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2010

HYPERTENSION



SCREENING



USPSTF 2014 (UNITED STATES PREVENTIVE 

SERVICES TASK FORCE)

EVERY 2 YEARS FOR PERSONS WITH A BP OF <120/80 MMHG.

YEARLY IF BP IS 120-139/80-89



HMBP

When using home blood pressure monitoring (HBPM) to confirm a diagnosis of 

hypertension, ensure that: 

for each blood pressure recording, two consecutive measurements are taken, at least 1 minute 

apart 

With the person seated 

BP is recorded twice daily, ideally in the morning and evening 

blood pressure recording continues for at least 4 days, ideally for 7 days

*NICE 2011



HMBP

Discard the measurements taken on the first day and use the average value of 

all the remaining measurements to confirm a diagnosis of hypertension

*NICE 2011



HYPERTENSION: Diagnosis

Physical examination

Get the BP from both arms*

Repeat the BP after consult if initial BP is ≥ 140/90

Perform a neurologic exam

Perform a fundoscopic exam

*NICE 2011



HYPERTENSION: Diagnosis

*JNC 7



HYPERTENSION

❑ Diagnostic workup:

FBS

Urinalysis

Serum Creatinine

Serum K

Lipid profile (HDL, LDL, Total Cholesterol, TG)

12 L-ECG

*NICE 2011



Initiating Treatment

Age ≥ 60 yrs

SBP ≥ 150

DBP ≥ 90

Age <60 yrs

DBP ≥ 90

SBP ≥ 140

*JNC 8



Initiating Treatment

In the general nonblack population (ANY)

Thiazide-type diuretics

Calcium channel blocker (CCB)

ACE inhibitor

Angiotensin Receptor Blocker (ARB)

In the general black population

Thizide-type diuretic OR

CCB



Age ≥ 18 with CKD

Include an ACEI or ARB to improve kidney outcomes

Initiating Treatment



Treatment Goals

Age ≥ 60 yrs

SBP <150

DBP <90

Age <60 yrs

SBP <140

DBP <90 

Age ≥ 18 w/ CKD

SBP <140

DBP <90

Age ≥ 18 w/ DM

SBP <140

DBP <90



Modifying treatment

If BP goal is not achieved within 1 

month of treatment

Options

Increase the dose of the initial drug

Add a second drug

Add a 3rd drug if uncontrolled with 2 

drugs

◻ Do not use an ACEI 

and ARB combined

◻ If still uncontrolled 

with 3 drugs, 

antihypertensives 

from other classes 

can be used

◻ Referral to a specialist



Lifestyle Modifications in 

Hypertension

Healthy diet and regular exercise

Reduced alcohol consumption if excessive

Discourage excessive consumption of caffeine-rich products

Keep dietary sodium intake low

Smoking cessation

*NICE 2011



Differentiating Uncontrolled 

Hypertension; Hypertensive 

Urgency; Hypertensive 

Emergency





Risk Factors for end – Organ 

Damage



Initial Laboratories



Hypertensive Urgencies

Treatment Recommendations



Severe Uncontrolled Hypertension

Treatment Recommendations



Hypertensive Emergency

Hypertensive emergencies are characterized by severe elevations in BP 

(>180/120 mmHg)

Complicated by evidence of impending or progressive target organ dysfunction

Require immediate BP reduction (not necessarily to normal) to prevent or limit 

target organ damage



Hypertensive Emergency

Examples

Hypertensive encephalopathy

Intracerebral hemorrhage

Acute MI

Acute left ventricular failure with pulmonary edema

Unstable angina pectoris

Dissecting aortic aneurysm,

Eclampsia



Hypertensive Emergency

The initial goal of therapy in hypertensive emergencies is to reduce mean 

arterial BP by no more than 25 percent (within minutes to 1 hour), then if 

stable, to 160/100–110 mmHg within the next 2–6 hours

Excessive falls in pressure that may precipitate renal, cerebral, or coronary 

ischemia should be avoided.



