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Activity Description: Insights and Updates in the Treatment of Iron Deficiency Anemia features a series of 
educational video commentaries and text-based Q&A interviews of leading faculty discussing recent updates in the 
treatment of iron deficiency anemia

Sponsored by: The Academy for Continued Healthcare Learning (ACHL)
Supported by: An educational grant from American Regent 

Intended Audience: Gastroenterologists, hematologists, oncologists, and other healthcare professionals treating 
gastrointestinal and cancer-related anemia 

Outcomes Methodology: Assess learner’s initial areas of strength and weakness based on their responses to 
questions and case vignettes. Analysis of these reports assess change in the learners ability to use knowledge and 
attitudes obtained through the activity in a clinical capacity. 

Overview   



Activity Page



Participation
3036 Clinical Participants; 2195 Certificates (Met guarantee of 3000 Clinical Participants and 1050 Certificates) 

Practicing Type

36% Physicians, 26% Physician Assistants, 9% Nurses, 6% Nurse Practitioners, 22% Other HCPs 

Specialty Breakdown
19% Family Medicine/General Practice, 10% Internal Medicine, 9% Surgery, 6% Emergency Medicine,  

4% Gastroenterology, 5% Hematology/Oncology, 3% Cardiology, 2% Anesthesiology, 2% Primary Care, 40% Other
Learning Objectives

96% of learners strongly agree or agree that all learning objectives were met, with an average rating of 3.49/4.00

Faculty
Drs. Feuerstadt and Boccia were highly rated 3.56/4.00

Executive Summary: Levels 1-2



Executive Summary: Levels 3-4
59% indicated participation in the activity will impact their patient outcomes 

82% of participants reported they intended to change their clinical practice based on knowledge 
gained during the activity

Changes made from this activity will impact from at least 9,734 to more than 27,633 IDA patients 
each month

Lack of experience, opportunity, and patient compliance issues were reported as the most common 
barriers to implementing changes in practice

Post-activity, learners demonstrated increased knowledge surrounding IDA pathophysiology; the relationship between 
hepcidin, systemic inflammation, and blood iron levels; the connection between GI disease and IDA development, as well 
as therapeutic selection for IDA and related AEs



Activity Activity Title & Description Launch 
Date Learners Certificates

1

IDA in Inflammatory Bowel Disease: Pathology, Treatment Options, and the Risks of 
Underdiagnosis

Paul Feuerstadt, MD discusses the unique clinical relationship between inflammatory bowel 
disease (IBD) and iron deficiency anemia (IDA), including the role IBD pathology plays in 
blocking optimal iron absorption. Many IBD patients contend with multiple challenges and 
comorbidities that all can directly or indirectly lead to IDA and subsequent poor outcomes.

11/30/17 1205 891

2

IDA Pathology, Etiology, and the Role of Hepcidin Across At-Risk Patient Populations
Ralph Boccia, MD discusses Iron-deficiency anemia (IDA), a widespread condition affecting 

multiple patient populations, which can range from elderly patients and women of childbearing 
age to cancer patients, chronic kidney disease patients, and persons with gastroenterological 
conditions such as IBD, among others. as well as how hepcidin, a peptide hormone, regulates 

iron in the body in both normal human physiology and in multiple disease states.

12/7/17 740 535

3

IDA in Gastroenterology Practice: Pathology, Differential Diagnostics, and Current 
Optimal Treatment

Iron deficiency anemia (IDA) is encountered frequently in gastroenterology practice. Multiple GI 
disease states can contribute to the development of IDA, including IBD, celiac disease, liver 
disorders, prior bariatric surgery, angiodysplasia, diverticular disease, GI cancers, and other 

conditions that contribute to chronic GI bleeding, iron malabsorption, and/or inflammation. Paul 
Feuerstadt, MD discusses the importance of differential diagnosis in determining both direct 

and indirect causes of IDA frequently seen in gastroenterology practice, as well as appropriate 
therapeutic options.

