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Abstract

Objectives: The aim of this article was to determine outcomes in patients with squamous cell carcinoma of the
hypopharynx (SCCHP) in whom the free posterior tibial flap was used for primary reconstruction of hypopharynx
defects after cancer resection.

Subjects and methods: Between August 2009 and February 2012, 10 patients with SCCHP underwent posterior
tibial flap reconstruction for hypopharynx defects. The corresponding clinical data were retrospectively collected
and analyzed.

Results: Despite the multistep and time-consuming procedure, the posterior tibial flap survival rate was 100%.
Operation-induced complications did not occur in four patients. Six patients developed postoperative hypoproteinemia,
four patients developed postoperative pulmonary infections, and four patients developed pharyngeal fistula. The
pharyngeal and laryngeal functions of all patients were preserved.

Conclusion: Our experience demonstrates that the posterior tibial flap is a safe and reliable choice for the
reconstruction of hypopharynx defects.
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Background
Squamous cell carcinoma of the hypopharynx (SCCHP)
is a highly aggressive malignant tumor and generally di-
agnosed at an advanced stage. SCCHP has the particular
trait of invasiveness through the submucosa to induce
distant lesions, also known as skip lesions [1], and thus
total laryngopharyngectomy with adjuvant radiotherapy
is widely utilized in late-stage SCCHP [2]. Although the
majority of patients with selected pyriform sinus cancer
treated with conservation surgery had successful laryn-
geal function preservation and better survival [3],
* Correspondence: gli@mdanderson.org; zheng_hl2004@163.com;
cjr.taoxiaofeng@vip.163.com
†Equal contributors
2Department of Head and Neck Surgery, the University of Texas, MD
Anderson Cancer Center, 1515 Holcombe Boulevard, Houston, TX 77030, USA
3Department of Otorhinolaryngology-Head and Neck Surgery, Changhai
Hospital, Second Military Medical University, 168 Changhai Road, Shanghai
200433, People’s Republic of China
4Radiology Department of Shanghai Ninth People’s Hospital Affiliated
Shanghai Jiaotong University School of Medicine, 639 Zhizaoju Road,
Shanghai 200011, People’s Republic of China
Full list of author information is available at the end of the article

© 2014 Chen et al.; licensee BioMed Central L
Commons Attribution License (http://creativec
reproduction in any medium, provided the or
Dedication waiver (http://creativecommons.or
unless otherwise stated.
pharyngolaryngeal reconstruction following SCCHP re-
section still remains a surgical challenge.
Over the years several pharyngolaryngeal reconstruc-

tion methods have been developed, such as the myocu-
taneous flap, gastric pull-up, and jejunal free flap
techniques. With the development of microsurgical
techniques, several fasciocutaneous free flaps from the
radial forearm and anterolateral thigh have been widely
utilized for the reconstruction of the hypopharynx [4].
Among the many free skin flaps available the radial
forearm flap, which was first reported to be used for
pharyngoesophageal reconstruction in 1985 [5], is the
most popular free flap for head and neck soft tissue re-
construction after tumor extirpation. The radial forearm
flap is the most popular fasciocutaneous flap for hypo-
pharyngeal reconstruction, but its therapeutic benefits
are accompanied by significant donor site morbidity, in-
cluding a significant skin graft scar and wrist joint stiff-
ness, which are proportional to the size of the harvested
flap. It has been reported that if the septocutaneous per-
forators of the posterior tibia vessels are preserved the
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posterior tibial flap could be used in head and neck re-
construction after tumor removal [6]. The posterior tib-
ial flap is also a fasciocutaneous flap and is located on
the medial compartment of the leg with a blood supply
coming from the septocutaneous perforators of vessels.
Studies [7,8] have demonstrated that septocutaneous
perforators of the posterior tibial artery are mainly dis-
tally concentrated on the medial surface of the leg and
its vascular anatomy remains relatively constant. More
and more evidence indicates that the posterior tibial
flap can provide similar tissue properties but causes less
morbidity than the radial forearm flap [6,7]. Due to
these roles of the posterior tibial flapwe tried to begin
using posterior tibial flap reconstruction for suitable pa-
tients with hypopharyngeal defects from August 2009.
In this article we present our initial clinical experience

in utilizing the free posterior tibial flap for primary recon-
struction of hypopharynx defects after tumor excision for
the treatment of 10 SCCHP patients, and evaluate the
procedure-related outcomes of these patients.

