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Gonadal function after allogenic bone marrow

transplantation for thalassaemia

V De Sanctis, M Galimberti, G Lucarelli, P Polchi, L Ruggiero, C Vullo

Abstract
Thirty prepubertal patients with thalassaemia
major (15 boys and 15 girls) aged from 9-3 to
17-2 years (mean 12-9) who had successfully
undergone allogenic bone marrow trans-
plantation were studied. Before the transplant
all patients were given short courses of high
doses of busulphan (total dose 14 mg/kg) fol-
lowed by cyclophosphamide (total dose 200
mg/kg). Pituitary gonadal function was assses-
sed between 0-7 and 5-1 years (mean 2.3) after
bone marrow transplantation. Increased
gonadotrophin concentrations indicating
gonadal damage were found in 80% of the
girls, probably as a result ofthe chemotherapy.
In all the prepubertal boys the basal follicle
stimulating hormone and luteinising hormone
concentrations were normal. Most of the boys
had reduced gonadotrophin and testosterone
responses after gonadotrophin releasing hor-
mone and human chorionic gonadotrophin
tests. This could have been the result of iron
overload but the effect of cytotoxic agents
cannot be excluded. These findings empha-
sise the need for vigilant long term follow up
of thalassaemic patients treated with cytotoxic
chemotherapy for bone marrow transplanta-
tion so that those requiring hormone replace-
ment can be identified and treated.
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Bone marrow transplantation is a realistic thera-
peutic option for patients with thalassaemia
major. Intensive short courses ofchemotherapy
are given before transplantation to eradicate the
recipient's own marrow and to produce suf-
ficient immunosuppression to permit allogenic
grafting. The adverse effects of chemothera-
peutic agents on the gonads have been well
documented in adolescents and adults, but less
is known about the effects in children.2'

Sanders et al have now provided much
needed data on subjects with aplastic anaemia or

leukaemia after bone transplantation,4-6 but
there have been no reports about endocrine
function in thalassaemic patients after successful
bonemarrow transplantation. This is particularly
important, as most of these patients have some
degree of endocrine dysfunction before trans-
plantation.

In this report we provide data about pituitary
gonadal function in a group of prepubertal
thalassaemic patients who are long term sur-
vivors of bone marrow transplantation.

Patients and methods
We studied 30 prepubertal patients with thalas-

saemia major (15 boys and 15 girls) aged from
9'3 to 17-2 years (mean 12-9) who had success-
fully undergone allogeneic bone marrow trans-
plantation in the department of haematology at
the Ospedale Muraglia, Pesaro, Italy. Sibling
donors matched at the major histocompatibility
loci were used for transplantation.

Before transplantation the parents were in-
formed of the risks and potential benefits
compared with those of conventional treatment
with blood transfusions and chelation with
desferrioxamine mesylate.
The patients were prepared for the transplant

with busulphan (3 5 mg/kg body weight) given
orally three times a day on four consecutive
days, followed by cyclophosphamide (50 mg/kg
body weight) given intravenously on each of the
next four consecutive days, a regimen modified
from that first described by Santos.7
Marrow was infused 36 hours after the course

of cyclophosphamide. Prophylaxis against graft
versus host disease (GVHD) consisted of
methotrexate in one patient and cyclosporin in
29 patients.
Three patients developed chronic GVHD

after transplantation and were treated with long
courses of corticosteroids, cyclosporin, and
azathioprine. Pituitary gonadal function was
assessed from 0 7 to 5- 1 years (mean 2 3) after
bone marrow transplantation, by assaying the
concentrations of follicle stimulating hormone
and luteinising hormone in blood before and 20,
40, 60, and 120 minutes after intravenous
injection (50 [Lg/m2) of gonadotrophin releasing
hormone (Relisorm, Biodata). Plasma concen-
trations of luteinising hormone and follicle
stimulating hormone were measured in duplicate
with commercial immunoradiometric (IRMA)
kits (Serono Laboratories) as follows: luteinising
hormone-first international reference prepara-
tion 68/40, with intra-assay coefficients of varia-
tion of 9% at 0 5 IU/1, and 3-2 at 50 IU/l; and
follicle stimulating hormone-second inter-
national reference preparation 78/549, with
intra-assay coefficients of variation of 11% at 0 5
IU/l and 2-90/o at 50 IU/1.
The basal and peak hormonal responses were

compared in the thalassaemic patients and 14
prepubertal controls (seven boys and seven
girls) mean (SD) age 10 (1) years (tables 1
and 2).

