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«Anaemia is a state in which the quality and/or
quantity of circulating red blood cells are below
normal; it is associated with progression of CKD.

*Hb levels fall as kidney function declines.

*Adverse effects associated with anaemia include:
- tiredness

- shortness of breath

- lethargy

- palpitations

- increased sensitivity to the cold

- reduced cognition and concentration.
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A Primary Care Approach to CKD
Management
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Description Classification | Classification
by Severity | by Treatment
1 Kidney damage with GFR =90 N
normal or increased GFR
2 Kidney damage with GFR of 60-89 T if kidney
mild decrease in GFR transplant
3 Moderate decrease in GFR  GFR of 30-59 >recipient
4 Severe decrease in GFR GFR of 15-29 D if dialysis
5 Kidney failure GFR <15 / D if dialysis

Note: GFR is given in mL/min/1.732
KDIGO, Kidney

National Kidney Foundation. KDOQI Clinical Practice Guidelines for Chronic Kidney Disease: Disease: Increasing
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EBPG 2004

Definition of anaemia

Haemoglobin target

Targets for iron therapy

Hb <11. 5 in women

Hb <13.5 in men <70 years

Hb =12 in men =70 years

Hb =11 g/dl; Hb =14 g/dl not
desirable (=12 g/dl in CVD)

TSAT (%)

Lower limit: 20

Target: 30-50

Ferritin (ng/ml)

Lower limit: 100
Target 200-500
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KDOQI "3.2.3 Targets of iron therapy:
Guidelines  In the opinion of the Work Group, sufficient iron
2006\7 should be administered to generally maintain the
following indices of iron status during ESA
treatment:
3.2.3.1 HD-CKD:
e Serum ferritin>200 ng/mL AND TSAT >20%, or
- CHr >29 pg/cell.
3.2.3.2 ND-CKD and PD-CKD:
Wil e Serum ferritins100 ng/mL AND TSAT >20%.
3.2.4 Upper level of ferritin:
In the opinion of the Work Group, there is
Smemasassesias.  insufficient evidence to recommend routine
amworcoriaoconmeesr - administration of IV iron if serum ferritin level is
greater than 500 ng/mL. When ferritin level is
greater than 500 ng/mL, decisions regarding IV iron
administration should weigh ESA responsiveness, Hb

and TSAT Ievel| and the ia’rien’r's clinical status”.
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National Kidney
‘ / Foundation

em: < ) KDOQI

A& KIDNEY DISEASE
M OUTCOMES
QUALITY INITIATIVE

KDOQI CLINICAL PRACTICE GUIDELINE AND
CLINICAL PRACTICE RECOMMENDATIONS FOR
ANEMIA IN CHRONIC KIDNEY DISEASE:

2007 UPDATE OF HEMOGLOBIN TARGET

KDOQI Guidelines
2006\7

"3.2.5 Route of administration:

3.2.5.1 The preferred route of administration is IV in
patients with HD-CKD. (STRONG
RECOMMENDATION)

3.2.5.2 In the opinion of the Work Group, the route
of iron administration can be either IV or oral in
patients with ND-CKD or PD-CKD".

KDOQI Guidelines. Am J Kidney Dis 2006;47(5):S58-S70
KDOQI Guidelines. Am J Kidney Dis 2006;47(5):S33-S53
KDOQI Guidelines. Am J Kidney Dis 2007;50(3):474-530
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Nephrol Dial Transplant {2009) 24: 348-354
doic 10.1093/ndt/gfnb53
Advance Access publication 26 November 2008

Anaemia management in patients with chronic kidney disease:
a position statement by the Anaemia Working Group of European

‘Renar Best Practice (ERBP)

Francesco Locatelli', Adrian Covic?, Kai-Uwe Eckardt®, Andrzej Wiecek? and Raymond Vanholder® on

behalf of the ERA-EDTA ERBP Advisory Board

"Department of Nephrology, Dialysis and Renal Transplantation, *A. Manzoni® Hospital, Lecco, Italy, *Department of Nephrology,
Dialysis and Transplantation, C. 1. Parhon University Hospital, University of Medicine Gr. T. Popa, lasi, Romania, * Department of

