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Report Objectives
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STUDY OBJECTIVES

> Gain perspectives on community treatment practices in Ph+ ALL and CML

> Gain insight into the influence of recent data on community treatment practices



Report Snapshot: Session Overview
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A moderated 
roundtable discussion 
was held virtually with 
oncologists in the 
United States on 
March 20, 2023

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

Insights were 
obtained on 
therapies for Ph+ 
ALL and CML in 
the community 
setting

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



Report Snapshot: Attendee Overview

> The group of physicians comprised 9 oncologists from across the United States
− Attendees of the roundtable represented community oncologists from Arizona, California, 

Georgia, Nevada, Pennsylvania, Texas, and Washington
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Report Snapshot: Agenda

Time (ET) Topic
6.00 PM – 6.10 PM
(10 min)

Introduction
• Program overview

6.10 PM – 6.25 PM
(15 min) ARS Questions

6.25 PM – 7.00 PM
(35 min)

Management Options in Ph+ ALL and CML
• Overview of current data in Ph+ ALL

– Induction regimens
 Choice of TKI
 PhALLCON

– Postremission therapy
– MRD and R/R disease

• Overview of current data in CML
– Primary treatment

 Choice of TKI
 Setting treatment goals

– Response milestones and next steps
• Moderated discussion

7.00 PM – 7.50 PM
(50 min) Discussion

7.50 PM – 8.00 PM
(10 min) Key Takeaways and Meeting Evaluation
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Discussion
Management Options in CML



Discussion: Management Options in CML (1/2)

CML – INSIGHTS AND DATA

Sequencing TKIs

“I use [ponatinib] after, if they have the T315I mutation. . . . I have used ponatinib after they failed like, I generally start off 
with a second generation. I don’t use imatinib first line anymore. So, if they fail nilotinib or dasatinib or bosutinib, then I 
will generally use ponatinib after that.”

“Initially I tend to use imatinib just because of the cost issues and the lack of data that ever showed overall survival 
benefit when compared with other TKIs. When they become refractory, if they don’t have that T31 mutation, I tend to use 
bosutinib. And then the third-line setting, or if they do have that T31 mutation, I use ponatinib.”

“I typically start with the second generation first. And then once they progress, I use ponatinib.”

“[For a patient resistant to dasatinib], it would depend on the type of resistance, but probably I will do ponatinib, and then 
discuss with the transplant team.”

“I have only seen 1 patient who failed 2 transplants, had 2 CAR Ts and he’s in the maybe fifth CR, or I couldn’t do a third 
transplant, so I put him on asciminib.”

“I personally think that it is certainly more attractive to use ponatinib [third line instead of another second-gen TKI], and I 
used to switch to another second-generation TKI and got some patient response, yes. But I believe the data, there is no 
question that ponatinib should be used when they are resistant to second-generation TKI. The only question is that 
sometimes there are patients who are noncompliant; that also plays a factor too.”

“My third-line therapy right now would be ponatinib.”

“I don’t have as much experience with asciminib, but it seems like you have patients who have failed ponatinib and they 
have achieved MMR on asciminib.”
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Discussion: Management Options in CML (2/2)

CML – INSIGHTS AND DATA

TKI resistance

“In the community, I am not able to get the mutational analysis, like the way I would want. Sometimes I get an arbitrary 
result because the insurance will only approve like Quest or LabCorp, and they don’t usually send the test out to a lab 
that has the capacity to actually do a proper mutational analysis. So a lot of times with CML, I will just switch around from 
a second generation to ponatinib or Scemblix and see how they respond. But the T315I, I am able to get that every time I 
order it, so that is one of the mutations that I am able to get. But the rarer ones like you see in the NCCN, or whatever, in 
the commercial labs, it is really hard to get some of those results, at least for me.”

“It's hard to get the kind of mutational analysis other than that T315I mutation readily in the community setting here, so 
sometimes it's hard to extrapolate this data into my patient population.”
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Advisor Key Takeaways



Advisor Key Takeaways
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ADVISOR ADVISOR

1
> Would love to use ponatinib up front, but need more data 

in that setting
> Don’t transplant without asciminib

6
> Use of MRD testing in ALL at 3 months
> Potential to use ponatinib up front in Ph+ ALL
> Use of asciminib in CML

2

> Try to use ponatinib if I can get it, ideally up front in ALL
> Try to use 45-mg dose for T315I and lower dose for non-

T315I
> Will have to wait for long-term results before I can adopt 

ponatinib plus blinatumomab up front in ALL

7

> Use of ponatinib front line in ALL
> Looking for more approvals for ponatinib to ease 

difficulty of insurance approvals
> Should do more NGS for MRD
> Looking for ways to use ponatinib earlier in CML

3
> Ponatinib frontline may decrease the utilization of 

transplant, achieving better CR in ALL
> Rarely see cardiac events with ponatinib at 30-mg 

dose/reduction to 15-mg dose

8
> Less chemo up front and lighter regimens in ALL (like 

ponatinib + blinatumomab)
> Ponatinib second line in CML after second-generation 

TKI failure

4

> Survival follow-up from PhALLCON will be very important 
to understand how ponatinib fits into front line

> Looking forward to follow-up on ponatinib + 
blinatumomab in ALL

> Will look for data on incidence of CNS relapse with 
ponatinib in ALL

9

> Would love to use ponatinib up front in ALL
> Ponatinib + blinatumomab shows promise for avoiding 

transplant
> Check FISH for myeloid cells in patients with p210 

transcripts

5 > Ponatinib up front is a great option
> Looking forward to a chemo-free induction



ARS Results
Management Options in Ph+ ALL



All Physicians Treated at Least 6 Newly Diagnosed ALL 
Patients in the Past Year
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*Two physicians did not respond.
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Approximately how many newly diagnosed ALL patients have you treated in the past 12 
months? (n = 7*)



All Physicians Treated at Least 2 Newly Diagnosed Ph+ ALL 
Patients in the Past Year
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In the past 12 months, approximately how many of your newly diagnosed ALL patients 
were Ph+? (n = 7*)

*Two physicians did not respond.