American College of Cardiology/

American Heart Association, 2013

DYSLIPIDEMIA



Dyslipidemia

a.k.a High Cholesterol

Abnormal balance of fats (or lipids) 

circulating in the bloodstream

Manifested as elevation of plasma 

cholesterol, triglycerides (TGs), or 

both, or a low high-density lipoprotein 

level



Lifestyle Modification

• Cornerstone of treatment prior to and in concert with the use of 

cholesterol lowering drug therapies

1. Heart healthy diet

2. Regular exercise habits

3. Avoidance of tobacco products

4. Maintenance of a healthy weight



Four Major Statin Benefit 

Groups

ASCVD risk reduction clearly outweighs the risk of adverse 

events

1) with clinical ASCVD

2) primary elevations of LDL–C >190 mg/dL

3) diabetes aged 40 to 75 years with LDL–C 70 to189 mg/dL 

and without clinical ASCVD

4) without clinical ASCVD or diabetes with LDL–C 70 to189 

mg/dL and estimated 10-year ASCVD risk >7.5%



First Statin Benefit Group

• Clinical ASCVD includes the following patients:

1. Acute coronary syndromes, or a history of MI, stable or unstable angina

2. Coronary or other arterial revascularization

3. Stroke or TIA

4. Peripheral arterial disease presumed to be of atherosclerotic origin







Dyspepsia: Managing dyspepsia in adults in primary care

North England Dyspepsia Guideline Development Group

2004

DYSPEPSIA



DYSPEPSIA

❑ bloatedness, fullness, gnawing or burning

❑ epigastric area

❑ continously or intermittently

❑ more than 2 weeks

❑ chronic or recurrent

❑ associated with : anorexia, early satiety, 
belching, nausea, regurgitation, vomiting

❑ with or without alarm symptoms/signs



DYSPEPSIA: ALARM FEATURES

1. age at onset >55

2. weight loss

3. anemia

4. hematemesis

5. melena

6. hematochezia

7. dysphagia

8. odynophagia

9. persistent vomiting 

10. abdominal mass

11. jaundice

12. chronic NSAID intake

13. chronic alcohol intake

14. previous history of 

ulcer



DYSPEPSIA WITH ALARM

PATIENTS WITH ALARM FEATURES SHOULD UNDERGO UPPER 

ENDOSCOPY WITHIN 2 WEEKS



DYSPEPSIA: Treatment

Pharmacologic Treatment:

2-4 wks Proton Pump Inhibitors, 1 tab OD pre-
breakfast.

NSAIDS should be discontinued

Watch Out For: 

increased abdominal pain

alarm symptoms

absence of improvement after >7days of 
treatment



Proton Pump Inhibitors

❑ Omeprazole 20 and 40mg OD

❑ Esomeprazole 20 and 40mg OD

❑ Pantoprazole 40mg OD

❑ Rabeprazole 20mg OD

❑ Lansoprazole 15 and 30 mg OD



DYSPEPSIA: Non-pharmacologic 

Treatment

Small frequent feedings

Avoid skipping meals

Avoid alcohol, milk, tea, carbonated drinks, 

coffee, acidic food/beverages

Avoid smoking

Head elevation at bedtime

Last meal should be two hours before 

bedtime



The Philippine Clinical Guidelines on the Diagnosis 
and Management of Urinary Tract Infections In 
Adults  2004, The Philippine Clinical Guidelines on 
the Diagnosis and Management of Urinary Tract 
Infections In Adults  2013

Uncomplicated Urinary Tract Infection

URINARY TRACT 

INFECTION



URINARY TRACT INFECTION 

1. Acute Uncomplicated Cystitis

2. Acute Pyelonephritis

3. Asymptomatic Bacteriuria in Adults

4. Urinary Tract Infection in Pregnancy

5. Recurrent Urinary Tract Infection

6. Complicated Urinary Tract Infection

7. Urinary Tract Infection in Males



ACUTE UNCOMPLICATED CYSTITIS

❑ Dysuria, frequency or gross hematuria, with 
or without backpain

❑ Without symptoms of vaginitis, pyelonephritis, 
risk factors for subacute pyelonephritis or 
complicated UTI

❑ >100 CFU/mL; ≥5 wbc/hpf

❑ Standard urine microscopy is not a prerequisite 
for treatment.

