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Efficacy and safety of 
thrombopoietin receptor agonists 
in patients with primary immune 
thrombocytopenia: A systematic 
review and meta-analysis
Li Wang1,2,*, Zhe Gao1,3,*, Xiao-ping Chen4,*, Hai-yan Zhang5, Nan Yang1, Fei-yan Wang1,  
Li-xun Guan1, Zhen-yang Gu1, Sha-sha Zhao1, Lan Luo1, Hua-ping Wei1 & Chun-ji Gao1

Immune thrombocytopenia (ITP) is an autoimmune disease characterized by increased platelet 
destruction and impaired platelet production. In this study, we conducted a systematic review and 
meta-analysis to determine the efficacy and safety of thrombopoietin receptor agonists (TPO-RAs) 
in primary ITP patients. Thirteen randomized controlled trials were included in this study, the pooled 
results of which demonstrated that TPO-RAs significantly increased platelet response (R) and durable 
response (DR) rates [risk ratio (RR): 2.77, 95% confidence interval (CI): 2.01–3.82, P = 5.9 × 10−10; RR: 
7.52, 95% CI: 3.94–14.35, P = 9.2 × 10−10; respectively] and that TPO-RAs significantly reduced the 
incidences of any or severe bleeding events (RR: 0.80, 95% CI: 0.67–0.95, P = 0.013; RR: 0.52, 95% 
CI: 0.27–0.99, P = 0.048; respectively). Moreover, our results indicated that there was a significant 
reduction in the proportion of patients needing rescue medications in the TPO-RA groups compared 
with the control groups (RR: 0.50, 95% CI: 0.42–0.59, P = 2.0 × 10−15) and that the rates of any or severe 
adverse events were similar between the TPO-RA and control regimens (RR: 1.01, 95% CI: 0.92–1.10; 
RR: 0.74, 95% CI: 0.54–1.01; respectively). These findings demonstrate that TPO-RAs are an effective 
and safe second-line treatment option for primary ITP patients.

Primary immune thrombocytopenia (ITP), previously known as idiopathic thrombocytopenia purpura, is an 
autoimmune disease characterized by isolated thrombocytopenia occurring in the absence of any obvious causes 
or disorders that may cause thrombocytopenia1–3. Increased platelet destruction and impaired platelet production 
are both involved in the pathophysiology of ITP4–8. Thrombocytopenia occurs when platelet destruction exceeds 
platelet production9, and patients with persistently low platelet counts are often at a high risk for severe bleeding 
and mortality10. Therefore, the main goal of ITP therapy is to elevate platelet counts to a safe level to prevent 
severe bleeding and minimize the incidence of adverse events (AEs)1,3,11.

Traditional ITP treatment strategies, such as glucocorticosteroids, immunoglobulins, immunomodulatory 
agents, or splenectomy, primarily mitigate immune-mediated platelet destruction12–14. Although these strategies 
are usually effective, a number of patients are refractory to these therapies. Moreover, treatment-related side 
effects and treatment contraindications often limit the success and widespread use of the abovementioned strat-
egies10,15–18. For example, splenectomy is a recommended second-line option for ITP patients; however, some 
patients relapse after splenectomy or even fail to respond to splenectomy11. Moreover, many patients are reluctant 
to undergo or have contraindications to this invasive procedure, and post-splenectomy complications, namely, 
the risk of sepsis, represent a deterrent to its routine performance2. Furthermore, a substantial number of ITP 
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patients, namely, children, may remit spontaneously several months after diagnosis. Avoidance of splenectomy 
may benefit these patients2.

Thrombopoietin (TPO) is the main cytokine that stimulates thrombopoiesis, and although platelet counts are 
low in ITP patients, no compensatory increase in TPO production occurs in these patients14. Thrombopoietin 
receptor agonists (TPO-RAs) are TPO mimetics that can bind to and activate TPO receptors, leading to megakar-
yocyte maturation, proliferation and differentiation and resulting in increased platelet production9,19. Two major 
TPO-RAs, romiplostim and eltrombopag, have been investigated in several randomized controlled trials (RCTs) 
involving adult and pediatric ITP patients9,12–16,19–25, the results of which are encouraging. Currently, romiplostim 
and eltrombopag are recommended as second-line therapeutic options for adult ITP patients2,3.

However, several issues should be noted. First, the therapeutic effects of TPO-RAs vary greatly among rel-
evant studies, and inconsistency exists with respect to the results of these studies. Second, the safety profiles of 
TPO-RAs are not completely reassuring, partly due to the relatively small sample sizes of the relevant studies. 
Third, the efficacy and safety of TPO-RAs in pediatric ITP patients have not been comprehensively reviewed. 
Thus, we conducted this systematic review and meta-analysis to comprehensively evaluate the efficacy and safety 
of TPO-RAs in adult and pediatric primary ITP patients.

Results
Study selection and characteristics.  A total of 777 articles were identified, and 653 articles remained 
after duplicates were removed. A total of 619 of these articles were removed after their titles and abstracts were 
screened. The full texts of 34 potentially relevant articles were subsequently screened, and 21 of these articles were 
excluded (the excluded articles and the reasons for their exclusion are listed in Supplementary Table S1). Finally, 
13 studies involving 1,126 ITP patients were included in the systematic review and meta-analysis (Fig. 1).

The characteristics of the included studies are listed in Tables 1 and 2. All RCTs enrolled ITP patients with 
platelet counts of 30 ×​ 109/L or less, with the exception of one study that enrolled ITP patients with platelet counts 
of less than 50 ×​ 109/L 21. All the included patients were classified as having persistent or chronic ITP, according 
to the new ITP classification system1. Patients were also classified as failed or relapsed following more than one 
previous ITP treatment. Patients were allowed to receive concomitant ITP drugs, primarily corticosteroids, as 
long as the doses of these drugs had been stable for one month or longer before the start of the study. All studies 
excluded patients who had histories of bone marrow disorders or who had recently suffered arterial or venous 
thrombotic events.

