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Welcome and Introduction 

Cédric Hermans 

Haemophilia A is an inherited deficiency in 
coagulation FVIII. Based on their residual 
FVIII activity levels, PwHA are considered to 
have either severe (FVIII <1 IU/dL), moderate 
(FVIII 1–5 IU/dL), or mild (FVIII >5–40 IU/dL) 
disease.1 People with mild disease tend to 
bleed only after trauma, whereas those with 
severe or moderate disease also experience 
spontaneous bleeds into joints and 
muscles.1,2 However, residual FVIII activity 
levels do not always correlate with bleeding 
manifestations, and people with moderate 
or mild disease can have a similar bleeding 
phenotype to that associated with severe 
haemophilia A.3 The World Federation of 
Hemophilia (WFH) currently recommends 
regular replacement therapy (prophylaxis) 
with clotting factor concentrates or other 

haemostasis products for all PwH with a 
severe bleeding phenotype, regardless of 
their laboratory-assigned severity, with a 
recommended FVIII target trough level of 
>3–5 IU/dL or higher.1 Hermans explained 
how the consequences of haemophilia go 
beyond bleeding complications, with many 
PwHA experiencing joint damage, acute 
and chronic pain, limitations in physical 
activities, restrictions in daily lives, and 
psychosocial impacts (Figure 1).4-9 

In the past, haemophilia treatment aimed 
to convert severe disease into a moderate 
form (FVIII levels around 1–2%) to prevent 
life-threatening bleeds; however, this is 
not sufficient to protect all PwHA from 
bleeds and specifically joint damage.10 More 
sophisticated treatment options, such as 
extended half-life (EHL) FVIII products are 
maintaining FVIII levels around 3-5% (FVIII 
trough levels in moderate range and FVIII 

Meeting Summary
Haemophilia A (Factor VIII [FVIII] levels ≤40 IU/dL) is a chronic condition 
with consequences beyond bleeding complications. Many people with 

haemophilia A (PwHA) experience pain, joint damage, psychosocial impacts, 
restrictions in daily activities, and limitations in physical activities. Cédric Hermans, 
Professor at the Cliniques Universitaires Saint-Luc, Brussels, Belgium, outlined how 
ambitious treatment goals, beyond converting severe haemophilia A into a more 
moderate or mild form of the condition, are required. With new treatments, it will 
be possible to target FVIII activity levels in the non-haemophilia range (>40 IU/
dL), allowing PwHA to reach freedom from bleeds, leading to a haemophilia-free 
mindset, and comparable quality of life (QoL) with their peers. Maria Elisa Mancuso, 
Senior Haematology Consultant at IRCCS Humanitas Research Hospital, Milan, 
Italy, highlighted the evolution of haemophilia A treatments; she showed clinical 
evidence that a zero-bleed goal may require sustained FVIII activity levels >40 IU/
dL for complete protection against all types of bleeds and joint damage. Rubén 
Berrueco, Paediatric Haematologist at the Sant Joan de Déu Barcelona Children's 
Hospital, Spain, described the haemophilia paediatric patient journey, and how 
uncertainties related to bleeds and treatment burden pose unique challenges for 
children and their caregivers. He presented his perspectives on challenges with 
current treatments (e.g., delayed inhibitor development, subclinical bleeds, and lack 
of skills for intravenous administration) and the need to improve self-autonomy and 
decrease hospital dependency. New treatments to achieve the non-haemophilia range 
of FVIII could address current unmet needs. The experts discussed that treatments 
for many diseases (e.g., diabetes, hypertension) aim to restore normal values (blood 
sugar, blood pressure), which was not the case until now for haemophilia. A more 
patient-centred approach with treatments targeting normal values of FVIII could allow 
all PwHA to become mentally and physically liberated from the constraints of their 
condition, and to live with optimised health and well-being. 
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peak levels in non-haemophilia range), and 
non-factor therapies target an equivalent 
haemostatic activity in the mild haemophilia 
range, with the aim of providing improved 
protection.11-13 Now for the first time, with 
gene therapy and ultra-long FVIII, it is 
feasible to reach a new ambitious goal for 
PwHA: the normalisation of haemostasis 
(i.e., maintaining FVIII activity levels in the 
non-haemophilia range [>40 IU/dL])  
without increasing treatment burden for 
PwHA (Figure 2).14-16 

