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Abstract

OBJECTIVES: Compared with conventional median sternotomy, approaches used in thymectomy for myasthenia gravis and anterior
mediastinal tumours have become much less invasive in recent years. We previously developed a surgical technique called single-port
thymectomy (SPT) to excise the thymus through a single opening made below the xiphoid process. In this study, to show the utility of SPT,
we compared factors contributing to low surgical invasiveness between SPT and conventional video-assisted thoracoscopic surgery (VATS)
thymectomy.

METHODS: Between January 2005 and December 2014, 146 patients underwent surgery for anterior mediastinal tumour or myasthenia
gravis at our hospital. After excluding patients diagnosed with tumour invasion of nearby organs or those who had undergone concurrent
removal of nearby organs, 81 patients were enrolled in this retrospective study as subjects. Patients were divided into the VATS thymec-
tomy group (VATS group, n = 35) and the SPT group (n = 46). Surgical duration, blood loss, duration of hospital stay and the amount and
duration of postoperative oral analgesics were compared between the groups.

RESULTS: Operating time did not vary significantly between the VATS and SPT groups (P = 0.0853). The amount of blood loss was higher in
the VATS group than in the SPT group (P < 0.0001). The duration of hospital stay was longer in the VATS group than in the SPT group
(P = 0.0008). The amount of postoperative oral analgesics was significantly higher in the VATS group than in the SPT group (P = 0.0092).
Similarly, the duration of postoperative oral analgesics was significantly longer in the VATS group than in the SPT group (P = 0.0312).

CONCLUSIONS: Compared with VATS thymectomy, SPT required a similar operating time, was associated with less blood loss and enabled
postoperative analgesics to be discontinued earlier. Therefore, it could be considered a less invasive surgical approach.
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INTRODUCTION

Compared with conventional median sternotomy, approaches
used in thymectomy for myasthenia gravis and anterior medias-
tinal tumours have become much less invasive in recent years.
Representative examples are the lateral intercostal approach in
video-assisted thoracoscopic surgery thymectomy (VATS thymec-
tomy) and robot-assisted thymectomy, cervical incision in trans-
cervical thymectomy and the infrasternal approach [1–5]. Of these,
VATS thymectomy is currently the most frequently performed sur-
gical procedure, but it has some drawbacks. When approaching
from the side of the chest, it is difficult to identify the contralateral
phrenic nerve or to secure a sufficient operative field in the neck
region. In addition, because of the intercostal approach, intercos-
tal nerve impairment develops along at least three incision sites

for port insertion. We previously developed a surgical technique
called single-port thymectomy (SPT) to excise the thymus through
a single opening made below the xiphoid process [4]. With no in-
cision in the sternum or intercostal space, this subxiphoid ap-
proach does not cause intercostal nerve paralysis or neuralgia and
is aesthetically excellent.
In this study, to show the utility of SPT, we compared factors

contributing to low surgical invasiveness between SPT and VATS
thymectomy.

MATERIALS ANDMETHODS

In our department, extended thymectomy, which involves the
removal of all adipose tissue anterior to the phrenic nerve, is per-
formed for myasthenia gravis. For anterior mediastinal tumours in
the absence of myasthenia gravis, thymectomy is performed to
remove the tumour as well as the entire thymus. In January 2005,
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we converted from median sternotomy to VATS thymectomy with
an intercostal approach from one side or both sides of the chest
as the standard approach for thymectomy that does not involve
the removal of other organs. Subsequently in March 2011, we
converted from VATS thymectomy to SPT with an approach via a
single skin incision made 3 cm below the xiphoid process.
Between January 2005 and December 2014, 146 patients under-
went surgery for anterior mediastinal tumour or myasthenia gravis
at our hospital. After excluding patients diagnosed with invasion
to nearby organs or those who had undergone concurrent
removal of nearby organs, 81 patients were enrolled in this retro-
spective study as subjects. SPT was performed by a single surgeon
(Takashi Suda). VATS thymectomy surgeries were performed by
two surgeons, including Takashi Suda. We also excluded a case
where SPT was switched intraoperatively to VATS thymectomy
because of the difficulty of the surgical procedure due to pre-
existing mediastinitis, and 2 cases where an additional port was
inserted into the right thoracic cavity because of difficulty of the
operation. In both groups, 15 mg intramuscular injections of pent-
azocine or 50 mg diclofenac sodium suppositories were adminis-
tered on the day of surgery and the day after according to the
patient’s wishes, but from postoperative day 2, none of the
patients were administered loxoprofen or opioids for analgesia.
Catheterization for epidural anaesthesia was performed preopera-
tively only in the VATS group, and epidural bupivacaine 0.125%
was administered continuously for 2 days after surgery. In all
patients, 60 mg of oral loxoprofen three times daily was started on
postoperative day 1 and continued as long as requested. Patients
were divided into the VATS thymectomy group (VATS group,
n = 35) and the SPT group (n = 46), and surgical duration, blood
loss, duration of hospital stay and the amount and duration of
postoperative oral analgesics were compared between the groups.
No significant differences were observed in patient characteristics,
including thymoma staging based on the Masaoka classification
[6], and body mass index between the two groups (Table 1). None
of the patients had a positive tumour margin or were postopera-
tively diagnosed with thymic carcinoma based on the World
Health Organization Classification. In addition, no postoperative
chemotherapy or radiotherapy was performed. This study was
approved by the Ethics Committee of Fujita Health University.

