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Prophylactic Iron Supplementation in Pregnancy 
and its Implications in Development of 
Pre-eclampsia: A Case-control Study

INTRODUCTION
Pregnancy is a physiological state associated with various 
alterations in metabolic, biochemical, physiological, haematological 
and immunological processes. If such changes are exaggerated, 
they can lead to serious complications during pregnancy [1]. 
Pre-eclampsia is one such common and serious complication of 
pregnancy and is associated with increased maternal and perinatal 
morbidity and mortality [2]. Pre-eclampsia is characterised by 
high maternal systolic Blood Pressure (BP) ≥140 mmHg and/
or diastolic BP ≥90 mmHg measured with associated proteinuria 
(protein excretion of ≥300 mg in 24 hours urine) that develops after 
20 weeks of gestation in previously normotensive women [3]. Pre-
eclampsia if untreated may succeed in eclampsia, oliguria, visual 
disturbances, HELLP syndrome (Haemolytic anaemia, Elevated 
Liver enzymes and Low Platelet count), pulmonary oedema and 
foetal growth restriction [4]. Despite its prevalence, severity and 
considerable research, the pathophysiology of pre-eclampsia is not 
fully understood and the exact cause is still unknown.

Alteration in various haematological and biochemical parameters 
is observed in patients with pre-eclampsia and they are often 
considered as predictors for development of the disease. Among 
the biochemical parameters serum calcium, magnesium, vitamin D, 
thyroid hormone levels, serum copper and serum iron have been 
found to be associated with the occurrence of pre-eclampsia [3,5,6].

Increased oxidative stress contributes substantially in the pathogenesis 
of pre-eclampsia [5,7]. The presence of transition metal ions, particularly 

iron can play a crucial catalysing role in the production of Reactive 
Oxygen Species (ROS) via formation of hydroxide (OH-) and the very 
reactive hydroxyl radicals (HO) by the Haber-Weiss and Fenton reactions, 
and can initiate the process of lipid peroxidation which eventually may 
result in endothelial cell damage [8,9]. Literature suggests that an 
increased iron and ferritin concentration is associated with a higher risk 
of pre-eclampsia [9]. Some reports even suggest that prophylactic iron 
supplementation can be harmful to pregnant women who are otherwise 
not iron deficient [10]. Excess of iron in context of availability or storage 
can therefore promote or enhance oxidative stress. That is why, perhaps, 
experts worldwide diverge on whether iron supplementation should be 
a routine during pregnancy [11-13]. 

In developing countries including India, iron deficiency is presumed 
without serum ferritin estimation and iron supplementation is regularly 
prescribed to pregnant women. Although there are many studies 
conducted in the past in India and abroad [14-16] except few, most 
of these studies do not reveal a clear picture of relationship among 
iron and associated parameters in pre-eclampsia. These studies 
have shown elevated ferritin levels in pre-eclamptic subjects but 
failed to conclude whether levels among pre-eclamptic subjects was 
due to iron toxicity or as a marker of acute phase response [5,17]. 
Also, very few studies have been published on iron supplemented 
population or have clearly defined whether the population was 
supplemented with iron doses or not [18-20]. Moreover, disparity in 
socio-economic, demographic and lifestyle characteristics among 
populations of different regions impresses upon the need of carrying 
similar studies to draw valuable inferences [21]. 
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ABSTRACT
Introduction: Pre-eclampsia is a serious complication of pregnancy 
and is associated with increased maternal and perinatal morbidity 
and mortality. Increased iron and ferritin concentration is associated 
to a higher risk of pre-eclampsia and prophylactic iron 
supplementation can sometimes be harmful to pregnant women 
who are otherwise not iron deficient.

Aim: To analyse serum iron, serum ferritin, serum Transferrin 
Receptor (sTFR) levels, Total Iron Binding Capacity (TIBC) among 
iron supplemented pre-eclamptic cases and normotensive 
pregnant controls. 

