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Impact of Different Strategies for Delivering Supplemental Zinc on Selected Fecal Markers of
Environmental Enteric Dysfunction among Young Laotian Children: A Randomized

Controlled Trial

Guy-Marino Hinnouho,1,2* K. Ryan Wessells,1 Maxwell A. Barffour,1,3 Somphou Sayasone,4 Charles D. Arnold,1

Sengchanh Kounnavong,4 and Sonja Y. Hess1
1Department of Nutrition, Institute for Global Nutrition, University of California, Davis, Davis, California; 2Helen Keller International, Washington,
District ofColumbia; 3PublicHealthProgram,CollegeofHealth andHumanServices,Missouri StateUniversity, Springfield,Missouri; 4LaoTropical

and Public Health Institute, Vientiane, Lao People’s Democratic Republic

Abstract. The objective of this study was to assess the impact of different strategies for delivering supplemental zinc
on fecal myeloperoxidase (MPO), neopterin (NEO), and calprotectin (CAL) among young Laotian children. In a double-
blindcontrolled trial, childrenaged6–23monthswere randomized to receive either daily preventive zinc (PZ) tablets (7mg/
day), daily micronutrient powder (MNP; containing 10 mg zinc and 14 other micronutrients), therapeutic zinc (TZ) sup-
plements for diarrhea treatment (20 mg/day for 10 days), or daily placebo powder and followed for ∼36 weeks. Stool
samples were collected at baseline and endline. Fecal MPO, NEO, and CAL concentrations were determined in a
randomly selected subsample of 720 children using commercially available ELISA kits. At baseline, the mean age was
14.1 ± 4.9months and prevalence of stuntingwas 39%. The endline prevalence of stuntingwas 43%; therewas nooverall
treatment effect on physical growth in the parent trial. At endline, the mean (95% CI) MPO in the PZ group was 1,590
[1,396; 1,811] ng/mL and did not differ from that in theMNP (1,633 [1,434; 1,859] ng/mL), TZ (1,749 [1,535; 1,992] ng/mL),
and control (1,612 [1,415; 1,836] ng/mL) groups (P = 0.749). Similarly, there was no overall treatment effect on NEO and
CAL concentrations (P = 0.226 and 0.229, respectively). In this population, the provision of PZ or TZ supplements orMNP
hadno impact ongrowthor environmental enteric dysfunction (EED) asassessedby fecalMPO,NEO,andCAL.Additional
research is needed to better understand the etiology and proposed mechanisms of EED pathogenesis.

INTRODUCTION

Linear growth faltering (stunting) is a major public health
concern affecting millions of children younger than 5 years in
low- and middle-income countries (LMICs).1 Stunting is diffi-
cult to reverse beyond the first 1,000 days after conception
and has lifelong consequences on health and development.2

Its pathogenesis is poorly understood and is postulated to be
multifactorial, likely involving inadequate intrauterine and
postnatal nutrition, recurrent infections, and poor environ-
mental conditions.3–5 In the past years, nutrition-specific and
infection control interventions aimed at reducing stunting
have yielded moderate to no benefits on growth faltering.6,7

Environmental enteric dysfunction (EED), originally termed
tropical enteropathy,8 is an acquired subclinical inflammation
of the small bowel mucosa characterized by villous atrophy,
altered barrier integrity, and enteric immune cell proliferation,
leading to reduced nutrient absorption and increased in-
testinal permeability.9–13 The specific cause of EED remains
unknown, but it has been postulated that EED develops as the
result of chronic exposure to enteropathogens caused by
regular fecal–oral contamination.14–17 Environmental enteric
dysfunction is reported to be endemic among infants and
children living in LMICs. Thus, it may play a potential role in
linear growth faltering,18,19 and its severity has been found to
be inversely associated with linear growth.20–23

Intestinal biopsy via endoscopy is considered the gold
standard for the assessment of EED.24 However, this pro-
cedure is invasive, expensive, requires a high level of exper-
tise, and onlymeasures pathological changes. Over the years,
EED has been assessed using a wide range of noninvasive

biomarkers measured in urine, blood, or stool. These bio-
markers have been investigated and tested for their hypoth-
esized functions of intestinal absorption and mucosal
permeability, enterocyte mass and function, intestinal and
systemic inflammation, microbial translocation, and immune
activation.4,10,25 Fecalmarkers have emerged as a newmeans
of characterizing EED and classifying its severity and include
myeloperoxidase (MPO), neopterin (NEO), and calprotectin
(CAL). Myeloperoxidase is a specific enzyme of neutrophil
activity in the intestinal mucosa26; NEO is produced by mac-
rophages or dendritic cells on stimulation by interferon
gamma released during pro-inflammatory responses by
Th1 lymphocytes27; and CAL is a calcium- and zinc-binding
protein that inhibitsmetalloproteinase and is themajor protein
found in monocytes and macrophages.28 To the best of our
knowledge, these fecal biomarkers of EED have not been
compared with endoscopic findings in young children be-
cause intestinal biopsy is technically and ethically not feasible
in young children. These biomarkers do not correspond to an
increased intestinal permeability but instead are indicative of
intestinal inflammation, and NEO is also a biomarker of mi-
crobial translocation and immune activation.9,19 It is important
to note that there are no specific cutoffs for these biomarkers.
Zinc is involved in numerous metabolic processes as a

catalyst, a regulatory ion, or structural element of proteins,29

and deficiency in young children has been associated with
both linear growth failure1 and EED.30 In infants and young
children in LMICs, preventive zinc (PZ) supplementation has
been shown to increase linear and ponderal growth and re-
duce the incidence of diarrhea.31,32 In addition, the WHO has
recommended therapeutic zinc (TZ) supplementation along
with oral rehydration therapy during episodes of diarrhea, and
this strategy has been shown to reduce the duration and se-
verity of the disease.33,34 These beneficial impacts of PZ and
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TZ supplementation on growth and diarrhea are postulated to
be partially mediated through an increase in villous height and
intestinal absorptive capacity.35

It is well established that children who are deficient in one
micronutrient are often at risk for other deficiencies. Thus,
supplementation with multiple micronutrients such as micro-
nutrient powders (MNPs) is a preferred approach to improve
young children’s nutrition and health. Worldwide, a consid-
erable number of MNP intervention studies have been con-
ducted in different settings, and their efficacy in the prevention
of iron deficiency and anemia has been demonstrated.36,37

However, the beneficial impact observed with PZ supple-
mentation on growth and diarrhea has not beendemonstrated
with MNPs. Moreover, a recent meta-analysis of MNPs found
an increase in diarrhea incidence in children receiving MNPs
compared with controls,37 which was assumed to be due to
potentially adverse effects of iron. Only a few randomized
controlled trials have assessed the impact of zinc or MNP
supplementation on indicators of EED, and results from these
studies were inconsistent. In these studies, EED has been
measured either by the lactulose-to-mannitol (L:M) ratio, a
dual sugar absorption test,35,38,39 CAL,40,41 or confocal laser
endomicroscopy and mechanistic target of rapamycin com-
plex 1 nutrient responsiveness.42

In light of the previously described lack of a beneficial impact
of standard MNP formulations on zinc-related functional out-
comes and concerns of potential adverse effects of MNPs, we
usedanewMNPformulationcontainingahigher amountof zinc
(10 mg) and a lower amount of iron (6 mg).43 We hypothesized
that zinc supplementation,providedaloneoraspartof thehigh-
zinc low-iron–containing MNP, will improve EED as measured
by fecal MPO, NEO, and CAL. Thus, our primary objective was
to assess the impact of different strategies for delivering sup-
plemental zinc on MPO, NEO, and CAL. As secondary objec-
tives, we first assessed whether baseline MPO, CAL, and NEO
modified the intervention impact on growth outcomes; second,
we explored associations between baseline MPO, CAL, and
NEO and subsequent linear growth; and third, we examined
baseline and endline associations between these EED bio-
markers and concurrent growth indicators.

