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> To gain advisors’ perspectives on current treatment practices and management of adult and adolescent and young 
adult (AYA) acute lymphoblastic leukemia (ALL) patients

STUDY OBJECTIVES

REPORT OBJECTIVES
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Presenter
Presentation Notes
Janssen wants to understand:
the use of imbruvica first-line compared to CIT, venetoclax and other BTKIs
Thoughts on imbruvica + venetoclax (if/when approved) in first-line and impact on later line choices
Sequencing approaches 
Side effect management of BTKs
Impact of COVID
 
MERCK
They have some recent acquisitions (ARQ531 – a BTKi; VLS-101 – an ADC) they want to understand the landscape they are up against
They are also interested in hearing perceptions on the Lilly drug LOXO-305 (BRUIN trial)




REPORT SNAPSHOT: SESSION OVERVIEW
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A moderated roundtable 
discussion was held with 
community oncologists 
from the central region of 
the United States in a 
virtual setting on March 
11, 2021

Disease state and data 
presentations were led by 
Dr Elias Jabbour from 
MD Anderson Cancer 
Center in conjunction 
with content developed 
by the Aptitude Health 
clinical team

Insights on current 
treatment practices 
regarding adult and AYA 
ALL patients, including 
assessment and 
monitoring of MRD in the 
community setting, were 
obtained 

Data collection was 
accomplished through 
use of audience 
response system (ARS) 
questioning and in-depth 
moderated discussion 



REPORT SNAPSHOT: ATTENDEE OVERVIEW 

> The group of advisors comprised 8 community oncologists from the central United States
− Attendees of the roundtable represented community oncologists from Texas, Missouri, and Kansas
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INSTITUTION CITY STATE
University of Texas Health Center Abilene TX

St Louis University St Louis MO

The Center for Cancer and Blood Disorders Fort Worth TX

Texas Oncology Dallas TX

Cancer Care Kansas Wichita KS



REPORT SNAPSHOT: AGENDA
Time (CST) Topic

6.00 PM – 6.15 PM
(15 MIN) 

Introduction
• Program overview
• Baseline ARS questions 

6.15 PM – 7.25 PM
(70 MIN) 

ALL – Management of First-Line Therapy
• Overview of current data

– Impact of risk-stratification, age, and biomarkers on treatment (adult vs AYA, Ph+ vs Ph– vs Ph-like)
– Differentiation of TKIs for Ph+ patients
– Use of hyper-CVAD vs multiagent chemotherapy
– Defining the appropriate patient for pediatric-inspired regimens
– Response assessment and MRD monitoring
– Management of MRD+ disease
– Inclusion of monoclonal antibodies into therapy (inotuzumab ozogamicin, blinatumomab)

• Reaction and discussion
7.25 PM – 7.35 PM
(10 MIN) BREAK

7.35 PM – 8.45 PM
(70 MIN) 

ALL – Management of Relapsed Disease
• ARS questions
• Overview of current data

– Duration of response, impact of reinduction, and patient selection for transplant
– Inclusion of monoclonal antibodies into therapy (inotuzumab ozogamicin, blinatumomab)
– CAR T therapy

• Reaction and discussion
8.45 PM – 9.00 PM
(15 MIN) Key Takeaways and Meeting Evaluation
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Topline Takeaways



MEETING OBJECTIVES WERE ACHIEVED: TOPLINE 
TAKEAWAYS

> How and when is MRD 
assessed by community 
oncologists and does it 
impact use of blinatumomab 
in the frontline setting?

> What are treatment 
differences between adult 
and AYA patients in the 
frontline setting?

> How are therapies 
sequenced (specifically 
CD19-targeting agents) in the 
R/R setting, and how is 
blinatumomab used? Are 
there barriers to its usage?

