E'E 1102
%I vT 8.1 %E VT €96'C  wEVT  TETE 0102
%T'ST 06T %E VT vS6'c WYl prT'E 6002
%EET 191 %9'ET 7087 %9ET  896'C 8002
060 %8 90T %06 GG8'T %06  T96'T 1002 sisoubelq 4o aesp
& ® v & e e umouxun
e e e e e » [einy
%ZTT 14" %9'GT 022'€  %¥'ST  TYE'E  [INI-UOU ‘OX3W-UON
100> %T'.8 960'T %Z'28 LG6'9T  %GZ8 €50'8T ENY Anjeany
%076 €8T'T %L 76 GYS'6T  %lV6  82.°0C djuedsiH-UON
S20 %09 9L %E'S 060'T %ES  99T'T aluedsiH A3
%968 8eT'T %6'88 76€'8T %068 08Y'6T SHUM
) “p %L°0 ort “p “p 1BYO
%S9 28 %09 €eT'T %09  STET Yoe|g
670 “p “p %y 016 ) “p ueIsy soey
%60 T %t0 8 %b'0 9 +56
%9'TT vt %0'ET §89'C  w6IT  TE8T 6-G8
%8 T 92§ %E €ET'6  WIvh  659'6 ¥8-G.
9000 %8Sy 9.8 %ETY T€L'8  wSTr  80E'6 .-89 sisoufeiq ye 8y
mug (98'S) 6G2'T=NS8A  (%Z'¥6) GE9'0Z=NON  ¥68'TZ=N IV [2na7] arelienod

pasoubelp Japaosip a130ydAsd pue sejodig

snyess JapJosip anoydAsd pue uejodiq 01 Buipiodae ‘£T0Z-2002 pasoubeip sjuaned Jaoued 1sealq JO SoNsIIgIRIRYD

‘T al1qeL

Author Manuscript

Author Manuscript

Author Manuscript

Clin Breast Cancer. Author manuscript; available in PMC 2021 June 01.



Page 15

Haskins et al.

%188 60T'T %789 PPO'PT %269 EST'GT  SHSIA +T 79 SPBIN +V
%9'8 801 %802 v6C'y  %T'0Z 207y SMSIA +Z 10 SPAIN +
%E'T T %t'S SIT'T %ZS  CeT'T SPaIN €-T
100> %0 T4 %L'S 2811 %SS 02T SPaIAl ON 81095 USIA 79 UOIEIIP3IA PaUIquIoD
w12z 8.2 %' TT 85€'  %0ZT 989 +5
%8'9€ €9y %6°ZE 68L'0  wlee  2STL 7T
100> %TTy 81§ %L'SS 88Y'TT  %8'¥S  900'ZT 1-0 Anxa1dwiod 810y v-104IN
%T'6€ 6 %b9T G8e'e  wLLT  LI8'E +TT
%6 v 595 %Ly vET'6 %8y  66L'6 01§
%T2T €sT %' LT 209'S  %E9Z  SSL'S 7-C
100>  %6°€ 6 %LTT vIv'e  %ZTIT E9Y'T 1-0 SusIA Adeulreyd 4o JaquinN
%6'9Y 165 %0°TZ 87€'Y  wSTC 6167 +6
%Ly TAS %L Ly €€8'6  WELy 8SE'0T 8-
100> %P'TT erT %' TE vLV'9  %ZO0E  L19'9 €0 pSUOHEDIPAIN 4O J3qUINN
100> %LTT 091 %Ly 9v8 %9%  900'T JapJosi@ asn doueIsgns
100> %8'TC .2 %9°€ L %9v  LT0'T J48p40sIQ eRUBWAQ
100> %82 €Ty %78 €L9'T %56 980 JapJosiq Arsixuy
%0'62 S9¢ %0°L YeYr'T %E8  6I8'T +€
%LTZ €L2 %E'8 ZAN %l'6  S66'T 4
%0'SE Thy %6'2Z 8TL'Y  %9€Z  6ST'S T
100> %EYT 08T %L'T9 VLTt %065 TZ6'CT 0 $103e21PpU| paje|al-uondUNS
100> o€ 1€ 0 02 02tz (ueipaN) ueaiN Anpigaowod [ON pasnipy
%LL 16 %0'6 €98'T %6'8  096'T SINY3S
%S'¥C 80¢€ %L'6T v.0'Y %00z Z8E'Y 8UON
%L'9 8 %8'8 618'T %L8  €06'T pog
700> %219 0LL %529 688'2T  %b'79 699'CT sIv sse|Q Adeuay L autioopus
%6'tT 88T %TvT LT6'C  %CvT  SOT'E -dd+43
€0 %I'S8 TL0'T %6'G8 8TL'T %8G8 68L'8T +Yd+d3 smels J01deosy
e e %02 T2y “» » umouNun
anjea
“d (98'S) 6G2'T=N S8A  (%Z'¥6) GE9'0Z=NON  ¥68'T¢=N IV [2na] arelIenod