MATERIALS AND METHODS

Study design and population. The Lao Zinc Study was a
community-based randomized, double-blind, placebo-
controlled trial, implemented from September 2015 until
April 2017 in rural communities in Khammouane Province,
central Lao People’s Democratic Republic (Lao PDR). The
study protocol and the consent procedure were approved by
the National Ethics Committee for Health Research, Ministry
of Health, Lao PDR, and the Institutional Review Board of the
University of California, Davis (UC Davis). This trial is regis-
tered at https://clinicaltrials.gov (NCT02428647).
The primary objective of the Lao Zinc Study was to de-

termine the impact of two forms of daily preventive supple-
mentation (zinc tablets and MNP) versus TZ supplementation
for diarrhea on young children’s physical growth and other
health outcomes. Details of the studyprotocol havepreviously
beenpublished elsewhere.43 Briefly, childrenwere considered
eligible to participate if they were aged 6–23 months, their
families accepted weekly home visits, planned residency
within the catchment area for the duration of the study, and

one of the child’s primary caregivers (mother, father, or legal
guardian) provided a written informed consent (documented
by either a signature or a fingerprint in thepresenceof a neutral
witness). Children were ineligible to participate if one of the
following criteria was present: severe anemia (Hb < 70 g/L),
weight-for-length z-score (WLZ) < −3SD with respect to WHO
2006 growth standards,44 presence of bipedal edema, severe
illness warranting hospital referral, congenital abnormalities
potentially interfering with growth, chronic medical condition
(e.g., malignancy) requiring frequentmedical attention, known
HIV infection of the index child or the child’s mother, current
consumption of zinc supplements, or current participation in
another clinical trial.
Randomization and intervention products. For the parent

trial, a total of 3,433 children were enrolled and randomized
into one of four intervention groups using a block randomi-
zation scheme, with block lengths of 4 or 8, generated by aUC
Davis statistician. If multiple eligible siblings resided in the
same household, only the youngest was enrolled. In the case
of twins, both twins were enrolled and assigned to the same
group, but only onewas selected randomly for inclusion in the
data analyses.
Eligible children were individually randomized either to 1) the

PZ group, receiving 7 mg of a daily preventive dispersible zinc
supplement plus a placebo therapeutic tablet for diarrhea; or 2)
the MNP group, receiving a daily preventive MNP containing
10 mg zinc and 14 other micronutrients plus a placebo thera-
peutic tablet for diarrhea; or 3) the TZ group, receiving a daily
preventive placebo tablet plus 20 mg of TZ for diarrhea for
10 days; or 4) the control group, receiving a daily placebo
powder plus a therapeutic placebo tablet for diarrhea. As
mentioned earlier, the tested MNP formulation contained a
higher amountof zinc (10mgzincaszincgluconate) anda lower
amount of iron (6 mg iron as ferrous fumarate) than standard
MNP formulations.43 In addition, the MNP contained 0.56 mg
copper as copper sulfate anhydrous, 17 μg selenium as sele-
nium selenite, 90 μg iodine as potassium iodate, 400 μg RE
vitamin A, 5 μg vitamin D (cholecalciferol), 5 mg vitamin E (dl-
α-tocopherol acetate), 30 mg ascorbic acid, 0.5 mg thiamine,
0.5 mg riboflavin, 6 mg niacin, 0.5 mg vitamin B-6, 0.9 μg vi-
tamin B-12, and 150 μg folic acid. All children received oral
rehydration salts (ORS) to be taken during diarrhea episodes.
Oral rehydration salts were part of the diarrhea treatment kit,
which was given during enrollment, with instructions to store it
in the home and use it for the treatment of a diarrhea episode in
the study child. As previously described, caregiver-reported
adherence to the preventive supplements was high and resul-
ted in adaily supplemental zinc intakeof∼6.5mg for thePZand
∼9.0 mg for the MNP group over the duration of the study.45

Children in the TZ group consumed an average of seven of 10
prescribed tablets per diarrhea episode, which resulted in an
equivalent of ∼0.8 mg zinc/day over the course of the study.46

The PZ, TZ, and placebo tablets were produced by Nutriset
SAS (Malaunay, France). The powder supplements (MNP and
placebo) were produced by DSM Fortitech Asia Pacific Sdn
Bhd (Banting, Malaysia). Caregivers were instructed to dis-
solve the tablet supplements (one doseper day for PZ and one
tablet daily for 10 days as part of diarrheamanagement for TZ)
with clean water or breast milk and spoon feed the child 30
minutes before or after a meal. For the powder supplements,
theywere advised tomix the entire content of the sachetwith a
semisolid or mashed food.
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Data collection. At enrollment, children’s weight, length,
and mid-upper arm circumference (MUAC) were measured in
duplicate by trained anthropometric teams, using standard-
ized procedures.47 Unclothed or lightly dressed children were
weighed to the nearest 20 g (SECA 383 balance, Hamburg,
Germany). Children’s recumbent length (SECA 416 length
board, Hamburg, Germany) and MUAC (left arm; Tri-Colored
Single-Slotted Insertion Tape, Weigh and Measure, Olney,
MD) were measured to the nearest 0.1 cm. If the duplicate
measurementsdifferedby>0.1 kg forweight or by>0.5 cm for
recumbent length andMUAC, themeasurementwas repeated
a third time, and theaverageof the twomeasurementswith the
lowest absolute difference was calculated. Anthropometric
measurements were repeated at midpoint (after ∼18 weeks)
and at endline (∼36 weeks). Maternal weight (SECA 874,
Hamburg, Germany) and height (SECA 213, Hamburg, Ger-
many) were measured once. A total of four standardization
sessions were implemented over the course of the study to
compare the performance of anthropometry teams among
themselves and with their supervisors48; results of these
standardizations have been reported elsewhere.49,50 Hemo-
globin concentration was determined in a capillary blood
sample (HemoCue® Hb301, HemoCue AB, Angelholm, Swe-
den), and anemia status was assessed at baseline and
endline.
Information on maternal and household demographic and

socioeconomic status (e.g., education, occupation, ethnicity,
household size andcomposition, housingmaterial, household
assets, and land ownership), food security, and hygiene and
sanitation practices of eligible children was obtained at
baseline. Information on infant and young child feeding
practices (breastfeeding, formula feeding, and 24-hour and 7-
day food frequency questionnaire) was collected at baseline
and every 4 weeks during the intervention period.
Children enrolled in the trial remained under observation

and received their assigned supplements daily for a period of
∼36weeks. Each householdwas visitedweekly by amorbidity
surveillance worker who recorded reported morbidity symp-
toms for each day of the previous week and delivered the
respective preventive supplements. Recorded morbidity
symptoms included fever, diarrhea (number and consistency
of stools), respiratory symptoms (cough and nasal discharge),
and any other symptoms of concern. Axillary temperaturewas
measured once every 4 weeks and whenever fever was re-
ported within 24 hours of the home visit.
Stool sample collection and EED biomarker analyses.