12/29/17 1091 769

Series Details



Level 1: Series Participation

36%

26%

22%

9%
6%

Participation by Clinician Type

Physician
Physician Assistant
Other HCP
Nurse
Nurse Practitioner

Participants Certificates 
3036 2195

19%

10%

9%

4%
6%2%5%

3%
2%

40%

Participation by Specialty

Family Medicine/General Practice
Internal Medicine
Surgery
Gastroenterology
Emergency Medicine
Primary Care
Hematology/Oncology
Cardiology
Anesthesiology
Other**

Combined data across all activities
** Inclusive of Psychiatry, Dermatology, Pediatrics, Radiology, Pathology, OB/Gyn 



Level 2: Learning Objectives

96% of learners strongly agree or agree that all learning objectives were met, with an average rating of 3.49.

Please rate the following objectives to indicate if you are better able to: Analysis of Respondents
Rating scale: 

4=Strongly Agree; 
1=Strongly Disagree

Outline established and novel treatment options for IDA, including efficacy, 
routes of administration, and clinical appropriateness for IDA across multiple 
patient subsets and clinical severity levels 

3.49

Analyze clinical examples of IDA and develop feasible treatment solutions 
based on relevant symptom severity, practice setting, and patient subset. 3.49

Define IDA etiology, signs/symptoms, and epidemiology across patient subsets 3.50

N=2111



Level 2: Satisfaction

All aspects of the activities were highly rated at 3.52 or higher.

Overall Evaluation Analysis of Respondents

Rating scale: 4=Excellent; 1=Poor

Quality of educational content 3.58

Usefulness of educational material 3.52

Objectivity and balance 3.59

N=2111

95% of learners would recommend these activities to a colleague. 



Level 2: Faculty Evaluation

The faculty were rated good or excellent across all areas by 96% of learners, with an average rating of 3.56.

Please rate the faculty on the criteria 
listed

Rating scale: 4=Excellent; 1=Poor

Ability to effectively 
convey the subject 

matter

Ability to present 
scientifically 

rigorous 
information

Expertise on the 
subject matter

Dr. Feuerstadt 3.52 3.53 3.57

Dr. Boccia 3.57 3.56 3.61

N=2107



Objectivity & Balance

Activities were perceived as objective, balanced and non-biased.
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Did you perceive any bias?
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70%
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N=2111



Levels 3-4: Activity Impact

These activities were highly effective, with 59% of attendees indicating participation will improve their patients’ outcomes.

Self-reported activity impact Yes No No change

Increase knowledge 75% 6% 19%

Improve performance 62% 12% 27%

Improve patient outcomes 59% 15% 26%

N=2110; see comments in appendix



Level 4: Practice Change

82% of learners will change their practice! 

18%

7%

25%

23%

14%

39%

0% 20% 40% 60%

This activity validated my current practice; no changes will be made

Other

Change the management and/or treatment of my patients

Modify IDA-related screening tools, tests, and diagnostics in at-risk
patient populations for IDA

Create/revise treatment protocols, prescribing policies, and/or
infusion/injection procedures.

Increase screening of at-risk patient populations for IDA

N=2109; multiple responses allowed; other changes found in appendix



Patient Care Impact

27%

53%

14%

4% 2%

Number of patients affected by these changes each month:

0

1-10

11-20

21-50

>50

Changes will impact 9,734 to more than 27,633 patients each month. This assumes data in chart above is 
representative of all healthcare professionals in attendance (3,036), who indicated they would change their 

practice as a result of their participation in these activities(82%). 

N=1968



Barriers to Planned Change

33%
4%

11%
5%

10%
10%

16%
16%

9%
14%

9%

0% 10% 20% 30% 40% 50% 60%

No barriers

Other

Lack of resources (equipment)

Lack of consensus or professional guidelines

Lack of administrative support

Reimbursement/insurance issues

Lack of experience

Lack of opportunity (patients)

Lack of time to assess/counsel patients

Patient compliance issues

Cost

Participants indicated lack of opportunity and lack of experience (16%) as the most common barriers to 
implementing changes in their practice, followed by patient compliance issues (14%) and lack of resources (11%). 

Of those who identified barriers, 40% will attempt to address the perceived barrier(s) in order to affect change.

