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Gain physicians’ perspectives on
> Frontline therapies for AYA patients with ALL 
> Management options in relapsed/refractory (R/R) ALL
> Treatment challenges in AYA patients with ALL
> Drivers and barriers to adopting new therapies in the community setting

STUDY OBJECTIVES

Report Objectives

4



Report Snapshot: Session Overview
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A moderated 
roundtable 
discussion was held 
with oncologists in 
the United States on
June 24, 2024

Disease state and data 
presentations and moderation 
were led by Michael R. 
Grunwald, MD, FACP, from 
Atrium Health Levine Cancer 
Institute, Charlotte, NC, in 
conjunction with content 
developed by the Aptitude 
Health clinical team

Insights were obtained on 
current treatment 
approaches for the 
management of ALL in 
young adults, including 
their experience with ASP-
containing regimens in 
the frontline 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 12 oncologists from the United States, representing both 

academic and community setups 
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Practice City State
Advanced Care Oncology & Hematology 
Associates Springfield MD

Texas Oncology Dallas TX

University Hospitals Seidman Cancer Center Parma OH

Lovelace Health System Albuquerque NM

Riverside Medical Center Riverside CA

Regional Cancer Care Associates Riverdale NJ

Hematology Oncology of Indiana Indianapolis IN

New York Oncology Hematology Hudson NY

Jefferson Health Sidney Kimmel Cancer Center Sewell NJ

Kaiser Permanente Riverside Medical Center Riverside CA

Comprehensive Cancer Centers Las Vegas NV

Alta Bates Summit Medical Center Berkeley CA



Report Snapshot: Participant Demographics 

7*One physician did not respond. 

27%

45%

27%

In the past 12 months, approximately how many 
newly diagnosed AYA (18–39 years old) patients 
with B-cell ALL have you personally treated or 

managed care for?  (n = 11*)

0 1–2 3–5 6–10 11–20 ≥21

Nearly 75% of 
physicians 

personally treated 
or managed care for 

at least 3 AYA 
patients with B-cell 
ALL in the past year

27%

45%

27%

Approximately how many of your newly 
diagnosed patients with ALL in the past 12 

months were Ph-negative? (n = 11*)

0 1–2 3–5 6–10 11–20 ≥21

Nearly 75% of 
physicians reported 
treating 3–10 newly 
diagnosed patients 

with B-ALL who were 
Ph negative, with 45% 
indicating that 3–5 of 

these patients fell 
within this range



Report Snapshot: Agenda

8

Time (CT) Topic

6.00 PM – 6.15 PM
Introduction
• Program overview
• ARS questions 

6.15 PM – 7.50 PM Frontline Management Options in ALL

7.50 PM – 8.00 PM Break

8.00 PM – 8.50 PM Management Options in Relapsed/Refractory (R/R) ALL

8.50 PM – 9.00 PM Key Takeaways and Meeting Evaluation



Discussion Summary
Frontline Management Options in ALL



Discussion: Frontline Management Options in ALL (1/9)
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“We normally see maybe 5 to 10 [patients with B-ALL] at the most. We get a lot of them through emergency room 
or hospitalist consults. Very rarely, I would have somebody sent to an office with ALL. Most of the time, they show 
up in the hospital bleeding or pretty high white blood cells, not feeling well.”

“We do have a relationship with the pediatric oncologist, and we send them most of the patients who need 
pediatric regimens—especially in their early 20s, like mid-20s, teens. They're very receptive, and there's a lot of 
pediatric protocols they use, which we're not very familiar with.”

“We do have a relationship with pediatric heme-onc team, and they're wonderful, but they will not take anybody 
over 25. So, if they're under the age of 25, like early 20s, they'll take them. If they're past 25, they'll give us some 
advice. They'll send us their latest regimen, hold our hands, and kind of help us walk through it, but they will not 
take them as patients.”

“I think that the younger age of the patients usually tends to bring a little bit more insight and motivation, and 
there's strong nurse navigation in place or collaborative kind of support to ensure that the patients get the level of 
care that they need, especially if we're looking at curative intent.”

Patient flow and 
referral practices

INSIGHTS AND DATA



Discussion: Frontline Management Options in ALL (2/9)

“If these patients do need to be hospitalized due to complications, they're not really served very well in a local-
regional community hospital where I don't have an inpatient unit or the mechanisms to overcome some of the 
toxicities or designated support. . . .”

