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The great folate debate
The best form of folate for preconception care always sparks 
much debate, but the consensus is that a blend of folates 
has you covered. Combining the highly researched 
folic acid form and the biologically active L-5-MTHF 
is a clinically validated choice during preconception, 
pregnancy and lactation even with the presence of 
MTHFR mutations.   

Not all forms of folate have been equally examined and 
with over 5000 scientific publications, folic acid is by far the 
most heavily researched.  It is specifically this form that has 
been demonstrated to increase red blood cell folate levels 
and provide a protective role for the prevention of neural 
tube defects (NTD).1   

It is too simplified to omit folic acid because of reported 
issues with polymorphisms linked to NTD and unmetabolised 
folic acid (UMFA) and, instead, it is crucial to identify the 
minimum effective intake of folic acid required to help 
prevent NTDs while also minimising the risk of potential 
negative outcomes in certain populations.2  

The research indicates that UMFA can appear with doses 
lower than 400mcg per day in certain population groups, 
but one of the most cited studies into UMFA demonstrates 
≤ 200mcg per day of folic acid, even in addition to folic 
acid fortified foods, results in no UMFA in serum.3 Evidence 
suggests that consuming folic acid as part of a B vitamin 
complex enhances folic acid metabolism, reducing the 
prevalence of detectable UMFA.4 

What about folinic acid? Even though folinic acid is an 
activated form, it is not always 100% active. Folinic acid 
is actually made up of an active and an inactive isomer 
and if clinicians are prescribing only folinic acid in the form 
of calcium folinate, then potentially half of that may be 
inactive. If it’s the only form we are using, we would not 
reach the 400mcg of total daily folate recommended 
for preconception and pregnancy care advised by 
the (NHMRC).  

Theoretically, all forms of folate, including methylfolate 
may indeed increase blood folate levels providing 
a NTD protective role, however the research is still 
inconclusive which is why folic acid is a good choice during 
preconception and conception.5

Copper. Not an automatic prescription 
Recent Australian research suggests that pregnant women 
or those preparing for pregnancy should not need copper 
supplementation. The results clearly demonstrate that we 
already get enough, or more than enough, naturally 
through our drinking water. Supplementing copper 
without assessing serum levels could have negative 
implications for these patients.6  

Additionally, direct associations between excess serum 
copper and postpartum depression (PPD) are evident. 
Copper levels appear to be significantly higher in women 
with a history of PPD compared to both women who are  
not depressed and to depressed women without a history of 
PPD.7 

Although copper requirements are increased during 
pregnancy and lactation8, the analysis of over 200 first 
draw drinking water samples from different parts of 
NSW found that almost 100% and 56% of samples 
contained detectable concentrations of copper and lead, 
respectively. Of these detectable concentrations, copper 
exceeded Australian Drinking Water Guidelines (ADWG) in 
5% of samples and lead in 8%.6 

The same study concluded, “Given that copper is known 
to cause significant health detriments, products 
for use in contact with drinking water should 
be tested and manufactured free from copper.” This 
demonstrates that we are getting plenty of copper 
exposure, that deficiency is highly unlikely and that the 
only real reason to supplement copper would be in a 
confirmed state of deficiency. 
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