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   Anemia is com mon dur ing preg nancy, and while most ane mia is phys i o logic, the most com mon path o logic cause is 
iron defi  ciency. The Amer i can College of Obstetricians and Gynecologists (ACOG) rec om mends con fi r ma tion of iron 
defi  ciency ane mia with iron stud ies when ane mia is diag nosed dur ing preg nancy but acknowl edges that pre sump tive 
treat ment for suspected iron defi  ciency ane mia is com mon in prac tice. Currently ACOG does not rec om mend treating 
iron defi  ciency with out ane mia dur ing preg nancy. Though the ben e fi ts of treating iron defi  ciency ane mia dur ing preg-
nancy are clear, the opti mal route of iron reple tion remains uncer tain. Results of ongo ing large, ran dom ized tri als will help 
defi ne the opti mal route of iron treat ment for preg nant patients diag nosed with iron defi  ciency ane mia.  

   LEARNING OBJEC TIVES 
    •  Overview phys i o logic ver sus path o logic ane mia dur ing preg nancy 
   •  Discuss screen ing and treat ment guide lines for iron defi  ciency ane mia in preg nancy 
   •  Review cur rent data on opti mal iron treat ment method (oral ver sus intra ve nous) for iron defi  ciency ane mia 

in preg nancy  

  CLINICAL CASE 
  A patient has had an uncom pli cated preg nancy and 
undergoes rou tine third  tri mes ter pre na tal lab o ra tory 
screen ing for ges ta tional dia be tes and ane mia. The 
hemo glo bin results at 10.2    g / dL. The obste tri cian pre
scribes oral iron with instruc tions to take 1 tab let once 
daily in the even ings with orange juice. The patient ini
tially fol lows these instruc tions but stops tak ing the iron 
tab let within a few weeks due to feel ing notice ably more 
bloated and con sti pated. On rou tine lab o ra tory eval u
a tion upon admis sion for deliv ery, the hemo glo bin is 
9.0    g / dL. The labor course is nota ble for fetal dis tress 
requir ing cesar ean deliv ery, which was com pli cated by 
post par tum hem or rhage due to uter ine atony. Total esti
mated blood loss was 1500    mL. The hemo glo bin on post
op er a tive day 1 is 7.2    g / dL. The patient receives a blood 
trans fu sion for symp tom atic ane mia.  

 Anemia in preg nancy 
 According to the World Health Organization (WHO), 
nearly 40 %  of preg nan cies are com pli cated by ane mia. 1

Despite its high prev a lence, there is no stan dard defi   ni

tion of ane mia dur ing preg nancy: the WHO defi  nes ane
mia as a hemo glo bin  < 11    g / dL or hemat o crit  < 33 %  at any 
time dur ing preg nancy, 2  whereas the Centers for Disease 
Control and Prevention (CDC) as well as the Amer i can Col
lege of Obstetricians and Gynecologists (ACOG) pro pose 
a tri mes ter  based defi   ni tion. Specifi cally, ACOG and the 
CDC defi ne ane mia in preg nancy as hemo glo bin  < 11     g / dL 
(hemat o crit  < 33 % ) dur ing the fi rst or third tri mes ters or 
hemo glo bin  < 10.5    g / dL (hemat o crit  < 32 % ) dur ing the sec
ond tri mes ter ( Table 1 ). 3  Historically, there were dif fer ent 
diag nos tic thresh olds for ane mia dur ing preg nancy that 
were based on mater nal race. 4  To reduce racial inequities 
in screen ing and treating ane mia in peri na tal pop u la tions, 
the same stan dard is now applied uni ver sally to diag nose 
ane mia dur ing preg nancy. 

