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A B S T R A C T

Beta-thalassaemia causes defective haemoglobin synthesis leading to ineffective erythropoiesis, chronic hae-
molytic anaemia, and subsequent clinical complications. Blood transfusion and iron chelation allow long-term
disease control, and haematopoietic stem cell transplantation offers a potential cure for some patients.
Nonetheless, there are still many challenges in the management of beta-thalassaemia. The main treatment option
for most patients is supportive care; furthermore, the long-term efficacy and safety of current therapeutic
strategies are limited and adherence is suboptimal. An increasing understanding of the underlying molecular and
cellular disease mechanisms plus an awareness of limitations of current management strategies are driving
research into novel therapeutic options. Here we provide an overview of the current pathophysiology, clinical
manifestations, and global burden of beta-thalassaemia. We reflect on what has been achieved to date, describe
the challenges associated with currently available therapy, and discuss how these issues might be addressed by
novel therapeutic approaches in development.

1. Introduction

Beta-thalassaemia is a monogenic disorder leading to reduced or
absent synthesis of the beta-globin subunit of adult haemoglobin [1,2].
It is characterized by ineffective erythropoiesis, chronic haemolytic
anaemia, and subsequent clinical complications [2–4]. Most patients
with beta-thalassaemia are born in resource-constrained countries, but
modern migration patterns have altered the epidemiology of this dis-
ease [5]; patients with beta-thalassaemia are now found even in
northern European countries. Affected children may present with
failure to thrive, growth retardation, or other more specific signs or
symptoms [6]. Lifelong disease management is required; individuals
with severe disease will not survive childhood without appropriate
treatment [6,7].

The survival and quality of life (QoL) of patients with beta-tha-
lassaemia in developed countries have improved markedly in recent
decades [7]. The availability of blood transfusion and iron chelation
strategies for patients with severe forms of beta-thalassaemia now allow
long-term disease control and improved QoL. Moreover, advances in
haematopoietic stem cell transplantation (HSCT) techniques have pro-
vided a potentially curative option for some patients.

Despite important improvements in the management of beta-tha-
lassaemia, there are still many challenges to overcome before global
disease control is achievable. For example, screening and prevention
programmes are inadequate in many resource-constrained countries,
and access to effective treatment is far from universal [5,8,9]. The main
treatment option for most patients is supportive care and, as such, many
patients require regular, lifelong transfusions and iron chelation
therapy. Current supportive interventions have not all been evaluated
in large, long-term clinical trials, and comparative studies to inform the
best method of care are limited. The convenience of administration and
cost of most available therapies for this chronic disease remain chal-
lenging. HSCT is only available for a subset of patients and the proce-
dure is not without risk. Gene therapy could offer a curative approach
but the technology is still considered experimental.

Our understanding of the underlying pathophysiological mechan-
isms of beta-thalassaemia and its associated clinical morbidity has in-
creased substantially in recent years [10]. This new knowledge and an
increasing awareness of the limitations of current management strate-
gies are driving research into novel therapeutic options for this patient
population. Here we provide an overview of the pathophysiology,
clinical manifestations, and global burden of beta-thalassaemia, and
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reflect on what has been achieved to date in the management of af-
fected patients. We also highlight ongoing challenges associated with
currently available therapeutic options, and discuss how these issues
might potentially be addressed by novel, potentially disruptive, ther-
apeutic approaches in development.

2. Epidemiology

Robust data on the frequency and natural history of the hae-
moglobinopathies are scarce [8]. However, it is conservatively esti-
mated that> 40,000 babies with beta-thalassaemia are born each year
[5]. Beta-thalassaemia is a truly global disease but is most prevalent in
South Asia, the Far East, the Middle East, and Mediterranean countries
[1,11,12]. The global distribution of beta-thalassaemia is attributed
largely to natural selection of heterozygote carriers because of protec-
tion against falciparum malaria [13]. Beta-thalassaemia is also be-
coming increasingly common in northern Europe, North America, and
Australia as a result of migration from areas of high prevalence [14,15].

Nonetheless, a large proportion of those affected by beta-tha-
lassaemia still live in resource-constrained countries [5]. Infant and
childhood mortality rates in these areas are declining, and more pa-
tients will survive to present for diagnosis and treatment of beta-tha-
lassaemia [8]. A combination of lower childhood mortality and popu-
lation growth is expected to lead to a substantial increase in the number
of affected births [8]. Therefore, despite limited available epidemiolo-
gical data on haemoglobinopathies, beta-thalassaemia is expected to
pose an increasingly severe global burden in future years [8].

3. Diagnosis and classification of disease

A diagnosis of beta-thalassaemia should be considered for any pa-
tient who has a hypochromic, microcytic anaemia. Diagnostic algo-
rithms utilizing red cell indices, haemoglobin levels, and reticulocyte
counts can efficiently differentiate iron deficiency anaemia and
common thalassaemia traits and disorders [1,16]. The level of hae-
moglobin and haemoglobin electrophoresis are important tools to re-
cognize carriers, patients with intermediate phenotype, and severely
affected patients. The use of DNA genotyping to obtain a definitive
diagnosis is becoming increasingly important, although not exclusively,
to confirm the clinical findings and predict disease severity [17]. Once a
diagnosis of clinically relevant beta-thalassaemia is made, a full blood
group genotype must be obtained before starting any treatment [18].
Guidance on diagnostic patient work-up is available in recent clinical
management guidelines [1,2].

Beta-thalassaemia was traditionally classified as major, intermedia,
or minor based on the severity of the clinical phenotype [15]. However,
over the past decade, there has been a transition to a simpler classifi-
cation system based on blood transfusion requirement. Today, patients
are considered to have either transfusion-dependent thalassaemia
(TDT) or non-transfusion-dependent thalassaemia (NTDT) (Fig. 1)
[1,2]. Patients with TDT require regular, lifelong blood transfusions for
survival, starting before the age of 2 years. Those with NTDT may need
transfusion therapy occasionally or for limited periods of time, espe-
cially during periods of growth and development, surgery, or pregnancy
[2,19,20]. Transfusion is also offered to patients with NTDT to prevent
or manage disease complications [2]. It must be remembered that
classification of TDT or NTDT only represents a patient's current clinical
status; patients may shift clinically between TDT or NTDT over time
(Fig. 1). Transfusion requirements should be re-evaluated inter-
mittently.

4. Pathophysiology

Beta-thalassaemia is a recessive disorder resulting from mutations in
the beta-globin gene. Based on available data and the authors' clinical
experience,> 300 beta-thalassaemia alleles have been described [21];

most are point mutations in the beta-globin gene or flanking region, but
deletion of the gene or upstream regulatory elements may occur [15].
Carriers with a single beta-thalassaemia allele are usually asympto-
matic; such individuals have a mild hypochromic, microcytic anaemia
and elevated haemoglobin A2 levels [15]. Homozygous or compound
heterozygous mutations in the beta-globin gene or promoter impair the
production of beta-globin leading to specific clinical phenotypes
[15,22]. Co-inheritance of a beta-thalassaemia allele and a structural
haemoglobin variant, such as haemoglobin E, results in a wide range of
clinical phenotypes [2,23], varying from completely asymptomatic to
severe disease.

Unpaired free alpha chains precipitate and are oxidized into me-
thaemoglobin and insoluble hemichromes [2,24]. Free iron catalyses
the formation of reactive oxygen species leading to oxidative cell da-
mage [24]. These pathogenic mechanisms result in apoptosis of ery-
throblasts, leading to ineffective erythropoiesis and haemolysis of ma-
ture red cells [24]. The central role of ineffective erythropoiesis in the
pathophysiology of beta-thalassaemia is shown in Fig. 2.

Although beta-thalassaemia is a monogenic disorder, the clinical
manifestations of the disease are diverse [25]. Indeed, patients with the
same beta-globin genotype can have very different clinical phenotypes
[25]. The clinical manifestations of beta-thalassaemia are now under-
stood to result not only from the severity of the beta-globin gene mu-
tations, but also the coinheritance of modifying factors [25].

So-called ‘secondary modifiers’ of beta-thalassaemia are situations
that alter the relative imbalance of alpha- and beta-globin chains [2].
Co-inheritance of alpha-thalassaemia or hereditary persistence of ex-
pression of gamma-globin act to lessen the globin chain imbalance [25].
‘Tertiary modifiers’ of beta-thalassaemia are those that alter the clinical
complications of disease [2]. Genetic polymorphisms may modify bi-
lirubin metabolism, iron homeostasis, bone metabolism, cardiovascular
disease, and predisposition to infection [2,25]. Malaria antibody status
also seems to modify the phenotype of patients with haemoglobin E/
beta-thalassaemia [26].

5. Clinical manifestations

Mature red blood cells haemolyse in the peripheral circulation, and
binding of immunoglobulin and complement triggers their sequestra-
tion by the spleen [24]. Chronic haemolytic anaemia negatively affects
growth and organ and vascular function, and may cause other com-
plications such as acute cholecystitis. Chronic anaemia also leads to
poor tissue oxygenation and high erythropoietin levels [24]. Pro-
liferation of erythroid precursors in the bone marrow leads to medul-
lary expansion, skeletal deformities, and compensatory extramedullary
haematopoiesis [24,27].

In the context of ineffective erythropoiesis and chronic haemolysis,
red blood cells have prothrombotic potential that can cause hypercoa-
gulability [3,28]. Vascular manifestations such as venous thrombosis
and pulmonary hypertension are now well recognized in patients with
beta-thalassaemia, especially those who have undergone splenectomy
or have NTDT [3].

Ineffective erythropoiesis and chronic tissue hypoxia also inhibit
hepatic synthesis and secretion of hepcidin [29,30]. Low circulating
levels of hepcidin promote duodenal iron uptake, release of recycled
iron from the reticuloendothelial system, and hepatic iron storage [18].
Iron overload, mediated by low circulating levels of hepcidin [18,28] or
regular blood transfusions [1], is a major concern. The clinical effects of
iron overload include cardiomyopathy, liver fibrosis or cirrhosis, and
endocrinopathies [6], and are observed more commonly among pa-
tients with TDT than NTDT.

The complex pathophysiology of beta-thalassaemia leads to wide-
ranging clinical manifestations (Fig. 2). Recent data suggest an asso-
ciation between the degree of anaemia (haemoglobin level) and mor-
bidity development in those with NTDT [31]. Large prospective trials
are required to confirm whether outcomes for patients with NTDT may
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be improved by more aggressive intervention to increase haemoglobin
levels and reduce iron absorption.

6. Quality of life

The clinical manifestations of beta-thalassaemia and the demands of
treatment impair the physical, emotional, social, and academic func-
tioning of affected patients, and reduce their health-related QoL
(HRQoL) [4,7,32–38]. Recent evidence suggests that better HRQoL
among children with beta-thalassaemia is associated with good iron
control (e.g. through improved adherence), minimization of side effects
of iron overload and chelation therapy, prevention of comorbidities,
and fewer hospital visits [39]. As such, early diagnosis and good clinical
management are key to optimizing the overall HRQoL and survival for
affected children [39–42].

Patients with beta-thalassaemia may now expect to live for 50 years
or more. However, improved patient survival in recent decades has
revealed previously unidentified health issues [43]. Multiple morbid-
ities, even unrelated to thalassaemia, tend to manifest with increasing
age, and these clinical sequelae negatively affect the HRQoL of those
with beta-thalassaemia [4,38,43]. A holistic approach to care for pa-
tients of all ages is required [1].

