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Abstract  
Integrated nutrition assessment and management in family medicine are new approaches to preventing and 
managing chronic diseases including diabetes, cardiovascular disease, and obesity. They include, but are not 
limited to, complete dietary assessments, specific dietary recommendations for the individual patient, and 
behavioral strategies for the best patient care outcome. Family doctors can utilize, but not limited to, dietary 
recall, biomarkers and telehealth to tailor their interventions towards an individuals needs while considering 
dietary deficiencies and lifestyle factors. The paper will summarize the effectiveness of the integrated nutritional 
approaches in managing chronic disease, including cardiovascular health through Mediterranean diets and 
diabetes management through low-carbohydrate diets. The paper will examine the strategies in the clinic, 
including how to support weight management through nutritional counselling and consult, as well as limitations 
and barriers, such as inequity, in patient adherence, and clinician education. Ethical considerations, historical 
inequity, inequitable access to dietary services, in addition to future goals for research in areas like artificial 
intelligence (AI) based nutritional planning and telehealth strategies are explored. The paper reveals how an 
integrated "nutritional management" approach supports chronic disease prevention and treatment with lasting 
health gains made in the field of primary care. 
 
Keywords: nutritional assessment, family medicine, chronic disease, individualized nutrition, dietary 
recommendations. 
 
 

Introduction 

Chronic conditions, specifically type 2 diabetes, 

cardiovascular disease (CVD), hypertension and obesity, are 

responsible for over 60% of global mortality and represent a 

substantial burden on health systems (World Health 

Organization [WHO], 2023). Family medicine, as the 

foundation of primary care, can successfully mitigate the 

impact of these illnesses with nutrition assessment and 

management that integrate evidence-based dietary 

assessment and appropriate patient intervention (Krebs-

Smith et al. 2018). Nutrition assessment utilizes dietary 

assessment tools such as 24-hour dietary recalls, food 

frequency questionnaires (FFQ), and biomarkers to examine 

dietary patterns and deficiencies (Gibson, 2005). Nutrition 

assessment tools help nutritionists create comprehensive and 
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personalized nutrition plans based on individual metabolic 

requirements, cultural influences, and personal/social 

economic factors (Mozaffarian et al. 2018).  

Integrated nutrition management in family 

medicine combines nutritional advice with behavioral 

coaching and lifestyle change as well as discipline-specific 

sub-specialty ecomanagement (Jensen et al. 2017). 

Additionally, Mediterranean and low-carbohydrate diets 

have been effective for the reduction of CVD risks and 

improvement of glycaemic control with diabetes (Estruch et 

al, 2018; Bazzano et al, 2014). The continued challenges that 

remain are persistent reluctance to implement lifestyle 

changes by our patients, insufficient clinician education, and 

limited accessibility to healthy food options (Darmon & 

Drewnowski, 2015). The aim of this review is to assess 

integrated nutritional assessment and management in family 

medicine with a focus on clinical application and the barriers 

of implementation, ethical considerations, and future 

opportunities for chronic disease prevention and treatment. 

Methods 

This narrative review provides an overview of 

peer reviewed literature from databases such as PubMed, 

Scopus, CINAHL, and Web of Science for published articles 

from 2015-2024. Search terms included "nutritional 

assessment," "family medicine," "chronic disease 

prevention," "dietary intervention," and "personalized 

nutrition." Inclusion criteria for this review focused on 

nutritional strategies in primary care for chronic disease 

management and assessed efficacy, patient outcomes, and 

challenges in implementation. Overall, 46 studies, including 

randomized controlled trials (RCTs), cohort studies, 

systematic reviews, and meta-analyses, informed the review 

as a broad overview of current evidence and future trends. 

Nutritional Assessment in Family Medicine 

Tools and Techniques 

Nutritional assessment in family medicine uses a 

variety of measures to determine dietary intake, nutritional 

status, and metabolic health. Dietary assessment tools most 

commonly used include 24-hour recalls, which assess food 

consumption for a complete 24-hour period, and food 

frequency questionnaires (FFQ), which assess dietary intake 

utilizing long-term patterns over several weeks and/or 

months (Thompson & Subar, 2017). While these self-

reported approaches are functional, they are prone to recall 

bias, such as underreporting of calorie intake by as much as 

20% (Archer et al., 2018). Biomarker studies, such as 

utilizing serum levels of vitamins (i.e., vitamin D, B12), 

lipids (i.e., LDL cholesterol), and glucose to subjectively 

assess nutrition (Prentice et al., 2017). For example, when 

serum vitamin D is low (<20 ng/mL), the risk of developing 

diabetes or CVD is elevated, motivating a reasonable 

recommendation for supplementation of that vitamin 

(Holick, 2017). 

