
Andrew Schorr: Hello and welcome to Patient Power. I'm Andrew Schorr. Each year thousands 
and thousands of hematologists, oncologists and researchers from around the world come 
together for the American Society of Hematology meeting. And usually, it's in person but this 
year, of course it's virtual, but there's still news. And aren't we glad there's news for people 
dealing with acute myeloid leukemia, AML? So, we're going to explore that now with some 
leading experts and also someone who has lived it. So first I want to welcome to our program, 
Loriana Hernandez Aldama from Philadelphia. Loriana thank you so much for being with us.  

Loriana Hernandez: Thank you so much for having me. It was a great conference last year to 
go live, and to be able to do this virtually is also wonderful. And I'm happy to share my 
experience because I think that the patient voice matters and I'm glad that people are actually 
listening.  

Andrew Schorr: Right, absolutely. And I want to have our two medical experts join us now. And 
that's Dr. Eunice Wang from the Roswell Park Cancer Center in Buffalo. Eunice, thank you so 
much for being with us once again on Patient Power.  

Dr. Wang: I'm honored to be here and to be included on such an illustrious panel.  

Andrew Schorr: Okay. And what is your title by the way?  

Dr. Wang: I'm the Chief of the Leukemia Service and a Professor of Oncology in our 
Department of Medicine here at Roswell Park.  

Andrew Schorr: Okay. And also, I want to welcome back to Patient Power, Dr. Jessica Altman, 
who joins us from the Lurie Cancer Center at Northwestern in Chicago. What is your title there 
Jessica?  

Dr. Altman: Hi everyone. I am the Director of the Acute Leukemia Program here at 
Northwestern, the Robert H. Lurie Comprehensive Cancer Center. And I'm also a Professor of 
Medicine. It's an absolute pleasure to be here today, and I'm looking forward to our discussion. 

Andrew Schorr: And I want to thank our sponsors - that's Genentech and AbbVie, although 
they have absolutely no editorial control. The doctors are going to say what they say. We're 
going to ask the questions that strike us as important for you. So, let's get going. First of all, a 
little bit about Loriana's story. So Loriana, let's go back to 2014, you had a two-year-old son, you 
were a TV anchorwoman and health reporter and fitness reporter. And you're going through a 
fertility workup, and the doctor tells you, you have what?  

Loriana Hernandez: AML leukemia. I was actually in the midst of the treatment with a due date 
already. And the fertility doctor says, "I think you have leukemia." I said, "You're the wrong 
person? I'm the clean eating, green drinking, yoga enthusiast. I teach viewers how to avoid 
cancers like AML." And he sent me in to see, who was apparently the best oncologist for me. 
And I got in right away because I was connected, which always makes me worry about patients 
if you're not connected, how does that impact your outcome?  
  
Anyway, he sent me to this oncologist who said, "You're just tired. You're overworked. You have 
a two year old. You are getting up at 1:45 in the morning." Eventually turns out that I did have 
leukemia. And I immediately... Trust is the initial... I wasn't going to go back to the oncologist 
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who misdiagnosed me. I got on a plane and flew to Johns Hopkins. When I was connected to 
Dr. Mark Levis at Johns Hopkins, who said, "Get on a plane and say goodbye to your son. You 
don't have time to waste."  

Andrew Schorr: And you've been there for months, and eventually had, besides a lot of 
chemo, you had a transplant with your sister as your donor?  

Loriana Hernandez: Yes. I checked it in January and literally checked out as a Christmas day 
miracle. I went through induction. I went through the standard care of intensive chemotherapy 
because I was fit. But 10 months in because of a clinical trial, they determined that my cancer 
was coming back and I was still in remission, which the doctors going explain, I'm not sure of 
the technical terms. And they said, "You need a transplant. The only problem is you're Cuban 
and you don't have a match." 
  
And in all my years of reporting, when it sank in, I said, "Well, what happens if I don't have a 
match?" And they said, "You'll succumb to the disease and die." Which years later, I still cry 
because I had a two year old who forgot who I was and the thought that I was going to succumb 
to the disease and die, I didn't understand as a reporter, there's always a plan B and a plan C. 
And they said, "We're going to find out if your sister's a match, but she had heart problems." 
Well, she was match. But now almost six years later, they said they wished they would have... 
Now with the research they have, they wish they would've never given me her marrow.  

