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STUDY OBJECTIVE

To gain advisors’ perspectives on the following

> Management of newly diagnosed and relapsed/refractory acute myeloid 

leukemia (AML)
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REPORT SNAPSHOT 

> A moderated roundtable discussion focusing on treatment of AML was held on 

October 26, 2019, in Seattle, WA

> Disease state and data presentations were developed in conjunction with a 

medical expert from UC Davis 

> The group of advisors comprised 10 community oncologists 

> 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, glasdegib

> Data collection was accomplished through use of audience response system 

questioning and in-depth moderated discussion
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Participant Demographics



PARTICIPANT DEMOGRAPHICS (1/2) 
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How many new patients with AML do you 

see per year? (N = 7*)

How many unique patients with AML are 

you currently following? (N = 8†)

Over half of the respondents see between 6 and 15 AML patients per year, and 3/4 of the respondents are 

currently following between 1 and 5 unique AML patients. 

43%

57%
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0
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*Three attendees did not answer. †Two attendees did not answer.



PARTICIPANT DEMOGRAPHICS (2/2) 

8

What percentage of your AML patients fall 

into the poor-risk category? (N = 8*)

A predominant proportion of respondents report ≤50% (11%–50%) of their patients are categorized as poor-risk. 

Similarly, most respondents report that ≤50% (11%–50%) of their patients are 75 years or older.

What percentage of your AML patients are 

75 years or older? (N = 8*)

25%

37%

25%

13%

0

1%–10%
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21%–30%

31%–40%

41%–50%

≥51%

25%
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25%

13%

0
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11%–20%

21%–30%

31%–40%

41%–50%

≥51%

*Two attendees did not answer.



Key Insights

ACUTE MYELOID LEUKEMIA



TOPLINE TAKEAWAYS – AML
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All advisors order molecular marker tests for their patients; a few begin therapy before test results return, 

but many wait for the results before initiating therapy, and then modify the treatment on the basis of 

results. The 7+3 regimen was noted to be the standard of care for the majority of young and fit patients, 

though most advisors indicated they refer these patients to transplant/specialty centers for treatment. 

Older patients with poor PS who are considered transplant ineligible are most often treated in-house. 

The combination of venetoclax plus HMA seems to have become the new preferred treatment option, but 

advisors are still willing to try other new agents like ivosidenib in patients with IDH1 mutation and 

liposomal daunorubicin and cytarabine in secondary AML. 

First-Line Therapy

Overall, most advisors have limited experience treating AML patients in the relapsed/refractory setting. 

Most advisors indicated they refer out all younger and some older patients with relapsed disease. Some 

advisors generally treat their older relapsed patients with palliative care. Advisors agreed that in the 

future, they will look for a targetable mutation in all of their relapsed patients and treat appropriately.

Some advisors follow experts’ recommendation to treat locally those relapsed patients who are unwilling 

to travel to academic centers for treatment. 

Relapsed Therapy



FIRST-LINE THERAPY (1/3)
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Topic Insights and Data

Impact of 

cytogenetics and 

molecular 

markers

• Almost all advisors stated that they are routinely testing for all molecular markers, including FLT3, 

NPM1, CEBPA, TP53, and IDH1/2 mutations, in their newly diagnosed patients

– In discussion, advisors stated that they do order tests, but while many wait for the results unless 

patients have proliferative counts, others do not necessarily wait for test results before determining 

choice of therapy

– Most advisors report hardly seeing any AML patients with mutations; however, they will add 

appropriate targeted therapy if the patient has a targetable mutation

Patient fitness 

and referral 

pattern 

• The majority of the advisors define patients being fit or unfit for standard induction treatments on the 

basis of age, PS, molecular profile, comorbidities, etc

‒ A few do not consider age a characteristic to define patient fitness level

‒ One advisor uses a treatment-related mortality calculator along with other characteristics 

mentioned above

• Most advisors refer younger patients and patients fit for intensive therapy to leukemia specialists/tertiary 

hospitals but treat older patients fit or unfit for intensive therapy themselves, unless the patient 

personally wants to be treated in a tertiary hospital

‒ If a patient is a potential transplant candidate, the advisors most often refer to their nearest 

transplant center for final determination and treatment



FIRST-LINE THERAPY (2/3)
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Topic Insights and Data

Patient cases • If they had to treat a younger patient (50 yr) with PS 0, all advisors would choose the standard 7+3 regimen alone 

