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Abstract The value of surgical resection of renal cell car-
cinoma (RCC) liver metastases still remains unclear.
Objective Of our study was to evaluate the eYcacy of
liver resection by comparing patients who could have
undergone metastasectomy due to limited disease, but
refused surgery.
Materials and methods Eighty-eight patients were identi-
Wed with liver metastases and indication of surgery between
1995 and 2006. In 68 patients, liver resection was per-
formed, 20 patients denied surgery and served as compari-
son group. Patients were followed for survival.
Results Median age was 58. Median amount of liver
metastases was 2 (range 1–30). Median follow-up was
26 months (range 1–187). In both groups, 79% received
systemic therapy. The 5-year overall survival rate (OSR-5)
after metastasectomy was 62.2% § 11.4% (SEM) with a
median survival (MS) of 142 (95% conWdence interval (CI)
115–169) months. OSR-5 in the control group was
29.3% § 22.0% (SEM) with a MS of 27 (95% CI 16–38)
months (P = 0.003). MS was 155 (95% CI 133–175)
months with metachronous metastases compared to 29
(95% CI 25–33) months in the comparison group (P =
0.001). Low-grade primary RCC had a MS of 155 (95% CI
123–187) months compared to 29 (95% CI 8–50) months

without resection (P = 0.0036). High-grade RCC as well as
patients with synchronous metastases did not beneWt from
surgery.
Conclusions Liver metastasectomy is an independent
valuable tool in the treatment of metastatic RCC and sig-
niWcantly prolongs patient’s survival, even if further systemic
treatment is necessary. With the evidence given, patients
may beneWt from liver metastasis resection if technically
feasible.

Keywords Renal cell carcinoma · Surgery · 
Metastasectomy · Liver metastases · Resection · Survival

Introduction

Renal cell cancer (RCC) has a rising incidence with an esti-
mated 51,190 patients to be diagnosed with and 12,890
patients to die of cancer of the kidney and renal pelvis in
2007 in the United States. RCC is the most deadly urologi-
cal malignancy with only 62% of the patients surviving
5 years in all stages [1]. Approximately 20–30% of patients
present with synchronous metastatic disease at initial diag-
nosis, and 20–40% undergoing nephrectomy for clinically
localized RCC will develop metastases [2]. Metastatic RCC
has a poor prognosis as conventional therapy strategies
such as chemotherapy, radiation or hormonal treatment
have almost no inXuence on progression of this disease.
Better results are achieved with anti-angiogenetic therapies,
but the cure rate still is very low, with a median 5-year
overall survival of approximately 20% [3]. Autopsy studies
have shown hepatic involvement in metastatic RCC in 41%
of the patients [4]. Treatment of liver metastases by surgery
so far is uncommon, although survival could signiWcantly
be improved by surgery in lung metastasis [5, 6]. Despite
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the great number of hepatectomies for metastatic disease,
there are only four retrospective uncontrolled series of
more than 10 patients reporting on RCC. Although some
authors claimed prospective multicenter trials with matched
controls without surgery, the value of liver metastasectomy
in metastatic RCC still remained unclear [7, 8]. We evalu-
ated the importance of partial liver resection in patients
with technically resectable RCC liver metastases by com-
paring patients who could have undergone surgery, but
refused the surgical approach.

Materials and methods

We retrospectively analyzed data from n = 240 patients in
an institutional database of metastatic RCC patients who
underwent resection of RCC metastases. We identiWed
n = 88 patients with liver metastases as the only site of
metastasis at our institution with the indication of liver sur-
gery at administration between 1995 and 2006. In n = 68
patients, liver resection was performed, 20 patients
declined surgery and served as comparative group. All 88
patients were oVered surgery but 20 refused or declined
surgery due to several reasons, not related with the underly-
ing disease or the surgeon’s decision. Surgery usually was
performed as partial or wedge liver resection. Depending
on the localization and the amount of the metastases, a
left- or right-sided hemihepatectomy was performed if
indicated. Prior to liver surgery, bone scintigraphy and
computed tomography (CT) of thorax and abdomen as well
as magnetic resonance imaging of the liver were performed.

Statistical analysis was carried out using the SPSS 17.0
statistics software. Survival analysis was done using the
Kaplan–Meier estimation and the log rank test. Descriptive
statistics were performed using the Pearson correlation
coeYcient and log rank testing. Multivariate analysis was
performed according to the cox proportional hazard model.

