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Abstract

frequencies.

by genotyping.

be determined without genotyping.

Background: Interpreting the erythroid lineage in populations with high frequency of o™ thalassemia allele is
challenging due to the high prevalence of a™ thalassemia homozygotes. For such populations, separate reference
values for normal and o thalassemia homozygotes are needed.

Methods: We studied the erythroid lineage in 1,079 citizens of United Arab Emirates (UAE). Subjects with abnormal
hemoglobin (39), iron deficiency (136) or erroneous entries (8) were excluded. MCV distribution in the remaining
individuals (896) was visibly bimodal. Statistical mixture analysis with Normix program was used to separate
subpopulations with normal and small red cells. Hardy-Weinberg equation was used to estimate genotype

Results: MCV of 780 fl separated phenotype-derived normal homozygotes (715) from phenotype-derived a.*
thalassemia homozygotes (181). The erythrocyte indices were significantly different between the two groups (p <
0.0001). The overall prevalence of phenotype-derived a* thalassemia homozygotes (-a/-a.) was 0.20 and markedly
varied among tribes, 0 to 0.31 (Mean = 0.15). The frequency of phenotype-derived o™ thalassemia allele was 0.44;
when accounting for tribal population structure and inbreeding, the calculated frequency was 0.34. These values
were very similar to those found in the same population by genotyping and other phenotyping methods. The
erythrocyte reference values for phenotype-derived normal homozygotes in Emiratis closely overlapped with those
for Caucasians and normal homozygotes defined by genotyping. The reference values for phenotype-derived a.*
thalassemia homozygotes in Emiratis also closely overlapped with those for o™ thalassemia homozygotes defined

Conclusion: In populations with frequent o™ thalassemia mutations, two sets of erythrocyte reference values could

Background

The prevalence of a* thalassemia allele in Peninsular
Arabs varies between 0.07 and 0.58 [1-5]. In UAE
nationals, the frequency of a” thalassemia allele is
reported to be between 0.30 and 0.37 [1,2]. In these
populations, the most common mutations are deletional,
involving one of the linked pair of a.-globin genes. Con-
sequently, the genotypes are heterozygous a.* thalasse-
mia (-a./oa), homozygous o thalassemia (-a/-0.) and
normal genotype (ao/aa). In contrast, deletional muta-
tions of both paired genes (-/aa), o° thalassemia, are
absent in Gulf Arabs [1,6].
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Most a.-globin gene mutations decrease the size of red
cells and alter other indices [6-9]. o Thalassemia homo-
zygote is characterized by lower hemoglobin (Hb), lower
mean corpuscular volume (MCV), lower mean corpuscu-
lar hemoglobin (MCH) and higher red blood cell (RBC)
count. o Thalassemia heterozygotes have red cell indices
that are between the normal genotype and o.* thalassemia
homozygotes [7,8]. A high frequency of a* thalassemia
allele in a population often causes microcytosis and misin-
terpretation of the blood counts. This frequently leads to
unnecessary testing and increases health costs. Addition-
ally, in such populations the mean values of red cell
indices are expected to be decreased and the standard
deviations to be increased, as is also apparent from the
reference intervals of red cells indices in two such popula-
tions [10,11]. Therefore, it is inappropriate for populations
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with high frequency of o thalassemia allele to use the
“Western” erythroid standards, developed for people with
little o™ thalassemia. In populations with high frequency
of a” thalassemia allele, the use of separate reference
values for normal and o" thalassemia homozygotes, simi-
lar to those in use for different genders and age groups, is
more appropriate.

The erythroid standards for populations with high fre-
quency of o thalassemia are best defined with genotyp-
ing [8]. However, for most of them this is expensive and
technically challenging. Nonetheless, the same goal may
well be achieved with a combination of red cell pheno-
typing and mixture analysis. The resulting reference
values, if properly validated, are still more appropriate
than currently used standards derived for genetically dif-
ferent populations. This study is conducted to establish
red cell reference standards for Emirati population by
phenotyping and to validate them through comparison
with the results of other studies.

Methods

Setting and study population

Details on study subjects have been reported previously
[12]. Briefly, data were collected from 1,079 native UAE
citizens, ethnically Arab, 538 females, 539 males
and two of unknown gender. The age (mean + SD) was
24.3 * 6.3 years (range, 11 - 69); only 5 individuals were
younger than 15 years.

