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Abstract 

Background Relapsed or refractory acute myeloid leukemia (R/R AML) has a dismal prognosis. The aim of this study 
was to investigate the activity and tolerability of venetoclax combined with azacitidine plus homoharringtonine (VAH) 
regimen for R/R AML.

Methods This phase 2 trial was done at ten hospitals in China. Eligible patients were R/R AML (aged 18–65 years) 
with an Eastern Cooperative Oncology Group performance status of 0–2. Patients received venetoclax (100 mg on 
day 1, 200 mg on day 2, and 400 mg on days 3–14) and azacitidine (75 mg/m2 on days 1–7) and homoharringtonine 
(1 mg/m2 on days 1–7). The primary endpoint was composite complete remission rate [CRc, complete response (CR) 
plus complete response with incomplete blood count recovery (CRi)] after 2 cycles of treatment. The secondary end-
points include safety and survival.

Results Between May 27, 2020, and June 16, 2021, we enrolled 96 patients with R/R AML, including 37 primary 
refractory AML and 59 relapsed AML (16 relapsed after chemotherapy and 43 after allo-HSCT). The CRc rate was 70.8% 
(95% CI 60.8–79.2). In the patients with CRc, measurable residual disease (MRD)-negative was attained in 58.8% of CRc 
patients. Accordingly, overall response rate (ORR, CRc plus partial remission (PR)) was 78.1% (95% CI 68.6–85.4). At a 
median follow-up of 14.7 months (95% CI 6.6–22.8) for all patients, median overall survival (OS) was 22.1 months (95% 
CI 12.7–Not estimated), and event-free survival (EFS) was 14.3 months (95% CI 7.0–Not estimated). The 1-year OS was 
61.5% (95% CI 51.0–70.4), and EFS was 51.0% (95% CI 40.7–60.5). The most common grade 3–4 adverse events were 
febrile neutropenia (37.4%), sepsis (11.4%), and pneumonia (21.9%).

Conclusions VAH is a promising and well-tolerated regimen in R/R AML, with high CRc and encouraging survival. 
Further randomized studies are needed to be explored.
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Background
Acute myeloid leukemia (AML) is a heterogeneous and 
aggressive hematopoietic malignancy with a great vari-
ation in disease outcomes. Despite great advances in 
chemotherapy and hematopoietic stem cell transplan-
tation (HSCT), there is still up to 35–45% of patients 
being refractory to treatments or relapsed [1]. The 
prognosis of refractory/relapsed (R/R) AML is dismal, 
with less than 10% overall survival (OS) at 3 years [2]. 
There is no standard salvage therapy for patients with 
R/R AML, indicating the urgent need for novel treat-
ment to improve the outcomes [2–5]. Overexpression 
of the anti-apoptotic B-cell lymphoma 2 (BCL-2) family 
of proteins is a documented mechanism of resistance 
in AML and other malignancies [6, 7]. Venetoclax, an 
oral selective small-molecule BCL-2 inhibitor, in com-
bination with hypomethylating agents (HMAs), such 
as azacitidine and decitabine, has been demonstrated 
to improve the outcomes in older or unfit patients with 
AML [8]. Resistance to venetoclax is mediated by other 
pro-survival proteins, such as myeloid-cell leukemia 1 
(MCL1) and B-cell lymphoma-extra large (BCL-XL) [9]. 
HMAs might synergistically inhibit MCL1 and BCL-
XL, thereby increasing the dependence of leukemia 
cells on BCL-2 [9]. However, retrospective and pro-
spective studies showed that combinations of veneto-
clax and HMAs were less active in R/R AML treatment, 
with composite complete remission (CRc, complete 
response (CR) plus complete response with incomplete 
blood count recovery (CRi) rates of 11·6–46% [10–12].

Homoharringtonine, extracted from the herb Cephalo-
taxus mannii found in southern China, is an anti-leuke-
mia drug and has been used in the treatment of AML and 
CML since 1970s [13–15]. It has been demonstrated that 
homoharringtonine reduces MCL1 expression, blocks 
short-half-life oncoproteins, and induces apoptosis in 
myeloid leukemia cells [16, 17]. In vitro and in vivo exper-
iments showed that homoharringtonine had a synergistic 
anti-tumor effect with venetoclax through deeper inhibi-
tion of MCL1 in AML and diffuse large B-cell lymphoma 
[18, 19]. Our single small-sample exploratory study 
showed that venetoclax combined with azacitidine plus 
homoharringtonine (VAH) excelled venetoclax–azac-
itidine regimen in patients with R/R AML [20]. In vitro 
experiments, our data showed that VAH enhanced the 
anti-leukemia effect via deeper inhibition of MCL1, 
BCL-XL, and increased activation of BCL2 Associated 
X, Apoptosis Regulator (BAX) in AML cell lines (Addi-
tional file 1: Fig. S1). These data provide a strong clinical 
rationale for the VAH regimen for the treatment of R/R 
AML. Therefore, we set up a multicenter, phase 2 trial to 
investigate the efficacy and tolerability of VAH regimen 
for patients with R/R AML.

Methods
Study design and participants
In this multicenter, phase 2 trial, patients were enrolled 
at ten hospitals in China. Patients with R/R AML (aged 
18–65 years) who had an Eastern Cooperative Oncology 
Group performance status of 0–2 were eligible for this 
trial. Refractory AML was defined as no CRc and a reduc-
tion in bone marrow (BM) blasts of less than 50% after 
one cycle or no CRc after two cycles. Relapsed AML was 
defined as recurrence of blasts in the peripheral blood 
(PB) or BM blasts ≥ 5% or development of extramed-
ullary disease after achieving CRc [21]. Patients were 
excluded if they previously received venetoclax-based 
treatment, had acute promyelocytic leukemia, preg-
nancy, active acute or chronic graft-versus-host disease 
(GVHD), clinically significant coagulation abnormalities, 
clinically significant cardiovascular disease, uncontrolled 
active infection, substantial history of renal, neurological, 
pulmonary, psychiatric, endocrine, metabolic, immuno-
logical, hepatic, or any other medical conditions not suit-
able for the trial. Active acute GVHD or chronic GVHD 
was defined as GVHD requiring either at least 1  mg/
kg per day of prednisone (or equivalent) or treatment 
beyond systemic corticosteroids [22]. The study protocol 
(Additional file 2: Appendix) was approved by the ethics 
committee review board at each of the ten hospitals, and 
written informed consent was obtained from patients or 
guardians in accordance with the Declaration of Helsinki 
before the initiation of the study.

Procedures
VAH regimen consisted of 14-day courses of venetoclax 
and 7-day courses of azacitidine and homoharringto-
nine. Venetoclax began at 100 mg on day 1 and increased 
stepwise over 3 days to reach the target dose of 400 mg 
(100, 200, and 400 mg); dosing was continued at 400 mg 
per day from day 4 through day 14; azacitidine (75 mg/
m2) and homoharringtonine (1  mg/m2) were adminis-
tered subcutaneously on days 1 to 7. All patients were 
hospitalized during the treatments. Venetoclax dose was 
reduced by at least 50% in the patients receiving con-
comitant moderate or strong CYP3A4 inhibitors (e.g., 
azole antifungals) [23]. Fms-related receptor tyrosine 
kinase 3 (FLT3) inhibitors were recommended in the 
patients with FLT3 mutations before allo-HSCT. For the 
patients undergoing allo-HSCT, FLT3 inhibitors mainte-
nance post-transplantation was recommended regardless 
of FLT3 being mutated or not. Once CRc was achieved, 
patients received allogeneic hematopoietic stem cell 
transplantation (allo-HSCT) if donors were available. If 
donors were unavailable, patients received one course of 
original therapy again and two or three cycles of cytara-
bine-based consolidation therapy. After consolidation, if 
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patients have actionable target, they will receive targeted 
inhibitor maintenance such as FLT3 mutated patients 
receive sorafenib maintenance. If not, patients will 
receive pre-emptive treatment according to MRD detec-
tion. If patients did not reach CRc after two courses, they 
proceed to allo-HSCT if donors were available. If donors 
were unavailable, the patients might receive other sal-
vage therapy. For patients who relapsed after allo-HSCT, 
donor lymphocyte infusion (DLI) was administered on 
day 15 after the initiation of the original therapy if donors 
were available, and the second DLI depended on GVHD 
status. The  CD3+T cell count for each DLI was 3.0 ×  107/
kg of the recipient weight. DLI was given monthly until 
GVHD occurred or MRD became negative or for a total 
of four times [24].

