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SC

Backgroundgrig@studies have reported for several cancer types that treatment in the private sector is

associated oved survival outcomes. Data for patients with locally advanced unresectable

and metast: eatic ductal adenocarcinoma (PDAC) has not previously been reported.

Ny

Methods: Az isgof patients from January 2016 to June 2020 registered to a multi-centre

prospectivaicar latabase. Baseline demographic and clinicopathologic characteristics were

da

compar an-Meier method was used to compare overall survival (OS). Multivariate Cox
and logisti ion analyses were used to determine predictors of mortality and first-line
chemot eatment, respectively.

I

Results: O

vs. 68.9 yeg ﬁ

and more 11

ents, 22.5% received private care. Private patients were older (median 71.5 years

0.05), had better performance status (ECOG 0 to 1: 82.2% vs. 73.5%, p = 0.05)

eside in an area with high socio-economic advantage (67.0% vs. 19.6%, p =

<0.01). Pri nts were more likely to receive first-line chemotherapy (69.7% vs. 54.2%, p =

N

<0.01) v isiilg regression demonstrating private care (OR 1.87, 95% CI 1.20 to 2.97) as an

indepen

9.2 vs.6.9

r of receiving chemotherapy. Private patients had prolonged survival (median OS

!

R 1.2, p=0.05). Receiving first-line chemotherapy was an independent

predictor o , but private care was not.

Al
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Conclusion: Care in the private system is associated with improved overall survival, with higher
uptake of first-line chemotherapy appearing to be the main contributor. Given the discrepancy, further

studies are Ieededr determine what factors are driving this difference.

P

LG | —

° Trhf metastatic and locally unresectable pancreatic cancer in the private health sector

is g@8Sociat@d with improved median overall survival compared to the public sector.

C

o Tr in the private sector is an independent predictor of receiving first-line

ch er@py even after adjusting for baseline demographic variables.
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Introdt!tiE

Pancreatic che eight most commonly diagnosed cancer in Australia but the 3™ leading cause

of cancer—rmth[l]. Despite advances in cancer diagnosis and care, the 5-year survival from
pancreatic al®denocarcinoma (PDAC) is still less than 10% [2]. For the 40% of patients

diagnosed Tnt metastases, the 5-year survival rate is less than 3% [2].

Medicare C Australia’s universal healthcare scheme since 1984 [3]. Through general
revenue a er funds, this national government program provides Australian citizens

with equitdBle%a@ess to healthcare services. For Australian cancer patients treated in public

govern - ospitals, the Medicare scheme ensures access to oncology specialists,
chemother: very, surgery and other cancer-related care at little or no out-of-pocket
costs. , patients may also additionally purchase private health insurance and elect to

receive treatment through the private health sector, which may afford benefits such as
reduced imes and treatment by your physician of choice. However, costs are borne

by patient or through their insurance provider. Prior Australian and international
1V

retrospect dies have observed superior survival outcomes for patients treated in private

hospitals $mpared to public across a number of cancer types such as colorectal, breast and

lung [4 ns for this disparity has continued to be explored but likely encompasses

atient emographic factors as well as clinician and institutional considerations.
p grap

This survival disparity has not been evaluated in patients with pancreatic cancer.
Utilisi rom a multi-centre prospectively maintained pancreatic cancer registry, we
aim to com tients with locally advanced unresectable or metastatic PDAC treated in
Australian public versus private health sector. Additionally, we take into account

This article is protected by copyright. All rights reserved.
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demographic, clinicopathological and treatment factors to discuss potential reasons for any

observed differences.

{

Methods

Data colledtion

serip

This study ata from patients registered to the Pancreatic Cancer: Understanding Routine
Practice anEding Results (PURPLE) registry (ACTRN1261700147437) [9]. The PURPLE
registry is E ly approved prospective database cataloguing patients diagnosed with pancreatic
cancer fromi§32 cancer centres across Australasia. This international pancreatic cancer registry enables
the collecti prehensive data across a spectrum of metropolitan, regional, public and private

care systents. ges of pancreatic are captured, with the entire treatment journey prospectively

tracked from dia;osis.

All patients with locally advanced unresectable or metastatic pancreatic ductal adenocarcinoma
(PDAC), agassessed by the treating physician according to the National Comprehensive Cancer
Network r y guidelines, diagnosed at participating Australian sites from registry registration
(January 2@:% 2020 were included in this analysis [10]. Patients with resectable or borderline

resectable

unresecrre subsequently resected were also excluded.

