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Abstract Currently, there is no consensus regarding the opti-
mum iron supplementation during pregnancy. The aim of this
study is to evaluate the effect of different iron supplementation
doses (including no supplementation) during pregnancy on the
iron status of the mother and on the health of the neonate. A
longitudinal study was conducted involving 358 pregnant
women and their newborns. Mothers were classified as non-
supplemented, low iron supplemented (<60 mg/day), moderate
iron supplemented (between 60 and 100 mg/day) or high iron
supplemented (>100 mg/day). General clinical and obstetric
histories, haemoglobin (Hb), serum ferritin (SF) and transferrin
saturation were evaluated in the first, second, third trimesters,
and at partum. SF and Hb decreased less sharply in the iron-
supplemented groups compared to the non-supplemented
group. The higher the doses of iron supplementation, the lower

the percentages of iron depletion at partum (p<0.001),
iron deficiency anaemia (p<0.001) and preterm deliveries
(p00.009) as well as a higher birth weight of the newborn.
However, the group with high supplementation had a greater
percentage (27.6 %) of women at risk of haemoconcentration
at partum. Our Mediterranean women began gestation with
iron stores close to deficit (SF, 28.1μg/L; 95%CI 27.9–28.4).
With these iron stores, supplementation with iron at daily
doses of between 60 and 100 mg appears to be the most
beneficial for the health of mother and child. These findings
need to be confirmed in further randomised clinical trials.
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Background

Iron requirements during pregnancy increase to cover the
expansion of the erythrocyte mass (principally during the
second trimester) and to enable placenta and foetal growth,
especially in the third trimester [1]. These requirements do
not appear to be compensated for by diet alone [2], and as
such, the pregnant woman is at risk of iron deficit and its
consequences. Iron deficiency is associated with significant
problems of health for the mother and the foetus, such as
maternal anaemia and increase in the rates of preterm birth,
lower birth weight [3–5] or delayed maturation and cognitive
development of the child [6].

To avoid iron deficit, international scientific organiza-
tions recommend prophylactic prenatal iron supplementa-
tion. There are wide differences in the recommended daily
iron dose, varying between 30 and 120 mg [7, 8] according
to whether or not anaemia is present during the pregnancy.

Although several studies in the developed world (espe-
cially in the USA and northern Europe) have evaluated the
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effect of iron supplementation during pregnancy on the
biochemical levels of iron over the long term of pregnancy
[3, 9, 10], not many compare the effect of different doses of
iron supplementation [11], and equivalent studies have not
been conducted in European women of the Mediterranean
countries. Further, there is no consensus regarding the best
level of iron supplementation during pregnancy for the
prevention of iron deficit in the mother, nor has there been
conclusive evidence of reduction in adverse clinical effects
not only for the mother but also for the newborn in terms of
preterm births or low birth weight infants [9].

Therefore, we proposed to evaluate, in Caucasian Mediter-
ranean women, the effect of different iron supplementation
doses during pregnancy, including non-supplementation, on
the evolution of iron status in the mother and on the health of
the neonate.

Materials and methods

We are presenting the results of the investigations conducted
on pregnant women by the same research team in two
different periods, between 1991 and 1995 and between
2005 and 2008. These studies had the same longitudinal
design and the same methodology, which is explained below,
and were performed in the same hospital.

Pregnant women were followed up from their first pre-
natal care appointment (gestational week10) until delivery
at the Obstetrics and Gynaecology Unit of the Hospital
Universitari Sant Joan de Reus (Catalonia, Spain). The
studies were approved by the ethics committee of the hos-
pital. All the volunteers who entered into the study provided
written informed consent in accordance with the Declaration
of Helsinki.

The criteria for inclusion were: Caucasian pregnant women
between the 8th and 10th week of gestation, and >18 years of
age. The exclusion criteria were: to have a multiple pregnancy
(more than one foetus), the presence of any chronic illness that
could affect the overall health of the woman, a possible
inflammation diagnosis based on high serum ferritin (SF)
levels (SF >62 μg/L) [12] and low transferrin saturation
(TS) levels (TS <16 %) and giving birth at a different hospital
to where the pregnancy was being monitored.

