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Abstract 

              BACKGROUND: Otomycosis is not uncommon clinical problem requiring a long term treatment and 
has a recurrence tendency. Meticulous cleansing especially of anterior metal recess is the treatment 
mainstay. 
OBJECTIVES; to determine the clinical presentation and predisposing factors, compare the efficacy of aural 
toileting procedures and to assess the syringing role as a safe effective procedure for deep meatal recess 
debris removal.  
METHOD: A randomized prospective comparative study conducted on 91 patients (99 ears) in ENT 
consultation clinic- Sulaimani Teaching Hospital from April 2007 – November 2008. Patients were divided  
into two groups :group A  underwent ear syringing and group B underwent  dry suction cleansing. Data entry 
and analysis by software version 15 (2008) carried out (STATGRAPHICS) 
RESULTS: presenting symptoms were otalgia (94.5%), ear fullness (74.72%), itching (58.24%), hearing 
impairment (40.65%), otorrhea (20.87%) and headache (14.82%). Predisposing factors were ear moisture 
(94.5%), self cleansing habit (62.63%), ototopical agent overuse (36.26%) and dermatophytosis (19.78%). 
Dry cleaning showed complete debris removal in 31(63.26%) ears and incomplete removal in 18 (36.73%) 
ears while syringing showed complete removal in 38 (76%) ears and incomplete removal in 12 (24%) ears. 
Dry cleaning adverse effect was 37.37% compared to 12.12% in wet group. 
CONCLUSIONS; There was insignificant static differences (Chi-Squared p=0.3411) between the two 
regimens and both can be used for treatment. However, clinically gentle ear syringing is less time consuming, 
Less complicated and more meticulous in deep recess cleaning. 
 
 Key words : Otomycosis; Ear syringing, dry suction cleansing, anterior metal recess toilet 
(AMR) 
Introduction; 
Otomycosis is a subacute or chronic 
superficial fungal infection of EAC usually 
unilateral [1]. Described by Mayer (1843) 
and termed "Otomycosis" by Virchow [2]. 
Environmental humidity, sweating and 
swimming in hot weather [3], Allergy, 
atopy [4], localized trauma and diminished 
local tissue resistance, alteration in immune 
state (immuno-compromised patients), 
systemic steroids, prolonged use of 
antibiotics and diabetes can all increase the 
incidence [2] Otomycosis is common in 
open cavity mastoidectomized and 
occlusive hearing-aid mould patients [5]. It 
accounts to 5-25% of otitis externa cases[6]. 

Debris often collects in AMR failure to 
clean which may account for recurrences 
[7]. Aspergillus and Candida are most 
common fungi isolated [8]. Common 
presenting symptoms are pain, pruritus, 
otorrhea, hearing loss and tinnitus. 
Otoscopy shows delicate hyphae, molds and 
spores (coninidiophores) in 
aspergillosisCandida forms whitish mycelia 
mats which are yellowish with cerumen [9] 
.Predisposing factor elimination, thorough 
canal cleaning and antifungal agents are 
treatments essentials [9] AMR meticulous 
debridment is the treatment mainstay[10]. 
With intact drum and absence of ear disease 
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it is worthwhile syringing and drying the ear 
gently[11]. There is no fear of fungal 
growth provided that the canal is thoroughly 
and carefully dried after syringing[12] in 
addition water seems to be an effective 
inexpensive softener [13]. Topical 
antifungals are specific (clotrimazole, 
miconazole, econazole, nystatin, tolnaftate, 
potassium sorbate) and non-specific (acetic 
acid, alcohol, boric acid, m-cresyl acetate 
and gention violet) [14]. Infection 
prevention and recurrence includes ear self-
cleaning refraining and avoiding showering 
or swimming[15]. 
 