7. Health economic considerations

Long-term medical care for patients with beta-thalassaemia requires
specialist, multidisciplinary input and is expensive [1,44–46]. Health-
care resource utilization and costs tend to increase with age [37]. The
cost of treatment for beta-thalassaemia in the UK is estimated to have
increased by almost one-third (32%) over the past 16 years; the cost of
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seldom required
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required (e.g. surgery, 
pregnancy, infection)

Intermittent transfusions 
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and development, specific 
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Transfusions not required
•   Alpha-thalassaemia trait
•   Beta-thalassaemia minor
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TDT
•   Beta-thalassaemia major
•   Severe HbE/beta-thalassaemia
•   Hb Barts hydrops (alpha-thalassaemia major)

Transfusion requirement

Fig. 1. Spectrum of thalassaemia syndromes based on
clinical severity and transfusion requirement.
HbE, haemoglobin E; HbH, haemoglobin H; NTDT, non-
transfusion-dependent thalassaemia; TDT, transfusion-de-
pendent thalassaemia.
Figure adapted from Musallam et al. [28]. Published with
permission; obtained from the Haematologica Journal
website http://www.haematologica.org.
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Fig. 2. Pathogenesis of beta-thalassaemia and targets for current and novel therapeutic strategies. Primary mechanism of action is shown: black arrow, current therapeutic strategy; grey
arrow, novel agent.
TMPRSS6, transmembrane protein serine 6.
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treatment is now in the region of GBP 483,454 (USD 720,201) over
50 years [45].

The costs of medical care for patients with beta-thalassaemia are
prohibitive for many individuals without reimbursement and for public
healthcare systems around the world [47–49]. It is estimated that only
12% of children born with TDT receive adequate transfusion therapy,
and<40% of those transfused receive adequate iron chelation therapy
[5]. The costs of specific therapies are discussed below.

The indirect costs of beta-thalassaemia are less well studied. Data
from a large international study indicate that adults with beta-tha-
lassaemia who are in paid employment lose a mean of 2.1 working days
per month; similarly, children are reported to miss 2.8 days of school
per month [36].

8. Current management of beta-thalassaemia

8.1. Current treatment options

Patients with severe beta-thalassaemia require lifelong therapy to
prevent and manage the clinical consequences of disease [50]; long-
term adherence to treatment is essential. Comprehensive management
guidelines for both TDT and NTDT have been developed by the Tha-
lassaemia International Federation and are widely available [1,2].
Current management strategies for TDT comprise blood transfusion,
iron chelation, splenectomy (less common than in the past), and, for a
subset of patients, HSCT. The benefits and limitations of current
therapies for beta-thalassaemia are discussed below and summarized in
Table 1.

8.1.1. Blood transfusion
Transfusion therapy for severe beta-thalassaemia provides normal

red blood cells and suppresses ineffective erythropoiesis, thus limiting
downstream pathophysiological complications [2]. Patients with TDT
require lifelong, regular blood transfusions administered every
2–5weeks to maintain pre-transfusion haemoglobin levels of at least
9–10.5 g/dL [1]. This transfusion schedule is usually started before the

age of 2 years and enables normal growth and physical activities, ade-
quately suppresses bone marrow expansion in most patients, and may
prevent iron absorption [1,51].

The indications for blood transfusion among patients with NTDT are
less well established. Occasional transfusions should be considered for
defined periods during times of anticipated acute stress or low hae-
moglobin levels, such as infection, surgery, or pregnancy [2]. More
frequent transfusions may be beneficial for some patients, for example
children with growth failure, reduced exercise tolerance, or poor QoL
[2]. Controlled clinical trials to evaluate the role of sustained, regular
transfusions for patients with NTDT are lacking. However, observa-
tional data on patients with NTDT suggest a potential role for transfu-
sion in the prevention and management of thrombotic events, silent
brain infarcts, pulmonary hypertension, leg ulcers, and extramedullary
haematopoietic pseudotumours [2]; these findings have been attributed
to suppression of ineffective erythropoiesis and subsequent pathophy-
siological mechanisms [18]. Therefore, it has been suggested that ear-
lier introduction of transfusion therapy to prevent the clinical con-
sequences of disease could benefit patients with NTDT [2,52,53];
however, others argue that increasing blood intake in NTDT may lead
to more iron accumulation and, thus, complications from iron-related
overload [52].

Approximately 100,000 patients currently receive regular transfu-
sions for beta-thalassaemia worldwide [6]. The requirement for blood
transfusion therapy for patients with beta-thalassaemia can be a huge
burden in some countries [49,54]. It is estimated to cost EUR 131 to
produce one unit of blood in Greece and at least USD 25 in Iran [49,55].
An estimated 33–47% of the cost of treatment for patients with severe
beta-thalassaemia is attributed to blood transfusion [37,45].

Blood transfusion exposes patients to a number of risks: blood-borne
infection, alloimmunization, and iron overload are among the key
concerns for patients with beta-thalassaemia [2,7]. Although processes
for screening, preparation, and administration of blood products have
generally improved over time, challenges persist in some countries [7].
Alloimmunization occurs in 10–20% of patients with thalassaemia [1];
it is more common in patients who begin transfusion therapy later in

Table 1
Current therapies for beta-thalassaemia.

Therapy Advantages Disadvantages

Blood transfusion • Suppresses ineffective erythropoiesis, thus limiting downstream
pathophysiological complications

• Regular transfusion plus iron chelation therapy is associated with
improved long-term survival in TDT

• Role in ameliorating certain morbidities in observational studies with
NTDT

• Lifelong transfusions required every 2–5 weeks in TDT

• Risks of blood-borne infection, alloimmunization, and iron overload

Iron chelation • Long-term use improves liver and myocardial iron levels and function,
and improves endocrine function in TDT

• Can reduce systemic and hepatic iron burden in NTDT

• Oral formulations now available

• Not effective for all patients

• Frequent side effects that require regular monitoring

• Demanding regimen of parenteral formulation

• Poor adherence among some patients

• High cost
Hydroxyurea • May improve haematological outcomes in specific NTDT populations

• Low cost
• Lack of robust evidence of benefit

Splenectomy • May improve growth, QoL, and haemoglobin concentration, thus
avoiding transfusions for some patients

• Risk of sepsis

• Increasing awareness of other risks from NTDT studies, including venous
thrombosis and other vascular manifestations

• May reduce ability to scavenge toxic free iron species, as evident from NTDT
studies

HSCT • Potentially curative for patients with TDT

• 90% survival rate in patients; disease-free survival rates> 80% in TDT

• Improves HRQoL of children with severe disease

• Long-term cost-effectiveness

• Appropriate only for a subset of patients
○ Young age
○ Compatible sibling donor

• 5–10% risk of mortality
○ Intensive myeloablative conditioning required, graft-versus-host disease,

and graft failure

• Potential impairment of fertility

• Requires access to technology at major treatment centre

• Substantial one-off cost of procedure

HRQoL, health-related quality of life; HSCT, haematopoietic stem cell transplantation; NTDT, non-transfusion-dependent thalassaemia; TDT, transfusion-dependent thalassaemia; QoL,
quality of life.
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life (aged>3 years), have NTDT [56–58], or have undergone sple-
nectomy [59]. The use of extended antigen-matched donor blood re-
duces alloimmunization rates [1].

Blood transfusions are responsible for iron accumulation, as iron
cannot be excreted physiologically; iron accumulation is already evi-
dent in children with TDT from 2 years of age. Adults with TDT receive
an average of 0.3–0.6 mg of iron per kg per day and, without effective
chelation, will accumulate approximately 6–12 g of iron each year [1].
Iron overload leads to complications that affect the heart, liver, and
endocrine tissues [1,2]. Although iron chelation therapy is available,
death due to iron overload remains an issue [2].

8.1.2. Iron chelation
As described, primary iron overload in NTDT due to increased iron

absorption, and secondary transfusional iron overload in TDT, act to
increase iron stores far beyond normal physiological levels unless ef-
fective chelation therapy is provided. Iron chelators interact mainly
with low molecular weight ‘labile’ iron so only a small fraction of body
iron is available for chelation at any time [1]. Hence treatment is most
successful when chelation activity is present throughout the day [1].
Magnetic resonance imaging is useful to monitor body iron con-
centration and tailor iron chelation therapy to individual patient needs
[1,60] but its availability varies by country.

Transfusion plus iron chelation therapy have been associated with
improved long-term survival among successive birth cohorts of patients
with TDT over the past 50 years [1]. Long-term use of iron chelators
from early childhood improves liver and myocardial iron concentra-
tions and can improve endocrine function [61–66]. Three iron chelators
are currently approved by regulatory authorities for the treatment of
iron overload among patients with beta-thalassaemia; indications and
approval status vary across countries [67–72]. Evidence suggests that
the short-term clinical effectiveness of all three iron chelators is similar
[73], although efficacy in different organs may vary [74,75].

Deferoxamine, the first commercially available iron chelator, is
administered by parenteral infusion for 8–12 hours, 5–7 nights per
week [67,71,76]. The benefits of deferoxamine are well documented
[63,64], but the demanding treatment regimen can lead to poor ad-
herence [1,77]. Therefore, the introduction of two orally active iron
chelators represented a great advance in the management of patients
with beta-thalassaemia. Deferiprone is administered orally three times
daily; deferasirox is administered orally once daily [69,70]. A combi-
nation of iron chelators is also sometimes used in clinical practice [78].

The success of currently available oral iron chelators has been
somewhat limited by availability, efficacy, and safety issues [1,79]. For
example, not all patients have the same access to chelators or are
equally responsive to iron chelation therapy, and many patients around
the world continue to live with high levels of iron in their liver and
heart [80]. In addition, both deferiprone and deferasirox have been
associated with some adverse events that require close and continuous
monitoring [15,73]. Moreover, successful management of iron overload
requires long-term adherence to treatment [81]. Satisfaction with, and
adherence to, oral iron chelation therapy is greater than that observed
for subcutaneous deferoxamine, but is still often suboptimal, particu-
larly among adolescents and young adults [36,37,73,81].

Iron chelation therapy accounts for approximately half (43–55%) of
the total current cost of treatment for patients with severe beta-tha-
lassaemia [37,45]. Reported estimates of the comparative lifetime
treatment costs of the three available iron chelators are variable
[82,83]. However, most cost-effectiveness analyses support the use of
oral iron chelators compared with deferoxamine [73,82–84]. The
higher acquisition costs of oral iron chelators are generally considered
to be offset by the avoidance of infusion-related equipment costs,
convenience, and QoL benefits [45,73,82–84]. Regardless of the com-
parative cost-effectiveness of different formulations, it should be re-
membered that many patients in resource-constrained countries have
no access to any iron chelation therapy [5,7].

8.1.3. Hydroxyurea
Hydroxyurea is a cytotoxic antimetabolic agent that increases fetal

haemoglobin levels [2,85]. It is approved for use in sickle cell disease to
reduce the frequency of painful crises and need for blood transfusions.
Data from initial case reports suggested that hydroxyurea may also be
beneficial for patients with beta-thalassaemia [85]. However, sub-
sequent small studies among heterogeneous beta-thalassaemia popula-
tions produced inconsistent findings, and some suggested a decline in
haematological response with long-term treatment [85]. No large,
randomized, placebo-controlled trials have been conducted to pro-
spectively evaluate the use of hydroxyurea among patients with beta-
thalassaemia [85]. Accordingly, a recent Cochrane review found no
robust evidence that hydroxyurea reduces transfusion requirement
among patients with NTDT [86]. Nonetheless, treatment with hydro-
xyurea is supported cautiously for specific patient populations in cur-
rent NTDT treatment guidelines [2]. Randomized, controlled trials with
long-term follow-up are needed to assess the safety and efficacy of
different doses of hydroxyurea in reducing transfusion requirement and
complications of chronic anaemia [85–87].

