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1  Treating iron deficiency begins with addressing 
the cause
A detailed history should be performed to determine the cause of iron 
deficiency (Figure 1). Fecal occult blood testing and/or referral for esoph-
agogastroduodenoscopy or colonoscopy should be considered for men 
or postmenopausal women.1

2  Oral iron replacement is first-line therapy
Oral iron replacement includes an iron-rich diet and/or iron salts (fer-
rous fumarate, sulfate or gluconate), polysaccharide-iron complex or 
heme iron polypeptide. Iron salts require an acidic environment for 
optimal absorption and should be taken on an empty stomach with 
orange juice, and not with antacids, calcium or polyphenols (found in 
wine, tea and coffee). Once-daily or every-other-day dosing may 
improve tolerability and absorption.2

3  Supplement selection depends on elemental iron dose, 
tolerability and cost
Patients with poor iron absorption or ongoing blood loss often require 
prolonged treatment (e.g., 100 mg elemental iron for 6–12  mo). It 
takes two to three months of 30 mg daily of elemental iron to replace 
iron lost during blood donation (about 250 mg) in healthy non anemic 
donors.3 Polysaccharide-iron complex or heme iron polypeptide, 
which can be taken with meals, may be considered in patients unable 
to tolerate iron salts. Transfusion is rarely indicated, unless the patient 
is acutely symptomatic (e.g., angina, dyspnea or syncope).

4  Intravenous iron is second-line therapy
Intravenous iron can be considered if there is no response to two different 
forms of oral iron for three months, there are intolerable adverse effects or 
the patient is at risk of requiring urgent transfusion.1,4 Intravenous iron is 
costly, administered in specialized infusion settings and carries a very small 
risk of severe allergic reaction.1,5 Intramuscular iron, though more accessi-
ble, can cause permanent tattooing, allergic reactions and pain, with lim-
ited hematologic response.

5  Dosing of intravenous iron depends on the patient’s 
iron deficit
Studies of intravenous iron for iron deficiency used a modified Gan-
zoni formula (weight in kg × [(150 − current hemoglobin in g/L) ÷ 10] × 
2.4 + 500) to calculate a patient’s iron deficit.4 Evidence supports pro-
viding a 1500-mg cumulative dose of intravenous iron (e.g., iron 
sucrose 300 mg every 7–14 d × 5 doses) because this was the average 
iron deficit noted in study patients.4
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Physiological state
• Pregnancy
• Childhood

Blood loss
• Menorrhagia
• Inammatory bowel 
     disease
• Peptic ulcer disease
• GI malignancies
• Blood donation

Poor intake
• Vegetarian/vegan diet
   (inadequate)

Poor absorption
• Gastric bypass surgery
• GERD/gastritis
• Helicobacter pylori 

  infection
• Antacid/PPI use
• High caffeine 
     consumption
• Celiac disease
• Parasitic infection
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Figure 1: Causes of iron deficiency anemia.1 GERD = gastro-
esophageal reflux disease, GI = gastrointestinal, PPI = proton 
pump inhibitor. 
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