The sample sizes of the included RCTs ranged from 18 to 234. Four studies evaluated the efficacy and safety 
of romiplostim in adults9,15,20,21, and three studies evaluated the efficacy and safety of the same treatment in chil-
dren16,22,25. Six studies compared romiplostim with placebo9,15,16,20,22,25, and one study compared romiplostim with 
the standard of care for ITP, based on institutional practices or therapeutic guidelines21. Four studies regard-
ing eltrombopag were conducted in adults12–14,24, and two studies regarding eltrombopag were conducted in 

Figure 1.  Study flow diagram. RCTs: randomized controlled trials; TPO-RAs: thrombopoietin receptor 
agonists.
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children19,23. All six of these studies compared eltrombopag with placebo12–14,19,23,24. The durations of romiplostim 
and eltrombopag treatment ranged from 6 to 52 weeks and 6 to 26 weeks, respectively.

Risk of bias.  Randomization was mentioned in all of the included studies, and a detailed description of 
random sequence generation was provided in eight studies12–16,19,20,23. Allocation concealment was conducted 
adequately in these eight studies12–16,19,20,23. One study was reported as an open-label RCT21, and one study was 
reported as a single-blinded RCT22. The remaining 11 RCTs were reported as double-blinded RCTs9,12–16,19,20,23–25. 
All studies were considered to have a “low risk of bias” for items including “incomplete data” and “selective out-
comes reporting”. All seven studies were sponsored by Amgen Inc, with the exception of one romiplostim trial, 
and all eltrombopag trials were sponsored by GlaxoSmithKline.

Primary outcomes.  Platelet response and durable response.  All 13 RCTs reported platelet response (R) or 
durable response (DR) rates. The pooled results demonstrated that TPO-RAs significantly increased the R (RR: 
2.77, 95% CI: 2.01–3.82, P =​ 5.9 ×​ 10−10 Fig. 2a) and DR rates (RR: 7.52, 95% CI: 3.94–14.35, P =​ 9.2 ×​ 10−10 
Fig. 2b). Subgroup meta-analysis based on TPO-RA regimens demonstrated that both romiplostim and eltrom-
bopag were associated with higher rates of R (RR: 2.43, 95% CI: 1.40–4.22; RR: 3.01, 95% CI: 2.28–3.99; respec-
tively) and DR (RR: 8.83, 95% CI: 2.19–35.61; RR: 7.21, 95% CI: 3.25–15.96; respectively Supplementary Fig. S1, 
Table 3), and subgroup meta-analysis based on different patient populations demonstrated that TPO-RAs sub-
stantially increased the rates of R or DR in children (RR: 2.49, 95% CI: 1.46–4.23; RR: 7.64, 95% CI: 2.73–21.36; 
for R and DR; respectively Supplementary Fig. S2, Table 3) and adults (RR: 3.13, 95% CI: 1.96–4.99; RR: 7.45, 
95% CI: 3.25–17.08; for R and DR; respectively Supplementary Fig. S2, Table 3). Four studies reported the rates 
of R or DR for splenectomized vs. non-splenectomized ITP patients. The pooled results demonstrated that 
the rate of R was similar between splenectomized and non-splenectomized patients receiving TPO-RAs (RR: 
0.84, 95% CI: 0.49–1.42 Supplementary Fig. S3). However, the rate of DR was significantly lower in splenecto-
mized patients than in non-splenectomized patients receiving TPO-RAs (RR: 0.72, 95% CI: 0.54–0.95, P =​ 0.022 
Supplementary Fig. S3).

Any or severe bleeding events.  Ten of the included studies reported the incidence of any or severe bleeding 
events. The pooled results demonstrated that TPO-RAs significantly reduced the incidence of any or severe bleed-
ing events (RR: 0.80, 95% CI: 0.67–0.95, P =​ 0.013; RR: 0.52, 95% CI: 0.27–0.99, P =​ 0.048; respectively Fig. 3a,b). 
Subgroup analysis based on TPO-RA regimens indicated that romiplostim did not substantially decrease the 
incidence of any or severe bleeding events (RR: 0.93, 95% CI: 0.72–1.21; RR: 0.64, 95% CI: 0.31–1.35; respec-
tively Supplementary Fig. S4, Table 3). However, regarding eltrombopag, there were substantial reductions in the 
incidence of any or severe bleeding events in treated patients compared with control patients (RR: 0.68, 95% CI: 
0.51–0.90; RR: 0.27, 95% CI: 0.07–1.00; respectively Supplementary Fig. S4, Table 3). Subgroup analysis based on 
different patient populations indicated that the incidence of any or severe bleeding events did not significantly 
decrease with TPO-RAs vs. placebo in pediatric ITP patients (RR: 0.78, 95% CI: 0.43–1.42; RR: 0.58, 95% CI: 
0.03–12.09; respectively Supplementary Fig. S5, Table 3). However, the results of these studies indicated that there 
were considerable reductions in the incidence of any or severe bleeding events in adult ITP patients receiving 

Reference
Sample 
size (n)

Age (years) Gender: F/M (n) Duration of ITP (years)
Splenectomy status 

(yes/no) (n)

TPO-RA Control TPO-RA Control TPO-RA Control TPO-RA Control

Romiplostim

  Bussel et al.9 21 45 (20–63); 53 (19–62) 55 (39–64) 12/5 3/1 5.6 (0.5–24.9); 
9.1 (0.4–37.0) 3.4 (0.8–3.7) 13/4 1/3

