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Abstract
Background: Iron deficiency is widely recognized as being the cause of anemia in athletes, although iron status in
athletes of Kendo, a traditional Japanese martial art based on swordsmanship and practiced as an educational sport,
has not been widely investigated.
Methods: We performed a health assessment on anemia and serum ferritin levels, along with nutrient intake
evaluation, for Kendo practitioners in a university in Japan.
Results: A total of 56 Kendo practitioners (39 male and 17 female) aged between 18 and 23 years participated in
the study. No individuals exhibited WHO-defined anemia (less than 13 or 12 g/dL of hemoglobin levels in male or
female), while hypoferritinemia (less than 30 ng/mL) was found in seven (41%) females but not in males.
Significantly higher body mass index was found in the female athletes with hypoferritinemia compared to females
with normo-ferritinemia in sub-analysis (median [interquartile range]; 25.6 [24.2, 26.9] versus 22.6 [21.7, 24.1],
respectively. p < 0.05). No significant differences in the intake of iron were registered between males and females
(with and without hypoferritinemia) using data from a food-frequency questionnaire survey.
Conclusion: No apparent anemia was found in adolescent Kendo practitioners, although this study confirmed the
presence of hypoferritinemia in several female athletes. Careful follow-up, involving both clinical and nutritional
assessment, will be necessary for them to prevent progression into anemia. A future study with larger cohorts in
multiple sites is warranted to assess the prevalence of iron deficiency for validation and, if necessary, to devise a
strategy for improving the iron status in Kendo athletes.
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Background
Anemia occurs when the number of red blood cells and,
consequently, their oxygen-carrying capacity in a human
body is insufficient to meet the body’s physiological
needs. Athletes experience three kinds of anemia [1]. Socalled ‘sports anemia’ is a false condition resulting from
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an expansion of blood plasma volume as an adaptation
for aerobic fitness [2]. Exertional hemolysis and resultant
fatigue is a clinically insignificant condition because it is
mild, rarely depletes iron, and seldom causes anemia [3].
Iron deficiency, however, has long been recognized as a
problem among athletes, and there have been many suggestions for its etiology [4]. It is a true anemia, a common cause of fatigue and lowered performance in female
athletes, but rarely occurs in men. Athletes, especially
those in endurance events, tend to have relatively low
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hemoglobin levels as compared with the general population. So-called ‘sports anemia’ is a false anemia, seen in
athletes who are actually aerobically fit because the total
volume of red blood cells (RBC) in their body is normal.
Their hemoglobin level is diminished because aerobic
exercise expands their baseline plasma volume, thereby
reducing the concentration of RBC. Exertional fatigue is
a clear indicator of mild anemia. Loss of iron through
rupturing of red blood cells during exertion almost
never develops apparent anemia, but blood loss occasionally occurs in runners, particularly in long-distance
athletes, with hematuria being the most visible form of
blood loss. Increased demand from myoglobin in skeletal
muscle cells, mechanical hemolysis, iron loss via sweat,
gastrointestinal tract, and the exercise-induced inflammatory response has also been proposed as causal factors for iron deficiency [5–7]. Menstrual blood loss is
another major cause of iron deficiency in female athletes
[8]. The prevalence of iron deficiency in athletes varies,
with accounts of up to 35% in females and 11% in males
having been reported [4]. In Japan’s general population,
Kusumi et al. reported that 18% of women aged between
20 and 29 were anemic, which is a higher prevalence than
that seen in the United States (7.1% estimated for 15–29
year-old women) [9, 10]. A previous report analyzing the
annual prevalence of anemia in Universiade athletes in
Japan revealed that the anemia prevalence decreased to
1.7% (from 13.3%) between 1977 and 2011, although their
actual iron deficiency was not evaluated [11].
The Japan Association of Athletics Federations (JAAF)
issued a warning on the overuse of iron injection for
young athletes in response to media reports describing
that some long-distance runners in Junior and High
schools were being given iron injections without an appropriate assessment of their anemia status or iron levels
[12]. Iron supplementation should only be provided in
cases of anemia and iron deficiency. It is not usual for any
young athletes anywhere to have their iron status regularly
monitored, unless they are exceptional or elite athletes.
Consequently, basic data on anemia and iron storage in
young athletes has not been carefully assessed and linked
to performance levels, although female athletes on college
teams in the US are regularly screened [13].
The Japanese fencing sport of Kendo, which is both
artistic and strenuous, is viewed as a major martial art in
Japan. Over 1.8 million Kendo practitioners are registered by the All Japan Kendo Federation, larger than the
number of Judo athletes in the country [14]. However,
few scientific publications on anemia in Kendo practitioners are available, even though a mechanical
hemolytic anemia, called ‘march hemoglobinuria’ has
been identified, arising from unique footwork called
‘suri-ashi’ often performed in Kendo [15, 16]. No study
has been undertaken previously on Kendo practitioners
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to investigate the prevalence of anemia or iron status in
the athletes. Herein, we report an evaluation of anemia,
along with the status of iron storage, and nutrient intake
in university athletes practicing Kendo in Japan.