The UAE population is tribal (67 tribes as per the
1968 census) and endogamous, and has high frequencies
of a- and B-globin gene mutations [1,2,13]. Consangui-
neous marriages, which increase the likelihood of homo-
zygosis, are common [14]. The government mandates
and fully funds a premarital screening program for UAE
citizens. The main purpose of the program is to
decrease the incidence of 3-thalassemia and sickle cell
disease and marriages are not officially recognized with-
out screening. All study subjects were participants of
this program between March and August 2007.

Study variables

Blood was collected in EDTA-tubes. Complete blood
counts were performed once on each subject, using the
Cell-Dyn Sapphire (Abbot Diagnostics, USA) analyzer.
The hospital laboratory subscribed to external quality
control conducted by United Kingdom National Exter-
nal Quality Assessment Scheme and met the analytic
standards. Hemoglobin analysis was performed using
high-pressure liquid chromatography (Variant II, Biorad
Co.). Genotyping was not performed in this program.

Selection criteria
Subjects (39) with abnormal hemoglobin (hemoglobin
A, > 3.5% or presence of hemoglobin S, D or E) were
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excluded from analysis. As iron deficiency was relatively
common among UAE females and iron measurements
were not routinely performed in this program, RDW >
14.0 was used to exclude subjects (136) with iron defi-
ciency. This cutoff was the upper limit (mean+2SD) for
our male subjects (see Results). In the absence of iron
deficiency, MCV differences between males and females
were not statistically significantly different, corroborat-
ing the assumption of equivalency of their red cell sizes
[7,8,15].

Analytics

Erroneous or missing data were excluded: 13 RDW, five
RBC counts, two MCV, six MCH and one hemoglobin
A,. The study subjects were grouped and compared by
gender and tribe, as identified by their last name. Stan-
dard descriptive and analytic statistical methods, such as
histograms, linear regression and independent samples
t-test were used.

As the distribution of MCV was visibly bimodal, a sta-
tistical mixture analysis was performed using PC-Nor-
mix program http://www.alumni.caltech.edu/~wolfe/
normix.htm [16]. This analysis can identify two or more
clusters with normal (Gaussian) distributions within a
mixed population. In this study, the distribution of
MCYV appeared to comprise only two clusters (Figure 1).
Further analysis of red cell parameters in the two popu-
lations (clusters) was performed using SPSS for Win-
dows, Version 17.1. The allele frequency was derived
from the frequency of low-MCV phenotype which was
assumed to represent o.* thalassemia homozygote. These
calculations were performed for whole population and
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Figure 1 Frequency distribution of MCV.
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for each of the ten tribes. The phenotype-derived geno-
type frequencies were then calculated using Hardy-
Weinberg formula corrected for inbreeding,. viz. for o*
thalassemia homozygotes q*(1 - F) + qF, for o* thalasse-
mia heterozygotes 2pq(1 - F) and normal homozygotes
p*(1 - F) + pF [17]. The mean coefficient of inbreeding
(F) in this population was previously found to be 0.022
(14), which we assumed to apply. The level of signifi-
cance was set at <0.05.

Ethical approval
The study was approved by Al Ain Medical District
Human Research Ethics Committee.

Results

The erythrocyte indices of 1,040 subjects without hemo-
globinopathies other than o* thalassemia are shown in
Table 1A. Subjects with RDW >14.0% were presumed to
have iron deficiency (Table 2) and were excluded from
estimating the reference intervals; an additional 8 sub-
jects with incomplete data were also excluded. Their
exclusion however only changed the values in the
females (Table 1B). The frequency distribution of MCV
in the remaining 896 subjects (Table 1B) showed two
distinct subpopulations, but bimodal distribution of
MCH was less distinct (Figure 1 and 2); the distributions
of hemoglobin and hematocrit were apparently homoge-
nous. Thus MCV was chosen to separate phenotypically
normal from small red cells.

