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610 Anaemias

be more severe in children or when the fresh fava beans are
eaten raw.

When prescribing drugs for patients with G6PD deficiency,
the following three points should be kept in mind:

e G6PD deficiency is genetically heterogeneous;
susceptibility to the haemolytic risk from drugs varies;
thus, a drug found to be safe in some G6PD-deficient
individuals may not be equally safe in others;
manufacturers do not routinely test drugs for their effects
in G6PD-deficient individuals;

the risk and severity of haemolysis is almost always dose-
related.

The lists below should be read with these points in mind.
Ideally, information about G6PD deficiency should be
available before prescribing a drug listed below. However, in
the absence of this information, the possibility of haemolysis
should be considered, especially if the patient belongs to a
group in which G6PD deficiency is common.

A very few G6PD-deficient individuals with chronic non-
spherocytic haemolytic anaemia have haemolysis even in the
absence of an exogenous trigger. These patients must be
regarded as being at high risk of severe exacerbation of
haemolysis following administration of any of the drugs
listed below.

Drugs with definite risk of haemolysis in most G6PD-deficient

individuals

e Dapsone and other sulfones (higher doses for dermatitis
herpetiformis more likely to cause problems)

e Fluoroquinolones (including ciprofloxacin, moxifloxacin,
norfloxacin, and ofloxacin)

e Methylthioninium chloride

e Niridazole [not on UK market]

e Nitrofurantoin

e Pamaquin [not on UK market]

e Primaquine (30 mg weekly for 8 weeks has been found to
be without undue harmful effects in African and Asian
people)

e Quinolones (such as nalidixic acid [not on UK market])

e Rasburicase

e Sulfonamides (including co-trimoxazole; some
sulfonamides, e.g. sulfadiazine, have been tested and
found not to be haemolytic in many G6PD-deficient
individuals)

Drugs with possible risk of haemolysis in some G6PD-

deficient individuals

e Aspirin (acceptable up to a dose of at least 1 g daily in most
G6PD-deficient individuals)

e Chloroquine (acceptable in acute malaria and malaria
chemoprophylaxis)

e Menadione, water-soluble derivatives (e.g. menadiol
sodium phosphate)

e Quinidine (acceptable in acute malaria) [not on UK market]

e Quinine (acceptable in acute malaria)

o Sulfonylureas

Naphthalene in mothballs also causes haemolysis in

individuals with G6PD deficiency.

Hypoplastic, haemolytic, and renal anaemias

Anabolic steroids, pyridoxine hydrochloride p. 678,
antilymphocyte immunoglobulin, rituximab [unlicensed)]
p. 574, and various corticosteroids are used in hypoplastic
and haemolytic anaemias.

Antilymphocyte immunoglobulin given intravenously
through a central line over 12-18 hours each day for 5 days
produces a response in about 50% of cases of acquired
aplastic anaemia; the response rate may be increased when
ciclosporin p. 559 is given as well. Severe reactions are
common in the first 2 days and profound
immunosuppression can occur; antilymphocyte
immunoglobulin should be given under specialist
supervision with appropriate resuscitation facilities.

BNFC 2020-2021

Alternatively, oxymetholone tablets (available from ‘special
order’ manufacturers or specialist importing companies) can
be used in aplastic anaemia for 3 to 6 months.

It is unlikely that dietary deprivation of pyridoxine
hydrochloride produces clinically relevant haematological
effects. However, certain forms of sideroblastic anaemia
respond to pharmacological doses, possibly reflecting its role
as a co-enzyme during haemoglobin synthesis. Pyridoxine
hydrochloride is indicated in both idiopathic acquired and
hereditary sideroblastic anaemias. Although complete cures
have not been reported, some increase in haemoglobin can
occur with high doses. Reversible sideroblastic anaemias
respond to treatment of the underlying cause but pyridoxine
hydrochloride is indicated in pregnancy, haemolytic
anaemias, or during isoniazid p. 399 treatment.

Corticosteroids have an important place in the
management of haematological disorders including
autoimmune haemolytic anaemia, idiopathic
thrombocytopenias and neutropenias, and major transfusion
reactions. They are also used in chemotherapy schedules for
many types of lymphoma, lymphoid leukaemias, and
paraproteinaemias, including multiple myeloma.

Erythropoietins

Epoetins (recombinant human erythropoietins) are used to
treat the anaemia associated with erythropoietin deficiency
in chronic renal failure.

Epoetin beta p. 613 is also used for the prevention of
anaemia in preterm neonates of low birth-weight; a
therapeutic response may take several weeks.

There is insufficient information to support the use of
erythropoietins in children with leukaemia or in those
receiving cancer chemotherapy.

Darbepoetin is a glycosylated derivative of epoetin; it
persists longer in the body and can be administered less
frequently than epoetin.

1.1 Hypoplastic, haemolytic, and
renal anaemias

Other drugs used for Hypoplastic, haemolytic, and renal
anaemias Eltrombopag, p. 629
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© INDICATIONS AND DOSE

Aplastic anaemia
» BY MOUTH
» Child: 1-5mg/kg daily for 3 to 6 months

@ INTERACTIONS - Appendix 1: oxymetholone

® MEDICINAL FORMS There can be variation in the licensing of
different medicines containing the same drug. Forms available
from special-order manufacturers include: oral suspension
Capsule
» Oxymetholone (Non-proprietary)
Oxymetholone 50 mg Oxymetholone 50mg capsules |
50 capsule £475.00



