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Abstract

Maternal anemia, particularly iron deficiency anemia, is a common nutritional 
deficiency that affects a significant portion of pregnant women worldwide. It is 
characterized by insufficient hemoglobin levels in the blood, leading to impaired 
oxygen transport to both the mother and fetus. This condition is associated 
with numerous adverse pregnancy outcomes, including intrauterine growth 
restriction, low birth weight, preterm birth, and an increased risk of stillbirth. 
Beyond immediate birth complications, maternal anemia can have long-term 
effects on fetal development, particularly in neurological and cognitive outcomes, 
as inadequate oxygen during critical developmental windows disrupts fetal 
organogenesis. The underlying mechanisms through which maternal anemia 
affects fetal growth include compromised placental function and reduced oxygen 
supply, both of which are critical for fetal development. Maternal anemia impairs 
the placenta’s ability to efficiently exchange nutrients and oxygen, leading to 
fetal hypoxia, which stunts fetal growth and may lead to developmental delays. 
Iron deficiency, as the primary cause of maternal anemia, exacerbates this 
situation by limiting the availability of essential nutrients needed for fetal cellular 
processes, including neurogenesis and organ development. This is particularly 
true in the early stages of pregnancy when the fetus is highly sensitive to 
changes in maternal health.

Keywords: Maternal anemia; Fetal growth; Fetal development; Pregnancy 
complications; Iron deficiency

Review Article

Maternal Anemia and Its Impact on Fetal Growth and 
Development: A Review

Emmanuel Ifeanyi Obeagu* 
Department of Biomedical and Laboratory Science, Africa 
University, Zimbabwe

*Corresponding author: Emmanuel Ifeanyi Obeagu 
1Department of Biomedical and Laboratory Science, 
Africa University, Zimbabwe.
Email: emmanuelobeagu@yahoo.com

Received: November 14, 2024; Accepted: December 
05, 2024; Published: December 12, 2024

Introduction
Maternal anemia is a prevalent condition that affects a significant 

proportion of pregnant women worldwide, with iron deficiency 
anemia being the most common type. It is defined by a reduction 
in the hemoglobin concentration in the blood, which can impair 
the ability of the blood to carry oxygen to maternal tissues and the 
developing fetus. Pregnancy is a period of increased iron demand 
due to the expansion of blood volume, the growing needs of the 
fetus, and the physiological changes in maternal iron metabolism. 
When these increased demands are not met, anemia can develop, 
leading to a range of complications. The prevalence of maternal 
anemia is particularly high in low- and middle-income countries, 
where access to healthcare and proper nutrition may be limited [1]. 
The impact of maternal anemia on pregnancy outcomes has been a 
topic of increasing concern due to its potential to affect both maternal 
health and fetal development. Anemia during pregnancy has been 
associated with several adverse maternal outcomes, including 
increased risks of fatigue, infection, and postpartum hemorrhage. For 
the fetus, maternal anemia poses a serious threat to normal growth 
and development, as it leads to compromised oxygen delivery to 
the developing organs and tissues. In severe cases, maternal anemia 
has been linked to Intrauterine Growth Restriction (IUGR), low 
birth weight, and preterm birth. Beyond these immediate risks, the 
effects of anemia can extend into childhood, with children born to 
anemic mothers facing an increased likelihood of cognitive deficits, 
developmental delays, and other long-term health problems [2].

Iron deficiency, which is the primary cause of maternal anemia, 
plays a crucial role in oxygen transport, immune function, and cellular 
energy production. During pregnancy, iron is critical for hemoglobin 
synthesis, as well as the growth of the placenta and fetal tissues. The 
increased maternal blood volume and metabolic demands further 
elevate the need for iron, making it particularly important to ensure 
adequate iron intake. When this demand is not met, iron deficiency 
impairs the formation of red blood cells, leading to reduced oxygen 
delivery throughout the body, including the fetus. Since oxygen is 
essential for normal fetal growth, especially in the early stages of 
pregnancy, inadequate oxygen supply can have a profound impact 
on fetal development, particularly the brain and vital organs [3]. In 
addition to iron deficiency, other forms of maternal anemia, such as 
folate deficiency anemia and anemia due to chronic conditions, may 
also affect fetal development. Folate is essential for DNA synthesis and 
cell division, processes critical to fetal growth. Folate deficiency has 
been associated with neural tube defects and poor growth outcomes. 
Chronic diseases, such as malaria or chronic kidney disease, can 
lead to anemia by disrupting the body’s ability to produce red blood 
cells or by causing hemolysis. These conditions can also compromise 
placental function, further reducing oxygen and nutrient delivery to 
the fetus. Therefore, maternal anemia in all its forms can significantly 
impact the progression of pregnancy and the health of the fetus [4]. 
The link between maternal anemia and adverse fetal outcomes is not 
only a matter of biological processes but is also influenced by various 
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socio-economic and cultural factors. In many low-resource settings, 
pregnant women may face challenges in accessing adequate healthcare 
and nutrition. Poor diet, lack of prenatal care, and limited access to 
iron supplements are significant contributors to the high rates of 
maternal anemia in these regions. Additionally, the burden of anemia 
is often compounded by other factors, such as repeated pregnancies, 
lack of education, and the prevalence of infections like malaria, which 
further increase the risk of anemia during pregnancy. These socio-
economic disparities highlight the need for targeted public health 
interventions and education programs aimed at improving maternal 
nutrition and healthcare access [5].

