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ABSTRACT
Background: The World Health Organization recommends serum
ferritin concentrations as the best indicator of iron deficiency (ID).
Unfortunately, ferritin increases with infections; hence, the preva-
lence of ID is underestimated.
Objective: The objective was to estimate the increase in ferritin in
32 studies of apparently healthy persons by using 2 acute-phase
proteins (APPs), C-reactive protein (CRP) and a1-acid glycoprotein
(AGP), individually and in combination, and to calculate factors to
remove the influence of inflammation from ferritin concentrations.
Design: We estimated the increase in ferritin associated with in-
flammation (ie, CRP .5 mg/L and/or AGP .1 g/L). The 32 studies
comprised infants (5 studies), children (7 studies), men (4 studies),
and women (16 studies) (n = 8796 subjects). In 2-group analyses
(either CRP or AGP), we compared the ratios of log ferritin with or
without inflammation in 30 studies. In addition, in 22 studies, the
data allowed a comparison of ratios of log ferritin between 4 sub-
groups: reference (no elevated APP), incubation (elevated CRP
only), early convalescence (both APP and CRP elevated), and late
convalescence (elevated AGP only).
Results: In the 2-group analysis, inflammation increased ferritin by
49.6% (CRP) or 38.2% (AGP; both P , 0.001). Elevated AGP was
more common than CRP in young persons than in adults. In the
4-group analysis, ferritin was 30%, 90%, and 36% (all P , 0.001)
higher in the incubation, early convalescence, and late convales-
cence subgroups, respectively, with corresponding correction fac-
tors of 0.77, 0.53, and 0.75. Overall, inflammation increased ferritin
by ’30% and was associated with a 14% (CI: 7%, 21%) underes-
timation of ID.
Conclusions: Measures of both APP and CRP are needed to esti-
mate the full effect of inflammation and can be used to correct
ferritin concentrations. Few differences were observed between age
and sex subgroups. Am J Clin Nutr 2010;92:546–55.

INTRODUCTION

Plasma ferritin concentrations reflect the concentration of
stored iron in the liver (1), and most investigators accept that
serum ferritin concentrations,12 or,15 lg/L in those younger
than or older than 5 y, respectively, indicate iron deficiency (2,
3). In addition, plasma ferritin concentrations respond well in
iron-intervention studies (4) and were the principal recommen-
dation of the World Health Organization (WHO) at a meeting in
2004 to discuss the best way of assessing iron status in pop-

ulations (5). However, ferritin is also a positive acute-phase
protein (APP) that is elevated in the presence of infection or
inflammation (6, 7). Therefore, the WHO working group rec-
ommended that ferritin measurements should be accompanied
by the analysis of one or more APPs to detect the presence of
infection or inflammation (5, 8). However, there is uncertainty
about how APP should be used. Regression analyses of data
from African American infants and Guatemalan school-age
children showed that serum ferritin correlated with APP con-
centrations but found poor positive predictive values (9). In-
vestigators have suggested raising ferritin thresholds to higher
values in the presence of inflammation to discriminate iron
deficiency (3), but others have suggested that such action is
fraught with uncertainty (2). Likewise, the exclusion of results
from subjects with inflammation (8, 10) could bias the results if
iron-deficient persons are more prone to infection. It is also
impractical if the number of persons with elevated APP in
a study population is high, eg, as in The Gambia, where .90%
of apparently healthy infants had elevated APP concentrations
(11).

We believe that regression analysis is poorly predictive of
ferritin concentrations (9) because the increase in ferritin after
infection follows a different pattern than that of either C-re-
active protein (CRP) or a1-acid glycoprotein (AGP) (12). At the
onset of infection, CRP rises rapidly and reaches maximum
concentrations between 24 and 48 h, whereas AGP may take
4–5 d to reach a plateau (13). As the intensity of infection
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diminishes, CRP falls rapidly, whereas AGP remains elevated.
In contrast, ferritin rises rapidly within a few hours of a trauma
and remains elevated after the CRP concentrations have sub-
sided and while AGP concentrations are still increased (14).
Plasma retinol concentrations are also influenced by in-
flammation and to overcome the different decay times of the
inflammatory protein and to avoid excluding data, we devised
a way of using elevated APPs to categorize apparently healthy
subjects by their inflammatory state. This method also produced
correction factors to remove the influence of inflammation (15).
In this article we use the same method for plasma ferritin con-
centrations.

METHODS

Choice of studies

The studies were initially identified by using “ferritin”
and “inflammation” or “acute phase proteins” or “CRP”, “a1-
antichymotrypsin”(ACT) or “AGP” or “orosomucoid” as key
words to interrogate the PubMed database (http://www.ncbi.
nlm.nih.gov/pubmed/) with no time limit. ACT was included
because it has similar characteristics on infection to CRP (13,
16). Orosomucoid is an older and alternative name for AGP. Of
the initial studies identified, studies were eliminated if they did
not provide data for ferritin and at least 2 APP data in apparently
healthy human volunteers. An apparently healthy person was
defined as someone showing no outward signs of infection.
Thus, they could have parasites in their bodies or be HIV
positive but outwardly show no signs of infection.

