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A survey of management of vulvar disorders
in the primary health care setting
in an urban area of England

OBJECTIVE To determine the frequency of consultation for vulvar diseases
in the primary health care setting, and their investigation and management
patterns, and to identify the training needs of general practitioners (GPs) in
vulvar disease. METHOD A survey was conducted using a 13-item questionnaire
handed out to GPs during their regional post-graduate seminars in the area of
Shropshire in the West Midlands in England. RESULTS Of 120 questionnaires
distributed, a total of 107 responses were received (response rate: 89.1%).
Of the participants, 67.3% reported that they see more than 5 patients per
month with vulvar symptoms, and 24.6% that they see more than 5 patients
per month with recurrent vulvar symptoms. The predominant symptom was
pruritus vulvae (77.5%), with 94.5% of practitioners considering lichen sclero-
sus as the most likely diagnosis. For recurrent pruritus vulvae a gynecological
referral was made in most cases (86%). In contrast, when there was vulvar
pain, only few practitioners would refer the patient to a gynecologist (8.4%)
or a dermatologist (17.3%). Only 41.1% of GPs had ever received any kind of
training, with all (100%) agreeing that formal training in the diagnosis and
management of vulvar diseases would benefit their care of their patients.
CONCLUSIONS This survey showed that a substantial number of women consult
their GP with vulvar symptoms. A variety of approaches were reported in the
diagnosis and management of these cases. All the GPs agreed that thereis a
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need for formal training in vulvar disease.

Community-based surveys show that about 20% of
women suffer from significant vulvar symptoms, such
as pruritus and pain, and may present changes in their
vulvar skin color and texture.” In the UK, patients with
vulvar disorders are initially diagnosed and managed in
the primary health care setting, and may then be referred
to a hospital-based clinic. Studies have been made of the
frequency of vulvar disorders in women in both the general
population and specialist dermatology or gynecology clin-
ics. Itis estimated that lichen sclerosus accounts for at least
25% of the women seen in vulvar clinics, with a reported
incidence of from 1/300 to 1/1,000 of all patients referred
to dermatology departments.” A large population-based
study identified a prevalence of vulvodynia of 8.3%, with
higher prevalence in younger women, and in those who
were married.?

In 2011, the Royal College of Obstetricians and Gyne-
cologists (RCOG) issued guidelines aimed at providing an

Accepted 2.10.2017

evidence-based framework for the general gynecologist,
with advice on when to refer patients with vulvar problems
to a specialist multidisciplinary team.’ In 2014, the British
Association for Sexual Health and HIV issued guidelines
with recommendations on the management of a range of
vulvar disorders that may be managed by genitourinary
physicians, with guidance about onward referral.? In spite
of this interest, the curriculum of the Royal College of
General Practitioners (RCGP) makes no mention of vulvar
disorders beyond requiring knowledge of pruritus vulvae,
and there is no formal requirement for GPs to learn about
vulvar conditions.?

A survey was carried out in the primary health care
setting to determine the frequency of vulvar disease en-
countered in general practice, and the investigation and
management patterns practised by the GPs, and to identify
training needs of the GPs in vulvar disease, as they are the
first point of contact for these patients.
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MATERIAL AND METHOD

A survey was made of the workload and management of vul-
var disease by GPs in the wider area of Telford and Shrewsbury in
Shropshire, in the West Midlands, UK. The survey was conducted by
the use of a 13-item questionnaire that had been developed and
used for data capture and analysis with regards to vulvar diseases
in the community”® (tab. S1). The questionnaire was distributed to
all the GPs during their monthly regional post-graduate seminars,
with no exclusions. The lead author (PK) at the start of these seminar
sessions explained to the GPs the purposes of this survey.

The responses to the questionnaire were recorded in a partici-
pant non-identifiable way on an excel spreadsheet. Quantitative
variables were presented as mean (+standard deviation, SD) and
median values (+interquartile range, IQR). Qualitative variables
were presented as absolute and relative frequencies.

P. KANDANEARACHCH]I et al

This survey did not warrant ethics approval from the local
institutional review board as it represented a data capture survey
of the GPs’ current practice, but it was conducted in line with the
Declaration of Helsinki (1975). Each participant gave informed
consent to participate in the survey by responding to and com-
pleting the questionnaire.

