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Abstract

:

Iron deficiency is the most frequent deficiency disease and parameters of iron metabolism appear to be linked to major metabolic and cardiovascular diseases. We screened a large set of small molecules in plasma for associations with iron status among apparently healthy subjects to elucidate subclinical profiles which may provide a link between iron status and onset of diseases. Based on mass spectrometry and nuclear magnetic resonance spectroscopy we determined 613 plasma metabolites and lipoprotein subfractions among 820 apparently healthy individuals. Associations between ferritin, transferrin, haemoglobin and myoglobin and metabolite levels were tested by sex-specific linear regression analyses controlling for common confounders. Far more significant associations in women (82 out of 102) compared to men became obvious. The majority of the metabolites associated with serum ferritin and haemoglobin in women comprising fatty acid species, branched-chain amino acid catabolites and catabolites of heme. The latter was also obvious among men. Positive associations between serum transferrin and VLDL and IDL particle measures seen in women were observed in men with respect to serum ferritin. We observed a sexual-dimorphic fingerprint of surrogates of iron metabolism which may provide a link for the associations between those parameters and major metabolic and cardiovascular disease.
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1. Introduction


Iron is an important co-factor of heme-containing enzymes and proteins. It is the most important transport and storage medium for oxygen and found in descending order in haemoglobin, myoglobin, ferritin and transferrin [1]. Transferrin is the major transport protein whereas ferritin represents the physiological storage, in particular in the liver [2,3]. As serum iron levels highly fluctuate, for example, due to the acute nutritional or inflammatory state [4], serum ferritin, transferrin and haemoglobin are the most useful clinical markers for iron homeostasis.



Iron deficiency is the world’s most frequent deficiency disease with a highly sex-dependent prevalence—women are significantly more affected than men [5]. However, less is known about the metabolic consequences of alterations in iron metabolism. Previous studies [6,7] suggested surrogates of iron metabolism, for example, ferritin, as markers of incident type 2 diabetes mellitus (T2DM) and disturbances of iron metabolism manifested as anaemia were associated with T2DM. Further, an increase in serum ferritin was associated with increased oxidation of lipoprotein particles among subjects from the general population [8,9]. Even potential relations to cardiovascular disease [10,11,12] or hepatic steatosis [13] were suggested. In conclusion, iron metabolism seems to be linked to whole body metabolism through various paths but a comprehensive characterization of metabolic alterations linked to iron metabolism in humans is still lacking.



To address this issue the investigation of the metabolome, as the entirety of small molecules, by means of mass spectrometry (MS) or 1H-nuclear magnetic resonance (NMR) spectroscopy offers the possibility to analyse metabolic processes at the molecular level even in an epidemiological setting [14]. The blood metabolome covers not only (by)products of endogenous metabolism but even effects from lifestyle, medical treatment or the environment. For instance, one previous study [15] showed that the association between red meat consumption and incident T2DM was mediated to a great amount by serum ferritin and several plasma metabolites. Moreover, a beneficial effect of micronutrients supplementation, including iron, is still under debate and hence non-targeted OMICs studies, including metabolomics, were recommended to derive reliable surrogate markers [16].



In summary, the comprehensive metabolic characterization of alterations in iron metabolism could fulfil two aims: (1) the identification of metabolic links to iron homeostasis associated disease and (2) naming of potential biomarkers of adequate iron availability. To this end, we associated clinically relevant markers of iron metabolism (haemoglobin, myoglobin, ferritin and transferrin) with targeted and untargeted metabolomics data, derived by MS and 1H-NMR, from a population-based sample comprising more than 800 individuals.




2. Materials and Methods


2.1. Study Population


The Study of Health in Pomerania (SHIP-TREND) is a population-based study conducted in West Pomerania, a rural region in north-east Germany and a detailed description of the sampling procedure and the study population can be found elsewhere [17]. In total, 4420 subjects chose to participate (50.1% response). All participants gave written informed consent before taking part in the study. The study was approved by the ethics committee of the University of Greifswald and conformed to the principles of the declaration of Helsinki. SHIP data are publicly available for scientific and quality control purposes by application at www.community-medicine.de.



For a subsample of 1000 subjects without self-reported diabetes plasma and urine metabolomics data based on MS and 1H-NMR were available. Subjects exhibiting at least one of the following criteria were excluded: (1) missing values in exposure or confounding variables (N = 54), (2) intake of iron modifying medication (N = 4; ATC code B03AA), (3) acute inflammation (N = 28; hsCRP > 10 mg/L), (4) impaired renal function (N = 7; eGFR < 60 mL/min/1.72 m²), or (5) use of contraceptives (N = 87; ATC code G03A and G02B). In total, 820 subjects were available for subsequent analyses.




2.2. Laboratory Measurements and Phenotypic Characterization


Smoking status (current, former or never smokers), daily alcohol consumption and physical activity (≥ 1 h training a week) were assessed using computer-aided personal interviews. Waist circumference (WC) was measured to the nearest 0.1 cm using an inelastic tape midway between the lower rib margin and the iliac crest in the horizontal plane. Menopausal state of the women was categorized using a previously published procedure [18]. Briefly, women not older than 40 years or not older than 60 years but reporting menstrual cycle were classified as premenopausal (N = 150). Fasting blood samples were taken from the cubital vein of participants in the supine position between 7.00 a.m. and 13.00 p.m. In the same time span spot urine samples were taken. All samples were either analysed immediately or stored at −80 °C. Serum concentrations of ferritin were measured using an immunoassay (Dimension VISTA, Siemens Healthcare Diagnostics, Eschborn, Germany), with coefficient of variation of 4.9%, 2.7% and 2.6% at low, medium and high concentrations, respectively. Serum concentrations of transferrin were measured using a nephelometric assay (Dimension VISTA, Siemens Healthcare Diagnostics, Eschborn, Germany) with a coefficient of variation of 3.5% and 2.9% at low and high concentrations, respectively. Serum concentrations of myoglobin were measured using an enzyme immunoassay (Dimension VISTA, Siemens Healthcare Diagnostics, Eschborn, Germany) with a coefficient of variation of 2.1% and 2.8% at low and high concentrations, respectively. Haemoglobin concentrations were analysed in EDTA whole blood samples using the Sysmex XN-9000 Haematology Autoanalyzer (Sysmex, Kobe, Japan) according to the manufacturer’s recommendation. Serum cystatin C concentrations were measured using a nephelometric assay (Dimension VISTA, Siemens Healthcare Diagnostics, Eschborn, Germany) and subsequently the estimated glomerular filtration rate (eGFR) was calculated using the CKD-EPI equation [19]




2.3. Metabolomics Measurements


A detailed description of all applied measurement techniques has been published before [20,21]. Briefly, three different approaches were combined: (1) non-targeted MS-based profiling of plasma samples as reported previously [22], (2) targeted MS-based profiling of plasma samples using the AbsoluteIDQ p180 Kit (BIOCRATES LifeSciences AG, Innsbruck, Austria) and (3) 1H-NMR-based profiling of plasma samples to derive lipoprotein particles.



