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1=
I

o, Zz8kz] 1981 AA RA7]F(World
Health Organization, WHO) o] 857} A}8-5t},
ddH oz AP H A ZY(squamous or epider-
moid carcinoma : 29%), 4l1¢F(adenocarcinoma
including bronchioloalveolar carcinoma : 35%),
Al ¥ (large cell carcinoma : 9% ) S H]AH X
H S (non-small cell carcinoma, NSCLC)3} A4
¢ (small cell carcinoma, SCLC : 18%)9] 4
7] AEFo] RE A4 H ] 88% & xpR|gict,
Hg oA2{7kz] MEHe wpet oiolgh YAk kIt
dFE Hole w9 o]E A ot wak FHete)

ot Zed B dFlE BFstn Hoe d g
A7} ol A7 R R £8)7] W2 ARe X
& PHE Agshe AL AAsA 37 94L Al
dtd Ag AAE E43hs 2o 2. & Wy
A Aot A5 die J A7 AR A ]71131
o8 ATAE 7 viwdhe HRE s 5 Qe
4 & AlFsh= Aot

HY Hrle 194613 Denoix7t 994 £, 49
HEd, e do] ool upe} o) sfjFetA N
AEE FESE AAE AUTozA AR
1% 19743 American Joint Committee for Can-

Y F=E FE8L, AR AFS AH¢H, #H5d cer Staging (AJC)7} o2} 7]o| A wash= ool
et ¥hE-& Brhetr] st W) AAE ALEN e TNM #71& thEofr FHEsien, olf 3
Z 1. Clinical and surgical-pathologic stage*
Months after treatment (Cumulative percent surviving)
12(%) 24(%) 36(%) 48( %> 60( %)

cStagef#

clA (n=687) 91 79 71 67 61

cIB (n=1,189) 72 54 46 41 38

cllA (n=29) 79 49 38 34 34

clIB (n=357) 59 41 3 26 24

cllIA (n=511) 50 25 18 14 13

cllIB (n=1,031) 34 13 5

clV (n=1,427) 19 6 2 1
pStage**

plA (n=511) 94 86 80 73 67

pIB (n=549) 87 76 67 62 57

plIA (n=76) 89 70 66 61 55

plIB (n=375) 73 56 46 42 39

pllIA (n=399) 64 40 32 26 23
*Qverall comparisons : p<0.05

#Percentage distribution of cell types : adenocarconoma, 47.2% ; Squamous cell carcinoma,
33.9% ; large cell carcinoma, 3.1% ; small cell carcinoma, 11.9% ; NOS (carcinoma not speci-

fied), 3.9% ; Total 5,230
**Percentage distribution of cell types

. adenocarcinoma, 53.0% ; Squamous cell carcinoma,

41.6% ; large cell carcinoma, 3.6% ; NOS (carcinoma not specified), 1.9% : Total 1,910
(Ref. Mountain CF. Revisions in the international system for staging lung cancer. Chest

1997;111:1710-1717)
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E 2. TNM 7] #3404 2a1

Old classification

New classification

Stage 0 Carcinoma in situ Stage 0 Carcinoma in situ

Stage I TINOMO Stage 1 A TINOMO
T2NOMO Stage 1B T2NOMOQ

Stage I TINIMO Stage IA  TINOMO
T2NIMO Stage 1B T2NIMO, T3NOMO

Stage A TIN2MO, T2N2MO0, T3N2MO Stage A TIN2MO, T2N2M0, T3N2MO0
T3NOMO, T3INIMO T3N1MO

Stage 1B T4NOMO, T4N1MO, TAN2MO Stage B T4NOMO, T4N1MO, T4N2MO0
TIN3MO, T2N3MO0, T3N3MO TIN3MO, T2N3MO, T3N3MO
T4N3MO T4N3MO

Stage V Any T Any N M1 Stage IV Any T Any N M1

ol ¥ WrlE 197439 19863 23}8) of A
ot AAUSST TNM 2HE o]83 ¥y] gL o
Foll oiE £83 FRE ANY 5 Ut 1986
Mountain®] &5 ©ad 1/3 #zl= 9z Bx9)
TE 2 WM NEE € 5 U= F2 F8e v}
A glom, stage I, stage II, Z2jn stage I
A 45 A7} ool siFHCE 1/3 B21= stage V
disease?] 97 Holg slxm o, 1Yujz] 1/3
2= 843 B3] A8t bsE 5 Yu, shset
A & FE U FT4H L o493 wWie Jxn
= stage MA o] U9} stage B 7}
old g},

