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Attenuated hypocholesterolemia following severe
trauma signals risk for late ventilator-associated
pneumonia, ventilator dependency, and death:
a retrospective study of consecutive patients
C Michael Dunham*, Thomas J Chirichella

Abstract

Background: Post-traumatic ventilator-associated pneumonia (VAP) is a substantial clinical problem that increases
hospital costs and typically adds to the duration of mechanical ventilation. We evaluated the impact of VAP on
ventilator days. We also assessed 48-hour total blood cholesterol (TC) and other potential risk factors for the
development of VAP.

Methods: We performed a retrospective study of consecutive trauma patients requiring emergency tracheal
intubation and evaluated TC, age, gender, ethanol status, smoker status, injury mechanism, chest injury, brain injury,
Injury Severity Score (ISS), shock, day-one hypoxemia, and RBC transfusion as potential risks for VAP.

Results: The 152 patients had ISS 28.1, brain injury 68.4%, VAP 50.0%, ventilator days 14.3, and death 9.9%.
Ventilator days were increased with late VAP (p < 0.0001). TC was 110.7 mg/dL with expected TC 197.5 mg/dL. TC
was lower with chest injury, shock, and RBC transfusion but, higher with brain injury (p ≤ 0.01). TC decreased as ISS
increased (p = 0.01). However, one patient subset (ISS ≥ 20-&-TC ≥ 90 mg/dL) had a relative increase in TC despite
an increase in ISS. ISS ≥ 20-&-TC ≥ 90 mg/dL, but not ISS alone, was the only independent predictor of late VAP
(OR 3.0; p = 0.002). ISS ≥ 20-&-TC ≥ 90 mg/dL and day-one hypoxemia were the only independent predictors for
increased ventilator days (p = 0.01). ISS ≥ 20-&-TC ≥ 90 mg/dL, but not ISS alone, was the only predictor of death
(OR 3.8; p = 0.03).

Conclusions: Severe traumatic injury produced substantial hypocholesterolemia that is greater with chest injury,
shock, and RBC transfusion, but less with brain injury. Total blood cholesterol tended to decrease with increasing
injury severity. However, attenuated hypocholesterolemia (ISS ≥ 20-&-TC ≥ 90 mg/dL) represents a unique response
that can occur with critical injury. Attenuated hypocholesterolemia signals early risk for late VAP, ventilator
dependency, and death.

Background
Ventilator-associated pneumonia (VAP) rates following
traumatic injury have been shown to be variable and
range from less than 20% [1,2] to as high as 40-60%
[2-5]. Of interest, some investigators have implied there
is a virtual elimination of posttraumatic VAP with the
implementation of ventilator bundle management [6].
However, other studies indicate that VAP rates with

traumatic brain injury are substantial, 32-45% [4,5]. Due
to postinjury pulmonary aspiration risk, VAP is likely to
continue as a vexing problem for institutions managing
patients with severe brain injury.
It is controversial whether VAP has an influence on

death. Some investigators have found that VAP
increases death, [2,5] while others did not. Studies
showing no impact on death include those with [7] and
without [4] control groups. Compellingly, numerous
trauma patient studies have demonstrated that VAP,
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when compared to non-VAP patients, prolongs the
duration of mechanical ventilation [4-7].
Investigators have shown that the inflammatory

response at 48 hours postinjury indicates the risk for
development of VAP. Woiciechowsky [8] showed that
subsequent VAP development relates to higher levels of
Interleukin-6, while Cohen [9] found a relationship with
plasma Protein C values.
Because multiple studies have implied that emergency

tracheal intubation in trauma patients increases VAP
rates, [1,2,7] we undertook a retrospective review of
consecutive trauma patients undergoing emergency tra-
cheal intubation. The primary purpose of the study was
to evaluate the impact of VAP on duration of mechani-
cal ventilation. The secondary objective was to assess
potential early risk factors, e.g., Injury Severity Score
(ISS) and smoking status, for the development of VAP.
Because the first author has published on total blood
cholesterol (TC) in other trauma populations, [10,11] we
monitor TC, an inflammatory marker, daily in our
intensive care unit (ICU). Based on the work by Woicie-
chowsky and Cohen, we selected 48-hour TC as a
potential risk factor for VAP. Since phenytoin can influ-
ence TC levels [12,13] and many patients undergoing
emergency tracheal intubation receive phenytoin for
severe brain injury, we evaluated the relationship
between 48-hour TC and phenytoin loading.