Method; The study conducted on 91 
patients (99 ears) suffering from otomycosis 
on clinical ground in Sulaimani hospital 
ENT consultation clinic from April 2006- 
November 2007. Data collection of name 
age, sex, address, occupation, chief 
complaints, associated symptoms and signs, 
post-treatment outcome and any 
complications were recorded. Complete 
otolaryngological and dermatological 
examinations were performed. Informed 
consent was obtained from patients for 
applied procedures. The debris from 41 ears 
were swabbed and sent for Sabourauds 
Dextrose Ager surface culture in the 
department of biology-Sulaimani sciences 
college, incubated at laboratory ambient 
(25-27C) for 2-3 weeks aerobically. Fungal 
isolate (moulds) were identified on the basis 
of colonial morphology and slide cultures. 
The culture examined for growth every 3-4 
days. Ears were divided into group A (49 
ears) for suction cleaning (dry ear cleaning) 

and group B (50) for gentle (wet ear 
cleaning) syringing by using clean water at 
body temperature or normal saline. Cases 
with otitis media, TM perforation and 
previous otological operation submitted for 
suction cleaning. Patients were put on 
1%clotrimazole drop 2 drops twice daily for 
3weeks and protection against ear 
moistening while showering. Patients were 
called for follow-up on 7th, 14th, 21st   of 
therapy assessed for sign and symptoms of 
otomycosis. 
The efficacy and safety of the 2 lines were 
evaluated. Patients also completed self 
assessment form after applied procedures, 
using a study forma, asking them to report 
aspects of common symptoms in both 
groups. Data entry and analysis were carried 
out by using (STSAGRAPHIC) software 
version (15)-2008. The correlation between 
dependent variables (methods of ear 
cleaning) was assessed by using (chi 
squared test p-value). A value of 0.05 
obtained considered insignificant 
statistically. 
 
Results: The common presenting symptoms 
solely, or in combination were pain 
(94.5%), ear fullness (74.72), pruritis 
(58.24), hearing impairment (40.65), 
discharge (20.87) and headache (14.82) as 
shown below in table (1) 
 
T.M: Tympanic Membrane. 
 EAC: External auditory canal 
 OE: Otitis externa. 
 AMR: Anterior meatal recess 
 or (deep meatal recess).
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Table (1) Common symptoms among the patient groups (n=91) 
 Otalgia Ear 

fullness 
Pruritis Hearing 

loss 
Otorrhoea Headache Total 

Otalgia 26 19 15 14 07 04 85 
Ear fullness 19 19 17 07 03 03 68 
Pruritis 15 17 11 07 03 02 55 
Hearing loss 14 07 07 04 03 02 37 
Otorrhoea 07 03 03 03 02 01 19 
Headache 04 03 02 02 01 01 13 

Total 85 68 55 37 19 13  
Percentage 93.4% 74.72% 60.43% 40,65% 20.87% 14.28%  

 
Table (2) Predisposing factor in otomycosis 

 
Predisposing factors 

Ear 
moisture 

Self-cleaning 
habit 

Ototopical 
drops 

Dermatophytosis 

Ear moisture 37 24 17 09 
Self-cleaning habit 24 19 09 05 
Ototopical drops 14 09 07 03 
Dermatophytosis 09 05 03 01 
Total 84 57 36 18 
Percentage  92.3% 62.63% 39.56% 19.78% 

 
The common predisposing factors were 
excessive moisture in 84 ear (92.3%), self-
cleansing habit in 57 ear (62.63), topical ear 
drops 36 ear (39.56) and itching elsewhere 
in the body in18 ear (19.78%) as shown in 
the table (2). 
The appearance of grey to black spores or 
mycelium was the most frequent finding 
(68.13), white deposits (13.18), purulent 
aural discharge (12.08%), wax and missed 
foreign bodies like cotton buds or clinix of 
attempted self-cleanising (7.69%, 5.49%). 
Result of cultures from 41 ears was as the 
following: Aspergillus niger 21 (51.22%), 
Candida albicans 8 (19.50%), A. 
fumigatus3 (7.32%), A. flavus2 (4.89%) 
mixed in 3 (7.32%) and in 4 cases (9.75%) 
negative. Complicated ears with associated 

chronic middle ear suppuration, eardrum 
perforation, ontological procedures and 
localized acute ototis externa constituted 
(32.32%) of cases. While uncomplicated 
cases with environmental and habitual risk 
factors were 67 (67.67%). Patients with 
previous ear disease were 19 (19.19%), 
those with already perforated TM were 5, 
prior ear operation were 5 and acute otitis 
media 3 as shown in the table (3). 
Percentage of complete removal of debris 
was (69.69%), partial removal (17.17%) 
and negligible removal in (13.13%). Dry 
cleaning removable rate was complete in 31 
ears and incomplete in 18 ears while 
syringing showed complete removal in38 
ears and incomplete removal in 12 ears as 
shown in table (4).  
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 Table (3 ) rate of complicated otomycosis at presentation. 
Associated Pathologies cases percentage 
Chronic ear disease 19 59.37% 
TM Perforation 05 15.62% 
Otological procedures 05 15.65% 
Acute otitis externa 03 09.37% 
Total 32 100% 

