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Abstract

The earliest studies of food iron absorption employing biosynthetically incorporated radioisotopes were published in the

1950s. Wheat flour has been fortified with iron in Canada, the United Kingdom, and the United States since the 1940s.

However, half a century later, nutritional iron deficiency (ID) is estimated to affect 1.5–2 billion people worldwide. The

reasons for the apparently limited impact of health and nutrition policies aimed at reducing the prevalence of ID in

developing countries are complex. They include uncertainty about the actual prevalence of ID, particularly in regions where

malaria and other infections are endemic, failure of policy makers to recognize the relationships between ID and both

impaired productivity and increased morbidity, concerns about safety and the risks to iron-sufficient individuals if mass

fortification is introduced, and technical obstacles that make it difficult to add bioavailable iron to the diets of those at

greatest risk. It is, however, likely that the next decade will see a marked reduction in the prevalence of ID worldwide.

More specific assessment tools are being standardized and applied to population surveys. The importance of preventing

ID during critical periods of the life cycle is receiving increased attention. Innovative approaches to the delivery of

bioavailable iron have been shown to be efficacious. The importance of integrating strategies to improve iron nutrition with

other health measures, and economic and social policies addressing poverty as well as trade and agriculture, are receiving

increasing consideration. J. Nutr. 141: 763S–768S, 2011.

Introduction

Iron excretion is minimal and unregulated in human beings (1).
Nutritional iron deficiency (ID)3 occurs when the diet supplies
insufficient bioavailable iron to meet the body’s requirements for
growth and pregnancy and to replace iron lost from the gastro-
intestinal tract and skin, in the urine, and through menstruation.

The causes have been known for over 50 y. The major factors are
poverty, because it limits dietary diversity, and the agricultural
revolution that resulted in animal foods rich in bioavailable iron
being displaced by cereals, legumes, and plant-based diets (2).
The classical iron balance study carried out by Widdowson and
McCance in 1942 (3) demonstrated that less iron was absorbed
from bread with a high bran content than from white bread. The
inhibitory role of phytate was suspected, because phytic acid
was shown to inhibit iron absorption (4). Isotopic studies, first
performed over 50 y ago, refined our understanding of the poor
bioavailability of iron in cereal and other vegetable foods (5).
The major enhancers of absorption, ascorbic acid and animal
tissue, were also identified (6–8). A second major class of
inhibitors, certain polyphenols, was discovered in 1975 (9,10).
This large body of experimental work provided the basis for
predicting dietary bioavailability (11,12) and designing effica-
cious strategies for alleviating nutritional ID anemia (IDA)
(13,14). Wheat flour has been fortified with iron in Canada and
the United States since the 1940s (15) and the marked decline in
the prevalence of IDA in infants and young children in industri-
alized countries such as the United States is generally attributed in
part to the fortification of infant formulas andweaning foods (16–
18). Iron is also added to many processed foods, such as breakfast
cereals, in Western countries. Finally, the efficacy of supervised
iron supplementation is well established (19).

Despite a relatively clear understanding of the physiology of
food iron absorption, ID is estimated to affect as many as 2
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billion people (20). The reasons for the apparent discrepancy
between our understanding of the scientific basis for nutritional
ID and the fact that it remains a highly prevalent form of
undernutrition worldwide are complex. They include questions
about the accuracy of ID prevalence estimates, failure of policy
makers to appreciate the severity of the consequences of ID, and
programmatic and technical obstacles to the implementation of
corrective measures. The following is a brief discussion of the
most important issues and some potential solutions.

Assessment of Iron Status

Screening for ID in developing countries is usually based solely
on hemoglobin (Hb) measurements (21). Sensitivity is low
because the overlap in Hb concentrations between healthy and
iron-deficient individuals is considerable, especially if the cutoff
values used to identify anemia are not appropriately adjusted for
age, gender, pregnancy, ethnicity, smoking, and altitude (22,23).
Specificity is poor, because a multitude of disorders other than
ID can cause anemia. They include other nutritional deficiencies
(vitamins A and B-12 and folic acid), infections (notably
malaria, HIV disease, and tuberculosis), and inherited disorders
of erythropoiesis (such as the thalassemic syndromes and
hemoglobinopathies). Considerable regional variability is pre-
sent not only in the proportions of individuals with anemia who
have ID but also in the proportions of individuals with ID who
have IDA.

