"1 think you should be more
explicit here in step two.”

Update on the management of
iron deficiency



Outline

* Need to improve management & avoid transfusion
 Diagnosis & investigation

e QOraliron &IViron

e Tools & resources
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“All natural” iron supplement that’s
gentle on the stomach...

*BONUS tissue
transplant in each bag!
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*Prescribed simply with
the aid of a pen
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Transfusion outside NHMRC Guidelines

Red Cells Outside NHMRC Guidelines

But % of red cell
transfusions in audit in
patients with definite

_or probable IDA

“This red line indicates the change
in this red line over a period of time.”




D Red cell Transfusion in IDA

— when an immediate increase in oxygen delivery is
required, such as when the patient is experiencing
end-organ compromise, or

— where IDA is complicated by serious, acute ongoing
bleeding

Doesn’t replenish deficient iron stores!



“Please regard my own blood as a valuable & unique
natural resource that should be conserved &
managed appropriately”

BAD NBWS. YoUR Bloob GRoUP HAS
BEEN DisconTinuveD.
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3 Pillars of Patient Blood Management
(PBM)

MOptimise Hb MMinimise blood loss MTolerance of anaemia




Module 1 Critical Bleeding/Massive Transfusion is intended

to assist and guide health-care professionals in making
clinical decisions when managing patients with critical
bleeding who require or are likely to require massive

transfusion.

Module 1 is currently being reviewed. The review is being conducted as part

of a pilot project to test various approaches to update the PBM Guidelines
The aim of the pilot is to use the lessons learned from the review of Module

1 to update the
methodologies.

remaining modules using more efficient and cost-effective

Module 2 Perioperative is intended to inform health-care

practitioners, health educators, health service managers
and policy makers about the pre, intra and postoperative
care of patients undergoing surgery or invasive procedures,
particularly those in which blood loss is anticipated.

Module 3 R cal is intended to assist and guide clinical
decisions and coordination of health-care across the
primary, secondary and tertiary care setting for patients
with acute or chronic medical conditions

requiring haematological intervention.

Module & Critical Care is intended to assist and guide health
-care professionals in making clinical decisions when
managing patients requiring critical care

Module 5 Obstetrics and Maternity is intended to assist

and guide health-care professionals in making clinical
decisions when managing pregnant and posTtpartum

women.

Module & Neconatal and Paediatrics is intended to assist

and guide health-care professionals in making clinical
decisions about blood management in neonatal and

paediatric patients.

© MAZK ANDERZSON, WANW ANDERTOONS.COM

“What's that boy?! A paradigm shift?!”

Patient Blood Management Guidelines

http://www.blood.gov.au/pbm-guidelines




Patient Blood Management
Guidelines: Module 2

Perioperative

Quick Reference Guide

Ferritin >100 mcg/L

nce of chronic
kidney disease, renal
advice

Patient Blood Management Guidelines: Module 2 | Perioperative




% Patients anaemic & with low red cell indices
before elective surgery in SA 2008-10
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Barrier Analysis: Cause & Effect Diagram

RESULT MANAGEMENT CARE PROCESSES

Difficult to interpret the cause of anaemid
and therefore management _

No pre-op checklist for GP
pre joint replacement

Blood results not available at clinic

No pathway on how to Elective
manage anaemia patients

» undergoing
arthroplasty
with anaemia

Il defined responsibility for who is responsible
for follow up and management of abnormal results

Lack of awareness of whole pathway —

Lack of knowledge about importance
of pre-op anaemia

Lack of awareness of the

Patient access to GPs
importance of pre-op anaemia

Lack of awareness of the advers
outcomes of transfusion
Lack of knowledge of adverse

outcomes of transfusion
Unclear about how to manage/ tre

anaemia once detected

ACCESSIBILITY fpzlzr;t)EDGE AWARENESS
(Hospital and GP)
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IDA in hospitalised patients

Retrospective case note review of patients
with code of IDA (45% included)

119 patients in 2.5 years in 1 hospital in
Vic
— of 66 transfused:
36% no iron, 26% IV iron, 38% oral

— of 53 not transfused:
23% no iron, 14% IV iron, 60% oral

— 55% managed according to proposed
guidelines (9% in cardiac patients)




Anaemia in persons = 65 years in US

NHANES IIl 1988 — 1994
e 10% of peoplein US>65y
e 20% of peoplein US>85y

— 1/3 due to CKD and/or ACD
(12% CKD)

— 1/3 unknown cause

Guralnik et al Blood 2004

TurNnsS ouUT SHels anasemic.