(63%), or in combination with gemtuzumab ozogamicin (38%)

• If the patient was 77 years old (PS 1), half of the advisors (50%) would prefer venetoclax (± HMA or low-dose 

cytarabine), while 2 advisors would give low-dose Ara-C (± HMA), and 1 each would prefer liposomal daunorubicin and 

cytarabine or gemtuzumab ozogamicin 

• For treatment-related AML following ASCT for mantle cell lymphoma with unknown genomic profile, 1/3 of advisors 

would treat with standard 7+3, and another 1/3 prefer liposomal daunorubicin and cytarabine. Almost 1/4 of the advisors 

would treat with venetoclax (± HMA or low-dose cytarabine)

• Most advisors (70%) currently treat a FLT3 mutation-positive AML patient with standard induction chemotherapy plus 

midostaurin since the approval of midostaurin

General 

treatment pattern

Older fit patients

• During discussion, most advisors reported generally treating older fit patients with standard 7+3 regimen alone or in 

combination with gemtuzumab ozogamicin

• For AML patients with a background of MDS, advisors consider transplant and reported inducing with standard 7+3 

regimen; however, advisors seemed to be impressed with liposomal daunorubicin and cytarabine survival data 

compared with 7+3

Older unfit patients

• While some advisors reported preferring venetoclax for older unfit patients, a few others tend to obtain a second opinion 

from leukemia experts

‒ Some advisors are likely to refer to academic centers to start venetoclax and then manage the patient from the 

second cycle, due to lack of good supportive care in their community practice

• For those patients with IDH1 mutation, some advisors would prefer venetoclax or ivosidenib as the frontline therapy, 

and  some advisors reported referring out those patients to leukemia specialists

• For FLT3 mutation patients, 1 advisor has used sorafenib off-label, but many are open to using venetoclax in the future



FIRST-LINE THERAPY (3/3)
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Topic Insights and Data

Perception of 

liposomal 

daunorubicin 

and cytarabine

• The majority of the advisors (78%) have not used liposomal daunorubicin and cytarabine, but some 

showed moderate interest to start using it in the future

‒ In discussion, a few advisors indicated using liposomal daunorubicin and cytarabine in secondary 

AML (treatment related/AML with a background of MDS) 

‒ During discussion, some advisors reported they would still use the standard 3+7 regimen in 

secondary AML patients, as they do not have experience with liposomal daunorubicin and cytarabine

‒ A few other advisors who do not have experience using liposomal daunorubicin and cytarabine also 

reported continued use of standard 3+7 regimen, as most of their secondary AML patients are not 

willing to travel far for treatment

‒ Advisors also noted that they are more inclined toward using standard 7+3, as they have the most 

experience with it

• However, advisors found the liposomal daunorubicin and cytarabine data showing superior 

survival compared with 7+3 survival data presented very compelling

Perception of 

ivosidenib

• Advisors do not have experience with ivosidenib

‒ None of the advisors have used ivosidenib in their AML patients

‒ During discussion, almost all advisors reported not having any AML patients with IDH1 mutation, 

except 1 advisor who had an IDH1 patient but did not treat with IDH1 inhibitor

‒ If the patient was 70 years old (PS 2) with intermediate-risk AML and IDH1 mutation revealed by 

NGS, all advisors would prefer ivosidenib, and most (75%) would use it in combination and not as 

single agent



QUOTES – FIRST-LINE THERAPY
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[Characteristics used to define fit/unfit] “Age, 

performance status . . . and the other one is 

obviously molecular factors.”

“We have a whole AML panel that actually does 

the lab, checks everything [including molecular 

markers].”

“If they [AML patients] are young patients and 

potential candidates for possible transplant or 

something, then I would just send them to the 

university.”

[Survival data comparing liposomal 

daunorubicin and cytarabine AND 7+3] “Yes, 

it's certainly appealing.”

“Until a couple of years ago, we had none of 

these drugs [ivosidenib, liposomal daunorubicin 

and cytarabine, etc]. We looked at AML 

completely differently. We did our inductions, or 

we sent them to academic centers which are in 

close proximity to us.”

“So it's not like these mutations are happening 

with great frequency. They're very uncommon 

for some of these, other than FLT3.”



