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The Belsey Mark IV: an operation with an
enduring role in the management of complicated
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Abstract

Background: The Belsey Mark IV operation has been used for the management of hiatal hernia for over 40 years,
but with the introduction of laparoscopic techniques its role has become questionable. To determine the current
role of this procedure we present a contemporary series of patients.

Methods: We reviewed fifteen consecutive patients, mean age of 63 years, who underwent a Belsey Mark IV
fundoplication for gastroesophageal reflux in the presence of a hiatal hernia in our Department from January 2005
to March 2011. Indications for the thoracic approach included paraesophageal hernias, recurrent hiatal hernias and
previous upper abdominal surgery.

Results: There was no operative mortality. Immediate postoperative morbidity included 1 case of bleeding, 1 case
of pneumonia and 1 case of atrial fibrillation. The mean length of stay was 5.9 days. After a mean follow-up time of
49 months, all patients reported total or partial alleviation of their symptoms. No hernia recurrence was detected
during barium swallow examination.

Conclusions: The Belsey approach is a procedure that can be useful as an alternative in selected cases when there
are co-morbidities complicating the transabdominal (laparoscopic) approach.
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Background
The classic 1961 paper by Skinner and Belsey resulted in
the widespread adoption of a surgical technique they
named Belsey Mark IV (BMIV), the development of
which had begun 20 years earlier. Based upon advances
in the understanding of the anatomy and physiology of
the gastroesophageal junction achieved in the 1950s and
perfected after multiple clinical trials, the procedure’s re-
sults were finally published after it had been used on
over 1000 patients, with a success rate of 85% [1,2]. The
operation had been a mainstay in the management of
hiatal hernia/gastrointestinal reflux disease (GERD) for
over 40 years. However, the introduction of laparoscopic
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techniques in the 1990s resulted in the operation falling
into disfavor in recent years.
Our group has used BMIV as the primary treatment of

hiatal hernia/GERD until laparoscopic techniques be-
came widely available. However, in the past 6 years a
small number of patients has been referred to us and op-
erated via a thoracic approach. In this report we present
a series of consecutive patients operated via the BMIV
in an effort to not only provide a reminder of a useful
technique, but also identify possible indications for its
continuing use in an era where hiatal hernia surgery is
predominated by laparoscopic techniques.
Methods
Patients
The charts and outcomes of 15 consecutive patients with
hiatal hernias treated using a BMIV fundoplication in
our Department between January 2005 and March 2011
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were reviewed. The ethical review board of the Univer-
sity of Athens approved our study and permitted us to
collect and analyze patient data. All patients agreed to
participate in the study and informed consent was
obtained from each patient, to publish their treatment
details including intraoperative photographs. There were
11 men and 4 women with a mean age of 63 years (38–79
years). All patients reported heartburn, 4 patients reported
regurgitation, while no patients experienced preoperative
dysphagia. In addition, 5 patients complained of atypical
GERD symptoms such as coughing, chest and abdominal
pain, and bloating. Two of the patients with large para-
esophageal hernias reported recurrent aspiration. Indica-
tions for surgery via a thoracic approach were GERD
symptoms refractory to medical therapy and/or endo-
scopic findings of esophagitis in 4 patients with previous
abdominal surgery and/or marked obesity, large para-
esophageal hernias in 4 patients, a gastroesophageal junc-
tion over 5 cm above the hiatus irreducible in barium
swallow in 2 patients and hernia recurrence after previous
surgery in 5 patients. Preoperatively all patients underwent
esophagogastroscopy, which revealed signs of oesophagitis
in 11 out of 15, barium swallow examination, and a com-
puted tomographic scan. 24 hour pH monitoring, was
performed in patients where no paraesophageal hernia or
obvious signs of moderate to severe oesophagitis were
present and was abnormal in 7 out of 8 patients.

