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1. Introduction
Thalassemia is one of the most common genetic disorders caused by decreased synthesis of alpha or betaglobin chain subunits that subsequently leads to alpha/
beta globin chain imbalance. The accumulation of free
excessive alpha or beta globin chains and their products
and deposition on red cells membrane are the causes of
ineffective erythropoiesis and hemolytic anemia (1). The
unsuccessful erythropoiesis, iron overload and chronic
hemolytic anemia are the main complications of thalassemia. Alpha thalassemia which is mainly inherited by
alpha globulin gene deletions is divided into four subtypes. These include silent carries, alpha thalassemia minor, HbH disease and hydrops fetalis. Beta-thalassemia is
mostly inherited by beta globulin gene mutations and divided into three main sub-groups based on clinical severities. Patients with beta-thalassemia minor are largely asymptomatic and are characterized by mild anemia. These
patients have a heterozygous beta-gene mutation. Clinically significant forms of beta-thalassemia include betaThalassemia Major (TM), that is severe hemolytic anemia
resulting in transfusion dependency that demand medical attentions in the early years of life, the consequence
of homozygous or compound heterozygous forms of
beta-gene mutations. Beta-Thalassemia Intermedia (β-TI)
is usually clinically milder than TM and leads to mild to
severe hemolytic anemia (2, 3).

1.1. Thalassemia and Female Fertility

In thalassemia the increasing iron absorption due to
chronic hemolytic anemia can cause iron overload and
iron deposition in organs which results in serious ironrelated organ complications like cardiac and endocrine
dysfunctions including diabetic mellitus, hypoparathyroidism, hypogonadism and infertility (4, 5).

The iron overload in thalassemia can affect the development of male and female sexual organs, which have adverse effects on the reproductive capabilities of patients
(6). Female patients with thalassemia may experience
delayed puberty and some do not reach sexual maturity
(hypogonadism) which is the result of excessive iron deposition in sexual glands, where it may lead to deficiency
of hormones extraction necessary for sexual maturation
in thalassemic patients.
In women, the inability of producing female sex hormones including estrogen, progesterone, Lutenizing
Hormone (LH) and Follicle-Stimulating Hormone (FSH)
results in lack of development of secondary sex characteristics. In other words, breast development does not
progress, and menses often does not occur (amenorrhea),
a condition which could lead to lack of ovulation in affected females. Other endocrine dysfunctions including diabetes and hypothyroidism as well as cardiac impairment,
liver dysfunction and trans placental viral transmission
may also complicate pregnancy in thalassemia (7, 8).

1.2. Women Health Management in Thalassemia

Transfusion and therapeutic advances in thalassemia,
including the availability of new oral iron chelators and
new non-invasive methods for early detection and treatment of iron overload, have significantly improved the
life expectancy and quality of life in patients with thalassemia (9). These advances also improved the fertility potential and desire of these patients to have children.
A successful pregnancy in a woman with thalassemia
major was first reported by Walker in 1969. Subsequently,
successful pregnancies were described in the literatures
around the world (10, 11). All of these studies reported the
high rate and safe pregnancies and deliveries in patients
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with thalassemia major and intermedia who were on
precisely regular transfusion, iron chelation and endocrine managements. Deferoxamine is recommended in
second and third pregnancy of thalassemia patients with
severe iron overload, which has deleterious impacts on
the health status of these patients.

2. Conclusions

The presence of sexual dysfunction and infertility in female thalassemic patients can be overcome with proper
management. Although hypogonadotropic hypogonadism remains a common condition in thalassemia major,
gonadal function is usually intact and fertility is usually
retrievable. Women with thalassemia who are on precise
management, regularly transfused and are well chelated
can become pregnant either spontaneously or by inducing ovulation.
It is necessary that all pregnant thalassemia patients
be followed up very closely. Apart from the routine pregnancy follow-up, thalassemic pregnant women need
additional medical care. Hemoglobin levels should be
carefully monitored and ferritin levels should also be
measured and observed to avoid iron overload. Regular
and periodic evaluation of cardiac function by a cardiologist should be done in all pregnant thalassemic women
to prevent fluid overload. Pregnancy also seems to be safe
in most patients with thalassemia intermedia, but larger
and more detailed studies are needed.
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