Editorial

ANEMIA MANAGEMENT

Lot of work still pending!

Dr. Wagar Ahmad

In chronic kidney disease (CKD) patients, anaemia is defined as haemoglobin (Hb) less than
13g/dl and 12g/dl in males and females respectively®. Anemia poses a great hazard to the general
wellbeing cardiac outcome in patienrts of CKD. Certain guidelines have been established on the basis of
various studies for monitoring the effect of anemia and its correction on health of CKD, dialysis and non-
dialysis patients??,

Initial work up of patient labeled as anaemic on the basis of above mentioned criteria should include
complete blood count (CBC), absolute reticulocyte count, serum ferritin level, TSAT, serum vitamin B12
and folate levels including Hb concentration, red cell indices, white blood cell count, and differential and
platelet count. The main aim of the anaemia management in CKD patients is to avoid blood transfusions
and alleviate the symptoms associated with anaemia.

First step in management includes correction of serum iron and maintaining TSAT = 30% and serum
ferrtitin > 500mg/1%*. Appropriate serum iron concentrations will help in minimizing the dose of
erythropoietin and need of blood transfusion. Either oral or intravenous (IV) preparations of iron can be
used based on the level of iron deficiency, anaemia and symptoms. In this first issue of PJKD three
articles from three tertiary care center does not reveal a very good picture about management of
anemia in kidney disease®”’. Study by Anees et al. is alarming due to the frequent transfusions even in
pre dialysis patients rendering them exposure to hepatitis and HIV. In CKD patients not on dialysis oral
therapy is preferred and can effectively improve the Hb levels2. Possible side effects of IV iron
replacement including anaphylactoid type reactions should be considered before deciding route of iron
therapy and weighed against potential benefits®. Erythropoietin stimulating agent treatment (ESA)
should be initiated if Hb levels fall below 10mg/dl. Lower limit for Hb in dialysis patient should be not
less than 9mg/dl. Hb levels of 9.5 to 11.5 are associated with better outcomes in dialysis patients?. All
the patients should be kept on appropriate doses of ESA treatment in an attempt to maintain levels
above 10mg/dl.

Patients failing to show any increase in haemoglobin level after one month of initiation of ESA therapy
are labeled as hypo responsive patients. In such patients ESA dose should not be increased above
double of baseline and factors hindering ESA response should be identified?. These may include chronic
inflammatory state, hyperparathyroidism, angiotensisn converting enzyme inhibitors or receptor
blockers, inadequate dialysis, primary bone marrow disorders, haemoglobinopathies, hemolysis,
myelosuppressive agents and hypertension.

In patients non responding to ESA therapy escalation of ESA dose twice the baseline is not
recommended. Such patients may benefit from evaluation of pure red cell apalasia due to antibodies
against Erythropoietin red cell?. Blood product transfusion should be avoided in patients candidate for
renal transplant to avoid allograft sensitization.
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