—

Study desi:riables of interest

The stu

ere excluded. Additionally any patients initially deemed to have locally advanced

11‘@ 1 retrospective cohort design. Patients were stratified according to sector of care
(private versus puBlic). Baseline demographics were selected based on their likelihood to impact

treatment decision making and outcomes, including: age, gender, Eastern Co-Operative Group

This article is protected by copyright. All rights reserved.
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performance status (ECOG) and Charlson Comorbidity Index (CCI). Estimates of socio-economic
status were assessed based on a patient’s residential address based on the Index of Relative
Socioecongic A’antage and Disadvantage (IRSAD) [11]. The IRSAD score arranges Australian

intile, with a low score indicating greater disadvantage and a high score indicating a

Clinicopathological data included the presence of symptoms at diagnosis, the anatomical location of

the pancreatic tumg@ur and stage (locally advanced unresectable vs. metastatic). Treatment data

included th%ype of treatment and receipt of chemotherapy 30 days prior to death.

Outcome
The prima e measure was overall survival (OS), calculated in months as time from diagnosis
of pancrea to death from any cause. Patients alive at time of data extraction were censored at

the date of mcal review.

Statistical ana
Patient s and clinicopathological data were described as frequencies and percentages for

binary and categorical variables. Age was also described with means and standard deviation.
Difference cteristics between patients treated in the public and private sector were examined
with the Cha d test. The characteristics of patients who received chemotherapy as their first-
line treatm@also compared with differences examined with the Chi squared test. The
association receipt of chemotherapy and patient characteristics including treatment in the
private or pablic sector was further evaluated with binomial logistic regression providing odds ratios
and 95% c*ﬁden' interval for each co-variate. The Kaplan-Meier method was used to compare OS.
A Cox proﬂlazards model was used to assess if treatment in private or public sector

influenced median)®S. Two-sided p-values <0.05 were considered statistically significant. All

analyses?fm\ed using R statistical software, version 3.6.3.

Results

This article is protected by copyright. All rights reserved.
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Patient demographics

Of 822 paticagsmith locally advanced unresectable and metastatic PDAC, 185 (22.5%) were treated
in the prin 637 (77.5%) were treated in the public sector. Table 1 presents the

characthante and public patients. Private patients were significantly older (median 71.5
years vs. 60 years, p = <0.01), had better EOCG (0 to 1: 82.2% vs. 73.5%, 2+: 17.3 vs. 25.7%, p =
0.05) and mgre likely to reside in a higher IRSAD quintile (IRSAD 5: 67.0% vs. 19.6%, p = <0.01).

ClinicopatRol@gicdl characteristics

S

There was no di nce in the proportion of patients with locally advanced unresectable or metastatic

disease (pr ”public; locally advanced 33.5% vs. 36.9%, metastatic 66.5% vs. 63.1%, p = 0.45).

¥

Treatment istics

dl

Public patients were more likely to receive best supportive care only (40.0% vs. 25.4%, p = <0.001).
Chemot as the most common first-line treatment and private patients were more likely to

receive thi y (69.7% vs. 54.2%, p =<0.01).

V]

1

Patients refeiving first-line chemotherapy

Table 2 prg§e 1@ demographic and treatment characteristics in patients receiving first-line

chemotherapymR#vate patients who received chemotherapy were older than public patients (median
69.2 years . 65.0 years, p <0.01) but there was no significant difference in gender, ECOG or CCI.
Treatednps ients were likely to reside in a higher IRSAD quintile (IRSAD 5: 67.4% vs. 22.6%,
p <0.01
vs. public: 114.2%, p = 0.06) and combination gemcitabine/nab-paclitaxel (81.7% vs. 65.2%,
p <0.05) WE

13.6%, p=10.0
<0.01) Mggver
patients were also

p = 0.04).

N

ommon first-line chemotherapy regimens were single agent gemcitabine (private

L

elatively small proportion of patients receiving triplet FOLFIRINOX (6.2% vs

ivate patients received more means lines of therapy (1.75 lines vs. 1.43 lines, p =
more likely to receive 3 or more lines of therapy (22.5% vs. 8.7%, p < 0.001). Private
hore likely to receive chemotherapy in the 30 days prior to death (13.2% vs. 6.7%,

This article is protected by copyright. All rights reserved.
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Results Mistic regression are presented in Supplementary Table 1. The logistic regression

demonstraO years (OR 2.71, 95% CI 1.95 to 3.86), being treated in the private sector (OR

1.89, 95% @ B2197) and having an ECOG of 0 to 1 (OR 3.20, 95% CI 2.21 to 4.67) were
indeperfiefpreatetors of receiving first-line chemotherapy.