Methods
Participants

A health check-up program for Kendo practitioners who affiliated with their athletic club of the University of Tsukuba
was carried out in February 2019. All examination was performed by a Board-Certified Sports Medicine physician of
the Japan Sport Association (Sakane M Clinic, Tsukuba,
Ibaraki, Japan). The Institutional Review Board of the Medical Governance Research Institute (Tokyo, Japan) approved
this study (approval Number; MG2018–12). All study participants gave written informed consent before check-ups. Body
fat percentage was measured with a BC-118D body composition analyzer (Tanita Corp, Tokyo, Japan). The peripheral
venous blood was collected at rest and shipped to the contract laboratory (SRL, Inc., Tokyo, Japan). The complete
blood count, levels of serum ferritin, serum iron, total ironbinding capacity (TIBC) and transferrin saturation were
measured. Nutrient intake was evaluated using a foodfrequency questionnaire based on food groups (FFQg) [17].
Definitions

Anemia was defined as being a hemoglobin level of < 13
g/dL for men or less than 12 g/dL for non-pregnant
women, in accordance with the World Health
Organization (WHO) criteria [18]. Hypoferritinemia was
evaluated with multiple thresholds of less than 15, 30
and 50 μg/L of serum ferritin level [19, 20].
Statistical analysis

The participant and hematological characteristics were
summarized using descriptive statistics. The correlation
with serum ferritin levels was evaluated with Spearman correlation coefficients. The two-group comparison was determined with the Mann-Whitney U test or Fisher’s exact test.
Statistical significance was considered when a p value was
< 0.05. All statistical analyses were performed with IBM
SPSS Statistics Version 25 (IBM Corp, Armonk, NY).

Results
Participant characteristics

A total of 56 Kendo practitioners, consisting of 39 males
(70%) and 17 females (30%), undertook a health checkup. Participant characteristics and their hematological
outcomes were summarized by gender (Table 1). The
body fat percentage (BF%) in females was significantly
higher than in males (median [interquartile range]; 26.6
[23.8–29.1] versus 16.3 [13.5–18.4] %, p < 0.001) while
no significant difference was seen in body mass index
(BMI). Proportions of both previous history and iron
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Table 1 Participant characteristics
Variables

Total (n = 56)

Male (n = 39)

Female (n = 17)

Age (years)

20 [20, 22]

20 [20, 22]

20 [19, 21]

Years of sports/athletics

15 [13, 17]

15 [13, 17]

15 [13, 17]

Body mass index (kg/m2)

24.4 [23.3, 26.5]

24.7 [23.5, 26.6]

23.8 [22.3, 26.9]

Body fat percentage

18.3 [14.8, 23.9]

16.3 [13.5, 18.4]

26.6 [23.8, 29.1]

Previous history of anemia

4 (8)

1 (3)

3 (19)

Previous use of iron supplements

11 (21)

6 (16)

5 (31)

Participant Characteristics

‡

Anemia status
Prevalence of anemia

0 (0)

0 (0)

0 (0)

Erythrocyte count (× 104/μL) ‡

496 [469, 554]

505 [487, 541]

444 [425, 473]

14.8 [14.0, 15.8]

15.1 [14.7, 16.1]

13.4 [12.7, 14.9]

45.7 [43.6, 48.0]

46.8 [44.8, 48.4]

41.7 [39.9, 44.5]

93 [90, 94]

92 [90, 94]

94 [92, 96]

30.1 [29.4, 30.6]

30.1 [29.4, 30.4]

30.2 [29.7, 30.8]

32.6 [31.9, 33.1]

32.8 [32.4, 33.3]

31.9 [31.6, 32.5]

Hemoglobin (g/dL)

‡

Hematocrit (%)‡
MCV (fL)

†

MCH (pg)
MCHC (g/dL)

†

Iron metabolism
Ferritin (ng/mL) ‡
> 100 and ≤ 300 ng/mL

91 [49, 130]

108 [80, 144]

43 [25, 58]

25 (45)

24 (62)

1 (6)

> 50 and ≤ 100 ng/mL

16 (29)

11 (28)

5 (29)

> 30 and ≤ 50 ng/mL

8 (14)

4 (10)

4 (24)

> 15 and ≤ 30 ng/mL

5 (9)

0 (0)

5 (29)

