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Nutrition plays an important role in the growth and
development of the fetus. Studies of the nutritional
status of pregnant women during the Dutch famine

revealed increased risks of infertility, abortion, fetal intra-
uterine growth restriction and perinatal mortality among

malnourished women.1 In many parts of the world, a similar
situation exists for many pregnant women with respect to
nutrition. Overall, the diet of pregnant women has been re-
ported to be deficient in calories and micronutrients.2 Both
macro- and micronutrients are important for a woman to
sustain pregnancy and for appropriate growth of the fetus.

On the basis of a systematic review performed in 2005, the
World Health Organization currently recommends iron–folic
acid supplementation for all pregnant women.3,4 The review
reported that multimicronutrient supplementation during
pregnancy was more efficacious than 2 or fewer micronutrients
in reducing the rates of low birth weight and small-for-
gestational-age births. However, when multimicronutrients
were compared with iron–folic acid supplementation, no evi-
dence of a difference was noted.5 Further research in this area
was encouraged because information was derived from a few
reports. Since then, several randomized controlled trials have
evaluated the efficacy of multimicronutrients and have reported
varied results. With advancement in our knowledge from re-
cently reported trials,6 we conducted a systematic review and
meta-analysis of the efficacy of supplementation with multimi-
cronutrients during pregnancy in reducing the rates of low birth
weight, preterm birth and small-for-gestational-age births com-
pared with placebo or iron–folic acid supplementation.

Methods

We conducted this systemic review to examine whether sup-
plementation with multimicronutrients during pregnancy re-
duces the risk of low birth weight, preterm birth and small-for-
gestational-age births compared with placebo and compared
with iron–folic acid supplementation.

Literature search
We searched MEDLINE, EMBASE, CINAHL and the
Cochrane Library (from their inception to Dec. 15, 2008) for
all relevant studies without language restriction. The search
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Background: Reduced intake of micronutrients during
pregnancy exposes women to nutritional deficiencies and
may affect fetal growth. We conducted a systematic re-
view to examine the efficacy of prenatal supplementation
with multimicronutrients on pregnancy outcomes.

Methods: We searched MEDLINE, EMBASE, CINAHL and
the Cochrane Library for relevant articles published in Eng-
lish up to December 2008. We also searched the bibliogra-
phies of selected articles as well as clinical trial registries.
The primary outcome was low birth weight; secondary
outcomes were preterm birth, small-for-gestational-age
infants, birth weight and gestational age.

Results: We observed a significant reduction in the risk of
low birth weight among infants born to women who re-
ceived multimicronutrients during pregnancy compared
with placebo (relative risk [RR] 0.81, 95% confidence inter-
val [CI] 0.73–0.91) or iron–folic acid supplementation (RR
0.83, 95% CI 0.74–0.93). Birth weight was significantly
higher among infants whose mothers were in the multimi-
cronutrient group than among those whose mothers re-
ceived iron–folic acid supplementation (weighted mean
difference 54 g, 95% CI 36 g–72 g). There was no signifi-
cant differences in the risk of preterm birth or small-for-
gestational-age infants between the 3 study groups.

Interpretation: Prenatal multimicronutrient supplementation
was associated with a significantly reduced risk of low birth
weight and with improved birth weight when compared
with iron–folic acid supplementation. There was no signifi-
cant effect of multimicronutrient supplementation on the
risk of preterm birth or small-for-gestational-age infants.
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terms used for MEDLINE are reported in Appendix 1 (avail-
able at www.cmaj.ca/cgi/content/full/cmaj.081777/DC3);
they were modified according to database requirements. We
reviewed the bibliographies of the identified articles to locate
further eligible studies. In addition, we searched 20 clinical
trial registries (Appendix 2, available at www.cmaj.ca/cgi
/content/full/cmaj.081777/DC3), abstracts of the last 2 years
from conferences of the Society of Maternal and Fetal Medi-
cine and the Society of Obstetricians and Gynaecologists of
Canada, and Google ScholarTM for ongoing or completed trials.

