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Abstract: Using a systematic review method, the prevalence of anaemia, iron deficiency (ID), and
iron deficiency anaemia (IDA) in women of reproductive age (WRA) and children under 5 years of
age was obtained to inform priorities in health planning and policy in South Africa. We searched
electronic databases for articles published between 1997 and 2021. A total of 713 articles were
identified, of which 14 articles comprising 9649 WRA and 4085 children were included. Since most of
the included studies were of low quality, we did not pool data in a meta-analysis due to heterogeneity
(I2 > 75%). In WRA, anaemia prevalence ranged from 22.0% to 44.0%; ID from 7.7% and 19.0%; and
IDA from 10.5% to 9.7%. The prevalence of anaemia in pregnancy was 29.0% to 42.7%; and 60.6%
to 71.3% in HIV-infected pregnant women. Three national surveys reported anaemia in children at
28.9%, 10.7%, and 61.3%, respectively. Overall, among the children under 5 years old, anaemia was
more prevalent in 1-year-olds (52.0%) compared to the other age groups. Between 2005 and 2012, ID
increased by 3.8% and IDA decreased by 83.2% in children. Anaemia in WRA and children under
5 years in South Africa was a moderate public health concern. Therefore, interventions addressing
anaemia should be intensified, and policies on iron supplementation and food fortification need to
be revised and aligned to the WHO multiple micronutrient supplementation recommendations.

Keywords: anaemia; iron deficiency; iron deficiency anaemia; prevalence; women of reproductive
age; children under 5 years; systematic review

1. Introduction

Anaemia in women of reproductive age (WRA) and children under 5 years of age is a
global public health problem associated with increased morbidity and mortality [1–3]. It is
also an indicator of poor nutrition and wellbeing and is associated with poor cognitive and
motor-neurological development in children [4]. Globally, about one-third (33%) of WRA
(15–49 years) are anaemic, indirectly putting the nutrition and health of their children at
risk [5]. The prevalence of anaemia in pregnant women varies widely across the regions of
the world. In 2019, the global prevalence of anaemia was 36.5% among pregnant women,
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29.6% in non-pregnant women, and 39.8% in children aged 6–59 months [4]. The highest
prevalence of anaemia (56%) was found among pregnant women in low- and middle-
income countries (LMICs), and the lowest (24.1%) was reported among pregnant women
in South America [6,7]. Among World Health Organization (WHO) regions, Africa has the
highest prevalence of anaemia in pregnancy (57%), followed by South-East Asia (48%) [3].

Generally, anaemia is classified according to its cause. Nutritional anaemia often
results from inadequate intake of micronutrients, such as iron, folate, riboflavin, vitamins
A, B12, and C required for blood formation. Other causes of anaemia include heavy
menstruation, increased iron requirements during pregnancy and in growing children,
chronic infections (such as tuberculosis, HIV, hookworm, and malaria), and poor iron
absorption, transport, and storage, including haemoglobinopathies [8,9]. Nutritional iron
deficiency (ID) is a disorder resulting from low dietary iron intake, increased iron demand
and/or iron loss, as well as low bioavailability of iron from staple foods [10].

Worldwide, ID is a major contributor to the global burden of disease and affects
children under the age of 5 years and WRA, including people living in the LMICs. ID
accounts for about 50% of all cases of anaemia in women and remains a precursor to
iron deficiency anaemia (IDA); which is one of the leading causes of years lived with
disability [2]. In Africa, ID is common among WRA and children under 5 years of age due
to the high level of poverty, and inadequate household food security. The Southern African
Development Community (SADC) is one of the regions vulnerable to anaemia, with IDA
in WRA ranging from 20% in Namibia to 54% in Mozambique, with adolescent girls and
young women at higher risk of being affected [11].

Although the causes of anaemia are multifactorial, in Africa, IDA in WRA and children
under 5 years of age is often due to the high level of poverty and inadequate household
food security [12]; which is exacerbated by the high burden of HIV infection, poor nutrition
knowledge, and inappropriate feeding practices.

A high prevalence of anaemia was reported among children under 5 years old in
central and south Asia, and west Africa, where some countries reported an anaemia
prevalence of over 70% in the general population [2]. The prevalence of anaemia was
estimated at 59% in children under 5 years old in Tanzania, and the odds of being anaemic
was higher in boys than in girls [13].

In women of childbearing age, anaemia is associated with the increased risk of adverse
maternal (e.g., ante-partum and post-partum haemorrhage) and perinatal health outcomes
(e.g., intrauterine foetal growth retardation, preterm birth, stillbirth), impaired physical
health and cognitive development, and stunting in children [10,14]. HIV remains a major
public health problem in South Africa, with over 53% of people living with HIV/AIDS
being women and girls. This, together with other factors such as iron deficiency, pregnancy,
or side effects of antiretroviral therapy (ART) and inherited blood disorders, increases the
risk of anaemia in HIV-infected WRA [9].

The reduction of anaemia is a key priority of the World Health Assembly Global Nutrition
Targets for 2025 [12], and of the Sustainable Development Goals. It is known that adequate dietary
iron intake can significantly prevent and treat IDA, and the most cost-effective strategy to prevent
and reduce anaemia includes food fortification with micronutrients, dietary supplementation,
and oral iron supplementation. Therefore, the World Health Organization (WHO) recommended
the use of these supplements as part of the standard prenatal care, and as a prophylactic measure
to alleviate anaemia in pregnant women and children in high-burden regions [12]. In 2003,
the South African government legislated the National Food Fortification Programme [15]. The
legislation mandates the fortification of all cornmeal (maizemeal) and wheat flour with vitamin
A, thiamin, riboflavin, niacin, folic acid, iron mineral, and zinc oxide to provide additional
micronutrients and reduce the burden of anaemia and ID in the population [15]. Despite these
investments, high anaemia prevalence has been reported consistently. Hoque et.al. (2007) [16]
reported that 57.3% of pregnant women were anaemic, while another study reported an ID
prevalence of 56.6% among the healthy female South African population [17].
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The recent national South African Demographic and Health Survey (SADHS 2016) [18]
estimated the prevalence of anaemia in WRA and children as 33.3% and 61.3%, respectively,
whereas the national Food Consumption Survey-Fortification Baseline-1 (NFCS 2005)
reported an anaemia prevalence of 29.4% and 28.9% for WRA and children under 5 years of
age, respectively [19]. On the other hand, the South African National Health and Nutrition
Examination Survey (SANHANES 2012) documented that 10.7% of children younger than
5 years in South Africa were anaemic [20]. South Africa is faced with the high burden
of communicable diseases such as HIV/AIDS and tuberculosis, and non-communicable
diseases which may aggravate anaemia in WRA and children under 5 years old [20].

Iron is essential for physiological and cellular processes. Reduced iron availability for
red blood cell production could result in adverse health consequences. Therefore, a robust
estimation of anaemia and the prevalence of ID is key to developing health and nutrition
policies and strengthening available interventions for addressing anaemia and ID. To this
end, this study systematically reviewed the available literature to determine the prevalence of
anaemia, ID, and IDA among WRA (15–49 years), and children under 5 years of age in South
Africa between 1997 and 2021. The findings from this review can help prioritize resource
allocation for anaemia prevention and treatment, and inform policies aimed at achieving one
of the Global Nutrition Targets 2025 of a 50% reduction in anaemia in WRA [12]. The review
assessed the quality of available data on the prevalence of anaemia, ID, and IDA in WRA and
children under 5 years of age, and estimated the prevalence of anaemia, ID, and IDA in WRA
and children under 5 years of age in South Africa between 1997–2021.

