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STUDY OBJECTIVE
> To gain advisors’ perspectives on the management of newly diagnosed and
relapsed/refractory (R/R) acute myeloid leukemia (AML)
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REPORT SNAPSHOT
> A moderated, virtual roundtable discussion focusing on treatment of AML was held on September
16, 2020
> Disease state and data presentations were developed in conjunction with Dr Elias Jabbour from
MD Anderson Cancer Center
> The group of advisors comprised 9 community oncologists
− Community oncologists were invited from Illinois, Indiana, Kansas, Michigan, Missouri, Nebraska, and
Wisconsin
− Attendees of the roundtable represented community oncologists from Illinois, Indiana, Kansas, Missouri,
and Nebraska

> Insights on the following AML therapies were obtained: azacitidine, cytarabine and daunorubicin (ie,
7+3), decitabine, ivosidenib, enasidenib, gemtuzumab ozogamicin, gilteritinib, liposomal
daunorubicin and cytarabine, midostaurin, sorafenib, venetoclax, and glasdegib
> Data collection was accomplished through use of audience response system (ARS) questioning
and in-depth moderated discussion
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Participant Demographics

PARTICIPANT DEMOGRAPHICS (1/3)
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PARTICIPANT DEMOGRAPHICS (2/3)
What percentage of your AML patients fall
into the poor-risk category? (N = 9)

11%
33%

0
11%

1%–10%
11%–20%
21%–30%
31%–40%

11%

33%

41%–50%
≥51%

A majority of advisors (88%) reported that >20% of their patients are categorized as poor-risk.
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PARTICIPANT DEMOGRAPHICS (3/3)
What percentage of your AML patients are
75 years or older? (N = 9)

What percentage of your AML patients are under
75 years old, but have comorbidities that prevent
use of intensive chemotherapy? (N = 9)

0

22%

22%

11%

0
23%

1%–10%
11%–20%
21%–30%

22%
33%

11%–20%

22%

21%–30%

31%–40%

22%

41%–50%
≥51%

1%–10%

31%–40%
41%–50%

22%

≥51%

Seventy-eight percent of advisors reported that >30% of their patients are 75 years or older.
Most advisors (77%) reported >20% of their patients are <75 years old with severe comorbidities that prevent
use of intensive induction chemotherapy.
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Key Insights

TOPLINE TAKEAWAYS – AML
First-Line Therapy
Most advisors risk-stratify all newly diagnosed AML patients. Treatment decision is driven by comorbidities, presence of
prior hematologic malignancies, genetic/mutational analysis, and age. Advisors routinely test for FLT3, CEBPA, and
IDH1/2; most usually wait <2 weeks for results, but sometimes start therapy before receiving results. Older patients unfit
for intensive therapy are generally treated with HMA in combination with venetoclax, while younger patients fit for
intensive chemotherapy are usually referred to academic centers. Advisors showed a preference to use HMA +
venetoclax in older patients even with the presence of targetable mutations. Advisors are excited for the availability of
oral azacitidine as maintenance therapy for their transplant-ineligible patients, but expressed concerns regarding
Medicare coverage and patient compliance.

Relapsed Therapy
All advisors would repeat biomarker testing in their R/R AML patients, but have differing opinions on which is the most
important biomarker for their R/R AML patients. More than half of advisors prefer to use transplantation for younger, fit
patients or target mutations when present. Advisors indicated a preference to save targeted agents for relapsed therapy
and use in combinations with HMA and venetoclax.
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FIRST-LINE THERAPY (1/3)
Topic

Data and Insights

Risk stratification

Most advisors risk-stratify all newly diagnosed AML patients. Treatment decision is driven by comorbidities, presence
of prior hematologic malignancies, and genetic/mutational analysis; most also consider the patient’s age
• Most advisors (88%) risk-stratify all newly diagnosed AML patients prior to beginning therapy; the remaining advisors riskstratifies some patients
• All advisors (100%) consider clinical factors (comorbidities, etc), the presence of prior hematologic malignancies, and
genomic and mutational analysis as factors by which they risk-stratify their newly diagnosed AML patients. Most (89%) also
consider age

