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[HZE] B HITHESEE, BE/INVE OB R 5 8 Nk E S 2 A S (ratio of tubular maximum
reabsorption of phosphate to glomerular filtration rate, TmP/GFR) 7E X3 8 {ILBF 40295  (X-linked hypophosphatemic
rickets, XLH) BJLIZIATHIIGIRIMME. Ak PG A 201045 1 —2023 4F 1 A 465 52 R R % 8 L s
Bi1i2 o XLH (14 83 il 8L, WHENIZ K VIEEE, #R1T TmP/GFR SRR HAR R | B5HECIFE br K IR R TA
SRR OO . AR R R A B BT UE AR L NS TUE A (n=47) FEHEEREIIEH (n=36), WK
P41 ILAYIG R GORE . SRTZ N logistic M/ HFE4 XLH HULIE & B85 BT ERE S R 2. 2R 4
VERFIEIZE  (receiver operating characteristic curve, ROC {18 ) 14 TmP/GFR X XLH £ JLIT & "B 45 5 i1 45 i 10 75
MAMME ., 52 83/ XLH H LY I TmP/GFR y (0.78 £0.21) mmol/L, A=A (JLFH. 0.28~1.24
mmol/L) . TmP/GFR 5 XLH & LA 85 ™ S FE 1 0 & AH Gk (P>0.05) . HAR S5 BRI 5 TmP/GFR £ fAH ¢
(r=-0.020, P=0.008), Ifi W (r=0.384, P<0.001). IM%5 (r=0.251, P<0.001) KX 25 4:EZ%E D (1=0.179,
P<0.001) 5 TmP/GFR £IEASE, TmP/GFR SHtERIANE (r=-0.002, P=0.960) KB CRIGTHIE (r=0012, P
=0.800) JCHWLEAMIIEM:, S RTLE ALAY M5 A TmP/GFR ¥ B B AL TFAR B 85 Ui 4L (P<0.05), i IR 25 iRk
FARES e B Y i i TR BSR4 (P<0.05) . 2 E logistic MIFS T E/R, TmP/GFR FFRESHEEE 5 XLH
LIT AR B BT UE SRS PIAHOC (P<0.05) . ROC HIZEs3 0T s, TmP/GFR . bRAT M i LA K 19 255 1645 A ) o )
XLH LI & B85 B G AE i R I 318 0.696, 0679, 0.761, £5i€  TmP/GFR FT LAYE Ri2 Wi JLEE XLH
B — IR B AR, SRS A HL A B WAt s 7™ A B B sh e RE ), JCIRAE M WL G iR T )7 AU G 5
PREG Y i F TmP/GFR % XLH LI & B 45 BTt A A HAT RAFITNN(E, W] Al RPEAL XLH 8L & A B 45 5Tt
ERE RS RS [FEYSRILRIZE, 2024, 26 (9): 926-932]
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Clinical value of renal phosphorus threshold in the diagnosis and treatment X-linked
hypophosphatemic rickets in children

TAO Jia-Qi, CHEN Ying. Department of Nephrology, Children's Hospital of Nanjing Medical University, Nanjing
210008, China (Chen Y, Email: xych0929@sina.com)

Abstract: Objective To explore the clinical value of the renal phosphorus threshold (ratio of tubular maximum
reabsorption of phosphate to glomerular filtration rate, TmP/GFR) in the diagnosis and treatment of children with X-
linked hypophosphatemic rickets (XLH). Methods A retrospective study was conducted, including 83 children
diagnosed with XLH at Children's Hospital of Nanjing Medical University from January 2010 to January 2023. Initial
diagnosis and follow-up data were collected to investigate the correlation of TmP/GFR with the severity of rickets,
calcium and phosphorus metabolism indicators, and the dosage of phosphate treatment. Children were divided into two
groups based on the occurrence of renal calcification: the renal calcification group (n=47) and the non-renal calcification
group (n=36). Clinical data between the two groups were compared. Multivariate logistic regression analysis was used to
identify factors influencing renal calcification in XLH children. The predictive value of TmP/GFR for renal calcification
in XLH children was evaluated using receiver operating characteristic (ROC) curves. Results In the 83 XLH children,
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the initial TmP/GFR was (0.78+0.21) mmol/L, with significant individual variation (range: 0.28-1.24 mmol/L).
TmP/GFR showed no significant correlation with the severity of rickets (P>0.05). Parathyroid hormone was negatively
correlated with TmP/GFR (r=-0.020, P=0.008), while blood phosphorus (»=0.384, P<0.001), blood calcium (»=0.251, P
<0.001), and 25-hydroxyvitamin D (r=0.179, P<0.001) were positively correlated with TmP/GFR. No significant
correlation was found between TmP/GFR and alkaline phosphatase (=-0.002, P=0.960) or phosphate treatment dosage
(r=0.012, P=0.800). Blood calcium and TmP/GFR levels were significantly lower in the renal calcification group than in
the non-renal calcification group (P<0.05), while parathyroid hormone and urine calcium levels were significantly higher
in the renal calcification group (P<0.05). Multivariate logistic regression analysis indicated that TmP/GFR and urine
calcium levels were closely associated with renal calcification in XLH children (P<0.05). ROC curve analysis revealed
that the areas under the curve for TmP/GFR, urine calcium, and their combined detection predicting renal calcification in
XLH children were 0.696, 0.679, and 0.761, respectively. Conclusions
diagnostic indicator for pediatric XLH; however, it does not reflect the severity or activity of rickets and cannot be used

