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About this report

“Harnessing innovation in bleeding disorders” 
is an Economist Impact report that is supported 
by CSL Behring. Centred on the insights of 
experts based in Europe and North America 
(drawn together in workshops and one-to-one 
interviews), the report focuses on past, present 
and future innovations in the treatment and 
management of rare, inherited bleeding disorders, 
and where these innovations have been and can 
be utilised to address current unmet health needs 
in patients. It focuses on the three most common 
of these bleeding disorders—haemophilia A, 
haemophilia B and von Willebrand disease 
(vWD) as a starting point. While there is no 
explicit geographic focus to the report, we have 
concentrated on opportunities and challenges for 
innovation in higher-income countries. 

The research programme incorporated  
a literature review, extensive desk research, 
two workshops and five interviews—attendees 
and interviewees are listed below. The first had 
a European focus, the second North American. 
They brought together patient groups, health 
professionals and policy experts to discuss the 
role of innovation in rare bleeding disorders and 
how the future of innovation may be able to 
address patients’ unmet needs. The interviews 
complemented the discussions held at each 
workshop, and also offered us an opportunity  
to dive further into key areas of innovation.

We would like to thank the following individuals 
for sharing their insight and experience:

Workshop participants: 

Victor Blanchette, medical director of the 
Paediatric Thrombosis and Haemostasis 
Programme in the Division of Haematology/
Oncology at the Hospital for Sick Children, 
Toronto

Amanda Bok, chief executive officer of the 
European Haemophilia Consortium

Brendan Hayes, director of education—
innovative therapies at the National Hemophilia 
Foundation

Glenn Mones, advocacy/non-profit consultant at 
the Coalition for Hemophilia B

Brian O’Mahony, chief executive officer of the 
Irish Haemophilia Society

Kim Phelan, chief operating officer of the 
Coalition for Hemophilia B

Michael Recht, chief science officer of the 
American Thrombosis and Hemostasis Network 
and professor of clinical paediatrics at Yale 
University School of Medicine
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Dawn Rotellini, chief operating officer at the 
National Hemophilia Foundation and Board 
Member for the World Federation of Hemophilia

Naja Skouw-Rasmussen, think-tank officer at 
the European Haemophilia Consortium 

Clive Smith, chair of the Haemophilia Society

Leonard Valentino, president and chief executive 
officer of the National Hemophilia Foundation

Christopher E Walsh, associate professor and 
director of Icahn School of Medicine at Mount 
Sinai, New York City

Sonji Wilkes, former vice-president of the 
Hemophilia Federation of America

Interviewees: 

Manon Degenaar-Dujardin, steering committee 
member at the European Haemophilia 
Consortium

Barbara A Konkle, professor of medicine at the 
University of Washington School of Medicine and 
research director at the Washington Centre for 
Bleeding Disorders in Seattle, WA

Flora Peyvandi, director and former president 
of the European Association for Haemophilia and 
Allied Disorders and president of the International 
Society of Thrombosis and Haemostasis 

Mark Skinner, assistant clinical professor 
(adjunct) in the Department of Health Research 
Methods, Evidence and Impact at McMaster 
University in Hamilton ON, Canada

Ester Zapotocka, Department of Pediatric 
Hematology/Oncology at University Hospital 
Motol

Economist Impact bears sole responsibility for 
the content of this report. The findings and views 
expressed in the report do not necessarily reflect 
the views of the sponsor, nor the workshop 
attendees or interviewees. The project team 
consisted of Michael Guterbock, Alan Lovell, 
Radha Raghupathy, Yogita Srivastava, Emily 
Tiemann and Paul Tucker.
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Executive Summary

A history of innovation has 
improved outcomes

Bleeding disorders—the most common of 
which are haemophilia A, haemophilia B and 
von Willebrand disease (vWD)—affect the way 
that the body controls blood clotting. They are 
difficult conditions to live with, characterised 
by bleeding, pain and long-term complications. 
Treatment regimens can be arduous, severe cases 
can be fatal, and even if managed well they have a 
profound impact on quality of life.

But things are better than they were. Over the 
last 50 years waves of innovative treatments 
and models of care have revolutionised the lives 
of people with bleeding disorders. Innovation 
can be defined as a novel treatment, product, 
service or care pathway that has clear benefits 
when compared to what is currently being done 
or what has been done in the past. Therapeutic 
innovations include the development of 
concentrated and purified clotting factors 
for replacement therapy, desmopressin and 
recombinant factor-replacement treatments. 
More recently, extended half-life factor 
replacement treatments have not only reduced 
the frequency of infusions and improved bleed 
protection but can also be given in the comfort of 
a patient's home rather than in a hospital.

These waves of innovation are ongoing. We see 
them in the world of apps and technology, in the 
organisation and integration of specialist centres, 
and in new therapeutics such as gene therapy. 
This spirit of innovation in the pursuit of better 
outcomes and improved quality of life needs 
to be supported because, notwithstanding the 

improvements of the last 50 years, people with 
bleeding disorders still face many unmet needs.

Unmet needs remain

People with bleeding disorders often have 
impaired joint health, because of uncontrolled or 
breakthrough bleeds despite current treatments. 
Breakthrough bleeding can occur between 
prophylaxis treatments, when factor level drops. 
This uncontrolled or sporadic bleeding can also 
lead to longer-term issues such as impairments in 
mobility and functional status, as well as acute and 
chronic pain associated with damaged muscles 
and joints. Some treatment regimens remain 
onerous, with infusions and injections required 
several times a week. Inhibitors, antibodies that 
are developed due to an immune response to 
infused clotting factor and render exogenous 
factor replacement therapy ineffective, further 
increase the burden on some patients and lead 
to poorer health outcomes. Many patients must 
assess—every time—whether it is safe to engage 
in physical activity. Lives are interrupted in other 
ways, including hospitalisations and absenteeism 
from work and school. People living with a 
bleeding disorder also often require—but do not 
necessarily receive—comprehensive care that 
incorporates other health-related services such as 
psychiatric care and physiotherapy. 

Wider challenges exist to the delivery of care. 
Accessibility to specialist care is sometimes 
limited, particularly outside of urban areas, 
and GPs may not always have experience of 
managing people with bleeding disorders. 
Women sometimes miss out on quality care, even 
though vWD is more common in women than 
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men. And although shared decision-making is a 
goal, in reality it is often limited, partly because 
of the rapid expansion of therapeutic options.

The innovations that will transform lives

While a range of unmet needs continues 
to impact the lives of people with bleeding 
disorders, the rich vein of innovation looks set 
to continue. We explore three domains and 
examples herein of innovation—technological, 
systemic and therapeutic—and describe how 
they can help to address unmet needs.

• Domain 1: Technological innovations 
Following the rise of smartphone apps and 
wearables such as smartwatches and their 
adoption in other areas of mobile health, a 
range of solutions are being developed to help 
manage treatment for bleeding disorders.

• Domain 2: Systemic innovations 
Care for people with bleeding disorders 
extends beyond symptomatic treatment. 
Patients require comprehensive care that 
incorporates psychosocial, psychiatric, 
physiotherapy, dental and orthopaedic care. 

• Domain 3: Therapeutic innovations 
Existing treatments, while effective, 
have drawbacks. The advent of gene 
therapy for haemophilia A and B, 
alongside an increase in personalised 
therapy, looks set to revolutionise 
treatment for bleeding disorders.

Making it happen

To address the unmet needs facing people 
living with bleeding disorders, a range of 
approaches will need to be pursued. We 
describe five principles around which improved 
services and care can be designed:

#1: Commission integrated services 
There remain inconsistencies in care, both 
in terms of access to treatment and in the 
provision of vital aspects of comprehensive 
care, including psychosocial, psychiatric and 
physiotherapy support. This care needs to 
be delivered in a patient-centric manner.

#2: Develop regulatory, HTA and payment 
models that support innovation 
Neither regulatory approaches, value assessment 
practices in health technology assessment 
(HTA) appraisal, nor the reimbursement 
frameworks used to negotiate a price, are 
well suited to accommodate the combination 
of high up-front costs and long-term value 
potential for innovations like gene therapy. This 
is an issue that needs to be solved across the 
increasing range of therapeutic areas for which 
functionally “curative” therapies are available.

#3: Enable technology 
Broader innovative tech trends have created 
space to develop the already encouraging 
offering of devices and platforms that exists in 
haemophilia care. Payers will have to develop 
funding and coverage frameworks that 
support tech that improves patients’ lives.

#4: Aim for a functional cure 
The potential impact of functionally “curative” 
therapies is huge, almost revolutionary. 
Current progress in gene therapy is found 
in haemophilia A and B, but there is the 
potential for similar developments in other 
bleeding disorders, including vWD.

#5: Amplify the patient voice 
Underlying all the above is the need to amplify 
the patient voice. Patient organisations are 
already active—mainly in patient advocacy. 
Given the opportunity, and supported 
through systemic change, they can play a 
yet greater role in awareness, education, 
research prioritisation and HTA.
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Glossary

Clotting factors 
Proteins in the blood that help control bleeding

Haemophilia A 
Deficiency of clotting factor VIII, an 
essential blood-clotting protein

Haemophilia B 
Deficiency of clotting factor IX, an 
essential blood-clotting protein

Von Willebrand disease 
Deficiency of the von Willebrand factor, 
which attracts platelets to clump together at 
a wound site and aid with blood clotting

Prophylaxis 
The administration of clotting factor concentrate 
in anticipation of or to prevent bleeding

Replacement therapy 
Injection (infusion) of clotting factor concentrates 
into a vein, to help blood to clot normally

Inhibitors 
Antibodies that are developed due to an immune 
response to infused clotting factor and make 
exogenous factor replacement therapy ineffective

Recombinant factors 
Lab-made (not from human blood) factors, 
which offer a safer option than plasma-derived 
products because they avoid potential blood-
borne transmission of infectious diseases

Bypassing agents 
Instead of replacing missing factors, these go 
around (or bypass) the factors that are blocked 
by inhibitors to help the body form a normal clot

Subcutaneous injection 
An injection into the fatty tissues 
just beneath the skin 
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Introduction

Rare, hereditary bleeding disorders, such as 
haemophilia A, haemophilia B and vWD, are 
difficult conditions characterised by bleeding, 
pain and long-term complications. Severe cases 
can be fatal and sufferers experience a range of 
physical impacts (notably joint damage, caused 
by spontaneous and/or traumatic bleeding 
into joints) and treatment regimens can be 
arduous. More broadly, bleeding disorders, even 
if managed to the extent possible with existing 
treatment options, have profound impacts on 
quality of life, meaning that those affected also 
require—but do not always receive—psychiatric, 
psychosocial and physiotherapy assistance.1 
As bleeding disorders are usually diagnosed in 
childhood, the burden begins in early life and 
is faced by both parents and young children 
and continues throughout the life course.2

This report explores the role of innovation in rare, 
inherited bleeding disorders, a group of diseases 
that have a major impact on the people affected 
by them. Innovation can be defined as a novel 
treatment, product, service or care pathway that 
has clear benefits when compared to what is 
currently being done or what has been done in the 
past. While sometimes considered a buzzword of 
little value, innovation has played, and continues 
to play, an important role in improving the quality 
of life of people with bleeding disorders. Some 
have been incremental in nature, and some are 
better described as breakthrough innovations.3 

As we will see, a potentially transformative 
innovation is waiting in the wings. We therefore 
see innovation not as something that starts 
anew now, but rather as an area in which 
existing momentum needs to be maintained.