As haemophilia therapies are evolving, 
the expectations and aspirations of 
PwHA have moved beyond controlling 
symptomatic bleeds towards mental and 
physical liberation from the constraints 
of haemophilia and its treatment.16,18 By 
achieving sustained FVIII levels in the 
non-haemophilia range, health equity is 
becoming a realistic possibility for PwHA.16 

Expanding Possibilities for People 
with Haemophilia A 

Maria Elisa Mancuso 

Mancuso acknowledged the tremendous 
success in the development of haemophilia 
therapies over the past five decades. Each 

innovation stemmed from the design of 
new molecules that addressed different 
unmet needs and allowed for the inclusion 
of new outcome measures. These ranged 
from preventing death, preventing joint 
disease, and improving QoL and other 
patient-reported outcomes, to targeting the 
non-haemophilia range of FVIII and heading 
towards health equity with people who 
do not have haemophilia.16,19-21 Prophylaxis 
is recognised as the standard of care for 
people with haemophilia and a severe 
bleeding phenotype; 1 however, to optimise a 
treatment regimen, a dynamic and patient-
centric approach is needed, taking individual 
needs into account.22 Evidence is emerging 
that the guideline-recommended FVIII 
trough levels of 3–5 IU/dL are not enough 
to prevent subclinical bleeding and joint 
damage in all patients, and that for a zero 
joint bleed goal (including silent bleeds), 
FVIII levels in the non-haemophilia range 
may be required.23 Results from the Phase 
III GENEr8-1 trial with the gene therapy 
valoctocogene roxaparvovec in haemophilia 
A showed that, overall, good bleed control 
was achieved in the majority of participants, 
but only people with FVIII levels >40 IU/
dL were 100% bleed-free.24 However, FVIII 
activity levels achieved with valoctocogene 
roxaparvovec declined over time, with 10.6% 
of patients maintaining levels in the non-
haemophilia range 3 years after infusion.15 

Figure 1: Consequences of haemophilia: more than bleeds.4-9
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Non-factor replacement therapies such as 
emicizumab, fitusiran, and anti-tissue factor 
pathway inhibitor agents (concizumab and 
marstacimab) generate peak-and-trough-
free steady states that likely achieve a 
correspondence to coagulation activation in 
the range of mild haemophilia.25 The ultra-
long FVIII product efanesoctocog alfa has 
a three-fold longer half-life compared to 
conventional EHL FVIII products,26 allowing 
maintenance of FVIII levels >40 IU/dL with 
a once-weekly dose of 50 IU/kg for up to 4 
days,14, 26 thereby providing significant bleed 
protection with reduced treatment burden 
for PwHA.14

People with non-severe haemophilia are not 
uniformly protected from the development 
of arthropathy, with a proportion requiring 
prophylaxis.3 Mancuso mentioned that, 
to protect all PwHA from arthropathy, it 
is necessary to look beyond annualised 
bleeding rates (ABR) and employ imaging 
techniques such as ultrasound and MRI 
to monitor joints for subclinical bleeding 
and early evidence of joint damage.27,28 In 
a Dutch study of 43 people with severe 
haemophilia A, MRI detected haemosiderin 
deposits in 16% of all screened people; of 
these, 43% had synovial hypertrophy and/

or osteochondral changes.29 Without regular 
monitoring, synovial proliferation may be 
overlooked, as demonstrated in a recent 
ultrasound study of 79 people with severe 
haemophilia A without recent joint bleeds.30 
In this cohort, ultrasound detected active 
synovial proliferation in 22% of patients; 
of these, 82% had no clinical signs of 
inflammation (swelling or warmth).30 

Synovitis is the first step  
towards irreversible joint damage,  
but it can be reversed by intensified 
prophylaxis with FVIII and anti-inflammatory 
drugs, as recognised by the guidelines of 
the German Thrombosis Society.1,31,32 These 
guidelines recommend 1–2 daily doses of 
40–60 IU/kg coagulation factor initially for 
acute synovitis, and a 6-month trough level 
target of ≥30 IU/dL to treat chronic synovitis 
(Figure 3).32

Patient Case 1 
Mancuso presented the case of ‘Paul’, a 
34-year-old physically active person who 
has moderate haemophilia with no history 
of inhibitors (neutralising antibodies against 
FVIII concentrates) and a baseline FVIII 
activity level of 2.3 IU/dL. ‘Paul’ works, 

