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Abstract: Myelodysplastic neoplasms (MDS) are a heterogenous group of clonal hematologic disorders
characterized by morphologic dysplasia, ineffective hematopoiesis, and cytopenia. In the past year, the
classification of MDS has been updated in the 5th edition of the World Health Organization (WHO)
Classification of Haematolymphoid Tumours and the International Consensus Classification (ICC) of
Myeloid Neoplasms and Acute Leukemia with incorporation of morphologic, clinical, and genomic data.
Furthermore, the more comprehensive International Prognostic Scoring System-Molecular (IPSS-M)
allows for improved risk stratification and prognostication. These three developments allow for more
tailored therapeutic decision-making in view of the expanding treatment options in MDS. For patients
with lower risk MDS, treatment is aimed at improving cytopenias, usually anemia. The recent ap-
proval of luspatercept and decitabine/cedazuridine have added on to the current armamentarium of
erythropoietic stimulating agents and lenalidomide (for MDS with isolated deletion 5q). Several newer
agents are being evaluated in phase 3 clinical trials for this group of patients, such as imetelstat and oral
azacitidine. This review provides a summary of the classification systems, the prognostic scores and
clinical management of patients with lower risk MDS.

Keywords: myelodysplastic neoplasm; prognostic scoring system; lenalidomide; luspatercept;
antithymocyte globulin; hypomethylating agent; imetelstat

1. Introduction

Myelodysplastic neoplasms (MDS) are a heterogenous group of clonal hematologic
disorders characterized by morphologic dysplasia, ineffective hematopoiesis, and cytope-
nias. With recent updates to classification and prognostic systems, alongside improvements
in treatment, therapeutic strategies will become more personalized in the coming years.
We review the recent changes to the classification systems, prognostic scores, and discuss
the expanding therapeutic armamentarium for treating adult patients with lower-risk (LR)
MDS as defined by IPSS low and intermediate-1-risk and revised IPSS (IPSS-R) very low,
low and intermediate-risk (≤3.5) categories.

2. Classifications

Two updated classifications of myeloid malignancies were introduced in 2022: (a) the
5th edition of the World Health Organization classification (WHO 2022) and (b) the Inter-
national Consensus Classification (ICC 2022). Both continue to expand the disease types
that are genetically defined (Table 1) [1–3]. The classifications attempt to further refine
and subtype this heterogeneous disease. WHO 2022 introduced the term myelodysplas-
tic neoplasm (abbreviated MDS) to replace myelodysplastic syndrome, to emphasize the
neoplastic nature of the disease [1,2]. MDS entities are grouped into those having defining
genetic abnormalities and those that are morphologically defined, allowing utilization of
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more comprehensive risk stratification schemes, such as the Revised International Prog-
nostic Scoring System (IPSS-R), for improved prognostication. A consistent definition of
cytopenia is used in both MDS and clonal cytopenia of undetermined significance (CCUS)
and the threshold for dysplasia is maintained at 10%. Unlike in the WHO 2016 classification,
WHO 2022 does not recognize certain cytogenetic abnormalities being MDS-defining, in
the absence of morphologic dysplasia [4–6]. The distinction between single lineage (SLD)
and multi-lineage dysplasia (MLD) is now considered optional. Hypoplastic MDS (MDS-h)
is recognized as a new distinct subtype. The term MDS-excess blasts (MDS-EB) has been
replaced by MDS-increased blasts (MDS-IB) compared to MDS-low blasts (<5% blasts;
MDS-LB) for better clarification, while maintaining the long-standing cutoff of 10% to
distinguish MDS-IB1 and MDS-IB2. This differs from ICC 2022 where MDS-EB2 has been
changed to MDS/acute myeloid leukemia (AML) with 10–19% blasts. WHO 2022 softens
the boundaries between MDS and AML, but the 20% blast cut-off is retained. WHO 2022 is
concerned that (a) lowering the blast cut-off is arbitrary and does not reflect the biologic
continuity in myeloid pathogenesis; (b) blast enumeration is subjective and prone to sam-
pling variations/error; (c) no gold standard exists for blast enumeration; and (d) there is a
risk of overtreatment if the blast count is lowered. However, there is broad agreement that
MDS-IB2 may be regarded as AML-equivalent for therapeutic consideration and clinical
trial design.

ICC 2022 also maintains the threshold of dysplasia at 10%, with a higher threshold
being warranted when dysmegakaryopoeisis, other than micromegakaryocytes, are in-
cluded [3]. Similar to WHO 2022, the definition of cytopenia is consistent in MDS and CCUS.
ICC 2022 recognizes the following MDS-defining cytogenetic abnormalities, irrespective
of dysplasia, in the context of persistent cytopenia: del(5q), multi-hit TP53 mutation, and
−7/del(7q) and complex karyotype (>3 unrelated clonal chromosomal abnormalities in
the absence of other class-defining recurring genetic abnormalities), which are classified
as MDS with del(5q), MDS with mutated TP53, or MDS, not otherwise specified (MDS,
NOS), respectively. In the absence of clonality, the diagnosis of MDS requires the presence
of qualifying dysplasia and persistent cytopenia.

Both WHO 2022 and ICC 2022 recognize 3 subtypes with MDS-defining genetic
abnormalities:

(a) MDS with del(5q), whose definition has not changed, but thrombocytosis (platelet >
450 × 109/L) is permitted.

(b) MDS-SF3B1 is a distinct disease that includes >90% of MDS cases with ≥5% ring
sideroblasts (RS). WHO 2022 includes cases with SF3B1 wildtype and RS > 15% in this
category to allow inclusion of driver mutations in other RNA splicing components. Patients
with low blasts and ≥15% RS without SF3B1 mutation account for 3–4% of all MDS cases.
In contrast, ICC 2022 excludes cases without SF3B1 mutation in this category as SF3B1-
unmutated MDS-RS cases have clinical features and outcomes similar to MDS with SLD or
MLD and are now classified as MDS, NOS, irrespective of the number of RS.

(c) MDS with biallelic (or multihit) TP53 alterations (MDS-biTP53) consists of cases
with >2 mutations of TP53 or a TP53 mutation with concurrent TP53 copy loss or copy
neutral loss of heterozygosity (e.g., deletion of the other allele on chromosome 17p). TP53
alterations are biallelic in about two-thirds of MDS cases with TP53 alterations. Over 90%
of MDS-biTP53 have complex cytogenetics and regarded as very high risk. Some data
suggests that MDS-biTP53 may be regarded as an AML-equivalent [7,8].



Curr. Oncol. 2023, 30 6179

Table 1. Changes in MDS (Myelodysplastic Neoplasms) Classification.

WHO 2016 (4th ed) WHO 2022 (5th ed) ICC 2022

MDS with single lineage dysplasia (MDS-SLD)

MDS with defining genetic abnormalities
MDS with low blasts & isolated 5q deletion (MDS-5q)
MDS with low blasts & SF3B1 mutation (MDS-SF3B1) a

MDS with biallelic TP53 inactivation (MDS-biTP53)

MDS with mutated SF3B1

MDS with multilineage dysplasia (MDS-MLD) MDS with del(5q)

MDS with ring sideroblasts (MDS-RS)
MDS-RS-SLD
MDS-RS-MLD

MDS with mutated TP53

MDS with isolated del(5q)

MDS, not otherwise specified (MDS, NOS)
MDS, NOS without dysplasia
MDS, NOS with single lineage dysplasia
MDS, NOS with multilineage dysplasia

MDS with excess blasts (MDS-EB)
MDS-EB-1
MDS-EB-2

MDS, morphologically defined
MDS with low blasts (MDS-LB)
MDS, hypoplastic (MDS-h)
MDS with increased blasts (MDS-IB)

MDS-IB1
MDS-IB2
MDS with fibrosis (MDS-f)

MDS with excess blasts

MDS, unclassifiable (MDS-U)

MDS/AML b

MDS/AML with mutated TP53
MDS/AML with myelodysplasia-related gene mutations
MDS/AML with myelodysplasia-related
cytogenetic abnormalities
MDS/AML, NOS

ICC—International Consensus Classification; WHO—World Health Organization. a Detection of ≥15% ring sideroblasts may substitute for SF3B1 mutation (in cases with wildtype
SF3B1 and >15% ring sideroblasts). Acceptable related terminology: MDS with low blasts and ring sideroblasts; b the previous category of MDS-EB2 with >10% blasts is changed to
MDS/AML, defined as a cytopenic myeloid neoplasm and 10% to 19% blasts in the blood or BM.
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3. Risk Assessment

MDS subtypes exhibit different rates of leukemia transformation and overall sur-
vival (OS). Prognostic scores are essential tools to predict risk of progression to AML and
long-term outcomes (Table 2). Treatment decisions are largely guided by these prognostic
risk scores. The IPSS was the first important standard used in determining prognosis for
untreated patients with MDS [9]. In 2012, the IPSS-R demonstrated improved predictive
power by refining marrow blast categories and depth of the cytopenias and allocated more
weight to cytogenetic abnormalities [10]. However, both the IPSS and IPSS-R were devel-
oped using the French-American-British (FAB) classification, which utilized morphology
and immunohistochemistry to define disease sub-types, and using data from treatment-
naïve patients. Both scores do not include patients with therapy-related and secondary
MDS or other genetic changes which affect outcome. These limitations may contribute, in
part, to the large heterogeneity in outcomes observed within the IPSS-R intermediate-risk
category [11,12]. Furthermore, both are not dynamic scoring systems.

Table 2. Comparison of MDS Prognostic Scoring Systems.

IPSS
(Greenberg 1997) [9]

IPSS-R
(Greenberg 2012) [10]

IPSS-M
(Bernard 2022) [13]

Includes CMML Yes a

(if WBC ≤ 12 × 109/L)
Yes b

(if WBC ≤ 12 × 109/L)
Yes c

(if WBC < 13 × 109/L)

Includes secondary/
therapy-related MDS No No Yes d

Includes previously
treated patients No No Yes

Sensitivity to degree
of cytopenias Limited Anemia, thrombocytopenia

& neutropenia Anemia & thrombocytopenia e

Range of karyotypes 3 categories 5 categories 5 categories

Marrow blasts <30% a <30% b <20%

Includes gene mutations No No Yes (31)

Number of prognostic variables 3 5 5 f

Number of risk groups 4 5 4
a Including 15% CMML and 8% FAB RAEB-T (AML with 20–30% blasts by WHO classification); b Including 9%
CMML and 6% FAB RAEB-T (AML with 20–30% blasts by WHO classification); c Including 9.5% CMML and 3%
MDS/MPN-RS-T and MDS/MPN-U; d 8% were secondary/therapy-related; e ANC had a small weight in the IPSS-R
model but was not independently prognostic in the IPSS-M model; f the 31 genes are counted as one variable.

The recently published Molecular IPSS (IPSS-M) was developed using the WHO
classification and incorporated hematologic parameters, the IPSS-R cytogenetic risk groups,
as well as 31 somatic gene mutations [13]. In the discovery cohort, 3% of patients had
DDX41 mutations, of which 87% likely had a germline variant, and 30% received treatment
(62% hypomethylating agents [HMAs]; 7% intensive chemotherapy; 20% lenalidomide;
30% hematopoietic stem cell transplantation [HCT]). Of the genetic mutations included,
multihit TP53, FLT3-ITD and FLT3-TKD, and MLL partial tandem duplication (PTD) were
the top predictors of adverse outcome. In contrast, SF3B1 mutations were associated with
favorable outcomes, but this was modulated by patterns of co-mutations. The IPSS-M
demonstrated improved prognostic accuracy for OS, leukemia free survival (LFS) and AML
transformation. The IPSS-M re-stratified 46% of patients in the IPSS-R categories (74%
were upstaged and 26% were downstaged). It is applicable for patients with secondary or
therapy-related MDS. Additionally, calculation of the IPSS-M allows for missing values
with IPSS-M scores generated under the best, average and worst scenarios. Hence, if a
significant number of values are missing, there can be a wide range in assigned risk groups
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and outcomes. Most studies have used the IPSS and IPSS-R to risk stratify MDS patients
for inclusion. The IPSS-M is currently undergoing validation.

4. Myeloid Malignancies with Germline Predisposition

Myeloid neoplasms with germline predisposition were first recognized as an en-
tity in the WHO 2016 classification [4] and is retained in both WHO 2022 and ICC 2022
(Table 3) [1,3]. Both classifications recognize that there are other germline variants that
predispose individuals to hematologic malignancies (such as CHEK2, Nijmegen breakage
syndrome, and CSF3R) that are not included in the current subcategories [1,3,14]. In individ-
uals with genetic conditions associated with an increased risk of hematologic malignancies,
myeloid neoplasms with identified germline predispositions can occur. The frequency
of pathogenic/likely pathogenic (P/LP) germline variants in MDS patients diagnosed at
age < 40 years is 15–20% [15,16]. In MDS patients of all ages treated with allogeneic HCT,
P/LP germline variants were found in 7% [17].

