' ¥ View lssues

&« C A Notsecure | ijpronline.com/Viewlssue.aspx?Volume=268&ssue=59 b )

i Apps [ Yehoo @ A-leanAspen §E) Approved RiskEval. ¢ Layanane-Resourc.. G actamedicajournal. [ IDAI-Pencarian @B Online Journal|We.. & IndonesianJoumal..  Search|indonesian..  »

PR articles are Indexed in SCOPUS Impact Factor for Five Years is 0.13 (2013 - 2013).

INTERNATIONAL JOURNAL OF PHARMACEUTICAL RESEARCH
IJPR INCLUDED IN UGC APPROVED U;T OF JOURNALS - REF. NO. 1S SL. NO. 4812 & J. NO. 63703 0975-2366
Published by - Advanced Scientific Research

ISSN

Home About Us Editorial Board Instruction to Authors Current Issue Article In Press Of Contents

CURRENT ISSUE Q Manuseript Statos

Mo Data found.

ARTICLE IN PRESS

b DT Volume 12, Issue 4, Oct - Dec, 2020

ADOBE READER
REVIEW

(Require Adobe Acrobal Reader to The impact of human resource and quality management in health care: A Review
open, If you don't have Adobe Acrobat VEVITA PRIYA, , OR. C. VENKATESWARAN
Reader)

Phytochemical and Pharmacological Potential of Plant Pimenta dioica Linn,

A LV DH
< KOMALA M, VIPUL V. DHASADE
COVID: an Overview of Their structure, Replication, diagnosis, drug targets, new

reported drugs and vaccine strategy

Click here to Download

1JPR 9[3] JULY - NAGARAJU EANDARY, UMA SANKAR GORLA, Y KRANTH, GSN KOTESWERRAC,
CEPTEMRED 2017 A ANKARAOQ

]

Design, synthesis, molecular docking and antibacterial evaluation of novel
Isoniazid derivatives bearing 1,3,4-Oxadiazole and 1,2,3-Triazol moieties
MAZEN JWAID, KARIMA FADHIL ALl MAYADA HADI ABD-ALWAHAB

Factors affecting the quality of life of Thallazemia B major children
MEIYANT!, NOVIA INDRIANIL 5, EVELINE MARGO, LIE T MERIJANTI. 5

Implementation of Sodium Lignosulfonate {SLS) surfactant from bagasse for
enhanced oil recovery process: An observation of laboratory research

RING SETIATI, AQLYNA FATAHANISSA, ARINDA RISTAWATI, SUGIATMOD L
KASMUNGIN, ABDUL HAMID, ASTRI! RINANT]

High Mohility Group AT-Hook 2 expression iz elevated in cervical cancer
MONICA HARTANTI, ELSHA DWI ANGGUN RACHMADHANY, ITA TAZKIATUL ol
IZZATI MUSTORA, ELRIAN SYAPUTRA, ELFIRA SUTANTD, GATOT PURWOTO

Organizational-Pedagogical Conditions Of Forming Medical College Students®
Professional Competences

SYCHEVA VAHITOVNA, REZIDA AKHATOVNA FAHRUTDINOVA, RAIKUL e
KENESBAYEWVNA DIUANCVA

Rezilience of children with writing dizorders "l:‘-
SHAMIL SHEYMARDANOV OLGA SHTERTS, OLGA SHATLUNGWA

Toxic effects of neurctoxing (Anatoxin-a) purified from blue-green algae
Pzeudoanbaena limnetica on some organs in laboratory mice (Mus musculus L.)
MARWA A AUBAEED, KASSIM F ABDULKAREEM, ALAA 5 KATHIM, EMAD YA AL-
SULTAN

Posterior Segmental Ostectomy OFf Maxilla using Piezoelectric device- An
Alternative for Viertical Maxillary Excess- A Case Report
DR SUBHASHINI R, DR ABOUL WAHAB P U



' ¥ ViewArticleDetail

« C A Notsecure | ijpronline.com/ViewArticleDetail.aspx?ID=17617 T » H

Vashoo @ A-learnAspen ) Approved RiskEval. ¥ Layanan e-Resourc.. (& actamedicajournal.. [ IDAI- Pencarian Online Journal |We.. @ Indonesian Journal..  ®4 Search|Indonesian..  »

LIPR articles are Indexed in SCOPUS Impact Factor fo

INTERNATIONAL JOURNAL OF PHARMACEUTICAL RESEARCH
IJPR INCLUDED IN UGC APPROVED LI;TOFJDURNALS _REF. NO.1S SL. NO. 4812 & J. NO. 63703 0975-2368

Published by - Advanced Scienlific Ressarch

ISSN

Home About Us Editorial Board Instruction to Al Current Issue Article In Press le Of Contents

CURRENT ISSUE Q Mannseript Staus...

Ho Data found

ARTICLE IN PRESS

Ho Data found

ADOBE READER Factors affecting the quality of life of Thallasemia & major children

Author  MEIYANTI, NOVIA INDRIANI S, EVELINE MARGO, LIE T MERIJANTI S

Article Detail

(Require Adabe Acrobal Reader lo
open, f you don't have Adabs Acrobat Abstract Thalassemia is a genetically inherited blood disorder ACcording to the World Health
Reader) Organization, 40% of the cases of thalassemia are in Asia The main ireatment for this
disease s through administration of blood transfusions and iron chelafion therapy.
Generally. this chronic condition has an impact on the quality of life of patients dus to the — .
course of the disease and its treatment. Therefore, the purpose of this study was to :-A- AS
defermine the factors affecting the quality of life of thalassemia patienis. The cross L
sectional design method was used in this research The research subjects were 73 &
major thalassemia children, aged 8-18 years, undergoing treatment at the Bogor PMI

Click here to Download ADVISION OF THE

AMERICAN CHEMICAL SOCIETY

1JPR 9[3] JULY -
FD

' ¥ ViewArticleDetail

« C A Notsecure | ijpronline.com/ViewArticleDetail.aspx?ID=17617 T » H

Apps

Yshoo @ A-learnAspen G Approved Risk Eval. 3¢ Llayanane-Resourc.. G actamedicajournal.  [@ IDAI-Pencarian @ Online Journal [We.. & Indonesian Joural.. @ Search | Indonesian... »
parents, the higher the quality of ke of thalassemia children will be However, the higher
the age of administering blood transfusion, the lower the quality of life.

