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National Hospital Organization:

- Asahikawa Medical Center, Yakumo Hospital, Aomori National Hospital,

- Akita National Hospital, Nishitaga National Hospital, East Saitama National Hospital,
- Shimoshizu National Hospital, National Hakone Hospital, Niigata National Hospital,
- lou National Hospital, Nagara Medical Center, Suzuka National Hospital,

- Nara Medical Center, Utano Hospital, Toneyama National Hospital,

- Hyogo-cyuo National Hospital, Hiroshima-Nishi Medical Center, Matsue Medical
Center,

- Tokushima National Hospital, Comuta Hospital, Nagasaki Kawatana Medical Center,
- Kumamoto Saishunso National Hospital, Nishibeppu National Hospital,

- Miyazaki Higashi Hospital, Minami Kyushu National Hospital, Okinawa National
Hospital

National Center of Neurology and Psychiatry
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1. introduction

In Japan, 27 hospitals specialize in treatment of muscular dystrophy patients, including
inpatient care, of which 26 belong to the National Hospital Organization, and the other is
the National Center of Neurology and Psychiatry. Since 1999, Japanese muscular dystrophy
research groups investigating nervous and mental disorder have been developing a
database of cases treated at these 27 institutions. In that regard, we conducted a survey of
inpatients and home-mechanical ventilation patients (HMV patients) with muscular
dystrophy and other neuromuscular disorders based on data collected by the National
Hospital Organization and National Center of Neurology and Psychiatry.

Herein, we examined data obtained in order to evaluate efficacy of mechanical ventilation
therapy for HMV patients and mechanical ventilation-dependent inpatients (MV inpatients)
with those wards.

2. Subjects and methods

The database includes numbers of inpatients, gender, age, diagnosis, respiratory condition,
nutritional state, number of death cases, causes of death, and other relevant findings from
data collected annually on October 1 every year since 1999. Additionally we collected the
data of HMV patients from 27 institutes for this study.

By using the database and newly collected HMV data, we analyzed the courses of HMV
patients group and those of MV inpatients of wards. We compared data of these two
groups. Examination points are mechanical ventilation periods, outcome of these two
groups, and caregiver for HMV patients.

2.1 Objective diseases

Objective diseases of this study were muscular dystrophy and spinal muscular atrophy, in
particular Duchenne muscular dystrophy and myotonic dystrophy. Amyotrophic lateral
sclerosis was not included.
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2.2 Patients introduced HMV after 1998

The data which we requested 27 institutes specializing muscular dystrophy care was as
follows; the number of patients introduced HMV after 1999, diagnosis of disease, gender,
age at being introduced HMYV, type of mechanical ventilation, such as non-invasive positive
pressure ventilation (NPPV) or tracheostomy intermittent ventilation (TIV), present status,
death cause for death case, main caregiver, and so on.

2.3 Patients introduced MV in muscular dystrophy wards after 1999

We selected data of newly MV introduced inpatients after 1999 from the database of the
muscular dystrophy wards.

3. Results
3.1 Demographic features of HMV patients group and MV inpatients
3.1.1 HMV patients group

HMYV patients group included 434 patients from 14 institutes. Gender was male: 356, female:
78. The number of representative disease were as follows; 262 patients with Duchenne
muscular dystrophy, 60 myotonic dystrophy, 17 Becker muscular dystrophy, 16 limb-girdle
muscular dystrophy, 14 spinal muscular atrophy, and so on (Table 1-1}.

BRED 383 478 TEE 45
EDMD k4 8 2
FOMB i 43 £y i3
FEHD & 13 Rty ?
LGAMD 36 42 5% 1¥
Riit] &t 2EE 2%k 42
3G i i H
B34 i3 % 22 4
SPAEA 14 13 it
TCAD @ H 16
Aftrockowdrtls disvise @ & A b
Diseal myopathy H 3 & 3
Congenital myapmily & 12 36
Glveagess storage dissase 2 % K
Cnbey smyapathies % 1 4
Crthey dvstrephies 4 & 4
Unkusng i 1] H
] 34 Q14 1349 238

BMD, Becker muscular dystrophy; CMD, congenital muscular dystrophy; DMD, Duchenne muscular
dystrophy; EDMD, Emery-Dreifuss muscular dystrophy; FCMD, Fukuyama congenital muscular
dystrophy; FSHD, facio-scapulo-humeral muscular dystrophy; LGMD, limb-girdle muscular dystrophy;
MD, Myotonic dystrophy; MG, myasthenia gravis; SMA, spinal muscular atrophy; SPMA, spinal
progressive muscular atrophy, UCMD, Ullrich congenital muscular dystrophy

Table 1-1. Details of disease ( HMV: from 14 institutes )
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3.1.2 MV inpatients group

MV inpatients group included 915 inpatients. Gender was male: 718, female: 197. The
number of representative disease were as follows; 476 Duchenne muscular dystrophy, 222
myotonic dystrophy, 35 Becker muscular dystrophy, 58 limb-girdle muscular dystrophy, 19
spinal muscular atrophy, and so on (Table 1-1).