Methods
Study eligibility criteria were consecutive trauma
patients requiring emergency tracheal intubation within
24 hours of injury and mechanical ventilation for greater
than or equal two days. Early risk factor analysis for
VAP included the following variables: age, gender, etha-
nol status, smoking status, mechanism of injury, Injury
Severity Score (ISS), chest injury, brain injury, shock,
red blood cell (RBC) transfusion, day-one hypoxemia,
and 48-hour TC. A univariate statistical assessment was
performed for each potential risk factor and VAP. 48-
hour TC was then interacted with the other potential
risk factors to determine if there is a statistical relation-
ship with VAP. Information in the study database came
from a Level I Trauma Registry and, as needed, medical
record review. The Institutional Review Board waived
the need for informed consent.
The following statements provide clarification of study

methodology and variable definitions. Day-one hypoxe-
mia indicates a PaO2/FiO2 < 200 during the first 24
hours postinjury. VAP criteria included: 1) the presence
of two or more Systemic Inflammatory Response Syn-
drome (SIRS) criteria, 2) new or progressive radio-
graphic pulmonary infiltrate, and 3) a laboratory report
with a) moderate or abundant culture growth of a bac-
terial pathogen, or b) polymicrobial growth with

moderate or abundant polymorphonuclear white blood
cells on sputum gram stain. Sputum specimens were
harvested using bronchoscopic-directed or blind-aspira-
tion methods, without alveolar lavage. Using the Centers
for Disease Control criteria, early VAP occurs in the
first-48 hours postinjury, while late VAP takes place
after the first-48 hours. Mean Expected TC values were
from a large, United States, population-based survey,
according to gender and age range. Because pre-injury
TC values were not available, Expected TC served as a
relative reference for the postinjury TC values. Sources
for Expected TC emanated from the Centers for Disease
Control and Prevention using 2003-2006 data (GOO-
GLE search: “Health, United States, 2009"; see table 69)
and Arnett’s study [14] using 2000-2002 data. Fractional
TC is the 48-hour TC value divided by the Expected TC
value. The TC Difference is the expected TC value
minus the 48-hour TC value.
We identified which brain-injured patients underwent

phenytoin loading on the day of injury. Phenytoin load-
ing was documented when there is a written order and
validation in the medication administration record. Phe-
nytoin serum level results were assessed at 24-48 hours
after loading.
We used the SAS System for Windows, release 9.2

(SAS Institute Inc., Cary, NC, USA) to perform statisti-
cal analysis. We expressed continuous variables as mean
and standard deviation. We assessed statistical relation-
ships using the following techniques: a) t-test for com-
parison of interval continuous data between two groups;
b) Wilcoxon rank-sum test for comparison of ordinal-
rank continuous data between two groups; c) Pearson
correlation coefficient analysis to assess the relationship
between two continuous variables; d) Fisher’s exact test
to assess 2 × 2 contingency tables; e) multivariate
regression analysis to assess independent variable impact
on continuous response variables; and f) logistic multi-
variate regression analysis to assess independent variable
impact on binary response variables. We considered p <
0.05 to represent statistical significance.

Results
From August 2006 to June 2008, 152 consecutive
patients underwent 2,170 days of mechanical ventilation.
Traits of the study patients and outcomes are in Table
1. Of the 152 patients, 76 (50.0%) had VAP (early and/
or late). Early VAP without late VAP occurred in 19
patients, late VAP without early VAP occurred in 43
patients, and late VAP with early VAP occurred in 14
patients. The late VAP rate (without or with early VAP)
was 37.5% (57/152). After excluding the seven patients
dying in the first six days, the influence of VAP on
duration of mechanical ventilation was determined. Of
the 73 patients without VAP, the duration of ventilation
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was 11.1 ± 7.8 days. The 17 patients with early VAP, but
no late VAP underwent 12.3 ± 9.0 days of ventilation (p
= 0.54). The duration of mechanical ventilation for the
90 patients without late VAP was 11.4 ± 8.0 days,
whereas the 55 patients with late VAP had 20.3 ± 12.3
ventilator days (p < 0.0001).
The risk factor analysis demonstrated that age, gender,

ethanol status, smoker status, mechanism of injury,
chest injury, brain injury, shock, and day-one hypoxemia
rates and RBC transfusion amounts did not differ with-
out or with late VAP (p >> 0.05). ISS values were higher
in patients with late VAP (without or with early VAP)
(see Table 2). The interaction between ISS and TC

(ISS × TC) was higher with late VAP and created a
more significant relationship with late VAP than did ISS
alone (see Table 2). Using logistic regression analysis,
late VAP had an association with ISS × TC (p = 0.03),
but not ISS (p = 0.58). ISS was dichotomized into the
following groups: ≥ 15, ≥ 20, ≥ 25, and ≥ 30. The ISS ≥
20 dichotomy yielded the greatest accuracy and sensitiv-
ity for late VAP. The ISS and TC interaction was
dichotomized to evaluate its relationship with late VAP
(see Table 3). The ISS ≥ 20-&-TC ≥ 90 mg/dL dichot-
omy produced the best balance between accuracy and
sensitivity with late VAP. The late VAP rate with ISS ≥
20-&-TC ≥ 90 mg/dL was 48.8% (40/82) and in the
group without ISS ≥ 20-&-TC ≥ 90 mg/dL was 24.3%
(17/70). Using logistic regression analysis, late VAP had
an association with ISS ≥ 20-&-TC ≥ 90 mg/dL (p =
0.009), but not ISS (p = 0.27).
Patients with chest injury, shock, or RBC transfusion

had greater hypocholesterolemia (HC) than those with-
out these conditions (see Table 4). Brain injury patients
had less HC then those without brain injury (see Table
4). Of the 152 patients, 69 (45.4%) had phenytoin load-
ing with a therapeutic level in 66 (95.6%) at 24-48
hours. TC levels were higher with phenytoin loading
(115.7 ± 30.9) in comparison to those without loading
(106.5 ± 29.3; p = 0.06). Multivariate regression analysis
showed that TC levels relate to brain injury (p = 0.006),
but not phenytoin loading (p = 0.92).
Of the 57 late VAP patients, the mean 48-hour TC

was 114.3 ± 27.8. Subsequently, the late VAP TC mean
decreased to 94.5 ± 25.8; p = 0.0002. At discharge from
the ICU, the late VAP TC mean increased to 130.7 ±
45.1; p = 0.0001.
The ISS ≥ 20-&-TC ≥ 90 mg/dL group had a higher