Because of the timing and allocation of additional research
funding for thepresent sub-studyandgiven initial difficulties in
obtaining stool samples from young children, stool collection
was started mid-study and was attempted in approximately
2000 children (n = 2,041, Figure 1). Stool sample collection
was attempted on two consecutive days at both baseline
(before the initiation of the supplementation) and endline.
Samples were collected on consecutive days at each time
point to minimize failure to detect low-intensity helminth in-
fection. Disposable diapers were distributed to caregivers
with the instruction to place a diaper on the child immediately
before sleep in the evenings before the days of stool collec-
tion. Caregivers were instructed to return to the study site the
followingdaywith all diapers containing any stool. At baseline,
the 2-day collection requirement necessitated that caregivers
be given diapers during the community sensitization session,

1 day before the study enrollment. Thus, oral consent specific
for the stool collection was obtained during the community
sensitization session, and stool samples were only stored and
analyzed for eligible children with written parental informed
consent. Among children presenting with diarrhea at enroll-
ment (n = 34), stool collection was not repeated on a second
day because preventive and therapeutic supplementation
were initiated immediately following diagnosis. These children
only provided one stool sample and were included in the
random selection for the present study, if they also provided
stool samples at endline. Stool collectionwasattempted for all
children on two consecutive days at endline.
A mobile field laboratory was set up for immediate stool

sample processing. The approximate time of defecation was
recorded based on caregiver report, and in cases where more
than one diaper was provided, stool samples from the most
recent defecation were aliquoted into a container by trained
laboratory technicians. Samples from that container were
further aliquoted into 1.5mL ambermicrocentrifuge tubes and
immediately stored at −18�C in a portable freezer (CF-025,
Dometic, Solna, Sweden). All samples were subsequently
stored at −20�C for up to 7 days, after which some aliquots
were transferred to a −80�C freezer,43 as specified by ELISA
protocols.
Stool samples were shipped on dry ice to the University of

California, Davis, USA, where the MPO aliquots were stored
at −80�C and the NEO and CAL aliquots at −20�C. In cases
where stool samples were collected at both days of stool
collection, the one with the shorter duration since defecation
was selected. Samples were then analyzed using commer-
cially available ELISA kits following the manufacturer’s in-
structions. A stool application system (ALPCO, Salem, NH)
was used to dilute the stool samples in the respective buffer of
each marker. Fecal MPO was determined after a dilution of 1:
500 (ALPCO). Fecal NEO concentrations weremeasured after
an initial dilution of 1:1,300 (GenWay Biotech, San Diego, CA),
and CAL was assayed after an initial dilution of 1:2,500
(ALPCO). Absorption or optical density was determined with
an ELISA reader (Synergy H1, BioTek Instruments, Winooski,
VT) at the wavelength 450 nm against 620 nm as a reference.
Extracts fromsamples out of range of the standard curvewere
diluted a second time in their respective dilution buffer, and
assays were rerun at lower concentrations.
Sample size for the EED analyses. A sample size of 179

children (rounded up to 180) per study intervention group was
estimated to be able to detect a difference in the mean of any
given biomarker of EED between any two intervention groups
with an effect size of 0.35, a power of 80%, and a type I error of
5%.51 An attrition rate of 20% was considered to account for
drop out and possible failure to successfully collect stool
samples at both time points (total sample size = 900). Thus,
from children who provided stool samples at both baseline
and endline, 720 (n = 180 per intervention group) were ran-
domly selected for the EED analyses. Sample size estimation
was done with the use of SAS software (version 9.4; SAS In-
stitute, Inc., Cary, NC).
Definitions. Z-scores for length-for-age (LAZ), weight-for-

age (WAZ), and weight-for-length (WLZ) were calculated
according to the WHO 2006 child growth standards.44

Stunting, underweight, and wasting were defined as LAZ,
WAZ, andWLZ < −2SD, respectively. LowMUACwas defined
as MUAC £ 12.5 cm.

1418 HINNOUHO AND OTHERS



A child was considered breastfed if breastfeeding was
reported at least once in the past month. Information
on infant and young children feeding practices (breast-
feeding, dietary diversity, and food frequency) was used
to estimate the adequate dietary diversity, minimum
meal frequency, and consumption of iron-rich foods as

specified by the WHO.52,53 Food security was defined
using the household food insecurity access scale.54

Principal component analysis was applied to available
indicators of household socioeconomic status, educa-
tion, income, ownership of lands, and hygiene and sani-
tation practices to derive a SES index.55

FIGURE 1. Lao Zinc Study flow diagram for stool sample collection.
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Statistical analyses. A statistical analysis plan describing
the statistical procedures was developed and published before
the analyses.56 Analyses were done based on complete-case
intention-to-treat, and the intervention group was considered
the primary exposure variable. All analyses were undertaken
using Stata 14 (StataCorp 2015, College Station, TX).
ANCOVA regressionmodelswere used to assess treatment

effects in minimally adjusted models controlling for baseline
measurement of the outcome, age of the child at enrollment,
and district of residence at enrollment. A secondary fully ad-
justed analysis was performed controlling for additional pre-
specified variables at baseline determined to be associated
with outcome (P < 0.1) in bivariate models. Baseline and
endline concentrations of MPO, NEO, and CAL were log
transformed for analysis. Effect modification was tested using
prespecified baseline covariates by including an interaction
term in the models.
The treatment effect on growth outcomes has previously

been reported,50 but EED data were unavailable at that time.
With the available data, we investigated the potential effect
modification of EED (as continuous effect modifiers) at base-
line on growth outcomes at midpoint and endline. Environ-
mental enteric dysfunction marker concentrations were then
categorized in tertiles, and an interaction term was in-
corporated in the statistical models and further examined if
marginally significant (P < 0.1).
The association between baselineMPO,NEO, andCAL and

subsequent change in LAZ (baseline to midpoint and baseline
to endline) was examined with linear regression controlling for
LAZ at baseline, age at enrollment, health district, and in-
tervention group.
Baseline and endline associations between the EED bio-

markers and concurrent growth indicators were explored us-
ing linear regression models adjusted for age of the child at
enrollment, gender, district of enrollment, and intervention
group (only for the endline associations).

RESULTS

Baseline characteristics of participants. Of the 3,830
children screened for eligibility, 3,433were enrolled and 3,407
were individually randomized in the parent trial (Figure 1).
Among them, 2,041 children were invited to provide a stool
sample, and stool sampleswere collected from 1,204 children
at baseline. Of these, 863 provided stool samples at both
baseline and endline, and 720 children with stool samples at
both time points (n = 180 per intervention group) were then
randomly selected for the EED analyses.
At baseline, the mean age was 14.1 ± 4.9 months (Table 1).

Approximately 77%of children were breastfed in the previous
4 weeks, and 5% and 47% met the WHO definition of ade-
quate dietary diversity and minimal meal frequency, re-
spectively; 38%of the households reported tobe food secure.
The prevalence of stunting, underweight, and wasting was
39%, 26%, and 8%, respectively, and 57% of children were
anemic at baseline. The median [IQR] concentrations of fecal
MPO, NEO, andCAL at baseline were 2,710 [1,249–7,305] ng/
mL, 629 [176–1,829] nmol/g, and 133 [47–279] μg/mL,
respectively.
The children included in this analysis were statistically

similar to children participating in the main trial, but who were
not part of the EED analyses, in terms of age at enrollment,

gender, baseline anthropometric indicators, anemia preva-
lence and maternal age, and body mass index (all P > 0.05).
However, they were more likely to be breastfed (77% versus
72%, P = 0.018), had lower adequate dietary diversity (5%
versus 17%, P < 0.001), and had mothers with no education
(73% versus 69%, P = 0.014), but were less likely from se-
verely food insecure households (10% versus 14%, P <
0.001). However, in models adjusted for age, gender, and
district of residence, breastfeeding, dietary diversity, maternal
education, and food security at baseline were not associated
with any of the three selected biomarkers of EED.
Impact of the intervention on selected biomarkers of