Figure 2: The evolving goals of haemophilia therapy: from saving life to normalising life.16-18The Evolving Goals of Hemophilia Therapies:
From Saving Life to Normalizing Life1–3
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travels often, and participates in sports 
on a regular basis. Secondary prophylaxis 
was started with thrice-weekly standard 
half-life recombinant FVIII at 4 years of age 
before switching to EHL FVIII every fifth day 
in 2016 due to time constraints impacting 
on the ability to perform thrice-weekly 
infusions. The patient started to experience 
ankle pain, especially in the morning, 
and minor bleeding, and the prophylaxis 
schedule was intensified to a twice-
weekly infusion of 45 IU/kg. In their joint 
evaluation, a haemophilia joint health score 
of 6, and a haemophilia early arthropathy 
detection with ultrasound score of 4 
were noted; the ultrasound investigation 
found evidence of synovitis in their right 
ankle that had not presented 12 months 
previously. The prophylaxis intensification 
was discussed with ‘Paul’, whose priorities 
were to stay active and independent, and 
be free of pain whilst maintaining a feasible 
treatment schedule. Mancuso highlighted 
the importance of discussing the clinical 
meaning of synovitis and the need for 
regular joint monitoring with patients, 

along with giving advice on how to manage 
synovitis with physiotherapy and anti-
inflammatory medication in addition to  
high-factor treatment, whilst keeping 
an open mind regarding treatment and 
schedule changes.

Realising New Opportunities  
in Children 

Rubén Berrueco 

Berrueco described the human-centred 
process carried out at his centre, aimed 
to better understand the unmet needs 
of children with haemophilia A (CwHA) 
and their caregivers. This qualitative 
research consisted of semi-structured 
interviews with healthcare professionals 
(HCP), CwH, and their caregivers, and 
other stakeholders, as well as observation 
during clinical appointments at the centre. 
The information allowed them to draw 
the paediatric haemophilia journey and 

Figure 3: German Thrombosis Society treatment algorithm for synovitis in haemophilia.32
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to describe the unmet needs that CwH 
experience through time. Potential moments 
to improve CwH’s and their caregivers’ 
experience are (i) treatment initiation, 
when caregivers tend to be keen to learn 
about haemophilia but, at the same time, 
experience many uncertainties related to 
the condition, and (ii) when CwH are 7–8 
years old, and first notice that they are 
different to their peers and begin to ask, 
“why me?” 

Apart from the unmet needs described by 
the patients, Berrueco believes that it is 
important to explain to parents that, even 
with treatment, HCPs are aware of other 
unmet needs that must be addressed. 
Haemophilia A is a chronic disease with 
a high treatment burden that impacts 
on daily activities and QoL.33 Moreover, 
CwHA are still at risk of life-threatening 
bleeds such as intracranial haemorrhage,34 
a risk that can be significantly mitigated 
by prophylaxis.35 Importantly, compared 
with on-demand treatment, prophylaxis 
with FVIII is associated with a lower rate of 
inhibitors,36 and early primary prophylaxis 
with FVIII has been related to better joint 
health results.37,38 However, the Joint 
Outcome Study and subsequent Joint 
Outcome Continuation Study demonstrated 
that, despite prophylaxis with FVIII, joint 
damage can also occur in the absence 
of recognised bleeds.28 Nowadays, 
many CwHA are treated with non-factor 
treatment (emicizumab), but it is important 
to highlight that there is a paucity of data 
for this treatment regarding the risk of 
inhibitor development following on-demand 
FVIII exposure,39,40 and regarding the 
predictability of joint health.41 

For prophylaxis to be successful, 
adherence is crucial at any age, but can 
be problematic in adolescents and young 
adults.42,43 Adolescents often consider 
prophylaxis infusions a time-consuming 
and inconvenient interference with their 
daily lives. They may lack the necessary 
skills to self-infuse, be phobic of needles, 
be forgetful, or lack family support.44,45 
Educating adolescents about  
the consequences of non-adherence 
is crucial, and self-injection should be 
encouraged as early as possible in the 

patient journey to ensure young people with 
haemophilia gain autonomy and good self-
management skills.43,44 

Berrueco discussed how sports 
participation is an important way to 
improve QoL in CwHA;46 at the same 
time, this needs to be balanced with the 
associated increased bleed risk.46 Achieving 
normalisation of haemostasis and a 
‘haemophilia-free mind’ could enable CwHA 
to live full lives with the same aspirations 
as their peers without haemophilia.47 In 
addition to considering the unmet needs in 
CwHA (Figure 4), Berrueco urged HCPs  
not to forget that caregivers continue to 
need support through all stages of their 
child’s development. 

