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Annotation: The article presents data on the incidence, etiology, pathogenesis and clinical 

manifestations of iron deficiency anemia( IDA), principles of diagnosis and treatment of the disease in 

children and adolescents. The article presents the most frequently used iron preparations for oral 

therapy, intramuscular and intravenous administration in Uzbekistan, their advantages and 

disadvantages, as well as the principles of monitoring the effectiveness of treatment. Various types of 

prevention are described: at the population level (fortification), in groups at risk of IDA development 

(complementing), primary and secondary prevention. Recommendations of the American Academy of 

Pediatrics on the prevention of IDA in the most vulnerable group of the population — infants and 

young children-are presented. 
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Iron deficiency anemia (IDA) is an acquired disease from the grou p of deficient anemia; it is 

accompanied by microcytic, hypochromic, normo regenerative anemia; it is clinically manifested by a 

combination of sideropenic and anemic syndromes. IDA includes the following nosological forms that 

have the corresponding codes for the International Statistical Classification of Diseases and Related 

Health Problems, 10th revision (ICD-10): IDA (D50), chronic posthemorrhagic anemia (D50. 0), 

anemia that complicates pregnancy, childbirth and the postpartum period (O99. 0). In childhood, IDA 

accounts for 90% of all anemia. It occurs in all countries of the world, but its prevalence depends on 

socio-economic conditions, income of the population, the nature of nutrition and other factors. Infants 

and young children, adolescents, women of childbearing age, pregnant and lactating women are at the 

greatest risk of developing IDA [1]. The prevalence of anemia in its diagnosis by low hemoglobin 

(Hb) concentration in various age groups in developed and developing countries is presented. 

According to WHO experts, if IDA is detected in more than 40% of the population, the problem ceases 

to be medical and requires a decision at the state level [1]. Etiology of IDA The main cause of iron 

deficiency in the human body, according to WHO experts, is improper (inadequate) nutrition. Much 

less often, IDA develops as a result of helminthic infestations or as a result of chronic post-

hemorrhagic anemia. The main causes of IDA development in children and adolescents are: iron 

deficiency at birth (fetoplacental transfusion); alimentaryiron deficiency due to inadequate nutrition; 

increased body needs for iron (pid growth of a child aged 1-3 and 14-16 years, professional sports, 

pregnancy); loss of iron and body weight higher than normal (bleeding of various etiologies, including 

heavy menstrual blood loss, postpartum anemia). Alimentary-dependent factors in the development of 

iron deficiency in children are [2]: insufficientiron intake with food (excluding breastfeeding at the age 

of 4 months, late introduction of complementary foods, unbalanced nutrition, vegetarianism); reduced 

iron absorption; increased iron loss. The causes of chronic post-hemorrhagic anemia in men can be 

various diseases of the gastrointestinal tract — gastrointestinal tract (ulcerative bleeding, colon polyps, 

ulcerative colitis, intestinal angiomatosis, Meckel diverticula, hemorrhoid bleeding, stomach and 

intestinal tumors); in women, in the structure of the causes of chronic post-hemorrhagic anemia, 
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uterine bleeding is in the first place. and diseases of the gastrointestinal tract occupy the second place. 

Pathogenesis of IDA is a group of anemic conditions of various etiologies, the main pathogenetic is 

ropenia). As a result of iron deficiency in the body, Hb synthesis is disrupted and its content in red 

blood cells decreases. The number of red blood cells may also decrease slightly. Since the red blood 

cell count and Hb content decrease unevenly, red blood cell hypochromia develops, which reflects a 

reduced color index (CP). Violation of Hb formation leads to a decrease in red blood cell indices — 

the average volume of the red blood cell (MCV) and the content of Hb in the red blood cell (MCH). 