Reference lists from suitable reports were cross-checked for
other studies. Our knowledge of persons who had measured
APP concentrations provided us with the names of persons who
had unpublished data, who agreed to let us use their data. We
initially identified 39 studies, Data from 8 of these studies were
no longer available, authors from 2 of the studies could not be
contacted, and one unpublished study was not released. The
remaining 28 studies were discussed at our first meeting, and it
was decided that the study populations in some could be
subdivided: eg, pregnant and nonpregnant, night blind and
non–night blind, or HIV-1 positive and HIV-1 negative. Men
and women in the same study were also examined separately,
and there were separate groups for infants and children. We did
not separate infants or children by sex because there was no
available information that sex-related factors influenced iron
stores until a girl reached menarche. For intervention studies,
only the baseline or first available data in any study were used.
This produced a list of 35 separate study groups, which were
analyzed before a second meeting, during which it was decided
to remove 3 of these studies [subjects with prostate-specific
antigen .2 units (17), unpublished data on Zairian adoles-
cents some of whom may have had clinical malaria and un-
published data from Papua New Guinea] because we knew too
little about the subjects and whether they could be described
as “apparently healthy.” The results described in this article
were obtained from the 32 study groups listed in Table 1. Note
that the references are given as the source of the data. The
information shown in this article may differ from those
sources because we included only subjects for whom ferritin
and 2 APP results were available.

Biochemical data

In all investigations, plasma or serum ferritin concentrations
were measured by using the manufacturers’ kits. The APPs were
measured by using radial immuno-diffusion (18), immuno-
turbidimetry (19, 20), and enzyme-linked immunosorbent assay
(21). We made no attempt to correct for differences between
methods because we found no discernable difference in ferritin
ratios (see Study methods below) computed for the different
assay methods (data not shown). Thresholds used to define
abnormal ferritin were ,12 or ,15 lg/L in those , and .5 y
of age, respectively (3). Inflammation was indicated when the
CRP concentration was .5 mg/L and/or the AGP concentration
was .1 g/L (15).

Statistical analysis

Data from Pakistan

In one study of Pakistani preschool children (19), ferritin, AGP,
and ACT data were available. As indicated above, ACT can
substitute for CRP (13, 16), and inflammation was indicated when
the ACT concentration was .0.6 g/L. Both CRP and ACT rise
rapidly on stimulation and plateau within 24–48 h. Thus, ACT
can identify the incubation group as accurately as can CRP, and
ACT is reasonably good at differentiating the convalescent groups
as well. The analyses were run with and without Pakistan (data
not shown), and the results were qualitatively the same; therefore,
Pakistan was included in both the 2- and 4-group analyses.

Study methods

We compared serum ferritin concentrations between subsets of
individuals. We used natural logs of these concentrations because
distributions of serum ferritin were frequently skewed. We
converted the results back to the original scales to facilitate
interpretation; thus, the CIs were not necessarily symmetrically
distributed around the overall summary estimate. The choice of
the natural log transformation enabled the geometric means to be
calculated as a summary; the back-transformed difference in the
means of the logs was the ratio of the geometric means of the
original data. In the tables, the differences in ferritin between
groups are expressed as ratios.

Data analysis

To assess the relation between the individual APPs and serum
ferritin, we first conducted a 2-group meta-analysis (15) for CRP
and AGP separately. Individuals were classified as having a normal
CRP if the serum concentration was �5 mg/L and as having
a high concentration if it was .5 mg/L. Similarly, we used
a cutoff of 1.0 g/L for AGP. APP concentrations recorded as being
below the lowest detectable level or higher than the limit of de-
tection were classified as normal and high, respectively. We cal-
culated the mean log ferritin value of each group and the study
summary, which was the difference between the mean log ferritin
concentration for the normal group and that for the high group.
The 2-group analysis was done on all possible studies and sepa-
rately on the groups containing the infants, children, men, and
women because of the potentially large differences in plasma
ferritin concentrations between these subgroups.

In the 4-group analysis, we classified individuals from each
study as reference, incubating, early convalescence, or late
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convalescence on the basis of the values for 2 APPs. In the case of
Pakistan, ACTwas substituted for CRP, and the analyses were run
with and without this group, as described above. Individuals in
the reference group were defined as having normal APPs, ie, both
were less than or equal to their respective cutoff values. The
incubation group was defined by a normal AGP and an elevated
CRP value. The early convalescence group was defined by el-
evated AGP and CRP concentrations, and the late convalescence
group by an elevated AGP and a normal CRP concentration. The
4-group analysis resulted in a comparison of 6 pairs of mean log
ferritin concentrations. Each of these was summarized by study
and then analyzed as described previously.

Within-study variance

The summary statistic (effect size) was the difference between 2
means, and the variability associated with each summary statistic
was related to sample sizes. In general, studies with a large number
of samples will have smaller variability thanwill thosewith a small
number. To combine the summary statistics of all the studies,
traditional weights were calculated based on the inverse of the
within-study variance. In this way, studies with a large variance,
and therefore a relatively imprecise estimate of the study summary,
received less weight than a study with a smaller variance. Two
additional weighting methods were also examined: weights gen-
erated that were inversely proportional to sample sizes and the
sameweight for each study (data not shown). In general, the overall
summary statistic had the smallest variability when the inverse of
the within-study variance-weighting scheme was used.

In the 4-group analysis, to avoid the difficulty of interpretation
that would occur if different weights were computed for the
comparison of each pair, weights were computed from the sum of
the variances for the 4 groups and on the total sample size for the
4 groups. Although 6 comparisons were possible, only 3 had
practical use for interpretation of plasma ferritin concentrations
in cross-sectional studies, namely the comparison against the
reference group. To estimate the variability of the overall sum-
mary statistic and to provide study to study variation, the random-
effects model was used for all the analyses reported because it
allowed for small differences between studies and enabled the
generation of valid SDs.

