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A B S T R A C T

Background: Poor nutrition during pregnancy can lead to adverse birth outcomes including low birth weight (LBW).
Objective: This modular systematic review aimed to provide evidence for the effects of seven antenatal nutritional interventions on the risks of LBW,
preterm birth (PTB), small-for-gestational-age (SGA) and stillbirth (SB).
Methods: We searched MEDLINE, Embase, Cochrane Database of Systematic Reviews, Cochrane Central Register of Controlled Trials and CINAHL
Complete between April and June 2020, with a further update in September 2022 (Embase only). We included randomized controlled trials (RCTs) and
reviews of RCTs to estimate the effect sizes of the selected interventions on the four birth outcomes.
Results: Evidence suggests that balanced protein and energy (BPE) supplementation for pregnant women with undernutrition can reduce the risk of LBW,
SGA and SB. Evidence from low and lower middle-income countries (MIC) suggests that multiple micronutrient (MMN) supplementation can reduce the
risk of LBW and SGA in comparison with iron or iron and folic acid supplementation and lipid-based nutrient supplements (LNS) with any quantity of
energy can reduce the risk of LBW in comparison with MMN supplementation. Evidence from high and upper MIC suggests that supplementation with
omega-3 fatty acids (O3FA) can reduce the risk and supplementation with high-dose calcium might possibly reduce the risk of LBW and PTB. Antenatal
dietary education programs might possibly reduce the risk of LBW in comparison with standard-of-care. No RCTs were identified for monitoring weight
gain followed by interventions to support weight gain in women who are underweight.
Conclusions: Provision of BPE, MMN and LNS to pregnant women in populations with undernutrition can reduce the risk of LBWand related outcomes.
The benefits of O3FA and calcium supplementation to this population require further investigation. Targeting interventions to pregnant women who are
not gaining weight has not been tested with RCTs.

Keywords: nutrition, undernutrition, pregnancy, antenatal care, low birth weight, preterm birth, small-for-gestational-age, stillbirth
Introduction

Infants born weighing less than 2500 grams are at increased risk of
death and surviving infants face a lifelong struggle against a spectrum
of health challenges. The vulnerability conferred by low birth weight
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presenting as the newborn being small for gestational age (SGA,
weight below the 10th percentile for the gestation age and sex)), or both
[2,3].

There is a direct, observable relationship between maternal under-
nutrition and poor fetal growth [4]. Additionally, inadequate nutrition
reduces immunity to infections, exacerbates chronic illnesses and
contributes to poor mental health in pregnant women, all of which, in
turn contribute to the prevalence of LBW [5]. Being born too small is
one of the largest contributors to childhood stunting, wasting and un-
derweight [6]. Long-term consequences of LBW include physical and
neurological developmental delays, disability and chronic health con-
ditions in adulthood [7, 8].

The World Health Organization (WHO) recommends education to
increase intake of protein and energy and the use of balanced protein
and energy supplements for pregnant women who are members of
undernourished populations [9]. Daily or weekly supplementation with
iron and folic acid and supplementation with calcium and vitamin A is
recommended for populations where deficiencies in these micro-
nutrients contribute to adverse maternal and fetal outcomes [9]. In these
recommendations, undernutrition is an attribute of a population and
there is no requirement for monitoring of individual weight gain or
body mass index (BMI) or detection of individual micronutrient de-
ficiencies. However, since WHO recommends antenatal care
comprising at least eight antenatal contacts, and most gestational
weight gain occurs after 20 weeks, it should be possible to monitor
weight gain and respond with interventions designed to support in-
dividuals. It is therefore important to review the evidence base pro-
vided by RCT supporting what is currently recommended and what is
under consideration. This will help to understand what might constitute
best practice in terms of universal supplementation, dietary education
and support for individuals who are failing to gain adequate weight
during pregnancy.

This work is a systematic literature search and review of the evi-
dence underpinning seven interventions aimed at reducing negative
impacts of maternal undernutrition on infant birthweight. Specifically,
we aim to bring together and synthesize the global evidence for what
works to improve the weight gain and nutritional status of pregnant
women and comment on the implications of the evidence in countries
and regions with a moderate to high prevalence of undernutrition.

Methods

This article reports a part of an evidence synthesis on 46 antenatal
interventions that could be used to reduce the incidence of LBW, PTB,
SGA and stillbirth (SB) globally. Out of the 46, the current review
focuses on seven interventions that aim to address deficits in nutrients
and energy as well as dietary education during pregnancy. The other
articles in this supplement cover interventions related to psychosocial
support, infection control and environmental exposures [10–12].

For the search, study selection, and evidence synthesis, we used a
recently described novel systematic search and review method, the
modular review, that allows concomitant review of multiple in-
terventions [13]. For the modular review method, the population,
outcomes and study design components of every search were identical;
the search terms for each of the seven interventions were “modulated”.
For each intervention, we sought to identify a recent systematic review
from the search to provide a summative estimate of the effect size (ES)
of the intervention. If no review could be identified, we calculated the
combined ES from RCTs retrieved in the search. Each intervention was
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then given a color code to categorize and enable comparisons for the
amount and quality of evidence, the size of the effects and the likeli-
hood that the intervention improves birth outcomes at least in some
contexts. While the design of the method, particularly its ability to
review multiple interventions simultaneously, precluded the registra-
tion of the study in prospective registers of systematic reviews of single
interventions, an a priori protocol was used, and the method was
published in detail [13].

Full details of the method are provided in the Supplementary
methods. In brief, we designed and tested the population, outcome and
study type modules to be used for all 46 interventions in the project.
The intervention components of the searches were made broad to favor
sensitivity over specificity in order to avoid excluding unusual or un-
conventional intervention designs. We performed five systematic
searches in MEDLINE (OvidSP), Embase (OvidSP), Cochrane Data-
base of Systematic Reviews (Wiley Cochrane Library), Cochrane
Central Register of Controlled Trials (Wiley Cochrane Library),
CINAHL Complete (EbscoHOST) between April 8 and June 9, 2020.
Titles and abstracts were screened together by a single researcher with
quality control measures as previously described [13].

Population: The population of interest was pregnant human females
at any stage of pregnancy as determined by the protocols of the RCTs.
We required the interventions to be commenced prior to the perinatal
period, the onset of labour or membrane rupture.

Interventions: There were five interventions involving supplemen-
tation: (1) balanced protein and energy (BPE), (2) lipid-based nutrient
supplements (LNS), (3) multiple micronutrients (MMN), (4) calcium
and (5) omega-3 fatty acids (O3FA). We also looked at (6) dietary
education without supplementation and (7) screening for adequate
weight gain followed by intervention if indicated (search terms are
listed in Supplementary data 1-7). These interventions address risk
factors of increased prevalence in low-income countries (LIC) and
lower middle-income countries (MIC), both in sub-Saharan Africa
(SSA) and South Asia (SA), due to their higher prevalence of under-
nutrition (Table 1). Dietary supplementation with iron and folic acid for
the duration of pregnancy is currently recommended by WHO to
reduce anaemia. Supplementation with a larger repertoire of micro-
nutrients, such as the United Nations international multiple micro-
nutrient antenatal preparation (UNIMMAP), is recommended in the
context of rigorous research and, if effective, will likely replace indi-
vidual micronutrient supplementation (such as vitamin A to reduce
night blindness) in most contexts. Combining multiple micronutrients
with protein and energy in the form of LNS may afford improvements
toward the reduction in the prevalence of LBW. We compared LNS
with MMN in order to focus on the theoretical benefits of receiving
MMS that are dispersed in a paste rather than concentrated in a tablet
and the effect of providing energy primarily as lipids; both of these
aspects being independent of the amount of energy in the supplement.
Dietary education and fetal growth monitoring are currently recom-
mended but without evidence-based guidance or context-specific
frameworks for best practice.

Outcomes: The included studies had to report at least one of LBW,
PTB, SGA or SB. While LBW was the starting point of our project,
PTB and SGA indicate the two main pathways that lead to it and SB is
an extreme outcome that often results from the same processes that
limit fetal growth or shorten the duration of pregnancy. Thus, all four
outcomes can be partially attributed to the same antecedents [14].

Study types: As study designs, we included RCTs and reviews of
RCTs. Case/control studies and observational studies were excluded, as



Table 1
Reviewed interventions, risk factors, prevalence, and mechanism to address the risk

Intervention Addressed risk factor Prevalence of the risk factor Assumed mechanism of action for the
intervention

Provision of nutrients and energy
Blanket balanced proteins and energy
supplementation (<25% of calories from
proteins)

Caloric and nutrient intake
deficits

BMI < 18.5 kg/m2 10% in SSA, 17%
in SA [19]

Corrects maternal deficiency and
increases nutrient availability to support
fetal growth

Blanket lipid-based nutrient supplements Micronutrient and caloric intake
deficits

Addresses both caloric and micronutrient
deficiencies

Provision of nutrients without energy
Blanket administration of multiple micronutrient
tablets or capsules

Multiple micronutrient
deficiencies

Anaemia 3.21% [20, 21] Addresses multiple micronutrient
deficiencies simultaneously

Blanket administration of calcium tablets Calcium deficiency 1.23% [20, 22] Addresses calcium deficiency. May also
reduce iatrogenic preterm birth due to
high blood pressure and growth
restriction due to poor placentation

Blanket administration of omega 3 LCPUFA Essential fatty acid deficiency Total omega 3 < 2% of total LCPUFA,
10% of a Danish birth cohort [23]

Addresses essential fatty acid
deficiencies. Supports fetal growth and
brain development. Lengthens gestation
by delaying the onset of labour.

