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Simple Summary: Acute Myeloid Leukemia is the most common aggressive blood cancer in adults.
Treatment for this condition is divided into induction followed by consolidation. The mainstay of
treatment is chemotherapy, and until a decade ago, only traditional chemotherapy was approved
for this condition. Induction involves treatment with intense chemotherapy for a span of 7 days.
Once blood counts recover, patients undergo bone marrow biopsy to ensure remission status for the
disease. Elderly patients who were considered too weak to receive intense therapy were treated with
single-agent low-intensity therapy until the approval of a few new combinations starting in 2018. As
a result, over the last 10 years, 10 new medications have been approved for the treatment of this type
of leukemia. We discuss the evidence behind these treatment regimens and combinations.

Abstract: The word Leukemia was coined nearly 200 years ago by Rudolf Virchow. Once a death
sentence, Acute Myeloid Leukemia (AML) is now a treatable condition. The introduction of “7 + 3”
chemotherapy, originally reported from the Roswell Park Memorial institute in Buffalo, New York, in
1973, changed the treatment paradigm for AML. About twenty-seven years later, FDA approved the
first targeted agent, gemtuzumab, to be added to this backbone. During the last seven years, we have
had ten new drugs approved for the management of patients with AML. Work by many dedicated
scientists led to AML achieving the elite status of being the first cancer to have the whole genome
sequenced using next-generation sequencing. In the year 2022, we witnessed the introduction of new
classification systems for AML by the international consensus classification and the world health
organization, both emphasizing molecular classification of the disease. In addition, the introduction
of agents such as venetoclax and targeted therapies have changed the treatment paradigm in older
patients ineligible for intensive therapy. In this review, we cover the rationale and evidence behind
these regimens and provide insights into the newer agents.

Keywords: AML; chemotherapy; FDA approved; first line treatment; induction; 7 + 3; leukemia

1. Introduction

Acute Myeloid Leukemia (AML) is the most common acute leukemia among adults,
with an estimated incidence of 20,050 new cases in 2022. AML is a disease of the older pop-
ulation with a median age of 68 years at diagnosis [1]. It is still a relatively rare malignancy
that accounts for ~1% of all cancers in the United States, with an overall 5-year survival
of 30.5% between 2012 to 2018 [1]. Acute myeloid Leukemia is, however, a heterogeneous
disease with various genetic drivers that determine prognosis and disease outcomes. AML
is a clonal disorder where the acquisition of somatic mutations in progenitor cells, provide
selective advantage to these clones as a result of increased self-renewal with or without
influence from environmental pressures [2]. The increased production of immature clones
causes bone marrow failure due to impaired hematopoiesis. The ensuing anemia leads
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to symptoms of fatigue or shortness of breath, thrombocytopenia increases the risk of
bleeding, and neutropenia manifests as fevers or infectious complications. We know that
some of these mutations are acquired much earlier and often do not have any hematologic
manifestations. When these mutations that are recurrently seen in myeloid malignancies
are found at a variant allele frequency (VAF) ≥ 2% in the absence of cytopenia, the term
clonal hematopoiesis of indeterminate potential has been coined [3]. However, other highly
proliferative mutations such as FLT3, RUNX1 and RAS are acquired towards the later stages
of leukemogenesis and often present as second-hit mutations [4].

2. Changes in Disease Classification in 2022

Recognizing the overarching importance of genomic and molecular characteristics of
AML in determining treatment, prognosis and influence on future research, the interna-
tional consensus classification (ICC) has revised and launched a new classification for AML
in 2022 [5]. This new classification would now be a hierarchical classification, as guided by
recent data that certain genomic and molecular characteristics have a stronger influence
on prognosis than others. The World Health Organization (WHO) also published the 5th
edition classification in 2022 [6]. Some key differences between the two classifications are
that the ICC introduced a new entity of myelodysplastic syndrome (MDS)/Acute Myeloid
Leukemia (AML) for patients with blast percentage of 10–19%, allowing those patients
to potentially enroll in MDS or AML clinical trials. The WHO classification continues to
recognize this entity as MDS with increased blast II. Given the significant influence seen
with p53 mutations, ICC set forth a separate entity whenever TP53 mutations are present,
defined as AML with mutation TP53 when a somatic TP53 mutation is present with a vari-
ant allele frequency of >10%. However, a similar distinction was not seen with the WHO
AML classification. Per ICC, there was a focus on molecular abnormalities which hold a
higher significance with relevance to the disease classification; as such, therapy-related
AML became a diagnostic qualifier, rather than its own entity, while the WHO created a
separate new category called myeloid neoplasms post-cytotoxic therapy irrespective of
the cytogenetics and or genomic abnormalities. The ICC allows a diagnosis of AML for
patients with bone marrow or peripheral blood (PB) blasts ≥ 10% in addition to one of
the following genetic abnormalities: t(15:17), t(8:21) and Inv 16, along with newly added
abnormalities such as t(9:11), t(6:9), inv 3, mutated NPM1 and in frame bZIP mutated
CEBPA, and less common rearrangements in RARA, MECOM and KMT2A. AML with
t(9:22) continues to require 20% blasts or more to distinguish it from accelerated phase
CML. Per the WHO, a diagnosis of AML may be made for certain abnormalities irrespec-
tive of blast percent; these include PML::RARA, AML with RUNX1::RUNX1T1 and AML
with CBF::MYH11, in addition to mutations in NPM1 and biallelic (biCEBPA) or single
mutations located in the basic leucine zipper (bZIP) region of the gene (smbZIP-CEBPA).
These are now AML-defining entities. Lastly, rearrangements involving KMT2A, MECOM
and NUP98 are added as genetic abnormalities that are acceptable to diagnose AML with
<20% blasts; however, no specific blast cut-off requirement is specified. Figure 1 shows the
new hierarchical classification by ICC.



Cancers 2023, 15, 3002 3 of 21Cancers 2023, 15, x FOR PEER REVIEW 3 of 22 
 

 

 
Figure 1. International Consensus Classification of AML—2022. 

3. Treatment of Newly Diagnosed AML 

Figure 1. International Consensus Classification of AML—2022.



Cancers 2023, 15, 3002 4 of 21

3. Treatment of Newly Diagnosed AML
3.1. Standard Induction: 7 + 3 Chemotherapy

The standard of care for younger individuals with newly diagnosed AML has re-
mained a combination of intensive chemotherapy that involves 7 days of cytarabine and
3 days of an anthracycline called the “7 + 3” for the past 40 years. However, multiple
studies over decades have investigated better agents and looked at optimizing the doses;
some of the studies are highlighted below.