Study selection and validity assessment
We included randomized and quasi-randomized trials (ran-
domization based on possible identifiers such as date of birth,
hospital number or day of the week) that explored the effi-
cacy of supplementation with multimicronutrients during
pregnancy and reported any of the outcomes of interest. We
included only information available from publications and did
not contact primary authors for additional data. 

We included studies in which women received multimicronu-
trient supplementation at any time during pregnancy. A previous
systematic review5 had excluded studies of patients who were
HIV positive because of concerns over their background nutri-
tional status. To improve the generalizability of our findings, we
included all populations. We planned sensitivity analyses with
data for all patients and with data for HIV-positive women.

We included studies that compared multimicronutrient
supplementation with placebo or with iron–folic acid supple-
mentation. We did not restrict the selection of trials on the ba-
sis of the specific combination or number of micronutrients.
We anticipated that most studies would have used the recom-
mended dietary allowance of individual micronutrients. We
planned subgroup analyses to assess the effects of studies in
which supplementation of most of the micronutrients were in
doses higher or lower than the recommended dietary al-
lowance. Studies of supplementation that started at any time
during pregnancy and for any length of time were included.
We planned a subgroup analysis to assess the effect of when
supplementation was started (before or after 20 weeks’ gesta-
tion). We report on compliance with supplementation as de-
scribed by the authors of the studies.

We excluded studies in which prepared food containing
macro- and micronutrients was given rather than a unique
supplement of micronutrients. We also excluded studies in
which the outcomes were not clearly defined. We reviewed
studies published only as abstracts and included them only if
quality assessment could be completed from the given infor-
mation. Studies for which quality could not be determined
were excluded. We excluded letters, commentaries, reviews
and editorials if they did not contain original data.

One of us (P.S.S.) scanned the titles and abstracts of the
articles initially. Selected articles were retrieved in full; both
of us (P.S.S. and A.O.) assessed them for eligibility. We re-
solved discrepancies by consensus.

Outcome measures
The primary outcome of interest was the incidence of low
birth weight (< 2500 g). Secondary outcomes were preterm

birth (birth before 37 weeks’ gestation), small-for-gestational-
age infants (< 10th centile for gestational age or > 2 standard
deviations below the mean for gestational age), birth weight
(in grams) and gestational age (in weeks).

Methodologic quality
Both of us (P.S.S. and A.O.) independently assessed the
methodologic quality of the studies using a predefined checklist,
as suggested for the Cochrane Database of Systematic Reviews7

(see Appendix 3, available at www.cmaj.ca/cgi/content/full
/cmaj.081777/DC3). We resolved discrepancies by consensus.

We assessed statistical heterogeneity using the Cochran Q
test and by calculating I2 values. Clinical heterogeneity was
assessed for timing of supplementation, methodologic quality
of the studies and characteristics of the study populations. We
assessed publication bias using the funnel plot method.

Data extraction and synthesis
Two of us (P.S.S. and A.O.) extracted data from each eligible
study using data-collection forms. We resolved discrepancies by
consensus. The original data were not modified. At times, calcu-

Abstracts of potentially relevant 
citations reviewed 

n = 834 

Citations retrieved 
for detailed evaluation 

n = 27 

Studies included 
in systematic review 

n = 13 

Studies included in meta-analyses
•  Low birth weight  n = 12 
•  Preterm delivery  n = 10 
•  Small for gestational age  n = 6 

Excluded  n = 807
• No outcome data  n = 15 
• Not relevant  n = 792 

Excluded  n = 14
•  Not a randomized controlled  
    trial  n = 2 
•  Study of dietary supplement  n = 3 
•  No outcomes of interest  n = 3 
•  Study of fortified milk  n = 1 
•  Unclear description of  
    micronutrients  n = 1 
•  Letter to editor  n = 1 
•  Interim report  n = 1 
•  Report of childhood outcomes  n = 1 
•  Ongoing study  n = 1 