Anaemia by age in Australia: NHMS 2011-12

Anaemia

6.4% women v 2.5% men

12.6% diabetics v 4.7% non-diabetics
16.1% with abnormal eGFR v 3.1%
without

Low ferritin in women
(low + normal Hb)

— (o)
2011 —12 National Health Measures Survey (NHMS) S 15 m Cg/L = 8 /)
N = 11,000, part of 201113 Australian Health Survey
N = 30,000 (80% participation rate) S 20 m Cg/l_ - 12%

<30 mcg/L=22%



Changes with increasing
iron deficiency

Iron Iron
Normal iron Storage  Deficient Deficiency
Depiletion Erythropoiesis Anemia

Storage
Compartment

Functional
Compartment
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‘I need something to make me feel better.
Can you prescribe a Porsche?’




2009 National IDA Meeting Priorities

e Knowledge gap in interpretation of
pathology results

— red cell indices
— iron studies
— influence of inflammation

e Clinician knowledge of Australian
oral & IV products

e Hospital / Primary care access to
oral & IV preparations




CLINICAL UPDATE

Diagnosis and management of iron deficiency anaemia:

The Medical Journal of Au a clinical update
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2 lron deficiency anaemia (IDA): assessment and management®

Anaemia®
Hb below laboratory reference range for age, sex, gestation (full history and physical examination is essential in all cases)

v v v

Serum ferritin > 15-30 pg/L" but <100 pug/L (see Box 3): Sarum ferritin > 100 pg/L: IDA unlikely

. * |dentify alternative causa(s) of anaemisz
. . . Possible IDAF = FID may still be present in ACD or CED if
Serum ferritin <15-30 pg/L in adults Iron deficiency is not excluded in the presence of inflammation, Tsat< 20%
Serum ferritin <10-12 pg/L in children chronic disease or high CRP Diagnesis of FID may be important for
ise= Box 3 directing therapy with IV iron and ESAs

Confirmed IDA? -

MOV may be normal in early |10 or with
coexisting vitamin B or folate deficiency Consider clinical context and seek advice Mot consistent with 1DA
= Expeart intarpretation of bleod film
= Consider testing CRP, sTIR
& (Clinical contaxt may warrant presumptive investigation and

management as DA

Consider discussion with haematclagist or clinical pathologist

w v

Consistent with 104
Review clinical findings for possible underlying pathology and sources of overt and occult blood loss (eq, Gl, genitourinary, nose, mouth, blood donation)®

ldentify alternative causels) of anaamia

Preschool Older Adolescent and premenopausal Adult men and
children® childremn women? postmenopausal women

v ¥ v ¥ ¥

Consider: Consider: Consider: Risk factors for Gl pathology: Exclude:
* Inadeqguate dietary iron = |madequate dietary iron = Inadeguate iron intake = 2| symptoms * 3| blood loss (eq, necclasm)
* Inadeguate complementary [especially i vegetarian} # Blood loss (eg, & Family history of colorectal & Coeliac diseass
foods (eg, excess milk * Rapidirebound growth menorrhagia, G, cancer Inwestigations:
ngestion) * Coeliac dissass hasmostatic defact) L | * Age =50 years *» Gastroscopy/colonoscopy
* Cows milk allergy = Parasitic infection » Coeliac dissase = Refractory, recurrent or » Coeliac scresning
* Rapidfrebound growth, = G| blood loss = Parasitic infection unexplained 10w * (Oithers as directed by dinical
former low birth weight
* Coeliac disease
* Parasitic infection
= Gl blood loss