3.2. Continuous vs. Intermittent Cytarabine

There were two major publications in Blood in 1996, first from the Australian study
group by Bishop et al., who conducted a randomized trial with patients assigned to either
continuous dose cytarabine 100 mg/m2 from day 1 to 7 vs. high dose cytarabine 3 g/m2 IV
every 12 hours (h) on day 1, 3, 5 and 7, given along with Daunorubicin 50 mg/m2 day 1 to
3 and etoposide 75 mg/m2 day 1 to 7 in both arms. Post-remission therapy was the same
for both groups and included continuous doses of cytarabine, daunorubicin and etoposide
in a 5-2-5-day schedule, respectively [7]. The complete remission (CR) rates did not differ
between the groups; 71% vs. 74%, with a p = 0.7. The second study was conducted by
the Southwest Oncology Group (SWOG) and was published by Weick et al. [8] in October
of the same year. Patients less than 65 years of age with newly diagnosed AML were
randomized to either a standard dose of continuous cytarabine 200 mg/m2 on days 1
to 7 with daunorubicin 45 mg/m2 on days 5 to 7 vs. high dose cytarabine 2 g/m2 or
3 g/m2 given every 12 h from day 1 to 6, followed by daunorubicin 45 mg/m2 on day 7 to
9. The 3 g/m2 dose arm was soon discontinued due to increased neurological toxicities
noted by the data monitoring committee. The final analysis included 665 patients, with
493 in the continuous group and 172 in the high dose, with no differences in CR rates
(p = 0.96) or overall survival (OS) rates (p = 0.41). Later Kern et al. published a review
of all three randomized studies to answer the above question and found no significant
difference between the rates of complete remission (RR 1.00, p = 1), rate of early death (RR
1.53, p = 0.16) or median OS (p = 0.9). Of note, the high-dose cytarabine group showed an
improved median recurrence-free survival (p = 0.03), the only finding that was common to
all three studies as there was major inter-study variability for other end points [9].

Lowenberg et al. for the HOVON and SAKK group published data to prospectively
address whether cytarabine dosing during induction chemotherapy impacts outcomes.
Their study enrolled 860 patients and randomized patients into two arms: an intermediate
dose of cytarabine (continuous dosing) and a high dose of cytarabine (intermittent higher
dose). Patients randomized to the intermediate dose received idarubicin 12 mg/m2 for
3 days on days 5, 6 and 7 and continuous dose cytarabine 200 mg/m2 IV from days 1 to 7.
Patients assigned to high-dose cytarabine received cytarabine 1 g/m2 twice daily dosing
from days 1 to 5 in addition to the same idarubicin dose/duration. This was followed
by a second induction cycle using a topoisomerase-II inhibitor and amsacrine, dosed at
120 mg/m2 IV on days 3, 5 and 7 in both arms in addition to cytarabine 1 g/m2 twice daily
on days 1 to 6 in the intermediate dose cytarabine arm, vs. 2 g/m2 twice daily for eight
doses on days 1, 2, 4 and 6 in the high dose cytarabine arm. There were no differences
in the rates of complete remission after cycle 1 (60% vs. 66%) or cycle 2 (19% vs. 16%)
p = 0.45, or in event-free survival (EFS) p = 0.79 or (OS) p = 0.87 [10]. Notably, there were
signals of increased treatment deaths with the high-dose cytarabine protocol with an HR
of 1.41 and (p = 0.06). Willemze et al. used a backbone of daunorubicin and etoposide
for induction, combined with either a continuous cytarabine dose of 100 mg/m2 IV on
days 1 to 10 compared to a higher dose of cytarabine, 3 g/m2 twice daily on days 1, 3, 5
and 7 for a total of eight doses, and found higher CR rates with high dose cytarabine 82%
vs. 76% (p = 0.01); however, this did not translate to improved OS at the end of 6 years
HR 0.89 and p = 0.06 [11]. Subgroup analysis revealed a 6-year OS of 51.9% compared to
43.3% (p = 0.009) in younger patients (15 to 45 years) favoring high-dose cytarabine. Of
note, in both Lowenberg’s and Willemze’s trials, only younger patients ≤60 years were
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included, with a median age of 47 years. Given that real-world patients are older with
worse performance status, the perceived benefit of improved relapse-free survival needs
to be very cautiously explored, if at all, in the younger population; therefore, the current
standard of care for induction therapy in AML uses low-dose infusional cytarabine at
100–200 mg/m2 on days 1–7 [12].

3.3. Anthracycline Choice and Dose

Anthracyclines are potent topoisomerase-II inhibitors used in a variety of solid and
hematologic malignancies and form the mainstay of treatment for AML. Multiple studies
have looked at different anthracyclines, including doxorubicin, daunorubicin, idarubicin
and mitoxantrone and their various doses. However, daunorubicin and idarubicin remain
the most widely used anthracycline drugs in the United States.

3.3.1. Optimizing Daunorubicin Dosing in AML

Löwenberg et al. randomized patients aged 60 and above to either daunorubicin
90 mg/m2 or 45 mg/m2 for days 1 to 3, combined with a cytarabine 200 mg/m2 continuous
dose for 7 days [13]. There was a striking difference in CR rates of 64% in the higher
dosage group compared to 54% in the 45 mg/m2 arm with a p = 0.002. This difference did
not translate into a difference in OS for the entire cohort but reached significance in the
cohort aged 60–65 years with an HR of 0.65 and p = 0.007, favoring the 90 mg/m2 dose.
Importantly, no differences were present in the rates of early or late mortality between the
two dose groups. The ECOG group also reported their phase three randomized E1900 trial
in 657 patients aged less than 60 years who were similarly randomized to daunorubicin
90 mg/m2 vs. 45 mg/m2 days 1 to 3 to be given with cytarabine 100 mg/m2 as a continuous
dose day 1 to 7 for newly diagnosed AML patients in the same journal issue as the European
group [14]. The CR rates were favorable in the higher dose group, 70.6%, compared to
57.3% in the 45 mg/m2 dose group (p < 0.001) without an increase in deaths (p = 0.60).
The median OS was better in the higher dose group, 23.7 months vs. 15.7 months in the
45 mg/m2 dose group (HR 0.74, p = 0.003). During subgroup analysis, it was noted that this
survival advantage was driven primarily by patients aged less than 50 years (p = 0.004), the
favorable (p = 0.02) and intermediate cytogenetic group (p = 0.004) and that there was no
advantage in the older patients (p = 0.20) and the unfavorable cytogenetic group (p = 0.45).
With a longer follow-up median of 80.1 months, results from the E1900 trial demonstrated
the survival benefit extending across all cytogenetic groups in patients less than 50 years,
including unfavorable cytogenetics group (HR 0.66, p = 0.04). There was OS improvement
with the higher dose in older patients aged 50–60 years if they had an FLT3-ITD or NPM1
mutation compared to patients who received the standard dose [15].