Figure 1: Selection of studies for meta-analysis of the effect of
prenatal supplementation with multimicronutrients on preg-
nancy outcomes.
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lations were required from available data for the meta-analysis.
For binary outcome variables (low birth weight, preterm

birth and small for gestational age), we calculated the relative
risks (RRs), risk differences and numbers needed to benefit
and to harm, as well as respective 95% confidence intervals
(CIs). For continuous measures (birth weight and gestational
age), we calculated the mean differences or standardized
mean differences as appropriate. Weighting of the studies in
the meta-analyses was calculated based on the inverse vari-
ance of the study. We expected clinical and statistical hetero-
geneity among the studies. Thus, we used the random-effect
model for meta-analyses because it accounts for random vari-
ability both within and among studies. We planned sensitivity
analyses to assess the effects of the quality of the studies on
the results. No adjustment for multiple analyses was made.

Results

Literature search
We identified 13 trials (8 randomized trials, 1 factorial ran-
domized trial and 4 cluster-randomized trials) of prenatal
multimicronutrient supplementation for inclusion in the meta-
analysis (Figure 1).8–20 We excluded 14 reports (the reasons
for exclusion are given in Appendix 4, available at www.cmaj
.ca/cgi/content/full/cmaj.081777/DC3).

Study participants and interventions
The baseline characteristics of the women in the included
studies and the timing of initiation of micronutrient supple-
mentation are reported in Table 1 of the the full-text version
of this article (available at www.cmaj.ca/cgi/content/full
/cmaj.081777). The composition of micronutrients in the dif-
ferent studies is reported in Table 1 of this article and online

Appendix 5 (available at www.cmaj.ca/cgi/content/full/cmaj
.081777/DC3).

Methodologic quality
The results of our assessment of the risk of bias among in-
cluded studies and compliance rates are reported in Appendix
6 (available at www.cmaj.ca/cgi/content/full/cmaj.081777
/DC3). All of the studies were of high quality.

Outcomes
Details of the outcomes reported in the individual studies are
reported in Appendix 7 (available at www.cmaj.ca/cgi/content
/full/cmaj.081777/DC3).

Twelve of the studies reported on the outcome of low birth
weight (Figure 2). Four compared multimicronutrient supple-
mentation with a placebo (n = 6097) and 10 compared it with
iron–folic acid supplementation (n = 29 889); 2 studies reported
on both comparisons. The risk of low-birth-weight infants was
significantly lower among women given multimicronutrients
than among those given placebo (RR 0.81, 95% CI 0.73 to 0.91;
risk difference –0.03, 95% CI –0.05 to –0.01; number needed to
benefit 33, 95% CI 20 to 100). The same was true for the com-
parison with iron–folic acid supplementation (RR 0.83, 95% CI
0.74 to 0.93; risk difference –0.02, 95% CI –0.03 to –0.01; num-
ber needed to benefit 50, 95% CI 33 to 100).

Ten studies reported on preterm birth as an outcome meas-
ure (Figure 3). Three studies compared multimicronutrient
supplementation with placebo and 9 compared it with iron–
folic acid supplementation; 2 studies reported on both com-
parisons. The risk of preterm birth was not significantly lower
among women given multimicronutrient supplementation
during pregnancy than among those given placebo or iron–
folic acid supplementation.

Table 1: Composition of micronutrients in studies included in the meta-analysis 

Study 
Vitamin A,

IU 
Vitamin B1, 

mg 
Vitamin B6, 

mg 
Folic acid, 

mg 
Zinc, 
mg 

Iron, 
mg 

Copper, 
mg 

Total no. of 
micronutrients*

Christian et al.,9 2003 1000 1.6 2.2 400 30 60 2.0 16 

Fawzi et al.,10 1998 5000 20 25 800 – – – 10 

Fawzi et al.,8 2007  20 25 800 – – –   8 

Friis et al.,11 2004 3000 1.5 2.2 – 15 – 1.2 13 

Gupta et al.,12 2007 2500 1.0 1.0 150 15 10 2 28 

Hininger et al.,13 2004  1.4 – 200 15   12 

Kaestal et al.,14 2005 
(micronutrient-1) 

