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Abstract

Anemia presents a global public health problem. It is related to several factors, rang-
ing from deficiency in nutrients from food to genetic alterations in iron absorption and 
metabolism. In this context, hepcidin is a peptide molecule that regulates iron homeo-
stasis. Hepcidin is synthesized, in part, by hepatocytes. In physiological conditions, 
increased serum transferrin, serum iron, inflammation, and erythropoiesis trigger stimuli 
that promote hepcidin antimicrobial peptide (HAMP) gene transcription and hepcidin 
synthesis. However, in pathological situations, an overexpression of hepcidin occurs, an 
increase in the plasma concentration that damages the organism. Hepcidin contributes to 
the pathogenesis of iron deficiency anemia, anemia of inflammation, in hemoglobinopa-
thies. Then, there is a restriction of the availability of iron to the tissues and the formation 
of new erythroid precursors, with the consequent development of anemia.
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1. Introduction

The World Health Organization (WHO) characterizes anemia as a condition in which the con-

centration of hemoglobin is below 13 g/L for males and 12 g/L for females. Anemia is a condi-
tion in which the number of red blood cells or their oxygen carrying capacity is insufficient to 
meet physiological needs, which vary according to the age, gender, altitude, smoking status, 
and pregnancy status. Iron deficiency (ID) is considered to be the most common cause of ane-

mia, although there are other conditions such as folate deficiency, vitamin B12 and vitamin A, 
chronic inflammation, parasitic infections, and hereditary disorders related to iron metabolism 

© 2018 The Author(s). Licensee InTech. This chapter is distributed under the terms of the Creative Commons
Attribution License (http://creativecommons.org/licenses/by/3.0), which permits unrestricted use,
distribution, and reproduction in any medium, provided the original work is properly cited.



and the formation of hemoglobin [1]. Iron deficiency impairs erythroid cell formation and 
decreases hemoglobin synthesis. Iron has functions vital to the body, requiring daily intake 
through food and the constant recycling of senescent erythrocytes by macrophages to main-

tain adequate concentration. In view of this, the control of iron uptake and movement in the 
form of ferritin occur through the plasma hepcidin concentration, a peptidic hormone, which 
regulates iron metabolism through the negative modulation of ferroportin [2–4].

Iron deficiency and/or hypoferremia involve(s) changes in hepcidin concentration and iron 
metabolism markers (serum iron, transferrin and ferritin). Hepcidin has been shown to act 
in the direct inhibition of food absorption of iron in the duodenum, in blocking the release 
of iron recycled by macrophages and in controlling the movement of iron stores contained 
in hepatocytes, enterocytes, and macrophages [5–7]. However, the serum concentration of 
hepcidin assists in the prognosis of the main hematological alterations involving the iron 

metabolism with the development of anemia, influencing the severity of iron deficiency ane-

mia, iron-refractory iron deficiency anemia, anemia of chronic disease, hemoglobinopathies, 
mainly HbS, thalassemias, and hemolytic anemia, among others.

2. Hepcidin: function and structure

The hepcidin molecule (“hep” hepatic origin, “cidin” antimicrobial activity) was described 
in the year 2000; it is an antimicrobial peptide that acts in parts in innate immunity and iron 
metabolism. It was isolated from human blood and urine [3, 4]. The relationship between hep-

cidin and its action on iron homeostasis was demonstrated in knockout animals for the gene 
encoding hepcidin, the HAMP gene, in a clinical condition compatible with hemochromato-

sis. However, transgenic animals with increased hepcidin expression had decreased serum 
iron, erythropoiesis deficiency with severe microcytic-hypochromic anemia [8, 9].

Extrahepatic production of hepcidin occurs to a lesser extent, and it is believed that at these 

sites it acts as an antimicrobial peptide. In the kidney, hepcidin modulates the defense bar-

riers against urinary tract infections. In the heart, hepcidin maintains iron homeostasis in 
cardiac tissue by an autocrine regulation of the expression of ferroprotein on the surface 
of cardiomyocytes [10, 11]. Hepcidin is encoded in a molecule containing 84 amino acids, 

a prehepcidin, which undergoes proteolytic cleavage in one region and gives prohepcidin, 
composed of 64 amino acids. Prohepcidin is biologically inactive and is cleaved subse-

quently by the enzyme furin in a specific NH2 region, resulting in biologically active hep-

cidin composed of 8 cysteine residues, bound by 4 bisulfide bridges containing 25 amino 
acids [3, 4, 8].

2.1. Iron

Iron is an integral constituent of several metalloproteins; being essential for oxygen transport, 
it acts on the transfer of electrons from the respiratory chain and in various catalytic reactions. 
The biological versatility of iron is based on its ability to act as electron donor and receptor. 
Thus, iron can easily convert between its oxidized state, ferric iron (Fe+3), and reduced state, 
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ferrous iron (Fe+2). Spontaneous aerobic oxidation of Fe+2 to Fe+3 is practically insoluble at 
physiological pH, which hinders the acquisition of iron by cells and tissues, requiring other 
proteins and enzymes that facilitate the conversion of Fe+3 → Fe+2 [12].

An adult human body contains approximately 3–5 g of iron, with men presenting approxi-
mately 55 mg/kg and women 44 mg/kg. Approximately 70% of body iron is stored as heme in 
hemoglobin present in erythroblasts and erythrocytes. Muscle contains about 2.5% iron in the 
form of myoglobin; iron reserve in the macrophages corresponds to 5% and in the hepatocytes 
to 20%. Diet maintains the iron stores, and a diet rich in red meat provides approximately 
10–15 mg iron/day as heme (Fe+2) present in myoglobin and hemoglobin. Around 20–40% of 
heme and 10–20% of nonheme iron (Fe+3) are available for absorption. This turnover maintains 

the iron stores for the physiological needs, since the quantities of iron required by the organ-

ism vary according to the age group and gender of each individual [12, 13].

