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EDITORIAL

CORD BLOOD BANK

The London and South East Zone's new cord blood bank
opened officially on 8 December 1995, based at the North
London Blood Transfusion Centre. It will be the first of its
kind operating, in full, within the National Blood service.
(Other such facilities do exist, most notably in Newcastle
and Bristol, but none of them has yet reached the position
where they are actively collecting cord blood units and
storing them ready for use by patients other than on a very
small scale or for research purposes).

The new cord blood bank represents an additional treatment
to patients suffering from disease such as leukaemia.
With the discovery that umbilical cord blood (or more
commonly termed ‘cord blood') contains stem cells, a
promising alternative to bone marrow transplants has been
opened up. For example, cord blood stem cells do not
require such stringent matching to patients, so itis easierto
find a suitable match; cord blood can be stored for a long
period of time and is ready for immediate use (thus eliminating
the needtotrace a donor). Furthermore, the new cord blood
bank intends to collect donations from the broadest possible
ethnic mix, ensuring abetter chance of a match being found
compared to the current low rate of donors from ethnic
minorities on the bone marrow register.

So far, the use of stem cells retrieved from cord blood has
been limited totransplants tochildren sufferingfrom diseases
like leukaemia. (The amount of cells available in cord blood
is quite smalland would not be enough to treat adults. Work
is already well underway to discover how these stem cells
could be encouraged to grow in the laboratory so that
sufficient quantities couldbe producedfor adults.) Evidence
so far has proved that the new treatment is effective. The
Lancet recently reported the outcome of 44 sibling cord
blood transplants. World-wide fifty transplants have taken
place between patients and unrelated donors.

The cord blood bankis being housedin aspecially converted
of North London's Deansbrook Road site in Edgware, North
London. It is situated alongside the Centre's established
and innovative tissue bank facility.

At Deansbrook Road, the cord blood bank aims to recover
and store 5,000 donations fromthe placentas of babies born
at the nearby Wellhouse NHS Trust. The hospital's ethics
committee has approved the project. In each instance,
mothers willhave toprovide formal consentfortheir umbilical
blood to be used by the bank and their participation will be
purely voluntary. Work is underway to ensure that all
involved with the Trust's maternity services, as well as local
GPs, midwives, hospital and community paediatricians and
regional screening services, are aware of the new scheme.
Editor's Note: We understand that the first Cord Blood
Transplantina thalassemic in the U.K. will be carried
out this year at the Hammersmith Hospital.

(From U.K.T.S. News Review)
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PREVALENCE OF HEPATITIS C IN THALASSEMIA

Children with diseases
such as aplastic anemia,
PRCA, refractory anemia,
leukemia and other ma-
lignancies, thalassemia
and hemoglobinopathies
require multiple blood
transfusions. Among
these disorders,
thalassemia &
hemoglobinopathies are
the most common. All

. these children are at high-
er risk of developing blood transmitted infections.
Among various infections hepatitis B, C, D & HIV
have long term implications with a fatal outcome.
Present communication deals with hepatitis C re-
garding its prevalence, natural course of the dis-
ease & its prevention.

Hepatitis C virus (HCV)is a RNA virus identified in
1989 and'is responsible for majority of parentally
transmitted non A and non B hepatitis. Presently
only anti HCV is commercially available for its
diagnosis and management. Initially the antigen
(recombinant yeast polypeptide C 100-3) was
against a small HCV genome and had a high false
positivity. Now, several recombinant proteins from
various regions of HCV genome have been devel-
oped for testing anti HCV with little false positivity
(117111 generation Anti HCV tests).

PREVALENCE:

Prevalence of hepatitis C has been evaluated by
several workers in multitransfused thalassemic
children (Table I). Prevalence of hepatitis C has
varied between 3-62.2% of cases. However, the
data from various Institutions in Delhi over the last
two years have revealed that prevalence of hepa-
titis C has increased significantly. In a pilot study,
five hundred & fifty donors were screened for
prevalence of hepatitis C at MAMC and associated
hospitals, 11 of them (2%) were positive for anti
HCV. Thus it clearly shows that prevalence of
HCV has increased in donors which serve as the
major source of HCV infection in those requiring

— Dr. V.P. Choudhry
Addl. Prof., Deptt. of Haematology, AlIMS

multiple blood transfusion. Inciaentally preva-
lence of hepatitis C in this pilot study is higher than
prevalence of hepatitis B in some studies. Howev-
er screening of blood for HBsAg is mandatory for
all blood banks.