Through ARS questions 
and moderated 
discussions, community 
oncologist described their 
testing practices and 
challenges experienced

> MRD is mainly assessed at complete response by either molecular 
PCR, NGS or multicolor flow. Blinatumomab is used to treat MRD+ 
patients in frontline by about half of the advisors

> In frontline settings, adult ALL patients are mainly treated with 
hyper-CVAD + TKI  when Ph+, or hyper-CVAD + rituximab when 
Ph–. AYA patients are mainly treated with pediatric-inspired 
regimens. Blinatumomab is recommended as next treatment in 
MRD+ AYA patients

> Blinatumomab is used as salvage therapy in patients who relapse 
after consolidation and maintenance treatment, and after SCT. 
When blinatumomab is used as reinduction treatment in R/R 
settings, most advisors prefer to refer their patients for SCT even 
when blinatumomab is well tolerated. The lack of experience in 
R/R settings and management of possible side effects emerging in 
older patients with comorbidities may represent a barrier for the 
usage of blinatumomab  

OBJECTIVE PROCESS INSIGHTS
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Key Insights and 
Discussion Summary 



KEY INSIGHTS: MANAGEMENT OF FIRST-LINE THERAPY

How and when is MRD assessed by community oncologists and does it impact use of blinatumomab in the frontline setting?

MRD is mainly assessed at complete response (CR) by either molecular PCR, NGS or multicolor flow. Blinatumomab is used to 
treat MRD+ patients in the frontline by about half of the advisors (1/2) 

˃ MRD is assessed at CR by half of advisors (50%). The other experts assess MRD at CR and 3 months from induction, and every 3 
months thereafter (38%). Only a few experts (13%) assess MRD monthly

– The bone marrow aspirate is performed either by the pathologists in the transplant centers, or by the advisors themselves, 
depending on the hospital

– None of the advisors were aware of the importance of sending the first sample of bone marrow aspirate for MRD assessment 

˃ MRD assessment methods mostly used by the advisors are molecular PCR (38%) and NGS (38%). The multicolor flow is used by 25% of 
advisors 

– Although NGS is considered more precise in detecting MRD when compared with PCR, its use is limited by the cost, which is 
considered still too expensive by most advisors

˃ Generally, when patients are MRD+ following induction, the induction therapy is extended, followed by consolidation

– However, at least 3 advisors are using blinatumomab to induce MRD negativity after induction (1 advisor) or after consolidation (2 
advisors). The remaining advisors would refer their patients to transplant departments
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KEY INSIGHTS: MANAGEMENT OF FIRST-LINE THERAPY

MRD is mainly assessed at complete response (CR) by either molecular PCR, NGS or multicolor flow. Blinatumomab is used to 
treat MRD+ patients in the frontline by about half of the advisors (2/2) 

˃ After starting treatment with blinatumomab, one advisor will assess MRD at every cycle until MRD negativity is reached 

˃ Blinatumomab treatment starts inpatient at 28 days in the center of a second advisor. When patients reach the targeted dose and they are 
tolerating the treatment well, the advisor will move them to outpatient after 3 days

˃ Another advisor starts blinatumomab inpatient for 9 days and moves to outpatient if patients are tolerating the treatment. When used 
outpatient, blinatumomab is administered every 7 days

˃ Of note

– The advisors consider blinatumomab inducing a response rate of 80% in MRD+ patients, with responding patients showing OS and 
PFS improvement 

– Blinatumomab has been used in 1–3 unique ALL patients by most experts (75%),        while inotuzumab ozogamicin has been used 
in 1–3 unique ALL patients by 63% of the advisors

12

How and when is MRD assessed by community oncologists and does it impact use of blinatumomab in the frontline setting?



KEY INSIGHTS: MANAGEMENT OF FIRST-LINE THERAPY

In frontline settings, adult ALL patients are mainly treated with hyper-CVAD + TKI  when Ph+, or hyper-CVAD + rituximab when Ph–. 
AYA patients are mainly treated with pediatric-inspired regimens and blinatumomab is recommended as next treatment in MRD+ 
AYA patients (1/2) 

˃ More than half of the advisors (63%) treat between 3–10 ALL patients per year 

Adult ALL patients

˃ The preferred induction regimen is hyper-CVAD + TKI  for Ph+ patients (63% of the advisors)         and hyper-CVAD + rituximab for Ph–
patients (63% of the advisors) 

˃ Two advisors reported the use of ponatinib + hyper-CVAD for their Ph+ patients. When their patients remain MRD+ after 3 months of 
hyper-CVAD + ponatinib, they would be treated with blinatumomab

˃ Following blinatumomab treatment, one advisor would consider transplant for their MRD–, Ph+ patients, while 2 other experts would try to 
maintain MRD negativity by continuing blinatumomab treatment and avoiding transplant

˃ One advisor starts blinatumomab as an inpatient administration at 9 ug/day and dose-escalates at day 8. Patients are then monitored for 
9 days and if they tolerate the treatment, they are moved to outpatient and asked to come back at the hospital once a week to receive 
blinatumomab
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What are treatment differences between adult and AYA patients in the frontline setting?



