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Th Thi d W ld S iThe Third World Scenario

Lack of resources
Disorganized resourcesDisorganized resources
Large population size
L l l f litLow level of literacy





β-Thalassaemia Trait in Pakistan

Punjabi 4.6 %
Pathan 5.2 %
Sindhi 4.3 %
Baluchi 8.0 %
Urdu speaking 5.3 %p g
Overall 5.5 %

(Ahmed 1998)



ββ-Thalassaemia Major in Pakistan

Annual birth rate: 5000
Total numbers: >50,000
Registered cases: ~10,000
M lif t 10Mean life expectancy: 10 
years

(Ahmed 1998)



Carrier Screening
Mass population screening
Screening in PregnancyScreening in Pregnancy
Extended Family Screening





(Ahmed S. et al, 2002)
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Index families
183/591 (31%)

Control Families
0/397 (0%)

General Population
(5%)



O T b O ti F ilitOne Tube Osmotic Fragility 
Test

OTOFT  Total Thal trait Iron Def Normal? 

True 101 58 37 06 

False 33 - 10 23 

Positive 
(77%) 

Total 134 58(43%) 47(35%) 29 

True 36 - 06 30 Negative 
(22%)

False 01 - 01 - 
(22%) 

Total 37 - 08 29 

Borderline 
(1%) 

 02 - 01 01 

Grand Total 173 58 56 59 

 
  



M bil Th l i S iMobile Thalassaemia Service



Extended Family Screening

It produces a high yield of carriers and at risk couples.
Families often already understand the condition because 
of the affected child already present in the extended y p
family.
It avoids the problem of a low level of literacy, because 
information and personal experiences are communicated p p
directly among families attending the centre with affected 
children.
It avoids the problem of a weak health care infrastructure 
b it b f th t h th di dbecause it can be run from the centre where the disorder 
is diagnosed and treated.



Communicable diseases
& Malnutrition Genetic disorders

Present Health
Priority

High infant mortality
(90/1000)

I i ti Primary Health N t itiImmunization Primary Health
Care

Nutrition

Fall in infant mortality
(< 40/1000)(< 40/1000)

Genetic disorders Commnicable diseases
& Malnutrition

Future Health
Priority

Treatment
(very costly) Prevention