Pathophysiology of Maternal Anemia

Maternal anemia during pregnancy primarily occurs due 
to a reduction in the quantity of red blood cells or hemoglobin, 
which impairs the oxygen-carrying capacity of the blood. The 
pathophysiology of maternal anemia is multifactorial and depends 
on various types of anemia, including iron deficiency anemia, folate 
deficiency anemia, and anemia resulting from chronic disease. The 
most common form, iron deficiency anemia, is directly linked to 
insufficient iron stores and impaired hemoglobin production, while 
other forms can involve disrupted red blood cell production or 
premature cell destruction [6]. During pregnancy, the body's iron 
requirements increase significantly due to several physiological 
changes. The plasma volume increases by approximately 50%, and 
the growing fetus and placenta demand more iron for the synthesis 
of hemoglobin and the development of fetal tissues. Iron is critical 
for the synthesis of hemoglobin, the protein in red blood cells 
responsible for oxygen transport. When iron intake is inadequate or 
iron absorption is compromised, the maternal body becomes unable 
to meet the increased demands, leading to a depletion of iron stores 
and ultimately resulting in iron deficiency anemia. Without sufficient 
iron, the bone marrow cannot produce enough hemoglobin-rich red 
blood cells, leading to a decrease in hemoglobin levels, which reduces 
the overall oxygen-carrying capacity of the blood [7].

In addition to iron deficiency, maternal anemia can also be caused 
by folate or vitamin B12 deficiency, both of which are essential for 
red blood cell production. Folate is required for DNA synthesis and 
cell division, and its deficiency during pregnancy can impair the 
production of red blood cells, resulting in megaloblastic anemia. This 
type of anemia is characterized by the presence of large, immature 
red blood cells in circulation that are not functional in carrying 
oxygen. Similarly, vitamin B12 deficiency can lead to abnormal 
red blood cell development, causing macrocytic anemia. Although 
these deficiencies are less common than iron deficiency anemia, 
they can still significantly affect maternal and fetal health if not 
addressed [8]. Chronic conditions such as malaria, chronic kidney 
disease, or inflammatory disorders can also contribute to maternal 
anemia. Malaria, for example, causes hemolysis, or the destruction 
of red blood cells, and impairs the production of new red blood 
cells. This can lead to both maternal anemia and increased risk of 
placental dysfunction, resulting in impaired oxygen transfer to the 
fetus. Chronic kidney disease often leads to anemia due to reduced 
erythropoietin production, a hormone essential for red blood cell 
production. Inflammatory conditions such as autoimmune diseases 
or infections can also interfere with the normal production of red 

blood cells or contribute to the destruction of these cells, further 
exacerbating anemia [9]. As maternal anemia worsens, it can result in 
a reduction of oxygen delivery to maternal tissues and the developing 
fetus. The placenta, which is responsible for nutrient and oxygen 
exchange between mother and fetus, can become compromised in 
its function when the maternal blood supply is inadequate. In the 
early stages of pregnancy, the fetus relies heavily on maternal blood 
for oxygen and nutrients, and anemia can lead to intrauterine growth 
restriction (IUGR), low birth weight, and preterm birth. In severe 
cases, maternal anemia can lead to fetal hypoxia, which can impair 
brain development and increase the risk of cognitive and neurological 
deficits later in life. The reduced oxygen supply may also increase the 
risk of stillbirth or neonatal death [10].

