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A B S T R A C T

Background: Decitabine is widely used in the treatment of acute myeloid leukemia (AML) in elderly patients.
Low-dose Vitamin C has also been indicated to induce DNA demethylation at the cellular level. However, little is
known whether low-dose Vitamin C has a synergistic effect with decitabine in clinic.
Methods: The effect of combined low-dose Vitamin C and decitabine on cell proliferation, the cell cycle,
apoptosis and the expression level and activity of TET2 was investigated in HL60 and NB4 human leukemic cells.
Additionally, we analyzed the clinical outcomes of 73 elderly AML patients who received A-DCAG (intravenous
Vitamin C [IVC] plus DCAG [n=39]) or DCAG (n=34) treatment.
Results: We found that low-dose Vitamin C and decitabine has a synergistic efficacy on proliferation, apoptosis,
TET2 expression and activity, compared to drug–alone treatment in HL60 and NB4 cell lines in vitro. In clinic,
feasibility and safety evaluations revealed that patients who received A-DCAG regimen have a higher complete
remission (CR) rate than those who received the DCAG regimen (79.92% vs. 44.11%; P=0.004) after one cycle
of chemotherapy. The median overall survival (OS) was better in the A-DCAG group compared with the DCAG
group (15.3 months vs. 9.3 months, P=0.039). Patients with adverse cytogenetics did benefit from CR. There
was no clinically significant additional toxicity observed with the addition of IVC.
Conclusion: On the basis of these results, the addition of IVC at low doses to DCAG appeared to improve CR and
prolong OS, compared with DCAG, in elderly patients with AML.

1. Introduction

Acute myeloid leukemia (AML) is a clonal disorder of hematopoiesis
characterized by dysregulated gene expression and abnormal patterns
of DNA methylation. Aberrant DNA methylation that silences the ex-
pression of tumor suppressor genes (TSGs) occurs frequently in patients
with AML, and can be used to predict the outcome of therapy [1].
Decitabine has recently become the mainstay of different types of AML
and myelodysplastic syndrome (MDS) due to its ability to induce ob-
jective remissions and prolong overall survival (OS) compared with
low-dose cytarabine, even in patients with adverse cytogenetics [2].
TSGs that are epigenetically silenced in AML cells were induced sy-
nergistically by the combination epigenetic therapy, providing a

rationale for clinical trials using a combination of epigenetic or cyto-
toxic therapies [3]. Our previous study demonstrated its combined ef-
fect and safety with low-dose decitabine prior to aclarubicin and cy-
tarabine (DCAG) in elderly patients with AML, in which it appeared to
achieve a complete remission (CR) rate of 76.3% and a median overall
survival of 10 months [4].