Ty FUE HE 7 RE 23} YT X
BE sitjgtx Ao o)z}t Q7] W) o] W
7] B9 EAANE MNME7] Yaia v oo}
A PHE 7R B8 Jde ol 19974
Mountaino] thA] $HH 1A= A28 TNM Hrg
WEIIACHE 1, F 2)8

TNM 87| 23FollM Yotz o

1. Stage Groupingo| 4} TNM subsets & $+=}<] o
Tl wet oL MEstsidct. Stage I3 18 zt

Z A, B2 F2salgjon, T3NOMOE Stage A
25¢E Stage IBE &3 7o) 8 po|Hdojul( g
1, 2, £3).

old TNM 47| BRoME satellite noduleo]
= 3% TH7IE & 9A B4k T2 A9 T3
» T3Q1 739 T4 st aehv A2 A 9
71 BN ME A4 Hgo] 943 & (lobe) o sat-
ellite noduleo] Qo T4z, %9 g2 Qo =g
B metastatic nodulee] o Mleos k] 3
(X 3).

o 30 M

3. ¥y el Wz de A AW A% Nlez
Tfdhe 28 B8 714stAch.(E 3)

1) Old classificationof]A{ N1
-Metastasis to lymph nodes in the peribronchial
or the ipsilateral hilar regions, or both, includ-

ing direct extension

2) New classificaitonof|A{ N1
-Metastasis to ipsilateral peribronchial and/or ip-

silateral hilar lymph nodes, and intrapulmonary
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nodes involved by direct extension of the pri-

mary tumor

oot o =

Hok gate] HEAQ Aol B &R
& nAE Ao A qirh w2
A= AR BRI AEE Algsid oE LHJ*V
AR L Fohlsl, F3 dF AR Fxte] +3
2 (performance status)® #AF 74 HEE #<)
sh= Ao 7|RH o g Fgsith

Ao £y 5HL Fabel Fy AR, do|, AF
7+, tumor burden ¢} ¥##<l 53E whgs=
Ao 2 Karnovsky scale, ECOG(Eastern Cooper-

04.\.

n—?,
OIF Hﬂ e o

rln &E

ative Oncology Group) scale §o°] o]g®ch
ECOG scale® 0 : Asymptomatic, 1 : Sympto-
matic, fully ambulatory, 2 : In bed<50% of the
time, 3 : In bed>50% of the time, 4 : Bedridden
oz FEE. AF Tat $£F, A8, A
thal Zofl, &% L3 B9 27h §%, 713 T @1
Eo] 7t Qe Thkst 2483t A% ’—‘}%% kg
sh= Aoz A 67149 Woll 5% 22 10 Ib(eF 4.
5 kg) A=e] Zavt slod frofdl iﬂ% vtk 2
o 2.

2 9o v FHA|RE JFgg vAE F e A%
Atz Ad, o], Q1F Fol AUtk thF-E A7kl
o3l H]E multivariate analysiso] 93 Z3j=
Szl izl el T Wtk @Tho )
of ol ofo] dE FAE Zel % o T
104 olste] @ AU olF7h BT 2
= olBe] B% 2AE Wl F4e 2m Ut
3ko] Q7] mjRolr}e . Eg Rl N Bkt of
ol L olfr& obulE Bk Aho] y it
dAE vwd 2 FAH A5 e A
2 AZEg®. ey =) ExjeliMEs BE 7
A 9 A% 501 vud =gl1, e
2 HojEE Aol AL Holrh¥ = TH UFt

Lo

2
o

oft

.
i
it

T =)
0 o Ho o o
o

x

o 4% Aol =l 2 2o
A el s BApel el Boiske Fat

Az o8I g ol AYel R Wl
wloh AIEFoIT Z ManEsetel A4S ¥l
wow 423 4AE WMo AL 2 EALe

2 A 210 LS U ¢ & st A olv]
Aelo] 9ARolE Yol A7t B7] WEel A7

o2 #af 3 deth

el 28ty o] UAW ¥y $A4& sHAl
e Wy #3e 2REoR A A AAE
Z9ol $1AE ZAAske siFEA B BAH(ana-
tomical staging) @ SR oej7ix] A5E 2 A9
& el digk #xke FHE Hrlshe AejEhy
7] B4 (physiologic staging) o]t} BlAAlEH ¢t
Ao e F2 dhEAs 2L ZFHQ
& Azl old) £4& AN E F AeA] IR
AA| 754 (resectability ) o]8}1 3lEH] o) AL %