“For some patients, it's probably better to go to the academic hub, and then we can work together to choreograph 
subsequent treatments. Maybe it's a hybrid approach, like in mantle cell lymphoma, where we stratify part of the 
treatment in the community and part in the academic setting, and work collaboratively, but that's only because we 
share an EMR and have a multidisciplinary tumor board to collaborate closely.”

“I'm a community-based oncologist, so I tend not to mess around with younger patients. . . . The more I think I 
know, the more I realize I don't know. . . . For these patients that are coming to me, I don’t have a problem working 
with . . . Blincyto [blinatumomab] in the relapse/refractory setting, but I tend not to mess around too much in the 
front line, especially with patients that are KNT2A or hypodiploid or have high-risk features, to begin with.”

Community vs 
academic settings

INSIGHTS AND DATA

“Our population is more of the Hispanic, and we see a lot of young Mexicans AYA, and I'm not sure if that is 
something if there are any studies on that. But in our hospital, that's who we see the most that has the AYA, and . . 
. we see a lot more toxicities in the obese population of young adults.”

“I think . . . age, Philadelphia chromosome-positive versus negative, symptoms, . . . urgency of treatment, it goes 
along with the tumor burden, performance status. Usually in younger people, the performance status is better, and 
they can tolerate more punishment in terms of induction, and they have fewer comorbidities. But, as one gets 
older, definitely have more comorbidities.” 

Patient factors for 
selection of 
therapies



Discussion: Frontline Management Options in ALL (3/9)
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“We treat everything. We use pediatric regimens. We do not have a relationship with pediatric hematologists, but 
we treat the AYA regimens, either one of the COG protocols or . . . pediatric-based adult regimen as our go-to.”

“The only thing that changed it about a year ago, despite once we got these people into remission, before we went 
on to maintenance, we now consolidate with BLINCYTO because of the CALGB data . . . For patients above 50 or 
so, or somebody with poor performance status, we are tending to do either Hyper-CVAD with blin and ino or the 
mini–Hyper-CVAD with blin and ino, depending upon comorbidities.”

“When you talk to oncologists from like MD Anderson, they don't really use asparaginase, and they feel like dose 
intensity from Hyper-CVAD is just as effective as the asparaginase . . . Now, with BLINCYTO as a backup for 
someone who’s MRD positive, do you think we still need to do the asparaginase and expose patients to all these 
toxicities? I mean you could do two cycles of A and B, Hyper-CVAD. If they're negative, then you're probably in 
good shape . . . The bottom line is the MRD. . . . ”

“The most compelling [thing mentioned is the administration] of full dose on time . . . ” 

“In terms of first-line therapy, I think for us we use, for very young people, which I would say are below 30, 
definitely the Dana Farber regimen. But, for a little bit older people, we use more Hyper-CVAD. We also use 
Wendy Stock's regimen, the CALGB protocol for young adults.”

Treatment protocols 
and preferences

INSIGHTS AND DATA



Discussion: Frontline Management Options in ALL (4/9)
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“We treat up to the age of 39. The majority of us will use the CALGB protocol, but there are some who talk to MD 
Anderson, and they'll do the mini–Hyper-CVAD/ino/BLINCYTO.”

“I have had very good experience with some of the newer regimens, even for very old adults, where we have used 
a mini–Hyper-CVAD with blina-ino, and the challenge with giving ino as an inpatient is that it's never approved. It's 
horribly expensive. But we found a way to get it outpatient. We just give it after the patient recovers the count, 
discharge them, and give them outpatient. In that setting, we've had pretty decent luck, and all of those patients 
we've tried so far, it's not too long now, it's only two or three years out, and they are in remission, and the 
treatments are fairly well tolerated. So, I would say that those regimens, the long-term data look good for adults, 
and this is the MD Anderson regimen, either the Hyper-CVAD with blina and ino or the mini–Hyper-CVAD with 
blina and ino for older adults, or even the Alliance. I think we may see it supplanting asparaginase, even for AYAs, 
but I don't know the data yet, so I don't use it for—I only use it for those patients who cannot tolerate it or have too 
many comorbidities.” 