MANAGEMENT OF RELAPSED/REFRACTORY DISEASE (1/3)
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Topic Insights and Data

Mutational 

testing in R/R 

disease

• All advisors support the importance of repeat biomarker testing using a full biomarker profile for relapsed disease

‒ All advisors also agree that checking IDH1/2 and FLT3 mutations is the most important in all patients with 

relapsed AML, as they have targeted therapy available

‒ Most advisors (78%) report always checking FLT3 mutations at relapse, irrespective of baseline FLT3

mutation status, while 22% would check over half of the time when presented with relapsed AML patients

• All advisors reported seeing FLT3 mutation (ITD and TKD included) in R/R AML patients in their practice

‒ Half of the advisors reported that 11%–20% of their R/R AML patients have FLT3 mutation, while the other 

half (25% each) indicate that 21%–30% or 31%–40% of their R/R AML patients have FLT3 mutation

• All advisors report seeing IDH mutation (IDH1 and IDH2 included) in R/R AML patients in their practice

‒ The majority of advisors reported <10% of their R/R AML patients have IDH mutation, while 25% indicate that 

11%–20% of their R/R AML patients have IDH mutation

R/R patient 

referral

• During discussion, advisors indicated referring most of their R/R patients to a tertiary center

‒ Some advisors refer R/R AML patients to tertiary centers if the patient is a transplant candidate and willing to 

travel

‒ Some manage older relapsed patients with best supportive care, while a few other advisors are willing to 

follow expert recommendation to treat R/R patients locally, as these patients may not want to travel long 

distances to academic centers for treatment

‒ Advisors who have a leukemia team in their practice keep their patients under their care

‒ Although most have not used any targeted therapy yet in their relapsed patients, they are willing to look for 

targetable mutations and treat appropriately, in the future



MANAGEMENT OF RELAPSED/REFRACTORY DISEASE (2/3)
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Topic Insights and Data

Reinduction 

vs targeted 

therapy 

approach

• The majority of advisors (75%) will consider reinduction in their relapsed patients who achieve a CR1 of at least 6 months, 

while 25% prefer a CR1 of at least 12 months

• In an example patient case, 43% of advisors would choose to repeat 7+3 induction therapy in a patient who relapsed 1.5 

years following consolidation therapy, while another 43% would use FLAG-IDA

• When queried in a poll, 44% of advisors stated that they would continue giving liposomal daunorubicin-cytarabine on days 

1 and 3, while another 44% preferred FLAG-IDA

• In a patient shown to have an IDH2 mutation following failure of 7+3 induction who is not fit for reinduction, 43% of the 

advisors indicated preferring IDH1 inhibitor ivosidenib, while enasidenib (IDH2 inhibitor), gemtuzumab ozogamicin, HMA 

plus venetoclax, or LDAC plus glasdegib is preferred by other physicians (selected by 1 each)

• For a patient with MDS secondary to prostate cancer who is progressing on a HMA, most advisors (70%) would continue 

HMA and add venetoclax, while 20% indicated a preference for liposomal daunorubicin and cytarabine, and 1 advisor 

preferred low-dose cytarabine and glasdegib

• In a young patient (PS 1) with FLT3-ITD mutation who received induction and 4 consolidation with 3+7 plus midostaurin, 

relapsed 5 months after last consolidation, most advisors (56%) preferred to proceed with FLAG-IDA followed by ASCT, 

while 1/3 of advisors would repeat FLT3 mutation evaluation and rush the test

• In a young patient with FLT3-ITD, DNMT3A, EZH2, TET2 mutations who received induction with 3+7 plus midostaurin and 

achieved CR and then received 1 consolidation with HiDAC plus midostaurin and transplant, relapsed 9 months after 

transplant, most advisors (56%) preferred single-agent gilteritinib followed by second transplant and post-transplant 

maintenance with gilteritinib

‒ Nearly 1/4 of advisors preferred to repeat 3+7 plus midostaurin followed by 2 DLIs

• During discussion, advisors indicated being open to using FLT3 and IDH1/2 inhibitors in the relapsed setting if targetable 

mutations are found, but some were still skeptical, as they do not have the infrastructure to administer and monitor in a 

small community setting



MANAGEMENT OF RELAPSED/REFRACTORY DISEASE (3/3)

17

Topic Insights and Data

Perception of 

gilteritinib

• Advisors do not have experience with gilteritinib

‒ None of the advisors have used gilteritinib in their AML patients

‒ During discussion, most advisors indicated not treating any AML patients with FLT3 mutation in the 

relapsed setting, as they usually refer R/R patients out

‒ Although most advisors mentioned lack of experience/knowledge with gilteritinib as the main barrier to 

using it, on the basis of the data presented, they would be willing to use it in the future if the 

appropriate patient comes along



QUOTES – MANAGEMENT OF RELAPSED/REFRACTORY 
DISEASE
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“We don't automatically refer patients after recurrent 

or less-than-optimal response. We just call Seattle, 

for example, and then they tell us what to do. We 

still do some of the things locally, not automatically 

refer them, but we just rely on experts.”

