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Annotation. In Europe, the overall prevalence of iron deficiency anemia is 2-4%, with two peaks: young children (2.3-15%) and
adolescents (3.5-13% - in boys, 11-33% - in girls). Iron deficiency occurs earlier than anemia, which is characterized by a decrease
in the size and iron saturation of erythrocytes, and they become microcytic and hypochromic. Therefore, anemia can be prevented by
early diagnosis and treatment of latent iron deficiency. The aim of the work was to analyze and systematize the main problematic
issues of diagnosis and treatment of iron deficiency anemia in children. To conduct the study, we analyzed databases PubMed,
Cochrane Library, Google Scholar, etc., referring to the vast majority of publications from the last five years (2016-2021), in addition
to three articles published in 2012 and 2014. The main criteria for selecting sources were: the availability of the latest methods for the
diagnosis of anemia, modern methods of treatment of iron deficiency anemia in children. Analysis of the identified literature sources
showed that iron deficiency in the laboratory and clinically can manifest itself at different stages. Negative iron balance, which persists
after a decrease in iron stores, is manifested by a decrease in hemoglobin and the development of anemia. A decrease in the number
of erythrocytes or the level of hemoglobin (Hb) by 5 percentile below the normal value of hemoglobin, determined for a given age in
healthy people, is called anemia. Routine screening for iron deficiency should be performed in children aged 6 to 24 months.
Screening consists of identifying risk factors and laboratory testing if available. Determination of serum ferritin during the first
screening is the main diagnostic tool in children with risk factors for iron deficiency and signs of anemia. Ferritin levels should always
be carefully evaluated, as ferritin is nonspecifically elevated in a variety of inflammatory conditions. Other screening tests, such as
reticulocyte levels, iron transferrin saturation, and serum iron-binding capacity, are performed to confirm the diagnosis. The choice
and route of administration of iron requires consideration of the cause that led to its deficiency, the severity of symptoms and condition
of the patient, the probable and desired rate of hematological response, risks and complications of treatment, availability of resources
and preferences of the patient. Oral iron remains a priority for the treatment of children with iron deficiency anemia, but it is necessary
to consider situations where first-line therapy will be administered by intravenous means. Thus, based on the analysis of the literature,
we can conclude that iron deficiency anemia remains an urgent medical and social problem today. Children with iron deficiency anemia
develop cognitive impairment that does not fully recover even after treatment. Therefore, further research aimed at improving methods
of prevention, early diagnosis and treatment of iron deficiency anemia in different age groups of children should be promising.
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Introduction

According to the WHO, about two-thirds of children and
adolescents in countries with low social levels have iron
deficiency. It is estimated that about 25% of preschool
children suffer from iron deficiency anemia (IDA). In Africa,
the prevalence of IDA among school-age children is quite
high and still ranges from 64.3 to 71%. In Europe, the overall
prevalence is 2-4%, with two peaks: young children (2.3-
15%) and adolescents (3.5-13% - in boys, 11-33% - in
girls). In the United States, the prevalence of the disease is
1.6-7.4% among children. Although the overall incidence
of IDA has declined over the past decade, many surveys
show that it remains relatively high among low-income
families at 17% in children aged 1-2 years and 6% in
children aged 3-4 years [8]. Iron deficiency is a condition
when the body's need for iron is not met and the balance of
iron intake, reserves and losses of the body is insufficient
to fully support the production of red blood cells. If left
untreated, in 30% of cases, iron deficiency develops into
IDA, which is the most common form of anemia in childhood
[17]. Iron deficiency occurs earlier than anemia, which is
characterized by a decrease in the size and iron saturation

of erythrocytes, and they become microcytic and
hypochromic. Therefore, anemia can be prevented by early
diagnosis and treatment of latent iron deficiency [7].

The purpose of the work is to analyze and systematize
the main problematic issues of diagnosis and treatment
of IDA in children.

Materials and methods

To conduct the study, we analyzed databases PubMed,
Cochrane Library, Google Scholar, etc., referring to the vast
majority of publications from the last five years (2016 -
2021), in addition to three articles published in 2012 and
2014. The main criteria for selecting sources were: the
availability of the latest methods for the diagnosis of
anemia, modern methods of treatment of iron deficiency
anemia in children.