Molecular
markers and
genomic testing

All advisors routinely test for FLT3, CEBPA, and IDH1/2; most also test for NPM1 and TP53 in their newly diagnosed
AML patients. Advisors usually wait <2 weeks for results, but sometimes start therapy before receiving results
• All advisors routinely test for all of the following molecular markers:, FLT3, CEBPA, IDH1, and IDH2. One of the 9 advisors
does not test for NPM1 mutations, and 2 advisors do not test for TP53 mutations
• 44% of advisors send samples out for molecular/genomic testing, while more than half of the advisors (56%) reported that
sample testing is performed at their local hospital
• Only 1 advisor gets the results of their genomic/mutational testing within 1 week; most advisors (78%) wait between 8 and
14 days, and another advisor waits between 15 and 21 days for results
• 78% of advisors sometimes start AML frontline therapy before getting the genomic/mutational test results, while 22% always
start the frontline therapy before getting results

Referral pattern

Most advisors refer their younger/fit patients for chemotherapy to leukemia specialists/academic centers, while a few
do intensive chemotherapy induction themselves
• Advisors are generally treating older patients unfit for intensive therapy themselves, with HMA ± venetoclax being the
preferred regimen
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FIRST-LINE THERAPY (2/3)
Topic

Data and Insights

Patient case
scenarios

Advisors showed a preference to use venetoclax (± HMA or LDAC) in patients >75 years of age or who have
comorbidities. More than half of the advisors also indicated they would use ivosidenib -based therapy for patients with
an IDH1 mutation
• For a 50-year-old PS 0 patient with intermediate-risk AML (CD33 positive and FLT3 negative), most advisors would choose
standard 7+3 either alone (56%) or in combination with gemtuzumab ozogamicin (33%). One advisor would choose highdose cytarabine + anthracycline
– However, if the same patient had PS 2 with a history of cardiovascular disease (previous heart attack), 67% of
advisors would choose venetoclax (± HMA or LDAC) induction, 22% would choose HMA, and 11% would again
choose standard 7+3 alone
• For a 77-year-old PS 1 patient with intermediate-risk AML (CD33 positive and FLT3 negative), 89% of the advisors would
choose venetoclax (± HMA or LDAC) induction, while 1 advisor would choose liposomal daunorubicin and cytarabine
• For a 70-year-old PS 1 patient with therapy-related AML following treatment for mantle cell lymphoma (including autologous
stem cell transplant), liposomal daunorubicin and cytarabine was the most common induction regimen (56%), followed by
venetoclax (± HMA or LDAC) induction (33%), then HMA (11%)
• For a 70-year-old PS 2 patient with intermediate-risk AML and IDH1 mutation, more than half of the advisors would choose
ivosidenib as their induction therapy, either alone (25%) or with HMA (38%). The remaining advisors (38%) would choose
venetoclax (± HMA or LDAC)

Perception of oral
azacitidine

Advisors are excited for the availability of oral azacitidine as maintenance therapy for their transplant-ineligible
patients, but expressed concerns regarding costs and compliance
• Advisors noted oral azacitidine also has utility beyond its indication, such as in the posttransplant maintenance setting, but
they probably would not use it for induction therapy
• Advisors believe oral azacitidine would greatly improve patient convenience, but factors such as Medicare coverage, delays
in reimbursement, and patient compliance may be barriers to its use
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FIRST-LINE THERAPY (3/3)
Topic

Data and Insights

Perception of
venetoclax

Advisors showed a strong preference to use venetoclax in older patients with and without targetable mutations, and
most plan to further increase their usage of venetoclax in newly diagnosed AML patients
• Most advisors (89%) plan to increase their use of venetoclax in newly diagnosed AML patients
– During discussion, advisors showed a preference to use HMA + venetoclax even for patients with targetable
mutations; reasons include having to start therapy before receiving NGS results, preference to save targeting agents
for later lines of therapy; and lower costs for patients
– During discussion, advisors expressed optimism that venetoclax + decitabine would be especially useful for patients
who develop secondary AML while being treated with azacitidine for MDS

