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Is There Value in Early Postoperative
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Abstract
Introduction: Despite the recommendation for postoperative orthopedic follow-up after a hip fracture in elderly patients, many
patients do not return for these visits. In this study, we attempt to determine if early follow-up (<4 weeks post-discharge) changes
orthopedic post-operative management. Materials and. Methods: 1232 patients aged > 55 years old who underwent operative
fixation for hip fractures were enrolled into an orthopedic trauma registry and followed from hospitalization through one year.
Demographics, comorbidities, injury severity, and hospital course data were collected. Need for readmission and orthopedic
follow-up were ascertained through chart review. Results: 417 patients (33.8%) patients did not return for any follow-up and
30 (2.4%) patients died <30 days from discharge. 370 (45.5%) patients had early orthopedic follow-up �28 days after discharge.
317 (38.9%) patients were seen �29 days after discharge (late follow-up). 127 (15.6%) patients returned for isolated
non-orthopedic care. There were 23 (6.2%) readmissions in the early group, 17 (5.4%) in the late group, and 24 (18.9%) in the no
follow-up group (p < 0.001). Patients discharged home were more likely to present for early follow-up compared to those with
late and non-orthopedic follow-up (p ¼ 0.002), however there was no difference in readmission rates between those discharged
home vs. SNFs/SARs. Discussion: Patients who received isolated non-orthopedic follow-up within 4 weeks of surgery expe-
rienced more hospital readmissions than those with follow-up in that time period; however, these readmissions were primarily
due to medical issues. There was no difference in orthopedic-related readmissions and changes in orthopedic management
between groups. Patients discharged to SNFs/SARs did not present for early orthopedic as often as those discharged home.
Conclusion: Early orthopedic follow up after hip fracture care does not change post-operative management in these patients and
has implications for value-based care. Level of Evidence: Prognostic Level III.
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Introduction

Hip fractures are a known cause of morbidity, mortality, and

cost in the geriatric population. The United States spends

nearly $3 billion USD for hip fracture care, and this cost is

expected to rise with an increase in the geriatric population.1,2

As we encounter increasing frailty in patients, there is an asso-

ciated rise in cost of care.3,4 Furthermore, hip fracture patients

are more likely to be discharged to a subacute rehabilitation

center, especially when they are considered high risk or high

frailty, which in turn further increases costs associated with

their care.5

Previous studies have demonstrated that routine radiographs

following fracture surgery in the early post-operative period do

not change management.6-9 Thus, the remaining potential pur-

poses of early post-operative follow-up of these patients may
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be to evaluate incisions, remove sutures, and screen for and

mitigate orthopedic complications.

Appropriate patient follow-up after surgery can often be

challenging for certain patient populations, whether discharged

home or to a post-acute care facility such as a subacute reha-

bilitation center (SAR) or skilled nursing facility (SNF). In the

early post-operative period, transportation to clinic for routine

follow-up may be more challenging in this patient population

to include the need for medical transportation. For those at

SAR or SNF, early follow-up requires inter-facility transporta-

tion that may even involve prolonged immobilization on a

stretcher. The purpose of this study is to determine if the early

(<4 week) post-operative care following discharge for hip frac-

ture fixation or arthroplasty impacts readmission rates or

changes orthopedic management.

Materials and Methods

Over a 4 year period, patients aged 55 years or older who were

admitted with a femoral neck, intertrochanteric, or subtrochan-

teric hip fracture (AO/OTA fracture classification of 31A; 31B;

and 32(A, B, C).1) were enrolled prospectively in a IRB-approved

trauma registry and followed from hospitalization through one

year. Demographics, patient comorbidities (measured by the

Charlson Comorbidity Index), injury severity (measured by Glas-

gow Coma Scale and Abbreviated Injury Scale subscores includ-

ing head, chest, and extremity/pelvis), and patient functional

status (including use of assistive devices, ambulatory capacity,

and independence in activities of daily living) were collected.

Individual charts were reviewed and follow-up points were

identified. Patients were grouped into either the early

follow-up <28 days or in the late follow-up (>28 days) groups.

Discharge destinations were recorded and 30-day readmission

data was also obtained. All patients who were discharged,

whether they went to a SAR or home, were given a “routine

postoperative” appointment in their discharge paperwork for

follow-up at 2-3 weeks. All complications were recorded. Statis-

tical analyses including chi-square, independent-samples t-tests,

and analysis of variance (ANOVA) were performed using IBM

SPSS Statistics software, version 25.0 (Armonk, NY).

