
Haematologica | 109 June 2024

1977

LETTER TO THE EDITOR

A randomized, double-blind study of zinpentraxin alfa in 
patients with myelofibrosis who were previously treated 
with or ineligible for ruxolitinib: stage 2 of a phase II trial

Higher-grade bone marrow (BM) fibrosis is associated with 
worse survival in patients with myeloproliferative neo-
plasms.1,2 Moreover, fibrotic changes in myelofibrosis (MF) 
progressively remodel the BM niche, resulting in impaired 
hematopoiesis and progressive worsening of anemia and 
thrombocytopenia, which are associated with reduced qual-
ity of life and poor prognosis.3-5 Zinpentraxin alfa (previously 
PRM-151) is a recombinant form of human pentraxin-2, an 
endogenous regulator of the tissue damage inflammato-
ry response, and a natural inhibitor of fibrosis.6-8 A two-
stage phase II trial (NCT01981850) evaluated the efficacy 
and safety of zinpentraxin alfa in patients with MF. In the 
open-label stage 1, zinpentraxin alfa showed evidence of 
clinical activity and tolerable safety as monotherapy and 
in combination with ruxolitinib in patients with primary 
or secondary MF.9 Here we report the findings of stage 2 
of this trial, which suggested signs of clinical activity of 
zinpentraxin alfa in patients with difficult-to-treat MF.
This randomized, double-blind, phase II trial (NCT01981850) 
evaluated the efficacy and safety of three different doses of 
zinpentraxin alfa as monotherapy in patients aged ≥18 years 
with intermediate-1/2 and high-risk primary or secondary 
MF who were anemic or thrombocytopenic and ineligible 
for, intolerant of, or had an inadequate prior response to 
ruxolitinib. Eligible patients had MF grade ≥2 BM fibrosis 
and had had a BM biopsy within 4 weeks prior to treat-
ment initiation to establish the baseline fibrosis score. The 
trial comprised three periods: a 4-week screening period, 
the main phase (9×4-week treatment cycles; total of 36 
weeks), and a 4-week follow-up (Online Supplementary 
Figure S1). Patients without disease progression or discon-
tinuation due to toxicity and with potential clinical benefit 
could continue zinpentraxin alfa 10 mg/kg treatment in an 
open-label extension phase. In the main phase, patients 
stratified by baseline hematologic status (anemia and/or 
thrombocytopenia) were randomized 1:1:1 using an interac-
tive response system to receive zinpentraxin alfa 0.3 mg/
kg (group 1), 3 mg/kg (group 2), or 10 mg/kg (group 3) on 
days 1, 3, and 5 of cycle 1, and day 1 of each subsequent 
28-day cycle. The patients, investigators, assessors, and 
sponsor were blinded to study treatment. Patients provided 
written informed consent before enrollment. The primary 
endpoint was BM response rate, defined as the percentage 
of patients with reduction from baseline in BM fibrosis by 
≥1 grade per European Consensus criteria10 at any time, as 
determined by a central adjudication panel. Secondary and 
exploratory endpoints included hemoglobin concentration, 