Potentially, one mechanism for the success of treatment with hy-
pomethylating agents is the upregulation of ten-eleven-translocation2
(TET2) proteins themselves [5]. Indeed, the associations between TET2
and clinical outcome have been newly investigated [6,7]. TET2, a
member of the TET family genes that modify DNA by converting 5-
methylcytosine (5mC) to 5-hydroxymethylcytosine (5hmC), is located
at chromosome 4q24 and is frequently mutated in myeloid
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malignancies [8]. Loss-of-TET2 protein function occurs frequently in
AML and MDS [8,9]; which inhibits the TET-mediated conversion of
5mC to 5hmC, a known intermediate in DNA demethylation pathways
[6]. Interestingly, decitabine resulted in the paradoxical increase in
5hmC levels, while it reduced the global levels of 5mC in vitro [10].
Recent studies have demonstrated that ascorbic acid (Vitamin C), as a
direct regulator of TET activity, may enhance 5hmC generation, most
likely by acting as a co-factor for TET methylcytosine dioxygenase to
hydroxylate 5mC [11,12]. Notably, the global increase in 5hmC was
rapidly lost after three days of Vitamin C withdrawal, whereas pro-
moter 5mC gradually increased after Vitamin C removal in vitro [11].
Increasing evidences indicate that high concentrations (0.5–5mM) of
intravenous Vitamin C (IVC) in vivo appears to have therapeutic po-
tential in cancer patients, with an outstanding safety profile and a
spectrum of clinical benefits [13–15]. Importantly, pharmacological
concentrations of Vitamin C (10–1000 μM) induced a time- and dose-
dependent increase in 5-hmC [12]. Furthermore, Vitamin C does not
inhibit but rather enhances the activity of chemotherapeutic drugs
[16]. Recently, Cimmino et al. demonstrated Vitamin C also drives DNA
hypomethylation and expression of a TET2-dependent gene signature in
human leukemia cell lines [17]. Nevertheless, little is known whether
low-dose IVC has a synergetic effect with decitabine in clinic. Welch
et al. reported that low-dose Vitamin C increases the apoptotic effect of
arsenic trioxide on AML cells in vitro, and can be safely combined with
decitabine and arsenic trioxide in vivo [18]. It has been considered that
patients with leukemia, especially elderly AML patients, may have a
higher risk of IVC-associated prothrombotic risks [19]. In this study,
Vitamin C with low-concentrations of 0.3mM in vitro and low-doses of
IVC (50–80mg/kg/day) in vivo were used. These were within the
pharmacological concentration window that may be achieved after the
intravenous administration in AML patients. In this study, we in-
vestigated the combinatorial effect of low-dose Vitamin C with decita-
bine in AML cells, and compared the outcomes of elderly AML patients
treated with low-dose IVC in combination with decitabine-based che-
motherapy (A-DCAG) or DCAG regimen.

2. Materials and methods

2.1. Cell culture and chemicals

Human AML cell line with TET-wild-type (WT), NB4 and HL60 were
obtained from the Cell Bank (Chinese Academy of Medical Sciences,
Shanghai, China). Cells were maintained at 37 °C in a humidified at-
mosphere with 5% CO2. Cells were cultured in RPMI-1640 medium
containing 10% fetal bovine serum. Decitabine and Vitamin C were
obtained from Sigma-Aldrich. Decitabine was added from 0.2M of
stock solution with dimethylsulfoxide (DMSO) to a final concentration
of 2.5 μM at different time points, while Vitamin C was added from
0.2M of stock solution with phosphate buffered saline (PBS) to a final
concentration of 0.3 mM. Target or effector cells were incubated at
different time points with 2.5 μM of decitabine alone or combined with
0.3 mM of Vitamin C before measurement, with untreated cells as
controls in all experiments.

2.2. Viability test

NB4 and HL60 cells (2.0× 104/well) were plated and treated in 96-
well plates (three wells per group). Cells were treated with 2.5 μM of
decitabine, 0.3mM of Vitamin C and its combinations for 24, 48, or
72 h. Then, 10 μl of cell counting kit-8 (CCK8; Dojindo, Kumamoto,
Japan) was added to the cells before the test. Absorbance was measured
at 490 nm in a spectrophotometer (BioTek, Winooski, VT, USA), ac-
cording to manufacturer’s instructions. Cell viability was calculated and
the dose-response curves were measured to evaluate the cytotoxic ef-
fect.

2.3. Apoptosis

NB4 and HL60 cells were treated with specified concentrations of
2.5 μM of decitabine, 0.3 mM of Vitamin C and its combinations for
48 h. Cells were washed in PBS and resuspended in 100 μl of binding
buffer containing 5 μl of Annexin V and 5 μl of propidium iodide (PI)
(BD Pharmingen, SanDiego, CA, USA). Cells were analyzed by flow
cytometry (Becton Dickinson, CA, USA) after the addition of Annexin V,
which bonded to cells that expressed phosphatidylserine on the outer
layer of the cell membrane; while PI stained the cellular DNA of these
cells with a compromised cell membrane. Cells were considered to be
apoptotic if they were either Annexin V+/PI− (early apoptotic) or
annexin V+/PI+ (late apoptotic).