Case presentation
The present retrospective case series analyzed the clin-
ical and surgical data of 10 patients with SCCHP who
underwent posterior tibial flap reconstruction for the
treatmentof hypopharyngeal defects between August
2009 and February 2012 at the Department of Otolaryn-
gology Head and Neck Surgery, West China Hospital of
Sichuan University. Histopathologic diagnosis was con-
ducted by the hospital’s pathology department. The
TNM (Tumor, Lymph Node, Metastasis) classification
was in accordance with UICC (Union for International
Cancer Control) (2002).
All the patients underwent partial pharyngectomy and

partial laryngectomy (Table 1). Two patients had partial
cervical esophageal resection and another two patients
Table 1 Patient and flap data

Case Age Sex Tumor location Tumor stage Primary surgery
n

1 42 M PS T3N2cM0 PPPL Le

2 67 M PS T3N0M0 PPPL Le

3 47 M PS T3N1M0 PPPL Le

4 63 M PPW T3N1M0 PPPL Le

5 55 M PS T4N2cM0 PPEPL Le

6 64 M PPW T3N1M0 PPPL Le

7 47 M PPW T4N3M0 PPEPLTL Le

8 53 M PPW T3N0M0 PPPL Le

9 47 M PPW T4N2bM0 PPPLTL Le

10 57 M PPW T3N1M0 PPPL Le

MRND, Modified radical neck dissection; PPEPL, Partial pharyngoesophagectomy wi
partiallaryngectomy and thyroid lobectomy; PPPL, Partial pharyngectomy with parti
thyroid lobectomy; PPW, Posterior pharyngeal wall; PS, Pyriformsinus; SND, Selective
had the removal of the involved thyroid gland. The
tumors were completely removed and the resection
margins were negative in all patients. For the seven pa-
tients without clinically palpable cervical lymph nodes,
bilateral selective neck dissection was performed from
levels II through IV. For the three patients with clinically
palpable cervical nodes on the side of the primary tumor,
modified radical neck dissection from levels II through V
on the side of the primary lesion and selective neck dissec-
tion from levels II through IV on the contralateral side
were performed. The size of the harvested posterior tibial
flaps ranged from 5 × 7 cm to 7 × 12 cm, the average flap
thickness was 1.2 cm (range, 0.9 to 1.4 cm), and the aver-
age pedicle length was 9 cm (range, 7 to 12 cm). During
the microvascular anastomosis, the facial artery and facial
vein were utilized in most of the patients (Table 2).
All the patients received postoperative adjuvant radio-

therapy. This retrospective review of medical records was
approved by the Institutional Review Board of the West
China Hospital (Cheng Du, Sichuan Province, China).

Operative technique
Preoperative evaluation was conducted to identify patients
who were suitable to undergo free posterior tibial flap re-
construction for hypopharynx defects. First, we excluded
patients with severe signs and symptoms of peripheral ar-
tery disease of the lower limbs such as ischemic ulcers,
intermittent claudication of the calf, and cold intolerance
in the legs and feet. Second, an ultrasonic Doppler device
(iU22 Philips, Beijing, People’s Republic of China) was uti-
lized to show the position of the posterior tibial perfora-
tors and the direction of blood flow. In addition, when
patients presented with varicose veins of the lower limbs
on standing, they were referred for a lower limb venous
evaluation before the operation because these patients
were at high risk for deep vein thrombosis.
Neck lymph
ode dissection

Flap size (cm) Flap thickness (cm) Pedicle
length (cm)

ft:MRND Right:SND 7 × 10 1.4 12.0

ft:SND Right:SND 6 × 9 1.4 7.0

ft:SND Right:SND 6 × 9 1.3 11.0

ft:SND Right:SND 6 × 8 1.4 7.0

ft:MRNDRight:SND 7 × 11 1.3 10.0

ft:SND Right:SND 5 × 7 0.9 7.0

ft:SNDRight:MRND 7 × 12 1.0 12.0

ft:SND Right:SND 5 × 7 0.9 9.0

ft:SND Right:SND 5 × 8 1.2 8.0

ft:SND Right:SND 5 × 7 1.1 7.0

th partiallaryngectomy; PPEPLTL, Partial pharyngoesophagectomy with
al laryngectomy; PPPLTL, Partial pharyngectomy with partiallaryngectomy and
neck dissection.