[Do you have an age cut-off? Do you have a hard cut-off, after which you are not going to administer a pediatric-
inspired regimen?] “You know, I didn't have one. Maybe till 50. But then what happened is with the data from the 
Hyper-CVAD with ino and blin, it looks pretty good, decent, at least in the short-term for three- or five-year data 
from MD Anderson. I've tended to use that a little bit more. But I would still probably use pediatrics for up to 40-45, 
depending on the performance status until I have more data from the other regimens, longer-term data.”

Treatment protocols 
and preferences

INSIGHTS AND DATA



Discussion: Frontline Management Options in ALL (5/9)
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“Years ago, I had to use Erwinia only once, because of a bad reaction to E.coli. We didn't have access at that time 
to PEG. I don't know if it was available or it was in shortage, but we used Erwinia and got the patient through it 
somehow. It was tough.”

“For the most part, with PEG-asparaginase, we've been able to take the patient through. Now, there are very good 
guidelines on how to preempt at least some toxicities, the clotting and stuff like that.”

“With PEG-asparaginase, luckily, for the last couple of patients, they've been okay. But, I've had to talk with the 
administration, with the pharmacy department, and all that to get it approved finally.”

“I'm getting used to learning from my pediatric colleagues here. I have the benefit of working with a team of 
pediatric oncologists who've taught me over the past few years about these asparaginase-based products.”

“When I had my last [patient on] PEG-asparaginase, her coagulopathy didn't start until day three, or something 
like that . . . ”

[For those who are using less asparaginase-based products or who haven't used asparaginase much at all yet, 
would it help to have a network of folks who were experienced with asparaginase regimens consisting of pediatric 
and AYA treaters, perhaps, to advise on asparaginase regimens?] “I think certainly. The problem we have is that 
the guidelines for managing toxicity are not that standardized. I had to look up various references to see how to 
manage coagulopathy, like clots and other things.”

“The whole discussion is really fascinating. I wouldn't be giving asparaginase by myself. We have leukemia 
experts in the larger health systems that would certainly take a primary role in managing these patients”

Treatment challenges 
and barriers to the 
use of ASP-
containing 
(“pediatric-inspired”) 
regimens 

INSIGHTS AND DATA



Discussion: Frontline Management Options in ALL (6/9)
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“But, from the asparaginase [point of view], it looks like the recombinant product should be the way to go . . . 
We're talking CAR T, stem cell transplant, thousands of dollars . . . the expense of a number of these therapies is 
a lot . . . compared to the cost difference of the recombinant asparaginase product . . . the recombinant product 
looks like a much better option compared to others . . . I think that it's certainly an option for patients who have 
hypersensitivity to the pegylated versions of asparaginase . . . ”

To your point, older patients [have] terrible toxicities. The most recent patient that I treated with the pediatric 
regimen had every toxicity in the book from asparaginase. You can list it from clot to transaminitis to 
hypertriglyceridemia to pancreatitis to basically, they had every toxicity . . . Adults don't do as much— as they get 
older, above 30 even, they do—I mean you've shown the regimen for a patient who was 17 and in their 20s, but 
with each incremental age, we find the asparaginase becomes harder to give. But we can get them through it.”

“I think, if you're really young, like 18 to like 21, or something like that, less than 30, you might consider [using 
asparaginase]. But anything above that, I think it's tough.”

Treatment challenges 
and barriers to the 
use of ASP-
containing 
(“pediatric-inspired”) 
regimens (cont.)

INSIGHTS AND DATA
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INSIGHTS AND DATA

[Is the CALGB10403 study practice changing, this 2019 study from Dr. Stock and colleagues showing 
encouraging outcomes in terms of overall survival, disease-free survival, and relatively good tolerability with this 
pediatric regimen, for patients going up to the age of 39. Is that practice changing or not? And, if not, then why 
not? And, if so, then what's been your experience with the regimen?] 

“I think it's compelling. I mean, again, as some of my colleagues in the community practices or hospital said, 
probably we won't be doing it, because we are affiliated with the so-called mothership. But, I think we are the first 
ones talking to the patients, . . . knowing that I can start the process of discussion with the patient if they are in 
that age group and they're expected to be treated like pediatrics with the possibility of good overall outcomes. So, 
a lot of times, that kind of initial primer help the patient make those decisions also, even after they are being 
referred to the bigger centers. I think it's good for us to know those pediatric regimens. More and more patients 
are able to tolerate it, and they are much better compared to the toned-down other adult regimens.”