platelet count, Myeloproliferative Neoplasm Symptom 
Assessment Form Total Symptom Score (MPN-SAF TSS), 
spleen size improvements, and best overall response per 
International Working Group-Myeloproliferative Neoplasms 
Research and Treatment (IWG-MRT) criteria. Adverse events, 
serious adverse events, and infusion-related reactions 
were recorded.
In stage 2 of this study, 98 patients were randomized to 
group 1 (n=33), group 2 (n=32), or group 3 (n=33) between 
November 23, 2015, and November 11, 2016. Online Sup-
plementary Figure S2 provides full details of the patients’ 
disposition in the study. The patients’ baseline character-
istics are summarized in Online Supplementary Table S1. 
The population of patients had a poor prognosis: 85.6% 
had intermediate-2 or high-risk disease, and 64.2% had 
centrally determined BM fibrosis grade 3 at baseline. Most 
patients (83.5%) had a baseline hemoglobin <100 g/L and 
39.2% were dependent on red blood cell transfusions at 
baseline. Overall, 60.8% of patients had severe thrombo-
cytopenia (platelets ≤50×109/L), and 15.5% were dependent 
on platelet transfusions at baseline.
In total, 28/97 patients (28.9%; 95% confidence interval: 
19.85-37.88) had a BM response (group 1: n=10, 30.3%; group 
2: n=10, 31.3%; group 3: n=8, 25.0%) (Figure 1A). Logistic 
regression analysis of pairwise comparisons between the 
three groups showed no statistically significant differences 
(P=0.58-0.93). Of the 28 patients with a BM response in 
the main phase, 26 (26.8% of all patients) had a best shift 
of 1-grade improvement, and two (2.1% of all patients) had 
a 2-grade improvement per European Consensus/World 
Health Organization criteria (Figure 1B). In the main phase, 
hemoglobin improvements were observed in 12/97 (12.4%) 
patients (group 1: n=5, 15.2%; group 2: n=5, 15.6%; group 3: 
n=2, 6.3%), and platelet count improvements were observed 
in 32/97 (33.0%) patients (group 1: n=9, 27.3%; group 2: n=11, 
34.4%; group 3: n=12, 37.5%). Packed red blood cell and 
platelet transfusion requirements and changes in platelet 
count are shown in Figure 1C and D, respectively. During the 
combined main phase and open-label extension period, of 
the 15 patients with hemoglobin improvement, eight (53%) 
had a BM response, and of the 37 patients with a platelet 
count improvement, 12 (32%) had a BM response (Figure 
2). The duration of hemoglobin and platelet improvements 
among BM responders and non-responders is shown in Fig-
ure 2. Hemoglobin and platelet count trajectories among BM 
responders and non-responders indicated relatively stable 
hemoglobin and platelet levels over time in most patients. 
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Figure 1. Efficacy outcomes in the 
main study phase. (A) Bone marrow 
(BM) response rate by central review 
at any time. (B) Best shifts in BM 
fibrosis score during the main phase 
of the study. (C) Improvement in he-
moglobin level during the main phase 
of the study. (D) Improvement in 
platelet count during the main phase 
of the study. *Baseline BM fibrosis 
data were missing for two patients. 
BM response rate was defined as the 
percentage of patients with a reduc-
tion from baseline in BM fibrosis by 
≥1 grade per European Consensus 
criteria.10 The primary endpoint of BM 
response rate was analyzed using 
logistic regression, with BM response 
at any time as the response variable 
and treatment group as the explan-
atory variable. The analysis was ad-
justed on a randomized stratum. Two 
pairwise comparisons (group 2 vs. 
group 1 and group 3 vs. group 1) were 
computed with the aim of demon-
strating superiority and, consequent-
ly, an adjusted two-sided level of 
significance of 0.025 was used. A 
third comparison (group 3 vs. group 
2) was not expected to have enough 
power to demonstrate any difference 
with the planned sample size. This 
comparison was considered explor-
atory and was conducted using an 
unadjusted two-sided level of signif-
icance of 0.05. Baseline red blood 
cell transfusion dependency was de-
fined as ≥2 units packed red blood 
cells every 4 weeks for 12 weeks pri-
or to day 1 of cycle 1, regardless of 
baseline hemoglobin level. Baseline 
platelet transfusion dependency was 
defined as ≥2 platelet transfusions 
in any 12 weeks prior to day 1 of cy-
cle 1, regardless of baseline platelet 
level. BM: bone marrow; PRBC: 
packed red blood cell.
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MPN-SAF TSS, spleen size, and best overall response per 
IWG-MRT criteria were evaluated across the combined 
main phase and open-label extension. Of evaluable pa-
tients, 32/94 (34%) had a ≥50% reduction in MPN-SAF TSS 
compared to the baseline score at any time, 32/76 (42.1%) 
had any reduction in spleen volume at any time, and no 
patients had ≥35% reduction in spleen volume at week 36. 