Results

1232 patients with either a femoral neck, intertrochanteric, or

subtrochanteric hip fracture met inclusion criteria. Of these

patients, 491(39.8%) had femoral neck fractures, 663 (53.9%)

had intertrochanteric fractures and 78 (6.3%) had subtrochan-

teric fractures (Table 1).

418 patients (33.9%) patients did not return for any follow-up

and 30 (2.4%) patients died <30 days from discharge. 370

(45.5%) patients had early orthopedic follow-up�28 days after

discharge. 317 (38.9%) patients were seen�29 days postopera-

tively (late follow-up). Of note, 127 (15.6%) patients returned

for isolated non-orthopedic care to either a primary care or a

medical specialty appointment (mean time to follow-up 50.0 +
40.3 days).

There were 23 (6.2%) readmissions in the early follow-up

group, 17 (5.4%) in the late follow-up group, and 24 (18.9%) in

the non-orthopedic follow-up group (p < 0.001). There were no

differences in follow-up or readmissions when stratified by

fracture classification. Of the 64 readmissions observed in this

study, 8 (12.5%) were related to the patient’s orthopedic injury;

the remainder were due to medical related issues (Table 2).

Orthopaedic related complications were very low and did not

seem to differ by group. Patients who were discharged home

were more likely to present for early follow-up compared to

those with late and no orthopedic follow-up (31.4% vs. 19.9%
vs. 22.8%, respectively, p ¼ 0.002), however there was no

difference in readmission rates between those discharged home

vs. SAR/SNF (7.7% vs 7.9%, p ¼ 0.916).

A binomial logistic regression to determine the effects of

age, CCI, discharge location, and follow-up group on readmis-

sion was performed. The model was statistically significant

(p < 0.001). The variables of CCI and follow-up group were

associated; each increase in CCI increased likelihood of read-

mission by a factor of 1.3 (p¼ 0.001) and patients that received

Table 1. Demographic Characteristics by Follow-up Group.

Initial orthopedic follow-up

�28 days (N ¼ 370) 29 days to 22 weeks (N ¼ 317) Non-orthopedic visit (N ¼ 127) p

Age (mean + SD) 80.0 + 10.3 81.1 + 9.6 81.5 + 10.0 0.197
Sex (% female), n (%) 258 (69.7%) 242 (76.3%) 76 (59.8%) 0.002
CCI (mean + SD) 1.2 + 1.4 1.3 + 1.7 1.9 + 1.8 <0.001
Fracture Type, n (%) 0.994
Intertrochanteric 181 (48.9%) 158 (49.8%) 63 (49.6%)
Femoral Neck 167 (45.1%) 142 (44.8%) 56 (44.1%)
Subtrochanteric 22 (5.9%) 17 (5.4%) 8 (6.3%)
Disposition, n (%) <0.001
Home 116 (31.4%) 63 (19.9%) 29 (22.8%)
SNF/SAR 254 (68.6%) 254 (80.1%) 98 (77.2%)
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isolated non-orthopedic follow-up were 1.7 times more likely

to be readmitted (p ¼ 0.002).

Discussion

The study results demonstrate that hip fracture follow-up is

highly variable, and our loss of follow-up (33.9%) is consistent

with what is reported within the literature.10,11 The medical

aspect of hip fracture care was shown to have a higher impact

on readmissions than orthopedic-related issues. Kuoriokosi and

Soderlund demonstrated that routine follow-up after proximal

femur fractures within the first 10 weeks postoperatively does

not change management from an orthopedic standpoint.11 The

authors suggested that patients with postoperative issues (e.g.

postoperative infection) would seek an appointment prior to

their routine scheduled follow-up and this occurred in about

3% of their patients.

Similarly, Halonen et al. demonstrated that within their

cohort of 200 intertrochanteric hip fractures, there was a 0.9%
change in treatment at a planned outpatient visit due to

orthopedic-related issues. Most infections, pressure sores, and

mechanically-related complications were seen either in the ER

or through unplanned outpatient visits.12 Both authors proposed

that routine follow-up after these injuries will unlikely change

the course of postoperative care. The low overall complication

rate noted in both series demonstrate that orthopedic-related

complications are not encountered frequently. The readmission

rate within this study is similar to what is seen not only in prior

studies, but also relative to a general orthopedic trauma popula-

tion.13 Furthermore, the study highlighted that the majority of

readmissions in an orthopedic trauma population were either

related to medical reasons or non-complications (e.g. planned

re-admission, new injuries, transfers).