Treatment of CwHA has changed over the 
years, and tremendous progress has been 
achieved.21 A decade ago, FVIII prophylaxis 
was started at around 2 years of age, with 
a twice-to-three-times weekly infusion 
regimen,50 and tolerisation was achieved 
within 6 months.41 HCP concerns were 
focused on the type of FVIII product they 
should administrate. Now, prophylaxis is 
started even earlier, and worries are related 
to the protection against subclinical bleeds 
and the potentially increased risk to develop 
inhibitors at later age.

Recent and new treatment approaches 
offer opportunities to address unmet needs 
in CwHA. Emicizumab allows for either 
once-weekly, every 2-, or every 4-week 
subcutaneous injections,39,51 achieving FVIII 
equivalence of between 9–20 IU/dL.52-55 
Whilst the recently published HAVEN 7 
study of emicizumab in infants with severe 
haemophilia A showed no new safety 
signals in this age group, with a model-
based ABR of 0.4 and 54.5% of participants 
reaching zero treated bleeds,51 real-world 
data in 314 young people with severe 
haemophilia A with and without inhibitors 
found that 15 participants experienced 
at least one severe muscle bleed.56 The 
pharmacokinetic profile of the ultra-long 
FVIII efanesoctocog alfa supports a once-
weekly dosing schedule, maintaining FVIII 
in the non-haemophilia range for up to 3 
days in children.57 In the Phase III XTEND-
Kids study in boys younger than 12 years 
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with severe haemophilia who had previously 
been treated with FVIII, the estimated mean 
ABR in the sensitivity population (n=73)  
was 0.61, and 64% of patients reached  
zero bleeds;58 crucially, no inhibitors  
were detected.59 

Patient Case 2 
Berrueco presented the case of ‘Valentín’, 
a 7-year-old boy with severe haemophilia 
A who started emicizumab at the age 
of 3 years (after >50 ED with FVIII), and 
recently started playing soccer. In a recent 
evaluation of the patient’s joint health, 
there was evidence of right knee swelling 
and a new synovitis in the suprapatellar 
recess. During further discussion with the 
parents, it was remembered that ‘Valentín’ 
had experienced knee pain for the past 
few weeks, suggesting that the synovitis 
was active (symptomatic). The clinical 
goal for this child was to achieve and then 
maintain optimal joint health, whilst allowing 
him to have a QoL of life comparable with 
his peers. For ‘Valentín’ and his parents, 
maintaining physical activity and having a 
low treatment burden were priorities. It was 
agreed that close clinical monitoring was 
necessary, and that the treatment schedule 
and other treatment options should be 
reviewed to achieve the desired clinical goal 
for this child and his caregivers.

Panel Discussion and Q&A: 
Resetting Goals and  
Approaches in Haemophilia A 

All Faculty 

Speaker presentations were followed by a 
combined panel discussion and audience 
Q&A session. Mancuso explained that, to 
date, no treatment for haemophilia A is 
curative, but if joint health is already poor, 
a higher level of protection is required. 
Hermans noted that, for other acquired 
conditions (e.g., hypertension, diabetes, 
hypercholesterinaemia), the treatment 
goal is to restore normal physical or 
biological parameters;16 in haemophilia 
A, the treatment goal of trough levels 
of 3–5% merely converts severe-to-
moderate disease, which Hermans 
argued is insufficiently ambitious. The 
goal of normalisation has simply not been 
considered achievable or affordable, but 
with new treatment options, it is now 
becoming realisable.16 Berrueco stressed 
the importance of looking beyond the 
impact of haemophilia on children and 
their parents, and also consider other 
family members, teachers, and healthcare 
providers. It was agreed that families 
need to be continuously educated on the 
treatment options and long-term treatment 
effects. With adequate monitoring, it is 

