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Objectives: Calcium (Ca) and iron (Fe) are essential minerals for normal growth and development.
Although previous studies have shown that Ca inhibits acute Fe absorption, there is no evidence of
the possible long- or medium-term effects of Ca supplementation on Fe bioavailability. The aim of
this study was to determine the effect of 34 d of Ca supplementation on heme Fe and non-heme Fe
bioavailability in non-pregnant women of ages 33 to 47 y.
Methods: This was a prospective, randomized, double-blind, placebo-controlled trial. Twenty-six
healthy women (40 � 5 y) were randomly assigned to receive either 600 mg of elemental Ca/d as
CaCO3 (Ca group, n ¼ 13) or a placebo (P group, n ¼ 13) for 34 d. Heme Fe and non-heme Fe bioavail-
ability were determined before and after treatment using 55Fe and 59Fe radioisotopes. A two-factor,
repeated-measures analysis of variance was used to assess differences by treatment and timing.
Results: The geometric mean (range � 1 SD) of heme Fe bioavailability before and after treat-
ment was 16.5% (8.3–32.8) and 26% (15.5–43.6) for the Ca group and 21.8% (13.0–36.6) and
25.1% (16.5–38.3) for the P group. Non-heme Fe bioavailability before and after treatment was
39.5% (19.9–78.7) and 34.1% (19.1–60.6) for the Ca group, and 44.6% (24.9–79.7) and 39.3%
(24.3–63.4) for the P group. There were no differences in either heme Fe or non-heme Fe
bioavailability either at baseline or after treatment.
Conclusion: The administration of calcium supplements for 34 d does not affect iron bioavailability.
This trial is registered with Controlled-trials.gov, number ISRCTN 89888123.

� 2014 Elsevier Inc. All rights reserved.
Introduction

Calcium (Ca) and iron (Fe) are essential micronutrients for
normal growth and development [1,2]. Iron deficiency (ID) is the
most prevalent nutritional disorder and the most common cause
of anemia worldwide [3]. A decreased dietary intake of Fe is
considered the main cause of ID, but it can also be due to other
causes, such as increased menstruation in women [3]. ID is
commonly the consequence of both low intake and low
bioavailability of Fe from the diet [4]. On the other hand, Ca
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has a recognized role in the prevention of osteoporosis in
non-pregnant women [5,6], especially among those with low
dietary intake of this mineral [7]. According to current recom-
mendations, Ca intake should be 1000mg/d inwomen ages 19 to
24 y [8]. The administration of Ca supplements with meals has
been recommended to improve Ca absorption [6,9]. Available
evidence on the effect of Ca supplementation on Fe absorption is
contradictory and heterogeneous. Some studies have shown an
acute inhibitory effect of Ca on both heme and non-heme Fe
absorption when provided in food [10–17]. Moreover, this
inhibitory effect occurred regardless of the kind of Ca salt used
[10–17]. It has been reported that the duration of this inhibitory
effect is less than 2 h [18]. On the other hand, Fe status seems to
be unaffected by the long-term intake of Ca supplements
[19–21]. To date, the effect of Ca supplementation on Fe ab-
sorption or Fe bioavailability is unknown [22]. Calcium supple-
mentation could affect Fe bioavailability, especially among
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Table 1
Baseline characteristics of participants

Variables Ca group
(n ¼ 13)

P group
(n ¼ 13)

P-value*

Age (y) 39 � 5 39 � 4 0.70
BMI (kg/m2) 26 � 3 27 � 3 0.27
Energy intake (kcal) 2040 � 482 2257 � 464 0.25
Protein intake (g) 68 � 25 70 � 21 0.78
Fat intake (g) 101 � 27 108 � 32 0.55
Carbohydrate intake (g) 218 � 50 252 � 54 0.11
Dietary calcium intake (mg)y 410 (277–606) 342 (209–561) 0.31
Iron intake (mg) 12.8 � 3.7 13.3 � 3.3 0.76

BMI, body mass index
Data presented as mean � SD

* Student’s t test.
y Geometric mean (range of � SD).
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vulnerable groups, increasing the risk for developing ID anemia
(IDA) [3]. Therefore, the objective of this study is to determine if
34 d of supplementation of 600 mg of elemental Ca will have an
effect on both heme and non-heme Fe bioavailability in
non-pregnant women ages 33 to 47 y.

