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Abstract
Background
Home fortification using sachets of micronutrient powder (e.g. “Sprinkles”) is a food-based approach offering an alternative to high dose vitamin A (VA) supplements for infants. The primary objective was to investigate the impact of VA-home fortification on infant VA pool size. The secondary objective was to compare VA status of infants assessed by the modified relative dose response (MRDR) test before and the 13C-retinol isotope dilution (13C-RID) test in the same infants after vitamin A supplementation.

Methods
A randomized-controlled trial was conducted in 7–9 month old infants in Ghana. Eligible children were randomly allocated to receive a daily sachet of “Sprinkles” with or without VA for 5 months added to complementary foods. The MRDR test indirectly determined VA liver reserves at baseline and the 13C-RID determined VA body pool at follow-up in the same cohort of children.

Results
At baseline, the MRDR values (95 % CI) for infants were comparable in the intervention and control groups: normal at 0·032 (SD 0·018) (0·025–0·038) and 0·031 (SD 0·018) (0·024–0·038), respectively. After intervention, total body stores (TBS) and liver retinol concentrations did not differ between intervention and control groups; TBS were 436 (SD 303) and 434 (SD 186) μmol, respectively, and estimated liver concentrations were 0·82 (SD 0·53) and 0·79 (SD 0·36) μmol/g liver, indicating adequate reserves in all children.

Conclusions
Both the MRDR and 3C-RID tests confirmed that the infants had adequate VA status before and after home fortification of their complementary foods. These tests offered more information than serum retinol concentrations alone, which predicted VA deficiency using current suggested cutoffs not corrected for inflammation status.
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Background
The growth rate of breast-fed infants in developing countries during the first 6 months of life is comparable to that of infants in developed countries. However, infants in developing countries deviate from this satisfactory growth pattern after this period [1]. This has been attributed to lack of nutrient-dense complementary foods and is further exacerbated by persistent micronutrient deficiencies [2] thus making children in developing countries vulnerable to diseases and death during the weaning period. One means of addressing this problem in poor communities where infants and young children consume monotonous cereal-based diets, is by feeding infants complementary foods containing micronutrients, such as vitamin A (VA), iron and zinc sprinkled on the food immediately before feeding [3–5].
Vitamin A deficiency is a public health problem in many countries and diminishes the ability of young infants to fight infections predisposing them to an increased risk of early death [6]. Infections occurring during the infant’s life lead to increased risk of morbidity [7, 8], VA excretion in urine, and increased VA requirements [9]. High dose supplements are an effective way to ward off the deleterious effects of VA deficiency [10], and reduce mortality [11] and severe morbidity [12, 13] in children 1–5 y of age in less developed countries. Children are born with low VA stores and depend on their mother’s milk for VA. Before an infant is introduced to complementary foods, the mother may not be able to provide enough VA to boost the child’s liver stores if she herself has low VA stores [14] or does not consume rich sources of VA during lactation.
Home fortification is a food-based approach offering an alternative to administration of high dose VA supplements directly to infants and young children [3]. A novel practical formulation of micronutrient powders in single dose sachets, commonly called “Sprinkles”, was developed for home fortification of weaning foods to address the problem of micronutrient deficiency in young infants. “Sprinkles” can be added once daily to any complementary food immediately before serving. Sachets typically contain iron and zinc; vitamins A, C, and D; and folic acid [15]. Sprinkles can be used to meet the infants’ high VA requirements for rapid growth after 6 months of age [15–17].
The success of home-based strategies needs to be evaluated by assessing VA status [18]. Serum retinol concentrations, which are homeostatically controlled yet depressed during times of infection due to the acute phase response [19, 20], are only useful when liver reserves are severely depleted but many children suffer from a marginal VA status [21]. The modified relative dose response (MRDR) test indirectly determines VA liver reserves. As liver VA reserves become depleted, apo-retinol-binding protein accumulates in the liver. A challenge dose of 3,4-didehydroretinyl acetate is administered and the response of 3,4-didehydroretinol (DR)-holo-retinol-binding protein complex is measured in the serum ~5 h after dosing [21–23]. The MRDR test is a categorical indicator of VA status and is typically positive at <0.1 μmol retinol/g liver [21]. The MRDR test distinguishes between moderately inadequate and adequate VA status, based on the ratio of DR to retinol (DR:R) in serum after dosing [24]. Stable isotopes are used to determine the VA body pool by using deuterium or 13C-retinol as a tracer [25, 26]. The tracer dilution technique is the only indirect measure that provides a quantitative estimate of total body VA pool size [27] and stable isotopes lack the potential deleterious effects of radioisotopes on human health [28].
The primary objective of this study was to investigate the impact of VA-home fortification on infant VA pool size using the 13C-retinol isotope dilution (13C-RID) test at follow-up among children who received “Sprinkles” with or without VA added to complementary foods. VA status of infants was determined at baseline with the MRDR test because it requires a smaller volume of blood and is less expensive to analyse than the 13C-RID test. Thus, although the two methods were not used concurrently at baseline and endline, the secondary objective was to use the MRDR test and the 13C-RID test in the same cohort of infants because this has not been done before.

Methods
Study site
The trial was carried out in 7 villages surrounding Kintampo located in the Brong Ahafo Region of Ghana. The district has a resident population of about 140,000, the majority of whom have a relatively poor socioeconomic status [29]. Anthropometric data also indicated a prevalence of stunting of 32 % and wasting of 4 % among children aged 12 months [30].

Participants and study interventions
This community-based study included infants aged 7–9 months (n 93) and their ages were verified by inspecting their vaccination cards. Children of this age were selected to ensure that weaning had been established after they were identified by trained field workers. Eligible children were enrolled at home and randomly allocated to receive daily “Sprinkles” with or without VA using a computer generated random number table. Eligibility criteria included willingness of mothers to provide consent, to stay in the study area throughout the study duration and to feed the child with the contents of the micronutrient sachets. The child was also expected to eat complementary foods in addition to breast milk, and haemoglobin needed to be >70 g/l. Those in the VA group received a daily dose of a powdered fortificant (MNP-Sprinkles; Mumbai, India) containing 12 · 5 mg of elemental iron (as microencapsulated ferrous fumarate) plus ascorbic acid (30 mg), retinyl palmitate (400 μg RAE), and zinc (5 mg). The control group received a similar fortificant that did not contain VA. Blinding of the intervention was carried out by a neutral group of persons who packaged the supplements in identical packages with codes unknown to the investigators. Field workers delivered weekly supplements to mothers for use 7 d/week. At the conduct of this trial, VA supplementation was a national policy given to infants when they reached 6 months of age through national campaigns. Children enrolled in this study were excluded from taking the routine VA supplementation until the end of the 5-month study by marking their vaccination cards stating that they were enrolled in another study and should not be given routine VA supplementation at 6 months of age as is the practice in Ghana. This was effectively ensured by inspecting the identity cards of all children enrolled to determine if they were part of any other ongoing studies or programs that routinely administer VA supplementation. Infants were followed for 5 months. Mothers were instructed to mix a single sachet of “Sprinkles” with a small amount of food and to add water and sugar as needed to ensure that the child consumed the entire sachet. Breast feeding is universal in this area and mothers were not prevented from breast feeding their infants during the intervention. Where there were two eligible children in a household, only one was randomly selected. This was done to prevent contamination if it happened that the two children belonged to different groups and they happened to share food with each other.

