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Simple Summary: We aimed to develop a Bayesian Network model to predict treatment outcomes
and quality of life. Conditional probabilities and disability weights for radiotherapy-related benefit
and risk were collected from nationwide expert survey. Overall disease burden (ODB) was defined
as sum of conditional probabilities multiplied by disability weights. A Bayesian network model to
predict ODB for (y)pN1 breast cancer was constructed. This model evaluated ongoing prospective
trials for (y)pN1 breast cancer such as the Alliance A011202, PORT-N1, RAPCHEM, and RT-CHARM
trials, validating reported results and assumptions.

Abstract: Background: We aimed to construct an expert knowledge-based Bayesian network (BN)
model for assessing the overall disease burden (ODB) in (y)pN1 breast cancer patients and compare
ODB across arms of ongoing trials. Methods: Utilizing institutional data and expert surveys, we
developed a BN model for (y)pN1 breast cancer. Expert-derived probabilities and disability weights
for radiotherapy-related benefit (e.g., 7-year disease-free survival [DFS]) and toxicities were integrated
into the model. ODB was defined as the sum of disability weights multiplied by probabilities. In
silico predictions were conducted for Alliance A011202, PORT-N1, RAPCHEM, and RT-CHARM
trials, comparing ODB, 7-year DFS, and side effects. Results: In the Alliance A011202 trial, 7-year DFS
was 80.1% in both arms. Axillary lymph node dissection led to higher clinical lymphedema and ODB
compared to sentinel lymph node biopsy with full regional nodal irradiation (RNI). In the PORT-N1
trial, the control arm (whole-breast irradiation [WBI] with RNI or post-mastectomy radiotherapy
[PMRT]) had an ODB of 0.254, while the experimental arm (WBI alone or no PMRT) had an ODB of
0.255. In the RAPCHEM trial, the radiotherapy field did not impact the 7-year DFS in ypNI1 patients.
However, there was a mild ODB increase with a larger irradiation field. In the RT-CHARM trial, we
identified factors associated with the major complication rate, which ranged from 18.3% to 22.1%.
Conclusions: The expert knowledge-based BN model predicted ongoing trial outcomes, validating
reported results and assumptions. In addition, the model demonstrated the ODB in different arms,
with an emphasis on quality of life.

Keywords: Bayesian network; disease burden; disability weights; breast cancer; radiotherapy;
de-escalation; in silico

1. Introduction

The standard treatment for breast cancer is either breast-conserving surgery (BCS)
followed by radiotherapy (RT) or mastectomy with or without RT [1,2]. The debate over
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adding regional nodal irradiation (RNI) for (y)pN1 disease persists due to variations in
RNI extent across randomized trials and not all patients having pN1 disease. The rising
use of neoadjuvant chemotherapy (NAC) [3] further complicates decisions, with a lack of
randomized trials specifically addressing RNI addition for ypN1 disease. Controversies
around pN1 disease in post-mastectomy radiotherapy (PMRT) echo those in BCS. While a
meta-analysis by the Early Breast Cancer Trialists” Collaborative Group suggested PMRT
benefits in pN1 disease, these findings are based on trials from the 1980s, potentially
differing from contemporary practices [4]. Hypofractionation poses concerns, particularly
with limited information on hypofractionated PMRT amid an increasing trend of breast
reconstruction after mastectomy [5,6].

Ongoing prospective trials aim to address radiotherapy-related issues in (y)pN1 breast
cancer patients. In the Alliance A011202 trial (NCT01901094), patients with ypN1 breast can-
cer following positive sentinel lymph node biopsy (SLNBXx) results are divided into groups
undergoing axillary lymph node dissection (ALND) followed by chest wall (CW)/breast
RT with RNI excluding the dissected axilla, and those undergoing full RNI with no fur-
ther surgery. The PORT-NT1 trial [7], a randomized phase 3 trial, randomizes pN1 disease
patients who received either BCS or mastectomy to the control arm (received PMRT or
whole-breast irradiation (WBI) with RNI), and the experimental arm (no PMRT or WBI
alone). The prospective RAPCHEM trial [8] stratifies clinical N1 breast cancer patients into
three risk groups based on pathologic nodal status after NAC. Different RT field strategies
are employed for each risk group. The ongoing RI-CHARM trial (NCT03414970) aims
to address the non-inferiority of reconstruction complication rates at 24 months between
fractionation schemes of PMRT.

To predict outcomes of these ongoing trials, we employed an expert knowledge-based
Bayesian network (BN) model, a probabilistic reasoning and machine learning model
grounded in Bayes’ theorem. BN models, a type of machine learning algorithm, learn
conditional dependencies between variables and estimate conditional probability distribu-
tions. This statistical framework enables predicting certain endpoints using conditional
probabilities derived from prior studies or expert knowledge [9]. BN models also facilitate
evaluating potential relationships among different nodes. Their application spans various
fields, including diagnosis, risk assessment, and predictive modeling [10-14]. Combining
prior knowledge with new evidence, BN models offer a robust framework for making
predictions in uncertain clinical settings.