Andrew Schorr: Right. Well, a lot's changed, and that's what we're going to talk about in this 
program. But first of all, I want to get at the issue of sort of racial, ethnic disparities, access to 
care, because we're going to talk about lot of new developments in AML, but if you can't get 
them or there's some issue related - for instance in a transplant and having a match, then or 
what? So I know Dr. Altman, you have been one of the speakers about that. So where are we 
now with, if we're having a new landscape of options for treatment for AML and testing? Where 
are we that all the people who need it, no matter what their race is, or their situation can get it?  

Dr. Altman: Andrew, thank you. First of all Loriana, thank you for sharing the story and I look 
forward to hearing more bits and pieces of it. You're very brave for being here and you're very 
brave for speaking out for other patients as well. I think you bring up a lot of really interesting 
points that I hope we have time to talk about. And your first question I think was about access. 
There certainly are access variations. Both Dr. Wang and I are very lucky that we work at 
academic medical centers where we have a lot of assistance caring for our patients. And we 
have the ability to spend time with them and we have the diagnostic tools to work up their 
diagnoses and try to identify the most appropriate clinical treatment for them, whether that's a 
standard of care therapy or a clinical trial based on specific changes in their leukemias.  
  
And we recognize that not everyone has access to that. There was one very important plenary 
abstract session at this year's ASH that looked at differences in outcomes based on race, and 
particularly looked at non-Hispanic black patients with acute myeloid leukemia and identified 
that outcomes, even when patients were treated on similar clinical trials with the same agents, 
the outcomes were not the same as the non-black counterparts. And there's a lot to disentangle 
related to that. We've been involved with some studies looking at something called structural 
violence and neighborhood effect and trying to look at the differences based on those entities 
and based on race in the Chicago-land area and my colleague [inaudible] presented some of 
that data at this year's ASH as well.  
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Andrew Schorr: Okay. Dr. Wang, any comment you'd want to make about people no matter 
what their race or ethnic background is trying to take advantage of state-of-the-art knowledge 
about AML?  

Dr. Wang: Yeah. Thank you. Loriana I think that you're very inspiring to all of us. And I think that 
again, I echo Dr. Altman's praise and gratitude for you speaking today. In terms of access to a 
state-of-the-art AML care, I think that there are numerous factors that can limit people's access, 
whether it be conscious or unconscious or socioeconomic, or whether it's even the perception of 
opportunities to participate.  
  
I believe that in our area, and I am in Buffalo, New York, a significant portion of our surrounding 
neighborhood are of African-American descent. However, when we view the patients that we 
see coming in to our clinic, we don't have the same ethnic racial diversity that we see literally 
outside the doors of our institute. And I think part of that is racial part of it is socioeconomic. I 
think a large barrier is health insurance. There's studies showing now that for example, we're in 
the middle of a COVID pandemic and the reasons that some neighborhoods have been 
disproportionately affected by the COVID pandemic is because of lack of some of these 
institutional supports.  
  
But I think it's something that we need to highlight because we're so fixated, I believe on the 
academic world looking at other factors that we ignore some of the realities of what's facing our 
patients. So as Loriana mentioned, she had the resources to get a referral to an academic 
medical center. She had the ability to get on that plane, fly to that academic medical center, as 
well as the means to stay locally in a different area of the country to receive her care for up to 
12 months. And she also had... She didn't speak to this. She had somebody at home that was 
able to care for her two-year-old son while she was undergoing the therapy that would 
eventually save her life. 
  
And she had a sister who was willing to be tested and to donate her bone marrow. And so 
there's a lot of things there that we tend to overlook when we present those survival curves, as 
we do at ASH and say, this person's alive three to five years after their initial diagnosis. Those 
things are not included on our multi-variant analysis as factors that predict for a long-term 
survival. And I think they should increasingly be looked at in an academic sense because 
they're invisible to the naked eye when we look at our data.  

Andrew Schorr: Wow.  

Loriana Hernandez: Andrew, can I jump in on this and comment -  

Andrew Schorr: Please. 

Loriana Hernandez: … On what Dr. Wang and thank both of you for the work that you're doing. 
You're absolutely right. My sister is in the low-income bracket and she would say, she's like, “I 
would have been dead.” She said, "You had every connection. You had friends from having 
been a medical reporter nationally all over the country. You had friends with deep pockets who 
could donate to a GoFundMe not $5, but $500. You had good insurance." So I stayed inpatient 
in the hospital for a year. She said, "You had everything going for you." And she always keeps 
saying she would have never made it because she wouldn't even made it that far. But then 

https://patientpower.info/aml-101-diagnosis-and-induction-therapy/


when you think about it, even when you and I [inaudible], and we know that how fit you show up 
determines how the intensity of the chemo if you can even withstand it.  
  