Surgical technique
All patients had a double-lumen endotracheal tube. Be-
fore induction of anesthesia an epidural catheter was
placed to facilitate postoperative pain control. The surgi-
cal approach was via a left lateral thoracotomy through
the 6th or 7th intercostal space, with the patient in a
right lateral decubitus position. Dissection and incision
of the mediastinal pleura were performed as needed up
to the level of the aortic arch. The hernial sac was dis-
sected off the diaphragm. The esophagus was elevated
using a penrose drain. Cephalad traction was placed on
the esophagus and the phrenoesophageal membrane was
incised circumferentially. The fundus of the stomach was
mobilized, the fat pad excised, while the vagus nerves were
preserved. The diaphragmatic crura (or more commonly
the right and left bundles of the right crus) were then ap-
proximated posteriorly by 3–4 interrupted 0 silk sutures,
which were left untied. An evaluation of the adequacy of
the esophageal mobilization was then made and, if neces-
sary, further mobilization was performed. The fundus
was pulled up, 3 horizontal mattress sutures were placed
1.5-2 cm from the esophagogastric junction between
stomach and esophagus to create the 270° wrap and these
were then tied. Afterwards, the second row of sutures
was placed 1–1.5 cm proximally so as to include the dia-
phragm and, after reduction of the fundus into the
abdomen, these were tied also (Figure 1). Finally, the
sutures between the crura were tied up to the point where
a finger could pass easily through the hiatus. A pleural
drainage tube was then placed and the thoracotomy closed.
Analgesia was maintained with epidural bupivacaine, non-
steroidal anti-inflammatory drugs and systemic opiates,
as needed. The patients were examined with an upper
gastrointestinal series on the 4th postoperative day and
they discharged from the hospital on the 5th or 6th post-
operative day.
Outcome assessment
Patients’ symptoms were evaluated before surgery, at 3,
6, 12 months after surgery and annually thereafter. At
the time of this study on September 2011, all patients
were interviewed. They were questioned about the pres-
ence, intensity (mild, moderate, severe) and frequency
(daily, weekly, monthly, less frequently) of heartburn,
dysphagia, regurgitation, pulmonary symptoms, nausea,
vomiting, abdominal bloating, chest pain and the need
for acid-reducing medications. Patients were specifically
asked to describe post thoracotomy pain on a 4-point scale
(1 pain free, 2 slight pain, negligible, 3 moderate pain re-
quiring pain relief, 4 severe pain, intolerable), The Visick
score, which consists of a 4- grade scale, was used to score
the overall effect of surgery. All patients had esophago-
gastroscopy. When persistence or recurrence of GERD
symptoms was noted, they were further examined with a
barium swallow examination and 24 hour pH monitoring.
Results
Patient outcomes
The mean operative time was 144 minutes and the mean
number of days until discharge 6. There was no mortal-
ity in our group of patients. Postoperative complications
in 3 (20%) patients included one case of significant
bleeding, one case of pneumonia and one case of atrial
fibrillation. There were no esophageal or gastric perfora-
tions or other major morbidity. The mean follow-up
time was 49 months (5–82). During the last follow-up
(September 2011), 10 patients reported that they were
completely free of symptoms; while 5 patients were
symptomatic, 3 of which were still taking acid-reducing
medication. Esophagogastroscopy showed that mucosal
damage had subsided in 13 patients (Table 1). Almost
half of the patients complained of some pain or discom-
fort at the thoracotomy site. 5 patients were symptom-
atic. Barium swallow examination and pH monitoring
were ordered for all 5 symptomatic patients. No hernia
recurrence was observed. pH monitoring was abnormal
in 3 out of 5 patients. However, 1 patient with normal
pH monitoring was symptomatic and reported allevi-
ation of symptoms with medication (Table 2).