NATURAL COURSE OF HEPATITIS C

Wonke and her colleagues have observed that 10
of 21 children positive for anti HCV have pro-
gressed to chronic active hepatitis or cirrhosis.
Similarly Resti & his colleagues over 13 years
period in 78 thalassemics observed that over 55%
of children progressed to chronic hepatitis. In the
absence of long term studies on HCV infection in
thalassemics, may | refer to a large multicentric
study to elucidate the natural course of HCV infec-
tion in which it was observed that nearly 50% of
patients developed histological evidence of chron-
ic hepatitis. Elevated levels of ALT along with
persistence of Anti HCV were observed in patients
who progressed to chronic hepatitis. Ten to fifteen
percent of patients progressed to cirrhosis & final-
ly to hepatocarcinoma 7-18 years after the onset
of NANB (HCV). While in a Japanese study the
persistence of Anti HCV was observed in 75% of
patients.

Our understanding of the natural course of HCV
infection is evolving. Factors such as (a) age at
exposure (b) duration of infection (c) degree of
liver damage at first exposure, (d) risk of recurrent
exposure etc. have greater influence on the pro-
gression of the HCV infection to the development
of chronic active hepatitis, cirrhosis or hepatocel-
lular carcinoma. The risk of development of cir-
rhosis is higher as compared with hepatitis B
infection. Thus the hepatitis C infection is more
serious infection as compared with hepatitis B and
till date there is no vaccine with which the individ-
uals at higher risk can be prevented.

MANAGEMENT:

Interferon is the accepted form of therapy for HCV
infection. Initial studies referred as non A non B
but which were later confirmed as cases of HCV




NATIONAL THALASSEMIA BULLETIN

infection. Interferon was found to be an effective
form of therapy. In the larger studies on 166
patients of non A non B hepatitis when treated with
3 million units of Interferon alfa-2b, three times a
week for 6 months, resulted in normalization of
ALT in 38% cases along with significant reduction
in lobular and periportial inflammation. Interferon
therapy has been used in small number of
thalassemic children with hepatitis C. In all these
studies the normalization of ALT levels and loss of
HCV RNA in the serum were considered for the
successful management. Forty to seventy per-

cent cases responded to treatment but, unfortu-
nately 40-60 percent of children relapsed on follow
up. Alpha-2b Interferon has been approved by the
FDA of USA as a drug for the management of
hepatitis C. Unfortunately, itis expensive and cost
of therapy for six months will be nearly one lakh
per child. Such a high cost of therapy is beyond
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the reach of majofity of families.

PREVENTION:

Hepatitis C can be easily prevented by screening
allthe donors and the blood found to be positive for
Anti HCV by 1l or Il generation tests should be
discarded. It is of utmost important that the spread
of hepatitis C should be controlled as (a) nearly
50% of patients with hepatitis C progress to cirrho-
sis (b) its cost of treatment is expensive & is
beyond the reach of the majority and (c) nearly
50% of patients relapse soon after the therapy and
(d) as yet there is no vaccine against hepatitis C.
Thus there is an urgent need, that |AP should take
up the matter with NACO or other Government
Authorities so that routine screening of blood for
hepatitis C is initiated and made mandatory for all
blood banks with immediate effect.

Report from Ahmedabad

Annual Report of
Thalassemia & Sickle Cell
Society of Ahmedabad:

Two blood donation camps
were organised by the
members with the help of Shri
Mahavir Jain Vidyalaya & other
local group.

40 patients were screen for
Hepatitis B & Hepatitis C also
free of charge. Surprisingly
two members were detected
having Hepatitis C carrier.
Four patients were positive for
Hepatitis B.

Engerix B vaccine was given
to all the members of society
free of charge. This activity is
continued fer new member
also.

Every month 40 thalassemics
are given Blood transfusion
free of charge by the society.
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Dr. R.B. Shah, President, Dr. Alok Shrivastav, Hematologist, C.M.C.H.,
Vellore, Dr. Dilip Shah, Vice President, Mr. M.D. Golani, Secretary, on
occasion of Lecture on "Bone Marrow Transplant" organised by TSCSA.

One meeting was held on 6th

January, 96 to give detailed information on Bone Marrow Transplant. The meeting was addressed by Dr.
Alok Shrivastav who was kind enough to explain in Hindi.

One of our member, Master Darshan Patel, has undergone B.M.T. & he is doing well .«

S
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The "FIT" assume no responsibility for the statements and opinions advanced by contributors to the
"National Thalassemia Bulletin". The "FIT" reserves its right to reproduce the articles and other matter
contributed in any form, as and when required in any of its official publications.
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Report from Thalassemia
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Kota Joins

Welfare Society of Burdwan

Thalassemia Welfare Society, Burdwan
organised a walk on 27th February, 96 in
order to make people aware of the disease
Thalassemia. Different schools along with
Burdwan St. Xavier's School joined the walk.
The Vice Chancellor of Burdwan University
delivered a speech on Thalassemia.

At present we are getting ready for setting up
our own Blood Bank for the benefit of the
patients. We are in need of the machine Eliza
Reader. . A :request is. being made to
philanthropist for this noble cause.

