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Introduction

Primary myelofibrosis (PMF) is one of the myeloprolifera-
tive neoplasms (MPN) without the BCR-ABL fusion gene [1]. 
This group also includes polycythemia vera (PV) and es-
sential thrombocythemia (ET) [2]. Myelofibrosis can also 
result from myelofibrotic transformation of both PV and ET 
(when it is known as post-PV-MF, post-ET-MF) [2]. MF carries 
the worst prognosis among the Ph-negative MPNs, primar-
ily due to the increased risk of transformation to acute leu-
kaemia [1, 3]. The cause of MF remains largely unknown. 
The leading mutations found in most patients are muta-
tions in the JAK2, CALR and MPL genes. All of these cause 
constant activation of the JAK-STAT signalling pathway, re-
sulting in excessive proliferation of megakaryocytes, which 
secrete growth factors that stimulate the activity of fibro-
blasts in the bone marrow (BM) and numerous proinflam-
matory cytokines [4]. Myelofibrosis is usually accompanied 
by constitutional symptoms (including fatigue, weight loss, 
fever, bone pain), splenomegaly and anaemia [1]. Anaemia 
may result from the underlying disease (MF-related anae-
mia) or can be a side effect of therapy (treatment-related 
anaemia). Regardless of the cause, anaemia significantly 
worsens patients’ quality of life, and in addition, MF-relat-
ed anaemia is a poor prognostic factor [5–7]. 

Current treatment options for MF-related anaemia 
include erythropoiesis-stimulating agent (ESA), andro-
gens (danazol), glucocorticoids, and immunomodulatory 
drugs (IMiDs). All of them are characterised by limited effi-
cacy and durability of response, and in many cases packed 
red blood cells (RBCs) transfusions remain the only ef-
fective therapy [8]. In recent years, thanks to progress in 
the understanding of the pathogenesis of MF, many new 

therapies have been developed aimed not only at reduc-
ing the spleen volume and general symptoms, but also 
at stimulating erythropoiesis. These include new JAK in-
hibitors, e.g. pacritinib and momelotinib, as well as drugs 
with other targets such as luspatercept, imetelstat, and 
pelabresib. This review article discusses the pathogenesis 
and clinical significance of anaemia in MF and presents 
new treatment options. 

Epidemiology of MF-related anaemia

Moderate anaemia, defined as when the haemoglo-
bin (Hb) level is less than 10 g/dL, occurs in c.35% of MF 
patients, and nearly one quarter of patients require RBC 
transfusions [6, 9]. In Barraco et al.’s [10] study including 
722 patients with PMF, as many as 87% had anaemia at 
diagnosis: 37% severe (Hb <8 g/dL), 16% moderate (Hb 
8–10 g/dL), and almost half mild anaemia (below the gen-
der reference range, but above 10 g/dL). In another retro-
spective analysis [11] including 1,109 patients, a similar 
rate of patients with anaemia was found, with a median 
Hb level at diagnosis of 10.1 g/dL (range: 5–16.7). Regard-
less of the severity, anaemia was significantly more com-
mon in women than in men. Moderate or severe anaemia 
was found more frequently in patients >65 years (56% and 
65%, respectively) and with more advanced disease [11]. 

In patients with secondary myelofibrosis, the median 
Hb level at diagnosis is slightly higher (c.11 g/dL), albeit 
with increasingly severe anaemia over time [12]. Hb lev-
els are lower in patients with post-ET MF than in patients 
with post-PV MF, and they correlate with the grade of bone 
marrow fibrosis [13, 14].
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Prognostic significance of anaemia

Anaemia is the main symptom of MF in addition to con-
stitutional symptoms and splenomegaly. Its presence sig-
nificantly worsens patients’ quality of life, not only due to 
the burden of symptoms, but also because of the require-
ment for periodic hospitalisation to allow the RBC trans-
fusion [15]. In today’s era of JAK2 inhibitors, which signifi-
cantly reduce splenomegaly-related and general symptoms, 
anaemia is the most important factor worsening quality of 
life. Additionally, anaemia affects the prognosis of patients 
with MF. The significance of anaemia as a prognostic factor 
is underlined by the fact that it is included in all prognostic 
scoring systems used in MF patients, both the first ones, 
based only on clinical data such as the International Prog-
nostic Scoring System (IPSS) and Dynamic IPSS (DIPSS), 
as well as more modern ones which also take into account 
molecular and cytogenetic aberrations, e.g. MIPSS70 (Mu-
tation-enhanced IPSS) and DIPSS plus [1, 6, 7, 16, 17]. 
In the DIPPS index, which assesses prognosis already during 
the course of the disease, anaemia <10 g/dL is the only 
factor assigned 2 points, and in the DIPPS plus index, RBC 
transfusions-dependence is additionally specified [6, 7]. 

Pathogenesis of MF-related anaemia

The pathogenesis of MF-related anaemia is very com-
plex, with different dominant processes at different stages 
of the disease, and it is still not fully understood. The pri-
mary process underlying the development of anaemia is 
the gradual displacement of erythropoiesis from the bone 
marrow resulting from fibrosis [18]. This in turn leads to 
the activation of extramedullary haematopoiesis, among 
others locations in the spleen. It is currently believed that 
extramedullary haematopoiesis in the spleen is associated 
with abnormal transport of BM-derived clonal progenitor 
cells and stem cells as a result of dysregulation of the cyto-
kine balance in the bone marrow [19]. Haematopoietic cells 
proliferate and alter splenic microarchitecture, leading to 
splenomegaly [20]. Haematopoiesis in the spleen is unable 
to provide an adequate number of erythrocytes, which re-
sults in anaemia. The enlarged spleen excessively seques-
ters and destroys circulating erythrocytes, contributing to 
increased anaemia severity [21]. Additionally, processes 
similar to those in anaemia in the course of chronic dis-
eases associated with excessive expression of hepcidin, 
the main protein regulating iron absorption, play an im-
portant role in the development of MF-related anaemia. 
In MF, an increased hepcidin level results from increased 
secretion of inflammatory cytokines, especially interleukin 
6 (IL-6) and excessive activation of the BMP6/ACVR1/SMAD 
(bone morphogenetic protein/activin receptor/Smad pro-
tein) pathway. Bone morphogenetic proteins are pleiotro-
pic cytokines belonging to the transforming growth factor 

beta (TGFβ) superfamily. They are bound by two different 
types of receptors with serine-threonine kinase activity, 
and the second messengers of the intracellular signal are 
Smad proteins [22]. Pathogenic mechanisms of MF-related 
anaemia are presented schematically in Figure 1. 

Anaemia in MF patients may also be iatrogenic and oc-
cur as a result of treatment, including JAK inhibitors or hy-
droxyurea (HU). In addition to the above-mentioned causes, 
there are also other possible factors leading to the develop-
ment of anaemia in MF patients, e.g. concomitant chronic 
diseases, chronic blood loss (gastric/duodenal ulcer, oe-
sophageal varices, haemolysis), and iron or vitamin defi-
ciency. In the differential diagnosis of new-onset or wors-
ening anaemia, causes not directly related to MF should 
always be considered. 

Treatment of MF-related anaemia

MF-related anaemia is a therapeutic challenge. Current-
ly, the options used in clinical practice include RBC trans-
fusions, ESAs, androgens (danazol), glucocorticoids, and 
IMiDs. Their efficacy and influencing factors are set out in 
Table I. Due to differing patient populations and differing 
definitions of treatment response, direct comparisons be-
tween the clinical trials listed in Table I and assessments 
of the efficacy of different treatment options are not pos-
sible. For clinical trial purposes, the International Working 
Group for Research and Treatment of Myeloproliferative 
Neoplasms (IWG-MRT) and the European LeukaemiaNet 
have standardised the definition of transfusion depen-
dency (TD) in MF patients: it consists of a requirement for 
transfusion of ≥6 RBC units within 12 weeks prior to study 
entry, with Hb level <8.5 g/dL, in the absence of bleeding 
or treatment-related anaemia, and the last transfusion 
coming within 28 days of study entry. Transfusion indepen-
dence (TI) is classified as the absence of RBC transfusions 
during any 12-week treatment period (in the study) while 
maintaining Hb level >8.5 g/dL [23].

Erythropoiesis-stimulating agent (ESAs)
Erythropoiesis-stimulating agents activate proerythroid 

signalling, resulting in increased erythrocyte production. 
Recombinant human erythropoietin (rhEPO) and darbep-
oetin α are used in the treatment of MF-related anaemia. 
Prospective clinical trials with ESAs involved a small num-
ber of patients, and the response to treatment ranged 
between 20% and 45% [24, 25]. In retrospective studies, 
the differences in the efficacy of ESAs were even greater, 
and some did not prove their efficacy in any patient [26]. 
Predictive factors of response to ESA therapy include low 
baseline endogenous erythropoietin (EPO) serum activity 
and low transfusion requirements. However, even in pa-
tients eligible for treatment, the response rate is not pre-
dictable and patients will eventually become refractory 
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to ESA therapy [27]. The main limitations of ESA use in MF 
patients are thus their limited efficacy in transfusion-de-
pendent patients, the risk of progression of splenomega-
ly, and thrombotic complications [1]. In Poland, EPO is not 
reimbursed in patients with MF.

Androgens
Androgens have erythropoiesis-stimulating properties 

that are used in the treatment of MF-related anaemia, 
although their exact mechanism of action is not fully un-
derstood [28]. Initially, testosterone enanthate and oral 
fluoxymesterone were used, but due to a better safety pro-
file and tolerability, only danazol, a synthetic, attenuated 
androgen, is now used [29]. The recommended dose is 
600 mg/day. The response rate is c.30%, including 44% 
in patients who are transfusions independent and 19% in 
transfusions-dependent patients [29]. The most common 
adverse effect of danazol is increased liver enzyme activity, 
which usually resolves after dose reduction. Danazol can-
not be used in patients with androgen-dependent tumours 
such as prostate cancer, previous or active thrombosis, or 
significantly impaired liver or kidney function. 