¥ A L ¥

Treatment {see Box 43: Treatment (see Box 4):

& Oral iron liguid (3-6mg/kg elemental iron per day) & Oral iron {usually 100200 mg elemeantal iron per day*™) for at least 3 months after
for at least 2-3 months after normalisation of Hb normalisation of Hb

= Dptimise diatary iron content = I iron for selacted patients (s2e Box &)

= DOptimise dietary iron (secondary prevention] and address underlying causa

findirgs and context
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€Y Use the tabs below to explore the stages of iron deficiency’

Iron stores lron stores lron stores Iron deficient Iron deficiency
are adequate falling depleted red cell production anaemia

Iron stores depleted

With continued negative iron balance, iron
stores are depleted and will no longer be able
to supply iron to the plasm

Iron is transported in the plasma bound to

rin. This iron is used for haemoglobin
Body iron store: =4

the bone marrow, are now exhausted.

The serum tin level falls further (reflecting

storage iron depletion) and the transferrin

saturation, which reflects transport iron,

becomes low. Haemoglobin and red cell

production (erythropeiesis) however remain

normal.

Iran stores Iron stores lron stores lron deficient Iron deficiency
are adequate falling depleted red cell production anaemia

ency anaemia

ed cell production is reduced. Haemaoglobin
is below the laboratory reference range (for
The fall in haemoglobin
level is followed by a fall in MCH and then a fall
in MCV.

If previous results are available, a fall within the
normal range may be evident before they
become abnormal.

Changes on blood film examination are not
usually marked until the haemoglobin level
falls below 100-110 g/L, when characteristic
features, including abnormally shaped red
cells appear (e.g. elongated red cells called
‘elliptocytes’ and very narrow cells called ‘pencil
cells).




IDA App

IDA

The lron Deficiency Anaemia (IDA) Algorithm is now available for i0S (iPhone, iPad and iPod) and Android.

The ircn deficiency anaemia algorithm is an educational tocl designed to increase your understanding of the
diagnosis, investigation and management of iron deficiency anaemia.

Access for free from your mobile device.

Available on the

@& AppStore

C"/"““'A’D’ﬂ'.;m:;
“ Do Mad WANT TME PILL, THE SuPPoSITIRY, THE
P ATCN, OR TWE ATPP2N




IDA investigation and management algorithm tool

Is anaemia present?*

Is haemoglobin below laboratory reference range for age, sex and gestation?

ey &9

Full history and examination is essential in all cases.

BloodSafe

elLearning Australia




IDA investigation and management algorithm tool

What is the ferritin level?

o Serum ferritin <15-30 mcg/L in adults # or <10-12 mcg/L in children #
o Serum ferritin >15-30 mcg/L but <100 mcg/L

o Serum ferritin >100 mcg/L

Ferritin is an acute-phase protein and is elevated in inflammation, infection, liver disease and malignancy. This can result
in misleadingly elevated Ferritin levels in iron-deficient patients with coexisting systemic illness. In the elderly or among
patients with inflammation, iron deficiency may still be present with ferritin values up to 60-100 mcg/L. Serum iron
should not be used to diagnose iron deficiency as it is low in both iron deficiency and inflammation and has a marked
diurnal variation.

o . o elLearning Australia



IDA investigation and management algorithm tool

Confirmed IDA*

In an anaemic adult, a ferritin level <15 mcg/L is diagnostic of iron deficiency, and levels of
15-30 mcg/L are highly suggestive. In children, lower thresholds (ferritin <10-12 mcg/L) or
levels below the age specific cut-offs for the laboratory performing the tests are used. MCWV may
be normal in early IDA or with co-existing B12 or folate deficiency.