The French group reported retrospective data comparing daunorubicin 90 mg/m2 vs.
60 mg/m2; no difference was noted in CR, OS or toxicity between the two groups across
all cytogenetic groups [16] with a trend towards improved survival (p = 0.07) in the core
binding factor (CBF) AML [17]. The UK National Cancer Research Institute reported the
results of the AML17 trial in patients across all age groups who received double induction
with cytarabine 100 mg/m2 twice daily day 1 to 10 and were randomized to daunorubicin
90 mg/m2 vs. 60 mg/m2 days 1, 3 and 5, followed by a second induction course with
daunorubicin 50 mg/m2 and cytarabine 100 mg/m2 twice daily from days 1 to 8 [18]. They
reported no differences in the CR rates and OS rates between the two dose groups and
also noted an increased 60-day mortality rate of 10% in the higher dose 90 mg/m2 group
compared to 5% in the 60 mg/m2 group (p = 0.001). The results from this study drew
criticism that the mandated second induction with daunorubicin 50 mg/m2, irrespective of
the remission status, meant that both groups eventually received a higher anthracycline
dose as defined by the E1900 trial, causing excess toxicity and counteracting any survival
advantage. Seven years later, at the American Society of Hematology conference in 2022,
a German group presented the SAL Dauno-Double trial data with the goal of addressing
two questions using a two-stage randomization design. Stage I randomized patients to
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daunorubicin 60 mg/m2 vs. 90 mg/m2, and stage II randomized patients to receive a
single vs. double induction [19]. Patients were initially randomized to daunorubicin
60 vs. 90 mg/m2, followed by a second randomization in good responders defined as
patients who achieved less than 5% blasts on the day 15 marrow to a second induction vs.
observation. The primary endpoint of the first randomization step was achieving a blast
count <5%, defined as a “good response”. Patients who achieved a “good response” are
then randomized to single vs. double induction, and the primary endpoint of the second
randomization stage is CR/CR with incomplete count recovery after the completion of
induction with an assumed non-inferiority margin of 7.5%. A total of 218 patients were
randomized to daunorubicin 60 vs. 90 mg/m2, and an interim analysis was conducted
based on day 15 marrow response. Less than 5% blasts on day 15 marrow were achieved
by 42% vs. 49% of patients in the 60 vs. 90 groups, respectively, (p = 0.341). Based on these
results and pre-planned analyses, the authors concluded the non-inferiority of daunorubicin
60 mg/m2 and thereafter, all patients received daunorubicin 60 mg/m2. In patients who
received the second randomization, the data were very conclusive that a second induction
with daunorubicin does not add to survival in patients with a hypoplastic marrow at day
15 (p = 0.914). In AML, CR may be used as a surrogate endpoint for OS; however, day 15
marrow response is yet again a potential surrogate for CR. Experts are questioning the
validity of using day 15 marrow response to prove the non-inferiority of one dose level over
another. We eagerly await the final publication to better understand the study design and
whether this would change daunorubicin dosing recommendations on national guidelines.

3.3.2. Which Anthracycline Is Best in AML?

A large meta-analysis published in 1998 looked at all available trials and found five el-
igible comparable studies between idarubicin (IDA) and daunorubicin (DNR), who shared
their individual data [20]. The complete remission rates for the IDA group were 62.4%
compared to 53.2% with daunorubicin (p = 0.002), with no difference in early induction
failure rates at less than 40 days and an increased late induction failure rate with daunoru-
bicin compared with IDA (28.8% vs. 17.5%) p < 0.0001. These results also translated
into increased overall survival rates at 5 years, with the IDA group doing better at 13%
compared to 9% with daunorubicin, HR 0.86 and p = 0.03. However, a deeper dive into
the data reveals that the daunorubicin dose in four out of the five studies was 45 mg/m2

for 3 days and 50 mg/m2 for 3 days in the last one compared to an accumulated IDA
dose of 36–40 mg/m2, about 12 mg/m2 for 3 days. We now know that daunorubicin 45
and idarubicin 12 are not equivalent doses. The ALFA 9801 study in patients aged 50 to
70 years used a cytarabine 200 mg/m2 continuous dose from day 1 to 7 combined with
either daunorubicin 80 mg/m2 for 3 days or IDA 12 mg/m2 given for 3 days (IDA3) or
4 days (IDA4) and reported about 150 patients in each arm [21]. The CR rates for DNR were
70%, IDA3 was 83%, and IDA4 was 78% (p = 0.04), with no difference in OS between the
three arms (p = 0.19). All three arms had comparable toxicity profiles, with more mucositis
reported with increasing doses of idarubicin compared to DNR. The long-term outcomes of
this study were combined with data from another French trial, the ALFA 9803, that used a
cytarabine continuous 200 mg/m2 dose for 7 days either with DNR 45 mg/m2 for 4 days or
idarubicin 9 mg/m2 for 4 days and was reported by Gardin et al. [22]. In a total of 727 pa-
tients aged over 50 years, they reported a CR rate in the IDA arm, 69%, compared to 61%
with DNR (p = 0.029), with no difference in survival noted (p = 0.13). They also provided
a cure rate model, which showed better rates of cure with IDA 16.6% vs. DNR 9.8% (HR
0.77, p = 0.018). Lee et al. conducted a randomized control trial in South Korea where
newly diagnosed AML patients were randomized to receive idarubicin 12 mg/m2/day
or daunorubicin 90 mg/m2/day on days 1–3, given with a continuous dose of cytarabine
200 mg/m2 days 1 to 7 [23]. Reinduction was allowed with a 5 + 2 course with idarubicin
8 mg/m2 and daunorubicin 45 mg/m2 for patients who had persistent leukemia in the
day 14 marrow. A total of 299 patients were randomized, with 149 receiving idarubicin
and 150 patients receiving daunorubicin. CR rates were no different in patients requiring a
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single course of induction (IDA vs. DNR, 71.1% vs. 66.7%, p = 0.403) and second course of
induction (IDA vs. DNR, 50% vs. 36.4%, p = 0.283). There was no difference in OS noted
between the arms at the end of the 4-year follow-up period, p = 0.756. Another interesting
finding from the subgroup analysis was that when FLT3-ITD mutation was present, OS
at 4 years was statistically significantly better in the arm that received DNR compared to
IDA (61.9% vs. 30.8%, p = 0.946). Finally, none of these studies demonstrate a difference in
survival when either IDA or DNR is used, and the choice between the two agents is often
dictated by institutional preference and drug availability.

