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The results of the recently published PARAGON-HF trial with
sacubitril/valsartan1 have left the scientific community
with another formally neutral large-scale trial in heart failure
with preserved ejection fraction (HFpEF). The findings of
the complementary trial, PARALLAX,2 as presented in the
late-breaking trial sessions of the virtual ESC Congress 2020,3

have not really changed this perspective on HFpEF trials,
either. Both trials have generated mixed results, at best, with
PARAGON-HF narrowly missing its primary endpoint and PAR-
ALLAX reaching its primary biomarker-based endpoint, change
in N terminal pro brain natriuretic peptide to Week 12, yet be-
ing neutral for the co-primary endpoint of the change in 6min
walk test distance to Week 24, and for both secondary end-
points related to quality of life and symptom burden.

What currently ignites scientific discussion are the observed
significant interactions for both left ventricular ejection frac-
tion and sex.1 The former appears to be embraced, as it ap-
pears to make sense to many, and the latter is largely
ignored as biological plausibility is questioned. Also, there is
no sign for the sex interaction in the PARADIGM-HF trial (inves-
tigating the effect of sacubitril/valsartan vs. placebo in heart
failure with reduced ejection fraction patients).4 Maybe, the
sex interaction in PARAGON-HF (at a P value for interaction
of <0.006 for the primary endpoint) is a chance finding.

But now, there is some surprising news. In the discussion
of PARALLAX after the presentation in the late-breaking trial
session at the virtual ESC Congress 2020, it was mentioned
that the result for the second primary endpoint of this study
(i.e. the change in 6min walk test distance) also showed a sig-
nificant sex interaction in favour of women with HFpEF hav-
ing a benefit from the use of sacubitril/valsartan vs. placebo.3

This comment sets out to explore whether there could be
biological plausibility for a sex interaction in the effects of
sacubitril/valsartan vs. placebo in HFpEF patients. We suggest
two pathways for this. First, effects of endogenous relaxin

may cause this sex difference. Second, it is conceivable that
the actions of B-type natriuretic peptide (BNP) differ between
atria and ventricles, which might explain the striking differ-
ence (in terms of presence and absence of the sex interac-
tion) between the PARAGON-HF and PARADIGM-HF trials.

Endogenous relaxin-2

At first sight, there could be the following link: angiotensin
type-1 receptor (AT1R) blockers (ARBs) have recently
been shown to completely block the anti-fibrotic effects of
therapeutic relaxin, both in rodent models of renal and car-
diac fibrosis and in human cardiac fibroblasts.5,6 This is attrib-
utable to a direct interaction at receptor level—between
RXFP1, the cognate receptor for relaxin-2, the AT1R, and
the AT2R—and it enables antagonists to each receptor
blocking agonist effects at the other receptors.5 In other
words, ARBs have been shown in these models to completely
nullify relaxin’s anti-fibrotic signalling. Until now, it is incon-
clusive if and which other relaxin effects may be affected by
use of ARBs.

This could be relevant for therapeutic relaxin. Heterogene-
ity of the relaxin effects in RELAX-AHF2 and other trials de-
pending on the underlying therapy with ARBs in the
patients included there are not known yet, but such analyses
could easily be performed.

Considering the situation in the clinical studies with
sacubitril/valsartan, one has to take into account endogenous
relaxin-2. Circulating levels in men are ~300-fold to 500-fold
lower than therapeutic levels.7 In women, the ratio depends
on menopausal status: during the menstrual cycle, relaxin
levels may rise to approximately one-tenth of therapeutic
relaxin levels, and this occurs approximately 10 days
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after the plasma surge of the luteinizing hormone.8 In
post-menopausal women, however, levels are similar to
those determined in men.7 As a result, these facts may serve
to construct a sex difference regarding relaxin-2 and a phar-
macological link to the ARB component of the drug under re-
view (i.e. of the valsartan part of sacubitril/valsartan).