Participants and methods

Participants

Community-dwelling, apparently healthy non-pregnant women (ages 33–47 y)
were recruited. All women were using intrauterine devices as a contraception
method. Exclusion criteria were pregnancy (confirmed by a negative human
gonadotropin chorionic urine test), lactation at the beginning of the study, and
use of micronutrient supplements within 12 mo before the start of the study.

This experiment was conducted in the Micronutrient Laboratory at the
Institute of Nutrition and Food Technology (INTA), University of Chile, between
March and August 2011. The participants were recruited from South East
Santiago, a low-income area in Chile’s capital.

Ethics

A written informed consent was obtained from each volunteer before the
study. The Ethics Committee of the Institute of Nutrition and Food Technology at
the University of Chile approved the protocol, and the Chilean Commission of
Nuclear Energy approved the radioactive isotope doses.

Study design

The study was designed as a prospective, double-blind, placebo-controlled
trial, with balanced randomization (1:1). Participants were randomly assigned by
lottery to receive either 600 mg of Ca as calcium carbonate (CaCO3) (Ca group) or
a placebo (P group) for a period of 34 d, defining this period as amedium-term Ca
supplementation. We decided to use CaCO3 because it is the most common form
used and has low cost. The lottery process was done by the project manager,
assigning two different colors until the identification of two groups with the
Table 2
Iron status biomarkers

Variables Treatment groups

Calcium (n ¼ 13) Plac

Before After Delta Befo

Hb (g/L)* 141 � 11 141 � 11 0.6 � 8.6 142
MCV (fL)* 86 � 5 86 � 5 0.2 � 0.8 87
TS (%)* 22.5 � 11.3 24.5 � 11.3 2.0 � 11.2 19.1
ZP (mg/dL GR)y,z 68 (55–83) 65 (52–80) 0.9 (0.8–1.1) 70 (
SF (mg/L)y,z 14.2 (4.5–44.5) 18.5 (7.3–46.8) 1.3 (0.9–1.8) 17.8

ANOVA, analysis of variance; Hb, hemoglobin; MCV, mean corpuscular volume; SF, se
Data presented as mean � SD

* P-values of two-factor repeated-measures ANOVA: 1. Treatment group; 2. Timing
y Geometric mean (range of � 1 SD).
z P-values of ANCOVA for delta of iron status biomarkers in: 1. Treatment group; 2

values).
same number of participants. To ensure compliance and blinding of both par-
ticipants and investigators, both supplements were provided as a chewable tablet
of similar appearance, the study staff supervised their intake and neither the
participants nor staff knew the type of supplement administered. Supplements
were consumed with meals. Iron radioisotopes 55Fe and 59Fe (NEN Life Science
Products, Inc., Boston, MA) were used as tracers of Fe bioavailability. Radiolabeled
heme and non-heme Fe doses were ingested on an empty stomach on days 1 and
2 and on days 48 and 49. Non-heme Fe radioisotope (0.7 mCi 59Fe, as FeCl3) was
administered in 50 mL of an aqueous solution with 3 mg Fe as ferrous sulfate
(FeSO4). Heme Fe radioisotope (3.0 mCi of 55Fe as heme) was administered as four
capsules with extract of sheep red blood cells (RBCs) dried with 3 mg of heme Fe.
On days 14 and 62, 20 mL of venous blood were drawn after an overnight fast to
measure circulating radioactivity (cpm/mL). Radiolabeled heme [23] was ob-
tained by intravenous injection of 10 mCi of 55Fe citrate (NEN, Life Science
Products, Inc., Boston, MA) into a 6-mo-old sheep, sacrificing the animal 2 wk
later, and removing the stroma by lysing and centrifugation.