4. Building on the 7 + 3 Backbone
4.1. Gemtuzumab Ozogamicin (GO)

This monoclonal antibody directed against CD33 linked to an antitumor antibiotic,
calicheamicin, was originally granted regulatory approval by the Food and Drug Admin-
istration (FDA) in 2000 [24] for AML patients over 60 years after their first relapse. A
dose of 9 mg/m2 was given on day 1 and repeated on day 15 based on the results of three
open-label trials showing 30% CR rates [25]. However, when the interim analysis of the
confirmatory phase III trial [26] failed to show efficacy with the addition of gemtuzumab
6 mg/m2 on day 4 to standard intensive chemotherapy DNR 45 mg/m2 on day 1 to 3 and
cytarabine 100 mg/m2 continuous dose day 1 to 7 along with safety signals from prior
studies showing increased veno-occlusive disease [27], the drug was voluntarily withdrawn
from the market in 2010. Again, seven years later, US Food and Drug Administration (FDA)
re-approved GO as the first-line treatment for patients with de novo AML based on the
pivotal ALFA 701 clinical trial [28] and a meta-analysis by Hills et al. from individual
patient level data from 5 clinical trials [29]. In this trial patients aged 50–70 years were given
GO as 3 mg/m2 on days 1, 4 and 7 in combination with daunorubicin 60 mg/m2 day 1 to 3
and a cytarabine continuous dose 200 mg/m2 day 1 to 7, resulting in improved event-free
survival. However, no difference in CR rates was seen (p = 0.25), though improved 2-year
OS was initially shown (p = 0.03). Final overall survival in ALFA 701 trial on 30 April 2013
cut-off favored gemtuzumab ozogamicin but was not significant. Of note, only nine patients
(3%) in this trial had AML with favorable cytogenetics. There was a concurrent approval in
the relapsed refractory (R/R) setting as a single agent based on two trials. In phase III of
the AML-19 trial, gemtuzumab was given in R/R AML patients over 60 years as 6 mg/m2

on day 1 and 3 mg/m2 on day 8, resulting in improved survival by ~6 weeks compared to
best supportive care [30] and the second, an earlier phase II trial called MyloFrance-1 which
explored a new fractionated dosing given as 3 mg/m2 on day 1, 4 and 7 [31]. Multiple
meta-analyses have demonstrated that when all data is pooled, the survival benefit is
primarily in the group with favorable and, to a lesser degree, intermediate-risk cytogenet-
ics. Hence most societies often recommend upfront use in favorable or intermediate-risk
cytogenetics. [29,32] Per the 2022 European Leukemia Net, GO is widely administered on
day 1 of induction only and on day 1 in up to 2 cycles of consolidation [33]. A single-center
retrospective study from MD Anderson in patients with core binding factor CBF AML
shows that FLAG-GO gives a survival advantage over FLAG-IDA (p = 0.04), which is more
pronounced in patients younger than 60 years. However, we do not have adequate data to
make any conclusions regarding how they perform compared to 7 + 3 with GO or higher
doses of 7 + 3 using DNR 90 mg/m2.

4.2. FLT3 Inhibitors

FMS-like tyrosine kinase 3 (FLT3) gene mutation is one of the common mutations
seen in AML in up to 30% of newly diagnosed cases, recognized as a proliferative signal
associated with poor prognosis. The phase 3 RATIFY trial-CALGB10603 reported by Stone
et al. led to the FDA approval of a FLT3 inhibitor, midostaurin, the first targeted agent in
2017 after the removal of gemtuzumab in 2010 [34]. Midostaurin 50 mg oral was added
on days 8 to 21 to the 7 + 3 induction with daunorubicin 60 mg/m2 from day 1 to 3 and a
cytarabine 200 mg/m2 continuous dose days 1 to 7, and continued during a consolidation
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with a similar dosing schedule and saw an improvement in CR rates 59% vs. 54%, p = 0.045
and median survival 74.7 months vs. 25.6 months [hazard ratio for death, 0.78, one-sided
p = 0.009]. Anemia, rash, QTc prolongation and diarrhea seemed to be the major side effects
noted with the addition of midostaurin. Another FLT3 inhibitor, quizartinib, was granted
priority review by the FDA based on the positive results of the phase III trial QuANTUM-
First, which randomized newly diagnosed FLT3-ITD positive AML patients aged 18–75 to
receive quizartinib 40 mg/day orally from days 8 to 21 vs. placebo in addition to induction
with a cytarabine 100 mg/m2 continuous dose days 1 to 7 and daunorubicin 60 mg/m2

or idarubicin 12 mg/m2 days 1 to 3 [35]. There was a 22.4% reduction in the risk of death
with quizartinib compared to standard chemotherapy alone (HR = 0.776; 2-sided p = 0.032)
in patients with newly diagnosed FLT3-ITD positive AML. The median OS was more than
double at 31.9 months for patients receiving quizartinib (95% CI: 21.0-NE) compared to
15.1 months for patients receiving chemotherapy (95% CI: 13.2–26.2). The HOVON 156
AML trial is another phase III trial currently in the last stages, having accrued 738 of the
768 needed and is currently on a brief HOLD and will shed light on the efficacy of upfront
gilteritinib another FLT3 inhibitor that is being compared to midostaurin when added to
7 + 3 induction chemotherapy.

4.3. Lomustine

This alkylating agent was evaluated by French groups in three different phase III
studies in AML patients aged more than 60 years for induction with idarubicin 8 mg/m2 day
1 to 5 and a cytarabine 100 mg/m2 continuous dose day 1 to 7 with lomustine 200 mg/m2

and without showed a survival benefit 12.7 months compared to 8.7 months (p = 0.004) [36].
A recent posthoc analysis of one of these studies shows that the survival benefit is in elderly
patients with RUNX1, ASXL1, TP53 and FLT-ITDhigh/NPM1WT mutations [37]. However,
there are no studies that have evaluated this agent in the United States.

5. Liposomal Formulation of Cytarabine and Daunorubicin CPX-351

CPX-351, now better known as VYXEOS, is a liposomal encapsulation of cytarabine
and daunorubicin in a fixed molar ratio of 5:1. Each VYXEOS unit contains 1 mg of
cytarabine and 0.44 mg of daunorubicin. The phase III trial by Lancet et al. [38], which led
to its FDA approval in August 2017, was conducted in 309 AML patients aged 60 to 75 years.
Patients randomized had to have a diagnosis of therapy-related AML, AML with a history
of MDS with or without prior hypomethylating agents, AML with a history of chronic
myelomonocytic leukemia and de novo AML with MDS-related changes (AML-MRC).
Standard induction chemotherapy with a cytarabine 100 mg/m2 continuous dose for days
1 to 7 and daunorubicin 60 mg/m2 on days 1 to 3 were compared to VYXEOS 100 units/m2

followed by a second induction in patients who did not achieve a hypoplastic marrow
by day 14 with 5 + 2 vs. VYXEOS 65 units/m2. The overall survival improved using
VYXEOS with a median OS of 9.5 months vs. standard 7 + 3 induction with a median OS of
5.6 months (HR 0.69, p = 0.003). Improved CR rates after the first induction cycle were seen
across all age groups and AML subtypes; however, in patients who had already declared
themselves chemo-resistant post-initial induction, a second induction with CPX-351 did not
lead to better CR rates. The major toxicity noted was delayed count recovery with VYXEOS,
a median of 35 days vs. 29 days; however, this did not translate into an increased rate of
infection in the trial. More bleeding events were noted with CPX-351. It is believed that
along with the synergistic effect of the 5:1 ratio, the liposomal formulation is able to bypass
the drug efflux pumps and thereby resistance due to P-glycoproteins and also circumvent
rapid denaturation by cytarabine deaminase enzyme in the body leading to better efficacy.
However, the biggest barrier for VYXEOS is its cost effectiveness in an already stressed
healthcare system [39].
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6. Lower Intensity Induction for Older Patients with AML

