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Abstract

Background: An implantable port device provides an easily accessible central route for long-term chemotherapy.
Venous catheter migration is one of the rare complications of venous port implantation. It can lead to side effects
such as pain in the neck, shoulder, or ear, venous thrombosis, and even life-threatening neurologic problems.
To date, there are few published studies that discuss such complications.

Methods: This retrospective study of venous port implantation in a single center, a Taiwan hospital, was conducted
from January 2011 to March 2013. Venous port migration was recorded along with demographic and characteristics
of the patients.

Results: Of 298 patients with an implantable import device, venous port migration had occurred in seven, an
incidence rate of 2.3%. All seven were male and had received the Bard port Fr 6.6 which had smaller size than
TYCO port Fr 7.5 and is made of silicon. Significantly, migration occurred in male patients (P = 0.0006) and in those
with lung cancer (P = 0.004). Multivariable logistic regression analysis revealed that lung cancer was a significant risk
factor for port migration (odds ratio: 11.59; P = 0.0059). The migration rate of the Bard port Fr 6.6 was 6.7%. The
median time between initial venous port implantation and port migration was 35.4 days (range, 7 to 135 days) and
71.4% (5/7) of patients had port migration within 30 days after initial port implantation.

Conclusions: Male sex and lung cancer are risk factors for venous port migration. The type of venous port is also
an important risk factor.

Keywords: Venous port, Migration
Background
Venous port implantation is widely used for the safe de-
livery of systemic chemotherapy in patients with cancer.
However, various complications have been documented
and the total complication rate ranges from 0.4% to 29%
[1-6]. Catheter migration is a rare complication with an
unknown cause that occurs in about 0.9 to 2% of patients
[3,5,7,8]. It can lead to side effects such as pain in the
neck, shoulder, or ear, venous thrombosis [9-12], and even
life-threatening neurologic problems [13-15]. Because of
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its rarity, very few studies have been published that exten-
sively tackled venous catheter migration [3,7]. This retro-
spective study is an investigation of venous port migration
in a hospital in Taiwan. Related literature is also reviewed.
Methods
All patients who underwent venous port implantation
(BardPort® 6.6 Fr implantable port, NJ, USA (Bard port)
or Autosuture Chemosite® Fr 7.5, Tyco healthcare group,
Connecticut, USA (TYCO port)) for chemotherapy at
Kaohsiung Municipal Ta-Tung Hospital between 1 January
2011 and 31 March 2013, were retrospectively eva-
luated. The Bard port® was made of silicon while the
Autosuture Chemosite® was made of polyurethane (PU).
The procedures were all performed by an experienced
surgeon (Dr. WC Fan) under local anesthesia. The ves-
sel cut-down method was used for catheter cannulation.
. This is an open access article distributed under the terms of the Creative
ommons.org/licenses/by/2.0), which permits unrestricted use, distribution, and
iginal work is properly cited.
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After venostomy, the distal end of the entry vessel was
controlled and the catheter was inserted via the superior
vena cava. The cephalic vein was the first choice for entry
exploration and occasionally, the subclavian vein was the
point of entry if the cephalic vein was difficult to access.
All locations of the implanted venous ports were con-

firmed by fluoroscopy and post-operative x-rays. The sur-
geon ensured that all of the tips of the venous catheters
were located at the junction of the superior vena cava and
right atrium (cavo-atrial junction) intra-operatively. The
cavo-atrial junction was the point at which the superior
vena cava met and joined the superior wall of the right
atrium. For purposes of radiographic visualization, the most
reliable indicators of the junction were the carina and the
overlying vertebrae. The junction lay two vertebral body
units below the carina [16].
The term ‘venous port migration’ referred to a venous

port that was not in the correct position. This was diag-
nosed based on chest x-ray taken before the course of
chemotherapy in a patient (Figure 1). The Institutional
Review Board of Kaohsiung Medical University Hospital
approved this study.
Data were entered and analyzed using the JMP statistical

software (version 9.0, SAS Institute Inc., Cary, NC, USA).
Demographic data, underlying cancer, and related covari-
ates were compared between the group with and without
port migration using the Fisher’s exact test for categorical
variables or Wilcoxon rank sum test for continuous vari-
ables. To identify the major factors associated with port
migration, multivariable logistic regression was performed.
Statistical significance level was set at P < 0.05.

