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Abstract

Myelofibrosis (MF) is a heterogeneous disorder characterized 
by splenomegaly, constitutional symptoms, ineffective 
hematopoiesis, and an increased risk of leukemic 
transformation. The ongoing research in understanding 
the pathophysiology of the disease has allowed for 
the development of targeted drugs optimizing patient 
management. Furthermore, disease prognostication has 
significantly improved. Current therapeutic interventions are 
only partially effective with only allogeneic stem cell transplant 
potentially curative. Ruxolitinib is the only approved therapy 
for MF by the US Food and Drug Administration. However, 
despite efficacy in reducing splenomegaly and controlling 

symptomatology, it is not associated with consistent molecular 
or pathologic responses. Drug discontinuation is associated 
with a dismal outcome. The therapeutic landscape in MF has 
significantly improved, and emerging drugs with different 
target pathways, alone or in combination with ruxolitinib, seem 
promising.

Keywords: anemia, JAK inhibitors, myelofibrosis, survival, 
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Introduction
Myelofibrosis (MF) is a BCR-ABL1-negative chronic 
myeloproliferative neoplasm (MPN) that includes primary 
myelofibrosis (PMF), post-polycythemia vera myelofibrosis (PPV-
MF), and post-essential thrombocythemia myelofibrosis (PET-
MF), characterized by stem cell‐derived clonal proliferation1 that 
is often, but not always, accompanied by somatic mutations, 
which are classified into driver mutations (i.e., a mutation of 
either JAK2, CALR, or MPL) and subclonal mutations.

MF is a heterogeneous disease with up to 30% of patients being 
initially asymptomatic2; in 83–89% of newly diagnosed PMF 
patients, a palpable splenomegaly is present, approximately 
one-third have grade 2 anemia (i.e., hemoglobin [Hb] values 
<10 g/dL), and about one-fourth are burdened by constitutional 
symptoms.2–4 Thrombocytopenia, and specifically a platelet 
count ≤100 × 109/L, is present in approximately 15% of 
MF patients at diagnosis and is less common in secondary 
myelofibrosis (SMF).5,6 Furthermore, all these features tend to 
be progressive over time and, at least with regards to anemia, 
systemic symptomatology, and thrombocytopenia, carry an 
independent negative prognostic weight.2,3,7–9 Both PMF 

and SMF negatively affect patients’ life expectancy and can 
transform into blast phase (BP).2

The considerable heterogeneity in clinical presentation and 
disease evolution results in widely variable patient outcomes, 
which are being captured with increasing accuracy by 
continuously evolving prognostic scoring systems, such as 
the PMF-specific International Prognostic Scoring System 
(IPSS),2 its dynamic version (dynamic IPSS [DIPSS]),3 and its 
augmented version (DIPSS-Plus),8 which increases the number 
of risk factors considered. Recent attempts at including 
molecular characteristics into prognostic models have resulted 
in the Mutation-Enhanced International Prognostic Scoring 
System (MIPSS70),9 which, however, requires that patients be 
characterized for subclonal mutations. Even more recently, 
a transplant-specific clinical-molecular model has been put 
forward.10

Progressive splenomegaly and anemia are distinctive in the 
evolution from PV to SMF,11 while genetic12 and molecular6 
characteristics, as well as gender,13 impact disease outcomes 
in SMF. Differences in terms of genetics, phenotype, and 
prognosis between PMF and SMF4 have recently been 
acknowledged and have resulted in the development of a 
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prognostic tool specific for SMF: the Myelofibrosis Secondary to 
PV and ET Collaboration-Prognostic Model (MYSEC-PM).14

The unraveling, albeit partial, of cellular pathways underlying 
disease occurrence and progression has led the way to the 
development of targeted treatments; however, the only 
curative strategy is allogeneic stem cell transplant (ASCT). This 
approach is recommended for transplant-eligible patients 
with higher risk disease (and intermediate-1 risk MF with an 
adverse cytogenetic or molecular profile) and is associated with 
a significant transplant-related mortality and relapse rate.15–18 
Current recommendations and guidelines suggest a problem-
based approach for transplant-ineligible patients and for those 
with lower risk disease.19–21 Available drugs are often unable to 
concurrently address different problems that can coexist within 
the same patient, such as cytopenias and myeloproliferative 
features. In such a scenario, drug combinations targeting 
different clinical issues may be of value.22 This review is 
focused on problem-based treatment options for MF patients, 
discriminating in standard care and novel therapeutic 
approaches still under investigation. Published literature was 
reviewed using available databases (PubMed, Medline) and 
web pages (clinicaltrials.gov).

Management of MF-related 
cytopenias
Currently, there are no US Food and Drug Administration (FDA) 
or European Medicines Agency (EMA)-approved drugs for 
the treatment of anemia, with or without red blood cell (RBC) 
transfusion dependence, and thrombocytopenia in MF, but 
commonly used drugs include corticosteroids, androgenic 
steroids, erythropoietin, and immunomodulatory drugs 
(such as thalidomide, lenalidomide, and pomalidomide). 
Furthermore, given the detrimental effects of anemia and 
transfusion-related iron overload, a proper iron chelation 
therapy is crucial and seems to be effective on outcome of 
disease,23 in particular in terms of hematologic improvement 
and survival.24–26

Corticosteroids
The rationale for the use of corticosteroids is the suppression  
of inflammatory stimuli and immune-mediated mechanism at 
the basis of pathogenesis of MF-anemia. Clinical data on the 
use of corticosteroids are scant and mostly derive from case 
studies.

More recently in a retrospective study including 30 MF  
patients with severe anemia who had failed conventional 
therapies, treatment with oral prednisone, at an initial daily 
dose of 0.5–1 mg/kg, allowed the achievement of anemia 
response in 40% of them, with the median response duration 
of 12 months, within the first 4 months of treatment. A durable 
platelet response in a quarter of thrombocytopenic patients 
was also obtained.27

Androgens
Androgens have been largely used to treat the anemia of MF 
with responses ranging from 30% to 60% of patients.28,29 
In a recent retrospective analysis on 50 patients treated 
with danazol, 30% achieved anemia response (defined as 
transfusion independence or an Hb increase >2 g/dL in 
patients without transfusion requirements, both maintained 
for at least 12 weeks) with a median response duration of 14 
months and a response rate higher in transfusion-independent 
patients.30 Thrombocytopenia response was observed in 
almost a quarter of patients with moderate thrombocytopenia 
(platelet count <100 × 109/L).30 The initial dose to achieve the 
desired effect is 600 mg daily; treatment should be maintained 
for at least 6 months before stopping for lack of efficacy. 
Once a response is obtained, the danazol dose must be 
progressively reduced to the minimum necessary to maintain 
efficacy. The therapy is well tolerated. Androgenic steroids 
are associated with risks of liver toxicity and liver and prostate 
cancers: before starting danazol, prostate cancer must be 
excluded, and a regular monitoring of liver function,  
prostatic-specific antigen levels, and ultrasound imaging to 
screen for hepatic tumors has been recommended.31 In one 
retrospective study, history of treatment with danazol was 
associated with an increased risk of leukemic transformation.32 
Treatment with danazol led to telomere elongation in patients 
with telomere diseases33: how this mechanism of action is  
involved in the improvement of MF-related cytopenias is 
unknown. A recent multicenter phase 2 study of combination 
therapy with ruxolitinib and danazol showed clinical 
improvement in terms of spleen reduction in 21.4%, and most 
patients had a sustained response without hematological 
deterioration.34

Erythropoiesis-stimulating agents
Erythropoiesis-stimulating agents (ESAs) are widely used for 
the treatment of anemia associated with both lymphoid and 
myeloid neoplasms. Anemia response rates of approximately 
40% have been reported with ESAs.35,36 Lower baseline 
erythropoietin levels (EPO <125 U/L) and transfusion-
independent mild anemia are generally associated with a 
favorable response.31 Responses usually are seen within 
a few weeks, and a lack of response after 3 months is a 
criterion to discontinue the treatment. The treatment is 
well tolerated. Safety concerns concerning the possible 
worsening of splenomegaly35–37 and an association of leukemic 
transformation with ESA use32 have led investigators to 
recommend a careful use of ESA.

Despite potential antagonistic mechanisms of action on Janus 
kinase 2, some responses on anemia have been reported with 
the addition of ESAs to ruxolitinib in a small subset of patients 
in the COMFORT II trial38 and more recently in an Italian study.39 
An observational trial aimed to better assess the combination 
of ESAs and ruxolitinib is ongoing (NCT03208803).
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Immunomodulatory drugs
Thalidomide, lenalidomide, and pomalidomide are 
immunomodulatory agents (IMiDs) with clinical activity in a 
variety of disorders, including other hematologic diseases. They 
are characterized by anti-angiogenic, anti-TNF-α, and T-cell 
costimulatory activity in addition to inhibition of T-regulatory 
cell proliferation.40,41

The standard dose of thalidomide, at 100–200 mg/day, is 
associated with anemia response of 29% and improvement 
of platelet count in 35% of cases; however, it is characterized 
by an unfavorable dose-related toxicity profile composed of 
constipation, fatigue, paresthesiae, sedation, hematologic 
toxicity, and myeloproliferative acceleration.42

To minimize the drug toxicity, several trials were performed 
with lower dose of thalidomide. Mesa and colleagues 
performed an analysis on 21 patients treated with low-dose 
thalidomide (50 mg/day) and prednisone: 20 patients (95%) 
were able to complete 3 months of treatment. An objective 
clinical response was demonstrated in 13 (62%) patients: 
all improvements in anemia; 40% became transfusion-
independent, and among patients with thrombocytopenia, 
75% experienced an increase of 50% or higher in platelet 
count. Marchetti and colleagues demonstrated that doses 
of thalidomide starting at 50 mg and going up to 400 mg/d 
allowed to achieve RBC transfusion independence and an 
increase of platelet count >50 × 109/L in 39% and 22% of 
patients, respectively.43 A combination of ruxolitinib and 
thalidomide is now under investigation (NCT03069326).