Criteria for removing patients from trial treatment 
included the development of intolerable adverse events 
related to study treatment, patient withdrew informed 
consent, and completion of the protocol therapy and 
evaluation period. The cytogenetic evaluation was used 
with standard metaphase karyotype and fluorescence 
in situ hybridization analysis. Molecular analysis via pol-
ymerase chain reaction and 167-gene institutional next-
generation sequencing platform was performed at study 
enrollment. Measurable residual disease (MRD) was 
assessed by 8-color multiparameter flow cytometry (FC) 
using leukemia-associated immunophenotype or differ-
ent from normal assessment with a minimum sensitivity 
of  10–4. The MRD levels of 0.01% were used as a thresh-
old to distinguish MRD positive  (MRD+) from MRD neg-
ative  (MRD−) [25, 26].

For response assessments, BM was evaluated at cycle 
1 day 28 and again 1–2 weeks after hematologic recovery 
if on day 28 BM was aplastic. Subsequent BM evaluations 
were done before and after cycle 2 and then, as clinically 
needed. Morphologic, cytogenetic, and MRD assess-
ments were done during each BM assessment. Response 
criteria were defined by the European LeukemiaNet 
(ELN) 2017 guidelines. CR was defined as an absolute 
neutrophil count of more than 1000 cells per cubic mil-
limeter, a platelet count of more than 100,000 per cubic 
millimeter, red-cell transfusion independence, and BM 
with less than 5% blasts. CRi was defined as all the cri-
teria for CR, except for neutropenia (absolute neutrophil 
count, ≤ 1000 per cubic millimeter) or thrombocytopenia 
(platelet count, ≤ 100,000 per cubic millimeter) [21]. Par-
tial remission (PR) was a minimal residual disease of 5% 
to 25% with a greater than 50% decrease in leukemic blast 
percentage. Non-remission (NR) was defined as a failure 
to obtain CRc or PR [21]. CRc comprised CR and CRi, 
and overall response rate (ORR) comprised CRc and PR.

Adverse events were defined as those that occurred 
from the first dose until 28 days after the discontinuation 

of treatment and were graded according to the National 
Cancer Institute Common Terminology Criteria for 
Adverse Events (CTCAE) version 4.0 [27]. An independ-
ent study adjudication committee (consisting of experts 
in hematology, infection, pathology, pharmacy, and sta-
tistics) judged whether adverse events were treatment-
related or non-treatment-related.

Outcomes
The primary endpoint was CRc after 2 cycles of trial 
treatment. The secondary endpoints were safety, over-
all survival (OS), event-free survival (EFS), disease-free 
survival (DFS), and relapse. OS was defined as the time 
from treatment until death or censored at the last follow-
up. EFS was defined as the time from treatment until 
documented failure to achieve CRc, relapse after CRc, or 
death from any cause, whichever occurred first. DFS was 
defined as the time from the date of CRc until relapse, 
death from any cause, or censored at the last follow-up. 
Data for each patient were censored at the date of the last 
visit or the date on which the patient was last known to 
be alive.

Statistical analysis
The sample size calculation for the trial was based on 
the assumption that the VAH regimen would achieve 
a higher CRc rate compared with historical CRc rate 
of 45% (on the basis of venetoclax in combination with 
HMAs study by our previous and others in R/R AML) 
[11, 20]. To identify a 15% absolute improvement in CRc 
with VAH regimen, a total of 87 patients were required 
to provide the study with a significance level of 5% and a 
power of 80%. After adjusting for a 10% dropout, the total 
planned sample size was 96 patients. The sample size cal-
culation was done using PASS software, version 11·0.

The clinical data cutoff date was June 30, 2022. The 
descriptive analysis of patient characteristics included 
median and interquartile range (IQR) for continuous 
variables, and absolute and relative frequencies for cat-
egorical variables. The time-to-event endpoints includ-
ing OS, EFS and DFS were analyzed by the Kaplan–Meier 
method and compared using the log-rank tests. The cor-
responding hazard ratio (HR) and 95% CI were estimated 
using the Cox proportional hazards model. The cumu-
lative incidences of relapse were calculated by account-
ing for competing risks, and non-relapse mortality was a 
competing risk for relapse. The comparison of the cumu-
lative incidence in the presence of a competing risk was 
done using the Fine and Gray model [28]. All variables 
in the Cox models were tested for proportional hazards 
assumption. Variables included in the univariable analy-
sis were age, gender, AML status, ELN classification, 
MRD status, and allo-HSCT. Factors that were significant 
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at the 0.1 level from the univariable model were included 
in the multivariable model. All statistics were analyzed 
in software R version 4.1.0 (R Development Core Team, 
Vienna, Austria) or Stata version 15.1 (StataCorp 4905 
Lakeway Dr College Station, TX77845, USA) or SPSS 
version 22.0 (SPSS, Chicago, IL). All statistical tests were 
two-tailed with a significance level of 0.05. This trial is 
registered with ClinicalTrials.gov (NCT04424147).

Results
Patients and disposition
Between May 27, 2020, and June 16, 2021, 108 patients 
with R/R AML were assessed for eligibility, 96 of whom 
were enrolled, including 37 (38.5%) patients with primary 
refractory AML and 59 (61.5%) with relapsed AML (16 
(16.7%) relapsed after chemotherapy and 43 (44.8%) after 
allo-HSCT) (Fig. 1). There were 51 male (53.1%) and 45 
female (46.9%), with a median age of 45 (IQR, 33–55) 
years at enrollment. Patient characteristics are shown 
in Table  1. Twenty-one (56.8%) patients with refractory 
AML had received one cycle, and 16 (43.2%) patients 
received two or more cycles of inducing therapy. Among 
patients with relapse after chemotherapy, 14 (87.5%) 
patients were first relapse, and 2 (12.5%) were second 

relapse. Among patients with relapse after allo-HSCT, 
2 patients (4.65%) relapsed after a second allo-HSCT. 
Of the 96 patients enrolled, 45 patients (46.9%) received 
one cycle and 51 (53.1%) received more than one cycle, 
including 42 (82.4%) two and 9 (17.6%) three cycles as 
trail treatment. Among 19 patients with FLT3 mutations, 
17 patients (89.5%) received sorafenib, and 2 (10.5%) 
gilteritinib treatment. More patients relapsed after allo-
HSCT received more cycles of VEN-based treatments 
other than second allo-HSCT compared with primary 
refractory patients and patients relapsed after chemo-
therapy (P = 0.01 and P < 0.01).

Efficacy
The responses of treatments are summarized in Table 2 
and Fig. 2. CRc rate at the end of cycle 2 was 70.8% (68 
of 96 patients; 95% CI 60.8–79.2), with CRc at the end of 
cycle 1 was 58.3% (56 of 96 patients; 95% CI 48.1–67.9). 
In the patients with CRc,  MRD− was attained in 58.8% of 
CRc patients. Accordingly, ORR at the end of cycle 2 was 
78.1% (75 of 96 patients; 95% CI 68.6–85.4), with ORR at 
the end of cycle 1 was 71.9% (69 of 96 patients; 95%CI 
61.9–80.1). There were no difference in CRc and ORR 
among patients with or without prior HMAs exposure 

Fig. 1 Trial profile. HSCT hematopoietic stem cell transplantation, GVHD graft-versus-host disease, AML acute myeloid leukemia, VAH Venetoclax 
Combined With Azacitidine And Homoharringtonine, CRc composite complete remission, NR non-remission, PR partial remission, HD Ara-c 
high-dose cytarabine, OS overall survival
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(CRc, 63.9% (95%CI 46.8–78.1%) vs 75.0% (62.3–84.5%), 
p = 0.246; ORR, 75.0% (95%CI 58.0–86.7%) vs 80.0% 
(67.7–88.4%), p = 0.566). Of the 68 patients reached CRc, 
36 patients (52.9%) proceeded to allo-HSCT, 31 (45.6%) 

received a median of 3 courses (range 1–4) of consolida-
tion chemotherapy, and 1 patient (1.5%) gave up further 
consolidation treatment due to personal reason. Of the 
28 patients who did not obtain CRc, 20 patients (71.4%) 