At closer look, however, there are data that render this
hypothesis rather unlikely. The mean age of patients in
PARAGON-HF was 73 years. Most if not all women enrolled
should have been post-menopausal, which effectively abol-
ishes the said sex difference in endogenous relaxin levels.
Moreover, the blockade of relaxin effects by valsartan would
have been present in the active control arm as well—then,
the sex interaction favouring women’s outcome would
rather rest in the sacubitril part of the drug to which we
presently do not see any clue. Further, we also have to rec-
ognize the different design of control groups. PARAGON-HF
encompassed one valsartan-treated control group while
PARALLAX had three control strata of which only one was
on ARBs. For angiotensin-converting enzyme inhibitors, the
second PARALLAX stratum, it has been demonstrated that
they do not interfere with relaxin effects.9 Lastly, if there is
no sex difference regarding circulating relaxin levels, could
receptor interaction (RXFP1–AT1R–AT2R) itself be sex-
dependent? At present, we have no data corroborating this
option (TBD, personal communication). Altogether, these
considerations suggest to us that we should dismiss the re-
laxin hypothesis.

Synthetic human relaxin-2, however, is currently being de-
veloped for HFpEF, and in spite of its unique pleiotropic sig-
nalling, it poses a promising candidate for chronic HFpEF
therapy.10 It will therefore be most interesting to explore in
pre-clinical HFpEF models, for example, the ZSF1 rat, if and
to what extent sacubitril/valsartan interferes with therapeu-
tic relaxin effects.

Potential role of BNP in concert with
androgens

A recent paper by Tsai and co-workers11 may give rise to an
alternative explanation. Those researchers focused on atrial
BNP effects and referred to previous work in mice indicat-
ing tumour necrosis factor (TNF) to induce atrial fibrosis.12

In their work, BNP significantly synergized with TNF and
enhanced TNF-induced atrial fibrosis. Furthermore, one
hallmark of fibrosis induction and collagen deposition,
up-regulation of MMP-2, was also observed in primary hu-
man atrial fibroblasts following BNP challenge. Although
these results need to be confirmed by other researchers,
they raise the possibility that ventricular and atrial BNP ef-
fects on extracellular matrix may differ because in ventri-
cles, BNP is well established to counteract fibrosis.13–15

Androgens play a pro-fibrotic role in many circumstances
and seem to act in a dual-hit fashion in various contexts. In
genetically engineered mice lacking the natriuretic
peptide receptor-A (NPR-A aka GC-A), androgens act to pro-
duce sex-dependent cardiac fibrosis and hypertrophy,16

with no such effect in the wild-type animals. Of note,
down-regulation of NPR-A is a common finding in human
heart failure,17 which renders this model even more rele-
vant. In male rats on chronic angiotensin infusion,18 castra-
tion greatly reduces angiotensin-related hypertension,
cardiac hypertrophy, and fibrosis, and this effect is reversed
by testosterone replacement. Furthermore, relaxin-knockout
mice show cardiac and renal fibrosis in males only while
pulmonary fibrosis is markedly accelerated in males.19

Again, there is no sex-dependent difference in organ fibrosis
in the age-matched wild types in this study.

Against this background, we may hypothesize that in male
HFpEF patients treated with sacubitril/valsartan, elevated
BNP acts as second hit in concert with androgens to increase
atrial fibrosis. This would potentially account for the differ-
ence between PARADIGM-HF vs. PARAGON in terms of
the occurrence of a sex interaction. In heart failure with re-
duced ejection fraction, left atrial changes may be a mere
‘bystander’-type of consequence along the course of disease
progression, while in HFpEF, the left atrium takes a more cen-
tral stage in the pathophysiology of disease progression.20

The strong relation between elevated BNP and the incidence
of atrial fibrillation (with atrial fibrosis a major precondition
to it) is well established.21 It is mainly regarded as association
reflecting heart failure severity, but as we have elaborated
here, it may be causal.

Still a chance finding?

It is still a serious possibility for the described sex interaction
of sacubitril/valsartan vs. placebo in HFpEF, seen in one trial
for sure and suggested for a second one, to be a mere chance
finding, especially in view of the negative result of the study,
which should not allow extrapolation of subgroup analyses.
The use of pre-specified subgroups cannot answer all ques-
tions, if there are unknown confounders. Post-hoc subgroup
analyses have questionable statistical value and can be
hypothesis-generating at best. In PARAGON-HF,22 women
had lower estimated glomerular filtration rate and N terminal
pro brain natriuretic peptide levels at baseline, they were
older and more obese, and they had less presence of coro-
nary artery disease. There were differences regarding region
and race regarding women and men in this trial. Also, there
were regional differences in the effectiveness of the trial with
an effect in western Europe similar to that seen in women
and in those patients receiving mineralocorticoid receptor an-
tagonists. Further, in regard of the therapeutic effect, the sex
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difference mainly related to lesser hospitalizations—it did not
translate into more pronounced improvements of functional
class or KCCQ results in women.

