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Abstract: Oxidative stress markers and apoptosis were estimated during elective surgical heart revascularization. Eight
patients with good ejection fraction underwent coronary artery bypass grafting (CABG) with the use of warm blood car-
dioplegia. Two right atrium auricle biopsy specimens were collected before and after the operation. Specimens underwent
immunocytochemical analysis of mitochondrial manganese superoxide dismutase (MnSOD) expression and apoptosis esti-
mation by the TUNEL method. Ultrastructure analysis under electron microscope was made. Satisfactory results of the oper-
ation were obtained. After CABG the MnSOD expression increase in sections of auricles was observed through the increase
of stain intensity and the percentage of cells with positive stain (from 30 to 80%). The apoptotic cells percentage remained
at approximately the same level. Under the electron microscope insignificant pathological changes were observed. On this
basis one may assume that in the case of cardiosurgical procedures with short aorta cross-clamping time and low operation
risk level the application of cardioplegia sufficiently prevents reactive oxygen forms (ROF) cytotoxic activity although it
does not inhibit the expression of oxidative stress (OS) markers. In our opinion the method of examining right atrium sec-
tions is safe and provides results comparable with other publications. It may also be a voice in the discussion on new meth-
ods of heart protection during cardiac surgery procedures.
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Introduction

Cardiac surgery on arrested heart with the application
of extracorporeal circulation has been a safe method of
treatment of numerous heart diseases, including coro-
nary disease, for dozens of years. However, the cessa-
tion of coronary circulation involves the risk of postis-
chemic reperfusion injury in the form of low output
syndrome or the irreversible heart infarct (necrosis) [1-
4]. To minimise the consequences of the myocardial
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ischemia during the surgery, a number of protection
methods have been introduced, the most important one
is the application of cardioplegia [5,6].

The heart is an organ characterised by exceptional
aerobic metabolism which is extremely sensitive to
ischemia: the reserve of ATP after aorta cross-clamp-
ing (cessation of coronary perfusion) is sufficient for
only about a dozen heart systoles. As a result of coro-
nary circulation cessation the oxidative phosphoryla-
tion cessation takes place, ATP level decreases, there is
also anaerobic metabolites retention as well as free
radicals and peroxide production.

The production of free radicals and oxidative stress
that induces myocardial injuries in the ischemia/reper-
fusion period and the detection of oxidative stress after
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Table 1. Administration of warm blood cardioplegia according to the Calafiore protocol at 37°C.

Portion Lime aller Blood flow K' solution flow Time of Fntire dose of’ K'
No. cmssl-r(:]]jzﬁjlpmg [ml/min] [ml/h] application [min] [mEg/]
1 0 300 bolus 2 ml, then 150 2 18-20
2 15 200 120 2 20
3 30 200 90 2 135
4 45 200 6l 3 10
5 6l 200 40 4 6.3
5} 75 200 40 3 6.3

cardioplegic arrest are susceptible indicators of the
efficacy of myocardial protection.

The toxic effect of reactive oxygen forms (ROF)
during reperfusion is called oxidative stress (OS) and
is related to the affinity of ROF to cell structures
including lipids, proteins and nucleic acids. The oxida-
tive reaction leads to cell malfunctions or even cells
necrosis the consequence of which is organ insuffi-
ciency (the so called postoperative heart failure) [7,8].

A conventionally used method of heart muscle pro-
tection is cardioplegia implemented to cardiac surgery
as a standard in the 50s of the previous century. Cur-
rently applied cardioplegic solutions are based on
depolarizing abilities of potassium ions; however,
research is conducted on low-potassium cardioplegia
using sodium or magnesium ions [5,9,11].

The protective effect of cardioplegia consists in
quick cardiac arrest in diastole by cell membrane
depolarisation and suppressing its electric activity. The
additional decrease of myocardium oxygen demand
during long operative procedures may be achieved by
decreasing heart temperature thanks to: external cool-
ing or cooled cardioplegic solution.