KEY INSIGHTS: MANAGEMENT OF FIRST-LINE THERAPY

In frontline settings, adult ALL patients are mainly treated with hyper-CVAD + TKI  when Ph+, or hyper-CVAD + rituximab when Ph–. 
AYA patients are mainly treated with pediatric-inspired regimens and blinatumomab is recommended as next treatment in MRD+ 
AYA patients (2/2) 

AYA ALL patients 

˃ AYA ALL patients are defined as 15–39 years old patients by most advisors (63%)          and are mainly treated with pediatric-inspired 
regimens by the majority of experts (75 %) 

AYA ALL patient case

˃ The described 24-year-old AYA patient         would be treated in clinical trials by half of advisors (50%), while 38% of the advisors would 
choose a pediatric-inspired regimen 

˃ Blinatumomab was chosen as the subsequent treatment for this patient when MRD+ at CR, by more than half of advisors (57%)

˃ Blinatumomab ± stem cell transplant (SCT), would be used by 50% of the advisors for the same AYA patient when she showed 0.01% 
aberrant blasts after further consolidation therapy
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What are treatment differences between adult and AYA patients in the frontline setting?
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DISCUSSION: MANAGEMENT OF FIRST-LINE THERAPY
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“Pathology does our bone marrows and we do send it out for NGS”

[Replying to the question on which bone marrow specimen is sent for MRD assessment]: “I’m not sure, actually. I’m not sure how 
they [pathologists] make that selection”

“In our practice, the bone marrow is done by the pathologist, by the radiologist, by the PAs – so, there are multiple people doing the 
bone marrows. But yeah, we can definitely talk to them about this point [of sending the first bone marrow aspirate]”

“I assess for MRD . . . after the first cycle, then again in 3 months”

[Ph+ ALL patients], I’m generally looking at it [MRD] kind of cycle by cycle with hyper-CVAD, not always with a bone marrow aspirate 
and biopsy. I try to get a correlation between bone marrow and peripheral blood early on. Sometimes I find that the peripheral blood 
actually transcript levels slightly higher than the bone marrow, so I’ll do peripheral blood, follow that, and on a cycle-by-cycle basis” 

“We’ve generally done blina if they’ve been [MRD] positive after a consolidation. If they’re positive after induction, then we’ve 
generally continued extended maintenance followed by consolidation”

“[Ph– ALL patients]. “If [MRD positive] at end of induction, typically I’ll either do extended induction or move on to consolidation. If it’s 
post-consolidation, then typically we’ll switch over to blinatumomab. Typically, with Ph-negatives, we’re doing a COG protocol-like 
regimen”

“For my patients who are MRD-negative, I just treat it standard with hyper-CVAD-TKI if they’re Ph-positive. After that, if they do 
become MRD-positive, then I do switch them to Blincyto. Before this discussion, I used to send all those patients for a transplant 
discussion; it’s kind of been my practice”

“I usually try to get them into MRD negativity again with Blincyto”

Bone marrow 
extraction and MRD 
assessment

Use of blinatumomab 
in frontline setting

INSIGHTS



KEY INSIGHTS: MANAGEMENT OF RELAPSED DISEASE

How are therapies sequenced (specifically CD19-targeting agents) in the R/R setting, and how is blinatumomab used? Are there 
barriers to its usage?