After quality control and pre-processing 613 plasma metabolites were available for statistical analyses. Phospholipids obtained with the AbsoluteIDQ p180 Kit follow a specific nomenclature: PC—phosphatidylcholine, lysoPC—lysophoshatidylcholine; SM—sphingomyelin; PC aa/ae—diacyl/ether PC and CXX:Y is the sum of carbon atoms of the side chain(s) followed by the number of doubled bounds. Note that, 177 plasma metabolites could not be unambiguously assigned to a chemical identity and are referred to hereafter with the notation “X” followed by a unique number. Data on lipoprotein particles comprise 117 measures describing the gradient from very-low-density lipoprotein (VLDL) particles to high-density lipoprotein (HDL) particles, including their triglycerides, cholesterol, free cholesterol, phospholipid as well as apolipoprotein B (ApoB), A1 (Apo-A1) and A2 (Apo-A2) content.




2.4. Statistical Analysis


Sex-specific linear regression models were created to test for an association between serum ferritin, transferrin, myoglobin and haemoglobin concentrations as independent and metabolites/lipoproteins levels as dependent variables, controlling for age, WC, smoking behaviour, eGFR and serum ALT activities. Ferritin, myoglobin and metabolites levels were log2-transformed indicating a clear improvement towards normality. Sex-specific analyses were indicated by numerous significant sex-interaction terms in preliminary statistical exploration. Using a similar approach we tested for a modifying effect of menopause in women. To combine the metabolome data with lipoproteins, linear regression models were run with the lipoprotein as exposure and the metabolite as outcome controlling for age, sex and BMI. To account for multiple testing, we adjusted the p-values from regression analyses by controlling the false discovery rate (FDR) at 5% using the Benjamini-Hochberg procedure. Statistical analyses were performed using SAS version 9.4 (SAS statistical software, version 9.4, SAS Institute, Inc; Cary, NC, USA) and R 3.1.1 (R Foundation for statistical computing, version 3.1.1, The R foundation, Vienna, Austria). We investigated possible markers to differentiate high from low, possibly depleted, iron status. To this end, we adapted a previously published workflow [23] to derive a small, namely ten, metabolites containing signature to discriminate between both states. Since cut-offs for iron status greatly varies and given our apparently healthy population we chose a pragmatic approach relying on the distribution of all four markers within our population. First, we divided all participants according to sex-specific quartiles of each marker and subsequently summed the belonging to each quartile up to an iron status score (e.g., lowest ferritin quartile equals 1 and highest quartile equals 4). Based on this score we categorized all participants with a score less than or equal to 7 as being iron depleted and all participants with a score above 13 as being iron rich/sufficient. This approach resulted in groups of approximately equal sizes (N = 59/50 men and N = 62/47 women). For classification purpose we used a random-forest approach embedded in a two-stage cross-validation procedure allowing for variable selection and robustness testing.





3. Results


Characteristics of the study population are displayed in Table 1. Women were less often smoker and had a lower WC, eGFR as well as serum ALT activities. Only hsCRP concentrations were higher among women compared to men. With the exception of transferrin all markers of iron metabolism were significantly lower in women compared to men.



3.1. Surrogates of Iron Metabolism and the Plasma Metabolome


In total, 102 plasma metabolites significantly associated with at least one of the iron parameters in either men or women (Figure 1 and Table S1). No metabolite was common to all four markers under investigation. Strongest associations were observed for serum ferritin. Given the strong sexual dimorphic associations we present results for men and women separately. In addition, a graphical display of the estimated effect of serum ferritin on the ten metabolites showing the strongest associations in both men and women is given in Figure 2.




3.2. Significantly Associated Plasma Metabolites in Women


In general, associations seen in the plasma metabolome were much more pronounced in women compared to men, that is, 82 out 102 metabolites associated in total were seen in women only. Ferritin and haemoglobin were the strongest traits with 62 and 27 significantly associated metabolites, respectively. The overlap between both comprised 12 positively associated metabolites, including lipid species, for example, arachidonate or hexanoylcarnitine, metabolites related to heme metabolism, for example, biliverdin (also shared with transferrin) and several unknown compounds (Figure 1) as well as 3-methyl-2-oxobutyrate and 4-methyl-2-oxopentanoate. Apart from this overlap, ferritin levels were positively associated with a number of lipid species, comprising acylcarnitines, none-esterified fatty acids (NEFAs; for example, saturated, monounsaturated and polyunsaturated (PUFA)), phosphatidylcholines (PCs; for example, PC ae C36:4 or PC ae C40:2) and sphingomyelins (SM; for example, SM (OH) C22:1 or SM C24:1). Further positive associations with ferritin concentrations were observed for intermediates of branched-chain amino acid metabolism (BCAA; for example, leucine or 3-methyl-2-oxobutyrate), piperine, peptides (e.g., gamma-glutamylleucine) as well as several unknown compounds (Figure 1). Inverse associations with ferritin levels were limited to 1-oleoylglycerophosphoinositol and 3-hydroxyhippurate. Unique associations with haemoglobin concentrations comprised levels of the cholesterol metabolite 7-alpha-hydroxy-3-oxo-4-cholestenoate and lactate (positively) as well as phosphate and threonine (inversely). An overlap between associations to ferritin and transferrin levels became obvious with respect to levels of ether PCs (PC ae C16:4 and C38:5) and the SM C16:1 with opposing association directions (inversely with transferrin). Unique associations with serum transferrin were obvious for levels of betaine (inversely), diacyl PCs (e.g., PC aa C34:4), the lysophosphatidylcholine (LysoPC) C14:0 and taurolithocholate 3-sulfate.



Myoglobin concentrations associated positively with levels of creatinine only.



