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ABSTRACT

Introduction. Micronutrient deficiencies during pregnancy remain a major global public health concern, with implications
for maternal health, fetal development, and long-term child outcomes. International organizations such as the WHO and
FIGO have issued evidence-based guidelines on micronutrient supplementation, which are increasingly being adapted into
national protocols.

Material and methods. This narrative review was based on literature searches in PubMed, Scopus, Web of Science, and
Google Scholar, covering January 2000 to May 2025. Peer-reviewed studies, systematic reviews, and clinical guidelines
from WHO, FIGO, and the Moldovan Ministry of Health were included. The review focused on iron, folic acid, iodine, calci-
um, vitamin D, and selected trace elements.

Results. [ron and folic acid emerged as the most consistently recommended supplements across guidelines, with proven
efficacy in reducing maternal anemia and neural tube defects. Iodine and calcium are also emphasized, particularly in
regions with documented dietary insufficiency. Moldova’s antenatal care protocol largely aligns with WHO and FIGO rec-
ommendations, prioritizing targeted over universal supplementation for nutrients beyond iron and folate. Evidence on
routine supplementation with multivitamin complexes remains inconclusive.

Conclusions. Evidence-based micronutrient supplementation is essential to optimizing pregnancy outcomes. Universal
iron and folic acid supplementation remain the cornerstone of antenatal nutrition strategies. Context-specific approaches,
as exemplified by the Moldovan model, can enhance implementation in resource-limited settings.
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The novelty added by the manuscript to the already published scientific literature
This review uniquely integrates global guidelines with national policies from the Republic of Moldova to illustrate how targeted
supplementation strategies are operationalized in practice. It highlights the clinical rationale for Moldova’s tailored approach.

Introduction

Adequate nutrition during pregnancy is a cornerstone
of maternal and fetal health, with micronutrients playing a
critical role in ensuring optimal outcomes for both moth-
er and child. Pregnancy increases metabolic demands and
physiological needs, making women more susceptible to
deficiencies in essential vitamins and minerals. These defi-
ciencies can have significant short- and long-term effects on
maternal health, fetal development, and the overall trajecto-
ry of child growth [1].

To address the high burden of micronutrient deficien-
cies, numerous international organizations, including the
World Health Organization (WHO) and the International
Federation of Gynecology and Obstetrics (FIGO), have de-
veloped evidence-based guidelines recommending both
population-level and targeted supplementation strategies
[1-3]. National authorities, such as the Ministry of Health
of the Republic of Moldova, have adapted these strategies to
their epidemiological context by integrating supplementa-
tion and counseling into routine antenatal care [4-6].

This narrative review explores the current evidence on
the physiological roles and public health significance of key
micronutrients in pregnancy. It also examines global and
national recommendations on supplementation strategies,
aiming to inform clinical practice and guide future interven-
tions to improve maternal and neonatal health outcomes.

Material and methods

This article was designed as a narrative review, aimed at
synthesizing current scientific evidence and relevant public
health guidance concerning the physiological importance,
intake requirements, and supplementation strategies for
key micronutrients during pregnancy. The review places
particular emphasis on iron, folic acid, iodine, calcium, vi-
tamin D, and other essential micronutrients implicated in
maternal and fetal health outcomes.

A comprehensive, non-systematic literature search was
conducted using the databases PubMed, Scopus, Web of
Science, and Google Scholar, covering publications from
January 2000 to May 2025. Search terms included combi-
nations of “pregnancy”, “micronutrients”, “maternal nutri-

supplementation”, “iron deficiency”, “folic acid”, “io-

” o«
» o«

tion”,

dine in pregnancy”, “antenatal care”, “maternal outcomes”,
and “public health nutrition”. The search strategy priori-
tized peer-reviewed literature, including randomized con-
trolled trials, systematic reviews, meta-analyses, Cochrane
reviews, and high-quality observational studies. In addi-
tion, official documents issued by international bodies
such as the World Health Organization and the Interna-
tional Federation of Gynecology and Obstetrics, as well as
national-level protocols and guidelines from the Republic

of Moldova, were included to ensure the integration of
global and local policy perspectives.

Inclusion criteria focused on studies involving human
pregnancy and micronutrient intake or supplementation
with defined maternal or neonatal outcomes. Eligible sourc-
es included clinical trials, systematic reviews, meta-analy-
ses, Cochrane reviews, and national or international policy
documents. Non-peer-reviewed materials, animal studies,
case reports, and studies not addressing micronutrient-re-
lated outcomes in pregnancy were excluded.