Sample size
Sample size was based on previous stable isotope work done by Tondeur et al. [31] in Kintampo. We estimated that 15 infants per group would be sufficient to detect a 5 % difference in VA pool size with a 5 % SD on the basis of a type 1 error set at 0·05 and a 0·8 probability of detecting a true difference between the two groups. Incidentally, at the time this study was performed, fifteen children per group was considered adequate for the determination of the VA body pool size for supplements as stated by the Vitamin A Tracer Task Force [27]. The primary objective served as the basis for the sample size calculation but the sample size requirements for the MRDR test to be descriptive of the VA status as stated by the Vitamin A Tracer Task Force [27] was larger and hence the need for more children to be recruited.

Study procedures
A detailed explanation of the purpose, risks, and benefits were verbally explained and consent was sought for children’s participation from their mothers. In the presence of a witness, mothers who were literate signed a consent form but fingerprints were obtained for those who could not sign. The child of each consenting mother was issued a study ID card containing identification information, which was used by trained staff to replenish their weekly supply of Sprinkles and for database management. Information on compliance was obtained by collecting the used empty sachets weekly from mothers and because the study was double-blind, compliance was expected to be similar in both groups; however, the allocation of the empty sachets were not verified to determine which group they belonged to in order not to disclose the groups to which the children had been assigned.
All information collected was considered confidential and was de-identified. The Institutional Ethics Committee of the Kintampo Health Research Centre (Office for Human Research Protections Federal Wide Assurance Number 00011103 and IRB registration number 0004854) approved the study protocol. The study was registered with clinical trials.gov NCT 01751009.
Information was collected on socioeconomic status (occupation), marital, and education status. Morbidity questionnaires were used to collect health data by fieldworkers for the 5 months through surveillance fortnightly, the health of the child was assessed and information was collected on whether the child had been taken to a health facility within the past two weeks. At the beginning and end of the 5 months study period, anthropometric, haemoglobin [32], CRP [33] (QuickRead, Orion Diagnostica, Finland), and ferritin (Spectro Ferritin, Ramco Laboratories USA) [34, 35] assessments were carried out. Haemoglobin concentrations were measured with the use of a portable HEMOCUE-Hemoglobin photometer (Hemocue Inc, Angelholm, Sweden). Haemoglobin was considered low if <100 g/l [36]. Depleted iron stores were defined as ferritin < 12 μg/l and elevated CRP was defined as >5 mg/L.

Modified relative dose response test
The MRDR test involved giving an oral dose of 5 · 3 μmol 3,4-didehydroretinyl acetate dissolved in 290 μl corn oil in the morning using a 0 · 3 ml insulin syringe. The children were dosed at their homes and 5 h later a heel prick blood sample (~500 μl) was taken. The samples were stored on ice away from light in a cooler until transported to the laboratory. Clotted blood samples were centrifuged at 600 X g for 10 min and the serum was stored at –20 °C until shipped. After completion of the trial, samples were shipped frozen to the Vitamin A Assessment Laboratory at University of Wisconsin-Madison. All samples arrived frozen and were immediately stored at -80 °C until analysis. The samples were analysed for DR and R using a standardised method developed specifically for small serum volumes [37]. MRDR values (DR:R) >0 · 06 were used to indicate VA deficiency.

Extraction and high-pressure liquid chromatography (HPLC) procedures
The standard HPLC method was followed as published for 200 μl serum [37] except three extractions were made with 300 μl hexanes instead of two [38].

Description of 13C-retinol isotope dilution test
Blood samples of 7 children from both groups were randomly taken in May 2010 after the last sachets were used to serve as a measure of natural abundance of 13C [39]. The remaining [33] children (14 VA group; 19 control) were given an oral 1 μmol (288 μg retinol equivalents) dose of 13C2-retinyl acetate followed by 14 d to allow for tracer mixing with the retinol pool in children [40, 41]. Blood (2 ml) was collected from 33 infants for assessment of the VA liver stores and results were obtained for 24 infants because insufficient serum was obtained from some infants. The optimal amount of serum required for the test is 1 · 5 ml, although we were able to get reliable readings on 0 · 5 ml. The samples were analysed using the method of Howe et al. [39] modified by Valentine et al. [42]. The gas chromatography/combustion/isotope ratio mass spectrometer was run as previously described by Howe et al. [39].

Calculation of total body vitamin A stores
Total body VA was calculated using the following mass balance equation, substituting for c, and rearrangement:[image: $$ \begin{array}{c}\hfill \left({\mathrm{F}}_{\mathrm{a}}\mathrm{x}\ \mathrm{a}\right) + \left({\mathrm{F}}_{\mathrm{b}}\mathrm{x}\ \mathrm{b}\right) = \left({\mathrm{F}}_{\mathrm{c}}\mathrm{x}\ \mathrm{c}\right)\hfill \\ {}\hfill \mathrm{c} = \mathrm{a} + \mathrm{b}\hfill \\ {}\hfill \mathrm{b} = \mathrm{a}\ \left({\mathrm{F}}_{\mathrm{a}} - {\mathrm{F}}_{\mathrm{c}}\right)\ /\ \left({\mathrm{F}}_{\mathrm{b}} - {\mathrm{F}}_{\mathrm{c}}\right)\hfill \end{array} $$]



                        
Where Fa = atom percent (%At) of the dose*0 · 01 = 0 · 1 (2 of 20 atoms labeled), Fb = %At at baseline*0 · 01 based on the mean of natural enrichment samples, and Fc = %At at day 14 after dosing*0 · 01 (%At for each of the individual results). Additionally, a = μmol VA absorbed from the dose, which is assumed to be 80 % in this group of infants who are susceptible to multiple infections [41, 43], b = uncorrected body pool at baseline (unknown), and c = μmol VA in body pool after dosing = a + b. It is then corrected for loss of tracer in the body over the 14 d by accounting for the half-life of retinol in young children [44], so the corrected body pool of VA = b x e^(-kt) where k = ln(2)/32 and t = time in days of the serum collection after the dose was administered. Finally, the total body stores (TBS) were corrected for the serum to liver ratio of 0 · 8 because the infants were not fed a low-VA containing diet during the equilibration period, which is supported by one human study [45]. Total liver reserves were assumed to be 80 % of TBS and liver weight was assumed to be 4 % of total body weight in these infants [43, 46]. Of the 14 completing children in the intervention group who were actually tested using stable isotopes, 10 were males and 4 were females, and for the 19 in the control group, 7 were males and 12 were females.