Table 3. Myeloid neoplasms with germline predispositions.

Syndrome Name Gene Inheritance Age of Onset Predisposition to Other Cancers

Myeloid neoplasms with germline predisposition without a preexisting platelet disorder or organ dysfunction

Germline predisposition due to CEBPA
P/LP variants CEBPA AD Wide range Not yet described

Germline predisposition due to DDX41
P/LP variants DDX41 AD Adult > childhood Likely

Li-Fraumeni syndrome TP53 AD Wide age range Yes

Myeloid neoplasms with germline predisposition and preexisting platelet disorders

Germline predisposition due to RUNX1
P/LP variants RUNX1 AD Wide age range Myeloid malignancies > T-ALL > B cell

malignancies

Germline predisposition due to
ANKRD26 P/LP variants ANKRD26 AD Adult > childhood Not yet described

Germline predisposition due to ETV6
P/LP variants ETV6 AD Wide age range ALL > myeloid malignancies

Myeloid neoplasms with germline predisposition and potential organ dysfunction

Germline predisposition due to GATA2
P/LP variants GATA2 AD Adolescents & young

adults Yes

Bone marrow failure syndromes:

Severe congenital neutropenia
ELANE, G6PC3GFI1,

HAX1, JAGN,
TCRG1, VPS45A

AD, AR Adolescents & young
adults Not yet described

Shwachman-Diamond syndrome
SBDS (>90%),

DNAJC21, EFL1,
SRP54

AR Childhood > adult Not yet described

Fanconi anemia FANC A-W AR Childhood > adult Yes

Telomere biology disorders/short
telomere syndromes

ACD, CTC1, DKC1,
MDM4, RTEL1,

TERC, TERT, TINF2,
NHP2, NOP10,
NPM1, PARN,

WRAP53, RPA1,
Apollo

AD, AR, and
X-linked Wide age range Yes

RASopathies:

CBL syndrome CBL AD Early childhood Not yet described

Noonan syndrome PTPN11, NRAS,
KRAS AD Early childhood ALL, AML, various nonhematologic

cancers

Neurofibromatosis type 1 NF1 AD Childhood > adult Yes

Down syndrome Trisomy 21 - - AML > ALL

Germline predisposition due to SAMD9
P/LP variants SAMD9 AD Childhood > adult Not yet described

Germline predisposition due to
SAMD9L P/LP variants SAMD9L AD Childhood > adult Not yet described

Bloom syndrome BLM AR Childhood > adult Yes

Modified from Döhner et al. [14]. Copyright permission obtained from Elsevier. AD—autosomal dominant;
ALL—acute lymphoblastic leukemia; AR—autosomal recessive; P/LP—pathogenic/likely pathogenic.
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With the more widespread use of next generation sequencing (NGS), there is an
increasing awareness that individuals may harbor a pathogenic germline mutation that
predisposed them to the hematologic malignancy. Accurate identification of patients
with germline predisposition disorder is important as it affects management (donor se-
lection for allogeneic HCT, choice of conditioning regimen, and use of post-transplant
cyclophosphamide), genetic counseling and surveillance for the affected individual and
their family [18,19].

Universal germline predisposition testing in patients with myeloid neoplasms, regard-
less of age, is currently not standard of care. Guidelines focus on early identification of
younger patients with myeloid neoplasms through personal and family history screening
questions, as well as the identification of variants with germline potential on NGS gene
panels [18–21]. There are limitations to testing only patients diagnosed with a myeloid
neoplasm before the age of 40 or 50 years and/or with a strong personal or family history,
as patients may be unaware of their family history and there can be a wide variation in the
age of disease onset due to variable penetrance of the germline mutation (e.g., patho-genic
DDX41 variants). Furthermore, although somatic NGS panels can detect gene variants that
are suspicious for germline alterations, the genes being evaluated in institutional and/or
commercial panels may not include all the genes or gene regions involved in germline
predisposition disorders, copy number variants are not routinely tested, and there may be
technical difficulties, such as with read depth [18,19].

5. Therapeutic Options

Treatment of LR MDS focuses on improving cytopenias to prevent complications
and maintain quality of life (QoL). In patients with untreated LR MDS, death has been at-
tributed to infections (38%), transformation to AML (15%) and bleeding (13%) [22]. Isolated
neutropenia or thrombocytopenia is uncommon and is more commonly observed in more
than one lineage [23–25]. Neutropenia is seen in nearly 50% of newly diagnosed patients
with MDS, including 15–20% of LR MDS patients. In terms of the use of prophylactic gran-
ulocyte colony-stimulating factor (G-CSF), a Cochrane systematic review demonstrated
a substantial lack of data for the prevention of infections, prolongation of survival and
improvement in QoL [26]. However, G-CSF has been used transiently in patients with <5%
marrow blasts who have significant infections.

The prevalence of thrombocytopenia in MDS patients ranges from 40% to 65% with
severe thrombocytopenia (<20 × 109/L) occurring in <20% of patients [25]. In patients
with untreated LR MDS, 51% and 12% of patients had platelet counts <100 × 109/L and
<20 × 109/L, respectively, compared with 77% and 29%, respectively, in those with HR
MDS. Two thrombopoietin (TPO) receptor agonists (i.e., romiplostim and eltrombopag)
have been evaluated in MDS patients. Romiplostim was evaluated in randomized, placebo-
controlled, phase 2 study in patients with LR MDS and thrombocytopenia [27,28]. Although
romiplostim did not reduce the incidence of clinically significant bleeding events (p = 0.13),
protocol-defined platelet transfusions were significantly reduced (p < 0.0001) and platelet
responses were also higher in the romiplostim arm (36.5% vs. 3.6%, p < 0.001). The
study was terminated because of concerns that the transient increases in peripheral blasts
observed with romiplostim put patients at risk for progression to AML. Five-year follow-
up for transformation to AML and death did not differ between the 2 groups [29]. A
subsequent trial of romiplostim in LR MDS with <5% marrow blasts demonstrated a
hematologic improvement-platelet response (HI-P) rate of 42% with a median response
duration of 48.5 weeks [30]. Predictors of response were SRSF2 mutation status and base-
line hemoglobin levels, but not endogenous TPO levels or platelet transfusion history.

Eltrombopag has also been assessed in a randomized, placebo-controlled, single
blinded study in patients with LR MDS and thrombocytopenia [28]. Higher platelet
responses (42.3% vs. 11.1%, p < 0.001) and decreased bleeding events (19.8% vs. 31.5%,
p = 0.0002) were observed in the eltrombopag arm compared to placebo. There was no
difference in AML transformation between the 2 groups (9% vs. 7%, p = 0.729). Both agents
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are approved in the United States (US), Canada and Europe for the treatment of chronic
immune thrombocytopenia and in the case of eltrombopag, for severe aplastic anemia, but
they are not approved for the treatment of thrombocytopenia in patients with LR MDS.
However, both romiplostim and eltrombopag have been used off label to increase platelet
counts and decrease bleeding events in patients with LR MDS with <5% blasts.

Anemia is the most common cytopenia in MDS patients, with >80% of patients being
anemic at diagnosis [23,31,32]. Red blood cell (RBC) transfusions are the cornerstone of
best supportive care (BSC). However, it is associated with iron overload which can affect
organ function [33–35], transfusion reactions, and decrease in QoL, thus warranting the use
of other therapeutic options (as discussed below). The medications for MDS patients have
been approved based on studies defining LR MDS as IPSS low and intermediate-1 risk
and/or IPSS-R very low, low and intermediate-risk (with some studies including IPSS-R
scores of 4 to 4.5) (Table 4; Figure 1).

Table 4. Drug approvals for Lower-risk MDS.

Drug Indication Regulatory Status Reference

Azacitidine (AZA)

for the treatment of patients with the following [FAB] MDS
subtypes: refractory anemia or refractory anemia with ring
sideroblasts (if accompanied by neutropenia or
thrombocytopenia and requiring transfusions), refractory
anemia with excess blasts, refractory anemia with excess blasts
in transformation, and chronic myelomonocytic leukemia
(CMML)

FDA (2004)
Silverman 2002;
Kornblith 2002;
Silverman 2006
[36–38]

for the treatment of adult patients with (a) IPSS Intermediate-2
and High-risk MDS and (b) AML with 20–30% blasts and
multi-lineage dysplasia, according to the WHO classification a,b

FDA (expanded
2008); EMA (2008);
HC (2009)

Fenaux 2009 [39]

Lenalidomide (LEN)
for the treatment of transfusion-dependent anemia in patients
with IPSS Low or Intermediate-1 risk MDS with chromosome 5q
deletion c

FDA (Sub-part H
2005); EMA (2013);
HC (2008)

Fenaux 2011 [40]

Deferasirox (DFX)
for use in treating chronic iron overload due to transfusional
hemosiderosis in patients ≥ 2 years of age

FDA (2005); EMA
(2006) Shashaty 2006;

Cappellini 2006;
Cappellini 2011
[41–43]

for the management of chronic iron overload in patients with
transfusion-dependent anemias aged ≥6 years and in patients
aged 2 to 5 who cannot be adequately treated with deferoxamine

HC (2006)

Decitabine (DEC)

for the treatment of adult patients with de novo or secondary
MDS, untreated or previously treated with chemotherapy,
including the following: (a) IPSS Intermediate-1, intermediate-2
and high-risk International Prognostic Scoring System (IPSS)
groups and (b) all French-American-British (FAB) subtypes
(refractory anemia, refractory anemia with ringed sideroblasts,
refractory anemia with excess blasts, refractory anemia with
excess blasts in transformation, and CMML) a

FDA (2006); HC
(2019)

Kantarjian 2006
[44]

Decitabine/cedazuridine
(DEC-C)

for the treatment of adult patients with de novo or secondary
MDS, untreated or previously treated with chemotherapy,
including the following: (a) IPSS Intermediate-1, intermediate-2
and high-risk International Prognostic Scoring System (IPSS)
groups and (b) all French-American-British (FAB) subtypes
(refractory anemia, refractory anemia with ringed sideroblasts,
refractory anemia with excess blasts, and CMML)

FDA (2020); HC
(2020)

Garcia-Manero
2019; Savona
2021 [45,46]

Luspatercept
for the treatment of anemia failing an ESA and requiring ≥2
RBC units over 8 weeks in adult patients with [IPSS-R] very low-
to intermediate-risk MDS with ring sideroblasts (MDS-RS) d

FDA (2020); EMA
(2020); HC (2021) Fenaux 2020 [47]

EMA—European Medicine Agencies; FDA—US Food and Drug Administration; HC—Health Canada. a HC
approval only if patients are not considered candidates for HCT; b EMA approval only if patients are not
considered candidates for HCT; c EMA approval only when other therapeutic options are insufficient or inadequate;
d FDA approval also for patients with myelodysplastic/myeloproliferative neo-plasm with ring sideroblasts and
thrombocytosis (MDS/MPN-RS-T).
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Figure 1. Drug Approval Timelines.

5.1. Iron Chelation

Deferasirox was approved for the treatment of chronic iron overload in patients with
transfusion-dependent anemias based on data from clinical trials in patients with anemia
due to a variety of disorders, including thalassemia and sickle cell disease [41–43]. The
phase 2 TELESTO trial evaluated iron chelation using deferasirox in LR MDS patients with
serum ferritin > 1000 ng/mL and transfusion history of 15 to 75 RBC units. It demonstrated
a 36.4% risk reduction in event-free survival (EFS; defined by nonfatal events such as
worsening cardiac function, hospitalization for congestive heart failure, liver impairment,
cirrhosis, and transformation to AML or death). There was no effect on hemoglobin level,
transfusion requirements or OS (although the median follow-up was only 2.4 years and
the study was not powered to detect differences in OS) [48]. Study accrual was very slow,
mainly as a result of deferasirox being approved and considered standard of care in some
countries, and the study was changed from a phase 3 to a phase 2 study with the objective
being altered from demonstrating superiority of iron chelation therapy (ICT) over placebo
to evaluating clinical benefit (thus, allowing for a reduction in sample size).

Most guidelines, including those of the Canadian Consortium on MDS, recommend
considering iron chelation for transfusion-dependent LR MDS patients with a serum
ferritin > 1000 ng/mL, transfusion requirements approaching >20 units of RBCs and a life
expectancy of >1–2 years or who are candidates for HCT [20,49].

