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Abstract
Background Iron deficiency anemia (IDA) is the most com-
mon nutritional deficiency in the world. The aim of our study
was to evaluate and compare renal functional and structural
integrity in 50 infants with IDA and 50 healthy controls and to
assess the relation between IDA and oxidative stress and re-
sponse to iron therapy.
Methods This was a prospective study in which peripheral
blood samples were collected from all study subjects and the
following laboratory investigations performed: serum iron
profile, urinary microalbumin, urinary leucine aminopeptidase
(LAP), fractional excretion of sodium (FeNa), serum total
antioxidant capacity (TAC), serum malondialdehyde
(MDA), serum and urinary trace elements (iron, copper, zinc,
calcium and magnesium). All patients received oral iron ther-
apy and were followed-up for 3 months.
Results The levels of baseline urinary markers were higher
among the patients with IDA than among the controls
(p<0.05). Patients had a lower pre-therapy TAC and lower

serum zinc and magnesium levels than controls as well as
higher MDA and serum copper levels (p<0.05). MDA level
was positively correlated to microalbumin and LAP level
(p<0.05). Urinary LAP concentration was positively correlat-
ed to urinary trace element concentrations (p<0.05). A signif-
icant decrease in microalbumin, LAP, FeNa, and urinary trace
elements was observed post-iron therapy while hemoglobin
and ferritin levels were increased (p<0.05).
Conclusion Among the study subjects, IDA had an adverse
influence on renal functional and structural integrity which
could be reversed with iron therapy. Oxidative stress played
an important role in the pathogenesis of renal injury in IDA.
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Introduction

Iron is a trace element required by most living organisms and
is essential for multiple metabolic processes, including oxy-
gen transport, DNA synthesis, and electron transport [1]. Iron
deficiency anemia (IDA) is one of the most common nutri-
tional problems in the world, especially in developing coun-
tries. Infants aged between 4 and 24 months are among the
population groups most affected by iron deficiency [2].

It has been suggested that children with IDA undergo var-
ious changes in renal function and structure [1]. At the present
time specific markers for different portions of the nephron are
used to diagnose injury of the renal tubular and glomerular
system. As such, urinary excretion of high-molecular-weight
proteins, especially albumin and immunoglobulin G, is the
best marker of glomerular dysfunction [3], and the brush
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border membrane enzyme leucine-aminopeptidase (LAP) is
recommended as a marker of structural integrity of renal prox-
imal tubules [4]. The fractional excretion of sodium (FeNa)
describes the fraction of the filtered load of Na that is excreted
in the final urine and is a reflection of tubular function [5].

The role of trace elements in metabolic processes and their
importance in human health and diseases has led many re-
searchers to study the status of these elements in normal and
pathological conditions, including renal diseases [6]. Copper
acts as a cofactor for oxidative metalloenzymes, including
lysyl oxidase, cytochrome c oxidase, and superoxide dismut-
ase (SOD) [7]. Zinc is known to be an essential element in-
volved in the structure of about 120 enzymes, such as DNA
polymerase, reverse transcriptase, and RNA polymerase [8].

The mammalian erythrocyte functions as an oxygen trans-
porter and is therefore permanently in danger of oxidative
damage. In order to avert this threat, the erythrocyte is well
equipped with antioxidants and antioxidative enzymes [9–11].
Epidemiological and clinical studies suggest a possible
correlation between antioxidant levels and the risk for
anemic diseases [12].

Accumulating evidence suggests that oxidative stress plays
an important role in the pathogenesis and progression of sev-
eral renal diseases [13–15]. Therefore, we assessed renal func-
tional and structural integrity in infants with IDA before and
after oral iron therapy and tested the validity of a hypothesis
linking oxidative stress among those children to glomerular
and tubular dysfunction.

Materials and methods

This prospective study included 50 infants with IDA (38
males, 12 females; male-to-female ratio 3.2:1) recruited from
the Children’s Hospital, Ain Shams University and 50 age-
and sex-matched healthy subjects as controls. The control
group was recruited from infants who visited the outpatient
clinic for obligatory vaccination and consisted of 36males and
14 females, with male to female ratio of 2.6:1. The mean age
of the IDA patients anc controls was 1.3±0.41 years (range
6 months to 2 years) and 1.4±0.44 years (range 8 months to
2 years), respectively. Informed consent was obtained from
the legal guardian of each patient or control before enrollment
in the study. The procedures applied in this study were ap-
proved by the Ethical Committee of Human Experimentation
of Ain Shams University and are in accordance with the Hel-
sinki Declaration of 1975.

