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1. Introduction  

 

Iron deficiency is the commonest cause of anaemia in pregnancy, occurring in 10 - 15% of 
pregnancies in developed countries. Total body iron is 4 – 5 grams. Pregnancy imposes an 
additional 1gram requirement for iron. Oral iron is the treatment of choice for iron deficiency 
anaemia.  
 

Parenteral iron should only be given when iron stores are low. As free iron may lead to the 
production of hydroxyl radicals with potential toxicity to tissues, iron deficiency should be confirmed 
by ferritin levels before use of parental preparations Low Hb on its own is not enough to indicate its 
use. It should only be used at the request of / after discussion with a consultant. It should only 
be administered in premises with facilities for cardio-pulmonary resuscitation.  
 

2. Purpose and Outcomes   
  

 To ensure that staff are aware of the management of women with parenteral iron  

 To maintain a multidisciplinary approach to care  

 
3. Abbreviations 

 

CRP - C Reactive protein 
Hb - Haemoglobin 
I.V  - Intravenous 
mcg - Micrograms 
ml  - Millilitres 
PAU - Pregnancy Assessment Unit 

 

4. Key Responsibilities and Duties  
 

 Medical staff to consider and decide need for parenteral iron therapy  

 Doctor to prescribe Ferric Carboxymaltose (Ferinject®) appropriately on prescription chart  
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 Doctor to liaise with staff in PAU / Ward 209 as appropriate for convenient  date and time 
for treatment  and inform the patient (PIL for use in pregnancy or standard PIL for non-
pregnant women) 

 
5. Parenteral Iron Therapy for Iron Deficiency Anaemia in Obstetrics and Gynaecology 

 
5.1  Indications for parenteral iron: 

 Failure to respond to oral iron (Hb or reticulocyte  count not rising after 4 weeks of 
treatment) 

 Inflammatory bowel disease/malabsorption syndromes 

 Intolerance to/troublesome side-effects from oral iron  

 Non-compliance with oral therapy, often due to intolerance/side effects 

 Late pregnancy (inadequate time for oral therapy) 

 Severe iron deficiency anaemia (need to expedite response time) 
 
Use of parenteral iron in the situations above reduces the need for blood transfusion. 

 
5.2  Contraindications to use of parenteral iron: 

 Anaemia not due to iron deficiency 

 Disorders of iron storage or utilisation e.g. thalassaemia, haemochromatosis 

 Known hypersensitivity to parenteral iron 

 Strong history of Atopic allergies (asthma, eczema) 

 Liver disease or raised transaminases 

 Untreated infection, acute or chronic (parenteral iron may exacerbate this) 

 First trimester of pregnancy 

 Acute renal failure 

 
5.3  Investigations before prescribing parenteral iron: 

 Haemoglobin (Hb) concentration,  

 Serum ferritin (less than 15 micrograms/L is consistent with depletion of iron stores). Note 
that ferritin may be falsely raised in the presence of infection/inflammation. Exclude 
infection if ferritin level is normal despite significantly low Hb. CRP is a useful test if in 
doubt. 

 B12 or folate levels 

 Haemoglobin electrophoresis 
 
Oral iron needs to be discontinued before giving parenteral iron therapy and restarted after a week.  

 
5.4  Treatment  dose and administration 

If an intravenous iron infusion is indicated, an Hb is to be done. Ferric Carboxymaltose (Ferinject®) 
is the preparation of choice for total dose iron infusion due to the advantage of quicker 
administration, easier dosing regimen and easier to prepare compared to other available products. 
Due to a lower incidence of anaphylaxis there is no need for a test dose. 
 
Please prescribe and administer as follows depending on weight: 
 
If (booking) weight ≥ 50kg: 

 1000 mg Ferric Carboxymaltose (Ferinject®) in 250ml sodium chloride 0.9% to be 
given over 15 minutes 
 

If (booking) weight < 50kg: 
 500 mg Ferric Carboxymaltose (Ferinject®) in 100ml sodium chloride 0.9% to be 

given over 15 minutes 
 

A convenient day and time to commence the treatment can be planned with the woman and PAU/ 
Ward 209 (gynae patients) where a copy of the guideline should be available during the procedure. 
The woman should receive a patient information leaflet; for maternity use  
Appendix A, for gynaecology patients the Ferinject® leaflet can be used. 
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All the necessary drugs and resuscitation equipment must be available in PAU/Ward 209 prior to 
commencement, to allow the safe delivery of this treatment. 
 