A total of 390 pregnant women were recruited (90 during
the first period and 300 during the second). Three hundred
fifty-eight complied with all the requirements of the study,
8 were excluded for giving birth at a different hospital, 6 had
aborted, 3 had a possible inflammation and 15 had incomplete
biochemical data.

The data were collected at four outpatient visits and at
partum. At the first visit around week10 of gestation, clini-
cal–obstetric history was taken, as well as a fasting blood
sample for laboratory analyses. Body mass index (BMI) was

calculated at the first clinic visit as weight in kilograms�
height in square meters ðkilograms per square meterÞ . The
socioeconomic status of the family was evaluated according to
the Hollingshead index [13]. The index enables the status of the
individual to be determined using nine categories of the individ-
ual’s occupation (ranging from unemployed to highly qualified
skilled work) and the individual’s educational level categorised
into seven levels ranging from non-completed primary educa-
tion up to completed tertiary level (university of equivalent).
The status score was obtained by multiplying the value on the
work scale by 5 and the value on the education scale by 3 and
then combining the two scores. The highest possible score was
divided by 3 with the aim of establishing three socioeconomic
categories: low, medium and high. Based on this calculation,
<5 % of the women in our study sample had a socioeconomic
category described as “low”. For statistical purposes, these
women were combined into the “medium” group, and hence,
the study sample was segregated into two socioeconomic cat-
egories: low–medium vs. high.

In the second visit, between weeks13 and 15 of gestation,
the obstetrician advised all the women to take an iron supple-
ment before breakfast of 120 mg/day in the form of iron
sulphate in the first study and of 40 mg/day in the second.
Another fasting blood sample for biochemical analyses was
taken at visits 3 (week24), 4 (week34) and at partum.

A researcher not associated with the health-care personnel
of the obstetrics team applied a semi-structured questionnaire
designed by the research team to evaluate adherence to
recommendations of iron supplementation. The interviewer
recorded the initiation and continuance of oral iron supple-
mentation, as well as the number of days per week that the
supplements were usually taken. From this information, the
total supplementary iron and the daily average of iron supple-
mentation during pregnancy were calculated as:

Total iron supplementation in milligramsð Þ
¼ supplementary iron content � days per week

� number of weeks

Daily iron supplementation in milligramsð Þ
¼ total iron supplementation=number of days between

the beginning of the supplementation until delivery

Not all the pregnant women followed the recommenda-
tions; as such, four sub-groups were defined as a function of
the type of iron supplementation taken during the pregnancy:
no iron supplementation (17.0 %), low iron supplemented
(<60 mg/day) [9] (47.2 %), moderate iron supplemented (be-
tween 60 and 100 mg/day) (10.6 %) and high iron supple-
mented (>100 mg/day) (25.1 %).
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The blood samples were used to measure: Hb measured
immediately with a Coulter GENS analyser (Coulter, Hia-
leah, FL, USA); SF by turbidimetric immunoassay as described
[14]; serum transferrin and serum iron by spectrophotometry
(Biokit S.A., Barcelona, Spain, and ITC Diagnostics S.A,
Barcelona) using standard clinical chemistry techniques. Trans-
ferrin saturation (TS) was calculated [15] as: TS inpercentð Þ ¼
ðserum iron in micromoles per litre � serum transferrin in
grams per litreÞ � 3:9.

“Iron depletion (ID)” was defined as SF<12μg/L,
“anaemia” as Hb values <110 g/L in the first and third
trimester, and at partum, and as Hb values <105 g/L in
the second trimester [16]. “Iron deficiency anaemia
(IDA)” was defined as anaemia and SF<12μg/L simul-
taneously and “risk of haemoconcentration” as Hb val-
ues >130 g/L in the second and third trimester of
gestation or at partum [9, 17].