≤ 15

2 (4)

0 (0)

2 (12)

Serum iron (μg/dL)

90 [65, 142]

91 [62, 144]

83 [72, 113]

TIBC (μg/dL)

333 [319, 355]

330 [319, 349]

347 [326, 386]

Transferrin saturation (%)

26.8 [18.8, 40.1]

27.8 [18.3, 45.5]

24.6 [20.5, 33.3]

Data are shown as median [lower and upper interquartile range] or number (percentage). *p < 0.05, †p < 0.01, and ‡p < 0.001 for the comparison between male
and female practitioners. Abbreviations: MCV: mean corpuscular volume; MCH: mean corpuscular hemoglobin; MCHC: mean corpuscular hemoglobin
concentration; TIBC: total iron-binding capacity

supplement use were higher in females than males, but
the differences did not reach statistical significance. No
females were pregnant.
Prevalence of anemia

No participants who fulfilled the WHO anemia criteria
were observed in this study (Table 1). Significant smaller
counts of erythrocytes, lower concentration of hemoglobin
and lower hematocrit values were seen in females compared to males (p for all comparisons < 0.001). The females showed significantly higher mean corpuscular
volume (MCV) and lower mean corpuscular hemoglobin
concentration (MCHC) than males (p < 0.01).

significant differences between the gender groups. Two females (12%) and none of the males exhibited severe hypoferritinemia (< 15 ng/mL). The moderate hypoferritinemia
between > 15 and ≤ 30 ng/mL was also seen in females
only [n = 5 (29% of female practitioners)). No study participants who > 300 ng/mL of serum ferritin were observed.
Two females were taking oral contraceptive pills (OCP),
and their ferritin levels were 15 and 58 ng/mL.
Of note, inverse correlations of serum ferritin levels
were seen with BMI and BF% in female practitioners
(Spearman correlation coefficients ρ = − 0.46 and − 0.62.
p = 0.06 and < 0.01, respectively) while males showed the
positive correlations (ρ = 0.41 and 0.51. p < 0.01 for both
correlations, respectively).

Status of iron deficiency

Significantly lower levels of ferritin were observed in females compared to males (43 [25–58] versus 108 [80–
144], p < 0.001). In contrast, serum iron concentration,
TIBC, and transferrin saturation did not demonstrate

Comparison of characteristics between hypo- and normoferritinemia in female practitioners

We performed a sub-analysis to figure out the characteristics of female practitioners with hypoferritinemia

Nabeyama et al. Journal of the International Society of Sports Nutrition

(2020) 17:62

Page 4 of 8

Table 2 Comparison of participant characteristics between hypo- and normo-ferritinemia in female practitioners
Variables

Hypo-ferritinemia (n = 7)

Normo-ferritinemia (n = 10)

Age (years)

20 [19, 21]

21 [20, 21]

Years of sports/athletics

12 [8, 15]

15 [14, 16]

Body mass index (kg/m2)*

25.6 [24.2, 26.9]

22.6 [21.7, 24.1]

Participant Characteristics

Body fat percentage*

28.0 [27.4, 29.1]

24.1 [21.0, 24.8]

Previous history of anemia

2 (29)

1 (11)

Previous use of iron supplements

3 (43)

2 (22)

Hemoglobin (g/dL)

13.3 [12.8, 13.8]

13.6 [13.2, 14.2]

Hematocrit (%)

41.7 [39.9, 43.2]

42.2 [40.7, 44.6]

MCV (fL)

94 [93, 96]

94 [92, 95]

MCH (pg)

29.8 [29.4, 30.5]

30.2 [29.7, 30.8]

MCHC (g/dL)

31.9 [31.6, 32.3]

32.0 [31.7, 32.5]

Anemia Status

Data are shown as median [lower and upper interquartile range] or number (percentage). *p < 0.05 for the comparison between hypo- and
normo-ferritinemia groups

(serum ferritin levels ≤30 ng/mL) when compared to
those with > 30 ng/mL of serum ferritin (Table 2). Significantly higher BMI and BF% were found in hypoferritinemia individuals when compared to the normal
group (p < 0.05 for comparison of BMI and BF%) (Fig. 1).
Nutrient intake

The food intake of participants was evaluated with the FFQg,
after classifying individuals into three groups of males and females with and without hypoferritinemia (Table 3). No

significant differences in the intake of iron were seen among
the three groups. The intake of iron, however, was high in
the order of males, females without hypoferritinemia, and
those with hypoferritinemia (7.4 [5.4–8.6], 6.7 [4.9–9.4], and
4.4 [3.4–7.4] ng/mL, respectively). Total energy intake and
the intakes of water, carbohydrate, and manganese were significantly higher in males compared to females with and
without hypoferritinemia (p < 0.05). Males also showed
higher intakes of protein, sodium, magnesium, zinc, copper,
molybdenum, vitamin B1, B6, niacin, and total fiber when