Immunomodulatory drugs (IMiDs)
The first report of the efficacy of this group of drugs 

concerned thalidomide, which was used in a patient with 

very advanced MF. The result was a significant reduction 
in spleen size and bone marrow fibrosis after 30 months 
of therapy [30]. The positive effect of IMiDs in reducing 
anaemia, thrombocytopenia and, to a lesser extent, sple-
nomegaly in patients with MF results from the broad an-
ti-inflammatory, antiangiogenic, antiproliferative and immu-
nomodulatory effects of this group of drugs [31]. In clinical 
studies, IMiDs have been used either as monotherapy or in 
combination with glucocorticoids (see Tab. I). Small sam-
ple sizes, the addition of other drugs, as well as different 
inclusion criteria and ways of assessing responses make it 
difficult to assess their true effectiveness. In the initial stud-
ies, thalidomide was used in high doses (400–500 mg/d), 
which showed efficacy in reducing anaemia, but the treat-
ment was swiftly discontinued due to high toxicity, mainly 
polyneuropathy. Subsequent studies have shown that dos-
es of 50–100 mg/d allow for the maintenance of treatment 
response with significantly lower toxicity [32]. Studies have 
shown the efficacy of low-dose thalidomide in combination 
with prednisone in c.40% of cases, with a median duration 
of response (DoR) of 16 weeks [27]. In some patients, even 
such low doses of thalidomide (50–100 mg/d) can cause 
fatigue, constipation, and neuropathy.

In Mesa et al.’s [33] phase II study with lenalidomide, 
a second-generation IMiD, the response rate was c.20% 
when the drug was used as monotherapy and 30% when 
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Figure 1. Causes of anaemia in myelofibrosis. Developed based on [21]
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in combination with prednisone. Haematological toxicity 
was the main problem: the authors found the frequency 
of haematological toxicities to be as high as 88% despite 
the addition of prednisone [33]. The only comparison of 
thalidomide with lenalidomide to date was conducted by 
Jabbour et al. [34], who evaluated 125 patients treated 
in three consecutive phase II studies. Thalidomide was 
used in doses increasing up to 800 mg/d (n = 44), lena-
lidomide in a dose of 10 mg/d (n = 41), and lenalidomide 
in combination with prednisone in doses of 10 mg and 
30 mg (n = 40). Lenalidomide-based therapy was more 

effective (34–38%) than thalidomide (16%; p = 0.06). 
The combination of lenalidomide and prednisone result-
ed in a significantly longer duration of response (median 
34 months) compared to either lenalidomide or thalido-
mide monotherapy (median 7 and 13 months, respective-
ly; p = 0.042) [34].

The newest drug in this group is pomalidomide, which 
shows the most favourable safety profile, but data on its 
efficacy also differs significantly. In a phase II study with 
96 patients with MF-related anaemia, in which pomalido-
mide was used as monotherapy, 39% of patients achieved 

Table I. Options for treating anaemia in patients with myelofibrosis

Drug/method Study Study popu-
lation

Indications Results Factors influencing treatment 
response

ESAs Cervantes [24] n = 20 
Median Hb 
8.9 g/dL

Hb <10 g/dL

or transfusion 
dependence

Response rate: 45%: 
20% TI 
25% reduction in transfusion 
requirements

Transfusion independence 
Epo activity <125 U/L

Hernández-
-Boluda [25]

n = 163 
Median Hb 
9.3 g/dL

Hb <10 g/dL 
Epo <125 U/L

Response rate: 53%:  
29% in TD patients, 
53% in TI patients

Female gender 
Leukocytes >10 G/L 
Ferritin <200 ng/mL

Androgens

(danazol)

Cervantes [29] n = 50

Median Hb 
8.5 g/dL

Hb <10 g/dL Response rate: 30%: 

19% in TD patients

44% in TI patients

IMiDs

Thalidomide 
vs. placebo

Abgrall [72] n = 52

Median Hb 
8.8 g/dL

Hb <9 g/dL

or transfusion 
dependence

Response rate:  
17% (thalidomide) vs. 16% 
(placebo) 
Reduction in transfusion re-
quirements 16% vs. 26%

Not found 
Only 10 patients completed 
six months of treatment 
High treatment toxicity

Lenalidomide + 
 + prednisone

Mesa [33] n = 48 
Median Hb 
9.1 g/dL

Hb <10 g/dL 
or transfusion 
dependence

Response rate: 19% Not found. 
35% of patients did not com-
plete treatment. 
High haematological toxicity.

Pomalidomide 
vs. placeboRE-
SUME study

Tefferi [36] n = 229 
Median Hb 
8.7 g/dL

Hb <9 g/dL 
or transfusion 
dependence

Response rate: 
16% (pomalidomide) vs. 16% 
(placebo)

Transfusions <4 RBC 
units/month 
Age <65 
Primary myelofibrosis

Splenectomy Tefferi [39] n = 223 
Median Hb 
10.4g/dL

Splenectomy 
for anaemia or 
symptomatic 
splenomegaly

37% in TD patients PLT >50 G/L 
High cellularity of bone 
marrow

RBC transfu-
sions

Elena [41] n = 220 
Median Hb 
11 g/dL 
14% TD (Me-
dian Hb  
7.1 g/dL)

Comparison of 
prognosis of TD 
to TI patients

NA Transfusion dependency 
shortens overall survival

Epo — erythropoietin; ESA — erythropoiesis stimulating factors; Hb — haemoglobin; IMiDs — immunomodulatory drugs; NA — not applicable; PLT — platelet count; RBC — red blood cells; TD — transfusion-
-dependent; TI — transfusion-independent
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a response to treatment, and the median duration of re-
sponse was 13 months [35]. But in a phase III study with 
229 patients, the response rate in the pomalidomide arm 
was similar to that of a placebo [36].

To conclude, IMiDs show moderate efficacy in patients 
with MF-related anaemia, but the main limitation of their 
use is toxicity. The most common adverse events are hae-
matological toxicity, polyneuropathy, fatigue, and consti-
pation. Currently, studies are underway to combine IMiDs 
with JAK2 inhibitors. Preliminary results indicate clinical 
benefits and moderate toxicity with sequential use of the 
drugs [37, 38]. 

Splenectomy
Treatment-refractory symptomatic splenomegaly in MF 
patients may be an indication for splenectomy [1]. Splenec-
tomy leads to the resolution of symptoms related to spleen 
enlargement, and reduces anaemia, thrombocytopenia, 
and portal hypertension, but is also associated with a sig-
nificant risk of complications. In a retrospective analysis 
from the Mayo Clinic covering 23 patients with MF and 
anaemia who underwent splenectomy, 37.6% of patients 
became RBC transfusions independent or maintained 
an Hb level >10 g/dL [39]. Perioperative mortality was 
9%, and complications occurred in 30% of patients, most 
often increased platelet (PLT) count and thromboembolic 
or haemorrhagic episodes. The results of splenectomy 
were also summarised in a more recent analysis from the 
same centre, including 120 consecutive patients with MF 
who underwent splenectomy, with median age 66 and 
a transfusion-dependent rate of 60% [40]. During a median 
post-splenectomy follow-up of 1.3 years, 95 (79%) deaths 
and 30 (25%) leukaemic transformations were reported. 
Median overall survival (OS) after surgery was 1.5 years. 
Factors adversely affecting survival included age >65, 
RBC transfusion dependence, leukocyte count >25 G/L, 
and peripheral blasts (PB) ≥5% [40]. Splenectomy in MF 
patients is mainly performed as palliative therapy, and the 
complete blood count (CBC) improvement is only seen in 
the short term. The procedure is associated with a high 
risk of perioperative complications, including fatal ones. 

Packed red blood cells (PRBCs) transfusion
Red blood cells transfusion dependence is very com-

mon in patients with advanced MF, and its occurrence is 
associated with a significant reduction in overall survival 
[9, 41]. Complications of RBC transfusion include alloim-
munisation and iron overload. Due to the expected short-
term survival associated with transfusion dependence, iron 
chelation is usually not used unless the patient is consid-
ered a candidate for allogeneic haematopoietic stem cell 
transplantation (ASCT) [1]. With this in mind, one goal of 
MF therapy should be to maximise the time window during 
which the patient does not require RBC transfusions. 

JAK2 inhibitor therapy and anaemia

JAK inhibitors have significantly changed the therapy 
landscape for patients with MF. Their use allows for reduc-
tions of general symptoms and spleen size, as well as OS 
prolongation [1]. Unfortunately, due to JAK-STAT pathway 
inhibition, which is their primary mechanism of action, 
they also inhibit normal haematopoiesis, which may result 
in new-onset or worsening of anaemia or thrombocytope-
nia [42]. Such results are exerted primarily by the first two 
registered JAK inhibitors: ruxolitinib (RUX) and fedratinib 
(FED). The next two, pacritinib and especially momelotinib, 
inhibit erythropoiesis to a much lesser extent, and improve 
red blood cell parameters in a significant percentage of 
patients due to their additional mechanisms of action. 
A summary of the results of pivotal studies of JAK inhib-
itors, including the response in terms of anaemia, is set 
out in Table II. 

Ruxolitinib

Ruxolitinib was the first JAK inhibitor approved for the 
treatment of MF patients [43]. The approval was based 
on the results of the COMFORT I and COMFORT II studies 
[44, 45]. COMFORT I compared RUX to a placebo in the 
treatment of 309 patients with IPSS intermediate-2 or 
high-risk MF. The dose of RUX ranged from 15 to 20 mg de-
pending on the baseline PLT count. The primary endpoint 
of this study was spleen volume reduction of at least 35% 
(SVR35) after 24 weeks of treatment. In the RUX arm, the 
endpoint was met by 41.9% of patients, compared to just 
0.7% in the placebo arm (p <0.0001). Additionally, 45.9% 
of patients had at least a 50% reduction in the total syn-
drome score (TSS50) [44]. The COMFORT-II study involved 
219 patients in intermediate-2 and high-risk groups and 
compared RUX to best available therapy (BAT) [45]. The 
primary endpoint was the same as in COMFORT-I. After 
24 weeks of treatment, 32% of patients treated with RUX 
achieved SVR35, compared to zero patients in the BAT arm. 
After 48 weeks of treatment, patients receiving RUX had 
significant reductions in MF-related symptoms, including 
loss of appetite, dyspnoea, fatigue, insomnia, and pain, 
whereas these symptoms worsened in patients receiv-
ing best available therapy. Assessment of constitutional 
symptoms and quality of life measures in this study were 
based on the EORTC QLQ-C30 (European Organisation for 
Research and Treatment of Cancer Quality of Life question-
naire core model) and FACT-Lym (Functional Assessment 
of Cancer Therapy–Lymphoma) scales [45].

