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Serumprealbumin is considered to be as important as albumin in the nutritional status assessment.However, there is relatively little
evidence of its advantage over the commonly used albumin. This study investigated the use of prealbumin compared to albumin
as a marker of nutritional status in adults singly and dually infected with human immunodeficiency virus (HIV) and intestinal
helminths, with or without inflammatory conditions, in different body mass index (BMI) categories.This cross-sectional study was
conducted in a periurban setting in KwaZulu-Natal, South Africa. Multivariate multinomial logistic regression models were fitted
to investigate the effect of prealbumin and albumin in nutritional assessment amongHIV and helminth individuals with or without
inflammation, indicated by elevated and normal C-reactive protein (CRP) levels. In normal CRP, albumin was significantly lower
in unadjusted BMI [RRR = 0.8, p = 0.001] and in normal weight [RRR = 0.7, p = 0.003] and overweight [RRR = 0.5, p = 0.001]
participants. In elevated CRP, albumin was significantly lower [RRR = 0.8, p = 0.050] and prealbumin was significantly higher in
unadjusted BMI [RRR = 1.2, p = 0.034] and overweight [RRR = 1.4, p = 0.052] individuals. The current study found that prealbumin
can differentiate between inflammation-induced reduction of albumin and true malnutrition in adults singly or coinfected with
HIV and intestinal helminths in the presence or absence of inflammation in various BMI categories.

1. Background

Malnutrition is amajor public health problem throughout the
developing regions of the world, particularly in sub-Saharan
Africa [1]. In addition to the widespread malnutrition, coun-
tries in sub-Saharan Africa including South Africa (SA) carry
a heavy burden of infectious diseases such as the human
immunodeficiency virus (HIV) epidemic and helminth infec-
tions that coexist and are compounded by poverty [2–5].

SA has the largest proportion of individuals living with
HIV globally [6]. The country also has approximately 54%
of its population living in poverty [7], where conditions of
malnutrition overlap with high prevalence of HIV-ascariasis
and/or trichuriasis coinfections [8, 9]. The KwaZulu-Natal
province, which is the epicenter of the HIV epidemic in SA, is
among the poorest provinces in the country [10]. In addition,
22.7% and 15.8% of the KwaZulu-Natal population live in
conditions where there is lack of adequate sanitation and
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safe water supplies, respectively [10], which predisposes to
helminth infections [11].

While the two infections have been shown to have
a deleterious effect on the immune system [12, 13], HIV
and helminth infections can worsen malnutrition through
various mechanisms. These include diarrhoea, disrupted
intestinal mucosa lining and/or impeded absorption of nutri-
ents, decreased nutrient intake when swallowing is painful
as occurs in HIV induced candidiasis [5], and decreased
appetite induced by cytokines such as tumour necrosis factor-
alpha (TNF-𝛼) [14, 15]. Under such conditions, malnutri-
tion causes immune deficiency and further predisposition
to infection [16], which may increase the pressure on the
immune system’s ability to efficiently eliminate the infectious
agent. The importance of adequate nutrition on the potency
of the immune system has been well established [17]. Mal-
nutrition therefore may have an additive impact on the HIV-
helminth disease progression in coinfected individuals and
vice versa [4, 16, 18].

Given the complex interactions between infections, a
compromised immune system, and nutritional deficiency,
especially in the milieu of coexisting poverty, overweight, and
obesity, reliable and objective indicators of malnutrition are
essential [19], which respond to changes in nutrient intake
and are not influenced by disease processes [20]. It is crucial
that malnutrition is identified in obese individuals, especially
in situations where an individual has nutritional deficiencies
masked by obesity wherein weight, measured by body mass
index (BMI), and anthropometric indices would not be reli-
able measures of nutritional status [21, 22]. SA has increasing
prevalence of malnutrition with a predominant pattern of
overweight and obesity among adults, shown as high BMI
levels [23]. Obesity has been associated with malnutrition
[21], which impairs immunity, further increasing the risk
of infection [24]. Thus, weight gain may be misleading and
inaccurate when monitoring the effectiveness of nutritional
replenishment [21].