O puthor O Reviewer
Keyword: Thalassemia ? Major, Child, Quality of Life

Oeditor O subsciiver
Dol https:idoi.org/0.31838/ijpri2020.12.04,324

Download: Request For Article Usemame
Passwiord

Login | Register

NEWS & EVENTS

Journal of International
Pharmaceutical Research

Pharmaceutical
Science

best quartile

SJR 2019
0.28 e

powered by scimagair

Terms and Conditions
Disclaimer

Refund Policy

Instrucations for Subscribers
Privacy Policy

Copyrights Form

0 1 2 2018
g CiteScore
8th percentile

Powered by “COPUS




7:22 AM 23 >

| GO

¥ wwwijpronline.com/ViewArtic * [ C 1y =

rapasct Paptne for Five Tesrs s 0 13 (2000 - 30141

INTERNATIONAL JOURNAL OF PHARMACEUTICAL RESEARCH

(gt fe A B Tisisda A e
t LI I LT (3 L - APPREVED LIST OF SOURSMALS - REF NGBS 8L 0 AET7 & 1, s A3 09732366

Fubditedbe ASumred sl Geisarch

e O] Content

L S R

EEERCTEITS i

Lt Prormrn atferuy e s by of ol Thalssrms & sy s

LR AT, YA DA S T ahalndn cd | A B AT

Amaniies  Tacledacrss @0 Seorscly bl Bood e
M e ke & VIR gl i faeh Uriiilaets 420 3F e canes ol 1R BCeeul
T i i rure ke ddrotn Resda’ § sl akieib

™ Actwring e Sa Wadd Riech
i | e e Heabmang o i
whmrhdla P

ol eiris e o e s af B

n

ol o Farslue
glatl an o |l
v, e peisobe o 13 e Wi be sxfn et Fr b
srrvEs e PR B

g e TR ]

e =il b
— Winsrie ] T R
[ [ P P
(b B b Db

G

i b eenepret [

ntin wikjeste sk (16 o
b al B Boger P Honcllal Tetnasirs Jimusdy mas AL
AT SO UL OETULE (e oS aaTEisy

el shelerprg Tl
Titg e

A i drchide waTun temils and haemogivpin el

FINTRESE AW e mE e

1 Tt S r i ety o e

— TmarR di Pl gemsilc 40 (e e e @ Y
Juby - Sepreaber B3] 20T

Tpdirman somsution bkt Raied oo e i the mian e ol ind Madyeemis magar m a S e

Aok Te deweland ekt s T irhal d, Wb D o dbint ol [0 ity o) i it B2 90 £ 1E5T T mak &

{in, reiatansig Tenwen pairl souteten 01 o GIZ2E B oo WIEE, pmer
Py sy ey v 4 nooetioe
wSE The Aottt Ty o ATl M APE apr 8 et e
e e OZFE pow 00300 Furmeomins @ ngrer 1 i s ad -
pEEan e lgas e s ] A A TR el B PloE N A0 Tae O Baibiela s

T L & 4

e T s oy s shat 5T s

Fher Srghey Vi pige ! sl laeg B nd o
mevmih]  Taebiasctieg <l C Bt 0l Lite

D Toityp Skl e LB ERE g PR AT 0 R

=T et Pt Arimis Fiihea Aryiven
(=5 T
Usrrane

Lagin | fegdet

Jomradl ol infernational
P ket sl REmarch

P el Ol

Lelence
PRl
028 B =
] o

Trwrw ard Ceaiinasy
|-
Aefurad Palicy
iremyguiiaers s Bideae ietin
PiisiEy Py

C rarwrigite fprm

E' 12 Eim?:!
’“mﬂ a-ts

Gnapin Behalai



LiFR artickes are Iodered in ST OPURS (U0 - M0

& Bgz Tovants Exlcalence
Frbimlod by ath et Goenlde Rrpaare
i

e wie® Al X B dliem Lal Dhiar el Brwab rdd 4 honl o At e, Lo e e

ATk e de Presis,

INTERNATIONAL JOURNAL OF PHARMACEUTICAL RESEARCH “

0875-2366

Jaalabe= TH ¢ bzl

OHRRENT 5510

O ey i

Pi Diala fpunat

ARTICIT [N PRESS

Fie Dt Syusel EDITORIAL BOARD

ADCOAT READER Edizor-in-Chisf

IR Sdoie LOnher Opsear in Dr. Ph-rﬂ F Fhah
opean, iF wirt dindd hie Aitgiee Sl e
Beroh Bt i ) Fie
b 4fasy & LD How 4 a

i e
July , Supteimber B3] 2017 Dr KUMAR SLIBRAMAN
e b o) b e
o erastmetls B A ety kad Temscalegy
wWodice | ol T i Fath s s ™ t . e
(LT T POLETE
oE aF o stz o =s755 1w
Advisery Beard (Incia)
. G W apar r. & W or, & P Dase
T LA Dc T B = e T Fedud " FeTen i oo
oI e Egr R =® ik i ki £ St LU
= ‘4 1 ufn s b = 4

D4, B W Smhapis

Pasrah Bhagveiiprassd Bhah.

AEIFUIEEN] U ICTLI T
Abstracts

L | PP R

I '

Clich here for Online Sabmoson

b
:

Eddor ' Sutwerbe
Uamfame
Baussripud

epeto

Internathomal foarnaed of
Phas mscoutical Essmarch

ot et 3asgned




Dr. 5 A Shah
Shatdesh shan@uiv s in
Professor & Principal

Unh&-Tarsscha Univercily

Maliba Fharmecy Collegs

c . =

SCepus Aglhor

EBERE4

i
& i

Dr. O D Santam

Dr. N M Patel

Dr. U M Upadhyay

Dr. H R Seth

Dr. K N Patel

Dr. & K Saluja

e F ¥ i=l=

Br. M G Saraliya
mgssrsiay =68 yshoo com

Profez=ofr & Principal

Res=arch i

Dr. D M Fatel

g Auihar

Dr. Paramyjit Singh

Dr. Umesh Patil

Dr. 5 5§ Pancholi

Dr. G ¢ Patel

Dr. V.V Jogani

Fie M | Che

Dr. A H Akabari
ashokskabsn@yahos com

Agsociats Prafezsor

C K Pikawaiis Inslitile of
Eharmacrutical Science 3
Rerssrch

rr. D.). Sen

Prof. Mohammed Rageeb
Mohrammed Usman

Dr. Biren N Shah

bureng ‘."ﬂ.""-'?.g'.'d RO £

Mr. Ravindra Reddy Yaramala

Dr. M C Gohel

Pr. C J Shishoo

LT o T Mmdad W O



ISSN 0975-2366
DOI: https://doi.org/10.31838/ijpr/2020.12.04.324

Research Article

Factors affecting the quality of life of Thallasemia B

major children

MEIYANTI", NOVIA INDRIANI S2, EVELINE MARGO?, LIE T MERIJANTI S*

'Department of Pharmacology and Medical Pharmacy, Faculty of Medicine, Universitas Trisakti,
Indonesia

2Department of Public Health, Faculty of Medicine, Universitas Trisakti, Indonesia

3Departement of Physiology, Faculty of Medicine, Universitas Trisakti, Indonesia

“Department of Occupational Medical, Faculty of Medicine, Universitas Trisakti, Jakarta
*Corresponding Author

Email ID: meiyanti@trisakti.ac.id

Received: 12.04.20, Revised: 08.05.20, Accepted: 07.06.20

ABSTRACT

Thalassemia is a genetically inherited blood disorder. According to the World Health Organization, 40% of the
cases of thalassemia are in Asia. The main treatment for this disease is through administration of blood
transfusions and iron chelation therapy. Generally, this chronic condition has an impact on the quality of life of
patients due to the course of the disease and its treatment. Therefore, the purpose of this study was to
determine the factors affecting the quality of life of thalassemia patients. The cross sectional design method
was used in this research. The research subjects were 73 B major thalassemia children, aged 8-18 years,
undergoing treatment at the Bogor PMI Hospital, between January and March 2020. These were selected
through consecutive non random sampling technique. Variables measured include serum ferritin and
haemoglobin levels, as well as blood transfusion compliance and consumption of iron chelation, through
questionnaires, while the quality of life was measured through PedsQL generic 4.0. The data were subjected to
Pearson and Spearman correlation tests. Based on the result, the mean age of the thalassemia major children
was |3 % 4 years, while the value of the quality of life was 67.10 £ 11.27. There was a positive significant
relationship between parental education (r = 0.236, p = 0.045), parental income (r = 0.264, p = 0.024) and the
average value of quality of life. Also, there was a negative significant relationship between the average quality of
life value with the age of commencing blood transfusion (r = -0.255, p = 0.030). Furthermore, the higher the
education level and income of the parents, the higher the quality of life of thalassemia children will be.
However, the higher the age of administering blood transfusion, the lower the quality of life.