Nephrology and Hypertension, University of Erl

Germany, ‘D of

Endocrinology and Metabolic Diseases, Medical University of Silesia, Katowice, Francuska, Poland and *Nephrology Section,

University Hospital, Ghent, Belgium

Keywords: ia; cryth icsis stimulating agents;
biosimilars; guidelines; pure red cell aplasia

tinuc i updating gui in
with KD[GO [S] Il also agreed that ERA-EDTA should
issue for clinical practice in areas in which ev-

Introduction

Ohver the last few years, much has been done to develop
guidelines on the basis of the strongest possible evidence
because this allows an accurate description oflhc qu,al—

idence is lacking or weak, which will be presented as ‘po-
sition statements’ rather than clinical guidelines [3]. It was
also decided to issue position statements about guidelines
(recommendations issued by other bodies, of which the cur-
rent publication is the first result). Finally, the group opted
to change the name EBPG to European Renal Best Prac-
tice (ERBPJ as a means of acknowledging that, especially

ity and’or degree of ¥ of the
and provides physicians with a valuable tool for judicious
decisions. However, creating and updating evidence hased
guidelines is extremely costly, and so the nephrological
community has been trying to build up a single set of in-
ternational guidelines under the aegis of Kidney Discase
Improving Global Outcomes (KDIGO) [1]. As part of this
unifying effort, the working group responsible for the 2006
update of the National Kidney Foundation-Kidney Discase
Outcome Cuality | ive (NKF-KDOQI) guidelines on
anaemia management in patients with chronic kidney dis-
ease (CKD) [2], and the 2007 update on haemoglobin (Hb)
targets [3], included members from Europe, Middle East,
Mexico and Canada. Howwcr this mlcrnanoml :ffon may
not be correctly p 1 1 wl
sometimes feel that differences in pncme patterns make it
difficult to apply guidelines developed outside Europe; on
the other hand. the latest update of the European Best Prac-
tice Guidelines (EBPG) [4] may appear outdated in some
respects.

A specially appointed ERA-EDTA Work Group met
in Paris to discuss Furopean guideline planning in carly
January 2008, and agreed that the Association should con-

ndemce and offprint requests to: Francesco Locatells, Department
ch Nepﬁm]ogy Dhalysis and Renal Transplantation, *Alessandro Man-
aomi’ Hospital, Via Dell” Ereeno 9/11, 23900 Lecco, laly. Tel: +36-0341-
4B9ES0; Fax: +39-0. ; E-mail: ! Jecco.it

n ncp ey, it is difficult to generate real *guidelines’
because of the lack of sufficient evidence.

In this context, and while awaiting the publication
of the KDIGO anacmia guidclines possibly in 2011, an
ad hoc work group was commissioncd by the ERBP Ad-
visory Board to give its opinion on the *hot topic” of Hb
targets, including recently raised issues that were not cov-
ered by KDOQI in 2006 [2]. These points are summarized
in the present position paper, which is not intended to rep-
resent a set of new guidelines as it is not the result of 2
systematic review of the evidence.

NKF-KDOOQI update, 2006

In May 2006, the NKF published a revised set of guide-
lines on managing anscmia in CKD [2]. The Guideline
Committee attempted to intcgrate now cvidence using the
2004 EBPG revision [4] and the 2000 KDOQI guidelines
asa stam’ng point [6]. The update also involved a system-
atic review of the evidence based on an extensive search
of the literature and the LTEdIn[, DF the strength of the
idence, and idelines, which
could be used to measure c]lmcs] pcrformance when ap-
propriate, and clinical practice recommendations primarily
bascdone:xperl The result was a sohd

ERBP Position Paper 2009

ERBP: anaemia group position, 2008

the evids ailable up untl

2005.