RESULTS

Of the 32 study groups, 5 consisted of infants, 7 consisted of
preschool or school children, 4 consisted of men, and 16 con-

sisted of women (Table 1), which totaled 8796 subjects. Median
ferritin concentrations ranged widely from 6 to 489 lg/L, al-
though, in most studies (n = 28), the median was ,100 lg/L.
The prevalence of low ferritin concentrations similarly ranged
widely from 0% to 85%. Median CRP concentrations were
generally ,5 mg/L, except for subjects known to be HIV-
positive or exposed to malaria. Likewise, the median AGP
concentration was ,1 g/L, except in 5 groups: 2 of which were
HIV-positive, 1 of which was nonpregnant Zairian women, and 2
of which were preschool children.

The numbers and proportions of subjects by inflammation
group are shown in Table 2. The data are shown with and
without subjects from Pakistan, where there was a high pro-
portion of subjects with high AGP concentrations. The exclusion
of subjects from Pakistan, however, still showed that the largest
inflammation groups were those in late convalescence with high
AGP concentrations, but this was predominantly due to results
from studies in infants and children. In adult women, the highest
proportion of those with inflammation was found in the in-
cubation phase, and there was no appreciable difference between
phases for the men.

For the 2-group analysis in which either CRP (n = 8745) or
AGP (n = 8619) were examined separately, data from 30 study
groups were used in both cases to determine the relative dif-
ference in mean ferritin concentrations in those with and without
the respective elevated APP (Table 3). The 2 studies were ex-
cluded because there were no high CRP or AGP results, re-
spectively. The analyses produced geometric mean ferritin
concentrations that were 50% (P, 0.001) and 38% (P, 0.002)
higher when CRP and AGP were elevated by inflammation,
respectively (Table 3). To remove the influence of inflammation
from ferritin, these differences convert to multipliers of 0.67 and
0.73 to reduce concentrations of ferritin when CRP and AGP are
elevated, respectively. When different age and sex subgroups of
the studies were examined separately; the increase in ferritin
associated with an elevated CRP was similar in women (48%),
children (59%), and infants (64%, all P , 0.001) but not in the
men (17%; P = 0.676). For AGP, the increases in ferritin in the
subgroups were 33% for women, 39% for men, 28% for chil-
dren, and 73% for infants; however, these increases were only
significant in infants (P , 0.001).

For the 4-group analysis in which ferritin in the reference
group was compared with each of the other 3 inflammation
groups, 22 studies (7848 subjects) provided complete in-
formation (Table 1). Generally speaking, study groups that were

TABLE 2

Summaries of subject numbers in all studies and inflammation groups with and without Pakistan1

Groups All subjects

Acute-phase protein status

Incubation Early convalescence Late convalescence Reference

n n (%)

All studies 8796 526 (6) 810 (9) 2157 (25) 5303 (60)

All studies, without Pakistan 4250 521 (9) 506 (8) 754 (13) 4250 (70)

Infants 1278 49 (4) 121 (9) 226 (18) 882 (69)

Children 4151 34 (1) 428 (10) 1662 (40) 2027 (49)

Children, without Pakistan 1386 29 (2) 124 (9) 259 (19) 974 (70)

Men 281 35 (13) 53 (19) 43 (15) 150 (53)

Women 3086 408 (13) 208 (7) 226 (7) 2244 (73)

1 Grouping of subjects by acute-phase proteins is described in Table 1.
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excluded from the 4-group analysis had small sample sizes. The
numbers of studies of infants, children, men, and women for the
4-group analysis were 5, 3, 3, and 11 respectively. Two studies
were from areas where there was active transmission of malaria
(studies 23 and 25; Table 1), and 2 were from studies with
subjects previously infected with malaria (studies 1 and 8); 3 of
these remained in the 4-group analysis. Three groups were HIV-1
positive (studies 1, 10, and 18; 2 female, one male), and these also
remained in the 4-group analysis. Of the female groups, 4 were of
pregnant women and 2 remained in the 4-group analysis. There
was a very large range in the sizes of the different studies, which
remained even for the 4-group analysis.

In the 4-group analysis, there were significantly higher geo-
metric mean ferritin concentrations in the incubation (30%), early
convalescence (90%), and late convalescence (36%) groups than
in the reference group (all P , 0.001) (Table 4). These values
converted to correction multipliers of 0.77, 0.53, and 0.75, re-
spectively, to correct for serum ferritin values in the specific
groups for inflammation. The same pattern of differences was
also present in 3 of the subgroups, namely infants, children, and
women, for whom ferritin concentrations were 13–56%, 72–
155%, and 17–53% higher than those in the reference groups for
the incubation, early convalescence, and late convalescence
groups, respectively; for men, the respective values were 7%,
17%, and 61%. For infants, women, and children, ferritin was
significantly higher in 7 of 9 of the subgroups comparisons (P ,
0.05), whereas none of the differences were significant for men.

We also carried out comparisons of the ratios obtained from the
4-group analysis for different subgroups (Table 5), including
men, women, children, infants, all adults, pregnant and non-
pregnant women, HIV-positive and HIV-negative adults, persons
exposed and not exposed to malaria, and groups with high and
low ferritin concentrations. No significant difference emerged
for any subgroup or inflammatory group comparison.

