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BACKGROUND

Iron deficiency anaemia is a global problem, impacting around 279,000 pregnant
women worldwide (WHO). Although it is more prevalent in low-resource countries, it
is still an important issue in all healthcare systems. Effective management is
required to reduce adverse maternal and pregnancy outcomes, particularly major
obstetric haemorrhage (MOH) for which iron deficiency anaemia has been identified
as a risk factor and is a major cause of morbidity. The purpose of this study is to
identify whether our methods of screening for anaemia are effective, if our
subsequent management meets local and national recommendations and whether
this is a significant contributing factor to our MOH rates.

RESULTS

The majority of women studied were aged between 20-40, nulliparous, white British with a BMI
between 20-30. All women identified as anaemic at booking were correctly prescribed oral iron
replacement (figure 1). We identified three women who were diagnosed with anaemia at 28
and 36 weeks who were not prescribed iron replacement, meaning they were anaemic prior to
delivery (Figure 2a and 2b). Postnatally, 38% of women requiring transfusion were not
prescribed or offered additional iron transfusion and only 36% of anaemic women had evidence
of a follow up plan (Figure 3). Furthermore, we identified that no dietary advice was given in
76% of cases.

CONCLUSIONS

Although anaemia is a risk factor for MOH, we did not find this was a significant contributing factor in our
population. 100% of women were screened for anaemia at booking and 97% of women identified as
anaemic during pregnancy were treated appropriately with the correct dose of oral iron. We did however,
find significant treatment gaps that could be improved on postnatally, as well as ensuring women receive
suitable dietary advice. In order to address these issues, we will deliver departmental education on
dietary advice and post partum management and have developed helpful visual aids for quick reference
to use in everyday clinical practice to improve compliance (figure 4). Further work will focus on identifying
other risk factors specific to our population to reduce our local incidence of MOH.

Management of anaemia – Summary of Local and National Guidance

METHODS

We performed a retrospective audit of 90 women over a 6-month period who had
experienced a haemorrhage of 2L or more. We retrospectively identified whether they
had been diagnosed with anaemia at any point during the pregnancy. We then
assessed whether they had received appropriate treatment, follow up and advice in
line with local and national guidance.

Figure 1. Anaemia at booking

Figure 2 a) Anaemia at 28 weeks and 2b) Anaemia at 36 weeks

Figure 3. Management of post natal anaemia
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