Table (4) the rate of complete and incomplete ear cleaning in both groups. 
 Complete 

removal 
Partial 

removal 
Negligible 
removal 

Incomplete 
removal Total 

Dry cleaning 31(63.26%) 10 8 36.73% 49 
Wet cleaning 38(76%) 7 5 24.0% 50 
Total 69 17 13 30.3% 99 
Percentage 69.69% 17.17% 13.13% 30.3% 100% 

 
Table (5) Complication of initial aural toileting 
 Patient 

dissatisfaction Pain trauma vertigo AOM Residual 
disease Total 

Dry 
cleaning 

9(9.09%) 07(7.07%) 09(9.09%) 05(5.05%) 3(3.03%) 04(4.04%) 37 

Syringing 5(5.05%) 02(2.02%) 01(1.01) 01(1.01%) 1(1.01%) 05(5.05) 15 
Total 14(14.14%) 09(9.09%) 10(10.1%) 06(6.0%) 04(4.04%) 09(9.09%) 52 

The percentage of complication parameters 
were; patient dissatisfaction, pain, canal 
trauma, dizziness, acute otitis media AOM 
(may be due to inadvertent syringing in an 
already undetected perforated tympanic 
membrane coveredby fungal mass or by the 
fungal infection) and residual disease within 
period treatment.The percentage of total 
adverse effect of dry aural toileting group 
was 37.37% compared to 15.15% in wet 
cleaning group as shown in table (5). 

Discussion: Otalgia was the most frequent 
symptoms in 85 patients (93.4%) which is 
high in comparison with Mugliston et al 
[16]. Zélia Braz Vieira da Silva Pontes et al 
[17]. Because the fungi are usually 
secondary invaders of tissue rendered 
susceptible by bacterial infection, physical 
injury or accumulation of cerumen in the 

EAC or ototopical examination all may lead 
to earache and intense pruritis.  Pruritus  
was among chief complaints in 53% of 
current study population (Zélia Braz Vieira 
da Silva Pontes et al[17]) in accordance 
with our result of 55% although it had been 
cited as one of the hallmark symptoms up to 
93% in other studies. Stern J [18], Harold 
Ludman[19]. Two-thirds of patients gave 
history of ear manipulation with a variety of 
contaminated devices ranging from cotton 
buds, hair pins, metallic devices, 
matchsticks. These results are in accordance 
with that from Singapore. V.T.K. Chow[20] 
.Self-cleaning of ears lead to mechanical 
damage of the skin barrier where fungi may 
grow. Lohks [21] . Secondary fungal 
infection is a well recognized complication 
of broad-spectrum antibacterial agents. 
Cohen et al[22]. In our study 19.78% of the 
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patients showed presence of concomitant 
dermatomycosis, the likely mechanism is 
compromising of the protective canal lining 
factors, narrowing of the canal which traps 
water and tendency of eczema to become 
infected[23]. Commonest isolated fungal 
species were Aspergillus sp. (51.21%), 
Candida sp.(19%) in accordance with 
Mahmoud abadi, Kumatowski P et al-
2001[24], Raymundo Munguia , Sam J. 
Daniel [25]. The PH level in the normal ear 
canal is on the acidic side and Aspergilli 
experience optimal growth at a PH range of 
5-7.Negative culture result may be due to 
previous treatment. Mixed fungal infection 
observed in 3 out of 41 (7.3%) similar to the 
finding of Joy MJ-1980[26], GeaneyGP[27] 

and Sree Ramaet al-1979[28]. Complication 
such as TM perforation (as aresult of 
otomycosis and treatment modalities) and 
serous otitis media(as aresult of otomycosis) 
are not uncommon and tend to resolve with 
treatment Tang Ho[8]. William et al 
observed 22cases of TM perforation within 
5 years29. The rate (15.62%) of TM 
perforation at presentation in our study was 
similar to that of Pradhan B [30] (16%) and 
Kurnatowski et al[24] (12%).Patients 
satisfaction with aural toileting can be 
correlated with reported symptoms like ear 
infection ,activity limitations, pain and 
adherence to prescription regime as well as 
procedure side effects. Richard Shikiar et al 
[31]. Suction complication may be due to 
speculum insertion, suction tip noise, light 
source and epithelial lining of bony portion 
being very thin and sensitive Ford ES Ford 
ES[32]. Complication related to ear 
syringing is subjective reports of pain, 
noise, itchiness and dizziness in their 
second assessments when the symptoms not 
already present. Residual water can also 