Table 1 Baseline characteristics

Data are number of patients (%) or median (IQR)

AML acute myeloid leukemia, Allo-HSCT allogeneic hematopoietic stem cell transplantation, ELN European Leukemia Net, VEN venetoclax
† Prior hypomethylating agent included azacitidine in 21 patients and decitabine in 15 patients
‡ Cytogenetic risks were based on 2017 European Leukemia Net risk stratification

Characteristics All patients (n = 96) Refractory AML 
(n = 37)

Relapsed AML after 
chemotherapy (n = 16)

Relapsed AML after allo-
HSCT (n = 43)

P

Age, median (IQR), y 45 (33–55) 48 (38–57) 45.5 (33–64) 41 (32–52)

Gender, No (%) 0.47

 Male 51 (53.1) 21 (56.8) 10 (62.5) 20 (46.5)

 Female 45 (46.9) 16 (43.2) 6 (37.5) 23 (53.5)

Prior hypomethylating  agent†, No (%) 0.06

 Yes 36 (37.5) 9 (24.3) 9 (56.3) 18 (41.9)

 No 60 (62.5) 28 (75.7) 7 (43.8) 25 (58.1)

Cytogenetics‡, No (%) 0.55

 Favorable 6 (6.3) 4 (10.8) 0 (0) 2 (4.7)

 Intermediate 53 (55.2) 18 (48.7) 10 (62.5) 25 (58.1)

 Poor 27 (28.1) 12 (32.4) 3 (18.8) 12 (27.9)

 Unknown 10 (10.4) 3 (8.1) 3 (18.8) 4 (9.3)

ELN classification, No (%) 0.68

 Favorable 17 (17.7) 7 (18.9) 2 (12.5) 8 (18.6)

 Intermediate 22 (22.9) 10 (27.0) 5 (31.3) 7 (16.3)

 Adverse 57 (59.4) 20 (54.1) 9 (56.3) 28 (65.1)

Number of VEN cycles, No (%) 0.01

 One 45 (46.9) 25 (67.6) 6 (37.5) 14 (32.6)

 Two 42 (43.7) 12 (32.4) 8 (50.0) 22 (51.2)

 Three 9 (9.4) 0 (0) 2 (12.5) 7 (16.3)

 Patients bridge to Allo-
HSCT, No (%)

40 (41.7) 26 (70.3) 7 (43.8) 7 (16.3)  < 0.01

Molecular abnormalities, No (%)

 NPM1 11 (11.5) 3 (8.1) 2 (12.5) 6 (14.0) 0.71

 AML1-ETO 6 (6.3) 4 (10.8) 0 (0) 2 (4.7) 0.28

 CEBPA 10 (10.4) 3 (8.1) 2 (12.5) 5 (11.6) 0.84

 TET2 41 (42.7) 13 (35.1) 7 (43.8) 21 (48.8) 0.46

 DNMT3A 18 (18.8) 9 (24.3) 2 (12.5) 7 (16.3) 0.51

 IDH1/2 14 (14.6) 8 (21.6) 3 (18.8) 3 (7.0) 0.16

 FLT3 19 (19.8) 7 (18.9) 2 (12.5) 10 (23.3) 0.64

 ASXL1 22 (22.9) 7 (18.9) 4 (25.0) 11 (25.6) 0.76

 RUNX1 22 (22.9) 6 (16.2) 3 (18.8) 13 (30.2) 0.30

 TP53 7 (7.3) 4 (10.8) 0 (0) 3 (7.0) 0.38

 MLL 7 (7.3) 2 (5.4) 3 (18.8) 2 (4.7) 0.15

 EZH2 6 (6.3) 1 (2.7) 1 (6.3) 4 (9.3) 0.48

 BCL6 7 (7.3) 1 (2.7) 1 (6.3) 5 (11.6) 0.31

 BCOR 7 (7.3) 6 (16.2) 0 (0) 1 (2.3) 0.03

 GATA2 5 (5.2) 1 (2.7) 0 (0) 4 (9.3) 0.25

 RAS 9 (9.4) 6 (16.2) 1 (6.3) 2 (4.7) 0.19

 CD101 8 (8.3) 2 (5.4) 1 (6.3) 5 (11.6) 0.57
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received other salvage treatments (16 chemotherapy and 
4 allo-HSCT), and 8 (28.6%) gave up treatments or died. 
Of the 20 patients receiving other salvage treatments, 6 
patients (30.0%) obtained CRc (4 allo-HSCT and 2 chem-
otherapy). Among the 40 patients bridged to allo-HSCT, 
36 (90.0%) received sorafenib maintenance post-trans-
plantation, except 4 patients (10.0%) (2 patients GVHD 
and 2 patients haematotoxicity). Of the 43 patients 
relapsed after allo-HSCT, 34 patients (79.1%) received 
a median of two DLI (range 1–2). Twenty-six patients 
(76.5%) developed the acute GVHD, and six patients 
(17.6%) developed the extensive chronic GVHD among 
34 patients who received DLI treatment.

Cytogenetic and molecular response
The results of cytogenetic and molecular subgroup 
analyses with respect to CRc are shown in Additional 
file 1: Table S1 and Fig. 3. CRc was 94.1% (95%CI 66.0–
99.2), 63.6% (41.6–81.2) and 66.7% (53.3–77.8) in the 
ELN favorable-, intermediate- and adverse-risk groups, 
respectively (P = 0.064). The CRc in favorable-risk group 
was significantly better than intermediate- or adverse-
risk groups (P = 0.025; P = 0.025, respectively). In the 
cytogenetic subgroups, CRc was 100%, 77.4% (63.9–86.8) 
and 55.6% (36.3–73.2) in the favorable-, intermediate- 
and poor-risk groups, respectively (P = 0.066). The CRc 

in poor-risk group was interior than favorable- or inter-
mediate-risk groups (P = 0.044; P = 0.041, respectively). 
We further analyzed the molecular mutation subgroups 
which mutation rate was more than 5% according to 
related literature report and our samples size [29]. Nine 
patients (9.4%) harbored K/NRASmut and 7 patients 
(7.3%) harbored  MLLmut. The CRc was 44.4% (16.3–76.7) 
for K/NRASmut and 42.9% (12.7–79.4) for  MLLmut. Except 
for K/NRASmut and  MLLmut, the CRc were above 50% in 
all the other molecular mutation. The CRc was not signif-
icantly different between patients with and without these 
mutations, except for K/NRASmut and  MLLmut (Addi-
tional file 1: Fig. S2).

Survival
Within a median follow-up of 14.7  months (IQR, 
6.6–22.8), 43 patients (44.8%) died. The most com-
mon causes of death were relapse/disease progression 
(n = 36, 83.7%), infections (sepsis [n = 2], pneumonia 
[n = 1], febrile neutropenia [n = 1]), GVHD (n = 2), and 
heart failure (n = 1). The median OS was 22.1  months 
(95% CI 12.7–Not estimated (NE)), including the 
median OS was not reached (95% CI 22.1–NE) for 
patients achieving CRc and 3.8  months (95% CI 3.0–
6.3) for patients who did not achieve CRc. The median 
EFS was 14.3 months (95% CI 7.0–NE). The 1-year OS 

Table 2 Response outcomes

Data are number of patients (%)

AML acute myeloid leukemia, Allo-HSCT allogeneic hematopoietic stem cell transplantation, CRc composite complete remission, CR complete remission, CRi CR with 
incomplete hematological recovery, MRD minimal residual disease, PR partial remission, NR non-remission, ORR overall response rate, EFS event-free survival, OS 
overall survival
† MRD measured in patients who achieved CRc using multicolour flow cytometry validated to a sensitivity level of 0·01%. NE, not estimated