Table 2 Anastomotic vessels

Vessels Numbers of cases

Arteries

Facial artery 6/10

Superior thyroid artery 4/10

Veins

Common facial vein 8/20

Superior thyroid vein 6/20

Internal jugular vein 3/20

External jugular vein 3/20
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All patients underwent lymph node dissection. During
the cervical lymph node dissection the available recipient
vessels were carefully identified and preserved. Resection
of the hypopharyngeal tumor with an adequate margin
was carried out in three dimensions: the length of the re-
section margin was more than 25 mm and the depth of
the margin reached the prevertebral fascia. Tumor-free
margins were confirmed by intraoperative frozen sections.
After the tumors were resected and the defects were

measured, posterior tibial flaps were harvested according
to the previous report (Figure 1) [6]. Once the recipient
vessels were prepared the posterior tibial artery and veins
were transected and the posterior tibial flap was trans-
ferred to the neck. As shown in Figure 2, the flap suture
was performed first, followed by the microvascular anasto-
mosis. Usually, one artery was anastomosed followed by
two veins. The patency of the anastomosed vessels was
evaluated by measuring skin temperature and monitoring
Figure 1 The harvesting process of the free posterior tibial flap. A: Th
tibial were exposed. C: The posterior tibial flap was prepared. D: The poste
the color of the transferred flap. A skin graft was con-
ducted on the leg donor site (Figure 3).

Postoperative treatment
Perioperative nutritional support, anticoagulant spasmolytic
medications, anti-inflammatory drugs and dressing changes
were utilized. The posterior tibial flap was also monitored
postoperatively using electronic laryngoscopy. All the pa-
tients received postoperative adjuvant radiotherapy.

Outcome evaluation
The following data were recorded: age, gender, primary
tumor site, TNM classification, anastomosed vessels,
treatment methods, the size of the flap, thickness of
the flap, and pedicle length of the flap. The primary
outcomes were the procedural complications, swallow-
ing and speech functions, and patients’ post-treatment
status (died or alive) during his or her period of re-
spective follow-up.
Patient demographics
The mean age of the patients was 54.2 years (range, 42 to
67 years), and all the patients were male (Table 1). All the
patients were diagnosed with the primary SCCHP through
histological examination. The primary tumor was located
in the pyriform sinus in four patients and in the posterior
pharyngeal wall in six patients. All patients had stage T3 or
T4 tumors, and eightout of the ten patients had cervical
nodal disease. None of the patients received any preopera-
tive treatment.
e posterior tibial flap was designed. B: The vessels of the posterior
rior tibial flap was harvested.



Figure 2 The removal of SCCHP and the reconstruction for hypopharynx defects including the flap suture and microvascular
anastomosis. SCCHP, Squamous cell carcinoma of the hypopharynx. A: the hypoharyngeal tumor was resected completely. B: The recipient
vessels were prepared for microvascular anastomosis. C: The flap suture was performed. D: The microvascular anastomosis was performed.
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Surgical outcomes
The flap survival rate was 100%. Skin grafts at all the donor
sites healed and the scars were painless. There were no
donor site complications and no distal limb cold intoler-
ance. All the patients were able to walk normally. Overall,
four patients did very well, without any postoperative
complications. However, six patients developed postoperative
Figure 3 The skin graft was conducted on the leg donor site.
hypoproteinemia, 4 = four patients developed postoperative
pulmonary infections, and four patients developed phar-
yngeal fistula. With various supporting treatments such as
nutritional support, dressing changes, and systemic treat-
ment with anti-inflammatory agents, all of these postopera-
tive complications were resolved within four weeks. There
were no late complications such as strictures (Figure 4).



