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W OE ESE58M: TEk, HEEEERETBRA (DSLC) WITFRZEWHMZ . hTEEMAL . FARMMS
B3l 7E 24 h NS AL, DSLC X TR % A M RIR0R AT B 1Rk . eAh, — S8 o 0 bk £ 2 1) N R B I
ALt Z2 0] (g 22 5 W DSLC AR o IFAMIHGE (4 i) e 4t (1CG) 2% 3 i il BEH5 B DSLC A Xt il
LA, SRR I S R A . BRI, 1CG BEE ST TE DSLC A Hh A I A 4RGE . AT
ARHFFEIRTT 1CG 26 T 2E DSLC AR Hh i1 1 IR L FH A 41
FiE s B2 B 2021 4F 7 H—2023 4F 10 H 55 Bl 78 #1148 N B B= e 4252 DSLC /Y B3 I R 2 kL, AR
PEAR BT ICG 28 0 A M PO T RA (224]) M5BT ARA (334)), HE WA SH—
FEGERE . TR A AR AE = A EEE] L AN i DL R B AN R R IR Ml AR RE (BMI
224 kg/m®) XFFFAMIE R 5] 5200
R WONFARUAS S F RN — MR BEARE RS S FARBA] i A0 2 = £ i a) Fn 3
fli FAR i 2 T TG 2E R L (¥ P>0.05) 5 FEfFSIIRSE = fMaT, 2O6FARAMBEF R HZ | L
AR BRI S T T R4 (59.1% vs. 21.2%, P=0.009; 50.0% vs. 182%, P=0.018); 7 fit 1
HEM)E, OCFARAMBA . IR LR 84 - I8 A % 1% A0 R R B T % T oA 4l
(100.0% vs. 69.7%, P=0.004; 100.0% vs. 33.0%, P<0.000 1; 86.4% vs. 27.3%, P<0.000 1); %¢¢F R4
H, FEMRTIIRE = AT, A AR RS R R ] AR TR E AR (50.0% vs. 92.8%, P=
0.039), H7EMHIANEE = M5, WHFIMAEPOIRICH B 25 (P>0.05). %EFARY 5% F AR
AR ) A R o, FE R IR = A AT, PR RO BT AN IBIE R R 22 R IR G L (PS0.05)
EAE M R GE = 5, 26 F R4 IF A | NH 5 - 0 A % 3 A R ) R 0 8 % F 3 8 R 4l
(100.0% vs. 25.0% , P=0.001; 87.5% vs. 16.7%, P=0.005).
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Clinical application value of indocyanine green fluorescence

navigation in day-surgery of laparoscopic cholecystectomy

YU Fan, JIN Liming, LIU Jie, SHANG Minjie, WANG Zhimin, WEI Fangqiang

(Department of Hepatopancreatobiliary and Minimally Invasive Surgery, Zhejiang Provincial People's Hospital/Affiliated People's
Hospital of Hangzhou Medical College, Hangzhou 310014, China)

Abstract

Background and Aims: In recent years, there has been a gradual increase in the adoption of day-
surgery of laparoscopic cholecystectomy (DSLC). Given that patients usually undergo admission,
surgery, and discharge within 24 h, DSLC demands higher standards of safety and efficiency. Moreover,
excessive visceral fat in some overweight obese patients may affect the anatomical structure of the
extrahepatic bile ducts during DSLC. Indocyanine green (ICG) fluorescence navigation may aid in
identifying bile duct structures during DSLC, thus preventing bile duct injuries. Currently, there are few
reports on the application of ICG fluorescence navigation in DSLC. Therefore, this study was performed
to investigate the clinical application value of ICG fluorescence navigation in DSLC.

Methods: The clinical data of 55 patients who underwent DSLC in Zhejiang Provincial People's
Hospital from July 2021 to October 2023 were retrospectively analyzed. Patients were divided into a
fluorescence surgery group (22 cases) and a conventional surgery group (33 cases) based on whether
ICG fluorescence navigation was used during operation. The general data, operative time, time for
dissection of the Calot's triangle, estimated blood loss, and identification rate of extrahepatic bile ducts
were compared between the two groups, and the impact of overweight obesity (BMI>24 kg/m?®) on the
identification of extrahepatic bile ducts was also analyzed.