Results. Discussion

In the early period of embryonic development, iron is
necessary for the proper development of the brain with the
proliferation, migration and differentiation of neuronal
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progenitor cells. This is due to the significant expression
of transferrin receptors in the developing brain tissue. In
further development, this process is limited to the cells of
the blood-brain barrier and cerebrospinal fluid, which
provides a constant supply of iron to the brain. It is believed
that iron deficiency leads to a decrease in brain mass,
which, in turn, disrupts the formation of myelin. Studies of
infants who have suffered from iron deficiency during
embryonic development reveal chronic and irreversible
impairment of cognitive function, memory and motility,
indicating a significant impact on the human brain [11].

Iron deficiency in the late embryonic period and in
newborns also significantly affects brain development,
causing cognitive impairment and emotional disturbances
that can persist into adulthood despite normal iron levels.
Potential mechanisms that contribute to these disorders
include deficiency of brain energy metabolism,
neurotransmission and myelination [5]. Iron is equally
important for brain development in children of different
ages. Deficiency of this trace element leads to long-term
neurological disorders, including attention and memory
deficits, mediated by the hippocampus and partly due to
altered mitochondrial function and energy metabolism of
neurons [6]. Iron deficiency without anemia often presents
with persistent, unexplained, and nonspecific symptoms
that are independent of the underlying disease. Symptoms
of iron deficiency can occur due to metabolic processes,
due to the fact that many proteins contain iron [18].

Iron deficiency in the laboratory and clinically can
manifest itself at different stages. If the demand for iron is
lower than consumption, the depot is emptied in the first
place. At this time, the level of ferritin in plasma and iron
saturation of plasma transferrin decreases. Negative iron
balance, which persists after a decrease in iron stores, is
manifested by a decrease in hemoglobin and the
development of anemia. A decrease in the number of
erythrocytes or the level of hemoglobin (Hb) by 5 percentile
below the normal value of hemoglobin, determined for a
given age in healthy individuals, is called anemia [13].

The causes that lead to iron deficiency can be grouped
into the following categories: inadequate food intake,
increased body needs, decreased absorption, chronic
inflammation and chronic blood loss. Absorption of iron
occurs mainly in the stomach and proximal intestine under
the influence of hydrochloric acid, which is necessary for
the conversion of Fe 3+ to Fe 2+, which is easier to digest
[1].

It is known that in the period of fetal development, this
trace element comes from a pregnant woman to the fetus
through the placenta. And in the last period of pregnancy,
its total amount in the fetus is 75 mg/kg. In the neonatal
period, physiological anemia develops, but iron stores are
sufficient to ensure erythropoiesis in the first 6 months of
life, when there is no significant blood loss and do not
require correction. In infants with low body weight and in
infants with perinatal blood loss, stocks are depleted earlier.

Late umbilical cord compression may improve the situation
and reduce the risk of iron deficiency [20].

It is proved that the iron content in breast milk is at its
highest level in the first month of life, but it gradually
decreases over time and in the fifth month is about 0.3 mg/
liter. In this case, the mother's diet does not affect the level
of iron in breast milk. However, despite the fact that a baby
with breast milk receives little iron, but its absorption is
guite high - about 50%. There are reports that the
introduction of early feeding in the first 6 months of life,
disrupts its absorption from breast milk. After all, the
absorption is high, but still it is less than the needed for the
growth of the baby. Thus, during the first 6 months of life,
infants use iron from the depot until its supply of food
increases [13].

The American Academy of Pediatrics recommends
prescribing prophylactic iron at a dosage of 2 mg/kg/day to
premature infants (born less than 37 weeks of gestation)
who are exclusively breastfed, from 1 to 12 months, except
for those who have been transfused repeatedly.
erythrocytes. For full-term infants who are exclusively
breastfed, start taking 1 mg/kg/day of elemental iron from
four months of age before the introduction of appropriate
products containing iron [21]. Infants under 12 months of
age who are fed cow's milk rather than breast or iron-
fortified formulas are more likely to develop anemia. Cow's
milk leads to anemia because: it contains less iron, causes
minor blood loss from the intestine, impairs the body's
absorption of iron [4].

There are several stages in the development of IDA,
namely:

1. Preliminary stage (depletion of iron depo) -
characterized by depletion or absence of depot in
combination with normal serum iron concentration,
hemoglobin and hematocrit. This reduces the supply of
iron in the bone marrow and reduces the level of ferritin in
the serum.

2. Latent stage (violation of iron transport) - a
characteristic feature of which is a decrease in iron
saturation of transferrin, but the indicators of hemoglobin
and hematocrit within the reference values.

3. Iron deficiency anemia (IDA) - is characterized by a
decrease in iron in the depot, serum, low hemoglobin and
hematocrit and the appearance of clinical symptoms [9].

