o

Compressiohs
During Emergency Medical Systems
! Resuscitation Efforts

e ST

Out-of-Hospital Witnessed Adult Sudden Collapse

Percentage of Resuscitation Effort with Chest Compressions

Secure Anway*
O. Insufil PPV"
Aach Defib Pads
StartiVv*

acc

dN (C

Uninterrupted Forceful
Chest
Compressions

Single Defibrillator Shock *

* Max Qutput. Biphassc Preferred * Hointenuptions 1n UFCC " Abrimal (-5 sec) intetiuplons in UFCC

sieger e
THE AMERICAN
Joursat of
MEDICHY

tongest period with CC (sec) 122 (68,206)

ELSEVIER
CARDIOCEREBRAL RESUSCITATION

Average period with CC (sec) 55 (43,74)

‘Cardiocerebral Resuscitation Improves Survival of
Patients with Out-of-Hospital Cardiac Arrest

Hichael J, Kellum, #O,*

Merrs Honsih Suitemn !

Longest period without CC (sec) 172 (109,246)

Cutiese of Medzone Taisen

Average period without CC (sec) 57 (40,78)

Primary Endpoint:
Neurologically normal survival in patients with

Time interval data is reported as median (25%, 75%) Witnessed OOH cardiac arrest with initially shockable rhythm

—241—




New Cardiocerebral Resuscitation-Wisconsin , . R
Cardiocerebral Resuscitation

Place Defibriltator Pads and Starit CCC : . . .
Oral Pharyngeat Airway + Oz {2 person) Saved Lives in Wisconsin
S 3 year data

‘ Ho Advanced .

T T - SR . - i Ail’\"'ﬁy
iAnalyze Shockable? 1% Single shock‘

Mo PPV

Analyze/Pulse check : ‘
2™ shock {if indicated)

Neurologically normal survival

CPR 2001-03 _CCR 2004-07

Kellum, Kennady, Ewy. Ann Emerg Med 2008

Cardiocerebral Resuscitation
Saved Lives in Wisconsin

Three Pillars

Chest Compression Only for witnessed
unexpected collapse in adults

New Cardiocerebral Resuscitation ACLS

Neurologically normal survival

Fellum, Ke

Cardiocerebral Resuscitation
Saved Lives Tucson

Too Good to be True?
All VE/ VI

< 0.0001
2 Hawthorne effect? P

11/03-8/06

2 Non-randomized

. Historical Controlled 199771999

®
2
2
3
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[}
o
=
©
g
[53
&2
(o]
©
=
o
W
=]
I

—242—




Survival from out-of-hospital cardiac arrest
Post CCR vs. Pre CCR (CPR) training
Arizomd Doptstiment of Helth seraices : in State of Arizona protocol compliance analysis

'n;,;i.""g@i’, Division of Public Health Scrvices

' OR=27
All Cardiac Arrests 45% G941

62 fire depariments
N = 2460

60/661

Save Hearls In Arlzona

Registry & Education §9/1799

Percent Survival to Hospital Discharge

State wide program for Cardiocerebral Resuscitation No GER Received CCR

Bobrow el al: JALIA 2008:299:1158-1165

Survival from out-of-hospital cardiac arrest Post CCR vs. Pre CCR (CPR)

Survival from out-of-hospital cardiac arrest training in State of Arizona protocol compliance analysis

Post CCR vs. Pre CCR (CPR) training

: : ; o 201141
in 2 metropolitan Arizona cities

i OR=30
All Cardiac Arrests 95% CI1.1-8.9

N =886

Witnessed VF Arrests
62 fire departments
N'=528

481337 s OR'=34

36/668 95% Ci12.0-538

Percent. Survival to Hospital Discharge
Percent Survival to Hospital Discharge

Pre CCR Post CCR Received CCR

Babrow et al. JAMA 2008:299:1158- 1165 gie al.- JAMA 2008 11581165

Survival from out-of-hospital cardiac arrest
Post CCR vs: Pre CCR (CPR) training
in 2 metropolitan Arizona cities

OR=86
95% Ci 1.8-420

Witnessed VF Arrests A
N=174 2031 4 Chest Compressions-only for Lay Rescuers:

« “Doubled” Survival (11% to 19%)--Japan

2. New ACLS Algorithm
« “Tripled” Survival (15% to 48%)—Rural Wisconsin
- Persistent near “Tripling™ of Survival (15% to 40%) at 3 yrs
& Cardiocerebral Resuscitation- 2 Step Approach
« “Tripled" Survival (3% to 25%)—Tucson, Arizona
« *Tripled” Survival (5% to 18%)—Phoenix; Arizona
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Bobrow et al.m JAMA 2008 :1158-1165
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Post Resuscitation Challenge

2 Only 25-50% of those initially resuscitated
survive to leave the hospital!

a Truism: Can’t survive if don't first
resuscitate, but likewise - if you don't survive
to leave the hospital haven't gained anything
from earlier successful resuscitation

Deaths Post Resuscitation

+ About 1/3 are from CNS injury

2 About 1/3 from Myocardial injury

. And about 1/3 from variety of causes,
i.e. infection, multi-organ failure, etc.

noenenberger et al. Arch inlemn Med 199
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Can Anything Be Done About
these Post Resuscitation
Deaths?

Norway Experience

2 Found their own survival to discharge was only
26% of all those initially resuscitated

2+ NOT GOOD ENOUGH!

. Formalized Approach to Post Resuscitation
Care:
~ Therapeutic Hypothermia
» PCl when indicated
= Ventilation Control
~ Glucose Control
» Hemodynamic Control

Control period {1996-98)

Intervention period (2003-2005)
68 patients admitted to ED

69 paticns admitted 10 ED

Woxchided Soxcluded
died before died hefore

{CU admission CL admission

r———— .
(mcms admitied 10 1CU
—

38 patients adomtted 1o ICU
——

34 (36%) patients sunived i
| 31CPCH |
6CPC 2 icpe? i
20PC3 ]

18 {31%) patients survived
9CPC Y

1CPC 4
' ‘
15(26%) patients with 34 {56%%) patics with
one-year sunvival opesyear survival

Reuseratn 200 T3 20250



Therapeutic Hypothermia
Post Resuscitation

The
7 New England
Journal of Medicine

A¥E 1ECARAL AT MEDICIN ANE SORoER

Y 21, 2007 KUMBER b

Therapeatic Hyputhermia
alter Cardisc Arre

Mild Therapeutic Hypothernua to Improne the
Newrofogic Qurcume after Cardiae Arrest 549
i Hore are Gt

Grovt
Treament of Comatose Survivors
of Qut-of Hospital Cardisc Arress
with Induced Hypotheemia . 53
R 81 s ORI

Hypothermia for Coma After Cardiac Arrest

Survival (%)

Normothermiav

Ho s1Rse
Hypathermia 137
Narmothermes 138

Dr. Ftz Sterz. Vienna. Austa and The Hypothermia After Cardiac Arrest
Study Group. N Engl J fed 2002; 346 549-555
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Sunde et al.

2 In the Interventional period (2003-05):
> 47161 (77%) had coronary angiography
+ 45/47 (96%) had documented coronary disease
« 37 of 45 had total occlusions including
~ 16/37 (43%) LAD
- 1137 (30%) CX
- 10137 (27%) RCA

» 30/61 (49%) had reperfusion
« 27130 had PCI
- 3/30 had CABG
scitation 2007:.73.29-39

Sunde et al.

4 Coronary angiography

~Major indication was ST-elevation on
admission ECG or strong suspicion for an
M1 as underlying etiology of the cardiac
arrest

Resuscitation 2007,73:29-39

Sunde et al.

. Significant improvement in survival, with an
aggressive and standardized approach to
post resuscitation care

2 Reperfusion therapy (PCl or CABG) had the
most profound effect on outcome (Adjusted
OR =4.47)

~ Patients were transported directly from ED to the
PCI Suite when clinically stable!