Figure 4 Electronic laryngoscopy and computed tomography scan reveal the free posterior tibial flap and hypopharynx in a patient
one year after reconstruction. The yellow arrow indicates the posterior tibial flap. A and B: The posterior tibial flap and hypopharynx were revealed
by electronic laryngoscopy through two different angles. C: The posterior tibial flap and hypopharynx were revealed by computed tomography.
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Functional outcomes
The average time to resumption of nasogastric feeding
was seven days after the operation (range, 3 to 14 days),
the swallowing function of all patients was preserved, and
the average time to resumption of oral feeding was 33 days
after the operation (range, 21 to 50 days). The laryngeal
functions of all the patients were preserved and the pa-
tients were decannulated within a mean of 92.4 days post-
operatively (range, 61 to 122 days).

Oncologic outcomes
All the patients were followed up for at least 14 months
(range, 14 to 42 months; mean, 31 months). One patient
died of lung metastasis from SCCHP 24 months after the
operation. Two patients had cervical lymph node metasta-
sis 11 months and 12 months after the operation, respect-
ively, and they received additional radical neck dissection.
The remaining seven patients survived well without tumor
relapse and metastasis at the time the data were collected
for this study.

Conclusions
Recently the posterior tibial flap has received consider-
able interest for its use in the reconstruction of distal
sites [6,9,10]. In this study we investigated the outcomes
of patients for whom the posterior tibial flap was used
for primary reconstruction of hypopharynx defects after
SCCHP extirpation. We found that the posterior tibial
flap has many advantages in the reconstruction of the
pharynx and hypopharynx. Firstly, as reported in many
anatomic studies [11,12], little variation was observed in
the vascular anatomy of the lower limb. The septocuta-
neous perforators always run on the deep transverse fascia
of the leg in the septum between the flexor digitorumlon-
gus and soleus, and a large number of these septocutaneous
perforators could be found at the distal leg. Therefore, com-
pared with other fasciocutaneous flaps, the harvest of the
posterior tibial flap is much simpler. Secondly, our study
showed that the mean thickness of the skin paddle was
1.2 cm and the size of the flaps ranged from 5 × 7 cm to
7 × 12 cm. The posterior tibial flap is a thin and pliable flap.
Compared with the anterior lateral thigh flap, the poster-

ior tibial flap is particularly suitable for resurfacing defects
of the hypopharyngeal mucosa with optimal functional and
aesthetic outcomes, although the anterior lateral thigh flap
does not require skin graft on the leg donor site for almost
all cases. Lastly, since these flaps provide a long pedicle and
large vessels, the microvascular anastomosis is presumably
safe and the choice of recipient vessels in the neck is flex-
ible, which is especially important for patients with a his-
tory of previous surgery or radiotherapy.
However posterior tibial flap reconstruction has its

limitations. A major tributary of the lower limb is sacri-
ficed which might jeopardize circulation and subsequently
induce ischemia. Although the distal leg is supplied with
redundant blood flow and multiple arterial-arterial con-
nections that provide a rich vascular network even after
removal of the posterior tibial artery [13], strict selection
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criteria should be used to exclude patients with insuffi-
cient distal leg circulation. By following such criteria, we
ensured that no worsening of peripheral vascular disease
or distal limb ischemia occurred in the present study dur-
ing the postoperative period.
Posterior tibial flap reconstruction also may compli-

cate wound healing and cause hemorrhage, necrosis,
pulmonary infections, and fistula. In our studyfour pa-
tients developed pharyngeal fistulas which were accom-
panied by hypoproteinemia which might be associated
with the patients’ severe nutritional deficiencies. Well-
vascularized coverage of the reconstructed hypopharynx,
exposed vessels of the operating field, and surrounding cu-
taneous defect can help avoid these complications. In
addition, perioperative nutritional support and dressing
changes are very important to prevent complications, and
anti-inflammatory drugs should also be considered.
Optimal reconstructive procedures should cause the

