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Abstract
PLK1 is overexpressed in acute myeloid leukemia (AML). A phase 1b trial of the PLK1 inhibitor onvansertib (ONV) com-
bined with decitabine (DAC) demonstrated initial safety and efficacy in patients with relapsed/refractory (R/R) AML. The 
current study aimed to identify molecular predictors of response to ONV + DAC in R/R AML patients. A total of 44 R/R 
AML patients were treated with ONV + DAC and considered evaluable for efficacy. Bone marrow (BM) samples were col-
lected at baseline for genomic and transcriptomic analysis (n = 32). A 10-gene expression signature, predictive of response 
to ONV + DAC, was derived from the leading-edge genes of gene set enrichment analyses (GSEA). The gene signature was 
evaluated in independent datasets and used to identify associated mutated genes. Twenty percent of the patients achieved 
complete remission, with or without hematologic count recovery (CR/CRi), and 32% exhibited a ≥50% reduction in bone 
marrow blasts. Patients who responded to treatment had elevated mitochondrial function and OXPHOS. The gene signature 
was not associated with response to DAC alone in an independent dataset. By applying the signature to the BeatAML cohort 
(n = 399), we identified a positive association between predicted ONV + DAC response and mutations in splicing factors 
(SF). In the phase 1b/2 trial, patients with SF mutations (SRSF2, SF3B1) had a higher CR/CRi rate (50%) compared to those 
without SF mutations (9%). PLK1 inhibition with ONV in combination with DAC could be a potential therapy in R/R AML 
patients, particularly those with high OXPHOS gene expression and SF mutations.
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Introduction

Acute myeloid leukemia (AML) is predominantly a disorder 
of older patients (median age at diagnosis: 69 years [1]) that 
is characterized by the clonal expansion of myeloid blasts 
and results in bone marrow failure. AML typically features 
epigenetic modifications, with mutations in genes involved 
in DNA methylation and histone modification [2, 3]. Con-
sequently, AML patients who are unable to tolerate standard 
intensive induction chemotherapy have historically received 
hypomethylating agents (HMA) such as decitabine (DAC) 
and azacytidine (AZA), or alternatively low-dose cytarabine 
(LDAC). However, complete response rates are low and 
durations short [4]. The introduction of the BCL2 inhibi-
tor venetoclax (VEN) in combination with HMA/LDAC has 
greatly improved frontline outcomes with response rates up 
to 67–73% and median OS up to 15–17.5 months [5, 6]. 
However, patients with relapsed or refractory (R/R) AML 
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still have few effective treatment options and poor outcomes 
(median OS: 3–7 months) [6, 7].

PLK1 is a member of the polo-like kinase (PLK) fam-
ily of serine/threonine kinases and is a key regulator of the 
cell cycle. PLK1 is intimately involved in numerous steps 
of mitosis, in the DNA damage response, and in DNA rep-
lication [8, 9]. Furthermore, PLK1 has been shown to be 
over expressed in numerous cancers, including AML [10]. 
In AML patients, PLK1 inhibition induces dose-dependent 
G2-M arrest and subsequent cell death via apoptosis [10]. 
Early pan-PLK1 inhibitors with activity against PLK2 and 
PLK3, although promising in preclinical studies, had high 
toxicity profiles and failed in the clinic [11].

Onvansertib (ONV) is a next-generation, highly selective 
ATP-competitive PLK1 inhibitor that has shown activity in 
AML cell lines and AML xenografts [12, 13]. The short 
in vivo half-life of onvansertib (~24 h) and oral bioavail-
ability allows flexible dosing schedules and hence the poten-
tial to optimize the therapeutic window whilst minimizing 
toxicities.

A multicenter phase 1b/2 study (NCT03303339) was 
established to assess the safety, pharmacokinetics, and clin-
ical activity of ONV in combination with either DAC or 
LDAC in patients with R/R AML. The phase 1b aspect of 
that study has previously been reported [14], and we refer 
the reader to that study for details. In phase 2, the safety and 
efficacy of the combination of ONV (60 mg/m2) and DAC 
was explored.

Objectives

Here, we focus on the use of correlative studies from patients 
across the phase 1b/2 trial that received ONV + DAC, to 
identify molecular predictors of response to ONV + DAC. 
Using RNA-Seq data derived from blood samples collected 
at baseline, we developed a gene expression signature pre-
dictive of patient response to ONV + DAC. We then applied 
this signature to independent patient gene expression data-
sets: (1) to identify the mutational status of AML-associ-
ated genes in those patients predicted to respond and (2) to 
verify that the gene signature predicts response to the ONV 
+ DAC combination, and not merely response to DAC as a 
single agent. We then verified the predicted AML mutational 
spectrum in the phase 1b/2 trial patients using the results of 
targeted sequencing.

Materials and methods

For an analytical outline see Fig. 1.

Patient eligibility and treatment

For patient eligibility criteria, please refer to the phase 1b 
trial [14]. We note that up to three prior treatments for AML 
disease were permitted in phase 1b, and up to one prior treat-
ment in phase 2, including HMA and VEN. Patients who 
were treatment naïve and not candidates for intensive induc-
tion therapy were also eligible. Onvansertib was adminis-
tered orally on days 1 through 5. DAC was administered at 
20 mg/m2 intravenously over 1 h, also on days 1 through 5. 
The treatment cycle was 28 days but could be shortened to 
21 days if the investigators deemed that more frequent dos-
ing could benefit the patient. Onvansertib doses ranged from 
12 to 90 mg/m2 according to the phase 1b dose escalation 
with all phase 2 patients receiving the recommended phase 
2 dose of 60 mg/m2 (Supplemental Table S1). Safety and 
efficacy assessments were also as in the phase 1b trial [14]. 
Patients were considered evaluable for efficacy if they had 
successfully completed at least one cycle of treatment.

Bone marrow evaluation and anti‑leukemic activity

Bone marrow aspirates were taken at screening, between 
15 and 28 days of cycles 1 and 2, and following every other 
subsequent cycle, if considered appropriate by the investiga-
tor. Response to treatment was evaluated by the investigators 
using the modified International Working Group criteria [15] 
(see [14]). For biomarker analysis, we additionally defined 
“bone marrow response” (BMR) as ≥50% drop in bone mar-
row blast counts from baseline screening whilst on study.