RESULTS

A total of 107 completed responses, of the 120 question-
naires that were handed out, were received (response rate:
89.1%). Of the respondents 49 (45.8%) were male and 58
(54.2%) female, with a mean duration in general practice
of 11.8+8.9 years (range: 1-35 years) and a median of 12
years (IQR=16). Regarding consultations for vulvar prob-

Table S1. The 13-item questionnaire that was used for the survey on vulvar disease.

Itemno Item description
1 Please tell us how many years you have been in GP practice (you are: male/female)

2 The number of women complaining of vulvar symptoms you may see on an average per month are: less than 5, less than 10, between
10 and 20, more than 20

3 The number of women complaining of recurrent vulvar symptoms you may see on an average per month are: less than 5, less than
10, between 10 and 20, more than 20

4 Vulvar complaints are of various natures. Please rate 1-4 according to the predominant symptom you may come across during your
practice: (a) Pruritus vulvae (itching), (b) vulvodynia (pain or burning sensation), (c) superficial dyspareunia (painful intercourse), (d)
lump or thickening of skin

5 Do you carry out a genital examination in patients presenting with vulvar symptoms: (a) Always, (b) sometimes, (c) occasionally, (d) never

6 If you do not examine them always how could you best describe the reasons for not examining? [You can select more than one response]:

(a) Satisfied with the patient’s history as examination may not in result additional information
(b) Examination of such nature is time consuming with no time to spare due to busy schedules
(c) Unavailability of chaperones

(d) Never had a formal training for examining vulvar conditions

(e) Others; please specify

7 When a patient presents with vulvar symptoms how often do you plan baseline investigations before treating them: (a) Always, (b)
sometimes, (c) occasionally, (d) never

8 Please indicate the type of investigations you may do in your practice with regard to vulvar diseases [You can select more than one
response]: (a) High vaginal swab, (b) Chlamydia swab, (c) urine analysis, (d) vulvar biopsy, (e) others [please specify]

9 If a patient presents with recurrent episodes of pruritus vulvae despite initial treatment, what do you think the likely possibilities are
[you can select more than one response]:

(a) Eczema, (b) recurrent candidiasis, (c) secondary infection, (d) lichen sclerosus, (e) vulvar vestibulitis, (f) vulvar intraepithelial neoplasia
[VIN]/vulvar cancer, (g) no diagnosis, (h) others [please specify]

10 When patients present with recurrent episodes of pruritus vulvae which do not respond to initial treatment, you may do: (a) Further
microbiological tests, (b) further empirical treatment [different antibiotics, steroid creams], (c) a gynecological referral, (d) a derma-
tological referral, (e) others [please specify]

11 A patient complains of pain in the vulva and your examination is essentially normal other than tenderness in the vulvar region. What
do you think the likely possibilities are? [You can select more than one responsel: (a) Recurrent candidiasis, (b) neuropathic pain, (c)
psychological cause, (d) lichen sclerosus, (e) no diagnosis, (f) others [please specify]

12 What further steps would you take in her case? [You can select more than one response]: (a) Reassure as there is no obvious cause
for her pain, (b) local analgesic/anaesthetic creams, (c) tricyclic antidepressants, (d) topical steroid, (e) referral for counselling, (f) a
gynecological referral, (g) a dermatological referral, (h) others [please specify]

13

During your training or career, have you had any kind of formal training with regard to management of vulvar diseases? Yes/no. If “yes",
please enumerate the type of training you have had. Do you think that going through a formal training could benefit your patient
care? (a) Strongly agree, (b) agree, (c) disagree, (d) strongly disagree

GP: General practitioner
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lems, 58/103 GPs (67.3%) reported that they see more than
5 patients per month with vulvar symptoms, and 26/106
(24.6%) that they see more than 5 patients per month with
recurrent vulvar symptoms (tab. 1).

The predominant symptom the participants reported
in their patients was pruritus vulvae (77.5%) with other
less frequent symptoms being vulvar skin changes, lumps
(8.5%), superficial dyspareunia (7.5%) and vulvodynia (6.5%).

The majority of GPs (74.7%) always carried out a genital
examination on patients presenting with vulvar symptoms.
If examination was not performed, the most common
reason was that the GP was satisfied with the patient’s
history and felt that the examination would contribute
no additional information at that time. In 81.2% of cases
baseline investigations were conducted, usually (>90%) a
high vaginal swab and a chlamydia swab (tab. 2).