5.2. Erythropoiesis Stimulating Agents

Erythropoiesis stimulating agents (ESA) decrease transfusion dependency and im-
prove QoL, without increasing OS. Recombinant erythropoietin (EPO) and darbepoetin
(DARBO) are the first-line agents used for treating anemia in LR MDS patients who have
serum EPO (sEPO) levels ≤ 500 U/L. DARBO has a longer half-life due to its increased
salicylate carbohydrate content. The overall response rate (ORR) to ESAs is 20–40% with
most responses occurring within 3 months of treatment and response durations of 17
to 24 months [50]. Using the validated Nordic scoring system, patients with a sEPO
level < 100 U/L and requiring <2 units of RBC per month, had a 74% probability of re-
sponding to ESAs [51].

Despite the widespread use of ESAs, phase 3 placebo-controlled trials have only
recently been performed [52,53]. In the phase 3 study of EPO in ESA-naïve LR MDS
patients with a low transfusion burden (TB), the response rate was higher in the EPO arm
compared to placebo (31.8% vs. 4.4%, p < 0.001); all responders had sEPO < 200 U/L [52].
Although the HI-erythroid response (HI-E) was higher in the DARBO arm compared with
placebo (14.7% vs. 0%, p = 0.016) [53], it was lower than that observed with EPO. The reason
for the lower response rate with DARBO was attributed to administration every 3-weeks
instead of every 2-weeks. Hence, European Medicines Agency (EMA) approved EPO, but
not DARBO, for the treatment of anemia due to MDS in patients with a sEPO < 200 U/L. In
the US and most provinces in Canada, approval of ESAs was for the management of chronic
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anemia, and not specifically for anemia due to MDS. In patients who have never had or
have lost a response to single agent ESA, the addition of G-CSF may rescue responses
in up to 20% of cases, particularly in the presence of RS, without an increased risk of
transformation to AML [54–56]. However, the dose/schedule of EPO administered in these
studies differs from that used in current practice. For EPO, the study used an initial dose of
450 IU/kg (up to 40,000 IU total dose) with a provision to increase at week 8 to 1050 IU/kg
(up to 80,000 IU total dose). In clinical practice, a starting weekly dose of a 40,000 IU is
commonly used, increasing to a maximum of 80,000 IU depending on response [52]. For
DARBO, the study used an every 3-weeks dosing, escalating to every 2 weeks at week 31.
In clinical practice, dose escalation occurs in shorter intervals [53].

5.3. Lenalidomide

The improper regulation of the immune system is a significant factor in the devel-
opment of MDS, leading to a failure in the production of healthy blood cells and con-
tributing to the progression of the disease. [57,58]. The phase 2 MDS-003 study evaluated
lenalidomide (LEN) in RBC transfusion-dependent LR MDS patients with del(5q) [59]. The
response rate was 76% with 67% of patients achieving RBC transfusion independence (TI).
Median time to response was 4.6 weeks and median duration of response was 2.2 years.
Grade > 3 neutropenia and/or thrombocytopenia were manageable. The Food and Drug
Administration (FDA) subsequently approved LEN for del(5q) LR MDS in 2005, followed
by approval in Canada and Europe based on the confirmatory phase 3 study [40,60]. In the
phase 3 study, patients were permitted to cross-over to LEN (5 mg or 10 mg) after 16 weeks.
More patients who received LEN achieved RBC TI ≥ 26 weeks compared with placebo
(42.6–56.1% vs. 5.9%, both p < 0.001). There was no difference in AML progression or OS;
however, RBC TI ≥ 8 weeks was associated with prolonged OS and a trend toward reduced
relative risk of AML progression [60]. Patients with del(5q) LR MDS who have received
LEN and have evolution of pre-existing or emerging subclones with TP53 mutations are
less sensitive to LEN and have a higher rate of disease progression, possibly due to the
selective outgrowth of the TP53 mutated stem progenitor cells [61–64].

Preliminary results of a placebo-controlled, phase 3 study (Sintra-REV) evaluating LEN
in non-transfusion-dependent, del(5q) LR MDS have been reported [65]. TP53 mutations
were present in 17.2% and 27.8% of the LEN and placebo patients, respectively (p = 0.48).
Early treatment with low dose (5 mg) LEN significantly prolonged the time to transfusion
dependency (66.3 months vs. 11.6 months, p = 0.021) with improved HI-E (70% vs. 0%,
p < 0.001) and cytogenetic responses (87.5% vs. 0%, p < 0.001) compared with placebo.
After a 60-month follow-up, transfusion benefit was clear however, there was no difference
in AML progression or OS.

LEN has also been evaluated in RBC transfusion-dependent, non-del(5q) LR MDS
patients in the placebo-controlled, phase 3 MDS-005 study [66]. The response rate was 36.5%
with RBC TI rate of 26.9% compared with 19.5% and 2.5%, respectively, in the placebo arm.
Median duration of response was 30.9 weeks. The follow-up period was too short to permit
comparison of AML progression between the 2 groups. Median OS was not reached. The
most common side effects were neutropenia and thrombocytopenia. Regulatory approval
has not been applied for this indication.

LEN can restore sensitivity to erythropoietin in MDS cells. Two open-label, phase
3 studies have assessed combination therapy with LEN and ESA compared to single
agent LEN in transfusion-dependent, ESA-refractory, non-del(5q) LR MDS [67,68]. Both
studies demonstrated higher response rates (28.3% vs. 11.5%, p = 0.004 and 39.4% vs.
23.1%, p = 0.044) with LEN and ESA combination therapy compared to LEN monotherapy.
However, in both studies, there was a difference in response duration.

5.4. Luspatercept

Luspatercept is a recombinant fusion protein that binds transforming growth β super-
family ligands to reduce SMAD2 and SMAD3 signaling allowing better red cell maturation
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by late-stage erythroblast differentiation [69]. The double-blind, placebo-controlled, phase
3 trial (MEDAL-IST) in patients with LR MDS with RS (including 17% with IPSS-R in-
termediate risk) demonstrated a higher rate of RBC TI for >8 weeks with luspatercept
compared to placebo (38% vs. 13%, p < 0.001) [47]. Degree of TB affected duration and
rates of RBC TI ≥ 8 weeks [70]. Median duration of RBC TI ≥ 8 weeks response was
longer with luspatercept compared to placebo (29.9 weeks vs. 17.4 weeks). During weeks
1 to 48, 20.3% patients receiving luspatercept achieved >1 period of RBC TI ≥ 8 weeks
response, including 33.3% LTB + ITD and 3% HTB patients. The trial was not powered
to assess OS. Luspatercept was subsequently approved in the US for the treatment of
transfusion-dependent patients with IPSS-R very low- to intermediate-risk MDS with RS or
with MDS/MPN with RS and thrombocytosis who did not respond to, lost response to or
are unlikely to respond to ESAs. In contrast, LEN approval is limited to MDS-RS patients
in Canada and Europe.

As luspatercept can yield responses in LR MDS patients with <15% RS [71], a phase
3 study comparing luspatercept to ESA in ESA-naïve, transfusion-dependent, LR MDS
patients (irrespective of RS status) is currently ongoing (COMMANDS, NCT03682536).
The COMMANDS study met its primary endpoint (i.e., RBC TI for 12 weeks with a mean
hemoglobin increase ≥1.5 g/dL), on a prespecified interim analysis, in 86 (59%) of 147 pa-
tients assigned to luspatercept versus 48 (31%) of 154 patients assigned to erythropoietin alfa
therapy (common risk difference on response rate 26.6 [95% CI 15.8–37.4]; p < 0.0001) [72].
The median duration of RBC TI ≥ 12 weeks was longer with luspatercept than with epoetin
alfa (127 weeks [95% CI 108–not estimable] vs. 77 weeks [39–not estimable]).

5.5. Immunosuppressive Therapy

Immunosuppressive therapy (IST) with antithymocyte globulin (ATG) or ATG with
cyclosporine (CSA) yielded response rates of 24% to 49% [73–76]. A phase 3 trial com-
paring ATG + CSA with BSC demonstrated an ORR of 29% vs. 9% (p = 0.009) in favor of
ATG + CSA [75]. Patients in the BSC arm were permitted to cross-over to the treatment
arm. The study was limited by difficulties in accrual and inclusion of patients with IPSS
higher risk disease and/or MDS with excess blasts. On analysis, only a hypocellular bone
marrow (i.e., <20% cellularity) remained a significant predictor of achieving RBC TI [76].

5.6. Hypomethylating Agents
5.6.1. Azacitidine Injectable

Azacitidine (AZA) injectable was approved in the US for the treatment of patients with
all FAB MDS subtypes (including refractory anemia with excess blasts in transformation
and chronic myelomonocytic leukemia (CMML)). FDA approval was based on 2 single arm
AZA studies [36] and a phase 3 Cancer and Leukemia Group B (CALGB) trial comparing
AZA with BSC [37]. This phase 3 study demonstrated an ORR of 60% (7% complete
response [CR]; 16% partial response [PR]; 37% HI) in the AZA arm compared to 5% (5%
HI) in the BSC arm (p < 0.001) [37]. Treatment with AZA resulted in an improved QoL but
did not demonstrate any improvement in OS (as patients in the BSC arm were permitted
to cross-over and receive AZA after a minimum of 4 months) [37,38]. In Canada and
Europe, AZA is only approved for IPSS HR patients with MDS as defined by the WHO
classification [39].

5.6.2. Oral Azacitidine

Oral AZA has a unique pharmacologic profile from injectable AZA, and the 2 formula-
tions are not bioequivalent [77,78]. In a randomized phase 3 trial, treatment with oral AZA
significantly improved RBC TI rate compared with placebo (RBC TI for >56 days 30.8%
vs. 11.1%, p = 0.0002; RBC TI for >84 days 28% vs. 5.6%, p < 0.0001) in RBC transfusion-
dependent, HMA-naïve, LR MDS patients who were thrombocytopenic [79]. Median
duration of 56-day RBC TI were 11.1 months and 5 months, respectively. The proportion of
patients who had a >1.5 g/dL increase in hemoglobin concentration from baseline (23.4%
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vs. 4.6%, p < 0.0001) and a HI-P (24.3% vs. 6.5%, p = 0.0003) were higher in the oral AZA
arm. The overall death rate was similar, but there were more early deaths with oral AZA,
driven by infections in those with pretreatment neutropenia. The study was terminated
due to slow accrual but the primary endpoint was met: oral AZA was associated with a
significantly higher rate of RBC TI compared with placebo. To mitigate the adverse events
observed in previous trial, a phase 2/3 study comparing a different dose/schedule of oral
AZA with placebo is currently being conducted in LR MDS patients who have at least one
protocol-defined cytopenia (NCT05469737).

5.6.3. Decitabine Injectable

Decitabine (DEC) injectable was FDA approved in 2006 for the treatment of adult pa-
tients with treatment-naïve or previously treated, de novo or secondary, IPSS intermediate-1,
intermediate-2 and high-risk MDS and CMML patients as defined by FAB classification,
including patients with refractory anemia with excess blasts in transformation (i.e., AML
with 20–30% blasts by WHO classification). An open-label, phase 3 study randomized
patients with MDS as defined by FAB classification to either DEC 15 mg/m2 intravenously
[IV] every 8 h for 3 days every 6 weeks or BSC [44]. Treatment with DEC yielded a signifi-
cantly higher ORR (17% vs. 0%, p < 0.001). Median duration of responses was 10.3 months.
However, DEC did not prolong time to progression to AML or improve OS compared with
BSC. The lower response rates and lack of survival benefit observed with DEC compared
with AZA may be due to the DEC dose/schedule utilized in the study and the lower
number of cycles of DEC administered compared with AZA (3 cycles vs. 9 cycles) [39].
Similar findings were observed in a phase 3 randomized trial in older patients with IPSS
intermediate-1, intermediate-2 and high-risk MDS and CMML patients as defined by FAB
classification [80]. ORR was 34% (13% CR, 6% PR and 15% HI) with DEC compared
with 2% with BSC. Median number of cycles of DEC administered was 4. There was no
improvement in OS or delay in time to progression to AML.

An alternative dose/schedule of DEC at 20 mg/m2 IV daily for 5 days every 4 weeks
yielded comparable response rates (ORR 32%; 17% CR, 15% marrow CR and 18% HI) with
no new safety signals [81] and has been widely adopted. DEC is not approved in Europe for
the treatment of patients with MDS, but it received Health Canada (HC) approval in 2019
for the same indications as in the US. However, DEC injectable is not being administered in
Canada as the manufacturer has not applied for funding approval.

