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CONCLUSIONS
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O This study uses cancer incidence and survival data from the US SEER population-based cancer O For subjects without an observed death, we extrapolated the likely cause of death in one of two ways, 2) if all stage IV cancers were equally distributed among stages |, I, and Il Figure S1. Schematic of extrapolation of causes of death for subjects without observed death during study follow-up. A) Original data with observed vital status at the end of follow-up, Disclosures
registries for 17 geographic regions, including adults diagnosed with a first incident cancer at ages thereby generating an analytic cohort that was followed completely until death by observation or by - including subjects lost to follow-up. B) Imputation of causes of death for subjects lost to follow-up, based on the appropriate distribution of causes of death in each year after diagnosis. o L -
50-84 years in 2006-2010, followed for mortality through December 31, 2019:® causes of death were extrapolation \;\éerocsaslztljllitaes;ehre’;ig:lues separaielyfor each index cancer type. and then summed them C]Z Observe?(;jisttr;]b_utit%n Iof cie;uses of de?tfh Itlay follow-up year after diagnosis. D) Extrapolation of future causes of death for subjects alive at the end of follow-up, based on the distribution All financial relationships disclosed at abstract submission.
o o . . . - : : : of causes of death in the last four years of follow-up.
classified by _SEER bgsed on death certificates | - | For subjects lost to follow-up in any given year a'fter their index cancer c_jlagnoss, we_lmputed the O This study is limited by the finite follow-up period, precluding observation of causes of death for a _ _ 4 P _ _ _
These diagnosis years were selected to enable uniform classification of cancer stage according cause of death based on the observed distribution of causes of death in that year (Figure S1) large proportion of patients A. Cumulative Proportion of Events B. Proportion of Events: Lost Imputed C. Death Ratio by Year D. Cause of Death Extrapolated for Alive ACknowledgements
to the 6th edition of the American Joint Committee on Cancer (AJCC) staging manual,® and to For subjects who were alive at the end of study follow-up, we extrapolated the cause of death Although we compensated for changes in cause of death over time by using the last years of the :--...lll :--...lll !!....lll This stucy was funded by GRAIL, LLC. Randall Janaiio (GRAIL, LLC) assisted with
allow for at least 9 years (up to 13 years and 11 months) of follow-up after cancer diagnosis based on the observed distribution of causes of death in the most recent four years of observed follow-up period, simple extrapolation may overestimate deaths due to index cancers, since the @ = Status osterde{/elo ment Ediiorial an,d ra’ Hics AsSiStance Was r,ovided by Hasher
Cases were grouped by primary anatomic site using ICD-0-3 topography codes and by AJCC data (Figure S1) risk of non-cancer death increases with each year of age, whereas index cancers may reach a S 0.75 S| | = Alive E/le”esh (GRAlpL LLC') and Krist Wh?tﬁsld (PosterDocs Oaklgnd ~ UgA) and
stage at diagnosis This extrapolation is supported by the plateauing in risk of index cancer death after residual constant risk of death® _ ‘g | - B :‘nodséx funded byGRAIL, LLC. | o
We separately classified breast cancer as HR-positive, HR-negative, or HR-unknown based on approximately 10 years of follow-up, generally equating to statistical “cure”1° O By restricting this analysis to cases diagnosed between 2006 and 2010, we enabled uniform £ 0.50 B Non-Index Cancer . N SAR
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estrogen receptor and progesterone receptor status using SEER Extent of Disease data, and O To estimate the change in the distribution of causes of death that could arise from earlier stage at classincation of cancer stage according to a singie staging system, and we also reduced the | g W Non-Cancer poster presentation, please contact e q-
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