The gestational age (weeks), weight of the newborn
and the Apgar scores at the 1st, 5th and 10th minute of
life were recorded. “Preterm” was defined as babies
born before the 37th week of gestation and “low birth
weight” as the newborn weighing <2,500 g. Adjusted
birth weight was the birth weight adjusted by gestation-
al age and gender of the baby.

Statistical analyses

All statistical analyses were performed with the SPSS pack-
age (version 19.0). All variables were examined for kurtosis
(normal or skewed distributions), and all were observed to
follow Gaussian distributions (except the values of SF) and
were expressed as mean and 95 % confidence interval (CI).
The distributions of SF values were observed to be non-
Gaussian and were log transformed and presented as geo-
metric mean and 95 % CI.

The adjusted birth weight was obtained from the pre-
dicted values of a multiple linear regression including the
birth weight (dependent variable), the gestational age and
gender of the baby.

Analysis of variance was applied, together with adjust-
ment with the Bonferroni correction when comparing con-
tinuous variables. The χ2 test was used for comparing
categorical variables.

Results

Table 1 summarises the general characteristics, socioeco-
nomic status and iron supplementation in the women

Table 1 General characteristics, socioeconomic status and iron supplementation as a function of the type of supplementation

No supplement1 Low supplement2 Moderate supplement3 High supplement3 Adjusted p
n061 n0169 n038 n090

Daily iron supplement;
mga

– 36.7 (35.3, 70.3) 74.0 (70.3, 77.7) 138.8 (128.8, 148.7) 1–2, 1–3,
1–4, 2–3,
2–4, 3–4**

Total iron supplement;
mga

– 6,004 (5,649.6, 6,358.9) 10,503 (8,865.3, 12,140.9) 15,397.4 (13,947.5, 16,847.4) 1–2, 1–3,
1–4, 2–3,
2–4, 3–4**

Maternal age; yearsa 32.1 (30.8, 33.3) 31.3 (30.5, 32.0) 30.6 (29.3, 31.9) 30.2 (29.4, 30.9)

Socioeconomic status;
highb

44.3 (31.8, 56.8) 44.1 (36.6, 51.6) 45.0 (29.2, 60.8) 64.0 (54.1, 73.9)

Socioeconomic status;
low–mediumb

55.7 (43.2, 68.2) 55.9 (48.4, 63.4) 55.0 (39.2, 70.8) 36.0 (26.1, 45.9)

BMI at 1st visita 23.3 (22.5, 24.2) 23.2 (22.6, 23.8) 22.8 (21.7, 23.8) 22.8 (22.2, 23.4)

Primiparab 49.1 (36,6, 61.6) 50.6 (43.1, 58.1) 56.8 (41.1, 72.5) 62.5 (52.5, 72.5)

Smoker during
pregnancyb

13.1 (4.6, 21.6) 20.1 (14.1, 26.1) 13.2 (2.4, 24.0) 23.3 (14.6, 32.0)

Gestational age; weeksa 38.6 (38.2–39.1) 38.9 (38.7, 39.2) 39.7 (39.0, 40.3) 39.8 (39.5, 40.1) 1–3*

1–4, 2–4**

BMI body mass index; Adjusted p p value adjusted with Bonferroni correction
* p<0.05; ** p<0.001
1 (0mg/d)
2 (<60mg/d)
3 (60-100mg/d)
4 (>100mg/d)
aMean (95 % CI)
b Percentage (95 % CI)
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participating in the study. Of the women in the study, 83 %
(n0297) took iron supplementation during pregnancy and
17 % (n061) did not. Among the supplemented group of
women, 8 % took the iron supplements with a frequency of
1–3 days per week, 19 % with a frequency of 4–5 days per
week and the remaining 73 % with a frequency of 6–7 days
per week. The weekly frequency of iron supplement intake
did not differ between groups (p>0.05). Of the women,
4.7 % took daily multivitamin supplements before the first
obstetric visit, and only two women continued to take multi-
vitamins until the end of gestation.