2.1.1. Iron homeostasis

Iron in both ferrous and ferric forms is absorbed in the duodenum in different ways. In order 
for ferric iron to be absorbed more efficiently, it must undergo an oxidation of its state from 
Fe+3 to Fe+2. However, some factors influence the absorption of iron Fe+3, such as a diet rich in 

polyphenols and phytic acid, since these molecules bind to iron from vegetables and cereals, 
as well as deficiency of vitamin C and antioxidant substances, gastritis caused by Helicobacter 

pylori, and bariatric surgery, among other factors [14].

The oxidation reaction, Fe+3 → Fe+2, is performed by the enzyme cytochrome b duodenal 
(dCytB), present on the plasma membrane of enterocytes. Thereafter, ferrous iron is mobi-
lized via the divalent metal-1 type metal transporter (DMT-1) to the intracellular medium. 
However, heme iron from the diet is internalized by the heme-1 carrier protein (HCP-1) into 
the cells. Both forms of iron derived from the diet may be stored as ferritin or transported to 
different tissues and organs (Figure 1) [15, 16].

2.1.2. Transport and delivery of iron to the cells

Transferrin transports iron into tissues. It is necessary that the iron in its iron state be oxidized 
to ferric iron through the oxidizing action of the enzymes hephaestin and ceruloplasmin 
[17]. Transferrin is a beta-globulin, which has an ellipsoidal shape, with two iron-binding 
sites. Transferrin saturation (TS) determines its functional status. In healthy subjects, about 
30% of transferrin is saturated with iron. When the two iron-binding sites are occupied, it 
is termed diferric transferrin; when only one site is connected to iron, it is called monoferric 
transferrin; and when no site contains iron, it is called apotransferrin [18].

Under physiological conditions, transferrin saturation determines its affinity to cells and cell 
receptors; the less saturated and/or iron-bound, the greater the affinity of apotransferrin to 
enterocytes. On the other hand, the diferric transferrin has a greater affinity to the transferrin 
receptors (TfR1 and TfR2) than the monoferric transferrin receptors. The ability of apotrans-

ferrin is to prevent the accumulation of free iron not bound to transferrin (NTBI), which is a 
redox-active and toxic [12, 18].
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Transferrin binds the TfR1 and TfR2 receptor subunits on the cell surface to form a ferro-
carbonate-transferrin complex. The cell internalizes this complex by endocytosis. After the 
internalization of the complex, the acidic pH present in the intracellular medium favors 
the release of Fe+3, and then it is reduced to Fe+2 by the ferroreductase, Steap3 (six-trans-

membrane epithelial antigen of prostate 3) and transported in the intracellular medium by 
DMT1. The receptor-transferrin complex returns to the cell surface and the apotransferrin is 
released to a new cycle. Replenishment of transferrin occurs through iron stored in macro-

phages [12, 18–20].

2.1.3. Recycling and storage of iron

Each erythrocyte contains approximately 1.2 × 109 molecules of the heme group associated 

with hemoglobin, with approximately 200 billion erythrocytes reaching senescence and intra-

vascular hemolysis each day. Hemoglobin released from senescent erythrocytes can be eas-

ily oxidized, releasing the heme group, which can promote protein oxidation, generate lipid 
peroxides, and damage DNA through the formation of reactive oxygen species [21]. The heme 

group is metabolized within the splenic macrophages by the activity of heme oxygenase 
(HO-1 and HO-2). The intracellular concentration of HO-1 increases after heme phagocytosis. 
The breakdown of heme by HO-1 gives rise to Fe+2 and the remaining portion is biliverdin, 

which after the action of the enzyme biliverdin reductase gives rise to bilirubin. About 70% of 
body bilirubin comes from erythrophagocytosis [15].

Iron is stored in the body in the form of ferritin. All the cells of the organisms have reserves of 
irons. Ferritin is a complete molecule composed of a protein, apoferritin, and iron. Apoferritin 
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Figure 1. Iron homeostasis [29].
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has a shell shape of 24 subunits, which stores about 4000 iron atoms. Three different genes 
encode apoferritin: the heavy chain (H) is encoded by the FTH gene, located on chromosome 
11; the light chain (L) is encoded by the FTL gene located on chromosome 19; and the mito-

chondrial apoferritin is encoded by the FTMT gene and is on chromosome 5. In situations that 
decrease serum iron and erythropoietic activity, stored iron is mobilized from the interior of 
ferritin by the action of natural chelating and reducing agents such as glutathione and cyste-

ine, into the intracellular medium, into the cell’s cytosol and then exported to the extracellular 
medium through the ferroportin [22].

2.1.4. Export of stored iron to the extracellular medium

Ferroportin is a transmembrane protein that mediates the stored iron efflux of macrophages, 
enterocytes, and hepatocytes into plasma, maintaining systemic iron homeostasis. Through 
stimuli originated by the increase of serum iron, serum transferrin, erythropoiesis, and proin-

flammatory cytokines, the HAMP gene transcription occurs, increasing the plasma concentra-

tion of hepcidin, which binds to ferroportin in the extracellular medium through its portion 
N-terminal, promoting its phosphorylation, internalization, and ubiquitination in lysosomal 
endosomes. As with other receptors that undergo ligand-induced endocytosis, the interac-

tion of hepcidin with ferroportin causes a conformational change in ferroportin and covalent 
modifications of one or more cytoplasmic segments to initiate endocytosis. The specific inter-

action between hepcidin and ferroportin, when altered, favors the iron accumulation of the 
organism [23, 24].