& The Aathor [2008]. Puslshed by Onfond Universi r'ms on befulof ERA-EDTA. Al rights reserved.
Fermesions, please e.maik joumals permissis

Definition of anaemia

Haemoglobin target

Targets for iron therapy

Hb <12 in females
Hb <13.5 in males

Generally Hb 11-12 g/dl target Hb should not be
=13 g/dl

TSAT (%)

Lower limit: =20

Ferritin

Lower limit: 100 in non-HD, 200 in HD

Do not routinely exceed 500
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A Trial of Darbepoetin Alfa in Type 2
and Chronic Kidney Disease

Diabetes

Marc A. Pfeffer, M.D, Ph.D., Emmanuel A. Burdmann, M.D., Ph.D., Chao-Yin Chen, Ph.D., Mark E. Cooper, M.D.,

Dick de Zeeuw, M.D., Ph.D., Kai-Uwe Eckardt, M.D., Jan M. Feyzi, M.5., Peter lvanovich, M.D.,

Reshma Kewalramani, M.D., Andrew 5. Levey, M.D., Eldrin F. Lewis, M.D., M.P.H., Janet B. McGill, M.D.,

Jehn ]V, McMurray, M.D., Patrick Parfrey, M.D., Hans-Henrik Parving, M.D., Giuseppe Remuzzi, M.D.,
Ajay K. Singh, M.D., Scott D. Solomon, M.D., and Robert Toto, M.D., for the TREAT Investigators*

ABSTRACT

BACKGROUND
Anemia is associated with an increased risk of cardiovascular and rena! events
among patients with type 2 diabetes and chronic kidney disease. Although darbe-
poetin alfa can effectively increase hemoglobin levels, its effect on clinical out
comes in these patients has not been adequately tested.

METHODS
In this study involving 4028 patients with diabetes, chronic kidney disease, and
anemia, we randomly assigned 2012 patients to darbepoetin alfa bo achicve a hemo-
globin !eve! of approximately 12 g per deciliter and 2026 patients to placebo, with
rescue darbepoetin alfa when the hemoglobin !evel was less than 9.0 g per deciliter.
The primary end points were the composite outcomes of death or a cardiovascular
event (nonfatal myocardia! infarction, congestive heart failure, stroke, or hospital-
ization for myocardial ischemia) and of death or end-stage renal disease.

RESULTS
Dreath or a cardiovascular event occurred in 622 patients assigned to darbepoetin alfa
and 02 patients assigned to placebo (hazard ratio for darbepoetin alfa vs. placebo,
1.05; 95% confidence interval [CII, 0.94 o 1.17; P=0.41). Death or end-stage remal
disease occurred im 652 patients assigned to darbepoetin alfa and 618 patients as-
signed to placebo (hazard ratio, 1.06; 95% CL 0.95 to 1.19; P=0.29). Fata! or nonfatal
stroke ooourred in 1001 patients assigned to darbepoetin alfa and 53 patients assigned
to placebo (hazard ratio, 1.92; 95% CI, 1.38 to 2.68; P<0.001). Red-cell transfusions
were administered to 297 patients assigned to darbepoetin alfa and 496 patients as-
signed to placebo (P<0.001). There was only a modest improvement in patient-report
ed fatigue in the darbepoetin alfa group as compared with the placebo group.

COMCLUSIONS
The use of darbepoetin alfa in patients with diabetes, chronic kidney disease, and
moderate anemia who were not undergoing dialysis did not reduce the risk of either
of the two primary composite outcomes (either death or a cardiovascular event or
death or a renal event) and was associated with an increased risk of stroke. For many
persons involved in clinica! decision making, this risk wil! outweigh the potential
benefits. (Clinica'Trials. gov number, NCTOO093015.)

101056 NEJMOaD@07a4%  NEIM.ORG

The affiliations of the authors are listed
inthe Appendin. Address reprint requests
to Dr. Pleffer at the Cardiovascular Divi-
sion, Brigham and Women's Hospital,
75 Francis 5t Boston, MA 02115, or at
rmpfeffer@rics bwh harvard edu_

*The Trial to Reduce Cardiovascular Events.
with Aranesp Therapy [TREAT) com-
mittees and teams are listed in the Ap-
pendix, and investigators and individual
sites are listed in the Supplementary
Appendix, awailable with the Full text of
this article at ME|M.org.

