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PREAMBLE 
 
These guidelines are an educational tool designed to assist 
practitioners in providing appropriate radiologic care for 
patients. They are not inflexible rules or requirements of 
practice and are not intended, nor should they be used, to 
establish a legal standard of care. For these reasons and 
those set forth below, the American College of Radiology 
cautions against the use of these guidelines in litigation in 
which the clinical decisions of a practitioner are called 
into question. 
 
The ultimate judgment regarding the propriety of any 
specific procedure or course of action must be made by 
the physician or medical physicist in light of all the 
circumstances presented. Thus, an approach that differs 
from the guidelines, standing alone, does not necessarily 
imply that the approach was below the standard of care. 
To the contrary, a conscientious practitioner may 
responsibly adopt a course of action different from that 
set forth in the guidelines when, in the reasonable 
judgment of the practitioner, such course of action is 
indicated by the condition of the patient, limitations of 
available resources, or advances in knowledge or 
technology subsequent to publication of the guidelines. 
However, a practitioner who employs an approach 
substantially different from these guidelines is advised to 
document in the patient record information sufficient to 
explain the approach taken. 
 
The practice of medicine involves not only the science, 
but also the art of dealing with the prevention, diagnosis, 
alleviation, and treatment of disease. The variety and 
complexity of human conditions make it impossible to 
always reach the most appropriate diagnosis or to predict 
with certainty a particular response to treatment.  
 

 
 
 
Therefore, it should be recognized that adherence to these 
guidelines will not assure an accurate diagnosis or a 
successful outcome. All that should be expected is that the 
practitioner will follow a reasonable course of action 
based on current knowledge, available resources, and the 
needs of the patient to deliver effective and safe medical 
care. The sole purpose of these guidelines is to assist 
practitioners in achieving this objective. 
  
I. INTRODUCTION 
 
This guideline was revised collaboratively by the 
American College of Radiology (ACR), the Society for 
Pediatric Radiology (SPR), and the Society of Nuclear 
Medicine (SNM).  
 
This guideline is intended to guide interpreting physicians 
in performing radionuclide cystography (RNC) in adult 
and pediatric patients. Properly performed imaging of the 
bladder with radiopharmaceuticals provides a sensitive 
means of detecting, following, and evaluating certain 
conditions of the bladder and ureters. As with all 
scintigraphic studies, correlation of findings with the 
results of other imaging and nonimaging procedures, as 
well as clinical information, is necessary for maximum 
diagnostic yield. 
 
Application of this guideline should be in accordance with 
the ACR Technical Standard for Diagnostic Procedures 
Using Radiopharmaceuticals. 
 
(For pediatric considerations see sections VI and VII.) 
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II.  DEFINITION 
 
RNC involves filling the urinary bladder with a 
radiopharmaceutical, either by direct retrograde 
administration via catheter or by indirect, antegrade 
drainage of an intravenously administered radio-
pharmaceutical that is excreted by the kidneys, and 
subsequent imaging with a gamma camera. 
 
III.  GOAL 
 
The goal of RNC is to enable the interpreting physician to 
detect and quantify physiologic and anatomic 
abnormalities of the genitourinary system by producing 
images of diagnostic quality. 
 
IV.  INDICATIONS 
 
Clinical indications [1-3] for RNC include, but are not 
limited to:  

1. Initial diagnosis of vesicoureteral reflux in 
female patients with urinary tract infection. 

2. Diagnosis of familial reflux. 
3. Follow-up of previously diagnosed 

vesicoureteral reflux to assess for spontaneous 
resolution. 

4. Evaluation of vesicoureteral reflux after medical 
or surgical management.  

5. Serial evaluation of bladder dysfunction for 
reflux.   

6. Quantification of postvoid residual urine in the 
bladder.   

7. Hydronephrosis.  
 
For the pregnant or potentially pregnant patient, see the 
ACR Practice Guideline for Imaging Pregnant or 
Potentially Pregnant Adolescents and Women with 
Ionizing Radiation. 
 
V.  QUALIFICATIONS AND 

RESPONSIBLITITIES OF PERSONNEL 
 
See the ACR Technical Standard for Diagnostic 
Procedures Using Radiopharmaceuticals. 
 
