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Aim: This study aimed to determine the frequency of
low mental well-being and associated factors among
homeless people in Japan.

Methods: A community-based cross-sectional study
was conducted. Data were collected through in-person
interviews of 423 homeless persons living in two areas
of Tokyo. Mental well-being was assessed using the
Japanese version of the World Health Organization-
Five Well-being Index.

Results: The overall sample comprised 392 (92.7%)
men and 31 (7.3%) women. Average age was 60.6 *
11.9 years. The mean score on the World Health
Organization-Five Well-being Index for the 396 par-
ticipants with no missing values was 11.81£5.35.
Based on a cut-off criterion of 12/13, the frequency of
low mental well-being among the participants was
57.1%. In multiple logistic regression analyses, the

-mental

subjective perception of poor health (odds ratio
[OR] =3.88, 95% confidence interval [CI}=2.32-
6.49), lack of perceived emotional social support
(OR=2.77, 95%Cl = 1.70-4.49), dwelling without
roof (OR=2.70, 95%CI=1.47-4.97), and pain
(OR=1.96, 95%CI=1.12-3.42) were significantly
associated with low mental well-being in this
population.

Conclusion: The findings suggest that compre-
hensive intervention programs that provide sup-
portive housing, emotional social support, and
health-care services, may be needed to improve the
mental well-being of homeless people.

Key words: health-care services, homeless people,
well-being, social support, supportive
housing.

OMELESSNESS IS A common problem in non-

Western as well as Western countries. However,
the vast majority of psychiatric research on homeless
people has been conducted in Western contexts. We
have identified only two studies in Asia — one in
South Korea,! and one in Japan.? Han et al.’ investi-
gated the prevalence of mental disorders among 433
homeless men housed in shelters in two metropoli-
tan cities in South Korea. Lifetime and current preva-
lence of psychiatric disorders were 60% and 50%,
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respectively. Morikawa et al.? investigated the preva-
lence of mental disorders among 80 homeless
persons living on the street in Tokyo and found an
overall prevalence of 62.5%. Both these studies
suggest high psychiatric comorbidity among the
homeless population.

Homeless people frequently suffer from mental
health problems. According to a systematic review
regarding the prevalence of mental disorders in home-
less people in Western countries,® 37.9% had alcohol
dependence, 12.7% suffered from psychosis, and
11.4% were subject to major depression. However, it
has been suggested that homeless people do not differ
from non-homeless poor people in terms of the
frequency of the DSM-IV diagnosis of severe mental
disorders except for substance abuse; but homeless
people do show higher levels of psychological
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distress.* Studies on the mental health of the homeless
population have mainly focused on mental disorders.
However, estimating only the extent of mental disor-
ders may not be sufficient to determine the impact of
homelessness on mental health. A conceptual frame-
work is needed for integrating the complexity of the
distress these individuals experience.

In recent years, studies have suggested that
assessment of the quality of life (QOL) is important
when working with the homeless population.
Homelessness is associated with low perceived QOL.*
Salize et al.® found that non-schizophrenic homeless
persons reported lower QOL than non-homeless
schizophrenic patients receiving community-care
services. Kertesz et al.” suggested that low mental-
health-related QOL is associated with the chronicity
of homelessness. In addition, the coexistence of
homelessness and mental disorders is associated with
even lower mental well-being.®'°

QOL is defined in diverse ways by different inves-
tigators. Lawton'' presented a QOL model compris-
ing four sectors: behavioral competence, objective
environment, perceived QOL, and psychological
well-being; interrelationships among the sectors were
suggested. Lawton defined psychological well-being
as one’s overall evaluation of ‘self in environment’
and regarded psychological well-being as the major
criterion of mental health. Lehman'? defined QOL as
‘a subjective matter reflected in a sense of global well-
being’ and viewed the experience of global well-being
as a product of personal characteristics, objective life
indicators, and subjective quality of life indicators.
Diener'® described subjective well-being as the
general evaluation of one’s QOL, and suggested
that it reflects the well-being of societies. Thus, the
concept of QOL, particularly subjective mental well-
being, offers a broad perspective when investigating
mental health problems of the homeless population.
Though the need for assessing mental well-being is
critical in this population, to our knowledge, no such
studies in Japan have been reported. Therefore, we
aimed to determine the frequency of low mental
well-being and associated factors in this population.