When used in conjunction with appropriate clinical infor-
mation, specific iron indicators permit iron status to be
determined accurately. However, specificity and sensitivity are
considerably diminished when they are applied to population
surveys. All of the indicators available at the present time are
affected by factors other than ID that may remain undetected in
random samples (Table 1). Serum ferritin (SF) is a quantitative
measure of the size of body iron stores in health and uncom-
plicated ID (1). However, it is also an acute phase protein (24).
Levels may not accurately reflect iron status in the presence of
infection, inflammation, and liver disease. Serum iron, transfer-
rin saturation, and RBC zinc protoporphyrin (ZPP) are indica-
tors of the adequacy of the iron supply for developing RBC.
Serum iron and transferrin saturation are decreased and RBC
ZPP is increased in ID, but also in other conditions, such as
inflammatory disorders, in which iron transport out of stores is
limited. RBC ZPP is increased by environmental exposure to
lead. Serum transferrin receptor (STfR) concentrations provide
semiquantitative information about the size of any disparity
between iron supply and erythroid bone marrow demand. The
value is a semiquantitative measure of the size of the iron deficit
in uncomplicated ID. It is less affected by inflammation than SF
(25), but concentrations are increased in the presence of
accelerated erythropoiesis resulting from hemolysis or ineffec-
tive erythropoiesis (26). The RBC indices [mean cell volume
(MCV), mean cell Hb (MCH), and RBC distribution width
(RDW)] are all abnormal in IDA (MCVY, MCHY, and RDW[).
However, MCV and MCH are also reduced in thalassemia and
in some individuals with anemia caused by infection. Finally, the
reticulocyte Hb concentration (CHr) is a measure of iron
availability to RBC recently released from the bone marrow. It
has been advocated as a tool for diagnosing ID and IDA in
infants and young children (27) but is unlikely to be available in
developing countries because of the cost of purchasing and main-
taining automated hematology analyzers with this capability.

The use of combinations of indicators to improve the
accuracy of estimates of the prevalence of ID in population

samples was pioneered by Cook et al. (28) and was for many
years the basis for estimating prevalence in the United States
(29). Similar combinations of indicators have been employed in
surveys in other countries. Skikne et al. (30,31) demonstrated
more recently that the STfR:SF ratio can be used to semiquan-
titatively determine iron status in individuals with ID, normal
iron balance, and increased iron stores. The latter method has
several advantages. It does not rely on parameter cutoff values, it
yields a measure of the size of the iron deficit that is independent
of Hb concentration, and the assay methods are readily auto-
mated. There was reasonably good agreement between the es-
timated prevalence of ID by the STfR:SF ratio and the previous
multiple indicator index in preschool children and women of
childbearing age employing samples from the United States
NHANES 2003–2006 (32).

Body iron status calculated by using the STfR:SF ratio
should, in my opinion, become the standard methodology for
surveys of iron status in regions where infectious disorders are
uncommon. There is, however, an urgent need for standardiza-
tion of STfR assays and further research to make affordable
reliable assays available worldwide. The best approach in
developing countries where malaria is prevalent year round is
unclear. Further research to evaluate methods for correcting SF
values for the effect of inflammation is needed as well as
continued assessment of alternative indicators such as RBC ZPP,
CHr, and serum and urine hepcidin concentrations.

There is an urgent need for a clearer understanding of the
relationship between anemia and ID in countries where malaria
is endemic. It is generally assumed that ID and inflammation are
the primary factors responsible for the continued high preva-
lence of anemia in these regions, each accounting for ;50%
(33,34). The Hb response to effective iron interventions in
malarious regions is significantly lower than that in other regions
(35). It is likely to be a consequence of the persistent effects of
malaria and other infections. However, the possible role of a
thalassemia carrier status should be reevaluated. Prevalence
rates of these polymorphisms are high in regions affected by
malaria (36). If thalassemia carrier status modifies the distribu-
tion of Hb concentrations by even a small amount, prevalence
rates for ID based on Hb alone using WHO cutoff values could
be misleading, especially if global estimates are inferred from
limited surveys. Although this issue deserves consideration, it
should not be overemphasized, because there is persuasive
evidence that ID is both common and an important cause of
morbidity, particularly among the least privileged children and
women of childbearing age in tropical countries.

Consequences of ID

The considerable adverse impact that the high prevalence of ID
in developing countries has on people’s well-being and produc-
tivity receives insufficient recognition from policy makers.
Physical work capacity is reduced. ID in pregnancy contributes
to the risk of severe anemia and increased maternal morbidity
and mortality (37). IDA in early pregnancy is associated with a
higher risk of preterm delivery (38). Iron supplementation
(usually in combination with folic acid) in pregnancy has been
reported to reduce the risk of postpartum hemorrhage (39),
improve birth weight (40), and reduce early neonatal (41,42)
and childhood mortality (43) in some population groups.
Reduced early neonatal mortality was also reported for babies
born to women living in malarious regions who received both
iron and folic acid supplements and antimalaria prophylaxis
(44). Finally, babies born to mothers who did not receive iron
supplements in pregnancy were more likely to be iron deficient
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after 4 mo of age in one study from Niger (45). ID in infants and
young children is associated with delayed mental, motor, and
emotional maturation (46,47). These children may fail to meet
educational goals later in life.

