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Novel erythropoiesis stimulating agents in thalassemia

Erythropoiesis in thalassemia and its
consequences

In thalassemia syndromes, the degree of glo-
bin chain imbalance, measured as the α/non-α
ratio, correlates with the disease severity.1,2 In b-
thalassemia syndromes, this results in precipita-
tion of electron-dense α-globin inclusions,
beginning at early polychromatophilic stages,
and increasing during maturation.3 These pre-
cipitates, which may contain both heme-free
iron and hemichromes, generate harmful reac-
tive oxygen species (ROS) leading to accelerat-
ed membrane oxidation.4 This pathophysiologi-
cal process leads to the hallmark feature of tha-
lassemia syndromes, namely ineffective ery-
thropoiesis (IE).5 Globin imbalance may be
ameliorated by molecular chaperones such as
AHSP6 and the heat shock protein 70 (HSP70),7
or by the ubiquitin-proteasome system and by
autophagy.2 IE also occurs in healthy individuals
(where up to 25% of erythropoiesis may be inef-
fective) but this is much increased in tha-
lassemias where IE redirects 85%-95% of the
erythroid iron flux back to plasma.8 A secondary
effect of IE and hypoxia is expansion of imma-

ture erythroblasts that are unable to bypass
apoptotic crisis at the polychromatophilic stage,5
and which can expand to 5-6 times that of
healthy controls. A large fraction of these pre-
cursors fails to mature into erythrocytes and
their survival and proliferation is erythropoietin
(EPO)-dependent on persistent phosphorylation
of Jak2 kinase.9,10 The balance between prolifer-
ation and differentiation is also modulated by
other factors such as GDF11.11,12 A tertiary effect
of IE is inhibition of hepcidin synthesis, by fac-
tors derived from the expanded erythron,9 lead-
ing to increased iron absorption. Growth differ-
entiation factor 15 (GDF15) and TWSG1 have
been proposed in humans,13 and erythroferrone
in mice.14 This results in preferential portal and
hepatocyte iron loading in NTDT. 

What hemoglobin increase is required to
improve outcomes?

The increase in Hb required in NTDT for
improvement of QoL is a key question when
deciding the utility of novel erythroid-stimulat-
ing agents (ESA) but, until recently, relatively
little prospective randomized data were avail-

Red cell disease - New therapies for hemoglobinopathies 

Anemia in thalassemias results from globin chain imbalance leading to ineffective erythropoiesis and
hemolysis. In non-transfusion-dependent thalassemias, (NTDT) progressive loss of erythropoietin
response exacerbates anemia, particularly in older adults. Erythropoiesis-stimulating agents, such as
erythropoietin, are plausible but risk exacerbating extra-medullary erythropoiesis and iron hyperab-
sorption. A better strategy is to increase the effectiveness of erythropoiesis. This can be improved by
correcting globin chain imbalance through promoting HbF synthesis, such as with hydroxyurea or
butyrates. This has generally achieved variable and only modest hemoglobin increments clinically,
although new approaches to HbF promotion are under pre-clinical evaluation. Combination strate-
gies, e.g. erythropoietin with hydroxyurea, have shown encouraging hemoglobin increments and sig-
nificant improvements in Quality of Life (QoL). Restriction of transferrin iron delivery to the erythron
by Tmprss6 inhibition, hepcidin manipulation or apotransferrin infusion, although not proven clini-
cally, may increase effective erythropoiesis by decreasing oxidative damage in the erythron. Jak2
inhibition corrects the proliferation/differentiation imbalance, decreases splenomegaly, and is under
clinical trials in thalassemias. The most advanced novel agents in clinical trials (sotatercept and lus-
patercept) are activin receptor IIa/b traps for molecules involved in TGF-b signaling, mainly inhibiting
GDF11. Preliminary phase II findings show hemoglobin increase of more than 1.5 g in NTDT, transfu-
sion requirement reduction in transfusion-dependent thalassemia (TDT), and an acceptable tolerabil-
ity profile. 

Learning goals

At the conclusion of this activity, participants should:
- understand the pathophysiological mechanisms underlying anemia in thalassemias;
- understand the mechanisms and consequences of ineffective erythropoiesis (IE);
- understand the contrasting approaches to correcting IE in thalassemias;
- appreciate the degree of correction of anemia required for clinical benefit;
- be aware of emerging novel approaches to correcting anemia in thalassemias.
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able. In an interesting study15 using the SF-36 tool, changes
in QoL were compared in patients randomized to two treat-
ments aimed at improving Hb in transfused thalassemia
intermedia (TI) patients.  Treatment with EPO plus hydrox-
yurea (HU) led to a rise in Hb of 1.6 g, associated with a sig-
nificant improvement in QoL. A more modest Hb increase of
0.7 g/dL with HU monotherapy still showed a smaller but
significant improvement in QoL. This suggests that other
agents that may increase Hb by more than 1.5 g may also
have a significant QoL benefit.  In TDT, the objective of
ESAs is to decrease the transfusion requirement. This in turn
will lead to decreased blood utilization, which could be
important, particularly in regions where safe blood is scarce.
Other potential advantages are decreased chelation require-
ment and a reduction in the number of hospital visits for
transfusion. In clinical trials, it is more challenging to
demonstrate a decrease in transfusion requirement in TDT
than an increase in Hb in NTDT patients.  Since clinically
TDT and NTDT are a continuum, some carefully selected
patients on regular transfusion may be weaned off transfu-
sion without other interventions, as shown with Eb-tha-
lassemia.16 This suggests that with novel interventions, rela-
tively small changes in erythropoiesis may result in transfu-
sion independence in some cases of TDT, depending on the
study population and local clinical practices.

Approaches improving erythropoiesis 
in thalassemia

The disparate mechanisms by which erythropoiesis may
be improved are described below. 
Erythropoiesis-stimulating agents 

Mechanisms and rationale for use: erythropoietin has
been the most extensively evaluated ESA in thalassemia.17

EPO stimulates the proliferation, differentiation, and matu-
ration of erythroid progenitors by binding to the EPO recep-
tor (EpoR), a class-1 cytokine on the surface of earliest ery-
throid progenitors, BFU-E. The EPO/EpoR triggers a com-
plex signal transduction cascade with phosphorylation of the
tyrosine kinase Jak2, and the downstream signaling mole-
cule Stat5.18 EPO also acts on death receptor Fas and FasL
expression in erythroblasts and increases the erythroblasts
that escape apoptosis.19,20 Exogenous EPO may also have net
anti-oxidant effects by improving glutathione, reducing ROS
and membrane lipid peroxides.21 Hypoxia-mediated EPO
synthesis may also augment γ-globin in healthy individuals22

and in some thalassemia patients,23 although this has not
been consistently shown.24 The net effect is to increase Hb in
conditions of relative or absolute EPO deficiency.

Clinical trials: the use of EPO in thalassemia came from
the realization that EPO levels may not be sufficiently
increased for the degree of anemia.  In NTDT, EPO levels
decrease with age,25 as does erythropoietic response to
EPO,16 hence the notion of relative EPO insufficiency that
may be corrected by exogenous administration. Clinical tri-
als with EPO are summarized in Table 1.

