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Objectives

By the end of this session, you should be able to

1. Understand the recommended ferritin threshold for the diagnosis of iron
deficiency in children, adults, and menstruating persons.

2. Understand the need to use transferrin saturation (TSAT) and ferritin for
the diagnosis of iron deficiency in those with inflammation.

3. Understand when TSAT should be drawn for the most accurate
assessment.
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American Society of Hematology 2026 guidelines for diagnosis of
iron deficiency

Jacquelyn M. Powers, Ming Y. Lim, Maureen Okam Achebe, Imo J. Akpan, Michael Auerbach,
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Fleming, Martina Fraga, George Goshua, Paula James, Adam Lewkowitz, Jori May, Grace
Nnadozie, Frances Ogunnaya, Guillermo J. Ruiz-Arguelles, Michelle Sholzberg, Layla Van Doren,
Angela C. Weyand, Michelle P. Zeller, Muayad Azzam, Ali Choaib, Qais Hamarsha, Hassan
Kawatharany, Jana Khawandi, Reem A. Mustafa American Society of Hematology 2026
guidelines for diagnosis of iron deficiency. Blood Adv. 2026. doi:
10.1182/bloodadvances.2025015950
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How were these guidelines generated?

PANEL FORMATION CLINICAL EVIDENCE MAKING
Guideline panel was QUESTIONS SYNTHESIS RECOMMENDATIONS
formed following these 5 clinically-relevant Evidence summary Recommendations
key criteria: questions generated in  generated for each made by guideline
- Balance of expertise  PICO format PICO question via panel members based
(including disciplines  (population, systematic review of on evidence for all
beyond hematology)  intervention, health effects plus: factors
» Close attention to comparison, outcome) « Resource use
minimization and . Feasibility
management of Example: PICO question Acceptability
conflicts of interest Should serum ferritin cutoffs of « Equity
<12 ng/mL or <20 ng/mL be used - Patient values and
to diagnose iron deficiency, with or
without anemia, in children aged 9 prefe rences

months to 4 years of age?

ASH guidelines are reviewed annually by expert work groups convened by ASH. Resources, such as this slide set,
derived from guidelines that require updating are removed from the ASH website.
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How patients and clinicians should use these recommendations

STRONG Recommendation CONDITIONAL Recommendation
“Th I “Th I “Th I t
€ pane ) € pane . , The panel suggests...” ¢ par!e s”’fges >
recommends... recommends against... against...

X & @

A majority would want the intervention, but many
would not.

&

For patients Most individuals would want the intervention.

Different choices will be appropriate for different

For clinicians Most individuals should receive the intervention. patients, depending on their values and
preferences. Use shared decision making.




a ‘oz’ ASH® CLINICAL PRACTICE GUIDELINES
% '@

o

PURPOSE

* Provide evidence-based recommendations on the
diagnosis of ID

— PRIMARY GOALS J

 Review, critically appraise, and implement evidence-based
recommendations

 Improve accurate identification of affected individuals &
minimize harms of overdiagnosis

 Provide clinical decision support for shared decision-making
better recognition of ID, identification and management of
underlying etiology, improved counseling, and early initiation of
iron therapy
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4[ TARGET AUDIENCE }

« Hematologists, family physicians, pediatricians,
obstetricians and gynecologists, internists, other clinicians
and healthcare providers, decision-makers, and patients

4[ IMPACT }

» Local, national, or international initiatives that seek to
enhance guidance on screening at-risk populations for ID

 Standardized clinical decision limits in laboratory reporting
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Background on iron deficiency (ID)

Iron is a critical ID is common & widespread
micronutrient - Negative impact on quality of life
 Erythropoiesis « Underrecognized & untreated
« DNA replication « Disproportionate impact on
« Mitochondrial energy individuals of economically
production disadvantaged backgrounds
- Neurotransmitter synthesis and/or within certain racial and

ethnic minority groups
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Etiology of iron deficiency

.