❑ Pre-treatment urine culture and sensitivity is not 
recommended



ACUTE UNCOMPLICATED 

CYSTITIS

Nitrofurantoin macrocrystals 100 mg tab  

QID for 5 days 

OR

Fosfomycin 3g sachet in ½ glass water as 

SD (single dose) 



ACUTE UNCOMPLICATED CYSTITIS

Alternative treatment:

Ofloxacin 200 mg BID for 3 days

Ciprofloxacin 250 mg BID for 3 days

Levofloxacin 250 mg OD for 3 days

Co-amoxiclav 625 mg BID for 7 days 

Cefuroxime 250 mg BID for 7 days

Cefaclor 500 mg TID for 7 days

Cefixime 200 mg BID for  7 days



ACUTE PYELONEPHRITIS

❑ fever (>38C), chills, flank pain, CVA tenderness, nausea, 
vomiting ±lower UTI symptoms

❑ >10,000 CFU/mL; >5 wbc/hpf

❑ Urinalysis and gram stain are recommended

❑ Urine culture and sensitivity should be performed routinely to 
facilitate cost-effective use of antibiotics

❑ A non-pregnant patient without signs/symptoms of sepsis, 
adherent to treatment and likely to follow-up may be treated as 
outpatient.



ACUTE PYELONEPHRITIS

INDICATIONS FOR ADMISSION:

1. inability to maintain oral hydration or take 

medications

2. concern about compliance

3. Presence of possible complicating conditions

4. severe illness with high fever, severe pain, 

marked debilit and signs of sepsis



ACUTE PYELONEPHRITIS

Ceftriaxone 1 g IM/IV as single dose

PLUS

Oral medication



ACUTE PYELONEPHRITIS

DRUG DOSAGE DURATION

High resistance rates to 

TMP-SMZ, thus it is no 

longer recommended for 

empiric treatment; can 

ONLY be used when the 

organism is susceptible to 

it on culture and 

sensitivity test.

Aminopenicillins 

(amoxicillin or ampicillin) 

not recommended.

OFLOXACIN 400 mg BID 14 days

CIPROFLOXACIN 500 mg BID 7-10 days

LEVOFLOXACIN 250 mg OD 7-10 days



ASYMPTOMATIC BACTERIURIA IN 

ADULTS
• > 100,000 cfu/ml of one or more uropathogens in two 

(2) consecutive midstream urine specimen or in one 

catheterized urine specimen in the absence of 

symptoms attributable to UTI.

Screening:

• prior to genitourinary manipulation or 

instrumentation

• post-renal transplant patients up to the first six 

months

• diabetic patients with poor glycemic control

• ALL pregnant women



ASYMPTOMATIC BACTERIURIA IN 

ADULTS

❑ Any antibiotics for AUC can be used for treatment of ASB in the 

above group of patients

❑ 7-14 day course is recommended, except for pregnant women.

❑ Routine screening and treatment is not recommended for healthy 

adults. URINE CULTURE is the recommended screening test, but 

urine microscopy and gram stain may be used in the absence of 

culture.



UTI IN PREGNANCY

❑ > 100,000 cfu/ml of one or more uropathogens in 2 

consecutive midstream urine specimen or in one catheterized 

urine specimen in the absence of symptoms attributable to 

UTI.

❑ Must be screened on their first prenatal visit between 9-

17 wks AOG.

❑ URINE CULTURE of clean catch midstream urine is the test 

of choice.



UTI IN PREGNANCY

❑ Antibiotic treatment must be initiated upon 
diagnosis 

❑ Follow-up cultures one week after completing 
the course of treatment.

❑ Treatment

- Nitrofurantoin (not for those near term)

- Co-amoxiclav and cephalexin 

- Cotrimoxazole (not in the 1st and 3rd trimester)



RECURRENT UTI 

❑ Episodes of acute uncomplicated UTI 

documented by urine culture occurring 

>2x/yr in a non-pregnant woman without 

known urinary tract abnormality

❑ Treatment of individual episodes: 7-day 

treatment

❑ Prophylaxis (continuous and post-coital)



RECURRENT UTI: PROPHYLAXIS 

LOW DOSE DAILY SINGLE DOSE

NORFLOXACIN 200 mg HS 200 mg

TMP-SMZ 40/200 mg HS 40/200 mg

CIPROFLOXACIN 125 mg HS 125 mg

OFLOXACIN --------- 100 mg



COMPLICATED UTI

1. Presence of indwelling catheter or intermittent catheterization

2. Incomplete emptying of the bladder with >100 ml retained urine post-voiding

3. Obstructive uropathy due to bladder outlet obstruction, calculus and other 

causes

4. Renal transplant

5. Diabetes Mellitus

6. UTI in males, except in young males presenting exclusively with lower UTI 

symptoms



COMPLICATED UTI

❑ significant bacteriuria is >100,000 cfu/ml

❑ Urine sample for gram stain, culture and 

sensitivity testing pre-treatment is a MUST

❑ Recommendation for mild to moderate illness: 

oral fluoroquinolones for 7-14 days 

❑ A repeat urine culture after one to two weeks of 

therapy.