Venetoclax
dosing and
modifications

Not all advisors follow the daily dose ramp-up schedule for venetoclax, but most prescribe concurrent antifungals and
would dose-modify accordingly
• 67% of advisors stated that they follow the recommended daily dose ramp-up for venetoclax, and the remaining 33% of
advisors follow a 5-week dose ramp-up
• 78% of advisors coadminister prophylactic antifungals while treating AML patients with venetoclax, and 67% would modify
the dose of venetoclax on the basis of antifungal use
• Many advisors reported they are also dose-modifying venetoclax to manage AEs including neutropenic fever and cytopenia;
some advisors indicated their patients do not reach the 400-mg/day dose during ramp-up, due to cytopenia
• Advisors are moving toward administering venetoclax in shorter durations, usually 14–21 days per cycle, and some
reported going as low as 10 days per cycle
• Many advisors prefer using venetoclax as an outpatient treatment, but a few advisors expressed concerns managing AEs
this way, and thus use it as an inpatient regimen
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FIRST-LINE THERAPY – QUOTES (1/2)
[Use of venetoclax]: We do not admit them to the hospital; it’s done in
our office. It requires multiple trips, but the patients are willing to do
that. . . . Most of the time we do not escalate venetoclax to 400 mg.
Most patients end up taking between 50 mg, 100 mg, or 200 mg a
day, because of the cytopenia.”

[Regarding oral azacitidine]: “I think its utility off-label is there. It would
depend on how insurance would cover it. I think one of the attractions
would be in the posttransplant maintenance setting as well, to reduce
relapse.”
“I have used Ven-Aza or Ven-Dec [for older patients]. I hospitalize my
patients; it’s always easier to do. Our pharmacists do a pretty good
job getting the venetoclax approved . . . we typically use
posaconazole for fungal infection prophylaxis, so the dose is always
reduced. The ramp-up schedule we do is the daily ramp-up 100 mg,
200 mg, to 400 mg. I usually do the bone marrow biopsy on day 28,
but I think it’s a great idea to do it a little sooner. The second cycle
and moving forward could be an outpatient. Fourteen days for second
and third cycles if they had issues with the initial cycle and a long
recovery time.”

“In the initial phase when you’re getting an induction with HMA ±
venetoclax, the attraction of an oral HMA may not be all that much,
because you’re going to have to come to the doctor’s office anyway,
but suppose you’re 6 months out in complete CR, then I think that you
could potentially be using an oral HMA there.”
[Treating an older patient with a FLT3 mutation]: “I would go with
HMA/-venetoclax. I think the FLT3 has nothing to do with your ability
to get a CR… . . . [Additionally] it’s hard for these older patients to get
these targeted agents approved simultaneously or in combination,
and the copay is huge.”

“All our patients are very cytopenic, a lot of transfusion requirements,
complications, bleeding, neutropenic fever, patients are getting tired,
so I tend to push for a reduction in dose of venetoclax. . . . Without
dose modifications, the counts stay low.”
“If [oral azacitidine] is covered by Medicare Part B as an oral
equivalent of Vidaza, it will have very good acceptance in the
community. It will save lots of trips for the patient. If it’s covered
otherwise as a Medicare Part D, that will be a huge hassle, and I think
that will be a very unsuccessful drug.”
“The data of HMA-based therapy in combination with venetoclax or
other agents, that’s become the standard for us in elderly patients
who are not fit for more-intensive therapies.”
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FIRST-LINE THERAPY – QUOTES (2/2)
“Whether or not we can translate [HMAs] to oral agents, I’m not sure.
We don’t know exactly how and when to give them, how often, and in
some of my patients I trust more an IV than a pill, because they may
not take it.”
[HMA single agent vs HMA-venetoclax]: “The data is more robust with
the combination, so that is something that I need to do, but I’m
skeptical on how to do it in the outpatient setting, with the
hyperuricemia and other issues.”
[Treating patients with prior MDS transforming into AML]: “If they were
treated with azacitidine, I’ll use decitabine and venetoclax. I have
[seen good response], but the issue there is toxicity, and sometimes
patients get a lot of neutropenia.”
"If an HMA is given in oral form and I have to fight 3, 4 weeks for
copay assistance, that betrays the purpose of treating acute
leukemia. I would just pull Vidaza or decitabine off the shelf and start
doing that.”
“NGS takes a little longer in the community hospital because of some
Medicare rules . . . so NGS comes typically at least 2–3 weeks after
you’ve done the bone marrow, and by that time you have to start
treatment, so our default treatment is Venclexta and HMA.”