Reaction and 
familiarity with 
CALGB 10403 study

“I think [NCCN guidelines] help get drugs paid for. As we said, some of these drugs are expensive, especially if 
we're asking the hospital to sort of eat the cost if it's being given on an inpatient basis. The administrator will want 
to see that it’s guideline-based.”

“NCCN guidelines are more general, broader recommendations . . . I think they give us kind of options . . . For the 
most part, everything is going to be Category 1 or Category 2A . . . I think that unique individual kind of 
characteristics of the patient, and the risk profile of the patient become relevant, and then comorbidities kind of 
weigh in very heavily . . . I tend to defer to the collaborative team that's kind of involved.”

Role of NCCN 
guidelines in 
informing treatment 
decisions/ use of 
pathways 



Discussion: Frontline Management Options in ALL (8/9)

17

“The problem is with the community hospitals, they often have difficulty approving, especially the PEG-
asparaginase because of the expense.”

“Initially, BLINCYTO was okay [to prescribe], but sometimes recently we have had pushback, again because of 
the expense and the need for hospitalization some days . . . ”

“When I do [have] an AYA [patient], they invariably always [get] delayed [being seen]. It's partly because of my 
lack of experience with the AYA, and the pharmacists do not have as much experience as I do, because we have 
clinical pharmacists monitoring these. They're not as aggressive as our pediatric colleagues . . . Then, when they 
see the liver function go up, they hold the medication, which I don't think is necessary—then, the ANC drops, so 
they hold the medicine again. A lot of pediatric hematologists will just treat through it . . . I think having a lack of 
very clear understanding how to treat it and not be brave to treat through it may potentially delay patient's care, 
because you're delaying their treatment.”

“I personally haven't had the problem with BLINCYTO, but a couple of my colleagues did say that they could not 
administer it, because it is the hospital didn't want to administer it, and then, of course, keep the patients in 
hospital for 14 or 28 days. So, that was one issue”

“For us, because we're a branch of the main NCI-designated hospital, we don't really have a great nursing staff to 
support inpatient . . . it's just more difficult, because we don't have a large volume at our center, so it does make it 
more difficult to actually treat those patients.”

Challenges in 
managing ALL: 
financial, 
institutional, and 
practice-related 
barriers

INSIGHTS AND DATA
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“I think one of the problems that we also have is fertility preservation in younger people. We have had patients in 
their early 20s who’ve not been married, and have no children, and that has to be taken into consideration also.”

“I'm getting used to it [checking the drug levels routinely] . . . I think it's especially important to measure the levels 
in patients who are having hypersensitivity, because those are patients who are unlikely to have good depletion of 
their asparagine.”

“Maybe it's a good idea [to check the drug levels routinely]. But the problem is that the assay is not reliable. We 
don't know where to send it to. That's the problem. And what's the turnaround time? How do they get it back? 
That's the million-dollar question.”

“We initially had an issue with getting BLINCYTO, the REMS training, but after we had REMS training, we were 
able to only give the first dose in the hospital but can give the BiTE in outpatient once they've tolerated it and have 
had no CRS or ICANS. So, we've been giving BLINCYTO mostly outpatient now and have not had an issue . . . 
One thing that helps us is to have extended infusion room hours up till 9:00 every day, at night, and on weekends, 
we are open from 7:00 to 5:00 or 6:00, and that makes it easy to provide continuity of care with many of the 
complex regimens . . . We use pathways, but . . . we don't get ALL leukemias built into those pathways.”

Challenges in 
managing ALL: 
financial, 
institutional, and 
practice-related 
barriers (cont.)

INSIGHTS AND DATA
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“If they got chemo in the beginning, then your options will be the bispecifics or the inos, and refer them to 
transplant. So, I typically would not re-induce them . . . Because you have better options now. You have these 
novel bispecific therapies. So, I feel like I would try those before I re-induce these patients.”

“Yeah, [I am using blin first]. Especially if they're transplant candidates. So, you don't want to use the ino before 
transplant because of the VOD risk.”

[Would anyone go to CAR T before blin or ino?] “We'd probably use CAR T later in the line at this time.”

[How would you approach treating a relapsed patient, if they initially received blin with their induction/consolidation 
package?] “Maybe it depends on when they relapse subsequent to completion of the blin . . . the duration of the 
remission. I think if it was over a year, I think you could certainly go back.”

