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Abstract

unclear.

were seen in the following follow-up.

without affecting the procedure of RF ablation.

Background: Radiofrequency (RF) ablation is a widely accepted and ideal therapeutic tool to cure some
tachycardias. The occurrence of complications varies depending on the procedure being performed. Sudden
unexpected prolonged asystole is rare for most ablation procedures and the underlying mechanisms remain

Case presentation: A case of sudden prolonged asystole induced by RF ablation of a concealed left free wall
accessory in a 59-year-old woman with recurrent tachycardia. RF application provoked progressive slowing of the
sinus rhythm and then a 13.2-second period of asystole ensued. Asystole was self-healing and no complications

Conclusions: RF ablation may develop prolonged asystole due to vagus response caused by stimulation of
unmyelinated vagal C-fibers or ganglionated plexus (GP). Reflexible asystole is reproducible and resolves independently,
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Background
Radiofrequency (RF) ablation has revolutionized treat-
ment of arrhythmias and is now considered to be a first-
line therapy for some tachycardias [1]. RF is curative,
long-term medication is not required. Its occurrence of
complications varies depending on the procedure being
performed, and serious complications are rare for most
ablation procedure [2]. Bradycardia with hypotension
is common during ablation procedures, chiefly due to
cardiac reflexes stimulated by chemoreceptors or mechano-
receptors found throughout the vessels, atrium, ventricle,
pericardium, and coronary arteries. This cardio-inhibitory
reflex can increase parasympathetic tone and cause
bradycardia, hypotension, and even cardiac asystole. To
the best of our knowledge, sudden unexpected asystole
has been rare in the past three decades, spanning the
time since the first report of successful RF ablation
of tachyarrhythmia. However, the actual incidence of
asystole due to RF is unknown.

Here, we present a case of prolonged asystolic episode
induced by RF ablation of a concealed left free wall
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accessory pathway through a transaortic approach. We
also briefly review previously reported cases to explore the
mechanism of sudden asystole and its clinical significance.

Case presentation

A 59-year-old female patient presented with complaints
of recurrent palpitations over the past three years.
Paroxysmal supraventricular tachycardia (SVT) was
diagnosed on several emergency department visits. A
12-lead surface electrogram and physical examination
were normal. The SVT had a narrow QRS-complex
during the attacks (230 bpm). After informed consent
was obtained, the patient received an electrophysio-
logic study (EPS) and catheter ablation. Multipolar
electrode catheters (Biosense Webster, USA) were po-
sitioned in the His-bundle region, right ventricular
apex, and coronary sinus (CS). Prior to EPS, blood
pressure was 121/67 mm Hg and pulse was 72 bpm.
Programmed atrial stimulation indicated that sinus
and atrioventricular (AV) nodal functions were normal.
CS;, proceeded during ventricular extrastimulus testing
and a basic drive (S;S;) cycle length of 400 ms of ventricu-
lar pacing induced AV re-entrant tachycardia (AVRT).
The ventriculoatrial (VA) conduction during ventricular
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pacing was consistent with inducible AVRT. A concealed
left free wall accessory pathway was confirmed and
selected for mapping and ablation via a transaortic
approach. The target site was obtained above the mitral
annulus during AVRT and RF energy was delivered (60°C;
30 W) using a temperature-controlled catheter (Biosense
Webster). Tachycardia terminated after a 2-sec ablation
and ablation was continued for 25 sec more. At 22 sec
after the onset of energy delivery, sudden cardiac asystole
lasted for 13.2 sec followed by profound sinus rate slowing
though ablation was aborted 2 sec after asystole emerged
(Figure 1). No escape rhythm emerged. Moreover, AV
interval was not changed before and after asystole. After
sinus rhythm was rescued, blood pressure was 165/97 mm
Hg and ventricular pacing indicated VA disassociation.
Multiple ventricular pacing and programmed electrical
stimuli for a subsequent 30 min revealed VA disassoci-
ation and no induction of tachycardia. Sinus node function
AV conduction was normal. The patient no longer experi-
enced tachycardia and syncope 9 months post-ablation.

Discussion

Here, we describe a rare complication during RF abla-
tion above the mitral annulus during a retrograde aortic
approach to ablate a left free wall accessory pathway,
characterized by prolonged asystole which resolved on
its own. Prolonged asystole has been reported to occur
not only occurred during SVT ablation [3-7], but atrial
fibrillation ablation [8-10].

