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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 alse' that
~1 /5 of the global population are anaemic
= Poor diet (all'age groups)

= \Women and Children mostly.

= Malabsorption'inc Coeliac Disease

= Pregnancy. when Hb' below: cut-ofif

iredness, fatigue, hair-loss, restless legs,
pica!
History: of bleeding, regardless of the Hb



How. [ron moves around the
body
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Typical case scenario

Miis 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 normallfor her. Concerned that
hair thinning and: brittle nails. No:relevant
FHX



Bloods done

Hb 118g/I (hormal >120g/1)

Blood count otherwise unremarkable:
s MCV 821l (normal)

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

= [ not requested: Once FBC seen, can return
for haematinic testing

s [F requested: Ferritin (and other haematinics)
should be back within 24 hours



Figure 2. Distribution of MCV
160 -
Naormal Fit
140 - (Mean=82 5, SD=7 6)

120 |
100 Z \
4 Figure 3. Distribution of MCH
180 -
Normal Fit
160 + (Mean=26.0, SD=3.2)

Frequency
[e1)
o

1]
o

B
o

1 140 -
2 AN > 120 - \
C‘50 55 60 65 70 75 80 8 90 95 100 105 110 §100' \
MCcv g 80
L g -
i 40 - \
FBC of adults with serum | / T

ferritins of 10,11 or 12mcg/I 0

14 16 18 20 22 24 26 28 30 32 34 36
MCH

Figure 1. Distribution of Haemoglobin

Mormal Fit
{(Mean=114.3, SD=18.6)

-
o
o

o]
o
L

Frequency
[8)]
o

I~
o

b
(=]
L

Z

20 30 40 50 60 70 80 90 100110120130 140150 160
Hb (g/l)

0




Wouldn't it be better if?

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

Tihat this follows an evidence-based
algorithm?



CDS
(Clinical Decision Support System)

A decision support system that Is focused on
Using knowledge management in suchi 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
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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 €S
In the Peninsula)



Appropriate digital next steps

Reflex testing based upoen evidence base
That can potentially: advise next steps

In the case scenario the Hbiis 118g/l.
Serum bl2 and folate normal, but serum
ferritin 1s lew: at 10mcg/|

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 /PP

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:
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ABSTRACT

Iron defidency anaemia (IDA) is a major cause of
morbidity and burden of disease worldwide. It can
generally be diagnosed by blood testing and remedied
by iron replacement therapy (IRT) using the oral or
intravenous route. The many causes of iron defidency

incude poor dietary intake and malabsorption of dietary

iron, as well as a number of significant gastrointestinal
(GI) pathologies. Because blood is iron-rich it can
result from chronic blcod loss, and this is 2 common
mechanism underlying the development of IDA—for

example, as a consequence of menstrual or Gl biood loss.

Approximately a third of men and postmenopausal
women presenting with IDA have an underlying
pathological abnormality, most commonly in the GI
tract. Therefore optimal management of IDA requires
IRT in combination with appropriate investigation

10 establish the underlying cause. Unexplained IDA
in all at-risk individuals is an accepted indication for
fast-track secondary care refes the UK because
Gl malignancies can present in this way, often in the

absence of specific symptoms. Bidirectional Gl endoscopy

is the standard diagnostic approach to examination
of the upper and lower Gl tract, though radiological
scanning is an alternative in some situations for
assessing the large bowel In recurrent or refractory IDA,
wireless capsule endascopy plays an important role in
assessment of the small bowel.

IDA may present in primary care or across a range of
specialties in secondary care, and because of this and
the insidious nature of the condition it has not always
been optimally managed despite the considerable
burden of disease— with investigation sometimes
being inappropriate, incorrectly timed or incomplete,
and the role of IRT for symptom relief neglected. It is
therefore important that contemporary guidelines for
the management of IDA are available to all diinidan
This document is a revision of previous British Society
of Gastroenterology guidelines, updated in the light of

subsequent evidence and developments.

EXECUTIVE SUMMARY OF RECOMMENDATIONS

AND PRACTICE STATEMENTS
Background

. Iron deficiency anacaua (IDA) is common, and
a major cause of morbidity worldwide (evidence
statement

quality—high, consensus—100%,
strength—strong).

. IDA can be caused by a range of CI patholo-

gies including cancer, and so Gl investigation on
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an urgent basis should be considered in adults
with a new diagnosis of IDA without obvious
explanation (evidence quality—bigh, consen-
sus—8596, statement strength—strong).

Definitions

3.

We recommend that anaemia is defined as a hae-
moglobin (Hb) concentration below the lower
limit of normal for the relevant population and
laboratory perfornung the test (evidence guai-
ity—medisem, consensus—10096, statement

strength—strong).

. We recommend that iron deficiency should be

confirmed by iron studies pror to vestigaton.
Serum fernitin is the single most useful marker
of IDA, but other blood tests (eg, transferrin sat-
uration) can be helpful if a false-pormal ferritin
is suspected (evidence quality—medium, consen-
sus—9200, statement strength—strong).

. We recommend that a good response to iron

therapy (Hb nse =10 g/L within a 2-week tume-
frame) in anaemic patients is highly suggestve of
absolute wron deficiency, even if the results of iron
studies are equivocal (evidence quality—medium,
consensus—10090, statement strength—strong).

Initial clinical assessment

6.

We recommend taking a derailed history,
as it may provide important clues as to the
cause(s) of IDA in the individual case (evidence
guality—iow, consensus—10006, statement
strengeh—strong).

. We recommend that initial investigadon of con-

firmed IDA should include urinalysis or urine
microscopy, screening for coeliac disease (CD)
and in appropriate cases, endoscOpic examina-
ton of the upper and lower GI wact (evidence
quality—moderate, consensus—859, statement
strength—strong).

. CD is found in 396596 of cases of IDA, and we

recommend that it should be routinely screened
for serologically, or on small bowel biopsy at
the tme of gastroscopy (evidence quality—bigh,
consensus—849, statement strength—strong).

. Age, sex, Hb concentragon and mean cell vol-

ume are all independent predictors of risk of GI
cancer in IDA, and need to be considered as part
of a holisuc risk assessment. It follows thar the
cancer fisk in iron deficency without anaemia
is low (evidence quaiity—high, consensus—929%,




Cannot tolerate oral iron...

Or despite ‘concordance’ no significant
response

FFollow: available guidance

Intravenous iron therapy:



Iron infusion services

This patient would net be accepted
through SDEC

Referral to specialist

= Has to be ina healthcare setting

s Has to have a responsible clinician

s Gastroenterology, Medical, Haematology:
= At UHP'it iIs Haematoelogy........ me!



IV Iron service

~43(0 patient episodes in the past 5 years

Seeni in clinic to assess:
s Clinical picture

= Approepriate investigations
s [[herapies tried/failed

= Risks/benefits explained

It applicable reguest and prescribe v iron

= | 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 reguest bloeds on GP
systems ifi they have their bloods at GP

Makes contact via email or by phone

s Generic emall. Currently forwarded torme
= [ look up: results

s | dictate emall to patient & GP

= [ either send another form for 3 months
(most often used timeframe) or arfange more
IV IFon

= [hey leave PIU with another form



What about PKB?

Someone still needs to interpret but iff 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 deesn't need to be led by me. I am

training anoether clinical scientist tordo the
clinic instead

We are working with Dr Whiteley, Director
off Lexacom to scope out pessibilities to
streamline communications with patients.

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