Given the ongoing nature of the trials described, their results will not be available for
several years. Therefore, we utilized the BN model to predict outcomes, providing insights
into patient risks and benefits in the absence of trial results.

2. Materials and Methods
2.1. Bayesian Network Model Design and Overall Disease Burden

The BN model developed for assessing the patients with (y)pN1 breast cancer com-
prised three key components: pretreatment, intervention, and RT risk/benefit. Patient-
and tumor-related factors from the institutional data of (y)pN1 breast cancer patients diag-
nosed between 2020 and 2022 constituted the pretreatment component. The intervention
involved categorizing the mitigation of the RT field into CW /breast alone, CW /breast +
high-tangent, and CW /breast + internal mammary nodes (IMN)/supraclavicular lymph
nodes (SCL). The RT-related risk and benefit component included disability weights and
conditional probabilities for RT benefits (e.g., 7-year disease-free status) and costs (e.g.,
disease recurrence, reconstruction failure, and RT pneumonitis).

Figure 1 provides an overview of the BN model tailored for patients with (y)pN1
breast cancer. Factors known to greatly influence other variables are connected by arrows.
For instance, the field of RT was considered significantly influenced by the type of surgery
(BCS or mastectomy) and molecular subtype (either triple-negative breast cancer [TNBC] or
non-TNBC). Moreover, recognizing that RT can impact treatment outcomes and potential
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toxicities, we established connections between RT and other nodes, including 7-year disease-
free survival (DFS), reconstruction failure, RT pneumonitis, and clinical lymphedema.
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Figure 1. Bayesian network to represent radiotherapy-related risks versus benefits in breast cancer
patients with (y)pN1 disease. The green nodes represent clinical factors collected by institutional
data, while the red nodes represent factors collected by expert survey. The blue target nodes indicate
the main endpoint of the study, which is 7-year DFS. Toxicity nodes are represented in purple.
Key findings are summarized in the green box on the middle-left side, which demonstrates the
likelihood of being healthy and overall disease burden. Abbreviations: Chemo, chemotherapy;
SLNBx, sentinel lymph node biopsy; ALND, axillary lymph node dissection; LN, lymph node;
ECE, extracapsular extension; RM, resection margin; LVI, lymphovascular invasion; ECOG, Eastern
Cooperative Oncology Group; RT, radiation therapy; PMRT, post-mastectomy radiation therapy;
WBRT, whole-breast radiation therapy; DW, disease weight; 7-Y DFS, 7-year disease-free survival.

Disability weights for RT-related side effects and benefits were obtained through a
nationwide expert survey, utilizing a scale from 0 to 1, where 1 represented the worst
possible state. Experts were aided with examples from the 2019 Global Burden of Disease
to determine disability weights. The values of the conditional probabilities and disability
weights obtained from the survey were aggregated and integrated into the model. Within
the program, probabilities and disability weights were then calculated using the provided
confidence intervals. The overall disease burden (ODB) was defined as the sum of the
product of disability weights and conditional probabilities for each RT-related risk and
benefit. The likelihood of being healthy was calculated as 1 — ODB and linearly transformed
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to a probability from 0% to 100%. All conditional probabilities and disability weights are
detailed in our previous work [15].

Model validation was omitted due to the lack of metrics, like sensitivity and specificity,
dependent on data-learned parameters. Instead, rigorous review by three radiation oncolo-
gists was undertaken for each BN model component. The BN model was constructed using
BayesiaLab 10.2 software (Bayesia S.A.S, Changé, France).

2.2. In Silico Prediction of Trial Results

In a BN model, conditional probabilities can be estimated under various circumstances,
allowing for the investigation of randomized trials and establishment of fixed probabilities
between two interventions. We leveraged this property of the BN model to estimate
oncologic outcomes, RT-related side effects, and ODB. The three randomized clinical trials
included in the analysis were Alliance A011202 (NCT01901094), PORT-N1 [7], and RT-
CHARM (NCT03414970). In addition to these randomized clinical trials, the RAPCHEM
prospective cohort study is a previously published trial that provided 5-year follow-up
data [8]. Because the study population of the RAPCHEM cohort overlaps with the current
study, we compared these published results with those derived from the BN model.

3. Results
3.1. Outcome Inference of the Alliance A011202 Trial

The ongoing Alliance A011202 trial aims to assess non-inferiority between two treat-
ments for ypN1 breast cancer post NAC. The first group underwent SLNBx followed by RT
to CW /Breast plus IMN/SCL (Figure 2A), while the second group underwent ALND by
RT to the mixed state of RT to CW/Breast plus high-tangent and IMN/SCL (Figure 2B).
SLNBx group had a 7-year DFS of 80.1%, an ODB of 0.252, and a clinical lymphedema rate
of 10.38%. ALND group resulted in a comparable 7-year DFS but an increased ODB (0.281)
and 2.9-fold higher lymphedema probability.
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Figure 2. Results from the Alliance A011202 clinical trial settings. Inference using likelihood matching
method are presented for (A) the first group [SLNBx followed by RT to CW /Breast plus IMN/SCL]
and (B) the experimental group [ALND followed by RT to mixed state of RT to CW/Breast plus
high tangent and IMN/SCL]. On the left (A): neoadjuvant chemotherapy was given, followed by
SLNBx and RT+IMN/SCL. On the right (B): neoadjuvant chemotherapy was given, then ALND
and RT (50% of high-tangent RT and 50% of RT+IMN/SCL) were followed. Key findings of overall
disease burden, probabilities of likelihood of being healthy, 7-year DFS, and clinical lymphedema

