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Methods

Figure 3. Associations between race and recurrence among TNBCs. A) Among TNBCs, risk of recurrence 
was similar among Black vs Non-Black women. B) BL1/2 and LAR subtypes have the highest recurrence 
risk.

• Black women experience higher risk of breast cancer (BC) recurrence than non-Black 
women. Contributors include:

• Higher incidence of proliferative IHC subtypes such as triple negative [TNBC] and ER-
/HER2+ BC

• Disparities in healthcare access and treatment among Black vs non-Black women
• Biologic heterogeneity exists within ER- clinical breast cancer subtypes 

• 6 TNBC molecular subtypes: Basal-like 1/2 (BL1/2), Luminal/Androgen Receptor 
(LAR), Immunomodulatory (IMM), Mesenchymal and Mesenchymal Stem Cell-like

• Among ER-s, we aimed to: 
• 1) Understand biologic heterogeneity and treatment patterns by race
• 2) Evaluate the impact of biologic heterogeneity and treatment on outcomes

Results
Figure 1. Biologic heterogeneity in TNBC reflects proliferation and immune infiltration. A) We 
identified three molecular subtypes of TNBC mirroring previous classifications: 
“Immunogenic” with high Adaptive expression, “Luminal/Androgen Receptor (LAR)” with 
higher ESR1 expression, and “Basal-like 1/2” with high proliferation. B) Black and younger 
participants had significantly fewer LAR and Immunogenic tumors (vs. BL1/2).

Conclusions
• Results support previous TNBC classification schema even with smaller RNA panels. Black patients 

are more likely to have proliferative Basal-like 1/2 subtypes than non-Black patients
• We observed no differences in recurrence by race among TNBC. Black women showed differences 

in TNBC subtype prevalence and temporal order of surgery vs. chemotherapy, as well as ~1 week 
longer times to first treatment. 

• Black ER-/HER2+ patients experienced higher rates of recurrence. We did not observe differences 
in trastuzumab receipt by race.

• Results highlight persistent disparities in outcomes among ER-/HER2+ disease and underscore the 
centrality of immunogenicity as a prognostic feature in TNBC.
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Figure 4. Associations between race and recurrence among ER-/HER2+s. A) Among ER-/HER2+s, 
Black women had higher risk of recurrence than non-Black women. B) Prevalence of trastuzumab 
receipt was similar by race. Black women had nonsignificantly longer time to receipt.
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A. Three TNBC Subtypes Identified in CBCS B. TNBC Subtypes Associate with 
Demographic and Molecular Features

Figure 2. Differences in treatment patterns and timing by race among TNBCs. A) Black TNBC 
participants were more likely than non-Black participants to receive neoadjuvant 
chemotherapy (vs. adjuvant; RFD = 10%, 95% CI = 2%, 18%). There was no difference in the 
prevalence of receiving no chemotherapy by race. B) Among those receiving either adjuvant or 
neoadjuvant chemotherapy, Black women had longer times between diagnosis and first 
treatment (Difference in median time to treatment of 6 days for both groups).
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A. Chemotherapy Sequence by Race B. Time to Treatment by Race and Chemo Sequence

A. Race and Recurrence Among TNBCs. B. Molecular Subtype and Recurrence Among TNBCs.

A. Race and Recurrence Among ER-/HER2+s. B. Race and Treatment Among ER-/HER2+s.*All analyses use the Carolina Breast Cancer Study (CBCS), Phases I-III
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