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Abstract.  [Purpose] The present study aimed to estimate the reliability of two protocols for measuring chest wall
dimensions in the transverse plane in individuals (18 males, 12 females) aged 2 years 6 months to 58 years (mean age
34.7 ± 17.6) with Severe Motor and Intellectual Disabilities (SMID). [Subjects and Methods] For diagnosing
pneumonia in individuals with SMID, 30 X-ray computed tomograms were taken at the level of the xiphisternal
junction, scanned, and saved on a personal computer. Five therapists examined these images. Anteroposterior (AP) and
laterolateral (LL) diameters were measured using two protocols. The largest AP and LL diameters were measured along
the gravity line (protocol 1) and along the line where the middle point of the sternum connects with the spinous process
of the vertebra (protocol 2). Intraclass correlation coefficients (ICCs) were calculated to estimate the intrarater and
interrater reliability of each protocol. [Results] ICCs were >0.85 in protocols 1 and 2 for all measurements, showing
these protocols are highly reliable for measuring chest wall dimensions in the transverse plane. [Conclusions]
Measurements using these protocols are easy and cheap, and can be performed retrospectively, providing an effective
way for evaluating chest wall deformity in individuals with SMID.
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INTRODUCTION

Chest wall deformity secondary to severe kyphoscoliosis
occurs frequently in individuals with severe motor and
intellectual disabilities (SMID). This deformity restricts
lung function by reducing both chest wall compliance and
the mechanical advantage of respiratory muscles, and can
eventually result in pneumonia1).

To quantify the severity of chest wall deformity in
children with cerebral palsy, Park et al. conducted
measurements using anteroposterior view chest X-rays2).
However, this method is limited to the assessment of chest
wall deformity in the coronal plane. Measurement in the
transverse plane provides a better understanding of chest
wall deformity as a three-dimensional condition.

For children with pectus excavatum (PE), Haller et al.3)

reported a reliable method for measuring chest wall
deformity in the transverse plane, using X-ray computed

tomography (CT). In addition to this method, Lawson et al.4)

recently began measuring the asymmetry of the chest wall in
children with pectus excavatum. A study by Kilda et al.
affirmed that CT allows more accurate assessment of
relevant deformation indices, evaluation of chest shape, and
asymmetry5).

Previous studies have not focused on measuring chest
wall dimensions in the transverse plane to assess chest wall
deformity in children with SMID.

In this study, we determined the intrarater and interrater
reliability of our protocols to measure the chest wall
dimensions in the transverse plane in individuals with SMID
using personal computer (PC) images scanned from CT
films.

SUBJECTS AND METHODS

Thirty individuals with SMID (18 males and 12 females,
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Gross Motor Function Classification System Levels V)
recruited from Nishiotaru Hospital participated in this study.
They were included if they had previously undergone chest
CT scans (Asteion TSX-021B, TOSHIBA, Japan) for
diagnosing pneumonia. The mean age was 34.7 years
(SD=17.6 years, range=2–58). Ethics approval was granted
from Nishiotaru Hospital, and informed consent was
obtained from the parents or guardians of all participants.

Five therapists (one physical therapist and four
occupational therapists) participated in this reliability study.
They all had more than two years of experience in pediatric
rehabilitation (range = 2 months–3.2 years).

Printed CT scan films of the chest wall in the transverse
plane at the level of the xiphisternal junction were scanned
(CanoScan LiDE 90, Canon, Japan) and saved on a PC.
Each participating therapist was supplied with a manual
according to the two protocols and 30 digital images of each
individual with SMID. No formal training in measurement
according to the protocol was provided. Anteroposterior
(AP) and laterolateral (LL) diameters were measured by the
two protocols on two occasions, one week apart.

In protocol 1, using Microsoft PowerPoint 2003® (PP), a
digital image of the chest wall in the transverse plane was
inserted in a slide, and a rectangle was drawn on the digital
image. The rectangular length was matched to the largest
AP diameter, and the width was matched to the largest LL
diameter (Fig. 1). The digital image and rectangle were
grouped and saved as a picture in JPEG format. The
rectangular length and width were measured as AP and LL
diameter using the public domain imaging processing
program ImageJ®.