Examples of Increased Ne

BLOOD LOSS

* Menstruation
* Gl blood loss
 Hematuria

« Blood donation

! INTAKE \

 Dietary restriction

PHYSIOLOGIC NEEDS

* Pregnancy

« Extreme exercise
\Childhood growth

| ABSORPTION

* Inflammation

* Proton pump
inhibitors

* Inflammatory bowel

Ajiqejieay
paseatdaq jo sajdwex3

disease \

» Gastric bypass surgery

<
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Pros & cons of serum ferritin testing in iron deficiency

Widely available

Accurate in populations
without inflammation

Best indirect measure of
total body iron stores in
some populations

Inflammation impacts
accuracy

Lack of standardization
across platforms

Variability across assays,
most pronounced a higher
end of ferritin values
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Case 1: Child with iron deficiency

A 7-year-old child has been lethargic and
complaining that he can't keep up with his
friends at recess. He is known to be very
picky about food and only eats pizza,
pasta and paneer. He does not like
vegetables or meat, including chicken. His
mother is worried about iron deficiency
and wants to try an oral iron supplement.
Unfortunately, he does NOT like pills
either.
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Case 1: Child with iron deficiency

The child agrees to blood work (with bribery of a new toy dinosaur and
spy book). Hemoglobin is 10.4 g/dL and Ferritin is 15 ng/mL. Which of
the following best summarizes this child's laboratory investigations?

ne Cn
ne Cn
ne Cn
ne Cn

d is non-anemic with adequate iron stores
d is anemic with adequate iron stores

d is anemic with iron deficiency

d is non-anemic with iron deficiency

oOnNnw2x>
— <4 4 -
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Recommendation
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Ch"d I'eN (9 months - & years)

The ASH Guideline Panel suggests using a serum ferritin threshold of <20 ng/mL
instead of a threshold of <12 ng/mL for the diagnosis of iron deficiency.

@ ®
@
+/)Serum ferritin <20ng/mL)

@
oS00
o A higher serum ferritin threshold

o Children aged >4 years until adolescence: A serum ferritin threshold of =20 ng/mL may be appropriate
Non-menstruating adolescents: A serum ferritin threshold of <30 ng/mL may be appropriate may be required for children
with inflammation.

Menstruating adolescents: See recommendation for menstruating individuals.

Image from guideline Visual Summary
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Summary of Evidence

- Evidence for diagnostic test accuracy included one observational study
(n=87) with a median age of 36.5 months (IQR 17.1 months).

« The study compared a serum ferritin threshold of <12 ng/mL versus <18
ng/mL (which was utilized to inform the threshold of 20 ng/mL)

Excluded Populations Systematic review Observational studies
Children were excluded from Prevalence of ID included 56 Provided indirect evidence
this recommendation if they studies (n=121,394) with a through estimation of
have: pooled estimate for the global physiologically based serum
« Inflammation prevalence of iron deficiency  ferritin thresholds for this age
« Menstruation in this population of 30% group

* Pregnancy
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Rationale
The panel prioritized a serum ferritin threshold that maximized sensitivity, prioritizing
detection of as many iron-deficient children as possible who could benefit from treatment

Prompt treatment to prevent progression to IDA given high iron demand in

childhood
Improvement in hematologic parameters, cognition, and neurodevelopment

« Incorrectly identified ID may lead to adverse effects from unnecessary iron
RISKS supplementation
« Intravenous iron, though less commonly used in this group, poses a small risk of
infusion reactions
« Children in malaria endemic areas may be more vulnerable to harm with

HARMS unnecessary iron supplementation
D
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Discussion & Caveats

Due to a lack of direct evidence, specific recommendations for children aged
>4 years until adolescence (defined as age >11 years) and non-menstruating
adolescents were not developed.

For children aged >4 years until adolescence

e Serum ferritin threshold of <20 ng/mL is appropriate for the diagnosis of ID by
indirectly applying evidence for young children.

For non-menstruating adolescents

e Serum ferritin threshold of <30 ng/mL is appropriate for the diagnosis of ID by
indirectly applying evidence from menstruating adolescents & adult populations.
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Return to Case 1: Child with iron deficiency

The child agrees to blood work (with bribery of a new toy dinosaur and spy
book). Hemoglobin is 10.4 g/dL and Ferritin is 15 ng/mL. Which of the
following best summarizes this child's laboratory investigations?

