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Background: Debulking cytoreduction surgery with bowel resection is a common
intervention for ovarian cancer. It is controversial whether ostomy causes worse survival
outcomes and how clinical physicians should choose which patients to undergo ostomy.
During this study, we performed a systematic review to determine whether ostomy leads
to worse outcomes after bowel resection compared to anastomosis. We also summarized
the possible indications for ostomy.

Methods: We searched PubMed, Embase, and Cochrane for articles containing the
phrase “ovarian cancer with bowel resection” that were published between 2016 and
2021. We included studies that compared primary anastomosis with ostomy. We mainly
focused on differences in the anastomotic leakage rate, length of hospital stay, overall
survival, and other survival outcomes associated with the two procedures.

Results and Conclusion: Of the 763 studies, three were ultimately included in the
systematic review (N=1411). We found that ostomy did not contribute to worse survival
outcomes, and that the stoma-related complications were acceptable. Indications for
ostomy require further study. Bowel resection segment margins and the distance from the
anastomosis to the anal verge require consideration.

Keywords: ostomy, ovarian cancer, bowel resection, meta-analysis, systematic review
INTRODUCTION

Bowel metastasis frequently occurs with advanced ovarian cancer, and debulking cytoreduction
surgery, especially en bloc cytoreduction, is recommended (1–3). Bowel resection is performed
when bowel metastasis is observed before or during surgery, and it is followed by primary
anastomosis or ostomy (4–7). Primary anastomosis is the first choice after bowel resection, and
ostomy is the alternative choice. Ostomy is not preferred because it has been shown to cause a
worsened quality of life with ovarian cancer (8, 9).
May 2022 | Volume 12 | Article 8923761

https://www.frontiersin.org/articles/10.3389/fonc.2022.892376/full
https://www.frontiersin.org/articles/10.3389/fonc.2022.892376/full
https://www.frontiersin.org/articles/10.3389/fonc.2022.892376/full
https://www.frontiersin.org/articles/10.3389/fonc.2022.892376/full
https://www.frontiersin.org/journals/oncology
http://www.frontiersin.org/
https://www.frontiersin.org/journals/oncology#articles
http://creativecommons.org/licenses/by/4.0/
mailto:zhengyuli@scu.edu.cn
https://doi.org/10.3389/fonc.2022.892376
https://www.frontiersin.org/journals/oncology#editorial-board
https://www.frontiersin.org/journals/oncology#editorial-board
https://doi.org/10.3389/fonc.2022.892376
https://www.frontiersin.org/journals/oncology
http://crossmark.crossref.org/dialog/?doi=10.3389/fonc.2022.892376&domain=pdf&date_stamp=2022-05-23


He and Li Ostomy in Ovarian Cancer Treatment
Ostomy is the creation of an artificial anus in the abdomen.
Because ostomy can be reversed, it can be permanent or
temporary. For ovarian cancer patients, ostomy is performed
to divert the feces so that the anastomosis can recover well.
Anastomotic leakage (AL) is one of the most important
complications associated with anastomosis because it can cause
abdominal inflammation and some other issues (10). After bowel
resection, ostomy can be performed instead of primary
anastomosis to prevent AL. Diverting ileostomy is one of the
common choices with ostomy because it is believed that it can
decrease the AL rate associated with colorectal cancer (11). The
AL rate has not shown any difference with permanent ostomy
and temporary ostomy for colorectal cancer (12). However,
patients with a stoma experience complications such as skin
irritation and prefer to avoid ostomy to ensure a better quality of
life (13–15). Physicians need to evaluate the problems and
benefits before deciding whether to perform ostomy.

No guidelines specifical ly recommend fol low-up
interventions after bowel resection in ovarian cancer patients
(1, 16, 17). Clinical physicians make decisions based on
experience. There is no clear answer regarding whether ostomy
will benefit patients with ovarian cancer. Few studies have
concentrated on bowel surgery and its outcomes when ostomy
and anastomosis are performed for ovarian cancer patients. It is
still controversial whether ostomy causes worse survival
outcomes and how clinical physicians should choose which
patients to undergo ostomy. This review analyzed studies
performed during the past 5 years to determine whether
ostomy leads to worse outcomes than anastomosis. The
possible indications for ostomy are also summarized.
MATERIALS AND METHODS

We searched PubMed, Embase, and Cochrane using the
following MeSH terms and keywords in articles published
during the past 5 years: [ovarian cancer] AND [ostomy]
OR [anastomosis]. After excluding repeated studies, we
screened all articles based on the title, abstract, and full
text (Figure 1).