A randomized phase 2 study in patients with LR MDS and CMML compared lower
doses of AZA (75 mg/m2 IV/sc daily for 3 days) with lower doses of DEC (20 mg/m2

IV daily for 3 days) every 28 days [82]. The ORR was 70% vs. 49% (p = 0.03) in favor of
DEC compared with AZA. Thirty-two percent of patients treated with DEC became RBC
TI compared with 16% with AZA (p = 0.2). As the higher ORR observed with DEC may
be due to underdosing of AZA, a randomized phase 2 study comparing AZA for 3 or
5 consecutive days, DEC for 3 consecutive days every 28 days or BSC in patients with LR
MDS and CMML was initiated (NCT02269280).

5.6.4. Oral Decitabine/Cedazuridine

Decitabine/cedazuridine (DEC-C) is an oral fixed-dose combination tablet of 35 mg
decitabine and 100 mg cedazuridine, a cytidine deaminase inhibitor. Cedazuridine prevents
the rapid metabolism of DEC in the gastrointestinal tract [83]. A phase 3 study in IPSS
intermediate-1/2 and high risk MDS patients involved a crossover comparing 5 days of
DEC-C with 5 days DEC IV every 28 days in the first 2 cycles. From cycle 3 onwards,
all patients received DEC-C [45,46,84]. The study met its primary outcome: the 5-day
cumulative area under the curve of DEC was similar in both arms. The ORR was 61.7% (22%
CR; 32.3% marrow CR; 7.5% HI) with a median CR duration of 14 months. The safety profile
was similar. After a median follow-up of 32 months, the median OS was 31.7 months. Both
the FDA and HC have approved DEC-C for the treatment of adult patients with treatment-
naïve or previously treated, de novo or secondary, IPSS intermediate-1, intermediate-2 and
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high-risk MDS and CMML patients as defined by the WHO classification. DEC-C is not
approved for patients with AML with 20–30% blasts.

A phase 1 study of DEC-C in LR MDS patients evaluated 6 different (lower) dose/schedules
of DEC-C [85]. Adverse events were similar to those reported for standard dose DEC-C.
HI was observed in 29.8% of patients. The recommended phase 2 dose (RP2D) of 10 mg
DEC/100 mg cedazuridine daily for 5 days is being compared to 35 mg DEC/100 mg
cedazuridine for 3 days in a 28-day cycle in an ongoing Phase 2 study (NCT03502668).

5.7. Allogeneic Hematopoietic Stem Cell Transplant

Allogeneic HCT is the only potentially curative therapy for patients with MDS but
is associated with treatment-related morbidity and mortality. There are no prospective
studies or good quality data evaluating the role of allogeneic HCT in patients with LR
MDS [86,87]. Two decision analyses using a Markov decision model to determine timing of
allogeneic HCT have been performed by the International Bone Marrow Transplant Registry
(IBMTR) using retrospective data from patients with MDS stratified by the IPSS risk:
(a) patients aged <60 years using myeloablative conditioning regimens (MAC) for HLA-
matched sibling donor HCT with data obtained during the period 1990–1999 compared to a
nontransplant cohort (treated predominantly with BSC) and (b) patients aged 60 to 70 years
using reduced intensity conditioning regimens (RIC) for HLA-matched related or unrelated
donor HCT with data obtained during the period 1998–2009 compared to a nontransplant
cohort (treated with BSC, ESA or HMAs) [88,89]. Both indicated a benefit for upfront
allogeneic HCT in patients with IPSS intermediate-2 and high risk MDS. However, for LR MDS,
delayed transplantation but before transformation, was favored for individuals < 60 years
and non-transplantation approaches for individuals aged 60 to 70 years.

The Gruppo Italiano Trapianto di Midollo Osseo (GITMO) also performed a decision
analysis using a multistate Markov approach to determine the optimal timing of allogeneic
HCT in patients with MDS stratified according to IPSS-R [90]. Patients aged of 19 to 81 years
using either MAC (64%) or RIC (36%) for HLA-matched sibling or unrelated donor or single
antigen mismatched unrelated donor (21%) HCT with data obtained during the period
1992–2010 compared to a nontransplant cohort (treated with BSC, ESA, HMAs and others).
Life expectancy increased when transplantation was delayed from the initial stages to IPSS-
R intermediate risk (gain-of-life expectancy 5.3, 4.7 and 2.8 years for patients aged ≤55,
60 and 65 years, respectively). Modeling decision analysis based on IPSS-R versus IPSS
changed transplantation policy in a third of patients, resulting in a 2-year gain in life
expectancy. All 3 decision models are hampered by the limited use of disease modifying
agents such as HMAs, which are currently widely in use, and the lack of incorporation of
molecular data.

At this time, transplantation should be considered, on a case-by-case basis, in appropri-
ate patients with LR MDS who have poor risk features, such as persistent increased blasts,
recurrent infections due to neutropenia, significant thrombocytopenia with bleeding and/or
ongoing platelet transfusion requirements and/or lack of response to non-transplant thera-
pies [91].

6. Newer Agents in Later Stages of Development
6.1. Imetelstat

Imetelstat is a 13-mer oligonucleotide targeting the RNA template of human telom-
erase. It is a first in-class competitive inhibitor of telomerase enzymatic activity. High
telomerase activity has been seen in MDS and imetelstat targets cells with active telom-
erase. A phase 2/3 study (MDS3001) evaluating imetelstat in LR MDS patients who are
relapsed/refractory or ineligible for ESAs is ongoing (NCT02598661). Data from the phase
2 part of this study have been reported [92]. Patients could not have received prior HMA
or LEN. The 8- and 24-week RBC TI rate in the overall population was 37% and 23%,
respectively, with median TI duration of 65 weeks. HI-E rate was 65% with a 63% re-
duction in RBC transfusion burden from baseline. A higher proportion of patients with
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>50% reduction in expression of human telomerase reverse transcription (hTERT) achieved
8-week RBC TI. The most common adverse events were reversible cytopenias. Among
responders, attainment of 24-week TI was predictive of a likelihood to achieve TI of more
than 1 year [92,93].

Preliminary results of the randomized, placebo-controlled phase 3 portion of the trial
were announced on 4 January 2023 (NCT02598661) [94]. The trial met its primary and
secondary endpoints with improved 8-week RBC TI (39.8% vs. 15%, p < 0.001) and 24-week
RBC TI (28% vs. 3.3%, p < 0.001) in patients receiving imetelstat compared to placebo,
respectively. Median 8-week RBC TI duration approached 1 year for imetelstat compared
to approximately 13 weeks for placebo (p < 0.001, HR = 0.23). Median 24-week RBC TI
duration approached 1.5 years for imetelstat. RBC TI was achieved across all subtypes
including those patients having RS and high or very high transfusion burden. The company
is planning to submit for FDA approval in 2023.

6.2. Roxadustat

Roxadustat is an orally active and reversible inhibitor of hypoxia inducible factor
prolyl hydroxylase (HIF-PH) [95,96]. Roxadustat thus prevents hydroxylation of HIF-α
allowing for the transcription and expression of genes necessary for erythropoiesis. The
open-label, dose selection, lead-in stage of the randomized phase 3, double-blind, placebo-
controlled trial evaluating the efficacy and safety of roxadustat compared with placebo
in red cell transfusion-dependent IPSS-R very low, low, and intermediate risk MDS has
completed enrolment (NCT03263091) [97]. The lead-in stage was performed to determine
the recommended phase 3 dose (RP3D) to be used for the phase 3 portion of the study.
Forty-two percent of patients enrolled were ESA-naive and 58% of patients were ESA
relapsed or refractory. RBC TI was achieved in 9 patients (37.5%) at 28 and 52 weeks. It
was well tolerated with no fatalities or progression to AML. Roxadustat 2.5 mg/kg was
chosen as the RP3D. The primary endpoint of the phase 3 portion of the study is RBC TI for
>8 weeks. Enrolment has been completed; however, results have not been reported.

7. Treatment Algorithm for Lower-Risk MDS

All patients should receive supportive care based on symptoms, including RBC and
platelet transfusions, G-CSF (if septic and/or recurrent severe infections), and antimicro-
bials as indicated (Figure 2). If the patient has progressed to a higher risk category, the
patient should be transitioned to therapeutic options for HR MDS.

Figure 2. Lower Risk MDS: Treatment Algorithm.
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If eligible and available, all patients should be considered for a clinical trial as there is
an ongoing need to improve outcomes. Patients with biallelic TP53 mutations have a poor
outcome with no effective therapies. The phase 3 trial of AZA with or without eprenetapopt
in mono- and bi-allelic TP53 mutated MDS failed to meet its primary endpoint of CR rate
with no difference in OS [98].

With increasing therapeutic options for patients with LR MDS, optimal sequencing of
therapy needs to be addressed. Most of the studies that have led to drug approval have
excluded patients who received prior therapy with LEN and HMAs. Retrospective studies
suggest that the use of LEN before a HMA might be a better strategy than the reverse
order [99,100]. Similarly, response to luspatercept after exposure to HMAs and LEN is
lower than in patients who did not receive prior HMAs and/or LEN [101].

8. Conclusions

Both WHO 2022 and ICC 2022 emphasize genetically defined and morphologically
defined MDS entities to facilitate diagnosis, prognostication and improve treatment. Al-
though by definition, MDS-SF3B1 and MDS-del(5q) (or MDS-5q) are lower risk entities and
MDS-biTP53 (or MDS with mutated TP53) is a high-risk entity, these genetically defined
subtypes make up a modest proportion of patients with MDS. Hence, both classifications
yield risk stratification to more comprehensive risk stratification schemes, such as the
IPSS-R, and possibly, in the future, to the IPSS-M. However, as more MDS entities be-
come genetically defined, tailored therapy will improve patient outcomes and hopefully,
minimize treatment-related toxicities.

The WHO 2016 category therapy-related myeloid neoplasm was removed from both
WHO 2022 and ICC 2022 and replaced with diagnostic qualifiers to be added to the relevant
MDS subtype. This permits the attribution of germline predisposition to development of
MDS and cataloguing of MDS that arose following exposure to certain types of therapy
(such as cytotoxic therapy or radiation therapy). This will enhance understanding of
issues such as selection pressures of cytotoxic therapy on clonal hematopoiesis and risk of
developing MDS. As more genetic information accumulates concerning MDS that arose
after cytotoxic or radiation therapy, this will help answer the questions of whether a subset
of these patients can be treated analogous to de novo MDS patients and will permit more
tailored therapy for these patients. Similarly, with increasing awareness and screening for
germline predisposition syndromes, it will be important to assess response to therapies in
patients with MDS with germline predisposition.

It had been over a decade since a new drug was approved for the treatment of MDS,
until the approval of luspatercept and DEC-C in 2020. It is likely that imetelstat in ESA
failures and luspatercept in the upfront setting will be approved in the treatment of LR MDS.
Other agents in later stages of development include oral AZA and roxadustat. Importantly,
most of the studies that led to drug approval excluded patients who received prior LEN
and/or HMA therapy and patients treated with imetelstat will not have received prior
therapy with luspatercept. The increasing number of therapeutic options in LR MDS
highlights the need to determine the optimal sequencing of therapies. It is an exciting and
hopeful time for patients with LR MDS.

Author Contributions: J.L., S.A.-H. and K.W.L.Y. contributed to the writing, review and editing of
the manuscript. All authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Conflicts of Interest: K.W.L.Y. was a consultant for Bristol Myers Squibb/Celgene, F. Hoffmann-La
Roche, GSK, Jazz Pharmaceuticals, Novartis, Pfizer, Shattuck Labs, Taiho Oncology, and Takeda
Pharmaceutical Company; received research funding from Astex Pharmaceuticals, Forma Therapeu-
tics, F. Hoff-mann-La Roche, Forma Therapeutics, Genentech, Geron Corporation, Gilead Sciences,
Janssen Pharmaceuticals, Jazz Pharmaceuticals, Novar-tis, and Treadwell Therapeutics; and received
honoraria from AbbVie and Novartis.



Curr. Oncol. 2023, 30 6191

References
1. Khoury, J.D.; Solary, E.; Abla, O.; Akkari, Y.; Alaggio, R.; Apperley, J.F.; Bejar, R.; Berti, E.; Busque, L.; Chan, J.K.C.; et al. The

5th edition of the World Health Organization Classification of Haematolymphoid Tumours: Myeloid and Histiocytic/Dendritic
Neoplasms. Leukemia 2022, 36, 1703–1719. [CrossRef]

2. Board, W.C.o.T.E. Haematolymphoid Tumours [Internet; Beta Version ahead of Print], 5th ed.; WHO Classification of Tumours Series;
International Agency for Research on Cancer: Lyon, France, 2022; Volume 11, Available online: https://tumourclassification.iarc.
who.int/chapters/63 (accessed on 7 May 2023).