So, I had everything going and yet even my ethnicity almost killed me, and gave me a second 
cancer, and then the other... So all of it has still snowballed. Even then, it's hard to survive AML 
leukemia. I'm still battling the psycho-oncology, the cardio-oncology, the breast cancer that 
followed. So it breaks my heart. And I would always say, "You should not have to be connected 
to improve your patient outcomes." Like, what if you don't have friends with deep pockets to 
send you walking shoes, running shoes, food, whatever you need. People donated to put my 
son in a school so my 70-year-old mom could care for my son in another state. We're broken 
mentally from it. And we're still recovering financially, but we had tools. But other people did not 
make it. Half the people on my hall never went home. They went home, home and I'm still 
haunted to this day for the losses that I witnessed.  

Andrew Schorr: Well, this is quite the story, Loriana. I think what we're going to discuss now, 
though, is there are more options, including options outside the hospital. There are pills, there 
are other approaches as well. So let's find out as we discuss in the context of this American 
Society of Hematology meeting, where we are now. So first to you Dr. Altman, what strikes you 
as news that maybe where we can do a better job of helping a wider group of people with AML?  

Dr. Altman: Thank you. I think that what I would stress always is to take time to seek out what 
clinical trials are available, and to ensure that your health care provider has as much information 
about your leukemia as possible. So we have learned over the last years, and there was 
recently a presentation actually at last year's ASH that has helped us with this. So we used to 
when we were first, I think when both Dr. Wang and I were first started in our training, that there 
was a rush to initiate therapy for acute myeloid leukemia, because we were worried that a 
complication would occur and we wouldn't be able to then offer treatment. We now have data 
and many of us have felt this way, clinically, that there... It's okay to wait to obtain all the 
necessary information about the leukemia in most circumstances. 
  
There are some types of AML where it's not okay to wait that we have to intervene quickly. But 
much of the time we can collect the information, figure out if there is an appropriate clinical trial, 
ensure that there is not a targeted therapy that we should add to the initial treatment. And that 
also allows conversations with our patients and their family members to help understand patient 
goals. And patients can understand what's really involved with the various therapeutic options 
because we are in a situation now where there are treatment options.  

Andrew Schorr: How about you, Dr. Wang? So in the context of whether it was last year or this 
year at ASH, what are we learning now that's so important so that people can get the more 
personalized treatment and this discussion of goals can unfold, and again, a wider group of 
patients can get what's right for them?  

Dr. Wang: So, Andrew, I think that one of the major advances that we saw at this year's ASH 
meeting was the novel therapies that are being developed for acute myeloid leukemia, largely 
involve some what we would call less cytotoxic agents. There's a number of, for example, 
antibodies that look very promising, antibodies that are targeting and exploiting the immune 
microenvironment and the immune cells to help the battle against the acute leukemia. We have 
decades of research demonstrating that hitting these cells harder and harder and harder with 
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higher doses ends up resulting in what Loriana experienced, which is 12 months of inpatient 
hospitalization with the psychological and social issues that come with that.  
  
Now in the field, we are increasingly moving to outpatient therapy with lower dose combinations 
of pills, antibodies, low dose shots, oral formulations of drugs, which almost universally, 
everybody prefers, and well, who wants to come into the hospital and have an IV inserted, lose 
their hair and get oral ulcers and diarrhea and all those other things when you could take a pill 
and be at home and have the ability to potentially to save yourself and spend more time with 
your family, which is really the goal of therapy.  
 
So, we did see a huge trend towards targeted inhibitors, targeted antibodies, immunotherapies, 
outpatient medicines, lower dose chemo’s and discussion on some of how to best combine 
some of those agents to permit ambulatory management. And I think that's going to be the goal. 
I think that's what our patients want. We want targeted therapy. We want precise therapy.  
  
We don't want cytotoxic therapy that's going to damage all of your organs and leave you, as you 
said yourself, Loriana, with some permanent side effects. So I think that that is the future of AML 
therapy. And maybe Loriana can speak to that. She mentioned herself, not only the trauma of 
that 12 months, but some of the long-term sequella of the treatment that she received to save 
her life.  

