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Introduction
Chronic Kidney Disease (CKD) is now recognised as a public health and primary care
condition as much as a secondary care hospital based disease. CKD is common, harmful
and treatable; one of its major complications is anaemia and thankfully that is one of the
aspects of the disease where we have excellent evidence based treatments. I am grateful to
the multi-professional CKD Forum and the Anaemia Nurse Specialist Association
(ANSA) for pooling their considerable expertise and producing clear, concise guidance to
assist healthcare professionals, managers and commissioners to establish services for the
administration of intravenous iron for people with the anaemia of CKD in primary care
and community settings.
It makes no sense for people with advanced kidney disease to have to travel long distances
to receive treatments such as intravenous (IV) iron as an outpatient or day case in a
hospital setting. The CKD Forum and ANSA are leading the way in developing
partnerships with primary care so that services can be delivered safely and effectively
closer to patients’ homes. In “implanting care closer to home: convenient quality care for
patients” we set out our intention and where appropriate specialist services should be
transferred to a community setting and administration of IV iron is an ideal example.
Kidney disease affects about 1 in 10 people in England; many of these individuals are
elderly and most have other associated conditions in particular vascular disease.
Historically people with kidney disease were referred to specialist services but it is
increasingly clear that primary care has a major part to play in planning the care of people
affected by kidney disease and that services can easily be provided in alternative settings
such as day hospitals, community hospitals, GP surgeries and of course patients’ own
homes.
The production of this guidance provides Primary Care Trusts across England an
opportunity to take a further step in providing fair, personalised, effective and safe care for
our population. Implementation will demonstrate that the NHS is a system of care, with
primary and secondary care working in partnership and where quality is the organising
principle.

National Clinical Director for Kidney Care
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About this guide

This guide has been designed to assist healthcare professionals to set up services for
the administration of intravenous iron for people with anaemia of chronic kidney
disease (CKD) in a non acute hospital setting.
This is not applicable for patients receiving haemodialysis.
This guide was developed by members of the Chronic Kidney Disease Forum, a
project group of the British Renal Society (BRS) and the Anaemia Nurse Specialist
Association (ANSA).

Who should read this guide?

Healthcare professionals who care for adults with chronic kidney disease in a primary
or secondary care setting and wish to engage with local providers of renal services to
expand and develop the provision of appropriate treatment nearer to patient’s homes.
Specialist Commissioners/providers of patient services in primary care, renal service
providers, local service providers, General practitioners, Community nurses and allied
health care professionals.

Implementation

It is recommended that implementation of this guide be a joint collaboration with
specialist commissioners, local and renal service providers.
The Dept of Health (2007) document ‘Implementing care closer to home: convenient
quality care for patients1 describes how specialist services can be transferred to a
community setting with appropriate training, skills and competencies. Historically the
administration of intravenous iron for people with anaemia of CKD has been provided
by renal services in a secondary care setting, however by adopting this model,
services could be expanded into a community setting.
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1. Service Development

Historically the administration of intravenous iron for people with anaemia of chronic
kidney disease (CKD) has been provided by renal services in a secondary care setting.
However to manage the increase in number of people being identified with anaemia
of CKD, the providers of specialist care need to be creative in the way they develop
their services to provide care for patients as close to home as possible. This means
developing and expanding services such as intravenous iron administration into a
community setting.
The recent Darzi report 2 emphasises the need for quality, drawing on four
overarching themes for the NHS over the next 10 years: a healthcare system that is
fair, personalised, effective and safe. Such a strategy is underpinned by the movement
of more complex care out of hospitals into community settings. By developing a more
strategic, long-term and community focused approach to commissioning and
delivering services, where commissioners and health professionals work together to
deliver improved local health outcomes, world class commissioning will enable the
NHS to meet the changing needs of the population and deliver a service which is
clinically driven, patient centred and responsive to local needs.

The administration of intravenous iron is the type of service which can be transferred
into a community setting providing the appropriate education, training, competencies
and funding is in place.
All those involved in the development of such a service need to ensure staff are
suitably qualified, with demonstrable competences, training and experience, to deliver
safe, high quality care.

Models of care
Renal service providers in England are already starting to develop community iron
services, four units share their experience:

Cornwall

Intravenous iron therapy administered in the community has been an integral aspect
of care for our renal patients. Community given intravenous iron was first introduced
in 2002 due to the rural geography of Cornwall. With some patients having to travel
for up to one hour to receive a dose of intravenous iron an alternative to secondary
care administration had to be found. To date there are now eight community hospitals
throughout Cornwall administering intravenous iron. Community matrons and ‘Acute
Care at Home’ nurses also administer iron in the patients’ home. The cost of the drug
is financed by secondary care. However, consumables and health care professionals
time is funded by primary care. Initial In house training is provided by the Anaemia
Nurse Specialist and all treatments are prescribed by secondary care. All first dose
iron treatments are given in secondary care with subsequent doses being given in the
community. In 2008 135 patients were referred to be given intravenous iron at their
nearest community hospital and 14 patients were given iron in their own home via the
Acute Care at Home team.
For further information contact: Sharon Benton, Anaemia Nurse Specialist
Sharon.Benton@rcht.cornwall.nhs.uk