Anisocytosis becomes pronounced (due to the predominance of small red blood cells). In the bone 

marrow, erythroid hyperplasia is detected with a predominance of polychromatophilic or oxyphilic 

normoblasts. The number of erythroid cells containing hemosiderin decreases sharply. Depletion of 

iron reserves leads to a disorder of redox reactions in tissues, which causes damage to the skin, mucous 

membranes, gastrointestinal tract dysfunction, and a decrease in the activity of many iron-containing 

enzymes. Clinical manifestations The development of IDA is preceded by latent iron deficiency, which 

does not have an independent ICD-10 code, but is characterized by the presence of sideropenic 

syndrome. The clinical manifestations of IDA are a combination of two syndromes-sideropenic 

According to the degree of absorption and safety profile of oral iron divalent drugs, iron gluconate 

preparations are optimal. Properties and advantages of iron preparations based on the hydroxide-

polymaltose complex of trivalent iron: high efficiency; high safety, no risk of overdose, intoxication 

and poisoning; no darkening gums and teeth; pleasant taste; excellenttolerance (high compliance); 

excellent interaction with other medicines and food;no antioxidant properties. If there is a latent iron 

deficiency, half-dose oral iron supplements and fortifying supplements may be prescribed. Parenteral 

(intravenous and intramuscular) iron preparations are indicated in cases where oral medications cannot 

be used or they are ineffective. Parenteral iron preparations in the treatment of IDA are indicated for: 

severe IDA (currently quite rare — about 3% of cases); intolerance to oral iron preparations; resistance 

to treatment with oraliron preparations; presence of gastrointestinal ulceror duodena ulcer or 

gastrointestinal surgery, even in the anamnesis; anemia, diseases associated with chronic bowel 

diseases (ulcerative colitis, Crohn's disease); chronic kidney disease for the treatment and prevention 

of anemia during predialysis and dialysis periods; auto-donation before surgery; presence of 

contraindications to роred blood mass transfusions, including those based on religious beliefs (for 

example, Jehovah's Witnesses); the need and rapid saturation of the body with iron. Some modern iron 

preparations for parenteral administration are given in Table. 6. Intramuscular or intravenous iron 

injections are usually given 2-3 times a week. When using parenteral iron supplements, it is not 

recommended to exceed the total iron deficiency. Number of ampoules to be administered = Total Iron 

deficiency 100 mg Adverse events when using parenteral iron preparations, Both methods of 

administration (intravenous and intramuscular) can cause various adverse events — local (redness, 

burning, itching) and general (allergic, anaphylactoid). The latter are typical for parenteral iron 

preparations containing dextran. This requires monitoring the patient, applying a test dose before 

starting treatment, and accurately calculating the amount of iron that should be administered to avoid 

the damaging effect of its increased concentration in the circulation. It is necessary to keep in mind the 

possibility of adverse events due to the patient's hypersensitivity to iron preparations administered 

even in very low doses. In order for parenteral iron therapy to be effective and safe for the patient, the 

following treatment principles must be strictly followed: the use of modern parenteral iron 

preparations with lower toxicity, without life-threatening anaphylactoid reactions; determination of the 

totaliron deficiency in the patient's body according to the formula indicated above; discontinuation of 

therapy after replenishment of the patient's body. general iron deficiency in order to avoid dangerous 

over-saturation of the body with iron. For the same reasons, it is advisable to conduct parenteral iron 

therapy under the control of transferrin saturation with iron; compliance with the technique of intra 

muscular injection and intravenous infusion of iron preparations; mandatorycompliance with the 

instructions for use of parenteral iron preparations, if a trial dose is provided before starting treatment; 

treatment isrecommended to be carried out in the safe dose range, since adverse events of parenteral 

iron preparations are dose-dependent. Red blood cell mass transfusion In IDA, as a rule, there are no 

indications for red blood cell mass transfusion. Even severe cases of IDA can be successfully treated 
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with oral, intramuscular, or intravenous iron supplements. The risk of using red blood cell mass 

transfusions in the treatment of IDA clearly exceeds the benefit from them. Complications of treatment 

The use of iron salts may be accompanied by complications in the form of gastrointestinal toxicity 

with the development of symptoms such as epigastric pain, constipation, diarrhea, nausea, vomiting. 

This leads to low compliance of IDA treatment with saline iron preparations — 30-35% of patients 

who started treatment refuse to continue it. Possible overdose and even poisoning with saline iron 

preparations due to passive uncontrolled absorption. Modern iron preparations based on the hydroxide-

polymaltose complex of trivalent iron (Maltofer, Ferrum Lek) do not cause such complications and are 

well tolerated. Monitoring the effectiveness of treatment of the disease the effectiveness of IDA 

treatment depends on the proper nutrition of the patient, the dose of iron preparations, the duration and 

implementation of the entire course of treatment, and the elimination of the source of blood loss in the 

case of chronic post-hemorrhagic anemia. Monitoring of the response to treatment with iron 

preparations can be performed by: reticulocyticо reaction: an increase (by 1-2% or 10-20 % compared 

to the initial one) in the number of reticulocytes on days 7-10 from the start of treatment indicates the 

correct diagnosis of IDA and early effectiveness of treatment with iron preparations; fixed response 

criteria, for example, once developed (The US Centers for Disease Control (CDC for Disease Control), 

according to which by the end of the 4th week of IDA treatment with iron preparations, the 

concentration of Hb should increase by 10 g/l, and Ht — by 3% compared to their initial values [14]. 