3. Arber, D.A.; Orazi, A.; Hasserjian, R.P.; Borowitz, M.J.; Calvo, K.R.; Kvasnicka, H.M.; Wang, S.A.; Bagg, A.; Barbui, T.; Branford,
S.; et al. International Consensus Classification of Myeloid Neoplasms and Acute Leukemias: Integrating morphologic, clinical,
and genomic data. Blood 2022, 140, 1200–1228. [CrossRef] [PubMed]

4. Arber, D.A.; Orazi, A.; Hasserjian, R.; Thiele, J.; Borowitz, M.J.; Le Beau, M.M.; Bloomfield, C.D.; Cazzola, M.; Vardiman, J.W.
The 2016 revision to the World Health Organization classification of myeloid neoplasms and acute leukemia. Blood 2016, 127,
2391–2405. [CrossRef]

5. Vardiman, J.W.; Thiele, J.; Arber, D.A.; Brunning, R.D.; Borowitz, M.J.; Porwit, A.; Harris, N.L.; Le Beau, M.M.; Hellstrom-
Lindberg, E.; Tefferi, A.; et al. The 2008 revision of the World Health Organization (WHO) classification of myeloid neoplasms
and acute leukemia: Rationale and important changes. Blood 2009, 114, 937–951. [CrossRef]

6. Siebert, R.; Schuh, A.; Ott, G.; Cree, I.A.; Du, M.Q.; Ferry, J.; Hochhaus, A.; Naresh, K.N.; Solary, E.; Khoury, J.D. Response to the
Comments from the Groupe Francophone de Cytogenetique Hematologique (GFCH) on the 5th edition of the World Health
Organization classification of haematolymphoid tumors. Leukemia 2023, 37, 1170–1172. [CrossRef]

7. Bernard, E.; Nannya, Y.; Hasserjian, R.P.; Devlin, S.M.; Tuechler, H.; Medina-Martinez, J.S.; Yoshizato, T.; Shiozawa, Y.; Saiki, R.;
Malcovati, L.; et al. Implications of TP53 allelic state for genome stability, clinical presentation and outcomes in myelodysplastic
syndromes. Nat. Med. 2020, 26, 1549–1556. [CrossRef]

8. Haase, D.; Stevenson, K.E.; Neuberg, D.; Maciejewski, J.P.; Nazha, A.; Sekeres, M.A.; Ebert, B.L.; Garcia-Manero, G.; Haferlach, C.;
Haferlach, T.; et al. TP53 mutation status divides myelodysplastic syndromes with complex karyotypes into distinct prognostic
subgroups. Leukemia 2019, 33, 1747–1758. [CrossRef]

9. Greenberg, P.; Cox, C.; LeBeau, M.M.; Fenaux, P.; Morel, P.; Sanz, G.; Sanz, M.; Vallespi, T.; Hamblin, T.; Oscier, D.; et al.
International scoring system for evaluating prognosis in myelodysplastic syndromes. Blood 1997, 89, 2079–2088. [CrossRef]

10. Greenberg, P.L.; Tuechler, H.; Schanz, J.; Sanz, G.; Garcia-Manero, G.; Sole, F.; Bennett, J.M.; Bowen, D.; Fenaux, P.; Dreyfus, F.;
et al. Revised international prognostic scoring system for myelodysplastic syndromes. Blood 2012, 120, 2454–2465. [CrossRef]

11. Pfeilstocker, M.; Tuechler, H.; Sanz, G.; Schanz, J.; Garcia-Manero, G.; Sole, F.; Bennett, J.M.; Bowen, D.; Fenaux, P.; Dreyfus, F.;
et al. Time-dependent changes in mortality and transformation risk in MDS. Blood 2016, 128, 902–910. [CrossRef]

12. Benton, C.B.; Khan, M.; Sallman, D.; Nazha, A.; Nogueras Gonzalez, G.M.; Piao, J.; Ning, J.; Aung, F.; Al Ali, N.; Jabbour, E.; et al.
Prognosis of patients with intermediate risk IPSS-R myelodysplastic syndrome indicates variable outcomes and need for models
beyond IPSS-R. Am. J. Hematol. 2018, 93, 1245–1253. [CrossRef] [PubMed]

13. Bernard, E.; Tuechler, H.; Greenberg, P.L.; Hasserjian, R.P.; Arango Ossa, J.E.; Nannya, Y.; Devlin, S.M.; Creignou, M.; Pinel,
P.; Monnier, L.; et al. Molecular International Prognostic Scoring System for myelodysplastic syndromes. NEJM Evid. 2022, 1,
EVIDoa2200008. [CrossRef]

14. Dohner, H.; Wei, A.H.; Appelbaum, F.R.; Craddock, C.; DiNardo, C.D.; Dombret, H.; Ebert, B.L.; Fenaux, P.; Godley, L.A.;
Hasserjian, R.P.; et al. Diagnosis and management of AML in adults: 2022 recommendations from an international expert panel
on behalf of the ELN. Blood 2022, 140, 1345–1377. [CrossRef] [PubMed]

15. Keel, S.B.; Scott, A.; Sanchez-Bonilla, M.; Ho, P.A.; Gulsuner, S.; Pritchard, C.C.; Abkowitz, J.L.; King, M.C.; Walsh, T.; Shimamura,
A. Genetic features of myelodysplastic syndrome and aplastic anemia in pediatric and young adult patients. Haematologica 2016,
101, 1343–1350. [CrossRef] [PubMed]

16. Feurstein, S.; Churpek, J.E.; Walsh, T.; Keel, S.; Hakkarainen, M.; Schroeder, T.; Germing, U.; Geyh, S.; Heuser, M.; Thol, F.; et al.
Germline variants drive myelodysplastic syndrome in young adults. Leukemia 2021, 35, 2439–2444. [CrossRef]

17. Feurstein, S.; Trottier, A.M.; Estrada-Merly, N.; Pozsgai, M.; McNeely, K.; Drazer, M.W.; Ruhle, B.; Sadera, K.; Koppayi, A.L.; Scott,
B.L.; et al. Germ line predisposition variants occur in myelodysplastic syndrome patients of all ages. Blood 2022, 140, 2533–2548.
[CrossRef]

18. Tawana, K.; Brown, A.L.; Churpek, J.E. Integrating germline variant assessment into routine clinical practice for myelodysplastic
syndrome and acute myeloid leukaemia: Current strategies and challenges. Br. J. Haematol. 2022, 196, 1293–1310. [CrossRef]

19. Duncavage, E.J.; Bagg, A.; Hasserjian, R.P.; DiNardo, C.D.; Godley, L.A.; Iacobucci, I.; Jaiswal, S.; Malcovati, L.; Vannucchi, A.M.;
Patel, K.P.; et al. Genomic profiling for clinical decision making in myeloid neoplasms and acute leukemia. Blood 2022, 140,
2228–2247. [CrossRef]

20. NCCN. Clinical Practice Guidelines in Oncology—Myelodysplastic Syndromes V.1.2023; National Comprehensive Cancer Network,
Inc.: Plymouth Meeting, PA, USA, 2023; Available online: https://www.nccn.org/professionals/physician_gls/pdf/mds.pdf
(accessed on 7 May 2023).

21. Ansar, S.; Malcolmson, J.; Farncombe, K.M.; Yee, K.; Kim, R.H.; Sibai, H. Clinical implementation of genetic testing in adults for
hereditary hematologic malignancy syndromes. Genet. Med. 2022, 24, 2367–2379. [CrossRef]

https://doi.org/10.1038/s41375-022-01613-1
https://tumourclassification.iarc.who.int/chapters/63
https://tumourclassification.iarc.who.int/chapters/63
https://doi.org/10.1182/blood.2022015850
https://www.ncbi.nlm.nih.gov/pubmed/35767897
https://doi.org/10.1182/blood-2016-03-643544
https://doi.org/10.1182/blood-2009-03-209262
https://doi.org/10.1038/s41375-023-01872-6
https://doi.org/10.1038/s41591-020-1008-z
https://doi.org/10.1038/s41375-018-0351-2
https://doi.org/10.1182/blood.V89.6.2079
https://doi.org/10.1182/blood-2012-03-420489
https://doi.org/10.1182/blood-2016-02-700054
https://doi.org/10.1002/ajh.25234
https://www.ncbi.nlm.nih.gov/pubmed/30051599
https://doi.org/10.1056/EVIDoa2200008
https://doi.org/10.1182/blood.2022016867
https://www.ncbi.nlm.nih.gov/pubmed/35797463
https://doi.org/10.3324/haematol.2016.149476
https://www.ncbi.nlm.nih.gov/pubmed/27418648
https://doi.org/10.1038/s41375-021-01137-0
https://doi.org/10.1182/blood.2022015790
https://doi.org/10.1111/bjh.17855
https://doi.org/10.1182/blood.2022015853
https://www.nccn.org/professionals/physician_gls/pdf/mds.pdf
https://doi.org/10.1016/j.gim.2022.08.010


Curr. Oncol. 2023, 30 6192

22. Dayyani, F.; Conley, A.P.; Strom, S.S.; Stevenson, W.; Cortes, J.E.; Borthakur, G.; Faderl, S.; O’Brien, S.; Pierce, S.; Kantarjian, H.;
et al. Cause of death in patients with lower-risk myelodysplastic syndrome. Cancer 2010, 116, 2174–2179. [CrossRef]

23. Gyan, E.; Andrieu, V.; Sanna, A.; Caille, A.; Schemenau, J.; Sudaka, I.; Siguret, V.; Malet, M.; Park, S.; Bordessoule, D.; et al.
Myelodysplastic syndromes with single neutropenia or thrombocytopenia are rarely refractory cytopenias with unilineage
dysplasia by World Health Organization 2008 criteria and have favourable prognosis. Br. J. Haematol. 2016, 175, 975–979.
[CrossRef]

24. Toma, A.; Fenaux, P.; Dreyfus, F.; Cordonnier, C. Infections in myelodysplastic syndromes. Haematologica 2012, 97, 1459–1470.
[CrossRef]

25. Kantarjian, H.; Giles, F.; List, A.; Lyons, R.; Sekeres, M.A.; Pierce, S.; Deuson, R.; Leveque, J. The incidence and impact of
thrombocytopenia in myelodysplastic syndromes. Cancer 2007, 109, 1705–1714. [CrossRef]

26. Hutzschenreuter, F.; Monsef, I.; Kreuzer, K.A.; Engert, A.; Skoetz, N. Granulocyte and granulocyte-macrophage colony stimulating
factors for newly diagnosed patients with myelodysplastic syndromes. Cochrane Database Syst. Rev. 2016, 2, CD009310. [CrossRef]
[PubMed]

27. Giagounidis, A.; Mufti, G.J.; Fenaux, P.; Sekeres, M.A.; Szer, J.; Platzbecker, U.; Kuendgen, A.; Gaidano, G.; Wiktor-Jedrzejczak, W.;
Hu, K.; et al. Results of a randomized, double-blind study of romiplostim versus placebo in patients with low/intermediate-1-risk
myelodysplastic syndrome and thrombocytopenia. Cancer 2014, 120, 1838–1846. [CrossRef] [PubMed]

28. Oliva, E.N.; Riva, M.; Niscola, P.; Santini, V.; Breccia, M.; Giai, V.; Poloni, A.; Patriarca, A.; Crisa, E.; Capodanno, I.; et al.
Eltrombopag for low-risk myelodysplastic syndromes with thrombocytopenia: Interim results of a phase-II, randomized,
placebo-controlled clinical trial (EQOL-MDS). J. Clin. Oncol. 2023, 1–11. [CrossRef]

29. Kantarjian, H.M.; Fenaux, P.; Sekeres, M.A.; Szer, J.; Platzbecker, U.; Kuendgen, A.; Gaidano, G.; Wiktor-Jedrzejczak, W.; Carpenter,
N.; Mehta, B.; et al. Long-term follow-up for up to 5 years on the risk of leukaemic progression in thrombocytopenic patients with
lower-risk myelodysplastic syndromes treated with romiplostim or placebo in a randomised double-blind trial. Lancet Haematol.
2018, 5, e117–e126. [CrossRef] [PubMed]