2 AYE F U TF JEHE 5 w9
ol ik 1 AP} & (RS Avol d ¢
U= ARE %754 (operability ) olgka dh=
o o] RA& gate] AW 277} AFto] it

mlm

2

1. t]aAMZm2t (Non-small ceil lung carcinoma;
NSCLC)

Hgte] 78 =g FR3E7] et W) w4 s
de 59lsla ded o] £% TNM Internation-
al Staging System?] Wil2 F3 H]hAN X H Y]
BF olg3t hB
ol2idl 7] B AAle AAAR R #Hg Ex}e
Ay ARE 7igsked A&Holn, AHAe] F2
BRE AT 47 Wrizd &3 e A5
o] A& 7|70 H S Fege] o dAA A 7k
& 5% &3] 7beA e s = 3o
o}t mebd Brle AE Alg dig AHEZ 0|8
2
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3. TNM classification of lung cancer using the new International Staging System (ISS) (Revisions in the international
system for staging lung cancer, 1997 by Clifton F. Mountain, M.D.)

Primary Tumor (T)

TX
TO
Tis
Ti1

T2

T3

T4

Primary tumor cannot be assessed, or tumor proven by presence of malignant cells in sputum or bronchial washings but not
visualized by imaging or bronchoscopy.

No evidence of primary tumor

Carcinoma in situ .

Tumor<3cm in greatest dimension, surrounded by lung or visceral pleura, without bronchoscopic evidence of invasion more
proximal than lobar bronchus(i.e., not in the main bronchus)

Tumor with any of the following features of size or extent:

>3cm in greatest dimension

[nvolves main bronchus, 22 cm distal to the carina

Invades the visceral pleura

Associated with atelectasis or obstructive pneumonitis that extending to the hilar region but does not involve the entire lung.
A tumor of any size that directly invades any of the following : chest wall (including superior sulcus tumors), diaphragm, me-
diastinal pleura, parietal pericardium ; or tumor in the main bronchus<<2 ¢m distal to the carina, but without involvement of
the carina ; or associated atelectasis or obstructive pneumonitis of the entire lung.

Tumor of any size that invades any of the following : mediastinum, heart, great vessels, trachea, esophagus, vertebral body,
or carina ; or tumor with a malignant pleural or pericardial effusion, or satellite nodule(s) within the ipsilateral primary-
tumor lobe of the lobe.

*Most pleural effusions associated with lung cancer are due to tumor. However, there are a few patients in whom multiple
cytopathologic examinations of pleural fluid show no tumor. In these cases, the fluid is nonbloody and is not an exudate. When these
elements and clinical judgment dictate that the effusion is not related to the tumor, the effusion should be excluded as a staging ele-
ment and the patient’s disease should be staged T1, T2, or T3. Pericardial effusion is classified according to the same rules.

Regional Lymph Nodes (N)

NX
NO
N1

N2
N3

Regional lymph nodes cannot be assessed.

No regional lymph node metastasis

Metastasis to ipsilateral peribronchial and/or ipsilateral hilar lymph nodes, and intrapulmonary nodes involved by direct ex-
tension of the primary tumor

Metastasis to ipsilateral mediastinal and/or subcarinal lymph node(s)

Metastasis to contralateral mediastinal, contralateral hilar, ipsilateral or contralateral scalene, or supraclavicular lymph nodes

Distant Metastasis (M)

MX  Presence of distant metastasis cannot be assessed.

MO
M1

No distant metastasis
Distant metastasis present

*Separate metastatic tumor nodule(s) in the ipsilateral nonprimary-tumor lobe(s) of the lung also are classified M1.