Given the narrative nature of this review, the selection of
sources may be subject to selection bias. No formal quality
assessment tool was applied, and the inclusion of referenc-
es was guided by relevance, citation frequency in guidelines,
and alignment with the Moldovan clinical context. This ap-
proach may limit the reproducibility and objectivity of the
findings. Additionally, the review does not include quantita-
tive data synthesis or statistical comparison between inter-
ventions, which is inherent to the narrative design.

Despite these limitations, the narrative format allows for
a comprehensive and policy-oriented synthesis of scientific
literature, offering a practical and comparative overview of
international and national strategies for micronutrient sup-
plementation during pregnancy.

This review does not constitute a systematic review or
meta-analysis and does not include quantitative data syn-
thesis. Rather, it presents a qualitative integration of current
knowledge and practice standards, with the aim of provid-
ing clinicians, public health professionals, and policy-mak-
ers with an up-to-date overview of the rationale, scope,
and implementation of micronutrient interventions during
pregnancy.

Results

The findings from the literature and national and inter-
national guidelines converge on the critical importance of
specific micronutrients during pregnancy. Iron, folic acid,
iodine, calcium, and vitamin D were consistently identified
as the most essential micronutrients with significant clini-
cal and public health implications [7].

Iron deficiency anemia is among the most prevalent con-
ditions during pregnancy, affecting over 30% of pregnant
women globally and up to 40% in low- and middle-income
countries [8]. Iron deficiency anemia is recorded in 8-15%
of women of reproductive age, while iron deficiency is found
in every third woman. Approximately 50-60% of pregnant
women suffer from iron deficiency anemia, and in 70% of
these cases, iron deficiency is detected. In the Republic of
Moldova, over 10,000 women give birth each year with di-
agnosed iron deficiency anemia, representing 56.4% of all
births, and the incidence is increasing [9].
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Iron-deficiency anemia (IDA) in pregnant women is in-
creasingly recognized as a common and persistent problem,
even in high-income countries. Several modern lifestyle,
dietary, and physiological factors contribute to its rising
prevalence today compared to past generations. Pregnancy
significantly increases the body’s iron requirements due to
the expansion of maternal blood volume, fetal growth, and
placental development. It is estimated that a woman needs
approximately 1,000-1,200 mg of iron throughout preg-
nancy, with the majority required in the second and third
trimesters. When iron stores are already depleted before
conception, these demands quickly outpace supply, leading
to iron deficiency.

Contemporary diets contribute substantially to this is-
sue. Many pregnant women consume less red meat or follow
plant-based diets, which are lower in heme iron - the most
bioavailable form. Additionally, widespread consumption of
highly processed foods, which are often poor in micronu-
trients, combined with inhibitors of iron absorption such
as calcium, tea, and phytates, further reduces dietary iron
availability. At the same time, short intervals between preg-
nancies and pre-existing conditions like heavy menstrual
bleeding or chronic inflammation (e.g., obesity, infections)
impair iron absorption or increase iron loss.

Lastly, health system practices play a role. In many set-
tings, iron supplementation is offered only when anemia
is detected, rather than as a preventive strategy. Moreover,
preconception care often overlooks iron status, and antena-
tal screening may be delayed until mid-pregnancy, missing
opportunities for early intervention.

Table 1. Summary of iron supplementation guidelines in pregnancy
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In this context, rising rates of IDA reflect a mismatch be-
tween physiological needs and current dietary and health-
care patterns, highlighting the importance of timely as-
sessment, individualized counseling, and context-sensitive
supplementation strategies.

Insufficient iron intake is associated with fatigue, in-
creased risk of infections, low birth weight, and preterm
birth. Supplementation has been shown to reduce the risk
of maternal anemia and improve perinatal outcomes when
appropriately initiated and monitored [10]. Iron was uni-
versally recognized as a key nutrient for the prevention and
management of maternal anemia. WHO, FIGO, and national
guidelines recommend routine iron supplementation in all
pregnant women, especially in regions with a high preva-
lence of anemia [1, 3]. The Moldovan national protocol man-
dates the administration of 100 mg elemental iron every
second day starting from 12 weeks’ gestation, aligned with
WHO’s recommendation of 30-60 mg daily where anemia
is prevalent [1, 5, 6]. Iron supplementation has been shown
to reduce the incidence of maternal anemia at term, lower
the risk of preterm birth, and improve infant iron stores at
birth.