2.4. Cell cycle

NB4 and HL60 cells were treated with 2.5 μM decitabine, 0.3 mM
Vitamin C and their combinations for 48 h. 1× 106 cells were sus-
pended in 100 μl ice-cold PBS and fixed in 1ml 75% ethanol at −20 °C.
For the analysis, the suspension was washed twice with PBS, re-
suspended in PI-staining solution (0.1% [v/v] Triton X-100, 100 μg/mL
of RNaseA, 50 μg/mL of PI), and kept for 30min at room temperature in
the dark. The treated cells were subjected to BD flow cytometry (Becton
Dickinson, CA, USA) for cell-cycle distribution analysis.

2.5. RNA isolation and qRT-PCR

After cells were treated with compounds for 48 h, total RNA was
extracted from 5×106 cells using Trizol reagent (Invitrogen, Shanghai,
China), according to manufacturer’s instructions. Complementary DNA
(cDNA) was generated from 0.5 μg of total RNA using a Reverse
Transcription System Kit (Takara, Dalian, China), and the cDNA was
amplified by qPCR with the FastStart Universal SYBR Green Master
(ROX) (Takara, Dalian, China). The primers were: TET2: 5′-ACG CTT
GGA AGC AGG AGA T -3′ (forward); 5′- CAC AAG GCT GCC CTC TAG
TT −3′ (reverse); GAPDH: 5′-TGT TGC CAT CAA TGA CCC CTT-3′
(forward); 5′- CTC CAC GAC GTA CTC AGC G-3′ (reverse). Reaction
mixtures were prepared using 2 μl of cDNA, 10 μl of SYBR Premix Ex
Taq, 0.4 μl of ROX Reference Dye, 0.8 μl of TET2 primers (10 μM) or
0.8 μl of GAPDH primers (10 μM), and deionized water to a total vo-
lume of 20 μl. Cycle conditions were one cycle for 5min at 95 °C, 40
cycles for 5 s at 95 °C and 30 s at 60 °C, 15 s at 72 °C, and one cycle for
10min at 72 °C. The threshold cycle (Ct) was defined as the fractional
cycle number at which the fluorescence passed the fixed threshold, and
each sample was normalized according to its endogenous GAPDH RNA
content. The relative expression of TET2 mRNA was 2−ΔΔCT.

2.6. Western blotting

Total proteins were extracted from 5×106 cells treated with drugs
for 48 h. Cells were washed with ice-cold PBS and resuspended in 100 μl
of lysis buffer for 30min at 4 °C, and centrifuged at 12,000g for 30min
at 4 °C. After protein concentration assay (Bradford) supernatants were
mixed with 4× laemmli sample buffer and boiled for 5min, 20mg
protein were subjected to SDS-PAGE and transferred into nitrocellulose
membranes (Hybond PVDF, Amersham). After blocking with 5% non-
fat milk in Tris-buffered saline (TBS) with 0.1% Tween 20, PVDF
membranes were incubated with antibodies against human TET2
(Abcam, Cambridge, UK) at 1:1000 dilutions and GAPDH (Abcam,
Cambridge, UK) at 1:10,000 dilutions overnight at 4 °C, followed by
incubation with horseradish peroxidase-linked secondary antibody
(CST; 1:5000 dilutions) for 1 h at room temperature. Blots were vi-
sualized using an enhanced chemiluminescence reagent (Pierce,
Rockford, IL) before exposure to X-ray film. Relative protein expression
was evaluated by GeneTools Software and statistical analysis was per-
formed in GraphPad software.
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2.7. Enzyme-linked immunosorbent assay (ELISA) for measuring the
activity of total 5mC hydroxylase TET2 enzyme