Hb increments with EPO in NTDT have been highly vari-
able but increases of up to 3 g/dL and transfusion independ-
ence of TDT patients have been reported with typical doses
of 1000 u/kg from weekly to twice weekly. Some trials used

iron supplementation to maximize the response,35 which
seems paradoxical in the light of recent reports of the bene-
fits of iron restriction (see below). There are reports of EPO
combined with HU, which, in addition to promoting HbF,
may mitigate the effects of excessive erythron expansion
(see below). A cheaper ESA, darbopoietin alpha, which has
a longer half-life, was used at 4.5 ug/kg/week for eight
weeks with dose escalation rules for suboptimal response,
and showed increases in Hb of between 1-1.5 g/dL in one
study.24 Trials with ESAs have generally not been long term
so that the risks of expansion of extra-medullary erythro-
poiesis or splenomegaly are unclear.  
Corrections of ineffective erythropoiesis

Fetal hemoglobin (HbF) induction

Patients with higher HbF percentage levels have a milder
clinical course, are often transfusion-independent,36,37 with a
less likely range of morbidities.38 Fetal Hb-inducing agents
increase the production of γ-globin, which binds to α-chains
to produce HbF, thereby decreasing globin chain imbalance.
This reduces ineffective erythropoiesis and hemolysis.
Several classes of drugs induce HbF through mechanisms
that result in transcriptional reactivation of γ-globin gene
expression.

Chemotherapeutic agents: responses to hydroxyurea have
been reviewed,39,40 and will be described here to provide a
reference point for responses with newer agents.  HU has
several effects but acts primarily to inhibit ribonucleotide
reductase, causing cell-cycle arrest in S phase, thus encour-
aging differentiation at the expense of proliferation with a
consequent reduction in switching from fetal to adult hemo-
globin. Unfortunately, most clinical information with HU is
from small-scale single-arm trials or retrospective analyses.
Results differ widely, e.g. mean Hb responses of 1 g,41 (41),
2 g42 (42) or >2 g/dL43 have been reported.  Similar variabil-
ity has been reported in Eb-thalassemia; an increase of only
0.6 g/dL in the largest study44 but larger increases of 1-3 g in
smaller series.45 Significant improvement in QoL has been
demonstrated in Egyptian b-TI patients.46 In a large retro-
spective multivariate analysis of 500 patients, HU treatment
was protective for EMH, PHT, leg ulcers, hypothyroidism,
and osteoporosis.47 In TDT, reduced transfusion require-
ments and even transfusion independence have been report-
ed, for example, with a decrease in annual transfusion
requirements of more than 70% in 45% of Algerian TDT
patients.48 In Iranian patients with ‘intermedia’ defined as
beginning transfusion after two years of age, 83 of 106
became transfusion independent.49 The highly variable
response between studies is likely to reflect differences in the
thalassemia genotype, variable previous transfusion histo-
ries, and treatment policies in different regions. 5-azacyti-
dine50 and decitabine51 have anti-proliferative, hypo-methy-
lating and cytotoxic effects, and have been shown to increase
Hb by more than 1.5 g in small studies (maximum 4 g in one
patients on 5-azacytidine). The long-term oncogenic and fer-
tility risks of such chemotherapeutic agents have not been
reported systematically in prospective studies.

Short-chain fatty acid derivatives (SCFADs): SCFADs act
to transcriptionally activate the Aγ gene promoter and possi-
bly also inhibit histone deacetylase (HDAC). Intravenous
arginine butyrate (high dose IV continuous for 2-3 weeks;
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500 mg/kg/day) was reported to increase %F and the total
Hb by 0.6-5 g/dL (mean 2.7).52 In the search for an oral
preparation, oral sodium phenylbutyrate (SPB) at high doses
of 20 g/day was shown to increase mean Hb by 2.1 g/dL
(range 1.2-2.8 g/dL) in 8 patients.53 The very large doses
required (>300 mg/kg), together with its strong musty odor,
led to the search for an alternative. Sodium 2,2 dimethylbu-
tyrate (HQK-1001), an orally bioavailable short-chain fatty
acid, was recently evaluated in a randomized placebo con-
trolled study of 21 patients with Eb-thalassemia or TI over
eight weeks at a more manageable dose of 20 mg/kg; a medi-
an increase of 6% in HbF and mean Hb increase of 1.1 g/dL
was seen in only 4 of 9 subjects.54 This compound has not
been selected for further development in thalassemia thus
far.

Other developments in gamma globin induction: retroviral
transfer of EPO gene in hematopoietic cells improves the
erythrocyte phenotype in murine thalassemia,55 corrects
α/non-α globin ratio and increases hematocrit. Continuous
delivery of EPO from muscle AAV-mediated gene transfer in
mice with TI led to stable correction of anemia, RBC mor-
phology, less hemichromes and more effective erythro-
poiesis.56 Electrotransfer of EPO cDNA in a mouse  b-tha-
lassemia model yielded long-lasting improvement of hema-
tocrit, increase in RBC lifespan and re-establishment of glo-
bin balance.57 Novel approaches in preclinical development
are summarized in Table 2.
Jak2 inhibition

Unrelenting anemia in thalassemia skews erythropoietic
response so that proliferation outpaces differentiation.
Relative paucity of differentiating cells and later complica-

tions of differentiation in hemoglobinizing normoblasts are
the hallmarks of IE in thalassemia. Improving the balance
between proliferation and differentiation using inhibitors of
Jak2 kinase may improve IE.66 Murine studies have shown
improvement in IE and decrease in spleen size. In humans
with myelofibrosis,  INCB018424 inhibitor in phase I/II
studies reduced spleen size.67 The Jak2 inhibitor AG490 is
able to lower hepcidin and was investigated pre-clinically in
some cancers.68 A phase IIa study with ruxolitinib (INC424,
Jakavi) is ongoing in thalassemia syndromes
(NCT02049450). A reduction of spleen size in TDT may
decrease transfusion requirement if negative effects on resid-
ual endogenous erythropoiesis do not outweigh these. 
Modulation of GDF11 (activin receptor traps ACE-011 and
ACE-536)

Background and mechanisms of action: ACE-011
(sotatercept) is a novel and first-in-class recombinant human
homodimeric activin type IIa receptor (ActRIIA) fusion pro-
tein. ACE-536 (luspatercept) is a similar fusion protein for
activin receptor type IIb. These act as traps for a range of lig-
ands in the TGF-β superfamily. Ligand traps are molecules
that inhibit signaling by binding ligands and sequestering
them away from their receptors. ACE-011 consists of an
extracellular domain (ECD) of ActRIIA linked to the human
IgG1-Fc domain.  The molecule is comprised of 2 disulfide-
linked chains, dimerized through the Fc region and the Fc
region has 2 additional intra-molecular disulfide bonds.
Domains of this molecule (ECD and Fc) contain N-linked
oligosaccharides.

The concept of an activin receptor trap was originally
developed to improve bone mineral density (BMD) in
menopausal women, where inhibition of activin signaling is

Table 2. Examples of novel HbF modulators potentially applicable for thalassemias.

Authors HbF modulation Comments

Genetic approaches

de Vasconcellos et al.58 let-7a miRNAs Downregulation of let-7a, one of the gene family involved in developmental timing events, 
in ex vivo erythroblasts increases γ globin expression and HbF up to 40%.

Li et al.59 miR-144 inhibitor 1.8-fold increase in HbF positive cells mediated by 300 nM miR-144 antagomir

Breda et al.60 ZF-Ldb1 Lentiviral-mediated zinc finger (ZF) ZF-Ldb1 gene transfer leads to HbF reactivation;
appears superior to pharmacological compounds. 

Brendel et al.61 Repression of BCL11A Targeted expression of shRNAmiRs to the erythroid compartment driven 
by a b-globin promoter/LCR element circumvented the detrimental effect on HSC 
engraftment, while still mediating efficient BCL11A knockdown, 
leading to high γ-globin induction and HbF formation in human CD34s in vitro.

