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Abstract

Introduction There has been (and still is) some contro-

versy about the treatment of malleolar fractures with an

additional fracture of the posterior malleolus (Volkmann

triangle) in the last few years. Should a posterior malleolus

with a fragment that is larger than 25% of the articular

surface be fixed? Can long-term results be influenced by

the fixation of the Volkmann triangle?

Materials and methods In a consecutive series of 43/56

patients with a dislocated malleolar fracture, clinical and

radiological results were analyzed after a follow-up of 7.3

years (4–11 years). There were 15 men with an average age

of 53 years and 28 women with an average age of 62 years,

respectively. Eleven fragments were fixed. At inspection,

16 patients displayed a cartilage lesion at the talar dome.

Results No or only slight arthrosis was found on X-rays

of 37/43 patients. Six patients showed moderate or severe

arthrosis. The Olerud–Molander score was 95.5 in patients

without a Volkmann triangle, 98.5 in the presence of a

small, unfixed fragment, and 90.6 with a large fixed frag-

ment. Patients with no cartilage damage on perioperative

inspection presented less severe arthrosis in the long-term

results, while those with documented cartilage damage

during the operation had more severe arthrosis. The Ole-

rud–Molander score was 97.2 without cartilage damage

and 94.5 with cartilage damage.

Conclusion In conclusion, the presence of a Volkmann

triangle impairs prognosis; fixation, even with anatomic

results, does not return the score to ‘‘normal.’’ Cartilage

damage seems to play a crucial role in the long-term

outcome.

Keywords Malleolar fractures � Volkmann triangle �
Cartilage damage

Introduction

In 1940, Nelson and Jensen [1] published their results on

malleolar fractures with fracture of the so-called Volkmann

triangle (posterior malleolus). They stated, based on their

small series of eight patients, that fragments that were

bigger than one-third of the articular surface and were fixed

did better than those without fixation. Even seventy years

after they published their results, we still respect this rule.

Some years later, McLaughlin [2] reduced the size of the

fragment that should be fixed to larger than one-quarter of

the articular surface. In later series [3, 4], these findings

were confirmed in that sense that fractures with an addi-

tional Volkmann triangle led to an impaired prognosis

[3, 5], while fractures with bigger fragments that were fixed

yielded a better prognosis than those that were unfixed [3].

On the other hand, fragments that were smaller than this

played a less important role [6]. Two issues were attributed

to the size of the Volkmann triangle that predisposed for

subsequent arthrosis: a decrease in contact area [7] and the

tendency for posterior subluxation [8, 9]. It was stated that

‘‘in cases of larger fragments with permanent displacement
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… there is another trigger factor for later osteoarthritis

besides articular incongruency, namely instability with

talar subluxation’’ [3].

The aim of our study was to determine the long-term

radiological results of malleolar fractures with an additional

Volkmann fragment and to assess the role of a fracture of

the posterior malleolus on arthrosis. Does a fracture of the

posterior malleolus play such a crucial role in ankle frac-

tures as described in Nelson’s paper, or are other factors

responsible for the the long-term outcome? To answer these

questions, the worst case scenario was chosen. The inves-

tigation focused solely on dislocated malleolar fractures.

All other displaced fractures (but not dislocated/luxated)

were excluded. A single-center study was performed on a

prospective database with a retrospective review.

Materials and methods

Since 1995 all of the fractures that have been admitted to

our hospital and have received surgical treatment (internal

or external) have been recorded prospectively. All patients

are called in for a one-year check-up, including clinical and

X-ray checks. All patients are checked personally by their

respective surgeon. Further surgery (e.g., implant removal)

or definitive dismissal is discussed routinely with the

patient at this occasion.

For the present study, all patients with a dislocated

malleolar fracture were invited for a further check,

including a physical and a radiological examination, at a

follow-up of at least 4 years. The clinical findings were

obtained and recorded by a Ph.D. student under the

supervision of the head of the investigation (D.H.), and the

X-rays were analyzed by an independent radiologist.

Arthrosis was graded between 0 and 4 in a slightly

modified way according to the classification of Knirk and

Jupiter [10], with grade 0 signifying no arthrosis, grade 1

representing sclerosis of the articular surface, grade 2

indicating the formation of cysts and osteophytes, grade 3

suggesting a narrowing of the joint, and grade 4 pointing to

ankylosis of the joint.