Finally we determined the effects of correcting ferritin con-
centrations on the prevalence of iron deficiency in the 22 studies
used for the 4 group meta-analysis (Table 6). For each of the
studies in the 4-group meta-analysis, we calculated the ratio of
the prevalence of ferritin deficiency for all subjects divided by
that of the reference group. We then calculated the bias by
calculating the mean and the 5% and 95% CIs for this ratio (data
not shown) and finally subtracted those values from 100 to de-
termine the underestimation in prevalence of ferritin deficiency
before correction. The data were then corrected by using the
relevant correction factors (0.77, 0.53 and 0.75 as multipliers
corresponding to values elevated by 30%, 90%, and 36%, re-
spectively), and the calculation was repeated to determine the
prevalence of ID (ferritin deficiency) after correction. We also
performed similar calculations on serum ferritin concentrations
before and after correction to determine the percentage over-
estimate of serum ferritin for all study groups in uncorrected
data by comparison with the reference groups. We showed that,
without correction for inflammation, the prevalence of ID using
ferritin alone would be underestimated by 14% (CI: 7%, 21%)
and that the underestimate was brought about by the fact that
ferritin concentrations were 30% (CI: 15%, 45%) higher (Table
6). Correcting the data for inflammation by using both APPs
removed the deviations; however, if only one APP was used,
then ’50% of the underestimate of ID still remained because
only half of the ferritin increase was removed.

DISCUSSION

In the nutritional studies collected for these analyses, data were
obtained from persons who were apparently healthy but in whom
a subsequent analysis showed some covert inflammation. Most

TABLE 4

Ferritin ratios for respective inflammation versus reference group

comparisons: 4-group meta-analysis1

Studies compared Ratio (95% CI) P

Incubation vs reference

All studies 1.30 (1.15, 1.47) ,0.001

Infants 1.13 (0.90, 1.41) 0.30

Children 1.56 (1.22, 1.99) ,0.001

Men 1.07 (0.79, 1.44) 0.66

Women 1.37 (1.07, 1.76) 0.01

Early convalescence vs reference

All studies 1.90 (1.51, 2.37) ,0.001

Infants 2.09 (1.66, 2.63) ,0.001

Children 2.55 (1.37, 4.72) 0.003

Men 1.17 (0.52, 2.65) 0.706

Women 1.72 (1.27, 2.33) ,0.001

Late convalescence vs reference

All studies 1.36 (1.19, 1.55) ,0.001

Infants 1.42 (1.14, 1.76) ,0.002

Children 1.53 (1.15, 2.04) ,0.004

Men 1.61 (0.98, 2.64) 0.058

Women 1.17 (0.96, 1.43) 0.124

1 Values are ratios of geometric mean ferritin concentrations for the

respective pairs from the 4-group analysis. There were 6 possible group

comparisons, but only the 3 most important ones are shown. For the group

comparisons, there were a total of 22 studies (n = 7848): 5 in infants (n =

1278), 3 in children (n = 3695), 3 in men (n = 251), and 11 in women (n =

2624).

TABLE 3

Ferritin ratios for subjects with or without inflammation as indicated by

C-reactive protein (CRP ) or a1-acid glycoprotein (AGP) concentration:

2-group analysis1

No. of

studies

No. of

participants Ratio (95% CI) P

CRP

All studies 302 8745 1.50 (1.34, 1.67) ,0.001

Infants 5 1278 1.64 (1.33, 2.03) ,0.001

Children 7 4151 1.59 (1.23, 2.06) ,0.001

Men 3 251 1.17 (0.56, 2.41) 0.676

Women 15 3065 1.48 (1.31, 1.68) ,0.001

AGP

All studies 303 8619 1.38 (1.13, 1.68) ,0.002

Infants 5 1278 1.73 (1.43, 2.09) ,0.001

Children 7 4151 1.28 (0.94, 1.74) 0.124

Men 4 281 1.39 (0.82, 2.37) 0.218

Women 14 2909 1.33 (0.98, 1.81) 0.071

1 Values are ratios of geometric mean ferritin concentrations for the

respective subgroups with and without inflammation from the 2-group

analysis.
2 Studies 3 and 21 were excluded because there were no high CRP

concentrations.
3 Studies 8 and 24 were excluded because there were no high AGP

concentrations.
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persons fell into the reference group category (ie, no elevated
inflammatory proteins (Table 2). In the reference group, nutri-
tional biomarkers will be least likely to be influenced by in-
flammation and ferritin values will be more likely to represent the
true nutritional status of the specific population groups.

In the groups with inflammation, most infants and children
were in late convalescence and the fewest were in the incubation
group. The latter is not surprising because the incubation period is
at most 48 h (13), so the intensity of infection would have to be

very high for numbers in this group to be large. In contrast, the
late convalescent group may represent a much longer period if
nutritional status is poor and recovery from disease is slow. In
adult women, however, the situation was reversed, which sug-
gested that convalescence was shorter than in infants and chil-
dren, probably because humeral immunity was more fully
developed and recovery quicker.

We analyzed 22 studies in which the reference and all 3 in-
flammation groups were present in infants, children, men, and

TABLE 5

Comparison of 4-group meta-analysis results between subgroups of different ages, sexes, and other characteristics

Reference versus

First subgroup Second subgroup

No. of studies No. of subjects Ratio (CI)1 No. of studies No. of subjects Ratio (CI) z P2