Currently used cardioplegic solutions are divided into
two groups, the first one i.e., blood cardioplegia is based
on patient's own blood and the other one the crystalloid
cardioplegia, is an ion aqueous solution, its formula is
similar to intracellular or extracellular fluid. Blood car-
dioplegia is obtained by mixing patient's blood with
crystalloid cardioplegia by a ratio of 4:1 or 8:1, another
method is adding potassium ions directly to blood (e.g.:
the Calafiore protocol). Cardioplegia is administered to
an aortic bulb, directly to coronary ostium (the so called
antegrade) or to coronary sinus (the so called retrograde)
at 37°C (normothermia) or below this temperature
(hypothermia). At present there is no universal method
of heart muscle protection. The selection of a particular
method depends mainly on the preferences and experi-
ence of a particular centre or surgeon [5,6].

There are numerous publications comparing blood
and crystalloid cardioplegia [17-21]. Most of the
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authors claim that blood cardioplegia has better pro-
tective activity thanks to natural antioedematous,
buffering and antioxidative properties. Thus it is rec-
ommended especially in the case of patients with
decreased left ventricle ejection fraction or in the case
of patients with indications for an urgent procedure,
e.g. recent infarct or instable angina [8,12,13]. Regard-
less of this, in meta-analyses encompassing both long-
an short-term observations, no significant differences
in mortality, morbidity and life quality after surgical
heart revascularisation were found [17,18]. Moreover
the supporters of crystalloid cardioplegia direct atten-
tion to lower costs and easier administration (often in
one dose) which additionally reduces the time of aorta
cross-clamping and myocardial ischemia.

In the Department of Cardiac Surgery of the Wro-
claw Medical University we use mainly warm blood
cardioplegia (in normotermia) in accordance with the
Calafiore protocol (Table 1).

The aim of the study was to analyse oxidative stress
indicators (MnSOD) in heart muscle samples taken form
right atrium auricle of patients subjected to coronary
artery bypass grafting (CABG). Additionally protective
properties of applied warm blood cardioplegia were to be
estimated in the aspect of apoptotic cells occurrence and
changes in cardiomyocytes ultrastructure.

Materials and methods

Patient population. Prospective research encompassed 8 patients
(1 woman and 7 men) at the age of 55-87, the average age was
69+8.56, with stabile coronary disease (mean CCS was 2, Euro
Logistic 2.65%) and good initial left ventricle ejection fraction
(EF), (Table 2). The present study followed the ethical guidelines
of our department and informed consent was obtained from all
patients.

Surgical technique. All patients underwent surgical coronary
revascularisation (CABG) by sternotomy using cardiopulmonary
bypass (CPB). Warm blood cardioplegia protection was adminis-
tered according to the Calafiore protocol in maximum three por-
tions into the aortic bulb. Mean ejection fraction before the proce-
dure was 60.62(£9.5)% for the whole group, mean time of the
aorta cross-clamping was 29.5(£9.46) minutes. Approximately
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Table 2. Preoperative profile of patients.
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Table 3. Early operative results.

Number of paticnis 8 Mean number of bypasses 305
Mean additive LuroSCORL 27548222 Mean aorta cross-clamping time[min| 29519 46
Mean logistic LuroSCORL 2.65% Mean CPB time [min] 68.62+19.91
Angina pectoris CCS 2+0.7 Mean intubation time [h] 7.5£2.29
Sex (male/ female) n Mean intensive care department stay [day | 3.25+1.39
Age 69+8.56 Mean Ll" 4 day aller procedure | %] 58.12+8.63
y - H 0, 6249 - K gl afie . .
Mean EF before operation [%4] 60.62+9.5 Mean CK-MB level 24h aller procedure 50 87541592
[ng/ml.]
TABP aller operation 0 (0%)
3(%0.5) coronary artery bypass grafts were applied; each patient - — .
received one arterial by-pass (the left interior thoracic artery to the Mean time of hospitalization |day | 975
left anterior descending artery). Right atrium auricle biopsy spec- Morbidity:
imer}s were .collected from all patients: the first one when con- reth {)ra(:,{)tomy due to bleeding 1(12.5%)
necting cardiopulmonary bypass, the second one after reperfusion et AL o
. o X . postloperative Al 3 (37.5%)
time, before decannulization. All specimens underwent immuno- : e o
histochemical examination and ultrastructure analysis under an perioperative infarct 0 (0%)
clectron microscope Y calecholamins aller operation 2 (25%)
' wound infeclion 0 (0%)
Preparation of the paraffin sections. The auricle biopsy speci- Morltality: 0 (0%)

mens were fixed in 10% neutral-buffered formalin solution, cut
into 2 x 2 x 0.5 mm blocks and dehydrated in a series of graded
ethanol solutions and set in paraffin. The paraffin blocks were cut
at room temperature at 3.5 uM thickness using a microtome (Leica
RN 2255). The cut fragment was floated on distilled water, mount-
ed on glass slide, then it was dried on a hot plate at 60°C. The sec-
tions were deparaffinised in a xylene-ethanol series and also dehy-
drated in an ethanol-xylene series. The slides were used to
immunohistochemical staining and TUNEL examination.