Despite no iron marker—plasma metabolite association was significantly modified by menopausal state after correcting for multiple testing, comparing the β-estimates between pre- and post-menopausal women revealed few ferritin-associated metabolites with differing effects (Figure S1). For instance, the inverse association between serum transferrin and PC ae C42:5 was seen in postmenopausal women only, whereas the associations with serum transferrin and biliverdin derivatives was almost absent among them. Further, the association between serum ferritin and valine for instance was stronger among postmenopausal women as well. However, in general there was a good agreement between the estimates in both groups.




3.3. Significantly Associated Plasma Metabolites in Men


As already stated compared to women associations in men were much less pronounced. With respect to ferritin, positive associations with levels of the lysoPC a C20:4, PC aa C38:4, arachidonate, 3-methyl-2-oxobutyrate and the unknown X-11727 became apparent. Only creatine levels were positively associated with transferrin in men, while creatine was inversely associated with myoglobin concentrations. Compared to women associations with myoglobin were more frequent in men. Those included positive associations with levels of asparagine, n-acetylalanine, creatinine, biliverdine derivatives, pseudouridine, citrate, 7-methylxanthine and several unknown compounds. Not at least, with respect to haemoglobin concentrations, associations with levels of biliverdin, heme, lactate and phosphate were similar as in women, whereas positive associations with levels of cortisol/cortisone and glutamine were unique to men.




3.4. Surrogates of Iron Metabolism and Lipoprotein Particles


Even associations with lipoprotein particles showed in part sexual dimorphic associations (Figure 3). With respect to ferritin concentrations, only the triglyceride (TG) content of small VLDL-particles was positively associated among women whereas in men significant positive associations with total triglycerides (TG), VLDL and IDL particles became apparent. In detail, the positive association with VLDL-particles was mainly due to a positive association with large VLDL particles. Numerous and exclusively positive associations were obvious with transferrin levels in women, comprising total TG and total Apo-A2 levels as well as VLDL, IDL and small-dense HDL particles (HDL4). The associations with total Apo-A1 and HDL4 were replicated in men. No associations with respect to myoglobin became obvious. Haemoglobin levels showed a divergent association pattern in men and women. Positive associations with small-dense LDL particles (LDL5 and LDL6) as well as small-dense HDL particles (HDL4) were unique to women. In contrast, haemoglobin levels were positively associated with total TG and VLDL particles in men.




3.5. Identification of Markers to Differentiate High from Low Iron Status


In an attempt to discriminate between participants with low and high iron markers we achieved moderate discrimination as shown by a median area under the receiver operating curve (AUC) of 0.81 in women and men using a maximum of 10 variables (Figure S2). Validation runs in women were more consistent as shown by less variation in the achieved AUC. Briefly, in women age and eGFR were the most important predictors followed by plasma levels of gamma-glutamylphenylalanine and lysoPC a C16:1. Among men biliverdin, 3-(4-hydroxyphenyl)lactate, gamma-glutamylphenylalanine and waist circumference were the most important variables.





4. Discussion


Iron homeostasis is under tight physiological control and monitored in the clinic using circulating surrogates, that is, ferritin, transferrin, haemoglobin and myoglobin. However, perturbations lead to several metabolic adaptations and within the present study we report for the first time a comprehensive panel of small molecules and related alterations in lipoprotein metabolism which were strongly associated with those markers in particular among women. Our results clearly emphasize serum ferritin as the most important marker reflecting numerous metabolic signatures.



4.1. Overlapping Metabolites Reflect Heme Degradation


The strongest associations seen in the present study comprised heme, billiverdin as well as a number of closely related unknown metabolites forming a tight cluster in the estimated GGM (Figure 4). High levels of haemoglobin likely indicate a higher production/turnover of red blood cells and subsequently degradation of heme. The sex-specific association with respect to serum ferritin in women might result from the stronger correlation between haemoglobin and ferritin in women (r = 0.35; p < 0.01) compared to men (r = 0.21; p < 0.12), in line with the higher prevalence of iron deficiency in women resulting in both lower ferritin and lower haemoglobin concentrations.




4.2. A Complex Metabolic Pattern is Associated with Serum Ferritin


An important finding is given by the interrelation of serum ferritin, plasma NEFAs and the TG-content of small dense VLDL-particles (VLDL6) among women. Namely, we observed a positive association between VLDL measures and NEFAs (Figure S3), while serum ferritin was associated to VLDL6 TG (Figure 3) as well as to those NEFAs as was observed for VLDL measures (Figure 1 and Figure S3) creating a triangle of association.



The amount of VLDL particles secreted by the liver is extremely variable. One of the primary determinants is the amount of NEFAs entering the liver. With respect to the origin of NEFAs, the hydrolysis of TG by lipoprotein lipase from VLDL and other TG-rich lipoproteins as well as the lipolysis in adipose tissue by hormone-sensitive lipase play important roles [24]. Of note, in the present study, participants were fasting for at least 8 h by study design. In the fasting condition, NEFAs are primarily released from adipose tissue to fuel muscles [24]. It has been suggested that VLDL particles are smaller and more numerous if saturated fatty acids predominate in the synthesized TG compared to the case if poly-/unsaturated fatty acids are more abundant [25]. NEFAs associated with TG-content of VLDL6 were predominantly unsaturated fatty acids. It may be conceivable, that the majority of saturated fatty acids has been incorporated into VLDL particles, thus, with increasing amounts of secreted VLDL6 the amount of saturated NEFAs in the circulation decreased. But the underlying molecular mechanisms remain elusive. Nevertheless, the present observations are in line with reported findings considering pathological conditions. For instance, increased NEFA levels were related to insulin resistance [26]. Increased levels of VLDL particles among others are considered also a hallmark of affected lipoprotein metabolism in pre-diabetes [27]. Likewise, increased serum ferritin has been reported in relation to altered levels of VLDL-TG as well as HDL- and LDL-cholesterol [28,29], while serum ferritin is also increasingly recognized as marker for metabolic disease, in particular T2DM [6,7]. In line with this notion, we observed positive associations of serum ferritin with BCAAs and related intermediates which were shown to predict incident T2DM or fatty liver disease in numerous population-based studies [30,31,32]. Notably, the presented findings with respect to serum ferritin and plasma metabolites in women remained significant even after adjustment for fasting glucose (Figure S4). One previous study has provided first indications of a metabolic pathway that can lead to impaired glucose metabolism in case of elevated ferritin concentrations. The authors speculated about an implication via the metabolic pathways of the amino acids sarcosine and citrulline [33]. However, the larger metabolite coverage of our approach further augments their observation to BCAA catabolites but it remains elusive if those observational results reflect causal mechanisms or are surrogates for tissue-specific pathways. Nevertheless, the association between serum ferritin, metabolites and T2DM might provide a link to the adverse effect of red meat consumption as recently shown by Wittenbecher et al. [15] and it is of interest to identify the underlying mechanism in more detail, in particular given the strong sex-discrepancy in the present study (compare also Figure 2).