Our report focuses on haemophilia A, 
haemophilia B and vWD as they are the most 
common of the rare bleeding disorders and have 
significant community and clinical impact.

Box 1: A note on von Willebrand disease 
Despite its comparative prevalence, 
relatively little is known about vWD, and 
awareness is low even among healthcare 
professionals and in the medical 
community.4 Historically, the focus has 
been on haemophilia, with less attention 
and research being provided to vWD and 
other bleeding disorders. We acknowledge 
that vWD gets relatively less coverage in 
our report compared to haemophilia A 
and B. However, where possible, we have 
attempted to cover the disease fairly, 
and we argue that more efforts should be 
made to improve the lives of sufferers. 
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We describe three “innovation domains” that have 
provided and continue to provide hope for people 
with bleeding disorders. We assess the unmet 
needs that these innovations can help to resolve, 
as well as looking at what is still outstanding.

Domain 1: Technological innovations

Following the rise of smartphone apps and 
wearables such as smartwatches and their 
adoption in other areas of mobile health, a range 
of solutions are being developed to help manage 
treatment for bleeding disorders. Such platforms 
face barriers to their adoption, but if these can 
be overcome, apps and wearables offer the 
potential to be part of a comprehensive approach 
stretching well beyond clinical treatment into a 
more holistic focus on quality of life and wellbeing.

Domain 2: Systemic innovations

Care for people with bleeding disorders 
extends beyond the various types of medical 
treatment designed to head off or counter direct 
symptoms. Patients require comprehensive 
care that incorporates psychosocial, psychiatric, 
physiotherapy, dental and orthopaedic care. Yet 
this level of support is not always available or 
as accessible as it should be, nor is there always 
a sufficient focus on shared decision-making.

Domain 3: Therapeutic innovations

Despite a range of advancements in recent years, 
existing treatments have drawbacks linked to 
limitations in the level or consistency of protection 
they offer and the impacts on the quality of life 
of people who have to take them. The advent of 
gene therapy for haemophilia A and B, alongside 
an increase in personalised therapy, looks set to 
revolutionise treatment for bleeding disorders.
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Introducing haemophilia A, haemophilia B  
and von Willebrand disease

The three most common bleeding disorders are 
haemophilia A, haemophilia B and vWD, though 
many other bleeding disorders exist.5 Haemophilia 
A is the deficiency of clotting factor VIII and 
haemophilia B is a deficiency of clotting factor IX. 
vWD is a deficiency of the von Willebrand factor 
(VWF), which attracts platelets to clump together 
at a wound site, helping to prevent excessive 
bleeding. VWF also prolongs the half-life of 
clotting factor VIII, meaning that people affected 
by vWD also suffer from deficiency of factor VIII. 
The most common form of treatment for these 
conditions is the replacement of the clotting 
factors via injections or infusions administered 
either on an on-demand or prophylactic basis. 
Managing these conditions is a lifelong endeavour.

Haemophilia, the best known grouping of clotting 
factor disorders, affects a significant amount of 
people (severe disease is seen almost always in 
males): according to a 2019 study, there are 24.6 
cases (including 9.5 severe cases) of haemophilia A  
per 100,000 males and five cases (including 1.5 
serious cases) of haemophilia B per 100,000 males at 
birth.6 vWD, another lifelong disorder, which affects 
both men and women, affects up to 1% of the US 
population (although it is only clinically symptomatic 
in about 0.01% of the US population).7,8

How innovation saves 
and improves lives
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Waves of innovation have transformed 
people’s lives over the past few decades

While not a comprehensive history of innovation 
in bleeding disorders, we describe here some of 
the most significant breakthroughs in treatment.

Haemophilia

1960s: The arrival of concentrated and purified 
clotting factors for replacement therapy in the 
1960s revolutionised treatment for bleeding 
disorders. Before then, blood transfusions had 
been the most common treatment (initially 
transfused fresh from a family member, as 
there was no way of storing blood at the 
time). But the disease was often left untreated 
and life expectancy was very low.9

1960/70s: This period saw the discovery that 
residue left over from thawing frozen plasma 
(known as cryoprecipitate) contained enough 
clotting factor to treat haemophilia and vWD 
without requiring the transfusion of large 
amounts of plasma. This was followed by the 
arrival of clotting factor replacement therapy and 
desmopressin, an inexpensive, non-plasma-based 
treatment for mild haemophilia A and vWD.

1980/90s: The arrival of HIV/AIDS heralded 
another innovation drive, as researchers were 
pushed to find an alternative treatment to 
eliminate the threat of blood contamination 

from transfusions. In the early 1990s the first 
recombinant factor replacement treatments 
were introduced. Subsequently came the 
arrival of extended half-life factor replacement 
treatments, available for both haemophilia A and 
haemophilia B, which significantly decreased 
the frequency of treatment injections. 

2010s: Due to factor replacement therapy 
having an inherent risk of developing inhibitors 
(antibodies that bind to factor concentrates 
and stop them from working; 20-30% of 
patients with haemophilia A develop inhibitors, 
as do a smaller portion of patients with 
haemophilia B and vWD10,11), treatments such 
as the bispecific antibody emicizumab and 
bypassing agents such as recombinant FVIIa 
were developed, which have revolutionised 
the care of people affected by inhibitors.12

2020s: Gene therapy offers the potential of a 
cure via endogenous production of factor VIII and 
factor IX in haemophilia A and B respectively, and 
has received considerable attention. Evidence 
from trials in gene therapy for both haemophilia 
A and B is promising despite some limitations. 
For haemophilia B, a gene therapy treatment 
(etranacogene dezaparvovec) is awaiting market 
authorisation,13 and the European Commission 
has very recently granted authorisation for 
valoctocogene roxaparvovec gene therapy 
for the treatment of severe haemophilia A.14

Figure 1: The evolution of haemophilia treatment
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Von Willebrand disease

Overall, vWD has not witnessed advances in 
therapeutic innovation to the same degree as 
has been seen in haemophilia. Although the first 
noted case dates to the 1920s, the disease was 
not fully understood, in a genetic sense, until 
the 1970s. Until early 2000, desmopressin and 
intermediate-purity factor concentrates were 
the mainstay of treatment of vWD.15 A purer 
plasma-derived VWF concentrate, low in FVIII 
activity, was developed in 2005 and recombinant 
VWF concentrate first became available in 2015 
in the US and in 2017 in Europe.16 Alongside, and 
partly driven by, these therapeutic innovations, is 
the development of home treatment. Certainly, 
the onerousness of treatment for bleeding 
disorders has been eased by treatment at home, 
which reduces hospital visits, increases patient 
independence and drives a preventive approach. 
Several of the experts we spoke to highlighted 
the huge impact of home treatment in driving 
people’s independence and limiting the time 
that they have to spend in hospital—both for 
planned and emergency treatment. “I think that 
was the biggest difference in the lives of people 
with [haemophilia], especially because it gave 
us the space to almost live a normal life,” says 
Manon Degenaar-Dujardin of the European 
Haemophilia Consortium. “I think it's the biggest 
achievement in the past couple of decades.” 

Unmet needs remain

The therapeutic innovations described have 
improved the lives of people with bleeding 
disorders by reducing the frequency of treatment, 
the frequency of bleeding, and the occurrence 
of joint damage. These better outcomes and 
increased flexibility have given those affected the 
ability to lead a lifestyle that is closer to “normal”. 
However, unmet needs still remain, which could 
be met through new therapeutic options and 
innovations. In addition, significant gaps still exist 
in the management of patients with bleeding 
disorders. We turn to these in the next section. 

Several of the experts we spoke 
to highlighted  the huge impact 
of home treatment in driving 
people’s independence  and 
limiting the time that they have 
to spend in hospital. 

“I think it's the biggest 
achievement in the past 
couple of decades.” 

 Manon Degenaar-Dujardin of the European 
Haemophilia Consortium.

Figure 2: The evolution of vWD management
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The ability to live a ‘normal’ life?

Haemophilia

Factor replacement, the current standard of 
care in haemophilia, has undergone significant 
improvements over the past few decades. 
However, patients continue to face challenges 
due to the need for lifelong administration 
imposing a significant physical, financial and 
psychosocial burden. Although prophylaxis 
is linked to some improvements in health-
related quality of life, compared to the general 
population people with haemophilia have lower 
employment levels and lower productivity, and 
suffer from much higher levels of pain.17 Even 
with newer agents that require fewer injections, 
more than 50% of patients identify issues that 
prevent them from living a “normal” life. These 
include difficulties with travel, negative impacts 
on mood and emotions, poor physical health, 
and a limit on physical activities, particularly 

when there is a need to be more cautious 
on non-treatment days (see figure 3).18

As well as difficulties in dealing with treatment, 
people with haemophilia also sometimes 
suffer from feelings of shame, guilt, fear and 
anxiety related to their condition, as they 
feel they are different from others.19 This has 
been shown to affect relationships, with a risk 
of becoming socially isolated. Impacts have 
also been seen on education and work, with 
94% of adults with haemophilia B reporting a 
negative effect on their ability to complete a 
formal education, often owing to an inability 
to attend or concentrate in school as a result 
of haemophilia-related bleeding or pain. 
Additionally, 95% of adults with haemophilia 
B, along with 89% of caregivers and 84% of 
partners, respectively, indicate that haemophilia 
has a negative impact on employment.20 

Unmet needs and challenges for 
people with bleeding disorders
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Figure 3: Negative treatment impacts associated with current 
prophylactic treatments for haemophilia A
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Von Willebrand disease

vWD has also been associated with a lower 
health-related quality of life, particularly for 
women with severe vWD, who are at high risk 
for bleeding-related complications.21 In one 
study, very high rates of complications were 
reported due to heavy menstrual bleeding, 
including emergency department evaluation in 
53% of patients, hospitalisation in 50%, blood 
transfusion in 48% and haemorrhagic ovarian 
cyst requiring treatment in 44%.22 Evidence 
supports the rationale for ongoing efforts to 
increase awareness of vWD as a cause for 
heavy menstrual bleeding and to improve the 
quality of life in females with known vWD.

Management of the disease is challenging, 
owing to the wide variability of symptoms and 
clinical practice, and the lack of high-certainty 
evidence that is crucial for decision-making.23 
This can lead to patients feeling unsure of how 
to deal with their disease, which can affect their 
quality of life. Therefore there remains a need 
for accurate, rapid and feasible vWD diagnosis to 
allow selection of the most adequate treatment.24

Unmet needs for people with 
bleeding disorders 

Impaired joint health and microbleeding

Haemophilia

The advent of recombinant factor products, 
extended half-life products and a bispecific 
antibody product in prophylactic treatment 
of haemophilia, has still not completely 
eliminated the risk of the haemophilia-related 
complications of spontaneous and trauma-
related bleeding into joints, muscles and 
internal organs. Repeated episodes of bleeding 
continue to be the main cause of joint damage 
and subsequent chronic pain, arthropathy and 
arthritis, and morbidity and most complications 
are also associated with joint damage.25

Micro-bleeding in muscles and other organs also 
causes acute and chronic pain, and can lead to 
longer impairments in mobility and functional 
status owing to repeated episodes. Chronic pain 
can also lead to joint degeneration and other 
long-term complications, which may require 
orthopaedic surgery to alleviate the pain.26 
And even for patients on a regular prophylaxis 
regimen, breakthrough bleeds, particularly 
in the joints and muscles, can still occur. 