According to the PICO principle, P was primary or relapsed
ovarian cancer, I was ostomy after bowel resection, and C was
primary anastomosis after bowel resection. All meta-analyses
were required to meet the following criteria: patients had
primary or relapsed ovarian cancer; all patients underwent
bowel resection during primary debulking surgery or interval
debulking surgery, and data of ostomy patients were separated
from those of anastomosis patients.

Age, body mass index, American Society of Anesthesiology
score, and medical history were recorded as baseline data.
Surgical information was recorded as a variable. We mainly
focused on short-term and long-term outcomes such as the
anastomotic leakage (AL) rate, length of hospital stay, 30-day
readmission, overall survival (OS), progression-free survival
(PFS), and other survival outcomes. This systematic review was
not registered.
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RESULTS

Of the 763 studies found during the database search, 112
remained after screening for duplicates. After screening the
title, abstract, and full text based on the criteria, three studies
were finally analyzed. Twenty-two other studies were used as
references to support our interpretations.

Major Findings of the Three Studies
Three retrospective studies directly compared the outcomes of
ostomy and primary anastomosis. These were the most
important references during our analysis (Figure 1 and Table 1).

The study by Canlorbe et al. included stage IIIB to IV ovarian
cancer based on the International Federation of Gynecology and
Obstetrics (FIGO) classification with anterior bowel resection
during complete cytoreductive surgery (18). Patients were divided
into groups based on whether they underwent ileostomy/colostomy
(without stoma group, N=90; with stoma group, N=9). Of the nine
patients with a stoma, one patient had two stomas and one was
scheduled to undergo left colostomy but it was changed to
ileostomy. Some baseline data, such as age and BMI, were
reported. They also reported some surgery information, including
the number of stomas and whether small bowel resection was
performed. They compared the basic data and surgery information
and found no difference between groups. A reverse rate of 88.9%
and overall AL rate of 7.1% (6.7% in the primary anastomosis
group and 11.1% in stoma group; not statistically compared) were
reported during this study. Three adverse events (lower than
Clavien–Dindo grade III) caused by the stoma were reported.
The median OS was 31 months and the median PFS was 17
months. During the univariate analysis, patients with a stoma had a
longer hospital stay and worse OS and PFS (log-rank test). The
multivariate analysis was performed after the univariate analysis.
Ileostomy and lymph node involvement were found to be risk
factors for relapse. They reported two OS and PFS curves, but these
were not statistically compared. This retrospective study reported
worse outcomes for the stoma group; however, it did not report
multivariate analysis results regarding survival outcomes and did
not compare the curves of the two groups using multivariate
statistics. The sample size was small, especially that of the stoma
group, whichmade the results less reliable. The association between
the surgery type and the outcomes was not reported.

The study by Fleetwood et al. included ovarian cancer patients
who underwent colon resection. These patients were divided into
the primary anastomosis group (N=453) and end ostomy group
(N=586) (19). Some basic information was reported and the
preoperative comorbidities were compared between groups (no
significant difference). The primary anastomosis group seemed to
have significantly more disseminated cancer, and the stoma group
experienced more preoperative weight loss and received more
neoadjuvant chemotherapy; however, the differences were not
significant. Lower preoperative albumin and platelet levels and
significantly higher preoperative leukocyte counts were observed
in the ostomy group. Surgery information was not recorded in
detail. Postoperative complications were almost statistically equal
between groups, but the ostomy group tended to have worse
complications. Severe adverse events (Clavien–Dindo grades III
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FIGURE 1 | PRISMA diagram.
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and IV) were equal between groups. However, the ostomy group
had more grade II adverse events. The 30-day mortality rate was
higher in the ostomy group in this study (3.1% in the primary
anastomosis group and 6.2% in the stoma group). However, ostomy
was not an independent risk factor when the preoperative
laboratory values were controlled in the logistic regression. The
blood urea nitrogen, creatinine, and preoperative albumin levels
contributed to death. This retrospective study reported worse
outcomes for the stoma group; however, the results changed after
performing the multivariate analysis. The baseline data were
compared and multivariate analysis was performed, which made
these study results more reliable. However, surgery information was
not recorded in detail, making the study results less reliable. It is
unknown whether equal numbers of surgery types were performed.
Furthermore, the reversal rate and AL rate were not reported.

