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Background and Objectives: Iron deficiency (ID) is the most common micronutrient deficiency worldwide and 
usually leads to impaired neurodevelopment. Appropriate introduction of complementary foods is mandatory for 
all infants to prevent iron insufficiency. We aimed to demonstrate feeding behaviors in relation to infant iron sta-
tus and also identify potential concomitant nutrient inadequacies. Methods and Study Design: A cross-sectional 
descriptive study of infants 6-12 months old was performed at the Well Baby Clinic at Thammasat University 
Hospital, Pathumthani. Demographic data, feeding practices and nutritional status were obtained. Dietary intake 
was evaluated using general and food frequency questionnaires. Blood samples for complete blood count and iron 
studies were investigated. Results: We enrolled 206 infants (mean age 8.552.1 months). Prevalence of ID and 
iron deficiency anemia (IDA) was 34.0% and 25.7%, respectively. In multivariable ordinal continuation ratio lo-
gistic regression analysis for risk of iron depletion severity among the 3 groups (normal, ID and IDA infants), we 
found a stepwise increase in odds ratios for iron depletion with lower family income, longer duration of breast-
feeding, delayed introduction of meat, and lower dietary iron intake. IDA infants had significantly lower intakes 
of energy, protein, fat and various micronutrients, compared to those with normal iron status. Conclusions: In-
fants with ID may have low intakes of other nutrients due to reduced complementary food intake. Nutritional ed-
ucation for appropriate feeding practices should be provided to prevent ID and other possible micronutrient defi-
ciencies. 
 

Key Words: iron deficiency, iron status, nutritional deficiency, infant feeding, feeding practices 
 
 
 
INTRODUCTION 
Iron is the most common single-nutrient deficiency in the 
developing world. From the South East Asian Nutrition 
Survey of Infants and Children, prevalence in urban and 
rural Thailand ranges from 32.3-38.9% for iron deficien-
cy (ID) with or without anemia and 4.2-8.8% for iron 
deficiency anemia (IDA).1 Global, but limited, data from 
well-baby clinics have reported IDA prevalence in in-
fants, aged 12 months, to be 1.4%; low serum ferritin, 
less than 30 ng/mL, without anemia, reaches 61.1%.2 
Mounting evidence suggests ID adversely affects long-
term neurodevelopmental and behavioral infant out-
comes, with some effects being irreversible.3,4  

Formula-fed infants have a lower ID risk due to fortifi-
cation in standard infant formulas. Human milk contains 
low iron concentration, so iron contribution from human 
milk has little impact on infant iron needs. The American 
Academy of Pediatrics recommends all exclusively 
breastfed term infants receive iron supplementation from 
the age of 4 months, continuing until appropriate iron 
intake is achieved from complementary foods. 5  

The Institute of Medicine (IOM) established iron re-
quirements for healthy infants, aged 7-12 months, to be 
11 mg of elemental iron per day.6 Infants in the second 
half of the first year do not need iron supplements if they  

 
 
receive adequate iron from iron-fortified formula or iron-
rich complementary foods.5 ID risk factors are prematuri-
ty or low birth weight, exclusive breastfeeding beyond 4 
months without supplemental iron and weaning to whole 
milk or non-iron fortified complementary foods, feeding 
problems, malnutrition, inadequate intake due to special 
health care needs, and poverty. A strategy to decrease ID 
prevalence is to identify infants at risk and provide iron 
supplementation. 

The primary purpose of this study was to demonstrate 
demographic and feeding behaviors and possible relation-
ships to infant iron status in province of Pathumthani, 
adjacent to the Bangkok Metropolitan Area, where our 
hospital is located (Figure 1)7; our hospital’s catchment is 
mix of rural and urban groups and reflective of much of 
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Thailand. The secondary objective was to identify possi-
ble concomitant nutrient inadequacies within an iron de-
pletion state. 
 