are compared, with an increase in overall disease burden observed in group B, mainly due to the
increased risk of lymphedema. Abbreviations: Chemo, chemotherapy; SLNBx, sentinel lymph node
biopsy; ALND, axillary node dissection; DFS, disease-free survival; CW, chest wall; IMN, internal
mammary nodes; SCL, supraclavicular lymph nodes; N/ A, not available; RT, radiotherapy.

3.2. Outcome Inference of the PORT-N1 Trial

The BN model maintained the probabilities of pretreatment factors, driving the ran-
domization effect between both arms. We inferred that outcomes in the middle of NAC
were “No” in accordance with the protocol of the PORT-N1 trial. We then observed an ODB
of 0.254 in the control (PMRT or WBI+RNI) (Figure 3A) and 0.255 in the experimental group
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(no PMRT or WBI alone) (Figure 3B). In terms of oncologic outcomes, the 7-year DFS rates
of the control and experimental groups were predicted to be 80.8% and 80.3%, respectively.
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B. Experimental Group for the PORT-N1 Clinical Trial
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Figure 3. Results from the PORT-NT1 clinical trial settings. Inference using likelihood matching
method are presented for (A) the control group and (B) the experimental group. Abbreviations: LN,
lymph node; Chemo, chemotherapy; WBRT, whole-breast radiation therapy; PMRT, post-mastectomy
radiation therapy, TNBC, triple-negative breast cancer; BCS, breast-conserving surgery; 7-Y DFS,
7-year disease-free survival; SLNBX, sentinel lymph node biopsy; ALND, axillary lymph node dissec-
tion; LN, lymph node; ECE, extracapsular extension; RM, resection margin; LVI, lymphovascular
invasion; ECOG, Eastern Cooperative Oncology Group.

We also performed a sensitivity analysis to compare the RT-related risk or benefit
results for each arm of the PORT-N1 trial. The mean 7-year DFS rates were estimated to be
81.2% (Supplemental Figure S1A) and 80.6% (Supplemental Figure S1C) for the control and
experimental arms, respectively. This trend was also observed in relation to the likelihood
of being healthy. The mean likelihood of being healthy was predicted to be 74.6% for both
groups (Supplemental Figure S1B,D). The predicted mean percentage of other side effects
or risks following RT were similar between the two arms (Supplemental Table S1).

3.3. Outcome Comparison with the RAPCHEM Trial

We conducted a comparative analysis of ypN1 population outcomes obtained from the
current BN model according to the policy outlined in the RAPCHEM study (Table 1). For
patients with ypN1 disease who underwent ALND and received CW /breast RT, the 5-year
locoregional recurrence rate was 2.2% according to the RAPCHEM study. The BN model
estimated a 7-year DFS rate of 80.1%, along with an estimated ODB of 0.279 and a likelihood
of being healthy of 72.1%. The RAPCHEM study did not provide specific information
regarding patients who underwent SLNBx instead of ALND and received CW /breast
RT. Nonetheless, the BN model estimated a lower ODB of 0.249 while maintaining a
comparable 7-year DFS rate of 80.1%. Furthermore, when comparing the impact of RT on
levels I/1I and full regional nodes, the RAPCHEM study showed a 0.1% increase in the 5-
year locoregional recurrence rate. Consistent with these findings, our BN model estimated a
marginal decrease in the 7-year DFS rate from 80.3% to 79.0%. When comparing the effects



Cancers 2024, 16, 1494

6 of 10

of irradiation from level II to full RNI, our BN model revealed an increase in the ODB from
0.250 to 0.253 and a decrease in the likelihood of being healthy from 75.4% to 74.8%.

Table 1. Comparison between the results of the RAPCHEM trial and the Bayesian network (BN) model.
Abbreviations: ALND, axillary lymph node dissection; CW, chest wall; DFS, disease-free survival;
LRR, locoregional recurrence; N/ A, not available; OBD, overall disease burden; RT, radiotherapy;
SLNBYX, sentinel lymph node biopsy.

