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Background: The literature on minimal clinically important differences (MCIDs) for patient-reported outcome measures assessing
shoulder instability is limited, with none addressing the Oxford Shoulder Instability Score (OSIS). The OSIS was developed to
provide a standardized method for assessing shoulder function after surgery for shoulder instability, and previous studies have
demonstrated its high reliability, low interrater variability, and ease of administration.

Purpose: To identify the MCID for the OSIS after arthroscopic Bankart repair for recurrent shoulder instability.

Study Design: Case series; Level of evidence, 4.

Methods: A longitudinally maintained institutional registry was queried for patients who underwent arthroscopic Bankart repair
from 2010 to 2016 for recurrent shoulder instability secondary to a Bankart lesion without significant glenoid bone loss. The OSIS
was completed preoperatively and at 1 year postoperatively. Patients were categorized into “expectations met” and “expectations
unmet” groups using a questionnaire evaluating expectation fulfilment. The MCID of the OSIS at 1 year was calculated using 3
anchor-based approaches and a distribution-based approach. The 3 anchor-based approaches comprised (1) simple linear
regression analysis, (2) receiver operating characteristic curve analysis, and (3) calculation of mean differences in change for the
OSIS between the “expectations met” and “expectations unmet” groups.

Results: The study cohort comprised 68 men and 11 women aged 29.9 ± 12.7 years (mean ± SD). Duration of follow-up for all
patients exceeded 1 year. The MCIDs for the OSIS based on the 4 calculation approaches yielded a narrow range of values,
ranging from 7.7 to 8.5 for the anchor-based methods and 8.6 for the distribution-based method.

Conclusion: Study results indicated that patients with recurrent shoulder instability without significant bone loss who undergo
primary arthroscopic Bankart repair and have at least 8.6 points of improvement on their OSIS experience a clinically significant
change at 1 year postoperatively.
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Arthroscopic Bankart repair is a commonly utilized surgical
procedure9 for isolated labral tears without significant glen-
oid bone loss. One way of evaluating successful outcomes
after this procedure is through patient-reported outcome
measures (PROMs). Several outcome scores been developed
for the assessment of shoulder instability. Disease-specific
outcome scores for shoulder instability include the

Subjective Patient Outcome for Return to Sports score,3

Oxford Shoulder Instability Score8 (OSIS), Subjective
Shoulder Value,19 and the Western Ontario Shoulder Insta-
bility Index.31 Outcome scores provide patients with
evidence-based information to make decisions about their
care and give them quality assurance regarding their sur-
gery. They also provide surgeons with a benchmark to assess
the efficacy of an intervention.

High variability within each outcome measure poses
challenges in instituting practical guidelines in manage-
ment of the uncomplicated Bankart injury. Furthermore,
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while changes in PROMs confer certain benefits to the sur-
geons for appraising their surgical outcomes, a key chal-
lenge is determining what constitutes a significant
change in scores. Statistically significant changes in scores
may not translate to clinical significance in fulfillment of
the patient’s satisfaction and expectation.25

The concept of the minimal clinically important differ-
ence (MCID)6,11 in orthopaedic procedures2,5,20,33,35,41 has
thus gained traction in recent years as a tool to correlate
improvements in PROMs with patient perceptions.
Jaeschke et al15 defined the MCID as “the smallest differ-
ence in score in the domain of interest which patients per-
ceive as beneficial and which would mandate, in the
absence of troublesome side effects and excessive cost, a
change in patient’s management.” A recent systematic
review identified 14 clinical studies reporting anchor-
based MCID values for shoulder-specific PROMs.17 To date,
most MCID studies usually report on PROMs in the context
of rotator cuff tears and osteoarthritis.

There is a lack of MCID thresholds for PROMs4,45 after
arthroscopic Bankart repair. Literature specific to Bankart
repairs for shoulder instability is limited, and MCID esti-
mates have been established in some PROMs, such as the
Rowe score and Western Ontario Shoulder Instability
Index,26 but not for the OSIS.26 The OSIS is a comprehen-
sive questionnaire consisting of 12 questions, which has
been validated and proven to have high reliability and low
interrater variability in prior clinical studies.39,42,44

In this study, we aimed to address this paucity in the
current literature and determine the MCID using anchor-
and distribution-based methods26 for the OSIS after arthro-
scopic Bankart repair for shoulder instability.