Impact on Fetal Growth and Development

Maternal anemia, particularly when it is severe or prolonged, 
can significantly impact fetal growth and development. The primary 
mechanism through which maternal anemia affects the fetus is the 
impaired oxygen supply to the developing fetus due to reduced 
hemoglobin levels in the mother’s blood. As hemoglobin is responsible 
for carrying oxygen from the lungs to tissues throughout the body, 
a decrease in its levels leads to reduced oxygen delivery to both the 
mother and fetus. The placenta, which serves as the conduit for 
oxygen, nutrients, and waste products between the mother and fetus, 
is directly affected by the maternal oxygen status. When the mother’s 
hemoglobin levels are insufficient, the placenta cannot efficiently 
exchange oxygen, putting the fetus at risk for hypoxia and restricted 
growth [11]. One of the most immediate and notable impacts of 
maternal anemia on fetal growth is Intrauterine Growth Restriction 
(IUGR), a condition in which the fetus fails to grow at the expected 
rate. IUGR is often associated with insufficient placental blood flow, 
and maternal anemia, particularly iron deficiency anemia, impairs 
placental function by reducing oxygen and nutrient delivery to the 
fetus. As the fetus requires adequate oxygen and nutrients for normal 
growth, a lack of these essential components can lead to smaller-than-
expected fetal size, Low Birth Weight (LBW), and preterm birth. These 
conditions increase the risk of neonatal complications, including 
respiratory distress, difficulty feeding, and increased susceptibility 
to infections, all of which can have long-term health implications for 
the child [12]. Beyond IUGR, maternal anemia also has a profound 
impact on fetal brain development. Oxygen is crucial for neurogenesis, 
synaptogenesis, and myelination, all of which are essential for normal 
brain development, particularly during the first and second trimesters 
of pregnancy. Studies have shown that fetal exposure to maternal 
anemia, especially during critical periods of brain development, 
can lead to cognitive and developmental delays later in life. These 
may manifest as learning disabilities, lower IQ, Attention Deficit 
Hyperactivity Disorder (ADHD), and other neurodevelopmental 
disorders. The brain is highly sensitive to variations in oxygen supply, 
and any compromise in this vital resource can disrupt the intricate 
processes that govern fetal brain formation and function [13]. Iron, in 
particular, plays a central role in fetal development, especially in the 
formation of hemoglobin and the development of the fetal brain. Iron 
deficiency during pregnancy has been shown to affect fetal neural 
development by altering neurotransmitter systems, which can result 
in long-term cognitive impairments. Additionally, iron is essential for 
the formation of myelin, the protective sheath around nerve fibers that 
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is critical for efficient nerve signal transmission. Insufficient iron may 
hinder myelination, leading to potential delays in motor development 
and neurocognitive function. As iron deficiency is the most common 
cause of maternal anemia, it is particularly significant in the context of 
fetal development, where its deficiency can have lasting consequences 
[14]. Furthermore, the risks associated with maternal anemia extend 
beyond birth. Fetal exposure to maternal anemia can increase the 
likelihood of preterm birth, which is itself a significant risk factor 
for developmental challenges. Preterm infants often experience 
difficulties with respiratory function, temperature regulation, and 
feeding, and are more likely to face long-term health issues, including 
developmental delays and chronic conditions. Additionally, the 
fetus may be born with low iron stores if the mother’s iron levels 
were inadequate during pregnancy, increasing the risk of anemia in 
infancy, which can further exacerbate developmental delays and other 
health problems [15].

Risk Factors for Maternal Anemia

Maternal anemia, particularly iron deficiency anemia, can be 
influenced by a variety of factors, ranging from dietary insufficiencies 
to underlying health conditions. Understanding these risk factors 
is essential for identifying at-risk populations and implementing 
effective prevention and treatment strategies to ensure better maternal 
and fetal outcomes. Key risk factors for maternal anemia include poor 
nutrition, multiple pregnancies, socioeconomic status, pre-existing 
medical conditions, and inadequate prenatal care.

1. Nutritional Deficiencies: One of the most significant risk 
factors for maternal anemia is inadequate nutrition, particularly 
insufficient intake of iron, folate, and vitamin B12. Iron is the most 
critical nutrient for preventing anemia during pregnancy, as it is a 
vital component of hemoglobin, which carries oxygen in the blood. 
Pregnant women who do not consume enough iron-rich foods such 
as red meat, leafy greens, and legumes are more likely to develop iron 
deficiency anemia. Additionally, folate and vitamin B12 deficiencies 
can lead to megaloblastic anemia, further compounding the risks. 
Women with poor dietary habits, limited access to nutrient-dense 
foods, or those who follow restrictive diets (such as vegetarian or 
vegan diets without adequate supplementation) are at increased risk 
for developing anemia during pregnancy [16].

2. Multiple Pregnancies and Short Interpregnancy Intervals: 
Women who experience multiple pregnancies or have short intervals 
between pregnancies are at a higher risk for maternal anemia. 
During subsequent pregnancies, a woman’s iron stores may not 
have fully replenished from previous pregnancies, leading to a 
cumulative deficiency over time. Short interpregnancy intervals 
(less than 18 months) do not allow enough time for the mother to 
recover her nutritional stores, increasing the likelihood of anemia 
in future pregnancies. The increased demands for iron and other 
nutrients during multiple pregnancies, especially without adequate 
replenishment, can deplete maternal reserves and heighten the risk 
of anemia [17].