8.1.4. Splenectomy
Splenectomy has been performed conventionally as an adjunct or

alternative to transfusion therapy. Data from observational studies
suggest that splenectomy may improve growth, QoL, and haemoglobin
levels for some patients. However, data on serious adverse events after
splenectomy are continuing to accumulate [28]. In addition to the ac-
cepted risk of sepsis, observational data on patients with NTDT suggest
that splenectomy may be associated with a 4–7-fold increased risk of
overt venous thrombosis and other vascular manifestations, including
pulmonary hypertension [52,88]. It has also been suggested that sple-
nectomy may reduce the body's ability to scavenge toxic free iron
species [2]. Accordingly, indications for splenectomy among patients
with beta-thalassaemia are becoming increasingly restrictive [1,2,89].

8.1.5. Haematopoietic stem cell transplantation
HSCT offers a potentially curative therapeutic approach for patients

with beta-thalassaemia [1,90]. Almost 90% of patients with TDT who
undergo HSCT at experienced centres in Europe now survive, with 2-
year disease-free survival rates of over 80% [91]. HSCT improves the
HRQoL of children with severe disease compared with lifelong blood
transfusions, iron chelation, and management of complications
[92–94]. HSCT for thalassaemia still carries an overall mortality risk of
12% within 2 years of transplantation [91]. The risks of HSCT are re-
lated largely to the intensive myeloablative conditioning regimens re-
quired, graft-versus-host disease, and graft failure. Myeloablative con-
ditioning may also cause hypogonadism and infertility.

The best clinical outcomes of HSCT among patients with tha-
lassaemia are reported in those aged under 14 years at transplantation
[91]; this is likely to be because older patients have existing morbidity
related to iron overload and other complications [15]. Young patients
with TDT who have a human leukocyte antigen (HLA)-matched sibling
donor should be offered HSCT at an early age [1,95]. Adults with a
matched sibling donor may be offered HSCT within a clinical trial
context [95].

Other techniques are required for the 70–75% of patients worldwide
who do not have an existing suitably HLA-matched related donor [90].
Outcomes using matched unrelated donor HSCT are improving and may
be attempted providing that the donor is selected using high-resolution
molecular typing for both HLA class I and II loci, and according to
stringent compatibility criteria [1,90,96]. Matched sibling donor HSCT
following preimplantation genetic diagnosis and HLA typing may be
feasible after appropriate ethical and legal consideration [97]. The use
of HSCs from haploidentical related donors, HLA-mismatched family
members, and unrelated umbilical cord blood is still considered ex-
perimental [90,96].

The economic costs of HSCT and lifetime follow-up vary globally.
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For example, the estimated total lifetime cost for a patient with TDT
who undergoes successful HSCT in Taiwan is USD 110,588 [44]. The
estimated costs of HSCT for thalassaemia are USD 12,915 in Mexico, in
the range of USD 10,000 in Islamabad and Jaipur, and up to THB
735,839 in Thailand in the first year [98–100]. In Austria, the median
cost of HSCT in children is EUR 136,382 (USD 175,815) [101]. The
estimated costs associated with HSCT are lower than those of lifelong
blood transfusion and iron chelation and, as such, HSCT is considered a
cost-effective treatment option for children with TDT [1,45,77,98].
Nonetheless, a considered clinical judgement is required to assess the
suitability of HSCT for individual patients with beta-thalassaemia [15].

9. Novel strategies for treatment of beta-thalassaemia

A better understanding of the pathogenesis and clinical effects of
beta-thalassaemia in recent years has stimulated research into a number
of promising therapeutic approaches (Fig. 2). Key data on novel stra-
tegies under investigation for the treatment of beta-thalassaemia are
summarized in Table 2.

9.1. Improving globin chain imbalance

Gene therapy technology has potential to correct the underlying

alpha‐/beta-globin chain imbalance in beta-thalassaemia.

9.1.1. Gene therapy
Gene therapy using autologous stem cells could offer an alternative

curative approach to HSCT, which is limited to patients with an ap-
propriately matched donor [102]. Haematopoietic stem and progenitor
cells (HSPCs) are isolated and exogenous beta- or gamma-globin genes,
which are integrated into the host cell genome using a lentiviral vector
[102]. After full or partial myeloablation, the genetically modified
autologous HSPCs are returned to the patient where the modified cells
repopulate the haematopoietic compartment [22,102].

Gene therapy technology has proved curative in several animal
models of beta-thalassaemia [103–106]. A successful outcome was also
reported after the use of additive globin techniques in one adult patient
with severe beta-thalassaemia [107]. Several clinical trials of the effi-
cacy and safety of gene therapy for patients with TDT are in progress,
including NCT03207009, NCT02906202, and NCT02633943. Interim
data from a Phase 1/2 study of autologous haematopoietic stem cells
transduced ex vivo with a lentiviral vector among patients with TDT
(NCT01745120) suggest increased levels of haemoglobin A and reduced
transfusion requirements; final study data are awaited [108].

The clinical benefit of gene therapy technologies must outweigh the
risks of myeloablative conditioning regimens. Efforts are ongoing to

Table 2
Selected therapeutic strategies under active investigation for treatment of beta-thalassaemia.

Therapeutic
strategy

Mechanism of action Key published efficacy and safety data Most advanced stage of
development

Improving globin chain imbalance
Gene therapy Exogenous beta- or gamma-globin genes are

integrated into the genome of autologous stem cells
using lentiviral vectors

Interim Phase1/2 study data suggest increased levels of
haemoglobin A and reduced transfusion requirements [108]

Phase 3 (NCT02906202) and long-
term follow-up study
(NCT02633943)

Gene editing Designer nucleases are used to genetically modify the
endogenous DNA of stem cells

In vitro and early in vivo data suggest that BCL11A knock-out
genome-editing and/or promoter-targeted gamma-globin gene-
induction technology could allow permanent production of
fetal haemoglobin in adults with thalassaemia [109–111]

Preclinical [109–111]

Improving ineffective erythropoiesis
Ruxolitinib Inhibits JAK2, the intracellular signal transductor of

erythropoietin
Data from a single-arm, multicentre Phase 2a study among
adults (n= 30) with TDT and splenomegaly (NCT02049450)
indicate that ruxolitinib, administered orally at a starting dose
of 10mg twice daily, reduced spleen volume but had little
effect on pre-transfusional haemoglobin levels or transfusion
requirement; the most commonly reported adverse events
associated with ruxolitinib were respiratory tract infection (8/
30), nausea (6/30), upper abdominal pain (5/30), anaemia (5/
30), diarrhoea (5/30), and weight increase (5/30) [122]

Phase 2a [122]

Sotatercept Activin type IIA receptor fusion protein that binds to
activin A and other TGF-beta superfamily ligands to
target late-stage erythropoiesis

Data from a multicentre, open-label Phase 2a study among
adults with TDT or NTDT indicate that sotatercept at 0.1, 0.3,
0.5, 0.75, or 1.0mg/kg administered once every 3weeks
(NCT01571635) increased haemoglobin levels and reduced
transfusion burden; sotatercept was shown to have a
reasonable safety profile [129]

Phase 2a [129]

Luspatercept Activin type IIB receptor fusion protein that binds to
select TGF-beta superfamily ligands, such as GDF11
and activin B to target late-stage erythropoiesis

Data from a multicentre, open-label Phase 2 study among
adults with beta-thalassaemia indicate that luspatercept
administered subcutaneously every 3 weeks at doses of
0.2–1.25mg/kg (NCT01749540 and NCT02268409) reduced
transfusion requirements and liver iron concentration among
patients with TDT [135], and increased haemoglobin levels,
reduced liver iron concentration, and improved the QoL of
those with NTDT; luspatercept was generally well tolerated
[136]

Phase 3 (NCT02604433)

Improving iron dysregulation
Mini-hepcidins Short peptides that mimic the activity of endogenous

hepcidin
Mouse model data suggest significant improvements in
ineffective erythropoiesis, anaemia, and iron overload [140]

Preclinical

TMPRSS6
inhibitors

Gene-editing or small-interfering RNA techniques
inhibit TMPRSS6, and thereby stimulate endogenous
hepcidin production

Data from mice and other preclinical models of beta-
thalassaemia suggest improvements in anaemia, reduction of
ineffective erythropoiesis, splenomegaly, and iron overload
[141–144].

Preclinical

GDF11, growth differentiation factor 11; JAK2, Janus kinase 2; NTDT, non-transfusion-dependent thalassaemia; QoL, quality of life; RNA, ribonucleic acid; TDT, transfusion-dependent
thalassaemia; TGF, transforming growth factor; TMPRSS6, transmembrane protein serine 6.
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improve the ability of viral vectors to express curative haemoglobin
levels with fewer gene integrations per cell [22]. Such improvements
are expected to reduce the required intensity of myeloablation and limit
the risk of potential oncogenic integration [22]. Ongoing Phase 3 stu-
dies (NCT03207009 and NCT02906202) are investigating the potential
role of gene therapy for patients aged 12–50 years; further studies will
be required to assess its efficacy and safety in younger children.

9.1.2. Gene editing
Gene-editing technology can be used to genetically modify the en-

dogenous DNA of haematopoietic stem cells [22]. Precise corrections to
the genome can be made using designer nucleases. The cause of beta-
thalassaemia in many patients is a single point mutation, which lends
itself to correction using gene-editing strategies [102]. A key challenge
of gene editing is to identify molecular targets that would benefit a wide
population, among the numerous mutations associated with beta-tha-
lassaemia.

One potential target for gene editing is the transcription factor
BCL11A, which suppresses expression of gamma-globin [102]. Deletion
of a specific erythroid enhancer in a mouse model impaired expression
of BCL11A in erythroid precursors without affecting other haemato-
poietic lineages [109]. These data, and those from other in vitro studies
[110–112], suggest that knock-out gene-editing technology could allow
permanent production of fetal haemoglobin in adults with tha-
lassaemia. Clinical trial data are awaited.

Gene therapies hold great promise for improving the lives of pa-
tients with beta-thalassaemia [102]. However, these techniques cur-
rently require sophisticated and expensive resources [102]. These
limitations put gene therapies beyond the reach of many patients with
beta-thalassaemia who live in remote and resource-constrained parts of
the world [102].

9.2. Improving ineffective erythropoiesis

Ineffective erythropoiesis is the key pathophysiological mechanism
underlying the chronic anaemia and complex multi-morbidity profile of
patients with beta-thalassaemia. A number of agents that target in-
effective erythropoiesis are currently under investigation for the treat-
ment of anaemia due to beta-thalassaemia. Of these, the Janus kinase 2
(JAK2) inhibitor, ruxolitinib, and the activin receptor-II ligand traps,
sotatercept (ACE-011) and luspatercept (ACE-536), are at the most
advanced stages of development (Fig. 3).

9.2.1. JAK2 inhibitors
Erythropoiesis is regulated by a complex network of extracellular

and intracellular factors [113]. Recent work has elucidated the roles of
JAK2 and the transforming growth factor (TGF)-beta superfamily in the
control of erythropoiesis. Binding of erythropoietin to its cell mem-
brane receptor activates the cytoplasmic JAK2, which in turn activates
multiple signal transduction pathways to increase proliferation, differ-
entiation, and survival of erythroid progenitors [114]. JAK2 is the only
intracellular signal transductor of erythropoietin and is, therefore, a
potential target to treat conditions caused by disordered and ineffective
erythropoiesis [114]. A JAK2 inhibitor, ruxolitinib, is approved for the
treatment of patients with polycythaemia vera and myelofibrosis
[115,116]. Experience in myeloproliferative disorders suggests that
JAK2 inhibitors are clinically effective at reducing splenomegaly but
are associated with side effects, including thrombocytopenia and
anaemia [22], as well as acute relapse of disease symptoms [117]; these
potential side effects could limit the clinical application of JAK2 in-
hibitors in NTDT. The perceived cost-effectiveness of treatment for
myeloproliferative disorders has also been an issue in some countries
[118,119].

