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ABSTRACT

BACKGROUND/OBJECTIVES: Recently, the recommended nutrient intakes (RNI) for vitamin 
D for Malaysian aged 1–70 yrs has been revised from 5 µg/day to 15 µg/day. This study is aimed 
to assess the adequacy of vitamin D intake based on revised RNI and to recommend several 
dietary strategies to increase total vitamin D intake.
SUBJECTS/METHODS: Vitamin D intake from both food and supplement of 217 pregnant 
women was assessed using a validated food frequency questionnaire. Hypothetical effect 
of expanded supplementation and food fortifications strategies were modelled using the 
consumption data.
RESULTS: The results revealed that more than half (67.7%) of pregnant women had inadequate 
vitamin D intake (RNI < 15 µg/day). The modelling results demonstrated the potential of 
universal provision of 10 µg/day of multivitamins supplements in increasing vitamin D intake. 
Moreover, mandatory fortification of both milk and malted drink at single level of 5 µg/serving 
would lead to increase in vitamin D intake of Malaysians, particularly pregnant women.
CONCLUSIONS: The outcome of this study can be used as a reference for public health 
professionals to re-evaluate the existing Malaysian food fortification policies and 
supplementation recommendation for vitamin D for pregnant women.

Keywords: Pregnant women; vitamin D; dietary supplements

INTRODUCTION

Vitamin D plays an important role in regulating bone metabolism by stimulating the intestinal 
absorption of calcium and phosphorus. Severe vitamin D deficiency causes rickets in children 
and osteomalacia in adults [1]. Besides, this long-standing role in bone metabolism, vitamin 
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D has become increasingly recognized for its role in the pathophysiology of various non-
skeletal health outcomes [2-4]. With the growing body of evidence on the role of vitamin D and 
widespread of vitamin D deficiency [5], the North American Institute of Medicine (IOM) was 
requested to update the dietary reference intakes (DRI) for vitamin D. In 2011, IOM updated the 
DRIs for vitamin D for individuals aged 1–70 yrs from adequate intake of 5 µg/day to estimated 
average requirement (EAR) of 10 µg/day and Recommended Dietary Allowance of 15 µg/day [6,7].

The IOM 2011 report has become the core report, which other authoritative agencies used 
as a reference to establish their DRIs and dietary reference values (DRV). Following the 
publication of IOM report, several authoritative agencies including European Food Safety 
Authority [8], UK Scientific Advisory Committee on Nutrition [9], and Nordic Council of 
Ministers [10] had also updated their dietary recommendations for vitamin D. Current 
dietary recommendations by these authoritative agencies for adults are ranged from 5 µg to 
15 µg/day [11]. In Malaysia, the recommended nutrient intakes (RNI; defined as the average 
daily dietary intake level that is sufficient to meet the nutrient requirements of 97.5% of each 
population group) for vitamin D for population aged 1–70 yrs has also updated and increased 
from 5 µg/day (RNI 2005) [12] to 15 µg/day (RNI 2017) [13].

Pregnant women are considered as group at risk of vitamin D deficiency for reasons of 
increasing vitamin D requirement, poor dietary vitamin D intake or poor sun exposure 
[14,15]. However, it is important to mention that, no evidence has indicated that the 
vitamin D requirement for pregnant women is higher than non-pregnant [6,7]. Therefore, 
current DRI/DRV value for vitamin D for pregnant women is largely same as non-pregnant 
population. In countries of northern region such as Europe [9,10], Canada [16], and United 
States [17] pregnant women are recommended to consume supplementary vitamin D.

Over the decades, mandatory vitamin D fortification of margarine have been regulated under 
legislation in countries like Singapore, Australia, and Canada. In countries like Norway, 
Sweden, Finland and United States, fortification of staple food such as milk, breakfast cereal 
and orange juice with vitamin D have been introduced, either in mandatory or voluntary 
basis [18-20]. In accordance with current revising and increasing DRV for vitamin D, some 
countries have re-evaluated and updated their food fortification strategies. For instances, 
in 2016, the Food and Drug Administration (FDA) permitted voluntary “doubling” of 
fortification of vitamin D in milk: from 1.05 µg/100 g to 2.1 µg/100 g [21].

In Malaysia, margarine is the only food which mandates to fortify with vitamin D [22]. 
Besides, there is no existing vitamin D supplementation recommendation for pregnant 
women in Malaysia. Prior to the release of updated Malaysian RNI (RNI 2017), 2 reports 
revealed that the prevalence of inadequate vitamin D intake (RNI < 5 µg/day) among 
Malaysian pregnant women was 44.9% [23] and 25.5% [24]. Nevertheless, it is unsure 
whether the current vitamin D food fortification policy is sufficient to supply adequate 
vitamin D to Malaysian pregnant women. Data on the contribution of all sources to daily 
vitamin D intake are required for establishing strategies to prevent inadequate intake.

Evidence has shown population-specific of the effectiveness of fortification of milk and dairy 
in protecting against vitamin D deficiency [25,26]. Nevertheless, limiting the fortification 
to a single staple was demonstrated not to increase the vitamin D intake in non-consumers 
[26,27]. A previous study suggested that diversity in food consumption pattern across 
culture and levels of additions should be considered carefully when developing fortification 
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strategies [28]. Before the implementation of food fortification strategies, it is suggested to 
estimate the effect of different scenarios of vitamin D fortification on vitamin D intake for a 
given population, particularly groups at highest risk of profound vitamin D deficiency (e.g. 
pregnant women) by mathematical model.

Therefore, the current study is aimed to assess the vitamin D intake and the adequacy of vitamin 
D intake based on revised Malaysian RNI (RNI 2017). Additionally, the contribution of food and 
supplements on the total intake of vitamin D is described. Besides, the food consumption data 
from this study is used to model the impact of several dietary strategies to increase vitamin D 
intake in pregnant women, group at risk of vitamin D deficiency. With consideration besides 
milk, the malted drink could be the popular drinks consumed by the Malaysian population. 
Therefore, the impacts of vitamin D fortification in milk and malted drinks as compared to 
universal provision of multivitamin supplement were modelled in this study.