Survival O

In the overgll population, median OS (mOS) was increased in patients treated in the private sector (9.2

vs. 6.9 mo : 1.2,95% CI 1.02 to 1.48, p=0.05, Figure 1). Patients who received first-line

S

chemotherapy werglassociated with improved median OS but survival was similar between private

and public s 9 vs. 9.1 months; HR 1.1, 95% CI 0.88 to 1.39, p = 0.5, Figure 2). Improved

!

median OS@vas observed for public patients residing in IRSAD quintile 5 compared to less
socioeconomic advantageous quintiles (8.3 vs. 6.6 months; HR 0.78, 95% CI1 0.62 to 0.97, p = 0.02)
s. 6.8 months, HR 0.98, 95% CI 0.66 to 1.48, p = 0.9, Figure 3).

¥

=

Results from the multivariate Cox regression analysis are presented in the supplementary material.
(<70 vs. > 70 years), being treated in private vs. public sector, ECOG, CCIL, IRSAD

S,

score, stag

selected as @

0.441t00.6 ,

Age categ
1 (locally advanced vs. metastatic) and receipt of first-line chemotherapy were
es. The analysis demonstrated that having an ECOG of 0 to 1 (OR 0.53, 95% CI
g locally advanced (OR 0.50, 95% CI 0.42 to 0.59) and receiving first-line
chemother 49, 95% CI 0.40 to 0.58) reduced the risk of death.

Discussim:

To our Knew

tho

oe, this study presents the first comparison of outcomes in private versus public

patients diagnosed®vith locally advanced unresectable or metastatic PDAC. Our major finding is that

This article is protected by copyright. All rights reserved.
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patients in the private sector were more likely to receive chemotherapy, and that this translated into a
modest survival advantage. Our median survival for patients electing supportive treatment only and
for patient*eceiv" g chemotherapy were in line with multiple other reported series, demonstrating a
modest benefitgfor the use of chemotherapy, but without any long term or exceptional responders [12 -

16]. This

efit must therefore be balanced against the side-effects of treatment.

Prior Australian international retrospective studies have also observed superior survival outcomes
for patientsitreatedlin private hospitals compared to public hospitals across a range of other cancers
including coloregtal, breast and lung [4- 8]. Multi-variate analyses carried out by these studies have
consistentlj idéntifled being treated in the private sector as an independent predictor of reduced
mortality eﬁ adjusting for baseline demographic variables [4, 5, 8]. Suggested reasons for this
difference have ingluded the potential undertreatment of public patients amongst other factors.
Undertreatment many include fewer patients proceeding to surgery, being less likely to receive

chemothergpy or being less likely to receive combination chemotherapy including the use of biologics

[4,5,8]. Inours , even after adjusting for age, functional status and co-morbidities, treatment in
the private[§ec s an independent predictor of receiving first-line chemotherapy. It is unclear
whether thisTs to patient factors or clinician preference but we consider potential reasons in later

discuss:

We also noted that patients receiving chemotherapy were treated more intensively in the private sector
(more line otherapy, more likely to receive chemotherapy in the 30 days prior to their death)

yet this motg gssive approach did not result in any significant survival benefit compared to public

patients w yed less lines of chemotherapy. Whilst there is limited evidence from randomised
trials to sup equent lines of chemotherapy following progression, the reported survival

benefits ardgnodest and optimal treatment post-FOLFIRINOX is unknown [17 — 20]. This suggests
that most ﬁthe ch'notherapy benefit from treatment occurs in first line, and better patient selection

for subsequent treatment and novel approaches are needed. Notably, only 1.1% of patients in either

sector were treate;n clinical trials.

<
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The noted differences in treatment patterns between private and public patients could have multiple

drivers. These factors, broadly categorised as patient, clinician and institutional, will be discussed in

turn. I '

Q.

