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Abstract
This article focuses on the experiences of patients with thalassaemia in Cyprus. Through a
qualitative study of 10 patients and their spouses, this paper shows that thalassaemia is a
restricting experience due to blood transfusions and especially iron-chelation therapy, while
without such a disease, patients would be better able to fulfil their goals in life. The research
participants indicated that thalassaemia impacts on patients' personal identities and the
fatigue and stigma that they often experience can cause disruption to their routine, social life,
and leisure activities. The study was part of a larger quantitative study of the quality of life of
patients with thalassaemia and was co-funded by the Republic of Cyprus and the European
Regional Development Fund (EU).
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Introduction
Thalassaemia is derived from the Greek words thalassa, which means sea, and haima,
which means blood. It refers to a kind of anaemia that presents abnormalities in α- and
β-globin synthesis (Manchin, 2014). Adult hemoglobin is 97% α- and β-globin, and
thalassaemias are autosomal conditions that consist of abnormalities in α- or β-globin
chain production. The most common forms of thalassaemia are α and β-thalassaemia,
and it is estimated that around 100 million people throughout the world are carriers
of the trait (Hadjiminas, 2004). In Cyprus, the most common form of thalassaemia
is β-thalassaemia and it is characterised by familial trait chains. Caused by defective
β-globin genes, β-thalassaemia can be subdivided into the trait, intermediate and major
types. Thalassaemia trait refers to a heterozygous carrier state, meaning a person has one
defective and one normal gene-encoding β-globin (Manchin, 2014). Couples who are
both carriers have a 25% possibility in every pregnancy to have a child with thalassaemia
† Stefan Beck passed away on 26 March 2015.
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(homozygous) (Hajiminas, 2004; Hatzouli, 2012).
Hajiminas, in his book Cyprus and Thalassaemia (2004), pointed out that thalassaemia
was known in Cyprus since around the 7th century BC. This is verified by studies
of bones and sculls discovered in archaeological excavations in Cyprus. Furthermore,
Haldane’s theory (1948, as cited in Kyrri et al., 2013) supported that thalassaemia trait
carriers were immune to malaria, which until the first half of the 20th century was one
of the major causes of mortality on the island. This is the reason that many thalassaemia
trait carriers survived and why epidemiology on the island showed large numbers of
thalassaemia carriers (Kyrri et al., 2013).
Cyprus was under Ottoman rule for around 400 years before it was colonised by
the British towards the end of the 19th century. The British Public Health Services
were determined to combat the huge problem of malaria and ultimately to identify and
study thalassaemia (Hajiminas, 2004). After Cyprus became an independent state in
1960, one of the major public health problems that the public health services had to
manage was that of thalassaemia. In the late 1970s a population screening programme
that allowed the testing of students at school for the detection of the thalassaemia trait
was planned and implemented. Thus it allowed couples who were both carriers to know
in advance, through a prenatal examination, whether their child would be born with
thalassaemia and to take the necessary measures. In this way, the number of children
with thalassaemia dropped dramatically. In the past two decades the number of children
born with thalassaemia fell to almost zero. The drop in the number of births and the low
life expectancy of the people living with thalassaemia resulted also in the reduction of
the number of the people who live with β-thalassaemia down to 650.1
This study aims at presenting the impact of β-thalassaemia on both persons living
with this chronic disease as well as on their spouses. More specifically, it will focus on
how they experience thalassaemia and how they imagine their life would be without the
disease. The analysis is based on the findings from in-depth interviews conducted with
five men and five women living with thalassaemia in Cyprus and 10 interviews with
their spouses.
Thalassaemia in Cyprus
Until the middle of the 20th century there was no long-term cure for people living
with thalassaemia. Treatment was primarily based on blood transfusions without any
successful method of chelation. These caused deformities in the body and facial bones,
delayed sexual and reproductive development, and triggered complications, such as
1 Latest statistics were provided by the Thalassaemia Centre, Ministry of Health. Republic of Cyprus.
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cardiovascular disease, diabetes and other chronic conditions (Hajiminas, 2004). Because
these serious problems were caused by old chelation therapies, life expectancy was very
short and people died quite young. With modern chelation therapies, complications are
prevented, life expectancy has been increased, and people with thalassaemia can survive
as long as any other healthy person.
Because of the high morbidity of the thalassaemia patients and because of the high
prevalence of the chromosome carriers (estimated at 12.4% of the population in the
1960s), the government decided to implement a population screening programme in
schools, so as to detect thalassaemia in youths and to prevent births of thalassaemia
homozygous children (Hajiminas, 2004; Kyrri et al., 2013). The Church of Cyprus
supported this campaign and asked couples for a certificate of thalassaemia before issuing
a marriage permit, and it recommended that people who were both carriers should not
get married or should not have children (Hajiminas, 2004).
Quality of Life and Complications
Hours of blood transfusions, hours of chelation, body harm, social stigmatization,
mainly because of deformed external features, and social exclusion are some of the factors
that might cause a poor quality of life for people who have thalassaemia (Hatzouli,
2012). Studies show that bad chelation is associated with bad quality of life, mainly
because of the complications, and that the modern method of chelation contributes
to a better quality of life (Gollo et al., 2013). Especially, long hours spent in hospitals
for blood transfusions and other diagnostic tests pose a problem for people living with
thalassaemia (Telfer et al., 2005).
Furthermore there is a social stigma associated with thalassaemia (Hatzouli, 2012).
This is associated with the general beliefs about what is considered normal and what is
considered different regarding health, but it is also associated with health beliefs and the
way thalassaemia is managed and treated by the individuals and their families.
Bad chelation can lead to complications due to hyperperfusion, which can cause
several other conditions. Complications involve skeletal deformations of the skull, in
which the person’s cheek bones are more prominent whereas the bridge of the nose is
depressed. Also the thorax bones can become deformed and the spleen and liver can
become enlarged. Furthermore, there is skin and eye discoloration, as well as bone
marrow dysplasia (Hajiminas, 2014).
It is important to be aware of the possible complications and chronic conditions
encountered by patients with thalassaemia, also due to hyperperfusion. GPs can
help support patients to coordinate their care between haematologists, cardiologists,
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hepatologists, psychologists and genetic counselors to promote a better quality of life
and improved survival (Manchin, 2013).