Blood collection and processing

Blood samples were collected from patients on day 1 (prior to 
treatment) of the first treatment cycle and processed 24 h after 
collection at Cardiff Oncology. For AML blast cell enumera-
tion, blood samples were collected in CellSave Preservative 
Tubes (Silicon Biosystems); for genomic DNA extraction, sam-
ples were collected in EDTA tubes; and, for RNASeq, samples 
were collected into PAXgene tubes (Qiagen). AML blast per-
centages were quantified by fluorescence-activated cell sorting 
(FACS) using both a low side scatter/CD45dim profile and the 
expression of blast markers as previously described [14].

Genomic DNA (gDNA) was extracted from peripheral 
blood mononuclear cells (PBMCs) and bone marrow mono-
nuclear cells (BMMCs) and subject to targeted sequencing 
of 75 AML-associated genes using the Archer Myeloid Vari-
antPlex system, also as previously described [14].

For RNA-Seq, total intracellular RNA was extracted from 
32 of the 55 patients (Supplemental Table S1), plus from 
PBMCs from three healthy donors (HD), using the PAXgene 



3051Annals of Hematology (2023) 102:3049–3059 

1 3

Blood RNA Kit (Qiagen). Following pre-treatment with 
ezDNase (ThermoFisher), cDNA synthesis was carried out 
using the SMART-Seq v.4 Ultra Low Input RNA Kit (Takara 
Bio). Next-generation sequencing libraries were generated 
using the Nextera XT DNA Library Preparation kit (Illu-
mina) and sequenced (paired-end 100bp) on a HiSeq4000 
(Illumina). RNASeq data is available under the following 
GEO accession number: GSE239678.

Gene expression and peripheral blast correction

Transcript expression quantification was estimated by quasi-
mapping of raw reads to the human reference transcriptome 
GRCh38 (GENCODE v.36) [16] using Salmon (v1.4.0) [17] 
and converted to gene counts (length scaled transcripts per 
million, TPM) using tximport [18]. Gene counts were nor-
malized for library size and, to limit the effect of skewness 
and mean-variance dependency, were variance-stabilizing 
transformed (VST) [19] using DESeq2 [20] in R.

Peripheral blood samples from AML patients contain 
a variable proportion of leukemic blast cells. Principal 
component analysis (PCA) was therefore used to control 
for this variation in the gene expression data by removing 
the principal components (PCs) that were most strongly 

correlated with %peripheral blasts (%PB). The variation 
explained (coefficient of determination, R2) between the 
%PB (including HD with 0%PB) and each PC was used as 
a weighting to, in turn, adjust the percent of overall varia-
tion in the expression data that was explained by each PC 
(POV), i.e., R2 × POV. The PCs were then sorted by their 
weighted POV, and the cumulative sum calculated. Those 
PCs most strongly associated with %PB (those with the 
largest weighted POV) were identified by the cumulative 
sum inflection point [21] and the data were then back-
transformed excluding these PCs.

Disease manifestation may result from sample-specific 
modulation of different genes within a particular biological 
pathway; this potential noise was accounted for by convert-
ing the gene counts to pathway enrichment scores, using 
gene set variation analyses (GSVA v1.38) [22]. GSVA used 
21,693 gene sets from the Molecular Signatures Database 
(MSigDB v.7.1): hallmarks (H), canonical pathways (C2), 
regulatory target gene sets (C3), cancer gene neighbor-
hoods (C4), GO gene ontology (C5), oncogenic signatures 
(C6), and immunologic signatures (C7). The 1345 most 
variable, %PB corrected, GSVA scores were then used as 
input for unsupervised (k = 2) consensus clustering (“Con-
sensusClusterPlus” in R; Supplemental Fig. S1).

Fig. 1  Analytical process 
outline
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Gene set enrichment analyses and gene signature 
modeling

The %PB corrected gene expression VST count data and 
the clustered BMR (BMR_CC vs No-BMR_CC; see 
“Results” and Supplemental Fig. S1) sample categoriza-
tion were analyzed for differential gene expression using 
limma’s [23, 24] moderated t tests and results ranked 
by the signed significance score  (log2 Fold Change × 
−log10(P value)) [25]. The ranked data was used as input 
for a gene set enrichment analysis (GSEA) [26, 27] against 
the MSigDB v.7.1 gene set collections. Gene sets with an 
adjusted P value [28] < 0.05 were retained, and the 3433 
leading-edge genes that contributed to the peak enrich-
ment score were collated. The leading-edge genes were 
then filtered to exclude genes not present in the BeatAML 
RNA-Seq data [29] (see below), ranked by their absolute 
significance score, and the inflection point used as a cut-
off to yield 266 genes.

Model selection utilized gradient-boosted decision trees 
(XGBoost 1.5.2 [30]) for regression-based classification. 
Prior to machine learning, the count data were Blom (inverse 
normal) transformed. As the sample size was small (n = 
32), a nested validation scheme was used (see Supplemental 
Fig. S2). In brief, the samples were a priori divided into an 
inner train set (80%) and an outer test hold-out set (20%). 
This was done randomly and repeated 100 times to yield 
100 train-test data set pairs that were retained throughout the 
analysis. Genes (“features”) were selected and ordered via 
two rounds of feature selection on the inner train sets. In the 
first round of feature selection, each inner set was randomly 
divided into a training (80%) and a validation (20%) set and 
XGBoost run with default hyperparameters. This process 
was repeated 20 times and genes ordered by their mean gain 
across all 2000 iterations (20 × 100). Next, the top 50 genes 
were selected and the XGBoost hyperparameters optimized 
using repeated cross-validation (5 folds × 4 = 20). The top 
50 genes were subject to a second round of feature selec-
tion analogous to the first except that the tuned hyperparam-
eters were used and the top 10 genes extracted (Fig. 2). The 
hyperparameters for the 10 genes were then also optimized. 
Final models were generated using both the top 10 and top 
50 selected genes using repeated cross-validation (5 folds × 
4 = 20) on each of the 100 inner sample sets. Performance 
metrics were gathered with each cross-validation test set, and 
for predictions on the corresponding 100 hold-out test sets. 
These indicated that the 10-gene models were sufficient and 
performed better than the 50-gene models. The final model 
(“the gene signature”) was the ensemble of these 2000, 
10-gene, models (Supplemental Fig. S2). Each predicted 
sample was characterized as a responder or non-responder 
based on the mode of the probability density distribution for 
that sample across all 2000 models.