Mixture analysis of MCV of 896 subjects found78.0 fl
to best separate phenotypically normal from small red
cells in the sense that the estimated probability of being
phenotypically normal exceeded 0.50 for values 278 fl.
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Using a P-P (probability) plot, the empirical cumulative
probability distribution of our MCV data plotted against
that obtained by mixture analysis yielded an almost per-
fect straight, diagonal, line, suggesting an excellent fit.
Consequently, reference intervals for subjects with nor-
mal phenotypes and a.* thalassemia homozygous pheno-
type were based on the estimated means and standard
deviations of the two constituent normal distributions of
the mixture distribution and are shown in Table 3.

When we treated the population as homogeneous, the
estimated prevalence of phenotype-derived o* thalasse-
mia homozygotes (181 of 896) was 0.20 and the
prevalences of phenotype-derived o thalassemia hetero-
zygotes and normal homozygotes were 0.49 and 0.31,
respectively; the estimated frequency of phenotype-
derived a* thalassemia allele was 0.44. However, the
prevalence of phenotype-derived o* thalassemia homo-
zygotes varied substantially among the ten largest tribes
(mean = 0.15), potentially vitiating the assumption of a
single homogeneous population (Figure 3). Using strati-
fication by tribe, the prevalence of phenotype-derived o.*
thalassemia heterozygotes was 0.45 and that of normal
phenotype 0.40. Phenotype-derived a.* thalassemia allele
frequency in each tribe was adjusted for inbreeding and
found to vary from 0 to 0.55. The aggregate frequency
of the allele adjusted for population structure and
inbreeding was 0.34.

Discussion

The red cell reference intervals for male and female
Emiratis are noticeably broader (Table 1) than in other
Caucasian populations in which a™ thalassemia is rare
[15]. Similar observations were reported on young adults

Table 1 Erythrocyte indices in the study subjects (A%) and in those with RDW <14.0% (B)

RBC(x10%/pL) Hb (g/dL) Hct (%) MCV (fL) MCH (pg) MCHC(%) RDW (%)
Mean Mean Mean Mean Mean Mean Mean
N + 2SD + 2SD +2SD + 2SD + 2SD + 2SD + 2SD
A All 1,040 53 14 429 82.1 268 326 126
4.0-6.5 10.5-17.5 332-52.7 66.6-97.6 20.6-33.0 304-34.8 9.2-159
M 520 56 153 46.5 836 275 328 12.1
45-6.7 13.0-176 40.5-53.0 70.1-97.1 22.0-330 30.7-35.0 10.3-13.9
F 520 49 128 394 80.6 26.1 324 131
4.0-59 10.2-154 325-46.2 63.8-97.3 19.5-32.7 30.2-346 9.0-17.2
B All 896 53 144 438 834 273 323 121
4.1-65 114-17.3 354-52.2 70.2-96.7 22.0-32.7 30.7-34.8 10.5-13.7
M 495 56 153 46.6 838 276 328 120
4.5-6.7 13.1-174 404-52.8 70.2-96.7 22.2-329 30.7-350 10.6-134
F 401 49 132 404 829 27.1 326 122
4.0-58 11.3-15.1 352-456 69.6-96.3 21.7-32.5 30.7-346 10.5-14.0

Subjects with abnormal hemoglobin electrophoresis (n = 39) were excluded.

PSubjects with RDW >14.0% (n = 136, Table 2) were presumed to have iron deficiency and were excluded from estimating the reference intervals. Erroneous or

incomplete data (n = 8) were also exclude from estimating the reference intervals.
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Table 2 Erythrocyte indices of subjects with RDW > 14.0%
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RBC(x10%/uL) Hb (g/dL) Hct (%) MCV (fL) MCH (pg) MCHC(%) RDW (%)
Mean Mean Mean Mean Mean Mean Mean
N + 2SD + 2SD + 2SD + 2SD + 2SD + 2SD + 2SD
All 136 5.1 11.6 36.7 72.1 22.8 315 16.1
38-64 8.1-150 26.9-46.5 57.1-87.0 16.9-28.7 29.2-339 11.7-204
M 14 59 14.0 44.2 752 238 316 15.2
41-78 9.1-189 304-58.1 59.0-914 17.7-29.9 29.3-339 124-180
F 122 50 113 357 7.7 226 315 16.2
4.0-6.0 8.6-139 28.5-43.0 57.0-86.3 16.8-28.5 29.1-339 11.7-206

