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Beth Probert: 
So, my question to you is it’s very obvious that genetic testing, for these mutations, is a huge puzzle piece to this. And 
could you talk a little bit about that. At what point can a patient get this genetic testing from the mutations. And if 
you could just speak to that because it just sounds that is essential? 

Dr. Daver:                   
Yeah, absolutely. I think that is probably the number one takeaway for both patients, caregivers, and physicians. So, 
the genetic testing should be done for all new AMLs at the time of diagnosis. And there are a number of different labs 
across the country, commercial labs, that are able to do this new genomics, foundations, hematologic, all of these are 
not insurance approved and covered. 

Some of the larger academic centers have their own molecular testing analysis. The most important thing is that we 
should usually wait for these results before rushing into therapy. And just to give an example, when we see a new 
AML at MD Anderson, we will rush their cytogenetics and molecular testing. We’re looking for cytogenetics to rule in 
or rule out APL, acute promyelocytic leukemia because this can be treated without chemotherapy with 95% cure 
rates. The other big group we’re looking at is what we call core binding factor leukemia. These are a group of specific 
chromosomes associated leukemias. 

And if you find those, then, that is the group or the addition of the antibody treatment called gemtuzumab 
ozogamicin or Mylotarg, which is FDA approved, can improve the survival rates by almost 20 percent, which is a huge 
amount on top of chemo. So, you don’t want to miss identifying this core binding factor of chromosomes. Then, if we 
don’t find one of these two, then, we rush our molecular panel. 

We are fortunate. We get the molecular results in 48 hours. That’s one of the places in the country. There are a few 
other groups that are in the same range. But even in the commercial setting, I know for a fact that they’re able to get 
these results in six to seven days. So, I think it is actually possible and feasible. And even on some of the large trials 
we’ve done across 100 plus centers, we were able to safely wait for those results. Two molecular results were most 



important looking for our FLT3, if you find that mutation. We want to add the FLT3 inhibitor up front, and then, 
IDH1, IDH2 mutation. 

And if you find those, we may consider, on a trial basis, adding IDH1, IDH2 mutations. And then, if none of those 
mutations or chromosome groups are identified, then, we will consider standard treatment. But even there, we have 
trials where we’re adding new drugs, which have shown very high activity like venetoclax (Venclexta) or nOpdivo) 
nivolumab or immune therapies to standard chemo. So, really, this is now personalized therapy. There are five clear 
subsets of AML that will have different treatment approaches. 

And addition of the appropriate agent could improve your survival and cure rates from anywhere from 10 to 30 or 40 
percent. So, I think this is quite important.  
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