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Abstract

Background Resection margin involvement is one of the

most significant risk factors for local recurrence in curative

gastrectomy, and local recurrence results in anastomotic

stenosis. In the present study, the effects of a positive

resection margin in palliative gastrectomy on the symp-

toms of anastomotic stenosis and the amount of oral intake

were analyzed.

Methods Between September 2002 and December 2009,

2,228 patients underwent resection for gastric cancer at

Shizuoka Cancer Center, Japan, of whom 18 underwent

palliative gastrectomy with a positive proximal margin

because of urgent symptoms such as tumor bleeding, ste-

nosis, or perforation. These 18 patients were analyzed

retrospectively in this study.

Results Twelve patients had a positive proximal margin,

and six patients had both proximal and distal margin

involvement. Anastomotic leakage occurred in 2 patients.

The median overall survival was 7.5 months, and the

median time from operation to a decrease in oral intake

was 5.5 months. Anastomotic recurrence developed in 3

patients, and in all of them, anastomotic stricture was found

2–3 months after gastrectomy. One of these patients, who

was in good general condition, was treated by endoscopic

balloon dilatation. The other 2 patients did not undergo

balloon dilatation because their general condition was poor,

with peritonitis carcinomatosa.

Conclusions It does not appear necessary for palliative

gastrectomy to achieve a negative proximal margin,

because salvage therapies resulted in maintaining a toler-

able oral intake in patients who were in good general

condition.

Introduction

Gastric cancer is a very common disease worldwide and

the second most frequent cause of cancer death, affecting

about one million people per year [1]. Surgery is the only

curative therapy for advanced gastric cancer, and this

involves removing the primary lesion with an adequate

tumor-free margin [2, 3]. However, the prognosis of

advanced gastric cancer patients with noncurable factors,

such as hepatic or peritoneal metastasis, is extremely poor

[4]. The role of noncurative gastrectomy in patients with

far advanced gastric cancer remains unclear. The rationale

for offering palliative gastrectomy to patients with far

advanced gastric cancer is that the primary tumor will

result in gastric obstruction, perforation, or tumor bleeding

[5, 6]. Several studies have suggested that the morbidity

after palliative gastrectomy for far advanced gastric cancer

that needs urgent treatment may be higher [7–10]. Patients

who undergo palliative gastrectomy have only a short time

to live, so postoperative morbidity is directly related to the

quality of the rest of their life. On the other hand, patients

who require palliative gastrectomy are those with advanced

locoregional disease, so patients with severe tumor inva-

sion into the esophagus from the stomach are not unusual

[11–13]. It is difficult and risky to achieve a negative

proximal margin in gastric cancer with wide spread into

the esophagus, because a highly placed anastomosis in a

narrow working space is required. Resection margin
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involvement is one of the most significant risk factors for

local recurrence in curative gastrectomy, and local recur-

rence results in anastomotic stenosis [14, 15]. However, in

palliative gastrectomy, a positive resection margin might

not be a risk factor for anastomotic recurrence, because

patients who undergo palliative gastrectomy usually suc-

cumb to metastatic disease before anastomotic recurrence

develops. One of the outcomes of palliative gastrectomy is

the prolongation of oral intake, but anastomotic stenosis

caused by local recurrence might prevent oral intake. Some

reports have shown that a positive resection margin has no

predictive value for survival in patients with late-stage

gastric cancer [16, 17]. However, the effects of a positive

resection margin in palliative gastrectomy on the symp-

toms of anastomotic stenosis and the amount of oral intake

are unknown. In the present study, the clinical course,

focusing mainly on the amount of oral intake, of patients

who underwent palliative gastrectomy with a positive

proximal margin was analyzed.

Materials and methods

Between September 2002 and December 2009, 2,228

patients underwent resection for gastric cancer at Shizuoka

Cancer Center, Japan. A positive proximal margin was

found on final pathological analysis of the resected speci-

men in 20 patients who underwent palliative gastrectomy.