METHODS 
This cross-sectional descriptive study was carried out at 
the Well Child Clinic, Thammasat University Hospital, 
Pathumthani, Thailand from June 2016 to June 2017. The 
protocol was approved by the Human Ethics Committee 
of Thammasat University No. 1 for the Faculty of Medi-
cine (034/2559, MTU-EC-PE-2-007/59). We recruited 
healthy term infants aged 6-12 months, who had birth 
weight between 2500-4000 grams with no perinatal 
events. Exclusion criteria were genetic syndromes, chron-
ic illnesses and any acute health problems. Infants receiv-
ing iron or multivitamin supplements were also excluded. 
All parents or caregivers gave written informed consent. 
Information on demographic data, socioeconomic status, 
dietary intakes, and feeding practices was obtained by 
parental/caregiver interviews with questionnaires.   

Dietary intake was assessed using a food frequency 
questionnaire (FFQ) with estimated portion sizes in 
measuring cups and spoons. For exclusively breastfed 
infants, we assumed a daily intake of 780 ml of breast-
milk for infants <7 months and 600 ml for those >7 
months.  For infants who had mixed feedings (breastmilk 

plus formula and foods), we subtracted the consumed 
formula amount from the aforementioned volume to esti-
mate consumed breastmilk volume.8 The data from FFQ 
were converted into a nutrient intake breakdown using 
INMUCAL-N V. 2.0, a computer program containing 
typical Thai food nutritional compositions (Institute of 
Nutrition, Mahidol University). All infants were meas-
ured for weight, length and head circumference (HC). Z-
scores of weight-for-age, length-for-age, weight-for-
length, and HC were calculated using WHO Anthro.9 
Underweight, stunting and wasting were defined as 
weight-for-age, length-for-age, and weight-for-length Z-
scores two standard deviations (SD) under the WHO me-
dian child growth standards, respectively.10   

 
Hematological evaluation 
Venous blood samples were obtained from infants to 
measure hemoglobin (Hb) and red blood cell indices, se-
rum ferritin, serum iron (SI) and total iron binding capaci-
ty (TIBC). Complete blood count (CBC) was performed 
by automated cell count (UniCel®DxH 800, Beckman 
Coulter, USA). A review of peripheral smears by hema-
tologists was required in order to rule out other hemato-
logical disorders, especially thalassemia and malaria as 
they are endemic. SI, TIBC and serum ferritin were 
measured using ROCHE COBAS BIO centrifugal ana-
lyzer, according to manufacturer’s instruction.11 Transfer-
rin saturation (TS) was calculated as followed: TS = 
SI/TIBC x 100. Infants who had Hb <11 g/dL were de-
fined as having anemia, according to WHO criteria.12 ID 
was defined by serum ferritin <30 ng/mL or TS <16%.13 
Infants who had both criteria for anemia and ID, or thera-
peutic response to iron therapy, were diagnosed as IDA.  
Furthermore, IDA infants who are therapeutically non-
responsive to iron therapy or anemic infants with ferritin 
>30 ng/mL and TS >16% were further investigated for 
other anemia or refractory IDA causes, including thalas-
semia and/or parasitic infestation. 

 
Statistical analysis 
Demographic and laboratory data was summarized as 
frequency and percentage for categorical data and as 
mean ± SD or median (interquartile range) for continuous 
data. Fisher’s exact test compared categorical variables 
among infants with IDA, ID and normal iron status. 
ANOVA and Kruskal-Wallis test evaluated parametric 
and non-parametric data among the 3 groups. Multivaria-
ble ordinal continuation ratio logistic regression was per-
formed to identify risk factors for increased iron depletion 
severity of p<0.05 was considered to be statistically sig-
nificant. 
 
RESULTS 
The mean age of the 206 infants included was 8.55±2.1 
months; 114 infants (55.3%) were male. The IDA preva-
lence was 25.7% (53/206), and ID was 34.0% (70/206) 
(Figure 2). All had blood characteristics typical of ID 
presentation; none had evidence of thalassemia or malar-
ia. A greater percentage of boys had IDA and ID than 
normal iron status. Length-for-age Z-score of infants who 
had ID was significantly higher than those with IDA and 
normal iron status. The Hb and mean corpuscular volume 

 
 
Figure 1. Map of Thailand highlighting Pathumthani Province. 
(Reference: Wikipedia, the free encyclopedia)7 
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(MCV) of those with IDA were significantly lower, and 
the serum ferritin of those with IDA and ID was lower 
than infants with normal iron status. This was as ex-
pected. Other demographic data among the 3 groups re-
vealed no notable differences (Table 1). 