For more than 30 years after 7 + 3 chemotherapy became standard practice, most
trials in AML did not include older patients. While some did include older patients,
the regimens used were truly palliative in nature. Though different approaches are now
available for upfront treatment in this group, the unclear question that still remains is
defining the individual’s ineligibility for intensive chemotherapy. Given the increased
mortality seen among patients greater than 75 years and overall complications, we generally
avoid intensive chemo in this group, but it may be considered on a case-by-case basis up
until 79 years of age. Patients with multiple medical comorbidities where the expected
mortality with intensive induction is more than 10% may also be offered a less intensive
approach to treatment. Additionally, some disease characteristics, such as having a TP53-
positive AML, may favor a less intensive approach due to the lower chances of CR with
intensive chemotherapy. Most leukemia experts still use the “oculometer”, as described by
Dr. Kantarjian, which involves making a visual assessment of the patient’s performance
status to decide between intensive chemotherapy vs. lower intensity therapy modalities;
however, the American Society of Hematology set forth guidelines for the management
of older adults with AML that may aid with decision making [40]. Figure 2 shows the
FDA-approved agents in AML and their mechanism of action.
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6.1. Low Dose Cytarabine

Tilly et al. conducted a randomized trial in 87 French AML patients over the age of
65 to receive either low-dose cytarabine 20 mg/m2 for 21 days or intensive chemotherapy
with rubidazone 100 mg/m2 for 4 days and cytarabine 200 mg/m2 for 7 days and found
no difference in median survival between the two groups (p > 0.12), despite CR rates
in the intensive group being over 50% compared to 32% in low dose cytarabine arm
(p < 0.001) [41]. Increased early mortality due to the intensive induction due to secondary
infection in the setting of prolonged cytopenias was the likely reason for similar overall
survival in both groups. The AML 14 trial by the UK National Cancer Research Institute
comprised of 217 patients who were randomized between low-dose cytarabine 20 mg/m2

subcutaneously (subQ) given twice daily for 10 days vs. hydroxyurea dose adjusted to keep
white counts below 10 × 109/L [42]. CR rates and OS were found to be better compared to
hydrea across all age groups. These studies form the basis to use low-dose cytarabine for
older adults with AML.

6.2. DNA Methyltransferase (DNMT) Inhibitors

Approval of decitabine, a hypomethylating agent that inhibits DNA methyltransferase,
as a treatment modality in MDS led to early phase studies in AML, paving the way to a mul-
ticentered randomized phase III trial in newly diagnosed AML [43]. A total of 485 patients
were randomized to decitabine 20 mg/m2 IV for 5 days vs. preferred treatment, which
could be cytarabine 20 mg/m2 subQ daily for 10 days every 4 weeks or supportive care or
patient/physician preferred regimen. Though the total remission rates were significantly
better in the decitabine group, 17.8% vs. 7.8% (p = 0.001), this did not translate into an over-
all survival improvement. Importantly, no increase in treatment-related deaths was noted
between the two groups. An international phase III trial of azacitidine 75 mg/m2 given
subQ daily for 7 days and repeated every 28 days was randomized in a similar fashion
as the previous study and saw improvement in median overall survival 12.1 months vs.
6.9 months in the prespecified sensitivity analysis (p = 0.019) without signals of increased
side effects or drug-related mortality [44].

7. FDA Approved Lower-Intensity Upfront Combinations
7.1. Venetoclax

Studies demonstrating increased expression of BCL-2 in Leukemia stem cells and its
ability to induce differential apoptosis compared to HSC with inhibition of BCL-2 in Acute
Myeloid Leukemia [45] led to further studies that evaluated different BCL-2 inhibitors
in AML. Venetoclax, one such BCL-2 inhibitor, was a major improvement from previous
molecules as it did not have the concurrent BCL-XL inhibition that led to significant
hematologic toxicities. Following its success in other leukemias, though venetoclax only
showed modest single-agent activity in AML, strong preclinical data suggesting increased
expression of BCL-2 and MCL1 in AML and the possibility of indirectly targeting MCL1
with cytotoxic drugs kept the researchers going [46]. These efforts bore fruit in the form of
two practice-changing studies combining venetoclax with low-dose cytarabine [47] (VIALE-
C) and the second with azacitidine in the VIALE-A trial [48], which led to an accelerated
FDA approval for both combinations in November 2018 followed by regular approval in
October 2020.

Venetoclax with Low Dose Cytarabine

A clear example of bench-to-bedside success was the continued faith demonstrated
by researchers in the combination of venetoclax with cytotoxic agents. This phase III
double-blind placebo-controlled study was the first major publication that later opened
the pandora of choices for induction treatment in the elderly [47]. A total of 143 patients in
the study arm received oral venetoclax 600 mg in a dose ramp-up fashion with low dose
cytarabine 20 mg/m2 subQ given days 1 to 10 achieved CR/CRi rates in almost half the
study arm compared to 13% in the placebo arm (p < 0.001). After an additional 6 months
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from the originally planned analysis, even a survival advantage was confirmed in this arm
at 8.4 months vs. 4.1 months (p = 0.04). With similar rates of treatment discontinuation, this
regimen was well tolerated by elderly and unfit patients and led to its FDA approval for
upfront therapy, creating a new option for a large proportion of these patients who had
prior HMA exposure.

7.2. Venetoclax with DNMT Inhibitors
7.2.1. Venetoclax with Azacitidine

The VIALE-A study was a phase III placebo-controlled effort where azacitidine
75 mg/m2 was given daily from days 1 to 7, combined with venetoclax oral pills 400 mg
once daily or placebo, in newly diagnosed AML patients over the age of 18 years who
were deemed ineligible for intensive chemotherapy based on predefined criteria which
included age ≥ 75 years or younger patients with at least one comorbidity or an ECOG
performance status of two or three. A total of 433 patients with a median age of 76 were
randomized across 27 countries and showed a median overall survival of 14.7 months in
the venetoclax/azacitidine group compared to 9.6 months in the azacitidine/placebo arm,
HR for death was 0.66 and p < 0.001. Most importantly, unlike the azacitidine-only arm, the
responses with the combination were rapid, and nearly half the responses occurred before
the second cycle was given, making this a true induction regimen. Molecular analysis
showed that the subgroup with IDH mutations had the most benefit. Hematologic toxicities
and increased time for count recovery were the main issues the venetoclax group in the
study encountered. Now physicians are more familiar with these agents and have gener-
ously titrated the number of doses of the venetoclax based on individual patient marrow
recovery periods and have also employed longer cycles with the addition of granulocyte
colony-stimulating factor (for patients in remission), which have led to better real-world
tolerability of this regimen.