Materials and Methods: This prospective, observational, case-
control study was conducted in Jaipur National University 
Institute of Medical Sciences and Research Centre (JNUIMSRC), 
Jaipur, Rajasthan, India for a period of one year from (February 
2019-January 2020). A total of 200 pregnant females, all on 
iron supplementation during the course of their pregnancy, 
100 in pre-eclampsia group (case group); 100 in normotensive 
group  (control group), in third trimester and between 18-
45 years of age were enrolled in the study. Serum iron, serum 

ferritin, sTFR and TIBC were estimated using fully automated 
analysers.

Results: Median Interquartile Range (IQR) of serum ferritin levels 
in cases were higher than the controls [41 (30-70) vs 24 (17-44); 
p<0.001]. Serum ferritin in cases were also found to correlate 
positively with systolic (r=0.37, p=0.001) Blood Pressure (BP) 
whereas TIBC correlated negatively with diastolic BP (r=-0.238, 
p-value=0.017). The median IQR differences of TIBC values among 
cases and controls were insignificant {485 (404-523) vs 493 (448-
544)} and differences of median IQR of sTFR values among cases 
and controls were significant {8.5 (7-9) vs 8.9 (8-10)}. Subjects 
with serum feritin levels >40 ng/mL had three times increased risk 
of PE (Odds ratio=3, 95% Cl=1.571-5.157).

Conclusion: Elevated serum ferritin, decreased sTFR levels and 
correlation of Ferritin and TIBC to BP in pre-eclampsia compels 
us to put cautionary remarks over testing these parameters 
before continuing with iron supplements. This may prevent a 
possible iron related added complications in pre-eclampsia and 
help clinicians decide about restricting/lowering iron supplement 
doses in case a situation of iron overload arise.
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Variables
Cases (n=100) 
Median (IQR)

Controls (n=100) 
Median (IQR) p-value

Age (years) 23 (22-26) 24 (22-26) 0.64

Gestational age (weeks) 37 (36-39) 38 (37-39) 0.122

BMI (kg/m2) 24 (18-28) 23 (21-25) <0.0001*

Systolic BP (mmHg) 150 (145-162) 120 (110-126) <0.0001*

Diastolic BP (mmHg) 101 (97-110) 80 (70-81) <0.0001*

Primigravida n (%)
Multigravida n (%)

61 (61%)
39 (39%)

65 (65%)
35 (35%)

0.90

Rural n (%)
Urban n (%)

61 (61%)
39 (39%)

60 (60%)
40 (40%)

0.30

Low income n (%)
Middle income n (%)

59 (59%)
41 (41%)

41 (41%)
56 (56%)

0.30

Vegetarian n (%)
Non vegetarian n (%)

52 (52%)
48 (48%)

44 (44%)
56 (58%)

0.60

Iron supplementation 60 mg/day 60 mg/day NA

[Table/Fig-1]:	 Demographic details and the general characteristics of pre-eclamptic 
cases (case group) and normotensive controls (control group).
BMI: Body mass index; BP: Blood pressure; *Significant Mann-Whitney U test for age, gestational 
age, BMI, systolic BP and diastolic BP. Chi-square test for  primigravida and multigravida, rural 
and urban, low and middle income, vegetarian and non vegetarian sub-groups

Considering aforesaid facts and to better correlate iron related 
parameters with pre-eclamptic characteristics, the present study 
was designed to: a) Analyse the iron related parameters among iron 
supplemented subjects; b) Compare the levels in cases with controls 
to establish the differences; c) Calculating the associated odds and 
correlation of the parameters with pre-eclamptic occurrence; and 
d) Analyse the results in context of previous observations in similar 
studies. 

MATERIALS AND METHODS
This prospective, observational, case-control study was conducted 
in the Department of Biochemistry and Department of Obstetrics and 
Gynaecology, Jaipur National University Institute of Medical Sciences 
and Research Centre (JNUIMSRC), Jaipur, Rajasthan, India, for a 
period of one year (February 2019-January 2020). The study was 
approved by Institutional Ethics Committee (IEC) vide reference no. 
(JNUIMSRC/IEC/2019/74) dated 21-1-2019. The ethical approval was 
in accordance with Helsinki Guidelines. 