Fig. 1 Distribution of body mass index classified by serum ferritin levels in female Kendo practitioners. Distribution of Body Mass Index (BMI) of
female Kendo practitioners is shown with a dot plot classified by their serum ferritin levels. The median and the interquartile range are indicated.
Significantly higher BMI was found in females with hypoferritinemia ≤30 ng/mL (p < 0.05)
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Table 3 Results of Food-Frequency Questionnaire Based on Food Groups (FFQg)
Male (n = 36) FemaleNormoferritinemia
(n = 10)

FemaleHypoferritinemia
(n = 7)56

p value
Male versus Female
Normo-ferritinemia

Male versus
Female Hypoferritinemia

Female-Normoversus Hypoferritinemia

Energy (Kcal)

2343.5 [1873–
2892]

1784.5 [1366–
2062.75]

1269 [1015–2041]

< 0.05

< 0.01

n.s.

Water (g/d)

1222.4
[827.45–
1308.25]

749 [552.15–
1058.375]

642.7 [418.3–816.5] < 0.05

< 0.01

n.s.

Protein (g/d)

74.5 [55.55–
83.6]

62.85 [43.9–69.4]

37.8 [34.4–68.6]

n.s.

< 0.05

n.s.

Fat (g/d)

62.35 [46.125– 67.2 [50.25–71.675]
77.125]

53.6 [36.1–79]

n.s.

n.s.

n.s.

Carbohydrate (g/
d)

360.2
[251.275–
435.825]

221.95 [188.775–
273.125]

156 [110.8–277.7]

< 0.01

< 0.01

n.s.

Ash (g/d)

15.2 [12.675–
17.275]

12.85 [10.475–17.6]

10.1 [7.7–14.8]

n.s.

n.s.

n.s.

Na (mg/d)

3601 [2651–
4333.25]

2753.5 [2451–3606]

2478 [1931–3128]

n.s.

< 0.05

n.s.

K (mg/d)

1981
[1594.75–
2375.75]

1744.5 [1316.75–
2641.5]

1291 [872–2024]

n.s.

n.s.

n.s.

Ca (mg/d)

485.5 [400.25– 500 [338.25–575.5]
583.75]

333 [250–523]

n.s.

n.s.

n.s.

Mg (mg/d)

247 [185.5–
280.75]

196 [162.5–305.75]

135 [106–229]

n.s.

< 0.05

n.s.

P (mg/d)

1042 [759.5–
1161.25]

967 [603–1126.25]

578 [488–1015]

n.s.

n.s.

n.s.

Fe (mg/d)

7.35 [5.375–
8.6]

6.7 [4.85–9.35]

4.4 [3.4–7.4]

n.s.

n.s.

n.s.

Zn (mg/d)

8.95 [7.3–11]

7.35 [5.55–9]

4.2 [4–8]

n.s.

< 0.01

n.s.

Cu (mg/d)

1.25 [0.995–
1.4075]

0.885 [0.6925–
1.3825]

0.52 [0.45–1.04]

n.s.

< 0.01

n.s.

Mn (mg/d)

3.115 [2.39–
3.8]

1.995 [1.6175–3.2]

1.13 [0.8–2.27]

< 0.05

< 0.01

n.s.

Iodine (μg/d)

394 [243.5–
724.5]

432 [197.25–988.5]

249 [101–618]

n.s.

n.s.

n.s.

Se (μg/d)

69 [49.25–78]

58.5 [40–68.5]

40 [31–67]

n.s.

n.s.

n.s.

6.5 [3.75–8.25]

Variables

Cr (μg/d)

6 [4–7]

5 [3–7]

n.s.

n.s.

n.s.

Mo (μg/d)

208.5 [145.75– 137.5 [111.5–195]
286]

68 [39–148]

n.s.

< 0.01

n.s.

Retinol (μg/d)

162 [110.25–
240.75]

167.5 [94.5–268.25]

164 [106–228]

n.s.

n.s.

n.s.

β-Carotene (μg/d) 1820
[1189.25–
2660]

2319 [873–3028.5]

2074 [1068–2357]

n.s.

n.s.

n.s.

β-Carotene
equivalent (μg/d)

2080.25
[1350.475–
3059.675]

2942.6 [1034.025–
3397.6]

2343.1 [1307.2–
2763.7]

n.s.

n.s.

n.s.

Vitamin D (μg/d)

3.6 [2.15–
5.475]

3.4 [2.1–5]

1.9 [1.7–4.6]

n.s.

n.s.

n.s.