Data management and statistical analyses
Field supervisors checked all forms manually for completeness. Forms were double entered on computers, range and consistency checks performed, and discrepancies resolved with reference to the original form using Microsoft Visual Foxpro version 9 · 0 Data Management Software. Data were analysed using Stata version 11. Simple descriptive analysis of baseline measures (e.g. demographic, socioeconomic, biochemical) was performed across the treatment groups to confirm their comparability. Categorical demographic characteristics were summarised as proportions, while continuous variables were summarised as means. Differences in means of quantitative variables, such as ferritin, MRDR, and CRP, between intervention and controls at baseline and endline were evaluated using t-tests. Normality of residuals for isotopic data was assessed by the Shapiro-Wilk test. Non-parametric analysis was carried out on ranked data. Anthropometric indices of height-for-age (HA), weight-for-age (WA), and weight-for-height (WH) were expressed as z-scores using the WHO Anthro for personal computers, Version 3 · 1, 2010. P < 0 · 05 was considered statistically significant.


Results
Enrolment of subjects
The studied children were enrolled from January through June 2010. There were 30/47 (63 · 9 %) males in the intervention group and 19/46 (41 · 3 %) in the control group. Characteristics of mothers of children in both groups were similar (Table 1). Seven infants were lost to follow-up before blood samples could be collected for VA analyses leaving 86 eligible children (Fig. 1). Ten mothers moved out of the study area during the farming season, a mother reported that her child was sick and three mothers refused to allow blood samples of their infants to be collected. Blood samples were collected from a total of 72 children for haemoglobin analyses.Table 1Comparison of age of children and baseline data of mothers in the intervention and control groupsa
                                    


	 	Intervention
	 	Control
	 	
                              P
                            

	
                                            n 47
	
                                            n 46
	 
	 	Number
	Percent
	Number
	Percent
	 
	Parity
	 	 	 	 	 
	1–3
	26
	55 · 3
	26
	56 · 5
	 
	4–6
	14
	29 · 8
	12
	26 · 0
	0 · 09

	>6
	7
	14 · 9
	8
	17 · 4
	 
	Education
	 	 	 	 	 
	None
	29
	61 · 7
	31
	67 · 4
	 
	Primary
	7
	14 · 9
	5
	10 · 9
	0 · 80

	Middle
	8
	17 · 0
	7
	15 · 2
	 
	Secondary
	3
	6.4
	2
	4 · 3
	 
	Unknown
	0
	 	1
	2 · 1
	 
	Marital status
	 	 	 	 	 
	Married
	32
	68 · 1
	29
	63 · 0
	 
	Living together
	12
	25 · 5
	12
	26 · 0
	0 · 71

	Widowed
	0
	0
	1
	2 · 2
	 
	Divorced
	0
	0
	1
	2 · 2
	 
	Single unmarried
	3
	6 · 4
	3
	6 · 5
	 
	Occupation
	 	 	 	 	 
	Farmer
	38 · 0
	80 · 8
	34 · 0
	73 · 9
	 
	Trader
	5 · 0
	10 · 6
	5 · 0
	10 · 9
	0 · 59

	Professional
	4 · 0
	8 · 5
	7 · 0
	15 · 2
	 
	Age, months
	Mean
	Range
	Mean
	Range
	 
	Baseline
	8 · 2
	7 · 9–8 · 1
	8 · 4
	8 · 1–8 · 7
	0 · 30

	Endline
	14 · 1
	13 · 7–14 · 1
	14 · 4
	14 · 0–14 · 7
	0 · 23



                                    aNo significant difference was noted among treatment groups for all characteristics shown



                           [image: A13690_2016_121_Fig1_HTML.gif]
Fig. 1Numbers of infants at each stage in the trial, and the reasons for any losses to follow up




                        

Vitamin A status in infants
Out of 93 children enrolled, 63 blood samples were finally collected for MRDR testing at baseline to determine VA status. Even though 72 children were eligible, nine infants were not presented by their mothers for the final blood draw for the MRDR test due to suspected concerns with blood draw. The MRDR test (n 30 and 33 in the intervention and control groups, respectively) showed that there was no difference in the VA status between the groups even when infants with high CRP were excluded (Table 2). At baseline, the mean ratio (95 % CI) of MRDR for infants in the intervention group represented sufficient vitamin A status 0 · 032 (0 · 025–0 · 038) (SD 0 · 018), values did not differ from those of the control group, i.e., 0 · 031 (0 · 024–0 · 038) (SD 0 · 018). In contrast, the mean serum retinol concentrations were 0 · 812 (SD 0 · 238) (95 % CI 0.73–0.90) and 0 · 781 (SD 0 · 266) (95 % CI 0.69–0.87) μmol/L for the intervention and control groups, respectively, with 34.9 % of the children having a serum retinol concentration below 0 · 7 μmol/L, which is used as a cutoff value for VA deficiency. The MRDR and serum retinol concentrations were not correlated (r = 0.167, P = 0.19). After 5 months supplementation, the vitamin A status was assessed as endline on a subgroup of infants in both groups using the 13C-RID test. Liver retinol concentrations did not differ between groups (P = 0 · 87) and all children had adequate status. The intervention and control groups had TBS of 436 (SD 303) and 434 (SD 186) μmol, respectively. The estimated liver reserves were 0·82 (SD 0·53) and 0·79 (SD 0·36) μmol/g of liver for the intervention and control groups, respectively. Even removing the results of TBS of three potential outliers (545 – 697 μmol) out of the total 24 infants did not demonstrate a significant difference in the liver stores and therefore they were left in the statistical analysis. In this group of infants, both the MRDR and isotope dilution tests indicated adequate liver reserves in all children.Table 2Infant vitamin A status, hematologic and anaemia indexes at baseline and end line in intervention and control groups