“With any therapy we have, patients are still 
experiencing bleeding,” says Barbara Konkle, 
professor of medicine at the University of 
Washington School of Medicine. “If we can really 
solve the issue of arthritis and synovitis and 
understand which trough level of protection is 
needed to eliminate the risk of joint bleed, that 
can make a huge difference to patients,” says 
Flora Peyvandi, president of the International 
Society of Thrombosis and Haemostasis.

More research is needed to better understand 
the optimal levels of factor needed to prevent 
joint and other bleeding, how individuals vary 
in their response, and the use of imaging and 
biomarkers to detect early joint damage.27

Von Willebrand disease

Joint bleeding also occurs in a considerable 
number of patients with severe vWD, and the 
presence of bleeding is strongly associated 
with reduced energy and fatigue and a 
lower quality of life.28,29 Many patients may 
also develop arthropathy after joint bleeds, 
which is associated with pain, radiological 
abnormalities, functional limitations and reduced 
social participation.30 However, information 
on prevalence and severity is limited. 
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Burden of current treatment and adherence

Haemophilia

Treatments such as emicizumab have changed 
the landscape of prophylaxis for patients with 
haemophilia A, owing to the subcutaneous route 
of administration and less-frequent dosing. 
However, recombinant products, whether 
standard or extended half-life factor replacement 
treatments, are still associated with a high 
treatment burden, which can impact quality of 
life and reduce adherence. The threat of active 
bleeds continues to exist and patients need to 
use a different product for an active bleed.

“I think it would be great to have novel drugs 
that can be used for both prophylaxis and active 
bleeding with an easier administration,” says Prof 
Peyvandi. Also, emicizumab still does not remove 
the need for injections, which patients find very 
burdensome. “It would be nice if patients didn’t 
have to poke themselves in their veins or their 
stomach to have therapy,” notes Prof Konkle.

It is therefore no surprise that poor adherence  
to treatment can be a problem. Studies  
suggest that the time-consuming nature of 
prophylaxis is the most important adherence 
barrier.31 There is also the worry of causing 

harm, especially for parents of children with 
haemophilia, who may have difficulty with  
venous access or “sticking” their child.32 Poor 
adherence to prophylaxis has economic 
consequences, both direct and indirect—due  
to missed days of work or school, for instance.31 

Crucially, non-adherence to prophylaxis 
regimens can lead to poor clinical outcomes.

Von Willebrand disease

Most people with vWD experience less 
frequent and less severe bleeding than people 
with haemophilia. Consequently, rather than 
prophylactic treatment, people with vWD usually 
receive treatment at the time of bleeding.33 
However, those with clinically severe forms of 
the disease may need long-term prophylactic 
therapy, particularly if they bleed repeatedly 
into the joints, nose or gastrointestinal tract.34 
There is growing interest in the long-term 
prophylactic management of selected vWD 
patients, and there is an important need to 
tailor these strategies for patients with severe 
vWD who suffer from recurrent spontaneous 
bleeding.24 Although such an approach promises 
to improve quality of life, any prophylactic regime 
carries an element of burden to the patient, 
and hence the chance of poor adherence.33,35
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Challenges in tailoring treatment to factor 
levels to minimise breakthrough bleeding

Haemophilia

To prevent breakthrough bleeds, factor trough 
levels need to be maintained above a certain level. 
However, this is difficult, even with prophylactic 
therapy, and people with haemophilia continue 
to have breakthrough bleeds due to fluctuating 
trough levels.36 Dosage of prophylactic factor 
therapy is often adjusted based on in-person 
reviews with haematologists (themselves 
based on patient self-monitoring of bleeding 
episodes), and the frequency of these visits 
is usually limited to three to four per year.

Patients with haemophilia therefore often 
struggle with lack of clarity on whether their 
factor levels are in a “safe range” on a daily 
basis. This has a significant impact on mental 
health, especially when there is a need to be 
more cautious with physical activities on non-
treatment days.37 The routine measurement 
of individual factor levels to guide physical 
activity, and so reduce the risk of breakthrough 
bleeding, is impractical and cumbersome. 
Although methods to circumvent this problem 
using technology and statistical modelling have 
been developed, implementation is challenging 
owing to regulatory and financial issues.

Risk of inhibitors

Haemophilia

Using extended half-life recombinant products 
or emicizumab does not eliminate the risk of 
developing inhibitors. An inhibitor is a type of 
antibody that is developed due to an immune 
response to infused clotting factor and renders 
exogenous factor replacement therapy 
ineffective. Inhibitors greatly increase the burden 
on patients, impact the efficacy of treatment and 
lead to poorer health outcomes, such as significant 
morbidity related to bleeding, allergic and 
anaphylactic reactions, and nephrotic syndrome 
(mostly in patients with haemophilia B).38,39

"Patients with haemophilia and inhibitors 
have limited treatment options, and in such 
circumstances disease management is 
challenging" says Ester Zapotocka, a paediatric 
haematologist at the Charles University in 
Prague. This is an area of significant unmet need 
where new therapies are desperately required.

“ Patients with haemophilia and inhibitors 
have limited treatment options, 
and in such circumstances  disease 
management is extremely challenging. ”

 Ester Zapotocka, Department of Pediatric Hematology/Oncology,  
University Hospital Motol
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Challenges to care and management 
of bleeding disorders

Variable access and quality of care

Across the US and Europe there are dozens 
of treatment centres, but they are not always 
accessible to large swathes of the population. In 
Europe, coverage in some countries is better than 
others. This can have implications in terms of cost, 
if patients need to travel larger distances to reach 
these centres. Dr Zapotocka points to the example 
of a well-linked network of large, comprehensive 
treatment centres and smaller centres in the 
Czech Republic. “I am head of one of the complex, 
comprehensive centres, and we have very good 
co-operation with [the smaller] centres,” she says. 
Yet whereas the Czech Republic, a country of 
just over 10m people and an area of 79,000 sq 
km, has five haemophilia centres, Spain—over 
six times as large and home to more than five 
times as many people—also has only five.40

Even within many higher-income countries, access 
to quality care is inconsistent, says Amanda 
Bok, chief executive officer of the European 
Haemophilia Consortium. “This is because 
patients navigate healthcare systems that are 
not [Europe-wide], they're not even always 
national; often they're sub-national, in many 
regards. And even under that we'll have different 
types of centres or clinics or hospitals that are 
private or public that receive funding directly or 
indirectly from companies, and it makes the whole 
constellation very complex.” Beyond specialist 
treatment centres, there is also sometimes a 
lack of knowledge and experience of bleeding 
disorders among generalist healthcare workers, 
which means that they can be overlooked when 
people engage with the healthcare system.

Underdiagnosis and lack of access to care among 
women is also common in bleeding disorders. 
“[Women are] not even the poor relations. They 
are the relations we don't even talk about for 
many, many years,” says Clive Smith, chair of 
the UK’s Haemophilia Society and a member 
of the World Haemophilia Society’s board. 
The limited focus on haemophilia in women 
can perhaps be explained by the fact that 
symptomatic cases are rare in women and girls. 
Less justifiable is the relatively larger focus placed 
on haemophilia (which primarily affects men and 
boys) in comparison to vWD, which is at least 
as prevalent as haemophilia A and is twice as 
prevalent among women as it is among men. 

While these biases are in some ways dictated 
by the historical approach to bleeding disorders 
specifically, they also speak to an even broader 
stigmatisation of discussion about women and 
how their bodies function. For example, heavy 
menstrual bleeding is among the most common 
symptoms of vWD in women, yet discomfort 
and a lack of knowledge around the topic of 
periods result in fewer women seeking care, 
fewer healthcare providers addressing the issue 
and fewer women getting the care they need.41   

Underdiagnosis and lack 
of access to care among 
women  is also common 
in bleeding disorders. 
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Inconsistent execution of holistic care

People affected by bleeding disorders require co-
ordinated comprehensive care that incorporates 
specialist haematology care alongside 
psychosocial, psychiatric, physiotherapy, dental 
and orthopaedic care. This is offered by the 
best haemophilia centres, but it cannot always 
be relied upon. “When comprehensive care 
works well, and you have a fantastic team, it's 
great,” says Sonji Wilkes, vice-president of public 
affairs at the Hemophilia Federation of America. 
“But when it's a nightmare, it's a nightmare.”

“I can speak quite accurately in terms of the 
UK position [regarding] comprehensive care,” 
says Mr Smith. “We have 37 care centres 
across the UK; three years ago we carried out 
a peer review of them all, and 60% of them 
don't have, or have inadequate, psychosocial 
support, psychiatric support and physio.” The 
situation is much the same in the EU, says Brian 
O’Mahony, CEO of the Irish Haemophilia Society, 
citing surveys carried out by the European 
Haemophilia Consortium between 2009 and 
2018.42 “When we looked at all the aspects of 
comprehensive care, psychosocial intervention, 
physiotherapy and pain management roles, there 
was a deficit in many centres in Europe—many 

comprehensive care centres do not have full-
time physiotherapists, or adequate resources 
for psychosocial care or pain management.”

Patients with vWD should similarly receive 
long-term, comprehensive care—currently the 
disease is often undertreated, with a reliance on 
on-demand, short-term prophylaxis treatments. 
People considering treatment ought to be 
receiving individualised advice on the risks and 
benefits of different therapeutic options from a 
multidisciplinary team that includes haematology 
professionals, cardiovascular medicine specialists 
and, if relevant, gynaecology professionals.23

A recent study in the US found that hospitalists 
and obstetrician-gynaecologists were the most 
common treating physicians both pre-and 
post-diagnosis of vWD. On the other hand, 
haematologist visits for bleeding management 
were documented for only 8% of patients who 
had continued bleeding after diagnosis.43 Correct 
management of the disease, with the inclusion 
of a haematologist, is especially important when 
patients wish to undergo elective procedures. 
Personalised treatment plans should be 
implemented, in liaison with a comprehensive care 
tertiary referral centre, before any procedure.44
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A lack of shared decision-making

Patient preference is crucial for understanding the 
value of treatments and their impact on patients’ 
lives. Functional outcomes such as pain, anxiety 
and depression, and the impacts of disease and 
treatment regimens on daily life all massively 
affect careers, education, activity levels, and 
family and social life. This can be true to such an 
extent that patients’ perception of their quality of 
life can shift so that they become more accepting 
of a day-to-day reality that is suboptimal for 
them—the so-called disability paradox. “It's this 
phenomenon that people with chronic disorders, 
disabilities, something that is always underlying, 
something that is always there—it gets normalised 
for them,” says Ms Bok. “And so, they're ‘fine’, 
their quality of life is ‘fine’ in a way that would 
not be 'fine' for the standard population.”