7.2.2. Venetoclax with Decitabine

The FDA approval for this combination in patients aged > 75 years was based on
the results of the phase Ib dose escalation and expansion study that included 73 of the
145 patients who received venetoclax in combination with decitabine 20 mg/m2 IV on
days 1 to 5 of each 28-day cycle, of which 27 were above 75 years old [49]. Given the very
similar safety profile noted between azacitidine and decitabine, a phase III trial for this
combination will not be conducted, given the success of the VIALE-A study. However,
there are now real-world propensity score-matched analyses of patients who received
decitabine, with or without venetoclax, showing superior survival with the combination
compared to decitabine alone at 13.4 months vs. 8.3 months, p = 0.01 without additional
safety signals, even in the population that received hematopoietic stem cell transplant
(HSCT) [50].

7.3. Glasdegib with Low Dose Cytarabine

Studies to better understand chemoresistance mechanisms in AML showed that there
is activation and increased signaling from the hedgehog pathway in multi-drug resistant
cell lines of AML compared to de novo AML [51]. Following the results of an open-label
phase II randomized BRIGHT trial where low dose cytarabine 20 mg subQ twice daily
days 1–10 was administered with glasdegib 100 mg PO daily vs. placebo, that showed a
survival advantage with the combination 8.8 months vs. 4.9 months, p = 0.0004 reported
at 80% confidence interval, the FDA approved the above combination in November 2018
for patients aged > 75 years [52]. Patients in the experimental arm had a higher incidence
of pneumonia, dysgeusia and muscle spasms. Updated results from this predominantly
septuagenarian population have continued to show significantly improved survival across
all cytogenetic groups, including poor risk cytogenetics without the emergence of new
adverse side effects [53].
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7.4. Isocitrate Dehydrogenase (IDH) Inhibitors with Azacitidine

Ivosidenib, the IDH1 inhibitor, was approved by the FDA originally in an R/R set-
ting and for upfront use in intensive chemo-ineligible patients as a single agent. A phase
III double-blind trial randomized 295 patients with newly diagnosed AML who were
ineligible for intensive chemotherapy to receive azacitidine 75 mg/m2 daily on days 1
to 7 with ivosidenib PO 500 mg daily vs. placebo for 28-day cycles. The results demon-
strated improvement in the primary endpoint of EFS. Additionally, overall survival was
prolonged with the combination with a median OS of 24 months compared to 7.9 months
(p = 0.001) [54]. In more than half the patients, 53% achieved CR +CRi in contrast to 18% in
the azacitidine-only arm (p < 0.001). The combination had higher bleeding events 41% vs.
29% but led to an overall improvement in health-related quality of life and increased trans-
fusion independence. With the FDA approval of this combination in May 2022, there arises
a new question regarding the sequencing of these combinations [venetoclax vs. ivosidenib]
with azacitidine. However, a similar phase 2 trial of enasidenib, an IDH2 inhibitor with
azacitidine, did not show any OS benefit in newly diagnosed AML patients [55].

8. Relapsed/Refractory AML

Patients who fail to achieve a CR post two cycles of intensive induction regimen
are classified as primary refractory disease and are the fate of 20 to 30% of all newly
diagnosed AML. However, there is still a large group who are unable to receive intensive
treatment in the first place. Relapsed AML is even more challenging owing to increased
chemoresistance and an already beaten-up protoplasm from the prior therapies. A small
fraction of patients who have relapsed late after intensive chemotherapy and continue to
be fit can be considered for further intensive chemotherapy. The only curative option in the
relapsed setting continues to be hematopoietic stem cell transplantation [56]. In patients
who are unfit for transplant or intensive chemotherapy, targeted agents have emerged
which give multiple therapeutic options.

8.1. Hematopoietic Stem Cell Transplant (HSCT)

Based on multiple retrospective trials and metanalysis, it is evident that the best
outcome in relapsed AML is achieved if they are able to receive a stem cell transplant in CR.
The concept of minimal residual disease (MRD) is a new one as far as AML is concerned
and is garnering considerable attention to better define the high relapse risk population
and if MRD translates to survival advantage if achieved prior to HSCT. Guidelines from the
European Leukemia Net were published to help standardize recommendations on methods
of testing and the clinical impact of MRD results in AML [57]. HSCT is a complicated
process with multiple variables, including donor selection, conditioning regimens and
graft vs. host disease (GVHD) prophylaxis, which are way beyond the scope of this
review. Recently at the plenary session of ASH 2022, a German group presented their
phase III ASAP trial comprising patients with relapsed AML or patients who did not
achieve remission post-one cycle of intensive chemotherapy and were eligible for intensive
chemo and allogeneic SCT. They were randomized to receive intensive chemotherapy with a
remission induction strategy followed by transplant vs. a wait-and-watch strategy to receive
early transplant with the use of a disease control regimen as needed [58]. Surprisingly, no
difference has been noted between the two groups in the primary endpoint, CR at day
56 post-transplant and the secondary endpoint of overall survival, questioning a central
dogma in AML treatment regarding the role of intensive salvage chemotherapy in relapse.
Most leukemia specialists are eagerly awaiting the complete results and follow-up on this
possibly practice-changing trial.

8.2. Targeted Therapy Approved in Relapsed/Refractory AML
8.2.1. Isocitrate Dehydrogenase Inhibitors

Studies using whole exome sequencing led to the discovery of multiple recurrently
mutated genes that helped establish the landscape in AML and opened up opportunities
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for targeted therapies [4]. One such frequently mutated epigenetic regulator is isocitrate
dehydrogenase (IDH) mutations. There are three commonly recognized IDH genes, IDH1,
IDH2 and IDH3. These gene transcripts make IDH1 and IDH2 enzymes which catalyze
the conversion of isocitrate to alpha-ketoglutarate in the cytoplasm and mitochondria,
respectively. Mutations in IDH1 account for about 8% of all mutations in AML, while
IDH2 constitutes 12%. Mutated IDH enzymes attain neomorphic activity and convert
isocitrate to 2-hydroxyglutarate, which affects DNA methylation leading to a block in
cellular differentiation. Translational work using small molecule inhibitors of IDH led to
the first-ever targeted therapy approval in relapsed AML.

8.2.2. Enasidenib-IDH2 Inhibitor

AG-221, now popularly known as enasidenib, was the first-in-class oral inhibitor of
IDH2 mutations. Stein and colleagues [59] reported the results of their early phase dose
escalation study with this novel agent in 239 patients with IDH2 mutated R/R AML, and
was soon followed by its FDA approval the same year in August 2017. Enasidenib 100 mg
given daily elicited an overall response rate (ORR) of 40.3%, along with a CR noted in
~20% of the patients. Being a non-cytotoxic agent, enasidenib was well tolerated, and the
major adverse effects noted were indirect hyperbilirubinemia, tumor lysis syndrome and
“differentiation syndrome”. Differentiation syndrome, seen in about 14% of patients, has
a high mortality risk without early recognition and treatment, prompting FDA to issue a
black box warning on the label. The blasts rapidly proliferate and differentiate into mature
neutrophils under the influence of enasidenib, leading to infiltration into tissues causing
pulmonary infiltrations, hypoxia, pericardial effusions and fevers. We now recognize that
this can happen as late as 4–5 months into treatment and respond well to oral steroids such
as dexamethasone 10 mg twice daily. However, the phase III randomized trial of IDH2
inhibitor in R/R AML failed to show an improvement in overall survival compared to
conventional regimens (p = 0.2), despite a significant improvement in event-free survival
likely due to the substantial number of patients who dropped out from the non-enasidenib
arm and received enasidenib as a subsequent therapy [60].