Leydig cell function in the boys was assessed
by measuring the plasma testosterone concen-
tration by radioimmunoassay (RIA) before and
72 hours after stimulation with human chorionic
gonadotrophin 2000 units intramuscularly.

Other variables measured were serum basal
17,-oestradiol in the girls, serum thyroid

517



DeSanctis, Galimberti, Lucarelli, Pokhi, Ruggiero, Vullo

Table I Gonadotrophin releasing hormone test: plasma gonadotrophin concentrations and
serum basal oestradiol in 15 female thalassaemic patients who had undergone bone marrow
transplantation

Case Luteinising homone Follicle stimulating hormone Oestradiol
No (IUIl) (IUIl) (pmol/l)

Basal Peak Basal Peak

1 1-8 12-6 12-0 22-0 <36-7
2 <0-5 <0-5 <0-5 1-0 <36-7
3 <0-5 <0-5 <0-5 1-7 <36-7
4 0-5 2-0 1-7 2-7 <36-7
5 45-0 200-0 114-0 140-0 <36-7
6 34-3 134-0 103-0 140 0 <36-7
7 2-2 6-1 10-0 13-3 <36-7
8 3-3 11-1 12-8 16-7 <36-7
9 4-5 16-0 15-5 24-3 <36-7
10 13-0 39-0 48-0 63-0 <36-7
11 12-6 50-2 62-2 88-0 <36-7
12 3-5 13-3 17-6 23-8 <36-7
13 9-7 38-4 43-8 57-3 <36-7
14 4-9 14-8 16-1 20-8 <36-7
15 2-4 7-9 9-6 12-4 <36-7

Mean (SD) reference ranges:
Luteinising hormone-basal 0-5 IU/l; peak 2-8 (1-6) IU/I; range 1 3-6.
Follicle stimulating hormone-basal 19 (1-4) IU/I, range 0-5-4 3; peak 10 (2-7) IU/1, range
7-9-14.
Oestradiol-basal <36-7 pmol/l.

Table 2 Gonadotrophin releasing hormone test (plasma gonadotrophins) and human
chorionic gonadotrophin test (serum testosterone) in 15 male thalassaemic patients who had
undergone bone marrow transplantation
Case Luteinising hormone Follicle stimulating hormone Testosterone
No (fUll) (fUll) (mnolll)

Basal Peak Basal Peak Basal Peak

16 0-5 4-2 1-6 11-2 69 208
17 0-5 6-9 2-9 6-6 49 482
18 0-6 0-8 1.1 2-3 69 69
19 0-5 0-7 0-5 1-0 49 270
20 0-5 0-5 1-0 1-0 69 69
21 0-5 0-9 0-5 1-9 38 374
22 0-9 3-4 1-2 1-8 125 277
23 0-5 2-3 0-5 0-6 69 250
24 0-8 4-2 0-7 2-8 107 728
25 0-5 1-7 1-1 1-0 32 180
26 0-5 1-8 1-6 2-5 104 222
27 0-5 0-6 0-5 0-6 32 184
28 0-5 1*1 0-5 1-2 69 139
29 0-5 0-5 0-5 0-5 80 166
30 0-6 1-3 0-5 0-7 69 267

Mean (SD) reference ranges:
Luteinising hormone-basal 0-58 (0-14) IU/I; range 0-5-0-9; peak 3-6 (2-4) IU/I; range 1 4.8-5.
Follicle stimulating hormone-basal 1-6 (1-1) IU/l, range 0-5-3-1; peak 2-7 (1-1) IU/1, range
1-8-5-8.
Testosterone-basal 83 (38) nmol/l, range 32-139; peak 610 (198) nmol/l, range 368-1002.