The women excluded from the present analysis owing to
lack of blood samples at some trimester of pregnancy (n015)
were no different statistically from the women finally included
in the analysis, regarding obstetric characteristics, biochemi-
cal parameters and newborn characteristics.

Table 2 summarises the measured biochemical and haema-
tological parameters related to iron as a function of the iron
supplementation taken. In general, the mean biochemical

values decreased in the course of the pregnancy and increased
at partum. Although the women of the four groups (none, low,
moderate and high dose) commenced pregnancy with similar
SF and Hb values, these values at partum were significantly
lower in the low iron-supplemented and in the non-
supplemented groups than in the other two groups.

Table 3 summarises the frequencies of iron deficiency
states and of risk of haemoconcentration by trimester of ges-
tation and at partum, according to the dose of iron taken. The
frequencies of ID and IDA increased as pregnancy advanced
in all the groups and decreased at partum. At higher doses of
iron supplementation, there were significant inverse linear
associations with lower frequencies of ID (p<0.001), anaemia
(p<0.001) and IDA (p00.001) at partum. There was a
significant direct linear relationship towards a higher risk of
haemoconcentration at higher doses of iron supplementation
(p<0.001).

Table 4 summarises the characteristics of the newborn as a
function of maternal iron supplementation. There were no

Table 2 Biochemical and haematological parameters of pregnant women as a function of type of iron supplement

No supplement1 Low supplement2 Moderate supplement3 High supplement4 Adjusted p
n061 n0169 n038 n090

Serum ferritin (SF), μg/La

Week10 28.6a (27.8, 29.4) 29.2a (28.2, 30.1) 26.4a (25.6, 27.2) 26.7a (25.9, 27.5)

Week24 10.3b (9.5, 11.0) 10.9b (10.1, 11.7) 13.7b (12.9, 14.5) 15.9b (15.1, 16.7) 1–4, 2–4**

Week34 7.7c (7.1, 8.3) 9.3c (8.6, 10.0) 13.2b (12.6, 13.8) 14.9b (14.2, 15.6) 1–3, 1–4, 2–4***

2–3**

Partum 10.7b (10.1, 11.3) 12.6d (11.9, 13.4) 17.6c (16.9, 18.3) 22.5c (21.7, 23.2) 1–4, 2–4***

1–3**; 2–3*

Transferrin saturation (TS), %b

Week10 28.7a (25.8, 31.6) 26.5a (24.7, 28.2) 26.0a (22.4, 29.5) 24.0a (21.8, 26.2)

Week24 15.5b (13.4, 17.6) 16.2b (14.8, 17.7) 17.2b (14.4, 19.9) 17.7b (16.1, 19.3)

Week34 13.7b (10.8, 16.7) 12.0c (10.9, 13.2) 14.0b (10.9, 17.0) 14.9c (13.7, 16.1) 2–4*

Partum 14.0b (11.3, 16.7) 12.8c (11.7, 13.9) 13.9b (11.5, 16.3) 16.9b (15.1, 18.7) 2–4**

Hb; g/Lb

Week10 125.1a (123.4, 126.7) 125.2a (123.9, 126.4) 124.7a (122.2, 127.1) 123.9a (122.3, 125.6)

Week24 115.0b (112.8, 117.2) 112.6b (111.2, 113.9) 114.4b (111.6, 117.2) 113.6b (111.9, 115.2)

Week34 111.7c (108.5, 113.8) 114.1c (112.5, 115.6) 116.7c (113.9, 119.6) 114.5b (112.6, 116.3)

Partum 114.2b (111.8, 116.6) 117.1d (115.3, 118.9) 123.9a (120.2, 127.6) 124.0a (121.8, 126.3) 1–4, 1–3, 2–4***

2–3**

Mean values within the same data column with different letters (a, b, c, d) indicate that the differences are statistically significant

