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Introduction
The World Health Organization defines anemia in pregnancy (AP) 

as Hb <11 g/dl during the first trimester [1,2]. Given that hemoglobin 
concentration drops during second trimester due to hemodilution, 
WHO defines anemia in the second trimester as Hb <10.5 g/dl [2]. AP 
is a common condition worldwide, its prevalence, according to WHO 
definition, being reported in Africa to be between 30% and 65% [3-5]. 
This definition is not being used by all authors. Owing to the fact that no 
study found significant maternal nor fetal risk when maternal Hb was ≥ 
10 g/dl [6], AP is defined as Hb concentration <10 g/dl in our setting, 
as already defined by some authors [7,8]. When untreated, anemia 
is associated with increased risk of intra uterine growth restriction 
(IUGR), intra uterine fetal death (IUFD), pre eclampsia, preterm 
delivery, stillbirth and low birth weight [4,9,10]. A complication of 
anemia depends on its severity. Maternal and fetal adverse effects are 
usually observed when Hb concentration is chronically <9g/dl [4,10]. 
It is estimated that 6.37% of maternal deaths in Africa are anemia 
attributable maternal mortalities whether from direct or indirect 
causes [11]. 

There are many causes of anemia in pregnancy. These causes can 
be hemorrhagic, hemolytic, aplastic, resulting from chronic diseases, 
nutritional or physiologic [12,13]. Nutritional causes include iron, folic 
acid and Vitamin B12 deficiency. Iron deficiency anemia is the most 
encountered worldwide [1,13]. Hemodilution, a physiologic cause of 
anemia, may be quite marked in some women, especially in second 
trimester. Iron supplementation during pregnancy has been shown to 
be associated with a significant increase in birth weight [14].

Many studies have evaluated pregnancy outcomes in anemic 
women, but no study has been carried out in Cameroon to evaluate 
the outcomes of mother and fetus especially when anemia was (being) 
corrected during pregnancy. The aim of this study was to evaluate 
pregnancy outcomes in anemic women according to its degree of 
correction (Hb concentration at 36weeks).

Material and Methods
This matched cohort study was conducted in the maternity ward 

of the Yaoundé University Teaching Hospital, Cameroon, during a 
two-year period from March 1st, 2011 to February 28th, 2013. During 
this period, each woman with a singleton and Hb concentration at the 
first visit (booking) <10 g/dl was recruited. For each anemic woman, 
a non anemic woman of the same parity with a singleton and Hb 
concentration ≥ 11 g/dl who was received at booking immediately after 
the case was recruited and both were followed up till delivery. When a 
non anemic woman was lost during follow up, she was replaced by the 
one who followed her at booking on the consultation list. Hb ≥11g/dl 
cutoff point was used for non anemic women because all authors agree 
that these women with Hb ≥11g/dl are not anemic.  All women had 
normal (routine) follow up. 

Women with gestational diabetes were excluded, as well as women 
lost during follow up. Between 24 to 28 weeks gestation a fasting blood 
sugar of >0.92 g/l or values of blood sugar of >1.8 g/l or >1.53 g/l one 
or two hours respectively after oral ingestion of 75 g of glucose were 
suggestive of gestational diabetes. Eight women with severe anemia 
(Hb concentration <6 g/dl) received blood transfusions until new Hb 
concentration values got between 6 and 7 g/dl. Thereafter, they were 
prescribed as other anemic women, 100 mg of iron supplementation 
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Results: Hb still less than 9 g/dl at 36 weeks gestation was associated with an increased risk of low BW (RR 7, 
95%CI 1.6-30.4), pre-eclampsia (RR 3.3, 95%CI 0.9-11.9) and preterm deliveries (RR 3, 95% CI 0.6-14.6). Mean BW 
observed among initially anemic women with Hb ≥ 10 g/dl at 36 weeks gestation was higher than that found among 
women of the non anemic group (P<0.0001).

