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Since the publication of the first edition of Korean clinical practice guidelines of secondary stroke prevention, encouraging data
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TABLE 2. American and European Recommendations for Selection and Management of Patients for Carotid Revascularization

American Recommendations (ASA/ACCF/AHA/AANN/AANS/ACR/ASNR/CNS/SAIP/SCAI/SIR/SNIS/SVM/SVS, 2011)

Patients at average or low surgical risk who experience nondisabling ischemic stroke or transient cerebral ischemic
symptoms, including hemispheric events or amaurosis fugax, within 6 months (symptomatic patients) should undergo CEA if
the diameter of the lumen of the ipsilateral internal carotid artery is reduced more than 70% as documented by noninvasive
imaging (Class I; Level of Evidence: A) or more than 50% as documented by catheter angiography (Class I; Level of
Evidence: B) and the anticipated rate of perioperative stroke or mortality is less than 6%.

CAS is indicated as an alternative to CEA for symptomatic patients at average or low risk of complications associated with
endovascular intervention when the diameter of the lumen of the internal carotid artery is reduced by more than 70% as
documented by noninvasive imaging or more than 50% as documented by catheter angiography and the anticipated rate
of periprocedural stroke or mortality is less than 6%. (Class I; Level of Evidence: B)

Selection of asymptomatic patients for carotid revascularization should be guided by an assessment of comorbid conditions,
life expectancy, and other individual factors and should include a thorough discussion of the risks and benefits of the
procedure with an understanding of patient preferences. (Class I; Level of Evidence: C)

It is reasonable fo perform CEA in asymptomatic patients who have more than 70% stenosis of the internal carotid artery if
the risk of perioperative stroke, MI, and death is low. (Class lla; Level of Evidence: A)

It is reasonable to choose CEA over CAS when revascularization is indicated in older patients, particularly when arterial
pathoanatomy is unfavorable for endovascular intervention. (Class lla; Level of Evidence: B)

It is reasonable to choose CAS over CEA when revascularization is indicated in patients with neck anatomy unfavorable for
arterial surgery. (Class lla; Level of Evidence: B)

When revascularization is indicated for patients with TIA or stroke and there are no contraindications to early
revascularization, intervention within 2 weeks of the index event is reasonable rather than delaying surgery. (Class lla; Level of
Evidence: B)

Prophylactic CAS might be considered in highly selected patients with asymptomatic carotid stenosis (minimum 60% by
angiography, 70% by validated Doppler ultrasound), but its effectiveness compared with medical therapy alone in this
situation is not well established. (Class llb; Level of Evidence: B)

In symptomatic or asymptomatic patients at high risk of complications for carotid revascularization by either CEA or CAS
because of comorbidities, the effectiveness of revascularization versus medical therapy alone is not well established. (Class
llb; Level of Evidence: B)

Aspirin (81 to 325 mg daily) is recommended before CEA and may be continued indefinitely postoperatively. (Class I; Level of
Evidence: A)

Beyond the first month after CEA, aspirin (75 to 325 mg daily), clopidogrel (75 mg daily), or the combination of low-dose
aspirin plus extended-release dipyridamole (25 and 200 mg twice daily, respectively) should be administered for long-term
prophylaxis against ischemic cardiovascular events. (Class I; Level of Evidence: B)

Administration of antihypertensive medication is recommended as needed to control blood pressure before and after CEA.
(Class I; Level of Evidence: C)

The findings on clinical neurological examination should be documented within 24 hours before and after CEA. (Class I; Level
of Evidence: C)

Patch angioplasty can be beneficial for closure of the arteriotomy after CEA. (Class lla; Level of Evidence: B)

Administration of statin lipid-lowering medication for prevention of ischemic events is reasonable for patients who have
undergone CEA irrespective of serum lipid levels, although the optimum agent and dose and the efficacy for prevention of
restenosis have not been established. (Class lla; Level of Evidence: B)

Noninvasive imaging of the extracranial carotid arteries is reasonable 1 month, 6 months, and annually after CEA to assess
patency and exclude the development of new or contralateral lesions. Once stability has been established over an
extended period, surveillance at longer intervals may be appropriate. Termination of surveillance is reasonable when the
patient is no longer a candidate for intervention. (Class lla; Level of Evidence: C)