International recommendations on iron supplemen-
tation during pregnancy vary significantly, reflecting dif-
ferences in anemia prevalence, nutritional status, and
healthcare infrastructure across regions. The World Health
Organization and the International Federation of Gynecolo-
gy and Obstetrics (FIGO) advocate for universal daily sup-
plementation with 30-60 mg of elemental iron and 400 ug
of folic acid for all pregnant women (Table 1).

Organization Suppl{:elrlt‘l/:rrliz}cion? Dose Screening When to Supplement
WHO Yes 30-60 mg/day Not emphasized All pregnant women
ACOG No 60-120 mg/day (if IDA) Yes Only if anemic

RCOG No 100-200 mg/day (if IDA) Yes Only if anemic

NICE No Based on need Yes Only if anemic

CDC Yes 30 mg/day Yes All pregnant women
FIGO Yes (in most settings) | 30-60 mg/day Recommends screening but supports universal All pregnant women,

supplementation where anemia is prevalent especially in LMICs
Moldova Yes 100 mg elemental iron every second Yes All pregnant women
day starting from 12 weeks’ gestation

Note: WHO - World Health Organization, ACOG - American College of Obstetricians and Gynecologists, RCOG - Royal College of Obstetricians and Gynae-
cologists, NICE - National Institute for Health and Care Excellence, CDC - Centers for Disease Control and Prevention, FIGO - International Federation of

Gynecology and Obstetrics, IDA - Iron-deficiency anemia

This approach is particularly emphasized in low- and
middle-income countries (LMICs), where iron-deficiency
anemia is highly prevalent and screening services may be
limited. FIGO also supports this universal strategy but ac-
knowledges that in settings with well-developed health sys-
tems, targeted supplementation based on screening results
may be appropriate.

In contrast, organizations based in high-income coun-
tries tend to recommend a screen-and-treat approach.
The American College of Obstetricians and Gynecologists
(ACOG) and the Royal College of Obstetricians and Gynaecol-

ogists (RCOG) both advise routine anemia screening during
pregnancy, with iron supplementation reserved for women
diagnosed with iron-deficiency anemia [11, 12]. Similarly,
the National Institute for Health and Care Excellence (NICE)
discourages routine supplementation for non-anemic wom-
en and emphasizes dietary management and monitoring.
An exception is the Centers for Disease Control and Preven-
tion (CDC) in the United States, which supports low-dose
daily iron supplementation (30 mg) for all pregnant wom-
en, beginning at the first prenatal visit, regardless of anemia
status.
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This variation in recommendations illustrates a broader
public health debate between preventive universal supple-
mentation and individualized treatment, shaped by local
epidemiology and healthcare capabilities. As global dietary
patterns shift and concerns grow regarding declining nutri-
ent density in modern diets, some experts suggest that even
in high-income settings, universal or semi-universal supple-
mentation strategies may merit reconsideration.

In low- and middle-income countries (LMICs), where iron
deficiency is highly prevalent (>40% of pregnant women),
organizations like the WHO and Centers for Disease Control
and Prevention recommend universal daily iron supplemen-
tation during pregnancy [13]. This is seen as a cost-effective
population-level strategy to reduce adverse outcomes like
maternal mortality, preterm birth, and low birth weight.

In contrast, high-income countries (HICs) like the USA
(ACOG), UK (RCOG, NICE), where IDA prevalence is lower
due to better baseline nutrition and access to healthcare,
promote a screen-and-treat approach. This minimizes un-
necessary supplementation and potential side effects [13].
Routine supplementation is beneficial in settings with poor
access to health services, as many women may not receive
timely testing or follow-up. However, in settings where ane-
mia screening is feasible, targeted treatment is preferred to
avoid risks such as:

= (Gastrointestinal side effects (nausea, constipation)

= Iron overload in women with adequate stores or un-

diagnosed conditions (e.g., hemochromatosis)

= Poor adherence due to side effects in women who do

not need iron

In LMICs, universal supplementation simplifies logistics
and ensures that iron reaches all women regardless of ac-
cess to testing. In HICs, healthcare systems can afford indi-
vidualized care based on blood tests (hemoglobin, ferritin),
enabling personalized supplementation.