Apoptosis estimation by the TUNEL method. The percentage of
apoptotic cells was estimated by the TUNEL method (ApopTag In
situ Apoptosis Detection Kit — Peroxidase Oncor — Gaithersburg,
USA) using the activity of terminal deoxynukleotidyl transferase
(TdT). The method allows detecting six times more apoptotic cells
than classical histological techniques because it detects late stages
of apoptosis.

Immunocytochemical analysis of MnSOD expression. The sec-
tions underwent mitochondrial superoxide dismutase (MnSOD)
expression test with the application of monoclonal antibodies
against MnSOD (Santa Cruz, USA), in 1:100 solution. The assess-
ment of reaction intensity was made with Olympus BH microscope
(Olympus, Japan). The intensity of the immunohistochemical
staining was evaluated in the following way: (-) negative, (+) poor,
(++) medium and (+++) strong.

Ultrastructure analysis. Biopsies were fixed in cold 2,5-glu-
taraldehyde in 0.1 mol/L cacodylate buffer (pH 7.3), postfixed in
1%0s04, dehydrated, and embedded in Epon. Thick sections
(about 1 um) were stained with toluidine blue and observed by
light microscopy in order to select fields. Ultrathin sections were
mounted on copper grids, stained with uranyl acetate and lead cit-
rate, and examined under a Jem-100C (JEOL, Japan) electron
microscope. Electron micrographs were taken systematically at
%5000 magnification.

Results

The obtained, satisfactory results of the operation with
acceptable morbidity and zero inter-hospital mortality
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in the whole group are presented in Table 3. Taking
into account the average number of implanted bypass-
es, namely 3+0.5, we obtained short aorta cross-
clamping time — 29.5+9.46 and short total time of the
cardiopulmonary bypass (CPB). A slightly longer stay
in the postoperative unit is related to the occurrence of
atrial fibrillation (AF) in three operated patients, which
makes over 1/3 of the whole group, and to rethoraco-
tomy resulting from bleeding in one of the patients.
Two patients required inotropic support with cate-
cholamine infusion during the first hours after the
operation, it was discontinued within the first twenty
four hours of hospitalisation in the postoperative unit.
No low output syndrome was observed and none of the
patients required intra aortic balloon pump (IABP). No
perioperative heart infarct was diagnosed although the
level of creatine kinase MB (CK-MB) slightly exceed-
ed twice the upper limit. However, EF after the opera-
tion did not significantly differ from the initial value.
All patients were released from hospital to await a
place in the cardiological rehabilitation department.

Immunocytochemical analysis of MnSOD
expression

After the surgery procedure the MnSOD expression
increase in sections of right atrium auricles was
observed through the increase of stain intensity and the
percentage of cells with positive stain (from 30 to
80%), (Table 4).

TUNEL assay
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Fig. 1. (A) Apoptosis: before the surgery procedure (stain on paraffin section of a right atrium auricle, original magnification x400). (B)
Apoptosis: after the surgery procedure (stain on paraffin section of a right atrium auricle, original magnification x400). (C) Apoptosis:
control staining of the paraffin section of a right atrium auricle (original magnification x200).
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Fig. 2. (A) Ultrastructure of right atrium auricle after the cardiac surgery procedure. Visible cytoplasm vacuolization and translucent mito-
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chondrial matrix. (B) Ultrastructure of right atrium auricle after the cardiac surgery procedure. Changed shape of mitochondria and visi-
ble abnormal filament organisation). (C) Ultrastructure of control right atrium auricle before the cardiac surgery procedure (original mag-

nification x5000).

Table 4. MnSOD expression.