In all of them, the status of the proximal margin was

negative on macroscopic examination. Of the 20 patients, 2

were lost to follow-up. Therefore, 18 patients with urgent

symptoms, such as tumor bleeding, stenosis, or perforation,

were analyzed retrospectively in this study. All 18 patients

were routinely followed at Shizuoka Cancer Center at least

once a month postoperatively, and the patients were asked

detailed questions about the amount of oral intake and the

presence of symptoms of anastomotic stenosis. Endoscopic

examination was not performed routinely; it was performed

only when the patients complained of obstructive symp-

toms. We investigated the time between the operation and

the decrease in oral intake. The time to decrease in oral

intake was defined as the time when total parenteral

nutrition or tube feeding was required. The data collected

included patient demographics, clinicopathologic features,

and clinical course. To compare this study population with

patients who underwent palliative gastrectomy with a

negative proximal margin, the data of 46 patients who

underwent palliative gastrectomy with a negative proximal

cut end were collected. Stage was reported according to

the Seventh Edition of the tumor-node-metastasis (TNM)

classification of malignant tumor established by the

International Union Against Cancer (UICC) classification

[18].

Results

The patients ranged in age from 49 to 85 years, with a

median age of 70 years. Overall, 8 patients were male, and

10 patients were female. The patient characteristics are

shown in Table 1. Twelve patients had a positive proximal

margin, and 6 patients had both proximal and distal margin

involvement. The symptoms leading to palliative gastrec-

tomy were gastric outlet obstruction and/or tumor bleeding.

Ten patients suffered from gastric outlet obstruction, 3

patients had severe anemia caused by tumor bleeding, and

5 patients had both. No patients underwent palliative gas-

trectomy for tumor perforation. Noncurable factors inclu-

ded liver metastasis in 4 cases, lymph node metastasis in 9

cases, peritoneal metastasis in 14 cases, and positive peri-

toneal cytology in 18 cases. Operative data are shown in

Table 2. Total gastrectomy was performed in 14 patients,

distal gastrectomy was performed in 3, and 1 patient

underwent proximal gastrectomy. Systematic lymph node

dissection was not performed in any of the patients. All

patients underwent D1 lymphadenectomy, 14 underwent

R2 resection, and 4 underwent R1 resection. Postoperative

complications occurred in 5 patients.

Anastomotic leakage occurred in 2 patients: 1 patient in

an esophagojejunostomy with tumor involvement after

total gastrectomy, and 1 patient in a duodenal stump that

Table 1 Patient characteristics (n = 18)

Characteristic

Age, years, median (range) 70 (49–85)

Sex

Male 8 (44%)

Female 10 (56%)

Symptoms

GOO 10 (56%)

Tumor bleeding 3 (17%)

GOO and tumor bleeding 5 (28%)

Noncurable factors

Peritoneal lavage cytology

Positive 18 (100%)

Negative 0

Peritoneal metastasis

Positive 14 (78%)

Negative 4 (22%)

Liver metastasis

Positive 4 (22%)

Negative 14 (78%)

Distant lymph node metastasis

Positive 9 (50%)

Negative 9 (50%)

GOO gastric outlet obstruction
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was not margin-positive after Roux-en-Y reconstruction. In

these patients with anastomotic leakage, oral intake was

not resumed up to the time of death. Anastomotic hemor-

rhage, intra-abdominal abscess, and pneumonia occurred in

1 patient each. These 3 patients recovered with conserva-

tive treatment and maintained oral intake during their

remaining survival time. Of the 5 patients who developed a

postoperative complication, 4 had undergone total gas-

trectomy, and 1 had undergone distal gastrectomy. The

complication in 1 patient who underwent distal gastrec-

tomy was duodenal stump leakage that was not margin-

positive after Roux-en-Y reconstruction. To achieve a

negative proximal margin, the risk of surgery is considered

to differ between distal gastrectomy and total gastrectomy.

All 18 patients presented with cancer progression and died

during follow-up. The median overall survival was

7.5 months (Fig. 1). The median time from operation to

decrease in oral intake was 5.5 months (Fig. 2). Anasto-

motic recurrence developed in 3 patients, and all of whom

had anastomotic stricture 2–3 months after gastrectomy

(Table 3). Of these 3 patients, 2 had undergone total gas-

trectomy, and 1 had undergone distal gastrectomy. Anas-

tomotic stricture due to anastomotic recurrence occurred in

the patients after palliative distal gastrectomy. One of these

three patients was treated by endoscopic balloon dilatation

and maintained oral intake for 2 months after balloon

dilatation. This patient had undergone total gastrectomy.

The other 2 patients had peritonitis carcinomatosa when

anastomotic recurrence was found. Balloon dilatation was

not performed for these 2 patients, because we considered

that oral intake could not be resumed even with anasto-

motic stricture dilatation. One patient after distal gastrec-

tomy did not undergo balloon dilatation because of poor

general condition owing to peritonitis carcinomatosa.