3. Low Socioeconomic Status and Limited Access to Healthcare: 
Socioeconomic status plays a significant role in maternal anemia, 
particularly in low- and middle-income countries. Women in these 
settings often face food insecurity, limited access to prenatal care, 

and a lack of proper nutrition, all of which contribute to an increased 
risk of anemia during pregnancy. Inadequate healthcare access can 
lead to delayed or missed screenings for anemia, poor monitoring of 
maternal health, and insufficient supplementation of iron and other 
necessary nutrients. Additionally, women in lower socioeconomic 
brackets may be more likely to have pre-existing health conditions 
that exacerbate the risk of anemia, such as parasitic infections (e.g., 
malaria or hookworm), which can impair iron absorption or cause 
red blood cell destruction [18].

4. Pre-existing Medical Conditions: Certain medical conditions 
can predispose women to anemia during pregnancy. Chronic diseases 
such as chronic kidney disease, inflammatory bowel disease, and 
autoimmune disorders can impair red blood cell production, lead to 
malabsorption of nutrients, or contribute to increased red blood cell 
destruction. Women with gastrointestinal disorders like celiac disease 
or Crohn's disease, for example, may have difficulty absorbing iron, 
folate, and vitamin B12, which are crucial for maintaining healthy 
red blood cell levels. Additionally, women with chronic infections or 
conditions like malaria or tuberculosis may experience anemia due 
to the increased demand on their immune system or the hemolytic 
effects of the infections themselves [19].

5. High Parity and Teen or Advanced Maternal Age: High parity, 
or having several children, increases the likelihood of maternal anemia 
because of the cumulative strain on the mother’s nutritional reserves 
over successive pregnancies. Women who have many children in a 
short time period may find it difficult to replenish their iron stores 
adequately between pregnancies. Similarly, both teenage mothers 
and those of advanced maternal age are at greater risk of developing 
anemia. Teenage pregnancies may be associated with poorer nutrition, 
lower socioeconomic status, and less access to healthcare, all of which 
increase the risk of anemia. In contrast, women of advanced maternal 
age may have a higher likelihood of chronic health conditions and 
a greater risk of complications during pregnancy, including anemia 
[19].

6. Infections and Blood Loss: Certain infections can directly 
contribute to maternal anemia by affecting red blood cell production 
or causing blood loss. Malaria, a common parasitic infection in 
tropical regions, is a major cause of anemia in pregnant women. The 
parasite destroys red blood cells, leading to hemolysis and a reduction 
in the number of healthy red blood cells. Other infections, such as 
hookworm, can lead to chronic blood loss, while conditions like 
gastrointestinal bleeding or heavy menstrual cycles prior to pregnancy 
may further deplete iron stores. Blood loss during childbirth or from 
hemorrhagic complications during pregnancy can also significantly 
increase the risk of anemia, especially in settings where timely medical 
intervention is unavailable [18].

Consequences for Maternal Health

Maternal anemia, if left unaddressed or poorly managed, can lead 
to a range of serious health consequences for the mother, impacting 
both her short-term well-being and long-term health. The severity of 
these consequences often depends on the type and extent of anemia, as 
well as the stage of pregnancy at which it develops. In general, anemia 
can impair oxygen delivery to tissues, leading to fatigue, weakness, 
and an increased risk of complications during pregnancy and delivery. 
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Severe anemia, especially if untreated, may significantly compromise 
maternal health and increase the risk of adverse pregnancy outcomes.

1. Increased Risk of Maternal Mortality and Morbidity: Severe 
maternal anemia can contribute to increased morbidity and mortality 
rates. Inadequate hemoglobin levels reduce the body's ability to 
transport oxygen to vital organs, increasing the risk of heart failure, 
particularly in women with underlying cardiovascular conditions. 
Anemia also places strain on the heart as it works harder to pump 
oxygen to the tissues, which can lead to complications such as 
congestive heart failure. In extreme cases, severe anemia can result 
in maternal death, especially in settings where access to healthcare 
is limited or where anemia is diagnosed too late in pregnancy. 
Anemia also significantly complicates labor and delivery, increasing 
the likelihood of postpartum hemorrhage and requiring blood 
transfusions, which can pose additional risks for the mother [20].

