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Early repolarization with horizontal ST segment
may be associated with aborted sudden cardiac
arrest: a retrospective case control study
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Abstract

Background: Risk stratification of the early repolarization pattern (ERP) is needed to identify malignant early
repolarization. J-point elevation with a horizontal ST segment was recently suggested as a malignant feature of the
ERP. In this study, the prevalence of the ERP with a horizontal ST segment was examined among survivors of
sudden cardiac arrest (SCA) without structural heart disease to evaluate the value of ST-segment morphology in risk
stratification of the ERP.

Methods: We reviewed the data of 83 survivors of SCA who were admitted from August 2005 to August 2010.
Among them, 25 subjects without structural heart disease were included. The control group comprised 60 healthy
subjects who visited our health promotion center; all control subjects were matched for age, sex, and underlying
disease (diabetes mellitus, hypertension). Early repolarization was defined as an elevation of the J point of at least
0.1 mV above the baseline in at least two continuous inferior or lateral leads that manifested as QRS slurring or
notching. An ST-segment pattern of <0.1 mV within 100 ms after the J point was defined as a horizontal ST
segment.

Results: The SCA group included 17 men (64%) with a mean age of 49.7 ± 14.5 years. The corrected QTc was not
significantly different between the SCA and control groups (432.7 ± 37.96 vs. 420.4 ± 26.3, respectively; p = 0.089).
The prevalence of ERP was not statistically different between the SCA and control groups (5/25, 20% vs. 4/60, 6.7%,
respectively; p = 0.116). The prevalence of early repolarization with a horizontal ST segment was more frequent in
the SCA than in the control group (20% vs. 3.3%, respectively; p = 0.021). Four SCA subjects (16%) and one control
subject (1.7%) had a J-point elevation of >2 mm (p = 0.025). Four SCA subjects (16%) and one (1.7%) control
subject had an ERP in the inferior lead (p = 0.025).

Conclusion: The prevalence of ERP with a horizontal ST segment was higher in patients with aborted SCA than in
matched controls. This result suggests that ST morphology has value in the recognition of malignant early
repolarization.
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Background
The early repolarization pattern (ERP) has been recog-
nized as a benign variant for the last six decades. Recent
case control studies have, however, showed an associ-
ation between idiopathic ventricular fibrillation and early
repolarization [1-3]. In addition, population-based stud-
ies have reported that early repolarization is associated
with an increased risk of cardiac death in the Western
and Asian general populations [4-6]. These results have
called attention to risk stratification of ERP to identify
malignant ERP [7]. Suggested malignant features thus
far are a history of familial sudden death [1], J-wave
amplitude of >0.2 mV [1,3], and J-wave distribution of
the inferior lead [3]. However, additional studies com-
paring malignant and asymptomatic ERP are needed to
clarify the characteristics of malignant ERP [8]. Recent
studies reported that early repolarization with ST eleva-
tion has a good prognosis [9,10], but an ERP with a
horizontal ST segment is associated with idiopathic ven-
tricular fibrillation [11]. In this study, the prevalence of
the suggested malignant features of ERP, including the
newly reported ERP with a horizontal ST segment, was
examined among survivors of sudden cardiac arrest
(SCA) without structural disease to determine whether
these features are associated with a history of SCA.

Methods
Study population
We reviewed the data of 83 survivors of SCA who were
admitted to our center from August 2005 to August
2010. We enrolled patients with a normal coronary ar-
tery on coronary angiography and no identifiable struc-
tural disease on follow-up echocardiography. Patients
were excluded if a reversible cause of SCA was diag-
nosed (such as electrolyte imbalance or drug poisoning).
Patients with Brugada syndrome, defined as right bundle
branch block and ST-segment elevation of >0.2 mV in
more than two precordial V1–3 leads, were excluded. We
also excluded patients with a history of structural heart
disease, obstructive pulmonary disease, and end-stage
renal disease. A total of 25 subjects were identified as hav-
ing survived SCA without structural heart disease. Electro-
cardiograms (ECGs) taken at the first office visit after
discharge or the last ECG were reviewed. In two cases,
ECGs that were taken before the cardiac arrest were avail-
able. This study was approved by the ethics review board
of Konkuk University Hospital (KUH 1010063).