A. The child is non-anemic with adequate iron stores
B. The child is anemic with adequate iron stores

IC. The child is anemic with iron deficiency

D. The child is non-anemic with iron deficiency
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FUTURE RESEARCH NEEDS

Prevalence of ID in children aged >4 years until adolescence and in
non-menstruating adolescents

Assessment of changes in serum ferritin and TSAT across all pediatric
groups

Evaluation of outcomes related to screening at various serum ferritin
thresholds and impact of treatment on such outcomes

Stakeholder engagement

Randomized clinical trials comparing health outcomes in children
treated using different serum ferritin thresholds

Cost effectiveness studies
Exploration of health equity implications
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Case 2 : Adult with inflammatory bowel disease

A 21-year-old man with a history of
inflammatory bowel disease is seen in follow-
up. He is being treated with adalimumab but is
now having more symptoms, including
abdominal pain and an increasing number of
stools. He also notes extreme fatigue. A
complete blood count shows a hemoglobin of
9.5 g/dL. His MCV was 78 fL. The remainder of
the blood count showed a WBC of 12,300 x
103/pL and platelets of 585 x 103/uL.
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Case 2 : Adult with inflammatory bowel disease

For adults with anemia of inflammation what tests are suggested
to evaluate for iron deficiency?

A. Serum ferritin
B. Transferrin saturation
C. Both serum ferritin and transferrin saturation
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Case 2 : Adult with inflammatory bowel disease

In adults with the anemia of inflammation, when should the diagnosis
of iron deficiency be considered?

A. Ferritin <100 ng/mL and TSAT <20%
B. Ferritin <200 ng/mL and TSAT <20%
C. Ferritin <100 ng/mL or TSAT <20%

D. Ferritin <200 ng/mL and TSAT <20%
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Case 2 : Adult with inflammatory bowel disease

To be most accurate, when should a TSAT be drawn?

Any time; recent food consumption does not affect results

Wait one hour after supplements or an iron-containing meal
After fasting for 5-9 hours

Wait 12 hours after supplements or an iron-containing meal

oNw»
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Adults with Inflammation

The ASH Guideline Panel suggests performing both serum ferritin and transferrin saturation (TSAT)
rather than serum ferritin alone to evaluate for iron deficiency.

@ Perform serum ferritin + .@ TSAT should be drawn in a fasting

transferrin saturation (TSAT) state (5-9 hours), including fasting
00 from multivitamin/iron supplements.

The diagnosis of iron deficiency may be considered when
TSAT <20% or serum ferritin <100 ng/mL

Image from guideline Visual Summary
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Summary of Evidence

- Evidence for the diagnostic test accuracy included two comparative cross-
sectional studies (n=67), one with heart failure patients & the other with
chronic renal disease.

« For serum ferritin threshold <100 ng/mL and/or TSAT <20%, the pooled
sensitivity and specificity were 0.91 and 0.70 compared to a ferritin alone of
<100 ng/nL (0.38 and 0.88, respectively)

Ferritin vs TSAT Adjunctive Tests Randomized Trials
Both studies presented data Adjunctive tests such as CRP lack The panel considered indirect
on the sensitivity and sufficient data to use as evidence from 4 RCTs in
specificity of serum ferritin standalone tests, but may be individuals with ID and heart
alone versus serum ferritin helpful in the context of the failure that defined iron deficiency
combined with TSAT individual's clinical condition and as serum ferritin <100 ng/mL or
other laboratory values TSAT <20%.
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Rationale

Panel members considered serum ferritin alone often insufficient to assess iron status in adults
with inflammation and supported using multiple iron parameters to inform diagnosis. The panel
also recognized that inflammation exists on a continuum, limiting the ability of dichotomous
thresholds to fully characterize its spectrum.

\C.
pERCAN
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Accurate diagnosis of iron deficiency in the setting of inflammation enables timely

BENEFITS treatment, mitigating negative consequences such as worsening anemia and poorer
outcomes related to the underlying comorbid condition and primary cause of
inflammation.

Incorrectly identified ID may lead to adverse effects from unnecessary iron

RISKS supplementation.

Intravenous iron poses a small risk reactions.