  Kuter et al.15 63 51 (27–88) 56 (26–72) 27/15 11/10 7.8 (0.6–44.8) 8.5 (1.1–31.4) 42/0 21/0

  Kuter et al.15 62 52 (21–80) 46 (23–88) 27/14 16/5 2.2 (0.1–31.6) 1.6 (0.1–16.2) 0/41 0/21

  Kuter et al.21 234 58 (18–90) 57 (18–86) 85/72 46/31 2.1 (0.0–44.2) 2.3 (0.0–33.2) 0/157 0/77

  Shirasugi et al.20 34 58.5 ±​ 12.6 47.6 ±​ 13.4 14/8 10/2 9.7 (10.4) 7.6 (5.9) 10/12 5/7

  Bussel et al.25 22 9 (1–17) 11 (2–14) 4/13 2/3 2.4 (0.8–14.0) 4.1 (0.6–8.6) 6/11 2/3

  Elalfy et al.22 18 9.5 (2.5–16) 7 (4–15) 2/10 3/3 2.3 (1.2–7.0) 3.0 (1.5–6.5) 0/12 0/6

  Tarantino et al.16 62 10 (6–14) 7.5 (6.5–13.5) 24/18 11/9 1.9 (1.0–4.2) 2.2 (1.5–3.7) 1/41 1/19

Eltrombopag

  Bussel et al.24 117 51 (23–79); 45 
(23–81); 55 (18–85) 42 (18–85) 57/31 16/13 >​0.5 >​0.5 41/47 14/15

  Bussel et al.14 114 47 (19–84) 51 (21–79) 43/33 27/11 >​0.5 >​0.5 31/45 14/24

  Cheng et al.13 197 47.0 (34–56) 52.5 (43–63) 93/42 43/19 >​0.5 >​0.5 50/85 21/41

  Tomiyama et al.12 23 58.0 (26–72) 60.5 (38–72) 8/7 7/1 >​0.5 >​0.5 11/4 5/3

  Bussel et al.23 67 9 (8–10) 10 (8–12) 27/18 13/9 >​0.5 >​0.5 5/40 0/22

  Grainger et al.19 92 9.4 (8.2–10.5) 9.8 (8.3–11.3) 30/33 14/15 3.4 (2.8) 4.4 (3.4) 4/59 0/29

Table 1.   Patient characteristics for the included randomized controlled trials. Note: Data for age and the 
duration of ITP are shown as the median (range), median (interquartile range) or mean (standard deviation). 
Abbreviation: TPO-RAs: thrombopoietin receptor agonists; ITP: immune thrombocytopenia; F: female; M: male.
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TPO-RAs compared with control patients (RR: 0.84, 95% CI: 0.74–0.96; RR: 0.49, 95% CI: 0.24–0.97; respectively 
Supplementary Fig. S5, Table 3).

Secondary outcomes.  The pooled results based on eight studies indicated that there was a significant reduction 
in the proportion of patients needing rescue medications in the TPO-RA groups compared with the control 
groups (RR: 0.50, 95% CI: 0.42–0.59, P =​ 2.0 ×​ 10−15 Fig. 4a). Moreover, there was no substantial difference in the 
proportions of patients needing rescue medications between the different TPO-RA regimen or patient popula-
tion subgroups (Supplementary Fig. S6, Table 3). In addition, the pooled results based on three studies indicated 
that there was a significant increase in the proportion of patients who were able to reduce or discontinue their 
concurrent ITP therapies in the TPO-RA group compared with the control group (RR: 1.85, 95% CI: 1.13–3.01, 
P =​ 0.014 Fig. 4b).

Safety profiles.  Thirteen studies reported the incidence of any or severe AEs. Based on data from 10 studies, the 
rates of any AEs were similar between the TPO-RA and control regimens (RR: 1.01, 95% CI: 0.92–1.10, P =​ 0.913 
Fig. 5a). Additionally, based on data from 11 studies, the rates of severe AEs tended to be lower in the TPO-RA 
groups than in the control groups (RR: 0.74, 95% CI: 0.54–1.01, P =​ 0.054 Fig. 5b). No significant differences in 
the rates of AEs were found between the pre-specified subgroups (Supplementary Figs S7–8, Table 3).

Reference Study design TPO-RA regimens Outcomes of interest

Romiplostim

  Bussel et al.9 Multicenter, double-blind, RCT 1 or 3 μ​g/kg SC weekly for 6 weeks, no dose 
adjustments. Efficacy: R. Safety: AEs.

  Kuter et al.15 Multicenter, double-blind, RCT
Starting dose of 1 μ​g/kg SC weekly for 24 
weeks; dose was adjusted to achieve target 
platelet counts of 50 to 200 ×​ 109/L.

Efficacy: DR, bleeding events, 
rescue medications, concurrent 
therapies. Safety: AEs.

  Kuter et al.21 Multicenter, open-label, RCT
Starting dose of 3 μ​g/kg SC weekly for 52 
weeks; dose was adjusted to achieve target 
platelet counts of 50 to 200 ×​ 109/L.

Efficacy: R, bleeding events, 
rescue medications. Safety: AEs.

  Shirasugi et al.20 Multicenter, double-blind, RCT
Japanese patients: starting dose of 3 μ​g/kg 
SC weekly for 12 weeks; dose was adjusted 
to achieve target platelet counts of 50 to 
200 ×​ 109/L.

Efficacy: R; bleeding events, 
rescue medications. Safety: AEs.