The median total annual productivity loss (resulting from the
combined effects on physical and cognitive function) in an iron-
deficient population has been estimated to be US$16.78/capita
or 4.05% of GDP (48). The response to iodine prophylaxis is
reduced in goitrous children (49) and the risk of chronic lead
poisoning is increased in those exposed to environmental lead
(50). Finally, the relationship between iron status and infectious
diseases is complex and the subject of considerable debate.
However, recent observations indicate that upper respiratory
infections are more frequent and last longer in iron-deficient
children (51). The risk of severe morbidity related to falciparum
malaria is increased (52).

Policy makers have in the past focused on the prevention of
anemia. Although this remains a necessary objective, greater
efforts should be made to draw their attention to the important
functional outcomes described above. They may provide more
persuasive arguments, based on more tangible evidence of
benefit, for the importance of preventing ID.

Technical and programmatic obstacles

Food fortification. Food fortification is generally considered
the most cost-effective method for providing additional iron for
populations with a high prevalence of nutritional ID. This
approach may, however, not reach people at greatest risk for
nutritional IDwho depend on subsistence farming and have little
access to processed food items. Three categories of fortification
are defined in the WHO/FAO Guidelines on Food Fortification
with Micronutrients (53). Market-driven fortification of pro-
ducts such as breakfast cereals refers to manufacturer-initiated
additions of one or more micronutrients to processed foods,
usually with regulatory limits, to increase sales or profitability. It

is common in industrialized societies (54). Targeted fortification
is designed to meet the needs of specific groups, e.g. the use of
complementary or weaning foods to improve iron nutrition in
infants and young children. Mass fortification is defined as the
addition of micronutrients to foods such as cereal staples, con-
diments, and milk commonly consumed by the general popula-
tion. Many developing countries have introduced regulations to
encourage or mandate mass fortification of staple foods. These
programs have, however, encountered several obstacles. Tech-
nical constraints limit the amount of bioavailable iron that can
be incorporated into wheat and maize flour (54). Highly bio-
available iron compounds may affect the storage properties of
the flour and change the color and taste of the food (13). Rice is
most often eaten as whole grains. Potentially successful fortifi-
cation methods for rice have been reported only recently (55–
57). Fortification, particularly with the more bioavailable forms
of iron, increases the cost of production and may not be
sustainable, because consumers may not be able to afford even
small price increases and government subsidies are difficult to
sustain. The staple chosen for fortification may not be consumed
in adequate quantities or the iron addition level may be too low.
Legislation for fortification may lack specificity allowing man-
ufacturers to be in compliance when adding iron compounds
that are less bioavailable. Concerns about the safety of iron
fortification, particularly the risk of iron overload among men if
mass fortification is introduced, are frequently raised. Wheat
and other staples are often imported requiring standardization
of fortification regulations between countries and within re-
gions. It is technically difficult to implement flour fortification
when milling is carried out in small local mills or at the
individual level.

The mass fortification of wheat flour that is being promoted
vigorously by the Flour Fortification Initiative (58) illustrates the
importance of some of these obstacles. Hurrell et al. (14)
recently reviewed current wheat flour fortification practices in

TABLE 1 Advantages and limitations of iron status indicators1

Indicator Advantages Limitations

Bone marrow iron High specificity Invasive, expensive

Technical expertise essential

SF Quantitative (iron stores), well standardized Confounded by infection, inflammation (acute phase protein),

liver disease

Transferrin saturation Well established Wide diurnal variation

Low specificity

Not suitable for most field studies

ZPP Portable assay available2 Affected by inflammation, lead exposure

Need for improved technology and standardizationResult available immediately

Inexpensive

Potential for noninvasive methodology

STfR Quantitative (iron deficit) Affected by erythropoietic rate

Standardization incomplete, costLess affected by infection and inflammation than SF

Hb Well standardized

Inexpensive

Universally available

Technology suited to field surveys

Low sensitivity

Low specificity

RBC indices

MCV, MCH, RDW

Well standardized Low specificity

Requires automated hematology analyzer

CHr Early indicator of impaired iron delivery for RBC production Requires specific automated hematology analyzer

May be particularly useful in young children (27)

1 Adapted from Cook (87).
2 ZPP:heme ratio, assay specificity is improved by washing RBC to remove plasma interferents (88).
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78 countries for which the relevant information was available.
They concluded that a positive impact on iron status at the
national level would be expected in only 9 countries even if
implementation is optimized. In some cases, the average per
capita wheat flour consumption or iron addition level is too low.
However, the main reason for predicting little effect is the failure
to specify a bioavailable iron compound. In 47 countries, the
regulations do not stipulate which iron compounds are accept-
able for fortification. In most of these programs, millers are
likely to use atomized or hydrogen-reduced iron powders be-
cause of their low cost and good sensory properties. Reduced
iron is actually specified or permitted in 4 countries. Experi-
mental data and human efficacy trials have demonstrated that
the bioavailability of these forms of iron is too low to have a
significant impact on iron status (59–61).