This article (10.1056/NEIMcal07E45)
was published on Octcber 30. 2009, at
MEJM.org.

M Engl J Med 2003:361.
Coppight & 2009 Mamachassiis Medioal Sociey.

Downloaded from www.nejm.org on Movember 4. 2009 . For personal use only. Mo other uwses without permission.
Copyright & 2009 Massachusetts Medical Society. All rights resenved.
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Paper 2010

NDT Advance Access published June 29, 2010
Nephrol Dial Transplant (2010) 1 of §
doi: 10,1093 /g3 36

Editorial Review

Target haemoglobin to aim for with erythropoiesis-stimulating agents: a
Eusiti(m statement by ERBP following publication of the Trial to Reduce
ardiovascular Events with Aranesp” Therapy (TREAT) Study

Francesco Locatelli', Pedro Aljama”, Bernard Canaud’, Adrian Covic’, Angel De Francisco®,
lain €. Macdougall’, Andrzej Wiccek”, Raymond Vanholder’ and On behalf of the Anacmia Working
Giroup of European Renal Best Practice (ERBP)

Depariment of Nephrology, Dialysis and Renal Transplan, “Alessandm Manzoni” Hospitl, Leceo, ialy, “Department of Nephrology;
dniversity Hospital Reina. Sofia, Cordoba, Epam. “Nephrology, Dialysis
, France, *U

*Nephrology Section, Department of Internal Modicin

Correspondence and offprint requests to: Francesco

[ —

jobin  Introduction (aim and scope)

Some years ago, the nephrological community planned a
nder t of

© The Asshor 2010, Publiched by Oxfird Usiversity Frmss om bebalf of ERA T
Fo Pemissinns, pleass ¢ enal oarmals e snonsicbrdma s o

"Treatment of renal anemia

(i) Iron administration is an important factor for the
successful treatment with any kind of ESA, in order to
use the lowest dose for reaching and maintaining the
desired Hb target

(ii) ESA treatment should not be started in patients who
are iron-deficient

(iii) Iron replacement should be used first in any CKD
patient who is proven or likely to be iron-deficient, and
only once the iron stores are replete should ESA therapy
be initiated

(iv)In CKD patients, ESA treatment should be considered
. when Hb levels are consistently below 11 g/dL (possibly <
10 g/dL in patients with type 2 diabetes and with a
history of strokes), and all other causes of anaemia have
been excluded; the threshold for treatment should be
decided according to patient characteristics and
symptoms, and the desired Hb target”
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supplements

KDIGO 2012

"ESA INITIATION

3.1: Address all correctable causes of anemia (including
iron deficiency and inflammatory states) prior fo initiation
of ESA therapy. (Not Graded)

3.2: Ininitiating and maintaining ESA therapy, we
recommend balancing the potential benefits of reducing
blood transfusions and anemia-related symptoms against
the risks of harm in individual patients (e.g., stroke,
vascular access loss, hypertension). (1B)

3.3: We recommend using ESA therapy with great
caution, if at all, in CKD patients with active malignancy—
in particular when cure is the anticipated outcome—(1B), a
history of stroke (1B), or a history of malignancy (2C).