Fe bioavailability

Radiolabeled compounds of 55Fe and 59Fe were counted by quadruplicate for
the calculation of amount of radioactivity ingested (NEN Life Science Products,
Inc., Boston, MA). Iron bioavailability was assessed by the double isotopic method
as described in an earlier study [24]. Iron bioavailability was calculated assuming
that 80% of the Fe absorbed was incorporated into hemoglobin (Hb) of circulating
erythrocytes 14 d after ingestion [25]. No food or drink (except water) was
allowed 3 h after compound administration. The circulating radioactivity was
counted as many times as necessary to obtain less than 3% error in a liquid
scintillation counter (Packard Tri-Carb 1600TR Scintillation Counter System,
Meriden CT). To calculate Fe bioavailability at days 48 and 49, counted radioac-
tivity was subtracted from that of days 1 and 2 to prevent overexposure.

Biochemical and hematologic determinations

A venous blood sample (10 mL) was obtained by venipuncture from the ulnar
artery before an 8-h fast on day 1 to determine Fe status: Hb and mean
corpuscular volume (MCV) (Electronic counter cell CELL-DYN 1700, Abbott Di-
agnostics, Abbott Park, IL), serum Fe, percent of transferrin saturation (TS) [26,
27], zinc protoporphyrin (ZP) (ZP-M206D Hematofluorimeter, AVIV Biomedical
Inc., Lakewood, NJ), and serum ferritin (SF) by enzyme-linked immunosorbent
assay [28].

Anemia was defined as Hb below 120 g/L and IDA as Hb below normal plus � 2
abnormal laboratorymeasurements (MCV< 80 fL, ZP> 70 mg/dL RBCs, SF< 15 mg/L
or TS < 15%) [28]. Iron deficiency without anemia (IDWA) was defined as normal
Hb plus � 2 abnormal laboratory results; depleted Fe stores were defined as SF < 15
mg/L. Fe status was considered to be normal when all of these laboratory indexes
were within the reference range [28].

Anthropometry and dietary intake estimation

Weight and height were measured on day 1 using a SECA Hispanic precision
electronic balance (0.1 kg sensitivity) with stadiometer (0.1 cm sensitivity)
(Model 700, SECA Mechanical column scales, SECA Corporation, Columbia. MD).
Body mass index was calculated as weight divided by height in squared meters
(kg/m2). The anthropometric variables were also used to estimate blood volume
in accordance with Tulane et al [29]. A Semi-Quantitative Food Frequency
Questionnaire was used to quantify the daily intake of macronutrients, Fe and Ca,
based on the assessment of dietary intake in the last 30 d [30].
P1 P2 P3

ebo (n ¼ 13)

re After Delta

� 8 145 � 11 2.8 � 6.2 0.41 0.57 0.71
� 4 86 � 4 �0.3 � 0.5 0.70 0.95 0.85
� 6.2 19.7 � 8.9 0.7 � 9.1 0.13 0.61 0.80
52–95) 60 (47–78) 0.9 (0.7–1.1) 0.58 0.04 0.53
(7.8–40.6) 24.9 (14–44.2) 1.4 (1–2) 0.08 0.01 0.15

rum ferritin; TS, transferrin saturation; ZP, free erythrocyte protoporphyrin

(before vs. after); and 3. Interaction (treatment group # timing).

. Baseline values (as covariates); and 3. Interaction (treatment group # baseline



Table 3
Heme Fe bioavailability*

Ca groupy participants Before After Deltaz Ratio P groupy participants Before After Deltaz Ratio