least mortality and morbidity and the best preservation
of the functions of the hypopharynx and larynx [14]. In
the current study, the posterior tibial flaps survived and
the hypopharyngeal and laryngeal functions were pre-
served in all the patients, resulting in good quality of life
for the patients. The most important factor in the sur-
vival of posterior tibial flaps is to keep the patency of the
anastomosed vessels. We found that four factors in par-
ticular contributed to the patency of the anastomoses
and the survival of the posterior tibial flaps: (1) when
the calibers of the donor vein and acceptor vein were
significantly different, the two veins were joined with an
end-to-side anastomosis (for example, the end of the
posterior tibial vein was anastomosed with the side of
the internal jugular vein) to prevent possible venous
thrombosis through the negative pressure of the jugular
vein; (2) Two pairs of veins were usually anastomosed to
ensure adequate blood backflow and consequently reduce
the congestion and edema of the flaps; (3) postoperative
anticoagulant spasmolytic medications were applied; and
(4) the posterior tibial flap was frequently monitored post-
operatively using electronic laryngoscopy to identify any
early disruption to the blood supply.
It has been reported that there is a high incidence of

submucosal tumor extension along the longitudinal axis of
the hypopharynx in patients with SCCHP and that these
tumors extend from 10 to 25 mm into the submucosa
[15,16]. Apparently, the complete resection of tumor is an-
other important factor affecting the outcomes of recon-
struction. Therefore, in our study we cautiously adhered
to appropriate resection margins in three dimensions dur-
ing surgery for SCCHP to ensure sufficient safe margins.
To date, the management of lymph nodes in hypo-

pharyngeal cancer remains a challenging problem. It has
been reported that for patients with clinically negative
cervical lymph nodes, 36% of cervical lymph nodes on
the side of the primary tumor and 27% of contralateral
cervical lymph nodes contained a metastatic tumor [17].
Because of the high propensity for early metastasis to
the contralateral neck, selective neck dissection on the
contralateral cervical lymph nodes was carried out for
patients with positive or negative cervical lymph nodes
on the side of the primary tumor and followed by post-
operative radiotherapy, which is effective for the treat-
ment of lymph node metastases.
In the present study we obtained satisfactory results using

posterior tibial flaps, including few postoperative complica-
tions, short time to feeding, functional organ preservation
in the larynx and hypopharynx, and acceptable quality of
life. However, a longer follow-up period is required to in-
vestigate the actual survival rate for future survival rate
evaluation. In summary, our experience demonstrates that
the posterior tibial flap is a safe and reliable choice for the
reconstruction of hypopharynx defects.

Consent
Written informed consent was obtained from all patients
for presentation of the paper and accompanying images.

Abbreviations
SCCHP: Squamous cell carcinoma of the hypopharynx; TNM: Tumor, Lymph
Node, Metastasis; UICC: Union for International Cancer Control.

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

Authors’ contributions
Study conception and design: LG, TX, CF, LJ. Acquisition of data: CF, LJ, WL,
LD, ZY, WQ. Data Analysis and interpretation: LG, TX, CF, LJ, WL, LD, ZY, WQ.
Drafting of manuscript: LG, TX, CF, LJ, WL, LD, ZY, WQ. Critical revision: LG,
TX, CF, LJ. All authors read and approved the final manuscript. All authors
read and approved the final manuscript

Author details
1Department of Otolaryngology Head and Neck Surgery, West China
Hospital, Sichuan University, 37 Guoxue Alley, Chengdu 610041, People’s
Republic of China. 2Department of Head and Neck Surgery, the University of
Texas, MD Anderson Cancer Center, 1515 Holcombe Boulevard, Houston, TX
77030, USA. 3Department of Otorhinolaryngology-Head and Neck Surgery,
Changhai Hospital, Second Military Medical University, 168 Changhai Road,
Shanghai 200433, People’s Republic of China. 4Radiology Department of
Shanghai Ninth People’s Hospital Affiliated Shanghai Jiaotong University
School of Medicine, 639 Zhizaoju Road, Shanghai 200011, People’s Republic
of China.