Patient‘a(imii

L

The highe@n of private patients residing in an IRSAD quintile of 5 likely reflects

socioeconomic disparities between the patient populations. Although our study is the first to directly

compare p tofpublic patients, previous studies primarily conducted in the United States have

noted disp ancreatic cancer outcomes based on socio-demographic factors such as ethnicity,

insurance status an@l socioeconomic factors [21 — 26]. Patients with lower socio-economic status were

more likely t t with later staged disease, less likely to receive treatment such as surgery or

chemothergpy and ultimately, have poorer reported survival outcomes. Possessing private insurance is

therefore likely reflective of a higher socio-economic status and this in turn influences treatment

decision a  outcomes. Reasons for this discrepancy could be different levels of health
literacy, issue health care access, and differing experiences of financial toxicity as a result of
cancer 1s and treatment. Lower socio-economic status is also associated with mortality risk
factors such ing, alcohol use and cardiovascular comorbidities, although co-morbidities as
measur ere well matched in our study [27]. Although our study demonstrated that

residency in areas with greatest socioeconomic advantage was associated with improved survival
amongst pubki ients but not private, IRSAD quintile was not independently associated with receipt

of chemothg mortality, suggesting that socioeconomic status alone does not explain the

ds to the issue of potential overtreatment, it is conceivable that private patients

seeking behaviour and the financial capacity and level of social support to

Clinician factors i

As clinician rivate sector are renumerated for patients receiving treatment, there is a

conceivable financial incentive for a clinician to recommend intravenous treatment. Previous data

This article is protected by copyright. All rights reserved.
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from patients with metastatic colorectal cancer also does not support an undue impact of financial
incentives on care delivered [4]. In our study, a significantly lower proportion of private patients
received FiLFIR}'OX, reflecting a hesitancy to expose an older and feasibly more frail population
to triplet chemegherapy, although ECOG and co-morbidities index were well matched to public

therapy as although evidence supports the use of subsequent fluorouracil-based chemotherapy
| i

following g@mcitabine-containing treatment, the optimal treatment following FOLFIRINOX is

ent lines.

Institutional fact;s

Differences may exist between public and private institutions in regards to time from referral to first

futility in subse

oncologist flev elays in accessing imaging and access to other specialists as well as time to

initiating therfapy. 1he PURPLE registry does not measure such metrics so we cannot present any data

that dir monstrates any deficits. Given the body of work that consistently reports survival
difference b rivate and public patients, questions of access to and issues with navigation of
the heal are important areas of research.

—

There are sgyéFa itations of this study. First, this is a retrospective study and so the possibility of

unmeasure ding factors existing between private and public patients needs to be

acknowled have adjusted for identified confounding factors such as age, performance status,
CCland I D score in our logistic regression and multivariate Cox regression analysis. Second, the
majority o*atient'came from large metropolitan centres. This may influence the results as there is

known dis in outcomes between metropolitan and regional sites. Third, resectability was

determined and red@rded in the PURPLE registry by the treating physician. Whether the patients were
discussed in multi-disciplinary meetings is unknown however, we excluded patients that received

neoadj tment or had successful resection so the likelihood of including potentially resectable
patients is h, some patients may have transitioned between private and public care, resulting

in misclassification. Possible reasons for this could be access to trials or patient choice. Finally,
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despite utilising data from a prospectively maintained database, there was still missing data. Most

significantly was the significant number of private patients whose referral to palliative care status was

unknown. Fe exc 'ded this as a variable in our analysis.

O

Conclusa')n
-

We report @t comparison of survival outcomes between patients with locally advanced
unresectable anddmetastatic pancreatic cancer treated in the private and public sector based on data
from a mulfi-c@htrgiprospectively maintained database. Private patients had improved survival driven
principally igher uptake of chemotherapy treatment in comparison to public patients. Given
that first-line chem@therapy treatment is associated with improved survival in unresectable and

metastatic pa ic cancer, further efforts should be made to explore and improve chemotherapy
treatment utake amongst public patients.
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Table 1 Pagi ographics, clinicopathological and treatment characteristics

u

Private

(n = 185)

A

Public p-test

(n=637)
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Pancreatic cancer in private vs. public

Age (mean (SD)) 71.5 (10.8) 68.9 (11.6) <0.01
Gender (%) 0.76
TH 94 (50.8) 323 (50.7)
F Q 91 (49.2) 311 (48.8)
Missingudatamms 0(0.0) 3(0.5)
ECOG (%)L 0.05
0tol O 152 (82.2) 468 (73.5)

2+ 32 (17.3) 164 (25.7)
Missinga ; 1(0.5) 5(0.8)

Charlson co morblilty index 0.253
(%)

0tol ! 22 (11.8) 86 (13.5)

2t0 4 118 (63.1) 351 (55.0)
5t07 E E; 40 (21.4) 161 (25.2)

8 to 42.0) 32 (5.0)
>10 2(1.1) 3(0.5)

