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MAHAK 
 



 

 1. as a carrier of oxygen  

 

 2. as a facilitator of oxygen use and storage in the muscles 

as myoglobin 

 

 3.  as a transport medium for electrons within the cells in 

the form of cytochromes 

 

 4. as an integral part of enzyme reactions in various tissues.  



 Although measures of Hb and Hct cannot be used to 

determine the cause of anemia, a diagnosis of iron 

deficiency anemia can be made if Hb or Hct increases 

after a course of therapeutic iron supplementation. 

 

 Alternatively, other laboratory tests (e.g., MCV, RDW , 

and ferritin) can be used to differentiate iron deficiency 

anemia from anemia due to other causes. 



 Ensuring an adequate intake of iron. 

   It is most important for children < 2 years. 

 

 

Secondary Prevention 
 Screening for, diagnosing, and treating iron deficiency. 

Screening tests can be for anemia or for earlier indicators 

of iron deficiency .(e.g. ferritin). 

 



 1. Infants (<1y) 

 2. Preschool age  ( 1-5 y )  

 3. School age ( 5-12 y)  

 4. Adolescent girls and women of childbearing 

      age (12-45 y) 

 5. Pregnant woman  

 6. Postpartum 

 



 Encourage breast feeding of infants. 
 

 When exclusive breast feeding is stopped, encourage use of an 
additional source of iron (1 mg/kg/day of iron), preferably from 
supplementary foods. 
 

 For infants aged less than 12 months who are not breast fed or who are 
partially breast fed, recommend only iron-fortified infant formula as 
a substitute for breast milk. 

 
 For breast-fed infants who receive insufficient iron from supplementary 

foods by age 6 months (i.e.,less than 1 mg/kg/d) , suggest 1 mg/kg/d 
of iron drops.  
 

 For breast-fed infants who were preterm or had a LBW recommend 2-4 
mg/kg/d of iron drops (to a max. of 15 mg/d) starting at 1 month after 
birth and continuing until 12 months after birth. 



 Encourage use of only breast milk or iron-fortified infant formula for 
any milk-based part of the diet (e.g., in infant cereal) and discourage 
use of low-iron milks (e.g., cow's milk, goat's milk, and soy milk) until 
age 12 months. 
 

 Consume no more than 24 oz of cow's milk, goat's milk, or soy milk 
each day. 
 

 At age 4-6 m recommend that infants be introduced to plain, iron-
fortified infant cereal.( two or more servings per day) 

 
 By age 6 m , encourage one feeding per day of foods rich in vitamin 

C (e.g.fruits, vegetables, or juice) to improve iron absorption, preferably 
with meals. 
 

 plain, pureed meats after age 6 months . 



Risk factors In < 5 Y/O : 
1. Children from low-income families, 

2. Children eligible for the Special Supplemental Nutrition 

Program for Women, Infants, and Children {WIC}, 

3. Migrant children,  

4. Recently arrived refugee children. 

 

  screen all children for anemia between ages 9 and 12 

months, 6 months later, and annually from  ages 2 to 5 

years. 



 1. Preterm or LBW infants 

 

 2. Fed a non-iron-fortified infant formula for>2m. 

 

 3. Infants introduced to cow's milk before age 12 m. 

 

 4. Breast-fed infants who receiving insufficient iron from 
supplementary foods. 

 

 5. Consume >24 oz daily of cow's milk. 

 

 6. Special health-care needs (e.g., use medications that interfere 
with iron absorption ,chronic infection, inflammatory disorders, 
restricted diets, or extensive blood loss from a wound, an 
accident, or surgery). 



 Repeat Hb or Hct test 
 

 3 mg/kg/d of iron drops between meals 
 

 Counsel about adequate diet 
 

 Repeat the anemia screening in 4 wks. An increase in Hb 
>1 g/dL or in Hct >3% confirms the diagnosis . 
 