SUBJECTS AND METHODS

Participants
Ethical approval was obtained from the Medical Research and Ethics Committee Ministry 
of Health Malaysia with the ID: NMRR-15-786-24865. A total of 217 pregnant women were 
recruited at the labour suite's Patient Assessment Center at the Department of Gynaecology 
and Obstetrics Hospital Serdang, Selangor, Malaysia, between October 2015 and February 2017. 
The inclusion criteria were Malaysian, aged 19 to 40 yrs, singleton pregnancy and pregnancy in 
gestational age ≥ 37 weeks during the recruitment. Pregnant women who were diagnosed with 
pre-existing systemic disease or pregnancy complications and had a history of bone and renal 
disorders, as well as infants born with congenital anomalies, were excluded from this study.

Dietary vitamin D assessment
A vitamin D-specific semi-quantitative food frequency questionnaire composed of a list of 
vitamin D rich food was used to assess the dietary vitamin D intake of pregnant women. The 
FFQ was adapted from an FFQ, which was previously developed and validated for assessing 
vitamin D intake among Malaysia pregnant women [29]. The FFQ was administered by a 
trained interviewer. Consumption of natural vitamin D rich food (fish, poultry and poultry 
products, egg, and mushroom) and commercial vitamin D fortified food (milk and dairy 
products, beverages, biscuit, confectionery and savoury snacks, creamer, fat spread) were 
recorded. Pregnant women were asked to recall the brand (for commercial food), frequency 
and serving size of listed food they had consumed over the past 1 month. Data regarding 
dietary and prenatal supplement use were collected. Pregnant women were requested to 
provide information regarding their supplement (e.g. brand name, type of supplement, and 
specific nutrient), frequency and dosage of intake in the past 1 month.

The vitamin D values of raw foods were obtained from Singapore Energy and Nutrient 
Composition of Food Database [30] or the United States Department of Agriculture National 
Nutrient Database for Standard [31]. Vitamin D content in commercial products was 
obtained from the product labels. Vitamin D content of the supplements was obtained from 
the companies' product labels and website. The vitamin D intake for each food or supplement 
(µg/day) for each pregnant woman was calculated by multiplying the vitamin D content of 
the food (or supplement) with portion size (or dosage) and the frequency of consumption. 
The vitamin D intake from each food group was summed up, and total vitamin D intake from 
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food sources as well as supplements was calculated. Total vitamin D intake was calculated 
by summing vitamin D intake from food sources and from supplements. The adequacy of 
vitamin D intake was assessed by comparing the individual total vitamin D intake with RNI. 
The proportions of pregnant women who had intake below Malaysian RNI 2017 (15 µg/day), 
RNI 2005 (5 µg/day) and IOM estimated average intakes (EARs) or 67% of RNI 2017 (10 
µg/day) was calculated. The percentage of contribution of each food group to total dietary 
vitamin D intake was calculated for individual cases.

Covariates
Information on maternal age, gestational age, last menstrual period (LMP), first booking (date, 
weeks, and ultrasound scan), gravidity, pre-pregnancy weight and heights were obtained from 
the electronic medical record and antenatal card of each study participant. Gestational age was 
determined by LMP and confirmed by the first dating scan. Body mass index was calculated 
as body weight divided by squared body height (kg/m2). Data on maternal ethnicity, education 
level, employment status and household income were collected.

Modelling of vitamin D intake
The potential impact of mandatory food-fortification scenarios on vitamin D intake was 
assessed by recalculating the vitamin D intake following hypothetical modifications to the 
food composition data of vitamin D by using the consumption data. The amount of vitamin D 
in milk and malted drink found in the market in Malaysia are as follows: prenatal milk powder 
contains 1.2–2 µg/serving (250 mL or a cup), all milk contains 0–7.5 µg/serving (250 mL or 
a cup) and malted contains 0–5.6 µg/serving (250 mL or cup). For the modelling purposes, 
all milk and malted drink were assumed to be fortified with a single level of 2.5 µg/serving 
or 5 µg/serving of vitamin D. These values are levels commonly used in other countries [18] 
and maximum level allowed by FDA [20], respectively, in milk vitamin D fortification. Six 
fortifications scenarios were modelled: 1) milk at concentration of 2.5 µg per serving, 2) milk 
at concentration of 5.0 µg per serving, 3) malted drink at concentration of 2.5 µg per serving, 
4) malted drink at concentration of 2.5 µg per serving, 5) simultaneous milk and malted 
drink at concentration of 2.5 µg per serving, and 6) simultaneous milk and malted drink 
at concentration of 5.0 µg per serving. Besides, the potential impact of 2 supplementation 
scenarios was modelled: 1) universal provision of 5 µg of vitamin D containing supplement per 
day and 2) universal provision of 10 µg of vitamin D containing supplement per day.

Statistical analyses
All statistical analyses were performed using IBM SPSS version 21.0 (IBM Corp., Armonk, NY, 
USA). Characteristics of the study participants were described as No. (%) for categorical variables. 
Continuous variables were tested for normality using Smirnov-Kolmogorov test and skewness (≤ +2 
or ≤ −2) and were described as mean and standard deviation or median and interquartile range. 
Mann-Whitney U test was used to compare the vitamin D intake among vitamin D supplement 
users and non-users. The χ2 test was used to compare the adequacy of vitamin D intake among 
supplement users and non-users. Statistical significance was set at P < 0.05.

RESULTS

Characteristics of participants
This study included a total of 217 Malaysian pregnant women with a mean age of 29 ± 4 yrs 
(Table 1). Malaysia is a multi-ethnic country, comprising 3 major ethnic groups; Malay is the 
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largest ethnic group, followed by Chinese and then Indian. In the present study, the majority 
of the study participants (86.2%) were Malays with approximately half of the respondents had 
tertiary education (56.7%) or higher and were employed (57.1%) (Table 1). Less than half of 
the respondents (40.1%) reported consuming vitamin D containing supplements.

