
Poster Print Size:
This poster template is 18” high by 36” 
wide . It can be used to print any poster 
with a 1:2 aspect ratio including 30x60, 
36x72, 42x84, and 48x96. 

Placeholders:
The various elements included in this 
poster are ones we often see in 
medical, research, and scientific 
posters. Feel free to edit, move,  add, 
and delete items, or change the layout 
to suit your needs. Always check with 
your conference organizer for specific 
requirements.

Image Quality:
You can place digital photos or logo art 
in your poster file by selecting the 
Insert, Picture command, or by using 
standard copy & paste. For best results, 
all graphic elements should be at least 
150-200 pixels per inch in their final 
printed size. For instance, a 1600 x 1200 
pixel photo will usually look fine up to 
8“-10” wide on your printed poster.

To preview the print quality of images, 
select a magnification of 100% when 
previewing your poster. This will give 
you a good idea of what it will look like 
in print. If you are laying out a large 
poster and using half-scale dimensions, 
be sure to preview your graphics at 
200% to see them at their final printed 
size.

Please note that graphics from websites 
(such as the logo on your hospital's or 
university's home page) will only be 
72dpi and not suitable for printing.

[This sidebar area does not print.]

https://www.genigraphics.com/fileprephttps://www.genigraphics.com/fileprep

Need More Tips?
https://www.genigraphics.com/fileprep

Change Color Theme:
This template is designed to use the 
built-in color themes in the newer 
versions of PowerPoint.

To change the color theme, select the 
Design tab, then select the Colors 
drop-down list.

The default color theme for this 
template is “Office”, so you can always 
return to that after trying some of the 
alternatives.

Printing Your Poster:
Once your poster file is ready, visit 
www.genigraphics.com to order a 
high-quality, affordable poster print. 
Every order receives a free design 
review and we can deliver as fast as 
next business day within the US and 
Canada. 

Genigraphics® has been producing 
output from PowerPoint® longer than 
anyone in the industry; dating back to 
when we helped Microsoft® design 
the PowerPoint® software. 

US and Canada:  1-800-790-4001
Email: info@genigraphics.com

[This sidebar area does not print.]

A Real-World Study on the Current Status of First-Line Treatment and Clinical Outcomes in Patients with 
Advanced Triple-Negative Breast Cancer (aTNBC) in Western China

Ting Luo1, Chunying Zhuang1, Yuting Song1, Huaiyu Chen1, Ping He1, Dan Zheng1, Xi Yan1, Xiaorong Zhong1, Tinglun Tian1, Bing Wei2, Yuxin Xie1, Jie Chen1, Qing Lv1

1 Institute of Breast Health Medicine, Breast Center, Department of Medical Oncology, Cancer Center, West China Hospital, Sichuan University, China, Chengdu, CHINA, 2 Department of pathology, West China Hospital, Sichuan University, China, Chengdu, CHINA.

Contact

Background

• This retrospective study enrolled aTNBC patients 
initiating first-line therapy (2018–2023) in West China 
Hospital. Demographic, pathological characteristics, 
treatment regimen, overall survival (OS) , progression-
free survival (PFS), and time to next treatment or death 
(TTNTD) were analyzed. Kaplan-Meier methods 
estimated OS, PFS, and TTNTD, while Cox regression 
models assessed associations with multifactorial tumor 
features. Descriptive statistics summarized treatment 
adoption and patient characteristics. 

Biomarkers and 1L Treatment Utilization

Conclusions

• Triple-negative breast cancer (TNBC) is characterized by 
limited treatment options and poor prognosis, with 
chemotherapy serving as the primary treatment 
approach.

• Immunotherapy and targeted therapy have become 
critical strategies for improving prognosis in patients 
with TNBC, but real-world adoption remains unclear. 
This study aimed to characterize first-line (1L) treatment 
and clinical outcomes in patients with advanced TNBC 
(aTNBC) in Western China.

Results

• In Western China, 1L treatment for advanced triple-
negative breast cancer (aTNBC) predominantly relies on 
chemotherapy. Platinum-based regimens, in particular, 
have demonstrated efficacy in 1L therapy. Novel therapies, 
as new treatment options will help improve outcomes for 
1L aTNBC patients. Future efforts to expand access to 
these novel therapies in Western China are clinically 
imperative to address current care disparities. 