N=2109; multiple responses allowed 



Topics of Interest

53%

41%

36%

22%

26%

24%

29%

0% 10% 20% 30% 40% 50% 60%

Clinical indication(s) for endoscopy, colonoscopy, and/or ECG

Biochemistry/physiology of hepcidin regulation

IDA in Gi cancers

Treatment of gastric antral vascular ectasia (GAVE)

IDA and congestive heart failure

IDA-related cardiomyopathy

IDA in chronic kidney disease

N=1973; multiple responses allowed; other topics found in appendix

Key areas requested by Activity 1 & 2 participants for future clinical education surrounding the topic of IDA and IV iron 
therapies include nephrology-related IDA; the role of hepcidin in IDA pathology, and cardiovascular implications of IDA.

Future educational topics of interest to Activity 3 participants include diagnostic yields/clinical indications for using 
endoscopy, colonoscopy, and EGD in IDA patients; the role of IDA in colorectal cancers/other GI cancers; and the role 

hepcidin plays in IDA pathophysiology. 



Activity 1: Pretest vs. Posttest
IDA in Inflammatory Bowel Disease: Pathology, 
Treatment Options, and the Risks of Underdiagnosis



Pretest vs. Posttest

Participants demonstrated improved knowledge and competence on five of five pre/posttest questions, with the most significant
increase (289%) occurring surrounding IDA diagnostics.

19%

33%

49%
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74% 72%
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Topic 1 Topic 2 Topic 3 Topic 4 Topic 5

Pre Post

Clinical Topic/Subtopic % Change

Topic 1: Serologic indicators/related 
diagnostics for IDA 289%

Topic 2: Adverse events associated 
with IDA therapies 118%

Topic 3: First-line diagnostic testing 
standards for IDA in IBD patients 73%

Topic 4: Clinical comparison of 
available IV iron therapies 128%

Topic 5: Case-based IV iron 
therapeutic selection 136%

Overview of Correct Responses
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Levels 3-4 Pretest vs. Posttest

Correct responses for this clinical subtopic increased an astonishing 289% post-activity versus pretest, indicating highly effective 
education surrounding clinical knowledge gaps on IDA diagnostics.

Which of the following serologic indicators is generally NOT an 
accurate diagnostic measurement for detecting IDA in patients with 
active inflammatory bowel disease? 

A. Hemoglobin

B. Serum ferritin
C. Transferrin saturation 

D. C-reactive protein 

Topic 1: Serologic indicators/related diagnostics for IDA 
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Levels 3-4 Pretest vs. Posttest

Participants also demonstrated high knowledge gains surrounding the clinical subtopic of IV-iron associated adverse events, with a 
118% increase in correct post-test responses versus pretest. Given the potentially life-threatening effects of IV iron anaphylactic 

reactions, this indicates highly effective and clinically relevant education.

Which of the following IV iron therapies is least associated with 
anaphylactic reactions and related adverse events? 

A. Iron sucrose 
B. Iron dextran

C. Ferumoxytol

D. Sodium ferric gluconate

Topic 2: Adverse events associated with IDA therapies 
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Levels 3-4 Pretest vs. Posttest

Participants demonstrated a significant (73%) increase in knowledge surrounding detecting possible inflammation-related causes 
and comorbid conditions of IDA, indicating effective education on this clinical subtopic. 

Which of the following diagnostic tests should always be included in 
first-line serologic testing in addition to serum ferritin levels, 
inflammatory-bowel patients? 

A. C-reactive protein 
B. Electrolyte panel

C. M/H ratio

D. Incubated osmotic fragility 

Topic 3: First-line diagnostic testing standards for IDA in IBD patients 
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Levels 3-4 Pretest vs. Posttest

The percentage of learners correctly identifying efficacious nanocolloidal therapies for IBD-related IDA increased from 29% to 66%, a 
128% increase post-activity versus baseline. This finding suggests highly effective education surrounding optimal treatment selection for 

IDA in IBD patients. 

Which of the following nanocolloidal IV iron therapies have been shown 
to be most efficacious for IDA in IBD patients in head-to-head clinical 
trials and systematic review/meta-analysis?

