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Background: Gluteus medius tears are a common cause of lateral hip pain. Operative intervention is usually prescribed for
patients with pain despite physical therapy and/or peritrochanteric injections.

Purpose: To identify clinical features that predict operative intervention in gluteus medius tears.

Study Design: Case control study; Level of evidence, 3.

Methods: A matched-pair controlled study was conducted on patients who underwent endoscopic gluteus medius repairs from
June 2008 to August 2014 for full-thickness tears. The exclusion criterion was previous hip disorders (eg, Legg-Calve-Perthes
disease, avascular necrosis). The control group contained patients with full-thickness gluteus medius tears on magnetic reso-
nance imaging (MRI) who did not require operative intervention. Both groups had a minimum trial of 3 months of nonoperative
management. Matching criteria included age within 5 years, sex, and body mass index (BMI) class. The following clinical
parameters were analyzed: presence of lateral-sided hip pain, duration of symptoms, power of resisted hip abduction, gait
deviation (antalgic or Trendelenburg), greater trochanter tenderness, and hip passive range of abduction.

Results: Twenty-four patients who underwent isolated endoscopic gluteus medius repairs were identified; all patients were
females, with a mean age of 65 years (range, 52-82 years) and mean BMI of 29.2 kg/m2 (range, 21.55-44.398 kg/m2). The matched
control cohort contained 12 females treated nonoperatively for gluteus medius tears with mean age of 66 years (range, 52-81 years)
and mean BMI of 29.9 kg/m2 (range, 20.20-43.59 kg/m2). There were significant differences between the groups in power of
resisted abduction and presence of gait deviation. The operative cohort had a mean power grading of 3.63 (95% CI, 3.28-3.98)
compared with 4.58 (95% CI, 4.29-4.87) for the matched cohort (P < .05). Abnormal gait was found in 75% of the operative cohort,
compared with 33% of the matched cohort (P < .05). Specifically, 83.3% of the surgical cohort had a Trendelenburg gait, compared
with 25% of the matched cohort (P¼ .002). The odds of requiring surgical intervention was 14-fold higher for patients with a gluteus
medius tear and gait deviation compared with those without gait deviation. There were no significant differences in the other
parameters.

Conclusion: Reduced power of resisted abduction and the presence of gait deviation on initial evaluation of patients with gluteus
medius tears increases the likelihood of surgical intervention.
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Gluteus medius tears are a common cause of lateral hip pain
or greater trochanteric pain syndrome.12 They are more
common in women and have a peak incidence within the
fourth to sixth decades of life.17 Patients can present with
either acute or chronic symptoms. Chronic presentation is
more common, with patients typically complaining of insi-
dious onset of dull pain over the proximal aspect of the lat-
eral hip that may be worsened by lying on the affected hip,
walking, or climbing stairs.1,2 There is usually tenderness
on palpation of the greater trochanter, a limp, or lurch on
examination and reduced power on resisted abduction of the
hip.14 In contrast, patients with acute symptoms for trau-
matic tears can precisely pinpoint the onset of their pain.18
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Magnetic resonance imaging (MRI) is commonly used to
diagnose gluteal tears. Tears are classified as tendinosis,
partial-thickness, or full-thickness tears.3 Tendinosis
appears on MRI as increased signal intensity on T2-
weighted images.11 A partial-thickness tear is diagnosed
when the tendon is thickened and there is increased signal
intensity on T2-weighted and short inversion time inver-
sion recovery images.3 Focal discontinuity of the tendon
with tendon retraction represents a complete tear.3 If MRI
is equivocal, then peritrochanteric local anesthetic injec-
tions may help confirm the diagnosis.10 Relief of lateral hip
pain but persistence of weakness on resisted abduction is
usually suggestive of a tear.