Clinical improvement was seen in 16/97 (16.5%) patients, 
and 67 (69.1%) had stable disease.
Safety results are summarized in Table 1. Generally, zinpen-
traxin alfa was well tolerated across all doses; 97 patients 
experienced ≥1 treatment-emergent adverse event. In to-
tal, 77 serious treatment-emergent adverse events were 
reported in 39 patients, most frequently pneumonia (n=5; 

Patients, N (%)
Group 1a

N=33
Group 2b 

N=32
Group 3c 

N=32
Overall 
N=97

Any TEAE 33 (100) 32 (100) 32 (100) 97 (100)
Most common TEAE (≥10% of 
patients overall)

Fatigue 8 (24.2) 8 (25.0) 11 (34.4) 27 (27.8)
Cough 10 (30.3) 7 (21.9) 5 (15.6) 22 (22.7)
Weight decrease 6 (18.2) 8 (25.0) 8 (25.0) 22 (22.7)
Dyspnea 4 (12.1) 8 (25.0) 7 (21.9) 19 (19.6)
Peripheral edema 6 (18.2) 3 (9.4) 9 (28.1) 18 (18.6)
Diarrhea 8 (24.2) 5 (15.6) 3 (9.4) 16 (16.5)
Abdominal pain 5 (15.2) 6 (18.8) 4 (12.5) 15 (15.5)
Anemia 5 (15.2) 6 (18.8) 3 (9.4) 14 (14.4)
Epistaxis 6 (18.2) 4 (12.5) 4 (12.5) 14 (14.4)
Headache 4 (12.1) 7 (21.9) 3 (9.4) 14 (14.4)
Pyrexia 4 (12.1) 7 (21.9) 3 (9.4) 14 (14.4)
Constipation 4 (12.1) 4 (12.5) 4 (12.5) 12 (12.4)
Decreased appetite 4 (12.1) 4 (12.5) 4 (12.5) 12 (12.4)
Arthralgia 3 (9.1) 5 (15.6) 2 (6.3) 10 (10.3)
Dizziness 6 (18.2) 3 (9.4) 1 (3.1) 10 (10.3)
Pneumonia 3 (9.1)  2 (6.3)  5 (15.6) 10 (10.3)
Thrombocytopenia 5 (15.2) 4 (12.5) 1 (3.1) 10 (10.3)

Treatment-related TEAE 14 (42.4) 18 (56.3) 16 (50.0) 48 (49.5)
Grade 3-4 TEAE 12 (36.4) 18 (56.3) 12 (37.5) 42 (43.3)
Grade 5 TEAEd 5 (15.2) 4 (12.5) 6 (18.8) 15 (15.5)
AE leading to discontinuation of 
zinpentraxin alfa 7 (21.2) 11 (34.4) 12 (37.5) 30 (30.9)

Serious AE 11 (33.3) 14 (43.8) 14 (43.8) 39 (40.2)
aGroup 1 was treated with zinpentraxin alfa 0.3 mg/kg Q4W. bGroup 2 was treated with zinpentraxin alfa 3 mg/kg Q4W. cGroup 3 was treated 
with zinpentraxin alfa 10 mg/kg Q4W. dFatal treatment emergent adverse events were reported as the following preferred terms: acute myeloid 
leukemia, malignant neoplasm progression, myelofibrosis, primary myelofibrosis, transformation to acute myeloid leukemia, death, pancyto-
penia, cardiopulmonary failure, obstructive femoral hernia, cachexia, cerebral hemorrhage (all N=1), pneumonia (N=2), disease progression 
(N=2). Q4W: every 4 weeks; TEAE: treatment-emergent adverse event; AE: adverse event.

Table 1. Summary of treatment-emergent adverse effects in the safety population during the main phase, by cohort and overall.

