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Abstract 
The treatment landscape for acute myeloid leukemia (AML) is rapidly changing. Many new agents and lower-intensity regimens have been 
approved and can be safely used by hematologists and oncologists in both academic and community settings. The US Food and Drug 
Administration (FDA) held a virtual symposium on AML treatment in the community in November 2022. Several members of the FDA, along 
with practicing hematologists and oncologists in both academic and community settings, participated in the symposium. The goal of the sympo-
sium was to discuss challenges and opportunities in the treatment of patients with AML in community oncology settings. A summary of these 
discussions and key considerations are presented here.
Key words: hematologic malignancy; leukemia; treatment options; community setting.

Implications for Practice
The US Food and Drug Administration (FDA) held a virtual symposium in November 2022 with a diverse group of hematologists and 
oncologists who practice in both academia and community settings. The symposium consisted of panel discussions between members of 
the FDA Division of Hematologic Malignancies I, which evaluates new therapeutic options for patients with acute and chronic leukemias, 
myelodysplastic syndrome, and hematopoietic stem cell transplantation, and community oncologists from institutions throughout the 
US. The panel discussed the current state and challenges in treating AML in the community setting in addition to future directions and 
considerations.

Introduction
Acute myeloid leukemia (AML) is an aggressive hematologic 
malignancy that requires prompt identification and manage-
ment. It primarily affects older patients with a median age of 69 
at diagnosis.1 The outcomes of AML continue to improve some-
what over time with an overall 5-year expected survival of 32% 
in the last 10 years.1 The improvement in outcomes is attributed 
to several factors including development of effective and less 
toxic leukemia therapies including targeted agents, advance-
ments in allogeneic hematopoietic stem cell transplantation 

(HSCT) that expanded eligibility and utilization, and progress 
in supportive care, especially infection control. Furthermore, 
recent data from a retrospective study suggested that delaying 
treatment initiation at the time of diagnosis to potentially allow 
results of genetics data to come back and guide therapy may not 
affect outcomes.2 Nevertheless, the outcomes of certain groups 
of patients with AML such as older or frail patients who are not 
candidates for intensive therapies or transplant, patients with 
therapy-related AML (AML with underlying myelodysplastic 
or myeloproliferative disease), multiply relapsed or refractory 
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AML, or AML with TP53 mutation are still poor and only a 
minority of patients can obtain long-term disease control and 
survival.3

The field of leukemia has changed dramatically over the 
last 5 years with regulatory approval of many targeted 
agents and the ever-expanding field of drug development.4 
There are a multitude of ongoing clinical trials for patients 
with AML testing many ideas from new combinations of old 
cytotoxic therapies to new targeted agents and immunother-
apies, including T-cell engagers and chimeric antigen recep-
tor (CAR)-T or NK-cell therapies. Furthermore, the field of 
HSCT, which remains the only curative therapy for high-risk 
or relapsed AML, has undergone multiple landmark mile-
stones including the development of reduced-intensity con-
ditioning regimens and the utilization of alternative donor 
transplants for patients without fully matched donors.5 This 
in turn has expanded transplant eligibility to older or less 
fit patients, and to patients of ethnic minorities who usually 
have difficulties finding suitable donors in donor registries.6 
The changes in AML treatment and supportive care options 
have improved outcomes for patients. However, the prolif-
eration of new options, some with unique risks, may create 
confusion in terms of which treatment options are optimal 
in various circumstances. Historically speaking, the treatment 
of AML was primarily taking place at large academic centers 
that have resources to deliver more toxic therapies such as 
intensive induction and HSCT. Data on the treatment of AML 
in the community setting remain limited; however, the devel-
opment of new lower-intensity options has allowed commu-
nity oncologists to participate more actively in the treatment 
of patients with AML.7

To address the current practices and challenges of AML 
treatment in the community setting, the Food and Drug 
Administration (FDA) held a virtual symposium in November 
2022 with a diverse group of hematologists and oncologists 
who practice in both academia and community settings. The 
symposium consisted of panel discussions between members 
of the FDA Division of Hematologic Malignancies I, which 
evaluates new therapeutic options for patients with acute and 
chronic leukemias, myelodysplastic syndrome, and HSCT, 
and community oncologists from institutions throughout the 
US. The panels focused on AML treatment in the community 
setting, clinical trial access in the community setting, and the 
FDA’s role in the care for patients with AML. We present here 
a review of the literature and highlights of the meeting includ-
ing future directions and considerations.