The cure for IDA is considered to be the elimination of tissue sideropenia and the restoration of iron 

reserves, and not just the achievement of normal Hb concentrations. This should be proved by 

normalizing the concentration of serum ferritin [15] (if possible). If this option is not available, it is 

necessary to follow the standard terms of treatment for IDA, depending on the severity of anemia 

(from 3 to 6 months). Prognosis of the disease The prognosis of the disease is favorable: cure occurs in 

the vast majority of cases. So-called" relapses " of the disease are possible: with the use of low doses 

of iron preparations; ineffectiveness of oraliron preparations, which is rare; reductionand duration of 

treatment of patients; treatment of chronic post-hemorrhagic anemia with an undetected or non-

eliminated source of blood loss. Very rarely, a cure with the help of standard therapy with iron 

preparations can not be achieved. American scientists have found that the poor response to iron 

therapy in IDA is due to the presence of a mutation in the TMPRSS6 gene, which leads to excessive 

production of hepcidin, which blocks the absorption of iron in the intestine and prevents its release 

from macrophages [16]. That is why anemia in such patients does not respond to treatment with either 

oral or intravenous iron preparations. Dispensary monitoring of IDA patients Dispensary monitoring of 

children and adolescents with IDA is carried out within one year from the moment of diagnosis. The 

patient's state of health and general condition are monitored. Before removing the patient from 

dispensary observation, a clinical blood test is performed, all indicators of which should be within the 

normal range. Vaccination Preventive vaccinations in children with IDA are not contraindicated, do 

not require normalization of Hb, and should be carried out within the usual time frame. Rehabilitation 

measures Medical, physical and psychological rehabilitation of patients after recovery from IDA is not 

required. Prevention measures If the prevalence of IDA in a country or region exceeds 40%, WHO 

experts recommend fortification, which involves fortifying the most commonly consumed foods with 

iron. Usually, bread or pasta is chosen as such products. It is important that the proportion of the 

population using this product is at least 65-95%. Fortification is difficult due to the lack of an ideal 

food product that would combine well with iron, as well as problems with its absorption. The 

efficiency of fortification is about 50% among the population covered. Prevention of IDA in 

populations at risk for anemia is considered more effective. This type of prevention is called 

saplimentation and involves the addition of substances (iron, iodine, etc.) from the outside [17]. The 

most significant example of complimentation is the use of iron preparations in pregnant women for the 

prevention of IDA. According to WHO recommendations, the iron preparation at a dose of 60 mg / kg 

per day is used in the second and third trimesters of pregnancy and during 3 months of lactation. US 

national guidelines provide for the use of iron preparation at a dose of 30 mg / kg per day during the 

entire period of pregnancy. Even with 50%, 80%, and 95% of pregnant women receiving 

supplementation, only 67% of women receive an effective dose of iron. Unfortunately, such 
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recommendations have not been developed in our country. Primary prevention of iron deficiency The 

problem of iron deficiency is primarily a problem of nutrition, so primary prevention of IDA is an 

adequate, balanced diet of a person at any age. The daily requirement of an adult for iron is about 1-2 

mg, a child-0.5-1.2 mg. The usual diet provides from 5 to 15 mg of elemental iron per day. In the 

gastrointestinal tract (duodenum and upper jejunum), only 10-15% of the iron contained in food is 

absorbed. The main food source of iron is animal products containing heme iron. The greatest amount 

of iron is found in beef, lamb, liver; to a lesser extent — in fish, chicken meat, cottage cheese. The 

important thing is not how much iron is contained in the product, but what is its bioavailability. 

