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Background

- Ph+ ALL is an aggressive, life-threatening cancer that affects the lymph nodes and leads to an overproduction of
immature white blood cells.12:3

When hematologist-oncologists decide between frontline treatments for Ph+ ALL, what benefit-risk

trade-offs are they willing to make”? How do these trade-offs vary based on the clinical characteristics of « When choosing a frontline TKI

a patient? treatment for Ph+ ALL,
hematologist-oncologists in this
study prioritized increasing the
chance of achieving MRD-ve
CR over avoiding risks.

« Several tyrosine kinase inhibitors (TKIs) are routinely used in combination with chemotherapy as frontline treatment for
Ph+ ALL.4°> These treatments have different benefit-risk profiles,® which may impact shared decision-making due to
competing desires to maximize efficacy and minimize risks.
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* In a prior discrete choice experiment (DCE), adults with Ph+ ALL generally prioritized efficacy over avoiding risks when
selecting a frontline treatment.® However, preferences differed among patients.® It is important to understand the
preferences of physicians treating Ph+ ALL because they are critical contributors to shared decision-making.
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