There are, however, good reasons to be optimistic about the
future effectiveness of fortification programs. It is likely that
major improvements will occur within the next decade. Inno-
vative approaches to overcoming the technical constraints of
providing sufficient quantities of bioavailable iron are gaining
support. Ferrous fumarate, a less reactive yet bioavailable form
of iron, is recommended or used in many countries in Central
and South America (62). NaFeEDTA has been shown to be very
efficacious in several field trials (14). The use of encapsulation
technologies may provide a practical solution to fortification
with more reactive bioavailable compounds (63). Condiments
such as salt (64), soy sauce (65), fish sauce (66), and curry (67)
may be alternative vehicles for the delivery of fortification iron.
Efforts to standardize fortification regulations are being pursued
and the necessity for fortifying more than one vehicle in coun-
tries with diverse dietary habits has been recognized. However, it
will be essential to keep legislators and program managers in-
formed about the necessity of providing iron in a bioavailable
form and in sufficient quantities to meet the needs of women,
children, and adolescents at highest risk. Finally, Brittenham
(68) recently reviewed the safety of flour fortification with iron,
concluding that there is little risk of adverse health consequences
in developing countries.

Iron supplementation. Supplementation, the provision of iron
alone in tablet or liquid form, usually in doses higher than those
used for fortification, is customarily recommended in settings
where severe ID is detected. The benefits are limited to the period
of supplementation and a few months thereafter in individuals
whose requirements remain high (69,70). The most appropriate
indications are early childhood and pregnancy, because the pe-
riod of increased requirement is limited. The efficacy of supple-
mentation has been demonstrated in numerous trials, but its
effectiveness is questionable, presumably because of poor com-
pliance (71). Furthermore, a trial among young children in
Pemba, Tanzania, where malarial transmission is intense and
year round, raised questions about the safety of universal iron
and folic acid supplementation in regions with high rates of
malaria (52).

There have been 2 innovative approaches to improving the
effectiveness of fortification in selected at risk groups. The first
was the introduction of complementary micronutrient food
supplements that can be added to home-prepared weaning foods
(72). Three different iron-containing formulations have now
been shown to be efficacious in reducing the prevalence of IDA
in 6- to 12-mo-old Ghanaian infants (73). The major advantages
of this approach are the ability to deliver the iron in a form that
can be added to any weaning food immediately before con-
sumption, ease of administration, high bioavailability, and im-

proved compliance. Studies are underway to evaluate its safety
in malarious regions. Cost, delivery, and the necessity for the
caretaker to be conscientious about regularly adding the sup-
plement to the baby’s food remain potential drawbacks. Wider
use of this approach to include other family members or the
family as a whole is also being explored.

Over a decade ago, Viteri (74) proposed that weekly rather
than daily iron consumption could be employed as a more
efficient preventive approach to delivering supplemental iron.
The efficacy appears to be equivalent to daily dosing in settings
other than pregnancy (75). Compliance could be better because
of fewer or less frequent side effects. WHO endorses the imple-
mentation of weekly iron and folic acid supplementation in
women of childbearing age (76). It is a potentially attractive option
for women who do not have access to a diet that is adequate in
bioavailable iron or to fortified foods, because optimal iron status
in early pregnancy appears to be important for preventing pre-
maturity and low birth weight (38,77) and folic acid supplemen-
tation during the periconceptual period reduces the risk for the
baby of developing a neural tube defect. However, this approach
will only be successful if compliance can be sustained over ex-
tended periods of time.

Dietary diversification and biofortification. Dietary diversi-
fication is the optimal solution to reducing the prevalence of ID.
However, obstacles to alleviating poverty and changing people’s
dietary preferences remain major barriers to this approach.
Biofortification (the use of traditional plant breeding methods or
genetic engineering to improve the available iron content of
staple food crops) holds promise for the future (78). It would
make it possible to deliver iron to those most in need. They often
depend on subsistence farming and have limited access to fortified
foods. A modest improvement in iron stores in nonanemic
Filipino women consuming iron biofortified rice was reported
in one recent trial (79). However, the meals provided an average
of only 1.42 mg/d additional iron. More research is needed to
develop successful crops with adequate improvements in bio-
available iron content.