Merseyside

Intravenous iron has been given in the community in Liverpool since 2005 which is in
support of the national agendas for more localised care. In 2007 the service was
expanded to cover two further areas, St Helens and Warrington. The iron is given by
the intravenous therapy at home teams either in a local clinic or in the patient’s own
homes after assessment by the teams. Home therapy is not currently available in
Warrington and limited in the other two areas due to staffing levels. First dose of
intravenous iron is given in secondary care.
A community intravenous iron therapy policy was been developed and agreed by
primary and secondary care for local use in 2005 and has been adapted to cover all
areas. A care pathway has also been developed and commences in secondary care
when the patient is given their first dose and stays with the patient at home ensuring
continuity of care.
Full initial training is given to the home teams by the anaemia team within the Royal
Liverpool Hospital. The anaemia team consists of one full time and one part time
nurse. Subsequent training of new members of staff is undertaken by the home teams.
If there is any need for further training or problems occur with training the at home
teams, full training is still offered through secondary care. The cost of the intravenous
iron is financed by secondary care; all disposables and primary healthcare personnel
funding are provided by primary care. All treatments are prescribed by secondary
care. To date there have not been any adverse reactions to intravenous iron
For further information contact:
Laura Corner CKD Specialist Nurse Laura.corner@rlbuht.nhs.uk

Patient receiving treatment at home
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Patient receiving treatment in the community hospital

The community team



Nottingham

Patients within Nottingham’s catchment area have their IV iron administered within
acute hospital setting, renal satellite unit clinics or, in the case of the conservative
management patients, in their homes. Iron has been administered at home since 2004
with the first and second doses given in the hospital and any subsequent doses given
in the home. Iron is administered by a renal nurse who carries an epipen. However,
within the 5 years of home administration approximately 200 doses have been given
with no adverse reactions.
For further information contact: Belinda Dring Anaemia Nurse Specialist:
Belinda.Dring@nuh.nhs.uk

Kent

Within the catchment area of Kent Regional Renal services patients can receive
intravenous iron in a day surgery unit or care of the elderly day hospital in an acute
hospital setting, in renal satellite unit clinics, in a day hospital run by one of the
PCT’s or in their own homes. Renal services arrange the appointments and prescribe
the iron. In the primary care setting the iron, disposables and nurses are funded by the
PCT. An advanced skill protocol has been introduced to train the nurses to administer
intravenous iron, with education, training and support provided by the Acute Trust
renal anaemia nurses.
The renal anaemia nurses administer the iron in the satellite unit clinic; registered
nurses administer iron in the acute hospital day surgery, day hospital and PCT day
hospital. The Renal Consultant nurse gives intravenous iron to patients in their own
home, in particular those who are receiving supportive care and have chosen not to
have dialysis. Patients do not have to come to a secondary care centre for the initial
dose; first doses are administered at home.
For further information contact Karen Jenkins Consultant Nurse:
karen.jenkins@ekht.nhs.uk

*Please note the photographs used in this guide do not show the preferred sites for the
administration of intravenous iron. Where possible the dorsum of the hand is the
preferred site.
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Stage  eGFR 
ml/min/1.73m2

Description Testing 
frequency 

1 90 Normal or GFR with other 
evidence of kidney damage 

12 monthly 

2 60-89 Slight GFR with other 
evidence of kidney damage 

12 monthly 

3A 
3B 

45-59 
30-44 

Moderate GFR with or 
without evidence of kidney 
damage 

6 monthly 

4 15-29 Severe GFR with or 
without evidence of kidney 
damage 

3 monthly 

5 <15 Established renal failure 6 weekly 

2. Overview of Anaemia of Chronic Kidney Disease (CKD)

The introduction of estimated glomerular filtration rate (eGFR) as a measurement of
kidney function introduced in the UK in 2006 has lead to an increase in the number of
referrals into renal services. Recent estimates suggest 8.5% of the population have
stage 3 to 5 CKD3, with over 90% of these in the Stage 3 category (eGFR 30-60
ml/min/1.73m2). The prevalence of CKD increases with age and it is more common
in females than in males. CKD is divided into stages depending on the eGFR. Table 1
shows the stages and frequency of eGFR testing as recommended by NICE guidance
for CKD 20084

Table 1

On average 30% of people with advanced kidney disease are referred late to renal
services from both primary and secondary care3 causing increased mortality and
morbidity. Those identified with stages 4 and 5 CKD are prone to complications such
as renal anaemia and will inevitably require treatment for this at some stage.