METHODS

Patient Selection

The protocol for this study was approved by an institutional
review board. A longitudinally maintained shoulder registry
from a single institution was retrospectively reviewed by 2
fellowship-trained surgeons (W.S.F. and G.J.Z.) to retrieve
records of patients who underwent arthroscopic Bankart
repair from 2010 to 2016. Inclusion criteria for surgery were
recurrent shoulder instability secondary to a Bankart lesion
(diagnosed on magnetic resonance imaging) without signifi-
cant glenoid bone loss (>25%). We excluded patients with
concomitant rotator cuff tears or fractures, as well as those
with prior stabilization procedures to the shoulder. A total of
79 patients were included in the study. A prior study22

evaluating the MCID of outcome scores after rotator cuff
surgery had a similar sample size.

Patients were prospectively evaluated for a minimum
of 1 year and assessed by an independent physical thera-
pist. This study utilized the original OSIS (designed in
1999),8 with a total score ranging from 12 (least impaired)
to 60 (most impaired). In addition, all patients were pro-
vided a shoulder-specific questionnaire for evaluation of
the OSIS preoperatively and at 1 year postoperatively.
Baseline demographic data (age, sex, and body mass
index), surgical technique, and length of stay were eval-
uated as well.

Surgical Methods

Surgery was performed arthroscopically with the patient in
the beach-chair position. General anesthesia was used.
Repair of Bankart lesions was done arthroscopically using
bioabsorbable suture anchors (Gryphon and Lupine; both
from Mitek). Postoperatively, patients were placed on an
arm sling, with gradual physical therapy commenced.
Patients were taught pendular exercises postoperatively
before discharge. Passive range of motion and strengthen-
ing exercises began at the 6-week mark in the outpatient
physical therapy clinics. Full return to sport was allowed at
3 months postoperatively.

Defining the MCID

Anchor-Based Approaches. An anchor question was
administered 1 year postoperatively to evaluate the
patient’s expectation fulfillment after surgery. This was
an external criterion for an anchor-based approach for
determination7,30,40 of the MCID. The anchor question was
“Has the surgery for your shoulder condition met your
expectations so far?” Patients who answered “yes, totally,”
“yes, almost totally,” and “yes, quite a bit” were allocated a
score of 1, 2, and 3, respectively, and represented the group
with expectations met (minimal change group). Patients
who responded “more or less,” “no, not quite,” “no, far from
it,” and “no, not at all” were allocated scores ranging from 4
to 7 and represented the group with expectations unmet (no
change).

From the anchor-based approach, the MCID was derived
through 3 methods. For the first method,47 simple linear
regression analysis was performed, using the pre- to post-
operative change in OSIS as the dependent variable and
dichotomized scores on the anchor question (1-3 vs 4-7) as
the independent variable. The MCID corresponded to the
coefficient of expectation fulfillment. The second method
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used the receiver operating characteristic (ROC) curve
approach, where the MCID corresponded to the point clos-
est to the top-left corner of the ROC graph. This point cor-
responded to a threshold of OSIS change that is associated
with the smallest amount of misclassification.46 ROC curve
analysis was used to discriminate between anchor scores of
1 to 3 and 4 to 7 for change in OSIS. The discriminative
ability was determined by the area under the curve. The
MCID by the third method was the mean difference in the
change in OSIS between the groups with expectations met
and unmet.

Distribution-Based Approach. To mitigate the weak-
nesses of an anchor-based approach, a distribution-based
approach was used to determine the MCID. This was per-
formed according to the statistical characteristics of our
sample and, consequently, the statistically significant
changes in relation to the probability that the change
occurred by chance.46 Based on available literature, the
MCID can be calculated through the following means: half
a standard deviation from mean baseline scores,12 small
Cohen effect size, standard error of measurement, and min-
imum detectable change. We used the standard error of
measurement method, which was validated in a prior sys-
tematic review measuring shoulder function.29

The effect size is a standardized measurement of change,
and it is defined as the change in outcome scores from base-
line to post surgery, divided by the standard deviation of
the baseline score. It is based on the variability of patients’
improvement according to postoperative scores.5,10,18 A
greater degree of pre- to postoperative improvement will
thus lead to a larger effect size,28 and a larger effect size
signifies a greater proportion of the treatment group sur-
passing the MCID as opposed to a control group. Conven-
tionally, differences of 0.2, 0.5, and 0.8 standard deviations
were considered small, medium, and large effect sizes,
respectively.21 A small effect size was used in calculating
the MCID, with methodology drawn from a study32 that
also selected an effect size benchmark of 0.20 as approxi-
mating the MCID.