3.4.1: For adult CKD-ND patients with Hb concentration
>10.0 g/dI (>100 g/I), we suggest that ESA therapy not be
initiated. (2D)."
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KDIGO 2012
kidne - 3.4.2: For adult CKD-ND patients with Hb concentration
y <10.0 g/dI (<100 g/I) we suggest that the decision
supplements whether to initiate ESA therapy be individualized based

on the rate of fall of Hb concentration, prior response
to iron therapy, the risk of needing a transfusion, the
risks related to ESA therapy and the presence of
symptoms attributable to anemia. (2C)

3.4.3: For adult CKD 5D patients, we suggest that ESA
therapy be used to avoid having the Hb concentration
fall below 9.0 g/dI (90 g/I) by starting ESA therapy
when the hemoglobin is between 9.0-10.0 g/dl (90-100

g/l). (2B)

3.4 .4: Individualization of therapy is reasonable as some
patients may have improvements in quality of life at
higher Hb concentration and ESA therapy may be
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KDIGO 2012

“Treatment with iron agents

kldney 2.1.1: When prescribing iron therapy, balance the
potential benefits of avoiding or minimizing blood

transfusions, ESA therapy, and anemia-related
symptoms against the risks of harm in individual
patients (e.g., anaphylactoid and other acute
reactions, unknown long-term risks). (Not Graded)

supplements

2.1.2: For adult CKD patients with anemia not on
o o iron or ESA therapy we suggest a trial of IV iron

S et (or in CKD-ND patients alternatively a 1-3 month

trial of oral iron therapy) if (2C):

= an increase in Hb concentration without starting

ESA treatment is desired and

» TSAT is <30% and ferritin is <600 ng/ml (<500

mg/|)"
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KDIGO 2012

“Treatment with iron agents

WO B 2.1 3: For adult CKD patients on ESA therapy
kldney who are not receiving iron supplementation, we
supplements suggest a trial of IV iron (or in CKD-ND patients
alternatively a 1-3 month trial of oral iron
therapy) if (2C):

= an increase in Hb concentration or a decrease in
ESA dose is desired and

= TSAT is <30% and ferritin is <500 ng/ml

@;o;;;;;.};;;;; 2.1.4. For CKD-ND patients who require iron

Foundation-

supplementation, select the route of iron
administration based on the severity of iron
deficiency, availability of venous access, response
to prior oral iron therapy, side effects with prior
oral or IV iron therapy, patient compliance, and
cost. (Not Graded).”
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kidney

supplements

KDIGO Clinical Practice Guideline for Anemiain ChronicKidney Disease

National Kidney
Foundation-

hetpe/wvews kidney-International org

KDIGO 2012

"In patients with CKD-ND, the available
evidence supports an efficacy advantage of IV
compared with oral administration of iron
although the effect is rather small, with a
weighted mean Hb difference of 0.31 g/d| (3.1
g/l). Whether the small Hb benefit of IV iron in
CKD-ND patients is clinically meaningful or
justifies the small risk of serious adverse
events and unknown long-term risks s
uncertain.”
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Assessment and optimisation of
~ 4 erythropoiesis - optimal Hb levels

When determining individual aspirational Hb
ranges for people with anaemia of CKD, take
iIntfo account:

— patient preferences
— symptoms and comorbidities
— the required treatment
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O

EUROPEAN MEDICINES AGENCY

SCIENCE MEDICINES HEALTH

|18-25]; a recent report by Europena Medicines Agency
(EMA) (September 2013) clearly points out that IV iron
should be prescribed when oral iron cannot be given or does
not work, and that should be administered in environments in
which resuscitation facilites are present by personnel specific-

ally trained to treat allergic reactions (EMA/579491/2013).
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Oral sucrosomial iron
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* The lipid bilayer is similar to cell membranes

« Sucrosomes are formed by self-aggregation of the phospholipids in an aqueous
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SUCROSOME STRUCTURE
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EFFECT OF ORAL SUCROSOMIAL IRON IN CKD PATIENTS WITH ANEMIA

loannis Griveas,
Nephrology Department 417 Veterans Army Administration Hospital (NIMTS), Athens. Greece
Private Dialysis Unit “Nefroiatriki’ , Athens, Greece
Private Renal Clinic “Athens-nephrology”, Athens, Greece

Backround: Anemia is a common manifestation in patients with Chronic Kidney Disease (CKD) and is linked with iron deficiency. The
optimum route of administration of iron is controversial in this group of patients since oral administration is easier, safer and less
expensive but may be linked to gastrointestinal side effects and suboptimal iron absorption. Sucrosomial iron is a new iron formulation
in a phospholipid membrane with reported high bioavailability, low incidence of side effects and satisfactory tolerated.