TmP/GFR may serve as an important

to judge the efficacy of traditional treatment. Urine calcium and TmP/GFR are valuable predictors for renal calcification

in XLH children.

[Chinese Journal of Contemporary Pediatrics, 2024, 26(9): 926-932]
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X- % gL #E M ) B i (X-linked
hypophosphatemic rickets, XLH) J&— 5= Il Y 15t %
PEWE IR R AR ZE AL, e A E X e i
p22.1 b B K i[RI A BE R R M Ak A
(phosphate regulating endopeptidase on the X chromo-
some, PHEX) RAZUHREEG1E, S HRLT4E4n
M K K123 (fibroblast growth factor, FGF23) /K
ST, S X R B SR, ST [ L
AR 100 R R AR A8 B B AL BB o e JLEE
Hh R AN R FE 0 RIE | A R  EE D
%, EHAOCHTM, DA RIS 2, H
BB GEIRYT 7 52 PR B AL =l SRR & Rk &
BIT, ARG A TRTANAYT 2459 burosumab

B /N BB e R S A A ) 1 A T S A
BAFAE AT, BV /NS e R BEE I (tubular
maximum reabsorption of phosphate, TmP). 4 MasEF
F I, B/ NERIES BB N, (H 2SIk B] — K
I, B /N B A X B ) R I MACRE ) SR BT
AR E W CE 2 1w, SECEIREE . il
ek BE = T TmP 5 5 /N Bk 8 3 % (glomerular
filtration rate, GFR) AJHC{E, B TmP/GFR A}, B /)N
BN B WGA BB, BLREE, S AY I
Wt 2 BV Ay ' Ml I —— 5 100 mlL B /N3 8 AR e K
ENEBEE RS Y B E ST
TmP/GFR [,y BUIR 8 5 4 1 9 o 5 ik T
TmP/GFR i, 33k 5 88 0 3 9 /N8 e
PR, TmP/GFR AT 4 FH TPk 5 X @ 6 14 4k
B, B TmP/GFR AR, JREAHE , TmP/GFR T
W22 XLH ffstn 2 — o i T XLH I R
ZRE, CEREA—, B, WERFANR
i St s i O™ E R . PR, R

o5 7 R LA R I 2 ) 2 AR X U R g T A
BEAERREEXLEE " AR BRI ILE
XLH 8 i TmP/GFR /K, 43#r H5 XLH B LM
P e AR L ASBEICIE AR . BEERERIAYT N =
AR EE , AR T XLH BT 1F B b I & 1545 5
T E B T E, o 7300 0 DRI s 1 R % T 5
PSR, TR S iRY 7Rk, W4k &
FEETHH,

1 #RSAEE
1.1 #xRIS&E

B BEHL 2010 4F 1 H—2023 4 1 A 7E R 5 B2
BERA7 Bt & L B2 Bedfi 12y XLH IR RE D722 I
(fugRZk EIni2) 1 83 il LRI SEXT 4. XLH i)
WS UL X &SRR ERIZIh 581
TRILP)

MASRE: (1) ASME/NEERIRSE . &
R . MR R L s (2) A dE bR s i wk
MUAE . BEPEBERREE (alkaline phosphatase, ALP) 7E
WS T S TR SR AR, RS R MR
(parathyroid hormone, PTH) 1E%# oifi=; (3) 1%
FHAER R (4) B/ INE B DG B
Rl W7 PHEX BERI 28755 (5) e AL 112
BEVT, BEVITORERE

HEBRARIE : (1) AR <o b7 . JRH A i
R A T S ARG DN 48 2R 25 JE O B NVE IR R B L E AT e
LEBNESFP ; (2) HAUZEAURHE AP f 0

S HEER VAT R B LA AR AR g i 7 E R
VEAR AT REAT RS2, LA K Ry S 4 MR iR % A
SRR, LEPFAS XLH L TmP/GFR KPS, 49A
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e RS2 25 YNRYT BILIRIZ Im KGR, A
JE KA F S RUUERE > N B R UUE A (n=47)
FEEE S TIIEH (n=36) .