Men Women

Incubation 3 251 1.07 (0.79, 1.44) 11 2624 1.37 (1.07, 1.76) 21.24 0.21

Early convalescence 1.17 (0.52, 2.65) 1.72 (1.27, 2.33) 20.87 0.38

Late convalescence 1.61 (0.98, 2.64) 1.17 (0.96, 1.43) 1.18 0.24

Infants Children

Incubation 5 1278 1.13 (0.90, 1.41) 3 3695 1.56 (1.14, 1.76) 21.92 0.055

Early convalescence 2.09 (1.66, 2.63) 2.55 (1.14, 1.76) 20.58 0.56

Late convalescence 1.42 (1.14, 1.76) 1.53 (1.15, 2.04) 20.41 0.68

Infants Adults

Incubation 5 1278 1.13 (0.90, 1.41) 14 2875 1.29 (1.07, 1.57) 20.93 0.35

Early convalescence 2.09 (1.66, 2.63) 1.58 (1.16, 2.14) 1.45 0.15

Late convalescence 1.42 (1.14, 1.76) 1.26 (1.03, 1.55) 0.76 0.44

Children Adults

Incubation 3 3695 1.56 (1.22, 1.99) 14 2875 1.29 (1.07, 1.57) 1.18 0.24

Early convalescence 2.55 (1.37, 4.72) 1.58 (1.16, 2.14) 1.36 0.17

Late convalescence 1.53 (1.15, 2.04) 1.26 (1.03, 1.55) 1.07 0.29

Pregnant Nonpregnant

Incubation 5 1240 1.27 (0.98, 1.65) 6 1384 1.39 (1.00, 1.94) 20.42 0.68

Early convalescence 1.48 (0.83, 2.66) 1.78 (1.25, 2.54) 20.53 0.60

Late convalescence 1.29 (0.82, 2.03) 1.15 (0.83, 1.58) 0.41 0.68

Malaria exposure No malaria

Incubation 3 661 1.02 (0.76, 1.36) 19 7187 1.35 (1.19, 1.54) 21.73 0.08

Early convalescence 1.76 (1.20, 2.59) 1.92 (1.48, 2.48) 20.35 0.73

Late convalescence 1.67 (1.34, 2.08) 1.31 (1.13, 1.52) 1.78 0.08

HIV+ HIV2

Incubation 3 232 1.39 (0.96, 2.02) 19 7616 1.29 (1.12, 1.49) 0.36 0.72

Early convalescence 2.61 (1.29, 5.27) 1.83 (1.45, 2.32) 0.93 0.35

Late convalescence 1.76 (0.88, 3.51) 1.32 (1.17, 1.50) 0.81 0.42

Low ferritin3 High ferritin

Incubation 11 5777 1.41 (1.09, 1.83) 11 2071 1.25 (1.08, 1.44) 0.80 0.43

Early convalescence 1.83 (1.46, 2.30) 1.93 (1.35, 2.75) 20.24 0.81

Late convalescence 1.18 (1.01, 1.38) 1.46 (1.19, 1.80) 21.63 0.10

1 Values are ratios of the geometric mean ferritin concentrations (5% CI, 95% CI) for the respective pairs (reference vs inflammatory group) from the

4-group analysis for the specific subject groups.
2 P values reflect differences between ratios for respective inflammation and subgroup comparisons.
3 Studies were arbitrarily allocated to 2 groups on the basis of lower or higher mean ferritin concentrations (see Table 1).
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women, and we quantified the mean rise in ferritin concentrations
in the incubation period (at the start of an infection but before the
appearance of clinical symptoms, 30%), during early convales-
cence (the period immediately after clinical signs had dis-
appeared, 90%), and during late convalescence (36%). These
measurements were made on studies of apparently healthy
persons but in whom there was only evidence of covert in-
flammation as indicated by slightly elevated CRP and/or AGP
concentrations. The data clearly show that ferritin was increased
by inflammation, and the increased ferritin concentration in the
incubation group confirmed the report (14) that ferritin con-
centrations increased rapidly at the onset of inflammation.

There are often large differences in ferritin concentrations
between groups with different ages and sexes. We therefore
compared the increases in ferritin in the 3 inflammation sub-
groups in the different age and sex study groups to determine
whether the increases in ferritin were influenced by high or low
ferritin concentrations or by age, sex, pregnancy, HIV status, or
exposure to malaria. None of these factors significantly influ-
enced the increase in ferritin associated with the inflammatory
states. Essentially, this means that at each stage in the infection
cycle the increases in ferritin associated with inflammation were
proportional to ferritin concentrations of the group, where there
was no inflammation; ie, the reference group. This supports
earlier observations that the increase in ferritin produced by
inflammation was proportional to baseline concentrations (7).

The one group of studies in which therewas least conformity in
the effects of inflammation on ferritin was that in the men, in
whom there was little increase in ferritin in both the incubation
and early convalescence groups (Table 4). Studies 1, 2, and 6
(Table 1) contained the men who were included in the meta-
analysis. Mean ferritin concentrations were highest in these
groups, and ferritin concentrations in most individual men were

.100 lg/L (data not shown). It is possible that, when baseline
ferritin concentrations were very high, the inflammatory stimu-
lus on ferritin was not as great as in persons with lower con-
centrations. Mean ferritin concentrations in all of the women
groups in the meta-analysis were ,100 lg/L. Thus, although
there was no statistically significant difference in ferritin in-
creases when men were compared with women or when those
with high ferritin were compared with low ferritin, more studies
are needed of men with ferritin concentrations in the same range
as those of women to resolve this issue.

Two studies have recently reported that AGP was especially
useful at interpreting ferritin concentrations and at assessing iron
deficiency in HIV-infected Zimbabwean women (38) and Zanzi-
barian children prone to chronic malaria (39). We examined the
results in Table 5 to determine whether the ferritin ratios in the
convalescence groups of subjects exposed tomalaria (studies 1, 23,
and 25) or HIV positive (studies 2, 10, and 18; Table 1) were
different from those studies not similarly affected. There was some
evidence in the late convalescence subgroups of higher ferritin
ratios in the malaria-exposed subjects (ratio: 1.67; P = 0.08), but,
although there was a similar ferritin ratio in HIV-positive subjects
(1.76), the latter was not different from ferritin ratios of the HIV-
negative subjects in late convalescence (P = 0.81). Higher ratios
in late convalescence might suggest that the relation between
AGP and ferritin was particularly strong and possibly more useful
than CRP to correct the influence of inflammation on plasma
ferritin concentrations in persons with malaria (39). However, our
2-group meta-analyses of ferritin concentrations suggested that
the increase in ferritin was greater when CRP (50%) rather than
AGP (38%) was increased; therefore, we recommend strongly
against the use of one APP and suggest that both CRP and AGP
be used because they cover the full inflammation cycle and thus
will result in unbiased estimates of prevalence.