Compared to animal products, non-heme iron contained in plant foods (vegetables, fruits, cereals) has 

a reduced bioavailability, which means its lower absorption. In addition, certain conditions are 

necessary for the absorption of iron: vitamin C increases the absorption of iron, and substances such as 

tannic acid, which is part of tea, or phytates found in some products, can significantly inhibit the 

absorption of iron. In IDA, iron absorption in the duodenum increases dramatically, which is 

associated with suppression of hepcidin synthesis. Currently, most countries around the world have 

adopted appropriate recommendations for the prevention of iron deficiency. They mainly concern 

young children, pregnant and lactating women, as well as women of reproductive age American 

Academy In 2010, the American Academy of Pediatricsrevised its recommendations for the prevention 

of IDA in infants and young children (1-3 years of age). The main provisions of these 

recommendations are as follows [18]: full-term healthy children have sufficient iron reserves in the 

first 4 months lives. Due to the low iron content in breast milk, children who are breastfed are shown 

to be additionally prescribed iron (1 mg of iron per 1 kg of body weight per day), starting from 4 

months of age and before the introduction of complementary foods (for example, porridge enriched 

with iron); full-term children who are on mixed feeding (breast milk makes up more than half of the 

diet), should receive an additional 1 mg of iron per 1 kg of body weight per day, starting from the age 

of 4 months and up to complementary feeding; children who are on artificial feeding and receive iron-

rich milk formulas receive a sufficient amount of iron from milk formulas or complementary foods. 

Whole cow's milk should not be given to children under 12 months of age; children aged 6-12 months 

should receive 11 mg of iron per day. As complementary foods, red meat and vegetables with a high 

iron content should be prescribed. In case of insufficient intake of iron with formula or complementary 

foods, iron should be additionally prescribed in the form of drops or syrup; children aged 1-3 years 

should receive 7 mg of jellyper day, preferably in the form of food containing sufficient amounts of 

red meat, vegetables with a high iron content and fruits with a high content of vitamin C, which 

increases the iron absorption. Additional supplementation of liquid forms of iron supplements or 

multivitamins is also possible; all infants born prematurely should receive at least 2 mg of iron per 1 

kg of body weight per day up to 12 months of age, which corresponds to the iron content of fortified 

infant formulas. Infants born prematurely should be breastfed with 2 mg of iron per 1 kg of body 

weight per day, starting from the 1st month of life and until the transition to artificial feeding with 

iron-enriched milk formulas, or until the introduction of complementary foods that provide 2 mg of 

iron per 1 kg of body weight per day. In case of detection of risk factors for IDA in young children, it 

is recommended to conduct selective screening at any time [18]. Children aged 2-5 years who do not 

have risk factors are screened for IDA annually. Among school-age children and adolescent boys, 

children with a history of IDA or special needs due to health conditions or low dietary iron intake 

should be screened for anemia. Starting in adolescence, screening for anemia is performed in all 

nonpregnant women every 5-10 years throughout childbearing age. Women with risk factors for IDA 

(heavy blood loss during menstruation or otherwise, insufficient iron intake, and a previous diagnosis 

of IDA) should be screened annually. Taking iron supplements for preventive purposes is intended for 

people from risk groups who do not have the opportunity to receive iron-rich foods. It should be 

remembered that iron from fortified foods is included in erythropoiesis to a lesser extent than when 

prescribing iron preparations. Unfortunately, Russian scientists have not yet formulated such 

scientifically based recommendations for the prevention of iron deficiency in various population 

groups. The development of national recommendations for the prevention and treatment of iron 
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deficiency conditions and their approval at the state level will solve a complex medical and social 

problem.  

Literature. 

1. Iron deficiency anemia: assessment, prevention and control. A guide for programme managers. — 

Geneva: World Health Organization, 2001 (document WHO/NHD/01.3).  

2. Horse I. Ya.,Kurkova V. I. The role of alimentary factor in the development of iron deficiency 

anemia in young children. In: Iron deficiency and iron deficiency anemia / ed. by N. S.Kislyak et 

al., Moscow: Slavianskii dialog, 2001, pp. 87-98.  

3. Rumyantsev A. G., Korovina N. A., Chernov V. M. et al. Diagnosis and treatment of iron 

deficiency anemia in children. Methodical manual for doctors, Moscow, 2004, 45 p.  

4. Finogenova N. A., Chernov V. M., Morshchakova E. F. et al. Anemia in children: diagnosis, 

differential diagnosis, treatment. Manual for pediatricians and hematologists, Moscow: MAKS 

Press, 2004, 216 p.  