Shared decision-making, through which 
physicians explain treatment choices to patients 
and factor in patient preferences and goals 
when formulating treatment plans, improves 
patient engagement, treatment adherence 
and health outcomes, while also lowering 
costs.45 In a survey conducted by the European 
Collaborative Haemophilia Network across 19 
haemophilia treatment centres in 17 countries, 
95% of respondents supported shared decision-

making, with 74% allowing all patients to choose 
between products for factor replacement.46 
However, implementation of shared decision-
making is variable across centres, and its 
effectiveness depends on many factors, including 
the knowledge of healthcare professionals 
regarding the pros and cons of various therapies 
and the level of patient empowerment.

The rapidly changing landscape of treatment and 
emerging new innovations in care are exciting, but 
decision-making becomes increasingly complex. 
New sets of risk and benefit considerations 
will need to be evaluated during any treatment 
decision process, and discussion will be needed 
on what matters most to people with bleeding 
disorders and their families.47 “[When I was a 
child], my parents had only two questions they 
needed to answer: how much factor and how 
often. Whereas now patients have a multiplicity 
of questions they need to answer and it’s a real 
burden making those decisions,” says Mr Smith. 

Economic burden of care 

Bleeding disorders are associated with high 
costs and impose a financial burden on people 
with bleeding disorders and their families, 
the healthcare system, and society. They 
are chronic conditions that require lifelong 
treatment, with costs increasing with several 
factors including the severity of the disease, 
the age and the weight of the patient. 

Direct costs can include medication, clinician 
visits and hospitalisations, while indirect 
costs include reduced productivity and lost 
wages due to the disease.48,49,50 This significant 
economic burden can be a challenge, 
particularly for those on lower incomes.

“[When I was a child], my parents had only 
two questions they needed to answer: 
how much factor and how often. Whereas 
now patients have a multiplicity of 
questions they need to answer  and it’s a 
real burden making those decisions.”

 Clive Smith, chair of the Haemophilia Society
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Unmet need Description

Impaired joint health 
and muscle bleeds

Haemophilia
• Persistent risk of joint and muscle bleeds with current therapies
• Acute and chronic pain can lead to long-term complications
• Lack of knowledge of what trough level of factor should be maintained to prevent joint bleeds

Von Willebrand disease
• Risk of arthropathy after joint bleeds

Treatment burden, 
adherence

Haemophilia
• All currently available factor or non-factor products require injection for administration
• People with haemophilia sometimes need to use different 

products for prophylaxis and treatment
• The time-consuming nature of current treatment options 

for haemophilia can lead to low adherence 

Von Willebrand disease
• Severe forms need long-term prophylactic therapy, which 

is a burden and can lead to poor adherence

Tailoring treatment, 
breakthrough bleeding

Haemophilia
• Monitoring factor levels for each person with haemophilia on 

prophylaxis on a regular basis is cumbersome and impractical
• People with haemophilia are often not sure whether it is safe to 

engage in physical activity on non-treatment days

Risk of inhibitors

Haemophilia
• Monitoring factor levels for each person with haemophilia on 

prophylaxis on a regular basis is cumbersome and impractical
• People with haemophilia are often not sure whether it is safe to 

engage in physical activity on non-treatment days

Table 1: summary of unmet needs in bleeding disorders

Unmet need Description

Accessibility

• Remote areas have limited access to Haemophilia Treatment Centres (HTCs)
• GPs and A&E/emergency room physicians have limited 

awareness of management of bleeding disorders
• Limited integration between different specialties involved in caring for bleeding disorders
• Limited attention is given to women with bleeding disorders
• Less attention is given to vWD, even though it is more prevalent than some forms of haemophilia

Lack of holistic care
• Incomplete implementation of comprehensive care
• Limited access to pain management and psychosocial support in HTCs

Shared  
decision-making

• Limitations in shared decision-making capability due to rapid expansion of therapeutic 
options and gaps in awareness and knowledge among patients and healthcare providers

Economic burden 
of care

• High costs (both direct and indirect) associated with current treatment options
• Potential increased costs in relation to disease severity, age and weight.

Table 2: summary of challenges in bleeding disorders
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A range of unmet needs continues to impact on 
the lives of people with bleeding disorders. Yet 
a rich vein of innovation—defined in this report 
as any novel treatment, product, service or care 
pathway that has clear benefits over what is 
currently being done or has been done in the 
past—is working to help meet these needs. New 
technologies, therapies and systems of care 
have the potential to both improve treatment 
outcomes and yield significant positive impacts 
on people’s quality of life. Innovations in the 
treatment of bleeding disorders are a response 
to many of the unmet needs of patients. In this 
section we describe three “innovation domains” 
that have provided and continue to provide hope 
for people with bleeding disorders. We assess 
the innovations that have the potential to help 
resolve the unmet needs outlined in the previous 
section, as well as looking at what challenges 
(and potential solutions) are still outstanding. 

The innovation 
landscape

Box 2: ripples of innovation 
across bleeding disorders

As stated in Box 1, there is limited 
awareness of vWD, leading to challenges 
in both diagnosis and defining the 
optimal treatment approach for patients. 
However, some previous improvements 
in the treatment of haemophilia 
have later been applied to vWD. For 
instance, developments in prophylaxis 
in haemophilia helped to provide the 
rationale for long-term prophylaxis in 
patients with severe forms of vWD. 
The hope is therefore that improved 
knowledge and the development of 
innovations, such as those listed below, 
which at the moment are often focused 
on haemophilia, could in future be 
applied and translated to patients with 
other bleeding disorders, such as vWD.

A range of unmet needs continues to 
impact on the lives of people with bleeding 
disorders.  Yet a rich vein of innovation 
is working to help meet these needs. 
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Domain 1: Technological innovations
Over the past several years, smartphone apps 
and wearable devices such as smartwatches 
have revolutionised how people manage their 
health and wellness. Not only are people able 
to monitor specific metrics—such as the steps 
they have walked in a day or their blood glucose 
levels—they are also able to access detailed 
assessments of these metrics and share them 
with others, whether a healthcare provider or a 
personal trainer. Now, mobile health (mHealth) 
solutions are being developed to help with 
the management of bleeding disorders. 

New app- and wearable tech-based 
pharmacokinetic innovations can help to eliminate 
the logistical and practical challenges that more 
regular factor dosage adjustment entails by 
tracking patient factor use and patients’ stocks 
of replacement plasma factor.51 App data, which 
can be tracked by both patients and physicians, 
can be combined with readings of patients’ 
previous post-infusion blood test data and 
data from population-level pharmacokinetic 
databanks to predict plasma factor level 
and make real-time dosage adjustments.

One such platform is Web Accessible Population 
Pharmacokinetic Service—Haemophilia (WAPPS—
Hemo), which pulls together patient data on the 
absorption and metabolism of drugs from 649 
haemophilia treatment centres globally.52,53An 
accompanying app and dashboard provide 
patients and physicians with data and graphs on 
predicted plasma factor levels, and can be used 
to create a tailored treatment plan. Similarly, 
florioHAEMO, another app-based platform, 
enables patients to record factor infusion data 
and physical activity (which affects factor levels), 
as well as allowing doctors to access individual 
patient data on therapy compliance, plasma 
factor levels and annualised bleeding rates.54 

In terms of the impact of such apps, studies 
demonstrate significant reductions in annualised 
joint bleeding rates among haemophilia A 
patients after use of both WAPPS-Hemo and 
myPKFit, an age- and factor-based platform 
that is FDA cleared.55,56 However, the data are 
inconclusive on factor usage, with usage rising 
in one WAPPS-Hemo study while reducing in a 
slight minority of myPKFit study participants.55,56 
More conclusively, patient satisfaction levels are 
high—a study of florioHAEMO users found that 
90% of users were satisfied or very satisfied and 
97% found the platform easy to use. Interestingly, 
however, only 3% of patients reported using 
the app for discussions with doctors.57

Figure 4: App-based innovations allow 
patients and physicians to track 
haemophilia symptoms and treatment
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How will technological innovation help 
to resolve ongoing unmet needs?

The use of technological advances for more 
nuanced tailoring of therapy and improving access 
to physicians for real-time care will become 
increasingly important and commonplace, as will 
the evolution, also technology-driven, of patient 
health libraries to facilitate patient education, 
sharing of experiences, and remote access to 
medical records and doctors.58 Using an app 
to adjust prophylactic factor dosage between 
clinic visits could help to improve patients’ 
symptoms, reduce joint damage, improve 
lifestyle and mental wellbeing, optimise factor 
utilisation, and potentially reduce care costs.

Beyond apps, further development and 
incorporation of hand-held ultrasounds into 
home care can also assist with early detection 
of joint bleeds. According to our experts, 
increasing in-home ultrasounds would help 
to differentiate acute joint bleeds from other 
conditions, such as arthritis. This, combined with 
pharmacokinetic apps, promises to improve 
joint health overall. An opportunity exists to use 
apps to shift their focus beyond purely clinical 
issues to broader aspects of care including 
psychosocial care and pain management. 

Finally, the incorporation of specific settings in 
platforms—such as the WAPPS-Hemo app—
that enable tracking factor replacement in 
relation to the menstrual cycle would also take 
considerations unique to women into account. 
There are already some specialised menstrual 
cycle tracking apps for women, such as the 
MyFlow Score app, but uptake has been low.

Where next?

The adoption of mHealth technology is not 
without barriers. In terms of patients, the uptake 
of apps and wearables is reliant on the digital 
skills and accessibility needs of each patient. 
Functionality of individual apps will need to be 
simple to understand and navigate. But regardless 
of individual tech knowhow, there are questions 
about whether people will remember or be 
inclined to update or access apps as regularly 
as they are required to. “They're great if you're 
using them,” says Ms Wilkes, “I can speak from 
personal experience here, and in clinical trials, you 
were forced to use them. And so you were very 
consistent in using them. But [it was different] 
when it came time for real-world, practical use.” 

Patients with mild and moderate cases are not 
often suitably targeted by mHealth solutions. Not 
only does this directly impact on treatment, but 
it also means a lack of patient information for a 
group that is already underserved compared with 
those facing more severe cases. “We are lacking 
a lot of data on the mild and moderate cases of 
vWD especially,” says Ms Degenaar-Dujardin. 
“And I think that's also a reason why treatment 
is still behind for those patients. Because we 
don't have the data, we don't know what to ask 
for. And we cannot make [treatment centres] 
see that these people really need treatment.”

Beyond personal barriers to use, the next 
challenge is whether bleeding disorder mHealth 
platforms can be adopted on a systemic level. 
Co-ordinated, wide-scale tech adoption is often 
a challenge for health systems, and the relatively 
rare nature of even the most prevalent bleeding 
disorders means that hospitals and health 
services may feel mHealth is too expensive.
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“If you want to implement a new technical solution, 
there can be a lot of resistance in terms of ‘why 
should we add money to this, this is going to be more 
expensive, and what do we gain from it,’ and the 
whole bureaucracy of implementing new things,” says 
Ms Skouw-Rasmussen, referring to attempts that 
she has been involved in to drive the adoption of a 
bleeding disorder app in the Danish health system. 
“It's been really difficult to find any money for it, 
because we are not oncology, we are not diabetes.”   