3.1.3 Mean age at starting mechanical ventilation and type of ventilation

The range of mechanical ventilation introduction age for HMV patients was 6.3~72.8 years
old (mean 25.9), and that of MV inpatients was 0.0~78.0 years old (mean 33.2). The number
of NPPV introduction cases of HMV patients was 420, and that of MV inpatients was 517
(Table 1-2). Fifty of NPPV cases of HMV group were switched to tracheostomy during the
course,

Age ut starhing mechanionl

piE 2
ventitation{vears old}
NEPY jtraduced case 420 ®37

Table 1-2. Mean age at starting mechanical ventilation and type of ventilation

3.2 Survival analysis of HMV patients group and MV inpatients

We performed survival analysis of those two groups. The endpoint for HMV patients was
death or transition to hospitalization, and that for MV inpatient was death. Kaplan-Meier
analysis showed that 75% life time of HMV patients was 1,689 days, while that of inpatients
was 2,988 days (Log Rank (Mantel-Cox) p<0.01) (Fig. 1).

" |~ EMV  n=434
_ Inpatient - - Tupatient n=9%1S
0.5 Sima,
0.8 o N
o Kaplan-Meler analysis
.44 Log Rank (Mantel-Cox) p<0.61

75%:natutain term
e Tupatient 2988 days
HMV 1689 days

@ ';z'c'os;éé. Tohor | mobco  sombm0  Scbco Days
Mechanical ventilation period
Fig. 1. Comparison between HMV Patients and Mechanical Ventilation Inpatients (Total)
Endpoint for HMV patient: death or transition to hospitalization
Endpoint for MV inpatient: death
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3.3 Analysis data of Duchenne muscular dystrophy and myoctonic dystrophy

As the number of patients with Duchenne muscular dystrophy and myotonic dystrophy
was great in these two groups, we analyzed the data of Duchenne muscular dystrophy and
myotonic dystrophy separately.

3.3.1 Mean age at starting mechanical ventilation and type of ventilation of patients
with Duchenne muscular dystrophy

Mean age at starting mechanical ventilation of Duchenne muscular dystrophy was 19.8
years old, ranged from 11.5 to 39.9 years old. While that of inpatient with Duchenne
muscular dystrophy was 21.5 years old, ranged from 10.0 to 42.0 years old. There was no
significant difference. The number of NPPV introduction cases of HMV patients with
Duchenne muscular dystrophy was 220, and that of MV inpatients was 338 (Table 2).

Age ot starting mechanical

ventilation(vesrsotdy  Uf o A8
NpEy 236 338
TV 4z 138
fotal Y63 475

Table 2. Mean age at starting mechanical ventilation and type of mechanical ventilation
(Duchenne muscular dystrophy )

3.3.2 Type of nufrition of patients with Duchenne muscular dystrophy

The number of patients who required tube feeding, including a nasal or oral nutrition tube,
and undergoing a percutaneous endoscopic gastrostomy (PEG) was apparently greater in
MV inpatients group than HMV group (Table 3).

Oral nurritional supply 1i8 314
PEG i 9%
Tobe feeding 3 -
fper pasal o per oral
Intravensus hyperamelitalon ¢ 1%
unknown 136
toia] R 476

Table 3. Type of nutrition (Duchenne muscular dystrophy )

3.3.3 Survival analysis of two Duchenne muscular dystrophy groups

We performed survival analysis of those two Duchenne muscular dystrophy groups. The
endpoint for HMV patients was death or transition to hospitalization, and that for MV
inpatient was death. Kaplan-Meier analysis showed that 75% life time of HMV patients
was 1,562 days, while that of inpatients was 3,739 days (Log Rank (Mantel-Cox) p<0.01)