Blinatumomab is used as salvage therapy in patients who relapse after consolidation and maintenance treatment, and in patients who 
relapse after SCT. When blinatumomab is used as re-induction treatment in R/R settings, most advisors prefer to refer their patients to SCT 
even when blinatumomab is well tolerated. The lack of experience in R/R settings and management of possible side effects emerging in 
older patients with comorbidities may represent a barrier to the usage of blinatumomab (1/3)
˃ The majority of advisors do not treat patients with R/R ALL as they are referred to transplant centers or academic centers

– One advisor is not comfortable in treating R/R ALL patients and decided to attend this discussion to learn more about the treatment’s efficacy, 
administration, and side effect profile

– Another advisor refers their R/R patients to transplant centers after starting with their treatment. The patients are then followed by both the advisor 
and the specialist from the transplant center

˃ Blinatumomab is considered a treatment improving OS in R/R ALL patients when compared with SOC by vast majority of experts (83%)
˃ Inotuzumab ozogamicin is seen as a treatment that improves MRD-negativity rate (86% of advisors), response rate (71%), duration of response (57%), 

and OS (43%) 
– One advisors reported a case of a non-compliant patient who already received 6 cycles of hyper-CVAD, different protocols at different places. The 

advisor would like to use blinatumomab, possibly in combination with inotuzumab ozogamicin, but he is worried about patient compliance   
– Another advisor is using inotuzumab ozogamicin in patients with a history of CNS disease and/or high burden disease, and blinatumomab in 

patients with history of liver disease. When these differentiating factors are not present, inotuzumab ozogamicin is preferred for its “outpatient less-
frequent convenience.” The advisor reported that so far there was no VOD in their inotuzumab ozogamicin-treated patients, while those treated 
with blinatumomab presented reversible neurological toxicity at a higher dosage
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KEY INSIGHTS: MANAGEMENT OF RELAPSED DISEASE

Blinatumomab is used as salvage therapy in patients who relapse after consolidation and maintenance treatment, and in patients who 
relapse after SCT. When blinatumomab is used as re-induction treatment in R/R settings, most advisors prefer to refer their patients to SCT 
even when blinatumomab is well tolerated. The lack of experience in R/R settings and management of possible side effects emerging in 
older patients with comorbidities may represent a barrier to the usage of blinatumomab (2/3)

˃ Blinatumomab is not used in older patients with comorbidities by one advisor who feels uncomfortable treating the possible side effects emerging in 
these patients

˃ CRS is a concerning AE that several advisors have encountered when using blinatumomab

Sequencing of therapies in presented patient scenarios: 45-year-old male 

˃ Rituximab–hyper-CVAD is the preferred induction therapy for 45-year-old male with 90% blasts MPO(–) CD10+, CD20+ (20%), CD19+, for the 
majority of advisors (71%) 

˃ Blinatumomab is the preferred salvage approach for the same patient who was treated with R-hyper-CVAD, achieved CR and MRD negativity after 
induction, received 8 doses of IT-chemo, consolidation, and 2.5 years of maintenance, remained in remission for 4 years, and then relapsed (71% 
of advisors) 

˃ SCT was recommended by 63% of advisors when the same patient received reinduction with augmented hyper-CVAD, achieved CR2 and MRD 
negativity, received cycle 2 with omission of PEG-ASP due to previous complications, and completed 8 doses of IT-chemo. 25% of advisors would 
prefer to continue consolidation chemotherapy but withhold further asparaginase. Only 13% would continue consolidation therapy with 
asparaginase
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How are therapies sequenced (specifically CD19-targeting agents) in the R/R setting, and how is blinatumomab used? Are there 
barriers to its usage?



KEY INSIGHTS: MANAGEMENT OF RELAPSED DISEASE

Blinatumomab is used as salvage therapy in patients who relapse after consolidation and maintenance treatment, and in patients who 
relapse after SCT. When blinatumomab is used as re-induction treatment in R/R settings, most advisors prefer to refer their patients to SCT 
even when blinatumomab is well tolerated. The lack of experience in R/R settings and management of possible side effects emerging in 
older patients with comorbidities may represent a barrier to the usage of blinatumomab (3/3)

Sequencing of therapies in presented patient scenarios: 45-year-old male (cont.)