The epigenase 5mC hydroxylase TET2 activity assay kit (Epigentek,
USA) is suitable for measuring the activity of total 5mC hydroxylase
TET2 enzymes using nuclear extracts. The EpiQuik™ nuclear extraction
kit (Epigentek, USA) was chosen to prepare the nuclear extracts from
mammalian cells. Briefly, TET2 assay standard (20 μg/mL) and 80 μl of
binding solution were added into a 96-well plate and incubated at 37 °C
for 90min. Then, 1–4 μl of nuclear extracts (5 μg) was added at 37 °C for
90min, followed by 50 μl of capture antibody at room temperature for
60min. Absorbance was read at 450 nm. TET2 activity was calculated
based on the standard curve generated using kit controls. We calculated
the TET2 activity using the equation: TET2 activity (RFU/min/
mg)= 1000× (sample RFU− blank RFU)/(Protein Amount
(μg)*×min**). * nuclear extracts added into the reaction; ** incuba-
tion time after nuclear extracts added.

2.8. Patient clinical features

Patients who were≥60 years old and were newly diagnosed de novo
or secondary AML according to the International Working Group (IWG)
criteria [20] were analyzed. From November 2010 to April 2016, a total
of 73 newly diagnosed elderly patients with AML who were deemed
unfit for or refused intensive chemotherapy were included into the
study. All the patients were randomly divided into two treatment arms
(A-DCAG, 39; DCAG, 34). The median age of these patients was 68.2
years old (range: 60–87 years old) with a male-to-female ratio of 1.2:1.
Baseline characteristics are shown in Table 1. All patients had an
Eastern Cooperative Oncology Group (ECOG) performance status (PS)
of 0–2. The study procedures and informed consent forms were ap-
proved by Institutional Review Board. This study was performed in
accordance with the Declaration of Helsinki and Good Clinical Practice
guidelines. All patients provided written informed consent.

2.9. Treatment regimens

Patients received one of the two induction courses: DCAG or A-
DCAG. DCAG consisted of 15mg/m2 of decitabine (intravenously, days
1–5) and 300 μg/day of granulocyte colony-stimulating factor (G-CSF,
days 0–9) for priming its combination with 10mg/m2 of cytarabine
(q12h, days 3–9), 8 mg/m2 of aclarubicin (days 3–6, DCAG), or IVC
(50–80mg/kg/day, days 0–9; A-DCAG). The G-CSF priming was dis-
continued when white blood count (WBC) was ≥20×109/L.
Treatment responses were defined according to the modified 2003 IWG
criteria [20]. Up to two cycles of induction therapy were allowed when
a response was not achieved. Patients with progressive disease after two
cycles were excluded from the study. Patients with refractory diseases
were offered alternative re-induction regimens. Patients who achieved
CR or PR were treated the same regime as post-remission therapy for
4–6 cycles. The next cycle of treatment was given until the recovery of
hematopoiesis and resolution of all toxicities. Treatment was continued
until relapse or progressive disease, death, or unacceptable toxicity
occurred. All patients received antimicrobials, supportive care and
transfusions of blood products according to institutional guidelines.
Blood routine was monitored every 1–2 days during and after the che-
motherapy. Red cell and platelet concentrations were given if he-
moglobin was under 70 g/L or platelet under 20×109/L, respectively.
Bone marrow aspiration was taken at the time of recovery of peripheral
hemogram, or three weeks later after chemotherapy.

2.10. Statistical analysis

All statistical analyses were performed using SPSS software 22.0.
Data from the in vitro study were reported as mean ± standard de-
viation, and the statistical significance of the difference among groups

was determined by two-sided Student’s t-test or one-way ANOVA. CR
rate was analyzed using Chi-square test. Kaplan-Meier product-limit
estimator was used to describe OS, and death was a competing risk
factor. OS was defined as from the date of diagnosed to date of death,
irrespective of cause. A P-value ≤0.05 was considered statistically
significant, when compared between groups.