Table 2. Reasons for Readmission by Follow-up Group.

Initial orthopedic follow-up

�28 days 29 days to 22w No orthopedic visit

Unrelated to Injury
Altered Mental Status 3 1
Atrial fibrillation with RVR 1
SVT 1
Bradycardia/Hypotension 1 1
Aortic Aneurysm 1
Syncope 2 1 2
Upper GI bleed 2
Pneumonia 1 1
Pleural effusion 1
DIC 1
UTI 5 3 2
Urinary Retention 1
Sacral Ulcer 1
CHF exacerbation 1 1
COPD Exacerbation 1
Sepsis 2
J tube dislodgement 1
Cholestatic Obstructive Liver Disease 1
Anemia 2 1 1
Respiratory Failure 1 1
DVT/PE 1 1
Mastocytosis 1
Dysphagia 1 1
Ileus 1
Diverticulitis 1
Stroke 1
Subdural Hematoma 1
Symptomatic Hypercalcemia 1
Wound Dehiscence (Unrelated to Orthopedic Injury 1

Orthopedic Injury-Related
Wound dehiscence 2 1
Periprosthetic Fracture 1
Prosthetic joint infection 1
Hip Dislocation 1 1
Limb Edema 1

Total Readmissions 23 17 24
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Our study demonstrates that patients who are discharged

home are more likely to have attended their scheduled

follow-up appointment. Patients who are typically discharged

to a SNF typically incur higher costs and complications.4,14

While this study did not demonstrate any difference in read-

mission rates between patient who were discharged home and

patients who were discharged to SAR or SNF, it did highlight

the challenges associated with follow-up for patients receiving

post-acute care. Our experience with follow-up from a SAR or

SNF is that it requires planning and coordination for the patient

to be able to leave the care center and report to the office.

Transportation to the office is typically done through an

ambulette and other non-emergency EMS transportation. These

transportation modalities incur significant costs that are depen-

dent not only on the geographic location, but also on the

distance traveled and time spent during travel.15 The baseline

rate for an ambulette service for transport from a SAR is about

$150-200 USD; however, this number is subject to the acuity of

care, number of passengers, as well as distance traveled. This

was cost value is provided to us from a rehab center associated

with our level 1 trauma center and can vary per geographical

region. If the upper end of this value is used, in our cohort of

124 SNF patients with early follow up, transportation itself

comprises $24,800 USD. Furthermore, many of these patients

are transported immobilized on a stretcher for the duration of

preparation to travel, travel, clinic wait, clinic visit, return

travel, and return to SAR/SNF.

Given the low number of orthopedic-related complications

in these patients, routine follow-up for hip fracture patients,

most notably to those discharged to SAR/SNFs, may incur

extraneous increased costs. However, it is noted that in our

study that patient readmission rates are most likely impacted

by medical complications postoperatively and should thus have

close follow medical follow-up either in a post-acute care set-

ting or as an outpatient. These medical complications are often

independent of the surgical procedure can potentially inflate

readmission rates.13 In lieu of in-person orthopedic early

post-operative follow-up, telemedicine visits may be a viable

alternative to maintain active orthopedic oversight of patient

care without adding cost to the overall episode of care.

Our study does have limitations. The hospitals in our center

are tertiary urban hospitals so these results may not be repre-

sentative of other institutions through the country. There is an

inherent bias in patients who are able to maintain follow up;

they are either at a rehab facility that is run well enough to

allow for this or are discharged home and have involved family

and support to maintain follow up. Furthermore, our study is

retrospective in nature and data is limited to what is available

through chart review.

Conclusion

Patients with isolated non-orthopedic follow-up experienced

more readmissions than those with follow-up. Despite this,

there was no difference in orthopedic-related readmissions and

changes in orthopedic management between groups as medical

complications drive readmissions in both cohorts. Patients dis-

charged to SAR/SNF, while less likely to have orthopedic

follow-up, and place increased cost on the episode of care

primarily through transportation costs. While orthopedic man-

agement is likely unchanged in this cohort of patients, follow

up should consist of either phone calls or telemedicine visits at

the minimum from an orthopedic perspective. Medical

follow-up and management either in a SAR/SNF or with a

patient’s primary care may be necessary to minimize post-

operative readmissions for geriatric hip fractures to decrease

readmission rates.