ISS and 48-hour TC than the other group; see Table 5.
For the 152 patients, TC had a weak, inverse relation-
ship with ISS (r = -0.20; p = 0.01). With ISS ≥ 30, TC
was lower (102.9 ± 28.6 mg/dL) when compared to ISS
< 30 (115.9 ± 30.4 mg/dL; p = 0.009). The ISS ≥ 20-
&-TC ≥ 90 mg/dL group had no significant relationship

Table 1 Injury Characteristics and Outcomes of
Emergently Intubated Patients

Characteristic Data

Age (years) 42.5 ± 19

Male 113 (74.3%)

Ethanol Positive 48 (31.6%)

Smoker 53 (34.9%)

Blunt trauma 141 (92.8%)

ISS 28.1 ± 12.4

ISS ≥ 20 113 (74.3%)

Chest injury 72 (47.4%)

Head AIS 3.0 ± 2.0

Brain injury 104 (68.4%)

GCS 9.4 ± 4.5

GCS ≤ 8 74 (48.7%)

Shock 43 (28.3%)

RBC transfusion 53 (34.9%)

Day-one Hypoxemia 74 (48.7%)

VAP 76 (50.0%)

Expected TC (mg/dL) 197.5 ± 15.5

48-hour TC (mg/dL) 110.7 ± 30.3

Fractional TC 0.560 ± 0.15

TC Difference (mg/dL) 86.8 ± 29.5

Ventilator days 14.3 ± 10.7

ICU days 17.2 ± 10.5

Hospital LOS 20.4 ± 11.0

Death 15 (9.9%)

ISS, Injury Severity Score; AIS, Abbreviated Injury Scale; GCS, Glasgow Coma
Score; RBC, red blood cell; VAP, ventilator-associated pneumonia; TC, total
cholesterol; ICU, intensive care unit; LOS, length of stay.

Table 2 ISS ≥ 20 and TC ≥ 90 mg/dL is a Risk for Late
VAP

No LVAP LVAP P Value

Patients 95 (62.5%) 57 (37.5%)

48-hour TC (mg/dL) 108.6 ± 31.6 114.3 ± 27.8 0.26

ISS 26.5 ± 11.9 30.6 ± 13.0 0.048

ISS × TC 2762.4 ± 1243.7 3487.6 ± 1789.2 0.004

ISS, Injury Severity Score; TC, total cholesterol; VAP, ventilator-associated
pneumonia; LVAP, late VAP.

Table 3 Dichotomized ISS × 48-hour TC Relationship with
Late VAP

ISS 48-hr. TC Accuracy % of
152

LVAP
Sensitivity

LVAP
PPV

OR P
Value

≥
20

≥ 100 mg/
dL

61.8% 41.5% 54.4% 49.2% 2.4 0.01

≥
20

≥ 90 mg/
dL

61.2% 53.9% 70.2% 48.8% 3.0 0.002

≥
20

≥ 80 mg/
dL

57.9% 63.8% 79.0% 46.4% 3.1 0.003

≥
20

≥ 70 mg/
dL

53.9% 69.1% 80.7% 43.8% 2.6 0.02

ISS, Injury Severity Score; TC, total cholesterol; LVAP, late ventilatory-associated
pneumonia; PPV, positive predictive value; OR, odds ratio.
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between ISS and TC (n = 82; r = -0.07; p = 0.55). See
Figure 1 However, the other group had a significant
inverse association between ISS and TC (n = 70; r =
-0.53; p < 0.0001).
The mechanism of injury, chest injury, brain injury,

shock, day-one hypoxemia, VAP, late VAP rates, RBC
transfusion, ISS, and 48-hour TC did not differ in 137
surviving and 15 dying patients (p >> 0.05). However,
ISS × TC was higher in the deaths (3828.3 ± 1495.3)
when compared to the survivors (2947.4 ± 1489.2; p =
0.03). The ISS ≥ 20-&-TC ≥ 90 mg/dL rate was also
higher in those dying (80.0% [70/137]) when compared
to those living (51.1% [12/15]; OR = 3.8; p = 0.03). The
death rate with ISS ≥ 20-&-TC ≥ 90 mg/dL was 14.6%
(12/82) and the rate without ISS ≥ 20-&-TC ≥ 90 mg/
dL was 4.3% (3/70). The death and ISS ≥ 20-&-TC ≥ 90
mg/dL relationship had a sensitivity of 80.0%, positive
predictive value of 14.6%, negative predictive value of
95.7%, odds ratio of 3.8, and p = 0.03.
Further analysis excluded the seven patients dying dur-