Do not use parenteral iron concurrent with oral iron therapy as absorption will be reduced. 

 
5.5 Monitoring 

Parenterally administrated iron preparations can cause hypersensitivity reactions including serious 
and potentially fatal anaphylactic/anaphylactoid reactions. Hypersensitivity reactions have also 
been reported after previously uneventful doses of parental iron complexes. Allergic reactions are 
rare but potential mild side effects occur in 1 to 10% of patients 

 
 Before commencing an infusion check there are no contra indications to its use 

 Check blood pressure and pulse prior to the start of the infusion 

 Patients should be closely monitored for signs of hypersensitivity during and for at least 30 
minutes after administration 

 Hypersensitivity reactions can be delayed with total dose iron infusions. Respiratory 
difficulty and/or cardiovascular collapse and fatalities have been reported, and so infusions 
should be administered when staff trained to evaluate hypersensitivity reactions as well as 
resuscitation facilities are immediately available. If there are any signs of hypersensitivity 
(e.g. urticarial, rashes, itching, nausea and shivering) or intolerance at any stage of the 
infusion, administration must be stopped immediately. 

 Caution should be exercised to avoid paravenous leakage when administering Ferinject as 
this may lead to irritation of the skin and a possible long lasting brown discolouration at the 
site of injection. If paravenous leakage does occur, the administration of Ferinject must be 
stopped immediately. 

 
Flush the canula with normal saline prior to removal 
Fetal monitoring is not required during the infusion if there are no concerns regarding fetal 
movements 
 

Serum bilirubin may be falsely elevated during treatment and serum calcium levels may be falsely 
decreased 
 
For obstetric women, plan a repeat FBC in the community or phlebotomy department after 10-14 
days and an appointment to return to antenatal clinic after three weeks where an assessment can 
be made. For most women this one infusion will be enough to increment their Hb sufficiently and 
any further iron can be given orally. Gynae patients can have a repeat FBC after 2-3 weeks with 
the results to be chased by their consultant team. 

 
5.6  Management of an Allergic Reaction (See appendix: Trust Anaphylaxis Policy) 

 Mild reactions (flush, rash, fever, peripheral oedema):  
o stop infusion, administer oxygen by face mask and call for urgent medical review 
o give 10-20mg intravenous chlorphenamine (Piriton®) over 1 minute 
o give hydrocortisone 100 – 300mg IV. 
o observe closely for anaphylaxis 

 

 Anaphylaxis (respiratory difficulty, cardiovascular collapse): (<1/10000) 
o stop infusion 
o call for immediate help (obstetric SpR/Consultant on call, anaesthetic 

SpR/Consultant on call) 
o lie patient flat – wedged to avoid venocaval compression, secure airway, give 

oxygen by face mask 
o give 500mcg intramuscular adrenaline (0.5ml of 1 in 1000) and call for cardio-

pulmonary support. 
 

 Delayed reaction 
o Not as common. 
o May occur from a few hours to 4 days post infusion.  
o Usually last 2-4 days and settles spontaneously or with simple analgesia. 
o Symptoms include 
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 Arthralgia 
 Myalgia 
 Fever 

 
Do not restart oral iron until 5 days after administering the IV infusion treatment. 

 
 

6. Monitoring Compliance and Effectiveness   

  
Monitoring requirement Compliance to guideline 

Monitoring method Retrospective case note review 
 

Report prepared by Named individual undertaking audit 
 

Monitoring report sent to: Directorate Audit meetings 
 

Frequency of report 3 yearly 
 

 
 Auditable standards 

 Number of patients requiring parenteral iron therapy  

 Number of adverse reactions to therapy  
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