The debate between universal vs. targeted iron supple-

Table 2. Folic acid supplementation guidelines during pregnancy
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mentation reflects a balance between population-level pub-
lic health strategies and individualized clinical care. While
global nutritional transitions and changes in food quality
may suggest a need for broader supplementation, recom-
mendations continue to be tailored based on local epidemi-
ology, health system capacity, and risk-benefit assessments.

Folic acid is another critical micronutrient. Its pericon-
ceptional and early pregnancy supplementation is strong-
ly associated with a reduced risk of neural tube defects
(NTDs), as it supports DNA synthesis and cellular replica-
tion. A daily intake of 400 pg of folic acid, initiated before
conception and continued through the first trimester, can
reduce NTD risk by up to 85% [14, 15].

Despite strong recommendations from global authori-
ties, many pregnancies remain unplanned, and supplemen-
tation is often delayed or insufficient [3]. Folic acid supple-
mentation emerged as a cornerstone of periconceptional
and early pregnancy care. Both WHO and FIGO recommend
a daily intake of 400 pg folic acid, starting at least one month
before conception and continuing through the first trimes-
ter, to prevent neural tube defects (NTDs) [1, 3]. In Moldo-
va, standard practice includes 1 mg folic acid every second
day throughout pregnancy for all women, and 5 mg/day up
to the 12th week of pregnancy for those with elevated risk
(e.g., history of NTDs, diabetes, antiepileptic use) [4-6]. Al-
though this differs from the internationally recommended
dose of 400 pg daily, it is likely influenced by the limited
availability of low-dose folic acid formulations in pharma-
cies, making 1 mg tablets a more practical choice for rou-
tine use. Despite the strength of evidence, global adherence
to preconceptional folic acid use remains suboptimal. This
has led some countries to adopt mandatory folic acid food
fortification programs, which have been associated with sig-
nificant reductions in NTD prevalence. However, such pro-
grams are not universally implemented, and targeted sup-
plementation remains a critical strategy (Table 2).

Organization Recommended Dose

Timing High-Risk Groups

WHO 400 pg/day Preconception to 12 weeks’ gestation 4 mg/day if history of NTDs

FIGO 400-800 pg/day Preconception to first trimester Higher doses for high-risk groups
ACOG 400-800 pg/day =1 month before conception to 12 weeks 4 mg/day for high-risk women
RCOG 400 pg/day Preconception to week 12 5 mg/day for high-risk groups
NICE 400 pg/day From preconception to 12 weeks 5 mg/day if high-risk

Moldova National Protocol 400 pg/day

Start 21 month before pregnancy, continue through | 4 mg/day if previous NTDs or other
first trimester

risk factors

Note: WHO - World Health Organization, FIGO - International Federation of Gynecology and Obstetrics, ACOG - American College of Obstetricians and Gy-
necologists, RCOG - Royal College of Obstetricians and Gynecologists, NICE - National Institute for Health and Care Excellence, NTDs - neural tube defects

Mandatory folic acid food fortification is a public health pol-
icy in which governments require the addition of folic acid (the
synthetic form of folate) to certain staple foods - most common-
ly wheat flour, maize flour; or rice - to improve the population’s
folate status. The rationale is to reduce the incidence of neural
tube defects (NTDs) by ensuring that all women of childbearing
age, including those with unplanned pregnancies, receive ade-
quate folic acid intake regardless of supplement use.

This strategy is particularly effective in addressing the
limitations of preconceptional supplementation, such as
lack of awareness, late initiation of prenatal care, and high
rates of unplanned pregnancies.

As 0f 2023, over 85 countries have implemented manda-
tory folic acid fortification policies. These include the Unit-
ed States, Canada, Australia, Chile, South Africa, and several
countries in Latin America and the Middle East. In these
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countries, significant reductions in NTD rates have been re-
ported—up to 30-70%, depending on baseline prevalence
and adherence to fortification standards. For example, in
the United States, mandatory fortification of enriched grain
products began in 1998 and has been associated with a 36%
decline in NTD prevalence. In Chile, after wheat flour fortifi-
cation was introduced, NTD rates dropped by approximate-
ly 50%.

Despite this success, many European countries, includ-
ing Moldova, have not adopted mandatory folic acid fortifi-
cation, often due to concerns about overexposure in the gen-
eral population, possible masking of vitamin B12 deficiency,
and a preference for voluntary supplementation strategies.