 Differentiating between phys i o logic and path o logic 
causes of ane mia in preg nancy 
 The high prev a lence of peri na tal ane mia is driven by phys
i o log i cal changes that occur dur ing preg nancy. Because 
plasma vol ume expands by 40 %  to 50 %  but eryth ro cyte 
mass expan sion is only 15 %  to 25 % , a phys i o log i cal dilu
tional ane mia com monly devel ops as preg nancy pro
gresses. 3  Though phys i o logic dilutional ane mia typ i cally 
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results in mild ane mia (hemo glo bin of 10 to 11  g/dL), it is impos
si ble to dif fer en ti ate between phys i o logic dilutional ane mia and 
path o log i cal causes of ane mia dur ing preg nancy with out a lab
o ra tory workup. This workup tar gets the more com mon path o
logic causes of ane mia, which include, but are not lim ited to, iron 
defi ciency ane mia, ane mia of chronic dis ease, folic acid defi
ciency ane mia, ane mia asso ci ated with vita min B12 defi ciency, 
or inherited hemo glo bin op a thies such as thal as se mia or sickle 
cell ane mia.3 Specifically, ACOG guide lines rec om mend screen
ing all  preg nant peo ple for ane mia with a com plete blood count 
twice dur ing rou tine pre na tal care: once in the first tri mes ter and 
again between 24 weeks and 0 days ges ta tion and 28 weeks and 
6 days ges ta tion.3 Though ACOG guide lines do not rec om mend 
rou tine repeat ane mia screen ing in the third tri mes ter or at term, 
this is com monly done in the United States.

When ane mia is iden ti fied on the screen ing com plete blood 
count, ACOG rec om mends addi tional eval u a tion, which “may 
include a med i cal his tory, phys i cal exam i na tion, and mea sure
ments of the com plete blood count, red blood cell indi ces, serum 
iron lev els, and fer ri tin lev els” with con sid er ation for periph eral 
smear, hemo glo bin elec tro pho re sis, or genetic test ing based on 
per sonal or fam ily his tory.3 However, ACOG also endorses empir i
cal treat ment with iron and addi tional inves ti ga tions if there is no 

response.3 Perhaps due to ACOG’s incon sis tency, there is a wide 
var i a tion in prac tice pat terns concerning the diag no sis of ane mia 
dur ing preg nancy. For exam ple, some obste tri cians screen for 
hemo glo bin op a thies uni ver sally dur ing the first tri mes ter, while 
oth ers obtain hemo glo bin elec tro pho re sis only in the set ting 
of ane mia and fam ily his tory or geo graphic loca tion. Moreover, 
serum iron or fer ri tin are not rou tinely performed for ane mic preg
nant patients. Rather, the pre sump tive diag no sis for ane mia dur ing 
preg nancy is iron defi ciency ane mia, and iron reple tion ther apy is 
often ini ti ated with out confirming the diag no sis for most patients.

Prevalence of iron defi ciency and iron defi ciency ane mia 
dur ing preg nancy
Iron defi ciency ane mia is the most com mon path o logic cause 
of ane mia, affect ing nearly 1 in every 5 preg nant per sons in the 
United States.5 Each preg nancy requires approx i ma tely 1000 
mil li grams (mg) of total iron to sup port increased eryth ro cyte 
pro duc tion, nor mal pla cen tal and fetal devel op ment, and antic
i pated blood loss at deliv ery.3 Many preg nant peo ple are unable 
to ingest or absorb suf fi cient die tary iron,6 leav ing them vul
ner a ble to devel op ing iron defi ciency or iron defi ciency ane
mia. Indeed, according to data from the United States National 
Health and Nutrition Examination Survey from 1999 to 2006, 25% 
of all  preg nant peo ple in the United States have iron defi ciency, 
with rates of 7%, 24%, and 39% in the first, sec ond, and third 
tri mes ter, respec tively.5 Rates of iron defi ciency dur ing preg
nancy dif fer by demo graphic fac tors: com pared with those who 
are nonHis panic White or have fewer than 3 chil dren, the prev
a lence of iron defi ciency is mark edly higher among nonHis panic 
Black and Mex i canAmer i can preg nant peo ple and those who 
have 3 or more chil dren.5