˃ Blinatumomab would be the most recommended therapy (75% of advisors), when the same patient received a MUD-SCT after 3 cycles of
augmented hyper-CVAD, suffered from grade 2 acute GVHD, maintained remission, had a second CR for 22 months and finally presented again 
with cytopenias and was found to have relapsed ALL

Sequencing of therapies in presented patient scenarios: 35-year-old female

˃ Blinatumomab is recommended by all advisors (100%) for a 35-year-old female with a history of pre–B-ALL diploid cytogenetics and CRLF2
negative, who was induced with R–hyper-CVAD and achieved CR, and MRD negativity. She was found to have relapsed ALL at the end of 
consolidation (CR duration = 6 months)

˃ Consolidation with allo-SCT would be chosen by most advisors (71%) when the same patient was reinduced with blinatumomab and achieved CR2 
at day 28, MRD negativity at day 42, and is receiving cycle 2 of blinatumomab and tolerating it well

18

How are therapies sequenced (specifically CD19-targeting agents) in the R/R setting, and how is blinatumomab used? Are there 
barriers to its usage?



DISCUSSION: MANAGEMENT OF RELAPSED DISEASE
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“. . . 78-year-old, tough; obviously comorbidities . . . I don’t know how I’ll feel comfortable managing them . . . I 
feel uncomfortable managing a somewhat older patient population”

“If they’ve got a history of CNS disease, we’ll preferentially use ino. If they’ve got a history of liver disease, we’ll 
preferentially use blina. If they have a large amount of disease, we’ll often use ino over blina. I guess if they don’t 
have any of those differentiating factors, I’ve often sort of liked the outpatient less-frequent convenience of 
inotuzumab, so comparing single agents, we’ve often gone with that over blinatumomab”

Treatment of ALL in 
R/R setting

Experience with 
blinatumomab in R/R 
setting

INSIGHTS

“. . . In general, if a patient relapses, I generally refer those guys to an academic center . . .”

“I personally haven’t had a relapsed/refractory in the last couple of years”

“I’m just not comfortable with blood therapy; it’s not something I’ve given, so part of the reason I wanted to come 
to this discussion was to learn more about the efficacy, the side effect profile, and how to administer . . .”

“I do refer them because they have usually had transplant or other workup from the transplant center, but if they 
see me and they relapse, I usually get them started, and usually it’s followed by both of us, transplanter and me”



Advisor Key Takeaways



ADVISOR KEY TAKEAWAYS (1/2)

21

ADVISOR ADVISOR

1
> MRD, MRD, MRD!
> Non-chemo options for relapsed/refractory ALL patients
> The response rates for Ph+ patients without any transplant, I 

think that was a little bit eye-opening actually
3

> Importance of checking MRD status frequently 
> In young population, the use of hyper-CVAD vs more pediatric-

inspired regimen, and how relatively they have the same 
efficacy, so you should just use what you’re comfortable with

> In Ph+ patients, trying to develop regimens that are less 
chemo-intense. That was very provocative

2
> Ponatinib as preferred TKI for Ph+ patients
> Less chemo and more of the novel drugs
> Emerging role of venetoclax in ALL

4

> In older patients, I think it’s really clear that the regimen you [Dr 
Jabbour] are using in the frontline, the mini-CVD ino-blina is a 
great choice, and I’m going to prepare myself to use that

> Ponatinib is really difficult for us to get in the community, 
especially early on in treatment before people get out of the 
hospital . . . I’m going to look into trying to improve that process 
here

> I think one of the messages that we can share with our patients 
is that there really is more hope all of the time. Even for those 
of us out in the community, I think we can use more blina, we 
can make a difference



ADVISOR KEY TAKEAWAYS (2/2)
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ADVISOR ADVISOR

5

> For the TKI patients, seeing the success rates that we’re 
having with our Ph+ population, really encouraging, definitely 
makes me rethink how we manage those folks

> Relapsed/refractory setting, definitely more options as the 
new drugs emerge

> Paying close attention to how we check MRD, I think that’s a 
really good takeaway, and we’ll definitely take that back to 
our pathologists and pay attention to those first pulled bone 
marrows, and methods that we’re using
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> The first pull [of bone marrow aspirate], the flow cytometry, the 
importance of MRD

> The emergence of venetoclax
> Some of the chemo-free options for the Ph+ patients, that was 

really enlightening

6

> For me, definitely a learning point was MRD and using the 
NGS and using the first pull. So, try to educate ourselves and 
the rest of our team members over here

> The second point, again, in older patients, less chemo, more 
combination blinatumomab and inotuzumab. I think that’s a 
good learning point

> Thirdly, that even patients who were MRD+ and then 
converted to MRD–, they had good outcomes without 
consequence, so that was a good learning point

8 > Provided no key takeaways



ARS Data – Introductory 
ARS Questions



MOST ADVISORS SEE 3–10 ALL PATIENTS PER YEAR 
(N = 8)
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How many new ALL patients do you see per year?



