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Summary

Venous thromboembolism (VTE) risk persists for several weeks fallow-
ing high-risk orthopaedic surgery (HROS). The ETHOS registry evaluated
post-operative VTE prophylaxis prescribed, and actual VTE prophylaxis
received, compared with the 2004 American College of Chest Phys-
icians (ACCP) guidelines in HROS patients. We performed a subanalysis
of ETHOS to assess patient compliance with ACCP-adherent prophylax-
is after discharge and the factors predicting poor compliance. Consecu-
tive patients undergoing hip fracture surgery, total hip arthroplasty, or
knee arthroplasty were envolled at discharge from 161 centres in 17
European countries if they had received adequate in-hospital VTE pro-
phylaxis. Data on prescribed and actual prophylaxis received were ob-
tained from hospital charts and patient post-discharge diaries. Good
compliance was defined as percentage treatment intake 280% with no
more than two consecutive days without treatment. A total of 3,484 pa-
tients (79.4%) received ACCP-adherent anticoagulant prescription at
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Introduction

The risk for venous thromboembolism {VTE} persists for several
weeks following high-risk orthopaedic surgery (HROS}) (1, 2). Fx-
tended-duration post-operative thromboprophylaxis has been
shown to reduce the risk of VTE in high-risk subjects (1,3-6),and
current guidelines on prevention of VTE recommend that patients
undergoing HROS receive pharmacological thromboprophylaxis
that extends well beyond discharge from hospital (7). There are,
however, known difficulties associated with achieving good patient
compliance with long-term treatment regimens (8), particularly
with those designed to avert or reduce risk for clinical events (9,
10}, and patient non-compliance to prescribed treatments is com-
mon (11).

Few studies have assessed patient compliance with VIE prophy-
laxis after hospital discharge suggesting that patients can learn to
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discharge and 2,999 (86.0%) had an evatuable patient diary. In total,
87.7% of evaluable patients were compliant with prescribed treatment
after discharge. The most common reason for non-compliance (33.4%)
was "drug was not bought”. Injection of treatment was not a barrier to
good compliance. Main factors affecting compliance related to pur-
chase of and access to treatment, patient education, the person respon-
sible for administering injections, country, and type of hospital ward at
discharge. Within our study population, patient compliance with ACCP-
adherent thromboprophylaxis prescribed at discharge was good. Im-
provements in patient education and prescribing practices at discharge
may be important in further raising compliance levels in high-risk or-
thopaedic surgery patients.
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self-administer treatments and comply with thromboprophylactic
regimens, including those involving injectable therapies (12, 13).
The Evaluation of duration of THromboembolic prophylaxis
after major Orthopaedic Surgery (ETHQS) registry was a prospec-
tive, multinational, observational study designed to investigate real-
world compliance with 2004 American College of Chest Physicians
(ACCP} recommendations for providing thromboprophylaxis to
orthopaedic surgery patients at high risk for VTE (14, 15). To avoid
including patients who received no form of prophylaxis in the study,
we evaluated only the post-operative and at-discharge thrombopro-
phylaxis prescribed to inpatients who received effective VTE prophy-
laxis during hospitalisation after HROS (as judged by the treating
physician), and the prophylactic treatment actually received by the
patient. This registry included data from 17 European countries, and
captured information on the thromboprophylaxis received by more
than 4,000 patients. The ETHOS registry showed that ACCP-recom-
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mended VTE prophylaxis (ACCP-adherent) was prescribed for 228
days to approximately 63% of patients undergoing hip surgery (hip
fracture surgery |HFS] or total hip arthroplasty [THA]), and for 210
days to approximately 90% of patients undergoing knee arthroplasty
(KA) (15, 16 in this issue).

This subanalysis of the ETHOS study aims to assess patient
compliance with ACCP-adherent VTE prophylaxis prescribed at
discharge, and to identify predictive factors for poor compliance.

Methods
Patients and study design

The complete methodology of the ETHOS registry — including
centre participation, planned sample size, patient eligibility crite-
ria and enrolment, data collection and assessment — has been de-
scribed in detail previously ([16] in this issue). Briefly, patients
from 161 randomly selected orthopaedic wards in 17 European
countries were considered eligible at hospital discharge for enrol-
ment in the ETHOS registry if they were aged 218 years, had
undergone HES, THA, or KA in the previous six weeks, and had re-
ceived in-hospital prophylaxis.