Dietary vitamin D intake
As shown in Table 2, the mean vitamin D intake from all sources was 12.1 ± 7.2 µg/day or 
80.7% of RNI. Supplement users had significantly higher mean total vitamin D intakes 
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Table 1. Characteristic of study participants
Characteristics n (%) Mean ± SD
Age (yrs) 28.9 ± 4.2
Ethnicity

Malay 187 (86.2)
Chinese 20 (9.2)
Indian and others 10 (4.6)

Highest education level
Secondary and lower 94 (43.3)
Tertiary and higher 123 (56.7)

Household income
≤ RM3,000 64 (30.0)
RM3,001–RM5,000 94 (44.1)
≥ RM5,001 55 (25.9)

Employment status
Unemployed 93 (42.9)
Employed 124 (57.1)

Pre-pregnancy body mass Index (kg/m2)
Underweight (< 18.5) 27 (12.4)
Normal (18.5–24.9) 121 (55.8)
Overweight (25.0–29.9) 44 (20.3)
Obese (≥ 30.0) 25 (11.5)

Gravidity
1 56 (25.8)
2–4 137 (63.1)
5 24 (11.1)

Gestational age (week) 39.1 ± 1.1
Vitamin D containing supplements users 87 (40.1)

Table 2. Dietary vitamin D intake by supplement user and non-user
Variables Total  

(n = 217)
Vitamin D supplement non-user  

(n = 130)
Vitamin D supplement user  

(n = 87)
P-value1)

Values Median Q1–Q3 Values Median Q1–Q3 Values Median Q1–Q3

Vitamin D intakes (µg/day)2)

Food sources only 8.3 ± 5.0 7.4 4.4–11.2 8.4 ± 5.1 7.7 4.5–11.2 8.0 ± 4.9 7.2 4.2–11.4 0.581
Supplements only 3.8 ± 5.6 0 0–10.0 0 0 - 9.5 ± 4.8 10.0 7.1–10.0 -
Total 12.1 ± 7.2 10.9 6.7–16.4 8.4 ± 5.1 7.7 4.5–11.2 17.5 ± 6.4 16.4 13.5–21.6 0.001

Percent contribute from
Food 77.9 ± 29.8 100 50.8–100.0 100 100 - 44.8 ± 19.8 44.2 32.1–59.2 -
Supplements 22.1 ± 29.8 0 0–49.2 0 0 - 55.1 ± 19.8 55.8 40.8–67.9 -

Adequacy of total vitamin D intake
< RNI 20173) 147 (67.7) - - 114 (87.7) - - 33 (37.9) - - 0.001
< 67% RNI 20173) 100 (46.1) - - 89 (68.5) - - 11 (12.6) - - 0.001
< RNI 20054) 43 (19.8) - - 42 (32.3) - - 1 (1.1) - - -

Values are presented as mean ± SD or n (%).
Q1, the 1st quartile; Q3, the 3rd quartile; RNI, recommended nutrient intakes.
1)P-value indicates the statistical difference between supplement user and non-user.
2)Vitamin D conversion: 1 µg = 40IU.
3)Based on RNI 2017, RNI for vitamin D for pregnant women is 15 µg/day.
4)Based on RNI 2005, RNI for vitamin D for pregnant women is 5 µg/day.



(17.5 ± 6.4 µg/day) compared to non-supplement users (8.4 ± 5.1 µg/day) (P < 0.001). When 
considering all sources, 67.7% of respondents failed to meet the RNI cut-offs for vitamin 
D (RNI 2017) of 15 µg/day, and nearly half (46.1%) failed to meet 67% of RNI for vitamin D 
(EAR) level of 10 µg/day. Nonetheless, only a low percentage (19.2%) of pregnant women 
failed to meet the former RNI (RNI 2005) of 5 µg/day. The proportion of respondents who 
did not meet RNI and EAR of vitamin D was significantly higher in supplement non-users in 
contrast to supplement users (< RNI: 87.7% vs. 37.9% and < EAR: 68.5% vs. 12.6% P < 0.001).

Table 3 describes the median values and the percentiles (25th and 75th percentiles) of the 
daily intake, vitamin D intake and contribution by food groups. Milk and milk product 
contributed to approximately 40% of daily vitamin D intake from food, followed by fish/
fish products (22.9%), beverages (9.2%) and egg (5.2%). Poultry and poultry products 
contributed to a very substantial amount (2%) regardless of the median intake of about 1 
serving (80 g) per day. For food groups (creamer, mushroom, biscuit confectionery and 
savoury snack) median values for their contribution to vitamin D intake were near to zero 
as these foods had low vitamin D content. The percent of contribution of fat spread to total 
dietary vitamin D intakes were ranged from 0–1.7%.

Modelling of vitamin D intake
Under modelling scenarios of 2, 4, and 6, there was an increase in mean vitamin D, and led 
to an expected decrease in the proportion with intake below the RNI when compared with 
scenarios 1, 3, and 5 (Table 4). Scenario 6 represented a great increase in vitamin D intake 
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Table 3. Intake of food group and vitamin D
Food groups Intake of food group (g/day) Vitamin D intake (µg/day) Contribution to vitamin D intake (%) Contribution to 

vitamin D intake (%) 
(population proportion)

Mean ± SD Median Q1–Q3 Mean ± SD Median Q1–Q3 Mean ± SD Median Q1–Q3

Milk and milk products1) 155.9 ± 142.1 109.3 54.5–228.4 3.53 ± 3.54 2.71 0.84–5.15 37.6 ± 26.2 38.2 14.6–57.5 42.9
Fish and fish products 52.4 ± 44.6 41.4 22.9–71.8 2.3 ± 2.5 1.58 0.6–3.01 28.1 ± 21.6 22.9 10.3–40.9 27.9
Beverages2) 53.2 ± 66.8 30.7 12.0–72.2 1.1 ± 1.3 0.57 0.19–1.56 13.4 ± 15.0 9.2 3.3–18.4 12.8
Egg 22.0 ± 18.1 19.7 11.1–26.3 0.47 ± 0.39 0.43 0.22–0.57 7.9 ± 8.0 5.2 2.6–10.8 5.7
Poultry and products 87.3 ± 59.5 79.2 41.6–121.5 0.20 ± 0.18 0.15 0.07–0.28 3.8 ± 5.6 2.0 0.8–4.6 2.4
Creamer 14.5 ± 23.2 5.7 0–20.0 0.31 ± 0.54 0.08 0–0.38 3.8 ± 6.5 1.0 0–4.9 3.8
Mushroom 4.2 ± 12.1 0.7 0–3.7 0.02 ± 0.04 0.01 0–0.02 0.3 ± 0.6 0.1 0–0.4 0.3
Biscuit, confectionary 
and savoury snacks

24.1 ± 38.9 12.2 2.5–28.6 0.21 ± 0.43 0 0–0.26 2.8 ± 5.4 0.03 0–3.7 2.6

Fat spread 3.0 ± 6.6 0.5 0–4.2 0.13 ± 0.25 0 0–0.17 1.8 ± 3.7 0 0–1.7 1.6
Q1, the 1st quartile; Q3, the 3rd quartile.
1)Milk and milk products include all fluid milk, milk powder, prenatal milk powder, cheese, yogurt, and cultured milk.
2)Beverages include malted drinks, fortified soy milk, and cereals drinks.

