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in morphologic remission (<5% BM blasts; Y) or not in morphologic
remission (5% BM blasts; N) at screening vs LD is shown in Figure 2.
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with high disease burden at screening.

— Novel agents may confer better disease control compared with
standard chemotherapy.

Bridging therapy may also have an important role in maintaining
low disease burden at LD in patients in morphologic remission
at screening.
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