2. Materials and Methods

The study protocol was registered with the International Prospective Register of Sys-
tematic Reviews (PROSPERO), (registration number: CRD42020193442). The Preferred
Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) criteria for conduct-
ing systematic reviews and reporting were followed (Table S1) [21].

2.1. Search Strategy and Data Source

Using a comprehensive search strategy, we searched PubMed, Web of Science [ISI],
Scopus, JSTOR, and CINAHL to identify articles reporting the prevalence of anaemia, iron
deficiency, and iron deficiency anaemia in WRA and children younger than 5 years in South
Africa, between 1997 and June 2021. The African Index Medicus (AIM) and online haema-
tology and nutrition websites were searched for relevant articles. Search terms included
keywords and medical subject headings [MeSH] such as “(anaemia OR anemia OR ferritin
OR iron OR ferric OR serum ferritin) AND (women OR children OR infants OR under-5 OR
under-5-years) AND (South Africa),” and synonym terms for each word. The search strategy
used in PubMed is shown in Table S2. This was adapted for the other databases searched,
and reference lists of retrieved articles were screened for additional studies. Linked articles in
PubMed and experts in the field were contacted for additional eligible studies.

2.2. Operationalization of Variables

The diagnoses of anaemia, ID, and IDA in WRA were based on World Health Or-
ganization (WHO) guidelines, where anaemia was defined as a haemoglobin (Hb) con-
centration of <12.0 g/dL in nonpregnant women, and a haemoglobin concentration of
<11.0 g/dL in pregnant women. The IDA diagnosis was established using the haemoglobin
concentration of <12.0 g/dL plus a serum ferritin (SF) concentration of <15 µg/L in a
physically healthy person with no apparent disease or infirmity. In children younger than
5 years, a haemoglobin concentration of <11.0 g/dL was indicative of anaemia, whereas a
haemoglobin concentration of <11.0 g/dL and a serum ferritin concentration of <12 µg/L in
the absence of infection or inflammation established a diagnosis of IDA [22,23], (Table S3).
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2.3. Eligibility Criteria

Population-based surveys, cohort studies, and cross-sectional studies were included if
they were conducted in South Africa and had more than 100 participants, regardless of the
population group, socioeconomic, or educational background, and a prevalence estimate was
reported according to the WHO diagnostic criteria [22,23]. All eligible articles that reported the
prevalence of anaemia or ID or IDA in WRA (15–49 years) and children younger than 5 years
between 1997–2021 were considered for inclusion. Randomised controlled trials, case reports,
studies without original data, letters to the editor, and conference abstracts were excluded.
Studies were excluded if they were not conducted among the South African population and
did not contain numerical data that could be used to calculate prevalence. Studies that did not
used the standardised WHO diagnostic criteria for assessment were also excluded.

2.4. Study Selection

Search outputs were exported into EndNote where duplicate articles were removed.
Two reviewers (Eunice Turawa (ET) and Victoria Pillay-van Wyk (VPvW)) independently
screened the titles and abstracts to identify potentially eligible articles. Full-text articles
were retrieved and independently reviewed for inclusion. Discrepancies were resolved by
discussion and/or consultation with the third reviewer (Oluwatoyin Awotiwon (OA)).

2.5. Quality Assessment and Data Extraction

The two reviewers (ET and VPvW) assessed each included article for risk of bias using
a web-based standardized checklist for the systematic review of observational epidemio-
logical studies, namely, the Burden of Disease Review Manager (BODRevMan) developed
by the Burden of Disease Research Unit of the South African Medical Research Council [24].
The tool was adapted from the Risk of Bias Tool for population-based studies [25] and
the Newcastle-Ottawa Scale for assessing the quality of non-randomized studies [26]. The
BODRevMan consists of eight assessment domains that evaluate internal validity (appro-
priateness of case definition according to WHO diagnostic criteria [22,23], uncertainty
of estimate, appropriateness of timing of outcome measurement, appropriateness of de-
nominator and numerator used in calculating prevalence estimate, and confounders), and
external validity (sampling frame and data collection, representativeness, and non-response
bias). The overall quality score ranged from 1 to 20 (Table S4).

A study was rated as low risk of bias (quality score between 14 and 20), moderate
(7 to 13), or high risk of bias (1 to 6) based on the total score. Other relevant information
such as study author(s), year of publication, period in which the study was conducted
and study setting, study design, and demographic characteristics of participants were also
extracted. When information on any of the above was unclear, the authors of the article
were contacted for additional information and clarity. Study response rates, prevalence
estimates, and 95% confidence intervals (95% CIs) were extracted. When 95% CIs were not
provided by the authors, we calculated their limits based on the reported sample size and
prevalence using the normal approximation. Disagreements were resolved by discussion
or consultation with the third reviewer.

2.6. Data Synthesis and Analyses

Prevalence estimates from individual studies were imported into STATA v14 statistical
software (StataCorp, College Station, TX, USA) [27]. Given the variability in study design,
setting, methodology, differences in socio demographic characteristics of participants, and the
likely changes that may have occurred in prevalence estimates over the years (1997–2021),
we anticipated a high degree of heterogeneity [28], which makes the data not amenable to
meta-analysis. We, therefore, systematically presented the results from individual studies in a
quantitative narrative discussion using figures and tables without pooling the individual esti-
mates. For WRA, the results were reported in three subgroups: pregnant women, nonpregnant
women, and HIV-infected pregnant women; results on children were reported under a separate
table. Prevalence estimates and their 95% CIs were also reported for children under 5 years.
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2.7. Patient and Public Involvement

This was a review of publicly available data: patients and public were not directly
involved in the study.

3. Results
3.1. Study Results

The article search and selection processes are outlined in Figure 1. In total, 713 articles
were identified, and de-duplicated using EndNote engine. Titles and abstracts of 292 articles
were screened for eligibility, and 37 full-text articles were retrieved, screened for inclusion,
and 25 articles were excluded with reasons. Fourteen articles that met the inclusion criteria
were included in this review. Figure 1 presents the flow diagram for the review process.
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3.2. Characteristics of Included Studies Are Summarised in Tables 1 and 2

Of the 14 included studies, three (SADHS 2016, SANHANES 2012, and NFCS 2005) [18–20]
were national surveys conducted across South African geographic locations and provinces.
Of the remaining studies, seven were regional surveys [29–35], and four were cohort
studies [36–39]. More than 50% were conducted among rural populations [29–33,36], while
five studies were from urban settings [34,35,37–39].

Overall, ten studies reported prevalence of anaemia, ID, and IDA among WRA, while
nine studies described prevalence in children under-5-years of age. Three studies mea-
sured prevalence of anaemia in pregnant women [18,35,39] and another three assessed
anaemia in HIV-infected pregnant women [35,37,38]. Most of the studies were conducted
among Black Africans [29–36,39]. Significant variability was observed between stud-
ies [29–38]. Methodologies were poorly reported in most studies, for example, consecutive
sampling/convenience sampling was used in studies. Sample size calculation, response
rate, and uncertainty level (e.g., standard deviation (SD) or standard error (SE)) were not
reported in many of the local studies thereby limiting the rigorous assessment of whether
the study methods were reliable, and the results could be trusted. The characteristics of the
included studies are as presented in Tables 1 and 2.
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Table 1. Characteristics of included studies on anaemia, ID, and IDA in WRA (15–49 years) in South Africa, 1997–2021.

