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Abstract

Study Design: Biomechanical study.

Objectives: Failure of pedicle screws is a major problem in spinal surgery not only postoperatively, but also intraoperatively.
The aim of this study was to evaluate whether cement augmentation may restore mounting of initially loosened pedicle screws.

Methods: A total of 14 osteoporotic or osteopenic human cadaveric vertebral bodies (L2)—according to quantitative computed
tomography (QCT)—were instrumented on both sides by conventional pedicle screws and cement augmented on 1 side. In vitro
fatigue loading (cranial-caudal sinusoidal, 0.5 Hz) with increasing peak force (100 Nþ 0.1 N/cycles) was applied until a screw head
displacement of 5.4 mm (*20�) was reached. After loosening, the nonaugmented screw was rescue augmented, and fatigue
testing was repeated.

Results: The fatigue load reached 207.3 N for the nonaugmented screws and was significantly (P ¼ .009) exceeded because of
initial cement augmentation (300.6 N). The rescue augmentation after screw loosening showed a fatigue load of 370.1 N which
was significantly higher (P < .001) compared with the nonaugmented screws. The impact of bone density on fatigue strength
decreased from the nonaugmented to the augmented to the rescue-augmented screws and shows the greatest effect of cement
augmentation on fatigue strength at low bone density.

Conclusions: Rescue augmentation leads to similar or higher fatigue strengths compared with those of the initially augmented
screws. Therefore, the cement augmentation of initially loosened pedicle screws is a promising option to restore adequate screw
stability.
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Introduction

Treatment of degenerative spinal diseases, spinal deformity,

trauma, and tumors often requires dorsal stabilization using

pedicle screws.1 Such surgical interventions are predominantly

required by elderly people. Accordingly, the bone quality of the

patients is poor, which represents a great challenge in the

intraoperative course,2 especially because a linear correlation

between the bone mineral density (BMD) and screw stability

has been described.3-5 Consequently, loosening of pedicle

screws represents the main cause of failure in the postoperative

course of dorsal instrumentations.3,6-8 However, loosening is not

only a problem postoperatively, but also intraoperatively. The
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implanted pedicle screws are already subjected to a significant

load during surgery—for example, during repositioning, during

compression and distraction, or during insertion of the rod. Thus,

pedicle screw loosening may already occur intraoperatively.

In case of intraoperative screw loosening, there are different

techniques of revision. Probably a thicker pedicle screw is the

most common choice, but this technique has a limited effect and

is not always possible, depending on the anatomical conditions.9

Another technique is the subsequent cement augmentation of the

screw. Augmentation of pedicle screws with cement is widely

used in dorsal instrumentation.10-12 Biomechanical studies have

shown an approximately 2-fold increase of pull-out force and

significantly increased fatigue strength of initially augmented

screws over nonaugmented screws,10,13-15 but there are few stud-

ies that investigated the subsequent cement augmentation of

loosened pedicle screws.16,17 However, only nonphysiological

pull-out testing was applied, and the bone density of the verteb-

rae was above the problematic range from the clinical praxis.

This study focuses on cement augmentation of initially loo-

sened pedicle screws. The aim was to investigate whether the

stability after rescue cementation is greater than that of unce-

mented screws and to determine how they compare with pri-

marily cemented screws. A fatigue testing setup aiming to

simulate in vivo loading conditions instead of nonphysiological

pull-out testing was used.

Materials and Methods

Human cadaveric lumbar vertebral bodies (L2) with osteopenic

or osteoporotic bone mass were collected from donors aged

between 46 and 96 years, sealed in plastic bags and stored below

�20�C. Computed tomography (CT) images of the specimens

were recorded using a 16-row CT scanner (Brilliance 16 CT;

Philips Healthcare, Hamburg, Germany). Prior fractures or other

pathologies could herby be excluded, leading to a sample size of

14 specimens. A solid calibration phantom (Bone Density Cali-

bration Phantom, QRM, Moehrendorf, Germany) was present in

every scan, so that the apparent volumetric BMD could be deter-

mined by linearly converting the specimen’s Hounsfield unit

value to the phantom’s reference densities (Avizo 5.1, VSG Inc,

Burlington, MA). A specimen’s individual BMD was derived

from a defined voxel cube in the center of each vertebral body.