The day of surgery was considered as day 1 of the study. The
total post-operative VTE prophylaxis prescribed (in-hospital plus
at-hospital discharge} was obtained from case-report forms col-
lected at hospital discharge {the first patient visit). Patients had to
complete a daily diary after hospital discharge and until the next
follow-up patient visit { planned 4—6 weeks after surgery; see Suppl.
Appendix 1 available online at www.thrombosis-online.com},
which provided data on thromboprophylaxis actually received
(daily intake of thromboprophylaxis} by patients.

Data were collected on all aspects of VTE prophylaxis pre-
scribed during hospitalisation and at discharge, such as person ad-
ministering any injectable mode of prophylaxis, any mechanical
methods of prophylaxis used, and any reasons for not receiving/
taking pharmacological prophylaxis as prescribed {see Suppl. Ap-
pendix 1 available online at www.thrombosis-online.com). The
ETHOS registry did not collect information on VTE and bleeding
outcomes, as this was not an objective of the study. The ETHOS
study was conducted in accordance with the Declaration of Helsin-
ki and the Guidelines for Good Epidemiology Practice. Locally ap-
pointed ethics committees approved the study research protocol,
and informed consent was obtained from all patients.

Compliance evaluation

Information from patient diaries was used to collect data on actual
prophylaxis received. Compliance analysis was performed in those
patients prescribed with an ACCP-adherent prophylaxis (i.e.
thromboprophylaxis as recommended and detailed in the 2004
ACCP guidelines [14]) at hospital discharge, who had evaluable
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diary data. The ACCP-adherent anticoagulant prophylaxis was de-
fined as patienis receiving a low-molecular-weight heparin
(LMWH), unfractionated heparin (UFH), for HFS, fondaparinux,
or a vitamin K antagonist (VKA), Patient compliance was calcu-
lated as the number of days covered with treatment during the pre-
scription period, over the prescription duration at discharge, ex-
pressed as a percentage. Good compliance was defined as a percen-
tage of treatment intake 280% with no more than two consecutive
days without treatment (16). The proportion of patients com-
pliant with post-discharge prescription was evaluated and two-
sided 95% confidence intervals (Cls) were calculated. For non-
compliant patients with <80% treatment intake, the following
three categories were assessed: no treatment taken; compliance
<50%; and compliance rates from 50% to <80%.

The number of days, and reasons for not taking the prophylac-
tic treatment, were extracted from patient diaries, and were rec-
orded overall for non-compliant patients. The investigator was
also asked to assess reasons for patient non-compliance, and to
specify the main reasons assumed for recorded differences between
the VTE prophylaxis prescribed compared with the treatment ac-
tually received by the patient (see Suppl. Appendix 1 available on-
line at www.thrombosis-online.com).

Predictors of compliance

The assessment of predictive factors for poor compliance was
made by univariate — with Chi square tests — and multivariate ana-
lyses — stepwise logistic regression where a p-value of 0.20 was
required for entering the analysis and a value of (.05 for retaining
the variable in the model. The odds ratios (ORs) and associated
95% CIs for having a poor compliance were determined.

The variables used in the analyses included the following pa-
tient characteristics: age (< 57 years; 57-<67 vears; 67—-<74 years;
>74 years), gender, obesity (body mass index 230 kg/m?2}, level of
education {1-9 years; 10-12 years; 13-16 years; > 16 years; un-
known), employment status (working full or part time; not work-
ing), preoperative American Society of Anaesthesiologists Grade
status (no chronic condition or mild chronic problems; severe or
incapacitating chronic problems), type of surgery, type of prophy-
laxis at discharge (LMWH without VKA; LMWH with VKA; other
injectable without VKA; VKA alone), destination after discharge
prescription (home; other), and prescription disposition (self-in-
jection; injection performed by a relative; injection performed by a
nurse) for patients receiving an injectable treatment; and hospital
characteristics: urban/rural location, private/public funding,
teaching hospital, number of interventions performed per year,
and country (univariate analysis only).

Patients receiving oral VKA treatment alone {n = 137) were ex-
cluded from the multivariate analysis only since the prescription
disposition relating to self-injection/injection performed by a
relative or nurse could not be applied to oral treatment.

Analyses were performed with SAS statistical software, version
8.2 (SAS Institute Inc., Cary, NC, USA).