In addition to anthropometry in clinical settings, bio-
chemicalmarkers of serumprotein levels such as total protein
and albumin are commonly used to assess the nutritional
status of patients, despite the fact that albumin was reported
to be insensitive to acute changes in nutritional status [25],
since it has a large body pool and its half-life is twenty days
[20, 26]. Prealbumin has been suggested to be amore suitable
biochemical marker for monitoring nutritional status, due to
its short half-life of two days and its sensitivity to changes in
protein-energy status within four to eight days, in both the
presence and absence of inflammation [27, 28]. Prealbumin
reflects more recent protein intake as opposed to albumin,
which reflects long-term protein supply [29, 30]. The current
study investigated the use of prealbumin as a marker of
nutritional status compared to albumin in adults singly or
dually infected with HIV and intestinal helminth parasites
with or without inflammatory conditions as indicated by C-
reactive protein (CRP) in different BMI categories in an adult
population in KwaZulu-Natal, South Africa.

2. Methods

2.1. Study Setting. The study was conducted in a periurban
area, randomly selected from eThekwini enumeration areas

under the eThekwini Health District in the KwaZulu-Natal
(KZN) province of South Africa. Currently available census
data indicates that the area comprises approximately 39,000
households with approximately 30% informal settlements
[31]. Poverty is widespread in this area, with low-income
households, and approximately 34% of the population in the
area were not economically active [31]. There is generally
poor access to facilities in the area [32] with about 60% of
households not having piped water inside the household [31].
The study site was a comprehensive primary healthcare clinic,
providing all essential healthcare services, including HIV
counselling and testing (HCT).The sociodemographic profile
of the participants has been described in detail elsewhere [33].

2.2. Study Design and Sample Size. This study was based
on a cross-sectional survey of HIV and intestinal helminths
prevalence including the investigation of nutritional status,
conducted between June 2014 andMay 2015. A sample size of
229 adults was calculated to detect an effect size of 0.4 with
80% power and probability of 95% between the study groups.

2.3. Recruitment and Selection of the Study Participants.
During the recruitment process, information sessions were
held to inform all the clinic attendees about the study.
Those willing to participate were individually given further
information. After attending to any queries on the study,
all those willing to participate were asked to give written
informed consent before enrolment. The recruitment and
enrolment process is detailed elsewhere [33]. 263 consenting
adults (18 years of age and older, not on antiretroviral therapy
(ART), and not pregnant if female) were enrolled in the study.
Participants were then tested for HIV status for the purpose
of allocating them to either a study or a reference group.
Pre- and post-HIV test counselling was provided. Likewise,
for classifying helminth infection status, the participants who
were enrolled in the study (𝑛 = 263) were screened for
intestinal parasites.

2.4. Ethical Considerations. Ethical approval to conduct the
study was obtained from the University of KwaZulu-Natal
Biomedical Research Committee (BREC Ref: BE 230/14).
Permission to conduct the study was granted by the Provin-
cial and eThekwini Health District office, the KwaZulu-Natal
Provincial Department of Health, and the local political
authorities.

The country guidelines at the time of study recruitment
had set the threshold for ART initiation at 350 cells/𝜇l. Thus,
HIV-infected individuals who had cluster of differentiation-
4 (CD4) counts below 350 cells/𝜇l (𝑛 = 28) were referred
to the HCT clinic and were excluded from participating
in the study as per the ethical directive of protection of
vulnerable individuals such as very sick or severely immuno-
compromised persons. Also, those who were found to be
infected with intestinal parasites were referred to the clinic
for anthelminthic treatment.