JAK2 inhibition has been shown to improve ineffective ery-
thropoiesis and reverse splenomegaly in a mouse model of NTDT [120].
Recent data from mouse models of NTDT and TDT also support the

ability of JAK2 inhibitors to reduce splenomegaly [121]. However, this
positive effect on spleen size was associated with suppression of en-
dogenous erythropoiesis that was not improved by blood transfusion
[121].

Similar findings were recently reported from a single-arm, multi-
centre, 30-week Phase 2a study to evaluate the efficacy and safety of
ruxolitinib among adults (n=30) with TDT and splenomegaly
(NCT02049450) [122]. Ruxolitinib, administered orally at a starting
dose of 10mg twice daily, was associated with a noticeable reduction in
mean spleen volume (26.4% reduction from baseline at week 30;
n=25) [122]. A slight reduction in transfused volume of red blood
cells (5.9%; 95% CI: −14.7%, 2.8%) during the study was reported but
no clinically relevant improvement in pre-transfusional haemoglobin
levels was shown [122]. The most commonly reported adverse events
were upper respiratory tract infection (8/30), nausea (6/30), upper
abdominal pain (5/30), anaemia (5/30), diarrhoea (5/30), and weight
increase (5/30) [122]. Given the limited benefit of ruxolitinib on pre-
transfusional haemoglobin levels and transfusion requirements, no
further studies in TDT are planned.

9.2.2. Activin receptor-II ligand traps
Activin receptor-II ligand traps bind to ligands, and act to prevent

signalling at intended receptors [123]. The molecules were originally
developed to inhibit activin-associated bone resorption among post-
menopausal women [124,125]. Phase 1 data on sotatercept among
healthy volunteers showed increased bone mineral density and an un-
expected, clinically significant increase in haemoglobin level
[124,125]. Two receptor fusion proteins, sotatercept and luspatercept,
have been developed for the treatment of conditions caused by in-
effective erythropoiesis, including beta-thalassaemia [126]. These re-
combinant proteins bind to select TGF-beta superfamily ligands that
regulate late-stage erythropoiesis [126–128]. Thus, the mechanisms of
action of sotatercept and luspatercept are distinct from erythropoiesis-
stimulating agents and erythropoietin, which act on earlier stages of
erythropoiesis.

9.2.2.1. Sotatercept. Sotatercept is a first-in-class recombinant activin
type IIA receptor fusion protein [129] comprising the extracellular
domain of the human activin type IIA receptor fused to the Fc domain
of human immunoglobulin G1 (IgG1) [130]. Sotatercept binds with
high affinity to activin A and other proteins in the TGF-beta superfamily
[130,131]. Preclinical data indicate that sotatercept blocks the
interaction of growth differentiation factor 11 (GDF11) with activin
receptors and interferes with downstream signalling cascades
[130,131]. Thus, sotatercept acts on late-stage erythropoiesis to
increase mature red blood cells [130,131].

In a Phase 1b study of healthy volunteers, sotatercept led to dose-
dependent increases in haemoglobin, haematocrit, and red blood cell
counts that persisted for up to 4months after treatment [125]. A mul-
ticentre, open-label, dose-finding Phase 2a study of sotatercept among
adults with TDT or NTDT (NCT01571635) is now complete. Patients
received sotatercept at doses of 0.1, 0.3, 0.5, 0.75, or 1.0mg/kg ad-
ministered subcutaneously once every 3weeks [129]. Preliminary data
indicate that sotatercept is associated with increased haemoglobin le-
vels, a reduced transfusion burden, and a favourable safety profile
[129]. Full final study data are awaited.

9.2.2.2. Luspatercept. Luspatercept is a novel recombinant protein
comprising the modified extracellular domain of the human activin
type IIB receptor linked to the Fc region of human IgG1 [126,128].
Luspatercept binds with high affinity to select TGF-beta superfamily
ligands, such as GDF11 and GDF8; unlike sotatercept, luspatercept
binds only minimally to activin A [128,130,132]. Preclinical studies
indicate that luspatercept inhibits aberrant Smad2/3 signalling to
improve late-stage erythropoiesis [128,133]. The murine analogue of
luspatercept (RAP-536) corrected the complications of ineffective
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erythropoiesis, including iron overload, splenomegaly, and bone
pathology in a mouse model of beta-thalassaemia [134].

In a Phase 1 study of healthy volunteers, a dose-dependent increase
in haemoglobin level was observed 1 week after initiation of luspa-
tercept, and maintained for several weeks after cessation of therapy;
treatment was well tolerated [126]. A multicentre, open-label, dose-
ranging Phase 2 study of luspatercept in adults with beta-thalassaemia
is now complete (NCT01749540) and a 2-year extension is in progress
(NCT02268409) [135]. Patients received luspatercept at doses of
0.2–1.25mg/kg administered subcutaneously every 3 weeks [135].
Available data indicate that luspatercept was generally well tolerated
and had a favourable safety profile [136]. Luspatercept reduced
transfusion requirements and liver iron concentration among patients
with TDT, and increased haemoglobin levels, reduced liver iron con-
centration, and improved the QoL among those with NTDT [136].

Following these positive outcomes, a double-blind, randomized,
placebo-controlled, multicentre Phase 3 study (BELIEVE) has begun to
evaluate the efficacy and safety of luspatercept among adults who re-
quire regular transfusions for beta-thalassaemia (NCT02604433).
Luspatercept at a starting dose of 1.0 mg/kg [137] or placebo will be
administered subcutaneously every 3 weeks. Demonstration of efficacy
will require at least a 33% improvement in the number of transfused
red blood cell units from baseline.

9.3. Improving iron dysregulation

9.3.1. Manipulation of hepcidin levels
Ineffective erythropoiesis and chronic tissue hypoxia inhibit the

hepatic synthesis and secretion of hepcidin. Low circulating levels of
hepcidin promote duodenal iron uptake, release of recycled iron from
the reticuloendothelial system, and hepatic iron storage resulting in
iron overload [18,29,30].

Moderate overexpression of hepcidin in a mouse model of beta-
thalassaemia improved ineffective erythropoiesis, increased hae-
moglobin levels, reversed splenomegaly, and limited iron overload
[138]. It may, therefore, be possible to prevent primary iron overload in
beta-thalassaemia, and perhaps reduce the existing iron burden, by
manipulating circulating levels of hepcidin.

Encouraging preclinical data on mini-hepcidins and transmembrane
protein serine 6 (TMPRSS6) inhibitors have also been reported recently.
Mini-hepcidins are short peptides that mimic the activity of endogenous
hepcidin [139]. Administration of mini-hepcidin significantly improved
ineffective erythropoiesis, anaemia, and iron overload in a mouse
model [140]. TMPRSS6 is a transmembrane serine protease that re-
duces production of hepcidin [22]. Thus, endogenous hepcidin pro-
duction can be stimulated by reducing expression of TMPRSS6. Data
from mouse models suggest that deletion of the TMPRSS6 gene im-
proves anaemia and reduces ineffective erythropoiesis, splenomegaly,
and iron loading [141]. Use of antisense oligonucleotides or small in-
terfering RNAs that target TMPRSS6 has been shown to improve
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Fig. 3. Novel agents that primarily target ineffective erythropoiesis.
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anaemia and iron overload in mice and other preclinical models of beta-
thalassaemia [142–144].

Cellular delivery of iron for erythropoiesis depends on binding of
transferrin-bound iron to transferrin receptor 1 (TfR1) [145]. Induction
of TfR1 haploinsufficiency or administration of exogenous apo-
transferrin increases hepcidin expression and reverses ineffective ery-
thropoiesis in mouse models of beta-thalassaemia [145–147].

Patients with NTDT are more likely to benefit from agents that
manipulate hepcidin expression than are those with TDT, because
transfusional iron overload is not mediated by low hepcidin levels.
However, mini-hepcidins and TMPRSS6 inhibitors still merit evaluation
for use in patients with TDT because improvement in erythropoiesis
could potentially reduce transfusion requirements. The magnitude of
their treatment effect in clinical trials will help to determine their po-
tential use as an alternate, sequential, or concomitant therapy to ex-
isting iron chelators in different patient subsets.

9.3.2. Manipulation of ferroportin and HIF2alpha
Ferroportin exports iron from enterocytes to the circulation and

plays an important role in iron homeostasis [148]. Intestinal hypoxia-
inducible factor-2alpha (HIF2alpha) is the key regulator of ferroportin
expression in response to changes in systemic iron requirements [148].
In mouse models, HIF2alpha is activated early in the pathogenesis of
beta-thalassemia and contributes to the accumulation of iron [149].
Furthermore, disruption of HIF2alpha signalling corrects iron overload
in mouse models of beta-thalassaemia [149].

9.4. Reflections on novel therapies

Novel therapeutic modalities are being evaluated for patients with
TDT or NTDT. The ultimate aim for those with TDT is to transform the
natural disease course and ultimately offer independence from trans-
fusion and iron chelation therapy. Potential therapies must enable pa-
tients to maintain adequate haemoglobin levels, otherwise patients
with TDT could simply transition to a state of uncontrolled NTDT with
its substantial associated morbidity. To achieve this, therapies to reduce
the transfusion burden in TDT must keep ineffective erythropoiesis and
haemolytic activity within acceptable levels. If novel therapies cannot
offer transfusion-independence, then the value of reduced transfusion
requirements must be carefully evaluated; patient satisfaction, QoL,
iron balance and chelation requirement, and cost-effectiveness should
all be considered. If transfusion-independence is achieved, pre-existing
iron overload or other complications must still be actively managed,
especially among adult patients. Consideration of early introduction of
novel therapies is warranted, provided that adequate growth and de-
velopment are maintained.

Amelioration of ineffective erythropoiesis and iron dysregulation
are the key targets for patients with NTDT. Novel agents that target
either ineffective erythropoiesis (luspatercept) or iron dysregulation
(mini-hepcidins and TMPRSS6 inhibitors) have clinical or proof-of-
concept evidence, respectively, of amelioration of both disease me-
chanisms. However, demonstration of clinical benefit in drug devel-
opment programmes is a challenge because morbidities resulting from
ineffective erythropoiesis and/or iron dysregulation develop over many
years. Thus, initial proof of benefit may be limited to simply showing
short- to mid-term improvement in anaemia, iron overload, symptoms,
and/or general wellbeing. Once the efficacy and safety of novel thera-
pies are established, long-term, head-to-head, and comparison or
combination trials would inform decisions on the optimum manage-
ment of patients with TDT or NTDT. In particular, because mono-
therapy may not be enough to achieve the target of a transfusion-free
life for patients with TDT, future clinical trials are needed to evaluate
combination therapy. This approach is valid, as these novel therapies
have different mechanisms of action, and may act synergistically when
used in combination.

10. Conclusions

The lifelong management of patients with beta-thalassaemia re-
presents a huge global burden, particularly in resource-constrained
countries. Despite marked advances in the management of beta-tha-
lassaemia in past decades, more work is needed to achieve effective
disease control for all patients. Early initiation of effective, tolerable,
and convenient therapy is needed to maximize long-term adherence to
treatment, and thus limit the development of complications in adult-
hood. An increasing knowledge of the pathogenesis of beta-tha-
lassaemia in recent years has facilitated the development of a number of
promising therapeutic strategies. Efforts to optimize HSCT techniques
will continue in the future, as will the search for a cure for beta-tha-
lassaemia through genetic modification approaches. Various novel
drugs to ameliorate ineffective erythropoiesis and improve iron reg-
ulation are also in clinical development. It is hoped that these new
approaches will reduce the symptom burden and multi-morbidity pro-
file of patients with beta-thalassaemia and so improve their long-term
clinical outcomes and QoL.