Thrombosis and Haemostasis 107.2/2012

— v i



282

Bergqvist et al. Post-discharge compliance to VTE prophylaxis

100 94
°©
ﬁ P 90
EE 807
% g 701
(%)
HE o
QD2 i
: 3% 50 Figure 1: ACCP-adher-
.g .g £ 40 7 ent anticoagulant pro-
BET 4y phylaxis regimens pre-
o= scribed at discharge,
28 207 ACCP, American College
%E 10 a9 of Chest Physicians;
a P 1.1 0.9 0.08 LMWH, low-molecular-
T ' ' ' ! weight heparin, UFH, un-
LMWH alone VKA Fondaparinux ~ LMWH plus VKA UFH fractionated heparin; VKA,
vitamin K antagonist.
Results com}. Among patients prescribed with ACCP-adherent phar-
macological prophylaxis, 94% received LMWH monotherapy,
Patients 3.9% VKA, 1.1% fondaparinux, 0.9% LMWH plus VKA, and

The ETHOS study recruited patients from 161 orthopaedic wards
in 17 European countries. In total, 4,388 HROS patients were eli-
gible for the analysis of prophylaxis prescribed (see Suppl. Appen-
dix 2 available online at www.thrombosis-online.com). Patient
characteristics have been described previously (15, 16). Briefly, the
mean patient age was 65.3 vears (X 12.5 years) and 64.8% of pa-
tients were female. Total mean hospitalisation duration of patients
was 12.7 £ 6.6 days for those undergoing KA, 14.8 £ 6.9 days for
those undergoing THA, and 17.8 + 8.8 days for those undergoing
HEFS. The majority of patients (84.7%) were discharged home fol-
towing HROS.

Prophylaxis prescribed at discharge

Among eligible patients, 3,484/4,388 (79.4%) received an ACCP-
adherent type of anticoagulant prescription at discharge (see
Suppl. Appendix 2 available online at www.thrombosis-online.

0.09% received UFH (P> Fig. 1}. The median duration of prophy-
laxis prescribed at discharge was 21 days (range, 1-180 days) for
both KA and THA, and 30 days (range, 2-60 days) for HFS.

Patient compliance

Among the 3,484 patients considered for the compliance analysis,
2,999 {86%) had an available and evaluable patient diary, whereas
485 (14%) did not (see Suppl. Appendices 1 and 2 available online
at www.thrombosis-online.com). For the overall evaluable popu-
lation analysed for compliance (i.e. those with evaluable diaries;
n = 2,999}, the mean percentage of treatment taken during the pre-
scription period was 91.5% (standard deviation, 18.8). Among the
485 patients with missing diaries, 227 patients (47%) attended the
follow-up visit 4-6 weeks after the surgery. According to the inves-
tigator, 80% (176/220) of these patients were compliant to the pro-
phylaxis prescribed. The proportion of patients compliant to the
prophylaxis prescribed at discharge and the reasons for non-com-

Table 1: Compliance

S ' gfism) with ACCP-adherent.
Compliance,n (%) B T Hon and ressons for
Yes 672 (85.9) 1,365 (87.7 592 (89.6) 2,629 (81.7) non-compliance.
{95% Cl) {83.3-88.2} [86.0-89.3] [87.0-91.7] [86.4-88.8]
Reasons for non-compliance, n (%) - o |
<80% of treatment intake 105 (13.4) 188 (12.1) 68 {10.3) 361 (12.0)
>2 consecutive days without 5 {0.6) 3{0.2) 1{0.2) 9(0.3)

treatment

ACCP, American College of Chest Physicians; THA, total hip arthroplasty; HFS, hip fracture surgery; KA, knee arthroplasty.
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Figure 2: Patient non-
compliance. A) Reasons
for missing a dose (during
the prescription period} in
non-compliant patients as
reported in patient diary
(description of the 1,355
days for which a reason
for missing treatment was
provided}. B) Reasons for
patient non-compliance as
assessed by the investi-
gator.
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pliance are described in P Table 1. In total, 87.7% (95% CI
86.4-88.8%) of patients that underwent major orthopaedic sur-
gery (n = 2,629) with evaluable diary data were compliant and re-
ceived ACCP-adherent post-hospital discharge thromboprophyla-
xis, while 12.3% (n = 370) were non-compliant (see Suppl. Appen-
dix 2 avatlable online at www.thrombosis-online.com).