The World Health Organisation defines anaemia as Haemoglobin (Hb) level <11g/dl
in pregnant women and children aged 6 months to 5yrs, <12g/dl in non pregnant
women and <13g/dl in men5. Management of anaemia should be considered in CKD
when the Hb level is ≤ 11g/dl. An eGFR <60ml/min/1.73m2 should trigger
investigation into whether or not anaemia is due to CKD. When the eGFR is ≥
60ml/min/1.73m2 the anaemia is more likely to be related to other causes6.

The prevalence of anaemia of CKD has been estimated in a population study7 of stage
3-5 CKD as 4.9%. People with stage 3 CKD and diabetes have a 22% incidence of
anaemia which is much greater than the incidence of 7.9% in those without diabetes8.
Anaemia occurs early in those with diabetes and is associated with both iron
deficiency and low erythropoietin levels.
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Signs and symptoms of Anaemia of CKD

Anaemia of CKD may occur insidiously and can be overlooked as many of the signs
and symptoms are similar to those of chronic disease e.g. fatigue, weakness,
headache, reduced exercise tolerance, reduced cognitive function. It is therefore
important to screen for anaemia particularly in those with stages 3B, 4 and 5 CKD.
Effective treatment however gives marked improvement of symptoms.

Causes of anaemia of chronic kidney disease

• Reduced erythropoietin production
• Haemolysis
• Iron deficiency

(Vitamin B12 and red cell folate deficiency can also be contributory factors)

Causes of anaemia other than CKD

• Chronic blood loss
• Hypothyroidism
• Chronic infection or inflammation
• Aluminium toxicity
• Bone marrow infiltration
• Pure red cell aplasia
• Malignancy

Screening for Anaemia of CKD

If not already measured haemoglobin should be checked in people with stage 3B, 4
and 5 CKD to identify anaemia defined as Hb <11g/dl6

Baseline investigations should be performed when Hb <12g/dl (men) <11g/dl
(women) which should include:

• Haemoglobin
• Red cell folate concentration
• Serum B12
• Serum ferritin
• Serum % transferrin saturation
• % Hypochromic red cells (if available)
• Tests for haemolysis
• Reticulocyte count
• C-reactive protein (CRP)
• Assessment of occult blood loss
• Nutritional status

Haemoglobin levels should be measured every 3-6 months in patients with stable
CKD6.



3. Treatment of iron deficiency

Iron has an essential role in supporting erythropoiesis with 65% of the iron stored in
the body used to form haemoglobin. The body requires 150mg of iron to raise the
haemoglobin by 1g/dl. As red cell production increases iron stores are depleted. Iron
stores need to be adequate otherwise red blood cell survival is reduced.

3 a. Measurement of Iron Status

The following tests are used to measure iron deficiency
• Serum Ferritin
• % Transferrin Saturation (%T sat)
• Hypochromic red cells

Iron deficiency should be considered in people with stage 3 and 4 CKD if the ferritin
level is less than 100µg/L6

Monitoring Iron Stores

All patients who are receiving erythropoiesis stimulating agents (ESAs) require iron
supplementation to support the demands made on the iron stores. Regular monitoring
of iron stores is essential during treatment. In CKD patients with a stable
haemoglobin level not being treated with ESAs, iron stores should be measured every
3-6 months6. Patients who are being treated with ESAs should have their iron status
checked every 4 weeks during the correction phase (three months) and thereafter
every 3 months6. Patients who are receiving regular intravenous iron therapy should
have their iron status checked every 3 months and the intravenous therapy
discontinued for at least a week prior to performing the tests6. The responsibility of
monitoring iron stores should be agreed by specialist services and primary care
providers.

Managing Iron deficiency

The correction of iron deficiency anaemia is essential prior to commencing treatment
of erythropoiesis stimulating agents (ESA). Iron supplements should be given
concurrently when initiating ESA therapy as adequate iron stores are necessary to
allow an optimal response to ESA therapy1. ESA therapy should not be initiated in
the presence of iron deficiency without also managing the iron deficiency. Treatment
with intravenous iron may, by itself, correct anaemia amongst some patients with
ACKD9.

3 b. Diagnosis and management

Diagram 1 is an algorithm adapted from NICE clinical guideline 39 for the diagnosis
and management of iron deficiency anaemia in CKD

9
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Oral iron

Oral iron can be poorly absorbed and the absorption can be inhibited by other drugs
such as calcium based phosphate binders and aluminium and by taking it with food
and tea. Vitamin C however assists absorption and taking iron supplements with a
glass of orange juice may help. However with many renal patients having to cope
with dietary changes and restrictions, this may not always be possible10.

The side effects of oral iron such as constipation, diarrhoea and flatulence can often
prevent it being taken regularly. However, oral iron is used in practice mainly for
non- dialysis and peritoneal dialysis patients where the practicalities of administering
intravenous iron are limiting.

3 c Intravenous Iron Preparations
Intravenous iron is currently available in three preparations for use in CKD11,12.