EED.At endline, theminimally adjusted geometricmean (95%
CI) concentration of MPO did not differ across the four in-
tervention groups (1,590 [1,396; 1,811] for PZ; 1,633 [1,434;
1,859] for MNP; 1,749 [1,535; 1,992] for TZ; and 1,612 [1,415;
1,836] ng/mL for the control group; P = 0.749) (Table 2).
Similarly, there was no overall impact of the different inter-
ventions of delivering supplemental zinc on both endline
concentrations of NEO (201 [164; 245] for PZ; 226 [185; 276]
for MNP; 186 [153; 228] for TZ; and 246 [201; 300] nmol/g for
the control group; P = 0.226) and CAL (35 [28; 45] for PZ; 39
[31; 48] forMNP; 38 [30; 48 for TZ; and49 [39; 61]μg/mL for the
control group; P = 0.229) in models adjusted for baseline
measurement of fecal biomarker, age of the child at enroll-
ment, and district of residence at enrollment. Similar results
were found in fully adjusted models (controlling for covariates
in minimally adjusted modes and predefined covariates as-
sociated with the outcome). Effect modification of this in-
tervention effect by prespecified covariates was generally
insignificant or inconsistent (data not shown).
Effect modification by baseline biomarkers of EED on

growth outcomes. As previously reported elsewhere, there
was no overall treatment effect on physical growth in the
parent trial.50 To explore whether this lack of impact may
partially be due to EED, we tested for effect modification by
baselineMPO,NEO, andCAL concentrations on the impact of
the study interventions on physical growth after ∼18 weeks
(midpoint) and ∼36 weeks (endline) (Table 3).
Myeloperoxidase modified the effect of the intervention on

wasting atmidpoint (P= 0.058) and onwasting and lowMUAC
at endline (P = 0.005, 0.056). These growth outcomes had low
prevalence, and stratified models did not converge. Evalua-
tion of unmodeled outcome prevalences by the treatment
group and MPO tertile revealed no effect pattern and was not
consistent across time point. After controlling for multiple
hypothesis testing, these interactions were not statistically
significant.
Baseline NEO and CAL concentrations modified the effect

of the interventiononendline stunting (P for interaction=0.026
and 0.017, respectively) such that among children in the
lowest tertile of NEO concentrations at baseline, there was a
trend toward a higher prevalence of stunting at endline in the
MNP (∼51%) and TZ (∼50%) versus PZ (∼36%) and control
(∼37%) groups; among children in the middle tertile of NEO
concentrations at baseline, the prevalence of endline stunting
was similar (∼39–41%) in the different groups; among children
in the highest tertile of NEO concentrations at baseline, there
was a trend toward a higher prevalence of stunting at endline
in the PZ (∼52%) versusMNP (∼45%), TZ (∼44%), and control
(∼48%) groups (Supplemental Figure 1). A similar pattern was
observed across tertiles of baseline CAL concentrations
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(Supplemental Figure 2). Moreover, baseline concentration of
CAL modified the impact of the interventions on WLZ (P for
interaction = 0.074) such that among children in the lowest
tertile of CAL concentrations at baseline, there was a trend
toward a lower WLZ at endline in the PZ (∼−0.82SD) versus
control (∼−0.71SD), TZ (∼−0.65SD), and MNP (∼−0.58SD)
groups; among children in the middle tertile of CAL concen-
trations at baseline, WLZ was similar across groups (∼−0.63;
−0.69); among children in the highest tertile of CAL concen-
trations at baseline, there was a trend toward a higher WLZ at
endline in the control (∼−0.60) versus MNP (∼−0.70), PZ
(∼−0.69), and TZ (∼−0.69) groups (Supplemental Figure 3).
However, after multiple hypothesis testing, all the effect
modifications were no longer significant.
Associations between biomarkers of EED at baseline

and subsequent linear growth. Baseline MPO was associ-
ated with subsequent acquisition of linear growth failure at
16–20 weeks but not 32–40 weeks after enrollment (change in
LAZ −0.029 [−0.054, −0.003]; P = 0.027), whereas NEO was
marginally associated with subsequent acquisition of linear
growth failure 32–40 weeks after enrollment (−0.019 [−0.041,
0.003]; P = 0.086) (Table 4). Calprotectin concentration at

baseline was not associated with subsequent linear growth at
either time point.
Baseline and endline associations between biomarkers

of EED and concurrent growth indicators. There were no
association between baseline MPO and NEO and baseline in-
dicators of growth status. There was a significantly positive as-
sociation between CAL and MUAC at baseline (regression
coefficient [95%CI] = 0.15 [0.02, 0.27];P=0.021) (Supplemental
Table 1); furthermore, wasted children at baseline had higher
concentrations of CAL (0.42 [0.02, 0.83]; P = 0.042), whereas
stunted children had lower concentrations of CAL, but the as-
sociation was marginal (−0.20 [−0.44, 0.04]; P = 0.098).
At endline, there were no observed associations between

endline NEO and indicators of growth at endline. However, there
was a marginal negative association between MPO and WLZ
(−0.07 [−0.16, 0.01]; P = 0.093) and between CAL and weight
(−0.11 [−0.24, 0.00]; P = 0.060) (Supplemental Table 2). Endline
CAL was negatively associated with WAZ (−0.14 [−0.28, −0.00];
P=0.044) andWLZ (−0.15 [−0.29,−0.00];P=0.044) but positively
associated with underweight (0.32 [0.04, 0.60]; P = 0.024).

DISCUSSION

Summary of main findings. Zinc deficiency has been
linked with both EED and linear growth failure, and EED se-
verity has been inversely associated with linear growth. In the
present study, we hypothesized that zinc supplementation
would improve EED and assessed the impact of different
strategies for delivering supplemental zinc on selected fecal
markers of EED among young Laotian children. Our results
show that daily zinc supplementation provided alone as a
single nutrient (7 mg zinc) or as part of aMNP (10mg zinc) and
TZ supplementation given for the treatment of diarrhea (20mg
zinc per day for 10 days) had no impact on concentrations of
fecal MPO, NEO, and CAL among 6–23 months aged Laotian
children. In addition, MPO, NEO, and CAL concentrations at
baseline did not consistently modify the effect of the in-
tervention on midpoint and endline growth indicators. More-
over, after multiple hypothesis testing, all effect modifications
were no longer significant. Concentrations of EED markers at
baseline were minimally associated with subsequent linear
growth failure; only the relationship between MPO and linear
growth measured 16–20 weeks after enrollment was signifi-
cant. In contrast, only CAL concentrations at baseline and
endline appeared to be associated with concurrent growth
indicators at baseline and endline, respectively.
Comparison with other zinc or MNP intervention trials

on EED. In the present study, we were unable to demonstrate
any benefits of zinc supplementation on intestinal in-
flammation as assessed by fecal MPO, NEO, and CAL. Simi-
larly, we did not find an impact of PZ and TZ supplementation
or MNP on plasma concentrations of citrulline and the

TABLE 2
Effects of daily PZ, MNP, or TZ for diarrhea on MPO, NEO, and CAL concentrations among young Laotian children

PZ MNP TZ Control P-value

Endline MPO (ng/mL) 1,590.2 (1,396.2; 1,811.2) 1,633.0 (1,434.3; 1,859.3) 1,748.9 (1,535.4; 1,991.9) 1,611.9 (1,415.4; 1,835.8) 0.749
Endline NEO (nmol/g) 200.7 (164.4; 245.0) 226.0 (185.2; 275.9) 186.4 (152.7; 227.6) 245.7 (201.2; 300.1) 0.226
Endline CAL (μg/mL) 35.4 (28.2; 44.5) 38.5 (30.7; 48.4) 37.9 (30.2; 47.7) 48.8 (38.9; 61.3) 0.229
CAL = calprotectin; MNP=micronutrient powder; MPO =myeloperoxidase; NEO = neopterin; PZ = preventive zinc; TZ = therapeutic zinc. Estimates aremeans (95%CI). ANCOVA regressionmodels

adjusted for baseline value of outcomeof interest, ageat enrollment, anddistrict of residence at enrollmentwereused toexamine the difference inmeanMPO,NEO, andCALat endline. Results shownas
geometric mean (95%CI). MPO, NEO, and CAL were log transformed and then the estimates were back-transformed using Microsoft Excel’s (version 8.1) exponential function.