Keywords: Thalassemia B Major, Child, Quality of Life

INTRODUCTION cost. Currently, there are more than 10,531

Thalassemia is a genetically inherited blood
disorder, characterized by the lack or absence of
hemoglobin chain synthesis, which results in
decreased levels of hemoglobin in the red blood
cells and anemia. Some of the abnormalities
associated with it could be in the form of
mutation  which impairs the formation of
hemoglobin. Also, the thalassemia B major
occurs due to deficiency in the synthesis of B
chain thereby decreasing the levels of HbA, and
since there is an excess of a chains, it is
compensated for in the form of § and chains
which join the a chain, resulting in increased
levels of HbF and HbA2 [1]. According to a
report by the World Health Organization (WHO)
in 2012, approximately 7% of the world's
population has the thalassemia gene with the
highest incidence rate of about 40% of cases in
Asia [2].

In Indonesia, thalassemia B major is a common
health problem with significant national health

thalassemia patients in the country, with an
estimation of about 2,500 newborn cases each
year. Based on UKK Hematology data of the
Indonesian Pediatric Association in 2016, the
prevalence of thalassemia major in the country
was 9,121 people. According to the data
released by the Indonesian Thalassemia
Foundation/ Association of Parents of Sufferers
(YTI/POPTI), people with the condition increased
from 4,896 in 2012 to 9,028 in 2018 [3]. The
Thalassemia International Federation in 2011
also included Indonesia among the countries with
high risk of the disease [4].

Blood transfusion is the main means of treating
anemia in thalassemia B major patients, which
involves maintaining hemoglobin levels above 10
g/dL. There is need for lifelong regular
transfusion to suppress erythropoiesis, prevent
skeletal changes, extra-medullar hemopoesis,
and spelomegaly which generally affect patients’
quality of life. Also, the iron resulting from both



Meiyanti et al / Factors affecting the quality of life of Thallasemia B major children

the destruction of erythrocytes and routine
transfusions usually cause hemosiderosis in
various tissues or organs such as skin, liver,
spleen, bone marrow, heart muscle, thyroid and
other endocrine glands. Excessive accumulation
of iron in various tissues and organs in the form
of skin pigmentation and impaired endocrine
function causes late growth and puberty, as well
as physiological disorders of the heart such as
cardiac decomposition, pericarditis, arrhythmias,
fibrillation and enlargement of the heart. This
heart disorder is the major cause of death in
thalassemia B major. The physiology of the
pancreas could as well be interfered with during
this condition, thereby causing diabetes and
cirrhosis of the liver. There is need of iron
chelator to control those complications arising
from iron overload. Moreover, the types of iron
chelator  used, patient compliance  and
knowledge, all has impact on the patients’
quality of life [4]-[7].

According to a study, there are negative impacts
of blood transfusion and iron chelation on the
physical, emotional and functioning aspects of
beta-major thalassemia patients [8]. A research
on the quality of life of thalassemia patients
concluded that the quality of life depends on
ferritin levels, complications of iron overload and
family income [9]. Another study however,
concluded that there was no significant difference
in the quality of life of children with thalassemia
compared with the healthy ones, but a significant
difference was found in gender [10].

Based on a study conducted in India, 74% of
thalassemia patients had a poor quality of life,
and about 44% had psychological problems such
as anxiety symptoms, depression and behavioral
disorders. In general, the disease has a negative
effect on physical function, emotions, social skills
and other abilities needed in schools [10]. This
low quality of life is related to several factors such
as improper diagnosis and management, chronic
disease course, changes in physical appearance,
delay in physical growth, delay in sexual
development, psychiatric disorders etc. Therefore,
the purpose of this study was to determine the
factors affecting the quality of life of thalassemia
patients.

METHODOLOGY

This was an observational analytic study with a
cross sectional design. It was conducted at PMI
Hospital, Bogor between January and March
2020. The consecutive non-random sampling
technique was used to select the research
subjects. Also, the data was collected through

interview using a transfusion compliance
questionnaire recommended by the Minister of
Health, Indonesia, in 2018 consisting of 4
questions and the Morisky Medication Adherence
Scales (MMAS-8) questionnaire made up of 8
question items. Each item with correct answer
was given a score of 1 and 0 for a wrong
answer. The compliance variable was divided
into 3 categories, namely, high compliance with
a score of 8, moderate compliance for scores
between 6 and 7 while low compliance was used
for scores less than 6.

The growth disorders were assessed using the
CDC 2000 stature age percentile curve, and
patients with percentile less than 5 were are with
growth disturbance. The height was measured
using a microtoise with a measuring capacity of
2 meters with an accuracy of 0.1 cm. Also, the
hemoglobin levels were measured through the
electrophoresis method, while the serum ferritin
levels were measured through the
immunochemiluminescent method.

Then, the inclusion criteria include B-major
thalassemia patients aged 8-18 years, receiving
blood transfusions and iron chelation therapy at
PMI Hospital, and the parents or guardians of
patients willing to sign the informed consent
forms. The sample size was determined using the
infinite-finite  population  formula  with  «
significance level of 95% of 1.96. A prevalence
of 74% was used for sample calculation with a
measurement accuracy of 0.05, and based on
these, 73 thalassemia B major patients aged 8-
18 years were needed as the study subjects. Also,
the data collected were processed using SPSS 25,
with Pearson or Spearman correlation test at a
significance level <0.05. Furthermore, the
permission for the research was granted by the
Research Ethics Commission of the Faculty of
Medicine Trisakti University, with number 162/
KER-FK / V/ 2020.

RESULTS AND DISCUSSION

The study was conducted at the PMI Hospital,
Bogor, West Java, involving children with B major
thalassemia, receiving treatment, blood
transfusion and routine control at the hospital
between January and March 2020. A total of 82
subjects went through the anthropometric
examinations involving the body weight and
height, as well as laboratory examinations such
as routine blood tests and serum ferritin levels.
However, only 73 patients met the inclusion and
exclusion criteria of the study.