Nonoperative management is the first line of treatment
in chronic abductor tears. Treatment typically includes
short-term use of a nonsteroidal anti-inflammatory medica-
tion, physical therapy for stretching and strengthening,
and judicious use of corticosteroid plus local anesthetic
injection into the trochanteric area.15 Injection is best per-
formed with image guidance under ultrasound or fluoro-
scopy to ensure precise anatomical localization.17 Newer
medical therapies include platelet-rich plasma, autologous
blood, and high-volume saline injections; however, there is
minimal high-level evidence to support their routine use.15

Operative management for chronic tears is advocated for
patients who have persistent pain and functional limitation
despite a trial of nonoperative management.8 Surgery may
be performed open or endoscopically with the goal of achiev-
ing healing of the tendon to the bone at its anatomic foot-
print.4-6,16,19-21 Surgery using either technique has
demonstrated significant improvements in patient outcome
scores, pain, mobility, and abductor strength.4,5,7,21

Currently, there are no guidelines to predict which
patients may ultimately require surgery to treat symptoms
from gluteal tears. This information would be useful for prog-
nosis as earlier operative intervention can help avoid the
problems of tendon retraction and fatty infiltration that
potentially may compromise surgical outcomes.13 The aim
of this study was to identify clinical features that may predict
operative intervention in patients with gluteus medius tears.

MATERIALS AND METHODS

Patient Selection and Matching Process

We conducted a matched-pair control study to determine
clinical factors that may predict operative intervention in
patients with gluteus medius tears. The inclusion criteria
for the operative group consisted of patients who under-
went endoscopic repair of the gluteus medius tendon
between the period of June 2008 and August 2014. The
exclusion criterion was patients with previous hip condi-
tions such as Legg-Calve-Perthes disease or avascular
necrosis. The matched-pair control group was selected on
a 2:1 ratio based on age within 5 years, sex, a full-
thickness gluteus medius tear diagnosed on MRI, and body
mass index (BMI). All patients were treated with nonopera-
tive management for 3 months. This consisted of a physical
therapy regimen of abductor muscle strengthening and gait

retraining. Thirty-one of 36 patients were also treated with
80 mg of methyl prednisone and 9 mL of 1% lignocaine
ultrasound-guided injection into the peritrochanteric area.
The remaining 5 patients refused or had contraindications
to steroid use. Patients with persistent pain and functional
impairment following 3 months of nonoperative manage-
ment were offered surgical intervention. These patients
formed the operative cohort. Patients with improvement
in pain and function with nonoperative management for 3
months were discharged from review unless their symp-
toms worsened. Patients who had been discharged from
review and had not re-presented for recurrence or worsen-
ing of symptoms formed the pool of patients for matching to
determine the nonoperative cohort. Data for the study were
prospectively collected but retrospectively reviewed. Our
institutional review board approved this study.

Clinical Outcomes Assessed

Symptoms and signs were compared between the operative
cohort and matched nonoperative cohort. The symptom that
was compared was the presence of lateral hip pain. The signs
that were compared were presence of greater trochanter ten-
derness, passive range of hip abduction, gait deviation, and
power of resisted hip abduction. A gait deviation was charac-
terized as either an antalgic gait, defined as a shortened
stance phase on the affected side, or a Trendelenburg gait,
defined as a positive Trendelenburg sign associated with the
patient’s contralateral hip sagging or the trunk swaying to
the contralateral side on single-leg stance. Power of resisted
hip abduction was assessed with the patient in the lateral
position and the hip abducted to 30� with the foot internally
rotated to isolate the gluteal medius. Power was graded on a
0 to 5 scale, with 5 being strongest, based on the Medical
Research Council (MRC) classification (Table 1).9 The senior
author (B.G.D.) assessed all patients.

Statistical Methods

The independent t test was used to assess differences
between the groups for numerical data (hip abduction and
power of resisted hip abduction). For categorical data (pres-
ence of lateral hip pain, presence of greater trochanter ten-
derness, and gait deviation), a chi-square analysis was
performed to determine whether the presence of the param-
eters increases the odds of surgical intervention. There are
no previous studies to allow a calculation of adequate sam-
ple size. Therefore, a post hoc analysis was performed to
determine whether the study was adequately powered. For

TABLE 1
Medical Research Council Grading of Power

Grade 0 No movement
Grade 1 Only a trace or flicker of movement
Grade 2 Active movement with gravity eliminated
Grade 3 Active movement against gravity without resistance
Grade 4 Active movement against gravity with resistance
Grade 5 Normal power
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a sample size of 12 patients, the observed power for a 2-
tailed hypothesis was 0.80, suggesting that the study is
adequately powered for the differences observed. Statistical
analysis was done using Microsoft Office Excel 2007 (Micro-
soft Corp) and SPSS 12.0 for Windows (IBM Corp).