Pharmacological approaches

Rivers et al.62 Inhibition of LSD1 demethylating enzyme RN-1, a more potent LSD1 inhibitor than tranylcypromine, is a powerful HbF-inducing 
drug with activity similar to decitabine.

Shearstone et al.63 ACY-957, a selective inhibitor of HDAC1/2 CD34 cells undergoing erythroid differentiation were treated with ACY-957, which indirectly
activated HbF through GATA2 induction and HDAC1/2 inhibition dependent Bcl11a 
and Sox6 reduction.

Krivega et al.64 G9a methyltransferase inhibitor Inhibition of G9a methyltransferase by the synthetic compound UNC0638 activates (5-fold)
γ�- and represses (3-fold) b-gene expression in adult human CD34+

Ruiz et al.65 Ascorbic acid Ascorbate, a co-factor of TET dioxygenases, is a DNA-hypomethylating agent that 
increases γ-globin gene expression; vitamin C deficiency may limit HbF induction 
by drugs targeting epigenetic silencing mechanisms.

miRNA: microRNA; Ldb1: LIM domain binding 1 protein gene; shRNA: microRNA-adapted short hairpin RNA; LCR: locus control region; HSC: hematopoietic stem cell; BCL11A: B-cell  lymphoma/leukemia 11A protein
gene; CD34: cluster of differentiation 34, a hematopoietic progenitor cell antigen; LSD1: lysine-specific histone demethylase 1A; GATA2: GATA sequence binding protein 2; Sox6: a transcription factor belonging to sex
determining region Y-related (SRY) transcription factor family; G9a methyltransferase: methyltransferase methylating lysine 9 of histone H3; TET: ten-eleven translocation mythylcytosine dioxygenase. 



known to prevent osteoclast-dependent bone resorption.
Clinical trials with ACE-011 in 31 healthy post-menopausal
women showed increased BMD and biomarkers of bone for-
mation, but surprisingly Hb values increased markedly.69

This Hb increase has subsequently been shown with ACE-
356.70 Unlike ACE-011, ACE-356 does not bind with high
affinity to activin A, and this may explain why significant
increases in BMD were not seen. RAP-011 and RAP-356,
murine versions of ACE-011 and ACE-356, respectively,
where the human IgG-Fc was exchanged for a murine IgG-
Fc, were consequently evaluated in mouse models. An Hb
increase was seen in both healthy animals and in non-clinical
models of anemia including: chronic renal disease,
myelodysplastic syndromes, Diamond Blackfan anemia71

and iron-restricted anemia.72 In a murine model of b-TI,
Hbb(th1/th1), RAP-536 reduced overactivation of Smad2/3
in splenic erythroid precursors. In addition, treatment of
Hbb(th1/th1) mice with RAP-536 or RAP-011 reduced ane-
mia, α-globin aggregates in peripheral red cells, and ROS
elevation in erythroid precursors and peripheral red cells.11,73

Iron overload, splenomegaly and bone pathology also
improved, while reducing EPO levels, improving erythro-
cyte morphology, and extending erythrocyte lifespan in this
model. 

Investigation of the mechanisms of action has provided
fundamental insights into the regulation of hematopoiesis,
both in healthy bone marrow and in thalassemias.11,12,71

Effects with both drugs occur at later stages of erythropoiesis
than with EPO,71 with more rapid stimulation of Hb and,
unlike EPO effects, appearing to require accessory cells.74

Also unlike EPO, which induced iron-restricted erythro-
poiesis in C57BL/6 and in hepcidin over-expressing mice,
RAP-11 had no such effect.72 Evidence now points to
GDF11 regulation in erythroid progenitors as key to the
hematopoietic effects. Overexpression of GDF11 may be
responsible for the ineffective erythropoiesis associated with
b-thalassemia as GDF11 is strongly up-regulated in spleen
and erythroid cells of thalassemic animals (and in serum of
thalassemia patients). GDF11 itself also inhibited erythroid
maturation in mice in vivo and ex vivo, while expression of
GDF11 and ActRIIB in erythroid precursors decreased pro-
gressively with maturation, suggesting an inhibitory role for
GDF11 in late-stage erythroid differentiation.71 Furthermore,
inactivation of GDF11 decreased oxidative stress, α-globin
membrane precipitates in RBCs, and also corrected the
abnormal ratio of immature/mature erythroblasts by induc-
ing apoptosis of immature erythroblasts through the Fas–Fas
ligand pathway.11 Therefore, as GDF11 is a ligand for activin
II receptors, RAP-011 and RAP-536 may act by blocking
effects of GDF11 on erythropoiesis via the Smad2/3 path-
way.  By inhibiting GDF11 signaling, ACE-536 or ACE-011
may induce apoptosis of GDF11-expressing erythroid pro-
genitors, restoring their ability to differentiate and, hence,
alleviating the anemia.12

Clinical trials: a phase-IIa dose-escalation of ACE-011
(sotatercept) in TDT and NTDT study is ongoing and pre-
liminary results have been reported.75 Because of the long
plasma half-life of approximately 23 days, dosing can be
given 3-weekly. Patients initially received ACE-011 subcu-
taneously at 0.1 mg/kg once every three weeks.  Dose esca-
lation to 1.0 mg/kg is ongoing. Efficacy is assessed by Hb
increase from baseline for NTDT patients and RBC transfu-
sion burden reduction for TDT patients. Of 25 patients in the

0.1, 0.3, and 0.5 mg/kg dose groups, 5 (20%) had β-tha-
lassemia major (TDT) and 20 (80%) had NTDT. A dose-
dependent Hb increase of 1 g/dL or more from baseline was
seen during the first three cycles: in 0, 5 (84%), and 5 (84%)
at doses of 0.1, 0.3, and 0.5 mg/kg, respectively, in NTDT.
An increase of 2 g/dL or more was seen in 0, 1 (16%), and 2
(33%) of the respective dosing groups. Increased drug expo-
sure was associated with higher Hb increases in the first
three cycles for NTDT patients. A significant improvement
in RBC morphology was also noted in NTDT. Some patients
with TDT have reduction in transfusion burden and these
results, together with those at 0.75 mg/kg in NTDT, will be
presented at the EHA 2015 congress. Tolerability has been
generally good. Adverse events have included: grade 3 bone
pain in one TDT patient with a history of osteoporosis and
one grade 2 phlebitis in one NTDT patient.75 A similar phase
IIa dose finding trial is also ongoing with ACE-536 (luspa-
tercept)76 in TDT (defined as ≥4 units RBCs/8 weeks prior to
baseline) and NTDT (defined as <4 units RBCs/8 weeks
prior to baseline). Preliminary data in 30 patients (23
NTDT/7 TDT) have been reported.76 In TDT, the transfusion
burden for any 12 weeks on treatment was compared with
the 12 weeks prior to treatment with 3-weekly subcutaneous
injections for up to 5 doses. Sequential cohorts (n=6
patients/cohort) received doses of 0.2, 0.4, 0.6, 0.8, 1.0, 1.25
and 1.5 mg/kg. In NTDT patients in the 0.6 to 1.0 mg/kg
cohorts, a maximum Hb increase from baseline of 1.5 g/dL
or more was seen in 7 of 11 (64%) patients. In 7 TDT
patients treated in the 0.6 to 1.0 mg/kg cohorts, a more than
50% reduction in transfusion burden was seen for all 7
patients.  Two patients with long-standing leg ulcers (one
NTDT, one TDT) healed within three months. The most fre-
quent related adverse events included bone pain, headache
and myalgia. An expansion cohort (n=30) is planned. These
preliminary clinical data for ACE-011 and ACE-536 suggest
both improve anemia in NTDT and may reduce transfusion
requirements in TDT without significant short-term tolera-
bility issues. These compounds appear to increase Hb values
by amounts that have been shown to increase QoL using
other approaches in NTDT.15 They also show promise for
decreasing the transfusion burden in TDT, although the most
appropriate way to apply treatment in TDT needs further
evaluation. It is likely that one of these two similar agents
will be selected for phase III studies.
Molecular chaperones for alpha globin