Andrew Schorr: Mm-hmm. Yeah. 

Loriana Hernandez: I feel like I'm putting out fires every single day. And I always ask my 
doctor, "How are you going to keep me in remission? I'm in remission and that's great, but don't 
just check me off as an outcome. I landed in another lane, in the breast cancer lane, but how do 
I stay there?" And so, I'd be interested to find out what research is being done to keep us in 
remission.  
 
And as you mentioned with some of the targeted therapies that can be done at home, does this 
mean more people are eligible for this type of treatment? Because I know with the time in 2014, 
when I was going through this, the studies were that, "Hey, half this hall can't even withstand the 
amount of chemo you're getting. So know that while you have 25% chance of survival, you have 
a lot going for you because many people can't withstand intensive chemotherapy." So are you 
saying doctor that this is changing now, that more people are eligible for what's available?  

Dr. Wang: Yeah. So we now have... And I think Dr. Altman can speak as well after me. We 
have this year the first oral pill that's been approved to maintain remission in patients that get 
intensive chemotherapy, but can't go through what you went through with the whole issues with 
your transplantation and your donor and so forth. And this oral pill taken 14 out of every 28 days 
has been shown to significantly prolong survival and prevent relapse in patients with AML that 
can't undergo that treatment, that transplant. We have also seen with those targeted FLT3 and 
IDH inhibitors, those are relatively non-toxic and we are now using those for years in our 
patients that have those specific mutated leukemia cells to prevent relapse just by taking a pill 
every day. I don't know if Dr. Altman wants to address that as well?  

Andrew Schorr: Yeah, I want to hear from her, go ahead. 
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Dr. Altman: Sure. I agree completely with Dr. Wang. Also it's important to note that there are 
some relatively recently completed studies looking at regimens post-transplant to try to maintain 
remission longer post-transplant, specifically one targeting FLT3 and we're waiting for the 
results of that. But I think you also asked, are we now able to treat more patients who weren't 
previously candidates for intensive induction chemotherapy? And that is correct. We now have 
an approved regimen which Dr. Wang alluded to the lower intensity chemotherapy in 
combination with a pill called venetoclax (Venclexta), that is a regimen that is now known to 
extend life compared just the infusion alone, the azacitidine (Vidaza) or decitabine (Dacogen). 
That treatment, however, is not considered curative by itself. It is a therapy that is given 
indefinitely and so as Dr. Wang was mentioning, there's the hope that in the future we might be 
able to use oral formulations of the infusion therapy to allow the administration at home.  
  
There is no data yet that we can do that. And those are ongoing clinical trials. In addition, we 
are of the belief that we don't stop with what we have. So while this regimen of azacitidine or 
decitabine or low dose [inaudible] in combination with venetoclax is very exciting and has really 
revolutionized the care especially of older adults who weren't deemed fit or appropriate for 
intensive induction chemotherapy. We are looking to build upon that and are in the process of 
studying additional agents in that space.  
 
So, adding a third agent or using a different agent other than one of those in combination. So 
looking at different doublets and then triplet therapies. You're right that then one wonders if the 
outcomes are better in older adults with that regimen, are there some younger adults that that 
might be appropriate for? And we don't have randomized data comparing to our standard 
chemotherapies. There are some patient populations where we know that the outcomes with 
standard intensive induction chemotherapy, even in younger adults are not optimal. And those 
individuals, we do look towards those, what we call less intensive approach or the venetoclax-
based regimens.  

Andrew Schorr: So that leads us to testing. So Dr. Wang, how do you know upfront which 
approach to take with which patient? And as you explain that, give some advice to patients on 
maybe what they could lobby for so that the doctor and the patient are all on the same page and 
whatever is right is used.  

Dr. Wang: So I think it's essential in this day and age that all patients that have a new diagnosis 
of acute myeloid leukemia have comprehensive genetic and mutational testing done on their 
cancer cells. That has not traditionally been the standard of care in the old days as Dr. Altman 
mentioned. The urgency was get on that plane, come here and start the intensive chemotherapy 
as soon as possible. There is some emerging data that it is now safe to wait, not necessarily 
more than two weeks, but it is essential to wait a few days or a three to five days, five to seven 
days, seven to 10 days to get that full comprehensive mutational testing.  
  