Resuscitation 2007:73:29-39



20:32:58

[srock1, 200

Sunde et al. I'lv . 2073001 120320700
Doubled survival (26% to 56%)

Neurological status of survivors:

31/34 (91%) were CPC =1

3/34 (9%) were CPC =2

P08 01 3011371080 LP121:

Resuscitation 2007,73:29-39

20:41:33

Keys to Improving Survival to
Hospital Discharge

BOB|IR

2 Good BLS/ACLS for rapid ROSC

4 Therapeutic mild hypothermia for those
comatose following resuscitation

2 Think “Cardiac"/Look for “Cardiac”
~1. Early 12 lead ECG
~2. Early cardiac catheterization/PCl

R S
P08 G 34374090 LFA 214207 183

20:32:23 20:45:22

AnAdAAMANA
YWY WYY

i

T i i T
Fowrhive 01 3011371 TOLPIZTAZNTES
ECG 130z Packiys 25:3%1c
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Early Cardiac Catheterization and PClI

2 Who should undergo such?
a2 When should it be done?

4 Does it Improve Outcome?

Spaulding et al.
1994-1996

1762 patients with OOH CA
~ 910 had resuscitation efforts attempted
» 312 were resuscitated in the field
= 126/312 died in route to hospital
+ 102/312 viere excluded for non-caidiac causes of their CA
« 841312 were taken to cath {ab after successful resuscitation
60/84 {7 1%) had clinically sipficant CAD
40/84 (48%) had 101at occlusions
~ 37184 (44%) had PCl attempted
« 28137 (76%) were successful

In-hospital survivor rate was 38%

NEJM 1997;336:1



Immediate Coronary
Angiography
Post Resuscitation
2 Resuscitated patients with STEMI on ECG
»Yes |

2 Resuscitated patients without STEMI on
ECG
~Yes/No? wemmp | oss certain but Probably

Spaulding et al.

“Clinical and electrocardiographic findings,
such as chest pain and or ST elevation
on the ECG were poor predictors of acute
caronary occlusion.”

« Can't always tell by 12 lead ECG post resuscitation
who has an occluded coronary vessel!

NEJM 1997,336:1629

Coronary Intervention for STEMI:
Post Resuscitation ?

We believe every resuscilated victim
- of cardiac arrest should be taken emergently

2 13 clinical series have been reported in to the Cath lab for possible PCL

the recent era That’s whatwe’re doing at the

University of Arizona Sarver Heart Center
in Tucson, Arizona:

~N = 744 patients

Here’s an example.of why!

= 4621744 (62%) survived to hospital discharge

+ 308/376 (82%) of survivors had good neuro fx

Combined Therapeutic Hypothermia and

Coronary Intervention Post Resuscitation » 40 yrold male

2 3 clinical reports now ~Athletic swimmer collapsed in shower post

work out

»N = 106 patients
~Chest compression only BLS immediately
» 483/106 (78%) survived to hospital discharge
~AED brought w/i 5 min and 2 shocks given
> 67/83 (81%) of survivors had good neuro fx

~Pulse present on EMS arrival, but
comatose
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initial EKG in Emergency Depariment
Post Resuscitation from OOH VFCA

by FAYSICLS RAREST

Lo 0.0 massT  Taltecal €02 Monen, 13edr ATter

M\NMW%W«MVW /\!\”A“}‘r*uv

S ~—~1-~w -

www LA VJVM,WMWLMM

Immediate Angiography/PCl
or NOT ?

4 Echo after PCI: LVEF = 20%

s Stat ED echocardiographic exam:

A - 1 Warmed up after 24 hours
decreased anterior wall motion

. COMPLETELY NORMAL CNS Function

. Decision was then made to take to the

CCL . Discharged 5 days later

. Business trip the following week

2 Mild therapeutic hypothermia started
while in the ED

2 Repeat Echo 6 weeks later:

~LVEF = 50% with minimal septal
hypokinesis
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Brian Duffinld,
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Aggressive Post Resuscitation Care
is the 3¢ Pillar of

Cardiocerebral Resuscitation

What Can the Survival Rates Be with All
Three Pillars of CCR 777

Doubling of the survival rates achieved with the first twoe pillars:
All rhythms:
7% to ~15% ?

Witnessed Ventricular Fibrillation:
25% to ~30% ?

NOR®

ccr Saves Lives!



Another Opportunity to
Improve ...
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Mobile Telemedicine
-A Future Direction in Cardiac Emergency-

Hiroyuki YOKOYAMA, Hiroshi NONOGI
Division of Cardiology & Emergency Medicine
National Cardiovascular Center

Mortality of AMI

In—-Hospital %

(<1 month) Out of

Hospital

In-Hospital : B, 52%

(<48 hours)
8%

In—-Hospital
(£24 hours) 19%

American Heart Association and GUSTO-I Investigators,
Circulation. 1994;90

FIEPABBEKLLRD UL 20081025

A Case ; AMI who showed VF at ER
ECG at Home recorded by Doctor Car

) ix) £

e
b
Wi

I, 1, avF;, ST 1
AF.HR 100~130/min, ICRBBB

i

In-Hospital Mortality of AMI; NCVC

Number of Admission with AMi
- In-Hospital Cardiac Deart
In-Hospital Mrtality (%6)

§ F S F & &

National Cardiovascular Center Hospital

FIEPEAMBRLLHET DL 20081025

BIRefRBORMHRICEINEL S ?
What will happen in acute phase of
cardiac emergency ?