Figure 2. Duration of hemoglobin and platelet count improvements. (A, B) Duration of improvement in hemoglobin concentration 
(A) and platelet count (B) during the main study phase and the open-label extension period combined. The x axis shows the 
duration of response and does not necessarily start from week 0 of the study period. Each bar represents an individual patient; 
the patients’ identities are shown as consecutive numbers, with patients who had both hemoglobin and platelet improvements 
in red text. “BM” indicates patients who had a bone marrow response. Hemoglobin improvement for red blood cell transfu-
sion-dependent patients was defined as either an absence of any red blood cell transfusion during any consecutive 12-week 
interval with a hemoglobin level of ≥80 g/L, or a ≥50% reduction from baseline in red blood cell transfusions for 12 consecutive 
weeks with a hemoglobin level of ≥80 g/L. For red blood cell transfusion-independent patients, improvement was defined as a 
≥10 g/L increase in hemoglobin level for 12 consecutive weeks without transfusions. Platelet improvement for platelet transfu-
sion-dependent patients was defined as either becoming transfusion independent for 12 consecutive weeks, or a reduction in 
transfusion need from baseline of ≥50% for 12 consecutive weeks. For platelet transfusion-independent patients with a baseline 
platelet count <100×109/L, improvement was defined as a ≥50% increase in the number of platelets for 12 consecutive weeks or 
normalization of platelet count (above lower limit of normal). BM response was defined as a reduction from baseline in bone 
marrow fibrosis by ≥1 grade per European Consensus criteria. BM: bone marrow; PRBC: packed red blood cell; RBC: red blood 
cell; Hgb: hemoglobin.
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5.2%) and epistaxis (n=3; 3.1%). Because of the small sample 
size and the low number of serious treatment-emergent 
adverse events, conclusions cannot be drawn regarding 
potential differences in the safety of different doses. Of 
the 15 fatal treatment-emergent adverse events (15.5%), 
one death was reported as related to the study treatment; 
however, the investigator reported that the death was likely 
related to underlying thrombocytopenia due to MF, lead-
ing to a bleed. Infusion-related reactions were reported 
in four (4.1%) patients; all these reactions were grade 1/2, 
except for grade 3 urticaria in one patient in group 2. No 
new safety signals were reported during the open-label 
extension phase of the study.
Genetic analysis revealed similar mutational profiles across 
all treatment groups. No notable changes were identified 
in variant allele frequency in any treatment group during 
the study and most patients had changes of ±5%, which 
could be due to variation or background noise.
Overall, zinpentraxin alfa treatment showed some im-
provements in BM fibrosis and hematologic parameters 
across all doses, with reduction in BM fibrosis at any time 
observed in approximately 30% of patients. Despite the 
lack of a clear dose–response relationship observed within 
the tested dose range, the lack of a control arm, and the 
fact that only around half of patients had biopsy results 
available at all three post-baseline timepoints, responses 
in patients with advanced BM failure are suggestive of clin-
ical activity of zinpentraxin alfa in MF. Furthermore, some 
of these patients with very poor prognosis were treated 
with zinpentraxin alfa for a prolonged period, up to 46.7 
months, which was also somewhat unexpected.
Despite advanced and high-risk disease, improvements 
in hemoglobin levels and platelet counts were reported 
across all treatment groups. Reductions in red blood cell 
transfusion dependence in various populations of patients 
have been observed previously with other treatments; 
however, to our knowledge, only pacritinib has achieved 
notable results in patients with severe thrombocytopenia 
(platelet counts ≤50×109/L) and red blood cell transfusion 
dependence, albeit in the setting of limited or no prior 
JAK inhibitor exposure.11 Ruxolitinib discontinuation leads 
to a poor prognosis and progressive worsening of anemia 
and thrombocytopenia.12,13 However, most patients in the 
current study, of whom 76.3% had previously received 
ruxolitinib, had stable or improved hemoglobin levels and 
platelet counts. The hematologic improvements observed 
with zinpentraxin alfa are important because analysis 
of recent momelotinib trials suggests that hematologic 
improvement may serve as a surrogate endpoint predic-
tive of improved overall survival.14 The current study did 
not assess overall survival and numbers of patients were 
small; however, some patients with high-risk features 
and poor prognosis following ruxolitinib discontinuation 
had long-lasting treatment (median 7.5 months; range, 
0.2-46.7). Furthermore, since transfusion dependence is 

burdensome to patients, the reported reductions in red 
blood cell and platelet transfusions in transfusion-de-
pendent patients are also important from a quality-of-life 
perspective.3