A. Iron sucrose

B. Iron dextran

C. Ferric carboxymaltose
D. Iron isomaltose  

Topic 4: Clinical comparison of available IV iron therapies 
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Levels 3-4 Pretest vs. Posttest

Participants demonstrated a 136% increase in knowledge surrounding therapeutic selection of IV iron in patients prone to serious allergic 
reactions; however, with only 59% of participants answering the question correctly at post-test, there is still a need for additional education 

on this clinical subtopic.

Prior allergic reactions have ranged from hives/swelling (penicillin, shellfish) 
to anaphylaxis though she has no prior history of anaphylaxis associated with 
IV medications. Given these factors, which of the following is the best option 
for treating Patient LDF’s IDA?

A. Continue 325 mg of ferrous sulfate daily for 2 more months, then 
recheck blood-iron level 

B. Administer 500 mL LMW iron dextran intravenously over 2-6 hours, 
while closely monitoring for possible allergic reaction 

C. Administer initial dose of 510 mg ferumoxytol intravenously over at 
least 15 minutes, while closely monitoring for allergic reaction; if no 
reaction, administer second dose of 510 mg ferumoxytol intravenously 
over at least 15 minutes, 3 to 8 days after the initial dose.

D. Administer initial 750 mg ferric carboxymaltose intravenously 
while closely monitoring for allergic reaction; if no reaction, 
follow 7 days later with second 750 mg dose of ferric 
carboxymaltose intravenously while closely monitoring for 
allergic reaction.

Topic 5: Case-based IV iron therapeutic selection 



Confidence
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45%
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Pre (N=1062) Post (N=883)How confident are you in your ability to detect and manage iron 
deficiency anemia (including cases requiring IV iron therapy) in the 
patient population(s) you treat?

A. Very confident
B. Moderately confident
C. Somewhat confident
D. Not at all confident

Subjective Change

After participation in activity #1, the number of learners reporting being “very” or “moderately” confident increased: from 27% to 48% (a 
78% increase).This significant increase in clinical confidence may be attributed to faculty discussion of risk factors and assessment tools 

for IDA in these activities, as well as explanation of all available treatment options.



Activity 2: Pretest vs. Posttest
IDA Pathology, Etiology, and the Role of Hepcidin 
Across At-Risk Patient Populations 



Pretest vs. Posttest

Participants demonstrated improved knowledge and competence on six of six pre/posttest questions.
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Topic % Change

Topic 1: General clinical indicators for 
IDA 110%

Topic 2:  Anaphylactic reaction risk for 
various IDA therapies 69%

Topic 3: Treating IDA in various at-risk 
populations 200%

Topic 4: Bioavailability/safety 
comparison of available IDA therapies 154%

Topic 5: IDA therapeutic selection in 
patients with multiple comorbidities 63%

Topic 6:  Diagnostic testing protocols for 
suspected IDA across patient 

populations
48%

Overview of Correct Responses
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Levels 3-4 Pretest vs. Posttest

While participants demonstrated a 110% increase in post-activity knowledge versus baseline on this question, only 63% of participants got the 
answer correct post-activity, indicating a need for additional education surrounding the role of hepcidin in IDA pathology.

Which of the following is NOT a possible clinical indicator for iron 
deficiency anemia (IDA)?

A. Hemoglobin (Hb) levels <12.0 g/dL in women and <13.0 g/dL in 
men

B. Percent transferrin saturation is low with an elevated total iron 
binding capacity

C. Fatigue, restless legs syndrome, hair loss, brittle nails, while 
displaying normal ferritin levels. 

D. Hepcidin insufficiency 

Topic 1: General clinical indicators for IDA 
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Levels 3-4 Pretest vs. Posttest

Participants demonstrated a 69% increase in knowledge surrounding serious adverse event risk for various IDA therapies. However, with only 
61% of participants answering the question correctly post-activity, further education on adverse therapeutic reactions is likely warranted.

Which of the following iron therapies is least associated with 
anaphylactic reactions and related adverse events?

A. Iron sucrose
B. Iron dextran

C. Ferumoxytol

D. Sodium ferric gluconate

Topic 2: Anaphylactic reaction risk for various IDA therapies 
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Knowledge increase surrounding the differentiation of high-risk IDA populations was dramatic, with a 200% increase in correct 
answers on this clinical subtopic post-activity versus baseline, indicating highly effective education.