Results
A total of 298 patients with mean (± standard deviation)
age of 61.4 ± 12.3 years were enrolled. Among them, 145
Figure 1 A 48-year-old man who underwent (A) venous port implanta
(48.7%) were male (Table 1). Moreover, 104 patients re-
ceived the Bard port and 194 received the TYCO port.
The patients who received the Bard port implantation
were older, with male predominance. More patients in the
Bard port group received their port through the right side
via the cephalic vein. In terms of port migration, the Bard
port had a significantly higher migration rate, up to 6.7%,
compared to 0% of the TYCO port (P = 0.0006).
Based on the occurrence of port migration, the pa-

tients were further classified into the migration group
and non-migration group (Table 2). The mean age and
mean body mass index (BMI) did not differ significantly
between the two groups. Venous port migration oc-
curred in only seven patients in this retrospective study.
All of them were male, used the Bard port, and received
their port via the cephalic vein. Five (71.4%) of them
were lung cancer patients.
Multivariable logistic regression analysis of the factors

related to port migration revealed that lung cancer was a
significant risk factor for port migration (odds ratio (OR):
11.59, 95% confidence interval (CI): 2.25 to 87.73; P =
0.0059). Sex and venous port type were not included in
the model because all of the patients in the migration
group were male and had been fitted with the Bard port
(Table 3).
The median time between initial venous port implant-

ation and port migration was 35.4 days (range, 7 to 135
days), 71.4% of which occurred within 30 days after ini-
tial port implantation.
There were no complications associated with the port

migration as it was promptly detected before intraven-
ous chemotherapy was administered. All of the patients
successfully underwent surgical revision of the venous
port and no recurrence of port migration was noted till
the end of the study.
tion experienced (B) catheter migration after 21 days.



Table 1 Baseline characteristics of the patients using different ports

All patients Bard port TYCO port P value

n % n % n %

Patient number 298 104 194

Age 0.0116

mean ± standard deviation 61.4 ± 12.3 63.9 ± 11.3 60.1 ± 12.7

median (inter-quartile range) 61 (54 to 70.8) 63.1 (56.3 to 72) 60 (51 to 69)

Sex 0.0034

Female 153 51.3% 41 39.4% 112 57.7%

Male 145 48.7% 63 60.6% 82 42.3%

Body mass index 0.1077

mean ± standard deviation 24.2 ± 6.8 23.4 ± 3.6 24.7 ± 8.0

medium (inter-quartile range) 23.6 (21.1 to 26.4) 23.4 (21.1 to 25.4) 23.9 (21.0 to 26.7)

Migration 0.0006

No 291 97.7% 97 93.3% 194 100.0%

Yes 7 2.3% 7 6.7% 0 0.0%

Side < 0.0001

Left 97 32.6% 19 18.3% 78 40.2%

Right 201 67.5% 85 81.7% 116 59.8%

Entering vessel < 0.0001

Cephalic vein 261 87.6% 102 98.1% 159 82.0%

Subclavian vein 37 12.4% 2 1.9% 35 18.0%

Malignancy (indication for the port)

Head and neck tumor 17 5.7% 4 3.9% 13 6.7%

Lung cancer 59 19.8% 32 30.8% 27 13.9%

Esophageal cancer 2 0.7% 0 0.0% 2 1.0%

Breast cancer 55 18.5% 4 3.9% 51 26.3%

Gastric cancer 14 4.7% 7 6.7% 7 3.6%

Colorectal cancer 64 21.5% 29 27.9% 35 18.0%

Hepatobiliary and pancreatic tumor 8 2.7% 3 2.9% 5 2.6%

Ovary cancer and cervical cancer 26 8.7% 7 6.7% 19 9.8%

Urological cancer 37 12.4% 12 11.5% 25 12.9%

Leukemia and lymphoma 11 3.7% 3 2.9% 8 4.1%

Other malignancy 3 1.0% 1 1.0% 2 1.0%

Malnutrition, no malignancy 2 0.7% 2 1.9% 0 0.0%

Lung cancer 0.0007

Yes 59 19.8% 32 30.8% 27 13.9%

No 239 80.2% 72 69.2% 167 86.1%
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Discussion
This report demonstrates that the type of venous port
may lead to different migration rates. Moreover, male sex
and lung cancer patients also have significantly higher mi-
gration rates.
An implantable port device provides easy access for