ing the first 6 days. The remaining 145 patients accounted
for 95.4% of the patients. Of the 145 patients, 75 (51.7%)
had ISS ≥ 20-&-TC ≥ 90 mg/dL and 70 (48.3%) did not.
Late VAP occurred in 55 (37.9%). The potential early

predictors, age, gender, ethanol status, smoker status,
mechanism of injury, chest injury, brain injury, and shock
rates, RBC transfusion amounts, and 48-hour TC values
did not influence the duration of mechanical ventilation (p
>> 0.05). The duration of mechanical ventilation increased
with ISS (p = 0.03), day-one hypoxemia (p = 0.01), ISS ×
TC (p = 0.048), and ISS ≥ 20-&-TC ≥ 90 mg/dL (p =
0.02). Using multivariate regression analysis, duration of
mechanical ventilation had an association with day-one
hypoxemia (p = 0.01) and ISS ≥ 20-&-TC ≥ 90 mg/dL (p =
0.01), but not ISS (p = 0.19).

Discussion
The study group undergoing emergency tracheal intuba-
tion principally had blunt trauma, serious anatomic inju-
ries (according to ISS), and severe brain injury.
Outcomes included a VAP rate of 50%, two weeks of
mechanical ventilation, and a 10% death rate. Substantial
HC occurred at 48 hours postinjury and late VAP had an
association with increased days of mechanical ventilation.
Other investigators have also found significant HC fol-
lowing traumatic injury [10,11,15-17] and an increase in
ventilator days with VAP [4-7]. Of the numerous poten-
tial risk factors assessed, only the interactive variable, ISS
≥ 20-&-TC ≥ 90 mg/dL, had an independent association
with late VAP. ISS ≥ 20-&-TC ≥ 90 mg/dL also had a sig-
nificant relationship with increased mortality and dura-
tion of mechanical ventilation.

ISS ≥ 20-&-TC ≥ 90 mg/dL is a risk for late VAP, death,
and ventilator dependency
We found very few early, postinjury predictors for the
subsequent development of late VAP. Specifically, age,
gender, ethanol, smoker, mechanism of injury, chest
injury, brain injury, shock, RBC transfusion, and day-one
hypoxemia status were not risk factors for late VAP
(without or with early VAP). On the other hand, ISS, ISS
× TC, and ISS ≥ 20-&-TC ≥ 90 mg/dL were higher in
patients with late VAP. Of great interest, ISS × TC and
ISS ≥ 20-&-TC ≥ 90 mg/dL were independent predictors
of late VAP, whereas ISS was not. Thus, the interaction
of ISS and TC had a stronger association with late
VAP than did ISS alone. Accordingly, ISS ≥ 20-&-TC ≥
90 mg/dL signals an early jeopardy for late VAP and its
association with greater ventilator dependency.
Almost all potential early risk factors failed to differ in

surviving and dying patients. These variables included
blunt trauma mechanism, chest injury, brain injury,
shock, RBC transfusion, day-one hypoxemia, VAP, late
VAP, 48-hour TC, and ISS. However, the ISS-TC inter-
action variables (ISS × TC and ISS ≥ 20-&-TC ≥ 90 mg/
dL) were significantly greater for nonsurvivors.
Similar to the findings with late VAP and death, most

potential early risk factors failed to have an association

Table 4 48-hour Total Cholesterol Levels by Injury Traits

No Chest Injury Chest Injury P Value

Number 80 (52.6%) 72 (47.4%) –

TC (mg/dL) 119.8 ± 28.5 100.6 ± 29.1 0.0001

ISS 24.3 ± 12.0 32.3 ± 11.5 0.0001

No Shock Shock

Number 109 (71.7%) 43 (28.3%) –

TC (mg/dL) 114.5 ± 31.1 101.0 ± 26.1 0.01

ISS 26.4 ± 11.5 32.2 ± 13.7 0.01

No Transfusion Transfusion

Number 99 (65.1%) 53 (34.9%) –

TC (mg/dL) 121.2 ± 29.5 91.2 ± 20.6 0.0001

ISS 25.1 ± 12.5 33.6 ± 10.2 0.0001

No Brain Injury Brain Injury

Number 48 (31.6%) 104 (68.4%) –

TC (mg/dL) 98.8 ± 27.7 116.2 ± 30.0 0.0008

ISS 24.5 ± 14.4 29.7 ± 11.1 0.02

TC, total cholesterol; ISS, Injury Severity Score.

Table 5 ISS ≥ 20 and TC ≥ 90 mg/dL Traits

ISS ≥ 20-&-TC ≥ 90 mg/dL No Yes P Value

Number 70 82 –

48-hour TC (mg/dL) 99.3 ± 33.2 120.5 ± 23.6 0.0001

ISS 23.9 ± 13.3 31.7 ± 10.4 0.0001

ISS × TC 2140.4 ± 950.4 3797.5 ± 1479.8 0.0001

ISS, Injury Severity Score; TC, total cholesterol; RBC, red blood cell.
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with mechanical ventilation duration. However, the
duration of mechanical ventilation increased with ISS,
day-one hypoxemia, ISS × TC, and ISS ≥ 20-&-TC ≥ 90
mg/dL. Using multivariate regression analysis, ISS ≥ 20-
&-TC ≥ 90 mg/dL and day-one hypoxemia had an inde-
pendent significant relationship with ventilator days.
However, ISS did not have an independent effect with
day-one hypoxemia status. The multiple relationships of
ISS ≥ 20-&-TC ≥ 90 mg/dL with late VAP, death, and
days of mechanical ventilation imply that the interaction
of ISS with 48-hour TC has a greater association than
ISS alone.