To reduce iron defi ciency and the risk of sub se quently devel
op ing iron defi ciency ane mia, the CDC rec om mends that all  
preg nant patients begin lowdose iron sup ple men ta tion (27 mg 
of ele men tal iron daily) at the first pre na tal visit.7 Most nonchew
able pre na tal vita mins include 27  mg of ele men tal iron. The 
United States Preventive Task Force does not rec om mend for or 
against rou tine iron sup ple men ta tion dur ing preg nancy (beyond 
lowdose sup ple men ta tion), as it is unclear whether iron sup ple

Table 1. Contrasting defi  ni tions of ane mia and iron defi ciency 
dur ing preg nancy

World Health 
Organization2,11

Amer i can College 
of Obstetricians & 
Gynecologists3

Ferritin <15  ng/L * <30  ng/L **

Hemoglobin

 First tri mes ter <11  g/dL <11  g/dL

 Second tri mes ter <11  g/dL <10.5  g/dL

 Third tri mes ter <11  g/dL <11  g/dL

*WHO defi  ni tion for iron defi ciency dur ing first tri mes ter of preg nancy; 
**ACOG defi  ni tion for iron defi ciency dur ing any tri mes ter of preg nancy.

Table 2. Ongoing tri als com par ing IV to oral iron for iron defi ciency ane mia dur ing preg nancy36–40

Trial Location/ 
funding Inclusion IV iron (1) IV iron (2) Oral iron Masking Primary out come N

EDIVA39 Bangladesh
Gates

Hb <10 at 13–32 
weeks

Ferric 
carboxymaltose, 
1000  mg

 Ferrous sul fate, 
60  mg bid

No Maternal ane mia 
(Hb <11) at  
36 weeks

900

IVIDA236 US
NIH

Hb <10 & fer ri tin 
<30 at 24–28 
weeks

Ferric 
derisomaltose, 
1000  mg

 Ferrous sul fate, 
65  mg qdtid

Yes Maternal 
peripartum blood 
trans fu sion

746

IVON37 Nigeria
Gates

Hb <10 at 20–32 
weeks

Ferric 
carboxymaltose, 
1000   mg

 Ferrous sul fate, 
65  mg tid

No Maternal ane mia 
(Hb <11) at  
36 weeks

1056

RAPID IRON38 India
Children 
Investment Fund 
Foundation (UK)

Hb <10 at 13–26 
weeks

Ferric 
carboxymaltose, 
1000  mg

Ferric 
derisomaltose, 
1000  mg

Ferrous sul fate, 
60  mg bid

No Low birth weight
Maternal ane mia 
(Hb <11) at  
30–34 weeks

4320

REVAMP-TT40 Malawi
Gates

Hb <10 at 27–35 
weeks

Ferric 
carboxymaltose, 
1000  mg

 Ferrous sul fate, 
60  mg bid

No Maternal ane mia 
(Hb <11) at  
36 weeks

590
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men ta tion in preg nant peo ple with out ane mia affects peri na tal 
out comes.8 Thus, pro vid ing more than 27 mg of ele men tal iron 
daily for preg nant peo ple with out ane mia is not cur rently the 
stan dard of care.