The study by Lago et al. included patients with FIGO stages II to
IV (20). These patients underwent colorectal resection after
anastomosis and were divided into three groups (wait and see
group, N=72; diverting ileostomy group, N=19; ghost ileostomy
group, N=42). Ghost ileostomy involved the cutaneous placement
of a portion of the terminal ileum. If no AL was observed by 7 days
after surgery, then the ileum was reversed. If any AL occurred, then
an ileum incision was performed without repeat laparotomy.
Colonoscopy at 3 days and colonoscopy at 7 days after surgery
was performed to find the AL. Some baseline information, including
the albumin level, was recorded. There were no statistical differences
among the three groups. Surgery information was recorded in
detail. Statistical differences were observed in the estimated blood
loss and intraoperative transfusion rate among groups (both were
higher in the ileostomy group). The AL rate was equal among the
three groups (5.6% in the primary anastomosis group; 5.3% in the
ileostomy group; 4.8% in the ghost ileostomy group). The ileostomy
group had a reversal rate of 73.7%; however, the ghost ileostomy
group had a reversal rate of 100%. The median hospital stay and the
Frontiers in Oncology | www.frontiersin.org 3
interval between surgery and chemotherapy were not different
between the ileostomy group and the ghost ileostomy group. The
ileostomy group had a higher rate of stoma-related complications
than the ghost ileostomy group. This retrospective study compared
the baseline data and surgery information among three groups, thus
making its results more reliable. Colonoscopy was beneficial for
finding asymptomatic AL and resulted in a more reliable AL rate.
However, no multivariate analysis was performed and the sample
size was small, thus making the results less reliable. Survival
outcomes were not reported by this study.

These three studies reported different AL rates and survival
outcomes for the primary anastomosis group and ostomy group. To
further analyze these three studies, we used other studies as a reference.

Interpretation of the Major Finds
Higher AL rates contributed to worse OS (21). Hypoalbuminemia
was an independent risk factor for AL, as reported bymany studies
(21–24). In fact, clinical physicians believed that the albumin level
indicated whether ostomy should be performed (18–20). It was
suggested that preoperative hypoalbuminemia might contribute to
worse OS. According to the studies by Canlorbe et al. and
Fleetwood et al., OS was worse for the ostomy group (18, 19).
However, the study by Canlorbe et al. did not mention the
albumin levels of the groups (18). The study by Fleetwood et al.,
after controlling the albumin level, reported no difference in the
OS of the primary anastomosis group and ostomy group (19). The
study by Lago et al. also reported no differences in the AL rates and
albumin levels of the two groups; however, the survival outcomes
were not directly compared (20). Therefore, ostomy itself would
not contribute to worse OS with ovarian cancer.

The study by Canlorbe et al. reported that ileostomy and lymph
node involvement were risk factors for relapse and observed higher
PFS in the ostomy group (18). Gallotta et al. performed a
multivariate analysis and indicated that metastatic mesenteric
May 2022 | Volume 12 | Article 892376
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lymph nodes were associated with high rates of isolated aortic and
celiac trunk lymph node recurrences (25). However, we did not
find any other studies that supported ostomy as an independent
risk factor for relapse. Canlorbe et al. explained that patients with a
stoma received fewer cycles of adjuvant chemotherapy because of
poorer compliance (18). However, their small sample size and lack
of a multivariate analysis made the results less reliable.

Many stoma-related complications, such as dehydration and
malnutrition, decrease the quality of life (26). Many patients do
Frontiers in Oncology | www.frontiersin.org 4
not prefer ostomy because it is associated with a worse quality of
life. However, stoma-related complications rarely cause Clavien–
Dindo grade III or higher adverse events with ovarian cancer,
which is acceptable (18–20). It has been reported that the reverse
rate varies from 43.3% to 88.9% (18, 20, 27). Enhancing
postoperative care and increasing the reverse rate might result
in patients being more receptive to ostomy.

We summarized and analyzed three studies that directly
compared primary anastomosis and ostomy. We found that
TABLE 1 | Information collected from the three studies.

Canlorbe et al. Fleetwood et al. Lago et al.