Factors influencing hypocholesterolemia
A comparison of the 48-hour TC values with the
expected levels (Fractional TC and TC Difference), from

a large population-based survey, provides a perspective
for the magnitude of HC. This evaluation showed a
reduction of 48-hour postinjury TC to be almost 50% of
the expected levels, with a decrement in TC near 90
mg/dL. Others have also found substantial HC following
traumatic injury [10,11,15-17]. Several injury traits had
an association with the magnitude of 48-hour postinjury
HC. Our study shows that as ISS increased there was a
tendency for greater HC. Although this was statistically
significant, it is clear there was individual variability. In
particular, it is important to note that the ISS ≥ 20-
&-TC ≥ 90 mg/dL demonstrated no variation of TC
with ISS. However, the other group showed a highly sig-
nificant inverse relationship between TC and ISS.
Patients with chest injury, shock, or those requiring
RBC transfusion had greater HC than those without

Figure 1 The relationship between 48-hour total cholesterol and Injury Severity Score. The ISS ≥ 20-&-TC ≥ 90 mg/dL - Yes group (boxes)
shows no statistical relationship between cholesterol and Injury Severity Score (r = -0.07; p = 0.55). The ISS ≥ 20-&-TC ≥ 90 mg/dL - No group
(diamonds) demonstrates an inverse correlation between cholesterol and Injury Severity Score (r = -0.53; p < 0.0001).
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these conditions. Although patients with brain injury
had HC, it was less severe than for those without brain
injury. We are not aware of any study that describes the
influence of these traits on TC levels in trauma patients.
In a prospective study of critically ill surgical patients,
Gordon [18] found that patients with neurologic condi-
tions had markedly less HC in comparison to those
without brain pathology. The Gordon manuscript indi-
cates that most patients with neurologic surgical condi-
tions were receiving phenytoin, which may account for
the diminution of HC. Investigations have demonstrated
that phenytoin can increase TC values; [12,13] however,
the study time-frame was typically several weeks [12].
Phenytoin is an inducer of the cytochrome P450 enzyme
system [12] and this enzymatic milieu plays an impor-
tant role in cholesterol balance [19]. Opinions in the lit-
erature suggest that cytochrome P450 induction is not
likely for several days or weeks and is, in part, related to
a drug’s half-life [13,20]. Further, acute inflammation
(release of cytokines) likely inhibits cytochrome P450
metabolism [20]. Based on the short time from pheny-
toin loading until obtaining the 48-hour TC value, cyto-
chrome P450 induction seems improbable. Additionally,
the fact this occurs during acute, severe injury with sys-
temic inflammation also decreases the likelihood of
cytochrome P450 induction. The multivariate analysis of
phenytoin and brain injury effect on 48-hour TC
strongly indicates that phenytoin did not influence TC
values.
For patients developing late VAP, we reviewed all TC

values throughout their ICU course. Following the 48-
hour postinjury TC assessment, patients with late VAP
had a subsequent further decrease in TC. This is consis-
tent with our previous documentation [11] and that of
other investigators who find HC with infectious compli-
cations [10,16,21,22]. After this TC nadir, resolution of
late VAP showed an improvement in HC with a signifi-
cant increase in TC. Again, we previously demonstrated
this proclivity toward resolution of HC with clinical sta-
bilization [11]. Alvarez [23] and Stachon [24] also pro-
vide evidence that HC improves with patient
stabilization following infection and major surgery.

HC is typical following traumatic, surgical, and infectious
injury
After combining and critically reviewing an expanding
literature, there is an impression that HC is the conven-
tional, if not universal, human response to severe
trauma, [10,11,15-17] surgery, [18,24-26] infection,
[10,11,16,21,22] and critical illness [27]. It is also note-
worthy the degree of HC has been shown to correlate
with death in ICU, [27] general surgical, [25,26] trauma,
[16] and cardiothoracic surgical [24] patients. It is also
compelling that patients with resolution of infection and

discharged alive from the ICU have been shown to have
a significant improvement in HC [11,24]. However,
dying patients were found to have persistent HC [11,24].
There is growing evidence that HC is a manifestation of
systemic inflammatory up-regulation. Apropos, studies
have provided data documenting a relationship between
HC and systemic inflammatory mediators and markers
[18,21,24].