2.5. Measures

2.5.1. Testing for HIV-Helminth Infection. Enrolled partici-
pants were tested for HIV status using the Alere Determine�
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HIV-1/2 Ag/Ab Combo rapid test kit (Orgenics Ltd., Israel).
Inconclusive results were confirmed using the Uni-Gold�
Recombigen� HIV-1/2 rapid test kit (Trinity Biotech, Ire-
land). Participants were also screened for intestinal helminth
parasites eggs and ova. The stool samples donated by each
participant on two consecutive days were screened micro-
scopically by two trained persons, after the Kato Katz and
the Mini Parasep� Faecal Parasite Concentrator (Apacor
Ltd., England) preparation methods were made. The stool
preparation methods are described elsewhere [33]. Blood
samples were collected from each participant by a trained
phlebotomist. Screened participants were allocated into four
groups: (1) the uninfected/controls, (2) HIV singly infected
group, (3) helminth singly infected group, and (4) HIV-
helminth coinfected group. The methods of screening for
HIV status and the presence of intestinal helminth parasites
for allocation into these groups have been described in detail
elsewhere [33].

2.5.2. Anthropometry. Anthropometricmeasurement includ-
ed weight and height, measured using a calibrated Kern�
MPE scale (Kern & Sohn, Germany). The participants were
weighed with light clothing and flat shoes. The scale cal-
culated and displayed the BMI after the weight and height
were keyed in. Participants were classified into the different
BMI categories using World Health Organization [34] cut-
off points: underweight (< 18.5), normal weight (18.5–24.9),
overweight (25–29.9), and obese categories (≥ 30) for both
males and females.

2.5.3. Biochemical Analysis. The C-reactive protein (CRP),
prealbumin, and albumin biochemical markers were anal-
ysed by a spectrophotometric auto-analyser in a South
African National Accreditation System (SANAS) accredited
pathology laboratory. Participants were grouped into two
subgroups: (1) those showing evidence of inflammation (with
elevated levels, CRP > 5 mg/l) and (2) those with no
inflammation (with normal levels, CRP ≤ 5 mg/l).

2.6. Statistical Analysis. Descriptive statistics were used to
summarize the data using frequencies and percentages for
categorical data and means and standard deviations (SD)
for continuous data. Four different multivariate multinomial
logistic regression models were fitted to investigate the effect
of prealbumin versus albumin for nutritional assessment
among HIV singly infected, helminth singly infected, and
HIV-helminth coinfected groups, using the uninfected group
as a reference category. Model A analysed the relationship
without specifying BMI category; Model B was for normal
weight; Model Cwas for overweight; andModel Dwas for the
obese category. Each model was fitted for individuals with no
inflammation (CRP ≤ 5) and those with inflammation (CRP
> 5).The effect was estimated using relative risk ratios (RRR)
with 95% confidence interval (CI) significant at p value≤ 0.05.
Data was analysed using the statistics package STATA version
13 (College Station, Texas: Stata Corporation, USA) and SPSS
version 24 (IBM Corporation, USA).

3. Results

3.1. Characteristics of the Study Participants. The mean age
of the study participants was 36 years, ranging from 18 to 83

Figure 1: The percentage distribution of body mass index (BMI)
levels among the uninfected, HIV singly infected, helminth singly
infected, and HIV-helminth coinfected groups with normal (≤ 5)
and high (>5) C-reactive protein (CRP) levels.

years. The majority of the participants were female (91.6%).
Out of 263 participants, 40.3% were uninfected, 23.6% were
infected with HIV, 23.6% were infected with helminths, and
12.5% were coinfected with HIV and helminths. Overall, the
proportion of participants who had evidence of inflammation
was 36.1% and the proportion of those with no inflammation
was 63.9%.

In the absence of inflammation, the majority of under-
weight individuals were HIV or helminth singly or dually
infected, while the majority of uninfected individuals had
normal weight or were overweight or obese (Figure 1). The
majority of overweight and obese participants were unin-
fected and were mainly participants with inflammation. In
the presence of inflammation (CRP > 5 mg/l), no under-
weight participants were recorded.

3.2. Biochemical Assessment of Prealbumin and Albumin
Nutritional Status. Both prealbumin and albumin were
within reference ranges among all subgroups; however, both
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Figure 2: Biochemical measures of prealbumin and albumin nutri-
tional status among the uninfected, HIV singly infected, helminth
singly infected, and HIV-helminth coinfected participants with
normal and high C-reactive protein (CRP) levels.

were lower in HIV singly infected and HIV-helminth coin-
fected groups with normal CRP levels. Themean prealbumin
levels for the participants who had no inflammation (CRP
≤ 5 mg/l) were higher in the uninfected and the helminth-
infected groups and lower in the HIV singly infected and
the HIV-helminth coinfected groups (Figure 2). Similarly,
the mean albumin levels were higher in the uninfected and
helminth-infected groups and lower in the HIV-infected and
HIV-helminth coinfected groups.