in Saudi Arabia, in whom the frequency of a” thalasse-
mia allele varies between 0.07 and 0.5, as well as in
Palestinians [10,11]. This finding is expected in any
population with considerable variations in the number
and size of red cells, i.e., a* thalassemia heterozygotes
and homozygotes and normal homozygotes. In general,
the effect of o™ thalassemia allele frequency on the three
genotypes and their aggregate effects on the mean
values of red cell parameters are shown in Figure 4.
This analysis shows that the standards developed in
populations with frequent o* thalassemia are shifted to
one side and wider, less precise, and critically depend
on the frequency of a* thalassemia allele. Therefore,
such populations require separate reference intervals,
one for subjects with phenotypically normal red cells
and another for those with small red cells.

We separated two cell populations based on their size
(MCV) rather than MCH, despite earlier reports that
MCH is more useful in separating o thalassemia homo-
zygotes from normal homozygotes [8]. The main reason
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Figure 2 Frequency distribution of MCH.

for preferring MCV over MCH was that in our sample
the frequency distribution of MCV was more clearly
bimodal than that of MCH (Figures 1 and 2). As we
were using mixture analysis (which breaks down a
population into its constituent subpopulations by
decomposing a frequency distribution into a mix of two
normal distributions; here belonging to the normal and
o thalassemia homozygote phenotype subpopulations,
respectively), MCV rather than MCH appeared a better
parameter to accomplish this task. In the study that
found MCH a more useful than MCV in separating nor-
mal from a” thalassemia homozygotes, the subjects’
genotypes were known and o thalassemia heterozygotes
were excluded from analysis [8], which we could not do.
Nonetheless, the distributions of normal and small red
cell populations clearly overlap (Figure 1). In our study,
a value of 78.0 fl seems to best separate subjects with
normal red cells from those with small red cells. The
validity of this finding is supported by the finding in
another study in which the same value of MCV best
predicted o* thalassemia homozygote defined by geno-
typing [18].

When tribal population stratification was taken into
account (Figure 3) and adjusted for inbreeding, pheno-
type-derived o thalassemia allele frequency was esti-
mated at 0.34, and. the prevalence of phenotype-derived
o’ thalassemia homozygotes at 0.12. These results are
similar to reports of homozygote frequencies obtained
using genotyping (0.11) and other phenotyping (0.14)
methods on the same population [1,2]. Heterogeneity in
allele frequency among tribes may well be due to foun-
der effects, with random numbers of a* thalassemia
alleles segregated into subpopulations at the time of the
foundation of current tribes. These differences were pre-
served by the practice of endogamy, which limits gene
exchanges between the tribes. This substructure in the
Emirati population (the consequence of tribal history) is
also present in other Gulf Arab societies, and may
explain reported variations in o thalassemia frequency
among different Arab populations.

Remarkably, nearly half of the studied population is
deduced to be o™ thalassemia heterozygous. Although in
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Table 3 Erythrocyte indices in subjects with normal (A) and small (B) red cells®
RBC(x10%/uL) Hb (g/dL) Hct (%) MCV (fL) MCH (pg) MCHC(%) RDW (%)
Mean Mean Mean Mean Mean Mean Mean
N + 2SD + 2SD + 2SD + 2SD + 2SD + 2SD + 2SD
A All 715 5.1 14.5 86.1 284 330 1.9
4.1-6.2 11.7-174 359-52.3 77.5-94.6 24.7-32.1 31.1-349 10.5-133
M 398 54 154 864 286 33.1 118
45-6.3 134-175 40.5-53.0 78.2-95.6 25.1-32.1 31.1-350 10.6-13.0
F 317 48 134 856 28.1 329 120
4.1-55 11.7-15.1 35.9-45.7 76.6-94.6 24.3-319 31.1-346 104-13.7
B All 181 59% 13.6% 42.6* 73.0% 23.2% 31.9% 12.8*
46-7.1 10.7-164 338-514 67.2-78.7 20.8-25.7 30.2-33.5 11.4-14.1
M 97 6.3 14.6 73.1 233 319 12.7
54-7.1 12.8-164 40.1-516 67.2-79.0 20.9-25.7 30.2-33.5 11.4-14.1
F 84 54 124 72.8 232 31.8 129
45-6.2 10.6-14.2 33.7-44.2 67.1-784 20.6-25.7 30.2-334 11.6-143