Current Practices and Challenges
AML is considered a rare malignancy constituting 1% of all 
new cancer cases with an expected incidence of 20 000 cases 
in the US in 2023.1 The complexity and clinical aggressive-
ness at initial presentation for many patients, in addition to 
low incidence of the disease, have historically contributed to 
limiting the treatment of AML to centers dedicated to leuke-
mia care and research. Furthermore, the practice of HSCT 
is usually confined to large leukemia centers and major aca-
demic institutions, again prompting community hematolo-
gists and oncologists to refer most patients to an academic 
center once a diagnosis of AML is suspected. However, once 
the diagnosis is established, it is prudent to determine whether 
the patient is a candidate for intensive therapies including 
HSCT based on age, comorbidities, adequate organ function, 

and performance status. For patients who are candidates for 
HSCT, the process for donor search should be started as early 
as possible to account for potential future delays in donor 
evaluation and stem cell collection.

It is important to highlight that there are no universally 
accepted criteria to accurately determine who would be or 
not be a candidate for intensive therapies, an issue that has 
been long recognized in the context of AML clinical trials. 
However, several models have been developed to help in clin-
ical decision-making.8,9 Generally speaking, if the patient is 
judged to be a candidate for intensive therapies, then they 
should be referred to a leukemia and transplant center for dis-
cussions of treatment strategies including the role of HSCT, 
and to start the process of donor search which could be 
lengthy for many patients.

The role of clinical trials is also essential, especially knowing 
that many patients with AML will still succumb to their dis-
ease despite all the progress made in understanding and treat-
ing this disease. Many of these trials are, unfortunately, only 
available at large leukemia centers. Of note, the development 
of less toxic drugs and lower-intensity treatment strategies, 
especially in the last 5 years, has allowed many community 
hematologists and oncologists to successfully treat patients 
with AML. This is especially true for patients who are older 
or unfit, who may have a hard time relocating to receive care 
at a large leukemia center, and who may not be eligible or 
interested in enrolling in clinical trials. Specifically, the combi-
nation of a hypomethylating agent (azacitidine or decitabine) 
or low-dose cytarabine (LDAC) combined with the BCL2 
inhibitor, venetoclax, LDAC combined with the hedgehog 
inhibitor, glasdegib, and molecularly targeted agents such as 
the IDH1 inhibitor ivosidenib, as single agent or in combina-
tion with azacitidine, are increasingly popular regimens that 
can be well suited for community practice. These regimens are 
designed for outpatient administration and can have lower 
toxicities, including infections and mucositis when compared 
to intensive induction chemotherapy regimens. These regi-
mens have also been shown to be quite effective and safe in 
patients planned to undergo HSCT. Examples of approved 
targeted agents include the IDH1 inhibitors ivosidenib and 
olutasidenib, the IDH2 inhibitor enasidenib, and the FLT3 
inhibitor gilteritinib10-19 (Fig. 1).

Logistical difficulties are also commonly seen in commu-
nity care of patients with AML. Insurance coverage, including 
timely preauthorization approvals, can be quite challenging 
regarding some of the high-cost diagnostic testing and ther-
apies. Specifically, the use of comprehensive gene panels to 
look for targetable mutations and the use of targeted agents 
in a timely manner can be difficult for community hematol-
ogists and oncologists due to many reasons including finan-
cial coverage. Some potential solutions to these issues include 
the development of shared care models wherein patients with 
AML can be comanaged by a leukemia/transplant specialist 
and their community hematologist and oncologist to make 
sure patients have access to all available therapeutic oppor-
tunities in a manner that aligns with their wishes and can 
protect their quality of life.

Management of Treatment Toxicities
It is important to point out some of the common toxicities 
seen with these recently approved regimens that community 
hematologists and oncologists need to become familiar with 
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both in terms of recognition and management: tumor lysis 
syndrome and prolonged myelosuppression, especially with 
BCL2 inhibitors, and differentiation syndrome and prolonged 
QTc interval, especially with IDH and FLT3 inhibitors.10-16,19 
The importance of ensuring that community providers who 
treat AML understand these risks was discussed. In particu-
lar, differentiation syndrome, which was previously observed 
only in patients with acute promyelocytic leukemia (APL) 
being treated with all trans-retinoic acid (ATRA), can be 
seen with molecularly targeted agents including ivosidenib, 
enasidenib, and gilteritinib.21 This syndrome may pose chal-
lenges to the community oncologist for several reasons. First, 
because community oncologists treat a variety of malignan-
cies and only rarely treat AML, they may have difficulty 
promptly recognizing and treating it. Second, differentiation 
syndrome related to ATRA is typically seen at a predictable 
time early in the course of treatment of APL, whereas tar-
geted therapy-induced differentiation syndrome may occur 
at almost any time from within a few days of the start of 
treatment to months into treatment.6 Finally, because many 
of the symptoms of differentiation syndrome overlap with 
symptoms of infection or fluid overload, there is a risk of 
misdiagnosis, especially if the patient presents at an outside 
emergency room where the treating physician may not know 
the patient’s medical history or the implications of treatment 
with molecularly targeted agents.