Conclusion: Hb still less than 9 g/dl at 36 weeks gestation was associated with increased risk of low BW while 
anemia corrected with iron and folic acid before term was associated with a significant increase in BW.
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concentration <10 g/dl) with singleton pregnancies out of 4150 
women, giving an incidence of 5.66%. Seven women with gestational 
diabetes were excluded and 16 women were lost during follow-up. 
The remaining 212 women were followed up till delivery. The same 
numbers of non- anemic pregnant women (Hb concentration ≥11 g/dl) 
were also followed up. Each non anemic pregnant woman recruited was 
received at booking immediately after the anemic pregnant woman. 
Data are shown in Table 1.

At booking, eight women had severe anemia (Hb concentration < 
6 g/dl), 11 had moderate anemia (Hb concentration: 6 to < 8 g/dl), and 
193 mild anemia (Hb concentration: 8 to < 10 g/dl). Three women with 
Hb at booking between 3.4 and 6 g/dl whose Hb concentration <8 g/
dl at 36 weeks received blood transfusions until new Hb value was ≥ 
10 g/dl.

Complications observed during pregnancy were LBW (<2500 g at 
delivery), premature delivery (<37 weeks) and pre-eclampsia (blood 
pressure ≥140/90 mm Hg associated with proteinuria ≥ 300 mg/24h) 
(Table 2). 

Fourteen cases of LBW (6.4%) were also observed in the anemic 
group (mean Hb concentration 8.9 ± 1.9) as against two (0.9%) among 
the non anemic group (mean Hb concentration 11.7 ± 0.6) (RR 7, 
95%CI 1.6-30.4, P=0.003). 

Ten cases of pre eclampsia (4.7%) were observed in the anemic 
group (mean Hb concentration 8.5 ± 0.8) and three (1.4%) in the non-
anemic group (mean Hb concentration 11.7 ± 0.6) (RR 3.3, 95%CI 0.9-
11.9). 

Premature deliveries were observed amongst six (2.8%) anemic 
pregnant women (mean Hb concentration 8.7 ± 0.9), and only two 
(0.9%) among the non anemic group (mean Hb concentration 11.7 ± 
0.6) (RR 3, 95%CI 0.6-14.6, P=0.28). 

Among women who were anemic at booking, mean Hb 
concentration at 36 weeks gestation was 8.7 ± 0.9 for those who 
delivered before 37 complete weeks, as against 10.8 ± 1.2 for those who 
delivered at 37 weeks gestation or above (P<0.0001). 

and 1 mg of folic acid daily, while non anemic women were prescribed 
50 mg of iron supplementation and 0.5 mg of folic acid daily. Women 
with severe anemia were not excluded because we wanted to observe 
the severity of anemia on pregnancy outcomes. Two women received 
parenteral iron because of intolerance to oral iron therapy. Hb 
concentration was controlled again at 36 weeks gestation. 

Variables recorded included maternal age at delivery, parity 
(deliveries at ≥ 28 completed weeks gestation), gestational age at 
booking (confirmed by an ultrasound scan performed before 20 weeks 
gestation), Hb concentration at booking and at 36 weeks gestation, 
complications observed during pregnancy, gestational age at delivery, 
mode of delivery, birth weight, fetal sex and placental weight. Hb 
concentration was checked during labor at 35 weeks in four women 
who had preterm deliveries. Five ml of venous blood was collected and 
Hb concentration was measured on automated cell counter (Huma 
Count 30TS). Before measuring placental weight, membranes were 
removed, the cord sectioned at the placental insertion site and fetal 
blood evacuated from the placenta. 

Sample size was calculated using the following formula: N = 
2 ×(1/1-f)×(Zα+Zβ / P0-P1)

2 ×P×(1-P) where f was the assumed 
percentage of women that might be lost during follow-up (10%), Zα 
=1.65, Zβ =1.28, P0 the assumed prevalence of low birth weight (LBW) 
(<2500 g at birth)  in anemic women (10%), P1 the assumed prevalence 
of LBW among non anemic women (2%) and P is (P0+P1)/2. According 
to this formula, at least 169 women were needed in each group. This 
study received approval from the institutional ethics committee. An 
informed consent form was obtained from each woman. Data were 
analyzed using SPSS 18.0. Data of anemic pregnant women were 
compared to those of non anemic pregnant women. Fisher’s exact 
test was used to compare categorical variables and t-test to compare 
continuous variables. We used relative risks with their 95% confidence 
intervals (CIs) to present the comparison between the two groups. 
P<0.05 was considered statistically significant.