The specimens were defrosted the night before testing and all

soft tissue was dissected from the vertebrae. Throughout prepara-

tion, the specimens were sprayed with Ringer solution and, when

possible, wrapped in moist tissue in order to preserve tissue con-

stitution. Both pedicles of each vertebral body were instrumented

using commercially available self-tapping, cannulated, augmen-

table, polyaxial screws (5.5 mm� 45 mm, Mantis augmentable,

Stryker Inc, Kalamazoo, MI). Screw insertion occurred parallel to

the vertebral end plate under fluoroscopic guidance. Initially, 1

screw was cement augmented (Spineplex bone cement, Stryker

Inc, Kalamazoo, MI), likewise under fluoroscopic guidance.

Depending on the radiological appearance, screws were augmen-

ted with a volume of 2 to 3 mL of cement. Care was taken to

ensure that the cement did not cross the midline (Figure 1). After

instrumentation, the specimens were embedded in a spherical

metal fixture using polyurethane resin (RenCast FC 52/53, Hunts-

man Inc, Salt Lake City, UT). The vertebrae were embedded from

the anterior up to the posterior border of the vertebral body. The

posterior arch and the pedicle remained completely free from

embedding material (Figure 2).

The fixtures with the enclosed specimens were mounted on a

x-y table located at the bases of a servo-hydraulic testing

machine (MTS 858.2, MTS Systems, Eden Prairie, MN). This

was done in a way such that the relevant pedicle screw was

positioned horizontally. Subsequently, the screw head was

linked to the connecting frame using a short rod 2 cm in length

(XIA titanium, Stryker Inc, Kalamazoo, MI) fixed with a blocker

screw (Mantis Redux, Stryker Inc, Kalamazoo, MI). The con-

necting frame was linked to the actuator of the testing machine

by a rotational axis, which was oriented perpendicular to the

screw crossing the center of the screw head (Figure 2). With the

rotational axis of the test setup also crossing the sphere of the

screw head, no moment was introduced to the screw head, and

consequently, no tilting between head and screw occurred.

A sinusoidal, cyclic fatigue force (0.5 Hz) was applied. For

the initial cycle, it ranged from 50 to 100 N, which represents

the load range during physiological walking.18 To prevent

effects of degeneration during testing, the testing was acceler-

ated stepwise, increasing the peak force by 0.1 N every cycle

(Locati test design).13 Failure was defined as 5.4 mm of dis-

placement of the screw heads (approximately 20� tilting). Test-

ing was consecutively carried out for both sides (augmented or

nonaugmented), but the testing order between augmented and

nonaugmented sides was alternated.

After loosening of both screws, the nonaugmented screw was

removed. A Jamshidi needle was introduced into the cavity that

had been created as a result of screw loosening. The cavity was

filled with bone cement (Spineplex bone cement, Stryker Inc,

Kalamazoo, MI) under radiological control. Subsequently, the

pedicle screw was screwed into the yet uncured cement. The

volume of cement differed between 2 and 5 mL of cement

depending on the radiological assessment of the distribution.

Another fatigue test of the rescue-augmented screw followed. For

the 2 groups with cement augmentation, CT scans were done after

the mechanical testing to evaluate loosening by visual inspection.

However, no unified scoring system or quantification was used.

Measured Parameters

The fatigue force at failure (5.4 mm, *20� tilting) was

recorded. Stiffness of the constructs was determined at the

beginning, at 50% of cycles, and at the end of testing—the 2

latter despite different loading cycles and failure load, respec-

tively. The raw data was evaluated in a standardized manner

(MATLAB, The MathWorks Inc, Natick, MA).

