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Intravenous Iron in CKD patients.

Aim and scope
e This document applies to patients with anaemia of chronic kidney disease
(CKD) including those treated with erythropoietin stimulating agents (ESA)
e |t does NOT apply to patients on haemodialysis or peritoneal dialysis (see
relevant guidelines)
e The preferred IV iron formulation is ferric carboxymaltose (Ferinject) on the
basis of its rapid infusion time and similar safety profile to older formulations.

Definitions for CKD related anaemia
Anaemia: Haemoglobin < 115g/L with symptoms

Iron deficiency: Ferritin < 300ug/L AND/OR TSat < 20%

Target iron studies (iron replete): Ferritin 300-800ug/L AND TSat 20-50%
Target Haemoglobin : 100-129¢g/dL

Indications for intravenous iron infusion:
¢ |ron deficiency anaemia
e Suboptimal response to ESA therapy and not iron overloaded

Contraindications to using IV Iron:
e Hb>120¢g/L
e Active infection
¢ |ron overload
NB: In the case of suspected or known allergies to one formulation of IV
iron an alternate formulation may be considered depending on clinical
circumstances

Intravenous iron infusion:
e To be given in Ambulatory Care Unit
e Use a peripheral cannula
o do not use AV fistula/ graft arm
e An AV fistula/graft must not be used for iron infusions

Recommended dosage schedule:
e 500 mgto 1000 mg of iron administered IV in a single infusion

First choice IV iron option: Ferric carboxymaltose (Ferinject)
1. Ferric carboxymaltose may be given in doses up to 1000mg over 15 minutes.
2. No first dose modifications are required to the infusion protocol
e Doses up to (and including) 500mg
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o Dilute dose in 100mL 0.9% normal saline and infuse over
15mins
e Doses up to 1000mg
o Dilute dose in 250mL 0.9% normal saline and infuse over
15mins

Second choice IV iron option: Iron polymaltose (Ferrum H, Ferrosig)
Initial dose:
e Dilute dose in 500 mils 0.9% normal saline and infuse over 4 hours
via an infusion control device at a rate of 15 mis/hr for the first 30
minutes
o (setrate to 15 mls/hr and volume 7.5 mls)
e Inthe absence of a reaction, increase pump speed to 120 mis/hr

Subsequent (Fast Track) doses:
e Dilute dose in 500 mls 0.9% normal saline and give over 4 hours
o when unsure whether this is the patient’s first dose or the first
dose was given more than 12 months ago please use the
initial dose regime.

Suggested pathway for organising outpatient IV iron

MEDICAL OFFICER
1. To sign ACU (Ambulatory Care Unit) admission/referral form
2. If Ferrum H/Ferrosig is prescribed then 1% dose or maintenance dose (any dose
after the 1%' dose) must be documented
3. Medical Officer to write internal script (check availability in hospital pharmacy)
or an external script for Ferinject.

NURSING/CLINIC/ADMIN STAFF

1. Call ACU and book appointment for patient — note the appointment time on the
referral form

2. Faxreferral form to ACU (from renal website ‘Ambulatory Care Unit’ tab)

3. Include the ‘medication chart * with instructions written in and chart signed. This
can also be downloaded from the renal unit website (as above)

4. Give original referral form, medication chart and script to patient including a
letter with instructions (if you have not used the medication chart to write the
instructions) and the contact details for ACU for the patient

5. All days available except Thursdays

PATIENT:

1. Patient can obtain medication from hospital pharmacy (if available) or an
outside pharmacy. Cost: $6.00 pensioner, $36.90 non-pensioner

2. To contact ACU if they need to change or cancel their appointment

3. For Ferinject or any maintenance dose of Ferrum-H or Ferrosig (any dose after
the 1°! dose) patient can expect a shorter admission and will be in a chair

4. For 1 dose of Ferrum H or Ferrosig patients can expect a 4 hr admission and
will be in a bed

Renal Department, revised 2015 Page 2 of 4



St George Hospital Renal Department: INTERNAL ONLY

References:
1. McMahon L. Haemoglobin. Nephrology. 2008; 13:s44-s47
2. CARI: Caring for australiasians with renal impairment: Guideline summary; 2009 [cited