Sample size: A minimum sample size of 100 patients in each 
group was calculated using effect size of 0.4 and with user constant 
type  I error a=0.05 and type II error b=0.2 by using G power 
software (3.1.9.7).

The study protocol and the objectives of the study were explained to 
the enrolled subjects and their written informed consent was obtained 
from all the participants. After a thorough clinical examination, a 
total of 200 pregnant females were selected: 100 in pre-eclampsia 
group (case group); 100 in normotensive group (control group), in 
the third trimester and between 18-45 years, visiting Gynaecology 
Out Patient Department (OPD) or admitted in JNUIMSRC were 
enrolled in the study. Equal number of primigravid and multigravid 
women (age and gestational age matched) were included in both 
case and control groups. The demographic details, obstetric history 
and relevant medical history of all the study subjects were recorded 
in a predesigned performa. Investigations were conducted in third 
trimester of pregnancy. 

All the enrolled study participants received oral elemental iron (60 mg/
day) from the beginning of the second trimester and supplement 
continued throughout the gestation as a measure for preventing iron 
deficiency anaemia.

Inclusion criteria:

•	 Case group (Pre-eclamptic group): The case group included 
pregnant women having BP ≥140/90 mmHg measured 
on two occasions with an interval six hours in between, 
having proteinuria ≥1+ with dipstick (≥which corresponds to 
300 mg/24 hours urine). Proteinuria was measured by taking 
two random midstream urine samples for dipstick after a gap 
of four hours.

•	 Control group (Normotensive group): The control group included 
normotensive pregnant women (BP ≤140/90 mmHg) and without 
any evidence of proteinuria.

Exclusion criteria: Pregnant women, transferred with pack red blood 
cells in last 30 days, previously diagnosed with haemochromatosis, 
and/or complications like diabetes mellitus, chronic hypertension, 
chronic renal disease, chronic liver disease, cardiovascular disease, 
endocrinal disorder, autoimmune disease, hyperuricaemia, genital 
malignancies, blood discrasias, acute infections, and those on 
anticonvulsant drugs were excluded from the study. Among the 
multigravida any history of hypertension, trophoblastic disease, 
placental abruption, malformed foetus, history of pre-eclampsia, 
metabolic disorders or convulsions were ruled out. Also, child-
bearing women with history of substance abuse or smoking were 
excluded. 

Study Procedure
Procedures: The digital sphygmomanometer was used for measuring 
BP from the left arm in sitting position after five minutes rest. The 
systolic and diastolic readings were recorded by calculating an 
average of three readings taken after a gap of five minutes. 

Sample collection: Blood samples were collected from the subjects 
and were coded to avoid possible bias. A total of five mL venous 
blood was collected from each subject under aseptic conditions 
in a sterile syringe. Thereafter, blood sample was transferred 
into clean and dry vial without anticoagulant, was allowed to clot 
spontaneously and then centrifuged at 3000 revolution per minutes 
(rpm) for 15 minutes to extract serum. The extracted serum was 
collected in microcentrifuge tubes and was used for estimation of 
following biochemical parameters: serum iron, serum ferritin, sTFR 
and TIBC. 

Freshly voided, random, midstream urine sample (15-20 mL) was 
collected on two different occasion’s at least (four hours apart) in 
clean, wide mouthed, leak proof containers for urinalysis. 

Biochemical investigations: Among the biochemical parameters; 
serum iron, TIBC and sTFR were analysed using a fully automated 
analyser by RANDOX, Crumlin, UK, and serum ferritin was 
analysed using a fully automatic analyser by Johnson and 
Johnson, VITROS®ECiQ, Immunodiagnostic system, Ortho Clinical 
Diagnostics, New Jersey, USA.

Proteinuria was measured by Combur10 test® M strips by Roche 
and analysed by using semi-automatic Cobas u 411 urine analyser 
by Roche diagnostics, Germany, and the samples were graded as 
1+, 2+ or 3+. 