pasoubelp JapJosip a1oydAsd pue sejodig

Author Manuscript

Author Manuscript

Author Manuscript

Author Manuscript

Clin Breast Cancer. Author manuscript; available in PMC 2021 June 01.



Page 16

Haskins et al.

"S9]gBLIEA SNONUIIUOD 10J UOXOJ|IAN 1581 1enbs-1yo Ag pare|nojes anfea d oLnsweled
P

'sisoufielp Jsoueo 1sealq 03 Jonid SYIuoW N0y 8Y) Ul UOIE

N 8Q110S8p S3|eLIeA co_%.,u_um._\,_~Q

"san19e4 Buisinu paj|iis pue sjendsoy apISING 3wl SIY JO J[ey JOAO YHM UOIBAISSTO JO SIEaA 10w 40 auo yim siuaited Joy ‘(DAd) pa1anod sAep Jo uoniodoid sy yum painsesu soUaIBYPY,
*3SN SNONUINUOD SIeak dAlY Jo)Je Palosuad sisAeue co:m:c_Eoum_oQ
*ABIUSPIIUOD UIBIUIBW 0) PRJOSUSD BIR.IS 1S84eaU pue TT Jopun sanjen,,

*(z x1puaddyy) sjapow paisnipe ajesedss Ul sjaAs] asuodsal JURIIUBIS S,8]CBLIEA DB WOI) PBYeald |GRLIEA JISIA 79 UOHBIIPSIAl PaUIqUI0D,,

100> %9°0T 0vET %09 et %E'9  9LET Uread 1e palosua) JaquinN
T00> 0/ST'T  €882'T  008Z'T €ege'T  (0°082T) 6'LLET (uepaiN) uealN ske@ dn-mojjo4
€20 160 80 16'0 ¥8'0 (06°0) ¥8'0 (ueipan) ueain aouaIsypy abeeny,
8LL 6EL'ET %€99  LTISVT SIBIA +T UUM JagquinN
820 085y TLY9 0'€es 8'v0L (0'1z8) §'TOL (ueIpsinY) ues uonenunuodsiq oy skeq,
GG¢ 8ve'y %.'GZ  €0S'Y PaNuUIIUOJSIQ OYAA JaquinN
89'0 0'0eT 9'9GT 0'0¢T L'9ST (00e1) 9951 (ueipan) ueaiy uoireniu] 0y skeq
100> %S'SL 156 %€ 08 T9G'9T %008 2IS'LT palemIu] OYAA J3QUINN
%E'ST €61 %T'8 6/9'T %98 28T +005$
%t T 125 %0°'SS €SE'TT  %ZYS  V.8'TT 005$ > 05$
%L2Z 982 %l'LZ 965'S  %6'9Z  288'S 05$ > 1$
700> %902 652 %L'6 1007 %E0T  992C $ > 0$ 150D UOIEDIP3IAl 18%20d-4O-INO
anjea
“d (%8'S) 6G2'T=NS8A  (%Z'¥6) GE9'0Z=NON  ¥68'T2=N IV [ona] alelIenod

pasoubelp Japaosip o1noysAsd pue sejodig

Author Manuscript Author Manuscript Author Manuscript Author Manuscript

Clin Breast Cancer. Author manuscript; available in PMC 2021 June 01.