We diagnosed IDA in infants aged <2 years based on serum
iron concentration of <40 μg/dL, transferrin saturation of
<20 %, and serum ferritin concentration of <100 ng/mL [16,
17]. Exclusion criteria were history of any disorder likely to
impair renal functions, urinary tract infection, history of car-
diovascular diseases, inflammatory or infectious diseases,

cancer, and diabetes mellitus which may induce oxidative
stress. Patients with a previous or present exposure to agents
with potential nephrotoxicity or who received iron treatment
in the last 3 months were also excluded.

Sample collection

For the complete blood count (CBC), peripheral blood sam-
ples were collected in sterile Vacutainer tubes containing po-
tassium ethylenediaminetetraacetic acid (K2-EDTA; Beckton
Dickinson, Franklin Lakes, NJ) to a final concentration of
1.5 mg/mL. For the chemical analysis and determination of
the iron profile, total antioxidant capacity (TAC) and
malondialdehyde (MDA) level, blood samples were obtained
and clotted and the serum separated by centrifugation for
15 min at 1000 g. Spot morning urine samples were collected
using a Japan style Alpk2 collection bag placed over the in-
fant’s external genitalia or polyethylene containers, with cen-
trifugation at for 5 min at 1000 g. The top 15 mL of the
supernatant was collected and placed into polyethylene tubes
and kept frozen at −20 °C without preservatives until analysis.

Laboratory assessment

Laboratory investigations included CBC (Sysmex XT-1800i;
Sysmex, Kobe, Japan), the measurement of serum creatinine
and serum Na concentrations (Cobas Integra 800 analyzer;
Roche Diagnostics, Mannheim, Germany), determination of
the iron profile (Cobas Integra 800 CTS analyzer, Roche Di-
agnostics) based on the calculation of transferrin saturation,
and hemoglobin analysis by high-performance liquid chroma-
tography (D-10; BioRad, Hercules, CA) to exclude other
causes of microcytic anemia. Morning urine samples were
collected for the measurement of urinary Na and creatinine
levels (Beckman synchron X9; Beckman Coulter, Inc., Brea,
CA), the calculation of the FeNa, urinary albumin excretion
(Cobas Integra 800; Roche Diagnostics), urinary LAP level
(commercial kit from Randox Laboratories, Belfast, UK) and
quantitative determination of serum and urinary iron, copper,
zinc, calcium and magnesium concentrations (SOLAR Sys-
tem Unicam 939 atomic absorption spectrometer; Unicam,
Cambridge, UK).

To assess oxidant–antioxidant status, TAC was measured
using an assay kit supplied by Bio Diagnostic, Dokki, Giza,
Egypt) and MDA level was determined by measuring the
production of thiobarbituric acid reactive substances
(TBARS) using a colorimetric kit (Bio Diagnostic) according
to the manufacturer’s instructions.

Treatment protocol and follow-up

Patients with proven IDA were given oral iron therapy
(Ferose®; SPIMACO, Al-Qassim Pharma, Saudi Arabia) at
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a dose of 6 mg/kg for 3months to allow repletion of iron stores
based on the IDA treatment guidelines [18, 19]. Clinical and
laboratory follow-up was performed for all treated patients
post-therapy with a focus on signs of anemia, infections,
changes in hemoglobin level, and iron profile.

Statistical analysis

Data were analyzed using the Statistical Program for Social
Science version 17 (IBM Corp., Armonk, NY). Quantitative
variables were described as the mean and standard deviation
or as the median and interquartile range (25th–75th percen-
tiles). Qualitative variables were described as the number and
percentage. The Student t-test was applied to compare para-
metric quantitative variables between the two groups, and the
Mann–Whitney test was used to compare non-parametric
quantitative variables between two groups. Qualitative vari-
ables were compared using the chi-square (X2) test or
Fischer’s exact test when frequencies were <5. Correlation
studies were performed using Spearman’s rank correlation
coefficient. A p value of <0.05 was considered to be signifi-
cant in all analyses.