Lenalidomide yielded overall response rates of 22% for anemia 
and 50% for thrombocytopenia with high discontinuation 
rate because of side effects, mainly due to excessive 
myelosuppression.44

To reduce toxicity, lenalidomide has been combined with a 
low-dose prednisone taper. In the study conducted at the 
MD Anderson Cancer Center, anemia response was 30%, 
and an improvement on bone marrow reticulin fibrosis was 
noted: there were no neutropenia or thrombocytepenia 
responses.45 By contrast, in another study the anemia response 
remained 23%, and there was a high rate of discontinuation 
due to hematologic and nonhematologic toxicity, whereas no 
regression of the marrow fibrosis was seen.46

A trial evaluating the combination ruxolitinib and lenalidomide 
has been performed, and it was characterized by a high rate of 
early discontinuations due to hematologic side effects.47

Pomalidomide is a potent second-generation IMiD with 
a superior toxicity and safety profile than thalidomide 
and lenalidomide. Several MF trials with pomalidomide 
showed encouraging anemia and platelet responses.48–50 
However, the only phase 3 placebo-controlled randomized 
trial of pomalidomide yielded disappointing results: the 
study randomized 252 patients with MF in a 2:1 double-

blinded fashion to pomalidomide 0.5 mg daily or placebo. 
Unfortunately, the rate of RBC transfusion independence was 
16% in both arms. However, platelet response was significantly 
more in the pomalidomide group: 22% pomalidomide 
versus 0% in the placebo arm.51 A recent German study of 
pomalidomide in 103 cytopenic patients with MF showed 
that an erythroid response was observed in 20% of patients, 
seven patients showed a platelet response, and two patients 
a neutrophil response, with three patients responding in ≥1 
lineage.52 A pomalidomide dose of 2 mg/d and mutated TET2 
were significantly associated with response, and receipt of 
prednisolone did not affect the rate or duration of response 
(median duration of responses was 13.0 months).

An ongoing phase 1b/2 trial to assess the efficacy of oral drug 
combination ruxolitinib and pomalidomide is now under 
investigation (NCT01644110).

Novel agents for MF-related cytopenias
There are ongoing studies evaluating agents targeting various 
key mediators involved in the pathogenesis of MF such as 
transforming growth factor-β (TGF-β; sotatercept, luspatercept, 
and fresolimumab) and bone marrow fibrosis reticulin  
(PRM-151), as promising options in the management of 
cytopenias in MF.

Sotatercept and luspatercept are ligand traps consisting of 
the extracellular domain of ActRII A linked to the human IgG1 
Fc domain. These agents sequester bone marrow stroma-
derived ligands belonging to the TGF-β superfamily and 
prevent their binding to activin receptors IIA (sotatercept) 
and IIB (luspatercept), relieving blockade of terminal stages of 
erythropoiesis. Both drugs have been tested in myelodysplastic 
syndrome (MDS), MF, and beta-thalassemia. Preliminary results 
from a phase 2 trial in MF patients showed that 6/17 (35%) and 
1/8 (12.5%) patients treated with sotatercept (as a subcutaneous 
injection 0.75 or 1 mg/kg) alone and combined with ruxolitinib, 
respectively, achieved erythroid response, with good tolerance 
and safety profile.52 Most adverse events were grade 1 or 2: 
the only adverse events possibly related to this drug were 
hypertension, myalgia, bone pain, and pain in extremity.

In a recent randomized, placebo-controlled phase 3 trial 
(MEDALIST) in 229 transfusion-dependent MDS with 
ringed sideroblasts, 38% and 53% of patients who received 
luspatercept (1–1.75 mg/kg/3 weeks) achieved transfusion 
independence and erythroid response, respectively, with a 
median response duration to luspatercept of 30.6 weeks and a 
favorable safety profile.52

Luspatercept is now being studied in a multicenter phase 
2 clinical trial in anemic patients with MF, both transfusion-
dependent and transfusion-independent, and both alone and 
in conjunction with a stable dose of ruxolitinib (NCT03194542).

Fresolimumab, a monoclonal antibody neutralizing all isoforms 
of TGF-β, induced reduction in TGF-β levels in two evaluable 
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Data from COMFORT-2 showed that ruxolitinib seems to induce 
stabilization and reduction of bone marrow (BM) fibrosis in 
32% and 16% of MF patients.60 A retrospective analysis of BM 
data from patients participating in a phase 1/2 ruxolitinib study 
(INCB18424-251) and from patients treated with best available 
therapy at a large referral center showed that worsening of BM 
fibrosis was more common with best available therapy, whereas 
improvement of BM fibrosis occurred more frequently with 
long-term ruxolitinib therapy and was associated with SVR.61 
Complete resolution of BM fibrosis is however uncommon with 
ruxolitinib treatment. Reductions in JAK2V617F allele burden, 
mostly relatively mild (one-third of patients having a >20% 
allele burden reduction) and of uncertain clinical significance, 
were documented in COMFORT-2.60 Furthermore, current 
evidence suggests that ruxolitinib is not effective in preventing 
leukemic transformation in MF.62

As the primary endpoint of the available randomized clinical 
trials was SVR, attempts of defining predictors of SVR are 
underway. A subgroup analysis of COMFORT-1 has confirmed 
that efficacy is maintained across all analyzed baseline 
factors (i.e., MF subtype, age, IPSS risk group, baseline Eastern 
Cooperative Oncology Group performance status, JAK2V617F 
mutational status, baseline hemoglobin level, baseline platelet 
count, baseline palpable spleen size, and baseline quartile of 
spleen volume and total symptom score).63 A greater or equal 
to 50% JAK2V617F allele burden has also been identified as a 
predictor of spleen response in a retrospective study on 69 
patients published a few years ago.64 Furthermore, harboring 
≥3 mutations seems to be inversely correlated with spleen 
response and with time to treatment discontinuation.59 
Information deriving from a multicenter, retrospective 
collection of ruxolitinib-treated patient data pointed to a 
better SVR at 6 months when treatment was started in an 
earlier disease phase, that is, in the presence of splenomegaly 
palpable at <10 cm from the left costal margin, of a platelet 
count ≥200 × 109/L, and when the patient is not transfusion-
dependent. Patients with intermediate-2/high-risk IPSS disease 
also seemed to have a worse chance at obtaining an SVR with 
respect to intermediate-1 risk patients, as did those starting 
treatment more than 2 years after diagnosis.65 Even though 
splenomegaly is not included in prognostic scores outside the 
transplant setting, a pooled analysis of the COMFORT trials 
revealed a 1.14-fold increased risk of death for each additional 
5 dL of spleen volume at baseline. Furthermore, any degree 
of SVR ≥10% during ruxolitinib treatment was associated 
with a better prognosis with respect to achieving a less than 
10% SVR from baseline.66 The 5-year update of the COMFORT 
trials revealed a median duration of spleen response of 
approximately 3 years.60,67

The most common adverse effects were anemia (grade 3/4, 42–
45%) and thrombocytopenia (grade 3/4, 13–31%), which often 
resulted in dose reduction and treatment discontinuation.56,57 
The development of drug-induced anemia, which occurs 
predominantly early during therapy, does however not seem to 

patients, improvements of anemia, but no significant changes 
in fibrosis were documented.53

PRM-151 is a recombinant intravenous form of pentraxin-2, 
an acute phase response protein involved in tissue repair and 
prevention and/or reversal of fibrosis in preclinical models.54  
A phase 2 study of PRM-151 (intravenously administration every 
28 days) alone or in combination with ruxolitinib showed a 
clinical benefit in terms of spleen 26% and cytopenias: anemia 
response in 40% and platelet response in 62% of treated 
subjects; six patients had response of at least one grade 
reduction in bone marrow fibrosis. Improvement in symptoms, 
spleen, cytopenias, and fibrosis were also noted to be durable. 
In long-term follow-up of 13 patients who continued the 
drug up to 72 weeks, 69% and 38% of treated patients had 
>50% or 100% improvement in their symptoms (MPN-SAF 
total symptom score), respectively. Three of five patients who 
were transfusion-dependent at baseline achieved transfusion 
independence. In general, PRM-151 was well tolerated.36

Management of splenomegaly and 
constitutional symptoms
Drugs such as hydroxyurea, widely used in MPNs, are associated 
with only partial and transient responses in MF.55 The recent 
advent of JAK (Janus kinase) inhibitors has dramatically 
impacted our ability to treat splenomegaly and constitutional 
symptoms.22 A limited number of JAK inhibitors has been 
studied in randomized clinical trials and will be reported in this 
section.

Ruxolitinib
Ruxolitinib, a JAK1/2 inhibitor, is currently the only drug 
licensed for the treatment of PMF and SMF, following the 
benefits in terms of spleen volume reduction (SVR) and 
symptom improvement demonstrated by the pivotal phase 3 
COMFORT trials conducted in patients with IPSS intermediate-2 
and high-risk disease (COMFORT-1, ruxolitinib compared with 
placebo, and COMFORT-2, ruxolitinib compared with best 
available therapy).56,57

The primary endpoint (SVR ≥35% at week 24, COMFORT-1, 
and week 48, COMFORT-2) was reached in 41.9% and 28.5% of 
ruxolitinib-treated patients in COMFORT-1 and -2, respectively 
(versus approximately 0% in the control arms of both studies). 
MF-related symptoms and other means of assessing quality 
of life were also significantly improved during ruxolitinib 
treatment. Response occurred irrespective of underlying driver 
mutation, reflecting the constitutive activation of the JAK/
STAT pathway common to all MF patients. Furthermore, post 
hoc analyses of the COMFORT trials have shown that responses 
are also to be expected in patients with so-called high-risk 
additional mutations (i.e., mutations of ASXL1, EZH2, SRSF2, 
IDH1/2). The negative outcome prediction associated with such 
mutations is however not fully abrogated by ruxolitinib.58,59
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bear the same negative prognostic weight as disease-related 
anemia.68,69 Ruxolitinib affects immunologically relevant 
cytokines and T- and NK-cell repertoire/function, leading to 
variable degrees of immunosuppression. Accordingly, patients 
treated with ruxolitinib need to be screened at baseline for 
previous exposure to infectious agents (e.g., M. tuberculosis, 
HBV, VZV) and monitored throughout treatment.70,71 In the 
phase 4 postmarketing study (JUMP study), the incidence of 
the most frequent infections was 8% for herpes zoster, 6.1% for 
bronchitis, and 6% for urinary tract infections.62