3. Results

3.1. Vitamin C improves decitabine-induced cytotoxicity in NB4 and HL60
cells

The combinatorial effect of decitabine and Vitamin C on cell via-
bility was investigated by CCK-8 assay. AML cell lines NB4 and HL60
were treated with different concentrations of decitabine and Vitamin C
for 24, 48, or 72 h. NB4 cells were more potently inhibited, suggesting
that the anti-proliferative effect of these drugs could be cell-type de-
pendent. Based on the growth inhibition assay, 2.5 μM of decitabine
and 0.3 mM of Vitamin C were used in the subsequent experiments.
Moreover, both cells revealed a significant decrease in cell viability
after 48 h and 72 h of treatment (P=0.002 for NB4, P=0.019 for
HL60 after 48 h, and P < 0.001 for every after 72 h), which was shown
in Fig. 1. These data demonstrated that the cytotoxicity of decitabine
was enhanced by Vitamin C in AML cells.

Table 1
Characteristics of elderly patients with AML.

Characteristics DCAG+VC
(n=39)

DCAG (n= 34) P

Age years < 0.001
median 69 65
range 60–87 60–77

Sex 0.919
Male 21 19
Female 18 15

ECOG 0.161
0–2 32 32
≥3 7 2

Dignosis (WHO) 0.613
M0 1 2
M1 7 5
M2 17 16
M4 2 4
M5 8 5
M6 4 2

AML type 0.956
AML, de novo 24 28
AML, Secondary 15 6

Primary karyotype 0.842
Good 0 2
Intermediate 31 27
Poor 8 3
Unavailable 0 2

NPM1 mutation 5 4 0.891
CEBPA mutation 5 5 0.815
FLT3 mutation 3 3 0.861
myeloid sarcoma 0 0 1.000
WBC (×109/L) 0.251
median 5.1 10.8
range 0.41–240 0.5–186.25

percent blasts in the bone
marrow (%)

0.401

median 52.4 62.8
range 22–92.8 20–95.2

LDH (U/L) 0.080
median 473 258
range 199–8246 153–2635
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3.2. Vitamin C increases decitabine-induced apoptosis in NB4 and HL60
cells

In order to investigate whether cytotoxicity was related to apop-
tosis, NB4 and HL60 cells were treated with 2.5 μM of decitabine and
0.3 mM of Vitamin C for 48 h, with untreated cells as controls.
Apoptotic cells double labeled with Annexin V/PI were analyzed by
flow cytometry. Annexin V positive cells increased after treatment with
2.5 μM of decitabine (P < 0.001, each). However, this tendency was
not observed in 0.3mM of Vitamin C (P=0.118 for NB4, P=0.250 for
HL60), compared with untreated cells. Moreover, Annexin V positive
cells increased due to the co-treatment with decitabine and Vitamin C

in both cells (P < 0.001, each). All above was shown in Fig. 2A and B.
These data indicates that Vitamin C increased decitabine-induced
apoptosis in AML cells.

3.3. Vitamin C increases decitabine-induced G2-M phase cell cycle arrest in
NB4 and HL60 cells

The distribution of cell cycle phases was monitored by the PI
staining of ethanol-fixed cells after 2.5 μM of decitabine alone or
combined with 0.3 mM of Vitamin C for 48 h. There was no obvious
change in cell cycle distribution after treatment with Vitamin C alone.
However, decitabine arrested a progressively greater number of cells in

Fig. 1. The increasing growth inhibition after Decitabine(DAC) and Vitamin C(VC) treatment. The growth inhibition results of NB4 and HL60 after 2.5 μM DAC and 0.3mM VC for
24–48–72 h was shown in Fig. 1. A significant inhibition could be observed after incubation for 48 and 72 h.

Fig. 2. Decitabine(DAC) and Vitamin C(VC) induced apoptosis after 48 h treatment. Annexin V positive cells were detected by flow cytometry. (a: control; b: 0.3 mM VC; c: 2.5 μM DAC; d:
2.5 μM DAC+0.3mM VC). Results represent the mean ± S.D. for three independent experiments. *p < 0.05, **p < 0.01, ***p < 0.001.
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the G2-M phase in both cell lines (P < 0.001, each) and this phe-
nomenon became more significant after the addition of Vitamin C
(P < 0.05, each; Fig. 3).