STATISTICAL ANALYSIS
The statistics analysis was conducted using Statistical Package 
for the Social Sciences (SPSS) 26.0. Kolmogorov-Smirnov test 
(N=200) was used to assess normality of parameters concerned. 
None of the parameters followed normal distribution and thus were 
expressed as Median IQR and compared by using Mann-Whitney U 
test. The correlation was assessed by Spearman’s Rank correlation 
and categorical variables were assessed by Chi-square tests. The 
p-value <0.05 was considered statistically significant.

RESULTS
Demographic details and the general characteristics of case and 
control groups are compared in [Table/Fig-1]. Both the groups; case 
group as well as control group, were comparable regarding age, 
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Variables
Cases (n=100) 
Median (IQR)

Controls (n=100) 
Median (IQR) p-value

Iron (µg/dL) 76 (47-117) 79 (58-95.5) 0.95

TIBC (µg/dL) 485 (404-523) 493 (448-544) 0.062

Ferritin (ng/mL) 41 (30-70) 24 (17-44) <0.001*

sTFR (mg/dL) 8.5 (7-9) 8.9 (8-10) 0.023*

[Table/Fig-2]:	 Comparison of serum iron, TIBC, serum ferritin and sTFR among 
pre-eclamptic cases (case group) and normotensive controls (control group). p-values 
calculated by Man-Whitney U test.
sTFR: Serum transferrin receptor; TIBC: Total iron binding capacity; *Significant

Variables Cases, n (%) Controls, n (%) Odds ratio

Ferritin >40 (ng/mL) 50 (50) 26 (26)
3

Ferritin <40 (ng/mL) 50 (50) 74 (74)

[Table/Fig-3]:	 Distribution of cases and controls according to serum ferritin levels 
(below and above 40 ng/mL concentration) and the associated odds ratio (Cases: 
n=100, Controls: n=100).
For comparative analysis of Ferritin: χ2=12.2, df=1, p=0.004. 95% Cl=1.571-5.157, Cl: Confidence 
interval

Variables

Systolic blood pressure Diastolic blood pressure

Correlation coefficient p-value Correlation coefficient p-value

Ferritin 0.37 0.001* 0.16 0.113

sTFR - 0.08 0.123 - 0.14 0.182

TIBC - 0.132 0.19 - 0.238 0.017*

[Table/Fig-4]:	 Correlation coefficients of variables with systolic and diastolic Blood 
Pressure (BP) in pre-eclamptic cases. p-values calculated by Spearman rank 
correlation test. *Significant

Variables

Systolic blood pressure Diastolic blood pressure

Correlation coefficient p-value Correlation coefficient p-value

Ferritin 0.043 0.672 0.092 0.36

sTFR - 0.091 0.36 0.129 0.20

TIBC - 0.006 0.95 -0.057 0.57

[Table/Fig-5]:	 Correlation of variables with systolic and diastolic Blood Pressure (BP) 
in controls. p-values calculated by Spearman’s rank correlation test.

DISCUSSION
Iron deficiency is one among the most common causes of 
anaemia in pregnancy and hence in many countries, particularly 
in developing nations, routine iron supplementation to pregnant 
women has been a public health intervention for a long time 
[22]. There are many studies supporting the benefit of this 
practice, however, some reports suggest that prophylactic iron 
supplementation may be harmful to pregnant women who are 
not iron deficient [10]. Thus, iron intake, transport, distribution 
and storage needs to be organised accurately to balance these 
double characteristics of essentiality and toxicity, which is critical 
for normal body homeostasis [10,23]. Also, the central organ 
regulating pregnancy, the placenta, acts as one of the chief 
sources of iron to the foetus. Due to its potential redox activity, 
iron can be toxic as it catalyses the formation of ROS, which 
eventually can result in a state of oxidative stress, mainly in the 
second trimester of pregnancy. Excess iron supplementation 
can result in saturation of proteins to which it binds (ferritin and 
transferrin), leaving iron in its free form in the bloodstream which 
can lead to oxidative stress with potentially damaging effects in 
mother and the newborn. 