SURGICAL TECHNIQUE

Video-assisted thoracoscopic surgery thymectomy

In VATS thymectomy, thoracoscopic thymectomy was performed
with patients placed in a supine position and three 1-cm skin inci-
sions were made on the anterior axillary line in the third intercostal
space and on the midaxillary line in the third and sixth intercostal
spaces. The anterior mediastinal tumour was approached from the
side of the right chest in most cases, but when the tumour was pre-
dominantly located on the left side, the approach was from the left
chest. In patients with myasthenia gravis, the lateral intercostal ap-
proach was made from both sides to remove all adipose tissue an-
terior to both phrenic nerves.

Single-port thymectomy using a subxiphoid
approach

SPT was performed without epidural or local anaesthesia in
patients lying supine with their legs spread apart. Differential lung
ventilation was not necessary in most patients. The surgeon stood
between the patient’s legs, and an assistant standing on the right
side of the patient operated the camera. First, a 3-cm transverse
incision was made 1 cm distal to the inferior margin of the
xiphoid process. We performed xiphoidectomy in our first case,
but not in subsequent cases as we have noted that surgery can be
performed without the procedure. Detachment of the thymus
from the back of the sternum was performed blindly using a
finger, and a longitudinal 1-cm incision was made on the fascia of
the rectus abdominis for creating enough space for inserting a
port for single-port surgery. The port used in this study was an
SILS™ Port (Covidien, Mansfield, MA, USA), X-gate (Akita
Sumitomo Bakelite Co., Akita, Japan) or GelPOINT Mini (Applied
Medical, Rancho Santa Margarita, CA, USA). Currently, we use a
GelPOINT Mini Advanced Access Platform. Because the platform
for the GelPOINT Mini is made from a soft gel, the range of instru-
ment movement is extended and interference between neigh-
bouring instruments is reduced. Three mini-ports were inserted
into the main port, one of which was used for a camera scope.
The most common camera scope used in this study was a 30°,
5-mm rigid scope. We used a flexible camera scope for the earlier
cases, but currently we use a 30° oblique view rigid scope. This is
because we became accustomed to using rigid scopes, but the
procedure can be performed with either type. We do not believe
that there was increased interference between instruments due to
the use of a rigid scope, compared with a flexible scope. To ensure
the safety of the surgery, equipment is required to prevent the
screen from darkening with use of the 5-mm camera scope. CO2

insufflation was performed at 8 mmHg. In addition to the detach-
ment of the thymus from the back of the sternum, the positive
pressure of CO2 insufflation opened up a space for the operation.
The mediastinal pleura was opened bilaterally to connect the two
thoracic cavities in many patients. This incurs the risk of intrathor-
acic dissemination of the tumour. In cases where it was possible
that the tumour had infiltrated only one side of the pleural cavity,
we made the decision not to open the mediastinal pleura on the
unaffected side in order to prevent pleural dissemination of the
tumour. It is possible to perform this surgery without opening
the mediastinal pleura. When confirming the identification of the
left and right phrenic nerves, confirmation of the inferior part of the
left phrenic nerve was possible by applying traction to the adipose

Table 1: Patient characteristics

VATS
thymectomy

Subxiphoid
approach

P-value

Sex (male/female) 15/20 23/23 0.52a

Age (mean, years) 49.7 ± 17.8 53.9 ± 14.4 0.17
b

BMI 21.8 ± 3.6 23.1 ± 2.9 0.09a

Tumour size (cm) 3.09 ± 1.63 2.92 ± 1.66 0.54
b

Myasthenia gravis 10 (28.8%) 11 (23.9%) 0.63a

Anterior mediastinal
tumour

27 (77.1%) 11 (82.6%) 0.46a

Thymoma 8 (22.9%) 11 (23.9%) 0.91a

WHO histological type
(A/AB/B1-3/C/other)

