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Objective  To investigate the clinical features and treatment of placenta previa complicated with 
previous caesarean section. 

Methods  The clinical data of 29 patients with placenta previa complicated with a previous caesarean 
section (RCS group) admitted in Peking Union Medical College Hospital during a period from 2003 to 2011 
were retrospectively reviewed and compared with those of 243 patients with placenta previa without a pre-
vious caesarean section (FCS group) during the same period. 

Results  There was no difference in the mean age (28.9±3.6 vs. 28.1±4.5 years) and the average 
gravidity (2.35±1.48 vs. 2.21±1.53) between RCS group and FCS group (all P>0.05). The RCS group had 
more preterm births (24.1% vs. 13.2%), complete placenta previa (55.2% vs. 4.9%), placenta accreta 
(34.5% vs. 2.5%), more blood loss during caesarean section (1412±602 vs. 648±265 mL), blood transfusion 
(51.7% vs. 4.9%), disseminated intravascular coagulation (13.8% vs. 2.1%), and obstetric hysterectomy 
(13.8% vs. 0.8%) than the FCS group (all P<0.05). The preterm infant rate (30.0% vs. 13.0%), neonatal as-
phyxia rate (10.0% vs. 4.9%), and perinatal mortality rate (6.7% vs. 0.4%) of the RCS group were higher 
than those of the FCS group (all P<0.05). 

Conclusions  More patients had complete placenta previa and placenta accreta, postpartum hemor-
rhage, transfusion, uterine packing, obstetric hysterectomy, and perinatal morbidity in the placenta previa 
patients with previous caesarean section. The patient should be informed of the risk and unnecessary first ce-
sarean sections should be avoided. 
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LACENTA previa can have seriously adverse con- 

esquences for both mother and baby, including 

an increased risk of maternal and neonatal 

mortality, fetal growth restriction and preterm 

delivery, antenatal and intrapartum hemorrhage, and 

women may require a blood transfusion or even an emer- 

gency hysterectomy.1 The adverse outcomes of placenta 

previa were even worse among women with previous cae- 

sarean section (CS). 2 In this study, we summarized the 

clinical profile of placental previa with previous CS in our 

department retrospectively, and compared with the pla-

cental previa without previous CS, as well as to investigate 

the clinical features and treatment of placenta previa 

complicated with previous CS. 

PATIENTS AND METHODS 

Patients 

This is a retrospective case study carried out in the De-

partment of Obstetrics and Gynecology, Peking Union 

Medical College Hospital. This study included all the 272 

placenta previa patients who delivered from January 2003 

to December 2011. A thorough review of the clinical pro-

files, detailed obstetrical, puerperal, and neonatal informa-

tion were obtained from the records. They were divided into 

a repeated CS (RCS) group and a first CS (FCS) group ac-

cording to a history of previous caesarean section. The 

demographic, perinatal characteristics (age, gravidity, 

gestational age, and birth weight), pregnancy complications 

(gestational diabetes, preeclampsia, placenta increta, pla-

cental abruption, uterine rupture, postpartum hemorrhage, 

and medical complications), and neonatal outcomes of the 

FCS group and RCS group were extracted from the medical 

records, and were compared between the two groups. 

 

Statistical analysis 

Statistical analysis was conducted with SPSS software 

(version 11.0 for Windows; Chicago, IL, USA). Data were 

statistically analyzed with Student’s t-test for quantitative 

variables and Chi-square test for qualitative variables. 

Significance was taken at P<0.05. 

RESULTS 

The incidence of placenta previa among the total 

number of deliveries in Peking Union Medical College 

Hospital was 1.4% (272/19 609). There are 29 patients  

and 243 patients in the RCS group and FCS group respec-

tively. There was no significant difference in age and av-

erage gravidity between the RCS group and the FCS group 

(all P>0.05, Table 1). 

 
Clinical manifestation 

All of the 29 patients were diagnosed as placenta previa by 

ultrasound before CS. Fifteen (51.7%) cases had painless 

vaginal bleeding during pregnancy in the RCS group. The 

first onset of vaginal bleeding was ranging from 17 to 35 

weeks. The maximal bleeding amount was 800 mL. One 

patient had hematuria and difficulty with urination and was 

diagnosed as placenta increta into bladder by ultrasound 

and cystoscopy at 32 weeks. She had undergone two 

previous CS in 2003 and 2009, and three abortions in 2004, 

September 2010, and November 2010. Her last period was 

December 2010. Another patient was diagnosed with 

placenta accreta during the CS, and at delivery, she bled  

12 500 mL.  

A total of 196 (80.7%) cases were diagnosed as 

placenta previa by ultrasound before CS. The other 47 

cases were diagnosed during the CS by the other rea-

sons. There were 162 (66.7%) cases with vaginal 

bleeding during pregnancy in the FCS group. The first 

onset of vaginal bleeding ranged from 25 to 36 weeks. 