Page 17

2000 1000 000> 000> 100 €00 anyen d sjqeLien j1elano
(S00°0- "€20'0-) 6€0°0-,, (1000 *290°0-) £€0°0- (S€'1-19'0) 160 (62'1-65'0) L8°0 (LT'1-28'0) 860 (¢z'1-98°0)20'T Byl
(¥00'0- '920°0-) §T0°0-, (T00°0- '€20°0-) 210°0-, (98°0-v90) v20,, (€80-€90)2L0,,  (10T-68°0) 560 (S0'T-€6°0) 66°0 Xoelg (euum =s01)
(T20°0 '200°0-) 0100 (920'0 '¥00°0) ST0°0, (s60-0.0)280,  (¥60-690) 780,  (6TT-0TITT,  (0TT-vOT) TT'T, uelsy aoey
€000 000> 000> 100°0> 100°0> 100°0> anyen d sjqeLien J1esano
(2700 '220'0-) £00°0- (¥70°0 '520°0-) 900°0- (S0°T-29°0) ¥8°0 (60'1-02°0) 280  (L6'0-220) 280,  (26°0-€L°0) 280, , umouun
(L10'0-'820°0-) 8¥0°0~, (6200~ '260°0-) 090°0-,, (L¥'1-280) €T'T (191-96'0) vzT (81981 25T, (PLT-62T)0ST,, Al
(¥00'0- '¥20°0-) ¥10°0-, (900°0-'220°0-) 9100, (eg0-v90) Lo, (¥80-590)¥20,,  (0TT-66'0)¥0T  (ETT-TOT) 20T, m (1 =30))
(5000 ‘900°0-) T00"0- (#00°0 *200°0-) TOO'0- (sg0-6L0)080,, (280:9.0) T80, (BTT-OTDVIT, (TTOTTETT, 1 sisoubeiq 1e abers
100°0> 100°0> 000> 100°0> 100°0> 100°0> anyen d sjqeLien |1essno
(€z0'0- "050'0-) L€80°0-,, (210°0 ‘210°0-) 000°0 (1ST-€0T) 82T, (90T-180) 260  (¥6°0-6L0)98'0,  (0T'T-96'0) €0°T +005$
(T€0°0- '€50°0-) 2¥0'0-,,, (T00'0 '9T0°0-) £00'0- GSTITTIET,  (e0T-480)€60  (€0T-680)960  (EZTITTLTT,,  00S$ > 0S$ (1$ > 0% =33))
(6000~ '2€0°0-) 1200, (£10°0 '700°0-) 800°0 (6e'1-66'0) LTT (60720280,  (90T-160)860 (9T TETT)6TT,, 05$ > 1$ :o_%o_ug\“uwvwon_-séo
000> 100°0> 000> 000> 100°0> 100°0> anyen d sjqeLien j1esano
(920'0 '€70°0) 090°0, , (Tv0'0 '970°0) 620°0, , (6s0-6c0) 870, (180-v90)2L0,, (€9T-€€T)LvT,, (OVT-22T) 0T, vz %m_ww/_\,_ “
(5900 '2€0°0) 6¥0°0,, (9€0°0 '600°0) 2200, (890-70) 950,  (180-990)v20,, (IST-EZD%ET,, (ETHID LT, %Mw_m/_\,_ 0 (SPaINl ON =J21)
(v70'0 '500°0) Y200, (220'0 ‘TT0°0-) 5000 (68°0-950)T2°0,  (g0T-v20) 280 (OST-6TT)VET, (EVT-6TT)OET,  Sspow g-T 2 LOBOIPEI PatiGUoD
2000 000> 00 290 800 150 anyen d sjqelien |1essno
(€20°0 '900°0) ¥10°0,, (520'0 '600'0) LT0'0, (re1-20T) 21T, (ST'T-56°0) SO'T (50'7-56°0) 00°T (20'7-86°0) 20°T +5 (1-0 =40)
(200°0 '¥00°0-) T000 (6000 '200°0-) ¥00°0 (¥T'1-00T) L0°T (801560 10T (66°0-€6'0) 96°0, (€0°1-96°0) 66°0 7T AnxaidwoD a0y v-104N
(e62°0 'vS2°0) €LL°0, , - - - - . IR
(12 %56) (10 9%56)
w_%.,w%mm_\w_ﬁwﬁwmwg %E_Hm_m_o nowmwv_%c: ey m_._:nwyn%.mwwca o iy mxﬁvaﬁmﬁ.mww:: 11U Ed
215/ T=U 216, 1= v68'TZ=U
8:829\9 uoenuURU0SIqL, uoenIu|

Haskins et al.