2.2. Regulation of hepcidin expression

Serum hepcidin concentration is regulated by several factors that may increase or decrease 
its serum concentration. Among the main factors that increase the serum concentration of 

hepcidin are infections and chronic diseases, hepatic diseases, alcohol abuse, genetic altera-

tions in the TMPRSS6 gene, blood transfusion, dialysis in renal disease, and administration of 
iron by orally or intravenously. The factors that decrease the serum concentration of hepcidin 
are erythropoiesis, erythropoietin, and erythropoietin-stimulating agents in order to allow 
the movement and delivery of iron in the bone marrow. Genetic alterations are related to 
the development of hemochromatosis, hypoxia, and steroid hormones, among others [25–29].

These factors activate the HAMP gene, located on chromosome 19q13 to transcribe the hep-

cidin mRNA. Literatures have described several HAMP signaling pathways, without much 
evidence. However, two pathways are described as the main ways of regulating and activat-
ing the HAMP gene. These pathways are related to increased serum iron and the production 
of inflammatory cytokines. The first signaling pathway occurs through the induction of the 
pathway related to bone morphogenetic proteins (BMPs), being activated by the concentra-

tion of circulating iron. Second, the Janus kinase (JAK)/signal transducer and activator of 
transcription (STAT) signaling pathway is activated by inflammatory stimuli. Increased trans-

ferrin saturation and its binding to the TfR1 and TfR2 receptors cause a displacement of the 
HFE protein to its receptor, TfR2, where activation of hemojuvelin (HJV), a BMP coreceptor 
occurs. Then, intracellular signaling proceeds until the activation of HAMP gene [30].
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The BMP cytokines are proteins that are part of the great family transforming growth factor-β 
(TGF-β). Activation of the BMP path requires interaction with its BMP-r receptor and with the 
BMP-R receptor coreceptor, the HJV protein. The integration between HIV-BMP-R induces 
phosphorylation of the BMP receptor, thus activating it. This activation generates an intracel-
lular signaling cascade through the binding of a threonine/serine kinase type I and type II 
receptor complex [31–33].

The activated receptor type II activates the type I receptor. This action may activate other 
receptors and other intracellular proteins, such as the R-SMAD protein, which regulates 
the phosphorylation of SMAD-1/5/8 proteins, leaving them active. However, these pro-

teins cannot promote the transcription of the HAMP gene but are necessary for union with 
the SMAD-4 factor. After formation of the SMAD1/5/8/−SMAD4 complex, migration to the 
nucleus commences. These proteins bind to the promoter region of the HAMP gene by initiat-
ing its transcription. The negative intracellular feedback of the SMAD pathway is performed 
by the SMAD-7 protein, which prevents phosphorylation and formation of the SMAD-1/5/8/
SMAD-4 complex. Currently, it has been thought to use SMAD-7 as a therapeutic target to 
suppress hepcidin mRNA in diseases where hepcidin overexpression occurs. The BMP/SMAD 
pathway has shown promise in the development of candidate hepcidin suppressors [34–37].

Inflammatory mediators influence the expression of HAMP gene through the JAK/STAT sig-

naling pathway. Initially, a conformation shift on the subunits of the JAK receptors is required. 
JAK receptors are present in the intracellular medium coupled with other transmembrane 
receptors. When the inflammatory cytokines, interleukin-6 (IL-6), IL-1β, IL-22, activin-B, and 
interferon-α bind to their receptors, they activate the cytoplasmic JAK. As an example, IL-6 
binds to its receptor, which is formed by two subunits: one alpha subunit (IL-6-R) and another 
beta subunit (GP130). When IL-6 binds to IL-6-R, a dimerization of gp130 occurs, which 
recruits the cytoplasmic JAK to phosphorylate the gp130 protein. After phosphorylation, the 
STAT-1 and STAT-3 proteins bind to gp130 and autophosphorylate soon after the formation 
of a complex that migrates to the nucleus and induces the transcription of the HAMP gene 

(Figure 2) [38–43].

2.3. Hepcidin and anemia

2.3.1. Iron deficiency and iron deficiency anemia

Iron deficiency (ID) and iron deficiency anemia (IDA) are distinct forms, even though they 
are often used as synonyms. Capellini et al. [44] define “iron deficiency is a health-related 
condition in which iron availability is insufficient to meet the body’s needs and which can be 
presented with or without anemia.”

ID defines a condition in which iron stores are reduced (ferritin <12 μg/L) in the absence 
of anemia, but the supply of iron to erythropoiesis is maintained. IDA occurs when there 
is no iron available for erythropoiesis, characterizing a decrease in hemoglobin synthesis. 
When IDA is the result of progressive ID, it usually develops slowly and can be well tolerated 
by organisms, making its diagnosis difficult. The diagnosis of IDA requires laboratory tests, 
since the symptoms may be present, but they are nonspecific and often ignored [45].
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The treatment for ID/IDA is done with oral iron replacement; however, when the serum 
concentration of hepcidin is increased, this iron is not absorbed in the duodenum and it is 

necessary to use injectable iron. ID is commonly reported in obese individuals due to their 
elevated serum concentration of hepcidin and reduction of iron absorption due to inflamma-

tion developed by adipose tissue [46, 47]. Serum hepcidin, ferritin, and iron content in hepatic 
and skeletal muscle are increased in obese individuals, and after weight loss, values tend to 
normalize [48].