  Bussel et al.25 Multicenter, double-blind, RCT
Starting dose of 1 μ​g/kg SC weekly for 12 
weeks; dose was adjusted to achieve target 
platelet counts of 50 to 250 ×​ 109/L.

Efficacy: R, bleeding events, 
rescue medications. Safety: AEs.

  Elalfy et al.22 Single-center, single-blind, RCT
Starting dose of 1 μ​g/kg SC weekly for 12 
weeks; doses were escalated to 5 μ​g/kg and 
then tapered.

Efficacy: R, rescue medications. 
Safety: AEs.

  Tarantino et al.16 Multicenter, double-blind, RCT
Starting dose of 1 μ​g/kg SC weekly for 24 
weeks; dose was adjusted to achieve target 
platelet counts of 50 to 200 ×​ 109/L.

Efficacy: R, DR, bleeding events, 
concurrent therapies. Safety: AEs.

Eltrombopag

  Bussel et al.24 Multicenter, double-blind, RCT 30, 50, or 75 mg/d orally for 6 weeks. Efficacy: R, bleeding events. 
Safety: AEs.

  Bussel et al.14 Multicenter, double-blind, RCT 50 mg orally daily for 6 weeks; dose was 
adjusted based on platelet counts.

Efficacy: R, bleeding events. 
Safety: AEs.

  Cheng et al.13 Multicenter, double-blind, RCT 50 mg orally daily for 6 months; dose was 
adjusted based on platelet counts.

Efficacy: R, DR, bleeding events, 
rescue medications, concurrent 
therapies. Safety: AEs.

  Tomiyama et al.12 Multicenter, double-blind, RCT
Japanese patients: starting dose of 12.5 mg 
(maximum dose of 50 mg) orally daily for 6 
weeks; dose was adjusted based on platelet 
counts.

Efficacy: R, DR. Safety: AEs.

  Bussel et al.23 Multicenter, double-blind, RCT

Starting doses of 37.5 mg/d orally daily 
for 7 weeks for patients aged 12–17 years, 
50 mg/d orally daily for 7 weeks for patients 
aged 6–11 years weighing 27 kg or more, 
25 mg/d orally daily for 7 weeks for patients 
aged 6–11 years weighing less than 27 kg, 
and 1.5 mg/kg/d orally daily for 7 weeks for 
patients aged 1–5 years (east Asian patients 
received half-doses); doses were adjusted 
to achieve target platelet counts of 50 to 
200 ×​ 109/L.

Efficacy: R, DR, bleeding events, 
rescue medications. Safety: AEs.

  Grainger et al.19 Multicenter, double-blind, RCT

Starting doses of 25–50 mg/d orally daily for 
13 weeks for patients aged 6–17 years and 
0.8–1.2 mg/kg/d orally daily for 13 weeks for 
patients aged 1–5 years; doses were adjusted 
based on platelet counts.

Efficacy: R, DR, bleeding events, 
rescue medications. Safety: AEs.

Table 2.   Summary of the characteristics of the included randomized controlled trials. Abbreviation: 
TPO-RA: thrombopoietin receptor agonists; RCT: randomized controlled trial; SC: subcutaneously; R: platelet 
response; DR: durable platelet response; AEs: adverse events.
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The AEs of interest for TPO-RAs included thrombosis, bone marrow reticulin increases, and the generation of 
neutralizing antibodies to TPO-RAs or endogenous TPO17,26. There was no substantial difference in thrombotic 
events between the TPO-RA and control regimens (RR: 1.08; 95% CI: 0.40–2.93 Supplementary Fig. S9, Table 3). 
Neutralizing antibodies to either romiplostim or TPO were not detected in six studies9,15,16,20,21,25, and no bone 
marrow reticulin/fibrosis was detected in two studies20,22. One patient with an increased baseline bone marrow 
reticulin level exhibited an increased reticulin level during romiplostim treatment, but this level subsequently 
returned to baseline15. One patient receiving romiplostim exhibited an increased bone marrow reticulin level 
during a 6-month post-treatment follow-up period21, and two patients exhibited reversible increases in their bone 
marrow reticulin levels during the subsequent extension study9.

The AEs of interest for eltrombopag included hepatobiliary function abnormalities and increases in the inci-
dence of cataracts27. There was a trend toward an increased incidence of liver function abnormalities with eltrom-
bopag vs. placebo (RR: 2.13, 95% CI: 0.74–6.17 Supplementary Fig. S10, Table 3). There was no considerable 
difference between the eltrombopag and control regimens with respect to the incidence of cataracts (RR: 0.89, 
95% CI: 0.42–1.91 Supplementary Fig. S10, Table 3).

Figure 2.  Forest plot and meta-analysis of the rates of R and DR. (a) R. (b) DR. TPO-RAs: thrombopoietin 
receptor agonists; RR: risk ratio; CI: confidence interval.
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Discussion
Our systematic review and meta-analysis has several advantages over the previous meta-analysis conducted in 
201128. First, only six RCTs were included in the meta-analysis by Zeng et al., whereas 13 RCTs were included in 
our study. Therefore, the results of our meta-analysis may be more reliable and comprehensive than the results 
of the meta-analysis by Zeng et al. For example, the results of the previous meta-analysis, based on data from 
three RCTs, indicated that there was no significant difference in the incidence of severe bleeding events between 
the TPO-RA and control groups28, whereas the pooled results of our meta-analysis, based on the results of six 
RCTs, indicated that TPO-RAs significantly decreased the incidence of severe bleeding events in treated patients 
compared with control subjects. Second, compared with the previous meta-analysis, our analysis included more 
endpoints, such as the need for rescue medications and the numbers of patients who were able to reduce or dis-
continue concurrent ITP therapies. Third, we conducted subgroup meta-analysis based on different TPO-RA 
regimens (romiplostim vs. eltrombopag) or patient populations (adults vs. children) because our study included 
an adequate number of studies for performing such analyses.

