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Vitamin and Mineral Supplementation in Pregnancy

Although, in the general population, a healthy balanced diet should largely obviate the need for
vitamin and mineral supplementation, pregnancy and lactation create extra nutritional
demands that, for some individuals, may make supplementation advisable. For a
comprehensive guide to supplementation in pregnancy the reader is referred to the references
at the end of this statement.

Vitamins

Folate

All women should ensure adequate preconceptual folic acid to aid in the prevention of neural
tube defects (NTD). Where there is an increased risk of NTD (e.g. anticonvulsant medication,
prepregnancy diabetes mellitus), a 5mg daily dose should be used in place of the usual 0.5mg.

Women at increased risk of folate deficiency (e.g. multiple pregnancies, haemolytic anaemia)
should take 5mg of folic acid throughout the pregnancy.

Vitamin B12

Vegetarians and vegans should be supplemented with Vitamin B12 in pregnancy and
lactation. Untreated maternal B12 deficiency has been reported to cause neurological
sequelae in exclusively breast fed infants (RDI 6 mcg/ day ).

Composite B-group Vitamins

Hyperhomocysteinaemia is the commonest of the thrombophilias with approximately 1.5% of
the population being homozygous for the MTHFR mutation and 25% heterozygous. The
thrombophilic tendency is minimised by an adequacy of folate, riboflavin, B6 and B12. In the
absence of any screening for this condition, some clinicians advise that all women should
ensure an adequate intake of these vitamins.

Vitamin D

Studies of pregnant women attending antenatal clinics in Australia and New Zealand have
found a disturbing frequency of Vitamin D deficiency. Women at increased risk include those
with reduced sunlight skin exposure e.g. veiled women, those who use sunscreen on a regular
basis and dark-skinned women. Vitamin D deficiency is known to be an important risk factor
for the development of osteoporosis in later life. In these circumstances, testing should be
performed and adequate supplementation instituted where needed.

Vitamin K

Vitamin K should be administered in late pregnancy to women with proven cholestasis of
pregnancy, due to reduced Vitamin K absorption. It is also recommended for women on
anticonvulsant medication, although recent evidence casts doubt on the need for this.
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Other Vitamin Supplementation

There is little evidence to support “routine” supplementation of other vitamins in
pregnancy such as Vitamin A, C & E and, not unexpectedly, excessive quantities of fat
soluble vitamins may be harmful.

Minerals

Iron

The iron demands of pregnancy and lactation are particularly pronounced due to the expanded
red cell volume, blood loss around the time of delivery and the demands of the developing
fetus and placenta. Iron supplementation will generally be recommended for women at
particular risk of iron deficiency. This includes vegetarians and women with a multiple
pregnancy. All women should have their haemoglobin level checked at the first antenatal visit
and again at approximately 28 weeks’ gestation and any anaemia investigated and treated.
Routine Iron supplementation is not recommended in every pregnancy

Calcium

Providing there is no Vitamin D deficiency, a balanced diet will have sufficient calcium for
pregnancy and lactation. If the woman avoids dairy in her usual diet (e.g. lactose intolerant)
and does not consume alternative high calcium food (e.g. calcium enriched soya milk), calcium
supplementation is advisable (RDI 1200 mg/day).

lodine

lodine deficiency appears to be increasing in frequency. This may in part be related to a
reduction in salt intake (hence reduced iodised salt intake) and concerns about excessive
mercury with consumption of deep-sea fish. Recent research suggests that even subclinical
hypothyroidism may have clinical sequelae, making it imperative to avoid iodine deficiency in
pregnancy. lodine supplementation is mandatory in areas of regional deficiency. In other
areas, some clinicians will prefer to recommend pregnancy & lactation supplements that
contain iodine.

Other Minerals

There is little evidence to support “routine” supplementation of other minerals in
pregnancy such as magnesium, fluoride, zinc or rare minerals.

Other Nutritional Supplements

There is a deficiency of high quality to evidence that would support the use of other nutritional
supplements in pregnancy e.g. omega-3 fatty acids. In the absence of such evidence, the
best advice would be to avoid such supplements, particularly in the first trimester of pregnancy
where any unanticipated adverse effect would be most likely to occur.

Summary

Most proprietary pregnancy and lactation multivitamin preparations are adequate for the
majority of pregnancies. The commonest exceptions will be the vegetarian/vegan needing
additional iron and women for who high dose (5 mg) of folic acid or pharmacological doses of
Vitamin D are recommended.

Links to other related College Statements
C-Obs 3 Antenatal screening tests
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Disclaimer
This College Statement is intended to provide general advice to Practitioners. The statement should never be relied on as a
substitute for proper assessment with respect to the particular circumstances of each case and the needs of each patient.

The statement has been prepared having regard to general circumstances. It is the responsibility of each Practitioner to have
regard to the particular circumstances of each case, and the application of this statement in each case. In particular, clinical
management must always be responsive to the needs of the individual patient and the particular circumstances of each case.

This College statement has been prepared having regard to the information available at the time of its preparation, and each
Practitioner must have regard to relevant information, research or material which may have been published or become
available subsequently.

Whilst the College endeavours to ensure that College statements are accurate and current at the time of their preparation, it takes
no responsibility for matters arising from changed circumstances or information or material that may have become available after

the date of the statements.
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