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Gain advisors’ perspectives on 
frontline and maintenance 
therapy for AML and factors 
that guide treatment choices

> Learn advisors’ perspectives regarding the use of oral and injectable 
hypomethylating agents (HMAs) as maintenance therapy in AML

> Understand how the presence of mutations affects treatment decisions

> Learn how physicians assess patient fitness and eligibility for intensive 
chemotherapy (IC)

MEETING OBJECTIVES REPORT OBJECTIVES

Report Objectives
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Report Snapshot: Session Overview
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A moderated roundtable 
discussion was held with 
11 oncology healthcare 
providers in Arizona and 
California on February 
24, 2024

Disease state and data 
presentations were co-chaired 
by Elias Jabbour, MD, and 
Naval Daver, MD, from MD 
Anderson Cancer Center in 
Houston, TX, with content 
developed in conjunction with 
the Aptitude Health clinical team

Insights were obtained 
on advisors’ perspectives 
on existing treatments 
and maintenance therapy 
for AML and factors that 
guide treatment choices

Data collection was 
accomplished through 
audience response 
system (ARS) 
questions and in-depth 
moderated discussion 



Report Snapshot: Attendee Overview

> The group of advisors was composed of 11 oncologists from Arizona and California
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Institution City State
Keck Medicine of USC Newport Beach CA

Loma Linda University Medical Center Loma Linda CA

University of California, Irvine Irvine CA

University of California, Irvine Orange CA

Riverside Medical Center Irvine CA

University of California San Diego Health San Diego CA

City of Hope Phoenix AZ

Cancer Transplant Institute at HonorHealth Scottsdale AZ

Mayo Clinic Phoenix AZ

Desert Hematology Oncology Surprise AZ

Arizona Oncology Tucson AZ
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Report Snapshot: Attendee Demographics (1/2)
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More than half the 
advisors directly treat 

most patients 
independently

Do you generally directly treat patients with AML, or do you 
refer them to a tertiary center? (Select all that apply.) (N = 11)
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Report Snapshot: Attendee Demographics (2/2)
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For approximately 
three-quarters of the 

advisors (73%), 
>20% of their patients 
with AML are eligible 

for IC induction

What percentage of your patients with 
AML are eligible for intensive induction 

chemotherapy? (N = 11)

How many unique patients with AML do you 
personally treat per month? (N = 11)
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9%

1–3

4–6

7–10
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45% of advisors 
treat ≥4 unique 

patients with AML 
per month



Report Snapshot: Agenda
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Time (MT) Topic

1.00 PM – 1.15 PM Introduction and Baseline ARS Questions

1.15 PM – 1.55 PM First-Line Therapy in AML

1.55 PM – 2.55 PM Maintenance Therapy in AML

2.55 PM – 3.05 PM Break

3.05 PM – 3.50 PM Patient Case-Based Discussion

3.50 PM – 4.00 PM Key Takeaways and Meeting Evaluation



Advisor Key Quotes
From Discussion 



INSIGHTS

Discussion (1/4)
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Transplant

“We do [maintenance therapy] because not all my leukemia patients go to transplant. They don’t get transplanted 
because they’re older, or they’re a core binding factor, or not a good risk.”

“. . . about 50% of patients will go on to transplant. Out of 50, a lot of them have good risks, so they don’t qualify 
for transplant. Yeah, and some of them personal choice. And then some of them are too old, or don’t have good 
functional status.”

“. . . a lot of the patients who are older sort of inherently have a strong induction for transplant . . . or were treated 
with ven + aza and they are sort of on aza.”

“I will take them if they are transplant eligible. So I would transplant them. I am a fan of maintenance post-transplant.”

Maintenance therapy

“I used also maintenance with my FLT3-ITD patients after transplant, a dialog with the transplanter. And our 
transplanter, Kathryn Yee, really liked to give gilteritinib before the trial.”

“It has been azacitidine or azacitidine + venetoclax. One week on, 3 weeks off.” [But not Onureg (azacitidine)?] 
“Not at the present, but I would be open to prescribing it.”

“I mean, I am certainly using FLT3 inhibitor maintenance if they have a FLT3-ITD mutation. And if they are older 
and decided not to go on to transplant and got induction, then I would use Onureg.”



INSIGHTS

Discussion (2/4)

high Maintenance therapy
(cont.)

“Yes, depending on whether they have a target. I do not do routine maintenance therapy [if they are deployed and 
they don’t have a FLT3, they don’t have IDH1 or 2.]” [And your practice is to give consolidation with high-dose Ara-
C?] “Yes. For people who get 7+3, they get consolidated with HiDAC. The older patients get HMA + ven.”

In somebody who is not fit to receive transplant, and he had 1 course of 3+7 high-dose Ara-C, what do you do next?

“Typically we do consolidation with cytarabine, about 3–4 cycles. And if the patient, like you said, doesn’t have 
good functional status, only one doesn’t get consolidation, then we do oral.” [How many patients do you have so 
far treated with oral azacitidine?] “I would say 1 or 2.” [And for how long?] “Typically for me between 6 to 12 
months.” [And why do you stop at 12 months?] “Because patients have disease progression.”