αTocopherol (mg/ 6.65 [4.7–8.2]
d)

6 [4.725–7.725]

4.8 [2.7–7.1]

n.s.

n.s.

n.s.

Vitamin K (μg/d)

157.95 [106.25–

159.5 [61.2–186.6]

n.s.

n.s.

n.s.

150.6
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Table 3 Results of Food-Frequency Questionnaire Based on Food Groups (FFQg) (Continued)
Variables

Male (n = 36) FemaleNormoferritinemia
(n = 10)
[111.025–
180.7]

FemaleHypoferritinemia
(n = 7)56

p value
Male versus Female
Normo-ferritinemia

Male versus
Female Hypoferritinemia

Female-Normoversus Hypoferritinemia

0.6 [0.5–1]

n.s.

< 0.05

n.s.

265.65]

Vitamin B1 (mg/d) 1.2 [0.825–1.4] 0.9 [0.675–1.075]
Vitamin B2 (mg/d) 1 [1–1]

1 [1–1]

1 [1–1]

n.s.

n.s.

n.s.

Niacin (mg/d)

14.615
[10.5125–
17.1225]

10.9 [9.11–13.78]

8.26 [5.86–12.3]

n.s.

< 0.05

n.s.

Niacin equivalent
(mg/d)

27.755 [20.72– 23.145 [17.2375–
33.2175]
27.385]

15.5 [12.58–24.84]

n.s.

< 0.05

n.s.

0.7 [0.4–1]

n.s.

< 0.05

n.s.

Vitamin B6 (mg/d) 1.1 [0.8–1.2]

0.9 [0.675–1.175]

Vitamin B12 (μg/
d)

3.415 [2.4175– 3.64 [2.365–4.035]
5.13]

2 [1.21–4.72]

n.s.

n.s.

n.s.

Folic acid (μg/d)

204.45
[150.45–
263.65]

174.6 [97.6–237.4]

n.s.

n.s.

n.s.

Pantothenic acid
(mg/d)

6.3 [4.8–6.945] 5.565 [3.56–6.5275]

3.46 [2.79–5.78]

n.s.

n.s.

n.s.

Biotin (μg/d)

26.745
[23.9525–
32.4075]

31.125 [19.03–
41.8825]

23.02 [18.48–35.83] n.s.

n.s.

n.s.

Vitamin C (mg/d)

46 [35–71.25]

52.5 [30.5–87.75]

40 [23–56]

n.s.

n.s.

n.s.

Saturated fatty
acids (g/d)

18.215
[14.3775–
25.56]

20.865 [18.44–24.8]

19.8 [11.03–24.9]

n.s.

n.s.

n.s.

Monounsaturated
fatty acids (g/d)

23.3 [16.525–
27.425]

23.365 [17.835–
24.6425]

18.29 [13.25–27.98] n.s.

n.s.

n.s.

Polyunsaturated
fatty acids (g/d)

12.41
[10.1175–
14.6375]

12.255 [8.6125–
15.13]

9.98 [6.28–14.49]

n.s.

n.s.

n.s.

372 [239.25–456.5]

291 [288–482]

n.s.

n.s.

n.s.

Soluble fiber (g/d) 2.7 [1.9–3.375] 2.45 [1.8–3.7]

1.8 [1.1–2.7]

n.s.

n.s.

n.s.

Insoluble fiber (g/
d)

9.3 [6.325–
10.7]

7.1 [5.375–10.85]

5.7 [3–8.1]

n.s.

n.s.

n.s.

Total fiber (g/d)

12.75 [9.35–
15.4]

9.9 [7.825–15.55]

7.5 [4.3–11.5]

n.s.

< 0.05

n.s.

NaCl (g/d)

9.1 [6.75–
11.025]

6.95 [6.25–9.125]

6.3 [4.9–7.9]

n.s.

n.s.

n.s.

Ethanol (g/d)

3.07 [0.23–
11.93]

2.39 [0.11–4.01]

3.07 [0.46–7.39]

n.s.

n.s.

n.s.

Total Fat (g/d)

54.62
[40.3825–
67.275]

58.88 [45.795–
62.215]

48.1 [32–68.51]

n.s.

n.s.

n.s.

n-3 fatty acids (g/
d)

1.74 [1.4025–
2.4925]

1.725 [1.26–2.1125]

1.22 [0.87–2.04]

n.s.

n.s.

n.s.

n-6 fatty acids (g/
d)

10.8 [8.55–
12.175]

10.5 [7.425–12.9]

8.7 [5.4–12.4]

n.s.

n.s.

n.s.