	 	Intervention
	Control
	 
	Low vitamin A statusy
                                          
	Number
	%
	Number
	%
	 
	All infants
	2/29
	6 · 9
	2/34
	5 · 9
	0 · 87

	Excluding infants with high CRPd
                                          
	2/22
	9 · 1
	2/26
	7 · 7
	0 · 86

	Adequate vitamin A by MRDRχ
                                          
	 	 	 	 	 
	All infantsχ
                                          
	27/29
	93 · 1
	32/34
	88 · 2
	0 · 86

	Excluding infants with high CRPd
                                          
	20/22
	90 · 9
	24/26
	92 · 3
	0 · 86

	Baseline indexes
	Mean
	 	Mean
	 	 
	Haemoglobin (g/l)
	103
	 	101
	 	 
	 	Number
	%
	Number
	%
	 
	Prevalence of anaemiab
                                          
	18/47
	38 · 3
	20/46
	42 · 5
	0 · 61

	Prevalence of low ferritinc
                                          
	0/32
	0.0
	1/34
	2 · 9
	0 · 33

	Prevalence of elevated CRPd
                                          
	7/32
	21 · 9
	8/34
	23 · 5
	0 · 87

	Endline indexes
	Mean
	 	Mean
	 	 
	Haemoglobin (g/l)
	111
	 	108
	 	 
	 	Number
	%
	Number
	%
	 
	Prevalence of anaemiab
                                          
	8/34
	23 · 5
	12/38
	31 · 6
	0 · 44

	Prevalence of low ferritinc
                                          
	0/16
	0 · 0
	0/17
	0.0
	-

	Prevalence of elevated CRPd
                                          
	8/17
	47 · 0
	7/17
	41 · 2
	0 · 73



                                    aχ ± SD

                                    bDefined as haemoglobin concentration <10 g/dl

                                    cDepleted iron stores defined as ferritin < 12 μg/l

                                    dElevated CRP > 5 mg/L

                                    ylow vitamin A status MRDR ≥ 0 · 06

                                    χAdequate vitamin A status MRDR < 0 · 06



                        

Anthropometry and haematological indices
Weight and height of enrolled children did not differ at baseline and endline. There was no change observed in other anthropometric indices between the intervention and the control groups Table 3. The two groups were not significantly different with respect to their anaemia and CRP status at baseline. At the end of the supplementation period, more infants tended to be anaemic in the control group as compared with the intervention group (23 · 5 % vs. 31 · 6 %) but this was not significant (Table 2).Table 3Infant anthropometric status (z-scores) at baseline and end line in intervention and control groups


	 	Intervention
	Control
	
                              p
                            

	Baseline anthropometry
	Mean
	SD
	Range
	Mean
	SD
	Range
	 
	Child weight (kg)
	7 · 6
	1.03
	7 · 20, 7 · 90
	7 · 3
	1.04
	7 · 0, 7 · 60
	0 · 19

	Child height (cm)
	68 · 2
	3.19
	67.3, 69.2
	68 · 4
	3.01
	67 · 5, 69 · 3
	0 · 79

	Height-for-agea
                                          
	-0 · 8
	1 · 16
	-1 · 18, -0 · 50
	-0 · 7
	1 · 28
	-1 · 09, -0 · 33
	0 · 62

	Weight-for-agea
                                          
	-1 · 0
	1 · 06
	-1 · 32, -0 · 69
	-1 · 2
	1 · 27
	-1 · 60, -0 · 85
	0 · 37

	Weight-for-heighta
                                          
	-0 · 6
	1 · 07
	-0 · 95, -0 · 32
	-1 · 1
	1 · 12
	-1 · 40, -0 · 72
	0 · 06

	Endline anthropometry
	 	 	 	 	 	 	 
	Child weight (kg)
	8 · 3
	1.77
	7 · 70, 8 · 90
	8 · 3
	1.74
	7 · 70, 8 · 90
	0 · 95

	Child height (cm)
	74.1
	3.30
	72 · 9, 75 · 3
	74 · 5
	3.31
	73 · 4, 75 · 6
	0 · 61

	Height-for-agea
                                          
	-1 · 4
	1 · 17
	-1 · 79, -0 · 95
	-1.2
	1 · 16
	-1 · 55, -0 · 77
	0 · 46

	Weight-for-agea
                                          
	-1 · 3
	0 · 89
	-1 · 64, -1 · 00
	-1.3
	1 · 16
	-1.67, -0.90
	0 · 9

	Weight-for-heighta
                                          
	-0 · 9
	0 · 72
	-1 · 19, -0 · 67
	-1.0
	1 · 21
	-1.43, -0.61
	0 · 7



                                    aχ ± SD



                        

Morbidity assessment for infants during biweekly visits
An assessment of clinical conditions was carried out every other week from the start of supplementation until the end of the 5 months period. There were no differences in any of the conditions assessed, but more infants sought treatment in the intervention group compared with the control group during weeks 12 and 14 (Table 4).Table 4Comparison of morbidity reports for infants at 2 week visits between intervention and control groupsa
                                    


	 	Intervention
	Control
	
                              P
                            
	Intervention
	Control
	
                              P
                            

	 	Number
	Percent
	Number
	Percent
	 	Number
	Percent
	Number
	Percent
	 
	 	2 weeks
	2 weeks
	 	4 & 6 weeks
	4 & 6 weeks
	 
	Cough
	8/40
	20 · 0
	6/38
	15 · 8
	0 · 63
	11/82
	13 · 4
	7/76
	9 · 2
	0 · 40

	Diarrhoea
	12/40
	30 · 0
	11/38
	28 · 9
	0 · 92
	19/82
	23 · 2
	24/76
	31 · 6
	0 · 23

	Refuse breast
	2/40
	5 · 0
	0/38
	0 · 0
	0 · 16
	4/82
	4 · 9
	2/76
	2 · 6
	0 · 46

	Feverishness
	5/40
	12 · 5
	4/38
	10 · 5
	0 · 78
	13/82
	15 · 8
	15/76
	19 · 7
	0 · 52

	Sought treatment in past 2 weeks
	8/40
	20 · 0
	4/38
	10 · 5
	0 · 25
	20/82
	24 · 4
	17/76
	22 · 4
	0 · 76

	 	8 & 10 weeks
	8 & 10 weeks
	 	12 & 14 weeks
	12 & 14 weeks
	 
	Cough
	6/80
	7 · 5
	6/76
	7 · 9
	0 · 92
	8/84
	9 · 5
	2/82
	2 · 4
	0 · 06

	Diarrhoea
	23/80
	28 · 7
	21/76
	27 · 6
	0 · 88
	28/84
	33 · 3
	19/82
	23 · 2
	0 · 15

	Refuse breast
	1/80
	1 · 2
	3/76
	3 · 9
	0 · 28
	0/84
	0 · 0
	1/82
	91 · 2
	0 · 31

