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ABSTRACT
Objective: This study was aimed to assess the dietary and socioeconomic factors associated with anemia in pregnancy and
its management.

Materials and Method: A cross-sectional, descriptive study design was adapted using convenience sampling technique,
involving 200 pregnant anemic women, during the period June-2018 to August- 2018 in different private and public sector
hospitals of Punjab Pakistan. Data was collected through structured questionnaire and analyzed using SPSS version 20.

Results: Anemia was more prevalent (47.5%) among women aged 25-30 years. Significant association was found between
gestational period and respondent’ age (p=0.021) & educational level (p= 0.000). Hemoglobin level of patients was sig-
nificantly associated with educational level (p = 0.000), location (p = 0.05) while tea/coffee consumption was significantly
associated with educational level (p= 0.000) & location (p=0.022), protein diet consumption was significantly associated
with age (p=0.001), educational level (p= 0.000) & location (p=0.000), vegetables & fruits consumption was significantly
associated with educational level (p=0.003) and finally treatment option was significantly associated with age (p=0.015),
education level (p=0.000) and location (p=0.000).

Conclusion: The study concluded that pregnant women of age group 25-30 years were at high risk of anemia. It is more
prevalent in uneducated women and those living in rural areas. Healthy and fresh balanced diet rich in iron is recommended
for health and good growth of the developing baby.
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INTRODUCTION

Anemia in pregnancy is common worldwide issue
regarding public health and is characterized as hemoglo-
bin levels less than 11 g/dl during the first and third trimes-

both baby and mother, perinatal mortality, growth restric-
tion and low birth weight'''®. Pregnancy related anemia is
observed to be common in third trimester'®. In reference to
previous studies lowest hemoglobin level observed during

ter, and less than 10.5 g/dL during the second trimester'2.
It affects more than 56 million women globally®. According
to WHO survey, more than half of the pregnant women
are suffering from this disease* and is common among
females aged 25-30 years®. Education reduces the risk of
pregnancy anemia because of better knowledge on eating
nutritious food 87. Although it is common among develop-
ing countries, yet developed countries are not free from
it; with high prevalence among rural areas than in urban
areas®.

Physiological adaptation during pregnancy caus-
es hemoglobin dilution that leads to anemia®. Risks of
iron deficiency anemia increases during second and third
trimester,' that can lead to the premature birth, death of
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pregnancy was 3.5 gm/dl, highest was 12.9 gm/dl and av-
erage level were 9.5 gm/d| in a previous study °.

Anemia is a multifactorial disease, such as Iron,
folate, VitB12 deficiency, parasitic infections and malaria
observed to be the primary causes of anemia'®'¢ second-
ary to low education level, teenage pregnancy, poor so-
cioeconomic status and short inter pregnancy interval'.
Genetic factors and poor hygiene are other contributing
factors'®.

Effective management of pregnancy anemia in-
cludes treatment of the underlying causes, restoration
of the hemoglobin concentration, prevention and treat-
ment of complications. This can be achieved with intake
of healthy and balanced diet rich with iron and vitamins
(meat, green vegetables, fruits etc) and prohibit intake of
substances that reduce iron absorption (tea, coffee etc)®.
Many studies have supported the strategy of supplement-
ing pregnant women with iron and folic acid to increase
the hemoglobin levels®. Treatment of pregnancy anemia
includes intake of required supplements in accordance
with diagnosis made. Most recommended supplements
include oral elemental iron between 65-200 mg per day.
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When oral iron cannot be tolerated or is ineffective then IV
iron replete iron stores?'22, Despite all, it is still a common
cause of mortality and morbidity. This study is aimed to
assess dietary and socioeconomic factors associated with
pregnancy anemia and its management among pregnant
females.

MATERIALS AND METHODS

A cross-sectional, descriptive study design was
adapted using convenience sampling technique, during
the period June-2018 to August- 2018. Data was collect-
ed from the department of Obstetrics and Gynecology of
different private and public sector hospitals including Ser-
vices hospital, Jinnah hospital, Lady Atchison hospital of
Punjab-Pakistan. Data was collected through structured
questionnaire and analyzed by using SPSS version 20.

Informed consent was obtained from all of the
women who volunteered to participate. A structured
questionnaire was designed to gather information which
included questions related to patient’s demography, diag-
nosis of anemia, risk factors, management and treatment
of pregnancy anemia. Majority of the women completed
their questionnaire themselves, while some were assist-
ed. Data was analysed using SPSS version 20. Statisti-
cal significance was determined using chi square test p<
0.05 was considered as statistically significant. Study was
approved from Institute of Pharmacy, Lahore College for
Women University. Lahore. Permission to access patients
was obtained from the gynecology and obstetrics depart-
ment of the respective hospitals.