Before operation After operation
Tositive cells[%0] 30 80
Stamn mtensity +/++ 4+

The apoptotic cells percentage remained at approx-
imately the same level before and after the surgery
procedure, (Fig. 1A, 1B, 1C).

Ultrastructure analysis

Under the electron microscope insignificant patholog-
ical changes at the level of mitochondria and cyto-
plasm of cardiomyocytes from the right atrium auri-
cles were observed (Fig. 2A, 2B): cytoplasm vac-
uolization, translucent mitochondrial matrix, changed
shape of mitochondria and abnormal filament organi-
sation in comparison with the examination before the
surgery procedure (Fig. 2C).
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Discussion

In most cardiosurgical procedures, the heart is kept
arrested for a substantial amount of time and subse-
quently undergoes reperfusion. The previous study
documented the ROF formation upon reperfusion of
ischemic myocardium with the consequent oxidative
injury to cell function and structure [1-4,15,16]. The
ROF production during the cardioplegic arrest is
reduced by antioxidant enzymes [10,24] which are one
of OS markers. In available publications related to
myocardial ischemia/reperfusion injury, some of the
most common markers used for the assessment of OS
are: glutathione (GSH) [1,9,11], oxidized glutathione
(GSSG) [1,7], manganese superoxide dismutase
(MnSOD) [10,24], myeloperoxidase (MPO) [8] or
thiobarbituric acid reactive substances (TBARS) like
malondialdehyde (MDA) [8,11,14].

In our study we chose MnSOD, an enzyme which
protects mitochondria from I/R injury and is the main
antioxidant in all cells exposed to ROF. Thanks to the
application of a sensitive and convenient method of
direct determination of MnSOD using monoclonal anti-
bodies, it was possible to observe a significant increase
in its expression after reperfusion time, similar to
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Suzuki et al. [10] and Chan et al. [24] who had used
animal hearts in their studies. OS markers are assessed
in blood or myocardium tissue biopsies. In blood sam-
ples taken from coronary sinus Ferrari ef al. determine
GSH and GSSG [1], similar to Morishige et al. —
GSSG, MPO, MDA [8]. Tao et al. used blood from
coronary sinus and peripheral vessels to estimate GSH
[9], Milei et al. determine GSH and TBARS in blood
samples taken from arterial line (CPB) and tissue biop-
sies of a left ventricle [11].

We decided to sample human right auricule intra-
operatively because it is easy and safe to do that dur-
ing cardiosurgical procedures. There are some authors
who also obtained human right auricular samples, e.g.
Abraham et al. presented an electromechanical dys-
function of myocardial specimens after remote exoge-
nous ischemia-reperfusion [25], Canty et al. deter-
mined the activation of oxidative stress-responsive
transcription factor in homogenized auricule tissue
[27]. Atrial tissue was also used by Bukowska et al. for
in vitro pacing experiments [28]. Wang et al. proved
the cardioprotective effect of osteopontin against car-
diac ischemia-reperfusion injury by measuring the
SOD activity and MDA content in cells [29].

The TUNEL method detects single-stranded and
double-stranded DNA breaks associated with apopto-
sis. Chronic ischemia related to coronary disease may
cause the apoptosis of cardiomyocytes. In our study
the apoptotic cells percentage remained at approxi-
mately the same level before and after the operation
which proves the effectiveness of the applied warm
blood cardioplegia. Similar to Gong et al., who esti-
mated apoptosis in the atrium of patients with atrial
septal defect, no TUNEL reactivity in the biopsy sec-
tion from healthy control group [26] was observed.
However Schmitt et al. found a small increase in the
number of apoptopic cells after the operation, howev-
er, he used different cardioplegia (cold crystalloid) and
the mean cardiac arrest time was twice as a long as in
our research [30].

We also found less significant pathological changes
in the cells under the electron microscope than Milei et
al.[11]. Differences may be connected with the shorter
aortic cross-clamp time and with the increased sensi-
tivity of the left ventricle myocardium to ischemia
compared to right atrium cardiomyocytes.

However, insignificant changes in right atrium
auricles ultrastructure and a similar percentage of
apoptotic cells before and after the surgery accompa-
nied by good surgery results prove the effectiveness of
the applied myocardial protection [7,8,11,26]. On this
basis one may assume that in the case of cardiosurgi-
cal procedures with short aorta cross-clamping time
(mean aorta cross-clamping time: 29.5min. (£9.46) in
our material) as well as low operation risk level (mean
logistic EuroSCORE: 2.65% in our material), the
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application of cardioplegia sufficiently prevents ROF
cytotoxic activity although it does not inhibit the
expression of OS markers [11].