Statistical Analysis

For statistical analysis (SPSS, Version 21, IBM, Armonk, NY),

the type I error probability was set to a ¼.05. Normal
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Figure 2. Specimens were mounted on an x-y table on a servohydraulic testing machine. Pedicle screws were positioned exactly horizontally by
aligning the spherical fixture. Screws were linked to the connecting frame using a short rod, and the frame was linked to the material tested by a
joint. Load was applied from the cephalad direction right through the head of the screw.

Figure 1. Axial X-rays showing exemplary vertebral bodies after instrumentation with pedicle screws and cement augmentation on one side (A)
and rescue augmentation of the other side (B).
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distribution was investigated using the Shapiro-Wilk test.

Homogeneity of variances was tested by Levene’s test. Para-

metric (1-way analysis of variance) and nonparametric

(Mann-Whitney U test) analyses were performed to compare

the fatigue load as well as the stiffnesses.

Results

The individuals from whom specimens for this study were

obtained were between 46 and 96 years old (mean ¼ 75 years;

SD ¼ 14 years). Because reduced BMD was a selection criter-

ion, each vertebral body exhibited a BMD <120 mg/cm3

(mean ¼ 72 mg/cm3; SD ¼ 22 mg/cm3).

Failure was detected in each screw tested, and the visual

screening showed a loosening, whereas there was no tilting of

the screw heads with respect to the screw axes. Signs of loosen-

ing were qualitatively exhibited in the posttesting CT scans of

each augmented screw—in detail, a more pronounced widening

in the area of the pedicle and a slightly higher enlargement of the

entry point in rescue-augmented screws (Figure 3).

The construct stiffness at the beginning of testing did not

significantly differ between nonaugmented, augmented, and

rescue-augmented screws (P ¼ .714). In each of these groups,

stiffness decreased significantly during testing (Table 1).

Although the stiffnesses did not differ significantly after com-

pletion of 50% of the cycles, the course of the individual groups

Figure 3. After testing, the specimens showed a more pronounced loosening in the area of the pedicle and a slightly more widened entry point
on the rescue-augmented side.

Table 1. Stiffness of Nonaugmented, Augmented, and Rescue-Augmented Screws At the Start and At the End of Testing (Mean and SD).a

Stiffness

P Value

Start [N/mm] Midtest [N/mm] End [N/mm]

Mean SD Mean SD Mean SD

Nonaugmented 216.8 55.4 222.2 41.0 172.8 29.1 .038
Augmented 228.5 61.2 222.3 51.1 135.0 28.3 <.001
Rescue augmented 213.4 61.45 183.5 41.9 138.3 25.3 <.001
P value .714 .052 .014

aP values for the comparison between stiffness at start and end of testing and for the comparison of the different groups at start, mid, and end of testing.
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was different. Whereas the nonaugmented and augmented

screws initially had a relatively persisting stiffness at the begin-

ning that decreased significantly in the second half of the test, the

stiffness in the group of rescue-augmented screws decreased

steadily from the beginning onward (Figure 4). At the end of

the test, the nonaugmented screws showed a significantly higher

stiffness compared with the augmented and rescue-augmented

screws (P ¼ .014; Table 1). However, it has to be kept in mind

that the applied cycles to failure and, consequently, the applied

load to failure differs among groups.

The fatigue load was 207 N (SD ¼ 75 N) for the nonaug-

mented screws, whereas the augmented screws endured a sig-

nificantly higher load of 301 N (SD ¼ 96 N; P ¼ .009). After

rescue augmentation, the initially loosened screws showed a

fatigue load of 370 N (SD ¼ 87 N), which was significantly

higher compared with the nonaugmented screws (P < .001).

There was a trend showing a higher fatigue load in the

rescue-augmented screws compared with the augmented

screws (P ¼ .056; Figure 5; Table 2).