The maximal bleeding amount was 600 mL. The average 

bleeding amount during pregnancy were 212±42 mL and 

219±52 mL in the RCS group and FCS group separately 

(P>0.05). 

 

Maternal pregnancy outcome 

The demographic and perinatal characteristics of the two 

groups are shown in Table 1. There was no case of ma-

ternal mortality. The incidences of placenta accreta, pre-

term birth, uterus packing, transfusion, disseminated in-

travascular coagulation, hysterectomy, and postpartum 

complication between two groups were statistically sig-

nificant (all P<0.05). 

 

Neonatal outcome 

There were 30 and 246 neonates in the RCS group and FCS 

group respectively (that is, 1 and 3 twins in each group). 

The incidences of preterm birth and neonatal apnea be-

tween the two groups were statistically significant (all 

P<0.05, Table 2). 

DISCUSSION 

There is an increased risk of placenta previa in a 

subsequent pregnancy after a previous CS. Furthermore, 

placenta previa in patients with a previous CS is much more 

dangerous with an increased risk of massive hemorrhage 

at delivery. 

 P
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Table 1. Demographic and perinatal characteristics of the two groups 

Items FCS group RCS group 

Cases (no.) 243 29 

Age (yr)  28.1±4.5 (22-44)   28.9±3.6 (26-40) 

Gravidity 2.21±1.53       2.35±1.48 

Gestational week (wk)       36.9±2.3 (28.0-39.4)       34.3±4.5 (28.0-40.0) 

Operation time (min) 68.2±36.2 100.5±37.3*

Average blood loss during CS (mL)  648±265    1412±602*

Diagnosed before CS 196 (80.7%) 29 (100%*) 

Preterm birth  32 (13.2%)   7 (24.1%*) 

Complete placenta previa 12 (4.9%) 16 (55.2%*) 

Placenta accreta  6 (2.5%) 10 (34.5%*) 

Uterus packing during CS  7 (2.9%)  7 (24.1%*) 

Blood transfusion 12 (4.9%) 15 (51.7%*) 

DIC  5 (2.1%)  4 (13.8%*) 

Hysterectomy  2 (0.8%)  4 (13.8%*) 

Postpartum complication 11 (4.5%)  3 (10.3%*) 

CS: caesarean section; FCS: first CS; RCS: repeated CS; DIC: disseminated intravascular coagulation; *P<0.05 compared with the FCS 

group. 

 
Table 2. Comparisons of neonatal outcome of the two groups 

Groups Cases (no.) Birth weight (g) Preterm birth 
Neonatal apnea 

(Apgar score≤7) 

Small for 

gestational age 
Neonatal mortality 

FCS group 246 3022 32 (13.0%) 12 (4.9%) 27 (11.0%) 1 (0.4%) 

RCS group  30  2587*   9 (30.0%*)    3 (10.0%*)    4 (13.3%*）  2 (6.7%*) 

* P<0.05 compared with the FCS group. 

 

Complete placenta previa and placenta accreta are 

more common 

The abnormal implantation of placenta into the lower 

segment is called placenta previa. Complete placenta 

previa is associated with the highest risk of maternal and 

fetal complication among them. Studies have shown that 

approximately 90% of second-trimester placenta previa 

will resolve before term. The apparent movement of the 

placenta away from the cervix is most likely the conse-

quence of the development of the lower uterine segment, 

leading to a stationary lower placental edge appearing to 

move away from the cervix. Recent epidemiological studies 

have found that the strongest risk factor for placenta previa 

is a prior CS, 3 suggesting that a failure of decidualization in 

the area of a previous uterine scar can have an impact on 

both implantation and placentation. Ultrasound studies of 

uterine CS scar have shown the large and deep myometrial 

defects which are often associated with absence of 

re-epithelialisation of the scar area. It has been established 

that scarring of the endometrium as a consequence of 

caesarean delivery significantly increases the risk of pla-

centa previa, especially complete placenta previa. 4 In our 

case series, the incidences of complete placenta previa 

were 55.2% and 4.9% in the RCS group and FCS group 

separately (P<0.05).  