Other issues

A discussion of the failure to reduce the prevalence of anemia
worldwide would be incomplete without a brief mention of
other conditions that affect iron nutrition. Minimizing iron
losses by the implementation of programs to control hookworm
infections and schistosomiasis is essential (80). Delayed cord
clamping improves infant iron status during the first 4–6 mo of
life (81). The possible role of iron malabsorption merits further
study. Chronic helicobacter infections are highly prevalent in
developing countries and have been reported to be associated
with ID because of iron malabsorption and occult blood loss
(82). Patients suffering from celiac disease may absorb very little
iron. The latter disorder is known to be prevalent in many
Western societies and is being recognized more frequently in
some developing countries (83). Finally, a hereditary form of
iron malabsorption leading to iron-refractory IDA has been
recently reported (84). It is an autosomal recessive disorder
characterized by IDA unresponsive to oral iron treatment caused
by mutations in the gene TMPRSS6, which encodes a trans-
membrane serine protease (matriptase-2) that is required for
appropriate hepcidin regulation. The prevalence of this condi-
tion is at the present time unknown as is the possibility that other
genetically determined causes of iron malabsorption will be
discovered in the future.
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In conclusion, there are many reasons to expect that the
implementation of strategies for improving iron status that are
currently available will substantially reduce the prevalence of
nutritional ID in developing countries (85) and be cost effective
(86). The impact on the estimated prevalence of anemia, al-
though likely to be significant, is less predictable and may show
regional differences.

Acknowledgments

S.R.L. had sole responsibility for all parts of the manuscript.

Literature Cited

1. Bothwell TH, Charlton RW, Cook J, Finch C. Iron metabolism in man.
Oxford: Blackwell Scientific Publications; 1979.

2. Cordain L. Cereal grains: humanity’s double-edged sword. World Rev
Nutr Diet. 1999;84:19–73.

3. Widdowson EM, McCance RA. Iron exchanges of adults on white and
brown bread diets. Lancet. 1942;1:588–91.

4. McCance RA, Edgecombe CN, Widdowson EM. Phytic acid and iron
absorption. Lancet. 1943;2:126–8.

5. Moore CV, Dubach R. Observations on the absorption of iron from
foods tagged with radioiron. Trans Assoc Am Physicians. 1951;64:
245–56.

6. Apte SV, Venkatachalam PS. The effect of ascorbic acid on the
absorption of iron. Indian J Med Res. 1965;53:1084–6.

7. Layrisse M, Martinez-Torres C, Cook JD, Walker R, Finch CA. Iron
fortification of food: its measurement by the extrinsic tag method.
Blood. 1973;41:333–52.

8. Cook JD, Monsen ER. Food iron absorption in human subjects. III.
Comparison of the effect of animal proteins on nonheme iron
absorption. Am J Clin Nutr. 1976;29:859–67.

9. Disler PB, Lynch SR, Charlton RW, Torrance JD, Bothwell TH, Walker
RB, Mayet F. The effect of tea on iron absorption. Gut. 1975;16:
193–200.

10. Gillooly M, Bothwell TH, Torrance JD, MacPhail AP, Derman DP,
Bezwoda WR, Mills W, Charlton RW, Mayet F. The effects of organic
acids, phytates and polyphenols on the absorption of iron from
vegetables. Br J Nutr. 1983;49:331–42.

11. Reddy MB, Hurrell RF, Cook JD. Estimation of nonheme-iron bio-
availability from meal composition. Am J Clin Nutr. 2000;71:937–43.

12. Hallberg L, Hulthen L. Prediction of dietary iron absorption: an
algorithm for calculating absorption and bioavailability of dietary iron.
Am J Clin Nutr. 2000;71:1147–60.

13. Hurrell R. Iron. In: Hurrell R, editor. The mineral fortification of
foods. Leatherhead, Surrey (UK): Leatherhead International Ltd; 1999.
p. 54–93.

14. Hurrell R, Ranum P, de Pee S, Biebinger R, Hulthen L, Johnson Q,
Lynch S. Revised recommendations for iron fortification of wheat flour
and an evaluation of the expected impact of current national wheat
flour fortification programs. Food Nutr Bull. 2010;31:S7–21.

15. Barrett F, Ranum P. Wheat and blended cereal foods. In: Clydesdale FM,
Wiemer KL, editors. Iron fortification of foods. Orlando: Academic
Press, Inc.; 1985.

16. Miller V, Swaney S, Deinard A. Impact of the WIC program on the iron
status of infants. Pediatrics. 1985;75:100–5.

17. Owen AL, Owen GM. Twenty years of WIC: a review of some effects of
the program. J Am Diet Assoc. 1997;97:777–82.

18. Fomon S. Infant feeding in the 20th century: formula and beikost. J
Nutr. 2001;131:S409–20.

19. Yip R. Prevention and control of iron deficiency: policy and strategy
issues. J Nutr. 2002;132:S802–5.

20. Zimmermann MB, Hurrell RF. Nutritional iron deficiency. Lancet.
2007;370:511–20.

21. McLean E, Cogswell M, Egli I, Wojdyla D, de Benoist B. Worldwide
prevalence of anaemia, WHO Vitamin and Mineral Nutrition Informa-
tion System, 1993–2005. Public Health Nutr. 2009;12:444–54.

22. Cook JD, Alvarado J, Gutnisky A, Jamra M, Labardini J, Layrisse M,
Linares J, Loria A, Maspes V, et al. Nutritional deficiency and anemia in
Latin America: a collaborative study. Blood. 1971;38:591–603.