TABLE 6

Effect of correcting plasma ferritin concentrations on the prevalence of iron deficiency and plasma ferritin concentrations in the 22 studies in the 4-group

meta-analysis1

Prevalence of iron deficiency2 Serum ferritin concentration3

Group No. of studies Before correction After correction4 No. of studies Before correction After correction4

% underestimate % underestimate % overestimate % overestimate

All groups 19 14 (7, 21) 0 (210, 9) 22 30 (15, 45) 5 (23, 12)

Subgroups

Infants 5 16 (2, 31) 5 (214, 23) 5 26 (29, 61) 5 (217, 27)

Children 3 10 (26, 27) 22 (214, 10) 3 16 (2, 30) 22 (221, 17)

Men 1 —5 —5 3 37 (291, 165) 2 (247, 51)

Women 10 165 (4, 28) 45 (26, 13) 11 34 (7, 60) 7 (26, 21)

All groups 19

AGP only 14 (7, 21) 9 (2, 16) 22 30 (15, 45) 14 (3, 26)

CRP only 19 14 (7, 21) 5 (23, 13) 22 30 (15, 45) 13 (5, 22)

CRP only without Pakistan 18 14 (7, 22) 5 (23, 14) 21 31 (15, 47) 14 (4, 23)

1 Values are means (5% CI, 95% CI) before and after correction for inflammation. AGP, a1-acid glycoprotein; CRP, C-reactive protein.
2 Iron deficiency defined as ferritin concentrations ,12 lg/L for individuals �5 y of age (studies 12, 13, 16, 20, 25, 27, and 30) and ,15 lg/L for

individuals .5 y of age for all subjects compared with those in the reference groups and expressed as % underestimated of the number in the reference group.
3 The higher concentrations of ferritin for each study are expressed as a percentage of that in the reference groups minus 100 for the 22 studies.
4 Data were corrected by using both acute-phase proteins (AGP and CRP) to classify individuals into incubation, early, or late convalescence groups, and

ferritin concentrations were multiplied by 0.77, 0.53, or 0.75, respectively. When data were corrected for only 1 of the 2 acute-phase proteins, the multipliers

were 0.65 (CRP) or 0.72 (AGP) to correct the ferritin concentrations for the effects of inflammation.
5 Two studies for men and one study for women could not be included in these calculations because there was no iron deficiency in the reference

subgroup.
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The importance of using both APPs to correct a plasma ferritin
concentration was also shown when we applied the correction
factors to the data used in the meta-analysis to calculate the
percentage deficit in cases of ID when compared with the per-
centage of cases in the reference groups. With the use of both
APPs, there was an overall 14% underestimate in the prevalence
of ID based on low ferritin concentration, which can be compared
with the uncorrected prevalences of ID shown in Table 1. After
correction with the use of both APPs, the mean underestimatewas
reduced to zero; however, if either AGP or CRP was used alone,
an average prevalence of ID of 5% or 9%, respectively, remained
(Table 6). Likewise, we showed that, on average, ferritin con-
centrations were 30% higher in all subjects than in the respective
reference groups. However, when the overestimate was corrected
for only one or the other of the 2 APPs, half the overestimate still
remained. Obviously, these percentage values are averages from
the studies in this meta-analysis, and the actual numbers will
depend on the actual amount of inflammation in a specific study
population. The values do, however, give us a measure of the
effect of covert inflammation associated with both APP on serum
ferritin and indicate that it is important to remove the effect of
inflammation to correctly assess iron status on the basis of serum
ferritin concentrations.

It is possible that the underestimate in ID is .14%. Our value
is based on the difference in ferritin between all subjects and
those in the reference groups. Subjects in the inflammation
groups may have been deprived of iron during their illness and
be more iron deficient than those in the reference group. How-
ever, this is speculation and we can only use the ferritin data that
are available. The important thing is that the ferritin data are
corrected for inflammation to expose a more accurate mea-
surement of ID. This will be particularly important in in-
tervention studies in which inflammation may differ between
baseline and after intervention, both in the individuals and the
numbers affected. For reasons of cost and practicality, plasma
ferritin concentrations are the best biomarker of iron status (3,
5), and the WHO recommended ferritin for the purposes of
describing the prevalence of ID in a population with a single
number, except when inflammation was present (8). Correcting
serum ferritin concentrations for inflammation enables the dis-
tinct international standards of the WHO to be used and will
improve our ability to monitor the benefits of iron intervention
to reduce the global prevalence of anemia.

We thank HarvestPlus, International Food Policy Research Institute,

Washington, DC, for generous travel support. We thank the following

researchers who provided their original data through 2007–2008 and en-

abled the meta-analysis to be undertaken: John Beard (Pennsylvania State

University, Philadelphia, PA, USA), Parul Christian (John Hopkins Bloom-

berg School of Public Health, Baltimore, MD, USA), Suzanne Filteau (Lon-

don School of Hygiene Tropical Medicine, United Kingdom), Jacky

Knowles (Laos), Solo Kuvibidila (Oklahoma State University, Stillwater,

OK, USA), Anne Mburu (Kenya Medical Research Institute), Laura Murray-

Kolb (John Hopkins Bloomberg School of Public Health, Baltimore, MD,

USA), Peggy Papathakis (California Polytechnic State University, San Luis

Obispo, CA, USA), Parvez Paracha (NWFP University, Peshawar, Pakistan),

Walter Rayford (University of Tennessee, School of Medicine, Memphis,

TN, USA), Richard Semba (Johns Hopkins, USA), Noel Solomons (CeSSIAM,

Guatemala), Barbara Stoecker (Oklahoma State University, Stillwater, OK,

USA), Katie Tripp (CDC, Atlanta, GA, USA), Malavika Vinod Kumar (Sundar

Serendipity Foundation, Chennai, India), and Pattanee Winichagoon (Mahidol

University, Thailand).