Not at least, serum ferritin is a well-known acute phase protein and hence a number of associated metabolites were overlapping with our previous metabolomics study on inflammatory parameters, comprising for example, acylcarnitines species [23]. Consistently, women in our study population appear to have subclinical but elevated levels of markers of inflammation per se (Table 1).



In summary, the profile of associated metabolites with serum ferritin aligned with metabolomics signatures of incident type 2 diabetes and insulin resistance [34,35,36].




4.3. Haemoglobin and Lipoprotein Metabolism in Males


Apart from heme degradation, haemoglobin levels were positively associated with large VLDL-particles (VLDL1 and VLDL2) in men only, similar to serum ferritin. Large VLDL-particles are a primary secretion product of the liver and serve as carrier for newly synthesized TG, cholesterol and phospholipids to peripheral tissues. A possible link might be provided by the mutual positive association with plasma cortisol. Cortisol is known to stimulate hepatic glucose and lipid metabolism, including increased lipogenesis, VLDL assembly and cholesterol levels especially in response to stress [37,38,39]. Elevated cortisol levels are signs of pronounced chronic stress, as well as predictors of metabolic changes and are associated with diabetes and cardiovascular diseases [37,40,41]. Even in healthy men, both cortisol and haemoglobin appear to reactively increase in stressful situations [42]. However, the physiological link between cortisol and haemoglobin concentrations remains to be established.




4.4. Serum Transferrin and Lipoprotein Metabolism


Opposing to the male situation, serum transferrin was the strongest trait with respect to lipoprotein metabolism in females. However, while including large VLDL and IDL particles the associations were weaker as those seen with ferritin and haemoglobin among men and one might propose that transferrin is in women the more suitable iron-related marker to reveal iron-associated changes in lipoprotein metabolism. However, the underlying mechanism remains unclear. Of note, strong positive associations to transferrin levels were observed for small dense HDL4 particle measures in males as well as in females. Strikingly, Vaisar et al. have reported that HDL lipoprotein carry numerous proteins and peptides as investigated by shotgun proteomics combining LC-MS and biochemical analyses. Among several acute-phase proteins and complement-regulatory proteins reported in the fraction of small dense HDL particles also transferrin was found [43] which aligns with the report by McPherson [44] and is likely the underlying reason for our observations.




4.5. Potential Markers to Predict Iron Depletion


Overall, women are more iron-depleted compared to men. This might be observed in changes in lipid metabolism related to subclinical iron depletion. In women, transferrin was inversely associated with some PC-species, while transferrin was positively associated with VLDL measures. It is well-known that PCs are necessary for assembly and secretion of VLDL lipoprotein particles from the liver. Notably, in iron deficiency anaemia VLDL levels have been reported to be elevated which was reversible by oral iron intake [45,46]. Increased consumption of PC species to assemble VLDL particles may account for the inverse association observed for transferrin implicating subclinical iron depletion. Likewise the positive association of PC species to ferritin may be interpreted in the same manner. As ferritin is reduced in iron depletion, PC species are lowered similarly due to increased assembly of VLDL particles. Yet, ferritin was not associated with VLDL measures in women. Reasons for this remain elusive but might be due to the absence of overt iron deficiency in the present study.



Our classification approach for possible novel markers related to iron status revealed in part expected characteristics like age or eGFR and was, consistent with the linear regression analyses, highly sex-specific. Some of the effects which are likely represented by the chosen markers, like free fatty acids, were already discussed in preceding sections. However, gamma-glutamylphenylalanine was the sole marker consistent for men and women and was further not obvious in linear regression analyses. Briefly, gamma-glutamylpeptides are formed as part of the gamma-glutamyl cycle for the restoration of the essential intracellular antioxidant glutathione (GSH) and consistently plasma concentrations of such dipetides have been shown to indicate increased (hepatic) oxidative stress [47]. Excess hepatic iron overload is a well-known cause of increased oxidative stress and therefore increased plasma concentrations of plasma gamma-glutamylpeptides likely reflect adverse consequences of iron rather than indicating iron depletion. Notably, the whole signature compiled for male participants showed strong alignment with the metabolomics profile of hepatic steatosis or hepatic damage [21] which might be an indication that those seem to suffer from iron overload rather than depletion, among others, resulting in impaired liver function as indicated by elevated serum ALT activities. To conclude, the compiled signatures comprise several aspects of whole body response to shifts in iron availability but other confounding factors might hamper their implementation as complementary markers for iron status.




4.6. A Short Note on the Strong Sex—Differences in Iron Metabolism


The most obvious female-specific determinants of iron homeostasis are menstruation, pregnancy and menopause [48,49]. Menstruation leads to lower iron availability due to an average blood loss of 40 mL per cycle [48], with variations from 5 to 26 mg iron lost per cycle [50]. During menopause, women suffer from both, lower iron values due to malabsorption [51] as well as from an iron overload [52] through a decreasing menstrual period due to lower oestrogen concentrations [53]. At least within the present study, menopause had only a minor modifying effect on associations between iron parameters and plasma metabolites. However, with respect to rhythmic changes during the menstrual cycle mutually affecting iron parameters and plasma metabolites we can only speculate. Plasma lipid concentrations vary depending on the cycle phase due to fluctuating oestrogen levels [54,55,56]. Thus, HDL-cholesterol appears to have its maximum around the ovulation, while LDL-cholesterol is highest in the follicular phase [55]. Similarly ferritin levels fluctuate across the menstrual cycle and hence introduce possibly a common variation of both parameters causing statistical correlation but not necessarily a causative relation. Unfortunately, data on the time point in the menstruation cycle of our female participants was not available and hence we could not rule out such residual confounding. Therefore, in order to analyse this more precisely, metabolome analyses, which can be precisely assigned to the individual cycle phases, should be carried out.