All(n = 96) Refractory AML (n = 37) Relapsed AML after 
chemotherapy (n = 16)

Relapsed AML after 
allo-HSCT (n = 43)

P

CRc (CR + CRi), No. (% [95% CI]) 68 (70.8[60.8–79.2]) 29 (78.4[61.9–89.0]) 10 (62.5[36.6–82.8]) 29 (67.4[51.9–79.9]) 0.407

CR, No. (%) 40 (41.7) 19 (51.4) 8 (50.0) 13 (30.2)

CRi, No. (%) 28 (29.2) 10 (27.0) 2 (12.5) 16 (37.2)

MRD- CRc, No. (%)† 40 (58.8) 17 (58.6) 5 (50.0) 18 (62.1) 0.799

PR, No. (%) 7 (7.3) 1 (2.7) 1 (6.3) 5 (11.6)

NR, No. (%) 21 (21.9) 7 (18.9) 5 (31.3) 9 (20.9)

ORR, No. (% [95% CI]) 75 (78.1[68.6–85.4]) 30 (81.1[64.8–90.9]) 11 (68.8[42.1–86.9]) 34 (79.1[64.0–88.9]) 0.596

CRc at Cycle 1, No. (% [95% CI]) 56 (58.3[48.1–67.9]) 27 (73.0[56.2–85.0]) 7 (43.8[21.7–68.6]) 22 (51.2[36.2–65.9]) 0.062

ORR at Cycle 1, No. (% [95% CI]) 69 (71.9[61.9–80.1]) 30 (81.1[64.8–90.9]) 9 (56.3[31.4–78.3]) 30 (69.8[54.2–81.8]) 0.167

EFS

 Median, months (95% CI) 14.3 (7.0 to NE) Not reached 7.8 (2.0 to NE) 6.0 (2.3 to NE) 0.182

 12-months, % (95% CI) 51.0 (40.7–60.5) 64.9 (47.3–77.9) 43.8 (19.8–65.6) 41.9 (27.1–55.9) 0.099

 Estimated 24-months, % (95% CI) 46.0 (34.0–57.2) 54.1 (32.8–71.2) 43.8 (19.8–65.6) 41.9 (27.1–55.9) 0.182

OS

 Median, months (95% CI) 22.1 (12.7 to NE) Not reached 22.1 (3.0 to NE) 15.4 (6.8 to NE) 0.114

 12-months, % (95% CI) 61.5 (51.0–70.4) 70.3 (52.8–82.3) 56.3 (29.5–76.2) 55.8 (39.9–69.1) 0.345

 Estimated 24-months, % (95% CI) 47.2 (33.3–59.8) 63.2 (41.9–78.6) 37.5 (8.4–67.8) 34.3 (14.6–56.4) 0.114
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was 61.5% (95% CI 51.0–70.4), and 1-year EFS was 
51.0% (95% CI 40.7–60.5) (Table  2 and Fig.  4A, B). 
With the median time of 5.4  months (IQR 2.4–6.9), 
14 patients (20.6%) relapsed among the 68 patients 
who achieved CRc. The 1-year cumulative incidence 
of relapse was 19.4% (95% CI 11.2–29.4). Accordingly, 
1-year DFS was 69.4% (95% CI 57.4–78.7) (Fig. 4C, D). 
The OS, EFS, relapse and DFS of disease subgroup are 
shown in Additional file 1: Fig. S3. Of the 96 patients, 

40 patients (41.7%) bridged to allo-HSCT, includ-
ing 36 patients (90.0%) achieved CR and 4 patients 
(10.0%) did not achieve CR. The 1-year OS was 85.0% 
(95% CI 69.6–93.0) versus 44.6% (95% CI 31.4–57.0) 
for patients who received or did not receive allo-HSCT 
(P < 0.001, Fig.  5A) The 1-year EFS was 75.0% (95% CI 
58.5–85.7) versus 33.9% (95% CI 22.0–46.3) (P < 0.001). 
The 1-year cumulative incidence of relapse was 15.0% 
(95% CI 6.0–27.8) and 25.0% (95% CI 11.6–41.0) for 

Fig. 2 Swimmer plot of dynamic response assessment. Each bar is an individual patient. AML acute myeloid leukemia, HSCT hematopoietic stem 
cell transplantation, MRD measurable residual disease, CR complete remission, NR non-remission, PR partial remission
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patients who received or did not receive allo-HSCT 
(P = 0.375). Accordingly, 1-year DFS was 77.5% (95% CI 
61.2–87.6) versus 59.4% (95% CI 40.5–74.0) (P = 0.074) 
(Fig.  5B–D). Among patients who reached CRc, the 
1-year OS was 91.7% (95% CI 76.4–97.2) and 71.9% 
(95% CI 52.9–84.3; P = 0.023) for patients who received 
or did not receive allo-HSCT. Accordingly, the 1-year 
DFS was 83.3% (95% CI 66.6–92.1) and 59.4% (95% 
CI 40.5–74.0), respectively (P = 0.016) (Additional 
file  1: Fig. S4A, B). Exploratory subgroup analyses 
showed that 1-year OS was 58.4% (95% CI 46.6–68.5) 
for patients without  FLT3mut and 73.7% (95% CI 47.9–
88.1) for patients with  FLT3mut (P = 0.266). The 1-year 
EFS was 51.9% (95% CI 40.3–62.4) and 47.4% (95% CI 
24.4–67.3), respectively (P = 0.823). The 1-year cumula-
tive incidence of relapse was 16.4% (95% CI 8.0–27.4) 
for patients without  FLT3mut and 29.4% (95% CI 10.1–
52.0) for patients with  FLT3mut (P = 0.248). Accord-
ingly, 1-year DFS was 72.7% (95% CI 58.9–82.6) and 
58.8% (95% CI 32.5–77.8), respectively (P = 0.258). 
(Additional file  1: Fig.  5A–D). A post hoc multivaria-
ble analysis showed that proceeding to allo-HSCT and 
 MRD− were protective factors for OS (HR 0.36 (95%CI 

0.13–0.98); P = 0.046, and HR 0.35 (95%CI 0.13–0.93); 
P = 0.035. Additional file 1: Table S2).

Adverse events
Common adverse events are summarized in Table 3. The 
most frequently reported hematologic adverse events of 
grade 3 or higher included neutropenia (82.3%), throm-
bocytopenia (75.0%), anemia (66.7%), and febrile neu-
tropenia (37.4%). Gastrointestinal adverse events of any 
grade were common and predominantly included nausea 
(26.0%), constipation (12.5%), diarrhea (11.5%), and vom-
iting (12.5%). Notable serious adverse events (grade ≥ 3) 
were febrile neutropenia (37.4%), sepsis (11.4%), pneu-
monia (21.9%), and heart failure (4.1%). Tumor lysis syn-
drome was reported during the ramp-up period (on days 
1 through 3 when the dose of venetoclax was increased) 
in 2 patients (2.0%).

The percentage of patients who discontinued VAH 
owing to adverse events was 9.4%, including sepsis 
(n = 3), pneumonia (n = 3), heart failure (n = 2), and 
bleeding (n = 1). The delay between cycles and dose 
reduction owing to adverse events occurred in 29.2% of 
the patients. The delay between cycles and dose reduction 

Fig. 3 Mutational landscapes of 96 patients with refractory /relapsed AML. CR complete remission, CRi CR with incomplete hematological recovery, 
PR partial remission, NR non-remission, MRD measurable residual disease, TFs transcription factors
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was primarily because of myelosuppression, includ-
ing neutropenia (5.2%), febrile neutropenia (19.8%), and 
thrombocytopenia (4.2%). Treatment-related death was 
4.2%, including sepsis (n = 1), pneumonia (n = 1), febrile 
neutropenia (n = 1), and heart failure (n = 1).

Discussion
This multicenter, phase 2 single-arm study provides the 
first evidence that VAH regimen has a robust CRc and 
encouraging OS in patients with R/R AML. Furthermore, 
VAH regimen is a well-tolerated regimen.