Table 4. Potential food fortifications and supplementation scenarios on total vitamin D intake of pregnant women
Scenarios Total daily vitamin D intakes after fortification or 

supplementation µg/day
% < RNI  

(15 µg/day)
% < 67% RNI 
(10 µg/day)

Maximum total 
daily vitamin D 

intake (µg)Mean ± SD Median Q1–Q3

1 All milk fortified with 2.5 µg per serving1) 11.9 ± 6.9 10.8 7.0–16.1 71.4 47.0 32.7
2 All milk fortified with 5.0 µg per serving1) 15.4 ± 8.4 14.5 8.8–20.6 54.4 28.1 44.0
3 All malted fortified with 2.5 µg per serving 12.6 ± 7.3 11.3 7.1–16.6 65.4 45.6 34.1
4 All malted fortified with 5.0 µg per serving 14.1 ± 7.9 12.9 8.2–18.5 58.5 38.7 37.3
5 All milk powder and malted fortified with 2.5 µg per serving1) 12.6 ± 6.9 11.3 7.3–16.3 69.3 43.3 33.6
6 All milk powder and malted fortified with 5.0 µg per serving1) 17.5 ± 9.0 16.4 11.3–23.8 43.8 21.2 45.3
7 Provision of 5 µg/day of supplement 15.2 ± 5.9 14.0 10.2–18.3 55.8 23.5 33.2
8 Provision of 10 µg/day of supplement 18.7 ± 5.3 17.8 14.6–17.8 30.9 0 35.7
Q1, the 1st quartile; Q3, the 3rd quartile; RNI, recommended nutrient intakes.
1)Milk included milk powder and fluid milk.



(17.5 ug/day) over current intake (12.1 µg/day) and with no individual exceeding the upper 
intake of 100 µg/day (highest total intake level of 45.3 µg/day). As expected, when universal 
provision of vitamin D containing supplement at 10 µg/day scenario (scenario 8) was 
assumed, the greatest improvement in mean total vitamin D can be achieved.

DISCUSSION

Previous studies have demonstrated a small percentage of inadequate vitamin D intake in 
Malaysian pregnant women [24]. However, these studies were published prior to the release 
of new Malaysian RNI (RNI1 2017). In the current study, using updated Malaysian RNI 
(RNI 2017) of 15 µg/day to define inadequate intake, we reported more than half (67.7%) 
of inadequate intake in the study participants. This finding indicates that current food 
fortification policy is unrealistic to supply vitamin D at 15 µg/day, which is 3 folds higher 
than the previous RNI. This finding is in agreement with studies conducted in Belgian [32], 
Canadian [33], British [34], which revealed that current food fortifications in their countries 
are insufficient to ensure their population to achieve DRI/DRV.

Overall, mean vitamin D intake of the pregnant women in this study (12.1 ± 7.2 µg/day) was 
comparable with the finding from a previous study, which demonstrated that mean total 
vitamin D intake of 11.5 µg/day among pregnant women in Malaysia [24]. The mean total 
vitamin D intake reported in this study was higher compared to a study conducted among 
pregnant women in Sweden (9.3 µg/day) [35], Japan (5.5 µg/day) [36], Indonesia (7.9 µg/day) 
[37], and the Netherlands (5.9 µg/day) [38], but was lower compared to pregnant women in 
Canada (17.2 µg/day) [39]. The variation in average vitamin D intake may be due to variation 
in food fortification practices in which fortification may be implemented by national 
legislation or voluntarily by manufacturers. Despite this, supplement intake is an important 
determinant, resulting in the variation of intake amounts between countries. For instance, 
the high prevalence of supplement intake was also reported in a study conducted in Canada 
in which 78.5% of respondents used multivitamin [39].

In the current study, vitamin D supplement users had significantly higher total vitamin D 
intake (17.5 µg/day) compared to non-users (8.4 µg/day) (P < 0.05). However, there was no 
significant difference in vitamin D intake from food among supplement users (8.0 µg/day) and 
non-users (8.4 µg/day). This finding suggests that higher vitamin D intake among supplement 
users compared to non-users is attributed to the consumption of supplements and not due 
to any differences in dietary habits. Also, we found that the prevalence of inadequate vitamin 
D intake (< RNI 2017) was lower among supplement user (37.9%) as compared to non-user 
(87.7%). This finding supports previous studies that demonstrated dietary supplement could 
significantly improve the total vitamin D intake [39,40].

In Malaysia, the provision of prenatal multivitamin is not universal but dependent on the 
availability and the requirement of pregnant women. There were less than half (40.1%) of 
our participants took a supplement. To assess the potential impact of universal provision 
of prenatal multivitamins on total vitamin D intake, the scenario was modelled where all 
pregnant women were given daily multivitamin, which contains 5 µg and 10 µg per capsule 
of vitamin D. As expected, the findings revealed that the improvement in vitamin D intake 
is dependent on the dose of vitamin D in supplement. The universal provision of 5 µg/day 
of vitamin D containing prenatal multivitamin reduced the percent of inadequacy intake 
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modestly (≈11%) to 55.8%. Nonetheless, the universal provision of 10 µg/day of vitamin D 
containing prenatal multivitamin would reduce the percent of inadequacy intake to one third 
(30.9%). Nonetheless, this modelling could not be accountable for the problem of adherence 
and cost incurred of implementing this strategy. Additionally, food fortification may be a 
better strategy considering its wider benefit: increasing vitamin D intake of pregnant women 
and general population [41,42].