“But again, you need the supportive efforts of your 

staff to help you out with administering these [new] 

drugs and monitoring these patients in the hospice . 

. . I personally would like to make sure what I'm 

doing for the patient is the right thing.”

“I think if I could give someone a call and they gave 

me the encouragement to try this [new] drug, and if 

it works, stick with it, then sure, as long as they had 

a Plan B, because ultimately you're going to need a 

Plan B, too.”

“I haven't had an appropriate patient yet, but I will 

use it [gilteritinib] if the right patient comes along.”

“I wouldn't use it [gilteritinib]. I'm not familiar with this 

product.”

“For most relapsed/refractory patients, I send them 

to university.” “A lot of these newer therapies that are targeted at 

oral, they require authorization, you can't get them 

as an inpatient.”



STRATEGIC CONSIDERATIONS FOR TIBSOVO (1/2)  

> Although none of the advisors have used Tibsovo in their AML patients, on the basis of the presentation and 

discussion, many may now consider it in AML patients with IDH1 mutation in both the frontline and R/R 

settings

− It is important to increase awareness of Tibsovo by educating community physicians that Tibsovo can induce durable 

responses in newly diagnosed AML patients with IDH1 mutation, and recently received FDA approval in the frontline setting

− There needs to be an enhanced effort to educate on the data supporting approval of Tibsovo in frontline

• Emphasize that Tibsovo demonstrated a 28.6% (95% CI: 13.2–48.7) CR rate and a CR plus CR with partial hematologic recovery 

(CRh) rate of 42.9% (95% CI: 24.5–62.8)

− It is also important to educate community physicians on the data supporting approval of Tibsovo in the R/R setting

• Convey that 32.8% of patients on ivosidenib experienced CR or CRh that lasted a median 8.2 months

• Emphasize that ivosidenib demonstrated a 24.7% (95% CI: 18.5%–31.8%) CR rate

− Continue educating community advisors on indications of Tibsovo, educate on labeling, promote available clinical data 

on Tibsovo as much as possible, and develop real-world community practice case study data on Tibsovo efficacy and 

safety for community advisors

− Educational efforts on increasing awareness of dosing strategies, dose modification, and other tactics to reduce the risk 

of treatment-related AEs are required to familiarize advisors with the drug
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STRATEGIC CONSIDERATIONS FOR TIBSOVO (2/2)  

> Apart from educational materials, advisors expressed that direct communication with leukemia 

experts using Tibsovo would help them gain experience

− In order to encourage and increase confidence in using Vyxeos among community physicians, Agios 

should find a way to connect community physicians with local leukemia experts who possess experience 

using Tibsovo

> Advisors expressed difficulty and delay in getting new oral targeted therapies like Tibsovo, as it 

requires authorization

− Must overcome the challenges in administrative and bureaucratic logistics and also add Tibsovo to 

community hospitals’ formulary lists, as some advisors indicated not having it
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Advisor Key Takeaways



AML – KEY TAKEAWAYS (1/2)
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Dr 1

• Dacogen improves outcome in p53+ AML

• Venetoclax + HMA yields good results across all 

prognostic groups

• Role of FLT3 inhibitors in the relapsed setting as 

monotherapy such as gilteritinib; quizartinib vs crenolanib 

data/approval pending

Dr 4

• New target therapy available

• Treatment options for unfit patients

• Relapsed/Refractory unfit patient with single agent 

options – FLT3, IDH1, IDH2 mutations

Dr 2

• Vyxeos in high-risk AML

• Gilteritinib in FLT3 relapse

• IDH1/IDH2 inhibitors

Dr 5

• Many new options for elderly AML

• Molecular study for every AML case

• Target therapy for R/R AML

• Systemic review of updates of AML treatment

Dr 3

• Risk stratification/cytogenetic testing for risk adaptive 

therapies

• Importance of referral to tertiary center for clinical trial 

enrollment since using the new targeted therapies is 

evolving as are maintenance treatments

• Pay attention to the side effects or AEs of these newer 

drugs and need for monitoring and supportive services

Dr 6

• Classical 7+3 with biologic agents showed improved OS

• For unfit patients, the role of targeted/biologic agents 

seems promising

• Ivosidenib for IDH1/enasidenib for IDH2/gilteritinib for 

AML with relapsed

One attendee did not provide key takeaways.