Predicting response to onvansertib plus decitabine 
in the BeatAML cohort

In order to explore the utility of the gene expression signa-
ture in an external dataset, it was applied to publicly available 
RNASeq data from 399 primary AML patient specimens in 
the BeatAML [29] project. The count data (CPM) were Blom 
transformed before applying the gene signature. If the gene sig-
nature is truly predictive, then it might be expected to correlate 
with the mutational status of genes in the samples. Genes that 
were mutated at least 3 times across the samples were selected 
(179 of 3333 genes), and dichotomously coded (non-mutated 
vs mutated). The mutated genes most strongly associated 
with the gene signature were identified by two approaches. 
First, regularized regression (elastic net) using glmnet (v4.1) 
and caret (v6.0) in R was used to identify 20 genes. Second, 
XGBoost was used to identify 17 genes. Being a tree-based 
algorithm, XGBoost can detect more complex interactions 
(e.g., epistasis) among genes than linear regression.

Results

Study population

A total of 55 patients were treated with onvansertib in combi-
nation with decitabine (ONV + DAC): 24 in phase 1b and 31 

Fig. 2  Variable (gene) importance from XGBoost. Variable importance 
shown for the top 20 genes (mean weighted gain from 2000 iterations 
(nested cross-validation) from the second round of feature selection). 
The top 10 genes used as the final gene signature are indicated
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in phase 2. Baseline characteristics are summarized in Table 1 
and in more detail in Supplemental Table S1. The overall 
median age of patients was 71 years (range, 23–85) and 34 
(62%) were male. 32 (58%) of patients had an adverse risk 
cytogenetic profile at enrollment based on 2017 ELN recom-
mendations [31]. Overall, 6 (11%) of patients had untreated 
AML, 34 (62%) had received one prior regimen, and 15 
(27%) had received two or more treatments. The proportion 
of patients with ECOG 2 was higher in phase 2 patients (31%) 
than in phase 1b patients (4%). Phase 2 patients had also more 
often received HMA (DAC or AZA) treatment and/or VEN 
prior to study entry. Overall, 17 (31%) patients had received 
HMA and 8 (15%) had received VEN; all patients receiving 
VEN had also received HMA. The overall median percentage 
of bone marrow myeloblasts was 32% (range, 3–95%) and the 
median percentage of circulating peripheral blasts was 19.4 
(range, 1.3–95.0%) (Supplemental Table S1).

Clinical responses and consensus clustering

Clinical responses for each of the 55 patients are summa-
rized in Table 2 (see Supplemental Table S1). Of 44 evalu-
able patients, 9 (20%) patients achieved complete remission, 
with or without complete hematopoietic recovery (CR/CRi). 
Seven patients had a CR and two patients a CRi. The over-
all response rate (ORR), including CR, CRi, morphologic 
leukemia-free state (MLFS), and partial response (PR), was 
27% (12/44 patients). Fourteen (32%) of the 44 evaluable 
patients exhibited a ≥50% reduction in bone marrow myelo-
blasts, defined as bone marrow response (BMR).

Thirteen evaluable patients had received prior HMA 
therapy. No patients with a CR or CRi had previously been 
treated with an HMA (AZA, or DAC; P = 0.041; Table 3), 
and prior HMA treatment was equally counter indicative 
in terms of bone marrow response with zero BMR having 
prior HMA exposure (P = 0.003; Table 3). Seven evaluable 
patients had received prior VEN therapy and, as expected, 
all of these had also received prior HMA. No VEN-treated 
patient exhibited a response to ONV + DAC, though sample 
sizes were too small to achieve significance (Table 3).

Baseline blood samples from 32 patients with sufficient 
RNA were analyzed by RNA-Seq, including 9 patients with 
CR/CRi and 13 with bone marrow response (BMR) (Table 2). 
To account for the variability in peripheral blasts between 
patients (Supplemental Table S1), the gene expression data 
were corrected based on the % of peripheral blasts at baseline 
(refer to Methods for details). Consensus clustering, a form of 

Table 1  Patient enrollment and 
baseline characteristics

For patient details see Supplemental Table S1

N (%) or median (range) Phase 1b (n = 24) Phase 2 (n = 31) Phase 1b/2 
combined (n 
= 55)

Age, years 66 (33–81) 73 (23–85) 71 (23–85)
Male gender 15 (65%) 19 (59%) 34 (62%)
ECOG 0–1 22 (96%) 22 (69%) 44 (80%)
ECOG 2 1 (4%) 10 (31%) 11 (20%)
Prior treatment
 0 4 (17%) 2 (6%) 6 (11%)
 1 6 (25%) 28 (90%) 34 (62%)
 2+ 14 (58%) 1(3%) 15 (27%)
Prior HMA treatment (AML/MDS) 3 (13%) 14 (45%) 17 (31%)
Prior venetoclax treatment (AML) 0 (0) 8 (26%) 8 (15%)
Cytogenetic risk
 Favorable 1 (4%) 4 (13%) 5 (9%)
 Intermediate 8 (35%) 9 (28%) 17 (31%)
 Adverse 14 (61%) 18 (56%) 32 (58%)
 Unknown 0 (0%) 1 (3%) 1 (2%)

Table 2  Clinical responses to ONV + DAC by AML patients

*Note, the RNASeq subset was selected to enrich BMR and there-
fore does not reflect actual population response rates. *ORR includes 
CR, CRi, MLFS, PR. BMR, bone marrow response (≥50% decrease 
in blasts); BMR_CC, consensus clustered bone marrow response

Response* All evaluable patients (n 
= 44)

RNA-Seq 
cohort (n = 
32)*

CR/CRi 9 (20%) 9 (28%)
ORR 12 (27%) 12 (38%)
BMR 14 (32%) 13 (41%)
BMR_CC NA 17 (53%)
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unsupervised class discovery, permits the discovery of natu-
ral data-driven groupings without supervision and a priori 
defined phenotypic classes. Since it is possible that some indi-
viduals exhibiting no BMR might have the genetic character-
istics of responders and may have responded had other factors 
been different (e.g., their physical condition when entering the 
trial, their dosing scheme), consensus clustering was used to 
(1) verify the existence of 2 (k) clusters corresponding to bone 
marrow response (BMR_CC) and no bone marrow response 
(no-BMR_CC) and (2) reassign patients’ responses. This pro-
cess resulted in 3 no-BMR being reassigned to BMR_CC, 
2 non-evaluable (NE) to BMR_CC, and 1 NE to no-BMR_
CC giving 17 (53%) BMR_CC and 15 (47%) no BMR_CC 
(Table 2 and Supplemental Table S1).

Gene expression signature associated 
with sensitivity to ONV + DAC

Gene Set Enrichment Analysis (GSEA) was carried out 
(1) to gain insight into key pathways that are differentially 
regulated between ONV + DAC responders (BMR_CC) 
and non-responders and (2) to identify leading-edge genes 
as the basis for predictive model building (see “Methods”). 
Responders to the ONV + DAC combination were enriched 
for oxidative phosphorylation (OXPHOS), mitochondrial 
function, and protein synthesis (Supplemental Figs. S3–S6).