90UaJ3YPE ‘UONENUNUOISIP ‘Uoeniul Adesay) aUlID0pUS PUR S10108) UaWIBal LUOIRDIpaW :S|apoW ajgeLeAlNW paisnipe pue ajgeleAlg

‘¢ 9|qeL

Author Manuscript Author Manuscript Author Manuscript Author Manuscript

Clin Breast Cancer. Author manuscript; available in PMC 2021 June 01.



Page 18

Haskins et al.

(v60°0 '€20°0) ¥80°0, ,,
(0800 '650°0) 690°0, ,
(690°0 ‘870°0) 8500, ,
(e€0°0 '210°0) €200,
(€70°0 '600°0-) 2000
100°0>
(7900 ‘€¥T°0-) 0700~
(9000~ '5€0°0-) 020°0~,
(8100~ 'S¥0'0-) 2€0'0-,,
(010°0- '8€0°0-) ¥20°0-,,
(870°0 '600°0-) 5000
(€00°0 970°0-) 2000~
(070°0 *€T0°0-) 2000~
2000
(€70°0 2£00°0-) £00°0
(500°0 ‘¥10°0-) S00°0~
(5000~ '270°0-) TT00-,,

(000°0 ‘200°0-) T00°0-

100
(600 '160°0-) 920°0-
(020°0 ¥00°0) 2700,
(€00°0 '800°0-) €00°0-

(€00°0 ‘6T0°0-) 800°0-

(850'0 '2£0°0) 8¥0°0, ,,
(6500 '8€0°0) 6+0°0, ,
(650°0 '8£0°0) 6%0°0, .
(€00 '010'0) T20'0,
(¥70°0 '600°0-) 2000
100°0>
(T20°0 '29T°0-) 9v0°0-
(900°0~- '2£0°0-) 2200,
(810°0- '9v0'0-) ZE0'0~, ,
(100~ "0v0°0-) 9200~ ,
(T20'0 '500°0-) 8000
(5000 '€10'0-) 7000~
(€700 '070°0-) T00°0
¥00°0
(¥70°0 '¥00°0-) 5000
(9000 ‘210°0-) €000~
(¥00°0~'210°0-) 0100,

(9000 '700'0) 500°0, ,,

€00

(200 '660°0-) 9€0°0-
(870°0 '700°0) 0100,
(2000 '800°0-) £00°0-

(£00°0 'ST0°0-) ¥00°0-

(¥0'1-18'0) 260
(20'1-18'0) 16°0
(96°0-2L'0) 98°0,
(00'7-28°0) 160
(90'1-98'0) G6°0
170
(L6'€z-9v°0) €€
(ev'1-€6'0) GT'T
(05'1-66'0) 2C'T
¥9T-92T) T,
(02'1-98°0) 20°T
(9g'T-1TT) €21,
(82'1-86'0) 2T'T
00
(S0'1-18'0) 260
(92 T-T0T) ET'T,
(TT'1-96°0) €0'T
(€0'1-00T) T0°T
700°0>
(8y'v-197) 892,
(eLT-2v'T) ST,
(Se'T-6T'T) 2T,

(s60-1L°0) 28°0,

(50'1-28'0) 260
(20'1-18'0) 16°0
(26°0-2L°0) 98°0,
(00'7-28'0) 160
(50'1-98'0) G6'0
170
(9zve-1v70) 8e'€
(zv'1-26'0) GT'T
(6v'1-66'0) T2'T
T9T-v2 D T,
(82'1-v6'0) 60°T
(eTeTnveT,
(82'1-66'0) €T'T
6000
(¥T'1-16'0) 20°T
(TE€'T-20T) 6T'T,
(¥T'1-66'0) 90°T
(20'1-66'0) T0'T
700°0>
(z8e-0v'T) EET,
(S9T-95'T) 05T,
(ceT-91 V2T,