(Fig. 2).
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. HMV =262
- Tupatient n=476

iR Q‘

o

Inpatient

7 o Kaplan-Meier analysis

04 Log Rank (Mantel-Cox) p<0.01
758%maintain terin

5o Inpatient 3739 days
: HMV 1562 davs

1 — T v ; ' 50% maintain tern
o 10208 ksl e A0 T L0000 HN\MY 3495 davs
Mechauical ventilation period Days )

Fig. 2. Comparison between HMV Patients and Mechanical Ventilation Inpatients
(Duchenne muscular dystrophy )

Endpoint for HMVpatient: death or transition to hospitalization

Endpoint for MV inpatient: death

3.3.4 Mean age at starting mechanical ventilation and type of ventilation of patients
with myotonic dystrophy

Mean age at starting mechanical ventilation of myotonic dystrophy was 46.8 years old,
ranged from 15.8 to 72.8 years old. While that of inpatient with myotonic dystrophy was
50.6 years old, ranged from 12.0 to 76.0 years old. There was no significant difference
between two groups. The number of NPPV introduction cases of HMV patients with
myotonic dystrophy was 55, and that of TIV was 5. The number of NPPV case was greater
than TIV. While the number of NPPV introduction cases of MV patients with myotonic
dystrophy was 108, and that of TIV was 114. In MV patients with myotonic dystrophy, the
number and proportion of NPPV and TIV were almost equal (Table 4).

Age af starting mechanical
ventilation {vears old)

NPRY s
TIV 5
total 3¢

Table 4. Mean age at starting mechanical ventilation and type of mechanical ventilation
{myotonic dystrophy )
3.3.5 Type of nutrition of patients with myotonic dystrophy

The trend of nutrition was similar to Duchenne muscular dystrophy. The number who
required tube feeding in MV inpatients group was apparently greater than HMV group
(Table 5).
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Tube feeding 8 x5
ey nawad or per aral}
fntravenons hyperameliinion @ 3
aaknowe 41 i
O :
totnl . 66 233

Table 5. Type of nutrition {(myotonic dystrophy )

i L~ HMV  n=60
: . 7" Inpatient §=222
Inpatient _ Batient: =2
AR -
o ‘ | Kaplati-Meier analysis:
*;**3 : © Log Rauk (Mante:-Cox) NS
I:)Vi"' - - 3
75% maiitain teym:
Inpatient 1972 days
52+ i HMV 1557 davs
.0+ ’ .
5 wmor  2R0es 300000 H0eD0E  S000O

Mechanlcal ventilation period  Days

Fig. 3. Comparison between HMV Patients and Mechanical Ventilation Inpatients
{(myotonic dystrophy )

Endpoint for HMVpatient: death or transition to hospitalization

Endpoint for MV inpatient: death

3.3.6 Survival analysis of two myotonic dystrophy groups

Similarly, we performed survival analysis of those two myotonic dystrophy groups. The
endpoint for HMV patients was death or transition to hospitalization, and that for MV
inpatient was death. Kaplan-Meier analysis showed that 75% life time of HMV patients was
1,557 days, while that of inpatients was 1,972 days. There was no significance (Fig. 3).

3.4 Death case

The total number of death cases was 215 (Table 1-1). As the number of death case of
Duchenne muscular dystrophy and myotonic dystrophy was the majority, we analyzed the
data of Duchenne muscular dystrophy and myotonic dystrophy separately.

3.4.1 Cause of death of Duchenne muscular dystrophy
The number of death cases of HMV patients was 29, and that of MV inpatients was 67.
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The most frequent cause of death was heart related disorders, such as heart failure and
arrhythmia, accounting for 16/29 for HMV group and 33/67 for MV inpatient group.
Frequency was not significantly different between two groups. In MV inpatient group,
respiratory related disorders, such as respiratory failure and respiratory infection,

accounted for 23/67. HMV group included more sudden death cases than MV inpatient,
and had an accidental case (Table 6).

Heart fatiure i3 37 i)
Arshythinla 3 & k

i i 2 i1 13
Besphatory fd 5 1 13 13
Trachen! bleeding i 8 H
Puenpothoray @ i ]
Renal fatlre ¢ i 1
Infectious disense 2 ] X
Makignaney 1 i 1
Tieus i it i
Saptden ¢ 4 i &
ey sapph i & i
thers g ? t

total 39 i %

Table 6. Cause of death (Duchenne muscular dystrophy )

3.4.2 Cause of death of myotonic dystrophy

The majority of death case of myotonic dystrophy was reported from MV inpatient group.
The most frequent cause was respiratory related disorders, such as respiratory tract
infection and respiratory failure, which accounted for 29/56. Sudden death case was
conspicuous in HMV group, accounting for 3/ 6(Table 7).