COMPLICATED UTI

DRUG  DOSAGE DURATION

NORFLOXACIN 400 mg BID 14 days

OFLOXACIN 200 mg BID 14 days

CIPROFLOXACIN 250-500 mg BID 14 days

LEVOFLOXACIN 250-500 mg OD 10 - 14 days



UTI IN MALES 

❑ Generally considered complicated.

❑ However, the 1st episode of symptomatic LUTS 

occurring in young (15-40 years old) otherwise 

healthy sexually active men with no clinical or 

historical evidence of structural or functional 

urologic abnormality is considered uncomplicated 

UTI.



UTI IN MALES 

❑ Significant pyuria is >5wbc/hpf in a clean catch 

midstream urine specimen.

❑ TREATMENT: 7-day antibiotic regimen of TMP-

SMZ or Fluoroquinolones may be used.



Global Strategy for Asthma Management 

and Prevention, Global Initiative for Asthma 

(GINA) 2014

BRONCHIAL ASTHMA



ASTHMA: 

Disease with many variations usually characterized by chronic airway 

infalmmation

2 key defining features

A history of respirstory symptoms such as wheeze, shortness of breath, chest tightness and 

cough that vary over time and in intentsity AND

Variable expiratory airflow limitation





ASSESSING ASTHMA CONTROL



ASSESSING ASTHMA CONTROL





Management



National Tuberculosis Control Program

Manual of Procedures (5th Edition)

Copyright 2014

PULMONARY 

TUBERCULOSIS



PRESUMPTIVE PTB



PRESUMPTIVE PTB



PRESUMPTIVE PTB

Chest x- ray Finding of PTB with or without 
symptoms irregardless of age

Presumptive PTB cases should undergo 
sputum microscopy /tuberculin test (childen)



CATEGORIES of PTB BASED ON HISTORY OF PREVIOUS 

TREATMENT



CLASSIFICATION



CLASSIFICATION



CLASSIFICATION



CLASSIFICATION



CLASSIFICATION



WHO 

Category

TB Patients Initial 

Phase

Cont. 

Phase

I New Smear (+) PTB;

New smear (-) PTB w/ extensive parenchymal 

involvement;

New cases of severe form of extrapulmonary TB

2 HRZE 4HR

II Sputum smear(+);

Relapse;

Treatment failure;

Treatment after interruption

2HRZES 

and 

1HRZE

5HRE

III New smear(-) PTB (other than Category I patients);

New less severe forms of extrapulmonary TB

2HRZE 4HR

TREATMENT: WHO REGIMEN



TREATMENT: DOH REGIMEN



TREATMENT: DOH REGIMEN



TREATMENT: ADVERSE REACTION 

MANAGEMENT



TREATMENT: SIDE EFFECTS



Recommended dosages



ExStandards of Medical Care in Diabetes 2015. 

DIABETES MELLITUS



DIABETES MELLITUS: 

Classification

Type 1 diabetes results from β-cell destruction, usually 

leading to absolute insulin deficiency

Type 2 diabetes results from progressive insulin secretory 

defect on the background of insulin resistance

Specific types of 

diabetes due to other 

causes

e.g., monogenic diabetes syndromes (such as 

neonatal diabetes), diseases of the exocrine 

pancreas (such as cystic fibrosis), and drug- or 

chemical-induced diabetes

Gestational diabetes 

mellitus 

diabetes diagnosed in the second or third 

trimester of pregnancy that is not clearly 

overt diabetes



DIABETES: Criteria for 

Diagnosis



DIABETES: Screening in Adults



DIABETES MELLITUS: 

Evaluation



DIABETES MELLITUS: 

Evaluation



DIABETES MELLITUS: 

Evaluation



DIABETES MELLITUS: 