Because thalassaemia is a chronic condition, it is imperative here to outline some
basic concepts in the sociology of chronic illness, which will be helpful for understanding
our participants’ accounts.
Chronic Disease: Some Basic Concepts
In the past few years infectious and acute diseases have given way to chronic conditions,
described as health transitions, mainly because of the great advancements of the medical
science (Manderson and Smith-Morris, 2010). These changes are also attributed to the
high level of industrialization and urbanization that has altered the lifestyle of people
around the world. Chronic conditions account for around 60% of global mortality,
and in many cases they co-occur, causing a huge burden on political and economic
conditions globally.
According to Nettleton (2015) the onset of an illness means that the person’s
everyday life is disturbed both physically and mentally. This disturbance has an impact
both on the patient as well as on the family and carers, the latter in the case the person
cannot self-care. Illness reminds us that the ‘normal’ functioning of our minds and bodies
is central to social action and interaction, especially between the body, the individual
and society. At another level, the degree in which the person depends on others to
be able to perform self-care and duties contrasts the well-recognized social values of
independence, which is related to self-image and self-confidence. Moreover, Lazarus
and Folkman (as cited in Fitzgerald Miller, 2000) recognize a series of function coping
procedures which are jeopardized in the case of chronic illness. Such procedures include
the maintenance of equilibrium, sound decision-making, maintenance of autonomy
and freedom, meeting social demands, controlling stressful factors that can become a
threat and avoiding negative self-evaluation.
Talcot Parsons (1951, as cited in Nettleton, 2015) analysed what he described as
the ‘sick role’, making a distinction between the biological and the social basis of illness.
On the social level he describes illness as a form of deviance from what is considered
normal. However, the sick person is allowed certain rights and privileges, but also
obligations. Privileges include the right of the sick person not to fulfill everyday normal
social obligations. The person is not held responsible for his/her illness. However, the
person has the obligation to want to get well and must seek medical help in order
to treat the condition of sickness. Furthermore, as Friedson argues (1970, as cited in
Nettleton, 2015), the sick role is related to a wider social context and therefore it is also
associated with the changing identity of the person because of this very experience of
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illness. Friedson also distinguishes three types of legitimacy of the sick role. The first type
refers to when the sick person’s condition is temporary and curable, and therefore his
access to the sick role is temporarily legitimate. The second refers to when the patient
suffers from a lethal disease and cannot take action to overcome illness, in which case the
patient’s access to the sick role is legitimate. The third case refers to when the illness is
stigmatising (e.g. AIDS) and societies do not encourage the person to have access to the
sick role and to seek help in order to become well. (Constantinou, 2014).
According to Bury (1997), chronic illness can cause biographical disruption in two
ways. First, patients may experience disruption of routine. Such disruption may cause
feelings of uncertainty because lack of routine is linked with lack of sense of safety
and predictability. Second, patients may experience disruption of their biography in the
sense that the person’s identity is lost or changed. This is associated with the fact that the
person is adopting a new self, based on the new adopted role that is inevitably acquired
with chronic conditions or disabilities.
Methodology
This qualitative sociological study was part of a bigger survey that explored the
psychological and social needs of people living with β-thalassaemia in Cyprus, which
is the most common form of thalassaemia found on the island. The qualitative part is
based on in-depth interviews with 10 people with thalassaemia and their spouses which
were conducted between 2013 and 2014. The sample was randomly selected from
the list of members of the Cyprus Thalassaemia Association and it included persons
living in urban and rural settings in the area controlled by the Republic of Cyprus.
The in-depth interviews were based on a semi-constructed questionnaire that contained
basic questions that were used for comparison purposes. Furthermore, there was a free
discussion between the researcher and the interviewee that allowed the interview to take
the form of a narrative.
The questions were based on the impact of thalassaemia on everyday life of both
the person as well as his/her family. In particular the interviewees were asked about the
burden caused by the need for frequent blood transfusions and the chelation methods,
the anxiety or stress that the interviewees perceived they suffer from because of the
treatment methods, but also from the possibility of suffering future complications that is
quite often the case for people living with this condition, the impact that thalassaemia has
on planning for the future, and the social stigmatisation that they may have encountered
over the years. The interviews were recorded and transcribed and they were then coded
and analysed using the Atlas-Ti software. The study was conducted after being evaluated
and approved by a national bioethics committee. All interviewees signed an informed
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consent, but all information was treated anonymously, for purposes of personal data
protection.
The sample consisted of five men and five women who have thalassaemia and are
between 31 and 58 years old, and their spouses. All of the persons with thalassaemia
perform blood transfusions and chelation. The older persons with thalassaemia present
the characteristic external physical features that are the result of bad chelation methods
of the past. The younger people do not have these features because modern chelation
methods (usually oral) do not cause deformities of any kind.
This paper focused primarily on the question posed both to the person living with
thalassaemia, as well as his/her spouse, asking how they would imagine life without
thalassaemia.
Findings
All the persons living with thalassaemia who participated in the study are treated with
blood transfusions and chelation. There were three different chelation methods used by
the group. The majority performs chelation with a pump; two of them use a pump in
combination with oral chelation, and two of them use only oral chelation.
Blood transfusion is commonly performed once a week or twice a month depending
on the needs of each patient. The patient has to visit the specialist thalassaemia centre
where the transfusion is done, and it can take up to four hours. The length of time
required to complete a blood transfusion places a huge burden both on the person as
well as the family, as admitted by both the person as well as the spouse.
Time Scheduling
The hours spent on blood transfusion seem to cause a problem regarding the fact that
scheduled days need to be very well programmed. One man described the time lost as
being booked for the whole day:
‘It is not so much the suffering; it is that I have to go every week and I need about 2
hours to transfuse one bottle of blood. You somehow get out of your general schedule,
because you need to have one whole day blocked specially for this purpose.’