BLINATUMOMAB HAS BEEN USED IN 1–3 UNIQUE ALL 
PATIENTS BY MOST EXPERTS (N = 8)
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In how many unique ALL patients have you ever used blinatumomab (Blincyto)?



INOTUZUMAB OZOGAMICIN  HAS BEEN USED IN 1–3 UNIQUE 
ALL PATIENTS BY MORE THAN HALF OF THE ADVISORS 
(N = 8)

26

38%

63%

0% 0% 0% 0%
0%

10%

20%

30%

40%

50%

60%

70%

0 1–3 4–7 8–10 11–15 ≥16

Pe
rc

en
ta

ge
 o

f p
hy

si
ci

an
s

In how many unique ALL patients have you ever used inotuzumab ozogamicin 
(Besponsa)?



ARS Data – Management of 
First-Line Therapy



HYPER-CVAD + TKI IS THE PREFERRED INDUCTION REGIMEN 
FOR ADULT Ph+ ALL PATIENTS (N = 8)
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My preferred induction regimen for adult Ph+ ALL patients is:



HYPER-CVAD + RITUXIMAB IS THE PREFERRED INDUCTION 
REGIMEN FOR ADULT Ph– ALL PATIENTS (N = 8)
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My preferred induction regimen for adult Ph– ALL patients is: 



MOLECULAR PCR AND NGS PLATFORM ARE THE MOST 
USED METHODS TO ASSESS MRD (N = 8)
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How do you assess for minimal residual disease (MRD)?



MRD IS ASSESSED AT CR BY HALF THE ADVISORS. THE 
OTHER EXPERTS ASSESS MRD MAINLY AT CR AND 3 
MONTHS FROM INDUCTION, AND EVERY 3 MONTHS 
THEREAFTER (N = 8)
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When do you assess for MRD?



THE ADVISORS CONSIDER BLINATUMOMAB INDUCING A 
RESPONSE RATE OF 80% IN MRD POSITIVE PATIENTS, WITH  
RESPONDING PATIENTS SHOWING OS AND PFS 
IMPROVEMENT (N = 8)
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In patients with positive MRD treated with blinatumomab (select all that apply):



AYA ALL PATIENTS ARE DEFINED AS 15–39 YEARS OLD BY 
MOST ADVISORS (N = 8)
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How do you define AYA ALL?



AYA PATIENTS ARE MAINLY TREATED WITH  PEDIATRIC-
INSPIRED REGIMENS (N = 8)
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In general, how do you treat AYA patients?



PATIENT CASE

> Twenty-four-year-old female patient with no PMH presents with fatigue and easy 
bruising for 2 weeks. Her peripheral blood counts are: WBC = 18,500 with 55% 
blasts and 5% polys; Hct = 23% with MCV = 91; platelet count = 33,000. BM 
biopsy is performed: 55% blasts; MPO negative, PAS positive. Flow: immature 
cells positive for CD45 (dim), CD34, CD10, CD19, CD20, CD22, TdT; negative for 
CD13, CD33, and CD17, and mono and T-cell markers; negative for 
immunoglobulin. Cytogenetics reveals normal 46 XX karyotype. She has 1 sibling
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HALF THE ADVISORS WOULD TREAT THE DESCRIBED 
PATIENT WITHIN CLINICAL TRIALS, WHILE LESS THAN HALF 
WOULD USE A PEDIATRIC-INSPIRED INDUCTION REGIMEN 
(N = 8)
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PATIENT CASE (CONTINUED)