Nutritional interventions without dietary supplementation
Screening for adequate growth followed by
intervention where indicated.

Inadequate weight gain during
pregnancy

23% in HIC [24] Targets nutritional intervention to
women who can benefit the most

Dietary education in groups or individual
counselling

Lack of knowledge about
nutrition to support pregnancy

Not known Increases knowledge about how to
optimize diet to support pregnancy

HIC - high-income countries, LCPUFA – long chain poly unsaturated fatty acid, SA – South Asia, SSA – sub- Saharan Africa
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were blanket food distribution programs, which are relevant to conflict
and humanitarian contexts where it would be unethical to have a
control group. RCTs of cash transfer programs are reported in another
article in this series [10].

Language: We included only English language records.
For each intervention, we sought the best estimate of effect size

(ES) from the included studies. ES documents consisted of the most
recent quantitative evidence and were selected according to the
following hierarchy. Reviews of reviews (umbrella reviews, meta-
reviews, reviews of (systematic) reviews) constituted the highest
level of evidence. The next level consisted of reviews from the
Cochrane collaboration followed by high quality systematic reviews
with or without meta-analyses. If there were no reviews available, we
used peer-reviewed, published RCTs that met the inclusion criteria to
calculate the combined effect size. The calculations were conducted
using Meta-essentials [15] and R version 3.4.4. The graphs in the
supplementary information were created with “forestplot” package
[16]. In addition to identifying the latest reviews as ES documents, we
also identified RCTs published after the review as ES documents. In
such case, results from the more recent RCTs were reported separately.
In reporting of effect size, we used adjusted relative risk (RR) or odds
ratio with 95% or 90% confidence intervals (CI) in order to conform
with standard practice for systematic reviews and to have agreement
with the way the numbers are presented in forest plots. Sub-populations
that showed enhanced ability to benefit from interventions as revealed
in subgroup analysis were reported in the Supplementary data for each
intervention.

In assessing the quality of evidence, we primarily accepted the
assessment given in the Summary of Findings tables of the ES docu-
ments that were reviews. Typically, the tables are produced according
to the GRADE (Grading of Recommendations Assessment, Develop-
ment, and Evaluation) process and they provide the quality of evidence
rating for each outcome [17]. In the older ES documents, the assess-
ment was typically described to indicate the “quality” of evidence,
whereas in the newer documents it was marked as the “certainty” of
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evidence. When the ES documents were RCT, we assessed the risk of
bias for individual studies. This was converted into assessment of
quality of evidence (detailed in Supplementary methods). We used
precision of the effect size for each outcome in our categorization of the
evidence. Other attributes of the body of evidence for a single outcome,
such as consistency and publication bias, were not considered.

To interpret the impact of the interventions on each outcome, we
sorted our findings into five categories based on the calculated effect
size, the precision given by the 95% or 90% CI, the number of studies
and the quality of evidence. Each intervention was given standardized
statement in relation to its effect on each outcome, accompanied by a
color code (Table 2). If the CI of the effect size was entirely below 1, we
considered that the effect might be likely or possibly positive. It was
likely (green) if there were two or more good quality studies and
possibly (yellow) if there was only one study or problems with quality.
If the CI was narrow and included 1, we considered effect unlikely
(red), if the CI was broad (grey), there were no studies (white) or there
was one study where the CI included 1 (white), we considered the result
inconclusive. We wanted to separate situations where there was
insufficient evidence from situations where there was evidence of no or
minimal effect.

For reporting the results, we applied a modified preferred reporting
items for systematic reviews and meta-analyses (PRISMA) 2020
checklist [18]. For each intervention, we report quantitative estimates
on the size of effect of the intervention on the prevalence of LBW, PTB,
SGA and SB with an assessment of the quality of evidence. Finally, we
provide a description of the geographical context of the evidence base.

To make our evidence synthesis results timely despite the relatively
long period of data processing, we repeated each of the five searches
between August 30th and September 11th 2022. The search strategies
in the update were identical to the original search strategies, but the
update was limited to the Embase database and covered the time
elapsed since the original searches (April 2020). As with the original
searches, the title/abstract screen was conducted by one researcher with
some dual screening and the fulltexts were assessed against the



Table 2
Evidence categories, definitions and criteria

Colour Interpretation Criteria

Green The intervention likely reduces the risk of the
adverse outcome.

� At least two moderate-to-high quality RCT in a meta-analysis / IPD analysis, with 95% CI of the point
estimate of the RR entirely below 1.

Yellow The intervention may reduce the risk of the
adverse outcome.

� At least two RCT in a meta-analysis / IPD analysis, where either the 95% CI of the point estimate of the RR
is entirely below 1 but the quality of the evidence is low or the quality is moderate-to-high and the 90% CI
of the point estimate of the RR entirely below 1.

� One moderate-to-high quality RCT, with 95% CI of the point estimate of the RR entirely below 1.
Red The intervention is not likely to reduce the risk of

the adverse outcome.
� Situations that do not be meet the requirements for other categories, including meta-analysis results
suggestive of harm. In other words, there is sufficient evidence to conclude that the intervention is unlikely
to have a positive effect on the outcome.

Grey Inconclusive published research on the
intervention’s effect on the outcome.

� At least two RCT, 95% CI of the point estimate of the RR ranges from < 0.5 to > 2.

White Insufficient published research on the
intervention’s effect on the outcome.

� No RCT or one low quality RCT (any result)
� One moderate-to-high quality RCT where 95% CI of the RR includes 1.
� Narrative reporting.

CI¼ confidence interval, IPD ¼ individual participant data, RCT ¼ randomized controlled trial, RR¼relative risk.
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inclusion criteria by two researchers (PH and YM). Since the updated
searches were only conducted in a single database, we reported the
results separately from the original searches except in cases where the
new evidence led to a change in categorization. In such cases, we
conducted a new meta-analysis and quality assessment or reported the
combined ES from the more up-to-date review.

Results

We found 13,398 records across five searches. After electronic
removal of duplicate records, we screened 7280 records for eligibility
and reviewed 1795 full texts of which 101 records met the inclusion
criteria. Out of 101 records, 12 documents contributed data that could
be used to estimate the effect size (ES) of the interventions (Figure 1).

Provision of nutrients and energy
Six ES documents (two systematic reviews and four RCTs) pub-

lished between 2009 and 2017 covered interventions that provided
combinations of nutrients and energy to pregnant women (Table 3).
The ES documents reported results from 13 RCTs published between
1973 and 2017.

Two reviews published in 2012 and 2015 reviewed nine RCTs
published between 1973 and 2009 assessing the provision of proteins
and energy to pregnant women with undernutrition. Three of the RCT
were conducted in SSA (Burkina Faso and two in the Gambia) and one
in SA (India). The others were conducted in Chile, Columbia, USA,
UK and Taiwan. The target group included pregnant women who were
undernourished due to poverty or membership of a vulnerable sub-
population, including those living in high-income countries (HIC).
The number of studies (participants) reporting specific outcome data
was 5 (N¼4196) for LBW, 5 (N¼3384) for PTB, 7 (N¼4408) for SGA
and 5 (N¼3408) for SB. The relative risks (RR) for women who
received the intervention were: LBW (RR: 0.68 [95% CI 0.51, 0.92]),
PTB (RR: 0.96 [95% CI 0.8, 1.16]), SGA (RR: 0.79 [95% CI 0.69,
0.9]) and SB (RR: 0.6 [95% CI 0.39, 0.94]). The quality of evidence for
the effect of the intervention on all outcomes was considered moderate.
A detailed summary of the impact of BPE is provided in Supplemen-
tary data 1.

Four individual RCTs published between 2009 and 2017 and con-
ducted in Burkina Faso, the Gambia, Ghana and Malawi were used to
estimate the effect of the provision of lipid-based nutrient supplements
instead of multiple micronutrients to pregnant women with
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undernutrition. In these trials, both groups received 1-2 times the
recommended dietary allowance of a standard set of MMN but the LNS
group received them as part of a pre-portioned lipid-soluble preparation
of protein and fat including essential fatty acids and additional min-
erals. For all four RCTs, the intervention was commenced before mid-
gestation. All four trials were in SSA in rural populations with a
moderate level of undernutrition. The Ghana and Malawi studies used
LNS with small quantity of energy (118 kcal, SQ-LNS) designed to
supplement meals cooked at home. The Gambia study used LNS with a
medium quantity of energy (373 kcal, MQ-LNS), designed to have a
sustained impact on overall energy intake. The LNS intervention used
in the Burkina Faso study contained a large quantity of lipid-based
energy (746 kcal, LQ-LNS) which could replace meals or signifi-
cantly boost the overall energy intake. The number of studies (partic-
ipants) reporting specific outcome data was 4 (N¼2727) for LBW, 4
(N¼2953) for PTB, 4 (N¼2719) for SGA and 3 (N¼2771) for SB. The
risks for the women who received LNS compared with MMN were:
LBW (RR: 0.92 [95% CI 0.86, 0.98]), PTB (RR: 1.16 [95% CI 0.87,
1.54]), SGA (RR: 0.95 [95% CI 0.84, 1.07]) and SB (RR: 1.08 [95% CI
0.19, 5.50]). The overall quality of the studies was rated moderate. A
detailed summary of the impact of LNS is available in Supplementary
data 2.