If performed, eval u a tion for iron defi ciency ane mia dur ing 
preg nancy by obstet ric care pro vid ers is usu ally with serum fer
ri tin only, as it is more eas ily inter pret able com pared with the 
full panel of iron stud ies,3 despite being an acute phase reac tant 
that may vary dur ing nor mal preg nancy due to the phys i o logic 
rise in hepcidin lev els.9 Furthermore, fer ri tin is con sid ered to be a 
more sen si tive and spe cific marker for iron defi ciency than other 
mark ers, includ ing serum iron and trans fer rin sat u ra tion.10,11 How
ever, the WHO and ACOG have dif fer ent thresh olds of serum 
fer ri tin required to diag nose iron defi ciency dur ing preg nancy  
(Table 1). The WHO defi nes iron defi ciency dur ing the first tri
mes ter of preg nancy as serum fer ri tin <15  ng/L,12 whereas ACOG 
defi nes iron defi ciency dur ing preg nancy as a serum fer ri tin 
<30  ng/L in any tri mes ter.3 We use the ACOG diag nos tic thresh
olds for iron defi ciency dur ing preg nancy as the higher fer ri tin 
level has much higher sen si tiv ity (92%) with out a sig nifi  cant 
com pro mise of spec i fic ity (98%).11

Management of iron defi ciency with out ane mia  
dur ing preg nancy
By apply ing ACOG defi  ni tions of iron defi ciency and ane
mia, we can define iron defi ciency with out ane mia dur
ing preg nancy as a serum fer ri tin <30  ng/L but hemo glo bin 
≥11.0  g/dL.3 Currently, ACOG does not rec om mend treat ment 
for iron defi ciency with out ane mia,3 per haps because there 
are no com pel ling data show ing that mater nal iron defi ciency 
is asso ci ated with reduced fetal or neo na tal iron stores or 
adverse child hood neurodevelopmental sequellae.13,14 How
ever, new approaches for eval u at ing iron homeo sta sis have 
prompted a call to change this par a digm.15 Data gen er ated 
from novel iron test ing meth ods have suggested that neo
na tes born to moth ers with lower fer ri tins have sig nifi  cantly 
lower fer ri tins than neo na tes born to moth ers with nor mal 
fer ri tins.16 More research is needed to untan gle the poten tial 
rela tion ship between mater nal iron defi ciency with out ane mia 
and abnor mal neo na tal out comes.

Furthermore, the iron demands of nor mal preg nancy may 
increase the risk of iron defi ciency ane mia later in preg nancy. 
As untreated iron defi ciency ane mia increases the risk of peri
na tal com pli ca tions,17 waiting for iron defi ciency ane mia to 
develop prior to ini ti at ing treat ment may in fact cause harm. 
Data on inter ven tions designed to pre vent the devel op ment 
of iron defi ciency ane mia among preg nant peo ple with iron 
defi ciency and nor mal hemo glo bin remain scant. A recent 
ran dom ized con trolled trial conducted in Denmark com pared 
the effi cacy of a sin gledose (1000  mg) intra ve nous (IV) iron 
(fer ric derisomaltose) with 100  mg daily oral iron (fer rous 
fuma rate) in pre vent ing ane mia among 201 preg nant peo ple 
at 14 to 21 weeks with iron defi ciency (fer ri tin <30  ng/L).18 
Over the 18week fol lowup period, those receiv ing IV iron 
had a higher mean hemo glo bin increase and were less likely 
to develop ane mia com pared with those receiv ing oral iron 
(9% vs 27%; 18% dif fer ence, 95% CI [10%, 25%]).18 There was 
no sig nifi  cant dif fer ence between the 2 groups in treat ment
related adverse events.18 While these results are prom is ing, 
11% of the ana lytic pop u la tion had iron defi ciency ane mia at 
ran dom i za tion. Thus, these results may not be appli ca ble to 
preg nant peo ple with iron defi ciency but not ane mia. More 
highqual ity data are urgently needed to clar ify whether 
treating iron defi ciency with out ane mia dur ing preg nancy 
improves peri na tal out comes.