Results
During the study period, we received 235 anemic women (Hb 

Variables Anemic pregnant women
(range)

Non anemic pregnant women 
(range) RR 95% Confidence 

Interval P value

Baseline characteristics
Number of women 212 212

Gestational age at booking (weeks) 19.5 ± 7.3 (6-34) 17.8 ± 4.9 (6-29) 0.0051
Hb at booking (g/dl) 8.9 ± 1.1 (3.4-9.9) 11.7 ± 0.6 (11-14.1) <0.0001
Maternal age (years) 27.9 ± 5.2 (17-45) 28.3 ± 5.2 (17-41) 0.46

Parity 0-5 (mean 1.4) 0-5 (mean 1.4) 1
Outcomes

Hb at 36 weeks gestation (g/dl) 10.8 ±1.2 (4.7-13.3) 11.9 ± 0.6 (11-13.5) <0.0001
Gestational age at delivery (weeks) 39.9 ± 1.6 (35-43) 39.6 ± 1.3 (36-42) 0.07

Cesarean section 12 (5.6%) 16 (7.5%) 0.06

Instrumental delivery (non CS) 12/198 (6.0%) 5/187 (2.7%) 2.2 0.8-6.1 0.09
Episiotomy 33/198 (16.7%) 17/187 (9%) 1.8 1.0-3.1 0.03

Birth weight (g) 3328 ± 496.7 
 (1877-4500) 3243.5 ± 328.2 (2327-4150) 0.039

Male babies 101/212 (47.6%) 99/212  (46.7%) 0.88

Placental weight (g) 499.7 ± 101.4 
(225-820)

408.5 ± 45.2 
(301-520) <0.0001

Maternal Death 0 0

RR: Relative risk, CS: Cesarean section

Table 1: Distribution of variables among both groups.
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Vaginal deliveries occurred in 198 anemic women (93.4%) 
as against 186 (87.7%) in non anemic women. The indications for 
emergency cesarean section in the anemic group were cephalopelvic 
disproportion (CPD) (6 cases), acute fetal distress (AFD) (4 cases), 
severe pre eclampsia and placenta praevia (one case each). The 
indications for emergency CS in the non anemic group were CPD (7 
cases), AFD (5 cases), placenta praevia (3 cases) and placenta abruptio 
(one case). The indications for elective CS were scarred uterus in the 
anemic group (2 cases), while in the non anemic group, the indications 
were scarred uterus (7 cases) and praevia myoma (2 cases). 

Main indications for episiotomy were imminent perineal tears 
and instrumental delivery while those for instrumental deliveries were 
mainly prolonged second stage of labor and poor maternal compliance 
when pushing.

Birth weight distribution among both groups is shown in Table 3. 
In relation to fetal sex, mean birth weight for boys was 3427.6 ± 533.1 
g among initially anemic pregnant women (n=101) as against 3304.6 
± 359 g among non anemic pregnant women (n=99) (P=0.006), while 
mean birth weight for girls was 3237.1 ± 444.2 g among initially anemic 
pregnant women (n=111) as compared to 3189.6 ± 289.5 g among non-
anemic pregnant women (n=113) (P=0.013). 

Among women who were anemic at booking, mean birth weight 
of babies delivered by women (n=18) whose 36 weeks Hb <9 g/dl 
was 2742.1 ± 585 g as against 3439.6 ± 439.9 g for babies delivered by 
women (n=170) whose 36 weeks Hb ≥10 g/dl (P<0.0001). Mean birth 
weight of babies delivered by women (n=18) whose 36 weeks Hb <9 g/
dl was lower than that of babies delivered by women of the non anemic 
group (Hb ≥11 g/dl) (2742.1 ± 585.1 g vs 3243.5 ± 328.2 g, P=0.002). 