Another woman stressed:
‘You do miss a day from your life. It is not just the two or the three hours you will lose,
but you need to also schedule the children not to have any classes, because who will give
them a lift? I need to finish early if nobody else can pick them from classes.

Time schedules seem to also have a certain impact on the work life of some
people, especially since the work hours often coincide with the transfusion hours. One
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participant pointed out that it was necessary to make special arrangements with his
bosses at work so that he can leave earlier:
‘The transfusions are usually in the afternoon. I need at least three to four hours each
time. Now I have a problem at work as the civil service has changed the work schedule
and I get off work at 15.30 the earliest. The thalassaemia clinic closes at 19.00. You
understand that I cannot get there at 16.00 and have two bottles transfused. I would
have to make it very quickly and this might have an impact on my health condition. I
am still negotiating with my superiors on how to arrange this matter. They tell me not
to worry, but when you have to leave earlier all the time, you can understand that it is
an issue.’

This is also combined with the fact that sometimes there is no blood available on the
day scheduled for transfusion, which is something that also poses a problem at work.
Some people get off work later, especially in the private sector where work hours are
different than the civil service, and they need to take time off for the transfusion. This
means that they need to alter days off, something that causes additional problems with
work schedules.
Fatigue
Fatigue seems to be an important factor, which could potentially have a negative impact
on patients’ daily life and integrity. One lady described the level of the fatigue she feels:
'You won’t know what fatigue means. I feel that I am tired, especially when it is due time
for a transfusion. I feel week, I feel tired, I feel that I cannot cope with everyday chores.
In the old days, when I was alone, I could maintain my haemoglobin at the same level,
but I would come back home (from transfusion), sit and rest. Now I have the children,
I have to help them with homework, to take them to afternoon classes, to do this, to
do that…to… There are so many things to do and you get even more tired. And when
night comes, the only thing you want to do is sleep early, by 10 p.m. the maximum.’

On the other hand, transfusions do not seem to bother the spouses, but they point
out that they empathise with their spouse for having to go through this whole procedure:
‘It does not bother me personally, because it concerns him as an individual. It bothers
me to see him come back at 7.30 in the afternoon tired from the transfusion, after a
whole day’s work; it does bother me at the psychological level that what he is doing
is so tiring and difficult, however he never complains. But to be bothered personally
otherwise, no, it doesn’t. It is just the sentimental thing …. It is only that I know that
he suffers.’

Another problem that arises due to blood transfusions is travelling abroad, as people
need to schedule their travelling around their blood transfusions. This means that it is
difficult to be away for more than a week, because as time passes, the body has a greater
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need for transfusion, and the more fatigued the person tends to get. Also it is not easy
to have blood transfusions in another country, as there is a lot of bureaucracy involved.
The problem with travelling abroad was mentioned by the persons with thalassaemia
themselves as well as by their spouses.
Fatigue is not only caused by blood transfusions, but it is also associated with the
chelation methods that were used in the past, although chelation methods have been
modernised since then. Pump chelation, according to the participants, means that on a
daily basis a pump is inserted with a special needle into the body and has to remain there
until the long process is completed. One woman, who was the oldest of the participants,
focused on the fatigue that was caused mainly by the discomfort of having to pierce the
body every day to use the pump:
‘Look, I have been using the pump since the age of 10. For the past years, a period of 30
years, I used the pump. Eh, I reached a point that my body could not take it any longer.
I mean that I could not endure it any longer psychologically. I was disturbed mainly by
the piercing and the swelling of my feet, because it is administered subcutaneously and
it makes your feet swell and everything.’

Another woman, who is a teacher, said she prefers to use the chelation pump only
in the summer, because the pump is visible under the clothes and she does not want the
students to ask questions about it:
'It is a 24-hour thing. When I go to school, because life at school is very active, I sweat a
lot and the pump causes extra perspiration. It also causes me itching as it is administered
under the skin. So I prefer to do it in the summer when I am at home, although the
doctor insists that I do it year-round. I only do it in the summer and in the winter I
prefer to take the tablets, which, of course, is not sufficient. However this safeguards that
the pump, which is covered in plastic, will not slip away from perspiration, running the
risk of the children noticing it. It might fall out of my pocket, or the wire might hang
out.

The chelation device also causes problems for people who want to participate in
outdoor activities during the summer, especially swimming: ‘I refused the device because
it is quite thick and you cannot conceal it if you wish to. And of course I cannot deprive
my child from going to the sea in the summer to swim, because of the device.’
The spouses also seemed to realize that chelation processes are an additional
source of inconvenience for their husband or wife, but they thought that the person is
accustomed to it, although, in combination with transfusion, it seems to have a physical
and psychological impact mainly on the persons themselves:
‘Yes, ok. Definitely it is something that affects her (his wife), because surely she would
feel differently if she did not have this additional burden; the visits to the doctors, the
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chelation, the transfusion. All of these are definitely negative, but she accepts them.
They are incorporated in her life.’

Further Treatment
Medication and tests are another factor that is part of the life of a person living with
thalassaemia. They need to be constantly alert for both medication as well as further
testing:
‘…. You take a lot of pills. Every 15 days you need to go to the hospital to have blood
tests in order to be able to determine further treatment, when you have to do your
transfusion, how much blood you need to transfuse. You understand that this is a
constant friction, from the moment you discover that you have the anaemia, until your
time comes to leave this earth.’