2HDERTRE « AMI
2AENIRATEE - Aortic Dissection
2P MI2ZEAREE : PTE
BT TiEIE | ADHF

BSEPEBEBRL RO TL 20081025
A Case ; AMI who showed VF at ER




Es@@a?ﬁl}i‘;ﬁ//f/ﬁlx 20031025 WEEPHBEE DL 20031025

A Case ; AMIwho showedVF at ER A C‘lse, PTE who showed CPA at ER

A warny §25 mese t3i2ersTS e

5 min r rrive o R .

FSEPRBBERI LRI PL 20081025

A Case; PTE who showed CPA at ER

Echocardiography
AR

MEIE: Hiﬁmﬁgﬁr

FHEDBBIIBHIED 7L 20080025

Aortic Dissection who showed CPA during EMS

Background

*AHA/ACC guidelines recommend routine use
of 12-lead ECG and advance notification to the
receiving facility speed diagnosis, shorten time
to reperfusion therapy for patients with acute
coronary syndrome.

*However, transmission of out-of-hospital 12-
lead ECG to emergency department is still not
spread and ECG interpretation on the
prehospital and emergency department is not
established.

T




Reperfusion time goals for patients
with ST-segment-elevatlon myocardlal mfarctmn

vesessesid

(1) PHECG intarpreted by EMS o transmitted by celt phona to hospitat
(2} Pre-arrval sctivation of cathetenzatica lsb

29,

EMS Arrival Prehospital Hospital

Onsot of Electracardiogram Arrival

Symptoms

Increasing loss of myocytes

1 lim.\nd] on of Prd Hat KL [nt
e T e oo e Ting, H. H. et al, Circulation 2008;118:1066-1079

Concept of Mobile telemedlcme

T e, S

Cuteterwin
redued batesn

Emergency Medical Care
Remote Communication & Consultation

Method

1. system

Hospital (Emergency bepatment

< ECG. SPO2. and blood pressure are transmitted by the third
to the hospital servers throngh intemet sy stem on real-time.

ration mobile phone

Concept of Mobile telemedicine

He i OK, Please transfer
e is good b ital,
candidate for PCI. 1o O hospital

=
C Dispateher  We are doing our best
Home-doctor - during the fransport.

. Please direct us.
He needs hospital

Cardiclogy. He {akes
medications OA x mg.

OK,, we prepare the
Catheterization
faboratory, Please
transfer to our hospital.

Cardiovascular
Center

PURPOSE

We have developed and tested the clinical
usefulness of the mobile telemedicine system
transmitting 12-lead ECG and other
parameters between moving ambulances and
physicians in cardiovascular emergency to
Improve pre-hospital care of cardiovascular
emergency.

2. Method for standardized Encording &&;ﬂ;
Medical Waveform Format Encordmg Rule (MFER)

Flexible

-ECG, EEG, BP, Sp02, etc
«Simple

~vs HL7, vs DICOM

~vs IEEE1073 (ISO11073) Peseribe
*Open and display

—Specs

~Source Codes
+Standard

~Future iSO
Free

-~http:/fecg.heart.or jp/Enfindex.htm

Sampling

JPEG MFER.
(12LEAD:90KB) (12 LEAD: 79KB)




3. Motion noise-reduction: filter and weighted mean

Each filtered connected
ighted mean method. At final ECG, the ECG wave with yellow
line is distorted rather than the other ECG wave.