(¢60-69'0) 08'0,

(ce1-60T)STT,,
(€21-60T)9T'T,,
(8TT-¥0T) OT'T,
(L0T-v6'0) T0°T
(v0'1-26'0) 86°0
€000
(02'9-88°0) ¥S'T
(56°0-22'0) 98°0,
(26'0-92°0) ¥8°0, ,
(S0'7-16°0) 86°0
(26°0-28'0) 68°0,
(S0'T-v6'0) 66°0
(86°0-98'0) 26°0,
100
(€0'1-16'0) 260
(96°0-98'0) 16°0, ,

(€0'T-96'0) 00°T
(T0°'1-66°0) 00'T

100°0>
(090-ve0) sv°0,,
(89°0-19°0) 59°0, ,
(56°0-68'0) 26°0, ,

(90°'1-€6°0) 66°0

(STT-0TT) LTT,,
(STT-0TT)8TT,,
(0zT-90T) €T'T,,
(80'1-56'0) TO'T
(90'1-€6'0) 660
100°0>
(92°9-07°0) 65T
(€6'0-92°0) ¥8°0,
(16'0-72°0) 28°0, ,
(20'7-€6°0) 00'T
(88°0-92°0) 28°0, ,
(S0'1-56'0) 00'T
(96°0-¥8'0) 06°0,
100°0>
(96'0-98°0) 16°0, ,
(¢6°0-28°0) 2870, ,

(20'T-v6°0) 86°0
(00°'1-66°0) 66°0

100°0>
(650-€80) vv'0,,
(29°0-09°0) ¥9°0, ,
(v6°0-88°0) 16°0, ,

(0T'1-26'0) €0°'T

(1D 9%G6) srewnsy
s|qerreAR NN paisnipy

(10 9%56)
arewns3 paisnlpeun

215'LT=U
8oUaIBYPY

q

(12 %56) (
1D %56)
dH s|qereAnin
paisnipy dH paisnipeun
2IS'LT=u

uonenunuodsIa,

(10 %G6) (
1D %G6)
dH a|qelreAnin
paisnipy dH paisnlpeun
¥68'TZ=U
uoneniu|

¢10e
1102
0T0C
6002 (2002 =po1)
8002 sisoufelq Jo Jesp
anfeA d ajqerien 1210
umouxun
0J18W-UON (feany =a1)
[ETIN] Aeiny swoH
J9pJosiq 8sn aourISaNS
JapJosiq enuswaq
JapJaosig AeIxuy
Japaosig
2110YoAsd pue Jejodig
anfen d ajqelien J1eisno
+€
14 (0=y21)
1 s103e21pU| pareja4-uonduny
(BuiAren sawn yuow-9)
21098
Anpigiowod 19N parsnipy
anfen d ajqerien 1210
+G6
6-G8 (v2-89 =J24)
¥8-GL sisoubelq e 8y
ooy Cuon o)
Jgjeweled

Author Manuscript

Author Manuscript

Author Manuscript

Author Manuscript

Clin Breast Cancer. Author manuscript; available in PMC 2021 June 01.



Page 19

Haskins et al.

*AJuo douaIaype 0} m_pmo__%,qu

‘%7 0} SPU0dse.LI0d T0'0

10 ajewWIIST sai(10e) Buisinu paj|Ixs pue s|endsoy apISINo awil SIY1 JO By JSA0 YL UOITBAISSTO JO SIeaA 810w Jo 8uo yim sjuaned oy ‘(Dad) pa4anod sAep Jo uoniodoud sy Yim painsesiu sousIsypy

q

*3SN SNONUINUOD SIeak aAlL JalJe Palosuso sisAeue uopenuiuoosia,,

"U0ISSaIBa1 X0 Ul Passasse Sem Uoenunuodsiq "asn Adesay) suLIOOpUS JO SJeak aAly WnwixXew e Jo Buriosusd ye Buipnjouod ‘uoneniul Adelayy auoopus Jo Aep ayy ueBag dn-mojjod ,

q'e

*(z x1puaddyy) sjapow pajsnipe ajeedas ui s|ans| asuodsas Juediubis
S,9]qeLIeA UJed WOIY Pajes.d a|qelieA JISIA 79 UOIIEDIPSIA paulquio),, “BIellS 10w 10 € YNM Sa|geLIeA [ea110Ba1ed J0) paye|ndfed anjeA d s|geLieA [[eIaAQ “[eAIslul 90USPHUOD %56 ‘TO0 0>xx ‘SO'0>x dNjeA d