Missing data 1(0.5) 5(0.8)
IRSAD qu&ile :%: <0.01
1to4 50 (27.0) 467 (73.3)
5 (greaﬁQﬁage) 124 (67.0) 125 (19.6)
W 11(5.9) 45(7.1)
Symptoms It dia@sis (%) 158 (85.4) 569 (89.3) 0.26
Stage (%) 0.45
Local 62 (33.5) 235 (36.9)
Met, 123 (66.5) 402 (63.1)
Primary tumou (%) <0.01
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Pancreatic cancer in private vs. public

Head 79 (42.7) 370 (58.1)
Body 42 (22.7) 114 (17.9)
WH 35 (18.9) 119 (18.7)
Whole 3(1.6) 4(0.6)
Missin gudatamms 26 (14.1) 30 (4.7)
Received ‘thrtive care 47 (25.4) 259 (40.0) <0.01
only (%)
Initial treatuo)
Chemofbedipy. 129 (69.7) 345 (54.2)
Chemo 3(1.6) 10 ( 1.6)
Palliati:y 0(0.0) 6(0.9)
w 3(1.6) 1(0.2)
Trial 2(1.1) 7(1.1)
Data mi§si 1(0.5) 9(1.4)

V&

Table 2 Demographic and treatment characteristics in patients receiving first line

chemothe!py

Stratified by Public/Private - Chemotherapy

O Private Public p-value
(n=129) (n = 345)
m& 69.07 (9.7) 65.58 (10.1) <0.01
Gender (% 0.39
M 61 (47.3) 181 (52.5)
F 68 (52.7) 162 (47.0)
Tiss{ 0(0.0) 2(0.6)
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Pancreatic cancer in private vs. public

ECOG (%) 0.07
0-1 118 (91.5) 288 (83.5)
ﬁ“ 11(8.5) 53 (15.4)
Missin 0 4(1.2)
Charlsom cesmenbidity index(%) 0.557
0-1 L 18 (13.7) 56 (16.8)
2t0 4 O 93 (7.1) 219 (63.5)
5t07 17 (13.0) 52 (15.1)
mw 2(1.5) 10 (2.9)
>10 1 (0.8) 2(0.6)
Missing 0 (0.0) 4(1.2)
IRSAD qum <0.01
m 35 (27.1) 248 (71.9)
5 (greatest advVantage) 87 (67.4) 78 (22.6)
Mis§ 7(5.4) 19 (5.5)

Stage ( 0.40
Local unresectable 40 (31.0) 117 (33.9)
Metastati; 89 (69.0) 228 (66.1)

First-line capy regimen

Single 10 (7.8) 52 (15.1) <0.01
Douc 108 (83.7) 235 (68.1)
W 8(6.2) 47 (13.6)
W 3(2.3) 11(3.2)
ing 1.75 (1.1) 1.43 (0.7) <0.01
<0.01
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Pancreatic cancer in private vs. public

1to?2 100 (77.5) 315(91.3)

3+ 29 (22.5) 30 (8.7)
Chemothe*y fess than 30 days 17 (13.2) 23 (6.7) 0.04
prior to deg “

USCI|

Predictor Univariable analysis Multivariable analysis
OR (95% CI) OR (95% CI)
Age <70 years 2.87 (2.14 t0 3.87) 2.71 (1.91 to 3.86)

Treatment in privite sector

fl

2.10 (1.48 to 3.03)

1.89 (1.22 t0 2.97)

ECOGOto1

4.23 (3.08 to 6.11)

3.20 (2.21 to 4.67)

M
(o)
=
]
—

Charlson Comorbugit

2.28 (1.46 0 3.71)

1.25 (0.73 to 2.19)

Index of Rela
Advantage and Advan

of 5 (most
advantageous

1.69 (1.23 to 2.34)

1.39 (0.95 to 2.05)

Locally unresectable primary

0.73 (0.55 to 0.87)

0.72 (0.52 to 1.00)

Intercept = 0.37; re

a patient with: age over 70 years, treated in the public sector, ECOG 2+, Charlson

Comorbidity Index 2+fsiding in IRSAD 1 to 4 quintile and diagnosed with distant metastases

:

Predictor

{

Univariable analysis

HR (95% CI)

Multivariable analysis

HR (95% CI)

U

Age <70 years

0.69 (0.59 to 0.80)

0.86 (0.71 to 1.03)

Treatment in priv

0.81 (0.67 to 0.98)

1.00 (0.80 to 1.25)