The authors’ responsibilities were as follows—DIT: sought funds from

Harvest Plus to collaborate with other researchers to quantify the effects

of inflammation on plasma ferritin concentrations, contacted other authors

for relevant data files, assisted in the discussion and analysis of data, collated

the information, and wrote the report; LDM and GPM: collaborated with the

other authors to jointly develop analytic approaches to address the research

questions in the report, conducted the statistical analysis, and assisted in writ-

ing the report; SH: assisted in identifying suitable studies, provided some

of the European data, discussed the analytic approaches, and assisted in writ-

ing the report; CAN-C: assisted in discussing the analytic approaches, collat-

ing the data, and writing the final report; and FTW: assisted in obtaining data

from Southeast Asia, discussed the analytic approaches, and assisted in writ-

ing the report. The funding sources had no role in the study design, the plan-

ning, the data collection, the data analysis, the data interpretation, or the

writing of the report. None of the authors declared a conflict of interest.

REFERENCES
1. Lipschitz DA, Cook JD, Finch CA. A clinical examination of serum

ferritin as an index of iron stores. N Engl J Med 1974;290:1213–6.
2. Witte DL. Can ferritin be effectively interpreted in the presence of the

acute-phase response? Clin Chem 1991;37:484–5.
3. UNICEF, UNU, WHO. Iron deficiency anaemia. Assessment, prevention

and control. A guide for programme managers. IDA Consultation, Ge-
neva 1993. Geneva, Switzerland: World Health Organization, 2001.
(Publication no. WHO/NHD/01.3, 1-114.)

4. Mei Z, Cogswell ME, Parvanta I, et al. Hemoglobin and ferritin are
currently the most efficient indicators of population response to iron
interventions: an analysis of nine randomized controlled trials. J Nutr
2005;135:1974–80.

5. World Health Organization, Centers for Disease Control and Prevention.
Assessing the iron status of populations. Geneva, Switzerland: WHO
Press, 2004.

6. Finch CA, Belotti V, Stray S, et al. Plasma ferritin as a diagnostic tool.
West J Med 1986;145:657–63.

7. Baynes R, Bezwoda W, Bothwell TH, Khan Q, Mansoor N. The non-
immune inflammatory response: serial changes in plasma iron, iron-
binding capacity, lactoferrin, ferritin and C-reactive protein. Scand
J Clin Lab Invest 1986;46:695–704.

8. World Health Organization, Centers for Disease Control and Prevention.
Assessing the iron status of populations. Geneva, Switzerland: WHO
Press, 2007.

9. Beard JL, Murray-Kolb LE, Rosales FJ, Solomons NW, Angelilli ML.
Interpretation of serum ferritin concentrations as indicators of total-body
iron stores in survey populations: the role of biomarkers for the acute
phase response. Am J Clin Nutr 2006;84:1498–505.

10. Gibson RS, Abebe Y, Stabler S, et al. Zinc, gravida, infection, and iron,
but not vitamin B-12 or folate status, predict hemoglobin during preg-
nancy in Southern Ethiopia. J Nutr 2008;138:581–6.

11. Darboe MK, Thurnham DI, Morgan G, et al. Effectiveness of the new
IVACG early high-dose vitamin A supplementation scheme compared to
the standard WHO protocol: a randomised controlled trial in Gambian
mothers and infants. Lancet 2007;369:2088–96.

12. Northrop-Clewes CA. Interpreting indicators of iron status during
an acute phase response—lessons from malaria and HIV. Ann Clin
Biochem 2008;45:18–32.

13. Fleck A, Myers MA. Diagnostic and prognostic significance of acute
phase proteins. In: Gordon AH, Koj A, eds. The acute phase response
to injury and infection. Amsterdam, Netherlands: Elsevier Scientific
Publishers, 1985:249–71.

14. Feelders RA, Vreugdenhil G, Eggermont AMM, Kuiper-Kramer PA, van
Eijk HG, Swaak AJG. Regulation of iron metabolism in the acute-phase
response: interferon- and tumor necrosis factor- induce hypoferraemia,
ferritin production and a decrease in circulating transferrin receptors in
cancer patients. Eur J Clin Invest 1998;28:520–7.

15. Thurnham DI, McCabe GP, Northrop-Clewes CA, Nestel P. Effect of
subclinical infection on plasma retinol concentrations and assessment of
prevalence of vitamin A deficiency: meta-analysis. Lancet 2003;362:2052–8.

16. Calvin J, Neale G, Fotherby KJ, Price CP. The relative merits of acute
phase proteins in the recognition of inflammatory conditions. Ann Clin
Biochem 1988;25:60–6.

17. Kuvibidila S, Gauthier T, Warrier RP, Rayford W. Increased levels of
serum transferrin receptor and serum transferrin receptor/log ferritin

554 THURNHAM ET AL

 by guest on January 15, 2013
ajcn.nutrition.org

D
ow

nloaded from
 

http://ajcn.nutrition.org/


ratios in men with prostate cancer and the implications for body-iron
stores. J Lab Clin Med 2004;144:176–82.

18. Mancini G, Carbonara O, Heremans JF. Immunochemical quantitation
of antigens by single radial immunodiffusion. Immunochemistry 1965;2:
235–54.