Stage Grouping using the New ISS

Occult carcinoma TX NO MO
Stage 0 TIS Carcinoma in situ

Stage [A Ti NO Mo

IB T2 NO Mo

Stage IIA Tl N1 Mo

1B T2 N1 MO

T3 NO Mo

Stage [IIA T3 N1 MO

T1-3 N2 MO

Stage 11IB Any T N3 MO

T4 Any N MO

Stage IV Any T Any N M1
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I 4. Pretreatment staging procedure for lung cancer patients
(Ref. Harrison’s Principles of Internal Medicine. 14th ed. 1998, page 552~561)

All Patients

Complete history & physical examination
Determination of performance status and weight loss
Ear, nose, and throat examination

Complete blood count with platelet determination

Measurement of serum electrolyte glucose, calcium, phosphorus, renal and liver function tests

Electrocardiogram

Skin test for tuberculosis

Chest X-ray

Computed tomography scan of brain, chest, abdomen, and radionuclide scan of bone if any of the above studies suggest
presence of tumor metastases in these organs

X-rays of suspicious bony lesions detected by scan or symptom

Barium swallow radiographic examination if esophageal symptoms exist

Pulmonary function studies and arterial blood gas measurements if signs or symptoms of respiratory insufficiency are
present

Biopsy of accessible lesions suspicious for cancer if a histologic diagnosis is not yet made or if treatment or staging deci-
sions would be based on whether or not a lesion contained cancer

Patients with NSCLC who have no obvious contraindication to curative surgery or radiotherapy

All the above procedures, plus the following:
Fiberoptic bronchoscopy with washings, brushings, and biopsy of suspicious areas
Pulmonary function tests and arterial blood gas measurements
Coagulation tests
Computed tomographic scans of brain, chest, and abdomen
If surgical resection is planned ; surgical evaluation of the mediastinum at mediastinoscopy or at thoracotomy
If the patient is a poor surgical risk or a candidate for curative radiotherapy ; transthoracic fine-needle aspiration biop-
sy or transbronchial forceps biopsy of peripheral lesion if material from routine fiberoptic bronchoscopy is négative

Patients presenting with small cell or non-small cell lung cancer that is not curable by either surgery or
radiotherapy alone

For proven small cell lung cancer, all the procedure under “All Patients”, plus the following:
Fiberoptic bronchoscopy with washings and biopsy
Chest, abdomen, and brain CT scans
Bone marrow aspiration and biopsy
For non-small cell lung cancer or cancer of unknown histology, all the procedures under “All Patients”, plus the follow-
ing:
Fiberoptic bronchoscopy if indicated by hemoptysis, obstruction, pneumonitis, or no histologic diagnosis of cancer
Biopsy of accessible lesions suspicious for tumor to obtain a histologic diagnosis or if therapy would be altered by find-
ing of tumor
Transthoracic fine-needle aspiration biopsy or transbronchial forceps biopsy of peripheral lesions if fiberoptic bronchos-
copy Is negative and no other material exists for a histologic diagnosis
Diagnostic and therapeutic thoracentesis if a pleural effusion is present
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e TNM classification of lung cancer using the
new International Staging System(ISS) devel-
oped by AJC (American Joint Committee)

1) T (2% z7) ; tumor size)

2) N(d9 ©xAd 29 ; regional node involve-
ment)

3) M (€7 Ho] o ; presence or absence of dis-

tant metastasis)

2. 2AMIZ82t(Small cell lung carcinoma ; SCLC)

2N EH LA “limited stage disease” (30% )%=
Fdo] % FF O HER, 2AE, H4TAY Y=
4 ol FEE e AUE Welo, “extensive
stage disease” (70%)+& Ho] 1 Bt} ] & s}e]
YHM0)E do e g L3},

Limited stage disease®] 2] £9o] tolerable
radiation therapy portujel]l Z3td AelE @3ich.
b S SR Y=Y, 39 35 A4 A
H, A9 54 52 25 limited-stage disease
9] dHo|r}. 22} cardiac tamponade, 9FA] F
o4&, 4Z H43 HAY 58 radiation porte] =]
uj 2| extensive-stage disease 8 E-F§hc},

ot Hol e 2HIE®

1. 87| 2ol JF oixle clst AUXLE

Y 7] Bl 51 gaiel X8 AYe A,
AF-E Ao d&str] HE el ey
& o2A7EA M2l uhet ekl o e M=
OE d$E Hole g oA doly] i 4
Al QoA o] 8H T Sle W) BN EE Pate
S A sl Rk A9t Bk