Manipulation of molecular chaperones provides a novel
target for decreasing IE. The chaperone heat shock protein
70 (HSP70) is constitutively expressed in erythroblasts and,
at later stages of maturation, translocates into the nucleus,
thereby protecting GATA-1 from caspase-3 cleavage. This
chaperone participates in the refolding of proteins denatured
by cytoplasmic stress. During the maturation of human TDT
erythroblasts, HSP70 interacts directly with free α-globin
chains. As a consequence, HSP70 is sequestrated in the cyto-
plasm and GATA-1 is no longer protected, resulting in end-
stage maturation arrest and apoptosis. Transduction of a
nuclear-targeted HSP70 mutant or a caspase-3-uncleavable
GATA-1 mutant restores terminal maturation of TDT ery-
throblasts, which may provide a rationale for new targeted
therapies.7
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Iron restriction to modulate ineffective erythropoiesis

An increasing body of work suggests that iron restriction
may improve the effectiveness of erythropoiesis in tha-
lassemias.  This is superficially at odds with early work that
suggested better improvements in Hb in NTDT patients
when EPO treatment was supplemented with iron.
However, the site and extent of iron restriction may be criti-
cal to any benefits that may ensue. 

Iron restriction by transferrin treatment: iron restriction to
the erythron in mice may be achieved by intra-peritoneal
human apo/holotransferrin;77,78 in th1/th1 mice, increased Hb
and increased hepcidin levels were also seen. This effect was
attributed to less iron delivery to normoblasts and therefore
less iron for heme synthesis, lower heme, hemichromes,
ROS-mediated oxidative stress and apoptosis.  In tha-
lassemic mice, apotransferrin decreased serum iron, transfer-
rin saturation, cytosolic iron, MCV, reticulocytes and
splenomegaly while increasing Hb.79 A possible explanation
for decreased delivery to the erythron is that additional apo-
transferrin causes redistribution of iron from diferric only to
diferric and monoferric species, the latter having a much
slower rate of uptake in the erythron.80 There is some clinical
experience with large doses of purified human apotransferrin
to patients with restricted erythropoiesis and raised free plas-
ma iron (NTBI), showing effective binding of this fraction
by apotransferrin,81 as well as prevention of full transferrin
saturation.82 However, this approach may be difficult from a
practical point of view in thalassemias and is more of interest
as a proof of principle than as a therapeutic modality.

Iron restriction by increasing hepcidin: hepcidin insuffi-
ciency is a known consequence of IE through mechanisms
described above. In principle, by increasing hepcidin, iron
exit from macrophages or enterocytes through ferroportin
channels is reduced, thereby decreasing transferrin satura-
tion. This principle is supported by observations that an iron-
restricting diet in th3/+ mice improves IE and prevents iron
overload, and from crossbreeding the same mice with a
mouse strain expressing moderate hepcidin levels; this abol-
ishes iron overload and improves Hb and RBC indices.83 In
principle, upregulation of hepcidin can be achieved either by

targeting proteins that exert negative regulatory pressure or
by stimulating main positive pressors. Examples of these
approaches are listed in Table 3. 

Tmprss6 modulation: One way of modulating hepcidin
synthesis is through Tmprss6, which is a membrane bound
serine protease (matriptase-2) that cleaves hemojuvelin. The
latter is a co-receptor with BMP6 receptor for BMP6 and
necessary for full activation of the SMAD pathway, and
hence hepcidin expression. Tmprss6 deactivates hemoju-
velin by cleavage forming soluble hemojuvelin, thereby
decreasing hepcidin synthesis. Thus a constitutive increase
in hepcidin levels is observed in Tmprss6 knockout mice.
Tmprss6 is, therefore, a target for correcting hepcidin insuf-
ficiency. An antisense oligonucleotide approach, using
RNAse H mechanism which degrades Tmprss6 RNA
species, has shown reduction in Tmprss6 protein with cor-
rected hepcidin insufficiency in murine thalassemia and
hemochromatosis models, leading to reduction in liver iron
content and improvement of anemia in the former.91 A differ-
ent approach is to inject siRNA formulated in lipid nanopar-
ticles for preferential hepatotropism.92 Using this approach
in thalassemic and HFE mice, iron overload was reduced
and anemia was improved with correction of IE and exten-
sion of RBC survival.

Iron restriction using hepcidin agonists: hepcidin itself
has a poor pharmacokinetic profile so that synthetic hepcidin
agonists have been investigated83,93 based on the concepts of
mimicry or of stimulating production. Mimics are oligopep-
tides that repeat the necessary amino acid sequence that
binds with ferroportin, but have been modified to prevent
easy digestion or to improve bioavailability. These mini-hep-
cidins (e.g. PR65, PR73 and PR73SH) have been tested in
hemochromatotic mice, where they prevented iron overload
and even caused iron restriction anemia. Iron redistribution
was seen in already-overloaded animals (Table 3).

Iron restriction using iron chelators: in humans with
NTDT, the effects of chelation on Hb levels are somewhat
inconsistent, but this may provide mechanistic insight into
the principles of iron deprivation as a means of improving
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Table 3.  Potential hepcidin agonists for thalassemias.

Mechanism of action Examples Comments

Mimicry Minihepcidins Oligopeptides which repeat the necessary amino acid sequence that binds with feroportin
but have been modified to prevent easy digestion or to improve bioavailability, e.g. PR65, 
PR73 and PR73SH.

Stimulation of production Tmprss6 silencing Tmprss6 RNAseH mechanism, siRNA, Tmprss6-ASO, approaches that reduce Tmprss6 
protein level and so increase mHJV/sHJV ratio.

Furin inhibitors Increase mHJC/sHJV ratio that increases BMPR signaling, possible off-target effects.
BMP-6 Increases BMPR signaling, known off-target effetcts. 84

Genistein An isoflavone, enhancer of hepcidin transcripiton.84

Quercetin Modulatory effect on hepcidin through BMP6/SMAD pathway in conjunction
with other factors and not on its own.85

Estrogen membrane receptor agonists Increases hepatic hepcidin but not serum hepcidin in ovariectomized mice.86

IL-22 Agonist fusion protein IL22:IgG1Fc used in mice.87

Interferon-α Up-regulates hepcidin.88

Ezitimibe Increases hepcidin mRNA in mice.89

Glucose 75 g in vivo increases hepcidin in humans, potentially from b islet cells in pancreas 
and not the liver.90

Tmprss6: transmembrane protease, serine 6; siRNA: short interfering RNA; mHJV/sHJV: membrane and soluble hemojuvelin; BMPR: bone morphogenic protein receptor; IL-22: interleukin-22; IgG1Fc: immunoglobulin
G heavy chain. 