“We initially gave [venetoclax] for the full 28 days, following up with a
bone marrow. If the bone marrow biopsy was hypocellular, we held
the venetoclax. We recently adapted to the shorter course, either 14
or 21 days with HMA therapy. . . . We use antifungal and antibiotic
prophylaxis in all these patients.”
“There are some differences in schedule with the oral azacitidine, you
have to give it for 14, potentially 21 days. With the decitabine oral, at
least at the moment, it’s for 5 days, so some of those things may
factor in.”
[Using venetoclax inpatient vs outpatient]: “We’ve done both. I would
say, the goal is to adapt these for outpatient use, but particularly in
frail patients we tend to start the initial dosing inpatient under some
monitoring, and then transition them as the clinical course allows.”
“The full durations [of venetoclax] are usually not something that we
can follow, so we’re reducing courses to 14 days and in some even to
10 days.”
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RELAPSED/REFRACTORY THERAPY
Topic

Data and Insights

Biomarkers and
mutations

All advisors would repeat biomarker testing in their R/R AML patients, but have differing opinions on which is the
most important biomarker for their R/R AML patients
• Nearly all advisors (89%) would do a full repeat biomarker profile in their AML patients at the time of relapse; the remaining
advisor would repeat testing, but only for specific biomarkers
• 67% indicated IDH1/2 and FLT3 as the most important biomarkers to be tested for in R/R AML; 22% considered TP53,
IDH1/2, and TET2, and 11% considered TET2, ASXL1, and RUNX1 as the most important biomarkers
• 44% of advisors always recheck for FLT3 mutation in R/R AML patients, regardless of its status at baseline; 44% recheck
>50% of the time; 11% recheck <50% of the time

Patient case
scenarios

More than half of the advisors prefer to use transplantation for younger, fit patients or target mutations when present.
During discussion, advisors indicated a preference to use targeted agents in combinations with HMA and venetoclax
• Scenario: 52-year-old relapsed AML patient with inv(16), PS 0, and no major comorbidities (prior induction with standard
7+3 and 4 cycles of HiDAC consolidation)
– More than half (56%) would refer the patient to an academic center for bone marrow transplant (BMT) evaluation and
a decision on reinduction, 33% would treat with FLAG-idarubicin, and 1 advisor would repeat 7+3 induction
• Scenario: Patient induced with liposomal daunorubicin and cytarabine, who shows 20% cells and 35% blasts on day 14
marrow
– Half of the advisors (50%) would prescribe HMA + venetoclax, and 25% would continue liposomal daunorubicin and
cytarabine on days 1 and 3. Others would either go with FLAG-idarubicin or 10 days of decitabine (each 13%)
• Scenario: 77-year-old AML patient (normal cytogenetics, no FLT3-ITD/NPM1/CEBPA mutations, but IDH2 and DNMT3
mutations) with a positive day 14 marrow after 7+3 and several fungal infections during induction
– 44% of advisors would prescribe enasidenib, 33% would start with HMA + venetoclax, and 1 advisor each would
choose either ivosidenib or 5 days of decitabine
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RELAPSED/REFRACTORY THERAPY – QUOTES

[Regarding experience with targeted therapies]: “We had a
few patients with IDH1 or IDH2, but it was extremely hard
and unsuccessful to get the agents to the patients in time,
so we had to use something else.”

[If you use drugs like gilteritinib or ivosidenib, are you
using single agent or are you doing combinations of those
in the relapsed setting?]: “Preferentially combinations,
backbones with HMA or venetoclax if we can.”