Limitations of this study include the lack of a placebo 
arm, a heterogeneous population of patients, and a small 
sample size, which make it difficult to interpret trends. 
Advanced disease stage and negative prognostic factors 
may also have reduced the likelihood of observing effects 
on fibrosis. Finally, it is unclear whether a 35% threshold 
for reduction in spleen size is appropriate in the setting 
of relapsed/refractory patients with advanced disease, 
and in several studies few or no patients have achieved 
≥35% spleen volume reduction in this setting.15

In summary, zinpentraxin alfa treatment showed signs of 
clinical activity, including improvements in fibrosis, dis-
ease-related hematologic parameters, and symptoms, in 
difficult-to-treat patients with MF who were ineligible for, 
intolerant of, or had inadequate response to ruxolitinib. 
Results should be interpreted with caution because of 
the small sample sizes and lack of a placebo arm. The 
potential for additional clinical benefit in newly diagnosed 
patients and those with less fibrosis remains a hypothesis 
to be examined in future clinical trials. The results from 
stage 1 and stage 2 of this trial will inform future inves-
tigations of zinpentraxin alfa in patients with MF.

Authors

Srdan Verstovsek,1° Moshe Talpaz,2 Martha Wadleigh,3 Alessandro 

Isidori,4 Peter te Boekhorst,5 Michael R. Savona,6 Prithviraj Bose,1 

Olga Pozdnyakova,7 Ruben Mesa,8° Tarec C. El-Galaly,9° Jennifer 

O’Sullivan,10 Katia Gamel,9 Brian Higgins,11 Sudhakar Katakam,9 Boyan 

Todorov,9 Kerstin Trunzer9 and Claire N. Harrison10

1The University of Texas MD Anderson Cancer Center, Houston, TX, 

USA; 2Michigan Medicine - The University of Michigan, Ann Arbor, MI, 

USA; 3Dana-Farber Cancer Institute, Boston, MA, USA; 4Hematology 

and Stem Cell Transplant Center, AORMN Hospital, Pesaro, Italy; 
5Erasmus Medical Center, Rotterdam, the Netherlands; 6Vanderbilt-

Ingram Cancer Center, Vanderbilt University School of Medicine, 

Nashville, TN, USA; 7Brigham and Women’s Hospital, Harvard Medical 

School, Boston, MA, USA; 8Mays Cancer Center at UT Health San 

Antonio MD Anderson, San Antonio, TX, USA; 9F. Hoffmann-La Roche, 

Ltd., Basel, Switzerland; 10Guy’s & St Thomas’ NHS Foundation Trust, 

London, UK and 11Genentech Inc, South San Francisco, CA, USA

°Current address of SV: Kartos Therapeutics, Redwood City, CA, USA 
°Current address of RM: Wake Forest Baptist Comprehensive Cancer 
Center, Winston-Salem, NC, USA
°Current address of TCE-G: Department of Hematology, Aalborg 
University Hospital, Aalborg, Denmark

Correspondence: 

C.N. HARRISON  - claire.harrison@gstt.nhs.uk



Haematologica | 109 June 2024

1982

LETTER TO THE EDITOR

https://doi.org/10.3324/haematol.2023.284410

Received: October 3, 2023.

Accepted: January 18, 2024.

Early view: January 25, 2024.

