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older (to 65 years old), the donor’s blood type fit or agreed
with the recipient’s blood type, the donor’s mind and body
were healthy, the donor was free from liver disease, and the
donor’s intention to donate liver tissue was clear.

The surgical procedure was selected as follows. If the recipient
was an adult, the liver graft was larger than 35% of the stan-
dard liver volume (SLV) calculated from the recipient’s body
surface area (BSA) (SLV [mL]=706.2*BSA+2.4). If the recipient
was a child, the liver graft was smaller than 150% of the SLV
in addition to the condition mentioned above. There were 3
types of hepatectomy: left lobe hepatectomy (n=46), lateral
lobe hepatectomy (n=11), and right lobe hepatectomy (n=17).

Liver volume measurements

Each CT examination was performed using 1 of the following 4
scanners: the Somatom Volume Zoom + 4 (Siemens, Erlangen,
Germany), the Sensation 64 (Siemens), the Aquilion Multi 64
(Toshiba Medical Systems, Tokyo), the LightSpeed VCT (GE
Healthcare, Milwaukee, WI, USA), or the Aquilion ONE/ViSION
Edition (Toshiba Medical Systems). All of the images were ob-
tained during inspiration and covered the entire liver parenchy-
ma. For the liver volumetry, we used only contrast-enhanced
CT images, which were obtained in either the dynamic or equi-
librium-phase scanning manner. In the case of dynamic scan-
ning, non-contrast-enhanced CT images were obtained first,
and then repeated acquisition was conducted after a single
intravenous (IV) bolus injection of 450 mgl/kg of nonionic io-
docontrast media (iopamidol, iohexol, iomeprol, or ioversol) at
a rate of 3.5 mL/s (adjusted according to the patient’s body
weight) using a power injector (Nemoto Kyorindo Co., Tokyo).

Contrast-enhanced scanning of the liver in the arterial phase was
initiated when the density in the descending aorta reached 200
HU. The second scan (portal phase) covering the liver was initiat-
ed 15 s after the arterial phase, and the third scan (venous phase)
covering the chest to the pelvis was initiated 80 s after the injec-
tion. In the case of equilibrium-phase scanning, the images from
the chest to the pelvis were acquired 80 s after the injection.

Each slice of liver was traced with a cursor, and the corre-
sponding area and the morphological volume were calculat-
ed with the OsiriX application (version 4.1.1, 32-bit; Pixmeo
SARL, Geneva, Switzerland) (Figure 1) [10,11]. The resection
volume was calculated as the difference in liver volumes be-
fore and immediately after the operation (postoperative week
[POW] 1;). The regeneration volume was calculated as the dif-
ference in residual liver volume between POW 1 and postop-
erative year (POY) 1. The regenerated fraction was defined as
the regenerated volume divided by the residual volume at POW
1, and the recovery fraction was defined as the residual vol-
ume at POY 1divided by the preoperative original liver volume.

Figure 1. Contrast-enhanced x-ray CT. (A) Pre-hepatectomy. (B)
Postoperative week 1. (C) Postoperative year 1. This
donor underwent right lobectomy of 545 mL in size,
corresponding to 47.2% of the preoperative volume.
Follow-up CT (C) showed regeneration of the remnant
liver to 99.5% of the preoperative volume.

Measurements of ASGPR function with Tc-99m GSA

After a bolus IV injection of 185 MBq of Tc-99m GSA, dynamic
scanning was performed with the patient in a supine position,
using a large-field view gamma camera (E.CAM; Siemens Japan,
Tokyo) in an anterior view equipped with a low-energy high-res-
olution collimator. The dynamic planar images were obtained
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Figure 2. Representative anterior planar images
of Tc-99m GSA. (A) 3 min after
injection. (B) 15 min after injection.
This donor showed HH15 of 0.59
and LHL15 of 0.92, indicating mild
impairment of ASGPR function.