MCV = 78.0 fl used as a separating value.
* P < 0.0001.

clinical practice these individuals are indistinguishable
from normal, their erythroid indices are between the
normal and " thalassemia homozygotes [7,8]. Yet, con-
trary to expectations, the high prevalence of these phe-
notype-derived heterozygotes did not “blur” the
bimodality of the distribution of MCV (Figure 1), sug-
gesting that MCV values of most phenotype-derived o
thalassemia heterozygotes are well within the normal
range. Indeed, in another study of red cell sizes in
known genotypes, 64% of the a* thalassemia heterozy-
gotes had MCV >78.0 fl [18].
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a+ Thalasserain Trait
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" 1 2 3 4 5 [ T ] 9 10
n| 10| 98| 52| 44| 43| 42| 42 40 31 27
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Figure 3 Prevalence of phenotype-derived a* thalassemia
homozygotes in ten largest tribes.

As expected, the erythroid parameters for phenotype-
derived normal and phenotype-derived o thalassemia
homozygotes are significantly different (Table 3). For
phenotypically normal subjects, the reference intervals
closely overlap with those for Caucasians in which o*
thalassemia homozygosis is rare (Figure 5) [19-24].
Additionally, reference intervals markedly or completely
overlap with the intervals published for adults genotyped
as aa/oor (Figure 6) [7]. The results show that phenoty-
pically normal Arabs have the same erythroid para-
meters as people of European origin. For phenotype-
derived o thalassemia homozygotes, the reference
intervals overlap with those for adults with -a/-o. geno-
type (Figure 7) [7]. These comparisons validate our
results obtained with phenotyping and mixture analysis
of phenotypes. The observed variations of reference
intervals in Figures 5, 6, 7 and in other studies would
seem attributable to sample size, subject selection, and
sample handling and processing.

A possibly contentious issue is the use of RDW
>14.0% to identify iron deficiency. This unsatisfactory
test may have introduced errors in estimating the preva-
lence of phenotype-derived a.* thalassemia homozygotes.
This bias however is likely to be small, as nine times
more women than men are excluded (Table 2), and the
prevalence of phenotype-derived o* thalassemia homo-
zygotes in two genders is not significantly different (p =
0.34). In general, in the absence of significant iron defi-
ciency, which is more prevalent in women than in men,
there is no evidence that MCV of men and women are
different. Thus, the use of the upper limit of normal
RDW in males (Table 1A) to exclude iron deficiency in
the females seems reasonable. A similar value for the
upper limit of normality of RDW is found in Caucasian
males of comparable age [15].
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Figure 5 Erythrocyte reference intervals for phenotypically normal Emiratis (thick lines, data from Table 3A) and Caucasians (thin
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Figure 6 Erythrocyte reference intervals for phenotypically normal Emiratis (thick lines, data from Table 3A) and Spanish population
with ao/ot genotype (thin lines, data from Reference [7)).
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Figure 7 Erythrocyte reference intervals for Emiratis with phenotype-derived o/ thalassemia homozygosis (thick lines, data from Table
3B) and Spanish population with -a/-at genotype (thin lines, data from Reference| 7]).
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Conclusion

For clinical purposes, two sets of erythroid intervals
are needed for populations with a high frequency of a*
thalassemia allele. This study is the first to propose
such reference intervals for clinical use, one for a
population with normal and another for a population
with small red cells (Table 3). The studied population
is heterogeneous as regards the o thalassemia allele, a
heterogeneity that differs by tribal alliance. This study
demonstrates a new approach for the development of
red cell reference standards through a combination of
phenotyping and mixture analysis. The reference inter-
val it produced appear to be consistent with those
obtained by genotyping. In addition, o™ thalassemia
allele frequency estimates using this method are similar
to those obtained by genotyping. Thus both results
support the validity of this approach. Our results are
applicable to other Gulf Arabs of the same origin, i.e.
old Bedouin. Also, our methods can easily be utilized
in other populations with a high frequency of a* tha-
lassemia homozygotes in which genotyping is not feasi-
ble or affordable.