Mean breastfeeding duration was 5.42±3.11 months. 
Mean age at introduction of any food was 5.35±0.98 
months while mean age at introduction of meat/organ me- 

at was 6.08±1.01 months. Infants who had IDA and ID 
had significantly longer durations of breastfeeding and 
lower amounts of formula intake as compared to those 
with normal iron status. Introduction of complementary 
food, especially meat/organ meat, appeared delayed for 
infants with IDA and ID, but without statistical signifi-
cance. IDA infants had significantly lower intakes of en-
ergy, total and animal protein, fat, iron, zinc (Zn), cal-

   
Figure 2. Flow chart of participant recruitment process. CBC, complete blood count; FFQ, food frequency questionnaire. 

 

 
Table 1. Demographic data of the infants according to iron status 
 

 Iron deficiency anemia 
N=53 (25.7%) 

Iron deficiency 
N=70 (34.0%) 

Normal iron status 
N=83 (40.3%) p* 

Infant age (months) 8.58±2.05 8.56±1.24 8.53±2.17 0.991 
Male gender, n (%) 32 (60.38) 46 (65.71) 36 (43.37) 0.016* 
Maternal age (years) 29.6±6.23 31.4±6.39 30.5±6.81 0.778 
Wt-for-age Z-score -0.25±1.09 0.04±0.88 0.01±1.06 0.242 
Lt-for-age Z-score -0.21±1.02 -0.13±1.04 -0.27±0.93 0.009* 
Wt-for-Lt Z-score -0.12±1.26 0.20±1.07 -0.10±1.23 0.214 
HC Z-score -0.24±0.94 -0.02±1.06 -0.09±1.06 0.485 
Hb (g/dL) 10.2±0.67 11.9±0.67 11.9±0.81 <0.001* 
MCV (fL) 64.9±7.40 72.9±4.70 73.6±5.86 <0.001* 
Ferritin (ng/mL) 31.0±32.6 39.9±29.5 71.2±38.6 <0.001* 
 
Hb: hemoglobin; HC: head circumference; Lt-for-age: length-for-age; MCV: mean corpuscular volume; Wt-for-age: weight-for-age; Wt-
for-Lt: weight-for-length. 
Data are shown as mean±SD or n (%) as indicated. 
*p<0.05 was considered statistically significant. 
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cium (Ca), magnesium (Mg), phosphorus (P), and vitamin 
C from complementary foods versus those with normal 
iron status (Table 2).   

There was an extremely wide range (3.66-79.3%) of 
various nutrient intakes under the dietary recommended 
intake (DRI). A little over half of the infants, 52.45%, had 
iron intakes below DRI for their ages and gender. Almost 
80% (79.3%) of those with IDA and 53.6% of those with 
ID had inadequate iron intakes; only 34.2% normal iron 
status infants were below DRI.  Subpar intakes of energy, 

protein, iron, Zn, Ca, P, Mg, as well as vitamins A, B, C, 
and E, were significantly frequent in infants with IDA 
and ID versus normal iron status infants (Figure 3). 

We found a stepwise increase in odds ratios of iron de-
pletion with lower family income, longer breastfeeding 
duration, delayed introduction of meat in complementary 
foods, and lower dietary iron intake by using multivaria-
ble ordinal continuation ratio logistic regression among 
the 3 groups of infants with normal iron status, ID and 
IDA (Table 3). 

