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MANAGEMENT ALGORITHM
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NOTES TO PREOPERATIVE ANEMIA MANAGEMENT ALGORITHM:

1. Ifabsolute iron deficiency is detected and cause is unknown, gastroenterologist or other
appropriate referral to rule out malignancy as a source of chronic blood loss is indicated.

2. Ifferritin, iron saturation values, or both or other markers of iron-restricted erythropoiesis
are inconclusive, further evaluation to rule out iron deficiency or iron sequestration due
to inflammation/chronic disease may be necessary.

3. Atherapeutic trial of oral iron therapy would confirm absolute iron deficiency but may
be impractical in the presurgical patient. No response to iron therapy may not rule out
absolute iron deficiency because of patient non-compliance, ongoing blood (iron) losses
in excess of oral iron absorption, and/or diminished gastrointestinal absorption and
transport of iron due to inflammation.

4. Anemia in the setting of decreased transferrin saturation (< 20%) in the setting of
decreased glomerular filtration rate (GFR < 60) will often respond to intravenous iron.
Referral to a nephrologis may be indicated.

5. Additionally, iron-restricted erythropoiesis due to iron sequestration, functional
deficiency, or both must be considered.
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