The obtained results allowed to confirm the earlier
observations related to the significance of OS during
the reperfusion of cardioplegic arrested human heart
[4,10,12,14,15,26] . More importantly the investigated
material used in this work, i.e. a right atrium auricle, is
relatively easily available and a sample can be taken
safely and this is what makes the method worth rec-
ommending in clinical research.

Conclusion

In our opinion the method of examining right atrium
sections is safe and provides results comparable with
other publications. Summarizing, the antegrade perfu-
sion of warm blood cardioplegia safely protects the
human myocardium as cold blood cardioplegia. Fur-
thermore, warm blood cardioplegia reduces the degree
of myocardial oxidative stress during the reperfusion
period after cardioplegic arrest. This consequence pos-
sibly will help in protection and resuscitation of the
myocardium under environment of more severe or
prolonged ischemia.The method may be developed to
encompass the examination of substances enriching
cardioplegia, it may also be a voice in the discussion
on new methods of heart protection during cardiac sur-
gery procedures.

References

[ 1] Ferrari R, Alfieri O, Curello S, et al. Occurrence of oxidative
stress during reperfusion of human heart. Circulation.
1990;81:201-11.

[ 2] Ambrosio G, Tritto I. Reperfusion injury: experimental evi-
dence and clinical implications. Am Heart J. 1999;138:69-75.

[ 3] Hansen PR. Myocardial reperfusion injury: experimental evi-
dence and clinical relevance. Eur Heart J. 1995;16:734-740.

[ 4] Zweier JL, Talukder MA. The role of oxidants and free radi-
cals in reperfusion injury. Cardiovasc Res. 2006;70(2):181-
190.

[ 5] Kuzemczak MM. Ochrona migs$nia sercowego przed
niedokrwieniem w czasie chirurgicznej rewaskularyzacji.
Chirurg.pl. Polski portal chirurgii i gastroenterologii. 2007.
Available at: http://www.chirurg.pl/mod/archiwum/7012.
Accessed September 14, 2009.

[ 6] Przybylski R. Techniki pomostowania aortalno-wiencowego:
Operacje na sercu zatrzymanym kardioplegia w krazeniu
pozaustrojowym. In: Zembala M, ed. Chirurgia Naczyn Wien-
cowych. Warszawa: PZWL; 2002:210-213

[ 71 Suzuki K, Murtuza B, Sammut IA, et al. Heat Shock Protein
72 Enhances Manganese Superoxide Dismutase Activity Dur-
ing Myocardial Ischemia-Reperfusion Injury, Associated
With Mitochondrial Protection and Apoptosis Reduction. Cir-
culation. 2002;106(1):270-276.

[ 8] Milei J, Forcada P, Fraga CG, et al. Relationship between
oxidative stress, lipid peroxidation, and ultrastructural dam-
age in patients with coronary artery disease undergoing car-
dioplegic arrest/reperfusion. Cardiovasc Res. 2007;73(4):
710-719.



Oxidative stress during surgical heart revascularisation

[ 9] Tao S, Calza G, Lerzo F, et al. Activation of the intracellular
glutathione system by oxidative stress during cardiopul-
monary bypass and myocardial perfusion. Perfusion. 1995;
10(1):45-50.

[10] Mezzetti A, Calafiore AM, Lapenna D, et al. Intermittent ante-
grade warm cardioplegia reduces oxidative stress and improves
metabolism of the ischemic-reperfused human myocardium. J
Thorac Cardiovasc Surg. 1995;109(4):787-795.

[11] Noritsugu M, Tadashi T, Takashi Y. Michio K. Retrograde
continuous warm blood cardioplegia reduces oxidative stress
during coronary artery bypass grafting. Ann Thorac Cardio-
vasc Surg. 2002;8(1):31-37.

[12] Jenkins DP. Are patients with poor left ventricular function
more prone to oxidative stress during cardiac surgery? Heart.
1998;79(3):219-219.