The RNAseq data from the 32 patients was next used to 
generate a 10 gene signature (SDF4, LBX-AS1, ZNF341, 
HTT, DHRS12, ATRN, ESPN, UBE3A, PRRC2B, and 
CYP2S1) predictive of ONV + DAC response (Fig. 2, Sup-
plemental Fig. S2). The 10-gene signature was realized as 
an ensemble of 2000 XGBoost models.

In order to confirm that the gene expression signature of 
response to ONV + DAC was likely indicative of response to 
the combination and not merely predictive of response to DAC 
alone, the ONV + DAC gene signature was applied to Blom 
transformed array data (GEO GSE84334) from a study from 
Bohl et al. [32] in which AML patients were subject to single 
agent DAC therapy in a first line setting. The predicted response 
to ONV + DAC was contrasted with the known response to 
DAC in the 38 evaluable AML patients from the Bohl data 
(Supplemental Tables S2–S3). Eighteen patients in the Bohl 
study had shown a response to DAC (CR = 4, PR = 6, blast 
reduction > 25% = 8), and 20 patients had no response. There 
was no association between the observed response to DAC 
and the predicted response to ONV + DAC (P = 0.7449; see 
Supplemental Table S3)—indicating that the gene signature is 
not predictive of response to DAC single agent and is likely to 
reflect sensitivity to the combination of ONV + DAC.

Gene expression signature is associated 
with spliceosome mutations in an independent AML 
cohort

The gene signature model ensemble was then applied to gene 
expression data from 399 patients in the BeatAML cohort 
[29]. It predicted 241 putative responders to ONV + DAC 
and 158 putative non-responders. For each BeatAML sam-
ple, its predicted probability of responding to ONV + DAC 
was then regressed against the set of 179 AML genes that 
were mutated at least 3 times across the samples (see “Meth-
ods”) resulting in a set of 27 associated, mutated genes. A 
summary multivariate linear regression summarizes the 
effects of these 27 genes (Table 4), and their incidence in 
the BeatAML cohort is illustrated in Fig. 3.

Table 3  Stratified clinical responses to ONV + DAC

*ORR includes CR, CRi, MLFS, PR. BMR, bone marrow response (≥50% decrease in blasts)

A. Clinical responses to ONV + DAC in relation to prior HMA exposure
Response* Prior HMA exposure (n = 13) No prior HMA exposure (n = 31) Total (n = 44) Odds ratio (95% CI) P value
CR/CRi 0 (0%) 9 (29%) 9 (20%) 0 (0–1.05) 0.041
ORR 1 (7%) 11 (35%) 13 (30%) 0.30 (0–1.34) 0.075
BMR 0 (0%) 14 (45%) 14 (32%) 0 (0–0.50) 0.003
B. Clinical responses to ONV + DAC in relation to prior venetoclax exposure
Response Prior VEN exposure (n = 7) No prior VEN exposure (n = 37) Total (n = 44) Odds ratio (95% CI) P value
CR/CRi 0 (0%) 9 (24%) 9 (20%) 0 (0–2.68) 0.314
ORR 0 (0%) 12 (32%) 12 (27%) 0 (0–1.74) 0.163
 BMR 0 (0%) 14 (61%) 14 (32%) 0 (0–1.36) 0.078
C. Clinical responses to ONV + DAC in relation to splice factor mutations
Response SRSF2 or SF3B1 mutations (n = 12) Other mutations (n = 32) Total (n = 44) Odds ratio (95% CI) P value
CR/CRi 6 (50%) 3 (9%) 9 (20%) 9.00 (1.45–72.38) 0.007
ORR 8 (67%) 4 (13%) 12 (27%) 12.82 (2.27–92.86) 0.001
BMR 7 (58%) 7 (22%) 14 (32%) 4.79 (0.97–26.27) 0.032
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One gene, the splicing factor SRSF2, was significantly 
and positively associated with the predicted response to 
ONV + DAC (P = 0.0009). Other mutated genes positively 
related to the gene signature included GATA3 which regu-
lates the balance between self-renewal and differentiation 
in hematopoietic stem cells [33], the splicing factor PUF60, 
and the cohesion factor SMC3. This suggested that spliceo-
some factors could be important in the response to ONV + 
DAC. The prevalence of the spliceosome genes SRSF2, and 
the less frequently mutated SF3B1, U2AF1, and ZRSR2, 
was therefore examined in the BeatAML samples. Twenty-
two percent (86 of 399) of BeatAML samples carried a spli-
ceosome mutation and 73% (63) of these were predicted 
to be responders to ONV + DAC, confirming that splicing 
factor genes, as a group, were associated with the predicted 
response in the BeatAML cohort (χ2

df=1 = 4.46, P = 0.035).

SRSF2 and SF3B1 mutations are associated 
with response to ONV + DAC in AML

The mutational profiling of the ONV + DAC cohort was per-
formed at baseline for all patients (n = 55) using DNA from 
PBMCs or BMMCs. The most frequently mutated genes 
were ASXL1 (22%), SRSF2 (22%), TP53 (16%), NRAS 
(16%), FLT3_ITD (15%), FLT3_TKD (13%), TET2 (11%), 
and DNMT3A (11%; see Supplemental Tables S4 and S5).

Given the putative association observed between the pre-
dicted probability of ONV + DAC response and splice factor 
genes in BeatAML, the mutational status of the core splice 
factor genes SRSF2 and SF3B1 was examined in the ONV + 
DAC cohort. Indeed, patients with SRSF2 or SF3B1 muta-
tions were 9.0 times more likely to be responders (CR/CRi) 
than not (P = 0.007; Table 3). When the overall response 
rate (CR/CRi/MFLS/PR) was considered, patients carrying 
a SRSF2 or SF3B1 mutation were 12.8 times more likely to 
be responders than not (P = 0.001; Table 3). Mutations in 
the splice factor gene ZRSR2 were not observed in the phase 
1b/2 study, and the splice factor U2AF1 was only mutated 
in 3 non-responders.

Discussion

In this study, of R/R AML patients enrolled in a phase 1b/2 
clinical trial for combination treatment with onvansertib plus 
decitabine (ONV + DAC), we derived gene expression data 
using bulk RNAseq from circulating, peripheral myeloid 
blasts. After correcting the data for the varying percentage 
of blasts present, transforming the gene counts, and subject-
ing the expression data to unsupervised clustering, we used 
nested, tree-based boosted regression (XGBoost) to build 
an ensemble of 2000 models that could be used to predict 
response to ONV + DAC.