Itkonen et al. [18] demonstrated that milk products contribute substantially (about 50%) to 
total vitamin D intake in countries with a wide policy for fortification. However, in countries 
like Norway and Sweden where fluid milk is fortified with a low amount of vitamin D, fluid 
milk contributed to as low as 4% and 12% of total vitamin D intake, respectively [18]. In 
Malaysia, pregnant women are recommended to take 2 servings of milk or dairy products per 
day [43]. Thus, in the current study, a quarter of pregnant women take at least one serving of 
milk per day, and milk and dairy products were the main sources of vitamin D, contributing 
to about 40% of vitamin D intake from food. However, the mean total vitamin D intake of the 
pregnant women in the study was still lower than RNI as in Malaysia, milk is not mandatorily 
fortified with vitamin D. Despite margarine is mandatorily fortified with vitamin D at level 
of 6.5–7.5 µg/100 g, median contribution of fat spread to total vitamin D intake was zero 
(0–1.7%), which could be explained by low intake of fat spread among the study participants 
(median intake of 0.5 µg/day, Table 3). Taken together, findings from our study and study by 
Itkonen et al. [18] showed that the effectiveness of food fortification strategies is a function of 
food quantity consumed, level of fortification and the fortification strategies (mandatorily or 
voluntarily). When fortification is voluntary, and uptake is far less, there is a lower impact of 
vitamin D fortification on total intake [26].

Vitamin D fortification is non-systematic and standardized in Malaysia. Some products are 
highly fortified with vitamin D while some are not. Several brands of milk available in the 
Malaysian market have vitamin D content of more than 5 µg/serving, and some contain up to 
7.5 µg/serving. The level of more than 5 µg/serving and 7.5 µg of vitamin D per serving is higher 
than the maximum level that is allowed by U.S. FDA (5 µg/serving) [20] and Health Canada (2.9 
µg/serving) [44]. Despite having some of the respondents taking milk with vitamin D higher 
than 5 µg/day, none of the study participants had total vitamin D intake above upper level of 
100 µg/day. This data could serve as evidence towards the feasibility of voluntary vitamin D 
fortification strategies in the milk of 5 µg/serving and up to 7.5 µg/serving.

The findings demonstrated that modelling fortification at of milk and/or malted drinks at 
a single level of 2.5 µg/day, level set by in US and Canada, decreased the total intake. This 
is likely due to several brands of milk and malted drink consumed by the respondents are 
fortified at a level higher than 2.5 µg/serving. Hypothetical modifications of milk and malted 
drinks indicated that vitamin D content of higher than 2.5 µg/serving to 2.5 µg/serving 
reduced the total vitamin D intake. While hypothetical fortification at level 5 µg/day for milk 
or malted drink slightly increased the vitamin D intake, hypothetical fortification of both 
milk and malted significantly increased the vitamin D intake. This finding is in agreement 
with a previous study (Madsen et al. [45]) indicated that a 2-strand approach in fortification is 
more efficient in improving the total vitamin D intake.

A recent randomized controlled trial suggested that 30 µg/day is required to maintain the 
maternal 25-hydroxyvitamin D (25OHD) concentration of ≥ 50 nmol/L in 97.5% of pregnant 
women and umbilical cord 25OHD concentration of ≥ 25–30 nmol/L in 95–99% newborn 
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[46]. If the recommended vitamin D intake for pregnant women was set at 30 µg/day, almost 
all the study participants would not meet this recommended intake. Nonetheless, more 
evidence is required to demonstrate that maternal vitamin D requirement is higher compared 
to non-pregnant women.

The study had the limitation as the data was collected in a public hospital in which the study 
finding may not be generalized to the pregnant women who attend the private hospitals. 
Owing to limited resources, the sample size of this study is small. In addition, the use of FFQ 
may underestimate total vitamin D intake as it is subjected to uncertainties owing to many 
factors that affect estimates of food intake: the depth and nature of probing carried out to 
obtain the information on food consumption, the ability of a person to recall and estimate 
their intakes accurately. Nonetheless, the FFQ was administered by only 1 trained interviewer. 
Therefore, the bias on depth and nature of probing was reduced. In addition, there is a lack 
of local food composition data for analysis of vitamin D intake, hence food composition 
data from Singapore was used. Despite these limitations, this study demonstrated that the 
current status of vitamin D intake based on the latest RNI (RNI 2017). The results on vitamin 
D intake, adequacy of intake and modelling dietary strategies can inform public health 
professionals and policymakers to re-evaluate current Malaysian food fortification policies. 
The findings from this study can provide information for formulating new nutritional 
recommendations not only to Malaysian population but other population with recent 
updated DRV/DRI for vitamin D.

Previous local studies showed a mean daily milk intake of 0.5–2 serving for children aged 4–10 
yrs old [47] and median malted intake of about 0.6 serving [48]. However, most of the children 
were reported to have inadequate vitamin D intake, suggesting that milk and malted drinks 
consumed by the children are poor sources of vitamin D [48]. Thus, it is likely that systemic 
or mandatory milk could potentially benefit children, one of the vitamin D deficiency at-risk 
group. However, further studies warrant to access the possibility the fortification strategy to 
expose other population particularly children with high vitamin D level.

In conclusion, the present study revealed suboptimal total vitamin D intake among Malaysian 
pregnant women in which more than half of the pregnant women had intake lower than 
newly updated RNI (RNI 2017) of 15 µg/day. Notably, current food fortification policy is 
insufficient to ensure pregnant women to achieve the updated RNI for vitamin D, which is 3 
folds higher than the former RNI. While the universal provision of supplements is a potential 
strategy to increase vitamin D intake, the cost incurred, and the compliance should be 
investigated further. Alternatively, mandatorily fortification of both milk and malted drink 
would substantially increase mean vitamin D intake in pregnant women and benefit the 
wider Malaysian population. Nevertheless, the efficacy of these strategies should be validated 
in randomized controlled trials where the effect of these strategies on circulating maternal 
25OHD should be assessed.

ACKNOWLEDGMENTS

We are grateful to all women who participated in this study. We acknowledge the midwives at 
Hospital Serdang, Selangor for their assistance in data collection.