Figure 1 Belsey Mark IV operation. Top left – Hernial sac adhering to the lung. Bottom left – Sutures placed between the diaphragmatic
crura. Top right – First row of sutures between the stomach and the esophagus. Bottom right – Second row of sutures incorporating the
stomach, the esophagus and the diaphragm.
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Surgery was deemed as successful (absence of signifi-
cant reflux symptoms without medication and no signs
of esophagitis) in 80% (12/15) of patients. Two patients
continued to experience symptoms and had mild esoph-
agitis on endoscopy. The patients were evaluated by bar-
ium swallow examination and pH monitoring. The
Table 1 Patient outcome by indication

Indication for a thoracic
approach

Esophagitis

Before surgery After surgery

Previous abdominal surgery 2/4 0/4

GEJ* >5 cm above the hiatus 2/2 0/2

Recurrence 3/5 2/5

Paraesophageal hernia 4/4 0/4

Total 11/15 2/15

*GEJ, gastroesophageal junction; **see Results in text.
patients’ symptoms were satisfactorily controlled with
proton pump inhibitors and no further intervention was
proposed. A third patient reported continued symptoms
which responded to medication (PPIs). The patient had
normal pH monitoring and no mucosal damage in en-
doscopy and did not receive any other treatment.
Visick score Post-thoracotomy
pain

Successful**
surgery

I 2/4 1 3/4 4/4

II 2/4 2 1/4

3 0/4

I 2/2 1 2/2 2/2

II 0/2 2 0/2

3 0/2

I 2/5 1 1/5 2/5

II 5/5 2 2/5

3 2/5

I 4/4 1 2/4 4/4

II 0/4 2 2/4

3 0/4

I 10/15 1 8/15 12/15

II 5/15 2 5/15

III 0/15 3 2/15

IV 0/15 4 0/15



Table 2 Overview of symptomatic patients

Patient Indication Heartburn Regurgitation Dysphagia Esophagitis 24-Hr pH Medication

1 Pre Recurrence Moderate Moderate Absent SM II Abnormal PPi

Post Moderate Mild Absent SM I Abnormal PPi

2 Pre Recurrence Mild Absent Absent SM I Abnormal PPi

Post Mild Absent Absent SM I Abnormal PPi

3 Pre Recurrence Mild Absent Absent SM I Abnormal PPi

Post Mild Mild Absent No esophagitis Normal PPi

4 Pre Previous abdominal surgery Moderate Absent Absent SM I Normal PPi

Post Mild Absent Absent No esophagitis Abnormal None

5 Pre Previous abdominal surgery Moderate Absent Absent SM II Abnormal PPi

Post Absent Absent Mild No esophagitis Normal None

SM, Savory-miller classification; Pre, Preoperatively; Post, Postoperatively; PPi, proton pump inhibitors.

Markakis et al. BMC Surgery 2013, 13:24 Page 4 of 6
http://www.biomedcentral.com/1471-2482/13/24
Discussion
The guidelines for the surgical treatment of gastroesoph-
ageal reflux disease issued by the Society of American
Gastrointestinal and Endoscopic Surgeons in November
2010 do not mention the transthoracic approach as an
option for the treatment of either primary or recurrent
GERD [3]. Even though these guidelines do not address
the management of paraesophageal hernia it is still inter-
esting how an operation widely performed with excellent
results for more than four decades [4] fell into disfavour
so quickly after the transition to laparoscopic techniques.
Thoracic surgeons traditionally involved in antireflux sur-
gery, have joined in this rapid transition, having embraced
the new laparoscopic techniques early on [5]. In the past
decade a number of studies have suggested the use of a
Belsey-Mark IV operation in selected indications or groups
of patients.
Although BMIV is seldom performed as a primary