VI. RADIOPHARMACEUTICALS  
 
If the direct (retrograde) technique (see below) is 
employed, technetium-99m as sodium pertechnetate, 
sulfur colloid, or stannous diethylenetriamine pentaacetic 
acid (DTPA) may be used. Sodium pertechnetate should 
not be used in individuals who have undergone bladder 
augmentation with gastric or intestinal tissue. An 
administered activity of 18.5 to 37 MBq (0.5 to 1.0 mCi) 
is introduced aseptically into the urinary bladder via a 
urethral catheter. Administered activities of 9.25 to 18.5 
MBq (0.25 to 0.5 mCi) may be considered for infants and 
toddlers. The patient should void immediately before 

catheterization if residual volume is measured by 
catheterization rather than by computer analysis of 
bladder activity [3]. Latex materials should not be used in 
patients known or prone to have latex allergy (e.g., 
patients with congenital spinal dysraphism). 
 
If the indirect (antegrade) technique (see below) is 
employed, either technetium-99m DTPA or mercapto-
acetyltriglycine (MAG-3®) must be used; technetium-
99m MAG-3® is preferred. This test usually is performed 
as the final part of a conventional renal scan. 
Administered activity is the same as for renal scintigraphy 
(see the ACR–SPR Practice Guideline for the 
Performance of Adult and Pediatric Renal Scintigraphy), 
with which this technique can be combined. The 
advantages of the indirect technique are that it is 
noninvasive and it provides information about renal 
function. A disadvantage is a lower sensitivity than direct 
cystography, because a) the bladder may only be partially 
filled, b) reflux can be detected only during the voiding 
phase, and c) it may be difficult to differentiate between 
reflux and residual antegrade excretion [4-6]. Another 
disadvantage of indirect cystography is that it imparts a 
higher radiation dose to the patient than direct 
cystography. Indirect cystography should not be used if 
the patient is not toilet trained or has compromised renal 
function [4-7].  
 
Administered activity in children should be determined 
based on body weight and should be as low as reasonably 
achievable for diagnostic image quality. 
 
VII. SPECIFICATIONS OF THE 
 EXAMINATION 
 
The written or electronic request for radionuclide 
cystography should provide sufficient information to 
demonstrate the medical necessity of the examination and 
allow for its proper performance and interpretation.  
 
Documentation that satisfies medical necessity includes 1) 
signs and symptoms and/or 2) relevant history (including 
known diagnoses). Additional information regarding the 
specific reason for the examination or a provisional 
diagnosis would be helpful and may at times be needed to 
allow for the proper performance and interpretation of the 
examination.   
 
The request for the examination must be originated by a 
physician or other appropriately licensed health care 
provider. The accompanying clinical information should 
be provided by a physician or other appropriately licensed 
health care provider familiar with the patient’s clinical 
problem or question and consistent with the state’s scope 
of practice requirements. (ACR Resolution 35, adopted in 
2006) 
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A. Vesicoureteral Reflux 
 
For infants and children refer also to the ACR–SPR 
Practice Guideline for the Performance of Voiding 
Cystourethrography in Children. 
 
If the retrograde direct technique is used, the 
radiopharmaceutical is administered aseptically into the 
bladder via a urinary catheter and followed by an 
appropriate volume of sterile normal saline, until the 
bladder reaches capacity. Application of urethral 
anesthesia for male patients before catheterization may 
help decrease discomfort [8]. Alternatively, in adults, the 
radiopharmaceutical may be added to and mixed with 500 
mL of sterile normal saline with appropriate shielding of 
the container. Warming the saline solution to room or 
body temperature and infusing at a slow rate may improve 
the comfort of the patient. The saline container typically 
is placed no more than 100 cm above the tabletop [2]. The 
pelvis and abdomen are imaged continuously in the 
posterior projection, with the patient lying supine. Digital 
data acquisition is recommended. If reflux occurs during 
filling of the bladder, the volume at which reflux occurred 
should be recorded. The end of the filling phase usually is 
indicated by a reduction or cessation of the infusate’s rate 
of flow or by a bladder volume appropriate for the 
patient’s age [3]. In children, bladder volume can be 
approximated either with the formula: (age in years + 2) x 
30 mL = bladder volume [2] or with a reference table [9]. 
 
When the patient reaches maximum capacity and is 
instructed to void or when the patient begins to void 
spontaneously, imaging is continued until the bladder is 
empty. In patients able to cooperate, voiding images may 
be obtained with the patient upright. Postvoid posterior 
images of the bladder should be obtained in either the 
supine or upright position after bladder emptying is 
complete. If the patient cannot void upon request, 
emptying the bladder via the urinary catheter will reduce 
radiation exposure. In infants and children a cyclic (more 
than one filling and voiding) study may increase 
sensitivity. Repeat filling and voiding cycles are obtained 
with the catheter in place.  The degree of reflux may be 
estimated using either a visual grading scale of 1 to 3 
(mild, moderate, or marked) or a 1 to 5 scale analogous to 
that used for contrast cystography [3,7,10,11]. For visual 
analysis of digital images, contrast enhancement or other 
brightening mode or cine mode and a consistent image 
display technique should be used to maximize the 
sensitivity of the test and to detect the smallest amounts of 
reflux. Quantification of reflux during the bladder-filling 
phase and during the voiding phase also may be achieved 
using region-of-interest (ROI) analysis, with regions of 
interest placed over both the kidneys and the ureters.  
 