Adjusted p p value adjusted with Bonferroni correction
* p<0.05; ** p<0.01; *** p<0.001
1 (0mg/d)
2 (<60mg/d)
3 (60-100mg/d)
4 (>100mg/d)
a Geometric mean (95 % CI)
bMean (95 % CI)
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differences with regard to birth weight. However, the birth
weight adjusted for gestational age and gender of the babywas
significantly greater in the high and moderate iron supplemen-
tation groups compared to the non-supplemented group
(3,310 and 3,280 vs. 3,115 g; p<0.050). There were no
statistically significant differences in the frequencies of low
birth weight and preterm newborns between groups. Howev-
er, in the case of the preterm infants, a higher iron supplemen-
tation was significantly associated with a lower frequency of
preterm births (p00.009).

Discussion

We observed that iron status decreased during pregnancy in
all groups, whether or not supplemented with iron.

However, the women receiving moderate-dose supplements
had a better iron status at the end of gestation and greater
benefits for the newborn (less preterm and higher weight)
than the non-supplemented. With high-dose supplementation,
although the same benefits as the moderate supplementation
were observed, there was a greater risk of haemoconcentration
at the end of the pregnancy.

Combining the data of the two studies performed by
members of the same research team using the same study
design and methodology enabled us to compare the group of
pregnant women to whom low-dose iron had been
prescribed relative to the more recent study for whom
high-dose iron had been prescribed. The different doses of
iron resulted from changes over time in expert guidelines
and recommendations of iron dose prescription for pregnant
women. Both studies contained homogenous samples of

Table 3 Frequency of ID, IDA and haemoconcentration risk as a function of type of iron supplement

No supplement1 Low supplement2 Moderate supplement3 High supplement4 Adjusted p Linear-by-linear
association p valuen061 n0169 n038 n090

ID, %

Week10 16.1a (6.9, 25.3) 17.8a (12.0, 23.6) 11.4a, c (1.3, 21.5) 15.5a (8.0, 23.0)

Week24 58.5b (46.1, 70.9) 59.4b (52.0, 66.8) 38.9b, c (23.4, 54.4) 31.8b (22.2, 41.4) 1–4, 2–4* <0.001

Week34 81.5c (71.8, 91.2) 70.3c (63.4, 77.2) 47.2b (31.3, 63.1) 37.6b (27.6, 47.6) 1–3, 1–4, 2–3, 2–4* <0.001

Partum 60.4b (48.1, 72.7) 49.7d (42.2, 57.2) 25.0c (11.2, 38.8) 18.8a (10.7, 26.9) 1–3, 1–4, 2–3, 2–4* <0.001

Anaemia, %

Week10
(Hb<110 g/L)

3.3a (−1.2, 7.8) 3.6a (0.8, 6.4) 2.8a,c (−2.4, 8.0) 1.1a (−1.1, 3.3)

Week24
(Hb<105 g/L)

13.1b (4.6, 21.6) 13.9b (8.7, 19.1) 8.6a, b, c (−0.3, 17.5) 9.2b (3.2, 15.2)

Week34
(Hb<110 g/L)

34.4c (22.5, 46.3) 29.1c (22.3, 35.9) 16.7b (4.8, 28.6) 32.2c (22.5, 41.9)

Partum
(Hb<110 g/L)

34.4c (22.5, 46.3) 20.0b (14.0, 26.0) 5.6c (−1.7, 12.9) 9.2b (3.2, 15.2) 1–3, 1–4* <0.001

IDA, %

Week10 1.8a (−1.5, 5.1) 1.2a (−0.4, 2.8) 0.0a 0.0a

Week24 11.3b (3.4, 19.2) 9.8b (5.3, 14.3) 8.6a, b (−0.3, 17.5) 6.1b (1.2, 11.0)

Week34 35.2c (23.2, 47.2) 22.2c (15.9, 28.5) 11.4b, c (1.3, 21.5) 14.6c (7.3, 21.9) 1–4* 0.005

