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results indicate that the cut-off level (=10 %) of signifi-
cant dysE according to the WHO classification includ-
ing RCACC may not be suitable. ITP or HA patients
with original WHO dysE >10 % may be misdiagnosed
as having MDS. The misdiagnosis of MDS is a serious
problem. Naturally, these patients do not respond to drug
therapies such as azacitidine. Stem cell transplantation
may become a candidate second-line treatment for these
patients.

The distinction of MDS and the HA is relatively easy
by laboratory findings. On the other hand, distinction of
MDS and ITP may not be easy. Most of our MDS patients
showed original WHO dysE >20 %. In contrast, most of
ITP/HA group did not show original WHO dysE >20 %.
The MDS patients without original WHO dysE >20 % had
dysG and/or dysMgk >10 % whereas none of the ITP or
HA patients had WHO dysG and/or dysMgk >10 %. For
suitable criteria of dysE for the diagnosis of MDS, we think
that raising the threshold from 10 to 20 or 30 % in original
WHO dysE may be appropriate. In our study, the percent-
age of MDS patients without strict dysE >10 % was not
particularly low (29 %). In contrast, the percentage of ITP
and HA patients with strict dysE >5 % was low (14 and
8 %, respectively). None of the ITP or HA patients showed
strict dysE >10 %. And none of the ITP or HA patients
showed ring sideroblasts. The criteria of strict dysE >10 %
and/or ring sideroblasts were helpful for identifying non-
malignant conditions. If RCACC is not included in dysE,
strict dysE of the present study, the threshold of dysE
should be 10 %.

RCACC is identified by light microscopic examina-
tion of WG- or MG-stained films. The dysplastic form is
characterized by the abnormal clumping of chromatin.
The assessment of RCACC was the most difficult in dysE,
and therefore, the concordance rate was insufficient. In
the results of present study, the possibility that non-clonal
disorders were misdiagnosed as MDS was suggested. We
think that concordance rate of RCACC by the observers
may be poor. Therefore, in the method of present study,
when at least one of the two hematologists judged RCACC,
we decided to judge the cell as RCACC. We think that use
of this method may raise the ratio of RCACC. The suitable
criteria for dysE are different whether RCACC is included
in dysE. If RCACC is included in dysE criteria, thresh-
old of dysE should be raised from 10 %. On the contrary,
if RCACC is not included in dysE criteria, we think that
‘10 %’ is the suitable threshold of dysE.

To improve the cytomorphologic problem of RCACC,
we are performing a quantitative analysis of chromatin
clumping between RCACC and normal erythroblasts by
a modification of Kerr’s method [19]. We believe that the
quantitative evaluation method is useful for the diagnosis
of MDS.
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In summary, if RCACC is included in dysE criteria, rais-
ing the threshold from 10 to 20 or 30 % in dysE including
RCACC (the original WHO dysE) may provide more suit-
able criteria in the diagnosis of MDS. In another method,
if RCACC is not included in dysE, strict dysE of the pre-
sent study, threshold of dysE should be 10 %. The original
WHO dysE >20 or 30 % or strict dysE >10 % may reduce
the risk that a non-clonal disease is misdiagnosed as MDS.
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