2.3.2. Chronic disease anemia

Chronic disease anemia (CDA) or anemia of inflammation (AI) refers to the impaired pro-

duction of erythrocytes associated with chronic inflammatory conditions, including cancer, 
chronic infection, or autoimmune diseases. Recent data indicate that anemia can also occur in 
situations of severe and acute inflammation, or with persistent inflammatory signs that occur 
in obesity, aging, and renal failure. Anemia of inflammation is defined by low concentration 
of serum iron (<60 μg/dL) with normal or elevated serum ferritin (>12 ng/mL) and saturation 
of transferrin around 15% [49].

The clinical picture of anemia, established in the AI, is due to the production of cytokines 
as IL-1β, INF-γ, and TNF-α, which influence negatively on erythropoiesis, by inhibiting the 
production of erythropoietin (EPO). In addition, when the erythropoietin concentration is 
decreased, there is an increase in hepatic synthesis of hepcidin. Other factors that influence the 
alteration of iron metabolism through modulation of hepcidin expression are interleukin IL-6, 
IL-1β, IL-22, INF-γ, and TNF-α. These cytokines act on the HAMP gene through the activation 

Figure 2. Hepcidin expression [29].
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of the signaling pathway JAK-STAT. Due to the intense production of inflammatory media-

tors, the serum concentration of hepcidin is high, restricting the mobilization of iron stores of 
ferritin in enterocytes and hepatocytes and making it difficult for the delivery of iron by mac-

rophages in the bone marrow to generate new precursors erythroid. Due to this fact, serum 
ferritin is elevated and transferrin is decreased [49, 50].

Morbid obesity is considered a chronic inflammatory state with altered iron metabolism. ID 
may initially occur due to malabsorption of iron in the duodenum, as well as increased hepci-
din due to the chronic inflammatory process. Most obese individuals present serum transfer-

rin saturation below 20%, and after weight loss, markers of iron metabolism normalize over 
a period of up to 4–6 months. This evidence supports the hypothesis that obesity favors iron 
sequestration with the development of anemia of inflammation, but AI in obesity may or may 
not be preceded by ID [50, 51].

In some more serious situations, such as patients with chronic kidney disease (CKD), the ane-

mia is mainly due to the lack of erythropoietin. During the development of CKD, the kidneys 
lose the ability to produce erythropoietin, causing less red blood cell production, resulting 
in anemia. Another interesting fact is that the inflammation generated by CKD stimulates 
the synthesis of hepcidin, which prevents the mobilization of iron stores in the macrophages 
present in the marrow. These facts alone or together contribute to the development of anemia 
in CKD. Besides that, the renal function plays a role in clearance of hepcidin. Renal dys-

function results in decreased clearance of hepcidin and consequent storage of hepcidin with 
development of anemia. As CKD progresses, the serum concentration of hepcidin increases 
independent of the inflammatory state. In this clinical context, it is common to develop an 
anemia of inflammatory disease with ID anemia, since several compartments involved in the 
metabolism and maintenance of iron stores are compromised [50, 52–54].

2.3.3. Iron-refractory iron deficiency anemia

Iron-refractory iron deficiency anemia (IRIDA OMIM # 206200) is an autosomal recessive dis-

ease characterized clinically by microcytic and hypochromic congenital anemia, unresponsive 
to treatment with oral iron and partial response to treatment with parenteral iron, and has 
low transferrin saturation, low iron concentration, high serum ferritin, and excess hepcidin. 
Mutations present in the TMPRSS6 gene, which encodes the matriptase-2 protein, confer the 
pathogenesis of IRIDA. The matriptase-2 protein is a type II transmembrane serine protease, 
expressed in hepatocytes, enterocytes, and other cells. The biological function of matriptase-2 
is to regulate hepcidin expression in liver cells [55–57].

The polymorphism of rs855791 (p.Ala736Val) of the single nucleotide polymorphism (SNP) 
type is the most frequent underlying pathology. In this genetic alteration, the amino acid 
alanine is replaced by a valine at position 736, in the serine protease domain of matriptase-2. 
Thus, the protein matriptase-2 does not undergo proteolytic cleavage, losing its function of 
negatively regulating the action of hepcidin. Another variant is T287N, which inactivates 
hemojuvelin cleavage. Cleavage of the hemojuvelin is required so that it binds to the BMP 
receptors inactivating the signaling pathways of the HAMP gene [58–60].
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The appearance of anemia in IRIDA occurs in early childhood; there are reports that the pro-

cess of instituting anemia begins in the intrauterine life. The most serious cases of IRIDA 
reported are in children. The clinical-laboratorial picture presents as characteristics of the 

disease congenital hypochromia, microcytic anemia with very low MCV, low transferrin sat-
uration (<15–5%), and abnormal iron absorption with the use of defective iron. IRIDA can 
develop with varying degrees of anemia, ranging from severe to moderate or mild; the com-

mon feature among all is resistance to oral iron therapy and genetic inheritance with changes 
in the TMPRSS6 gene. Initially, the concentration of hepcidin in mild and moderate IDA and 
IRIDA is high, restricting the iron absorption in the duodenum and making it impossible to 
mobilize the iron stores. However, in the treatment of IDA with iron replacement, the serum 
concentration of hepcidin decreases rapidly, facilitating the absorption and replacement of 
the iron stores [61, 62].

2.3.4. Sickle cell anemia

Hemoglobinopathies are hereditary changes that affect hemoglobin. These changes may be 
structural or deficient synthesis. In structural hemoglobinopathies, the change in one or more 
hemoglobin chains occurs. In the vast majority of cases, such changes are caused by point 
mutations, which determine the exchange of one amino acid by another. Among structural 
hemoglobinopathies, hemoglobin S is the most common inherited hematological abnormality 
in human being. Its etiology is genetic, with an autosomal recessive pattern and due to muta-

tion in the beta globin gene, producing a structural alteration in the molecule. Approximately 
300,000 infants are born per year with sickle cell anemia globally [63].