  Continue iron treatment for 2 more months, then recheck 
Hb or Hct.   

 
  Reassess Hb or Hct  6 m after successful Tx is completed. 

 
 If after 4wk the anemia does not better, re-evaluate the 

anemia by other lab. tests( MCV, RDW, and ferritin) 
 
 



 Screening : 
1.  History of iron-deficiency anemia 
2.  Special health-care needs  
3.  Low iron intake 

 
 Treatment :  
  one 60-mg iron tab/day for school-age  
  two 60-mg iron tab/day for adolescent boys  
  diet counseling 

 
 Follow-up : 
   Same as infants and preschool children. 



 Primary Prevention 
   Encourage them to eat iron-rich foods and foods that 

enhance iron absorption. 
 

 Secondary Prevention 
   Screen all nonpregnant women for anemia every 5-10 

years throughout their childbearing years during 
routine health examinations. 

 
 Annually screen for anemia women having risk factors 

for iron deficiency (e.g., extensive menstrual or other 
blood loss, low iron intake, or a previous diagnosis of 
iron-deficiency anemia). 



 Confirm by repeating Hb or Hct test. 

 

 Oral dose of 60-120 mg/day of iron. 

 

  Diet counseling. 

 

 Follow up same as infants and preschool children. 

 

 If after 4 wks the anemia does not respond, further 

evaluate the anemia by using other laboratory 

tests(MCV, RDW, and ferritin ). 

 



 Primary Prevention 

1. Oral low-dose (30 mg/day) supplements of iron at the 

first prenatal visit. 

2. Encourage for iron-rich foods and foods that enhance 

iron absorption. 

 

 Secondary Prevention 

   Screening for, diagnosing, and treating iron-deficiency 

anemia. 



 
 Confirm diagnosis by repeating Hb or Hct test. 

 
 If Hb <9.0 g/dL or Hct <27.0%, refer the patient. 

 

 Treat by oral dose of 60-120 mg/day of iron. 
 

 Diet  counseling.  

 
 If after 4wk the anemia does not respond to iron tx (the woman 

remains anemic for her stage of pregnancy and Hb does not increase 
by 1g/dL or Hct by 3%) ,reevaluate (MCV, RDW, ferritin ). 
 

 When Hb or Hct becomes normal for the stage of gestation, 
decrease the dose of iron to 30 mg/day. 
 

  During the second or third trimester, if Hb >15.0 g/dL or Hct is 
>45.0%, evaluate the woman for potential pregnancy complications 
related to poor blood volume expansion. 



 Screening 
    At 4-6 wks postpartum by using a Hb or Hct test. 

 

  Risk factors  
1. Anemia continued through the third trimester. 
2. Excessive blood loss during delivery. 
3. Multiple birth. 

 

  Treatment and follow-up 
    same as for nonpregnant women. 
 
    If no risk factors for anemia are present,  
    supplemental iron should be stopped at delivery. 



 No routine screening for iron deficiency is recommended.  

 

 Iron deficiency or anemia detected during routine medical 

examinations should be fully evaluated for its cause. 

 

  Men and postmenopausal women usually do not need 

iron supplements. 

 



 Iron bioavailability depends on dietary composition. 
 

 Heme iron: meat, poultry, and fish. 
 Non-heme iron: plantbased foods and iron-fortified foods . 

 

 The bioavailability of non-heme iron is strongly affected by the kind of 
other foods ingested at the same meal. 

  
 Enhancers of iron absorption:  

      heme iron (meat, poultry, and fish ) & vitaminC. 
 

 Inhibitors of iron absorption:  

      polyphenols (in certain vegetables), tannins (in tea), phytates 
      (in bran), and calcium (in dairy products). 

 

  Vegetarian diets :low in heme iron. 
  iron bioavailability in a vegeterian diet can be increased by careful 

planning of meals to include other sources of iron and enhancers of 
iron absorption. 
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