Despite the small range of BMDs within the harvested spe-

cimens, a significant correlation between BMD and fatigue

load of the nonaugmented (P ¼ .012) and augmented screws

(P ¼ .043) was observed, whereas the fatigue load of the

rescue-augmented screws did not significantly correlate with

the BMD (P ¼ .398). The closest correlation was seen in the

nonaugmented screws, showing a very low failure load at low

bone density, whereas cement augmentation particularly

increased failure load with poor bone densities, resulting in a

less close correspondence (Figure 6).

Discussion

Spinal surgical treatment of especially elderly patients with

poor bone quality represents a great challenge for orthopaedic

surgeons—in particular, loosening of pedicle screws in the

intraoperative and postoperative course. No data on the inci-

dence of intraoperative screw loosening is available, and guide-

lines concerning handling of screw loosening in this situation

are scarce.

Probably the most commonly used technique for revision of

an intraoperatively failed screw is choosing a thicker screw, but

the appraisal is inadequate and inconclusive.19 Hirano et al20

stated that a larger screw would not enhance screw stability and

might break the thin cortex in osteoporotic vertebrae.20 Polly

et al9 showed that an increase in screw diameter led to a better

insertional torque compared with revision with the same screw;

however, they were not able to restore initial torque with the

revision screws. Therefore, alternative methods are needed.

Pfeifer et al16 showed that reconstruction with bone cement

is able to reconstruct 149% of initial pull-out strength.

Figure 4. Line chart showing the stiffness of nonaugmented, aug-
mented, and rescue-augmented screws at the beginning, after 50%
cycles, and at the end of testing. It is noteworthy that the applied
numbers of loading cycles and the peak load at the end of the testing
was significantly higher for augmented screws and again higher for the
recue-augmented specimens.

Figure 5. Failure load of nonaugmented, augmented, and rescue-
augmented screws at the end of the fatigue testing. The achieved
cycles were similar.

Table 2. Results of Fatigue Load for Nonaugmented, Augmented, and
Rescue-Augmented Screws.

Fatigue
Load [N]

Non-
augmented Augmented

Rescue
AugmentedMean SD

Nonaugmented 207.3 75.3 P ¼ .009 P < .001
Augmented 300.6 96.1 P ¼ .009 P ¼ .056
Rescue

augmented
370.1 86.6 P < .001 P ¼ .056

Figure 6. Correlation of fatigue load and bone mineral density (BMD)
for the nonaugmented, augmented, and rescue-augmented screws.
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Elsewhere, an increase in pull-out strength after rescue aug-

mentation by 96% was shown.17 Although both studies exhib-

ited a significantly increased pull-out force by augmentation, it

is problematic to draw conclusions for the clinical situation

because the force application is nonphysiological.

The results of the present study show that screw cement

augmentation can reconstruct and even significantly increase

the failure load after loosening. With regard to the correlation

between fatigue load and bone density, the regression coeffi-

cient for nonaugmented screws was higher than that for aug-

mented screws. In both cases, the correlation was significant

even though the BMD of the specimens covered a small range

because of restricted inclusion criteria. In contrast, the rescue-

augmented cases did not exhibit a significant correlation. This

suggests that the success of screw implantation is less depen-

dent on the discovered bone density for screw augmentation

and especially for rescue augmentation. This might be

explained by the increased anchorage of the screw through the

cement in the vertebral body, which makes cancellous bone

quality less relevant and by the potentially higher cement vol-

ume of rescue augmentation. The latter probably also caused

the higher (nonsignificant) failure load of the rescue-

augmented screws compared with the initially augmented

screws. By loosening the screw in the vertebral body, a cavity

is created and unstable spongiosa already broken. This results

in a larger cement seal, which anchors the screw more stably in

the bone. Furthermore, it explains the differences in the mea-

sured stiffness. From previous studies, it is known that the final

failure stiffness of cement-augmented screws can be below that

of nonaugmented screws (but at higher numbers of loading

cycles). This is probably a result of the fact that the pivot point

of screw loosening changed. In nonaugmented screws, it is

located in the area of the pedicles and moves further into the

vertebral body after screw augmentation. This increases the

toggling lever arm, resulting in reduced fatigue stiffness. This

effect is even more pronounced in rescue augmentation

because the main anchoring of the screws is even further ante-

rior in the vertebral body, in the area of the cement seal, and

probably also because the cement volume is higher.