Table 1: Demographic Characteristics of Research Subjects (n=73)
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Characteristic Mean+SD | N | %
Age (year)

8-12 13+4 38
13-18 35
Height (cm) 137+ 28

Body weight (kg) | 39+11

Parent education

Low 10 | 13.70
Middle 29 | 39.73
High 34 | 46.58
Parent income

< UMR 36 | 49.32
> UMR 37 | 50.68
Siblings (+TM)

Yes 13| 17.81
No 60 | 82.19
Family (+TM)

Yes 5 | 6.85
No 68 | 91.15

+TM: thalassemia B Mayor Patient, UMR: minimum regional wage

According to Table 1, the average age of the
patients is 13 + 4 years. A total of 38 subjects
were aged 8-12 years and 35 aged 13-18 years.
The mean height and weight of the subjects were
137 ¢cm and 39 kg respectively. Also, majority of
the parents, 34 (46.5%), had high level of
education, with 37 (50.68%) on income equal to
or above the regional minimum wage. In
addition, 13 (17.81%) subjects had siblings with
B major thalassemia, while 5 (6.85%) had

families with thalassemia B major. Based on
Table 2, majority of the subjects, 49 (67.12%),
started receiving blood transfusion between ages
1-5 years, while for ages <1 year and> 5 years
were 12.33% and 20.55% respectively. Also, the
majority of the subjects, 39 (53.24%), had their
Hb levels between 6-8 g / dL while 51 of 73
subjects (69.86%) had ferritin level> 1000-2500,
while 43 (58.9%) complied with the blood
transfusions regimen.

Table 2: Clinical Characteristics (n=73)

Characteristic N [ %

Pre transfusion Hb(g/dL)

<6 10 | 13.70
6-8 39 | 53.42
=8 24 | 32.88
Ferritin level (ng/mlL)

< 1000 4 5.48
>1000-<2500 51 | 69.86
= 2500 18 | 24.66
Transfusion compliance 34 | 46.58
Yes 43 | 58.90
No 30 | 41.10
Compliance with iron chelation

therapy

Low 34 | 46.58
Middle 23 | 31.51
High 16 | 21.92
Growth Disturbance

Yes 56 | 76.71
No 17 | 23.29
Age of starting transfusion(year)

<1 9 12.33
1-5 49 | 67.12
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> 5

Iron chelation type

Oral

Parenteral

Combination

Self-perception of health status

Ugly

Enough

Good

Very good

Perfect

15 | 20.55
52 | 71.23
5 6.85
16 | 21.92
0 0

10 | 13.70
44 | 60.27
19 | 26.05
0 0

According to the CDC TB / U curve, a total of 56
subjects (76.71%) experienced growth
disturbance. Based on the compliance criteria in
the consumption of iron chelator, 46.58% had
low compliance and 52 (71.23%) of the subjects
took the oral type, 5 (6.85%) administered the
iron chelator parenterally, while 16 (21.92%)
received the combination. Then, the majority
60.27%, of the subjects had good health status
based on self-perception. Table 3 shows the

value of quality of life of the research subjects
based on different domains. In relation to the
physical domain, the mean value was 65.33 =
14.66 with the lowest score of 22 and the highest
being 100. The average score for emotional
domain was 67.47, social was 76.51, while the
one related to school was 57.32. Then, the
lowest average quality of life value obtained was
27, while the highest was 87 with an average
value of 67.10 = 11.27.

Table 3: Quality of Life (QOL) Value Based on Each Domain

Domain QOL Value of QOL

Mean=SD Lowest | Highest
Physical 65.33 = 14.66 | 22 100
Emotional 67.47+= 1530 | 25 95
Social 76.51 13.45 | 20 95
School 57.32+ 13.80 | 20 100
The mean QOL score | 67.10 = 11.27 | 27 87

According to Table 4, 54 (73.97%) of the 73
subjects had a poor quality of life from the
physical domain. Also, most of the subjects had
poor quality of life in the domains of emotional
function and school, put at 54.47% and 80.82%
respectively. For the social function, 54 subjects

(73.97%) were categorized under good quality of
life. In addition, the psychosocial domain and
function in total had 67.12% and 71.12%,
respectively, included in the poor quality of life
category.

Table 4: Domains and QOL Patient

QOL
Domain Good Not Good

n | % n | %
Physical function 19 | 26.03 | 54 | 73.97
Emotional function 33 | 45.21 | 40 | 54.79
Social function 54 | 73.97 | 19 | 26.03
School function 141 19.18 | 59 | 80.82
Psychosocial function | 24 | 32.88 | 49 | 67.12
Function in total 21| 28.77 | 52 | 71.23

Based on Table 5, there is a significant positive
correlation between the degree of weakness
between the average quality of life of a child with
thalassemia B major and education with p
0.045. There was also a significant positive

relationship (p value = 0.024) between parents'
income and the average quality of life value.
However, there was no significant relationship
between the average quality of life of
thalassemia B major children with Hb, ferritin
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levels, transfusion adherence, compliance with
consumption of iron chelator, growth disturbance
and type of iron chelator. Furthermore, a
significant negative correlation was found

between the mean quality of life of thalassemia B
major children and the age ot which blood
transfusion began, at p = 0.030.

Table 5: Bivariate Relationship between Independent Variables and QOL (n=73)

Variables QOL
Correlation Coefficient | p

Hb 0.045 0.706
Ferritin level 0.107 0.366
Transfusion compliance -0.039 0.745
Compliance of iron chelator therapy | 0.121 0.308
Growth disturbance 0.118 0.947
Parent education 0.236 0.045*
Parent income 0.264 0.024*
Type of iron chelator 0.057 0.631
Age of starting transfusion -0.255 0.030*

*p <0.05

The quality of life of B major thalassemia (TM)
children is influenced by factors such as global,
external, interpersonal, and personal conditions.
Global conditions include government policies
related to health services for TM patients in terms
of facilities, infrastructure, blood supply for
transfusion, as well as the provision of iron
chelator. The external conditions include the
presence or absence of infection or other
comorbidities, degree of activity, environment,
weather or seasons, number of siblings,
education and economic status of parents.
Interpersonal conditions which play important
roles in the quality of life of TM patients include
social relationships in the family, involving
parents and siblings, as well as relationships with
friends. Personal conditions include race, sex,
age, disease onset and status, nutritional status,
as well as genetic makeup [1]-[2], [11].

In general, the assessment of quality of life is
subjective. Self-assessment is the gold standard
for assessing quality of life. However, for
children, cognitive development is the major
consideration for assessing the quality of life,
which is done accompanied by the parents.
PedsQL is an instrument used in assessing the
quality of life of both the affected children and
the parents.

Based on the demographic characteristics of the
subjects, the ages are almost the same, both the
8-12 years and 13-18 years. This shows that the
government policies related to TM patients such
as medical expenses provided by the
government, improvement of health facilities and
the development of iron chelation drugs, all
increase the life expectancy of TM patients.

The results of this study showed that 76.71% of
the subjects with thalassemia  major B

experienced growth disorders. This prevalence is
higher than in a previous study conducted in
India, in which 54% of thalassemia major
children had growth disorders.'? Also, impaired
growth due to endocrinopathy is most commonly
found in patients with transfusion-dependent B
major thalassemia. According to a study, the rate
of longitudinal growth was lower in thalassemia
patients after 4 years old compared with normal
children and bone development was delayed
after 6-7 years old. Lower and reduced puberty
growth rates are the main cause of retardation in
growth experienced by thalassemia sufferers,
thereby leading to short statures. This affects the
patients’ quality of life, especially from the
physical domain. Also, decreased insulin like
growth hormone factor-l (IGF-1) secretion occurs
in most thalassemia patients due to chronic
anemia, hypoxia, and liver diseases, as well as
iron overload and endocrinopathy [13]-[15].
Based on the compliance with blood transfusion,
58.9% of the subjects routinely undergo
transfusion. The level of adherence is influenced
by psychosocial factors, economic conditions,
and fear on the risk of contracting hepatitis
infection and HIV through the transfusion [14].
Then, physical changes such as in the face,
darkened skin or enlarged abdomen of children
usually make parents to cover up the condition of
the children through shame, which leave high
number of patients who do not routinely perform
transfusions [12]-[13], [15].