Acknowledgements

This work was supported by the grant from the Faculty of Medicine and
Health Sciences, United Arab Emirates University, UAE. We acknowledge
helpful comments of reviewers.

Author details

1Department of Internal Medicine, Faculty of Medicine and Health Sciences,
UAE University, Al Ain, UAE. “Department of Pediatrics, Faculty of Medicine
and Health Sciences, UAE University, Al Ain, UAE. *Department of
Community Medicine, Faculty of Medicine and Health Sciences, UAE
University, Al Ain, UAE. 4Department of Pathology, Al Ain Hospital, Al Ain,
UAE.

Authors’ contributions

SD conceived, designed and organized the study; furthermore, analyzed the
results and wrote the manuscript. AKS conceived, designed the study,
analyzed the results and wrote the manuscript. NN conceived and
performed the statistical analysis and helped with the draft of the
manuscript. SS participated in the design of the study, performed the tests
and data collection. GB participated in analysis of the study. All authors read
and approved the final manuscript.

Competing interests
The authors report no conflict of interest. The authors alone are responsible
for the content and writing of this article.

Received: 21 June 2010 Accepted: 24 February 2011
Published: 24 February 2011

References

1. ElKalla S, Baysal E: a-Thalassemia in the United Arab Emirates. Acta
Haematologica 1998, 100:49-53.

2. White MJ, Byrne M, Richards R, Buchanan T, Katsoulis E, Weerasingh K: Red
cell genetic abnormalities in Peninsular Arabs: sickle haemoglobin, G6PD
deficiency, and a and [ thalassaemia. J Med Genetics 1986, 23:245-51.

3. Naeem MA: Newborn screening for sickle cell hemoglobinopathy and
other inherited erythrocyte disorders in Eastern Province of Saudi
Arabia. Saudi Med J 1986, 7:502-509.

4. El Hazmi MAF: Hemoglobin disorder: A pattern for thalassemia and
hemoglobinopathies in Arabia. Acta Hematol 1982, 68:43-51.

5. Hassan SM, Hamza N, Jaffer Al-Lawatiya F, Jaffer Mohammed A,

Harteveld CL, Rajab A, Giordano PC: Extended molecular spectrum of
beta- and alpha-thalassemia in Oman. Hemoglobin 2010, 34:127-34.

6. Higgs DR, Weatherall DJ: The alpha thalassaemias. Cell Mol Life Sci 2009,
66:1154-62.

7. Villegas A, Porres A, Sanchez J, et al: Red blood cells phenotypes in a-
thalassemia in the Spanish population. Haematologica 1998, 83:99-103.

8. Williams TN, Maitland K, Ganczakowski M, Peto TEA, Clegg JB,

Weatherall DJ, Bowden DK: Red blood cell phenotypes in the a*
thalassemias from early childhood to maturity. Br J Haematol 1996,
95:266-272.

9. Bianco |, Cappabianca MP, Foglietta E, Lerone M, Deidda G, Morlupi L,
Grisanti P, Ponzini D, Rinaldi S, Graziani B: Silent thalassemias: genotypes
and phenotypes. Haematolgica 1997, 82:269-80.

10.  El-Hazmi MA, Al-Faleh FZ, Al-Mofleh IA, Warszy AS, Al-Askah AK:
Establishment of normal “reference” ranges for haematological
parameters for healthy Saudi Arabs. Trop Geogr Med 1982, 34:333-339.

11, Sirdah MM, Tarazi SI, El Jeadi H, Al Haddad MR: Normal blood cell
reference intervals of healthy adults at the Gaza Strip-Palestine. J Clin
Lab Analysis 2008, 22:353-61.

12. Denic A, Showgqi S, Klein C, Takala M, Nagelkerke N, Agarwal MM:
Prevalence, phenotype and inheritance of benign neutropenia in Arabs.
BMC Blood Disorders 2009, 9:1-8.

13. Heard-Bey F: The tribal society of the UAE and its traditional economy. In
United Arab Emirates: A new perspective. Edited by: Al Abed |, Hellyer P.
London: Trident Press; 2001:98-116.