2/2/4/0/0 0/7/3/0/1

P-Masaoka stage (I/II) 6/2 7/4 0.59a

BMI: body mass index; WHO: World Health Organization; VATS:
video-assisted thoracoscopic surgery.
aχ2 test.
bMann–Whitney U test.
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tissue above the pericardium to the right, but sometimes this was
not easy (Video 1). En bloc resection of the thymus and thymoma
was performed by wielding the Autonomy grasper (Cambridge
Endo, Framingham, MA, USA) in the left hand and the LigaSure™ V
or LigaSure™ Maryland vessel sealing device (Covidien, Mansfield,
MA, USA) in the right hand (Fig. 1, Video 2).

Statistics

Statistical analysis was performed using StatView version 5.0 soft-
ware package (SAS Institute, Inc., Cary, NC, USA). We performed a
comparative analysis using the χ2 test for the 0–1 data and the
Mann–Whitney U test for ordinal data and continuous data.
Patient background data (Table 1) are shown as mean values with
standard deviation, while the degree of surgical invasiveness is
shown as a median and 25th–75th percentile interval. In all ana-
lyses, significance level was set at P < 0.05.

RESULTS

Operating time did not vary significantly between the VATS and
SPT groups (median 150.0, 25th and 75th percentiles 128.0 and
202.0 vs 139, 25th and 75th percentiles 108.0 and 174.0 min, re-
spectively; P = 0.0853) (Fig. 2). The amount of blood loss was
higher in the VATS group than in the SPT group (median 20.0,
25th and 75th percentiles 3.0 and 50.0 vs 2, 25th and 75th percen-
tiles 2.0 and 3.0 g, respectively; P < 0.0001) (Fig. 3). Duration of
hospital stay was longer in the VATS group than in the SPT group
(median 5.0, 25th and 75th percentiles 4.0 and 7.0 vs 4.0, 25th and
75th percentiles 3.0 and 5.0 days, respectively; P = 0.0008) (Fig. 4).
The amount of postoperative oral analgesics was significantly
higher in the VATS group than in the SPT group (median 41.0,
25th and 75th percentiles 21.0 and 53.0 vs 28, 25th and 75th per-
centiles 21.0 and 40.0 tablets, respectively; P = 0.0092) (Fig. 5).
Similarly, the duration of postoperative oral analgesics was signifi-
cantly longer in the VATS group than in the SPT group (median
14.0, 25th and 75th percentiles 7.0 and 26.8 vs 10, 25th and 75th
percentiles 7.0 and 13.0 days, respectively; P = 0.0312) (Fig. 6). One

SPT patient and 2 VATS patients developed left phrenic nerve
palsy postoperatively. Paroxysmal atrial fibrillation developed tem-
porarily in 1 SPT patient, but no deaths occurred in this study.

COMMENTS

In recent years, minimally invasive approaches have replaced
median sternotomy in thymectomy for thymoma or myasthenia
gravis. After being introduced for the first time in 1993 by a
surgical team in Boston, USA, VATS thymectomy with a lateral
intercostal approach has spread globally and together with the
robot-assisted procedure, VATS thymectomy is currently the most
frequently performed thoracoscopic procedure [7]. The incision
wound in VATS thymectomy is relatively less noticeable because
of the small size and lateral location. However, one of the draw-
backs is the difficulty in identifying the contralateral phrenic nerve
and in ensuring a sufficient operative field in the neck region. In
patients with myasthenia gravis, we always remove all adipose

Video 1: Confirmation of the right and left phrenic nerves. Confirmation of the
inferior part of the left phrenic nerve was possible by applying traction to the
adipose tissue above the pericardium to the right, but sometimes this was not
easy.

Figure 1: The operator performs all procedures through a 3-cm wound made
below the xiphoid process.
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Video 2: The technique for single-port thymectomy used the subxiphoid
approach.

Figure 2: Operating time (min) did not differ significantly between the VATS
and SPT groups. VATS: video-assisted thoracoscopic surgery; SPT: single-port
thymectomy.

Figure 3: The amount of blood loss (g) was higher in the VATS group than in
the SPT group. VATS: video-assisted thoracoscopic surgery; SPT: single-port
thymectomy.

Figure 4: The duration of hospital stay (days) was longer in the VATS group than
in the SPT group. VATS: video-assisted thoracoscopic surgery; SPT: single-port
thymectomy.

Figure 5: The amount of postoperative oral analgesics (tablets) was significantly
higher in the VATS group than in the SPT group. VATS: video-assisted thoraco-
scopic surgery; SPT: single-port thymectomy.