In a 3-year pooled analysis of data from both studies, pa-
tients treated with RUX had a longer OS [46]. This was also 
true for patients who transferred to the RUX arm during the 
course of the study. In both studies, anaemia and throm-
bocytopenia were the most common adverse events, albeit 
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Table II. JAK inhibitors approved for treatment of MF 

Drug Target Study Population Treatment SVR35  
at week 
24

TSS50 Response 
in terms of 
anaemia 

Toxicity 

Ruxolitinib 
(RUX)

JAK1 
JAK2

COMFORT-1 
phase III 
[44]

309 MF patients 
Int-2 or high risk

15–20 mg BID 
(depending on 
PLT count)  
vs.  
placebo

41.9%  
vs.  
0.7%

45.9% 
vs. 5.3 
%

TI: 41%  
(14/34 
TD)

Grade 3/4 ana-
emia: 
(COMFORT-1: 
45.2%, 
COMFORT-2: 
42%),  
Thrombocyto-
penia 
Headache 
Opportunistic 
infections

COMFORT-2 
phase III 
[45]

219 MF patients 
Int-2 or high risk

15–20 mg BID 
(depending on 
PLT count)  
vs.  
BAT

32%  
vs.  
0%

NA NA

Fedratinib 
(FED)

JAK1 
JAK2 
JAK3 
TYK3

JAKARTA 
phase III 
[51]

289 MF patients 
Int-2 or high risk

400 mg/d  
vs.  
500 mg/d  
vs.  
placebo

36% 
vs. 
40% 
vs. 
1%

36%  
vs. 
34% 
vs. 
7%

TI: 88%  
(7/8 TD)

Grade 3/4 ana-
emia:  
FED 400: 43% 
FED 500: 60% 
Placebo: 
25% 
JAKARTA-2: 38%. 
Increased tran-
saminase, lipase 
and amylase 
activity. 
Wernicke’s ence-
phalopathy

JAKARTA-2 
phase II 
[52]

97 MF patients 
Int-1 with symp-
toms, int-2 or high 
risk RUX resistan-
ce/ 
/intolerance

400 mg/d 30% 27% NA

FREEDOM 
[53]

38 MF patients 
Int or high risk 
according to DIPSS 
RUX resistance/ 
/intolerance

400 mg/d 9% 16% NA Grade 3/4 ana-
emia: 36.9% 
Grade 3/4 
thrombocytope-
nia: 23.7% 
Grade 3 infec-
tions: 15.8%

FREEDOM2 
[54]

201 MF patients 
Int-2 or high risk 
RUX resistance/ 
/intolerance

400 mg/d 
vs. 
BAT

36% 
vs. 
6%

NA NA Grade 3/4 ana-
emia: 9%. Grade 
3/4 thrombocy-
topenia: 12% 

Pacritinib 
(PAC)

JAK2 
ACVR1 
IRAK1 
FLT3 
CSF1R

PERSIST-1 
phase III 
[73]

327 MF patients 
Int-1, int-2 or high 
risk 
JAK inhibitor naïve 
vs. BAT (excluding 
RUX)

400 mg/d 19% 19% TI: 25% 
(9/36 TD)

Thrombocytopenia 
Anaemia 
Diarrhoea 
Fluid retention 
Heart failure 
Squamous cell 
carcinoma of skin

PERSIST-2 
[61]

311 MF patients 
Int-1, int-2 or high 
risk 
Regardless of JAK 
inhibitor exposure 
PLT count <100 
G/L vs. BAT (in-
cluding 45% with 
RUX)

400 mg/d  
or 
200 mg BID

18% 25% TI ≥8 
weeks 
Hb 
increase 
≥2 g/dL: 
25%  
(11/44 
with Hb 
<10 g/ 
/dL)

→
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with a low discontinuation rate [44, 45]. In the COMFORT 
I study, grade ≥3 anaemia occurred in 45.2% of patients 
in the RUX arm compared to 19.2% in the placebo arm [44]. 
The frequency of this complication in the COMFORT II study 
was similar in the RUX arm (42%) but higher in the BAT arm 
(31%) [45]. Gupta et al. [47] conducted a post-hoc analy-
sis of both COMFORT studies to determine the long-term 
effects of anaemia caused by RUX treatment. This analy-
sis showed that 61% of patients who did not have anaemia 
at baseline developed it during the treatment, while 69% 
of patients with anaemia at baseline experienced its wors-
ening. In both cases, anaemia did not adversely affect OS 
[47]. The nadir of Hb level was observed after 8–12 weeks 
of treatment, after which Hb level returned to close to base-
line values [44, 45, 47]. Nevertheless, anaemia during RUX 
treatment is a significant clinical challenge. In real-world 
studies, it has been the reason for RUX therapy discontin-
uation in c.10% of patients [48]. RUX-related anaemia has 
been successfully managed with ESA or a dose reduction 
below that based on PLT count [49, 50].

The phase II REALIZE study evaluated the efficacy and 
safety of a new strategy of ruxolitinib dosing featuring 
a reduced starting dose and delayed dose escalation in 

patients with MF-related anaemia. The primary endpoint 
was the proportion of patients achieving ≥50% reduction 
in spleen size at week 24. Secondary endpoints included 
anaemia and transfusion requirements, safety, and assess-
ment of constitutional symptoms. The study included 51 MF 
patients with splenomegaly on physical examination and 
a haemoglobin level <10 g/dL. During the first 12 weeks, 
patients received 10 mg RUX twice daily, regardless of 
their baseline PLT count. In patients with stable PLT counts 
>100 G/L and without 50% reduction in spleen length, the 
dose was increased to 15 mg. In the absence of splenic re-
sponse, the dose was increased by 5 mg every four weeks 
up to a maximum dose of 25 mg if the PLT count was 
>200 G/L. By weeks 24 and 48, 26.2% and 32.4% of pa-
tients, respectively, had received a total daily dose of RUX 
≥30 mg. At study end, 12.0% of patients maintained the 
increased doses and 30.0% maintained the initial dose. 
The great majority of patients continuously receiving the 
initial dose achieved a splenic response at week 12 or 
later (11/15 patients). Median Hb levels remained stable 
throughout the study period, with no increase in transfu-
sion requirements. Platelet counts and Hb levels were sim-
ilar in patients who received an increased dose compared 

Drug Target Study Population Treatment SVR35  
at week 
24

TSS50 Response 
in terms of 
anaemia 

Toxicity 

Momelo-
tinib

JAK1 
JAK2 
ACVR1

SIMPLIFY-1 
[57]

432 MF patients 
Int-1 with symp-
toms, int-2 or high 
risk 
PLT count ≥50 G/L 
JAK inhibitor naïve 
vs. RUX

200 mg/d 26.5% 28.4% TI: 
66.5%

Anaemia 
Thrombocytopenia 
Neutropenia 
Increased tran-
saminase, lipase 
and amylase 
activity. 
Peripheral poly-
neuropathy 
1st dose effect 
(transient hypo-
tension, flushing, 
nausea, dizzi-
ness)

SIMPLIFY-2 
phase III 
[58]

156 MF patients 
Int-1 with symp-
toms, int-2 or high 
risk 
RUX resistance/ 
/intolerance vs. 
BAT (including 89% 
with RUX)

200 mg/d 7% 26.2% TI: 43%

MOMEN-
TUM 
phase III 
[59]

195 MF patients 
Int-1, int-2 or high 
risk with symptoms 
PLT count ≥25 G/L 
Hb <10 g/dL 
Prior treatment 
with JAK inhibitor 
vs. danazol

200 mg/d 23% 25% TI: 31%

ACVR1 — activin A receptor type I; BAT — best available therapy; BID — twice daily; CSF1R — colony stimulating factor 1 receptor; DIPSS — Dynamic International Prognostic Scoring System; FED — fedratinib; 
Hb — haemoglobin; int-1 — intermediate risk-1; int-2 — intermediate risk-2; IRAK1 — interleukin-1 receptor-associated kinase 1; JAK — Janus kinase; MF — myelofibrosis; NA — not applicable; PAC — pacritinib; 
PLT — platelets; RUX — ruxolitinib; SVR35 — reduction in spleen size by ≥35%; TD — transfusion dependent; TI — transfusion independent; TSS50 — 50% reduction in severity of symptoms on TSS (total syn-
drome score); TYK — tyrosine kinase

Table II. (cont.) JAK inhibitors approved for treatment of MF 
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to those in whom the dose had not increased during the 
study. The results of this study support the efficacy of low-
er doses of RUX in reducing spleen size and constitution-
al symptoms without significantly worsening anaemia. This 
dosing strategy may be appropriate for MF patients with 
clinically significant anaemia [50]. 