Figure 4: Many unmet needs still exist for paediatric patients with haemophilia A.28,41,42,48,49
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expected that sustaining FVIII activity levels 
in the non-haemophilia range will protect 
joint health and thereby reduce sequelae 
of haemophilia later in life; monitoring 
with ultrasound also increases patient 
education and adherence. In adult PwHA, 
FVIII activity levels in the non-haemophilia 
range can offer a level of protection that 
allows treatment for comorbidities, such as 
cardiovascular pathologies, without having 
to prioritise bleed prevention or prevention 

of thrombotic events. The ‘haemophilia-free 
mind’ is an aspirational concept, and with 
current treatments, PwHA will still have a 
life-long serious disease,19 but a reduction 
of the burden of treatment and better 
haemostatic protection can contribute to 
alleviating the burden of haemophilia. All 
panel members agreed that clinical studies 
should address outcomes beyond the 
prevention of bleeds, and include a focus on 
patient-related outcomes.60

References
1. Srivastava A et al. WFH guidelines for 

the management of hemophilia, 3rd 
edition. Haemophilia. 2020;26(Suppl 
6):1-158. Erratum in: Haemophilia. 
2021;27(4):699.

2. Rejto J et al. Bleeding phenotype in 
nonsevere hemophilia by International 
Society on Thrombosis and 
Haemostasis bleeding assessment 
tool, bleeding frequency, and the joint 
status. Res Pract Thromb Haemost. 
2023;7:100047.

3. Castaman G et al. Mild and moderate 
hemophilia A: neglected conditions, 
still with unmet needs. J Clin Med. 
2023;12:1368.

4. Kurnik K et al. How do I counsel 
parents of a newly diagnosed boy 
with haemophilia A? Hamostaseologie. 
2020;40:88-96.

5. Auerswald G et al. Pain and pain 
management in haemophilia. Blood 
Coagul Fibrinolysis. 2016;27:845-54.

6. Smith N et al. Vocational experiences 
and career support opportunities 
among Canadian men with moderate 
and severe haemophilia. Haemophilia. 
2019;25:441-6.

7. D'Angiolella LS et al. The 
socioeconomic burden of patients 
affected by hemophilia with inhibitors. 
Eur J Haematol. 2018;101:435-56.

8. Mehta P, Reddivari A, Haemophilia 
[Internet] (2024) Treasure Island: 
StatPearls. Available at: https://www.
ncbi.nlm.nih.gov/books/NBK551607/. 
Last accessed: 25 June 2024.

9. Nomura S. Current status 
and challenges in delivering 
comprehensive care for patients 
with hemophilia. J Blood Med. 
2023;14:629-37.

10. den Uijl I et al. Turning severe into 
moderate haemophilia by prophylaxis: 
are we reaching our goal? Blood 
Transfus. 2013;11:364-9.

11. Hermans C, Pierce GF. Bispecific 
antibodies mimicking factor VIII in 
hemophilia A: converting innovation 

to an essential medicine. Res Pract 
Thromb Haemost. 2023;7:100173.

12. Klamroth R et al. Rurioctocog alfa 
pegol PK-guided prophylaxis in 
hemophilia A: results from the phase 3 
PROPEL study. Blood. 2021;137:1818-
27.

13. Oldenburg J et al. Emicizumab 
prophylaxis in hemophilia A 
with inhibitors. N Engl J Med. 
2017;377:809-18.

14. von Drygalski A et al. Efanesoctocog 
alfa prophylaxis for patients with 
severe hemophilia A. N Engl J Med. 
2023;388:310-8.

15. Madan B et al. Three-year outcomes 
of valoctocogene roxaparvovec gene 
therapy for hemophilia A. J Thromb 
Haemost. 2024;22(7):1880-93. [Epub 
ahead of print].

16. Skinner MW et al. Achieving the 
unimaginable: health equity in 
haemophilia. Haemophilia. 2020;26:17-
24.

17. Carcao M et al. How much 
prophylaxis is enough in haemophilia? 
Haemophilia. 2024;30(Suppl 3):86-94.

18. Hermans C, Pierce GF. Towards 
achieving a haemophilia-free mind. 
Haemophilia. 2023;29:951-3.

19. Mannucci PM. Hemophilia therapy: 
the future has begun. Haematologica. 
2020;105:545-53.

20. Hermans C, Pierce GF. Ultra-long FVIII: 
A major step forward to a hemophilia-
free mind. J Thromb Haemost. 
2024;22(7):1844-6. [Epub ahead of 
print].