Cholesterol (μg/d) 315.5 [240.5–
388.75]

220 [138.5–336.65]

Three male participants missed the FFQg. Data are shown as median [lower and upper interquartile range]. P values with the Kruskal Wallis test are shown
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compared to females with hypoferritinemia. No significant
differences, however, were found between males and females
without hypoferritinemia.

Discussion
To our knowledge, this article is the first report of the
presence of hypoferritinemia in Kendo practitioners in
Japan. No Kendo athletes were anemic, according to the
WHO criteria, while hypoferritinemia (< 30 ng/mL) was
seen in 41% of the female participants. They should be
carefully monitored to prevent the development of overt
anemia. The present study is an observational study with
a small cohort serving as a pilot survey, where the statistical assessment has limited power. Consequently, further research with a larger cohort is warranted to
validate our findings.
Although we found no anemia in the Kendo practitioners studied, a previous report on elite young athletes
found a low incidence (~ 7%) of anemia in both males
and females [21]. The iron status, however, exhibited a
significant difference between genders -i.e., a significant
higher proportion of iron deficiency was observed in female athletes in our study, which is consistent with previous reports [21, 22]. The causes of gender differences
in iron deficiency include menstrual blood loss and, consequently, inadequate iron intake in females [23, 24].
Less iron intake was seen in female practitioners, either
with normoferritinemia or with hypoferritinemia, when
compared to the males in this study although higher
iron intake has been recommended for female athletes
[25]. Another cause of the gender difference could be the
biological response to gonadal sex hormone, erythropoietin and hepcidin - i.e., testosterone in males is beneficial
for erythropoiesis [26, 27]. In contrast, estradiol in females
was reported to induce transcription of hepcidin mRNA,
which may associate with lower iron storage [28, 29].
Higher iron storage was shown in females who used the
OCPs [30]. We were not able to evaluate the effect of
OCP in iron status since only two female participants in
our study took oral contraceptive pills.
Interestingly, the direction of correlation between ferritin levels and BMI or BF% in female athletes was the
opposite of that in males. Males with higher BMI
showed higher ferritin levels, consistent with previous
studies [31, 32], and obesity-related inflammatory processes may be an explanation for such a relationship
[33]. Conversely, an inverse correlation between ferritin
levels and BMI has been reported in female adolescents
[34]. Lower levels of serum ferritin in females with
higher BMI in this study may suggest an insufficient or
unbalanced dietary habit to supplement the higher demand [35].
Limitations in the present study include limited statistical power due to small cohorts, unknown bias by
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single-site research and lack of longitudinal observation
since this study was performed as a pilot study. Future
studies will include larger cohorts with multiple study
sites to overcome such limitations. Biological evaluation
with serum hepcidin concentration would help to explore the biological mechanism of iron deficiency in athletes. An educational lecture on iron deficiency was
performed together with individual feedback on laboratory results after the study. A follow-up evaluation of
this cohort will help determine the effect of such education on improving iron status.

Conclusion
In conclusion, no university Kendo practitioners in this
study showed anemia, according to the WHO definition
of the condition, although hypoferritinemia of < 30 ng/
mL was observed in 41% of females. This study is the
first to report the prevalence of iron deficiency in adolescent Kendo practitioners and suggests the importance of
careful evaluation of their iron status. Future research,
with larger cohorts in multiple sites, will assess the
prevalence of iron deficiency for validation, explore iron
metabolism (including hepcidin), and help to devise a
strategy improving iron status in the Kendo athletes.
Abbreviations
BF%: Body fat percentage; BMI: Body Mass Index; FFQg: Food-frequency
questionnaire based on food groups; JAAF: Japan Association of Athletic
Federations; MCHC: Mean corpuscular hemoglobin concentration;
MCV: Mean corpuscular volume; mRNA: Messenger ribonucleic acid;
OCP: Oral contraceptive pill; RBC: Red blood Cells; TIBC: Total iron-binding
capacity; US: United States; WHO: World Health Organization
Acknowledgements
This study was supported in part by an operating grant of the Faculty of
Health and Sport Sciences, University of Tsukuba (Tsukuba, Ibaraki, Japan),
Sakane M Clinic (Tsukuba, Ibaraki, Japan) and the Medical Governance
Research Institute (Tokyo, Japan). We appreciate Dr. Yuto Maeda for his
advice on the gynecological aspects.
Authors’ contributions
T. N., Y. S., K. Y., M. S., M. T., and M. K. designed the study. M. S. performed
the health assessments. T. N., Y. S., K. Y., M. S., Y. S., and H. S. helped
undertake the health assessments and collected data. Y. S., K. Y., and M. T.
analyzed the data. All authors interpreted the data. T. N. and M. T. wrote the
manuscript. All authors critically reviewed the final manuscript and approved
it for submission.
Funding
None.
Availability of data and materials
The datasets generated and analyzed during the current study are not
publicly available due to the containment of participant identifiable
information but are available from the corresponding author on reasonable
request.
Ethics approval and consent to participate
This study was approved by the institutional review board of the Medical
Governance Research Institute (Tokyo, Japan) (Approval Number; MG2018–
12). All study participants gave written informed consent before check-ups.
Consent for publication
Not applicable.