AR5 28 Bt BE R B i L I e A P
Gt (202103041-1).
1.2 ik

[l it s 5 XLH LIS SR m R GERL,
R BLI B IR RIS . T A R
LS E il S E AR IR 0~18 2 LW D 4E B H
A Ay o AL it 2 B 4 Oy Ar i 25 H (standard
deviation, SD) "', FFITHRARE SRR & (TR
FLRRAE) 56 TR B RUT IR I ™ B R JiE 0
(EREIIE<3 em NEEE; 3~6 em NHE; >6 cm N E
B MR A 8 h DL FRERMARA . LI E A
IEAR A5 LB . IES . IAULEF . ALP. 25-%¢4E
H:= 2 D [25-hydroxyvitamin D, 25(0H)D] . PTH, J}
B DRIDUEF RRESUE , SRR L= AR h S5 X
[ HEATXTEE M AR Walton 55 Y (51 26 1145
TmP/GFR. iCsR L MEB#E . X LA g R K&
BT R .
1.3 FItESH

R JH SPSS 26.0 X B AT Gt 2 b . IEAS
I TTR ORI E « S (X +s) FRoR,
PR FEHOR HTSCEE R 50, 2220 18] LU R FH
RIT 2T ARIE A B T i GORHT 0 %L
(PUsrigalis) (M (P, Py | Fow, A HEK
K Fl Mann-Whitney UG5 . 11450588 UG R AT E
O3 (%) Fon, HRLER RIS WS
Ay B A5 G AR SCAE 23 Hr >R ] Spearman BEAH G
K H 2 R 2 logistic 1715 43 B4R 1H XLH B LI & B
PEIRUUEAE RIFZNE N 3, IR XLH B JLIF R B 55
J 106 A Y 52 Wi DY) 3R AT A2 0 4 A R AR I 4R
(receiver operating characteristic curve, ROC i £k )
BT . XA R bR ROC L A T 4 T A (area
under the curve, AUC) #£17 Delong K56, #4598
PRI AUC 2257 . P<0.05 25 A Gt T3 3o

2 #R

21 —R@ER

YA 83 XLH B IL, Hor Bt 46 4, k37
B PH2HOIAERR R 2.6 (1.8, 52) %5 WIi2ER
SD }3-5.38~1.5, Hrf 466 (55%) B <=2 SD,
210 (25%) B i T -2 SD~—1 SDZJa] ; 22 i

(27%) PIZHHARTE 8 Eb T s e fEE ;83
1 XLH 2 L9112 B I8 7K YA T AR 8 B R #
MLBEAKFEZH R, 746 (89%) FILHT ALP &
TR B H S50 LR,
2.2 XLH 2 JL#¥12 TmP/GFR 7k F4FE

83 i XLH £ JL #] & i TmP/GFR 7K ¥ K
(0.78 £0.21) mmol/L, 1k 2 F 8 K (3 [l -
0.28~1.24 mmol/L) . 46 i 5 1 /£ JL TmP/GFR /KF
Jy (0.77+020) mmol/L, 37 1] & 1 B JL K
(0.79+0.22) mmol/., B LH it % E X
(P=0.561) . XLH & JL TmP/GFR /K F 5L 4E IS IR
T EMENE (1=0.050, P=0.658).
2.3 TmP/GFRKESXLH & ILAEFEERE
FIE

Spearman A & 43T .78, XLH & JL TmP/GFR
K58 ILEE SD (r=-0.023, P=0.611) K58
WHERREE (r=-0.020, P=0.662) ¥JJCI FHAHEME,
2.4 Tmp/GFR 5#E#BREHEREB TR IBRTHE
RItERE