1 12.8 13.0 1.2 1.02 14 18.3 35 16.7 1.91
2 3.6 18.2 14.6 5.06 15 17.4 19.5 2.1 1.12
3 19.2 31.0 11.8 1.61 16 20.2 38.6 18.4 1.91
4 12.7 15.8 3.1 1.24 17 16.6 33.9 17.3 2.04
5 31.1 43.5 12.4 1.4 18 48.5 47.1 �1.4 0.97
6 44.7 54.6 9.9 1.22 19 26.7 38.0 11.3 1.42
7 19.6 55.2 35.6 2.82 20 20.4 23.1 2.7 1.13
8 24.1 28.2 4.1 1.17 21 31.3 26.6 �4.7 0.85
9 7.3 14.6 7.3 2.00 22 33.2 15.7 �17.5 0.47
10 10.1 15.4 5.3 1.52 23 5.5 10.4 4.9 1.89
11 16.6 27.2 10.6 1.64 24 31.9 24.2 �7.7 0.76
12 18.4 21.5 3.1 1.17 25 20.2 20.1 �0.1 1.00
13 38.9 44.3 5.4 1.14 26 24.6 20.5 �4.1 0.83
Geometric mean 16.5 26.0 9.5 1.58 21.8 25.1 2.9 1.15
� 1 SD 8.3 15.5 2.5 1.01 13.0 16.5 3.0 0.74
þ 1 SD 32.8 43.6 2.47 36.6 38.3 1.79

Bold values highlight geometric mean and SD.
* Data expressed as percentage of absorption.
y Participant name initials.
z Delta expressed as standard mean error.
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Sample size calculation

A sample size of 28 participants (14 per group) was estimated to detect a 5%
difference in either non-heme or heme Fe bioavailability (a ¼ 0.05, b ¼ 0.20)
between groups [31]. There were no changes in the outcomes after finishing the
trial.
Statistics

Because Fe bioavailability, SF and ZP concentrations and dietary Ca intake had
a skewed distribution, values were log-transformed before calculating means
and SD or performing statistical analyses. The results were then retransformed
into their antilogarithms to recover the original units and were expressed as
geometric means � 1 SD range. Given that the values for SF and ZP were
significantly different at baseline, we compared the changes in SF and ZP using
analysis of covariance with treatment groups and the corresponding baseline
value as covariates; a two-factor repeated-measures analysis of variance was
used to determine differences in Fe bioavailability by treatment group, timing,
and interaction; and to compare the other Fe status biomarkers between groups.
Fig. 1. Effect of calcium supplementation on heme Fe bioavailability. Two-way
ANOVA for heme Fe bioavailability: Treatment: F ¼ 0.68 (P ¼ 0.4145); timing:
F ¼ 3.94 (P ¼ 0.0530); interaction: F ¼ 1.10 (P ¼ 0.2991). Y axis: logarithmic scale.
All analyses were performed using the statistical software STATA 11.0 (Stata Corp
LP, College Station, Texas). A P-value < 0.05 was considered significant.
Results

Twenty-six participants completed the research protocol
because two women withdrew voluntarily. The analysis was
done according to the original assigned groups. There were no
significant differences in age or dietary intake estimations
(Table 1) or in Hb, MCV, or TS between groups at baseline or at
the end of the trial. SF and ZP were significantly (P< 0.05) higher
in the placebo group at baseline (Table 2). The change in SF and
ZP was not significantly different between treatment groups. No
reported harmful or unintended effects were reported in any
participant in either group. At baseline, only 1 participant in each
group had IDA; 7 in the Ca group and 2 in the P group had IDWA;
and 1 was classified as having IDS in each group (data not
shown).

There were no differences in heme Fe bioavailability by
treatment over time, with no interaction between these two
variables (Table 3). The geometric mean (range � 1 SD) of heme
Fe bioavailability before and after supplementation for the Ca
groupwas 16.5% (8.3–32.8) and 26% (15.5–43.6), respectively and
for the P group, 21.8% (13.0–36.6) and 25.1% (16.5–38.3),
respectively (two-way analysis of variance [ANOVA]: treatment:
F ¼ 0.68 [P ¼ NS]; timing: F ¼ 3.94 [P ¼ NS]; interaction: F ¼ 1.10
[P ¼ NS]) (Fig. 1).