[Regarding differentiation syndrome]: “We’re very
careful with [IDH1/2 and FLT3 inhibitors]; we
monitor the electrolytes, EKGs, and general clinical
dispositions. We’ve used them less so in frontline
and we haven’t used them too many times as a
single agent. We prefer to opt for combination
therapies if we can. I think the key importance is
just being very vigilant, planning ahead, and
ramping up supportive care to prevent
complications, dose reductions, and dose delays.”
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Advisor Key Takeaways

ADVISOR KEY TAKEAWAYS (1/2)
Dr 1
• HMA data is interesting
• Less is more when using HMA ± venetoclax
• Impressed by magrolimab data

Dr 2
• Optimistic about possibilities of triplet combinations with
targeted agents
• Venetoclax being a backbone for the frail patients
• Excited for p53 inhibitors because it’s an unmet need

Dr 3
• AML is a very complex disorder
• Newer agents and venetoclax are game changers
• Relapsed disease continues to be bad news, but clinical
trials are the way to go

Dr 4
• HMA with inhibitors and venetoclax continues to show
impressive results
• Adverse prognostic indicators is a nice reference tool
• Importance of molecular testing and molecular testing-based
treatments

Dr 5
• AML has an expanding array of treatments available
• Wait for NGS results to perform more targeted approaches
• Venetoclax toxicity and how to manage it through dose
adjustments

Dr 6
• 7+3 is no longer a one size fits all regimen, early
stratification is needed
• FLAG regimen is still a feasible option
• Many good options with good supportive care for older
patients
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ADVISOR KEY TAKEAWAYS (2/2)
Dr 7
• The importance of molecular testing
• Oral azacitidine for maintenance
• How to use regimens for outpatient

Dr 8
• Incorporation of BCL-2 inhibitor with HMA
• More data is needed for maintenance setting
• Excited for magrolimab

Dr 9
• There’s still a role for transplant in AML
• Using molecular diagnostics for HMA/venetoclax plus
inhibitors combos
• How to manage venetoclax-associated toxicities
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AML ARS
BASELINE AND FIRST-LINE THERAPY

DO YOU RISK-STRATIFY YOUR NEWLY DIAGNOSED AML
PATIENTS? (N = 8*)

Percentage of physicians

100%

80%

88%

60%

40%

20%
13%
0%

0%
Yes, for all

Yes, for some

No, I don’t
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*One advisor did not respond.

IF YOU RISK-STRATIFY YOUR NEWLY DIAGNOSED AML
PATIENTS, WHAT METHOD DO YOU USE? SELECT ALL THAT
APPLY. (N = 9)
100%
100%

100%

100%

Percentage of physicians

89%
80%

60%

40%

20%

0%

0%

Clinical factors
(comorbidities, etc)

Age

On the basis of presence Genomic and mutational
of prior hematologic
analysis
malignancies

I don’t risk-stratify
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IN ADDITION TO CYTOGENETICS, WHICH OF THE FOLLOWING
MOLECULAR MARKERS ARE YOU ROUTINELY TESTING FOR IN YOUR
NEWLY DIAGNOSED AML PATIENTS? (SELECT ALL THAT APPLY) (N = 9)
100%
100%

100%

100%

100%

IDH1 mutation

IDH2 mutation

Percentage of physicians

89%
80%

78%
60%

40%

20%

0%
NPM1 mutation

FLT3 mutation (ITD
or TKD)

CEBPA mutation

TP53 mutation
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WHEN IT COMES TO MOLECULAR/GENOMIC TESTING:
(N = 9)
60%
56%

Percentage of physicians

50%

40%

44%

30%

20%

10%
0%

0%
I send the sample out

The sample is tested in my local hospital

I do not test
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WHEN IT COMES TO GENOMIC/MUTATIONAL TESTING, THE
TURNAROUND TIME TO GET THE FINAL RESULTS IS: (N = 9)

Percentage of physicians

100%

80%

78%
60%

40%

20%
11%

11%

0%
<7 days

8–14 days

15–21 days

0%
≥22 days
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IN GENERAL, THE FOLLOWING STATEMENT DESCRIBES ME
BEST: (N = 9)
100%

Percentage of physicians

80%
78%
60%

40%

20%

0%

22%
0%
I never start AML frontline
I sometimes start AML frontline
I always start AML frontline
therapy before I have the
therapy before I have the
therapy before I have the
genomic/mutational test results genomic/mutational test results genomic/mutational test results
available
available
available

0%
I do not perform
mutational/genomic testing
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WHAT INDUCTION REGIMEN DO YOU ROUTINELY RECOMMEND
FOR A 50-YEAR-OLD PS 0 PATIENT WITH INTERMEDIATE-RISK
AML (CD33 POSITIVE AND WITHOUT FLT3 MUTATION)? (N = 9)
60%
56%

