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Report Snapshot: Session Overview
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A moderated roundtable 
discussion with 
community oncologists 
from the Southwest 
region of the United 
States was held online on 
March 1, 2022

Disease state and data 
presentations were led by 
Dr Elias Jabbour from 
MD Anderson Cancer 
Center, in conjunction 
with content developed 
by the Aptitude Health 
clinical team

Insights on the practical 
management of first- and 
second-line AML using
venetoclax, ivosidenib, 
and other targeted 
approaches were 
obtained

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



Report Snapshot: Attendee Overview

> The group of advisors comprised 9 community oncologists from the Southwest region of the 
United States
− Attendees of the roundtable represented community oncologists from California, Arizona, and New 

Mexico
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Institution City State

Los Angeles Cancer Network Pasadena CA

Ironwood Cancer & Research Centers Phoenix AZ

Kaiser Irvine CA

Desert Hematology Oncology Peoria AZ

UC San Diego Health Temecula CA

Kaiser Riverside CA

Lovelace Cancer Center Albuquerque NM

Pacific Shores/City of Hope Huntington Beach CA

Cancer & Blood Specialty Clinic Los Alamitos CA



Report Snapshot: Attendee Demographics (1/2)
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The majority of advisors see 1–10 AML patients 
per month

87%

13%

What proportion of your patients with 
hematologic malignancies whom you see per 

month have AML? (n = 8*)

1%–10%

11%–20%

21%–30%

≥30% 100%

How many unique patients with AML (newly 
diagnosed or otherwise) do you personally 

manage per month? (n = 8*)

1–5

6–15

16–20

≥21

All advisors manage between 1–5 AML patients 
per month

*One advisor did not respond.



Attendee Demographics (2/2)
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Half of advisors see a majority of patients 
who are 75 years or older

Most advisors reported 11%–20% of their 
patients are <75 years old with severe 

comorbidities that prevent use of intensive 
induction chemotherapy

25%

25%

50%

What percentage of your AML patients are 75 
years or older? (n = 8*)

0

1%–10%

11%–20%

21%–30%

31%–40%

41%–50%

≥51%

50%

12%

13%

25%

What percentage of your AML patients are under 75 
years old, but have comorbidities that prevent use 

of intensive induction chemotherapy? (n = 8*)

0

1%–10%

11%–20%

21%–30%

31%–40%

41%–50%

≥51%

*One advisor did not respond.



Report Snapshot: Agenda

Time (EST) Topic

6.00 PM – 6.15 PM
Introduction and ARS Questions
• Program overview
• ARS questions

6.15 PM – 7.35 PM
First-Line Treatment of AML
• Overview of current data
• Reaction and discussion

7.35 PM – 7.45 PM Break

7.45 PM – 8.45 PM

Management of Relapsed/Refractory AML and Promising 
Sequencing Strategies in AML
• ARS questions
• Overview of current data
• Reaction and discussion 

8.45 PM – 9.00 PM Key Takeaways and Meeting Evaluation
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Discussion: Testing and Its Impact 
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“We do NGS, multiple myeloma NGS. We do that from the get-go from the bone marrow. We just send it out . . . 
we’ll just check it and then do a FISH panel and a chromosome test. Pretty much everything, because we hate to 
repeat another bone marrow on the patient.”

“I start right away [before receiving results] and then, like I said, our hematopathology will do the stats on the FLT3 
and a core-binding factor, and then we get it back within a week.”

“It’s [testing] a standard process, they [pathologists] are all aware of it. So, we don’t even have to ask them do 
this, do that. So, they are the ones who’ll do it for us.”

“I would say about 5 patients I’ve used [HMA] monotherapy alone . . . in the older frailer patients with lots of 
cytopenias, it’s definitely hard to do venetoclax with the HMA, and at times I’ve had to use HMA alone.”

“We do 21 days of ven during cycle 1. I will get a bone marrow done, and the goal is to have a remission. If I have 
a remission, then hold ven and wait for the count recovery.”

“HMA + ven should be the standard of care for every patient not fit for intensive chemotherapy.”

“For 65 years and older, this is a new standard of care where you can give cladribine, low-dose ara-C, ven, and 
followed by transplant, eventually, you can have a survival of 80% to 90%.”

“If they’re older, I would start with the venetoclax and azacitidine, and like many of the others said, a lot older 
patients, unfit patients don’t tolerate venetoclax that well, so playing with the dose or just starting on HMA alone.”

“I think HMA-ven, with the data, is a satisfactory regimen, absolutely, especially if you want to treat the patient 
immediately instead of waiting for it. I mean, I would try the patient on HMA + ven and see how they perform.”

Approaches to first-
line therapy choices

INSIGHTS



“I think the data on HMA-ivosidenib would be compelling, and I like to target mutations if they’re targetable, so I 
would try aza + ivosidenib.”

“I think the data are comparable, and I think ivosidenib + ven is pretty convincing, and I think that I would consider 
using it in my next patient.”

“So here, my standard of care for 2022, today, for older patients, I’m walking away from HMA + ven to cladribine, 
low-dose ara-C, ven for 2 years, and then add FLT3 inhibitors or IDH inhibitors if I have to.”