  800 1.4 1.9 400 15 30 2 15 

Kaestal et al.,14 2005 
(micronutrient-2)  

1600 2.8 3.8 800 30 30 4 15 

Osrin et al.,15 2005 2640 1.4 1.9 400 15 30 2 15 

Ramakrishnan et al.,16 2003 2150 0.93 1.94 215 12.9 62.4 – 13 

Roberfroid et al.,17 2008 2640 1.4 1.9 400 15 30 2 15 

Shankar et al.,18 2008 2640 1.4 1.9 400 15 30 2 14 

Zagre et al.,19 2007 2640 1.4 1.9 400 15 30 2 15 

Zeng et al.,20 2008 2640 1.4 1.9 400 15 30 2 15 

*A detailed description of other micronutrients in each study appears in Appendix 5 (available at www.cmaj.ca/cgi/content/full/cmaj.081777/DC3). 
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Six studies reported on the risk of small-for-gestational-
age infants (Figure 4). Three studies compared multimicronu-
trient supplementation with placebo and 5 compared it with
iron–folic acid supplementation; 2 studies reported on both
comparisons. There was no statistically significant reduction
in the risk of this outcome among women given multimi-
cronutrient supplementation compared with women given
placebo or iron–folic acid supplementation.

Results of our meta-analysis concerning birth weight and
gestational age appear in the full-text version of this article
(available at www.cmaj.ca/cgi/content/full/cmaj.081777).

Heterogeneity and publication bias
Clinical heterogeneity among the studies is described in
Table 1 of the full-text version of this article (available at
www.cmaj.ca/cgi/content/full/cmaj.081777). There was mod-
erate statistical heterogeneity for low birth weight (I2 =
55%–64%) but not for preterm birth (I2 = 0%).

Visual inspection of the funnel plot suggested publication
bias for the outcomes low birth weight and preterm birth for
studies of small effect size showing both positive and negative
results (Appendix 8, available at www.cmaj.ca/cgi/content/full
/cmaj.081777/DC3). We believe that this bias is unlikely to
change the overall results, since the majority of included stud-
ies were of high quality and precision. However, this should
be interpreted with caution in face of heterogeneity in studies.21

Subgroup and sensitivity analyses
In a subgroup analysis based on the timing of initiation of sup-
plementation, we found no difference in the risk of low-birth-
weight infants when multimicronutrient supplementation was
compared with iron–folic acid supplementation (RR 0.89,
95% CI 0.72 to 1.08 for initiation before 20 weeks’ gestation;
RR 0.80, 95% CI 0.69 to 0.91 for initiation anytime after 12
weeks’ gestation). However, the majority of the studies in the
later category had entry criteria of 12–27 weeks’ gestation. 

We found that the effect of multimicronutrient supplemen-
tation was more pronounced for low-birth-weight and small-
for-gestational-age infants in randomized trials (low birth
weight: RR 0.74, 95% CI 0.62 to 0.89; small for gestational
age: RR 0.82, 95% CI 0.73 to 0.92) than in cluster random-
ized trials (low birth weight: RR 0.91, 95% CI 0.82 to 1.02;
small for gestational age: RR 0.98, 95% CI 0.84 to 1.14).

We performed a post-hoc stratified analysis to identify an ef-
fective minimal composition of micronutrients that can be sug-
gested for practical use and to explore heterogeneity in the com-
position of micronutrients. We selected a group of studies that
used a homogeneous combination of water and fat-soluble vita-
mins and minerals (vitamin A ≥ 2640 IU, vitamin D ≥ 200 IU,
vitamin E ≥ 10 mg, vitamin B1 ≥ 1.4 mg, folic acid ≥ 400 μg, vi-
tamin C ≥ 70 mg, zinc ≥ 15 mg and iron ≥ 30 mg). We observed
a reduction in the risk of low-birth-weight infants in this sub-
group analysis (RR 0.85, 95% CI 0.78 to 0.93, I2 = 0%). Despite