RAPCHEM Trial BN Model
Risk Group  Definition RT 5-Year LRR OBD L11'<e11hood of 7-Year DFS
Being Healthy
N1 with Whole breast/CW 2.2% 0.279 72.1% 80.1%
Intermediate YPALNVBt Whole breast/CW with level I/1I N/A 0.283 71.7% 80.3%
Whole breast/CW with full regional RT N/A 0.286 71.4% 79.9%
. ypN1mi or Whole breast/CW N/A 0.249 75.1% 80.1%
Intermediate . . o o o
or high ypN1 with Whole breast/CW with level I/11 2.2% 0.250 75.0% 80.3%
& SLNBx Whole breast/CW with full regional RT 2.3% 0.253 74.8% 79.9%
3.4. Outcome Inference of the RI-CHARM Trial
The RT-CHARM trial is evaluating non-inferiority of reconstruction complication rates
at 24 months between conventional and hypofractionated PMRT. Because the BN model
was not specifically designed for this situation, we were unable to detect any differences in
the major reconstruction failure rate, as conventional and hypofractionated groups had a
major failure rate of 20.9%. Table 2 summarizes 13 case scenarios that include RT-related
factors such as boost, fractionation, contour for implant preservation, reconstruction timing,
reconstruction type, and RT technique. Immediate reconstruction with RT had the highest
major failure rate (22.1%), while delayed reconstruction after RT had the lowest (18.3%).
Table 2. RT-related factors and the change in posterior probability of major reconstruction fail-
ure. Abbreviations: Recon, reconstruction; 3D-CRT, three-dimensional chemoradiotherapy; IMRT,
intensity-modulated radiotherapy; RT, radiotherapy; Tomo, tomotherapy; VMAT, volumetric modu-
lated arc therapy.
Posterior Probability
Boost Fractionation Implant Preservation Recon Timing Recon Type RT Technique P
(s H)
No boost Implant-preserving RT Immediate 22.10%
No boost No implant preservation Immediate 22.10%
Hypofractionated Implant-preserving RT Immediate 22.10%
Immediate 22.10%
Conventional Autologous IMRT/VMAT/Tomo 21.63%
No boost Autologous 3D-CRT/field-in-field 21.63%
No boost Autologous 21.63%
Autologous 21.63%
No boost No implant preservation 21.03%
No implant preservation 21.03%
IMRT/VMAT/Tomo 20.89%
No boost 20.89%
3D-CRT/field-in-field 20.89%
Conventional 20.89%
Boost 20.89%
Implant-preserving RT 20.21%
Implant-based 20.21%
Delayed 18.29%

4. Discussion

We developed an expert knowledge-based BN model to evaluate the ODB and
risks/benefits of RT in patients with (y)pN1 breast cancer. We also performed in sil-
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ico prediction of the outcomes of three ongoing randomized studies and one prospective
registry study in terms of ODB, 7-year DFS, and RT-related side effects.

Several randomized trials, such as AMAROS and ACOSOG Z-0011, have explored the
benefits of additional ALND in patients with node-positive breast cancer after SLNBx [16,17].
These trials have demonstrated no significant treatment advantage of ALND, suggesting
that nodal disease burden can be adequately addressed through RT and systemic treatment
post-SLNBx. As NAC is commonly administered [3], the role of ALND after NAC is being
investigated in the Alliance A011202 trial. The current study found no difference in 7-year
DFS between ALND and axillary RT in patients with pathologic node-positive disease
after NAC. Notably, a substantial increase in lymphedema was observed in the ALND
group, leading to a significant rise in the ODB. However, caution is advised in interpreting
these findings, as retrospective studies have shown conflicting results when comparing
additional ALND to SLNBx followed by RT [18,19]. Therefore, we await the results of
ongoing trials to definitively address the de-escalation of ALND.

In patients with pN1 breast cancer, the study did not find a significant difference in the
ODB when RT de-escalation was implemented in both mastectomy and BCS using the BN
model. Although our study suggests that RT de-escalation does not significantly increase
the ODB, it is important to consider the findings of multiple randomized trials and ongoing
studies. Two notable trials, EORTC 22922 and Ma.20, have revealed treatment benefits
of RNI [20,21]. Notably, not all patients included in these two landmark trials had pN1
disease, and the effectiveness of RNI was found to be lower in patients with pN+ disease
than in those with pNO disease. Thus, two ongoing trials, the Korean Radiation Oncology
Group (KROG) 17-01 and the PORT-N1, are investigating RT de-escalation in patients with
pPN1 breast cancer [7,22]. The KROG 17-01 trial is a phase 3 trial that compares WBI alone to
WBI with full RNI'in BCS patients who received taxane-based chemotherapy. The PORT-N1
trial is another phase 3 trial that compares the control arm (PMRT or WBI with RNI) to the
RT de-escalated arm (no PMRT or WBI alone) in both BCS and mastectomy patients. We
anticipate that the forthcoming results of these trials will show no significant oncologic
difference due to RT de-escalation, as to our BN model.

The RAPCHEM trial, focusing on RT de-escalation in ¢T1-2N1 breast cancer post NAC,
demonstrated promising results, stratifying patients by locoregional risk [8]. Notably, 54%
and 86% of intermediate- and high-risk patients, respectively, received RT according to the
study guidelines [23]. Because most of the variation in outcomes was observed in patients
with ypN1 disease, we specifically analyzed this patient population. We stratified patients
into an intermediate-risk group (those with ypN1 disease after ALND) and a high-risk
group (those with ypN1mi or ypN1 disease after SLNBx). According to our BN model,
there were no significant differences in the 7-year DFS rate or ODB when the field of RT was
varied. Interestingly, the BN model suggested that whole-breast/CW radiation with level
I/1I nodal irradiation may be a reasonable treatment option for patients with ypN1(mi)
disease because it balances oncologic outcomes with the ODB.