Spearman A5 T 7~ , XLH L IMBE 1
B5  PTH. 25(0H)D 5 TmP/GFR &AM (F 1),
ALP A 70 R IR YT & 5 TmP/GFR JC . 3 A0 Xk
(4353 r=-0.002. 0.012, P=0.960. 0.800),
2.5 ®IIXLHBIILHLZESRiNEENHEXESR
251 FIE KRR R e B 45 5 IL 2 ZH RN
BB ES DA LM . WIH2AES . Mm@, ALP,
25(0H)D Z 55 G iH2#E L (P>0.05) . BF45 5T
& 40 1Y I 45 A1 TmP/GFR 278 A% T3 545 B it
JEAL (P<0.05), i PTH AIPRES e B 35 07 2 = Tk
B UE IR (3 P<0.05). Wik 1,
252 XLH ZILHL B4R E RS aR £
PR LA BB UG i R AR R, DL Rk S
JE DL AURNEIE B T A SR R R s 225 5
A2 B ARy A AR &, W Z & logistic
[l 051 5 A8 43 B XLH A8 LI & B85 S 00 4 E 1 52 i)
K2, 455 8oR, TmP/GFR FIRES M 5 XLH &
JUIFR B ITEES VI E (P<0.05), WLER2,
2.6 TmP/GFR FAR$5 K E Xt XLH BILH & E55
BRinE&ENTNMNE

ROC #5317, TmP/GFR FlJR 553 i L)
T WG ARIBE A A6 XLH B LI & B 45 5 10 45
I R mE (3% AUC>0.5, 3% P<0.05) ,
LR AR A T XLH 5 LI % B 45 U135 4E 1Y)
AUC & F P8 FR BB F, {2 Delong #5560 B
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P FrRIBE & W XLH B LIF A B8 RUTEAER  Kait¥ & L (5] Z=1.436., 1483, P=0.151,

AUC 5 TmP/GFR 1R 5y & Bk ) bb 45 22 73

E 1
R R

S

20 ¥=0.558X+0.206
r=0.384
Sish . e © P<0.001
=]
g
;’ 1.0 |
=~
9
£05F
H
]
0 0.5 1.0 15 20 25
Pi (mmol/L)
20 Y=-0.000 3X+0.684
_ . r=-0.020
215 °. ® P=0.008
=}
g
<10
[
=
E 0.5
g« .
=
]
0 200 400 600 800
PTH (pg/mL)

Tmp/GFR (mmol/L)

Tmp/GFR (mmol/L)

XLH &)L Tmp/GFR 5§58 5 HE4RE9 18 X 4

TmP/GFR 5 & 7iAH5E; D 25(0H)D 5 TmP/GFR & & EA

0.138), W3R 3K 2,

20 ¥=0.592.X-0.700
r=0.251
sk R o e P<0.001
. - 5.
'&“ D o
10} &
05
0 1 o ? 1
15 2.0 25 3.0
Ca (mmol/L)
20r ¥=0.002X+0.552
r=0.179
15F o ®oo P<0.001
° ° [ ]
1.0
0.5
1 1
0 50 100 150
25(OH)D (nmol/L)

[Pi] Mi#%; [Cal If45; [TmP/GFR] 'E®EEY; [PTH] H

[25(0H)D | 25-#4k/EZ D, A: IfBFS TmP/GFR & B3 IEAISG; B: 1455 TmP/GFR & & 1EM5S; C. PTHS

#1 BERNNEAMIESSRINEARKERVELE
i H AEE S BTIE 20 (n=36) B GBI 2 (n=47) XZAH PlE

A [51(%)] 17(47) 29(62) 1.730 0.188

WIS [M(P,, P,.), A1 32.5(23.3, 63.8) 29.0(22.0, 58.0) -0.951 0.341

MU (¥ £ 5, mmol/L) 0.85 = 0.09 0.86 = 0.09 -0.561 0.577

IM145 (% + 5, mmol/L) 236 +0.08 232 +0.06 2.286 0.025

JRAS (¥ + 5, mmol/L) 0.6+0.5 1.0+0.6 -3.028 0.003

ALP [M(P,, P,,), U/L] 595(472, 705) 519(435, 659) -1.866 0.060

PTH [M(P,., P,), pg/mL] 79(55, 132) 109(66, 161) -2.208 0.027

25(0H)D (% £ 5, nmol/L) 51+15 52+ 14 -0.371 0.712

TmP/GFR (¥ + s, mmol/L) 0.76 + 0.19 0.63+0.14 3.518 0.001
FE: [ALP] lMESRRRE; [PTH] FURSHIREE; [25(0H)D] 25-84EE# D [TmP/GFR] BRI