Use of ROIs over the collecting systems and time activity 
curves may enhance the sensitivity of indirect 

radionuclide cystography for detecting vesicoureteral 
reflux. 
 
B. Residual Volume 
 
For quantification of postvoid residual volumes, prevoid 
and postvoid images of the bladder should be acquired 
anteriorly or posteriorly. Regions of interest are drawn 
over the bladder on both sets of images. The volume of 
voided urine is recorded. Residual volume (RV) can be 
estimated by the following formulas [2]:   
 
RV (mL) =  
(voided vol [mL]) x (postvoid bladder ROI count)  
(initial bladder ROI count) – (postvoid bladder ROI 
count) 
 
Residual volume also may be calculated if the volume to 
which the bladder was filled is known. The equation then 
becomes: 
 
RV (mL) =  
(initial bladder vol [mL]) x (postvoid bladder ROI count) 
    initial bladder ROI count 
 
C. Instructions to Patient/Parent 
 
The radiation exposure to the bladder lining and wall, 
although small and well within accepted diagnostic 
imaging levels, can be further reduced by a 
postexamination diuresis to eliminate residual 
radioactivity if the patient does not empty the bladder 
completely. Instruction to drink fluids by mouth for 
several hours following the examination should be given 
to the patient, parent, or caregiver. 
 
VIII. DOCUMENTATION 
 
Reporting should be in accordance with the ACR Practice 
Guideline for Communication of Diagnostic Imaging 
Findings. 
 
The report should include the radiopharmaceutical used 
and the dose and route of administration, as well as any 
other pharmaceuticals administered, also with dose and 
route of administration. 
 
IX. EQUIPMENT SPECIFICATIONS 
 
A gamma camera with a low-energy all-purpose/general 
all-purpose (LEAP/GAP) or high-resolution collimator is 
recommended. If the clinical question relates to 
vesicoureteral reflux, the field of view must be large 
enough to include both the bladder and kidneys. For 
infants and small children, magnification may be used if a 
large-field-of-view camera head (400 mm) is employed. 
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Digital acquisition may be desirable and is necessary if 
quantification is performed. A 64 x 64 acquisition matrix 
is sufficient for detectors up to 400 mm in diameter. For 
larger detectors, a 128 x 128 matrix is needed. A framing 
rate of 10 to 30 seconds per frame is suggested. The 
collimator face and the entire imaging field must be 
protected from radionuclide contamination using plastic-
backed absorbent pads or other similar material. Plans for 
collection, disposal, storage, or decontamination of 
radioactive urine and materials must be considered. 
 
X.  RADIATION SAFETY  
 
Radiologists, imaging technologists, and all supervising 
physicians have a responsibility to minimize radiation 
dose to individual patients, to staff, and to society as a 
whole, while maintaining the necessary diagnostic image 
quality. This concept is known as “as low as reasonably 
achievable (ALARA).” 
 
Facilities, in consultation with the radiation safety officer, 
should have in place and should adhere to policies and 
procedures for the safe handling and administration of 
radiopharmaceuticals, in accordance with ALARA, and 
must comply with all applicable radiation safety 
regulations and conditions of licensure imposed by the 
Nuclear Regulatory Commission (NRC) and by state, 
and/or other regulatory agencies. Quantities of 
radiopharmaceuticals should be tailored to the individual 
patient by prescription or protocol. 
 
XI.  QUALITY CONTROL AND 

IMPROVEMENT, SAFETY, INFECTION 
CONTROL, AND PATIENT EDUCATION  

 
Policies and procedures related to quality, patient 
education, infection control, and safety should be 
developed and implemented in accordance with the ACR 
Policy on Quality Control and Improvement, Safety, 
Infection Control, and Patient Education appearing under 
the heading Position Statement on QC & Improvement, 
Safety, Infection Control, and Patient Education on the 
ACR web page (http://www.acr.org/guidelines). 
 
Equipment performance monitoring should be in 
accordance with the ACR Technical Standard for Medical 
Nuclear Physics Performance Monitoring of Gamma 
Cameras. 
 