500https://doi.org/10.4162/nrp.2021.15.4.492

Vitamin D intake in pregnant women

https://e-nrp.org



REFERENCES

 1. Holick MF. Vitamin D deficiency. N Engl J Med 2007;357:266-81. 
PUBMED | CROSSREF

 2. Boucher BJ. Vitamin D insufficiency and diabetes risks. Curr Drug Targets 2011;12:61-87. 
PUBMED | CROSSREF

 3. Moukayed M, Grant WB. The roles of UVB and vitamin D in reducing risk of cancer incidence and mortality: 
a review of the epidemiology, clinical trials, and mechanisms. Rev Endocr Metab Disord 2017;18:167-82. 
PUBMED | CROSSREF

 4. Reddy Vanga S, Good M, Howard PA, Vacek JL. Role of vitamin D in cardiovascular health. Am J Cardiol 
2010;106:798-805. 
PUBMED | CROSSREF

 5. Saraf R, Morton SMB, Camargo CA Jr, Grant CC. Global summary of maternal and newborn vitamin D 
status - a systematic review. Matern Child Nutr 2016;12:647-68. 
PUBMED | CROSSREF

 6. Institute of Medicine (US) Committee to Review Dietary Reference Intakes for Vitamin D and Calcium, 
Ross AC, Taylor CL, Yaktine AL, Del Valle HB. Dietary Reference Intakes for Calcium and Vitamin D. 
Washington, D.C.: National Academies Press (US) National Academy of Sciences; 2011.

 7. Ross AC, Manson JE, Abrams SA, Aloia JF, Brannon PM, Clinton SK, Durazo-Arvizu RA, Gallagher JC, 
Gallo RL, Jones G, et al. The 2011 report on dietary reference intakes for calcium and vitamin D from the 
Institute of Medicine: what clinicians need to know. J Clin Endocrinol Metab 2011;96:53-8. 
PUBMED | CROSSREF

 8. EFSA Panel on Dietetic Products, Nutrition and Allergies (NDA). Dietary reference values for vitamin D. 
EFSA J 2016;14:e04547. 
CROSSREF

 9. Scientific Advisory Committee on Nutrition. Vitamin D and Health [Internet]. London: Public Health 
England; 2016 [cited 2018 June 15]. Available from: https://www.gov.uk/government/publications/sacn-
vitamin-d-and-health-report.

 10. Nordic Council of Ministers. Nordic Nutrition Recommendations 2012: Integrating Nutrition and 
Physical Activity. 5th ed. Copenhagen: Nordisk Ministerråd; 2014. p.627.

 11. Spiro A, Buttriss JL. Vitamin D: an overview of vitamin D status and intake in Europe. Nutr Bull 
2014;39:322-50. 
PUBMED | CROSSREF

 12. National Coordinating Committee on Food Nutrition. Recommended Nutrient Intakes for Malaysia. A Report 
of the Technical Working Group on Nutritional Guidelines. Putrajaya: Ministry of Health Malaysia; 2005.

 13. National Coordinating Committee on Food Nutrition. Recommended Nutrient Intakes for Malaysia. 
A Report of the Technical Working Group on Nutritional Guidelines. Putrajaya: Ministry of Health 
Malaysia; 2017.

 14. Amrein K, Scherkl M, Hoffmann M, Neuwersch-Sommeregger S, Köstenberger M, Tmava Berisha A, 
Martucci G, Pilz S, Malle O. Vitamin D deficiency 2.0: an update on the current status worldwide. Eur J 
Clin Nutr. Forthcoming 2020. 
PUBMED | CROSSREF

 15. Aghajafari F, Field CJ, Weinberg AR, Letourneau N; APrON Study Team. Both mother and infant require 
a vitamin D supplement to ensure that infants' vitamin D status meets current guidelines. Nutrients 
2018;10:429. 
PUBMED | CROSSREF

 16. Health Canada, Canadian Paediatric Society, Dietitians of Canada, Breastfeeding Committee for Canada. 
Nutrition for Healthy Term Infants: Recommendations from Birth to Six Months [Internet]. Ottawa: 
Health Canada; 2015 [cited 2018 July 15]. Available from: https://www.canada.ca/en/health-canada/
services/canada-food-guide/resources/infant-feeding/nutrition-healthy-term-infants-recommendations-
birth-six-months.html.

 17. Wagner CL, Greer FR; American Academy of Pediatrics Section on Breastfeeding; American Academy of 
Pediatrics Committee on Nutrition. Prevention of rickets and vitamin D deficiency in infants, children, 
and adolescents. Pediatrics 2008;122:1142-52. 
PUBMED | CROSSREF

 18. Itkonen ST, Erkkola M, Lamberg-Allardt CJ. Vitamin D fortification of fluid milk products and their 
contribution to vitamin D intake and vitamin D status in observational studies—a review. Nutrients 
2018;10:1054. 
PUBMED | CROSSREF

501https://doi.org/10.4162/nrp.2021.15.4.492

Vitamin D intake in pregnant women

https://e-nrp.org

http://www.ncbi.nlm.nih.gov/pubmed/17634462
https://doi.org/10.1056/NEJMra070553
http://www.ncbi.nlm.nih.gov/pubmed/20795936
https://doi.org/10.2174/138945011793591653
http://www.ncbi.nlm.nih.gov/pubmed/28213657
https://doi.org/10.1007/s11154-017-9415-2
http://www.ncbi.nlm.nih.gov/pubmed/20816120
https://doi.org/10.1016/j.amjcard.2010.04.042
http://www.ncbi.nlm.nih.gov/pubmed/26373311
https://doi.org/10.1111/mcn.12210
http://www.ncbi.nlm.nih.gov/pubmed/21118827
https://doi.org/10.1210/jc.2010-2704
https://doi.org/10.2903/j.efsa.2016.4547
http://www.ncbi.nlm.nih.gov/pubmed/25635171
https://doi.org/10.1111/nbu.12108
http://www.ncbi.nlm.nih.gov/pubmed/31959942
https://doi.org/10.1038/s41430-020-0558-y
http://www.ncbi.nlm.nih.gov/pubmed/29596362
https://doi.org/10.3390/nu10040429
http://www.ncbi.nlm.nih.gov/pubmed/18977996
https://doi.org/10.1542/peds.2008-1862
http://www.ncbi.nlm.nih.gov/pubmed/30096919
https://doi.org/10.3390/nu10081054


 19. Government of Canada. Regulations Amending Certain Regulations Made Under the Food and Drugs 
Act (Nutrition Symbols, Other Labelling Provisions, Partially Hydrogenated Oils and Vitamin D). Ottawa: 
Government of Canada; 2018.