long-term chemotherapy. A recent retrospective analysis
of more than 3,000 chest-port placements by interven-
tional radiologists provides a good analysis of outcomes,
including a nearly 100% technical success rate and an
overall complication rate of 11.8% (1.3% peri-procedural,
3.3% early, and 9.4% late complications) [17]. Early com-
plications include pneumothorax, hematoma, malposition,
embolism, or arrhythmia, which are often related to the



Table 2 Characteristics of the patients with and without port migration

Migration group Non-migration group P value

n % n %

Patient number 7 291

Age 0.1181

mean ± SD 68.1 ± 10.7 61.2 ± 12.4

median (inter-quartile range) 71 (62 to 74) 61 (54 to 70.3)

Gender 0.0060

Female 0 0.0% 153 52.6%

Male 7 100.0% 138 47.4%

Body mass index 0.3211

mean ± standard deviation 24.9 ± 1.8 24.2 ± 6.9

medium (inter-quartile range) 24.7 (23.3 to 26.9) 23.6 (21 to 26.4)

Venous port type 0.0006

Bard Fr 6.6 7 100.0% 97 33.3%

TYCO Fr 7.5 0 0.0% 194 66.7%

Side 0.4338

Left 1 14.3% 96 33.0%

Right 6 85.7% 195 67.0%

Entering vessel 0.6025

Cephalic vein 7 100.0% 254 87.3%

Subclavian vein 0 0.0% 37 12.7%

Malignancy (indication for the port)

Head and neck tumor 0 0.0% 17 5.8%

Lung cancer 5 71.4% 54 18.6%

Esophageal cancer 0 0.0% 2 0.7%

Breast cancer 0 0.0% 55 18.9%

Gastric cancer 1 14.3% 13 4.5%

Colorectal cancer 0 0.0% 64 22.0%

Hepatobiliary and pancreatic tumor 0 0.0% 8 2.7%

Ovary cancer and cervical cancer 0 0.0% 26 8.9%

Urological cancer 0 0.0% 37 12.7%

Leukemia and lymphoma 1 14.3% 10 3.4%

Other malignancy 0 0.0% 3 1.0%

Malnutrition, no malignancy 0 0.0% 2 0.7%

Lung cancer 0.0040

Yes 5 71.4% 54 18.6%

No 2 28.6% 237 81.4%
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placement technique. Delayed complications include skin
necrosis, infection, catheter fracture, occlusion, throm-
bosis, and migration [1,2,6-8,17].
Infectious and thrombotic issues dominate port compli-

cations. The reported rates of long-term venous access in-
fections range from 0.6% to 27% and depend on catheter
location, catheter type, and patient’s immune status [18].
Spontaneous venous port migration is rare and occurs in
about 0.9 to 2% of patients, according to published articles
[3,5,7,8]. In one study, the indicated incidence of catheter
migration is about 0.04/1,000 catheter days.
In fluoroscopy-assisted port catheter implantation, pri-

mary migration (intra-operative) of the catheter tip is rare
but secondary migration (post-operative) may occur due
to high intra-thoracic pressure, arm movement, or other
unknown causes. This current study reveals a similar inci-
dence of venous port migration of 2.34%. However, there
is a significantly higher incidence of venous port migration



Table 3 Multivariable logistic regression analysis of
factors affecting port migration