In the present study, serum iron levels were observed to be similar 
in cases and controls. Similar findings were reported by Gutierrez-
Aguirre CH et al., [5]. However, contradictory observations have 
been reported by Shaji Geetha N et al., and Jana SM et al., where 
serum iron levels were observed at increased levels in cases [18,20]. 
These differences could indicate compromised iron intake in the 
population under present study. 

Present study results regarding TIBC levels in pre-eclamptic cases 
were similar to controls. Similar findings were observed in the study 

gestational age and parity. Median (IQR) of systolic and diastolic 
BP of the cases were found to be significantly higher than controls 
(p<0.0001, respectively). [Table/Fig-1] also depicts socio-economic, 
demographic as well as dietary habits of pre-eclamptic cases and 
normotensive controls. There was no significant difference with the 
cases and controls with respect to the aforesaid parameters.

[Table/Fig-2] depicts the median (IQR) values of serum iron, TIBC, 
serum ferritin and sTFR among both the study group. The difference 
of median (IQR) of serum iron levels and TIBC between cases and 
controls were statistically insignificant. Median IQR levels of sTFR 
(mg/dL) in cases were significantly low in comparison to controls 
(8.5 (7-9) vs 8.9 (8-10, p=0.023). Also, median IQR of serum ferritin 
levels (ng/mL) of the cases were found to be significantly higher 
than the controls (41(30-70) vs. 24 (17-44), p<0.001). Moreover, 
participants with serum ferritin levels >40 (ng/mL) were associated 
with three times increased risk of PE (Odds ratio: 3, p=0.004, 95% 
Cl=1.571-5.157) [Table/Fig-3].

Serum ferritin levels in pre-eclamptic cases significantly correlated 
positively with systolic BP (r=0.37, p=0.001). However ferritin levels in 
controls did not show significant correlation with systolic BP (r=0.043, 
p=0.67) [Table/Fig-4-6]. TIBC in case group showed significant negative 
correlation with diastolic BP (r=-0.238, p<0.05) and insignificant 
correlation was observed in controls (r=-0.057, p=0.57) [Table/Fig-7]. 
The sTFR in pre-eclamptic cases and controls showed insignificant 
negative correlation with systolic and diastolic BP [Table/Fig-4]. In 
controls, ferritin, TIBC and sTFR did not show significant correlation 
with either systolic/diastolic BP [Table/Fig-5] whereas in cases ferritin 
failed to show any significant correlation with diastolic BP and TIBC 
with systolic BP [Table/Fig-4]. 

[Table/Fig-6]:	 Serum ferritin levels were observed to correlate positively with 
systolic Blood Pressure (BP). Observed correlation was significant in pre-eclamptic 
cases (r=0.37, p=0.001). No significant correlation was observed between serum 
ferritin and systolic BP in control subjects (r=0.043, p=0.67).

[Table/Fig-7]:	 TIBC levels were observed to correlate negatively with diastolic 
Blood Pressure (BP). Observed correlation was significant in pre-eclamptic cases 
(r=-0.23, p=0.017). No significant correlation was found between TIBC and diastolic 
BP in control subjects (r=-0.057, p=0.57). 
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conducted by Jana SM et al., [20]. However, the reliability of TIBC 
as an indicator of iron availability to the tissues is questionable since 
its levels show fluctuations in physiological conditions like diurinal 
rythm [19].

In the present study, serum ferritin levels were higher in pre-eclamptic 
cases. Similar finding were also observed in the studies of Shaji 
Geetha N et al., Elshahat AM et al., and Mandal D et al., [18,19,24]. 
The serum ferritin levels <15 ng/mL serve as an indicator of depleted 
iron stores [25]. However, in the present population, serum ferritin 
levels were comparatively high thus ruling out the possibility of iron 
deficiency anaemia. 

