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VTE affects as many as

600
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Watching more than

5 hours of TV daily

was linked to more than

' )DOUBLE THE RISK OF DEATH PSu

from a blood clot in the lung.

Source: Iso, et. al, Watching television & r=k of mortality from pulmonary embolism, Circulation, July 25, 2016, e i winy~



Strong risk factors (odds ratio >10)
Fracture of lower limb

Hospitalization for heart failure or atrial fibrillation/flutter (within
previous 3 months)

Myocardial infarction (within previous 3 months)
Previous venous thromboembolism

Spinal cord injury




Moderate risk factors (odds ratio 2-9)
Arthroscopic knee surgery

Auto-Immune diseases

Blood transfusion

Central venous lines

Chemotherapy

Congestive heart or respiratory failure

Erythropoiesis-stimulating agents

Hormone replacement therapy (depends on formulation)

In vitro fertilization

Infection (specifically pneumonia, urinary tract infection and HIV)

=




Immobility due to sitting (e.g. prolonged car or air travel)




[TaBoguaioAoyia

» PCO, =k .VCO,/V,
VA= minute alveolar ventilation

VA=VE-VD

where:

VA = Alveolar Ventilation (ml/min)

VE = Pulmonary Ventilation (ml/min)

VD = Dead Space Ventilation (ml/min)




Pulmonary
embolus

Ventilated
alveolus
(wasted
ventilation)

No
perfusion




[TaBopucioloyia

Av VE oaupetapinto onwg o€ acbeveic ME® vmo
UNYOVIKO 0EPIGUO (LOVTEAD EAEYYOUEVOL OYKOV) TOTE
VTTEPKOTVLIOL

Av 0 aocbevnc oev €lval GE PUNYOVIKO OEPIGUO TOTE
VTTOKOTTVL

Av opmc ovuPel og acbevn pue mvevpovomabeia (XAII
KAT.), TOTE KOMMOYN OVOTVELOTIKOV UVOV KOt
VITEPKATVIOL



[TaBopvcioroyia

80% acOevav epepavicovv | PO,

20% PO, KO g€autiog vepaepiopnon




ITaBopucioloyia

*Meimon Kapotakng Topoyns
(amoxopeoud SVO2

~ Left
~ atrium

*V/Q mismatch

*1/3 twv acbevov: shunt (uécw
VoL TOV MOELO0VE TPTLUOTOG)

[Hapdoocn euPoin
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Pulmonary embolism

I
b
b
Anatomical ,/ -Neurohormonal effect
obstruction =Hypoxaemia

TPA pressure ———— TRV wall stress
TRV afterload
TLV 0, demand

RV dilatation «——— RV ischaemia
RV dysfunction

o ‘f’ \‘\“\‘
'y Y

LRV output Displacement of 10, supply

N IVS towards LV to RV
AN

N

" ¥ LCoronary v
vV preload perfusion

Increased RY afterload

RV dilatation
TV insufficiency

RV O, delive
2% ry,l, RV wall tension T

RV coronary l

l{‘ardiac Output ll}.‘p Dtcnsiﬂn perfusion Neurohormonal

activation

Systemic BP i Myocardial
inflammation

1 Systemic perfusion Low CO RV O, demand 1
LV pre-load l RV ischaemia

RV output l RV contractility l

BP = blood pressure; CO = cardiac output; LV = left ventricular; RV = right
ventricular; TV = tricuspid valve.




Dyspnoea

Signs of DVT (unilateral
extremity swelling)







Table 8. Chest X-Ray Findings In Patients
With Pulmonary Embolism.

Atelectasis

Parenchymal infiltrates

Elevated diaphragm (both unilateral and bilateral)
Enlarged hilum

Enlarged mediastinum

Cardiomegaly (in chronic PE)

Pleural effusion

Oligemia (Westermark's sign)

Prominent central pulmonary artery (Fleischner sign)
Pleural-based area of increased opacity (Hampton’s hump)
Pulmonary edema




Figure 5. Hampton's hump.