Reported CRc rates of venetoclax-based treatments for 
R/R AML varied greatly, ranging from 20 to 67% [12, 30–
35]. Treatment responses were associated with many fac-
tors, such as the patients’ baseline characteristics, genetic 
characteristics, and venetoclax-based regimens and so 
on. It was reported that CRc of venetoclax-based two-
agent regimen was 38.5–46.0% for R/R AML patients 
[11, 29, 35]. Kantarjian et al. reported CRc rate was 61% 
in venetoclax combined with FLAG-IDA regimen treat-
ment (fludarabine, cytarabine, G-CSF, and idarubicin) 

[31]. The CRc rate of venetoclax and cytarabine with 
idarubicin was 67% as salvage therapy for children with 
R/R AML [32]. Homoharringtonine-based salvage regi-
mens for R/R AML were recommended by Chinese 2021 
treatment guidelines [36]. An early exploratory study 
showed that the remission rate of homoharringtonine 
combined with cytarabine regimen was 22.7% for R/R 
AML patients [14], and a meta-analysis revealed that the 
CR rate of homoharringtonine combined with cytarabine 
plus granulocyte colony-stimulating factor (G-CSF) was 
around 50% [15]. A case report demonstrated that two 
patients with R/R AML achieved CR with dose-adjusted 
homoharringtonine, cytarabine and G-CSF combined 
with venetoclax–azacitidine regimen [37]. In this study, 
VAH regimen showed high CRc of 70.8% for R/R AML 
patients. It might be superior to venetoclax–azacitidine 
regimen or homoharringtonine-based regimen [11, 14, 
15, 29, 35]. Although cross-trial comparisons might be 
made with caution, the CRc of patients receiving VAH 
was compared favorably when taken in the context of 
published studies of venetoclax combined with intensive 

Fig. 4 Cumulative incidence of overall survival (A), event-free survival (B), relapse(C) and disease-free survival (D)



Page 10 of 14Jin et al. Journal of Hematology & Oncology           (2023) 16:42 

chemotherapy in R/R AML patients, in which CRc rate 
was 61–67% [31, 32]. It was reported that patients with 
FLT3-mutated R/R AML had inferior response to vene-
toclax therapy [32, 34]. Recently, Naval et  al. reported 
CRc was 40% with venetoclax plus gilteritinib treatment 
[38] and Maiti et al. reported CRc was 63% with veneto-
clax–azacitidine plus FLT3 inhibitor treatment [39]. In 
this study, all 19 patients with FLT3 mutations received 
FLT3 inhibitors, with the CRc of 78.9%. In addition to 
achieving a high CRc rate, we further observed 58.8% of 
patients attained MRD negative. This deeper remission 
might further translate into survival advantage, with evi-
dence that  MRD− status was a protective factor for OS in 
multivariate analysis.

The collaboration mechanism of homoharringtonine 
and venetoclax in anti-leukemia effect has been recently 
demonstrated [19]. Xie et  al. reported that homohar-
ringtonine combined with venetoclax downregulated 
MCL-1 by inhibiting p-ERK and activating BAX [19]. 

In accordance with the previous study, our study also 
showed that homoharringtonine synergized with vene-
toclax to deeply inhibit MCL1 and BCL-XL, and VAH 
increased the activation of BAX in AML cell lines (Addi-
tional file  1: Fig. S1). Allo-HSCT is a cure modality for 
R/R AML patients [40–42]. In this study, 40 patients who 
bridged to allo-HSCT achieved the 1-year OS of 85.0%, 
which compared favorably with 44.6% in patients who 
did not bridge to allo-HSCT. Our results suggested that 
VAH regimen followed by allo-HSCT might be effective 
to realize long-term survival for R/R AML patients.

Some studies including our own report suggested that 
the sensitivity to venetoclax-based therapy was related 
with molecular mutations of AML [11, 32, 34, 43, 44]. 
AML patients with IDH1/2mut,  NPM1mut,  RUNX1mut, 
 TET2mut,  ASXL1mut, or  SRSF2mut responded well to the 
venetoclax-based therapy, while those with  FLT3mut, 
 TP53mut, K/NRASmut,  SF3B1mut or  DNMT3Amut expe-
rienced poor response [11, 34, 43]. In this study, our 

Fig. 5 Cumulative incidence of overall survival (A), event-free survival (B), relapse(C) and disease-free survival (D) among patients who received or 
did not receive allo-HSCT. HSCT, hematopoietic stem cell transplantation
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results align with the previous reports that patients 
with K/NRASmut had inferior response, and patients 
with IDH1/2mut,  NPM1mut,  RUNX1mut,  TET2mut and 
 ASXL1mut responded well [11, 34, 43]. Whereas, incon-
sistent with those reports, patients with  FLT3mut or 
 DNMT3Amut showed favorable response, suggesting 
that VAH regimen might overcome the poor prognosis 
of  FLT3mut or  DNMT3Amut [11, 34, 43]. For the patients 
with  FLT3mut, the high CRc might be attributed to the 
synergistic anti-tumor effect of VAH combined with 
FLT3 inhibitors [19, 45–48]. It has been demonstrated 
that BCL-2 inhibitor combined with homoharringtonine 
markedly inhibits the expression of p-FLT3 and its down-
stream signaling proteins, p-Stat5 and MCL-1, inducing 
apoptosis in AML cell lines [19, 49]. Zhang et al. reported 
that FLT3-ITD mutated patients might benefit from the 
homoharringtonine plus sorafenib therapy clinically [45]. 
In  vitro studies showed that FLT3 inhibitor had a syn-
ergistic anti-tumor effect with venetoclax [46–48, 50]. 
Therefore, to further confirm the efficacy, our new trial of 

VAH plus FLT3 inhibitor for  FLT3mut R/R AML is ongo-
ing. The potential mechanism of VAH regimen’s favora-
ble response in  DMNT3Amut AML might be due to that 
homoharringtonine inhibited mTOR activation pathway 
which initiated by DNMT3A mutation [51].

One of the main concerns when combining triplet 
agents was the potential for increased side-effect profile, 
especially myelosuppression and infections. The veneto-
clax was administered on D1-28 in the venetoclax-based 
two-drug combination regimen for R/R AML [8, 29]. 
Venetoclax was given for 7–14  days per course in the 
venetoclax-based three drug or four drug combination 
regimen for high-risk myelodysplastic syndrome or R/R 
AML [31, 52]. To acknowledge that, we implemented a 
reduced venetoclax dosing from 28 to 14 days per course. 
The goal was to maximize the potentiation of venetoclax 
during the period of combination chemotherapy and 
allow sufficient time for marrow recovery. The results 
of VAH regimen were encouraging. The VAH regimen 
was well tolerated with low treatment-related mortality. 
The times to count recovery and infections were similar 
to other venetoclax-based treatment [29, 31, 32]. Grade 
3–4 adverse events were mainly febrile neutropenia and 
infectious complications. The grade 4–5 febrile neutro-
penia and treatment-related death was 11.4% and 4.2%, 
respectively. Although cross-trial comparisons might be 
made with caution, the febrile neutropenia and treat-
ment-related death rates were similar to other veneto-
clax-based combination therapy for AML [29, 52].

Our study has some limitations. It is a single-arm trial 
that limit the conclusions. Although our median follow-
up is more than a year, longer follow-up is needed to 
confirm the durability of the responses and long-term 
survival.

Conclusions
In summary, this study represents the first study to 
explore the efficacy and safety of VAH regimen in R/R 
AML. VAH regimen is a promising, and well-tolerated 
regimen in R/R AML, with high CRc rates and encourag-
ing survival. This study can provide the basis for future 
randomized comparisons to help confirm the benefit.

