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INTRODUCTION RESULTS Figure 3. PRO of pain and DT-specific symptom burden in subgroups with and
- without poor prognostic factors
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Scale (DTIS) physical functioning domain score and European
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Questionnaire—Core 30 (EORTC QLQ-C30) scales for physical “The difference between the ORR in nirogacestat and placebo; a risk difference >0 favors nirogacestat.
functioning role functioning and overall quality of life were also "Pain was assessed using BPI-SF item 3 (worst pain in the past 24 hours). AP| was calculated using daily scores from up to a 7-day period prior to each CONC LUSION
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conducted (Supplemental Flgure S1 , Vid the QR COde) API, average pain intensity; BPI-SF, Brief Pain Inventory—Short Form; Cl, confidence interval; ORR, objective response rate.

= In DeF1i, patients with DT treated with nirogacestat experienced consistent

o . - . . . . . . . ~ , improvement versus placebo in PFS, ORR, and PRO of pain, DT-specific symptom
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