Hampton's hump is a wedge-shaped pleural-based
infiltrate that is occasionally seen with PE. Note the
density at the right costophrenic angle in this film.
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Zoom Im&ge—?Vestennark Sign in Pulmon&:y Embolus

Marked decrease in

jvascularity The classical, but rare frontal Xray

jctiaracteristicof finding is clearcut truncation of
Westermark sign. pulmonary vessels with normal

g
m.. appearing pulmenary parenchyma
implying recent sudden obstruction

of the local pulmonary artery.
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Extiunon tmg kAvikne mbovotntog

Mew  Cloaldcnmkps
Surgary or Immobilization within the past four weeks
pm—
Cmew
Clinical signs of DVT _—
Alternatve diagnosis less likely than PE _
T I R
m——
e B S B s
_—
——
I I N IR




Extiunon kAvikne mbovotntog

Revised Geneva score

Previows PE or OVT

Heart rate
75-%4 bopm.
=35 bpum.

Surgery or fracture within the past month
Haemoptysis

Artive cancer

Unilateral lower imb pain

Pain on lower imb deep wenous palpation and unilateral oedema
Aga =65 years
Clinical probability

Three-level score

Liorw

Intarmadiate
High
Two-level score

PE unlikety
PE likely




D-dimers

Teyvikn ELISA
EvoucOncia >95%
Ewuwomta 40%

Xpnowun yo tov anokAeiopo PE e acOeveic pe yopunin &
gvoraueon kKAwvikn mhavotnto

Teyvikn LATEX
EvaicOnoia 85-90%

Xpnoiun yuo tov anokAelcuo PE o€ acOeveic e youmAn KAvikn
mhavotnTa

i PE unlikely PE likely

Exclusion of PE




U/S pAefav kdto dxpmv
Eyyoc DVT: 20%

Avevpeon eyyog DVT oe acOevn pe vmoyia mveopuovikng epPoing
apKel yioo va, YIvEl EvapEen OVTITNKTIKNG AYOYNG YOPIC TEPALTEP®
eCetoeig!!!

H edikdéro peidveton and 96 oe 84% otav yiveron U/S kot oTic
TePLPeEPIKEC PAEPEC av Ko 1 evoucOnoia avEdvetat

Xpnowomnoteitoan yioo v amoeuyn CT oe mepinmtoon mov avtn
avteVOEiKvuTon Y. NEPPIKT] AVETAPKELN, AAAEPYIOL



DVT Evaluation
with Abbreviated

Emergency Exam fpnotebook.com



V/Q scan

: amokAgiel Tnv PE aveCaptntog kAvikng mbovotntog

. EmPBePoaraverl mn owdryvoon aveoptntme KAVIKNG
ThovOoTNTOG

(younAne & evoraueonc mbavotntog): Av o acbevig
Exel younAn kKhvikn mbovotnta + apvntikd U/S eyydc orefov katm
AKp®V => amOOEKTO KPLTNPLO Y10 TOV amokAElcuo tne PE!!!

€ OAEC TIC AAAEC TTEPITTMOOELS: TEPOUTEP® EAEYYOC

V/Q scan
Normal perfusion lung scan

Non-diagnostic lung scan' and negative proximal CUS



V/Q scan

[Ipénet va yiveTan Ge:

» eEmTePIKOVG acbeveic younAng KMvIKng mhovotntog pe
evotoAoyikn RO Bmpaka

» véoug acBeveig (101mg yuvaikeg)
» £YKVEC

» OAlepyieg Ty. O€ CKIOLYPOAPIKO

» cofapn VEQPIKT OVETAPKELNL



CTPA

Multi Detector CT
EvaicOnoio 83%
Ewowotnta 96%

Y%
Eni younAng & péong kiwvikng mbavotntog >90%
Eni vynAng kivikng mBavotntag 60% !!

Apvntiky MDCT amokAeier tnv PE o€ acOeveic pe yopunin & gvorapuesn KMvikn
mlavotnTol

Apvnuikn MDCT + vynaq kavikn abavotnta... mepoartépm Ereyyoc ne U/S, V/Q
scan, TVELLOVIKT Oy YEIOYPAPIa;;;

Chest CT angiography

MNormal multidetector CT alone



CTPA

PPV
Eni vynAinc & péong kAviknc mbavotntog >90%
Eni youning kAwvikng mbavotntag poig 58%o !!

MDCT pe Opopo otig TUNUOTIKEC OPTNPIES 1] KEVIPIKOTEPW. ..
O¢tel n o1dryvwon g PE aveCaptitme KAviKnc mhavotnrac.
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CTPA

Meuovouévoc OpouPog vmotunuatikd o€ acBevry ywpic DVT eivou
Ayvooto av 0o TPETEL VO AVTILETMOTIGTEL.