The initial set of genes (features) for model building 
was selected using the leading edge from GSEA on mul-
tiple gene sets. Given limited and somewhat heterogenous 
samples, GSEA provides a robust way to identify gene sets/
pathways that are enriched in association with a response, 
and the leading edge identified those genes contributing 
to that enrichment. The final set of 10 genes was selected 
through two rounds of model building and variable selection. 
The final 2000 model ensemble had 100% recall on the full 
original (consensus clustered) dataset, reflecting the value 
of a model ensemble. However, despite attempts to mini-
mize over-fitting through the judicious use of a nested and 
cross-validated design, we acknowledge that having only 32 
samples necessitates the re-using of samples for training and 
testing making some model over-fitting inevitable.

In addition to providing the initial set of genes for predic-
tive modeling building, GSEA also indicated that ONV + 

Table 4  Multiple linear regression of 27 mutated AML genes asso-
ciated with gene expression–predicted ONV+DAC response in 
BeatAML (n = 399)

Mutated genes associated with predicted response were selected by 
regularized regression (elastic net) and a simple XGBoost regression 
model and then summarized by simple multivariate linear regression 
as shown here. Bold = P value < 0.05

Mutated gene Coefficient P value

SRSF2 0.0929 0.0009
GATA3 0.1383 0.0764
PUF60 0.1185 0.0900
SMC3 0.0952 0.0902
MTA2 0.1116 0.2231
TEX15 0.0758 0.2849
RUNX1 0.0395 0.1363
ASXL1 0.0248 0.4175
DNMT3A 0.0070 0.7319
WT1 0.0028 0.9192
FLT3 (ITD) −0.0002 0.9928
TP53 −0.0221 0.4318
JAK2 −0.0327 0.4467
FLT3 (TKD) −0.0274 0.2355
IDH2 −0.0318 0.2217
PTPN11 −0.0551 0.1202
TET2 −0.0496 0.0399
BCOR −0.0643 0.0587
CEBPA −0.0694 0.0304
LRRCC1 −0.1272 0.0997
CCND3 −0.1036 0.0579
GATA2 −0.0914 0.0302
NPM1 −0.0636 0.0042
FILIP1 −0.1770 0.0426
PML-RARA −0.1265 0.0057
GRIK2 −0.1958 0.0306
ZFHX4 −0.2687 0.0023
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DAC responders had elevated mitochondrial function, most 
notably oxidative phosphorylation (OXPHOS). OXPHOS 
addiction in AML cells is known to be associated with 
chemotherapy resistance and adverse prognosis in AML. 
OXPHOS-addicted AML cells are targeted by VEN + HMA 
through inhibition of electron transport chain complex II 
[34]. High OXPHOS AML cells are also typically glucose 
addicted through ATP inhibition of AMPK and activation 
of mTORC1 [35, 36], and they use the pentose phosphate 
pathway (PPP) to metabolize glucose. Since PLK1 is known 
to phosphorylate and activate G6PD [37], this represents 
a possible way in which PLK inhibition could target high 
OXPHOS AML cells, and warrants further investigation.

When the ONV + DAC gene signature was applied to 
the external BeatAML cohort, predicted responders were 
characterized by enrichment of mutations in the splice fac-
tor gene SRSF2 (Table 4; Fig. 3). Mutations in other core 
splicing factor genes (SF3B1, U2AF1, ZRSR2) were also 
somewhat enriched in the predicted responders. In the ONV 
+ DAC–treated patients examined in the current study, we 
observed that patients with SRSF2 or SF3B1 mutations were 
9 times more likely to be responders (CR/CRi) than not (P 

= 0.007; Table 3), with that value increasing to 12.8 times 
(P = 0.001) when overall response rate (CR/CRi/MLFS/PR) 
was considered.

Spliceosome mutations (such as SRSF2, SF3B1, U2AF1, 
and ZRSR2), along with driver mutations in the cohesion com-
plex, transcriptions factors (RUNX1), and chromatin modifiers 
(e.g., ASXL1), define a chromatin-spliceosome molecular sub-
type of AML (CS-AML). Overlapping characteristics are also 
frequently observed in MDS and secondary AML [38, 39]. 
Spliceosome mutations define a high-risk AML subtype that 
tends to have poor outcomes to intensive chemotherapy, and 
are found more frequently in older patients for whom intensive 
treatment may not be an option [2, 39, 40]. However, the pres-
ence of spliceosome mutations in the HMA + VEN setting 
has been shown to provide outcomes for patients with spli-
ceosome mutations that are at least as favorable as wildtype 
(ORR of 89% vs 79%)2. SRSF2 and SF3B1 mutations alter 
the normal sequence-specific RNA binding activity of their 
proteins driving aberrant splicing [41]. Aberrant splicing (AS) 
has also been shown to be linked to both cell cycle control and 
apoptosis, suggesting direct relationships between AS and cell 
cycle control agents including PLK1 [42].

Fig. 3  Heatmap showing the 
prevalence of 27 mutated 
genes in the BeatAML cohort 
that were associated with the 
ONV + DAC predictive gene 
signature



3057Annals of Hematology (2023) 102:3049–3059 

1 3

In the current study, no patient who had received prior 
HMA, or HMA + VEN, responded to ONV + DAC. This 
would suggest that these patients were either resistant or had 
become resistant to HMA or HMA + VEN, and that the fail-
ure of these patients to respond to ONV + DAC results from 
this prior HMA resistance. Also, although HMA + VEN has 
been shown to be efficacious following HMA failure, ONV 
+ DAC would appear unlikely to be able to rescue HMA + 
VEN failure.

Given this, one may ask if the observed ONV + DAC 
responders were largely responding to DAC and not specifi-
cally to the combination. Although we cannot know whether 
the (HMA naïve) patients in the current study would, or would 
not, have responded to DAC as a single agent, several lines 
of evidence suggest that it is highly unlikely that the ONV + 
DAC responders were simply responding to DAC and not to 
the combination. First, when the response to ONV + DAC 
was predicted in patients with a known status of response 
to single agent DAC [32], neither predicted ONV + DAC 
responders nor predicted non-responders were associated 
with known DAC response (Supplemental Tables S2 and S3). 
Second, additional support comes from the observation that 
none of the responders to ONV+DAC carried TET2 or TP53 
mutations (Supplemental Table S5), although both TET2 and 
TP53 mutations have previously been associated with favora-
ble response to HMA in AML and MDS [43, 44]. Chronic 
myelomonocytic leukemia (CMML) is a hybrid myelopro-
liferative/myelodysplastic with a tendency to progress to 
AML [45]. Like MDS and cs-AML, it is characterized, in up 
to 80% of cases, by mutations both in epigenetic modifiers, 
notably ASXL1 truncations leading to highly proliferative 
phenotypes, and SF genes [45, 46]. Consequently, safety and 
preliminary efficacy of onvansertib in R/R CMML are being 
studied in a phase 1 trial [NCT05549661].

