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Introduction

1 Treatment for CLL has substantially changed with the approval of novel agents, namely 

BTK and BCL-2 inhibitors, which have different efficacy and toxicity profiles.  
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The aim of the current analysis was to determine how incremental changes in efficacy and 

toxicities may impact treatment selection in the 1L setting among patients with CLL and 

oncologists.

Little is known about how US oncologists and patients weigh potential efficacy benefits and 

toxicity risks when choosing a novel therapy for 1L CLL treatment.

Note: 1L, first line; BCL-2, B-cell lymphoma 2; BTK, Bruton tyrosine kinase; CLL, chronic lymphocytic leukemia.



Methods

Procedure and sample

• A discrete choice experiment (DCE) was used to quantify preferences for 1L treatment with novel agents. 

Demographic and practice data on oncologists and patient characteristics were also collected.

• Patients: (1) aged ≥18 years, (2) diagnosed with CLL, (3) willing and able to provide informed consent, (4) 

English and computer literate with computer access, (5) not employed by a market research, advertising, or 

pharmaceutical company.

• Oncologists: (1) in practice 5-30 years, (2) board-certified oncologist/hematologist, (3) currently manage ≥20 

patients with CLL using systemic treatments, (4) prescribe novel agents for CLL treatment, (5) spend ≥50% of 

time in direct patient care.

Analysis

• Preference weights for each attribute level were estimated via hierarchical Bayesian regression models. 

• A hypothetical treatment profile was developed, and its corresponding preference weights were summed into 

an overall weight. This was compared with the summed preference weights for other hypothetical profiles 

varying in AE risks and 2-year PFS. Higher positive values indicated the more preferred profile.
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Note: AE, adverse event; CLL, chronic lymphocytic leukemia; PFS, progression-free survival.



Results: Sample Characteristics

Patients (N=220)

Current treatment status, n (%)

In or completed 1L 80 (36.36)

In or completed 2L or later LOT 70 (31.82)

In active surveillance 70 (31.82)

Age in years, mean (SD) 56.44 (10.47)

Disease duration in years, mean (SD) 2.00 (3.10)

Oncologists (N=151)

Primary practice setting, n (%)

Community 108 (71.52)

Academic 43 (28.48)

# of patients with CLL managed in past year, mean (SD) 65.18 (64.10)

# of patients with CLL managed in active surveillance, mean (SD) 16.56 (23.16)

# of patients with CLL managed in or completed 1L, mean (SD) 26.56 (29.25)

# of patients with CLL managed in or completed 2L or later LOT, mean (SD) 22.05 (21.69)

# of years in practice 16.29 (7.02)

Note: 1L, first line; 2L, second line; CLL, chronic lymphocytic leukemia; LOT, line of therapy; SD, standard deviation.
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Results: Profile Comparisons

Patients preferred the base case profile (highest PFS and AE risks) over Profile G (lowest PFS and AE risks), 

whereas oncologists preferred Profile G over the base case profile. 

Note: AE, adverse event; A-fib, atrial fibrillation; PFS, progression-free survival; TLS, tumor lysis syndrome.
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Base Case

2-year PFS 95%, A-fib 20%, infection 30%, TLS 13%

bleeding 8%, myalgia 36%, discontinuation 9%, oral

Profile more preferred

Oncologists

Profile A: Decrease PFS to 75%

Profile B: Decrease A-fib to 5%

Profile C: Decrease Infection to 7%

Profile D: Decrease TLS to 0%

Profile E: Decrease Bleeding to 1%

Profile F: Decrease Myalgia to 11%

Profile G (sum of Profiles A-F)

Profile A: Decrease PFS to 75%

Profile B: Decrease A-fib to 5%

Profile C: Decrease Infection to 7%

Profile D: Decrease TLS to 0%

Profile E: Decrease Bleeding to 1%

Profile F: Decrease Myalgia to 11%

Profile G (sum of Profiles A-F)

Patients

Profile less preferred



Discussion

Oncologists

When 2-year PFS was fixed at 95%, treatment 
preferences were primarily driven by lowering 

the risk of atrial fibrillation from 20% to 5%.

Lowering atrial fibrillation risk was almost 
twice as important as the next most

important attribute, lowering infection
risk from 30% to 7%. 

Patients

When efficacy was held constant at base 
case level (i.e., 95% 2-year PFS), lowering 
the risk of infection from 30% to 7% was 
most influential to treatment preferences.

Lowering atrial fibrillation risk from 20% to 
5%, the next most important attribute, was 

nearly as influential to preference as 
lowering infection risk.

Note: PFS, progression-free survival.



Conclusion

Oncologists

Reducing the risk of AEs was more influential to 

1L CLL treatment choice

than high efficacy.

The positive impact of reducing toxicity risks 

offsets the negative impact

of reducing efficacy. 

Oncologists should communicate the trade-offs 

in efficacy and AE risk associated with treatment 

options because these factors may influence 

patients’ treatment choice in a way that differs 

from their own.

Patients

The 1L CLL treatment profile with the 

highest PFS was most preferred, even 

though it had much higher AE risks. 

The positive impact of reducing toxicity 

risks does not offset the negative impact of 

reducing efficacy.

When efficacy is equal, patients most 

prefer the profiles with reduced risk of 

infection and atrial fibrillation. 

Note: 1L, first line; AE, adverse event; CL, chronic lymphocytic leukemia; PFS, progression-free survival.
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