Another plausible explanation could be the pharmacody-
namic effect of sacubitril/valsartan as women have a smaller
volume of distribution than men. A fixed dose regimen may
result in higher effective dose in women. This can be relevant
with regard to the blood pressure-lowering effect of the
medicine.

We have not seen the full PARALLAX results yet, to judge in
full the extent of validation of the interaction finding of
PARAGON-HF in PARALLAX. Furthermore, as already men-
tioned, the control group in PARALLAX was different with
only one of three strata on ARBs. Hence, we will not be able
to settle this issue conclusively here.

In summary, we have attempted to explore two hypothe-
ses—an ARB interaction with endogenous relaxin and an
androgen-dependent pro-fibrotic atrial BNP effect—that
could confer biological plausibility to the apparent sex–
treatment interaction with sacubitril/valsartan in the
PARAGON-HF trial. In the public discussion, a lot of weight
is given to the observed ejection fraction-based interaction.
The sex interaction is similarly strong, but it is largely ignored

so far. Sex differences in ejection fraction are partly used to
explain the PARAGON-HF findings. What if we would regard
sacubitril/valsartan as the first successful therapy for female
patients with HFpEF? Would that be bad for women with
HFpEF? There are very many of them, and we think the
answer to the question is ‘no’. We simply feel that this issue
deserves a closer and more scientific look. Whereas we feel
that the relaxin hypothesis is untenable in this context, it
may be worthwhile spending more experimental effort to in-
vestigate in detail the potentially different effects of BNP at
the atrial as opposed to ventricular level.

Conflict of interest

T.B.D. is CEO of Relaxera, a company developing relaxin-2 for
cardiovascular indications. S.D.A. reports receiving fees from
Abbott, Bayer, Boehringer Ingelheim, Cardiac Dimension, Im-
pulse Dynamics, Novartis, Occlutech, Servier, and Vifor
Pharma and grant support from Abbott and Vifor Pharma
(all unrelated to this paper).

References

1. Solomon SD, McMurray JJV, Anand IS,
Ge J, Lam CSP, Maggioni AP, Martinez
F, Packer M, Pfeffer MA, Pieske B,
Redfield MM, Rouleau JL, van
Veldhuisen DJ, Zannad F, Zile MR, Desai
AS, Claggett B, Jhund PS, Boytsov SA,
Comin-Colet J, Cleland J, Düngen HD,
Goncalvesova E, Katova T, Kerr Saraiva
JF, Lelonek M, Merkely B, Senni M, Shah
SJ, Zhou J, Rizkala AR, Gong J, Shi VC,
Lefkowitz MP, for the PARAGON-HF In-
vestigators and Committees. Angioten-
sin–neprilysin inhibition in heart failure
with preserved ejection fraction. N Engl
J Med 2019; 381: 1609–1620.

2. Wachter R, Shah SJ, Cowie MR,
Szecsödy P, Shi V, Ibram G, Zhao Z,
Gong J, Klebs S, Pieske B. Angiotensin
receptor neprilysin inhibition versus in-
dividualized RAAS blockade: design
and rationale of the PARALLAX trial.
ESC Heart Fail 2020; 7: 856–864.

3. https://www.escardio.org/The-
ESC/Press-Office/Press-releases/
PIESKE. https://esc365.escardio.org/
Congress/ESC-CONGRESS-2020-The-
Digital-Experience/Hot-Line-PARAL-
LAX/224919-hot-line-parallax#video
(24 November 2020).

4. McMurray JJV, Packer M, Desai AS,
Gong J, Lefkowitz MP, Rizkala AR, Rou-
leau JL, Shi VC, Solomon SD, Swedberg
K, Zile MR, PARADIGM-HF Investigators
and Committees. Angiotensin–neprilysin

inhibition versus enalapril in heart fail-
ure. N Engl J Med 2014; 371: 993–1004.