	Feverishness
	19/80
	23 · 7
	26/76
	34 · 2
	0 · 15
	14/84
	16 · 7
	8/82
	9 · 8
	0 · 19

	Sought treatment in past 2 weeks
	17/80
	21.2
	13/76
	17.1
	0.51
	16/84
	19.0
	6/82
	7.3
	0.03

	 	16 & 18 weeks
	16 & 18 weeks
	 	20 & 22 weeks
	20 & 22 weeks
	 
	Cough
	3/79
	3 · 8
	4/81
	4 · 9
	0 · 70
	1/73
	1 · 4
	5/81
	6 · 2
	0 · 12

	Diarrhoea
	20/79
	25 · 3
	19/81
	23 · 5
	0 · 78
	17/73
	23 · 3
	19/81
	23 · 5
	0 · 98

	Refuse breast
	2/79
	2 · 5
	2/81
	2 · 5
	0 · 98
	1/73
	1 · 4
	5/81
	6 · 2
	0 · 12

	Feverishness
	15/79
	18 · 9
	16/81
	19 · 7
	0 · 90
	12/73
	16 · 4
	23/81
	28 · 4
	0 · 08

	Sought treatment in past 2 weeks
	14/79
	17 · 7
	12/81
	14 · 8
	0 · 62
	15/73
	20 · 5
	16/81
	19 · 7
	0 · 90



                                    a% of subjects with side effects as a percentage of the total number of visits for the periods indicated
There were no reports of convulsions and bulging fontanelles



                        


Discussion
This study explored the use of stable 13C-tracer methodology to assess the VA body pool size in infants who were followed for a 5-months period of micronutrient home fortification with and without VA. Stable isotopes were used because they lacked the potential harmful effects of radioisotopes on human health making them ideal for studying a broad range of metabolic conditions [47]. The baseline VA status of the children who participated was normal as assessed by the MRDR test and the VA status remained normal after the intervention. The mean TBS of VA also did not differ between groups after the intervention. Serum retinol concentrations were <0.7 μmol/L in 34.9 % of the children at baseline, but this may have been due to the fact that ~23 % of them had inflammation, which was assessed with CRP.
The approach of using two different methods of assessing vitamin A status at different times meant that it was not possible to compare VA body pool size at any one point using the 13C-RID test. The only option was to compare the VA body pool size of children in the intervention and the control group. This may have limited our power to detect an intervention effect. For ethical reasons, our comparative group was not a true placebo but received other micronutrients like zinc and iron, which are also known to enhance VA status and could have led to the lack of an intervention effect. Zinc is a cofactor in the β-carotene cleavage enzyme potentially making the VA more bioavailable from plant sources [48]. Zinc also is involved in the synthesis of retinol-binding protein and thus may influence transport [49].
The VA status of young infants is known to be influenced by the liver retinol stores at birth, consumption of VA from breast milk and other foods, and losses from infections and parasites [50]. Many infants in developing countries remain VA deficient at 6 months of age after the weaning period and will require additional VA [51, 52]. The present study showed that infants in the two groups had comparable VA status as assessed by the MRDR at baseline and 13C-RID tests at endline. The fact that there was no difference in the vitamin A status of infants between groups suggests that in rural communities in Ghana, this method of home fortification did not significantly improve the VA stores of infants in the intervention group compared with infants in the control group over the study period. This is likely due to the adequate VA status observed in this study. TBS were twice as high as Thai children who had marginal to deficient liver reserves and had no access to fortified foods [40], and half as much as Zambian children who had adequate to hypervitaminotic stores of VA on the background of VA supplementation and fortification [41]. The mean values obtained in these Ghanaian infants (~0.8 μmol/g liver) are the same as the midpoint of two Ghanaian infants (0.77 μmol/g liver) who died from serious infections [53]. In 6 to 12 month old US children, the mean value of vitamin A 0.30 ± 0.21 μmol/g liver is lower than the assessed vitamin A values with Ghanaian infants [54]. Ghana had many VA interventions in place when this trial occurred including VA supplements at immunisation contacts and post-partum supplementation to lactating mothers, which may have been missed on the identity cards. Furthermore, green leafy vegetables are widely consumed [38] and vegetable oil and wheat flour are now VA-fortified [55].
Three main strategies have been implemented for improving the VA status among populations: supplementation, food fortification, and dietary diversification [56]. De Pee et al. emphasised the need for effective VA programs in poor countries to include a mix of supplementation, fortification, and dietary diversification [57]. Filteau and Tomkins have advocated that the choice of strategy is context specific and must take into account climate, the agricultural potential of the region, local infrastructure, food beliefs, and socioeconomic status of the population [56]. The current study reveals that sensitive VA assessment is also necessary to demonstrate whether supplementation or fortification is needed in target groups.
Young infants from developing countries are often VA deficient and studies from Bangladesh and Brazil have shown that a quarter to 90 % of children studied had inadequate liver stores assessed by MRDR and autopsy samples, respectively [58]. However, studies in American infants reported no VA deficiency in livers of 6–12 month old infants at necropsy [59]. Assessment of morbidity during our trial did not reveal any difference between those who had been given Sprinkles with VA and those whose sachets did not contain VA. This observation is similar to that found in a trial in Ghana where children were followed weekly to ascertain the occurrence of morbidity. There were no significant differences between the two arms (vitamin A and placebo) with respect to diarrheal and respiratory conditions, but children who received VA had significantly fewer clinical visits and hospital admissions [12]. Villamor and Fawzi have suggested that the protective effect of VA was mediated by a reduction in severity rather than the incidence of infections [60] and this study seems to agree with those findings even though in our study seeking hospital care was used as a proxy for severity. In a trial in Tanzania by Idindili et al., a clinical surveillance system did not confer any clinically important absolute effect on morbidity [61] and this was seen in earlier trials in Ghana in Kintampo [29] but in that trial there were differences in all anthropometric indices between the vitamin A and the placebo groups. The earlier study in Ghana enrolled younger children and gave three doses of 25,000 IU VA at 6, 10 and 14 weeks of age with immunization compared with children in this present study who were between the ages 7–9 months at enrolment. The impact of improvements in VA status is also likely to be related to the extent of deficiency in the population [12, 21]. It should be noted that mothers in the study communities had low socioeconomic status and results of the MRDR tests conducted at baseline showed that all infants had adequate VA status. The mothers may have received high dose supplements post-partum and this may have benefited the infants but no evidence exists to confirm whether this actually happened. No evidence existed, but the infants enrolled in the study may have received VA at their earlier immunization contacts. However, breast-feeding is universal and likely contributed to the adequate liver stores in these children.
Vitamin A can be obtained from the diet as preformed VA (retinol and its esterified form, retinyl ester) in dairy and organ meats or as provitamin A carotenoids from vegetable and fruits; although, it is unlikely that infants in the study consumed much of these foods. In developing countries, 70–90 % of VA is obtained from provitamin A carotenoids in plant foods and these are absorbed much less efficiently (20–50 %) depending on VA status and other non-dietary factors [48, 62]. Some of the main staple foods in the studied area in Ghana are millet, sorghum, and groundnuts, which do not contain significant amounts of carotenoids. However, in Europe and the United States, 75 % of dietary VA is from preformed VA and the fortification of foods, such as milk, breakfast cereals, and some snack foods [63]. This study was not able to do more sophisticated comparisons with the MRDR and stable isotope dilution, such as sensitivity and specificity, because there was a significant amount of time in between the MRDR and isotope dilution tests. Future comparisons of biomarkers should consider this. Developing countries, such as Ghana, have often used serum retinol in the assessment of VA status but stable isotope methodology can be used, even though it is more expensive [27], to quantitatively estimate TBS of VA [21, 43].