Mean birth weight of babies delivered by initially anemic women 
(n=170) whose 36 weeks Hb ≥10 g/dl was higher (3439.6 ± 439.9 g) than 
that of babies delivered by women of the non anemic group (3243.5 ± 
328.2 g) (P<0.0001). 

Placental weights varied between 225 and 820 g with a mean of 
499.7 ± 101.4 g among anemic pregnant women as against a range of 
301 to 520 g with a mean of 408.5 ± 45.2 g among non anemic pregnant 
women (P<0.0001). No maternal death was observed during the study 
period. 

Discussion
Hb concentration <10 g/dl was observed in 5.66% of our anemic 

pregnant women. This rate is a bit lower than that of 8.6% reported by 
some authors [7]. 

Mean gestational age at delivery was similar amongst anemic 
and non anemic pregnant women (P=0.07), but anemic pregnant 
women were more at risk for premature deliveries (RR 3, 95%CI 
0.6-14.6), though the difference was not statistically significant. This 
might be explained by the fact that anemia with resulting hypoxia can 
induce maternal and fetal stress. This stress stimulates the synthesis 
of corticotropin-releasing hormone and of cortisol, which are major 
risk factors for preterm labor, pregnancy-induced hypertension and 
eclampsia, and premature rupture of the membranes. Cortisol may 
inhibit longitudinal growth of the fetus [15]. These finding have been 
made by other authors [7,10,16]. Our rate of premature deliveries 
among anemic pregnant women (2.8%) is lower than that of 4.1% 
reported by others [10].

Mean term Hb concentration was significantly lower in the anemic 
group than in the non anemic group despite high doses of iron and 
folic acid therapy (P<0.0001). During pregnancy, there is physiologic 
hemodilution that may limit the rapid correction of anemia. Moreover, 
the digestive symptoms observed during the first trimester, or during the 
first half of pregnancy in some women, may exaggerate the intolerance 
of oral iron therapy, when the woman is treated with high doses of 
iron [17]. This means that in order to reduce the prevalence of anemia 
during pregnancy, anemia should be corrected before conception. 

In our series, the complications observed were LBW, pre-
eclampsia and preterm birth, although the only statistically significant 
complication was LBW. The explanations have already been given 
above. Cesarean section (CS) rate among anemic pregnant women 
(6.6%) was lower than the 11.8% found in the non anemic group. 
This is due to the fact that CSs in the non anemic group were usually 
elective for various indications. Although CSs were frequently done 
among non anemic pregnant women, there was no statistical significant 
difference between both groups regarding emergency CSs (P=0.55) or 
elective CSs (P=0.06). Leading indications for CSs in both groups were 
cephalopelvic disproportion and scarred uterus. High CS rate among 
anemic pregnant women has been reported [6].

Episiotomies and instrumental deliveries were more carried out 
in the anemic group (RR 1.8, 95% CI 1.0-3.1 and RR 2.2, 95% CI 
0.8-6.1 respectively). This might be explained by the increased mean 
birth weight observed in this group (P=0.039). The increased rates of 

Complications N (%) Anemic pregnant women (n=212) Non anemic pregnant women (n=212)   RR 95%CI P
Maternal Pre-eclampsia 10 (4.7) 3 (1.4) 3.3 0.9-11.9 0.04

Fetal
Prematurity 6 (2.8) 2 (0.9) 3 0.6-14.6 0.28

Low birth weight 14 (6.6) 2 (0.9) 7 1.6-30.4 0.003
Total 30 (14.1) 7 (3.3) 4.2 1.9-9.5 <0.0001

RR: Relative risk

Table 2: Maternal and fetal complications.

