Epoetin Alfa (Procrit() Use Guidelines

A. Rule out other causes of anemia
1.  Adequate iron stores (ferritin > 100 or transferrin saturation > 20%)


2.  Adequate B12 and folate 

3.  Thyroid disease

4.  Occult GI bleeding  (stool guiac x 3)
· If iron deficient, replace iron to achieve a ferritin > 100 or transferrin saturation > 20%. Recheck ferritin or transferrin saturation after 4 weeks of iron therapy. 

· Consider IV iron if patient is taking a proton pump inhibitor and oral iron does not improve ferritin or is not tolerated. 

B. Indications

1.  Anemia (Hgb < 11 g/dl; Hct < 33%) associated with

a.     Chronic kidney disease (serum creatinine > 2.0 mg/dl or GFR < 50) 

b.  Zidovudine-treated HIV patients with documented endogenous erythropoietin levels of < 500 units/ml and receiving doses of Zidovudine < 4200mg/wk (transfusions are usually recommended)

2.     Symptomatic anemia (Hgb < 11 g/dl; Hct < 33%) associated with one of the following:

a. Chemotherapy (patients to receive at least 2 cycles of chemotherapy).

b. Hematologic disorders (i.e. myelodysplasia, multiple myeloma, CLL)

c. Unexplained anemia and endogenous erythropoietin level < 150 (anemia of chronic disease)

C. Contraindications

1. Uncontrolled hypertension

2. Hypersensitivity to albumin (human) or mammalian cell-derived products

D.
Starting dosing schedule 
1.  Chronic kidney disease/HIV 

· 50-100 units/kg SQ every week; and

· Iron sulfate 325mg or iron gluconate 325mg PO qd-bid

2.  Anemia of chronic disease (ACD)/Chemotherapy induced anemia/Hematologic disorders

· 20,000 units SQ every week; and

· Iron sulfate 325mg or iron gluconate 325mg PO qd-bid

E.
Goals

1.  Hgb increases to 11-12g/dl in chronic kidney disease or 11.5-12.5g/dl in Hem/Onc patients 

OR

2.  Hgb increases from baseline > 1.8 g/dl with improvement in quality of life 

OR

3.  Decrease in transfusion requirements by the third month of treatment.

F.
Monitoring/discontinuing

1.  Hgb should increase ~0.3g/dl per week, on average.

2.  Monitor Hgb/Hct at baseline and every 3-4 weeks until patient reaches target Hgb/Hct then 

every 3 months.

3.  Monitor ferritin at baseline, 1 month, 3 months, then every 6 months. (For patients with chronic 

kidney disease also monitor transferrin saturation at same intervals.)

4.  Monitor BP and P at baseline, 1 month, 3 months, then every 6 months.

5.  Administer Quality of Life measure at baseline, 1 month, 3 months, then every 6 months.

6.  Dose adjustments can be made after 4 weeks of therapy (sooner if there has been > 1.0 – 

1.5g/dl increase in Hgb). Doses should be rounded to nearst 1,000 U/week.

a. Chronic Kidney Disease/HIV

· If Hgb has not increased by 1-1.5g/dl from baseline in 3-4 weeks, increase dose by 25-50% and recheck in 4 weeks. 

· If there was a Hgb response of ~1-1.5g/dl at 3-4 weeks of therapy, maintain dose for another 4 weeks.

· If the Hgb response is > 1.5g/dl at 3-4 weeks, reduce dose by 25-50% and recheck in 4 weeks.

· If Hgb, quality of life, or transfusion goals have not been met at 8 weeks, increase the dose by 25-50% and repeat this every 3-4 weeks until goal achieved or maximum dose of 60,000 units/week is reached.

b.     ACD/Chemotherapy/Hematologic disorders

· If Hgb has not increased by 1-1.5g/dl from baseline in 3-4 weeks, increase dose by 20,000 units and recheck in 4 weeks.

· If there was a Hgb response of ~1-1.5g/dl at 3-4 weeks of therapy, maintain that dose for another 4 weeks

· If the Hgb response is > 1.5g/dl at 3-4 weeks, reduce dose by 25-50% and recheck in 4 weeks.

· If Hgb, quality of life, or transfusion goals have not been met at 8 weeks, increase the dose by 20,000 units and repeat this every 3-4 weeks until goal achieved or maximum dose of 60,000 units/week is reached.

7.  If patient does not response at the maximum dose (60,000 units/week) after the fourth month of therapy and has adequate iron stores, epoetin should be discontinued.

8.  For chronic kidney disease, a trial of IV iron may be warranted if epoetin requirements are extremely high (> 300 units/kg) or target Hgb not achieved. 

9. Most hemodialysis patients will require IV iron.