Conclusions
This is the first study to assess VA status using the MRDR test before and stable isotope dilution technique after the intervention in the same children. Both the MRDR and 3C-RID tests confirmed that the infants had adequate VA status before and after home fortification of their complementary foods. These tests offered more information than serum retinol concentrations alone, which indicated VA deficiency. In fact, 34·9 % of the children were diagnosed with VA deficiency using serum retinol at baseline, which WHO defines as a severe public health problem. This is one of the reasons that WHO recommends that serum retinol concentrations should not be used alone as they are homeostatically controlled and do not change unless VA status is deficient [64]. Due to this phenomenon, other assays, such as the MRDR and RID tests, have been developed. In current studies using only serum retinol concentrations to assess VA status, it is highly recommended that CRP and α1-acid glycoprotein be measured to correct serum retinol concentrations [65]. Further population-based research needs to be conducted to determine the feasibility of using stable isotopes to evaluate different VA interventions [66].

Acknowledgements
This study was jointly funded by the International Atomic Energy Agency and the Kintampo Health Research Centre. We wish to thank the University of Wisconsin-Madison for carrying out the analyses of the samples, staff of KHRC, and members of the community where the research was carried out for their interest in participating in this study.
Financial support
This work was supported by the International Atomic Energy Agency and Global Health funds at the University of Wisconsin-Madison. The study was registered with clinical trials.gov NCT 01751009.



                           Open AccessThis article is distributed under the terms of the Creative Commons Attribution 4.0 International License (http://​creativecommons.​org/​licenses/​by/​4.​0/​), which permits unrestricted use, distribution, and reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver (http://​creativecommons.​org/​publicdomain/​zero/​1.​0/​) applies to the data made available in this article, unless otherwise stated.

References
1.
Guptill KS, Esrey SA, Oni GA, Brown KH. Evaluation of a face to face weaning intervention in Kwara state Nigeria: knowledge, trial and adoption of a home-prepared weaning food. Soc Sci Med. 1993;36:665–72.CrossRefPubMed

2.
Dewey KG, Peerson MJ, Heinig MJ, Noomsen LA, Lonnerdal B, Lopez De Roamn G, et al. Growth patterns of breast fed infants in affluent (United States) and poor (Peru) communities: implications for timing of complementary feeding. Am J Clin Nutr. 1992;56:1012–8.PubMed

3.
Nestel P, Briend A, de Benoist B, Decker E, Ferguson E, Fontaine O, et al. Complementary food supplements to achieve micronutrient adequacy for infants and young children. J Pediatr Gastroenterol Nutr. 2003;36(3):316–28.CrossRefPubMed

4.
Davidsson L. Approaches to improve iron bioavailability from complementary foods. J Nutr. 2003;133:S1560–2.

5.
Adu-Afarwuah S, Lartey A, Brown KH, Zlotkin KH, Briend A, Dewey KG. Home fortification of complementary foods with micronutrient supplements is well accepted and has positive effects in infant iron status in Ghana. Am J Clin Nutr. 2008;87:929–38.PubMed

6.
Ross AC. Vitamin A status: Relationship to immunity and the antibody response. Proc Soc Exp Biol Med. 1992;200:303–20.CrossRefPubMed

7.
Campos FACS, Flores H, Underwood BA. Effect of infection on vitamin A status of children as measured by the relative dose response (RDR). Am J Clin Nutr. 1987;46:91–4.PubMed

8.
Humphrey JH, Agoestina T, Wu L, Usman A, Nurachim M, Subardja D, et al. Impact of neonatal vitamin A supplementation on infant morbidity and mortality. J Pediatrics. 1996;128:489–96.CrossRef

9.
Stephensen CB, Alvarez JO, Kohatsu J, Hardmeier R, Kennedy JI, Gammon RB. Vitamin A is excreted in urine during acute infection. Am J Clin Nutr. 1994;60:388–92.PubMed

10.
Sommer A, Davidson FR. Assessment and control of vitamin A deficiency: the Annecy Accords. J Nutr. 2002;132:S2845–50.

11.
Beaton GH, Martorell R, Aronson KJ, Edmonston B, McCabe G, Ross AC, et al. Effectiveness of vitamin A supplementation in the control of young child morbidity and mortality in developing countries. Geneva: ASS/SCN; 1993.

12.
Ghana VAST Study Team. Vitamin A supplementation in Northern Ghana: Effects on clinic attendances, hospital admissions and child mortality. Lancet. 1994;344:228–31.CrossRef

13.
Barreto ML, Santos LMP, Assis AMO, Araujo MPN, Farenza GG, Santos PAB, et al. Effect of vitamin A supplementation on diarrhoea and acute lower respiratory infections in young children in Brazil. Lancet. 1994;344:228–31.CrossRefPubMed

14.
Newman V. Vitamin A and breast feeding: a comparison of data from developed and developing countries. San Diego, CA: Wellstart International; 1993.

