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Introduction:

The start of this century has brought medical advances that allow earlier
disease detection and better, faster, and more-specific treatments. Advances in
therapeutic apheresis are creating another set of medical options. Therapeutic
apheresis is an extracorporeal blood purification method for the treatment of
diseases in which pathological proteins or cells have to be eliminated (Bosch,
2005).

Technological advances and better disease understanding allow treatment
of a broader disease spectrum with more specific removal of disease
mediators. New systems are currently under investigation around the globe.
This review presents recent advances and updates in the field of therapeutic
apheresis, including rheopheresis, granulocyte and monocyte adsorption,
endotoxin adsorption, autoantibody adsorption, and plasma exchange protocols

for incompatible renal transplants (Wehrli, 2005).

The field of "therapeutic apheresis” encompasses a variety of blood
processing techniques that improve the outcomes of susceptible clinical
disorders. These techniques include, in part, therapeutic plasma exchange,
therapeutic cytoreduction or cell harvesting, in-line cellular immunomodulation,
and in-line plasma treatment. Some of these applications are the primary
therapy for certain disease processes, and many others are considered to be
secondary or adjunctive therapy, but both categories of apheresis treatments
are considered to be effective and beneficial. Therapeutic apheresis, as
currently practiced, has evolved since the mid-1970s. Whereas early reports of
efficacy in treating disease were based predominantly on uncontrolled or
anecdotal clinical experiences, the current prevailing requirement for

acceptance of new indiocations for therapeutic apheresis is the controlled



clinical trial. This has resulted in the recognition of new indications, the
abandonment of some older ones, and in general, improved confidence in the

true utility of therapeutic apheresis procedures (Smith et al., 2003).

In 2003 the American Association of Blood Banks and the American Society
for Apheresis joined forces in a Hemapheresis Committee, which created a
summary of current therapeutic apheresis indications (Smith et al., 2003).
Diseases were assigned to indication categories: (l) for standard, primary
therapy; (II) for supportive therapy; (Ill) for when the evidence of benefit is
unclear; or (IV) for when there is no current evidence of benefit, or for research
protocols (Wehrli, 2005).

The more advanced separation (adsorption) columns under investigation
today provide the potential for numerous benefits. The direct removal of
etiologic agents from whole blood eliminates the cell separation step. Removal
of a specific etiologic agent eliminates the need for replacement fluid and

associated risks such as transfusion reactions (Linenberger et al., 2005).

Therapeutic apheresis is a safe and effective procedure for the treatment of

diseases refractory to drug therapy (Bosch, 2005).

Aim of the essay:

The aim of this review is to highlight the guidelines and
recommendations for the use of apheresis therapy in different

diseases.
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