Which of the following patient subset(s) may benefit most from 
intravenous (IV) iron therapy?

A. Women of reproductive age with mild-to-moderate anemia 
associated with heavy menstrual bleeding.

B. Congestive heart failure (CHF) patients with anemia 
C. Pregnant women 

D. Hemodialysis-dependent chronic kidney disease (HD-CKD) 
patients receiving oral iron supplementation and erythropoietin-
stimulating agents (ESA) with serum ferritin >200 ng/mL AND 
TSAT >20%, or CHr >29 pg/cell. 

Topic 3: Treating IDA in various at-risk populations 
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Levels 3-4 Pretest vs. Posttest

Knowledge increase on IV iron bioavailability and medication safety was also dramatic, with a 154% increase in correct answers 
versus baseline, indicating highly effective education.

According to clinical commentary in this activity, which of the following 
IV iron therapies offers a higher dose/absorption option (1500 mg in 2 
doses ~1 week apart) versus other therapies AND an incidence 
adverse anaphylactic reactions of ~0.1%?

A. Iron sucrose

B. Ferric carboxymaltose
C. Low molecular weight iron dextran (LMWID)

D. Ferumoxytol

Topic 4: Bioavailability/safety comparison of available IDA 
therapies 
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Levels 3-4 Pretest vs. Posttest

Participants demonstrated a healthy 63% increase in knowledge surrounding case-based therapeutic selection for complex 
comorbidities in IDA, indicating effective yet nuanced education on this clinical subtopic.

Patient SCE is a 51-year-old male with history of gastric bypass and Type II diabetes 
related to severe obesity. Despite a reduction in SCE’s BMI from 34 to 27 and lower A1C 
(from 8.2 to congestive heart failure (CHF) two years after gastric bypass surgery. SCE 
receives 10 mg propranolol PO daily which has resulted in a 25% improvement in left 
ventricular ejection fraction breath, and reduced exercise tolerance associated with iron 
deficiency anemia. Therapy with oral ferrous sulfate (325 mg 1X daily) for 2 months failed 
to improve serum ferritin levels or TSAT.

Which of the following therapeutic options is the best option for SCE?

A. Discontinuation PO ferrous sulfate; replace with heme iron polypeptide (HIP), 11 
mg PO daily 

B. Continue PO ferrous sulfate for 2 more months; then retest serum ferritin/TSAT
C. Discontinue PO ferrous sulfate; replace with weekly drip infusion of 200 mg 

of iron sucrose (in 9.0% sodium chloride solution) weekly for 3 or 5 weeks, 
until serum ferritin reaches 12 ng/mL or TSAT reaches ≥15%

D. Administer total dose infusion of 1000 mg low molecular weight iron dextran in 
250 mL of normal saline over one hour 

Topic 5: IDA therapeutic selection in patients with multiple comorbidities 



62%

15% 17%

6%

92%

4% 2% 2%

A B C D
0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Pre (n=676) Post (n=548)
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Despite a relatively high pre-test level of knowledge on first-line diagnostic tests for IDA (62%), participants still demonstrated a healthy 48% 
increase in knowledge on this important subtopic, indicating effective and nuanced education.

Which of the following diagnostic tests should be always conducted in first-line lab 
testing in addition to serum ferritin testing to better detect IDA across patient 
subsets? 

A. Red cell distribution width (RCW)
B. Electrolyte panel 

C. M/H ratio 

D. Incubated osmotic fragility 

Topic 6: Diagnostic testing protocols for suspected IDA across            
patient populations 



Confidence
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Pre (N=1062)  Post (N=883)How confident are you in your ability to detect and manage iron 
deficiency anemia (including cases requiring IV iron therapy) in the 
patient population(s) you treat?

A. Very confident
B. Moderately confident
C. Somewhat confident
D. Not at all confident

Subjective Change

After participation in activity #2, the number of learners reporting being “very” or “moderately” confident increased from 27% to 48% (a 
66% increase). This significant increase in clinical confidence may be attributed to faculty discussion of risk factors and assessment tools 

for IDA in these activities, as well as explanation of all available treatment options.



