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Abstract. The aim of this study is to observe the differences between mechanical and electrical dyssynchrony in patients with
impaired systolic ventricular function and symptomatic heart failure and to highlight the importance of mechanical dyssyn-
chrony besides electrical dyssynchrony in clinical guidelines and clinical practice. Fifty-eight patients with heart failure, who
are with the New York Heart Association (NYHA) functional class II–IV and left ventricular ejection fraction (LVEF) under
35%, were enrolled. Patients were divided into two groups, according to the duration of QRS complex (> 120 ms and � 120 ms
respectively). Echocardiographic parameters of interventricular (interventricular mechanical delay – IMD) and intraventricular
(septal-to-posterior wall motion delay – SPWMD) dyssynchrony were measured in both groups. Results indicate that the du-
ration of the QRS complex (i.e. electrical dyssynchrony) is not a fully reliable indicator of ventricular dyssynchrony; therefore
ecocardiographic evaluation of mechanical dyssynchrony should also be recommended for better selection of candidates for
cardiac resynchronization therapy (CRT).
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1. Introduction

Ventricular dyssynchrony appears by altering of the electrical activation sequence of the heart or by
myocardial ischemia [1]. Thus, left bundle branch block (LBBB) reflects a delay in the left ventricular
systole and diastole compared with the electrical activation of the right ventricle. Early septal contraction
leads to a dyssynchrone outward motion of the left ventricular lateral wall, so instead of contributing to
the ejection of blood from the left ventricle, it acts as a ventricular reservoir. This contractile dyssyn-
chrony of one or more segments of the left ventricle leads to mechanical dyssynchrony [1,2].

Multiple studies have proven the existence of statistically significant correlation between the pres-
ence of ventricular (mechanical) dyssynchrony and the prolonged duration of QRS complex (electrical
dyssynchrony) [1,3].
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According to the European Society of Cardiology’s 2013 guidelines [4], cardiac resynchronization
therapy (CRT) has class I indication in patients with sinus rhythm in NYHA functional class II, III and
ambulatory class IV heart failure, QRS duration > 120 ms and a persistently reduced left ventricular
ejection fraction (LVEF < 35%), with optimal pharmacological therapy. CRT has class IIa indication
in patients with atrial fibrillation and symptomatic heart failure (HF) (NYHA functional class III and
ambulatory class IV), QRS duration > 120 ms and left ventricular ejection fraction (LVEF) < 35%, de-
spite optimal pharmacological therapy. These guidelines state that echocardiographic evaluation should
be used only for assesment of left ventricular systolic function, without any other contribution to deter-
mining the presence of mechanical dyssynchrony, the only dyssynchrony parameter used in establishing
the indication for CRT being the duration of the QRS complex (electrical dyssynchrony).

Despite the existence of a significant correlation between mechanical and electrical dyssynchrony, it is
widely known that these two types of dyssynchrony are quite different [5,6]. Hence there are a number
of reasons why echocardiographic assessment of mechanical dyssynchrony may be an important, yet
easy, reliable and cost-effective parameter to measure in addition to electrical dyssynchrony and can be
of value in clinical decisions regarding treatment of patients with HF, such as better selection of patients
for CRT (given the fact that QRS duration has not entirely predicted response to CRT), lead placement,
assessing response to CRT and optimizing pacemaker settings [5].

2. Materials and methods

The aim of this study was to evaluate and compare the parameters of interventricular and intraven-
tricular dyssynchrony (markers of mechanical dyssynchrony) in patients with wide (electrically dyssyn-
chrone) and narrow QRS complexes, in order to establish how parameters of electrical dyssynchrony
(i.e. wide QRS on surface ECG) correlate with those of mechanical (contractile) dyssynchrony.

The study was approved by the hospital’s ethics committee, and written informed consent was obtained
from each of the enrolled patients.

Fifty-eight patients with heart failure NYHA functional class II–IV and left ventricular ejection frac-
tion under 35% were enrolled in a comparative, prospective study (authors own cases). All of the patients
were admitted to the Cardiology Department of Internal Medicine Clinic IV – Târgu-Mureş, between
January 2010–December 2013, for specific treatment of heart failure.