4.7. Myoglobin Reflects Male Muscle Metabolism


With the exception of creatinine levels associations with myoglobin concentrations were only seen in males. Clinically, myoglobin is not a classical biomarker of iron metabolism but we included it in the present study as it is one of the most important iron containing enzymes. In particular, the inverse association with creatine and the positive association with creatinine are a hint towards altered energy metabolism in skeletal muscle as those reflect shifts in phosphocreatine utilization for the recycling of adenosine diphosphate to generate adenosine triphosphate. In line with this assumption, myoglobin is usually not present in plasma and its occurrence is due to muscle injury which perfectly fits with the shift in the creatine to creatinine ratio described. Another plausible explanation might arise from the implication of kidney function. This is highlighted in particular by a positive association with pseudouridine, a newly discovered metabolomic marker of kidney function [57]. Even if we accounted in linear regression analysis for the eGFR based on cystatin C, having the clear advantage to be far less affected by muscle mass compared to creatinine-based procedures, this might be not sufficient to truly rule out any influence.




4.8. Strengths and Limitations


The strength of our study is reflected in the population size and the extensive metabolic profiling in combination with relevant circulating surrogates of iron metabolism in a healthy population. Nonetheless, the cross-sectional design of our study has limitations. Although associations are clearly visible, we can only speculate about causality. Further, it should be noted that we cannot rule out possible hidden factors, for example, the menstrual cycle, which might mediate some of the presented observations. A further drawback is the missing ability of detailed data on the nutritional behaviour of our participants.





5. Conclusions


The present study shows for the first time a comprehensive metabolic profile of important members in iron metabolism among a large population of apparently healthy volunteers. Our results provide hypothesis for molecular links to important (cardio-)metabolic disease, in particular through associations with highly resolved lipoprotein measures or BCAA intermediates with serum ferritin being the strongest biomarker. Further studies are needed to reveal if the sex-specific profile associated with serum ferritin might provide the link to a sexual-dimorphism of metabolic disease through metabolic maladaptation.








Supplementary Materials


The following are available online at http://www.mdpi.com/2072-6643/10/11/1800/s1, Figure S1: Comparison of beta-estimates from linear regression analyses for all iron traits after separating women in pre- and postmenopausal women. Figure S2: Final results from classification analyses using random forests in a two-stage cross-validation scheme for women (A) and men (B). Figure S3: Association heatmap of lipid species significantly associated with at least one trait under investigation. Figure S4: Comparison of p-values from linear regression models. Table S1: Significantly associated plasma metabolites with at least one of the surrogates of iron metabolism.





Author Contributions


conceptualization, N.F. and M.P.; methodology, M.P., A.A. and J.A.; formal analysis, G.K. and M.P.; investigation, K.B., A.K. and A.M.; writing—original draft preparation, A.K.; writing—review and editing, A.M. and M.P.; supervision, M.N. and N.F.; project administration, H.V. and N.F.




Funding


This work was funded by grants from the German Federal Ministry of Education and Research (BMBF, grants 01ZZ0403, 01ZZ0103, 01GI0883, AtheroSysMed 03IS2061B), the Ministry for Education, Research and Cultural Affairs, as well as the Ministry of Social Affairs of the Federal State of Mecklenburg-West Pomerania. This work is also part of the research project Greifswald Approach to Individualized Medicine (GANI_MED). The GANI_MED consortium is funded by the Federal Ministry of Education and Research and the Ministry of Cultural Affairs of the Federal State of Mecklenburg-West Pomerania (03IS2061A). We would like to thank Bianca Schmick from the Genome Analysis Center for expert technical assistance. A part of this study was supported by the German Center Diabetes Research (DZD e.V.) grant to J.A.




Conflicts of Interest


The authors declare no conflict of interest.




References


	



Smith, R.S. Iron deficiency and iron overload. Arch. Dis. Child. 1965, 40, 343–363. [Google Scholar] [CrossRef] [PubMed]

	



Trump, B.F.; Valigorsky, J.M.; Arstila, A.U.; Mergner, W.J.; Kinney, T.D. The relationship of intracellular pathways of iron metabolism to cellular iron overload and the iron storage diseases. Cell sap and cytocavitary network pathways in relation to lysosomal storage and turnover of iron macromolecules. Am. J. Pathol. 1973, 72, 295–336. [Google Scholar] [PubMed]

	



Thorstensen, K.; Romslo, I. The role of transferrin in the mechanism of cellular iron uptake. Biochem. J. 1990, 271, 1–9. [Google Scholar] [CrossRef] [PubMed][Green Version]

	



Ferrari, P.; Kulkarni, H.; Dheda, S.; Betti, S.; Harrison, C.; St Pierre, T.G.; Olynyk, J.K. Serum iron markers are inadequate for guiding iron repletion in chronic kidney disease. Clin. J. Am. Soc. Nephrol. 2011, 6, 77–83. [Google Scholar] [CrossRef] [PubMed]

	



Warner, M.J.; Kamran, M.T. Anemia, iron deficiency. In Statpearls; StatPearls: Treasure Island, FL, USA, 2018. [Google Scholar]

	



Sahay, M.; Kalra, S.; Badani, R.; Bantwal, G.; Bhoraskar, A.; Das, A.K.; Dhorepatil, B.; Ghosh, S.; Jeloka, T.; Khandelwal, D.; et al. Diabetes and anaemia: International diabetes federation (idf)—southeast asian region (sear) position statement. Diabetes Metab. Syndr. 2017, 11 (Suppl. 2), S685–S695. [Google Scholar] [CrossRef] [PubMed]

	



Vela, D.; Sopi, R.B.; Mladenov, M. Low hepcidin in type 2 diabetes mellitus: Examining the molecular links and their clinical implications. Can. J. Diabetes 2018, 42, 179–187. [Google Scholar] [CrossRef] [PubMed]

	



Aranda, N.; Fernandez-Cao, J.C.; Tous, M.; Arija, V. Increased iron levels and lipid peroxidation in a mediterranean population of Spain. Eur. J. Clin. Investig. 2016, 46, 520–526. [Google Scholar] [CrossRef] [PubMed]

	



Zaribaf, F.; Entezari, M.H.; Hassanzadeh, A.; Mirzaian, S. Association between dietary iron, iron stores and serum lipid profile in reproductive age women. J. Educ. Health Promot. 2014, 3, 15. [Google Scholar] [PubMed]

	



Kraml, P. The role of iron in the pathogenesis of atherosclerosis. Physiol. Res. 2017, 66, S55–S67. [Google Scholar] [PubMed]

	



