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Iron deficiency anaemia

The WHO defines anaemia as being characterised foydimg of a Haemoglobin (Hb) concentration of 301g/L in
men, <120 g/L in women, and <110 g/L in pregnanmen and preschool children. Clinical manifestatiofsron
deficiency anaemia (IDA) include weakness, headaichimbility and fatigue. Less common symptomslimle glossal
pain, dry mouth, alopecia and generalised pruritas deficiency, without overt anaemia, is asstdawith cognitive
impairment in pre-schoolers, teenagers and thelgldehe impact of even mild iron deficiency anaamipon physical
functioning of the elderly can be significant. Aatrinvolving community dwelling elderly women fodrthose with
borderline Hb of 120-130 g/L performed worse thaose with Hb 130-150 g/L on tests of walking spésdance and
ability to rise from a chair.

Serum ferritin is the most meaningful index of irdeficiency. It is generally accepted that a figdof a serum ferritin
concentration of <15 mcg/L is diagnostic of irorficiency and levels of 15-30 mcg/L are highly sugigee. Serum
ferritin is an acute phase protein and in patieits elevated CRP, serum ferritin levels may inse=at least three-fold,;
hence iron deficiency may be present with ferrigimels of 60—100 mcg/L. Serum iron concentratioresrat useful for
diagnosing iron deficiency as they show significdintrnal variation and are low in the presencenfiiimmation.

Identification of the underlying cause of IDA shdwccur in parallel with the initiation of iron feggement. Oral iron is
an effective first line strategy for most patiernfthe therapeutic dose of elemental iron in adslts00—-200 mg/day (3-6
mg/kg/day in children), given in daily or in 2—3vidied doses according to tolerability. In the aleseof ongoing blood
loss, the administration of a therapeutic doseasf iwould normally produce a rise in Hb of approately 20 g/L within
a period of 3-4 weeks. Once Hb is normalised, tlwrapy is usually continued for 3—-6 months forledand 2—3
months for children, to ensure iron stores areetepl

To maximise oral absorption iron should be takefiofgefood; however if gastrointestinal adverse @Heoccur it may be
taken with food or at night. There are a numbepaitntial drug interactions with oral iron. Of ngiatients receiving
oral iron and a proton pump inhibitor (PPI) may exence an attenuated response to oral iron (imgaibsorption due
to hypochlorhydria). If this interaction is suspattconsider withdrawal of the PPI (if clinically mppriate), or seek
expert advice regarding the need for administrawiolV iron.

For more information on ID and other anaemias, udiclg an illustrated iron tablet dosing chart ar@hsumer
information refer tchttp://www.health.sa.gov.au/bloodsafe/
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