 20. Food and Drug Administration. Food Additives Permitted for Direct Addition to Food for Human 
Consumption; Vitamin D2 [Internet]. Silver Spring (MD): Food and Drug Administration; 2016 [cited 
2018 November 18]. Available from: https://www.federalregister.gov/documents/2016/07/18/2016-16738/
food-additives-permitted-for-direct-addition-to-food-for-human-consumption-vitamin-d2.

 21. Pilz S, März W, Cashman KD, Kiely ME, Whiting SJ, Holick MF, Grant WB, Pludowski P, Hiligsmann M, 
Trummer C, et al. Rationale and plan for vitamin D food fortification: a review and guidance paper. Front 
Endocrinol (Lausanne) 2018;9:373. 
PUBMED | CROSSREF

 22. Food Safety and Quality Division, Ministry of Health Malaysia. Food Regulations 1985. Putrajaya: Food 
Safety and Quality Division, Ministry of Health Malaysia; 2018.

 23. Bukhary NB, Isa ZM, Shamsuddin K, Lin KG, Mahdy ZA, Hassan H, Yeop NS. Risk factors for antenatal 
hypovitaminosis D in an urban district in Malaysia. BMC Pregnancy Childbirth 2016;16:156. 
PUBMED | CROSSREF

 24. Yong HY, Zalilah MS, Tan CW, Koo SJ. Pre-pregnancy BMI and intake of energy and calcium are associated 
with the vitamin D intake of pregnant Malaysian women. Family Med Prim Care Rev 2017;19:417-23. 
CROSSREF

 25. Charatcharoenwitthaya N, Nanthakomon T, Somprasit C, Chanthasenanont A, Chailurkit LO, 
Pattaraarchachai J, Ongphiphadhanakul B. Maternal vitamin D status, its associated factors and the 
course of pregnancy in Thai women. Clin Endocrinol (Oxf ) 2013;78:126-33. 
PUBMED | CROSSREF

 26. Cashman KD, Kiely M. Tackling inadequate vitamin D intakes within the population: fortification of dairy 
products with vitamin D may not be enough. Endocrine 2016;51:38-46. 
PUBMED | CROSSREF

 27. Kiely M, Black LJ. Dietary strategies to maintain adequacy of circulating 25-hydroxyvitamin D 
concentrations. Scand J Clin Lab Invest Suppl 2012;243:14-23.
PUBMED

 28. Babu US, Calvo MS. Modern India and the vitamin D dilemma: evidence for the need of a national food 
fortification program. Mol Nutr Food Res 2010;54:1134-47. 
PUBMED | CROSSREF

 29. Zaleha MI, Khadijah S, Noriklil Bukhary IB, Khor GL, Zaleha AM, Haslinda H, Noor Sharifatul Hana Y, 
Hasanain Faisal G. Development and validation of a food frequency questionnaire for vitamin D intake 
among urban pregnant women in Malaysia. Malays J Nutr 2015;21:179-90.

 30. Health Promotion Board. Energy & Nutrient Composition of Food [Internet]. Singapore: Health 
Promotion Board; 2020 [cited 2018 June 11]. Available from: https://focos.hpb.gov.sg/eservices/ENCF/.

 31. USDA Agricultural Research Service. USDA National Nutrient Database for Standard Reference, Legacy 
Release (2018). Beltsville (MD): USDA Agricultural Research Service; 2018.

 32. Moyersoen I, Lachat C, Cuypers K, Ridder K, Devleesschauwer B, Tafforeau J, Vandevijvere S, 
Vansteenland M, De Meulenaer B, Van Camp J, et al. Do current fortification and supplementation 
programs assure adequate intake of fat-soluble vitamins in Belgian infants, toddlers, pregnant women, 
and lactating women? Nutrients 2018;10:223. 
PUBMED | CROSSREF

 33. Munasinghe LL, Yuan Y, Willows ND, Faught EL, Ekwaru JP, Veugelers PJ. Vitamin D deficiency and 
sufficiency among Canadian children residing at high latitude following the revision of the RDA of 
vitamin D intake in 2010. Br J Nutr 2017;117:457-65. 
PUBMED | CROSSREF

 34. Cribb VL, Northstone K, Hopkins D, Emmett PM. Sources of vitamin D and calcium in the diets of preschool 
children in the UK and the theoretical effect of food fortification. J Hum Nutr Diet 2015;28:583-92. 
PUBMED | CROSSREF

 35. Brembeck P, Winkvist A, Olausson H. Determinants of vitamin D status in pregnant fair-skinned women 
in Sweden. Br J Nutr 2013;110:856-64. 
PUBMED | CROSSREF

 36. Miyake Y, Tanaka K, Okubo H, Sasaki S, Arakawa M. Maternal consumption of dairy products, calcium, 
and vitamin D during pregnancy and infantile allergic disorders. Ann Allergy Asthma Immunol 
2014;113:82-7. 
PUBMED | CROSSREF

502https://doi.org/10.4162/nrp.2021.15.4.492

Vitamin D intake in pregnant women

https://e-nrp.org

http://www.ncbi.nlm.nih.gov/pubmed/30065699
https://doi.org/10.3389/fendo.2018.00373
http://www.ncbi.nlm.nih.gov/pubmed/27411716
https://doi.org/10.1186/s12884-016-0939-3
https://doi.org/10.5114/fmpcr.2017.70819
http://www.ncbi.nlm.nih.gov/pubmed/22702488
https://doi.org/10.1111/j.1365-2265.2012.04470.x
http://www.ncbi.nlm.nih.gov/pubmed/26260695
https://doi.org/10.1007/s12020-015-0711-x
http://www.ncbi.nlm.nih.gov/pubmed/22536758
http://www.ncbi.nlm.nih.gov/pubmed/20440690
https://doi.org/10.1002/mnfr.200900480
http://www.ncbi.nlm.nih.gov/pubmed/29462926
https://doi.org/10.3390/nu10020223
http://www.ncbi.nlm.nih.gov/pubmed/28245892
https://doi.org/10.1017/S0007114517000320
http://www.ncbi.nlm.nih.gov/pubmed/25280181
https://doi.org/10.1111/jhn.12277
http://www.ncbi.nlm.nih.gov/pubmed/23388180
https://doi.org/10.1017/S0007114512005855
http://www.ncbi.nlm.nih.gov/pubmed/24950846
https://doi.org/10.1016/j.anai.2014.04.023


