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» Hb < 10 g/dL, 23 percent.


https://www.youtube.com/watch?v=YHxmJEwqBBc&feature=youtu.be

Hb < 11 g/dL, 18 TO 57 percent.
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Iron deficiency Anemia
TS% < 20%
and/or
SF <100 pg/L

[ NOT onfan ESA [OnJan EsA

1-3 months oral therapy especially if a therapy for patients who
iron therapy more rapid increase in Hb are not receiving iron
(Limited by GI side effects) concentration is desired. supplementation

therapy to maintain
iron repletion
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» PD patients, more similar to CKD ND than HD, likely responsiveness to iron.

* Oral

« 200 mg of elemental iron daily (for instance ferrous sulfate 325 mg three times daily; each pill

provides 65 mg elemental iron).
+ 1-3 month not meet goal = iv form.

. IV

» Limited studies, IV iron is superior than oral iron.
+ Single large dose or as repeated smaller doses depending on the specific IV iron preparation used
« Initial, approximately1000 mg =» repeated if

+ Increase Hb level and/or allow a decrease in ESA dose

« iTSAT remains 30% and serum ferritin remains 500 na/ml

Spinowitz BS. Ferumoxytol for treating iron deficiency anemia in CKD. J Am Soc Nephrol 2008; 19: 1599-1605.

Use of iron to treat anemia in CKD

iron

ion in peritoneal
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Flow Chart(PD)

Principle

1. Physician dependent (Severity, vascular access,
response to oral iron ?, side-effects, compliance)

2. Similiar as CKD ND

PD pts
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o TSAT{ 30% &

Ferritig < 300 ng/mL ? i Oral, FeSO4 325mg tid,
Vascular Ferros gluconate 300mg tid
l ESA?  access? /
OBS Iron suppiment > » —Pp |V, Iron Sucrose complex,
therapy TSAT<20%, YES 100-200mg IV drip monthly
Hserum ferritin recheck,
. .
< 100 ng/dL ? 1-3 mos, if
not meet
ESAs(if likely benefit §2{R EPO 20000 U/month goal, adjust
or still anemia) OR 53 DPO to IV
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