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at baseline. P values indicate the statistical significance of bivariate differences in the distributions of variables of interest between patients who did and did not receive systemic therapy.
Categorical variables were tested using a x? test. Contfinuous variables were tested using the Wilcoxon-Mann-Whitney test. This is a nonparametric analogue to the 2-tailed

t test and appropriate when handling continuous skewed distributions and interval data.

diagnosis at baseline.
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