One of the major risks of cement augmentation include

embolism and leakage.21,22 Because of the study design, no

statements in this regard can be made because the cortical wall

of the vertebrae was covered in the potting. However, it is

probable that the loosening of the pedicle screw in the vertebral

body creates a cavity for the cement. This may lead to similar

results as known during kyphoplasty and similar level of risk.

Nevertheless, prior to augmentation, it has to be ensured that

leaking into the spinal canal is inhibited.

It is worth mentioning the limitations of this study, espe-

cially the limited sample size because of the use of human

specimens and the absence of in vivo factors such as bony

ingrowth and fluid environment. Furthermore, the variation

of the dimensions of the human vertebral bodies was not taken

into account.

To keep the study design as consistent as possible, the screw

diameter was not individually adapted to the specimen’s

pedicle width according to clinical routine. In the strict sense,

the findings are only valid for the L2 level with its rather thin

pedicle, but it is highly relevant in treating fractures in the

thoracolumbar transition. Inconsistencies with regard to the

screw insertion as well as differences in the amount of cement

per screw might have influenced the results, even though this

was done based on radiological methods in an order similar to

the usual in clinical practice. Factors associated with the testing

setup such as subsidence of the specimen fixation, deformation

of the setting, and stiffening of the cortical wall as a result

of the potting might also have influenced the results. It is

occasionally conceivable that loosening of the augmented

screw during testing may also have damaged the vertebral body

on the other side of the midsagittal plane—the side of the

subsequent rescue augmentation. This bears the potential to

negatively affect the failure load of the rescue-augmented

screw. However, in this case, the test design would have likely

underestimated the failure strength of the rescue-augmented

screws.

In conclusion, cement augmentation of an initially loosened

pedicle screw could adequately reconstruct the screw stability

in a clinical failure situation, but attention has to be paid to the

risk of leakage.

Declaration of Conflicting Interests

The author(s) declared no potential conflicts of interest with respect to

the research, authorship, and/or publication of this article.

Funding

The author(s) received no financial support for the research, author-

ship, and/or publication of this article.

ORCID iD

Lukas Weiser, MD https://orcid.org/0000-0001-9812-4658

References

1. Dickman CA, Fessler RG, MacMillan M, Haid RW. Transpedi-

cular screw-rod fixation of the lumbar spine: operative technique

and outcome in 104 cases. J Neurosurg. 1992;77:860-870.

2. Xu Y, Wu Q. Decreasing trend of bone mineral density in US

multiethnic population: analysis of continuous NHANES 2005-

2014. Osteoporos Int. 2018;29:2437-2446.

3. Halvorson TL, Kelley LA, Thomas KA, Whitecloud TS III, Cook

SD. Effects of bone mineral density on pedicle screw fixation.

Spine (Phila Pa 1976). 1994;19:2415-2420.

4. Weiser L, Huber G, Sellenschloh K, et al. Insufficient stability of

pedicle screws in osteoporotic vertebrae: biomechanical correla-

tion of bone mineral density and pedicle screw fixation strength.

Eur Spine J. 2017;26:2891-2897.

5. Wittenberg RH, Shea M, Swartz DE, Lee KS, White AA III,

Hayes WC. Importance of bone mineral density in instrumented

spine fusions. Spine (Phila Pa 1976). 1991;16:647-652.

6. Galbusera F, Volkheimer D, Reitmaier S, Berger-Roscher N,

Kienle A, Wilke HJ. Pedicle screw loosening: a clinically relevant

complication? Eur Spine J. 2015;24:1005-1016.