Variables Odds Ratio 95% CI P value

All study subjects

Age > 60 versus age≤ 60 4.85 (0.77 to 94.61) 0.1542

BMI≥ 24 versus BMI < 24 2.60 (0.50 to 15.34) 0.2578

Right versus left 2.15 (0.31 to 42.73) 0.4980

Lung cancer versus others 11.59 (2.25 to 87.73) 0.0059

Patients using Bard port

Age > 60 versus age≤ 60 4.28 (0.64 to 86.22) 0.2019

BMI≥ 24 versus BMI < 24 2.46 (0.47 to 14.54) 0.2877

Right versus left 1.22 (0.16 to 25.72) 0.8638

Lung cancer versus others 7.59 (1.47 to 58.03) 0.0235

Male patients

Age > 60 versus age≤ 60 3.35 (0.51 to 68.47) 0.2826

BMI≥ 24 versus BMI < 24 2.45 (0.47 to 14.56) 0.2911

Right versus left 2.27 (0.33 to 45.38) 0.4704

Lung cancer versus others 7.03 (1.37 to 53.15) 0.0283

Lung cancer patients

Age > 60 versus age≤ 60 2.59 (0.34 to 53.55) 0.4152

BMI≥ 24 versus BMI < 24 1.65 (0.19 to 12.53) 0.6216

Right versus left 1.32 (0.14 to 28.65) 0.8201
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in patients whose venous port is Bard Fr 6.6 compared to
the Autosuture Chemosite® Fr 7.5. Some reasons can be
posited. The smaller caliber port (Bardport® Fr 6.6) may be
more flexible and have more potential of migrating to the
ipsilateral internal jugular vein. Furthermore, BardPort® is
made of silicon whereas the Autosuture Chemosite® is
made of PU. Silicon is more flexible than PU and this may
account for the higher migration rate.
In a report of Wu et al., there is no difference between

any port types. However, the incidence of migration in the
Bard Fr 6.6 is as high as 3.69% (15/406), much higher than
that of other types [3].
The most common migration site is the internal ju-

gular vein. Sometimes, catheters migrate to the peri-
cardiophrenic vein and cause cardiac tamponade [19].
Cough-induced port migration to the right axillary vein
has also been reported. Other migration/malposition sites
are the left subclavian vein, right internal thoracic vein,
inferior thyroid vein, left brachial vein, and right brachio-
cephalic vein. All of the seven cases involve catheter migra-
tion into the ipsilateral internal jugular vein. In addition, a
high infusion flow rate can also make the tip migrate.
Wu et al. have stated that shallow catheter-tip location

and the presence of lung cancer are risk factors for catheter
migration. Strategies that ensure low catheter-tip location
and avoid increased thoracic pressure may be useful pre-
ventive measures [3]. Once migration is detected, prompt
correction is important. A catheter tip position in the right
atrium or ventricle may cause cardiac arrhythmia, perfor-
ation, tamponade, or thrombosis. When the central venous
catheter tip is located in an undesirable site, the injected
drugs or fluid will also directly enter a small caliber vein
and subsequently induce complications like neck pain,
shoulder pain, ear pain, venous phlebitis, or thrombosis.
Some venous port migrations have been detected following
chest x-ray in patients who complain of right neck pain.
The inadvertent infusion of irritant drugs may be life-

threatening if neurologic complications and cortical vein
thrombosis occur [13,14]. Fortunately, no complications
developed in the study period because each migration
event was promptly detected prior to chemotherapy.
The mechanism of venous port migration remains un-

clear but physical forces acting on the catheter has been
proposed, including increased intra-thoracic pressure
due to coughing, sneezing, or weight lifting, changes in
body position, or physical movements like abduction or
adduction of the arms or hyper-extension of the shoul-
der [3,10]. Among these possible mechanisms, cough is
the most common in several case reports [12]; severe
cough can generate up to 300 mmHg of intra-thoracic
pressure against a closed glottis, followed by forceful ex-
pulsion of air and secretions via the glottic opening.
Vigorous changes in intra-thoracic pressure may result
in herniation of a short segment of the shaft of the cath-
eter into the jugular vein [20]. Repeated cough may cause
progressive herniation and eventually complete the caudal
migration of the catheter tip [3]. Moreover, cough is the
most common symptom in patients with lung cancer. This
hypothesis may explain why, in the study by Wu et al. and
in the present study, lung cancer patients have a higher in-
cidence of migration than other cancers. A high infusion
flow rate can also lead to tip migrate, as reported.
In the current study, venous port migrations occur early