In participants with inflammation (CRP > 5 mg/l), the
mean prealbumin levels were lower in the uninfected, HIV-
infected, and HIV-helminth coinfected groups and higher in
the helminth-infected group, while mean albumin was lower
in theHIV-infected and helminth-infected groups and higher
in the uninfected and HIV-helminth coinfected groups.

3.3. Models of the Effect of Prealbumin versus Albumin
for Nutritional Assessment. The analysis revealed that HIV-
helminth coinfection was associated with patterns of lower
prealbumin and albumin levels across all BMI categories in
the subgroup with normal CRP except in the obese, although
not statistically significant. In the presence of inflammation,
the pattern in the coinfected group was that of lower albumin
and higher prealbumin levels in all BMI categories, except in
the obese (Figure 3).

TheHIV-infected group with normal CRPwas associated
with lower albumin and higher prealbumin across all BMI
categories in both the presence and absence of inflamma-
tion, irrespective of statistical significance. Albumin was
significantly lower in unadjusted BMI [RRR = 0.8 (95% CI:
0.7-0.9), p = 0.001] (Figure 3(a)), in normal weight [RRR
= 0.7 (95% CI: 0.5-0.9), p = 0.003] (Figure 3(b)), and in
overweight participants [RRR = 0.5 (95% CI: 0.3-0.7), p
= 0.001] (Figure 3(c)). In the obese (Figure 3(d)), albumin
was nonsignificantly lower. Prealbumin was nonsignificantly
higher in all BMI categories.

In elevated CRP, albumin was significantly lower in
unadjusted BMI [RRR = 0.8 (95% CI: 0.6-1.0), p = 0.050]
and nonsignificantly lower in the normal weight, overweight,
and obese. Prealbumin was significantly higher in unad-
justed BMI [RRR = 1.2 (95% CI: 1.0-1.4), p = 0.034] and
in overweight [RRR = 1.4 (95% CI: 1.0-1.9), p = 0.052]
and nonsignificantly higher in normal weight and obese
participants.

Helminth-infected group with inflammation was associ-
ated with lower albumin and higher prealbumin, irrespective
of statistical significance. Albumin was significantly lower
in unadjusted BMI [RRR = 0.7 (95% CI: 0.6-0.9), p =
0.012] and in overweight [RRR = 0.5 (95% CI: 0.3-1.0), p =
0.037] participants. Prealbumin was significantly higher in
unadjusted BMI [RRR = 1.3 (95% CI: 1.1-1.5), p = 0.001], in
overweight [RRR = 1.5 (95% CI: 1.1-2.1), p = 0.012], and in
obese individuals [RRR = 1.3 (95% CI: 1.0-1.7), p = 0.042].

In the obese individuals, in both the presence and absence
of inflammation, discordant results of both prealbumin and
albumin were found in the HIV-helminth coinfected group
compared to the rest of the BMI categories. The exception
was in the HIV-infected group, where the pattern of lower
albumin and higher prealbumin was observed in all the BMI
groups, including the obese.

4. Discussion

In communities where single or dual infection with HIV and
helminth and obesity coexist with malnutrition, it is essential
that a marker that can reliably detect malnutrition in this
milieu of conditions be used. The marker must ideally be
unaffected by inflammation, which occurs in obesity [35], as
well as in HIV and helminth infections [36, 37]. Evidence
shows that obesity results in chronic low-grade inflammation,
which may elevate CRP levels due to the adipose tissues
releasing IL-6 and TNF-𝛼 and inducing the synthesis of
CRP by the liver [35, 38]. Others also found an association
between increased BMI and increased CRP levels, which
was independent of inflammation and other factors that are
known to increase CRP [39].