Yvotvetal U/S kdto dxpav & a&loAdynon g KMvIKIE Tihavotntog Kot
TOV KIVOUVOL OLLLOPPOLYIOG.

Eni tuyaiog avedpeong Opoupov oe CT Bopako => avtumnktikn aymyn
av:

* ao0evnc pe Ca
" OpouPoc oe AoPaio KAAOO 1] KEVTIPIKOTEPO



U/S triplex xoapoibic

2ovi| 0N vTEPNYOKUPOLOYPUPIKE EVPTNOTO:
*Aidrtaon AE kotAiog

*ETnédmon HEGOKOIMAKOU O10PPCLYLLOITOC

* AVETAPKELN TPLYADYIVOG
«Jet velocity

*OpouPor AE xotiiog

Evpfiuoato pe peyorvrepn PPV:
>nueto 60/60
Mc Connell




ApyIKn 6Too10TOINGT KIvOUVOL

Suspected acute PE

Shock or hypotension??

N
<

|

Not high-risk®

PE = pulmonary embolism.

2Defined as systolic blood pressure <90 mm Hg, or a systolic pressure drop
by 240 mm Hg, for >15 minutes, if not caused by new-onset arrhythmia,
hypovolaemia, or sepsis.

®Based on the estimated PE-related in-hospital or 30-day mortality.




Suspected PE with shock or hypotension

CT angiography immediately available

No?
|

y

Echocardiography

{

RV overload®

l CT angiography
Yes —> available —  CT angiography

v l l

patient stabilized
No other test available® positive negative
or patient unstable

Y

Search for other causes PE-specific treatment: Search for other causes
of haemodynamic instability primary reperfusion® of haemodynamic instability

CT = computed tomographic; PE = pulmonary embolism; RV = right ventricular.

?Includes the cases in which the patient’s condition is so critical that it only allows bedside diagnostic tests.

bApart from the diagnosis of RV dysfunction, bedside transthoracic echocardiography may, in some cases, directly confirm PE by visualizing mobile thrombi in the right heart
chambers. Ancillary bedside imaging tests include transoesophageal echocardiography, which may detect emboli in the pulmonary artery and its main branches, and bilateral
compression venous ultrasonography, which may confirm deep vein thrombosis and thus be of help in emergency management decisions.

“Thrombolysis; alternatively, surgical embolectomy or catheter-directed treatment (Section 5).




Suspected PE without shock or hypotension

Assess clinical probability of PE

Clinical judgment or prediction rule?

l

Low/intermediate clinical probability

or PE unlikely

l

D-d?mer
v !

negative positive

I

CT angiography

!
!

!

PE confirmed®

|

l

High clinical probability
or PE likely

Y
CT angiography
I

!

no PE

|

!

PE confirmed®

|

No treatment®

Treatment®

No treatment®
or investigate further?

Treatment®

CT = computed tomographic; PE = pulmonary embolism.

*Two alternative classification schemes may be used for clinical probability assessment, i.e. a three-level scheme (clinical probability defined as low, intermediate, or high) or a
two-level scheme (PE unlikely or PE likely). When using a moderately sensitive assay, D-dimer measurement should be restricted to patients with low clinical probability or a
PE-unlikely classification, while highly sensitive assays may also be used in patients with intermediate clinical probability of PE.Note that plasma D-dimer measurement is of limited

use in suspected PE occurring in hospitalized patients.
bTreatment refers to anticoagulation treatment for PE.

CT angiogram is considered to be diagnostic of PE if it shows PE at the segmental or more proximal level.
“In case of a negative CT angiogram in patients with high clinical probability, further investigation may be considered before withholding PE-specific treatment.




Age

Male sex

Cancer

Chronic heart failure
Chronic pulmonary disease
Pulse rape 2110 b.p.m.

