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Visual Summary of Recommendations
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Extended molecular genetic testing is less desirable for patients who are 
with poor expected longevity, or do not want to know prognosis if there 

transplant-ineligible 
is no impact on treatment.

Repeat testing if needed at
key clinical decision points
to identify new mutations.

GOOD
PRACTICE

Dynamic, 
structured 
symptom 

assessment 
needed as higher- 
risk patients under 

observation are 
more likely to need 
treatment during 
disease course.

GOOD
PRACTICE

In patients on 
first-line JAK

inhibitors, manage 
anemia based on
timing and impact 
on disease control:
optimize if benefit 

persists; switch
therapy if anemia 

prevents
effective dosing.

GOOD
PRACTICE

Prioritize early transplant 
consultation for patients with 

high-risk molecular and cytogenetic 
features, even with an optimal JAK 
inhibitor response. Early referral 

does not mean transplant will 
occur. Proceed based on 

risk-benefit assessment and patient 
preferences/values.

Initiation of JAK inhibitors
Suggests against the
initiation of JAK inhibitors

No use of JAK inhibitorsSuggests the use of 
JAK inhibitors

vs. 

JAK Inhibitor vs. NotSymptoms

vs. 

Without symptomatic
splenomegaly and/or

disease-related
symptoms

With symptomatic
splenomegaly and/or

disease-related
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Definitions:
Myelofibrosis (MF): Primary MF, post-essential thrombocythemia (post-ET) / post-polycythemia vera (post-PV) MF; excludes prefibrotic MF.
Lower-risk MF: DIPSS/plus low, intermediate-1; MIPSS70/+v2.0 very low, low, intermediate.
Higher-risk MF: DIPSS/plus intermediate-2, high; MIPSS70/+v2.0 high, very high.

Non-transfusion dependent 
patients may start with non- 
JAK inhibitor therapy (e.g. 
erythropoiesis-stimulating 
agent (if eligible), androgen, 
luspatercept).

JAK inhibitors
(momelotinib, 

pacritinib)

Non-JAK inhibitor,
anemia-directed 

therapy

Some transfusion-dependent 
patients may become 
transfusion-independent with 
momelotinib/pacritinib; in these 
cases, JAK inhibitors may be 
preferred. Consider pacritinib 
for patients with both anemia 
and thrombocytopenia.

Or

For patients unable to maintain 
optimal dose of ruxolitinib

/fedratinib to control 
symptomatic splenomegaly 

and/or disease-related 
symptoms.

Tolerating Optimal
 JAKi Dose

Not Tolerating 
Optimal JAKi Dose

For patients who maintain 
adequate control of symptomatic 

splenomegaly and/or 
disease-related symptoms, 

on the current dose of 
ruxolitinib/fedratinib

Suggests switching to 
momelotinib or pacritinib

Suggests implementing 
non-JAK inhibitor anemia 

optimization strategies (red 
blood transfusion, ESAs, 
luspatercept, androgens)

Patients with JAK2 V617F
positive MF

Suggests primary prevention 
with low dose aspirin 
if no contraindications

All other MF
patients

Suggests shared 
decision-making using MF 

subtype, thrombotic risk, and 
bleeding risk factors

Suggests Either

Anemia timing 
matters: early 
onset may be 

drug-related; late 
onset may signal 

disease 
progression.

Special 
considerations 
might apply for 

patients planned 
for HCT

Transplant Therapies

Special Situations

Suggests against 
Routine use of pre-transplant 
JAK-inhibitors, except patients 

with splenomegaly or 
disease-related symptoms.

Suggests
Early referral for transplantation 

consultation for patients with 
higher risk MF

Patients with
MF and transfusional

iron overload

Responding to
JAK-inhibitors

Patients with Myelofibrosis

Timing for transplant 

Asprin Therapy Iron Chelators

Suggests against 
routine iron chelation 

therapy

Transplant scheduled

JAK-inhibitor naïve

Suggests extended molecular
genetic testing for all

patients with myelofibrosis.