Results: There were no significant differences in general data, proportion of overweight obese patients,
operative time, time for dissection of the Calot's triangle, and estimated blood loss between the
fluorescence surgery group and the conventional surgery group (all P>0.05). Before dissection of the
Calot's triangle, the identification rates of the cystic duct and common bile duct in the fluorescence
surgery group were significantly higher than those in the conventional surgery group (59.1% vs. 21.2%,
P=0.009; 50.0% vs. 18.2%, P=0.018). After dissection of the Calot's triangle, the identification rates of
the common bile duct, hepatic duct, and cystic duct-common bile duct junction in the fluorescence
surgery group were significantly higher than those in the conventional surgery group (100.0% vs. 69.7%,
P=0.004; 100.0% vs. 33.0%, P<0.000 1; 86.4% vs. 27.3%, P<0.000 1). In the fluorescence surgery
group, the identification rate of the common bile duct in overweight obese patients was significantly
lower than that in non-overweight obese patients before dissection of the Calot's triangle (50.0% vs.
92.8%, P=0.039), while there was no significant difference in the identification rate of extrahepatic bile
ducts between them after dissection of the Calot's triangle (P>0.05). Comparison between overweight
obese patients in the fluorescence surgery group and the conventional surgery group showed that there
was no significant difference in the identification rate of extrahepatic bile ducts between the two groups
before dissection of the Calot's triangle (P>0.05), while the identification rates of the hepatic duct and
cystic duct-common bile duct junction in the fluorescence surgery group were significantly higher than
those in the conventional surgery group after dissection of the Calot's triangle (100.0% vs. 25.0%, P=
0.001; 87.5% vs. 16.7%, P=0.005).

Conclusion: The application of ICG fluorescence navigation in DSLC is safe and feasible; it can

improve the identification rate of extrahepatic bile ducts during DSLC, and even in overweight obese
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patients, greatly assist surgeons in clearly identifying extrahepatic bile ducts.
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JE B IR VIBR A (laparoscopic cholecystectomy,
LC) 2iryr a4 a . IH4E D W | H % 0 55
B RSO A AR AR T, 220 30 AR &
Je& . P BE AR A SRR AR AR T B KPR
H [B) i B 55 A2 YT BR R (day-surgery of laparoscopic
cholecystectomy , DSLC), BEP4LL47 I U) B B8 & 1A
Bt . FARAMETTE 24 h WER FABERE &
B RS RE B A AR E R LR, ik — ] it
W IR YT 7 R HEEIIR W], DSLC % 42l
11, H1E4 LCHIH, DSLC 37 H AR 3 25 1 0 w5 £
FWE R o ARJF IR A R R 2 OCHE, DSLC X
AR PEFCR WA m p ZoR . ARSI (bile
duct injury, BDI) & LC &% W H &)™ & 19 3 K 4E
AEEOE e . BB B R R ERAE A R R
KEFN 0.4%~0.7%" . BDI ) 3 B J5 PR A rhoxf fif
SMIHGE B BTSRRI T PO B ARG A A B
MBI R LR 9 (CT) | LR AR A
A 1% (magnetic resonance cholangiopancreatography ,
MRCP) 25 AT #5 B AR B A B IF A TS, H k=
SE AR B 51, T O B 4y AT R AR
H. O WEE S A R IR A2, AT RE R A
P B A= 0 IE 5 ) S5 A R . — I R
PRB R FEHL (BMI) >27.5 ke/m” AT B 5 LC F A
K. IAEXR, mEEFF Lk (indocyanine green, 1CG)
VB — T 21 b 5 6 B BHE LC TR w45 21Ok
Z R 1CG & — KR = R AR R 0
R, HABEOEYHAEYE, H98% Al LIA I
WY I R 2SS, OF A LUk S T s TR
HE R, BESEIR B, ICG BE RS B 41 IR T8 S A ar
WAL ST, JCHAE IS 2P RAE | FFEBUE R £ |
JEE AR S SR IR O T, PO AL AT DL #E TR
HERE P8 TR R B IR ™ O R ORE Y R AR
HE T 52 5 IR ME LC R RCR A2 e e, SR, 1CG
PG AL AE DSLC A, e A i 7 AE JHE A8 3 0
DSLC A Hh N P S A7 438 o AW 52 & FE R 58 DSLC AR
W ICG 980G T 13 A 25 K HC A 8 o AL ik S8 2 vh
4 R AR
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1.1 HRIIH