New technology such as wearable’s (e.g., Fitbit), 

and apps (e.g., MyFitnessPal), are very useful in nutrition 

assessment because they provide real-time tracking of 

dietary intake, physical activity and energy expenditure 

(Taylor et al., 2023). In a randomized controlled trial, Burke 

et al. (2019) demonstrated that app-based dietary tracking 

improved patient accuracy in tracking dietary intake by 20% 

versus paper-based methods as patients logged their food 

products immediately.  

Anthropometry is commonly assessed in obesity 

related risks, such as body mass index (BMI), waist 

circumference, and body fat percentage, but any 

investigation must consider culture and genetics 

(Heymsfield et al., 2016). Sex and inheritance (genetic) 

directly affect how normal BMI cut-offs for obesity may 

reflect a different definition in Asian contexts because the 

aspects of body composition differ (WHO Expert 

Consultation, 2004). Utilizing these tools allows family 

physicians to build detailed nutritional profiles that can 

inform personalized interventions to meet patient needs 

(Mozaffarian et al., 2018).  

Personalized nutrition plans are designed to meet 

individual dietary needs in the context of health, disease 

states, and lifestyle factors. These plans help achieve optimal 

outcomes for chronic disease management. Type 2 diabetes 

patients benefit from low-carbohydrate diets (20–50 g/day), 

decreasing HbA1c levels by 0.8–1.5%. This occurs through 
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optimizing insulin sensitivity, improving peripheral tissue 

glucose uptake (Bazzano et al. 2014). Influence of diets is 

further maximized through lifestyle counseling that can 

address barriers, like patient food preferences, cooking 

skills, and socio-economic barriers (Jensen et al., 2017). 

Depending on the type of counseling, these diets may reduce 

CVD risk up to 30% through mechanisms like decreasing 

inflammation, lipid profiles, etc., exemplified with 

Mediterranean diets highlighting whole grains, fruits, 

vegetables, nuts, and omega 3 fatty acids (Estruch et al., 

2018).  

Nutrigenomics is an avenue that considers 

individual differences in nutrition utilization. Nutrigenomics 

considers differences in genotype, altering nutrient 

influences on metabolism. FTO gene polymorphisms 

increase obesity risk. The nutritional implication of 

increased risk for obesity may involve tailored dietary 

approaches, such as high-protein diets that promote 

increased satiety (Loos & Yeo, 2014). In a study by Fenech 

et al. (2019), nutrigenomic-based approaches led to 

improvements in weight loss of 10% more than conventional 

diets. The costs of genetic testing (often $200 -$500 each 

panel) and the number of healthcare clinicians who 

understand how to interpret genetic test results have 

certainly limited the uptake of genetic testing and 

nutrigenomics (Camp, 2016). Available strategies available 

to family physicians include collaborating with consult or 

treating registered dietitians, or health and nutrition 

professionals, and using validated dietary assessment tools 

to approximate an individualized dietary plan without 

requiring genetic information (Gibson, 2005; Table 1).   

 

 

 

 

 

 

 

Table 1: Nutritional Assessment Tools in Family 

Medicine 

 

Nutritional Management of Chronic Disease  

Cardiovascular Disease  

Cardiovascular Disease (CVD), including 

coronary artery disease, stroke and heart failure, is the 

number one global killer, contributing to 17.9 million deaths 

every year (WHO, 2023). Nutritional management in family 

medicine is vital to the prevention and continuation of care 

for CVD. In the family practice setting, family physicians 

can readily refer patients to specialty dietitians and, more 

broadly, registered dietitians at community health care 

organizations that have an ESDA approach, like the 

evidence-based DASH (Dietary Approaches to Stop 

Hypertension) diet and the evidence-based Mediterranean 

diet. The Mediterranean diet is a high intake of fruits, 

vegetables, whole grains, nuts, olive oil, and fish, which will 

reduce major cardiovascular events, e.g., myocardial 

infarction or stroke in high-risk patients (risk for 

atherosclerosis) by 30% (Estruch et al. 2018). The 

Mediterranean diet improved LDL cholesterol levels by 10-

15%. The Mediterranean diet improved vascular endothelial 

function (by increasing the bioavailability of Nitric oxide, 

protecting against atherogenesis changes) against 

atherosclerosis (Ros et al., 2019). Important nutrients also 
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decreased inflammatory markers like C-reactive protein 

(CRP) by 20% (Sofi et al., 2014). 