“If I do not want to use HMA + ven, I will use IDH1 inhibitor + aza.”

“It’s comparison of the studies, but HMA-ven is as good as HMA-ivosidenib with an advantage of ven being 
agnostic of everything else.”

“In IDH1, I will do HMA + ven today. I may be inclined to add IDH inhibitor down the road or IDH1 inhibitor.”

Current use of IDH1 
inhibitors
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“I typically try to get up to the 400 mg of venetoclax, but again, that’s difficult in many of our patients, so I either 
decrease the length of the venetoclax or reduce the dose of venetoclax.”
“I’m very comfortable using venetoclax with the HMA.”
“Depending on how the patient is tolerating it at that point in time. If they’re doing okay, we keep the same dose. If 
not, then I would dose reduce.”

Current use of BCL2 
inhibitors

INSIGHTS

Discussion: First-Line AML 
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“It wasn’t so bad [experience with ivosidenib]. I didn’t see the differentiation syndrome. It’s mostly GI problems, 
manageable. But the patient progressed after 4 months. It was kind of a neutral experience, nothing remarkable 
with that.”

“I try to look for these mutations. And, yeah, I had experience with the IDH1 and -2 and then also with FLT3 
inhibitors. But it’s kind of like short-lived responses, 3 to 4 months, had a rash with the IDH1 inhibitor, so pretty 
similar to others’ experiences.”

“I think if you have patients who are HMA alone, you have to go back and consider HMA + ven because HMA + 
ven does induce a high rate of MRD negativity compared to HMA alone, and that translates into better outcome.”

“I had a patient who was a 3+7 candidate but had renal failure from vancomycin antibiotic for cellulitis and he 
came in a very bad shape. I said to myself ‘I’m not giving much intensive chemotherapy,’ I opted to do HMA + ven 
and he did extremely well. He’s cured right now.” 

“I have patients who are on it [venetoclax] for, as I said, 3 years. I have patients who are on it for a year. I have a 
patient who is on it for 6 months. As long as they are responding, I just keep them on it.” 

“I’ve used FLAG-IDA in the relapsed setting. I’ve also used IDH inhibitors in the relapsed setting.” 

Approaches to 
second-line therapy 
choices

INSIGHTS

Discussion: Relapsed/Refractory AML 



Advisor Key Takeaways



Advisor Key Takeaways (1/2)
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ADVISOR ADVISOR

1

> I think the FLAG + IDA with the venetoclax in the upfront 
frontline setting is definitely something that I’d be interested 
in the place of 7 + 3

> The triplet therapy in the relapsed/refractory setting that we 
were touching on, I think it’s something that I would like to 
try in the future if I have a case like that

> Using data with the Menin inhibitor in MLL rearrangement 
space, I think is also promising . . . I’m excited to see the 
data for in the future incorporating that for those patients

4

> It seems like the venetoclax is becoming the backbone of a 
lot of the regimens nowadays in AML, so it should be one 
of the most used options 

> The FLAG + IDA as well, which I have not used it ever as a 
frontline. I’ve used it for refractory or relapsed

> The fact that MRD is not widely used in AML, because I 
used to think it’s all over leukemia. It seems like it’s mostly 
for ALL

2
> For FLT patients with AML, the triplet would probably 

become a standard of care pretty soon, instead of 7 + 3
> IDH1, IDH2 also ven + aza would be the winner compared 

to the IDH1 inhibitor in the frontline setting
> The FLAG + IDA data were also very impressive

5

> In the fit, young patients, for induction, it seems like it might 
be a paradigm shift away from 7 + 3 with addition of 
venetoclax, and high-dose ara-C, and FLAG, and 
fludarabine, as a frontliner there

> The older patients who are not fit for induction 
chemotherapy, intensive chemotherapy, ven + aza for 
everybody

> For AML [after induction] we didn’t do maintenance, but it 
seems like that’s the standard of care at this point

3

> I guess I could do it [add FLT3 inhibitor to HMA + 
venetoclax] with an oral FLT3 like gilteritinib because the 
insurance companies don’t argue with you when they add 
orals, even if it’s off label

> And then the business about IDH-positive tumors whether 
they’re 1 or 2, just using HMA + venetoclax, in other words 
you can be agnostic to the IDH

6

> Thinking about the antiviral prophylaxis, learning more 
about pirtobrutinib and other drugs in development

> [Learning about] CAR T. I have some younger patients who 
have gone through some lines of therapy and we’re thinking 
about referring them for a trial for CAR T



Advisor Key Takeaways (2/2)
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ADVISOR ADVISOR

7

> For me, I didn’t know about acquiring IDH mutations. I 
didn’t think about that, so that’s new for me

> [Using FLAG + IDA] I’ve used it before in the refractory 
setting but not upfront. And then no matter what the 
IDH mutation was, you could still go ahead and give the 
venetoclax + azacitidine

> Using the venetoclax, aza regardless of how concerned 
you may be about performance status, it’s still 
something that I think it’s reinforced to consider