When a patient presented with recurrent episodes of
pruritus vulvae despite treatment, the GPs considered the
underlying cause to be lichen sclerosus (94.5%), recurrent
candidiasis (84.6%), eczema (51.6%), vulvar vestibulitis
(26.4%), vulvar intraepithelial neoplasia (VIN)/vulval can-
cer (25.3%), secondary infection (23.1%), no diagnosis
suggested (9.9%) or other causes (4.4%) such as diabetes
mellitus or postmenopausal changes. In the case of recur-

Table 1. Workload of patients with vulvar problems seen at the general
practice surgery (n=107).

Item of questionnaire n (%)

Q2=The number of women complaining of vulvar
symptoms you may see on an average per month are:
Less than 5 45/103 (43.7)

40/103 (38.8)

12/103 (13.6)

(
6/103 (5.8)

Less than 10
Between 10 and 20
More than 20
Q3=The number of women complaining of

recurrent vulvar symptoms you may see on an

average per month are:

Less than 5 80/106 (75.4)

16/106 (15.1)
7/106 (6.6)
3/106 (2.8)

Less than 10
Between 10 and 20
More than 20
Q4=Vulvar complaints are of various natures.

Please rate the predominant symptom you may
come across during your practice:

(@) Pruritus vulvae (itching) 83/107 (77.5)
(b) Vulvodynia (pain or burning sensation) 7/107 (6.5)
(c) Superficial dyspareunia (painful intercourse) 8/107 (7.5)
(d) Lump or thickening of skin 9/107 (8.5)
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rence, the GPs would either make a gynecological referral
(86%) or continue with further empirical treatment (73.4%)
or further microbiological tests (67.1%) (tab. 3).

When a patient complained of vulvar pain with an
essentially normal genital examination, the participants
considered the underlying cause to be neuropathic pain
(67.9%), of psychological origin (61.7%), lichen sclerosus
(20.9%), or other causes such as recurrent candidiasis (1.2%).

Table 2. Examination and investigations performed by general practi-
tioners on patients with vulvar problems.

Item of questionnaire n (%)
Q5=Do you carry out a genital examination in patients
presenting with vulvar symptoms:
(a) Always 80/107 (74.7)
(b) Sometimes 23/107 (21.5)
(c) Occasionally 3/107 (2.8)
(d) Never 1/107 (0.9)

Q6=If you do not examine them always how could
you best describe the reasons for not examining?
[You can select more than one response]

(a) Satisfied with the patient’s history as
examination may not result in additional
information

77/107 (71.9)

(b) Examination of such nature is time consuming
with no time to spare due to busy schedules

13/107 (12.1)

(c) Unavailability of chaperones 14/107 (13.1)

(d) Never had a formal training for examining vulvar ~ 3/107 (2.8)
conditions

(e) Others; please specify 4/107 (3.8)*
Q7=When a patient presents with vulvar symptoms

how often do you plan baseline investigations

before treating them:

(a) Always 11/107 (10.2)

(b) Sometimes 76/107 (71.0)

(c) Occasionally 17/107 (15.9)

(d) Never 3/107 (2.8)
Q8=Please indicate the type of investigations you may

do in your practice with regards to vulvar diseases

[You can select more than one response]

(a) High vaginal swab 89/90 (98.9)

(b) Chlamydia swab 83/90 (92.2)

(c) Urine analysis 39/90 (43.3)

(d) Vulvar biopsy 33/90 (36.7)

(e) Others [please specify] 6/90 (6.7)**

* Q6: Others specified were: Patient declined, only examine if patient returns with
symptoms, refer to a female general practitioner (GP) rather than examining,
someone already done an examination

** Q8: Others specified were: Blood glucose test, HbA,c, testing for herpes, thyroid
function tests, renal/liver function tests, thread worms testing, autoimmune
tests, allergy tests, skin scrapings
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Table 3. Management of pruritus vulvae and vulvar pain by general
practitioners.

Item of questionnaire n (%)
Q9=If a patient presents with recurrent episodes
of pruritus vulvae despite initial treatment,
what do you think the likely possibilities are?
[You can select more than one response]
(a) Eczema 47/91 (51.6)
(b) Recurrent candidiasis 77/91 (84.6)
(c) Secondary infection 21/91 (23.1)
(d) Lichen sclerosus 86/91 (94.5)
(e) Vulvar vestibulitis 24/91 (26.4)
(f) Vulvar intraepithelial neoplasia [VIN]/ 23/91 (25.3)
vulvar cancer
(9) No diagnosis 9/91 (9.9)
(h) Others [please specify] 4/91 (4.4)*

Q10=When patients present with recurrent episodes
of pruritus vulvae which do not respond to initial
treatment, you may do:

(a) Further microbiological tests 53/79 (67.1)

(b) Further empirical treatment 58/79 (73.4)
(different antibiotics, steroid creams)

(c) A gynaecological referral 68/79 (86.0)

(d) A dermatological referral 12/79(15.2)

(e) Others [please specify] 3/79(3.8)
Q11=A patient complains of pain in the vulva

and your examination is essentially normal

other than tenderness in the vulvar region.