promote infection Freeman RB[33]. Dry 
cleaning rate showed complete removal in 
31 (63.26%) ears incomplete removal in 18 
(36.73%) while in syringing group showed 
complete removal in 38 (76%) ears and 
incomplete removal in 12 (24%) ears. 
Failure of debris removal accounted for 
29% of complications. Acute otitis externa 
17%, TM perforation 15% and damage to 
the EAC 12% emerged as the next most 
common adverse events. Pain, vertigo, OE 
and discovered perforation each accounted 
for fewer than 10% of complication by 
Sharp JF et al-1990 [34]. The percentage of 
total adverse effect of dry aural toileting in 
group was 37.37% compared to 15.15% in 
wet cleaning group (table 5). Since the p-
value is greater than or equal to 0.05, there 
was no significant statistical difference 
between the two procedures. But from 
clinical point of view gentle ear syringing 
seems to be less time consuming, less 
complicated and more meticulous in the 
AMR cleaning.  
 
Conclusion; There was no statistically 
significant difference between wet and dry 
ear cleaning and both can be used as initial 
treatment for otomycosis. 
Clinically, gentle ear syringing seems to be 
less time consuming, less complicated and 
more meticulous in the AMR cleaning both 
in the physician and patients opinion. 
The predominant etiological agents in the 
study were Aspergillus Niger and Candida 
albicans. 
Many patients had history of prior topical 
ear drop and otological procedure. 
The presence of a mastoid cavity was 
associated with higher residual and 
recurrent disease rate. 
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@@@@@@’@óÜ@ìíi@ônî‹i@çíj’ím@ôØòŠó@õŠbØüè@@@Žñí @ôäíiŠa‡ŽïEIYU~U@H@@oìŠ†bä@õòìóä†‹ÙÙqói@æm‹ í‚IVR~VSNHE@@ôäbåŽïèŠbØói@çb’bq@@

Žõí @@ôä†‹Øìóèòˆ‡õò‹móÔ@õŠûŒISV~RV@@HE@oŽïq@ôîìŠóØ@ôä†‹ØìóèIQY~WXNHE@ @

oÐ‹ @ì@çbØóäb“ïä@@Z@@@@@ó“ŽïøŽîí @ŠóióÜ@çbØó’ü‚óä@õóiŠûŒIYT~UHE@@@@@õ‹rŽîí ói@ç†‹ÙnóèLIWT~WR@HE@çaŠí‚ìIUX~RT@HE@Šó@ôäa†

´ïi@@ôäíjàóØ@ôš‹è@çóØò†@Ú“îqITP~VUHEìaŠ†Šò†@ôäíiL@IRP~XW@HE@ó“Žï÷ŠóìIQT~XRHE@çìíi@ça†Šó@õ‹m@õŠbØüè@N@ @

@üi@ôîóïÔbm@ôåïåÙ“q@ôäa‡àb−ó÷@•bqTQçbØòìŠóØ@õŠüu@@õòìóåïbä@üi@•ü‚óä@@@çbîòíïä@óÜ@‹mbiŒIUQ~RQ@HEpergillus 
niger@@N @ãòìì†@õò‰ŽîŠói@çb’bq@òíšŠò†IQY~RQ@HEòímbè Candida albicans @óÜ@ÛóîŠóè Aspergilus 

fumigatus@@@ìAspergillus flavus~@I@W~SQHELIT~XWHE@òìímbè@Ûóî@õaì†óÜ@Ûóî@~@@ÚŽîŠüu@óÜ@‹mbîŒ@çbïÙŽî‡äóè

aa‹Øò‡î†óiIW~SQ@HEa‹Øò†óä@õ†ói@Šóè@†í‚bîIY~TUNHE@ @

@@@@òìóä†‹ÙØbq@õóđŽîŠói@ìŠóØ@õímíóÜ@Žõí @õòìóä†‹ÙØbq@@@óÜìaìóm@ñòìóä†‹Øbq@@o²Šò†@Ú’ì@õSQI@VS~RV@HE@òì@Žñí 