In the current study, despite the fact that some findings
had no statistical significance, patterns were observed, which
were suggestive of prealbumin being possibly useful in
delineating between inflammation-induced hypoalbumine-
mia and true malnutrition. The key finding was that, in the
absence of inflammation, participantswith dual infectionhad
lower levels of both prealbumin and albumin across all BMI
categories except in the obese, which may be suggestive of
malnutrition. Bishop et al. [40] and Chen et al. [41] state that
low levels of both prealbumin and albumin in normal CRP
are indicative of poor protein nutritional status. In the current
study, it was further noted that a significant proportion of
the dually infected participants with no inflammation were
underweight, which is associated with malnutrition.

Furthermore, in the presence of inflammation, the pat-
tern of lower albumin and higher prealbumin levels was
observed in all the infected groups across all BMI categories,
except in the coinfected participants. Similarly, this pattern
was also observed in HIV-infected participants in both the
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Figure 3: Coefficient plots for multinomial regressionmodels of the effect of prealbumin and albumin for nutritional status assessment in (a)
the body mass index (BMI) unadjusted model, (b) BMI normal weight model, (c) BMI overweight model, and (d) BMI obese model among
HIV and helminth singly and dually infected groups relative to the uninfected group with C-reactive protein (CRP) levels less than 5 mg/l
and greater than 5 mg/l.
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absence and presence of inflammation, across all BMI cate-
gories including the obese. It is known that serum albumin
levels are decreased in the presence of inflammation and
infection due to the disproportionate distribution of protein
between the albumin and globulin compartments [40, 42].
The assumption is that in the current study this is what
caused the lower albumin in the participant groups with
inflammation and/or HIV infection.

On the other hand, the higher prealbumin in these
individuals may be suggestive of absence of malnutrition.
Notably, the lower albumin levels in this instance may have
been interpreted as indicative of malnutrition if albumin
was assayed on its own and prealbumin was not included.
This is a key finding that is suggestive of prealbumin being
able to possibly differentiate between inflammation-induced
hypoalbuminemia and true malnutrition. Saka et al. [43]
found malnourished patients, with low BMI, prealbumin,
and albumin levels and high CRP levels showing increased
prealbumin after one week of nutritional support, which
indicates prealbumin as a sensitive nutritional status marker.
Others also found significantly lower prealbumin levels in
patients with malnutrition compared to those who had no
malnutrition; however, albumin levels were not significantly
different between the two groups [44], implying that albumin
was unable to distinguish between presence and absence
of malnutrition, whereas prealbumin was able to indicate
malnutrition.

Furthermore, in obese individuals in both the presence
and absence of inflammation discordant prealbumin and
albumin levels were found in the dually infected participants
compared to the patterns observed in the rest of the BMI
categories in the various infected groups.These study findings
illustrate the difficulty in assessing malnutrition when there
was dual infection and obesity in both the absence and
presence of inflammation. Overweight and obesity were
mostly prevalent in the participants who had evidence of
inflammation, with a significant proportion mainly among
the uninfected individuals. Therefore, assessing malnutrition
when there is HIV and intestinal helminth coinfection and
obesity requires further investigation in a longitudinal study
with a large sample size.

5. Limitations

The cross-sectional nature of the study was limited in that
it provided a “snapshot” and could not determine if malnu-
trition and inflammation preceded disease and changes in
BMI andCRP levels. Another limitation was the small sample
size, which may have resulted in the inability to determine
significant associations between changes inBMI, prealbumin,
and albumin in the presence and absence of inflammation
in the different infections. For future studies, longitudinal
cohorts with randomised sampling design and a large sample
size would be recommended [45].

Furthermore, the single BMI measurements may not
identify significant weight loss or gain [46]. In addition, the
single CRP measurements may not accurately indicate long-
term inflammation status. The fact that there was not any
other measurement supporting the suggested malnutrition

in the study participants was also a limitation. However,
in another survey, we had observed a general low intake
of micro- and macronutrients in the study participants
[33].