] JB P 3 B 2021 4F 7 H —2023 4% 10 H #i VL4
N B BE B i AR S0 B CTE 9 4T DSLC 1Y J8 35 B0k .
yARRUE: () RATHI A2 W o R4 BTG,
7 DSLC TR (2 BHF L FAREERIE; 3) KT
REoeae . HeBRARE: (D) XHICG S #uB E; 2 &I
JIFLTE R b R . AR HEBRAR I, dLgh
A S5 BB GOk, PO F R4 2241, PR
1% (422+94) % T T ARAH33 6, FHER
(49.0+10.3) %, [a] i A ALK Al 23 19 BMIL 4543 A
A IR BE 4 (BMI=24 kg/m®) F1AE 88 & AC JE 4
(BMI<24 kg/m?*), Hrho&GT AR b FAL ML 8 i,
B E AT 14 )5 3 T AR 4 ke E I e 12 451,
JEEEREL 21 6, TAEFRS LRI EE
U R B, BRSSO & T 2023 4F 11 H 28 H ol it #i
THANREREHEZERSFH (HS5.
0T2023399) ,
1.2 FRFE

WKIFARYLRH 1CG %96 T DSLC: (1) AR Hif
HEE . RATX AT ICG B2k, W 3% 0t s
W5 A S K 10 mL K 25 mg B4 1CG i & 1CG
A H, Mk E 25 mg/mlL; T AR BT 15 min
25 A FE # B E 5 0.5 mLL 1CG £ TSP, 8 1CG
125 mg; 2 FARLE: RHAKEME 2K, 1
EM, SRITH L “ =FLEk” 47 DSLC, MFuy. @1
T&ELOem FRIA, HME&T TH T PhLLE
0.5 em ZEH 2% o WE AL W WRERALE A DL, AT
W5 E A A R A IAS B BARNE L. G R AL
FEAESL, B EE . BB . W54 . Hem-o-
lok J& G HEAT 4y 85 . MLBE . WHl . LIFEHAE; A
W% N LML, i AR B B IR 28 = ff 22 6%
fife W) SRR s FEDOC AU B, R R IH A
AHAE SNk, 43 9 | Hem-o-lok ¥ J¢ A J 5 W 5 H 35E
Sy B RHRE IR, DA % PR %0 25 IH R, 28 JF L B IE
TG XTI R 1, &G 8A, SSRFR (E 1),
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Pl TR A AT H M DSLC TA, A ICC 9856 8
W, HAFRLIE—H.

B1 ICGHH Eﬁn DSLC
Figure1 ICG fluorescence-guided DSLC

1.3 WE4sHR

(1) fFAMIRGE 250 (AL FGIR4E4E | IR AVAE | AT
A MR IR E AL ) BN (2) FRET
], BN i B i 2 A5 A B ] 5 (3) TUAl R i
I
1.4 SGitEE

K H1 SPSS 26.0 48 1 1A 3F 47 848 or B, 1A
WRIABIEC (H4r ) [n (%) 1R, R
XK o IE A A A T TR LS B + bR 2
(xxs) Fom, AEHBERH BR . WESH K
254 R) LR L FAMIGE U R TR

(6] e UG T AR 1 & AT GE o E e, P<0.05 0
ERAGIFEX .
2 &H B

21 WAFARAELE
5m¢&m§wﬁ
WOFARAGEEF RSN . KT

m\nﬁﬁ\u%\%%éﬁﬁéﬁﬁﬂ%%ﬁ

R (B P>0.05); WABELSHE L ER

TGtz L (P>0.05); T AR5 EEF AR

2 Z 1) TR BE ] i ) IR = A A ) R A T

AhmsEESHLTRITEEX (B P

0.05) (1),

FARA—AF R F AR E]

FR1 WAFRASEEBFAE-—RABEFARE., R
HimE
Table 1 The
intraoperative blood loss between the fluorescence

general data, surgery duration, and

surgery group and the conventional surgery group

PORTFARY Ll FARL

i (n=22) (n=33)
(S 8+ s5) 422494  49.0+10.3 0.013
PER(%)]
3B 9(40.9) 16(48.5)
@ 13(60.1)  17(51.5) 0783
PR (kg % + 5) 60.6+13.3  63.3+11.0 0.275
BMI(kg/m?,% + s) 229+39  23.4+2.6 0.497
BMI>24 kg/m?[n(%)] 8(36.4) 12(36.4)  1.000
HIFENR(%)]
PR AR 2(9.1) 3(16.7)  1.000
e I 2(9.1) 4(16.7)  1.000
BWiln(%)]
fngest A 16(72.7)  24(72.7)  1.000
JIE K PR/ IR T AL 6(27.3) 9(27.3)  1.000
I R
AR (10%/L, % + 5) 6.2+1.2 6.2+1.9 0410