What do you think the likely possibilities are?

[You can select more than one response]

(a) Recurrent candidiasis 1/81(1.2)

(b) Neuropathic pain 55/81 (67.9)

(c) Psychological cause 50/81(61.7)

(d) Lichen sclerosus 17/81 (20.9)

(e) No diagnosis 5/81 (6.1)

(f) Others [please specify] 3/81 (3.7)**

Q12=What further steps would you take in her case?
[You can select more than one response].

(a) Reassure as there is no obvious cause 8/81 (9.8)
for her pain
b) Local analgesic/anaesthetic creams 9/81 (11.1)

47/81 (58.1)
37/81(45.7)

) Tricyclic antidepressants
d) Topical steroid

(
(
(
(e) Referral for counselling
(
(
(

6/81(7.4)
f) A gynaecological referral 68/81 (8.4)
g) A dermatological referral 14/81(17.3)
h) Others [please specify] 0/81 (0)

*Q9: Others specified were: Diabetes mellitus, postmenopausal changes,
psychological cause, psoriasis, lichen planus

** Q11: Others specified were: Vaginismus, lack of oestrogen, vulvar cancer, cysts/
abscess
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In the case of these patients, depending on the suspected
cause, the GPs would prescribe tricyclic antidepressants
(58.1%), or topical steroids (45.7%), or make a dermato-
logical referral (17.3%), with only 1 in 12 (8.4%) making a
gynecological referral (tab. 3).

Only 41.1% of the GPs reported any kind of formal train-
ing in the diagnosis and management of vulvar diseases,
and all participants agreed that formal training would
benefit their care of their patients (tab. 4).

DISCUSSION

This survey revealed that 67.3% of GPs see more than
5 patients per month with vulvar symptoms, and 24.6%
see more than 5 patients per month with recurrent vulvar
disease. This finding is in line with other survey findings in
England®and demonstrates the significant presentation
of vulvar disease among women in the community, and
therefore the importance of appropriate management at
the primary health care level.

The predominant symptom of women consulting the GP
in this survey was pruritus vulvae (77.5%), with the majority
of GPs (94.5%) establishing the clinical diagnosis of lichen
sclerosus. In contrast, there are reports that only 25% of
women seen in specialist vulvar clinics and 1/300-1/1,000
of women seen in dermatology clinics suffer from lichen

Table 4. Training of general practitioners in vulvar disease diagnosis
and management.

Item of questionnaire n (%)
Q13=During your training or career, have you had

any kind of formal training with regards

to management of vulvar diseases?

Yes 44/107 (41.1)

No 63/107 (58.9)
Do you think that going through a formal

training could benefit your patient care?

(a) Strongly agree 50/87 (57.4)

(b) Agree 37/87 (42.6)

(c) Disagree 0

(d) Strongly disagree 0

If“yes”, please enumerate the type of training you have had:

DRCOG (Diploma of the Royal College of Obstetricians and Gynecologists)
base teaching, diploma in dermatology, vulvar skin care updates, lectures,
training during gynecology clinic appointments; GPVTS (General Practice
Vocational Training Scheme) training, self-learning, dermatology updates

Other comments on training issues:

Some have suggested they are willing to sit in gynecology clinics
Some wanted brief not time consuming training

Some have suggested training for the general practice nurses
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sclerosus.” This difference between the numbers of women
with lichen sclerosus seen by GPs and those attending spe-
cialist clinics demonstrates the increased workload of vulvar
disease seen in the community and highlights the role of
the GP as the “gatekeeper”in the British health system.

This survey reported the frequency of vulvodynia,
described as pain or burning sensation of the vulva, at
6.5%. This is much lower than the 14% reported in other
community surveys in the past,®and the prevalence of
8.3% reported in large population-based studies.? This
divergence could be attributed to the varying population
characteristics among the different studies, and also to the
fact that the questionnaire used did not give a standard-
ized definition of vulvodynia. According to the most recent
definition from the International Society of Vulvar Diseases
in 2015, vulvodynia is a disorder characterized by ongoing
pain on the vulva of at least 3 months duration that lacks a
clearidentifiable cause. In the present survey, vulvodynia
was defined as the general sense of pain or burning in the
vulva (it was assumed that most GPs might not be aware of
the strict criteria of the definition of vulvodynia).