“For AML we manage older patients usually using the hypomethylating agent venetoclax if they are fit enough to 
get that combination. So younger, if they are transplant candidates, I send them for 7+3 and then transplant. 
Banner at Tucson, they prefer to do the maintenance, and they usually go to Inqovi [decitabine + cedazuridine], 
the oral regimen. Some of the older patients who I had I induced with aza + ven after consulting. I switched them 
actually to oral.”

“So, older patient, good risk, aza + ven 6-cycle induction, went into complete remission. He is not a transplant. He 
is a good risk but did not get transplant, but he is not a candidate for 4-cycle HiDAC.”

“If we don’t do transplant, we do maintenance. So it depends on what treatment the patient was on as induction 
therapy. So if a patient was on 7+3, we typically give HiDAC.” 

“I’ve used oral aza in a rare scenario where a patient was in her early 70s, induced on study, and came out of her 
induction fairly beat-up. So I did use oral aza in that scenario instead of HMA + ven.”



INSIGHTS

Discussion (3/4)
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MRD assessment
“Yes [we do MRD assessment], it depends. I mean, we use either PCR or NGS. You know if you have a specific 
mutation you can run PCR, which is actually deeper than NGS.”

“I use regularly, or try to rely on really, MRD.”

Experience with 
azacitidine

“Initially I was a bit skeptical with Onureg because the indication was so narrow. But at the end, I used it more and 
more often. And it was really for intermediate- to high-risk patients who could not move to transplant for any 
reasons, either comorbidities, but I even had uninsured patients who could not go to transplant. And I gave it, a 
quite reasonable experience.”

“I mean, so far, so good. It was a bit too toxic, but it depended on the genetics of the disease. On the other hand, 
also some patients declare themselves.”

“Toxicity was quite acceptable.”

“Oral azacitidine is incredibly GI toxic in my experience [both pretransplant and post-transplant]. Or 
relapse/refractory. Wherever you are using it, in my experience, it is very GI toxic. Bring them into clinic 2 or 3 
times a week, Zofran [ondansetron], that kind of thing. It gets better. Like, after the first month or 2. It gets better, 
but they require a lot of IV fluids and IV antiemetics.”

“We started IV azacitidine, which is a little more toxic in renal toxicity.”



INSIGHTS

Discussion (4/4)
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Experience in 
patients with 
mutations

“And I used also maintenance with my FLT3-ITD patients after transplant, a dialog with the transplanter. And our 
transplanter, Kathryn Yee, really liked to give gilteritinib before the trial. Otherwise, I use regularly, or try to rely on 
really, MRD.”

“I usually am not doing maintenance for my core binding factor. If they don’t have CBF, it depends. I mean, I am 
certainly using FLT3 inhibitor maintenance if they have a FLT3-ITD mutation.”

If you have a 55-year-old [patient with] AML, you do the NGS, you do a workup and everything, and you get IDH2-
mutation AML. And you can do whatever you want. Do you think you would give 3+7 + enasidenib?

“Yeah. I think that’s reasonable. It also might be useful in post-transplant maintenance.”



Advisor Key Takeaways



Advisor Key Takeaways (1/2)
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ADVISOR ADVISOR

1

> HiDAC dosage of 3 gm/m2 should not be given
> The information on Invivoscribe for monitoring of FLT3

was helpful
> Using ven + CLAD + low-dose Ara-C for patients not just 

>60 years 
> FLAG to be used for <60 years

4

> The benefit of quiz + intensive chemotherapy even in 
FLT3 wild-type patients was interesting

> The benefit of quiz in patients <60, especially when you 
compare it to the RATIFY data

> Impressive survival of ivo + aza vs ven + aza in IDH1-
mutated patients

2

> Adding venetoclax to the induction regimens with 
improved outcomes

> Data with the CLIA and the CLAD. I didn’t know much 
about those, and the data is really promising for 7+3

> The FLT3 inhibitors in maintenance, particularly in MRD 
positive

5

> Didn’t realize that quizartinib is more efficient in younger 
patients. So that was a good analysis

> I was impressed, and I will give it second thoughts about 
your increased use of cladribine in your regimen

> Coming from your group, I was perplexed or interested 
by seeing your use of ven for 7 days

3
> CLAD, L-DAC, and venetoclax for unfit patients
> Using maintenance aza as a way in nontransplant 

patients to improve survival
> Using maintenance based on MRD as well

6

> I didn’t know about venetoclax being more 
myelosuppressive in older population 

> Onureg [azacitidine] for 2 years [to progression], I wasn’t 
really sure about that 

> Gemtuzumab in terms of CBF patients



Advisor Key Takeaways (2/2)
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ADVISOR ADVISOR

7

> Learned the great efficacy of venetoclax and intensive 
chemotherapy in intensive induction

> Quizartinib + intensive chemo is a good option for 
induction

> CLAD + L-DAC + ven could be another good option for 
induction, both induction and consolidation