Relative risk (95% CI)

lortnoCstneirtunorciMydutS
Relative risk 

(95% CI)

Study group, n/N

0.5 0.7 1.0 1.5 2.0

0.81 (0.71–0.93)297/685249/705Christian et al., 20039

0.81 (0.58–1.12)51/37383/750Kaestel et al., 200514

0.96 (0.58–1.58)28/31527/318Ramakrishnan et al., 200316

0.76 (0.55–1.06)82/1 54557/1 406Zeng et al., 200820

0.81 (0.73–0.91)458/2 918416/3 179Overall

Micronutrients v. placebo

Micronutrients v. iron–folic acid supplementation

Favours 
micronutrients 

Favours 
control

1.03 (0.89–1.19)218/635249/705Christian et al., 20039

0.55 (0.38–0.81)62/39036/410Fawzi et al., 19988

0.83 (0.72–0.96)368/3 929306/3 937Fawzi et al., 200710

0.84 (0.59–1.18)62/54254/564Friis et al., 200411

0.83 (0.74–0.93)1 692/14 7151 498/15 174Overall

0.38 (0.21–0.67)31/7212/74Gupta et al., 200712

0.75 (0.60–0.94)133/523101/529Osrin et al., 200515

0.94 (0.71–1.25)82/52677/526Roberfroid et al., 200817

0.85 (0.76–0.96)567/5 406510/5 695Shankar et al., 200818

0.86 (0.66–1.12)103/1 22296/1 328Zagre et al., 200719

0.90 (0.64–1.28)66/1 47057/1 406Zeng et al., 200820

Figure 2: Random-effect meta-analysis of the risk of low-birth-weight infants among women given multimicronutrient supplementa-
tion versus control (placebo or iron–folic acid supplementation) during pregnancy. Values less than 1.0 indicate decreased risk of out-
come with multimicronutrient supplementation. Note: CI = confidence interval.
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the exclusion of studies that did not satisfy one or more criteria,
we found no clear discernible pattern to indicate that one or more
micronutrients in addition of iron and folic acid would suffice.

When we examined results for women with known HIV in-
fection from 2 studies (n = 1160), we found no evidence of a dif-
ference in the risk of low-birth-weight infants between women
given multimicronutrient supplementation and those given iron–
folic acid supplementation (RR 0.73, 95% CI 0.40 to 1.33).

Interpretation

In this systematic review, we identified a significantly re-
duced risk of low-birth-weight infants among women given
multimicronutrient supplementation during pregnancy com-
pared with women given placebo or iron–folic acid supple-
mentation. The birth weight of infants was 54 g higher on av-
erage among those whose mothers were given micronutrients
than among those whose mothers received iron–folic acid
supplementation. We found no evidence of a significant dif-
ference in the risk of preterm birth or small-for-gestational-
age infants between the study groups.

There was a certain degree of clinical and statistical hetero-
geneity among the studies included in the meta-analysis. This
was not beyond what one could have predicted from the out-
set. The most important aspects of heterogeneity were the un-
derlying population and the time of onset of supplementation.

The included trials were of very good quality. Although
they all had missing data for birth outcomes for a proportion

of patients, the results were unlikely affected because the
numbers with missing data were small and were proportion-
ally distributed. In some studies, the micronutrient supple-
mentation was started at the earliest detection of pregnancy,
whereas in other studies it was started as late as in the third
trimester. One might have expected stronger evidence of a
difference in outcomes with supplementation started before
20 weeks’ gestation; however, Shankar and associates18 re-
ported a higher efficacy in terms of reduced infant mortality
among participants whose supplementation was initiated in
their third trimester. Our subgroup analyses did not reveal an
advantage with earlier initiation of supplementation; however,
the number of studies in each subgroup was small, and there
was overlap of the timing of initiation in various studies. 