A multicenter retrospective analysis has suggested that 
patients with a previous infectious event and those pertaining 
to the high-risk IPSS category have a higher risk of developing 
infections under ruxolitinib. Conversely, an SVR by palpation 
of ≥50% after 3 months of treatment was found to reduce the 
risk of infections.72 A recent publication raised considerable 
concern regarding the possibly increased risk of developing 
aggressive lymphoproliferative disorders in MPN patients 
treated with JAK inhibitors, especially in the presence of a  
pre-existing B-cell clone.73 Subsequent analyses of large 
academic datasets did however not confirm such data.74,75  
A nested case–control study including 37 ruxolitinib-treated MF 
patients experiencing a second cancer, revealed an increased 
risk of developing a non-melanoma skin cancer with respect 
to ruxolitinib-naive patients, without however disclosing an 
increased risk of developing a lymphoid neoplasm.76

None of the available randomized clinical trials was designed 
to demonstrate a survival benefit with ruxolitinib therapy. 
However, a post hoc analysis of 5-year data pooled from 
COMFORT-1 and -2, with the aid of a statistical tool that takes 
into account the crossover design of the trials, shows a 30% 
reduction in the risk of death among patients randomized to 
ruxolitinib compared with the control group (median overall 
survival [OS], 5.3 versus 3.8 years, respectively; hazard ratio 
[HR], 0.70 [95% CI: 0.54–0.91]; p=0.0065). This benefit was even 
more pronounced after correction for crossover (median OS, 
5.3 versus 2.3 years; HR [ruxolitinib versus control group with 
crossover correction], 0.35 [95% CI: 0.23–0.59]).77 Its effect on 
survival has also been demonstrated by matching ruxolitinib-
treated patients within the COMFORT-2 cohort and patients 
conventionally treated within the DIPSS cohort.78

Of note, the strength of evidence provided by the COMFORT 
trials, notwithstanding their randomized design, is determined 
by many factors, such as comparator choice and outcome and 
population indirectness.79–81

Median survival after ruxolitinib discontinuation was 
13–14 months.82,83 Clonal evolution was documented 
in approximately one-third of patients after ruxolitinib 
discontinuation (of whom 61% acquired a mutation of ASXL1) 
and was associated with a particularly dismal outcome (median 
overall survival of 6 months). Low platelet counts at the start 
or end of therapy were associated with worse survival after 
discontinuation and RBC transfusion dependence at baseline 
was associated with clonal evolution (48 versus 15%; p=0.001).82

A list of ruxolitinib-based combination trials is reported in  
Table 1.

Fedratinib
Fedratinib is a JAK2-selective inhibitor tested against placebo 
in intermediate-2/high IPSS risk, JAK-inhibitor naive MF patients 
in the phase 3 randomized clinical trial, JAKARTA. The study 
assessed the efficacy of two different fedratinib doses (400 and 
500 mg once daily). The primary endpoint (SVR ≥35% at week 
24) was reached in 36% (400 mg QD) and 40% (500 mg QD) 
of fedratinib-treated patients, versus 1% in the placebo arm. 
Symptom response rates at week 24 were 36%, 34%, and 7% 
in the fedratinib 400 mg QD, 500 mg QD, and placebo groups, 
respectively (p<.001). Myelotoxicity was common, with grade 
3/4 anemia, thrombocytopenia, and neutropenia occurring in 
43%, 17%, and 8% of the patients treated with fedratinib 400 
mg QD, and in 60%, 27%, and 18% of those in the 500 mg QD 
arm. Furthermore, mostly low-grade gastrointestinal toxicity 
(probably due to fms-like tyrosine kinase 3 [FLT3] inhibition), 
increased levels of liver transaminases, and elevated pancreatic 
enzyme levels were relatively common. Encephalopathy was 
reported in 4 out of 97 patients who received fedratinib at 
the highest dose of 500 mg QD,84 not applied in subseequent 
studies. A subsequent phase 2 study, JAKARTA-2, evaluated the 
400 mg QD schedule in ruxolitinib resistant or intolerant MF 
patients. In such a difficult patient population, results in terms 
of efficacy were overall encouraging, as an SVR of ≥35% at week 
24 was reached in 55% of patients and the symptom response 
rate at the same timepoint was 26%.85 The study was however 
prematurely terminated due to neurologic toxicity concerns 
based on outcomes of other fedratinib trials. Specifically, 
safety reviews alerted to an increased incidence of Wernicke’s 
encephalopathy in fedratinib-treated patients. A retrospective 
evaluation of nine fedratinib trials enrolling 670 MPN or solid 
tumor subjects identified between three and five patients 
who experienced Wernicke’s encephalopathy (0.4–0.7%), 
which in one case occurred in the setting of malnutrition and 
in two cases resolved without drug interruption, suggesting 
that fedratinib does not inhibit thiamine absorption.86 
Fedratinib has consequently been resumed, and the drug is 
currently being tested in a phase 3b trial including MF patients 
previously treated with ruxolitinib (NCT03755518).

Pacritinib
Pacritinib is a JAK2-selective inhibitor also active against FLT3. 
Two phase 3 randomized clinical trials of pacritinib versus best 
available therapy have been conducted either in JAK-inhibitor 
naive patients (PERSIST-1) or both in JAK-inhibitor naive and 
pretreated patients (PERSIST-2).87,88 Of note, PERSIST-2 tested 
the efficacy of two different pacritinib schedules (400 mg QD 
and 200 mg twice a day), and 45% of patients in the control 
arm of the trial were treated with ruxolitinib as best available 
therapy. The primary endpoint (SVR ≥35% at week 24) was 
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REVIEW – Standard care and drugs for myelofibrosis drugsincontext.com
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REVIEW – Standard care and drugs for myelofibrosis drugsincontext.com

Ta
bl

e 
1.

 
(C
on

tin
ue

d)

Cl
as

s
A

ge
nt

 
(c

om
bi

ne
d 

w
it

h 
Ru

xo
lit

in
ib

)

Ta
rg

et
(s

)
Ph

as
e

St
at

us
Pr

ev
io

us
 JA

K-
in

hi
bi

to
r

Pr
el

im
in

ar
y 

effi
ca

cy
 d

at
a

M
aj

or
 to

xi
ci

ti
es

N
CT

.g
ov

id
en

ti
fie

r
Re

f.

PU
-H

71
H

SP
90

1
A

ct
iv

e,
 n

ot
 

re
cr

ui
tin

g
A

llo
w

ed
, R

U
X-

tr
ea

tm
en

t a
t 

st
ud

y 
en

tr
y 

m
an

da
to

ry

-
-

N
C

T0
33

73
87

7

PU
-H

71
H

SP
90

1
N

ot
 y

et
 

re
cr

ui
tin

g
A

llo
w

ed
, R

U
X-

tr
ea

tm
en

t a
t 

st
ud

y 
en

tr
y 

m
an

da
to

ry

-
-

N
C

T0
39

35
55

5

Pe
vo

ne
di

st
at

N
A

E
1

Re
cr

ui
tin

g
A

llo
w

ed
, R

U
X-

tr
ea

tm
en

t a
t 

st
ud

y 
en

tr
y 

m
an

da
to

ry

-
-

N
C

T0
33

86
21

4

So
ta

te
rc

ep
t

A
ct

RI
IA

 
lig

an
ds

2
Re

cr
ui

tin
g

A
llo

w
ed

- A
ne

m
ia

 (i
nc

lu
di

ng
 

tr
an

sf
us

io
n 

in
de

pe
nd

en
ce

) 
re

sp
on

se
 in

3/
10

 (3
0%

) o
f p

ts
- R

es
po

ns
e 

du
ra

tio
n 

ra
ng

ed
 

be
tw

ee
n 

th
re

e 
an

d 
15

 
m

on
th

s

N
o 

so
ta

te
rc

ep
t-

sp
ec

ifi
c 

to
xi

ci
ty

 c
on

ce
rn

s
N

C
T0

17
12

30
8

10
6

Lu
sp

at
er

ce
pt

A
ct

RI
IB

 
lig

an
ds

2
Re

cr
ui

tin
g

A
llo

w
ed

-
-

N
C

T0
31

94
54

2

Pe
g-

IF
N

  
al

ph
a-

2a
1/

2
Re

cr
ui

tin
g

JA
K2

-in
hi

bi
to

r 
tr

ea
te

d 
pt

s 
ex

cl
ud

ed

-
-

N
C

T0
27

42
32

4

N
av

ito
cl

ax
Bc

l-2
/-

xL
2

A
ct

iv
e,

 n
ot

 
re

cr
ui

tin
g

A
llo

w
ed

, R
U

X-
tr

ea
tm

en
t a

t 
st

ud
y 

en
tr

y 
m

an
da

to
ry

-
-

N
C

T0
32

22
60

9

A
B,

 a
lle

le
 b

ur
de

n;
 A

ct
RI

IA
, a

ct
iv

in
 re

ce
pt

or
 ty

pe
 II

A
; A

ct
RI

IB
, a

ct
iv

in
 re

ce
pt

or
 ty

pe
 II

B;
 B

ET
, b

ro
m

od
om

ai
n 

an
d 

ex
tr

a-
te

rm
in

al
; B

M
, b

on
e 

m
ar

ro
w

; C
R,

 c
om

pl
et

e 
re

m
is

si
on

;  
G

I, 
ga

st
ro

in
te

st
in

al
; H

b,
 h

em
og

lo
bi

n;
 H

D
AC

, h
is

to
ne

 d
ea

ce
ty

la
se

; H
SP

90
, h

ea
t-

sh
oc

k 
pr

ot
ei

n 
90

; I
W

G
-M

RT
, I

nt
er

na
tio

na
l W

or
ki

ng
 G

ro
up

 fo
r M

ye
lo

pr
ol

ife
ra

tiv
e 

N
eo

pl
as

m
s 

Re
se

ar
ch

 a
nd

 T
re

at
m

en
t; 