Postinjury inflammation may be adaptive or maladaptive
Substantial evidence exists that major injury leads to
systemic inflammatory up-regulation [28-30]. Following
postinjury systemic inflammatory up-regulation, an anti-
inflammatory response typically ensues [28,31]. Such
postinjury systemic inflammatory responses are typically
adaptive [29,30]. However, the response may be mala-
daptive, leading to organ failure, infection, and death
[7-9,29].
Literature evidence suggests that the degree of HC

and systemic inflammation tends to increase with the
severity of traumatic injury [31-33] and surgical illness
[18,34]. The current study demonstrates a significant,
but weak, inverse relationship between TC and ISS and
a relatively large TC standard deviation with ISS ≥ 30
patients. These findings indicate that TC may not routi-
nely decrease with greater injury severity. An attenua-
tion of postinjury HC, relative to an increasing ISS,
appears to be a maladaptive, unexpected host response.
The increase in late VAP, death, and duration of
mechanical ventilation with ISS ≥ 20-&-TC ≥ 90 mg/dL
supports this notion.

Study limitations
Several methodological limitations need consideration.
Although this is a retrospective study, this is an analysis
of consecutive trauma patients requiring emergency tra-
cheal intubation and we consider the trauma registry to
be a reliable database. However, data accuracy and qual-
ity from a retrospective, database source are recognized
to be lower when compared to a prospective, dedicated
database. Debate regarding the diagnosis of VAP is con-
troversial. Some investigators have found similarities
between clinical and bronchoalveolar lavage criteria
[35-37]. Whereas, others believe quantitative lavage is
the superior technique [38]. It is noteworthy that several
other trauma investigators found a VAP rate similar to
that of the current study [2-5]. Of importance, by using
our clinical VAP definition, we portend a subset of
patients with substantially greater ventilator dependency,
a finding noted by several other investigators. We did
not document patients with a pre-injury diagnosis of
hypercholesterolemia and/or receiving cholesterol-lower-
ing medications that might influence 48-hour TC. The
lower TC values for patients with RBC transfusion
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suggest that resuscitation and plasma volume expansion
(dilution) may have influenced TC levels. The failure to
assess the impact of initial fluid volumes on 48-hour TC
is a study weakness.

Conclusions
The current study describes consecutive, trauma patients
needing emergency tracheal intubation who had severe
injury and compelling, subsequent hypocholesterolemia.
Patients with chest injury, shock, and RBC transfusion
had a greater degree of hypocholesterolemia than those
without these entities. On the other hand, brain injury,
which also produced hypocholesterolemia, had a relative
increase in TC in comparison to those without brain
injury. We found that late VAP substantially increased
duration of mechanical ventilation. Of the numerous
potential early risk factors for adverse outcomes (late
VAP, death, and duration of mechanical ventilation),
only ISS ≥ 20-&-TC ≥ 90 mg/dL consistently had an
association. The lack of an association of the many early
risk factors with adverse outcomes, yet the finding that
ISS ≥ 20-&-TC ≥ 90 mg/dL had significant independent
correlations, suggests this is not a fortuitous finding. ISS
≥ 20-&-TC ≥ 90 mg/dL implies that patients with this
characteristic have an increasing ISS and a disproportion-
ate increase in TC. In other words, these patients appear
to have an attenuated postinjury hypocholesterolemia
response. The above observations imply that attenuation
of hypocholesterolemia after severe injury may be a mala-
daptive host response and signals risk for subsequent late
VAP, ventilator dependency, and death.

Authors’ contributions
CMD conceived and designed the study. CMD reviewed medical records to
document the presence of early or late VAP, 48-hour cholesterol values, and
phenytoin loading. CMD performed data analysis and interpretation and
contributed to critical manuscript revisions. TJC performed data analysis and
interpretation, wrote the first draft, and contributed to critical manuscript
revisions. Both authors read and approved the final manuscript.

Competing interests
The authors declare that they have no competing interests.

Received: 7 February 2011 Accepted: 3 March 2011
Published: 3 March 2011

References
1. Eckert MJ, Davis KA, Reed RL, Esposito TJ, Santaniello JM, Poulakidas S, et al:

Ventilator-associated pneumonia, like real estate: location really matters.
J Trauma 2006, 60:104-110.

2. Croce MA, Tolley EA, Fabian TC: A formula for prediction of posttraumatic
pneumonia based on early anatomic and physiologic parameters. J
Trauma 2003, 54:724-729.

3. Magnotti LJ, Croce MA, Fabian TC: Is ventilator-associated pneumonia in
trauma patients an epiphenomenon or a cause of death? Surg Infect
(Larchmt) 2004, 5:237-242.

4. Zygun DA, Zuege DJ, Boiteau PJ, Laupland KB, Henderson EA, Kortbeek JB,
et al: Ventilator-associated pneumonia in severe traumatic brain injury.
Neurocrit Care 2006, 5:108-114.

5. Kallel H, Chelly H, Bahloul M, Ksibi H, Dammak H, Chaari A, et al: The effect
of ventilator-associated pneumonia on the prognosis of head trauma
patients. J Trauma 2005, 59:705-710.

6. Lansford T, Moncure M, Carlton E, Endress R, Shik N, Udobi K, et al: Efficacy
of a pneumonia prevention protocol in the reduction of ventilator-
associated pneumonia in trauma patients. Surg Infect (Larchmt) 2007,
8:505-510.