 37. Aji AS, Yerizel E, Desmawati, Lipoeto NI. The association between lifestyle and maternal vitamin D 
during pregnancy in West Sumatra, Indonesia. Asia Pac J Clin Nutr 2018;27:1286-93.
PUBMED

 38. Looman M, van den Berg C, Geelen A, Samlal RAK, Heijligenberg R, Klein Gunnewiek JMT, Balvers MGJ, 
Leendertz-Eggen CL, Wijnberger LDE, Feskens EJM, et al. Supplement use and dietary sources of folate, 
vitamin D, and n-3 fatty acids during preconception: the GLIMP2 Study. Nutrients 2018;10:962. 
PUBMED | CROSSREF

 39. Savard C, Lemieux S, Weisnagel SJ, Fontaine-Bisson B, Gagnon C, Robitaille J, Morisset AS. Trimester-
specific dietary intakes in a sample of French-Canadian pregnant women in comparison with national 
nutritional guidelines. Nutrients 2018;10:768. 
PUBMED | CROSSREF

 40. Dubois L, Diasparra M, Bédard B, Colapinto CK, Fontaine-Bisson B, Morisset AS, Tremblay RE, Fraser 
WD. Adequacy of nutritional intake from food and supplements in a cohort of pregnant women in 
Québec, Canada: the 3D Cohort Study (Design, Develop, Discover). Am J Clin Nutr 2017;106:541-8. 
PUBMED | CROSSREF

 41. Black LJ, Seamans KM, Cashman KD, Kiely M. An updated systematic review and meta-analysis of the 
efficacy of vitamin D food fortification. J Nutr 2012;142:1102-8. 
PUBMED | CROSSREF

 42. Cashman KD, Kiely M. Recommended dietary intakes for vitamin D: Where do they come from, what do 
they achieve and how can we meet them? J Hum Nutr Diet 2014;27:434-42. 
PUBMED | CROSSREF

 43. Kusiar Z. Nutrition During Pregnancy [Internet]. Putrajaya: Health Online Unit, Ministry of Health 
Malaysia; 2012 [cited 2018 December 12]. Available from: http://www.myhealth.gov.my/en/nutrition-
during-pregnancy/.

 44. Health Canada. Food & Drug Act B.08.003 [Internet]. Ottawa: Health Canada; 2020 [cited 2019 February 
20]. Available from: https://laws-lois.justice.gc.ca/eng/regulations/c.r.c.,_c._870/page-40.html#h-72.

 45. Madsen KH, Rasmussen LB, Andersen R, Mølgaard C, Jakobsen J, Bjerrum PJ, Andersen EW, Mejborn 
H, Tetens I. Randomized controlled trial of the effects of vitamin D–fortified milk and bread on serum 
25-hydroxyvitamin D concentrations in families in Denmark during winter: the VitmaD study. Am J Clin 
Nutr 2013;98:374-82. 
PUBMED | CROSSREF

 46. O'Callaghan KM, Hennessy Á, Hull GLJ, Healy K, Ritz C, Kenny LC, Cashman KD, Kiely ME. Estimation 
of the maternal vitamin D intake that maintains circulating 25-hydroxyvitamin D in late gestation at a 
concentration sufficient to keep umbilical cord sera ≥25–30 nmol/L: a dose-response, double-blind, 
randomized placebo-controlled trial in pregnant women at northern latitude. Am J Clin Nutr 2018;108:77-91. 
PUBMED | CROSSREF

 47. Mohd Shariff Z, Lin KG, Sariman S, Lee HS, Siew CY, Mohd Yusof BN, Mun CY, Mohamad M. The 
relationship between household income and dietary intakes of 1–10 year old urban Malaysian. Nutr Res 
Pract 2015;9:278-87. 
PUBMED | CROSSREF

 48. Jan Mohamed HJ, Loy SL, Mohd Taib MN, Karim NA, Tan SY, Appukutty M, Abdul Razak N, Thielecke 
F, Hopkins S, Ong MK, et al. Characteristics associated with the consumption of malted drinks 
among Malaysian primary school children: findings from the MyBreakfast study. BMC Public Health 
2015;15:1322. 
PUBMED | CROSSREF

503https://doi.org/10.4162/nrp.2021.15.4.492

Vitamin D intake in pregnant women

https://e-nrp.org

http://www.ncbi.nlm.nih.gov/pubmed/30485928
http://www.ncbi.nlm.nih.gov/pubmed/30046020
https://doi.org/10.3390/nu10080962
http://www.ncbi.nlm.nih.gov/pubmed/29899222
https://doi.org/10.3390/nu10060768
http://www.ncbi.nlm.nih.gov/pubmed/28615265
https://doi.org/10.3945/ajcn.117.155499
http://www.ncbi.nlm.nih.gov/pubmed/22513988
https://doi.org/10.3945/jn.112.158014
http://www.ncbi.nlm.nih.gov/pubmed/24580775
https://doi.org/10.1111/jhn.12226
http://www.ncbi.nlm.nih.gov/pubmed/23783292
https://doi.org/10.3945/ajcn.113.059469
http://www.ncbi.nlm.nih.gov/pubmed/29878035
https://doi.org/10.1093/ajcn/nqy064
http://www.ncbi.nlm.nih.gov/pubmed/26060540
https://doi.org/10.4162/nrp.2015.9.3.278
http://www.ncbi.nlm.nih.gov/pubmed/26718818
https://doi.org/10.1186/s12889-015-2666-5