Systolic blood pressure <100 mm Hg

Temperamre <36 °C

Alrered mental status

Arterial coxyhaemoglobin saturation <90%

Age in years
+10 points
+30 points
+110} points
*10 points
+20) points
+30 points
+20 points
+10 points

+4l) points

Class [:285 points

wery low 30-day mortality risk (0-1.6%)
Class II: 66-85 points

low marealicy risk (1.7-3.5%)

Class l1l: Bé~105 points
moderate mortality risk (3.2-7.1%)
Class IV: 106<125 points

high mortality risk (4.0-11.4%)
Class V: >125 points

wery high mortalicy risk (10.0-24.5%)

I poing (if age =BD years)
I poine
I poine

I paoine

0 points= 30-day mortality risk 1.0%
(95% C1000%—2.1%)

21 point(s)= 30-day mertality risk 10.9%
(95% C1 8.55%-13.2%)




Evpruoto and U/SH CT

U/S

* Atataomn AE kotMog

* RV/LV > 0.9

* Yroxivnoeio eAlevbepov toryouatoc AE kotliog
* Avénuévo jet amd v TpryAoyva

* shunt a6 AE mpoc AP

* EAev0epor OpouPor otn AE koo

CT
* Atdtaon AE koihioc RV/LV >0.9



Epyactnploka evpruoto

» BNP 1 NT-proBNP

» Tpomovivn




Intermediate

2TadI0TToINON KIVOUVOU

Intermediate—|ow

Shock or
hypotension

PESI class 111-¥
ar sPESI >[*

Signs of RY
dysfunction on an
imaging test®

Cardiac laboratory
biomarkers®

Either one (or none) positive®

Assessment optional; if assessed,
both negative®



Clinical suspicion of PE

4 Yes No l

Diagnostic algorithm Diagnostic algorithm
as in Figure 3 as in Figure 4

PE corfirmed
v

Assess clinical risk
(PESI or sPESI)

‘ PES! class -V PESI class -1

or sPESI 21 or PESI=0
Intermediate risk

Coesider further ‘
rigk seraufication ¢

RY function (echo or CT)"
Laboratory testing"*

Both positive One posaive
lo' both negative

: !
Intermediate-high risk Intermediate-low risk
! ! !
AJC; monitoring; AIC; consider early
Primary reperfusion consider rescue AIC; hospitalization* discharge and home
reperfusion’ treatment, if feasible’




Oepameia

Recommendations Ciass' | Lovel | Ref"

PE with shock or hypotension (high-risk)

It is recommended that intravenous

- anticoagulation with UFH be initiated

U FH 'n'll:ht::u.l'l; -:j{:la:r imn F:-.’l'l:n::r'lt:: ".-nl:h higl"la
risk PE.
. Thrombalkytic therapy is

. ®pOHB07\DGT] recommended.
Surgical pulmonary embolectomy is
recommended for patients in whom

C EHBO}\,SKTOI,LT] thrombolysis is contraindicated or has

failed.”

Percutaneouws catheter-directed

rrearment should be considered at an
alternative o surgical pulmonary
embolectomy for patients in whom
full-deose systemic thrombalysis is
cantraindicared or has faled,




Oepamela

Recommendations: acute treatment

High-risk pulmonary embolism
Anticoagulation with unfractionated heparin should be initiated without delay in patients with high-risk PE
Systemic hypotension should be corrected to prevent progression of RV failure and death due to PE
Vasopressive drugs are recommended for hypotensive patients with PE
Dobutamine and dopamine may be used in patients with PE, low cardiac output and normal blood pressure
Aggressive fluid challenge is not recommended
Oxygen should be administered in patients with hypoxaemia

Thrombolytic therapy should be used in patients with high-risk PE presenting with cardiogenic shock and/or persistent
arterial hypotension

Surgical pulmonary embolectomy is a recommended therapeutic alternative in patients with high-risk PE in whom thrombolysis
is absolutely contraindicated or has failed

Catheter embolectomy or fragmentation of proximal pulmonary arterial clots may be considered as an alternative to surgical
treatment in high-risk patients when thrombolysis is absolutely contraindicated or has failed




Streptokinase

Urokinase

Oepartreia

250 000 IU as a loading dose over 30 min, followed by
100 000 IU/h over 12—-24 h

Accelerated regimen: 1.5 million IU over 2 h

4400 1U/kg as a loading dose over 10 min, followed by
4400 IU/kg/h over 12—24 h

Accelerated regimen: 3 million IU over 2 h
100 mg over 2 h
or 0.6 mg/kg over 15 min (maximum dose 50 mg)




Absolute contraindications®

Haemorrhagic stroke or stroke of unknown origin at any time

Ischaemic stroke in preceding 6 months
Central nervous system damage or neoplasms