Results

Compared to the healthy controls, the patients with IDA had
significantly lower hemoglobin, red blood cell (RBC) indices,
iron, ferritin, and transferrin saturation (p<0.001) and higher
white blood cell (p=0.014) and platelet (p=0.006) counts
(Table 1). Pre-therapy levels of all urinary markers studied,
including trace elements, were markedly increased among
IDA patients compared to controls (p<0.05) (Table 1). Pa-
tients with IDA had significantly lower pre-therapy TAC, se-
rum zinc and magnesium levels than controls, while the serum
copper and MDA levels and MDA:TAC ratio were signifi-
cantly higher (p<0.05) (Table 2).

Comparison of the pre- and post-iron therapy hematologi-
cal parameters among the patients with IDA revealed a signif-
icant increase in hemoglobin (p=0.001), mean corpuscular
hemoglobin (p=0.011), and ferritin levels (p=0.005) post-
iron therapy. Pre- and post-therapy levels of serum creatinine
and serum Na were not significantly different among the pa-
tients and controls. Regarding the urinary markers, there was a
significant decrease in urinary microalbumin (p=0.048), LAP
(p=0.023), FeNa (p=0.017), iron (p=0.007), copper (p=
0.023), zinc (p=0.006), and calcium (p=0.042) post-iron ther-
apy. The level of post-therapy urinary magnesium was lower
than the baseline level, but the difference did not reach signif-
icance (p=0.156) (Table 1). However, a significant difference
was found when post-iron therapy levels of the studied hema-
tological and urinary parameters were compared with those of
the healthy controls, with the exception of TIBC, serum

creatinine, serum Na, FeNa, and urinary calcium levels
(Table 1). Moreover, TAC and MDA levels were significantly
decreased post-iron therapy compared with their respective
baseline levels, although they did not reach the levels of the
controls (p<0.001; Fig. 1).

Significant positive relations were found between pre-
therapy levels of TAC and hemoglobin (r=0.668, p<0.001)
and between baseline MDA and iron levels (r=0.993,
p<0.001), while baseline TAC and MDA (r=−0.989,
p<0.001) were negatively correlated. TAC was negatively
correlated to the urinary zinc level (r=−0.429, p=0.002),
and MDA level was positively correlated to urinary
microalbumin (r=0.399, p=0.004) and urinary LAP (r=
0.6476, p<0.001) levels (Fig. 2). Baseline urinary LAP was
positively correlated to urinary microalbumin (r=0.437, p=
0.025) and to the studied urinary trace elements (p<0.001 for
all) (Fig. 3). Urinary copper levels were positively correlated
to urinary microalbumin (r=0.437, p=0.029), while urinary
magnesium levels were positively correlated to FeNa (r=
0.426, p=0.034) (Fig. 3). Moreover, significant positive cor-
relations were observed between urinary trace elements and
each other (p<0.001 for all).

Discussion

Iron deficiency anemia is a major public health problem in
developing countries, especially in Egypt [20, 21]. Iron defi-
ciency is known to have serious adverse effects on the cardio-
vascular and nervous systems [22, 23], but relatively fewer
studies have focused on the effect of IDA on renal functions.
To investigate whether IDA has negative impacts on the struc-
tural and functional integrity of renal tubules and glomeruli,
we estimated different urinary parameters, including trace
elements.

We found a significant increase in the baseline urinary
microalbumin level among patients in the IDA group com-
pared with the controls, implying glomerular injury in the
former. These results are in agreement with those of Walter
et al. [24] who reported that IDA leads to decreased glomer-
ular density and surface area and promotes fibrosis. We also
found an increased urinary LAP level among IDA patients and
a positive correlation between LAP and urinary microalbumin
levels. These findings indicate the presence of structural dam-
age of proximal tubules and suggest nephrotoxicity [25] as
well as simultaneous injury to the renal glomeruli. In an earlier
study, Özçay et al. [1] examined renal proximal tubule damage
in children with IDA using a different panel of enzymes and
proteins from that used in our study. These authors reported
that there was a significant elevation in urinary excretion of
both N-acetyl glucosamine and a low-molecular-weight pro-
tein (β2 microglobulin).
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We also assessed the functional integrity of renal tubules
using FeNa and found this marker to be higher in infants with
IDA than in healthy controls and to be positively correlated to
urinary magnesium level. This result is in line with those re-
ported elsewhere [1]. Compared to our controls, the IDA pa-
tients included in our study had markedly elevated pre-therapy

urinary levels of iron, copper, zinc, calcium, and magnesium,
with significant positive correlations between each other, most
probably due to similar excretion sites in the kidney.