RESULTS

Results regarding patient demographics are pre-
sented in Table-1, which shows that 47.5% of the women
were between the ages of 25-30 years, 33% females were
having gestational age 21-25years, 11.5% females were
found with gestational age >30yrs. Results for education
level showed that 52% females were having primary ed-
ucation, 24% females were having secondary education,
16% females were having tertiary education, and only
8% of patients were not having any formal education.
32.5% female were from rural area and 67.5% females
were from urban area. Association of gestational peri-
od with demographic characters is displayed in Table-2,
which showed that 7.5% of females were in 1st trimester
of pregnancy,16.5% females were in 2nd trimester, and
76.5% females were in 3rdtrimester of pregnancy. Signif-
icant association was found between gestational period
and respondent’ age (p=0.021) and educational level (p=
0.000). Association of hemoglobin level with demograph-
ic characters is displayed in Table-3, which showed that
75.5% females were having Hb level ranging b/w 7-10mg/
dl, 22.5% of females were having Hb level >10mg/dl, and
only 2% were having Hb level b/w 3-6mg/dl. Significant
association was found between Hb level of patients and

education level (p = 0.000), location (p = 0.05).

Association of dietary habits with demographic
characters is displayed in Table- 4, which showed that
81% females were taking tea/coffee and significant asso-
ciation was found between tea/coffee consumption and
education level (p= 0.000) and location (p=0.022). A to-
tal of 18% females were taking protein diet and significant
association was found between protein diet consumption
and age (p= 0.001) education level (p=0.000) and loca-
tion (p=0.000). A total of 74% females were taking veg-
etables and fruits and significant association was found
between vegetables and fruits consumption and educa-
tion level (p= 0.003). Association of treatment options with
demographic characters is displayed in Table-5, which
showed that 41.5% patients were recommended for treat-
ment with iron supplements & improved diet both, 6.5%
were taking oral supplements, 27% were administered
with iron IV, 23% were advised to improve diet, and only
22% patients were recommended for blood transfusion.
Significant association was found between treatment op-
tions and age (p=0.015), education level (p=0.000) and
location (p=0.000).

DISCUSSION

Pregnancy anemia being common and prevalent
problem was observed to be common among the females
having age ranging between 26-30years. Results seem
to be in accordance with the results of previous studies5.
The results regarding effect of education on prevalence
of pregnancy anemia showed that it was more prevalent
in less educated or uneducated women, previous stud-
ies supported this outcome that this condition is prevalent
among uneducated females ®*.

Results further showed that 76.5% females were
in 3rd trimester, 16.5% in 2nd trimester, and 7.5% in 1st

Table 1: Patient’s demographics

Variable Frequency (N=200) Percentage %
Gestational age of patient
16-20yrs 16 8
21-25yrs 66 33
26-30yrs 95 47.5
>30 yrs 23 11.5
Level of education
No formal 16 8
education
Primary 104 52
Secondary 48 24
Tertiary 32 16
Area
Urban 135 67.5
Rural 65 32.5
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Table 2: Association of gestational period with demographic

characters
Variable Frequency (%) | Demographic P —Value
Character
1st trimester 15(7.5) Age 0.021
2nd trimester 33(16.5) Education level 0.000
3rd trimester 152(76.5) Area 0.706
Table 3: Association of hemoglobin level with demographic
characters
Variable Frequency (%) | Demographic P —Value
Character
3-6 mg/dL 4(2) Age 0 .640
7-10 mg/dL 151(75.5) Education level 0.000
>10 mg/DI 45(22.5) Area 0.05
Table 4: Association of dietary habits with demographic
characters
Variable Frequency (%) | Demographic P —Value
Character
Tea consumption
Yes 162(81) Age 0.164
No 38(19) Education level 0.000
Location 0.022
Protein diet consumption:
Yes 36(18) Age 0=.001
No 164(82) Education level | 0=.000
Location 0.000
Vegetables and fruits consumption:
Yes 148(74) Age 0.996
No 52(26) Education level 0.003
Location 0.127
Table 5: Association of treatment options with demographic
characters
Treatment Frequency (%) | Demographic P-Value
options Character
Iron supple- 13(6.5) Age 0.015
ments Education level 0.000
Iron IV 54(27) Location 0.000
Improving 46(23)
diet
Iron sup- 43(21.5)
plements &
Iron IV
Blood trans- 44(22)
fusion

trimester. This result is supported by previous studies that
showed increased chances of pregnancy anemia during
2nd and 3rdtrimester'. Results regarding hemoglobin lev-
el showed that 2% females were having Hb level within
3-6mg/dl, 75.5% were having within 7-10mg/dl, and 22.5%
were having greater than 10mg/dl. This outcome is sup-

ported by the previous research®.

Assessment of dietary intake of patient showed
that anemic condition is prevalent among coffee/tea tak-
ers and is prevented by eating balanced diet, consisted
of proteins, vegetables and fruits findings are supported
by other studies19. 27% of patients were recommended
for iron administration through IV route, 23% patients were
advised to improve diet, 21.5% patients were advised to
take iron supplements with improvement of their diet, 22%
were recommended for blood transfusion. These find-
ings are consistent with recommended treatment meth-
0d520’21’22.

CONCLUSION

Anemia is global health condition affecting more
than half of the pregnant females. According to the pres-
ent findings it is concluded that females during 2nd and
3rd trimester are at verge of developing anemia. Iron de-
ficiency is considered as the primary reason. This condi-
tion is prevalent among the females of reproductive age
were majority of them were uneducated. Intake of healthy
balanced diet, with iron supplements before and during
pregnancy tends to control the severity of condition.
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