And I'll tell you why, because we would alter the selection of therapy based on the presence or 
absence of specific mutations for which we have targetable pills. So if you had the presence of, 
for example, a FLT3 mutation, an IDH mutation, a P53 mutation, we are going to steer you 
differently for saying you would benefit from intensive chemotherapy. You on the other hand 
would benefit from the addition of a pill to your intensive therapy. You would not benefit from 
intensive therapy. You should get a low dose chemotherapy approach, or you are not going to 
do well with any of our standard approaches. And you're going to need to go on a clinical trial 
ideally followed by transplant. So those decisions need to be made upfront.  
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My recommendation is that all patients that have AML that are being treated in the community 
[inaudible] by individuals, who like Loriana's oncologist may not be as familiar with it, consider 
consulting or referring those patients or working together with somebody in academia who's 
more aware of the breadth of treatment options to help serve the best interests of that patient. 
That some of our individual patients still do need transplant. And I would welcome that 
oncologists in the community partner or identify an individual that has potentially a little bit more 
expertise to consult with and that they either send for that full mutational profiling and delay 
therapy while waiting for it... Or send the patient to a larger center like Johns Hopkins, where 
they can do the precise testing and get the right therapy.  

Andrew Schorr: Yeah. Amen. I mean, that's what we preach on Patient Power for our viewers 
here. Whether you're a patient yourself or a family member or a friend and it's your loved one 
who's affected, it's really important now and you may have that window of time, days or a week 
or 10 days where in consultation with a specialist such as Dr. Wang or Dr. Altman, and there are 
at particularly at academic centers around the country, someone that your doctor, you the family 
can consult with, get that right picture so you get what's right for you. That wasn't available in 
2014 when Loriana was treated, but it's changed a lot.  

Loriana Hernandez: Andrew, I always say, always get a second opinion, even when you like 
the first, because if I would have celebrated and knew my body something wasn't right, I would 
have probably passed away from cancer.  

Andrew Schorr: Right. And I would say a second opinion is not from the doctor down the hall at 
the community oncology center, where they're all in the same practice, go to a different place. In 
this case with AML, I said, right now it's probably a research center where they can discuss with 
you as Dr. Altman said earlier, clinical trial options that may be available to you because look, 
the new drugs they're talking about never would have been approved had there not been people 
in trials. Those people now we're finding out, got tomorrow's medicine today, whenever that 
today was, a year, two years, three years ago. So, I would really recommend it.  
 
I want to talk about another thing that's hanging over all of this. So Loriana had a transplant and 
she's also had breast cancer. Her immune system is not perfect. For me as a chronic leukemia 
patient, my immune system's not perfect. Now we're dealing with a pandemic and we also have 
the option we hope of vaccines that would fight back. So, first of all, with you, Dr. Altman, 
Chicago's been really bad for COVID, what are you telling your leukemia patients and 
specifically the acute leukemia patients about how they can stay safe? And what about getting a 
vaccine and will the vaccine work?  

Dr. Altman: Sure. So, our patients with acute leukemia have been practicing social distancing 
before it was cool or before it was in vogue or however you want to refer to it. So our patients 
are masters at practicing social distancing. And I think that it's relevant that the rest of the world 
now has a little glimpse about what many of our patients have been dealing with for long periods 
of time. And it's especially hard dealing with a pandemic when you have cancer.  
 
And I'm hopeful that we will be able to see our patients vaccinated soon. I don't know precisely 
what the order of vaccination is. There's been talk about frontline healthcare workers and 
patients who are significantly immunocompromised first. We don't have data yet about the 
vaccines and our patients with active malignancies. And so there's a lot for us to sort out. But I 



believe strongly that we will have guidance on a national level, on state levels and through our 
societies about the appropriate administration of the COVID-19 vaccines.  

Andrew Schorr: Okay. Dr. Wang, you would urge people with AML to get the vaccine when it's 
available, wouldn't you? I mean, we may not know about the immune response, but you would 
hope there'd be some protection?  

Dr. Wang: Yeah. So, I would strongly encourage anybody that has a risk factor for COVID, 
being older, immuno compromised, and certainly there is data suggesting that those patients 
with hematologic malignancies out of all cancer patients are at higher risk because of their 
immunological compromise. I would strongly recommend that those individuals consider being 
on the front lines to get a vaccine.  
  
In addition, what I've been advising my patients as well is to also consider whether they're all of 
their caregivers, family members as well could also be vaccinated. We've had instances where 
the patient initially was not exposed but a grandchild came back from college and brought the 
virus home, infected the household. And so, I would ask that that you consider not only 
vaccinating the patients, but the caregivers and family members and immediate contacts 
because I think that's going to be important in our ability to control the household spread and 
the neighborhood spread of the disease, which is really where we're having the issues right 
now. 
 