Pre-transfusion Hb levels were 7.28 = 1.1 g/ dL,
with the lowest Hb levels at 4.5 and the highest
at 8.9 g / dL. There was no significant
relationship between the mean quality of life of
TM children with Hb levels in this study. This
might be due to other factors which could
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influence Hb levels such as the transfusion
inferval usually determined by the economic
status of TM patients. Other researchers reported
that through regular blood transfusion and
maintenance of Hb levels at = 9 g / dL, children
with  thalassemia would experience normal
growth and development until the age of 10-12
years, thereby improving the children's quality of
life. Low levels of hemoglobin and hematocrit
usually result in changes in facial shape and
spleen enlargement which would eventually
affect physical appearances of TM patients [12]-
[13], [16]. In this study, a positive weak
relationship was established between the average
quality of life of TM patients and the age of
starting blood transfusion (r = -0.255, p =
0.030). Blood transfusion conducted at higher
ages usually has a negative impact on the quality
of life of these TM patients.

The iron which comes from the destruction of
erythrocytes and through blood transfusions on a
regular basis, usually result in iron overload. The
iron is then deposited in various organs such as
the liver, pancreas, heart, endocrine and gonad
glands. Various complications could occur due to
iron overload and these include endocrinopathy,
diabetes mellitus, hypothyroidism,
hypoparathyroid and adrenal insufficiency
fibrosis or cirrhosis of the heart, as well as heart
disorders such as cardiomyopathy which could
lead to heart failure, a major cause of death in
thalassemia patients [17]-[19].

Various factors are responsible for the growth
disturbance experienced by thalassemia patients.
These could be ethnic, genetic and hormonal
factors of each patient. Nutritional, vitamins C
and D deficiencies, lack of physical activity and
psychological disorders all contribute to growth
disorders in TM patients [12]-[13]. Also,
hypogonadotropic-hypogonadism results from
daomage to the hypothalomus and anterior
pituitary due to iron overload. Moreover,
gonadotropins produced by the anterior pituitary
are very sensitive to oxidative damage caused by
iron overload. Therefore, the overload in the
anterior pituitary gland could damage this gland
thereby resulting in the disruption of the GH
pathway. In addition, damage to the anterior
pituitary causes impaired GH secretion, which
hinders the production of IGF-I and IGFBP3 by
the liver. This eventually affects the rate of bone
growth thereby causing short statures [19]. The
condition of hypothyroidism usually plays a role
in growth disorders in TM children. Additionally,
thyroid hormone plays an important role in bone
maturation,  affects GH  secretion  and
chondrocytes directly by increasing IGF-I

secretion, and stimulates chondrocyte maturation
[18]-[20].

Generally, iron chelation therapy is very
necessary for all patients with repeated
transfusions to remove excess iron. This excess
iron normally pills up in organs such as liver,
heart and endocrine glands. Currently in
Indonesia, there are 3 types of iron chelation
drugs, namely; deferoxamine, deferiprone and
deferasirox. This therapy is usually given when
the serum ferritin levels> 1000 ng / mL or
transferrin saturation> 70%. It could also be
administered when the laboratory data are not
available or when the patient is estimated to
have received 3-5 liters or 10-20 times pack red
cell (PRC) transfusion. This type of investigation is
the gold standard for detecting excess iron in the
heart and liver using magnetic resonance
imaging (MRI) with the T2* program. Normally,
the deposits in the heart and liver do not
correlate precisely with serum ferritin levels,
therefore, patients with serum ferritin levels below
2500ng / mL, often have a large amount of iron
deposits in the heart with MRl T2* <20
millisecond (ms) values, or MRl T2 * values liver
<6.3 ms [21]-[24]. This iron chelation therapy
requires high commitment and adherence from
the patients, as well as the family and community
supports. The choice of iron chelator for each
individual could be different considering its
effectiveness, side effects, availability, price,
quality of life and patients comfort, considering
the fact that it has to be used continuously.
Although it is given free of charge by the
government, patients compliance in the
consumption of iron chelator is low. This low
level of compliance is influenced by
psychological factors (the patient feels bored),
low knowledge of the benefits of administering
iron chelation therapy, side effects of the drug
such as nausea and vomiting, as well as its
availability. Based on a previous study, irregular
consumption of iron chelation drug usually
affects the growth of thalassemia children [8].
The therapy aims to detoxify excess iron binding
to plasma which is not bound by transferin /
binding iron non transferrin (NTBI) plasma and
removes it from the body [17].

The average quality of life value of the subjects
was <70, meaning poor quality of life, in the
physical, emotional, and school domains. The
same results were obtained in a previous study
which concluded that thalassemia is a chronic
disease with a negative influence on quality of
life and muscle strength in children [25].
Splenectomy, short stature, malnutrition and
length of hospital stay are significantly associated
with poor quality of life [26]. In the school
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domain, the problem of absenteeism during
transfusion usually hampers the academic
involvement of the patients due to routine
hospital visits [27].

Also, parental education is an important factor at
the level of family social status. The pattern of
care given to a child determines the psychosocial
development of such child. Proper education
about the disease, modes of treatment, and
possible complications due to irregular treatment
could affect the compliance level with blood
transfusion and iron chelation therapy which
directly impact on the life expectancy of TM
children [28]. This study showed that higher
levels of parental education and family economic
status improved the quality of life of sufferers.
Similarly, the knowledge and understanding of
the disease, its treatment and the importance of
undergoing regular treatment determine the
compliance to the therapies capable of
improving the patients’ quality of life. The
participation level of medical personnel and
nurses is also an important key for compliance in
undergoing treatment.

The limitation of this study is the fact that many
other factors that ought to be considered as
variables, were not investigated. These include
the clinical picture of the patient, hormone levels,
vitamin D status, zinc levels, infection conditions
and other comorbidities in TM patients which
could affect patients’ quality of life.