Increased serum ferritin can also be due to acute phase response, a 
phenomenon observed in pre-eclamptic cases. However, past studies 
have revealed that acute phase response is not the sole cause for 
increased ferritin levels in pre-eclampsia [9]. This complication lead 
us to sTFR that serves as a more reliable indicator in determining iron 
status as its levels are not altered because of acute phase response 
[26]. Present study results show lower sTFR levels in cases. This 
further indicates that iron supplementation could be a possible cause 
of elevated serum ferritin levels in pre-eclampsia. 

Previous studies have shown increased risk of complications like 
preterm birth among pre-eclamptic women having serum ferritin 
levels >40 ng/mL [5]. In the view of above facts, in present study 
subgroup analysis considering the participants having serum ferritin 
>40 ng/mL. Present study results revealed greater number of 
participants in case group having serum ferritin levels >40 ng/mL 
(50% vs 26%). Moreover, the study conducted by Elshahat AM et 
al., evaluated a cut-off value of serum ferritin >43 ng/mL as a criteria 
for prediction of pre-eclampsia [19]. In this context, present study 
revealed that participants having serum ferritin levels >40 ng/mL 
had about three times increased risk of pre-eclamptic occurrence.

A positive correlation of serum ferritin with BP and a negative 
correlation of TIBC with BP further strengthen the association between 
iron status and the contributions it can make in aetiopathogenesis 
of pre-eclampsia. Similar findings were also observed in a study 
conducted by Biswas S et al., [27]. Contrary to these findings 
Kanagal DV et al., did not find any significant correlation of the above 
paramaters with systolic or diastolic BP among pre-eclamptic cases 
[17]. A small sample size of their study could have been the possible 
cause attributed to this non correlation.

Limitation(s)
This study, with larger sample size, can be extended in the form 
of multicentric study, in order to include other populations with 
demographic variations. Also, similar studies could be performed 
on non anaemic population, population with predominant iron 
deficiency anaemia and that with iron mediated toxicity. These 
case-control studies are also needed to be supplemented with 
more cohort studies in order to establish the iron contribution in 
pre-eclamptic aetiopathogensis.

CONCLUSION(S)
Higher serum ferritin levels and lower sTFR values were observed 
in cases. A correlation of BP with ferritin and that with TIBC is also 
established. Present study results show lower sTFR levels in cases. 
These observations indicate that iron supplementation could lead to 
enhanced iron status in pre-eclamptic cases compared to controls. 
Although, none of the iron related parameters in this study could be 
related to iron overload, yet an unchecked and unmonitored iron 
supplementation could further increase a possibility of iron mediated 
added complications in pre-eclampsia. Present study results, in 
combination with previous studies from others, hereby suggest 

that cautionary tests for estimation of serum ferritin and sTFR levels 
should be conducted to assess iron status in pre-eclampsia before 
prescribing or continuing with iron supplementation. This would 
help to prevent any possibility of iron overload in pre-eclamptic 
patients. The assessment would further help clinicians to restrict/
lower the prescribed dose of iron supplements. Authors however, 
also believe that in situations where screening for serum ferritin and 
sTFR levels is not possible, iron supplementation during pregnancy 
should be kept continued, especially in population with predominant 
iron deficiency.

REFERENCES
	 Cunningham F, Lenevo K, Bloom S, Hauth J, Rouse D, Spong C. Maternal [1]

physiology. (In Edts). Williams Obstetrics, 23rd ed. USA: The McGraw-Hill 
companies. 2010.

	 Kanagal DV, Rajesh A, Rao K, Harshini DU, Shetty H, Kumari S, et al. Levels of [2]
serum calcium and magnesium in pre-eclamptic and normal pregnancy: A study 
from coastal India. J Clin Diagn Res. 2014;8(7):OC01-04.

	 Misra M, Singh L, Thakur A, Singh S, Kumar J, Juyal D. Comparative [3]
analysis  of  serum calcium level and thyroid profile in pregnant normotensive 
and  pre-eclamptic women: A case-control study. J Clin Diagn Res. 
2020;14(5):BC05-09. 