Achieving MRD Negativity and Getting to Transplant Are 
Physicians’ Primary Treatment Goals in Frontline Ph+ ALL
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*One physician did not respond.
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In frontline Ph+ ALL, what are your treatment goals? 
(Select all that apply.) (n = 8*)



When Choosing a TKI for Frontline Ph+ ALL, Physicians Are 
Most Influenced by Efficacy Data
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*One physician did not respond.
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Which of the following factors most influences your choice of TKI in frontline Ph+ ALL? 
(n = 8*) 



Physicians Have Most Commonly Used TKI With High-Intensity 
Chemotherapy in the Past Year
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Which of the following induction regimens have you used in Ph+ ALL in the past 12 
months? (Select all that apply.) (n = 8*)

*One physician did not respond.



88% of Physicians Believe It Is “Crucially Important” to 
Achieve MRD Negativity in Ph+ ALL

19

0%

13%

88%

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Not important at all Somewhat important Crucially important

Pe
rc

en
ta

ge

How important is it to achieve MRD negativity? (n = 8*)

*One physician did not respond.



The Majority of Physicians Check for MRD at the End of 
Induction
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*One physician did not respond.

13%

75%

13%

0% 0% 0% 0% 0%
0%

10%

20%

30%

40%

50%

60%

70%

80%

At CR At end of
induction (EOI)

At 3 months
from EOI

At start of
consolidation

At end of
consolidation

Prior to SCT Other I never check for
MRD

Pe
rc

en
ta

ge

When do you prefer to perform an initial assessment for MRD? (n = 8*) 



The Majority of Physicians Do Not Face Challenges When 
Ordering MRD Testing
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What challenges do you face in ordering MRD testing? (Select all that apply.) (n = 8*)

*One physician did not respond.



Two-Thirds of Physicians Were Familiar With PhALLCON
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Which of the following Ph+ ALL studies are you familiar with? (Select all that apply.) (N = 9)



Physicians Are Aware of Some PhALLCON Data, Such as the 
MRD-Negativity Rate and MRD-Negative CR Rate
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*One physician did not respond.
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Which of the following are true of PhALLCON? (Select all that apply.) (n = 8*)



ARS Results
Management Options in CML



Physicians See Varying Numbers of CML Patients

25

33%

22%

33%

0%

11%

0%

5%

10%

15%

20%

25%

30%

35%

≤3 4–6 7–15 16–20 ≥21 

Pe
rc

en
ta

ge

How many CML patients have you personally managed in the past 12 months? (N = 9)



Physicians Have Varying Levels of Experience in Later Lines 
of Treatment
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How many CP-CML patients have you treated through ≥3 lines of therapy? (N = 9)



Physicians Primarily Consider Mutation Status, Prior AEs, and 
Comorbidities When Selecting Treatment After First-
Generation TKI Failure
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Which of the following patient characteristics do you consider most important when selecting 
treatment following first-generation TKI failure for your CML patients? (Select your top 3.) (N = 9)



Dasatinib Is the Most Commonly Recommended Treatment for 
Patients Who Are Resistant or Intolerant to First-Generation 
TKIs
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What would you recommend for patients with CP-CML who are resistant or intolerant to 
first-generation TKIs? (N = 9)



Physicians More Strongly Consider Resistance and Response 
to Prior Agents When Selecting Treatment After Second-
Generation TKI Failure Compared With First-Generation Failure
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*One physician did not respond.
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Which of the following patient characteristics do you consider most important when selecting 
treatment following second-generation TKI failure for your CML patients? (Select your top 3.) (n = 8*)



Ponatinib Is the Most Commonly Recommended Treatment for 
Patients Who Are Resistant or Intolerant to Second-Generation 
TKIs
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*One physician did not respond.
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What would you recommend for patients with CP-CML who are resistant or intolerant to 
second-generation TKIs? (n = 8*)



Mutational Status, Safety Profile, and Efficacy Profile Are the 
Strongest Drivers of Therapy Choice in R/R CP-CML
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*One physician did not respond.
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What factors drive your choice of therapy for R/R CP-CML? (Select all that apply.) (n = 8*)



All Physicians Would Use Ponatinib for a Patient With a T315I
Mutation
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Which agent(s) do you use for patients with a T315I mutation? (Select all that apply.) (N = 9)



All Physicians Are Comfortable With TKI Dose-Reduction 
Strategies, With 67% Identifying as “Very Comfortable”
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How comfortable are you utilizing TKI dose-reduction strategies to manage toxicity? 
(N = 9)



Insurance/Reimbursement Denials and AE Management Are 
the Most Common Challenges Physicians Face in CML

34
*One physician did not respond.
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What are the major challenges you encounter in the management of your CML patients? 
(Select all that apply.) (n = 8*)
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