Practice points

• Beta-thalassaemia is a genetic disorder of haemoglobin synthesis
characterized by deficient or absent synthesis of the beta-globin
subunit of adult haemoglobin. The disorder has a complex patho-
physiology and affects multiple organ systems.

• Beta-thalassaemia is a global disease, but is most prevalent in South
Asia, the Far East, the Middle East, and Mediterranean countries; the
disorder is becoming increasingly common in Europe and North
America as a result of migration.

• Patients with severe beta-thalassaemia or transfusion-dependent
thalassaemia (TDT) require regular red blood cell transfusions. Iron
overload damages major organs, including the heart and liver;
lifelong daily iron chelation therapy is effective, but often in-
adequate, in preventing iron toxicity due to either varying degrees
of efficacy among patients or poor adherence.

• Allogeneic haematopoietic stem cell transplantation (HSCT) is the
only available potentially curative therapy for thalassaemia, but is
limited by difficulty in finding suitably matched donors and safety
concerns.

• A number of new therapeutic strategies are in clinical development,
including genetic modification approaches and novel agents de-
signed to ameliorate ineffective erythropoiesis and improve iron
regulation.

Research agenda

• What is the true incidence and prevalence of beta-thalassaemia
worldwide?

• What is the clinical and economic burden of beta-thalassaemia
worldwide?

• What are appropriate therapeutic goals for patients with beta-tha-
lassaemia? How can goals be prioritized? Are goals different for
newly diagnosed patients versus those with chronic disease?

• How should patients switching between TDT and non-transfusion-
dependent thalassaemia (NTDT) be best managed and maintained?

• What is the optimal allogenic HSCT regimen?

• Would novel therapies result in the emergence of new clinical forms
in terms of transfusion requirement and persisting active disease?

• How valuable is a reduction versus complete amelioration of
transfusion burden for patients with TDT?

• Will a combination of these novel therapies increase their clinical
impact and enhance efficacy?

• When new therapeutic options become available, will patients be
best managed with monotherapy or sequential or combined treat-
ments?
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• What will be the cost implications of such comprehensive manage-
ment approaches?

Conflict of interest statement

MDC is an advisory board member for Novartis Pharmaceuticals,
Sanofi-Genzyme, and Celgene Corporation. JBP has received research
funding from Novartis Pharmaceuticals, and served on advisory boards
at Agios Pharmaceuticals, Bluebird Bio, Celgene Corporation, and
Novartis Pharmaceuticals. VV received research grant support and
lecture fees from Novartis Pharmaceuticals, Sanofi-Genzyme, Sebia,
and Roche Diagnostics, and research grant support from Celgene
Corporation, Shire, Sideris Pharmaceuticals, and the Faculty of
Medicine, Siriraj Hospital, Thailand. ATT has received honoraria from
Novartis Pharmaceuticals, and research funding from Novartis
Pharmaceuticals and Celgene Corporation.

Acknowledgements

Under the direction of the authors, Khaled Musallam and Hannah
Wills of 7.4 Limited provided writing and editorial assistance. Celgene
provided funding to 7.4 Limited for writing and editing support, and
reviewed the manuscript for scientific accuracy. All four authors re-
viewed and contributed to successive manuscript drafts, and approved
the final version. The content of this manuscript and the decision to
submit for publication in Blood Reviews was made by the authors in-
dependently.

References

[1] Cappellini MD, Cohen A, Porter J, Taher A, Viprakasit V. Guidelines for the
management of transfusion dependent thalassaemia (TDT). 3rd ed. Nicosia,
Cyprus: Thalassaemia International Federation; 2014.

[2] Taher A, Vichinsky E, Musallam K, Cappellini MD, Viprakasit V. Guidelines for the
management of non transfusion dependent thalassaemia (NTDT). Nicosia, Cyprus:
Thalassaemia International Federation; 2013.

[3] Cappellini MD, Motta I, Musallam KM, Taher AT. Redefining thalassemia as a
hypercoagulable state. Ann N Y Acad Sci 2010;1202:231–6.

[4] Musallam KM, Khoury B, Abi-Habib R, Bazzi L, Succar J, Halawi R, et al. Health-
related quality of life in adults with transfusion-independent thalassaemia inter-
media compared to regularly transfused thalassaemia major: new insights. Eur J
Haematol 2011;87:73–9.

[5] Modell B, Darlison M. Global epidemiology of haemoglobin disorders and derived
service indicators. Bull World Health Organ 2008;86:480–7.

[6] Galanello R, Origa R. Beta-thalassemia. Orphanet J Rare Dis 2010;5:11.
[7] Amid A, Saliba AN, Taher AT, Klaassen RJ. Thalassaemia in children: from quality

of care to quality of life. Arch Dis Child 2015;100:1051–7.
[8] Weatherall DJ. The inherited diseases of hemoglobin are an emerging global health

burden. Blood 2010;115:4331–6.
[9] Weatherall DJ. The challenge of haemoglobinopathies in resource-poor countries.

Br J Haematol 2011;154:736–44.
[10] Musallam KM, Taher AT, Rachmilewitz EA. Beta-thalassemia intermedia: a clinical

perspective. Cold Spring Harb Perspect Med 2012;2:a013482.
[11] Weatherall DJ, Clegg JB. Inherited haemoglobin disorders: an increasing global

health problem. Bull World Health Organ 2001;79:704–12.
[12] Viprakasit V, Lee-Lee C, Chong QT, Lin KH, Khuhapinant A. Iron chelation therapy

in the management of thalassemia: the Asian perspectives. Int J Hematol
2009;90:435–45.

[13] Weatherall DJ. Genetic variation and susceptibility to infection: the red cell and
malaria. Br J Haematol 2008;141:276–86.

[14] Aguilar Martinez P, Angastiniotis M, Eleftheriou A, Gulbis B, Manu Pereira Mdel
M, Petrova-Benedict R, et al. Haemoglobinopathies in Europe: health & migration
policy perspectives. Orphanet J Rare Dis 2014;9:97.

[15] Higgs DR, Engel JD, Stamatoyannopoulos G. Thalassaemia. Lancet
2012;379:373–83.

[16] Schoorl M, Linssen J, Villanueva MM, NoGuera JA, Martinez PH, Bartels PC.
Efficacy of advanced discriminating algorithms for screening on iron-deficiency
anemia and beta-thalassemia trait: a multicenter evaluation. Am J Clin Pathol
2012;138:300–4.

[17] Brancaleoni V, Di Pierro E, Motta I, Cappellini MD. Laboratory diagnosis of tha-
lassemia. Int J Lab Hematol 2016;38 Suppl 1:32–40.

[18] Taher AT, Musallam KM, Cappellini MD, Weatherall DJ. Optimal management of
beta thalassaemia intermedia. Br J Haematol 2011;152:512–23.

[19] Taher AT, Radwan A, Viprakasit V. When to consider transfusion therapy for pa-
tients with non-transfusion-dependent thalassaemia. Vox Sang 2015;108:1–10.

[20] Staikou C, Stavroulakis E, Karmaniolou I. A narrative review of peri-operative

management of patients with thalassaemia. Anaesthesia 2014;69:494–510.
[21] HbVar. A database of human hemoglobin variants and thalassemias Available

from: http://globin.cse.psu.edu/hbvar/menu.html, Accessed date: 1 March 2018.
[22] Rivella S. Beta-thalassemias: paradigmatic diseases for scientific discoveries and

development of innovative therapies. Haematologica 2015;100:418–30.
[23] Viprakasit V, Tanphaichitr VS, Chinchang W, Sangkla P, Weiss MJ, Higgs DR.

Evaluation of alpha hemoglobin stabilizing protein (AHSP) as a genetic modifier in
patients with beta thalassemia. Blood 2004;103(9):3296–9.

[24] Nienhuis AW, Nathan DG. Pathophysiology and clinical manifestations of the beta-
thalassemias. Cold Spring Harb Perspect Med 2012;2:a011726.

[25] Thein SL. Genetic modifiers of the beta-haemoglobinopathies. Br J Haematol
2008;141:357–66.

[26] O'Donnell A, Premawardhena A, Arambepola M, Samaranayake R, Allen SJ, Peto
TE, et al. Interaction of malaria with a common form of severe thalassemia in an
Asian population. Proc Natl Acad Sci U S A 2009;106:18716–21.

[27] Rivella S. The role of ineffective erythropoiesis in non-transfusion-dependent
thalassemia. Blood Rev 2012;26(Suppl. 1):S12–5.

[28] Musallam KM, Rivella S, Vichinsky E, Rachmilewitz EA. Non-transfusion-depen-
dent thalassemias. Haematologica 2013;98:833–44.

[29] Gardenghi S, Marongiu MF, Ramos P, Guy E, Breda L, Chadburn A, et al.
Ineffective erythropoiesis in beta-thalassemia is characterized by increased iron
absorption mediated by down-regulation of hepcidin and up-regulation of ferro-
portin. Blood 2007;109:5027–35.

[30] Nicolas G, Chauvet C, Viatte L, Danan JL, Bigard X, Devaux I, et al. The gene
encoding the iron regulatory peptide hepcidin is regulated by anemia, hypoxia,
and inflammation. J Clin Invest 2002;110:1037–44.

[31] Taher AT, Musallam KM, Saliba AN, Garziadei G, Cappellini MD. Hemoglobin level
and morbidity in non-transfusion-dependent thalassemia. Blood Cells Mol Dis
2015;55:108–9.

[32] Thavorncharoensap M, Torcharus K, Nuchprayoon I, Riewpaiboon A, Indaratna K,
Ubol BO. Factors affecting health-related quality of life in Thai children with
thalassemia. BMC Blood Disord 2010;10:1.

[33] Mevada ST, Al Saadoon M, Zachariah M, Al Rawas AH, Wali Y. Impact of burden of
thalassemia major on health-related quality of life in Omani children. J Pediatr
Hematol Oncol 2016;38:384–8.

[34] Mikelli A, Tsiantis J. Brief report: depressive symptoms and quality of life in
adolescents with b-thalassaemia. J Adolesc 2004;27:213–6.

[35] Telfer P, Constantinidou G, Andreou P, Christou S, Modell B, Angastiniotis M.
Quality of life in thalassemia. Ann N Y Acad Sci 2005;1054:273–82.

[36] Caro JJ, Ward A, Green TC, Huybrechts K, Arana A, Wait S, et al. Impact of tha-
lassemia major on patients and their families. Acta Haematol 2002;107:150–7.

[37] Scalone L, Mantovani LG, Krol M, Rofail D, Ravera S, Bisconte MG, et al. Costs,
quality of life, treatment satisfaction and compliance in patients with beta-tha-
lassemia major undergoing iron chelation therapy: the ITHACA study. Curr Med
Res Opin 2008;24:1905–17.

[38] Gan GG, Hue YL, Sathar J. Factors affecting quality of life in adult patients with
thalassaemia major and intermedia. Ann Acad Med Singapore 2016;45:520523.

[39] Dhirar N, Khandekar J, Bachani D, Mahto D. Thalassemia major: how do we im-
prove quality of life? Springerplus 2016;5:1895.

[40] Berdoukas V, Farmaki K, Carson S, Wood J, Coates T. Treating thalassemia major-
related iron overload: the role of deferiprone. J Blood Med 2012;3:119–29.

[41] Cianciulli P. Iron chelation therapy in thalassemia syndromes. Mediterr J Hematol
Infect Dis 2009;1:e2009034.

[42] Cunningham MJ. Update on thalassemia: clinical care and complications. Pediatr
Clin North Am 2008;55:447–60. [ix].

[43] Haines D, Martin M, Carson S, Oliveros O, Green S, Coates T, et al. Pain in tha-
lassaemia: the effects of age on pain frequency and severity. Br J Haematol
2013;160:680–7.