1R (10%/1,% + 5)
Iﬂlé?(g/[‘,f +5)

239.7+£55.6 235.3+69.8 0.712
140.2+16.8  146.7+17.0 0.099

BRZT 2 (pmol/L, % + s) 14.9+5.3 15.7+6.0  0.600
F&EMA (g/L,% 5) 444432 44125  0.891
BRMRATLES(U/L,x £5)  22.1+13.4 4034832 0.502
FARE (min, % + 5) 39.4+133  36.6x15.9 0.283
fifH B = A1 ] (min, & + s) 10.7+5.5 8.7+47  0.221
HUlFARHBIM (mL, % + 5) 8.9+10.6  13.0+13.0 0.229

2.2 PBFSMREEZEHAIR A
221 ®AFARAEL FidF KA S I2iE 25 H12 5)
oL FERREIIREE = AT, PO AR A4 R
R (59.1% vs. 21.2%, P=0.009) , KT 58 H 5 %
(50.0% vs. 18.2%, P=0.018) & T ¥l FARH, W
20 1RSI IE B A - IR I R A AR R 22 R T
GiiteEm L (P>0.05); FEfEIIBEE = M5, 25t
?ﬁ@%ﬁ%%‘”%%ﬁk%%,m%%\w
SV BV U R B & 100%, 2R -0
%Lw%ﬁhﬂﬂ%mu%%ﬁiﬁﬁm
%,%ﬁiﬁﬁﬁﬁﬁ(mw%wwmuk
0.004) . JIF &4 (100.0% vs. 33.0%, P<0.000 1) LA
SR 3848 - 0 R4S & A (86.4% vs. 27.3% , P<
0.000 1) HERHMIE (F£2),
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R2 RAFAREASLEFANAMIMNEES IR LB
[n ((Vo) ]
Table 2 Comparison of the identification of extrahepatic
biliary structures between the fluorescence surgery
group and the conventional surgery group [n (%)]

FOLTFARA HETARH

JHH (n=22) (n=33)
i AL = Sy i
RS 13(59.1) 7(21.2) 0.009
JiliNER=s 17(77.3) 18(54.5) 0.152
i gEN=+ 11(50.0) 6(18.2) 0.018
NS4 LA Rk 4(18.2) 1(3.0) 0.145
fif RIS =5
JIEE 28 22(100.0)  33(100.0) 1.000
Jili¥EN= 22(100.0)  23(69.7) 0.004
HF A 22(100.0)  11(33.0) <0.000 1
MRG0 A AL 18(86.4) 9(27.3) <0.000 1

2.2.2 %KX FKMARE BMI & F I 9P Reid 25 #47
AL EVOCTFRAMTA LT, SEHEEIR
JHEAL AR B, TR AE R 4 A R IR = AT, IR
HIRR TR (50.0% vs. 92.8%, P=0.039); TEfi#
FIABEE =R 5, PIALF A GE I R T I 25
(P>0.05) (#£3).

£3 KHAFARANAREBMI EHFFIMEE LR B LR
[n (%) ]
Table 3 Comparison of the identification of extrahepatic
biliary structures in patients with different BMI
within the fluorescence surgery groups[n (%)]

AL EEACHEA

A (n=14) (n=8)
fi BN AE = i
JIREAE 9(64.3) 4(50.0) 0.662
JIH 13(92.8) 4(50.0) 0.039
HFEAE 9(64.3) 4(50.0) 0.662
R4 IR A Fk 3(21.4) 1(12.5) 1.000
fif A% = f1 5
HAERE 14(100.0) 8(100.0) 1.000
[iERSEEs 14(100.0) 8(100.0) 1.000
iiEYEg 14(100.0) 8(100.0) 1.000
BRAEAE - AR S i Ak 12(85.7) 7(87.5) 1.000

2.2.3 ®RAFARML §i8 F KM BMI>24 kg/m’ &

o e id 25 an ol PR FRA 588 FARA
TR T T B 4 A A B v, S IR T
P2 A IR U e 22 R e Ge it 22 B L (P>0.05) ;
RIS = )5, DOLTARAM 24 (100.0% vs.
25.0%, P=0.001) #I 0 4 & - 0 & 48 % 8 4
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(87.5% vs. 16.7%, P=0.005) iR 53 5 T8 T A4
(#£4),