Results

Median age at presentation was 58 (range 17–78). Of the
patients, 65% (n = 57) were men and 35% (n = 30) were
women. Oncological baseline parameters (Fuhrman, Grad-
ing, ECOG, Memorial Sloan Kettering Risk Score
(MSKCC), synchronous/metachronous metastases, subse-
quent therapy) were not signiWcantly diVerent between the
two patient groups (see Table 1). Median amount of liver
metastases was 2 (range 1–30) with 36% of the patients
having only one metastasis, 30% having two or three, 19%
having between 4 and 10 and 14% having more than 10
liver metastases (see Table 1). Median follow-up was
26 months (range 1–187). Of the patients who underwent

surgery, 79% (n = 54) received systemic therapy in the later
course of their underlying disease. In the comparative
group, this rate did not diVer signiWcantly from 79% of the
patients getting systemic treatment. Systemic treatment was
based on interferon-alpha s.c. and/or interleukin-2 s.c. Only
few patients (n = 5) received multi-kinase inhibitors.

Liver resection was performed as wedge resetion
(n = 52), segementectomy (n = 26), hemihepatectomy
(n = 15) and extended hemihepatectomy (n = 3). In n = 42
patients, a regional lymphadenectomy (hepatoduodenal lig-
ament) was performed. No patient died within 30 days after
surgery. Morbidity of surgery was 20.1% (n = 15) caused
by non-fatal secondary bleeding, bilary leackage, abcess
formation, pleural eVusion and paralytic ileus.

The overall survival rate at 5 years after metastasectomy
was 62.2% § 11.4% (SEM) with a median survival of 142
(95% conWdence interval (CI) 115–169) months. The 5-year
overall survival rate of the comparative group was signiW-
cantly reduced to 29.3% § 22.0% (SEM) with a median of
27 (95% CI 16–38) months (P = 0.003; Fig. 1).

Grading was a predictive factor of survival. Patients with
low-grade (grade 1 and grade 2) primary RCC showed a
signiWcantly improved median survival following surgery
with 155 (95% CI 123–187) months compared to 29 (95%
CI 8–50) months in patients without resection (P = 0.0036).
Interestingly, patients with high-grade (grade 3 and 4)
primaries did not beneWt from surgery with a median sur-
vival of 24 (95% CI 1–47) months versus 27 (95% CI 16–
39) months in the comparative group (P = 0.593; Fig. 2).

Synchronous liver metastases at initial diagnosis were
associated with a signiWcantly lower survival than metach-
ronous metastases. Median survival was 155 (95% CI 133–
175) months with metachronous metastases and signiW-
cantly longer after surgery compared to 29 (95% CI 25–33)
months in the control group (P = 0.001). However, surgical
resection of synchronous metastases did not signiWcantly
improve the median survival with 29 (95% CI 14–44)
months when compared to 15 (95% CI 0–34) months
(P = 0.593) in the comparative group.

Patients were divided into subgroups according to East-
ern Cooperative Oncology Group Performance Status
(ECOG) at initial diagnosis. An ECOG of 0 led to a signiW-
cant better prognosis with a median survival of 155 (95%
CI 126–184) months in patients after metastasectomy when
compared to 31 (95% CI 20–42) months in the comparative
group. With higher ECOG status, the median survival did
not diVer between the groups.

Multivariate analysis based on the cox proportional haz-
ard model revealed that grading, lymph node status at ini-
tial diagnosis, metachronous vs. synchronous metastasis
and ECOG performance status were statistically signiWcant
parameters for overall survival, as well as liver metastasec-
tomy itself. Details are given in Table 2.
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Table 1 Patients characteristics Metastasectomy 
(n = 68)

No Metastasectomy 
(n = 20)

Statistical 
diVerence

Number % Number % P

Sex

Male 44 65 11 55 0.43

Female 24 35 9 45

MSKCC score

Low 4 7 2 10 0.92

Intermediate 59 87 17 85

High 4 6 1 5

Histology

Clear cell RCC 60 88 11 55 0.004

Papillary RCC 4 6 4 20

Other 4 6 5 25

Systemic therapy

Yes 55 81 16 80 0.93

No 13 19 4 20

Metastasis at initial diagnosis

M1 19 28 8 40 0.08

M0 33 49 5 25

Mx 16 24 7 35

Grading of RCC

G1 3 4 0 50 0.08

G2 45 66 10 50

G3/4 19 28 10

No of metastastic lesions in liver

1 26 38 6 30 0.07

2 + 3 21 31 5 25

4–10 15 22 6 30

>10 6 9 3 15

Fig. 1 Kaplan–Meier survival curves for patients with liver metasta-
ses

Fig. 2 Kaplan–Meier survival curves according to high-grade primary
RCC (G3 and G4)
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Discussion

Modern surgical techniques have rendered liver resection, a
procedure with a low mortality of 0–2% and reasonable
morbidity of no more than 33% with, in some series, expe-
rience of up to 1,452 patients [8–12]. In older series, mor-
tality was up to 30% of the patients, prooWng that resection
of liver metastases from solid tumors should be limited to
centers of excellence [7].