RESULTS

Table 2 shows the demographic characteristics of our surgi-
cal and matched controls. There were 24 patients in the
surgical cohort who were matched to 12 patients in the non-
surgical cohort. Each cohort consisted of only women. The
mean age of the surgical cohort was 65 years (range, 49-81
years) and 66 years (range, 52-82 years) for the nonsurgical
group. The groups were also matched for BMI. The surgical
cohort had a mean BMI of 29.23 kg/m2 (range, 21.55-
44.398 kg/m2) and the matched control 29.95 kg/m2 (range,
20.20-43.59 kg/m2). The average duration of symptoms in
the surgical group at initial presentation was 30.9 months
(range, 0-156 months) compared with 39.2 months (range,
2-240 months) in the nonsurgical group. There were no sig-
nificant differences between any demographic parameters.

There was a statistically significant difference found
between the cohorts for power of resisted abduction. The
mean power of abduction of the surgical cohort was 3.3
(95% CI, 3.28-3.98) and for the matched cohort 4.58 (95%
CI, 4.29-4.87; P¼ .001) (Figure1). Therewas no statisticaldif-
ference in passive hip abduction between cohorts (Table 3).

The majority (87.5%) of patients in the surgical cohort
had a gait deviation, compared with 33% in the matched
cohort. The gait deviation in the surgical cohort consisted
of 8.3% antalgic and 83.3% Trendelenburg, compared with
16.7% antalgic and 25% Trendelenburg in the matched
cohort. The odds ratio of requiring surgical intervention
with a gait deviation due to a gluteus medius tear was 14
(P ¼ .003). If the patient specifically had a Trendelenburg

gait, then the odds ratio was 15 (P ¼ .002). The odds ratio
of requiring surgical intervention for the presence of lateral
hip pain or the presence of trochanter tenderness was not
significant (Table 3).

DISCUSSION

There is currently no algorithm to predict who would benefit
from early surgical intervention in patients with chronic glu-
teus medius tears. Therefore, we conducted a matched-pair
controlled study to explore clinical factors on initial evalua-
tion that may predict which patients may require surgical
intervention and conversely which patients are likely to fail
nonoperative management. We found that patients who pre-
sented with power of abduction of MRC grade less than 4 and
any deviation of gait pattern were more likely to fail non-
operative management and require surgery. Other clinical
factors such as presence of lateral-sided hip pain, duration
of symptoms, abduction range of motion, and presence of
greater trochanteric tenderness were not associated with
increased likelihood of surgical intervention.

There are several studies that have demonstrated
improved outcomes following operative intervention for
gluteal tears.4,5,7,16,19-21 The intervention may be open or
endoscopic. One of the parameters that has been found to
improve postoperatively is abduction strength. Davies
et al5 reported on the 1- and 5-year outcomes following open
abductor repair on a series of 22 patients. Their cohort pre-
operatively had a mean power of abduction of 3.1, which
significantly improved to 4.7 at 1-year follow-up and was
maintained at 5-year follow-up. McCormick et al16 reported
on endoscopic gluteal repairs and similarly found a signifi-
cant improvement in the mean power of abduction from 3.3
to 4.6 at a mean follow-up of 23 months in their cohort of 11
patients.

TABLE 2
Demographic Data Comparing Surgery

and No Surgery Groupsa

Surgery
Group

(n ¼ 24)

No Surgery
Group

(n ¼ 12) P Value

Age, y,
mean (range)

65.05
(49-81)

66.25
(52-82)

.70

Sex, n
Female 24 12
Male 0 0

Height, inches,
mean (range)

64.21
(60-68)

62.96
(59-67)

.12

Weight, lbs,
mean (range)

171.58
(120-258)

169.42
(100-254)

.87

BMI, kg/m2,
mean (range)

29.23
(21.25-44.40)

29.95
(20.20-43.59)

.74

Side of pain, n
Left 9 8 .098
Right 15 4

aBMI, body mass index.

Figure 1. Comparison of abductor strength values for surgery
versus no surgery. Abductor strength was graded on a 0 to 5
scale (5 being strongest) based on the Medical Research
Council classification.9
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Gait dysfunction has also been reported to significantly
improve following gluteal repair. Walsh et al21 reported
on the largest series of 89 patients who underwent an open
gluteal repair. In their series, 5% of patients had a normal
gait preoperatively, which improved to 78% postoperatively
at a minimum follow-up of 1 year. Davies et al5 reported
that 22 of 22 patients with open gluteal repairs had a posi-
tive Trendelenburg sign preoperatively compared with only
4 of 19 postoperatively at 5 years. These results are in
agreement with our finding that surgical candidates are
more likely to present with gait abnormalities.