6. Conclusion

The current study found prealbumin in HIV-helminth coin-
fection to be a possible delineator between inflammation-
induced reduction and true malnutrition, since in all cases of
elevated CRP it remained higher, whereas albumin was lower.
To the best of our knowledge, this is the first studywhere CRP,
prealbumin, and albumin biochemical markers were used
in the investigation of malnutrition in the context of HIV-
intestinal helminth coinfection in KwaZulu-Natal adults. It is
recommended that CRP should essentially be included in any
future investigations of malnutrition when prealbumin and
albumin are used as indicators to detect malnutrition in order
to delineate the inflammation-induced albumin reduction
and true malnutrition in HIV and intestinal helminth singly
and dually infected adults. The pattern of lower prealbumin
and albumin in the coinfected group in the absence of
inflammation may be suggestive of malnutrition and would
require further investigation.

Furthermore, the study found that, in both the absence
and presence of inflammation, obesity was associated with
a discordant pattern of prealbumin and albumin which was
contrary to the patterns seen in other BMI categories. This
illustrates that assessing nutritional status in dual infection
and obesity is a challenge, a key finding that requires further
investigation in a large sample size.

Although not conclusive, these findings, however, add
value to the growing research area on the investigation of
the impact of HIV-helminth infection on nutritional status in
South Africa, a country with increasing prevalence of obesity
[23].

Data Availability

The data underlying the findings have been included in the
manuscript. If requested, the authors agree to provide copies
of the original data.

Conflicts of Interest

The authors declare that there are no conflicts of interest
regarding the publication of this paper.

Acknowledgments

Sources of research grants are as follows: the South African
Medical Research Council (SAMRC) for the Self-Initiated
Research grant (Z. L. Mkhize-Kwitshana), University of
KwaZulu-Natal (UKZN) for the College of Health Sciences
Postgraduate Scholarship (B. T. Mkhize), Strategic Funding
(Z. L.Mkhize-Kwitshana),National Research Fund (NRF) for
the sabbatical grant (B. T. Mkhize), KwaZulu-Natal Research
Institute for Tuberculosis and HIV (K-RITH) for the Col-
laborative Grants Programme (Z. L.Mkhize-Kwitshana), and



BioMed Research International 7

Durban University of Technology (DUT) for the postgradu-
ate scholarship (B. T. Mkhize). The authors wish to thank the
following for the support received: all the study participants,
the study site authorities, clinic staff and fieldworkers. They
also wish to thank the Global Clinical and Viral Laboratory
staff for the clinical laboratory sample analyses. All the
mentioned institutions that provided funding and grants
that enabled the conducting of the study are gratefully
acknowledged.

References

[1] Food and Agriculture Organization, “The state of food insecu-
rity in the world,” in Proceedings of the the 2015 international
hunger targets- taking stock of uneven progress, vol. 6, FAO,
Rome, 2015.

[2] D. A. Himmelgreen, N. Romero-Daza, D. Turkon, S. Watson,
I. Okello-Uma, and D. Sellen, “Addressing the HIV/AIDS-food
insecurity syndemic in sub-Saharan Africa,” African Journal of
AIDS Research, vol. 8, no. 4, pp. 401–412, 2009.

[3] K. D. Mwambete and M. Justin-Temu, Poverty, parasitosis and
HIV/AIDS- major health concerns in Tanzania, 2011, http://cdn
.intechopen.com/pdfs-wm/20651.pdf.

[4] J. R. Koethe andD. C. Heimburger, “Nutritional aspects of HIV-
associated wasting in sub-Saharan Africa,” American Journal of
Clinical Nutrition, vol. 91, no. 4, pp. 1138S–1142S, 2010.

[5] B. Amare, B. Moges, A. Mulu, S. Yifru, and A. Kassu, “Quadru-
ple burden of HIV/AIDS, tuberculosis, Chronic intestinal
parasitoses, andmultiplemicronutrient deficiency in ethiopia: a
summary of available findings,” BioMed Research International,
vol. 2015, Article ID 598605, 9 pages, 2015.

[6] UNAIDS, Fact Sheet 2015 Global Statistics. http://www.unaids
.org/sites/default/files/media asset/20150901 FactSheet 2015 en
.pdf.