7. Cavalcanti M, Ferrer M, Ferrer R, Morforte R, Garnacho A, Torres A: Risk and
prognostic factors of ventilator-associated pneumonia in trauma
patients. Crit Care Med 2006, 34:1067-1072.

8. Woiciechowsky C, Schoning B, Cobanov J, Lanksch WR, Volk HD, Docke WD:
Early IL-6 plasma concentrations correlate with severity of brain injury
and pneumonia in brain-injured patients. J Trauma 2002, 52:339-345.

9. Cohen MJ, Bir N, Rahn P, Dotson R, Brohi K, Chesebro BB, et al: Protein C
depletion early after trauma increases the risk of ventilator-associated
pneumonia. J Trauma 2009, 67:1176-1181.

10. Dunham CM, Frankenfield D, Belzberg H, Wiles CE, Cushing B, Grant Z:
Inflammatory markers: superior predictors of adverse outcome in blunt
trauma patients? Crit Care Med 1994, 22:667-672.

11. Dunham CM, Fealk MH, Sever WE III: Following severe injury,
hypocholesterolemia improves with convalescence but persists with
organ failure or onset of infection. Crit Care 2003, 7:R145-R153.

12. Mintzer S, Skidmore CT, Abidin CJ, Morales MC, Chervoneva I, Capuzzi DM,
et al: Effects of antiepileptic drugs on lipids, homocysteine, and C-
reactive protein. Ann Neurol 2009, 65:448-456.

13. Anderson GD: A mechanistic approach to antiepileptic drug interactions.
Ann Pharmacother 1998, 32:554-563.

14. Arnett DK, Jacobs DR Jr, Luepker RV, Blackburn H, Armstrong C, Claas SA:
Twenty-year trends in serum cholesterol, hypercholesterolemia, and
cholesterol medication use: the Minnesota Heart Survey, 1980-1982 to
2000-2002. Circulation 2005, 112:3884-3891.

15. Bakalar B, Hyspler R, Pachl J, Zadak Z: Changes in cholesterol and its
precursors during the first days after major trauma. Wien Klin Wochenschr
2003, 115:775-779.

16. Elliott DC, Kufera JA, Myers RA: Necrotizing soft tissue infections. Risk
factors for mortality and strategies for management. Ann Surg 1996,
224:672-683.

17. Wolfram G, Eckart J, Zollner N: [Disturbances of lipoprotein and fatty acid
metabolism in patients with heavy injuries (author’s transl)]. Klin
Wochenschr 1980, 58:1327-1337.

18. Gordon BR, Parker TS, Levine DM, Saal SD, Wang JC, Sloan BJ, et al:
Relationship of hypolipidemia to cytokine concentrations and outcomes
in critically ill surgical patients. Crit Care Med 2001, 29:1563-1568.

19. Pikuleva IA: Cytochrome P450 s and cholesterol homeostasis. Pharmacol
Ther 2006, 112:761-773.

20. Spriet I, Meersseman W, de Hoon J, von Winckelmann S, Wilmer A,
Willems L: Mini-series: II. clinical aspects. clinically relevant CYP450-
mediated drug interactions in the ICU. Intensive Care Med 2009,
35:603-612.

21. Chien JY, Jerng JS, Yu CJ, Yang PC: Low serum level of high-density
lipoprotein cholesterol is a poor prognostic factor for severe sepsis. Crit
Care Med 2005, 33:1688-1693.

22. Giovannini I, Boldrini G, Chiarla C, Giuliante F, Vellone M, Nuzzo G:
Pathophysiologic correlates of hypocholesterolemia in critically ill
surgical patients. Intensive Care Med 1999, 25:748-751.

23. Alvarez C, Ramos A: Lipids, lipoproteins, and apoproteins in serum during
infection. Clin Chem 1986, 32:142-145.

24. Stachon A, Boning A, Weisser H, Laczkovics A, Skipka G, Krieg M: Prognostic
significance of low serum cholesterol after cardiothoracic surgery. Clin
Chem 2000, 46:1114-1120.

25. Delgado-Rodriguez M, Medina-Cuadros M, Gomez-Ortega A, Martinez-
Gallego G, Mariscal-Ortiz M, Martinez-Gonzalez MA, et al: Cholesterol and
serum albumin levels as predictors of cross infection, death, and length
of hospital stay. Arch Surg 2002, 137:805-812.

26. Palma S, Cosano A, Mariscal M, Martinez-Gallego G, Medina-Cuadros M,
Delgado-Rodriguez M: Cholesterol and serum albumin as risk factors for
death in patients undergoing general surgery. Br J Surg 2007, 94:369-375.

27. Gui D, Spada PL, De Gaetano A, Pacelli F: Hypocholesterolemia and risk of
death in the critically ill surgical patient. Intensive Care Med 1996,
22:790-794.