ECOG (0 to 1)

0.46 (0.38 to 0.55)

0.53 (0.44 t0 0.65)
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Pancreatic cancer in private vs. public

Charlson Comorbidity Index (0 to 1)

0.73 (0.58 t0 0.92)

0.92 (0.71 to 1.19)

Index of Relative Socioeconomic 0.78 (0.66 to 0.93) 0.84 (0.69 to 1.02)
vty Ay o3 (o
Locally unresecta@ 0.58 (0.49 to 0.69) 0.50 (0.42 t0 0.59)
Received first¥in S EREMStherapy 0.49 (0.42 to 0.58) 0.48 (0.40 to 0.58)
-
w Private Public p-test
(n = 185) (n = 637)
Age (mean ;SD;; s 71.5(10.8) 68.9 (11.6) <0.01
Gender (% 0.76
M C 94 (50.8) 323 (50.7)
F—m 91 (49.2) 311 (48.8)
Missi 0 (0.0) 3(0.5)
ECOG ("/;)S 0.05
0to 152 (82.2) 468 (73.5)
2+ 32 (17.3) 164 (25.7)
1(05) 5(08)
Charlson city index 0.253
(%)
Oto 1 s 22 (11.8) 86 (13.5)
2tow 118 (63.1) 351 (55.0)
j: 40 (21.4) 161 (25.2)
8to 10 4(2.1) 32(5.0)
>1o< 2(1.1) 3(0.5)
Missing data 1(0.5) 5(0.8)
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Pancreatic cancer in private vs. public

IRSAD quintile (%) <0.01

1to4 50 (27.0) 467 (73.3)
Wtage) 124 (67.0) 125 (19.6)

Missin 11(5.9) 45(17.1)

Symptoms atsdiagnosis (%) 158 (85.4) 569 (89.3) 0.26
Stage (%) L 0.45

Local O 62 (33.5) 235 (36.9)

Metastati 123 (66.5) 402 (63.1)
Warytum (%) <0.01
ﬁ 79 (42.7) 370 (58.1)

Body 42 (22.7) 114 (17.9)

Tail C 35(18.9) 119 (18.7)

Whole @res 3(1.6) 4(0.6)

ﬁ (

Missing at 26 (14.1) 30(4.7)
Receive§rﬁve care 47 (25.4) 259 (40.0) <0.01
only (%)

Initial treatment (%)

Chemosraﬁz 129 (69.7) 345 (54.2)

Chemo 3(1.6) 10 ( 1.6)

Palliati\Q 0(0.0) 6(0.9)
W 3(1.6) 1(0.2)

Trial I ) 2(L1) 7(1.1)

Data m 1(0.5) 9(1.4)

U

A

Stratified by Public/Private - Chemotherapy
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Pancreatic cancer in private vs. public

Private Public p-value
(n=129) (n=345)
m 69.07 (9.7) 65.58 (10.1) | <0.01

Gender (%Q 0.39

M = e 61 (47.3) 181 (52.5)

F L 68 (52.7) 162 (47.0)

0(0.0) 2(0.6)

ECOG (%) 0.07
Tw 118 (91.5) 288 (83.5)
Tj 11 (8.5) 53 (15.4)

Missing 0 4(1.2)

Charlson cﬁity index(%) 0.557

0-1 18 (13.7) 56 (16.8)

2t0 4 93 (7.1) 219 (63.5)

5t07 E 17 (13.0) 52(15.1)

8 to 2(1.5) 10 (2.9)

>10 1(0.8) 2(0.6)

Missingh 0(0.0) 4(1.2)

IRSAD qu @ <0.01

1to 4 35 (27.1) 248 (71.9)

5 (g&tage) 87 (67.4) 78 (22.6)
W 7(5.4) 19 (5.5)
W: 0.40

40 (31.0) 117 (33.9)
89 (69.0) 228 (66.1)
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Pancreatic cancer in private vs. public

First-line chemotherapy regimen

prior to de

Single 10 (7.8) 52(15.1) <0.01
W 108 (83.7) 235 (68.1)

Triplet Q 8(6.2) 47 (13.6)

Missin cadatammms 3(2.3) 11(3.2)
Mean no. (h)ean SD) 1.75 (1.1) 1.43 (0.7) <0.01
No. of line@ <0.01

1to2 100 (77.5) 315 (91.3)
Tw 29 (22.5) 30 (8.7)
@hm 30 days 17 (13.2) 23 (6.7) 0.04

Author Man
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