Supportive care, including transfusion support and infec-
tion prevention and control, especially against fungal and 
opportunistic infections, is extremely vital in leukemia man-
agement and can be more challenging in the community 
setting. It is important to highlight that myelosuppression 
is still a significant toxicity even with newer less-intensity 
regimens that combine hypomethylating agents with veneto-
clax. Patients may require multiple red cell transfusions and/
or platelet transfusions per week. Given that, patients may 
need to present to the clinic twice per transfusion, once for 
type and cross, and once for the actual transfusion which is a 
considerable amount of time spent in the clinic. Furthermore, 
finding compatible units may be difficult in patients who 
have alloimmunization. Similarly, treatment of infection may 
be more difficult in the community setting where access to 
infectious disease specialists and other support may be less 
than in the academic setting Notably, drug interactions like 

with antifungals and novel agents such as venetoclax require 
appropriate dose adjustments to avoid toxicities. Finally, the 
COVID19 pandemic added difficulties in the management of 
AML, both in terms of further limiting resources including 
intensive care unit space, and adding another infectious risk. 
Thus, providing patients with vaccinations and being up to 
date on best practices for the prevention and treatment of 
COVID19 infection is crucial.

Clinical Trials Access in the Community Setting
Clinical trials are an essential part of the management of 
patients with AML especially those with higher-risk disease 
and worse prognosis. Historically, developing new drugs in 
AML was a daunting task and the field was static for decades. 
However, 11 new approvals were granted between 2017 and 
2023. There are currently many new drugs in different stages 
of development and the number of active trials is rising fast. 
There are 2 main areas in drug development for AML that 
warrant highlighting:

1.	 Genomics-based approaches or what is referred to as 
“precision medicine” have resulted in multiple approv-
als already, including several small-molecule inhibitors of 
specific mutations.

2.	 Immuno-oncology; despite the recognition of the curative 
power of the immune system in patients with AML—as 
seen in graft-versus-leukemia (GVL) effect post HSCT—
the development of immunotherapy-based drugs in AML 
has been challenging. Multiple studies evaluated the role 
of immune checkpoint inhibitors in AML but unfortu-
nately no clear benefit was seen.22 Recently, the develop-
ment of cellular immunotherapies such as T-cell engagers 
or CAR T-cell therapies have shown to be effective in 
B-cell and plasma cell malignancies; however, their devel-
opment in myeloid disease is still in early phases.23,24

Access to clinical trials in the community faces multiple chal-
lenges. Most clinical trials are only open and exclusively run 
at major leukemia centers and so patients need to be referred 
and must relocate or travel frequently. Furthermore, the eligi-
bility and exclusion criteria for many trials can be challeng-
ing. Most patients with AML are above the age of 65 and can 

Figure 1. FDA-approved drugs in AML10-20
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have many chronic conditions especially heart, lung, and kid-
ney disease that might make them ineligible for many studies. 
Other strict requirements such as multiple repeated marrow 
biopsies and delays in initiation of therapies until additional 
tumor genetic testing is completed which pose additional bar-
riers to accrual, especially in patients with symptomatic or 
rapidly progressive disease. Furthermore, delays in therapy 
due to the need for procedures or confirmation of specific 
genetic markers could result in patients with less aggressive 
disease selectively enrolling in clinical trials, compromising 
the external validity of the results. It is important to simplify 
the eligibility and exclusion criteria to improve accrual and 
add more external validity to the results of clinical trials.