> Oral aza is a great option for maintenance therapy 

10

> The benefit of maintenance is in the MRD-positive patient 
population. So it is more important to offer maintenance 
in MRD-positive whether they have allo or not

> Intrigued by the thought of using the combination of 
Onureg and FLT3 inhibitor in FLT3-mutated AML 
patients, I think I might try that

> TP53 deletion is a difficult-to-treat patient population, no 
major advantage beyond HMA

8

> Learning about the venetoclax + low-dose Ara-C as a 
frontline AML option

> For TP53 patients, venetoclax may not be adding that 
much benefit

> Younger patients <60 years old with FLT3-ITD benefit 
from quizartinib

11

> I have 4 patients above 60 years old, quizartinib is not 
necessarily better. It probably would not offer more 
benefit vs placebo

> Oral maintenance azacitidine for patients who are not 
eligible for transplant with intermediate to high risk

> Cladribine is actually pretty good for inductions

9
> Oral aza maintenance, overall survival benefit, and then 

cladribine with low-dose Ara-C and ven
> And GO as for core binding



Audience Response System 
(ARS) Data



About 45% of Advisors Use IC Regardless of the Presence of 
Mutations, While the Remaining Prefer a Targeted Therapy in 
the Presence of Mutated FLT3 or IDH1
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If a patient is fit to receive intensive chemotherapy (IC), how does the presence of genetic 
mutations affect your approach? (N = 11)



The Majority of Advisors Prefer Transplant After a Patient With 
AML Receives IC ± Consolidation and Has CR/CRi
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After a patient with AML receives IC ± consolidation and has CR/CRi, what is your most 
common course of action? (N = 11)



While More Than Half the Advisors Prefer Transplant, 30% Would 
Administer an Additional Consolidation Cycle After a Patient With AML 
Receives IC ± Consolidation, Has Morphologic CR/CRi, but Is Positive 
for MRD
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After a patient with AML receives IC ± consolidation and has morphologic CR/CRi but is 
positive for minimal residual disease (MRD), what would be your most common course of 

action? (n = 10*)

*One advisor did not respond.



For Most Advisors, Up to 40% of Their Patients With AML, After 
Having CR/CRi Post-IC, Do Not Go on to Transplant
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What percentage of your patients with AML, after having CR/CRi post-IC, do not go on to 
transplant? (N = 11)



Worsening Performance Status Was Cited as the Most 
Common Reason a Patient Does Not Proceed to Transplant 
After Receiving IC
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In your practice, what is the most common reason a patient does not proceed to transplant 
after receiving IC? (n = 10*)

*One advisor did not respond. 



Oral Azacitidine Is the Most Preferred Option for Maintenance 
Therapy in Patients With AML After IC
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What is your preferred option for maintenance therapy in patients with AML after IC? 
(N = 11)



About Three-Quarters of Advisors Always Measure MRD in 
Their Patients With AML After IC and Consolidation, While the 
Rest Measure It Sometimes
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Do you measure MRD in your patients with AML after IC and consolidation? (N = 11)



Although Advisors Were Divided on Whether to Use MRD for Treatment 
Decision-Making or as a Prognostic Indicator, There Was a Slight 
Tendency Toward Favoring Its Use for Guiding Treatment Decisions
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Which statement best describes your view of MRD detection methods in guiding treatment 
decisions? (N = 11)



For a 65-Year-Old Patient in Remission After IC (without consolidation) 
With No Specific Mutation, 40% of Advisors Would Choose 
Maintenance Therapy With Oral Azacitidine (14-day cycles), While 40% 
Selected More Consolidation Cycles

27*One advisor did not respond. 

40%

0%

10%

40%

20%

10% 10%

0%
5%

10%
15%
20%
25%
30%
35%
40%
45%

More consolidation
cycles

Test for MRD Surveillance Maintenance
therapy with oral

azacitidine (14-day
cycles)

Maintenance
therapy with IV

azacitidine (7-day
cycles)

Maintenance
therapy with IV

decitabine (5-day
cycles)

Other

Pe
rc

en
ta

ge
 o

f a
dv

is
or

s

How would you treat a 65-year-old patient with AML whose disease is in remission after IC 
(without consolidation) and has no indication of disease progression or specific mutation? 

(Select all that apply.) (n = 10*)



For a 65-Year-Old Patient With AML in Remission After IC (with
consolidation) and Who Is MRD Negative, 45% of Advisors 
Would Choose Oral Azacitidine
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How would you treat a 65-year-old patient with AML whose disease is in remission after IC 
(with consolidation), has no indication of disease progression, and is MRD negative? 

(Select all that apply.) (N = 11)



For a 65-Year-Old Patient in Remission After IC (with consolidation) 
Who Has Been on Oral Azacitidine and Shows Signs of Progression, 
73% of Advisors Would Perform Cytogenetic and Molecular Profiling
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How would you treat a 65-year-old patient with AML whose disease is in remission after IC 
(with consolidation), has been on oral azacitidine maintenance therapy for 8 months, and 

whose disease shows signs of progressing? (Select all that apply.) (N = 11)
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