23. Nestel P. Adjusting hemoglobin values in program surveys. Washington
(DC): INACG; 2002.

24. Northrop-Clewes CA. Interpreting indicators of iron status during an
acute phase response: lessons from malaria and human immunodefi-
ciency virus. Ann Clin Biochem. 2008;45:18–32.

25. Ferguson BJ, Skikne BS, Simpson KM, Baynes RD, Cook JD. Serum
transferrin receptor distinguishes the anemia of chronic disease from
iron deficiency anemia. J Lab Clin Med. 1992;119:385–90.

26. Cook JD, Skikne BS, Baynes RD. Serum transferrin receptor. Annu Rev
Med. 1993;44:63–74.

27. Baker RD, Greer FR. Clinical report: diagnosis and prevention of iron
deficiency and iron-deficiency anemia in infants and young children
(0–3 years of age). Pediatrics. 2010;126:1040–50.

28. Cook JD, Finch CA, Smith NJ. Evaluation of the iron status of a
population. Blood. 1976;48:449–55.

29. Looker AC, Gunter EW, Johnson CL. Methods to assess iron status in
various NHANES surveys. Nutr Rev. 1995;53:246–54.

30. Skikne BS, Flowers CH, Cook JD. Serum transferrin receptor: a
quantitative measure of tissue iron deficiency. Blood. 1990;75:
1870–6.

31. Cook JD, Flowers CH, Skikne BS. The quantitative assessment of body
iron. Blood. 2003;101:3359–64.

32. Cogswell ME, Looker AC, Pfeiffer CM, Cook JD, Lacher DA, Beard JL,
Lynch SR, Grummer-Strawn LM. Assessment of iron deficiency in US
preschool children and nonpregnant females of childbearing age:
National Health and Nutrition Examination Survey 2003–2006. Am J
Clin Nutr. 2009;89:1334–42.

33. WHO/UNICEF/UNU. Iron deficiency anemia assessment, prevention,
and control. Geneva: WHO; 2001.

34. Stoltzfus RJ, Mullany L, Black RE. Iron deficiency anaemia. In: Ezzati
M, Lopez AD, Rodgers A, Murray CLJ, editors. Comparative quanti-
fication of health risks: global and regional burden of disease attribut-
able to selected major risk factors. Geneva: WHO; 2004. p. 163–209.

35. Gera T, Sachdev HP, Nestel P, Sachdev SS. Effect of iron supplemen-
tation on haemoglobin response in children: systematic review of
randomised controlled trials. J Pediatr Gastroenterol Nutr. 2007;44:
468–86.

36. Weatherall DJ, Clegg JB. Inherited haemoglobin disorders: an increasing
global health problem. Bull World Health Organ. 2001;79:704–12.

37. Khan KS, Wojdyla D, Say L, Gulmezoglu AM, Van Look PF. WHO
analysis of causes of maternal death: a systematic review. Lancet.
2006;367:1066–74.

38. Scholl TO. Iron status during pregnancy: setting the stage for mother
and infant. Am J Clin Nutr. 2005;81:S1218–22.

39. Christian P, Khatry SK, Leclerq SC, Dali SM. Effects of prenatal micro-
nutrient supplementation on complications of labor and delivery and
puerperal morbidity in rural Nepal. Int J Gynaecol Obstet. 2009;106:3–7.

40. Cogswell ME, Parvanta I, Ickes L, Yip R, Brittenham GM. Iron
supplementation during pregnancy, anemia, and birth weight: a
randomized controlled trial. Am J Clin Nutr. 2003;78:773–81.

41. Zeng L, Cheng Y, Dang S, Yan H, Dibley MJ, Chang S, Kong L.
Impact of micronutrient supplementation during pregnancy on birth
weight, duration of gestation, and perinatal mortality in rural western
China: double blind cluster randomised controlled trial. BMJ. 2008;
337:a2001.

42. Titaley CR, Dibley MJ, Roberts CL, Hall J, Agho K. Iron and folic acid
supplements and reduced early neonatal deaths in Indonesia. Bull World
Health Organ. 2010;88:500–8.

43. Christian P, Stewart CP, LeClerq SC, Wu L, Katz J, West KP Jr, Khatry
SK. Antenatal and postnatal iron supplementation and childhood
mortality in rural Nepal: a prospective follow-up in a randomized,
controlled community trial. Am J Epidemiol. 2009;170:1127–36.

44. Titaley CR, Dibley MJ, Roberts CL, Agho K. Combined iron/folic acid
supplements and malaria prophylaxis reduce neonatal mortality in 19
sub-Saharan African countries. Am J Clin Nutr. 2010;92:235–43.

45. Preziosi P, Prual A, Galan P, Daouda H, Boureima H, Hercberg S. Effect of
iron supplementation on the iron status of pregnant women: consequences
for newborns. Am J Clin Nutr. 1997;66:1178–82.