ACKNOWLEDGEMENTS 
 
This guideline was revised according to the process 
described under the heading The Process for Developing 
ACR Practice Guidelines and Technical Standards on the 
ACR web page (http://www.acr.org/guidelines) by the 
Guidelines and Standards Committee of the Commissions 
on Nuclear Medicine and Pediatric Radiology in 
collaboration with the SPR and the SNM.   

Collaborative Committee
 
ACR       
Christopher J. Palestro, MD, Chair 
Michael J. Gelfand, MD 
 
SPR
Massoud Majd, MD, FACR 
Marguerite T. Parisi, MD 
Stephanie E. Spottswood, MD 
  
SNM
Leonard P. Connolly, MD 
Frederick D. Grant, MD 
 
ACR Guidelines and Standards Nuclear Medicine 
Committee 
Jay A. Harolds, MD, FACR, Co-Chair  
Darlene F. Metter, MD, FACR, Co-Chair  
Richard K.J. Brown, MD 
Robert F. Carretta, MD    
Gary L. Dillehay, MD, FACR   
Mark F. Fisher, MD     
Lorraine M. Fig, MD, MB, ChB, MPH  
Leonie Gordon, MD     
Bennett S. Greenspan, MD, FACR   
Milton J. Guiberteau, MD, FACR   
Robert E. Henkin, MD, FACR 
Warren R. Janowitz, MD, JD    
Homer A. Macapinlac, MD    
Gregg A. Miller, MD     
Christopher J. Palestro, MD  
Eric M. Rohren, MD, PhD   
Henry D. Royal, MD     
Paul D. Shreve, MD     
William G. Spies, MD, FACR   
Manuel L. Brown, MD, FACR, Chair, Commission 
 
ACR Guidelines and Standards Pediatric Committee 
Marta Hernanz-Schulman, MD, FACR, Chair  
Taylor Chung, MD     
Brian D. Coley, MD     
Seth Crapp, MD     
Kristin L. Crisci, MD     
Eric N. Faerber, MD, FACR    
Lynn A. Fordham, MD     
Lisa H. Lowe, MD     
Marguerite T. Parisi, MD     
Laureen M. Sena, MD     
Sudha P. Singh, MB, BS     
Donald P. Frush, MD, FACR, Chair, Commission  
 
REFERENCES 
 
1. Gelfand MJ, Koch BL, Elgazzar AH, Gylys-Morin 

VM, Gartside PS, Torgerson CL. Cyclic cystography: 
diagnostic yield in selected pediatric populations. 
Radiology 1999;213:118-120. 

2. Mandell GA, Eggli, DF, Gilday, DL, et al. Society of 
Nucelar Medicine Procedure Guideline for 

4 /  Radionuclide Cystography  PRACTICE GUIDELINE 

http://www.acr.org/guidelines
http://www.acr.org/guidelines


Radionuclide Cystography in Children. Vol 3.0. 
Reston, Va: Society of Nuclear Medicine; 
http://interactive.snm.org/docs/pg_ch32_0703.pdf.  
2003. 

3. Treves ST, Willi, UV. Vesicoureteric reflux. In: 
Treves ST, ed. Pediatric Nuclear Medicine/PET. 3rd 
ed. New York, NY: Springer; 2007:286-306. 

4. Conway JJ, Kruglik GD. Effectiveness of direct and 
indirect radionuclide cystography in detecting 
vesicoureteral reflux. J Nucl Med 1976;17:81-83. 

5. De Sadeleer C, De Boe V, Keuppens F, Desprechins 
B, Verboven M, Piepsz A. How good is technetium-
99m mercaptoacetyltriglycine indirect cystography? 
Eur J Nucl Med 1994;21:223-227. 

6. Piepsz A, Ham HR. Pediatric applications of renal 
nuclear medicine. Semin Nucl Med 2006;36:16-35. 

7. Jana S, Blaufox MD. Nuclear medicine studies of the 
prostate, testes, and bladder. Semin Nucl Med 
2006;36:51-72. 

8. Gerard LL, Cooper CS, Duethman KS, Gordley BM, 
Kleiber CM. Effectiveness of lidocaine lubricant for 
discomfort during pediatric urethral catheterization. J 
Urol 2003;170:564-567. 

9. Treves ST, Zurakowski D, Bauer SB, Mitchell KD, 
Nichols DP. Functional bladder capacity measured 
during radionuclide cystography in children. 
Radiology 1996;198:269-272. 

10. Gelfand MJ, Strife JL, Hertzberg VS. Low-grade 
vesicoureteral reflux. Variability in grade on 
sequential radiographic and nuclear cystograms. Clin 
Nucl Med 1991;16:243-246. 