15 min
Table 2. Morphological liver volumes of the donors.
Pre-operation LV (1POW) LV (1POY) Resected Regenerated  Regenerated Recovery
LV (mL) (mL) (mL) size (mL) volume (mL)  fraction (%) fraction (%)
lLoe:;ctomy 1266+242 956+185 10764217 309+127 1214106 12.9+10.6 85.2+8.6
BT e o TR R e T e o R
lobectomy 1015+167 861+164 9104196 154463 49481 5.749.2 89.6+10.8
R, , ", o e T e
lobectomy 11624237 633+130 966+169 529+139 333+100 54.2+18.2 83.9+7.6
LV - liver volume; POW - postoperative week; POY — postoperative year.
Table 3. Perioperative blood test results.
Pre-operation 1 POW 2 POW 1 POY
Hemoglobin (g/dL) 14.0+1.4 12:1+1.3 12:9+1.3 14.3+1.6
Total-bilirubin (mg/dL) 0.7+0.3 0.8+0.4 0.6+0.2 0.9+0.4
AST (U/L) 19.0+5.0 i 62.9+36.1 36.5+14.7 20.6+5.3
ALT (U/L) 17.0£7.0 103.7+44.5 64.0+£33.5 16.5+6.5
LDH (U/L) 167.6+25.1 232.8+44.3 186.3+32.2 168.2+32.3
¥-GTP (U/L) 19.04£11:1 72.1+41.9 69.7+48.3 25.3+30.5
CRP (mg/dL) 0.0+0.1 20827 0.4+0.5 0.2+0.6
Albumin (g/dL) 4.6+0.3 3.6+0.3 3.840.3 4.4+0.3
Prothrombin time (sec) 11.4+0.6 12.4+0.8 12.0+0.8 11.7+0.6
Platelet (x1000 pl) 238.1+45.7 235.0+82.6 319.5+80.7 200.6+44.4

POW - postoperative week; POY — postoperative year; AST — aspartate aminotransferase; ALT — alanine aminotransferase;
LDH — lactate dehydrogenase; GTP — glutamyltransferase; CRP — C-reactive protein.

for 30 min by 147 serial frames (60x1 s, 87x20 s) with a ma-
trix size of 128x128. We estimated the hepatic ASGPR function
with 2 established approaches. First, we calculated the blood
clearance ratio of Tc-99m GSA using the radioactivity of the
blood pool at the heart from 3 min to 15 min after the injection
(HH15). Second, we calculated the hepatic uptake ratio using the
radioactivity of the liver divided by the heart and liver counts

at 15 min after the injection (LHL15) (Figure 2). The quantita-
tive results were used to investigate ASGPR function based on
a previous study [12]. For the blood clearance ratio, we consid-
ered HH15 <0.55 to indicate normal ASGPR function, and 0.55<
HH15 <0.65 to indicate mild impairment. For the hepatic uptake
ratio, we considered LHL15 >0.93 as indicating normal ASGPR
function, and 0.87< LHL15 <0.93 as indicating mild impairment.
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Figure 3. Scatter plot of GSA clearance (HH15) at POW 1 vs.
resected size. The vertical dotted line indicates 35%
of resected fraction and the horizontal dotted line
indicates 0.55 of HH15.

Statistical analysis

Data are expressed as mean +SD. The changes in the donor liv-
er volume and function were analyzed by paired t test. P-values
<0.05 were considered significant. The correlations between
the 2 parameters were analyzed using the Pearson product-
moment correlation coefficient.

Results

Operative procedures and resection sizes

The preoperative liver volume was 12044245 ml, ranging
from 817 to 1971 mL. The largest volumes were observed in
the group of donors who underwent a left lobe lobectomy, fol-
lowed, in descending order, by the right lobe lobectomy group
and lateral lobe lobectomy group (p=0.0058, ANOVA). The aver-
age resected size was 337+170 mL, corresponding to 28+12%
(range 5-54%) of the original liver volume. The resected size
was largest in the right lobe lobectomy group (529+139 mL,
range 284-769 mL), corresponding to 45+5% of the donors’
preoperative liver volume, whereas left lobe lobectomy and
lateral lobe lobectomy resulted in relatively smaller resec-
tions. As a result, a donor who underwent a right lobe lobec-
tomy showed the smallest residual volume at POW 1 (Table 2).

The perioperative course was stable except for 6 donors who
presented with minor complications, including pylethrombo-
sis (n=2), pneumonia (n=1), wound infection (n=1), subcuta-
neous abscess (n=1), and drug-induced liver injury (n=1). Al
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Figure 4. Scatter plot of GSA uptake (LHL15) at POW 1 vs.
resected size. The horizontal dotted line indicates 0.93
of LHL15.

donors left the hospital in good condition. Blood examina-
tions showed temporal increases of hepatic enzyme at POW
1, which were normalized by POW 2 (Table 3).