100°0> 000>
(6€T°0 '€2T°0) TET'Q,,  TO0'0> (60T°0 'S60°0) 20T0,,,
(SeT°0 '€TT°0) 6TT0, ,, (901°0 '560'0) 00T 'O, ,,

(v60'0 '¥80°0) 680°0, , (¥80°0 '720'0) 600, ,,

(1200 '€90°0) £90°0, ,, (90'0 '250'0) T90'0, ,,

100°0> 100°0>
(¥60°0 ‘720°0) 280°0, ,, (€0°0 ‘210°0) ¥20°0,

¢co 74

(90'T-18°0) €6°0 (80'T-28°0) ¥6°0

100°0> T00°0>
(zT-1TT) 81T,  (62T-VTT) 12T,

anjen d ajqeLien [esno

(T =$30)

asn Adeaay
8ULIS0PUT JO JesA,

anjen d ajqeLien [1essno

(10 9%56)
arewns3 paisnipeun

(1D 9%G6) srewnsy
s|qerreAR NN paisnipy

215'LT=U
mucm‘_w:c,qg

(12 %56) (
1D %56)
dH s|qereAnin
pasnlpy dH paisnlpeun
2IS'LT=u

uonenunuodsIa,

(10 %G6) (
1D %G6)
dH 8|qereAyniy
paisnipy dH paisnipeun
¥68'TZ=U
uonemu|

Jalswelded

Author Manuscript

Author Manuscript

Author Manuscript

Author Manuscript

Clin Breast Cancer. Author manuscript; available in PMC 2021 June 01.



Page 20

Haskins et al.

*AJuo douaiaype 0} m_gmo__aa<u

‘04T 01 SpU0dsaliod 100

10 91ewWIIST sai[10e) Buisinu paj|1xs pue sjeydsoy apISINo awil S} JO By JSA0 UMM UOITBAISSTO JO SIeaA 810w J0 aUo yym sjuaied 1oy ‘(Dad) pa1anod sAep Jo uoniodoid ayr Ynm painsesiu sousIsypy

q

*8SN SNONUINUOD S1eak BAlY Ja)Je Palosusd sisAeue uonenuiuodsia,,

*asn AdeJay) au1190pua JO S1eak aAly wnwixew e 1o Buliosuad Je Buipnjouod ‘uorreniul Adessyl surLdopus Jo Aep ayy uebaqg dn-mojjo4 ,

q'e
‘(€ x1puaddy) sisoubeip

10 Jeak ‘ssauj|i [ejuaw ‘A3ijeand ‘si0jedlpul pare|al-uonouny ‘9109s AJipigiowod [N Ao1uyle ‘aoel ‘abe ‘abiers Joy parsnipe siapol ‘(g xipuaddyy) sjapow paisnipe aresedss ul sjaAs| asuodsal Juedlyiubis
S,9]qeIJeA Uoed WOJy pajea.d a|qelien JISIA 79 UOIIedIPaJA paulquioD,, "Blelis aIow Jo € YNIM Sa|geLieA [ea1iobaled 1oy pare|ndfed anjeA d a|gelieA [[elanQ “[eAI8ul 80UBPHUOD %56 ‘TO0 0>xx ‘SO'0>x dN[eA d

100°0>

(sT0°0- '¥70°'0-) 6200~

(200~ '870°0-) 9800, ,

(¥00'0- '620°0-) 9T0°0~,
100°0>

(¢20°0°2£0°0) ¥50°0,,

(190°0 '920°0) ¥+0°0,,

100°0>
(0g0°0- '10T'0-) 5900~
(6€0°0~ '860°0-) 6900,
(6000 '150°0-) T20°0-
610
(8L1°0 'T50°0-) €£90°0