21. Mannucci PM. Hemophilia treatment 
innovation: 50 years of progress and 
more to come. J Thromb Haemost. 
2023;21:403-12.

22. Hermans C et al. Hemophilia treatment 
in 2021: choosing the"optimal" 
treatment using an integrative, 
patient-oriented approach to shared 
decision-making between patients and 
clinicians. Blood Rev. 2022;52:100890.

23. Malec L, Matino D. Targeting higher 

factor VIII levels for prophylaxis in 
haemophilia A: A narrative review. 
Haemophilia. 2023;29:1419-29.

24. Mahlangu J et al. Efficacy and safety 
of valoctocogene roxaparvovec gene 
transfer for severe haemophilia A: 
results from the GENER8-1 two year 
analysis. Virtual Congress 2022.

25. Berntorp E et al. Optimising 
prophylaxis in haemophilia A: The ups 
and downs of treatment. Blood Rev. 
2021;50:100852.

26. Lissitchkov T et al. Pharmacokinetics 
of recombinant factor VIII in adults 
with severe hemophilia A: fixed-
sequence single-dose study of 
octocog alfa, rurioctocog alfa pegol, 
and efanesoctocog alfa. Res Pract 
Thromb Haemost. 2023;7:100176.

27. Gualtierotti R et al. Assessing joint 
health in haemophilia patients: 
The combined value of physical 
examination and ultrasound imaging. 
Haemophilia. 2024;DOI:10.1111/
hae.15030. [Epub ahead of print].

28. Daffunchio C et al. The hidden 
joint in children with haemophilia 
on prophylaxis. Thromb Res. 
2023;226:86-92.

29. van Leeuwen FHP et al. Magnetic 
resonance imaging evidence for 
subclinical joint bleeding in a Dutch 
population of people with severe 
hemophilia on prophylaxis. J Thromb 
Haemost. 2023;21:1156-63.

30. van Bergen EDP et al. Subclinical 
synovial proliferation in patients with 
severe haemophilia A: the value of 
ultrasound screening and biochemical 
markers. Haemophilia. 2023;29:1580-
8.

31. Mancuso ME et al. Synovitis and joint 
health in patients with haemophilia: 
statements from a European e-Delphi 
consensus study. Haemophilia. 
2023;29:619-28.

32. GTH. S2k-Leitlinie Synovitis bei 
Hämophilie, Langfassung. August 
2022 update. 2022. Available at: 
https://register.awmf.org/assets/
guidelines/086-005l_S2k_Synovitis-

Symposium Review

https://creativecommons.org/licenses/by-nc/4.0/


CC BY-NC 4.0 Licence  ●  Copyright © 2024 EMJ   ●   July 2024  ●  Hematology 37

bei-Haemophilie_2023-02.pdf Last 
accessed: 9 July 2024.

33. Brod M et al. Understanding treatment 
burden in hemophilia: development 
and validation of the Hemophilia 
Treatment Experience Measure 
(Hemo-TEM). J Patient Rep Outcomes. 
2023;7:17.

34. Zanon E et al. Intracranial 
haemorrhage in haemophilia patients 
is still an open issue: the final results 
of the italian EMO.REC Registry. J Clin 
Med. 2022;11:1969.

35. Hu J et al. Risk of intracranial 
hemorrhage in persons with 
hemophilia A in the United States: 
real-world retrospective cohort study 
using the ATHNdataset. J Blood Med. 
2024;15:191-205.

36. Gouw SC et al. Treatment-related 
risk factors of inhibitor development 
in previously untreated patients with 
hemophilia A: the CANAL cohort study. 
Blood. 2007;109:4648-54.

37. Warren BB et al. Young adult outcomes 
of childhood prophylaxis for severe 
hemophilia A: results of the joint 
outcome continuation study. Blood 
Adv. 2020;4:2451-9.

38. Manco-Johnson MJ et al. Prophylaxis 
versus episodic treatment to 
prevent joint disease in boys with 
severe hemophilia. N Engl J Med. 
2007;357:535-44.

39. Ranta S et al. Dilemmas on 
emicizumab in children with 
haemophilia A: a survey of strategies 
from PedNet centres. Haemophilia. 
2023;29:1291-8.