There are several strengths to our study. This is the first
study that has analyzed clinical factors that predict the need
for operative intervention in patients with gluteus medius
tears. Our results provided useful prognostic information
to patients with lateral hip pain from gluteus medius tears.
Specifically, patients have a higher risk of surgery when
they have power of resisted hip abduction of less than 4 or
an antalgic and/or Trendelenburg gait. The chance of opera-
tive intervention is 15-fold higher with a Trendelenburg
gait. The matched-pair control methodology has the advan-
tage of reducing the number of confounding factors as it aims
to reduce heterogeneity between comparison groups, hence
increasing the power of the study.

We recognize there are limitations to this study. The lim-
itations include the limited number of patients in each of
our study arms. The small number of patients is a result of
the pair matching process. However, a post hoc analysis
revealed that a sample size of 12 was of adequate power
for the observed differences demonstrated. The matching
process made it difficult to match for male patients; however,
gluteus medius tears have been widely found to have a much
higher prevalence in females.17 The limited patient numbers
may also cause type 2 errors in data analysis; specifically,
other clinical parameters analyzed may have been signifi-
cant with a larger sample size. We attempted to match
patients as close as possible with respect to their gluteus
medius pathology. Therefore, we only included patients with
full-thickness tears. We did not match for the level of

retraction of the tendon from its origin or the chronicity of
tear as this would limit patient numbers. We presumed that
similar to the rotator cuff in the shoulder, tendon retraction
and chronicity of tear would most likely not correlate with
clinical presentation. Future research may further help
define clinical parameters that may predict surgical inter-
ventional for gluteal tears. The design would best involve a
prospective follow-up of patients and clinical factors to deter-
mine which ones are predictive of surgical intervention.

CONCLUSION

We conducted a matched-pair study to determine clinical
factors that may be predictive of surgical intervention for
gluteal tears. We report that abduction power of a grade
less than 4 and gait dysfunction are predictors of surgery.
Moreover, patients presenting with gait deviation have a
14-fold increase of requiring surgical intervention. The
findings have useful prognostic implications when discuss-
ing management options with patients, as surgical inter-
vention has been shown to improve these outcomes.

REFERENCES

1. Cates HE, Schmidt MA, Person RM. Incidental ‘‘rotator cuff tear of the

hip’’ at primary total hip arthroplasty. Am J Orthop (Belle Mead NJ).

2010;39:131-133.

2. Cormier G, Berthelot JM, Maugars Y. Gluteus tendon rupture is

underrecognized by French orthopedic surgeons: results of a mail

survey. Joint Bone Spine. 2006;73:411-413.

3. Cvitanic O, Henzie G, Skezas N, Lyons J, Minter J. MRI diagnosis of

tears of the hip abductor tendons (gluteus medius and gluteus mini-

mus). AJR Am J Roentgenol. 2004;182:137-143.

4. Davies H, Zhaeentan S, Tavakkolizadeh A, Janes G. Surgical repair of

chronic tears of the hip abductor mechanism. Hip Int. 2009;19:372-376.

5. Davies JF, Stiehl JB, Davies JA, Geiger PB. Surgical treatment of hip

abductor tendon tears. J Bone Joint Surg Am. 2013;95:1420-1425.

6. Domb BG, Botser I, Giordano BD. Outcomes of endoscopic gluteus

medius repair with minimum 2-year follow-up. Am J Sports Med.

2013;41:988-997.

TABLE 3
Clinical Findings Comparing Surgery and No Surgery Groupsa

Surgery Group No Surgery Group P Value Odds Ratio

Lateral site of pain 20 (83.3) 10 (83.3) 1.00
Greater trochanteric tenderness

None 5 (20.8) 1 (8.3) .64 2.89
1þ 4 (16.7) 4 (33.3) .48 0.40
2þ 15 (62.5) 7 (58.3) .90 1.19

Abductor strength, mean (range)b 3.63 (1-5) 4.58 (4-5) .001
Abductor degrees, mean ± SD 40.21 ± 11.93 39.09 ± 11.13 .79
Gait

Any deviation 21 (87.5) 4 (33.3) .003 14.00
Antalgic 2 (8.3) 2 (16.7) .85 0.45
Trendelenbergc 20 (83.3) 3 (25.0) .002 15.00

Duration of symptoms, mo, mean (range) 30.92 (0-156) 39.20 (2-240) .65

aData are reported as n (%) unless otherwise indicated.
bGraded on a 0 to 5 scale (5 being strongest) based on the Medical Research Council classification.9
cDefined as a positive Trendelenburg test associated with the patient’s contralateral hip sagging or the trunk swaying to the contralateral

side on single-leg stance.