Birth weight (gram) Anemic pregnant women N (%) Non anemic pregnant women N (%)
<2000 2 (0.9) 0 (0)

2000-2499 12 (5.6) 2 (0.9)
2500-2999 34 (16.0) 47 (22.2)
3000-3499 87 (41.0) 122 (57.5)
3500-3999 55 (26.0) 37 (17.4)
4000-4500 22 (10.4) 4 (1.9)

Total 212 (100) 212 (100)

Table 3: Distribution of birth weights according to anemia status.
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episiotomies and instrumental deliveries have already been noticed by 
some authors especially when booking Hb was <7.5 g/dl [6].

Mean birth weight was significantly increased among the initially 
anemic pregnant women (P=0.039), with a difference in mean of 85 
g. This was observed among both male fetuses (P=0.006), and female
fetuses (P=0.013). This increase in birth weight can be explained by the 
increased placental weight observed among initially anemic women.
The placenta is the organ through which there is transfer of nutrients
and oxygen to the fetus [18,19]. This transfer is maximized when the
placenta is well developed. This transfer of nutrients is associated with
an increased transfer of oxygen, when anemia has been corrected.
A maximum transfer of nutrients is associated with an increased
fetal growth, hence, with an increased birth weight, as observed in
pregnancies complicated by gestational diabetes [19]. Moreover,
higher doses of iron and folic acid in our study, as observed in the
anemic group, might have led to rapid correction of anemia in some
cases and, therefore, increased birth weight. The increase in mean birth 
weight among the anemic pregnant women who received iron during
pregnancy has been documented by others [20-22].

Nevertheless, there was an increased risk of LBW (RR 7, 95%CI 
1.6-30.4, P=0.003) among anemic pregnant women, especially when 
Hb was <9g/dl at 36 weeks gestation, as observed elsewhere [4,9,10]. 
This might be explained by the fact that, despite the increased placental 
weight, anemia was so severe that the oxygen transfer to the fetus 
was limited. Indeed, some researchers think that low birth weight 
observed among anemic women might be due to decreased oxygen 
supplementation to the fetus [23]. Women with Hb <9g/dl should 
either be transfused or receive parenteral iron for a rapid correction 
of the Hb concentration [24], before 32 weeks for instance, to improve 
fetal growth. More studies should be carried out to confirm this.

Conclusion
Anemia corrected before term with iron and folic acid was 

associated with a significant increase in birth weight. Hb still <9g/dl 
at 36 weeks gestation was associated with an increased risk of LBW. At 
Hb ≥9g/dl there were few fetal and maternal complications observed. 
Nevertheless, we should not allow women to have Hb <10 g/dl at term, 
since studies have shown that anemic women are at a higher risk of 
dying from post partum hemorrhage [10].

References

1. Goonewardene M, Shehata M, Hamad A (2012) Anaemia in pregnancy. Best
Pract Res Clin Obstet Gynaecol 26: 3-24.

2. Barroso F, Allard S, Kahan BC, Connolly C, Smethurst H, et al. (2011)
Prevalence of maternal anaemia and its predictors: a multi-centre study. Eur J
Obstet Gynecol Reprod Biol 159: 99-105.

3. Olubukola A, Odunayo A, Adesina O (2011) Anemia in pregnancy at two levels 
of health care in Ibadan, south west Nigeria. Ann Afr Med 10: 272-277.

4. Ali AA, Rayis DA, Abdallah TM, Elbashir MI, Adam I (2011) Severe anaemia is 
associated with a higher risk for preeclampsia and poor perinatal outcomes in
Kassala hospital, eastern Sudan. BMC Res Notes 4: 311.

5. Koura KG, Briand V, Massougbodji A, Chippaux JP, Cot M, et al. (2011) 
Determination of prevalence and etiology of anemia during pregnancy in
southern Benin, in conjunction with revision of national management policy. 
Med Trop (Mars) 71: 63-67.

6. Malhotra M, Sharma JB, Batra S, Sharma S, Murthy NS, et al. (2002) Maternal 
and perinatal outcome in varying degrees of anemia. Int J Gynaecol Obstet
79: 93-100.