In its homozygous form, it is called sickle cell anemia and, where at least one gene is HbS, 
is called sickle cell disease. The hemoglobin S (HbS) variant results from the substitution of 
valine for glutamic acid in the sixth amino acid of β-globin. Sickle cell disease or anemia is 
characterized by reduced blood hemoglobin concentration, susceptibility to infections, recur-

rent vaso-occlusion, tissue infarction, and complications such as stroke, avascular necrosis of 
the joints, or nephropathy. Tissue hypoxia of vessel obstruction facilitates the deoxygenation 
of HbS, its crystallization, hepatic eruption, and chronic hemolysis. The iron overload present 
in sickle cell anemia is due to blood transfusions, requiring the use of oral chelants, since free 
iron is toxic. The high concentration of inflammatory cytokines increases the retention of cel-
lular iron stores and in the endothelial reticulum, due to the high serum hepcidin. Use of iron 

chelators in the treatment of sickle cell anemia lowers the serum concentration of hepcidin 
and mobilizes iron stores for erythropoiesis [64–66].

2.3.5. Thalassemias

The thalassemias are derived from partial or total deficiency in the synthesis of one or more 
types of globin chains, leading to defective production of hemoglobin. Thalassemia is an auto-

somal recessive genetic disorder. In the literature, alpha thalassemia, thalassemia intermedi-

ary, and beta-thalassemias have been described. Mediterranean population is most affected 
by the disease. Among the main symptoms are fatigue and weakness, due to the development 
of anemia; pale or yellowish skin; increased direct bilirubin; facial bone deformities and slow 

Influence of Hepcidin in the Development of Anemia
http://dx.doi.org/10.5772/intechopen.71476

225



growth; lack of iron in hemopoiesis; abdominal bloating, due to the increase of blood and 
iron deposition in the organs of abdominal cavity; and dark urine, due to the presence of 
hemoglobin, urobilinogen, and iron. Individuals with thalassemia also develop serious heart 
problems. Thalassemia is an anemia with iron overload. The iron overload results from the 
blood transfusions patients often receive and the hemolysis of the red blood cells [67].

The relationship between thalassemia and hepcidin was initially observed in mice with thalas-

semia. These animals had a low expression of hepcidin and severe anemia. Decreased serum 
hepcidin concentration favors increased iron uptake from diet and iron overload. Anemia, tis-

sue hypoxia, and increased erythropoietin production observed in beta-thalassemia promote 
suppression of hepcidin. Another mitigating factor in the thalassemia clinical framework is 
the overexpression of the erythroid hormone erythroferrone (ERFE). ERFE regulates the syn-

thesis of hepcidin, together with erythropoietin, during erythropoiesis [68, 69].

3. Conclusion

The development of anemia is complex and requires better understanding and studies related 
to iron metabolism. Hepcidin controls the metabolism of iron, but when an imbalance occurs 
in its serum concentration, it causes serious damage to the organism, it is necessary to con-

sider hepcidin level for the laboratory diagnosis of anemias, a practice that is not performed, 
and to establish a reference value for hepcidin.

Conflict of interests

The authors state that there are no conflicts of interest.

Author details

Cadiele Oliana Reichert1*, Filomena Marafon1,4, Débora Levy2, 

Luciana Morganti Ferreira Maselli2,3, Margarete Dulce Bagatini4, Solange Lúcia Blatt1, 

Sérgio Paulo Bydlowski2,3 and Celso Spada1

*Address all correspondence to: kadielli@hotmail.com

1 Laboratory of Clinical Hematology, Clinical Analysis Department, Health Sciences Center, 
Federal University of Santa Catarina (FUSC), Florianópolis, Brazil

2 Laboratory of Genetics and Molecular Hematology (LIM31), University of São Paulo 
School of Medicine (USPSM), São Paulo, Brazil

3 Research Division, Pro-Blood Hemocenter, São Paulo Foundation, São Paulo, Brazil

4 Laboratory of Microbiology, Immunology and Parasitology, Federal University Southern 
Frontier (FUSF), Campus Chapecó, Brazil

Current Topics in Anemia226



References

[1] World Health Organization. Anemia. WHO; 2017 [Available]: http://www.who.int/topics/
anaemia/en/

[2] Brugnara C. Iron deficiency and erythropoiesis: New diagnostic approaches. Clinical 
Chemistry. 2003;49(10):1573-1578. DOI: 10.1373/49.10.1573

[3] Krause A, Neitz S, Mägert HJ, Schulz A, Forssmann WG, Schulz-Knappe P, et al. LEAP-
1, a novel highly disulfide-bonded human peptide, exhibits antimicrobial activity. FEBS 
Letters. 2000;480(2-3):147-150

[4] Park CH, Valore EV, Waring AJ, Ganz T. Hepcidin, a urinary antimicrobial peptide syn-

thesized in the liver. The Journal of Biological Chemistry. 2001;276(11):7806-7810. DOI: 
10.1074/jbc.M008922200

[5] Nemeth E, Ganz T. Anemia of inflammation. Hematology/Oncology Clinics of North 
America. 2014;28(4):671-681. DOI: 10.1016/j.hoc.2014.04.005

[6] Fleming MD. The regulation of hepcidin and its effects on systemic and cellular iron metabo-

lism. Hematology. American Society of Hematology Education Program. 2008:151-158. DOI: 
10.1182/asheducation-2008.1.151

[7] Ganz T. Hepcidin and iron regulation, 10 years later. Blood. 2011;117(17):4425-4433. 
DOI: 10.1182 /blood-2011-01-258467