Despite these challenges, the ability to monitor 
individual physical activity suggests a clear utility 
for wearable tech to boost the impact of app-based 
haemophilia management and plasma factor dosing. 
A wrist-worn device is already in development for use 
with the florioHEMO app, while another, HemMobile 
Striiv, which tracks activity levels and heart rate, can 
already be paired with its own app that records plasma 
factor use and bleeding events.59 A broader push to 
correlate physical activity with plasma factor levels 
would significantly improve prophylactic treatment.
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Domain 2: Systemic innovations
Given the day-to-day impact on people’s lives, 
care for bleeding disorders goes well beyond the 
various types of medical treatment designed to 
counter the direct symptoms. Comprehensive 
Haemophilia Treatment Centres (HTCs; called 
Comprehensive Care Centres—CCCs—and 
Haemophilia Care Centres—HCCs—in Europe) 
tackle head-on the challenge of complex 
multidisciplinary needs in bleeding disorder 
management. They do so by delivering 
integrated care for all patients with inherited 
bleeding disorders in a patient-centric, shared 
decision-making model, shifting the focus from 
a purely clinical to a more holistic approach. 

HTCs first came about as the result of a two-
year campaign, starting in 1973, for a network 
of facilities in the US to provide comprehensive 
care for bleeding disorders. Nowadays there 
are about 141 federally funded HTCs in the 
US. They aim to provide consistent treatment 
across all centres through development and 
dissemination of unified guidelines, ongoing 
provider training, and specialised laboratory 
and pharmacy resources.60,61 Similarly, in 
Europe there are 409 centres, established 
under the European Haemophilia Consortium, 
providing holistic care and home treatment 
plans for patients with bleeding disorders.62 

Specialist treatment centres have consistently 
been shown to improve bleeding disorder care, 
self-care capability, morbidity and mortality.63,64 
In a 2021 survey of US HTC patients, over 90% of 
patients stated that they were always or usually 
satisfied with the care and services offered. 
However, there remain some barriers to care. The 
same survey revealed that about 15% of patients 
cited insurance-related barriers to access and 

13% mentioned covid-19-related barriers.65 In 
addition, integration, access and consistency 
are an issue for the networks of specialist 
treatment centres in Europe and the US. Efforts 
are being made to address these gaps in care.

How will systemic innovation 
meet unmet needs?

In both the US and Europe, discussions are 
turning towards the need for an even more 
unified system of treatment centres, especially 
with the institution of next-generation therapies, 
which calls for a re-evaluation and evolution 
of infrastructure and comprehensive care.. For 
example, trials of gene therapy for bleeding 
disorders are underway in just a small percentage 
of the 141 US haemophilia treatment centres.61

However, once treatments begin to roll out, 
these centres will need to take the lead in terms 
of knowledge of gene therapy protocol. “All 
the rest are going to need training from those 
centres,” says Kim Phelan, chief operating 
officer of the Coalition for Haemophilia B. 

More generally, the development of a “hub-and-
spoke” model would improve access for all and the 
US and Europe are moving towards this model. 
The “hub-and-spoke” model offers patients the 
opportunity to receive gene therapy regardless of 
their location by centres of expertise working with 
a network of smaller, geographically dispersed, 
local centres. Elsewhere, the “carousel model” of 
care, piloted in the Netherlands, where patients 
are able to receive several aspects of their therapy 
in a single visit, is an innovation in process that 
reduces the problems of fragmented care.
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Specialist centres can also support the 
training of general practitioners on how to, 
for example, differentiate between normal 
and abnormal bleeding. In the Netherlands, 
for instance, such training is in some 
cases being provided to local facilities by 
specialist treatment centres, demonstrating 
the opportunities for integrated care. 

“We have some parts of the country where 
[centres train non-specialist clinic staff] very 
well,” says Ms Degenaar-Dujardin—“where 
we don't see people ending up in places 
where they don't want or need to be.”

Systemic innovation can also help to lower 
healthcare costs and improve collaboration 
between payers and HTC providers. For 
example, the Comprehensive Care Sustainability 
Collaborative, comprising ten HTC representatives 
and eight payer representatives in the US, 

has developed a set of standardised metrics 
to be used by providers and payers to assign 
value to the services provided. A pilot study is 
currently assessing the feasibility of utilising 
these metrics in the clinical setting.66

Finally, shared decision-making is an increasingly 
important tenet of the comprehensive care 
model provided by specialist treatments 
centres. Newer algorithms and approaches are 
exploring better and more accurate ways of 
integrating patient preferences into treatment 
plans in a more quantitative fashion. This can 
be through the assigning of ranks and weights 
to variables of importance to the patient so as 
to empower the patient to play a larger role 
in treatment decision-making. Together with 
patient characteristics and clinician choices, 
patient preferences will be integrated in this 
model to develop final treatment plans.67
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Where next?

To ensure the sustainability of specialist centres 
such as HTCs, issues of staffing and financing will 
need to be ironed out. “At present, most HTCs 
are overburdened and staffing is inadequate”, 
says Dr Zapotocka. Improved staffing of 
centres for both diagnostics and treatment 
is also crucial for equitable access to care.68 
“Sometimes it's about personnel—investment 
in staff to make everything work smoothly,” says 
Dr Zapotocka. “For example, if you don't have 
enough [staff] to cover new innovations and to 
implement them into clinical practice … it can 
be a problem.” There is significant disparity in 
laboratory capabilities between different HTCs. 
Some centres may need to send out laboratory 
tests due to lack of in-house facilities and this 
contributes to delays in diagnosis and treatment.

Financial sustainability also needs to be explored. 
HTCs require operating costs and their funding 
is not always assured. Ensuring the provision of 
holistic care alongside newer therapies, with 
potentially high up-front costs, will require 

adequate funding and education. Centres should 
ensure access to physiotherapy, psychosocial 
care and so on—some HTCs integrate these 
services well, others need assistance. There 
are also some clinics for women with bleeding 
disorders, which provide holistic and sensitive 
care, but these services can be expanded.

Finally, HTCs can work towards enabling 
home treatment and improving connectivity 
of patients with their treatment centre. 
Shared decision making is an integral part of 
making this model a success. Such patient 
partnerships will ensure that fewer patients 
will be lost to follow up in the system. 

The delivery of care in haemophilia changes 
over time, sometimes due to outside events 
(such as covid-19) and sometimes due to novel 
and breakthrough therapies—which, as we will 
see in the next section, are expected to arrive 
soon. Care models and specialist treatment 
centres will therefore have to adapt to address 
these changes and be regularly re-evaluated.
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Domain 3: Therapeutic innovations
One area ripe for future therapeutic innovation is 
personalised medicine. Given the heterogeneity 
of the clinical and day to day experiences of 
people with bleeding disorders, high hopes exist 
around the potential for advances in personalised 
medicine to improve treatment options. “I think it's 
the only [approach] that really works,” says Glenn 
Mones, director of advocacy and public policy 
for the Coalition for Hemophilia B. “What some 
people would tolerate as a reasonable quality of 
life, other people might think was unbearable.” 

As bleeding disorders such as haemophilia and 
vWD are caused by single genetic defects, gene 
therapy offers significant potential for treatment. 
Gene therapy is a technique of using genetic 
material to treat or cure a disease. In the case 
of inherited monogenic bleeding disorders, 
countering genetic abnormalities with gene 
therapy yields increases in clotting factor levels 
that can significantly improve the bleeding 
phenotype over longer periods of time. 

After a slow journey from trials in the late 1980s to 
regulatory approval for medical use 25-30 years 
later, a handful of gene therapies are approved 
for use in a range of diseases, including several 
forms of cancer and neurological disease. The 
dominant form of gene therapy used for inherited 
diseases caused by variation in a single gene 
are a family of viruses called adeno-associated 
viruses (AAV). AAV vectors act as a vehicle that 
can be engineered to deliver therapeutic genes 
to specific target tissues and cells—the goal of 

which is to achieve the durable expression of the 
therapeutic protein via a single administration. 
No replacement or editing is done at the genetic 
level. The clinical use of in vitro AAV-based gene 
therapy is well established, with a number of 
products already approved in lipoprotein lipase 
deficiency, retinal dystrophy, metachromatic 
leukodystrophy and spinal muscular atrophy. 

AAV-based gene therapy is being  
investigated as a novel treatment option for  
both haemophilia A and B.

Although there has been great progress in gene 
therapy for haemophilia, many gene therapies 
still await regulatory approval. The first successful 
human clinical trial for gene therapy in bleeding 
disorders was for haemophilia B.69 Currently, one 
gene therapy for haemophilia A (valoctocogene 
roxaparvovec) has received market authorisation 
in the European Union, and one gene therapy 
for haemophilia B (etranacogene dezaparvovec) 
is still pending approval.13, 14 Gene therapies for 
haemophilia A and B have similar acceptable 
safety profiles, and five-year phase 1 and 2 
follow-up studies have been published for both, 
with phase 3 studies completed and interim 
data published.70,71 “It's likely that you are going 
to get some degree of durability [with gene 
therapy for haemophilia B] over time; whether 
that's ten years or more, remains to be seen,” 
says Leonard Valentino, president and CEO 
of the National Hemophilia Foundation.
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Several factors related to the disease and the AAV 
vector design involved make haemophilia B more 
likely to see enduring impact from gene therapy 
than haemophilia A. Although haemophilia 
A and B are characterised by similar clinical 
symptoms, they differ on a molecular basis.  
Additionally, there is a high level of similarity 
in vector design for haemophilia A and B gene 
therapies because they both use AAV-based 
vectors. The F8 gene (the gene that encodes 
Factor VIII protein), associated with haemophilia 
A, is larger and more structurally complex than 
the F9 gene (the gene that encodes the Factor 
IX protein) associated with haemophilia B. This 
means that the F8 gene needs to be truncated 
before delivery via gene therapy vectors. 

Additionally, AAV vectors target liver cells, 
but factor VIII (unlike factor IX) is not naturally 
expressed in these cells. Initial data suggests a 
slow decline in factor VIII activity levels over time, 
while factor IX activity levels remain relatively 
stable over time.  These characteristics make gene 
therapy for haemophilia A more challenging.72 

Other non-factor therapies are also on the 
horizon that have demonstrated promise in 
clinical studies. These include efanesoctocog 
alfa, a novel fusion protein that, given once 

weekly, offers improved prevention of bleeding 
episodes in certain people.73 There are also 
yet newer therapies, such as concizumab, 
marstacimab and fitusiran, which rebalance the 
coagulation pathway and may act as prophylactic 
therapies for haemophilia A and B. They can 
be given subcutaneously, are effective against 
inhibitors and could potentially be expanded 
to treat other rare bleeding disorders.74,75

How will therapeutic innovation 
meet unmet needs?

Gene therapy offers the potential of a cure 
for patients with haemophilia. This would, of 
course, be a game-changer. In terms of lifelong 
dependence on regular factor infusions and the 
risk of bleeding and its complications, such as joint 
damage, chronic pain and the need for surgery, 
clinical trials have shown that these would all be 
overcome to a great extent with gene therapy. 
Although whether, and for which individuals, gene 
therapy would be “curative” remains to be seen.  