In protocol 2, a digital image of the chest wall in the
transverse plane was inserted in a slide using PP. After a
grid line was imposed on the slide, vertical and horizontal
lines were drawn along the grid line. These lines were
grouped as the perpendicular bisector. The perpendicular
bisector was matched to the inclination and size of the
sternum to provide the midpoint of the sternum (Fig. 2-A).
A line was drawn connecting the midpoint of the sternum
with the tip of the spinous process of a vertebra (Fig. 2-B).
After drawing two rectangles, the right side of one rectangle
length, and the left side on the other were matched to the
connecting line. The rectangular length of each side was
determined by the largest AP diameter of the side, and the
rectangular side of each side was determined by the largest
LL diameter of the side (Fig. 3). The digital image,
perpendicular bisector, and rectangles were grouped and
saved in JPEG format. ImageJ was used to measure AP and
LL diameters. The length between A and B in Fig. 3 was
measured as the AP diameter. The length obtained by
adding the right rectangular side to the left was measured as
the LL diameter.

Analyses were performed using the Statistical Package
for Social Sciences (SPSS version 13.0). Intrarater
reliability was assessed by calculating the Intraclass
Correlation Coefficient (ICC; type 1: 1) and 95%
confidence intervals (CI). Interrater reliability was assessed
by calculating ICC (type 2: 1) and the associated 95% CI.
An ICC greater than 0.75 was defined as good reliability6).

In  connect ion with  ICC,  the  s tandard error  of
measurement (SEM) was computed as SEM = SDb*(√1-
ICC), where SDb is the SD of baseline scores6). The minimal
detectable difference 95% (MDD95) confidence interval
(CI) was calculated at 95% CI to provide clinicians with
information for determining whether scores on repeat
evaluation reflect true change, where MDD95(95% CI) =
1.96*SEM*√26).

Fig. 1. Protocol 1 for measuring anteroposterior (A-B) and
laterolateral (B-C) diameter.

Fig. 2. Protocol 2; The perpendicular bisector was matched to
inclination and the size of sternum to provide the
midpoint of the sternum (A). A line connecting the
midpoint of the sternum with the spinous process of the
vertebra was drawn (B).

Fig. 3. Protocol 2 for measuring anteroposterior (A-B) and
laterolateral (A-D plus B-C) diameter.
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RESULTS

The ICC (type 1: 1) was calculated to confirm intrarater
reproducibility. In protocol 1, ICCs of the AP diameter
ranged from 0.94 to 0.98, SEM from 4.3 to 8.1 mm, and
MDD95 from 12.0 to 22.4 mm. ICCs of the LL diameter
ranged from 0.91 to 0.97, SEM from 6.9 to14.1 mm, and
MDD95 from 19.2 to 39.1 mm. In the calculation of ICC, a
p<0.001 for all participating therapists, as well as for each
diameter was obtained. In protocol 2, ICCs of the AP
diameter ranged from 0.95 to 0.97, SEM from 7.6 to 10.7

mm, and MDD95 from 21.0 to 29.6 mm. ICCs of the LL
diameter ranged from 0.87 to 0.96, SEM from 7.0 to 13.9
mm, and MDD95 from 19.3to 38.4 mm. In the calculation of
the ICC, a p<0.001 for all participating therapists, as well as
for each diameter was obtained.

The ICC (type 2: 1) was calculated to confirm interrater
reliability. In protocol 1, the ICC of the AP diameter was
0.94, with SEM 7.6 mm and MDD95 21.0 mm. The ICC of
the LL diameter was 0.92, with the SEM 11.6 mm and
MDD95 32.3 mm. In the calculation of ICC, a p<0.001 for
each diameter was obtained. In protocol 2, the ICC of the

Table 1. Data of the two protocols for measuring the chest wall in the transverse plane (mm)

Protocol 1 Protocol 2

AP diameter LL diameter AP diameter LL diameter
Mean (SD) Range Mean (SD) Range Mean (SD) Range Mean (SD) Range