Tc-99m GSA

Overall, HH15 at POW 1 was 0.47%0.06, ranging from 0.35
to 0.64. None of the donors showed 0.65< HH15 to suggest
moderate or severe impairment of ASGPR function, or clini-
cal postoperative hepatic insufficiency. However, larger resec-
tion size was positively associated with higher HH15, suggest-
ing a size-dependent impairment of ASGPR function (R=0.53,
p<0.001). In the present study population, mildly reduced GSA
clearance (0.55< HH15 <0.65) was observed in 7 of the 19 do-
nors who underwent larger resection (resected fraction >35%).
In contrast, only 2 of the 55 donors who underwent a smaller
resection (<35%) showed mild reduced clearance (Figure 3).

The LHL15 at POW 1 was 0.94+0.02, ranging from 0.88 from
0.97. None of the donors showed LHL15 <0.87 to suggest mod-
erate or severe impairment of ASGPR function. Thirteen do-
nors showed mild impairment of ASGPR function, but LHL15 at
POW 1 did not show a trend with resected fraction (Figure 4).

Regeneration of the donors’ remnant liver

Follow-up measurements demonstrated regeneration of the
remnant liver (Figure 5). The trend was particularly clear in the
donors who underwent larger partial resections, which showed
a trend of positive correlation between the resected fraction
and regenerated fraction (R=0.65, p=0.002). At POY 1, their
remnant livers recovered the volume to reach 82.7x8.6% of
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Figure 5. Scatter plot of remnant regeneration vs. resected
fraction.

the preoperative volume (ranging from 68.1% to 99.5%). The
recovery fraction did not correlate with HH15 (Figure 6A) or
LHL15 (Figure 6B) in the present study population.

Discussion

Although the present results confirmed the safety of the par-
tial hepatectomy of less than 54% of donors’ original liver vol-
ume, it demonstrated impaired ASGPR function, indicating an
increased risk of postoperative liver failure in a subgroup of
the living donors. The impaired ASGPR function was associ-
ated with larger resection size (235% of the original liver vol-
ume), and this may warrant careful postoperative attention
to prevent complications for donors undergoing larger partial
hepatectomy. Among the 74 donors included in the present
study, the postoperative impairment of ASGPR function did not
correlate with poor prognosis, indicating that all procedures
were done within the safety margin of partial hepatectomy.

Adult living liver donation is often associated with significant
donor complications [13]. Although most complications have
been of low-grade severity, a significant proportion has been
severe or life-threatening, including postoperative liver failure
[14]. Previous investigations reported incidences of liver failure
after hepatectomy of 0.70-33.83% [15,16], and that the fail-
ure was related to inadequate residual liver tissue and func-
tional capacity [17,18]. In practice, factors related to the re-
cipient determine the size of the liver to be transplanted [6].
Therefore, resectable size and its safety margin should be de-
fined for the safety of the donors undergoing partial hepatec-
tomy. Postoperative assessments of functional capacity may
therefore serve as a practical approach to investigate the safety
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Figure 6. (A) Scatter plot of remnant regeneration vs. GSA
clearance (HH15). (B) Scatter plot of remnant
regeneration vs. GSA uptake (LHL15).

margin of resected size for living human transplantation where
experimental resection is impossible. Precise assessments of
postoperative risk may improve the informed consent process,
perioperative planning, and donor care [14].

In the present study, higher postoperative risk was associat-
ed with larger resection size (235% of original liver volume).
In general, right lobectomy is assumed to have a higher risk
than left lobectomy due to larger resected size [4]. It was also
shown that morbidity and complications are significantly high-
er after right lobectomy (25%) compared to left or lateral lobe
lobectomy (10%) [19]. However, there is still debate regard-
ing the risk of right versus left lobectomy. A recent large mul-
ticenter study in Japan examined 3565 right and left lobe liver
donations and reported similar morbidity rates after right lobe
donation (9.4%) and left lobe donation (8.7%) [20].
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Since the prevention of liver failure is more important than
treatment, careful preventive measures, including preoperative
assessments of the liver’s functional reserve and the preven-
tion of intraoperative bleeding and other perioperative com-
plications, may compensate for the size-dependent risk at ex-
perienced institutions [3]. The present results showed mildly
impaired ASGPR function in donors who underwent larger re-
section. This may indicate the need for careful postoperative
attention to prevent significant life-threatening complications.