Abbreviations
AML   Acute myeloid leukemia
HSCT   Hematopoietic stem cell transplantation
R/R   Refractory/relapsed
OS   Overall survival
BCL-2   B-cell lymphoma 2
HMAs   Hypomethylating agents
MCL1   Myeloid-cell leukemia 1
BCL-XL   B-cell lymphoma-extra large
CRc   Composite complete remission
VAH   Venetoclax combined with azacitidine plus 

homoharringtonine

Table 3 Treatment-related adverse events

All patients in the safety population included (n = 96). Toxicity grades are 
according to the Common Terminology Criteria for Adverse Events version 4.03. 
Listed toxicities include both those attributable to therapy and those deemed 
not attributable to therapy. Data are n (%)

Grade 1–2 Grade 3 Grade 4 Grade 5

Adverse event (n = 96)

Anemia 16 (16.7) 62 (64.6) 2 (2.1) 0

Neutropenia 6 (6.3) 60 (62.5) 19 (19.8) 0

Thrombocytopenia 8 (8.3) 14 (14.6) 58 (60.4) 0

Febrile neutropenia 0 25 (26.0) 10 (10.4) 1 (1.0)

Pneumonia 1 (1.0) 15 (15.6) 6 (6.3) 1 (1.0)

Sepsis 0 0 10 (10.4) 1 (1.0)

Nausea 20 (22.9) 3 (3.1) 0 0

Constipation 12 (12.5) 0 0 0

Diarrhea 11 (11.5) 0 0 0

Vomiting 10 (10.4) 2 (2.1) 0 0

Decreased appetite 22 (22.9) 2 (2.1) 0 0

Hypokalemia 13 (13.5) 5 (5.2) 1 (1.0) 0

Peripheral edema 10 (10.4) 1 (1.0) 0 0

Fatigue 23 (24.0) 2 (2.1) 0 0

Mucositis 8 (8.3) 4 (4.2) 0 0

Colitis 5 (5.2) 1 (1.0) 0 0

Cough 11 (11.5) 1 (1.0) 0 0

Muscle weakness 0 1 (1.0) 0 0

Hyperbilirubinemia 9 (9.4) 3 (3.1) 0 0

ALT or AST elevation 12 (12.5) 4 (4.2) 0 0

Allergic reaction 3 (3.7) 1 (1.0) 0 0

Heart failure 1 (1.0) 2 (2.1) 1 (1.0) 1 (1.0)

Renal failure 0 0 1 (1.0) 0

Tumor lysis syndrome 0 1 (1.0) 1 (1.0) 0
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venetoclax–azacitidine   Venetoclax combined with azacitidine
BAX    BCL2 associated X, apoptosis regulator
BM    Bone marrow
GVHD    Graft-versus-host disease
FLT3    Fms-related receptor tyrosine kinase 3
allo-HSCT    Allogeneic hematopoietic stem cell 

transplantation
DLI    Donor lymphocyte infusion
MRD    Measurable residual disease
FC    Flow cytometry
CR    Complete remission
CRi    CR with incomplete hematological 

recovery
PR     Partial remission
NR    Non-remission
ORR    Overall response rate
CTCAE    Common Terminology Criteria for Adverse 

Events
EFS    Event-free survival
DFS    Disease-free survival
IQR    Interquartile range
HR    Hazard ratio
ELN    European leukemia net
FLAG-IDA    Fludarabine, cytarabine, G-CSF, and 

idarubicin
HA    Homoharringtonine combined with 

cytarabine
HAG    Homoharringtonine, cytarabine and 

granulocyte  colony-stimulat-
ing factor

G-CSF    Granulocyte colony-stimulating factor

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s13045- 023- 01437-1.

Additional file 1. In vitro experiments and subgroup analaysis.

Additional file 2. Clinical study protocol.

Acknowledgements
We thank the patients, their families, and their caregivers; co-investigators, col-
laborators, and members of the study team involved in the trial.

Author contributions
QL designed the clinical trial. HJ, GY, YZ, SY, XD, NX, and QL recruited and 
treated patients, analyzed data, and wrote the manuscript. HJ, YC, SY, and RS 
did the statistical analysis. DL, JX, ZS, LD, XL, HZ, and ZG led the trial within 
each institute. MD, PS, FH, ZF, LX, RL, XJ treated and took care of patients on 
the trial. GY, and ZY performed laboratory studies associated with the trial. 
All authors interpreted the data, drafted and reviewed the manuscript, and 
approved the final version of the manuscript.

Funding
This study was supported by the National Natural Science Foundation 
of China (Nos. 82170215, 82293634, 81970161, 81870144, 82200241 and 
82270178), the National Key Research and Development Projects (Nos. 
2021YFC2500300-2021YFC2500302 and 2022YFA1105000) and Special Project 
for Research and Development in Key areas of Guangdong Province (No. 
2019B020236004).

Availability of data and materials
The datasets used and/or analyzed during the current study are available from 
the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
This study was conducted in compliance with Declaration of Helsinki princi-
ples. All procedures were approved by the ethics committee review board of 
each participating hospital.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 Department of Hematology, Nanfang Hospital, Southern Medical University, 
Guangzhou, China. 2 Department of Hematology and Shenzhen Bone Marrow 
Transplantation Public Service Platform, Shenzhen Second People’s Hospital, 
The First Affiliated Hospital of Shenzhen University, Shenzhen, China. 3 Depart-
ment of Hematology, The Seventh Affiliated Hospital of Sun Yat-Sen University, 
Shenzhen, China. 4 Department of Hematology, Maoming People’s Hospital, 
Maoming, China. 5 Department of Hematology, Sun Yat-Sen Memorial Hospital, 
Sun Yat-Sen University, Guangzhou, China. 6 Department of Hematology, 
Shenzhen Hospital, Southern Medical University, Shenzhen, China. 7 Depart-
ment of Hematology, Shanghai Ninth People’s Hospital, Shanghai Jiao Tong 
University School of Medicine, Shanghai, China. 8 Department of Hematol-
ogy, The First People’s Hospital of Chenzhou, Chenzhou, China. 9 Department 
of Hematology, Peking University Shenzhen Hospital, Shenzhen, China. 
10 Department of Hematology, Zhongshan City People’s Hospital, Zhongshan, 
China. 11 Guangdong Provincial Key Laboratory of Digital Medicine and Biome-
chanics, Guangzhou, China. 

Received: 23 November 2022   Accepted: 8 April 2023

References
 1. Bejanyan N, Weisdorf DJ, Logan BR, Wang HL, Devine SM, de Lima M, 

Bunjes DW, Zhang MJ. Survival of patients with acute myeloid leukemia 
relapsing after allogeneic hematopoietic cell transplantation: a center 
for international blood and marrow transplant research study. Biol Blood 
Marrow Transpl. 2015;21(3):454–9.

 2. Thol F, Schlenk RF, Heuser M, Ganser A. How I treat refractory and early 
relapsed acute myeloid leukemia. Blood. 2015;126(3):319–27.

 3. Caruso S, De Angelis B, Del Bufalo F, Ciccone R, Donsante S, Volpe G, 
Manni S, Guercio M, Pezzella M, Iaffaldano L, et al. Safe and effective 
off-the-shelf immunotherapy based on CAR.CD123-NK cells for the treat-
ment of acute myeloid leukaemia. J Hematol Oncol. 2022;15(1):163.

 4. Jin X, Zhang M, Sun R, Lyu H, Xiao X, Zhang X, Li F, Xie D, Xiong X, Wang 
J, et al. First-in-human phase I study of CLL-1 CAR-T cells in adults 
with relapsed/refractory acute myeloid leukemia. J Hematol Oncol. 
2022;15(1):88.

 5. Yang X, Wang J. Precision therapy for acute myeloid leukemia. J Hematol 
Oncol. 2018;11(1):3.

 6. Konopleva M, Zhao S, Hu W, Jiang S, Snell V, Weidner D, Jackson CE, 
Zhang X, Champlin R, Estey E, et al. The anti-apoptotic genes Bcl-X(L) 
and Bcl-2 are over-expressed and contribute to chemoresistance of non-
proliferating leukaemic CD34+ cells. Br J Haematol. 2002;118(2):521–34.

 7. Buettner R, Nguyen LXT, Morales C, Chen MH, Wu X, Chen LS, Hoang DH, 
Hernandez Vargas S, Pullarkat V, Gandhi V, et al. Targeting the metabolic 
vulnerability of acute myeloid leukemia blasts with a combination of 
venetoclax and 8-chloro-adenosine. J Hematol Oncol. 2021;14(1):70.