TABLE 3
Effect modification by baseline MPO, NEO, and CAL concentrations
on the impact of study intervention onmidpoint and endline growth
outcomes among young Laotian children

MPO NEO CAL

Midpoint
Length 0.451 0.290 0.966
Weight 0.953 0.519 0.772
MUAC 0.775 0.171 0.948
Low MUAC (£ 12.5 cm) 0.867 0.734 0.200
LAZ 0.480 0.231 0.972
Stunting 0.841 0.929 0.358
WAZ 0.824 0.575 0.755
Underweight 0.644 0.300 0.984
WLZ 0.708 0.163 0.507
Wasting 0.058 0.602 0.696

Endline
Length 0.640 0.819 0.768
Weight 0.601 0.841 0.423
MUAC 0.245 0.425 0.415
Low MUAC (£ 12.5 cm) 0.056 0.438 0.483
LAZ 0.630 0.754 0.710
Stunting 0.252 0.026 0.017
WAZ 0.605 0.835 0.543
Underweight 0.182 0.743 0.769
WLZ 0.894 0.602 0.074
Wasting 0.005 0.316 0.385
CAL = calprotectin; LAZ = length-for-age z-score; MPO = myeloperoxidase; NEO =

neopterin; WLZ = weight-for-length z-score; MUAC = mid-upper arm circumference.
Estimates are P-value for interaction. ANCOVA regression models adjusted for baseline
value of outcome of interest, age at enrollment, and district of residence at enrollment were
used to examine the effect modification. Bold indicates values are statistically significant or
marginally significant P-values.
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kynurenine: tryptophan (KT) ratio.57 Direct comparison of our
findings with previous zinc or MNP intervention trials is made
difficult by the use of different biomarkers of EED and different
doses and combinations of supplementary micronutrients
across the different studies. Two trials assessed the impact of
MNPs with and without iron on fecal CAL among children in
Kenya40,41; the first one found that fecal CALwas significantly
higher in infants receiving iron-containing MNP (12.5 mg of
iron as ferrous fumarate) than infants receiving MNP without
iron, but no difference was reported with a MNP containing
2.5 mg of iron as NaFeEDTA compared with infants receiving
the same MNP without iron.40 In the second trial, there was a
nonsignificant decrease in fecal CAL in the MNP without iron
group early (5 days) but not later (10–40 days) after supple-
mentation compared with infants receiving iron-containing
MNP (2.5 mg of iron as ferrous fumarate and 2.5 mg of iron as
NaFeEDTA).41 Other trials assessed the L:M ratio, a marker of
intestinal barrier permeability and absorptive capacity, and
evidence from these studies is mixed.35,38,39,58–60 In a pop-
ulation of Bangladeshi children aged 3–6 months with acute
and persistent diarrhea, 2-week zinc supplementation signif-
icantly reduced lactulose excretion, whereas the change in L:
M ratio was similar in both zinc-supplemented and control
groups,58 a finding replicated in a zinc supplementation trial in
young rural Gambian children.59 In contrast, in 1–12 years old
Bangladeshi children with a history of shigellosis, intestinal
permeability as assessed by the L:M ratio improved signifi-
cantly in vitamin B and zinc-supplemented children compared
with that in children supplementedonlywith vitaminBsyrup.60

However, among 12–35 months aged Malawian children, al-
though there was an attenuation of the progression of EED
with zinc or albendazole supplementation35 and a transient
improvement of EED with MNP supplementation,38 a com-
bined intervention of zinc, MNP, and albendazole did not
ameliorate EED.39

Reasons of absence of impact. The overall lack of impact
of zinc andMNPsupplementation on these biomarkers of EED
may be due to one of the following reasons: 1) the intervention
had no impact on EED; 2) the duration of the intervention was
not long enough, or adherence to supplementation protocol
was too low; 3) the study participants were not sufficiently at
risk of EED; and/or 4) the selectedbiomarkers are not sensitive
makers of EED in this population. Eachof these reasonswill be
addressed in detail in the following.
First, to the best of our knowledge, the present study is the

first randomized controlled trial to assess the impact of PZ or
TZ supplementation on intestinal inflammation as assessed
by fecal MPO, NEO, and CAL, making any comparison with
the existing literature difficult. We previously reported that
although the provision of PZ increased zinc status and MNP
increased both zinc and iron status,50 the interventions pro-
vided failed to improve linear growth,50 chronic stress as

assessed by hair cortisol concentrations,61 and overall mor-
bidity outcomes,46 although TZ supplementation did signifi-
cantly reduce both the incidence and duration of diarrhea
episodes in older children. However, this beneficial impact on
diarrhea outcomes did not result in lower concentrations of
MPO, NEO, and CAL in the TZ group nor did age modify the
effect of the intervention on intestinal inflammation. In addi-
tion, there was no overall impact on other biomarkers of EED,
namely, plasma citrulline and the KT ratio,57 suggesting that
the intervention may have not affected intestinal damage and
repair and systemic inflammation. Moreover, the modifying
effects of EED on growth outcomes identified in the present
study were no longer significant after multiple hypothesis
testing, suggesting that these biomarkers of EEDmay not play
a role in the pathway to linear growth failure in the present
study population. Additional evidence is needed to corrobo-
rate this finding.
Second, the duration of the intervention could also explain

the lack of impact observed in our study. Children participat-
ing in the present study were followed for∼9months, which is
consistentwith earlier studies that found abeneficial impact of
zinc supplementation on functional zinc outcomes.31,36,62

However, this duration may have been inadequate to affect a
complex outcome such as EED, especially intestinal in-
flammation, although the duration in previous zinc or MNP
supplementation trials that reported an improvement of in-
testinal permeability ranged from as short as 2 weeks to up to
15 months.35,38,39,58–60 More evidence from supplementation
trials is needed to understand whether zinc or MNP supple-
mentation has a beneficial impact on intestinal inflammation
as assessed by fecal MPO, NEO, and CAL. Poor adherence is
unlikely the reason for our findings as reported adherencewas
high at > 90% and more importantly plasma zinc concentra-
tions increased in both PZ and MNP groups, suggesting that
the supplements were consumed and absorbed.50

A third reason for the lack of impact of our intervention may
be that the study participants were not sufficiently at risk of
EED to be able to respond to supplementation. There is cur-
rently no consensus about theMPO, NEO, and CAL cutoffs to
be used to define EED. However, some studies have used the
following standard values from either adults or children living in
nontropical regions: MPO < 2,000 ng/mL, NEO < 70 nmol/L,51

and CAL < 100 μg/mL.63 The median baseline MPO, NEO,
and CAL concentrations in our study were 2,710 ng/mL, 630
nmol/g, and 133 μg/mL, respectively, which correspond to
59%, 89%, and 59% of children having high values of MPO,
NEO, and CAL using these previously used cutoffs. If these
cutoffs are correct, this would suggest that most study par-
ticipants had intestinal inflammation characteristic of EED,
although these prevalences were lower than those of a recent
study which reported high MPO and NEO in 71% and 97% of
Bangladeshi children younger than 2 years64 and another

TABLE 4
Associations between baseline MPO, NEO, and CAL concentrations and changes in LAZ over time among young Lao children*

Baseline variable Change in LAZ 16–20 weeks after baseline† P-value Change in LAZ 32–40 weeks after baseline† P-value