In summary, for the interventions that combine nutrients and en-
ergy, there is evidence that provision of BPE to pregnant women with
undernutrition can lower the risk of LBW, SGA and SB but not the risk
of PTB. There is also evidence that provision of LNS instead of MMN
to pregnant women with undernutrition can lower the risk of LBW but
not likely the risk of PTB or SGA. The impact on SB is inconclusive
due to the large confidence interval (Table 4).
Provision of nutrients without energy
Three ES documents (three Cochrane reviews) published between

2018 and 2019 covered the effect of providing essential micronutrients
as tablets, capsules or food additives without additional macronutrients
or energy. Most of the pregnant women participating in these trials had
micronutrient deficiencies and/or some level of risk, such as first
pregnancy (Table 5).

One Cochrane review published in 2019 reviewed 19 RCTs pub-
lished between 2003 and 2014 assessing the replacement of iron-folic
acid supplementation with MMN supplementation. Sixteen of the
reviewed RCTs took place in LIC and lower MIC. Eight were in SSA
and five were in SA. The number of studies (participants) reporting
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Figure 1. Summary flow diagram for the selection of publications for the analysis of nutritional interventions to reduce adverse birth outcomes. Adapted from
PRISMA 2020 [18]. *Some records occur more than once due to being relevant to more than one intervention.
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specific outcome data was 18 (N¼68801) for LBW, 18 (N¼91425) for
PTB, 17 (N¼57348) for SGA and 17 (N¼97927) for SB. The risks for
the women who received MMN compared with IFA or iron alone were:
LBW (RR: 0.88 [95% CI 0.85, 0.91]), PTB (RR: 0.95 [95% CI 0.90,
1.01]), SGA (RR: 0.92 [95% CI 0.88, 0.97]) and SB (RR: 0.95 [95% CI
0.86, 1.04]). The quality of evidence was high for LBW and SB but
moderate for the PTB and SGA. A detailed summary of the impact of
MMN supplementation is provided in Supplementary data 3.
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One Cochrane review published in 2018 reviewed 17 RCTs pub-
lished between 1987 and 2016 pertaining to dietary supplementation
with high-dose calcium and dietary supplementation with low-dose
calcium compared with placebo or no supplementation. Nine out of
the 21 countries covered by RCTs in the review were in lower-MIC
with one from SSA and four from SA. Eleven RCTs of daily high-
dose (>1g) calcium supplementation versus placebo or no supple-
mentation published between 1987 and 2009 were used to determine



Table 3
Summary of effect size (ES) documents for the provision of nutrients and energy

Intervention First Author Year Study design Country (number of studies) Population Description of Intervention Description of Control Outcomes
reported

Risk of
bias

Balanced proteins
and energy

Imdad [25] 2012 SRMA Burkina Faso (1), Chile (1), The
Gambia (2), Taiwan (1)

Pregnant women with
undernutrition

Balanced protein and energy
dietary supplements

Placebo or equivalent
supplementation without
proteins or energy.

LBW

Ota [26] 2015 Cochrane
review

Burkina Faso (1), Columbia (1),
The Gambia (1), India (1), UK
(1), USA (1), Taiwan (1)

Pregnant women
with undernutrition

Balanced protein and energy
dietary supplements

Placebo or equivalent
supplementation without
proteins or energy.

PTB, SGA, SB

Lipid-based
nutrients

Huybregts [27] 2009 RCT Burkina Faso Pregnant women
with undernutrition

Daily lipid-based
preparation containing
essential fatty acids,
proteins, multiple
micronutrients and 373 kcal
of energy (MQ-LNS)

Multiple micronutrients
taken daily as a tablet.

LBW, PTB,
SGA, SB

Moderate

Adu-Afarwuah
[28]

2015 RCT Ghana Pregnant women
with undernutrition

Daily lipid-based
preparation containing
essential fatty acids, protein,
multiple micronutrients and
118 kcal of energy (SQ-
LNS)

Multiple micronutrients
taken daily as a tablet.

LBW, PTB,
SGA, SB

Low

Ashorn [29] 2015 RCT Malawi Pregnant women
with undernutrition

Daily lipid- based
preparation containing
essential fatty acids, protein,
multiple micronutrients and
118 kcal of energy (SQ-
LNS)

Multiple micronutrients
taken daily as a tablet.

LBW, PTB,
SGA, SB

Low

Johnson [30] 2017 RCT The Gambia Pregnant women with
undernutrition

Daily lipid-based
preparation containing
essential fatty acids,
proteins, multiple
micronutrients and 746 kcal
of energy (LQ-LNS)

Multiple micronutrients
taken daily as a tablet.

LBW, PTB,
SGA

Low

LNS – lipid-based nutrient supplements, SQ – small qualitiy, MQ – moderate quantity, LQ – large quantity, RCT ¼ randomized controlled trial, SRMA – systematic review and meta-analysis
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Table 4
Evidence of efficacy of the provision of nutrients and energy to reduce LBW, PTB, SGA and SB.
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the ES; four of which the population was enriched for first pregnancies
and other risk factors for pregnancy-related hypertension. Additionally,
there was a mixture of adequate and low baseline dietary calcium levels
in the participants across the reviewed studies. The number of studies
(participants) reporting specific outcome data for the effect high dose
calcium was 9 (N¼14883) for LBW, 11 (N¼15275) for PTB, 4
(N¼13615) for SGA and 11 (N¼15665) for SB. The risks for women
who received high-dose calcium compared with placebo or no sup-
plementation were: LBW (RR: 0.85 [95% CI 0.72, 1.01]), PTB (RR:
0.76 [95% CI 0.60, 0.97]]), SGA (RR: 1.05 [95% CI 0.86, 1.29]) and
SB (RR: 0.9 [95% CI 0.74, 1.09]). The 90% CI for LBW ([90% CI
0.74, 0.97]) excluded the possibility of no effect. The quality of the
evidence on the effect of high-dose calcium on PTB was considered
low.

Six RCTs published between 1998 and 2016 contributed to the
effect size estimate for the provision of daily low-dose (<1g) calcium
compared with placebo or no calcium during pregnancy on PTB, all of
which included lower MIC. Five out of six of these RCTs combined the
calcium with other supplements including vitamin D (3 RCTs), linoleic
acid (1 RCT) and 10 additional micronutrients with antioxidative ca-
pacity (1 RCT). The ES for supplementation with low dose calcium on
the risk of PTB from 6 RCTs (N¼1290) was 0.83 [95% CI 0.34, 2.03].
A detailed summary of the impact of calcium supplementation is
provided in Supplementary data 4.

One Cochrane review published in 2018 reviewed 30 RCTs of
supplementation with omega-3 fatty acids published between 1992 and
2018. None of the RCTs were conducted in LIC and only eight took
place in MIC. Only one took place in SSA (Angola) and one took place
in SA (Bangladesh). The RCTs compared supplementation or enrich-
ment of the diet with O3FA versus placebo, no supplementation or no
enrichment. The number of RCT (participants) reporting specific
outcome data was 15 (N¼8449) for LBW, 26 (N¼10304) for PTB, 8
(N¼6907) for SGA and 16 (N¼7880) for SB. The risks for women
who received O3FA compared with no O3FA were: LBW (RR: 0.90
S140
[95% CI 0.82, 0.99]), PTB (RR: 0.89 [95% CI 0.81, 0.97]), SGA (RR:
1.01 [95% CI 0.9, 1.13]) and SB (RR: 0.94 [95% CI 0.62, 1.42]). The
quality of the evidence for the effects of O3FA on LBW and PTB was
high and for SGA and SB, the quality was moderate. A detailed
summary of the impact of O3FA supplementation is provided in
Supplementary data 5.

To summarize the interventions consisting of nutrients without
energy, there is evidence from RCTconducted mainly in LIC and lower
MIC that blanket supplementation with MMN likely reduces the risks
of LBWand SGA but not likely the risks of PTB or SB compared with
IFA or iron alone. There is evidence that blanket supplementation with
high-dose calcium may possibly lower the risks of LBWand PTB. The
effect of low dose calcium on the risk of PTB is inconclusive. The
evidence regarding blanket supplementation with O3FA suggests that it
likely lowers the risk of LBW and PTB but not the risks SGA or SB.
The majority of RCT of calcium and O3FA have been conducted in
upper MIC and HIC (Table 6).
Nutritional interventions without dietary supplementation
Three ES documents (individual RCTs) published in 2014, 2017

and 2019 reported interventions that addressed inadequate nutrition
during pregnancy but did not involve blanket dietary supplementation
(Table 7).

Three RCTs conducted in Bangladesh, Burkina Faso and Kenya
examined dietary education of pregnant women with undernutrition
compared with standard of care. The Bangladesh and Burkina Faso
trials delivered classes on how to achieve good nutrition in pregnancy
including how to prepare nutritious staples for frequent consumption.
The Kenya trial delivered the intervention during antenatal home visits
in the form of counselling and advice. The Bangladesh trial used in-
dividual randomization to select participants for the intervention. The
Burkina Faso and Kenya trials used cluster randomization; the former
randomizing health centers to provide the intervention or standard-of-
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care and the latter randomizing villages to receive dietary counselling
in addition to the usual procedures followed at antenatal home visits.
All three RCTs (N¼3440) reported data for LBW. Only the Kenya trial
(N¼1001) reported outcomes for PTB. The risks for women who
received dietary education compared with standard-of-care were: LBW
(RR: 0.46 [95% CI 0.27, 0.79]) and PTB (RR: 0.84 [95% CI 0.68,
1.04]). A detailed summary of the impact of dietary education is shown
in Supplementary data 6.

We did not find any RCT of regular screening for maternal weight
gain followed, if indicated, by dietary supplementation or other
intervention. A summary of the search for RCTof this intervention is in
Supplementary data 7.