Use the button to investigate underlyving cause/s of IDA

BloodSafe

eLearning Australia




IDA investigation and management algorithm tool

Consistent with IDA

Investigate and determine the underlying cause(s) of IDA. Review clinical findings for possible
underlying pathology and sources of overt & occult blood loss (eg GI, genitourinary, nose, mouth,
blood donation) #

Choose an appropriate category for information on possible underlying causes:
» Pre-school children &

e Older children

s Adolescent & premenopausal women #

e Adult men & postmenopausal women

The management of IDA involves two CONCURRENT components: determination and treatment of the
underlying cause(s) (such as bleeding) and iron therapy to normalise the haemoglobin and replenish iron stores.

o . o elLearning Australia




IDA investigation and management algorithm tool

Adult men and postmenopausal women

Investigations to exclude GI pathology
Exclude:

« GI blood loss (eg neoplasm )
= Coeliac disease

Investigations:

& Gastroscopy/colonoscopy
= Assessment for coeliac disease
= Others as directed by clinical findings and context

The management of IDA involves two CONCURRENT components: determination and treatment of the underlying
cause(s) (such as bleeding) and iron therapy to normalise the haemoglobin and replenish iron stores.

Use the button to explore possible treatment options

o . o elLearning Australia




Look for a cause of iron deficiency
in parallel to treatment

CONTENTS .~ Enter keywords. Contact  Media & Press  Links  Taster Membership  Jobs  SWIG
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Guidelines for the Management of Iron Deficiency

Anaemia

Andrew F Goddard, Martin W James. Alistair 3 Meintyre, Brian B Scotk, on behalf of the British Society of Gastroenterology
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IDA investigation and management algorithm tool

Adolescent and premenopausal women *

Consider the following, then use the button to explore risk factors for gastrointestinal (GI)
pathology

» I[Inadegquate iron intake

Blood loss (eg menorrhagia, GI, haemostatic defect)
Coeliac disease

Parasitic infection

Risk factors for GI pathology

The management of IDA involves two CONCURREMNT components: determination and treatment of the underlying
cause(s) (such as bleeding) and iron therapy to normalise the haemoglobin and replenish iron stores.

Use the button to explore risk factors for GI pathology

o . o elLearning Australia




IDA investigation and management algorithm tool

Risk factors for GI pathology

Consider the following GI risk factors then use the button for information on further investigations
to exclude pathology

o GI symptoms

» Family history of colorectal cancer

e Age =50 years

» Refractory, recurrent or unexplained IDA

The management of IDA involves tbwo CONCURRENT components: determination and treatment of the underlyving
cause(s) (such as bleeding) and iron therapy to normalise the haemoglobin and replenish iron stores.

Click the button to explore exclusions and investigations




IDA investigation and management algorithm tool

Treatment options in adults
Options:

« Oral iron: usually 100-200mg elemental iron per day # for at least 3 months post normalisation of Hb
= IV iron for selected patients #

= Optimise dietary iron (secondary prevention) and address underlying cause

Refer to the list of commercially-available forms of iron supplementation in Australia suitable for the treatment of IDA in
Module Three of the BloodSafe eLearning IDA course. See Module Four for indications for IV iron.
Click on the home button below to start again.

BloodSafe

eLearning Australia




& Anaemia management :: SA Health - Windows Internet Explorer provided by SA Health

e —
@-\q}/ V@ Wi, sahie ith_sa‘guv.aﬂ-_ ps/wem/connect/publ cantent/ca+h intermmet/clinica [ - stafe za health

i Favorites 2= ] Web Siice Gallery «

@ Anaemia management :: SA Health ”'}T " o

Anaemia management Blood Safe elLearning Australia Iron Deficiency Anaemia app - The lron
Deficiency Anaemia algorithm is an educational tool designed to increase

BloodSafe educaftion, understanding of the diagnosis, investigation and management of lron Deficiency

standards and guidelines Anaemia (IDA). The IDA Algorithm is now available as an app for iPhone, iPad and
Android users

Blood product and fridge

registers Blood Safe eLearning Iron Deficiency Anaemia (IDA) module - The IDA course

aims to update and enhance your knowledge about the diagnosis. investigation and
BloodSafe contacts management of IDA_ It is designed for medical practitioners, nurses, midwives
pharmacists and other allied healthcare professionals such as dieticians