2. Fatigue, Weakness, and Reduced Quality of Life: One of the 
most immediate and common consequences of maternal anemia is 
fatigue. Anemia reduces the number of red blood cells available to 
carry oxygen to tissues, leading to a feeling of constant tiredness, 
weakness, and reduced physical stamina. Pregnant women may find 
it difficult to carry out daily activities or maintain normal levels of 
physical activity. This chronic fatigue can affect the mother's quality 
of life, interfere with her ability to care for herself or other children, 
and contribute to mental health issues such as depression and anxiety. 
The physical toll of anemia, combined with the psychological burden 
of managing pregnancy, can result in a reduced sense of well-being 
for the mother [21].

3. Increased Risk of Preterm Birth and Low Birth Weight: 
Maternal anemia is strongly associated with adverse pregnancy 
outcomes, including preterm birth and low birth weight (LBW). 
Anemia-induced hypoxia (lack of oxygen) leads to placental 
insufficiency, reducing the supply of oxygen and nutrients to the fetus. 
This compromised placental function is a key factor contributing to 
preterm birth, as well as to fetal growth restriction, which results in 
low birth weight. Both preterm birth and LBW are associated with a 
higher risk of neonatal complications, including respiratory distress 
syndrome, infections, and difficulty feeding. These conditions may 
also have long-term developmental consequences for the child. 
Additionally, maternal anemia increases the likelihood of requiring 
medical interventions, such as cesarean section or induction of labor, 
further increasing the risks associated with childbirth [22].

4. Postpartum Complications: Postpartum hemorrhage 
(PPH) is a leading cause of maternal morbidity and mortality, and 
anemia significantly increases the risk of this complication. Anemia, 
especially when it is severe, can impair the body’s ability to cope with 
blood loss during and after delivery. The reduced ability to produce 
adequate numbers of red blood cells and clotting factors compromises 
the mother’s ability to recover from significant blood loss. Anemia 
can also complicate wound healing after childbirth, particularly after 
cesarean section or perineal trauma, as oxygen is required for tissue 
regeneration and repair. Additionally, anemia may result in increased 
fatigue during the postpartum period, hindering the mother’s ability 
to care for her newborn and recover from the physical demands of 
childbirth [23].

5. Impaired Immune Function and Increased Infection Risk: 
Maternal anemia can impair the immune system, making the mother 
more susceptible to infections. Iron deficiency, for example, can 
negatively affect immune cell function, particularly the production 
and activity of neutrophils, which are crucial for fighting bacterial 
infections. Pregnant women with anemia may experience more 
frequent or severe infections, including urinary tract infections, 
respiratory infections, and sepsis. The increased vulnerability to 
infections during pregnancy further complicates the health of the 
mother and may require additional medical interventions, such as 
antibiotic treatment or hospitalization. The dual burden of anemia 
and infections can result in prolonged recovery times and additional 
strain on the mother’s health [24].

6. Long-term Health Risks: Maternal anemia, particularly iron 
deficiency anemia, can have lasting effects on a woman’s health beyond 
pregnancy. Chronic iron deficiency can lead to persistent fatigue, 
cognitive impairment, and depression, as well as exacerbate existing 
health conditions, such as cardiovascular diseases. Additionally, 
untreated anemia during pregnancy may contribute to long-term 
reproductive health problems, including menstrual irregularities and 
complications in subsequent pregnancies. Furthermore, women who 
experience anemia during pregnancy are at greater risk of developing 
conditions such as chronic anemia later in life, particularly if their 
nutritional status does not improve or if they are at higher risk for other 
health conditions, such as chronic kidney disease or gastrointestinal 
disorders [25].

Diagnosis and Management of Maternal Anemia

The diagnosis and management of maternal anemia are essential 
for preventing complications during pregnancy and ensuring optimal 
maternal and fetal health. Early detection, accurate diagnosis, and 
appropriate interventions are key to reducing the adverse outcomes 
associated with maternal anemia, such as preterm birth, low birth 
weight, and maternal morbidity. This section outlines the diagnostic 
strategies and management approaches to maternal anemia during 
pregnancy.

Diagnosis of Maternal Anemia

1.	Clinical Assessment: The diagnosis of maternal anemia 
typically begins with a thorough clinical evaluation, where healthcare 
providers assess the patient’s medical history, dietary habits, and 
symptoms. Common signs and symptoms of maternal anemia include 
fatigue, weakness, dizziness, palpitations, shortness of breath, and 
pallor. However, these symptoms may overlap with other pregnancy-
related discomforts, which necessitates confirmatory laboratory 
testing. A detailed assessment can also help identify risk factors such 
as poor diet, multiple pregnancies, or pre-existing medical conditions 
like gastrointestinal disorders that may predispose women to anemia 
[26].