3.4. TET2 expression and TET2 enzyme activity changed after decitabine
and Vitamin C treatment

After treatment with 2.5 μM of decitabine and 0.3mM of Vitamin C
for 48 h, the mRNA and protein expression were measured by qRT-PCR
and western blotting. The mRNA and protein expression of TET2 re-
mained unchanged after Vitamin C treatment (P=0.494, 0.538 for
NB4 and HL60 mRNA, Fig. 4A; P=0.333, 0.402 for NB4 and HL60
protein, Fig. 4B and C). However, decitabine treatment resulted in the
upregulation of the mRNA and protein expression of TET2 in both NB4
and HL60 cells (P=0.007, 0.013 for NB4 and HL60 mRNA, Fig. 4A;
P < 0.001, 0.027 for NB4 and HL60 protein, Fig. 4B and C), and this
was not enhanced by the addition of Vitamin C to decitabine
(P=0.780, 0.653 for NB4 and HL60 mRNA, Fig. 4A; P=0.258, 0.183
for NB4 and HL60 protein, Fig. 4B and C; compared to decitabine
treatment). Furthermore, TET2 enzyme activity was also detected by
ELISA, which was shown in Fig. 4D. Both decitabine (P < 0.001, each)
and Vitamin C alone (P=0.003,< 0.001 for NB4 and HL60) can en-
hance TET2 enzyme activity in NB4 and HL60 cells after 48 h. The
combined administration of decitabine and Vitamin C resulted in the
most significant activity of TET2 enzymes (P < 0.001 for each, com-
pared to controls; P=0.003, 0.002 for NB4 and HL60, compared to
decitabine treatment). Overall, TET2 mRNA and protein expression and
TET2 enzyme activity can be increased after the simultaneous treat-
ment of Vitamin C and decitabine in NB4 and HL60 cells (Fig. 4).

3.5. Efficacy of A-DCAG versus DCAG in elderly AML patients

The CR rate after one and two induction cycles was higher in the A-
DCAG arm compared with the DCAG arm (79.9% vs. 44.1% [P=0.004]
and 84.6% vs. 70.6% [P=0.148], respectively). There was a good
tendency in the overall CR ratio after adding IVC to DCAG, although
there was no significance between these two arms (Table 2). In patients
with adverse cytogenetics, the CR rate was comparable between the A-
DCAG group (n=8, 75%) and DCAG group (n=3, 66.7%).

With a median follow-up of 13.8 months (range: 1.5-66.7 months),
A-DCAG produced a better median OS (15.3 months vs. 9.3 months, HR:
0.47, 95% CI: 0.263–0.838, P=0.039; Fig. 5); which was accounted for
the achievement of CR after one cycle (Table 2). Because of small
sample size of good or poor genetic prognosis, the median OS between
two arms was not analyzed in details for these patients. The estimated
3-year survival rate was 28.6% in the A-DCAG group and 12.5% in
DCAG group (P < 0.001). The median OS was 18 months in A-DCAG
and 15 months in DCAG for patients who achieved CR/PR after one or
two cycles of induction therapy. In this study, the higher rate of early
CR and prolonged OS in the A-DCAG arm support the anti-leukemic
synergy effect of IVC and DCAG in elderly AML patients.

3.6. Treatment-related toxicity

Both regimens of DCAG and A-DCAG were well tolerated. In pa-
tients with CR, no significant differences between the two arms could
be demonstrated with respect to the median time for platelet recovery
(≥20×109/L) and granulocyte recovery (≥0.5×109/L). The most
common grade 3 or 4 toxicities included neutropenia, thrombocyto-
penia, constipation, diarrhea, hemorrhage and thrombosis. The in-
cidence of non-hematological toxicities was low. Infection was the most
frequent grade 3 or 4 non-hematologic adverse events, with no sig-
nificant differences observed for the A-DCAG arms compared with the
DCAG arm (Table 2). During convalescence, thrombotic complications
were observed in only one patient receiving A-DCAG regimen, who had
deep venous thrombosis; and platelet count was 37×109/L.