Statistical Analysis

Statistical analysis was performed with consultation with
a biostatistician at our institution. Descriptive analysis
for the pre- and postoperative OSIS was conducted,
while the paired t test was used to compare the pre- and

postoperative OSIS for the entire cohort and by sex. Com-
parison of these variables across anchor question responses
was performed using analysis of variance. We compared the
change in OSIS between the study groups (expectations
met vs unmet) via a 2-sample t test. Statistical analysis was
performed using R software (Version 3.5.1; R Core Team),
and statistical significance was defined as P < .05.

RESULTS

A total of 79 patients diagnosed with recurrent anterior
shoulder instability secondary to a Bankart lesion were
enrolled in the study. All cases were diagnosed using mag-
netic resonance imaging of the involved shoulder. They
comprised 68 men (86%) and 11 women (14%) aged 29.9 ±
12.7 years (mean ± SD). A statistically significant differ-
ence in age was observed between men (28.2 ± 10.9 years)
and women (43 ± 17.3 years; P < .001). No statistically
significant difference was observed in body mass index
between men and women. A significant improvement was
observed in the OSIS at 1 year, overall and by sex (P � .001
for all) (Table 1).

Table 2 shows the distribution of participants and mean
OSIS according to responses to the anchor question. Of 79
patients, 71 (90%) reported that their expectations were
met (score, 1-3): 24 patients had total fulfillment of expec-
tations, 35 had almost fulfilled expectations, and 12 had
fair fulfillment of expectations. Eight patients scored
between 4 and 7 and were considered to have unmet expec-
tations. There was a statistically significant difference in
absolute 1-year postoperative OSIS and in change in OSIS
between patients with a score of 1 to 3 and 4 to 7.

Anchor-Based Approaches

The MCIDs calculated according to the 3 anchor-based
approaches are summarized in Table 3. For the linear
regression approach, the MCID based on plotting mean
change in OSIS against level of expectation was 7.7 (95%
CI, –15.5 to 0.1). Based on this method, at postoperative
12 months, a minimal change of 7.7 in OSIS was required
to attain fulfillment of expectations. Of 79 patients, 64
(81%) reported a change greater or equal to this proposed
MCID. For the second anchor-based method, the ROC
curve yielded an MCID value of 8.5, although our data
obtained only an acceptable performance of discrimination

TABLE 1
Comparison of Pre- and Postoperative OSIS Overall and by Sexa

OSIS, Mean ± SD

Preoperative Postoperative Mean Difference (95% CI) P Value

Overall (N ¼ 79) 35.1 ± 9.4 20.6 ± 8.3 –14.4 (–16.8 to –12) < .001
Females (n ¼ 11) 37.6 ± 10.7 23.5 ± 5.9 –14.2 (–20.9 to –7.5) .001
Males (n ¼ 68) 34.7 ± 9.2 20.2 ± 8.6 –14.5 (–17.1 to –11.8) < .001

aBold P values indicate statistically significant difference between pre- and postoperative OSIS (P < .05, paired t test). OSIS, Oxford
Shoulder Instability Score.
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(area under the curve, 71%; 95% CI, 48.6%-93.5%) (Fig-
ure 1). The MCID calculated as the mean difference in OSIS
improvement between the expectation groups (met vs
unmet) was 7.7.

Distribution-Based Approach

The MCID by the distribution-based approach (ie, standard
error of measurement) used the following formula: s �
SD(baseline OSIS) � p(1 – r), where s was set at 1 for a
small effect size, 1.96 for moderate, or 2.77 for large23 and r
was the test-retest intraclass correlation coefficient, which
was calculated using 12-month postoperative OSIS mea-
surements yielding an r value of 0.18. Based on a small
effect size, the distribution-based approach yielded an
MCID of 8.6.