The panel prioritized minimizing false negatives, considering the undesirable effects of
HARMS serum ferritin <100 ng/mL alone as moderate, and the undesirable effects of serum
ferritin <100 ng/mL or transferrin saturation <20% as likely small overall.
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Discussion & Caveats

Due to low certainty in the evidence and very limited number of prospective
trials providing indirect evidence, a recommendation regarding specific
thresholds was not made.

Based on available evidence, a serum ferritin of <100 ng/mL or TSAT <20% may identify
many individuals with concomitant iron deficiency in the setting of inflammation.

This will reduce untreated iron deficiency and its attendant negative health
consequences.
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Return to Case 2 : Adult with inflammatory bowel disease

For adults with anemia of inflammation what tests are suggested to evaluate
for iron deficiency?

A. Serum ferritin
B. Transferrin saturation
C. Both serum ferritin and transferrin saturation
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Return to Case 2 : Adult with inflammatory bowel disease

In adults with the anemia of inflammation, when should the diagnosis of iron
deficiency be considered?

A. Ferritin <100 ng/mL and TSAT <20%
B. Ferritin <200 ng/mL and TSAT <20%

C. Ferritin <100 ng/mL or TSAT <20%

D. Ferritin <200 ng/mL and TSAT <20%
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Return to Case 2: Adult with inflammatory bowel disease

To be most accurate, when should a TSAT be drawn?

A.
B.

Any time; recent food consumption does not affect results

Wait one hour after supplements or an iron-containing
meal

O

After fasting for 5-9 hours

Wait 12 hours after supplements or an iron-containing
meal
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FUTURE RESEARCH NEEDS

Studies on various iron parameters including diagnostic hepcidin
assays to inform diagnosis of iron deficiency in the setting of anemia
of inflammation

Evaluation of the relationship between serum ferritin and TSAT in
pediatrics, including optimal threshold for diagnosing iron deficiency
in children with concomitant inflammation

Randomized clinical trials that examine different iron parameters for
diagnosis of iron deficiency in individuals with inflammation, to guide
treatment and assess patient-important outcomes
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Case 3: Adult with iron deficiency

A patient was started on vedolizumab therapy for
inflammatory bowel disease with an excellent
response. At follow-up, all markers of
inflammation are negative, and gastroenterology
studies show no evidence of inflammation.
However, he again reports severe fatigue and
exercise limitations.

His complete blood count showed a hemoglobin
of 10.3 g/dL. His MCV was 75 fl. The remainder of
the blood count showed a WBC of 3,500 x 103/puL
and platelets of 289 x 103/pL.
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Case 3: Adult with iron deficiency

In the adult population (excluding menstruating or pregnant individuals)
what is the suggested ferritin threshold for diagnosis of iron deficiency?

15 ng/mL
30 ng/mL
50 ng/mL
100 ng/mL

oNw»
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Case 3: Adult with iron deficiency

Given that the patient is having symptoms, what is the suggested ferritin
threshold for diagnosis of iron deficiency?

15 ng/mL
30 ng/mL
50 ng/mL
100 ng/mL

oNw»
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Recommendation
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AdUItS (excluding menstruating or pregnant individuals)

The ASH Guideline Panel suggests using a serum ferritin threshold of <30 ng/mL
instead of <15 ng/mL for the diagnosis of iron deficiency.

—- e
¢ <50ng/mL
@) Serum ferritin <30ng/mL)
For people with signs or symptoms associated
SS00 with iron deficiency or ongoing iron deficiency risk
factors, it is appropriate to use a serum ferritin
threshold of <50ng/mL to diagnose iron deficiency
and guide management decisions.

Image from guideline Visual Summary
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Summary of Evidence

« Evidence for the diagnostic test accuracy included 19 cross-sectional studies.
« Pooled sensitivity & specify based on serum ferritin cut-off:

« <15 ng/mL: 0.41 & 0.99, respectively

« <30 ng/mL: 0.67 & 0.96, respectively

« <50 ng/mL: 0.89 & 0.86, respectively

Exclusion Criteria Systematic Review Bone Marrow Reference
Adults were excluded from Prevalence of iron deficiency All but one of the included
this recommendation if they in adults included 52 studies studies used serum as the
have: (n=154,819 individuals). index test and bone marrow
* Menstruation Pooled estimate for the global  examination as a reference
« Pregnancy prevalence of iron deficiency standard to confirm the
 Inflammation in this population was 16%. diagnosis of iron deficiency.
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Rationale

The panel prioritized a serum ferritin threshold that maximized sensitivity, prioritizing detection of
as many iron-deficient individuals as possible who could benefit from treatment.