Overall, mandatory fortification is considered a cost-ef-
fective and equitable intervention, especially in settings
where supplement coverage is low and dietary folate intake
is insufficient. The World Health Organization and FIGO
support the implementation of food fortification as a com-
plementary strategy to supplementation for the primary
prevention of NTDs.

Folic acid supplementation is safe, inexpensive, and ef-
fective. Ensuring adequate intake before and during early
pregnancy is a critical component of maternal and child
health. Public health efforts must continue to promote

Table 3. lodine supplementation guidelines during pregnancy
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awareness and access, particularly for populations with
limited healthcare engagement or poor nutritional status.

Iodine is vital for fetal brain development and maternal
thyroid function. Even mild-to-moderate iodine deficiency
in pregnancy is linked to lower cognitive scores in offspring
and increased risk of goiter and hypothyroidism, miscar-
riage, and cretinism in severe cases [16]. Strategies like uni-
versal salt iodization have improved iodine status globally,
but gaps persist in some regions, especially in areas with
limited dietary diversity [1, 16, 17]. lodine was highlighted
for its critical role in fetal neurodevelopment. Mild-to-mod-
erate iodine deficiency remains a concern in many regions,
including parts of Europe, despite the implementation of
universal salt iodization programs.

During pregnancy, iodine requirements increase by ap-
proximately 50% due to increased maternal thyroid hor-
mone production, enhanced renal iodine clearance, and
fetal needs. The World Health Organization recommends
a daily iodine intake of 250 pg for pregnant and lactating
women, which often cannot be met through diet alone, es-
pecially in regions without universal salt iodization (USI).
The Moldovan guidelines endorse iodine sufficiency but do
not currently recommend routine iodine supplementation
beyond dietary measures (Table 3).

Organization Recommended Dose Supplementation Approach Target Groups

WHO 250 pg/day (total intake) 150 pg/day if salt iodization is inadequate All pregnant/lactating women

FIGO 150-250 pg/day Preferably via iodized salt or supplements Women in low-iodine areas

ACOG 150 pg/day As part of daily prenatal multivitamin All pregnant and breastfeeding women

NICE No specific guideline on iodine Emphasizes dietary intake and public health | General population-level iodine
measures sufficiency

Moldova Nation- | Do not currently recommend routine iodine

al Protocol supplementation beyond dietary measures

Note: WHO - World Health Organization, FIGO - International Federation of Gynecology and Obstetrics, ACOG - American College of Obstetricians and Gyne-

cologists, NICE - National Institute for Health and Care Excellence

WHO, FIGO, and other international bodies recommend
iodine supplementation (150-250 pg/day) for pregnant
and breastfeeding women living in areas with inadequate
iodine intake or where USI is not reliably implemented. lo-
dine is commonly provided through potassium iodide (KI)
or potassium iodate (KIO3) in the form of multivitamin sup-
plements. The goal is to ensure adequate maternal and fetal
thyroid function throughout gestation.

Calcium plays a vital role in fetal skeletal development,
muscle contraction, vascular function, and neuromuscu-
lar signaling [18]. During pregnancy, calcium demands in-
crease to support the growth of the fetal skeleton, especial-
ly in the third trimester, when fetal bone mineralization is
most active. While maternal physiological adaptations (e.g.,
increased intestinal calcium absorption) help meet this de-
mand, insufficient calcium intake can lead to maternal bone
demineralization and elevated risks of hypertensive disor-
ders, particularly preeclampsia.

The World Health Organization recommends daily cal-

cium supplementation (1.5-2 g of elemental calcium) for all
pregnant women in populations with low dietary calcium
intake (<1,000 mg/day). This recommendation is based on
evidence showing that calcium supplementation signifi-
cantly reduces the risk of preeclampsia, especially in high-
risk women and those with low baseline calcium intake.
WHO also advises dividing the dose into 2-3 daily admin-
istrations to enhance absorption and avoid gastrointestinal
discomfort.