Resplyaions 1 19 20
infection
Resphratory fathure 3 1 12
Heart fallure & 8 8
oI ) H 1
AMOF & 3 2
Cholnagltls B 2 2
Heus b H I
Chaldng & i 1
Malignaay B 3 2
Intestinnd blevding ] { i
Hepatic falinre ] 1 H
Sepdeben denth 3 3 %
Gtheys & £
fotal & £5 52

Table 7. Cause of death (myotonic dystrophy )
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3.5 Outcome of HMV patients and MV inpatients with Duchenne muscular dystrophy
and myotonic dystrophy

One hundred ninty four cases with Duchenne muscular dystrophy among 262 cases continued
HMYV, while 46 cases with myotonic dystrophy among 60 cases continued HMV (Table 8).
Twenty two cases with Duchenne muscular dystrophy were switched to hospitalization.

Continuing HMVY 194 - 46 -

Contipuing hospitalization - 407 - 151
Death 29 67 6 56
Transition to hospitalization 22 - 3 -
Introduction to other 10 R . .

institution

Withdrawing MV - - 3 -
Unknown 7 2 - .

Others - - 2 15

total 262 476 60 222

Table 8. Qutcome (Duchenne muscular dystrophy and myotonic dystrophy )

3.6 Caregivers for HMV patients -

Caregivers for most of HMV patients with Duchenne muscular dystrophy were patients'
families {Table 9). In particular, patients’ mothers were playing important role in continuing
HMYV. Similarly, caregivers for HMV patients with myotonic dystrophy were patients'
families. On reflecting their age, some caregivers were patient’ spouse (Table 9).

Mother 94 6

Parents 22
Father 3
Family 3

Mother/sibling 1
Mother/uncle 1
Mother/grandmother 1
Grandmother 1
Husband
Wife
Sister
daughter
foundation
Helper 2 2
(Response) (134/262) (17/60)

Table 9. HMV-continuing cases main caregiver (Duchenne muscular dystrophy and
myotonic dystrophy)

[ " )
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3.7 Summary of results of Duchenne muscular dystrophy and myotonic dystrophy

Proportion of TIV was higher in MV inpatients group than HMV group. And proportion of
tube feeding was also higher in MV inpatients group than HMV group. Namely, respiratory
condition and nutritional status were more severe in MV inpatients group than HMV group
(both Duchenne muscular dystrophy and myotonic dystrophy).

In Survival analysis, outcome of patients with Duchenne muscular dystrophy of MV
inpatients group was better than HMV group. Meanwhile in that of myotonic dystrophy,
HMYV group was better than inpatient group.

In MV inpatient group of Duchenne muscular dystrophy, respiratory related death was
remarkable.

In HMV group, some sudden death cases and accidental death case were conspicuous.

Caregivers of HMV group were constructed by patients’ families, centrally mother.

4. Conclusion

Approximate 2500 beds for patients with muscular dystrophy and related disorders are now
provided among 27 institutions in Japan. In accordance with progress in therapeutic
strategies for respiratory failure (American Thoracic Society Documents, 2004) and heart
failure (Ishikawa, 1999; Matsumura, 2010), the life span of patients with muscular dystrophy
prolonged {Bushby 2010a, b). Now, most inpatients admitted to muscular dystrophy wards
have severe general conditions and many are assisted by mechanical ventilation (Tatara,
2006; 2008), which is accordance with our data of MV patients in this study.

In recent two decades, social welfare systems and home medical care systems in Japan have
been changing gradually. HMV has been penetrating into home medical care (Joseph, 2007).
The number of HMV patients has been increasing (Tatara, 2006). Stable mechanical
ventilated patients have been getting back home.

Our study demonstrated that the course of HMV patients was fairly good, although there
was difference between Duchenne muscular dystrophy and myotonic dystrophy in long
term outcome. However, the support system for patients and caregivers is not perfect. Our
study also showed that burden of caregivers was supposed to be severe. The system for
patients and caregivers should be adjusted (Dybwik, 2011). And safety net systems also
should be adjusted to avoid accidental event leading to patient’s death.

The muscular dystrophy wards may be requested to offer the circumstances for those who
have difficulties in continuing HMV. There is necessarily needs for hospitalization of HMV
patients (Windisch, 2008).