2.	Laboratory Testing: The definitive diagnosis of anemia 
requires laboratory tests to measure hemoglobin (Hb) levels and 
hematocrit (Hct). The World Health Organization (WHO) defines 
anemia in pregnant women as a hemoglobin level less than 11 g/
dL. In addition to hemoglobin and hematocrit measurements, other 
important tests include:
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•	 Complete Blood Count (CBC): A CBC helps assess the 
levels of hemoglobin, red blood cells (RBCs), hematocrit, and mean 
corpuscular volume (MCV). Low MCV may indicate microcytic 
anemia, often due to iron deficiency, while high MCV could indicate 
megaloblastic anemia caused by folate or vitamin B12 deficiency.

•	 Iron Studies: Serum ferritin, transferrin saturation, and 
serum iron levels can help differentiate between iron deficiency 
anemia and other types of anemia, such as anemia due to chronic 
disease or folate/vitamin B12 deficiency.

•	 Reticulocyte Count: This test helps assess the bone 
marrow's response to anemia. A high reticulocyte count suggests 
active red blood cell production, while a low count can indicate a 
failure of the bone marrow to compensate for blood loss or insufficient 
nutrient intake.

•	 Peripheral Blood Smear: A blood smear can provide 
additional information regarding the morphology of red blood cells, 
helping to identify specific types of anemia (e.g., microcytic anemia in 
iron deficiency or macrocytic anemia in folate deficiency).

3.	Differentiating Types of Anemia:

•	 Iron Deficiency Anemia (IDA): The most common form 
of anemia in pregnant women, iron deficiency anemia, is typically 
diagnosed by low serum ferritin and low transferrin saturation levels. 
This form of anemia is characterized by microcytic, hypochromic red 
blood cells.

•	 Megaloblastic Anemia: This type of anemia, caused by 
deficiencies in vitamin B12 or folate, is characterized by macrocytic 
(large) red blood cells. Serum levels of vitamin B12 and folate can help 
identify the underlying cause.

•	 Anemia of Chronic Disease: In this type, iron is sequestered 
in macrophages and unavailable for hemoglobin synthesis. It often 
presents with low serum iron and normal or elevated ferritin levels, 
which can be confused with iron deficiency anemia, but it usually 
occurs in the context of chronic infections, inflammatory conditions, 
or autoimmune diseases.

•	 Hemolytic Anemia: Hemolytic anemia may result 
from the destruction of red blood cells, and is diagnosed based on 
increased levels of indirect bilirubin, reticulocyte count, and Lactate 
Dehydrogenase (LDH), along with a positive direct Coombs test if 
autoimmune hemolysis is suspected [26].

Management of Maternal Anemia

1.	Iron Supplementation: Iron deficiency anemia is the most 
common type of anemia during pregnancy, and iron supplementation 
is the cornerstone of treatment. Oral iron supplements, typically 
in the form of ferrous sulfate, are recommended to replenish iron 
stores and increase hemoglobin levels. The standard dose for treating 
iron deficiency anemia is 30-60 mg of elemental iron daily. Iron 
supplements should be taken on an empty stomach for optimal 
absorption, although they can be taken with food if gastrointestinal 
side effects, such as nausea and constipation, occur.

•	 Monitoring and Duration of Treatment: The effectiveness 
of iron supplementation should be monitored by regular hemoglobin 

and hematocrit measurements. Women should continue iron 
supplementation for several months postpartum to replenish iron 
stores fully. If a woman experiences severe anemia or has poor 
adherence to oral iron therapy, intravenous iron (IV iron) may be 
recommended, particularly in cases of malabsorption or when there 
is a need for rapid correction.

2.	Folate and Vitamin B12 Supplementation: For pregnant 
women diagnosed with megaloblastic anemia due to folate or vitamin 
B12 deficiency, supplementation is critical. Folate is recommended 
at a dose of 400 to 800 mcg per day to prevent neural tube defects 
and correct the anemia. If vitamin B12 deficiency is identified, 
supplementation with vitamin B12 is necessary, typically 1000 mcg 
intramuscularly once a month or oral supplementation of 1000 mcg 
daily [18].

3.	Management of Underlying Conditions: Anemia in 
pregnancy may be secondary to other conditions, such as infections 
(e.g., malaria), chronic diseases (e.g., inflammatory bowel disease), 
or hemoglobinopathies (e.g., sickle cell disease or thalassemia). 
Addressing these underlying conditions is essential in the management 
of maternal anemia. For instance, treating malaria with antimalarial 
drugs or managing inflammatory conditions with appropriate 
therapies can help reduce anemia's impact on maternal health.

