
CASE STUDY 17:  

HealthPathways Melbourne 
assistance with IV iron infusion

A female, 28, presents to her regular GP who has 
been managing her for iron deficiency anaemia 
for the previous two months.

To do this, the GP has been using the Iron 
Deficiency Anaemia guidance on HealthPathways 
Melbourne, and found menorrhagia to be the 
likely cause.

This is being managed with guidance from the 
Heavy Menstrual Bleeding pathway.

The patient had been given oral iron supplements, 
but felt that she was not able to tolerate them, 
even after the GP lowered the dose. Therefore, 
she has stopped using them.

Her GP considers an intravenous iron infusion 
and checks the Intravenous Iron Infusion pathway. 
After checking indications, contraindications 
and precautions, the GP notes that an infusion is 
appropriate for the patient, and also notes that her 
risk of hypophosphatemia is low.

Her GP discusses IV iron infusion and 
considers her options of Ferinject and 
Monofer on the pathway. For patients at risk of 
hypophosphataemia Monofer provides a lower 
risk than Ferinject.

This is not pertinent in this case, so the GP 
decides on Ferinject, also known as ferric 
carboxymaltose.

Putting knowledge into practice
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The GP checks the patient’s latest haemoglobin 
(Hb 110) and weight (65kg), then checks the 
pathway again for the appropriate dose.

A script and a handout are given to the patient. 
The GP also discusses the procedure, costs, side 
effects and complications.

The GP considers the options for arranging 
an iron infusion externally, described in 
HealthPathways Melbourne, but the clinic has 
recently acquired saline after a national shortage, 
and decides to proceed with this on the premises.

If saline had remained scarce, then the pathway 
suggests a slow bolus injection would have been 
an appropriate alternative.

A date is scheduled and the GP ensures that the 
clinic has a policy and protocol in place, as well 
as adequate emergency resuscitation equipment 
on the day.A week later, the patient presents for 
her infusion. A discussion about side effects and 
complications, including risk of permanent skin 
staining, is had again and valid consent is obtained 
and documented using a consent form. 

The GP checks the pathway again to confirm the 
dose and for the administration instructions for 
Ferinject. 
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Intravenous infusion is started, and set to run 
over a minimum of 15 minutes. The patient is 
monitored every five minutes. At seven minutes 
she complains of feeling hot and itchy. The 
infusion is stopped and her observations checked 
again. She denies any other symptoms and is 
stable again after 15 minutes. The pathway is 
checked again.

After discussion, the infusion is restarted at 50 per 
cent of the previous rate and completes with no 
further issues. 

Given her initial symptoms, she is observed for 
one hour post-infusion. 

She is then sent home with a pathology form to 
repeat FBE and ferritin six to 12 weeks later. 
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