BloodSafe information for

e Diagnosis and management of iron deficiency anaemia - An Australian clinical

update from the Medical Journal of Australia, 2010
Dignity in Care Guidelines for the Management of lron Deficiency Anaemia - Comprehensive
guidelines from the British Society of Gastroenterology with an excellent flow chart

outlining the investigation of iron deficiency in different patient groups
Drug and alcohol programs 9 9 2 = i L

Oral iron dosing chart for clinicians (PDF 512KB) - Colour illustrations and
Viral Hepatitis Nursing Support dosing table of oral preparations available in Australia that are suitable for the

treatment of iron deficiency anaemia
Mationally Funded Centres
Program Prescribing checklist for IV iron (PDF 99KB) - This checklist provides guidance

on the indications, contradictions and precautions for the use of IV iron




$16.00
250ml bottle
PBS listed ($19.35)"

*Intended as a guide to the relative cost NOT price to the consumer (actual cost of OTC medicines may vary). Price guide from MIMS August 2011 except **Ferro-tab (RRP from AFT). TFor PBS listed products, the
PBS cost for concession holders is $5.60 (at time of writing). BloodSafe Oral Iron Table Version 1.7 October 2011, TP-L3-410. For updates & other resources see www.health.sa.gov.au/bloodsafe
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= Oral liquid solution
I Ferrous sulfate 30 mg/mL
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R o BqUivalent to 30 mg/S mL elemental iron
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BloodSafe Oral Iron Table Version 1.7 October 2011, TP-L3-410.

Due to variations in computer colour profiles, when printed or viewed on screen, colours of these tablets may not be a true representation




Maltofer (oral iron polymaltose) available in Australia since July
2015 — tablets (approx $26 per 30), syrup
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Dfar PHARMAGY MEDICINE
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PHARMACY MEDICINE 5
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IV Iron in Australia

* [ron polymaltose (Ferrum H / Ferrosig)
e |ron sucrose (Venofer)

e |ron carboxymaltose (Ferinject)

-

=

PRESCRIPTION ONLY MEDICINE
PR ESC HIPTION ON LY MED'C I NE KEEP OUT OF REACH OF CHILDREN

KEEP OUT OF REACH OF CHILDREN VenOfer .
" Concentrate for sclution for infusion
FerrumH . . :

I PRESCRIPTION ONLY MEDICINE J

HEEP OUT OF REACH OF CHILDREN

Sucrose Gomplex] 2.79/8 mL

=

y - DO NOT USE UNDILUTED G
-

-

oy

5 ampoules {5 mL)

r. ]
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KEEP OUT OF REACH OF CHILDREN
Ferru‘ l ’ H Injection

sl o s of ir maltose 318 mg
1 to 100 mg iron por 2 mi

For intramuscular injection

A e 5 x 2 mL ampoules

FOR INTRAM LAR
INIECTION OR
INTRAVENOUS DiP
INFLESION

PRESCRIPTION ONLY MEDICINE |
KEER GUT OF REACH OF CHILDREN

ferinject
One 2 mi vial
contains 100 mg iron

R
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—

BloodSafe Intravenous Iron Table TP-L3-811 v1.0 April 2015 Due to variations in computer colour profiles, when printed or viewed on screen, colours may not be a true representation.




IV Iron Prescribing Checklist PATIENT LABEL
LR Mo
INDICATHON Maarrw:

*Confurmed ron Deficiency Anaemia AND: DOB

R CMELT o) RO EHTRRTICY ATRMTIE MUA P00 Docton

1 Shont time 10 non-def axrabie surgery assocated with substantel blood loss

I 1 Raped iron repletion dmcally smportant to prevent decompensabon o franshisaon

I 1 Dexrsardrates] ol oles:n o owal won (desgule rmodiiczlion o dosie and reoguenoy )