Declaration of Conflicting Interests

The author(s) declared the following potential conflicts of interest

with respect to the research, authorship, and/or publication of this

article: Dr. Konda reports the following conflict of interest: Stryker

Orthopedics consultant. Dr. Egol reports the following conflict of

interest: Exactech, Inc consultant. All authors declare that they have

no conflicts of interest related to the contents of this manuscript.

Funding

The author(s) disclosed receipt of the following financial support for

the research, authorship, and/or publication of this article: Authorship

has been granted only to those individuals who have contributed sub-

stantially to the research or manuscript. No sources of funding have

been granted for this study.

ORCID iD

Sanjit R. Konda, MD https://orcid.org/0000-0001-8488-2677

References

1. Braithwaite RS, Col NF, Wong JB. Estimating hip fracture

morbidity, mortality and costs. J Am Geriatr Soc. 2003;51(3):

364-370.

2. Lott A, Belayneh R, Haglin J, Konda S, Egol KA. Effectiveness of

a model bundle payment initiative for femur fracture patients.

J Orthop Trauma. 2018;32(9):439-444.

3. Konda SR, Lott A, Egol KA. The coming hip and femur fracture

bundle: a new inpatient risk stratification tool for care providers.

Geriatr Orthop Surg Rehabil. 2018;9:2151459318795311

4. Konda SR, Lott A, Saleh H, Lyon T, Egol KA. Using trauma

triage score to risk-stratify inpatient triage, hospital quality

measures, and cost in middle-aged and geriatric orthopaedic

trauma patients. J Orthop Trauma. 2019;33(10):525-530.

5. Konda SR, Saleh H, Lott A, Egol KA. Predicting discharge loca-

tion among low-energy hip fracture patients using the score for

trauma triage in the geriatric and middle-aged (STTGMA). Adv

Orthop. 2018;2018:9793435.

6. Ghattas TN, Dart BR, Pollock AG, Hinkin S, Pham A, Jones TL.

Effect of initial postoperative visit radiographs on treatment

plans. J Bone Joint Surg Am. 2013;95(9):e57. S51.

7. Grenier E, Tennent D, Patzkowski J, Hsu J, Johnson A. Do routine

radiographs obtained at initial outpatient postoperative visit

change management? J Surg Orthop Adv. 2017;26(3):143-147.

8. Phelps K, Coleman M, Seymour R, Bosse M. Utility of routine

postoperative radiographs after fixation of lower extremity frac-

tures. J Am Acad Orthop Surg. 2018;26(22):799-808.

4 Geriatric Orthopaedic Surgery & Rehabilitation

https://orcid.org/0000-0001-8488-2677
https://orcid.org/0000-0001-8488-2677
https://orcid.org/0000-0001-8488-2677


9. van Gerven P, Rubinstein SM, Nederpelt C, et al. The value of

radiography in the follow-up of extremity fractures: a systematic

review. Arch Orthop Trauma Surg. 2018;138(12):1659-1669.

10. Prieto-Alhambra D, Moral-Cuesta D, Palmer A, et al. The impact

of hip fracture on health-related quality of life and activities of

daily living: the SPARE-HIP prospective cohort study. Arch

Osteoporos. 2019;14(1):56.

11. Kuorikoski JM, Soderlund TP. Evaluation of a routine follow-up

visit after an internal fixation of proximal femoral fracture. Injury.

2017;48(2):432-435.

12. Halonen LM, Vasara H, Stenroos A, Kosola J. Routine follow-up

is unnecessary after intramedullary fixation of trochanteric

femoral fractures—Analysis of 995 cases. Injury. 2020;51(6):

1343-1345.

13. Kelly EA, Gonzalez LJ, Hutzler L, Konda SR, Leucht P, Egol KA.

Readmissions are not what they seem: incidence and classifica-

tion of 30-day readmissions after orthopedic trauma surgery.

J Orthop Trauma. 2020;34(2):e72-e76.

14. Konda SR, Lott A, Egol KA. Development of a value-based

algorithm for inpatient triage of elderly hip fracture patients.

J Am Acad Orthop Surg. 2019;28(13):e566-e572.

15. Hains IM, Marks A, Georgiou A, Westbrook JI. Non-emergency

patient transport: what are the quality and safety issues?

A systematic review. Int J Qual Health Care. 2011;23(1):68-75.

Ganta et al 5



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /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