Percentage of physicians

50%

40%
33%

30%

20%

10%

11%

0%
Standard 7+3

HiDAC +
anthracycline

0%

0%

Liposomal
daunorubicin
and cytarabine

HMA

0%

0%

0%

LDAC (± HMA) Gemtuzumab Standard 7+3 Venetoclax (±
ozogamicin + gemtuzumab HMA or LDAC)
ozogamicin

0%

0%

LDAC +
glasdegib

Other
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WHAT INDUCTION REGIMEN WOULD YOU RECOMMEND FOR A 50-YEAROLD PS 2 PATIENT WHO HAS A HISTORY OF CARDIOVASCULAR DISEASE,
INCLUDING A PREVIOUS HEART ATTACK, WITH INTERMEDIATE-RISK AML
(CD33 POSITIVE AND WITHOUT FLT3 MUTATION)? (N = 9)

Percentage of physicians

100%

80%

67%

60%

40%

20%

22%
11%

0%
Standard 7+3

0%

0%

HiDAC +
anthracycline

Liposomal
daunorubicin
and cytarabine

0%
HMA

0%

0%

LDAC (± HMA) Gemtuzumab Standard 7+3 Venetoclax (±
ozogamicin + gemtuzumab HMA or LDAC)
ozogamicin

0%

0%

LDAC +
glasdegib

Other
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WHAT INDUCTION REGIMEN DO YOU ROUTINELY RECOMMEND
FOR A 77-YEAR-OLD PS 1 PATIENT WITH INTERMEDIATE-RISK
AML (CD33 POSITIVE AND WITHOUT FLT3 MUTATION)? (N = 9)
100%

Percentage of physicians

89%
80%

60%

40%

20%

0%

0%

0%

Standard 7+3

HiDAC +
anthracycline

11%
Liposomal
daunorubicin
and cytarabine

0%
HMA

0%

0%

0%

LDAC (± HMA) Gemtuzumab Standard 7+3 Venetoclax (±
ozogamicin + gemtuzumab HMA or LDAC)
ozogamicin

0%

0%

LDAC +
glasdegib

Other
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WHAT INDUCTION REGIMEN DO YOU ROUTINELY RECOMMEND FOR A 70YEAR-OLD PS 1 PATIENT WITH THERAPY-RELATED AML FOLLOWING
TREATMENT FOR MANTLE CELL LYMPHOMA (INCLUDING AUTOLOGOUS
STEM CELL TRANSPLANT)? GENOMIC PROFILING IS UNKNOWN. (N = 9)
60%

Percentage of physicians

56%
50%

40%
33%

30%

20%

10%

0%

11%
0%

0%

Standard 7+3

HiDAC +
anthracycline

0%
Liposomal
daunorubicin
and cytarabine

HMA

0%

0%

LDAC (± HMA) Gemtuzumab Standard 7+3 Venetoclax (±
ozogamicin + gemtuzumab HMA or LDAC)
ozogamicin

0%

0%

LDAC +
glasdegib

Other

32

WHAT INDUCTION REGIMEN DO YOU RECOMMEND FOR A
70-YEAR-OLD PS 2 PATIENT WITH INTERMEDIATE-RISK AML
AND IDH1 MUTATION REVEALED BY NGS? (N = 8*)
40%

Percentage of physicians

35%

38%

38%

30%
25%

25%
20%
15%
10%

5%
0%

0%
Venetoclax (± HMA or LDAC + glasdegib
LDAC)
*One advisor did not respond.

Ivosidenib

Ivosidenib + HMA

0%

0%

Ivosidenib + 7+3

Gemtuzumab
ozogamicin + HMA
33

DO YOU PLAN TO INCREASE YOUR USE OF VENETOCLAX IN
NEWLY DIAGNOSED AML PATIENTS? (N = 9)
100%

Percentage of physicians

89%
80%

60%

40%

20%

0%

0%
Yes

No

11%

I am not sure yet
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WHICH OF THE FOLLOWING DOSING SCHEDULES DO YOU
USE FOR VENETOCLAX IN AML? (N = 9)