14. Al Gazali LI, Bener A, Abdulrazzag YM, Micallef R, Al-Khayat Al, Gaber T:
Consanguineous marriages in the United Arab Emirates. J Biosoc Sci
1997, 29:491-497.

15. Cheng CKW, Chan Jj, Cembrowski GS, von Assendelf OW: Complete blood
count reference interval diagrams derived from NHANES III: Stratification
by age, sex and race. Lab Hematol 2004, 10:1042-53.

16.  Wolfe JH: Pattern clustering by multivariate mixture analysis. Multivariate
Behavior Res 1970, 5:329-350.



http://www.ncbi.nlm.nih.gov/pubmed/9691147?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20353347?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20353347?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19020805?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9580456?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9580456?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8904880?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8904880?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7168002?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7168002?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19187542?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9881148?dopt=Abstract

Denic et al. BMC Blood Disorders 2011, 11:1
http://www.biomedcentral.com/1471-2326/11/1

17.  Gillespie HJ: Population genetics: A concise guide Baltimore: Johns Hopkins
University Press; 1998.

18. Kornblit B, Hagve T-A, Taaning P, Birgens H: Phenotypic presentation and
underlying mutations in carriers of B-thalassaemia and a-thalassaemia in
the Danish immigrant population. Scand J Clin Lab Invest 2007, 67:97-104.

19.  Nordic Reference Interval Project (NORIP). [http://www.furst.no/norip/].

20. Lewis S: Dacie and Lewis’s Practical Hematology. 9 edition. New York, NY:
Churchill Livingstone; 2001.

21. Bick R: Hematology: Clinical and Laboratory Practice St. Louis, Mo: Mosby;
1993.

22. Ganrot PO, Grubb A, Stenflo J: Laurells Klinsk Kemi i Praktisk Medicin. 7
edition. Lund, Sweden: Stdentlitterature; 1997.

23. Beutler E, Lichtman MA, Coller BS, Kipps TJ, Seligsohn U: Williams
Hematology Columbus, Ohio: McGraw-hill; 2001.

24.  Greer JP, Foerster J, Lukens JN: Wintrobe’s Clinical Hematology. 11 edition.
Baltimore, Md: Lipincott Williams & Wilkins; 2003.

Pre-publication history
The pre-publication history for this paper can be accessed here:
http://www.biomedcentral.com/1471-2326/11/1/prepub

doi:10.1186/1471-2326-11-1
Cite this article as: Denic et al: Erythrocyte reference values in Emirati
people with and without o* thalassemia. BMC Blood Disorders 2011 11:1.

Page 8 of 8

Submit your next manuscript to BioMed Central
and take full advantage of:

e Convenient online submission

e Thorough peer review

¢ No space constraints or color figure charges

¢ Immediate publication on acceptance

¢ Inclusion in PubMed, CAS, Scopus and Google Scholar

¢ Research which is freely available for redistribution

Submit your manuscript at ( -
www.biomedcentral.com/submit BiolVied Central



http://www.ncbi.nlm.nih.gov/pubmed/17365987?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17365987?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17365987?dopt=Abstract
http://www.furst.no/norip/
http://www.biomedcentral.com/1471-2326/11/1/prepub

	Abstract
	Background
	Methods
	Results
	Conclusion

	Background
	Methods
	Setting and study population
	Study variables
	Selection criteria
	Analytics
	Ethical approval

	Results
	Discussion
	Conclusion
	Acknowledgements
	Author details
	Authors' contributions
	Competing interests
	References
	Pre-publication history


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /Warning
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /Warning
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /Warning
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e55464e1a65876863768467e5770b548c62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc666e901a554652d965874ef6768467e5770b548c52175370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA (Utilizzare queste impostazioni per creare documenti Adobe PDF adatti per visualizzare e stampare documenti aziendali in modo affidabile. I documenti PDF creati possono essere aperti con Acrobat e Adobe Reader 5.0 e versioni successive.)
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020be44c988b2c8c2a40020bb38c11cb97c0020c548c815c801c73cb85c0020bcf4ace00020c778c1c4d558b2940020b3700020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken waarmee zakelijke documenten betrouwbaar kunnen worden weergegeven en afgedrukt. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents suitable for reliable viewing and printing of business documents.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


