
  

Iron-Deficiency Anemia - Part Three 
The next patient is a 46-year-old female with chief complaint of GI issues, arthritis, menopausal 
symptoms, and psoriasis. 
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Her TIBC, UIBC, serum iron, and iron saturation were all low according to the functional range, and 
her ferritin was lab-low at 12. Her red blood cells and hemoglobin were functionally low, so this 
would be iron deficiency with functional or borderline anemia. If it was untreated, it would likely 
progress to full clinical anemia. Remember, anemia is the last stage of iron deficiency, so you will 
typically see the iron deficiency markers go out of range first, and then you might see something 
like this, where the patient first has functional anemia, and then they would progress to clinical 
anemia, where the red blood cell indices are lab-low and RDW goes up. 

Note that this patient has high zinc. She had been on high-dose zinc supplements of 50 mg per 
day for one year. We know that copper deficiency can cause iron-deficiency anemia, and high 
doses of zinc supplements can induce copper deficiency. We also know that serum copper, which 
is normal for her here, is not a reliable marker for copper status, especially if there is any 
inflammation present. In this patient, you probably need copper along with iron in order to fully 
improve and, of course, stopping the high-dose zinc supplements.  

kresserinstitute.com  2



  

  

She had significant fungal overgrowth and also red blood cells in her stool, which are indicative of 
some kind of GI bleeding.  

  

kresserinstitute.com  3



  

Cyrex Array 3 revealed strong positive antibodies to native and deamidated gliadin and equivocal 
antibodies to gamma gliadin, which indicates possible celiac, although there are no tissue 
transglutaminase-2 antibodies. We know from the unit where we talked about Cyrex Array 3 that 
that is not always the case in celiac. For her, we have GI malabsorption and possibly copper 
deficiency contributing to iron-deficiency anemia. I didn’t mention that her magnesium levels were 
a little bit low on the last slide. That can also contribute in cases of iron-deficiency anemia. 
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The next patient is a 23-year-old female with chief complaint of intestinal bleeding, bloating, and 
diarrhea. She had a colectomy a few years ago and now has a J-pouch. We’ve seen this patient’s 
case a number of times now. 

This is one of those rare textbook cases for iron-deficiency anemia. You don’t see this very often. 
All of her iron markers are out of the lab range except TIBC, which is right at the top of the lab 
range. Remember that is an inverse marker, so that means deficiency. 

Red blood cells and hemoglobin are functionally low, with hemoglobin nearly out of the lab range, 
and then MCV, MCH, and MCHC are lab-low and RDW is lab-high. Her C-reactive protein and 
homocysteine are high, and her B12 was low, so it’s likely she has B12 deficiency as well as iron 
deficiency, which shouldn’t be surprising given her condition. Then, her zinc-to-copper ratio is also 
low, which confirms inflammation along with CRP and possibly copper deficiency. As we just talked 
about, copper is not a reliable indicator for copper status, serum copper. She also has a little bit 
low levels of magnesium, which could be contributing, and her TSH is high-normal at 2.66, which 
could be contributing via hypothyroidism, so she has a lot of underlying issues here that we’re 
seeing even just in a blood panel alone that could contribute to anemia. 

The next patient is a 40-year-old female. Chief complaint of multiple autoimmune conditions such 
as uveitis, thyroiditis, liver autoimmunity, autoimmune hepatitis, joint issues, skin issues, IBS, and 
also a history of Lyme and Kawasaki disease, so a patient with a lot going on. 
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She had East Indian ethnicity, was a cultural vegetarian, and had not eaten meat in her entire life.  

  

  

You can see that her iron saturation is very low at 6 percent. Serum iron is lab-low at 24. Ferritin is 
borderline low at 18. TIBC and UIBC are normal interestingly enough, so here is a case where we 
don’t see the textbook presentation. 
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Her hemoglobin is lab-low. Her red blood cells and hematocrit are normal. Her MCV, MCH, and 
MCHC are lab-low, and her RDW is high. Her platelets are also high, which can happen in anemia, 
iron-deficiency anemia in particular. 

Her TSH is slightly elevated in the functional range at 2.27, and her free T3 is functionally low at 2.2. 
We have multiple contributing factors here: diet, autoimmunity, infection, Lyme, and hypothyroidism. 

  

She also had very significant gluten intolerance, possibly celiac.  
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Light growth of Candida was isolated on BioHealth, so we know that her gut is contributing as well 
as the other factors that I mentioned. Then, of course, her diet because she didn’t eat animal 
products, which contain heme iron and is much better absorbed than plant-based forms of iron, 
especially where the gut isn’t functioning well. 

When a patient like this is not going to eat meat, you will definitely need to supplement, preferably 
with heme or liposomal iron. You probably will need to do that indefinitely, given all of the 
conditions that she is dealing with. 

The next patient is a 65-year-old female with chief complaint of high blood pressure, Hashimoto’s, 
and acid reflux. She also had a benign 2 cm nodule on her thyroid. 
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Her ferritin is lab-low, but her other iron markers are normal with the exception of iron being 
actually functionally high. Her B12 is functionally low. Her homocysteine is lab-high at 15.7. This 
suggests both B12 and iron deficiency causing anemia. 

Her hemoglobin is low. Her MCV and MCHC are functionally low, and her MCH is lab-low, and then 
her RDW is lab-high. That would suggest that the iron deficiency may be more significant than the 
B12 deficiency as a cause of anemia because those markers are low rather than high, the MCV, 
MCH, and MCHC. 

Her TPO antibodies are positive. Her magnesium and calcium are low, so this is indicative of 
malabsorption of several nutrients and suggests that malabsorption is playing a significant role in 
her anemia. 

Note that her fasting glucose is high at 94, and her hemoglobin A1c is high at 6.4, but recall that 
hemoglobin A1c is not accurate where anemia is present because A1c is a measurement of 
glycation of red blood cells, and the survival time of red blood cells is affected by anemia. That is a 
situation where A1c is not particularly accurate. 
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She had high levels of inorganic mercury with severely impaired detox capacity for inorganic 
mercury. She currently, at the time of the testing, had dental mercury amalgams still, so that was 
the source for her.  
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Stool tests revealed pathogenic dysbiosis and gut inflammation with high lactoferrin, so we have 
multiple issues here: GI malabsorption, thyroid, and heavy metal toxicity. 
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Treatment of iron-deficiency anemia involves addressing the underlying cause, of course, and this 
could include nutrient deficiency, GI pathology, metal toxicity, hypothyroidism, autoimmunity, 
inflammation, infection, etc.—all the causes we covered earlier in the presentation, which are listed 
here again on this slide. 

We’ve covered how to address these causes in other sections of the ADAPT training, or we will be 
covering them, so I’m not going to go into detail here. Refer to the iron-deficiency presentation for 
detailed information on how to restore iron levels. If the patient does have iron-deficiency anemia, I 
suggest increasing dietary copper intake, especially if background copper intake is low, or there 
are other signs of deficiency. Remember that some studies have shown that increasing copper 
intake alone without even giving the patient iron can resolve iron-deficiency anemia in some cases 
because copper helps iron to get into the cells. 

Okay, that’s it for this presentation. In the next presentation, we’ll talk about B12 and folate-
deficiency anemia. 
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