We investigated ASGPR function using Tc-99m GSA scintig-
raphy as a parameter of postoperative risk. Tc-99m GSA is a
novel liver scintigraphy agent which was originally developed
as a radiolabeled asialoglycoprotein that binds to the ASGPR
on hepatocytes [9]. Tc-99m GSA uptake is not directly inhib-
ited by hyperbilirubinemia and can therefore be used to eval-
uate liver function even in early postoperative periods. For
the quantitative analyses, we utilized 2 established parame-
ters — blood clearance (HH15) and liver uptake (LHL15) of Tc-
99m GSA. The HH15 is a simple index that is readily calcu-
lated from radioactivity of the blood pool at the heart, and it
is thus independent from the size and shape of the liver as-
sociated with partial hepatectomy.

In contrast, the LHL15 is affected by remnant liver shape, and it
thus may not be appropriate for evaluating ASGPR function af-
ter partial hepatectomy. For example, the region of interest (ROI)
on a left lobe’s remnant is inevitably larger than that on a right
lobe’s remnant. We feel that the HH15 is superior to investigate
postoperative ASGPR function because it is independent from
operation-induced changes in the remnant liver shape. Although
there was a minor difference in the methodology used to calcu-
late the clearance, previous investigations agreed that Tc-99m
GSA clearance has more clinical value than its uptake [21,22].

In the present study, impaired postoperative ASGPR function
(=prolonged Tc-99m GSA clearance) did not correlate with the
final outcome. All donors examined in the present study showed
size-dependent regeneration of the liver. The regeneration after
POY 1 achieved 85.5+8.8% of the original liver, which is com-
parable with previously reported regenerated volumes [22,23].
The resected size did not affect the final outcome, probably
because the resected sizes in the present study were all un-
der the safety margin of the partial hepatectomy. We also ob-
served 8 donors who did not show regeneration of the residual
liver, although they did not present with significant postoper-
ative complications or prolonged Tc-99m GSA clearance. Their
resected sizes were relatively smaller (18.7+7.7%, range from
4.6 t0 26.2%), and thus the regeneration capacity might not be
stimulated due to sufficient functional reserve in the remnant.

ORIGINAL PAPER

In the present study population, Tc-99m GSA scintigraphy
was scheduled at POW 1 for all patients. We propose that
the risk assessment of postoperative liver failure should be
done immediately after the operation because of the rela-
tively common perioperative complications associated with
the postoperative risk of liver failure [3]. In fact, postoper-
ative liver failure is known to occur as early as postopera-
tive day 5 [24]. Although postoperative liver failure may in-
duce temporal hyperbilirubinemia, this would not affect the
present results because the clearance and uptake of Tc-99m
GSA are known to be independent from hyperbilirubinemia
[25]. To the best of our knowledge, the present study is the
first investigation of ASGPR function immediately after par-
tial hepatectomy.

The major limitation of the present study is the lack of mea-
surements of Tc-99m GSA clearance before surgery. Our health-
care insurance policy limits the use of Tc-99m GSA scintigra-
phy to healthy subjects. Preoperative assessments would allow
the determination of the functional liver reserve, which may be
correlated with the postoperative outcome. Clinically, howev-
er, risk assessment immediately after the operation may have
more value, considering the relatively higher rate of periop-
erative complications.

Another study limitation was the overlap of quantitative pa-
rameters. We used a cut-off vale of HH15 >0.55 as an index of
mildly impaired ASGPR function. This cut-off value corresponds
to the lower limit of patients with impaired ASGPR function
[12] and thus may include false-positives in terms of diagnos-
ing ASGPR dysfunction. However, our study was designed to
investigate the safety margin, and it thus required better sen-
sitivity rather than the most accurate diagnoses.