Shipra, B.K.G.; Solanki, R.; Punia, H.; Agarwal, V.; Kaur, J.; Shukla, A. Relationship of lipid profile and serum ferritin levels with acute myocardial infarction. J. Clinical Diagn. Res. 2014, 8, CC10–CC13. [Google Scholar]

	



Zhu, Y.N.; He, B.T.; Jing, J.; Ma, J.; Li, X.H.; Yang, W.H.; Jin, Y.; Chen, Y.J. Hepcidin and iron metabolism associated with cardiometabolic risk factors in children: A case-control study. Nutr. Metab. Cardiovasc. Dis. 2016, 26, 525–533. [Google Scholar] [CrossRef] [PubMed]

	



Britton, L.J.; Subramaniam, V.N.; Crawford, D.H. Iron and non-alcoholic fatty liver disease. World J. Gastroenterol. 2016, 22, 8112–8122. [Google Scholar] [CrossRef] [PubMed]

	



Bictash, M.; Ebbels, T.M.; Chan, Q.; Loo, R.L.; Yap, I.K.; Brown, I.J.; de Iorio, M.; Daviglus, M.L.; Holmes, E.; Stamler, J.; et al. Opening up the “black box”: Metabolic phenotyping and metabolome-wide association studies in epidemiology. J. Clin. Epidemiol. 2010, 63, 970–979. [Google Scholar] [CrossRef] [PubMed]

	



Wittenbecher, C.; Muhlenbruch, K.; Kroger, J.; Jacobs, S.; Kuxhaus, O.; Floegel, A.; Fritsche, A.; Pischon, T.; Prehn, C.; Adamski, J.; et al. Amino acids, lipid metabolites and ferritin as potential mediators linking red meat consumption to type 2 diabetes. Am. J. Clin. Nutr. 2015, 101, 1241–1250. [Google Scholar] [CrossRef] [PubMed]

	



Allen, L.H. Current information gaps in micronutrient research, programs and policy: How can we fill them? World Rev. Nutr. Diet. 2016, 115, 109–117. [Google Scholar] [PubMed]

	



Volzke, H.; Alte, D.; Schmidt, C.O.; Radke, D.; Lorbeer, R.; Friedrich, N.; Aumann, N.; Lau, K.; Piontek, M.; Born, G.; et al. Cohort profile: The study of health in pomerania. Int. J. Epidemiol. 2011, 40, 294–307. [Google Scholar] [CrossRef] [PubMed]

	



Schwarz, S.; Volzke, H.; Alte, D.; Schwahn, C.; Grabe, H.J.; Hoffmann, W.; John, U.; Doren, M. Menopause and determinants of quality of life in women at midlife and beyond: The study of health in pomerania (ship). Menopause 2007, 14, 123–134. [Google Scholar] [CrossRef] [PubMed]

	



Inker, L.A.; Schmid, C.H.; Tighiouart, H.; Eckfeldt, J.H.; Feldman, H.I.; Greene, T.; Kusek, J.W.; Manzi, J.; Van Lente, F.; Zhang, Y.L.; et al. Estimating glomerular filtration rate from serum creatinine and cystatin c. N. Engl. J. Med. 2012, 367, 20–29. [Google Scholar] [CrossRef] [PubMed]

	



Masuch, A.; Pietzner, M.; Bahls, M.; Budde, K.; Kastenmuller, G.; Zylla, S.; Artati, A.; Adamski, J.; Volzke, H.; Dorr, M.; et al. Metabolomic profiling implicates adiponectin as mediator of a favorable lipoprotein profile associated with NT-proBNP. Cardiovasc. Diabetol. 2018, 17, 120. [Google Scholar] [CrossRef] [PubMed]

	



Pietzner, M.; Budde, K.; Homuth, G.; Kastenmuller, G.; Henning, A.K.; Artati, A.; Krumsiek, J.; Volzke, H.; Adamski, J.; Lerch, M.M.; et al. Hepatic steatosis is associated with adverse molecular signatures in subjects without diabetes. J. Clin. Endocrinol. Metab. 2018, 103, 3856–3868. [Google Scholar] [CrossRef] [PubMed]

	



Knacke, H.; Pietzner, M.; Do, K.T.; Romisch-Margl, W.; Kastenmuller, G.; Volker, U.; Volzke, H.; Krumsiek, J.; Artati, A.; Wallaschofski, H.; et al. Metabolic fingerprints of circulating igf-1 and the igf-1/igfbp-3 ratio: A multifluid metabolomics study. J. Clin. Endocrinol. Metab. 2016, 101, 4730–4742. [Google Scholar] [CrossRef] [PubMed]

	



Pietzner, M.; Kaul, A.; Henning, A.K.; Kastenmuller, G.; Artati, A.; Lerch, M.M.; Adamski, J.; Nauck, M.; Friedrich, N. Comprehensive metabolic profiling of chronic low-grade inflammation among generally healthy individuals. BMC Med. 2017, 15, 210. [Google Scholar] [CrossRef] [PubMed]

	



Frayn, K.N. Non-esterified fatty acid metabolism and postprandial lipaemia. Atherosclerosis 1998, 141 (Suppl. 1), S41–S46. [Google Scholar] [CrossRef]

	



Bhagavan, N.V. Lipids iii: Plasma lipoproteins. In Medical Biochemistry, 4th ed.; Harcourt/Academic Press: London, UK, 2002; pp. 439–450. [Google Scholar]

	



Zhao, X.; Fritsche, J.; Wang, J.; Chen, J.; Rittig, K.; Schmitt-Kopplin, P.; Fritsche, A.; Haring, H.U.; Schleicher, E.D.; Xu, G.; et al. Metabonomic fingerprints of fasting plasma and spot urine reveal human pre-diabetic metabolic traits. Metabolomics 2010, 6, 362–374. [Google Scholar] [CrossRef] [PubMed][Green Version]

	



Choi, S.H.; Ginsberg, H.N. Increased very low density lipoprotein (VLDL) secretion, hepatic steatosis and insulin resistance. Trends Endocrinol. Metab. 2011, 22, 353–363. [Google Scholar] [CrossRef] [PubMed]

	



Halle, M.; Konig, D.; Berg, A.; Keul, J.; Baumstark, M.W. Relationship of serum ferritin concentrations with metabolic cardiovascular risk factors in men without evidence for coronary artery disease. Atherosclerosis 1997, 128, 235–240. [Google Scholar] [CrossRef]

	



Upadhyay, R.K. Emerging risk biomarkers in cardiovascular diseases and disorders. J. Lipids 2015, 2015, 971453. [Google Scholar] [CrossRef] [PubMed]