15.
Dallman PR. Iron deficiency in the weanling: a nutritional problem on the way to resolution. Acta Paediatr Scand. 1986;323:S59–67.CrossRef

16.
Gibson RS, Ferguson EL, Lehrfeld J. Complementary foods for infant feeding in developing countries: their nutrient adequacy and improvement. Eur J Clin Nutr. 1998;52:764–70.CrossRefPubMed

17.
Zlotkin SH, Schauer C, Christofides A, Sharieff W, Tondeur MC, Hyder SM. Micronutrient Sprinkles to control anaemia. PLoS Med. 2005;2(1):e1. doi:10.​1371/​journal.​pmed.​0020001.CrossRefPubMedPubMedCentral

18.
Ribaya-Mercado JD, Solomons NW, Medrano Y, Bulux J, Dolnikowski GG, Russell RM, et al. Use of the deuterated-retinol-dilution technique to monitor the vitamin A status of Nicaraguan schoolchildren 1 y after initiation of the Nicaraguan national program of sugar fortification with vitamin A. Am J Clin Nutr. 2004;80:1291–8.PubMed

19.
Willumsen JF, Simmank K, Filteau SM, Wagstaff LA, Tomkins AM. Toxic damage to the respiratory epithelium induces acute phase changes in vitamin A metabolism without depleting retinol stores of South African children. J Nutr. 1997;127:1339–43.PubMed

20.
Underwood BA. Vitamin A in animal and human nutrition. In: Sporn MB, Roberts AB, Goodman DS, editors. The Retinoids, Vol 1. Orlando: Academic; 1984. p. 282–92.

21.
Tanumihardjo SA, Vitamin A. Biomarkers of nutrition for development. Am J Clin Nutr. 2011;94:S658–65.CrossRef

22.
Olson JA Vitamin A. Vitamin A. In: Rucker RB, Suttie JW, McCormick DB, Machlin LJ, editors. Handbook of Vitamins. 3rd ed. New York: Marcel Dekker; 2001. p. 1–50.

23.
Tanumihardjo SA, Permaesih D, Dahro AM, Rustan E, Muhilal KD, Olson JA. Comparison of vitamin A assessment techniques in children from two Indonesian villages. Am J Clin Nutr. 1994;60:136–41.PubMed

24.
Tanumihardjo SA, Cheng JC, Permaesih D, Muherdiyantiningsih RE, Muhilal KD, Olson JA. Refinement of the modified-relative-dose-response test as a method for assessing vitamin A status in a field setting: experience with Indonesian children. Am J Clin Nutr. 1996;64:966–71.PubMed

25.
Tanumihardjo SA. Synthesis of 10,11,14,15 13C4- and 14, 15 13C2-retinyl acetate. J Labelled Cpd Radiopharm. 2001;44:365–72.CrossRef

26.
Goodman KJ, Brenna JT. High precision gas chromatography combustion isotope ratio mass spectrometry at low signal levels. J Chromatog. 1995;689:63–8.CrossRef

27.
Vitamin A Tracer Task Force, Appropriate uses of vitamin A tracer (stable isotope) methodology. Micronutrient Global Leadership (MGL) project. International Life Sciences Institute (ILSI) Research Foundation 2004.

28.
Bier DM. Stable isotopes in biosciences, their measurement and models for amino acid metabolism. Eur J Pediatr. 1997;156(Suppl1):S2–8.CrossRefPubMed

29.
Tchum SK, Tanumihardjo SA, Newton S, de Benoist B, Owusu-Agyei S, Arthur FKN, et al. Evaluation of vitamin A supplementation regimens in Ghanaian post partum mothers with the use of the modified relative dose response test. Am J Clin Nutr. 2006;84:1344–9.PubMed

30.
Newton S, Cousens S, Owusu-Agyei S, Filteau S, Stanley C, Linsell L, et al. Vitamin A supplementation does not affect infants’ immune responses to polio and tetanus vaccines. J Nutr. 2005;135:2669–73.PubMed

31.
Tondeur MC, Schauer CS, Christofides AL, Asante KP, Newton S, Serfass RE, et al. Determination of iron absorption from intrinsically labeled microencapsulated ferrous fumarate (Sprinkles) in infants with different iron and hematologic status by using a dual-stable isotope method. Am J Clin Nutr. 2004;80:1436–44.PubMed

32.
Cohen AR, Seidl-Friedman J. HemoCue system for hemoglobin measurement, Evaluation in anemic and non anemic children. Am J Clin Pathol. 1988;90:302–5.CrossRefPubMed

33.
Pepys MB. C-reactive protein fifty years on. Lancet. 1981;317:653–7.CrossRef

34.
Verhoef H, West CE, Ndeto P, Burema J, Beguin Y, Kok FJ. Serum transferrin reception concentration indicates increased erythropoesis in Kenyan children with asymptomatic malaria. Am J Clin Nutr. 2001;74:767–75.PubMed

35.
World Health Organization Iron. Deficiency anaemia – Assessment, prevention, and control. A guide for programme managers. WHO/NHD/01.3. Geneva: WHO; 2001.

36.
Domellof M, Dewey KG, Lonnerdal B, Cohen RJ, Hernell O. The diagnostic criteria for iron deficiency in infants should be reevaluated. J Nutr. 2002;132:3680–6.PubMed

37.
Valentine AR, Tanumihardjo SA. Adjustments to the modified relative dose response (MRDR) test for assessment of vitamin A status minimize the blood volume used in piglets. J Nutr. 2004;134:1186–92.PubMed

38.
Tchum SK, Newton S, Tanumihardjo SA, de Benoist B, Owusu-Agyei S, Arthur FK, et al. Evaluation of a green leafy vegetable intervention in Ghanaian postpartum mothers. Afr J Food Agric Nutr Dev. 2009;9:1294–308.

39.
Howe JA, Valentine VR, Hull AK, Tanumihardjo SA. 13C Natural abundance in serum retinol acts as a biomarker for increases in dietary provitamin A. Exp Med Biol. 2009;234:140–7.CrossRef

40.
Pinkaew S, Wegmuller R, Wasantwisut E, Winichagoon P, Hurrell RF, Tanumihardjo SA. Triple-fortified rice containing vitamin A reduced marginal vitamin A deficiency and increased vitamin A liver stores in school-aged Thai children. J Nutr. 2014;144:519–24.CrossRefPubMed

41.
Gannon B, Kaliwile C, Arscott SA, Schmaelzle S, Chileshe J, Kalungwana N, et al. Biofortified orange maize is as efficacious as a vitamin A supplement in Zambian children even in the presence of high liver reserves of vitamin A: a community-based, randomized placebo-controlled trial. Am J Clin Nutr. 2014;100:1541–50.CrossRefPubMedPubMedCentral

42.
Valentine AR, Davis CR, Tanumihardjo SA. Vitamin A isotope dilution predicts liver stores in line with long-term vitamin A intake above the current Recommended Dietary Allowance for young adult women. Am J Clin Nutr. 2013;98:1192–9.CrossRefPubMedPubMedCentral

43.
Gannon BM, Tanumihardjo SA. Comparisons among equations used for retinol isotope dilution in the assessment of total body stores and total liver reserves. J Nutr. 2015. doi:10.​3945/​jn.​114.​208132.PubMed

44.
Haskell MJ, Lembcke JL, Salazar M, Green MH, Peerson JM, Brown KH. Population-based plasma kinetics of an oral dose of [2H4] retinyl acetate among preschool-aged, Peruvian children. Am J Clin Nutr. 2003;77:681–6.PubMed

45.
Haskell MJ, Handelman GJ, Peerson JM, Jones AD, Rabbi MA, Awal MA, et al. Assessment of vitamin A status by the deuterated-retinol-dilution technique and comparison with hepatic vitamin A concentration in Bangladeshi surgical patients. Am J Clin Nutr. 1997;66:67–74.PubMed

46.
Haskell M, Ribaya-Mercado J, Vitamin A Tracer Task Force. Handbook on vitamin A tracer dilution methods to assess status and evaluate intervention programs. Washington, DC: HarvestPlus; 2005.