Objectives: The purpose of this study was to investigate the efficacy and tolerability of oral sucrosomial iron in CKD patients with
anemia.

Methods: 10 patients with CKD stage 3-5 (e  GFR <60 mils/min, range: 12-48) and anemia (Hb<12 gr/dl, ferritin<200 ng/ml) were
enrolled in our study. During the 6 months study period, all of the patients had stable renal function, did not need to be transfused or
admitted to the hospital for any reason and received oral sucrosomial iron (sideral) once daily. Hematological profile and renal function
were recorded at the beginning of the study, 3 months later and in the end of the study protocol. The primary efficacy end points of the
study included the change in Hb values from baseline to end of treatment. Adverse effects and compliance data were reported from

the day of initial treatment to the end of treatment. Data were analysed using t-test (SPSS).

Results: Hemoglobin levels were 9.82+/-2 g/dl at the beginning of the study and ended to be 10.36+/-0.97 which represented a 5,5%
increase (p=NS). At the same time Hct levels increased from 31.4+/-4.92% at the beginning of the protocol to 32.28+/-3.05 in the end
(increase 3.12%, p=NS). Ferritin levels which is one index of iron stores also increased from 91.9+/-75.74 to 129.28+/-177.05
(increase 40,67%, p=NS). Oral iron was well tolerated and no significant adverse effects were recorded.

Conclusions: Oral sucrosomial iron seems to be a safe and efficacious alternative in managing CKD patients with anemia. Despite
the small amount of patients in our study protocol, the low rate of adverse events with sucrosomial iron and its practicality suggest that
thls formulatlon has all the potentlal to be the first step to correct anemia in stable CKD patlents Further Iarger studles are needed to
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Objectives:

The purpose of this study was to investigate the efficacy and
tolerability of oral sucrosomial iron in CKD patients with
anemia.
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Methods

« 10 patients with CKD stage 3-5 (e GFR <60 mils/min,
range: 12-48) and anemia (Hb<12 gr/dl, ferritin<200 ng/ml)
were enrolled in our study.

« During the 6 months study period, all of the patients had
stable renal function, did not need to be transfused or
admitted to the hospital for any reason and received oral
sucrosomial iron (sideral) once daily.

« Hematological profile and renal function were recorded at
the beginning of the study, 3 months later and in the end of
the study protocol. The primary efficacy end points of the
study included the change in Hb values from baseline to end
of treatment. Adverse effects and compliance data were
reported from the day of initial treatment to the end of
treatment.
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Patients-Methods

« 30 patients (mean age 74.21years, range: 39-86 vyears)
with CKD stage 3-5 (not under dialysis, e GFR <60 mils/min,
range: 12-48)

« Anemia along with iron depletion (ferritin<200 ng/ml), not
attributable to other causes (neoplasias, infections, bleeding,
hemopathies, hepatopathies), were enrolled in our
prospective study.

« During study period of 18 months, all of the patients had
stable renal function, did not need to be ftransfused or
admitted to the hospital for any reason and received oral
sucrosomial iron (sideral) once daily, according to the
therapeutic protocols of the clinic.

* Hematological profile, renal function and bone-mineral data
were recorded at the beginning of the study and every 2
months until the end of the study protocol.
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« The primary efficacy end points of the study included the
change in Hct values from baseline to the end of the
treatment.

- Secondary endpoints were estimation of iron repletion, and
bone -mineral parameters. Adverse effects and compliance
data were reported from the day of initial treatment to the
end of treatment.
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Results

« During our study period of 18 months, Hct levels increased
from 33.3:1.87% at the beginning of the protocol to
36.61+2.72 in the end ( p<0.05).

* Hemoglobin levels were 10.98+0.73 g/dl at the beginning of
the study and ended to be 11.86+0.71 (p=NS).