	 Tranquilli AL, Dekker G, Magee L, Roberts J, Sibai BM, Steyn W, et al. The [4]
classification, diagnosis and management of the hypertensive disorders 
of pregnancy: A revised statement from the ISSHP. Pregnancy Hypertens. 
2014;4(2):97-104.

	 Gutierrez-Aguirre CH, García-Lozano JA, Treviño-Montemayor OR, Iglesias-[5]
Benavides JL, Cantu-Rodriguez OG, Gonzalez-Llano O, et al. Comparative 
analysis of iron status and other hematological parameters in pre-eclampsia. 
Hematology. 2017;22(1):36-40. 

	 Sukonpan K, Phupong V. Serum calcium and serum magnesium in normal and [6]
pre-eclamptic pregnancy. Arch Gynaecol Obstet. 2005;273:12-16.

	 Casanueva E, Viteri FE. Iron and oxidative stress in pregnancy. J Nutr. 2003;133(5 [7]
Suppl. 2):1700S-1708S. 

	 Rinnerthaler M, Bischof J, Streubel MK, Trost A, Richter K. Oxidative stress in [8]
aging human skin. Biomolecules. 2015;5(2):545-89.

	 Siddiqui IA, Jaleel A, Kadri HM, Saeed WA, Tamimi W. Iron status parameters in [9]
pre-eclamptic women. Arch Gynaecol Obstet. 2011;284(3):587-91.

	 Ng S-W, Norwitz SG, Norwitz ER. The impact of iron overload and ferroptosis on [10]
reproductive disorders in humans: Implications for pre-eclampsia. Int J Mol Sci. 
2019;20:3283.

	 Khalafallah AA, Dennis AE. Iron deficiency anaemia in pregnancy and postpar- [11]
tum: Pathophysiology and effect of oral versus intravenous iron therapy. J 
Pregnancy. 2012;2012:630519.

	 Zhou SJ, Gibson RA, Makrides M. Routine iron supplementation in pregnancy [12]
has no effect on iron status of children at six months and four years of age. J 
Pediatr. 2007;151:438-40.

	 Zhou SJ, Gibson RA, Crowther CA, Baghurst P, Makrides M. Effect of iron [13]
supplementation during pregnancy on the intelligence quotient and behavior of 
children at 4 y of age: Long-term follow-up of a randomized controlled trial. Am 
J Clin Nutr. 2006;83:1112-17.

	 Altaher AM, El-Ottol AEKY, Ahmed. Iron status parameters in pre-eclamptic [14]
women in Gaza Palestine. Iug Jour Nat Stud. 2020;28(1):38-45.

	 Maitra S, Mukthapuram A, Huligol G, Sreelatha, Vishwanath HL. Increased serum [15]
ferritin and Iron levels in pre-eclampsia. IOSR. 2009;5(2):50-52.

	 Osman RM, Modawe G, Abdrabo AA. Assessment of iron status in pregnant [16]
ladies with pre-eclampsia. Int Jour Pharm Bio. 2015;2(2):08-11.

	 Kanagal DV, Rajesh A, Devi HU, Shetty H, Shetty PK, Kumari S. Iron status in [17]
pre-eclampsia- A study from South India. JMSCR. 2014;2(8):2025-31.

	 Shaji Geetha N, Bobby Z, Dorairajan G, Jacob SE. Increased hepcidin levels in [18]
Pre-eclampsia: A protective mechanism against iron overload mediated oxidative 
stress? J Matern Fetal Neonatal Med. 2020;20:01-06.

	 Elshahat AM, Ibharim MZ, Kishk EA, Basuony RA, Taha OT. Increased serum [19]
ferritin levels in women with pre-eclampsia. J Clin Obs Gynae. 2020;1-6.

	 Jana SM, Mukhopadhya M, Bandyopadhya SN, Jana T, Pramanik S. Pre-[20]
eclampsia is associated with iron and ferritin in third trimester of pregnancy: 
A cross-sectional observational study from a, teritiary care center at Kolkata. 
JMSCR. 2018;6(2):1170-75.