Study limitation: This study has limitation on bias of collecting patients’ information.
Specifically, information of HMV patients were reported from 14 institutes among 27
institutes, and MV inpatient information is the result of extraction from muscular dystrophy
wards database. Exiracted data from database has some ambiguous points in connection
with obscure time-sequential analysis.
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On analysis of institutes-restricted HMV patients group and MV inpatients group,
differences in regard to therapeutic conditions among institutions may be problem.
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Institutions specializing in muscular dystrophy treatment in Japan (Fig.4)
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Fig. 4. Institutions specializing in muscular dystrophy treatment in Japan
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BCRTOLRLTHLIEMTIIICLES. BILAMEVIRY, MENEINY—IE
Yy, SALBSOMBNEY > THOFRENMEL, YHEMNRIFICEY T

PEEN Yy I EFES-MICHIEE : TEA7TEREB-oTETLARLET. 20
% BEDIA IV TR EDEEND, MPHEEEENY JTEREXY A, BI6L
RFRVELTEBLETERZROIT. BURDH( 2D EIATTHELLS, T2
PFIELBIOAR LTrOEMLET

BB - FHRALE

BV, BICHE X R RIS ED 2 L 12 kMR EOTFH O L TAER = &
. RHI YT I AEBT AL, BEEED. B4 OHRFLEOBSHFEECT

P IEFHENE  BELABZOBREKE NP MIC 7513 T 270L. 4L\ L o CPF % M
B LNBEEREE. MBI ZAFRENIETVES. BEIABFOBREENR
BENy 7 2ERALTMICRBLBIC, #1437 28beTHEBEEELEZBIL
9.

bR T AVEEE - TR  BRIC X 2 MEBRR LA THET A FETT. 27

7 ¥ A b (mechanical insufflations-exsufflation: MI-E) BT ¢, rBIEiX, ZOBREY
BB (mechanically assisted cough: MAC) IZB#HAL TWALENSH ) . FHMITH
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78 SMADEHHE

TETVRDREIDP, EVoBEFERIILNET.
EHAHBARTETIE, GG T IIERENYFTETEA. BBUSOBEEH

FOEERPEE LV o hEREL EFBTbRET. Bk CHABERAOUMIE, L
FLIZERFEL Y. 1RTIE EEBOBENNEOETI:. 50 SEPE B
BE, TRRENZAONIT. BREOBERAENEI 0%AMLIETLASL,
BHREPHEI X AEMEL EHER GNTT. KEFBPOMINL, PRRKEI R 4 12
BLTVBI LR AbEET. |

Lo Lahs, EEEEOBHRERIDNNICCL2ILbHNET. 1HTE ¥
BEEPENHFRFHEL TOL VI b ArboT, BIIFT/ —¥ERT2IEN
HYET.

PHAZBMDEZ A

FRREDE= Y - FALBREZ S TROMBL VDL LT, NLRFFL 2—Fi2
L AEBEMAENENZTONET. BEFEREOFMICHERTYT. FALHE - BEA 0=
e LT, MEFZBIERESEOHFMICIIFARE_BILRESENEE= 2, &
BHBALRESEMNEE= I DERTTH, BITTERRIEIECNET. BRLT RS
FHIELERTTY, REAORECTTOT, SEoRETIEETY.
LHEOBEREIREOFMICIE, "V AFF I A~ RLTBLRETEHET= 5 2 AV
9. —HOBRTIIRERBIRRY 7571 bEREhET.

P EGRE  MREEOHEBEFTHIMBMECERMN, SRNLLEDFzvIDLD
2, BRXBEEBELZTVIT. BREEOLOEER X #RED A TILEFMHERZS
EXHYETOT, LEISULHBCTREZITVET.

b FRIREREESEME - B8 (vial capacity: VC), BINOHEAKE (cough peak flow: CPF, =
8 % 62 B FOOT NOTE), BAMEBEHE (maximum insuffiation capacity: MIC) % H.L1k
BlZfTVE7.

7 00T NOTE

5558 (vital capacity: VO) | —BOREFHICR S EDTESERDETY.

BARHBRESE (maximum insufflation capacity: MIC) : BiZ B ARICESZ UL BOERSA
BB BIBAEBDI-EOTEZREBOLE MIC ELLET. MIC 3515
BERRRY, RISAYBIOOBBFRE. BBSLUMRROIRE. 1838
BRICEET S, BEHFHAPETLTELERBTILHNTETY. OV TS
A PYALIBE - BESHOI O—HEEDBEEBUET.
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7TE SMADOSHE

HichxENhTWVE T (3¢ 8 ).