©2024 Ferrata Storti Foundation

Published under a CC BY license 

Disclosures

SV has received research support from BMS, Constellation, CTI 

BioPharma, Galecto, Geron, Incyte, Kartos, Novartis, NS Pharma, 

Protagonist, PharmaEssentia, Roche, and Sierra, and consulting fees 

from BMS, Celgene, Constellation, Incyte, and Novartis. MT has 

served as a member on a board or advisory committee for BMS, 

Novartis, and Sumitomo; has received support for attending 

meetings from Sumitomo; has received research support from 

Promedior and Roche; and has a leadership role with the Society of 

Hematologic Oncology. MRS has received royalties or licenses from 

Boehringer Ingelheim; has received consulting fees from Geron, 

Karyopharm, and Ryvu; has received support for attending meetings 

from Ryvu and Taiho; holds patents from Boehringer Ingelheim; has 

served as a member on a board or advisory committee for AbbVie, 

Bristol Myers Squibb, CTI, Geron, GSK, Karyopharm, Novartis, Rigel, 

Ryvu, Taiho, and Treadwell; has stock or stock options in 

Karyopharm and Ryvu; and has received research funding from ALX 

Oncology, Astex, Incyte, Takeda, and TG Therapeutics. PB has 

received research support from Blueprint, BMS, Cogent, CTI, Disc, 

Geron, Incyte, Ionis, Janssen, Kartos, Karyopharm, MorphoSys, 

Sumitomo, and Telios, and has received honoraria/consulting fees 

from AbbVie, Blueprint, BMS, Cogent, CTI, GSK, Incyte, Ionis, 

Jubilant, Karyopharm, Morphic, MorphoSys, Novartis, 

PharmaEssentia, and Sumitomo. RM has received consulting fees 

and honoraria from AbbVie, Blueprint, BMS, CTI BioPharma, 

Genentech, Geron, GSK, Incyte, MorphoSys, Novartis, Sierra, Sierra 

Oncology, and Telios. TCE-G was employed by Roche at the time 

this work was performed. KG is an employee of Roche. BH is an 

employee of Roche/Genentech and owns stocks in the company. BT 

was contracted by Roche at the time this work was performed. KT 

is an employee of Roche and owns stocks in the company. CNH has 

received consulting fees from AbbVie, AOP, BMS, Constellation 

Pharmaceuticals, CTI BioPharma, Galecto, GSK, Karyopharm, Keros, 

MorphoSys, Novartis, Promedior, and Roche; has received honoraria 

from AbbVie, BMS, GSK, and Novartis; has advisory roles for Galecto 

and Keros; has received support from Novartis for attending 

meetings; and has a leadership or fiduciary role with the European 

Hematology Association and MPN Voice. MW, AI, PtB, OP, JO’S, and 

SK have no conflicts of interest to disclose.

Contributions

SV and CNH conceived and designed the work. SV, AI, PtB, MRS, KT, 

MT, MW, JO’S, TCE-G, and CNH acquired data. SV, PtB, MRS, BH, KT, 

OP, SK, KG, JO’S, and TCE-G analyzed the data. SV, AI, PtB, MRS, BH, 

BT, KT, OP, SK, MW, KG, and JO’S interpreted the results. All authors 

were involved in reviewing/revising the manuscript, approved the 

final version, and vouch for the accuracy of the content included in 

the manuscript.

Acknowledgments

The authors would like to thank the patients, their family members, 

participating staff at all of the study centers, Dr Dao Wang for her 

contribution to the safety analysis, and the Promedior study team.

Funding

This study was supported by Promedior (original sponsor) and F. 

Hoffmann-La Roche, Ltd. (current sponsor). Medical writing support, 

under the direction of the authors, was provided by Fiona Scott, 

PhD, on behalf of CMC Affinity, a division of IPG Health Medical 

Communications, funded by F. Hoffmann-La Roche, Ltd, in 

accordance with Good Publication Practice (GPP 2022) guidelines.

Data-sharing statement

Qualified researchers may request access to individual patient-level 

data through the clinical study data request platform (https://vivli.org). 