[7] Statistics South Africa, Poverty trends in South Africa: an
examination of absolute poverty between 2006 and 2011, Pretoria,
South Africa, 2014.

[8] P. J. Hotez and A. Kamath, “Neglected tropical diseases in sub-
Saharan Africa: review of their prevalence, distribution, and
disease burden,” PLOS Neglected Tropical Diseases, vol. 3, no. 8,
article e412, 2009.

[9] P. J. Hotez, A. Fenwick, and E. F. Kjetland, “Africa’s 32 cents
solution for HIV/AIDS.,” PLOS Neglected Tropical Diseases, vol.
3, no. 5, p. e430, 2009.

[10] Statistics South Africa, Statistical release P0318: general house-
hold survey, Pretoria, South Africa, 2015.

[11] P. Kamau, P. Aloo-Obudho, E. Kabiru et al., “Prevalence of
intestinal parasitic infections in certified food-handlers work-
ing in food establishments in the City of Nairobi, Kenya,”
Journal of Biomedical Research, vol. 26, no. 2, pp. 84–89, 2012.

[12] G. Borkow and Z. Bentwich, “Chronic immune activation
associated with chronic helminthic and human immunodefi-
ciency virus infections: role of hyporesponsiveness and anergy,”
ClinicalMicrobiology Reviews, vol. 17, no. 4, pp. 1012–1030, 2004.

[13] Z. L. Mkhize-Kwitshana, M. Taylor, P. Jooste, M. L. H. Mabaso,
and G. Walzl, “The influence of different helminth infection
phenotypes on immune responses against HIV in co-infected
adults in South Africa,” BMC Infectious Diseases, vol. 11, article
273, 2011.

[14] O. Paulsen, B. Laird, N. Aass et al., “The relationship between
pro-inflammatory cytokines and pain, appetite and fatigue in

patients with advanced cancer,” PLoS ONE, vol. 12, no. 5, Article
ID e0177620, 2017.

[15] A. Jatoi, Y. Qi, G. Kendall et al., “The cancer anorexia/weight
loss syndrome: Exploring associations with single nucleotide
polymorphisms (SNPs) of inflammatory cytokines in patients
with non-small cell lung cancer,” Supportive Care in Cancer, vol.
18, no. 10, pp. 1299–1304, 2010.

[16] P. Katona and J. Katona-Apte, “The interaction between nutri-
tion and infection,” Clinical Infectious Diseases, vol. 46, no. 10,
pp. 1582–1588, 2008.

[17] M. Pae, S. N. Meydani, and D. Wu, “The role of nutrition in
enhancing immunity in aging,” Aging and Disease (A&D), vol.
3, no. 1, pp. 91–129, 2012.

[18] S. Assefa, B. Erko, G. Medhin, Z. Assefa, and T. Shimelis,
“Intestinal parasitic infections in relation to HIV/AIDS status,
diarrhea and CD4 T-cell count,”BMC Infectious Diseases, vol. 9,
article 155, 2009.

[19] N. P. Steyn, J. H. Nel, G. Nantel,G. Kennedy, andD. Labadarios,
“Food variety and dietary diversity scores in children: are they
good indicators of dietary adequacy?” Public Health Nutrition,
vol. 9, no. 5, pp. 644–650, 2006.

[20] S. Bharadwaj, S. Ginoya, P. Tandon et al., “Malnutrition:
laboratorymarkers vs nutritional assessment,”Gastroenterology
Report, pp. 1–9, 2016.

[21] O. P. Garcı́a, K. Z. Long, and J. L. Rosado, “Impact of micronu-
trient deficiencies on obesity,”Nutrition Reviews, vol. 67, no. 10,
pp. 559–572, 2009.

[22] B. Laky, M. Janda, G. Cleghorn, and A.Obermair, “Comparison
of different nutritional assessments and body-composition
measurements in detecting malnutrition among gynecologic
cancer patients,” American Journal of Clinical Nutrition, vol. 87,
no. 6, pp. 1678–1685, 2008.

[23] A. Cois andC.Day, “Obesity trends and risk factors in the South
African adult population,” BMC Obesity, vol. 2, no. 1, 2015.