[8] Pigeon C, Ilyin G, Courselaud B, Leroyer P, Turlin B, Brissot P, et al. A new mouse liver-spe-

cific gene, encoding a protein homologous to human antimicrobial peptide hepcidin, is over-
expressed during iron overload. The Journal of Biological Chemistry. 2001;276(11):7811-7819. 
DOI: 10.1074/jbc.M008923200

[9] Nicolas G, Bennoun M, Porteu A, Mativet S, Beaumont C, Grandchamp B, et al. Severe 
iron deficiency anemia in transgenic mice expressing liver hepcidin. Proceedings of the 
National Academy of Sciences of the United States of America. 2002;99(7):4596-4601. 
DOI: 10.1073/pnas.072632499

[10] Michels K, Nemeth E, Ganz T, Mehrad B. Hepcidin and host defense against infectious 
diseases. PLoS Pathogens. 2015;11(8):e1004998. DOI: 10.1371/journal.ppat.1004998

[11] Daher R, Karim Z. Iron metabolism: State of the art. Transfusion Clinique et Biologique. 
2017;24(3):115-119. DOI: 10.1016/j.tracli.2017.06.015

[12] Papanikolaou G, Pantopoulos K. Systemic iron homeostasis and erythropoiesis. IUBMB 
Life. 2017;69(6):399-413. DOI: 10.1002/iub.1629

[13] Markova V, Norgaard A, Jørgensen KJ, Langhoff-Roos J. Treatment for women with postpar-

tum iron deficiency anaemia. Cochrane Database of Systematic Reviews. 2015;8:CD010861. 
DOI: 10.1002/14651858

[14] Evstatiev R, Gasche C. Iron sensing and signalling. Gut. 2012;61(6):933-952. DOI: 10.1136/
gut.2010.214312

Influence of Hepcidin in the Development of Anemia
http://dx.doi.org/10.5772/intechopen.71476

227



[15] Krishnamurthy P, Xie T, Schuetz JD. The role of transporters in cellular heme and por-

phyrin homeostasis. Pharmacology & Therapeutics. 2007;114(3):345-358. DOI: 10.1016/j.
pharmthera.2007.02.001

[16] Knutson MD. Iron transport proteins: Gateways of cellular and systemic iron homeo-

stasis. The Journal of Biological Chemistry. 2017;292(31):12735-12743. DOI: 10.1074/jbc.
R117.786632

[17] Musci G, Polticelli F, Bonaccorsi di Patti MC. Ceruloplasmin-ferroportin system of iron 
traffic in vertebrates. World Journal of Biological Chemistry. 2014;5(2):204-215. DOI: 
10.4331/wjbc.v5.i2.204

[18] Harris WR. Anion binding properties of the transferrins. Implications for function. 
Biochimica et Biophysica Acta. 2012;1820(3):348-361. DOI: 10.1016/j.bbagen.2011.07.017

[19] Wang J, Pantopoulos K. Regulation of cellular iron metabolism. The Biochemical Journal. 
2011;434(3):365-381. DOI: 10.1042/BJ20101825

[20] Vashchenko G, MacGillivray RT. Multi-copper oxidases and human iron metabolism. 
Nutrients. 2013;5(7):2289-2313. DOI: 10.3390/nu5072289

[21] Alam MZ, Devalaraja S, Haldar M. The heme connection: Linking erythrocytes and mac-

rophage biology. Frontiers in Immunology. 2017;8:33. DOI: 10.3389/fimmu.2017.00033

[22] Arosio P, Levi S. Cytosolic and mitochondrial ferritins in the regulation of cellular iron 
homeostasis and oxidative damage. Biochimica et Biophysica Acta. 2010;1800(8):783-
792. DOI: 10.1016/j.bbagen.2010.02.005

[23] Nemeth E, Tuttle MS, Powelson J, Vaughn MB, Donovan A, Ward DM, et al. Hepcidin 
regulates cellular iron efflux by binding to ferroportin and inducing its internalization. 
Science. 2004;306(5704):2090-2093. DOI: 10.1126/science.1104742

[24] Drakesmith H, Nemeth E, Ganz T. Ironing out ferroportin. Cell Metabolism. 2015;22(5): 

777-787. DOI: 10.1016/j.cmet.2015.09.006

[25] Girelli D, Nemeth E, Swinkels DW. Hepcidin in the diagnosis of iron disorders. Blood. 
2016;127(23):2809-2813. DOI: 10.1182/blood-2015-12-639112

[26] Pak M, Lopez MA, Gabayan V, Ganz T, Rivera S. Suppression of hepcidin during ane-

mia requires erythropoietic activity. Blood. 2006;108(12):3730-3735. DOI: 10.1182/blood- 
2006-06-028787

[27] Kautz L, Jung G, Valore EV, Rivella S, Nemeth E, Ganz T. Identification of erythroferrone 
as an erythroid regulator of iron metabolism. Nature Genetics. 2014;46(7):678-684. DOI: 
10.1038/ng.2996

[28] Kautz L, Jung G, Du X, Gabayan V, Chapman J, Nasoff M, et al. Erythroferrone con-

tributes to hepcidin suppression and iron overload in a mouse model of β-thalassemia. 
Blood. 2015;126(17):2031-2037. DOI: 10.1182/blood-2015-07-658419

Current Topics in Anemia228



[29] Reichert CO, da Cunha J, Levy D, Maselli LMF, Bydlowski SP, Spada C. Hepcidin: 
Homeostasis and diseases related to iron metabolism. Acta Haematologica. 2017;137(4): 

220-236. DOI: 10.1159/000471838.