4 Chandrasekaran et al The Orthopaedic Journal of Sports Medicine



7. Domb BG, Carreira DS. Endoscopic repair of full-thickness gluteus

medius tears. Arthrosc Tech. 2013;2:e77-e81.

8. Gordon EJ. Trochanteric bursitis and tendinitis. Clin Orthop. 1961;

20:193-202.

9. James MA. Use of the Medical Research Council muscle strength

grading system in the upper extremity. J Hand Surg Am. 2007;4:

154-156.

10. Kagan A 2nd. Rotator cuff tears of the hip. Clin Orthop Relat Res.

1999;(368):135-140.

11. Kingzett-Taylor A, Tirman PF, Feller J, et al. Tendinosis and tears of

gluteus medius and minimus muscles as a cause of hip pain: MR ima-

ging findings. AJR Am J Roentgenol. 1999;173:1123-1126.

12. Lachiewicz PF. Abductor tendon tears of the hip: evaluation and man-

agement. J Am Acad Orthop Surg. 2011;19:385-391.

13. Lequesne M, Djian P, Vuillemin V, Mathieu P. Prospective study of

refractory greater trochanter pain syndrome. MRI findings of gluteal

tendon tears seen at surgery. Clinical and MRI results of tendon

repair. Joint Bone Spine. 2008;75:458-464.

14. Lustenberger DP, Ng VY, Best TM, Ellis TJ. Efficacy of treatment of

trochanteric bursitis: a systematic review. Clin J Sport Med. 2011;

21:447-453.

15. Maffulli N, Longo UG, Denaro V. Novel approaches for the manage-

ment of tendinopathy. J Bone Joint Surg Am. 2010;92:2604-2613.

16. McCormick F, Alpaugh K, Nwachukwu BU, Yanke AB, Martin SD.

Endoscopic repair of full-thickness abductor tendon tears: surgical

technique and outcome at minimum of 1-year follow-up. Arthroscopy.

2013;29:1941-1947.

17. Robertson WJ, Gardner MJ, Barker JU, Boraiah S, Lorich DG, Kelly

BT. Anatomy and dimensions of the gluteus medius tendon insertion.

Arthroscopy. 2008;24:130-136.

18. Stanton MC, Maloney MD, Dehaven KE, Giordano BD. Acute trau-

matic tear of gluteus medius and minimus tendons in a patient without

antecedant peritrochanteric hip pain. Geriatr Orthop Surg Rehabil.

2012;3:84-88.

19. Thaunat M, Chatellard R, Noel E, Sonnery-Cottet B, Nove-Josserand L.

Endoscopic repair of partial-thickness undersurface tears of the glu-

teus medius tendon. Orthop Traumatol Surg Res. 2013;99:853-857.

20. Voos JE, Shindle MK, Pruett A, Asnis PD, Kelly BT. Endoscopic repair

of gluteus medius tendon tears of the hip. Am J Sports Med. 2009;37:

743-747.

21. Walsh MJ, Walton JR, Walsh NA. Surgical repair of the gluteal ten-

dons: a report of 72 cases. J Arthroplasty. 2011;26:1514-1519.

The Orthopaedic Journal of Sports Medicine Clinical Indications of Gluteus Medius Tears 5



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /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 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJDFFile false
  /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 true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 266
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 175
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50286
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 266
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 175
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50286
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 900
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 175
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50286
  /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 false
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (U.S. Web Coated \050SWOP\051 v2)
  /PDFXOutputConditionIdentifier (CGATS TR 001)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /Description <<
    /ENU <>
  >>
  /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
    >>
    <<
      /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
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /ConvertToRGB
      /DestinationProfileName (sRGB IEC61966-2.1)
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements true
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MarksOffset 9
      /MarksWeight 0.125000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /UseDocumentProfile
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
  /SyntheticBoldness 1.000000
>> setdistillerparams
<<
  /HWResolution [288 288]
  /PageSize [612.000 792.000]
>> setpagedevice