JA
Ki

, J
A

K-
in

hi
bi

to
r; 

N
A

E,
 N

ED
D

8-
ac

tiv
at

in
g 

en
zy

m
e;

 P
eg

-IF
N

 a
lp

ha
-2

a,
 P

eg
-in

te
rf

er
on

 a
lp

ha
-2

a;
 P

I3
K/

A
KT

/m
TO

R,
 p

ho
sp

ha
tid

yl
in

os
ito

l 3
-k

in
as

e/
A

KT
/

m
am

m
al

ia
n 

ta
rg

et
 o

f r
ap

am
yc

in
; P

lt,
 p

la
te

le
t; 

pt
(s

), 
pa

tie
nt

(s
); 

RP
2D

, r
ec

om
m

en
de

d 
ph

as
e 

2 
do

se
; R

U
X,

 ru
xo

lit
in

ib
; S

M
O

, s
m

oo
th

en
ed

 h
om

ol
og

; S
VR

, s
pl

ee
n 

vo
lu

m
e 

re
sp

on
se

; 
w

k,
 w

ee
k.

https://doi.org/10.7573/dic.212603
http://drugsincontext.com


REVIEW – Standard care and drugs for myelofibrosis drugsincontext.com

Barraco D, Maffioli M, Passamonti F. Drugs in Context 2019; 8: 212603. DOI: 10.7573/dic.212603 10 of 16
ISSN: 1740-4398

reached in 19% and 18% of pacritinib-treated patients in 
PERSIST-1 and -2, respectively (versus approximately 3–5% 
in the control arms of both studies). Symptom response 
rate at week 24 was higher in pacritinib-treated patients in 
the evaluable population, but not in the intention-to-treat 
population in PERSIST-1, and in pacritinib 200 mg twice daily 
treated patients in PERSIST-2. Pacritinib was expected to be 
less myelosuppressive and, accordingly, both trials did not 
specify a minimum platelet count for eligibility, at variance 
with the previously mentioned COMFORT and JAKARTA trials. 
Interestingly, responses were seen irrespective of platelet 
count.

Furthermore, one quarter of pacritinib-treated transfusion-
dependent patients in the PERSIST-1 study became transfusion-
independent. A temporary clinical hold, due to concerns over 
excess mortality due to cardiovascular events and bleeding, 
cut back the drug’s development. As the hold has been 
lifted, a dose-finding (100 mg once daily versus 100 mg twice 
daily versus 200 mg twice daily) phase 2 study in ruxolitinib-
pretreated patients has been conducted, without available 
results to date (NCT03165734). Pacritinib is also being studied 
in the pretransplant setting (NCT03645824) and in conjunction 
with sirolimus-based immune suppression for the treatment of 
graft versus host disease (NCT02891603).

Momelotinib
Momelotinib is a JAK1/2 inhibitor capable of alleviating 
inflammatory anemia through inhibition of ACVR1-mediated 
hepcidin expression in the liver, eventually resulting in 
stimulation of erythropoiesis.89 Phase 3 randomized clinical 
trial data for momelotinib versus ruxolitinib (in JAK-inhibitor 
naive patients, SIMPLIFY-1) or versus best available therapy (in 
ruxolitinib-pretreated patients, SIMPLIFY-2) are available.90,91 
Of note, in SIMPLIFY-2, 89% of patients in the control arm of 
the trial were treated with ruxolitinib as best available therapy. 
Results of the SIMPLIFY-1 trial showed that, in JAK-inhibitor 
naive patients, SVR ≥35% at 24 weeks was non-inferior for 
momelotinib (26.5%) with respect to ruxolitinib (29%). On the 
contrary, symptom response rate was reduced in momelotinib-
treated patients. Grade 3/4 anemia and thrombocytopenia, 
respectively, occurred in 13% and 7% of momelotinib-treated 
patients and momelotinib treatment was associated with 
reduced transfusion requirement. In the setting of ruxolitinib 
resistant or intolerant patients (SIMPLIFY-2), momelotinib 
proved not superior to best available therapy (which included 
ruxolitinib in 89% of cases) in obtaining an SVR ≥35% at 24 
weeks. Similarly to what occurred in SIMPLIFY-1, momelotinib 
treatment was associated with reduced transfusion 
requirement. In both trials, treatment-emergent, generally 
irreversible, peripheral neuropathy occurred in 10–11% of 
patients who received momelotinib (all but one grade ≤2). 
Currently, there are no actively recruiting momelotinib trials 
listed in ClinicalTrials.gov.

Other, selected, single-agent 
treatments
NS-018
NS-018 is a selective JAK2-inhibitor evaluated in a phase  
1/2 clinical trial in both JAK-inhibitor naive (52%) and pretreated 
(48%) patients. Spleen responses did not occur at the lowest 
doses (75 and 125 mg QD), whereas in all other instances  
(all NS-018 doses, both in JAK-inhibitor naive and pretreated 
patients), a ≥50% reduction in spleen length by palpation at 
any time was registered in at least 25% of patients. Overall, 
56% of patients experienced such a response, whereas 
approximately one-third reached a 100% reduction in spleen 
length at any time. In the phase 2 part of the study, in which 
almost 80% of individuals were previously treated with a JAK-
inhibitor, an SVR ≥35% at 24 weeks was however obtained only 
by 12% of patients. Grade 3/4 anemia and thrombocytopenia, 
respectively, occurred in 6% and 17% of patients (no cases of 
grade 4 anemia were reported, whereas thrombocytopenia 
was more frequent in patients with lower baseline platelet 
count). Treatment-emergent nonhematologic events were 
typically grade 1/2 neurological and gastrointestinal disorders, 
most commonly dizziness (23%) and nausea (19%).92 Currently, 
there are no actively recruiting NS-018-based trials listed in 
ClinicalTrials.gov.

Alisertib
Alisertib is an aurora kinase A inhibitor capable of promoting 
polyploidization and differentiation of PMF megakaryocytes 
in preclinical murine models and patient samples. A pilot 
phase 1 trial was conducted in 24 JAK-inhibitor resistant/
intolerant (63%) or ineligible (37%), intermediate-1 (33%), 
intermediate-2 (46%), and high (21%) DIPSS risk MF patients 
(NCT02530619).93 It has to be underlined that patients could 
be deemed JAK-inhibitor-ineligible if transfusion-dependent 
(6/9, 67%), without splenomegaly (2/9, 22%), and in the 
presence of a high risk genotype (1/9, 11%). Alisertib reduced 
splenomegaly on physical exam and symptom burden in 
29% and 32% of patients, respectively. Myelosuppression 
was frequent: grade 3 neutropenia, thrombocytopenia, 
and anemia occurred each in 21% of patients, whereas 
grade 4 neutropenia, thrombocytopenia, and anemia were 
recorded in 21%, 8%, and 0% of patients, respectively. 
Treatment-emergent non-hematologic events occurring 
in >10% patients included grade 1/2 gastrointestinal 
disorders. Unfortunately, the drug’s discontinuation rate 
was quite high (17/24 patients discontinued, of whom 11 
due to progressive disease or lack of response – of note, 
2/5 patients with progressive disease transformed to acute 
leukemia). Correlative studies demonstrated that alisertib 
restored normal morphology and GATA1 expression to 
atypical megakaryocytes and reduced the degree of 
bone marrow fibrosis. Currently, there are no actively  
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recruiting, MF-restricted, alisertib-based trials listed in 
ClinicalTrials.gov.

Imetelstat
The telomerase inhibitor imetelstat seemed to hold much 
promise when impressive rates of partial and complete 
responses (with BM fibrosis reversal) were reported in a pilot 
study in MF.94 A subsequent, phase 2 randomized study of 
two dose levels was conducted in intermediate-2/high risk 
DIPSS MF patients having failed treatment with a JAK-inhibitor 
(NCT02426086). The 4.7 mg/kg dosing arm was closed after an 
interim analysis due to insufficient activity. Six (10.2%) patients 
in the 9.4 mg/kg arm had an SVR ≥35% at 24 weeks, whereas 19 
(32%) patients in the same arm had a symptom response. BM 
fibrosis improved in 18%. Imetelstat showed myelosuppression 
with grade 3/4 neutropenia, thrombocytopenia, and anemia 
occurring in 32%, 41%, and 39% of patients, respectively, in 
the 9.4 mg/kg cohort. Grade 3/4 infections and hemorrhagic 
events ensued in 10% and 5% of patients, respectively. 
Low-grade gastrointestinal toxicity was recorded in up to 
one-third of patients, whereas imetelstat-related hepatic 
toxicities were not observed. After a median follow-up of 27.4 
months, median survival in the 9.4 mg/kg dosing arm was 29.9 
months. Intriguingly, an association was observed between 
triple negativity and better outcome in the 9.4 mg/kg arm.95 
Currently, there are no actively recruiting imetelstat-based trials 
listed in ClinicalTrials.gov, and future development of the drug 
is uncertain.

KRT-232
Growing interest in small molecule inhibitors of MDM2, capable 
of activating wild type p53, in the field of MPNs has resulted 
in an ongoing multicenter, international phase 2 study to 
determine efficacy and safety of KRT-232 in patients with 
MF who have failed previous treatment with JAK inhibitor 

or ruxolitinib (NCT03662126). The study just started, and the 
estimated primary completion date is in August, 2021.

Conclusion
Management of MF is challenging. In the past decades, 
discovery of MPN driver mutations and a better understanding 
of pathophysiology of disease have led to great advances 
modifying the therapeutic algorithms and improvement 
of disease-related symptoms, quality of life, and survival. 
However, a therapeutic option for transplant-ineligible patients 
that can fully modify the natural history of the disease and 
prevent evolution to blast-phase is still lacking.