46. Lozoff B. Iron deficiency and child development. Food Nutr Bull. 2007;
28:S560–71.

47. Beard JL. Why iron deficiency is important in infant development.
J Nutr. 2008;138:2534–6.

Nutritional iron deficiency 767S

 by guest on A
ugust 16, 2016

jn.nutrition.org
D

ow
nloaded from

 



48. Horton S, Ross J. The economics of iron deficiency. Food Policy.
2003;28:51–75.

49. Zimmermann M, Adou P, Torresani T, Zeder C, Hurrell R. Persistence of
goiter despite oral iodine supplementation in goitrous children with iron
deficiency anemia in Cote d’Ivoire. Am J Clin Nutr. 2000;71:88–93.

50. Zimmermann MB, Muthayya S, Moretti D, Kurpad A, Hurrell RF. Iron
fortification reduces blood lead levels in children in Bangalore, India.
Pediatrics. 2006;117:2014–21.

51. de Silva A, Atukorala S, Weerasinghe I, Ahluwalia N. Iron supplemen-
tation improves iron status and reduces morbidity in children with or
without upper respiratory tract infections: a randomized controlled study
in Colombo, Sri Lanka. Am J Clin Nutr. 2003;77:234–41.

52. Sazawal S, Black RE, Ramsan M, Chwaya HM, Stoltzfus RJ, Dutta A,
Dhingra U, Kabole I, Deb S, et al. Effects of routine prophylactic
supplementation with iron and folic acid on admission to hospital and
mortality in preschool children in a high malaria transmission setting:
community-based, randomised, placebo-controlled trial. Lancet. 2006;
367:133–43.

53. Allen L, De Benoist B, Dary O, Hurrell R. Guidelines on food
fortification with micronutrients. Geneva: WHO, FAO; 2006.

54. Dary O. Staple food fortification with iron: a multifactorial decision.
Nutr Rev. 2002;60:S34–41; discussion S6–9.

55. Moretti D, Zimmermann MB, Muthayya S, Thankachan P, Lee TC,
Kurpad AV, Hurrell RF. Extruded rice fortified with micronized ground
ferric pyrophosphate reduces iron deficiency in Indian schoolchildren: a
double-blind randomized controlled trial. Am J Clin Nutr. 2006;84:
822–9.

56. Yoshihara T, Takaiwa F, Goto F. Improving rice nutrition: challenges
and practical approaches for iron fortification. Food Nutr Bull. 2005;
26:416–8.

57. Chitpan M, Chavasit V, Kongkachuichai R. Development of fortified
dried broken rice as a complementary food. Food Nutr Bull. 2005;26:
376–84.

58. Flour Fortification Initiative. [cited 2010 Oct 19]. Available from: www.
sph.emory.edu/wheatflour.

59. Zimmermann MB, Winichagoon P, Gowachirapant S, Hess SY,
Harrington M, Chavasit V, Lynch SR, Hurrell RF. Comparison of the
efficacy of wheat-based snacks fortified with ferrous sulfate, electrolytic
iron, or hydrogen-reduced elemental iron: randomized, double-blind,
controlled trial in Thai women. Am J Clin Nutr. 2005;82:1276–82.

60. Lynch SR, Bothwell T. A comparison of physical properties, screening
procedures and a human efficacy trial for predicting the bioavailability
of commercial elemental iron powders used for food fortification. Int J
Vitam Nutr Res. 2007;77:107–24.

61. Biebinger R, Zimmermann MB, Al-Hooti SN, Al-Hamed N, Al-Salem E,
Zafar T, Kabir Y, Al-Obaid I, Petry N, et al. Efficacy of wheat-based
biscuits fortified with microcapsules containing ferrous sulfate and
potassium iodate or a new hydrogen-reduced elemental iron: a randomised,
double-blind, controlled trial in Kuwaiti women. Br J Nutr. 2009;102:
1362–9.

62. Dary O, Freire W, Kim S. Iron compounds for food fortification:
guidelines for Latin America and the Caribbean 2002. Nutr Rev.
2002;60:S50–61.

63. Zimmermann MB. The potential of encapsulated iron compounds in
food fortification: a review. Int J Vitam Nutr Res. 2004;74:453–61.

64. Zimmermann MB, Wegmueller R, Zeder C, Chaouki N, Rohner F,
Saissi M, Torresani T, Hurrell RF. Dual fortification of salt with iodine
and micronized ferric pyrophosphate: a randomized, double-blind,
controlled trial. Am J Clin Nutr. 2004;80:952–9.

65. Chen J, Zhao X, Zhang X, Yin S, Piao J, Huo J, Yu B, Qu N, Lu Q, et al.
Studies on the effectiveness of NaFeEDTA-fortified soy sauce in
controlling iron deficiency: a population-based intervention trial. Food
and Nutrition Bulletin. 2005;26:177–89.