4.	Blood Transfusion: In cases of severe anemia (hemoglobin 
less than 7 g/dL) or when maternal symptoms are life-threatening, a 
blood transfusion may be necessary to quickly restore adequate red 
blood cell mass and oxygen-carrying capacity. This is particularly 
relevant in settings with limited access to iron supplementation or 
when anemia results in significant cardiovascular strain or acute 
hemorrhage.

5.	Prevention and Nutritional Counseling: Prevention of 
maternal anemia focuses on improving nutrition and ensuring that 
pregnant women receive adequate iron, folate, and vitamin B12 intake. 
Nutritional counseling and education on dietary sources of these 
nutrients, such as iron-rich foods (red meat, spinach, legumes), folate-
rich foods (leafy greens, fortified cereals), and vitamin B12 (meat, dairy, 
eggs), are critical in reducing the risk of anemia. Additionally, the use 
of prenatal vitamins containing iron and folate is recommended for all 
pregnant women to prevent anemia. Public health strategies, such as 
iron supplementation programs and improving access to health care, 
are important in high-risk populations [20].

6.	Monitoring and Follow-Up: Ongoing monitoring of 
hemoglobin levels and nutritional status during pregnancy is vital to 
detect anemia early and assess the effectiveness of treatment. Regular 
prenatal visits allow healthcare providers to adjust supplementation 
as needed and provide timely interventions. Follow-up care is also 
crucial after delivery to ensure that anemia is adequately treated and 
iron stores are replenished.

Preventive Strategies

Preventing maternal anemia is a critical public health goal, as it 
plays a significant role in improving maternal and fetal outcomes. 
Proactive measures aimed at reducing the risk of anemia can help 
ensure better health for both the mother and her baby, especially in 
populations at higher risk. Preventive strategies focus on improving 
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nutritional intake, enhancing access to healthcare, and addressing 
underlying health conditions that may contribute to anemia. Here, 
we discuss various approaches to prevent maternal anemia before and 
during pregnancy.

1.	Nutritional Interventions

Iron Supplementation: The cornerstone of preventing iron 
deficiency anemia (IDA) in pregnant women is adequate iron intake. 
The World Health Organization (WHO) recommends routine iron 
supplementation for pregnant women, particularly in areas where 
iron deficiency is prevalent. A daily dose of 30-60 mg of elemental 
iron, along with folic acid (400 µg/day), is recommended to prevent 
iron deficiency and folate-related anemia during pregnancy. Early 
initiation of supplementation in the first trimester is especially 
important for reducing the risk of anemia later in pregnancy. 
Prenatal vitamins containing iron and folic acid should be prescribed 
universally, particularly in resource-limited settings [21].

Iron-rich Diet: Encouraging dietary modifications to include 
iron-rich foods is a vital part of anemia prevention. Iron from animal 
sources (heme iron), such as red meat, poultry, and fish, is more 
readily absorbed by the body compared to plant-based sources (non-
heme iron). However, both sources are beneficial, and vegetarians 
should be advised to consume iron-rich plant foods such as legumes, 
fortified cereals, and dark leafy greens. The absorption of non-heme 
iron can be enhanced by combining it with vitamin C-rich foods 
like citrus fruits, tomatoes, and bell peppers. It is also important to 
limit inhibitors of iron absorption, such as tannins in tea and coffee, 
calcium supplements, and high-phytate foods, during meals [22].

Folate and Vitamin B12 Supplementation: In addition to iron, 
folate and vitamin B12 are essential for preventing megaloblastic 
anemia, which can lead to pregnancy complications. Folate 
supplementation (400-800 µg/day) is recommended for all pregnant 
women to reduce the risk of neural tube defects and to prevent 
anemia. Vitamin B12 is particularly important for women who follow 
a vegetarian or vegan diet, as this vitamin is predominantly found 
in animal products. Vitamin B12 deficiency can lead to macrocytic 
anemia and neurological complications, so supplementation may be 
necessary for those at risk [23].

2.	Addressing Pre-existing Conditions

Screening for Risk Factors: Women with pre-existing conditions, 
such as gastrointestinal disorders (e.g., celiac disease, Crohn's 
disease), chronic kidney disease, or blood disorders (e.g., thalassemia, 
sickle cell disease), should be closely monitored for anemia. These 
conditions can increase the likelihood of developing anemia during 
pregnancy, so early screening is crucial to detect and manage anemia 
before it becomes severe. Identifying women with a history of anemia 
or frequent blood loss, such as those with heavy menstrual periods, 
is also essential in targeting high-risk populations for preventive care 
[24].