Control group
The control group comprised 60 healthy subjects who vis-
ited the health promotion center of Konkuk University Hos-
pital, Seoul, Korea from 1 December 2010 to 20 December
2010. This population was matched for age, sex, and
underlying disease (hypertension and diabetes mellitus).
Measurement and data collection
ECGs were evaluated in random order by two physicians
who were blinded to the subject grouping. The presence
of ERP was checked. Early repolarization was defined as
a QRS-ST junction elevation of at least 1 mm (0.1 mV)
above the baseline in at least two continuous inferior or
lateral leads that manifested as QRS slurring or notching
(Figure 1A). The amplitude of the J-point elevation was
measured, and a J-point elevation of >0.2 mV was
defined as a large-amplitude J-point elevation.
A horizontal ST segment was defined as a <0.1-mV

elevation of the ST segment within 100 ms (Figure 1B).
An ST-segment pattern elevation of >0.1 mV within 100
ms after the J point was defined as an ascending ST seg-
ment (Figure 1C). Serum LDL and total cholesterol
levels and corrected QT intervals were also determined.
The corrected QTc interval was calculated by Bazett’s
formula.

Statistical analysis
Continuous variables are displayed as mean ± SD, and
categorical variables are presented as number and per-
centage. Continuous variables between the SCA and
control groups were compared using Student’s t test.
Categorical variables were compared with the two-tailed
Fisher’s exact test. A p value of <0.05 was considered
statistically significant. Statistical analysis was performed
with PASW statistical software (version 17).

Results
The SCA group included 16 men and 9 women with a
mean age of 49.6 ± 12.7 years. The control group
included 60 subjects who were well matched for age
(52.2 ± 16 years), sex (37 men and 23 women), and
prevalence of hypertension (12% vs. 25%, respectively;
p = 0.249) and diabetes mellitus (12% vs. 16%, respect-
ively; p = 0.747) (Table 1).
The corrected QTc was not significantly different be-

tween the SCA and control groups (432.7 ± 37.96 vs.
420.4 ± 26.3, respectively; p > 0.05), but the serum LDL
level was significantly higher in the control group (83 ±
37.6 vs. 112 ± 27.8, p = 0.02). In the analysis of the pre-
senting ECG at the time of admission, 10 (40%) subjects
had ventricular arrhythmia, 1 (4%) had pulseless elec-
trical activity, and 14 (56%) had asystole. J-point eleva-
tion was present in five survivors (20%) of SCA and four
(6.7%) control subjects (Table 2). However, the preva-
lence of J-point elevation was not statistically different
(p = 0.116). The prevalence of early repolarization with a
horizontal ST segment was more frequent in the SCA
group than in the control group (20% vs. 3.3%, respect-
ively; p = 0.021). J-point elevation of >2 mm was more
common in the SCA group than in the control group
(16% vs. 1.7%, respectively; p = 0.025). More aborted



Figure 1 The definition of early repolarization patterns. (A) Early repolarization: defined as a QRS-ST junction elevation of at least 1 mm (0.1
mV) above the baseline in at least two continuous inferior or lateral leads that manifests as QRS slurring or notching (thick arrow). (B) A horizontal
ST segment was defined as a J-point elevation of <0.1 mV within 100 ms after the J point (46-yr-old man in SCA group). (C) An ascending ST
segment was defined as a J-point elevation of >0.1 mV within 100 ms after the J point (44-yr-old man in control group).
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SCA subjects had an ERP in the inferior lead compared
with the control group (16% vs. 1.7%, respectively; p =
0.025).