CONCLUSION

The results showed that 71.23% of respondents
had poor quality of life. also, the prevalence of
transfusion adherence, compliance with the
consumption of iron chelator and growth
disturbance experienced in TM patients were
41.1%, 21.92% aond 76.71% respectively. In
addition, the higher the level of education and
income of parents, the higher the quality of life of
TM children. Furthermore, the higher the age of
commencing the transfusion, the lower the
quality of life of TM children.
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ABSTRACT

Thalassemia is a genetically inherited blood disorder. According to the World Health Organization, 40% of the
cases of thalassemia are in Asia. The main treatment for this disease is through administration of blood
transfusions and iron chelation therapy. Generally, this chronic condition has an impact on the quality of life of
patients due to the course of the disease and its treatment. Therefore, the purpose of this study was to
determine the factors affecting the quality of life of thalassemia patients. The cross sectional design method
was used in this research. The research subjects were 73 3 major thalassemia children, aged 8-18 years,
undergoing treatment at the Bogor PMI| Hospital, between |anuary and March 2020. These were selected
through consecutive non random sampling technique. Variables measured include serum ferritin and
haemoglobin levels, as well as bloed transfusion compliance and consumption of iren chelation, through
questionnaires, while the quality of life was measured through B:ISQL generic 4.0. The data were subjected to
Pearson and Spearman correlation tests. Based on the result, the mean age of the t@ssemia major children
was |3 £ 4 years, while the value of the quality of life was 67.10 £ [1.27. There was a positive significant
relationship between parental education (r = 0.236, p = 0.045), parental income (r = 0.264, p = 0.024) and the
average value of quality of life. Also, there was a negative significant relationship between the average quality of
life value with the age of commencing blood transfusion (r = -0.255, p = 0.030). Furthermore, the higher the
education level and income of the parents, the higher the quality of life of thalassemia children will be.
However, the higher the age of administering blood transfusion, the lower the quality of life.

Keywords: Thalassemia B Major, Child, Quality of Life

INTRODUCTION

Thalassemia is a genetically inherited blood
disorder, characterized by the lack or absence of
hemoglobin chain synthesis, which results in
decreased levels of hemoglobin in the red blood
cells and anemia. Some of the abnormadlities
associated with it could be in the form of
mutation which impairs the formation of
hemoglobin. Also, the thalassemia B major
occurs due to deficiency in the synthesis of B
chain thereby decreasing the levels of HbA, and
since there is an excess of a chains, it is
compensated for in the form of 6 and chains
which join the a chain, resulting in increased
levels of HbF and HbA2 [1]. According to a
report by the World Health Organization (WHO)
in 2012, approximately 7% of the world's
population has the thalassemia gene with the
highest incidence rate of about 40% of cases in
Asia [2].

In Indonesia, thalassemia B major is @ common
health problem with significant national health

1

cost. Currently, there are more than 10,531
thalassemia patients in the country, with an
estimation of about 2,500 newborn cases each
year. Based on UKK Hematology data of the
Indonesian Pediatric Association in 2016, the
prevalence of thalassemia major in the country
was 9,121 people. According to the data
released by the Indonesian Thalassemia
Foundation/ Association of Parents of Sufferers
(YTI/POPTI), people with the condition increased
from 4,896 in 2012 to 9,028 in 2018 [3]. The
Thalassemia International Federation in 2011
also included Indonesia among the countries with
high risk of the disease [4].

Blood transfusion is the main means of treating
anemia in thalassemia B major patients, which
involves maintaining hemoglobin levels above 10
g/dL. There is need for lifelong regular
transfusion to suppress erythropoiesis, prevent
skeletal changes, extra-medullar hemopoesis,
and spelomegaly which generally affect patients’
quality of life. Also, the iron resulting from both
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the destruction of erythrocytes and routine
transfusions usually cause hemosiderosis in
various tissues or organs such as skin, liver,
spleen, bone marrow, heart muscle, thyroid and
other endocrine glands. Excessive accumulation
of iron in various tissues and organs in the form
of skin pigmentation and impaired endocrine
function causes late growth and puberty, as well
as physiological disorders of the heart such as
cardiac decomposition, pericarditis, arrhythmias,
fibrillation and enlargement of the heart. This
heart disorder is the major cause of death in
thalassemia B major. The physiology of the
pancreas could as well be interfered with during
this condition, thereby causing diabetes and
cirrhosis of the liver. There is need of iron
chelator to control those complicafions arising
from iron overload. Moreover, the types of iron
chelator used, patfient compliance and
knowledge, all has impact on the patients’
quality of life [4]-[7].
According to a study, there are negative impacts
of blood transfusion and iron chelation on the
physical, emotional and functioning aspects of
ta-major thalassemia patients [8]. A research
on the quality of life of thalassemia patients
concluded that the quality of life depends on
ferritin levels, complications of iron overload and
family indBine [9]. Another study however,
concluded that there was no significant difference
in the quality of life of children with thalassemia
compared with the healthy ones, but a significant
difference was found in gender [10].
Based on a study conducted in India, 74% of
thalassemia pafients had a poor quality of life,
and about 44% had psychological problems such
as anxiety symptoms, depression and behavioral
disorders. In general, the disease has a negative
effect on physical function, emotions, social skills
and other abilities needed in schools [10]. This
low quality of life is related to several factors such
as improper diagnosis and management, chronic
disease course, changes in physical appearance,
delay in physical growth, delay in sexudl
development, psychiatric disorders etc. Therefore,
the purpose of this study was to determine the
factors affecting the quality of life of thalassemia
patients.

METHODOLOGY

This was an observational analytic study with a
cross sectional design. It was conducted at PMI
Hospital, Bogor between January and March
2020. The consecutive non-random sampling
technique was wused to seledt the research
subjects. Also, the daota was collected through

using a transfusion compliance
questionnaire recommended by the Minister of
Health, Indonesia, in 2018 consisting of 4
questions and the Morisky Medication Adherence
Scales (MMAS-8) questionnaire made up of 8
question items. Each item with correct answer
was given a score of 1 and O for a wrong
answer. The compliance variable was divided
info 3 categories, namely, high compliance with
a score of 8, moderate compliance for scores
between 6 and 7 while low compliance was used
for scores less than 6.

The growth disorders were assessed using the
CDC 2000 stature age percentile curve, and
patients with percenfile less than 5 were are with
growth disturbance. The height was measured
using a microtoise with a measuring capacity of
2 meters with an accuracy of 0.1 cm. Also, the
hemoglobin levels were measured through the
electrophoresis method, while the serum ferritin
levels were measured through the
immunochemiluminescent method.

Then, the inclusion criteria include B-major
thalassemia patients aged 8-18 years, receiving
blood transfusions and iron chelation therapy at
PMI Hospital, and the parents or guardians of
patients willing to sign the informed consent
forms. The sample size was defermined using the
infinite-finite  population  formula  with a
significance level of 95% of 1.96. A prevalence
of 74% was vused for sample calculation with a
measurement accuracy of 0.05, and based on
these, 73 thalassemia B major patients aged 8-
18 years were needed as the study subjects. Also,
the data collected were processed using SPSS5 25,
with Pearson or Spearman correlation test at a
significance level =0.05. Furthermore, the
permission for the research was granted by the
Research Ethics Commission of the Faculty of
Medicine Trisakti University, with number 162/
KER-FK / V/ 2020.

interview

RESULTS AND DISCUSSION

The study was conducted at the PMI Hospifal,
Bogor, West Java, involving children with B major
thalassemia, receiving  treatment,  blood
transfusion and routine confrol at the hospital
between January and March 2020. A total of 82
subjects went through the anthropometric
examinations involving the body weight and
height, as well as laboratory examinations such
as routine blood tests and serum ferritin levels.
However, only 73 patients met the inclusion and
exclusion criteria of the study.