• Cosmofer ®
• Venofer ®
• Ferinject ®

Table 2 gives a comprehensive description of each drug and it’s indications for use.
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4. Education and Training

To enable services to develop, the necessary education and training should be in
place. Renal services may be approached to provide education and training at local
level.

4 a. Resources

The Anaemia Nurse Specialist Association (ANSA) in collaboration with
Doctors.net.uk has developed the ANSA anaemia academy, a self directed e-learning
programme.
The learning outcomes are accredited by the UK Conference of Post-graduate
Education in General Practice (UKCEA), the Royal College of Nursing (RCN) and
are aligned to the competency framework of the Knowledge and Skills Framework13

(KSF) for health care professionals. The first module, launched in April 2007,
consists of three case studies typical of people presenting with chronic anaemia in the
primary care setting. The second module has been available since April 2009.

To access this e-learning programme register with www.uknursing.net or
www.doctors.net.uk/ansaeducation and there is no cost to register.

The ANSA website is also a great resource for members. For more information on
how to join go to the ANSA website www.anaemianurse.org

The CKD Forum provides educational resources via the British Renal Society website
www.britishrenal.org and in conjunction with OCB media has developed an e-
learning CKD module www.ckdonline.org

4 b. Competencies

Nurses providing specialist care in community settings

All nurses are expected to work within their scope of professional practice and be able
to demonstrate relevant expertise when moving into new areas. Modernising Nursing
Careers14 is a framework identifying the future workforce which will include the role
of nurses in planning and delivering specialist care in out-of-hospital settings.
Commissioners may wish to explore commissioning specialist nursing services in
community settings that were previously only available in secondary care settings.
Alternatively primary care staff can be trained to develop these specialist skills. A
range of competencies has been developed for such nurses and are linked to the
Knowledge and skills framework13 (KSF) the Royal College of Nursing RCN
standards for infusion therapy15 and Mid Trent Specialist Competency Framework16

(Appendix I & II).



15

Practitioners with a special interest (PWSI)

The level of skill or competence required to deliver that service will always exceed
the core competencies of the individual’s normal professional role, and that higher
level of clinical skill and the manner in which PWSIs manage the higher degree
of clinical risk will be verified by accreditation. Through accreditation, therefore, the
individual will demonstrate that they have the appropriate skills, knowledge, attitudes,
behaviours, experience and qualifications to deliver a safe, high-quality service.
Individual clinicians will need to demonstrate the particular skills and experience they
have acquired in their chosen specialist field, including any specialist qualifications
and periods of supervised practice with experienced clinicians



16

N
U

R
SI

N
G

C
O

M
PE

TE
N

C
IE

S
FO

R
A

D
M

IN
IS

T
R

A
T

IO
N

O
F

IN
T

R
A

V
E

N
O

U
S

IR
O

N

St
ag

e
O

ne
:

A
ss

es
sm

en
to

f
pa

tie
nt

C
om

pe
te

nc
y

st
at

em
en

t:

Pa
tie

nt
ha

sb
ee

n
as

se
ss

ed
an

d
m

ee
ts

cr
ite

ria
to

be
gi

ve
n

in
tra

ve
no

us
iro

n.

Pa
tie

nt
ha

sb
ee

n
re

fe
rr

ed
an

d
m

ee
ts

cr
ite

ria
to

be
gi

ve
n

in
tra

ve
no

us
iro

n.

R
ec

or
d

pa
tie

nt
’s

tre
at

m
en

t
pl

an
(T

em
pl

at
e

ca
re

pl
an

at
ta

ch
ed

.)

Pa
tie

nt
sh

ou
ld

be
gi

ve
n

w
rit

te
n

in
fo

rm
at

io
n

ab
ou

t
th

e
tre

at
m

en
t

an
d

pr
oc

ed
ur

e

M
in

im
al

re
qu

ir
ed

co
m

pe
te

nc
y

le
ve

l

A
ss

es
sm

en
to

fp
at

ie
nt

to
re

ce
iv

e
IV

iro
n

tre
at

m
en

t–
m

us
tb

e
le

ve
l2

Fo
llo

w
in

g
as

se
ss

m
en

t
–

le
ve

l1

St
af

fT
ra

in
in

g

L
ev

el
1:

Fo
llo

w
sl

oc
al

gu
id

el
in

es
to

en
su

re
th

at
bl

oo
d

te
st

sa
nd

in
ve

st
ig

at
io

ns
th

at
ar

e
re

qu
es

te
d

re
la

tin
g

to
IV

iro
n

ad
m

in
is

tra
tio

n
ar

e
ob

ta
in

ed
an

d/
or

re
vi

ew
ed

E
vi

de
nc

ed
by

:
•

de
m

on
st

ra
te

sa
w

ar
en

es
so

f
th

e
ne

ed
to

co
m

m
un

ic
at

e
re

le
va

nt
in

fo
rm

at
io

n
re

la
tin

g
to

th
e

in
di

vi
du

al
sp

at
ie

nt
’s

ha
em

at
ol

og
ic

al
st

at
us

•
id

en
tif

ie
sw

he
th

er
a

pa
tie

nt
ne

ed
s/

is
du

e
to

re
ce

iv
e

IV
iro

n
•

ab
le

to
id

en
tif

y
th

e
ne

ed
fo

r
di

sc
us

si
on

/fu
rth

er
in

ve
st

ig
at

io
ns

in
re

la
tio

n
to

pa
tie

nt
’s

ha
em

at
ol

og
ic

al
st

at
us

K
SF

D
im

en
si

on
:

C
or

e
D

im
en

si
on

s:
-

1.
C

om
m

un
ic

at
io

n
–

le
ve

l3

H
W

B
2

-
Le

ve
l2

H
W

B
6

-
Le

ve
l2

H
W

B
7

-
Le

ve
l2



17

M
in
im

al
re
qu

ir
ed

co
m
pe
te
nc
y
le
ve
l

2 2 3

St
ag
e
T
w
o:

E
nv
ir
on
m
en
t

re
qu
ir
ed

fo
r

ad
m
in
is
tr
at
io
n
of

in
tr
av
en
ou
s
ir
on

C
om

pe
te
nc
y
st
at
em

en
ts
:

Po
ss
ib
le
lo
ca
tio

ns
fo
r

ad
m
in
is
te
ri
ng

IV
ir
on

tr
ea
tm

en
ta
re

id
en
tif
ie
d
as
:

•
C
om

m
un
ity

H
os
pi
ta
ls

•
C
ot
ta
ge

H
os
pi
ta
ls

•
G
en
er
al
pr
ac
tic
e

su
rg
er
ie
s

•
H
om

e
•

R
en
al
Sa
te
lli
te
un
its

•
In
tr
av
en
ou
s
ir
on

ca
n
be

ad
m
in
is
te
re
d
w
ith

th
e

re
ci
pi
en
ti
n
ei
th
er

th
e
se
at
ed

or
pr
on
e
po
si
tio

n.
T
he
re

m
us
t

be
ac
ce
ss
ib
ili
ty

to
be

ab
le
to

la
y
th
e
re
ci
pi
en
ti
n
th
e
pr
on
e

po
si
tio

n
if
th
is
is
ne
ed
ed
.

•
If
th
e
ir
on

is
be
in
g
gi
ve
n
in

th
e
ho
m
e
en
vi
ro
nm

en
tt
he

re
ci
pi
en
ts
G
.P

m
ay

be
in
fo
rm

ed
of

th
e
tim

e,
da
te

an
d
lo
ca
tio

n
of

dr
ug

ad
m
in
is
tr
at
io
n.

T
he

pe
rs
on

ad
m
in
is
te
ri
ng

th
e
IV

ir
on

m
us
th

av
e
ac
ce
ss
ib
ili
ty

to
an

an
ap
hy
la
xi
s
ki
t*

2

St
af
f
T
ra
in
in
g

L
ev
el
2:

Id
en
tif
ie
s

ap
pr
op
ri
at
e
lo
ca
tio

n/
s
fo
r
IV

ir
on

ad
m
in
is
tr
at
io
n

E
vi
de
nc
ed

by
:

•
pr
ov
id
es

in
di
vi
du
al
is
ed

ca
re

to
th
e
pa
tie
nt

an
d

id
en
tif
ie
s
cl
in
ic
al
si
tu
at
io
ns

w
he
re
by

IV
ir
on

tr
ea
tm

en
ts

ar
e
pr
oa
ct
iv
e
an
d

re
sp
on
si
ve

to
cl
in
ic
al
ne
ed

•
ab
le
to

id
en
tif
y
an
ap
hy
la
xi
s

sy
m
pt
om

s
re
la
te
d
to

IV
ir
on

tr
ea
tm

en
ta
nd

is
in
de
pe
nd
en
tly

aw
ar
e
of

fo
llo

w
on

ac
tio

n/
s

K
SF

D
im

en
si
on

s

C
or
e
D
im

en
si
on
s:
-

1
C
om

m
un
ic
at
io
n
–
le
ve
l3

3
H
ea
lth

,S
af
et
y
an
d

Se
cu
ri
ty

–
le
ve
l2

-3

H
W
B
1
-
L
ev
el
2

H
W
B
4
-
L
ev
el
2

H
W
B
7
-
L
ev
el
2

*A
na
ph
yl
ax
is
pr
ot
oc
ol
s
av
ai
la
bl
e
fr
om

re
su
sc
ita
tio

n
co
un
ci
l1
7
–
lo
ca
lp

ol
ic
y
w
ill

ap
pl
y



18

St
ag
e
T
hr
ee
:

T
re
at
m
en
tp

la
n

C
om

pe
te
nc
y
st
at
em

en
t:

St
af
f
ad
m
in
is
te
ri
ng

in
tr
av
en
ou
s
ir
on

m
us
tb

e
aw

ar
e
of

an
d
co
nf
or
m

to
re
qu
ir
em

en
ts
de
ta
ile
d
in

th
e
St
af
f

T
ra
in
in
g
an
d
E
du
ca
tio

n
se
ct
io
n.