Discussion
Recent studies have raised concerns about ERP-related
SCA. However, little data on risk stratification of ERP
are available. In 1961, Wasserburger et al. defined
early repolarization as an ST-segment elevation at the
J junction of the QRS complex accompanied by down-
ward concavity of the ST segment and suggested that
it is a normal variant [12]. Subsequent long-term
studies failed to find any adverse consequences [13,14].
In 2000, Gussak et al. suggested that an ERP may cause
malignant arrhythmias by showing that the ERP reflect-
ing dispersion of repolarization in arterially perfused
canine left ventricle wedge preparations facilitates ven-
tricular arrhythmia by phase-2 re-entry [15]. Case con-
trol studies have shown that the prevalence of ERP was
statically higher in the idiopathic ventricular fibrillation
group than in the controls. In 2008, Haissaguerre et al.
and Nam showed a significant association between
ERP and ventricular fibrillation in their case control
studies [1,2]. Furthermore, subsequent studies based on
general population cohorts suggested that an ERP is
Table 1 Clinical characteristics of sudden cardiac arrest
group and control group

Sudden cardiac arrest Control p value

Subjects, n 25 60

Male, n (%) 16 (64) 37 (61.6) p = 1.0

Hypertension, n (%) 3 (12) 15 (25) p = 0.249

DM, n (%) 3 (12) 10 (16) p = 0.747

Age, years 49.6 ±12.7 52.2 ± 16 p = 0.274

QTc, ms 432.7 ± 37.96 420.4 ± 26.3 p = 0.089

LDL, mg/dl 87 ± 37.6 112 ± 27.8 p = 0.02
associated with sudden cardiac death in Western and
Asian populations [4-6].
However, it is inappropriate to compare previous stud-

ies with recent studies suggesting ERP is associated with
SCA because the definition of ERP in recent studies dif-
fers from that of Wasserburger [16]. The classical defin-
ition of ERP focused on the downward concavity of the
ST segment in the lateral leads because of its critical as-
sociation with myocardial infarction and pericarditis
[10]. On the other hand, a new definition suggested by
Haissaguerre et al. only requires a slurred or notched J-
point elevation of >0.1 mV in two contiguous inferior or
lateral leads; ST-segment elevation is not necessary. In a
recent study, Tikkanen et al. subgrouped the ERP into
an ascending ST segment and horizontal ST segment by
ST-segment morphology [9]. The definitions of ascend-
ing ST segment and horizontal ST segment in the
present study originated from their work. These defini-
tions represent ERP subgroupings as one compatible
with the old description and another that was not origin-
ally considered to be early repolarization [16]. They
showed that an ERP with a horizontal/descending ST
segment, but not an ERP with an ascending ST segment,
was associated with an increased risk of sudden cardiac
death in the general population [9]. Uberoi et al. also
found no significant association between an ERP with an
ascending ST segment and cardiac mortality in their
outpatient-based retrospective population study [10].
Another recent study by Rosso et al. reported that J-
point elevation with a horizontal ST segment has a
three-fold higher odds ratio for idiopathic ventricular
fibrillation compared with J-point elevation only (OR,
13.8 and 95 % CI, 5.1–37.2 vs. OR, 4 and 95% CI, 2.0–
7.9, respectively) and concluded that the combination of
J-point elevation with a horizontal ST segment improves
the ability to distinguish malignant forms of ERP [11].
Interestingly, the ERP itself, which was suggested to be a
predictor of sudden cardiac death, was not associated



Table 2 Incidence of early repolarization and characteristics among study group and control group

Sudden cardiac arrest Control p value

Early repolarization (inf+lat) n, (%) 5 (20) 4 (6.7) p = 0.116

J-point elevation of >2 mV, n (%) 4 (16) 1 (1.7) p = 0.025

ER with horizontal ST 5 (20) 2 (3.3) p = 0.021

ER with ascending ST 0 (0) 2 (3.3) p > 0.05

Distribution of ER

Inferior lead, n (%) 4 (16) 1 (1.7) p = 0.025

Lateral lead, n (%) 1 (4) 3 (5) p = 1.0
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with SCA in this study; however, an ERP with a horizon-
tal ST segment was associated with SCA. This may have
resulted not only from the small number of subjects in
this study, but also the low relative risk of early repolari-
zation per se [5]. The results of this study support the
conclusions of the studies by Tikkanene et al. and Rosso
et al. Other suggested malignant features (J-point eleva-
tion of >0.2 mV and ERP location in the inferior wall)
were associated with SCA, and this result is also consist-
ent with those of previous studies [3,5]. To the best of
our knowledge, this study is the first case control study
to examine the prevalence of malignant ERP features in
patients with SCA. The prevalence of the ERP in the
control group was 6.7%. This result is comparable with
that in a study by Tikkanen et al., who showed that the
prevalence of ERP was 5.8% among 10,864 middle-aged
North European subjects [5]. According to the study by
Uberoi et al., the prevalence of the ERP with an ascend-
ing ST segment among 29,181 Americans was 2.3%, and
it was 3.3% in the control group of this study [10].
Explanation for the favorable outcomes of an ERP with