Fedratinib

The second JAK inhibitor approved for the treatment of 
MF patients was fedratinib (FED). This drug was approved 
in 2019 based on the results of the JAKARTA and JAKAR-
TA-2 studies, which included patients with intermediate-2 or 
high-risk MF according to IPSS, previously untreated with 
a JAK2 inhibitor (JAKARTA) or resistant/intolerant to RUX 
(JAKARTA-2) [51, 52]. The primary endpoint in both stud-
ies was the percentage of patients with SVR35, and the 
secondary endpoint was TSS50. JAKARTA included 289 pa-
tients who were randomised to one of three arms: placebo, 
or FED at a dose of 400 mg, or FED at a dose of 500 mg. 
After 24 weeks of treatment, the primary endpoint was 
achieved by 1%, 36% and 40% of these patients, respec-
tively. The reduction of general symptoms differed signifi-
cantly between the placebo arm (7%) and both FED arms, 
although the higher dose did not translate into a higher per-
centage of patients meeting this endpoint (36% of patients 
receiving 400 mg and 34% of patients receiving 500 mg). 
Anaemia was a significant complication of treatment and 
was dose-dependent: grade 3 or higher occurred in 43% of 
patients receiving 400 mg and in 60% of patients receiv-
ing 500 mg, whereas in the placebo arm it occurred in only 
25% of patients [51]. JAKARTA-2 was a single-arm phase II 
study evaluating the efficacy of FED at a dose of 400 mg in 
intermediate-2 and high-risk patients resistant to or intol-
erant of RUX [52]. The study included 97 patients, 30% of 
whom met the primary endpoint of SVR35, and TSS50 was 
achieved in 26% of patients by the end of cycle 6 [52]. 
Grade ≥3 anaemia occurred in 38% of patients and was 
the most common reason for dose reduction, apart from 
increased serum lipase activity. In 2013, clinical trials with 
FED were stopped due to a suspected case of Wernicke’s 
encephalopathy (WE), which led to premature termination 
of the JAKARTA-2 study. 

The phase IIIb FREEDOM study evaluated the efficacy 
and safety of FED in patients with intermediate- or high-
risk MF and platelet counts ≥50 G/L previously treated with 
RUX [53]. The study protocol included clear guidelines for 
mitigating the risk of gastrointestinal AEs, thiamine sup-
plementation, and close monitoring for signs of encepha-
lopathy. These actions included delaying or modifying the 
FED dose, prophylactic, and supportive use of antiemetics 
(e.g. ondansetron), supportive use of antidiarrhoeal medi-
cations, and dietary modification. Due to the COVID-19 pan-
demic, only 38 patients were included in the study. In the 

efficacy population (n = 35), nine patients achieved the 
primary endpoint of SVR35 at the end of cycle 6 (25.7%; 
95% CI 12.5–43.3); and 22/38 (62.9%) patients showed 
the best overall response of SVR35 at the end of treat-
ment. Sixteen (44.4%) patients achieved ≥50% reduction 
in constitutional symptoms after six cycles of treatment. 
Haematological AEs occurred in 28 (73.7%) patients. Grade 
3/4 anaemia and thrombocytopenia were the most com-
mon AEs, occurring in 15 (39.5%) and nine (23.7%) pa-
tients, respectively. Gastrointestinal AEs were reported in 
34 (89.5%) patients, most commonly grade ≤2. The most 
common gastrointestinal AE was constipation (50%). The 
incidence of diarrhoea was highest in cycle 1, and the in-
cidence of vomiting generally decreased over time. There 
were no cases of grade ≥3 nausea, vomiting, or diarrhoea. 
Compared to the JAKARTA-2 study, the frequency of gas-
trointestinal AEs was lower, and no patient developed en-
cephalopathy [53].

The FREEDOM2 study was a multicentre, open-label, 
randomised, controlled phase III study including patients 
with intermediate-2 or high-risk MF with known resis-
tance or intolerance to RUX who received FED at a dose 
of 400 mg/d or BAT (randomisation 2:1) [54]. Patients 
received prophylactic antiemetics and thiamine supple-
mentation, and symptomatic antidiarrhoeal medications 
as needed. The primary endpoint was a SVR35 rate after 
six months of treatment. The study included 201 patients 
(134 in the FED arm, 67 in the BAT arm), of whom 52 re-
ceived RUX. The primary endpoint (SVR35 at six months) 
was achieved by 36% of patients receiving FED compared 
to 6% of patients receiving BAT (95% CI 20–39, p <0.0001). 
Grade 3 or higher adverse events occurred in 40% of pa-
tients receiving FED and 12% of patients receiving BAT. 
The most common adverse events were anaemia (9% in 
each arm) and thrombocytopenia (12% in the FED arm 
and 3% in the BAT arm). Gastrointestinal AEs were more 
common in the fedratinib arm compared to the BAT arm, 
but were mostly grade 1/2 [54].

Fedratinib is a treatment option for patients with in-
tolerance to or failure of RUX therapy, allowing a splenic 
response to be achieved in c.33% of patients, although 
there is no advantage over RUX in terms of haematologi-
cal toxicity. 

Momelotinib

Momelotinib, another JAK kinase inhibitor, inhibits not 
only JAK1 and JAK2, but also the activin A receptor type I 
(ACVR1), reducing hepcidin levels and increasing the avail-
ability of iron used for Hb production [55]. The drug was reg-
istered by the Food and Drug Administration (FDA) and the 
European Medicine Agency (EMA) in 2023 for MF patients 
with anaemia. Phase I/II studies assessing the safety of the 
drug had already showed its beneficial effect on Hb levels in 
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patients with MF-related anaemia [56]. Reduced anaemia 
was observed in 45% of patients, and 52% of patients with 
TD at baseline achieved transfusion independence within 
eight weeks. The phase III SIMPLIFY-1 study compared 
the efficacy of momelotinib to that of RUX in 432 patients 
with high-risk, intermediate-2, and symptomatic interme-
diate-1 MF [57]. SIMPLIFY-1 was designed as a non-inferi-
ority study with the option to transfer to momelotinib after 
24 weeks. SVR35, the primary endpoint of the study, was 
met by similar percentages of patients in both groups: 27% 
and 29% of patients treated with momelotinib and RUX, re-
spectively (p = 0.11). The percentage of patients achieving 
TSS50, the secondary endpoint, was smaller in the momel-
otinib arm compared to patients treated with RUX (28% vs. 
42%), which resulted in a failure of noninferiority criterion 
meeting. However, a beneficial effect of momelotinib on red 
blood cell parameters was observed in this study. Trans-
fusion independence at 24 weeks was achieved by 67% 
of patients in the momelotinib group and 49% of patients 
in the RUX group (p <0.001). The median number of RBC 
units transfused was also lower in the momelotinib group 
(0 vs. 0.4, p <0.001). Grade 3/4 anaemia was observed 
in only 5.6% of patients treated with momelotinib, but in 
23% in the RUX group. Peripheral neuropathy was observed 
in 10% of patients in the momelotinib group and 5% in 
the BAT group, although it was mild in most patients [57].

Another phase III study, SIMPLIFY-2, included 156 pa-
tients previously treated with RUX who required RBC trans-
fusions, had grade 3/4 thrombocytopenia or anaemia 
during therapy, or required a dose reduction of RUX [58]. 
Patients received momelotinib or BAT (and 89% of pa-
tients in this group were pretreated with RUX). SVR35 was 
achieved by only 7% of patients in the momelotinib group 
and 6% in the BAT group. This low response rate was prob-
ably due to the initiation of momelotinib immediately after 
RUX discontinuation, without a washout period. TSS50 was 
reported in 26% of patients treated with momelotinib and 
6% of patients in the BAT group (p = 0.0006). A beneficial 
effect of momelotinib on the red blood cell system was also 
observed in this study. Patients in the momelotinib group 
required fewer RBC transfusions (median 0.5 units/month 
vs. 1.2 units/month, p = 0.39) and a higher percentage of 
patients achieved TI (43% vs. 21%, p = 0.0012). The per-
centage of patients who developed grade 3/4 anaemia or 
thrombocytopenia was similar in both groups. Peripheral 
neuropathy was observed in 11% of patients in the momelo-
tinib group, compared to zero patients in the BAT group [58].

MOMENTUM is a phase III study comparing the efficacy 
of momelotinib and danazol in 195 MF patients previously 
treated with a JAK inhibitor and with an Hb level <10 g/dL 
[59]. In contrast to SIMPLIFY-1, a 2-week treatment-free 
period was required after discontinuation of JAK inhibitor 
therapy before initiation of momelotinib or danazol. As ex-
pected, both TSS50 (25% vs. 9%, p = 0.0095) and SVR35 at 

24 weeks (23% vs. 3%, p = 0.0006) were reported more 
frequently in patients treated with momelotinib. Transfu-
sion independence was achieved by 31% of patients in 
the momelotinib group and 20% of patients in the danazol 
group (p = 0.0064). The incidence of thrombocytopenia and 
neutropenia was similar in both groups [59].

Pacritinib

In a similar way to momelotinib, pacritinib inhibits 
ACVR1 in addition to JAK1 and JAK2 kinases, which trans-
lates into a beneficial effect on erythropoiesis. In addition, 
it has been proven that the drug inhibits IRAK1 (interleu-
kin-1 receptor-associated kinase 1) [60]. The drug has 
been registered by the FDA for MF patients with a PLT count 
<50 G/L. Unfortunately, pacritinib is not available in Europe 
due to a lack of EMA registration. The pivotal study of pacri-
tinib, PERSIST-2, included 311 MF patients with a plate-
let count <100 G/L [61]. Patients received pacritinib at 
a dose of 200 mg twice daily, or at a dose of 400 mg once 
daily, or BAT (sometimes RUX). In patients in the pacritinib 
groups, splenic and TSS50 responses were observed more 
frequently than in the BAT group. SVR35 was achieved by 
18% vs. 3% of patients, respectively (p <0.00) and 25% 
vs. 14% of patients, respectively (p = 0.08). An improve-
ment in red blood cell parameters and a reduction in the 
number of RBC transfusions were also observed, especially 
in patients receiving pacritinib at a dose of 200 mg twice 
daily [61]. A retrospective analysis of pacritinib’s efficacy 
in patients with platelet counts <50 G/L showed similar 
efficacy and tolerability of the drug [62].

In the phase III PACIFICA study (NCT03165734), cur-
rently ongoing, pacritinib is being compared to treatment 
of physician’s choice (i.e. low-dose RUX, danazol, steroids, 
HU) in patients with advanced MF and severe thrombocy-
topenia [63].