Zach adaptive filter is used in every be
at the red point by

camera I

Zoom and change the angle
from the hospital

Assessment for 12 lead ECG recordings

During common road or highway driving (30 scenarios)
Rest
Hyperventilation
Sitting
Muscle strength
Twist
Tapping the chest
Decubitus
Yawning
Cough
Leg elevation
Touch by another person
Shaking ECG Lead
VvPC
. ST elevation
15, With or without Hum filter
During highway (3 scenarios)
1. 80km/h speed
2. 105kmih speed
3. Into atunnel
During Parking with or without hum filter (3 scenarios)
1. Rest
2.  Legelevation
13 Twist

—256b—

Motion noise-redu

291 Column 1

Time (second)

The column 1 shows the original ECG wave. The column 2 shows the filtered
ECG wave with the adapted filtering and weighted mean method.

Field-test

+Real time 12-lead ECG was transferred together with vital signs and live video
during transfer a volunteer by an ambulance.

*We checked the performance and time-delay of the mobile telemedicine
system to transfer the data including 12-lead ECG, monitor

ECG, BP, HR, oxygen saturation and live video.

+Transferred 12-lead ECGs were compared with those original one in the
ambulance in different scenarios such as a moving hand or leg, coughing or
twisting body in an ambulance driving on common road or highway in Suita city

Field-test
results

1. Totally 36 patters of 12-lead ECG were checked in the
field test. All of them were comparable to those original
one in the ambulance during driving in the common
road and highway. Recording and interpretation of
ECG are possible during a moving hand or leg,
coughing or twisting body during transport.

2. Time-delay for transmission of 12 lead ECG was within
10seconds and for one-lead ECG monitoring and vital
signs including BP, HR and oxygen saturation was 1
second without the difficulties for the interpretation.




Motion noise in ECG recording

Hyperventilation Tiwvist Leg elevation

Motion noise reduction filter is effective in almost
situations except chest leads during tapping the chest.

1
~a Mobile telemedicine between
ED and Ambulance

Patient I;vé—video
communication with CCU

12-lead ECG
Vital signs: HR, BP, SpO,

Representative Case: STEMI

Call 911(119 in Japan) due to resting chest pain
EMS Amival
Activate ED
Using Mobile telemedicine(12 lead ECG,HR*Sa02+BP, live video)
ST elevation was diagnosed by physician —*Activate Cath Lab
and staff
Information from mobile telemedicine

~Live video: conseiousne:
HR 50 bpm, BP 132/72 mmH
Sa02 100% (Oxygenstion 10L/min with Mask )
Transport to hospital with continuous monitoring using mobile
telemedicine
Hospital Arrival
Recognizing STEMI and informed consent
Evaluation in ED including ech diography D2B time
Cathl.ab 52 min
Success in reperfusion with PCI

Mobile telemedicine between 5 ambulances
in Suita-city and National Cardiovascular Center

For the clinical condition

*We set up using the third-generation (3G) digital mobile
phone to promote communications between moving 5
ambulances in Suita-city and National Cardiovascular
Center since 2008 June 2:

*To establish the efficacy of real-time transmission of out-of-
hospital 12-lead ECG, time-line from the onset of acute
myocardial infarction to reperfusion will be analyzed in
ongoing study.

Transportation time to terfiary hospi!

Suita city

PO,

depariment

Representative Case: STEMI

12 lead ECG using mobile telemedicine 12 Lead ECG on ED arrival {Analog)
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Continuous 12 lead ECG monitoring CAG and PCI
durmg transport by ambulance

Case 2. Worsening ST depression during transport

S’MMM e e R e R B e ettt
P it e e
P T e
Pttt b ettt A A

bttt e b Bt b dd

- e

1208 12 load EGG shows mild ST dopression 12:15 ST depression worse

Case 3. AMI with left main coronary artery disease

Real Time 12 Leads ECG
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Case 2. Worsening ST depression during transport

Call 911 due to chest pain at rest

Activate hospital

mobile telemedicine with 12 lead ECG,HR-Sa02-
BP, and live video

12 lead ECG shows mild ST depression

live video: consciousness clear with normal breath
ST dépression worsening— call staff

informed consent from patient and family through
mobile telephone

ED arrival

recognized NSTEMI
echocardiography and examinations
cathlabo

emergency PGl

D2B time
47 min

Case 3. AM! with left main coronary artery disease
CAAAAA A TP
AL LU A A
DSV T I 5 i
FeCrrer LA
e trjtf'}\fu\r‘k/k/'}t/’hﬂ)b‘

(R 0 O 0 o

Using Mobile telemedicine with aVR ST elevation and extensive ST depressions,
CCU physician suspected AMI with LMCA disease and activated cathlabo
for emergency CAG during transport to hospital.

