DIAGNOSIS

Is anaemia due to CKD?
· Consider other causes if
eGFR ≥60 ml/min/1.73m2

CORRECTION

Optimise iron status:
· before or when starting ESAs

·

before deciding whether to use ESAs in dialysis
and non-dialysis patients

MAINTENANCE

Maintain iron levels in both haemodialysis and non-haemodialysis patients**:
· %HRC <6% (unless serum ferritin >800 micrograms/litre)

·
·
·

Consider treating anaemia when:

·
·

Hb falls to ≤110 g/litre (or
≤105 g/litre if younger than 2
years) or
symptoms attributable to
anaemia develop

Determine iron status and potential
responsiveness to iron therapy
when:
· %HRC >6%

·

CHr or Ret-He less than 29 pg
If above tests are not available or
person has thalassaemia or
thalassaemia trait, diagnose
potential responsiveness to iron
therapy when:
· TSAT <20% and serum ferritin
<100 micrograms/litre
Serum ferritin is now recommended
to check iron stores for iron
overload at 1-3 month intervals

Iron correction should maintain*:
· %HRC <6% (unless serum ferritin
>800 micrograms/litre)
CHr or Ret-He >29 pg (unless serum ferritin
>800 micrograms/litre)
If above tests are not available or person has
thalassaemia or thalassaemia trait, maintain
TSAT>20% and serum ferritin >100 micrograms/litre
Review iron dose:
· when serum ferritin reaches 500 micrograms/
litre (should not rise above 800 micrograms/litre)
Initiate ESAs:
· for patients likely to benefit in quality of life and
physical function
· initiate ESA trial when there is uncertainty over
whether presence of comorbidities or prognosis
negate benefit
Age alone should not be a determinant for
treating anaemia of CKD
Adjust ESA dose and frequency:
· to maintain stable Hb between 100 and
120 g/litre (or 95 and 115 g/litre in children
under 2 years)
· to keep rate of Hb increase between 10 and
20 g/litre/month
· if Hb above 115 g/litre or below 105 g/litre

CHr or Ret-He >29 pg (unless serum ferritin >800 micrograms/litre)
TSAT >20% and serum ferritin >100 micrograms/litre (unless serum ferritin
>800 micrograms/litre) (in practice likely to require i.v. iron)
Testing should be undertaken at least every 3 months (1-3 months for haemodialysis
patients).

Monitor:
· Serum ferritin to check iron stores for iron overload at 1-3 month intervals. Review
iron dose when serum ferritin reaches 500 micrograms/litre (should not rise above
800 micrograms/litre)
· Hb every 2-4 weeks (induction phase) or 1-3 months (maintenance phase) during ESA
therapy
· Hb more actively after adjusting ESA dose

·

in clinical setting agreed with patient

Adjust ESA dose and frequency:
· if Hb >115 g/litre or <105 g/litre

·

established rate of change in Hb, e.g. >10 g/litre/month
Investigate cause of any unexpected change in Hb level
Review ESA use.
· If ESA trial, review ESA effectiveness

·

Discuss continued use with all patients after an agreed interval
Check for ESA resistance and if detected:
· Consider referral to a haematology service if underlying haematological disorder is
suspected
· Evaluate and discuss risks and benefits with person and carers (where appropriate)

·
·

Take into account symptoms, quality of life, underlying conditions and the chance of a
future successful kidney transplant, in addition to Hb levels, when considering the
need for red cell transfusion.
Review the rate of red cell transfusion and consider a trial of ESA cessation; if the rate
of red cell transfusion increases, consider restarting ESA therapy.

Iron doses
*Correction: usually 500–1000 mg iron for adults or equivalent doses for children. All patients on haemodialysis should be offered i.v. iron. Peritoneal dialysis and non-dialysis patients who do not respond to oral iron should be offered i.v. iron.
When using i.v. iron, consider high-dose low-frequency iron preparations to be the treatment of choice. For children and those having in-centre haemodialysis, low-dose high-frequency iron preparations may be more appropriate. Refer to the
Summary of Product Characteristics for the prescription of individual iron preparations.
**Maintenance: dosing regimen will depend on modality, for example haemodialysis patients will require the equivalent of 50–60 mg i.v. iron per week (or an equivalent dose in children of 1 mg/kg/week). Peritoneal dialysis and non-dialysis
patients who do not respond to oral iron should be offered i.v. iron. When using i.v. iron, consider high-dose low-frequency iron preparations to be the treatment of choice. For children and those having in-centre haemodialysis, low-dose highfrequency iron preparations may be more appropriate.
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