Treating iron defi ciency ane mia in preg nancy
Unlike the clin i cal conun drum of iron defi ciency with out ane mia 
dur ing preg nancy, iron defi ciency ane mia has been asso ci ated 
with increased rates of cesar ean deliv ery, post par tum depres
sion, and peri na tal blood trans fu sion,17,19,20 the major driver of the 
CDC’s severe mater nal mor bid ity com pos ite qual ity met ric.21 
Iron defi ciency ane mia is also asso ci ated with increased risk 
of low birth weight, pre term birth, and smallforges ta tional
age neo na tes.17,19 Moreover, those who are iron defi cient dur ing 
preg nancy are at risk of deliv er ing irondefi cient neo na tes, who 
them selves are at risk for delayed growth and devel op ment 
even after post na tal iron reple tion.22 Fetalneo na tal iron defi
ciency has been linked to neu ro log i cal impair ments in infants23 
that may per sist into adult hood.22 Animal stud ies have iden ti fied 

Routine testing at first prenatal visit
Presumed iron deficiency anemia (<11 g/dL, normal electrophoresis)

Intravenous iron
Oral placebo capsules once times daily

plus
1000 mg IV ferric derisomaltose 500 ml single infusion

OUTCOMES
Primary: maternal blood transfusion at delivery

Secondary: safety, other maternal outcomes, neonatal outcomes, infant brain myelin 
content and neurodevelopmental scores at 6 and 36 months, cost-effectiveness

RANDOMIZATION

Retest at 24-28 weeks’ gestation
Confirmed moderate-to-severe iron deficiency anemia 

(Hb <10 g/dL and serum ferritin <30 ng/mL)

Oral iron                                            
Oral ferrous sulfate, 90 mg elemental iron once to daily

plus
placebo IV normal saline as 500 ml single infusion

IVIDA234

Figure 1. IVIDA2 trial flowsheet.36
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that iron has a cru cial role in nor mal fetal and post na tal brain 
devel op ment, includ ing myelination, den dritic growth, and syn
apse for ma tion.2426 Thus, there is a clear asso ci a tion between 
untreated iron defi ciency ane mia in preg nancy and longterm 
adverse neurodevelopmental out comes.

Oral ver sus intra ve nous iron for treating iron defi ciency 
ane mia in preg nancy
Iron sup ple men ta tion is recommended for treating iron defi
ciency ane mia dur ing preg nancy, but the opti mal route of deliv
ery remains uncer tain. Oral iron, admin is tered in doses higher 
than found in pre na tal vita mins, is the cur rent stan dard for 
treating iron defi ciency ane mia dur ing preg nancy in the United 
States.3 Ferrous sul fate is the most com monly pre scribed oral 
iron for mu la tion as it is inex pen sive, safe, read ily avail  able, and, 
when tol er ated, effec tive. However, a metaanal y sis of 43 ran
dom ized con trolled tri als reported that up to 70% of patients 
pre scribed oral iron expe ri enced sig nifi  cant gas tro in tes ti nal per
tur ba tion, decreas ing adher ence to ther apy.27 Because higher 
and more fre quent doses have not been shown to improve 
iron uptake but increase adverse med i ca tion effects, lower 
iron doses and alter nateday dos ing have been pro posed to 
treat iron defi ciency ane mia dur ing preg nancy.28,29 Specifically,  
alter natedate oral iron sup ple men ta tion has been shown to 
avoid hepcidin sup pres sion, thereby increas ing oral iron sup ple
men ta tion while likely reduc ing the prev a lence of adverse med
i ca tion effects.30 Though this reg i men is com monly used in parts 
of Europe and the United Kingdom, alter nateday dos ing is not 
yet recommended dur ing preg nancy in the United States.3

Intravenous (IV) iron is another option for treating iron defi
ciency ane mia dur ing preg nancy. IV iron is usu ally admin is tered 
in the sec ond or third tri mes ters, as there are no safety data for 
firsttri mes ter use. All IV iron prod ucts cur rently on the mar ket 
have sim i lar safety and effi cacy.31 Thus, the choice of for mu la tion 
is based on cost and admin is tra tion bur den. Formulations such 
as lowmolec u larweight iron dex tran, fer ric derisomaltose, or 
fer ric carboxymaltose that allow a com plete replace ment dose 
in a sin gle visit are pre ferred to those that require mul ti ple infu
sions such as ferumoxytol or iron sucrose, namely because they 
reduce costs asso ci ated with infu sion and increase like li hood 
that the preg nant per son receives full treat ment for iron defi
ciency ane mia.