Study ID Study Design Study Period Setting Population Age (Year) Condition Case
Definition

Sample
(N)

Sample (n)
Prevalence Risk of Bias

Score% 95% CI

Faber (2001) [30] Cross-sectional 1998 Rural Women 19–39
Anaemia Hb < 12 g/dL

137
60 44 35.3–52.5

LowID SF < 15µg/L 26 19 12.7–26.5

Labadarios (2007) [19]
(NFCS)

Population-
based
survey

2005 National Women 16–36
Anaemia Hb < 12 g/dL

2126
625 29.4 27.0–31.8

LowIDA Hb < 12 g/dL
& SF < 15µg/L 223 10.5 9.0–12.1

ID Hb ≥ 12 g/dL
& SF < 15µg/L 164 7.7 6.5–9.0

Methazia (2020) [37] Cohort 2004–2011 Urban HIV-infected
pregnant 18–49 Anaemia Hb <

10.0–10.9 g/dL 236 142 60.6 54.0–67.2 Low

Nandlal (2014) [38] Cohort 2007 & 2010 Urban HIV-infected
pregnant 18–42 Anaemia Hb < 11 g/dL 408 262 64.2 59.3–69.1 Moderate

Oelofse (1999) [33] Cross-sectional 1998 Rural Black African NR
Anaemia Hb < 12 g/dL 119 26 22 14.8–29.2

Moderate
ID Hb > 12 g/dL

& SF < 15µg/L 127 24 19 12.6–25.4

Shisana (2014) [20]
(SANHANES)

Population-
based
survey

2012 National Women 16–35
Anaemia Hb < 12 g/dL 1359 313 23.1 20.9–25.1

LowID Hb > 12 g/dL
& SF < 15µg/L 1223 72 5.9 4.6–7.4

IDA
Hb ≤ 12 g/dL

& SF ≤
15µg/L

1359 132 9.7 8.2–11.4

Sibeko (2004) [34] Cross-sectional 2000 Urban Black African 15–43 Anaemia Hb < 12 g/dL 113 36 32 23.4–41.3 Low
South Africa Demographic

& Health Survey (2019)
[18] (SADHS)

Population-
based survey 2016 National

women
15–49 Anaemia

Hb < 12 g/dL 2927 975 33.3 31.6–35.0
LowPregnant

women Hb < 11 g/dL 109 42 39.1 36–42.2

Symington (2019) [39] Cohort 2017 Urban Pregnant
women 18–39 Anaemia Hb < 11 g/dL 250 73 29 23.6–34.4 Moderate

Tunkyi (2016) [35] Cross-sectional 2012–2014 Urban
Pregnant
women 19–45 Anaemia Hb < 11 g/dL 2000 854 42.7 40.5–44.9

Moderate
HIV-infected

pregnant 854 609 71.3 68.2–74.4
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Table 2. Characteristics of included studies on anaemia, ID, and IDA for children under 5 years of age in South Africa, 1997–2021.

Study ID Study Design Study Period Setting Population Condition Age Case Definition
Sample Sample Prevalence Risk of Bias

Score(N) (n) % 95% CI

Faber (2001) [30] Cross-sectional 1998 Rural
Anaemia 2–5 years Hb < 11 g/dL 88 54 45.7–61.5

LowAfrican
children ID SF < 12µg/L 164 54 33 25.8–40.7

Faber (2007) [29] Cross-sectional 1998 Rural Children Anaemia 6–12 months Hb < 11 g/dL 498 246 49 44.6–53.4 Moderate

Labadarios (2007) [19]
(NFCS-FB-1)

Population-
based
survey

2005 National
Anaemia Hb < 11 g/dL 1049 303 28.9 26.0–31.8

LowChildren ID 1–5 years Hb ≥ 11 g/dL & SF 12µg/L 821 151 7.8 6.0–9.9
IDA Hb < 11 g/dL& SF < 12µg/L 768 87 11.3 9.2–13.4

Mamabolo (2014) [36] Cohort 1999–2000 Rural Anaemia
1 year Hb < 11 g/dL & SF < 12µg/L 127 66 52 42.9–60.9

ModerateChildren 3 years 143 31 21.7 15.2–28.2
ID 3 years SF < 12µg/L 143 47 32.9 25.2–40.6

Motadi (2015) [31] Cross-sectional 2012 Rural Children
Anaemia

3–5 years
Hb < 11 g/dL

349
98 28 23.4–32.6

ModerateID SF < 12µg/L or TSAT < 15% 25 7.2 4.7–9.7
IDA Low Hb & TSAT or SF or both 12 3.4 1.8–5.0

Nel (2015) [32] Cross-sectional
Anaemia

4–13 months
Hb < 11 g/dL 77 40.1 33.1–47.1

Low2000 Rural African
children ID SF < 12µg/L 192 33 17.2 12.1–22.3

IDA Hb < 11 g/dL & SF < 12µg/L 23 12 7.7–16.3
Shisana (2014) [20] Population-

based
survey

2012 National Children
Anaemia

< 5 years
Hb < 11 g/dL 511 56 10.7 7.9–13.5

Low(SANHANES) ID Hb ≥ 11 g/dL & SF < 12µg/mL
349

28 8.1 5.4–11.4
IDA Hb < 11 g/dl & SF < 12µg/L 7 1.9 0.8–4.0

Sibeko (2004) [34] Cross-sectional 2000 Urban African
children Anaemia 1–6 months Hb < 11 g/dL 104 52 50 40.0–60 Low

South Africa
Demographic & Health

Survey (2019) [18]
(SADHS)

Population-
based
survey

2016 National Children Anaemia 0–5 years Hb < 11 g/dL 1094 667 61.3 58.0–64.6 Low
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3.3. Prevalence of Anaemia, ID, and IDA in WRA (15–49 Years)
3.3.1. Anaemia

The prevalence of anaemia in WRA ranged from 22% (95% CI: 14.8–29.2%) to 44%
(95% CI: 36.8–51.2%), with significant differences observed between studies with different
designs, study periods (1997–2021), geographical locations, and characteristics of partici-
pants, which may have an important effect on the anaemia estimates (Figure 2). Amongst
the local studies, the highest prevalence of 44% was reported in a study conducted in a
rural community of KwaZulu-Natal [32].
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The prevalence of anaemia in pregnant women ranged from 29% (95% CI: 23.6–34.4%)
to 42.7% (95% CI: 40–45.4%) [18,35,39]. The highest prevalence of 42.7% was reported
in Durban, KwaZulu-Natal province [35], while SADHS reported a lower prevalence of
39.1% [17].

Anaemia prevalence in HIV-infected pregnant women was investigated in three
studies, which were all conducted in urban locations [35,37,38]. A study conducted in
Johannesburg estimated anaemia in HIV-infected pregnant women as 60.6% [37]; whereas
Nandlal et al. (2014) and Tunkyi et al. (2016) reported a much higher prevalence of
64.2% [38] and 71.3% [35], respectively, in KZN province.

3.3.2. Iron Deficiency

Oelofse et al. (1999) and Faber et al. (1998) reported a similar prevalence of 19%
(95% CI: 12.5–25.5%) [30,33], among Black African WRA residing in rural KZN, while
two national surveys recorded a much lower ID prevalence of 7.7% (95% CI: 6.6–8.8%)
in 2005 [19], and 5.9% (95% CI: 13.0–17.0%) in 2012 among WRA [20] signifying a 23.4%
decrease in ID prevalence (Figure 2).

