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Andrew Schorr: 
So, first of all, I’m living with myelofibrosis and know that there’s a percentage of people who progress to secondary 
AML. And before, you didn’t have much for us, maybe transplant. And also, other primary AML people who would go 
to transplant. So, where does transplant fit in, whether it’s primary AML or secondary AML or other drugs for 
secondary AML? Why don’t you take the transplant first? Where does it fit in? 

Dr. Ritchie:                  
Well, we look at a lot of things, when we look at an AML patient. We’re looking at their age and their fitness, what 
their comorbid illnesses are. We look at their disease. We look and see what are the chromosomal abnormalities that 
we see, in this particular leukemia.  

And we group them according to favorable risk, people that might respond well to chemotherapy alone, people with 
intermediate risk where they may or may not have a good response to conventional chemotherapies, and poor risk. 
We are now also doing the molecular testing. So, we do that 50 gene or 80 gene test where we see what mutations 
there are, in the person’s leukemia. And we put all of that information together to see what we think the prognosis of 
the patient is.  

So, if the patient has already had heart failure and has had bypass surgery, and they have diabetes that’s not on good 
control, and they have an unfavorable AML that we would transplant, we may not refer that patient to a transplant 
consultation because we don’t think that they’re strong enough or fit enough to get through a transplant.  



But my 79-year-old tennis player who has been playing tennis every single day, and the only comorbid illness is 
hypothyroidism, and they have an unfavorable mutational panel or an unfavorable chromosomal karyotype, then, 
that patient I would refer to a transplant consultation for cure. 

Andrew Schorr:           
Okay. And then, secondary AML where my understanding is some of these drugs may help someone like me, if I 
progressed, from myelofibrosis. I don’t know whether… 
Dr. Ritchie:                  
…secondary AML, if you were a fit person, I think most of us would send you for a transplant consultation. 

Dr. Kadia:                    
I think the bottom line is we look at two things. We look at the risk of the leukemia and the risk for the patient. So, we 
look at the disease and the patient. If the disease is high risk or even intermediate to high risk, we consider them 
candidates for transplant. Then, the next step is fine, we think you should get a transplant. 

Would you do well with a transplant? Is the morbidity and mortality rate going to be high, in your case, or is it going to 
be low? If it’s going to be high or even intermediate to high, then, we can’t do a transplant. We shouldn’t do a 
transplant, unless we mitigate some of those factors. If the risk is low, then, that patient should try to get a transplant. 
Then, there’s the whole thing of do we have a donor available. A donor is, typically, a sibling who is a match. We also 
have national marrow donor program, which you can get an unrelated match. Occasionally, we do something called a 
haploidentical where you can get a son or daughter or mother or father to be a match.  

Those are probably less likely in older patients, because they’re a little bit tougher. And we do those more in younger 
patients. But there are many options for transplant. I don’t think it’s off the table. 

Dr. Lee:                        
One thing to be very clear about transplant is that it’s usually an option, once you get rid of the disease. So, it’s not 
something you go into, when you are first diagnosed. 

Andrew Schorr:           
You’re going to knock it back with the drugs we’ve been talking about. 

Dr. Lee:                        
Correct. So, transplant is a modality to really keep the disease from recurring. 

So, one thing that is very important that is coming out these days, with ASH and other meetings, is importance of how 
we measure disease, after treatment, before we go to transplant. And increasingly, there’s a way we’re getting more 
sophisticated into measuring how much disease you have left over, after induction therapy. And it’s called 
measurable residual disease, MRD. And you can go deeper and deeper and look, and there’s actually data showing 
that less disease you have, or if you don’t have any disease, you better after transplant. So, one important thing the 
patients should remember is that it’s very important to try to eradicate your disease, before you go proceed to 
transplant. 

Andrew Schorr:           
Let me see if I’ve got this right then. So, if you can, you’re going to do this testing to see what version of AML do you 
have, by these panels of genomic testing. 

Dr. Ritchie:                  
And the karyotype, the chromosomes that are inside of your leukemia cells. 



Andrew Schorr:           
Chromosomes, okay. And then, you’re going to see are there drugs that line up with that that can knock it down to 
minimal measurable disease? Are you a candidate for transplant that can take it further and maybe give you a longer 
life? Is there a donor? But for people who are not candidates for transplant, Dr. Ritchie, are we just saying there’s not 
as much hope for them?  

Dr. Ritchie:                  
I like to tell my patients that there is always hope. The issue will be, for these patients, that they will, eventually, need 
to enroll in clinical trials of new drugs and new combinations, to try and keep their leukemia in remission or to treat a 
relapse of their leukemia. Although we have all of these new combinations, one of the things that we haven’t really 
established is, when you fail one of these, and you have a relapse of your disease, what is the next best step? 

We don’t really know it for any of these drugs. So, clinical trials become very, very important and really the key to a 
longer life for those people who are not transplant candidates.  

Andrew Schorr:           
That’s for ASH… 

Dr. Lee:                        
… definitely agree with Dr. Ritchie. I have one example. I have a patient in her mid-80s. She was diagnosed more than 
three years ago. And she had a very aggressive leukemia that did not respond to the Decitabine. And she was actually 
very sick and had a lot of heart issues. She happened to have an IDH2 mutation, and we had a trial. So, we gave her 
the drug. And more than three years later, she’s still taking the drug, has a completely normal blood count, and going 
about her business. And she remains in remission and ongoing.  

So, back then, we didn’t know how good the drug would be, of course. And we had a clinical study, and she enrolled. 
And you don’t know, when you have clinical study, how well it’s going to work. So, it’s very important to keep an open 
mind and be proactive about it.  
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