[44] Ho WL, Lin KH, Wang JD, Hwang JS, Chung CW, Lin DT, et al. Financial burden of
national health insurance for treating patients with transfusion-dependent tha-
lassemia in Taiwan. Bone Marrow Transplant 2006;37:569–74.

[45] Weidlich D, Kefalas P, Guest JF. Healthcare costs and outcomes of managing beta-
thalassemia major over 50 years in the United Kingdom. Transfusion
2016;56:1038–45.

[46] Esmaeilzadeh F, Azarkeivan A, Emamgholipour S, Akbari Sari A, Yaseri M, Ahmadi
B, et al. Economic burden of thalassemia major in Iran, 2015. J Res Health Sci
2016;16:111–5.

[47] Lin M, Wen YF, Wu JR, Wang Q, Zheng L, Liu GR, et al. Hemoglobinopathy:
molecular epidemiological characteristics and health effects on Hakka people in
the Meizhou region, southern China. PLoS One 2013;8:e55024.

[48] de Silva S, Fisher CA, Premawardhena A, Lamabadusuriya SP, Peto TE, Perera G,
et al. Thalassaemia in Sri Lanka: implications for the future health burden of Asian
populations. Sri Lanka Thalassaemia Study Group Lancet 2000;355:786–91.

[49] Ahmadnezhad E, Sepehrvand N, Jahani FF, Hatami S, Kargar C,
Mirmohammadkhani M, et al. Evaluation and cost analysis of national health
policy of thalassaemia screening in West-Azerbaijan province of Iran. Int J Prev
Med 2012;3:687–92.

[50] Rund D, Rachmilewitz E. Beta-thalassemia. N Engl J Med 2005;353:1135–46.
[51] Cazzola M, Borgna-Pignatti C, Locatelli F, Ponchio L, Beguin Y, De Stefano P. A

moderate transfusion regimen may reduce iron loading in beta-thalassemia major
without producing excessive expansion of erythropoiesis. Transfusion
1997;37:135–40.

[52] Taher AT, Musallam KM, Karimi M, El-Beshlawy A, Belhoul K, Daar S, et al.
Overview on practices in thalassemia intermedia management aiming for lowering
complication rates across a region of endemicity: the OPTIMAL CARE study. Blood
2010;115:1886–92.

M.D. Cappellini et al. Blood Reviews xxx (xxxx) xxx–xxx

10

http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0005
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0005
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0005
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0010
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0010
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0010
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0015
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0015
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0020
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0020
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0020
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0020
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0025
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0025
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0030
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0035
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0035
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0040
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0040
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0045
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0045
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0050
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0050
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0055
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0055
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0060
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0060
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0060
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0065
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0065
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0070
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0070
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0070
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0075
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0075
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0080
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0080
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0080
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0080
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0085
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0085
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0090
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0090
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0095
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0095
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0100
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0100
http://globin.cse.psu.edu/hbvar/menu.html
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0110
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0110
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0115
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0115
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0115
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0120
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0120
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0125
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0125
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0130
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0130
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0130
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0135
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0135
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0140
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0140
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0145
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0145
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0145
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0145
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0150
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0150
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0150
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0155
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0155
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0155
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0160
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0160
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0160
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0165
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0165
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0165
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0170
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0170
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0175
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0175
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0180
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0180
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0185
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0185
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0185
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0185
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0190
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0190
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0195
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0195
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0200
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0200
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0205
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0205
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0210
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0210
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0215
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0215
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0215
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0220
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0220
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0220
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0225
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0225
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0225
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0230
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0230
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0230
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0235
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0235
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0235
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0240
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0240
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0240
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0245
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0245
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0245
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0245
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0250
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0255
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0255
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0255
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0255
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0260
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0260
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0260
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0260


[53] Aessopos A, Kati M, Meletis J. Thalassemia intermedia today: should patients
regularly receive transfusions? Transfusion 2007;47:792–800.

[54] Marantidou O, Loukopoulou L, Zervou E, Martinis G, Egglezou A, Fountouli P,
et al. Factors that motivate and hinder blood donation in Greece. Transfus Med
2007;17:443–50.

[55] Fragoulakis V, Stamoulis K, Grouzi E, Maniadakis N. The cost of blood collection in
Greece: an economic analysis. Clin Ther 2014;36:1028–36. [e5].

[56] Michail-Merianou V, Pamphili-Panousopoulou L, Piperi-Lowes L, Pelegrinis E,
Karaklis A. Alloimmunization to red cell antigens in thalassemia: comparative
study of usual versus better-match transfusion programmes. Vox Sang
1987;52:95–8.

[57] Spanos T, Karageorga M, Ladis V, Peristeri J, Hatziliami A, Kattamis C. Red cell
alloantibodies in patients with thalassemia. Vox Sang 1990;58:50–5.

[58] Abdelrazik AM, Elshafie SM, El Said MN, Ezzat Ahmed GM, Al-Gamil AK, El
Nahhas MG, et al. Study of red blood cell alloimmunization risk factors in multiply
transfused thalassemia patients: role in improving thalassemia transfusion practice
in Fayoum, Egypt. Transfusion 2016;56:2303–7.

[59] Thompson AA, Cunningham MJ, Singer ST, Neufeld EJ, Vichinsky E, Yamashita R,
et al. Red cell alloimmunization in a diverse population of transfused patients with
thalassaemia. Br J Haematol 2011;153:121–8.

[60] Bayanzay K, Alzoebie L. Reducing the iron burden and improving survival in
transfusion-dependent thalassemia patients: current perspectives. J Blood Med
2016;7:159–69.

[61] Pennell DJ, Porter JB, Piga A, Lai YR, El-Beshlawy A, Elalfy M, et al. Sustained
improvements in myocardial T2* over 2 years in severely iron-overloaded patients
with beta thalassemia major treated with deferasirox or deferoxamine. Am J
Hematol 2015;90:91–6.

[62] Pennell DJ, Porter JB, Cappellini MD, Chan LL, El-Beshlawy A, Aydinok Y, et al.
Deferasirox for up to 3 years leads to continued improvement of myocardial T2* in
patients with beta-thalassemia major. Haematologica 2012;97:842–8.

[63] Borgna-Pignatti C, Rugolotto S, De Stefano P, Zhao H, Cappellini MD, Del Vecchio
GC, et al. Survival and complications in patients with thalassemia major treated
with transfusion and deferoxamine. Haematologica 2004;89:1187–93.

[64] Brittenham GM, Griffith PM, Nienhuis AW, McLaren CE, Young NS, Tucker EE,
et al. Efficacy of deferoxamine in preventing complications of iron overload in
patients with thalassemia major. N Engl J Med 1994;331:567–73.

[65] Bronspiegel-Weintrob N, Olivieri NF, Tyler B, Andrews DF, Freedman MH, Holland
FJ. Effect of age at the start of iron chelation therapy on gonadal function in beta-
thalassemia major. N Engl J Med 1990;323:713–9.

[66] Kontoghiorghe CN, Kontoghiorghes GJ. Efficacy and safety of iron-chelation
therapy with deferoxamine, deferiprone, and deferasirox for the treatment of iron-
loaded patients with non-transfusion-dependent thalassemia syndromes. Drug Des
Devel Ther 2016;10:465–81.

[67] Noridem Enterprises Ltd. Desferrioxamine mesilate summary of product char-
acteristics Available from: http://www.mhra.gov.uk/spc-pil/?subsName=
DEFEROXAMINE%20MESILATE&pageID=SecondLevel; April 2017, Accessed
date: 1 March 2018.

[68] Focus Pharmaceuticals Ltd. Deferiprone summary of product characteristics
Available from: http://www.mhra.gov.uk/spc-pil/?subsName=DEFERIPRONE&
pageID=SecondLevel; April 2016, Accessed date: 1 March 2018.

[69] Novartis Pharmaceuticals UK Ltd. Exjade® 125 mg, 250 mg, 500 mg dispersible
tablets summary of product characteristics Available from: http://www.ema.
europa.eu/ema/index.jsp?curl=pages/medicines/human/medicines/000670/
human_med_000780.jsp&mid=WC0b01ac058001d124; November 2017,
Accessed date: 1 March 2018.

[70] Novartis Pharmaceuticals Corporation. Exjade® (deferasirox) tablets, for oral sus-
pension prescribing information Available from: https://www.accessdata.fda.gov/
drugsatfda_docs/label/2016/021882s024lbl.pdf; August 2016, Accessed date: 1
March 2018.

[71] Novartis Pharma Stein AG. Desferal® (deferoxamine mesilate) product label
Available from: http://www.accessdata.fda.gov/scripts/cder/daf/index.cfm?
event=overview.process&ApplNo=016267; December 2011, Accessed date: 1
March 2018.

[72] ApoPharma Inc. Ferriprox® (deferiprone) tablets for oral use prescribing in-
formation Available from: http://www.accessdata.fda.gov/scripts/cder/daf/
index.cfm?event=overview.process&ApplNo=021825; February 2015, Accessed
date: 1 March 2018.

[73] McLeod C, Fleeman N, Kirkham J, Bagust A, Boland A, Chu P, et al. Deferasirox for
the treatment of iron overload associated with regular blood transfusions (trans-
fusional haemosiderosis) in patients suffering with chronic anaemia: a systematic
review and economic evaluation. Health Technol Assess 2009;13:1–121.

[74] Kontoghiorghe CN, Kontoghiorghes GJ. New developments and controversies in
iron metabolism and iron chelation therapy. World J Methodol 2016;6:1–19.

[75] Wood JC. Cardiac iron across different transfusion-dependent diseases. Blood Rev
2008;22(Suppl. 2):S14–21.

[76] Porter JB. Deferoxamine pharmacokinetics. Semin Hematol 2001;38:63–8.
[77] Sruamsiri R, Chaiyakunapruk N, Pakakasama S, Sirireung S, Sripaiboonkij N,

Bunworasate U, et al. Cost utility analysis of reduced intensity hematopoietic stem
cell transplantation in adolescence and young adult with severe thalassemia
compared to hypertransfusion and iron chelation program. BMC Health Serv Res
2013;13:45.

[78] Cassinerio E, Orofino N, Roghi A, Duca L, Poggiali E, Fraquelli M, et al.
Combination of deferasirox and deferoxamine in clinical practice: an alternative
scheme of chelation in thalassemia major patients. Blood Cells Mol Dis
2014;53:1647.

[79] Neufeld EJ. Update on iron chelators in thalassemia. Hematology Am Soc Hematol

Educ Program 2010;2010:451–5.
[80] Aydinok Y, Porter JB, Piga A, Elalfy M, El-Beshlawy A, Kilinc Y, et al. Prevalence

and distribution of iron overload in patients with transfusion-dependent anemias
differs across geographic regions: results from the CORDELIA study. Eur J
Haematol 2015;95:244–53.

[81] Delea TE, Edelsberg J, Sofrygin O, Thomas SK, Baladi JF, Phatak PD, et al.
Consequences and costs of noncompliance with iron chelation therapy in patients
with transfusion-dependent thalassemia: a literature review. Transfusion
2007;47:1919–29.

[82] Karnon J, Tolley K, Vieira J, Chandiwana D. Lifetime cost-utility analyses of de-
ferasirox in beta-thalassaemia patients with chronic iron overload: a UK perspec-
tive. Clin Drug Investig 2012;32:805–15.

[83] Delea TE, Sofrygin O, Thomas SK, Baladi JF, Phatak PD, Coates TD. Cost effec-
tiveness of once-daily oral chelation therapy with deferasirox versus infusional
deferoxamine in transfusion-dependent thalassaemia patients: US healthcare
system perspective. Pharmacoeconomics 2007;25:329–42.