Statistical comparisons of scores in two or more groups

were performed with Student’s t test or one way analysis of

variance (ANOVA), respectively.

Results

Fifty-six patients met the abovementioned criteria and were

included in this retrospective study. It was possible to

follow 43 (76%) of these 56 patients: this included 15 men

(31%) with an average age of 53 years and 28 women

(69%) with an average age of 62 years. Twenty-four

patients had a broken left ankle, and 19 had a right ankle

break. Thirteen patients were lost to follow-up, 2 died of

causes unrelated to the fracture, 8 patients were lost in their

respective countries, and 3 refused to undergo another

examination as they were satisfied with their results. The

average time to follow-up was 7.3 years (3.9–10.9 years).

Fractures were classified into bi- or trimalleolar frac-

tures and according to the classification of Weber [11] into

A, B, and C. Considering the small series of fractures, we

did not use the much more extensive AO classification.

Among the fractures followed, 9 were bi- and 34 were

trimalleolar fractures. There were 23 Weber type B frac-

tures and 20 type C fractures. Four fractures were open

fractures, 3 were grade 1 and 1 was grade 2 according to

the Gustilo–Anderson classification [12]. A cartilage lesion

of the talar dome was diagnosed in 16 patients during the

surgical intervention. An arthroscopy and/or a CT scan was

not carried out prior to the internal fixation.

Presence and surgery of a Volkmann triangle

Of the 43 dislocated and followed fractures registered, 7

had no Volkmann triangle, 10 had just a very small shell-

like fragment, 18 had a fragment smaller than one-quarter

of the articular surface, and 8 fractures had a fragment that

was bigger than this; these 8 fragments were all fixed. Four

fragments were fixed by an anteroposterior lag screw, one

lag screw was added from posterior, and three fractures

were fixed with a one-third tubular antiglide plate on the

posterior part of the distal tibia. In the case of residual

instability upon the completion of internal fixation, an

additional positioning screw was used. Most fractures were

operated on primarily.

Complications

There were no infections and in all cases the recovery of

the soft tissues upon discharge was uneventful. There was

one malunion 6 weeks after fixation with an ap screw,

which was corrected by re-reduction and fixation with two

lag screws from posterior. One antiglide plate had to

removed early after 6 months due to patient discomfort; the

removal of the implant was followed by a disturbance of

the posterior tibial nerve.

Results immediately after internal fixation

Anatomical reduction of a small Volkmann triangle by

internal fixation of the external and internal malleoli hap-

pened in 8/18 patients, 10/18 fragments did not return to

their anatomical positions. No attention was paid to the

shell-like fragments. All 8 fragments that were larger than

one-quarter of the articular surface were fixed in the
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abovementioned manner. Two of the 11 fragments were

fixed with a slight step-off of 1 mm (one screw from

anterior and one antiglide plate (Fig. 1).

Radiological results after 7.1 years in relation

to the presence and the size of the fragment

Grade 1 arthroses were seen in some fractures with or

without shell-like fragments (Fig. 2). Small fragments (not

fixed) were present in the majority of cases with a grade 1

arthrosis, even when the reduction was spontaneously

anatomical. Fragments that were larger than one-quarter of

the articular surface usually exhibited a grade 1 or 2

arthrosis. Grade 3 arthroses were observed in the group

where the Volkmann triangle was fixed (one of which was

fixed with a slight step-off of 1 mm, while the other was

fixed anatomically), but also in one patient with no Volk-

mann fragment at all!

Clinical results after 7.1 years in relation to the size

of the Volkmann fragment

The Olerud–Molander score [13] was used to assess clin-

ical results. The score for patients without a Volkmann

triangle was 95.5, in the group with only a small fragment

the score was 98.5, and in the group with a fixed Volkmann

triangle it was 90.6. This difference was not statistically

significant (p = 0.09/one-way ANOVA).

Radiological results after 7.1 years in relation

to the presence of a cartilage lesion

The 27 patients without cartilage damage showed better

radiological results: they presented mostly no or only grade

1 arthrosis; just 1 patient had a grade 2 arthrosis (Fig. 3).

Patients with cartilage damage upon internal fixation [16]

mostly presented arthroses of grades 1–3!

Clinical results after 7.1 years in relation to cartilage

damage

Again, the Olerud–Molander score [13] was used to assess

clinical results. In the presence of cartilage damage the

score was 94.5, versus 97.2 without any visible damage,

although this difference is not statistically significant

(p = 0.8/Student’s t test).