The DASH diet decreased systolic blood pressure 

of 5-10 mmHg in patients with hypertension, with further 

benefit provided by a lower sodium (<2,300mg/day), 

potassium, and magnesium-rich foods (e.g., fruits, 

vegetables, legumes) (Appel et al., 2017).  The DASH diet 

also shows strong efficacy for African American patients, 

who have been shown to have higher hypertension 

prevalence due to genetic and environmental factors (He et 

al., 2016). Family physicians have an important role in the 

implementation of these diets by utilizing structured 

nutritional counselling, which includes meal planning, 

education on the quantity of food, and strategies to reduce 

processed foods. Rees et al. (2019) patient randomized 

control trial showed that nutritional counseling based in 

primary care improved 25% adherence to Mediterranean 

diets, patients reported increased intake of vegetables and 

healthy fats. 

Cultural food preferences and socioeconomic 

perspectives are key factors that can influence the ability of 

these interventions to succeed. Cultural food preferences for 

patients with a South Asian background demonstrate 

preference for rice-based diets. Thus, the ability to consider 

cultural backgrounds and changing certain aspects of the 

Mediterranean or DASH diet, including foods more relatable 

to South Asian patients' diet, e.g., lentils, whole wheat naan 

(Nguyen et al., 2022). Barriers to food access, including 

dependency on processed foods in lower-income 

neighborhoods, complicate adherence, where research 

shows that around 30% of patients describe cost as a barrier 

affecting healthy eating (Darmon & Drewnowski, 2015). 

Family physicians can help mitigate these barriers by 

partnering with community dietitians, providing patients 

with low-cost meal plans, and promoting local food access 

programs, such as subsidized farmers' markets (Williams et 

al., 2019).  

 

 

Type 2 Diabetes  

Type 2 diabetes is estimated to affect over 460 

million individuals worldwide and has been emphasized as 

a key area of nutritional management in family medicine 

(International Diabetes Federation, 2021). Diet is one of the 

main strategies, which requires a targeted approach, taking 

into account individual glycemic profiles and lifestyle 

factors, that acts to improve glycemic control and decrease 

the risk of diabetes-related complications such as neuropathy 

and retinopathy. Typically, carbohydrate-restricted dietary 

interventions generally yield the most effective evidence of 

improvements in glycemic control and related clinical 

outcomes. Lower carbohydrate diets (20-50 g/day), for 

example, can approximate reduction of HbA1c levels by 0.8-

1.5% in 6-12 months by limiting peak postprandial glucose 

and improving insulin sensitivity by decreasing hepatic 

glucose production (Bazzano et al., 2014). In addition, 

ketogenic diets (<20 g/day carbohydrate) yield similar 

outcomes, with one study demonstrating an HbA1c 

reduction of up to 2% in very motivated patients, and many 

similar studies also report improvements in cardiovascular 

risk factors after 3 or more months of diet therapy. However, 

patients on a ketogenic diet will need careful management 

from health care providers, as the ketogenic diet presents 

specific risks for patients, including ketoacidosis. A diabetic 

individual on a ketogenic diet will also likely be at risk for 

nutrient deficiency (e.g., dietary fiber, vitamins) (Saslow et 

al., 2017). Plant-based diets, high in content of fiber (30-40 

g/day) and low in saturated fats, decrease glucose absorption 

and diabetes complications by 20% and cardiovascular 

events (McMacken & Shah, 2017). 

Behavioral strategies are greatly responsible for 

the maintenance of dietary compliance. Patient-focused 

motivational interviewing achieves 15% higher compliance 

in order to overcome loss of desire/food craving for lifestyle 

adjustment (Miller et al., 2023). For instance, setting specific 

goals, i.e., a decrease in consumption of sugar drinks by 

50%, allows stepwise improvement in patients. Digital 

monitors, e.g., CGM apps (e.g., Dexcom, FreeStyle Libre), 

offer real-time glucose values, on which the diet-related 

decisions are made by the patients, followed by correlation 

of glycemic results (Taylor et al., 2023). HbA1c 
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improvement of 0.6% was achieved by Beck et al. (2019) 

through the use of CGM in dietitian-referred patients. 