A 87 B 7HE Fo3 ol4EE TNM
Hrle F2 vaAEd ] A, sMEdge

r e

AR Ae ASE g7l oleigol ok ]
A EAL] A5 gosiste ol fE weo] £
%] dEel W@ Fal Yo7k wow, B3 e
FPE PH Aol 94 BHe) suy HA &
& A ABE 9¥oz B 2o} ook W=
Hog aMZARe s UvEd Zrld AP WY
& lSitk S ofu] selo] RAPolE Yo7 AL
b 7] WRe] A¥Hez £4e sh4 %hn P
ez YA AR E Aa) gt

TG A Bare) AFHQ Aol kAl a s
Bol FYL vIXE Zoz YA Yok Bake Sy
583 AF oL B o4 28 oF Aol
2 gl Bl vol, A, UE 59 UxtEo] @
Al o] wlaa =g ke vlA % o ®
@ Bt 25 5 odelba W% A2E T BIY
F AEAE B JaNE Batel Biska w7
#4, & Yoizdo] Zajsolol s},

II. 7] S I8 ZAL Yol #)

1. BFHAUSCHEEY (Chest Computed Tomog-
raphy)

el H7) WAl M F88H4 ol&HE HA} v
Yol FRANsIGEEGolth. Ty FRAs G
FEYNo2= T39 T4, Zgm N2¢t N3& 78
h= 3o} ojele A9t Bk & %] Fy 7
283 Halde A wrog Y oRg TRs| o
219H, ¥xde] A7t g Ho] BRE FHE)
oJg7] wjE-olc}.

1997\ Gdeedo 5-%*0] 74 9] v)AMEHY B}
€ e E FRAdsgEEge) J¥eE 24}
&7] 3t B2l BRoM AR 2ASAZAE
A&t imaging TNM(GITNM)z} pathological
TNM(pTNM) & vlist ZAzg BEusigct. 823
AstdEEes Y=Hlel W (short axis diame-
ter)o] 1 cm v|told Ao g BFaict. At 2
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3 5. Comparison between iITNM stage and pTNM stdge (n 74)

pTNM I 11 A - uB Total
iTNM
Occult cancer 1(100%) 0 0 0 - 1 o
I 19(613%)  7(22.6%)  5(161%) 0 31
Il 1(50%) 0 1(50%) 0 2
mA 11(47.9%)  4(17.3%)  6(261%)  2(8.7%) 23
B 7(41.2%)  6(35.3%)  3(17.6%)  1(5.9%) 17
Total 39(52.7%)  17(22.9%)  15(203%)  3(4.1%) 74

3 6. Comparison between iT and pT (n=74)

pT 1 2 3 RV  Total

iT

Occult cancer 1(100%) 0 0 0 1
1 8(50%) 8(50%) 0 0 16
2 6(16.2%) 27(73%) 3(8.1%) 1(2.7%) 37
3 1(11.1%) 3(33.3%) 4(44.5%) 1(11.1%) 9
4 1(9.1%) 8(72.7%) 1(9.1%) 1(9.1%) 11
Total 17(23.0%) 46(62.2% ) 8(10.8%) 3(4.0%) 74

& 7. Comparison between IN and pN (n=74)

pN 0 1 2 3 Total

iN

0 24(63.2%) 11(28.9%) 3(7.9%) 0 38

1 3(75.0%) 0 1(25.0%) 0 4

2 12(50.0%) 10(41.7%) 2(8.3%) 0 24

3 6(75.0%) 1(12.5%) 1(12.5%) 0 8

Total 45(60.8%) 22(29.7%) 7(9.5%) 0 74
7} TNM #7)& overestimation® 7497} 43.3% Eolr= 53.3%, YA dExE 40%, 24 dE=
(32/74), underestimation®l -7} 21.6%(16/ E 61.1% olth. dEdey Ad7AEe FRAM
74)o}AH(E 5). T 7]& overestimation® 75 sz advtoz TNM 7] #4& she e A%
7} 27%(20/74), underestimation® 7$~7} 18.9 3R] @y ujRol 2AE Yz Wy 3Ae A
%(14/74)01cH(E 6). N #7]& overestimation = vt EREAAAN) Hg by, w3 kst
¥ A97} 44.6%(33/74), underestimation® 7% T3¢} T4t 857 e 2 788 FASAAME
7} 20.3%(15/74)013UTH(H 7). HE} FHE ¥ Tk 849