Nevertheless, it has been shown that a severe 
bleeding phenotype can be transformed into a 
mild one—with factor levels at the near-normal 
range. The majority of patients on clinical 
trials for gene therapy could stop prophylactic 
treatments without significant bleeds.76 
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This would alleviate problems that have been 
identified by patients as impairing their day-
to-day lives: in a study that presented patients 
with hypothetical scenarios, all patients 
expressed preference for gene therapy over 
their current treatments (although several of 
them also mentioned that they would have 
questions about safety, efficacy and duration 
of protection from bleeds).18 In addition, a 
one-year follow-up study of ten patients with 
haemophilia B who had received mediated gene 
therapy reported improved quality of life.77

“One of the big advancements is moving from 
survival to quality of life” says Ms Bok. “We're 
no longer just talking about stopping the bleed, 
we're talking about addressing microbleeds, 
improving normality, things like that. If you look 
at standard therapies in the general population, 
you're looking at therapies that dial down 
symptoms, dial down pain … but now [with gene 
therapy] we're really starting to look at therapeutic 
options that dial up, that create possibilities”.

In anticipation of regulatory approval of gene 
therapy, there are plans to enhance the existing 
care models in HTCs with development of 
hub-and-spoke care. This strengthening of co-
ordination and increased resource allocation 

will support the implementation gene therapies 
but will also have other effects: it will help 
to reduce fragmentation of care, improve 
communication and co-ordination between GPs 
and specialists, and provide more holistic care 
encompassing various disciplines—including 
social workers and genetic counsellors.

Where next?

The acceptability of gene therapy among patients 
appears to be high. A Belgian study found that 
about 75% of patients were either very willing or 
willing to receive gene therapy for haemophilia, 
and that patients were more concerned about 
long-term safety than long-term efficacy.78 Other 
studies show that the potential impact of gene 
therapy on daily life is important to patients. This 
information can be used by regulators, health 
technology assessment bodies and payers in their 
evaluation of gene therapies for haemophilia.

Integrating patient-reported outcome measures 
into assessment of treatment efficacy will help to 
foster innovation and improve the demonstration 
of true value to patients. Flexibility will also be 
needed in the evidence requirements of health 
technology assessments, as new therapies 
for rare diseases often come with limited 
evidence.79 Indeed, the inability of current value 
assessment and payment frameworks to deal 
with gene therapies remains a concern. There are 
potentially high upfront costs with gene therapy, 
and many health systems and payers are not 
currently set up for this type of treatment. If left 
unaddressed, this could have an impact on the 
accessibility of gene therapy for some patients. 
Alternative payment models, such as risk-sharing 
arrangements and value- and performance-
based outcomes are being explored.80,81,82,83

“One of the big advancements is moving from 
survival to quality of life.  We're no longer 
just talking about stopping the bleed, we're 
talking about addressing microbleeds, 
improving normality, things like that."

 Amanda Bok, chief executive officer of the European Haemophilia Consortium
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“[These organisations] need to be more 
actively involved  in delivering unbiased 
education that's fair, balanced, and 
really provides consumers, health care 
professionals, and importantly, payers, 
the information needed to be able to 
embark on transformative therapies.”

 Leonard Valentino, president and chief executive officer 
of the National Hemophilia Foundation

Short-term toxicities of gene therapy must also be 
addressed, and long-term outcomes monitored 
in a phase-4 trial setting. The development of 
harmonised and unified registries to track and 
record the usage, impact and complications of 
novel agents such as gene therapy would offer the 
chance to improve the collation of real-world data 
of importance to patients. There are examples 
of such initiatives—for example, the American 
Thrombosis and Hemostasis Network has begun 
to enroll patients receiving gene therapy for 
haemophilia A or B into a long-term cohort study. 

Appropriate education is an often-overlooked 
aspect of many diseases and treatments, and 
gene therapy education is no exception. To 
enable more meaningful conversations about 
the risks and benefits of gene therapy—the 
knowns and unknowns—there is a requirement 
for ongoing education efforts targeting everyone 
that is part of the shared decision-making 
process – patients, caregivers and healthcare 

professionals. In addition, there is also a need 
for improved health literacy on gene therapy 
to patients, caregivers and the general public. 
Evidence of current knowledge levels of gene 
therapy remains mixed. Even with healthcare 
professionals, a recent survey across 55 countries 
showed that while over three-quarters of health 
workers directly involved in haemophilia care 
had a good understanding of gene therapy, 
there remained some important knowledge 
gaps and educational needs remained.83

Other studies have shown a lack of confidence 
among healthcare providers in their 
understanding of gene therapy, even among 
those who actively manage patients with 
haemophilia.84 In a survey conducted by the World 
Federation of Hemophilia in 2018, among the 109 
treating physicians from 76 countries, 44% had 
“basic” or “intermediate” understanding of gene 
therapy, with only 12% having an “advanced” 
understanding.85 Education programmes and 
targeted dissemination of materials are needed 
for both healthcare professionals and patients 
to enhance knowledge and awareness.

This education could be supplied from a 
number of different sources, including patient 
advocacy groups. “[These organisations] need 
to be more actively involved in delivering 
unbiased education that's fair, balanced, 
and really provides consumers, health care 
professionals, and importantly, payers, the 
information needed to be able to embark on 
transformative therapies,” says Dr Valentino.
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To solve the unmet needs facing people living 
with bleeding disorders, a range of approaches 
will need to be pursued. We describe here five 
principles—which emerged from the workshops 
and interviews that we conducted—around which 
improved services and care can be designed:

#1: Commission integrated services

There remain inconsistencies in care, both 
in terms of access to treatment and in the 
provision of vital aspects of comprehensive 
care. These include psychosocial, psychiatric 
and physiotherapy support, and the patient-
centric delivery of these. While the promise of 
gene therapy may make some of these services 
redundant for some people with bleeding 
disorders, they will remain crucial for others.

There are many routes to improved service 
integration. Delivery of care could be co-
ordinated through collaborations between 
states and provinces (in countries such as 
the US and Canada) and countries (in regions 
such as Europe) to develop a unified offering 
of treatment and treatment centres. Public-
private partnerships may free-up resources to 
better support comprehensive care. Incentives 
could be developed to drive innovation in the 
treatment of haemophilia, vWD and other 
bleeding disorders. To support this goal of 
joined-up care, commissioning will need to 
consider the full care pathway, life course and 
unmet needs of people with bleeding disorders.

#2: Develop regulatory, HTA and payment 
models that support innovation

Neither regulatory approaches, the value 
assessment processes during HTA, nor the 
reimbursement frameworks used to negotiate 
prices, are well suited to accommodate innovative 
therapies. The combination of high up-front 
costs, clinical uncertainty and long-term value 
potential for treatment options such as gene 
therapy present a challenge. This is a challenge not 
only for bleeding disorders, but for the increasing 
range of therapeutic areas for which functionally 
“curative” therapies are becoming available.

Payers and providers will have to devise a way of 
enabling equity and affordability—and avoiding 
undue cost burdens on patients. Outcomes-
based payments may be one option, as could 
the ability to spread treatment costs over a fixed 
period. The focus should be on the likely cost-
effectiveness and future value of these treatments 
over existing therapies, and the clinical and 
quality-of-life benefits that they can deliver for 
the patient. Bleeding disorders are among the 
first therapeutic areas where gene therapy will 
enter a marketplace in which established and 
effective—yet burdensome—therapies already 
exist. What industry, payers and others learn 
here is likely to steer the development of value 
assessment processes for other gene therapies.

Conclusion
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#3: Enable technology

An area where care for bleeding disorders is not 
completely reliant on specialist innovation is the 
fast-moving technology sector. Here, broader 
innovative trends have created space to develop 
the already-encouraging offering of devices 
and platforms that exists in haemophilia care. 
Examples of such technological development 
include the expanded role of artificial intelligence 
(AI) and wearables in research, and computing 
advancements that will improve the way 
that health services, payers, physicians and 
patients can collect, analyse and use data.

However, there is a need to drive wider adoption 
of tech offerings. Tech firms, health services and 
patient organisations should be incentivised 
to work together to devise and promote the 
adoption of tech solutions that patients are able 
and willing to use. Similarly, payers will have to 
develop funding and coverage frameworks that 
support technology that improves patients’ lives.

#4: Aim for a functional cure 

The potential impact of curative therapies in 
bleeding disorders is huge, almost revolutionary. 
The continued day-to-day impacts on quality 
of life—even with current treatment—faced 
by people affected by bleeding disorders 
means that a search for a functional cure, 
where possible, should be prioritised. 

The momentum is there for treatments such 
as gene therapy. Current progress is found in 
haemophilia A and B, but there is the potential for 
similar developments in other bleeding disorders, 
including vWD. Long-term outcomes will need to 
be tracked, but the data seen so far is promising. 
Such “curative” treatment, it is hoped, would 
address the ultimate unmet clinical needs of 
patients—having to live with a bleeding disorder.

#5: Amplify the patient voice

Workshop participants agreed that patient 
organisations play a central role in helping their 
members make better-informed treatment 
decisions. Such organisations are already active, 
of course. In fact, the bleeding disorders patient 
community is a prime example of engagement 
with patients and healthcare providers—the 
work of the European Haemophilia Consortium 
in amplifying the patient voice to healthcare 
providers being one clear instance. But, given 
the opportunity and supported through 
systemic change, patient organisations 
could play an even greater role. They could 
partner with health systems to contribute 
to the training and education of healthcare 
professionals on the patient perspective, for 
example. And they could offer peer-to-peer 
support for people with bleeding disorders.

As the new waves of therapeutic innovation 
discussed in this report are in development, 
patient organisations should collaborate or 
partner with industry to ensure that patient-
centric development strategies are implemented 
to address patient needs, wants and preferences 
for therapy. In order for patient-centred 
care to be successful, patients need to feel 
educated and empowered in order to have a 
voice throughout their journey with a bleeding 
disorder—education equals empowerment. 
Indeed, amplifying the patient voice underpins 
all of the above recommendations.

Our report has highlighted the unmet needs 
of people living with bleeding disorders, and 
the innovations that will help to meet those 
needs. But many of the barriers and enablers 
that we have discussed are applicable across 
healthcare. Building services around the principles 
outlined above—including empowering patients, 
education, enabling technology and working out 
how to reimburse a new generation of therapies—
will not only help people with bleeding disorders, 
it will also improve healthcare services as a whole.

© The Economist Group 2022

Harnessing innovation in bleeding disorders 33



References

1  Noone D, Nissen F, Xu T, Burke T, Asghar S, Dhillon H, et al. An insight into the impact of hemophilia a on daily life 
according to disease severity: A preliminary analysis of the chess II study. Blood. 2020;136(SUPPL 1):1-3.

2  Peltier S, Kellum A, Brewer J, Duncan A, Cooper DL, Saad H. Psychosocial Impact and Disease Management in 
Patients with Congenital Factor VII Deficiency. J. 2020;11:297.

3  Terwilliger J. 2015. Available from: https://www.creativerealities.com/innovationist-blog/bid/49954/The-Three-
Levels-of-Innovation.

4  Sidonio RF, Jr., Zia A, Fallaize D. Potential Undiagnosed VWD Or Other Mucocutaneous Bleeding Disorder Cases 
Estimated From Private Medical Insurance Claims. J Blood Med. 2020;11:1-11.

5  World Federation of Hemophilia. Report on the Annual Global Survey 2020. World Federation of Haemophilia; 
2021 October, 2021.

6  Inserro A. Prevalence of Hemophilia Worldwide Is Triple That of Previous Estimates, New Study Says 2019 
[Available from: https://www.ajmc.com/view/prevalence-of-hemophilia-worldwide-is-triple-that-of-previous-
estimates-new-study-says-.