40. Mason JA, Young G. Emicizumab 
prophylaxis in infants with severe 
haemophilia A without inhibitors: 
illustrative real-world cases to support 
shared decision-making. Haemophilia. 
2021;27:724-9.

41. Young G. Management of children 
with hemophilia A: how emicizumab 
has changed the landscape. J Thromb 

Haemost. 2021;19:1629-37.

42. Hoefnagels JW et al. The perspectives 
of adolescents and young adults 
on adherence to prophylaxis in 
hemophilia: a qualitative study. Patient 
Prefer Adherence. 2020;14:163-71.

43. Berube S et al. Motivational techniques 
to improve self-care in hemophilia: the 
need to support autonomy in children. 
BMC Pediatr. 2016;16:4.

44. Brand B et al. Challenges in the 
management of haemophilia 
on transition from adolescence 
to adulthood. Eur J Haematol. 
2015;95(Suppl 81):30-5.

45. Lee Mortensen G et al. Adherence to 
prophylactic haemophilic treatment in 
young patients transitioning to adult 
care: a qualitative review. Haemophilia. 
2018;24:862-72.

46. Khair K et al. The impact of sport 
on children with haemophilia. 
Haemophilia. 2012;18:898-905.

47. Krumb E, Hermans C. Living with a 
"hemophilia-free mind" - the new 
ambition of hemophilia care? Res Pract 
Thromb Haemost. 2021;5:e12567.

48. Banchev A et al. A cross-national 
survey of people living with 
hemophilia: impact on daily living 
and patient education in Central 
Europe. Patient Prefer Adherence. 
2021;15:871-83.

49. Chowdary P et al. Disease burden, 
clinical outcomes, and quality of life 
in people with hemophilia A without 
inhibitors in Europe: analyses from 
CHESS II/CHESS PAEDs. TH Open. 
2024;8(2):e181-93.

50. Oldenburg J. Optimal treatment 
strategies for hemophilia: 
achievements and limitations of 
current prophylactic regimens. Blood. 
2015;125:2038-44.

51. Pipe SW et al. Emicizumab prophylaxis 
in infants with hemophilia A (HAVEN 7): 
primary analysis of a phase 3b open-

label trial. Blood. 2024;143:1355-64.

52. Ferriere S et al. A hemophilia A mouse 
model for the in vivo assessment 
of emicizumab function. Blood. 
2020;136:740-8.

53. Lenting PJ. Laboratory monitoring 
of hemophilia A treatments: new 
challenges. Blood Adv. 2020;4:2111-8.

54. Pipe SW et al. Efficacy, safety, and 
pharmacokinetics of emicizumab 
prophylaxis given every 4 weeks in 
people with haemophilia A (HAVEN 
4): a multicentre, open-label, non-
randomised phase 3 study. Lancet 
Haematol. 2019;6:e295-305.

55. Schmitt C et al. Pharmacokinetics and 
pharmacodynamics of emicizumab in 
persons with hemophilia A with factor 
VIII inhibitors: HAVEN 1 study. Thromb 
Haemost. 2021;121:351-60.

56. Batsuli G et al. Severe muscle 
bleeds in children and young adults 
with hemophilia A on emicizumab 
prophylaxis: real-world retrospective 
multi-institutional cohort. Am J 
Hematol. 2023;98:E285-7.

57. Peyvandi F et al. Once-weekly 
efanesoctocog alfa prophylaxis 
provided high sustained factor VIII 
activity levels, independent of blood 
group, in children <12 Years of Age 
with severe hemophilia A. Blood. 
2023;142:506-8.

58. Malec L et al. Treatment of bleeding 
episodes with efanesoctocog alfa in 
children with severe hemophilia A in 
the XTEND-Kids phase 3 study. Blood. 
2023;142:3993.

59. Malec L et al. Efanesoctocog alfa 
prophylaxis for previously treated 
patients <12 Years of Age with severe 
hemophilia A. Res Pract Thromb 
Haemost. 2023;7(Suppl 2):1-290.

60. Manco-Johnson MJ et al. Outcome 
measures in haemophilia: beyond 
ABR (Annualized Bleeding Rate). 
Haemophilia. 2021;27(Suppl 3):87-95.

Symposium Review

FOR REPRINT QUERIES PLEASE CONTACT:   INFO@EMJREVIEWS.COM

https://creativecommons.org/licenses/by-nc/4.0/
mailto:%20info%40emjreviews.com?subject=