In addition to blood transfusions and chelation, people living with thalassaemia
have tests to do, which are related to transfusions (for example as stated above, they
need to check their blood before the next transfusion), as well as to complications of
thalassaemia (Hajiminas, 2014). Such complications can be cardiovascular, diabetes
mellitus, and osteoporosis. Persons living with thalassaemia have to go through regular
testing, either in order to prevent such complications, or in order to treat them if they
are already present. This means that our participants have to spend additional time in
hospitals for the testing or to get further treatment: ‘Diagnostic tests have to be done
with other specialists, for example with a cardiologist. I have to have MRIs, thorax
X-rays, abdomen ultrasounds, etc. You can realize that these are morning appointments;
I have to leave from work again.’
Childhood Experience of People Living with Thalassaemia
Most participants admitted that they had a difficult childhood due to the need for
blood transfusions and the bad chelation methods. When they were children, they were
different from their peers because they frequently suffered from fatigue and they were
considered very frail, due to their weakened immune system. Some of them admitted
that they often had infections. For these reasons they were frequently marginalized
and bullied. Also, they were stigmatized, mainly due to the fact that people with
thalassaemia often died young from complications caused by poor chelation methods.
This negative situation was also reinforced by the general public’s lack of awareness on
what thalassaemia really is and how it is treated.
A man, who is now in his 40s, described his life when he was a child:
‘In my school life there were many things that my classmates could do and I could not
…. For example gymnastics, sports, going out in the evenings. I was young and I felt
confined. I did not go out 3-4 times a week like my friends did, or go around every day.
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I knew that I had to study, go out and play a bit, come back and take my bath and install
my pump, so that I would finish my chelation early enough to be able to go to school
the following day. I couldn’t for example go to the amusement park.’

One woman said that she had wanted to take ballet lessons when she was a girl, and
another man said that he had wanted to follow a football career, but both of these were
unthinkable, especially for their parents who always felt they had to protect them.
The general public’s lack of awareness about thalassaemia was also an issue, since
quite often people were bullied and mocked. A woman described the conditions she had
to live through during her school years:
‘I was mocked at school. There was this girl that kept chanting at me that I am anaemic
and that I will pass it on to her (she thought it was contagious). I told my mother and
she said I should not listen to what they say….but I was extremely frustrated and so I
beat her and pulled her hair out. I was deeply offended, but after that nobody dared say
anything to me.’

Stigma
Many of the above experiences are associated with social stigmatization. As Alonzo and
Reynolds (1995) define it, stigma refers to a category of people who are devalued by the
broader society and whose life chances are lessened, with an ultimate consequence on
their social intercourse (Green, 2009). Literally, stigma is ‘a mark branded on the skin’,
and in another dimension it is a ‘distinguishing mark of social disgrace’. According
to Irving Goffman (1963), stigma is a social product generated by social interactions
involving usually two individuals in separate roles, one of the normal and one of the
stigmatized (Nettleton, 2015).
In the case of thalassaemia, the person’s deformed external features, as well as being
more susceptible to catching infections, and having to curtail various activities, play
a crucial role in the social stigmatization of the individual. Moreover, as mentioned
above, for many years thalassaemia was associated with a short life expectancy. The other
significant thing is that for those who are trait carriers, others refer to them as 'having
the stigma', meaning they have the particular chromosome, in layman’s language.
The whole stigmatization process has been reinforced by the population screening
programme, which, according to some interviewees, it has contributed to the definition
of thalassaemia as something evil, a disease that we should get rid of, so as to avoid
people dying young. Hatzouli (2012) describes social stigmatisation of people who are
heterozygotes as ‘having the stigma’, as the beginning of social stigmatisation for those
living with thalassaemia.
One woman described the severity of the impact that social stigmatization had on
the family:
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‘Parents need to be supported, so that they will be able to help their child to hold on,
to adhere to the treatment without feeling embarrassed. Too many thalassaemics, just
because they lacked support and they did not have the right treatment, their parents
were too embarrassed for this thing; the children grew up in a closed home. They even
closed the windows and stayed indoors in order to get their treatment and they came
out the following day and neighbours and relatives never knew.’ The same person faced
discrimination and bullying from her boss, who felt obliged to employ her, although
she never wanted to.

Especially regarding employment, some of the interviewees stressed the fact that it
was difficult to get a job in the first place because of their external appearance. In their
opinion, because of the small-sized communities in Cyprus, people are more prone to
social stigmatization. The following statement by a man who was often bullied by peers
is very characteristic:
‘As it happens in most peer groups of youngsters, there are some people who want to
present themselves as “chiefs”, who are more crazy, who like to mock other people…
Even if your ear is a bit small or big, they would mock you for it. Just think of me
having this huge problem with my health, being bullied that I have this problem with
my health. They mocked me that I was the “bloody guy” (because he had to have the
blood transfusions). This is still in my mind very vividly after so many years. Many years
might pass, but this will always be in my mind, because when they did this I was deeply
disturbed.’

Imagine Life without Thalassaemia
Participants were asked to try to imagine what their life would be like if they did not
have thalassaemia. The first thing that would make a huge difference is that they would
not have to have the blood transfusions, the chelation and the medication that cause
inconvenience in their life:
‘I would not have to take so many tablets early in the morning. I would not have to
get stressed about whether I have to take the tablets for thalassaemia, because if I do
not, I will have problems with my iron levels and possible complications from there
onwards. I would not have to spend my time in hospitals, to do my treatment, the blood
transfusions, the blood tests, the MRIs, the CT scans, the osteoporosis tests, etc.’