Similarly, there were no differences in non-heme Fe
bioavailability by treatment over time, with no interaction be-
tween these two variables (Table 4). The geometric mean
(range � 1 SD) of non-heme Fe bioavailability before and after
supplementation for the Ca group was 39.5% (19.9–78.7) and
34.1% (19.1–60.6), respectively, and for the P group 44.6% (24.9–
79.7) and 39.3% (24.3–63.4), respectively (two-way ANOVA:
treatment: F¼ 0.65 [P¼NS]; time: F¼ 0.72 [P¼NS]; interaction:
F ¼ 0.00 [P ¼ NS]) (Fig. 2).
Discussion

In the present study, Ca supplementation for 34 d did not
reduce either heme Fe or non-heme Fe bioavailability in non-
pregnant women ages 33 to 47 y.



Table 4
Non-heme Fe bioavailability*

Ca groupy participants Before After Deltaz Ratio P groupy participants Before After Deltaz Ratio

1 37.3 17.5 �19.8 0.47 14 42.2 25.7 �16.5 0.61
2 15.6 14.7 �0.9 0.94 15 26.8 35.9 9.1 1.34
3 58.9 22.7 �36.2 0.39 16 84.1 62.1 �22.0 0.74
4 13.6 17.2 3.6 1.26 17 57.6 67.2 9.6 1.17
5 45.1 24.2 �20.9 0.54 18 33.1 29.0 �4.1 0.88
6 96.1 81.5 �14.6 0.85 19 59.9 61.3 1.4 1.02
7 34.8 60.4 25.6 1.74 20 32.0 35.0 3.0 1.09
8 35.3 36.3 1.0 1.03 21 91.5 85.0 �6.5 0.93
9 20.5 34.4 13.9 1.68 22 60.9 39.6 �21.3 0.65
10 19.7 26.6 6.9 1.35 23 17.0 18.3 1.3 1.08
11 98.3 68.8 �29.5 0.70 24 59.6 52.5 �7.1 0.88
12 65.3 61.6 �3.7 0.94 25 16.5 19.5 3.0 1.18
13 90.0 49.5 �40.5 0.55 26 85.1 34.9 �50.2 0.41
Geometric mean 39.5 34.1 �8.9 0.86 44.6 39.3 �7.7 0.88
� 1DE 19.9 19.1 5.5 0.53 24.9 24.3 4.6 0.63
þ 1DE 78.7 60.6 1.40 79.7 63.4 1.22

* Data expressed as percentage of absorption.
y Participant name initials.
z Delta expressed as standard mean error.
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Several studies have reported an acute inhibitory effect of Ca
supplementation on the absorption of both heme and non-heme
Fe in test meals [10–17,32,33]. Most of the available evidence is
contradictory. One study reported that 600 mg of elemental Ca,
as either citrate or phosphate, decreased the absorption of
non-heme Fe in a test meal by approximately 50% on an empty
stomach, but this effect was not observed when the dose was
provided as calcium carbonate [32]. Additionally, another study
reported that Ca supplementation had no effect on dietary
non-heme Fe absorption when both compounds were adminis-
tered with at least a 2-h difference [18]. Some studies suggest an
inhibitory effect of Ca supplementation on heme Fe absorption
when both compounds are administered in test meals [14,15].

Our results suggest that providing Ca supplements as CaCO3
with meals for a period of 34 d does not have an effect on non-
heme or heme Fe bioavailability. We decided to use Ca as
CaCO3 because it is lowcost and themost widespread salt used in
Fig. 2. Effect of calcium supplementation on non-heme Fe bioavailability. Two-way
ANOVA for non-heme iron bioavailability: treatment: F ¼ 0.65 (P ¼ 0.4250); timing:
F ¼ 0.72 (P ¼ 0.4001); interaction: F ¼ 0.00 (P ¼ 0.9467).
supplementation programs. However, there are promoting and
inhibitory factors in meals that could affect our findings. In this
sense, one group of researchers [14,33] has suggested that part of
the inhibitory effect of Ca on Fe absorption in the short-term is
caused by the enzymatic degradation of phytate, a potent
non-heme Fe inhibitor [34]. On the other hand, we had previ-
ously shown that Ca does not inhibit non-heme or heme Fe ab-
sorption in the absence of a meal, supporting no influence of Ca
supplementation on heme and non-heme Fe without dietary
influence [35]. However, it is important to mention that this
study was done with only 15 d of follow-up. Therefore, the
strengths of the present study is in showing no effect of 34 d of
Ca supplementation in the presence of meals.