Percentage of physicians

100%

80%

67%

60%

40%
33%
20%

0%

5-week dose ramp-up

Daily dose ramp-up

0%

0%

0%

Start with 400 mg/day

Start with 600 mg/day

Other
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DO YOU COMMONLY COADMINISTER PROPHYLACTIC
ANTIFUNGALS WHEN TREATING AML PATIENTS WITH
VENETOCLAX? (N = 9)

Percentage of physicians

100%

80%
78%
60%

40%

20%

22%

0%
Yes

No
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DO YOU MODIFY YOUR DOSING OF VENETOCLAX ON THE
BASIS OF PROPHYLACTIC ANTIFUNGALS USE? (N = 9)

Percentage of physicians

100%

80%

60%

67%

40%
33%

20%

0%
Yes

No
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AML ARS
RELAPSED/REFRACTORY THERAPY

DO YOU ROUTINELY REPEAT BIOMARKER TESTING IN YOUR
AML PATIENTS AT THE TIME OF RELAPSE? (N = 9)
100%

Percentage of physicians

89%
80%

60%

40%

20%
11%
0%

Yes, I do a full repeat biomarker profile

Yes, but I only test for specific biomarkers

0%
No
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WHICH OF THE FOLLOWING MUTATIONS ARE MOST
IMPORTANT TO BE CHECKED IN ALL PATIENTS WITH
RELAPSED AML FOR THERAPEUTIC DECISION MAKING? (N = 9)
70%
67%

Percentage of physicians

60%
50%
40%
30%
20%

22%

10%

11%

0%
TP53, IDH1/2, TET2

TET2, ASXL1, RUNX1

IDH1/2 and FLT3

0%

0%

FLT3, ASXL1, EZH2

DNMT3, ASXL1, TET2
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HOW OFTEN DO YOU RECHECK FLT3 MUTATIONS AT
RELAPSE, IRRESPECTIVE OF BASELINE FLT3 MUTATION
STATUS? (N = 9)

Percentage of physicians

50%

44%

44%

>50% of the time

Always

40%

30%

20%

10%

0%

11%

0%
Never

<50% of the time
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PATIENT CASE
> A 52-year-old female with inversion 16 completes induction with 7+3, and 4
cycles of consolidation with HiDAC. One-and-a-half years following completion
of consolidation, she relapses

42

42

WHAT DO YOU TREAT HER WITH, PROVIDED SHE HAS PS 0
AND NO MAJOR COMORBIDITIES? (N = 9)
I would refer to an academic center for BMT evaluation and a
decision on reinduction

56%

LDAC + glasdegib

0%

HMA + venetoclax

0%

Decitabine – 10 days

0%

Decitabine – 5 days

0%

Azacitidine

0%

FLAG-idarubicin

33%

CLAG-M

0%

Liposomal daunorubicin-cytarabine

0%

Repeat 7+3

11%

0%
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30%
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50%

60%

Percentage of physicians
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PATIENT CASE
> A patient who was initially treated with induction liposomal daunorubicincytarabine has a day 14 marrow that shows reduction in disease, but still 20%
cellular with 35% blasts
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WHAT WOULD YOU CONSIDER NEXT? (N = 9)
LDAC plus glasdegib

0%

HMA plus venetoclax

50%

Decitabine – 10 days

13%

Decitabine – 5 days

0%

Azacitidine

0%

FLAG-idarubicin

13%

CLAG-M

0%

MEC

0%

Liposomal daunorubicin-cytarabine days 1 and 3
Standard 7+3

25%
0%
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10%

20%

30%

40%

50%

60%

Percentage of physicians
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PATIENT CASE
> A 77-year-old male presents with AML, normal cytogenetics, no FLT3ITD/NPM1/CEBPA mutation. He receives 7+3 and has a positive day 14
marrow. He develops a significant fungal infection during induction. You do not
give him reinduction. NGS shows IDH2 and DNMT3 mutations
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WHAT DO YOU CONSIDER NEXT? (N = 9)
50%

44%

Percentage of physicians

40%

33%

30%

20%

10%

0%

11%
0%
Azacitidine

11%
0%

Enasidenib

Ivosidenib

0%

Decitabine – 5 Decitabine – 10 Gemtuzumab
ozogamicin
days
days

0%
HMA +
venetoclax

LDAC +
glasdegib
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