pregnancies in the UK and other Western countries before
prophylaxis with folic acid, but the incidence is much higher in
countries where the general nutritional status is poor.

Prematurity A newborn infant, whether full term or premature, has
higher serum and red cell folate concentrations than does an adult.
However, a newborn infant’'s demand for folate has been estimated
to be up to 10 times that of adults on a weight basis, and the
neonatal folate level falls rapidly to the lowest values at about 6
weeks of age. The falls are steepest and are liable to reach
subnormal levels in premature babies, a number of whom develop
megaloblastic anemia responsive to folic acid at about 4—-6 weeks of
age. This occurs particularly in the smallest babies (<1500 g birth
weight) and those who have feeding difficulties or infections or have
undergone multiple exchange transfusions. In these babies,
prophylactic folic acid should be given.

Hematologic Disorders Folate deficiency frequently occurs in
chronic hemolytic anemia, particularly in sickle cell disease,
autoimmune hemolytic anemia, and congenital spherocytosis. In
these and other conditions of increased cell turnover (e.g.,
myelofibrosis, malignancies), folate deficiency arises because it is
not completely reutilized after performing coenzyme functions.

Inflammatory Conditions Chronic inflammatory diseases such as
tuberculosis, rheumatoid arthritis, Crohn’s disease, psoriasis,
exfoliative dermatitis, bacterial endocarditis, and chronic bacterial
infections cause deficiency by reducing the appetite and increasing
the demand for folate. Systemic infections also may cause
malabsorption of folate. Severe deficiency is virtually confined to the
patients with the most active disease and the poorest diet.

Homocystinuria This is a rare metabolic defect in the conversion of
homocysteine to cystathionine. Folate deficiency occurring in most of
these patients may be due to excessive utilization because of
compensatory increased conversion of homocysteine to methionine.