[13] De Vecchi E, Pala MG, Di Credico G, et al. Relation between
left ventricular function and oxidative stress in patients under-
going bypass surgery. Heart. 1998;79(3):242-247.

[14] Toivonen HJ, Ahotupa M. Free radical reaction products and
antioxidant capacity in arterial plasma during coronary artery
bypass grafting. J Thorac Cardiovasc Surg.1994; 108(1):140-
147.

[15] Chambers DJ. Oxidative stress injury during cardiac surgery:
How important is it? Cardiovasc Res. 2007;73:626-628.

[16] Semenza GL. Cellular and molecular dissection of reperfusion
injury. ROS within and without. Circ Res. 2000;86:117-118.

[17] Jacob S, Kallikourdis A, Sellke F, Dunning J. Is blood cardio-
plegia superior to crystalloid cardioplegia? Interactive Cardio
Vasc Thorac Surg. 2008;7:491-498.

[18] Guru 'V, Omura J, Alghamdi AA, Weisel R, Fremes S. Is blood
superior to crystalloid cardioplegia? A meta-analysis of ran-
domized clinical trials. Circulation. 2006;114(1):331-338.

[19] Ovrum E, Tangen G, Tollofsrud S, Oystese R, Ringdal MA,
Istad R. Cold blood cardioplegia versus cold crystalloid car-
dioplegia: a prospective randomized study of 1440 patients
undergoing coronary artery bypass grafting. J Thorac Car-
diovasc Surg. 2004;128: 860-865.

[20] Rinne T, Pehkonen E, Kaukinen S, Tarkka M. Comparison
of cardioprotection with crystalloid and blood cardioplegia

©Polish Histochemical et Cytochemical Society
Folia Histochem Cytobiol. 2010:48(2): 207 (202-207)
10.2478/v10042-010-0012-4

207

in CABG patients. J Cardiothorac Vasc Anesth. 1993;7:
679-683.

[21] Martin TD, Craver JM, Gott JP. Prospective, randomized trial
of retrograde warm blood cardioplegia: myocardial benefit
and neurologic threat. Ann Thorac Surg. 1994;57:298.

[22] Torracca L, Pasini E, Curello S, et al. Continuous Versus
Intermittent Warm Blood Cardioplegia: Functional and Ener-
getics Changes. Ann Thorac Surg. 1996;62(4):1172-1179.

[23] Tossios P, Bloch W, Huebrer A, et al. N-acetylcysteine pre-
vents reactive oxygen species-mediated myocardial stress in
patients undergoing cardiac surgery: results of a randomized,
placebo-controlled clinical trial. J Thorac Cardiovasc Surg.
2003;126:1513-1520.

[24] Chen Z, Siu B, Ho Y, et al. Overexpression of MnSOD pro-
tects against myocardial ischemia/reperfusion injury in trans-
genic Mice. J Mol Cell Cardiol. 1998;30:2281-2289.

[25] Abraham RB, Matza M, Marmur S, et al. Electromechanical
impairment of human auricle and rat myocardial strip sub-
jected to exogenous oxidative stress. Eur J Card Thorac Surg.
2003;23(1):66-73

[26] Gong J, Qian L, Kong X, et al. Cardiomyocyte apoptosis in
the right auricle of patients with ostium secundum atrial sep-
tal defect diseases. Life Sci. 2007;80(12):1143-1151.

[27] Canty TG, Boyle EM, Farr A, Morgan EN, Verrier ED,
Pohlman TH. Oxidative Stress Induces NF-kB Nuclear
Translocation Without Degradation of IkBo. Circulation.
1999;100(11):361-364.

[28] Bukowska A, Schild L, Keilhoff G, et al. Mitochondrial dys-
function and redox signaling in atrial tachyarrhythmia. Exp
Biol Med. 2008;233:558-574.

[29] Wang Y, Chen B, Shen D, Xue S. Osteopontin protects against
cardiac ischemia-reperfusion injury through late precondi-
tioning. Heart Vessels. 2009;24(2):116-123.

[30] Schmitt JP, Schroeder J, Schunkert H, Birnbaum DE, Aebert
H: Role of apoptosis in myocardial stunning after open heart
surgery. Ann Thorac Surg. 2002;73:1229-35

Submitted: 17 September, 2009
Accepted after reviews: 11 March, 2010




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /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
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /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 ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  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 /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