Clinical symptoms of iron deficiency are characterized
by signs of hypoxia of the brain and other body systems,
which leads to the development of trophic changes in
tissues and depend on the degree of anemia.

There are no symptoms in case of mild anemia.
However, decreased iron and blood levels can cause
irritability, restlessness, drowsiness, shortness of breath,
tachycardia, loss of appetite and cravings for inedible
substances, constant fatigue, headache or dizziness, and
decreased attention and memory. With more severe
anemia, pale skin, hemodynamic disorders, dullness and
fragility of hair and nails may occur [16].
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Routine screening for iron deficiency should be
performed in children aged 6 to 24 months. Screening
consists of identifying risk factors and laboratory testing if
available. According to the recommendations of the
American Pediatric Association, all children 9 to 12 months
of age should have a general blood test to assess all major
indicators. Determination of serum ferritin during the first
screening is the main diagnostic tool in children with risk
factors for iron deficiency and signs of anemia. Ferritin levels
should always be carefully evaluated, as ferritin is
nonspecifically elevated in a variety of inflammatory
conditions. Other screening tests, such as reticulocyte
levels, iron transferrin saturation, and serum iron-binding
capacity, are performed to confirm the diagnosis [15].

Serum ferritin levels are considered a sensitive test to
assess iron depot. Its concentration is less than 12 g/l in
favor of iron deficiency [23].

In order to correct iron deficiency, it is necessary to
eliminate the cause and replenish its reserves. Elemental
iron is a pharmacologically active component of oral iron
supplements. In children with IDA, the standard therapeutic
dose is 2-6 mg/kg/day of elemental iron for 3-6 months
[14]. Because the daily dose range is significant,
randomized trials have been conducted in some countries
and it has been shown that treatment with low doses of
oral iron can be as effective as high doses. In addition, in
the groups with the lowest doses, the frequency of side
effects was much lower [2].

Iron supplements are recommended to be taken
between meals, avoiding the use of inhibitors of its
absorption, such as dairy products, tea and coffee.
Medicines that reduce stomach acidity, such as antacids,
can also impair the absorption of oral iron, so they should
be limited. It is better to take iron supplements together
with vitamin C (orange juice or ascorbic acid), which
improves the absorption of iron. Side effects of oral iron
include nausea, constipation, diarrhea, vomiting, metallic
taste in the mouth, dark stools, and in most cases they are
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on the diagnosis of iron deficiency in children: a retrospective

HAYKOBI Ornagu. NPMHUMNU OIATHOCTUKMU TA NIKYBAHHSA 3ANIZOAE®ILUTHOI AHEMIT Y OITEN

Koponb T. I'., Xpomux K. B., PydeHko I. M., Bepe3Hiuybkuii O. B.