3.3.3. Iron Deficiency Anaemia

None of the local studies reported on the burden of IDA in WRA.
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3.3.4. National Prevalence Estimates of Anaemia, ID, and IDA in WRA (1997−2021)

Figure 3 displays the national prevalence estimates for anaemia, ID, and IDA. The
prevalence of anaemia in non-pregnant women ranged from 23.1% to 33.3%, and 39.1%
in pregnant women [18 −20]. Iron deficiency was reported by two surveys conducted
in 2005 and 2012. Prevalence estimates of 7.7% (95% CI: 6.5%–9.0%) and 5.9% (95% CI:
4.6%–7.4%), respectively, were recorded for WRA, whereas the prevalence burden of IDA
was estimated at 10.5% (95% CI: 9.0–12.1%) and 9.7% (95% CI: 8.2–11.4%).
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3.4. Prevalence Estimate in Children under 5 years
3.4.1. Prevalence of Anaemia, ID, and IDA in Infants Age 1 Month -13 Months

Four studies conducted between 1998 and 2000 investigated the prevalence of anaemia,
ID, and IDA in infants age 1 month–13 months [29,32,34,36]. The prevalence of anaemia
ranged from 40.1% (95% CI: 33.1–47.1%) to 52% (95% CI: 42.9–61.0%). The highest preva-
lence of 52% (95% CI: 42.9–61.0%) was reported by a study conducted in a rural community
of Limpopo. A study conducted in an urban township of Western Cape (Sibeko 2004)
estimated the prevalence of anaemia in children age 1–6 months as 50% (95% CI: 40–60%).
Except for Sibeko 2004, all studies were conducted in various rural communities. A study
conducted in KZN assessed ID and IDA in children age 4 -13 months as 17.2% (95% CI:
12.1–22.3%) and 12.0% (95% CI: 7.7–16.3%), respectively (Figure 4).
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3.4.2. Prevalence of Anaemia, ID, and IDA in Children Age 24 -59 Months

The prevalence of anaemia in Black African children was reported in three studies
[30,31,36], all conducted in Limpopo and KZN province. Anaemia prevalence ranged from
21.7% (95% CI: 15.2–28.2%) to 54% (95% CI: 46.7−62.3%). These studies also reported on ID
prevalence, with the highest prevalence found in children from KZN (33%) and in Limpopo
(32.9%). Iron deficiency anaemia was estimated as 3.4% (95% CI: 1.8–5.0%) in children ages
36–59 months old (Figure 5).
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3.4.3. National Prevalence of Anaemia, ID, and IDA Children Ages 0 -5 Years Old

Three national surveys [18–20] reported anaemia prevalence as 61.3%, 10.7%, and
28.9%, respectively. The prevalence of anaemia declined markedly from 28.9% (95% CI:
26.0–31.8%) in 2005 to 10.7% (95% CI: 7.9–13.5%) in 2012. However, the recent SADHS 2016
reported a marked increase in anaemia prevalence in children ages 0 -5 years old 61.3%
(95% CI: 58.0–64.6%) [18] (Figure 6).
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Two national surveys [19,20] showed a marginal increase in ID between 2005 (7.8%)
and 2012 (8.1%), and a steady and significant decrease in IDA from 11.3% in 2005 to 1.9%
in 2012.

3.5. Anaemia Prevalence in Rural vs. Urban Settings in Children under 5 Years

The NFCS 2005 survey reported a higher anaemia prevalence (32.4%) in the urban
population compared to the rural population (23.9%) [19]; whereas SANHANES 2012 [20],
showed a negligible difference in the prevalence of anaemia in rural vs. urban areas.
Between 2005 and 2012, anaemia prevalence reduced by 41% and 59.9% in rural and urban
populations, respectively [20].

The recent SADHS 2016 survey reported a sharp increase in anaemia prevalence to
60.4% and 62.2% [18] for rural and urban under 5-year-olds, respectively (Figure S5).

3.6. Comparison of Prevalence of Anaemia in WRA and Children under 5 Years of Age

SANHANES 2012 showed a 6.3 and 18.2 percentage points decrease in anaemia
prevalence in WRA and under 5-year-olds, respectively. In contrast, the recent SADHS 2016
showed a sharp increase in anaemia prevalence for both groups, with a higher estimate for
children (61.3%) than for WRA (33.3%) (Figure 7).
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4. Discussion

Anaemia and ID are a major public health problem in WRA and children under 5 years
old. This study assessed the prevalence of anaemia, ID, and IDA in WRA and the under
5-year-olds in the South African population between 1997 and 2021. To our knowledge, this
is the first systematic review of this important topic in South Africa. A standardised risk
of bias assessment tool was used to evaluate the quality of the included studies. We were
unable to perform the planned meta-analysis and subgroup analysis due to substantial
heterogeneity in the included studies. About two-thirds of the studies were conducted over
two decades ago and were of low methodological quality. The participants were mostly
Black Africans from rural and underserved communities, limiting the generalisability of
the study findings.

The prevalence of anaemia in non-pregnant WRA ranged from 22% to 44%, 29% to
42.7% in pregnant women, 60.6% to 71.3% in HIV-infected pregnant women, and 10.7%
to 61.3% in children younger than 5 years. It is noteworthy that the wide variabilities
in year of study, and the changes that may have occurred in prevalence estimates over
the years, including differences in study design, geographical location (mountainous
areas), small unrepresentative samples, and low methodological quality may have biased
(over/underestimated) the true prevalence in the included studies.

According to the WHO classification, the current anaemia estimates in WRA and the
under 5-year-olds in South Africa are of moderate public health importance [40], despite the
National Food Fortification Programme and iron-folate supplementation. This is indicative
of the urgent need for more effective interventions to reduce the burden of anaemia in
these populations.

Undoubtedly, the devastating impact of HIV and TB infections against a backdrop of
inadequate nutrition (vitamin B12 or folic acid), and poverty could have exacerbated the
prevalence of anaemia in WRA [20], particularly in HIV-infected WRA where IDA can be
associated with disease progression and survival rate [41].

4.1. Prevalence of Anaemia, ID, and IDA in WRA

The current findings on anaemia in WRA are consistent with the WHO reported
estimate (30.5%) in South Africa [4,42], and the prevalence reported in Central Asia, the
Middle East, and North Africa [2,43]. However, the prevalence of anaemia in WRA in
South Africa is lower than that reported in South Asian and South-East Asian countries,
where the prevalence of anaemia in WRA was 52.5% [44]. The prevalence of anaemia
in pregnancy is consistent with that of the 2010–2013 South African National Maternal
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Mortality Report [45]. Many WRA from LMICs are unable to meet their iron requirement
during pregnancy due to pre-pregnancy inadequate dietary iron consumption and low
socio-economic status. In the context of HIV infection, anaemia and ID are independent
markers of HIV disease progression [46,47].

There was a significant reduction of 6.3 percentage points in anaemia prevalence
among WRA between 2005 and 2012, and a decrease of 23.4% in ID prevalence, which may
partly be due to the Food Fortification Programme and the routine Iron Folate Supplemen-
tation Programme. However, the prevalence of IDA appears static over the study period,
which may be related to the suboptimal consumption of dietary iron and micronutrients
required for haemoglobin formation.

4.2. Prevalence of Anaemia, ID, and IDA in Children under 5 Years

The trend of anaemia in children under 5 years in South Africa is consistent with
estimates reported for South Asia and Oceania [2,42]. The current report is also consistent
with the anaemia prevalence (59%) reported in children under 5 years old in Tanzania, with
local variation ranging from 53% to 71% in anaemia burden [13].

Between 2005 and 2012, the prevalence of anaemia in children under 5 years of age de-
creased by 18.2 percentage points. The recent SADHS 2016 shows a much higher prevalence
of anaemia (61.3%); however, the authors advised caution on the estimate. Blood samples
were taken from a finger prick or heel prick, whereas all other national surveys used venous
blood. Literature suggests that blood sample type (capillary samples vs. venous samples),
humidity, HemoCue® model, the environmental conditions (high temperature), analytical
models, and adjustment/non-adjustment for altitude, may overestimate/underestimate
the haemoglobin measurement and observed anaemia prevalence [48].