Primary
anastomosis

Ostomy Primary
anastomosis

Ostomy Primary anastomosis /
Ghost ileostomy

Ostomy

Basic information
Age (mean) 53 53 60.1 (overall) 55.7 / 54.5 60.9
BMI (mean) 24 23 Not reported 25.1 / 24.8 25.1
ASA score
1 7.8% 0 Not reported 81.9% / 92.9% (combined

scores 1 and 2)
63.2% (combined
scores 1 and 2)2 67.8% 55.6%

3 18.9% 44.4%
Unknown 5.6% 0

Comorbidities 86.3% 85.9%
Hypertension 18.9% 3.3% 41.4% 40.6% Not reported
Diabetes 12.2% 11.1% Not reported 2.8% / 2.4% 10.5%
Corticoid/steroid use 1.1% 0 3.1% 3.6% 2.8% / 7.1% 0

FIGO stage
Not applicable (relapse) Not reported 8.3% / 9.5% 10.5%
II 6.9% / 9.5% 0
III 92.2% 100% 59.7% / 61.9% 84.2%
IV 7.8% 0 25.0% / 19.0% 15.8%

Preoperative serum results
CA125 (>500 U/mL) 35.6% 22.2% Not reported Not reported
Hyperalbuminemia (<3.5 g/dL) Not reported 25.0% / 23.8% 10.5%
Mean albumin level (g/dl) 3.73 3.58

Compared the baseline data
between groups

Yes Yes Yes

Surgery information
Mean operative time (min) 466 557 Not reported 363 / 360 402
Intraoperative transfusion Not reported 61.1% / 42.9% 78.9%
Mean intraoperative blood loss (mL) 1508 1100 446 / 557 683
Repeat bowel resection 32.2% 66.7% 18.1% / 14.3% 31.6%
Additional surgery
Lymphadenectomy 85.6% 66.7% 55.6% / 69.0% 47.4%
Omentectomy Not reported 90.3% / 88.1% 84.2%

Low anastomosis from the anal
verge (<5 cm)

Not reported 6.9% / 14.3% 5.3%

Compared the surgery information Yes No Yes

Outcomes
Mean hospital stay (day) 18 20 Not reported 10 (ghost ileostomy) 11
Adverse events (grade III or higher) 27.8% 22.2% 36.5% 36.9%
Stoma-related adverse event 7.1% (ghost ileostomy) 78.9%
AL rate 6.7%(in Grade

III)
11.1%(in
Grade III)

Not reported 5.6% / 4.8% 5.3%

Reverse rate 88.9% Not reported 73.7%
Median overall survival 31 months Not reported
Progression-free survival 17 months
30-day morbidity Ostomy status: OR, 1.97

(univariate)
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ostomy alone did not contribute to worse survival outcomes and
that the stoma-related complications were acceptable.

Indications for Ostomy
Ostomy, especially diverting ileostomy, is believed to reduce the
AL rate and may result in better survival outcomes; however,
these results were not reported by the three aforementioned
studies (18–20). The indications for ostomy might contribute to
the AL rate, thereby rendering the difference between primary
anastomosis and ostomy not significant. A decreased AL rate was
reported for ostomy by Kalogera et al., who compared the AL
rate before and after determining the indications for ostomy (26).

For ovarian cancer, there are no guidelines that specifically
recommend ostomy after bowel resection (1, 14, 15). Indications
causing physicians to perform ostomy have been partially
different from the real risk factors for AL (28). Some studies
have reported that hypoalbuminemia (<3.5 g/dL), additional
bowel resection, more extensive rectosigmoid resection,
previous treatment with bevacizumab, longer operative time,
and intraoperative red blood transfusion might lead physicians
to perform ostomy (27–29). However, in other studies of the risk
factors for AL, age, preoperative albumin level, small intestine
resection, positive resection margins, additional bowel resection,
manual anastomosis, and the distance from the anastomosis to
the anal verge were independent risk factors for AL (21–23, 30–
33). Clinical physicians chose patients with a worse preoperative
status, such as malnutrition and elderly age, to undergo ostomy,
which were proven to be risk factors for AL (22, 28). Regarding
the surgery information, additional bowel resection and
additional small intestine resection were proven to be risk
factors for AL and were evaluated by physicians to decide
whether to perform ostomy (21, 22, 27, 31, 32). However,
physicians in the gynecology field might ignore some surgical
factors, such as bowel resection margins and the distance from
the anastomosis to the anal verge. Furthermore, risk factors for
AL were not unanimous in all of these studies; different potential
factors were included in the aforementioned studies. It should be
proven whether risk factors for AL affect outcomes of ovarian
cancer by directly comparing them using multivariate analysis.