[Transplant considerations in ALL treatment] “I think second-line patients, if they're transplant eligible, should get it. 
But the front line is becoming a question of whether some of them need it . . . At least the MD Anderson people 
would want you to believe that their regimens are good enough that at least many of those patients may not need 
a transplant at all to get MRD-negative CR . . . ”

Current 
management and 
perceptions of ALL 
in the R/R setting

INSIGHTS AND DATA

Discussion: Management Options in R/R ALL (1/2)
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INSIGHTS AND DATA

[How often are you checking the MRD status of patients?] “Every three months . . . bone marrow . . . we do not have 
the ClonoSEQ based, which we could check on the peripheral blood cell. We do a bone marrow every three to four 
months, while on at least treatment.”

“At this time, every three months I do a bone marrow. I look for at least FLOW-based MRD. Hopefully, we'll have 
PCR-based MRD soon. But, right now, we are still relying on FLOW-based.” 

“We've been using ClonoSEQ mainly for multiple myeloma and CLL. I have much less experience with ALL. I'm not 
impressed with that company or that technology or that process, but that's the only thing we have . . . [ClonoSEQ is] 
very complicated. It's difficult to interpret the report. Initially, you have the bone marrow specimen, and then you 
have to coordinate with the blood, and you have to register for it. Every physician has to register for it. It's just not 
very user-friendly, from getting the patient going. I think after a while it becomes easier, but initially, it's very 
complicated.” 

“I was going to say about MRD . . . The main issue with ClonoSEQ [is that] you need the archival specimen and 
sending it by pathology is the main challenge. Otherwise, the results are pretty good. When you get the results – if 
you do – it's not bad. I haven't used it yet for ALL.” 

“I have used it [ClonoSEQ] for ALL . . . Part of the problem is sometimes you don't know what disease a patient has 
when they're diagnosed, so you kind of need to pull a sample and keep it in the fridge while you're figuring out what 
a patient has. Then, if there's not enough marrow, you could send the archival sample on peripheral blood. But it 
does require a lot of foresight and a little bit of a system to get that done, and I agree that the results can be helpful 
with ClonoSEQ.” 

Experiences related 
to MRD testing 
timing, and 
availability 

Discussion: Management Options in R/R ALL (2/2)
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ADVISOR ADVISOR

1

> It was insightful to learn about the data on the advent of 
asparaginase and its application in pediatric protocols.

> Gained awareness of the data supporting blinatumomab and 
the potential for more upfront use of CAR T therapy.

> Understood that transplant might be considered after 
progression on CAR T therapy

2

> Anticipated changes include the use of blinatumomab and 
inotuzumab as first-line therapies, with CAR T potentially 
moving to second-line for relapsed or refractory cases if 
these are used upfront

> Transplants may only be reserved in relapsed cases or 
those refractory to CAR T therapies

3

> The discussion on asparaginase is interesting and it remains 
an important part of the treatment, including the CALGB10403 
regimen

> It was interesting also to hear about new antibodies and BiTE
therapies

> The subcutaneous blinatumomab continues to be promising 
from a logistical perspective

> It was interesting to hear about CAR T and how it seems to be 
becoming an important part of the treatment algorithm here

4

> I valued the updated data on mini–Hyper-CVAD combined 
with blinatumomab. I liked that you reiterated the long-term 
data were recently presented at ASH

> Interest in ClonoSEQ-based MRD testing is due to its less 
invasive nature. It would be peripheral blood and less need 
for marrow

> The CAR T data is very intriguing, especially the newer 
CAR T therapies, not restricted by age, like KYMRIAH, that 
we could use for more patients older than 25

5
> The effectiveness of pediatric-style regimens for adults 

reinforced my current practice. The data was very helpful
> Transplant role is diminishing, which was new and significant 

information for me
> The data on CAR T therapy was particularly informative

6
> Asparaginase remains critical in AYA regimens
> New antibodies in the first line could replace older regimens 

like CALGB or Hyper-CVAD to achieve MRD
> Transplant is now less common upfront due to better 

pharmacological options



Physician Key Takeaways (2/2) 

24

ADVISOR ADVISOR

7

> Main points include the importance of dose intensification in 
the frontline setting with asparaginase-based regimens, 
aiming for optimizing dose and collaboration for the 
administration of pediatric kind of regimens 

> The practicality of subcutaneous blinatumomab is going to 
make administration in the community-based setting more 
compelling