5. Krasilnikova M. V. Iron deficiency states in adolescents: frequency characteristics, structure and 

secondary prevention. АвторефAuthor's abstract. dis. ... Candidate of Medical Sciences, Moscow, 

2006, 24 p.  

6. Lozoff B., Jimenez E., Hagen J. et al. Poorer behavioral and developmental outcome more than 10 

years after treatment for iron deficiency in infancy // Pediatrics. — 2000; 105: E51 

7. Khodzhaeva D. I. Changes in the Vertebral Column and Thoracic Spinecells after Postponement of 

Mastoectomy //International Journal of Innovative Analyses and Emerging Technology. – 2021. – 

Т. 1. – №. 4. – С. 109-113. 

8. Ilkhomovna K. D. Modern Look of Facial Skin Cancer //Барқарорлик ва Етакчи Тадқиқотлар 

онлайн илмий журнали. – 2021. – Т. 1. – №. 1. – С. 85-89. 

9. Ilkhomovna K. D. Morphological Features of Tumor in Different Treatment Options for Patients 

with Locally Advanced Breast Cancer //International Journal of Innovative Analyses and Emerging 

Technology. – 2021. – Т. 1. – №. 2. – С. 4-5. 

10. Khodjayeva D. I. MORPHOLOGY OF IDIOPATHIC SCOLIOSIS BASED ON SEGMENT BY 

SEGMENT ASSESSMENT OF SPINAL COLUMN DEFORMITY //Scientific progress. – 2022. – 

Т. 3. – №. 1. – С. 208-215. 

11. Ходжаева Д. И. СОВРЕМЕННЫЕ ВОЗМОЖНОСТИ УЛЬТРАЗВУКОВОЙ 

ДИАГНОСТИКИ ПРИ РАКЕ КОЖИ ЛИЦА //Жизнеобеспечение при критических 

состояниях. – 2019. – С. 111-112. 

12. Aslonov S. G. et al. Modern Approaches to Oropharyngeal Cancer Therapy //International Journal 

of Discoveries and Innovations in Applied Sciences. – 2021. – Т. 1. – №. 3. – С. 38-39. 

13. Khodjaeva D. I. MAGNETIC-RESONANCE IMAGING IN THE DIAGNOSIS OF BREAST 

CANCER AND ITS METASTASIS TO THE SPINAL COLUMN //Scientific progress. – 2021. – 

Т. 2. – №. 6. – С. 540-547. 

14. Ilkhomovna K. D. MANIFESTATIONS OF POST-MASTECTOMY SYNDROME, 

PATHOLOGY OF THE BRACHIAL NEUROVASCULAR BUNDLE IN CLINICAL 

MANIFESTATIONS //Innovative Society: Problems, Analysis and Development Prospects. – 

2022. – С. 225-229. 

15. Sultonova N. A. Treatment of hypercoagulable conditions in women with misscarriage in early 

gestation //Asian Journal of Multidimensional Research (AJMR). – 2020. – Т. 9. – №. 12. – С. 13 



Modern Journal of Social Sciences and Humanities 

 

 

728 

16. Султонова Н. А. ИНДИВИДУАЛЬНЫЙ ПОДХОД К ПРОГНОЗИРОВАНИИЮ 

САМОПРОИЗВОЛЬНЫХ ВЫКИДЫШЕЙ У ЖЕНЩИН ДО 24 НЕДЕЛЬ ГЕСТАЦИИ 

//Современные вызовы для медицинского образования и их решения. – 2021. – Т. 406. 

17. Султонова Н. А. ПРОГНОСТИЧЕСКИЕ КРИТЕРИИ САМОПРОИЗВОЛЬНЫХ 

ВЫКИДЫШЕЙ В СТРУКТУРЕ ПРЕВЫЧНОГО НЕВЫНАШИВАНИЯ НА РАННИХ 

СРОКАХ БЕРЕМЕННОСТИ НА ФОНЕ ПАНДЕМИИ COVID-19 //ЎЗБЕКИСТОН 

РЕСПУБЛИКАСИ СОҒЛИҚНИ САҚЛАШ ВАЗИРЛИГИ ТОШКЕНТ ТИББИЁТ 

АКАДЕМИЯСИ. – С. 60. 