7  What is von Willebrand Disease? : Centres for Disease Control and Prevention;   
[Available from: https://www.cdc.gov/ncbddd/vwd/facts.html.]

8  Lu M, Oladapo A, Wu Y, Farahbakhshian S, Ewenstein B. Prevalence and Burden of Major Bleeding Events in 
Patients with Von Willebrand Disease Based on Claims Data from the USA. Blood. 2018;132:2222.

9  History: from 2AD to the present: National Hemophilia Foundation;   
[Available from: https://www.hemophilia.org/bleeding-disorders-a-z/overview/history.]

10  Franchini M, Mannucci PM. Past, present and future of hemophilia: a narrative review. Orphanet J Rare Dis. 
2012;7(1):1-8.

11  Kulkarni BP, Ghargi K, Shanmukhaiah C, Shetty SD. Rare Occurrence of Inhibitors in Von Willebrand Disease:  
A Case Report. Front Med (Lausanne). 2021;8:807664.

12  Emicizumab: National Institute for Clinical and Healthcare Excellence. ;   
[Available from: https://bnf.nice.org.uk/drugs/emicizumab/.]

13  Pipe SW, Recht M, Key NS, Leebeek FWG, Castaman G, Lattimore SU, et al. First Data from the Phase 3 HOPE-B 
Gene Therapy Trial: Efficacy and Safety of Etranacogene Dezaparvovec (AAV5-Padua hFIX variant; AMT-061) 
in Adults with Severe or Moderate-Severe Hemophilia B Treated Irrespective of Pre-Existing Anti-Capsid 
Neutralizing Antibodies. Blood. 2020;136(Supplement_2):LBA-6-LBA-.

14  First Gene Therapy for Adults with Severe Hemophilia A, BioMarin's ROCTAVIAN™ (valoctocogene 
roxaparvovec), Approved by European Commission (EC): BioMarin Pharmaceutical Inc; 2022 [Available from: 
https://investors.biomarin.com/2022-08-24-First-Gene-Therapy-for-Adults-with-Severe-Hemophilia-A,-
BioMarins-ROCTAVIAN-TM-valoctocogene-roxaparvovec-,-Approved-by-European-Commission-EC.]

15  Lillicrap D LP. von Willebrand disease: an introduction for the primary care physician. 2009.

16 Denis CV, Susen S, Lenting PJ. von Willebrand disease: what does the future hold? Blood. 2021;137(17):2299-306.

17  Oladapo A, Epstein J, Williams E, Ito D, Gringeri A, Valentino L. Health‐related quality of life assessment in 
haemophilia patients on prophylaxis therapy: a systematic review of results from prospective clinical trials. 
Haemophilia. 2015;21(5):e344-e58.

18  Sun SX, Olayinka-Amao O, Di Benedetti D. Assessing patient experiences with prophylactic treatments for 
hemophilia A : Concept elicitation for gene therapy. Blood. 2020;136(SUPPL 1):33-4.

© The Economist Group 2022

Harnessing innovation in bleeding disorders 34

https://www.creativerealities.com/innovationist-blog/bid/49954/The-Three-Levels-of-Innovation
https://www.creativerealities.com/innovationist-blog/bid/49954/The-Three-Levels-of-Innovation
https://www.ajmc.com/view/prevalence-of-hemophilia-worldwide-is-triple-that-of-previous-estimates-new-study-says-
https://www.ajmc.com/view/prevalence-of-hemophilia-worldwide-is-triple-that-of-previous-estimates-new-study-says-
https://investors.biomarin.com/2022-08-24-First-Gene-Therapy-for-Adults-with-Severe-Hemophilia-A,-BioMarins-ROCTAVIAN-TM-valoctocogene-roxaparvovec-,-Approved-by-European-Commission-EC
https://investors.biomarin.com/2022-08-24-First-Gene-Therapy-for-Adults-with-Severe-Hemophilia-A,-BioMarins-ROCTAVIAN-TM-valoctocogene-roxaparvovec-,-Approved-by-European-Commission-EC


19 Palareti L, Potì S, Cassis F, Emiliani F, Matino D, Iorio A. Shared topics on the experience of people with haemophilia 
living in the UK and the USA and the influence of individual and contextual variables: Results from the HERO 
qualitative study. Int J Qual Stud Health Well-being. 2015;10:28915.

20 Cutter S, Molter D, Dunn S, Hunter S, Peltier S, Haugstad K, et al. Impact of mild to severe hemophilia on 
education and work by US men, women, and caregivers of children with hemophilia B: The Bridging Hemophilia B 
Experiences, Results and Opportunities into Solutions (B-HERO-S) study. Eur J Haematol. 2017;98 Suppl 86:18-24.

21 Kouides PA, Phatak PD, Burkart P, Braggins C, Cox C, Bernstein Z, et al. Gynaecological and obstetrical morbidity 
in women with type I von Willebrand disease: results of a patient survey. Haemophilia. 2000;6(6):643-8.

22 Unmet Needs in Women with Severe Von Willebrand Disease: National Hemophilia Foundation;  [Available from: 
https://www.hemophilia.org/research/research-projects/unmet-needs-in-women-with-severe-von-willebrand-disease.]

23 Connell NT, Flood VH, Brignardello-Petersen R, Abdul-Kadir R, Arapshian A, Couper S, et al. ASH ISTH NHF WFH 
2021 guidelines on the management of von Willebrand disease. Blood Adv. 2021;5(1):301-25.

24 Schinco P, Castaman G, Coppola A, Cultrera D, Ettorre C, Giuffrida AC, et al. Current challenges in the diagnosis 
and management of patients with inherited von Willebrand's disease in Italy: an Expert Meeting Report on the 
diagnosis and surgical and secondary long-term prophylaxis. Blood Transfus. 2018;16(4):371-81.

25 Curtis R, Baker J, Riske B, Ullman M, Niu X, Norton K, et al. Young adults with hemophilia in the U.S.: demographics, 
comorbidities, and health status. Am J Hematol. 2015;90 Suppl 2:S11-6.

26 Auerswald G, Dolan G, Duffy A, Hermans C, Jiménez-Yuste V, Ljung R, et al. Pain and pain management in 
haemophilia. Blood Coagul Fibrinolysis. 2016;27(8):845-54.

27  Gooding R, Thachil J, Alamelu J, Motwani J, Chowdary P. Asymptomatic Joint Bleeding and Joint Health in 
Hemophilia: A Review of Variables, Methods, and Biomarkers. J Blood Med. 2021;12:209-20.

28 Leebeek FW, Eikenboom JC. Von Willebrand's Disease. The New England journal of medicine. 2017;376(7):701-2.

29  de Wee EM, Mauser-Bunschoten EP, Van Der Bom JG, Degenaar-Dujardin ME, Eikenboom HC, Fijnvandraat K, et 
al. Health-related quality of life among adult patients with moderate and severe von Willebrand disease.  
J Thromb Haemost. 2010;8(7):1492-9.

30  van Galen KPM, de Kleijn P, Foppen W, Eikenboom J, Meijer K, Schutgens REG, et al. Long-term impact of joint 
bleeds in von Willebrand disease: a nested case-control study. Haematologica. 2017;102(9):1486-93.

31 Thornburg CD, Duncan NA. Treatment adherence in hemophilia. Patient Prefer Adherence. 2017;11:1677-86.

32  Khair K, Lawrence K, Butler R, O'Shea E, Christie BA. Assessment of treatment practice patterns for severe 
hemophilia A: a global nurse perspective. Acta Haematol. 2008;119(2):115-23.

33  Franchini M, Seidizadeh O, Mannucci PM. Prophylactic management of patients with von Willebrand disease.  
Ther Adv Hematol. 2021;12:20406207211064064.

34  Miesbach W, Berntorp E. Translating the success of prophylaxis in haemophilia to von Willebrand disease.  
Thromb Res. 2021;199:67-74.

35  Tiede A, Bonanad S, Santamaria A, Goldmann G, Canaro M, Palomero A, et al. Quality of electronic treatment 
records and adherence to prophylaxis in haemophilia and von Willebrand disease: Systematic assessments from 
an electronic diary. Haemophilia. 2020;26(6):999-1008.

36  Srivastava A, Santagostino E, Dougall A, Kitchen S, Sutherland M, Pipe SW, et al. WFH Guidelines for the 
Management of Hemophilia, 3rd edition. Haemophilia. 2020;26(S6):1-158.

37  Banchev A, Batorova A, Faganel Kotnik B, Kiss C, Puras G, Zapotocka E, 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.

38  Franchini M, Lippi G, Montagnana M, Targher G, Zaffanello M, Salvagno GL, et al. Anaphylaxis in patients with 
congenital bleeding disorders and inhibitors. Blood Coagul Fibrinolysis. 2009;20(4):225-9.

39  Tengborn L, Hansson S, Fasth A, Lübeck PO, Berg A, Ljung R. Anaphylactoid reactions and nephrotic syndrome-
-a considerable risk during factor IX treatment in patients with haemophilia B and inhibitors: a report on the 
outcome in two brothers. Haemophilia. 1998;4(6):854-9.

© The Economist Group 2022

Harnessing innovation in bleeding disorders 35



40  EAHAD Certification Centres: European Association for Haemophilia and Allied Disorders;   
[Available from: https://www.euhass.org/aspxpages/certcentres.aspx.]

41  Weyand AC, James PD. Sexism in the management of bleeding disorders. Res Pract Thromb Haemost. 2021;5(1):51-4.

42 Annual Surveys: European Haemophilia Consortium;  [Available from: https://www.ehc.eu/annual-surveys/.]

43  Roberts JC, Malec LM, Halari I, Hale SA, Oladapo A, Sidonio RF, Jr. Bleeding patterns in patients before and after 
diagnosis of von Willebrand disease: Analysis of a US medical claims database. Haemophilia. 2022;28(1):97-108.

44  Doherty D, Lavin M, O'Sullivan JM, Ryan K, O'Connell NM, Dougall A, et al. Management of elective procedures in 
low von Willebrand factor patients in the LoVIC study. Journal of thrombosis and haemostasis : JTH. 2021;19(3):701-10.

45  The SHARE Approach—Achieving Patient-Centered Care with Shared Decisionmaking: A Brief for Administrators 
and Practice Leaders: Agency for Healthcare Research and Quality;  [Available from:  
https://www.ahrq.gov/health-literacy/professional-training/shared-decision/tool/resource-9.html.]

46  Windyga J, Boban A, Zupan I, O'Connell N, Hermans C. Changing paradigms of hemophilia care across larger 
specialized treatment centers in the European region. Ther Adv Hematol. 2022;13:20406207221088462.

47  Valentino LA, Blanchette V, Negrier C, O’Mahony B, Bias V, Sannié T, et al. Personalising haemophilia management 
with shared decision making. The Journal of Haemophilia Practice. 2021;8(1):69-79.

48  Chen SL. Economic costs of hemophilia and the impact of prophylactic treatment on patient management.  
Am J Manag Care. 2016;22(5 Suppl):s126-33.

49  Burke T, Asghar S, O'Hara J, Sawyer EK, Li N. Clinical, humanistic, and economic burden of severe hemophilia 
B in the United States: Results from the CHESS US and CHESS US+ population surveys. Orphanet J Rare Dis. 
2021;16(1):143.