Variation in the composition of micronutrients between
the studies was minor except in the study by Fawzi and col-
leagues,10 in which the amount of certain micronutrients was
significantly higher than the recommended dietary allowance
(Table 1). Our exploratory post-hoc analyses to identify the
minimum number of additional nutrients that can be added to
an iron–folic acid supplement to identify beneficial effects re-
vealed a combination rather than a particular ingredient that
may be essential to observe benefit. However, these results
were from a subset of studies that assessed virtually identical
compositions of micronutrients. Post-hoc exploration to as-
sess heterogeneity in the treatment effect revealed that treat-
ment effect had no relation with consistent pattern of inclu-
sion or exclusion of vitamin A or zinc, or with particular

Relative risk (95% CI)
0.5 0.7 1.0 1.5 2.0

lortnoCstneirtunorciMydutS
Relative risk 

(95% CI)

Study group, n/N

1.01 (0.82–1.24)140/685145/704Christian et al., 20039

1.14 (0.65–2.01)21/32124/321Ramakrishnan et al., 200316

0.85 (0.64–1.14)102/1 66678/1 494Zeng et al., 200820

0.97 (0.82–1.13)263/2 672247/2 519Overall

Micronutrients v. placebo

Micronutrients v. iron–folic acid supplementation

Favours 
micronutrients 

Favours 
control

0.89 (0.73–1.09)146/633145/704Christian et al., 20039

0.86 (0.68–1.09)106/39096/410Fawzi et al., 19988

1.02 (0.92–1.12)666/4 003676/3 993Fawzi et al., 200710

0.83 (0.63–1.08)99/54285/564Friis et al., 200411

0.99 (0.96–1.03)4 883/22 4024 950/22 790Overall

0.97 (0.06–15.26)1/721/74Gupta et al., 200712

0.87 (0.60–1.26)54/56847/571Osrin et al., 200515

1.06 (0.80–1.40)81/60486/607Roberfroid et al., 200817

1.00 (0.96–1.04)3 654/14 0533 736/14 373Shankar et al., 200818

1.06 (0.78–1.44)76/1 53778/1 494Zeng et al., 200820

Figure 3: Random-effect meta-analysis of the risk of preterm birth among women given multimicronutrient supplementation versus
control (placebo or iron–folic acid supplementation) during pregnancy. Values less than 1.0 indicate decreased risk of outcome with
multimicronutrient supplementation. Note: CI = confidence interval.
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doses of vitamin A or zinc. We explored these 2 ingredients
only because other ingredients of interest were present in sim-
ilar doses in most formulations of micronutrients.

Our findings differ substantially from those reported previ-
ously.4,5 Haider and Bhutta5 concluded that the evidence was
not adequate to replace the current global strategy of iron–folic
acid supplementation with multimicronutrient supplementation.
Our findings showed that multimicronutrient supplementation
was more efficacious than iron–folic acid supplementation in
reducing the incidence of low birth weight and in improving
birth weight. However, the collection of data differed slightly
between the reviews. We included the study by Fawzi and col-
leagues,10 which had been excluded by Haider and Bhutta.5

They included a study from Pakistan that we did not include
because we could not locate a peer-reviewed article or any
other reference for the study. We incorporated new findings
from 7 recently completed randomized trials in different coun-
tries. We were unable to match some of the numbers for the
outcomes included in the Haider and Bhutta review for the
study by Christian and colleagues.9 We used methods for our
meta-analyses that were similar to those used by Haider and
Bhutta. As well, we searched clinical trial registries exten-
sively. The variation in multimicronutrient compounds used in
the studies was relatively greater in studies conducted before
2003 (those included in Haider and Bhutta’s review) than in
more recent studies included in our review. This was because
micronutrient supplementation during pregnancy was high-
lighted as a research priority and was subsequently investigated
with a rather similar approach at the suggestions of UNICEF.