Patients were divided into two groups based on the duration of QRS complex: one group with wide
(> 120 ms) and another with narrow (� 120 ms) QRS complexes. Age, sex, NYHA functional class,
electrocardiographic (ECG) and echocardiographic parameters were registered in both groups. ECG
parameters included the presence of sinus rhythm or atrial fibrillation and duration of QRS complex. Left
ventricular end diastolic diameter (LVEDD), left ventricle ejection fraction (using Simpson’s biplane
method) and markers of mechanical dyssynchrony were assesed by echocardiography.

Echocardiographic evaluation and measurements were performed with an ALOKA Prosound α10
device, by the same examiner in each of the cases to reduce inter-examiner variations. Two dyssynchrony
parameters were determined:

– Interventricular mechanical delay (IMD) for interventricular dyssynchrony – quantifiable as the
time difference between preejection period for the left and right ventricles, measured by CW Echo-
Doppler method (IMD = left ventricular preejection period – right ventricular preejection period).

– Septal-to-posterior wall motion delay (SPWMD) for intraventricular dyssynchrony, measured in
parasternal short axis sections at the level of papillary muscles in 2D guided – “M” mode.
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Table 1
Basic clinical characteristics of the two groups

Narrow QRS (� 120 ms) Wide QRS (> 120 ms)
Number of patients 16 42
Male 81.25% 88.09%
Mean age ± SD (years) 44.17 ± 13.72 72.00 ± 9.17
Sinus rhythm 81.25% 61.90%
Atrial fibrillation 18.75% 38.09%
Mean NYHA class 2.83 2.88
Mean LVEDD ± SD (mm) 65.83 ± 6.97 60.31 ± 10.36
Mean LVEF ± SD (%) 18.45 ± 9.8 21.08 ± 8.99

Table 2
The prevalence of interventricular dyssynchrony (nr. of
patients)

Narrow QRS Wide QRS
IMD < 40 ms 11 20
IMD > 40 ms 5 22

Table 3
The prevalence of intraventricular dyssynchrony (nr. of pa-
tients)

Narrow QRS Wide QRS
SPWMD < 130 ms 10 5
SPWMD > 130 ms 6 37

Statistical data analysis: based on the presence/absence of electrical dyssynchrony, values of both me-
chanical dyssynchrony parameters were compared. Calculations were performed using Microsoft Office
Excel 2003 and GraphPad InStat 3.06, applying Kolmogorov-Smirnov’s goodness-of-fit test, Fischer’s
test for variance and homoscedatic Student’s unpaired t-test for data regarding IMD, respectively, Mann-
Whitney test for SPWMD.

3. Results

Patients were predominantly male (86.2%), with an average age of 64.4 years. The main underlying
cause for cardiomyopathy was ischemia (75.86%). Sinus rhythm was present in 67.24% of the cases,
while 32.75% of patients were in atrial fibrillation. In 72.41% of the cases, underlying cardiomyopathy
was in dilated stage (left ventricular end diastolic diameter – LVEDD > 55 mm), the mean LVEDD was
61.81 mm. Based on the LVEF, all of the enrolled patients had left ventricular disfunction, with a mean
value of 20.2%. Forty-two patients were identified with prolonged ventricular depolarization (QRS >
120 ms) on the surface ECG performed at the time of admission to hospital (main characteristics of
the two groups are shown in Table 1). Additionally, 27.58% of the patients had permanent ventricular
stimulation with the lead placed in the right ventricle. According to distribution of NYHA functional
class, 27.58% of patients were NYHA class II, 58.62% in NYHA class III and 13.79% in NYHA class
IV respectively.

Overall, 46.55% of patients had positive criteria for interventricular dyssynchrony (IMD > 40 ms).
In the wide QRS group, interventricular dysynchrony criteria were present in 52.38% of patients, while
47.61% had preserved interventricular synchronism (IMD < 40 ms). In the narrow QRS group, 31.25%
of patients had interventricular dyssynchrony, while in 68.75% of the group no dyssynchrony parameters
were detectable (see Table 2 and Fig. 1). Comparative analysis of IMD values between the two groups
(wide QRS versus narrow QRS complexes) showed that there was no statistically significant difference
between IMD values of the two groups (p = 0.222).