Clinical characteristics

Based on prior case reports and this case, prolonged
asystole induced by ablation can be described as
depicted in Table 1. These have occurred in individuals
with no apparent structural heart disease. Prolonged
asystole can occur during slow pathway ablation, at the
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pulmonary vein, the intra-coronary sinus and around
the mitral annulus. Asystole is prone to be reprodu-
cible under ablation procedures and Table 1 depicts the
duration of each asystolic event (mean=9.6 + 3.9 sec) as
well as other symptoms patients experienced seemed to
resolve on its own and not affect success of ablation.
Asystole that does not influence the ablation procedure
but may require pacing or atropine. Among the current
10 cases, only one patient failed because the patient
requested to complete the process due to anxiety after
the second asystole [7].

Mechanism

Cardiac asystole has been observed during ablation of
various arrhythmias and some intra-cardiac procedures
and no clear mechanistic explanation for these events
is available. A Bezold-Jarisch-like reflex was a putative
mechanism because this is thought to be a cardiovas-
cular decompressor reflex originating in sensory recep-
tors with vagal efferent discharge to the heart [11]. RF
current delivery may acutely stimulate the unmyelin-
ated vagal C-fibers which are predominantly distrib-
uted within the right atrium lateral wall, the left atrium
roof, around the four pulmonary veins, and in the pos-
terior left ventricle. These fibers reflexively increase
parasympathetic tone, decrease sympathetic activity,
mediate bradycardia-hypotension, and then cause pro-
longed asystole.

However, bradycardia only lasts 1 to 2 sec after cessa-
tion of direct efferent vagal fiber stimulation [12] which
is unlike prolonged asystole which persisted for up to
3 sec after cessation of RF current in the series case.
Another potential mechanism is the ganglionated plexus
(GP) response. GPs embed within epicardial fat pads and
the ligament of Marshall, receiving input from the
extrinsic cardiac nervous system. This response includes
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Figure 1 ECG (lead 1) and intracardiac electrogram showed an asystole of 13.2 s during radiofrequency energy applications at the
atrial aspect of the mitral annulus for the left anterolateral accessory pathway.




Table 1 Features of 10 Cases of Prolonged Asystole induced by radiofrequency ablation

Ref. number Age(yrs)/sex Diagnosis Ablation site  Asystole time(s) Repeated asystole Therapy Accompanying syndrome Result Adjacent ganglionated plexus
[8] 45/F PAF LSPV 82 No mention Ventricular pacing  No mention S LSAGP
[8] 80/M PAF LSPV 9.5 No mention Ventricular pacing  No mention S LSAGP
[9] 54/F PAF LSPV 17 No mention None Syncope S LSAGP
[3] 35/M AVRT Coronary sinus 8 Y None Near fainting; slight pain S PLLAGP
[4] 28/F AVRT LVFW 55 Y Ventricular pacing  Near syncope; mild pain S PLLAGP
[5] 69/F AVNRT SP 103 Y Atropine No discomfort S PMLAGP
[6] 52/F AVNRT SP 46 Y None No pain S PMLAGP
[7] 43/M AVNRT SP 6.9 Y None Mild chest pain F PMLAGP
[10] 67/M PAF LSPV 125 Y Ventricular pacing  No mention S LSAGP
Present 59/F AVRT LVFW 13.2 N None Syncope S PLLAGP

Abbreviations: AVNRT atrioventricular nodal reentrant tachycardia, AVRT atrioventricular reentrant tachycardia, PAF paroxysmal atrial fibrillation, SP slow pathway, LVFW left ventricular free wall, LSPV left superior