ACOG cur rently rec om mends oral iron reple tion as the first
line treat ment for iron defi ciency ane mia dur ing preg nancy, 
stat ing that IV iron “may be con sid ered for those who can not 
tol er ate or do not respond to oral iron or for those with severe 
iron defi ciency later in preg nancy.”3 However, some data sug
gest that IV iron may be supe rior to oral iron in rap idly correcting 
ane mia and iron defi ciency. Two metaana ly ses of ran dom ized 
tri als found that com pared with oral iron, IV iron was asso ci ated 
with sig nifi  cantly higher hemo glo bin level fol low ing ther apy 
among preg nant peo ple with iron defi ciency ane mia.32,33 One 
of these metaana ly ses also eval u ated mater nal and neo na tal 
out comes.33 Among 8 ran dom ized con trolled tri als with these 
spe cific out comes, IV iron was asso ci ated with higher neo na tal 
birth weight (weighted mean dif fer ence 58.25  g [95% CI 5.57  g, 
110.94  g]), higher neo na tal fer ri tin lev els (weighted mean dif fer
ence 21.38  ng/mL [95% CI 5.50  ng/mL, 37.25  ng/mL]), and less 
fre quent adverse effects (rel a tive risk 0.34 [95% CI 0.20, 0.57]) 
and ther apy dis con tin u a tion (0.02% with IV and 2% with oral 

iron).33 However, the pri mary tri als did not assess clin i cally mean
ing ful mater nal or neo na tal out comes and included small sam ple 
sizes (50252).33

After these metaana ly ses were published, two large ran dom
ized con trolled tri als—one in India34 and another in Malawi35— 
were published. In the study from India, preg nant peo ple at 
20 to 28 weeks with a hemo glo bin of 58  g/dL or at 29 to 32 
weeks with a hemo glo bin of 59  g/dL were ran domly assigned 
to receive up to 5 divided doses of IV iron sucrose infu sions or 
oral iron (100  mg ele men tal iron twice daily).34 The pri mary out
come was a mater nal com pos ite out come, defined as one of the 
fol low ing con di tions: post par tum hem or rhage, blood trans fu
sion dur ing and after deliv ery, sep sis, shock, prolonged hos pi tal 
stay and inten sive care unit admis sion, or refer ral to higher cen
ters.34 The results showed no dif fer ence in the pri mary out come, 
seri ous mater nal adverse events, or seri ous fetal and neo na tal 
adverse events.34 However, this study is lim ited by using iron 
sucrose, which required mul ti ple infu sions, resulting in a wide 
range of IV iron doses infused (2001600  mg), and the mean iron 
sucrose dose of 400  mg is sub ther a peu tic for treat ment dur ing 
preg nancy. In addi tion, this study is lim ited by the fact that the 
pri mary com pos ite out come includes mul ti ple con di tions not 
directly asso ci ated with ane mia, such as sep sis.34