Nabeyama et al. Journal of the International Society of Sports Nutrition

(2020) 17:62

Competing interests
The authors declare that they have no competing interests.
Author details
1
Faculty of Health and Sport Sciences, University of Tsukuba, 1-1-1 Tennodai,
Tsukuba, Ibaraki 305-8574, Japan. 2Medical Governance Research Institute,
Minato-ku, Tokyo, Japan. 3Department of Internal Medicine, Navitas Clinic,
Tachikawa, Tokyo, Japan. 4Department of Reproductive, Developmental and
Aging Sciences, Graduate School of Medicine, University of Tokyo, Tokyo,
Japan. 5Sakane M Clinic, Tsukuba, Ibaraki, Japan. 6Graduate School of
Comprehensive Human Sciences, University of Tsukuba, Tsukuba, Ibaraki,
Japan.

21.

22.

23.

24.
Received: 6 May 2020 Accepted: 18 November 2020
25.
References
1. Shaskey DJ, Green GA. Sports haematology. Sports Med. 2000;29(1):27–38.
2. Weight LM, Darge BL, Jacobs P. Athletes' pseudoanaemia. Eur J Appl Physiol
Occup Physiol. 1991;62(5):358–62.
3. Schwellnus MP, Penfold GK, Cilliers JF, Kuyl JM, van den Heever DP.
Intravascular hemolysis in aerobic dancing: the role of floor surface and
type of routine. Phys Sportsmed. 1989;17(8):55–67.
4. Sim M, Garvican-Lewis LA, Cox GR, Govus A, McKay AKA, Stellingwerff T,
et al. Iron considerations for the athlete: a narrative review. Eur J Appl
Physiol. 2019;119(7):1463–78.
5. Telford RD, Sly GJ, Hahn AG, Cunningham RB, Bryant C, Smith JA. Footstrike
is the major cause of hemolysis during running. J Appl Physiol (1985). 2003;
94(1):38–42.
6. Peeling P, Dawson B, Goodman C, Landers G, Trinder D. Athletic induced
iron deficiency: new insights into the role of inflammation, cytokines and
hormones. Eur J Appl Physiol. 2008;103(4):381–91.
7. Camaschella C. Iron-deficiency anemia. N Engl J Med. 2015;372(19):1832–43.
8. Pedlar CR, Brugnara C, Bruinvels G, Burden R. Iron balance and iron
supplementation for the female athlete: a practical approach. Eur J Sport
Sci. 2018;18(2):295–305.
9. Le CH. The prevalence of Anemia and moderate-severe Anemia in the US
population (NHANES 2003-2012). PLoS One. 2016;11(11):e0166635.
10. Kusumi E, Shoji M, Endou S, Kishi Y, Shibata T, Murashige N, et al. Prevalence
of anemia among healthy women in 2 metropolitan areas of Japan. Int J
Hematol. 2006;84(3):217–9.
11. Komatsu T, Yamasawa F, Dohi M, Akama T, Masujima A, Kono I, et al. The
prevalence of anemia in Japanese Universiade athletes, detected with
longitudinal preparticipation medical examinations. J Gen Fam Med. 2018;
19(3):102–8.
12. Times TJ. JAAF seeks to ban use of iron injections by long-distance runners
2019 [Available from: https://www.japantimes.co.jp/sports/2018/12/20/moresports/track-field/jaaf-seeks-ban-use-iron-injections-long-distance-runners/.
13. Parks RB, Hetzel SJ, Brooks MA. Iron deficiency and Anemia among
collegiate athletes: a retrospective chart review. Med Sci Sports Exerc. 2017;
49(8):1711–5.
14. Federation AJK. What is kendo? 2019 [Available from: https://www.kendo.or.
jp/en/knowledge/.
15. Urabe M, Hara Y, Hokama A, Suzuki M, Wakabayashi T, Ishii J. A female case
of march hemoglobinuria induced by kendo (Japanese fencing) exercise.
Nihon Naika Gakkai zasshi The Journal of the Japanese Society of Internal
Medicine. 1986;75(11):1657–8.
16. Mineoka K, Yamamoto K, Isemura T, Fujii H, Wada S, Masaki K. A case of march
hemoglobinuria following" kendo"(Japanese fencing) exercise. [Rinsho
ketsueki] The Japanese journal of clinical hematology. 1984;25(10):1680.
17. Takahashi K, Yoshimura Y, Kaimoto T, Kunii D, Komatsu T, Yamamoto S.
Validation of a food frequency questionnaire based on food groups for
estimating individual nutrient intake. The Japanese Journal of Nutrition and
Dietetics. 2001;59(5):221–32.
18. Organization WH. Haemoglobin concentrations for the diagnosis of
anaemia and assessment of severity. Geneva: World Health Organization;
2011. Contract No: WHO/NMH/NHD/MNM/111; 2014.
19. Goodnough LT, Nemeth E, Ganz T. Detection, evaluation, and management
of iron-restricted erythropoiesis. Blood. 2010;116(23):4754–61.
20. Organization WH. Iron deficiency anaemia: assessment, prevention and
control. A guide for programme managers. Geneva: World Health