antireflux operation in noncomplicated cases, many au-
thors have proposed it as part of a tailored approach.
Coosemans et al. proposed it in patients with esophageal
dysmotility (although they acknowledged the alternative
of a partial laparoscopic fundoplication), in case of ex-
treme obesity, large hiatal hernias, previous abdominal
surgery, redo surgery and in cases where the cardia
appears to be irreducible on barium swallow. They cor-
related the last indication to esophageal shortening due
to fibrosis and insisted on a thoracic route as essential
in order to perform maximal esophageal mobilization
and assess the necessity of a lengthening procedure [6].
Alexiou et al. reserved the use of BMIV for cases with
presence of impaired oesophageal contractility or abnor-
mal wave progression and reported a successful outcome
in 83.1% of patients [7]. Kauer et al. used preoperative
evaluation to choose patients with irreducible hernia or
motility disorders for a thoracic approach. Patients with
poor contractility or wave progressions were treated with
a Belsey and those with a short esophagus with a Collis-
Belsey procedure. In a group of 85 patients, 31 of which
had a complicated disease, they reported an overall 89%
success rate [8].
Patients with morbid obesity and GERD have often

shown improvement of symptoms following Roux-en-Y
gastric bypass surgery. There are, however, cases of in-
tractable GERD in this patient population and a Belsey
operation has been proposed, although somewhat con-
troversially, as an alternative [9,10].
Massive paraesophageal hernias have been a classic in-

dication for the transthoracic approach but recently the
laparoscopic approach has been advocated and shown to
be feasible, with good results [11]. However, the rarity of
these cases and the difficulty in the technique of the lap-
aroscopic approach, combined with the frequent presence
of esophageal shortening are reasons cited to consider the
Belsey Mark operation as an option [12]. There is no con-
sensus as to the best approach for this subgroup of pa-
tients [11], despite a number of publications on the
subject. It is important to note, however, that the transtho-
racic approach has been used in a primary repair and a
redo repair group in a study that showed that it can be
used safely for redo operations [13].
Other pathologies in the left side of the chest which

can be simultaneously treated are an additional indica-
tion [4]. In a series of 62 patients operated between 1997
and 2001, 11 had a Belsey Mark fundoplication as a primary
operation for GERD/hiatal hernia and indications included
hiatal hernias fixed in the chest, esophageal diverticula, dif-
fuse esophageal spasm and an oesophago-gastric junction
tumor [12]. In this series, dysmotility disorders were treated
with laparoscopic partial fundopliction. The same authors
also reported combined operation for lung cancer, left-sided
pneumothorax and bolus emphysema.
Redo surgery after an anti-reflux operation carries sig-

nificant morbidity and results are good in about 70% of
patients. The trend in reoperative surgery is for an ab-
dominal and, if possible, laparoscopic approach. However,
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a recent review has reported use of the thoracic approach
in 22% of cases [14]. In a report of 130 re-operations, the
BMIV procedure was performed for patients with a mi-
grated intrathoracic wrap with satisfactory results, although
with a somewhat higher morbidity [15]. The authors
propose the thoracic approach as a conversion strategy if
the operation has been started laparoscopicaly but the
intramediastinal dissection is difficult and the wrap cannot
be freed. In another series reporting on 126 reoperations,
BMIV was used as the procedure of choice for 25% of pa-
tients [16]. The authors again emphasized that the current
trend toward laparoscopic repair should be interpreted
with caution, since the fairly good results reported may be
difficult to reproduce outside dedicated centers [3,16]. It
must be emphasized that a short esophagus cannot be ac-
curately predicted preoperatively [16] and any surgeon spe-
cialized and interested in esophageal reoperative surgery
should be able to utilize a transthoracic approach with
morbidity comparable to that of the open approach [17].
BMIV by video-assisted thoracic approach has been

advocated to address two of the most serious drawbacks
of the open transthoracic approach: poor cosmetic re-
sults and post-thoracotomy pain. However, the less than
satisfactory results and higher complication rates reported
with this technique have hindered its adoption [6,18,19].
The continued evolution of video-assisted thoracic sur-
gery might renew interest in the transthoracic approach in
the future.