after implantation. In a swine model, central venous cathe-
ters have a partial or circumferential mixed cellular and
non-cellular covering consisting of smooth muscle cells,
thrombus, and areas with endothelial cell populations. Less
prominent cellularity and more prominent collagen con-
tent develop after 30 to 45 days. With longer catheter in-
dwelling time, an endothelial layer, indistinguishable from
the adjacent vein wall, covers the catheter surface [21].
The experiment may explain why migration occurs within
30 days in most of the patients in the present study.
Once migration is detected, prompt revision is import-

ant to avoid complications. Re-positioning through ei-
ther surgery-based revision or radiologic interventional
procedure shows very high initial success rates [7,12,22].
The trans-femoral snaring technique is also a quick and
easy method to re-position the catheter tip [23].
A limitation of this study is its small case number;

therefore further large-scale studies are warranted.
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Conclusion
This is the first study to report that the type of venous
port may affect the port migration rate. Male sex and lung
cancer patients also have significantly higher migration
rates. Port migration often occurs within 30 days after the
initial implantation. Periodic check-ups by chest X-ray of
catheter location are crucial for detecting catheter tip mi-
gration and for early intervention to prevent potential
complications.

Abbreviation
BMI: Body mass index.

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

Authors’ contributions
CJY designed the study. WCF and CHW drafted the manuscript. MJT did the
analysis. YMT and HLC participated in study design and data collection. JYH
and PHC collected data and processed the data. All of the authors read and
approved the final manuscript.

Acknowledgements
The authors express their gratitude to staff of the Statistical Analysis
Laboratory, Department of Medical Research, Kaohsiung Medical University
Hospital, Kaohsiung Medical University for their assistance. The work was
supported by the grant (kmtth-102-035) of Kaohsiung Municipal Ta-Tung
Hospital, Kaohsiung Medical University.

Author details
1Department of Surgery, Kaohsiung Medical University, 68 ChungHwa 3rd Road,
Cianjin District, Kaohsiung City 80145, Taiwan. 2Department of Internal Medicine,
Kaohsiung Municipal Ta-Tung Hospital, Kaohsiung Medical University Hospital,
Kaohsiung Medical University, 68 ChungHwa 3rd Road, Cianjin District, Kaohsiung
City 80145, Taiwan. 3Division of Pulmonary and Critical Care Medicine,
Department of Internal Medicine, Kaohsiung Medical University Hospital,
Kaohsiung, Taiwan. 4School of Medicine, College of Medicine, Kaohsiung Medical
University, Kaohsiung, Taiwan.

Received: 17 August 2013 Accepted: 27 December 2013
Published: 14 January 2014

References
1. Gonda SJ, Li R: Principles of subcutaneous port placement. Tech Vasc

Interv Radiol 2011, 14:198–203.
2. Kim HJ, Yun J, Kim HJ, Kim KH, Kim SH, Lee SC, et al: Safety and

effectiveness of central venous catheterization in patients with cancer:
prospective observational study. J Korean Med Sci 2010, 25:1748–1753.

3. Wu CY, Fu JY, Feng PH, Liu YH, Wu CF, Kao TC, et al: Risk factors and
possible mechanisms of intravenous port catheter migration. Eur J Vasc
Endovasc Surg 2012, 44:82–87.

4. Kock HJ, Pietsch M, Krause U, Wilke H, Eigler FW: Implantable vascular
access systems: experience in 1,500 patients with totally implanted
central venous port systems. World J Surg 1998, 22:12–16.

5. Poorter RL, Lauw FN, Bemelman WA, Bakker PJ, Taat CW, Veenhof CH:
Complications of an implantable venous access device (Port-A-Cath)
during intermittent continuous infusion of chemotherapy. Eur J Cancer
1996, 32A:2262–2266.