Among the 12.3% non-compliant patients, in the majority of
cases the main reason for failing to meet compliance criteria was
treatment intake <80% (n = 361; 12.0%), while in 0.3% of cases (n
= 9) the reason for non-compliance was more than two consecu-
tive days with no treatment intake (P Table 1). Among the non-
compliant patients defined as those with <80% treatment intake, 1t
was found that 13% had taken no treatment, 26% had taken <50%
of prescribed treatment intake, and 61% had taken =50% to <80%
of their prescribed treatment intake {see Appendix 2 available on-
line at www.thrombosis-online.com).

Within the total group of non-compliant patients {n = 370),in-
formation from patient diaries showed that there were 8,355 days
for which a prescription was made. Of these, no intake was rec-
orded in 22% of days, and a reason for missing the treatment was
reported in 16% of days. The most common patient-reported rea-
son for missing a daily dose during the prescription period
{33.4%}) was that the “drug was not bought”, Other main reasons

for missing doses cited by patients were that no prescription was
made, or that the drug was not available (W Fig. 2A).

When the compliance was assessed by the investigator, a slightly
higher rate of overall compliance was ohserved compared with the
reported patient compliance (93.5% vs. 87.7%, respectively). Fur-
thermore, investigators reported different reasons for non-com-
pliance compared with those reported by patients. The main rea-
sons for non-compliance as defined by investigators were econ-
omic/reimbursement reasons (28.2%), and that there was no phar-
macy and/or that drug was unavailable to patients (16.3%) (® Fig.
2B).

Univariate and multivariate analyses: predictors of
compliance

The univariate analysis showed that compliance with ACCP-ad-
herent thromboprophylaxis was influenced by a number of factors.
The level of the patient’s education was found to affect compliance:
compliance was lower among patients with longer educations
(10—12 years and 13-16 years) compared with those with only 1-9
years of education. Compliance was influenced by the planned

Compliance

Yes No

Level of education N = 2492 N = 356

1-9 years (reference) 1105 (89.8%) 125 (10.2%)

Odds ratio (95% CI)

1.40 (1.07-1.84)

I 2.04 (1.52-2.74)

10-12 years 775 (87.0%) 116 (13.0%)
13-16 years 403 (81.6%) 91 {18.4%)
>16 years 120 (90.9%) 12 {9.1%)
Unknown 84 (87.5%) 12 (12.5%)
Prescription disposition

Self injection (reference) 1119 (80.0%) 125 (10.0%)

Relative 502 (88.1%]) 68 (11.9%)

Nurse or other 866 (84.2%) 163 (15.8%)

F 0.97 (0.52-1.81)

1.37 (0.73-2.60)

1.23 (0.90-1.69)

N

1.72 {0.90-1.69)

0

Compliance better

I 1
1 2 3

Compliance worse

Figure 3: Multivariate analysis of the predictive factors for poor compliance.
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management of injections, and was lower when injections were ad-
ministered by a nurse compared with administration by a relative
or by self-injection. The type of hospital ward affected compliance:
compliance was lower in patients discharged from hospitals in a
rural location (compared with urban), in teaching hospitals, and in
hospitals employing a specific VTE protocol during hospitali-
sation. The univariate analysis found that compliance was not in-
fluenced by patient demographics, the type of intervention used,
the type of treatment prescribed at discharge (LMWH alone, other
injectable alone, VKA alone, or combined LMWH and VKA), the
patient destination after discharge, or the level of training given for
treatment by injection.

The multivariate analysis showed that predictive factors for
poor compliance were secondary school education (10-12 years
and 13-16 years; education after age 16 years slightly improved
comphiance but was still lower than the reference level of primary
education, 1-9 years), and injections performed by someone other
than the patient (P Fig. 3).

Discussion

The ETHOS registry is the first prospective, observational study in
a large cohort of patients who have undergone major orthopaedic
surgery to provide “real-life” data on VTE prophylactic practices in
European countries (15, 16), and the first to report on patient com-
pliance with post-discharge VTE prophylaxis. In these patients at
high risk for VTE, compliance with ACCP-adherent thrombopro-
phylaxis was good, with 87.7% of patients with available diary in-
formation taking >80% of the medicines prescribed to them fol-
lowing their discharge from hospital. The study also noted that
even among patients with missing diary information, 50% at-

tended their four- to six-week follow-up visit after surgery, and
while this group was excluded from the analysis reported here,
compliance with prophylaxis in these patients was good, at 80%.