METHODS

Participants

The participants were 423 homeless persons, who
agreed to participate in the study. The inclusion cri-
teria were as follows: (i) receiving support from
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non-profit organizations (NPO) offering support
programs for homeless people in the survey areas;
(ii) being homeless, defined as living and sleeping
outside or in any space not designated for shelter (e.g.
train stations); or (iii) being marginally homeless,
defined as sleeping in a shelter, cheap hotel, motel, or
being in a supported housing program during the
survey period.

Procedure

Data were collected in a community-based survey of
homeless and vulnerably housed people in two areas
of Tokyo. The survey period was from 15 December
2010 to 28 February 2011.

Ten staff members of NPO, with experience in
working with homeless people and who usually pro-
vided the participants with daily support, conducted
in-person interviews. The data-collection procedure
was supervised by two psychiatrists (the first and
second authors of this paper). To ensure confidenti-
ality, the interviews took place at a secure, private
location near where the individuals lived.

The study was approved by the Research Ethics
Board of Tokyo Metropolitan Institute for Gerontol-
ogy. Written informed consent was obtained from all
participants prior to the interview.

Measures

The questionnaire included items concerning mental
well-being, sociodemographic factors, usual living
place, and health-related variables.

Mental well-being

Mental well-being was assessed using the Japanese
version of the World Health Organization-Five
Well-being Index (WHO-5-]);'*'* a cut-off criterion of
12/13 was used to determine low mental well-being.
The WHO-5 is a standardized health-related QOL
instrument that has been validated in the context of
various mental health problems, including depres-
sive disorders,'®"? anxiety disorders,*® psychiatric dis-
orders,? and suicidal ideation.*

Sociodemographic factors

The sociodemographic factors assessed included age,
sex, years of education, marital status, employment
status, receipt of public assistance income (welfare
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payment or basic pension for those disabled, older,
or bereaved), total income per month, and perceived
social support. Age was divided into two categories:
<65 and 265 years. Two categories were used for years
of schooling: 0-9 and =10, which represented,
respectively, compulsory education and beyond com-
pulsory education.

Marital status was ascertained by the question ‘Do
you have a spouse? Possible answers were ‘yes’, ‘no’,
and ‘never married’. Those who chose answers other
than ‘yes’ were considered to have no spouse.

Employment status was evaluated based on the
response (‘yes’ or no’) to the following question: ‘Are
you working? Monthly income was divided into
above-welfare and below-welfare categories.

Perceived social support (PSS) was evaluated based
on ‘yes’ or ‘no’ responses to the following five ques-
tions: ‘Do you have someone to whom you can talk
when you are in trouble? (PSS1); ‘Do you have
someone to whom you can talk when your physical
condition isnot good?’ (PSS2); ‘Doyou have someone
you feel comfortable being with? (PSS3); ‘Do you
have someone who can take care of you when you
are ill in bed? (PSS4); and ‘Do you have someone
who can take you to the hospital when you do not
feel well?” (PSS5). PSS1, PSS2, PSS4, and PSS5 were
adopted from a previous study on social support and
depression in older adults in a rural community®’ and
suicidal-ideation in an older urban population.”? A
strong association was found between negative
answers to these items and both depression,”* and
suicidal ideation.?

Usual living place

Living area and living arrangements over the previous
2 weeks were assessed as ‘usual living place’.

The two survey areas were labeled Area 1 and Area
2. Area 1 is located near a main railway terminal and
has large parks in the vicinity. Area 2 is one of the
most renowned destitute districts in Japan.

Living arrangements (LA) were assessed by the
question ‘Where was your usual living place over the
past 2 weeks?' Possible answers were ‘an apartment in
a supported housing program’ (LA1); ‘public shelter’
(LA2); ‘private shelter’ (LA3); ‘cheap hotel or motel’
(LA4); and ‘street, city park, train station, river bank,
or any other place not designated for shelter’ (LA5).
These answers were divided into two categories:
dwelling with a roof (LA1~4) and dwelling without a
roof (LAS).
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Health-related variables

The health-related variables assessed included subjec-
tive perception of health, history of mental and
physical disorders, pain, visual impairment, hearing
impairment, and walking ability.

Subjective perception of health was assessed by the
question 'How would you describe your current
overall health? Possible answers were ‘excellent’,
‘very good’, ‘good’, ‘not good’, and ‘bad’. Participants
who answered not good’ or ‘bad’ were considered to
have subjectively perceived poor health.

History of mental disorders was evaluated on the
basis of responses (‘yes’ or 'mo’) to questions concern-
ing a history of depression, schizophrenia, alcohol-
ism, anxiety disorder, insomnia, dementia, or any
other mental disorders. Participants who responded
that they had had at least one of the above disorders
were considered to have a history of mental disorders.