MPO, ng/mL −0.029 (−0.054, −0.003) 0.027 −0.008 (−0.033, 0.017) 0.526
NEO, nmol/g −0.018 (−0.040, 0.005) 0.118 −0.019 (−0.041, 0.003) 0.086
CAL, μg/mL −0.001 (−0.021, 0.020) 0.946 −0.003 (−0.024, 0.017) 0.728
*CAL=calprotectin;MPO=myeloperoxidase;NEO=neopterin.MPO,CAL, andNEOconcentrationsare log transformed.Bold indicates valuesare statistically significant ormarginally significant

P-values.
†Estimates are regression coefficients and 95% CI and models were adjusted for baseline value of outcome of interest, treatment group, age at enrollment, and district.
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study in Kenya in which 97% of children younger than 5 years
had a high value of CAL.65 It is worth mentioning that zinc
deficiency (75%) and stunting (39%)were very common in this
study population.
Fourth, the selected biomarkers may not be sensitive indica-

tors of EED in this population. No previous study has examined
the impact of zinc supplementation on fecal MPO,NEO, or CAL.
Previous zinc supplementation trials were inconsistent with
some studies finding that supplementary zinc improved in-
testinal permeability as assessed by the L:M ratio,35,60 whereas
others found no impact.58,59,66 Similarly, two previous studies
investigated the impact of MNP on intestinal inflammation as
assessed by CAL and found conflicting results,40,41 while MNP
slightly improved the L:M ratio among Malawian children.38 It is
possible that zinc or MNP affects specific aspects of the EED
domain of intestinal permeability and absorption, but this does
not translate into impacts on biomarkers of intestinal in-
flammation as measured by MPO, NEO, and CAL.
Association between EED and subsequent or concur-

rent growth indicators. According to the review by Harper
et al.,10 there was strong evidence supporting the pathway
between intestinal inflammation and linear growth in a variety
of prospective and cross-sectional studies. In the present
study, the finding that MPO concentrations at baseline were
predictive of subsequent linear growth failure is consistent
with some22,67,68 but not all previous studies.69,70 The in-
consistency in these results may be due to the fact that in
some of the aforementioned studies, EED biomarkers were
combined to derive an EED disease activity score,51 or be-
cause growth indicators were assessed after different time
periods. For example, we found an association betweenMPO
and change in LAZ after 4.5 months but not after 9 months. In
contrast, Kosek et al.22 found that children in the 75th per-
centile for MPO and NEO concentrations were predicted to
have a decline in LAZ in the subsequent 6 months, whereas
Arndt et al.70 reported that high fecal MPO levels in Bangla-
deshi children were associated with decreases in 3-month
linear growth in the second year of life, and NEO levels were
not associated with subsequent linear growth during any ob-
served period in this analysis. Although fecal MPO, NEO, and
CAL have shown promising results as biomarkers of EED,
none of these biomarkers of intestinal inflammation was as-
sociated with concurrent LAZ or stunting in the present study.
Only one previous cross-sectional study examined the asso-
ciation betweenCALand stunting and foundno association.15

In summary, the usefulness of fecal MPO, NEO, and CAL as
potential screening tools for linear growth failure should be
examined in other settings.
Strengths and weaknesses. A notable strength of this

study includes its implementation in a setting with a high
prevalence of zinc deficiency and stunting, and where EED
is presumably endemic, and thus study participants should
have had the potential to respond to the provided interven-
tions. Another strength is its randomized placebo-controlled
double-blinddesign, the frequencyof follow-up visits, thehigh
participation rate, and the rigorous data collection. This study
is weakened by the fact that we were only able to assess
intestinal inflammation. Unfortunately, because of logistical
challenges, plasma citrulline, kynurenine, tryptophan, and the
KT ratio were assessed in a different subsample of children,57

and we can thus not contribute to the comparison of different
EED markers.

CONCLUSION

Our data suggest that in this population of young Laotian
children, the provision of supplementary zinc with or without
other micronutrients had no overall impact on EED as
assessed by fecal MPO, NEO, and CAL. In addition, these
markers of intestinal inflammation appeared to have aminimal
role in the pathways of growth faltering in this population.
Additional research is needed to better understand the etiol-
ogy and proposed mechanisms of EED pathogenesis.

Received February 8, 2020. Accepted for publication May 12, 2020.

Published online July 6, 2020.

Note: Supplemental tables and figures appear at www.ajtmh.org.

Acknowledgments: We thank the entire Lao Zinc Study team, Keth-
many Ratsavong, Dalaphone Sitthideth, Khanpaseuth Sengnam, and
Bigphone Chanhthavong (Lao Tropical and Public Health Institute,
Vientiane Lao People’s Democratic Republic) for coordinating the
data collection and the technicians for helping with the stool sample
collection. In addition, we sincerely thank all of the participating chil-
dren and their parents, the local communities, and health districts of
the Khammouane Province, Lao PDR.

Financial support: Funding for this research was provided by the Bill &
Melinda Gates Foundation, Nutrition International, and the Mathile
Institute for the Advancement of Human Nutrition.

Disclosure: The spouse of S. Y. H. previously worked for the Bill &
Melinda Gates Foundation. The sponsors had no involvement in the
study implementation, data analyses, and manuscript writing.

Authors’addresses:Guy-MarinoHinnouho,HelenKeller International,
Washington, DC, E-mail: gmhinnouho@hki.org. K. Ryan Wessells,
Charles D. Arnold, and Sonja Y. Hess, Department of Nutrition, In-
stitute for Global Nutrition, University of California, Davis, Davis, CA,
E-mails: krwessells@ucdavis.edu, cdarnold@ucdavis.edu, and syhess@
ucdavis.edu. Maxwell A. Barffour, Public Health Program, College of
Health and Human Services, Missouri State University, Springfield, MO,
E-mail: maxwellabarffour@missouristate.edu. Somphou Sayasone and
Sengchanh Kounnavong, Lao Tropical and Public Health Institute, Vien-
tiane, Lao People’s Democratic Republic, E-mails: somphou.sayasone@
yahoo.com and sengchanhkounnavong@hotmail.com.

This is an open-access article distributed under the terms of the
Creative Commons Attribution (CC-BY) License, which permits un-
restricted use, distribution, and reproduction in anymedium, provided
the original author and source are credited.

REFERENCES

1. Black RE et al., 2013. Maternal and child undernutrition and
overweight in low-income and middle-income countries. Lan-
cet 382: 427–451.

2. VictoraCG, deOnisM, Hallal PC, BlossnerM, Shrimpton R, 2010.
Worldwide timing of growth faltering: revisiting implications for
interventions. Pediatrics 125: e473–e480.

3. Prendergast AJ, Kelly P, 2016. Interactions between intestinal
pathogens, enteropathy and malnutrition in developing coun-
tries. Curr Opin Infect Dis 29: 229–236.

4. Keusch GT et al., 2014. Environmental enteric dysfunction:
pathogenesis, diagnosis, and clinical consequences. Clin In-
fect Dis 59 (Suppl 4): S207–S212.

5. Trehan I, Kelly P, Shaikh N, Manary MJ, 2016. New insights into
environmental enteric dysfunction. Arch Dis Child 101:
741–744.

6. Bhutta ZA et al., 2008. What works? Interventions for maternal
and child undernutrition and survival. Lancet 371: 417–440.

7. Dewey KG, Adu-Afarwuah S, 2008. Systematic review of the effi-
cacy and effectiveness of complementary feeding interventions
in developing countries.Matern Child Nutr 4 (Suppl 1): 24–85.