I think we've all stopped going to large conventions, such as ASH and going to movie theaters. 
And now it's all happening on an individual family household level where we're seeing the 
spread. 

Dr. Altman: I agree completely.  

Loriana Hernandez: Yeah. 

Andrew Schorr: Okay. So Loriana, so there you are as a patient, living with AML still, right? 
Maybe hopefully way tamped down, and you've been a breast cancer patient as well in this age 
of COVID, anything you'd want to say to other patients so that they stay safe and get the right 
care? 

Loriana Hernandez: Absolutely. Well, first I want to mention to what Dr. Altman said is that 
we're veterans of this war long before it started. We know the germ warfare that everyone's 
going through, we're experts at protecting ourselves. Despite the risks and the challenges, and 
being worried, even going to your appointments, that's concerning when you see doctors and 
medical professional maybe getting off the Metro and they're in their scrubs, and you're hoping 
they're going to change and think like, "Oh my gosh, please. I don't want COVID while I'm 
getting my care."  
 
But so far, I see and feel very safe where I'm going, whether it's Penn and Johns Hopkins. But 
one thing I found trying to look at the bright side, I'm always looking for the silver lining as I tell 
patients when I advocate, is that telemedicine is the biggest gift of this pandemic, because you 
can get to a doctor that you would probably not have the means to drive to go see or have a 
caregiver take you.  
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When I was diagnosed with this chip genetic marker, and I asked my doctor at Johns Hopkins, 
"Well, who discovered it?' And he said, "It was at Dana-Farber." I said, "Good, give me their 
number." And I got an appointment and I had a whole telemedicine call and I didn't have to have 
my husband take off work, get in the car, look for childcare. And I actually got some answers 
from the very person who discovered this genetic marker. So I say if you're in Florida right now, 
and you need to see a second opinion, get a doctor that you could send your records to in 
California, or you're in Philly and you want New York, if... The challenge's health insurance 
coverage and if you could afford that. But if you have the coverage, it's the biggest gift. Where 
we need to get better as people like my sister who fall in the low income category say, "Well, I 
still can't afford it. I don't have good insurance and I can't pay $275 to even do a telemedicine 
call." But if you have it, use it and get that second opinion. It's a gift.  

Andrew Schorr: I think it's so important. I just want to get a final comment from Dr. Wang and 
Dr. Altman. So you have this ASH meeting that you've been participating in and presenting at 
and your colleagues have, what do you want to leave patient and family members with who are 
now dealing with AML? How about you first Dr. Altman?  

Dr. Altman: Thank you. So I think, we've had this conversation before Andrew and I generally 
have my biggest smile when you ask me this. And I think even this year, my smile is even wider. 
We have seen so much in terms of advances and what's available for our patients, such that 
there are now exciting therapeutic options that are available outside of clinical trials. So we 
spoke about the azacitidine and venetoclax or decitabine and venetoclax option. And that's 
something that one can receive outside of a clinical trial, it's now an approved regimen.  
  
And the fact that we're building upon that. So the increase understanding of acute myeloid 
leukemia and myelodysplastic syndrome has led to the ability to develop additional therapeutic 
options and that we are now building upon. And so new targeted therapies with small molecules 
like Dr. Wang mentioned, or with antibody-based therapies are incredibly exciting and offer 
opportunities to our patients.  

Andrew Schorr: Okay. So that's what people need to ask about. Dr. Wang, how about a final 
comment from you?  

Dr. Wang: For many years, the treatment of AML was restricted to fit patients, younger patients, 
and our overall survival curves were less than 30% at five years. We are now with the advent of 
precision medicine targeted therapies, hopefully immunotherapies, as well as maintenance 
strategies. We're looking to extend survival beyond that to get 60, 70% response rates and 
hopefully to get that survival curve pushed out to where we see with Loriana years. I would love 
to be able to tell my patients that their three to five years survival is going to be probably in the 
range of 50 to 60%. 
  