Anemia and thrombocytopenia in MF, in terms of negative 
prognostic and unmodifiable factors by conventional 
drugs, are the contemporary challenge in the present-day 
therapeutic landscape in MF. Furthermore, clinical data 
obtained by COMFORT trials and long-term follow-up analysis 
highlighted both the benefits obtained with ruxolitinib 
treatment in MF and the areas of persistent unmet clinical 
need, in particular with regard to (i) optimization of response 
to ruxolitinib, for example through improved patient selection 
based on the identification of reliable predictors of response, 
optimal timing of treatment intervention, and combination 
with drugs acting synergistically or capable of mitigating 
ruxolitinib’s expected myelotoxicity, and (ii) identifying 
active second-line treatments for those patients who fail JAK 
inhibitor. Multiple different targeted therapies have been 
recently evaluated or are undergoing evaluation in MF. Most 
of the current clinical trials are finalized to improve overall 
response rate, targeting cytopenias, complete resolution of 
splenomegaly and bone marrow fibrosis. Target populations 
include suboptimal responders to ruxolitinb or ruxolitinib-
failing patients. A better understanding of disease, treatment-
resistance mechanisms, and pharmacodynamics of novel 
drugs is required.

Contributions: DB and MM share first authorship. All authors contributed equally to the preparation of this review. All named authors meet 
the International Committee of Medical Journal Editors (ICMJE) criteria for authorship for this article, take responsibility for the integrity of the 
work as a whole, and have given their approval for this version to be published.

Disclosure and potential conflicts of interest: The authors declare that they have no conflicts of interest. The International Committee 
of Medical Journal Editors (ICMJE) Potential Conflicts of Interests form for the authors is available for download at  
http://www.drugsincontext.com/wp-content/uploads/2019/09/dic.212603-COI.pdf

Acknowledgments: None.

Funding declaration: We were funded by Fondazione Regionale Ricerca Biomedica, Milan, Italy [FRRB project no. 2015-0042, Genomic 
profiling of rare hematologic malignancies, development of personalized medicine strategies, and their implementation into the Rete 
Ematologica Lombarda (REL) clinical network], by the Fondazione Matarelli (Milano, Italy), Fondazione Rusconi (Milano, Italy) and AIL Varese 
ONLUS.

Copyright: Copyright © 2019 Barraco D, Maffioli M, Passamonti F. https://doi.org/10.7573/dic.212603. Published by Drugs in Context under 
Creative Commons License Deed CC BY NC ND 4.0 which allows anyone to copy, distribute, and transmit the article provided it is properly 
attributed in the manner specified below. No commercial use without permission.

Correct attribution: Copyright © 2019 Barraco D, Maffioli M, Passamonti F. Published by Drugs in Context under Creative Commons License 
Deed CC BY NC ND 4.0.

https://doi.org/10.7573/dic.212603
http://drugsincontext.com
http://www.drugsincontext.com/wp-content/uploads/2019/09/dic.212603-COI.pdf
https://doi.org/10.7573/dic.212603


REVIEW – Standard care and drugs for myelofibrosis drugsincontext.com

Barraco D, Maffioli M, Passamonti F. Drugs in Context 2019; 8: 212603. DOI: 10.7573/dic.212603 12 of 16
ISSN: 1740-4398

References
1. Tefferi A. Primary myelofibrosis: 2019 update on diagnosis, risk-stratification and management. Am J Hematol. 2018; 

93(12):1551–1560. http://dx.doi.org/10.1002/ajh.25230
2. Cervantes F, Dupriez B, Pereira A, et al. New prognostic scoring system for primary myelofibrosis based on a study of the 

International Working Group for Myelofibrosis Research and Treatment. Blood. 2009;113(13):2895–2901.  
http://dx.doi.org/10.1182/blood-2008-07-170449

3. 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 Myeloproliferative Neoplasms Research and Treatment). Blood. 
2010;115(9):1703–1708. http://dx.doi.org/10.1182/blood-2009-09-245837

4. Masarova L, Bose P, Daver N, et al. Patients with post-essential thrombocythemia and post-polycythemia vera differ from patients 
with primary myelofibrosis. Leuk Res. 2017;59:110–116. http://dx.doi.org/10.1016/j.leukres.2017.06.001

5. Hernandez-Boluda JC, Pereira A, Gomez M, et al. The International Prognostic Scoring System does not accurately discriminate 
different risk categories in patients with post-essential thrombocythemia and post-polycythemia vera myelofibrosis. 
Haematologica. 2014;99(4):e55–57. http://dx.doi.org/10.3324/haematol.2013.101733

6. Passamonti F, Mora B, Giorgino T, et al. Driver mutations’ effect in secondary myelofibrosis: an international multicenter study 
based on 781 patients. Leukemia. 2017;31(4):970–973. http://dx.doi.org/10.1038/leu.2016.351

7. Tefferi A, Lasho TL, Jimma T, et al. One thousand patients with primary myelofibrosis: the mayo clinic experience. Mayo Clin Proc. 
2012;87(1):25–33. http://dx.doi.org/10.1016/j.mayocp.2011.11.001

8. Gangat N, Caramazza D, Vaidya R, et al. DIPSS plus: a refined Dynamic International Prognostic Scoring System for primary 
myelofibrosis that incorporates prognostic information from karyotype, platelet count, and transfusion status. J Clin Oncol. 
2011;29(4):392–397. http://dx.doi.org/10.1200/JCO.2010.32.2446

9. Guglielmelli P, Lasho TL, Rotunno G, et al. MIPSS70: mutation-enhanced international prognostic score system for 
transplantation-age patients with primary myelofibrosis. J Clin Oncol. 2018;36(4):310–318.  
http://dx.doi.org/10.1200/JCO.2017.76.4886

10. Gagelmann N, Ditschkowski M, Bogdanov R, et al. Comprehensive clinical-molecular transplant scoring system for myelofibrosis 
undergoing stem cell transplantation. Blood. 2019;133(20):2233–2242. http://dx.doi.org/10.1182/blood-2018-12-890889

11. Mora B, Giorgino T, Guglielmelli P, et al. Phenotype variability of patients with post polycythemia vera and post essential 
thrombocythemia myelofibrosis is associated with the time to progression from polycythemia vera and essential 
thrombocythemia. Leuk Res. 2018;69:100–102. http://dx.doi.org/10.1016/j.leukres.2018.04.012

12. Mora B, Giorgino T, Guglielmelli P, et al. Value of cytogenetic abnormalities in post-polycythemia vera and post-essential 
thrombocythemia myelofibrosis: a study of the MYSEC project. Haematologica. 2018;103(9):e392–e394.  
http://dx.doi.org/10.3324/haematol.2017.185751

13. Barraco D, Mora B, Guglielmelli P, et al. Gender effect on phenotype and genotype in patients with post-polycythemia vera and 
post-essential thrombocythemia myelofibrosis: results from the MYSEC project. Blood Cancer J. 2018;8(10):89.  
http://dx.doi.org/10.1038/s41408-018-0128-x

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

15. Kroger N. Outcome improvement after allogeneic stem-cell transplantation in myelofibrosis. J Oncol Pract. 2016;12(7):629–631. 
http://dx.doi.org/10.1200/JOP.2016.014456

Article URL: https://www.drugsincontext.com/standard-care-and-investigational-drugs-in-the-treatment-of-myelofibrosis/

Correspondence: Daniela Barraco, MD, Hematology, Department of Medicine and Surgery, University of Insubria, ASST Sette Laghi, Varese, 
Italy. barraco.daniela@gmail.com

Provenance: invited; externally peer reviewed.

Submitted: 7 June 2019; Peer review comments to author: 22 July 2019; Revised manuscript received: 23 August 2019;  
Accepted: 29 August 2019; Publication date: 26 September 2019.

Drugs in Context is published by BioExcel Publishing Ltd. Registered office: Plaza Building, Lee High Road, London, England, SE13 5PT.

BioExcel Publishing Limited is registered in England Number 10038393. VAT GB 252 7720 07.

For all manuscript and submissions enquiries, contact the Editor-in-Chief gordon.mallarkey@bioexcelpublishing.com

For all permissions, rights and reprints, contact David Hughes david.hughes@bioexcelpublishing.com

http://drugsincontext.com
https://doi.org/10.7573/dic.212603
http://dx.doi.org/10.1002/ajh.25230
http://dx.doi.org/10.1182/blood-2008-07-170449
http://dx.doi.org/10.1182/blood-2009-09-245837
http://dx.doi.org/10.1016/j.leukres.2017.06.001
http://dx.doi.org/10.3324/haematol.2013.101733
http://dx.doi.org/10.1038/leu.2016.351
http://dx.doi.org/10.1016/j.mayocp.2011.11.001
http://dx.doi.org/10.1200/JCO.2010.32.2446
http://dx.doi.org/10.1200/JCO.2017.76.4886
http://dx.doi.org/10.1182/blood-2018-12-890889
http://dx.doi.org/10.1016/j.leukres.2018.04.012
http://dx.doi.org/10.3324/haematol.2017.185751
http://dx.doi.org/10.1038/s41408-018-0128-x
http://dx.doi.org/10.1038/leu.2017.169
http://dx.doi.org/10.1200/JOP.2016.014456
https://www.drugsincontext.com/standard-care-and-investigational-drugs-in-the-treatment-of-myelofibrosis/
mailto:barraco.daniela@gmail.com
mailto:gordon.mallarkey@bioexcelpublishing.com
mailto:david.hughes@bioexcelpublishing.com


Barraco D, Maffioli M, Passamonti F. Drugs in Context 2019; 8: 212603. DOI: 10.7573/dic.212603 13 of 16
ISSN: 1740-4398

REVIEW – Standard care and drugs for myelofibrosis drugsincontext.com

16. Kroger N, Giorgino T, Scott BL, et al. Impact of allogeneic stem cell transplantation on survival of patients less than 65 years of age 
with primary myelofibrosis. Blood. 2015;125(21):3347–3350; quiz 3364. http://dx.doi.org/10.1182/blood-2014-10-608315

17. Passamonti F. Stem cell transplant in MF: it’s time to personalize. Blood. 2019;133(20):2118–2120.  
http://dx.doi.org/10.1182/blood-2019-03-900860

18. Kroger NM, Deeg JH, Olavarria E, et al. Indication and management of allogeneic stem cell transplantation in primary 
myelofibrosis: a consensus process by an EBMT/ELN international working group. Leukemia. 2015;29(11):2126–2133.  
http://dx.doi.org/10.1038/leu.2015.233