AML – KEY TAKEAWAYS (2/2)
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Dr 7

• Excellent discussion on newer treatment options available

• How to treat elderly and high-risk AML

• Key understanding on how other colleagues manage AML 

in the community

Dr 9

• Improved turnaround time for FLT3 test results

• Use FLT3 inhibitor as a part of induction

• Many options for elderly or relapsed AML

Dr 8

• Not to miss molecularly supported targeted treatments for 

AML

• More confidence on using them (targeted agents)

• Call leukemia experts for opinion/clarification  

One attendee did not provide key takeaways.



ARS Data – AML: Management 
of Newly Diagnosed Disease



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 = 8*)
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*Two attendees did not answer.



IN HOW MANY UNIQUE AML PATIENTS HAVE YOU USED THE 
DRUG LIPOSOMAL DAUNORUBICIN AND CYTARABINE 
(VYXEOS)? (N = 9*)
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*One attendee did not answer.



IN HOW MANY UNIQUE AML PATIENTS HAVE YOU USED THE 
DRUG GEMTUZUMAB OZOGAMICIN (MYLOTARG)? (N = 9*)
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*One attendee did not answer.



IN HOW MANY UNIQUE AML PATIENTS HAVE YOU USED THE 
DRUG MIDOSTAURIN (RYDAPT)? (N = 9*)
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*One attendee did not answer.



IN HOW MANY UNIQUE AML PATIENTS HAVE YOU USED THE 
DRUG GILTERITINIB (XOSPATA)? (N = 9*)
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*One attendee did not answer.



IN HOW MANY UNIQUE AML PATIENTS HAVE YOU USED THE 
DRUG ENASIDENIB (IDHIFA)? (N = 9*)
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*One attendee did not answer.



IN HOW MANY UNIQUE AML PATIENTS HAVE YOU USED THE 
DRUG IVOSIDENIB (TIBSOVO)? (N = 9*)
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*One attendee did not answer.



IN HOW MANY UNIQUE AML PATIENTS HAVE YOU USED THE 
DRUG GLASDEGIB (DAURISMO)? (N = 9*)
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*One attendee did not answer.



IN HOW MANY UNIQUE AML PATIENTS HAVE YOU USED THE 
DRUG VENETOCLAX TABLETS (VENCLEXTA)? (N = 9*)
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*One attendee did not answer.



WHAT INDUCTION REGIMEN DO YOU ROUTINELY RECOMMEND 
FOR A 50-YEAR-OLD PS 0 PATIENT WITH INTERMEDIATE-RISK 
AML (CD33+ AND WITHOUT FLT3 MUTATION)? (N = 8*)
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*Two attendees did not answer.



WHAT INDUCTION REGIMEN DO YOU ROUTINELY RECOMMEND 
FOR A 77-YEAR-OLD PS 1 PATIENT WITH INTERMEDIATE-RISK 
AML (CD33+ AND WITHOUT FLT3 MUTATION)? (N = 8*)
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*Two attendees did not answer.



WHAT INDUCTION REGIMEN DO YOU ROUTINELY RECOMMEND FOR A 70-YEAR-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*)
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*One attendee did not answer.



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*)
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*Two attendees did not answer.



I AM CURRENTLY TREATING ALL FLT3 MUTATION-POSITIVE AML PATIENTS 
WITH STANDARD INDUCTION CHEMOTHERAPY PLUS MIDOSTAURIN, 
WHENEVER FEASIBLE, REGARDLESS OF OTHER RISK FACTORS (N = 10)
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VENETOCLAX HAS RECENTLY BEEN APPROVED FOR NEWLY DIAGNOSED ADULT AML 
PATIENTS WHO ARE 75 YEARS OR OLDER, OR WHO HAVE COMORBIDITIES THAT 
PRECLUDE USE OF INTENSIVE INDUCTION CHEMOTHERAPY. DO YOU PLAN TO INCREASE 
YOUR USE OF THIS THERAPY OPTION IN NEWLY DIAGNOSED AML PATIENTS? (N = 10)
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ARS Data – AML: Management 
of Relapsed/Refractory Disease



DO YOU ROUTINELY REPEAT BIOMARKER TESTING IN YOUR 
AML PATIENTS AT THE TIME OF RELAPSE? (N = 6*)
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*Four attendees did not answer.