[30] Schmidt PJ. Regulation of iron metabolism by hepcidin under conditions of inflamma-

tion. The Journal of Biological Chemistry. 2015;290(31):18975-18983. DOI: 10.1074/jbc.
R115.650150

[31] Miyazawa K, Shinozaki M, Hara T, Furuya T, Miyazono K. Two major Smad pathways 
in TGF-beta superfamily signalling. Genes to Cells. 2002;7(12):1191-1204

[32] Chen S, Feng T, Vujić Spasić M, Altamura S, Breitkopf-Heinlein K, Altenöder J, Weiss TS, 
et al. Transforming growth factor β1 (TGF-β1) activates Hepcidin mRNA expression in 
hepatocytes. The Journal of Biological Chemistry. 2016 Jun 17;291(25):13160-13174. DOI: 
10.1074/jbc.M115.691543

[33] Babitt JL, Huang FW, Xia Y, Sidis Y, Andrews NC, Lin HY. Modulation of boné morpho-

genetic protein signaling in vivo regulates systemic iron balance. The Journal of Clinical 
Investigation. 2007;117(7):1933-1939. DOI: 10.1172/JCI31342

[34] Lin L, Valore EV, Nemeth E, Goodnough JB, Gabayan V, Ganz T. Iron transferrin reg-

ulates hepcidin synthesis in primary hepatocyte culture through hemojuvelin and 
BMP2/4. Blood. 2007;110(6):2182-2189. DOI: 10.1182/blood-2007-04-087593

[35] Mleczko-Sanecka K, Casanovas G, Ragab A, Breitkopf K, Müller A, Boutros M, et al. 
SMAD7 controls iron metabolism as a potent inhibitor of hepcidin expression. Blood. 
2010;115(13):2657-2665. DOI: 10.1182/blood-2009-09-238105

[36] Canali S, Vecchi C, Garuti C, Montosi G, Babitt JL, Pietrangelo A. The SMAD pathway 
is required for hepcidin response during endoplasmic reticulum stress. Endocrinology. 
2016;157(10):3935-3945. DOI: 10.1210/en.2016-1258

[37] Poli M, Asperti M, Ruzzenenti P, Regoni M, Arosio P. Hepcidin antagonists for poten-

tial treatments of disorders with hepcidin excess. Frontiers in Pharmacology. 2014;5:86. 

DOI: 10.3389/fphar.2014.00086

[38] Wang CY, Babitt JL. Hepcidin regulation in the anemia of inflammation. Current Opinion 
in Hematology. 2016;23(3):189-197. DOI: 10.1097/MOH.0000000000000236

[39] Canali S, Core AB, Zumbrennen-Bullough KB, Merkulova M, Wang CY, Schneyer AL, 
et al. Activin B induces noncanonical SMAD1/5/8 signaling via BMP type I receptors in 
hepatocytes: Evidence for a role in hepcidin induction by inflammation in male mice. 
Endocrinology. 2016;157(3):1146-1162. DOI: 10.1210/en.2015-1747

[40] Rawlings JS, Rosler KM, Harrison DA. The JAK/STAT signaling pathway. Journal of Cell 
Science. 2004;117(8):1281-1283. DOI: 10.1242/jcs.00963

[41] Fleming RE. Hepcidin activation during inflammation: Make it STAT. Gastroenterology. 
2007;132(1):447-449. DOI: 10.1053/j.gastro.2006.11.049

Influence of Hepcidin in the Development of Anemia
http://dx.doi.org/10.5772/intechopen.71476

229



[42] Pietrangelo A, Dierssen U, Valli L, Garuti C, Rump A, Corradini E, et al. STAT3 is required 
for IL-6-gp130-dependent activation of hepcidin in vivo. Gastroenterology. 2007;132(1):294-
300. DOI: 10.1053/j.gastro.2006.10.018

[43] Bartnikas TB, Fleming MDA. Tincture of hepcidin cures all: The potential for hepcidin 
therapeutics. The Journal of Clinical Investigation. 2010;120(12):4187-4190. DOI: 10.1172/
JCI45043.

[44] Cappellini MD, Comin-Colet J, de Francisco A, Dignass A, Doehner W.S.P, Lam C, et al.  

Iron deficiency across chronic inflammatory conditions: International expert  opinion on 

definition, diagnosis, and management. American Journal of Hematology. 2017;92(10): 
1068-1078. DOI:10.1002/ajh.24820

[45] Hamza RT, Hamed AI, Kharshoum RR. Iron homeostasis and serum hepcidin-25 levels 
in obese children and adolescents: Relation to body mass index. Hormone Research in 
Paediatrics. 2013;80(1):11-17. DOI: 10.1159/000351941

[46] Stroh C, Manger T, Benedix F. Metabolic surgery and nutritional deficiencies. Minerva 
Chirurgica. 2017;72(5):432-441. DOI: 10.23736/S0026-4733.17.07408-9

[47] Moreno-Navarrete JM, Moreno M, Puig J, Blasco G, Ortega F, Xifra G, et al. Hepatic iron 
content is independently associated with sérum hepcidin levels in subjects with obesity. 
Clinical Nutrition. 2017;36(5):1434-1439. DOI: 10.1016/j.clnu.2016.09.022

[48] Moreno-Navarrete JM, Blasco G, Xifra G, Karczewska-Kupczewska M, Stefanowicz 
M, Matulewicz N, et al. Obesity is associated with gene expression and imaging mark-

ers of iron accumulation in skeletal muscle. The Journal of Clinical Endocrinology and 
Metabolism. 2016;101(3):1282-1289. DOI: 10.1210/jc.2015-3303