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

Page 8 of 8

Organization; 2001. World Health Organization (WHO):[Available from:
http://wwwwhoint/nutrition/publications/en/idaassessment_prevention_
control.pdf]. 2015.
Koehler K, Braun H, Achtzehn S, Hildebrand U, Predel HG, Mester J, et al.
Iron status in elite young athletes: gender-dependent influences of diet and
exercise. Eur J Appl Physiol. 2012;112(2):513–23.
Morris KL, Widstrom L, Goodrich J, Poddar S, Rueda M, Holliday M, et al. A
retrospective analysis of collegiate athlete blood biomarkers at moderate
altitude. J Strength Cond Res. 2019;33(11):2913–9.
Dasharathy SS, Mumford SL, Pollack AZ, Perkins NJ, Mattison DR, WactawskiWende J, et al. Menstrual bleeding patterns among regularly menstruating
women. Am J Epidemiol. 2012;175(6):536–45.
McClung JP. Iron status and the female athlete. J Trace Elem Med Biol. 2012;
26(2–3):124–6.
Trumbo P, Yates AA, Schlicker S, Poos M. Dietary reference intakes: vitamin
a, vitamin K, arsenic, boron, chromium, copper, iodine, iron, manganese,
molybdenum, nickel, silicon, vanadium, and zinc. J Am Diet Assoc. 2001;
101(3):294–301.
Bachman E, Travison TG, Basaria S, Davda MN, Guo W, Li M, et al.
Testosterone induces erythrocytosis via increased erythropoietin and
suppressed hepcidin: evidence for a new erythropoietin/hemoglobin set
point. J Gerontol A Biol Sci Med Sci. 2014;69(6):725–35.
Bachman E, Feng R, Travison T, Li M, Olbina G, Ostland V, et al. Testosterone
suppresses hepcidin in men: a potential mechanism for testosteroneinduced erythrocytosis. J Clin Endocrinol Metab. 2010;95(10):4743–7.
Hou Y, Zhang S, Wang L, Li J, Qu G, He J, et al. Estrogen regulates iron
homeostasis through governing hepatic hepcidin expression via an
estrogen response element. Gene. 2012;511(2):398–403.
Qian Y, Yin C, Chen Y, Zhang S, Jiang L, Wang F, et al. Estrogen contributes
to regulating iron metabolism through governing ferroportin signaling via
an estrogen response element. Cell Signal. 2015;27(5):934–42.
Larsson G, Milsom I, Lindstedt G, Rybo G. The influence of a low-dose
combined oral contraceptive on menstrual blood loss and iron status.
Contraception. 1992;46(4):327–34.
Shattnawi KK, Alomari MA, Al-Sheyab N, Bani SA. The relationship between
plasma ferritin levels and body mass index among adolescents. Sci Rep.
2018;8(1):15307.
Jeon YJ, Jung IA, Kim SH, Cho WK, Jeong SH, Cho KS, et al. Serum ferritin
level is higher in male adolescents with obesity: results from the Korean
National Health and nutrition examination survey 2010. Ann Pediatr
Endocrinol Metab. 2013;18(3):141–7.
Huang YF, Tok TS, Lu CL, Ko HC, Chen MY, Chen SC. Relationship between
being overweight and Iron deficiency in adolescents. Pediatr Neonatol.
2015;56(6):386–92.
Eftekhari M, Mozaffari-Khosravi H, Shidfar F. The relationship between BMI
and iron status in iron-deficient adolescent Iranian girls. Public Health Nutr.
2009;12(12):2377–81.
Pinhas-Hamiel O, Newfield RS, Koren I, Agmon A, Lilos P, Phillip M. Greater
prevalence of iron deficiency in overweight and obese children and
adolescents. Int J Obes Relat Metab Disord. 2003;27(3):416–8.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