In historic series of liver resection, the median survival
for patients with mRCC was 16–48 months with a 5-year
overall survival rate between 8% and 38.9%. Follow-up in
these series was up to 29 months [9, 13–15]. Of course,
these data are based on relatively small numbers of patients
with 13–31 individuals without relevant control groups.

In contrast, our comparative data proof a median sur-
vival of 142 months with a median 5-year overall survival
rate of 62.6% and a median follow-up of 26 months. The
comparative group had a signiWcantly lower survival with
27 months and 29.3%, respectively. As the only compara-
tive series published, our achieved data indeed resemble the
best historical results for those patients with mRCC who
underwent partial liver resection. The long median survival
could be inXuenced by the high proportion of patients
receiving systemic therapy in the later course of the disease,
but with the same proportion of patients treated systemically in

the comparative group, the diVerence in the survival rate in
the two groups is clearly an expression of the eYcacy of
liver resection.

Prognostic factors so far were determined to be negative
surgical margins with complete resection of all masses, a
long disease-free interval (DFI) from initial diagnosis of
RCC, extrahepatic metastases, major hepatectomy and a
left sided primary [8, 9, 11, 12, 14–17]. The same prognos-
tic factors seem to be applicable for RCCs with direct
hepatic involvement [18, 19]. We identiWed grading and
performance status as further prognostic factors and a trend
toward clear cell histology being related to a longer sur-
vival than other subtypes of RCC.

Indication for resection of liver metastases so far was
seen, if complete resection seemed to be achievable, and
DFI was longer than 6 months or 2 years, respectively [11,
16]. Selection criteria for patients were not clearly deWned,
with some authors supporting a very wide indication in
RCC and others restricting it to those patients, who initially
tend to have a better prognosis as discussed above [8, 10,
11]. A French cohort of 41 centers developed a prognostic
model based on age >60, histology (non-breast, melanoma,
squamous cancer versus others), extrahepatic metastases,
major hepatectomy and resection status to stratify patients
[12] (Table 3). However, especially in RCC even older
patients and patients who had extrahepatic metastases will
surely beneWt from resection. Thus, surgical feasibility
seems to be the only restricting parameter for patient selec-
tion in metastatic RCC.

The present study represents the only series in the litera-
ture that compares two groups of patients with liver metas-
tases to estimate the eVect of metastasectomy. Our survival
rates of the patients with mRCC following surgery are the
most favorable results reported so far. The long-term results
are not inferior to survival rates achieved with liver resec-
tion in patients with metastases from colorectal cancer.

Our series of patients adds fundamental new aspects. As
the largest comparative series, it surely proofs surgery to be
an independent factor for patient’s survival. With a similar
rate of patients who underwent systemic therapy in the fur-
ther course of disease, the eVects of this medical regimen

Table 2 Multivariate Cox proportional hazard for predicting overall
survival

Hazard 
ratio

95% ConWdence 
interval

SigniWcance 
(P)

Fuhrman Grading 2.568 1.238–5.329 0.011

Initial T-stage 3.712 1.44–9.552 0.007

Meta- vs. synchronous 
metastases

1.967 0.907–4.244 0.087

ECOG performance 
status 0 vs. ¸1

3.763 1.777–7.972 0.001

Metastasectomy 
yes vs. no

2.23 1.054–4.719 0.036

Table 3 Comparison of results after liver metastasectomy in RCC

Author n Median 
survival 
(months)

5-year overall 
survival rate

Prognostic factors Limitations

Thelen [14] 31 48 38.9% Resection margin, disease-free interval, 
left- vs. right-sided primary

Alves [15] 14 26 26% (3 years) Disease-free interval 4 patients without RCC

Lang [9] 13 25 8% Resection margin

Stief [7] 17 16 – 4 patients no surgery

This series 68 142 62.2% ECOG, disease-free interval, grading
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are eliminated in the analysis of the data. Metastasectomy
bares a high potential for long-term curative treatment. Our
series therefore proofs the value of surgery in the treatment
of hepatic metastases of RCC.