4. Discussion

At present, decitabine has been widely used for AML patients who
are not suitable for conventional intensive chemotherapy, although the
precise molecular mechanism remains not fully understood.
Furthermore, only a fraction of patients with hematopoietic malig-
nancies such as MDS or AML respond to treatment with hypomethy-
lating agents [5,21]. Decitabine treatment can cause global hypo-
methylation in primary AML cells. However, the patterns of
methylation and gene expression were primarily determined by the
intrinsic properties of primary cells, rather than the decitabine treat-
ment itself [22]. It has been well documented that decitabine, in
combination with cytotoxic agents, can achieve better outcomes with
good toleration in older or relapsed patients with AML [4,18,23,24].
Our previous study also suggested that the DCAG regimen appears to be
safe and effective for elderly AML patients [4]. Additionally, the com-
bination of low-dose Vitamin C and decitabine revealed an additive or
synergistic effect on cell apoptosis in HL-60 and NB4 cells. Our un-
derstanding has developed overtime; that is, Vitamin C works as an
anticancer agent. However, not all studies that combined Vitamin C
with chemotherapy have shown improved outcomes. Conversely, Vi-
tamin C supplementation may detrimentally affect therapeutic response
by protecting mitochondria from cytotoxic agents [14,15]. Based on
emerging data, IVC could be a potential anticancer agent when
reaching pharmacological concentrations [13]. Based on the present
understanding, Vitamin C can upregulate TET activity [12,25], which
in turn increases 5hmC levels, and potentially sensitizes patients to
decitabine. To date, no prospective trials that compared Vitamin C
combined with decitabine alone or decitabine-based treatment has been
reported in AML. In our study, A-DCAG was an encouraging clinical and
biologic activity in elderly patients with AML. With A-DCAG treatment,
the CR rate after one or two cycles of therapy was 79.9% and 84.62%,
respectively; while CR rate was 75% for patients with adverse kar-
yotype. The median OS was 15.3 months, with an estimated 3-year
survival rate of 28.6%. Compared with DCAG treatment, the CR rate
after one or two cycles of therapy was only 44.1% and 70.6%,

Fig. 3. The cell cycle distribution after Decitabine(DAC) and Vitamin C(VC) for 48 h. 0.3 mM VC caused no obvious change of cell cycle distribution; while 2.5 μM DAC alone or combined
with 0.3mM VC could increase G2-M phase cell fraction after 48 h treatment. *p < 0.05, **p < 0.01, ***p < 0.001.
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respectively. The median OS was 9.3 months, with an estimated 3-year
survival rate of 12.5%.

Most notably, for responders, the median OS was 18 months for A-

DCAG and 15 months for DCAG. We also found that CR, especially in
achieving CR after one cycle of therapy, might be required for pro-
longed survival no matter what kind of regimen the patients have re-
ceived; which was consistent with previous studies [2,4].

Due to the absence of important side effects in high-dose IVC as a

Fig. 4. Decitabine(DAC) and Vitamin C(VC) increased TET2 expression and enzyme activity. 0.3 mM VC could not change TET2 expression, but 2.5 μM DAC alone or combined with
0.3 mM VC increased TET2 expression after 48 h treatment. qRT-PCR and Western Blotting were used to determine TET2 relative level using GAPDH as an internal control, which was
shown in A (qRT-PCR), in B and C (Western Blotting). DAC or VC Monotherapy and the combination increased the TET2 enzyme activity after 48 h by ELISA, as shown in D. *p < 0.05,
**p < 0.01, ***p < 0.001.

Table 2
Efficacy and safety of A-DCAG and DCAG treatment.