8.2.3. Ivosidenib—IDH1 Inhibitor

IDH1 mutations are less frequent in AML compared to IDH2; however, the more
durable responses to oral inhibitor AG-120, now called ivosidenib, led to its FDA approval
initially for R/R AML with IDH1 mutations in July 2018, soon followed by approval for
newly diagnosed AML patients who were unable to obtain intensive chemotherapy by
May 2019. The early phase dose escalation and expansion study reported by Dinardo
et al. [61] involved 268 patients and recommended a phase II dose of 500 mg daily. They
reported CR of 21.6% and ORR of 42% in this R/R cohort. The median OS of the entire
cohort was 8.8 months, with an OS of 18 months in patients who attained CR/CR with
partial hematologic recovery. About 21% of the patients had mutational clearance by PCR.
Data from 34 newly diagnosed AML patients with IDH1 mutations, part of the initial phase
I study, was reported separately and showed a CR + CRh rate of 42.4% in the upfront
setting, with induction death less than 3%. Most adverse events were gastrointestinal, with
diarrhea reported in 53%, along with nausea in 38%. A unique side effect was the QTc
prolongation seen in 8% of patients and differentiation syndrome in about 4%. A follow-up
study that looked at co-occurring mutations found that JAK2 mutations predicted response
while RAS mutations correlated with resistance [62]. Another important finding from the
same paper was that there was no association between the variant allele frequency (VAF)
of IDH mutations in the original sample and response to ivosidenib.

8.2.4. Olutasidenib—IDH1 Inhibitor

FT-2102, now marketed as olutasidenib, is a new selective oral IDH1 inhibitor with
irreversible inhibition compared to the reversible inhibition by ivosidenib [63]. Data from
Study 2102-HEM-101 was initially presented at the American Society of Hematology 2022
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meeting and led to the FDA approval of olutasidenib in December 2022 for relapsed
refractory AML with IDH1 mutation. An updated phase I data published recently reports
78 patients who received olutasidenib in a dose escalation manner as monotherapy n = 32
or combination with azacitidine 75 mg/m2 IV days 1 to 7 of a 28-day cycle and reported the
phase II dose as 150 mg PO twice daily [12]. An ORR of 41% with monotherapy and 46%
was seen in combination with azacitidine in the R/R population. Safety signals were similar
to the prior IDH inhibitor, and common adverse events included nausea, vomiting, diarrhea,
thrombocytopenia and febrile neutropenia. Unique side effects included differentiation
syndrome (13%), QTc prolongation 7% and grade III or higher liver function tests in 13% of
patients. The percentage of patients receiving prior IDH1 inhibitors in the study is not clear
and may help determine the sequence of these small molecule inhibitors.

8.2.5. FLT3 Inhibitor

FLT3 is one of the most frequently mutated genes seen in de novo AML and portends
poor survival due to the challenges presented by the proliferative phenotype seen as a result
of this mutation and subsequent higher relapse rates. It is now accepted that FLT3 mutations
in de novo AML are generally polyclonal; hence broader multi-kinase FLT3 inhibitors such
as midostaurin and sorafenib have higher efficacy compared to relapsed AML where a
FLT3 subclone gains selective advantage and responds better to more selective inhibitors
such as gilteritinib and quizartinib [64]. The ADMIRAL study that led to the FDA approval
of the first FLT3 inhibitor, gilteritinib, in November 2018 was conducted across 14 countries
and involved 371 patients with relapsed or primary refractory AML [65]. In this phase
III trial, patients with confirmed FLT3 ITD or TKD mutations were randomized in a 2:1
ratio favoring the study drug to receive gilteritinib 120 mg PO daily in comparison to a
salvage chemo regimen selected by the local investigator. Patients who received gilteritinib
had a survival advantage with a median OS of 9.3 months compared to 5.6 months in the
chemotherapy group, p = 0.007. Gilteritinib was well tolerated, and besides hematologic
toxicities, the major side effects noted were diarrhea, increased liver function tests and
QTc prolongation. Follow-up results published from the ADMIRAL study show continued
survival advantage without the emergence of new adverse events [66]. However, a major
concern is that most study patients had not received upfront midostaurin for induction and
hence changes to resistance patterns and efficacy in relapsed FLT3 disease with previous
FLT3 therapy are unknown. A subgroup analysis of patients with prior midostaurin
from the ADMIRAL study who received gilteritinib at relapse was too small to draw
conclusions [67].

9. Post Remission Therapy (Aka Consolidation Therapy)

The pivotal CALGB study published in 1994 established high-dose cytarabine con-
solidation as a standard of care post-induction remission in AML patients [68]. After a
standard 7 + 3 induction with a continuous dose of cytarabine 200 mg/m2 and daunorubicin
45 mg/m2, patients were randomized to receive cytarabine 100 mg/m2 vs. 400 mg/m2

and 3 g/m2 twice daily on days 1, 3 and 5 for four cycles. Patients were stratified by age
as <40 years, 40–60 years and >60 years and showed OS benefit in patients younger than
60 years with the higher doses of cytarabine. The HR for OS was 0.78 in the 400 mg/m2

dose and 0.74 in the 3 g/m2 dose, p = 0.04. Serious central nervous system toxicity was
seen in the high-dose group at 12% compared to none in the other two groups; hence, ran-
domization to the high-dose group in patients aged more than 60 years was discontinued
in the middle of the study period. These patients also received four monthly maintenance
doses of cytarabine 100 mg/m2 and daunorubicin 45 mg/m2 given as a 5 + 1 regimen
post consolidation which was omitted in later studies due to poor tolerability. Given the
small efficacy difference between the 400 mg/m2 dosing compared to the 3 g/m2 dosing
of cytarabine, clinicians wondered if an intermediate dose of cytarabine could provide all
benefits and avoid CNS toxicities. The HOVON study had popularized the intermediate
dosing, but given the double induction received by all patients, it was not easy to draw clear
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results [10]. A complex multi-arm study of the AML-15 conducted by the Medical Research
Council of the UK is the best evidence we have for comparison between the cytarabine
1.5 g/m2 dosing vs. 3 g/m2 dosing [69]. No difference in survival was seen between the
two groups, 67% vs. 57% in the 3 g/m2 vs. 1.5 g/m2 groups (p = 0.8), with an improved
side effect profile with the lower dose. Intermediate doses are now adopted in patients
over the age of 60 years; however, as retrospective studies have shown an increased risk of
relapse in younger patients with good–risk disease, many experts and NCCN recommend
higher dosing in younger patients. A condensed consolidation regimen with cytarabine
given on days 1, 2 and 3 was compared to the standard day 1, 3 and 5 regimen with G-CSF
given in both arms, showed no difference in survival and is a better alternative option to
consider given improved neutrophil recovery times and decreased infection rates with the
day 1, 2 and 3 regimens [70]. This opens a possibly more convenient and shorter treatment
cycle for patients.