 8. DiNardo CD, Pratz KW, Letai A, Jonas BA, Wei AH, Thirman M, Arellano M, 
Frattini MG, Kantarjian H, Popovic R, et al. Safety and preliminary efficacy 
of venetoclax with decitabine or azacitidine in elderly patients with previ-
ously untreated acute myeloid leukaemia: a non-randomised, open-label, 
phase 1b study. Lancet Oncol. 2018;19(2):216–28.

https://doi.org/10.1186/s13045-023-01437-1
https://doi.org/10.1186/s13045-023-01437-1


Page 13 of 14Jin et al. Journal of Hematology & Oncology           (2023) 16:42  

 9. Bogenberger JM, Delman D, Hansen N, Valdez R, Fauble V, Mesa RA, 
Tibes R. Ex vivo activity of BCL-2 family inhibitors ABT-199 and ABT-737 
combined with 5-azacytidine in myeloid malignancies. Leuk Lymphoma. 
2015;56(1):226–9.

 10. DiNardo CD, Rausch CR, Benton C, Kadia T, Jain N, Pemmaraju N, Daver N, 
Covert W, Marx KR, Mace M, et al. Clinical experience with the BCL2-inhib-
itor venetoclax in combination therapy for relapsed and refractory acute 
myeloid leukemia and related myeloid malignancies. Am J Hematol. 
2018;93(3):401–7.

 11. Aldoss I, Yang D, Pillai R, Sanchez JF, Mei M, Aribi A, Ali H, Sandhu K, 
Al Malki MM, Salhotra A, et al. Association of leukemia genetics with 
response to venetoclax and hypomethylating agents in relapsed/refrac-
tory acute myeloid leukemia. Am J Hematol. 2019;94(10):E253–5.

 12. Jan Philipp B, Smith G, Rong W, Robert TW, Martin ST, Amer MZ, Maximil-
ian S. Venetoclax as monotherapy and in combination with hypomethyl-
ating agents or low dose cytarabine in relapsed and treatment refractory 
acute myeloid leukemia: a systematic review and meta-analysis. Haema-
tologica. 2020;105(11):2659–63.

 13. Warrell RP, Coonley CJ, Gee TS. Homoharringtonine: an effective new 
drug for remission induction in refractory nonlymphoblastic leukemia. J 
Clin Oncol. 1985;3(5):617–21.

 14. Feldman E, Arlin Z, Ahmed T, Mittelman A, Puccio C, Chun H, Cook P, Bas-
kind P. Homoharringtonine in combination with cytarabine for patients 
with acute myelogenous leukemia. Leukemia. 1992;6(11):1189–91.

 15. Xie MX, Jiang Q, Li L, Zhu JJ, Zhu LX, Zhou D, Zheng YL, Yang XD, Zhu MY, 
Sun J, et al. HAG (homoharringtonine, cytarabine, G-CSF) regimen for the 
treatment of acute myeloid leukemia and myelodysplastic syndrome: a 
meta-analysis with 2314 participants. PLoS ONE. 2016;11(10):e0164238.

 16. Tang R, Faussat AM, Majdak P, Marzac C, Dubrulle S, Marjanovic Z, Legrand 
O, Marie JP. Semisynthetic homoharringtonine induces apoptosis via 
inhibition of protein synthesis and triggers rapid myeloid cell leuke-
mia-1 down-regulation in myeloid leukemia cells. Mol Cancer Ther. 
2006;5(3):723–31.

 17. Chen XJ, Zhang WN, Chen B, Xi WD, Lu Y, Huang JY, Wang YY, Long J, Wu 
SF, Zhang YX, et al. Homoharringtonine deregulates MYC transcriptional 
expression by directly binding NF-kappaB repressing factor. Proc Natl 
Acad Sci U S A. 2019;116(6):2220–5.

 18. Klanova M, Andera L, Brazina J, Svadlenka J, Benesova S, Soukup J, Pru-
kova D, Vejmelkova D, Jaksa R, Helman K, et al. Targeting of BCL2 family 
proteins with ABT-199 and homoharringtonine reveals BCL2- and MCL1-
dependent subgroups of diffuse large B-cell lymphoma. Clin Cancer Res. 
2016;22(5):1138–49.

 19. Shi Y, Ye J, Yang Y, Zhao Y, Shen H, Ye X, Xie W. The basic research of the 
combinatorial therapy of ABT-199 and homoharringtonine on acute 
myeloid leukemia. Front Oncol. 2021;11: 692497.

 20. Yu GP, Xu N, Huang F, Fan ZP, Liu H, Shi PC, Zhou HS, Wang ZX, Zhang Y, 
Liu QF. Combination of homoharringtonine with venetoclax and azac-
itidine excerts better treatment response in relapsed /refractory acute 
myeloid leukemia. Blood. 2020;136(Supplement 1):26–7.

 21. Dohner H, Estey E, Grimwade D, Amadori S, Appelbaum FR, Buchner T, 
Dombret H, Ebert BL, Fenaux P, Larson RA, et al. Diagnosis and manage-
ment of AML in adults: 2017 ELN recommendations from an international 
expert panel. Blood. 2017;129(4):424–47.

 22. Xuan L, Wang Y, Huang F, Fan Z, Xu Y, Sun J, Xu N, Deng L, Li X, Liang X, 
et al. Sorafenib maintenance in patients with FLT3-ITD acute myeloid 
leukaemia undergoing allogeneic haematopoietic stem-cell transplanta-
tion: an open-label, multicentre, randomised phase 3 trial. Lancet Oncol. 
2020;21(9):1201–12.

 23. Agarwal SK, DiNardo CD, Potluri J, Dunbar M, Kantarjian HM, Humerick-
house RA, Wong SL, Menon RM, Konopleva MY, Salem AH. Management 
of venetoclax-posaconazole interaction in acute myeloid leukemia 
patients: evaluation of dose adjustments. Clin Ther. 2017;39(2):359–67.

 24. Su Q, Fan Z, Huang F, Xu N, Nie D, Lin D, Guo Z, Shi P, Wang Z, Jiang L, 
et al. Comparison of two strategies for prophylactic donor lymphocyte 
infusion in patients with refractory/relapsed acute leukemia. Front Oncol. 
2021;11: 554503.

 25. Xu J, Jorgensen JL, Wang SA. How do we use multicolor flow cytometry 
to detect minimal residual disease in acute myeloid leukemia? Clin Lab 
Med. 2017;37(4):787–802.

 26. Yu S, Huang F, Wang Y, Xu Y, Yang T, Fan Z, Lin R, Xu N, Xuan L, Ye J, et al. 
Haploidentical transplantation might have superior graft-versus-leukemia 

effect than HLA-matched sibling transplantation for high-risk acute 
myeloid leukemia in first complete remission: a prospective multicentre 
cohort study. Leukemia. 2020;34(5):1433–43.

 27. US Department of Health and Human Services, National Institutes of 
Health, National Cancer Institute. Common Terminology Criteria for 
Adverse Events (CTCAE) version 4.03 (2010)

 28. Austin PC, Fine JP. Practical recommendations for reporting Fine-Gray 
model analyses for competing risk data. Stat Med. 2017;36(27):4391–400.

 29. DiNardo CD, Maiti A, Rausch CR, Pemmaraju N, Naqvi K, Daver NG, Kadia 
TM, Borthakur G, Ohanian M, Alvarado Y, et al. 10-day decitabine with 
venetoclax for newly diagnosed intensive chemotherapy ineligible, and 
relapsed or refractory acute myeloid leukaemia: a single-centre, phase 2 
trial. Lancet Haematol. 2020;7(10):e724–36.

 30. Piccini M, Pilerci S, Merlini M, Grieco P, Scappini B, Bencini S, Peruzzi B, 
Caporale R, Signori L, Pancani F et al (2021) Venetoclax-based regimens 
for relapsed/refractory acute myeloid leukemia in a real-life setting: a 
retrospective single-center experience. J Clin Med 10(8)

 31. DiNardo CD, Lachowiez CA, Takahashi K, Loghavi S, Xiao L, Kadia T, Daver 
N, Adeoti M, Short NJ, Sasaki K, et al. Venetoclax combined with FLAG-IDA 
induction and consolidation in newly diagnosed and relapsed or refrac-
tory acute myeloid leukemia. J Clin Oncol. 2021;39(25):2768–78.