IE. The idea of improving Hb with chelation was suggested
by findings that RBC membranes from thalassemia patients
carry abnormal deposits of iron, presumed to mediate a vari-
ety of oxidative-induced membrane damage and that mem-
brane iron was reduced ex vivo by DFP but not with DFO.94

In patients, after two weeks of deferiprone (DFP) treatment,
membrane iron also decreased by 50%. In b-thalassemic
mice, DFP decreased membrane free iron by 50% and
improved oxidation and survival of biotinylated RBC.95 In
wild-type mice, DFP can actually decrease Hb relative to
controls by nearly 2 g/dL at 200 mg/kg for 60 days,96 so net
effects on Hb in animal models may depend on a balance of
such effects. Clinical studies in TDT with DFP showed
decreased membrane iron, which was followed by reduced
KCI co-transport activity.97 In Eb-thalassemia patients treat-
ed with DFP, Hb rose in 3 patients and transfusion require-
ments reduced in 4 patients.98 In a subsequent study of 17
patients, a decrease in LPI and ferritin was found in Eb-tha-
lassemia after 13-17 months of DFP at 50 mg/kg but there
was a non-significant change in Hb, and paradoxically, EPO
levels increased significantly.99 No Hb increase was found in

NTDT patients treated with deferasirox, some of whom
achieved near normalization of body iron.100 Together, these
findings suggest general iron removal from body stores is
insufficient to improve IE in thalassemia and that iron
restriction must be targeted. 

Recently, DFP chelation has been evaluated together with
other approaches to iron restriction in animal models. A 2nd-
generation Tmprss6-ASO101 has been evaluated in combina-
tion with DFP using th3/+ mice. However, whereas DFP
alone reduced organ iron content without improvement in
erythropoiesis, Tmprss6-ASO alone improved LIC (compa-
rably to DFP), IE, RBC and Hb (by 2 g/dL). The authors
concluded that chelation alone was insufficient to improve
erythropoiesis, despite de-ironing of organs.  Similarly, the
use of DFP with mini-hepcidins in a thalassemia mouse
model102 showed, in contrast to monotherapy with DFP, cor-
rection of inefficient erythropoiesis with an Hb increase of
1.6 g/dL, reduction of apoptosis, ROS, and improvement in
RBC indices. Thus the value of chelation therapy alone or in
combination with other interventions for improving IE in
thalassemias remains an open question.
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Figure 1. Approaches to targeting erythropoiesis in thalassemia.  Erythropoiesis requires a well-tuned balance of prolifer-
ation and differentiation. While this is perturbed in thalassemia, different mechanisms have been utilized in treatments
that stimulate erythropoiesis or correct ineffective erythropoiesis. EPO acts on the proliferating compartments; hydrox-
yurea has anti-proliferative effects by inhibiting ribonuceotide reductase, but allows differentiation; activin receptor traps
(e.g. sotatercept) correct GDF11 overabundance and trigger apoptosis of an expanded proliferating compartment and
thus promote differentiation; hepcidin agonists and transferrin, by reducing transferrin saturation (and increasing ratio of
monoferric to diferric species) act predominantly on differentiating compartment where hemoglobinization peaks; HSP70
mutants prevent maturation arrest by protecting cells from excess alpha chain precipitates; butyrates act on early mat-
uration by transcriptionally activating the Aγ gene promoter and possibly also inhibit histone deacetylase.



Conclusions

Anemia in thalassemia can be corrected by globally
increasing erythropoiesis, such as with EPO, or by render-
ing ineffective erythropoiesis more effective. The latter can
be achieved pharmacologically by correcting globin chain
imbalance through promoting HbF synthesis, such as with
HU or butyrates. These agents have given highly variable
but typically modest clinical improvements. Diverse novel
and exciting approaches to γ-globin activation are in pre-
clinical development. Examples of novel pharmacological
agents include inhibitors of histone demethylase, G9a
methyltransferase or histone deacetylase HDAC. Genetic
manipulation is being investigated by targeted repression of
BCL11a through RNA inhibition, gene therapy using
lentiviral gene transfer to reactivate γ-globin synthesis, and
forced chromatin looping with zinc finger motifs. A further
novel approach is to modify signaling pathways that affect
the balance between proliferation and differentiation. Two
examples currently undergoing clinical trials (sotatercept
and luspatercept), activin receptor traps that affect GDF11
signaling pathways, appear highly effective at increasing
Hb by 1.5 to 2.0 g/dL in phase II trials, and one of these has
been selected for phase III development.  Another approach
is to inhibit Jak2 EPO signaling pathways, such as with rux-
olitinib, and this may be particularly useful for patients with
hypersplenism.  Iron restriction, using apotransferrin, mini-
hepcidin or manipulation of hepcidin synthesis through
Tmprsss6, improves IE in murine thalassemia models and is
a promising novel approach in pre-clinical development. 
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AHSP: alpha hemoglobin stabilizing protein;
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GDF11: growth differentiation factor 11;
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Jak2: Janus kinase 2
LIC: liver iron content.
LPI: labile plasma iron;
MCV:mean cell volume;
NTBI: non-transferrin-bound iron;
NTDT: non-transfusion-dependent thalassemia;
PHT: pulmonary hypertension;
Pts:  patients;
QoL: Quality of Life;
RNAse: ribonuclease;
ROS: reactive oxygen species;
SCFAD: short chain fatty acid derivatives;
SMAD: small mothers against decapentaplegic
SPB: sodium phenylbutyrate;
Stat5: Signal transducer and activator of trancription 5
TDT:  transfusion-dependent thalassemia;
TGF-b: transforming growth factor beta;
TI:  thalassemia intermedia;
TM:  thalassemia major;
TWSG1: twisted gastrulation factor 1.

References
1. Weatherall DJ. Phenotype-genotype relationships in mono-

genic disease: lessons from the thalassaemias. Nat Rev Genet.
2001;2(4):245-55. 

2. Khandros E, Weiss MJ. Protein quality control during erythro-
poiesis and hemoglobin synthesis. Hematol Oncol Clin North
Am. 2010;24(6):1071-88. 

3. Wickramasinghe SN, Bush V. Observations on the ultrastruc-
ture of erythropoietic cells and reticulum cells in the bone mar-
row of patients with homozygous beta-thalassaemia. Br J
Haematol. 1975;30(4):395-9. 

4. Schrier SL. Pathophysiology of thalassemia. Curr Opin
Hematol. 2002;9(2):123-6. 

5. Ribeil JA, Arlet JB, Dussiot M, Moura IC, Courtois G,
Hermine O. Ineffective erythropoiesis in beta -thalassemia.
Scientific World Journal. 2013;2013:394295. 

6. Kihm AJ, Kong Y, Hong W, Russell JE, Rouda S, Adachi K,
et al. An abundant erythroid protein that stabilizes free alpha-
haemoglobin. Nature. 2002;417(6890):758-63. 

7. Arlet JB, Ribeil JA, Guillem F, Negre O, Hazoume A, Marcion
G, et al. HSP70 sequestration by free alpha-globin promotes
ineffective erythropoiesis in beta-thalassaemia. Nature.
2014;514(7521):242-6. 

8. Finch CA, Deubelbeiss K, Cook JD, Eschbach JW, Harker
LA, Funk DD, et al. Ferrokinetics in man. Medicine
(Baltimore). 1970;49(1):17-53. 

9. Melchiori L, Gardenghi S, Rivella S. beta-Thalassemia:
HiJAKing Ineffective Erythropoiesis and Iron Overload. Adv
Hematol. 2010;2010:938640. 

10. Gardenghi S, Rivella S. New insight on the management of
ineffective erythropoiesis and iron overload in β-thalassemia
and related hemoglobinopathies. EHA Education Program.
2012;6:331-8.

11. 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(4):398-
407. 