Activity 3: Pretest vs. Posttest
IDA in Gastroenterology Practice: Pathology, 
Differential Diagnostics, and Current Optimal 
Treatment Approaches 



Pretest vs. Posttest

Participants demonstrated improved knowledge and competence on five of five pre/posttest questions.
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Topic 1: Differential diagnosis in gastro-
related IDA 295%

Topic 2: Diagnostic yield of 
endoscopy/colonoscopy in IDA 69%

Topic 3: Clinical indications for 
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Topic 4: Optimal therapeutic selection for 
IDA patients with history of anaphylaxis 117%

Topic 5: Routes of administration/therapeutic 
monitoring requirements of various IDA 

therapies
139%

Overview of Correct Responses
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Levels 3-4 Pretest vs. Posttest

Participants demonstrated an extraordinary 295% increase in knowledge surrounding differential diagnosis of gastrointestinal-
related IDA, indicating highly effective education on a challenging area of disease detection.

When generating a gastrointestinal focused differential diagnosis for 
iron deficiency anemia, which of the following GI condition(s) is NOT a 
potential contributor to the etiology of IDA related to occult 
gastrointestinal blood loss? 

A. Gastric carcinoma, benign gastric ulceration, and angioectasia

B. Microerosions and ulcerations causing associated with H. pylori 
infection 

C. History of Roux-en-Y gastric bypass or other bariatric 
surgery 

D. Erosive esophagitis, esophageal cancer, gastric antral vascular 
ectasia (GAVE)

Topic 1: Differential diagnosis in gastro-related IDA 
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While knowledge surrounding diagnostic yield of endoscopy/colonoscopy in IDA increased by a healthy 69% post-activity, correct 
answers still remained relatively low at 66%, indicating a need for additional education.

In GI patients with anemia, defined by a hemoglobin level of <13.5 g/dL 
in males and <12 g/dL in females, which of the following patient 
cohort(s) demonstrated the highest diagnostic yield of clinically relevant 
lesions detected via endoscopy, or colonoscopy?

A. Male and female patients <45-years old who had anemia and 
underwent upper endoscopy 

B. Male and female patients >45-years of age who had anemia and 
underwent upper endoscopy 

C. Older patients (median age=65) with iron deficiency anemia who 
underwent colonoscopy 

D. Patient with previously documented iron deficiency and 
profound anemia, defined by a hemoglobin <9 g/dL, who 
underwent both EGD and colonoscopy 

Topic 2: Diagnostic yield of endoscopy/colonoscopy in IDA 
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Levels 3-4 Pretest vs. Posttest

Participants demonstrated a relatively high level of pre-activity knowledge on the clinical indications for EGD/colonoscopy in patients with IDA, 
yet still increased their knowledge post-activity by 65%, indicating high-quality education on this subtopic.

Which of the following condition(s) is NOT a clinical indication within GI 
practice for conducting EGD and/or colonoscopy in any men and post-
menopausal women who present with iron deficiency anemia? 

A. History of bleeding in the retroperitoneum 
B. Celiac disease in patients >age 50 with severe anemia 

C. Patients with severe anemia with a family history of colorectal 
carcinoma 

D. Post-gastrectomy patients >age 50 with documented IDA 

Topic 3: Clinical indications for EGD/colonoscopy in patients with IDA 
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Levels 3-4 Pretest vs. Posttest

While post-activity participant understanding of optimal therapeutic selection for IDA patients with a history of anaphylaxis increased by a robust 
117% versus pretest, correct answers on this subtopic only reached 52% of participants, indicating a high need for additional education on a life-

threatening clinical issue.

Initial treatment with 325 mg of daily oral ferrous sulfate for 2 months failed to 
improve transferrin saturation (now at 12.9%) and C-reactive protein has since 
increased to 6.1 mg/dL. Prior allergic reactions have ranged from hives/swelling 
(penicillin, shellfish) to anaphylaxis (honeybee venom), thought associated with IV 
medications. Given these factors, which of the following is the best option for 
treating Patient LDF’s IDA?