Our meta-analysis results indicated that TPO-RAs significantly increased the rates of R or DR and reduced the 
incidences of any or severe bleeding events in persistent and chronic primary ITP patients compared with control 
subjects. Moreover, our results indicated that TPO-RAs significantly decreased the need for rescue medications 
and increased the numbers of patients who were able to reduce or discontinue concurrent ITP therapies. The inci-
dence of AEs in the TPO-RA-treated groups was similar to that in the placebo groups, and there was a decreasing 
trend in the incidence of severe AEs in ITP patients receiving TPO-RAs compared with control subjects.

For persistent and chronic ITP patients, reducing the risk of severe bleeding may be more important than 
achieving specific platelet counts12. Our subgroup meta-analysis revealed that romiplostim did not significantly 
improve the incidence of any or severe bleeding events, which may be due to the fact that the effects of TPO-RA 
on bleeding events are affected by rescue medication use16,29. Patients in the TPO-RA groups needed less rescue 
medications than patients in the control group, which may have confounded our results regarding the incidence 
of bleeding events. Thus, using a composite bleeding episode endpoint including both bleeding events and/or 
rescue medication use or using duration-adjusted bleeding event rates may yield more detailed and accurate 
results than using separate endpoints16,29. For example, there was no significant difference in the incidence of any 
bleeding events between the romiplostim and placebo groups (83% vs. 74%), whereas the duration-adjusted rate 
of any bleeding events or composite bleeding episodes was significantly lower with romiplostim than with placebo 
in the study by Tarantino et al.16. Moreover, the incidence of bleeding events in the romiplostim group was higher 
than that in the placebo group (71% vs. 40%), whereas the duration-adjusted bleeding event rates were 7.3 and 
11.9 in the romiplostim and placebo groups, respectively, in the study by Bussel et al.25. Thus, the insignificance of 
the effects of TPO-RAs in pediatric ITP patients was subsequently attributed to these two studies16,25.

It has been noted that platelet responses following TPO-RA treatment commonly gradually decrease once 
medications are stopped, which has raised questions regarding whether the combination of TPO-RAs with other 
drugs can exert additive effects and provide better clinical benefits than TPO-RAs alone. Two RCTs conducted in 
China compared the concomitant use of recombinant human thrombopoietin (rhTPO) with rituximab or danazol 

Outcomes Pooled RR (95% CI)

Romiplostim vs. eltrombopag Children vs. adults

TPO-RA 
regimen

No. of 
studies RR (95% CI)

Patient 
population

No. of 
studies RR (95% CI)

Platelet response 2.77 (2.01–3.82) Romiplostim 6 2.43 (1.40–4.22) Children 5 2.49 (1.46–4.23)

Eltrombopag 6 3.01 (2.28–3.99) Adults 7 3.13 (1.96–4.99)

Durable platelet response 7.52 (3.94–14.35) Romiplostim 2 8.83 (2.19–35.61) Children 3 7.64 (2.73–21.36)

Eltrombopag 4 7.21 (3.25–15.96) Adults 3 7.45 (3.25–17.08)

Any bleeding events 0.80 (0.67–0.95) Romiplostim 5 0.93 (0.72–1.21) Children 4 0.78 (0.43–1.42)

Eltrombopag 5 0.68 (0.51–0.90) Adults 6 0.84 (0.74–0.96)

Severe bleeding events 0.52 (0.27–0.99) Romiplostim 4 0.64 (0.31–1.35) Children 2 0.58 (0.03–12.09)

Eltrombopag 2 0.27 (0.07–1.00) Adults 4 0.49 (0.24–0.97)

Rescue medications 0.50 (0.42–0.59) Romiplostim 5 0.51 (0.42–0.62) Children 4 0.42 (0.22–0.79)

Eltrombopag 3 0.45 (0.27–0.75) Adults 4 0.50 (0.42–0.60)

Reduce or discontinue 
concurrent ITP therapies 1.85 (1.13–3.01)

Any adverse events 1.01 (0.92–1.10) Romiplostim 4 1.05 (0.97–1.12) Children 4 0.96 (0.83–1.11)

Eltrombopag 6 1.03 (0.85–1.25) Adults 6 1.03 (0.91–1.17)

Severe adverse events 0.74 (0.54–1.01) Romiplostim 5 0.75 (0.28–2.03) Children 4 1.03 (0.42–2.50)

Eltrombopag 6 0.95 (0.57–1.60) Adults 7 0.70 (0.50–0.98)

Thrombotic events 1.08 (0.40–2.93)

Liver function abnormalities 
(eltrombopag) 2.13 (0.74–6.17)

Cataracts (eltrombopag) 0.89 (0.42–1.91)

Table 3.   Summary of the pooled results regarding the efficacy and safety of TPO-RAs in ITP patients. 
Abbreviation: TPO-RAs: thrombopoietin receptor agonists; ITP: immune thrombocytopenia; RR: risk ratio; CI: 
confidence interval.
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monotherapy30,31, the results of which indicated that concomitant rhTPO use significantly increased the rate of R 
and shortened the time needed to achieve this response compared with rituximab or danazol monotherapy30,31. 
Moreover, the combination of rhTPO with rituximab was associated with an increased sustained response com-
pared with rituximab monotherapy30. These two studies were not included in this study due to the presence of 
significant heterogeneity with respect to patient characteristics and therapy schedules. Moreover, the efficacy of 
rhTPO monotherapy, the efficacy and safety of rhTPO in Western ITP patients, and the efficacy of the combina-
tion of romiplostim or eltrombopag with other drugs for ITP require further clarification in future studies.