19. Barbui T, Tefferi A, Vannucchi AM, et al. Philadelphia chromosome-negative classical myeloproliferative neoplasms: revised 
management recommendations from European LeukemiaNet. Leukemia. 2018;32(5):1057–1069.  
http://dx.doi.org/10.1038/s41375-018-0077-1

20. Vannucchi AM, Barbui T, Cervantes F, et al. Philadelphia chromosome-negative chronic myeloproliferative neoplasms: ESMO 
Clinical Practice Guidelines for diagnosis, treatment and follow-up. Ann Oncol. 2015;26 Suppl 5:v85–99.  
http://dx.doi.org/10.1093/annonc/mdv203

21. Marchetti M, Barosi G, Cervantes F, et al. Which patients with myelofibrosis should receive ruxolitinib therapy? ELN-SIE evidence-
based recommendations. Leukemia. 2017;31(4):882–888. http://dx.doi.org/10.1038/leu.2016.283

22. Passamonti F, Maffioli M. The role of JAK2 inhibitors in MPNs 7 years after approval. Blood. 2018;131(22):2426–2435.  
http://dx.doi.org/10.1182/blood-2018-01-791491

23. Carreau N, Tremblay D, Savona M, Kremyanskaya M, Mascarenhas J. Ironing out the details of iron overload in myelofibrosis: 
lessons from myelodysplastic syndromes. Blood Rev. 2016;30(5):349–356. http://dx.doi.org/10.1016/j.blre.2016.04.003

24. Elli EM, Iurlo A, Aroldi A, et al. Deferasirox in the management of iron-overload in patients with myelofibrosis: a multicentre study 
from the Rete Ematologica Lombarda (IRON-M study). Br J Haematol. 2019;186(5):e123–e126. http://dx.doi.org/10.1111/bjh.15964

25. Leitch HA, Chase JM, Goodman TA, et al. Improved survival in red blood cell transfusion dependent patients with primary 
myelofibrosis (PMF) receiving iron chelation therapy. Hematol Oncol. 2010;28(1):40–48. http://dx.doi.org/10.1002/hon.902

26. Latagliata R, Montagna C, Porrini R, et al. Chelation efficacy and erythroid response during deferasirox treatment in patients with 
myeloproliferative neoplasms in fibrotic phase. Eur J Haematol. 2016;96(6):643–649. http://dx.doi.org/10.1111/ejh.12674

27. Hernandez-Boluda JC, Martinez-Trillos A, Garcia-Gutierrez V, et al. Long-term results of prednisone treatment for the anemia of 
myelofibrosis. Leuk Lymphoma. 2016;57(1):120–124. http://dx.doi.org/10.3109/10428194.2015.1046866

28. Brubaker LH, Briere J, Laszlo J, et al. Treatment of anemia in myeloproliferative disorders: a randomized study of fluoxymesterone 
v transfusions only. Arch Intern Med. 1982;142(8):1533–1537

29. Levy V, Bourgarit A, Delmer A, et al. Treatment of agnogenic myeloid metaplasia with danazol: a report of four cases. Am J 
Hematol. 1996;53(4):239–241. http://dx.doi.org/10.1002/(SICI)1096-8652(199612)53:4<239::AID-AJH5>3.0.CO;2-Z

30. Cervantes F, Isola IM, Alvarez-Larran A, Hernandez-Boluda JC, Correa JG, Pereira A. Danazol therapy for the anemia of 
myelofibrosis: assessment of efficacy with current criteria of response and long-term results. Ann Hematol. 2015;94(11):1791–1796. 
http://dx.doi.org/10.1007/s00277-015-2435-7

31. Cervantes F. How I treat myelofibrosis. Blood. 2014;124(17):2635–2642. http://dx.doi.org/10.1182/blood-2014-07-575373
32. Huang J, Li CY, Mesa RA, et al. Risk factors for leukemic transformation in patients with primary myelofibrosis. Cancer. 

2008;112(12):2726–2732. http://dx.doi.org/10.1002/cncr.23505
33. Townsley DM, Dumitriu B, Liu D, et al. Danazol treatment for telomere diseases. N Engl J Med. 2016;374(20):1922–1931.  

http://dx.doi.org/10.1056/NEJMoa1515319
34. Gowin K, Kosiorek H, Dueck A, et al. Multicenter phase 2 study of combination therapy with ruxolitinib and danazol in patients 

with myelofibrosis. Leuk Res. 2017;60:31–35. http://dx.doi.org/10.1016/j.leukres.2017.06.005
35. Cervantes F, Alvarez-Larran A, Hernandez-Boluda JC, et al. Darbepoetin-alpha for the anaemia of myelofibrosis with myeloid 

metaplasia. Br J Haematol. 2006;134(2):184–186. http://dx.doi.org/10.1111/j.1365-2141.2006.06142.x
36. 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.  
http://dx.doi.org/10.1111/j.1600-0609.2009.01266.x

37. Hasselbalch HC, Clausen NT, Jensen BA. Successful treatment of anemia in idiopathic myelofibrosis with recombinant human 
erythropoietin. Am J Hematol. 2002;70(2):92–99. http://dx.doi.org/10.1002/ajh.10076

38. McMullin MF, Harrison CN, Niederwieser D, et al. The use of erythropoiesis-stimulating agents with ruxolitinib in patients with 
myelofibrosis in COMFORT-II: an open-label, phase 3 study assessing efficacy and safety of ruxolitinib versus best available 
therapy in the treatment of myelofibrosis. Exp Hematol Oncol. 2015;4:26. http://dx.doi.org/10.1186/s40164-015-0021-2

39. Crisa E, Cilloni D, Elli EM, et al. The use of erythropoiesis-stimulating agents is safe and effective in the management of anaemia in 
myelofibrosis patients treated with ruxolitinib. Br J Haematol. 2018;182(5):701–704. http://dx.doi.org/10.1111/bjh.15450

40. Bartlett JB, Dredge K, Dalgleish AG. The evolution of thalidomide and its IMiD derivatives as anticancer agents. Nat Rev Cancer. 
2004;4(4):314–322. http://dx.doi.org/10.1038/nrc1323

https://doi.org/10.7573/dic.212603
http://drugsincontext.com
http://dx.doi.org/10.1182/blood-2014-10-608315
http://dx.doi.org/10.1182/blood-2019-03-900860
http://dx.doi.org/10.1038/leu.2015.233
http://dx.doi.org/10.1038/s41375-018-0077-1
http://dx.doi.org/10.1093/annonc/mdv203
http://dx.doi.org/10.1038/leu.2016.283
http://dx.doi.org/10.1182/blood-2018-01-791491
http://dx.doi.org/10.1016/j.blre.2016.04.003
http://dx.doi.org/10.1111/bjh.15964
http://dx.doi.org/10.1002/hon.902
http://dx.doi.org/10.1111/ejh.12674
http://dx.doi.org/10.3109/10428194.2015.1046866
http://dx.doi.org/10.1002/(SICI)1096-8652(199612)53:4<239::AID-AJH5>3.0.CO;2-Z
http://dx.doi.org/10.1007/s00277-015-2435-7
http://dx.doi.org/10.1182/blood-2014-07-575373
http://dx.doi.org/10.1002/cncr.23505
http://dx.doi.org/10.1056/NEJMoa1515319
http://dx.doi.org/10.1016/j.leukres.2017.06.005
http://dx.doi.org/10.1111/j.1365-2141.2006.06142.x
http://dx.doi.org/10.1111/j.1600-0609.2009.01266.x
http://dx.doi.org/10.1002/ajh.10076
http://dx.doi.org/10.1186/s40164-015-0021-2
http://dx.doi.org/10.1111/bjh.15450
http://dx.doi.org/10.1038/nrc1323


REVIEW – Standard care and drugs for myelofibrosis drugsincontext.com

Barraco D, Maffioli M, Passamonti F. Drugs in Context 2019; 8: 212603. DOI: 10.7573/dic.212603 14 of 16
ISSN: 1740-4398

41. Galustian C, Meyer B, Labarthe MC, et al. The anti-cancer agents lenalidomide and pomalidomide inhibit the proliferation  
and function of T regulatory cells. Cancer Immunol Immunother. 2009;58(7):1033–1045.  
http://dx.doi.org/10.1007/s00262-008-0620-4

42. Barosi G, Elliott M, Canepa L, et al. Thalidomide in myelofibrosis with myeloid metaplasia: a pooled-analysis of individual patient 
data from five studies. Leuk Lymphoma. 2002;43(12):2301–2307. http://dx.doi.org/10.1080/1042819021000040008

43. Marchetti M, Barosi G, Balestri F, et al. Low-dose thalidomide ameliorates cytopenias and splenomegaly in myelofibrosis with 
myeloid metaplasia: a phase II trial. J Clin Oncol. 2004;22(3):424–431. http://dx.doi.org/10.1200/JCO.2004.08.160

44. Tefferi A, Cortes J, Verstovsek S, et al. Lenalidomide therapy in myelofibrosis with myeloid metaplasia. Blood. 2006;108(4):1158–
1164. http://dx.doi.org/10.1182/blood-2006-02-004572

45. Quintas-Cardama A, Kantarjian HM, Manshouri T, et al. Lenalidomide plus prednisone results in durable clinical,  
histopathologic, and molecular responses in patients with myelofibrosis. J Clin Oncol. 2009;27(28):4760–4766.  
http://dx.doi.org/10.1200/JCO.2009.22.6548

46. 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. http://dx.doi.org/10.1182/blood-2010-05-287417

47. Daver N, Cortes J, Newberry K, et al. Ruxolitinib in combination with lenalidomide as therapy for patients with myelofibrosis. 
Haematologica. 2015;100(8):1058–1063. http://dx.doi.org/10.3324/haematol.2015.126821

48. Mesa RA, Pardanani AD, Hussein K, et al. Phase1/-2 study of Pomalidomide in myelofibrosis. Am J Hematol. 2010;85(2):129–130. 
http://dx.doi.org/10.1002/ajh.21598