7. Levy A, Fraser D, Katz M, Mazor M, Sheiner E (2005) Maternal anemia during
pregnancy is an independent risk factor for low birthweight and preterm
delivery. Eur J Obstet Gynecol Reprod Biol 122: 182-186.

8. Grewal A (2010) Anaemia and pregnancy: Anaesthetic implications. Indian J
Anaesth 54: 380-386.

9. Steer PJ (2000) Maternal hemoglobin concentration and birth weight. Am J Clin 
Nutr 71: 1285S-7S.

10. Zhang Q, Ananth CV, Li Z, Smulian JC (2009) Maternal anaemia and preterm 
birth: a prospective cohort study. Int J Epidemiol 38: 1380-1389.

11. Brabin BJ, Hakimi M, Pelletier D (2001) An analysis of anemia and pregnancy-
related maternal mortality. Nutr 131: 604S-614S.

12. Weiss G, Goodnough LT (2005) Anemia of chronic disease. N Engl J Med 352: 
1011-1023.

13. Lynch SR (2011) Why nutritional iron deficiency persists as a worldwide 
problem. J Nutr 141: 763S-768S.

14. Cogswell ME, Parvanta I, Ickes L, Yip R, Brittenham GM (2003) Iron
supplementation during pregnancy, anemia, and birth weight: a randomized
controlled trial. Am J Clin Nutr 78: 773-781.

15. Allen LH (2001) Biological mechanisms that might underlie iron’s effects on
fetal growth and preterm birth. J Nutr 131: 581S-589S.

16. Gonzales GF, Steenland K, Tapia V (2009) Maternal hemoglobin level and fetal 
outcome at low and high altitudes. Am J Physiol Regul Integr Comp Physiol
297: R1477-1485.

17. Gill SK, Nguyen P, Koren G (2009) Adherence and tolerability of iron-containing 
prenatal multivitamins in pregnant women with pre-existing gastrointestinal
conditions. J Obstet Gynaecol 29: 594-598.

18. Larqué E, Pagán A, Prieto MT, Blanco JE, Gil-Sánchez A, et al. (2014) Placental 
Fatty Acid transfer: a key factor in fetal growth. Ann Nutr Metab 64: 247-253.

19. Brett KE, Ferraro ZM, Yockell-Lelievre J, Gruslin A, Adamo KB (2014) Maternal-
fetal nutrient transport in pregnancy pathologies: the role of the placenta. Int J
Mol Sci 15: 16153-16185.

20. Palma S, Perez-Iglesias R, Prieto D, Pardo R, Llorca J, et al. (2008) Iron but
not folic acid supplementation reduces the risk of low birthweight in pregnant
women without anaemia: a case-control study. J Epidemiol Community Health
62: 120-124.

21. Peña-Rosas JP, De-Regil LM, Dowswell T, Viteri FE (2012) Daily oral iron 
supplementation during pregnancy. Cochrane Database Syst Rev 12:
CD004736. 

22. Haider BA, Olofin I, Wang M, Spiegelman D, Ezzati M, et al. (2013) Anaemia, 
prenatal iron use, and risk of adverse pregnancy outcomes: systematic review
and meta-analysis. BMJ 346: f3443.

23. Giussani DA, Salinas CE, Villena M, Blanco CE (2007) The role of oxygen in 
prenatal growth: studies in the chick embryo. J Physiol 585: 911-917.

