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SRIARMAE, ZIS)LXT IPC, 1Post, RIC 1 L il K 3L 4F
K 1 R F 90 4 JRAE — 23k

chemia reperfusion injury, IRD ,

ischemia preconditioning, RIC).
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S b VR FH 8055 B 2% 5 58 2 DRI [ 7R TIPC JF 12~24 h
ek, 4ERF 48~72 h(FER TPC).,

IPC 7= A0 LG B 4 A9 AL S 32 22 6 4 o T P 4 b A
JBR (9 B8 R 2 L PN 15 45 7 3 B R A SR R 4 4 . TPC S it
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