Conclusion

Our results suggest that ONV + DAC has preliminary effi-
cacy as a treatment for R/R AML in patients who have not 
received prior HMA (DAC or AZA, either alone or in com-
bination with VEN). The efficacy of ONV + DAC is not 
predicted by the efficacy of DAC as a single agent; however, 
prior HMA failure may predict lack of response to ONV + 
DAC. A gene expression signature–based model, applied 
to an independent dataset predicted that mutations in splice 
factor genes, notably SRSF2 and SF3B1, may be predic-
tive of ONV + DAC response. This association was veri-
fied in ONV + DAC–treated patients and warrants further 
investigation.

Supplementary Information The online version contains supplemen-
tary material available at https:// doi. org/ 10. 1007/ s00277- 023- 05442-9.

Acknowledgement The authors thank the patients who participated in 
this trial together with their families, the medical and nursing teams, 
and the study coordinators at each of the participating centers. Cardiff 
Oncology provided onvansertib and worked with the investigators on 
the study design, protocol, monitoring, logistics of patient sample col-
lection, and data analyses. The authors would also like to thank Errin 
Samuëlsz for his molecular expertise, and to acknowledge the team at 
Cardiff Oncology for their support and guidance.

Author contribution Conception and design: PJPC, MR, AMZ, SLS; 
provision of study material and patients: AMZ, PSB, TLL, ESW; col-
lection and assembly of data: MR, PJPC; data analysis and interpre-
tation: PJPC, MR; manuscript writing: all authors; final approval of 
manuscript: all authors; corresponding author: AMZ

Funding This work was sponsored and funded entirely by Cardiff 
Oncology Inc.

Data availability The data generated during the current study were 
deposited into the Gene Expression Omnibus (GEO) database under 
accession number GSE239678 and are available at the following 
URL: https:// www. ncbi. nlm. nih. gov/ geo/ query/ acc. cgi? acc= GSE23 
9678. The data from Bohl et al. [32] was taken from GEO GSE84334 at 
the following URL: https:// www. ncbi. nlm. nih. gov/ geo/ query/ acc. cgi? 
acc= GSE84 334. The beatAML gene expression data and mutation data 
were taken from that publication’s supplemental information tables: 
https:// doi. org/ 10. 1038/ s41586- 018- 0623-z. All other data are included 
in this published article [and its supplementary information files]. Fur-
ther information will be made available upon reasonable request to the 
corresponding author.

Declarations 

Ethics approval The patient protocol was approved by the institutional 
review board or independent ethics committees at each participating 
center and was in accordance with the 1964 Declaration of Helsinki 
and its later amendments, and with Good Clinical Practice Guidelines.

Consent to participate Written prior informed consent was provided 
by all patients.

Conflict of interest AMZ is a Leukemia and Lymphoma Society 
Scholar in Clinical Research. AMZ received research funding (institu-
tional) from Celgene/BMS, Abbvie, Astex, Pfizer, Kura, Medimmune/
AstraZeneca, Boehringer-Ingelheim, Incyte, Takeda, Novartis, Shat-
tuck Labs, Geron, Foran, and Aprea. AMZ participated in advisory 
boards, and/or had a consultancy with and received honoraria from 
AbbVie, Pfizer, Celgene/BMS, Jazz, Incyte, Agios, Servier, Boehring-
er-Ingelheim, Novartis, Astellas, Daiichi Sankyo, Geron, Taiho, Seat-
tle Genetics, Otsuka, BeyondSpring, Takeda, Ionis, Amgen, Janssen, 
Genentech, Epizyme, Syndax, Gilead, Kura, Chiesi, ALX Oncology, 
BioCryst, Notable, Orum, Mendus, Zentalis, Schrodinger, Regen-
eron, Syros, and Tyme. AMZ served on clinical trial committees for 
Novartis, Abbvie, Gilead, Syros, BioCryst, Abbvie, ALX Oncology, 
Kura, Geron, and Celgene/BMS. PJPC and MR report personal fees 
from Cardiff Oncology (employment) during the conduct of the study 
and outside the submitted work, as well as a pending patent for US 
2023/0183814. SLS reports personal fees from Cardiff Oncology (con-
sultancy). TLL reports support from Bio-path Holdings, Astella Phar-
ma, Celyad, Aptevo Therapeutics, Cleave Biosciences, and Ciclomed. 
PSB reports support from Accordant Health Services/CVS Caremark 
(Medical Advisory Board), Glycomimetics, Notable Labs, and GPCR. 
ESW participated in advisory boards, and/or had a consultancy with 
and received honoraria from Abbvie, Astellas Pharma, Bristol-Myers 
Squibb, Gilead Sciences, GlaxoSmithKline, Jazz Pharmaceuticals, 

https://doi.org/10.1007/s00277-023-05442-9
https://www.ncbi.nlm.nih.gov/geo/query/acc.cgi?acc=GSE239678
https://www.ncbi.nlm.nih.gov/geo/query/acc.cgi?acc=GSE239678
https://www.ncbi.nlm.nih.gov/geo/query/acc.cgi?acc=GSE84334
https://www.ncbi.nlm.nih.gov/geo/query/acc.cgi?acc=GSE84334
https://doi.org/10.1038/s41586-018-0623-z


3058 Annals of Hematology (2023) 102:3049–3059

1 3

Kite/Gilead, Novartis, Pfizer, Pharmaessentia, and Takeda. ESW has 
participated in a Speaker’s Bureau with Astellas Pharma, Dava Oncol-
ogy, Pfizer, and Kura Oncology.

Open Access This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.