Several potential mechanisms may be involved in the in-
creased loss of copper and zinc in the urine of IDA patients.
First, increased glomerular permeability can lead to increased

Table 2 Pre-therapy levels of
oxidative stress markers and
serum trace elements in the
patients with proven iron
deficiency and the age- and sex-
matched healthy controls

Variable Controls (n=50) IDA patients (n=50) p value

TAC (mmol/L), median (IQR) 1.4 (1.3–1.6) 0.3 (0.2–0.5) <0.001

MDA (nmol/mL), mean±SD 3.06±0.91 5.71±1.14 <0.001

MDA:TAC ratio, median (IQR) 2.07 (1.62–2.69) 16.5 (12.4–36) <0.001

Serum zinc (mg/L), mean±SD 0.68±0.46 0.35±0.24 0.003

Serum copper (mg/L), median (IQR) 0.58 (0.53–0.85) 0.96 (0.74–1.4) <0.001

Serum calcium (mg/L), mean±SD 96.6±24.1 88.7±26.4 0.277

Serum magnesium (mg/L), mean±SD 32.65±5.76 25.2±4.59 <0.001

Data are expressed as mean±SDwhere comparisons were made using the Student t test or as the median with the
IQR given in parenthesis using the Mann–Whitney test for comparisons

TAC, total anti-oxidant capacity; MDA, malondialdehyde

Table 1 Laboratory characteristics of the patients with proven iron deficiency and the age- and sex-matched healthy controls

Variable Control (n=50) IDA patients (n=50) p value

Pre-iron therapy Post-iron therapy Pre-therapy
vs. control

Post-therapy
vs. control

Pre- therapy vs.
post- therapy

WBC (×109/L) 8.9±3.7 11.6±3.9 10.2±2.3 0.014 0.037 0.091

Hemoglobin (g/dL) 12.6±1.1 8.7±1.4 10.1±1.5 <0.001 <0.001 <0.001

MCV (fl) 84.1±4.2 62.8±6.7 65.1±5.2 <0.001 <0.001 0.064

MCH (pg) 28.1±2.4 19.5±2.9 20.8±2.7 <0.001 <0.001 0.011

RDW (%) 13.5±1.2 18.8±3.1 19.8±3.3 <0.001 <0.001 0.403

Platelet (×109/L) 295.1±79 445.5±248.5 389.5±145.9 0.006 <0.001 0.363

Iron (ug/dL) 81.6±24.1 27.7±23.9 36.3±29.5 <0.001 <0.001 0.555

TIBC (ug/dL) 330.7±71.1 355.9±118.8 343.6±80.5 0.367 0.397 0.659

Ferritin (ng/mL) 63.6±24.4 11.9±21.4 20.9±22.9 <0.001 <0.001 0.005

Transferrin saturation (%) 26.1±10.8 9.5±10.6 12.4±11.8 <0.001 <0.001 0.592

Serum creatinine (mg/dL) 0.31±0.07 0.4±0.08 0.37±0.07 0.508 0.461 0.493

Serum sodium (mmol/L) 136.2±1.9 135.8±3.1 136.2±2.7 0.444 0.932 0.449

Urinary albumin (ug/mg Cr) 7.3 (4.0–25.8) 35.2 (21.8–158.6) 13.8 (8.9–42.5) 0.002 0.033 0.048

Urinary LAP (U/g Cr) 0.5 (0.3–1.8) 2.6 (1.6–6.8) 1.3 (1.0–2.1) <0.001 <0.001 0.023

FeNa (%) 0.24 (0.1–0.4) 0.46 (0.2–1.2) 0.21 (0.03–0.3) 0.041 0.515 0.017

Urinary iron (ug/mg Cr) 7.8 (5.7–21.8) 52.8 (24.9–196.7) 21 (17.4–29.8) <0.001 <0.001 0.007

Urinary copper (ug/mg Cr) 0.1 (0.05–0.2) 0.53 (0.2–2.3) 0.2 (0.2–0.4) <0.001 <0.001 0.023

Urinary zinc (ug/mg Cr) 14.2 (9.5–39.3) 84.7 (37–310) 34.4 (29.6–45.7) 0.001 0.011 0.006

Urinary calcium (ug/mg Cr) 52.1 (44.2–87.1) 221.6 (78.8–573.6) 85.6 (49.1–128.1) 0.002 0.112 0.042