Overall, 74.13% of patients had positive criteria for intraventricular dyssynchrony (SPWMD >
130 ms). In the wide QRS group, 88.09% of patients had intraventricular dyssynchrony, while 11.90%
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Fig. 1. Prevalence of interventricular dyssynchrony in narrow QRS vs. wide QRS group.
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Fig. 2. Prevalence of intraventricular dyssynchrony in narrow QRS vs. wide QRS group.

had preserved intraventricular synchrony (SPWMD < 130 ms). In the narrow QRS group, 37.5% of
patients were found to have intraventricular dyssynchrony, while 62.5% had normal intraventricular
synchrony (see Table 3 and Fig. 2). Comparative analysis of SPWMD values between the two groups
(wide vs. narrow QRS complexes) showed that there was a statistically significant difference between
SPWMD values of the two groups (p = 0.027).

4. Discussion

There is a statistically significant association between the studied intraventricular dyssynchrony pa-
rameter (SPWMD) and duration of the QRS complex (p = 0.027), but not between interventricular
dyssynchrony determined by IMD and duration of QRS complex (p = 0.222). These data are compa-
rable to multiple similar studies [1,3,5,6]. Results show that out of the two parameters, SPWMD is the
more accurate and more reliable parameter to assess mechanical dyssynchrony.

Most patients (88%) with heart failure NYHA class II–IV, LVEF < 35% and wide QRS have intraven-
tricular dyssynchrony (SPWMD > 130 ms), but 11.9% of them don’t have intraventricular dyssynchrony
(see Fig. 2) and an even greater proportion (47.6%) don’t have interventricular dyssynchrony (see Fig. 1),
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thus they could represent the group that would not benefit from CRT. These patients will most probably
represent the majority of non-responders to CRT. Similar results have been obtained in other studies
as well, where about 20% of patients with EF < 35% and duration of QRS > 150 ms did not meet
the criteria of LV mechanical dyssynchrony [7,8]. Parameters of mechanical dyssynchrony determined
by echocardiography should be used as additional criteria in the evaluation of candidates for cardiac
resynchronisation therapy, alongside current ECG criteria, because the echocardiographic method is a
simple, reliable and reproductible method, which can be useful in detection of possible non-responders
to CRT. Still, it is difficult to predict the group of non-responders and it may be neccesary to consider
other parameters as well, like the etiology of the cardiomyopathy, QRS morphology and other possible
factors, beside echocardiographic and ECG criteria [9,10].

Another important issue remains the fact that using QRS duration as selection criteria excludes a num-
ber of patients with narrow QRS (without electrical dyssynchrony), who could still benefit from CRT.
In this study, an important percentage (about 35%) of the narrow QRS group with heart failure NYHA
class II–IV and LVEF < 35% have mechanical dyssynchrony (37.5% and 31.25% considering SPWMD
and IMD respectively). Other studies have shown similar results [5,6,11–14], using different evaluation
techniques, approximately 50% of patients with heart failure and duration of QRS complex < 120 ms,
meet the criteria for mechanical dyssynchrony [8,15] and these patients show clinical improvement after
CRT in some studies [16]. In another randomized, multicentric trial, CRT does not reduce the rate of
death or hospitalization for heart failure and even may increase mortality in these patients [17].

5. Conclusion

– There is a statistically significant association between electrical dyssynchrony (QRS duration) and
intraventricular dyssynchrony, but not between electrical and interventricular dyssynchrony.

– There is a group of patients with narrow QRS (without electrical dyssynchrony), who present im-
portant mechanical dyssynchrony at echocardiographic examination. These patients might represent
a target group for CRT. Thereby, using the duration of QRS complexes as the only selection criteria
for cardiac dyssynchrony in CRT candidates, without evaluation of mechanical (ultrasound) crite-
ria, excludes a number of patients with narrow QRS who still might benefit from CRT in selected
cases.

– The group of non-responders to CRT might consist of those patients who have evidence of electrical
dissynchrony (large QRS), but not of mechanical dyssynchrony.

– The duration of QRS complexes alone seems to be an insensitive indicator of ventricular dyssyn-
chrony, hence ultrasound evaluation should also be recommended for better selection of possible
CRT candidates.

Acknowledgements

This paper is partly supported by the Sectorial Operational Programme Human Resources Develop-
ment (SOP HRD), financed by the European Social Fund and by the Romanian Government under the
contract number POSDRU/CPP107/DMI1.5/80641.



