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Rt 3B LR L TRR S HEBL 2,
RER
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OVIFBRHEEER2 IR A,

3. PCREMITRAELDNA BRI L /-8

— 112 -



HEORFKREESICRLA, —DEEICRE, B LT s ke
4, NEEEZE_HOP CREMKROLE 2 M D 3 -0 EROBRE, BERCES

§4 (:/—_J‘_\‘Lfs:o

ERETEHITH S,

B 3. 3PICHEMmY v Hicy A v ATE %
1. HILV- IR ERER DA X DHTLV- 1%y BHLAZE LY, HEXDZOLR, BN
VT-DEMNL. BB SLAREESRS 5, BELBEETHEELOL S,
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PA EIA ¥B FA
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=4 HTLV-1ifEF v+ 1 7O FAC L A HERBBER EMHERTSHOP CREICL S
7° AV AR RS SR D B

##No. FARLIR PCR(H#H) PCR(S#)

1 + + +
2 + + ?
3 + + ?
4 + + +
5 + ? ?
6 + + ?
7 + ? ?
8 + + ?
9 + - -

10 + ? +

11 - + ?

12 - - ?

13 —~ ? ?
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Detection of HTLV-1 antigen in peripheral and cord blood lymphocytes
Yoh-ichi SATOW, Takashi KAWANA
Department of Obstetrics and Gynecology, Tokyo University Branch Hospital,

3-28-6 Mejirodai, bunkyo-ku, Tokyo, Japan, 112

Vertical transmission of HTLV-! (human T-cell leukemia virus type 1) from a HTLV-1
carrier mother to her newborn has been reported ,with transmission rates ,ranging from
16% to 77%

Since the main route of transmission has been thought to be via breast milk, breast
feeding has been discouraged to prevent the baby from infection. However, cases of intra
-uterine infection have been reported, though the frequency is rather low.

This study was undertaken to detect viral antigen in cultured lymphocytes from

carrier mothers for the purpose of analyzing the transplacental infectiousness of HTLV-1.
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Subjects of this study were 70 HTLV-! carrier mothers and their 71 babies who
attended the department of obstetrics and gynecology of hospitals located in Kanto area
(ATL non endemic area).
HTLV-1 antigen was detected in 41 out of T0(58. 6%)carrier mother(diagnosed by HTLV-1
antibody screening test)lymphocytes. And HTLV-1 antigen was detected in 3 out of 71(4.2%)

cord blood samples from those carrier mothers. In mothers’ peripheral blood serum of
these three, HTLV-1 antibody could be detected easily.

To be sure, in Kanto area (the Metropolitan area) , the HTLV-1 carrier rate is rather
low. But it has a large population and its transport facilities are very convenient. So
there are millions of HTLV-1 carriers at a small district, even if compared with the
endemc area. Anyway, it is indispensable that the follow up study of this district will be
continued. In a word.only because Tokyo belongs to Kanto area., it can be regarded as the
model district and representative of Japan in various aspects as well

¥e think that the HTLV-1 antigen detection or a few kind of reliable HTLV-1 antibody
tests must be needed for the diagnosis of the HTLV-1 carrier. And We believe that
transplacental infection occurred in these three cases, though the possibility of intra
-partum transmission of infected lymphocytes from them could not be excluded. Since it
is pointless to stop breast feeding when babies already infected in utero, rapid diagnosis
of intrauterine infection of HTLV-1 needs development for the management of carrier
mothers.
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