CONCLUSION

Those results indicate the usefulness and reliability
of transmission of 12-lead ECG using the mobile
telemedicine system from the ambulance.

Further investigation is ongoing to determine the
efficacy in clinical conditions to reduce the
treatment delay for acute myocardial infarction
comparing with data before setup of the mobile
telemedicine system and those from other EMS
without the mobile telemedicine system.
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FIRRE L 2o TH D . AFEEORBIIAN DN TIIVE OO, MEE—DT VYT
REEFHEHR L THY . ERITIIKRF MRk —ER L L THBEL T\ 5, HilsoH

—269—



Ba ) 2T T, Ny FEIE 399 Ny N BARDKRARRR & & 45 &4
2GS DOTERE BE DBV KEIZBW T K RE B Th 5, TRESZIT AN
R D Sarver Heart Center (SHC) i UMC NODTEERESFEIAIEEFE CTH Y . UMC 2B
BELT6ERBRTCOMMY LEZEMEERE LTS, Rt —I3FED Gordon Ewy #
REEHEIZ, DEANE - DIBARORRK - IESEEBNICEB I TRY, 3FE&F
R E BTV A, :

<Sarver Heart Center (SHC) CPR Z' /A —lz-2o\W\WT >

4 [ElX Sarver Heart Center PN, CPR(#%4E) 7/ NV—IC TR %1T- 7=, CPR 7 /L—
713 Karl B. Kern #fg 2L & LI —7TH Y | UMC NOFREEE - RN O
REELBEEEL LD RIZBRVBATHD, FA7L—T134KTHREDORK
AFEROWR I N—T7"L LTHLNTEY | BIEE CILEB RO - RMAE2RELT
W5,

1980 R LV | CPR 7 V— 137 Z & Hl & Ul KEEHIE COBRACBE T B3
ERIBLTRY, 7 a7 IV REPKRAEREHHOTREUBT AR EOEE LR
EE2ToTWVBLUIMEE 1990 ERMEBITIIBRETE « FEIZOVWTHEL DRES
ITo T3, BT, BHEFHICALEERLENE D NOFBRICBW T, #AEIIX
HEREPEDEETHDL EOT —FEEMMERICTIRRL, 7V Y HMIZB VT
Be 4 02 I EF CIX B E 8 & R 8912 1T O o0 BN #F A 15 (Cardioverebral
resuscitation) DEMEIPKBKEIZRUE I, FmBOmENTEHINE R Y, 2O
R RITEERSAICE > TV 5,
<JREBEE TORME « BIHFITOWT>

F A IIEFIREEH COFEEIZR T 2BREZTORRN G, LfiE EEFICRBNY
T, DEEICTEWCHLECLMAPBERLZICLEL LT, BREZOEMEREIC X
DR TIPS TZEFEZRRL, ZOA D= X LZOWTHREEZEO TV, BNk
DEY ., BOEOBEIZ L VEBRAERABHORMGRO LRITREN TV, BEEL
AEEBOTEHBLENTFRERRO—RFILRZRDV XD LD ET VALY SN
TEY ., BLEOLOREDH TIIFFERIKOEEL THHTE T, B2 KMmED
B EZIE RN 6RO TR RVWNEE 2T, TOF T, MEEXRE L TREATIIL
R L THBEND L HIC/8 o=~ F KR, Pre conditioning ZhEM & 5
EINTWDE=a T V UADBRBRERIKUEBEDO FTHIREFLEL O TIIR VN E
R L7z, 2o OEAIDBRAERICBIFRERERIZTNE I DR EEFELZHE
EFIZHETHY, Ty FRETRMLEAIS 200, BERGHTE 512iXEdE
ELADBRMAND D LIS VEEORIRTH o 7,

ZDX I IRRPDOF, 2008 F 12 AIZHHMRIC L A4 EAFEEBEEFEICLY
SHC @ Kern 2k B S, BENEERIIF v ¥ — I CRFEIFEICET 5 B RAH
MEMEIS N, EEREICE, FREREE TH D84 KEE & RITER A% R ORI
DNWTT A RAHyvariTH8ERNHY ., ZhbDEROF AR LIZONTHIE
KBREToT, TOEROF T, BARTIIRDRIT ) EREETH 2 KEEILE
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