pulmonary, Y Yes, N No, S Success, F Failure, LSAGP Left superior atrial ganglionated plexus, PMLAGP posteromedial left atrial ganglionated plexus, PLLAGP posterolateral left atrial ganglionated plexus.
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afferent neurons, post-ganglionic efferent parasympa-
thetic and sympathetic neurons, and numerous inter-
connecting neurons that provide communication within
and between the GPs [13]. Capulzini and co-workers
reported that targeting the area corresponding to the
left superior GP provoked induction of atrial fibrillation
and a 12.5-sec asystole [9]. Mathuria and his colleagues
speculated that attempted slow-pathway ablation might
stimulate nearby GPs and induce cardiac asystole [6].
Whether the GP response is a plausible mechanism that
causes reflexive cardio-inhibition is uncertain, evidences
suggest that prolonged asystole can be induced by direct
GP stimulation. First, targeted GP high-frequency
stimulation (HFS) produced a notable vagal response
including prolonged asystole. GP ablation has been
found to be effective in the treatment of AF and HFS is
commonly used to verify localization and ablation of GP
via evoked vagal reflexes [14]. HFS of GPs elicited
3.1 sec ventricular asystole via an endocardial approach
[15] and a 7.85 sec AV block in the left atrial epicardium
prior to RF ablation in patients with AF [16]. Secondly,
GPs are composed of sympathetic and parasympathetic
nerves, the majority of which are cholinergic [17]. Stimu-
lation of GPs predominantly elicited more vagal effects,
as seen in targeted GP ablation. Thirdly, ablation sites
are close to the GP area (Table 1). Slow pathway abla-
tion most likely corresponded with the interatrial septal
GP formed by the two posterior atrial GPs that are
fused and extend anteriorly into the interatrial septum.
Ablation of the coronary sinus and left superior pul-
monary (LSPV) occurs in areas adjacent to the postero-
lateral left atrial GP and the superior left atrial GP
respectively. Moreover, asystole may occur more com-
monly in the left atrium and the interatrial septum, which
has abundant GPs (60%, 3/5). Tsai et al. [8] reported that
15% (6/40) of patients developed bradycardia-hypotension
syndrome during energy delivery to the superior pul-
monary veins for treatment of paroxysmal atrial fibril-
lation. The present case may be caused by stimulation
of GP or its adjacent area which facilitated sudden
cardiac asystole during attempted ablation in the region
of left free wall accessory pathway. Moreover, pain and
other factors (nausea, sedation and anxiety) may also
be associated with the response. In these collected
cases, 3 patients (3/10, 30%) showed chest pain. Clinically,
RF induced pain was common and slight. And asystole
still emerged repeatedly though the patient was familiar
with the procedure and pain [3]. The causal mechanism is
sometimes implicated in clinical situations and study
should be furthered to disclose the intrinsic mechanism.

Conclusions
However, profound sinus rate slowing and no AV interval
changing during asystole may imply preferential sinus
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node effects. The intrinsic cardiac nervous system is very
complex and its precise anatomy has not been explored in
detail. The above mentioned causal mechanisms can only
be speculative. The exact nature involved is not unclear.
RF ablation may develop prolonged asystole due to
vagus response caused by stimulation of unmyelinated
vagal C-fibers or GP. Although prior case reports have
shown the reflexible asystole may not affect RF ablation
procedures, clinical cardiologists should be aware of
this rare complication during RF ablation and properly
manage these events, especially ablating the GP and its
adjacent area. If asystole recurs frequently, ventricular
pacing and atropine (and similar compounds) may be
helpful for performing RF ablation procedure.

Consent

Written informed consent was obtained from the patient
for publication of this case report and accompanying
images. A copy of the written consent is available for
review by the Editor-in-Chief of this journal.
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PLLAGP: Posterolateral left atrial ganglionated plexus; S: Success; SP: Slow
pathway; SVT: Supraventricular tachycardia; VA: Ventriculoatrial; Y: Yes.

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

Authors’ contributions

SHY, MYC analyzed and interpreted the patient’s clinical and laboratory data.
HSH, MX, XJW performed the literature review and wrote the manuscript. RX
critically revised the manuscript. All authors have read and approved the
final version of this manuscript.

Acknowledgements

This study was supported by the Independent Innovation foundation for
Jinan Science and Technology Development Planning (NO. 201311020) and
the Shandong Taishan Scholarship (Suhua Yan).

Received: 25 May 2014 Accepted: 3 June 2014
Published: 10 June 2014

References

1. Zipes DP, DiMarco JP, Gillette PC: Guidelines for clinical intracardiac
electrophysiological and catheter ablation procedures. A report of the
American College of Cardiology/American Heart Association Task Force
on Practice Guidelines. Circulation 1995, 92:673-691.

2. Joseph JP, Rajappan K: Radiofrequency ablation of cardiac arrhythmias:
past, present and future. QJM 2012, 105:303-314.

3. Schlapfer J, Kappenberger L, Fromer M: Bezold-Jarisch-like phenomenon
induced by radiofrequency ablation of a left posteroseptal accessory
pathway via the coronary sinus. J Cardiovasc Electrophysiol 1996, 7:445-449.

4. Tsai CF, Chen SA, Chiang CE, Tai CT, Lee SH, Wen ZC, Chen YJ, Yu WC,
Huang JL, Feng AN, Chang MS: Radiofrequency ablation-induced asystole
during transaortic approach for a left anterolateral accessory pathway: a
Bezold-Jarisch-like phenomenon. J Cardiovasc Electrophysiol 1997,
8:694-699.