It is also possible for the placenta to invade the mus-

cles of the uterus (placenta accreta) or grow through the 

uterine wall (placenta percreta). Several concepts have 

been proposed to explain the abnormal placentation in 

placenta accreta including a primary defect of the tro-

phoblast function, a secondary basalis defect due to a 

failure of normal decidualization, and more recently an 

abnormal vascularisation and tissue oxygenation of the 

scar area. These findings support the concept of a primary 

deciduo-myometrium defect in placenta accreta, exposing 

the myometrium and its vasculature below the junctional 

zone to the migrating trophoblast. The vast majority of 

placenta accreta are found in women presenting with a 

previous history of CS and a placenta praevia. Jauniaux 

and Jurkovic 
5 have pointed out that the concept of ab-

normal decidualization and trophoblastic changes of the 

placental bed in placenta accreta are secondary to the 

uterine scar and thus entirely iatrogenic. The incidence of 

placenta accreta was 34.5% (10 cases) in the RCS group, 

which was higher than that in the FCS group (2.5%) ob-

viously. Placenta accreta should be suspected in women 

with a prior CS who has a placenta previa in the current 

pregnancy. 
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Increased maternal and fetal morbidity and severe 

postpartum hemorrhage 

Placenta previa with previous CS patients increases the risk 

of severe postpartum hemorrhage because of the in-

creased incidence of complete placenta previa and placenta 

accreta. The rate of hysterectomy among women with 

placenta previa following previous CS increases also. 

Marshall et al 6 conducted a systematic review including 

twenty-one studies (2 282 922 deliveries) and concluded 

that serious maternal morbidity progressively increased as 

the number of previous caesarean deliveries increased. 

The risk of transfusion, uterine package, and hysterectomy 

were higher in the RCS group than those in the FCS group 

(all P<0.05). 

Predicting factors for maternal morbidity of placenta 

previa include previous CS, placenta position, and cervical 

length (CL). Jang et al 7 found that the anterior placenta 

when located beneath the uterine incision is an important 

predictor of maternal outcomes in placenta previa patients. 

Fukushima et al 8 evaluated the relationship between CL 

and obstetrical outcome in women with placenta previa and 

found that shorter CL (less than 30 mm) was a risk factor 

both for emergent CS, massive estimated blood loss, 

placental adherence, and caesarean hysterectomy.  

Antepartum ultrasonography in particular plays a cru-

cial role in predicting the risk of hysterectomy in patients 

with placenta previa. These women should have a targeted 

sonographic examination for evidence of placenta accreta, 

placenta position, and CL before delivery. 

The fetal morbidity of placenta previa with previous CS 

is mainly because of antepartum bleeding and preterm 

birth. There is a higher risk of preterm birth, respiratory 

distress syndrome, and intrauterine growth restriction. The 

perinatal mortality rate in the RCS group was approxi-

mately 15 times that of the FCS group. 

 

Avoiding unnecessary CS and decreasing the CS rate 

in China 

World Health Organization (WHO) reviewed almost 110 000 

births in nine Asian countries in 2007-2008 and found that 

46% of births reviewed in China were CS which repre-

sented the world's highest rate for the procedure. 9 Clark 

and Silver 10 suggested that the risk of morbidity increases 

with increasing number of caesarean deliveries. The 

dominant maternal risk in subsequent pregnancies is the 

spectrum of placenta accreta and its associated complica-

tions. Pregnancies following caesarean delivery also have 

increased risk for other types of abnormal placentation, 

reduced fetal growth, preterm birth, and possibly stillbirth. 

Chronic maternal morbidities associated with caesarean 

delivery include pelvic pain and adhesions. Adverse re-

productive effects may include decreased fertility and in-

creased risk of spontaneous abortion and ectopic preg-

nancy. Among primary caesarean deliveries in China, at 

least one quarter were not medically necessary. 11 Doctors 

should avoid subjective indications (nonreassuring fetal 

status and arrest of dilation) and absence of indication 

(caesarean delivery on maternal request). 

Solheim et al 12 built a decision-analytic model to es-

timate the future annual incidence of placenta previa, 

placenta accreta, and maternal mortality in America. If 

primary and secondary caesarean rates continue to rise as 

they have in recent years, by 2020 the caesarean delivery 

rate will be 56.2% from 32.9% in 2009, and there will be an 

additional 6236 placenta previas, 4504 placenta accretas, 

and 130 maternal deaths annually. Gurol-Urganci et al 13 

made a retrospective cohort study of 399 674 women who 

gave birth to a singleton first and second baby between 

April 2000 and February 2009 in England and found that 

there is an increased risk of placenta previa in the sub-

sequent pregnancy after CS delivery at first birth. Given 

the placenta previa rate in England and the adjusted effect 

of previous CS, 359 deliveries by CS at first birth would 

result in one additional case of placenta previa in the next 

pregnancy. Similarly, China will face more patients at risk 

of placenta previa and accreta with its potentially severe 

consequences in the future, based on the current high CS 

rate. The maternal and neonatal mortality will increase.  

Clinicians and patients need to be aware of the long- 

term risks associated with caesarean delivery so that they 

can be considered when determining the method of de-

livery for first and subsequent births. 

In conclusion, there are more complete placenta previa 

and placenta accreta, postpartum hemorrhage, transfusion, 

uterine packing, obstetric hysterectomy, and perinatal 

morbidity in the placenta previa with previous CS patients. 