BEN EFITS Accurate diagnosis allows prompt iron supplementation, preventing progression to iron
deficiency anemia or, in those already anemic, progression to more severe anemia.

Incorrectly identified ID may lead to adverse effects from unnecessary iron

RISKS supplementation.

Intravenous iron poses a small risk of reaction.

The panel determined undesirable effects of the lowest serum ferritin threshold of <15
HARMS ng/mL were greater than those of the higher serum ferritin thresholds, given that a missed
diagnosis of iron deficiency may result in prolongation of unaddressed negative health

issues.
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Discussion & Caveats

The guideline panel suggests a serum ferritin threshold of <30 ng/mL over a
serum ferritin threshold of <15 ng/mL to diagnose iron deficiency in the

general adult population (excluding menstruating or pregnant individuals),
despite low certainty in the evidence.

The panel acknowledged a significant variation between patients with iron deficiency and their

associated symptoms at different serum ferritin thresholds, which creates important certainty
or variability in patient values.

This higher threshold will result in a higher proportion of adults with iron deficiency receiving a
diagnosis and potentially benefitting from appropriate evaluation and management.



Return to Case 4: Adult with iron deficiency

In the adult population (excluding menstruating or pregnant individuals)
what is the suggested ferritin threshold for diagnosis of iron deficiency?
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15 ng/mL

30 ng/mL

O N|w| >

50 ng/mL
100 ng/mL




Return to Case 4: Adult with iron deficiency

Given the patient is having symptoms, what is the suggested ferritin
threshold for diagnosis of iron deficiency?
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15 ng/mL
30 ng/mL

50 ng/mL

o|N|w »

100 ng/mL




‘.. ASH® CLINICAL PRACTICE GUIDELINES

FUTURE RESEARCH NEEDS

Studies on an appropriate reference standard for iron deficiency and
harmonization of serum ferritin laboratory testing

Randomized clinical trials comparing serum ferritin thresholds to
guide iron treatment, using patient-important outcomes

Cost-effectiveness studies comparing diagnosis at different serum
ferritin diagnostic thresholds

Stakeholder engagement to assess feasibility, acceptability, and
health state utility implications of different serum ferritin thresholds

Exploration of health equity implications for different serum ferritin
diagnostic thresholds in adults, including in individuals in malaria-
endemic regions
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Case 4: Menstruating individual with iron deficiency

A 34-year-old patient presents to their primary
care physician for fatigue. They report fatigue
for at least a year, but over the last several
months have developed a craving for ice and a
pins-and-need|es sensation in their legs,
specifically at night, with an inability to stop
moving them (restless leg syndrome).
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Case 4: Menstruating individual with iron deficiency

When asked about a change in menstruation pattern,
they note an increase in menstrual flow over the past
year. Menarche occurred at age 11, with periods
lasting five days, and pad changes at most four times
daily on the heaviest days. Over the last several
months, pad changes have increased to every 1-1.5
hours with associated passage of clots, both of which
are affecting their quality of life.
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Case 4: Menstruating individual with iron deficiency

Lab notes indicate that hemoglobin is 9.1g/dL and ferritin is 4ng/mL. What
ferritin threshold should be used to diagnose iron deficiency in menstruating
individuals?

A. Ferritin £15 ng/mL
B. Ferritin <20 ng/mL
B. Ferritin <30 ng/mL
C. Ferritin £100 ng/mL
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Menstruating Individuals

The ASH Guideline Panel suggests using a serum ferritin threshold of <30 ng/mL & suggests
against using a serum ferritin threshold of <15 ng/mL for the diagnosis of iron deficiency.

—-
¢ =50ng/mL
Q)Serum ferritin <30ng/mL)
For people with heavy menstrual bleeding
00 (HMB) or other forms of abnormal uterine bleeding
(AUB) resulting in excessive blood loss, symptoms

&S00
associated with iron deficiency, additional risk factors
for iron deficiency, upcoming surgery, or planning
pregnancy, a serum ferritin threshold of <50 ng/mL
isappropriate to diagnose iron deficiency and guide
management decisions.