Table 3 Details of female thalassaemic patients who have undergone bone marrow
transplantation

Case Interval between Age at Height Weight Bone Serum
No transplantation study (cm) (kg) age ferritin

and study (years) (years) (1pg/I)
(years)

1 1-2 9-3 130-0 25-3 8-0 925
2 3-7 9-4 135-1 32-0 10-7 2905
3 1-0 11-8 127-0 23-3 10-0 2125
4 3-0 12-0 135-9 29-7 12-3 3150
5 1-3 12-5 140-0 38-0 10-0 1840
6 2-5 12-8 144-8 29-0 12-0 4030
7 3-3 13-0 139-3 35-5 10-5 2085
8 4-6 13-3 147-5 36-0 12-0 935
9 1-8 13-3 152-3 51-7 11-5 1380
10 2-8 13-5 142-0 55-0 11-8 2050
11 2-2 13-9 160-2 61-8 14-3 1175
12 3-3 14-0 147-9 35-9 13-0 2120
13 2-3 15-0 145-9 32-9 11-1 5500
14 0-6 15-5 152-0 58-2 12-3 2705
15 2-0 16-8 152-0 46-5 12-5 1795

stimulating hormone, thyroxine, bone age, and
serum ferritin concentrations using radio-
ummunoassay as previously described.8 Sexual
maturation was assessed using the criteria laid
down by Tanner.9 Bone age was estimated in all
patients by the same observer (VDS) using the
TW2 method.'0 Results are expressed as mean

(SD). Statistical analysis was by the Wilcoxon
rank sum test; probabilities of <0-05 were
accepted as significant.

Results
Table 3 and 4 show the main clinical and
laboratory features in female and male thalas-
saemic patients. All had normal thyroid func-
tion.

GONADAL PITUITARY FUNCTION IN GIRLS (table 1)
Before bone marrow transplantation the plasma
gonadotrophin concentrations (assayed by RIA
with polyclonal antibody) of all 15 patients were
in the middle to lower parts of the reference
ranges: luteinising hormone-mean 2-8 IU/1,
range 1-5-5-0, controls 3-1 IU/1, range 1-6-4-2;
follicle stimulating hormone-mean 2-9 IU/1,
range 2-6, controls 4-2 IU/ml, range 3-1-6-2.

After bone marrow transplantation 12 (80%)
had evidence of primary ovarian dysfunction as
judged by raised basal serum gonadotrophin
concentrations. The patients' basal values of
luteinising hormone ranged from <0 5 to 45-0
IU/l (controls 0-5) and basal values of follicle
stimulating hormone from <0-5 to 114 IU/l
(controls 0-5-4-3). After injection of gona-
dotrophin releasing hormone peak luteinising
hormone and follicle stimulating hormone con-
centrations were usually considerably higher
than in controls except in cases 2 and 3 who also
had low basal values, and in case 4, who had an
isolated low follicle stimulating hormone
response.
The basal oestradiol values in both the

thalassaemic patients and the prepubertal
controls were below the sensitivity of the assay
(36-7 pmol/l); hence they could not be analysed.
There was no association between increased

gonadotrophin concentrations and the age of the
patients. Serum ferritin concentrations ranged
from 925 to 5500 pg/l, mean 2314 pg/l (control:
range 14-148 Itg/l).

GONADAL PITUITARY FUNCTION IN BOYS (table 2)
Before bone marrow transplantation basal
gonadotrophin concentrations of all 15 patients
were in the middle to lower parts of the
reference ranges: luteinising hormone-mean
2-3 IU/1, range 2-6; controls 3-5 IU/1, range
1-7-5-7; follicle stimulating hormone-mean
2-4 IU/1, range 1-3-5; controls 3-8 IU/1, range
1-7-6-3. After transplantation all had basal
luteinising hormone and follicle stimulating
hormone concentrations within the control
range: luteinising hormone 0-5-09 IU/l
(controls 0-5-0-8), and follicle stimulating
hormone 0-5-2-9 IU/l (controls 0-5-3-1).