66. Van Thuy P, Berger J, Nakanishi Y, Khan NC, Lynch S, Dixon P. The use
of NaFeEDTA-fortified fish sauce is an effective tool for controlling iron
deficiency in women of childbearing age in rural Vietnam. J Nutr.
2005;135:2596–601.

67. Ballot DE, MacPhail AP, Bothwell TH, Gillooly M, Mayet FG.
Fortification of curry powder with NaFe(111)EDTA in an iron-deficient
population: report of a controlled iron-fortification trial. Am J Clin
Nutr. 1989;49:162–9.

68. Flour Fortification Initiative. Report of the Workshop on Wheat Flour
Fortification, Cuernavaca, Mexico, 1–3 December 2004; 2004. [cited
2010 Oct 19]. Available from: www.sph.emory.edu/wheatflour/CKPAFF/
index.htm.

69. Viteri FE, Ali F, Tujague J. Long-term weekly iron supplementation
improves and sustains nonpregnant women’s iron status as well or
better than currently recommended short-term daily supplementation. J
Nutr. 1999;129:2013–20.

70. Lynch SR. The potential impact of iron supplementation during
adolescence on iron status in pregnancy. J Nutr. 2000;130:S448–51.

71. Yip R, Ramakrishnan U. Experiences and challenges in developing
countries. J Nutr. 2002;132:S827–30.

72. Zlotkin S, Arthur P, Antwi KY, Yeung G. Treatment of anemia with
microencapsulated ferrous fumarate plus ascorbic acid supplied as
sprinkles to complementary (weaning) foods. Am J Clin Nutr. 2001;74:
791–5.

73. Adu-Afarwuah S, Lartey A, Brown KH, Zlotkin S, Briend A, Dewey
KG. Home fortification of complementary foods with micronutrient
supplements is well accepted and has positive effects on infant iron
status in Ghana. Am J Clin Nutr. 2008;87:929–38.

74. Viteri FE. Weekly compared with daily iron supplementation. Am J Clin
Nutr. 1996;63:610–2.

75. Beaton GH, McCabe GP. Efficacy of intermittent iron supplementation
in the control of iron deficiency anemia in developing countries: an
analysis of experience. Toronto: GHB Consulting; 1999.

76. WHO. Weekly iron-folic acid supplementation (WIFS) in women of
reproductive age: its role in promoting optimal maternal and child
health. Position statement. Geneva: WHO; 2009.

77. Scholl TO, Hediger ML, Fischer RL, Shearer JW. Anemia vs iron
deficiency: increased risk of preterm delivery in a prospective study. Am
J Clin Nutr. 1992;55:985–8.

78. Nestel P, Bouis HE, Meenakshi JV, Pfeiffer W. Biofortification of staple
food crops. J Nutr. 2006;136:1064–7.

79. Haas JD, Beard JL, Murray-Kolb LE, del Mundo AM, Felix A, Gregorio
GB. Iron-biofortified rice improves the iron stores of nonanemic Filipino
women. J Nutr. 2005;135:2823–30.

80. Stoltzfus RJ, Dreyfuss ML, Chwaya HM, Albonico M. Hookworm
control as a strategy to prevent iron deficiency. Nutr Rev. 1997;55:
223–32.

81. Mercer J, Erickson-Owens D. Delayed cord clamping increases infants’
iron stores. Lancet. 2006;367:1956–8.

82. Hershko C, Skikne B. Pathogenesis and management of iron deficiency
anemia: emerging role of celiac disease, helicobacter pylori, and
autoimmune gastritis. Semin Hematol. 2009;46:339–50.

83. Sood A, Midha V, Sood N, Avasthi G, Sehgal A. Prevalence of celiac
disease among school children in Punjab, North India. J Gastroenterol
Hepatol. 2006;21:1622–5.

84. Finberg KE, Heeney MM, Campagna DR, Aydinok Y, Pearson HA,
Hartman KR, Mayo MM, Samuel SM, Strouse JJ, et al. Mutations in
TMPRSS6 cause iron-refractory iron deficiency anemia (IRIDA). Nat
Genet. 2008;40:569–71.

85. Lutter CK. Iron deficiency in young children in low-income countries
and new approaches for its prevention. J Nutr. 2008;138:2523–8.

86. Baltussen R, Knai C, Sharan M. Iron fortification and iron supplemen-
tation are cost-effective interventions to reduce iron deficiency in four
subregions of the world. J Nutr. 2004;134:2678–84.

87. Cook JD. Diagnosis and management of iron-deficiency anaemia. Best
Pract Res Clin Haematol. 2005;18:319–32.

88. Hastka J, Lasserre JJ, Schwarzbeck A, Strauch M, Hehlmann R.
Washing erythrocytes to remove interferents in measurements of zinc
protoporphyrin by front-face hematofluorometry. Clin Chem. 1992;38:
2184–9.

768S Supplement

 by guest on A
ugust 16, 2016

jn.nutrition.org
D

ow
nloaded from

 