(€ST°0 '680°0-) 2€0°0

9000
(05°T-00T) 22T
(rS1-20'T) 82'T,
(0v'1-96'0) 9T'T
100°0>

(19°0-6£°0) 6v°0, ,

(0£/0-57'0) 950, ,

90
(ez'z-€80) 9eT
(8T'2-€6°0) EV'T
(06'T-€2°0) 8T'T
090
(eL'1-€2°0) ¥9°0

(zz'z-120)8L0

100
(26°0-08'0) 88°0,
(¥0'1-68'0) 960
(20°1-06°0) 86°0
100°0>

(r91-e€T) LV T,

(es1-€27) LET,,

200
(6°0-25°0) ££°0,
(9T'1-82°0) 96°0
(62°1-€8°0) ¥0'T
o
(82'1-v9°0) L0°T

(05°'1-05°0) £8°0

+005$
005$ > 05$

0S$>T1$

SUSIA
+279 SPAIN +¥

SHSIA
+2 10 Spa +v

anfen d sjqeLien [essno

(1$ > 0% =104)

150D
UOIIBIIP3IAl 39320d-}0-1N0

anfeA d sjqeLien 1810

(SpaIN ON =Ja1)

91095 USIA

(0v0°0 '000°0) 020°0 (9€T°0 '902°0-) G€0°0- (06°0-95°0) TL'0, (sov-szo)to0t  (IST-BTTVET,, (s8'1-27'0) 88°0 SPaIN €-T 7% UOEIIP3N PauIgLIoD)
G000 950 €00 680 900 G660 anfen d sjqeLien [1esn0o

(220'0 '500°0) ¥10°0, (9v0°0 ‘€T0°0-) 9T0°0 (92T-20T) ¥T'T, (v7'1-69°0) 00'T (90'T-66°0) 00°T (LT'T-18°0) L6'0 +§ (T-0=431)
(900°0 ‘500°0-) T00'0 (T€0°0 ‘8T0°0-) £00°0 (9T'T-00T) 80'T, (L2'1-690) ¥6°0 (00'7-£6'0) 96°0, (9T°7-68'0) 00'T a4 Anxa1dwod 8INoy V-104N
(2620250 LLLO,, (9v8'0'9.5°0) TTL0, , - - - - 1deasal,

(10 %656) (12 %656) (10 %56) (10 %636) (10 %656) (10 %656) Ja1Weey

ayewnsy ayewnsy oljey paezeH oney piaezeH oley piaezeH oney paezeH

. 766=U . 156=U . 6G¢'T=U
195'9T=U 795'9T=U G£9'0z=u
19pJ0siq 2110YdAsd 13pJ0s1q 2110YdAsd 19pJ0siq 2110YdAsd
sisoubelg oN pue sejodig sisoufelg oN pue tejodig sisoubelq oN pue rejodig
mug&mcc,qn co:m:c::oom_om uoneIU|

s1apJosip anoyadAsd pue Jejodig noyum pue yum sdnoabgns Aq ‘aouasaype Adelayl sulioopus Uo S19344e Uswibal uoleaipaw Jolid

Author Manuscript

Author Manuscript

‘€ 9|qeL

Author Manuscript

Author Manuscript

Clin Breast Cancer. Author manuscript; available in PMC 2021 June 01.



Page 21

Haskins et al.

"%T 0} SPU0dse.LI0d 00

10 arewns3 'sanij1oey Buisinu pajixs pue siendsoy apisINo awil SIY} JO JJey J9A0 YIIM UOITRAISSUO JO SJeak a1ow 4o auo yym sjuaired Joy ‘(Dad) paianod sAep jo uoiodoud ayp yym painseaw wocem%,qq

"3SN SNONUIUO SIeak Al Ja)je Palosuad sisAjeue uonenunUOdsIq,
"asn Ade.ay) aul120pud J0 SIeaA aAly wnwixew e Jo BuLiosuad Je Buipnjouod ‘uoireniul Adesayy autidopus Jo Aep ayy uebaq Q:.\so__oun‘m

'sisouBeIp J0 Jeak ‘ssaujl [eusl ‘Aljeins ‘SI0¥eIIpUI Pale|aJ-uonouNy ‘8109s ANPIQIOWoD [DN ‘AldIuye ‘aoel ‘abe ‘abels :sisAjeue Arewiid ul sajqelieA awes 104 paisnipe S|9POIAl "TO0 0>xx ‘SO'0>x SNJBA d