5. Chow BSM, Kocan M, Shen M, Wang Y,
Han L, Chew JY, Wang C, Bosnyak S,
Mirabito-Colafella KM, Barsha G, Wigg
B, Johnstone EKM, Hossain MA, Pfleger
KDG, Denton KM, Widdop RE, Summers
RJ, Bathgate RAD, Hewitson TD, Samuel
CS. AT1R-AT2R-RXFP1 functional
crosstalk in myofibroblasts: impact on
the therapeutic targeting of renal and
cardiac fibrosis. J Am Soc Nephrol 2019;
30: 2191–2207.

6. Wang C, Pinar AA, Widdop RE, Hossain
MA, Bathgate RAD, Denton KM, Kemp-
Harper BK, Samuel CS. The anti-fibrotic
actions of relaxin are mediated through
AT2R-associated protein phosphatases
via RXFP1-AT2R functional crosstalk in
human cardiac myofibroblasts. FASEB J
2020; 34: 8217–8233.

7. Dschietzig T, Richter C, Bartsch C, Laule
M, Armbruster FP, Baumann G, Stangl K.
The pregnancy hormone relaxin is a
player in human heart failure. FASEB J
2001; 15: 2187–2195.

8. Stewart DR, Celniker AC, Taylor CA Jr,
Cragun JR, Overstreet JW, Lasley BL.
Relaxin in the peri-implantation period.
J Clin Endocrinol Metab 1990; 70:
1771–1773.

9. Samuel CS, Bodaragama H, Chew JY,
Widdop RE, Royce SG, Hewitson TD.
Serelaxin is a more efficacious

antifibrotic than enalapril in an experi-
mental model of heart disease. Hyper-
tension 2014; 64: 315–322.

10. Dschietzig TB. Relaxin-2 for heart fail-
ure with preserved ejection fraction
(HFpEF): rationale for future clinical tri-
als. Mol Cell Endocrinol 2019; 487:
54–58.

11. Tsai YT, Lin FY, Lin CS, Loh SH, Li CY,
Lin CY, Lin YW, Tsai CS. B-type natri-
uretic peptide enhances fibrotic effects
via matrix metalloproteinase-2 expres-
sion in the mouse atrium in vivo and in
human atrial myofibroblasts in vitro.
Transl Res 2019; 208: 30–46.

12. Liew R, Khairunnisa K, Gu Y, Tee N, Yin
NO, Naylynn TM, Moe KT. Role of tumor
necrosis factor-α in the pathogenesis of
atrial fibrosis and development of an ar-
rhythmogenic substrate. Circ J 2013; 77:
1171–1179.

13. Kapoun AM, Liang F, O’Young G, Damm
DL, Quon D, White RT, Munson K, Lam
A, Schreiner GF, Protter AA. B-type na-
triuretic peptide exerts broad functional
opposition to transforming growth
factor-beta in primary human cardiac fi-
broblasts: fibrosis, myofibroblast conver-
sion, proliferation, and inflammation.
Circ Res 2004; 94: 453–461.

14. Tsuruda T, Boerrigter G, Huntley BK,
Noser JA, Cataliotti A, Costello-
Boerrigter LC, Chen HH, Burnett JC Jr.
Brain natriuretic peptide is produced in

3276 Editorial

ESC Heart Failure 2020; 7: 3274–3277
DOI: 10.1002/ehf2.13170



cardiac fibroblasts and induces matrix
metalloproteinases. Circ Res 2002; 91:
1127–1134.

15. Tamura N, Ogawa Y, Chusho H,
Nakamura K, Nakao K, Suda M,
Kasahara M, Hashimoto R, Katsuura G,
Mukoyama M, Itoh H, Saito Y, Tanaka
I, Otani H, Katsuki M, Nakao K. Cardiac
fibrosis in mice lacking brain natriuretic
peptide. Proc Natl Acad Sci U S A 2000;
97: 4239–4244.

16. Li Y, Kishimoto I, Saito Y, Harada M,
Kuwahara K, Izumi T, Hamanaka I,
Takahashi N, Kawakami R, Tanimoto K,
Nakagawa Y, Nakanishi M, Adachi Y,
Garbers DL, Fukamizu A, Nakao K. An-
drogen contributes to gender-related
cardiac hypertrophy and fibrosis in mice
lacking the gene encoding guanylyl
cyclase-A. Endocrinology 2004; 145:
951–958.