DISCUSSION

In this study, we determined the 12-month postoperative
MCID estimates for the OSIS to be from 7.7 to 8.6. With the
upper limit as the proposed value, the MCID for the OSIS
was calculated as 8.6. There were no identifiable associa-
tions of the MCID with age or sex.

Mean OSIS after arthroscopic Bankart repair13,34,36 has
been reported between 13.5 and 33.7. This wide variability
in postoperative PROMs makes interpretation of the
results contentious. Surgeons often favor objective means
of determining success, which include range of motion,
visual analog scale for pain, or measured laxity. Patients
conversely measure surgical success by their overall health
state, where they consider themselves to be at an accept-
able endpoint.30

The closest study to ours was by van der Linde et al,43

who examined the minimally important change for the

TABLE 2
Preoperative, Postoperative, and Change in OSIS Across the Levels of Expectation a

Responses to Expectations Question, b Mean ± SD

OSIS 1 (n ¼ 24) 2 (n ¼ 35) 3 (n ¼ 12) 4-7 (n ¼ 8) P Value

Preoperative 37.2 ± 8.7 33.1 ± 8.6 36 ± 10.9 36 ± 12.3 .393
Postoperative, 1 y 15.7 ± 4.1 20.3 ± 7.5 26.5 ± 8.7 28.5 ± 10.4 .001
Change –21.5 ± 8.7 –12.9 ± 8.3 –9.5 ± 13.3 –7.5 ± 11.3 .002

aBold P values indicate statistically significant difference between responses (P < .05, analysis of variance). OSIS, Oxford Shoulder
Instability Score.

bBased on pain relief and functional outcomes at 1 year postoperatively: “Has the surgery for your shoulder condition met your expecta-
tions so far?” Responses were scored as 1 (yes, totally), 2 (yes, almost totally), 3 (yes, quite a bit), 4 (more or less), 5 (no, not quite), 6 (no, far
from it), and 7 (no, not at all).

TABLE 3
MCIDs for the OSIS as Calculated Using the 3 Anchor-

Based Approachesa

Linear regression analysis
MCID (95% CI) 7.7 (–15.5 to 0.1)
P value .052

ROC curve analysis
MCID based on expectation 8.5
Sensitivity, % (95% CI) 81.7 (70.7-89.9)
Specificity, % (95% CI) 62.5 (24.5-91.5)

Change in OSIS between groups
Expectations met (n ¼ 71) –15.2 ± 10.4
Expectations unmet (n ¼ 8) –7.5 ± 11.3
P value .101
MCID 7.7

aMCID, minimal clinically important difference; OSIS, Oxford
Shoulder Instability Score; ROC, receiver operating characteristic.

Figure 1. ROC curves for dichotomized responses to the
expectation anchor question using change in Oxford Shoulder
Instability Score at 12 months for calculation of the 12-month
MCID. The MCID corresponded to the point closest to the top-
left corner of the ROC graph (red dot). AUC, area under the
curve; MCID, minimal clinically important difference; ROC,
receiver operating characteristic.
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OSIS in 2017. In that study, the mean age of patients was
32 years and 70% were men. Our study had similar demo-
graphic data, with a population mean age of 29.9 ±
12.7 years, where 86% of them were men. Van der Linde
et al found the minimally important change for the OSIS
to be about 6 points; however, only 36% of patients were
treated surgically and follow-up was just 6 months.

A recent systematic review14 identified limited studies
with high-credibility MCID estimates for the following
PROMs: Constant score, Simple Shoulder Test, visual ana-
log scale for pain, DASH questionnaire (Disabilities of the
Arm, Shoulder and Hand), Oxford Shoulder Score, and
Short Form Health Survey–12. Moser et al24 calculated
the MCID for the OSIS as 6.5 after nonoperative
treatment for shoulder instability. MCIDs of 8 to 10 for
the OSIS have also been reported in patients diagnosed
with superior labral anterior and posterior (SLAP)
lesions.36,37 Findings of this study mirror clinically
important change estimates in reports on SLAP
lesions.36,37 Pathology for SLAP and Bankart lesions may
have some similarities, but we still advocate having
condition-specific outcome cutoffs for each procedure.36,38