Partum 22.6c (12.1, 33.1) 16.0b (10.5, 21.5) 2.9a, c (−2.4, 8.2) 6.1b (1.2, 11.0) 1–4* 0.001

Haemoconcentration risk, %

Week24
(Hb >130 g/L)

0.0a 2.4a (0.1, 4.7) 0.0a 1.1a (−1.1, 3.3)

Week34
(Hb >130 g/L)

0.0a 5.5a (2.1, 8.9) 2.8a, c (−2.4, 8.0) 3.4a (−0.3, 7.1)

Partum
(Hb>130 g/L)

4.9a (−0.5, 10.3) 11.5b (6.7, 16.3) 19.4b (6.8, 32.0) 27.6b (18.4, 36.8) 1–4, 2–4* <0.001

Mean values within the same data column with different letters (a, b, c, d) indicate that the differences are statistically significant at p<0.05

ID serum ferritin <12 μg/L, IDA anaemia and ID, Adjusted p p value adjusted with Bonferroni correction
* p<0.05
1 (0mg/d)
2 (<60mg/d)
3 (60-100mg/d)
4 (>100mg/d)
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Mediterranean women with no known pathology and with a
medium–high socioeconomic status. Very few women
(4.9 %), by our calculation, had a low socioeconomic status.
Overall, the anthropometric and obstetric data of the women
are similar to those observed in pregnant women in other
developed countries [18, 19]. The average infant birth
weight and the percentage of preterm or low birth weight
were also similar to those found in industrialised countries
[20, 21].

Iron status was assessed with a battery of parameters
recommended by international scientific organizations;
variables that can be systematically assessed in standard,
non-specialist, clinical practice.

Haemoglobin levels are often used as a proxy for iron
deficiency in populations, despite not being either specific
or sensitive indicators of iron status [22]. SF was used
because it is considered to be the best biochemical parameter
for monitoring iron status deficiency in pregnancy [23]. SF
unequivocally identifies subjects without iron stores since this
measure does not produce false-positive results. However, a
known limitation of SF is that it increases not only with the
iron content of the organism but also with acute or chronic
inflammation, malignancy or liver disease, even in women
with iron deficiency [24]. Since TS does not increase in the
presence of inflammation [24], some authors suggest that TS
should also be measured [25, 26] in order to resolve incon-
sistencies (high SF and low TS) such as an iron deficiency
masked by inflammation.

In our study, we observed that SF and TS values
decreased as pregnancy progressed in all groups, as ob-
served in the majority of studies performed in pregnant
women of industrialised countries, not only in the non-
iron-supplemented women [3, 10, 27, 28] but also in women
with low iron supplementation [3, 10, 11, 29, 30], moderate
(60–80 mg/day) [11, 27, 31] and even higher doses (100–
200 mg/day) [5, 28, 32].

Although some authors recommended low-dose iron sup-
plementation (<60 mg/day) instead of higher iron doses [9, 30],
in our study, we were able to observe that, of the three levels of
supplementation, the low-dose supplementation was not rec-
ommendable since this was associated with a higher frequency
of ID and IDA not only in the third trimester but also at partum
and with a higher percentage of preterm births. This would
indicate that, in our population, where pregnant women start
pregnancy with relatively low iron stores (SF028.1 μg/L), the
moderate- and high-dose supplementation with iron have the
greater effectiveness in the prevention of ID.

