We thank the reviewers for their comments and feedback on our paper, “Oncotype DX Test Receipt among Latina/Hispanic Women with Early Invasive Breast Cancer in New Jersey: A Registry-Based Study.” We have revised the paper, addressing the feedback received and believe the paper has improved as a result of these changes. Below are the point-by-point responses to each of the comments. 

[bookmark: _GoBack]
Reviewer 2

1. The numbers reported in Figure 2 indicate that about 30% of Hispanic patients received ODX testing but the text says 60.9% of eligible Hispanic women received ODX. I am not following what the difference between these two statistics is or why there is a discrepancy.

Response: This point is well taken. We revised the text for clarity. The proportion 33.2% describes women who were eligible for testing among all Latina/Hispanic diagnosed with BC in NJ (1916/5777), while 60.9% describes that among eligible women (n=1916), there were 1167 ODX tests done. 

2. Consider reporting 5- or 10-year survival in Figure 3. The rationale for showing the Kaplan Meier curves comparing eligible vs ineligible patients who received ODX is unclear. Did the authors consider analyzing differences between those who are eligible and received ODX and eligible but did not receive ODX? Kaplan Meier curves on their own are not the best representation of survival differences. A Cox Proportional Hazards model would better model differences in survival adjusting for other relevant patient factors.

Response: We have now included the 5- and 10-year survival estimates in the results section. Survival curves were part of our exploratory analyses. When we observed differences in RS among women who were eligible for ODX testing and ineligible for ODX (Table 2), we wanted to know how survival differed. Using Cox proportion hazard models comparing survival differences, adjusting for patient sociodemographic and clinical characteristics would have been ideal, but given this was exploratory nature of the analysis we do not report such results. We have added wording in the Discussion to include wording on limitations of Kaplan Meier curve interpretations. 

3. There have been several studies examining patient characteristics associated with ODX testing using national (NCDB), regional (SEER), and state registries. While larger datasets are more powered to detect associations, they may miss local/regional disparities that are important to uncover. There is an opportunity for the authors to explain benefits and limitations to each data source in the discussion. There have been other studies using data from single state cancer registries (including but not limited to Davis et al and Schwedhelm et al) to study variation in ODX testing and chemotherapy that could be referenced. Regional variation in ODX testing has been shown using nationwide Medicare data (Lynch et al), indicating that some regions are generally more likely to prescribe the test than others, and the underlying propensity for the region to prescribe ODX may impact the utilization patterns among different sub-populations in that region. The focus of a specific population (i.e., Hispanic women) in the state of NJ may not be completely generalizable but these results will likely be impactful to understanding equity within that state and state-level policy, representing an important contribution.

Response: We thank Reviewer 2 you for these suggestions. Davis et al., 2016 has been cited. The Lynch et al. paper has been incorporated, expanding the discussion section on increasing trends over time among Medicare beneficiaries. We have also cited Schwedhelm et al. and elaborated more specifically about Latina/Hispanic women in the state of New Jersey in the discussion section.