	 Liu JX, Chen D, Li MX, Hua Y. Increased serum iron levels in pregnant women [21]
with Pre-eclampsia: A meta-analysis of observational studies. J Obstet Gynaecol. 
2019;39(1):11-16.

	 Munger E. Iron supplementation in pregnancy. J Perinat Med. 2003;31(5):420-26.[22]
	 Calderon-Velez CJ. Iron supplementation and oxidative stress in pregnancy: [23]

A little-discussed paradox. Revista Colombiana de Obstetricia y Ginecologia. 
2007;58(4):304-08.

	 Mandal D, Biswas S, Das AK, Mandal A. Comparative study of serum iron [24]
and ferritin levels in pregnancy induced hypertensive and normotensive 
primigravida mother and correlation with oxidative stress. Annal Int Med Dent. 
2020;6(2):2395-822.

	 Akkurt MO, Akkurt O, Altay M, Coskun B, Erkaya S, Sezik M. Maternal serum [25]
ferritin as a clinical tool at 34-36 weeks’ gestation for distinguishing subgroups of 
fetal growth restriction. JMFNM. 2017;30(4):452-56.



Lakbir Singh et al., Iron Related Parameters in Pre-eclampsia 	 www.jcdr.net

Journal of Clinical and Diagnostic Research. 2021 Oct, Vol-15(10): BC22-BC262626

PARTICULARS OF CONTRIBUTORS:
1.	 PhD Student, Department of Biochemistry, School of Life and Basic Sciences, Jaipur National University, Jaipur, Rajasthan, India.
2.	 Assistant Professor, Department of Biochemistry, Jaipur National University Institute for Medical Sciences and Research Centre, Jaipur, Rajasthan, India.
3.	 Associate Professor, Department of Pathology, Jaipur National University Institute for Medical Sciences and Research Centre, Jaipur, Rajasthan, India.
4.	 Associate Professor, Department of Obstetrics and Gynaecology, Esic Medical College and Hospital, Alwar, Rajasthan, India.
5.	 Assistant Professor, Department of Biochemistry, School of Life and Basic Sciences, Jaipur National University, Jaipur, Rajasthan, India.

PLAGIARISM CHECKING METHODS: [Jain H et al.]

•  Plagiarism X-checker: Jun 07, 2021
•  Manual Googling: Sep 13, 2021
•  iThenticate Software: Sep 13, 2021 (24%)

Etymology: Author OriginNAME, ADDRESS, E-MAIL ID OF THE CORRESPONDING AUTHOR:
Dr. Saurabh Singh,
Department of Biochemistry, School of Life and Basic Sciences, Seedling Institute 
of Integrated Learning of Advanced Sciences (SIILAS), Jaipur National University, 
Jagatpura, Jaipur, Rajasthan, India.
E-mail: saurabhsingh@jnujaipur.ac.in

Date of Submission: Jun 05, 2021
Date of Peer Review: Aug 15, 2021
Date of Acceptance: Sep 20, 2021

Date of Publishing: Oct 01, 2021

Author declaration:
•  Financial or Other Competing Interests:  None
•  Was Ethics Committee Approval obtained for this study?  Yes
•  Was informed consent obtained from the subjects involved in the study?  Yes
•  For any images presented appropriate consent has been obtained from the subjects.  No

	 Pasha EH, Yadav R, Bansal SK, Batra A, Shaveta, Halder D, et al. Study of [26]
soluble transferrin receptor/log ferritin ratio as a determinant of body iron in 
young healthy non pregnant females. J Clin Diag Res. 2018;12(3):BC05-08.

	 Biswas S, Roy A, Biswas S. Comparative study of copper zinc, iron, ferritin, [27]
calcium and magnesium levels in pregnancy induced hypertension and 
normotensive primigravida mothers. Int J Res Med Sci. 2016;4(6):1879-83.

http://europeanscienceediting.eu/wp-content/uploads/2016/11/ESENov16_origart.pdf