Before and for a minimum of 30 days after CAS, dual-antiplatelet therapy with aspirin (81 to 325 mg daily) plus clopidogrel (75
mg daily) is recommended. For patients intolerant of clopidogrel, ticlopidine (250 mg twice daily) may be substituted. (Class I;
Level of Evidence: C)

Administration of antihypertensive medication is recommended to control blood pressure before and after CAS. (Class |;
Level of Evidence: C)

The findings on clinical heurological examination should be documented within 24 hours before and after CAS. (Class I; Level
of Evidence: C)

Embolic protection device (EPD) deployment during CAS can be beneficial to reduce the risk of stroke when the risk of
vascular injury is low. (Class lla; Level of Evidence: C)

Noninvasive imaging of the extracranial carotid arteries is reasonable 1 month, 6 months, and annually after revascularization
to assess patency and exclude the development of new or contralateral lesions. Once stability has been established over an
extended period, surveillance at extended intervals may be appropriate. Termination of surveillance is reasonable when the
patient is no longer a candidate for intervention. (Class lla; Level of Evidence: C)
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TABLE 2. Continued

European Stroke Organization (ESO) guideline (European Stroke Organization, 2008)

¢ CEA is recommended for patients with 70-99% stenosis (Class I, Level A). CEA should only be performed in centres with a
perioperative complication rate (all strokes and death) of less than é% (Class |, Level A)

Level B)

It is recommended that CEA be performed as soon as possible after the last ischaemic event, ideally within 2 weeks (Class I,

It is recommended that CEA may be indicated for certain patients with stenosis of 50-69%; males with very recent hemispheric

symptoms are most likely to benefit (Class Ill, Level C). CEA for stenosis of 50-69% should only be performed in centres with a
perioperative complication rate (all stroke and death) of less than 3% (Class |, Level A)

CEA is not recommended for patients with stenosis of less than 50% (Class I, Level A)
It is recommended that patients remain on antiplatelet therapy both before and after surgery (Class |, Level A)
Carotid percutaneous fransluminal angioplasty and/or stenting (CAS) is only recommended in selected patients (Class |,

Level A). It should be restricted to the following subgroups of patients with severe symptomatic carotid artery stenosis: those
with contra-indications to CEA, stenosis at a surgically inaccessible site, re-stenosis after earlier CEA, and post-radiation
stenosis (Class IV, GCP). Patients should receive a combination of clopidogrel and aspirin immediately before and for at least 1

month after stenting (Class IV, GCP)

ASA: American Stroke Association, ACCF: American Association College of Cardiology Foundation, AHA: American Heart Association,
AANN: American Association of Neuroscience Nurses, AANS: American Association of Neurological Surgeons, ACR: American College
of Radiology, ASNR: American Society of Neuroradiology, CNS: Congress of Neurological Surgeons, SAIP: Society of Atherosclerosis
Imaging and Prevention, SCAI: Society for Cardiovascular Angiography and Interventions, SIR: Society of Interventional Radiology, SNIS:
Society of Neurolnterventional Surgery, SVM: Society for Vascular Medicine, SVS: Society for Vascular Surgery.
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TABLE 3. Updated recommendation for treatment of symptomatic extracranial carotid artery stenosis (Korean Clinical Practice
guidelines for stroke from Clinical Research Center for Stroke, December 2011)

1. REY0I(22 6742 oluol B2 Yoo Y
S YrRIES Al 2

|
Zlb, HILEA).
4

ATHYS FLHO|LE | 40| AT B BA) Mot YZSUHA(BUHE 70-99%) Bt 3
Y], YEY YL 42 HHO| bIZF PHE & AYEO| 6% 0|20l QAL ARFHE 20|

HYEHEZ A

2. 730 S5 HESUYA(BAYE 50-69%) &te| 22 arfol A, JE, Sttel 2e X5 S42 Y= 12450 3 HYZA|
2 AAT 2 ACHZ/H5E b, ARFFEA).

3. RS9 =9 HESUYRH(50% 0]2h) SAtol7= Uzl 2|27t 244 AZECHZH+Elb, ARSFEA).

4. ZSY ULEHE2 27| 22 S7IAFL0| YL I SH0| LA & 25 O|Uo]| Algste 32 O F2 oIFE 7|HE + AT EAHr=E
llb, B1+FB) AHME H2|59| 5 Al7|0f thet 27 A== Ot gitt

5. 73 UESUEA(50% 014 71 SAtoA 6% D|2te| L|E2F LUE £ AYEO| 0] GiSE= R AHE L350 EH =2
ChAll AIR2 AFEE 4 AT (@HSElb, ARFFEA) O, WAEHE £= AHE H3jas duE O, 22t9] LIo], 4E, Yaol E4& 13
o 27t ATHGPP).