In the group of non-compliant patients, the main reasons
identified by patients and investigators for not complying with the
prescribed treatment were that the “drug was not bought” and
“economic reasons” or that there was “no pharmacy/drug not
available”. This suggests that differences in the availability of VTE
prophylaxis may be partly due to the reimbursement policies of
countries included in the ETHOS study. In the analysis reported
here, among the patients in ETHOS who were prescribed an
ACCP-adherent regimen at discharge, compliance was generally
good across the participating countries (P Fig. 4) despite the fact
that there are known to be great country-to-country differences in
the level of compensation by health insurances for guideline-rec-
ommended injectable therapies, such as the LMWHs (the most
commonly used form of prophylaxis in ETHOS - prescribed to
949% of patients).

Only a small proportion of patients were non-compliant be-
cause of “discomfort” or “self-injection not possible™ This suggests
that the prescription of an injectable treatment for long-term pro-
phylaxis after hospital discharge is not a factor limiting patients’
compliance with VTE prophylaxis. This finding challenges a gen-
erally held assumption that patients will always prefer to take an
oral medication over a parenteral therapy. In fact, there is evidence
that physicians’ perceptions of how patients view, and would ac-
cept, injectable therapies may not be in accordance with patient
perceptions {17). Studies have shown that patients generally per-
ceived the potential value of effective injectable therapy as an alter-
native to oral medications positively, particularly if recommended
to them by their physicians, and when they understand that the
benefits of therapy outweigh any potential drawbacks associated
with its administration (18, 19). Indeed, the results from ETHOS

100 5
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B % good compliance
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Figure 4: Prophylaxis received after discharge: compliance with discharge prescription per country.
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What is known about this topic?

& Current guidelines of venous thromboembelism {VTE) prevention
recommend that patients undergoing high-risk orthopaedic sur-
gery {(HROS} receive pharmacological thromboprophylaxis that ex-
tends well beyond discharge from hospital.

e However, there are known difficulties associated with achieving
good patient compliance with long-term treatment regimens, and
patient non-compliance to prescribed treatments is common.

¢ Few studies have assessed patient compliance with VTE prophylax-
is after hospital discharge.

What does this paper add?

e In HROS patients, compliance with ACCP-adherent thromhopro-
phylaxis was good, with 87.7% of patients with available diary in-
formation taking >80% of the medicines prescribed to them fol-
lowing their discharge from hospital.

o Only asmalt proportion of patients were non-compliant because of
“discomfort” or "self-injection not possibie”, suggesting that the
prescription of an injectable treatment for long-term prophylaxis
after hospital discharge is not a barrier to good compliance.

¢ The main reasons for non-compliance related to purchase and ac-
cess to treatment.

e Factors influencing compliance included level of patient education,
the person responsible for administering injections, country, and
type of hospital ward at discharge.

suggest that compliance with injectable therapy is actually better
when patients are responsible for self-administering treatment
rather than reliant on nurse or clinic visits for injections, or injec-
tions given by family members.

The importance of physician recommendation and support for
the practice of VTE prophylaxis is known to be of key importance.
A recent database study has shown that bleeding, deep-vein
thrombosis and pulmonary embolism, arising after TKA were all
independent predictors for death, stressing the importance of pre-
venting these events in this patient population (20). In the ETHOS
analysis reported here, where patients were prescribed ACCP-ad-
herent thromboprophylaxis, some of the recorded patient non-
compliance may have been related to the prescribing physician not
agreeing with existing guidelines and therefore not counselling the
patient appropriately, or not ensuring their compliance with
regimens offering optimal prophylactic efficacy. Interestingly, the
inter-country differences in patient compliance were smaller than
those observed for the prescription of appropriate prophylaxis
when considering both agent and duration (15, 16).

Previous studies of determinants of compliance/adherence
with anticoagulant therapies — principally oral anticoagulant war-
farin — suggest that non-compliant patients shared distinctive
characteristics, including younger age, male gender, no previous
experience of 2 thromboembolic event, feeling burdened by taking
therapy, poor understanding of the risks of VTE, and dissatisfac-
tion with the reason for the prescription or with their physician
(21). This study found that the level of patient education, the type

Thrombosis and Haemostasis 107.2/2012

of hospital ward from which the patient was discharged, and the
country all influenced patient compliance. The impact of patient
education levels on compliance appears complex. The lowest com-
pliance was observed in those with a secondary education, yet
compliance among subjects with higher education (beyond sec-
ondary level) was still less than might be expected based on differ-
ences between patients with basic primary versus secondary edu-
cation (22, 23). A recent study assessing the factors that may be as-
sociated with lower or higher compliance rates in patients receiv-
ing warfarin, found that education beyond high school was associ-
ated with poor compliance. The authors suggest that this result
may be linked to more independent decision making in higher
educated subjects or to decreased trust in physicians in these pa-
tients relative to less educated subjects (24).