[84] Kim J, Kim Y. A time-cost augmented economic evaluation of oral deferasirox
versus infusional deferoxamine [corrected] for patients with iron overload in
South Korea. Value Health 2009(12 Suppl 3):S7881.

[85] Musallam KM, Taher AT, Cappellini MD, Sankaran VG. Clinical experience with
fetal hemoglobin induction therapy in patients with beta-thalassemia. Blood
2013;121:2199–212. [quiz 372].

[86] Foong WC, Ho JJ, Loh CK, Viprakasit V. Hydroxyurea for reducing blood trans-
fusion in non-transfusion dependent beta thalassaemias. Cochrane Database Syst
Rev 2016;10:CD011579.

[87] Algiraigri AH, Wright NAM, Paolucci EO, Kassam A. Hydroxyurea for non-
transfusion-dependent beta-thalassemia: a systematic review and meta-analysis.
Hematol Oncol Stem Cell Ther 2017;10:116–25.

[88] Karimi M, Musallam KM, Cappellini MD, Daar S, El-Beshlawy A, Belhoul K, et al.
Risk factors for pulmonary hypertension in patients with beta thalassemia inter-
media. Eur J Intern Med 2011;22:607–10.

[89] Piga A, Serra M, Longo F, Forni G, Quarta G, Cappellini MD, et al. Changing
patterns of splenectomy in transfusion-dependent thalassemia patients. Am J
Hematol 2011;86:808–10.

[90] Angelucci E, Matthes-Martin S, Baronciani D, Bernaudin F, Bonanomi S, Cappellini
MD, et al. Hematopoietic stem cell transplantation in thalassemia major and sickle
cell disease: indications and management recommendations from an international
expert panel. Haematologica 2014;99:811–20.

[91] Baronciani D, Angelucci E, Potschger U, Gaziev J, Yesilipek A, Zecca M, et al.
Hemopoietic stem cell transplantation in thalassemia: a report from the European
Society for Blood and Bone Marrow Transplantation Hemoglobinopathy Registry,
2000–2010. Bone Marrow Transplant 2016;51:536–41.

[92] Caocci G, Efficace F, Ciotti F, Roncarolo MG, Vacca A, Piras E, et al. Prospective
assessment of health-related quality of life in pediatric patients with beta-tha-
lassemia following hematopoietic stem cell transplantation. Biol Blood Marrow
Transplant 2011;17:861–6.

[93] Uygun V, Tayfun F, Akcan M, Karasu GT, Kupesiz A, Hazar V, et al. Quality of life
assessment in hematopoietic stem cell transplantation performed on thalassemia
major patients. Pediatr Hematol Oncol 2012;29:461–71.

[94] Cheuk DK, Mok AS, Lee AC, Chiang AK, Ha SY, Lau YL, et al. Quality of life in
patients with transfusion-dependent thalassemia after hematopoietic SCT. Bone
Marrow Transplant 2008;42:319–27.

[95] Issaragrisil S, Kunacheewa C. Matched sibling donor hematopoietic stem cell
transplantation for thalassemia. Curr Opin Hematol 2016;23:508–14.

[96] Locatelli F, Merli P, Strocchio L. Transplantation for thalassemia major: alternative
donors. Curr Opin Hematol 2016;23:515–23.

[97] Kurekci E, Kupesiz A, Anak S, Ozturk G, Gursel O, Aksoylar S, et al. Hematopoietic
stem cell transplantation using preimplantation genetic diagnosis and human
leukocyte antigen typing for human leukocyte antigen–matched sibling donor: a
Turkish multicenter study. Biol Blood Marrow Transplant 2017;23:790–4.

[98] Leelahavarong P, Chaikledkaew U, Hongeng S, Kasemsup V, Lubell Y,
Teerawattananon Y. A cost-utility and budget impact analysis of allogeneic he-
matopoietic stem cell transplantation for severe thalassemic patients in Thailand.
BMC Health Serv Res 2010;10:209.

[99] Mehta PA, Faulkner LB. Hematopoietic cell transplantation for thalassemia: a
global perspective BMT tandem meeting 2013. Biol Blood Marrow Transplant
2013;19:S70–3.

[100] Jaime-Perez JC, Heredia-Salazar AC, Cantu-Rodriguez OG, Gutierrez-Aguirre H,
Villarreal-Villarreal CD, Mancias-Guerra C, et al. Cost structure and clinical out-
come of a stem cell transplantation program in a developing country: the ex-
perience in northeast Mexico. Oncologist 2015;20:386–92.

[101] Matthes-Martin S, Potschger U, Barr R, Martin M, Boztug H, Klingebiel T, et al.
Costs and cost-effectiveness of allogeneic stem cell transplantation in children are
predictable. Biol Blood Marrow Transplant 2012;18:1533–9.

[102] Goodman MA, Malik P. The potential of gene therapy approaches for the treatment
of hemoglobinopathies: achievements and challenges. Ther Adv Hematol
2016;7:302–15.

[103] Breda L, Casu C, Gardenghi S, Bianchi N, Cartegni L, Narla M, et al. Therapeutic
hemoglobin levels after gene transfer in beta-thalassemia mice and in hemato-
poietic cells of beta-thalassemia and sickle cells disease patients. PLoS One
2012;7:e32345.

[104] May C, Rivella S, Callegari J, Heller G, Gaensler KM, Luzzatto L, et al. Therapeutic
haemoglobin synthesis in beta-thalassaemic mice expressing lentivirus-encoded
human beta-globin. Nature 2000;406:82–6.

[105] May C, Rivella S, Chadburn A, Sadelain M. Successful treatment of murine beta-
thalassemia intermedia by transfer of the human beta-globin gene. Blood

M.D. Cappellini et al. Blood Reviews xxx (xxxx) xxx–xxx

11

http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0265
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0265
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0270
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0270
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0270
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0275
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0275
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0280
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0280
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0280
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0280
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0285
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0285
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0290
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0290
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0290
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0290
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0295
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0295
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0295
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0300
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0300
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0300
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0305
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0305
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0305
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0305
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0310
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0310
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0310
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0315
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0315
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0315
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0320
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0320
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0320
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0325
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0325
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0325
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0330
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0330
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0330
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0330
http://www.mhra.gov.uk/spc-pil/?subsName=DEFEROXAMINE%20MESILATE�&�pageID=SecondLevel
http://www.mhra.gov.uk/spc-pil/?subsName=DEFEROXAMINE%20MESILATE�&�pageID=SecondLevel
http://www.mhra.gov.uk/spc-pil/?subsName=DEFERIPRONE�&�pageID=SecondLevel
http://www.mhra.gov.uk/spc-pil/?subsName=DEFERIPRONE�&�pageID=SecondLevel
http://www.ema.europa.eu/ema/index.jsp?curl=pages/medicines/human/medicines/000670/human_med_000780.jsp�&�mid=WC0b01ac058001d124
http://www.ema.europa.eu/ema/index.jsp?curl=pages/medicines/human/medicines/000670/human_med_000780.jsp�&�mid=WC0b01ac058001d124
http://www.ema.europa.eu/ema/index.jsp?curl=pages/medicines/human/medicines/000670/human_med_000780.jsp�&�mid=WC0b01ac058001d124
https://www.accessdata.fda.gov/drugsatfda_docs/label/2016/021882s024lbl.pdf
https://www.accessdata.fda.gov/drugsatfda_docs/label/2016/021882s024lbl.pdf
http://www.accessdata.fda.gov/scripts/cder/daf/index.cfm?event=overview.process�&�ApplNo=016267
http://www.accessdata.fda.gov/scripts/cder/daf/index.cfm?event=overview.process�&�ApplNo=016267
http://www.accessdata.fda.gov/scripts/cder/daf/index.cfm?event=overview.process�&�ApplNo=021825
http://www.accessdata.fda.gov/scripts/cder/daf/index.cfm?event=overview.process�&�ApplNo=021825
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0365
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0365
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0365
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0365
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0370
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0370
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0375
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0375
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0380
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0385
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0385
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0385
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0385
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0385
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0390
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0390
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0390
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0390
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0395
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0395
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0400
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0400
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0400
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0400
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0405
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0405
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0405
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0405
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0410
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0410
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0410
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0415
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0415
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0415
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0415
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0420
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0420
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0420
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0425
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0425
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0425
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0430
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0430
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0430
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0435
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0435
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0435
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0440
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0440
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0440
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0445
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0445
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0445
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0450
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0450
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0450
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0450
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0455
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0455
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0455
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0455
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0460
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0460
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0460
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0460
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0465
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0465
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0465
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0470
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0470
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0470
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0475
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0475
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0480
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0480
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0485
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0485
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0485
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0485
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0490
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0490
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0490
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0490
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0495
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0495
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0495
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0500
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0500
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0500
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0500
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0505
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0505
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0505
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0510
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0510
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0510
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0515
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0515
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0515
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0515
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0520
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0520
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0520
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0525
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0525


2002;99:1902–8.
[106] Rivella S, May C, Chadburn A, Riviere I, Sadelain M. A novel murine model of

Cooley anemia and its rescue by lentiviral-mediated human beta-globin gene
transfer. Blood 2003;101:2932–9.

[107] Cavazzana-Calvo M, Payen E, Negre O, Wang G, Hehir K, Fusil F, et al. Transfusion
independence and HMGA2 activation after gene therapy of human beta-tha-
lassaemia. Nature 2010;467:318–22.

[108] Thompson AA, Kwiatkowski J, Rasko J, Hongeng S, Schiller G, Anurathapan U,
et al. Lentiglobin gene therapy for transfusion-dependent β-thalassemia: update
from the Northstar HGB-204 Phase 1/2 clinical study. Blood 2016;128:1175.

[109] Bauer DE, Kamran SC, Lessard S, Xu J, Fujiwara Y, Lin C, et al. An erythroid
enhancer of BCL11A subject to genetic variation determines fetal hemoglobin
level. Science 2013;342:253–7.

[110] Costa FC, Fedosyuk H, Neades R, de Los Rios JB, Barbas III CF, Peterson KR.
Induction of fetal hemoglobin in vivo mediated by a synthetic gamma-globin zinc
finger activator. Anemia 2012;2012:507894.

[111] Guda S, Brendel C, Renella R, Du P, Bauer DE, Canver MC, et al. miRNA-embedded
shRNAs for lineage-specific BCL11A knockdown and hemoglobin F induction. Mol
Ther 2015;23:1465–74.

[112] Mishra B, Chou S, Lin M, Paik E, Zhang Y, Liang R, et al. Crispr/Cas9– mediated
genome editing of human CD34+ cells upregulate fetal hemoglobin to clinically
relevant levels in single cell-derived erythroid colonies. Blood 2016;128:3623.

[113] Soderberg SS, Karlsson G, Karlsson S. Complex and context dependent regulation
of hematopoiesis by TGF-beta superfamily signaling. Ann N Y Acad Sci
2009;1176:55–69.

[114] Melchiori L, Gardenghi S, Rivella S. Beta-thalassemia: hiJAKing ineffective ery-
thropoiesis and iron overload. Adv Hematol 2010;2010:938640.

[115] Novartis Europharm Limited. Jakavi® 5 mg tablets summary of product char-
acteristics Available from: http://www.ema.europa.eu/ema/index.jsp?curl=
pages/medicines/human/medicines/002464/human_med_001568.jsp&mid=
WC0b01ac058001d124; May 2017, Accessed date: 1 March 2018.

[116] Incyte Corp. Jakafi® (ruxolitinib) tablets for oral use prescribing information
Available from: https://www.accessdata.fda.gov/scripts/cder/daf/index.cfm?
event=overview.process&applno=202192; December 2017, Accessed date: 1
March 2018.

[117] Tefferi A, Pardanani A. Serious adverse events during ruxolitinib treatment dis-
continuation in patients with myelofibrosis. Mayo Clin Proc 2011;86:1188–91.