@@@@óÜ@ìaìómbä@ñòìóä†‹ÙØbqQXISV~WS@@HE@óÜ@ìaìóm@ñòìóä†‹ÙØbq@o²Šò†@´’@ói@òìóä†‹ÙØbq@a‡ÙŽïmbØ@óÜ@ìíi@Žñí SXI@WV@HE@@@Žõí 

@@@@@óÜ@ìaìómbä@ñòìóä†‹ÙØbq@òìQRI@RT@HE@Žìíi@ñí @N@Ú’ìì@ñòìóä†‹ÙØbq@ðäbØóïïØòìý@óØbàSW~SW@E@@@@Žßó óÜ@†ŠììaŠói@ói@ìíiQR~QR@E

Šóm@ñòìóä†‹ÙØbq@óiN@ @

çbØóàb−òŠò†Z@ @

•bqõbŽîŠ@ói@óØòìóåïÜüÙŽïÜ@õŠbàb÷@ñŠbÙï’@ Chi Square (p=0, 3411)@@pìóØŠò†@@@@@@õímí@óÝŽõí @õòìóä†‹ÙØbq@üi@óØ

@@ìŠóØ@@ì@@@@@@@@@@@@@õŒaìbïuŽ@Žôi@Žõ‹åŽïéiŠbØói@Žõ‹äaímò†@Ú’ì@õbŽîŠì@´’@õbŽîŠ@ìì†Šóè@@Nóè@@@@@@@òäbb÷@´’@@òìóïÙïåïÝØ@õììŠóÜ@ò‡äóšŠ~@@@@àóØ

@ò‹mŠóîŠbØ@Ûóîò†aŠbmì@oŽïäóîb‚ò†@Žõí @ôÜbäóØ@õòìòìbä@ô’ói@õòìóä†‹ÙØbq@óÜ@NN 
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ñ‹ÑÜa@óïuŠb©a@çˆýa@lbénÜa@xþÈ@À@çˆýa@ÒïÅåm@Ö÷a‹ @ÒÝn¬@Šì†@ @
@ @

Ýu@âïèa‹ia@Òíî@@óïäbáïÝÜa@k @óïÝØ@@@@@@@@@@@O@çbn†‹Ø@O×a‹ÉÜa@ @
ãíÝi‡Üa@óaŠ†@kÜb @@@@@@@@@@@@@@@@@@@@@‡¼a@çb@ÖïÐím@pì‹@ @

@ @

˜ƒÝ¾a  
‡ïéánÜa@@ Z@¶a@ Þï¾a@ bì@ õ‡¾a@ óÝîí @ ó§bÉà@ kÝnm@ sïy@ bïjä@ óÉ÷b’@ óî‹î‹@ óÝÙ“à@ ñ‹ÑÜa@ óïuŠb©a@ çˆýa@ lbénÜa@ nÉm
Ša‹ÙnÜa@~@çˆýa@òbåÔ@ÒïÅåm‹¾a@xþÈ@À@òí‚@âèa@nÉm@çˆýa@óÝj @l‹Ô@béåà@ÖïáÉÜa@ö§a@ó–b‚ì@óïuŠb©aN@@ @
@Óa‡èýa@@@ZQ@H‹¾bi@óib–þÜ@ò‡éá¾a@ÞàaíÉÜa@æÈ@Ò“ÙÜaì@a‹Èýa@ŠíéÄ@‡î‡¥@N@ @

@@@@@@@@R@HμnÕî‹Üa@òöbÑØ@‹î‡Õm@Ik ‹Üaì@Ób§a@HóïuŠb©a@çˆýa@ÒïÅånÜ@N
@@@@@@@@S@HÒïÅånÜa@Šì†@âïïÕmçˆýa@óÝj @l‹Ô@ñ‹ÑÜa@âØaÝÜ@óåàýaì@óÜbÉÑÜa@óÜaŒýa@À@Þ÷aíÜbi@N

@×‹Üa@Z@ôÝÈ@oî‹ua@óÉÔínà@óï÷aí“È@óäŠbÕà@óaŠ†YQ@b›î‹à@@IYYbäˆa@@H@æà@ðáïÝÉnÜa@óïäbáïÝÜa@ôÑ“n¾@óîŠb“nýa@ò†bïÉÜa@À
çbïäRPPW@ðäbrÜa@æî‹“m@óîbÍÜ@@RPPXμnÈíáª@¶a@ôš‹¾a@âÔ@Z@ @