11. Zhang G, Day DL, Loken M, Gonzalez R. Grading of 
reflux by radionuclide cystography. Clin Nucl Med 
1987;12:106-109. 

 
Suggested Reading (Additional articles that are not cited 
in the document but that the committee recommends for 
further reading on this topic) 
12. Andrich MP. Special problems in pediatric nuclear 

medicine. In: Harbert JC, Eckelman WC, Neumann 
RD, eds. Nuclear Medicine: Diagnosis and Therapy. 
New York, NY: Thieme Medical Publishers Inc; 
1996:929-938. 

13. Gelfand MJ, Koch BL, Cordero GG, Salmanzadeh A, 
Gartside PS. Vesicoureteral reflux: subpopulations of 
patients defined by clinical variables. Pediatr Radiol 
2000;30:121-124. 

14. Godley ML, Ransley PG, Parkhouse HF, Gordon I, 
Evans K, Peters AM.  Quantitation of vesico-ureteral 
reflux by radionuclide cystography and urodynamics. 
Ped Nephrol 1990;4:485-490. 

15. Gordon I. Pediatric aspects of radionuclides in 
nephrology. In: Murray IPC, Ell PJ, eds. Nuclear 
Medicine in Clinical Diagnosis and Treatment. 
Edinburgh: Churchill Livingstone; 1994:259–270. 

16. Harbert JC. The genitourinary system. In: Harbert JC, 
Eckelman WC, Neumann RD, eds. Nuclear 
Medicine: Diagnosis and Therapy. New York, NY: 
Thieme Medical Publishers; 1996:713-744. 

17. Hellstrom M, Jacobsson B. Diagnosis of vesico-
ureteric reflux. Acta Paediatr Suppl 1999;88:3-12. 

18. Heyman S. Radionuclide studies of the genitourinary 
tract. In: Miller JH, Gelfand MJ, eds. Pediatric 
Nuclear Imaging. 1st edition. Philadelphia, Pa: W.B. 
Saunders Co; 1994:195-252. 

19. Kaefer M, Zurakowski D, Bauer SB, et al. Estimating 
normal bladder capacity in children. J Urol 
1997;158:2261-2264. 

20. Kinn AC, Jacobsson H, Schnell PO. Vesicoureteral 
reflux in adults studied by computerized radionuclide 
cystography. Scand J Urol Nephrol Suppl 
1991;138:47-52. 

21. Lowry PA, Pjura GA, Kim EE, et al. Radionuclide 
imaging of the lower urinary tract. In: Gottschalk A, 
Hoffer PB, Potchin EJ, eds. Diagnostic Nuclear 
Medicine. 2nd edition. Baltimore, Md: Williams & 
Wilkins; 1988:967-984. 

22. Majd M. Nuclear medicine in pediatric nephrology 
and urology. In: Sandler MP et al, eds. Diagnostic 
Nuclear Medicine. Vol. 2, 3rd edition. Baltimore, 
Md: Williams & Wilkins; 1996:1369-1398. 

23. Majd M, Kass EJ, Belman AB. Radionuclide 
cystography in children: comparison of direct 
(retrograde) and indirect (intravenous) techniques. 
Ann Radiol 1985;28:322-328. 

24. Saraga M, Stanicic A, Markovic V. The role of direct 
radionuclide cystography in evaluation of 
vesicoureteral reflux. Scand J Urol Nephrol 
1996;30:367-371. 

25. Treves ST, Connolly LP, O'Tuama LA, et al. 
Pediatrics. In: Wagner HN, Szabo Z, Buchanan J, 
eds. Principles of Nuclear Medicine. 2nd edition. 
Philadelphia, Pa: W.B. Saunders Co; 1995:1150-
1152. 

 
*Guidelines and standards are published annually with an 
effective date of October 1 in the year in which amended, 
revised or approved by the ACR Council.  For guidelines 
and standards published before 1999, the effective date 
was January 1 following the year in which the guideline 
or standard was amended, revised, or approved by the 
ACR Council.   
 
Development Chronology for this Guideline 
1996 (Resolution 12) 
Revised 2000 (Resolution 26) 
Revised 2005 (Resolution 24) 
Amended 2006 (Resolution 17, 35) 
Revised 2010 (Resolution 25) 
 
 
 

 
PRACTICE GUIDELINE  Radionuclide Cystography  / 5     

http://interactive.snm.org/docs/pg_ch32_0703.pdf

	 
	PREAMBLE 


<<
  /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