Conclusions
Our experience with the BMIV procedure involves a het-
erogeneous group of patients, referred to us by several
general surgeons, which makes it difficult to speculate
on the size of this subgroup relative to the total number
of patients operated by the laparoscopic approach. Al-
though we chose the thoracic approach on a case by case
basis after the referring general surgeons expressed reser-
vations about the risk posed by, or the appropriateness of,
the abdominal route, the absence of a standardized referral
system does not ensure that our patients had consulted an
expert laparoscopic surgeon. It is therefore difficult to en-
sure that even relative contraindications for an abdominal/
laparoscopic approach existed in our group of patients, ex-
cept in two cases, where we were called to the operating
room after laparoscopy revealed dense adhesions in the
upper abdomen of previously operated patients.
We acknowledge that experienced laparoscopic sur-

geons can safely and efficiently treat the majority of cases
of hiatal hernia by the minimally invasive transabdominal
route. However, the BMIV procedure is still valuable and
can provide an essential alternative to the laparoscopic ap-
proach, especially for the most complex cases such as
reoperative surgery, where it is used on 20% of patients,
and large paraesophageal hernias. Since the number of
patients likely to be managed via a thoracic approach is
limited and the Belsey operation is perhaps one of the
technically more challenging, adequately training junior
surgeons is also a major issue. Consequently, this oper-
ation should be used by surgeons experienced and inter-
ested in esophageal surgery, after careful consideration of
alternative techniques.
Our patient group had satisfactory results overall (80%)

considering the complexity of the case mix. However, 3
cases were considered as failures. Patients with failed sur-
gery should be analyzed and managed carefully. To avoid
failure a systematic approach to the preoperative workup
is essential in order to avoid misdiagnosis (i.e. achalasia).
Meticulous surgical technique can prevent an overly tight
or, more commonly, overly loose wrap. However, con-
tinued reflux can be a problem in almost 15% of patients
[4]. Re-operation should be offered with caution especially
when no hernia recurrence can be detected, as was the
case in our patients.
In conclusion, we have tried to describe the subgroup

of patients with hiatal hernia where a transthoracic ap-
proach should be considered, keeping in mind that there
are no conditions where the BMIV is routinely indicated.
However, we believe that the BMIV procedure can still
play a role in the modern management of GERD. This is
an operation which is well worth preserving 50 years
after its inception.

Abbreviations
BMIV: Belsey Mark IV; GERD: Gastrointestinal reflux disease.

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

Authors’ contributions
CM, EL and PT participated in the design of the study. CM, ES and PL wrote
the article. AA and LG drafted and edited the manuscript. CM, PT and DD
performed the revisions to the manuscript. All authors read and approved
the final manuscript.

Acknowledgments
The authors would like to thank Ms. Myrto Kogevina for the editing of this
manuscript.

Author details
12nd Propaedeutic Department of Surgery, Department of Thoracic Surgery,
Laiko General Hospital, University of Athens, Tritonos 20 Str. Paleo Faliro,
17561 Athens, Greece. 2Department of Cardiothoracic Surgery, Athens
Medical-Psychiko Clinic, Athens, Greece. 3Department of Pulmonary
Medicine, Neon-Athinaion, Athens, Greece.

Received: 22 May 2012 Accepted: 26 June 2013
Published: 5 July 2013

References
1. Skinner DB, Belsey RH: Surgical management of esophageal reflux and

hiatus hernia: long-term results with 1,030 patients. J Thorac Cardiovasc
Surg 1967, 53:33–54.

2. Stylopoulos N, Rattner DW: The history of hiatal hernia surgery: from
Bowditch to laparoscopy. Ann Surg 2005, 241(1):185–193.

3. Stefanidis D, Hope WW, Kohn GP, Reardon PR, Richardson WS, Fanelli RD:
SAGES Guidelines Committee. Guidelines for surgical treatment of
gastroesophageal reflux disease. Surg Endosc 2010, 24(11):2647–2669.



Markakis et al. BMC Surgery 2013, 13:24 Page 6 of 6
http://www.biomedcentral.com/1471-2482/13/24
4. Fenton KN, Miller JI Jr, Lee RB, Mansour KA: Belsey Mark IV antireflux
procedure for complicated gastroesophageal reflux disease. Ann Thorac
Surg 1997, 64(3):790–794.