The BN model additionally emphasizes the complex interplay between reconstruction
factors and the likelihood of reconstruction failure after PMRT. Despite limitations in its
original purpose, the model suggested reconstruction failure rates ranging from 18.3% to
22.1%, influenced by factors like the timing and type of reconstruction, as in previous stud-
ies [24,25]. The BN model found no significant difference between hypofractionation and
conventional RT, consistent with a prior study [6]. This aligns with the ongoing RT-CHARM
trial’s focus on evaluating reconstruction failure rates under different fractionation schemes.

The primary focus of ongoing trials is the de-escalation of ALND or RT in patients with
(y)pN1 breast cancer. Both procedures can lead to an increased incidence of lymphedema,
a substantial side effect identified by experts with a high disability weight [26,27]. In
this study, the disability weight of lymphedema exceeded that of major cardiac events or
reconstruction failure, emphasizing its impact on patient quality of life. The ODB tended to
be elevated in scenarios involving ALND and RNI, as demonstrated by the model. Notably,
lymphedema was expected to be present in almost 30% of cases involving ALND and RT,
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aligning with previous studies [26,27]. The model indicated no significant DFS advantage
in the escalated RT or ALND arm, potentially favoring de-escalation due to its association
with reduced lymphedema.

The BN model’s strength lies in its use of conditional probabilities, allowing the
prediction of treatment outcomes and assessment of the ODB. The BN model, applicable
across diverse clinical settings, leverages expert-based knowledge and design [10-14,28,29].
One notable advantage is its adaptability to new evidence, making it a valuable tool for
interpreting outcomes of novel treatments or techniques. Indeed, another notable strength
of the BN model is its ability to evaluate treatment outcomes for specific groups. This
capability allows for stratification by selecting specific staging, hormone status, and other
relevant factors. By doing so, we can assess both DFS and ODB, enabling a comprehensive
estimation of treatment outcomes and related side effects. This level of granularity enhances
the model’s utility in personalized medicine and clinical decision-making, as it provides
tailored predictions for specific patient subgroups.

This study had three main limitations. First, certain simulated settings, such as axillary
RT excluding the dissected ALND site, were not available because of the predefined
divisions of the RT fields. Although we attempted to minimize possible discrepancies by
manipulating the field of RT, variations may still exist. Second, the values used in the model
were acquired through virtual simulations rather than direct observations. For example,
minor factors known to impact toxicities were not connected in the nodes, indicating
minimal influence on the outcome. Minor factors might have an impact on the precise
prediction of the BN model. Lastly, the model could not be validated due to a lack of results
from the ongoing studies. However, we have demonstrated that these simulated values
align with findings from previous studies, adding credibility to the model predictions.

5. Conclusions

In conclusion, our in silico outcome predictions across several ongoing prospective
trials consistently indicated trends of no significant differences in DFS and a decrease
in ODB with treatment de-escalation. The in silico prediction of the Alliance A011202
trial revealed similar DFS rates but an increased incidence of lymphedema in patients
undergoing ALND followed by axillary RT compared to SLNBx followed by axillary RT.
Results from the PORT-NT1 trial showed a 0.6% DFS benefit and no significant difference
in ODB for patients undergoing BCS with RNI or mastectomy with PMRT compared to
BCS with breast RT alone and mastectomy without PMRT. Additionally, the prediction
of the RAPCHEM trial indicated similar findings to the actual results, advocating for
breast/CW RT alone for intermediate- and high-risk patients. These findings support the
non-inferiority of the de-escalated treatment for patients with (y)pN1 breast cancer. Our
BN model predictions are also consistent with previously published results of prospective
studies. Moreover, we showed distinct outcomes between treatment arms, highlighting the
significance of patient quality of life in terms of the ODB.

Supplementary Materials: The following supporting information can be downloaded at: https:
//www.mdpi.com/article/10.3390/cancers16081494/s1. Supplemental Table S1. Sensitivity analysis
for the two arms of the PORT-N1 clinical trial; Supplemental Figure S1. Density plots for the
probabilities between two arms of the PORT-N1 clinical trial. For the control group of the PORT-N1
trial, probability density of (A) 7-Year Disease Free Survival (DFS) and (B) likelihood of being healthy
were plotted. For the experimental group, those of (C) 7-Y DFS and (D) likelihood of being healthy
were plotted.

Author Contributions: S.-J.C. contributed to conceptualization, investigation, methodology, re-
sources, software, and writing—original draft; B.-S.]J. contributed to conceptualization, formal analy-
sis, methodology, resources, software and writing original draft; H.S.C. contributed to data curation,
resources and software; J.H.C. contributed to project administration and supervision; K.H.S. con-
tributed to funding acquisition, project administration, supervision, and writing—review and editing.
Division for Breast Cancer, Korean Radiation Oncology Group, who contributed to the expert survey


https://www.mdpi.com/article/10.3390/cancers16081494/s1
https://www.mdpi.com/article/10.3390/cancers16081494/s1

Cancers 2024, 16, 1494 90f 10

regarding toxicity and treatment outcomes. All authors have read and agreed to the published version
of the manuscript.