New drugs inhibiting activin receptor

Luspatercept is a recombinant fusion protein consisting 
of the extracellular domain of activin (ActRIIB) and the Fc 
fragment of IgG. It has the ability to bind to transforming 
growth factor β2 (TGF-β2) family ligands and to inhibit the 
activation of the ActRIIB receptor and signalling through 
the Smad2/3 pathway. Inhibition of the Smad2/3 pathway 
restores the maturation of erythroid precursors in the late 
stage of erythropoiesis [64]. Luspatercept is approved for 
the treatment of anaemia in patients with myelodysplastic 
syndromes (MDS) and β-thalassemia [65–67]. The results 
of clinical trials also indicate drug activity in MF patients. 
The phase II ACE-536-MF-001 study included 95 MF pa-
tients with anaemia, assigned to one of four cohorts: 

 ■ Cohort 1: TI patients, currently not treated with a JAK 
inhibitor;
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 ■ Cohort 2: TD patients, currently not treated with rux-
olitinib;

 ■ Cohort 3A: TI patients, currently receiving ruxolitinib;
 ■ Cohort 3B: TD patients, currently receiving ruxolitinib 

[68]. 
The primary endpoint of the study was the response in 

terms of anaemia. In TI patients, the response was defined 
as an increase in Hb level ≥1.5 g/dL, and in TD patients as 
transfusion independence for at least 12 weeks. The high-
est efficacy of luspatercept was observed in cohort 3B (TD 
patients treated with RUX), with 26% of patients becoming 
transfusion independent. The primary endpoint was also 
met by 14% of patients in cohorts 1 and 3A, and by 10% 
of patients in cohort 2. Half of all TD patients had at least 
a 50% reduction in the number of transfusions [68]. The 
phase III INDEPENDENCE study is currently ongoing, eval-
uating the efficacy of luspatercept compared to a placebo 
in TD patients with MF treated with RUX (NCT04717414).

Sotatercept has a similar mechanism of action, bind-
ing to ligands of the TGF-β2 family and inhibiting activa-
tion of ActRIIA receptor [69]. In a phase II study, the drug 
was used in MF patients with anaemia and an Hb level 
<10 g/dL, in 27 patients as monotherapy, and in 19 in com-
bination with RUX. A response in terms of improvement of 
red blood cell parameters was observed in 30% of patients 
in both groups [69].

Conclusions

Anaemia remains a significant problem in the treat-
ment of patients with MF. The emergence of new thera-
peutic options gives rise to the hope that it will be pos-
sible to improve red blood cell parameters in a higher 
percentage of patients. Newer JAK inhibitors such as 
pacritinib and, above all, momelotinib, additionally im-
prove red blood cell parameters in a significant percent-
age of patients thanks to an additional mechanism of 
action based on ACVR1 inhibition, while maintaining the 
characteristic ability of JAK inhibitors to reduce spleno-
megaly and general symptoms. 

Great expectations await the results of studies with lus-
patercept and sotatercept, drugs with the ability to bind to 
ligands of the TGF-β2 family as well as to inhibit the activa-
tion of the ActRII receptor and signal transduction through 
the Smad2/3 pathway, thereby restoring the maturation 
of erythroid precursors in the late stage of erythropoiesis. 

Numerous new drugs with very different mechanisms 
of action are currently being tested in clinical trials. It is 
expected that their action will not be limited to reducing 
spleen size and general symptoms of the disease. The pre-
liminary efficacy results of many of these drugs indicate an 
effect on reducing bone marrow fibrosis and the load of the 
mutant allele JAK2, CALR, MPL, as well as improving normal 

haematopoiesis, including red blood cell parameters. The 
molecules in advanced clinical trials include: 

 ■ pelabresib — an inhibitor of BET (Bromodomain and 
Extra-terminal) proteins; 

 ■ navetemadin — an inhibitor of HDM2 (human dou-
ble-minute homologue; 

 ■ imetelstat — a telomerase inhibitor; 
 ■ navitoclax — an inhibitor of BCL-2/BCL-xL (B-Cell Lym-

phoma-2/extra-large); 
 ■ bomedemstat — an inhibitor of LSD1 (lysine-specific 

demethylase 1). 
These molecules are being tested both in first line treat-

ment (as add-on therapy to RUX) and in patients with sub-
optimal response or resistance to JAK inhibitors. Initial re-
sults of these studies prompt the hope that many of these 
new drugs will find a place in MF therapy, increasing the 
efficacy of JAK inhibitors and reducing their haematologi-
cal toxicity [70, 71].

Article information and declarations

Authors’ contributions
The authors contributed equally to the creation of the 
article.

Funding
None.

Conflict of interest
AG — lecture for Novartis, Celgene-BMS. JG-T — advisory 
board (Novartis, Celgene-BMS, GSK); lecture for Novartis, 
Celgene-BMS, GSK.

References

1. Tefferi A. Primary myelofibrosis: 2023 update on diagnosis, risk-strat-
ification, and management. Am J Hematol. 2023; 98(5): 801–821, 
doi: 10.1002/ajh.26857, indexed in Pubmed: 36680511.

2. Khoury JD, Solary E, Abla O, et al. The 5th edition of the World Health 
Organization Classification of Haematolymphoid Tumours: Myeloid and 
Histiocytic/Dendritic Neoplasms. Leukemia. 2022; 36(7): 1703–1719, 
doi: 10.1038/s41375-022-01613-1, indexed in Pubmed: 35732831.

3. Hultcrantz M, Kristinsson SY, Andersson TML, et al. Patterns of sur-
vival among patients with myeloproliferative neoplasms diagnosed 
in Sweden from 1973 to 2008: a population-based study. J Clin 
Oncol. 2012; 30(24): 2995–3001, doi: 10.1200/JCO.2012.42.1925, 
indexed in Pubmed: 22802311.

4. Tefferi A. Pathogenesis of myelofibrosis with myeloid metaplasia. J Clin 
Oncol. 2005; 23(33): 8520–8530, doi: 10.1200/JCO.2004.00.9316, 
indexed in Pubmed: 16293880.

5. Mesa RA, Harrison C, Palmer JM, et al. Patient-reported Outcomes 
and Quality of Life in Anaemic and Symptomatic Patients With Myelo-
fibrosis: Results From the MOMENTUM Study. Hemasphere. 2023; 
7(11): e966, doi: 10.1097/HS9.0000000000000966, indexed in 
Pubmed: 37901848.

http://dx.doi.org/10.1002/ajh.26857
https://www.ncbi.nlm.nih.gov/pubmed/36680511
http://dx.doi.org/10.1038/s41375-022-01613-1
https://www.ncbi.nlm.nih.gov/pubmed/35732831
http://dx.doi.org/10.1200/JCO.2012.42.1925
https://www.ncbi.nlm.nih.gov/pubmed/22802311
http://dx.doi.org/10.1200/JCO.2004.00.9316
https://www.ncbi.nlm.nih.gov/pubmed/16293880
http://dx.doi.org/10.1097/HS9.0000000000000966
https://www.ncbi.nlm.nih.gov/pubmed/37901848


Acta Haematologica Polonica 2024, vol. 55, no. 6

www.journals.viamedica.pl/acta_haematologica_polonica364

6. Passamonti F, Cervantes F, Vannucchi AM, et al. A dynamic 
prognostic model to predict survival in primary myelofibrosis: 
a study by the IWG-MRT (International Working Group for Myelopro-
liferative Neoplasms Research and Treatment). Blood. 2010; 115(9): 
1703–1708, doi: 10.1182/blood-2009-09-245837, indexed in 
Pubmed: 20008785.

7. Gangat N, Caramazza D, Vaidya R, et al. DIPSS plus: a refined 
Dynamic International Prognostic Scoring System for primary my-
elofibrosis that incorporates prognostic information from karyo-
type, platelet count, and transfusion status. J Clin Oncol. 2011; 
29(4): 392–397, doi: 10.1200/JCO.2010.32.2446, indexed in 
Pubmed: 21149668.

8. Verstovsek S. How I manage anaemia related to myelofibrosis and 
its treatment regimens. Ann Hematol. 2023; 102(4): 689–698, 
doi: 10.1007/s00277-023-05126-4, indexed in Pubmed: 36786879.

9. Tefferi A, Lasho TL, Jimma T, et al. One thousand patients with pri-
mary myelofibrosis: the mayo clinic experience. Mayo Clin Proc. 2012; 
87(1): 25–33, doi: 10.1016/j.mayocp.2011.11.001, indexed in 
Pubmed: 22212965.

10. Barraco D, Elala YC, Lasho TL, et al. Molecular correlates of anae-
mia in primary myelofibrosis: a significant and independent asso-
ciation with U2AF1 mutations. Blood Cancer J. 2016; 6(4): e415, 
doi: 10.1038/bcj.2016.22, indexed in Pubmed: 27058230.

11. Nicolosi M, Mudireddy M, Lasho TL, et al. Sex and degree of severity 
influence the prognostic impact of anaemia in primary myelofibro-
sis: analysis based on 1109 consecutive patients. Leukemia. 2018; 
32(5): 1254–1258, doi: 10.1038/s41375-018-0028-x, indexed in 
Pubmed: 29568091.

12. Mora B, Giorgino T, Guglielmelli P, et al. Phenotype variability of 
patients with post polycythemia vera and post essential thrombo-
cythemia myelofibrosis is associated with the time to progression 
from polycythemia vera and essential thrombocythemia. Leuk Res. 
2018; 69: 100–102, doi: 10.1016/j.leukres.2018.04.012, indexed 
in Pubmed: 29734070.

13. Passamonti F, Giorgino T, Mora B, et al. A clinical-molecular prog-
nostic model to predict survival in patients with post polycythemia 
vera and post essential thrombocythemia myelofibrosis. Leukemia. 
2017; 31(12): 2726–2731, doi: 10.1038/leu.2017.169, indexed in 
Pubmed: 28561069.

14. Mora B, Guglielmelli P, Rumi E, et al. Impact of bone marrow fibrosis 
grade in post-polycythemia vera and post-essential thrombocythemia 
myelofibrosis: A study of the MYSEC group. Am J Hematol. 2020; 95(1): 
E1–E3, doi: 10.1002/ajh.25644, indexed in Pubmed: 31588594.