6. AHIE 23s 2 Al = 22 17HE SO 220|203 otALIR HEF0E fAIstz A0| RHECHZHEEb, ?JJ_—’.‘——E-B)

7. R5Y ZSUGR 2R YoM ST U AEFEIH 2 ZASHA| AR, /Y UAI2| =20l 2H0| FAHL|0{of BtCHZ H-Elb, H+EB).

GPP: good practice point.

HePdAle & olgadt AES Hiatk Oq-"r“’ﬂ/ﬂ 3—6%

ot ~EHIE dxE F HEF WA 9 AREEL 6-10%
2 o5 ABslrt. 2 v, FH9 Y AEA oA
B e B ) 518 AFEE 6% AL o) of
ol oIl 7 Wioll= e oAkl AHAE FHAlstsk= A

ol Iash AoR wWekE|Qlr) wheba], Ed UehdAE
FEl e WTY olghg Tt AFYE] W A w9
AL Ak Zlo] ARHET = B HES UAE
T AFEO] 6% BTkl A7} Aldsl= Zlo] HAETH
£ B2 45Kt
TE A7l vEEEEeEe] Y ARdE 7]ed vt
of o] BT HEFY A 27| ol e F¥E
Hgol Ygdol Frke 4= Qo naE ‘7] o] F7|ANY
o] gith’oleh= E45 F7FeI AL, AT HasE
< 31 Akt
2HE Eilv?_wI k= oFE, 7|, AlsAte] Al o
Lt HEF WAE E= AFTE©] 6% 1]
o %bé%‘ 4= o F3 A¥s 9 AvlE HX&9]
SA71HR P, FrEAE 7K 4= gl whebA], olH
= 2L CREST A7} Hig s n)=te]E5251s] A
T WEEHEZHE0% oV 7HA
% ulRte] &S WAE T ANTEC] o5
2HIE dx]go] WubEA|lEe] gix] 2|22 AM-E
S 1b, ?ﬂ S AR 11]*18}3'1

Conflicts of Interest

The authors have no financial conflicts of interest.

REFERENCES

. Rothwell PM, Eliasziw M, Gutnikov SA, Fox AJ, Taylor DW,
Mayberg MR, et al. Analysis of pooled data from the randomised
controlled trials of endarterectomy for symptomatic carotid stenosis.
Lancet 2003;361:107-115.

. The SPACE Collaborative Group. 30 day results from the SPACE
trial of stent-protected angioplasty versus carotid endarterectomy
in symptomatic patients: a randomised non-inferiority trial. Lancet
2006;368:1239-1247.

. Eckstein HH, Ringleb P, Allenberg JR, Berger J, Fraedrich G, Hacke
W, et al. Results of the Stent- Protected Angioplasty versus Carotid
Endarterectomy (SPACE) study to treat symptomatic stenoses at 2
years: a multinational, prospective, randomized trial. Lancet Neurol
2008;7:893-902.

. Mas JL, Chatellier G, Beyssen B, EVA-3S Investigators. Carotid
angioplasty and stenting with and without cerebral protection: clini-
cal alert from the Endarterectomy Versus Angioplasty in Patients
With Symptomatic Severe Carotid Stenosis (EVA-3S) trial. Stroke
2004;35:e18-20.

. Mas JL, Trinquart L, Leys D, Albucher JF, Rousseau H, Viguier A, et

al. Endarterectomy Versus Angioplasty in Patients with Symptomatic

Severe Carotid Stenosis (EVA-3S) trial: results up to 4 years from a

randomised, multicentre trial. Lancet Neurol 2008; 7: 885-892.

Ederle J, Dobson J, Featherstone RL, Bonati LH, van der Worp HB,

de Borst GJ, et al. Carotid artery stenting compared with endarterec-

tomy in patients with symptomatic carotid stenosis (International Ca-
rotid Stenting Study): an interim analysis of a randomised controlled
trial. Lancet 2010;375:985-997.

. Carotid Stenting Trialists” Collaboration. Short-term outcome after

stenting versus endarterectomy for symptomatic carotid steno-

sis: a preplanned meta-analysis of individual patient data. Lancet
2010;376:1062-1073.