6. Yeste SL, Galbis Caravajal JM, Fuster Diana CA, Moledo EE: Protocol for the
implantation of a venous access device (Port-A-Cath system): the
complications and solutions found in 560 cases. Clin Transl Oncol 2006,
8:735–741.

7. Lum PS, Soski M: Management of malpositioned central venous
catheters. J Intraven Nurs 1989, 12:356–365.

8. Biffi R, De BF, Orsi F, Pozzi S, Mauri S, Goldhirsch A, et al: Totally
implantable central venous access ports for long-term chemotherapy: a
prospective study analyzing complications and costs of 333 devices with
a minimum follow-up of 180 days. Ann Oncol 1998, 9:767–773.
9. Binnebosel M, Grommes J, Junge K, Gobner S, Schumpelick V, Truong S:
Internal jugular vein thrombosis presenting as a painful neck mass due
to a spontaneous dislocated subclavian port catheter as long-term
complication: a case report. Cases J 2009, 2:7991.

10. Collin GR, Ahmadinejad AS, Misse E: Spontaneous migration of
subcutaneous central venous catheters. Am Surg 1997, 63:322–326.

11. Bruninx G, Matte JC, VanWilder F, Delcour C: Catheter migration of a
Port-A-Cath system. Cardiovasc Intervent Radiol 1996, 19:435–437.

12. Wu PY, Yeh YC, Huang CH, Lau HP, Yeh HM: Spontaneous migration of a
Port-A-Cath catheter into ipsilateral jugular vein in two patients with
severe cough. Ann Vasc Surg 2005, 19:734–736.

13. Klein HO, Segni ED, Kaplinsky E: Unsuspected cerebral perfusion: a
complication of the use of a central venous pressure catheter. Chest
1978, 74:109–110.

14. Souter RG, Mitchell A: Spreading cortical venous thrombosis due to
infusion of hyperosmolar solution into the internal jugular vein. Br Med J
(Clin Res Ed) 1982, 285:935–936.

15. Gilner LI: The ‘ear-gurgling’ sign. N Engl J Med 1977, 296:1301.
16. Baskin KM, Jimenez RM, Cahill AM, Jawad AF, Towbin RB: Cavoatrial

junction and central venous anatomy: implications for central venous
access tip position. J Vasc Interv Radiol 2008, 19:359–365.

17. Nagel SN, Teichgraber UK, Kausche S, Lehmann A: Satisfaction and quality
of life: a survey-based assessment in patients with a totally implantable
venous port system. Eur J Cancer Care (Engl) 2012, 21:197–204.

18. Yildizeli B, Lacin T, Batirel HF, Yuksel M: Complications and management of
long-term central venous access catheters and ports. J Vasc Access 2004,
5:174–178.

19. Collier PE, Blocker SH, Graff DM, Doyle P: Cardiac tamponade from central
venous catheters. Am J Surg 1998, 176:212–214.

20. Rasuli P, Hammond DI, Peterkin IR: Spontaneous intrajugular migration of
long-term central venous access catheters. Radiology 1992, 182:822–824.

21. Forauer AR, Theoharis CG, Dasika NL: Jugular vein catheter placement:
histologic features and development of catheter-related (fibrin) sheaths
in a swine model. Radiology 2006, 240:427–434.

22. Gebauer B, Teichgraber UK, Podrabsky P, Werk M, Hanninen EL, Felix R:
Radiological interventions for correction of central venous port catheter
migrations. Cardiovasc Intervent Radiol 2007, 30:668–674.

23. Ahn KS, Yoo K, Cha IH, Seo TS: Spontaneously migrated tip of an
implantable port catheter into the axillary vein in a patient with severe
cough and the subsequent intervention to reposition it. Korean J Radiol
2008, 9(Suppl):S81–S84.

doi:10.1186/1477-7819-12-15
Cite this article as: Fan et al.: Risk factors for venous port migration in a
single institute in Taiwan. World Journal of Surgical Oncology 2014 12:15.
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
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Results
	Discussion
	Conclusion
	Abbreviation
	Competing interests
	Authors’ contributions
	Acknowledgements
	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