A. Continue 325 mg of ferrous sulfate daily for 2 more months, the recheck 
blood-iron levels 

B. Administer 500 mL LMW iron dextran intravenously over 2-6 hours, while 
closely monitoring for possible allergic reaction 

C. Administer initial dose of 510 mg ferumoxytol intravenously over at least 
15 minutes, while closely monitoring for allergic reaction; if no reaction, 
administer second dose of 510 mg ferumoxytol intravenously over at least 
15 minutes, 3 to 8 days after the initial dose

D. Administer initial 750 mg ferric carboxymaltose intravenously while 
closely monitoring for allergic reaction; if no reaction, follow 7 days 
later with second 750 mg dose of ferric carboxymaltose
intravenously while closely monitoring for allergic reaction

Topic 4: Optimal therapeutic selection for IDA patients with 
history of anaphylaxis 
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Levels 3-4 Pretest vs. Posttest

Participants demonstrated a 139% increase in knowledge surrounding routes of administration/therapeutic monitoring of IV iron therapies 
versus pretest; however, with correct answers only yielding 67%, there is still room for additional clinical education on this subtopic.

Which of the following IV iron formulation(s) may be administered as 
either an injection or infusion AND does not require an initial test dose? 

A. Iron dextran and iron isomaltoside

B. Ferrous gluconate and ferric carboxymaltose
C. Ferumoxytol and iron sucrose 

D. Ferric carboxymaltose and ferumoxytol

Topic 5: Routes of administration/therapeutic monitoring 
requirements of various IDA therapies 



Confidence

• Prior to participating in this activity, more than one-half of learners 
were only “moderately” or “somewhat” confident in their ability to 
detect and manage IDA in patients.  

• After participation, the number of learners reporting being “very” 
or “moderately” confident in this clinical subtopic went from 28% 
to 48%, a 71% increase. 
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Activity 3 Pre (N=972) Activity 3 Post (N=791)

How confident are you in your ability to detect and manage a case of 
iron deficiency anemia (including cases requiring IV iron therapy) in the 
patient population(s) you treat?

A. Very confident
B. Moderately confident
C. Somewhat confident
D. Not at all confident

Subjective Change

This dramatic increase in confidence may be attributed to faculty discussion of risk factors and assessment tools in these activities, as well as the 
detailed clinical information on appropriate use of IV iron therapy within the activity.



Serial Learner Performance



A proportion of learners participated in more than one activity and were exposed to diverse educational content at 
different timepoints. 38% of participants participated in all 3 activities, allowing for a serial-based analysis of how 

their knowledge/competence grew across 3 educational interventions.

Instances
of Serial Learning

Individual serial 
learners

Physician Attendance 
Amongst Serial Learners

NP/PA Attendance 
Amongst Serial Learners

At least 1 activities 1230 36% 40%

At least 2 activities 224 41% 42%

Completion of all 3 
activities 154 38% 47%

Serial Learning Participation



Serial Learner Performance: IV Iron 
Therapies 
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Anaphylaxis in IV iron therapies*

Pre Post

*Similar question posed across all three activities  

Serial learner performance was measured using question themes that carried across activities to determine whether there was an association 
between the number of activities attended and knowledge acquisition. When reviewing aggregated learner results in the topic area of anaphylaxis in 

IV iron therapies, those who participated in only one activity had the lowest baseline knowledge. Conversely, those who participated in 2 or more 
activities maintained higher post-activity knowledge, suggestion repetition increases the likelihood of sustained knowledge.
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Appendix



Activity Impact
Self-reported increase in knowledge
• Immediate knowledge and clinical referencing material for 

incorporation 
• Good to know that iron level differences in IBD patients and it's 

bioavailability based on inflammatory levels. 
• Good to know when oral iron is more effective and how best to 

take it, in case have patients that struggle with anemia &/or ibs.
• Diagnosis, physiology, and treatment of IDA in IBD are now clear
• Understanding which lab values to order when suspecting IDA in 

pt with IBD.
• I think this video enhanced my knowledge of the pathophysiology 

of IDA in IBD
• Increase my knowledge of treatment modalities
• Increased knowledge of the value of CRP
• Reviewed pathophysiology of the disease process very well
• I know that iron-deficiency anemia can be present even with 

“normal” serum ferritin and transferrin levels, but elevated c-
reactive protein may be indicative of inflammation-associated 
IDA.