15. Tefferi A, Hudgens S, Mesa R, et al. Use of the Functional Assess-
ment of Cancer Therapy--anaemia in persons with myeloproliferative 
neoplasm-associated myelofibrosis and anaemia. Clin Ther. 2014; 
36(4): 560–566, doi: 10.1016/j.clinthera.2014.02.016, indexed in 
Pubmed: 24636526.

16. Cervantes F, Dupriez B, Pereira A, et al. New prognostic scoring system 
for primary myelofibrosis based on a study of the International Work-
ing Group for Myelofibrosis Research and Treatment. Blood. 2009; 
113(13): 2895–2901, doi: 10.1182/blood-2008-07-170449, indexed 
in Pubmed: 18988864.

17. Tefferi A, Guglielmelli P, Lasho TL, et al. MIPSS70+ Version 2.0: Muta-
tion and Karyotype-Enhanced International Prognostic Scoring System 
for Primary Myelofibrosis. J Clin Oncol. 2018; 36(17): 1769–1770, 
doi: 10.1200/JCO.2018.78.9867, indexed in Pubmed: 29708808.

18. Cervantes F, Correa JG, Hernandez-Boluda JC. Alleviating anaemia 
and thrombocytopenia in myelofibrosis patients. Expert Rev Hematol. 

2016; 9(5): 489–496, doi: 10.1586/17474086.2016.1154452, in-
dexed in Pubmed: 26891375.

19. Wang X, Cho SY, Hu CS, et al. C-X-C motif chemokine 12 influences 
the development of extramedullary hematopoiesis in the spleens 
of myelofibrosis patients. Exp Hematol. 2015; 43(2): 100–109.e1, 
doi: 10.1016/j.exphem.2014.10.013, indexed in Pubmed: 25461253.

20. Sohawon D, Lau KK, Lau T, et al. Extra-medullary haematopoiesis: 
a pictorial review of its typical and atypical locations. J Med Im-
aging Radiat Oncol. 2012; 56(5): 538–544, doi: 10.1111/j.1754-
9485.2012.02397.x, indexed in Pubmed: 23043573.

21. Naymagon L, Mascarenhas J. Myelofibrosis-Related Anaemia: Cur-
rent and Emerging Therapeutic Strategies. Hemasphere. 2017; 
1(1): e1, doi: 10.1097/HS9.0000000000000001, indexed in 
Pubmed: 31723730.

22. Birgegard G, Samuelsson J, Ahlstrand E, et al. Inflammatory functional 
iron deficiency common in myelofibrosis, contributes to anaemia and 
impairs quality of life. From the Nordic MPN study Group. Eur J Hae-
matol. 2019; 102(3): 235–240, doi: 10.1111/ejh.13198, indexed in 
Pubmed: 30472746.

23. Tefferi A, Cervantes F, Mesa R, et al. Revised response criteria for my-
elofibrosis: International Working Group-Myeloproliferative Neoplasms 
Research and Treatment (IWG-MRT) and European LeukemiaNet (ELN) 
consensus report. Blood. 2013; 122(8): 1395–1398, doi: 10.1182/
blood-2013-03-488098, indexed in Pubmed: 23838352.

24. Cervantes F, Alvarez-Larrán A, Hernández-Boluda JC, et al. Erythropoi-
etin treatment of the anaemia of myelofibrosis with myeloid metapla-
sia: results in 20 patients and review of the literature. Br J Haematol. 
2004; 127(4): 399–403, doi: 10.1111/j.1365-2141.2004.05229.x, 
indexed in Pubmed: 15521916.

25. Hernández-Boluda JC, Correa JG, García-Delgado R, et al. Predictive 
factors for anaemia response to erythropoiesis-stimulating agents in 
myelofibrosis. Eur J Haematol. 2017; 98(4): 407–414, doi: 10.1111/
ejh.12846, indexed in Pubmed: 28009442.

26. Huang J, Tefferi A. Erythropoiesis stimulating agents have limited 
therapeutic activity in transfusion-dependent patients with primary 
myelofibrosis regardless of serum erythropoietin level. Eur J Haematol. 
2009; 83(2): 154–155, doi: 10.1111/j.1600-0609.2009.01266.x, 
indexed in Pubmed: 19366369.

27. Birgegård G. Does anything work for anaemia in myelofibrosis? Best 
Pract Res Clin Haematol. 2014; 27(2): 175–185, doi: 10.1016/j.
beha.2014.07.011, indexed in Pubmed: 25189728.

28. Al-Sharefi A, Mohammed A, Abdalaziz A, et al. Androgens and Anae-
mia: Current Trends and Future Prospects. Front Endocrinol (Laus-
anne). 2019; 10: 754, doi: 10.3389/fendo.2019.00754, indexed in 
Pubmed: 31798530.

29. Cervantes F, Isola IM, Alvarez-Larrán A, et al. Danazol therapy for 
the anaemia of myelofibrosis: assessment of efficacy with current 
criteria of response and long-term results. Ann Hematol. 2015; 
94(11): 1791–1796, doi: 10.1007/s00277-015-2435-7, indexed in 
Pubmed: 26122869.

30. Berrebi A, Feldberg E, Spivak I, et al. Mini-dose of thalidomide for 
treatment of primary myelofibrosis. Report of a case with complete 
reversal of bone marrow fibrosis and splenomegaly. Haematologica. 
2007; 92(2): e15–e16, doi: 10.3324/haematol.10684, indexed in 
Pubmed: 17405746.

31. Masarova L, Verstovsek S, Kantarjian H, et al. Immunotherapy based 
approaches in myelofibrosis. Expert Rev Hematol. 2017; 10(10): 
903–914, doi: 10.1080/17474086.2017.1366853, indexed in 
Pubmed: 28799436.

http://dx.doi.org/10.1182/blood-2009-09-245837
https://www.ncbi.nlm.nih.gov/pubmed/20008785
http://dx.doi.org/10.1200/JCO.2010.32.2446
https://www.ncbi.nlm.nih.gov/pubmed/21149668
http://dx.doi.org/10.1007/s00277-023-05126-4
https://www.ncbi.nlm.nih.gov/pubmed/36786879
http://dx.doi.org/10.1016/j.mayocp.2011.11.001
https://www.ncbi.nlm.nih.gov/pubmed/22212965
http://dx.doi.org/10.1038/bcj.2016.22
https://www.ncbi.nlm.nih.gov/pubmed/27058230
http://dx.doi.org/10.1038/s41375-018-0028-x
https://www.ncbi.nlm.nih.gov/pubmed/29568091
http://dx.doi.org/10.1016/j.leukres.2018.04.012
https://www.ncbi.nlm.nih.gov/pubmed/29734070
http://dx.doi.org/10.1038/leu.2017.169
https://www.ncbi.nlm.nih.gov/pubmed/28561069
http://dx.doi.org/10.1002/ajh.25644
https://www.ncbi.nlm.nih.gov/pubmed/31588594
http://dx.doi.org/10.1016/j.clinthera.2014.02.016
https://www.ncbi.nlm.nih.gov/pubmed/24636526
http://dx.doi.org/10.1182/blood-2008-07-170449
https://www.ncbi.nlm.nih.gov/pubmed/18988864
http://dx.doi.org/10.1200/JCO.2018.78.9867
https://www.ncbi.nlm.nih.gov/pubmed/29708808
http://dx.doi.org/10.1586/17474086.2016.1154452
https://www.ncbi.nlm.nih.gov/pubmed/26891375
http://dx.doi.org/10.1016/j.exphem.2014.10.013
https://www.ncbi.nlm.nih.gov/pubmed/25461253
http://dx.doi.org/10.1111/j.1754-9485.2012.02397.x
http://dx.doi.org/10.1111/j.1754-9485.2012.02397.x
https://www.ncbi.nlm.nih.gov/pubmed/23043573
http://dx.doi.org/10.1097/HS9.0000000000000001
https://www.ncbi.nlm.nih.gov/pubmed/31723730
http://dx.doi.org/10.1111/ejh.13198
https://www.ncbi.nlm.nih.gov/pubmed/30472746
http://dx.doi.org/10.1182/blood-2013-03-488098
http://dx.doi.org/10.1182/blood-2013-03-488098
https://www.ncbi.nlm.nih.gov/pubmed/23838352
http://dx.doi.org/10.1111/j.1365-2141.2004.05229.x
https://www.ncbi.nlm.nih.gov/pubmed/15521916
http://dx.doi.org/10.1111/ejh.12846
http://dx.doi.org/10.1111/ejh.12846
https://www.ncbi.nlm.nih.gov/pubmed/28009442
http://dx.doi.org/10.1111/j.1600-0609.2009.01266.x
https://www.ncbi.nlm.nih.gov/pubmed/19366369
http://dx.doi.org/10.1016/j.beha.2014.07.011
http://dx.doi.org/10.1016/j.beha.2014.07.011
https://www.ncbi.nlm.nih.gov/pubmed/25189728
http://dx.doi.org/10.3389/fendo.2019.00754
https://www.ncbi.nlm.nih.gov/pubmed/31798530
http://dx.doi.org/10.1007/s00277-015-2435-7
https://www.ncbi.nlm.nih.gov/pubmed/26122869
http://dx.doi.org/10.3324/haematol.10684
https://www.ncbi.nlm.nih.gov/pubmed/17405746
http://dx.doi.org/10.1080/17474086.2017.1366853
https://www.ncbi.nlm.nih.gov/pubmed/28799436


www.journals.viamedica.pl/acta_haematologica_polonica 365

Aleksandra Gołos, Joanna Góra-Tybor, Treatment options for anaemia in myelofbrosis

32. Mesa RA, Steensma DP, Pardanani A, et al. A phase 2 trial of combina-
tion low-dose thalidomide and prednisone for the treatment of myelo-
fibrosis with myeloid metaplasia. Blood. 2003; 101(7): 2534–2541, 
doi: 10.1182/blood-2002-09-2928, indexed in Pubmed: 12517815.

33. Mesa RA, Yao X, Cripe LD, et al. Lenalidomide and prednisone for 
myelofibrosis: Eastern Cooperative Oncology Group (ECOG) phase 
2 trial E4903. Blood. 2010; 116(22): 4436–4438, doi: 10.1182/
blood-2010-05-287417, indexed in Pubmed: 20651074.