Baseline Rater 1 173.7 (30.7) 128.0–230.3 264.2 (39.3) 197.6–330.5 196.2 (43.6) 133.5–297.7 252.3 (34.8) 196.0–312.9
Rater 2 178.4 (33.0) 121.7–245.0 270.3 (47.0) 196.1–376.7 201.0 (50.2) 131.8–337.5 257.8 (38.5) 193.4–325.9
Rater 3 178.0 (31.6) 130.3–249.4 269.5 (39.7) 199.0–347.1 199.3 (43.0) 134.4–310.7 257.3 (34.7) 197.3–327.5
Rater 4 175.1 (32.2) 129.7–241.1 265.6 (41.8) 196.2–363.0 198.9 (47.8) 136.3–329.9 252.2 (36.3) 193.2–319.5
Rater 5 17435 (29.0) 125.6–237.2 264.8 (40.0) 197.8–342.9 196.2 (44.3) 133.4–308.3 251.4 (33.3) 196.0–316.6

Mean (SD) Range Mean (SD) Range Mean (SD) Range Mean (SD) Range

Retest Rater 1 172.9 (28.8) 125.1–230.0 263.3 (39.7) 197.1–363.0 193.7 (44.1) 129.9–324.6 251.7 (33.6) 194.3–312.3
Rater 2 177.5 (31.5) 123.4–238.1 267.8 (41.6) 195.6–370.8 201.3 (47.8) 137.7–337.3 254.8 (36.8) 194.6–316.1
Rater 3 175.0 (28.3) 130.3–236.3 267.0 (42.3) 199.0–373.1 197.7 (47.4) 134.4–337.2 254.0 (33.9) 197.4–313.7
Rater 4 175.3 (30.0) 127.1–232.4 266.3 (43.8) 196.3–382.6 198.7 (46.9) 136.3–346.0 254.4 (37.0) 193.6–324.1
Rater 5 174.5 (29.9) 123.7–227.7 264.6 (40.4) 199.7–344.8 196.2 (44.0) 133.3–313.7 254.8 (35.1) 197.7–314.5

AP, anteroposterior; LL, laterolateral; SD, standard deviation.

Table 2. Intrarater and Interrater reliability of the two protocols for measuring the chest wall in the transverse plane

ICC (95%CI) SEM MDD95

intrarater reliability Protocol 1 AP diameter Rater 1 0.98 (0.91-0.99) 4.3 12.0
Rater 2 0.94 (0.95–0.99) 8.1 22.4
Rater 3 0.94 (0.88–0.97) 7.7 21.4
Rater 4 0.97 (0.93–0.98) 5.6 15.5
Rater 5 0.97 (0.94–0.99) 5.0 13.9

LL diameter Rater 1 0.96 (0.93–0.98) 7.8 21.8
Rater 2 0.91 (0.83–0.96) 14.1 39.1
Rater 3 0.93 (0.85–0.96) 10.5 29.1
Rater 4 0.96 (0.92–0.98) 8.4 23.1
Rater 5 0.97 (0.93–0.98) 6.9 19.2

Protocol 2 AP diameter Rater 1 0.97 (0.94–0.99) 7.6 21.0
Rater 2 0.97 (0.93–0.98) 8.7 24.1
Rater 3 0.96 (0.92–0.98) 8.6 23.8
Rater 4 0.95 (0.91–0.98) 10.7 29.6
Rater 5 0.97 (0.94–0.99) 7.7 21.3

LL diameter Rater 1 0.96 (0.91–0.98) 7.0 19.3
Rater 2 0.87 (0.75–0.94) 13.9 38.4
Rater 3 0.91 (0.82–0.96) 10.4 28.9
Rater 4 0.92 (0.84–0.96) 10.3 28.4
Rater 5 0.88 (0.76–0.94) 11.5 32.0

interrater reliability Protocol 1 AP diameter 0.94 (0.91–0.97) 7.6 21.0
LL diameter 0.92 (0.87–0.96) 11.6 32.3

Protocol 2 AP diameter 0.95 (0.91–0.97) 10.1 28.1
LL diameter 0.87 (0.80–0.93) 12.7 35.2

AP, anteroposterior; LL, laterolateral; ICC, intra class  correlation coefficient;CI, confidence interval; SEM, standard error of
measurement; MDD 95,minimal detectable difference at 95% confidence level.
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AP diameter was 0.95, with SEM 10.1 mm and MDD95
28.1 mm. The ICC of the LL diameter was 0.87, with SEM
12.7 mm and MDD95 35.2 mm. In the calculation of ICC, a
p<0.001 for each diameter was obtained.