The majority of the GPs (74.7%) reported that they
always carried out a genital examination in women present-
ing with vulvar symptoms, and the vast majority of these
(>90%) also took a high vaginal swab and a chlamydia
swab as baseline investigations. These percentages are in
accordance with other community-based studies reporting
on the investigation patterns of GPs.®

In the case of women with recurrent episodes of pruri-
tus vulvae despite initial treatment, only 25.3% of the GPs
considered the possibility of VIN or vulvar cancer. Although
most vulvar conditions can be detected on clinical exami-
nation alone, when symptoms persist, onward referrals to
specialist clinics should be made to exclude malignancy.
It has been reported that VIN usually presents with severe
pruritus’ and that 12-17% of women undergoing surgical
treatment of VIN had clinically unrecognised vulvar cancer,
diagnosed only on histology.”?

The majority of GPs (67.9%) in the survey considered
neuropathic pain mechanisms as the underlying cause of
vulvar pain in women with an essentially normal genital
examination. In this case, they would treat the women with
neuropathic pain agents and in only a few cases would
consider a dermatological referral (17.3%) or gynecological
referral (8.4%). The etiology of vulvodynia is still basically
unknown, reflected in the multiple treatment modalities
available and the reports that no specific treatment method
has been shown to have any greater benefit over another.>'
Multiple mechanisms of neurogenic inflammation have
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been considered as an explanation for this disorder but
further research is required.”’-’> This survey revealed that
the GP participants had a reasonably good understanding
of vulvar pain disorder, as their diagnosis of neuropathic
pain corresponded with literature reports.

In a retrospective review of women with vulvar cancer
reported, it was suggested that suboptimal primary care
and the failure of knowledge and appropriate examination
by GPs may be a contributing factor to an increased rate of
vulvar cancer.” In that review, the majority of women had
had chronic vulvar irritation with abnormal vulvar skin for
many years, with 31% having had more than three consul-
tations relating to vulvar symptoms more than 6 months
before the diagnosis of cancer was made.’ Despite these
reports, the RCGP has no formal accredited training process
for vulvar disease at present, beyond requiring knowledge
of pruritus vulvae.?In addition, there are no knowledge,
skill or competence requirements for practice nurses on
vulvar conditions. In contrast, other professional bodies,
including the RCOG and the British Association for Sexual
Health and HIV, have issued guidance on the management
of women presenting with vulvar disease.”? The present
survey identified a significant training need amongst GPs,
as only 41.1% of the participants in the survey reported
having had any kind of training, and all participants agreed
that a formal training in vulvar disease would benefit the
care they provide for their patients.

There are certain limitations in this study to be con-
sidered. First, this was a data capture survey among GPs
in the urban area of Shropshire in the West Midlands
in England. The study population was GPs attending a
monthly regional postgraduate seminar and therefore
was a selected population that may not be representative
of all GPs. This may have introduced a selection bias and
the same survey in another community with different GPs
and population characteristics might have yielded differ-
ent results. It was impossible to compare characteristics
of the participating GPs to assess the degree of potential
bias. Second, the questionnaire used for the survey had
already been referenced’ in an attempt to document
the practice of the diagnosis and management of vulvar
disease in the community, and for this reason its psycho-
metric properties were not retested. The strength of this
survey is that it captured, in a way that was simple and
easy to comprehend, the frequency of vulvar disease in
the community, and the investigation and management
patterns of the GPs, and most importantly, it highlighted
their training needs on vulvar disease.

In conclusion, this survey confirmed that substantial
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numbers of women present with vulvar symptoms in
primary care. GPs employ a variety of approaches to the
diagnosis and management of these vulvar skin conditions.
There is a consensus among GPs that they have a need for
formal training in vulvar disease.