10. Maintenance Therapy

Unlike solid malignancies, the concept of maintenance therapy was novel in AML.
The advances in multiparametric flow cytometry and the ability to detect minimal residual
disease by PCR techniques have probably influenced researchers to explore the use of main-
tenance therapy. The HOVON 97 study in 116 older adults with AML, aged > 60 years,
who were not eligible for transplant and were in CR/CRi post induction were randomized
to azacitidine maintenance 50 mg/m2 injections on days 1 to 5 of 28-day cycles vs. observa-
tion reported improvement in DFS without a difference in OS [71]. The QUAZAR AML-001
trial is the first positive trial in AML showing improved survival with maintenance oral
azacitidine [72]. In this phase III double-blind placebo-controlled trial conducted across
23 countries, AML patients over the age of 55 who were in CR/CRi, not candidates for
allogeneic SCT, were given oral azacitidine 300 mg daily for days 1 to 14 of a 28-day cycle
compared to placebo. In 472 patients, there was an improvement in median OS in the
experimental arm at 24.7 months compared to 14.8 months with a placebo (p < 0.001). Even
though increased neutropenia and GI side effects were noticed with oral maintenance, the
overall quality of life was no different between the groups. Subgroup analysis demonstrates
that primarily patients who received less than three cycles of consolidation with cytarabine
drove the survival advantage. Oral azacitidine was approved by the FDA in September
2020 for maintenance in patients who were unable to complete consolidation therapy.

Maintenance Therapy Post Allogenic Transplant

The only subgroup that has evidence to support the use of post-transplant maintenance
is the FLT3-mutated AML. In the SORMAIN phase II study in FLT3-ITD mutated AML,
83 patients in CR post an allogenic SCT were randomized to sorafenib vs. placebo for
a 2-year period [73]. The relapse-free survival was 85% in favor of sorafenib compared
to 53.3%, p = 0.002, and after a median follow-up of 55.1 months, even though median
OS was not reached in both groups, the estimated survival after 2 years in the sorafenib
group was 90.5% compared to 66.2 % in the placebo group (p = 0.007). Sorafenib was well
tolerated, with no major side effects noted, and a phase III trial will be needed to shed
further light on the trend seen towards increased GVHD among sorafenib recipients. Based
on these results, the NCCN has recommended the use of sorafenib; however, there is no
FDA approval for the same. The MORPHO clinical trial was a phase III trial conducted by
the blood and marrow transplant clinical trials network (BMT-CTN) evaluating gilteritinib
as a maintenance therapy following allogeneic HSCT for patients with FLT3-ITD mutated
AML. They announced top-line results with the study not meeting its predefined primary
endpoint of RFS for patients treated with gilteritinib compared to placebo. Therefore, we
do not have strong evidence supporting post-transplant maintenance at this time. Table 1
lists the commonly used regimens, specifically the drugs, routes, and schedules.
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Table 1. Common regimens used in acute myeloid leukemia.

Induction Regimens for Newly Diagnosed Acute Myeloid Leukemia (AML)

Drugs Schedules

“7 + 3”
Anthracycline IV × 3 days
Cytarabine IV continuous dose 100–200 mg/m2 Day 1–7

“5 + 2”
Anthracycline IV × 2 days
Cytarabine IV continuous dose 100–200 mg/m2 Day 1–5

Vyxeos (7 + 3) Vyxeos 100 units/m2 IV on Days 1, 3 and 5
(5 + 2) Vyxeos 65 units/m2 IV on Days 1 and 3

Gemtuzumab Ozogamicin with 7 + 3 Gemtuzumab 3 mg/m2 on Days 1, 4 and 7
“7 + 3”

Gemtuzumab Ozogamicin

Gemtuzumab 6 mg/m2 on Day 1 and 3 mg/m2 on Day 8
Cycle 1
Followed by up to 8 doses of 2 mg/m2 Day 1
every 28 days

Midostaurin with Daunorubicin and Cytarabine
DAUNORUBICIN 60 mg/m2 IV day 1–3
Midostaurin 50 mg BID PO Days 8–21
Cytarabine 200 mg/m2 IV Day 1–7

Venetoclax + Azacitidine

Azacitidine 75 mg/m2 IV or subQ Day 1–7 every 28 days
Venetoclax 400 mg PO once daily Day 1–28. (Dose
ramped up as 100 mg on Day 1, 200 mg on Day 2 and
400 mg on Day 3 during cycle 1)

Venetoclax + Low dose cytarabine

Low dose cytarabine 20 mg/m2 SubQ Day 1–10
every 28 days
Venetoclax 600 mg PO once daily Days 1–28 (Dose
ramped up as 100 mg on Day 1, 200 mg on Day 2, 400 mg
on Day 3 and 600 mg on Day 4)

Glasdegib + Low dose cytarabine
Low dose cytarabine 20 mg BID SubQ Day 1–10
every 28 days
Glasdegib 100 mg PO daily Day 1–28

Ivosidenib + Azacitidine Azacitidine 75 mg/m2 subQ Days 1–7 every 28 days
Ivosidenib 500 mg PO once daily Day 1–28.

Regimens for R/R AML

Gemtuzumab Gemtuzumab 3 mg/m2 on Days 1, 4 and 7

Enasidenib Enasidenib 100 mg PO daily

Ivosidenib Ivosidenib 500 mg PO daily

Olutasidenib Olutasidenib 150 mg PO BID

Gilteritinib Gilteritinib 120 mg PO daily

Post Remission Therapy (Consolidation)

Cytarabine Cytarabine 1.5–3 g/m2 given BID on Days 1, 3 and 5
[total 6 doses]

Gemtuzumab + cytarabine Gemtuzumab 3 g/m2 on Day 1
Cytarabine 1.5–3 g/m2 given BID on Day 1, 3 and 5

Maintenance

Oral azacitidine Azacitidine 300 mg PO daily Day 1–14 every 28 days

11. Conclusions

We have come a long way over the past decade with multiple new agents approved for
use in adults with Acute Myeloid Leukemia. The clinical advances and new combination
strategies allow for more treatment options. Multiple newer agents are in clinical and
preclinical developmental stages for the treatment of this heterogeneous disease. Patients
with AML should receive AML-directed therapies over the best supportive care due to
the improvement in patient outcomes with treatment. As AML is a disease of the older
population, increased frailty seen in this patient population makes the development of
newer agents challenging as the medications need to not only be efficacious but also be
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very well tolerated. There is excitement and hope for the future of patients with AML. “We
must accept finite disappointment but never lose infinite hope”, Martin Luther King.
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