Decentralizing the conduct of clinical trials in the future, 
especially for rare and morbid diseases like AML should be 
emphasized. This would particularly encourage enrollment of 
older or less fit patients in clinical trials given that they may 
otherwise have difficulty relocating to participate. Good can-
didates for these decentralized trials include studies of drugs 
with a favorable safety profile and relative ease of administra-
tion Of note, the FDA recently released a guidance document 
on the implementation of decentralized clinical trials.25 The 
role of payers is also vital including making sure that different 
payers are committed to providing coverage for any require-
ments that are otherwise not covered by studies as this should 
never be the responsibility of the patients. Lastly, these studies 
should be designed and statistically powered to answer a clin-
ical question that matters to the patients such as improvement 
in overall survival or quality of life, and the use of earlier clin-
ical benefit endpoints such as event-free survival or response 
endpoints should be minimized.

Future Directions
The field of AML is growing fast, and therapy is no longer 
limited to conventional cytotoxic chemotherapies and HSCT 
for patients who are fortunate to have a responsive disease 
and a suitable donor. This positive momentum can only be 
sustained through contributions by different stakeholders 
including patients, treating physicians both in academia and 
community health care systems, regulatory agencies, payers, 
and the pharmaceutical industry.

AML is no longer a disease that can only be treated at 
large academic leukemia centers and the role of community 
care will continue to grow. It is crucial for all stakeholders 
to work together to overcome barriers to patients accessing 
the best available diagnostics, therapeutics, and clinical tri-
als. Constant collaboration between academia and commu-
nity care is necessary to eliminate disparities. Sufficient and 
ongoing education efforts to narrow the gap between the spe-
cialized expertise in academic centers and their colleagues in 

the community are highly needed. Furthermore, it is highly 
encouraged to involve community hematologists and oncol-
ogists in the designs of future clinical trials in AML as they 
can provide critical input on potential challenges to wider uti-
lization of therapies of interest in the community setting. It 
is also important to continue to study outcomes of patients 
with AML treated in both academia and community settings 
and use real-world data to guide decision-making for future 
areas of improvement. Finally, the financial toxicities of leu-
kemia therapies can be significant, and different stakeholders 
should continue to work on developing paradigms for more 
cost-effective care (Table 1).

Summary
Treatment options for AML will continue to expand espe-
cially in terms of molecular targeted agents and cellular 
immunotherapies. It is no longer viable to limit the treatment 
of AML to large academic leukemia centers and the role of 
community care will continue to grow. Clinical trials should 
also evolve and expand both accrual and the conduct of stud-
ies to community clinics with close collaboration with nearby 
large academic and research institutions. All different stake-
holders are required to actively participate in the path to cure 
AML for all patients.
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Table 1. Key considerations for the treatment of AML in the community.

1. Most targeted agents and lower-intensity chemotherapy regimens are well-suited for outpatient administration and can be used in different 
community settings

2. Providing appropriate supportive care such as frequent blood transfusions and aggressive management of infections is crucial for long-term 
success in patients with AML and can be done in collaboration with larger nearby leukemia centers

3. Close collaboration with local HSCT centers is encouraged in order to provide input on eligibility for HSCT and comprehensive care for 
patients who undergo HSCT as part of their treatment

4. Participation in clinical trials is highly encouraged

5. Clinical trials in AML should evolve to include decentralization of conduct and more inclusive and flexible eligibility requirements



The Oncologist, 2024, Vol. 29, No. 9 805

References
1.	 SEER Cancer Stat Facts: Acute Myeloid Leukemia. National Can-

cer Institute. https://seer.cancer.gov/statfacts/html/amyl.html
2.	 Röllig C, Kramer M, Schliemann C, et al. Does time from diagnosis 

to treatment affect the prognosis of patients with newly diagnosed 
acute myeloid leukemia? Blood. 2020;136(7):823-830. https://doi.
org/10.1182/blood.2019004583

3.	 Estey EH. Acute myeloid leukemia: 2019 update on risk-stratification 
and management. Am J Hematol. 2018;93(10):1267-1291. https://
doi.org/10.1002/ajh.25214

4.	 Kantarjian H, Kadia T, DiNardo C, et al. Acute myeloid leu-
kemia: current progress and future directions. Blood Cancer J. 
2021;11(2):41. https://doi.org/10.1038/s41408-021-00425-3

5.	 Loke J, Buka R, Craddock C. Allogeneic stem cell transplantation 
for acute myeloid leukemia: who, when, and how? Front Immunol. 
2021;12:659595. https://doi.org/10.3389/fimmu.2021.659595

6.	 Kanate AS, Perales MA, Hamadani M. Eligibility criteria for 
patients undergoing allogeneic hematopoietic cell transplanta-
tion. J Natl Compr Canc Netw. 2020;18(5):635-643. https://doi.
org/10.6004/jnccn.2020.7559