Discussion

Dislocated malleolar fractures are very severe lesions.

There are very few large, long-term series for these frac-

tures: either the follow-up is rather short [5, 14] or long-
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term results are derived from only small groups of patients

[15–17]. Our follow-up rate of 76% is just within the the

limit of acceptance, and may be explained by the fact that

quite a lot of our patients are winter tourists from abroad.

Our small series is not conclusive regarding the devel-

opment of an arthrosis, and is also not conclusive regarding

the clinical outcome in the clinical subjective judgement of

the patient in relation to the presence or size of the Volk-

mann triangle. This may be because the number of patients

was just too small. On the other hand, the results clearly

reflect the recent uneasiness in the literature over the 70-

year-old dogma for the treatment of the Volkmann triangle.

It is presently believed that three factors play important

roles in the development of arthrosis in malleolar fractures:

1. A change in the contact stresses of the joint. It was

demonstrated experimentally that a lateral talus shift of

1 mm produces a decrease in the contact area of 42%

[18, 19], which underlines the importance of the lateral

malleolus, considering that ‘‘the talus not only goes

with the lateral malleolus, but also stays with it’’ [20].

In relation to the assumed reduction in contact area in

the presence of a Volkmann triangle, statistical

experimental studies have shown that the larger the

Volkmann triangle, the greater the change in the

contact area [7, 9]. However, these results are currently

heavily contested in the light of the results of recent

dynamic/kinematic experimental stress analyses [21].

2. Instability of the ankle mortise with the presumed

tendency for subluxation in the presence of a Volk-

mann triangle that is larger than one-third of the

articular surface [8, 9].

3. Joint incongruity due to the fractured Volkmann

triangle, which leads to an increase in the load on

the adjoining joint surfaces [7].

The fixation of Volkmann fragments that are larger than

one-quarter of the articular surface was advocated because

of these reasons. However, some doubt was shed on these

assumptions a few decades ago due to the fact that similar

clinical outcomes were obtained for malleolar fractures

with a big Volkmann fragment whether or not it was fixed

[20]. Later, an experimental investigation using photo-

elastic models revealed that the load on the posterior sur-

face of the distal tibia was indeed very low and present

only in dorsiflexion [22]. Then, in 2004, Fitzpatrick [21]

used a dynamic experimental setup to demonstrate that the

role commonly attributed to the Volkmann triangle in ankle

fractures was doubtful: in their model, four fracture con-

figurations for the posterior malleolus were mimicked

(while the internal and external malleolus were kept intact,

so that the setup resembled a stable, perfectly reduced

situation with a lateral and medial malleolar fracture): an

intact ankle mortise, a Volkmann triangle corresponding to

50% of the articular surface, the same size (mal) of

Volkmann triangle that had been fixed with a 2 mm gap

and a 2 mm step-off, and the same size of Volkmann tri-

angle that had been anatomically reduced and fixed. In all

configurations there was a shift in the location of the

contact stresses to the anterior and medial parts of the joint,

indicating that this shift causes a part of the ankle joint to

receive a big load when this cartilage normally does not

have to take such a load. However, most intriguing was the

fact that, despite the anatomical reduction and fixation of a

big Volkmann triangle, no return to the normal situation of

an intact ankle joint was observed. Furthermore, in none of

these configurations was a tendency for subluxation noted.

Fitzpatrick’s experimental data are supported and have

been confirmed by van Bekerom’s systematic review of the

literature, including clinical and biomechanical publica-

tions [23]. No differences in outcome were found whether

Volkmann fragments that were bigger than one-third of the

joint surface were reduced and fixed or just left alone. This

confirms Broos’ findings [5]: that the prognosis of a mal-

leolar fracture is always compromised by the presence of a

fracture of the posterior malleolus. It also challenges

Jaskulka’s finding [3] that the prognosis of a malleolar

fracture improves when a large Volkmann triangle is

reduced and fixed. The results of our small series show

(though without statistical significance) that there is a trend

towards impaired prognosis in the presence of a Volkmann

fracture, even when it is correctly fixed. On the other hand,

cartilage damage clearly leads to worse results, but such

damage cannot be repaired by any surgical maneuver.