The Malawi Demographic and Health Survey (DHS 2015/2016) and Micronutrient
Status Survey (MNS) BRINDA, 2015/16, utilized capillary and venous blood samples to
investigate anaemia in children. In both surveys, haemoglobin concentrations were as-
sessed with a portable hemoglobinometer (HemoCue 301). The results showed a significant
difference in reported anaemia prevalence (61% vs. 30%) [49]. In view of the above, we
suspect that the SADHS 2016 anaemia prevalence results may have been influenced by the
blood sample type.

Overall, the prevalence of anaemia is highest in children ages 1 month to 30 months
old compared to all other age groups in the South African population. This correlates to
a recent finding in Namibia, where a higher anaemia prevalence was observed among
children ages 6–24 months, and that anaemia prevalence decreases with age, possibly
because older children can consume more food rich in iron compared to infants [50].

Another important observation was the inclusion of children below the age of 6
months as participants [32,34]. One of the studies had strict inclusion criteria resulting in
highly selective healthy participants [32], which could have blurred the true prevalence of
anaemia in the studied group. Other studies from African countries showed that younger
children of less than 2 years, boys, and children from poorer households have an increased
risk of anemia [13,50]. Poor access to health services and inadequate feeding remains
important causes of anaemia which could result in impaired physical and intellectual
capacity in children later in life.

Between 1998 and 2012, there was a 26-percentage point reduction in ID in children be-
tween the ages of 24 −42 months old. The decrease in ID may partly be due to the National
Food Fortification Intervention and the Micronutrient Supplementation programmes in the
country. Similarly, a 9.4 percentage point decrease was observed in IDA between 2005 and
2012, although it is uncertain whether the observed decline represents a true trend because
the IDA response rate in SANHANES 2012 was very low (20%).

In view of the adverse effect of anaemia and ID on WRA and child development,
national policies on nutrition and factors exacerbating anaemia and ID risk should be
prioritised [50]. Although food fortification and supplementation are not a panacea for
all types of anaemia, evidence abounds that food fortification on a large scale can reduce
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anaemia in populations when it is effectively implemented. A systematic review and
meta-analysis from LMICs found that anaemia decreased by about 34% after large-scale
food fortification [51]. In addition to low compliance with food fortification standards
by the food industry [52], low household food security, poverty, and disruption in eco-
nomic conditions can also aggravate anaemia prevalence [53]. In the meantime, improved
socio-economic conditions, strengthening healthcare quality, and infection prevention and
control, and improved access to nutritional counselling, could lessen the burden of anaemia
in the country [54].

4.3. Strengths and Limitations of the Review

The strength of the review is that it is the first systematic review assessing the preva-
lence of anaemia, ID, and IDA in WRA and children under 5 years of age in the South
African population, between 1997 and 2021. In total, 9649 WRA and 4085 children were
included in the review. Most of the blood samples were venous samples, except for SADHS
2016, which used capillary samples. The PRISMA guidelines, and a standardized risk of
bias assessment tool were used to evaluate the quality of included studies, and data were
systematically extracted and presented in tables and graphs.

Limitations of this review include substantial heterogeneity (I2 > 75%) in the included
studies, which prevented the planned meta-analysis and subgroup analysis. In addition,
most of the included studies (two-thirds) were conducted more than two decades ago
and were of low methodological quality as the sample size calculation, response rate, and
uncertainty levels (i.e., standard deviation (SD) or standard error (SE) or 95% confidence
interval (95% CI)) were not reported in most of the local studies. The participants were
mostly Black Africans from rural areas for many of the studies, limiting the generalisability
of the study findings.

5. Conclusions

Currently, it is unlikely that South Africa will achieve the global nutritional target
of a 50% reduction in anaemia in WRA by 2025. The magnitude of anaemia in WRA
and children <5 years of age requires urgent combined interventions and cost-effective
measures to address the underlying causes of anaemia.

Advancing towards the World Health Assembly Global Nutrition Targets for 2025 of
a 50% reduction in anaemia in WRA will require addressing both the direct and indirect
determinants of anaemia, e.g., poverty and the infectious disease burden in WRA and
children under 5 years old. It is also crucial that policymakers, economists, and programme
managers involved in the designing and implementation of food and nutrition programmes
decide on appropriate nutrition actions required to prevent and control anaemia and ID
in WRA and children under 5 years old in South Africa. In addition to strong political
commitment, strengthening partnerships with agricultural sector and the health system
can can promote and enhance nutrition in WRA and children under 5 years old. Similarly,
empowerment of young women and adolescent girls through education on improved
and adequate nutrition and adherence to supplementation are necessary for achieving
the Global Nutrition Target of a 50% anaemia reduction in WRA. The existing prenatal
supplementation strategies, food fortification with iron, folic acid and essential micronutri-
ents should be reviewed to identify gaps in the Supplementation Programme and delivery
channels. Furthermore, strategies to improve iron bioavailability and absorption, as well as
food security at the household level are needed, alongside the effective monitoring of food
industries to ensure food fortification is according to standard. We also recommend that
the country’s policies and programmes on nutrition need to be reviewed with particular
attention paid to WRA, children under 5 years old, and WRA living with HIV/AIDS, while
multiple micronutrient supplementation (MMS) is intensified [55,56].

Supplementary Materials: The following are available online at https://www.mdpi.com/article/10
.3390/ijerph182312799/s1, Table S1: PRISMA 2009 Checklist, Table S2: PubMed search strategy, Table
S3: Anaemia and Iron deficiency anaemia diagnostic guidelines, Table S4: Quality assessment criteria
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for prevalence studies (BODRevMan), Figure S1: Rural vs. Urban anaemia prevalence in children
under 5 years of age in South Africa.

Author Contributions: Conceptualisation, D.L., V.P.-v.W., and D.B.; methodology, E.T., O.A., and
V.P.-v.W.; writing—original draft preparation, E.T.; writing—review and editing, O.A. and V.P.-v.W.,
D.L., M.A.D., and D.B.; formal analysis, E.T. and A.C.; study selection and data extraction, E.T., O.A.,
and V.P.-v.W.; supervision, M.A.D. and A.C. All authors contributed intellectual input. E.T. is the
guarantor of the review. All authors have read and agreed to the published version of the manuscript.

Funding: This research is supported and partially funded by the South African Medical Research
Council (SAMRC) Flagship Awards Project SAMRC-RFA-IFSP-01-2013/SA CRA 2. The content
hereof is the sole responsibility of the authors and does not represent the official views of the funders.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.

Data Availability Statement: No additional data available.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Stephen, G.; Mgongo, M.; Hashim, T.H.; Katanga, J.; Stray-Pedersen, B.; Msuya, S.E. Anaemia in Pregnancy: Prevalence, Risk

Factors, and Adverse Perinatal Outcomes in Northern Tanzania. Anemia 2018, 2018, 1–9. [CrossRef] [PubMed]
2. Stevens, G.A.; Finucane, M.M.; De-Regil, L.M.; Paciorek, C.J.; Flaxman, S.R.; Branca, F.; Peña-Rosas, J.P.; Bhutta, Z.A.; Ezzati, M.