2010 July 14]. Available from: http:// www.cari.org.au/ DIALYSIS bht published/ Iron.
pdf

3. Macdougall I, Eckardt K. Chapter 72: Anaemia in chronic kidney disease. In Feehally
J, Floege J, Johnson R J. Comprehensive clinical nephrology. 3 ed. Philadelphia:
Mosby, 2007. p. 853-860

4. Singh A K, Hertello P. The benefits of IV iron therapy in treating anemia in patients with
renal disease and comorbid cardiovascular disease. Nephrol Nurs J. 2005; 32(2):199-
206

5. Goldsmith D, Covic A. Time to reconsider evidence for anaemia treatment (TREAT) =
Essential safety arguments (ESA). Nephrol Dial Transplant. 2010; 25:1734-1737

6. FDA Information for Healthcare Professionals: Erythropoiesis Stimulating Agents
(ESA): FDA ALERT [11/16/2006, Updated 2/16/2007 and 3/09/2007]. Available:
http://www.fda.gov.au

7. Unger E F, Thompson A M, Blank M J, Temple R. Erythropoiesis-stimulating agents —
Time for a reevaluation; 2010 [cited 2010 January 1]. Available from: www.nejm.org

8. Anker S D, Toto R. Future perspectives on treatment with erythropoiesis-stimulating
agents in high-risk patients. NDT Plus. 2009; 2(Suppl 1):i3-i8

9. Eason A. Correcting iron-restricted erythropoiesis and improving anemia in patients on
hemodialysis: practical tips that can make a difference. Nephrol Nurs J. 2009;
36(5):529-534

10. De Francisco A L M, Stenvinkel P, Vaulont S. Inflammation and its impact on anaemia
in chronic kidney disease: from haemoglobin variability to hyporesponsiveness. NDT
Plus. 2009; 2(Suppl 1):i18-i26

11. Burrows LaV, Muller R. Chronic kidney disease and cardiovascular disease:
pathophysiologic links. Nephrol Nurs J. 2007; 34(1):55-63

12. Daugirdas J T, Blake P G, Ing T S. Handbook of dialysis. 3 ed. Philadelphia:
Lippincott Williams & Wilkins; 2001. p. 159-162, 477-489

13. KDOQI (Kidney Disease Outcomes Quality Initiative). Clinical practice
recommendation for anaemia in chronic kidney disease in adults. 2006 [cited 2009
September 15]. Available from: file:///F:/Anaemia%20identifying% 20patients.htm

14. Enders H M. Evaluating iron status in hemodialysis patients. Nephrol Nurs J. 2002;
29(4):366—-369

Renal Department, revised 2015 Page 3 of 4



St George Hospital Renal Department: INTERNAL ONLY

15. Strippoli G F M, Navaneethan S D, Craig J C, Palmer S C. Haemoglobin and
haematocrit targets for the anaemia of chronic kidney disease. Cochrane database of
systematic reviews. 2006, Issue 4 [cited 2010 May 5]. Available from:
http://www.mrw.interscience.wiley.com/cochrane/clsysrev/articles

16. Hayat A, Haria D, Salifu M. Erythropoietin stimulating agents in the management of
anemia of chronic kidney disease. Patient Prefer Adherence. 2008; 2:195-200

17. Locatelli F, Covic A, Eckardt E-U, Wiecek A, Vanholder R. Anaemia management in
patients in chronic kidney disease: a position statement by the Anaemia Working
Group of European Renal Best Practice (ERBP). Nephrol Dial Transplant. 2009;
24:348-354

18. Ferric carboxymaltose (Ferinject) for iron-deficiency anaemia. Published in NPS
RADAR. Date published: 01 August 2014. [cited 2014 September 19] Available from:
http://www.nps.org.au/publications/health-professional/nps-radar/2014/july-2014/ferric-
carboxymaltose

Renal Department, revised 2015 Page 4 of 4