Organizations in high-income countries, such as ACOG
and NICE, do not universally recommend calcium supple-
mentation for all pregnant women [11, 19]. Instead, they
encourage meeting calcium needs through diet, unless defi-
ciency is suspected or dietary intake is inadequate. Dietary
sources include dairy products, fortified plant-based milk,
leafy greens, almonds, and small fish with bones. Moldova's
standard antenatal care package does not recommend rou-
tine supplementation with calcium, which instead empha-
sizes dietary counseling (Table 4).
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Table 4. Calcium supplementation guidelines during pregnancy
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Organization Universal Supplementation? Recommended Dose Target Population

WHO Yes (in low-intake settings) 1.5-2 g/day (divided doses) All pregnant women in populations with <1,000
mg/day calcium intake

FIGO Yes (in high-risk or low-intake set- 1.5-2 g/day Women at risk of preeclampsia or with low dietary

tings) calcium
ACOG No universal supplementation Through diet; supplement if High-risk or insufficient intake
needed

NICE No universal supplementation Emphasis on dietary intake High-risk groups only

Moldova National Protocol | Yes (selected cases) Typically 1 g/day Recommended for women at risk of preeclampsia
or low calcium intake

Note: WHO - World Health Organization, FIGO - International Federation of Gynecology and Obstetrics, ACOG - American College of Obstetricians and

Gynecologists, NICE - National Institute for Health and Care Excellence

Vitamin D, vitamin B12, zinc, and other trace micro-
nutrients were addressed more variably across sources.
While deficiencies are associated with adverse pregnancy
outcomes, such as impaired bone development, immune
dysfunction, and intrauterine growth restriction, there is
insufficient evidence to support universal supplementation
in the absence of individual risk factors. The Moldovan ante-
natal protocol explicitly advises against routine supplemen-
tation with multivitamin or multimineral complexes, except
in documented deficiency states.

Discussion

This review confirms that evidence-based micronutri-
ent supplementation during pregnancy is essential to opti-
mizing maternal and neonatal outcomes. Iron and folic acid
remain the most consistently recommended supplements
worldwide, backed by strong evidence demonstrating re-
ductions in maternal anemia and neural tube defects. lodine
and calcium also play crucial roles, particularly in fetal neu-
rodevelopment and preeclampsia prevention, respectively,
though recommendations for their supplementation are
more variable and context-dependent.

Global guidelines, including those from WHO and FIGO,
generally support universal supplementation with iron and
folic acid, especially in populations where deficiencies are
prevalent. In contrast, iodine and calcium supplementation
are often recommended only in populations with known
insufficiencies or specific risk factors, such as low dietary
intake, inadequate food fortification policies, or increased
risk of hypertensive disorders. This stratification allows for
efficient resource allocation and minimizes unnecessary
supplementation [20].

The Republic of Moldova’s antenatal care protocol re-
flects this targeted, pragmatic approach, aligning closely
with international recommendations while tailoring inter-
ventions to local resource availability and population health
data. The country mandates iron and folic acid supplemen-
tation - though in formulations and schedules that diverge
slightly from WHO dosing, possibly due to formulation avail-
ability. Meanwhile, calcium and iodine supplementation are
advised only under certain clinical conditions, with dietary
counseling forming the foundation of care.

Despite clear clinical guidelines, several challenges per-
sist. Adherence to preconceptional folic acid supplementa-

tion remains low globally due to high rates of unplanned
pregnancies. Similarly, gaps in iodine sufficiency persist in
regions without robust salt iodization programs. The limit-
ed use of calcium supplementation in Moldova may reflect
an underestimation of preeclampsia risk or insufficient di-
etary assessment. There is also a lack of consensus on the
use of broad-spectrum multivitamins, with Moldova explic-
itly discouraging their routine use except in cases of diag-
nosed deficiency.

Emerging tools, such as the FIGO Nutrition Checklist,
may enhance individual risk assessment and improve the
integration of micronutrient strategies into routine antena-
tal care [21]. Future research should evaluate the effective-
ness and cost-efficiency of targeted versus universal supple-
mentation approaches, as well as the long-term impacts of
national protocols on maternal and child health indicators.

Conclusions

Adequate intake of key micronutrients during pregnan-
cy - particularly iron and folic acid - is critical for maternal
and neonatal health. While universal supplementation with
these two nutrients remains a global standard, recommen-
dations for iodine and calcium vary according to dietary
sufficiency and risk factors. Moldova’s antenatal care model
offers a context-sensitive strategy that aligns with interna-
tional guidelines while accommodating local resource con-
straints and nutritional realities.

This review underscores the importance of combin-
ing evidence-based protocols with individualized clini-
cal judgment. Integration of supplementation, nutritional
counseling, and screening within routine antenatal visits
enables more effective and equitable care. Moving forward,
strengthening adherence to periconceptional folic acid use,
expanding iodine sufficiency programs, and tailoring calci-
um and vitamin D strategies based on risk will be essential
for advancing maternal nutrition and birth outcomes.
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