30. Kubasch, A.S.; Giagounidis, A.; Metzgeroth, G.; Jonasova, A.; Herbst, R.; Diaz, J.M.T.; De Renzis, B.; Gotze, K.S.; Huetter-Kroenke,
M.L.; Gourin, M.P.; et al. Prospective validation of a biomarker-driven response prediction model to romiplostim in lower-risk
myelodysplastic neoplasms—Results of the EUROPE trial by EMSCO. Leukemia 2022, 36, 2519–2527. [CrossRef]

31. Platzbecker, U.; Hofbauer, L.C.; Ehninger, G.; Holig, K. The clinical, quality of life, and economic consequences of chronic anemia
and transfusion support in patients with myelodysplastic syndromes. Leuk. Res. 2012, 36, 525–536. [CrossRef] [PubMed]

32. Santini, V. Treatment of low-risk myelodysplastic syndromes. Hematol. Am. Soc. Hematol. Educ. Program 2016, 2016, 462–469.
[CrossRef]

33. Germing, U.; Lauseker, M.; Hildebrandt, B.; Symeonidis, A.; Cermak, J.; Fenaux, P.; Kelaidi, C.; Pfeilstocker, M.; Nosslinger, T.;
Sekeres, M.; et al. Survival, prognostic factors and rates of leukemic transformation in 381 untreated patients with MDS and
del(5q): A multicenter study. Leukemia 2012, 26, 1286–1292. [CrossRef] [PubMed]

34. Goldberg, S.L.; Chen, E.; Corral, M.; Guo, A.; Mody-Patel, N.; Pecora, A.L.; Laouri, M. Incidence and clinical complications of
myelodysplastic syndromes among United States Medicare beneficiaries. J. Clin. Oncol. 2010, 28, 2847–2852. [CrossRef] [PubMed]

35. Schafer, A.I.; Cheron, R.G.; Dluhy, R.; Cooper, B.; Gleason, R.E.; Soeldner, J.S.; Bunn, H.F. Clinical consequences of acquired
transfusional iron overload in adults. N. Engl. J. Med. 1981, 304, 319–324. [CrossRef]

36. Silverman, L.R.; McKenzie, D.R.; Peterson, B.L.; Holland, J.F.; Backstrom, J.T.; Beach, C.L.; Larson, R.A.; Cancer and Leukemia
Group, B. Further analysis of trials with azacitidine in patients with myelodysplastic syndrome: Studies 8421, 8921, and 9221 by
the Cancer and Leukemia Group B. J. Clin. Oncol. 2006, 24, 3895–3903. [CrossRef] [PubMed]

37. Silverman, L.R.; Demakos, E.P.; Peterson, B.L.; Kornblith, A.B.; Holland, J.C.; Odchimar-Reissig, R.; Stone, R.M.; Nelson, D.;
Powell, B.L.; DeCastro, C.M.; et al. Randomized controlled trial of azacitidine in patients with the myelodysplastic syndrome: A
study of the cancer and leukemia group B. J. Clin. Oncol. 2002, 20, 2429–2440. [CrossRef]

38. Kornblith, A.B.; Herndon, J.E., II; Silverman, L.R.; Demakos, E.P.; Odchimar-Reissig, R.; Holland, J.F.; Powell, B.L.; DeCastro, C.;
Ellerton, J.; Larson, R.A.; et al. Impact of azacytidine on the quality of life of patients with myelodysplastic syndrome treated in a
randomized phase III trial: A Cancer and Leukemia Group B study. J. Clin. Oncol. 2002, 20, 2441–2452. [CrossRef]

39. Fenaux, P.; Mufti, G.J.; Hellstrom-Lindberg, E.; Santini, V.; Finelli, C.; Giagounidis, A.; Schoch, R.; Gattermann, N.; Sanz, G.; List,
A.; et al. Efficacy of azacitidine compared with that of conventional care regimens in the treatment of higher-risk myelodysplastic
syndromes: A randomised, open-label, phase III study. Lancet Oncol. 2009, 10, 223–232. [CrossRef]

40. Fenaux, P.; Giagounidis, A.; Selleslag, D.; Beyne-Rauzy, O.; Mufti, G.; Mittelman, M.; Muus, P.; Te Boekhorst, P.; Sanz, G.; Del
Canizo, C.; et al. A randomized phase 3 study of lenalidomide versus placebo in RBC transfusion-dependent patients with
Low-/Intermediate-1-risk myelodysplastic syndromes with del5q. Blood 2011, 118, 3765–3776. [CrossRef]

41. Shashaty, G.; Frankewich, R.; Chakraborti, T.; Choudary, J.; Al-Fayoumi, S.; Kacuba, A.; Castillo, S.; Robie-Suh, K.; Rieves,
D.; Weiss, K.; et al. Deferasirox for the treatment of chronic iron overload in transfusional hemosiderosis. Oncology 2006, 20,
1799–1806, 1811; discussion 1811–1813, 1817.

42. Cappellini, M.D.; Cohen, A.; Piga, A.; Bejaoui, M.; Perrotta, S.; Agaoglu, L.; Aydinok, Y.; Kattamis, A.; Kilinc, Y.; Porter, J.; et al. A
phase 3 study of deferasirox (ICL670), a once-daily oral iron chelator, in patients with beta-thalassemia. Blood 2006, 107, 3455–3462.
[CrossRef]

https://doi.org/10.1002/cncr.24984
https://doi.org/10.1111/bjh.13902
https://doi.org/10.3324/haematol.2012.063420
https://doi.org/10.1002/cncr.22602
https://doi.org/10.1002/14651858.CD009310.pub2
https://www.ncbi.nlm.nih.gov/pubmed/26880256
https://doi.org/10.1002/cncr.28663
https://www.ncbi.nlm.nih.gov/pubmed/24706489
https://doi.org/10.1200/JCO.22.02699
https://doi.org/10.1016/S2352-3026(18)30016-4
https://www.ncbi.nlm.nih.gov/pubmed/29396092
https://doi.org/10.1038/s41375-022-01669-z
https://doi.org/10.1016/j.leukres.2012.01.006
https://www.ncbi.nlm.nih.gov/pubmed/22300879
https://doi.org/10.1182/asheducation-2016.1.462
https://doi.org/10.1038/leu.2011.391
https://www.ncbi.nlm.nih.gov/pubmed/22289990
https://doi.org/10.1200/JCO.2009.25.2395
https://www.ncbi.nlm.nih.gov/pubmed/20421543
https://doi.org/10.1056/NEJM198102053040603
https://doi.org/10.1200/JCO.2005.05.4346
https://www.ncbi.nlm.nih.gov/pubmed/16921040
https://doi.org/10.1200/JCO.2002.04.117
https://doi.org/10.1200/JCO.2002.04.044
https://doi.org/10.1016/S1470-2045(09)70003-8
https://doi.org/10.1182/blood-2011-01-330126
https://doi.org/10.1182/blood-2005-08-3430


Curr. Oncol. 2023, 30 6193

43. Cappellini, M.D.; Bejaoui, M.; Agaoglu, L.; Canatan, D.; Capra, M.; Cohen, A.; Drelichman, G.; Economou, M.; Fattoum, S.;
Kattamis, A.; et al. Iron chelation with deferasirox in adult and pediatric patients with thalassemia major: Efficacy and safety
during 5 years’ follow-up. Blood 2011, 118, 884–893. [CrossRef] [PubMed]

44. Kantarjian, H.; Issa, J.P.; Rosenfeld, C.S.; Bennett, J.M.; Albitar, M.; DiPersio, J.; Klimek, V.; Slack, J.; de Castro, C.; Ravandi, F.; et al.
Decitabine improves patient outcomes in myelodysplastic syndromes: Results of a phase III randomized study. Cancer 2006, 106,
1794–1803. [CrossRef] [PubMed]

45. Garcia-Manero, G.; McCloskey, J.; Griffiths, E.A.; Yee, K.W.L.; Zeidan, A.M.; Al-Kali, A.; Dao, K.H.; Deeg, H.J.; Patel, P.A.; Sabloff,
M.; et al. Pharmacokinetic exposure equivalence and preliminary efficacy and safety from a randomized cross over phase 3 study
(ASCERTAIN study) of an oral hypomethylating agent ASTX727 (cedazuridine/decitabine) compared to IV decitabine. Blood
2019, 134 (Suppl. S1), 846. [CrossRef]

46. Savona, M.R.; McCloskey, J.K.; Griffiths, E.A.; Yee, K.W.L.; Al-Kali, A.; Zeidan, A.M.; Deeg, H.J.; Patel, P.A.; Sabloff, M.; Keating,
M.M.; et al. Clinical efficacy and safety of oral decitabine/cedazuridine in 133 patients with myelodysplastic syndromes (MDS)
and chronic myelomonocytic leukemia (CMML). Blood 2020, 136 (Suppl. S1), 37–38. [CrossRef]

47. Fenaux, P.; Platzbecker, U.; Mufti, G.J.; Garcia-Manero, G.; Buckstein, R.; Santini, V.; Diez-Campelo, M.; Finelli, C.; Cazzola,
M.; Ilhan, O.; et al. Luspatercept in patients with lower-risk myelodysplastic syndromes. N. Engl. J. Med. 2020, 382, 140–151.
[CrossRef]

48. Angelucci, E.; Li, J.; Greenberg, P.; Wu, D.; Hou, M.; Montano Figueroa, E.H.; Rodriguez, M.G.; Dong, X.; Ghosh, J.; Izquierdo,
M.; et al. Iron chelation in transfusion-dependent patients with low- to intermediate-1-risk myelodysplastic syndromes: A
randomized trial. Ann. Intern. Med. 2020, 172, 513–522. [CrossRef]

49. Leitch, H.A.; Buckstein, R.; Zhu, N.; Nevill, T.J.; Yee, K.W.L.; Leber, B.; Keating, M.M.; St Hilaire, E.; Kumar, R.; Delage, R.; et al.
Iron overload in myelodysplastic syndromes: Evidence based guidelines from the Canadian consortium on MDS. Leuk. Res. 2018,
74, 21–41. [CrossRef]

50. Park, S.; Hamel, J.F.; Toma, A.; Kelaidi, C.; Thepot, S.; Campelo, M.D.; Santini, V.; Sekeres, M.A.; Balleari, E.; Kaivers, J.; et al.
Outcome of lower-risk patients with myelodysplastic syndromes without 5q deletion after failure of erythropoiesis-stimulating
agents. J. Clin. Oncol. 2017, 35, 1591–1597. [CrossRef]

51. Hellstrom-Lindberg, E.; Gulbrandsen, N.; Lindberg, G.; Ahlgren, T.; Dahl, I.M.; Dybedal, I.; Grimfors, G.; Hesse-Sundin, E.;
Hjorth, M.; Kanter-Lewensohn, L.; et al. A validated decision model for treating the anaemia of myelodysplastic syndromes with
erythropoietin + granulocyte colony-stimulating factor: Significant effects on quality of life. Br. J. Haematol. 2003, 120, 1037–1046.
[CrossRef]

52. Fenaux, P.; Santini, V.; Spiriti, M.A.A.; Giagounidis, A.; Schlag, R.; Radinoff, A.; Gercheva-Kyuchukova, L.; Anagnostopoulos,
A.; Oliva, E.N.; Symeonidis, A.; et al. A phase 3 randomized, placebo-controlled study assessing the efficacy and safety of
epoetin-alpha in anemic patients with low-risk MDS. Leukemia 2018, 32, 2648–2658. [CrossRef]

53. Platzbecker, U.; Symeonidis, A.; Oliva, E.N.; Goede, J.S.; Delforge, M.; Mayer, J.; Slama, B.; Badre, S.; Gasal, E.; Mehta, B.; et al.
A phase 3 randomized placebo-controlled trial of darbepoetin alfa in patients with anemia and lower-risk myelodysplastic
syndromes. Leukemia 2017, 31, 1944–1950. [CrossRef]

54. Hellstrom-Lindberg, E.; Ahlgren, T.; Beguin, Y.; Carlsson, M.; Carneskog, J.; Dahl, I.M.; Dybedal, I.; Grimfors, G.; Kanter-
Lewensohn, L.; Linder, O.; et al. Treatment of anemia in myelodysplastic syndromes with granulocyte colony-stimulating factor
plus erythropoietin: Results from a randomized phase II study and long-term follow-up of 71 patients. Blood 1998, 92, 68–75.
[CrossRef] [PubMed]

55. Balleari, E.; Rossi, E.; Clavio, M.; Congiu, A.; Gobbi, M.; Grosso, M.; Secondo, V.; Spriano, M.; Timitilli, S.; Ghio, R. Erythropoietin
plus granulocyte colony-stimulating factor is better than erythropoietin alone to treat anemia in low-risk myelodysplastic
syndromes: Results from a randomized single-centre study. Ann. Hematol. 2006, 85, 174–180. [CrossRef]