	



Asghari, G.; Farhadnejad, H.; Teymoori, F.; Mirmiran, P.; Tohidi, M.; Azizi, F. High dietary intake of branched-chain amino acids is associated with an increased risk of insulin resistance in adults. J. Diabetes 2018, 10, 357–364. [Google Scholar] [CrossRef] [PubMed]

	



Lu, J.; Xie, G.; Jia, W.; Jia, W. Insulin resistance and the metabolism of branched-chain amino acids. Front. Med. 2013, 7, 53–59. [Google Scholar] [CrossRef] [PubMed]

	



Shimomura, Y.; Honda, T.; Shiraki, M.; Murakami, T.; Sato, J.; Kobayashi, H.; Mawatari, K.; Obayashi, M.; Harris, R.A. Branched-chain amino acid catabolism in exercise and liver disease. J. Nutr. 2006, 136, 250s–253s. [Google Scholar] [CrossRef] [PubMed]

	



Stechemesser, L.; Eder, S.K.; Wagner, A.; Patsch, W.; Feldman, A.; Strasser, M.; Auer, S.; Niederseer, D.; Huber-Schonauer, U.; Paulweber, B.; et al. Metabolomic profiling identifies potential pathways involved in the interaction of iron homeostasis with glucose metabolism. Mol. Metab. 2017, 6, 38–47. [Google Scholar] [CrossRef] [PubMed][Green Version]

	



Boden, G. Obesity, insulin resistance and free fatty acids. Curr. Opin. Endocrinol. Diabetes Obes. 2011, 18, 139–143. [Google Scholar] [CrossRef] [PubMed][Green Version]

	



Lynch, C.J.; Adams, S.H. Branched-chain amino acids in metabolic signalling and insulin resistance. Nat. Rev. Endocrinol. 2014, 10, 723–736. [Google Scholar] [CrossRef] [PubMed]

	



Wang, T.J.; Larson, M.G.; Vasan, R.S.; Cheng, S.; Rhee, E.P.; McCabe, E.; Lewis, G.D.; Fox, C.S.; Jacques, P.F.; Fernandez, C.; et al. Metabolite profiles and the risk of developing diabetes. Nat. Med. 2011, 17, 448–453. [Google Scholar] [CrossRef] [PubMed][Green Version]

	



Reynolds, R.M.; Labad, J.; Strachan, M.W.; Braun, A.; Fowkes, F.G.; Lee, A.J.; Frier, B.M.; Seckl, J.R.; Walker, B.R.; Price, J.F. Elevated fasting plasma cortisol is associated with ischemic heart disease and its risk factors in people with type 2 diabetes: The edinburgh type 2 diabetes study. J. Clin. Endocrinol. Metab. 2010, 95, 1602–1608. [Google Scholar] [CrossRef] [PubMed]

	



Rose, A.J.; Herzig, S. Metabolic control through glucocorticoid hormones: An update. Mol. Cell. Endocrinol. 2013, 380, 65–78. [Google Scholar] [CrossRef] [PubMed]

	



Vegiopoulos, A.; Herzig, S. Glucocorticoids, metabolism and metabolic diseases. Mol. Cell. Endocrinol. 2007, 275, 43–61. [Google Scholar] [CrossRef] [PubMed][Green Version]

	



Oltmanns, K.M.; Dodt, B.; Schultes, B.; Raspe, H.H.; Schweiger, U.; Born, J.; Fehm, H.L.; Peters, A. Cortisol correlates with metabolic disturbances in a population study of type 2 diabetic patients. Eur. J. Endocrinol. 2006, 154, 325–331. [Google Scholar] [CrossRef] [PubMed][Green Version]

	



Staufenbiel, S.M.; Penninx, B.W.; Spijker, A.T.; Elzinga, B.M.; van Rossum, E.F. Hair cortisol, stress exposure and mental health in humans: A systematic review. Psychoneuroendocrinology 2013, 38, 1220–1235. [Google Scholar] [CrossRef] [PubMed]

	



Dugue, B.; Leppanen, E.; Grasbeck, R. The driving license examination as a stress model: Effects on blood picture, serum cortisol and the production of interleukins in man. Life Sci. 2001, 68, 1641–1647. [Google Scholar] [PubMed]

	



Vaisar, T.; Pennathur, S.; Green, P.S.; Gharib, S.A.; Hoofnagle, A.N.; Cheung, M.C.; Byun, J.; Vuletic, S.; Kassim, S.; Singh, P.; et al. Shotgun proteomics implicates protease inhibition and complement activation in the antiinflammatory properties of HDL. J. Clin. Investig. 2007, 117, 746–756. [Google Scholar] [CrossRef] [PubMed][Green Version]

	



McPherson, P.A.; Young, I.S.; McKibben, B.; McEneny, J. High density lipoprotein subfractions: Isolation, composition and their duplicitous role in oxidation. J. Lipid Res. 2007, 48, 86–95. [Google Scholar] [CrossRef] [PubMed]

	



Antappanavar, V.B.; Biradar, S.G.; Patil, V.; Biradar, P.M.; Mithare, S.; Sharma, A.K. A study of correlation between iron deficiency anaemia and serum lipid profile in indian adults in brims, bidar. Int. J. Adv. Med. 2014, 1, 96–100. [Google Scholar] [CrossRef]

	



Verma, U.; Shankar, N.; Madhu, S.V.; Tandon, O.P.; Madan, N.; Verma, N. Relationship between iron deficiency anaemia and serum lipid levels in indian adults. J. Indian Med. Assoc. 2010, 108, 555–558. [Google Scholar] [PubMed]

	



Soga, T.; Sugimoto, M.; Honma, M.; Mori, M.; Igarashi, K.; Kashikura, K.; Ikeda, S.; Hirayama, A.; Yamamoto, T.; Yoshida, H.; et al. Serum metabolomics reveals gamma-glutamyl dipeptides as biomarkers for discrimination among different forms of liver disease. J. Hepatol. 2011, 55, 896–905. [Google Scholar] [CrossRef] [PubMed]

	



Cook, J.D.; Finch, C.A. Iron nutrition. West. J. Med. 1975, 122, 474–481. [Google Scholar] [PubMed]

	



Rushton, D.H.; Barth, J.H. What is the evidence for gender differences in ferritin and haemoglobin? Crit. Rev. Oncol. Hematol. 2010, 73, 1–9. [Google Scholar] [CrossRef] [PubMed]