P. KANDANEARACHCH]I et al
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MEPINAHYH

MEeA£TN TOU TPOTIOU S1aXEIPIONG TWV TIEPICTATIKWY YUVAIKWV PE TAOROELG atdoiou
otnv MpwtoRdaduia wpovtida vyeiag g pia acTIKN) TTEPLOX) oTNV AyyAia
P. KANDANEARACHCHI, B. SAHU, A. ANTQNAKOY, A. MAMOYTZHX
Department of Obstetrics and Gynecology, Shrewsbury and Telford Hospital NHS Trust, Shrewsbury,
Hvwuévo Baoileio

Apxeia EAAnvIKkriG latpikric 2018, 35(3):405-411

ZKOMOX H peAéTn TNG ouxvOTNTAG TWV TAOROEWV TOU Ald0I{0U, TWV OXETIKWV TTAPAKAIVIKWYV EEETACEWYV KAl TOU TPO-
TTOU SIAXEIPIONG AUTWV TWV TIEPIOTATIKWY OTO TMAAIC10 TNG TPpwToRdBuag @povTtidag vyeiag. Emiong, n avixvevon Tuxov
AVAYKWYV EKTTAIGEVONG TWV YEVIKWV 1ATPWYV OTIC TAOoelg atdoiov. YAIKO-MEO®OAOX NpoKeltal yla HEAETN N omoia
SlevepyriOnNKe PE TN XPrion EpwTnMaAToAoyiov, amoTteAoVpeVOU armd 13 epwTAOELS, TO ommoio SOONKe o€ YeVIKOUG La-
TPOUG KaTA TN S1dPKELa EKTTAISEVTIKAG NUEPISAG Toug otnv eploxr Shropshire West Midlands. AMOTEAEZMATA Eyi-
ve cuN\oyn 107 epwtnuatoloyiwv amod éva cUVolo 120 epwTNHATOAOYIWV TTOU polpdoTnKav (avtamokpion: 89,1%).
To 67,3% TWV CUPHETEXOVTWY avépepav OTL e€€talav >5 aobeveig Tov punva pe madnoelg atdoiou, Kat 0Tl HOVO TO
24,6% £&€t1ale >5 aoBeveic Tov prjva Pe UTTOTPOTTIIACOVTA CUMTITWHATA TTABACEWV Tou atdoiou. To KupPiapXO CUUTTTW-
Ha HETAEY TWV YUVALIKWV ATAV KVNOUOG atdoiou (77,5%), e TO 94,5% TwV YEVIKWV LOTPWV Va Bewpei 6TL 0 OKANPUVTI-
KOG AEIXVAG ammOTEAEL TN ouxvoTtePn SiAyvwaon. STnV MePIMmTwon uoTPoTAlovTog KvnopoL aldoiov, n acOevig ma-
PATTEUTTOTAV OE YUVALIKOAOYO OTNV MAEIOYN@Ia TWV TTEPIMTWOEWV (86%). AvTiBeTa, o€ mepinTwon aitdoloduviag poévo
HIKPOG aplOPOC YEVIKWV 1ATPWYV TIAPETTEUTIE TNV ACOEVH O€ YUVAIKOAOYO (8,4%) 1| o€ Sepatoldyo (17,3%). Mévo to
41,1% TWV YEVIKWV 1laTpWV €NaE KATTOI0G MOP PN G EKTTaidevon oTIG MABroelg atdoiou, Pe TO GUVOAO TWV YEVIKWYV La-
TPWV (100%) Va CUUPWVEL OTL KATTOLO ETTICNUO TIPOYpPAuUa ekmaidsuong otn Sidyvwon Kat otn Ogparneia Twv madn-
oewv aiboiou Oa emépepe OPeNOG 0TN PpPovTida Twv acBevwy Tous. EYMMEPAZMATA H mapouoa pelétn £8etée OTL
UTTAPXEL OAOEVA AUEAVOUEVOG APLOPOG YUVAIKWY HE TTABROELG aldoiou, Ol OTToIEG TTPOCEPYXOVTAL OTNV TTPWTORAOULIa
@povTida vyeiag. Emiong, @Aavnke Tl UTTAPXEL TTOIKINOHOP@IA TPOTIWV TIPOCEYYIONG WG TTPOG TN Sidyvwon Kat tn Oe-
pamneia Twv mMabrioewv atdoiov amd Toug YeVIKOUG 1ATPoUG. ‘OOl Ol YEVIKOI 1aTpoi cupPwVNoav OTL UTTAPXEL AVAYKN
yla emionun ekmaidguon otig mabroslg aidoiov oto MAAioLo TNG MPWToRAduLIag ppovTidag vyeiag.

...............................................................................

..........................................................................

Né&erg evupeTnpiou: Aildoloduvia, Kvnoudg aidoiov, Mabriceig atdoiov, MpwtoBdbuia ppovtida vyeiag
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