Conclusion

The outcome of a fracture with a Volkmann triangle

seems to be fated, whatever the surgeon does (under the

condition that the lateral and medial sides are perfectly

reduced and fixed and the joint is stable). Also, cartilage

damage may be present from the beginning of the trauma,

and this may determine the clinical outcome without any

chance for the surgeon to intervene. In fact, of the three

issues that influence the outcome (see the ‘‘Introduction’’),

two apparently cannot be influenced by the surgeon. The

only one that remains is instability! Instability is tolerated

in different ways in the joints of the lower extremities.

The ankle joint does not tolerate it well [24], and insta-

bility can be influenced by the surgeon. Indeed, it is

mandatory to test ankle stability after performing fixation

of the lateral and medial sides. If there is still instability

in the presence of a Volkmann triangle, the fragment must

be fixed. Fixing the Volkmann triangle is a better option

than fixing the ankle mortise with a positioning screw

[25].
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The Volkmann dogma has guided us through many

decades, but it looks as if we have followed a phantom!

Conflict of interest None.
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14. Lindsjö U. Operative treatment of ankle fracture—dislocations.

Clin Orthop Rel Res. 1985;199:28–38.

15. Specchiulli F, Mangialardi R. The surgical treatment of malleolar

fractures: long-term results. Chir Organi Mov. 2004;89(4):313–8.

16. Joz-Roland P, Kritsikis N, Cyprien JM. Long term results of

treatment of malleolar fractures. Rev Chir Orthop Reparatrice

Appar Mot. 1980;66(3):173–82.

17. Day GA, Swanson CE. Operative treatment of ankle fractures. A

minimum ten-year follow-up. Foot Ankle Int. 2001;22(2):102–6.

18. Ramsey P, Hamilton W. Changes in tibiotalar contact caused by

talar shift. J Bone Joint Surg A. 1976;58:356–7.

19. Lloyd J, Elsayed S, Hariharan K, Tanaka H. Revisiting the con-

cept of talar shift in ankle fractures. Foot Ankle Int.

2006;27(10):793–6.

20. Harper MC, Hardin G. Posterior malleolar fractures of the ankle

associated with external rotation–abduction injuries. J Bone Joint

Surg A. 1988;70(9):1348–56.

21. Fitzpatrick DC, Otto JK, McKinley TO, Marsh JL, Brown TD.

Kinematic and contact stresses analysis of posterior malleolus

fractures of the ankle. J Orthop Trauma. 2004;18(5):271–8.

22. Papachristou G, Efstathopoulos N, Levidiotis C, Chronopoulos E.

Early weight bearing after posterior malleolar fractures: an

experimental and prospective clinical study. J Foot Ankle Surg.

2003;42(2):99–104.

23. van den Bekerom MPJ, Haverkamp D, Kloen P. Biomechanical

and clinical evaluation of posterior malleolar fractures. A sys-

tematic review of the literature. J Trauma. 2009;66:279–84.

24. McKinley TO, Rudert MJ, Koos DC, Brown TD. Incongruity

versus instability in the etiology of posttraumatic arthritis. Clin

Orthop. 2004;423:44–51.

25. Gardner MJ, Brodsky A, Briggs SM, Nielson JH, Lorich DG.

Fixation of posterior malleolar fractures provides greater syn-

desmotic stability. Clin Orthop. 2006;447:165–71.

Volkmann Dogma 519


	The Volkmann dogma: a retrospective, long-term, single-center study
	Abstract
	Introduction
	Materials and methods
	Results
	Conclusion

	Introduction
	Materials and methods
	Results
	Presence and surgery of a Volkmann triangle
	Complications
	Results immediately after internal fixation
	Radiological results after 7.1 years in relation to the presence and the size of the fragment
	Clinical results after 7.1 years in relation to the size of the Volkmann fragment
	Radiological results after 7.1 years in relation to the presence of a cartilage lesion
	Clinical results after 7.1 years in relation to cartilage damage

	Discussion
	Conclusion
	Conflict of interest
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated v2 300% \050ECI\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /sRGB
  /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 false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 149
  /ColorImageMinResolutionPolicy /Warning
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /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 149
  /GrayImageMinResolutionPolicy /Warning
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /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 599
  /MonoImageMinResolutionPolicy /Warning
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /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 <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /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 <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /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.)
    /DEU <>
  >>
  /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 [595.276 841.890]
>> setpagedevice