Conclusions

With this Wrst comparative analysis of the eYcacy of liver
resection for metastases, we could demonstrate surgery to
be an independent valuable tool in the treatment of meta-
static RCC. Resection of liver metastases signiWcantly pro-
longs patient’s survival in patients with low or intermediate
Fuhrman grading, even if further systemic treatment is nec-
essary. Therefore, it might be regarded Wrst-line treatment
in singular metastases and should similarly be considered in
cases of multiple lesions as long as complete resection is
achievable. Even in patients with more than one organ
manifestation of metastases, liver metastasectomy should
be performed.

ConXict of interest statement None.

References

1. Ries LAG, Melbert D, Krapcho M, et al. (2008) SEER Cancer Sta-
tistics Review, 1975–2005, National Cancer Institute. Bethesda,
MD, http://seer.cancer.gov/csr/1975_2005/, based on November
2007 SEER data submission, posted to the SEER web site

2. Janzen NK, Kim HL, Figlin RA, Belldegrun AS (2003) Surveil-
lance after radical or partial nephrectomy for localized renal cell
carcinoma and management of recurrent disease. Urol Clin North
Am 30:843–852

3. Staehler M, Haseke N, Schöppler G et al (2007) Modern therapeutic
approaches in metastatic renal cell carcinoma. Eur Urol, EAU-EBU
update series 5:26–37

4. Saitoh H (1981) Distant metastasis of renal adenocarcinoma.
Cancer 48:1487–1491

5. Hofmann HS, Neef H, Krohe K, Andreev P, Silber RE (2005)
Prognostic factors and survival after pulmonary resection of met-
astatic renal cell carcinoma. Eur Urol 48:77–81 discussion-2

6. Piltz S, Meimarakis G, Wichmann M et al (2003) Surgical treat-
ment of pulmonary metastases from renal cancer. Urologe A
42:1230–1237

7. Stief CG, Jahne J, Hagemann JH, Kuczyk M, Jonas U (1997) Sur-
gery for metachronous solitary liver metastases of renal cell carci-
noma. J Urol 158:375–377

8. Goere D, Elias D (2008) Resection of liver metastases from
non-colorectal non-endocrine primary tumours. Eur J Surg Oncol
34(3):281–288

9. Lang H, Nussbaum KT, Weimann A, Raab R (1999) Liver resec-
tion for non-colorectal, non-neuroendocrine hepatic metastases.
Der Chirurg; Zeitschrift fur alle Gebiete der operativen Medizen
70:439–446

10. Elias D, Cavalcanti de Albuquerque A, Eggenspieler P et al (1998)
Resection of liver metastases from a noncolorectal primary: indi-
cations and results based on 147 monocentric patients. J Am Coll
Surg 187:487–493

11. Weitz J, Blumgart LH, Fong Y et al (2005) Partial hepatectomy for
metastases from noncolorectal, nonneuroendocrine carcinoma.
Ann Surg 241:269–276

12. Adam R, Chiche L, Aloia T et al (2006) Hepatic resection for non-
colorectal nonendocrine liver metastases: analysis of 1, 452 patients
and development of a prognostic model. Ann Surg 244:524–535

13. Staehler M, Haseke N, Schoppler G et al (2006) Therapy strategies
for advanced renal cell carcinoma. Urologe A 45:99–110 quiz 1-2

14. Thelen A, Jonas S, Benckert C et al (2007) Liver resection for
metastases from renal cell carcinoma. World J Surg 31:802–807

15. Alves A, Adam R, Majno P et al (2003) Hepatic resection for
metastatic renal tumors: is it worthwhile? Ann Surg Oncol
10:705–710

16. Reddy SK, Barbas AS, Marroquin CE et al (2007) Resection of
noncolorectal nonneuroendocrine liver metastases: a comparative
analysis. J Am Coll Surg 204:372–382

17. Yedibela S, Gohl J, Graz V et al (2005) Changes in indication and
results after resection of hepatic metastases from noncolorectal prima-
ry tumors: a single-institutional review. Ann Surg Oncol 12:778–785

18. Bennett BC, Selby R, Bahnson RR (1995) Surgical resection for
management of renal cancer with hepatic involvement. J Urol
154:972–974

19. Johnin K, Nakai O, Kataoka A et al (2001) Surgical management
of renal cell carcinoma invading into the liver: radical nephrec-
tomy en bloc with right hepatic lateral sector. Urology 57:975
123

http://seer.cancer.gov/csr/1975_2005/

	Liver resection for metastatic disease prolongs survival in renal cell carcinoma: 12-year results from a retrospective comparative analysis
	Introduction
	Materials and methods
	Results
	Discussion
	Conclusions
	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