Bonati LH, Jongen LM, Haller S, Flach HZ, Dobson J, Nederkoorn

PJ, et al, for the ICSS-MRI study group. New ischaemic brain lesions

—_

5]

W

I

W

o

~

0

www.stroke.or.kr 105



Update of CPG for Carotid Artery Stenosis

10.

11.

12.

13.

15.

on MRI after stenting or endarterectomy for symptomatic carotid ste-
nosis: a substudy of the International Carotid Stenting Study (ICSS).
Lancet Neurol 2010;9:353-362.

. CAVATAS Investigators. Endovascular versus surgical treat-

ment in patients with carotid stenosis in the Carotid and Vertebral
Artery Transluminal Angioplasty Study (CAVATAS). Lancet
2001;357:1729-1237.

Yadav JS,Wholey MH, Kuntz RE, Fayad P, Katzen BT, Mishkel GJ,
et al. Protected carotid-artery stenting versus endarterectomy in high-
risk patients. N Engl J Med 2004;351:1493-1501.

Gurm HS, Yadav JS, Fayad P, Katzen BT, Mishkel GJ, Bajwa TK,
et al. Long-term results of carotid stenting versus endarterectomy in
high-risk patients. N Engl J Med 2008;358:1572-1579.

Ederle J, Bonati LH, Dobson J, Featherstone RL, Gaines PA, Beard
JD, et al, on behalf of the CAVATAS investigators. Endovascular
treatment with angioplasty or stenting versus endarterectomy in pa-
tients with carotid artery stenosis in the Carotid And Vertebral Artery
Transluminal Angioplasty Study (CAVATAS): long-term follow-up
of a randomised trial. Lancet Neurol 2009;8:898-907.

Zarins CK, White RA, Diethrich EB, Shackelton RJ, Siami FS;
CaRESS Steering Committee and CaRESS Investigators. Carotid re-
vascularization using endarterectomy or stenting systems (CaRESS):
4-year outcomes. J Endovasc Ther2009;16:397-409.

. Brott TG, Hobson RW 2nd, Howard G, Roubin GS, Clark WM,

Brooks W et al, for the CREST investigators. Stenting versus end-
arterectomy for treatment of carotid-artery stenosis. N Engl J Med
2010;363:11-23.

Rothwell PM, Eliasziw M, Gutnikov SA, Warlow CP, Barnett HIM.

106 Korean J Stroke 2011;13:99-106

Endarterectomy for symptomatic carotid stenosis in relation to clini-
cal subgroups and timing of surgery. Lancet 2004;363:915-924.

16. Rerkasem K, Rothwell PM. Systematic review of the operative risks

of carotid endarterectomy for recently symptomatic stenosis in rela-
tion to the timing of surgery. Stroke 2009;40:¢564-572.

17. Furie KL, Kasner SE, Adams RJ, Albers GW, Bush RL, Fagan SC, et

al. Guidelines for the Prevention of Stroke in Patients with Stroke or
Transient Ischemic Attack. A Guideline for Healthcare Professionals
From the American Heart Association/American Stroke Association.
Stroke 2011;42:227-276.

18. Brott TG, Halperin JL, Abbara S, Bacharach JM, Barr JD, Bush RL,

et al. 2011 ASA/ACCF/AHA/AANN/AANS/ACR/ASNR/CNS/
SAIP/SCAI/SIR/SNIS/SVM/SVS Guideline on the Management of
Patients With Extracranial Carotid and Vertebral Artery Disease: A
Report of the American College of Cardiology Foundation/American
Heart Association Task Force on Practice Guidelines, and the Ameri-
can Stroke Association, American Association of Neuroscience
Nurses, American Association of Neurological Surgeons, American
College of Radiology, American Society of Neuroradiology, Con-
gress of Neurological Surgeons, Society of Atherosclerosis Imaging
and Prevention, Society for Cardiovascular Angiography and Inter-
ventions, Society of Interventional Radiology, Society of Neuroln-
terventional Surgery, Society for Vascular Medicine, and Society for
Vascular Surgery. Stroke 2011;42:e464-540.

19. European Stroke Organisation (ESO) executive committee; ESO writ-

ing committee. Guidelines for management of ischaemic stroke and
transient ischaemic attack 2008. Cerebrovasc Dis 2008;25:457-507.




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /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 /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /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 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 ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /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 <>
    /PTB <>
    /SUO <>
    /SVE <>
    /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 [612.000 792.000]
>> setpagedevice