The use of anchor-based approaches aids in deriving an
association between OSIS and patients’ subjective determi-
nation of success.27 Anchor-based approaches typically do
not factor in the precision of the measuring instrument but
are based on external criteria, such as retrospective judg-
ment of change.16 The addition of a distribution-based
approach focuses on the statistical characteristics of a
patient sample and supports the estimates from anchor-
based approaches.28 In spite of the high variability, the 4
methods of estimating the MCID in our study yielded a
consistent range of values. Using multivariate linear and
logistic regression modeling to calculate the MCID also
reduced bias.1

This study adds to the existing literature by proposing an
MCID cutoff for the OSIS after arthroscopic Bankart
repair. Our results provide clinicians with information to
determine if clinically meaningful improvement was
achieved after surgery based on the OSIS. The MCID
values identified in this study may be used as an adjunct
to power calculations for future comparative studies.

Limitations

The following are limitations to this study. All patients
were recruited from a single institution with variable char-
acteristics. We did not have data on the number of disloca-
tions, the time from initial dislocation to surgery, or the
sport played, and we had only 1 year of postoperative
follow-up for our patients. We also used the small effect size
for calculation of the MCID by a distribution-based
approach. The MCID derived from this analysis is not a
definite attribute and is subject to fluctuations based on
what is interpreted as important to the patient. As these
interpretations are subjective and may vary across popula-
tions, the proposed values in our study cannot be trans-
ferred across patient populations or disease-specific
states.46

There is a plethora of methods for calculating the MCID,
which can give rise to high variability in values, and the lack
of a universally accepted methodology for doing so may
reduce the applicability of our results.46 Regardless, the
derived results from this study remain relevant and valu-
able, as different methods yielded similar values. This pro-
posed MCID helps bring the patient’s perspective to light and
can help guide the clinician to make informed clinical deci-
sions, while bearing its potential methodological limitations.

CONCLUSION

We propose an MCID value of 8.6 on the OSIS to represent a
significant patient-reported outcome after arthroscopic
Bankart repair at 1 year postoperatively. The findings of this
study provide clinicians with an objective marker on which
they can determine the success of arthroscopic Bankart
repair. The MCID of the OSIS can contribute to power cal-
culations in future randomized studies pertaining to shoul-
der arthroscopy and the treatment of shoulder instability.

REFERENCES

1. Angst F, Aeschlimann A, Angst J. The minimal clinically important

difference raised the significance of outcome effects above the sta-

tistical level, with methodological implications for future studies. J Clin

Epidemiol. 2017;82:128-136. doi:10.1016/j.jclinepi.2016.11.016

2. Beck EC, Nwachukwu BU, Mehta N, et al. Defining meaningful func-

tional improvement on the visual analog scale for satisfaction at

2 years after hip arthroscopy for femoroacetabular impingement syn-

drome. Arthroscopy. 2020;36(3):734-742.e2. doi:10.1016/j.arthro.

2019.09.028

3. Blonna D, Bellato E, Caranzano F, et al. Validity and reliability of

the SPORTS score for shoulder instability. Joints. 2014;2(2):59-65.

doi:10.11138/jts/2014.2.2.059

4. Cole BJ, L’insalata J, Irrgang J, Warner JJP. Comparison of arthro-

scopic and open anterior shoulder stabilization: a two to six-year

follow-up study. J Bone Joint Surg Am. 2000;82(8):1108-1114.

doi:10.2106/00004623-200008000-00007

5. Copay AG, Subach BR, Glassman SD, Polly DW, Schuler TC. Under-

standing the minimum clinically important difference: a review of con-

cepts and methods. Spine J. 2007;7(5):541-546. doi:10.1016/j.spinee.

2007.01.008

6. Crosby RD, Kolotkin RL, Williams GR. Defining clinically meaningful

change in health-related quality of life. J Clin Epidemiol. 2003;56(5):

395-407. doi:10.1016/s0895-4356(03)00044 -1

7. Cvetanovich GL, Gowd AK, Liu JN, et al. Establishing clinically signif-

icant outcome after arthroscopic rotator cuff repair. J Shoulder Elbow

Surg. 2019;28(5):939-948. doi:10.1016/j.jse.2018.10.013.

