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The discussion seeks to address the issue of Josiah in Case 1; a 9-month-old baby who presents symptoms suggestive of anemia characterized by pale skin and slightly pale conjunctiva, poor feeding program, and hemoglobin levels. Iron deficiency is a common mineral deficiency in the country and globally and the leading cause of anemia. Insufficient iron storage leads to failed production of hemoglobin and anemia. There are significant risk factors associated with iron deficiency anemia in children including prematurity, exclusive breast-feeding with regular intake of iron-fortified foods after six months of age, low socioeconomic status, the introduction of cow milk, bottle-feeding in children above the age of 1 year, and weight/height greater than the 95th percentile, along with dietary restrictions (Khan, 2018). 
There are no recommendations for screening and various groups have suggested different approaches. The Centers for Disease Control and Prevention recommends screening in children of 9 to 12 months of age and suggests another screening after 6 months for all children and yearly from age 2 to 5 years in those who are high-risk. In addition, The Institute of Medicine recommends screening on infants aged 9 months who are breastfed or those who are not taking iron-fortified formula (Khan, 2018). 
The treatment of iron deficiency anemia involves supplementation with iron to replete body stores and medication is often needed along with dietary changes. There are significant tactics to improve iron status in infants for better outcomes as they grow by introducing iron-fortified supplements formula, or oral iron. The parent should be advised to introduce the child to meals rich in vitamin C, such as vegetables and fruits along with heme iron such as fish and meat. The bioavailability of nonheme iron increases the absorption of iron (Roganović & Starinac, 2018). Despite the awful taste of oral iron such as iron ferrous sulfate and poor adherence, it is associated with a greater increase in hemoglobin concentration. Oral iron should be taken for two months upon attaining hemoglobin normalization to build up stores. Supplementing food and medication can affect the absorption of iron hence the need to counsel parents. According to the American Academy of Pediatrics (AAP) babies who are exclusively breastfed should be supplemented starting at the age of four months (Khan, 2018). In addition, the parent should be counseled to provide the infant with iron-rich diets and screening risk factors to identify if the child is at higher risk and trigger and promote early intervention to prevent iron deficiency anemia.  
A follow-up assessment sis recommended confirming that anemia was caused by iron deficiency and examining if treatment was administered at the right timing or correct dosage. In the management of infants with anemia, the AAP recommends universal laboratory screening for children aged between 9 to 12 months and additional laboratory screening for children at higher risk. After four weeks of therapy, it is crucial to examine complete blood count (Roganović & Starinac, 2018). This should be done when the infant is healthy and with no viral infection that may cause reduced in hemoglobin. In four weeks, the hemoglobin levels should increase by a minimum of 1 g/dl with oral supplementation and should be continued for the next two to three months until hemoglobin normal values are attained. Besides, iron therapy should also be continued for at least two to three months to replace pools of iron storage and prevent the recurrence of iron deficiency anemia (Roganović & Starinac, 2018). 
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