@óÈíáª@cITYçˆa@@H@óÈíáªì@Óbu@ÒïÅåm@b@oî‹ual@I@UP@çˆa@@H@ðzÝ¾a@ßíÝa@ìa@ñ†bÉÜa@öb¾bi@çˆýa@òbåÔ@ÞÌ@b@oî‹ua

ß†bÉn¾aI0.9% Nacl@ H@ßbáÉnbi@ bïiíby@pbäbïjÜa@ ÞïÝ¥ì@ßb‚†bi@μnÈíáa@ bnÝØ@À@pa‡ïÕÉnÜa@ ójäì@w÷bnåÜa@oäŠíÔ@ âq

@wàa‹i@Istatgraphics@H@óƒäQUMRPPXN@ @

@w÷bnåÜa@@Z@oåá›m@óib–þÜ@ò‡éá¾a@ÞàaíÉÜa@Z@çˆýa@óií ŠIYT~U٪H~@óïma‰Üa@çˆýa@ÒïÅåm@pa†bÈIVR~VS٪@H@~@óîì†ýa@ãa‡ƒna

ðÉší¾a@qbnÜa@paˆISV~RV٪H@~@óî‹ÑÜa@óî‡Ý§a@pbibénÜýaìIQY~WX٪N@H@ @

@ ò‹èbÅÜa@pbàþÉÜaì@a‹Èýa@Z@çˆýa@a@oäbØIYT~U٪H@~ýa@öþnàbi@ ŠíÉ“Üa@çˆIWT~WR٪@ H~@çˆýa@óÙyIUX~RT٪H~@ÊáÜa@ßþn‚a

ITP~VU٪H@~@paŒa‹ÐýaIRP~XW٪H@~@Ëa‡—ÜaìIQT~XR٪@H@ @
aspergillus niger @ôÝÈ@ñnƒ¾a@˜zÑÜa@@ñ‹ua@TQw÷bnåÜa@oäbÙÐ@‹áÝÜ@ójj¾a@‹ÑÜa@Ëaíäa@ßÉÜ@óåïÈ@@Z@‹vïä@pbï’b’ŠI@H

IUQ~RQ٪H@ïjÜa@pb›ïj¾a@LIcandida albicansA. fumigatus I@HQY~U٪H@öbå‚‡Üa@pbï’b’Š@LI@I@HW~SQ٪H@pbï’b’Š@L

@ÐþÐI@I@HT~XW٪H@óÝn¬@Ëaíäa@LIW~SQ٪@H@ÀìIY~TU٪@H‹Ð@ña@ßÈ@ânî@N@ @ A. flavus
@ oÝÙ’@ óÐíÜb¾aì@ óïøïjÜa@ ÞàaíÉÝÜ@ ‹ÉnÜbi@ ‹áÝÜ@ ò‡éá¾a@ pýb¨aIVW~VW٪H@ ~@óïäˆa@ óïš‹à@ óÕib@ paˆ@ óïÔbjÜa@ pýb¨aì

IUY~SV٪H@~ïÝáÈ@óÕib@óïya‹u@pbIQU~VU٪H@~@çˆýa@óÝj @öb“Ì@kÕqIQU~VU٪H@~†by@çˆa@lbénÜaìa@IY~SW٪N@H@ @

Chi squared , P = 0.3411 @pbubnånýa@Z@ð÷b—ya@ÞÙ“i@óàbè@pbÐþn‚a@†íuì@ã‡Éi@w÷bnåÜa@oÑ“ØI@H@ça@ýa@μnÕî‹Üa@μi
î‹Üa@óïybåÜa@æà@oäbØ@çaì@‹¾a@ó§bÉ¾@ÞáÉnm@ça@æÙº@báèbnÝØ@óïÝáÈ@çˆýa@ÞÌ@óî‹

@óÑïÜ@~î‹¾aì@kïjÜa@ñaŠ@@À@çˆýa@óÝj @ãbàa@óÕåà@ÒïÅåm@À@óÔ†@‹rØaì@a‡ïÕÉm@ÞÔaì@ÞÔa@bnÔì@ÚÝénmN@@ @
@ @
@ @
@ @
@ @
@ @
@ @
@ @

@óÜ@òìa Šòì16 O12 ORPPY@a†@@~@óÜ@a‹Ø@‡äóóq@ìRX@OV ORPQP@@@@@@@@@@a†@ @                                            @ @
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