Table 2. Feeding practices and daily dietary intake of the infants according to iron status 
 
Characteristics   Iron deficiency anemia 

N=53 (25.7%) 
Iron deficiency 

N=70 (34%) 
Normal iron status 

N=83 (40.3%) p* 

Duration of breastfeeding (mo) 7.53±2.49 5.47±2.87 4.05±2.93 <0.001* 
Age at introduction of food (mo) 5.42±0.98 5.34±0.98 5.31±0.99 0.815 
Age at introduction of meat (mo) 6.43±1.04 6.04±0.96 5.92±1.01 0.055 
Formula intake (g)     53.6±92.1     93.6±93.0    129±62.8 <0.001* 
Dietary intake     
Energy (Kcal) 654 (543, 822) 778 (558,1038) 863 (737, 1071) <0.001* 
Protein (g) 17.6 (12.0, 21.8) 18.9 (13.0, 30.6) 23.0 (17.8, 33.8) <0.001* 
    Animal protein (g) 14.9 (10.3, 18.3) 16.8 (10.3, 27.9) 21.8 (15.8, 29.6) <0.001* 
CHO (g) 84.9 (72.1, 111) 96.3 (68.9, 137.5) 106 (86.7, 132) 0.008 
Fat (g) 24.4 (20.8, 33.0) 30.6 (22.6, 44.5) 40.0 (32.1, 48.0) <0.001* 
Iron (mg) 4.89 (2.74, 8.43) 8.01 (2.74, 12.8) 12.0 (7.89, 15.7) <0.001* 
 Animal sources (g) 4.11 (1.9, 7.65) 7.61 (1.73, 12.2) 11.5 (7.39, 15) <0.001* 
 Plant sources (g) 0.4 (0.31, 0.7) 0.51 (0.3, 0.75) 0.4 (0.25, 0.75) 0.557 
Cu (mg) 0.44 (0.35, 0.55) 0.55 (0.37, 0.68) 0.59 (0.47, 0.7) <0.001* 
Zn (mg) 2.94 (1.84, 4.16) 3.88 (1.95, 6.65) 5.92 (4.2, 7.37) <0.001* 
Ca (mg) 313 (196, 374) 358 (234, 598) 549 (414, 693) <0.001* 
P (mg)  271 (196, 423) 327 (193, 575) 472 (323, 646) <0.001* 
Mg (mg) 23.2 (9.74, 39.2) 49.5 (12, 78.6) 61.1 (47.1, 84.5) <0.001* 
Se (mcg) 19.1 (13.3, 24.9) 18.5 (10.9, 29.4) 19.9 (7.81, 31.0) 0.954 
Vitamin A (mcg) 711 (506, 919) 679 (483, 1117) 891 (665, 1235) 0.004 
Vitamin B-1 (mg) 0.32 (0.18, 0.49) 0.54 (0.25, 0.96) 0.74 (0.53, 0.98)                                        <0.001* 
Vitamin B-2 (mg) 0.64 (0.33, 0.9) 0.98 (0.41, 1.78) 1.44 (1.1, 1.91) <0.001* 
Vitamin B-6 (mg) 0.29 (0.18, 0.42) 0.38 (0.17, 0.74) 0.55 (0.42, 0.73) <0.001* 
Vitamin B-12 (mcg) 1.6 (0.79, 3.44) 2.09 (0.74, 4.13) 2.98 (1.69, 5.08) <0.001* 
Niacin (mg) 4.66 (3.68, 6.52) 6.2 (3.64, 10.0) 9.09 (5.74, 10.7) <0.001* 
Vitamin C (mg) 55.4 (39.4, 78.9) 67.5 (48.6, 121) 92.9 (67.1, 128) <0.001* 
Vitamin E (mcg) 1.64 (0.69, 6.45) 6.94 (0.85, 12.3) 10.61 (7.42, 15.8) <0.001* 
Phytate (mg) 0.8 (0, 8.69) 1.6 (0.2, 9.96) 2.13 (0, 14.5) 0.346 
 
Ca: calcium; CHO: carbohydrate; Cu: copper; mo: month; Mg: magnesium; P: phosphorus; Se: selenium; Zn: zinc. 
*p<0.05 was considered statistically significant.  
 
