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Presenter Declarations

I have the following declarations of relationship with 
industry:

◼ None



What I’ll cover today

◼ Pathway for diagnosing ID

◼ Developing an optimal pathway for post 
investigational iron therapy 



When to test for IDA

◼ Be aware of ‘at risk groups’, but also that 
~1/3 of the global population are anaemic

◼ Poor diet (all age groups)

◼ Women and Children mostly

◼ Malabsorption inc Coeliac Disease

◼ Pregnancy when Hb below cut-off

◼ Tiredness, fatigue, hair-loss, restless legs, 
pica!

◼ History of bleeding, regardless of the Hb



How Iron moves around the 
body
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Typical case scenario

◼ M is a 36 year old woman with 2 children 
aged 6 and 8.

◼ Presents to GP with increasing fatigue. 
Nothing abnormal dietary-wise. Periods 
heavy but normal for her. Concerned that 
hair thinning and brittle nails. No relevant 
FHx



Bloods done

◼ Hb 118g/l (normal >120g/l)

◼ Blood count otherwise unremarkable:

◼ MCV 82fl (normal) 

◼ Haematinics may or may not have been 
done at the same time

◼ If not requested: Once FBC seen, can return 
for haematinic testing

◼ If requested: Ferritin (and other haematinics) 
should be back within 24 hours



FBC of adults with serum 
ferritins of 10,11 or 12mcg/l



Wouldn’t it be better if?

◼ When the blood count returns abnormal 
that we reflex test?

◼ That this follows an evidence-based 
algorithm?



CDS 
(Clinical Decision Support System)

◼ A decision support system that is focused on 
using knowledge management in such a way 
as to achieve improved healthcare delivery and 
patient care based on targeted clinical 
knowledge, patient data and other healthcare 
information

◼ We use Abbott systems but could be equally 
applicable to other lab platforms



Develop CDS



Why not?

◼ Current funding means that reflex tests not 
funded

◼ We are currently piloting this for one large local GP 
Practice

◼ Has required significant Clinical Scientist input

 for development (only one Haematology CS 
in the Peninsula)



Appropriate digital next steps

◼ Reflex testing based upon evidence base

◼ That can potentially advise next steps

◼ In the case scenario the Hb is 118g/l. 
Serum b12 and folate normal, but serum 
ferritin is low at 10mcg/l

◼ Next step is to review guidance

◼ Next step is oral iron therapy



We don’t need any more tests.
But sometimes we do….

Haematology Chemistry & Immunoassay

Hb ZPP

Serum ferritin STfR

MCH Serum iron,

MCV TIBC

Retic count transferrin saturation 

%hypo or %HRC Serum Epo

CHr, Ret-He, MCHr, LHD% Hepcidin

Bone marrow Response to Iron



IDA Guideline:



Cannot tolerate oral iron…

◼ Or despite ‘concordance’ no significant 
response

◼ Follow available guidance

◼ Intravenous iron therapy



Iron infusion services

◼ This patient would not be accepted 
through SDEC

◼ Referral to specialist

◼ Has to be in a healthcare setting

◼ Has to have a responsible clinician 

◼ Gastroenterology, Medical, Haematology

◼ At UHP it is Haematology……..me!



IV iron service

◼ ~430 patient episodes in the past 5 years

◼ Seen in clinic to assess:

◼ Clinical picture

◼ Appropriate investigations

◼ Therapies tried/failed

◼ Risks/benefits explained

◼ If applicable request and prescribe iv iron

◼ I generally use Ferinject fixed dose 1g, 
although some I do treat more on second 
week



◼ Patient leaves PIU with a blood form

◼ Because we cannot request bloods on GP 
systems if they have their bloods at GP

◼ Makes contact via email or by phone

◼ Generic email. Currently forwarded to me

◼ I look up results*see next slide

◼ I dictate email to patient & GP

◼ I either send another form for 3 months 
(most often used timeframe) or arrange more 
iv iron

◼ They leave PIU with another form



*What about PKB?

◼ Someone still needs to interpret but if we 
pre-define triggers that’s less of an issue

◼ For many of the requests that come under 
my name the results may harbour 
significant abnormalities, which are best 
explained before seen.



Suggestions

◼ This doesn’t need to be led by me. I am 
training another clinical scientist to do the 
clinic instead

◼ We are working with Dr Whiteley, Director 
of Lexacom to scope out possibilities to 
streamline communications with patients.

◼ EPR’s (currently not in place at UHP) may 
already have this functionality of course.



Suggestions

◼ Do you have any suggestion or next steps 
please?

◼ We believe that we provide a valuable 
service, how do we ensure its correct use?



Thank You
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