50  Lu M, Oladapo A, Wu Y, Farahbakhshian S, Ewenstein B. Economic burden of major bleeding events in 
commercially insured patients with von Willebrand disease based on claims data from the United States.  
J Manag Care Spec Pharm. 2021;27(2):175-85. 

51  Dirzu N, Hotea I, Jitaru C, Brinza M, Urian L, Peters M-C, et al. Mobile Health Technology for the Personalized 
Therapy of Hemophilia. Front Med (Lausanne). 2021:1272.

52  Iorio A, Keepanasseril A, Foster G, Navarro-Ruan T, McEneny-King A, Edginton AN, et al. Development of a  
Web-Accessible Population Pharmacokinetic Service-Hemophilia (WAPPS-Hemo): Study Protocol.  
JMIR Res Protoc. 2016;5(4):e239.

53  Hajducek DM, Chelle P, Hermans C, Iorio A, McEneny-King A, Yu J, et al. Development and evaluation of the 
population pharmacokinetic models for FVIII and FIX concentrates of the WAPPS-Hemo project. Haemophilia. 
2020;26(3):384-400.

54  Zapotocka E, Batorova A, Bilic E, Boban A, Escuriola Ettingshausen C, Faganel Kotnik B, et al. First experience of a 
hemophilia monitoring platform: florio HAEMO. Res Pract Thromb Haemost. 2022;6(2):e12685.

55  Stemberger M, Kallenbach F, Schmit E, McEneny-King A, Germini F, Yeung CHT, et al. Impact of Adopting 
Population Pharmacokinetics for Tailoring Prophylaxis in Haemophilia A Patients: A Historically Controlled 
Observational Study. Thromb Haemost. 2019;119(3):368-76.

56  Mingot-Castellano ME, Parra R, Núñez R, Martorell M. Improvement in clinical outcomes and replacement factor 
VIII use in patients with haemophilia A after factor VIII pharmacokinetic-guided prophylaxis based on Bayesian 
models with myPKFiT(®). Haemophilia. 2018;24(5):e338-e43.

57  Sobi™ affiliate Florio GmbH, launches a new digital platform aiming to improve the lives of people with 
haemophilia: Sobi; 2020 [Available from: https://www.sobi.com/en/press-releases/sobitm-affiliate-florio-gmbh-
launches-new-digital-platform-aiming-improve-lives.] 

58  Olusanya OA, Ammar N, Brakefield WS, Crescioni M, Chupka J, Tarver D, et al. HemPHL: A Personal Health 
Library and mHealth Recommender to Promote Self-Management of Hemophilia. Stud Health Technol Inform. 
2021;281:550-4.

© The Economist Group 2022

Harnessing innovation in bleeding disorders 36

https://www.sobi.com/en/press-releases/sobitm-affiliate-florio-gmbh-launches-new-digital-platform-aiming-improve-lives
https://www.sobi.com/en/press-releases/sobitm-affiliate-florio-gmbh-launches-new-digital-platform-aiming-improve-lives


59  Pfizer Debuts Innovative Video Game and Wristband for Children with Hemophilia: Hemohilia News Today;  
[Available from: https://hemophilianewstoday.com/2017/08/30/innovative-video-game-wristband-targets-
young-hemophilia-patients/.]

60  Valentino LA, Baker JR, Butler R, Escobar M, Frick N, Karp S, et al. Integrated hemophilia patient care via a national 
network of care centers in the United States: A model for rare coagulation disorders. J. 2021;12:897.

61  Comprehensive medical care. : National Hemophilia Foundation;   
[Available from: https://www.hemophilia.org/healthcare-professionals/guidelines-on-care/comprehensive-medical-care.]

62  Comprehensive care: European Haemophilia Consortium;   
[Available from: https://www.ehc.eu/bleeding-disorders/comprehensive-care/.]

63  Soucie JM, Nuss R, Evatt B, Abdelhak A, Cowan L, Hill H, et al. Mortality among males with hemophilia: relations 
with source of medical care. The Hemophilia Surveillance System Project Investigators. Blood. 2000;96(2):437-42.

64 Baker et al.  US Hemophilia Treatment Center population trends 1990-2010: patient diagnoses, demographics,  
 health services utilization. Haemophilia. 2013;19(1):21-6.

65 Sirianna et al.  COVID-19 Impact on Patient Satisfaction with US Hemophilia Treatment Centers.  
 2021 NHF Annual Conference. 2021.

66  Tarantino MD, Pindolia VK. Hemophilia management via data collection and reporting: initial findings from the 
Comprehensive Care Sustainability Collaborative. J Manag Care Spec Pharm. 2017;23(1):51-6.

67  Hermans C, Noone D, Benson G, Dolan G, Eichler H, Jiménez-Yuste V, 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.

68  Lam JCM, John MJ, Street A. A survey of characteristics and current educational needs of hemophilia treatment 
centers within Asia Pacific. Res Pract Thromb Haemost. 2018;2(3):508-17. 

69  Nathwani AC, Tuddenham EG, Rangarajan S, Rosales C, McIntosh J, Linch DC, et al. Adenovirus-associated virus 
vector-mediated gene transfer in hemophilia B. N Engl J Med. 2011;365(25):2357-65. 

70  Samelson-Jones BJ, Sullivan SK, Rasko JEJ, Giermasz A, George LA, Ducore JM, et al. Follow-up of More Than 5 
Years in a Cohort of Patients with Hemophilia B Treated with Fidanacogene Elaparvovec Adeno-Associated Virus 
Gene Therapy. Blood. 2021;138(Supplement 1):3975-.

71  Leavitt AD, Konkle BA, Stine K, Visweshwar N, Harrington TJ, Giermasz A, et al. Updated Follow-up of the Alta 
Study, a Phase 1/2 Study of Giroctocogene Fitelparvovec (SB-525) Gene Therapy in Adults with Severe Hemophilia 
a. Blood. 2020;136:12.

72 Batty P, Lillicrap D. Hemophilia Gene Therapy: Approaching the First Licensed Product. HemaSphere. 2021;5(3).

73  Konkle BA, Shapiro AD, Quon DV, Staber JM, Kulkarni R, Ragni MV, et al. BIVV001 fusion protein as factor VIII 
replacement therapy for hemophilia A. New England Journal of Medicine. 2020;383(11):1018-27. 

74  Young G, Srivastava A, Kavakli K, Ross C, Sathar J, Tran H, et al. Efficacy and Safety of Fitusiran Prophylaxis, an 
siRNA Therapeutic, in a Multicenter Phase 3 Study (ATLAS-INH) in People with Hemophilia A or B, with Inhibitors 
(PwHI). Blood. 2021;138(Supplement 1):4-.

75  Novo Nordisk announces positive phase 3 results for haemophilia treatment.: Fleur Jeffries; 2022 [Available from: 
https://www.pmlive.com/pharma_news/novo_nordisk_announces_positive_phase_3_results_for_haemophilia_
treatment_1451732. 

76  Leebeek FWG, Miesbach W. Gene therapy for hemophilia: a review on clinical benefit, limitations, and remaining 
issues. Blood. 2021;138(11):923-31.

77  Pinachyan K, Sivamurthy K, Bensen-Kennedy D. UNMET NEEDS in HEMOPHILIA B: PERSPECTIVES from PEOPLE 
LIVING with HEMOPHILIA B, HEALTHCARE PROFESSIONALS and the HEALTHCARE INDUSTRY. Haemophilia. 
2022;28(SUPPL 1):99.

© The Economist Group 2022

Harnessing innovation in bleeding disorders 37

https://hemophilianewstoday.com/2017/08/30/innovative-video-game-wristband-targets-young-hemophilia-patients/
https://hemophilianewstoday.com/2017/08/30/innovative-video-game-wristband-targets-young-hemophilia-patients/
https://www.pmlive.com/pharma_news/novo_nordisk_announces_positive_phase_3_results_for_haemophilia_treatment_1451732
https://www.pmlive.com/pharma_news/novo_nordisk_announces_positive_phase_3_results_for_haemophilia_treatment_1451732


78   van Overbeeke E, Michelsen S, Hauber B, Peerlinck K, Hermans C, Lambert C, et al. Patient perspectives regarding 
gene therapy in haemophilia: Interviews from the PAVING study. Haemophilia. 2021;27(1):129-36.

79  O'Hara J, Neumann PJ, Council tIHAS. Health technology assessment for gene therapies in haemophilia. 
Haemophilia. 2022;28(S2):19-26.

80 Garrison LP, Kleinermans D. Is the world ready for gene therapy? Haemophilia. 2022;28:5-8.

81  Goodman C, Berntorp E, Wong O, International Haemophilia Access Strategy C. Alternative payment models for 
durable and potentially curative therapies: The case of gene therapy for haemophilia A. Haemophilia. 2022;28 
Suppl 2:27-34.

82  O'Mahony B, Wong O, Eichler H, Neumann P, Carlsson KS, Noone D. Preparing for tomorrow: Defining a future 
agenda. Haemophilia. 2022;28 Suppl 2:35-41.

83  Kempf L, Goldsmith JC, Temple R. Challenges of developing and conducting clinical trials in rare disorders. 
American journal of medical genetics Part A. 2018;176(4):773-83.

84  Hurst S, Warren C, Pasi KJ. Gene Therapy in Hemophilia: An Assessment of Hematologists' Knowledge Gaps and 
Attitudes. Blood. 2018;132(Supplement 1):3485-.

85  Pierce GF, Coffin D. The 1st WFH Gene Therapy Round Table: Understanding the landscape and challenges of 
gene therapy for haemophilia around the world. Haemophilia. 2019;25(2):189-94

© The Economist Group 2022

Harnessing innovation in bleeding disorders 38



While every effort has been taken to verify the accuracy of this information, 
Economist Impact cannot accept any responsibility or liability for reliance by 
any person on this report or any of the information, opinions or conclusions 
set out in this report. The findings and views expressed in the report do not 
necessarily reflect the views of the sponsor.

© The Economist Group 2022

Harnessing innovation in bleeding disorders 39



LONDON
20 Cabot Square
London, E14 4QW
United Kingdom
Tel: (44.20) 7576 8000
Fax: (44.20) 7576 8500
Email: london@eiu.com

NEW YORK
750 Third Avenue
5th Floor
New York, NY 10017
United States
Tel: (1.212) 554 0600
Fax: (1.212) 586 1181/2 
Email: americas@eiu.com

HONG KONG
1301
12 Taikoo Wan Road
Taikoo Shing
Hong Kong
Tel: (852) 2585 3888
Fax: (852) 2802 7638 
Email: asia@eiu.com

GENEVA
Rue de l’Athénée 32
1206 Geneva
Switzerland
Tel: (41) 22 566 2470
Fax: (41) 22 346 93 47
Email: geneva@eiu.com

DUBAI
Office 1301a
Aurora Tower
Dubai Media City
Dubai
Tel: (971) 4 433 4202
Fax: (971) 4 438 0224
Email: dubai@eiu.com

SINGAPORE
8 Cross Street
#23-01 Manulife Tower
Singapore 
048424
Tel: (65) 6534 5177
Fax: (65) 6534 5077 
Email: asia@eiu.com