Recent major trauma/surgery/head injury (within preceding
3 weeks)

Gastrointestinal bleeding within the last month
Known bleeding

Transient ischaemic attack in preceding 6 months

Oral anticoagulant therapy

Pregnancy or within 1 week post partum

Non-compressible punctures

Traumatic resuscitation

Refractory hypertension (systolic blood pressure =180 mmHg)
Advanced liver disease

Infective endocarditis

Active peptic ulcer




[opevteptkn OVTIINKTIKT 0y@y
el VYNANG N EVOLAUETNC KAVIKNG
movoTNnTog

HXMB

[TopdAinAa e TV TAPEVTEPIK)
OVTUTNKTIKN ay®yn Evapén
Oepameiag e avTay®VIOTES
Brrauivne K (INR =2.5)

Rivaroxaban avti Tov
GLVOLOGLOV TOPEVTEPTKIG
OVTUTNKTIKNG + 0VOOTOAEN
Brrauivne K

Recommendations | Class® | Level” | Ref* |

PE without shock or hypotension (intermediate-or low-risk)?

Anticoagulation: combination of parenteral treatment
with VLA

Initiation of parenteral

anticoagulation is recommended

without delay in patients with

high or intermediate clinical

probability of PE while

diagnostic work-up is in

progress,

LMWH or fondaparinux is the

273,274,
281, 353

recommended form of acute

phase parenteral anticoagulation

for most patients.

In parallel to parenteral

anticoagulation, treatment with

a VEA is recommended,

targeting an INR of 2.5 (range

2.0-3.0).

Anticoagulation: new oral anticoagulants

As an alternative to the

combination of parenteral

anticoagulation with a VKA,

anticoagulation with rivaroxaban B
(15 mg twice daily for 3 weeks,

followed by 20 mg once daily) is

recommended,




A an aleernacive o the
combination of parenteral

- , . anticoagulation with a VEA,
Apixaban avti Tov cGuvévacuoy anticoagulaticn with apixaban
z z (10 mg twice daily for 7 days,
ﬂGpSVTSpIIKT]g (XV'C’UIT]KTIKT]Q i fallowed by 5 mg owice daily) is
avactoréa Brrapivng K recommended,
As an alternacive o YA
) . treatment, administration of
Dabigatran avti tov ovactoAéa Tne dabigatran (150 mg twice daily,
p or |10 mg owice daily for o1 A
BlTOLHWnQ K patients >80 years of age or 193, 2%
those under concomitant
verapamil treatment) is
Edoxaban avti tov avactoAéa TG recommended following acute-
i phase parenteral anticcagulation.
BW(WWT]Q K As an alvernative to WEA
treatment, administration of
) . edoxaban® is recommended
OXI yopnynon twv veotepmv following acute-phase parenceral
h e . anticcagulation.
OVTITTNKTIK®WV 6E€ OLCUEVELC LE Mew oral anticoagulants
VEPPIKN OVETAPKELOL {rhansoaban, spbalar, 293, 295~

dabigatran, edoccaban) are not 298
recommended in patients with -

severe renal HT'I&!I'I'I'IEFIL'




OXI Bpouporvon

Monitoring tov acOevov ue
EVOLAULEGOV — VYNAOD KIVODVOL
ITE ®ote 6€ TUYOV AULOOVVOILIKT)
actdfel va yopnynOet
OpouPBorvon N va yivel
eupolextoun av o Kivouvog
alpoppayiag eivor vynAog

Reperfusion treatment

Rouwtine use of primary sysoemic
thrombolysis is not
recommended in patients not
suffering from shock ar
hypotension.

Close rrn;mnr,:;!-rin_g is

recommended in patients with
inverrmediave-high risk PE w
permit early detection of
haemadynarmic decampensation
and timely initiation of ‘rescue’
reperfusion therapy.
Thrombelytic therapy should be
considered for patients with
intermediate-high-risk PE and
clinical sigms o haemodynamic
decompensaticn.

Surgical pulmonary
embolectomy may be
considered in intermedivte-
high-risk patients if dhe
angicipated risk of bleeding
under thrombolytic treatment is
high.*

Percutaneous catheter-directed
ereatment may be considered in
inpermediate- high-risk

patients if the anticipated risk of
bleeding under thrombalyric
treatment is hiEh.I




Y& aoBeveig pe younAov Kivovhvov
[TE => Xvvéyiomn tng peros
QVTUTNKTIKNG OYy®YNG GTO GTITL

Early discharge and home treatment

Matients with acute low-risk PE
should be considered for early
discharge and continuagon of
treatment at home if proper
CAUTEAtEnT Care and
anticcagulant treatment can be
provided.