This finding coincides with the results obtained byMilman
et al. [31] in a study conducted in Denmark with 301 healthy
pregnant women. In this study, they assessed the effec-
tiveness of different iron supplementation doses (20, 40,
60, 60 mg/day) according to the initial iron store levels in
the prevention of ID and IDA at the end of pregnancy.
They suggested that women having SF≤30 μg/L at early
pregnancy, as in our study, should take 80–100 mg ferrous
iron/day, while women with higher initial iron stores could

Table 4 Characteristics of the newborns as a function of the type of iron supplement

No supplement1 Low supplement2 Moderate supplement3 High supplement4 Adjusted p Linear-by-linear
association p valuen061 n0169 n038 n090

Gender, maleb 42.4 (30.0, 54.8) 49.1 (41.6–56.6) 47.4 (31.5, 63.3) 51.7 (41.4, 62.0)

Newborn birth
weight, ga

3,195.7
(3,071.3, 3,320.1)

3,159.3
(3,091.6–3,227.1)

3,255.5
(3,069.8, 3,441,3)

3,305.9
(3,215.8, 3,396.0)

Adjusted birth
weight, ga

3,115.1
(3,048.6, 3,181.6)

3,169
(3,129.3, 3,210.5)

3,280.3
(3,183.9, 3,376.7)

3,309.5
(3,260.3, 3,358.7)

1–3*

1–4, 2–4**

Low birth weightb 6.9 (0.5, 13.3) 7.3 (3.4, 11.2) 2.6 (−2.5, 7.7) 4.5 (0.2, 8.8)

Pretermb 10.2 (2.6, 17.8) 6.7 (2.9, 10.5) 2.6 (−2.5, 7.7) 1.1 (1.1, 3.3) 0.009

APGAR 1st minute 8.8 (8.5, 9.1) 8.9 (8.7, 9.10) 8.9 (8.5, 9.2) 9.0 (9.0, 9.0)

APGAR 5th minute 9.8 (9.5, 10.0) 9.9 (9.8, 10.0) 9.9 (9.5, 10.0) 9.7 (9.3, 10.0)

APGAR 10th minute 10.0 (10.0, 10.0) 10.0 (10.0, 10.0) 10.0 (10.0, 10.0) 9.9 (9.7, 10.0)

Adjusted newborn birth weight is the weight of the newborn adjusted for gestational age and gender

Adjusted p p value adjusted with Bonferroni correction
* p<0.05; ** p<0.001
1 (0mg/d)
2 (<60mg/d)
3 (60-100mg/d)
4 (>100mg/d)
aMean (95 % CI)
b Percentage (95 % CI)
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take less iron supplementation in order to prevent iron
deficiency states [31].

Several authors have highlighted that anaemia during
pregnancy is associated with a decrease in the gestational
age, a higher risk of preterm deliveries and a decrease in the
birth weight [18, 33–35]; the detrimental effect could be due
to the hypoxia that results from iron deficiency. In addition,
Scholl et al. [36], in a prospective cohort study involving
826 pregnant women, compared the risk of preterm deliveries
between pregnant women with IDA and women with anaemia
from other causes. They found that the relationship between
anaemia and preterm deliveries was specific to IDA [36].

The mechanism by which iron deficiency may increase
the risk of preterm deliveries is not well established. A
possible hypothesis is that iron deficiency, especially during
pregnancy when the oxygen demands are particularly high
because of the increased metabolism of the mother and
foetus, may lead to an insufficient oxygenation of foetal
tissues. This hypoxia could increase the norepinephrine
concentration, which is a strong stimulus for the release of
the corticotropin-releasing hormone (CRH), which is in-
volved in the regulation of the process of delivery. High
levels of CRH early in pregnancy could be related to a
decrease in the gestational length and consequently to a
higher risk of preterm delivery [37]. Therefore, in order to
pre-empt preterm deliveries, iron deficiency during pregnan-
cy should be prevented with iron supplementation.