Conclusions

The results of our study demonstrated impaired postsurgi-
cal ASGPR function in a subgroup of living donors who un-
derwent larger partial resection (235% of the original liver
volume). In contrast, smaller resection (<35% of original liv-
er volume) was considered to be under the safety margin of
the hepatectomy. Although the mildly impaired postsurgical
ASGPR function did not indicate poor prognosis, careful at-
tention may be required for donors undergoing larger (235%)
partial resection.
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7, acetaminopheni322% & » 7% < F 4 Y
ERIBRT A ) A &1 Hhis - i & & - T
3. T OMWFEIMEHEIZ56.2%, FEHtkRETTFHR
13562% CTH A", ZDOXHIHREFAEL
R 8 2 UED LR, R, FHEHE
fEE LR A FRIIEEC k) K& AR
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3 | iTATEE S BAEEINRTE

MRt T Eh s &, REELFT
GERENZE D & S8 L » bHFRHED
HEMEBHIL & AT A & FRR S 2 iR i & h
3. ZORBIIBHEEATRE UGE, Tl
% T ? bridging therapy & i D} 6h 5.
SEAIVE AT R o B (IR bs e, 7 u
F =M, HS oW ICK D RENRE S
A[REVEA B B A3, FEEROERIK TIEIEARN)Z[H
ROMIELREBENEY, 2HBHO S b IKT
fEDMEE « #5k, BEo T, diifEmo
ENEETH 2. HMEREDIE R RIEMEY 4
N A Y OBREEHBE U MEEE, ik
EELE K ORI @ T T R EORE %
F & L =FFPO#5-2 M4, By
Pz HE & U7 S REFAE R HUE R A O %
Exnzahd%9, REERFARIIH L TIEE
BONTFERE A first choice TH 3Rk T, Z
N5 O [ L E O bridging therapy & L
TORAMPBE SR T W, ZOERREC

TPHERE 68 %25 « 20144F2 F

%% &Ly R SNMCIZ & 5 Tk o it
PHIERh RIS CE LA VWE B L BNRETH
5. —J, MBI V273 +-—-¥0H
ftLDREBITIINFREFAEEPHIE DO H T 2 7 1
1A FOEH»EZE NS, 2704 N2k
MR RDIE D, 7L F —iln2 5
LT AR  Eh 548, ISl
IZRT 5 R 513 G DB R A2 & B kE
WIS A KNS B Z LIRS RETH B,
Bk HE R I- 4 H i & L CalhEtEo & 5 A
WA PIET A L3 BAATHHH, M
W E R MU A 12 K 0 REEEY O i
DIETA/LENS, LarL, —EERL
Ptk 23 SR RIEMR G DK Mo &k D ER AT
WX B 2D 0T O 7 evidence (3 7
VW — 7, AFREEER B E LT
acetaminophen overdose it il 1= xt 4 3
N-acetylcysteine % 5- 7 &, i [K 3 ¥ o JF it
R IZI0 U 72 M n A il B8 e KA & AET
5. L2L, ZOMIZOWTEY T LD—5E
DHAF T4 VIIRENRTOEVDRBIRT
»H5.
FECOBRIC & 0 B O FEA IR
& 7O S FERE A Bl & MR FRIZIRIE T %
Zkizkd., —H, ThoDERIZE->TE
B OIEE A FED & 2 WIS TSR AN R
WehE LORIRE NS, Zob, FKEDE
W X 5 T & s o 7= IR R A8 T s,
PERRGE 4 L RRETF RO IBEISRE TS 5
BA, BREEICRECHETIIENDS.
MR A A R ORBIC & A FER IO
WREME AR A BT L 20 il s 6 57
DTHB. ZORPEYERIETF A4
B FEREOEIC DR E VWA 5.
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i3 acetaminophen L4+ TIZEIE S A TH 5
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®1 BHENARICET 3IMBEEED T4 F 74

[) MRERAERICRDSHE DS 5 28 H 2/ T8 3T L PHIL T

IFFERED B ERE1T .
EMh ;45U

AN

PIFSER A SMRERBL E TO A 11 0 LLEGEEMERY)
Tata v R 10%8LF

MEFRE Y L URE 18 mg/dLLL L

B /R v 0670 T

) BFERA (ERBD 2 5 5 HRIZ BT 5 T HOEHb
1. BEEA [ ELIPNICHERR, & 5 \WI3SEE T g Lol
2. Fuboay A 50%L iz dE
U EDEHDS 5T, @ ohsEH K
2EHHEOHE AL PRILFBME S AED T,
0F 22 1HE OBA B & TRIL TR £ T 5

2 A A F T4 2008

BROEIGEEZ 7 ) vy e e
KA Vb 0 1 9=l E 90.0%
0-C 0~5H 6~10H 11 H»~ 8 96.3%
PT (%) 20.1~ 5.1~20.0 0~5.0 7 91.3%
TB 8.9 10~14.9 15~ 6 85.5%
D/T 0.7~ 0.5~0.69 0~0.49 5 74.7%
PLT 101 i~ 51~10.0 5§ 50T 4 56.3%
REA ZL EX0) 3 24.0%
(SLV 80% LIT)

