
1.2 Iron deficiency anaemia

Anaemia, iron deficiency
Iron deficiency, treatment and prophylaxis
Treatment with an iron preparation is justified only in the
presence of a demonstrable iron-deficiency state. Before
starting treatment, it is important to exclude any serious
underlying cause of the anaemia (e.g. gastro-intestinal
bleeding). The possibility of thalassaemia should be
considered in children of Mediterranean or Indian
subcontinent descent.
Prophylaxiswith an iron preparation may be appropriate in

those with a poor diet, malabsorption, menorrhagia,
pregnancy, in haemodialysis patients, and in the
management of low birth-weight infants such as preterm
neonates.

Oral iron
Iron salts should be given by mouth unless there are good
reasons for using another route.
Ferrous salts show only marginal differences between one

another in efficiency of absorption of iron. Haemoglobin
regeneration rate is little affected by the type of salt used
provided sufficient iron is given, and in most patients the
speed of response is not critical. Choice of preparation is
thus usually decided by formulation, palatability, incidence
of side-effects, and cost.
Treatment of iron-deficiency anaemia
The oral dose of elemental iron to treat deficiency is
3–6mg/kg (max. 200mg) daily given in 2–3 divided doses.
Iron supplementation may also be required to produce an
optimum response to erythropoietins in iron-deficient
children with chronic renal failure or in preterm neonates.
When prescribing, express the dose in terms of elemental

iron and iron salt and select the most appropriate
preparation; specify both the iron salt and formulation on
the prescription. The iron content of artificial formula feeds
should also be considered.

Iron content of different iron salts

Iron salt/amount Content of ferrous iron

ferrous fumarate 200mg 65mg

ferrous gluconate 300mg 35mg

ferrous sulfate 300mg 60mg

ferrous sulfate, dried 200mg 65mg

sodium feredetate 190mg 27.5mg

Prophylaxis of iron deficiency
In neonates, haemoglobin and haematocrit concentrations
change rapidly. These changes are not due to iron deficiency
and cannot be corrected by iron supplementation. Similarly,
neonatal anaemia resulting from repeated blood sampling
does not respond to iron therapy.
All babies, including preterm neonates, are born with

substantial iron stores but these stores can become depleted
unless dietary intake is adequate. All babies require an iron
intake of 400–700nanograms daily to maintain body stores.
Iron in breast milk is well absorbed but that in artificial feeds
or in cow’s milk is less so. Most artificial formula feeds are
sufficiently fortified with iron to prevent deficiency and their
iron content should be taken into account when considering
further iron supplementation.
Prophylactic iron supplementation may be required in

babies of low birth-weight who are solely breast-fed;
supplementation is started 4–6 weeks after birth and
continued until mixed feeding is established.

Infants with a poor diet may become anaemic in the second
year of life, particularly if cow’s milk, rather than fortified
formula feed, is a major part of the diet.
Compound preparations
Some oral preparations contain ascorbic acid p. 680 to aid
absorption of the iron, but the therapeutic advantage of such
preparations is minimal and cost may be increased.
There is no justification for the inclusion of other

ingredients, such as the B group of vitamins, except folic
acid p. 620 for pregnant women.

Parenteral iron
Iron can be administered parenterally as iron dextran p. 617,
iron sucrose p. 617 or ferric carboxymaltose p. 617.
Parenteral iron is generally reserved for use when oral
therapy is unsuccessful because the child cannot tolerate
oral iron, or does not take it reliably, or if there is continuing
blood loss, or in malabsorption.
Many children with chronic renal failure who are receiving

haemodialysis (and some who are receiving peritoneal
dialysis) also require iron by the intravenous route on a
regular basis.
With the exception of children with severe renal failure

receiving haemodialysis, parenteral iron does not produce a
faster haemoglobin response than oral iron provided that the
oral iron preparation is taken reliably and is absorbed
adequately. If parenteral iron is necessary, the dose should
be calculated according to the child’s body-weight and total
iron deficit. Depending on the preparation used, parenteral
iron is given as a total dose or in divided doses. Further
treatment should be guided by monitoring haemoglobin and
serum iron concentrations.

MINERALS AND TRACE ELEMENTS › IRON,
INJECTABLE

fIron (injectable)
IMPORTANT SAFETY INFORMATION
MHRA/CHM ADVICE: SERIOUS HYPERSENSITIVITY REACTIONS
WITH INTRAVENOUS IRON (AUGUST 2013)
Serious hypersensitivity reactions, including life-
threatening and fatal anaphylactic reactions, have been
reported in patients receiving intravenous iron. These
reactions can occur even when a previous administration
has been tolerated (including a negative test dose). Test
doses are no longer recommended and caution is needed
with every dose of intravenous iron.
Intravenous iron products should only be

administered when appropriately trained staff and
resuscitation facilities are immediately available;
patients should be closely monitored for signs of
hypersensitivity during and for at least 30minutes after
every administration. In the event of a hypersensitivity
reaction, treatment should be stopped immediately and
appropriate management initiated.
The risk of hypersensitivity is increased in patients

with known allergies, immune or inflammatory
conditions, or those with a history of severe asthma,
eczema, or other atopic allergy; in these patients,
intravenous iron should only be used if the benefits
outweigh the risks.
Intravenous iron should be avoided in the first

trimester of pregnancy and used in the second or third
trimesters only if the benefit outweighs the potential
risks for both mother and fetus.

l CONTRA-INDICATIONS Disturbances in utilisation of iron .
iron overload

l CAUTIONS Allergic disorders . eczema .hepatic
dysfunction . immune conditions . infection (discontinue if
ongoing bacteraemia) . inflammatory conditions . oral iron
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