24. Perewusnyk G, Huch R, Huch A, Breymann C (2002) Parenteral iron therapy
in obstetrics: 8 years experience with iron-sucrose complex. Br J Nutr 88: 3-10.

http://www.ncbi.nlm.nih.gov/pubmed/22138002
http://www.ncbi.nlm.nih.gov/pubmed/22138002
http://www.ncbi.nlm.nih.gov/pubmed/21890259
http://www.ncbi.nlm.nih.gov/pubmed/21890259
http://www.ncbi.nlm.nih.gov/pubmed/21890259
http://www.ncbi.nlm.nih.gov/pubmed/22064252
http://www.ncbi.nlm.nih.gov/pubmed/22064252
http://www.ncbi.nlm.nih.gov/pubmed/21867566
http://www.ncbi.nlm.nih.gov/pubmed/21867566
http://www.ncbi.nlm.nih.gov/pubmed/21867566
http://www.ncbi.nlm.nih.gov/pubmed/21585095
http://www.ncbi.nlm.nih.gov/pubmed/21585095
http://www.ncbi.nlm.nih.gov/pubmed/21585095
http://www.ncbi.nlm.nih.gov/pubmed/21585095
http://www.ncbi.nlm.nih.gov/pubmed/12427391
http://www.ncbi.nlm.nih.gov/pubmed/12427391
http://www.ncbi.nlm.nih.gov/pubmed/12427391
http://www.ncbi.nlm.nih.gov/pubmed/16219519
http://www.ncbi.nlm.nih.gov/pubmed/16219519
http://www.ncbi.nlm.nih.gov/pubmed/16219519
http://www.ncbi.nlm.nih.gov/pubmed/21189874
http://www.ncbi.nlm.nih.gov/pubmed/21189874
http://www.ncbi.nlm.nih.gov/pubmed/10799403
http://www.ncbi.nlm.nih.gov/pubmed/10799403
http://www.ncbi.nlm.nih.gov/pubmed/19578127
http://www.ncbi.nlm.nih.gov/pubmed/19578127
http://www.ncbi.nlm.nih.gov/pubmed/11160593
http://www.ncbi.nlm.nih.gov/pubmed/11160593
http://www.ncbi.nlm.nih.gov/pubmed/15758012
http://www.ncbi.nlm.nih.gov/pubmed/15758012
http://www.ncbi.nlm.nih.gov/pubmed/21367937
http://www.ncbi.nlm.nih.gov/pubmed/21367937
http://www.ncbi.nlm.nih.gov/pubmed/14522736
http://www.ncbi.nlm.nih.gov/pubmed/14522736
http://www.ncbi.nlm.nih.gov/pubmed/14522736
http://www.ncbi.nlm.nih.gov/pubmed/11160591
http://www.ncbi.nlm.nih.gov/pubmed/11160591
http://www.ncbi.nlm.nih.gov/pubmed/19741055
http://www.ncbi.nlm.nih.gov/pubmed/19741055
http://www.ncbi.nlm.nih.gov/pubmed/19741055
http://www.ncbi.nlm.nih.gov/pubmed/19757261
http://www.ncbi.nlm.nih.gov/pubmed/19757261
http://www.ncbi.nlm.nih.gov/pubmed/19757261
http://www.ncbi.nlm.nih.gov/pubmed/25300267
http://www.ncbi.nlm.nih.gov/pubmed/25300267
http://www.ncbi.nlm.nih.gov/pubmed/25222554
http://www.ncbi.nlm.nih.gov/pubmed/25222554
http://www.ncbi.nlm.nih.gov/pubmed/25222554
http://www.ncbi.nlm.nih.gov/pubmed/18192599
http://www.ncbi.nlm.nih.gov/pubmed/18192599
http://www.ncbi.nlm.nih.gov/pubmed/18192599
http://www.ncbi.nlm.nih.gov/pubmed/18192599
http://www.ncbi.nlm.nih.gov/pubmed/23794316
http://www.ncbi.nlm.nih.gov/pubmed/23794316
http://www.ncbi.nlm.nih.gov/pubmed/23794316
http://www.ncbi.nlm.nih.gov/pubmed/17962335
http://www.ncbi.nlm.nih.gov/pubmed/17962335
http://www.ncbi.nlm.nih.gov/pubmed/12117422
http://www.ncbi.nlm.nih.gov/pubmed/12117422

	Title
	Corresponding author
	Abstract
	Keywords
	Introduction 
	Material and Methods 
	Results 
	Discussion 
	Conclusion 
	Table 1
	Table 2
	Table 3
	References