History of physical disorders was evaluated on the
basis of responses (‘yes’ or ‘no’) to questions concern-
ing a history of stroke, heart disease, hypertension,
kidney disease, diabetes mellitus, hyperlipidemia,
liver disease, cholelithiasis or cholecystitis, gastric or
duodenal ulcer, tuberculosis, pneumonia, bronchial
asthma, cancer, arthritis, osteoporosis, lumbar pain,
or any other physical disorders. Participants who
responded that they had had at least one of the above
conditions were considered to have a history of physi-
cal disorders.

Pain within the previous 4 weeks was assessed by
the question ‘Have you had any pain over the past 4
weeks? If so, how intense was the pain? Possible
answers were o pain’, ‘very mild pain’, ‘mild pain’,
‘moderate pain’, ‘severe pain’, and ‘very severe pain’.
Participants who reported moderate to very severe
pain were considered as suffering from pain.

Visual impairment was assessed by the question
‘Do you feel that you cannot see well?” Possible
answers were ‘no’, ‘yes, I have some problerms seeing’,
‘yes, I have a big problem seeing’ and ‘yes, I cannot
see at all’. Those who chose answers other than no’
were considered to have visual impairment.

Hearing impairment was assessed by the question
‘Do you feel that you cannot hear well?’ Possible
answers were no’, ‘ves, I cannot hear clearly’, ‘yes, 1
have a big problem hearing’ and ‘yes, I cannot hear at
all’. Those who chose answers other than ‘no’ were
considered to have hearing impairment.

Walking ability was assessed by the question
‘How far can you walk? Possible answers were no
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limitation’, ‘need to rest after walking more than 2
km’, '1-2 km’, ‘less than 1 km’, and ‘cannot walk at
all’. Participants who chose an answer other than no
limitation’ were considered to have gait disturbance.

Statistical analysis

Statistical analyses were performed using PASW Statis-
tics version 18 for Windows (spss, Chicago, IL, USA).
Baseline characteristics for the 423 study participants
were compared using the Student’s t-test for continu-
ous variables and %*-test for categorical variables.

The association between mental well-being and
each variable was assessed on the basis of the odds
ratio {OR) and 95% confidence intervals (CI).
Forward stepwise multiple logistic regression analy-
ses were performed by entering factors significantly
associated with low mental well-being in univariate
analyses as independent variables.

The significance level was set at P < 0.05.

RESULTS

Demographic characteristics

The demographic characteristics of the 423 partici-
pants are shown in Table 1. The average age + SD was
60.6+11.9 years (range=20-95, median=62.0).

Psychiatry and Clinical Neurosciences 2014; 68: 145-153

The overall sample comprised 392 (92.7%) men and
31 (7.3%) women. The proportion of those who had
no more than compulsory education was 59.1%.
During the survey period, 95.7% had no spouse,
74.0% were unemployed, 61.1% had less income
than welfare level, and 20.3% were living and sleeping
in roofless dwellings. There were some differences
between the two survey areas. Participants from Area 1
were younger, had a lower income level, and more
often lived and slept in roofless dwellings than those
from Area 2.

Distribution of mental well-being scores

Investigation of the distribution of mental well-being
scores on the WHO-5-] was restricted to the 396
(93.6%) participants with no missing values. The dis-
tribution of the total score of WHO-5-] is shown in
Figure 1. The mean score+SD was 11.81+5.35.
When a cut-off criterion of 12/13 was used, the fre-
quency of low mental well-being was 57.1%.

Factors associated with mental well-being

Univariate analysis identified the following as being
significantly associated with low mental well-being
(Tables 2, 3): higher age; being unemployed; lack
of perceived emotional social support (PSS1, PSS2,

Table 1. Demographic data of participants
Inter-area
Total Area 1 Area 2 comparison
n 423 84 339
Age 60.6+11.9 55.5+10.1 61.9£12.0 t=-4.52
(range, median) (20-95, 62.0) (29-75, 58.0) (20-95, 63.0) P<0.001
265 years (%) 39.1% 16.7% 45.0%
Male/female proportion 392/31 81/3 311/28 ¥ =2.54
Male (%) (92.7%) (96.4%) (91.7%) P=0.11
No more than compulsory education 243 42 201 ¥=1.78
(59.1%) (52.5%) (60.7%) P=0.18
No spouse 396 78 318 x*=0.10
(95.7%) (96.3%) (95.5%) P=1.00
Unemployed 311 57 254 x?=2.02
(74.0%) (67.9%) (75.6%) P=0.16
Income below that of welfare payments 218 73 145 x?=53.7
(61.1%) (93.6%) (52.0%) P<0.001
Roofless dwelling 86 62 24 ¥*=157.22
(20.3%) (73.8%) (7.1%) P<0.001

© 2013 The Authors
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Figure 1. The mean score+SD of the World Health
Organization-Five Well-being Index (WHO-5-]) for the 396
participants who had no missing values was 11.81 £5.35.
Based on a cut-off criterion of 12/13, the frequency of low
mental well-being among the participants was 57.1%.

