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Do all pregnant women need iron?
Iron supplements are prescribed widely in pregnancy without
any regard to the individual patient's needs. The practice
began 40 years ago, when treatment with iron was shown to
prevent the fall in haemoglobin concentration known to occur
during pregnancy. Hemminki and Starfield' have recently
questioned the value of this practice-at least in developed
countries. They reviewed recent trials of iron prophylaxis and
found no evidence of benefit to either the mother or the fetus.
Anaemia in women2 4 iS less common than formerly; the iron

state of the population has improved appreciably since the
economic depression of the 1930s. Anaemia in pregnancy,
which is mainly due to preceding iron deficiency, is also less
common,5 though the extensive use of iron preparations is
likely to have contributed as well as social and nutritional
factors. Nevertheless, nearly all gravidae show an early fall in
haemoglobin concentration because the expansion of the
plasma volume is proportionately greater than any rise in the
red cell mass-which is usually limited by the amount of
storage iron present, since absorption is not enhanced until
later.6 Iron stores in adult women average 250 mg, but over
400 mg may be required for maximum erythropoiesis during
pregnancy. Clearly most women will be unable to meet this
demand, and depletion of the iron stores is the physiological
consequence,7 8 whether or not iron is given.7 Nevertheless,
in effect the iron is only borrowed by the erythron, since it is
largely returned after delivery. As Svanberg et a16 have
commented, low iron stores do not have the same importance
in pregnant women as in the non-gravid; and in practice half
have restored their depots within two months of delivery.
Furthermore, maternal iron deficiency does not lead to
neonatal iron deficiency.9

Prophylactic administration of iron may certainly raise the
haemoglobin concentration. The proportion of women with a
haemoglobin concentration below 11 g dl is reduced from
20°, and below 10 g dl from about 10",, to under 3`0) 0ll
The lack of apparent benefit to the patient'2 is, however, not
surprising, since the cardiovascular changes13 of pregnancy are
more than adequate to compensate for anaemia of this degree.
Hemminki and Starfield' found no direct relation between iron
deficiency and complications such as prematurity, fetal
distress, pre-eclampsia, and haemorrhage, though they did
not take into account the withdrawal of anaemic patients
from the trials they reviewed. They contend that, while age,
socioeconomic status, and poor nutrition affect the outcome,
pregnancy anaemia is not directly related and is simply
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associated with the other risk factors. While this may be true
in statistical terms, anaemia remains a potential danger,
especially if haemorrhage should supervene.14
The need for prophylactic iron should, then, be reassessed

in the light of improvements in the nation's health. Main-
tenance of the haemoglobin concentration at non-pregnant
levels does not seem necessary. But no population is homo-
geneous, and the logical approach is to attempt to identify
risk factors in individuals. These include inadequate iron
intake due to poverty, ignorance, or religion; previous
anaemia; adolescence,5 with its increased growth demands;
and defective antenatal attendance. A World Health Organisa-
tion report15 has criticised the practice ofblanket administration
of iron in areas where there are no obvious indications as a
hindrance to further research, though Elwood4 has indicated
the difficulties in evaluating the benefit of food fortification.

Furthermore, uncritical prescription of iron is both wasteful
and sometimes unpleasant for the women taking it. Only
about two-thirds of gravidae take iron as prescribed16: the
gastrointestinal side effects are well known. Fortunately the
suggestion of a teratogenic effect1 7 has been refuted by
Kullander and Kdllen.'8 But surely obstetricians need no longer
give all expectant mothers iron in an attempt to prevent
appreciable anaemia in 700.
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