Management of Malaria: Malaria is a significant cause of anemia, 
particularly in sub-Saharan Africa and other malaria-endemic 
areas. Preventive measures, such as the use of insecticide-treated 
bed nets, antimalarial medications (such as intermittent preventive 
treatment with sulfadoxine-pyrimethamine), and prompt treatment 

of malaria, are critical in preventing both maternal and fetal anemia. 
Malaria prevention strategies should be integrated into antenatal care 
programs in endemic regions.

Management of Chronic Diseases: Women with chronic 
diseases, such as hypertension or diabetes, may be at higher risk of 
developing anemia during pregnancy due to increased inflammation 
or blood loss. Proper management of these conditions, including 
blood pressure control and blood glucose regulation, is essential for 
reducing the likelihood of anemia in pregnancy. Preventive strategies 
should include regular monitoring and treatment as part of routine 
prenatal care.

3.	Access to Prenatal Care and Screening

Early Antenatal Care Visits: One of the most effective strategies 
for preventing maternal anemia is the timely initiation of prenatal 
care. Early visits to healthcare providers allow for early screening 
of anemia, nutritional counseling, and the initiation of iron and 
folate supplementation. Health professionals should routinely check 
hemoglobin levels during antenatal visits to detect anemia at the 
earliest possible stage. In areas with limited healthcare resources, 
outreach programs and mobile clinics can play an important role in 
ensuring that all pregnant women have access to care [25].

Screening for Anemia Risk Factors: During routine prenatal 
visits, healthcare providers should assess for risk factors associated 
with anemia. This includes asking about dietary habits, history of blood 
disorders, previous pregnancy complications, and socioeconomic 
factors that may limit access to nutrient-rich foods or supplements. 
Identifying women at risk allows for targeted interventions, such as 
early supplementation and more frequent monitoring.

Education and Awareness Programs: Community education 
and public health campaigns play a crucial role in anemia prevention. 
Educating women about the importance of proper nutrition, iron-rich 
foods, and the need for supplementation can help improve dietary 
habits and reduce the prevalence of anemia. In resource-poor settings, 
public health programs can help distribute free or low-cost prenatal 
vitamins and iron supplements to ensure that pregnant women are 
receiving the nutrients they need. Additionally, educating women on 
the importance of regular antenatal visits can improve early detection 
and treatment of anemia.

4.	Iron Fortification Programs

Iron-Fortified Foods: Iron fortification of staple foods such as 
flour, rice, and salt is an effective public health strategy to reduce the 
prevalence of maternal anemia. In many countries, the fortification 
of staple foods with iron and other essential micronutrients has been 
shown to decrease the incidence of anemia in pregnant women and 
improve overall maternal and fetal health outcomes. Iron-fortified 
foods are especially important in populations with limited access to 
fresh produce or animal-based iron sources.

Targeted Fortification in High-Risk Areas: In regions where iron 
deficiency anemia is widespread, governments and non-governmental 
organizations (NGOs) can implement targeted fortification programs. 
This involves fortifying foods that are commonly consumed in those 
areas, ensuring that all individuals, including pregnant women, 
receive an adequate intake of iron. Such programs, when combined 
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with supplementation, can significantly reduce the burden of anemia 
during pregnancy [26].

5.	Public Health and Policy Interventions

National Guidelines and Policies: Governments and health 
organizations should establish and promote national guidelines for 
the prevention, diagnosis, and treatment of maternal anemia. These 
guidelines should be evidence-based and tailored to the specific needs 
of different populations, considering the local burden of anemia and 
available resources. Policies that promote universal prenatal care, iron 
supplementation, and routine screening for anemia can help reduce 
the incidence of maternal anemia and improve health outcomes on 
a larger scale.

Strengthening Healthcare Systems: Improving healthcare 
infrastructure and access to services is essential for anemia prevention. 
This includes ensuring the availability of essential medications and 
supplements, training healthcare providers to identify and manage 
anemia, and expanding antenatal care services, particularly in rural 
or underserved areas. Strengthening healthcare systems will help 
address the root causes of anemia, including poverty, malnutrition, 
and limited access to medical care [26].

Conclusion
Maternal anemia remains a significant public health challenge 

with profound implications for both maternal and fetal health. Its 
impact on pregnancy outcomes, including preterm birth, low birth 
weight, and impaired fetal development, underscores the importance 
of timely prevention, early diagnosis, and effective management. 
Iron deficiency anemia, while the most common type, is often 
compounded by other nutritional deficiencies, chronic diseases, 
and socio-economic factors, particularly in resource-poor settings. 
Addressing maternal anemia requires a comprehensive approach 
that includes improving maternal nutrition, supplementing key 
micronutrients, and addressing underlying health conditions such as 
malaria and chronic diseases.
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