PSS3); lack of perceived instrumental social support
(PSS4, PSS5); living in a roofless dwelling; and
subjective perception of poor health, pain, and gait
disturbance. Forward stepwise multiple logistic
regression analyses were performed by entering the
. following as independent variables: age; employment
status; PSS3 as perceived emotional social support;
PSS5 as perceived instrumental social support; living
arrangement; and subjective perception of health,
pain, and gait disturbance.

The results with the multivariate model showed
that the following were significantly associated with
low mental well-being (Table 4): subjective percep-
tion of poor health (OR = 3.88; 95%CI = 2.32-6.49),
lack of perceived emotional social support (PSS3;
OR=2.77; 95%CI = 1.70-4.49), living in roofless
dwelling (OR =2.70; 95%CI = 1.47-4.97), and pain
(OR =1.96; 95%CI = 1.12-3.42).

DISCUSSION

In a national survey of homeless people conducted
by the Ministry of Health, Labour and Welfare in
Japan, being homeless was defined as living and
sleeping outside or in any space not designated for
shelter (e.g. city park, river bank, street, train station).
The definition of homelessness varies from country
to country, and among institutions within the same
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country. The general definition of homelessness pro-
vided by the US Department of Housing and Urban
Development* includes not only homeless individu-
als in the literal sense of being without a roof over
their heads, but also refers to those who are more
likely to be threatened with the loss of, or are unable
to continue with, their current accommodation. In
the present study, we employed this broader defini-
tion of homelessness and included marginally home-
less people as participants.

The frequency of low mental well-being among
homeless people in the present study was 57.1%.
That is almost twice the frequency previously found
among community-dwelling older adults in Japan.®
Although there is a difference in the age distribution
between that study and the present investigation, the
indications point to a high level of low mental well-
being among the homeless population.

The present investigation identified four factors
associated with low mental well-being among the
study population: (i) subjective perception of poor
health; (ii) lack of emotional social support; (iii)
living in a dwelling without a roof; and (iv) pain.
There are points of similarity between the homeless
population and the general older population. In a
previous study of ours,® factors associated with the
low mental well-being of community-dwelling older
adults were lack of social support and poor health

- status. The findings of the present study are consistent

with that result, but this study recognizes the impor-
tance of the dwelling among the homeless popula-
tion. Indeed, other studies have found similarities
between the needs of the homeless and older adults.
It has been suggested that homeless men resemble
men in the general population who are 10-20 years
older.”® Other researchers have shown that health
problems and the social isolation of homeless
persons over age 50 are similar to those of people in
the general population who are 65 years or older.”” It
is clear that the problems encountered by homeless
people are not unique to them. Thus, the present
findings have implications for the development of
effective interventions to address the needs not just of
the homeless population, but also those of the glob-
ally aging general public.

The results of this study indicate a need for inter-
ventions that target housing, the lack of emotional
social support, and physical health problems. Simply
obtaining housing is insufficient to improve the
mental well-being of homeless people.?®% Previous
studies have suggested the need for various services