5. Duru F, Bauersfeld U, Candinas R: Autonomic effects of radiofrequency
catheter ablation. Furopace 2000, 2:181-185.



Hu et al. BMC Research Notes 2014, 7:351 Page 5 of 5
http://www.biomedcentral.com/1756-0500/7/351

6. Mathuria N, Bobek J, Afshar H: Sinus arrest during radiofrequency ablation
of the atrioventricular-node slow pathway: implications and possible
mechanisms. Tex Heart Inst J 2009, 36:477-479.

7. Ulus T, Gorenek B, Nasifov M, Morrad B: Asystole induced by radiofrequency
catheter ablation of slow pathway. J Electrocardiol 2013, 46:57-59.

8. Tsai CF, Chen SA, Tai CT, Chiou CW, Prakash VS, Yu WC, Hsieh MH, Ding YA,
Chang MS: Bezold-Jarisch-like reflex during radiofrequency ablation of
the pulmonary vein tissues in patients with paroxysmal focal atrial
fibrillation. J Cardiovasc Electrophysiol 1999, 10:27-35.

9. Efremidis M, Letsas KP, Pappas L, Filippatos G, Sideris A, Kardaras F:
Excessive vagal response during left atrial ablation in a patient with
paroxysmal atrial fibrillation. Hell J Cardiol 2009, 50:227-229.

10.  Capulzini L, Chierchia GB, Sarkozy A, Paparella G, de Asmundis C, Brugada P:
Extreme bradycardia during pulmonary vein isolation: keep on ablating
in that region. J Cardiovasc Med 2009, 10:267-270.

11. Mark AL: The Bezold-Jarisch reflex revisited: clinical implications of
inhibitory reflexes originating in the heart. / Am Coll Cardiol 1983, 1:90-102.

12. Warner HR, Cox A: A mathematical model of heart rate control by
sympathetic and vagus efferent information. J Appl Physiol 1962, 17:349-355.

13.  Calkins H, Kuck KH, Cappato R, Brugada J, Camm AJ, Chen SA, Crijns HJ,
Damiano RJ Jr, Davies DW, DiMarco J, Edgerton J, Ellenbogen K, Ezekowitz
MD, Haines DE, Haissaguerre M, Hindricks G, lesaka Y, Jackman W, Jalife J,
Jais P, Kalman J, Keane D, Kim YH, Kirchhof P, Klein G, Kottkamp H, Kumagai
K, Lindsay BD, Mansour M, Marchlinski FE, et al: 2012 HRS/EHRA/ECAS
expert consensus statement on catheter and surgical ablation of atrial
fibrillation: recommendations for patient selection, procedural
techniques, patient management and follow-up, definitions, endpoints,
and research trial design: a report of the Heart Rhythm Society (HRS)
Task Force on Catheter and Surgical Ablation of Atrial Fibrillation. Heart
Rhythm 2012, 9:632-696.

14.  Pokushalov E, Romanov A, Shugayev P, Artyomenko S, Shirokova N, Turov A,
Katritsis DG: Selective ganglionated plexi ablation for paroxysmal atrial
fibrillation. Heart Rhythm 2009, 6:1257-1264.

15. Po SS, Nakagawa H, Jackman WM: Localization of left atrial ganglionated
plexi in patients with atrial fibrillation. J Cardiovasc Electrophysiol 2009,
20(10):1186-1189.

16. Kondo Y, Ueda M, Watanabe M, Ishimura M, Kajiyama T, Hashiguchi N,
Kanaeda T, Nakano M, Hiranuma Y, Ishizaka T, Matsumiya G, Kobayashi Y:
Identification of left atrial ganglionated plexi by dense epicardial
mapping as ablation targets for the treatment of concomitant atrial
fibrillation. Pacing Clin Electrophysiol 2013, 36:1336-1341.

17. Oh S, Zhang Y, Bibevski S, Marrouche NF, Natale A, Mazgalev TN: Vagal
denervation and atrial fibrillation inducibility: epicardial fat pad ablation
does not have long-term effects. Heart Rhythm 2006, 3:701-708.

doi:10.1186/1756-0500-7-351

Cite this article as: Hu et al: Sudden asystole during radiofrequency
ablation: a case report and literature review. BMC Research Notes
2014 7:351.

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 BiolVed Central




	Abstract
	Background
	Case presentation
	Conclusions

	Background
	Case presentation
	Discussion
	Clinical characteristics
	Mechanism

	Conclusions
	Consent
	Abbreviations
	Competing interests
	Authors’ contributions
	Acknowledgements
	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