References

 1. Shallis RM, Zeidan AM, Wang R, Podoltsev NA (2021) Epi-
demiology of the Philadelphia chromosome-negative classical 
myeloproliferative neoplasms. Hematol Oncol Clin North Am 
35(2):177–189

 2. Jiang Y, Dunbar A, Gondek LP, Mohan S, Rataul M, O’Keefe C 
et al (2009) Aberrant DNA methylation is a dominant mechanism 
in MDS progression to AML. Blood 113(6):1315–1325

 3. Chen J, Odenike O, Rowley JD (2010) Leukaemogenesis: more 
than mutant genes. Nat Rev Cancer 10(1):23–36

 4. Wang ES (2014) Treating acute myeloid leukemia in older adults. 
Hematology Am Soc Hematol Educ Program 2014(1):14–20. 
https:// doi. org/ 10. 1182/ ashed ucati on- 2014.1. 14

 5. DiNardo CD, Pratz K, Pullarkat V, Jonas BA, Arellano M, Becker 
PS et al (2019) Venetoclax combined with decitabine or azaciti-
dine in treatment-naive, elderly patients with acute myeloid leu-
kemia. Blood 133(1):7–17

 6. Brancati S, Gozzo L, Romano GL, Vetro C, Dulcamare I, Maugeri 
C et al (2021) Venetoclax in relapsed/refractory acute myeloid 
leukemia: are supporting evidences enough? Cancers 14(1):22

 7. Bewersdorf JP, Giri S, Wang R, Williams RT, Tallman MS, Zeidan 
AM et al (2020) Venetoclax as monotherapy and in combination 
with hypomethylating agents or low dose cytarabine in relapsed 
and treatment refractory acute myeloid leukemia: a systematic 
review and meta-analysis. Haematologica 105(11):2659–2663

 8. Iliaki S, Beyaert R, Afonina IS (2021) Polo-like kinase 1 (PLK1) 
signaling in cancer and beyond. Biochem Pharmacol 193:114747. 
https:// doi. org/ 10. 1016/j. bcp. 2021. 114747

 9. Barr Francis A, Silljé Herman HW, Nigg Erich A (2004) Polo-like 
kinases and the orchestration of cell division. Nat Rev Mol Cell 
Biol 5(6):429–441

 10. Degenhardt Y, Lampkin T (2010) Targeting Polo-like Kinase in 
cancer therapy. Clin Cancer Res 16(2):384–389

 11. Goroshchuk O, Kolosenko I, Vidarsdottir L, Azimi A, Palm-
Apergi C (2019) Polo-like kinases and acute leukemia. Oncogene 
38(1):1–16

 12. Valsasina B, Beria I, Alli C, Alzani R, Avanzi N, Ballinari D et al 
(2012) NMS-P937, an orally available, specific small-molecule 
Polo-like kinase 1 inhibitor with antitumor activity in solid and 
hematologic malignancies. Mol Cancer Ther 11(4):1006–1016

 13. Casolaro A, Golay J, Albanese C, Ceruti R, Patton V, Cribioli S 
et al (2013) The Polo-like kinase 1 (PLK1) inhibitor NMS-P937 
is effective in a new model of disseminated primary CD56+ acute 
monoblastic leukaemia. PLoS One 8(3):E58424

 14. Zeidan AM, Ridinger M, Lin TL, Becker PS, Schiller GJ, 
Patel PA et al (2020) A phase Ib study of onvansertib, a novel 
oral PLK1 inhibitor, in combination therapy for patients with 
relapsed or refractory acute myeloid leukemia. Clin Cancer Res 
26(23):6132–6140

 15. Cheson BD, Bennett JM, Kopecky KJ, Büchner T, Willman 
CL, Estey EH et  al (2003) Revised recommendations of the 
international working group for diagnosis, standardization of 
response criteria, treatment outcomes, and reporting standards 
for therapeutic trials in acute myeloid leukemia. J Clin Oncol 
21(24):4642–4649

 16. Frankish A, Diekhans M, Ferreira A-M, Johnson R, Jun-
greis I, Loveland J et al (2019) GENCODE reference annota-
tion for the human and mouse genomes. Nucleic Acids Res 
47(D1):D766–D773

 17. Patro R, Duggal G, Love MI, Irizarry RA, Kingsford C (2017) 
Salmon provides fast and bias-aware quantification of transcript 
expression. Nat Methods 14(4):417–419

 18. Soneson C, Love MI, Robinson MD (2015) Differential analyses 
for RNA-seq: transcript-level estimates improve gene-level infer-
ences. F1000Res 4:1521

 19. Anders S, Huber W (2010) Differential expression analysis for 
sequence count data. Genome Biol 11(10):R106

 20. Love MI, Huber W, Anders S (2014) Moderated estimation of fold 
change and dispersion for RNA-seq data with DESeq2. Genome 
Biol 15(12):550. https:// doi. org/ 10. 1186/ s13059- 014- 0550-8

 21. Christopoulos DT (2016) Introducing Unit Invariant Knee (UIK) 
as an objective choice for elbow point in multivariate data analysis 
techniques. Econometrics: Econometric & Statistical Methods - 
Special Topics eJournal, pp 7. https:// doi. org/ 10. 2139/ ssrn. 30430 
76

 22. Hänzelmann S, Castelo R, Guinney J (2013) GSVA: gene set vari-
ation analysis for microarray and RNA-Seq data. BMC Bioinfor-
matics 14(1):7. https:// doi. org/ 10. 1186/ 1471- 2105- 14-7

 23. Smyth G (2005) Limma: linear models for microarray data. In: 
Gentleman R, Carey VJ, Huber W, Irizarry RA, Dudoit S (eds) 
Bioinformatics and computational biology solution using R and 
bioconductor. Statistics for Biology and Health, Springer, New 
York, pp 397–420. https:// doi. org/ 10. 1007/0- 387- 29362-0_ 23

 24. Ritchie ME, Phipson B, Wu D, Hu Y, Law CW, Shi W et al (2015) 
limma powers differential expression analyses for RNA-sequenc-
ing and microarray studies. Nucleic Acids Res 43(7):E47

 25. Xiao Y, Hsiao T-H, Suresh U, Chen H-IH, Wu X, Wolf SE et al 
(2014) A novel significance score for gene selection and rank-
ing. Bioinformatics 30(6):801–807. https:// doi. org/ 10. 1093/ bioin 
forma tics/ btr671 Epub 2012 Feb 9

 26. Subramanian A, Tamayo P, Mootha VK, Mukherjee S, Ebert BL, 
Gillette MA et al (2005) Gene set enrichment analysis: a knowl-
edge-based approach for interpreting genome-wide expression 
profiles. Proc Natl Acad Sci USA 102(43):15545–15550

 27. Liberzon A, Subramanian A, Pinchback R, Thorvaldsdóttir H, 
Tamayo P, Mesirov JP (2011) Molecular signatures database 
(MSigDB) 3.0. Bioinformatics 27(12):1739–1740

 28. Benjamini Y, Hochberg Y (1995) Controlling the false discovery 
rate: a practical and powerful approach to multiple testing. J R Stat 
Soc B Methodol 57(1):289–300

 29. Tyner JW, Tognon CE, Bottomly D, Wilmot B, Kurtz SE, Savage 
SL et al (2018) Functional genomic landscape of acute myeloid 
leukaemia. Nature 562(7728):526–531