] Dexnosstrated non-compeance wilth oral won

1 Dexnonstrated Lack of afficacy with therapeuhc doses of oral won {1100 200 meg of edermental won a
day eq 1 or 2 tabdets per day of ather Femmo-tab, emo flab, Femograduamet, Farograd C, Fefol or
FGE)

I 1 Owsegoomnieg wosn {blood) kesies enccesscmng ateompion

I 1 Malabsorphion of won

I 1 Absolrde or undiional iron deficdency m chronic beart fadure {(as per nabonal gusdelines)

] Absobute or functional iron defidoency m dhronic kdney discase (as por Renal Ut gusiclines)

Deetails re indi cation

Condrardd el kns I 1T NCOMNI
Anacmea not doc w defiaoncy (deagnoss must be basod on laboratony tests

e o serrm s unclesarn)
Buvdenoe of won overload or desturbanoes of utdrsation ncludng hacrmochromsat
Knivam hypersensiinaty to IV or IM iron {discuss chaoe of IV ron preparabon and indication wiath an

Froscaul ins

- . 5 Sa
Supehcant lver dystuncion {decuss ks 7 benelds with gastroenterdoge:t ), avad mpatients with It sort ofnlakes you stop and think, doesn't it.
hepatic dysfundion where ron overkoad i a precipiiatng factor, m parbicular porphyna cutanea tarda = =

U wath caubon macule or chronec mifechon afler assesang nskes £ benedils & seok expenl adnce
AVOKT (LI ACTIVE Sy STEIsC INTeCTon / Dacler acima

L 1sx walh camilson ardbeTE, e eTTES oF .ii()pl( alevome= consackos i ()“-i[!l.i‘ e — seeko eogeesl achace

o farst nmester
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IV Iron Prescribing Checklist PATIENT LABEL

INDICATION
*Confirmed Iron Deficiency Anaemia AND:
*See Clinical Update on Iron Deficiency Anaemia MJA 2010 Doctor: ______ . Ward: _________.

[1 Short time to non-deferrable surgery associated with substantial blood loss

[] Rapid iron repletion clinically important to prevent decompensation or transfusion
[ Demonstrated intolerance to oral iron (despite modification of dose and frequency)
[1 Demonstrated non-compliance with oral iron

1 Demonstrated lack of efficacy with therapeutic doses of oral iron (100-200 mg of elemental iron a
day: eq. 1 or 2 tablets per day of either Ferro-tab, Ferro-f-tab, Ferrogradumet, Fermograd C, Fefol or

FGF)
[1 Ongoing iron (blood) losses exceeding absorption
[] Malabsorption of iron
[1 Absolute or functional iron deficiency in chronic heart failure (as per national guidelines)
[1 Absolute or functional iron deficiency in chronic kidney disease (as per Renal Unit guidelines)

Details re indication:




Contraindications I 1 NONE

1

1
1

Anaemia not due to iron deficiency (diagnosis must be based on laboratory tests, seek advice if
cause of anaemia is unclear)

Evidence of iron overload or disturbances of iron utilisation including haemochromatosis

Known hypersensitivity to 1V or IM iron (discuss choice of IV iron preparation and indication with an
expert such as haematologist, nephrologist, gastroenterologist or other specialist)

Previous IM or IV iron ['1 NONE

Significant liver dysfunction (discuss risks / benefits with gastroenterologist), avoid in patients with
hepatic dysfunction where iron overload is a precipitating factor, in particular porphyna cutanea tarda

Use with caution in acute or chronic infection after assessing risks / benefits & seek expert advice.
Avoid during active systemic infection / bacteraemia.

Use with caution in asthma, eczema or atopic allergies, consider in hospital use — seek expert advice
In pregnancy seek expert advice re rnisks / benefits, administer in hospital & avoid in first tnmester
Not recommended in children under 14 years - seek expert advice

See Pl re lactation, fertility, sodium content, paravenous leakage (may cause permanent staining)

= |V iron can cause hypersensitivity reactions (including anaphylactoid), which may be fatal & can occur
after previous uneventiful doses. Cardiopulmonary resuscitation facilities MUST be available. Stop
immediately if signs of allergy or intolerance. Observe for at least 30 min post infusion.