In summary, screening for weight gain followed by intervention if
indicated does not appear to have been tested as a stand-alone inter-
vention in the context of an RCT. There is evidence that dietary edu-
cation in various forms might possibly be able to reduce the risk of
LBW. The corresponding impact on the risks of PTB, SGA and SB is
not known (Table 8).
Search update to identify recent evidence
We found 1166 records across five searches in Embase covering the

period from April 2020 until September 2022. Of these, seven publi-
cations, covering provision of nutrients and energy (one publication),
provision of nutrients without energy (five publications) and nutritional
interventions without dietary supplementation (one publication) met
our original inclusion criteria (flow chart, Supplementary data 8).

The new publication on nutrients and energy described an RCT
from Pakistan comparing provision of protein, energy and multiple
micronutrients against standard of care. The authors reported a sig-
nificant reduction in the risk of SB in the intervention group. The
prevalence of LBWwas identical in both groups, but the validity of this
finding might have been compromised because less than half of the
newborns were weighed immediately after birth [37].

The new publications on the provision of nutrients without energy
included one umbrella review, three systematic reviews with meta-
analyses (SRMA), and one RCT on the effect of maternal supple-
mentation with omega-3 fatty acids on birth outcomes. One of the
SRMA was excluded because it combined data that used differing
definitions of PTB and some of the data was used twice in the meta-
analysis [39]. The umbrella review was excluded as it used this
SRMA to estimate the effect of O3FA on the prevalence of PTB [38].
The other two SRMA reported the same positive effect on the risk of
PTB [40, 41]. The newly published RCT compared supplementation
with omega-3 fatty acids with placebo in India and reported no dif-
ferences in the risks of LBW, PTB, SGA or SB [42].

The new publication on nutritional interventions without dietary
supplementation described a cluster RCT in Ethiopia comparing the
effect of guided nutritional counselling during pregnancy with standard
of care. The authors reported a positive effect of the intervention on
LBW [43].

The results from the newly identified RCTs on provision of proteins
and energy and provision of dietary education were consistent with our
original findings. The new reviews on the impact of omega-3 fatty
acids were in agreement with our ES document result of a positive
effect on PTB. However, the new umbrella review and the systematic
review that it used to derive the effect size for PTB were excluded from
our analyses because they combined different definitions of PTB for
their effect size estimates. Hence, the search update did not change our
categorized interpretation of the data and color codes given in Tables 2,
4, and 6.



Table 6
Evidence of efficacy of nutrients without energy to reduce LBW, PTB, SGA and SB.
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Discussion

The aim of this review was to synthesize evidence from RCTs
conducted anywhere in the world to improve the nutritional status of
women during pregnancy toward the reduction of the prevalence of
LBW and related birth outcomes of PTB, SGA and SB. From the
English-language literature from five databases, there was evidence
that blanket supplementation with BPE, MMN, LNS or O3FA is likely
to reduce the prevalence of LBW and related adverse birth outcomes.
The evidence suggests that blanket supplementation with BPE was the
only intervention able to reduce the prevalence of SB. The evidence
points to the possibility that high-dose calcium supplementation and
dietary education may reduce the prevalence of LBW. Evidence for the
efficacy of low-dose calcium supplementation to reduce the risk of
LBW is inconclusive at present. There is insufficient published evi-
dence from RCT of efforts to target weight gain-promoting in-
terventions to women with inadequate weight gain.

The methodology of the modular review used a broad approach to
the search phase favoring sensitivity over specificity. As a result, the
electronic searches were unlikely to have missed relevant records, but
due to the large number of records that were selected, relevant records
may have been missed at the abstract screening stage due to human
error. Furthermore, we might have missed records where our specified
outcomes were not the primary outcomes or were not reported in ab-
stracts. To address both sources of error, we consulted the reference
lists of documents that met the inclusion criteria as a parallel route to
S142
the identification of relevant articles. We also performed simplified
versions of the searches in databases not included in the five used for
the systematic searches (for example, a Google search using only terms
“pregnancy”, “zinc”, “low birth weight”). No other relevant articles
were identified using the simplified searches and all articles identified
through reference lists had been missed on account of our specified
outcomes not appearing in abstracts [13].

The validity of our finding could also be compromised by reviews
and RCT published since the search dates in April 2020. To address the
time gap, we performed identical searches in Embase covering the
period from April 2020 to August 2022. None of the documents
identified in the updated searches provided more comprehensive esti-
mates of the effect sizes of the interventions when compared with the
selected ES documents from the original searches. Therefore, we
consider that our review covers the relevant published literature. The
prevalence of LBW can be reduced by interventions that involve di-
etary supplementation with BPE, MMN, LNS or O3FA.

There is impetus for replacing IFA with MMN supplementation in
the WHO recommendations for antenatal care of undernourished
pregnant women [44, 45, 50]. Between 2005 and 2012, there was
concern about an observed association betweenMMN supplementation
and peri- and neonatal mortality [46–49]. However, RCT published
since 2012, particularly the JiVitA-3 trial in Bangladesh with over
28000 participants [50], have provided new data suggesting that MMN
supplementation is unlikely to increase the risk of these outcomes,
which may have been associated with commencement before mid
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gestation [31, 45, 51]. It is possible that the positive and negative ef-
fects of MMN on peri/neonatal mortality resulted in no net effect.
Interestingly, from the meta-analyses of RCTs of individual compo-
nents of the UNIMMAP formulation of MMN, such as vitamin A [52],
vitamin D [53] and zinc [54], there does not appear to be any single
micronutrient supplementation regimen that consistently reduces the
risk of LBWon its own. Thus, it is likely more advantageous to address
multiple deficiencies simultaneously in a single supplement than to
address the documented deficiencies of a specific population.

A finding of this review is that supplementation with either BPE or
MMN can impact the risk of LBW and SGA. Thus, it is somewhat
surprising that when micronutrients and energy are combined in the
form of LNS, the effect on the prevalence of LBW was small in
comparison with MMN alone, with no significant effect on the risk of
SGA or PTB. We found that changing from MMN to LNS supple-
mentation resulted in a small increase in birth size, consistent across all
four of the included RCT, regardless of energy quantities. This con-
sistency could be interpreted as an indication that the differences in the
amount of energy may not be playing a significant role in the small
increase in infant size. Others have made the case that the amount of
energy in the supplement is crucial to the effect [55]. A potential
confounder is the degree to which trial participants consumed the entire
quantity of LNS, particularly when the portion was large. The benefits
of added energy may be offset by the failure to receive the full RDA of
micronutrients if the entire portion is not consumed. It is biologically
plausible that the energy and macronutrient content is able to modify
the effect, however, and our results should be interpreted with caution.

Compliance with consumption of the full portion of the supplement
is an important consideration for blanket RCTs, particularly those
intended to increase macronutrient consumption. Women may resist
efforts to promote weight gain due to fear of obstructed labour asso-
ciated with giving birth to a larger infant. A 2018 systematic review
identified studies consisting of interviews of women around food intake
and taboos during pregnancy [56]. Nine studies, including the Burkina
Faso LNS trial, identified the practice of ”eating down” during preg-
nancy to limit weight gain among those interviewed although most
women reported no change in their eating habits on becoming preg-
nant. For the LNS RCTs, it is difficult to compare compliance between
studies as it was encouraged and measured in different ways. The
Malawi SQ-LNS trial reported the highest compliance with an average
of 85% of the intervention consumed [29]. For the LQ-LNS trial in the
Gambia, compliance was lower, but sensitivity analysis suggested that
this was not a factor in the infant biometry outcomes [30]. Most of the
RCTs of BPE did not report on compliance, even if it was monitored
[26].

Whilst O3FA supplementation appeared to reduce the prevalence of
LBW by about 10%, there are several reasons why more research is
needed before it can be considered a useful tool in the global effort to
reduce undernutrition during pregnancy. First, the evidence for the
efficacy of O3FA comes largely from HIC and it has not been tested in
undernourished populations. Secondly, the evidence points to a
mechanism in wherein O3FA delays the onset of natural labor. This
could occur through the competitive inhibition of prostaglandins E2
and F2α production from omega-6 fatty acids, which is dependent on
the same enzyme that converts O3FA to E3 prostaglandins [57]. Sup-
port for the predominance of this mode of action comes from the 60%
increase in the risk of post term birth in the O3FA supplemented groups
[33] suggesting that O3FA can inhibit the onset of labor at any point
during the pregnancy. Gestation beyond 42 weeks is the highest
directly attributable risk factor for SB [58]. Furthermore, in LIC and



Table 8
Evidence of efficacy of nutritional interventions without dietary supplementation to reduce LBW, PTB, SGA and SB.
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lower MIC where the infectious disease burden is high, preterm labor
and delivery may serve to avert SB if the fetus is threatened with
infection [59]. There is also some evidence that supplementation with
O3FA could potentially increase SB. After 16 trials reporting 77 SB,
the confidence interval remained wide with the possibility that O3FA
consumption could increase the prevalence of SB by up to 42% [33].
Indeed, an overview of Cochrane systematic reviews on interventions
to reduce the prevalence of SB rated the evidence for the impact of
O3FA supplementation on the risk of SB to be very low certainty on
account of the wide confidence interval [60]. More research is therefore
required to establish which populations can benefit from O3FA and
avoid the associated risks.

High-dose calcium supplementation is currently recommended by
WHO for populations with low calcium intake in order to reduce the
risk of preeclampsia [9]. Since iatrogenic PTB is a common treatment
for severe preeclampsia and eclampsia, it is not clear the extent to
which the observed reduction in the prevalence of PTB in the sup-
plemented groups was mediated through the reduction in preeclampsia
or whether high-dose calcium has independent effects on the risk of
spontaneous PTB although some attempts have been made to disag-
gregate this effect [22]. Historically, calcium has been notable by its
exclusion from MMN formulations. When RCT of calcium supple-
mentation in pregnancy began 35 years ago, clinical and epidemio-
logical studies pointed to a requirement for a high dose (>1g) to
achieve impact in the reduction of hypertension and preeclampsia [61,
62], which precluded combining it with any other supplement. By
2009, trialing high doses had ended and low doses with and without
other micronutrients, most notably vitamin D, were tested. However,
not enough evidence has been published to be able to make conclusions
about the effects of low-dose supplementation on birth outcomes or
how it interacts with other supplements.

This review used meta-analyses to make judgements regarding the
effectiveness of interventions to reduce the prevalence of LBW. It is well
recognized that there are limitations to extent to which such aggregates of
data may be relevant when the data is derived from RCTs conducted in a
variety of settings and contexts [63].A singleRCTconducted in anygiven
context may be more relevant to that context than a global estimate pro-
duced by a meta-analysis. For instance, baseline population characteris-
tics such as age, body mass index and parity as well as cultural aspects of
S144
food consumptionmay affect the uptake and acceptability of supplements
and the supplemented group’s ability to respond to or benefit from the
supplement in one context but not another [64]. Therefore, we caution
against taking any of the relative risks provided in this article as a sign of a
fixed and universal effect size. Rather, the modular review, with multiple
concomitantmeta-analyses, provides a summary of available quantity and
quality of evidence of multiple alternative interventions in different set-
tings. This will hopefully help program planners and managers make
decisions on the interventions and approaches they want to use in
improving birth outcomes in their own settings.

A strength of this review is the juxtaposition of the body of evidence
for universal nutrient supplementation, which is reaching maturity,
against the lack of evidence for targeting support to pregnant women
who are not gaining adequate weight. Further work is required to
demonstrate the efficacy and cost effectiveness of targeted in-
terventions in comparison with universal supplementation. The
implementation of eight antenatal contacts provides the framework for
more extensive monitoring of pregnancy BMI and weight gain and the
opportunities to support women with identified nutritional in-
adequacies through supplementation.

In summary, there is sound evidence that improving the nutritional
status of pregnant women by addressing caloric and nutrient de-
ficiencies at the population level will reduce the prevalence of LBW
and related adverse outcomes. Future research should seek to delineate
what form of education and supplementation should be offered to all
women and what should be targeted to those with the greatest ability to
benefit. The path to the birth of the thriving newborn involves holistic
approaches to nutrition and its seamless integration in a complete
program of social, environmental and medical support.
Acknowledgements

The authors gratefully acknowledge Jaana Isoj€arvi, Taina Peltonen,
P€aivi Lukin and Heather Chesters for support in information retrieval.
We thank all members of the TAU Center for Child, Adolescent and
Maternal Health for their advice and feedback. In particular, Otto
Heimonen for statistical support and Maryam Hadji, Meeri Salenius,
Viivi Kajander, and Leon Csonka for research assistance.



P.J. Hunter et al. The American Journal of Clinical Nutrition 117 (2023) S134–S147
Author contribution
PA, UA, PH, YM, PNG and AK designed research, including

project conception and development of overall research plan. PA and
UA provided study oversight. PH, YM, AK and PNG conducted
research. PH, YM, PNG, AK, PP, KB and RV collected or analyzed
data. PH and JL performed statistical analysis. PH and YM drafted the
manuscript. PH had primary responsibility for final content. All authors
have read and approved the final manuscript.

The study funder had no role in the study design; in the collection,
analysis, and interpretation of data; in the writing of the report; or in the
decision to submit the article for publication.
Conflict of interest
Patricia Hunter - No conflicts of interest
Yvonne Muthiani - No conflicts of interest
Pieta N€as€anen-Gilmore - No conflicts of interest
Annariina Koivu - No conflicts of interest
Pia P€ortfors - No conflicts of interest
Kalpana Bastola - No conflicts of interest
Raija Vimpeli - No conflicts of interest
Juho Luoma - No conflicts of interest
Ulla Ashorn – No conflicts of interest
Per Ashorn – No conflicts of interest
Funding
The study was funded by The Children’s Investment Fund Foun-

dation (CIFF), Grant Reference Number 1808-02973.
Data Availability
Data described in the manuscript will be made available upon

request pending application to and approval by the authors.
Appendix A. Supplementary data
Supplementary data to this article can be found online at https

://doi.org/10.1016/j.ajcnut.2023.01.024.

References

[1] H. Blencowe, J. Krasevec, M. de Onis, R.E. Black, X. An, G.A. Stevens,
E. Borghi, C. Hayashi, D. Estevez, L. Cegolon, et al., National, regional, and
worldwide estimates of low birthweight in 2015, with trends from 2000: a
systematic analysis, Lancet Glob Health 7 (7) (2019 Jul) e849–e860, https://
doi.org/10.1016/S2214-109X(18)30565-5. Epub 2019 May 15. PMID:
31103470; PMCID: PMC6560046.

[2] S. Chawanpaiboon, J.P. Vogel, A.B. Moller, P. Lumbiganon, M. Petzold,
D. Hogan, S. Landoulsi, N. Jampathong, K. Kongwattanakul, M. Laopaiboon,
et al., Global, regional, and national estimates of levels of preterm birth in 2014:
a systematic review and modelling analysis, Lancet Glob Health 7 (1) (2019
Jan) e37–e46, https://doi.org/10.1016/S2214-109X(18)30451-0. Epub 2018
Oct 30. PMID: 30389451; PMCID: PMC6293055.

[3] A.C. Lee, N. Kozuki, S. Cousens, G.A. Stevens, H. Blencowe, M.F. Silveira,
A. Sania, H.E. Rosen, C. Schmiegelow, L.S. Adair, et al., CHERG Small-for-
Gestational-Age-Preterm Birth Working Group. Estimates of burden and
consequences of infants born small for gestational age in low and middle
income countries with INTERGROWTH-21st standard: analysis of CHERG
datasets, BMJ 358 (2017 Aug 17) j3677, https://doi.org/10.1136/bmj.j3677.
Erratum in: BMJ. 2017 Sep 11;358:j4229. PMID: 28819030; PMCID:
PMC5558898.

[4] M.S. Kramer, The epidemiology of adverse pregnancy outcomes: an overview,
J Nutr 133 (5 Suppl 2) (2003 May) 1592S–1596S, https://doi.org/10.1093/jn/
133.5.1592S. PMID: 12730473.

[5] C. Hobel, J. Culhane, Role of psychosocial and nutritional stress on poor
pregnancy outcome, J Nutr 133 (5 Suppl 2) (2003 May) 1709S–1717S, https://
doi.org/10.1093/jn/133.5.1709S. PMID: 12730488.
S145
[6] P. Christian, S.E. Lee, M. Donahue Angel, L.S. Adair, S.E. Arifeen, P. Ashorn,
F.C. Barros, C.H. Fall, W.W. Fawzi, W. Hao, et al., Risk of childhood
undernutrition related to small-for-gestational age and preterm birth in low- and
middle-income countries, Int J Epidemiol 42 (5) (2013 Oct) 1340–1355, https://
doi.org/10.1093/ije/dyt109. Epub 2013 Aug 6. PMID: 23920141; PMCID:
PMC3816349.

[7] L. Linsell, R. Malouf, J. Morris, J.J. Kurinczuk, N. Marlow, Prognostic Factors
for Poor Cognitive Development in Children Born Very Preterm or With Very
Low Birth Weight: A Systematic Review, JAMA Pediatr 169 (12) (2015 Dec)
1162–1172, https://doi.org/10.1001/jamapediatrics.2015.2175. PMID:
26457641; PMCID: PMC5122448.

[8] T.N.K. Raju, A.S. Buist, C.J. Blaisdell, M. Moxey-Mims, S. Saigal, Adults
born preterm: a review of general health and system-specific outcomes, Acta
Paediatr 106 (9) (2017 Sep) 1409–1437, https://doi.org/10.1111/apa.13880.
Epub 2017 May 17. PMID: 28419544.

[9] World Health Organization, WHO recommendations on antenatal care for a
positive pregnancy experience, 2016. Geneva, https://www.who.int/publicati
ons/i/item/9789241549912.

[10] A.M. Koivu, P.K. Nasanen-Gilmore, P.J. Hunter, Y. Muthiani, J. Isojarvi,
O. Heimonen, K. Bastola, L. Csonka, P. Ashorn, U. Ashorn, Antenatal
interventions to address harmful behaviors and psychosocial risk factors in the
prevention of low birth weight. Am J Clin Nutr 117 (2023) S148–S159, https
://doi.org/10.1016/j.ajcnut.2022.11.028.

[11] Y. Muthiani, P.J. Hunter, P.K. Nasanen-Gilmore, A.M. Koivu, J. Isojarvi,
J. Luoma, M. Salenius, M. Hadji, U. Ashorn, P. Ashorn, Antenatal
interventions to reduce risk of low birth weight related to maternal infections
during pregnancy, Am J Clin Nutr 117 (2023) S118–S133, https://doi.org/10.10
16/j.ajcnut.2023.02.025.

[12] P.K. Nasanen-Gilmore, A.M. Koivu, P.J. Hunter, Y. Muthiani, P. Portfors,
O. Heimonen, V. Kajander, P. Ashorn, U. Ashorn, Antenatal interventions
targeting modifiable environmental exposures in improving birth outcomes,
Am J Clin Nutr 117 (2023) S160–S169, https://doi.org/10.1016/j.ajcnut.20
22.11.029.

[13] A.M. Koivu, P.J. Hunter, P. N€as€anen-Gilmore, Y. Muthiani, J. Isoj€arvi,
P. P€ortfors, U. Ashorn, P. Ashorn, Modular literature review: a novel
systematic search and review method to support priority setting in health policy
and practice, BMC Med Res Methodol 21 (1) (2021 Nov 27) 268, https://
doi.org/10.1186/s12874-021-01463-y. PMID: 34837952; PMCID:
PMC8627616.

[14] E. Malacova, A. Regan, N. Nassar, C. Raynes-Greenow, H. Leonard,
R. Srinivasjois, A. W Shand, T. Lavin, G. Pereira, Risk of stillbirth, preterm
delivery, and fetal growth restriction following exposure in a previous birth:
systematic review and meta-analysis, BJOG 125 (2) (2018 Jan) 183–192,
https://doi.org/10.1111/1471-0528.14906. Epub 2017 Oct 3. PMID: 28856792.

[15] R. Suurmond, H. van Rhee, T. Hak, Introduction, comparison, and validation of
Meta-Essentials: A free and simple tool for meta-analysis, Res Synth Methods 8
(4) (2017 Dec) 537–553, https://doi.org/10.1002/jrsm.1260. Epub 2017 Sep 29.
PMID: 28801932; PMCID: PMC5725669.

[16] M. Gordon, T. Lumley, forestplot: Advanced Forest Plot Using 'grid' Graphics,
2021. R package version 2.0.1, https://CRAN.R-project.org/package¼forest
plot.

[17] H. Schünemann, J. Bro _zek, G. Guyatt, A. Oxman, GRADE handbook for
grading quality of evidence and strength of recommendations, The GRADE
Working Group, 2013. Available at, https://gdt.gradepro.org/app/handboo
k/handbook.html.

[18] M.J. Page, J.E. McKenzie, P.M. Bossuyt, I. Boutron, T.C. Hoffmann,
C.D. Mulrow, L. Shamseer, J.M. Tetzlaff, E.A. Akl, S.E. Brennan, et al., The
PRISMA 2020 statement: an updated guideline for reporting systematic
reviews, n71, BMJ (2021 Mar 29) 372, https://doi.org/10.1136/bmj.n71. PMID:
33782057; PMCID: PMC8005924.

[19] R.E. Black, C.G. Victora, S.P. Walker, Z.A. Bhutta, P. Christian, M. de Onis,
M. Ezzati, S. Grantham-McGregor, J. Katz, R. Martorell, R. Uauy, Maternal and
Child Nutrition Study Group, Maternal and child undernutrition and overweight
in low-income and middle-income countries, Lancet 382 (9890) (2013 Aug 3)
427–451, https://doi.org/10.1016/S0140-6736(13)60937-X. Epub 2013 Jun 6.
Erratum in: Lancet. 2013. 2013 Aug 3;382(9890):396. PMID: 23746772.

[20] S. Gurung, H.H. Tong, E. Bryce, J. Katz, A.C. Lee, R.E. Black, N. Walker,
A systematic review on estimating population attributable fraction for risk
factors for small-for-gestational-age births in 81 low- and middle-income
countries, J Glob Health 12 (2022 Mar 26), 04024, https://doi.org/10.7189/
jogh.12.04024. PMID: 35356650; PMCID: PMC8942297.

[21] I. Darnton-Hill, U.C. Mkparu, Micronutrients in pregnancy in low- and middle-
income countries, Nutrients 7 (3) (2015 Mar 10) 1744–1768, https://doi.org/
10.3390/nu7031744. PMID: 25763532; PMCID: PMC4377879.

[22] E. Bryce, S. Gurung, H. Tong, J. Katz, A.C. Lee, R.E. Black, N. Walker,
Population attributable fractions for risk factors for spontaneous preterm births

https://doi.org/10.1016/j.ajcnut.2023.01.024
https://doi.org/10.1016/j.ajcnut.2023.01.024
https://doi.org/10.1016/S2214-109X(18)30565-5
https://doi.org/10.1016/S2214-109X(18)30565-5
https://doi.org/10.1016/S2214-109X(18)30451-0
https://doi.org/10.1136/bmj.j3677
https://doi.org/10.1093/jn/133.5.1592S
https://doi.org/10.1093/jn/133.5.1592S
https://doi.org/10.1093/jn/133.5.1709S
https://doi.org/10.1093/jn/133.5.1709S
https://doi.org/10.1093/ije/dyt109
https://doi.org/10.1093/ije/dyt109
https://doi.org/10.1001/jamapediatrics.2015.2175
https://doi.org/10.1111/apa.13880
https://www.who.int/publications/i/item/9789241549912
https://www.who.int/publications/i/item/9789241549912
https://doi.org/10.1016/j.ajcnut.2022.11.028
https://doi.org/10.1016/j.ajcnut.2022.11.028
https://doi.org/10.1016/j.ajcnut.2023.02.025
https://doi.org/10.1016/j.ajcnut.2023.02.025
https://doi.org/10.1016/j.ajcnut.2022.11.029
https://doi.org/10.1016/j.ajcnut.2022.11.029
https://doi.org/10.1186/s12874-021-01463-y
https://doi.org/10.1186/s12874-021-01463-y
https://doi.org/10.1111/1471-0528.14906
https://doi.org/10.1002/jrsm.1260
https://CRAN.R-project.org/package=forestplot
https://CRAN.R-project.org/package=forestplot
https://CRAN.R-project.org/package=forestplot
https://gdt.gradepro.org/app/handbook/handbook.html
https://gdt.gradepro.org/app/handbook/handbook.html
https://doi.org/10.1136/bmj.n71
https://doi.org/10.1016/S0140-6736(13)60937-X
https://doi.org/10.7189/jogh.12.04024
https://doi.org/10.7189/jogh.12.04024
https://doi.org/10.3390/nu7031744
https://doi.org/10.3390/nu7031744


P.J. Hunter et al. The American Journal of Clinical Nutrition 117 (2023) S134–S147
in 81 low- and middle-income countries: A systematic analysis, J Glob Health
12 (2022 Mar 26), 04013, https://doi.org/10.7189/jogh.12.04013. PMID:
35356651; PMCID: PMC8959104.

[23] S.F. Olsen, T.I. Halldorsson, A.L. Thorne-Lyman, M. Strøm, S. Gørtz,
C. Granstrøm, P.H. Nielsen, J. Wohlfahrt, J.A. Lykke, J. Langhoff-Roos,
A.S. Cohen, J.D. Furtado, E.L. Giovannucci, W. Zhou, Plasma Concentrations
of Long Chain N-3 Fatty Acids in Early and Mid-Pregnancy and Risk of Early
Preterm Birth, EBioMedicine 35 (2018 Sep) 325–333, https://doi.org/10.1016/
j.ebiom.2018.07.009. Epub 2018 Aug 3. Erratum in: EBioMedicine. 2020 Jan;
51:102619. PMID: 30082226; PMCID: PMC6156714.

[24] R.F. Goldstein, S.K. Abell, S. Ranasinha, M. Misso, J.A. Boyle, M.H. Black,
N. Li, G. Hu, F. Corrado, L. Rode, et al., Association of Gestational Weight
Gain With Maternal and Infant Outcomes: A Systematic Review and Meta-
analysis, JAMA 317 (21) (2017 Jun 6) 2207–2225, https://doi.org/10.1001/
jama.2017.3635. PMID: 28586887; PMCID: PMC5815056.

[25] A. Imdad, Z.A. Bhutta, Maternal nutrition and birth outcomes: effect of
balanced protein-energy supplementation, Paediatr Perinat Epidemiol 26 (Suppl
1) (2012 Jul) 178–190, https://doi.org/10.1111/j.1365-3016.2012.01308.x.
PMID: 22742610.

[26] E. Ota, H. Hori, R. Mori, R. Tobe-Gai, D. Farrar, Antenatal dietary education
and supplementation to increase energy and protein intake, Cochrane Database
Syst Rev (6) (2015 Jun 2) CD000032, https://doi.org/10.1002/
14651858.CD000032.pub3. PMID: 26031211.

[27] L. Huybregts, D. Roberfroid, H. Lanou, J. Menten, N. Meda, J. Van Camp,
P. Kolsteren, Prenatal food supplementation fortified with multiple
micronutrients increases birth length: a randomized controlled trial in rural
Burkina Faso, Am J Clin Nutr 90 (6) (2009 Dec) 1593–1600, https://doi.org/
10.3945/ajcn.2009.28253. Epub 2009 Oct 7. PMID: 19812173.

[28] S. Adu-Afarwuah, A. Lartey, H. Okronipa, P. Ashorn, M. Zeilani,
J.M. Peerson, M. Arimond, S. Vosti, K.G. Dewey, Lipid-based nutrient
supplement increases the birth size of infants of primiparous women in Ghana,
Am J Clin Nutr 101 (4) (2015 Apr) 835–846, https://doi.org/10.3945/
ajcn.114.091546. Epub 2015 Feb 11. PMID: 25833980.

[29] P. Ashorn, L. Alho, U. Ashorn, Y.B. Cheung, K.G. Dewey, U. Harjunmaa,
A. Lartey,M.Nkhoma,N. Phiri, J. Phuka, et al., The impact of lipid-based nutrient
supplement provision to pregnant women on newborn size in rural Malawi: a
randomized controlled trial, Am J Clin Nutr 101 (2) (2015 Feb) 387–397, https://
doi.org/10.3945/ajcn.114.088617. Epub 2014 Dec 10. PMID: 25646337.

[30] W. Johnson, M.K. Darboe, F. Sosseh, P. Nshe, A.M. Prentice, S.E. Moore,
Association of prenatal lipid-based nutritional supplementation with fetal
growth in rural Gambia, Matern Child Nutr 13 (2) (2017 Apr), e12367, https://
doi.org/10.1111/mcn.12367. Epub 2016 Oct 2. PMID: 27696720; PMCID:
PMC5396370.

[31] E.C. Keats, B.A. Haider, E. Tam, Z.A. Bhutta, Multiple-micronutrient
supplementation for women during pregnancy, Cochrane Database Syst Rev 3
(3) (2019 Mar 14) CD004905, https://doi.org/10.1002/
14651858.CD004905.pub6. PMID: 30873598; PMCID: PMC6418471.

[32] G.J. Hofmeyr, S. Manyame, N. Medley, M.J. Williams, Calcium
supplementation commencing before or early in pregnancy, for preventing
hypertensive disorders of pregnancy, Cochrane Database Syst Rev 9 (9) (2019
Sep 16) CD011192, https://doi.org/10.1002/14651858.CD011192.pub3.
PMID: 31523806; PMCID: PMC6745517.

[33] P. Middleton, J.C. Gomersall, J.F. Gould, E. Shepherd, S.F. Olsen,
M. Makrides, Omega-3 fatty acid addition during pregnancy, Cochrane
Database Syst Rev 11 (11) (2018 Nov 15) CD003402, https://doi.org/10.1002/
14651858.CD003402.pub3. PMID: 30480773; PMCID: PMC6516961.

[34] K. Jahan, S.K. Roy, S. Mihrshahi, N. Sultana, S. Khatoon, H. Roy, L.R. Datta,
A. Roy, S. Jahan, W. Khatun, N. Nahar, J. Steele, Short-term nutrition
education reduces low birthweight and improves pregnancy outcomes among
urban poor women in Bangladesh, Food Nutr Bull 35 (4) (2014 Dec) 414–421,
https://doi.org/10.1177/156482651403500403. PMID: 25639126.

[35] L. Niki�ema, L. Huybregts, Y. Martin-Prevel, P. Donnen, H. Lanou,
J. Grosemans, P. Offoh, M. Dramaix-Wilmet, B. Sondo, D. Roberfroid,
P. Kolsteren, Effectiveness of facility-based personalized maternal nutrition
counseling in improving child growth and morbidity up to 18 months: A
cluster-randomized controlled trial in rural Burkina Faso, PLoS One 12 (5)
(2017 May 25), e0177839, https://doi.org/10.1371/journal.pone.0177839.
PMID: 28542391; PMCID: PMC5444625.

[36] C.K. Nyamasege, E.W. Kimani-Murage, M. Wanjohi, D.W.M. Kaindi, E. Ma,
M. Fukushige, Y. Wagatsuma, Determinants of low birth weight in the context
of maternal nutrition education in urban informal settlements, Kenya, J Dev
Orig Health Dis 10 (2) (2019 Apr) 237–245, https://doi.org/10.1017/
S2040174418000715. Epub 2018 Oct 8. PMID: 30295231; PMCID:
PMC6366559.

[37] G.N. Khan, S. Ariff, S. Kureishy, M. Sajid, A. Rizvi, C. Garzon, M. Jenkins,
S. de Pee, S.B. Soofi, Z.A. Bhutta, Effectiveness of wheat soya blend
S146
supplementation during pregnancy and lactation on pregnancy outcomes and
nutritional status of their infants at 6 months of age in Thatta and Sujawal
districts of Sindh, Pakistan: a cluster randomized-controlled trial, Eur J Nutr 60
(2) (2021 Mar) 781–789, https://doi.org/10.1007/s00394-020-02276-3. Epub
2020 May 24. PMID: 32448992.

[38] F.D. Firouzabadi, S. Shab-Bidar, A. Jayedi, The effects of omega-3
polyunsaturated fatty acids supplementation in pregnancy, lactation, and
infancy: An umbrella review of meta-analyses of randomized trials, Pharmacol
Res 177 (2022 Mar), 106100, https://doi.org/10.1016/j.phrs.2022.106100.
Epub 2022 Jan 29. PMID: 35104631.

[39] L. Sun, Y. Li, W. Xie, X. Xue, Association between omega-3 fatty acid
supplementation and lower risk of preterm delivery: a systematic review and
meta-analysis, J Matern Fetal Neonatal Med 35 (12) (2022 Jun) 2294–2303,
https://doi.org/10.1080/14767058.2020.1785423. Epub 2020 Sep 17. PMID:
32942938.

[40] R. Serra, R. Pe~nailillo, L.J. Monteiro, M. Monckeberg, M. Pe~na, L. Moyano,
C. Brunner, G. Vega, M. Choolani, S.E. Illanes, Supplementation of Omega 3
during Pregnancy and the Risk of Preterm Birth: A Systematic Review and
Meta-Analysis, Nutrients 13 (5) (2021 May 18) 1704, https://doi.org/10.3390/
nu13051704. PMID: 34069867; PMCID: PMC8157397.

[41] M.A. Abdelrahman, H. Osama, H. Saeed, Y.M. Madney, H.S. Harb,
M.E.A. Abdelrahim, Impact of n-3 polyunsaturated fatty acid intake in pregnancy
on maternal health and birth outcomes: systematic review and meta-analysis from
randomized controlled trails, Arch Gynecol Obstet (2022Mar 28), https://doi.org/
10.1007/s00404-022-06533-0. Epub ahead of print. PMID: 35348829.

[42] S. Khandelwal, D. Kondal, M. Chaudhry, K. Patil, M.K. Swamy, G. Pujeri,
S.B. Mane, Y. Kudachi, R. Gupta, U. Ramakrishnan, A.D. Stein,
D. Prabhakaran, N. Tandon, Prenatal Maternal Docosahexaenoic Acid (DHA)
Supplementation and Newborn Anthropometry in India: Findings from
DHANI, Nutrients 13 (3) (2021 Feb 25) 730, https://doi.org/10.3390/
nu13030730. PMID: 33668849; PMCID: PMC7996222.

[43] Y.M. Demilew, G.D. Alene, T. Belachew, Effects of guided counselling during
pregnancy on birth weight of newborns in West Gojjam Zone, Ethiopia: a
cluster-randomized controlled trial, BMC Pediatr 20 (1) (2020 Oct 6) 466,
https://doi.org/10.1186/s12887-020-02363-8. PMID: 33023521; PMCID:
PMC7542400.

[44] C. Oh, E.C. Keats, Z.A. Bhutta, Vitamin and Mineral Supplementation During
Pregnancy on Maternal, Birth, Child Health and Development Outcomes in
Low- and Middle-Income Countries: A Systematic Review and Meta-Analysis,
Nutrients 12 (2) (2020 Feb 14) 491, https://doi.org/10.3390/nu12020491.
PMID: 32075071; PMCID: PMC7071347.

[45] Z.A. Bhutta, A. Imdad, U. Ramakrishnan, R. Martorell, Is it time to replace iron
folate supplements in pregnancy with multiple micronutrients? Paediatr Perinat
Epidemiol 26 (Suppl 1) (2012 Jul) 27–35, https://doi.org/10.1111/j.1365-
3016.2012.01313.x. PMID: 22742600.

[46] P. Christian, D. Osrin, D.S. Manandhar, S.K. Khatry, A.M. de L Costello,
K.P. West Jr., Antenatal micronutrient supplements in Nepal, Lancet 366
(9487) (2005 Aug 27-Sep 2) 711–712, https://doi.org/10.1016/S0140-6736(05)
67166-8. PMID: 16125578.

[47] K. Kawai, D. Spiegelman, A.H. Shankar, W.W. Fawzi, Maternal multiple
micronutrient supplementation and pregnancy outcomes in developing
countries: meta-analysis and meta-regression, Bull World Health Organ 89 (6)
(2011 Jun 1) 402–411B, https://doi.org/10.2471/BLT.10.083758. Epub 2011
Mar 21. PMID: 21673856; PMCID: PMC3099554.

[48] B.M. Margetts, C.H. Fall, C. Ronsmans, L.H. Allen, D.J. Fisher, Maternal
Micronutrient Supplementation Study Group, Multiple micronutrient
supplementation during pregnancy in low-income countries: review of methods
and characteristics of studies included in the meta-analyses, Food Nutr Bull 30
(4 Suppl) (2009 Dec) S517–S526, https://doi.org/10.1177/
15648265090304S406. PMID: 20120793.

[49] U. Ramakrishnan, F.K. Grant, T. Goldenberg, V. Bui, A. Imdad, Z.A. Bhutta,
Effect of multiple micronutrient supplementation on pregnancy and infant
outcomes: a systematic review, Paediatr Perinat Epidemiol 26 (Suppl 1) (2012
Jul) 153–167, https://doi.org/10.1111/j.1365-3016.2012.01276.x. PMID:
22742608.

[50] K.P. West Jr., A.A. Shamim, S. Mehra, A.B. Labrique, H. Ali, S. Shaikh,
R.D. Klemm, L.S. Wu, M. Mitra, R. Haque, A.A. Hanif, A.B. Massie,
R.D. Merrill, K.J. Schulze, P. Christian, Effect of maternal multiple
micronutrient vs iron-folic acid supplementation on infant mortality and
adverse birth outcomes in rural Bangladesh: the JiVitA-3 randomized trial,
JAMA 312 (24) (2014 Dec 24-31) 2649–2658, https://doi.org/10.1001/
jama.2014.16819. PMID: 25536256.

[51] C.R. Sudfeld, E.R. Smith, New Evidence Should Inform WHO Guidelines on
Multiple Micronutrient Supplementation in Pregnancy, J Nutr 149 (3) (2019
Mar 1) 359–361, https://doi.org/10.1093/jn/nxy279. PMID: 30773589;
PMCID: PMC6398379.

https://doi.org/10.7189/jogh.12.04013
https://doi.org/10.1016/j.ebiom.2018.07.009
https://doi.org/10.1016/j.ebiom.2018.07.009
https://doi.org/10.1001/jama.2017.3635
https://doi.org/10.1001/jama.2017.3635
https://doi.org/10.1111/j.1365-3016.2012.01308.x
https://doi.org/10.1002/14651858.CD000032.pub3
https://doi.org/10.1002/14651858.CD000032.pub3
https://doi.org/10.3945/ajcn.2009.28253
https://doi.org/10.3945/ajcn.2009.28253
https://doi.org/10.3945/ajcn.114.091546
https://doi.org/10.3945/ajcn.114.091546
https://doi.org/10.3945/ajcn.114.088617
https://doi.org/10.3945/ajcn.114.088617
https://doi.org/10.1111/mcn.12367
https://doi.org/10.1111/mcn.12367
https://doi.org/10.1002/14651858.CD004905.pub6
https://doi.org/10.1002/14651858.CD004905.pub6
https://doi.org/10.1002/14651858.CD011192.pub3
https://doi.org/10.1002/14651858.CD003402.pub3
https://doi.org/10.1002/14651858.CD003402.pub3
https://doi.org/10.1177/156482651403500403
https://doi.org/10.1371/journal.pone.0177839
https://doi.org/10.1017/S2040174418000715
https://doi.org/10.1017/S2040174418000715
https://doi.org/10.1007/s00394-020-02276-3
https://doi.org/10.1016/j.phrs.2022.106100
https://doi.org/10.1080/14767058.2020.1785423
https://doi.org/10.3390/nu13051704
https://doi.org/10.3390/nu13051704
https://doi.org/10.1007/s00404-022-06533-0
https://doi.org/10.1007/s00404-022-06533-0
https://doi.org/10.3390/nu13030730
https://doi.org/10.3390/nu13030730
https://doi.org/10.1186/s12887-020-02363-8
https://doi.org/10.3390/nu12020491
https://doi.org/10.1111/j.1365-3016.2012.01313.x
https://doi.org/10.1111/j.1365-3016.2012.01313.x
https://doi.org/10.1016/S0140-6736(05)67166-8
https://doi.org/10.1016/S0140-6736(05)67166-8
https://doi.org/10.2471/BLT.10.083758
https://doi.org/10.1177/15648265090304S406
https://doi.org/10.1177/15648265090304S406
https://doi.org/10.1111/j.1365-3016.2012.01276.x
https://doi.org/10.1001/jama.2014.16819
https://doi.org/10.1001/jama.2014.16819
https://doi.org/10.1093/jn/nxy279


P.J. Hunter et al. The American Journal of Clinical Nutrition 117 (2023) S134–S147
[52] M.E. McCauley, N. van den Broek, L. Dou, M. Othman, Vitamin A
supplementation during pregnancy for maternal and newborn outcomes,
CochraneDatabase Syst Rev 2015 (10) (2015Oct 27) CD008666, https://doi.org/
10.1002/14651858.CD008666.pub3. PMID: 26503498; PMCID: PMC7173731.

[53] C. Palacios, L.K. Kostiuk, J.P. Pe~na-Rosas, Vitamin D supplementation for
women during pregnancy, Cochrane Database Syst Rev 7 (7) (2019 Jul 26)
CD008873, https://doi.org/10.1002/14651858.CD008873.pub4. PMID:
31348529; PMCID: PMC6659840.

[54] B. Carducci, E.C. Keats, Z.A. Bhutta, Zinc supplementation for improving
pregnancy and infant outcome, Cochrane Database Syst Rev 3 (3) (2021 Mar
16) CD000230, https://doi.org/10.1002/14651858.CD000230.pub6. PMID:
33724446; PMCID: PMC8094617.

[55] J.K. Das, Z. Hoodbhoy, R.A. Salam, A.Z. Bhutta, N.G. Valenzuela-Rubio,
Z. Weise Prinzo, Z.A. Bhutta, Lipid-based nutrient supplements for maternal,
birth, and infant developmental outcomes, Cochrane Database Syst Rev 8 (8)
(2018 Aug 31) CD012610, https://doi.org/10.1002/14651858.CD012610.pub2.
PMID: 30168868; PMCID: PMC6513224.

[56] J.A. Kavle, M. Landry, Addressing barriers to maternal nutrition in low- and
middle-income countries: A review of the evidence and programme implications,
Matern Child Nutr 14 (1) (2018 Jan), e12508, https://doi.org/10.1111/mcn.12508.
Epub 2017 Aug 24. PMID: 28836343; PMCID: PMC5763330.

[57] S.J. Zhou, K. Best, R. Gibson, A. McPhee, L. Yelland, J. Quinlivan, M. Makrides,
Study protocol for a randomised controlled trial evaluating the effect of prenatal
omega-3 LCPUFA supplementation to reduce the incidence of preterm birth: the
ORIP trial, BMJ Open 7 (9) (2017 Sep 24), e018360, https://doi.org/10.1136/
bmjopen-2017-018360. PMID: 28947468; PMCID: PMC5623491.

[58] A.C. Lindquist, R.M. Hastie, R.J. Hiscock, N.L. Pritchard, S.P. Walker,
S. Tong, Risk of major labour-related complications for pregnancies
S147
progressing to 42 weeks or beyond, BMC Med 19 (1) (2021 May 25) 126,
https://doi.org/10.1186/s12916-021-01988-5. PMID: 34030675; PMCID:
PMC8145839.

[59] J.O. Gardosi, Prematurity and fetal growth restriction, Early Hum Dev 81 (1)
(2005 Jan) 43–49, https://doi.org/10.1016/j.earlhumdev.2004.10.015. Epub
2004 Nov 19. PMID: 15707714.

[60] E. Ota, K. da Silva Lopes, P. Middleton, V. Flenady, W.M. Wariki,
M.O. Rahman, R. Tobe-Gai, R. Mori, Antenatal interventions for preventing
stillbirth, fetal loss and perinatal death: an overview of Cochrane systematic
reviews, Cochrane Database Syst Rev 12 (12) (2020 Dec 18) CD009599,
https://doi.org/10.1002/14651858.CD009599.pub2. PMID: 33336827;
PMCID: PMC8078228.

[61] J. Villar, J.M. Belizan, P.J. Fischer, Epidemiologic observations on the relationship
between calcium intake and eclampsia, Int J Gynaecol Obstet 21 (4) (1983 Aug)
271–278, https://doi.org/10.1016/0020-7292(83)90016-4. PMID: 6141080.

[62] J.M. Beliz�an, J. Villar, J. Repke, The relationship between calcium intake and
pregnancy-induced hypertension: up-to-date evidence, Am J Obstet Gynecol
158 (4) (1988 Apr) 898–902, https://doi.org/10.1016/0002-9378(88)90091-9.
PMID: 3284363.

[63] M. Manary, It's the context, Am J Clin Nutr 101 (4) (2015 Apr) 693–694,
https://doi.org/10.3945/ajcn.115.108399. Epub 2015 Mar 4. PMID:
25739928.

[64] K.G. Dewey, C.P. Stewart, K.R. Wessells, E.L. Prado, C.D. Arnold, Small-
quantity lipid-based nutrient supplements for the prevention of child
malnutrition and promotion of healthy development: overview of individual
participant data meta-analysis and programmatic implications, Am J Clin Nutr
114 (Suppl 1) (2021 Nov 2) 3S–14S, https://doi.org/10.1093/ajcn/nqab279.
PMID: 34590696; PMCID: PMC8560310.

https://doi.org/10.1002/14651858.CD008666.pub3
https://doi.org/10.1002/14651858.CD008666.pub3
https://doi.org/10.1002/14651858.CD008873.pub4
https://doi.org/10.1002/14651858.CD000230.pub6
https://doi.org/10.1002/14651858.CD012610.pub2
https://doi.org/10.1111/mcn.12508
https://doi.org/10.1136/bmjopen-2017-018360
https://doi.org/10.1136/bmjopen-2017-018360
https://doi.org/10.1186/s12916-021-01988-5
https://doi.org/10.1016/j.earlhumdev.2004.10.015
https://doi.org/10.1002/14651858.CD009599.pub2
https://doi.org/10.1016/0020-7292(83)90016-4
https://doi.org/10.1016/0002-9378(88)90091-9
https://doi.org/10.3945/ajcn.115.108399
https://doi.org/10.1093/ajcn/nqab279

	A modular systematic review of antenatal interventions to address undernutrition during pregnancy in the prevention of low  ...
	Introduction
	Methods
	Results
	Provision of nutrients and energy
	Provision of nutrients without energy
	Nutritional interventions without dietary supplementation
	Search update to identify recent evidence

	Discussion
	Acknowledgements
	Author contribution
	Conflict of interest
	Funding
	Data Availability
	Appendix A. Supplementary data
	References