19. Paracha PI, Jamil A, Northrop-Clewes CA, Thurnham DI. Interpretation
of vitamin A status in apparently-healthy Pakistani children using
markers of sub-clinical infection. Am J Clin Nutr 2000;72:1164–9.

20. Thurnham DI, Mburu ASW, Mwaniki DL, Muniu EM, Alumasa F, de
Wagt A. Using plasma acute-phase protein concentrations to interpret
nutritional biomarkers in apparently healthy HIV-1-seropositive Kenyan
adults. Br J Nutr 2008;100:174–82.

21. Erhardt JG, Estes JE, Pfeiffer CM, Biesalski HK, Craft NE. Combined
measurement of ferritin, soluble transferrin receptor, retinol binding
protein, and C-reactive protein by an inexpensive, sensitive, and simple
sandwich enzyme-linked immunosorbent assay technique. J Nutr 2004;
134:3127–32.

22. Beesley R, Filteau SM, Tomkins A, et al. Impact of acute malaria on
plasma concentrations of transferrin receptors. Trans R Soc Trop Med
Hyg 2000;94:295–8.

23. Gil CI, Haldar S, Boyd LA, et al. Watercress supplementation in diet
reduces lymphocyte DNA damage and alters blood antioxidant status in
healthy adults. Am J Clin Nutr 2007;85:504–10.

24. Kuvibidila S, Yu LC, Ode DL, Warrier RP, Mbele V. Assessment of iron
status of Zairean women of childbearing age by serum transferrin re-
ceptor. Am J Clin Nutr 1994;60:603–9.

25. Winichagoon P, McKenzie JE, Chavasit V, et al. A multimicro-
nutrient-fortified seasoning powder enhances the hemoglobin, zinc,
and iodine status of primary school children in North East Thailand:
a randomized controlled trial of efficacy. J Nutr 2006;136:1617–23.

26. Hindle LJ, Gitau R, Filteau SM, et al. Effect of multiple micronutrient
supplementation during pregnancy on inflammatory markers in Nepal-
ese women. Am J Clin Nutr 2006;86:1086–92.

27. Wieringa FT, Dijkhuizen MA, West CE, Northrop-Clewes CA, Muhilal.
Estimation of the effect of the acute phase response on indicators of
micronutrient status in Indonesian infants. J Nutr 2002;132:3061–6.

28. Wieringa FT, Dijkhuizen MA, West CE, Thurnham DI. Muhilal, Van
Der Meer JWM. Redistribution of vitamin A after iron supplementation
in Indonesian infants. Am J Clin Nutr 2003;77:651–7.

29. Hubbs-Tait L, Mulugeta A, Bogele A, Kennedy TS, Stoecker BJ. Main
and interaction effects of iron, zinc, lead and parenting on children’s
cognitive outcomes. Dev Neuropsychol 2009;34:175–95.

30. Papathakis PC, Rollins NC, Chantry CJ, Bennish ML, Brown KH.
Micronutrient status during lactation in HIV-infected and HIV-
uninfected South African women during the first 6 mo after delivery. Am
J Clin Nutr 2007;85:182–92.

31. Dijkhuizen MA, Wieringa FT, West CE, Muhilal. Zinc plus beta-
carotene supplementation of pregnant women is superior to beta-
carotene supplementation alone in improving vitamin A status in both
mothers and infants. Am J Clin Nutr 2004;80:1299–307.

32. Kuvibidila S, Mbela K, Masabi M, Mbendi N. Iron status of Zairean
pregnant women with and without serological markers of hepatitis B
virus infection. J Trop Med Hyg 1991;94:104–9.

33. Vinodkumar M, Erhardt JG, Rajagopalan S. Impact of a multiple-
miconutrient fortified salt on the nutritional status and memory of
schoolchildren. Int J Vitam Nutr Res 2009;79:348–61.

34. Maqsood M, Dancheck B, Gamble MV, et al. Vitamin A deficiency and
inflammatory markers among preschool children in the Republic of the
Marshall Islands. Nutr J 2004;3:21–7.

35. Gamble MV, Palafox NA, Dancheck B, Ricks MO, Briand K, Semba
RD. Relationship of vitamin A deficiency, iron deficiency, and in-
flammation to anemia among preschool children in the Republic of the
Marshall Islands. Eur J Clin Nutr 2004;58:1396–401.

36. Christian P, Jiang T, Khatry SK, LeClerq SC, Shresta SR, West KP Jr.
Antenatal supplementation with micronutrients and biochemical in-
dicators of status and subclinical infection in rural Nepal. Am J Clin
Nutr 2006;83:788–94.

37. Christian P, Schultz K, Stoltzfus MC. Hyporetinolemia, illness symp-
toms and APP response in pregnant women with and without night-
blindness. Am J Clin Nutr 1998;67:1237–43.

38. Rawat R, Stoltzfus RJ, Ntozini R, Mutasa K, Iliff PJ, Humphrey JH.
Influence of inflammation as measured by alpha-1-acid glycoprotein on
iron status indicators among HIV-positive postpartum Zimbabwean
women. Eur J Clin Nutr 2009;63:787–93.

39. Kung’u JK, Wright VJ, Haji HJ, et al. Adjusting for the acute phase
response is essential to interpret iron status indicators among young
Zanzibari children prone to chronic malaria and helminth infections.
J Nutr 2009;139:2124–31.

ADJUSTING FERRITIN FOR EFFECTS OF INFLAMMATION 555

 by guest on January 15, 2013
ajcn.nutrition.org

D
ow

nloaded from
 

http://ajcn.nutrition.org/