Family doctors can further enhance the findings by 

education in a group setting, dietitian referral, and 10% 

increased compliance supported by peer support (White et 

al., 2023). 

Patient challenges in the management of diabetes 

are patient adherence to limiting diets and the availability of 

low-carbohydrate diets or plant-based diets because of 

socioeconomic limitations. For instance, patients of low 

socioeconomic status would be consuming high-

carbohydrate ingredients like rice or pasta because of cost 

disadvantages and availability (Darmon & Drewnowski, 

2015). Family doctors can overcome the challenges through 

the prescribing of cheap alternatives, e.g., lentils and beans, 

and prescribing of community-based nutritional 

interventions (Jones et al., 2022). 

Obesity 

With more than 650 million adults worldwide 

classified as obese, its association with chronic diseases, 

including diabetes, cardiovascular disease, and 

osteoarthritis, is a serious concern (WHO, 2023). When 

implementing nutritional interventions in family medicine, 

the focus should be on sustainable weight loss, improved 

metabolic health, and adoption of healthy dietary practices.  

Calorie-restricted dietary plans (which consist of a caloric 

intake between 1200 to 1500 kcal/day for women and 1500 

to 1800 kcal/day for men), in combination with a higher 

protein intake (of 1.2-1.6 g/kg body weight), result in weight 

loss of 5-10% in 6-12 months (to help preserve lean muscle 

mass, and increase satiety) (Jensen et al., 2017).  Intermittent 

fasting routines (like 5:2: 5 days normal eating, 2 days 500-

600 kcal) will result in approximately the same weight loss 

of 4-8% and improve insulin sensitivity sometimes by 25% 

(Harvie et al., 2016).  Intermittent fasting diets tend to work 

well for patients with busy lives, as they are better suited to 

lose daily meal planning.  

 

 

Emotional eating and body image are two 

psychological considerations that also play an important role 

when attempting to manage obesity.  Cognitive behavioural 

therapy (CBT), provided by trained family physicians or 

psychologists, can also target behaviours related to 

emotional eating by teaching patients effective coping 

strategies for managing stress, which can lead to 10% 

improved weight loss over diet alone (Jacob et al., 2018).  

Community-level obesity-focused programs in family 

medicine (e.g., group weight loss sessions or walking clubs, 

etc.) enhance a patient’s social support system and, 

consequently, lead to an increase in patient adherence to 

overweight and obesity management and weight loss 

practices by 10%.  With community-based programs, 

patients become aware of their shared experiences, which 

brings with its accountability (White et al., 2023).  

According to a research report from Wing et al. (2016), 

group-based interventions increased weight loss 

maintenance by 15% at 12 months. 

Access to healthy food options is still an important 

barrier to patients' diet and nutrition goals, particularly in 

low-income areas featuring food deserts that limit access to 

fresh fruits and vegetables (Darmon & Drewnowski, 2015). 

Family physicians can facilitate access to healthy food by 

developing resources to support low-cost meal plans or 

linking patients to food resources, like SNAP (the 

Supplemental Nutrition Assistance Program). A low-cost 

meal plan can improve fruit and vegetable intake by nearly 

20% (Williams et al., 2019). Cultural preferences also 

impact encouraging changes in nutrition. The reliance on 

traditional or cultural foods that are higher in calories may 

require culturally appropriate interventions that engage 

patients and families around their dietary recommendations 

(Nguyen et al., 2022; Table 2). 
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Table 2: Nutritional Interventions for Chronic Disease 

Chronic 

Disease 

Dietary 

Strategy 

Key 

Benefit

s 

Implementa

tion in 

Family 

Medicine 

Referen

ces 

Cardiovasc

ular 

Disease 

Mediterran

ean Diet, 

DASH 

Diet 

Reduce

s CVD 

events 

by 

30%, 

lowers 

BP by 

5-10 

mmHg 

Nutritional 

counseling, 

regular 

follow-ups 

Estruch 

et al., 

2018; 

Appel et 

al., 

2017; 

Rees et 

al., 2019 

Type 2 

Diabetes 

Low-

Carbohydr

ate, 

Ketogenic, 

Plant-

Based 

Diets 

Reduce

s 

HbA1c 

by 0.8-

1.5%, 

improv

es 

insulin 

sensitiv

ity 

Motivational 

interviewing, 

digital 

monitoring 

Bazzano 

et al., 

2014; 

Saslow 

et al., 

2017; 

McMack

en & 

Shah, 

2017 

Obesity Calorie-

Restricted, 

Intermitten

t Fasting 

5-10% 

weight 

loss 

over 6-

12 

months 

CBT, group-

based 

programs 

Jensen et 

al., 

2017; 

Harvie et 

al., 

2016; 

Jacob et 

al., 2018 

Implementation Considerations 

Patient Compliance 

In family medicine, patient compliance with a 

nutritional intervention presents numerous challenges. 