 
Table 3. Risk of increase in severity of iron depletion of the infants (odds ratio and 95% confidence interval), by 
demographic and feeding characteristics 
 
Characteristics Odds ratio 95% confidence interval p* 
Demographic data    
Infant age     
 6-9 months 1 (ref)   
 10-12 months 0.95 0.42–2.13 0.897      
Male gender  1.54   0.80–2.94 0.193      
Underweight 0.54   0.03–10.97 0.690   
Stunting 0.45 0.02–9.29 0.606 
Wasting  1.79 0.26–12.52 0.559 
Low family income (<30000 Thai Baht) 2.79   1.26–6.23 0.012*      
Low caregiver’s education (<grade 12)    0.72    0.34–1.53 0.390      
Feeding characteristics    
Breastfeeding duration (months) 1.30   1.15–1.46 <0.001*      
Delayed introduction of food 0.62    0.12–3.14 0.559      
Delayed introduction of meat  2.34    1.09–5.07 0.031*      
Inadequate intake of iron 2.46    1.14–5.29 0.022*      
 
Odds ratio analyzed by using multivariable ordinal continuation ratio logistic regression. 
*p<0.05 was considered statistically significant. 
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DISCUSSION 
This study demonstrated the overall prevalence of IDA as 
25.7 % and ID as 34.0%, notably higher than previous 
reports in Thailand.2,14 A recent report stated IDA preva-
lence in breastfed infants aged 9-12 months was 25.7% 
with formula-fed infants being 2.9%.14 In Southeast Asia, 
several studies indicated child iron deficiency was lower 
in Malaysia, Indonesia and Vietnam: 4.4, 4.6-8.8 and 4.5-
7.7 %, respectively; various factors may account for these 
differences e.g. study design, different health programs, 
and different ID/IDA cutoffs.15-17 We defined ID as serum 
ferritin <30 ng/mL instead of the previously accepted 
cutoff of <12 ng/mL. Another current study indicated this 
new threshold ferritin level is more sensitive and specific 
in identifying isolated ID.18 WHO recommendations sug-
gest infant iron supplementation reduces anemia preva-
lence in areas with high IDA.19 For us, we showed a ra-
ther high ID and IDA prevalence as these infants were not 
recently nor currently supplemented with iron.   

After adjusting for possible confounders, it appears 
longer periods of breastfeeding, delayed introduction of 
meat after 6 months of age, lower amounts of iron intake, 
and lower family incomes are important risk factors in 
developing more severe iron depletion. The American 
Academy of Pediatrics reported ID risk increases with 
longer delays in  complementary food introduction past 6 
months of age.5 In our report, we stress this risk correla-
tion actually comes with the delayed introduction of high 
iron bioavailability sources, specifically meat/organ 
meats. The recommended iron dietary allowance for Thai 
infants aged 6-12 months is 9.3 mg. Infants with ID/IDA 
had higher levels of iron inadequacy (53.6 and 79.3%, 
respectively) than the 34.2% of infants with normal iron 
status. Iron intake among the 3 groups was significantly 

different in total and overall animal sources of iron, but 
not with the low bioavailability iron/vegetable sources.   

In many developing countries, iron requirements often 
cannot be met because of low iron intake from comple-
mentary food sources. This is due to lack of iron fortifica-
tion and inherent poor bioavailability within some foods 
themselves.20 Low familial income is an important risk 
factor for ID/IDA because iron-rich or iron-fortified foods 
are often prohibitively expensive.20,21  

Infants with ID/IDA frequently have lower intakes of 
other vitamins and minerals with low intakes of comple-
mentary foods; there are also limited amounts of “prob-
lem nutrients” in some regional traditional foods. Accord-
ing to the WHO/UNICEF, iron, Zn and vitamin B-6 den-
sities in complementary foods are often inadequate with-
out fortification.20 In Thailand, this looks to be true as 
well.  Our study showed infants with ID/IDA had signifi-
cantly lower intakes of energy, protein, carbohydrate, fat, 
iron, Cu, Zn, Ca, Mg, P, vitamins A, B, C and E as com-
pared to infants with normal iron status. We could not 
demonstrate the effects of iron uptake enhancers (vitamin 
C and A) and inhibitors (Cu, Zn, Ca, phytate) in terms of 
iron absorption, since all of these nutrients were signifi-
cantly lower in infants with ID/IDA.  