DISCUSSION

In this study, we demonstrated that our two protocols are
reliable for measuring chest wall dimensions in the
transverse plane in individuals with SMID using digitized
CT images. Our results demonstrate the reliability of the
methods for evaluating chest wall deformity in individuals
with SMID.

In this study, films of the chest wall in the transverse
plane at the level of the xiphisternal junction were used
because chest wall deformity in the transverse plane in
individuals with SMID was most notable/ apparent in our
pilot study. Protocol 1 was designed with reference to the
Japanese Body Dimension Data for Ergonomic Design
edited by the National Institute of Bioscience and Human-
Technology 7, and protocol 2 was a modified version of
protocol 1 because chest wall deformity in the transverse
plane in individuals with SMID shows a lateral deviation of
spine or sternum or both. The ICC values of intrarater and
interrater reliability for all the measurements made by the
participating therapists were above 0.85, and the lower limit
of the 95% CI was above 0.75. These figures support the use
of these two protocols. We previously demonstrated the
high reliability of measurements of distance and length
between the sternum and vertebra in individuals with SMID
using digital images, PP, and ImageJ (in press, in Japanese
with English abstract). Our protocols using digital images,
PP, and ImageJ enable the assessment of main deformation
indices for individuals with SMID.

The high levels of reliability were obtained in the absence
of a formal training program. Expensive software is not
necessary for these protocols, and we can perform
measurements retrospectively even when we only have
printed films. The ease of measurement, low cost, and
ability to perform retrospective measurements increases the
feasibility of the clinical implementation of this method.
The protocols will provide rehabilitation practitioners with

reliable measurement values for evaluating chest wall
deformity in individuals with SMID that can be used to
support clinical decisions about individual prognosis and
management.

In children with PE, to avoid excessive exposure to X-
rays, a single CT slice was taken on the most concave chest
area during inhalation and exhalation. Many CT slices are
needed for individuals with SMID because of the chest
structure changes in the entire chest wall. This involves
excessive exposure to X-rays when we evaluate chest wall
deformity using these protocols. Alternative methods of
measuring chest wall deformity in children with PE 8, 9
have been reported. Further study of chest wall deformity
evaluation in children with SMID may be needed to avoid
excessive exposure to X-rays.

In conclusion, our protocols using PC images of CT films
have high reliability for measuring chest wall dimensions in
the  t ransverse  p lane  in  ind iv iduals  wi th  SMID.
Measurements using these protocols are easy and cheap, and
can be performed retrospectively, providing an effective
way of evaluating chest wall deformity in individuals with
SMID.

REFERENCES

1) Seddon PC, Khan Y: Respiratory problems in children with neurological
impairment. Arch Dis Child, 2003, 88: 75–78.

2) Park ES, Park JH, Rha DW, et al.: Comparison of the ratio of upper to lower
chest wall in children with spastic quadriplegic cerebral palsy and normally
developed children. Yonsei Med J, 2006, 47: 237–242.

3) Haller JA Jr, Kramer SS, Lietman SA: Use of CT scans in selection of patients
for pectus excavatum surgery: a preliminary report. J Pediatr Surg, 1987, 22:
904–906.

4) Lawson ML, Barnes-Eley M, Burke BL, et al.: Reliability of a standardized
protocol to calculate cross-sectional chest area and severity indices to evaluate
pectus excavatum. J Pediatr Surg, 2006, 41: 1219–1225.

5) Kilda A, Basevicius A, Barauskas V, et al.: Radiological assessment of
children with pectus excavatum. Indian J Pediatr, 2007, 74: 143–147.

6) Portney LG, Watkins M.: Statistical measures of reliability. In: Foundation
of clinical research. Applications to practice (3rd ed). Pearson International
Edition. New Jersey: Prentice Hall Health, 2008, pp 585–618.

7) Digital Human Research Center. http://riodb.ibase.aist.go.jp/dhbodydb/
fbodyDB/data/item_list.html (in Japanese) (Accessed Aug. 13, 2010)

8) Poncet P, Kravarusic D, Richart T: Clinical impact of optical imaging with
3-D reconstruction of torso topography in common anterior chest wall
anomalies. J Pediatr Surg, 2007, 42: 898–903.

9) Rebeis EB, Campos JR, Fernandez A, et al.: Anthropometric index for Pectus
excavatum. Clinics, 2007, 62: 599–606.



<<
  /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