47.
Escaron AL, Tanumihardjo SA. Orally ingested 13C2-retinol is incorporated into hepatic retinyl esters in a nonhuman primate (Macaca mulatta) model of hypervitaminosis A. Comp Med. 2010;60:71–6.PubMedPubMedCentral

48.
Tanumihardjo SA, Palacios N, Pixley KV. Provitamin A carotenoid bioavailability: What really matters. Int J Vitam Nutr Res. 2010;80:336–50.CrossRefPubMed

49.
Smith JC. The vitamin A-zinc connection: a review. Ann N Y Acad Sci. 1980;355:62–75.CrossRefPubMed

50.
Allen LH, Haskell M. Vitamin A requirements of infants under six months. Food Nutr Bull. 2001;22:214–34.CrossRef

51.
Humphrey JH, Ichord RN. Safety of vitamin A supplementation of postpartum women and young children. Food Nutr Bull. 2001;22:311–9.CrossRef

52.
Agne-Djigo A, Idohou-Dossou N, Kwadjode KM, Tanumihardjo SA, Wade S. High prevalence of vitamin A deficiency is detected by the modified relative dose-response test in six-month-old Senegalese breast-fed infants. J Nutr. 2012;142:1991–6.CrossRefPubMed

53.
Dagadu JM. Distribution of carotene and vitamin A in liver, pancreas and body fat of Ghanaians. Br J Nutr. 1967;21:453–6.CrossRefPubMed

54.
Olson JA, Gunning DB, Tilton RA. Liver concentrations of vitamin A and carotenoids, as a function of age and other parameters, of American children who died of various causes. Am J Clin Nutr. 1984;39:903–10.PubMed

55.
Global Alliance for International Nutrition. Ghana launches national food fortification program. [Accessed December 11, 2015]. http://​www.​gainhealth.​org/​knowledge-centre/​ghana-launches-national-food-fortification-program/​.

56.
Filteau S, Tomkins A. Promoting vitamin A status in low income countries. Lancet. 1999;353:1458–9.CrossRefPubMed

57.
de Pee S, Bloem MW, Gorstein J, Sari M, Satoto, Yip R, et al. Reappraisal of the role of vegetables in the vitamin A status of mothers in Central Java, Indonesia. Am J Clin Nutr. 1998;68:1068–74.PubMed

58.
Humphrey JH, Rice AL. Vitamin A supplementation of young infants. Lancet. 2000;356:422–4.CrossRefPubMed

59.
Olson JA. Liver vitamin A reserves of neonates, preschool children and adults dying of various causes in Salvador Brazil. Arch Latinoam Nutr. 1979;29:521–45.PubMed

60.
Villamor E, Fawzi WW. Vitamin A supplementation: Implications for morbidity and mortality in children. J Infect Dis. 2000;182:S122–33.CrossRefPubMed

61.
Idindili B, Masanja H, Urassa H, Bunini W, van Jaarsveld P, Aponte JJ, et al. Randomized controlled safety and efficacy trial of 2 vitamin A supplementation schedules in Tanzanian infants. Am J Clin Nutr. 2007;85:1312–9.PubMed

62.
Tanumihardjo SA. Factors influencing the conversion of carotenoids to retinol: bioavailability to bioconversion to bioefficacy. Int J Vitam Nutr Res. 2002;72:40–5.CrossRefPubMed

63.
Penniston KL, Tanumihardjo SA. The acute and toxic effects of vitamin A. Am J Clin Nutr. 2006;83:191–201.PubMed

64.
WHO. Serum retinol concentrations for determining the prevalence of vitamin A deficiency in populations. [Internet]. Geneva (Switzerland); World Health Organization; 2011. Available from: http://​www.​who.​int/​vmnis/​indicators/​retinol.​pdf. Accessed on 21 January 2016.

65.
Suri DJ, Tanumihardjo JP, Gannon BM, Pinkaew S, Kaliwile C, Chileshe J, et al. Serum retinol concentrations demonstrate high specificity after correcting for inflammation but questionable sensitivity compared with liver stores calculated from isotope dilution in determining vitamin A deficiency in Thai and Zambian children. Am J Clin Nutr. 2015;102(5):1259–65.CrossRefPubMed

66.
Tanumihardjo SA, Kurpad AV, Hunt JR. Research recommendations for applying vitamin A-labelled isotope dilution techniques to improve human vitamin A nutrition. Int J Vitam Nutr Res. 2014;84 Suppl 1:52–9.CrossRefPubMed



Competing interest
The authors declare that they have no competing interests.

Author’s contribution
SN, SOA and ST conceived the study. MA and KA, administered the questionnaires. SN, EM, CD and ST analysed the findings. SKT and CD analysed the blood samples. SN, SOA, KPA, EA and ST drafted the manuscript. All authors read and approved the final manuscript. SN and ST are the guarantors of the paper.


OEBPS/sidebar.gif





OEBPS/A13690_2016_121_Article_Equa.gif
(F.x @) + (Fyx b) = (Fex ©)
c=a+b
b=a (F,—F) / (F,—F)





OEBPS/A13690_2016_121_Fig1_HTML.gif
| VESARENA

GROUP CCONTROL GROUP
STINFANTS
RECRUITED &
RANDOMIZED
HEMOGLOBIN &
. ANTHROPOMETRY “
FOR 93 INFANTS
6 Chiden ot t0 follow 39 T childost o fllow v
ELIGILEFOR ELIGIBLE FOR
MRDR (n ~41) MRDR .- 45)
1 Sickchild
o 2ot
S moves moves
72 INFANTS FOR MRDR
hal BASELINE bd
4 infants not presented
S infant no prestd
by mothers Symoben
ucoemstol MRDR e Soccemtal MIRDR il
=30 P
‘Successful isotope
dilation test (s =15)






OEBPS/contact.gif





