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 
 

ِّإن الله عنѧѧدهُ علѧѧم الѧѧساعة ویُنѧѧزلُ   َ َ َِ ِ َِّ َ َُّ ْ ْ َ َّ ِ

َالغیث ویعلѧم مѧا فѧي الأرحѧام ومѧا  َ َ َ َ َِ ْ ْ َْ ِ ُ َ َ َ ْ

َتѧدري نفѧس مѧѧاذا تكѧسبُ غѧدا ومѧѧا  َ ًَ ْ َْ ِ َ َ ََ ٌ ِ ْ

ѧѧوت إن  َّتѧدري نفѧѧس بѧѧأي أرض تمُ ِ ُِ َ َ ٍَ ْ َ َِّ ٌ ْ ِ ْ

ٌالله علیم خبیر ِ َ ٌ ِ َ َ َّ  

  )34:   الآية –سورة لقمان ( 
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Introduction  
Anemia is a common medical disorder that contributes 

significantly to maternal morbidity and mortality, intrauterine 

growth retardation, preterm delivery and prenatal morbidity and 

mortality (Diejomaeoh et al., 1999). 

Maternal mortality continues to be a major health 

problem in the developing world. In the year 1987, 

international agencies from 45 countries established the 

safe motherhood initiative with the goal of reducing 

maternal deaths. A key component of safe motherhood is 

the eradication of anemia during pregnancy, and an 

effective approach to curb the incidence of anemia in 

pregnancy would be to counter the underlying factors. In 

that vein, tackling iron deficiency in pregnancy comes 

first (Kumar et al., 2005). 

Iron deficiency anemia forms the commonest 

nutritional pathology in pregnant women. The prevalence 

of iron deficiency anemia in pregnancy in the developing 

world is 56% (range 35-75%), versus 18% in the 

developed world (Perewusnyk et al., 2002). 
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Anemia during pregnancy is a well known and 

considerable risk factor for both mother and fetus. Fetal 

consequences are an increased risk of growth retardation, 

prematurity, intrauterine death, amnion rupture and 

infection. Maternal consequences of anemia are also well 

known and include cardiovascular symptoms, reduced 

physical and mental performance, reduced immune 

function, tiredness, reduced peripartal blood reserves and 

finally increased risk for blood transfusion in the 

postpartum period. For clinical management, proper 

diagnosis and therapy are mandatory to reduce maternal 

and fetal risks and to enable optimal obstetrical outcome 

of both (Breymann, 2002). 

Aim of the work 

To review the etiological factors, prevalence and 

impact of anemia on pregnancy and fetus. 
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          ANEMIA WITH PREGNANCY  

Anemia is a reduction in the normal number of circulating 
red blood cells and in the quantity of hemoglobin in the blood. 
More than half a million maternal deaths occur each year, 
approximately 90% of which are in developing countries, making 
evident a large discrepancy between developed and developing 
countries (WHO, 2000).  

The WHO defines anemia in pregnancy as an Hb levels of 
less that 11 g/dl, although a level of less than 10.5 g/dl is more 
widely adopted in the second trimester, when physiological 
hemodilution is at its greatest (Strong, 2005). 

It also defined by the Centers for Disease Control and 
Prevention as hemoglobin (Hb) or hematocrit (Hct) value less than 
the fifth percentile of the distribution of Hb or Hct in a healthy 
reference population based on the stage of pregnancy. 
Classification derived from an iron-supplemented population lists 
the following levels as anemic:  

1) In the first trimester Hb (g/dl) and Hct (percentage) 
levels below 11 g/dl and 33%, respectively, 

2) In the second trimester 10.5 g/dl and 32%, respectively,  

3) In the third trimester 11 g/dl and 33%, respectively 
(ACOG, 2008). 

Grades of anemias 

Although anemia is frequently graded as “mild”, 
“moderate”, or “severe”, the hemoglobin values at which the 
division into these three categories is made vary and are arbitrary. 
Standardized cut-off values are difficult to define because 
populations, geographic settings and needs are different according 
to specific areas (WHO, 1999).  
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Some authors suggest that hemoglobin values at sea level 
should be categorized as follows (WHO, 1999):  

(1) Mild anemia (Hb 10 to 10.9 g/dl); 
 (2) Moderate anemia (Hb 7 to 9.9 g/dl); 
 (3) Severe anemia (Hb less than 7 g/dl).                          

However, other criteria have been widely used to define anemia 
cut-off values: 

 (1) Mild (Hb 9 to 10.9 g/dl),  
(2) Moderate (Hb 7 to 8.9g/dl) and  
(3) Severe (Hb below 7 g/dl) (Adam, 2005); 

Or       

          (1) Mild anemia (Hb 7 to 11 g/dl),  
(2) Moderate anemia (5 to 7 g/dl) and 
(3) Severe anemia (below 5 g/dl) (Brabin et al., 2001). 

Table 1: Cutoff Values for Anemia in Pregnant Women (CDC, 2001). 

 Hemoglobin (,g/dl) Hematocrit (,%) 
Trimester 
First 
Second 
Third 

 
11.0 
10.5 
11.0 

 
33.0 
32.0 
33.0 

Adjustment for smoking 
0.5–,1.0 packs/day 
1.0–,2.0 packs/day 
.2.0 packs/day 

 
10.3 
10.5 
10.7 

 
11.0 
11.5 
11.5 

Adjustment for altitude 
(feet) 
3,000–3,999 
4,000–4,999 
5,000–5,999 
6,000–6,999 
7,000–7,999 
8,000–8,999 

 
 
+0.2 
+0.3 
+0.5 
+0.7 
+1.0 
+1.3 

 
 
+0.5 
+1.0 
+1.5 
+2.0 
+3.0 
+4.0 

 