Our data on overall infant intakes was comparable to 
that from a previous paper. The South East Asian Nutri-
tion Survey indicated over 50% of Thai children have low 
intakes of Ca, iron, Zn, vitamin A and C.1 The first por-
ridge that is often given in Thailand, as well as some oth-
er developing countries, includes rice, banana and Cerelac 
(a commercial product made of infant formula and cere-
al).22 The common Thai feeding practice of no iron-rich 
food nor iron-fortified commercial foods may increase 
iron deficiency risk as well as reduce the intake of other 

 
 
Figure 3. Percentage of infants with daily nutrient intakes below the dietary recommended intake (DRI) according to iron status. Ca: 
calcium; Cu: copper; Fe: Iron; Mg: magnesium; P: phosphorus; Se: selenium; Zn: zinc. 

 
 



582                                                           P Thaweekul, P Surapolchai and P Sinlapamongkolkul 

essential nutrients. Organ/red meat is usually one of the 
last foods to be introduced, possibly due to parental lack 
of knowledge in how to prepare it for infant consumption 
and the inherent difficulty for infants in actually consum-
ing it. In our opinion, it would be valuable for parents to 
alter the food exposure order and try to include iron-rich 
foods as some of the first complementary foods once in-
fants have developed adequate chewing mechanisms.  

It is interesting to note while our recorded food intakes 
were convergent with prior work on feeding habits, our 
observations on ID and IDA prevalence clearly differ 
from other research in Thailand. We can only speculate 
this is because we used more sensitive serum ferritin level 
cutoffs. However, it is slightly concerning as it may indi-
cate both ID and IDA have been underestimated, and ac-
cordingly, Thai public health policy should take this into 
account. At present, we have a system of well child clin-
ics, but education on feeding practices and ID monitoring 
may need to be improved.    

Certain limitations ought to be acknowledged. First, 
our focus was on infant iron status as it is the main cause 
of nutritional anemia. Other possible but rather uncom-
mon causes of nutritional anemia were not evaluated; 
however, thalassemia and malaria were screened for. 
Second, the collection of accurate and reliable infant en-
ergy/nutrient intakes remains challenging as it is affected 
by unique caregiver and observer considerations.23 FFQ 
has been reported to be a good instrument for estimating 
infant intake of vitamin C and D, Ca, Zn and iron. Still, 
underestimation of energy and some micronutrient in-
takes has been reported.24,25  There is currently is no gold 
standard in dietary assessment. We used FFQ as it is in-
expensive, with a low respondent burden, and can repre-
sent an individual's average consumption over a period of 
time; it is a preferred choice for understanding nationwide 
nutrition.26  

Third, as this was a single institution study, it is not 
possible for our sample size to be representative of all 
Thai income, social or ethnic strata; however, the location 
of our hospital granted us access to a mix of urban and 
rural populations. Our population, due to proximity to 
Bangkok, is also reflective of the people living in our 
capital. Bangkok itself contains nearly 1/6 of the coun-
try’s residents and represents a significant share of the 
population.  Our study contributes to existing literature on 
infant feeding practices and feeding behaviors unique to 
Thailand and possibly to neighboring nations. These prac-
tices, while traditional, may contribute, cause, or exacer-
bate ID, IDA or other potential nutritional inadequacies. 
More research on linking feeding practices to other nutri-
tional deficiencies, as well as anemia, is certainly needed 
to promote ameliorated infant development in Thailand 
and elsewhere.  

 
Conclusion  
Routine iron supplementation is not the standard of care 
for Thai infants, but perhaps it should be carefully con-
sidered.  Screening for ID or IDA is also suggested but, at 
present, is not a compulsory for well-child care in Thai-
land. Universal screening for ID/IDA in infants, apart 
from hematologic investigations, needs to include the 
assessment of all ID risk factors but particularly focus on 

dietary intake and feeding behaviors. The most crucial 
strategy in decreasing ID prevalence is identifying infants 
at risk of ID and providing iron supplementation. Nutri-
tional education about complementary infant feeding 
practices must be provided to prevent ID as well as other 
micronutrient deficiencies. Apart from iron, multivitamin 
and trace elements supplementation could be considered 
for infants with ID/IDA, especially for those with inade-
quate feeding histories. Medical staff dealing with infant 
nutritional education need to emphasize the introduction 
of iron-rich foods, such as organ/red meat, sooner rather 
than later. 
 