Funding: This work was supported by National R&D Program for Cancer Control, funded by
the Ministry of Health & Welfare, Republic of Korea (Grant HA22C0044) in support of Kyung
Hwan Shin and the Ministry of Science and Information & Communication Technology (Grant
NRF#2022R1F1A106345712) in support of Bum-Sup Jang.

Institutional Review Board Statement: Regarding use of the institutional data, this study was
approved by Institutional Review Board of Seoul National University Hospital (IRB No. 2304-072-
1422, 24 April 2023).

Informed Consent Statement: Not applicable.

Data Availability Statement: The BN model has been uploaded to the Github repository (https:
// github.com /bigwiz83/BayesianNetwork_KROG22-13) (accessed on 26 September 2023).

Acknowledgments: We acknowledge the 58 members of the Division for Breast Cancer, Korean
Radiation Oncology Group, who contributed to the expert survey regarding toxicity and treatment
outcomes.

Conflicts of Interest: The authors declare no conflicts of interest.

References

1.

10.

11.

12.

13.

14.

NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines®) Breast Cancer. Natl. Compr. Cancer Netw. 2023, 4. Available
online: https://www.nccn.org/professionals/physician_gls/pdf/breast.pdf (accessed on 5 May 2023).

Cardoso, F,; Kyriakides, S.; Ohno, S.; Penault-Llorca, F.; Poortmans, P.; Rubio, I.T.; Zackrisson, S.; Senkus, E.; ESMO Guidelines
Committee. Early breast cancer: ESMO Clinical Practice Guidelines for diagnosis, treatment and follow-up. Ann. Oncol. 2019, 30,
1194-1220. [CrossRef] [PubMed]

Giaquinto, A.N.; Sung, H.; Miller, K.D.; Kramer, ].L.; Newman, L.A.; Minihan, A.; Jemal, A.; Siegel, R.L. Breast Cancer Statistics,
2022. CA Cancer . Clin. 2022, 72, 524-541. [CrossRef]

McGale, P; Taylor, C.; Correa, C.; Cutter, D.; Duane, F; Ewertz, M.; Wang, Y. Effect of radiotherapy after mastectomy and axillary
surgery on 10-year recurrence and 20-year breast cancer mortality: Meta-analysis of individual patient data for 8135 women in 22
randomised trials. Lancet 2014, 383, 2127-2135. [CrossRef] [PubMed]

Wang, S.L.; Fang, H.; Song, YW.; Wang, W.H.; Hu, C; Liu, Y.P; Jin, J; Liu, X.-E; Yu, Z.-H.; Ren, H.; et al. Hypofractionated versus
conventional fractionated postmastectomy radiotherapy for patients with high-risk breast cancer: A randomised, non-inferiority,
open-label, phase 3 trial. Lancet Oncol. 2019, 20, 352-360. [CrossRef]

Kim, D.Y,; Park, E.; Heo, C.Y;; Jin, U.S,; Kim, EK.; Han, W.; Shin, KH.; Kim, I.A. Influence of Hypofractionated versus
Conventional Fractionated Postmastectomy Radiation Therapy in Breast Cancer Patients with Reconstruction. Int. ]. Radiat. Oncol.
Biol. Phys. 2022, 112, 445-456. [CrossRef]

Lee, TH.; Chang, ].H.; Jang, B.S.; Kim, ].S.; Kim, T.H.; Park, W.; Kim, Y.B.; Kim, S.S.; Han, W.; Lee, H.-B.; et al. Protocol for the
postoperative radiotherapy in N1 breast cancer patients (PORT-N1) trial, a prospective multicenter, randomized, controlled,
non-inferiority trial of patients receiving breast-conserving surgery or mastectomy. BMC Cancer 2022, 22, 1179. [CrossRef]

de Wild, S.R.; de Munck, L.; Simons, ].M.; Verloop, J.; van Dalen, T.; Elkhuizen, PH.M.; Houben, RM.A; van Leeuwen, A.E; Linn,
S.C.; Pijnappel, R.M; et al. De-escalation of radiotherapy after primary chemotherapy in cT1-2N1 breast cancer (RAPCHEM,;
BOOG 2010-03): 5-year follow-up results of a Dutch, prospective, registry study. Lancet Oncol. 2022, 23, 1201-1210. [CrossRef]
Fornacon-Wood, L.; Mistry, H.; Johnson-Hart, C.; Faivre-Finn, C.; O’Connor, J.P.B.; Price, G.J. Understanding the Differences
Between Bayesian and Frequentist Statistics. Int. ]. Radiat. Oncol. Biol. Phys. 2022, 112, 1076-1082. [CrossRef]

Luo, Y,; El Naqa, I.; McShan, D.L.; Ray, D.; Lohse, 1.; Matuszak, M.M.; Owen, D.; Jolly, S.; Lawrence, T.S.; Kong, F-M.; et al.
Unraveling biophysical interactions of radiation pneumonitis in non-small-cell lung cancer via Bayesian network analysis.
Radiother. Oncol. 2017, 123, 85-92. [CrossRef]