And I think we're going to get there. I think the combinations that we're seeing, but the wealth of 
research there's now, I can't even tell you, I spent the entire last week at the ASH meeting, 
multiple sessions a day, multiple posters, just the number of presentations and from 
investigators throughout the world, I think is just overwhelming. It's hard to keep up. but I think 
it's going to translate, and I think that we're going to see more and more people like Loriana 
populating our clinics and our practices for over the next few years. So, I'm looking forward to 
that actually.  
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Andrew Schorr: Thank you so much for your devotion to patients, Dr. Eunice Wang from 
Buffalo, Dr. Jessica Altman from Chicago. And Loriana, thank you for being with us and telling 
your story. And as you can hear, the story of effective treatment for AML is improving.  

Loriana Hernandez: I'm excited. I have goosebumps hearing Dr. Wang and Dr. Altman talk, 
and I think it's great to see the progress. When I was, in 2014, the treatment hadn't changed in 
40 years. And to see in those six years, everything that has changed. My goal now is too, we 
have to work on the psycho oncology side, because it is a mental fight too, that people can't go 
back into the workplace if they're still coping with PTSD. The financial toxicity, the cardio-
oncology, there's a lot of ways that as we move forward, we need to support the patient.  

Andrew Schorr: Right. We're going to do that. Your dog was your copilot back there. 

Loriana Hernandez: He jumped on the couch.  

Andrew Schorr: Yeah. We're going wish you well Loriana and thank you so much for being 
with us all three of you. I really appreciate it.  

Loriana Hernandez: Thank you.  

Dr. Wang: Thank you.  

Dr. Altman: Thank you. 

Andrew Schorr: Joining us now is Dr. Courtney DiNardo, who is an AML specialist at the 
University of Texas MD Anderson Cancer Center in Houston. Welcome back to Patient Power, 
Dr. DiNardo.  

Dr. DiNardo: Thank you so much. I'm really happy to be here.  

Andrew Schorr: Okay. So you won an award at this year's American Society of Hematology 
meeting. First of all, congratulations.  

Dr. DiNardo: Thank you very much.  

Andrew Schorr: But you gave a talk and part of the talk included a patient story and a patient. 

Dr. DiNardo: Mm-hmm. 

Andrew Schorr: And so you must really feel, very in your heart how new research that you and 
your peers have been involved in is just making a tremendous difference in AML?  

Dr. DiNardo: Absolutely. I couldn't have summarized it better than what you just said. I think the 
Beutler Lecture and Award that I received in combination with Dr. Ari Melnick, the whole point of 
this award is to take a bench to bedside story, a translational development of treatment that has 
started over here in the world of basic science and has made it over here to the place where it's 
actually helping our patients. And so I thought, what a better, more fitting way to do that then, 
especially in this kind of crazy virtual world is allow a patient or two to get up there and say like, 
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"This is actually how this has impacted me and I'm so much the better for it." So, it was a really 
nice format I think.  

Andrew Schorr: So this is an example of really rewriting the history of AML, right, with new 
medicines?  

Dr. DiNardo: Yes. I mean, as she mentioned in that talk, she was right at the cutting edge 
where the treatment that she was put on - it was a couple of years ago at this point and she's 
done really well on it, but it didn't exist even six months earlier. So people are doing well 
because of the new therapies in many cases, and it really is impacting the outcome of patients 
with leukemia.  

Andrew Schorr: So where is it headed? So you are involved in research. So, patients are living 
today based on research that's gone on the last handful of years. The research continues, so 
what's next?  

Dr. DiNardo: Well, I think unfortunately we're still not curing 100% of people with leukemia, 
right? That's just a fact. So we take the treatments that are working well and we try to figure out 
ways to make them work better. Whether that's kind of a second generation smarter molecule 
than the one before it, or putting things together in rational combinations to take two different 
things that work together, but work in slightly different ways. And so you put them together to 
really maximize and provide what we call synergy to make things work better than they would 
on their own. Because the whole point is not just... One, we want more people responding and 
going into remissions of course. That's really important, but then we want those remissions to 
actually last and be durable so that people are out, living their life and not stuck in the infusion 
suite.  

Andrew Schorr: Right. So, we've heard from other physicians related to ASH that there are 
these combinations, for instance, one of the drugs that you and I have talked about before is 
venetoclax, it's combined with other medicines, and you're even looking at new combinations 
maybe based on venetoclax that can do more, right?  