There are some study limitations to this ETHOS analysis. Not
all European countries took part in the ETHOS registry. ETHOS
was designed before data from the ENDORSE survey were avail-
able; therefore under-use of appropriate VTE prophylaxis during
hospitai stay in surgical patients was not assumed and was not as-
sessed. Of the 485 patients with missing diaries, almost 50% at-
tended the follow-up visit 4-6 weeks after the surgery. Although
these patients were excluded from the compliance analysis, the in-
vestigators’ assessment of this patient group showed that up to
80% were compliant, and therefore data relating to these patients’
experiences may have been valid for inclusion in our analysis.
Some patients who were prescribed a short duration of prophylax-
is at discharge may have subsequently received a repeat prescrip-
tion from their family practitioner. Therefore they may have re-
ceived an adequate duration of thromboprophylaxis as recorded in
the patient diary, without this being captured in the discharge pre-
scription. The sample size, and method of self-assessment/record-
ing of compliance with prescribed prophylactic medication may
not facilitate the comparison of our findings with other studies.

In conclusion, ETHOS highlights that in “real-life” practice,
among patients discharged with ACCP-adherent thromboprophy-
laxis, compliance with therapy was good, with 87.7% of patients
taking more than 80% of the medicines prescribed. The majority
of patients were prescribed injectable thromboprophylaxis, and
the study found that injection of treatment was not a barrier to
good compliance. The main reasons for non-compliance related to
purchase and access to treatment and factors influencing com-
pliance included level of patient education, the person responsible
for administering injections, country, and type of hospital ward at
discharge. In this study, improvements in patient education and in
discharge prescribing practices may be important in ensuring
miore patients comply with guideline-adherent VTE prophylaxis.
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Appendix

The following investigators recruited patients (principal investigator
in bold): Austria—Erich Minar, Wolfgang Hochdaninger, Alfred Un-
gersback, Friedrich Kroath, Gerhard Kaltenecker, Hans Kronigsherger,
Josef Hochreiter, Martin Krismer, Norbert Freund, Oskar Kwasny, Peter
Bdsch; Belarus—Siarhei Zaretski, lvan Minakouski, Alexey Maslov,
Yuri Kos, Pavel Krasenkov, Yuri Azarov, Sergej Kisel, Viktor Kiochkov,

Vladimir Tsarev; Belgium—Johan Bellemans, Eric Meire, Rudi Pyls,

Georges de Brouckere, Jean Colinet, Philippe Kinzinger, Herman Eelen,
Johan Bogaert; Bulgaria—Peter Tivchev, Chavdar Shokov, Peter Bra-
toey, Dian Enchev, Valentin lvanov, Nikolay Tivchev, Pavel Mishey, Pa-
nayot Tanchey, Atanas Atanasov, Plamen Nenov, Diko Boshnakov;
Croatia—Vladimir Zmak, Tedi Cicvaric, Branko Tripkovic, Damir Ka-
plan, Miroslav Guhinic, Antun Maricevic, Vladimir Boschi, Zvonimir
Lovric, Aleksandar Nagy, Dragutin Bitunjac, Zoran Aleksijevic; Geor-
gia—Nikoloz Avazashvili, Vazha Gaprindashvili, Tomike Nozadze,
Zurab Avazashuili, Levan Teneishuili; Greece-—Kostantinos Malizos,
George Diakos, Theodoros Tsarouchas, loannis Krasoulis, George Ke-
hagias, Antonios Asimakopoulos, Chris Dimitriou, Panagiotis Megas,
Georgios Skouteris, George Kapetanos, Dionysios Verettas; Hun-
gary—Kalman Téth, Endre Lénart, Istvan Zagh, Istvan Szigeti, Tamas
de Jonge, Tamas Moser, Tamas Gilicze; Lithuania—Manvilius Kocius,
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