T
he

pe
rs
on

ad
m
in
is
tr
at
in
g
th
e

in
tr
av
en
ou
s
ir
on

m
us
tm

ee
tt
he

fo
llo

w
in
g
cr
ite
ri
a:

•
B
e
a
re
gi
st
er
ed

nu
rs
e/
he
al
th

ca
re

pr
of
es
si
on
al

•
H
av
e
re
co
gn
is
ed

ca
nn
ul
at
io
n

sk
ill
s
an
d
be

co
m
pe
te
nt

at
va
sc
ul
ar

m
ed
ic
al
de
vi
ce

in
se
rt
io
n;

(a
s
pe
r

lo
ca
l/n

at
io
na
lp

ro
ce
du
re
)

•
C
om

pe
te
nt

at
ad
m
in
is
te
ri
ng

in
tr
av
en
ou
s
dr
ug
s;
(c
on
fi
rm

ed
by

lo
ca
l/n

at
io
na
lp

ro
ce
du
re
.)

T
he

in
tr
av
en
ou
s
ir
on

dr
ug

m
us
tb

e
pr
es
cr
ib
ed

by
a
re
co
gn
is
ed

he
al
th

ca
re

pr
of
es
si
on
al
w
ith

in
th
e
pr
im

ar
y

or
se
co
nd
ar
y
ca
re

se
tti
ng
.T

he
pr
es
cr
ib
er

co
ul
d
be
:

•
T
he

pa
tie
nt
’s
G
.P

•
A
N
on
-M

ed
ic
al

In
de
pe
nd
en
t/S

up
pl
em

en
ta
ry

Pr
es
cr
ib
er

•
A
do
ct
or

w
ith

in
th
e

se
co
nd
ar
y
ca
re

se
tti
ng
.

M
in
im

al
re
qu

ir
ed

co
m
pe
te
nc
y
le
ve
l

2

St
af
f
T
ra
in
in
g

L
ev
el
3:

ab
le
to

co
m
pe
te
nt
ly

m
an
ag
e
th
e
ca
re

re
qu
ir
ed

to
en
su
re

a
sa
fe

IV
ir
on

tr
ea
tm

en
te
pi
so
de

E
vi
de
nc
ed

by
:

•
in
de
pe
nd
en
tly

m
an
ag
es

pr
ep
ar
at
io
n
an
d
in
iti
at
io
n

of
tr
ea
tm

en
te
pi
so
de

an
d

is
ab
le
to

pr
ov
id
e

ra
tio

na
le
to

su
pp
or
t

cl
in
ic
al
de
ci
si
on

m
ak
in
g

•
de
m
on
st
ra
te
s

un
de
rs
ta
nd
in
g
of

ph
ar
m
ac
ol
og
ic
al

im
pl
ic
at
io
ns

an
d

re
qu
ir
em

en
ts
of

pa
tie
nt
s

ne
ed
in
g
IV

ir
on

th
er
ap
y

K
SF

D
im

en
si
on

s

C
or
e
D
im

en
si
on
s:
-

1
C
om

m
un
ic
at
io
n
–
le
ve
l3

3
H
ea
lth

,S
af
et
y
an
d

Se
cu
ri
ty

–
le
ve
l2

-3

5
Q
ua
lit
y
–
le
ve
l3

6
E
qu
al
ity

,D
iv
er
si
ty

an
d

R
ig
ht
s
–
le
ve
l2

-3

H
W
B
1
-
L
ev
el
3

H
W
B
3
-
L
ev
el
2

H
W
B
5
-
L
ev
el
2

H
W
B
6
-
L
ev
el
2



19

St
ag
e
F
ou

r:

A
dm

in
is
tr
at
io
n
of

in
tr
av
en
ou
s
ir
on
.

C
om

pe
te
nc
y
st
at
em

en
ts
:

T
he

fo
llo

w
in
g
m
us
tb

e
ad
he
re
d
to
:

•
D
ru
g
pr
ep
ar
at
io
n
as

pe
r

lo
ca
l/n

at
io
na
lp

ro
ce
du
re
s.

•
Sk

in
pr
ep
ar
at
io
n
of

ad
m
in
is
tr
at
io
n

si
te
as

pe
r
lo
ca
l/n

at
io
na
lp

ro
ce
du
re

•
W
he
re

po
ss
ib
le
av
oi
d
ca
nn

ul
at
io
n

of
th
e
cu
bi
ta
lf
os
sa

an
d
ra
di
al

si
te
s

•
Pr
e
an
d
po
st
ad
m
in
is
tr
at
io
n
bl
oo
d

pr
es
su
re

an
d
pu
ls
e
m
an
ag
em

en
t.