AHoTauin. Y €eponi 3acanbHa nowupeHicms 3anizodegiyumHoi aHemii cmaHosumsp 2-4%, 3 dgoma nikamu: dimu Monodwozo 8iky
(2,3-15%) ma nidnimku (3,5-13% - y xnon4ukig, 11-33% - y disyamok). deghiyum 3anisa 8UHUKaE paHiule, HK po38UBAaEMbCS aHEMIs,
Wo cyrnpoeodXyembCsi MPOUECOM 3MEHWEHHSI PO3MIpI8 | HACUYEeHHS 3ari3oM epumpoyumis, Mpu YoMy 80HU cmatomb MiKpoyumapHu-
Mu ma einoxpoMHuUmMu. Tomy aHemii MoxHa 3arnobizmu 3a oNOMO20K0 paHHLOI diaeHOCMUKU ma JliKy8aHHs1 nameHmHo20 dehiyumy
3aniza. Memoro pobomu 6yno npoaHanidysamu ma cucmemamu3syeamu OCHO8HI MpobremHi numaHHs diaeHOCMUKU ma riKyeaHHs
3anizodegpiyumHux aHemit y dimed. [ns nposedeHHs OocnidxeHHA Hamu 6ynu npoaHanidoeaHi 6asu daHux PubMed, Cochrane
Library, Google Scholar ma iH., nocunatwyucb 8 nepesaxHili 6inbwiocmi Ha nybnikauii ocmaxHix n'amu pokie (2016 - 2021), okpim
mpbox cmamet onybnikogaHux y 2012 ma 2014 pokax. OcHosHUMU Kpumepisimu 8idbopy Oxepen 6ynu: Hasi8HICMb HOBIMHIX Memo-
Ouk OiagHoCmMUKU aHeMill, cyqacHi memodu nikyeaHHs1 3anisodehiyumHux aHemit y dimel. AHania susierneHux simepamypHux dxeper
rnokasas, wo deghiyum 3aniza nabopamopHo i KMiHIHHO MOXXe rposiensimucsi Ha pi3HUx cmadisx. HezamueHuli 6anaHc 3aniza, skul
36epieaembCs nic/si 3MEHWEHHS 3arnacig 3ariza, nposieniaembCsi 3HUXEHHM 2eMo2106iHy ma po38UMKOM aHeMil. SHUXEHHS KibKkocmi
epumpouyumie abo pieHsi eemoanobiHy (Hb) Ha 5 nepueHmunb Hux4ye HOpMarbHO20 3Ha4YeHHsT 2eMo2r100biHYy, 8u3Ha4yeHo20 Ornsi AaHo20
8iKy y 300posux ocib, HasusaembCcs aHemieto. PymuHHUl CKpuHiHe Ha eusisrieHHs1 Oegbiyumy 3anisa cnid nposodumu y 0imel sikom 8id
6 00 24 micsAuie. CkpuHiHe cknadaembCs 3 8U3Ha4YeHHS haKkmopie pusuky ma nabopamopHo20 mecmyeaHHsl Mpu ix HaseHocmi.
Bu3sHa4yeHHs1 cuposamkogo20 hepumuHy rid Yyac nepuwio2o CKpuHiHay € OCHO8HUM OiagHOCMUYHUM iHCcmpymeHmom y dimel 3 ¢hakmo-
pamu pusuky decpiyumy 3anisa ma o3Hakamu aHemii. PieHi chepumuHy cnid 3aexdu pemenbHO OUiHIO8amu, OCKiNbKU ghepumuH
HecreyugiyHo nidsuwsyemnscsi npu Halpi3HOMaHImHIWUX 3ananbHUX cmaHax. IHWwi CKpuHiH208i mecmu, maki ik 8U3Ha4YeHHs1 pigHie
pemukynoyumie, HaCU4eHHs1 mpaHcepuHy 3arni3oM, 3aniz038?a3yryoi 30amHocmi cuposamku npo8odsimb 3 MEMOI0 NidmeepdxKeH-
Hs OiaeHo3y. Bubip ma wnsix esedeHHsi npenapamis 3aniza euMasac e8paxyeaHHsl MPUYUHU, sika fpu3eena 0o Uozo degiyumy, eax-
Kocmi cumMnmomie ma cmaHy nauieHma, eipozidHoi ma 6axaHoi weudkocmi eemamorsioeiyHoi 8idnoeidi, pusukie ma ycknadHeHb
niKyeaHHs1, HasisHocmi pecypcie ma ynodobaHe nauieHma. [NepoparnbHe 3ani3o 3anuwaemscsi npiopumemHum 0ns nikyeaHHs dimed i3
3anizodehiyumHoto aHemieto, oOHak HeobXiOHO epaxosyeamu cumyauii, Konu mepanisi nepwoi niHii 6yde npoxodumu 3a AONOMO20t0
8HYmMpiWHbO8EHHUX 3acobig. Takum YUHOM, Ha OCHO8i MpoeedeHo20 aHarli3y nimepamypu MOXHa 3pobumu 8UCHOBOK, WO 3arnizode-
iuumHa aHemisi 3anuwiaembsCsi akmyasnbHOK MeOUKO-coujaribHOK pobriemoto cb0200eHHs. Y dimed i3 3aniz0deiyumHo aHeMmieto
BUHUKaKMb KO2HIMUBHI MopyweHHs, SKi Hagimb nicrs fiKyeaHHs1 He MOBHICMio 8iOHO8MIIMbCA. TOMY MepcnekKmusHUMU Maomb
6ymu nodanbwi 00CniOXKeHHs, AKi cripsimosaHi Ha yOOCKOHaneHHs memodie npoginakmuku, paHHbOI diagHOCMUKU ma JiKy8aHHs1
3anisodeiyumHoi aHeMmii 8 pi3HUX 8iKo8UX epynax OUMsSY020 HaceseHHs.

KnrouyoBi cnoBa: degpiyum 3aniza, aHemis, dimu.

ISSN 1817-7883
elSSN 2522-9354

“BicHuk BiHHUYbKO20 HayioHa/lbHO20 MeOUYHO20 yHieepcumemy”,

1
2021, T. 25, Ne3 513