E A detailed menstrual history is necessary to facilitate the diagnosis of AUB, particularly
HME. It would be essential to address abnormal and/or HMB, if identified.

Image from guideline Visual Summary
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Summary of Evidence

Direct
Evidence

Examined test accuracy of serum
ferritin cutoffs ( <15 ng/mL, <30
ng/mL, <50 ng/mL; n=7,583)
against marrow staining

Physiologic &
Observational Evidence

Physiological effects of serum
ferritin thresholds,
recommendations from other
organizations & the panel's expert

consensus

Functional & Patient-
Important Outcomes

22 studies (5 observational, 12 RCTs,
2 meta-analyses, 2 SRs, 1 Cochrane
review)informed impact &
treatment decisions on patient-
important outcomes
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Rationale

The panel prioritized a serum ferritin threshold that maximized sensitivity, prioritizing detection of as many
iron-deficient individuals as possible who could benefit from treatment.

Appropriate diagnosis and treatment will prevent progression of iron deficiency to anemia

BENEFITS and the need for blood transfusion, and will improve patient-important outcomes (fatigue,
cognition, physical performance, and health-related quality of life). Implementing a threshold
of <30 ng/mL is likely feasible across income settings.

Incorrectly identified iron deficiency, using a serum ferritin threshold of <50 ng/mL, may lead
RISKS to adverse effects from unnecessary iron supplementation, although most individuals with

heavy menstrual bleeding will likely have a serum ferritin far lower than this threshold.
Intravenous iron poses a small risk of reactions.

HARMS The undesirable effects of a serum ferritin threshold of <15 ng/mL were highest, due to the
high proportion of this population with HMB.



‘.. ASH® CLINICAL PRACTICE GUIDELINES

Discussion & Caveats

Laboratories should shift from shift from reference intervals based on
population-derived normative values to clinical decision limits for ferritin
thresholds.

Laboratories should flag ferritin <30ng/mL as abnormal

e 80% (123/155) of providers surveyed accepted <30ng/mL as a practical diagnostic cutoff

Include a post-analytical comment that <50ng/mL may be appropriate for
high-risk subgroups (i.e. heavy menstrual bleeding)
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Return to Case 4: Menstruating individual with iron deficiency

Upon checking labs, it is noted that the hemoglobin is 9.1g/dL and ferritin
is 4ng/mL. What ferritin threshold should be used to diagnose iron
deficiency in menstruating individuals?

A. Ferritin £15 ng/mL
B. Ferritin <20 ng/mL
C. Ferritin <30 ng/mL

D. Ferritin <100 ng/mL
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FUTURE RESEARCH NEEDS

Studies focused on an appropriate reference standard for iron deficiency
and harmonization of serum ferritin laboratory testing across platforms

Evaluation of outcomes related to various serum ferritin diagnostic
thresholds and impact of treatment on such outcomes

Randomized clinical trials comparing patient-important outcomes using
different serum ferritin diagnostic thresholds to guide management

Stakeholder engagement

Cost effectiveness studies

Exploration of the health equity implications of different serum ferritin
diagnostic thresholds
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Case b5: Pregnant individual with iron deficiency

The patient in the preceding case becomes
pregnant. They note fatigue, shortness of breath
with exertion, worsening migraines, and PICA for
ice. Labs show the following:

« WBC 10,000/uL (normal 4-10,000)
 Hemoglobin 10.5 g/dL (normal 14-17)
« MCV 80 fL (normal 80-95)

 Platelets 439,000/uL (normal 150-
350,000)
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Case b: Pregnant individual with iron deficiency

In pregnant individuals what is the suggested ferritin threshold for
diagnosis of iron deficiency?

A. Ferritin <15 ng/mL
B. Ferritin <75 ng/mL
B. Ferritin <30 ng/mL
C. Ferritin <100 ng/mL
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Case 5: Pregnant individual with iron deficiency

Given that she is anemic and symptomatic, what might be an appropriate
ferritin threshold to guide management in this patient?