Lau, C.L.; Mayfield, H.J.; Sinclair, ].E.; Brown, S.J.; Waller, M.; Enjeti, A K.; Baird, A.; Short, K.R.; Mengersen, K,; Litt, J. Risk-benefit
analysis of the AstraZeneca COVID-19 vaccine in Australia using a Bayesian network modelling framework. Vaccine 2021, 39,
7429-7440. [CrossRef]

Jang, B.S.; Chang, ].H.; Jeon, S.H.; Song, M.G.; Lee, K.H.; Im, S.A.; Kim, ].-I; Kim, T.-Y.; Chie, E.K. Radiation Response Prediction
Model Based on Integrated Clinical and Genomic Data Analysis. Cancer Res. Treat. 2022, 54, 383-395. [CrossRef]

Mcgeachie, M.].; Sordillo, J.E.; Gibson, T.; Weinstock, G.M.; Liu, Y.Y.; Gold, D.R.; Weiss, S.T.; Litonjua, A. Longitudinal Prediction
of the Infant Gut Microbiome with Dynamic Bayesian Networks. Sci. Rep. 2016, 6, 20359. [CrossRef]

Cai, 2.Q.; Guo, P; Si, S.B.; Geng, Z.M.; Chen, C.; Cong, L.L. Analysis of prognostic factors for survival after surgery for gallbladder
cancer based on a Bayesian network. Sci. Rep. 2017, 7, 293. [CrossRef]


https://github.com/bigwiz83/BayesianNetwork_KROG22-13
https://github.com/bigwiz83/BayesianNetwork_KROG22-13
https://www.nccn.org/professionals/physician_gls/pdf/breast.pdf
https://doi.org/10.1093/annonc/mdz173
https://www.ncbi.nlm.nih.gov/pubmed/31161190
https://doi.org/10.3322/caac.21754
https://doi.org/10.1016/S0140-6736(14)60488-8
https://www.ncbi.nlm.nih.gov/pubmed/24656685
https://doi.org/10.1016/S1470-2045(18)30813-1
https://doi.org/10.1016/j.ijrobp.2021.09.031
https://doi.org/10.1186/s12885-022-10285-0
https://doi.org/10.1016/S1470-2045(22)00482-X
https://doi.org/10.1016/j.ijrobp.2021.12.011
https://doi.org/10.1016/j.radonc.2017.02.004
https://doi.org/10.1016/j.vaccine.2021.10.079
https://doi.org/10.4143/crt.2021.759
https://doi.org/10.1038/srep20359
https://doi.org/10.1038/s41598-017-00491-3

Cancers 2024, 16, 1494 10 of 10

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

Jang, B.; Chun, S.; Choi, H.S.; Chang, J.H.; Shin, K.H.; Division for Breast Cancer, Korean Radiation Oncology Group. Estimating
the Risk and Benefit of Radiation Therapy in (y)pN1 Stage Breast Cancer Patients: A Bayesian Network Model Incorporating
Expert Knowledge (KROG 22-13). Comput. Methods Programs Biomed. 2024, 245, 108049. [CrossRef]

Donker, M.; van Tienhoven, G.; Straver, M.E.; Meijnen, P.; van de Velde, C.J.H.; Mansel, R.E.; Cataliotti, L.; Westenberg, A.H.;
Klinkenbijl, . H.G.; Orzalesi, L.; et al. Radiotherapy or surgery of the axilla after a positive sentinel node in breast cancer (EORTC
10981-22023 AMAROS): A randomised, multicentre, open-label, phase 3 non-inferiority trial. Lancet Oncol. 2014, 15, 1303-1310.
[CrossRef]

Giuliano, A.E.; Ballman, K.V.; McCall, L.; Beitsch, P.D.; Brennan, M.B.; Kelemen, P.R.; Ollila, D.W.; Hansen, N.M.; Whitworth,
PW.; Blumencranz, PW.; et al. Effect of axillary dissection vs no axillary dissection on 10-year overall survival among women
with invasive breast cancer and sentinel node metastasis: The ACOSOG Z0011 (Alliance) randomized clinical trial. JAMA 2017,
318, 918-926. [CrossRef]

Almahariq, M.E; Levitin, R.; Quinn, T.J.; Chen, PY.; Dekhne, N.; Kiran, S.; Desai, A.; Benitez, P.; Jawad, M.S.; Gustafson, G.S.; et al.
Omission of Axillary Lymph Node Dissection is Associated with Inferior Survival in Breast Cancer Patients with Residual N1
Nodal Disease Following Neoadjuvant Chemotherapy. Ann. Surg. Oncol. 2021, 28, 930-940. [CrossRef]

Ling, D.C; Iarrobino, N.A.; Champ, C.E.; Soran, A.; Beriwal, S. Regional Recurrence Rates with or without Complete Axillary Dis-
section for Breast Cancer Patients with Node-Positive Disease on Sentinel Lymph Node Biopsy after Neoadjuvant Chemotherapy.
Adv. Radiat. Oncol. 2020, 5, 163-170. [CrossRef]