Global, regional, and national trends in haemoglobin concentration and prevalence of total and severe anaemia in children and
pregnant and non-pregnant women for 1995–2011: A systematic analysis of population-representative data. Lancet Glob. Health
2013, 1, e16–e25. [CrossRef]

3. World Health Organization. Worldwide Prevalence of Anaemia 1993–2005: WHO Global Database on Anaemia; De Benoist, B., McLean,
E., Egli, I., Cogswell, M., Eds.; WHO Press: Geneva, Switzerland, 2008; Available online: https://apps.who.int/iris/handle/1066
5/43894 (accessed on 29 September 2021).

4. World Health Organization. Anaemia in Women and Children: WHO Global Anaemia Estimates, 2021 Edition; World Health
Organization: Geneva, Switzerland, 2021; Available online: https://www.who.int/data/gho/data/themes/topics/anaemia_in_
women_and_children (accessed on 29 September 2021).

5. FAO; IFAD; UNICEF; WFP; WHO. The State of Food Security and Nutrition in the World 2020: Transforming Food Systems for Affordable
Healthy Diets; Food and Agriculture Organization of the United Nations: Rome, Italy, 2017.

6. Black, R.e.; Victora, C.g.; Walker, S.P.; Bhutta, Z.A.; Christian, P.; de Onis, M.; Ezzati, M.; Grantham-McGregor, S.; Katz, J.;
Martorell, R.; et al. Maternal and child undernutrition and overweight in low-income and middle-income countries. Lancet 2013,
382, 427–451. [CrossRef]

7. World Health Organization. The Global Prevalence of Anaemia in 2011; World Health Organization: Geneva, Switzerland, 2015;
Available online: https://apps.who.int/iris/handle/10665/177094 (accessed on 29 September 2021).

8. Gautam, S.; Min, H.; Kim, H.; Jeong, H.-S. Determining factors for the prevalence of anemia in women of reproductive age in
Nepal: Evidence from recent national survey data. PLoS ONE 2019, 14, e0218288. [CrossRef]

9. Simbauranga, R.H.; Kamugisha, E.; Hokororo, A.; Kidenya, B.R.; Makani, J. Prevalence and factors associated with severe
anaemia amongst under-five children hospitalized at Bugando Medical Centre, Mwanza, Tanzania. BMC Hematol. 2015, 15, 13.
[CrossRef] [PubMed]

10. Stoltzfus, R.J.; Mullany, M.L.; Black, R.E. Iron deficiency anaemia. In Comparative Quantification of Health Risks: Global and Regional
Burden of Disease Attributable to Selected Major Risk Factors; Ezzati, M., Lopez, D., Rodgers, A., Murray, C.J.L., Eds.; World Health
Organization: Geneva, Switzerland, 2004.

11. Southern African Development Community Annual Report 2020–2021. Available online: https://www.sadc.int/documents-
publications/annual-reports/ (accessed on 22 November 2021).

12. World Health Organization. Global Nutrition Targets 2025: Anaemia Policy Brief ; World Health Organization: Geneva, Switzerland,
2014; Available online: https://apps.who.int/iris/handle/10665/148556 (accessed on 29 September 2021).

13. Sunguya, B.F.; Zhu, S.; Paulo, L.S.; Ntoga, B.; Abdallah, F.; Assey, V.; Mpembeni, R.; Huang, J. Regional Disparities in the Decline
of Anemia and Remaining Challenges among Children in Tanzania: Analyses of the Tanzania Demographic and Health Survey
2004–2015. Int. J. Environ. Res. Public Health 2020, 17, 3492. [CrossRef] [PubMed]

14. Kozuki, N.; Lee, A.C.; Katz, J. Child Health Epidemiology Reference Group. Moderate to Severe, but Not Mild, Maternal Anemia
Is Associated with Increased Risk of Small-for-Gestational-Age Outcomes. J. Nutrition. 2011, 142, 358–362.

15. Department of Health, Republic of South Africa. Regulations Relating to the Fortification of Certain Foodstuffs (No. R. 504 of 2003);
Department of Health, Republic of South Africa: Pretoria, South Africa, 2003; pp. 3–26.

16. Hoque, M.; Kader, S.B.; Hoque, E. Prevalence of Anaemia in Pregnancy at Uthungulu Health district of KwaZulu-Natal, South
Africa-2003. S. Afr. Fam. Pract. 2007, 14, 16. [CrossRef]

http://doi.org/10.1155/2018/1846280
http://www.ncbi.nlm.nih.gov/pubmed/29854446
http://doi.org/10.1016/S2214-109X(13)70001-9
https://apps.who.int/iris/handle/10665/43894
https://apps.who.int/iris/handle/10665/43894
https://www.who.int/data/gho/data/themes/topics/anaemia_in_women_and_children
https://www.who.int/data/gho/data/themes/topics/anaemia_in_women_and_children
http://doi.org/10.1016/S0140-6736(13)60937-X
https://apps.who.int/iris/handle/10665/177094
http://doi.org/10.1371/journal.pone.0218288
http://doi.org/10.1186/s12878-015-0033-5
http://www.ncbi.nlm.nih.gov/pubmed/26464799
https://www.sadc.int/documents-publications/annual-reports/
https://www.sadc.int/documents-publications/annual-reports/
https://apps.who.int/iris/handle/10665/148556
http://doi.org/10.3390/ijerph17103492
http://www.ncbi.nlm.nih.gov/pubmed/32429508
http://doi.org/10.1080/20786204.2007.10873568


Int. J. Environ. Res. Public Health 2021, 18, 12799 16 of 17

17. Phatlhane, D.V.; Zemlin, A.E.; Matsha, T.E.; Hoffmann, M.; Naidoo, N.; Ichihara, K.; Smit, F.; Erasmus, R.T. The iron status of a
healthy South African adult population. Clin. Chim. Acta 2016, 460, 240–245. [CrossRef]

18. National Department of Health (NDoH); Statistics South Africa (Stats SA); South African Medical Research Council (SAMRC);
ICF. South Africa Demographic and Health Survey 2016; NDOH: Pretoria, South Africa; Rockville, MD, USA, 2019.

19. Labadarios, D.; Swart, R.; Maunder, E.; Kruger, H.; Gericke, G.; Kuzwayo, P.; Ntsie, P.; Steyn, N.; Schloss, I.; Dhansay, M.; et al.
The National Food Consumption Survey Fortification Baseline (NFCS-FB). S. Afr. J.Clin. Nutr. 2008, 21, 246–271.

20. Shisana, O.; Labadarios, D.; Rehle, T.; Simbayi, L.; Zuma, K.; Dhansay, A. The South African National Health and Nutrition
Examination Survey 2014 SANHANES-1: The Health and Nutritional Status of the Nation; HSRC Press: Cape Town, South Africa,
2014.

21. Liberati, A.; Altman, D.G.; Tetzlaff, J.; Mulrow, C.; Gøtzsche, P.C.; Ioannidis, J.P.A.; Clarke, M.; Devereaux, P.; Kleijnen, J.; Moher,
D. The PRISMA statement for reporting systematic reviews and meta-analyses of studies that evaluate health care interventions:
Explanation and elaboration. J. Clin. Epidemiol. 2009, 62, e1–e34. [CrossRef]

22. World Health Organization. Haemoglobin Concentrations for the Diagnosis of Anaemia and Assessment of Severity. Vitamin and Mineral
Nutrition Information System; World Health Organization: Geneva, Switzerland, 2011; Available online: http://www.who.int/
vmnis/indicators/haemoglobin.pdf (accessed on 29 September 2021).

23. World Health Organization. WHO Guideline on Use of Ferritin Concentrations to Assess Iron Status in Individuals and Populations;
World Health Organization: Geneva, Switzerland, 2020; Available online: https://www.who.int/publications-detail-redirect/97
89240000124 (accessed on 29 September 2021).