15 ng/mL
50 ng/mL
/5 ng/mL
100 ng/mL

oNw >
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Recommendation

Pregnant Individuals

The ASH Guideline Panel suggests using a serum ferritin threshold of <30 ng/mL & recommends
against using a serum ferritin threshold of <15 ng/mL for the diagnosis of iron deficiency.

3333333333337 :
;

X Q)Serum ferritin £3Dng!ml.)

00 @200 For pregnant individuals with anemia, with

or without other iron deficiency risk factors
and/or symptoms associated with iron deficiency,
a serum ferritin threshold of <50ng/mL may be
appropriate to diagnose iron deficiency and guide
management decisions.

Image from guideline Visual Summary
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Summary of Evidence

« The same data on diagnostic test accuracy were used to inform
recommendations for adults, menstruating, and pregnant populations

« Systematic review of the prevalence of iron deficiency in pregnancy was

performed
Direct Evidence Physiologic & Observational Functional & Patient-
Evidence Important Outcomes
Examined test accuracy for serum  « A systematic review on the
ferritin cutoffs (<15 ng/mL, <30 prevalence of iron deficiency in Improvement in both maternal and
ng/mL, <50 ng/mL; n=7,583) pregnant individuals included neonatal outcomes with iron
against marrow staining 31 studies (n= 93,782 supplementation
individuals)

» Pooled estimate for global
prevalence was 37%
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Rationale

Accurate diagnosis of iron deficiency during pregnancy allows prompt iron supplementation, preventing
progression to iron deficiency anemia or, in those already anemic, progression to more severe anemia.

The panel prioritized a serum ferritin threshold that maximized sensitivity, prioritizing detection of as
many iron-deficient individuals as possible who could benefit from treatment.

\C.
pERCAN

&

|dentifying and treating iron deficiency is paramount in pregnant individuals given the

BENEFITS high iron demands of pregnancy and delivery, and the associated improvement in
maternal and neonatal outcomes with iron supplementation.

Those incorrectly identified as iron deficient may experience adverse effects from

RISKS unnecessary supplementation.
Intravenous iron poses a small risk of reactions.

HARMS The undesirable effects of a serum ferritin threshold of <15 ng/mL were highest, due to
the high proportion of this population with HMB.
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Discussion & Caveats

The panel supported the use of this highest threshold, <50 ng/mL, in
pregnant individuals with concomitant anemia, with the goal of minimizing

progression of iron deficiency anemia in later trimesters and reducing fetal
reliance on maternal iron stores.

There were concerns about the feasibility of implementing this threshold

There was not unanimous support for the threshold of 50 ng/mL for
pregnant individuals without anemia due to uncertain benefits and
uncertain potential harms of treatment at this threshold.
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Return to Case 5: Pregnant individual with iron deficiency

In pregnant individuals what is the suggested ferritin threshold for diagnosis
of iron deficiency?

A. Ferritin <15 ng/mL
B. Ferritin <75 ng/mL

C. Ferritin <30 ng/mL

D. Ferritin <100 ng/mL




Return to Case 5: Pregnant individual with iron deficiency

Given that she is anemic and symptomatic, what might be an appropriate
ferritin threshold to guide management in this patient?

a ‘., ASH® CLINICAL PRACTICE GUIDELINES
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Ferritin <15 ng/mL

Ferritin <50 ng/mL

O N|w| >

Ferritin <75 ng/mL
Ferritin <100 ng/mL
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FUTURE RESEARCH NEEDS

Examination of the relationship between serum ferritin and TSAT in
pregnant individuals across trimesters

Evaluation of outcomes related to serum ferritin testing in pregnancy,
including optimal timing (gestational age) for screening and treatment

Randomized clinical trials and prospective comparison of patient-important
outcomes at various ferritin thresholds to guide iron therapy in pregnancy

Stakeholder engagement

Cost effectiveness studies

Exploration of the health equity implications of different serum ferritin
diagnostic thresholds
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In Summary: Back to our objectives

1.

Understand the recommended ferritin threshold for the
diagnosis of iron deficiency in children, adults, and menstruating
persons.

Understand the need to use transferrin saturation (TSAT) and
ferritin for the diagnosis of iron deficiency in those with
inflammation.

Understand when TSAT should be drawn for the most accurate
assessment
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