As far as we know, the effects of Ca supplementation on Fe
absorption per se had not been previously investigated [22].
These effects had only been studied indirectly looking at the
changes of Fe status biomarkers, mainly through the determi-
nation of SF [19–21,36,37]. None of these studies reported a
negative effect of Ca supplementation on Fe status [19–21].

One of the limitations of the present study was a lack of
assessment into themolecular mechanisms involved in the effect
of Ca supplementation on Fe bioavailability. Nevertheless, our
results suggest that the body is able to regulate the response of
Fe absorption despite a prolonged exposure to Ca; probably
through an adaptive response of the enterocyte [20,38]. We
suggest that the acute effect of Ca supplementation on Fe
bioavailability can be an important modulator of a subsequent
response in the development of the intestinal crypt-villus unit,
thus promoting Fe absorption efficiency; however this process is
poorly understood. The effect of Ca on these mechanisms needs
to be further studied.

A recent study reported a decrease in the expression of the
specific non-heme Fe transporter DMT1 in the apical membrane
of Caco-2 cells treated for 4 hwith either 2.5mMCa, 30mMnon-
heme Fe (as ferric ammonium citrate) or both. The authors also
showed a decrease in the concentration of cytoplasmic ferritin
levels with levels of Ca at 1.25 and 2.5 mM. Nevertheless, there
were no differences in the expression of ferroportin in the
basolateral membrane. These findings suggest that the effect of
Ca on the absorption of non-heme Fe seems to be related with
the expression and translocation of Fe transport proteins [39].

Thirty-four days of supplementation should allow the
assessment of the effect on more than three replacement cycles
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of the intestinal epithelium surface [40]. Our data indicates that
it is possible to provide Ca supplementation to non-pregnant
women without having negative effects on Fe bioavailability.
Althoughwe did not evaluate Ca body status, it is recognized that
non-pregnant women are at risk for low Ca status due to low
dietary intake [7,41]. Our results have potential implications for
public health. However, additional studies are needed to confirm
or refute this proposition.

Conclusions

A period of 34 d of daily supplementation with 600 mg of
elemental Ca, as CaCO3, did not decrease heme Fe nor non-heme
Fe bioavailability in non-pregnant women.

Acknowledgments

The study was supported by grants from the Chilean National
Research Council (FONDECYT 1095038). We would like to thank
Sotiris Chaniotakis for his work editing this manuscript.

References

[1] National Research Council Committee on Diet and Health. Diet and health:
implications for reducing chronic disease risk. Washington, DC: National
Academy of Sciences Press; 1989.

[2] Oski FA. Iron deficiency in infancy and childhood. N Engl J Med
1993;329:190–3.

[3] Stoltzfus RJ. Iron deficiency: global prevalence and consequences. Food
Nutr Bull 2003;24:S99–103.

[4] Allen L, Casterline-Sabel J. Prevalence and causes of nutritional anemias.
Nutritional anemias; 2001:7–22.

[5] NIH Consensus conference. Optimal calcium intake. NIH Consensus
Development Panel on Optimal Calcium Intake. JAMA 1994;28:1942–8.

[6] Levenson DI, Bockman RS. A review of calcium preparations. Nutr Rev
1994;52:221–32.

[7] Weaver CM. Closing the gap between calcium intake and requirements.
J Am Diet Assoc 2009;109:812–3.

[8] Institute of Medicine. Standing Committee on the Scientific Evaluation of
Dietary Reference I. Dietary reference intakes: for calcium, phosphorus,
magnesium, vitamin D, and fluoride. National Academies Press; 1997.

[9] Heaney RP. Calcium supplements: practical considerations. Osteoporos Int
1991;1:65–71.

[10] Benkhedda K, L’Abbe MR, Cockell KA. Effect of calcium on iron absorption
in women with marginal iron status. Br J Nutr 2010;103:742–8.