Poortmans, PM.; Collette, S.; Kirkove, C.; Van Limbergen, E.; Budach, V.; Struikmans, H.; Collette, L.; Fourquet, A.; Maingon, P;
Valli, M,; et al. Internal Mammary and Medial Supraclavicular Irradiation in Breast Cancer. N. Engl. J. Med. 2015, 373, 317-327.
[CrossRef]

Whelan, T.J.; Olivotto, I.A.; Parulekar, W.R.; Ackerman, I.; Chua, B.H.; Nabid, A.; Vallis, K.A.; White, ].R.; Rousseau, P.; Fortin, A.;
et al. Regional Nodal Irradiation in Early-Stage Breast Cancer. N. Engl. J. Med. 2015, 373, 307-316. [CrossRef]

Kim, H.; Park, W.; Choi, D.H.; Ahn, SJ.; Kim, S.S.; Kim, E.S,; Lee, J.; Lee, K.; Kim, ].; Lee, H.-S.; et al. Abstract OT2-04-02: A phase
3 study of post-lumpectomy radiotherapy to whole breast+ regional lymph nodes vs whole breast alone for patients with pN1
breast cancer treated with taxane-based chemotherapy (KROG 1701): Trial in progress. Cancer Res. 2019, 79, OT2-04-02. [CrossRef]
Boersma, L.J.; Verloop, J.; Voogd, A.C.; Elkhuizen, PH.M.; Houben, R.; van Leeuwen, A.E,; Linn, S.; de Munck, L.; Pijnappel,
R.; Strobbe, L.; et al. Radiotherapy after primary CHEMotherapy (RAPCHEM): Practice variation in a Dutch registration study
(BOOG 2010-03). Radiother. Oncol. 2020, 145, 201-208. [CrossRef]

Reinders, EC.J.; Young-Afat, D.A.; Batenburg, M.C.T.; Bruekers, S.E.; van Amerongen, E.A.; Macaré van Maurik, ] EM,;
Braakenburg, A.; Zonnevylle, E.; Hoefkens, M.; Teunis, T.; et al. Higher reconstruction failure and less patient-reported
satisfaction after post mastectomy radiotherapy with immediate implant-based breast reconstruction compared to immediate
autologous breast reconstruction. Breast Cancer 2020, 27, 435-444. [CrossRef]

Ricci, J.A.; Epstein, S.; Momoh, A.O.; Lin, S.J.; Singhal, D.; Lee, B.T. A meta-analysis of implant-based breast reconstruction and
timing of adjuvant radiation therapy. J. Surg. Res. 2017, 218, 108-116. [CrossRef]

Byun, HK.; Chang, ].S.; Im, S.H.; Kirova, YM.; Arsene-Henry, A.; Choi, S.H.; Cho, Y.U; Park, H.S.; Kim, J.Y.; Suh, C.-O.; et al.
Risk of Lymphedema Following Contemporary Treatment for Breast Cancer: An Analysis of 7617 Consecutive Patients from a
Multidisciplinary Perspective. Ann. Surg. 2021, 274, 170-178. [CrossRef]

Tsai, R.J.; Dennis, L.K.; Lynch, C.F; Snetselaar, L.G.; Zamba, G.K.D.; Scott-Conner, C. The risk of developing arm lymphedema
among breast cancer survivors: A meta-analysis of treatment factors. Ann. Surg. Oncol. 2009, 16, 1959-1972. [CrossRef]

Arora, P; Boyne, D,; Slater, ].].; Gupta, A.; Brenner, D.R.; Druzdzel, M.]. Bayesian Networks for Risk Prediction Using Real-World
Data: A Tool for Precision Medicine. Value Health 2019, 22, 439-445. [CrossRef]

Wasserman, A.; Musella, A.; Shapiro, M.; Shrager, J. Virtual Trials: Causally-validated treatment effects efficiently learned from an
observational brain cancer registry. Artif. Intell. Med. 2021, 135, 102450. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.


https://doi.org/10.1016/j.cmpb.2024.108049
https://doi.org/10.1016/S1470-2045(14)70460-7
https://doi.org/10.1001/jama.2017.11470
https://doi.org/10.1245/s10434-020-08928-2
https://doi.org/10.1016/j.adro.2019.09.006
https://doi.org/10.1056/NEJMoa1415369
https://doi.org/10.1056/NEJMoa1415340
https://doi.org/10.1158/1538-7445.SABCS18-OT2-04-02
https://doi.org/10.1016/j.radonc.2020.01.018
https://doi.org/10.1007/s12282-019-01036-4
https://doi.org/10.1016/j.jss.2017.05.072
https://doi.org/10.1097/SLA.0000000000003491
https://doi.org/10.1245/s10434-009-0452-2
https://doi.org/10.1016/j.jval.2019.01.006
https://doi.org/10.1016/j.artmed.2022.102450

	Introduction 
	Materials and Methods 
	Bayesian Network Model Design and Overall Disease Burden 
	In Silico Prediction of Trial Results 

	Results 
	Outcome Inference of the Alliance A011202 Trial 
	Outcome Inference of the PORT-N1 Trial 
	Outcome Comparison with the RAPCHEM Trial 
	Outcome Inference of the RT-CHARM Trial 

	Discussion 
	Conclusions 
	References