Possible complications of course play their role, since they are a source of stress and
anxiety, as described by one man:
‘Ok, the only thing that is sure, no matter what you might think, I would not have all
these worries: doctors, hospitals, tranfusions. I would have more time and less worry
that I have to do all this in order to stay well. And of course, because of thalassaemia
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there were other complications, like osteoporosis, like the one that old people have. And
for this I have to take medications and have tests all the time.’

Time seems to play a crucial role, as many of respondents stated that they would
not need to spend so much time in hospitals for blood transfusions, tests and treatments
and they could be spending all this time doing other things. The matter of fatigue was
also emphasised, as it also causes difficulties with coping with all family obligations
and their everyday duties and housework. However, there were some positive things
said that mainly had to do with thalassaemia being an important contributing factor in
their upbringing and in the way their character was formed. One person feels that his
character would not be so good without thalassaemia:
‘….For me thalassaemia has been a form of blessing; I feel it has protected me, it
has made me a bit wiser and sensible, a bit more humble. I think if I did not have
thalassaemia I might have followed other routes, more wild. I think it has helped me
become a better person than if I didn’t have it. I am saying this in the sense that it has
made me think more of others. My lifestyle might have been a bit more…if I did not
live with thalassaemia, I would have a more lewd life. My passions would be more
intense, like gambling for example. This means that thalassaemia has kept me away from
all this. I became a better person.’

Travelling seems to be an important factor for people living with thalassaemia. One
man described what it means to be able to travel for someone who lives with thalassaemia
and how different travelling would be without it:
‘Only one thing would be different, that I am sure of and this is the capability to travel.
Thalassaemia deprives you of the possibility to go on a long journey…this is because you
need blood. If I decide to go to another country and stay a month, I cannot really do
that, because I need the blood transfusion. If you wish to go to study abroad, as I did,
you need to talk to doctors in that country, locate hospitals and everything else. Apart
from that, there is nothing else I would wish for.’

Studying abroad is something another man emphasised, who decided not to go
abroad to study because of his thalassaeimia:
‘Ok, you can make some thoughts for example. I might have gone to another country
to live if I did not have thalassaemia. I might have studied further abroad, if I could
continue my studies. Now just with the thought of going abroad, you would need to
think of your circumstances: blood transfusion elsewhere, chelations elsewhere, new
things, and more difficult. Your whole life would be more difficult. Ok. I am now
working in our family business and I am doing well.’

Some of the respondents reported that taking part in sports activities would also be
different. There are two factors that contributed to them not getting involved in sports
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activities – one being the requirement to provide a health certificate to sports officials to
be allowed to join a group:
‘I would certainly engage in sports. I did engage in sports up to the age of 18….It was
impossible to continue, as a health certificate was required. Otherwise your team cannot
cover for you. For example what will happen if you collapse on the sports ground? You
do understand that these people would be in a lot of trouble, won’t they?’

The other reason for not getting involved in sports is that the persons themselves
were persuaded that they could not do it. One woman described her own experience:
‘I continuously felt that I could not be involved in anything. For example I became 30
years old and I still wished that I could climb a tree, because I could not climb when
I was a child. This is actually what stigmatised me: that I was 30 and I still wanted to
climb a tree because I never did it when I was little. I went to the sea and did water ski,
after my thirties. I went twice. I went to do things that I could not imagine before.’

Spouses also gave their own opinions of how life would be without thalassaemia.
One of the things that seem to be important is the freedom of movement, as now they
feel that this is limited, mainly due to the treatment schedules:
‘Freedom of movement is the most important thing. We are limited because when we
go abroad we need to hurry back because of the blood transfusion in 15 days. Then
theoretically it is ok, but as the day of the transfusion approaches, she cannot get up
easily, she has pain in her bones, she is nagging, she complains. I know it is her own
matter, but I am also disturbed as a human being. I cannot tell her that I want to go
out today, if I see that she cannot do it, neither could I leave her alone at home. Of
course you get accustomed to some things over time….When you decide to get into
this relationship; you know all of this from the beginning. You compromise. I knew that
and I still chose to proceed.’

One spouse was concerned about her husband because he had developed diabetes
as a complication, since he frequently suffers from hypoglycemia. Living without
thalassaemia would also spare the person from such worries.
Time planning was a factor that respondents said would be different if there was no
thalassaemia:
‘It plays an important role in the sense that if there was no thalassaemia we would
probably not have to do so much planning in our family life. This is because when he
knows that on the scheduled day he will have to have the blood transfusion, we know
in advance that we can schedule nothing else for that day. This strict need for planning
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does of course affect the whole family. We all need to follow a certain schedule. Other
than that thalassaemia has not really deprived us of anything.’