12. Paulson RF. Targeting a new regulator of erythropoiesis to
alleviate anemia. Nat Med. 2014;20(4):334-5. 

13. Tanno T, Porayette P, Sripichai O, Noh SJ, Byrnes C,
Bhupatiraju A, et al. Identification of TWSG1 as a second
novel erythroid regulator of hepcidin expression in murine and
human cells. Blood. 2009;114(1):181-6. 

14. Kautz L, Jung G, Valore EV, Rivella S, Nemeth E, Ganz T.
Identification of erythroferrone as an erythroid regulator of
iron metabolism. Nat Genet. 2014 Jun 1. [Epub ahead of print]

15. Elalfy MS, Adly AA, Ismail EA, Elhenawy YI, Elghamry IR.
Therapeutic superiority and safety of combined hydroxyurea
with recombinant human erythropoietin over hydroxyurea in
young beta-thalassemia intermedia patients. Eur J Haematol.
2013;91(6):522-33. 

16. Premawardhena A, Fisher CA, Olivieri NF, de Silva S,
Arambepola M, Perera W, et al. Haemoglobin E beta thalas-
saemia in Sri Lanka. Lancet. 2005;366(9495):1467-70. 

17. Fibach E, Rachmilewitz EA. Does erythropoietin have a role
in the treatment of beta-hemoglobinopathies? Hematol Oncol
Clin North Am. 2014;28(2):249-63. 

18. Fang J, Menon M, Kapelle W, Bogacheva O, Bogachev O,
Houde E, et al. EPO modulation of cell-cycle regulatory
genes, and cell division, in primary bone marrow erythrob-
lasts. Blood. 2007;110(7):2361-70. 

19. Liu Y, Pop R, Sadegh C, Brugnara C, Haase VH, Socolovsky
M. Suppression of Fas-FasL coexpression by erythropoietin
mediates erythroblast expansion during the erythropoietic
stress response in vivo. Blood. 2006;108(1):123-33. 

20. Ghezzi P, Brines M. Erythropoietin as an antiapoptotic, tissue-
protective cytokine. Cell Death Differ. 2004;11 Suppl 1:S37-
44. 

21. Amer J, Dana M, Fibach E. The antioxidant effect of erythro-
poietin on thalassemic blood cells. Anemia.
2010;2010:978710. 

22. Risso A, Fabbro D, Damante G, Antonutto G. Expression of
fetal hemoglobin in adult humans exposed to high altitude
hypoxia. Blood Cells Mol Dis. 2012;48(3):147-53. 

23. Bourantas K, Economou G, Georgiou J. Administration of
high doses of recombinant human erythropoietin to patients
with beta-thalassemia intermedia: a preliminary trial. Eur J
Haematol. 1997;58(1):22-5. 

24. Singer ST, Vichinsky EP, Sweeters N, Rachmilewitz E.
Darbepoetin alfa for the treatment of anaemia in alpha- or
beta- thalassaemia intermedia syndromes. Br J Haematol.
2011;154(2):281-4. 

| 318 | Hematology Education: the education program for the annual congress of the European Hematology Association | 2015; 9(1)

20th Congress of the European Hematology Association



25. Manor D, Fibach E, Goldfarb A, Rachmilewitz EA.
Erythropoietin activity in the serum of beta thalassemic
patients. Scand J Haematol. 1986;37(3):221-8. 

26. Olivieri NF, Freedman MH, Perrine SP, Dover GJ, Sheridan B,
Essentine DL, et al. Trial of recombinant human erythropoi-
etin: three patients with thalassemia intermedia. Blood.
1992;80(12):3258-60. 

27. Bourantas KL, Georgiou I, Seferiadis K. Fetal globin stimula-
tion during a short-term trial of erythropoietin in HbS/beta-
thalassemia patients. Acta Haematologica. 1994;92:79-82. 

28. Rachmilewitz EA, Aker M, Perry D, Dover G. Sustained
increase in haemoglobin and RBC following long-term
administration of recombinant human erythropoietin to
patients with homozygous beta-thalassaemia. Br J Haematol.
1995;90(2):341-5. 

29. Bourantas K, Makrydimas G, Georgiou J, Tsiara S, Lolis D.
Preliminary results with administration of recombinant human
erythropoietin in sickle cell/beta-thalassemia patients during
pregnancy. Eur J Haematol. 1996;56:326-8. 

30. Nisli G, Kavakli K, Vergin C, Oztop S, Cetingul N.
Recombinant human erythropoietin trial in thalassemia inter-
media. J Trop Pediatr. 1996;42(6):330-4. 

31. Bourantas K, Economou G, Georgiou J. Administration of
high doses of recombinant human erythropoietin to patients
with beta-thalassemia intermedia: a preliminary trial. Eur J
Haematol. 1997;58:22-5. 

32. Nisli G, Kavakli K, Aydinok Y, Oztop S, Cetingul N, Basak N.
Recombinant erythropoietin trial in children with transfusion-
dependent homozygous beta-thalassemia. Acta Haematol.
1997;98(4):199-203. 

33. Chaidos A, Makis A, Hatzimichael E, Tsiara S, Gouva M,
Tzouvara E, et al. Treatment of beta-thalassemia patients with
recombinant human erythropoietin: effect on transfusion
requirements and soluble adhesion molecules. Acta Haematol.
2004;111(4):189-95. 

34. Singer ST, Kuypers FA, Olivieri NF, Weatherall DJ, Mignacca
R, Coates TD, et al. Single and combination drug therapy for
fetal hemoglobin augmentation in hemoglobin E-beta 0-tha-
lassemia: Considerations for treatment. Ann N Y Acad Sci.
2005;1054:250-6. 

35. Rachmilewitz EA, Goldfarb A, Dover G. Administration of
erythropoietin to patients with beta-thalassemia intermedia: a
preliminary trial. Blood. 1991;78(4):1145-7. 

36. Gallo E, Massaro P, Miniero R, David D, Tarella C. The
importance of the genetic picture and globin synthesis in
determining the clinical and haematological features of thalas-
saemia intermedia. Br J Haematol. 1979;41(2):211-21. 

37. Perrine SP. Fetal globin induction—can it cure beta tha-
lassemia? Hematology Am Soc Hematol Educ Program.
2005:38-44. 

38. Musallam KM, Sankaran VG, Cappellini MD, Duca L,
Nathan DG, Taher AT. Fetal hemoglobin levels and morbidity
in untransfused patients with beta-thalassemia intermedia.
Blood. 2012;119(2):364-7.

39. Thein SL. The emerging role of fetal hemoglobin induction in
non-transfusion-dependent thalassemia. Blood Rev. 2012;26
Suppl 1:S35-9. 

40. Musallam KM, Taher AT, Cappellini MD, Sankaran VG.
Clinical experience with fetal hemoglobin induction therapy
in patients with beta-thalassemia. Blood. 2013;121(12):2199-
212; quiz 372. 

41. Loukopoulos D, Voskaridou E, Stamoulakatou A,
Papassotiriou Y, Kalotychou V, Loutradi A, et al. Hydroxyurea
therapy in thalassemia. Ann N Y Acad Sci. 1998;850:120-8. 

42. Koren A, Levin C, Dgany O, Kransnov T, Elhasid R, Zalman
L, et al. Response to hydroxyurea therapy in beta-thalassemia.
Am J Hematol. 2008;83(5):366-70. 

43. Dixit A, Chatterjee TC, Mishra P, Choudhry DR, Mahapatra
M, Tyagi S, et al. Hydroxyurea in thalassemia intermedia—a
promising therapy. Ann Hematol. 2005;84(7):441-6. 