F4 KAFARALSLIEFAREBMI>24 kg/m* EHEFTIMEE
LEHPRRNBIEE R (%) ]

Table 4 Comparison of the identification of extrahepatic
biliary structures in patients with BMI>24 kg/m’
between the fluorescence surgery group and the
conventional surgery group [z (%))

FOLTFARA  HETARH

it (n=8) (n=12)
it IR = iy
JIRgEAE 4(50.0) 2(16.7) 0.161
JIR A 4(50.0) 7(54.5) 1.000
IR s 4(50.0) 2(16.7) 0.161
JIRA A R RS Fe Ak 1(12.5) 1(8.3) 1.000
it A = ff
JIRgEAE 8(100.0) 12(100.0) 1.000
fiERSKe 8(100.0) 9(75.0) 0.242
s 8(100.0) 3(25.0) 0.001
JRAEAE AR A R Ak 7(87.5) 2(16.7) 0.005

3 i #

3.1 DSLCARHEAICGHASMALT

LC B 8 22 M 7 AT Tif 52 S8 35 v DL H AR Y
BRI, BE IR E P EBA &KL . &l
BIEEI R, B 2 5 AT T AR R 1T,
1M LC F-AR I & 4E o HO& BDIAY & AE IR K, R
AR FX AL IE 1 — RN B R A i €T . MRCP 4§ 1]
T B SRR A BRG], H R 24000 BDL Y & A 1598 &
T AR B AR O B RO DR R o
. J7 L SEEE AR B0 R AT LC R R i .
AR 3B, R IS & 52 (intraoperative
cholangiogram , 10C) #] H]F LC A 7 LU#f 5 JIH 15 fi#
25 4 JF B RO R0 B A3 (R A pE e s,
LC Al LAZEAS il HT 1OC (1% &0 F % 42 it 47, JF B
IR AE KA R BAL . W T 10C °] B 4E K F A B
) . 4R AR IR 0 AR R Y 2 6R AE R PR
P, HIEARHETE TOCVE N LC AR H & BLS0 T H .

ICG & —FKE R, SEASEETERL
ARG BRI T DUR G980, N T IS A 4% 4
. 2009 4, Ishizawa 5™ B UCHRGE B 1CG 286
SHORN T LCAR Y, JRHU T3 4 2R .
— Tl Meta 43 Hr2 4R 18, 1CG %% 96 FALAE LC 2 4
AT, IR T 10C [ AR T 52 . I B B g
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WY, fE2ME N R0E . BB RN IE . INGE AR 5 455 IR
MERY LC Y, 1CG 28 56 T A vl 48 i T R &R A e &
o AR LE TH . JCICG % 6 7 A X 55 4T
DSLC Y22 5%, 45 3 W /R 0 41 T K ik [) R0 99 £k )
W ER LG FE S, (HPALAE RS RS = A
HI G B9 AR E SRR B G it 22 5 L, #2785 1CG
P96 Tt nT DL S B DSLC A o BHGE R 47, k2 AR
BEAERY “PLANEERT, LLBE BDI A & A .

3.2 #MICG RS MITAEEEMIRFIMRNE R

EAREREN A, RAE . MIE T A5 2L K BMI
TS N - T N R Al OF T ) N B e e
i, RAEFBNE = MAGES, 1CC 2 IHE 25
Fa Y] AR AR, (HAS TR 9 e 4L B R . A
FE4T DSLC 1Y B 35 KAR Ry e 3 T ks VR4, (B0 46 R AE
. FARMZES) WEE, 1CCH B
SURERGIE T 0 LR o P AL, 76 R IR 18
WA, 1CG 2t i 52 W B R 1 5 MRCP A1 4 /9
OB, AE A% R B BN R AR ) A R
HHTIN R, BMIX] ICG % 5t 5% 19 52 W A7 4F — & 5
W, Agnus 25PN N BMI X ICG 986 WAL %A 520,
1M Dip 221U TN R BMI 23 52 W 298 06 A%, Jo H 27
PEAT R IR 48 = AT, JOF 52 BB 1A BT Y
BMI, AHE % 5673 Al Ak 25 08020 6% , HATIE T
TN .