ACKNOWLEDGEMENTS 
The authors would like to thank all participants and their par-
ents/caregivers for their cooperation and Ms Jutamat Tonglim, 
dietitian, for her contribution in calculating nutritional infor-
mation. English language editing was done by Debra Kim Li-
wiski, international instructor, Clinical Research Center, Faculty 
of Medicine, Thammasat University. 
 
AUTHOR DISCLOSURES 
The authors declare no potential conflicts of interest with re-
spect to the research, authorship, and/or publication of this arti-
cle. 

In terms of financial support disclosure, our work was sup-
ported by grants from Thammasat University Research Fund, 
Contract No. 2/47/2559, and the Thai Society of Hematology. 
 
REFERENCES 
1. Rojroongwasinkul N, Kijboonchoo K, Wimonpeerapattana 

W, Purttiponthanee S, Yamborisut U, Boonpraderm A, 
Kunapan P, Thasanasuwan W, Khouw I. SEANUTS: the 
nutritional status and dietary intakes of 0.5-12-year-old Thai 
children. Brit J Nutr. 2013;110(Suppl 3):S36-44. doi: 10. 
1017/S0007114513002110. 

2. Chuansumrit A, Arnutti P, Apivanich S. Iron status of one-
year-old infants in a well baby clinic. J Med Assoc Thai. 
2002;85(Suppl 4):S1081-8. 

3. McCann JC, Ames BN. An overview of evidence for a 
causal relation between iron deficiency during development 
and deficits in cognitive or behavioral function. Am J Clin 
Nutr. 2007;85:931-45. doi: 10.1093/ajcn/85.4.931. 

4. Lukowski AF, Koss M, Burden MJ, Jonides J, Nelson CA, 
Kaciroti N, Jimenez E, Lozoff B. Iron deficiency in infancy 
and neurocognitive functioning at 19 years: evidence of 
long-term deficits in executive function and recognition 
memory. Nutr Neurosci. 2010;13:54-70. doi: 10.1179/ 
147683010X12611460763689. 

5. Baker RD, Greer FR, Committee on Nutrition American 
Academy of P. 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. doi: 10.1542/ 
peds.2010-2576.  

6. Institute of Medicine, Food and Nutrition Board. Dietary 
Reference Intakes for vitamin A, vitamin K, arsenic, boron, 
chromium, copper, iodine, iron, manganese, molybdemun, 
nickel, silicon, vanadium, and zinc. Washington, DC: 
National Academies Press; 2003. 

7. Wikipedia. Map of Thailand highlighting Pathumthani 
Province [cited 2019/05/17]; Available from:  https://en. 
wikipedia.org/wiki/Pathum_Thani_Province. 

8. Institute of Medicine. Food and Nutrition Board. Dietary 
Reference Intakes for calcium, phosphorus, magnesium, 
vitamin D, and fluoride. Washington, DC: National 
Academy Press; 1997. 

https://en.


                                                           Thai infant feeding practices and iron status                                                          583                                                             

9. World Health Organization. WHO Anthro for personal 
computers, version 3.2.2, 2011: Software for assessing 
growth and development of the world's children. Geneva. 
World Health Organization; 2010 [cited 2018/05/11]; 
Available from: http://www.who.int/childgrowth/ 
software/en/. 

10. Group WHOMGRS. WHO Child Growth Standards based 
on length/height, weight and age. Acta paediatrica Suppl. 
2006;450:76-85.  

11. Schlosnagle DC, Hutton PS, Conn RB. Ferrozine assay of 
serum iron and total iron-binding capacity adapted to the 
COBAS BIO centrifugal analyzer. Clin Chem. 1982;28: 
1730-32. 

12. Iron deficiency anemia: assessment, prevention and control. 
A guide for programme managers. Geneva, World Health 
Organization, 2001 (WHO/NHD/01.3). 

13. Camaschella C. Iron deficiency: new insights into diagnosis 
and treatment. Hematology Am Soc Hematol Educ Program. 
2015;2015:8-13. doi: 10.1182/asheducation-2015.1.8.  