While compliance with a prescribed dietary regimen range 

from 50-60% based on gut estimates, outside of compliance 

barriers such as taste preferences, time, or economic 

considerations impact compliance (Desroches et al., 2013). 

Evidence suggests that behavioral interventions, including 

approaches based on goal-setting and self-monitoring, 

increase compliance rates by 15-20% (Greaves et al., 2017). 

Involving family members in dietary planning increases 

compliance rates by an additional 10% (Nguyen et al., 2022). 

Clinician Capacity 

As many family practitioners have not formally 

studied the study of nutrition, the opportunity for more 

complex dietary changes is limited (Kris-Etherton et al., 

2014). Adams et al. discovered that only 30% of primary 

care providers felt confident in providing nutritional 

counseling (Adams et al., 2015). Training programs focusing 

on the incorporation of nutrition into medical education are 

necessary to ameliorate this problem (Brown & Smith, 

2024). Telehealth platforms can also be used to allow access 

to dietitians and nutritionists to assist clinicians (Johnson & 

Mahon, 2022). 

Access Inequities 

Access to healthy meals and nutrition-based 

resources is not equitably distributed, with access issues 

most pronounced in low-income and minority populations. 

Food deserts usually leave a community without low-fat 

produce and are driving the obesity and diabetes epidemic 

(Darmon & Drewnowski, 2015). Community-based 

interventions such as subsidized farmers’ markets have 

been shown to improve access with the potential to 

alleviate inequities by more than 20% (Williams et al., 

2019). Policy initiatives, such as tax benefits for retailers 

selling healthy food, will contribute to scaling up 

interventions in this area (Jones et al., 2022; Table 3). 

Table 3: Nutritional Management Challenges and 

Solutions 

Challenge Description Potential 

Solutions 

References 

Patient 

Adherence 

Low 

compliance 

due to 

preferences, 

time, and cost 

Behavioral 

interventions, 

family 

involvement 

Desroches et 

al., 2013; 

Greaves et al., 

2017; Nguyen 

et al., 2022 

Clinician 

Training 

Limited 

nutritional 

expertise in 

primary care 

Nutrition-

focused 

medical 

curricula, 

telehealth 

support 

Adams et al., 

2015; Brown & 

Smith, 2024; 

Johnson & 

Mahon, 2022 
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Access 

Disparities 

Food deserts, 

high cost of 

healthy foods 

Subsidized 

markets, policy 

incentives 

Darmon & 

Drewnowski, 

2015; Williams 

et al., 2019; 

Jones et al., 

2022 

Ethical and Cultural Considerations  

Equitable access to nutritional interventions is a 

pressing ethical issue as marginalized groups experience 

greater access barriers regarding healthy foods and 

healthcare access (Williams et al., 2019). Informed consent 

must be obtained if using more advanced forms of 

interventions (e.g., nutrigenomics interventions) because of 

some client concerns regarding data privacy and cost 

implications of interventions (Lyerly et al., 2018). Culturally 

relevant dietary plans that include the incorporation of 

traditional foods and eating preferences increase adherence 

by 15% in culturally diverse populations (Nguyen et al., 

2022). As an example, adaptation to Mediterranean 

principles of healthy eating can be beneficial by including 

relevant food substitutions specific to the Latin American 

population (e.g., quinoa rather than pasta) (Satia, 2010). 

Integration with Technology  

Digital health technologies (e.g., mobile health 

apps, wearable technologies) can have a multiplier effect to 

improve nutritional management as they give users feedback 

and more personalized recommendations in real-time 

(Taylor et al., 2023). New AI technology-driven online 

technology platforms like the example of a platform 

predicting dietary responses based on biomarkers have the 

potential to improve the precision of interventions by 25% 

and are rapidly revolutionizing healthcare innovation (Kim 

et al., 2024).  

Telehealth offers nutritional advice from a 

distance, boosting rural reach by 30% (Johnson & Mahon, 

2022). These technologies, if utilized in practice settings at 

a center for family medicine, make assessment and treatment 

easier, boosting results and patient activation (Lopez et al., 

2023). 

