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PRIMARY IMHA

o (Acute-onset) hemolytic anemia

* PCV <35%

¢ Positive direct Coombs test/spherocytosis/autoagglutination

* No other identifiable causes of anemia

» No underlying causes of secondary IMHA (eg, cancer, infection, inflammation,
drugs, vaccination)

INV

~1 Primary treatment (7-10 days)
ol .
e Glucocorticoid therapy
—Prednisolone at 1 mg/kg PO q12h or dexamethasone at 0.3-0.4 mg/kg
IV g24h
* RBC transfusion (or if available Oxyglobin] if PCV approximately <14%-16%,
depending on overall patient condition
e Crystalloid infusion (to treat or prevent dehydration and DIC)
e Fresh-frozen plasma (to treat DIC, common with IMHA)
» Antibiotics (eg, doxycycline] if tick-borne disease or cryptic infection suspected
e Gastroprotectants omeprazole, sucralfate; both at same time
e Consider thromboprophylaxis (eg, heparin, aspirin, clopidogrel)

v

Primary treatment for severe disease (eg, IV hemolysis, autoagglutination)
or if no response to steroids
e Consider adjunct immunomodulatory drug

—Mycophenolate mofetil at 5-10 mg/kg PO or IV q12h’

—Cyclosporine at 5 mg/kg PO q12h

—Leflunomide at 3-4 mg/kg PO q24h

—Azathioprine at 50 mg/m? PO q24h (relatively slow-acting)

—IV human immunoglobulin (hIVIG) at 0.5-1 g/kg over >6 hours?

Tx
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~- PCV fails to increase or anemia is
— nonregenerative
l e |f nonregenerative anemia, consider

~- Evaluate after 1-2 weeks of initial
—  therapy

nonregenerative IMHA or pure red
cell aplasia

a Clinical response or rise in PCV? —Evaluate bone marrow

l l e Consider adjunct immunomodulatory

agent as above
e Consider further evaluation for
disease-causing secondary IMHA
e Avoid increasing prednisolone dose

|

m Clinical response?
v

. * Continue immunosuppressive dose for 1-2 weeks,
then taper over several months (pending patient response)
—After 6 months, can withdraw prednisolone (and any
adjunct immunomodulatory drug, one at a time)
¢ Monitor closely for side effects®

v

* Monitor for adverse effects or signs of relapse after
each dose reduction

e Monitor lifelong for signs of relapse or other immune-
mediated disease

v

Relapse
e Consider repeating diagnostic workup
—Reevaluate for disease that could cause secondary IMHA
e Start or increase prednisolone and consider adjunct
immunomodulatory therapy
¢ Low-dose maintenance prednisolone may be necessary
 Monitor for side effects®

Yes

~ Evaluate for
= underlying
disease

Tx

Dx = Diagnosis
% = Results
INV = Investigate
Tx = Treatment

Tx

DIC = disseminated intravascular coagulation, IMHA = immune-mediated hemolytic anemia
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