After the gonadotrophin releasing hormone
test three patterns of response were observed:
Three patients (22, 24, and 26) had stimulated
gonadotrophin concentration within the control
range, two (16 and 17) showed a follicle
stimulating hormone response greater than the
controls, and 10 (18-21, 25, and 27-30) had
significantly lower luteinising hormone or follicle
stimulating hormone concentrations (or both)
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Tabk 4 Details of mak thalassaemic patients who have undergone bone marrow
transplantation

Case Interval benteen Age at Height Weight Bone Serum
No transplaio study (cm) (kg) age feStin

and stsdy (years) (years) (Pg/i)
(ears)

16 1i5 6-2 118-0 25-1 7-0 735
17 5-1 10-0 137-6 34-5 11-0 2490
18 1.9 10 1 127-5 29-0 10-0 3210
19 3-4 10-0 138-0 45-5 10-4 1010
20 1-7 10-4 134-0 29-0 10-0 2835
21 3-3 10-5 130-5 26-5 11.1 1485
22 3-0 13-0 166-5 64-5 14-0 1970
23 1-7 13-7 149-0 38-5 11-8 6325
24 2-5 14-1 136-7 25-0 10-3 5750
25 2-2 15-0 143-7 32-4 12-6 2125
26 2-2 15-3 149-3 47-7 13-1 1945
27 2-0 15-3 159-0 47-3 14-8 4045
28 1-3 15-5 147-5 36-5 11-6 4140
29 2-1 16-8 150-0 47-2 13-2 1460
30 1-4 17-2 148-5 40-0 14-6 1605

than the prepubertal controls: luteinising hor-
mone 1-04 (0 58) IU/l (controls 3-6 (2-4))
(p<O0O1), and follicle stimulating hormone 1-08
(0-59) IU/l (controls 2-7 (1 1)), (p<0-01).
The basal serum testosterone concentrations

in the patients did not differ significantly from
those of prepubertal controls: 69 (27) nmol/l
compared with controls 83 (38). Intramuscular
injection of human chorionic gonadotrophin
produced a variable response. Three patients
(cases 17, 21, and 24) responded normally
(range 413-728 nmol/l), 10 (cases 16, 19, 22, 23,
and 25-30) had an inadequate response (range
139-277 nmol/l); two (cases 18 and 20) showed
no response. The normal basal and peak testo-
sterone levels are given in the footnote to table
2. Serum ferritin concentrations ranged from
735 to 6325 tg/l (mean 2742) (control range
14-148).

Discussion
Increased gonadotrophin concentrations indi-
cating gonadal damage were found in most of
the thalassaemic girls but those in the pre-

pubertal thalassaemic boys were within the
reference range. A normal follicle stimulating
hormone concentration before puberty, how-
ever, does not preclude germinal epithelial
damage. A secondary abnormal increase in
gonadotrophin concentrations after the onset of
puberty has been reported after treatment in
prepubertal boys with acute lymphatic leukaemia
or Hodgkin's disease," and in patients with
gonadal dysgenesis" or Klinefelter's syn-

drome.'3
In most prepubertal thalassaemic boys the

gonadotrophin and testosterone responses were
reduced after the injections of gonadotrophin
releasing hormone and human chorionic gona-
dotrophin. This has also been reported in
thalassaemic patients who have not undergone
bone marrow transplantation,'1'7 and has been
attributed to iron deposition in the pituitary and
to chronic hepatitis. '16 Iron overload could be
a factor in our patients but a direct effect of
cytotoxic agents on the gonads cannot be
excluded.
Our observations in prepubertal patients

