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1. Blood Conservation
a) Who are we,
b) What do we do and why?

2. Parenteral Iron Clinic

Overview



Blood Time Line

Pre-1997

Late 1970s and 1980s
Tainted  blood scandal in Canada
-About 1000 individuals who received blood transfusions 
were infected with HIV, and another 30 000 were infected 
with hepatitis C.

1993 Krever Commission Established 

1667 – First Animal to human transfusion

- First Transfusion Reaction

1818 – First Human-to-Human Transfusion

1901 – ABO grouping (1930 Nobel Prize)

1910s – 1970s - World Wars & ‘Conflicts’
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Winnipeg launches bloodless surgery clinic 
By Myron Love

WINNIPEG – The Health Sciences Centre here is now home to 
Canada's first bloodless surgery clinic. The Manitoba Blood 
Alternatives Program, launched in June, is seen as the first piece of a 
nationwide bloodless surgery network operating under the aegis of 
the Anemia Institute for Research and Education



Blood Conservation Program Objectives

-To reduce the rate of blood transfusions 
through best evidence and practice,

-To educate patients and health care 
professionals about Transfusion Medicine 
initiatives and current evidence.







Why Blood Conservation?
Improve Patient Safety

1:5,000Acute Lung Injury (TRALI)

1:100Minor Allergic reaction (urticaria)

1:300 RBC unitsFebrile Non-hemolytic Reaction

1:700 per transfusion episodeCirculatory Overload (TACO)

1:40,000 per RBC transfusion episodeABO-incompatible transfusion

Risk Frequency per unit transfused

Hepatitis B 1:82,000

HIV 1:4,700,000

Hepatitis C 1:3,100,000
Symptomatic sepsis per unit of RBC 1:100,000

West Nile Virus, vCJD, 
new pathogens

WNV: 1:1,000,000
Other:  unknown

Transfusion Related Immunosuppression unknown







Pre-operative Anemia Algorithm
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Parenteral Iron



Parenteral Iron Clinic
Run through HSC Pre-Op Clinic since 2000,
Restricted to patients with:
◦ Absolute iron deficiency with a risk of transfusion
◦ Functional iron deficiency with a risk of transfusion
◦ Unable to improve iron status with oral and/or 

dietary iron
Products available:
◦ Iron Dextran,
◦ Iron Sucrose.



Case Study#1 
Surgical patient



Surgical Consult
Consult received 2 months before surgery

“ 51 year old with heavy periods booked for TAH 
and BSO. hemoglobin 61 g/L otherwise healthy. 
Please assess for possible blood transfusion 
before surgery.”

56 kg female
MCV 59 fL
Ferritin 3 ug/L



BCS Consult response
Dx: Iron deficiency Anemia (IDA)
NO TRANSFUSION
Parenteral Iron Sucrose: total dose of 1 gram of 
divided into 4 treatments



TREATMENT
Started with a 300 mg dosage of Iron sucrose given over 
1.5 hours. 
◦ Tolerated infusion well,
◦ only complaint was of metallic taste in her mouth (like black 

licorice)
◦ That evening complained of severe nausea and vomiting.
Patient still wishing to pursue further treatment 
Allowed to rest and re-hydrate. Iron sucrose 200 mg given 
5 days later, no adverse reaction this time; only metallic 
taste.
Continued with remainder of doses



Case 1 Outcome

476910114 days post last dose
(4 wks pre-op)

79108Pre-Op

687512 days post first dose of IV Fe
(6 wks pre-op)

35961Pre- Tx

FerritinMCVHbTime Point



Case Study #2
Obstetrical Case



Obstetrical Consult
30 year old G7P4 23 week pregnant woman
Hgb 84 g/L, MCV 68 fL and ferritin 2 ug/L
Patient unable to tolerate oral iron
Patient was extremely fatigued and had trouble 
getting out of bed



Other pertinent information
Thalassemia ruled out.
IDA attributed to frequent heavy menses and 
multiple pregnancies. 
Prior tx with Iron dextran with an adverse reaction
Patients pre pregnant weight was 70 kg



Consult recommendation
Total dose of Iron sucrose 750 mg
Check ferritin levels three weeks post infusion 
completion.



TREATMENT

No adverse effects from treatment. Subjectively 
felt like she had much more energy after her 
second dose.
Recommended treatment completed and blood 
work drawn three weeks post treatment 
completion



Re-Assessment

Recommendation for another 400 mg of iron 
sucrose

117692Post 750 mg

26874Pre- Tx

FerritinMCVHbTime Point



Treatment Continues:
By this time this patient was past 34 weeks so 
the rest of treatment was coordinated thru T 2 
at women’s hospital

117692Post 750 mg
78100Post 1150 mg

26874Pre- Tx
FerritinMCVHbTime Point

Another 200 mg ordered after these labs for a total of 
1350 mg of iron sucrose.



FINAL RESULTS

Delivery of a >10 pound healthy boy. 
Hemoglobin 79 g/L post delivery.
No transfusions

97H

Retics

78100Post 1150 mg
117692Post 750 mg

1678108Post 1350 mg

26874Pre- Tx

FerritinMCVHbTime Point



CASE STUDY #3
Orthopedic Surgery Case



CASE STUDY #3
33 year man with severe RA, asthma and 
anemia of chronic disease.
hip revision has a transfusion risk of about 60% 
based on procedure & surgeon.

64 kg (estimated blood volume of 4.4 litres)
Hb 119 g/L
Increases transfusion risk to 100%



RECOMMENDATIONS
PLAN 
◦ intravenous iron sucrose
◦ ESA
◦ Pre autologous donation



TREATMENT COURSE

168141
(pre-donation)

PAD, 
ESA 40K IU

2 wks pre-op

54791344 wks pre-op

178130Morning of Sx

63

Retics

PAD, 
ESA 40K IU

3 wks pre-op

2 x 200 mg IV Fe5 wks pre-op

791296 wks Pre-op

200 mg IV Fe,
ESA 20K IU

7 wks pre-op

10977119Screening

FerritinMCVHgbTxTiming



OUTCOME

Acetabular component revision 
Intra-Op EBL = 1000 mls
Cell saver return 220 mls

OR

81POD3

84POD5

69Transfused 1 PAD unitPOD2

66Transfused 1 PAD unitPOD1

84Post Op

130Pre-Op

HgbCommentsTiming



Parenteral Iron Summary
Parenteral Iron is a safe & effective treatment for:

Absolute iron deficiency
Support of PAD with ESA