The low iron supplementation and the non-supplementation
groups of our study did not show any significant differences
with respect to biochemical levels of iron in the mother and
with respect to the newborn. This coincides with the observa-
tions in two recent reviews highlighting that women taking
low-dose iron supplementation during gestation had similar
percentages of preterm deliveries as non-iron-supplemented
pregnant women [9, 38]. The only study with low-dose iron
supplementation (30 mg/day) which showed a lower frequency
of preterm deliveries compared to a group receiving placebo
(7.5 vs. 13.9 %, p00.05) was the study conducted in Cleveland
[10] with non-anaemic iron-replete pregnant women (geomet-
ric mean concentration of SF of 75 μg/L). The study was very
similar to another study [3] also conducted in Cleveland and
also with non-anaemic pregnant women but with lower initial
iron stores (SF geometric mean of 47 μg/L) and with low-dose
iron supplementation (30 mg/day) in early pregnancy. Howev-
er, both groups in the study (iron supplemented and non-iron
supplemented) completed the gestation period with similar
percentages of iron deficiency and preterm deliveries. Low iron
supplementation seems to have a protective effect on preterm
deliveries only when the initial iron stores are high. Therefore,
moderate iron doses could be more appropriate than low iron
supplementation when serum ferritin is in the lower ranges and
reinforces the importance of supplementation guidelines as a
function of the initial iron status of the mother.

With respect to the risk of haemoconcentration, our results
indicate that a higher supplementation has significantly higher
risk of haemoconcentration at partum (p<0.001). These find-
ings coincide with those of other studies [9, 17]. However,
Scanlon et al. [18] suggest that iron supplementation cannot
increase the Hb levels beyond what is optimal for a given
person and thus cannot be regarded as one of the causes of
high Hb levels [18]. Previous studies have described adverse
effects from haemoconcentration during pregnancy related to
increased oxidative stress and blood pressure [39] as well as
risk of low birth weight and preterm deliveries [17, 35, 40]. The
mechanism by which haemoconcentration may be detrimental
is not fully understood, but increased blood viscosity could
impair uteroplacental blood flow, decrease placental perfusion
and increase placental infarction. Supplementation with high-
dose iron presents a slightly increased risk of haemoconcentra-
tion at partum than moderate-dose supplementation (27.6 vs.
19.4 %) and does not present significantly better benefits in the
prevention of IDA at the end of pregnancy (6.1 vs. 2.9 %).
Hence, the moderate-dose supplementation (60–100 g/d)
would be more recommendable than high dose.

One of the limitations of the study is that the women included
in the present analysis form part of two different periods. How-
ever, these two groups of women are from the same geographic
zone and were treated according to the same methodology, and
the biochemical analyses were performed by the same hospital
laboratory. Combining the data from the two groups of women
enabled us to compare the recommended doses of iron supple-
mentation which, currently, is lower than that recommended in
the past. Another limitation is that all the women were volun-
teers and could therefore not be representative of our environ-
ment, but all of them were healthy and with similar
characteristics of the pregnant women from other industrialised
countries, suggesting that they were not different from the rest.
Another limitation is that pregnant women do not always adhere
exactly to the recommendations; therefore, we tried to assess the
iron supplementation doses taken by a questionnaire adminis-
tered by amember of the research teamwhowas not involved in
the health-care provision, so that the responses of the women in
the study were more sincere (or less influenced by the
presence of the caregiver). In addition, our study design
cannot eliminate the influence of some non-controlled vari-
ables such as maternal stress during pregnancy, strenuous
work or some other factors related to preterm births which,
if distributed non-homogeneously in the study sample, might
influence the incidence of preterm deliveries.

Conclusions

In summary, we can conclude that, in all the women, the levels
of iron decreased over the course of advancing pregnancy
despite iron supplementation. At high-dose supplementation,
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the women had higher iron levels, lower percentage of ID and
IDA at the end of gestation as well as better gestational age,
lower percentage of preterm infants and better infant birth
weight, having initiated gestation with iron stores of around
28.1 μg/L. However, high-dose supplementation significantly
increased the risk of haemoconcentration, a condition associ-
ated with detrimental effects for the mother and the newborn
such as pre-eclampsia, oxidative stress, preterm deliveries and
low birth weight infants. Hence, in women who begin preg-
nancy with iron reserves close to ID, a supplementation of
between 60 and 100 mg appears recommendable. These find-
ings need to be confirmed in clinical trials.
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