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Andrew Schorr: 
So, we’re talking about genetic testing. And I really, really was very interested in hearing how it works and how quick 
it could be turned around. But what would you say—we very often hear, like in Steve’s case, it was his doctor who 
referred him to a local hematologist and then, eventually, to a specialist?  Sometimes, we hear people being rushed to 
the hospital or going to their local doctor. But time is of the essence, in getting this genetic testing. 

What advice do you give patients who, typically, might go to a local doctor, how to move along in this process and 
how to advocate for that genetic testing? Do you have any feedback on that? 

Dr. Daver:                   
Yeah. I think there’s a fine balance. And that’s where it’s hard to make a generalized recommendation across the 
board because there are some AML patients who come to us who have a very high white count, more than 100,000, 
for example. They may have evidence of leukemia already infiltrating their liver or kidney, with organ abnormalities 
and lab changes. And in those patients, we may have to start treatment very early. But those are the minority. We’ve 
published, as other groups have looked at this, those make up about 5 to 10 percent. So, in the majority, it is, actually, 
a mindset change. 

And this is something we’re doing a lot of education on, as well, is that that mindset of the sun should never set on 
AML. We have to treat right away, actually, was true, when you didn’t have other effective therapies that could be 
added that could change your outcome from 25 percent to 75 percent. 

But today, in fact, I think it’s much more important to select the appropriate treatment or the addition of the 
appropriate molecular immune therapy than rushing into treatment. In fact, our group, as well as a number of other 
groups in the country, have published it. So, what we recommend, in general, is we get a new AML. We would admit 
those patients. I still think this is an inpatient disease. We would monitor them closely. We send, on the same day that 
we see them, a molecular chromosome panel. We ask it to be rushed. And then, usually, we can get these results in 
three to five days. 



And I would wait to get those results because, based on those results, we may choose a FLT3 inhibitor. We may 
choose the antibody gemtuzumab (Mylotarg). We may choose IDH therapy. We may choose ATRA arsenic. So, I 
think, for most patients, what you could do, of course, you have to be careful when you’re discussing it with a 
physician, you don’t want to push on them too much. But I think it’s important to ask about molecular therapies, 
molecular trials, whether we could get the molecular information early, and how we could incorporate that. 

I think, the good thing is we’re seeing, across the country, most of the physicians are taking this approach. And there 
is very intense education. But I still think it doesn’t hurt to ask about it and make sure that that testing is being done 
because I think it could make a huge difference in your outcome. 
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