PRARNLF =2  BmEHEAALTHORE 2 LR TRESWYOBH 2 RY FEET
V. BUEr—EREEICEETLI LI}, REREOHLIBORVAEOEETY. T
PEER LD OBRNOREVRELZEIHN I TN, 7y a R LEMNALTTE
HEIRLTITVEY. BRI ZHEREL, ROFELLT WML ERL UK
LF—T%47) L, BRMLIROIDICEETT.

ATERRE

BHOBBEFZEMNESLBRORKETN AMESDOSNS L) ThHUL, ATITFRREE
ZELET. AIHRFEICIIKECZ2HD T

R AT IR (non-invasive ventilation: NIV) {3, B A7 RBOTA S Eno
7ed vy =7 x4 ABWT, BERKETIFRFEETT. EFTHIRID, HEL
FEHETHLIRIRVEETT.

BRHOATIPEREL, [EURATICCTAIRERZAT ) FEEETT.

ATHEFEEOEMIZ, BIHICBRONTwET (o 8 F).

NIV OEHH T — Wik, WRERKORE, HRAEFEOBETT. BESALALRER
BORALBIFICTAI LT, TAXBRZUEL, BHLRRKELERLET. BRWP
BOADY R #B/MLT, REFEERI L L EATVET. NIVORBHT— VT,
BROHALEXNEL, BHF2L25KBOMF, QOLML, S5IIZEGOMFE VD
nNTVET.

—%, KREVRIC L 2 ATHRBRETIEX, KEVHF2—72 A4 L TAIHGRESELER
LET. BEPEFRMLC2) 92, KERBEZIHRSNWTE)EE L PRIKE
MR TEET.

1 HOBRERTIE, ALRREZTOLTNE, 2RI TCIECTIEIATVE
T. BaElR, FLEEoAsRESK, 1BAHRICHT 2 NIV OBREES b B
CHEShTWET. B2 o0#E AR, BREROKE, Moz MREowE L
FENTTH, BROZOMRL ETOMNE, EE2EDY A7 2 BFEO LEEISHE
ENBRETLLY.

RENVEBRTCERRBROATRESICHREREL 25 L) 2HEL, JEERT
RELEEE, BEMHATRRESE (REUHATATRRRE) 2BRIRETLL.
FO—HT, BEHATHREREED I BE~OFGICHT2HEDH D, REBRIEIL
W T
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HETEOBE

FREE T, ATANEE ETHE BHCEREEE B3 ARECHET
BEBHEITIEE R Y ET. '

1 BA i, EEACERERS—RMICAONET. SBANEE, ETREOR
BLnh, FRICE T, BERMESORICELS L b0 2T, SREDEDREAE
BEE LT, ER FREEBENALNIT. I BREUFILERICE o Tk
FRPTIELHDET.

BT, BHUE, WERERE L Vo 2R EER G, F7/—F, AEROEBE
g, Widkn . WORICRRET AR, B SAEUAC OMELTVET

SRR AEBTERVARTELELA, BRREOA T, BRRED o648
WIITRE, REBEV—BOLEEL LTEITONTT. Losb & LSRR TiE
RN, BAEFTESATE, SICHEESNAMEEE 2 ) 2T VWERICS Y $T.

EPRNEER, RRIRRECS 2 AR, ERLURFOREOATHLNET. &
TRFERENTVIATEHTY. AFHIEELHETREORICA LN BRE - AKX
LT, EFEEF»PS, BORNROSESY, EYBETHRABETROZEESLHI
A EFBTOoNET. MELMELRET S L) 258 BRI @ EbhIy. T,
BALPRBBCERNIE Y — FHRd L d, THEEOBEISHHI L LIELITTY.
DX RPITIE, BRYVELES pHi%, REEMRVFREOREIILZY LT

—fgiZ, FBE -BTOBBRIUTOS oOEKIZFITONET.

SEATH  AWERE - |ELUTEAL, FPERTONETET

CBETHEH  AWEOTHDAL, WRLTENEERLET.

s CEHR : ETRMEMEHICKR D AR T T

o IHEEAA | BRI BTN T A oA, BTESTHE, SEBEADNSENEONIT.
DETRFHIEMROETHRE T bo—VEINTWET.

c BEH  ERSBNEREG AL LBFERTRL, SEADRGESELET. RES
BTRRBIEEICELONE T
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