 30. Chen T (2016) XGBoost: a scalable tree boosting system. In: Pro-
ceedings of the 22nd ACM SIGKDD International Conference on 
Knowledge Discovery and Data Mining, vol 2016. ACM, New 
York, NY, USA, pp 785–794

 31. Döhner H, Estey E, Grimwade D, Amadori S, Appelbaum FR, 
Büchner T et al (2017) Diagnosis and management of AML in 

http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1182/asheducation-2014.1.14
https://doi.org/10.1016/j.bcp.2021.114747
https://doi.org/10.1186/s13059-014-0550-8
https://doi.org/10.2139/ssrn.3043076
https://doi.org/10.2139/ssrn.3043076
https://doi.org/10.1186/1471-2105-14-7
https://doi.org/10.1007/0-387-29362-0_23
https://doi.org/10.1093/bioinformatics/btr671
https://doi.org/10.1093/bioinformatics/btr671


3059Annals of Hematology (2023) 102:3049–3059 

1 3

adults: 2017 ELN recommendations from an international expert 
panel. Blood 129(4):424–447

 32. Bohl SR, Dolnik A, Jensen T, Lang KM, Hackanson B, Gaidzik 
VI et al (2017) Gene expression analysis of decitabine treated 
AML: high impact of tumor suppressor gene expression changes. 
Leuk Lymphoma 58(9):2264–2267

 33. Gao J, Chen Y-H, Peterson LC (2015) GATA family transcrip-
tional factors: emerging suspects in hematologic disorders. Exp 
Hematol Oncol 4:28. https:// doi. org/ 10. 1186/ s40164- 015- 0024-z

 34. Pollyea D, Stevens B, Jones C, Winters A, Pei S, Minhajuddin M 
et al (2018) Venetoclax with azacitidine disrupts energy metabo-
lism and targets leukemia stem cells in patients with acute myeloid 
leukemia. Nat Med 24(12):1859–1866. https:// doi. org/ 10. 1038/ 
s41591- 018- 0233-1

 35. Poulain L, Sujobert P, Zylbersztejn F, Barreau S, Stuani L, Lam-
bert M et al (2017) High mTORC1 activity drives glycolysis 
addiction and sensitivity to G6PD inhibition in acute myeloid 
leukemia cells. Leukemia 31(11):2326–2335

 36. You R, Hou D, Wang B, Liu J, Wang X, Xiao Q et al (2022) Bone 
marrow microenvironment drives AML cell OXPHOS addic-
tion and AMPK inhibition to resist chemotherapy. J Leukoc Biol 
112(2):299–311

 37. Ma X, Wang L, Huang D, Li Y, Yang D, Li T et al (2017) Polo-
like kinase 1 coordinates biosynthesis during cell cycle progres-
sion by directly activating pentose phosphate pathway. Nat Com-
mun 8(1):1506

 38. Ochi Y, Ogawa S (2021) Chromatin-spliceosome mutations in 
acute myeloid leukemia. Cancers 13(6):1232. https:// doi. org/ 10. 
3390/ cance rs130 61232

 39. Lachowiez CA, Loghavi S, Furudate K, Montalban-Bravo G, 
Maiti A, Kadia T et al (2021) Impact of splicing mutations in 
acute myeloid leukemia treated with hypomethylating agents com-
bined with venetoclax. Blood Adv 5(8):2173–2183

 40. Caprioli C, Lussana F, Salmoiraghi S, Cavagna R, Buklijas K, 
Elidi L et al (2020) Clinical significance of chromatin-spliceo-
some acute myeloid leukemia: a report from the Northern Italy 
Leukemia Group (NILG) randomized trial 02/06. Haematologica 
106(10):2578–2587

 41. Kim E, Ilagan JO, Liang Y, Daubner GM, Lee SC-W, Ram-
akrishnan A et al (2015) SRSF2 mutations contribute to myelo-
dysplasia by mutant-specific effects on exon recognition. Cancer 
Cell 27(5):617–630

 42. Moore MJ, Wang Q, Kennedy CJ, Silver PA (2010) An alterna-
tive splicing network links cell-cycle control to apoptosis. Cell 
142(4):625–636

 43. Welch JS, Petti AA, Miller CA, Fronick CC, O’Laughlin M, 
Fulton RS et al (2016) TP53 and decitabine in acute myeloid 
leukemia and myelodysplastic syndromes. N Engl J Med 
375(21):2023–2036

 44. Stomper J, Lübbert M (2019) Can we predict responsiveness to 
hypomethylating agents in AML? Semin Hematol 56(2):118–124

 45. Arber DA, Orazi A, Hasserjian RP, Borowitz MJ, Calvo KR, 
Kvasnicka H-M et al (2022) International consensus classification 
of myeloid neoplasms and acute leukemias: integrating morpho-
logic, clinical, and genomic data. Blood 140(11):1200–1228

 46. Binder M, Carr RM, Lasho TL, Finke CM, Mangaonkar AA, 
Pin CL et al (2022) Oncogenic gene expression and epigenetic 
remodeling of cis-regulatory elements in ASXL1-mutant chronic 
myelomonocytic leukemia. Nat Commun 13:1434. https:// doi. org/ 
10. 1038/ s41467- 022- 29142-6

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

https://doi.org/10.1186/s40164-015-0024-z
https://doi.org/10.1038/s41591-018-0233-1
https://doi.org/10.1038/s41591-018-0233-1
https://doi.org/10.3390/cancers13061232
https://doi.org/10.3390/cancers13061232
https://doi.org/10.1038/s41467-022-29142-6
https://doi.org/10.1038/s41467-022-29142-6

	Spliceosome mutations are associated with clinical response in a phase 1b2 study of the PLK1 inhibitor onvansertib in combination with decitabine in relapsed or refractory acute myeloid leukemia
	Abstract
	Introduction
	Objectives
	Materials and methods
	Patient eligibility and treatment
	Bone marrow evaluation and anti-leukemic activity
	Blood collection and processing
	Gene expression and peripheral blast correction
	Gene set enrichment analyses and gene signature modeling
	Predicting response to onvansertib plus decitabine in the BeatAML cohort

	Results
	Study population
	Clinical responses and consensus clustering
	Gene expression signature associated with sensitivity to ONV + DAC
	Gene expression signature is associated with spliceosome mutations in an independent AML cohort
	SRSF2 and SF3B1 mutations are associated with response to ONV + DAC in AML

	Discussion
	Conclusion
	Anchor 20
	Acknowledgement 
	References