[11] Dawson-Hughes B, Seligson FH, Hughes VA. Effects of calcium carbonate
and hydroxyapatite on zinc and iron retention in postmenopausal women.
Am J Clin Nutr 1986;44:83–8.

[12] Deehr MS, Dallal GE, Smith KT, Taulbee JD, Dawson-Hughes B. Effects of
different calcium sources on iron absorption in postmenopausal women.
Am J Clin Nutr 1990;51:95–9.

[13] Gleerup A, Rossander-Hulthen L, Gramatkovski E, Hallberg L. Iron absorp-
tion from the whole diet: comparison of the effect of two different dis-
tributions of daily calcium intake. Am J Clin Nutr 1995;61:97–104.

[14] Hallberg L, Brune M, Erlandsson M, Sandberg AS, Rossander-Hulten L.
Calcium: effect of different amounts on nonheme- and heme-iron ab-
sorption in humans. Am J Clin Nutr 1991;53:112–9.

[15] Hallberg L, Rossander-Hulthen L, Brune M, Gleerup A. Inhibition of haem-
iron absorption in man by calcium. Br J Nutr 1993;69:533–40.

[16] Monsen ER, Cook JD. Food iron absorption in human subjects. IV. The ef-
fects of calcium and phosphate salts on the absorption of nonheme iron.
Am J Clin Nutr 1976;29:1142–8.
[17] Roughead ZK, Zito CA, Hunt JR. Inhibitory effects of dietary calcium on the
initial uptake and subsequent retention of heme and nonheme iron in
humans: comparisons using an intestinal lavage method. Am J Clin Nutr
2005;82:589–97.

[18] Gleerup A, Rossander-Hulten L, Hallberg L. Duration of the inhibitory effect
of calcium on non-haem iron absorption in man. Eur J Clin Nutr 1993;47:
875–9.

[19] Kalkwarf HJ, Harrast SD. Effects of calcium supplementation and lactation
on iron status. Am J Clin Nutr 1998;67:1244–9.

[20] Minihane AM, Fairweather-Tait SJ. Effect of calcium supplementation on
daily nonheme-iron absorption and long-term iron status. Am J Clin Nutr
1998;68:96–102.

[21] Molgaard C, Kaestel P, Michaelsen KF. Long-term calcium supplementation
does not affect the iron status of 12–14-y-old girls. Am J Clin Nutr
2005;82:98–102.

[22] Sandstrom B. Micronutrient interactions: effects on absorption and
bioavailability. Br J Nutr 2001;85(Suppl 2):S181–5.

[23] Turnbull A, Cleton F, Finch CA. Iron absorption. IV. The absorption of he-
moglobin iron. J Clin Invest 1962;41:1897–907.

[24] Eakins JD, Brown DA. An improved method for the simultaneous deter-
mination of iron-55 and iron-59 in blood by liquid scintillation counting.
Int J Appl Radiat Isot 1966;17:391–7.

[25] Bothwell TH, Finch CA. Iron metabolism. Boston: Little, Brown; 1962.
[26] World Health Organization. Assessing the iron status of populations:

report of a Joint World Health Organization/Centers for Disease Control
and Prevention Technical Consultation on the Assessment of Iron Status at
the Population Level. Geneva, Switzerland: World Health Organization;
2004.

[27] Fischer DS, Price DC. A Simple serum iron method using the new sensitive
chromogen tripyridyl-S-triazine. Clin Chem 1964;10:21–31.

[28] INACG. Measurements of iron status: a report of the International Nutri-
tional Anemia Consultative Group (INACG). Washington DC: The Nutrition
Foundation, Inc; 1985:72–7.

[29] Nadler SB, Hidalgo JH, Bloch T. Prediction of blood volume in normal hu-
man adults. Surgery 1962;51:224–32.

[30] Pakseresht M, Sharma S, Cao X, Harris R, Caberto C, Wilkens LR, et al.
Validation of a quantitative FFQ for the Barbados National Cancer Study.
Public Health Nutr 2010;14:426–34.