217, 237,
347, 34%




1.0 :'r'lg.l'l:_g E'.IE:I"}' 12 heurs
Enoxaparin or

1.5 mg/kg* Once daity*
Tinzaparin I 175 Uikg ] Once daily

|0 1Lk Every |12 hours®
Dalteparin or

200 ILkg" Once daily®

86 IUkg Every 12 hours

Madroparin® or
171 Whilkg Chnce daily

5 mg (body weight <50 kg): Once daily
Fondaparinux | 7.5 mg (body weight 30-100 k2).
10 mg (body weight =100 kg)




DiATpo KAT® KOIANG PAEPROC

IVC flltars should be considerad In
patients with acute PE and absolute
contraindications to anticoagulation.
IV C filcers should be considerad In

case of recurrence of PE, despita
therapeutic levels of anticoagulation.

Routine use of IVC filters In patlents
with PE Is not recommended. il 4. 335







3 unvec oe aobeveic pe yvooto
OVOGTPEYILO TOPAYOVTOL

>e acOeveic e I1E yopic yvooto
TOPAYOVTIA KIVOUVOL OVTUTNKTIKI] 0Ly®YN
Y10 TOVAQYLOTOV 3 UNVES

[TapoteTapEvn YopNyNoN AVIITNKTIIKOV GE
acOeveic e mpmto enercoo1o 11E ywpic
YVOOTO TOPEyovVTO KIVOUVOL KOt YOLUNAO
Kivouvo apoppayiog

AVTITINKTIKT 0y®Y1] Y10 0OPLOTO YPOVIKO
odotnua oe acOeveic pe 2° enercooro IE
YOPIC YVOGTO TOPAYOVTIO KIVOUVOL

Toxtikn ekTipunon yio 10 KOGTOS — OQPELOG
TNG GUVEYIGMNC TNG AVTITNKTIKNG OyWYNG

[Recommendations | Class® Level |  Ref* |

Fer patients with PE
secondary vo a uransient
{reversible) risk factor, oral
anticoagulation is
recommended for 3 months.
For patients with unprovoked
PE. oral anticoagulation is
recammended for at lease 3
months,

Extended oral anticoagulation
should be considered for
patienes with a first episode
of unpravoked PE and low
bleading risk .
Antscoagulation treatment of
indefinite duration is
recormmended for patients
with a second episode of
unprovoked PE

Rivaraxaban (20 mg ance
daily}, dabigatran {150 mg
twice daily, or | 10 mg twice
daily for patients >B0 years of
age or those under
cancomitant verapamil
wreatrment) ar apoeaban (2.5
mg cwice dally) should be
considered as an alvernative
to VEM (except for patients
with severe renal imp;im'lcnt:l

if extended anticoagulation
treatment is necessary.”’

In patients who receive
extended anticoagulation, the
risk-benefic ratia of
Ear'lr.il'luir'lg such treatrment
should be reassessed ag
regular intervals.

383, 372374

295, 370, 371



Xe acBeveic pe IE ko kapkivo =>
HXMB vy tovg mpotovg 3-6 unvec

e acBeveic pe IE ko kapkivo =>
YOPNYNON CVTUTNKTIKIG Oy®YNG Yl
aOPIGTO YPOVIKO OLOGTNUO 1) LEXPL TNV
Oepameia Tov Kapkivoo

In patients wiho receive
extended anticoagulation, the
risk—benefic ratio of
|:-.‘.|r'|f.i|'|uir'|:g such preatrment
should be reassessed at
regular intervals.

In patients who refuse co ke
or are unable o olerate any
form of oral anticocagulants,
aspirin may be considered for
extended secondary VTE
prophylaxis,

For patsents with PE and
cancer, weight adjusted
subcutaneous LMWH should
be considered for the first 3
& months,

For patients with PE and
cancer, sxtended
anticoagulation (beyond the
first 3—& manths) should be
cansidered for an indefinite
period or until the cancer is
cured,

168, 369

178, 376, 37T
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