Dr. DiNardo: Yeah. That's a perfect example where venetoclax as a single agent, has very 
minimal activity in acute leukemia, but you put it together with azacitidine or decitabine or low 
dose cytarabine (Cytosar-U) and you see really dramatic synergistic responses. But even with 
that combination, the majority of patients now are doing well with that, but they don't all last 
forever. And so now we're trying to say, "I know you have a FLT3 mutation, let's try to add a 
FLT3 inhibitor to that." Or, "You have an IDH mutation." Should we add an IDH inhibitor to that 
regimen to make people do that much better? And so these are things that are happening in 
trials right now, because we have to make sure that when you're putting three things together, 
that it's a safe and well tolerated thing to do. But those are some of the exciting presentations 
and ongoing clinical trials right now.  

Andrew Schorr: Let's talk about clinical trials for a minute. So, somebody diagnosed with AML, 
they've never heard of it, they and their family are terrified. And so, we've made the point that it's 
probably important to check in with an academic specialist such as yourself, because the field is 
changing. Should part of that check-in be a discussion of trials because it sounds like you 
continue to work on perfecting care, and that should be something that should be offered to 
them that they might consider?  



Dr. DiNardo: I am certainly very biased because I work at MD Anderson and clinical trials are 
what we do. But with that bias in mind, I think it is important for a patient to realize... The point of 
all of the investigations we're doing are to improve upon the standard of care, because our 
standard of care just is not good enough until we have cured 100% of our patients. And so we're 
not taking a patient with a brand new diagnosis of AML and saying like, "Take compound 
BQXW4." Right? We're saying, "This is the standard of care, but we think we can make the 
standard of care potentially better if we do this. And is this something that you would be 
interested in?" And so I think clinical trials, even in what we call the frontline setting, the initial 
treatment is a very worthy thing to consider, absolutely.  

Andrew Schorr: Now AML is not a common leukemia and it's not a common cancer, but yet I 
understand at this year's ASH, there was a lot of buzz. Do you feel that doctors around the 
world now and researchers are really working hard on this, that there's a lot of enthusiasm for 
moving the ball forward?  

Dr. DiNardo: Yes, I do. It's certainly a rare cancer still, but it is common enough that most 
oncologists are going to deal with AML patients, right? And so, I think, there was a lot of 
overarching disappointment - 40 years without major advances is a long time. And so the buzz 
at meetings, all of a sudden now is much more animated and excited because we have so many 
new treatments that are available. So yes, of course people are interested and now a little bit 
more excited, but also it is the fact that a lot of patients who were diagnosed and not referred to 
an academic center, that are older, which is the majority of patients.  
  
You look at some of the data that comes out from population base databases like the [inaudible] 
database, for example, and a lot of people in their eighties and seventies, weren't getting 
treatment at all. And so now that we have the approval of these well-tolerated lower intensity 
therapies that work, I think we're going to start hearing more and more about patients with AML 
because they're either being treated or they're being referred. And so I think there were a lot of 
patients that we just weren't necessarily aware of before.  

Andrew Schorr: Okay. So just for a final message to our patients and family members who are 
watching so that they can get the advantage of what you and your academic specialists have 
been working on, what would you say? What's the prescription for our viewers so they get 
what's right for them? 

Dr. DiNardo: Hmm. Well, first of all thank you for tuning in to this because that already shows 
foresight and that you are engaged in learning about this disease, which I think is the most 
important thing, you want to be your own advocate and you want to work with your physicians. 
You want to make sure you have a practice team that is listening to you and working with you 
and making sure that the proposed therapy is one that is in line with your wishes. But that is one 
that… that you want to make sure that you have a good sense of your diagnosis, that it's not 
just AML. There's a whole lot of different AMLs based on the genomics underlying your disease. 
And so what is your AML characterized by? What is the treatment recommended because of 
that? And all the best, and sorry you're dealing with this. 

Andrew Schorr: And I would say if you can, whether it's Dr. DiNardo or some of the other 
specialists we've had on Patient Power, please folks, see if there can be a consultation on video 
or your doctor can make a phone call, whatever, so you all know what you're dealing with and 
how can either approve therapies or experimental ones be discussed for you. Did I get it right 
Courtney?  
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Dr. DiNardo: Yes. Thank you. Very well said.  

Andrew Schorr: Okay. Well, congratulations again on your award and thank you for your 
devotion to patients and families affected by AML. We really appreciate it.  

Dr. DiNardo: Absolutely. Thank you so much.  

Andrew Schorr: Sure. Dr. Courtney DiNardo at MD Anderson in Houston. I'm Andrew Schorr. 
Remember knowledge can be the best medicine of all. 
 