44. Fucharoen S, Siritanaratkul N, Winichagoon P, Chowthaworn
J, Siriboon W, Muangsup W, et al. Hydroxyurea increases
hemoglobin F levels and improves the effectiveness of ery-
thropoiesis in beta-thalassemia/hemoglobin E disease. Blood.
1996;87(3):887-92. 

45. Hajjar FM, Pearson HA. Pharmacologic treatment of tha-
lassemia intermedia with hydroxyurea. J Pediatr. 1994;125
(3):490-2. 

46. Elalfy M, Wali Y, Tony S, Samir A, Adly  A. Comparison Of
Two Combination Iron Chelation Regimens, Deferiprone and
Deferasirox Versus Deferiprone and Deferoxamine, In
Pediatric Patients With β-Thalassemia Major. Blood.
2013;22:(Abstract)559.

47. Taher AT, Musallam KM, Karimi M, El-Beshlawy A, Belhoul

K, Daar S, et al. Overview on practices in thalassemia inter-
media management aiming for lowering complication rates
across a region of endemicity: the OPTIMAL CARE study.
Blood. 2010;115(10):1886-92. 

48. Bradai M, Pissard S, Abad MT, Dechartres A, Ribeil JA,
Landais P, et al. Decreased transfusion needs associated with
hydroxyurea therapy in Algerian patients with thalassemia
major or intermedia. Transfusion. 2007;47(10):1830-6.

49. Karimi M, Darzi H, Yavarian M. Hematologic and clinical
responses of thalassemia intermedia patients to hydroxyurea
during 6 years of therapy in Iran. J Pediatr Hematol Oncol.
2005;27(7):380-5. 

50. Lowrey CH, Nienhuis AW. Brief report: treatment with azaci-
tidine of patients with end-stage beta-thalassemia. N Engl J
Med. 1993;329(12):845-8. 

51. Olivieri NF, Saunthararajah Y, Thayalasuthan V, Kwiatkowski
J, Ware RE, Kuypers FA, et al. A pilot study of subcutaneous
decitabine in beta-thalassemia intermedia. Blood.
2011;118(10):2708-11. 

52. Perrine SP, Ginder GD, Faller DV, Dover GH, Ikuta T,
Witkowska HE, et al. A short-term trial of butyrate to stimulate
fetal-globin-gene expression in the beta-globin disorders. N
Engl J Med. 1993;328(2):81-6. 

53. Collins AF, Pearson HA, Giardina P, McDonagh KT, Brusilow
SW, Dover GJ. Oral sodium phenylbutyrate therapy in
homozygous beta thalassemia: a clinical trial. Blood.
1995;85(1):43-9. 

54. Fucharoen S, Inati A, Siritanaratku N, Thein SL, Wargin WC,
Koussa S, et al. A randomized phase I/II trial of HQK-1001, an
oral fetal globin gene inducer, in beta-thalassaemia intermedia
and HbE/beta-thalassaemia. Br J Haematol. 2013;161(4):587-
93. 

55. Villeval JL, Rouyer-Fessard P, Blumenfeld N, Henri A,
Vainchenker W, Beuzard Y. Retrovirus-mediated transfer of
the erythropoietin gene in hematopoietic cells improves the
erythrocyte phenotype in murine beta-thalassemia. Blood.
1994;84(3):928-33. 

56. Bohl D, Bosch A, Cardona A, Salvetti A, Heard JM.
Improvement of erythropoiesis in beta-thalassemic mice by
continuous erythropoietin delivery from muscle. Blood.
2000;95(9):2793-8. 

57. Payen E, Bettan M, Rouyer-Fessard P, Beuzard Y, Scherman
D. Improvement of mouse beta-thalassemia by electrotransfer
of erythropoietin cDNA. Exp Hematol. 2001;29(3):295-300. 

58. de Vasconcellos JF, Byrnes C, Lee YT, Kaushal M, Allwardt
JM, Rabel A, et al. Targeted Reduction of Let-7a miRNA
Increases Fetal Hemoglobin in Human Adult Erythroblasts.
Blood. 2014;124(21):451

59. Li B, Torres CM, Takezaki M, Neunert C, Kutlar A, Pace BS.
Micro RNA Profiling to Identify Regulator of Fetal
Hemoglobin Expression in Sickle Cell Disease. Blood.
2014;124(21):49. 

60. Breda L, Rupon JW, Motta I, Deng W, Blobel GA, Rivella S.
Comparing Strategies to Reactivate Fetal Globin Expression
for the Treatment of Beta-Globinopathies. Blood. 2014;124
(21):333. 

61. Brendel C, Guda S, Renella R, Du P, Bauer DE, Canver MC,
et al. Optimization of Bcl11a Knockdown By miRNA Scaffold
Embedded Shrnas Leading to Enhanced Induction of Fetal
Hemoglobin in Erythroid Cells for the Treatment of Beta-
Hemoglobinopathies. Blood. 2014;124(21):2150. 

62. Rivers A, Vaitkus K, Ruiz MA, Ibanez V, Kouznetsova T,
DeSimone J, et al. RN-1, a Potent and Selective LSD1
Inhibitor, Induces High Levels of Fetal Hemoglobin (HbF) in
Anemic Baboons (P. anubis). Blood. 2014;124(21):336.

63. Shearstone JR, Golonzhka O, Chonkar A, Jarpe M.
Pharmacological Inhibition of Histone Deacetylases 1 and 2
(HDAC1/2) Induces Fetal Hemoglobin (HbF) through
Activation of Gata2. Blood. 2015;124(21):335.

64. Krivega I, Byrnes C, de Vasconcellos JF, Lee YT, Kaushal M,
Dean A, et al. Inhibition of G9a Methyltransferase in Adult
Human Erythroblasts Stimulates Fetal Hemoglobin
Production By Facilitating Looping Between LCR and γ-
Globin Gene. Blood. 2014;124(21):332. 

65. Ruiz MA, Rivers A, Vaitkus K, Ibanez V, Molokie RE,
DeSimone J, et al. The Tet Dioxygenase Co-Factor Ascorbic
Acid Reduces DNA Methylation and Increases Expression of
the γ-Globin Gene and Acts in a Combinatorial Manner with
HbF-Inducing Drugs Targeting Repressive Epigenetic
Modifications. Blood. 2014;124(21):334.

66. Rivella S. The role of ineffective erythropoiesis in non-trans-
fusion-dependent thalassemia. Blood Rev. 2012;26 Suppl
1:S12-5. 

67. Verstovsek S,  JG, R Levy, V Gupta, J DiPersio, Catalano J, et

Hematology Education: the education program for the annual congress of the European Hematology Association | 2015; 9(1) | 319 |

Vienna, Austria, June 11-14, 2015



al. Results of comfort-i, a randomized, double-blind phase iii
trial of the jak1 and jak2 inhibitor ruxolitinib (INCB018424)
versus placebo for patients with myelofibrosis.
Haematologica. 2011;96:213-4;(Abstract)0505.

68. Sun CC, Vaja V, Babitt JL, Lin HY. Targeting the hepcidin-fer-
roportin axis to develop new treatment strategies for anemia of
chronic disease and anemia of inflammation. Am J Hematol.
2012;87(4):392-400. 

69. 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(11):1121-30. 

70. 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(7):766-70. 

71. Suragani RN, Cadena SM, Cawley SM, Sako D, Mitchell D,
Li R, et al. Transforming growth factor-beta superfamily lig-
and trap ACE-536 corrects anemia by promoting late-stage
erythropoiesis. Nat Med. 2014;20(4):408-14. 

72. Langdon JM, Barkataki S, Berger AE, Cheadle C, Xue QL,
Sung V, et al. RAP-011, an activin receptor ligand trap,
increases hemoglobin concentration in hepcidin transgenic
mice. Am J Hematol. 2015;90(1):8-14. 