One of the criticisms of any health intervention that is multi-
component in nature is not knowing with certainty which of the
components works. It will be difficult to tease out which com-

ponents of multimicronutrient supplementation were responsi-
ble for the improvement in low birth weight that we observed.
Therefore, it is not unreasonable to recommend a composite of
micronutrients for supplementation because it would be impos-
sible to identify and target individual deficiencies in every
pregnant women. The effect of multimicronutrient supplemen-
tation on birth weight was relatively smaller than the effect on
low birth weight. However, supplementation probably affected
infants at a borderline weight around the cutoff of 2500 g.

With the possibility of reducing the incidence of low birth
weight by 17%, as shown in our meta-analysis, we believe that
providing pregnant women with multimicronutrient supplemen-
tation offers the highest possible return for the investment. Cur-
rent estimates indicate that 15.5% of about 133 million births
worldwide each year are of low-birth-weight infants. We esti-
mate that 75 million births occur in developing countries, where
mothers at best receive iron–folic acid supplementation. If all of
these women were given multimicronutrient supplementation,
our most conservative calculations indicate that about 1.5 mil-
lion (95% CI 0.75 million to 2.25 million) births of low-birth-
weight infants could be averted worldwide every year.

Strengths and limitations
The strengths of this systematic review include a focused ques-
tion, an extensive literature search, a large sample of the studied
population, inclusion of studies from various parts of the world
and the precision of the results. Limitations include clinical het-
erogeneity in the studies, including the timing and duration of
supplementation, the composition of micronutrients and the
characteristics of the study populations. All of these features
could have an impact on pregnancy outcomes. Further studies
are needed to differentiate effects from these perspectives.

lortnoCstneirtunorciMydutS
Relative risk 

(95% CI)

Study group, n/N

0.92 (0.84–1.01)402/685379/704Christian et al., 200312

0.56 (0.39–0.81)66/39039/410Fawzi et al., 19985

0.93 (0.80–1.09)280/1 545238/1 406Zeng et al., 200823

0.85 (0.71–1.02)748/2 620656/2 520Overall

Micronutrients v. placebo

Micronutrients v. iron–folic acid supplementation

Favours 
micronutrients 

Favours 
control

1.04 (0.94–1.15)327/633379/704Christian et al., 200312

0.78 (0.69–0.88)523/3 823407/3 827Fawzi et al., 200713

0.72 (0.47–1.11)31/7223/74

0.89 (0.77–1.01)1 372/6 5101 241/6 529Overall

Gupta et al., 200715

0.90 (0.77–1.05)213/512194/518Roberfroid et al., 200820

0.90 (0.77–1.05)278/1 470238/1 406Zeng et al., 200823

Relative risk (95% CI)
0.5 0.7 1.0 1.5 2.0

Figure 4: Random-effect meta-analysis of the risk of small-for-gestational-age infants among women given multimicronutrient supple-
mentation versus control (placebo or iron–folic acid supplementation) during pregnancy. Values less than 1.0 indicate decreased risk of
outcome with multimicronutrient supplementation. Note: CI = confidence interval.
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Implications for practice and research
Potential implications for practice include the need to ensure
that pregnant women receive multimicronutrient supplemen-
tation during the prenatal period. The current strategy recom-
mended by the World Health Organization of providing only
iron–folic acid supplementation to pregnant women needs to
be challenged in light of the evidence from our review.

Further research is needed to answer certain critical ques-
tions. Will a reduction in the risk of low-birth-weight infants
associated with multimicronutrient supplementation result in an
overall reduction in mortality and related complications among
these children? Does multimicronutrient supplementation lead
to improved neurodevelopmental outcomes? Do we need dif-
ferent approaches for different populations based on their un-
derlying nutritional status? Will multimicronutrient supplemen-
tation at the time of conception improve placentation and
prevent preeclampsia sufficiently to improve fetal growth?22

Conclusion
We found that prenatal supplementation with multimicronu-
trients was associated with a significantly reduced risk of
low-birth-weight infants and with improved birth weight
when compared with iron–folic acid supplementation. We
found no effect of multimicronutrient supplementation on the
risk of preterm birth or small-for-gestational-age infants.
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