The doctors should inform the patients of the risks of CS 

and avoid unnecessary procedures. 

 

ACKNOWLEDGMENTS 

We thank all the women who took part in the study and also 

the research staff involved. We thank Dr. Masoud Afnan, 

the chief of the Department of Obstetrics & Gynecology, 

Beijing United Family Hospital and Clinics, with great effort 

in revising the paper in English. 

REFERENCES 

1. Royal College of Obstetricians and Gynaecologists. Pla-

centa praevia: diagnosis and management (Green-top 27). 

 

http://www.who.int/en/


Vol. 27, No.3                    CHINESE MEDICAL SCIENCES JOURNAL                            133 

[2012-04-24]. http://www.rcog.org.uk/womens-health/ 

clinical-guidance/placenta-praevia-and-placenta-praevia- 

accreta-diagnosis-and-manageme.  

2. Oppenheimer L. Society of Obstetricians and Gynaecolo-

gists of Canada. Diagnosis and Management of Placenta 

Previa. J Obstet Gynaecol Can 2007; 29:261-73. 

3. Gilliam M, Rosenberg D, Davis F. The likelihood of placenta 

previa with greater number of cesarean deliveries and 

higher parity. Obstet Gynecol 2002; 99:976-80.  

4. Silver RM, Landon MB, Rouse DJ, et al. Maternal morbidity 

associated with multiple repeat cesarean deliveries. Ob-

stet Gynecol 2006; 107:1226-32.  

5. Jauniaux E, Jurkovic D. Placenta accreta: pathogenesis of 

a 20th century iatrogenic uterine disease. Placenta 2012; 

33:244-51. 

6. Marshall NE, Fu R, Guise JM. Impact of multiple cesarean 

deliveries on maternal morbidity: a systematic review. Am 

J Obstet Gynecol 2011; 205:262.e1-8. 

7. Jang DG, We JS, Shin JU, et al. Maternal outcomes ac-

cording to placental position in placental previa. Int J Med 

Sci 2011; 8:439-44. 

8. Fukushima K, Fujiwara A, Anami A, et al. Cervical length 

predicts placental adherence and massive hemorrhage in 

placenta previa. J Obstet Gynaecol Res 2012; 38:192-7. 

9. Lumbiganon P, Laopaiboon M, Gülmezoglu AM, et al. 

Method of delivery and pregnancy outcomes in Asia: the 

WHO global survey on maternal and perinatal health 

2007-08. Lancet 2010; 375:490-9. 

10. Clark EA, Silver RM. Long term maternal morbidity asso-

ciated with repeated cesarean delivery. Am J Obstet 

Gynecol 2011; 205:S2-10. 

11. Feng XL, Xu L, Guo Y, et al. Factors influencing rising 

caesarean section rates in China between 1988 and 2008. 

Bull World Health Organ 2012; 90:30-9. 

12. Solheim KN, Esakoff TF, Little SE, et al. The effect of 

cesarean delivery rates on the future incidence of placenta 

previa, placenta accrete, and maternal mortality. J Matern 

Fetal Neonatal Med 2011; 24:1341-6. 

13. Gurol-Urganci I, Cromwell DA, Edozien LC, et al. Risk of 

placenta previa in second birth after first birth cesarean 

section: a population-based study and meta-analysis. 

BMC Pregnancy Childbirth 2011; 21:95-8. 

 

 

http://www.rcog.org.uk/womens-health/
http://www.ncbi.nlm.nih.gov/pubmed?term=Oppenheimer%20L%5BAuthor%5D&cauthor=true&cauthor_uid=17346497
http://www.ncbi.nlm.nih.gov/pubmed?term=Society%20of%20Obstetricians%20and%20Gynaecologists%20of%20Canada%5BCorporate%20Author%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=Society%20of%20Obstetricians%20and%20Gynaecologists%20of%20Canada%5BCorporate%20Author%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Gilliam%20M%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Rosenberg%20D%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Davis%20F%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed/12052584##
http://www.thelancet.com/journals/lancet/issue/vol375no9713/PIIS0140-6736(10)X6112-8

	Clinical Analysis of Placenta Previa Complicated
	with Previous Caesarean Section△
	Liang-kun Ma1, Na Han2, Jian-qiu Yang1, Xu-ming Bian1,
	and Jun-tao Liu1*
	1Department of Obstetrics ( Gynecology, Peking Union Medical College Hospital, Chinese Academy of Medical Sciences ( Peking Union Medical College, Beijing 100730, China 
	2Department of Obstetrics ( Gynecology, Tongzhou District Maternal and Child Health Hospital, Beijing 101101, China
	PATIENTS AND METHODS
	RESULTS
	DISCUSSION
	REFERENCES





<<
  /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
  /CreateJDFFile false
  /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

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /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 <>
    /PTB <>
    /SUO <>
    /SVE <>
    /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