8. Louis-Auguste J, Kelly P, 2017. Tropical enteropathies. Curr
Gastroenterol Rep 19: 29.

1424 HINNOUHO AND OTHERS

http://www.ajtmh.org
mailto:gmhinnouho@hki.org
mailto:krwessells@ucdavis.edu
mailto:cdarnold@ucdavis.edu
mailto:syhess@ucdavis.edu
mailto:syhess@ucdavis.edu
mailto:maxwellabarffour@missouristate.edu
mailto:somphou.sayasone@yahoo.com
mailto:somphou.sayasone@yahoo.com
mailto:sengchanhkounnavong@hotmail.com
https://creativecommons.org/licenses/by/4.0/


9. Syed S, Ali ADuggan C, 2016. Environmental enteric dysfunction
in children. J Pediatr Gastroenterol Nutr 63: 6–14.

10. Harper KM,MutasaM, Prendergast AJ, Humphrey J,MangesAR,
2018. Environmental enteric dysfunction pathways and child
stunting: a systematic review.PlosNegl TropDis 12: e0006205.

11. Owino V, Ahmed T, FreemarkM, Kelly P, Loy A,ManaryM, Loechl
C, 2016. Environmental enteric dysfunction and growth failure/
stunting in global child health. Pediatrics 138: e20160641.

12. Korpe PS, Petri WA, Jr., 2012. Environmental enteropathy: critical
implications of a poorly understood condition. TrendsMol Med
18: 328–336.

13. McKay S, Gaudier E, Campbell DI, Prentice AM, Albers R, 2010.
Environmental enteropathy: new targets for nutritional inter-
ventions. Int Health 2: 172–180.

14. George CM et al., 2015. Fecal markers of environmental enter-
opathy are associated with animal exposure and caregiver
hygiene in Bangladesh. Am J Trop Med Hyg 93: 269–275.

15. George CM et al., 2015. Geophagy is associated with environ-
mental enteropathy and stunting in children in rural Bangla-
desh. Am J Trop Med Hyg 92: 1117–1124.

16. Lauer JM, Duggan CP, Ausman LM, Griffiths JK, Webb P,
Bashaasha B, Agaba E, Turyashemererwa FM, Ghosh S, 2018.
Unsafe drinking water is associated with environmental enteric
dysfunction andpoor growth outcomes in young children in rural
southwestern Uganda. Am J Trop Med Hyg 99: 1606–1612.

17. Lin A et al., 2013. Household environmental conditions are as-
sociated with enteropathy and impaired growth in rural Ban-
gladesh. Am J Trop Med Hyg 89: 130–137.

18. Prendergast A, Kelly P, 2012. Enteropathies in the developing
world: neglected effects on global health. Am J Trop Med Hyg
86: 756–763.

19. Keusch GT et al., 2013. Implications of acquired environmental
enteric dysfunction for growth and stunting in infants and
children living in low- and middle-income countries. Food Nutr
Bull 34: 357–364.

20. Weisz AJ, Manary MJ, Stephenson K, Agapova S, Manary FG,
Thakwalakwa C, Shulman RJ, Manary MJ, 2012. Abnormal gut
integrity is associated with reduced linear growth in rural
Malawian children. J Pediatr Gastroenterol Nutr 55: 747–750.

21. Liu JR, Sheng XY, Hu YQ, Yu XG, Westcott JE, Miller LV, Krebs
NF, Hambidge KM, 2012. Fecal calprotectin levels are higher in
rural than in urban Chinese infants and negatively associated
with growth. BMC Pediatr 12: 129.

22. Kosek M et al., 2013. Fecal markers of intestinal inflammation and
permeability associatedwith the subsequent acquisition of linear
growth deficits in infants. Am J Trop Med Hyg 88: 390–396.

23. Naylor C et al., 2015. Environmental enteropathy, oral vaccine
failure and growth faltering in infants in Bangladesh. EBioMe-
dicine 2: 1759–1766.

24. Haghighi P, Wolf PL, 1997. Tropical sprue and subclinical enter-
opathy: a vision for the nineties. Crit Rev Clin Lab Sci 34:
313–341.

25. Jimenez L, Duggan CP, 2017. Biomarkers of environmental en-
teric dysfunction: the good, the bad, and the ugly. J Pediatr
Gastroenterol Nutr 65: 4–5.

26. Prokopowicz Z, Marcinkiewicz J, Katz DRChain BM, 2012. Neu-
trophil myeloperoxidase: soldier and statesman.Arch Immunol
Ther Exp (Warsz) 60: 43–54.

27. Murr C, Widner B, Wirleitner B, Fuchs D, 2002. Neopterin as a
marker for immune system activation. Curr Drug Metab 3:
175–187.

28. Yui S, Nakatani Y, Mikami M, 2003. Calprotectin (S100A8/
S100A9), an inflammatory protein complex from neutrophils
with a broad apoptosis-inducing activity. Biol Pharm Bull 26:
753–760.

29. KingJCR,2014.Zinc.ShilsME,ShikeM,RossAC,CaballeroB,Cousins
RJ. eds.Modern Nutrition in Health and Disease, 11th edition. Phila-
delphia, PA: Lippincott Williams &Wilkins, 189–205.

30. Lindenmayer GW, Stoltzfus RJ, Prendergast AJ, 2014. Interac-
tions between zinc deficiency and environmental enteropathy
in developing countries. Adv Nutr 5: 1–6.

31. Brown KH, Peerson JM, Rivera J, Allen LH, 2002. Effect of sup-
plemental zinc on the growth and serum zinc concentrations of
prepubertal children: ameta-analysis of randomized controlled
trials. Am J Clin Nutr 75: 1062–1071.

32. Mayo-Wilson E, Junior JA, Imdad A, Dean S, Chan XH, Chan ES,
Jaswal A, Bhutta ZA, 2014. Zinc supplementation for prevent-
ing mortality, morbidity, and growth failure in children aged
6months to12yearsof age.CochraneDatabaseSystRev2011:
CD009384.

33. BhuttaZAet al., 2000. Therapeutic effects of oral zinc in acute and
persistent diarrhea in children in developing countries: pooled
analysis of randomized controlled trials. Am J Clin Nutr 72:
1516–1522.

34. World Health Organization, 2004. Clinical Management of Acute
Diarrhoea. Geneva, Switzerland: WHO/Unicef joint statement.
WHO/FCH/CAH/04.7, Report No.: WHO/FCH/CAH/04.7.

35. RyanKN,StephensonKB, Trehan I, ShulmanRJ, ThakwalakwaC,
Murray E, Maleta K, Manary MJ, 2014. Zinc or albendazole
attenuates the progression of environmental enteropathy: a
randomized controlled trial. Clin Gastroenterol Hepatol 12:
1507–1513.e1.

36. De-Regil LM, Suchdev PS, Vist GE, Walleser S, Pena-Rosas JP,
2014. Home fortification of foods with multiple micronutrient
powders for health and nutrition in children under two years of
age. Cochrane Database Syst Rev 2011: CD008959.

37. SalamRA,MacPhail C, Das JK, Bhutta ZA, 2013. Effectiveness of
micronutrient powders (MNP) in women and children. BMC
Public Health 13 (Suppl 3): S22.

38. Smith HE et al., 2014. Multiple micronutrient supplementation
transiently ameliorates environmental enteropathy in Malawian
children aged 12–35months in a randomized controlled clinical
trial. J Nutr 144: 2059–2065.

39. Wang AZ, Shulman RJ, Crocker AH, Thakwalakwa C, Maleta KM,
Devaraj S, ManaryMJ, Trehan I, 2017. A combined intervention
of zinc, multiple micronutrients, and albendazole does not
ameliorate environmental enteric dysfunction or stunting in
rural Malawian children in a double-blind randomized con-
trolled trial. J Nutr 147: 97–103.

40. Jaeggi T et al., 2015. Iron fortification adversely affects the gut
microbiome, increases pathogen abundance and induces in-
testinal inflammation in Kenyan infants. Gut 64: 731–742.