Dunham and Chirichella Lipids in Health and Disease 2011, 10:42
http://www.lipidworld.com/content/10/1/42

Page 7 of 8

http://www.ncbi.nlm.nih.gov/pubmed/16456443?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12707535?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12707535?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15684794?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15684794?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17099256?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16361916?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16361916?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16361916?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17999583?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17999583?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17999583?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16484918?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16484918?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16484918?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11834998?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11834998?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20009664?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20009664?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20009664?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8143476?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8143476?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/14624689?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/14624689?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/14624689?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19296463?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19296463?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9606477?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16344385?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16344385?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16344385?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/14743581?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/14743581?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8916882?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8916882?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/6782330?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/6782330?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11505128?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11505128?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16872679?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19132344?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19132344?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16096442?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16096442?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10470581?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10470581?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/3940695?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/3940695?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10926891?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10926891?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12093337?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12093337?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12093337?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17279492?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17279492?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8880248?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8880248?dopt=Abstract


28. Lenz A, Franklin GA, Cheadle WG: Systemic inflammation after trauma.
Injury 2007, 38:1336-1345.

29. Shephard RJ, Shek PN: Immune responses to inflammation and trauma: a
physical training model. Can J Physiol Pharmacol 1998, 76:469-472.

30. Kohl BA, Deutschman CS: The inflammatory response to surgery and
trauma. Curr Opin Crit Care 2006, 12:325-332.

31. Ertel W, Keel M, Bonaccio M, Steckholzer U, Gallati H, Kenney JS, et al:
Release of anti-inflammatory mediators after mechanical trauma
correlates with severity of injury and clinical outcome. J Trauma 1995,
39:879-885.

32. Giannoudis PV, Hildebrand F, Pape HC: Inflammatory serum markers in
patients with multiple trauma. Can they predict outcome? J Bone Joint
Surg Br 2004, 86:313-323.

33. Meisner M, Adina H, Schmidt J: Correlation of procalcitonin and C-
reactive protein to inflammation, complications, and outcome during
the intensive care unit course of multiple-trauma patients. Crit Care 2006,
10:R1.

34. Talmor M, Hydo L, Barie PS: Relationship of systemic inflammatory
response syndrome to organ dysfunction, length of stay, and mortality
in critical surgical illness: effect of intensive care unit resuscitation. Arch
Surg 1999, 134:81-87.

35. Miller PR, Johnson JC, Karchmer T, Hoth JJ, Meredith JW, Chang MC:
National nosocomial infection surveillance system: from benchmark to
bedside in trauma patients. J Trauma 2006, 60:98-103.

36. Rea-Neto A, Youssef NC, Tuche F, Brunkhorst F, Ranieri VM, Reinhart K, et al:
Diagnosis of ventilator-associated pneumonia: a systematic review of
the literature. Crit Care 2008, 12:R56.

37. Muscedere J, Dodek P, Keenan S, Fowler R, Cook D, VAP Guidelines
Committee and the Canadian Critical Care Trials Group: Comprehensive
evidence-based clinical practice guidelines for ventilator-associated
pneumonia: diagnosis and treatment. J Crit Care 2008, 23:138-147.

38. Minei JP, Nathens AB, West M, Harbrecht BG, Moore EE, Shapiro MB, et al:
Inflammation and the Host Response to Injury, a Large-Scale
Collaborative Project: patient-oriented research core–standard operating
procedures for clinical care. II. Guidelines for prevention, diagnosis and
treatment of ventilator-associated pneumonia (VAP) in the trauma
patient. J Trauma 2006, 60:1106-1113.

doi:10.1186/1476-511X-10-42
Cite this article as: Dunham and Chirichella: Attenuated
hypocholesterolemia following severe trauma signals risk for late
ventilator-associated pneumonia, ventilator dependency, and death:
a retrospective study of consecutive patients. Lipids in Health and Disease
2011 10:42.

Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit

Dunham and Chirichella Lipids in Health and Disease 2011, 10:42
http://www.lipidworld.com/content/10/1/42

Page 8 of 8

http://www.ncbi.nlm.nih.gov/pubmed/18048040?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9839070?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9839070?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16810043?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16810043?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7474003?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7474003?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15125116?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15125116?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16356205?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16356205?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16356205?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9927137?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9927137?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9927137?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16456442?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16456442?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18426596?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18426596?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18359431?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18359431?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18359431?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16688078?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16688078?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16688078?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16688078?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16688078?dopt=Abstract

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Results
	Discussion
	ISS ≥ 20-&-TC ≥ 90 mg/dL is a risk for late VAP, death, and ventilator dependency
	Factors influencing hypocholesterolemia
	HC is typical following traumatic, surgical, and infectious injury
	Postinjury inflammation may be adaptive or maladaptive
	Study limitations

	Conclusions
	Authors' contributions
	Competing interests
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /Warning
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /Warning
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /Warning
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e55464e1a65876863768467e5770b548c62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc666e901a554652d965874ef6768467e5770b548c52175370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA (Utilizzare queste impostazioni per creare documenti Adobe PDF adatti per visualizzare e stampare documenti aziendali in modo affidabile. I documenti PDF creati possono essere aperti con Acrobat e Adobe Reader 5.0 e versioni successive.)
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020be44c988b2c8c2a40020bb38c11cb97c0020c548c815c801c73cb85c0020bcf4ace00020c778c1c4d558b2940020b3700020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken waarmee zakelijke documenten betrouwbaar kunnen worden weergegeven en afgedrukt. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents suitable for reliable viewing and printing of business documents.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