8. Dawson J, Fitzpatrick R, Carr A. The assessment of shoulder insta-

bility: the development and validation of a questionnaire. J Bone Joint

Surg Br. 1999;81(3):420-426. doi:10.1302/0301-620x.81b3.9044

9. DeFroda S, Bokshan S, Stern E, Sullivan K, Owens BD. Arthroscopic

Bankart repair for the management of anterior shoulder instability:

indications and outcomes. Curr Rev Musculoskelet Med. 2017;10(4):

442-451. doi:10.1007/s12178-017-9435-2

10. Diehr P, Chen L, Patrick D, Feng Z, Yasui Y. Reliability, effect size, and

responsiveness of health status measures in the design of random-

ized and cluster-randomized trials. Contemp Clin Trials. 2005;26(1):

45-58. doi:10.1016/j.cct.2004.11.014
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agreement and validity of the 1988 version of the Rowe Score. J Shoulder

Elbow Surg. 2011;20(7):1041-1049. doi:10.1016/j.jse.2011.04.024

39. Tan CK, Guisasola I, Machani B, et al. Arthroscopic stabilization of

the shoulder: a prospective randomized study of absorbable versus

nonabsorbable suture anchors. Arthroscopy. 2006;22(7):716-720.

doi:10.1016/j.arthro.2006.03.017

40. Tashjian RZ, Deloach J, Porucznik CA, Powell AP. Minimal clinically

important differences (MCID) and patient acceptable symptomatic

state (PASS) for visual analog scales (VAS) measuring pain in patients

treated for rotator cuff disease. J Shoulder Elbow Surg. 2009;18(6):

927-932. doi:10.1016/j.jse.2009.03.021

41. Torrens C, Guirro P, Santana F. The minimal clinically important dif-

ference for function and strength in patients undergoing reverse

shoulder arthroplasty. J Shoulder Elbow Surg. 2016;25(2):262-268.

doi:10.1016/j.jse.2015.07.020

42. van der Linde JA, van Kampen DA, Terwee CB, Dijksman LM, Kleinjan

G, Willems WJ. Long-term results after arthroscopic shoulder stabili-

zation using suture anchors: an 8- to 10-year follow-up. Am J Sports

Med. 2011;39(11):2396-2403. doi:10.1177/0363546511415657

43. van der Linde JA, van Kampen DA, van Beers LWAH, van Deurzen

DFP, Saris DBF, Terwee CB. The responsiveness and minimal impor-

tant change of the Western Ontario Shoulder Instability Index and

Oxford Shoulder Instability Score. J Orthop Sports Phys Ther. 2017;

47(6):402-410. doi:10.2519/jospt.2017.6548

44. van der Linde JA, van Kampen DA, van Beers LWAH, van Deurzen

DFP, Terwee CB, Willems WJ. The Oxford Shoulder Instability Score:

validation in Dutch and first-time assessment of its smallest detect-

able change. J Orthop Surg Res. 2015;10(1):146. doi:10.1186/

s13018-015-0286-5

45. White AE, Patel NK, Hadley CJ, Dodson CC. An algorithmic approach to

the management of shoulder instability. J Am Acad Orthop Surg Glob

Res Rev. 2019;3(12):e1900168. doi:10.5435/JAAOSGlobal-D-19-00168

46. Wright A, Hannon J, Hegedus EJ, Kavchak AE. Clinimetrics corner: a

closer look at the minimal clinically important difference (MCID).

J Man Manip Ther. 2012;20(3):160-166. doi:10.1179/2042618612Y.

0000000001

47. Xu S, Chen JY, Lie HME, Hao Y, Lie DTT. Minimal clinically important

difference of Oxford, Constant, and UCLA shoulder score for arthro-

scopic rotator cuff repair. J Orthop. 2020;19:21-27. doi:10.1016/j.jor.

2019.11.037

6 Foong et al The Orthopaedic Journal of Sports Medicine


	Determining the Minimal Clinically Important Difference on the Oxford Shoulder Instability Score in Patients Undergoing Arthroscopic Bankart Repair for Shoulder Instability
	METHODS
	Patient Selection
	Surgical Methods
	Defining the MCID
	Outline placeholder
	Anchor-Based Approaches
	Distribution-Based Approach


	Statistical Analysis

	RESULTS
	Anchor-Based Approaches
	Distribution-Based Approach

	DISCUSSION
	Limitations

	Conclusion
	References



<<
  /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 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages 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

  /CreateJDFFile false
  /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