Evaluation



DIABETES MELLITUS: Glycemic 

Control

Goals should be individualized based on duration of diabetes, age/life 

expectancy, comorbid conditions, known CVD or advanced microvascular 

complications, hypoglycemia unawareness, and individual patient 

considerations 



DIABETES MELLITUS: 

Treatment



DIABETES MELLITUS: 

Treatment

Consider starting at this stage when blood glucose is ≥300–350 mg/dL (16.7–

19.4 mmol/L) and/or A1C is ≥10–12%, especially if symptomatic or 

catabolic features are present, in which case insulin + mealtime is the 

preferred initial regimen



DIABETES MELLITUS: 

Treatment

Drug Compound Action

Biguanide Metformin ↓ Hepatic glucose production

↓ Intestinal glucose 

absorption

↑ Insulin action

Sulfonylureas

(2nd gen)

Glibenclamide

Gliclazide

↑ Insulin secretion

Meglitinides Repaglinide ↑ Insulin secretion

Thiazolidinediones Pioglitazone ↑ Peripheral insulin 

sensitivity

α-Glucosidase 

inhibitors

Acarbose

Miglitol

Slows intestinal 

carbohydrate digestion



DIABETES MELLITUS

A. OBESE PATIENTS                  

BIGUANIDES

➢ Metformin 500mg OD, BID, TID

➢ Optimal dose 1,500mg/day

➢ Starting dose: 500mg BID after meals



DIABETES MELLITUS

B. ELDERLY (>60 YEARS)

SULFONYLUREAS

Glipizide 2.5-30 mg OD or in divided doses

Gliclazide 80-240 mg OD or in divided doses

Glimepiride 1-4mg/day OD



DIABETES MELLITUS

ACE inhibitors and ARBs provide selective 

benefit in slowing decline in GFR in patients with 

higher levels of albuminuria

Two of three specimens collecte within a 3- to 6-month 

period should be abnormal before considerin a 

patient to have developed albuminuria



DIABETES MELLITUS

• Low-dose aspirin (75–162 mg/day) for primary 

prevention is reasonable for most men over age 

50 years and most women over age 60 years with 

one or more major risk factors (smoking, 

hypertension, dyslipidemia, family history of 

premature CVD, and albuminuria).



Vaccination

Annually provide an influenza vaccine to all patients with diabetes ≥6 months 

of age. 

Administer pneumococcal polysaccharide vaccine 23 (PPSV23) to all patients 

with diabetes ≥2 years of age. 

Adults ≥65 years of age, if not previously vaccinated, should receive 

pneumococcal conjugate vaccine 13 (PCV13), followed by PPSV23 6–12 

months after initial vaccination. 



Vaccination

Adults ≥65 years of age, if previously vaccinated with PPSV23, should receive 

a follow-up ≥12 months with PCV13. 

Administer hepatitis B vaccination to unvaccinated adults with diabetes who 

are aged 19–59 years.



Philippine Clinical Practice Guidelines on 

the Diagnosis, Empiric Management, and 

Prevention of Community-Acquired 

Pneumonia (CAP) in Immunocompetent 

Adults 2016 Update

COMMUNITY-ACQUIRED 

PNEUMONIA



COMMUNITY-ACQUIRED 

PNEUMONIA

acquired in the community within 24 hours to less than 2 weeks.

acute cough, abnormal vital signs of tachypnea (respiratory rate >20 

breaths per minute), tachycardia (cardiac rate >100/minute), and fever

(temperature >37.8ºC) with at least one abnormal chest finding of 

diminished breath sounds, rhonchi, crackles, or wheeze.



COMMUNITY-ACQUIRED 

PNEUMONIA

Clinical findings: 60-76% predictability

Uncommon presentations of CAP (i.e., minimal physical findings and 

extrapulmonary symptoms)



CAP: Chest Radiograph

A new parenchymal infiltrate in the chest 

radiograph remains the reference. CXR is a 

diagnostic standard for pneumonia.

A CXR may not be routinely done in patients 

strongly suspected to have CAP with the following 

conditions:

Healthy individuals or those with stable co-morbid 

conditions, and

Normal vital signs and physical examination findings, and

Reliable follow-up can be ensured.