[118] Wade R, Rose M, Neilson AR, Stirk L, Rodriguez-Lopez R, Bowen D, et al.
Ruxolitinib for the treatment of myelofibrosis: a NICE single technology appraisal.
Pharmacoeconomics 2013;31:841–52.

[119] Wade R, Hodgson R, Biswas M, Harden M, Woolacott N. A review of ruxolitinib for
the treatment of myelofibrosis: a critique of the evidence. Pharmacoeconomics
2017;35:203–13.

[120] Libani IV, Guy EC, Melchiori L, Schiro R, Ramos P, Breda L, et al. Decreased dif-
ferentiation of erythroid cells exacerbates ineffective erythropoiesis in beta-tha-
lassemia. Blood 2008;112:875–85.

[121] Casu C, Lo Presti V, Oikonomidou PR, Melchiori L, Abdulmalik O, Ramos P, et al.
Short-term administration of JAK2 inhibitors reduces splenomegaly in mouse
models of ss-thalassemia intermedia and major. Haematologica 2018;103:e46–9.

[122] Taher AT, Karakas Z, Cassinerio E, Siritanaratkul N, Kattamis A, Maggio A, et al.
Efficacy and safety of ruxolitinib in regularly transfused patients with thalassemia:
results from a phase 2a study. Blood 2018;131:263–5.

[123] Porter JB, Garbowski M. Novel erythropoiesis stimulating agents in thalassemia.
Hematol Educ 2015;9:303–12.

[124] Ruckle J, Jacobs M, Kramer W, Pearsall AE, Kumar R, Underwood KW, et al.
Single-dose, randomized, double-blind, placebo-controlled study of ACE-011
(ActRIIA-IgG1) in postmenopausal women. J Bone Miner Res 2009;24:744–52.

[125] Sherman ML, Borgstein NG, Mook L, Wilson D, Yang Y, Chen N, et al. Multiple-
dose, safety, pharmacokinetic, and pharmacodynamic study of sotatercept
(ActRIIA-IgG1), a novel erythropoietic agent, in healthy postmenopausal women.
J Clin Pharmacol 2013;53:1121–30.

[126] Attie KM, Allison MJ, McClure T, Boyd IE, Wilson DM, Pearsall AE, et al. A phase 1
study of ACE-536, a regulator of erythroid differentiation, in healthy volunteers.
Am J Hematol 2014;89:766–70.

[127] Oh SP, Yeo CY, Lee Y, Schrewe H, Whitman M, Li E. Activin type IIA and IIB
receptors mediate Gdf11 signaling in axial vertebral patterning. Genes Dev
2002;16:2749–54.

[128] Suragani RN, Cadena SM, Cawley SM, Sako D, Mitchell D, Li R, et al. Transforming
growth factor-beta superfamily ligand trap ACE-536 corrects anemia by promoting

late-stage erythropoiesis. Nat Med 2014;20:408–14.
[129] Cappellini MD, Porter J, Origa R, Forni GL, Voskaridou E, Taher AT, et al. Interim

results from a phase 2a, open-label, dose-finding study of sotatercept (ACE-011) in
adult patients with beta-thalassemia (S137). Haematologica 2015;100:17–8.

[130] Carrancio S, Markovics J, Wong P, Leisten J, Castiglioni P, Groza MC, et al. An
activin receptor IIA ligand trap promotes erythropoiesis resulting in a rapid in-
duction of red blood cells and haemoglobin. Br J Haematol 2014;165:870–82.

[131] Dussiot M, Maciel TT, Fricot A, Chartier C, Negre O, Veiga J, et al. An activin
receptor IIA ligand trap corrects ineffective erythropoiesis in beta-thalassemia. Nat
Med 2014;20:398–407.

[132] Martinez P, Suragani R, Bhasin M, Li R, Pearsall R, Kumar R. Rap-536 (murine
ACE-536/luspatercept) inhibits Smad2/3 signaling and promotes erythroid dif-
ferentiation by restoring GATA-1 function in murine b-thalassemia. Blood
2015;126:751.

[133] Martinez P, Bhasin M, Li R, Pearsall S, Kumar R, Suragani R. RAP-536 (murine
analog of ACE-536/luspatercept) inhibits smad2/3 signaling and promotes ery-
throid differentiation by restoring GATA-1 function in a murine model of β-tha-
lassemia (S136). Haematologica 2016;101:18–9.

[134] Suragani RN, Cawley SM, Li R, Wallner S, Alexander MJ, Mulivor AW, et al.
Modified activin receptor IIB ligand trap mitigates ineffective erythropoiesis and
disease complications in murine beta-thalassemia. Blood 2014;123:3864–72.

[135] Piga A, Perrotta S, Melpignano A, Borgna-Pignatti C, Gamberini MR, Voskaridou E,
et al. Luspatercept decreases transfusion burden and liver iron concentration in
regularly transfused adults with beta-thalassemia (S836). Haematologica
2016;101:338–9.

[136] Piga A, Tartaglione I, Gamberini R, Voskaridou E, Melpignano A, Ricchi P, et al.
Luspatercept increases hemoglobin, decreases transfusion burden and improves
iron overload in adults with beta-thalassemia. Blood 2016;128:851.

[137] Chen N, Laadem A, Wilson D, Zhang X, Sherman M, Ritland S, et al.
Pharmacokinetics and exposure-response of luspatercept in patients with beta-
thalassemia: preliminary results from phase 2 studies. Blood 2016;128:2463.

[138] Gardenghi S, Ramos P, Marongiu MF, Melchiori L, Breda L, Guy E, et al. Hepcidin
as a therapeutic tool to limit iron overload and improve anemia in beta-tha-
lassemic mice. J Clin Invest 2010;120:4466–77.

[139] Preza GC, Ruchala P, Pinon R, Ramos E, Qiao B, Peralta MA, et al. Minihepcidins
are rationally designed small peptides that mimic hepcidin activity in mice and
may be useful for the treatment of iron overload. J Clin Invest 2011;121:4880–8.

[140] Casu C, Oikonomidou PR, Chen H, Nandi V, Ginzburg Y, Prasad P, et al.
Minihepcidin peptides as disease modifiers in mice affected by beta-thalassemia
and polycythemia vera. Blood 2016;128:265–76.

[141] Nai A, Pagani A, Mandelli G, Lidonnici MR, Silvestri L, Ferrari G, et al. Deletion of
TMPRSS6 attenuates the phenotype in a mouse model of beta-thalassemia. Blood
2012;119:5021–9.

[142] Guo S, Casu C, Gardenghi S, Booten S, Aghajan M, Peralta R, et al. Reducing
TMPRSS6 ameliorates hemochromatosis and beta-thalassemia in mice. J Clin
Invest 2013;123:1531–41.

[143] Schmidt PJ, Toudjarska I, Sendamarai AK, Racie T, Milstein S, Bettencourt BR,
et al. An RNAi therapeutic targeting Tmprss6 decreases iron overload in Hfe−/−
mice and ameliorates anemia and iron overload in murine beta-thalassemia in-
termedia. Blood 2013;121:1200–8.

[144] Aghajan M, Casu C, Io Presti V, Booten S, Monia BP, Rivella S, et al. Developing a
galnac-conjugated TMPRSS6 antisense therapy for the treatment of beta-tha-
lassemia. Blood 2016;128:1013.

[145] Li H, Choesang T, Bao W, Chen H, Feola M, Garcia-Santos D, et al. Decreasing TfR1
expression reverses anemia and hepcidin suppression in beta-thalassemic mice.
Blood 2017;129:1514–26.

[146] Li H, Rybicki AC, Suzuka SM, von Bonsdorff L, Breuer W, Hall CB, et al. Transferrin
therapy ameliorates disease in beta-thalassemic mice. Nat Med 2010;16:177–82.

[147] Chen H, Choesang T, Li H, Sun S, Pham P, Bao W, et al. Increased hepcidin in
transferrin-treated thalassemic mice correlates with increased liver BMP2 ex-
pression and decreased hepatocyte ERK activation. Haematologica
2016;101:297–308.

[148] Taylor M, Qu A, Anderson ER, Matsubara T, Martin A, Gonzalez FJ, et al. Hypoxia-
inducible factor-2alpha mediates the adaptive increase of intestinal ferroportin
during iron deficiency in mice. Gastroenterology 2011;140:2044–55.

[149] Anderson ER, Taylor M, Xue X, Ramakrishnan SK, Martin A, Xie L, et al. Intestinal
HIF2alpha promotes tissue-iron accumulation in disorders of iron overload with
anemia. Proc Natl Acad Sci U S A 2013;110:E4922–30.

M.D. Cappellini et al. Blood Reviews xxx (xxxx) xxx–xxx

12

http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0525
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0530
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0530
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0530
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0535
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0535
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0535
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0540
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0540
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0540
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0545
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0545
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0545
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0550
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0550
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0550
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0555
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0555
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0555
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0560
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0560
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0560
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0565
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0565
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0565
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0570
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0570
http://www.ema.europa.eu/ema/index.jsp?curl=pages/medicines/human/medicines/002464/human_med_001568.jsp�&�mid=WC0b01ac058001d124
http://www.ema.europa.eu/ema/index.jsp?curl=pages/medicines/human/medicines/002464/human_med_001568.jsp�&�mid=WC0b01ac058001d124
http://www.ema.europa.eu/ema/index.jsp?curl=pages/medicines/human/medicines/002464/human_med_001568.jsp�&�mid=WC0b01ac058001d124
https://www.accessdata.fda.gov/scripts/cder/daf/index.cfm?event=overview.process�&�applno=202192
https://www.accessdata.fda.gov/scripts/cder/daf/index.cfm?event=overview.process�&�applno=202192
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0585
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0585
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0590
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0590
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0590
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0595
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0595
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0595
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0600
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0600
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0600
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0605
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0605
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0605
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0610
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0610
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0610
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0615
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0615
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0620
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0620
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0620
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0625
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0625
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0625
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0625
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0630
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0630
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0630
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0635
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0635
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0635
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0640
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0640
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0640
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0645
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0645
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0645
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0650
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0650
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0650
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0655
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0655
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0655
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0660
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0660
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0660
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0660
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0665
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0665
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0665
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0665
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0670
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0670
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0670
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0675
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0675
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0675
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0675
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0680
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0680
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0680
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0685
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0685
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0685
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0690
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0690
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0690
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0695
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0695
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0695
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0700
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0700
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0700
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0705
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0705
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0705
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0710
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0710
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0710
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0715
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0715
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0715
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0715
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0720
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0720
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0720
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0725
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0725
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0725
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0730
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0730
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0735
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0735
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0735
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0735
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0740
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0740
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0740
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0745
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0745
http://refhub.elsevier.com/S0268-960X(17)30130-3/rf0745

	A paradigm shift on beta-thalassaemia treatment: How will we manage this old disease with new therapies?
	Introduction
	Epidemiology
	Diagnosis and classification of disease
	Pathophysiology
	Clinical manifestations
	Quality of life
	Health economic considerations
	Current management of beta-thalassaemia
	Current treatment options
	Blood transfusion
	Iron chelation
	Hydroxyurea
	Splenectomy
	Haematopoietic stem cell transplantation


	Novel strategies for treatment of beta-thalassaemia
	Improving globin chain imbalance
	Gene therapy
	Gene editing

	Improving ineffective erythropoiesis
	JAK2 inhibitors
	Activin receptor-II ligand traps
	Sotatercept
	Luspatercept

	Improving iron dysregulation
	Manipulation of hepcidin levels
	Manipulation of ferroportin and HIF2alpha

	Reflections on novel therapies

	Conclusions
	Practice points
	Research agenda
	Conflict of interest statement
	Acknowledgements
	References