#2 XLHZIILHEZEHRINERN S EE logistic BT 547
Ei=t N B SE Waldy? P OR 95%CI

155 -3.500 3.941 0.788 0.375 0.030 0.000~68.401
PRES 1.156 0.533 4704 0.030 3.177 1.118~9.029
PTH 0.002 0.005 0.219 0.640 1.002 0.993~1.012
TmP/GFR -4.559 1.731 6.936 0.008 0.010 0.000~0.312
HHOR 10.525 9.463 1.237 0.266
FE: [PTH] HURSZARIGZS; [TmP/GFR] B [XLH] X-EBUTHEERR . 045, JRES . PTH. TmP/GFR 0 ARk .
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£3 TmP/GFRINREGREXT XLH BILFH X 545 R E E &
eI Il AHE YPBIREL REUE %) FERE (%) AUC 95%CI P
JRES 0.275 mmol/L 0.290 95.7 33.3 0.679 0.563~0.795 0.005
TmP/GFR 0.832 mmol/L 0.368 97.9 38.9 0.696 0.581~0.811 0.002
i il 0.444 63.8 80.6 0.761 0.658~0.863 <0.001

{E: [TmP/GFR] B#R; [XLH] XSRS ; [AUCT IhZ R,

1.0
0.8
0.6
2
el
=t
™ E 0.4
— B (TmP/GFR)
—— R%% (Urinary calcium)
0.2 —— A (Combination)
- = = B4R (Reference line)
0 0.2 0.4 0.6 0.8 1.0
1R
1-Specificity

B2 TmP/GFR f iR $5 % B WL & 7 & B & 46 5
XLH 2 )LH % S5 Rin&ER ROC 4k

3 it

XLH 2 — 2 DL i gt 1% P IR Eh AR 2L
i, HE R & PHEXFED G TG 2425 S FGF23 ik
B, SO ERERR E AR AR B MmAE , FEmiT]
EE B, IR RRMASE S MEN . T
e e . B O RRSE . BT, XLHg2
Wr 32 SRR I R R . S b . A K
SPeE Al A A X- i B 1 B 5% s DL &
PHEXZEN R ZEEFIWr . SR80, 547 XLH
BIUFFESE R 2 W )8, X AT e il T Il IR =
AR XUH BN AL, 503 PHEX 2 [N 8 AR 77 4E
BEIPEAE BT E Y Ht, FREZNAY)
LR GRS E R . TmP/GFR JE TN 5 i
WEFRERTHFERIFE 4R, 2019 4F Haffner 55 ' £ Nature
Reviews Nephrology % #i B XLH 2 & & 3 ¥
TmP/GFR YE A2 Wi XLH L W burosumab 7R
pRfEZz — GEESEHRB, HaHER) . 2022 4FF
KAy QL X EBRB RIS 5L R
) o TmP/GFR N A D912 W7 XLH 19 5256 %
F8PRZ—, 1998 4F Payne % "¢ R 45 IR [A)4F I B

IEH L TmP/GFR 275 5u [, {0 H A& [ i Jofil
B L3 TmP/GFR 2 % brife . AMF5E S 04 XLH
BILAY LI = 56, 75 H TmP/GFR ., R4
Payne 45 "' 45 WY A9 AN [R) AR I B OE W L &
TmP/GFRYE RS2, FAGHI1 2 UL b fg L
TmP/GFRAAEAMET 1.15 mmol/L. FEARMFILH, K
ZBUXLH L2 I TmP/GFR 4B B H A [ # i
BB, 24K 1.15 mmol/LAE N2 W FHERT, #
W RAGE Rk 96%, X E— Ui T Payne %5 1
BRGS0 T BE TmP/GFR 2% 3 BB 7E i IR 52 B v
HAEEZMWI FE L., A5 XLH & ILE
TmP/GFR MAZ A K . Wang %5 7 XF 195 4] XLH
B —I0 Meta 73 T L35 11, XLH 835 TmP/GFR
KB S E, (HA o T S R R A dE
JLEAMA, At JLE XLH £ 35 1) TmP/GFR
JKAF . XLH B JL TmP/GFR A 22 S48 K ) Ji IR AT
BEALEE LR ILAS . (1) s R RNEAE
(35 1% T 55 AT e 3505 /N X 1l 1 o I AT o A
[, MR TmP/GFR B9 K/, (2) ABRE .
AR A BER S AT BESZ I TmP/GFR, 1] 204 % |
PRI 3R KOS5 A BRI AR TR AR 1T B 5% )
EXT W AL BREE . (3) EFRARDL: IRk
oA I At 3 % R 0 L A9 mT BE 2 5 ' )k
XIS WL REEE , A2 TmP/GFR, (4) 24
Py . fol RS 25 1 mT B i A X A )
W, PEMTEE I TmP/GER B/, 9 U0 #h 7845 751wk
PR DARMILERS . (5) MEMAME: Y
RS R L BAE AN BB AR IR | B SR A
AR 2] B s R iR 22