Several issues should be noted. First, the pooled results of this analysis must be interpreted with caution due to 
the heterogeneity of the included studies. All persistent, chronic and refractory adult and pediatric ITP patients 
were included in the analysis. Patient characteristics (age, gender, ITP duration, splenectomy status), TPO-RA 
regimens (TPO-RA types, starting doses, dosing algorithms, and treatment durations), and outcome of interest 
definitions varied among the included studies. Second, close monitoring of hepatobiliary laboratory test results 
is recommended during eltrombopag treatment due to an increasing trend in the incidence of liver function 
abnormalities among ITP patients receiving this treatment. Third, worsening thrombocytopenia may occur after 
TPO-RA discontinuation9. Therefore, close monitoring of platelet counts and bleeding risks is recommended 
after TPO-RA discontinuation3,32. Finally, whether the youngest patients have lower response rates to TPO-RAs 
than older patients needs to be clarified further in future studies16,23.

Figure 3.  Forest plot and meta-analysis of the incidences of any and severe bleeding events. (a) any bleeding 
events. (b) severe bleeding events. TPO-RAs: thrombopoietin receptor agonists; RR: risk ratio; CI: confidence 
interval.
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In conclusion, this systematic review and meta-analysis demonstrated that TPO-RAs are effective and safe 
agents for the treatment of primary ITP, and the results of this analysis support the use of TPO-RAs as second-line 
treatments for persistent and chronic ITP patients who are unresponsive to or relapse after receiving previous 
first-line ITP therapies.

Methods
Search strategy.  We conducted a systematic literature search of PubMed, the Excerpta Medica Database 
(Embase), and the Cochrane Central Register of Controlled Trials (CENTRAL) to identify RCTs evaluating 
the efficacy of TPO-RAs in patients with primary ITP. We searched for trials published until May 2016 and 
restricted our search to English language studies. We used the following combination of search terms: “throm-
bocytopeni*”, “ITP”, “romiplostim”, “eltrombopag”, and “thrombopoietin”. Our detailed search criteria are listed 
in Supplementary Tables S2–4. We searched the references of the identified studies manually to find additional 
studies.

Selection criteria.  All RCTs involving patients with a confirmed diagnosis of primary ITP that compared 
TPO-RAs to placebo were considered, as were RCTs that included TPO-RAs as an additive to other drugs/thera-
pies, as long as the additional drugs/therapies were identical between the two groups. RCTs reporting at least one 
outcome of interest were included in the analysis.

Figure 4.  Forest plot and meta-analysis of the need for rescue medications and the numbers of patients 
who were able to reduce or discontinue concurrent ITP therapies. (a) rescue medications. (b) reduced or 
discontinued concurrent ITP therapies. ITP: immune thrombocytopenia; TPO-RAs: thrombopoietin receptor 
agonists; RR: risk ratio; CI: confidence interval.
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The primary outcomes of interest included the rates of R or DR and the incidences of any or severe bleeding 
events. R was defined as achieving platelet counts of more than 50 ×​ 109/L at any time during TPO-RA treatment, 
and DR was defined as maintaining R for ≥​60% of the duration of TPO-RA treatment or maintaining R for six 
or more weeks during the final eight weeks of TPO-RA treatment. Bleeding severity was assessed according to 
the National Cancer Institute Common Terminology Criteria for Adverse Events (CTCAE), the World Health 
Organization (WHO) bleeding scale, or a grading scale specified for pediatric ITP patients33. Severe bleeding 
events were defined as bleeding events ≥​ grade 3, according to the National Cancer Institute CTCAE and the 
WHO bleeding scale, or bleeding events ≥​ grade 4, according to the criteria developed by Buchanan and Adix33.

The secondary endpoints of interest included the need for rescue medications and the numbers of patients 
who were able to reduce or discontinue concomitant ITP therapies. Rescue medications were defined as any new 
drugs or as increased doses or frequencies of concomitant drugs that were administered for the treatment of ITP, 
as well as platelet transfusions or splenectomies that were performed during TPO-RA treatment.

Safety profiles were assessed according to the incidence of AEs, which were graded according to the National 
Cancer Institute CTCAE.

Figure 5.  Forest plot and meta-analysis of the incidences of any and severe AEs. (a) any AEs. (b) severe AEs. 
TPO-RAs: thrombopoietin receptor agonists; RR: risk ratio; CI: confidence interval.
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Data extraction and methodological quality evaluation.  Data extraction was performed by two 
independent researchers. All related data, including reference details (the first author, publication year, and study 
design), participant characteristics (age, gender, ITP duration, splenectomy status, and sample size), TPO-RA 
regimens, the abovementioned primary and secondary endpoints, and safety profiles, were extracted. All discrep-
ancies were resolved by discussion or consultation with a specialist. The corresponding authors of the included 
studies were contacted if necessary.

The methodological quality of the included studies was assessed according to the following seven items: ade-
quacy of randomization, allocation concealment, blinding of participants, outcome assessors, incomplete data, selec-
tive reporting, and other biases, according to the Cochrane Collaboration Reviewers’ Handbook (Version 5.1.0)34.

Statistical analysis.  All statistical analyses were performed using Stata software (version 12.0, Stata 
Corporation, College Station, TX, USA). Risk ratios (RRs) and 95% confidence intervals (CIs) were used to pool 
binary outcomes. Heterogeneity between studies was quantified using the I2 statistic, and I2 >​ 50% and P <​ 0.10 
indicated the presence of significant heterogeneity between studies35. Meta-analyses were conducted using random 
effects models, irrespective of whether heterogeneity existed or not. Pre-specified subgroup meta-analysis based 
on the different TPO-RA regimens (romiplostim vs. eltrombopag) and patient populations (adults vs. children)  
of the included studies were also conducted. P <​ 0.05 was considered statistically significant.