[49] Cheng PP, Jiao XY, Wang XH, Lin JH, Cai YM. Hepcidin expression in anemia of chronic 
disease and concomitant iron-deficiency anemia. Clinical and Experimental Medicine. 
2011;11(1):33-42. DOI: 10.1007/s10238-010-0102-9

[50] D’Angelo G. Role of hepcidin in the pathophysiology and diagnosis of anemia. Blood 
Research. 2013;48(1):10-15. DOI: 10.5045/br.2013.48.1.10

[51] Fraenkel PG. Anemia of inflammation: A review. Medical Clinics of North America. 
2017;101(2):285-296. DOI: 10.1016/j.mcna.2016.09.005

[52] Fraenkel PG. Understanding anemia of chronic disease. Hematology. American Society of 
Hematology. Education Program. 2015;2015:14-18. DOI: 10.1182/asheducation-2015.1.14

[53] Malyszko J, Mysliwiec M. Hepcidin in anemia and inflammation in chronic kidney dis-

ease. Kidney & Blood Pressure Research. 2007;30(1):15-30. DOI: 10.1159/000098522

[54] Mercadal L, Metzger M, Haymann JP, Thervet E, Boffa JJ, Flamant M, et al. The relation 
of hepcidin to iron disorders, inflammation and hemoglobin in chronic kidney disease. 
PLoS One. 2014;9(6):e99781. DOI: 10.1371/journal.pone.0099781

[55] Finberg KE, Heeney MM, Campagna DR, Aydinok Y, Pearson HA, Hartman KR, et al. 
Mutations in TMPRSS6 cause iron-refractory iron deficiency anemia (IRIDA). Nature 
Genetics. 2008;40(5):569-571. DOI: 10.1038/ng.130

Current Topics in Anemia230



[56] Finberg KE. Iron-refractory iron deficiency anemia. Seminars in Hematology. 2009;46(4): 

378-386. DOI: 10.1053/j.seminhematol.2009.06.006

[57] Ramsay AJ, Hooper JD, Folgueras AR, Velasco G, López-Otín C. Matriptase-2 (TMPRSS6): 
A proteolytic regulator of iron homeostasis. Haematologica. 2009;94(6):840-849. DOI: 
10.3324/haematol.2008.001867

[58] Heeney MM, Finberg KE. Iron-refractory iron deficiency anemia (IRIDA). Hematology/
Oncology Clinics of North America. 2014;28(4):637-652. DOI: 10.1016/j.hoc.2014.04.009

[59] Folgueras AR, de Lara FM, Pendás AM, Garabaya C, Rodríguez F, Astudillo A, et al. 
Membrane-bound serine protease matriptase-2 (Tmprss6) is an essential regulator of 
iron homeostasis. Blood 2008;112(6):2539-2545. DOI: 10.1182/blood-2008-04-149773

[60] De Falco L, Sanchez M, Silvestri L, Kannengiesser C, Muckenthaler MU, Iolascon A, 
et al. Iron refractory iron deficiency anemia. Haematologica. 2013;98(6):845-853. DOI: 
10.3324/haematol.2012.075515

[61] Capra AP, Ferro E, Cannavò L, La Rosa MA, Zirilli G. A child with severe iron-defi-

ciency anemia and a complex TMPRSS6 genotype. Hematology. 2017;22(9):559-564. 

DOI: 10.1080/10245332.2017.1317990

[62] Sal E, Keskin EY, Yenicesu I, Bruno M, De Falco L. Iron-refractory iron deficiency anemia 
(IRIDA) cases with 2 novel TMPRSS6 mutations. Pediatric Hematology and Oncology. 
2016;33(3):226-232. DOI: 10.3109/08880018.2016.1157229

[63] Azar S, Wong TE. Sickle cell disease: A brief update. Medical Clinics of North America. 
2017;101(2):375-393. DOI: 10.1016/j.mcna.2016.09.009

[64] Ngo D, Steinberg M. Hematology clinic. Sickle cell disease. Hematology. 2014;19(4):244-245. 
DOI: 10.1179/1024533214Z.000000000276

[65] Walter PB, Harmatz P, Vichinsky E. Iron metabolism and iron chelation in sickle cell 
disease. Acta Haematologica. 2009;122(2-3):174-183. DOI: 10.1159/000243802

[66] Kroot JJ, Laarakkers CM, Kemna EH, Biemond BJ, Swinkels DW. Regulation of serum 
hepcidin levels in sickle cell disease. Haematologica. 2009;94(6):885-887. DOI: 10.3324/
haematol.2008.003152

[67] Gardenghi S, Grady RW, Rivella S. Anemia, ineffective erythropoiesis, and hepcidin: 
Interacting factors in abnormal iron metabolism leading to iron overload in β-thalassemia. 
Hematology/Oncology Clinics of North America. 2010;24(6):1089-1107. DOI: 10.1016/j.
hoc.2010.08.003

[68] Leecharoenkiat K, Lithanatudom P, Sornjai W, Smith DR. Iron dysregulation in beta-
thalassemia. Asian Pacific Journal of Tropical Medicine. 2016;9(11):1035-1043. DOI: 
10.1016/j.apjtm.2016.07.035

[69] Schmidt PJ, Fleming MD. Modulation of hepcidin as therapy for primary and second-

ary iron overload disorders: Preclinical models and approaches. Hematology/Oncology 
Clinics of North America. 2014;28(2):387-401. DOI: 10.1016/j.hoc.2013.11.004

Influence of Hepcidin in the Development of Anemia
http://dx.doi.org/10.5772/intechopen.71476

231




	Chapter 11
Influence of Hepcidin in the Development of Anemia

