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studies have shown that the percentage of ring sideroblasts
in MDS is not prognostically important. Thus, in the revised
WHO classification, a diagnosis of MDS-RS may be made even
in the presence of only 5% of ring sideroblasts in cases with
SF3B1 mutation. MDS-RS cases will be subdivided into cases
with single lineage dysplasia (previously classified as RARS)
and cases with multilineage dysplasia (previously classified as
refractory cytopenia with multilineage dysplasia). Furthermore,
RARS-T has been accepted as an entity and termed MDS/
myeloproliferative neoplasm (MPN) with ring sideroblasts and
thrombocytosis (MDS/MPN-RS-T) in the 2016 classification.
Unlike MDS-RS, the number of ring sideroblasts required for a
diagnosis of MDS/MPN-RS-T is 15%, irrespective of the presence
or absence of a SF3B1 mutation [4]. As described in the case
of Narang et al., in a young female of 18 years old without a
history of persistent refractory cytopenia(s), a diagnosis of MDS
can only be established after exclusion of secondary causes such
as nutritional deficiencies [1]. An adequate trial with hematinics
(vitamin B12, folic acid, and pyridoxine) is needed in such cases.
After exclusion of secondary causes, if cytopenia(s) still persists,
a repeat bone marrow examination with cytogenetic and
molecular studies can be considered to establish the diagnosis
of a clonal hematopoietic disease such as MDS or MDS/MPN.
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Therapeutic International Normalized Ratio Monitoring
Terapötik Uluslararası Normalleştirilmiş Oran İzlemi
Beuy Joob1, Viroj Wiwanitkit2
1Sanitation 1 Medical Academic Center, Bangkok, Thailand
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To the Editor,
The report on “Warfarin dosing and time required to reach
therapeutic international normalized ratio in patients with
hypercoagulable conditions” was very interesting [1]. Kahlon
et al. concluded that “Patients with hypercoagulable conditions
require approximately 10 mg of additional total warfarin dose
and also require, on average, 2 extra days to reach therapeutic
international normalized ratio (INR) as compared to controls.”

The big concern in this report regards the technique used for INR
measurement. Kahlon et al. did not mention this and might not
have noted the problem of measurement of INR in the followup of the patient. The quality control of the measurement is
very important and measurements from different laboratory
techniques and settings can be a factor leading to error in
laboratory results [2,3]. It is noted that the local calibration
in correcting the variability in INR determination and the
difference between batches has to be controlled [4].
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Iron Overload in Hematopoietic Stem Cell Transplantation
Hematopoetik Kök Hücre Transplantasyonunda Aşırı Demir Yüklenmesi
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To the Editor,
We read the publication entitled “Current Review of Iron
Overload and Related Complications in Hematopoietic Stem Cell
Transplantation” with great interest [1]. As summarized by Atilla
et al. [1], “Organ dysfunction due to iron overload may cause
high mortality rates and therefore a sufficient iron chelation
therapy is recommended”. We would like to share the experience
from our settings where there is a very high prevalence of
thalassemia and transplantation is the only curative treatment.
Iron overload is common among transfusion-dependent
thalassemia patients and transfusion during transplantation
might increase the risk of the complication of iron overload.
However, in clinical practice, the problem is not common and
improvement of the patients after transplantation is reported.
According to the recent report by Inati et al. [2], with standard
chelation therapy, the outcome of thalassemic patients
undergoing stem cell transplantation is usually favorable. The
use of the standard dosage of deferoxamine, with or without
phlebotomy, accompanied with close iron status monitoring can
be effective [2,3]. It can be seen that stem cell transplantation can
be problematic despite there being a need of hypertransfusion
102

during the process even though the patient might have an
underlying severe iron overload condition such as thalassemia.
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