Method

Figure1. First-Line Treatment of aTNBC (Top 3 Drugs)

Figure2. Top 8 First-Line Regimens for Advanced aTNBC

Results

Results Results

• A total of 238 patients with aTNBC (median age, 51 
years; range, 22–80) were included. (Table 1) During a 
median follow-up of 23.4 months (IQR, 12.4 - 39.9), 159 
(66.81%) patients died, with a median OS of 29.6 
months (95% CI, 22.4-35.2), median PFS of 8.0 months 
(95% CI, 6.8-10.6), and median TTNTD of 8.6 months 
(95% CI, 7.2-11.1). 179/238 (75.21%) proceeded to the 
second line, and 123/179 (68.72%) to the third line.

Disclosures: This study was sponsored by Gilead Sciences,Inc. No other conflicts of interest to disclose.
Corresponding authors: Prof. Ting Luo, tina624@163.com

Characteristics
group(n=238, 

%)

Age (median[range]), 
years

<40 34 (14.28%)

40-65 183 (76.90%)

>65 21 (8.82%)

BMI

< 18.5 7 (2.94%)

18.5 - 24.9 158 (66.39%)

25.0 - 29.9 52 (21.85%)

>30 7 (2.94%)

Unknown 14 (5.88%)

HER2 status

IHC 0 143 (60.09%)

IHC 1+ 69 (28.99%)

IHC 2+/FISH- 26 (10.92%)

Metastatic breast cancer

de novo 41 (17.23%)

recurrent 197 (82.77%)

Locoregional Recurrence

no 111 (46.64%)

yes 127 (53.36%)

Sites of locoregional 
recurrence

primary breast 16 (6.72%)

ipsilateral chest 54 (22.69%)

regional lymph nodes 68 (28.57%)

Characteristics
group(n=238, 

%)

Distant metastasis

no 77 (32.35%)

yes 161 (67.65%)

Sites of distant 
metastasis

bone 41 (17.23%)

brain 11 (4.62%)

liver 31 (13.03%)

lung 72 (30.25%)

lymph node 43 (18.07%)

other sites 23 (9.66%)

TFI (month)

TFI = 0 41 (17.23%)

0 < TFI ≤ 6 26 (10.92%)

6 < TFI ≤ 12 38 (15.97%)

TFI ＞ 12 92 (38.66%)

Germline BRCA1/2 
Status

wild 52 (21.85%)

mutant 18 (7.56%)

unknown 168 (70.59%)

PD-(L)1

CPS<1 25 (10.51%)

1≤CPS＜10 9 (3.78%)

CPS≥10 15 (6.30%)

Unknown 189 (79.41%)

Table 1. Baseline characteristics of aTNBC Key Prognostic Factors
• A treatment-free interval (TFI) > 12 months correlated 

with significantly longer OS (p<0.0001; 44.0 vs. 19.2 
months), PFS (p<0.0001; 14.5 vs. 6.2months), and TTNTD 
(p<0.0001; 16.5 vs. 6.3 months), whereas developing 
distant metastasis was associated with significantly 
shorter OS (p=0.014; 26.6 vs.40.0 months), PFS (p=0.001; 
7.2 vs. 11.2 months), and TTNTD (p=0.001; 7.4 vs. 13.9 
months). PD-L1 expression of ≥1% predicted longer PFS 

(p=0.014; 11.8 vs.6.8 months) and longer TTNTD (p=0.024; 
12.7 vs. 7.0 months).

• PD-L1 testing (22C3) in 20.6% (49/238) of patients showed 

a 49.0% positivity rate (24/49, CPS ≥1), yet only 6 received 
1L ICIs. Pathogenic gBRCA1/2 mutations were identified in 
25.7% (18/70) of those tested. 4 received ADC drugs.

Impact of Recurrence/Metastasis Site
•  For 161 patients with distant metastasis, liver and lung 

metastases were independent risk factors for shorter OS, 
PFS, and TTNTD (all p<0.05).

Treatment patterns
• The drug most commonly used in the 1L are taxanes, 

platinum, and antimetabolites. (Figure 1) The top 8 first-
line regimens for aTNBC are shown in Figure 2.

• In 197 patients with recurrent breast cancer, first-line 
platinum significantly improved PFS (median, 10.5 vs. 6.8 
months; p=0.029) and TTNTD (median, 10.6 vs. 7.0 
months; p=0.034) but not OS. Conversely, among 41 
patients with de novo breast cancer, platinum-based 

therapy significantly improved OS (median, 27.8 vs. 16.8 
months; p=0.007), PFS (median, 10.9 vs. 4.4 months; 
p=0.002), and TTNTD (median, 10.9 vs. 4.4 months; 

p=0.001).
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