5. Naunheim KS, Landreneau RJ, Andrus CH, Ferson PF, Zachary PE, Keenan RJ,
Ann: Laparoscopic fundoplication: a natural extension for the thoracic
surgeon. Thorac Surg 1996, 61(4):1062–1065.

6. Coosemans W, De Leyn P, Deneffe G, Van Raemdonck D, Lerut T:
Laparoscopic antireflux surgery and the thoracic surgeon: what now? Eur
J Cardiothorac Surg 1997, 12(5):683–688.

7. Alexiou C, Beggs D, Salama FD, Beggs L, Knowles KR: A tailored surgical
approach for gastro-oesophageal reflux disease: the Nottingham
experience. Eur J Cardiothorac Surg 2000, 17(4):389–395.

8. Kauer WK, Peters JH, DeMeester TR, Heimbucher J, Ireland AP, Bremner CG:
A tailored approach to antireflux surgery. J Thorac Cardiovasc Surg 1995,
110(1):141–146. discussion 146–7.

9. Houghton SG, Allen MS, Sarr MG: Belsey Mark IV after Roux-en-Y gastric
bypass. Ann Thorac Surg 2006, 82(3):1171. author reply 1172.

10. Raftopoulos I, Awais O, Courcoulas AP, Luketich JD: Laparoscopic gastric
bypass after antireflux surgery for the treatment of gastroesophageal
reflux in morbidly obese patients: initial experience. Obes Surg 2004,
14(10):1373–1380.

11. Schieman C, Grondin SC: Paraesophageal hernia: clinical presentation,
evaluation, and management controversies. Thorac Surg Clin 2009,
19(4):473–484.

12. Migliore M, Arcerito M, Vagliasindi A, Puleo R, Basile F, Deodato G: The
place of Belsey Mark IV fundoplication in the era of laparoscopic
surgery. Eur J Cardiothorac Surg 2003, 24(4):625–630.

13. Taylor MD, Nagji AS, Kozower BD, Shami VM, Daniel TM, JONES DR: Quality
of life following primary vs. redo transthoracic paraesophageal hernia
repairs. Interact Cardiovasc Thorac Surg 2008, 7(1):71–74.

14. Furnée EJ, Draaisma WA, Broeders IA, Gooszen HG: Surgical reintervention
after failed antireflux surgery: a systematic review of the literature.
J Gastrointest Surg 2009, 13(8):1539–1549.

15. Furnée EJ, Draaisma WA, Broeders IA, Smout AJ, Gooszen HG: Surgical
reintervention after antireflux surgery for gastroesophageal reflux
disease: a prospective cohort study in 130 patients. Arch Surg 2008,
143(3):267–274. discussion 274.

16. Ohnmacht GA, Deschamps C, Cassivi SD, et al: Failed antireflux surgery:
results after reoperation. Ann Thorac Surg 2006, 81(6):2050–2053.
discussion 2053–4.

17. Iqbal A, Awad Z, Simkins J, et al: Repair of 104 failed anti-reflux
operations. Ann Surg 2006, 244(1):42–51.

18. Nguyen NT, Schauer PR, Hutson W, et al: Preliminary results of
thoracoscopic Belsey Mark IV antireflux procedure. Surg Laparosc Endosc
1998, 8(3):185–188.

19. Champion JK: Thoracoscopic Belsey fundoplication with 5-year outcomes.
Surg Endosc 2003, 17(8):1212–1215.

doi:10.1186/1471-2482-13-24
Cite this article as: Markakis et al.: The Belsey Mark IV: an operation with
an enduring role in the management of complicated hiatal hernia. BMC
Surgery 2013 13:24.
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


	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Patients
	Surgical technique
	Outcome assessment

	Results
	Patient outcomes

	Discussion
	Conclusions
	Abbreviations
	Competing interests
	Authors’ contributions
	Acknowledgments
	Author details
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /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 /OK
  /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 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /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 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /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 <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.440 793.440]
>> setpagedevice