Urinary magnesium (ug/mg Cr) 105.2 (68.8–180.9) 290.7 (168.9–834.9) 246.3 (141.2–368.1) <0.001 <0.001 0.156

Data are expressed as the mean±standard deviation (SD) when the Student t test was applied for comparisons, and as the median with interquartile range
(IQR) given in parenthesis where the Mann–Whitney test was used for comparisons

IDA, iron decifiency anemia

WBC, White blood cells; MCV, mean corpuscular volume; MCH, mean corpuscular hemoglobin; RDW, red cells distribution width; TIBC, total iron
binding capacity; LAP, urinary leucine amino-peptidase; Cr, creatinine; FeNa, fractional excretion of sodium

1838 Pediatr Nephrol (2015) 30:1835–1842



urinary excretion of zinc and copper–albumin complexes
across the glomerulus, as reflected by the significant positive
correlation between urinary microalbumin and urinary copper
among our IDA patients. A positive relation between urinary
copper and urinary β2-microglobulin level, another marker of
glomerular structure, has been previously reported [26]. A
second possiblemechanism is tubular reabsorption failure sec-
ondary to tubular damage. The presence of proximal tubular
structural damage among our IDA patients, as evidenced by
increased urinary excretion of LAP and the significant posi-
tive correlation between LAP and the level of each of urinary
zinc and copper, supports this possibility. Urinary levels of
copper and zinc have been found to be correlated with both
glomerular and tubular functional and structural parameters
[27]. Thus, it would appear that bothmechanismsmay operate
simultaneously in IDA, leading to the increased urinary

excretion of zinc and copper which could serve as reliable
markers for glomerular and proximal tubular alterations.

In the current analysis, the urinary iron level was significantly
increased among IDA patients, probably secondary to glomeru-
lar leakage, and there was a significant correlation between uri-
nary iron level and microalbumin. Swaminathan et al. [28] ex-
amined the link between urinary albumin, transferrin, and iron
excretion in diabetic patients and reported an early increase in
urinary iron excretion that was associated with the degree of
proteinuria. These authors also observed a positive correlation
between urinary iron and LAP levels, possibly due to the pres-
ence of iron transporters at the apical membrane of the proximal
tubule [29]. Therefore, any damage to the proximal tubules can
lead to increased urinary iron and LAP excretion.

The significant increase in calcium excretion among our
IDA patients and its positive correlation with urinary LAP

Fig. 1 Pre- and post-therapy levels of oxidative stress markers among patients with iron deficiency anemia. Dark horizontal bar Median, Box
interquartile range (25th–75th percentile), whiskers standard deviation (SD). TAC Total anti-oxidant capacity, MDA malondialdehyde

Fig. 2 Positive correlations between pre-therapy MDA concentration as an index of oxidative stress and urinary markers among infants with iron
deficiency anemia (IDA). LAP leucine amino-peptidase, Cr Creatinine
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level may suggest defective reabsorptive properties of proxi-
mal tubular cells. In this context, El-Safty et al. [30] reported
increased urinary excretion of calcium among workmen ex-
posed to mercury vapor and positive correlations with other
studied markers of proximal tubules.

The increased urinary magnesium level in the studied in-
fants with IDA could be explained by the strong relationship
between the renal handling mechanisms of both urinary mag-
nesium and calcium. Another possible explanation is the pres-
ence of renal tubulopathy in our IDA patients, as evidenced by
increased FeNa and urinary LAP levels, leading to decreased
tubular reabsorption of magnesium and to renal magnesium
wasting. The positive correlation between urinary magnesium
level and FeNa as well as urinary LAP level further supports
the aforementioned explanation.

In the context of oxidant–antioxidant status in the studied IDA
patients, we observed high MDA levels, which is a measure of
lipid peroxide, and low TAC levels, with significant relations
betweenMDAand both iron and hemoglobin. In addition, serum
zinc andmagnesium levels were decreased in IDA patients while
serum copper level was increased. The suicidal death of RBCs
occurs in iron deficiency. This process results in a vicious cycle
of iron liberation, which in turn leads to an increased potential
for oxidative stress, which then results in increased membrane
stiffness and decreased deformability. Furthermore, with fewer
RBCs and less hemoglobin available, the consumption of oxy-
gen by the tissues lowers the partial pressure of oxygen. The
resultant hypoxia and the associated decrease in the oxygenation
of RBC hemoglobin increase the rate of hemoglobin autoxida-
tion generating methemoglobin and superoxide [31].