•
T
he

re
ci
pi
en
ti
s
to

be
m
on
ito

re
d
fo
r

up
to

30
m
in
ut
es

po
st
tr
ea
tm

en
t.

T
he

U
K
R
es
us
ci
ta
tio

n
G
ui
de
lin

es
5

sh
ou
ld

be
fo
llo

w
ed

fo
r
th
e
m
an
ag
em

en
t

of
an

ad
ve
rs
e
dr
ug

re
ac
tio

n
or

an
ap
hy
la
ct
ic
ep
is
od
e.
Pr
io
r
re
ad
in
g
of

th
is
do
cu
m
en
ti
s
re
co
m
m
en
de
d
be
fo
re

th
e
ad
m
in
is
tr
at
io
n
of

th
e
IV

ir
on

tr
ea
tm

en
t/s

•
D
oc
um

en
ta
nd

re
co
rd

tr
ea
tm

en
te
pi
so
de

M
in
im

al
re
qu

ir
ed

co
m
pe
te
nc
y
le
ve
l

2

St
af
f
T
ra
in
in
g

L
ev
el
4:

ab
le
to

co
m
pe
te
nt
ly

ad
m
in
is
te
r
IV

ir
on

w
ith

/w
ith

ou
t

su
pe
rv
is
io
n

E
vi
de
nc
ed

by
:

•
ad
m
in
is
te
rs
IV

ir
on

in
ac
co
rd
an
ce

w
ith

lo
ca
lg

ui
de
lin

es
•
id
en
tif
ie
s
an
d
re
po
rt
s
ch
an
ge
s
or

pr
ob
le
m
s
re
la
tin

g
to

pa
tie
nt
’s

tr
ea
tm

en
te
pi
so
de
s/
bl
oo
d
re
su
lts

an
d
is
ab
le
to

de
m
on
st
ra
te

aw
ar
en
es
s
of

th
e
ne
ce
ss
ar
y

ac
tio

n
re
qu
ir
ed

•
ac
ts
as

a
sp
ec
ia
lis
tr
es
ou
rc
e
fo
r

pa
tie
nt
s,
ca
re
rs
an
d
m
em

be
rs
of

th
e
m
ul
tid

is
ci
pl
in
ar
y
te
am

K
SF

D
im

en
si
on

s

C
or
e
D
im

en
si
on
s:
-

3
H
ea
lth

,S
af
et
y
an
d
Se
cu
ri
ty

–
le
ve
l2

-3
4
Se
rv
ic
e
D
ev
el
op
m
en
t–

le
ve
l2

5
Q
ua
lit
y
–
L
ev
el
3

H
W
B
1
-

L
ev
el
3

H
W
B
3
-

L
ev
el
2

H
W
B
5
-

le
ve
l3

H
W
B
8
-

le
ve
l3



20

St
ag

e
Fi

ve
:

Fo
llo

w
up

ca
re

C
om

pe
te

nc
y

st
at

em
en

t

•
B

lo
od

te
st

in
g

is
to

oc
cu

ra
tt

im
el

y
in

te
rv

al
s

•
R

eg
ul

ar
bl

oo
d

sa
m

pl
e

m
on

ito
rin

g
m

us
ti

nc
lu

de
ha

em
og

lo
bi

n
le

ve
l,

iro
n

st
or

es
an

d
in

fla
m

m
at

or
y

m
ar

ke
rs

•
Fu

rth
er

do
se

so
fi

ro
n

m
ay

be
ne

ed
ed

if
th

e
pa

tie
nt

m
ee

ts
th

e
cr

ite
ria

•
R

es
po

ns
ib

ili
ty

fo
rf

ol
lo

w
up

ca
re

s
lie

sw
ith

ei
th

er
th

e
ad

m
in

is
te

rin
g

re
gi

st
er

ed
nu

rs
e/

he
al

th
ca

re
pr

of
es

si
on

al
or

w
ith

th
e

in
di

vi
du

al
w

ho
ha

sp
re

sc
rib

ed
th

e
tre

at
m

en
t

M
in

im
al

re
qu

ir
ed

co
m

pe
te

nc
y

le
ve

l

3

St
af

fT
ra

in
in

g

L
ev

el
5:

ab
le

to
in

de
pe

nd
en

tly
re

qu
es

t/i
nt

er
pr

et
sp

ec
ifi

c
da

ta
re

la
tin

g
to

fo
llo

w
on

ca
re

E
vi

de
nc

ed
by

:

•
In

de
pe

nd
en

tly
re

qu
es

ts
bl

oo
d

sa
m

pl
in

g
an

d,
w

he
n

ne
ed

ed
,u

nd
er

ta
ke

s
ap

pr
op

ria
te

th
er

ap
eu

tic
in

te
rv

en
tio

ns
as

re
qu

ire
d

•
U

til
is

es
kn

ow
le

dg
e

to
be

pr
oa

ct
iv

e
in

th
e

m
an

ag
em

en
to

ff
ut

ur
e

tre
at

m
en

te
pi

so
de

s

•
U

til
is

es
a

cl
in

ic
al

go
ve

rn
an

ce
fr

am
ew

or
k

th
at

pr
om

ot
es

an
ac

tiv
e

ro
le

fo
rm

on
ito

rin
g

cl
in

ic
al

ou
tc

om
es

•
A

ct
sa

sa
sp

ec
ia

lis
t

re
so

ur
ce

an
d

ad
vi

so
r

re
la

tin
g

to
IV

iro
n

tre
at

m
en

ts
fo

rc
lin

ic
al

st
af

f
w

or
ki

ng
in

bo
th

se
co

nd
ar

y
an

d
pr

im
ar

y
ca

re

•
En

de
av

ou
rs

to
en

su
re

co
st

ef
fe

ct
iv

e
pr

es
cr

ib
in

g
of

IV
iro

n
dr

ug
s

K
SF

D
im

en
si

on
s

C
or

e
D

im
en

si
on

s:
-

1
C

om
m

un
ic

at
io

n
–

le
ve

l3
3

H
ea

lth
,S

af
et

y
an

d
Se

cu
rit

y
–

le
ve

l2
-3

H
W

B
8

–
le

ve
l3



21

References

1. Implementing care closer to home: Convenient quality care for patients 2008
http://www.dh.gov.uk/en/Healthcare/Primarycare/Practitionerswithspecialinterests/DH_074419

2. High Quality care for all: NHS next stage review final report 2008.
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/Publications Policy and
Guidance/DH_0809

3. Stevens P E, D J O’Donoghue, S DeLusignan, J Van Vlymen, B Klebe, R Middleton,
N Hague, J New, CKT Farmer. Chronic Kidney Disease Management in the United
Kingdom: NEOERICA Project results. Kidney International (2007) 72: 92-99

4. National Institute for Health and Clinical Excellence Guideline 73: Chronic kidney national Clinical
guidelines for early identification and management in adults in primary and secondary care.
September 2008

5. World Health Organisation; Iron deficiency anaemia, assessment, prevention and control; A guide for
programme managers 2001

6. National Collaborating Centre for Chronic Conditions. Anaemia Management in chronic kidney
disease: National clinical guideline for management of adults and children. Royal College of
Physicians 2006

7. John R, Webb M, Young A, Stevens PE. Unreferred chronic kidney disease: a longitudinal study.
American Journal of Kidney Disease 2004; 43(5):825-35

8. El Achkar TM, Ohmit SE, McCullough PA et al. Higher Prevalence of anaemia with diabetes mellitus
in moderate kidney insufficiency: The Kidney Early Evaluation Program. Kidney International 2005;
67 (4) 1483-1488

9. Jenkins K, C Anderon, S De Freitas, P E Stevens. Anaemia Management in Chronic Kidney Disease
(CKD) in Patients not receiving Dialysis. Poster & Abstract British Renal Society Conference
Harrogate 2004

10. Jenkins K . Anaemia in CKD chapter 3 in Thomas N, (Editor) Advanced Renal Nursing
Blackwell Publishing: London 2005

11. Joint Formulary Committee. British National Formulary. [52] ed. London:
British Medical Association and Royal Pharmaceutical Society of Great Britain;2006

12. Syner-Med (Pharmaceutical Products) Ltd [no date] Ferinject ferric carbymaltose. The next
generation intravenous iron. Surrey, UK:Syner-Med

13. Knowledge and Skills Framework, NHS Knowledge and Skills Outline for Nursing Posts RCN
guidance for nurses and managers in creating KSF outlines in the NHS, September 2005
www.rcn.org.uk

14. Royal College of Nursing, Services for children and young people: preparing nurses for future roles
RCN guidance for nurses, 2004 www.rcn.org.uk

15. Royal College of Nursing, Standards for infusion therapy, RCN IV Therapy Forum, 2005, reprinted
June 2007

16. ‘Staff training’ information based on: Mid Trent Specialist Competency Framework Version Four;
developed 21st January 2008

17. Resuscitation Council (UK), Resuscitation Guidelines December 2005 www.resus.org.uk



22

Appendix I

Knowledge and Skills Framework

The following KSF dimensions and levels have been selected for this guidance:

Core Dimensions

• Communication
• Personal and people development
• Health safety and security
• Quality
• Service improvement
• Equality and diversity

Health and Wellbeing

• HWB1 Promotion of health and preventions of adverse effects to health
and well being

• HWB2 Assessment and care planning to meet health and wellbeing needs
• HWB3 Protection of health and wellbeing
• HWB4 Enablement to address health and wellbeing needs
• HWB5 Provision of care to meet health and wellbeing needs
• HWB6 Assessment and treatment planning
• HWB 7 Interventions and treatments
• HWB 8 Biomedical investigation and intervention
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