 Ferritin levels which is one index of iron stores also
increased from 42.73:24.47 to 98.89:+126.99 (p=NS).
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Results

« Renal function (e GFR) of our patients remained stable,
without significant changes during the 18™ month period of
the study.

« PTH levels declined over the study period from
359.05+447 .24 pg/ml to 163.72+89.12 pg/ml (p=NS).

« Ca, K, Na levels remained stable without also significant
changes.
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Results

 We separated our population in 2 groups, one with e GFR
over 30 mils/min and another with e GFR below 30 mils/min
and compared their clinical-laboratory behavior regarding all
the parameters of the protocol.

« We did not noticed any significant changes concerning Hct,
Hb, Ferritin fluctuations during protocol period.
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Results

Oral iron was well tolerated and no significant adverse
effects were recorded.

None of our patients dropped out from the study for any
reason.

It is noticeable that its behavior relating GI effects seems
to differ favorably concerning other iron compounds.
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CLINICAL EXPERIENCE WITH ORAL SUCROSOMIAL IRON IN A SEVERE ANEMIC PATIENT WITH CHRONIC
KIDNEY DISEASE

loannis Griveas,
Nephrology Department 417 Veterans Army Administration Hospital (NIMTS), Athens. Greece
Private Dialysis Unit “Nefroiatriki” , Athens, Greece
Private Renal Clinic “Athens-nephrology”, Athens, Greece

Back round: Iron deficiency is common in patients with Chronic Kidney Disease (CKD). Factors predisposing to the above fact include, among others, increased
blood losses, decreased duodenal iron absorption or impaired iron release from tissue stores. Gastrointestinal (Gl) causes of increased blood losses are quite
common and in many cases difficult to manipulate due to the location of Gl tract that bleeds.

Objective: We present the case of a woman with CKD and recurrent Gl bleeding with severe and refractory anemia that against all odds remained stable
receiving oral sucrosomial iron.

Case history: An 83 year old woman with CKD (e GFR: 35 mils/min) presented with severe anemia (Hb 8.1 gr/dl, Hct 25) and low levels of ferritin (10) despite
long stand therapy with oral ferrous iron preparations. Further investigation of anemia and intention to treat attitude guided her to admission at hospital. During
her stay she underwent Gl endoscopy that revealed gastritis, tubular adenoma of rectum, polypectomy at stomach dome was taken place along with cautery of
angiodysplasia in the 2 fate of duodenum. Patient was transfused and discharged from the hospital with Hct 30.5 and Hb 9.7 gr/dl. Three months later the
above patient had Hct 28.7, Hb 9.5 gr/dl with ferritin levels of 177 and started to receive oral sucrosomial iron.

Results: For the next following months patient appeared to have Hct 28, Hb 9.4 gr/dl (3 months with oral sucrosomial iron therapy) and Hct 29.3, Hb 9.8 gr/dl
(6 months with oral sucrosomial iron therapy) with ferritin levels 144. During the above period, our patient did not receive i.v Fe infusions, erythropoietin (EPO) or
transfusions. Using oral iron treatment had good gastric tolerability. Her clinical condition remained stable, no side effects were reported, she felt well by herself
and did not need to be admitted again.

Conclusions: For those of us we have experience of treating old CKD patients with anemia and Gl angiodyspasia, it is clear that “achieving” to hold the patients’
anaemia without admissions to hospital, transfusions or EPO administration is a major accomplishment. Angiodysplasia may cause slow releasing bleeding in a

iermanent basis. We showed that usini oral sucrosomial iron in a CKD iatient with severe anemia that had also other contributini factors as causes of that
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Oral sucrosomial iron seems to be a safe and efficacious alternative in
managing CKD patients with anemia.

The low rate of adverse events with sucrosomial iron and its practicality
suggest that this formulation has all the potential to be the first step to
correct anemia in stable CKD patients.

Further larger studies are needed to investigate iron sucrosomial effects
in complicated CKD patients and help scientific community o reach solid