41. Paganini D, Uyoga MA, Kortman GAM, Cercamondi CI, Winkler
HC, Boekhorst J, Moretti D, Lacroix C, Karanja S, Zimmermann
MB, 2019. Iron-containing micronutrient powders modify the
effect of oral antibiotics on the infant gut microbiome and in-
crease post-antibiotic diarrhoea risk: a controlled study in
Kenya. Gut 68: 645–653.

42. Louis-Auguste J, Besa E, Zyambo K, Munkombwe D, Banda R,
Banda T, Watson A, Mayneris-Perxachs J, Swann J, Kelly P,
2019. Tryptophan, glutamine, leucine, and micronutrient sup-
plementation improves environmental enteropathy in Zambian
adults: a randomized controlled trial. Am J Clin Nutr 110:
1240–1252.

43. Wessells KR et al., 2018. Comparison of two forms of daily pre-
ventive zinc supplementation versus therapeutic zinc supple-
mentation for diarrhea on young children’s physical growth and
risk of infection: study design and rationale for a randomized
controlled trial. BMC Nutr 4: 39.

44. WHO Multicentre Growth Reference Study Group, 2006. WHO
Child Growth Standards: Length/height-For-Age, Weight-For-
Age, Weight-For-Length, Weight-For-Height and Body Mass
Index-For-Age: Methods and Development. Geneva, Switzer-
land: World Health Organization.

45. Barffour MA et al., 2019. Effects of daily zinc, daily multiple
micronutrient powder, or therapeutic zinc supplementation for
diarrhea prevention on physical growth, anemia, and micro-
nutrient status in rural laotian children: a randomized controlled
trial. J Pediatr 207: 80–89 e2.

46. Barffour MA et al., 2020. Effects of two forms of daily preventive
zinc and therapeutic zinc supplementation for diarrhea on in-
cidence and duration of diarrhea and acute respiratory tract
infections risk among rural Laotian children: a randomized
controlled trial. J Glob Health, in press.

47. Cogill B, 2003. Anthropometric Indicators Measurement Guide.
Washington, DC: Food and Nutrition Technical Assistance.

48. de Onis M, Onyango AW, Van den Broeck J, Chumlea WC,
Martorell R, 2004.Measurement and standardization protocols
for anthropometry used in the construction of a new in-
ternational growth reference. Food Nutr Bull 25: S27–S36.

ZINC SUPPLEMENTATION AND FECAL MARKERS OF EED IN LAOS 1425



49. Hess SY, HinnouhoGM, BarffourMA, Bounheuang B, Arnold CD,
Bell D, Marts TH, Kounnavong S, 2018. First field test of an
innovative, wider tape to measure mid-upper arm circumfer-
ence in young laotian children. Food Nutr Bull 39: 28–38.

50. Barffour MA et al., 2018. Effects of daily zinc, daily multiple
micronutrient powder, or therapeutic zinc supplementation for
diarrhea prevention on physical growth, anemia, and micro-
nutrient status in rural laotian children: a randomized controlled
trial. J Pediatr 207: 80–89.e2.

51. Kosek M et al., 2013. Fecal markers of intestinal inflammation
and permeability associated with the subsequent acquisition
of linear growth deficits in infants. Am J Trop Med Hyg 88:
390–396.

52. World Health Organization, 2008. Indicators for Assessing Infant
and Young Child Feeding Practices. Part I: Definition. Geneva,
Switzerland, WHO.

53. World Health Organization, 2010. Indicators for Assessing Infant
and Young Child Feeding Practices. Part II: Measurement.
Geneva, Switzerland, WHO.

54. Coates J, Swindale A, Bilinsky P, 2007. Household Food In-
security Access Scale (HFIAS) for Measurement of Household
Food Access: Indicator Guide (V. 3). Washington, DC: FHI 360/
FANTA.

55. Vyas S, Kumaranayake L, 2006. Constructing socio-economic
status indices: how to use principal components analysis.
Health Policy Plan 21: 459–468.

56. HessS,BarffourM,HinnouhoG, 2018.LaoZincStudy.OpenScience
Framework. Available at: https://osf.io/5bq9c. Accessed December
27, 2018.

57. Wessells KR, HinnouhoGM, Barffour MA, Arnold CD, Kounnavong
S, Kewcharoenwong C, Lertmemongkolchai G, Schuster GU,
Stephensen CB, Hess SY, 2019. Impact of daily preventive zinc
and therapeutic zinc supplementation for diarrhea on plasma
biomarkers of environmental enteric dysfunction among rural
laotian children: a randomized controlled trial. Am J Trop Med
Hyg 102: 415–426.

58. Roy SK, BehrensRH, Haider R, Akramuzzaman SM,Mahalanabis
D, Wahed MA, Tomkins AM, 1992. Impact of zinc supplemen-
tation on intestinal permeability in Bangladeshi children with
acute diarrhoea and persistent diarrhoea syndrome. J Pediatr
Gastroenterol Nutr 15: 289–296.

59. BatesCJ et al., 1993. A trial of zinc supplementation in young rural
Gambian children. Br J Nutr 69: 243–255.

60. Alam AN, Sarker SA, WahedMA, KhatunM, RahamanMM, 1994.
Enteric protein loss and intestinal permeability changes in
children during acute shigellosis and after recovery: effect of
zinc supplementation. Gut 35: 1707–1711.

61. Hinnouho GM, Bernstein RM, Barffour MA, Arnold CD, Wessells
KR, Ratsavong K, Bounheuang B, Kounnavong S, Hess SY,
2018. Impact of two forms of daily preventive zinc or thera-
peutic zinc supplementation for diarrhea on hair cortisol con-
centrations among rural laotian children: a randomized
controlled trial. Nutrients 11:47.

62. Ramakrishnan U, Nguyen P, Martorell R, 2009. Effects of micro-
nutrients on growth of children under 5 y of age: meta-analyses
of single and multiple nutrient interventions. Am J Clin Nutr 89:
191–203.

63. DiamantiA et al., 2010.Diagnosticwork-upof inflammatorybowel
disease in children: the role of calprotectin assay. Inflamm
Bowel Dis 16: 1926–1930.

64. Fahim SM, Das S, Gazi MA, Mahfuz M, Ahmed T, 2018. Associ-
ation of intestinal pathogens with faecal markers of environ-
mental enteric dysfunction amongslum-dwelling children in the
first 2 years of life in Bangladesh. Trop Med Int Health 23:
1242–1250.

65. Jones KD et al., 2014. Mesalazine in the initial management of
severely acutely malnourished children with environmental
enteric dysfunction: a pilot randomized controlled trial. BMC
Med 12: 133.

66. Wessells KR, Hess SY, Rouamba N, Ouedraogo ZP, Kellogg M,
Goto R, Duggan C, Ouedraogo JB, Brown KH, 2013. Associ-
ations between intestinal mucosal function and changes in
plasma zinc concentration following zinc supplementation.
J Pediatr Gastroenterol Nutr 57: 348–355.

67. Guerrant RL et al., 2016. Biomarkers of environmental enteropa-
thy, inflammation, stunting, and impaired growth in children in
northeast Brazil. PLoS One 11: e0158772.

68. Kosek MN; MAL-ED Network Investigators, 2017. Causal path-
ways from enteropathogens to environmental enteropathy:
findings from theMAL-EDbirth cohort study.EBioMedicine 18:
109–117.

69. Campbell RK et al., 2017. Biomarkers of environmental enteric
dysfunction among children in rural Bangladesh. J Pediatr
Gastroenterol Nutr 65: 40–46.

70. Arndt MB et al., 2016. Fecal markers of environmental enteropa-
thy and subsequent growth in Bangladeshi children. Am J Trop
Med Hyg 95: 694–701.

1426 HINNOUHO AND OTHERS

https://osf.io/5bq9c