7.	 Jillella AP, Cortes JE, Kota VK. Optimizing management of acute 
leukemia in community centers and when to refer. Hematology Am 
Soc Hematol Educ Program. 2020;2020(1):123-128. https://doi.
org/10.1182/hematology.2020000096

8.	 Palmieri R, Othus M, Halpern AB, et al. Accuracy of SIE/SIES/
GITMO consensus criteria for unfitness to predict early mortality 
after intensive chemotherapy in adults with AML or other high-
grade myeloid neoplasm. J Clin Oncol. 2020;38(35):4163-4174. 
https://doi.org/10.1200/JCO.20.01392

9.	 Venditti A, Cairoli R, Caira M, et al. Assessing eligibility for treat-
ment in acute myeloid leukemia in 2023. Expert Rev Hematol. 
2023; 16(3):181-190. https://doi.org/10.1080/17474086.2023.21
85603

10.	DiNardo CD, Stein EM, de Botton S, et al. Durable remissions with 
ivosidenib in IDH1-mutated relapsed or refractory AML. N Engl 
J Med. 2018;378(25):2386-2398. https://doi.org/10.1056/NEJ-
Moa1716984

11.	Roboz GJ, DiNardo CD, Stein EM, et al. Ivosidenib induces deep 
durable remissions in patients with newly diagnosed IDH1-mutant 
acute myeloid leukemia. Blood. 2020;135(7):463-471. https://doi.
org/10.1182/blood.2019002140

12.	 Watts JM, Baer MR, Yang J, et al. Olutasidenib alone or with azacit-
idine in IDH1-mutated acute myeloid leukaemia and myelodysplas-
tic syndrome: phase 1 results of a phase 1/2 trial. Lancet Haematol. 
2023;10(1):e46-e58. Erratum in: Lancet Haematol. 2023 Jan;10(1):e9. 
https://doi.org/10.1016/S2352-3026(22)00292-7

13.	Stein EM, DiNardo CD, Pollyea DA, et al. Enasidenib in mutant 
IDH2 relapsed or refractory acute myeloid leukemia. Blood. 
2017;130(6):722-731. https://doi.org/10.1182/blood-2017-04-
779405

14.	Stone RM, Mandrekar SJ, Sanford BL, et al. Midostaurin plus che-
motherapy for acute myeloid leukemia with a FLT3 mutation. N 

Engl J Med. 2017;377(5):454-464. https://doi.org/10.1056/NEJ-
Moa1614359

15.	Perl AE, Martinelli G, Cortes JE, et al. Gilteritinib or che-
motherapy for relapsed or refractory FLT3-mutated AML. N 
Engl J Med. 2019;381(18):1728-1740. Erratum in: N Engl 
J Med. 2022;386(19):1868. https://doi.org/10.1056/NEJ-
Moa1902688

16.	DiNardo CD, Pratz K, Pullarkat V, et al. Venetoclax combined 
with decitabine or azacitidine in treatment-naive, elderly patients 
with acute myeloid leukemia. Blood. 2019;133(1):7-17. https://doi.
org/10.1182/blood-2018-08-868752

17.	Lambert J, Pautas C, Terré C, et al. Gemtuzumab ozogamicin 
for de novo acute myeloid leukemia: final efficacy and safety 
updates from the open-label, phase III ALFA-0701 trial. Haema-
tologica. 2019;104(1):113-119. https://doi.org/10.3324/haema-
tol.2018.188888

18.	Heuser M, Smith BD, Fiedler W, et al. Clinical benefit of glasdegib 
plus low-dose cytarabine in patients with de novo and secondary 
acute myeloid leukemia: long-term analysis of a phase II random-
ized trial. Ann Hematol. 2021;100(5):1181-1194. Erratum in: 
Ann Hematol. 2021;100(7):1917-1918. https://doi.org/10.1007/
s00277-021-04465-4

19.	Erba HP, Montesinos P, Kim HJ, et al.; QuANTUM-First Study 
Group. Quizartinib plus chemotherapy in newly diagnosed patients 
with FLT3-internal-tandem-duplication-positive acute myeloid 
leukaemia (QuANTUM-First): a randomised, double-blind, 
placebo-controlled, phase 3 trial. Lancet. 2023;401(10388):1571-
1583. Erratum in: Lancet. 2023;402(10410):1328. https://doi.
org/10.1016/S0140-6736(23)00464-6

20.	Yates JW, Wallace HJ Jr, Ellison RR, Holland JF. Cytosine arab-
inoside (NSC-63878) and daunorubicin (NSC-83142) therapy 
in acute nonlymphocytic leukemia. Cancer Chemother Rep. 
1973;57(4):485-488.