73. 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(25):3864-72. 

74. 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 induction of red blood cells
and haemoglobin. Br J Haematol. 2014;165(6):870-82. 

75. Porter J, Cappellini M, Origa R. Interim Results From a Phase
2a, Open-Label, Dose-Finding Study to Determine the Safety,
Efficacy, and Tolerability of Sotatercept (ACE-011) in Adults
With Beta (β)-Thalassemia. . Haematologica 2013;99, S1:1-
786.

76. Piga A, Silverio Perrotta M, Angela Melpignano M, Caterina
Borgna-Pignatti M, Ersi Voskaridou M, Vincenzo Caruso M,
et al. ACE-536 Increases Hemoglobin and Decreases
Transfusion Burden and Serum Ferritin in Adults with Beta-
Thalassemia: Preliminary Results from a Phase 2 Study.
Blood. 2014;124:53. 

77. 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(2):177-82. 

78. Ginzburg Y, Rivella S. beta-thalassemia: a model for elucidat-
ing the dynamic regulation of ineffective erythropoiesis and
iron metabolism. Blood. 

2011;118(16):4321-30. 
79. Choesang T, Li H,  Dussiot M, Maciel T, Breda L, Santos DG,

et al. Exogenous apo-transferrin increases monoferric transfer-
rin, decreasing cytosolic iron uptake and heme and globin syn-
thesis in β-thalassemic mice. Blood. 2014;124:4037.

80. Huebers H, Josephson B, Huebers B, Csiba E, Finch C.
Uptake and release of iron from human transferrin. Proc Nat
Acad Sci USA. 1981;78:2572-6.

81. Sahlstedt L, von Bonsdorff L, Ebeling F, Ruutu T, Parkkinen
J. Effective binding of free iron by a single intravenous dose
of human apotransferrin in haematological stem cell transplant
patients. Br J Haematol. 2002;119(2):547-53. 

82. Parkkinen J, Sahlstedt L, von Bonsdorff L, Salo H, Ebeling F,
Ruutu T. Effect of repeated apotransferrin administrations on
serum iron parameters in patients undergoing myeloablative
conditioning and allogeneic stem cell transplantation. Br J
Haematol. 2006;135(2):228-34. 

83. Fung E, Nemeth E. Manipulation of the hepcidin pathway for
therapeutic purposes. Haematologica. 2013;98(11):1667-76. 

84. Zhen AW, Nguyen NH, Gibert Y, Motola S, Buckett P,
Wessling-Resnick M, et al. The small molecule, genistein,
increases hepcidin expression in human hepatocytes.
Hepatology. 2013;58(4):1315-25. 

85. Tang Y, Li Y, Yu H, Gao C, Liu L, Chen S, et al. Quercetin pre-
vents ethanol-induced iron overload by regulating hepcidin
through the BMP6/SMAD4 signaling pathway. J Nutr
Biochem. 2014;25(6):675-82. 

86. Ikeda Y, Tajima S, Izawa-Ishizawa Y, Kihira Y, Ishizawa K,
Tomita S, et al. Estrogen regulates hepcidin expression via
GPR30-BMP6-dependent signaling in hepatocytes. PLoS
One. 2012;7(7):e40465. 

87. Smith CL, Arvedson TL, Cooke KS, Dickmann LJ, Forte C, Li
H, et al. IL-22 regulates iron availability in vivo through the
induction of hepcidin. J Immunol. 2013;191(4):1845-55. 

88. Ichiki K, Ikuta K, Addo L, Tanaka H, Sasaki Y, Shimonaka Y,
et al. Upregulation of iron regulatory hormone hepcidin by
interferon alpha. J Gastroenterol Hepatol. 2014;29(2):387-94. 

89. Kishino Y, Tanaka Y, Ikeda T, Yamamoto K, Ogawa H, Iwatani
Y, et al. Ezetimibe increases hepatic iron levels in mice fed a
high-fat diet. J Pharmacol Exp Ther. 2013;345(3):483-91. 

90. Aigner E, Felder TK, Oberkofler H, Hahne P, Auer S, Soyal S,
et al. Glucose acts as a regulator of serum iron by increasing
serum hepcidin concentrations. Journal of nutritional bio-
chemistry. 2013;24:112-7. 

91. 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(4):1531-41. 

92. 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 amelio-
rates anemia and iron overload in murine beta-thalassemia
intermedia. Blood. 2013;121(7):1200-8. 

93. Ruchala P, Nemeth E. The pathophysiology and pharmacolo-
gy of hepcidin. Trends Pharmacol Sci. 2014;35(3):155-61. 

94. Shalev O, Repka T, Goldfarb A, Grinberg L, Abrahamov A,
Olivieri NF, et al. Deferiprone (L1) chelates pathologic iron
deposits from membranes of intact thalassemic and sickle red
blood cells both in vitro and in vivo. Blood. 1995;86(5):2008-
13. 

95. Browne PV, Shalev O, Kuypers FA, Brugnara C, Solovey A,
Mohandas N, et al. Removal of erythrocyte membrane iron in
vivo ameliorates the pathobiology of murine thalassemia. J
Clin Invest. 1997;100(6):1459-64. 

96. Porter JB, Hoyes KP, Abeysinghe RD, Brooks PN, Huehns
ER, Hider RC. Comparison of the subacute toxicity and effi-
cacy of 3-hydroxypyridin-4-one iron chelators in overloaded
and nonoverloaded mice. Blood. 1991;78(10):2727-34. 

97. de Franceschi L, Shalev O, Piga A, Collell M, Olivieri O,
Corrocher R, et al. Deferiprone therapy in homozygous human
beta-thalassemia removes erythrocyte membrane free iron and
reduces KCl cotransport activity. J Lab Clin Med. 1999;
133(1):64-9. 

98. Pootrakul P, Sirankapracha P, Sankote J, Kachintorn U,
Maungsub W, Sriphen K, et al. Clinical trial of deferiprone
iron chelation therapy in beta-thalassaemia/haemoglobin E
patients in Thailand. Br J Haematol. 2003;122(2):305-10. 

99. Pootrakul P, Breuer W, Sametband M, Sirankapracha P,
Hershko C, Cabantchik ZI. Labile plasma iron (LPI) as an
indicator of chelatable plasma redox activity in iron-over-
loaded beta-thalassemia/HbE patients treated with an oral
chelator. Blood. 2004;104(5):1504-10. 

100. Taher AT, Porter J, Viprakasit V, Kattamis A, Chuncharunee S,
Sutcharitchan P, et al. Deferasirox reduces iron overload sig-
nificantly in nontransfusion-dependent thalassemia: 1-year
results from a prospective, randomized, double-blind, place-
bo-controlled study. Blood. 2012;120(5):970-7. 

101. Casu C, Aghajan M, Oikonomidau R, Guo S, Monia BP,
Rivella S. Combination of Tmprss6-ASO and the Iron
Chelator Deferiprone Improves Erythropoiesis and Reduces
Iron Overload in a Mouse Model of Beta-Thalassemia. Blood.
2014;124(21):4024. 

102. Casu C, Oikonomidau R, Shah Y, et al. Concurrent Treatment
with Minhepcidin and Deferiprone Improves Anemia and
Enhances Reduction of Spleen Iron in a Mouse Model of Non-
Transfusion Dependent Thalassemia. Blood. 2014;124
(21):748. 

| 320 | Hematology Education: the education program for the annual congress of the European Hematology Association | 2015; 9(1)

20th Congress of the European Hematology Association