an elevated ST segment is not sufficient. In the study by
Tikkanen et al., the subjects in the ERP group with an
ascending/upsloping ST segment were younger and had
a lower blood pressure, lower heart rate, shorter QTc
duration, and higher prevalence of left ventricular hyper-
trophy on ECG. These results suggest that an ERP with
an ascending ST segment might occur secondary to
ECG changes in athletes [9]. In addition, Bastiaenen
et al. showed that early repolarization with a horizontal
ST segment may be associated with abnormal depolar-
ization based on the finding that subjects with early
repolarization with a horizontal ST segment had a longer
QRS duration [16]. However, the evidence for abnormal
depolarization in early repolarization syndrome is still
controversial [17], and the association between early
repolarization with a horizontal ST segment and late
depolarization has not been well studied.

Study limitations
First, the number of subjects was small. Further large
and prospective population-based studies are needed to
confirm the risk of early repolarization with a horizontal
ST segment. Second, electrophysiology tests were not
performed in this study. Recent studies demonstrated
that the prevalence of abnormal late potentials, which
are usually associated with depolarization abnormality, is
not low, suggesting that the ERP is associated with
depolarization abnormality [18,19]. Thus, further studies
involving large numbers of patients with SCA and asso-
ciated ERP are needed to understand the underlying
pathophysiology of malignant ERP. Third, the provoca-
tion to induce coronary spasm could not be performed
in the aborted SCA group because of the inversed risk-
benefit balance. Obtaining a detailed history during the
post-cardiac arrest follow-up would limit the possibility
of coronary spasm.
Conclusion
In this study, we demonstrated that an ERP with a hori-
zontal ST segment was more prevalent in the SCA group
than in the matched controls. This result confirms those
of prior general population-based studies and case con-
trol studies and suggests that all ERPs might not be gen-
erated in the same way because ST-segment morphology
seems to have important value in the risk stratification
of early repolarization.
Competing interests
The authors declare that they have no competing interests.

Authors’ contributions
Sung Hea Kim and Do Young Kim participated in data analysis and drafted
the initial manuscript. Hyun-Joong Kim and Soon Yong Suh participated
in the sequence alignment and critical revision. Sang Man Jung and
Seong Woo Han participated in the design of the study and performed the
statistical analysis. Kyu-Hyung Ryu conceived the study, participated in its
design and coordination, and helped to draft the manuscript. All authors
made substantial contributions to the acquisition of data. All authors read
and approved the final manuscript.

Author details
1Department of Internal Medicine, Konkuk University School of Medicine,
Konkuk, South Korea. 2Department of Cardiology, Korea Guro University
Hospital, Seoul, South Korea. 3Heart Center, Gachon University of Medicine
and Science, Gil Hospital, Incheon, South Korea. 4Department of Internal
Medicine, College of Medicine, Hallym University, Seoul, South Korea.



Kim et al. BMC Cardiovascular Disorders 2012, 12:122 Page 5 of 5
http://www.biomedcentral.com/1471-2261/12/122
5Division of Cardiology, Department of Internal Medicine, Hallym University
Medical Center, 94-200 Yeongdeungpo-Dong, Yeongdeungpo-Gu, Seoul
150-719, South Korea.

Received: 2 June 2012 Accepted: 4 December 2012
Published: 11 December 2012

References
1. Haissaguerre M, Derval N, Sacher F, Jesel L, Deisenhofer I, de Roy L, et al:

Sudden cardiac arrest associated with early repolarization. N Engl J Med
2008, 358:2016–2023.

2. Nam GB, Ko KH, Kim J, Park KM, Rhee KS, Choi KJ, et al: Mode of onset of
ventricular fibrillation in patients with early repolarization pattern vs.
brugada syndrome. Eur Heart J 2010, 31:330–339.