[24] G. Langley, Y. Hao, T. Pondo et al., “The impact of obesity and
diabetes on the risk of disease and death due to invasive group a
streptococcus infections in adults,” Clinical Infectious Diseases,
vol. 62, no. 7, pp. 845–852, 2016.

[25] M. Sathishbabu and S. Suresh, “A study on correlation of serum
prealbumin with other biochemical parameters of malnutrition
in hemodialysis patient,” International Journal of Biological and
Medical Research, vol. 3, no. 1, pp. 1410–1412, 2012.

[26] J. T. Andersen, B. Dalhus, D. Viuff et al., “Extending serum
half-life of albumin by engineering neonatal Fc receptor (FcRn)
binding,”The Journal of Biological Chemistry, vol. 289, no. 19, pp.
13492–13502, 2014.

[27] A. Shenkin, “Serum prealbumin: is it a marker of nutritional
status or of risk of malnutrition?” Clinical Chemistry, vol. 52,
no. 12, pp. 2177–2179, 2006.

[28] J. L. Gaudiani, A. L. Sabel, and P. S. Mehler, “Low prealbumin
is a significant predictor of medical complications in severe
anorexia nervosa,” International Journal of Eating Disorders, vol.
47, no. 2, pp. 148–156, 2014.

[29] S. C. Blass, H. Goost, C. Burger et al., “Extracellular micronu-
trient levels and pro-/antioxidant status in trauma patients with
wound healing disorders: Results of a cross-sectional study,”
Nutrition Journal , vol. 12, no. 1, article no. 157, 2013.

[30] T. T. Mosby, R. D. Barr, and P. B. Pencharz, “Nutritional assess-
ment of children with cancer,” Journal of Pediatric Oncology
Nursing, vol. 26, no. 4, pp. 186–197, 2009.

[31] Statistics South Africa, Statistics by place - Inanda A. 2011.

http://cdn.intechopen.com/pdfs-wm/20651.pdf
http://cdn.intechopen.com/pdfs-wm/20651.pdf
http://www.unaids.org/sites/default/files/media_asset/20150901_FactSheet_2015_en.pdf
http://www.unaids.org/sites/default/files/media_asset/20150901_FactSheet_2015_en.pdf
http://www.unaids.org/sites/default/files/media_asset/20150901_FactSheet_2015_en.pdf


8 BioMed Research International

[32] S.Mottiar, O.Naidoo, andD.Khumalo, “Women’s organisations
and the struggle for water and sanitation services in Chatsworth
and Inanda,” inDurban: the Westcliff Flats Residents Association
and the Didiyela Women’s Group. Agenda, vol. 25, pp. 122–
130, the Westcliff Flats Residents Association and the Didiyela
Women’s Group. Agenda, Durban, 2011.

[33] B. T. Mkhize, M. Mabaso, T. Mamba, C. E. Napier, and Z. L.
Mkhize-Kwitshana, “The Interaction between HIV and Intesti-
nal Helminth Parasites Coinfection with Nutrition among
Adults in KwaZulu-Natal, South Africa,” BioMed Research
International, vol. 2017, Article ID 9059523, 12 pages, 2017.

[34] World Health Organization, Physical status: the use and inter-
pretation of anthropometry: report of a WHO expert committee,
Geneva: Switzerland, 1995.

[35] K. Eder, N. Baffy, A. Falus, and A. K. Fulop, “The major
inflammatory mediator interleukin-6 and obesity,” Inflamma-
tion Research, vol. 58, no. 11, pp. 727–736, 2009.

[36] L. J. Wang, Y. Cao, and H. N. Shi, “Helminth infections and
intestinal inflammation,”World Journal of Gastroenterology, vol.
14, no. 33, pp. 5125–5132, 2008.

[37] G. D’Ettorre, G. Ceccarelli, N. Giustini, C. M. Mastroianni,
G. Silvestri, and V. Vullo, “Taming HIV-related inflammation
with physical activity: A matter of timing,” AIDS Research and
Human Retroviruses, vol. 30, no. 10, pp. 936–944, 2014.
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