No clear indications for ostomy have been suggested by the
guidelines for ovarian cancer. We suggest that clinical physicians
should evaluate the preoperative status and surgery information of
patients before deciding whether to perform ostomy. The
preoperative albumin level and age were the most important
preoperative characteristics. However, additional bowel resection,
additional small bowel resection, bowel resection margins, and the
distance from the anastomosis should be considered. Furthermore,
a multivariate analysis of all possible indications is needed to prove
the conclusions of these studies.
DISCUSSION

The aforementioned studies did not allow us to perform a meta-
analysis to obtain a more precise and statistical conclusion. We
were only able to review the literature and report our suggestions.
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Ostomy itself did not contribute to worse outcomes, and the
AL rate decreased after considering the indications for ostomy
(26). Further investigations of the indications for ostomy with
ovarian cancer are needed. Because the AL rate is reportedly
low for ovarian cancer (approximately 5%), larger sample sizes
are needed for future studies. Some studies of the risk factors
for AL showed that postoperative colonoscopy might be useful
for identifying asymptomatic AL (34–36) after surgery.
Moreover, studies of colorectal cancer might suggest some
factors that could affect decision-making when ovarian cancer
is involved. For example, the distance from the tumor to the
anal verge was associated with the AL rate and survival
outcomes of colon cancer; this has been proven but is not
usually considered an indication by physicians treating ovarian
cancer (23, 37).
CONCLUSION

Ostomy did not contribute to worse survival outcomes after
bowel resection compared with primary anastomosis with
ovarian cancer. The stoma-related complications were
considered acceptable. The basic characteristics of patients (age
and preoperative albumin level) and surgery information
(operative time, intestine resection, additional bowel resection,
manual anastomosis, bowel resection margins, and the distance
from the anastomosis to the anal verge) should be considered
before performing ostomy and require further investigation.
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Ileostomy’ CombinedWith Early Endoscopy to Avoid a Diversion Ileostomy in
Low or Ultralow Colorectal Anastomoses. A Preliminary Report. Langenbecks
Arch Surg Blas (2019) 404:375–83. doi: 10.1007/s00423-019-01776-z

37. Kim S, Kim MH, Oh JH, Jeong SY, Park KJ, Oh HK, et al. Predictors of
Permanent Stoma Creation in Patients With Mid or Low Rectal Cancer:
Results of a Multicentre Cohort Study With Preoperative Evaluation of Anal
Function. Colorectal Dis (2020) 22:399–407. doi: 10.1111/codi.14898

Conflict of Interest: The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could be construed as a
potential conflict of interest.
Frontiers in Oncology | www.frontiersin.org 7
Publisher’s Note: All claims expressed in this article are solely those of the authors
and do not necessarily represent those of their affiliated organizations, or those of
the publisher, the editors and the reviewers. Any product that may be evaluated in
this article, or claim that may be made by its manufacturer, is not guaranteed or
endorsed by the publisher.

Copyright © 2022 He and Li. This is an open-access article distributed under the terms
of the Creative Commons Attribution License (CC BY). The use, distribution or
reproduction in other forums is permitted, provided the original author(s) and the
copyright owner(s) are credited and that the original publication in this journal is
cited, in accordance with accepted academic practice. No use, distribution or
reproduction is permitted which does not comply with these terms.
May 2022 | Volume 12 | Article 892376

https://doi.org/10.1007/s00423-019-01776-z
https://doi.org/10.1111/codi.14898
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/oncology
http://www.frontiersin.org/
https://www.frontiersin.org/journals/oncology#articles

	Ostomy Does Not Lead to Worse Outcomes After Bowel Resection With Ovarian Cancer: A Systematic Review
	Introduction
	Materials and Methods
	Results
	Major Findings of the Three Studies
	Interpretation of the Major Finds
	Indications for Ostomy

	Discussion
	Conclusion
	Data Availability Statement
	Author Contributions
	Funding
	Supplementary Material
	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 /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages false
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 1
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages false
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /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 false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages false
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /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 false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages false
  /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 ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /ENU (T&F settings for black and white printer PDFs 20081208)
  >>
  /ExportLayers /ExportVisibleLayers
  /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
      /BleedOffset [
        0
        0
        0
        0
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks true
      /IncludeHyperlinks true
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