49. Begna KH, Mesa RA, Pardanani A, et al. A phase-2 trial of low-dose pomalidomide in myelofibrosis. Leukemia. 2011;25(2):301–304. 
http://dx.doi.org/10.1038/leu.2010.254

50. Tefferi A, Verstovsek S, Barosi G, et al. Pomalidomide is active in the treatment of anemia associated with myelofibrosis.  
J Clin Oncol. 2009;27(27):4563–4569. http://dx.doi.org/10.1200/JCO.2008.21.7356

51. Tefferi A, Al-Ali HK, Barosi G, et al. A randomized study of pomalidomide vs placebo in persons with myeloproliferative neoplasm-
associated myelofibrosis and RBC-transfusion dependence. Leukemia. 2017;31(5):1252. http://dx.doi.org/10.1038/leu.2017.2

52. Fenaux P, Kiladjian JJ, Platzbecker U. Luspatercept for the treatment of anemia in myelodysplastic syndromes and primary 
myelofibrosis. Blood. 2019;133(8):790–794. http://dx.doi.org/10.1182/blood-2018-11-876888

53. Mascarenhas J, Li T, Sandy L, et al. Anti-transforming growth factor-beta therapy in patients with myelofibrosis. Leuk Lymphoma. 
2014;55(2):450–452. http://dx.doi.org/10.3109/10428194.2013.805329

54. Duffield JS, Lupher ML, Jr. PRM-151 (recombinant human serum amyloid P/pentraxin 2) for the treatment of fibrosis. Drug News 
Perspect. 2010;23(5):305–315. http://dx.doi.org/10.1358/dnp.2010.23.5.1444206

55. Martinez-Trillos A, Gaya A, Maffioli M, et al. Efficacy and tolerability of hydroxyurea in the treatment of the hyperproliferative 
manifestations of myelofibrosis: results in 40 patients. Ann Hematol. 2010;89(12):1233–1237.  
http://dx.doi.org/10.1007/s00277-010-1019-9

56. 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. http://dx.doi.org/10.1056/NEJMoa1110557

57. Harrison C, Kiladjian JJ, Al-Ali HK, et al. JAK inhibition with ruxolitinib versus best available therapy for myelofibrosis. N Engl J Med. 
2012;366(9):787–798. http://dx.doi.org/10.1056/NEJMoa1110556

58. Guglielmelli P, Biamonte F, Rotunno G, et al. Impact of mutational status on outcomes in myelofibrosis patients treated with 
ruxolitinib in the COMFORT-II study. Blood. 2014;123(14):2157–2160. http://dx.doi.org/10.1182/blood-2013-11-536557

59. Patel KP, Newberry KJ, Luthra R, et al. Correlation of mutation profile and response in patients with myelofibrosis treated with 
ruxolitinib. Blood. 2015;126(6):790–797. http://dx.doi.org/10.1182/blood-2015-03-633404

60. Harrison CN, Vannucchi AM, Kiladjian JJ, et al. Long-term findings from COMFORT-II, a phase 3 study of ruxolitinib vs best 
available therapy for myelofibrosis. Leukemia. 2016;30(8):1701–1707. http://dx.doi.org/10.1038/leu.2016.148

61. Kvasnicka HM, Thiele J, Bueso-Ramos CE, et al. Long-term effects of ruxolitinib versus best available therapy on bone marrow 
fibrosis in patients with myelofibrosis. J Hematol Oncol. 2018;11(1):42. http://dx.doi.org/10.1186/s13045-018-0585-5

62. Al-Ali HK, Griesshammer M, le Coutre P, et al. Safety and efficacy of ruxolitinib in an open-label, multicenter, single-arm 
phase 3b expanded-access study in patients with myelofibrosis: a snapshot of 1144 patients in the JUMP trial. Haematologica. 
2016;101(9):1065–1073. http://dx.doi.org/10.3324/haematol.2016.143677

63. Verstovsek S, Mesa RA, Gotlib J, et al. The clinical benefit of ruxolitinib across patient subgroups: analysis of a placebo-controlled, 
Phase III study in patients with myelofibrosis. Br J Haematol. 2013;161(4):508–516. http://dx.doi.org/10.1111/bjh.12274

64. Barosi G, Klersy C, Villani L, et al. JAK2(V617F) allele burden 50% is associated with response to ruxolitinib in persons with  
MPN-associated myelofibrosis and splenomegaly requiring therapy. Leukemia. 2016;30(8):1772–1775.  
http://dx.doi.org/10.1038/leu.2016.45

65. Palandri F, Palumbo GA, Bonifacio M, et al. Baseline factors associated with response to ruxolitinib: an independent study on 408 
patients with myelofibrosis. Oncotarget. 2017;8(45):79073–79086. http://dx.doi.org/10.18632/oncotarget.18674

http://drugsincontext.com
https://doi.org/10.7573/dic.212603
http://dx.doi.org/10.1007/s00262-008-0620-4
http://dx.doi.org/10.1080/1042819021000040008
http://dx.doi.org/10.1200/JCO.2004.08.160
http://dx.doi.org/10.1182/blood-2006-02-004572
http://dx.doi.org/10.1200/JCO.2009.22.6548
http://dx.doi.org/10.1182/blood-2010-05-287417
http://dx.doi.org/10.3324/haematol.2015.126821
http://dx.doi.org/10.1002/ajh.21598
http://dx.doi.org/10.1038/leu.2010.254
http://dx.doi.org/10.1200/JCO.2008.21.7356
http://dx.doi.org/10.1038/leu.2017.2
http://dx.doi.org/10.1182/blood-2018-11-876888
http://dx.doi.org/10.3109/10428194.2013.805329
http://dx.doi.org/10.1358/dnp.2010.23.5.1444206
http://dx.doi.org/10.1007/s00277-010-1019-9
http://dx.doi.org/10.1056/NEJMoa1110557
http://dx.doi.org/10.1056/NEJMoa1110556
http://dx.doi.org/10.1182/blood-2013-11-536557
http://dx.doi.org/10.1182/blood-2015-03-633404
http://dx.doi.org/10.1038/leu.2016.148
http://dx.doi.org/10.1186/s13045-018-0585-5
http://dx.doi.org/10.3324/haematol.2016.143677
http://dx.doi.org/10.1111/bjh.12274
http://dx.doi.org/10.1038/leu.2016.45
http://dx.doi.org/10.18632/oncotarget.18674


Barraco D, Maffioli M, Passamonti F. Drugs in Context 2019; 8: 212603. DOI: 10.7573/dic.212603 15 of 16
ISSN: 1740-4398

REVIEW – Standard care and drugs for myelofibrosis drugsincontext.com

66. Vannucchi AM, Kantarjian HM, Kiladjian JJ, et al. A pooled analysis of overall survival in COMFORT-I and COMFORT-II, 2 
randomized phase III trials of ruxolitinib for the treatment of myelofibrosis. Haematologica. 2015;100(9):1139–1145.  
http://dx.doi.org/10.3324/haematol.2014.119545

67. Verstovsek S, Mesa RA, Gotlib J, et al. Long-term treatment with ruxolitinib for patients with myelofibrosis: 5-year update from 
the randomized, double-blind, placebo-controlled, phase 3 COMFORT-I trial. J Hematol Oncol. 2017;10(1):55.  
http://dx.doi.org/10.1186/s13045-017-0417-z

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

69. Al-Ali HK, Stalbovskaya V, Gopalakrishna P, Perez-Ronco J, Foltz L. Impact of ruxolitinib treatment on the hemoglobin dynamics 
and the negative prognosis of anemia in patients with myelofibrosis. Leuk Lymphoma. 2016;57(10):2464–2467.  
http://dx.doi.org/10.3109/10428194.2016.1146950

70. Maschmeyer G, De Greef J, Mellinghoff SC, et al. Infections associated with immunotherapeutic and molecular targeted 
agents in hematology and oncology. A position paper by the European Conference on Infections in Leukemia (ECIL). Leukemia. 
2019;33(4):844–862. http://dx.doi.org/10.1038/s41375-019-0388-x

71. Heine A, Brossart P, Wolf D. Ruxolitinib is a potent immunosuppressive compound: is it time for anti-infective prophylaxis? Blood. 
2013;122:3843–3844. http://dx.doi.org/10.1182/blood-2013-10-531103

72. Polverelli N, Palumbo GA, Binotto G, et al. Epidemiology, outcome, and risk factors for infectious complications in myelofibrosis 
patients receiving ruxolitinib: a multicenter study on 446 patients. Hematol Oncol. 2018. http://dx.doi.org/10.1002/hon.2509

73. Porpaczy E, Tripolt S, Hoelbl-Kovacic A, et al. Aggressive B-cell lymphomas in patients with myelofibrosis receiving JAK1/2 
inhibitor therapy. Blood. 2018;132(7):694–706. http://dx.doi.org/10.1182/blood-2017-10-810739

74. Rumi E, Zibellini S, Boveri E, et al. Ruxolitinib treatment and risk of B-cell lymphomas in myeloproliferative neoplasms. Am J 
Hematol. 2019;94(7):E185–E188. http://dx.doi.org/10.1002/ajh.25489

75. Pemmaraju N, Kantarjian H, Nastoupil L, et al. Characteristics of patients with myeloproliferative neoplasms with lymphoma, with 
or without JAK inhibitor therapy. Blood. 2019;133(21):2348–2351. http://dx.doi.org/10.1182/blood-2019-01-897637

76. Barbui T, Ghirardi A, Masciulli A, et al. Second cancer in Philadelphia negative myeloproliferative neoplasms (MPN-K). A nested 
case-control study. Leukemia. 2019;33(8):1996–2005. http://dx.doi.org/10.1038/s41375-019-0487-8

77. Verstovsek S, Gotlib J, Mesa RA, et al. Long-term survival in patients treated with ruxolitinib for myelofibrosis: COMFORT-I and -II 
pooled analyses. J Hematol Oncol. 2017;10(1):156. http://dx.doi.org/10.1186/s13045-017-0527-7

78. Passamonti F, Maffioli M, Cervantes F, et al. Impact of ruxolitinib on the natural history of primary myelofibrosis: a comparison of 
the DIPSS and the COMFORT-2 cohorts. Blood. 2014;123(12):1833–1835. http://dx.doi.org/10.1182/blood-2013-12-544411