Similar to our results, increased parameters of oxidative
stress, including MDA, in IDA have been reported in several
studies [32–35]. Deokar et al. [36] recently reported a signif-
icant increase in MDA in association with decreased antioxi-
dants, SOD, vitamin C, vitamin E, and zinc in patients with

IDA. Other studies have also reported decreased TAC levels
in IDA patients [37, 38]. This was attributed to an overpro-
duction of free radicals which consume the antioxidant system
and to the decrease in erythrocyte antioxidant enzymes [32].
Kocyigit et al. [39] found a negative correlation between TAC
and MDAvalues, and Amirkhizi et al. [32] reported that plas-
ma MDAwas positively correlated with plasma iron and that
plasma TAC was positively correlated with hemoglobin con-
centration and ferritin levels. We also found a significant pos-
itive correlation between indices of oxidative stress and uri-
nary markers. This may be a cause–effect relationship in
which oxidative stress led to glomerular and tubular injury
with subsequent increases in the studied urinary markers.
However, this hypothesis remains to be fully elucidated.

The effect of iron therapy on the studied hematological and
urinary markers of our IDA patients was a significant post-
therapy increase in hemoglobin and serum ferritin levels con-
comitantly with evident decreases in FeNa, urinary albumin,
urinary LAP, and urinary trace elements. These results suggest
that recovery of both glomerular and tubular functions post-
therapy could be achieved. We also found a significant im-
provement in the markers of oxidative stress after iron therapy.
However, a longer follow-up duration may be needed for the
studied markers to reach control levels. Sundaram et al. [35]
reported a significant increase in iron, ferritin, and hemoglobin
levels as well as a significant decrease MDA level in IDA
patients after 1 month of treatment. Kurtoglu et al. [40] ob-
served a significant decrease of oxidative stress after 6 weeks
of iron supplementation relative to controls, with no signifi-
cant differences between treated patients at 6 weeks and at the
end of the study (at the time when body iron stores are
saturated).

Akça et al. [41] investigated total oxidative stress (TOS)
and TAC in 40 children with IDA aged 6 to 60 months who
were treated with oral iron for 2 months. Prior to initiating the

Fig. 3 Positive correlations between pre-therapy levels of renal tubular markers and urinary trace elements among infants with iron decifiency anemia.
FeNa Fractional excretion of sodium
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iron treatment, the TAC level was similar between patients
and controls while TOS was significantly higher in the IDA
group; the latter decreased after treatment. These authors did
not find any correlation between hemoglobin, serum iron,
iron-binding capacity, ferritin levels, and TOS or TAC among
IDA patients, leading them to conclude that oxidative stress
increases in children with IDA and that this increase can be
returned to normal levels by treatment.

To the best of our knowledge the effect of iron therapy on
renal tubular and glomerular integrity has not been widely
described in the literature. Altun et al. [42] investigated the
effects of iron deficiency on oxidative stress and renal tubular
functions before and after treatment of children. After treat-
ment, these levels decreased and this difference disappeared.
In contrast to our results, their findings showed that treatment
of iron deficiency did not have significant effect on proximal
renal tubular functions; however, we examined both glomer-
ular and tubular integrity using different markers including
trace elements.

A short follow-up duration is the major limitation of our
current study. Even though we found a significant improve-
ment in hematological and urinary parameters in the post-
therapy period, a longer follow-up may be needed for the
levels to reach control values.

In conclusion, we suggest that IDA wields an adverse in-
fluence on renal functional and structural integrity. Increased
MDA levels and decreased TAC, zinc, and magnesium levels
in infants with IDA denote increased oxidative stress and de-
pletion of antioxidant defense mechanisms. Adequate treat-
ment of IDA is crucial to prevent the adverse effects of oxi-
dative stress and could also protect against permanent glomer-
ular and tubular damage. Urinary excretion of albumin, LAP,
and trace elements in IDA could be used as potential bio-
markers of renal dysfunction and for monitoring response to
iron therapy. The underlying mechanism of renal injury in
IDA may be multifactorial and represents an important area
for future research. Further studies are needed to investigate
concomitant nutritional deficiencies with IDA and their pos-
sible influence on renal structural and functional integrity.
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