show that whereas there is no obvious gonadal
damage in boys as a result of the chemotherapy
used before bone marrow transplantation, there

is serious damage to the gonads on girls. It is
likely that this is the result of the toxic effects of
the drugs given in the conditioning phase, but
because of the combinations of drugs it is
difficult to identify which one was responsible
for the gonadal damage.
Our patients received short term chemo-

therapy with cyclophosphamide (total dose 200
mg/kg) and busulphan (total dose 14 mg/kg)
before allogeneic bone marrow transplantation.
Cyclosporin or methotrexate were used for
prophylaxis against GVHD. Others have
reported that ovarian damage seems to be
correlated with the dose of cyclophosphamide
given. Thus in patients with aplastic anaemia
and leukaemia 500 mg/kg given before bone
marrow transplantation caused ovarian failure,
whereas 200 mg/kg seemed to have little toxic
effect in 18 prepubertal girls whose subsequent
pubertal development and menstrual function
were normal. 18 It has been suggested, however,
that cyclophosphamide results in ovarian dys-
function when used in combination with other
drugs.'9 In rats busulphan given during preg-
nancy causes the selective disappearance of fetal
oocytes.20 A similar effect has been reported in
humans.2' The effects of cyclosporin on the
gonads in humans are not yet known, although
dysfunctional and structural injury have been
shown in the ovaries of rabbits given the drug.22

In interpreting our data it is important to
remember that even in thalassaemic patients
who have not had bone marrow transplantation
studies of histological appearance and hormonal
function have shown a reduction in the number
of primordial follicles23 24 and impaired gonadal
function.25
There was a wide variation in the increase of

gonadotrophins found in the female patients
that we studied. Transitory increased secretion
has been reported in leukaemic children during
induction chemotherapy,26 and in two pre-
pubertal girls treated with spinal irradiation.27
It is unlikely that an acute effect of chemo-
therapy influenced the investigation of our
patients. The wide range luteinising hormone
and follicle stimulating hormone values in our
patients might be explained by previous pituitary
involvement, which we have found to be
common in thalassaemic patents who have
regularly been transfused.2"
Our findings have several implications. Suc-

cessful bone marrow transplantation is con-
sidered a radical cure for thalassaemia. The
results of this study, however, seem to indicate
that it has the serious drawback of gonadal
damage, which will have a deleterious effect on
the quality of life. There is no doubt that this
must be taken into account when discussing the
pros and cons of bone marrow transplantation
with the patient and parents. It must also be
remembered, however, that when thalassaemia
major is treated in the traditional manner,
delayed puberty or absence of puberty is the
most common endocrine disorder28 and many
girls even though they start to menstruate-
will have secondary amenorrhoea.8 There are
few thalassaemic girls who are fertile or in
whom fertility can be induced. In addition,
prolonged follow up after bone marrow trans-
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plantation is necessary before it is certain that
gonadal damage is permanent, because some
leukaemic subjects have undergone pubertal
development in spite of the fact that their
gonads have been damaged by treatment before
puberty.29

This study is the first that we know of on
pituitary gonadal function in prepubertal thal-
assaemic patients after successful bone marrow
transplantation. Our data indicate that more
experimental work is needed to design con-
ditioning chemotherapy that will be both effec-
tive and non-toxic, and to find out how to
prevent damage by cytotoxic agents to the
patient's gonads. Glode et al found that in
mice giving [D-]leu]-des-Gly-NH2 proethylamide
gonadotrophin releasing hormone protected the
testes from damage induced by cyclophos-
phamide.30 It is important that functional
studies of the hypothalamic pituitary gonadal
axis and long term surveillance should be
carried out in thalassaemic patients who have
undergone bone marrow transplantation. Only
in this way can those requiring hormone re-
placement be identified and treated and this
would avoid both the impairment of growth and
sexual development that affect their social life.

We are grateful to Dr Barbara Anderson for her valuable
comments during the preparation of the manuscript and to Mrs
Nadia Baraldi for her secretarial help.
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