Further details on Roche’s criteria for eligible studies are available at 

https://vivli.org/members/ourmembers. For further details on Roche’s 

global policy on the sharing of clinical information and how to request 

access to related clinical study documents, visit https://www.roche.

com/research_and_development/who_we_are_how_we_work/clinical_

trials/our_commitment_to_data_sharing.htm.

References

	 1.	Lekovic D, Gotic M, Perunicic-Jovanovic M, et al. Contribution 
of comorbidities and grade of bone marrow fibrosis to the 
prognosis of survival in patients with primary myelofibrosis. 
Med Oncol. 2014;31(3):869.

	 2.	Guglielmelli P, Rotunno G, Pacilli A, et al. Prognostic impact of 
bone marrow fibrosis in primary myelofibrosis. A study of the 
AGIMM group on 490 patients. Am J Hematol.  
2016;91(9):918-922.

	 3.	Naymagon L, Mascarenhas J. Myelofibrosis-related anemia: 
current and emerging therapeutic strategies. Hemasphere. 
2017;1(1):e1.

	 4.	Hernández-Boluda JC, Correa JG, Alvarez-Larrán A, et al. 

Clinical characteristics, prognosis and treatment of 
myelofibrosis patients with severe thrombocytopenia. Br J 
Haematol. 2018;181(3):397-400.

	 5.	Schepers K, Pietras EM, Reynaud D, et al. Myeloproliferative 
neoplasia remodels the endosteal bone marrow niche into a 
self-reinforcing leukemic niche. Cell Stem Cell.  
2013;13(3):285-299.

	 6.	Castaño AP, Lin S-L, Surowy T, et al. Serum amyloid P inhibits 
fibrosis through FcγR-dependent monocyte-macrophage 
regulation in vivo. Sci Transl Med. 2009;1(5):5ra13.

	 7.	Verstovsek S, Manshouri T, Pilling D, et al. Role of neoplastic 
monocyte-derived fibrocytes in primary myelofibrosis. J Exp 



Haematologica | 109 June 2024

1983

LETTER TO THE EDITOR

Med. 2016;213(9):1723-1740.
	 8.	Zahr AA, Salama ME, Carreau N, et al. Bone marrow fibrosis in 

myelofibrosis: pathogenesis, prognosis and targeted strategies. 
Haematologica. 2016;101(6):660-671.

	 9.	Verstovsek S, Foltz L, Gupta V, et al. Safety and efficacy of 
zinpentraxin alfa as monotherapy or in combination with 
ruxolitinib in myelofibrosis: stage I of a phase II trial. 
Haematologica. 2023;108(10):2730-2742.

	 10.	Thiele J, Kvasnicka HM, Facchetti F, Franco V, van der Walt J, 
Orazi A. European consensus on grading bone marrow fibrosis 
and assessment of cellularity. Haematologica.  
2005;90(8):1128-1132.

	 11.	Mascarenhas J, Hoffman R, Talpaz M, et al. Pacritinib vs best 
available therapy, including ruxolitinib, in patients with 

myelofibrosis: a randomized cinical trial. JAMA Oncol. 
2018;4(5):652-659.

	 12.	Mascarenhas J, Mehra M, He J, Potluri R, Loefgren C. Patient 
characteristics and outcomes after ruxolitinib discontinuation 
in patients with myelofibrosis. J Med Econ. 2020;23(7):721-727.

	 13.	Sastow D, Mascarenhas J, Tremblay D. Thrombocytopenia in 
patients with myelofibrosis: pathogenesis, prevalence, 
prognostic impact, and treatment. Clin Lymphoma Myeloma 
Leuk. 2022;22(7):e507-e520.

	 14.	Mesa R, Harrison C, Oh ST, et al. Overall survival in the 
SIMPLIFY-1 and SIMPLIFY-2 phase 3 trials of momelotinib in 
patients with myelofibrosis. Leukemia. 2022;36(9):2261-2268.

	 15.	Tremblay D, Mascarenhas J. Next generation therapeutics for 
the treatment of myelofibrosis. Cells. 2021;10(5):1034.