Future Directions  

Future research must involve the conduct of 

longitudinal studies to assess long-term effects of combined 

nutrition interventions on the outcomes of chronic 

conditions (Clark et al., 2022). Scalable frameworks, 

including community-based models of nutrition services and 

AI-based meal planning, can contribute to scalability and 

tailoring (Patel et al., 2024). Training programs 

interdisciplinary for the family physician and the dietitian 

must be designed to reduce implementation challenges 

(Brown & Smith, 2024). Policy interventions, like price 

subsidies of healthy foods, will continue to expand equitable 

access and sustainable effect (Jones et al., 2022).  

Conclusion  

Integrated nutritional assessment and care in 

family practice is an efficient approach to prevention and 

chronic disease management. With increased assessment, 

personalized nutrition therapy, and behavior change, family 

physicians can approach the complex issues of diabetes, 

CVD, and obesity. Adherence challenges, education, and 

access inequity remain, but policy innovation and digital 

health are making inroads. More research and 

interprofessional collaboration will make these practices the 

norm, guaranteeing long-term health gain in primary 

practice. 
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 زیزعتل جئاتنلا نیسحت :ةرسلأا بط يف لماكتملا يئاذغلا ریبدتلاو مییقتلا

 ضارملأل ةیلعافتلا ةرادلإاو ةحصلا

 صخلملا

 

 اًدیدج اجًھن ةرسلأا بط يف ةلماكتملا ةیوذغتلا ةرادلإاو مییقتلا ربتعی

 ضارمأو يركسلا كلذ يف امب ،اھترادإو ةنمزملا ضارملأا نم ةیاقولل

 يئاذغلا مییقتلا ،اھریغو ،جوھنلا هذھ لمشتو .ةنمسلاو نییارشلاو بلقلا

 تایجیتارتساو ،ضیرم لكل ةصصخملا ةیئاذغلا تایصوتلاو ،لماشلا

 ةرسلأا ءابطلأ نكمی .ضیرملل ةیاعر جئاتن لضفأ قیقحتل ةیكولس

 تارشؤملاو ،يئاذغلا راكذتسلاا لثم ةعونتم تایجیتارتسا مادختسا

 تاجایتحلا اًقفو مھتلاخدت صیصختل دعُب نع ةیحصلا ةیاعرلاو ،ةیویحلا

 صخلتس .رابتعلاا نیعب ةایحلا طمن لماوعو يئاذغلا صقنلا ذخأ عم درفلا

 يف امب ،ةنمزملا ضارملأا ةرادإ يف ةلماكتملا ةیذغتلا قرط ةیلاعف ةقرولا

 ةیئاذغلا ةمظنلأا ربع ةیومدلا ةیعولأاو بلقلا ةحص زیزعت كلذ

 .تاردیھوبركلا ةضفخنم تایمحلا للاخ نم يركسلا ةرادإو ،ةیطسوتملا

 ةرادإ معد ةیفیكو تادایعلا يف ةیلمعلا تایجیتارتسلاا ةقرولا لوانتتس

 تایدحتلا ىلإ ةفاضلإاب ،يئاذغلا داشرلإاو تاراشتسلاا ربع نزولا

 میلعت صقنو ،ىضرملا مازتلا فعضو ،ةاواسملا مدع لثم تاقوعملاو

 ةاواسملا مدعو ،ةیقلاخلأا تارابتعلاا شقانت امك .ةیحصلا رداوكلا

 ىلإ ةفاضلإاب ،ةیذغتلا تامدخل لوصولا ةیناكمإ توافتو ،ةیخیراتلا

 ىلع ينبملا يئاذغلا طیطختلا لثم تلااجم يف ةیلبقتسملا ثحبلا فادھأ

 فیك ةقرولا حضوت .دعُب نع ةیاعرلا تایجیتارتساو يعانطصلاا ءاكذلا

 دملأا لیوط جلاعلاو ةیاقولا يف "ةیئاذغلا ةرادلإل" لماكتملا جھنلا مھاسی

 .ةیلولأا ةیاعرلا نمض ةنمزملا ضارملأل

 ،ةنمزملا ضارملأا ،ةرسلأا بط ،يئاذغلا مییقتلا :ةیحاتفملا تاملكلا

 .ةیئاذغلا تایصوتلا ،ةیدرفلا ةیذغتلا

 

 