Discussion
Thalassaemia is a chronic illness that needs special treatment throughout the individual’s
life. Unlike other chronic diseases that might appear later during one’s lifetime, the onset
of β-thalassaemia appears soon after a person is born. It can even be detected during
pregnancy. Therefore it is not easy to assume that, as a chronic illness, β-thalassaemia
is expected to disrupt the person’s biography, as described by Bury (Nettleton, 2015;
Constantinou, 2014, 2012). Beta-thalassaemia is incorporated into the person’s life
from their childhood and their life course is planned and scheduled depending on the
treatment and the course of therapy, and on their competence in the management of
their condition. As for spouses, as soon as they entered into a permanent relationship
with the person living with thalassaemia, they become aware of all the consequences and
complications that thalassaemia carries with it and they have willingly and consciously
taken on the ‘burden’ of living with a person with thalassaemia.
Both the attitude of the individual who lives with thalassaemia as well as that of
the spouse seem to contribute to a smooth coexistence, acceptance and successful
management of the situation. This is probably due to the fact that they might be sharing
common beliefs and values about health and illness that have helped them to face
hardships and cope with the condition. Årestedt, Benzein and Persson (2015), in a
qualitative study on family beliefs on health and illness, show that 'when illness was
viewed as a natural part of life, being aware of and prepared for new situations caused by
illness was included' (p. 223). The results of their study also showed that families have
beliefs that illness is a family affair, and therefore it was a matter of course to be there
for each other within the family. It can also be the case that the couples that participated
in the study share family beliefs that do contribute towards a positive attitude of the
management of thalassaemia. These attitudes and beliefs also seem to contribute to the
willingness of the spouses to take on additional responsibilities in order to secure the
smooth function of their family and household.
The theme under question, which was how people with thalassaemia and their
spouses imagine their life would be without thalassaemia, revealed that one of the
most important barriers that thalassaemia poses is the number of the hours needed
for the treatment and management of thalassaemia. Blood transfusions and chelation
treatments take many hours, which means time away from work and from family life.
In a study by Telfer et al. (2005), which examined the quality of life of 119 people
living with thalassaemia in Cyprus and in the UK, nearly 40% in both surveys were
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missing a great deal of time from work or school because of their transfusions or other
thalassaemia treatments. In that study, patients suggested that arranging for transfusions
during the evening, overnight, and on weekends would reduce absence from work or
school and would enhance social integration.
Although many patients in our sample, as well as some of the spouses stated that
life would be the same without thalassaemia, there are still some parameters that might
be different and that would contribute to a better quality of life for the persons living
with thalassaemia and their families. Such features were not mentioned before in other
studies and it is the first study that explores the attitudes of both the patient and the
spouse on this matter. In this sense, freedom of movement seems to be valued, meaning
that thalassaemia would not be a barrier to travelling and to being involved in sports and
physical activities. Another patient also mentioned that if she did not have thalassaemia,
she would not be stigmatized, as she has been since her childhood.
It is also understood, and this agrees with other findings (Hatzouli, 2012; Telfer et
al., 2005;), that chelation methods in the past posed a hardship to patients, resulting
in complications and deformities of their physical appearance, whereas new chelation
methods prevent these complications. Thus, younger patients do not face the same
problems as the older ones, and life without thalassaemia for them would not be that
different.
Limitations of the Research
This survey has studied people living with thalassaemia and their spouses. It is apparent
that over the years these people have developed a positive attitude towards their condition
and that it has not had a negative effect on their self-esteem. This is probably the reason
that they have proceeded with their life and enjoy good working and family lives.
It would be interesting if an additional investigation could look at the lives of people
living with thalassaemia who did not get married or did not progress with their lives
in the way expected by Cypriot society. The sample that we studied had no problem
in revealing the condition of their thalassaemia and the various parameters that give
their lives a different dimension. However the participants themselves stressed that
many patients with thalassaemia, with the cooperation of their families, conceal their
condition, feel stigmatized and are ashamed about their situation, thus resulting in low
self-esteem and no self-confidence in planning and living a meaningful and productive
life, including getting married and having a family. It is the suggestion of the researchers
that these people should also be studied, and it is a limitation that such cases were not
included in the sample in the first place.
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Conclusion
People living with β-thalassaemia undergo the same experiences as in any chronic illness.
In the course of their lives the need to treat thalassaemia prevails, meaning that they
must spend a great deal of precious time in hospitals and having treatments, which are
often painful for the subjects. Time lost in treatments means time deprived from family,
work and social encounters. However a positive attitude seems to play an important role
in combating all negative situations that may arise from their conditions. This is possible
also with the support and understanding on behalf of the spouses.
Life without thalassaemia then would not be that different except for where the
various treatment requirements and their restrictions pose obstacles to a person’s freedom
of movement and ability to engage in activities.

References

Årestedt, L., Benzein, E. and Persson, C. (2015), ‘Families Living With Chronic Illness: Beliefs
About Illness, Family, and Health Care’. Journal of Family Nursing, Vol. 21, No. 2, pp. 206–
231.
Bury, M. (1997) Health and Illness in a Changing Society. London: Routledge.
Constantinou, S.C. (2014), Applied Sociology of Health and Illness. A Problem Based Approach.
London: Radcliffe Publishing.
Constantinou, S.C. (2012), '“Now, I Am a Proper Human Being”: Kidney Transplantation in
Cyprus', Medical Anthropology, Vol. 31, No. 1, pp. 29-43.
Fitzgerald Miller, J. (2000) Coping with Chronic Illness. Overcoming Powerlessness. Philadelphia:
F.A. Davis Company.
Gollo, G., Savioli, G., Balocco, M., Venturino, C., Boeri, E., Costantini, M. and Forni G.L.,
(2013) ‘Changes in the Quality of Life of People with Thalassaemia Major between 2001
and 2009’, Patient Preference and Adherence Vol. 7, pp. 231–236.
Green, G. (2009) The end of Stigma? New York: Routledge.
Hadjiminas, M.G. (2004) Κύπρος και Θαλασσαιμία [Cyprus and Thalassaemia]. Nicosia: Author.
Hatzouli, A. (2012) Θαλασσαιμικές Ζωές. Athens: Εκδόσεις Πατάκη.
Kyrri, A.R., Kalogerou, E., Loizidou, D., Ioannou, D., Makariou, C., Kythreotis, L., Phylactides,
M., Kountouris, P., Angastiniotis, M., Modell, B., and Kleanthous, (2013), ‘The Changing
Epidemiology of β-Thalassaemia in the Greek Cypriot Population’, Hemoglobin, Vol. 37,
No. 5, pp. 435–443.
Manderson, L. and Smith-Morris, C. (2010) Chronic Conditions. Fluid States. Chronicity and the
Anthropology of Illness. New Brunswick, NJ: Rutgers University Press.
Nettleton, S. (2015), Sociology of Health and Illness. 3rd Edition. Cambridge: Polity Press.
Telfer, P., Constantinidou, G., Andreou, P., Christou, S., Modell, B. and Angastiniotis, M.
(2005), ‘Quality of Life in Thalassaemia’, Annals of the N.Y. Academy of Science, 1054:
273–282. doi: 10.1196/annals.1345.035.