(RS TT R RRIERE D 5 — & X 0 A7) 2 20.0%

1 8.0%

0 0.0%

JHAWS Ty b, 7 F » Z Paul-Brousse
hospital, 4 # Y Z King's college hospital,

7 A V) 77 Pittsburg group 7> 6 D & D A F D
RETH 229, HHETIZ1990E D fFF5
PEICTTR 2 OEICEERZ & 12, MER
RO Flin, W (FIRER > & ER B £
TOHR), BV LY V1, BEE/RLY
LEVEH, TabroryEeryEBEosEE LD

SR EEFECT T E U THAEIT

% BTRIEF &2 37 2 HFEREEIR O # 4 K
7 4 v (BEFFAEZEE 1996 ) | 2MERK &
1, BUE & MFENT R SRIE DI S HE & L
THOWHRATWA(ED. &561Z, K2R
9" scoring system D & YD W THERGT
MHETT T & 5 (2013 4F- 10 H » & M ZERFFE4E
RS AR RIRRETHS B L = IZ B &
72). —H, YR TIREROBEIDERLELSE
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|
High Volume Hemofiltration (HVH), PEx and/or FFP#7t
|

T

!
MEE=S
!

{EEREOE - ICP (MBAE)

}

(ICP>20mmHg) il : 5~15mmHg

(CPP<50mmHg) . CCP (BliAE)

(FHIMARE — F£19ICP)

AW : 270mmHg

&1

2L, REAAERZ T 3 KIEA & sk
)7 IS 2 RE LT3, Thbb, ik
FEDFEE « KFMONTHRER AN - CTIZ KL
PR AR E U, Ml 2 & & NEIG
WEDRNR A FTE U Fred i) Ze - FERE T 2 F1) oy
TH5EDTHB(X1). LiL, (RIFIAR
DHREMFELTES2H5 0, REOHE,
5 A PFAE (& G4E % nitrogen death) % fif 5 L
FEREIEI] 2003 5 2 L3Rl il
5,

DOE TR AERIFREREA RO T d - 7= 1R
2H 0, HFFEREOMEIG & Il & h =354 1358
H TORBHRE & N F — &% DA &%
BTH 7= ZOHME LT19974 7 HIZHK
SRREAEIE X =, 20104E7 H Okt
IELLRTIZ 13- T 86 Al DR EIZ 4 ¥ 47(6.6
il /4E), HEVERF A A8 BIEF AR 212 /4 %
REMNBBIREL BN A LD -2 DT
5h5. LaL, HBUEIZ X DIE T2
(IS4 BB L, RYERTREA L &
v bEIRIEUET 200543 A A 5 BHERFA
BUIRBOHBEBESRGIZohTHWAZ L
HbET, BEMOH 2ERELE->TER

fTFHERY  68%2%5 - 201442 H

- ARARD |
T ew

YRICOBMEEIRE T LT ) X 4

(K2). LW E&THBHM, ZDZkid
RN - NEET 25A, B - BEE
OV ThEE - BIRETRENL LS
HUWEA AR LT 5. TiyERF R kto af
BEME 2 0 K AT U RIFAH & A dud, RE
7% & OMREIEEIGELE A 6 LRI O F +
VAETRIZEZDTHA, ZORIZDNTIE
BEETayeEry4 2 38R TvEN, 4
RIOBIED F gt E LT, o] Ky 5811 i SERT
FEREE 8% % 170, AL IRATFFERE F - — DHEfi (B
fli) #5285, MAEHFLHRELRFED & 7
< T, B TE 2B ED EIZHIERF
Fhtih & L RRTFFE kD convert & & [ L T
WA, EHBERFI2961 0D 5 B FERE % T R
RECHEL U 72 4Bl it L LR G A & #5
i E o223 H(PRIEIOH) TS D,
W8 HLANDRERNZ RFEC 3 a5 72 2
EREFOHHTH S, ZOHIZONWTIE, &
EEA TRAEIEEMFIOFEL £ TOHED A
59, BREIEEICEA (yFiE, FREYE,
I 7 £ O FEREH A B & 229 g,
convert Bt HEHIZ DWW T DK % AR A H
ENBTHAD.
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