9

> FLAG + IDA + ven with a higher IDA dose that you 
talked about especially

> I was using HMA with ven but in the maintenance 
setting. I think I’m going to make some changes in 
terms of instead of doing all 28 days, we can modify 21, 
as you said even 14 instead, on the basis of the 
marrow at the 21 days, waiting to 28 days, so I’m going 
to modify my practice from that

> The EPL data with the oral, arsenic drug looks pretty 
darn good (instead of using IV), because I have 2 or 3 
patients who are on that

8

> High-dose ara-C for frontline in addition to the 
venetoclax, maybe triplet therapies for other fit patients, 
not a candidate for induction therapy backbone HMA 
and venetoclax, that’s the backbone and then maybe 
add something depending on the biomarkers



ARS Data



Most Advisors Routinely Do Comprehensive Molecular Testing 

16*One advisor did not respond.
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In addition to cytogenetics, which of the following molecular markers do you routinely test 
for in your newly diagnosed AML patients? (Select all that apply.) (n = 8*)



Most Advisors Send Their Samples Out for Molecular/Genomic 
Testing
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29%
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When it comes to molecular/genomic testing (n = 7*):

*Two advisors did not respond.



Most Advisors Wait Between 1 And 2 Weeks to Get Results 
From Molecular/Genomic Testing
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When it comes to genomic/mutational testing, the turnaround time to get the final results is: 
(n = 8*)

*One advisor did not respond.



One in 4 Advisors Always Starts Frontline Therapy Before 
Getting Genomic/Mutational Test Results
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In general, the following statement describes me best (n = 8*):

*One advisor did not respond.



In the Past Year, 3 of 4 Advisors Have Used a Hypomethylating 
Agent (HMA) as a Monotherapy in Their AML Patients
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In the past year, in how many AML patients have you used a hypomethylating agent 
(HMA) as monotherapy? (n = 8*)

*One advisor did not respond.



HMA Monotherapy Is Perceived as Tolerable, Easy to Use, With 
Favorable Availability and Accessibility

21*Two advisors did not respond.

71%

43%

29% 29% 29%

14%

29%

14%

0%

14%

0%
0%

10%

20%

30%

40%

50%

60%

70%

80%

Acceptable
tolerability profile

Availability in both
inpatient and

outpatient settings

Better accessibility
in comparison with

other agents

Clinical efficacy in
this setting

East of use Easy to monitor
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What are the reasons you use HMA monotherapy as induction therapy in your elderly/unfit 
AML patients? Please select all that apply. (n = 7*)



All Advisors Have Some Experience Using Venetoclax in Their 
AML Patients in the Past Year
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In the past year, in how many newly diagnosed AML patients have you used a venetoclax-
based regimen? (n = 6*)

*Three advisors did not respond.



OS Benefit, Remission Rates, and Positive Clinical Experience 
Contribute to the Use of Venetoclax in Elderly/Unfit Patients

23*One advisor did not respond.
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evidence
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adjustment
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co-administering
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response
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In your opinion, what are the reasons for you to choose venetoclax-based regimens in your 
elderly/unfit AML patients? Please select all that apply. (n = 8*)



Most Advisors See AML Patients Who Harbor an IDH1
Mutation; However, These Patients Make Up Only 1%–10% of 
Their Total Patient Population
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What percentage of your AML patients harbor an IDH1 mutation? (n = 7*)

*Two advisors did not respond.



Most Advisors Prefer Venetoclax for a 77-Year-Old PS 0 Patient 
With Intermediate-Risk AML (CD33 Positive, FLT3 Negative, 
IDH1 Positive)
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What induction regimen do you recommend for a 77-year-old PS 0 patient with 
intermediate-risk AML (CD33 positive, FLT3 negative, IDH1 positive)? (n = 7*)

*Two advisors did not respond.



Half of the Advisors Were Not Familiar With the AG120 
Trial Data
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On a scale of 1–5, how familiar were you, before today, with the patient populations 
followed in the AG120 trial? (1 = Not at all familiar, 5 = Extremely familiar) (n = 8*)

*One advisor did not respond.



Sixty-Three Percent of Advisors Were Familiar With the 
VIALE-A Trial Data
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On a scale of 1–5, how familiar were you, before today, with the patient populations 
followed in the VIALE-A trial? (1 = Not at all familiar, 5 = Extremely familiar) (n = 8*)

*One advisor did not respond.



For a Patient Who Was Receiving HMA Alone for MDS, but 
Their Disease Progressed to AML (IDH1 positive), Most 
Advisors Would Add Venetoclax to HMA
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How would you treat a patient who was receiving HMA alone for MDS but their disease 
progressed to AML? Genetic testing reveals they are IDH1 positive. (n = 7*)

*Two advisors did not respond.



All Advisors Would Induce With Venetoclax for a 70-Year-Old 
PS 2 Patient With Intermediate-Risk AML (IDH1 positive)
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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 = 7*)

*Two advisors did not respond.



The Most Valuable Resources for Current AML-Related 
Information Are the NCCN Guidelines and UpToDate

30*Two advisors did not respond.
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Please select up to 3 real-time resources you most often use for AML-related information. 
(n = 7*) 
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