	



Baldwin, R.M.; Whalley, P.J.; Pritchard, J.A. Measurements of menstrual blood loss. Am. J. Obstet. Gynecol. 1961, 81, 739–742. [Google Scholar] [CrossRef]

	



Qamar, K.; Saboor, M.; Qudsia, F.; Khosa, S.M.; Moinuddin; Usman, M. Malabsorption of iron as a cause of iron deficiency anaemia in postmenopausal women. Pak. J. Med. Sci. 2015, 31, 304–308. [Google Scholar] [PubMed]

	



Chen, B.; Li, G.F.; Shen, Y.; Huang, X.I.; Xu, Y.J. Reducing iron accumulation: A potential approach for the prevention and treatment of postmenopausal osteoporosis. Exp. Ther. Med. 2015, 10, 7–11. [Google Scholar] [CrossRef] [PubMed][Green Version]

	



Jian, J.; Pelle, E.; Huang, X. Iron and menopause: Does increased iron affect the health of postmenopausal women? Antioxid. Redox Signal. 2009, 11, 2939–2943. [Google Scholar] [CrossRef] [PubMed]

	



Cullinane, E.M.; Yurgalevitch, S.M.; Saritelli, A.L.; Herbert, P.N.; Thompson, P.D. Variations in plasma volume affect total and low-density lipoprotein cholesterol concentrations during the menstrual cycle. Metab. Clin. Exp. 1995, 44, 965–971. [Google Scholar] [CrossRef]

	



Mumford, S.L.; Dasharathy, S.; Pollack, A.Z.; Schisterman, E.F. Variations in lipid levels according to menstrual cycle phase: Clinical implications. Clin. Lipidol. 2011, 6, 225–234. [Google Scholar] [CrossRef] [PubMed]

	



Vashishta, S.; Gahlot, S.; Goyal, R. Effect of menstrual cycle phases on plasma lipid and lipoprotein levels in regularly menstruating women. J. Clin. Diagn. Res. 2017, 11, CC05–CC07. [Google Scholar] [CrossRef] [PubMed]

	



Sekula, P.; Dettmer, K.; Vogl, F.C.; Gronwald, W.; Ellmann, L.; Mohney, R.P.; Eckardt, K.U.; Suhre, K.; Kastenmuller, G.; Oefner, P.J.; et al. From discovery to translation: Characterization of C-Mannosyltryptophan and pseudouridine as markers of kidney function. Sci. Rep. 2017, 7, 17400. [Google Scholar] [CrossRef] [PubMed]








[image: Nutrients 10 01800 g001 550] 





Figure 1. Heatmap of corrected p-values (controlling the false discovery rate (FDR) at 5%) from sex-specific (M—men; W—women) linear regression analyses using ferritin, transferrin, myoglobin and haemoglobin concentrations as exposure and plasma metabolites as outcome. Models were adjusted for age, waist circumference, smoking behaviour, estimated glomerular filtration rate and serum alanine aminotransferase activity. Orange and blue shadings indicate positive and inverse associations, respectively. Thick frames indicate significant (FDR < 0.05) associations. Corresponding estimates and FDR values are given in Table S1. 
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Figure 2. Predicted means and 95%-confidence interval of metabolites levels along serum ferritin concentrations based on linear regression models as outlined in the main text. Effect-estimates were separated by sex (men—green, women—purple). p-values after correcting for multiple testing, controlling the false discovery rate at (FDR) 5%, are given in the legend. Metabolite levels are given on a standardized scale where zero represents the population average and one refers to a shift of one standard deviation. 
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Figure 3. Heatmap of corrected p-values (controlling the false discovery rate (FDR) at 5%) from sex-specific (M—male; F—female) linear regression analyses using ferritin, transferrin, myoglobin and haemoglobin concentrations as exposure and lipoprotein particles as outcome. Models were adjusted for age, waist circumference, smoking behaviour, estimated glomerular filtration rate and serum alanine aminotransferase activity. Orange and blue shadings indicate positive and inverse associations, respectively. Thick frames indicate significant (FDR < 0.05) associations. VLDL = very low-density lipoprotein; LDL = low-density lipoprotein; IDL = intermediate-density lipoprotein; HDL = high-density lipoprotein; Apo = apolipoprotein. 
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Figure 4. Subnetwork from the Gaussian graphical model to reconstruct metabolite dependencies with a particular focus on heme related metabolites. Increased node size indicates significant associations with at least one red blood cell count trait under investigation. par. cor. = partial correlation. 
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Table 1. General characteristics of the study population.
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	Characteristics
	Male

(N = 409)
	Female

(N = 411)
	p *





	Age, years
	50 (40; 61)
	54 (44; 62)
	0.93



	Smoking, %
	
	
	<0.01



	Never
	30.6
	51.8
	



	Former
	45.9
	28.7
	



	Current
	23.5
	19.5
	



	Waist Circumference, cm
	94 (87; 102)
	83 (76; 91)
	<0.01



	Ferritin, µg/L
	149 (86; 255)
	60 (28; 104)
	<0.01



	Transferrin, g/L
	2.5 (2.2; 2.7)
	2.5 (2.3; 2.8)
	<0.01



	Myoglobin, µg/L
	58 (50; 71)
	44 (37; 54)
	<0.01



	Haemoglobin, mmol/L
	9.1 (8.8; 9.5)
	8.3 (7.9; 8.6)
	<0.01



	eGFR, mL/min/1.73 m²
	116 (108; 126)
	110 (101; 118)
	<0.01



	ALT, µkatal/L
	0.47 (0.35; 0.65)
	0.31 (0.25; 0.44)
	<0.01



	hsCRP, mg/L
	0.99 (0.56; 1,83)
	1.16 (0.62; 2.45)
	<0.01



	Fibrinogen, g/L
	2.8 (2.3; 3.3)
	3.1 (2.6; 3.5)
	<0.01



	Glucose, mmol/L
	5.4 (5.1;5.8)
	5.2 (4.9; 5.6)
	<0.01







Data are expressed as median (25th; 75th percentile). eGFR = estimated glomerular filtration rate; ALT = alanine aminotransferase; * p-value resulting from Wilcoxon-rank-sum test for continuous and χ²-test for categorical data was used for comparison.














© 2018 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access article distributed under the terms and conditions of the Creative Commons Attribution (CC BY) license (http://creativecommons.org/licenses/by/4.0/).
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