56. Jadersten, M.; Malcovati, L.; Dybedal, I.; Della Porta, M.G.; Invernizzi, R.; Montgomery, S.M.; Pascutto, C.; Porwit, A.; Cazzola, M.;
Hellstrom-Lindberg, E. Erythropoietin and granulocyte-colony stimulating factor treatment associated with improved survival in
myelodysplastic syndrome. J. Clin. Oncol. 2008, 26, 3607–3613. [CrossRef]

57. Winter, S.; Shoaie, S.; Kordasti, S.; Platzbecker, U. Integrating the “Immunome” in the Stratification of Myelodysplastic Syndromes
and Future Clinical Trial Design. J. Clin. Oncol. 2020, 38, 1723–1735. [CrossRef] [PubMed]

58. Sallman, D.A.; List, A. The central role of inflammatory signaling in the pathogenesis of myelodysplastic syndromes. Blood 2019,
133, 1039–1048. [CrossRef] [PubMed]

59. List, A.; Dewald, G.; Bennett, J.; Giagounidis, A.; Raza, A.; Feldman, E.; Powell, B.; Greenberg, P.; Thomas, D.; Stone, R.; et al.
Myelodysplastic Syndrome-003 Study Investigators„ Lenalidomide in the myelodysplastic syndrome with chromosome 5q
deletion. N. Engl. J. Med. 2006, 355, 1456–1465. [CrossRef]

60. List, A.F.; Bennett, J.M.; Sekeres, M.A.; Skikne, B.; Fu, T.; Shammo, J.M.; Nimer, S.D.; Knight, R.D.; Giagounidis, A.; Investigators,
M.D.S.S. Extended survival and reduced risk of AML progression in erythroid-responsive lenalidomide-treated patients with
lower-risk del(5q) MDS. Leukemia 2014, 28, 1033–1040. [CrossRef]

61. Jadersten, M.; Saft, L.; Smith, A.; Kulasekararaj, A.; Pomplun, S.; Gohring, G.; Hedlund, A.; Hast, R.; Schlegelberger, B.; Porwit,
A.; et al. TP53 mutations in low-risk myelodysplastic syndromes with del(5q) predict disease progression. J. Clin. Oncol. 2011, 29,
1971–1979. [CrossRef]

https://doi.org/10.1182/blood-2010-11-316646
https://www.ncbi.nlm.nih.gov/pubmed/21628399
https://doi.org/10.1002/cncr.21792
https://www.ncbi.nlm.nih.gov/pubmed/16532500
https://doi.org/10.1182/blood-2019-122980
https://doi.org/10.1182/blood-2020-133855
https://doi.org/10.1056/NEJMoa1908892
https://doi.org/10.7326/M19-0916
https://doi.org/10.1016/j.leukres.2018.09.005
https://doi.org/10.1200/JCO.2016.71.3271
https://doi.org/10.1046/j.1365-2141.2003.04153.x
https://doi.org/10.1038/s41375-018-0118-9
https://doi.org/10.1038/leu.2017.192
https://doi.org/10.1182/blood.V92.1.68.413k23_68_75
https://www.ncbi.nlm.nih.gov/pubmed/9639501
https://doi.org/10.1007/s00277-005-0044-6
https://doi.org/10.1200/JCO.2007.15.4906
https://doi.org/10.1200/JCO.19.01823
https://www.ncbi.nlm.nih.gov/pubmed/32058844
https://doi.org/10.1182/blood-2018-10-844654
https://www.ncbi.nlm.nih.gov/pubmed/30670444
https://doi.org/10.1056/NEJMoa061292
https://doi.org/10.1038/leu.2013.305
https://doi.org/10.1200/JCO.2010.31.8576


Curr. Oncol. 2023, 30 6194

62. Mossner, M.; Jann, J.C.; Nowak, D.; Platzbecker, U.; Giagounidis, A.; Gotze, K.; Letsch, A.; Haase, D.; Shirneshan, K.; Braulke,
F.; et al. Prevalence, clonal dynamics and clinical impact of TP53 mutations in patients with myelodysplastic syndrome with
isolated deletion (5q) treated with lenalidomide: Results from a prospective multicenter study of the german MDS study group
(GMDS). Leukemia 2016, 30, 1956–1959. [CrossRef]

63. Lode, L.; Menard, A.; Flet, L.; Richebourg, S.; Loirat, M.; Eveillard, M.; Le Bris, Y.; Godon, C.; Theisen, O.; Gagez, A.L.; et al.
Emergence and evolution of TP53 mutations are key features of disease progression in myelodysplastic patients with lower-risk
del(5q) treated with lenalidomide. Haematologica 2018, 103, e143–e146. [CrossRef]

64. Sperling, A.S.; Guerra, V.A.; Kennedy, J.A.; Yan, Y.; Hsu, J.I.; Wang, F.; Nguyen, A.T.; Miller, P.G.; McConkey, M.E.; Quevedo
Barrios, V.A.; et al. Lenalidomide promotes the development of TP53-mutated therapy-related myeloid neoplasms. Blood 2022,
140, 1753–1763. [CrossRef] [PubMed]

65. López Cadenas, F.; Lumbreras, E.; González, T.; Xicoy, B.; Sánchez-García, J.; Coll, R.; Slama, B.; Hernández-Rivas, J.A.; Thepot, S.;
Bernal, T.; et al. Evaluation of lenalidomide (LEN) vs placebo in non-transfusion dependent low risk del(5q) MDS patients. Final
results of Sintra-REV phase III international multicenter clinical trial. Blood 2022, 140, 1109–1111. [CrossRef]

66. Santini, V.; Almeida, A.; Giagounidis, A.; Gropper, S.; Jonasova, A.; Vey, N.; Mufti, G.J.; Buckstein, R.; Mittelman, M.; Platzbecker,
U.; et al. Randomized phase III study of lenalidomide versus placebo in RBC transfusion-dependent patients with lower-risk
non-del(5q) myelodysplastic syndromes and ineligible for or refractory to erythropoiesis-stimulating agents. J. Clin. Oncol. 2016,
34, 2988–2996. [CrossRef] [PubMed]

67. Toma, A.; Kosmider, O.; Chevret, S.; Delaunay, J.; Stamatoullas, A.; Rose, C.; Beyne-Rauzy, O.; Banos, A.; Guerci-Bresler, A.;
Wickenhauser, S.; et al. Lenalidomide with or without erythropoietin in transfusion-dependent erythropoiesis-stimulating
agent-refractory lower-risk MDS without 5q deletion. Leukemia 2016, 30, 897–905. [CrossRef]

68. List, A.F.; Sun, Z.; Verma, A.; Bennett, J.M.; Komrokji, R.S.; McGraw, K.; Maciejewski, J.; Altman, J.K.; Cheema, P.S.; Claxton, D.F.;
et al. Lenalidomide-epoetin alfa versus lenalidomide monotherapy in myelodysplastic syndromes refractory to recombinant
erythropoietin. J. Clin. Oncol. 2021, 39, 1001–1009. [CrossRef]

69. Fenaux, P.; Kiladjian, J.J.; Platzbecker, U. Luspatercept for the treatment of anemia in myelodysplastic syndromes and primary
myelofibrosis. Blood 2019, 133, 790–794. [CrossRef]

70. Zeidan, A.M.; Platzbecker, U.; Garcia-Manero, G.; Sekeres, M.A.; Fenaux, P.; DeZern, A.E.; Greenberg, P.L.; Savona, M.R.; Jurcic,
J.G.; Verma, A.K.; et al. Longer-term benefit of luspatercept in transfusion-dependent lower-risk myelodysplastic syndromes with
ring sideroblasts. Blood 2022, 140, 2170–2174. [CrossRef]

71. Platzbecker, U.; Germing, U.; Gotze, K.S.; Kiewe, P.; Mayer, K.; Chromik, J.; Radsak, M.; Wolff, T.; Zhang, X.; Laadem, A.; et al.
Luspatercept for the treatment of anaemia in patients with lower-risk myelodysplastic syndromes (PACE-MDS): A multicentre,
open-label phase 2 dose-finding study with long-term extension study. Lancet Oncol. 2017, 18, 1338–1347. [CrossRef]

72. Platzbecker, U.; Della Porta, M.G.; Santini, V.; Zeidan, A.M.; Komrokji, R.S.; Shortt, J.; Valcarcel, D.; Jonasova, A.; Dimicoli-Salazar,
S.; Tiong, I.S.; et al. Efficacy and safety of luspatercept versus epoetin alfa in erythropoiesis-stimulating agent-naive, transfu-
siondependent, lower-risk myelodysplastic syndromes (COMMANDS): Interim analysis of a phase 3, open-label, randomised
controlled trial. Lancet 2023. online ahead of print. [CrossRef]

73. Lim, Z.Y.; Killick, S.; Germing, U.; Cavenagh, J.; Culligan, D.; Bacigalupo, A.; Marsh, J.; Mufti, G.J. Low IPSS score and bone
marrow hypocellularity in MDS patients predict hematological responses to antithymocyte globulin. Leukemia 2007, 21, 1436–1441.
[PubMed]

74. Sloand, E.M.; Wu, C.O.; Greenberg, P.; Young, N.; Barrett, J. Factors affecting response and survival in patients with myelodysplasia
treated with immunosuppressive therapy. J. Clin. Oncol. 2008, 26, 2505–2511. [CrossRef]

75. Passweg, J.R.; Giagounidis, A.A.; Simcock, M.; Aul, C.; Dobbelstein, C.; Stadler, M.; Ossenkoppele, G.; Hofmann, W.K.; Schilling,
K.; Tichelli, A.; et al. Immunosuppressive therapy for patients with myelodysplastic syndrome: A prospective randomized
multicenter phase III trial comparing antithymocyte globulin plus cyclosporine with best supportive care--SAKK 33/99. J. Clin.
Oncol. 2011, 29, 303–309. [CrossRef] [PubMed]

76. Stahl, M.; DeVeaux, M.; de Witte, T.; Neukirchen, J.; Sekeres, M.A.; Brunner, A.M.; Roboz, G.J.; Steensma, D.P.; Bhatt, V.R.;
Platzbecker, U.; et al. The use of immunosuppressive therapy in MDS: Clinical outcomes and their predictors in a large
international patient cohort. Blood Adv. 2018, 2, 1765–1772. [CrossRef] [PubMed]

77. Laille, E.; Shi, T.; Garcia-Manero, G.; Cogle, C.R.; Gore, S.D.; Hetzer, J.; Kumar, K.; Skikne, B.; MacBeth, K.J. Pharmacokinetics and
pharmacodynamics with extended dosing of CC-486 in patients with hematologic malignancies. PLoS ONE 2015, 10, e0135520.
[CrossRef]

78. Garcia-Manero, G.; Gore, S.D.; Cogle, C.; Ward, R.; Shi, T.; Macbeth, K.J.; Laille, E.; Giordano, H.; Sakoian, S.; Jabbour, E.; et al.
Phase I study of oral azacitidine in myelodysplastic syndromes, chronic myelomonocytic leukemia, and acute myeloid leukemia.
J. Clin. Oncol. 2011, 29, 2521–2527. [CrossRef]

79. Garcia-Manero, G.; Santini, V.; Almeida, A.; Platzbecker, U.; Jonasova, A.; Silverman, L.R.; Falantes, J.; Reda, G.; Buccisano,
F.; Fenaux, P.; et al. Phase III, randomized, placebo-controlled trial of CC-486 (oral azacitidine) in patients with lower-risk
myelodysplastic syndromes. J. Clin. Oncol. 2021, 39, 1426–1436. [CrossRef]

https://doi.org/10.1038/leu.2016.111
https://doi.org/10.3324/haematol.2017.181404
https://doi.org/10.1182/blood.2021014956
https://www.ncbi.nlm.nih.gov/pubmed/35512188
https://doi.org/10.1182/blood-2022-168718
https://doi.org/10.1200/JCO.2015.66.0118
https://www.ncbi.nlm.nih.gov/pubmed/27354480
https://doi.org/10.1038/leu.2015.296
https://doi.org/10.1200/JCO.20.01691
https://doi.org/10.1182/blood-2018-11-876888
https://doi.org/10.1182/blood.2022016171
https://doi.org/10.1016/S1470-2045(17)30615-0
https://doi.org/10.1016/S0140-6736(23)00874-7
https://www.ncbi.nlm.nih.gov/pubmed/17507999
https://doi.org/10.1200/JCO.2007.11.9214
https://doi.org/10.1200/JCO.2010.31.2686
https://www.ncbi.nlm.nih.gov/pubmed/21149672
https://doi.org/10.1182/bloodadvances.2018019414
https://www.ncbi.nlm.nih.gov/pubmed/30037803
https://doi.org/10.1371/journal.pone.0135520
https://doi.org/10.1200/JCO.2010.34.4226
https://doi.org/10.1200/JCO.20.02619


Curr. Oncol. 2023, 30 6195

80. Lubbert, M.; Suciu, S.; Baila, L.; Ruter, B.H.; Platzbecker, U.; Giagounidis, A.; Selleslag, D.; Labar, B.; Germing, U.; Salih, H.R.; et al.
Low-dose decitabine versus best supportive care in elderly patients with intermediate- or high-risk myelodysplastic syndrome
(MDS) ineligible for intensive chemotherapy: Final results of the randomized phase III study of the European Organisation for
Research and Treatment of Cancer Leukemia Group and the German MDS Study Group. J. Clin. Oncol. 2011, 29, 1987–1996.