CLINICAL FEATURES OF PATIENTS 

WITH CAP ACCORDING TO RISK 

CATEGORIES



Co-morbidities:

Chronic Obstructive Pulmonary diease

Diabetes Mellitus

Congestive Heart failure

Chronic renal failure

Chronic liver disease

Chronic alcohol abuse

Malnutrition



Algorithm for the management-oriented risk 

stratification of CAP among immunocompetent 

adults



EMPIRIC ANTIMICROBIAL THERAPY FOR 

CAP



EMPIRIC ANTIMICROBIAL THERAPY FOR 

CAP



EMPIRIC ANTIMICROBIAL THERAPY FOR 

CAP



EMPIRIC ANTIMICROBIAL THERAPY FOR 

CAP



EMPIRIC ANTIMICROBIAL THERAPY FOR 

CAP



DURATION OF ANTIBIOTIC USED BASED ON 

ETIOLOGY





WHAT TO REMEMBER!



CAP: Prevention

Influenza vaccination 

Pneumococcal vaccination for the prevention of invasive pneumococcal 

disease in adults. 

Smoking cessation



2012 PAPP Update in the Evaluation and 

Management of Pediatric Community-

Acquired Pneumonia

PEDIATRIC COMMUNITY-ACQUIRED 

PNEUMONIA



Age-Specific Normal Vital Signs

Age Heart Rate Blood Pressure
Respiratory 

Rate

Premature 120-170 55-75/35-45 40-70

0-3 mos 100-150 65-85/45-55 35-55

3-6mos 90-120 70-90/50-65 30-45

6-12mos 80-120 80-100/55-65 25-40

1-3yrs 70-110 90-105/55-70 20-30

3-6yrs 65-110 95-110/60-75 20-25

6-12yrs 60-95 100-120/60-75 14-22

12yrs 55-85 110-135/65-85 12-18



PCAP: Diagnosis

Patient presenting with cough and/or respiratory difficulty PLUS any of the 

following predictors of radiographic pneumonia:

Tachypnea as defined by WHO in a patient aged 3 months to 5 years; OR

Fever at any age; OR

Oxygen saturation less than or equal to 92% at room air at any age in the absence of co-existing 

illness



PCAP: Diagnosis

The presence of pneumonia should be determined using a chest radiograph 

in a patient presenting with

Cough and/or respiratory difficulty in the following situations:

Presence of dehydration aged 3 months to 5 years

Presence of severe malnutrition aged less than 7 years

High grade fever and leukocytosis aged 3 to 24 months without respiratory 

symptoms



PCAP: Risk Stratification



PCAP: Diagnosis

Patients under 5 years old [Grade B] and more than 5 years old [Grade D] who 

are classified as pCAP C but whose chest x-ray is without any of the following:

Effusion, lung abscess, air leak or multilobar consolidation

Oxygen saturation is ≥ 95% at room air

Can be managed initially on an outpatient basis



PCAP A or B: Treatment

For pCAP A or B, an antibiotic may be 

administered if a patient is
Beyond 2 years of age [Grade D]

With high grade fever without wheeze [Grade D]



PCAP A or B: Treatment

Amoxicillin [40-50 mg/kg/day, maximum dose of 
1500 mg/day in 3 divided doses for at most 7 
days] is the drug of choice
May be given for a minimum of 3 days [Grade A]

May be given in 2 divided doses for a minimum of 5 
days [Grade B]

Alternative

Azithromycin [10 mg/kg/day OD for 3 days or 10 
mg/kg/day at day 1 then 5 mg/kg/day for days 2-5, 
max dose of 500mg/day]

Clarithromycin [15mg/kg/day, maximum dose of 1000 
mg/day in 2 divided doses for 7 days]



PCAP C

For pCAP C, an antibiotic

Should be administered if alveolar consolidation on chest x-ray is present

May be administered if a patient is with any of the ff:

Elevated serum CRP [Grade A]

Elevated serum procalcitonin [Grade B]

Elevated WBC [Grade D]

High grade fever without wheeze [Grade D]

Beyond 2 years of age [Grade D]



PCAP C: Treatment

For a patient classified as PCAP C without previous antibiotic and who has 

completed the primary immunization against Haemophilus influenza type b,  

Penicillin G [100,000 units/kg/day in 4 divided doses] is the drug of choice

If a primary immunization against Hib has not been completed, intravenous  

Ampicillin [100 mg/kg/day in 4 divided doses] should be given



PCAP D: Treatment

For a patient classified as PCAP D, a 

specialist should be consulted.



THANK YOU!
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