© 2013 The Authors
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Table 2. Association between low mental well-being and sociodemographic variables and living arrangement (univariate
analysis)
Number of subjects
with low mental
well-being
Variables n (WHO-5-] < 13) OR  95%CI P
Sociodemographic factors
Age <65 227 143 1.00
265 148 73 1.75 1.15-2.66 0.009
Sex Male 367 209 1.00
Female 29 17 1.07 0.50-2.31 0.861
Years of education More than compulsory 156 84 1.00
education
Compulsory education 229 135 1.23 0.82-1.86 0.321
Marital status Have spouse 17 7 1.00
Have no spouse 373 215 1.94 0.72-5.22 0.187
Employment status Working 104 50 1.00
Not working 290 176 1.67 1.06-2.62 0.026
Receipt of public assistance income  Yes 260 144 1.00
(welfare payment, pension) No 125 74 1.18 0.77-1.82 0.455
Monthly income Above welfare 126 69 1.00
Below welfare 209 126 1.25 0.80-1.96 0.321
Perceived emotional social support
PPS1 Yes 230 116 1.00
No 165 109 1.91 1.27-2.89 0.002
PSS2 Yes 252 143 1.00
No 127 98 2.14 1.39-330 0.001
PSS3 Yes 216 103 1.00
No 179 122 235 1.55-3.55 <0.001
Perceived instrumental social support
PSS4 Yes 124 61 1.00
No 268 163 1.60 1.04-2.46 0.031
PSS5 Yes 182 89 1.00
No 210 135 1.88 1.25-2.82 0.002
Usual living place
Living arrangement Dwelling with a roof 311 165 1.00
Dwelling without a roof 79 57 2.38 1.39-4.07 0.002
Univariate OR and 95%CI were calculated using logistic regression analysis.
Perceived social support was evaluated by the following questions: ‘Do you have someone to whom you can talk if you
are in trouble?’ (PSS1); ‘Do you have someone to whom you can talk if your physical condition is not good? (PSS2);
‘Do you have someone you feel comfortable being with? (PSS3); ‘Do you have someone who can take care of you if
you are ill in bed? (PSS4); and ‘Do you have someone who can take you to hospital if you do not feel well?” (PSS5).
95%CI, 95% confidence interval; OR, odds ratio; WHO-5-], Japanese version of the World Health Organization-Five
Well-being Index.

offered in an integrated manner.**->? Those services different services could improve mental health care
may range from case management to providing meals for homeless people in addition to other socially
and could be effective in improving health, housing marginalized groups.** The present study indicates
status, and access to health care.’® Priebe et al. sug- that comprehensive interventions, including secure
gested that collaboration and coordination among housing, emotional social support, and health-care

© 2013 The Authors
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Table 3. Association between low mental well-being and health-related variables (univariate analysis)
Number of subjects with
low mental well-being
Variables n (WHO-5-] < 13) OR 95%CI P
Subjective perception of Good 229 100 1.00
health Poor 158 122 4.37 2.78-6.89 <0.001
History of mental Present 222 131 1.00
disorders Absent 102 63 0.89 0.55-1.44 0.638
History of physical Present 87 54 1.00
disorders Absent 237 140 1.13 0.69-1.88 0.626
Pain Present 119 87 1.00
Absent 273 138 2.66 1.66-4.25 <0.001
Visual impairment Absent 160 99 1.00
Present 234 125 1.42 0.94-2.13 0.097
Hearing impairment Absent 87 55 1.00
Present 309 171 1.39 0.85-2.26 0.191
Gait disturbance Absent 155 104 1.00
Present 240 121 2.01 1.32-3.05 0.001
Univariate OR and 95%CI were calculated using logistic regression analysis.
95%Cl, 95% confidence interval; OR, odds ratio; WHO 5-], Japanese version of the World Health Organization-Five
Well-being Index.

services, may improve the mental well-being of the
homeless population.

Our study has some limitations. It was conducted in
two areas in Tokyo. Therefore, cautions should be
éxercised in generalizing the findings to the homeless
population as a whole. Furthermore, the cross-
sectional design of this study limits inferences about

cause-and-effect correlations between mental well-
being and the factors examined. The use of self-
reported data is a further limitation; however, it
represents a practical way of obtaining much of the
information reported. Another limitation is the lack of
astructured interview to identify mental disorders and
a medical check-up to diagnose physical disorders.

Table 4. Factors associated with low mental well-being (multivariate analysis)

Step 1

Step 2

Step 3 Step 4

OR  95%CI P OR

95%Cl

P OR  95%CI P OR  95%Cl P

of poor health
Lack of perceived
emotional social
support (PSS3)
Dwelling without
a roof
Pain

Subjective perception 4.27 2.65-6.89 <0.001 4.32 2.65-7.04 <0.001 4.55 2.75-7.50 <0.001 3.88 2.32-6.49 <0.001

2.51 1.57-4.00 <0.001 2.65 1.64-4.28 <0.001 2.77 1.70-4.49 <0.001

275 1.51-5.01 0.001 2.70 1.47-4.97 0.001

1.96 1.12-3.42 0.018

with?’ (PSS3).
95%CI, 95% confidence interval; OR, odds ratio.