. . . . . . AdeJay] auridopu3 01
(eu) 810°0- (e/u) £00°0- (e1u) 08°0 (er) €870, , (eru) 250, (eru) 870, 10110 AdesaUpoRL 1BANIpY
(s90'0-,,) €900~ (L80°0-,,) 6£0°0-,, (9gT) ¥'T (sT,)eeT, (e2'0,)8L0, (98°0,) 160, +005$
(690°0-,,) 6900-,, (ev00-, ) EV00-,, (ev'1) LS°T, (TeT,)0eT, (96°0) SO'T (960) 00'T 00S$ > 05$ (16 > 0% =Jo1)
. . ‘0— ‘0— . . . . . . . . S1S0D
(Tz00-) T20°0- (teo0-,,) ee00-,, (8TT)€TT Amk i (PO vT'T (860) 20'T 05$ > 1$ UOITEIIPAIA 19500d-10-1NO
. . : _ ) no- _ : ) e : : SUSIA
(£90°0) 590°0 (0900,,) 2900, (#9°0) 09°0 (8v0,,) 60, (20T) 260 (T, )evT,, 4279 SO +b
(ze0°0) 0¥0'0 (6v0°0,,) 250°0,, (82:0)9L0 (9s0,,) 950, (18°0) 520 (9e1,,)€ET,, vz %w_w_%_\,_ v (SPaINl ON =J2J)
. . . . . . . . . . . . 8100S
(se00-) 1€0°0- (re0'0,) 820°0, (to1) 96°0 (tro)eLo, (880) 8.0 (e, )62T,, SPaIN €-T USIA 79 UOIEDIPSIN PauIquiod)
(970°0) 6100 (y10°0,,) ST00,, (0oT) €0'T (erT)erT, (2610) 860 (00'7) 66°0 +5§ (T-0=p01)
(200°0) 800°0 (T00°0) 2000 (v6°0) €6°0 (207) 20T (00'7) 86°0 (96°0,) 96°0, -2 Auxaidwo 81noy v-104IN

(sisAreuy Arewnid)
alewns3
sisAleuy AlIAIISUsS

(sisAreuy Arewiid)
alewns3
sisAleuy AlAIsUsS

(s1sAreuy Arewiad)
oley pJezeH
sisAreuy AlIA1lISUSS

(sisAreuy Arewrid)
oley pJezeH
sisAreuy AlIAILISUSS

(sisAreuy Arewrid)
oney pJezeH
sisAreuy AlIA1lISUSS

(sisAreuy Arewrid)
oney pJezeH
sisAreuy AlIA1lISUSS

8¢6=Uu . 8¢6=u ‘ Gge'T=u .
0¢0LT=u 020 LT=uU ¢ Te=u
JapJosiq 2110YdAsd 13pJosiq 2110YdAsd JapJosiq 2110YdAsd
pue tejodig Hoyo) [Ind pue sejodig Hoyo) (N4 pue sejodig woyoD |Ind
wuc@_m%,qn uonenunuodsIa, uorenIU|

syinsal sisAjeue Arewnid oy patedwod ‘asn Adesayjowsyd
juean(pe Joj yuawisnipe yum syuaied 1aoued 1sealq |11-] aBe1s 01 parlwi| S|9pPOW ajgelIRAINW Ul S193449 uswibal uonealpaw :sisAfeue AIAISUSS

‘¥ al1qeL

Author Manuscript Author Manuscript Author Manuscript Author Manuscript

Clin Breast Cancer. Author manuscript; available in PMC 2021 June 01.



	Abstract
	MicroAbstract:
	Introduction
	Methods
	Study Population
	Measures
	Model Selection

	Results
	Discussion
	Overview:
	Prior Medication Regimen Factors
	Medication Regimen Factors in Patients with Bipolar and Psychotic Disorders
	Sensitivity Analyses
	Other Patient Characteristics
	Study Strengths and Potential Limitations
	Conclusions

	References
	Table 1:
	Table 2:
	Table 3:
	Table 4:

