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Abstract: Infant mortality accounts for the majority of child deaths in Tanzania, and malnutrition
is an important underlying cause. The objectives of this cross-sectional study were to describe the
micronutrient status of infants in Tanzania and assess predictors of infant micronutrient deficiency.
We analyzed serum vitamin D, vitamin B12, folate, and ferritin levels from 446 infants at two weeks
of age, 408 infants at three months of age, and 427 mothers three months post-partum. We used
log-Poisson regression to estimate relative risk of being deficient in vitamin D and vitamin B12 for
infants in each age group. The prevalence of vitamin D and vitamin B12 deficiency decreased from 60%
and 30% at two weeks to 9% and 13% at three months respectively. Yet, the prevalence of insufficiency
at three months was 49% for vitamin D and 17% for vitamin B12. Predictors of infant vitamin D
deficiency were low birthweight, urban residence, maternal education, and maternal vitamin D status.
Maternal vitamin B12 status was the main predictor for infant vitamin B12 deficiency. The majority of
infants had sufficient levels of folate or ferritin. Further research is necessary to examine the potential
benefits of improving infants’ nutritional status through vitamin D and B12 supplements.
Keywords: micronutrients; infants; Tanzania; vitamin B12; vitamin D

1. Introduction
In 2015, the global under-five mortality rate was estimated to be 41 deaths per 1000 livebirths and
the neonatal mortality rate was estimated to be 18 deaths per 1000 livebirths; however, many low- and
low-middle income countries have significantly higher rates [1]. In order to meet the new Sustainable
Development Goals (SDGs), significant reductions in under-five mortality and neonatal mortality
must be achieved [2]. Despite progress in reducing child mortality in Tanzania, neonatal and infant
mortality still accounts for the majority of child deaths [3,4]. Tanzania’s under-five mortality was
60 deaths per 1000 livebirths and neonatal mortality rate was 22 deaths per 1000 livebirths in 2015 [1].
Understanding the relative importance of underlying causes of neonatal and post neonatal death is
important for identifying high impact interventions.
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Malnutrition is a major underlying cause for a significant proportion of under-five mortality [5].
Micronutrient deficiencies are preventable sources of malnutrition that can directly affect an
individual’s health and their cognitive and physical attainments. Micronutrients consist of both
vitamins and minerals that are vital to biochemical pathways in the body that promote physical
growth and cognitive development [6]. An estimated two billion individuals are affected by
chronic deficiencies in essential micronutrients [7,8]. Evidence suggests that deficiency of multiple
micronutrients tend to coexist in low- and middle-income countries where diets with low dietary
diversity are common [9–11]; women and children under five years of age are at the highest risk of
deficiency [6]. The first 1000 days of life is a critical period for growth and development, yet little is
known about the prevalence of micronutrient deficiencies in infants, particularly in infants less than
six months of age.
Vitamin D, vitamin B12, folate, and ferritin are essential for child growth and development.
Vitamin D regulates calcium metabolism, promotes bone health, and its deficiency is associated
with microbial infections, inflammation, and HIV infection [12]. In addition, it is one of the most
common nutritional deficiencies in both children and adults [13]. Vitamin D is naturally occurring in
the human body and is synthesized by the body when the skin is exposed to ultraviolet B light.
Consumption of food rich in vitamin D has a limited effect on serum vitamin D status [14,15].
Studies have shown that low infant vitamin D status is associated with low birthweight and lack
of sunlight [16]. Evidence suggests newborn vitamin D status is highly correlated with maternal
vitamin D status [17]. Vitamin B12 deficiency is primarily due to insufficient dietary intake of animal
food sources or poor absorption. Vitamin B12 is only naturally found in animal food products
and is not synthesized in the body [18]. Populations that consume mostly a vegetarian diet or
have infrequent access to animal sources of food are at a high risk of vitamin B12 deficiency [18,19].
Infants aged four-to-six months with low vitamin B12 have a greater risk of developmental delays [20].
Studies have found that women deficient in vitamin B12 have lower concentrations of vitamin B12
in their breastmilk, potentially affecting the vitamin B12 status of their breastfed infant [18,21–23].
Studies have shown that premature and low-birth-weight infants have lower levels of vitamin B12
compared to full-term infants and those with normal birth weight [24]. Low folate during infancy is
associated with delayed growth and low folate during pregnancy can result in neural tube defects [25].
Folate is introduced into the body through consumption of foods high in dietary folate such as green
leafy vegetables, legumes, and fortified cereals. Populations that consume unfortified wheat or rice
are at a higher risk of deficiency [18]. Maternal folate status does not affect breastmilk concentration
of folate unless the mother is severely deficient [26]. Iron deficiency is a main source of anemia
worldwide [27]. Infants with iron deficiency anemia are at a greater risk for impaired motor, mental,
and physical development [28]. Ferritin stores in the body are high at birth and continue to rise for the
first two months of life and then rapidly decline until the end of the first year [29]. At birth, duration
of gestation, sex, and maternal iron status can affect ferritin concentrations [30].
The objectives of this study were to assess vitamin D, vitamin B12, folate, and ferritin status
among Tanzanian infants at two weeks and three months of age and assess the association between
risk factors, including maternal micronutrient status, with infant micronutrient deficiency.
2. Materials and Methods
2.1. Study Participants
Study participants were randomly selected infants and mothers from the Tanzania NEOVITA trial
a randomized double-blind, placebo control trial for vitamin A supplementation in the Dar es Salaam
and Morogoro Regions of Tanzania. Details of the study have been described elsewhere [31,32].
Briefly, pregnant women were recruited during household visits, at an antenatal care visit, or at birth;
newborns were randomized to a single dose of vitamin A (50,000 IU) or placebo within three days
of birth. Participants included in the study intended to stay in the study area for at least six months
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after birth. Infants enrolled in other clinical trials and infants born with congenital abnormalities
were excluded from enrollment. Field staff assessed infant health at 1, 3, 6, and 12 months of age.
This study received ethical approval from the Institutional Review Boards of the Harvard T.H. Chan
School of Public Health, Ifakara Health Institute, National Institute of Medical Research, and by the
WHO Ethical Review Committee [31,32].
2.2. Blood Sampling
A subset of infants was randomly selected for blood sample collection at ages two weeks and
three months. For sampling at three months, infants sampled at two weeks were excluded; therefore,
no infant was sampled at both two weeks and three months. Maternal samples were collected at three
months postpartum concurrent with infant samples at that age. Blood specimens were from a random
sampling of participants across all study areas and seasons [32]. Written informed consent was obtained
before extracting 0.5 to 1.0 mL of blood via a heel-prick from the infant or via venipuncture from the mother.
Blood samples were sent to the study laboratory for serum separation and cryostorage at −80 ◦ C.
Blood samples were analyzed at Boston Children’s Hospital (Boston, MA, USA) for vitamin D (25OHD),
serum vitamin B12, folate, and ferritin [32]. Vitamin D was measured by an enzyme immunoassay
from Immunodiagnostic Systems Inc. (Fountain Hills, AZ, USA). Serum vitamin B12 and folate were
measured with an electrochemiluminescence binding assay on the Roche E Modular system (Roche
Diagnostics, Indianapolis, IN, USA) [33]. Ferritin was measured by a colorimetric assay using the
Roche P Modular system (Roche Diagnostics, Indianapolis, IN, USA). High-sensitivity C-reactive
protein (hsCRP) was measured with an immunoturbidimetric assay on the Roche P Modular system
(Roche Diagnostics, Indianapolis, IN, USA).
2.3. Statistical Analysis
Mean, standard deviation, median, 25th percentile, and 75th percentile for each micronutrient
were calculated for infants two weeks, infants three months, and mothers three months postpartum.
Definitions of deficiency for each micronutrient were based on established cutoffs. Definitions for
maternal and infant micronutrient deficiencies are listed in Table 1.
Table 1. Definitions and cutoff values for maternal and infant micronutrient status.
Indicator

Definition

Population

Cutoff

Serum 25(OH)D

Vitamin D Deficiency [34]
Insufficient Vitamin D [34]

All Ages
All Ages

<50 nmol/L
50–75 nmol/L

Serum Vitamin B12

Vitamin B12 Deficiency [18]
Insufficient Vitamin B12 [18]

All Ages
All Ages

<203 pg/mL
203–271 pg/mL

Serum Folate

Folate Deficiency [18]

All Ages

<4 ng/ml

Serum Ferritin

Iron Deficiency

Adults [35]
Infants 3 months [35]
Infants 2 weeks [36]

<15 ng/mL
<12 ng/mL
<30 ng/mL

We used SAS PROC GENMOD’s log-Poisson regression with robust variances [37] to estimate
the relative risk of being deficient for vitamin D and vitamin B12 based on both infant and maternal
predictors for infants at two weeks and three months old. Outcomes of interest were infant vitamin
D deficiency (<50 nmol/L) and infant vitamin B12 deficiency (<203 pg/mL). Risk factors included
in the multivariate model were low birthweight (less than 2500 g), preterm birth (less than 37 weeks
of gestation), sex, urban residence, number of antenatal care visits (<4 visits, ≥4 visits), maternal
education (none, 1–7 years, >7 years), maternal age (<20 years, 20–25 years, 25–30 years, >30 years),
and maternal micronutrient status. Urban residence was defined as those recruited from Dar es Salaam
study sites. For the model predicting infant vitamin D deficiency at three months, maternal vitamin D
status was defined as either sufficient (≥50 nmol/L), deficient (<50 nmol/L), or missing [34]. For the
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model predicting infant vitamin B12 deficiency at three months, maternal vitamin B12 status was
defined as sufficient (>271 pg/mL), marginally deficient (203–271 pg/mL), deficient (<203 pg/mL),
or missing [18]. Univariate analyses were conducted for variables that were considered a priori as
potential predictors, and all variables were included in the multivariate model. Preterm and low
birthweight were not included in the same model due to collinearity. For all covariates besides
preterm, reported relative risks, confidence intervals, and p values are from a multivariate model that
includes low birthweight, but not preterm. p for trend values were reported for maternal age and
maternal education categorical variables. Models for infants at two weeks did not have maternal
vitamin deficiency because maternal status was not collected in this age group. Statistical analysis was
conducted using SAS, Version 9.4 (SAS Institute Inc., Cary, NC, USA).
3. Results
We processed 1281 blood samples that measured at least one of the following micronutrients:
vitamin D, vitamin B12, folate, ferritin, and hsCRP. A total of 446 infants were sampled at two weeks
old, 408 infants sampled were at three months old, and 427 mothers were sampled at three months
postpartum. Of the infants sampled at three months and mothers sampled at three months postpartum,
364 were infant-mother pairs.
Baseline characteristics for infants with samples at two weeks and infants with samples at
three months are displayed in Table 2. A total of 13% of infants sampled at two weeks and 17% of
infants sampled at three months were born preterm (before 37 weeks of gestation). The majority of
infants (97.8%) in our sample received colostrum at birth and 90% of infants were breastfed within one
hour of birth. From the sample, 43% of mothers reported exclusive breastfeeding at three months and
46% reported partial or predominate breastfeeding at three months. For both infant groups, only a
quarter of mothers reported having four or more antenatal care visits (ANC).
Table 2. Infant and maternal baseline characteristics for infants.

Infant Characteristics
Age (weeks) (mean (SD))
Male (n (%))
Preterm (<37 weeks) (n (%))
Birthweight (g) (mean (SD))
Small for gestational age (n (%))
Twin or triplet (n (%))
Cesarean section (n (%))
Breastfed within 1 h of birth (n (%))
Fed Colostrum (n (%))
Breastfeeding status at 3 months (n (%))
Exclusive
Predominant/Partial
None
Unknown/missing
Randomized to Vitamin A group (n (%))
Residency 2
Urban (n (%))
Rural (n (%))
Maternal Characteristics
Maternal Age (mean (SD))
First Pregnancy (n (%))
Maternal Education (n (%))
None
Primary
Secondary+
Missing
Provided Maternal Vitamin A Supplement (n (%))
Antenatal Care Visits ≥ 4 (n (%)) 3

Infants 2 Weeks (n = 446)

Infants 3 Months (n = 408)

2.4 (0.3)
231 (51.8)
51 (13.1)
3084.3 (449.5)
68 (17.4)
8 (1.8)
26 (5.8)
395 (88.6)
435 (97.5)

13.2 (0.5)
214 (52.5)
50 (16.9)
3063.3 (475.6)
56 (19.0)
13 (3.2)
18 (4.4)
374 (91.7)
401 (98.3)

1

215 (48.2)

175 (42.9)
189 (46.3)
8 (2.0)
36 (8.8)
214 (52.4)

66 (14.8)
380 (85.2)

141 (34.6)
267 (65.4)

25.0 (5.8)
98 (22.0)

26.4 (6.3)
84 (20.6)

35 (7.9)
359 (80.5)
39 (8.7)
13 (2.9)
142 (31.9)
103 (23.1)

34 (8.3)
314 (77.0)
46 (11.2)
14 (3.43)
111 (27.2)
103 (25.3)

1
1
1

1 Not available for infants at 2 weeks; 2 Urban = Dar es Salaam, Rural = Morogoro; 3 Recommended Antenatal Care
visits based on WHO guidelines at the time of recruitment. Abbreviations: Standard Deviation: SD.
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Descriptive statistics for infants’ and mothers’ micronutrient statuses are displayed in Table 3.
Descriptive
infants’
and
mothers’
micronutrient
statuses are
displayed
in Table 3.
On average,
infantsstatistics
at threefor
months
had
higher
vitamin
D levels (nmol/L),
vitamin
B12 (pg/mL),
On
average,
infants
at
three
months
had
higher
vitamin
D
levels
(nmol/L),
vitamin
B12
(pg/mL),
folate (ng/mL) levels, and lower ferritin (ng/mL) levels than infants two weeks old. For infants
two
folate
(ng/mL)
levels,
and
lower
ferritin
(ng/mL)
levels
than
infants
two
weeks
old.
For
infants
weeks old, 62.6% were categorized as deficient in vitamin D and 26.4% were deficient in vitamin B12.
weeks
categorized
as deficient
in vitamin
D For
and infants
26.4% were
deficient
in vitamin
Notwo
infants
at old,
two62.6%
weekswere
of age
had deficiencies
in folate
or iron.
at three
months,
8.6%
B12.
No
infants
at
two
weeks
of
age
had
deficiencies
in
folate
or
iron.
For
infants
at
three
months,
were categorized as deficient in vitamin D and 48.4% were categorized as insufficient deficient
in
8.6%
were
categorized
as
deficient
in
vitamin
D
and
48.4%
were
categorized
as
insufficient
deficient
vitamin D. 13.3% of infants at three months were categorized as vitamin B12 deficient and 16.7% were in
vitamin D.as
13.3%
of infants
three months
were
categorized
as vitamin
deficient
16.7% were
categorized
insufficient
in at
vitamin
B12. Less
than
1% of infants
at threeB12
months
wereand
categorized
insufficient
in vitamin
ascategorized
deficient in as
folate
or iron (Figure
1). B12. Less than 1% of infants at three months were categorized as
deficient in folate or iron (Figure 1).
Table 3. Descriptive statistics for infant and mothers micronutrient status.
Table 3. Descriptive statistics for infant and mothers micronutrient status.

Mothers Three Months
Postpartum
Mothers Three Months
Weeks
Infants Three Months
MeanInfants Two
Median
Median
Mean
Median
Postpartum
n
n
Mean (SD)
n
(SD)
(Q1, Q3) *
(Q1, Q3) *
(SD)
(Q1, Q3) *
Mean
Median
Mean
Median
Mean
Median
Vitamin D
47.6
45.5
72.7
63.7
61.8
n
n
n
(SD)
(Q1, Q3) *
(SD)
(Q1, Q3) * 427
(SD)
(Q1, Q3) * 405
428
75.0 (21.5)
(14.8)
(53.3–71.6)
(nmol/L)
(14.8)
(37.1–55.6)
(60.6–86.0)
47.6
45.5
Vitamin D
72.7
63.7
61.8
405
428
75.0 (21.5) 332.1
427
Vitamin
395.4
(37.1–55.6)
(nmol/L)
(60.6–86.0)
(14.8)
(53.3–71.6)
310.3 (14.8) 279.6
370.7
434.6
B12Vitamin B12
254
(248.3–
427
(286.8–
370.7
332.1
434.6
395.4
310.3
279.6 324
(154.0)
(197.3–378.9)
324 (190.8)
427 (202.3)
254
(pg/mL)
434.8)
523.5)
(197.3–378.9)
(190.8)
(248.3–434.8)
(202.3)
(286.8–523.5)
(pg/mL)
(154.0)
15.5 14.3 14.3
6.1
6.1
Folate
19.419.4
Folate (ng/mL)
253(5.8)
32420.9 (8.1)
20.9 (8.1)
427 7.3 7.3
(4.4)
(4.4)
253
15.5
(15.2–27.8) 427
(5.8)(11.2‐18.3)
(11.2–18.3)324
(4.4–8.8)
(4.4–8.8)
(ng/mL)
(15.2–27.8)
142.1
102.8
39.4
25.9
318.9
274.2
102.8
324 142.1
427
Ferritin (ng/mL)
250
Ferritin
318.9 (192.9) 274.2
39.4
25.9
(192.2–393.8)
(165.2)
(59.9–170.2)
(44.2)
(14.6–47.7)
(59.9–
427
250
324
(ng/mL)
(192.9)
(192.2–393.8)
(165.2)
(44.2)
(14.6–47.7)
* Q1 = 25th percentile, Q3 = 75th percentile.
170.2)
Infants Two Weeks

Infants Three Months

* Q1 = 25th percentile, Q3 = 75th percentile.

Micronutrient Status of Infants
100

Percentage

80
60
40
20
0
Vitamin D

Vitamin
B12

Folate

Ferritin

Vitamin D

Infants 2 Weeks
% Deficient

Vitamin
B12

Folate

Ferritin

Infants 3 Months
% Insufficient

% Sufficient

Figure
Micronutrient
status
infants
two
weeks
and
threemonths
monthsofofage.
age.Y‐axis
Y-axis
indicates
Figure
1. 1.Micronutrient
status
of of
infants
two
weeks
and
three
indicates
percentage.
X-axis
indicates
micronutrient.
percentage. X‐axis indicates micronutrient.

For
mothers
at at
three
months
postpartum,
14.8%
were
deficient
in in
vitamin
DD
and
67.2%
were
For
mothers
three
months
postpartum,
14.8%
were
deficient
vitamin
and
67.2%
were
categorized
as
insufficient;
5.2%
of
mothers
were
vitamin
B12
deficient,
while
25.6%
of
mothers
were
categorized as insufficient; 5.2% of mothers were vitamin B12 deficient, while 25.6% of mothers were
categorized
as as
insufficient
forfor
vitamin
B12;
19.0%
of of
mothers
were
deficient
in in
folate
and
26.0%
of of
categorized
insufficient
vitamin
B12;
19.0%
mothers
were
deficient
folate
and
26.0%
mothers
were
deficient
in
ferritin
(Figure
2).
mothers were deficient in ferritin (Figure 2).
We identified several predictors of infant vitamin D deficiency at two weeks and three months
(Table 4). For infants at two weeks, maternal education level was the main predictor of Vitamin D
deficiency. Infants at two weeks whose mothers received at least a secondary education were at twice

Nutrients 2017, 9, 1258

6 of 12

We2017,
identified
Nutrients
9, 1258

several predictors of infant vitamin D deficiency at two weeks and three months
6 of 12
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the
received
nono
education.
ForFor
infants
at
the risk
risk of
of being
being deficient
deficientin
invitamin
vitaminDDthan
thanthose
thosewhose
whosemothers
mothers
received
education.
infants
three
months,
infants
who
weighed
less
than
2500
g
(low
birthweight)
at
birth
had
4.4
times
the
risk
of
at three months, infants who weighed less than 2500 g (low birthweight) at birth had 4.4 times the
being
in vitamin
compared
to infants who
weighed
more
than 2500
g at
birth
(multivariate
risk ofdeficient
being deficient
in D
vitamin
D compared
to infants
who
weighed
more
than
2500
g at birth
Relative
Risk
(RR):
4.37,
95%
Confidence
Interval
(CI):
1.95,
9.77).
Infants
at
three
months
in
(multivariate Relative Risk (RR): 4.37, 95% Confidence Interval (CI): 1.95, 9.77). Infants living
at three
an
urban
area
had
nearly
three
times
the
risk
of
being
deficient
in
vitamin
D
compared
to
infants
months living in an urban area had nearly three times the risk of being deficient in vitamin D
living
in rural
area (multivariate
RR:area
2.95,
95% CI: 1.46,RR:
5.97).
In95%
addition,
infants
three
months
born
compared
to infants
living in rural
(multivariate
2.95,
CI: 1.46,
5.97).atIn
addition,
infants
to
mothers
who
had
some
primary
education
had
5.2
times
the
risk
of
being
deficient
in
vitamin
D,
at three months born to mothers who had some primary education had 5.2 times the risk of being
and
infants
born to mothers
with some
8.5 times
the risk of
being
deficient
deficient
in vitamin
D, and infants
born secondary
to motherseducation
with somehad
secondary
education
had
8.5 times
the
in
vitamin
D
compared
to
infants
whose
mothers
received
no
education
(p
for
trend:
0.03).
Finally,
risk of being deficient in vitamin D compared to infants whose mothers received no education (p for
infants
at three
months
whose
were vitamin
D deficient
(<50
nmol/L)
had 2.8 times
the risk
trend: 0.03).
Finally,
infants
at mothers
three months
whose mothers
were
vitamin
D deficient
(<50 nmol/L)
of
being
deficient
in vitamin
D deficient
comparedintovitamin
infantsD
whose
mothers
were not
deficient
in vitamin
D
had
2.8 times
the risk
of being
compared
to infants
whose
mothers
were not
(multivariate
RR:
2.83,
95%
CI:
1.45,
5.52).
deficient in vitamin D (multivariate RR: 2.83, 95% CI: 1.45, 5.52).

Micronutrient Status of Mothers 3 Months
Postpartum
100

Percentage

80
60
40
20
0
Vitamin D

Vitamin B12

% Deficient

% Insufficient

Folate

Ferritin

% Sufficient

Figure
2. Micronutrient
Micronutrientstatus
statusofofmothers
mothersthree
threemonths
months
postpartum.
Y-axis
indicates
percentage.
Figure 2.
postpartum.
Y‐axis
indicates
percentage.
X‐
X-axis
indicates
micronutrient.
axis indicates micronutrient.

We also
also found
found several predictors for infant vitamin B12 deficiency for infants at two weeks and
We
infants
at two
weeks,
maternal
age was
predictor
of infant
three months
months of
ofage
age(Table
(Table5).5).ForFor
infants
at two
weeks,
maternal
age the
wasmain
the main
predictor
of
vitamin
B12 status.
As maternal
age increased
the the
relative
riskrisk
of of
ananinfant
infant
vitamin
B12 status.
As maternal
age increased
relative
infantatattwo
two weeks
weeks being
deficient in vitamin B12 increases (p for trend == 0.0006), yet for infants at three months increased
maternal age potentially decreased risk of deficiency but not a significant predictor of infant vitamin
B12 status. For infants at three months, infants whose mothers were marginally vitamin B12 deficient
(203–271 pg/mL)
pg/mL) had
had four
four times
times the
the risk
risk of
of being
being deficient
deficient in
in vitamin
vitamin B12 compared to infants whose
(multivariate
RR:RR:
4.06,
95%95%
CI:1.88,
8.70).8.70).
Infants
at three
mothers were
were not
notdeficient
deficientininvitamin
vitaminB12
B12
(multivariate
4.06,
CI:1.88,
Infants
at
months
whose
mothers
were
vitamin
B12
deficient
(<203
pg/mL)
had
9.6
times
the
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of
being
three months whose mothers were vitamin B12 deficient (<203 pg/mL) had 9.6 times the risk of
deficient
in vitamin
B12 compared
to infants
whose
mothers
were
being
deficient
in vitamin
B12 compared
to infants
whose
mothers
werenot
notdeficient
deficientin
in vitamin
vitamin B12
95% CI:
CI: 4.83,
4.83, 19.17).
19.17).
(multivariate RR: 9.63, 95%
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Table 4. Predictors for vitamin D deficiency (<50 nmol/L) for infants.
Infants Two Weeks
Univariate

Infants Three Months
Multivariate

Multivariate 5

Univariate

n (%)

RR (95% CI)

p Value

RR (95% CI)

p Value

n (%)

RR (95% CI)

p Value

RR (95% CI)

p Value

Low Birthweight 1

28 (6.5)

1.03 (0.77, 1.37)

0.85

0.99 (0.75, 1.33)

1.00

31 (7.7)

3.02 (1.43, 6.34)

0.004

4.37 (1.95, 9.77)

0.0003

Preterm 2

50 (13.4)

0.95 (0.74, 1.21)

0.66

0.93 (0.73, 1.18)

0.57

50 (17.1)

1.48 (0.67, 3.26)

0.33

1.57 (0.72, 3.45)

0.26

Male

225 (52.6)

0.96 (0.83, 1.11)

0.56

0.97 (0.84, 1.11)

0.63

212 (52.4)

0.96 (0.51, 1.82)

0.91

0.97 (0.53, 1.77)

0.92

3

66 (15.4)

1.05 (0.86, 1.27)

0.63

1.10 (0.90, 1.34)

0.37

141 (34.8)

1.98 (1.06, 3.72)

0.03

2.95 (1.46, 5.97)

0.003

ANC < 4 4

232 (69.9)

1.00 (0.83, 1.2)

0.99

1.03 (0.85, 1.23)

0.79

218 (67.9)

1.08 (0.46, 2.54)

0.86

1.21 (0.52, 2.81)

0.65

Maternal Education
None
Primary (1–7)
Secondary+ (>7)

34 (8.2)
342 (82.4)
39 (9.4)

Ref (1.00)
1.57 (1.10, 2.24)
2.03 (1.39, 2.96)

34 (8.7)
312 (79.8)
45 (11.5)

Ref (1.00)
4.46 (0.62, 32.00)
5.33 (0.65, 43.91)

Maternal Age (years)
<20
20–25
26–29
30+

78 (18.2)
171 (40.0)
81 (18.9)
98 (22.9)

Ref (1.00)
0.86 (0.72, 1.04)
0.79 (0.62, 1.00)
0.93 (0.76, 1.14)

65 (16.1)
129 (31.9)
83 (20.5)
128 (31.6)

Ref (1.00)
0.71 (0.23, 2.14)
1.88 (0.70, 5.07)
1.12 (0.41, 3.08)

n/a

n/a

n/a

307 (75.8)

Ref (1.00)

n/a

n/a

n/a

54 (15.0)

3.29 (1.66,6.52)

Urban Residence

Maternal Vitamin D Status
Maternal Vitamin D
>50nmol/L
Maternal Vitamin D
<50nmol/L

<0.0001 *

0.52

Ref (1.00)
1.58 (1.10, 2.26)
2.05 (1.40, 3.00)
Ref (1.00)
0.84 (0.70, 1.01)
0.80 (0.63, 1.02)
0.94 (0.77, 1.14)

<0.0001 *

0.70

0.17 *

0.37 *

Ref (1.00)
5.15 (1.04, 25.53)
8.45 (1.45, 49.18)
Ref (1.00)
0.55 (0.16, 1.85)
1.95 (0.72, 5.32)
1.21 (0.45, 3.26)

0.03 *

0.16 *

Ref (1.00)
0.0006

2.83 (1.45, 5.52)

0.002

1 <2500 g; 2 <37 weeks; 3 Reference group: Rural residence. Urban defined as those residing in Dar es Salaam. Rural defined as those residing in Morogoro; 4 Reference Group: Those
who received four or more ANC visits; 5 Includes all covariates run in the univariate model. Preterm and low birthweight were not included in the same model. For all covariates
besides preterm, reported RR and p values are from model that included low birthweight. For preterm covariates, RR and p values were reported from multivariate models without low
birthweight; * p for trend. Abbreviations: Reference: Ref.
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Table 5. Predictors for vitamin B12 deficiency for infants.
Infants Two Weeks
Univariate

Infants Three Months
Multivariate

6

Multivariate 6

Univariate

n (%)

RR (95% CI)

p Value

RR (95% CI)

p Value

n (%)

RR (95% CI)

p Value

RR (95% CI)

Low Birthweight 1

18 (7.1)

0.83 (0.34, 2.03)

0.69

0.93 (0.42, 2.07)

0.86

26 (8.0)

1.51 (0.65, 3.50)

0.34

1.06 (0.43, 2.56)

0.89

Preterm 2

30 (14.3)

0.75 (0.35, 1.59)

0.45

0.85 (0.39, 1.83)

0.67

31 (13.6)

0.71 (0.23, 2.19)

0.55

0.65 (0.24, 1.79)

0.41

140 (55.1)

0.89 (0.59, 1.34)

0.58

0.87 (0.58, 1.30)

0.49

176 (54.3)

1.29 (0.73, 2.28)

0.39

1.11 (0.65, 1.91)

0.70

Male
3

p Value

62 (24.4)

0.68 (0.39, 1.18)

0.17

0.64 (0.36, 1.14)

0.13

140 (43.2)

0.63 (0.35, 1.15)

0.14

1.01 (0.57, 1.80)

0.98

ANC < 4 4

142 (69.6)

1.04 (0.63, 1.71)

0.89

0.99 (0.60, 1.63)

0.97

171 (64.5)

1.47 (0.71, 3.02)

0.30

1.68 (0.84, 3.37)

0.14

Maternal Education
None
Primary (1–7)
Secondary + (>7)

20 (8.2)
197 (80.4)
28 (11.4)

Ref (1.00)
1.25 (0.59, 2.65)
1.73 (0.72, 4.12)

27 (8.6)
248 (79.0)
39 (12.4)

Ref (1.00)
0.82 (0.37, 1.82)
0.63 (0.19, 2.06)

Maternal Age (years)
<20
20–25
26–29
30+

38 (15.0)
112 (44.1)
47 (18.5)
57 (22.4)

Ref (1.00)
2.21 (0.82, 5.91)
3.23 (1.18, 8.87)
3.50 (1.30, 9.39)

53 (16.4)
104 (32.1)
67 (20.7)
100 (30.9)

Ref (1.00)
0.31 (0.14, 0.71)
0.67 (0.33, 1.37)
0.45 (0.22, 0.93)

n/a
n/a
n/a

n/a
n/a
n/a

227 (70.1)
48 (16.6)
14 (4.8)

Ref (1.00)
3.72 (1.80, 7.68)
9.27 (4.69, 18.30)

Urban Residence

Maternal Vitamin B12 Status 5
Maternal Vitamin B12 Sufficiency
Maternal Vitamin B12 Insufficiency
Maternal Vitamin B12 Deficiency
1

0.20 *

0.001 *

Ref (1.00)
1.32 (0.64, 2.73)
1.84 (0.79, 4.25)
Ref (1.00)
2.29 (0.84, 6.22)
3.44 (1.22, 9.71)
3.66 (1.35, 9.92)
n/a
n/a
n/a

0.12 *

0.0006

0.55 *

0.23 *

0.0004
<0.0001

Ref (1.00)
0.76 (0.39, 1.49)
0.94 (0.30, 2.88)
Ref (1.00)
0.45 (0.20, 1.02)
1.01 (0.51, 2.00)
0.49 (0.24, 1.01)
Ref (1.00)
4.06 (1.88, 8.70)
9.63 (4.83, 19.17)

0.86 *

0.18 *

0.0003
<0.0001

<2500 g; 2 <37 weeks; 3 Reference group: Rural residence. Urban defined as those residing in Dar Es Salaam. Rural defined as those residing in Morogoro; 4 Reference Group: Those who
received four or more ANC visits; 5 Vitamin B12 Cutoffs are displayed in Table 1; 6 Includes all covariates run in the univariate model. Preterm and low birthweight were not included in
the same model. For all covariates besides preterm, reported RR and p values are from model that included low birthweight. For preterm covariates, RR and p values were reported from
multivariate models without low birthweight; * p for trend.
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4. Discussion
This study characterized the micronutrient status and identified predictors of micronutrient
deficiency for young infants at two weeks and three months. In this Tanzanian cohort of infants
and mothers, we found that some degree of maternal micronutrient deficiency was prevalent for
all micronutrients assessed in this study. For infants at two weeks and three months, micronutrient
deficiency was prevalent only for vitamin D and vitamin B12, but not for folate or iron. Our study
found that over 60% of infants at two weeks were deficient in vitamin D. By the age of three months
prevalence of vitamin D deficiency drops significantly to approximately 9%, but still greater than
40% of infants at three months were insufficient in vitamin D. Results from the three month cohort
are consistent with other studies in Kenya and Uganda that found that a significant proportion of
infants and children were at least marginally vitamin D deficient [38,39]. Our study also found that
at two weeks of age, nearly 30% of infants were deficient and 20% were insufficient in vitamin B12,
while 13% and 17% of infants at three months were vitamin B12 deficient and insufficient, respectively.
While there is limited evidence from other studies conducted in East Africa regarding infant vitamin
B12 status, these results are consistent with a study in Nepal that found that 17% of infants were
vitamin B12 deficient and 40% were marginally deficient [11].
Few epidemiological studies have examined micronutrient status of infants less than six months;
therefore, little is known about how micronutrient status changes over time during infancy. Although
our data is not longitudinal, our results suggest that on average vitamin B12, folate, and vitamin
D are lower in the first few weeks of life than at three months of age, while ferritin is higher in the
first few weeks of life and then declines. A randomized longitudinal study in New Zealand also
found that infant serum vitamin D increases steadily from birth to six months of age in the placebo
group [40]. At birth and in early infancy, sources of infant serum vitamin D are primarily from
maternal sources of vitamin D and as the child gets older, there is greater opportunity for the infant
to synthesize vitamin D from ultraviolet light. The changes in ferritin levels during infancy are well
documented in the literature and indicate that ferritin may not be the best measure of iron deficiency
during this time period of life unless more precise cutoff points for deficiency are established [41].
Further longitudinal research is necessary to determine normal micronutrient levels in infancy and if
low levels of micronutrients at infancy are predictors of deficiency later in life.
This study reports that infants at three months who were less than 2500 g at birth, residing in an
urban area, whose mothers had attained higher levels of education, or whose mothers were vitamin D
deficient were more likely to be vitamin D deficient. These results are consistent with other studies
that show that infant vitamin D deficiency is associated with low birthweight and maternal vitamin D
status [11]. Infants born to mothers with adequate vitamin D levels should have adequate vitamin D
levels for their first eight weeks of life [42]. If the mother’s stores are insufficient during pregnancy,
infants may be born with low vitamin D levels and vitamin D concentration in breastmilk may be
low [40]. The association between infant vitamin D deficiency and higher maternal education and
urban residence may be explained by the amount of direct sunlight an infant receives. Unfortunately,
data on the amount of direct sunlight was not available for this population, but we hypothesize that
infants born to mothers with higher levels of education may be less likely to spend long periods
outdoors. Similarly, infants in urban areas may spend less time outdoors than their rural peers.
Additionally, we found that the main predictor of infant vitamin B12 deficiency was the maternal
vitamin B12 status. Infants whose mothers were vitamin B12 deficient had more than nine times
the risk of being deficient in vitamin B12, and infants whose mothers were marginally deficient in
vitamin B12 had four times the risk of being deficient than infants whose mothers were vitamin
B12 sufficient, indicating a dose–response relationship. The only source of vitamin B12 for infants
is breastmilk. Vitamin B12 concentrations in breastmilk are dependent on maternal vitamin B12
status [23]. Few studies have examined the effect of vitamin B12 supplementation in pregnancy, but a
randomized trial in India found that supplementing women during pregnancy and early lactation
significantly increased maternal and infant vitamin B12 serum concentrations [43].
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Interestingly, while there is significant vitamin D and vitamin B12 deficiency in infants, there
are very few cases of folate or iron deficiency in our study cohort. This may be due to the fact that
antenatal care recommendations in Tanzania per WHO guidelines provide prenatal supplements
with iron and folic acid, but do not provide supplements for vitamin B12 or vitamin D [44]. In 2016,
the WHO updated their antenatal care recommendations and now recommend eight antenatal care
visits [45]. These new guidelines still recommend routine supplementation for iron folic-acid, but still
do not recommend routine supplementation for vitamin D and vitamin B12 during antenatal care
visits due to limited evidence currently available.
This study has a few limitations. First, study participants came from a large randomized trial
recruiting from Morogoro and Dar es Salaam study areas, hence the results may not be generalizable
to all regions of Tanzania. In addition, micronutrient cutoffs for vitamin D, vitamin B12, and folate are
based on cutoff points for adults. These cutoff points may not be most appropriate for young infants.
One of the main challenges of our analysis was the lack of well-defined cutoff points for infants at two
weeks, and we did not have information about maternal vitamin status at two weeks. Furthermore,
only 25% of infants and mothers had hsCRP measured, therefore we could not adjust ferritin levels for
acute phase infection. Additionally, we chose to measure serum folate because it is easier to measure
in the field, but it is not as robust as red cell folate. In addition, serum folate fluctuates with intake
therefore is a better measurement of short-term deficiency, rather than long-term status. Lastly, this was
not a longitudinal study. Infants measured at two weeks were not the same infants measured at three
months and thus we could not assess changes in micronutrient status over time. Our study has several
strengths. Few studies have previously examined multiple micronutrient deficiencies in young infants.
In addition, this is one of the few studies that has data on both infant and maternal micronutrient
status for infants at three months.
5. Conclusions
Overall, we found a significant proportion of infants were either deficient or marginally deficient
in vitamin D and vitamin B12, particularly among infants at two weeks, and that maternal status for
vitamin D and vitamin B12 were significant predictors of infant micronutrient deficiency for infants at
three months. Further research is necessary to determine the burden of micronutrient deficiencies in
infancy in other settings, and to examine the potential benefits of improving infants’ status through
incorporating vitamin D and vitamin B12 supplements into the currently provided routine prenatal
supplements or through direct infant supplementation.
Acknowledgments: This study was funded by a grant from the Bill & Melinda Gates Foundation to WHO.
Author Contributions: A.L.B., E.R.S., C.S., and W.W.F. drafted the article, with input from all authors. A.L.B.,
E.R.S., and W.W.F. analyzed the data. E.R.S., A.M., C.B., R.A.N., S.M., C.S., H.M. and W.W.F. participated in field
implementation. All authors read and approved the final version of the paper.
Conflicts of Interest: The authors declare no conflict of interest.

References
1.

2.

3.

Wang, H.; Bhutta, Z.A.; Coates, M.M.; Coggeshall, M.; Dandona, L.; Diallo, K.; Franca, E.B.; Fraser, M.F.;
Nancy, G.; Peter, W.; et al. Global, regional, national, and selected subnational levels of stillbirths, neonatal,
infant, and under-5 mortality, 1980–2015: A systematic analysis for the Global Burden of Disease Study 2015.
Lancet 2016, 388, 1725–1774. [CrossRef]
UNDP. Sustainable Development Goals: Goal 3: Good Health and Well Being: Goal 3 Targets.
Available online: http://www.undp.org/content/undp/en/home/sustainable-development-goals/goal3-good-health-and-well-being/targets/ (accessed on 30 April 2017).
UN Inter-Agency Group for Child Mortality Estimation. Levels and Trends in Child Mortality; Report; UNICEF:
New York, NY, USA, 2015. Available online: https://www.unicef.org/publications/files/Child_Mortality_
Report_2015_Web_9_Sept_15.pdf (accessed on 30 April 2017).

Nutrients 2017, 9, 1258

4.

5.
6.
7.
8.

9.
10.

11.

12.
13.
14.
15.
16.
17.
18.
19.
20.
21.
22.
23.

24.
25.
26.
27.

11 of 12

Black, R.E.; Allen, L.H.; Bhutta, Z.A.; Caulfield, L.E.; de Onis, M.; Ezzati, M.; Rivera, J. Maternal and
child undernutrition: Global and regional exposures and health consequences. Lancet 2008, 371, 243–260.
[CrossRef]
Black, R.E.; Morris, S.S.; Bryce, J. Where and why are 10 million children dying every year? Lancet 2003, 361,
2226–2234. [CrossRef]
Bailey, R.L.; West, K.P.; Black, R.E. The epidemiology of global micronutrient deficiencies. Ann. Nutr. Metab.
2015, 66 (Suppl. S2), 22–33. [CrossRef] [PubMed]
Muthayya, S.; Rah, J.H.; Sugimoto, J.D.; Roos, F.F.; Kraemer, K.; Black, R.E. The Global Hidden Hunger
Indices and Maps: An Advocacy Tool for Action. PLoS ONE 2013, 8, 1–12. [CrossRef] [PubMed]
Ruel-Bergeron, J.C.; Stevens, G.A.; Sugimoto, J.D.; Roos, F.F.; Ezzati, M.; Black, R.E.; Kraemer, K. Global
update and trends of hidden hunger, 1995–2011: The hidden hunger Index. PLoS ONE 2015, 10, e0143497.
[CrossRef] [PubMed]
Hettiarachchi, M.; Liyanage, C. Coexisting micronutrient deficiencies among Sri Lankan pre-school children:
A community-based study. Matern. Child Nutr. 2012, 8, 259–266. [CrossRef] [PubMed]
Ahmed, F.; Khan, M.R.; Banu, C.P.; Qazi, M.R.; Akhtaruzzaman, M. The coexistence of other micronutrient
deficiencies in anaemic adolescent schoolgirls in rural Bangladesh. Eur. J. Clin. Nutr. 2008, 62, 365–372.
[CrossRef] [PubMed]
Ulak, M.; Chandyo, R.K.; Thorne-Lyman, A.L.; Henjum, S.; Ueland, P.M.; Midttun, Ø.; Shrestha, P.; Fawzi, W.;
Graybill, L.; Strand, T.A. Vitamin Status among Breastfed Infants in Bhaktapur, Nepal. Nutrients 2016, 8, 149.
[CrossRef] [PubMed]
Pinzone, M.R.; Di Rosa, I.; Malaguarnera, M.; Madeddu, G. Vitamin D deficiency in HIV infection: An
underestimated and undertreated epidemic. Eur. Rev. Med. Pharmacol. Sci. 2013, 17, 1218–1232. [PubMed]
Holick, M.F.; Chen, T.C. Vitamin D deficiency: A worldwide health problem. Am. J. Clin. Nutr. 2008, 87,
1080–1086. [CrossRef] [PubMed]
Prietl, B.; Treiber, G.; Pieber, T.R.; Amrein, K. Vitamin D and Immune Function. Nutrients 2013, 5, 2502–2521.
[CrossRef] [PubMed]
Lips, P. Worldwide status of vitamin D nutrition. J. Steroid Biochem. Mol. Biol. 2010, 121, 297–300. [CrossRef]
[PubMed]
Dror, D.K. Vitamin D status during pregnancy. Curr. Opin. Obstet. Gynecol. 2011, 23, 422–426. [CrossRef]
[PubMed]
Greer, F.R. 25-Hydroxyvitamin D: Functional outcomes in infants and young children. Am. J. Clin. Nutr.
2008, 88, 529S–533S. [PubMed]
De Benoist, B. Conclusions of a WHO Technical Consultation on Folate and Vitamin B12 Deficiencies.
Food Nutr. Bull. 2008, 29, S238–S244. [CrossRef] [PubMed]
Akcaboy, M.; Malbora, B.; Zorlu, P.; Altınel, E.; Oguz, M.M.; Senel, S. Vitamin B12 Deficiency in Infants.
Indian J. Pediatr. 2015, 82, 619–624. [CrossRef] [PubMed]
Allen, L.H. Vitamin B12 metabolism and status during pregnancy, lactation and infancy. Adv. Exp. Med. Biol.
1994, 352, 173–186. [PubMed]
Allen, L.H. Causes of vitamin B12 and folate deficiency. Food Nutr. Bull. 2008, 29, 20–34. [CrossRef] [PubMed]
Casterline, J.E.; Allen, L.H.; Ruel, M.T. Vitamin B-12 deficiency is very prevalent in lactating Guatemalan
women and their infants at three months postpartum. J. Nutr. 1997, 127, 1966–1972. [PubMed]
Cobayashi, F.; Tomita, L.Y.; Augusto, R.A.; D’Almeida, V.; Cardoso, M.A. Genetic and environmental factors
associated with vitamin B12 status in Amazonian children. Public Health Nutr. 2015, 18, 1–9. [CrossRef]
[PubMed]
Bjørke-Monsen, A.L.; Ueland, M. Cobalamin status in children. J. Inherit. Metab. Dis. 2011, 34, 111–119.
[CrossRef] [PubMed]
Lamers, Y. Folate recommendations for pregnancy, lactation, and infancy. Ann. Nutr. Metab. 2011, 59, 32–37.
[CrossRef] [PubMed]
O’Connor, D.L.; Green, T.; Picciano, M.F. Maternal folate status and lactation. J. Mammary Gland
Biol. Neoplasia 1997, 2, 279–289. [CrossRef] [PubMed]
Balarajan, Y.; Ramakrishnan, U.; Özaltin, E.; Shankar, A.H.; Subramanian, S.V. Anaemia in low-income and
middle-income countries. Lancet 2011, 378, 2123–2135. [CrossRef]

Nutrients 2017, 9, 1258

28.
29.

30.

31.

32.

33.
34.
35.

36.
37.
38.

39.
40.

41.
42.
43.

44.

45.

12 of 12

Lozoff, B.; Beard, J.; Connor, J.; Felt, B.; Georgieff, M.; Schallert, T. Long-lasting neural and behavioral effects
of iron deficiency in infancy. Nutr. Rev. 2006, 64, S34–S43. [CrossRef] [PubMed]
Shao, J.; Lou, J.; Rao, R.; Georgieff, M.K.; Kaciroti, N.; Felt, B.T.; Zhao, Z.; Lozoff, B. Maternal serum ferritin
concentration is positively associated with newborn iron stores in women with low ferritin status in late
pregnancy. J. Nutr. 2012, 142, 2004–2009. [CrossRef] [PubMed]
Siddappa, A.M.; Rao, R.; Long, J.D.; Widness, J.A.; Georgieff, M.K. The Assessment of Newborn Iron Stores
at Birth: A review of the Literature and Standards for Ferritin Concentrations. Neonatology 2007, 92, 73–82.
[CrossRef] [PubMed]
Bahl, R.; Bhandari, N.; Dube, B.; Edmond, K.; Fawzi, W.; Fontaine, O.; Kaur, J.; Kirkwood, B.; Martines, J.;
Masanja, H.; et al. Efficacy of early neonatal vitamin A supplementation in reducing mortality during
infancy in Ghana, India and Tanzania: Study protocol for a randomized controlled trial. Trials 2012, 13, 1–13.
[CrossRef] [PubMed]
Masanja, H.; Smith, E.R.; Muhihi, A.; Briegleb, C.; Mshamu, S.; Ruben, J.; Noor, R.A.; Yoshida, P.; Martines, J.;
Bahl, R.; et al. Effect of neonatal vitamin A supplementation on mortality in infants in Tanzania (Neovita):
A randomised, double-blind, placebo-controlled trial. Lancet 2015, 385, 1324–1332. [CrossRef]
Bio-Rad. Bio-Rad Quantaphase B-12/Folate Radioassay Instruction Manual. Indianapolis (IN); Roche Diagnostics:
Basel, Switzerland, 1995.
Institute of Medicine (IOM). Dietary Reference Intakes for Calcium and Vitamin D; The National Academy Press:
Washington, DC, USA, 2011.
World Health Organization (WHO). Serum ferritin concentrations for the assessment of iron status and iron
deficiency in populations. In Vitamin and Mineral Nutrition Information System; World Health Organization:
Geneva, Switzerland, 2011.
Rao, R.; Georgieff, M.K. Iron in fetal and neonatal nutrition. Semin. Fetal Neonatal Med. 2007, 12, 54–63.
[CrossRef] [PubMed]
Spiegelman, D.; Hertzmark, E. Easy SAS Calculations for Risk or Prevalence Ratios and Differences.
Am. J. Epidemiol. 2005, 162, 199–200. [CrossRef] [PubMed]
Toko, E.N.; Sumba, O.P.; Daud, I.I.; Ogolla, S.; Majiwa, M.; Krisher, J.T.; Mehta, S. Maternal Vitamin D Status
and Adverse Birth Outcomes in Children from Rural Western Kenya. Nutrients 2016, 8, 794. [CrossRef]
[PubMed]
Cusick, S.E.; Opoka, R.O.; Lund, T.C.; John, C.C.; Polgreen, L.E. Vitamin D insufficiency is common in
Ugandan children and is associated with severe malaria. PLoS ONE 2014, 9, e113185. [CrossRef] [PubMed]
Grant, C.C.; Stewart, A.W.; Scragg, R.; Milne, T.; Rowden, J.; Ekeroma, A.; Wall, C.; Mitchell, E.A.; Crengle, S.;
Trencholme, A.; et al. Vitamin D during Pregnancy and Infancy and Infant Serum 25-Hydroxyvitamin D
Concentration. Pediatrics 2014, 133, e143–e153. [CrossRef] [PubMed]
Ziegler, E.E.; Nelson, S.E.; Jeter, J.M. Iron Stores of Breastfed Infants during the First Year of Life. Nutrients
2014, 6, 2023–2034. [CrossRef] [PubMed]
Henderson, A. Vitamin D and the breastfed infant. J. Obstet. Gynecol. Neonatal Nurs. 2005, 34, 367–372.
[CrossRef] [PubMed]
Duggan, C.; Srinivasan, K.; Thomas, T.; Samuel, T.; Rajendran, R.; Muthayya, S.; Kurpad, A.V. Vitamin B-12
supplementation during pregnancy and early lactation increases maternal, breast milk, and infant measures
of vitamin B-12 status. J. Nutr. 2014, 144, 758–764. [CrossRef] [PubMed]
Kearns, A.; Hurst, T.; Caglia, J.; Langer, A. Focused Antenatal Care in Tanzania. Country Level Programs.
2014. Available online: http://www.mhtf.org/wp-content/uploads/sites/32/2014/09/HSPH-Tanzania5.pdf
(accessed on 30 April 2017).
WHO. WHO Recommendations on Antenatal Care for a Positive Pregnancy Experience. 2016.
Available online: http://apps.who.int/iris/bitstream/10665/250796/1/9789241549912-eng.pdf?ua=1
(accessed on 30 April 2017).
© 2017 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