H T XLH 8 XGEB W Pt e g, Bk
G, DRI A5 A E SR a0 T B0 XLH B 3
TmP/GFR K FAEAE M S 22 57, ASBIFFE ] i ]
17 TiE—2L9, 45538 5 XLH 8 )L TmP/GFR 7K
SEIfTEME M 22 5% . Derain Dubourg %5 "' Xt 2 051 441
B IhAE LT B IR AR R IAL T 4 25 1K S IE Y
ZiE (F1.9~73.4%) AT msivEetss, s
15 th ML EE B S AR % BE 1) TmP/GFR 2753
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Fil, /R TmP/GFR7ET W 2B TG, If
H 2 TmP/GFR T FEE [A] S0 F B0, Bk
TmP/GFR AR T Lotk , HERTSITFE L,
ABF5E A XLH & L7ERI 2 Wi i) TmP/GFR 1
i “F Derain Dubourg %5 "' 4% 45 A9 [A] 4F % B JL %
TmP/GFR 2% H TR, Jf H XLH & JL TmP/GFR
IKAF I To i 25 5, 3X 5 Derain Dubourg 55 ' 1Y
oL R —3

H AT XLH A5 7™ 5 R B A i oy 2 22
¥ e PHEX JE R €48 (0 B . 287 ] FGR23 7K -
Holm &5 " $ 38 AR i B PR AR 25055 S5 35 i )™ o
PR HRAAA (R S E#mRE) MR
ANEE (53 ) ROCHERTIESE 22 L, Ak
PEA BE RN R R RS A B E KR
HEH . Tgaki 55 ™ FR5 T XLH 25 FCF23 K15
P I B R B A AR OGP, 45 FGF23 5 XLH Y
P2 B AT A48 AR X JOAH S 2518, (BREA JE R
/No BRMNAE PV AE R E XLH A BERREA SRk R
Erpdg i, o E XLH B ARG FCR23 K75
BEAEW . PHEX SRR ARRIST N B | RPN
R TG B A e . ARESE S T TmP/GFR
JKF-5 XLH B OLg ™ SR B A G HE, W Hs
FRAuds B s SD KB s B RREE . 45 k9, XLH
8L TmP/GFR /K5 5 55 SD Fo B W I 7™ i A% i
BITCH AR, 25 ] BB IR K R TmP/GFR A4
SRR, I BLE XLH PR & A it B rp ik A
R, G FGF23 . 4B A 3 ol R A b AR
3 WA AR G HR 1 4 SR XN I R AR R R B
—EPEMER ™ ARWFSE T TmP/GFR 585851
FEPRIGAH T ES R Bon, I . %5 . PTH.,
25(0H)D 5 TmP/GFR I 3 41 3¢, 1 ALP 5 TmP/
GFR JC B #EAH G, X1 4R TmP/GFR 7] LAE
iz Wi XLH () — T 248 b, (HREIHFAELR
WA TG PR ECE FIMT S Geih T 77 3 e

H 1l XLH AL GeiR 7 T 58 J il £6 ) 50 Fn i
PEAEAERDIKRAGIRIT . AR T XLH &L
TmP/GFR 7KV 5 H IR @ 56 6 A h i oo = &
FHCHE, BoR ZFH IR EAHCNE, XRRIRATE
I RS e b, S B T S i AR 5 IR 1 1 I A
BB AR b T . BARAR SR IR O
WP M AR R B A — o R sE ), (BEA
2RI RE S R B RS RE, JoHJE Y
Z R AL/ B A B RR ERIG T I, HE AT e 5w
ERVRYT 5 Ak I e PR A VR B DA KBRS R AR O

WA, JEHAS LS B SRR 2, ks
J ) e T HE LR AR T R v AR DL O
KE, TTRES R /K FGR23 A 1 1,25- 3L A
F DACE LIS b Femie i 15 e HH R 55 B 4 R A
e 224 Dhayat 5§ 2 X 555 B 5 A5 4 BA
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