= Regular monitoring of FBE & ferritin for recurrent iron deficiency and iron overload is required. Assess
underlying cause in ALL patients — refer to Clinical Update on Iron Deficiency Anaermia MJA 2070.

= Always consult full product information of IV iron product to be used, seek expert advice when required.
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Difference between IV iron preparations

IV iron preparations differ from each other by the size of the core, the type and density of the
surrounding carbohydrate shell, and the overall molecular weight. Maximum dosage and
infusion rates are specific to each product and are not interchangeable. The molecular weight
of iron sucrose is 34-60 kDa, ferric carboxymaltose is 150 kDa and iron polymaltose is
approximately 450 kDa.

Three different IV iron preparations

Iron
oxyhydroxide
core

Carbohydrate
shell

Increasing molecular weight




Table 1. Total Iron Dose With the FCM Dose Regimen

Hb (g/dL) Body weight <70 kg Body weight =70 kg
=10 1000 mg 1500 mg
7—10 1500 mg 2000 mg

MNOTE. Total dosage was administered in single infusions of 500 mg or
1000 mg iron as FCM. For patients with a body weight <67 kg, single
doses of 500 mg were given.

FERGIcor, a Randomized Controlled Trial on Ferric Carboxymaltose for

Iron Deficiency Anemia in Inflammatory Bowel Disease
GASTROENTEROLOGY 2011;141:846—853
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Intravenous (IV)
iron infusions
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Thank-you

We are
too busy

Rogers Diffusion Of Innovation Bell




Meta-analysis of efficacy & safety of ferric

carboxymaltose

14 studies with 2,348 randomised patients exposed
to ferric carboxymaltose

Anaemia secondary to CKD, blood loss in obstetric
and gynae conditions, Gl disease, heart failure

3 cohort studies

Iron given up to the total iron deficit, to max of 1000

mg per week
Moore et al. BMC Blood Disorders 2011, 11:4

http://www.biomedcentral.com/1471-2326/11/4



Mean Hb change (g/L) - Ferric carboxymaltose

40 - Oral iron

1 2 <} (5] 6-12
Weeks from start of treatment

Figure 1 Time course for Hb changes.

Hb responders (%) - Ferric carboxymaltose
Response was defined in various ways: Bl o iron
Achieving target Hb increase (typically
>20 g/L)

Achieving a target Hb level (typically
>120 g/L)

1 2 < [ 6-12
Weeks from start of treatment

Figure 7 Time course of Hb responders.




Mean ferritin change (ug/L)

- Ferric carboxymaltose

600 —

500 _ - Oral iron

400

300 —

200 -

100
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2 4 6 6-12
Weeks after start of treatment

Figure 2 Time course for serum ferritin changes.




Table 4. lron product—related adverse reactions (=1% of study patients)’

Ferric carboxymalrtose Oral or IV iron comparator
(= 1,775) (n = 1,783)

MNausea 7.2% 1.8%
Hypertension 3.8% 1.9%
Flushing/hot flush 3.6% 0.2%
Blood phosphorus decrease A% 0. 1%
Dizziness Yo 1.2%
Vomiring 1.7% 0.5%
Injection-site discoloration 1.4% 0.3%
Headache 1.2% 0.9%
ALT increase 1.1% 0.2%
Dysgensia 1.1% 2.1%
Hypotension 1% 1.9%
Consdpation 0.5% 0.9%

Note: ALT = alanine aminotransferase; I'V = intravenous,




National PBM Guidelines - Medical

Cardiac — chronic heart failure

Recommendation




50 GP Educational Visits

82% individual visits, average 37 min

86% very interested in topic

94% believed pre-op anemia/ID role of GP

16% used IM iron, difficulties access to IV

42% did CRP but many unaware why, iron studies if microcytic
44% consulted haematologist, 36% pathology service for advice

84% prescribed a particular oral iron (therapeutic dose) although
unaware of interactions

Frustrating navigating referrals to hospitals
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