14. Tantracheewathorn S, Lohajaroensub S. Incidence and risk 
factors of iron deficiency anemia in term infants. J Med 
Assoc Thai. 2005;88:45-51. 

15. Poh BK, Ng BK, Siti Haslinda MD, Nik Shanita S, Wong 
JE, Budin SB, Ruzita AT, Ng LO, Khouw I, Norimah AK. 
Nutritional status and dietary intakes of children aged 6 
months to 12 years: findings of the Nutrition Survey of 
Malaysian Children (SEANUTS Malaysia). Br J Nutr. 
2013;110(Suppl 3):S21-35. doi: 10.1017/S00071145130020 
92. 

16.  Sandjaja S, Budiman B, Harahap H, Ernawati F, Soekatri 
M, Widodo Y et al. Food consumption and nutritional and 
biochemical status of 0.5-12-year-old Indonesian children: 
the SEANUTS study. Br J Nutr. 2013;110(Suppl 3):S11-20. 
doi: 10.1017/S0007114513002109. 

17. Le Nguyen BK, Le Thi H, Nguyen Do VA, Tran Thuy N, 
Nguyen Huu C, Thanh Do T, Deurenberg P, Khouw I. 
Double burden of undernutrition and overnutrition in 
Vietnam in 2011: results of the SEANUTS study in 0.5-11-

year-old children. Br J Nutr. 2013;110(Suppl 3):S45-56. doi: 
10.1017/S0007114513002080. 

18. Goodnough LT, Nemeth E, Ganz T. Detection, evaluation, 
and management of iron-restricted erythropoiesis. Blood. 
2010;116:4754-61. doi: 10.1182/blood-2010-05-286260. 

19. Guidelines: daily iron supplementation in infants and 
children. Geneva: World Health Organization. 2016 [cited 
2018/05/23]; Available from: http://www.who.int/nutrition/ 
publications/micronutrients/guidelines/daily_iron_supp_chil
drens/en/. 

20. Dewey KG, Brown KH. Update on technical issues 
concerning complementary feeding of young children in 
developing countries and implications for intervention 
programs. Food Nutr Bull. 2003;24:5-28. doi: 10.1177/156 
482650302400102. 

21. Lutter CK. Macrolevel approaches to improve the 
availability of complementary foods. Food Nutr Bull. 2003; 
24:83-103. doi: 10.1177/156482650302400105 

22. Daelmans B, Martines J, Saadeh R. Conclusions of the 
global consultation on complementary feeding. Food Nutr 
Bull. 2003;24:126-9. doi: 10.1177/156482650302400107 

23. Livingstone MB, Robson PJ. Measurement of dietary intake 
in children. Proc Nutr Soc. 2000;59:279-93. 

24. Roman-Vinas B, Ortiz-Andrellucchi A, Mendez M, 
Sanchez-Villegas A, Pena Quintana L, Aznar LA, Hermoso 
M, Serra-Majem L. Is the food frequency questionnaire 
suitable to assess micronutrient intake adequacy for infants, 
children and adolescents? Matern Child Nutr. 2010;6(Suppl 
2):112-21. doi: 10.1111/j.1740-8709.2010.00268. 

25. Livingstone MB, Black AE. Markers of the validity of 
reported energy intake. J Nutr. 2003;133(Suppl 3):895S-
920S. doi: 10.1093/jn/133.3.895S. 

26. Lovell A, Bulloch R, Wall CR, Grant CC. Quality of food-
frequency questionnaire validation studies in the dietary 
assessment of children aged 12 to 36 months: a systematic 
literature review. J Nutr Sci. 2017;6:e16. doi: 10.1017/jns. 
2017.12. 

 

http://www.who.int/childgrowth/
http://www.who.int/nutrition/

	OLE_LINK15
	OLE_LINK16
	OLE_LINK5
	OLE_LINK69
	OLE_LINK70
	OLE_LINK71
	OLE_LINK72
	OLE_LINK73
	OLE_LINK74
	OLE_LINK75
	_Toc192842733
	_Toc192842880
	_Toc193120036
	OLE_LINK3
	OLE_LINK4