Figure 6: The duration of postoperative oral analgesics was significantly longer
in the VATS group than in the SPT group. VATS: video-assisted thoracoscopic
surgery; SPT: single-port thymectomy.
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tissue anterior to both phrenic nerves for extended thymectomy.
The lateral approach is made bilaterally because of the difficulty in
identifying the contralateral phrenic nerve when approaching
from only one side of the chest. In addition, because of the ap-
proach via the intercostal space, patients always develop intercostal
nerve paralysis or neuralgia lasting for months, or sometimes for life
as post-thoracotomy pain syndrome [8], at more than three incision
sites for port insertion. The incidence rates of post-thoracotomy
pain syndrome are similar in open chest surgery and thoracoscopic
surgery [9, 10]. As shown in the present study, compared with SPT,
which does not involve intercostal incisions, a higher amount of
postoperative analgesic was prescribed for a longer period of time
in patients who had undergone VATS thymectomy, presumably
because of intercostal nerve impairment caused by forceps and
the camera scope inserted through the intercostal space. In con-
trast, intercostal nerve damage is avoided in SPT because of the
subxiphoid approach, which is not via the intercostal space. This ap-
proach was recently applied to metastasectomy and lobectomy [11,
12] and is expected to spread widely as an approach that does not
cause intercostal nerve impairment. The length of hospital stay was
shorter in the SPT group. We believe this was due to the fact that
there were cases in the VATS thymectomy group in which hospital
discharge was delayed because of pain, and the fact that there was
less postoperative pain in the SPT group. In recent years, single-port
surgery has been used for complicated surgery including
lobectomy [13–15], but one of its drawbacks is poor surgical ma-
nipulability because surgical instruments inserted in a single-port
interfere with each other. However, after experiencing individual
learning curves, we now complete thymectomy within 2 h in most
patients. As this study showed, surgical duration did not differ
significantly between SPT and VATS thymectomy. We think that
surgeons should master the techniques of single-port surgery in
order for patients to reap benefits such as pain reduction and excel-
lent aesthetic outcome. However, we do not recommend SPT for
cases requiring sophisticated surgical manipulations, such as those
with tumour infiltration into the phrenic nerve, pericardium or in-
nominate vein, for which trans-subxiphoid robotic thymectomy
[16] or median sternotomy is indicated, because concurrent resec-
tion is necessary. Intercostal nerve impairment develops after trans-
sub-xiphoid robotic thymectomy because a robotic arm is inserted
bilaterally via the intercostal space. However, a camera inserted via
the subxiphoid incision provides an operative field that is sufficient
for identifying the phrenic nerves bilaterally and the neck region, as
in median sternotomy. Moreover, surgical manipulability is excel-
lent with robot assistance. With the establishment of a single-port
robotic surgery system in the near future, surgical manipulability in
SPT is expected to improve further. In this study, 1 patient (2.2%)
developed phrenic nerve palsy after SPT. The phrenic nerve was
damaged because of difficulty in identifying the nerve as the medi-
astinal pleura was not opened. In endoscopic surgery, because
of the relatively small operative field, it is necessary to constantly
verify the location of the phrenic nerve to prevent its injury. No vas-
cular injuries occurred in any of the study subjects during the
present study, but countermeasures for vascular injuries are import-
ant. If haemorrhage occurs during surgery, the thymus tissue or a
cotton finger is first used to compress the bleeding point. After
compression, a fibrin sheet is pasted over the bleeding point to
attempt to stop the bleeding. If haemorrhage cannot be controlled,
a median sternotomy is performed, as patients are in the supine
position. This study has some limitations. No randomization was
performed in the study. The VATS thymectomy group was a previ-
ous historical control group. Bias occurred because of changes to

surgical policies and referral patterns with the introduction of new
surgical methods. In addition, it is possible that the surgeries that
were performed later had superior results due to the surgeon’s
greater experience. Although randomization was not performed
and the VATS thymectomy group was a previous historical control
group, compared with VATS thymectomy, SPT required a similar
operating time, was associated with less blood loss and enabled
postoperative analgesics to be discontinued earlier. As such, it
could be considered a less invasive surgical approach. Going
forward, it will be important to investigate the long-term treatment
outcomes of using SPT in myasthenia gravis and thymoma patients.

ACKNOWLEDGEMENTS

We thank Megumu Kondo for secretarial support. Statistical
advice was obtained from Shuji Hashimoto, PhD.

Funding

This study was funded by the Division of Thoracic and
Cardiovascular Surgery at Fujita Health University.

Conflict of interest: none declared.