34. Jabbour E, Thomas D, Kantarjian H, et al. Comparison of thalido-
mide and lenalidomide as therapy for myelofibrosis. Blood. 2011; 
118(4): 899–902, doi: 10.1182/blood-2010-12-325589, indexed in 
Pubmed: 21622644.

35. Schlenk RF, Stegelmann F, Reiter A, et al. Pomalidomide in my-
eloproliferative neoplasm-associated myelofibrosis. Leukemia. 
2017; 31(4): 889–895, doi: 10.1038/leu.2016.299, indexed in 
Pubmed: 27774990.

36. Tefferi A, Al-Ali HK, Barosi G, et al. A randomized study of pomalido-
mide vs placebo in persons with myeloproliferative neoplasm-asso-
ciated myelofibrosis and RBC-transfusion dependence. Leukemia. 
2017; 31(4): 896–902, doi: 10.1038/leu.2016.300, indexed in 
Pubmed: 27773929.

37. Rampal R, Verstovsek S, Devlin S, et al. Safety and Efficacy of Com-
bined Ruxolitinib and Thalidomide in Patients with Myelofibrosis: 
A Phase II Study. Blood. 2019; 134(Supplement_1): 4163–4163, 
doi: 10.1182/blood-2019-127661.

38. Stegelmann F, Koschmieder S, Isfort S, et al. Updated Results from 
the German Mpnsg-0212 Combination Trial: Ruxolitinib Plus Pomalid-
omide in Myelofibrosis with Anaemia. Blood. 2019; 134 (Supple-
ment 1): 672–672, doi: 10.1182/blood-2019-127859.

39. Tefferi A, Mesa RA, Nagorney DM, et al. Splenectomy in myelofi-
brosis with myeloid metaplasia: a single-institution experience 
with 223 patients. Blood. 2000; 95(7): 2226–2233, indexed in 
Pubmed: 10733489.

40. Tefferi A, Mudireddy M, Gangat N, et al. Risk factors and a prognostic 
model for postsplenectomy survival in myelofibrosis. Am J Hema-
tol. 2017; 92(11): 1187–1192, doi: 10.1002/ajh.24881, indexed in 
Pubmed: 28782256.

41. Elena C, Passamonti F, Rumi E, et al. Red blood cell transfusion-
dependency implies a poor survival in primary myelofibrosis ir-
respective of IPSS and DIPSS. Haematologica. 2011; 96(1): 
167–170, doi: 10.3324/haematol.2010.031831, indexed in 
Pubmed: 20884708.

42. Neubauer H, Cumano A, Müller M, et al. Jak2 deficiency defines an 
essential developmental checkpoint in definitive hematopoiesis. Cell. 
1998; 93(3): 397–409, doi: 10.1016/s0092-8674(00)81168-x, in-
dexed in Pubmed: 9590174.

43. Kremyanskaya M, Atallah EL, Hoffman R, et al. Ruxolitinib: the first 
FDA approved therapy for the treatment of myelofibrosis. Clin Cancer 
Res. 2012; 18(11): 3008–3014, doi: 10.1158/1078-0432.CCR-11-
3145, indexed in Pubmed: 22474318.

44. Verstovsek S, Mesa RA, Gotlib J, et al. A double-blind, placebo-
controlled trial of ruxolitinib for myelofibrosis. N Engl J Med. 2012; 
366(9): 799–807, doi: 10.1056/NEJMoa1110557, indexed in 
Pubmed: 22375971.

45. Harrison C, Kiladjian JJ, Al-Ali HK, et al. JAK inhibition with ruxoli-
tinib versus best available therapy for myelofibrosis. N Engl J Med. 
2012; 366(9): 787–798, doi: 10.1056/NEJMoa1110556, indexed in 
Pubmed: 22375970.

46. Vannucchi AM, Kantarjian HM, Kiladjian JJ, et al. COMFORT Investiga-
tors. A pooled analysis of overall survival in COMFORT-I and COMFORT-
II, 2 randomized phase III trials of ruxolitinib for the treatment of my-
elofibrosis. Haematologica. 2015; 100(9): 1139–1145, doi: 10.3324/
haematol.2014.119545, indexed in Pubmed: 26069290.

47. Gupta V, Harrison C, Hexner EO, et al. The impact of anaemia on 
overall survival in patients with myelofibrosis treated with ruxolitinib in 
the COMFORT studies. Haematologica. 2016; 101(12): e482–e484, 
doi: 10.3324/haematol.2016.151449, indexed in Pubmed: 27587385.

48. Palandri F, Breccia M, Bonifacio M, et al. Life after ruxolitinib: Rea-
sons for discontinuation, impact of disease phase, and outcomes in 
218 patients with myelofibrosis. Cancer. 2020; 126(6): 1243–1252, 
doi: 10.1002/cncr.32664, indexed in Pubmed: 31860137.

49. Crisà E, Cilloni D, Elli EM, et al. The use of erythropoiesis-stimulat-
ing agents is safe and effective in the management of anaemia 
in myelofibrosis patients treated with ruxolitinib. Br J Haematol. 
2018; 182(5): 701–704, doi: 10.1111/bjh.15450, indexed in 
Pubmed: 29984826.

50. Cervantes F, Ross DM, Radinoff A, et al. Efficacy and safety of a novel 
dosing strategy for ruxolitinib in the treatment of patients with myelo-
fibrosis and anaemia: the REALISE phase 2 study. Leukemia. 2021; 
35(12): 3455–3465, doi: 10.1038/s41375-021-01261-x, indexed in 
Pubmed: 34017073.

51. Pardanani A, Tefferi A, Jamieson C, et al. A phase 2 randomized dose-
ranging study of the JAK2-selective inhibitor fedratinib (SAR302503) 
in patients with myelofibrosis. Blood Cancer J. 2015; 5(8): e335, 
doi: 10.1038/bcj.2015.63, indexed in Pubmed: 26252788.

52. Harrison CN, Schaap N, Vannucchi AM, et al. Janus kinase-2 in-
hibitor fedratinib in patients with myelofibrosis previously treated 
with ruxolitinib (JAKARTA-2): a single-arm, open-label, non-ran-
domised, phase 2, multicentre study. Lancet Haematol. 2017; 4(7): 
e317–e324, doi: 10.1016/S2352-3026(17)30088-1, indexed in 
Pubmed: 28602585.

53. Gupta V, Yacoub A, Mesa RA, et al. Safety and efficacy of fedra-
tinib in patients with myelofibrosis previously treated with ruxolitinib: 
primary analysis of FREEDOM trial. Leuk Lymphoma. 2024; 65(9): 
1314–1324, doi: 10.1080/10428194.2024.2346733, indexed in 
Pubmed: 38838026.

54. Harrison CN, Mesa R, Talpaz M, et al. Efficacy and safety of fedra-
tinib in patients with myelofibrosis previously treated with ruxoli-
tinib (FREEDOM2): results from a multicentre, open-label, ran-
domised, controlled, phase 3 trial. Lancet Haematol. 2024; 11(10): 
e729–e740, doi: 10.1016/S2352-3026(24)00212-6, indexed in 
Pubmed: 39265613.

55. Oh ST, Talpaz M, Gerds AT, et al. ACVR1/JAK1/JAK2 inhibitor 
momelotinib reverses transfusion dependency and suppresses 
hepcidin in myelofibrosis phase 2 trial. Blood Adv. 2020; 4(18): 
4282–4291, doi: 10.1182/bloodadvances.2020002662, indexed in 
Pubmed: 32915978.

56. Gupta V, Mesa RA, Deininger MWN, et al. A phase 1/2, open-label 
study evaluating twice-daily administration of momelotinib in my-
elofibrosis. Haematologica. 2017; 102(1): 94–102, doi: 10.3324/
haematol.2016.148924, indexed in Pubmed: 27634203.

57. Mesa RA, Kiladjian JJ, Catalano JV, et al. SIMPLIFY-1: A Phase III 
Randomized Trial of Momelotinib Versus Ruxolitinib in Janus Ki-
nase Inhibitor-Naïve Patients With Myelofibrosis. J Clin Oncol. 2017; 
35(34): 3844–3850, doi: 10.1200/JCO.2017.73.4418, indexed in 
Pubmed: 28930494.

http://dx.doi.org/10.1182/blood-2002-09-2928
https://www.ncbi.nlm.nih.gov/pubmed/12517815
http://dx.doi.org/10.1182/blood-2010-05-287417
http://dx.doi.org/10.1182/blood-2010-05-287417
https://www.ncbi.nlm.nih.gov/pubmed/20651074
http://dx.doi.org/10.1182/blood-2010-12-325589
https://www.ncbi.nlm.nih.gov/pubmed/21622644
http://dx.doi.org/10.1038/leu.2016.299
https://www.ncbi.nlm.nih.gov/pubmed/27774990
http://dx.doi.org/10.1038/leu.2016.300
https://www.ncbi.nlm.nih.gov/pubmed/27773929
http://dx.doi.org/10.1182/blood-2019-127661
http://dx.doi.org/10.1182/blood-2019-127859
https://www.ncbi.nlm.nih.gov/pubmed/10733489
http://dx.doi.org/10.1002/ajh.24881
https://www.ncbi.nlm.nih.gov/pubmed/28782256
http://dx.doi.org/10.3324/haematol.2010.031831
https://www.ncbi.nlm.nih.gov/pubmed/20884708
http://dx.doi.org/10.1016/s0092-8674(00)81168-x
https://www.ncbi.nlm.nih.gov/pubmed/9590174
http://dx.doi.org/10.1158/1078-0432.CCR-11-3145
http://dx.doi.org/10.1158/1078-0432.CCR-11-3145
https://www.ncbi.nlm.nih.gov/pubmed/22474318
http://dx.doi.org/10.1056/NEJMoa1110557
https://www.ncbi.nlm.nih.gov/pubmed/22375971
http://dx.doi.org/10.1056/NEJMoa1110556
https://www.ncbi.nlm.nih.gov/pubmed/22375970
http://dx.doi.org/10.3324/haematol.2014.119545
http://dx.doi.org/10.3324/haematol.2014.119545
https://www.ncbi.nlm.nih.gov/pubmed/26069290
http://dx.doi.org/10.3324/haematol.2016.151449
https://www.ncbi.nlm.nih.gov/pubmed/27587385
http://dx.doi.org/10.1002/cncr.32664
https://www.ncbi.nlm.nih.gov/pubmed/31860137
http://dx.doi.org/10.1111/bjh.15450
https://www.ncbi.nlm.nih.gov/pubmed/29984826
http://dx.doi.org/10.1038/s41375-021-01261-x
https://www.ncbi.nlm.nih.gov/pubmed/34017073
http://dx.doi.org/10.1038/bcj.2015.63
https://www.ncbi.nlm.nih.gov/pubmed/26252788
http://dx.doi.org/10.1016/S2352-3026(17)30088-1
https://www.ncbi.nlm.nih.gov/pubmed/28602585
http://dx.doi.org/10.1080/10428194.2024.2346733
https://www.ncbi.nlm.nih.gov/pubmed/38838026
http://dx.doi.org/10.1016/S2352-3026(24)00212-6
https://www.ncbi.nlm.nih.gov/pubmed/39265613
http://dx.doi.org/10.1182/bloodadvances.2020002662
https://www.ncbi.nlm.nih.gov/pubmed/32915978
http://dx.doi.org/10.3324/haematol.2016.148924
http://dx.doi.org/10.3324/haematol.2016.148924
https://www.ncbi.nlm.nih.gov/pubmed/27634203
http://dx.doi.org/10.1200/JCO.2017.73.4418
https://www.ncbi.nlm.nih.gov/pubmed/28930494