21.	Norsworthy KJ, Mulkey F, Scott EC, et al. Differentiation syndrome 
with ivosidenib and enasidenib treatment in patients with relapsed 
or refractory IDH-Mutated AML: A U.S. Food and Drug Admin-
istration Systematic Analysis. Clin Cancer Res. 2020;26(16):4280-
4288. https://doi.org/10.1158/1078-0432.CCR-20-0834

22.	Abaza Y, Zeidan AM. Immune checkpoint inhibition in acute 
myeloid leukemia and myelodysplastic syndromes. Cells. 
2022;11(14):2249. https://doi.org/10.3390/cells11142249

23.	Al-Juhaishi T, Ahmed S. CAR-T in B-cell lymphomas: 
the past, present, and future. Clin Lymphoma Myeloma 
Leuk. 2022;22(4):e261-e268. https://doi.org/10.1016/j.
clml.2021.10.003

24.	Daver N, Alotaibi AS, Bücklein V, Subklewe M. T-cell-based immu-
notherapy of acute myeloid leukemia: current concepts and future 
developments. Leukemia. 2021;35(7):1843-1863. https://doi.
org/10.1038/s41375-021-01253-x

25.	FDA. Decentralized clinical trials for drugs, biological products, 
and devices guidance for industry, investigators, and other stake-
holders [Internet]. FDA.gov. 2023. Accessed June 13, 2023. https://
www.fda.gov/media/167696/download

https://seer.cancer.gov/statfacts/html/amyl.html
https://doi.org/10.1182/blood.2019004583
https://doi.org/10.1182/blood.2019004583
https://doi.org/10.1002/ajh.25214
https://doi.org/10.1002/ajh.25214
https://doi.org/10.1038/s41408-021-00425-3
https://doi.org/10.3389/fimmu.2021.659595
https://doi.org/10.6004/jnccn.2020.7559
https://doi.org/10.6004/jnccn.2020.7559
https://doi.org/10.1182/hematology.2020000096
https://doi.org/10.1182/hematology.2020000096
https://doi.org/10.1200/JCO.20.01392
https://doi.org/10.1080/17474086.2023.2185603
https://doi.org/10.1080/17474086.2023.2185603
https://doi.org/10.1056/NEJMoa1716984
https://doi.org/10.1056/NEJMoa1716984
https://doi.org/10.1182/blood.2019002140
https://doi.org/10.1182/blood.2019002140
https://doi.org/10.1016/S2352-3026(22)00292-7
https://doi.org/10.1182/blood-2017-04-779405
https://doi.org/10.1182/blood-2017-04-779405
https://doi.org/10.1056/NEJMoa1614359
https://doi.org/10.1056/NEJMoa1614359
https://doi.org/10.1056/NEJMoa1902688
https://doi.org/10.1056/NEJMoa1902688
https://doi.org/10.1182/blood-2018-08-868752
https://doi.org/10.1182/blood-2018-08-868752
https://doi.org/10.3324/haematol.2018.188888
https://doi.org/10.3324/haematol.2018.188888
https://doi.org/10.1007/s00277-021-04465-4
https://doi.org/10.1007/s00277-021-04465-4
https://doi.org/10.1016/S0140-6736(23)00464-6
https://doi.org/10.1016/S0140-6736(23)00464-6
https://doi.org/10.1158/1078-0432.CCR-20-0834
https://doi.org/10.3390/cells11142249
https://doi.org/10.1016/j.clml.2021.10.003
https://doi.org/10.1016/j.clml.2021.10.003
https://doi.org/10.1038/s41375-021-01253-x
https://doi.org/10.1038/s41375-021-01253-x
https://www.fda.gov/media/167696/download
https://www.fda.gov/media/167696/download

	Treatment of Acute Myeloid Leukemia in the Community Setting
	Let us know how access to this document benefits you
	Authors

	Treatment of Acute Myeloid Leukemia in the Community Setting
	Introduction
	Current Practices and Challenges
	Management of Treatment Toxicities
	Clinical Trials Access in the Community Setting
	Future Directions
	Summary
	Acknowledgments
	References