References
1.	 Rodeghiero, F. et al. Standardization of terminology, definitions and outcome criteria in immune thrombocytopenic purpura of 

adults and children: report from an international working group. Blood 113, 2386–2393 (2009).
2.	 Provan, D. et al. International consensus report on the investigation and management of primary immune thrombocytopenia. Blood 

115, 168–186 (2010).
3.	 Neunert, C. et al. The American Society of Hematology 2011 evidence-based practice guideline for immune thrombocytopenia. 

Blood 117, 4190–4207 (2011).
4.	 Ballem, P. J. et al. Mechanisms of thrombocytopenia in chronic autoimmune thrombocytopenic purpura. Evidence of both impaired 

platelet production and increased platelet clearance. J. Clin. Invest. 80, 33–40 (1987).
5.	 Olsson, B. et al. T-cell-mediated cytotoxicity toward platelets in chronic idiopathic thrombocytopenic purpura. Nat. Med. 9, 

1123–1124 (2003).
6.	 Zhang, F. et al. Cell-mediated lysis of autologous platelets in chronic idiopathic thrombocytopenic purpura. Eur. J. Haematol. 76, 

427–431 (2006).
7.	 Chang, M. et al. Immune thrombocytopenic purpura (ITP) plasma and purified ITP monoclonal autoantibodies inhibit 

megakaryocytopoiesis in vitro. Blood 102, 887–895 (2003).
8.	 McMillan, R., Wang, L., Tomer, A., Nichol, J. & Pistillo, J. Suppression of in vitro megakaryocyte production by antiplatelet 

autoantibodies from adult patients with chronic ITP. Blood 103, 1364–1369 (2004).
9.	 Bussel, J. B. et al. AMG 531, a thrombopoiesis-stimulating protein, for chronic ITP. N. Engl. J. Med. 355, 1672–1681 (2006).

10.	 Portielje, J. E., Westendorp, R. G., Kluin-Nelemans, H. C. & Brand, A. Morbidity and mortality in adults with idiopathic 
thrombocytopenic purpura. Blood 97, 2549–2554 (2001).

11.	 Stasi, R. & Provan, D. Management of immune thrombocytopenic purpura in adults. Mayo Clin. Proc. 79, 504–522 (2004).
12.	 Tomiyama, Y. et al. A lower starting dose of eltrombopag is efficacious in Japanese patients with previously treated chronic immune 

thrombocytopenia. J. Thromb. Haemost. 10, 799–806 (2012).
13.	 Cheng, G. et al. Eltrombopag for management of chronic immune thrombocytopenia (RAISE): a 6-month, randomised, phase 3 

study. Lancet 377, 393–402 (2011).
14.	 Bussel, J. B. et al. Effect of eltrombopag on platelet counts and bleeding during treatment of chronic idiopathic thrombocytopenic 

purpura: a randomised, double-blind, placebo-controlled trial. Lancet 373, 641–648 (2009).
15.	 Kuter, D. J. et al. Efficacy of romiplostim in patients with chronic immune thrombocytopenic purpura: a double-blind randomised 

controlled trial. Lancet 371, 395–403 (2008).
16.	 Tarantino, M. D. et al. Romiplostim in children with immune thrombocytopenia: a phase 3, randomised, double-blind, placebo-

controlled study. Lancet 388, 45–54 (2016).
17.	 Kuter, D. J. et al. Long-term treatment with romiplostim in patients with chronic immune thrombocytopenia: safety and efficacy. Br. 

J. Haematol. 161, 411–423 (2013).
18.	 Tarantino, M. D., Fogarty, P., Mayer, B., Vasey, S. Y. & Brainsky, A. Efficacy of eltrombopag in management of bleeding symptoms 

associated with chronic immune thrombocytopenia. Blood Coagul. Fibrinolysis 24, 284–296 (2013).
19.	 Grainger, J. D. et al. Eltrombopag for children with chronic immune thrombocytopenia (PETIT2): a randomised, multicentre, 

placebo-controlled trial. Lancet 386, 1649–1658 (2015).
20.	 Shirasugi, Y. et al. Romiplostim for the treatment of chronic immune thrombocytopenia in adult Japanese patients: a double-blind, 

randomized Phase III clinical trial. Int. J. Hematol. 94, 71–80 (2011).
21.	 Kuter, D. J. et al. Romiplostim or standard of care in patients with immune thrombocytopenia. N. Engl. J. Med. 363, 1889–1899 

(2010).
22.	 Elalfy, M. S., Abdelmaksoud, A. A. & Eltonbary, K. Y. Romiplostim in children with chronic refractory ITP: randomized placebo 

controlled study. Ann. Hematol. 90, 1341–1344 (2011).
23.	 Bussel, J. B. et al. Eltrombopag for the treatment of children with persistent and chronic immune thrombocytopenia (PETIT): a 

randomised, multicentre, placebo-controlled study. Lancet Haematol. 2, doi: 10.1016/s2352-3026(15)00114-3 (2015).
24.	 Bussel, J. B. et al. Eltrombopag for the treatment of chronic idiopathic thrombocytopenic purpura. N. Engl. J. Med. 357, 2237–2247 

(2007).
25.	 Bussel, J. B. et al. A randomized, double-blind study of romiplostim to determine its safety and efficacy in children with immune 

thrombocytopenia. Blood 118, 28–36 (2011).
26.	 Kuter, D. J. et al. Evaluation of bone marrow reticulin formation in chronic immune thrombocytopenia patients treated with 

romiplostim. Blood 114, 3748–3756 (2009).
27.	 Saleh, M. N. et al. Update on the safety and efficacy of EXTENDed treatment with eltrombopag (EPAG) in adults with chronic 

immune thrombocytopenia (ITP). Blood 122, 2315–2315 (2013).
28.	 Zeng, Y., Duan, X., Xu, J. & Ni, X. TPO receptor agonist for chronic idiopathic thrombocytopenic purpura. Cochrane Database Syst. 