E NS e A 8 2 P e A o T 2 S
Dip ZFPWE ST AL, 2¢ 6T AR 41 8 8 Bk W 41 5y
Mras R @, BMIXT 280 B 52l e — & 52,
0 A A ) IR = A g, R I R A R AR
W (50.0% vs. 92.8% , P=0.039) B G AL F Ak # &
HEJRENIE 20 o B ER T BB O TR AR A IR — A
T B3 DX 33 7 w5 A A BRI IR W, BRI T
ICG 2t WAR M) ZF B R E . 1CG 1Y 28 3 Ve il % 7F
0.5~1.0 ecm AN, QSR ERE B A HERR 5, &
FERE 1 em, WICG 7606 AR KR H K 2% . (615
TR, T8 FL 0O 15 I8 Bk £ 3 40 B4 32 1CG 26
ST AR R S R 0 IEE R 22 AT DL R
B, FEMREIIRSE = ff 5, 7E R E M A T
1CG %t WAR BB 4 = 248 (100.0% vs. 25.0%, P=
0.001) FIJH A -0 S5 144 (87.5% vs. 16.7%,
P=0.005) MR, M EEEEE S, BMI AT
AE S M 2t AR, (H A 1CG 26 5% St X JIF A1 IR
RS F e S ok dl, Ju H R A ) IH
=MlE . BRI 2NN AN S, 1CG W5 iE

£ (0.5~1.0 em) B 0] LLZAEH D&k, (H 155140 R
R A, WA 2EE PN R P IR E B AR
FHTE BMI>25 kg/m® (855w, AT LLGE o) 52 R rh o
6 B A% K T b 3 0 A IR TE S5 R . EROR R
ICG fF A DSLC ¢ )6 2 it iy T B A — @ i,
X R A R R . B IE 2 = A B A
5 2 2B il 5 e 2R am AR, S AT X AR R A
PRl B T H 0948 AT e Al AR B AR T 58 AR IS
G i S v F) JH G 25 4T
3.3 ICGAREEHFZEFANMIR R IR R E TS BT

FFFEERR

FE LC X A I GE #E 47 1CG Je 5, 8% A W
P s 255 4% A0 TR kEE S A0 AR 9 BB AT . X
5 1CC %63 Miiz - FIFIEDIBR AR AT, JHFIEF AR
I A O Y R R G vE R AT B bR BB AR
FENRGEF AR, FEEMRIE S A ICG &R
T DX T 5 o

S — i A JE R K S R AR, L SRR AE
fAT s, JL-PAR 2D 38 0 - A isf (B) RME B, 1CG ik s
Y 0 KU A . TCG 28 5 A0 JR 0 ik o AT 36
Sk AR, IR T i X 2 AR H
FLH BA E I 09 1CG Rl BB £ 7™ A 5 ZU Y I AIE 2l
Hoadn s, THME PR 5 RO, J k16
(R e AR 25 2 s R) L 302 DL B2 2R AR AT R R 5T
HWF5E FHIN N, ARAT15~18 h iF 5 25 mg 1CC e fE,
K ) ) A R SR IR 9 O S B BRI, IR 2 [
RO =l I = A (R S TN X 7P i S S
BEWMFAR, RHEHEFAR,; dgHTREIN
M, ARET3~7 h HE 5 S mg 1CG R AE™, T RE W
ZREME, WA R E D I B R T ) 4G 2 i
AIREE G, AR B, BEE 4 2 (R 4E
KA 25 5 3 I, B A 5 0T I A 2 5 ¥ e
W BN, FF7E 0.25 mg/ke . A HT 180 min 25 25 I}
OB S Bl I K . AR AR 75 25 18 1CG 1 S f: 1 S et
V) R0 700 g B, N K T 2 A B R O AR R T
RS . X T 47 DSLC 19 f3% K Ud, o5 BAE 4
Bf ] P 3 B R A L GE 1Y R, T LSRR TR
R BSF ) PN 3 /0 B R 1CG . AR SE EE BE R
HII 15 min F 40 J& % Bk 5 1.25 meg 19 ICG, HIE %
JE R R, 7 A IR AE = A S 00 AN IR R
RILTIK100% , I H 45 25 i (8] A0 X [, A A
TFF 5 ) R 1 A AT LG

5 RPN B AR A, SR O ik mT LA
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it G JUE 2¢O o H 4R B 4 i 5 S, AN ml DA
JIEE A RN B 22 1) B X B, SR O ks R AE K
FEIARCR, X TH#HAESEA —E N ARER, JFAE
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