In the study from Malawi, preg nant peo ple at 13 to 26 weeks 
with a hemo glo bin of less than 10.0  g/dL and neg a tive malaria 
rapid diag nos tic test were ran dom ized to a sin gle dose of up to 
1000  mg of fer ric carboxymaltose or oral iron (60 mg ele men tal 
iron twice daily for 90 days).35 The pri mary out come was ane
mia at 36 weeks’ ges ta tion (defined as hemo glo bin <11.0  g/dL), 
and the pri mary neo na tal out come was birth weight. There was 
no dif fer ence in the pri mary out come—or in rates of ane mia or 
mod er atetosevere ane mia 4 weeks posttreatment, at deliv ery, 
or 4 weeks post par tum—or pri mary neo na tal out come and no 
sig nifi  cant dif fer ence in adverse events.35 However, those ran
dom ized to fer ric carboxymaltose had lower rates of iron defi
ciency and iron defi ciency ane mia (defined as ane mia with a 
fer ri tin <15  mg/L or <30  mg/L if Creac tive pro tein >5  mg/L) at 
36 weeks’ preg nancy, birth, and 4 weeks’ post par tum com pared 
with those ran dom ized to oral iron. Importantly, only approx i ma
tely 40% of the study sam ple had iron defi ciency ane mia, with 
a median fer ri tin at ran dom i za tion slightly less than 30  mg/L, 
suggesting that approx i ma tely half of those ran dom ized did not 
have iron defi ciency. Of note, sub group ana ly ses lim it ing the ana
lytic pop u la tion to those with iron defi ciency or iron defi ciency 
ane mia at ran dom ized dem on strated no dif fer ence in mater nal 
ane mia at 36 weeks’ ges ta tion or neo na tal birth weight. In addi
tion, those ran dom ized to oral iron were pre scribed treat ment 
for only 90 days after ran dom i za tion,35 which does not align with 
ACOG rec om men da tions to con tinue oral iron sup ple men ta tion 
until deliv ery.3

There is, there fore, an urgent need for a study to test the clin
i cal effec tive ness, safety, and costeffec tive ness of IV iron on clin
i cally rel e vant mater nal and neo na tal out comes among preg nant 
peo ple with iron defi ciency ane mia. Our group and oth ers are 
conducting such tri als.3640 In our trial, the only mul ti cen ter, pla
cebocon trolled, dou bleblinded ran dom ized con trolled trial, 746 
preg nant peo ple with mod er atetosevere iron defi ciency ane mia 
(hemo glo bin <10  g/dL and fer ri tin <30  ng/mL) at 24 to 28 weeks’ 
ges ta tion are ran dom ized 1:1 to either a sin gle 1000  mg dose of 
intra ve nous fer ric derisomaltose and oral pla cebo (1 to 3 times 
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daily) or a sin gle pla cebo infu sion with 1 to 3 times daily 325  mg 
fer rous sul fate tab lets containing 65 mg of ele men tal iron.36 The 
pri mary out come is peripartum blood trans fu sion, defined as 
blood trans fu sion from deliv ery to 7 days post par tum. This pri
mary out come is clin i cally mean ing ful and plau si ble. In our pilot 
ran dom ized trial, there was a 100% reduc tion in blood trans fu
sion among preg nant peo ple with iron defi ciency ane mia treated 
with IV iron com pared with oral iron (0% vs 15%).41 Secondary out
comes include adverse med i ca tion reac tions, mater nal and neo
na tal hema to logic indi ces, and off spring neurodevelopment as 
mea sured via nonsedated MRI and neuro developmental assess
ment at 6 months of life. Results from this and the other ongo ing 
tri als will help define the opti mal route of iron reple tion among 
preg nant peo ple with iron defi ciency ane mia.

Summary
Anemia is com mon dur ing preg nancy, and while most causes 
are phys i o logic, the most com mon path o logic cause is iron 
defi ciency. ACOG rec om mends con fir ma tion of iron defi ciency 
ane mia with iron stud ies when ane mia is diag nosed dur ing preg
nancy but acknowl edges that pre sump tive treat ment for sus
pected iron defi ciency ane mia is com mon in prac tice. Currently 
ACOG does not rec om mend treating iron defi ciency with out 
ane mia dur ing preg nancy. Though the ben e fits of treating iron 
defi ciency ane mia dur ing preg nancy are clear, the opti mal route 
of iron reple tion remains uncer tain. Results of ongo ing large ran
dom ized tri als will help define the opti mal route of iron treat ment 
for preg nant patients diag nosed with iron defi ciency ane mia.
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