
AVOIDING 
TREATMENT 
FAILURE 
WITH IRON 
SUPPLEMENTATION

INTRODUCTION
The purpose of this paper is to inform women, healthcare 
professionals and birth workers of the importance of iron 
during pregnancy, treatment failure with traditional iron 
supplementation and why low dose iron during pregnancy 
could become the best preventative measure to avoid lapsed 
usage. It provides quotes, data driven information and offers 
solutions that enable healthcare professionals and women to 
take ownership of their health throughout pregnancy 
and beyond.

BACKGROUND 
In general, iron deficiency anaemia (IDA) is more likely in 
women of reproductive age because of menstrual blood loss. 
The challenges of pregnancy also markedly increases the risk 
of iron deficiency in this cohort.1 Anaemia is the most common 
nutritional disorder in pregnancy.2 An iron-deficient diet in 
pregnancy is common and may compound the problem.3 There 
is a 2-3 fold increase in requirement of iron and 10-20 fold 
increase in folate requirement in pregnancy.

The WHO Global health repository data describes largely 
unchanged rates of anaemia in pregnancy over time with rates 
of 41% in 2000 dropping to only 37% in 2019.4 In the UK, the 
prevalence of anaemia was found to be 24% in a multicentre 
national study.5 Anaemia in pregnancy has been associated with 
increased maternal mortality and postpartum haemorrhage 
risk globally. The signs and symptoms are often non-specific 
with tiredness being the most common. Women may also 
experience weakness, headaches, palpitations, dizziness, 
dyspnoea and hair loss. Postpartum anaemia has been linked to 
fatigue, impaired cognition, lactation failure, early cessation of 
breastfeeding and there is a growing body of evidence linking 
postpartum anaemia with depression.6

For the infant, maternal IDA is a recognised risk factor for 
preterm labour, low birthweight, and small-for-gestational-age 
(SGA) neonates. It is also associated with increased perinatal 
and neonatal mortality as well as long-term measurable deficits 
in neurodevelopment.7

RECOMMENDATIONS

Achieving 60mg of iron intake through diet alone can 
be particularly difficult, especially for mums experiencing 
food aversions.

Pregnant women should be offered screening for anaemia. In 
line with the National Institute for Health and Care Excellence 
(NICE) screening for anaemia should be offered at booking and 
at 28 weeks, with an additional full blood count at 20–24 weeks 
for women with multiple pregnancies. This allows enough time 
for treatment prior to birth if anaemia is detected.

Pregnancy anaemia can be asymptomatic and may be diagnosed 
following routine screening. A serum ferritin level may also 
support clinicians to identify those mothers more at risk of 
developing IDA, enabling earlier intervention and advice 
regarding options for low dose oral iron.

TREATMENT
Oral iron is often the preferred first-line treatment for iron 
deficiency. It is currently recommended to take 100-200mg of 
elemental iron / day. Parenteral iron is indicated when oral iron 
is not tolerated or absorbed, if patient compliance is in doubt or 
if the woman is approaching term and there is insufficient time 
for oral supplementation to be effective.10 Treatment with IV 
iron requires admission, poses risk and is costly and invasive.

The common side effects of iron supplementation such as 
stomach pain, nausea, constipation and dark or black poo, have 
become normalised, even in maternity settings. However these 
side effects are far from desirable or even tolerable for mums 
to put up with. Therefore, it is important to consider other 
options and preventative measures to ensure mothers do not 
become anaemic and need to endure such side effects 
or invasive treatment.
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Current recommendations for iron intake 
and screening:
Iron intake recommendations vary between 
organisations:

• CDC Recommend 27mg Iron daily in pregnancy 8

• WHO Recommend 30-60 mg 9
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In the UK, the prevalence 
of anaemia was found to 
be 24% in a multicentre 
national study.5



Lapsed usage is the most common reason for treatment with 
IV iron. Up to 50% of patients are thought to discontinue iron 
supplements because of adverse effects.11 Pregnancy is already 
associated with many unpleasant symptoms including nausea or 
vomiting, stomach discomfort or heartburn and constipation.

Women regularly require support and or medication to 
manage symptoms of pregnancy, and the side effects of iron 
supplementation may compound these already unpleasant 
symptoms. An expectation of mothers to take medication as 
prescribed, whilst they contend with such discomfort, may not 
be realistic, achievable or fair for mums. One study confirmed 
that pregnant women were more likely to report side effects 
when taking daily iron supplements than controls (25.3% 
versus 9.9%), particularly at doses of 60mg or more of 
elemental iron.13

The treatment dosage of oral iron is increased depending on 
the severity of anaemia. Leading to a separate challenge, the 
more anaemic a woman becomes, the more treatment she will 
require but is possibly unable to withstand. The higher and more 
frequent the dose the more likely it is that she will experience 
symptoms, as adverse effects are dose dependent.14 Because 
iron absorption from oral supplements tends to be low, higher 
doses increase side effects due to excess iron remaining in the 
GI tract.15 This leads to a vicious stop-start cycle, and ultimately 
treatment failure.

A systematic review comparing intermittent versus daily iron 
supplementation showed that intermittent supplementation 
produced a similar risk of anaemia at term, prematurity and low 
birthweight babies, but was associated with fewer side effects.16

PROPOSED SOLUTION 
Early intervention through preventative measures could be 
instrumental in avoiding treatment failure. IDA is progressive 
and can be prevented. And so early intervention with lower 
dose iron may reduce lapsed usage, discomfort for women 
and aids in avoiding more invasive treatment. Active Iron 
is highly absorbed compared to other iron supplements,17 
making it gentle on the stomach. Recent clinical data shows 
that patients taking Active Iron were 4 times more likely 
to be compliant versus previous oral iron.18 It is clinically 
proven to increase ferritin levels by 94% within 6 weeks, and 
significantly increases energy levels.18 Checking serum ferritin 
may help to identify those more at risk and allow for earlier 
intervention. Currently, UK guidelines do not recommend iron 
supplementation during pregnancy, unless clinically advised.19 
Conversations with mums about their iron intake alongside 
preventive measures in the form of early intervention with 
low dose iron should be considered.

CONCLUSION
Preventative supplementation and early intervention encourages 
maintenance of iron levels throughout pregnancy and may avoid 
progression to IDA and the need for unpleasant high dose oral iron 
or costly IV iron. Use of low dose iron may also preclude the risk of 
pregnant mothers experiencing a range of unpleasant symptoms. 
When women experience healthier pregnancies there are better 
outcomes for both mothers and babies.

This paper was written with the hope that healthcare professionals 
can use it to provide consistent and high-quality care, whilst taking 
into consideration each family’s individual situation and needs, in 
order to reduce the impacts of anaemia during pregnancy and the 
postnatal period to support families in this new phase.
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Preventative supplementation 
and early intervention encourages 
maintenance of iron levels 
throughout pregnancy and may 
avoid progression to IDA.
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