Received: 23 October 2013 Accepted: 9 May 2014
Published: 24 May 2014

References
1. Murakami Y, Ikari T, Haraguchi S: Excision level and indication for

contralateral neck dissection in hypopharyngeal cancer surgery.
Auris Nasus Larynx 1985, 12(Suppl 2):S36–S40.

2. Bradley PJ: Multidisciplinary clinical approach to the management of
head and neck cancer. Eur Arch Otorhinolaryngol 2012, 269:2451–2454.

3. Plouin-Gaudon I, Lengele B, Desuter G: Conservation laryngeal surgery for
selected pyriform sinus cancer. Eur J SurgOncol 2004, 30:1123–1130.

4. Joo YH, Sun DI, Cho KJ: Fasciocutaneous free flap reconstruction for
squamous cell carcinoma of the hypopharynx. Eur Arch Otorhinolaryngol
2011, 268:289–294.



Chen et al. World Journal of Surgical Oncology 2014, 12:163 Page 7 of 7
http://www.wjso.com/content/12/1/163
5. Harii K, Ebihara S, Ono I: Pharyngoesophageal reconstruction using a
fabricated forearm free flap. Plast Reconstr Surg 1985, 75:463–476.

6. Ng RW, Chan JY, Mok V: Free posterior tibial flap for head and neck
reconstruction after tumor expiration. Laryngoscope 2008, 118:216–221.

7. Wu WC, Chang YP, So YC: The anatomic basis and clinical applications of
flaps based on the posterior tibial vessels. Br J Plast Surg 1993, 46:470–479.

8. Ozdemir R, Kocer U, Sahin B: Examination of the skin perforators of the
posterior tibial artery on the leg and the ankle region and their clinical
use. Plast Reconstr Surg 2006, 117:1619–1630.

9. Lin SD, Lai CS, Chou CK: The distally based posterior tibial arterial
adipofascial flap. Br J Plast Surg 1992, 45:284–287.

10. Hung LK, Lao J, Ho PC: Free posterior tibial perforator flap: anatomy and
a report of 6 cases. Microsurgery 1996, 17:503–511.

11. Koshima I, Itoh S, Nanba Y: Medial and lateral malleolar perforator flaps
for repair of defects around the ankle. Ann Plast Surg 2003, 51:579–583.

12. Attinger CE, Evans KK, Bulan E: Angiosomes of the foot and ankle and
clinical implications for limb salvage: reconstruction, incisions, and
revascularization. Plast Reconstr Surg 2006, 117:261S–293S.

13. Chan YW, Ng RW, Wei WI: Anatomical study and clinical applications of
free posterior tibial flap in the head and neck region. Plast Reconstr Surg
2011, 128:131e–139e.

14. Wadsworth JT, Futran N, Eubanks TR: Laparoscopic harvest of the jejunal
free flap for reconstruction of hypopharyngeal and cervical esophageal
defects. Arch Otolaryngol Head Neck Surg 2002, 128:1384–1387.

15. Davidge-Pitts KJ, Mannel A: Pharyngolaryngectomy with
extrathoracicesophagectomy. Head Neck Surg 1983, 6:571–574.

16. Ho CM, Ng WF, Lam KH: Submucosal tumor extension in hypopharyngeal
cancer. Arch Otolaryngol Head Neck Surg 1997, 123:959–965.

17. Buckley JG, MacLennan K: Cervical node metastases in laryngeal and
hypopharyngeal cancer: a prospective analysis of prevalence and
distribution. Head Neck 2000, 22:380–385.

doi:10.1186/1477-7819-12-163
Cite this article as: Chen et al.: Free posterior tibial flap reconstruction
for hypopharyngeal squamous cell carcinoma. World Journal of Surgical
Oncology 2014 12:163.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit


	Abstract
	Objectives
	Subjects and methods
	Results
	Conclusion

	Background
	Case presentation
	Operative technique
	Postoperative treatment
	Outcome evaluation
	Patient demographics
	Surgical outcomes
	Functional outcomes
	Oncologic outcomes

	Conclusions
	Consent
	Abbreviations
	Competing interests
	Authors’ contributions
	Author details
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.440 793.440]
>> setpagedevice