3. Rosso R, Kogan E, Belhassen B, Rozovski U, Scheinman MM, Zeltser D, et al:
J-point elevation in survivors of primary ventricular fibrillation and
matched control subjects: incidence and clinical significance. J Am Coll
Cardiol 2008, 52:1231–1238.

4. Haruta D, Matsuo K, Tsuneto A, Ichimaru S, Hida A, Sera N, et al: Incidence
and prognostic value of early repolarization pattern in the 12-lead
electrocardiogram. Circulation 2011, 123:2931–2937.

5. Tikkanen JT, Anttonen O, Junttila MJ, Aro AL, Kerola T, Rissanen HA, et al:
Long-term outcome associated with early repolarization on
electrocardiography. N Engl J Med 2009, 361:2529–2537.

6. Sinner MF, Reinhard W, Muller M, Beckmann BM, Martens E, Perz S, et al:
Association of early repolarization pattern on ECG with risk of cardiac
and all-cause mortality: a population-based prospective cohort study
(MONICA/KORA). PLoS Med 2010, 7:e1000314.

7. Levy S, Sbragia P: ECG repolarization syndrome abnormalities (J wave
syndromes) and idiopathic ventricular fibrillation: diagnostic and
management. J Interv Card Electrophysiol 2011, 32:181–186.

8. Rosso R, Adler A, Halkin A, Viskin S: Risk of sudden death among young
individuals with J waves and early repolarization: putting the evidence
into perspective. Hear Rhythm 2011, 8:923–929.

9. Tikkanen JT, Junttila MJ, Anttonen O, Aro AL, Luttinen S, Kerola T, et al:
Early repolarization: electrocardiographic phenotypes associated with
favorable long-term outcome. Circulation 2011, 123:2666–2673.

10. Uberoi A, Jain NA, Perez M, Weinkopff A, Ashley E, Hadley D, et al: Early
repolarization in an ambulatory clinical population. Circulation 2011,
124:2208–2214.

11. Rosso R, Glikson E, Belhassen B, Katz A, Halkin A, Steinvil A, et al:
Distinguishing “benign” from “malignant early repolarization”: the value
of the ST-segment morphology. Hear Rhythm 2012, 9:225–229.

12. Wasserburger RH, Alt WJ: The normal RS-T segment elevation variant.
Am J Cardiol 1961, 8:184–192.

13. Kambara H, Phillips J: Long-term evaluation of early repolarization
syndrome (normal variant RS-T segment elevation). Am J Cardiol 1976,
38:157–6.

14. Klatsky AL, Oehm R, Cooper RA, Udaltsova N, Armstrong MA: The early
repolarization normal variant electrocardiogram: correlates and
consequences. Am J Med 2003, 115:171–177.

15. Gussak I, Antzelevitch C: Early repolarization syndrome: clinical
characteristics and possible cellular and ionic mechanisms.
J Electrocardiol 2000, 33:299–309.

16. Bastiaenen R, Behr ER: Early repolarisation: controversies and clinical
implications. Heart 2012, Epub ahead of print.

17. Wellens HJ: Early repolarization revisited. N Engl J Med 2008, 358:2063–2065.
18. Ohkubo K, Watanabe I, Okumura Y, Kofune M, Nagashima K, Mano H, et al:

Prevalence of prominent J waves in patients presenting with ventricular
fibrillation without structural heart disease: a single-center study.
J Cardiol 2012, 59:313–320.

19. Abe A, Ikeda T, Tsukada T, Ishiguro H, Miwa Y, Miyakoshi M, et al: Circadian
variation of late potentials in idiopathic ventricular fibrillation associated
with J waves: insights into alternative pathophysiology and risk
stratification. Hear Rhythm 2010, 7:675–682.

doi:10.1186/1471-2261-12-122
Cite this article as: Kim et al.: Early repolarization with horizontal ST
segment may be associated with aborted sudden cardiac arrest: a
retrospective case control study. BMC Cardiovascular Disorders 2012
12:122.
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
	Conclusion

	Background
	Methods
	Study population
	Control group
	Measurement and data collection
	Statistical analysis

	Results
	Discussion
	Study limitations

	Conclusion
	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 0.0000
  /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