Acta Haematologica Polonica 2024, vol. 55, no. 6

www.journals.viamedica.pl/acta_haematologica_polonica366

58. Harrison CN, Vannucchi AM, Platzbecker U, et al. Momelotinib ver-
sus best available therapy in patients with myelofibrosis previously 
treated with ruxolitinib (SIMPLIFY 2): a randomised, open-label, phase 
3 trial. Lancet Haematol. 2018; 5(2): e73–e81, doi: 10.1016/S2352-
3026(17)30237-5, indexed in Pubmed: 29275119.

59. Gerds AT, Verstovsek S, Vannucchi AM, et al. MOMENTUM Study In-
vestigators. Momelotinib versus danazol in symptomatic patients with 
anaemia and myelofibrosis (MOMENTUM): results from an internation-
al, double-blind, randomised, controlled, phase 3 study. Lancet. 2023; 
401(10373): 269–280, doi: 10.1016/S0140-6736(22)02036-0, 
indexed in Pubmed: 36709073.

60. Oh ST, Mesa RA, Harrison CN, et al. Pacritinib is a potent ACVR1 in-
hibitor with significant anaemia benefit in patients with myelofibrosis. 
Blood Adv. 2023; 7(19): 5835–5842, doi: 10.1182/bloodadvanc-
es.2023010151, indexed in Pubmed: 37552106.

61. Mascarenhas J, Hoffman R, Talpaz M, et al. Pacritinib vs Best 
Available Therapy, Including Ruxolitinib, in Patients With My-
elofibrosis: A Randomized Clinical Trial. JAMA Oncol. 2018; 
4(5): 652–659, doi: 10.1001/jamaoncol.2017.5818, indexed 
in Pubmed: 29522138.

62. Verstovsek S, Mesa R, Talpaz M, et al. Retrospective analysis of pac-
ritinib in patients with myelofibrosis and severe thrombocytopenia. 
Haematologica. 2022; 107(7): 1599–1607, doi: 10.3324/haema-
tol.2021.279415, indexed in Pubmed: 34551507.

63. Mascarenhas J, Gerds A, Kiladjian JJ, et al. PACIFICA: A Randomized, 
Controlled Phase 3 Study of Pacritinib Versus Physician’s Choice 
in Patients with Primary or Secondary Myelofibrosis and Severe 
Thrombocytopenia. Blood. 2022; 140(Supplement 1): 9592–9594, 
doi: 10.1182/blood-2022-163456.

64. Suragani RN, Cadena SM, Cawley SM, et al. Transforming growth 
factor-β superfamily ligand trap ACE-536 corrects anaemia by pro-
moting late-stage erythropoiesis. Nat Med. 2014; 20(4): 408–414, 
doi: 10.1038/nm.3512, indexed in Pubmed: 24658078.

65. Fenaux P, Platzbecker U, Mufti GJ, et al. Luspatercept in Patients 
with Lower-Risk Myelodysplastic Syndromes. N Engl J Med. 2020; 
382(2): 140–151, doi: 10.1056/NEJMoa1908892, indexed in 
Pubmed: 31914241.

66. Platzbecker U, Della Porta MG, Santini V, et al. Efficacy and safety of 
luspatercept versus epoetin alfa in erythropoiesis-stimulating agent-
naive, transfusion-dependent, lower-risk myelodysplastic syndromes 
(COMMANDS): interim analysis of a phase 3, open-label, randomised 
controlled trial. Lancet. 2023; 402(10399): 373–385, doi: 10.1016/
S0140-6736(23)00874-7, indexed in Pubmed: 37311468.

67. Cappellini MD, Viprakasit V, Taher AT, et al. BELIEVE Investigators. 
A Phase 3 Trial of Luspatercept in Patients with Transfusion-Depen-
dent β-Thalassemia. N Engl J Med. 2020; 382(13): 1219–1231, 
doi: 10.1056/NEJMoa1910182, indexed in Pubmed: 32212518.

68. Gerds AT, Harrison C, Kiladjian JJ, et al. Safety and efficacy of luspa-
tercept for the treatment of anaemia in patients with myelofibrosis. 
Blood Adv. 2024; 8(17): 4511–4522, doi: 10.1182/bloodadvanc-
es.2024012939, indexed in Pubmed: 38820422.

69. Bose P, Masarova L, Pemmaraju N, et al. Sotatercept for anaemia of 
myelofibrosis: a phase II investigator-initiated study. Haematologica. 
2024; 109(8): 2660–2664, doi: 10.3324/haematol.2023.284078, 
indexed in Pubmed: 38572554.

70. Chifotides HT, Masarova L, Verstovsek S. SOHO State of the Art 
Updates and Next Questions: Novel Therapeutic Strategies in De-
velopment for Myelofibrosis. Clin Lymphoma Myeloma Leuk. 2023; 
23(4): 219–231, doi: 10.1016/j.clml.2022.12.014, indexed in 
Pubmed: 36797153.

71. Duminuco A, Chifotides HT, Giallongo S, et al. ACVR1: A Novel 
Therapeutic Target to Treat Anaemia in Myelofibrosis. Cancers (Ba-
sel). 2023; 16(1), doi: 10.3390/cancers16010154, indexed in 
Pubmed: 38201581.

72. Abgrall JF, Guibaud I, Bastie JN, et al. Groupe Ouest-Est Leucémies et 
Maladies du Sang (GOELAMS). Thalidomide versus placebo in myeloid 
metaplasia with myelofibrosis: a prospective, randomized, double-
blind, multicenter study. Haematologica. 2006; 91(8): 1027–1032, 
indexed in Pubmed: 16885042.

73. Mesa RA, Vannucchi AM, Mead A, et al. Pacritinib versus best avail-
able therapy for the treatment of myelofibrosis irrespective of baseline 
cytopenias (PERSIST-1): an international, randomised, phase 3 trial. 
Lancet Haematol. 2017; 4(5): e225–e236, doi: 10.1016/S2352-
3026(17)30027-3, indexed in Pubmed: 28336242.

http://dx.doi.org/10.1016/S2352-3026(17)30237-5
http://dx.doi.org/10.1016/S2352-3026(17)30237-5
https://www.ncbi.nlm.nih.gov/pubmed/29275119
http://dx.doi.org/10.1016/S0140-6736(22)02036-0
https://www.ncbi.nlm.nih.gov/pubmed/36709073
http://dx.doi.org/10.1182/bloodadvances.2023010151
http://dx.doi.org/10.1182/bloodadvances.2023010151
https://www.ncbi.nlm.nih.gov/pubmed/37552106
http://dx.doi.org/10.1001/jamaoncol.2017.5818
https://www.ncbi.nlm.nih.gov/pubmed/29522138
http://dx.doi.org/10.3324/haematol.2021.279415
http://dx.doi.org/10.3324/haematol.2021.279415
https://www.ncbi.nlm.nih.gov/pubmed/34551507
http://dx.doi.org/10.1182/blood-2022-163456
http://dx.doi.org/10.1038/nm.3512
https://www.ncbi.nlm.nih.gov/pubmed/24658078
http://dx.doi.org/10.1056/NEJMoa1908892
https://www.ncbi.nlm.nih.gov/pubmed/31914241
http://dx.doi.org/10.1016/S0140-6736(23)00874-7
http://dx.doi.org/10.1016/S0140-6736(23)00874-7
https://www.ncbi.nlm.nih.gov/pubmed/37311468
http://dx.doi.org/10.1056/NEJMoa1910182
https://www.ncbi.nlm.nih.gov/pubmed/32212518
http://dx.doi.org/10.1182/bloodadvances.2024012939
http://dx.doi.org/10.1182/bloodadvances.2024012939
https://www.ncbi.nlm.nih.gov/pubmed/38820422
http://dx.doi.org/10.3324/haematol.2023.284078
https://www.ncbi.nlm.nih.gov/pubmed/38572554
http://dx.doi.org/10.1016/j.clml.2022.12.014
https://www.ncbi.nlm.nih.gov/pubmed/36797153
http://dx.doi.org/10.3390/cancers16010154
https://www.ncbi.nlm.nih.gov/pubmed/38201581
https://www.ncbi.nlm.nih.gov/pubmed/16885042
http://dx.doi.org/10.1016/S2352-3026(17)30027-3
http://dx.doi.org/10.1016/S2352-3026(17)30027-3
https://www.ncbi.nlm.nih.gov/pubmed/28336242