81. Steensma, D.P.; Baer, M.R.; Slack, J.L.; Buckstein, R.; Godley, L.A.; Garcia-Manero, G.; Albitar, M.; Larsen, J.S.; Arora, S.; Cullen,
M.T.; et al. Multicenter study of decitabine administered daily for 5 days every 4 weeks to adults with myelodysplastic syndromes:
The alternative dosing for outpatient treatment (ADOPT) trial. J. Clin. Oncol. 2009, 27, 3842–3848. [CrossRef]

82. Jabbour, E.; Short, N.J.; Montalban-Bravo, G.; Huang, X.; Bueso-Ramos, C.; Qiao, W.; Yang, H.; Zhao, C.; Kadia, T.; Borthakur, G.;
et al. Randomized phase 2 study of low-dose decitabine vs low-dose azacitidine in lower-risk MDS and MDS/MPN. Blood 2017,
130, 1514–1522. [CrossRef]

83. Oganesian, A.; Redkar, S.; Taverna, P.; Joshi-Hangal, R.; Azab, M. Preclinical data in cynomolgus (cyn) monkeys of ASTX727, a
novel oral hypomethylating agent (HMA) composed of low-dose oral decitabine combined with a novel cytidine deaminase
inhibitor (CDAi) E7727. Blood 2013, 122, 2526. [CrossRef]

84. Kim, N.; Norsworthy, K.J.; Subramaniam, S.; Chen, H.; Manning, M.L.; Kitabi, E.; Earp, J.; Ehrlich, L.A.; Okusanya, O.O.; Vallejo,
J.; et al. FDA approval summary: Decitabine and cedazuridine tablets for myelodysplastic syndromes. Clin. Cancer Res. 2022, 28,
3411–3416. [CrossRef]

85. Garcia-Manero, G.; Bachiashvili, K.; Amin, H.; Traer, E.; Pollyea, D.A.; Sallman, D.A.; Al-Kali, A.; Cripe, L.D.; Berdeja, J.G.;
Griffiths, E.A.; et al. ASTX727-03: Phase 1 study evaluating oral decitabine/cedazuridine (ASTX727) low-dose (LD) in lower-risk
myelodysplastic syndromes (LR-MDS) patients. Blood 2022, 140 (Suppl. S1), 1112–1114. [CrossRef]

86. Shallis, R.M.; Podoltsev, N.A.; Gowda, L.; Zeidan, A.M.; Gore, S.D. Cui bono? Finding the value of allogeneic stem cell
transplantation for lower-risk myelodysplastic syndromes. Expert Rev. Hematol. 2020, 13, 447–460. [CrossRef]

87. Robin, M.; Fenaux, P. Which lower risk myelodysplastic syndromes should be treated with allogeneic hematopoietic stem cell
transplantation? Leukemia 2020, 34, 2552–2560. [CrossRef]

88. Cutler, C.S.; Lee, S.J.; Greenberg, P.; Deeg, H.J.; Perez, W.S.; Anasetti, C.; Bolwell, B.J.; Cairo, M.S.; Gale, R.P.; Klein, J.P.; et al. A
decision analysis of allogeneic bone marrow transplantation for the myelodysplastic syndromes: Delayed transplantation for
low-risk myelodysplasia is associated with improved outcome. Blood 2004, 104, 579–585. [CrossRef] [PubMed]

89. Koreth, J.; Pidala, J.; Perez, W.S.; Deeg, H.J.; Garcia-Manero, G.; Malcovati, L.; Cazzola, M.; Park, S.; Itzykson, R.; Ades, L.;
et al. Role of reduced-intensity conditioning allogeneic hematopoietic stem-cell transplantation in older patients with de novo
myelodysplastic syndromes: An international collaborative decision analysis. J. Clin. Oncol. 2013, 31, 2662–2670. [CrossRef]

90. Della Porta, M.G.; Jackson, C.H.; Alessandrino, E.P.; Rossi, M.; Bacigalupo, A.; van Lint, M.T.; Bernardi, M.; Allione, B.; Bosi,
A.; Guidi, S.; et al. Decision analysis of allogeneic hematopoietic stem cell transplantation for patients with myelodysplastic
syndrome stratified according to the revised International Prognostic Scoring System. Leukemia 2017, 31, 2449–2457. [CrossRef]

91. de Witte, T.; Bowen, D.; Robin, M.; Malcovati, L.; Niederwieser, D.; Yakoub-Agha, I.; Mufti, G.J.; Fenaux, P.; Sanz, G.; Martino, R.;
et al. Allogeneic hematopoietic stem cell transplantation for MDS and CMML: Recommendations from an international expert
panel. Blood 2017, 129, 1753–1762. [CrossRef]

92. Steensma, D.P.; Fenaux, P.; Van Eygen, K.; Raza, A.; Santini, V.; Germing, U.; Font, P.; Diez-Campelo, M.; Thepot, S.; Vellenga, E.;
et al. Imetelstat achieves meaningful and durable transfusion independence in high transfusion-burden patients with lower-risk
myelodysplastic syndromes in a phase II study. J. Clin. Oncol. 2021, 39, 48–56. [CrossRef]

93. Platzbecker, U.; Komrokji, R.S.; Fenaux, P.; Zeidan, A.M.; Sekeres, M.A.; Savona, M.R.; Madanat, Y.F.; Santini, V.; Van Eygen, K.;
Raza, A.; et al. Imetelstat achieved prolonged, continuous transfusion independence (TI) in patients with heavily transfused
non-del(5q) lower-risk myelodysplastic syndrome (LR-MDS) relapsed/refractory (R/R) to erythropoiesis stimulating agents
(ESAs) within the IMerge phase 2 study. Blood 2022, 140 (Suppl. S1), 1106–1108.

94. Geron Announces Positive Top-Line Results from IMerge Phase 3 Trial of Imetelstat in Lower Risk MDS. 2023. Available
online: https://ir.geron.com/investors/press-releases/press-release-details/2023/Geron-Announces-Positive-Top-Line-Results-
from-IMerge-Phase-3-Trial-of-Imetelstat-in-Lower-Risk-MDS/default.aspx (accessed on 7 May 2023).

95. Besarab, A.; Provenzano, R.; Hertel, J.; Zabaneh, R.; Klaus, S.J.; Lee, T.; Leong, R.; Hemmerich, S.; Yu, K.H.; Neff, T.B. Randomized
placebo-controlled dose-ranging and pharmacodynamics study of roxadustat (FG-4592) to treat anemia in nondialysis-dependent
chronic kidney disease (NDD-CKD) patients. Nephrol. Dial. Transplant. 2015, 30, 1665–1673. [CrossRef] [PubMed]

96. Besarab, A.; Chernyavskaya, E.; Motylev, I.; Shutov, E.; Kumbar, L.M.; Gurevich, K.; Chan, D.T.; Leong, R.; Poole, L.; Zhong, M.;
et al. Roxadustat (FG-4592): Correction of anemia in incident dialysis patients. J. Am. Soc. Nephrol. 2016, 27, 1225–1233. [CrossRef]
[PubMed]

97. Henry, D.H.; Glaspy, J.; Harrup, R.; Mittelman, M.; Zhou, A.; Carraway, H.E.; Bradley, C.; Saha, G.; Modelska, K.; Bartels, P.; et al.
Roxadustat for the treatment of anemia in patients with lower-risk myelodysplastic syndrome: Open-label, dose-selection, lead-in
stage of a phase 3 study. Am. J. Hematol. 2022, 97, 174–184. [CrossRef] [PubMed]

98. Aprea Therapeutics Announces Results of Primary Endpoint from Phase 3 Trial of Eprenetapopt in TP53 Mutant Myelodysplas-
tic Syndromes (MDS). 2020. Available online: https://ir.aprea.com/news-releases/news-release-details/aprea-therapeutics-
announces-results-primary-endpoint-phase-3 (accessed on 7 May 2023).

https://doi.org/10.1200/JCO.2008.19.6550
https://doi.org/10.1182/blood-2017-06-788497
https://doi.org/10.1182/blood.V122.21.2526.2526
https://doi.org/10.1158/1078-0432.CCR-21-4498
https://doi.org/10.1182/blood-2022-156512
https://doi.org/10.1080/17474086.2020.1744433
https://doi.org/10.1038/s41375-020-0967-x
https://doi.org/10.1182/blood-2004-01-0338
https://www.ncbi.nlm.nih.gov/pubmed/15039286
https://doi.org/10.1200/JCO.2012.46.8652
https://doi.org/10.1038/leu.2017.88
https://doi.org/10.1182/blood-2016-06-724500
https://doi.org/10.1200/JCO.20.01895
https://ir.geron.com/investors/press-releases/press-release-details/2023/Geron-Announces-Positive-Top-Line-Results-from-IMerge-Phase-3-Trial-of-Imetelstat-in-Lower-Risk-MDS/default.aspx
https://ir.geron.com/investors/press-releases/press-release-details/2023/Geron-Announces-Positive-Top-Line-Results-from-IMerge-Phase-3-Trial-of-Imetelstat-in-Lower-Risk-MDS/default.aspx
https://doi.org/10.1093/ndt/gfv302
https://www.ncbi.nlm.nih.gov/pubmed/26238121
https://doi.org/10.1681/ASN.2015030241
https://www.ncbi.nlm.nih.gov/pubmed/26494833
https://doi.org/10.1002/ajh.26397
https://www.ncbi.nlm.nih.gov/pubmed/34724251
https://ir.aprea.com/news-releases/news-release-details/aprea-therapeutics-announces-results-primary-endpoint-phase-3
https://ir.aprea.com/news-releases/news-release-details/aprea-therapeutics-announces-results-primary-endpoint-phase-3


Curr. Oncol. 2023, 30 6196

99. Zeidan, A.M.; Al Ali, N.H.; Padron, E.; Lancet, J.; List, A.; Komrokji, R.S. Lenalidomide treatment for lower risk nondeletion 5q
myelodysplastic syndromes patients yields higher response rates when used before azacitidine. Clin. Lymphoma Myeloma Leuk.
2015, 15, 705–710. [CrossRef]

100. Zeidan, A.M.; Klink, A.J.; McGuire, M.; Feinberg, B. Treatment sequence of lenalidomide and hypomethylating agents and the
impact on clinical outcomes for patients with myelodysplastic syndromes. Leuk. Lymphoma 2019, 60, 2050–2055. [CrossRef]

101. Komrokji, R.S.; Al Ali, N.; Ball, S.; Chan, O.; Kuykendall, A.; Sweet, K.; Lancet, J.E.; Padron, E.; Sallman, D.A. Luspatercept for
treatment of lower risk myelodysplastic syndromes: Real world data replicates Medalist study results and confirms activity
among hypomethylating agents and lenalidomide treated patients. Blood 2022, 140 (Suppl. S1), 4039–4041. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1016/j.clml.2015.08.083
https://doi.org/10.1080/10428194.2018.1551538
https://doi.org/10.1182/blood-2022-169690

	Introduction 
	Classifications 
	Risk Assessment 
	Myeloid Malignancies with Germline Predisposition 
	Therapeutic Options 
	Iron Chelation 
	Erythropoiesis Stimulating Agents 
	Lenalidomide 
	Luspatercept 
	Immunosuppressive Therapy 
	Hypomethylating Agents 
	Azacitidine Injectable 
	Oral Azacitidine 
	Decitabine Injectable 
	Oral Decitabine/Cedazuridine 

	Allogeneic Hematopoietic Stem Cell Transplant 

	Newer Agents in Later Stages of Development 
	Imetelstat 
	Roxadustat 

	Treatment Algorithm for Lower-Risk MDS 
	Conclusions 
	References