Forward stepwise multiple logistic regression analyses were performed by entering factors significantly associated with
low mental well-being in univariate analyses as independent variables.
Perceived social support was evaluated by the following question: ‘Do you have someone you feel comfortable being

© 2013 The Authors
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Our study identified four factors associated with the
low mental well-being of homeless persons: (i) inad-
equate dwelling; (ii) lack of emotional social support;
(iii) subjective perception of poor health; and (iv)
pain. Comprehensive interventions that work to ame-
liorate these issues may improve the mental well-
being in this population. Further research is needed to
determine the impact of comprehensive intervention
programs that provide supportive housing, emotional
social support, and health-care services among highly
disadvantaged populations.
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Effect of Cognitive Decline on Mental Well-being:
A Community-based Cross Sectional Study
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ABSTRACT

ATM: To assess the effect of cognitive decline on mental well-being in community-
dwelling elderly.

DESIGN: Cross-sectional

PARTICIPANTS: 2786 community-dwelling elderly

MEASUREMENTS: Mental well-being: the Japanese version of the World Health
Organization-Five Well-Being Index (WHO-5-J). Cognitive function: the Japanese
version of the Mini-Mental State Examination (MMSE-I).

RESULTS: In multivariate logistic regression analyses, cognitive decline independently
associated with low mental well-being (odds ratio=1.22; 95% confidence interval=1.00-1.50)
after controlling for potential confounding factors (age, gender, education, marital status,
living alone or not, income level, perceived health, number of illnesses, central nervous
system disorders, pain, instrumental activity of daily living, perceived forgetfulness, and
perceived social support). After adjustment for deficit of judgment/problem solving, this
association no longer met study criteria for statistical significance.
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HBDOTEBEVESL ) o BEOBENENLRAILEED, HoHvid, 85 EMBEREIC
KB X N A REEORMBREBEEORBLY. - T, [Ar2E0 L] [HEiidbh 5wt
E BRARPWAVALRIEREFIZITELRLoTWS] Vo ELRBREIRAED
B LEHTERHL W5,
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TR ORABEIICTIZ & o C, BARIICo e 208 TEEA M 2 TE R ] Tk

V) EEEAVE LTV e, FRER OB CHER S, IEHE(LOMEA & 31 S L p BED b
IS N Do MCIUTRIT) 2, T/8¥—, AR & OB IRE IR 0 fE 2258 <,
S DR & R RE S X UAEEREIRT & O A S IR I TE Y, MCT OBk
HEZG7 S 2 WEREORABBBIEKTTL, W29 Fl vhhwn] e [SHMLE
FTIHboTLE o) 2F0RBNLHLD 5V IERE LTE S 248 [—HOFW
TTChbNRw] Lo RER - JRIOREE, SFNRRABIEKT L) b —BEEY
IR AR B R e R 5 2 B TTREMEASRIZ S b o

ABFGE IR ORI A ERICTEE T B i xR & L Th by, HEo—#bicik
AT D Fiz, IR HEAEFIVERS (Basic Activities of Daily Living: BADL) O
EDEHTE ORI MIORERIEICS 2 5 EBICOW T, BADL M HE XN TW AR GH RO T
LTI ENTELDP o7,

EFEECOMBANE & 5 2 6N A6 BMPEHRET 2 o B ERMMEE, BAE S ER MY
RIS L5 2 50 L LEEINIERARREER T 0T b iR I s 5 218
HEFIFEFLRUREIAL N AT 2R - TV 5, HEWEMOIERR FHRYREDOER L vy
TRBE B AE OB I ORIV BZHOTH ), WHIEREICEEE5 25725
Vo SHIFZE, L ARAMBERTZERICERLZVWE LTH, RiEAMHEE, & i
BENBEE D LD YN BEOBENORRE HHT 5o o TAMEORRIE, iy
R & RIS REATE ISR T 5 L ) X DX, BECBZ 284 REILOBEAEDE
BLLTEZARETHA ), BRAOFEROEREEGOERY HIZLE LTERELTELERD
BT, ADNHET 5 Z EATERVEY, BVOBRBRE LT ORMBRIKT & 8 e i
EOBEENETHI LILoT, 25 AMIZE o THAMRERE L A2 wH) T &%
M9 72012, BEMICB Z 284 LEADHAREE LS X 2B OWTSBENE L% 5
WrgerE s,

&

ok =
is}

e

HIRTEE R I T3, RMBRERR T3 M R A BT IR B 50 FRANBEREDSIRT L
TeEmEEOBMVEREOMEER ZHo»I L, BEMHOBMIEREOM BI040
BNAERFETHIENETND,

AEFFEII R OMAENITERE L BB L, EFEREAEA 0NN & 21 T b/,
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