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LIMITATIONS CONCLUSIONS

This cross-sectional study utilized privately-insured commercial claims data and
results may not be generalizable. We inferred community-level characteristics based
on county-level data. Clinical data sources (e.g., biomarker, hormone receptor
status) may further explain observed variation in TtS for BCS and mastectomy.

This study shows TtS for both BCS and MAST is Increasing over time. Increased TtS is observed In the
Northeast. Women who were older and with in-situ diagnoses had significantly shorter TtS. Longer TtS
persisted in urban areas and for patients with 4+ year college degrees. Factors affecting TtS should help inform
policy and clinical practice efforts critical for optimizing quality care for patients with ESBCa.