17. Dickey DM, Flora DR, Bryan PM, Xu X,
Chen Y, Potter LR. Differential regulation
of membrane guanylyl cyclases in

congestive heart failure: natriuretic pep-
tide receptor (NPR)-B, not NPR-A, is the
predominant natriuretic peptide recep-
tor in the failing heart. Endocrinology
2007; 148: 3518–2352.

18. Mishra JS, More AS, Gopalakrishnan K,
Kumar S. Testosterone plays a permis-
sive role in angiotensin II-induced hy-
pertension and cardiac hypertrophy in
male rats. Biol Reprod 2019; 100:
139–148.

19. Zhao L, Roche PJ, Gunnersen JM, Ham-
mond VE, Tregear GW, Wintour EM,
Beck F. Mice without a functional re-
laxin gene are unable to deliver milk to
their pups. Endocrinology 1999; 140:
445–453.

20. Santos AB, Roca GQ, Claggett B,
Sweitzer NK, Shah SJ, Anand IS, Fang
JC, Zile MR, Pitt B, Solomon SD, Shah
AM. Prognostic relevance of left atrial
dysfunction in heart failure with pre-
served ejection fraction. Circ Heart Fail
2016; 9: e002763.

21. Patton KK, Ellinor PT, Heckbert SR,
Christenson RH, DeFilippi C, Gottdiener
JS, Kronmal RA. N-terminal pro-B-type
natriuretic peptide is a major predictor
of the development of atrial fibrillation:
the Cardiovascular Health Study. Circu-
lation 2009; 120: 1768–1774.

22. McMurray JJV, Jackson AM, Lam CSP,
Redfield MM, Anand IS, Ge J, Lefkowitz
MP, Maggioni AP, Martinez F, Packer M,
Pfeffer MA, Pieske B, Rizkala AR,
Sabarwal SV, Shah AM, Shah SJ, Shi
VC, van Veldhuisen DJ, Zannad F, Zile
MR, Cikes M, Goncalvesova E, Katova
T, Kosztin A, Lelonek M, Sweitzer N,
Vardeny O, Claggett B, Jhund PS, Solo-
mon SD. Effects of sacubitril–valsartan
versus valsartan in women compared
with men with heart failure and pre-
served ejection fraction: insights from
PARAGON-HF. Circulation 2020; 141:
338–351.

Editorial 3277

ESC Heart Failure 2020; 7: 3274–3277
DOI: 10.1002/ehf2.13170



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles false
  /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 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends false
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage false
  /PreserveDICMYKValues true
  /PreserveEPSInfo false
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages false
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth 8
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /FlateEncode
  /AutoFilterColorImages false
  /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 false
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth 8
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /FlateEncode
  /AutoFilterGrayImages false
  /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 false
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /PDFX1a:2001
  ]
  /PDFX1aCheck true
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (Euroscale Coated v2)
  /PDFXOutputConditionIdentifier (FOGRA1)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /CHS <>
    /CHT <>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA (Utilizzare queste impostazioni per creare documenti Adobe PDF che devono essere conformi o verificati in base a PDF/X-1a:2001, uno standard ISO per lo scambio di contenuto grafico. Per ulteriori informazioni sulla creazione di documenti PDF compatibili con PDF/X-1a, consultare la Guida dell'utente di Acrobat. I documenti PDF creati possono essere aperti con Acrobat e Adobe Reader 4.0 e versioni successive.)
    /JPN <>
    /KOR <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die moeten worden gecontroleerd of moeten voldoen aan PDF/X-1a:2001, een ISO-standaard voor het uitwisselen van grafische gegevens. Raadpleeg de gebruikershandleiding van Acrobat voor meer informatie over het maken van PDF-documenten die compatibel zijn met PDF/X-1a. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 4.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENG (Modified PDFX1a settings for Blackwell publications)
    /ENU (Use these settings to create Adobe PDF documents that are to be checked or must conform to PDF/X-1a:2001, an ISO standard for graphic content exchange.  For more information on creating PDF/X-1a compliant PDF documents, please refer to the Acrobat User Guide.  Created PDF documents can be opened with Acrobat and Adobe Reader 4.0 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 /HighResolution
      >>
      /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