 32. Karol SE, Alexander TB, Budhraja A, Pounds SB, Canavera K, Wang L, Wolf 
J, Klco JM, Mead PE, Das Gupta S, et al. Venetoclax in combination with 
cytarabine with or without idarubicin in children with relapsed or refrac-
tory acute myeloid leukaemia: a phase 1, dose-escalation study. Lancet 
Oncol. 2020;21(4):551–60.

 33. Stahl M, Menghrajani K, Derkach A, Chan A, Xiao W, Glass J, King AC, Dani-
yan AF, Famulare C, Cuello BM, et al. Clinical and molecular predictors of 
response and survival following venetoclax therapy in relapsed/refractory 
AML. Blood Adv. 2021;5(5):1552–64.

 34. Wang YW, Tsai CH, Lin CC, Tien FM, Chen YW, Lin HY, Yao M, Lin YC, Lin CT, 
Cheng CL, et al. Cytogenetics and mutations could predict outcome in 
relapsed and refractory acute myeloid leukemia patients receiving BCL-2 
inhibitor venetoclax. Ann Hematol. 2020;99(3):501–11.

 35. Feld J, Tremblay D, Dougherty M, Czaplinska T, Sanchez G, Brady C, 
Kremyanskaya M, Bar-Natan M, Keyzner A, Marcellino BK, et al. Safety and 
efficacy: clinical experience of venetoclax in combination with hypo-
methylating agents in both newly diagnosed and relapsed/refractory 
advanced myeloid malignancies. Hemasphere. 2021;5(4): e549.

 36. Leukemia, Lymphoma Group, Chinese Society of Hematology Chinese 
Medical Association (2021) Chinese guidelines for the diagnosis and 
treatment of relapsed/refractory acute myelogenous leukemia. Zhong-
hua Xue Ye Xue Za Zhi 42(8):624–627

 37. Wang H, Bai J, Pei Z, Zhang B, Wang J, Lian X, Song Q. Venetoclax + 
hypomethylating agents combined with dose-adjusted HAG for 
relapsed/refractory acute myeloid leukemia: two case reports. Medicine 
(Baltimore). 2020;99(47): e23265.

 38. Daver N, Perl AE, Maly J, Levis M, Ritchie E, Litzow M, McCloskey J, Smith 
CC, Schiller G, Bradley T et al (2022) Venetoclax plus gilteritinib for 
FLT3-mutated relapsed/refractory acute myeloid leukemia. J Clin Oncol 
JCO.22.00602

 39. Maiti A, DiNardo CD, Daver NG, Rausch CR, Ravandi F, Kadia TM, Pem-
maraju N, Borthakur G, Bose P, Issa GC, et al. Triplet therapy with vene-
toclax, FLT3 inhibitor and decitabine for FLT3-mutated acute myeloid 
leukemia. Blood Cancer J. 2021;11(2):25.

 40. Xuan L, Liu Q. Maintenance therapy in acute myeloid leukemia after 
allogeneic hematopoietic stem cell transplantation. J Hematol Oncol. 
2021;14(1):4.

 41. Yu S, Huang F, Fan Z, Xuan L, Nie D, Xu Y, Yang T, Wang S, Jiang Z, Xu N, 
et al. Haploidentical versus HLA-matched sibling transplantation for 
refractory acute leukemia undergoing sequential intensified conditioning 
followed by DLI: an analysis from two prospective data. J Hematol Oncol. 
2020;13(1):18.

 42. Zhao K, Lin R, Fan Z, Chen X, Wang Y, Huang F, Xu N, Zhang X, Zhang X, 
Xuan L, et al. Mesenchymal stromal cells plus basiliximab, calcineurin 
inhibitor as treatment of steroid-resistant acute graft-versus-host disease: 
a multicenter, randomized, phase 3, open-label trial. J Hematol Oncol. 
2022;15(1):22.

 43. Chan SM, Thomas D, Corces-Zimmerman MR, Xavy S, Rastogi S, Hong WJ, 
Zhao F, Medeiros BC, Tyvoll DA, Majeti R. Isocitrate dehydrogenase 1 and 



Page 14 of 14Jin et al. Journal of Hematology & Oncology           (2023) 16:42 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

2 mutations induce BCL-2 dependence in acute myeloid leukemia. Nat 
Med. 2015;21(2):178–84.

 44. Weng G, Zhang Y, Yu G, Luo T, Yu S, Xu N, Sun Z, Lin D, Deng L, Liang X 
et al (2022) Genetic characteristics predict response to venetoclax plus 
hypomethylating agents in relapsed or refractory acute myeloid leuke-
mia. J Intern Med

 45. Zhang CX, Lam SSY, Leung GMK, Tsui SP, Yang N, Ng NKL, Ip HW, Au 
CH, Chan TL, Ma ESK, et al. Sorafenib and omacetaxine mepesuccinate 
as a safe and effective treatment for acute myeloid leukemia carry-
ing internal tandem duplication of Fms-like tyrosine kinase 3. Cancer. 
2020;126(2):344–53.

 46. Brinton LT, Zhang P, Williams K, Canfield D, Orwick S, Sher S, Wasmuth R, 
Beaver L, Cempre C, Skinner J, et al. Synergistic effect of BCL2 and FLT3 
co-inhibition in acute myeloid leukemia. J Hematol Oncol. 2020;13(1):139.

 47. Singh Mali R, Zhang Q, DeFilippis RA, Cavazos A, Kuruvilla VM, Raman J, 
Mody V, Choo EF, Dail M, Shah NP, et al. Venetoclax combines synergisti-
cally with FLT3 inhibition to effectively target leukemic cells in FLT3-ITD+ 
acute myeloid leukemia models. Haematologica. 2021;106(4):1034–46.

 48. Ma J, Zhao SJ, Qiao XN, Knight T, Edwards H, Polin L, Kushner J, Dzinic 
SH, White K, Wang G, et al. Inhibition of Bcl-2 synergistically enhances 
the antileukemic activity of midostaurin and gilteritinib in preclini-
cal models of FLT3-mutated acute myeloid leukemia. Clin Cancer Res. 
2019;25(22):6815–26.

 49. Rörby E, Adolfsson J, Hultin E, Gustafsson T, Lotfi K, Cammenga J, Jönsson 
J-I (2021) Multiplexed single‐cell mass cytometry reveals distinct inhibi-
tory effects on intracellular phosphoproteins by midostaurin in combina-
tion with chemotherapy in AML cells. Exp Hematol Oncol 10(1)

 50. Zhao J, Song Y, Liu D (2019) Gilteritinib: a novel FLT3 inhibitor for acute 
myeloid leukemia. Biomark Res 7(1)

 51. Dai YJ, Wang YY, Huang JY, Xia L, Shi XD, Xu J, Lu J, Su XB, Yang Y, Zhang 
WN, et al. Conditional knockin of Dnmt3a R878H initiates acute myeloid 
leukemia with mTOR pathway involvement. Proc Natl Acad Sci U S A. 
2017;114(20):5237–42.

 52. Kadia TM, Reville PK, Borthakur G, Yilmaz M, Kornblau S, Alvarado Y, 
Dinardo CD, Daver N, Jain N, Pemmaraju N, et al. Venetoclax plus inten-
sive chemotherapy with cladribine, idarubicin, and cytarabine in patients 
with newly diagnosed acute myeloid leukaemia or high-risk myelodys-
plastic syndrome: a cohort from a single-centre, single-arm, phase 2 trial. 
Lancet Haematol. 2021;8(8):e552–61.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	Venetoclax Combined with Azacitidine and Homoharringtonine in RelapsedRefractory AML: A Multicenter, Phase 2 Trial
	Abstract 
	Background 
	Methods 
	Results 
	Conclusions 

	Background
	Methods
	Study design and participants
	Procedures
	Outcomes
	Statistical analysis

	Results
	Patients and disposition
	Efficacy
	Cytogenetic and molecular response
	Survival
	Adverse events

	Discussion
	Conclusions
	Anchor 21
	Acknowledgements
	References