48

Contributors
Katrin Amelang is a cultural anthropologist who has been working at the intersection
of medical anthropology and science and technology studies. She earned her PhD from
Humboldt University in Berlin for an ethnographic study of the production of everyday
life and normality after liver transplantation. Currently she follows an epidemiological
risk-score through science and society and is interested in the production, circulation
and infrastructures of risk knowledge, data and algorithms. Apropos Cyprus, here she
did her first fieldwork in the late 1990s for an online-/offline-ethnography of the ‘Cyprus
List’, a bi-communal internet discussion forum.
Patrick Bieler is currently doing his PhD on the relation of psychiatric disease, urban
space and infrastructures of (psychiatric) care at the Institute of European Ethnology at
the Humboldt University, Berlin. His ethnographic case study of the everyday lives of
people with schizophrenia in Berlin will be an attempt to combine expertise from the
fields of Science and Technology Studies, Medical Anthropology and Urban Studies.
Soteroula Christou holds a Doctor of Medicine from the Moscow Medical Centre
and she has been recognised as a specialist in General Practice since 2004. Dr Christou
worked at the Arodafnousa Cancer Clinic and the Medical Check-up Centre in Nicosia,
and since 1990, she has been working at Nicosia Thalassaemia Centre. Dr Christou
participated and presented in many internal and local medical conferences and has
several publications in international medical journals.
Nikos Christofis earned his BA from University of Cyprus, his MA from Manchester
University, and his PhD from Leiden University, with the dissertation From Socialism
via Anti-Imperialism to Nationalism: EDA-TİP. Socialist Contest over Cyprus. He has
published reviews and articles in academic journals and collected volumes, and is
currently preparing his first book, Demonizing the Other: Greek Views on Turkey during
the Asia Minor Campaign, 1919–1922. He taught as a Special Scientist at the Turkish
and Middle Eastern Studies Department of the University of Cyprus, and was later
employed as an Assistant Professor at the University of Fatih in Istanbul until the
Turkish Council of Higher Education (Yüksek Öğretim Kurulu, YÖK) overturned
his application as a result of the on-going political infighting in Turkey which has
spilled over into university politics. He is editor on Ottoman and Turkish Studies in
Dissertation Reviews and a member of the editorial board of the e-journal Athens Journal
of Humanities and Arts (AJHA). E-mail: n.christofis@gmail.com.
Violetta Christophidou-Anastasiadou MD, PhD is a pediatrician and clinical
geneticist. She leads the Clinical Genetics Clinic, based at Makarios Hospital and the

9

The Cyprus Review (Vol. 28:1 Spring 2016)

Cyprus Institute of Neurology and Genetics. She is involved in research in the field of
rare genetic conditions and has several publications in relevant scientific journals. She
has been a faculty member of the European Genetics Foundation and is currently an
Assistant Professor at the Cyprus School of Genetic Medicine. She has been active in
promoting professional and public awareness in genetics. She has been a member of
the first Cyprus National Bioethics Committee. She is the chairperson of the National
Committee for Rare Diseases. She represents Cyprus in the Commission Expert Group
for Rare Diseases and in the Board of Member States for the European Reference
Networks.
Costas Constantinou is an Assistant Professor in Medical Sociology at the University
of Nicosia Medical School. He has published in the area of illness experience and teaches
medical sociology, and he is the author of the book Applied Sociology of Health and
Illness: A Problem-Based Learning Approach (CRC Press, 2014). His research interests are
illness experience, illness narratives, organ donation and transplantation, and teaching
medical sociology.
Lisa Dikomitis is a social anthropologist who has conducted ethnographic fieldwork
in Belgium, Cyprus and the United Kingdom. She is Senior Lecturer in Sociology of
Health in the School of Medicine at Keele University. Dikomitis is the author of Cyprus
and its Places of Desire: Cultures of Displacement among Greek and Turkish Cypriot Refugees
(IB Tauris, 2012) and the co-editor of When God Comes to Town: Religious Traditions
in Urban Contexts (Berghahn Books, 2009). Her current work focusses on how health
professionals, medical students and patients experience and perceive inequalities in
health, reforms in health care and chronic illness.
Maren Heibges (née Klotz) is a lecturer in European Ethnology at Humboldt University,
Berlin. Her research focuses on modes of solidarity and sociality. She is currently
developing a project on the ethnography of transparency, combining the anthropology
of policy with infrastructure studies. Previous work has examined kinship, particularly
kinship afforded through egg and sperm donation, from a phenomenographic
perspective. She has studied European Ethnology and American Studies in Berlin and
Science and Technology Studies in Exeter, UK.
Maria Karekla is a licensed clinical psychologist and Assistant Professor at the University
of Cyprus where she is heading the ACTHealthy: Anxiety disorders and Behavioral
Medicine laboratory. Her research received grants and awards from (among others) the
Pompidou Group of the European Council and the Association for the Advancement of
Behavior Therapy. Her research focusses on areas of health promotion and investigating
individual difference factors (experiential avoidance) in the development and
maintenance of psychopathology (anxiety disorders and health related problems). She is