18. Султонова Н. А., Негматуллаева М. Н. Значимость Применения Витамина И Минеральной 

Комплексной Терапии В Профилактике Невынашивания Беременности //CENTRAL ASIAN 

JOURNAL OF MEDICAL AND NATURAL SCIENCES. – 2021. – С. 388-392 

19. Kurbanovna S. I. Functioning of the Immune System in Children, After Surgical Correction of 

Congenital Heart Defects //European Journal of Life Safety and Stability (2660-9630). – 2021. – Т. 

12. – С. 439-446. 

20. Харибова Е. А., Тешаев Ш. Ж. Морфофункциональные особенности тканевой организации 

энтероэндокринных клеток в возрастном аспекте //Проблемы биологии и медицины. – 2020. 

– №. 2. – С. 168-173. 

21. Харибова Е. А. Особенности морфологии нейрональных ансамблей в тройничном узле 

человека //Морфология. – 2011. – Т. 140. – №. 5. – С. 123-124. 

22. Махмудов З. А., Нечай В. В., Харибова Е. А. Железисто-лимфоидные взаимоотношения в 

стенке илеоцекального перехода на разных этапах постнатального онтогенеза //Морфология. 

– 2008. – Т. 133. – №. 2. – С. 85. 

23. Адизова Д. Р., Адизова С. Р., Иброхимова Д. Б. Место депрессивных расстройств у 

пациенток с хронической сердечной недостаточностью //Биология и интегративная 

медицина. – 2021. – №. 4 (51). – С. 79-90. 

24. Адизова Д. Р., Джураева Н. О., Халилова Ф. А. ROLE OF DEPRESSION AS A RISK 

FACTOR IN THE COURSE OF CHRONIC HEART FAILURE //Новый день в медицине. – 

2019. – №. 4. – С. 15-18. 

25. Adizova D. R. et al. Rational approach to standard therapy //Central Asian Journal of Pediatrics. – 

2019. – Т. 2. – №. 2. – С. 49-53. 

26. Адизова Д. Р., Иброхимова Д. Б., Адизова С. Р. Приверженность лечению при хронической 

сердечной недостаточности //Биология и интегративная медицина. – 2020. – №. 6 (46). – С. 

112-122. 

27. Шарипова Л. Х. Орзиева М. С. Состояние функции внешнего дыхания и сердечно-

сосудистой системы у здоровых и у детей с нарушениями зрения //Биология и 

интегративная медицина. – 2018. – №. 5. – С. 23-31. 

28. Шарипова Л. Х. Орзиева М. С. Частота и клинические формы проявления зрительной 

патологии у детей Бухарской области //Биология и интегративная медицина. – 2018. – №. 3. 

– С. 91-102. 

29. Шарипова Л. Х. Орзиева М. С. Отношение родителей на наличие нарушения зрения у детей 

//Биология и интегративная медицина. – 2018. – №. 5. – С. 16-22. 

30. Rakhmatovna T. D. Enterobiosis in Children Current Diagnostic Problems //European 

Multidisciplinary Journal of Modern Science. – 2022. – Т. 7. – С. 89-95. 

31. Rakhmatovna T. D. HELICOBACTER PYLORI IN CHILDREN WITH GASTRIC DYSPEPSIA 

SYNDROME //BARQARORLIK VA YETAKCHI TADQIQOTLAR ONLAYN ILMIY 

JURNALI. – 2022. – Т. 2. – №. 3. – С. 155-159. 



Modern Journal of Social Sciences and Humanities 

 

 

729 

32. Rakhmatovna T. D. Enterobiosis in Children Current Diagnostic Problems //European 

Multidisciplinary Journal of Modern Science. – 2022. – Т. 7. – С. 89-95. 

33. Ibragimovna K. O. Competence of Quantitative Indicators of the Leading Clinical Signs of 

Cholestasis in Differentiation of its Grades //Indonesian Journal of Innovation Studies. – 2022. – Т. 

18. 

34. Адизова Д. Р. ОЦЕНКА ЭФФЕКТИВНОСТИ ИНГИБИТОРА АНГИОТЕНЗИН-

ПРЕВРАЩАЮЩЕГО ФЕРМЕНТА ЭНАЛАПРИЛА У БОЛЬНЫХ С АРТЕРИАЛЬНОЙ 

ГИПЕРТЕНЗИЕЙ НА УРОВНЕ ПЕРВИЧНОГО ЗВЕНА ЗДРАВООХРАНЕНИЯ //Врач-

аспирант. – 2007. – Т. 21. – №. 6. – С. 462-464. 