24. Pillay-van Wyk, V.; Roomaney, R.A.; Awotiwon, O.F.; Turawa, E.; Nglazi, M.D.; Ebrahim, A.H.; Glass, T.; Bradshaw, D. Burden of
Disease Review Manager for Systematic Review of Observational Studies; Technical Report and User Guide; South African Medical
Research Council: Cape Town, South Africa, 2018.

25. Hoy, D.; Brooks, P.; Woolf, A.; Blyth, F.; March, L.; Bain, C.; Baker, P.; Smith, E.; Buchbinder, R. Assessing risk of bias in prevalence
studies: Modification of an existing tool and evidence of interrater agreement. J. Clin. Epidemiol. 2012, 65, 934–939. [CrossRef]

26. Wells, G.A.; Shea, B.; Peterson, J.; Welch, V.; Tugwell, P. The Newcastle-Ottawa Scale (NOS) for Assessing the Quality of Nonrandomised
Studies in Meta-Analyses; Health Research Institute: Canada, Ottawa, 2009; Available online: http://www.ohri.ca/programs/
clinicalepidemiology/oxford.Asp (accessed on 29 September 2021).

27. StataCorp. Stata Statistical Software College Station. TX: StataCorp LLC. Available online: https://www.stata.com/support/
faqs/resources/citing-software-documentation-faqs/ (accessed on 29 September 2021).

28. Higgins, J.P.T.; Thompson, S.G.; Deeks, J.J.; Altman, D.G. Measuring inconsistency in meta-analyses. BMJ 2003, 327, 557–560.
[CrossRef]

29. Faber, M.; Benadé, A.S. Factors associated with low serum retinol levels in children aged 6–24 months in a rural South African
community. Publ. Health Nutr. 2000, 3, 395–402. [CrossRef] [PubMed]

30. Faber, M.; Jogessar, V.B.; Benadé, A.J.S. Nutritional status and dietary intakes of children aged 2–5 years and their caregivers in a
rural South African community. Int. J. Food Sci. Nutr. 2001, 52, 401–411. [PubMed]

31. Motadi, S.A.; Mbhenyane, X.G.; Mbhatsani, H.V.; Mabapa, N.S.; Mamabolo, R.L. Prevalence of iron and zinc deficiencies among
preschool children ages 3 to 5 y in Vhembe district, Limpopo province, South Africa. Nutrition 2015, 31, 452–458. [CrossRef]
[PubMed]

32. Nel, E.; Kruger, H.S.; Baumgartner, J.; Faber, M.; Smuts, C.M. Differential ferritin interpretation methods that adjust for
inflammation yield discrepant iron deficiency prevalence. Matern. Child Nutr. 2015, 11, 221–228. [CrossRef]

33. Oelofse, A.; Faber, M.; Benade, J.G.; Benade, A.J.; Kenoyer, D.G. The nutritional status of a rural community in KwaZulu-Natal,
South Africa: The Ndunakazi project. Cent. Afr. J. Med. 1999, 45, 14–19. [CrossRef]

34. Sibeko, L.; Dhansay, M.; Charlton, K.; Johns, T.; van Stuijvenberg, M.; Gray-Donald, K.; Charlton, K. Full-term, peri-urban South
African infants under 6 months of age are at risk for early-onset anaemia. Publ. Health Nutr. 2004, 7, 813–820. [CrossRef] [PubMed]

35. Tunkyi, K.; Moodley, J. Prevalence of anaemia in pregnancy in a regional health facility in South Africa. S. Afr. Med. J. 2015, 106,
101–104. [CrossRef] [PubMed]

36. Mamabolo, R.L.; Alberts, M. Prevalence of anaemia and its associated factors in African children at one and three years residing
in the Capricorn District of Limpopo Province, South Africa. Curationis 2014, 37, 1–9. [CrossRef]

37. Methazia, J.; Ngamasana, E.L.; Utembe, W.; Ogunrombi, M.; Nyasulu, P. An investigation of maternal anaemia among HIV
infected pregnant women on antiretroviral treatment in Johannesburg, South Africa. Pan Afr. Med. J. 2020, 37, 93. [CrossRef]

38. Nandlal, V.; Moodley, D.; Grobler, A.; Bagratee, J.; Maharaj, N.R.; Richardson, P. Anaemia in Pregnancy Is Associated with
Advanced HIV Disease. PLoS ONE 2014, 9, e106103. [CrossRef] [PubMed]

39. Symington, E.A.; Baumgartner, J.; Malan, L.; Wise, A.J.; Ricci, C.; Zandberg, L.; Smuts, C. Maternal iron-deficiency is associated
with premature birth and higher birth weight despite routine antenatal iron supplementation in an urban South African setting:
The NuPED prospective study. PLoS ONE 2019, 14, e0221299. [CrossRef]

40. McLean, E.; Cogswell, M.; Egli, I.; Wojdyla, D.; de Benoist, B. Worldwide prevalence of anaemia, WHO vitamin and mineral
nutrition information system, 1993–2005. Public Health Nutr. 2009, 12, 444–454. [CrossRef] [PubMed]

41. Odhiambo, C.; Zeh, C.; Angira, F.; Opollo, V.; Akinyi, B.; Masaba, R.; Williamson, J.M.; Otieno, J.; Mills, L.A.; Lecher, S.L.; et al.
Anaemia in HIV-infected pregnant women receiving triple antiretroviral combination therapy for prevention of mother-to-child
transmission: A secondary analysis of the Kisumu breastfeeding study (KiBS). Trop. Med. Int. Health 2016, 21, 373–384. [CrossRef]

http://doi.org/10.1016/j.cca.2016.06.019
http://doi.org/10.1016/j.jclinepi.2009.06.006
http://www.who.int/vmnis/indicators/haemoglobin.pdf
http://www.who.int/vmnis/indicators/haemoglobin.pdf
https://www.who.int/publications-detail-redirect/9789240000124
https://www.who.int/publications-detail-redirect/9789240000124
http://doi.org/10.1016/j.jclinepi.2011.11.014
http://www.ohri.ca/programs/clinicalepidemiology/oxford.Asp
http://www.ohri.ca/programs/clinicalepidemiology/oxford.Asp
https://www.stata.com/support/faqs/resources/citing-software-documentation-faqs/
https://www.stata.com/support/faqs/resources/citing-software-documentation-faqs/
http://doi.org/10.1136/bmj.327.7414.557
http://doi.org/10.1017/S1368980000000458
http://www.ncbi.nlm.nih.gov/pubmed/11135793
http://www.ncbi.nlm.nih.gov/pubmed/11517732
http://doi.org/10.1016/j.nut.2014.09.016
http://www.ncbi.nlm.nih.gov/pubmed/25701334
http://doi.org/10.1111/mcn.12175
http://doi.org/10.4314/cajm.v45i1.8444
http://doi.org/10.1079/PHN2004612
http://www.ncbi.nlm.nih.gov/pubmed/15369621
http://doi.org/10.7196/SAMJ.2016.v106i1.9860
http://www.ncbi.nlm.nih.gov/pubmed/26792317
http://doi.org/10.4102/curationis.v37i1.1160
http://doi.org/10.11604/pamj.2020.37.93.22244
http://doi.org/10.1371/journal.pone.0106103
http://www.ncbi.nlm.nih.gov/pubmed/25222119
http://doi.org/10.1371/journal.pone.0221299
http://doi.org/10.1017/S1368980008002401
http://www.ncbi.nlm.nih.gov/pubmed/18498676
http://doi.org/10.1111/tmi.12662


Int. J. Environ. Res. Public Health 2021, 18, 12799 17 of 17

42. World Health Organization. Global Health Observatory Data Repository: Prevalence of Anaemia in Women Estimates by Country; World
Health Organization: Geneva, Switzerland, 2019; Available online: http://apps.who.int/gho/data/view.main.GSWCAH28v?
lang=en (accessed on 29 September 2021).