Table 1: Demographic Characteristics of Research Subjects (n=73)
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Characteristic Mean+SD | N | %

Age (year)

8-12 13+4 38

13-18 35

Height {cm) 137+ 28

Body weight (kg) | 3911

Parent education

Low 10| 13.70

Middle 29 | 39.73
| High 34 | 46.58

Parent income

< UMR 36 | 49.32

= UMR 37 | 50.68

Siblings (+TM)

Yes 13| 17.81

No 60 | 82.19

Family (+TM)

Yes 5 | 6.85

No 68 | 91.15

+TM: thalassemia B Mayor Patient, UMR: minimum regional wage

According to Table 1, the average age of the
patients is 13 + 4 years. A total of 38 subjects
were aged 8-12 years and 35 aged 13-18 years.
The mean height and weight of the subjects were
137 cm and 39 kg respectively. Also, majority of
the parents, 34 (46.5%), had high level of
education, with 37 (50.68%) on income equal to
or above the regional minimum wage. In
addition, 13 (17.81%) subjects had siblings with
B major thalassemia, while 5 (6.85%) had

families with thalassemia B major. Based on
Table 2, majority of the subjects, 49 (67.12%),
started receiving blood transfusion between ages
1-5 years, while for ages <1 year and> 5 years
were 12.33% and 20.55% respectively. Also, the
majority of the subjects, 39 (53.24%), had their
Hb levels between 6-8 g / dL while 51 of 73
subjects (69.86%) had ferritin level> 1000-2500,
while 43 (58.9%) complied with the blood

transfusions regimen.

Table 2: Clinical Characteristics (n=73)

Characteristic N %

Pre transfusion Hb(g/dL)

<b 10 | 13.70

6-8 39 | 53.42

=8 24 | 32.88

Ferritin level (ng/mL)

= 1000 4 5.48

>1000-<2500 51 | 69.86

= 2500 18 | 24.66

Transfusion compliance 34 | 46.58

Yes 43 | 58.90

No 30 | 41.10

Compliance with iron chelation

therapy

Low 34 | 46.58

Middle 23 | 31.51
High 16 21,92

Growth Disturbance

Yes 56 | 76.71

No 17 |23.29
| Age of starting transfusion(year)

== 7 12:33

1-5 49 | 67.12
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=5 15 | 20.55
Iron chelation type
Oral sl |l e
Parenteral 5 6.85
Combination 16 | 21.92
Self-perception of health status

| Ugly 0 0
Enough 10 | 13.70
Good 44 | 60.27
Very good 19 | 26.05
Perfect 0 0

According to the CDC TB / U curve, a total of 56
subjects (76.71%) experienced growth
disturbance. Based on the compliance criteria in
the consumption of iron chelator, 46.58% had
low compliance and 52 (71.23%) of the subjects
took the oral type, 5 (6.85%) administered the
iron chelator parenterally, while 16 (21.92%)
received the combination. Then, the majority
60.27%, of the subjects had good health status
based on self-perception. Table 3 shows the

value of quality of life of the research subjects
based on different domains. In relation to the
physical domain, the mean value was 65.33 +
14.66 with the lowest score of 22 and the highest
being 100. The average score for emotional
domain was 67.47, social was 76.51, while the
one related to school was 57.32. Then, the
lowest average quality of life value obtained was
27, while the highest was 87 with an average
value of 67.10 + 11.27.

Table 3: Quality of Life (QOL) Value Based on Each Domain

Domain QOL Value of QOL

Mean+5D Lowest | Highest
Physical 65.33 = 14.66 | 22 100
Emotional 67.47+ 1530 | 25 95
Social Ho5lx 1345 [120 95
School 57.32+ 13.80 | 20 100
The mean QOL score | 67.10 £ 11.27 | 27 87

According to Table 4, 54 (73.97%) of the 73
subjects had a poor quality of life from the
physical domain. Also, most of the subjects had
poor quality of life in the domains of emotional
function and school, put at 54.47% and 80.82%
respectively. For the social fundion, 54 subjects

(73.97%) were categorized under good quality of
life. In addition, the psychosocial domain and
function in total had 67.12% and 71.12%,
respectively, included in the poor quality of life
category.

Table 4: Domains and QOL Patient

QOL
Domain Good Not Good

n | % n | %
Physical function 19 | 26.03 | 54 | 73.97
Emotional function 33 | 45.21 | 40 | 54.79
Social function 54| 73.97 | 19 | 26.03
School function 14 | 19.18 | 59 | 80.82
Psychosocial function | 24 | 32.88 | 49 | 67.12
Function in total 21 | 28.77 | 52 | 71.23

Based on Table 5, there is a significant positive
correlation between the degree of weakness
between the average quality of life of a child with
thalassemia B major and education with p =
0.045. There was also a significant positive

relationship (p value = 0.024) between parents'
income and the average quality of life value.
However, there was no significant relationship
between the average quality of life of
thalassemia B major children with Hb, ferritin
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levels, transfusion adherence, compliance with
consumption of iron chelator, growth disturbance
and type of iron chelafor. Furthermore, a
significant negative correlation was  found

between the mean quality of life of thalassemia B
major children and the age at which blood
transfusion began, at p = 0.030.

Table 5: Bivariate Relationship between Independent Variables and QOL (n=73)

Variables QOL
Correlation Coefficient | p

Hb 0.045 0.706

Ferritin level 0.107 0.366

Transfusion compliance -0.039 0.745

Compliance of iron chelator therapy | 0.121 0.308

Growth disturbance 0.118 0.947

Parent education 0.236 0.045*

Parent income 0.264 0.024*

Type of iron chelator 0.057 0.631
| Age of starting transfusion -0.255 0.030*

*p <0.05

&
The quality of life of B major thalassemia (TM)
children is influenced by factors such as global,
external, interpersonal, and personal conditions.
Global conditions include government policies
related to health services for TM patients in terms
of facilities, infrastructure, blood supply for
transfusion, as well as the provision of iron
chelator. The external conditions include the
presence or absence of infection or other
comorbidities, degree of activity, environment,
weather or seasons, number of siblings,
education and economic status of parents.
Interpersonal conditions which play important
roles in the quality of life of TM patients include
social relationships in the family, involving
parents and siblings, as well as relationships with
friends. Personal conditions include race, sex,
age, disease onset and status, nutritional status,
well as genetic makeup [1]-[2], [11].
n general, the assessment of quality of life is
Eibjective. Self-assessment is the gold standard
for assessing quality of life. However, for
children, cognitive development is the major
consideration for assessing the quality of life,
which is done accompanied by the paref.
PedsQL is an instrument used in assessing the
quality of life of both the affected children and
the parents.
Based on the demographic characteristics of the
subjects, the ages are almost the same, both the
8-12 years and 13-18 years. This shows that the
government policies related to TM patients such
as medical expenses provided by the
government, improvement of health facilities and
the development of iron chelation drugs, all
increase the life expectancy of TM patients.
The results of this study showed that 76.71% of
the subjects with thalassemia major B

experienced growth disorders. This prevalence is
higher than in a previous study conducted in
India, in which 54% of thalassemia major
children had growth disorders.'? Also, impaired
growth due to endocrinopathy is most commonly
found in patients with transfusion-dependent B
major thalassemia. According fo a study, the rate
of longitudinal growth was lower in thalassemia
patients after 4 years old compared with normal
children and bone development was delayed
after 6-7 years old. Lower and reduced puberty
growth rates are the main cause of retardation in
growth experienced by thalassemia sufferers,
thereby leading to short statures. This affects the
patients’ quality of life, especially from the
physical domain. Also, decreased insulin like
growth hormone factor-1 (IGF-1) secretion occurs
in most thalassemia patients due to chronic
anemia, hypoxia, and liver diseases, as well as
iron overload and endocrinopathy [13]-[15].
Based on the compliance with blood transfusion,
58.9% of the subjects routinely undergo
transfusion. The level of adherence is influenced
by psychosocial factors, economic conditions,
and fear on the risk of contracting hepatitis
infection and HIV through the transfusion [14].
Then, physical changes such as in the face,
darkened skin or enlarged abdomen of children
usually make parents to cover up the condition of
the children through shame, which leave high
number of patients who do not routinely perform
transfusions [12]-[13], [15].