WHICH OF THE FOLLOWING MUTATIONS ARE MOST IMPORTANT 
TO BE CHECKED IN ALL PATIENTS WITH RELAPSED AML FOR 
THERAPEUTIC DECISION MAKING? (N = 7*)

42

*Three attendees did not answer.



I GENERALLY REQUIRE A CR1 OF AT LEAST __ MONTHS 
BEFORE RECOMMENDING REINDUCTION IN MY RELAPSED 
AML PATIENTS (N = 8*)
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*Two attendees did not answer.
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WHAT PERCENTAGE OF THE R/R AML PATIENTS YOU SEE 
ARE FLT3 MUTATED (ITD AND TKD INCLUDED)? (N = 8*)
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*Two attendees did not answer.
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WHAT PERCENTAGE OF THE R/R AML PATIENTS YOU SEE 
ARE IDH MUTATED (IDH1 AND IDH2 INCLUDED)? (N = 8*)
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*Two attendees did not answer.
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HOW OFTEN DO YOU RECHECK FLT3 MUTATIONS AT 
RELAPSE, IRRESPECTIVE OF BASELINE FLT3 MUTATION 
STATUS? (N = 9*)
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*One attendee did not answer.



PATIENT CASE

> A 58-year-old with FLT3-ITD–mutated AML (allelic ratio 0.55) received induction 
and 4 consolidations with 3+7 plus midostaurin. He did not want to undergo 
allogeneic stem cell transplant (ASCT), and maintenance with midostaurin was not 
given. He relapsed 5 months after his last consolidation. His WBC is 12K, Hgb 9.2, 
platelets 42K, and he has PS 1, with no acute symptoms
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WHAT WOULD BE THE NEXT BEST STEP IN MANAGEMENT? 
(N = 9*)
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*One attendee did not answer.



PATIENT CASE

> A 52-year-old female who has inversion 16 completes standard induction with 7+3, 
and 4 cycles of consolidation. One-and-a-half years following completion of 
consolidation, she relapses with AML, and inversion 16
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WHAT DO YOU TREAT HER WITH? (N = 7*)
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*Three attendees did not answer.



PATIENT CASE

> A patient who was initially treated with induction liposomal daunorubicin-cytarabine 
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*)
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*One attendee did not answer.



PATIENT CASE

> A 77-year-old male presents with AML, normal cytogenetics, no FLT3-
ITD/NPM1/CEBPA mutation. He receives 7+3 and has a positive day 14 marrow. 
He develops a significant fungal infection during induction and you do not want to 
give him reinduction. NGS shows IDH2 and DNMT3 mutations
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WHAT DO YOU CONSIDER NEXT? (N = 7*)
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*Three attendee did not answer.



PATIENT CASE

> A 54-year-old patient with AML, FLT3-ITD allele ratio 0.62, DNMT3a, EZH2, TET2
mutations receives induction with 7+3 plus midostaurin and achieves CR. She 
receives 1 consolidation with HiDAC plus midostaurin and goes to transplant. She 
does not receive post-transplant maintenance. She relapses 9 months post-
transplant. Bone marrow at relapse shows FLT3-ITD 0.52, DNMT3, and no other 
mutations. Her WBC count is 43K, Hgb 8.2, platelets 12
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WHAT WOULD YOU RECOMMEND? (N = 9*) 
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*One attendee did not answer.



PATIENT CASE

> A 75-year-old man with high-risk MDS has history of prostate cancer treated with 
radiation therapy 3 years ago. During follow-up, he was found to have 
pancytopenia. BM evaluation revealed 11% blasts. CG revealed +8 and –7. Patient 
received HMA therapy and achieved a response for 9 months. Evaluation revealed 
25% blasts with progressive disease
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WHAT WOULD YOU CONSIDER NEXT? (N = 10) 
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