REFERENCES

[1] Detterbeck FC, Kim AW, Zielinski M. Looking in from above and up
from below: new vistas in thoracic surgery. Innovations (Phila) 2012;7:
161–4.

[2] Pennathur A, Qureshi I, Schuchert MJ, Dhupar R, Ferson PF, Gooding WE
et al. Comparison of surgical techniques for early-stage thymoma: feasibil-
ity of minimally invasive thymectomy and comparison with open resec-
tion. J Thorac Cardiovasc Surg 2011;141:694–701.

[3] Cerfolio RJ, Bryant AS, Minnich DJ. Operative techniques in robotic thor-
acic surgery for inferior or posterior mediastinal pathology. J Thorac
Cardiovasc Surg 2012;143:1138–43.

[4] Suda T, Sugimura H, Tochii D, Kihara M, Hattori Y. Single-port thymectomy
through an infrasternal Approach. Ann Thorac Surg 2012;93:334–6.

[5] Suda T, Ashikari S, Tochii D, Tochii S, Takagi Y. Dual-port thymectomy
using subxiphoid approach. Gen Thorac Cardiovasc Surg 2014;62:570–2.

[6] Masaoka A, Monden Y, Nakahara K, Tanioka T. Follow-up study of thymomas
with special reference to their clinical stages. Cancer 1981;48:2485–92.

[7] Sugarbaker DJ. Thoracoscopy in the management of anterior mediastinal
masses. Ann Thorac Surg 1993;56:653–6.

[8] Kehlet H, Jensen TS, Woolf CJ. Persistent postsurgical pain: risk factors and
prevention. Lancet 2006;367:1618–25.

[9] Kirby TJ, Mack MJ, Landreneau RJ, Rice TW. Lobectomy—video-assisted
thoracic surgery versus muscle-sparing thoracotomy. A randomized trial. J
Thorac Cardiovasc Surg 1995;109:997–1001.

[10] Furrer M, Rechsteiner R, Eigenmann V, Signer C, Althaus U, Ris HB.
Thoracotomy and thoracoscopy: postoperative pulmonary function, pain
and chest wall complaints. Eur J Cardiothorac Surg 1997;12:82–7.

[11] Suda T, Ashikari S, Tochii S, Sugimura H, Hattori Y. Single-incision subxi-
phoid approach for bilateral metastasectomy. Ann Thorac Surg 2014;97:
718–9.

[12] Liu CC, Wang BY, Shih CS, Liu YH. Subxiphoid single-incision thoraco-
scopic left upper lobectomy. J Thorac Cardiovasc Surg 2014;148:3250–1.

[13] Rocco G, Martucci N, La Manna C, Jones DR, De Luca G, La Rocca A et al.
Ten-year experience on 644 patients undergoing single-port (uniportal)
video-assisted thoracoscopic surgery. Ann Thorac Surg 2013;96:434–8.

[14] Ng CS, Rocco G, Wong RH, Lau RW, Yu SC, Yim AP. Uniportal and single-
incision video-assisted thoracic surgery: the state of the art. Interact
CardioVasc Thorac Surg 2014;19:661–6.

[15] Gonzalez-Rivas D, Fernandez R, Fieira E, Rellan L. Uniportal video-assisted
thoracoscopic bronchial sleeve lobectomy: first report. J Thorac
Cardiovasc Surg 2013;145:1676–7.

[16] Suda T, Tochii D, Tochii S, Takagi Y. Trans-subxiphoid robotic thymectomy.
Interact CardioVasc Thorac Surg 2015;20:669–71.

T. Suda et al. / European Journal of Cardio-Thoracic Surgeryi58

D
ow

nloaded from
 https://academ

ic.oup.com
/ejcts/article/49/suppl_1/i54/2482798 by guest on 23 April 2024



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile ()
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.5
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 524288
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo false
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings false
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Preserve
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
    /Courier
    /Courier-Bold
    /Courier-BoldOblique
    /Courier-Oblique
    /Helvetica
    /Helvetica-Bold
    /Helvetica-BoldOblique
    /Helvetica-Oblique
    /Symbol
    /Times-Bold
    /Times-BoldItalic
    /Times-Italic
    /Times-Roman
    /ZapfDingbats
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 175
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50286
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG2000
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 20
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 175
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50286
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG2000
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 20
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasMonoImages true
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 175
  /MonoImageDepth 4
  /MonoImageDownsampleThreshold 1.50286
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects true
  /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 <<
    /ENU ()
  >>
>> setdistillerparams
<<
  /HWResolution [600 600]
  /PageSize [612.000 792.000]
>> setpagedevice