S592 Z. Gyalai et al. / Echocardiographic evaluation of mechanical dyssynchrony in HF patients with reduced EF

References

[1] W. T. Abraham, Devices for Monitoring and Managing Heart Failure, in: R. Bonow, D. Mann, D. Zipes, P. Libby (eds):
Braunwald’s Heart Disease. A textbook of cardiovascular medicine, 9th edition. Ed. Elsevier Saunders, 2011, 578–585.

[2] D. A. Kass, Ventricular resynchronization: pathophophysiology and identification of responders, Rev Cardiovasc Med 4
(suppl 2) (2003), S3–13.

[3] D. Farwell, N. R. Patel, A. Hall et al., How many people with heart failure are appropriate for biventricular resynchro-
nization? European Heart Journal 21 (2000), 1246.

[4] M. Brignole, A. Auricchio et al., 2013 ESC Guidelines on cardiac pacing and cardiac resynchronization therapy, Euro-
pean Heart Journal 34 (2013), 2281–2329.

[5] J. Bank, V. Burn and M. Gage, Echocardiographic measurement of mechanical dyssynchrony in heart failure and cardiac
resynchronization therapy, US Cardiology 7(1) (2010), 24–32.

[6] K. Han-Na, H. Hideyuki, T. Hidekazu, O. Olusequn, S. David, G. John, Comparison of dyssynchrony in heart failure
patients with narrow QRS to those with wide QRS: Implications for resynchronization therapy, Circulation 118 (2008),
869–870.

[7] J. Newton, J. Davies, J. Kovac et al., Prevalence of echocardiographic left ventricular contractile dyssynchrony in patients
with left bundle branch block: Impact on pacing, J Am Coll Cardiol 43 (2004), 130A.

[8] R. O. Jurcut, B. A. Popescu, R. Ciudin et al., Is QRS width sufficient in selecting patients with intraventricular asynchro-
nism in dilated cardiomyopathy? Echocardiographical study, EUROECHO 9, Eur J Echocard 6, suppl 1 (2005).

[9] E. S. Chung, A. R. Leon, L. Tavazzi et al., Results of the predictors of response to CRT (PROSPECT) trial, Circulation
117(20) (2008), 2567–2569.

[10] A. Auricchio, F. W. Prinzen, Non-responders to cardiac resynchronization therapy: The magnitude of the problem and
the issues, Circ J. 75 (2011), 521–527.

[11] Y. G. Sun, W. F. Shen, F. R. Zhang, Y. Q. Xu, W. Ruan, Q. H. Zhao, Left ventricular dyssynchrony evaluated by echocar-
diography in chronic heart failure patients with normal and wide QRS duration, Zhonghua Xin Xue Guan Bing Za Zhi
36(1) (Jan 2008), 44–48.

[12] G. B. Bleeker, M. J. Schalij, S. G. Molhoek et al., Relationship between QRS duration and left ventricular dyssynchrony
in patients with end-stage heart failure, J Cardiovasc Electrophysiol 15 (2004), 544–549.

[13] S. Kapetanakis, M. T. Kearney, A. Siva, N. Gall, M. Cooklin, M. J. Monaghan, Real-time three-dimensional echocardiog-
raphy, a novel technique to quantify global left ventricular mechanical dyssynchrony, Circulation 112 (2005), 992–1000.

[14] U. Narasimha, QRS duration is an insensitive marker of left ventricular dyssynchrony in patients with end-stage heart
failure, Medscape, 27 May 2004.

[15] C. M. Yu, H. Lin, Q. Zhang et al., High prevalence of left ventricular systolic and diastolic asynchrony in patients with
congestive heart failure and normal QRS duration, Heart 89 (2003), 54–60.

[16] M. Gasparini, M. Mantica, P. Galimberti et al., Beneficial effects of biventricular pacing in patients with a “narrow”
QRS, Pacing Clin Electrophysiol 26 (2003), 169–174.

[17] F. Ruschitzka, W. T. Abraham, J. P. Singh, J. J. Bax et al., Cardiac-resynchronization therapy in heart failure with a
narrow QRS complex, N Engl J Med 369 (2013), 1395–1405.



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /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.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