> Day 28 bone marrow assessment confirms CR. MRD is detected by flow 
cytometry. Aberrant blasts are 0.1% of analyzed cells
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BLINATUMOMAB WAS RECOMMENDED AS THE NEXT 
TREATMENT BY MORE THAN HALF THE ADVISORS WHEN 
THE PATIENT IS MRD-POSITIVE AT CR (N = 7*)

38*One advisor did not respond.
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PATIENT CASE (CONTINUED)

> The patient received further consolidation therapy. MRD assessment at 12 weeks 
by flow cytometry shows 0.01% aberrant blasts
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BLINATUMOMAB ± SCT WOULD BE USED BY HALF THE 
ADVISORS IN PATIENTS WITH 0.01% ABERRANT BLASTS 
AFTER FURTHER CONSOLIDATION THERAPY (N = 8)
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ARS Data – Management of 
Relapsed Disease



FOR MOST ADVISORS, INOTUZUMAB OZOGAMICIN 
IMPROVES MRD-NEGATIVITY RATE, RESPONSE RATE AND 
DURATION OF RESPONSE IN R/R ALL PATIENTS (N = 7*)
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FOR NEARLY ALL ADVISORS, BLINATUMOMAB IMPROVES 
OS IN R/R ALL PATIENTS (N = 6*)
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PATIENT CASE

> Forty-five-year-old male presents with fever and fatigue. CBC reveals: Hgb = 9 
g/dL; WBC = 1.8; platelets = 40,000. BM shows 90% blasts MPO(–) CD10+, 
CD20+ (20%), CD19+, and cytogenetics are diploid
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RITUXIMAB–HYPER-CVAD IS THE PREFERRED INDUCTION 
THERAPY FOR THE DESCRIBED PATIENT SCENARIO (N = 7*)
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PATIENT CASE (CONTINUED)

> The patient was treated with R–hyper-CVAD and achieved a CR with MRD 
negativity after induction and at 12 weeks (following cycle 2A). He received 8 
doses of IT-chemo, consolidation, and 2.5 years of maintenance. He remained in 
remission for 4 years and then relapsed with ALL (similar immunophenotype and 
CG)
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BLINATUMOMAB IS THE PREFERRED SALVAGE APPROACH 
FOR THE DESCRIBED PATIENT SCENARIO (N = 7*)

47*One advisor did not respond.
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PATIENT CASE (CONTINUED)

> The patient received reinduction with augmented hyper-CVAD. On day 28 he 
achieved CR2 and MRD negativity, complicated by grade 4 increase in LFTs, 
resolved by day 50. Received cycle 2 with omission of PEG-ASP, completed 8 
doses of IT-chemo 
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STEM-CELL TRANSPLANT IS RECOMMENDED IF A DONOR IS 
AVAILABLE FOR THE DESCRIBED PATIENT SCENARIO (N = 8)
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PATIENT CASE (CONTINUED)

> The patient received a MUD-SCT after 3 cycles of augmented hyper-CVAD. 
Course complicated by grade 2 acute GVHD. He maintained remission, second 
CR for 22 months, presented again with cytopenias, and was found to have 
relapsed ALL
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BLINATUMOMAB IS THE PREFERRED TREATMENT AFTER 
SCT FOLLOWED BY RELAPSED DISEASE IN THE PRESENTED 
PATIENT SCENARIO (N = 8)
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PATIENT CASE

> Thirty-five-year-old female with history of pre–B-ALL diploid cytogenetics and 
CRLF2 negative. Induced with R–hyper-CVAD and achieved CR, MRD negativity. 
She was found to have relapsed ALL at the end of consolidation (CR duration = 6 
months)
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BLINATUMOMAB WOULD BE USED BY ALL THE ADVISORS IN 
THE DESCRIBED YOUNG PATIENT WHO RELAPSED AFTER 
CONSOLIDATION (N = 7*)
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PATIENT CASE (CONTINUED)

> Patient was reinduced with blinatumomab and achieved CR2 at day 28. MRD 
was also negative at day 42. The patient is now receiving cycle 2 of 
blinatumomab and tolerating it well
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CONSOLIDATION WITH ALLO-SCT IS THE PREFERRED 
TREATMENT STRATEGY FOR THE DESCRIBED PATIENT 
SCENARIO (N = 7*)
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