684 Global Spine Journal 11(5)

https://orcid.org/0000-0001-9812-4658
https://orcid.org/0000-0001-9812-4658
https://orcid.org/0000-0001-9812-4658


7. Paxinos O, Tsitsopoulos PP, Zindrick MR, et al. Evaluation of

pullout strength and failure mechanism of posterior instrumenta-

tion in normal and osteopenic thoracic vertebrae. J Neurosurg

Spine. 2010;13:469-476.

8. Wu ZX, Gong FT, Liu L, et al. A comparative study on screw

loosening in osteoporotic lumbar spine fusion between expand-

able and conventional pedicle screws. Arch Orthop Trauma Surg.

2012;132:471-476.

9. Polly DW Jr, Orchowski JR, Ellenbogen RG. Revision pedicle

screws: bigger, longer shims—what is best? Spine (Phila Pa

1976). 1998;23:1374-1379.

10. Bostelmann R, Keiler A, Steiger HJ, Scholz A, Cornelius JF,

Schmoelz W. Effect of augmentation techniques on the failure

of pedicle screws under cranio-caudal cyclic loading. Eur Spine J.

2017;26:181-188.

11. Cao Y, Liang Y, Wan S, Jiang C, Jiang X, Chen Z. Pedicle screw

with cement augmentation in unilateral transforaminal lumbar

interbody fusion: a 2-year follow-up study. World Neurosurg.

2018;118:e288-e295.

12. Hoppe S, Keel MJ. Pedicle screw augmentation in osteoporotic

spine: indications, limitations and technical aspects. Eur J

Trauma Emerg Surg. 2017;43:3-8.

13. Kueny RA, Kolb JP, Lehmann W, Puschel K, Morlock MM,

Huber G. Influence of the screw augmentation technique and a

diameter increase on pedicle screw fixation in the osteoporotic

spine: pullout versus fatigue testing. Eur Spine J. 2014;23:

2196-2202.

14. Leichtle CI, Lorenz A, Rothstock S, et al. Pull-out strength of

cemented solid versus fenestrated pedicle screws in osteoporotic

vertebrae. Bone Joint Res. 2016;5:419-426.

15. Weiser L, Huber G, Sellenschloh K, et al. Time to augment?! Impact

of cement augmentation on pedicle screw fixation strength depend-

ing on bone mineral density. Eur Spine J. 2018;27:1964-1971.

16. Pfeifer BA, Krag MH, Johnson C. Repair of failed transpedicle

screw fixation: a biomechanical study comparing polymethyl-

methacrylate, milled bone, and matchstick bone reconstruction.

Spine (Phila Pa 1976). 1994;19:350-353.

17. Zindrick MR, Wiltse LL, Widell EH, et al. A biomechanical study

of intrapeduncular screw fixation in the lumbosacral spine. Clin

Orthop Relat Res. 1986;(203):99-112.

18. Rohlmann A, Bergmann G, Graichen F. Loads on an internal

spinal fixation device during walking. J Biomech. 1997;30:41-47.

19. Cho W, Cho SK, Wu C. The biomechanics of pedicle screw-based

instrumentation. J Bone Joint Surg Br. 2010;92:1061-1065.

20. Hirano T, Hasegawa K, Takahashi HE, et al. Structural charac-

teristics of the pedicle and its role in screw stability. Spine (Phila

Pa 1976). 1997;22:2504-2510.

21. Guo HZ, Tang YC, Guo DQ, et al. The cement leakage in cement-

augmented pedicle screw instrumentation in degenerative lumbo-

sacral diseases: a retrospective analysis of 202 cases and 950

augmented pedicle screws. Eur Spine J. 2019;28:1661-1669.

22. Janssen I, Ryang YM, Gempt J, et al. Risk of cement leakage and

pulmonary embolism by bone cement-augmented pedicle screw

fixation of the thoracolumbar spine. Spine J. 2017;17:837-844.

Weiser et al 685



<<
  /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
  /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