Pre-transfusion Hb levels were 7.28 = 1.1 g / dL,
with the lowest Hb levels at 4.5 and the highest
at 89 g / dL. There was no significant
relationship between the mean quality of life of
TM children with Hb levels in this study. This
might be due to other factors which could
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influence Hb levels such as the transfusion
inferval usually defermined by the economic
status of TM patients. Other researchers reported
that through regular blood transfusion and
maintenance of Hb levels at = 9 g / dL, children
with  thalassemio would experience normal
growth and development untifthe age of 10-12
years, thereby improving the children's quality of
life. Low levels of hemoglobin and hematocrit
usually result in changes in facial shape and
spleen enlargement which would eventually
affect physical appearances of TM patients [12]-
[13], [16]. In this study, a positive weak
relationship was established between the average
quality of life of TM patients and the age of
starting blood transfusion (r = -0.255, p =
0.030). Blod transfusion conducted at higher
ages usually has a negative impact on the quality
of life of these TM patients.

The iron which comes from the destruction of
erythrocytes and through blood transfusions on a
regular basis, usually result in iron overload. The
iron is then deposited in various organs such as
the liver, pancreas, heart, endocrine and gonad
glands. Various complications could occur due to
iron overload and these include endocrinopathy,
diabetes mellitus, hypothyroidism,
hypoparathyroid and adrenal insufficiency
fibrosis or cirrhosis of the heart, as well as heart
disorders such as cardiomyopathy which could
lead to heart failure, @ major cause of death in
thalassemia patients [17]-[19].

Various factors are responsible for the growth
disturbance experienced by thalassemia patients.
These could be ethnic, genetic and hormonal
factors of each patient. Nufritional, vitamins C
and D deficiencies, lack of physical activity and
psychological disorders all contribute to growth
disorders in TM patfients [12]]13]. Also,
hypogonadotropic-hypogonadism results from
damage to the hypothalamus and anterior
pitvitary due to iron overload. Moreover,
gonadotropins produced by the anterior pituitary
are very sensitive to oxidative damage caused by
iron overload. Therefore, the overload in the
anterior pituitary gland could damage this gland
thereby resulting in the disruption of the GH
pathway. In addifion, damage to the anterior
pituitary causes impaired GH secretion, which
hinders the production of IGF-l and IGFBP3 by
the liver. This eventually affects the rate of bone
growth thereby causing short statures [19]. The
condition of hypothyroidism usually plays a role
in growth disorders in TM children. Additionally,
thyroid hormone plays an important role in bone
maturation, affects GH  secretion and
chondrocytes directly by increasing IGF-I

secretion, and stimulates chondrocyte maturation
[18]-[20].

Generally, iron chelation therapy is very
necessary for all patients with repeated
transfusions to remove excess iron. This excess
iron normally pills up in organs such as liver,
heart and endocrine glands. Currenfly in
Indonesia, there are 3 types of iron chelation
drugs, namely; deferoxamine, deferiprone and
deferasirox. This therapy is usually given when
the serum ferritin levels> 1000 ng / mlL or
transferrin saturation> 70%. It could also be
administered when the laboratory data are not
available or when the patient is estimated to
have received 3-5 liters or 10-20 fimes pack red
Bl (PRC) transfusion. This type of investigation is
the gold standard for detecting excess iron in the
heart and liver using magnetic resonance
imaging (MRI) with the T2* program. Normally,
the deposits in the heart and liver do not
correlate precisely with serum ferritin levels,
therefore, patients with serum ferritin levels below
2500ng / mL, often have a large amount of iron
deposits in the heart with MRl T2* <20
millisecond (ms) values, or MRI T2 * values liver
<6.3 ms [21]-[24]. This iron chelation therapy
requires high commitment and adherence from
the patients, as well as the family and community
supports. The choice of iron chelator for each
individual could be different considering its
effectiveness, side effects, availability, price,
quality of life and patients comfort, considering
the fact that it has to be used continuously.
Although it is given free of charge by the
government, patient's compliance in  the
consumption of iron chelator is low. This low
level of compliance is influenced by
psychological factors {the patient feels bored),
low knowledge of the benefits of administering
iron chelation therapy, side effects of the drug
such as nausea and vomiting, as well as its
availability. Based on a previous study, irregular
consumption of iron chelation drug usually
affects the growth of thalassemia children [8].
The theropy aims to detoxify excess iron binding
to plasma which is not bound by transferin /
binding iron non transferrin (NTBI) plasma and
removes it from the body [17].

The average quality of life value of the subjects
was <70, meaning poor qudlity of life, in the
physical, emotional, and school domains. The
same results were obtained in a previous study
which concluded that thalassemia is a chronic
disease with a negatfive influence on gquality of
life and muscle strength in  children [25].
Splenectomy, short stature, malnutfilon and
length of hospital stay are significantly associated
with poor quality of life [26]. In the school
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domain, the problem of absenteeism during
fransfusion usually hampers the academic
involvement of the patients due to routine
hospital visits [27].

Also, parental education is an important factor at
the level of family social status. The pattern of
care given to a child determines the psychosocial
development of such child. Proper education
about the disease, modes of treatment, and
possible complications due to irregular treatment
could affect the compliance level with blood
transfusion and iron chelafion therapy which
directly impact on the life expectancy of TM
children [28]. This study showed that higher
levels of parental education and family economic
status improved the quality of life of sufferers.
Similarly, the knowledge and understanding of
the disease, its treatment and the importance of
undergoing regular treatment determine the
Bmplionce to the therapies capable of
improving the patients’ quality of life. The
participation level of medical personnel and
nurses is also an important key for compliance in
undergoing freatment.

The limitation of this study is the fact that many
other factors that ought to be considered as
variables, were not investigated. These include
the clinical picture of the patient, hormone levels,
vitamin D status, zinc levels, infection conditions
and other comorbidities in TM patients which
could affect patients’ quality of life.

CONCLUSION

The results showed that 71.23% of respondents
had poor quality of life. also, the prevalence of
transfusion adherence, compliance with the
consumption of iron chelator and growth
disturbance experienced in TM patients were
41.1%, 21.92% ond 76.71% respectively. In
addition, the higher the level of education and
income of parents, the higher the quality of life of
TM children. Furthermore, the hi§jer the age of
commencing the transfusion, the lower the

quality of life of TM children.
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