The Thalassemia Society of Kota joins the
‘Federation'. Thalassemics from Kota and
adjoining areas may contact its:

President: Dr. P.P. Gupta

Prof. & Head

Department of Paediatrics
Jay Kay Lon Hospital
(Medical College),
Kota-324001

Phone: (O) 25358

(R) 27812

Dr. A.L. Bairwa

24-B, Banker's Colony
Guman Pura, Kota-324007
Phone: (R) 26774

Secretary:

NATIONAL THALASSEMIA WELFARE SOCIETY (Regd.)

KG-1/97, Vikas Puri, New Delhi-110 018 Tel: 550 7483

SPECIAL THALASSEMIA CLINIC

National Thalassemia Welfare Society
organises Thalassemia Check up Clinic on
2nd Sunday of every month at Charitable
Medical Clinic, Lajpat Bhawan, Near Vikram
Hotel, Near Mool Chand flyover, Lajpat Nagar,
New Delhi.

Facilities

< Growth Monitoring

Chelation Therapy

Serum Ferritin Assay for Rs. 150/- only
Inj. Engerix (Hepatitis B vaccine)

Rs. 175/- for Children below 10 years
Rs. 350/- for Children above 10 years
&+  Thalassemia Screening

For appointment contact:

Dr. J.S. Arora, Tel: 550 7483

Note: Cipla has kindly agreed to open from
12.30 P.M.—4.30 P.M. on this day for
Kelfer supply.

R

MEMBERSHIP
~ Any person can become a member of the
society. :
Charges Inland Foreign
Patron Rs. 5,000 $ 500
Life : Rs. 500 $ 50
Annual : Rs. 100 e

ADVERTISEMENT CHARGES

; : Inland Foreign
Sponsorship Rs.10,000 $ 1,000
Inside
Full Page Rs. 2,000 $ 200
Half Page He 1900 =~
Back
Full Page Rs. 3,000 $ 300

Published by: National Thalassemia Welfare Society (Regd.) on behalf of Federation of Indian Thalassemics, Printed by:
Decpika Printers Ph: 559 5893. Any reproduction of material contained in "National Thalassemia Bulletin" is welcome

provided "FIT" is acknowledged.
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When Your Patient is Critical
. . . Get the Critical Information

/

Innovative

Distributors in India :

OMRON MEDICAL PVT. LTD. : 3
: : Innovative Solutions for
Regd. Office :

J-133,-R.B. Enclave, Paschim Vihar, Critical Care Mon'tor'ng

| ENNEN

Phone : Off.5682541, 5681536
MEDKﬂﬂJNCOHPORPT

Fax : 5580964.

e

Branch Office

109A Esplanade Mansion, 1st Floor, 144,
M.G. Road, Kala Ghoda,

Phone «: 2825782, 2825716, 2826072

FAX «« 0251 ~415383.



A GLOBAL
BREAKTHROUGH
IN THALASSAENNIN

“The world's first
~oral iron chelator

Deferiprone

Abridged Prescribing Information Composition: Kelfer-250/500 Each capsule confains Deferiprone 250 mg/500 mg. Indications: Transfusion
haemosiderasis, especially in cases of thalassoemia, ather haemelylic anaemias, aplastic anaemia and myelodysplastic syndromes, acute iron poisoning, siderasis associated
with liver cirrhosis and for the diagnosis of iron-storage diseases. Dosage and Administration: 5075 mg/kg body weight daily in 2-4 divided doses
Contraindications: Hypersensilivity to deferiprone. Warnings and Precautions : Kelfer should be administered with caution in patients whose serum ferritin levels are
below 1000 ng/ml and in patients with impaired hepatic and renal function. Kelfer is not recommended in children below 2 years of age. Reversible impairment of cardiac
function may occur in pafients with severe iren overload undergoing combined ireatments with Kelfer and vitamin C. Pregnancy: Deferiproneis not recommended for use in
pregnaiit women. Side Effects: Gl disturbances, joint pains and swelling ore reporled. Agranulocytosis, neutropenia and zinc depletion may occur. Patient Monitoring:
The minimyri monitoring essential for deferiprone therapy: (1) Haemoglobin, total and differential white cell counts and platelet counts ot 3-4 weekly infervals or whenever
clinically indicated (2) Serum ferritin of 3-4 monthly intervols. Nofe: if the total white cell count drops fo less than 3000/cmm or Absolute Neutrophil Count {ANC] falls to less
than"1000/cmm or platelef count folls to less than 1,00,000/emm, the drug should be discontinued. In case the patient develops severe joint pain, swelling or difficulty in
squatting/walking and no relief is obtained by administering ibuprofen/diclofenac ar any other suilable NSAID, the therapy should be discontinued. The drug should not be
resfrted if joint pains recur. Presentation: Confainer of 50 capsules. -

For further information contact:
Cipla Ltd. Bombay Central Bombay 400 008 India Tel: 3082891 3095521 Fax: (022} 3570013 3070393
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