Rev., doi: 10.1002/14651858.CD008235.pub2 (2011).
29.	 Stasi, R. et al. Evaluation of bleeding-related episodes in patients with immune thrombocytopenia (ITP) receiving romiplostim or 

medical standard of care. Int. J. Hematol. 96, 26–33 (2012).
30.	 Zhou, H. et al. A multicenter randomized open-label study of rituximab plus rhTPO vs rituximab in corticosteroid-resistant or 

relapsed ITP. Blood 125, 1541–1547 (2015).



www.nature.com/scientificreports/

1 1Scientific Reports | 6:39003 | DOI: 10.1038/srep39003

31.	 Wang, S. et al. A multicenter randomized controlled trial of recombinant human thrombopoietin treatment in patients with primary 
immune thrombocytopenia. Int. J. Hematol. 96, 222–228 (2012).

32.	 Gernsheimer, T. B. et al. Evaluation of bleeding and thrombotic events during long-term use of romiplostim in patients with chronic 
immune thrombocytopenia (ITP). J. Thromb. Haemost. 8, 1372–1382 (2010).

33.	 Buchanan, G. R. & Adix, L. Grading of hemorrhage in children with idiopathic thrombocytopenic purpura. J. Pediatr. 141, 683–688 
(2002).

34.	 Higgins, J. P. et al. The Cochrane Collaboration’s tool for assessing risk of bias in randomised trials. BMJ 343, doi: 10.1136/bmj.d5928 
(2011).

35.	 Higgins, J. P. & Thompson, S. G. Quantifying heterogeneity in a meta-analysis. Stat. Med. 21, 1539–1558 (2002).

Acknowledgements
This study was supported by the National Natural Science Foundation of China (No. 81270642 and 81070451), 
the Beijing Natural Science Foundation (No. 7162175), the Hainan Social Development Special Funding (No. 
SF201306) and the Four Hundreds Program of Chinese PLA General Hospital (No. YS201451).

Author Contributions
C.G. conceived and designed the research study. L.W., Z.G., and X.C. contributed to the literature search and 
study selection. L.W. and Z.G. extracted the data. L.W., H.Z., N.Y., F.W., L.G., Z.G., S.Z., L.L., and H.W. analyzed 
the data. L.W. wrote the paper. All authors reviewed and approved the final version of the manuscript.

Additional Information
Supplementary information accompanies this paper at http://www.nature.com/srep
Competing financial interests: The authors declare no competing financial interests.
How to cite this article: Wang, L. et al. Efficacy and safety of thrombopoietin receptor agonists in patients with 
primary immune thrombocytopenia: A systematic review and meta-analysis. Sci. Rep. 6, 39003; doi: 10.1038/
srep39003 (2016).
Publisher's note: Springer Nature remains neutral with regard to jurisdictional claims in published maps and 
institutional affiliations.

This work is licensed under a Creative Commons Attribution 4.0 International License. The images 
or other third party material in this article are included in the article’s Creative Commons license, 

unless indicated otherwise in the credit line; if the material is not included under the Creative Commons license, 
users will need to obtain permission from the license holder to reproduce the material. To view a copy of this 
license, visit http://creativecommons.org/licenses/by/4.0/
 
© The Author(s) 2016

http://www.nature.com/srep
http://creativecommons.org/licenses/by/4.0/

	Efficacy and safety of thrombopoietin receptor agonists in patients with primary immune thrombocytopenia: A systematic review and meta-analysis
	Introduction
	Results
	Study selection and characteristics
	Risk of bias
	Primary outcomes
	Platelet response and durable response
	Any or severe bleeding events
	Secondary outcomes
	Safety profiles


	Discussion
	Methods
	Search strategy
	Selection criteria
	Data extraction and methodological quality evaluation
	Statistical analysis

	Additional Information
	Acknowledgements
	References



 
    
       
          application/pdf
          
             
                Efficacy and safety of thrombopoietin receptor agonists in patients with primary immune thrombocytopenia: A systematic review and meta-analysis
            
         
          
             
                srep ,  (2016). doi:10.1038/srep39003
            
         
          
             
                Li Wang
                Zhe Gao
                Xiao-ping Chen
                Hai-yan Zhang
                Nan Yang
                Fei-yan Wang
                Li-xun Guan
                Zhen-yang Gu
                Sha-sha Zhao
                Lan Luo
                Hua-ping Wei
                Chun-ji Gao
            
         
          doi:10.1038/srep39003
          
             
                Nature Publishing Group
            
         
          
             
                © 2016 Nature Publishing Group
            
         
      
       
          
      
       
          © 2016 The Author(s)
          10.1038/srep39003
          2045-2322
          
          Nature Publishing Group
          
             
                permissions@nature.com
            
         
          
             
                http://dx.doi.org/10.1038/srep39003
            
         
      
       
          
          
          
             
                doi:10.1038/srep39003
            
         
          
             
                srep ,  (2016). doi:10.1038/srep39003
            
         
          
          
      
       
       
          True
      
   