10



the chair of the Cyprus Bioethics Committee on Biomedical Research, and a member of
EFPA’s European Awarding Committee for the specialization of psychotherapy.
James Ker-Lindsay is Senior Visiting Fellow at the European Institute, London School of
Economics and Political Science and Research Associate at the Centre for International
Studies, Department of Political and International Relations, University of Oxford. He
has published numerous books on Cyprus, including Resolving Cyprus: New Approaches
to Conflict Resolution (I.B. Tauris, 2015), The Cyprus Problem: What Everyone Needs to
Know (OUP, 2011), The Government and Politics of Cyprus, (Peter Lang, 2009, co-edited
with Hubert Faustmann), and EU Accession and UN Peacemaking in Cyprus (Palgrave
Macmillan, 2005). He has also served as co-editor of The Cyprus Review and currently is
a member of its international advisory board.
Martina Klausner is a postdoc researcher at the Department of European Ethnology
at Humboldt University, Berlin where she is currently working in an interdisciplinary
research project focussing on the development of rehabilitation technologies. Before
turning her focus on technology development and use, she completed her dissertation
‘Choreographies of Psychiatric Care’ at Humboldt-University, investigating the everyday
practices of diagnosis and treatment of mental illness in a hospital in Berlin. Research
interests and fields of expertise include Medical Anthropology, Science and Technology
Studies, Feminist Technoscience and Legal Anthropology.
Klearchos A. Kyriakides is a Senior Lecturer in Law and a solicitor (non-practising)
at the University of Hertfordshire. He is spending the 2015-16 academic year as
an Assistant Professor of Law in the Cyprus Campus of the University of Central
Lancashire. He declares inter alia the following interests: he is a colleague of Vassilis K.
Fouskas, the Managing Editor, on the Editorial Board of the Journal of Balkan and Near
Eastern Studies; he is an academic consultant of Lobby for Cyprus, the London-based
non-governmental organisation which inspired Professor Fouskas to co-author the book
under review; and he is a British citizen whose late grandfathers were born in the villages
of Petra and Lysi respectively, both of which have been ethnically cleansed and occupied
by Turkey since 1974.
Christina Loizou has a BA in Social Science, Major Sociology, from Middlesex
University, UK and an MA in Sociology, from Intercollege. She works as a Senior
Researcher at the Research Unit in Behaviour and Social Issues and as an Associate
Researcher at the Center for Leisure, Tourism and Sport Research and Development,
both affiliated to the University of Nicosia. She has 14 years of experience in sociological
research mainly in the fields of Public Health and Sports in national and European
programmes. Additionally she teaches part time in the Nursing Department and the
Department of Education of the University of Nicosia.

11

The Cyprus Review (Vol. 28:1 Spring 2016)

Natalia Michaelidou is a Primary Education Graduate. For many years she served as
an elementary school teacher in schools in the District of Nicosia. Since 2006 she works
at the Primary Education Department of the Ministry of Education and Culture of the
Cyprus Republic. She has served as a member of the Executive Board of the Cyprus
Thalassaemia Association for many years. She represented the Association in the study
for the Psychological and Social Needs of People Living with Thalassaemia in Cyprus.
Jörg Niewöhner holds a junior professorship for urban anthropology at the Institute
of European Ethnology and is currently deputy director of the Integrative Research
Institute THESys (Transformation of Human-Environment Systems), both at Humboldt
University in Berlin, Germany. His research and teaching explores ecological thought
styles at the intersections of social anthropology and science and technology studies.
Yiannis Papadakis is Professor at the Department of Social and Political Sciences at the
University of Cyprus. He is author of Echoes from the Dead Zone: Across the Cyprus Divide
(IB Tauris, 2005, also translated into Greek and Turkish), co-editor of Divided Cyprus:
Modernity, History and an Island in Conflict (Indiana University Press, 2006) and Cypriot
Cinemas: Memory, Conflict and Identity in the Margins of Europe (Bloomsbury, 2014),
and editor of a 2006 special issue of Postcolonial Studies on Cyprus, among others. His
published work has focused on ethnic conflict, nationalism, memory, folklore, language,
museums, historiography, history education and cinema.
Constantinos N. Phellas is a Professor and a Medical Sociologist with interests in a
variety of areas, including Health and Illness, Ageing, End-of-Life Decision Making and
Care, Construction of Identities, Sexualities, and HIV/AIDS. His publications focus
upon 1) the intersection of gender, culture, and issues of sexuality among ethnic minority
communities and 2) the social and psychological aspects of public health domain. He is
currently the Vice Rector for Faculty & Research at the University of Nicosia in Cyprus.
He is also the Chairperson of the Cyprus National Bioethics Committee (2015-2019).
Rita C. Severis studied Philosophy at UCL, Journalism in London and holds a PhD
in History of Art from Bristol University. She is the author of many books and articles
on travellers to Cyprus. Severis is a researcher and freelance lecturer and is involved in
many bi-communal affairs. She is the co-founder and executive director of the Centre of
Visual Arts and Research in Nicosia, Cyprus, a centre on art and travel also dedicated to
reconciliation and peaceful coexistence between the communities in Cyprus.
Michael A. Talias is an Assistant Professor in the Healthcare Management Programme
at the Open University of Cyprus. His research interests fall into the broad area of
Statistical Methods of Health Research and Healthcare Management, Public Health
and Health Economics. He is committed to advancing the newly developed statistical

12



methodology to large and complex databases to address critical questions in Health
Management and to impact policy.
Gisela Welz is Professor of Cultural Anthropology and European Ethnology at Goethe
University, Frankfurt/Main, Germany. In 2006, she co-edited the anthology Divided
Cyprus. Modernity, History, and an Island in Conflict (Indiana University Press) with
Yiannis Papadakis and Nicos Peristianis. Her most recent book, European Products:
Making and Unmaking Heritage in Cyprus (Berghahn Books, 2015), inquires into
the effects of the EU’s regulatory regime on social practices and cultural knowledge.
Gisela Welz is the widow of German anthropologist Stefan Beck (1960-2015) to whose
memory this issue of The Cyprus Review is dedicated. Since the early 1990s, they visited
Cyprus annually for their respective fieldwork.

13

Reproduced with permission of the copyright owner. Further reproduction prohibited without
permission.