[31] Glantz SA. Primer of biostatistics. New York: McGraw-Hill Medical; 2005.
[32] Cook JD, Dassenko SA, Whittaker P. Calcium supplementation: effect on

iron absorption. Am J Clin Nutr 1991;53:106–11.
[33] Hallberg L, Rossander-Hulten L, Brune M, Gleerup A. Calcium and iron

absorption: mechanism of action and nutritional importance. Eur J Clin
Nutr 1992;46:317–27.

[34] Hurrell RF, Juillerat MA, Reddy MB, Lynch SR, Dassenko SA, Cook JD. Soy
protein, phytate, and iron absorption in humans. Am J Clin Nutr
1992;56:573–8.

[35] Gait�an D, Flores S, Saavedra P, Miranda C, Olivares M, Arredondo M, et al.
Calcium does not inhibit the absorption of 5 milligrams of nonheme or
heme iron at doses less than 800 milligrams in nonpregnant women. J Nutr
2011;141:1652–6.

[36] Sokoll LJ, Dawson-Hughes B. Calcium supplementation and plasma
ferritin concentrations in premenopausal women. Am J Clin Nutr 1992;56:
1045–8.

[37] Yan L, Prentice A, Dibba B, Jarjou LM, Stirling DM, Fairweather-Tait S.
The effect of long-term calcium supplementation on indices of iron,
zinc and magnesium status in lactating Gambian women. Br J Nutr
1996;76:821–31.

[38] Bendich A. Calcium supplementation and iron status of females. Nutrition
2001;17:46–51.

[39] Thompson BA, Sharp PA, Elliott R, Fairweather-Tait SJ. Inhibitory effect of
calcium on non-heme iron absorption may be related to translocation of
DMT-1 at the apical membrane of enterocytes. J Agric Food Chem
2010;58:8414–7.

[40] Goodlad RA, Wright NA. Quantitative studies on epithelial replacement in
the gut. Elsevier Biomedical; 1982. p. 1–212.

[41] Looker AC. Dietary calcium. In: Weaver C, Heaney RP, editors. Calcium in
human health. Totowa, NJ: Humana Press; 2006. p. 105–27.

http://refhub.elsevier.com/S0899-9007(13)00295-5/sref1
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref1
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref1
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref2
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref2
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref3
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref3
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref4
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref4
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref5
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref5
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref6
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref6
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref7
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref7
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref8
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref8
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref8
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref9
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref9
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref10
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref10
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref11
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref11
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref11
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref12
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref12
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref12
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref13
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref13
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref13
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref14
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref14
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref14
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref15
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref15
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref16
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref16
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref16
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref17
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref17
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref17
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref17
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref18
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref18
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref18
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref19
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref19
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref20
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref20
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref20
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref21
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref21
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref21
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref22
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref22
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref23
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref23
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref24
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref24
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref24
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref25
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref26
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref26
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref26
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref26
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref26
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref27
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref27
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref28
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref28
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref28
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref29
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref29
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref30
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref30
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref30
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref31
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref32
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref32
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref33
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref33
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref33
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref34
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref34
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref34
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref35
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref35
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref35
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref35
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref35
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref36
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref36
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref36
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref37
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref37
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref37
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref37
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref38
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref38
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref39
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref39
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref39
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref39
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref40
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref40
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref41
http://refhub.elsevier.com/S0899-9007(13)00295-5/sref41

	One-month of calcium supplementation does not affect iron bioavailability: A randomized controlled trial
	Introduction
	Participants and methods
	Participants
	Ethics
	Study design
	Fe bioavailability
	Biochemical and hematologic determinations
	Anthropometry and dietary intake estimation
	Sample size calculation
	Statistics

	Results
	Discussion
	Conclusions
	Acknowledgments
	References