> Impressed by the FELIX data demonstrating durable clinical 
benefits for relapsed/refractory patients

8

> Given the robust data on asparaginase-based protocols, I 
am considering adopting them more widely for patients 
aged 30-39. Currently, we use Hyper-CVAD for this age 
group, while younger patients receive pediatric regimens. 
The strong evidence supporting asparaginase suggests it 
could be beneficial for those who are between 30-39

> For second-line treatment, I generally opt for CAR T 
therapy, especially since many of my patients are older and 
have a performance status that does not support transplant. 
CAR T therapy offers a more suitable alternative for them

9

> The hypersensitivity data presented was very enlightening. If 
patients are hypersensitive, it might also affect the drug’s 
effectiveness, which is a significant concern. I'm concerned 
about the lack of such testing for many drugs

> I haven’t frequently used asparaginase in the past, primarily 
due to familiarity with our current drug pathways. However, I 
believe we should consider utilizing it more often given its 
potential benefits

10

> The session provided valuable insights into the optimal use 
of asparaginase therapies

> The progress in antibody-based treatments and CAR T is 
remarkable

> Stem cell transplants are not generally required in the first 
remission, except for patients with high-risk factors, such as 
KMT2A, and maybe some Ph-like patients

11

> The application of pediatric regimens in adult patients was a 
key learning point

> The use of CAR T, MRD, and other novel therapies like 
bispecifics and monoclonal antibodies is expanding

> We have more advanced drugs available than patients for 
ALL, which is a positive development

12

> I agree with the discussed points, particularly the value of 
asparaginase and the need to increase dose intensity

> The integration of blinatumomab and inotuzumab in 
frontline therapy is promising

> There is a potential shift towards less chemotherapy and 
more immunotherapy in the future for treating ALL
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All Physicians See Overall Survival as Most Important in 
Considering First-Line Therapy Options for AYA Patients With 
ALL, Followed by High Cure Rate and Durable Remission
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Overall, for most AYA patients with ALL, which of the following treatment goals are the 
most important to you when considering first-line therapy options? 

(Select your top 3 choices.) (n = 11*)

*One physician did not respond. 



Most Physicians (or their practices) Have Prescribing Rights at a Nearby 
Hospital or Infusion Center Where Patients Can Receive Myelosuppressive 
Intensive Chemotherapy like Hyper-CVAD; Nearly 30% Reported That Their 
Patients Have Access to Facilities Offering ASP-Containing Regimens
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My practice can, or I have prescribing rights at a nearby hospital/infusion center where
patients can receive myelosuppressive intensive CHEMOTHERAPY (eg, hyper-CVAD)

My practice can, or I have prescribing rights at a nearby hospital/infusion center where
patients can receive regimens containing ASP

I can refer to hospitals/infusion centers where I DO NOT have prescribing rights, but
patients can receive myelosuppressive intensive CHEMOTHERAPY under my

management of care

I can refer to hospitals/infusion centers where I DO NOT have prescribing rights, but
patients can receive regimens containing ASP under my management of care

I refer almost all my AYA patients to an academic/specialist center for treatment
decisions and administration, and I DO NOT manage their first-line care

Other

Percentage of physicians

How would you describe your access to treatment facilities for the administration of first-
line therapy for your AYA patients with ALL? (Select all that apply.) (n = 11*)

*One physician did not respond. 



55% of Physicians Chose Hyper-CVAD ± Immunotherapy for Treating 
Newly Diagnosed Ph-Negative AYA Patients With ALL; Over a Third Opted 
for ASP-Containing or Modified BFM Backbone Therapy ± Immunotherapy
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Which of the following treatment regimens do you most commonly use for newly 
diagnosed AYA patients with Ph-negative B-cell ALL (18–39 years)? (n = 11*)

*One physician did not respond. 



Physicians Were Divided Equally in Their Evaluations of Toxicity Profiles; 
45% Regard ASP-Containing or Modified BFM Backbone Therapy as 
Having the Least Favorable Toxicity, and 45% View Hyper-CVAD With 
Comparable Concern Regarding Its Toxicity
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Which of the following regimens do you perceive as having the least favorable TOXICITY 
PROFILE in first-line induction for Ph-negative B-cell ALL in AYA patients (18–39 years)? 

(n = 11*)

*One physician did not respond. 