43. Yang, F.; Liu, X.; Zha, P. Trends in Socioeconomic Inequalities and Prevalence of Anemia Among Children and Nonpregnant
Women in Low- and Middle-Income Countries. JAMA Netw. Open 2018, 1, e182899. [CrossRef]

44. Sunuwar, D.R.; Singh, D.R.; Chaudhary, N.K.; Pradhan, P.M.S.; Rai, P.; Tiwari, K. Prevalence and factors associated with anemia
among women of reproductive age in seven South and Southeast Asian countries: Evidence from nationally representative
surveys. PLoS ONE 2020, 15, e0236449. [CrossRef] [PubMed]

45. National Department of Health. Saving Mothers 2010–2013: Sixth Report of Confidential Enquiries into Maternal Deaths in South
Africa; NDOH: Pretoria, South Africa, 2013.

46. Mocroft, A.; Kirk, O.; Barton, S.E.; Dietrich, M.; Proenca, R.; Colebunders, R.; Pradier, C.; Monforte, A.D.; Ledergerber, B.;
Lundgren, J. Anaemia is an independent predictive marker for clinical prognosis in HIV-infected patients from across Europe.
AIDS 1999, 13, 943–950. [CrossRef]

47. Moyle, G. Anaemia in persons with HIV infection: Prognostic marker and contributor to morbidity. Aids Rev. 2002, 4, 13–20.
48. World Health Organization. WHO Methods and Data Sources for Mean Haemoglobin and Anaemia Estimates in Women of Reproductive

Age and Pre-School Age Children 2000–2019; World Health Organization: Geneva, Switzerland, 2021; Available online: https://cdn.
who.int/media/docs/default-source/anaemia-in-women-and-children/hb-methods-for-gather.pdf?sfvrsn=da0fbb5f_11 (ac-
cessed on 29 September 2021).

49. Hruschka, D.J.; Williams, A.M.; Mei, Z.; Leidman, E.; Suchdev, P.S.; Young, M.F.; Namaste, S. Comparing hemoglobin distributions
between population-based surveys matched by country and time. BMC Public Health 2020, 20, 1–10. [CrossRef] [PubMed]

50. Shimanda, P.P.; Amukugo, H.J.; Norström, F. Socioeconomic factors associated with anemia among children aged 6–59 months in
Namibia. J. Publ. Health Afr. 2020, 11, 1131. [CrossRef]

51. Keats, E.C.; Neufeld, L.M.; Garrett, G.S.; Mbuya, M.N.; Bhutta, Z.A. Improved micronutrient status and health outcomes in low-
and middle-income countries following large-scale fortification: Evidence from a systematic review and meta-analysis. Am. J.
Clin. Nutr. 2019, 109, 1696–1708. [CrossRef]

52. Centers for Disease Control and Prevention (CDC); Food Fortification Initiative (FFI); Global Alliance for Improved Nutrition
(GAIN); University of the Western Cape. Fortification Assessment Coverage Tool (FACT) Survey in Two South African Provinces:
Gauteng and Eastern Cape, 2015; GAIN: Geneva, Switzerland, 2017.

53. Park, K.; Kersey, M.; Geppert, J.; Story, M.; Cutts, D.; Himes, J.H. Household food insecurity is a risk factor for iron-deficiency
anaemia in a multi-ethnic, low-income sample of infants and toddlers. Public Health Nutr. 2009, 12, 2120–2128. [CrossRef]
[PubMed]

54. Kraef, C.; Wood, B.; Von Philipsborn, P.; Singh, S.; Peterson, S.S.; Kallestrup, P. Primary health care and nutrition. Bull. World
Health Organ. 2020, 98, 886–893. [CrossRef] [PubMed]

55. Smith, E.R.; Shankar, A.H.; Wu, L.S.-F.; Aboud, S.; Adu-Afarwuah, S.; Ali, H.; Agustina, R.; Arifeen, S.; Ashorn, P.; Bhutta,
Z.A.; et al. Modifiers of the effect of maternal multiple micronutrient supplementation on stillbirth, birth outcomes, and infant
mortality: A meta-analysis of individual patient data from 17 randomised trials in low-income and middle-income countries.
Lancet Glob. Health 2017, 5, e1090–e1100. [CrossRef]

56. Black, R.E.; Dewey, K.G. Benefits of supplementation with multiple micronutrients in pregnancy. Ann. N. Y. Acad. Sci. 2019, 1444,
3–5. [CrossRef] [PubMed]

http://apps.who.int/gho/data/view.main.GSWCAH28v?lang=en
http://apps.who.int/gho/data/view.main.GSWCAH28v?lang=en
http://doi.org/10.1001/jamanetworkopen.2018.2899
http://doi.org/10.1371/journal.pone.0236449
http://www.ncbi.nlm.nih.gov/pubmed/32790764
http://doi.org/10.1097/00002030-199905280-00010
https://cdn.who.int/media/docs/default-source/anaemia-in-women-and-children/hb-methods-for-gather.pdf?sfvrsn=da0fbb5f_11
https://cdn.who.int/media/docs/default-source/anaemia-in-women-and-children/hb-methods-for-gather.pdf?sfvrsn=da0fbb5f_11
http://doi.org/10.1186/s12889-020-08537-4
http://www.ncbi.nlm.nih.gov/pubmed/32228513
http://doi.org/10.4081/jphia.2020.1131
http://doi.org/10.1093/ajcn/nqz023
http://doi.org/10.1017/S1368980009005540
http://www.ncbi.nlm.nih.gov/pubmed/19405987
http://doi.org/10.2471/BLT.20.251413
http://www.ncbi.nlm.nih.gov/pubmed/33293749
http://doi.org/10.1016/S2214-109X(17)30371-6
http://doi.org/10.1111/nyas.14088
http://www.ncbi.nlm.nih.gov/pubmed/31032931

	Introduction 
	Materials and Methods 
	Search Strategy and Data Source 
	Operationalization of Variables 
	Eligibility Criteria 
	Study Selection 
	Quality Assessment and Data Extraction 
	Data Synthesis and Analyses 
	Patient and Public Involvement 

	Results 
	Study Results 
	Characteristics of Included Studies Are Summarised in Tables 1 and 2 
	Prevalence of Anaemia, ID, and IDA in WRA (15–49 Years) 
	Anaemia 
	Iron Deficiency 
	Iron Deficiency Anaemia 
	National Prevalence Estimates of Anaemia, ID, and IDA in WRA (1997-2021) 

	Prevalence Estimate in Children under 5 years 
	Prevalence of Anaemia, ID, and IDA in Infants Age 1 Month -13 Months 
	Prevalence of Anaemia, ID, and IDA in Children Age 24 -59 Months 
	National Prevalence of Anaemia, ID, and IDA Children Ages 0 -5 Years Old 

	Anaemia Prevalence in Rural vs. Urban Settings in Children under 5 Years 
	Comparison of Prevalence of Anaemia in WRA and Children under 5 Years of Age 

	Discussion 
	Prevalence of Anaemia, ID, and IDA in WRA 
	Prevalence of Anaemia, ID, and IDA in Children under 5 Years 
	Strengths and Limitations of the Review 

	Conclusions 
	References