• Good refreshing program and learned new approaches for 
treatment

• Increased knowledge of inflammatory role in IDA
• I am more knowledgeable about the disease and the various 

treatment modalities
• I learned about the lower incidence of anaphylaxis with iron 

sucrose and more about interpretation of CBC and iron panel 
parameters in patients with possible iron-deficiency anemia.

• Increase my scientific knowledge about this disease about how to 
treatment the disease and prevention the disease

• I was not aware of importance of iron deficiency anemia in 
chronic CCF

• Demonstrated indications and use of IV iron containing 
medications

• Increased understanding re choice of investigation and treatment
• There is better understanding in the importance of treating IDA in 

IBD patients
• Taught dosing and other subtleties of newer parenteral iron 

formulations.
• I gained knowledge about cohering ida and ibd in the clinic
• Better understanding of other iron formulations besides dextran
• Understanding treatment choices and diagnosis process for IDA



Activity Impact
Self-reported increase in performance 

• More effective IDA therapy in IBD patients with early IV iron
• Better evaluation of IDA in IBD
• More informed when seeing its who have IBD.
• Decreased likelihood of relying on po ferrous sulfate.
• I will know to check for these signs/symptoms in patients and 

consider iv therapy.
• Increase my scientific information about the disease
• I am more equipped to provide better patient teaching and 

education.
• Quicker response to anemia in patient with IBD
• More knowledge to direct me to better patient care
• Validated procedural clinical practice and incorporation
• I will be better able to detect IDA in my patients and am now 

more knowledgeable regarding IV iron therapy.
• Makes me more aware of the possible problem with some 

patients
• Knowing different options and max doses available. What to 

expect for my patients as far as rise in hg HCT 2mg/dl
• Will be better aware of appropriate screening/work up for 

iron deficiency anemia
• Have several IDA patients and feel more confident in their 

treatment

• Before defining the patient with IDA, we should take blood 
test like CBC, transferrin saturation and serum ferritin

• Increase screening of at-risk patient populations for IDA
• Better management of patients complaining of IBD/ulcer 

symptoms
• More accurate information.
• Will administer iron iv with greater expertise, and will know 

better in which patients i should consult a gastroenterologist 
for egd and colonoscopy

• When a patient is known to have anemia, I will ask what 
steps were taken and be sure there was adequate testing 
done.

• Greater referral for those with ferritin below 30 in absence of 
inflammation.

• Gained additional knowledge and confidence to provide 
patients during treatment

• I will now have an open mind as to what are the possible 
causes for the anemia and I will be able to educate clients 
about these possibilities

• Increased awareness, appropriate test options, appropriate 
referrals

• Better utilization of laboratory studies



Activity Impact
Self-reported increase in patient outcomes 

• Change the management and/or treatment of my patients. 
Create/revise treatment protocols, prescribing policies, 
and/or infusion/injection procedures.

• Better management of patients complaining of IBD/ulcer 
symptoms

• Specific observation and due diligence
• Quicker response to iron repletion, and subsequent 

correction of associated physical and mental health 
difficulties.

• Empowerment to communicate reinforced data and 
information about optional treatments

• Good information for me to communicate to those patients 
that may have a problem with IDA

• Increase patient outcome due to quicker diagnosis of the 
cause

• Encourages more aggressive treatment which will improve 
patient symptoms more rapidly

• Feel more confident in appropriate referrals/patient 
educating

• More sensitive to referral to GI specialist for work-up for 
anemia

• Now I am more aware of which iron therapies are more safer 
than others

• By changing the management and treatment of my IBD pts 
with IDA

• Now more knowledgeable about the most beneficial tests to 
order and the most appropriate form of iron 

• I will have a better understanding of the best ways to dose 
iron for the best outcomes.

• By increase the patients treatments and medical 
prescriptions for physicians

• Better iron absorption, better referral practices
• Improvement in anemia therefore lifestyle
• Will be better aware of appropriate screening/work up for 

iron deficiency anemia
• Better selection of IV preparations should lead to improved 

outcomes for my patients
• Provided I can influence some of our physicians/practitioners 

to consider alternatives. The other practical solution is to 
incorporate these recommendations through our pharmacy 
and therapeutics committee.
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