73% of Physicians Had the Most Experience in Managing AEs Associated 
With the Hyper-CVAD Regimen for Ph-Negative B-ALL in AYA Patients. In 
Contrast, They Were Significantly Less Experienced With AEs Linked to 
ASP-Containing Regimens
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Which of the following regimens do you have the most experience with in managing the 
ADVERSE EVENTS associated with first-line induction for Ph-negative B-cell ALL in AYA 

patients (18–39 years)? (n = 11*)

*One physician did not respond. 



When Using ASP Regimens, Most Physicians (91%) Will Use It 
in the First Line for Their AYA Patients With B-ALL; Very Few 
Utilize It in the Second Line
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In which of the following AYA B-cell ALL therapy lines do you routinely first use an 
ASP-based regimen? (n = 11*)

*One physician did not respond. 



Almost All Physicians Agreed That ASP Regimens Are Suitable for 18- to 39-Year-Old 
Patients With ALL; Over Half Were Aware of Recent Guidance on AEs Associated 
With ASP-Based Treatments, and Nearly Half Recognized the Superiority Data of 
These “Pediatric-Inspired” Regimens Over Traditional “Adult” Regimens
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Percentage of physicians

Which of the following statements about ASP-containing (“pediatric-inspired”) regimens 
usage in first-line therapy for Ph-negative B-cell ALL in AYA patients do you agree with? 

(Select all that apply.) (n = 11*)

*One physician did not respond. 



Nearly Half the Physicians Were Somewhat Familiar With the 
AALL1931 Study Results; 17% of Physicians Were Very 
Familiar With These Findings
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How familiar are you with the AALL1931 study results for treating ALL in adult and 
pediatric patients who have developed hypersensitivity to E. coli-derived ASP? (N = 12) 



67% of Physicians Would Discontinue ASP Therapy if Their AYA Patients 
Experienced Pancreatitis, 58% Would Stop Treatment Due to Cases of 
Transaminitis, and 50% Would Discontinue Due to Hypertriglyceridemia
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According to your experience/knowledge, which of the following adverse events are typical 
reasons to discontinue therapy with ASP in first line for AYA patients with ALL? 

(Select all that apply.) (N = 12)



ARS Results
Management Options in R/R ALL



For 80% of Physicians, Comorbidities Are the Leading Influence on 
Therapeutic Decisions in the First-Relapse Setting, Closely Followed by 
Ph Status, Initial Induction Therapy Response, and Timing of Relapse, 
Each at 50%

36*Two physicians did not respond. 
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Which of the following clinical factors most influence(s) your choice of therapy in the first-
relapse setting? (Select your top 3 choices.) (n = 10*)



80% of Physicians Would Consider Changing the Treatment Approach If MRD 
Positivity Persists Across Any of the Treatment Stages Listed Below, Indicating 
a Strong Preference for an Adaptive Treatment Strategy Based on Ongoing 
MRD Assessment; 40% Opted to Change Treatment Protocols Early on, 
Typically at the End of Induction

37*Two physicians did not respond. 
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At what point in treatment would persistent MRD positivity lead you to change ALL patient 
care? (Select all that apply.) (n = 10*)



The Most Significant Challenges in Ordering MRD Testing Include 
Reimbursement Issues and Patient Refusal to Undergo Bone Marrow 
Aspirate, Each Reported by 29% of Physicians, Followed by 24% Indicating 
That Pathologists at Their Practices Do Not Offer MRD Testing

38*Two physicians did not respond. 
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What challenges do you face in ordering MRD testing? (Select all that apply.) (n = 10*)



Patient Case

> A 35-year-old woman presents with a history of pre–B-ALL diploid cytogenetics 
and is CRLF2 negative. She was induced with R–Hyper-CVAD and had a CR with 
MRD negativity. She was found to have relapsed ALL at the end of consolidation 
(CR duration = 6 months). Her CD19 and CD22 status are both positive
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Most Physicians (90%) Would Opt for Blinatumomab as the Next 
Treatment Option for a Young Patient With Relapsed ALL, With a History 
of Pre–B-ALL, Positive for CD19 and CD22, Diploid Cytogenetics, and 
CRLF2 Negativity, Who Had a CR With MRD Negativity Following 
Induction With R–Hyper-CVAD

40*Two physicians did not respond. 
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Your next plan would be: (n = 10*) 
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