=e] U FRANSRER] NP 48.3%,

— 398 —



— Staging problems of lung cancer —

1) By U] YA

A. B9 &Y (Chest wall invasion)

o F4 AUe Wi

Fravsuancdon 2o
7 = 40-90% o]}

87%, Bolk

o Y 2o %
a) F9 9% 2 73 27

Tz Ay B4 208 Wdow ¢ AvAn F5A
AbsletEatodal 2 0w Azie] Ml Hol= A
HA AEFEE 100% ). U 58 F9)d 9
= e AH B 2507 F9o] Ao 9=
AL A dE2rE 33%9 Eas }I:} I olg= A
A7 Foko] o] glowA] AL, E2 B =
B4 WsEo] FU UMY o B suke) 2
oA #2E)= false-positive 297} 917 wiolc}.

b) ¥ v

FRAMSGEHGA) FoF v3U) Hole BS 2%
Ao i A== 100% 2 S35k -‘30]5-;—
44 % 2 v F2] G

¢) Extrapleural fat plane %

Extrapleural fat plane$] 44o| 9l& H9 Zoko)
=
=

ok FH HAWe] iy UREE 85%, Bolxe 87
% o|c}®, 1)L} extrapleural fat plane& &4 2
ol AL o, 3] Fgo] 5FF HEH s
ZAfolle 7 BolA] gheth. Wi Fofo] 533 &
SAtold] Sle 5 BE¥ HESL e AeddE

Ao & B,

d) FYst FH41el9) HalglE A%
FY3t FAtele] Halels Awt F2g olRk 7
- Zl S WY PPsAe AR

e) %%*54 FiAlolel] &L Ao
AR FUT FAAol YIH =
710]7}- 3cm o4l 1 Ao Ful 2o Fede 1HE

sfelof ¥tk Ratto $& FU-50 1% Zols}
F A7A}ole] B0l 0.98 cut-off 2 3I¥UL W &
¥ Ao uizteE 83%, Holky 80% ek Bl
B9}, Extrapleural fatoll Z#3}= lymphoid
aggregates— =28 £ 2]
Aol Age Suke] AxAoz Aoy
sk Zlolt.

Bl oF F WP AT W Yk ol
I e FHAds IR FAEE ddst,
=S F907] SlaA AE
pneumothorax)-& ©]£-8}7|%= ¥ o]ejd #AL
UAEE 100%, Hol=y 80%, ALY 88% o
oh Zeht o] ASelE thy B4 128F 1elA

FY7h $AF Sabolo] Rel7h QoA Setaln
T AR Foel FAF Aol glol A3t ook

Fopoll o8 F4 Aol

ojN

o
a
)
ol
RO
rir
=
_l'pn
o
X
©,

2lo]l& en bloc resection
7} chest wall reconstructiong A|8% 42 ¢Jlona
FH o] Ao Ao] &l tiF 7} g
ettt 2ol o]edt Ag- o] 23t o|ghgat A}
TEol UM 4 glo, A% d=d dolet g
Aol FAlol #ld Exls & AAFE 53 A=

80| 7% 2 dF7t BFsr] Wi dvtdoz 4

& YaEA] ettt ¥ muke] WS BolE supe-
rior sulcus tumors WAMIZEE 58 & 5 9
=%

B. 235 &Y (Mediastinal invasion)

ZFoko] 2A% o] Qo™ T4y A To o}
8 £8% FHE 7B #HWo] glo] AU Ha
3 AFT Aol detdoez e A = 9

N

O

o ol Y A% £&4 AL oA Rarh

FHAVANELAS T O FY 2B B A
ok = AL ofuitt. zejuy} A4 9k (central
tumor) ol 9§ FAF Aol o=, F4F g
3 Az vy} @ o] H e u 294 A}
$¢ AR

o 2 24T 8B, 719, AR, 42 5o 39
B
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TO-2¢} T3-4 Y& FEsk=t] FidlsidE
o] FFEE 56-89% o|AT 4 HA| 2 o]F
AEe dE B8] HA geth dddME #Es
g5 Ade T3 7& & F e T4E E3k=
Aol t] Fa38}7| yiolrh.

Glazer F*9] Biuo} o3 FHF HE3|lu
2= Aolrh demolst, g PEaR s 2=
7 90% ols}, FU} FAF TRl AT A
ol BAHE AS 370) FolA 36ciolM ol
Hsargion, ol 28¢ldlx E4% 2ol A 9
A, BololiE Zadoz AR Al UG
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