Groups A-DCAG n (range
or%)

DCAG n (range
or%)

p-value

CR after first induction 30(76.9) 15(44.1) 0.004
Overall CR after 2 cycle 33(84.6) 24(70.6) 0.148
Three-year OS probability 28.6 12.5 < 0.001
Induction therapy
Neutropenia (Grade III/IV) 29(74.4) 20(58.8) 0.159
Thrombocytopenia (Grade
III/IV)

36(92.3) 29(85.3) 0.339

Neutropenia recovery (d) 21(15–42) 22(17–40) 0.642
Thrombocytopenia recovery
(d)

17(7–45) 17(8–47) 0.743

Infection accident (n) 34(87.2) 31(91.2) 0.586

Fig. 5. A-DCAG prolonged OS of elderly AML patients with newly diagnosed.

H. Zhao et al. Leukemia Research 66 (2018) 1–7

6



sole therapy [13], an interesting perspective exists in its combination
with decitabine and other cytotoxic agents. Furthermore, particular
attention has been given to the risk of thrombosis in patients with
leukemia [19]. Decitabine revealed its pro-maturation effect on mega
karyocytes and promoted platelet release [26]. Jung et al. reported that
16% of patients with AML and MDS had increased platelet count [27],
and we previously found that platelets peaked above 500× 109/L
during convalescence in some responders [4]. In this study, we ob-
served that only one patient (2.6%), who received the A-DCAG re-
gimen, had deep venous thrombosis; while platelet count was
37×109/L. The data in this present study indicates that the additional
treatment of low-dose IVC to DCAG could increase efficacy without
increasing toxicities in almost all categories of toxicity chemotherapy-
associated side effects.

Based on recent findings, 5hmC, the downstream derivatives of
5mC, or the upregulation of the TET proteins themselves, has the pos-
sibility to serve as a biomarker for monitoring the clinical outcome of
patients who received decitabine [5,10]. Importantly, decitabine, TET
and Vitamin C epigenetic processes have been dynamically linked [12].
In this study, we investigated whether the cytotoxic effect of low-dose
Vitamin C was enhanced when combined with DCAG treatment. We
found that the concurrent administration of decitabine and low-dose
Vitamin C exhibited a combination effect in TET WT cell lines HL60 and
NB4, which lead to a mild inhibition on the rate of cell proliferation, a
significant change in cell cycle and apoptotic profile (Figs. 2–4), and an
increase in the expression level and activity of TET2 (Fig. 5), compared
to decitabine treatment alone.

Biochemical and in vitro experiments clearly indicate that Vitamin C
treatment caused a global increase in 5hmc levels associated with the
demethylation of promoters and increased germline gene expression
[5,11]. Interestingly, the level of DNA methylation treated with Vi-
tamin C was similar to the combination treatment with Vitamin C and
decitabine [28]. Furthermore, the rapid effect of Vitamin C on 5hmC
was specific and likely mediated by the activation of the enzymatic
activity of TET proteins, and not TET protein synthesis; suggesting that
the intracellular accumulation of Vitamin C is sufficient to enhance the
activity of available TET [12,25]. Hence, it is worthy to investigate
whether Vitamin C has a therapeutic effect on leukemic cells by en-
hancing TET activity. The results in this study were clearly consistent
with these studies. Although Vitamin C treatment did not change the
amount of TET2 proteins and the activity of TET2 significantly in-
creased, this is obviously the synergic effect of Vitamin C and decita-
bine.

5. Conclusion

The data presented in this study indicate that decitabine, in com-
bination with low-dose Vitamin C, shows a synergistic anti-neoplastic
action against AML cells through the modulation of TET2 expression
and activity. A-DCAG was found to be likely effective and safe in
treating elderly AML patients. CR after one cycle of therapy might be an
important index to predict the survival probability of elderly AML pa-
tients. Given the advantage of the low toxicity of IVC, larger clinical
trials need to be performed to definitively adjust the dosage of IVC and
examine the benefits of the co-treatment with IVC to decitabine-based
chemotherapy.
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