79. Barosi G, Rosti V, Gale RP. Critical appraisal of the role of ruxolitinib in myeloproliferative neoplasm-associated myelofibrosis. Onco 
Targets Ther. 2015;8:1091–1102. https://dx.doi.org/10.2147%2FOTT.S31916

80. Cervantes F, Pereira A. Does ruxolitinib prolong the survival of patients with myelofibrosis? Blood. 2017;129(7):832–837.  
http://dx.doi.org/10.1182/blood-2016-11-731604

81. Marti-Carvajal AJ, Anand V, Sola I. Janus kinase-1 and Janus kinase-2 inhibitors for treating myelofibrosis. Cochrane Database Syst 
Rev. 2015(4):Cd010298. http://dx.doi.org/10.1002/14651858.CD010298.pub2

82. Newberry KJ, Patel K, Masarova L, et al. Clonal evolution and outcomes in myelofibrosis after ruxolitinib discontinuation. Blood. 
2017;130(9):1125–1131. http://dx.doi.org/10.1182/blood-2017-05-783225

83. Kuykendall AT, Shah S, Talati C, et al. Between a rux and a hard place: evaluating salvage treatment and outcomes in myelofibrosis 
after ruxolitinib discontinuation. Ann Hematol. 2018;97(3):435–441. http://dx.doi.org/10.1007/s00277-017-3194-4

84. Pardanani A, Harrison C, Cortes JE, et al. Safety and efficacy of fedratinib in patients with primary or secondary myelofibrosis: a 
randomized clinical trial. JAMA Oncol. 2015;1(5):643–651. http://dx.doi.org/10.1001/jamaoncol.2015.1590

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

86. Harrison CN, Mesa RA, Jamieson C, et al. Case series of potential Wernicke’s encephalopathy in patients treated with fedratinib. 
Blood. 2017;130(Suppl 1):4197

87. Mesa RA, Vannucchi AM, Mead A, et al. Pacritinib versus best available 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.  
http://dx.doi.org/10.1016/S2352-3026(17)30027-3

88. Mascarenhas J, Hoffman R, Talpaz M, et al. Pacritinib vs best available therapy, including Ruxolitinib, in patients with 
myelofibrosis: a randomized clinical trial. JAMA Oncol. 2018;4(5):652–659. http://dx.doi.org/10.1001/jamaoncol.2017.5818

89. Asshoff M, Petzer V, Warr MR, et al. Momelotinib inhibits ACVR1/ALK2, decreases hepcidin production, and ameliorates anemia of 
chronic disease in rodents. Blood. 2017;129(13):1823. http://dx.doi.org/10.1182/blood-2016-09-740092

https://doi.org/10.7573/dic.212603
http://drugsincontext.com
http://dx.doi.org/10.3324/haematol.2014.119545
http://dx.doi.org/10.1186/s13045-017-0417-z
http://dx.doi.org/10.3324/haematol.2016.151449
http://dx.doi.org/10.3109/10428194.2016.1146950
http://dx.doi.org/10.1038/s41375-019-0388-x
http://dx.doi.org/10.1182/blood-2013-10-531103
http://dx.doi.org/10.1002/hon.2509
http://dx.doi.org/10.1182/blood-2017-10-810739
http://dx.doi.org/10.1002/ajh.25489
http://dx.doi.org/10.1182/blood-2019-01-897637
http://dx.doi.org/10.1038/s41375-019-0487-8
http://dx.doi.org/10.1186/s13045-017-0527-7
http://dx.doi.org/10.1182/blood-2013-12-544411
https://dx.doi.org/10.2147%2FOTT.S31916
http://dx.doi.org/10.1182/blood-2016-11-731604
http://dx.doi.org/10.1002/14651858.CD010298.pub2
http://dx.doi.org/10.1182/blood-2017-05-783225
http://dx.doi.org/10.1007/s00277-017-3194-4
http://dx.doi.org/10.1001/jamaoncol.2015.1590
http://dx.doi.org/10.1016/S2352-3026(17)30088-1
http://dx.doi.org/10.1016/S2352-3026(17)30027-3
http://dx.doi.org/10.1001/jamaoncol.2017.5818
http://dx.doi.org/10.1182/blood-2016-09-740092


REVIEW – Standard care and drugs for myelofibrosis drugsincontext.com

Barraco D, Maffioli M, Passamonti F. Drugs in Context 2019; 8: 212603. DOI: 10.7573/dic.212603 16 of 16
ISSN: 1740-4398

90. Mesa RA, Kiladjian JJ, Catalano JV, et al. SIMPLIFY-1: a phase III randomized trial of momelotinib versus ruxolitinib in Janus kinase 
inhibitor-naive patients with myelofibrosis. J Clin Oncol. 2017;35(34):3844–3850. http://dx.doi.org/10.1200/JCO.2017.73.4418

91. Harrison CN, Vannucchi AM, Platzbecker U, et al. Momelotinib versus 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. 
http://dx.doi.org/10.1016/s2352-3026(17)30237-5

92. Verstovsek S, Talpaz M, Ritchie E, et al. A phase I, open-label, dose-escalation, multicenter study of the JAK2 inhibitor NS-018 in 
patients with myelofibrosis. Leukemia. 2017;31(2):393–402. http://dx.doi.org/10.1038/leu.2016.215

93. Gangat N, Marinaccio C, Swords R, et al. Aurora kinase A inhibition provides clinical benefit, normalizes megakaryocytes and 
reduces bone marrow fibrosis in patients with myelofibrosis. Clin Cancer Res. 2019;25(16):4898–4906.  
http://dx.doi.org/10.1158/1078-0432.ccr-19-1005

94. Tefferi A, Lasho TL, Begna KH, et al. A pilot study of the telomerase inhibitor imetelstat for myelofibrosis. N Engl J Med. 
2015;373(10):908–919. http://dx.doi.org/10.1056/NEJMoa1310523

95. Mascarenhas J, Komrokji RS, Cavo M, et al. Imetelstat is effective treatment for patients with intermediate-2 or high-risk 
myelofibrosis who have relapsed on or are refractory to Janus kinase inhibitor therapy: results of a phase 2 randomized study of 
two dose levels. Blood. 2018;132(Suppl 1):685. http://dx.doi.org/10.1182/blood-2018-99-115163

96. Masarova L, Verstovsek S, Hidalgo-Lopez JE, et al. A phase 2 study of ruxolitinib in combination with azacitidine in patients with 
myelofibrosis. Blood. 2018;132(16):1664–1674. http://dx.doi.org/10.1182/blood-2018-04-846626

97. Bose P, Pemmaraju N, Schroeder K, et al. Phase 2 study of pracinostat in combination with ruxolitinib in patients (pts) with 
myelofibrosis (MF). Blood. 2017;130(Suppl 1):1632.

98. Harrison CN, Kiladjian J-J, Heidel FH, et al. Efficacy, safety, and confirmation of the recommended phase 2 starting dose of the 
combination of ruxolitinib (RUX) and panobinostat (PAN) in patients (Pts) with myelofibrosis (MF). Blood. 2015;126(23):4060. 

99. Couban S, Benevolo G, Donnellan W, et al. Phase 1b results of a study to assess the efficacy and safety of vismodegib in 
combination with ruxolitinib in patients with intermediate- or high-risk myelofibrosis. Blood. 2017;130(Suppl 1):4179. 

100. Gupta V, Harrison CN, Hasselbalch H, et al. Phase 1b/2 study of the efficacy and safety of sonidegib (LDE225) in combination with 
ruxolitinib (INC424) in patients with myelofibrosis. Blood. 2015;126(23):825. 

101. Rampal RK, Verstovsek S, Devlin SM, et al. Safety and efficacy of combined ruxolitinib and thalidomide in patients with 
myelofibrosis: initial results of a phase II study. Blood. 2018;132(Suppl 1):354. 

102. Stegelmann F, Hebart H, Bangerter M, et al. Ruxolitinib plus pomalidomide in myelofibrosis: updated results from the 
Mpnsg-0212 Trial (NCT01644110). Blood. 2016;128(22):1939. 

103. Durrant ST, Nagler A, Guglielmelli P, et al. Results from HARMONY: an open-label, multicentre, 2-arm, phase 1b, dose-finding 
study assessing the safety and efficacy of the oral combination of ruxolitinib and buparlisib in patients with myelofibrosis. 
Haematologica. 2019;25(16):4898–4906. http://dx.doi.org/10.3324/haematol.2018.209965

104. Daver NG, Kremyanskaya M, Connell C, et al. A phase 2 study of the safety and efficacy of INCB050465, a selective PI3Kδ inhibitor, 
in combination with ruxolitinib in patients with myelofibrosis. Blood. 2018;132(Suppl 1):353.  
http://dx.doi.org/10.1182/blood-2018-99-111338

105. Moyo T, Palmer J, Huang Y, et al. Resurrecting response to ruxolitinib: a phase I study testing the combination of ruxolitinib and 
the PI3K delta inhibitor umbralisib in ruxolitinib-experienced myelofibrosis. HemaSphere. 2018;2:19–20. 

106. Bose P, Daver N, Pemmaraju N, et al. Sotatercept (ACE-011) alone and in combination with ruxolitinib in patients (pts) with 
myeloproliferative neoplasm (MPN)-associated myelofibrosis (MF) and anemia. Blood. 2017;130(Suppl 1):255.

http://drugsincontext.com
https://doi.org/10.7573/dic.212603
http://dx.doi.org/10.1200/JCO.2017.73.4418
http://dx.doi.org/10.1016/s2352-3026(17)30237-5
http://dx.doi.org/10.1038/leu.2016.215
http://dx.doi.org/10.1158/1078-0432.ccr-19-1005
http://dx.doi.org/10.1056/NEJMoa1310523
http://dx.doi.org/10.1182/blood-2018-99-115163
http://dx.doi.org/10.1182/blood-2018-04-846626
http://dx.doi.org/10.3324/haematol.2018.209965
http://dx.doi.org/10.1182/blood-2018-99-111338