In all 18 patients, the status of the proximal margin was

negative on macroscopic examination, because the goal of

all surgeries, even palliative, was to obtain a macroscopic

negative margin. Therefore, patients with a microscopic-

positive margin cannot be compared with those with a

macroscopic-positive margin.

In 46 patients with a negative proximal margin, the

median overall survival was 8.5 months, and the median

time from operation to a decrease in oral intake was

7 months. There was no significant difference between

proximal margin-positive and proximal margin-negative

patients in the time between gastrectomy and death

(p = 0.26) and a decrease in oral intake (p = 0.12).

Discussion

Radical resection is the primary treatment for gastric can-

cer, but the benefit of noncurative gastrectomy for meta-

static gastric cancer patients is still debatable. The

prognosis of patients who undergo noncurative gastrec-

tomy is extremely poor [7, 19, 20]. Palliative gastrectomy

is not the same as noncurative gastrectomy. Noncurative

gastrectomies have been classified as either palliative or

nonpalliative. Palliative care has been defined by the World

Health Organization as ‘‘the total active care of patients

whose disease is not responsive to curative treatment.

Control of pain, of other symptoms, and of psychological,

social, and spiritual problems is paramount. The goal of

palliative care is the achievement of the best quality of life

Table 2 Operative data from patients undergoing palliative gastrec-

tomy (n = 18)

Characteristics

Surgical procedure

Total gastrectomy 14 (78%)

Distal gastrectomy 3 (17%)

Proximal gastrectomy 1 (6%)

Lymph node dissection

BD1 18 (100%)

[D1 0

Sites of positive margin

Proximal only 12 (67%)

Proximal and distal 6 (33%)

Residual tumor

R1 4 (22%)

R2 14 (78%)

Complications

Anastomotic leakage 2 (11%)

Anastomotic hemorrhage 1 (6%)

Intra-abdominal abscess 1 (6%)

Pneumonia 1 (6%)

Fig. 1 Survival in patients with palliative gastrectomy
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for patients and their families’’ [21]. Palliative gastrectomy

should concentrate on relieving symptoms such as gastric

outlet obstruction, perforation, or tumor bleeding. There-

fore, in the present study, patients without symptoms were

excluded, even if a noncurative operation was performed.

The morbidity was high after palliative gastrectomy for far

advanced gastric cancer with urgent symptoms that needed

to be controlled. For patients with short life expectancy,

complications of surgery ruin the rest of their lives. In the

present study, anastomotic leakage dealt a crushing blow.

It is difficult and risky to perform highly placed intrame-

diastinal anastomosis for far advanced gastric cancer with

severe esophageal invasion to achieve a negative proxi-

mal margin. Palliative resection does not seek to offer

cure options, and resection margin involvement was

not considered to affect the clinical course after gastrec-

tomy. However, in general, a positive resection margin

induces anastomotic recurrence and anastomotic stenosis.

Anastomotic stenosis caused by recurrence might lead to

decreasing oral intake. Actually, it is unclear whether a

positive proximal margin in palliative gastrectomy affects

the amount of oral intake after surgery. In this study,

anastomotic recurrence occurred in 3 of 18 patients

(16.7%), and recurrence was found at 2 months after gas-

trectomy. Lee et al. [22] reported that anastomotic recur-

rence was found in 4.3% of patients who underwent

gastrectomy for advanced gastric cancer, and anasto-

motic strictures were observed at a median interval of

11.9 months. Cho et al. [23] reported that resection margin

involvement occurred in 1.8% of gastrectomies with

curative intent, and that anastomotic recurrence occurred in

14.3% of patients with positive resection margins. Jakl

et al. [24] reported that anastomotic recurrence was found

at a median interval of 11 months. The present study

showed that a positive proximal margin resulted in a high

incidence of early recurrence at the site of anastomosis. In

2 patients, anastomotic stenosis caused by tumor recur-

rence did not affect their quality of life, because their

condition was poor due to peritonitis carcinomatosa. For

another patient with anastomotic stricture caused by

recurrence, who was in good general condition, endoscopic

balloon dilatation was effective in maintaining a reasonable

quality of life. We performed endoscopic balloon dilatation

for anastomotic stricture as salvage therapy, which was

effective for benign esophagojejunal anastomotic stricture

[25, 26], but there are other salvage treatments available.

Some studies have shown that a self-expandable metal

stent provides safe and effective palliation of anastomotic

recurrence of gastric cancer [27–30]. If long-term survival

is possible, stent insertion is worthwhile, because the effect

of balloon dilatation is temporary. At any rate, patients

with anastomotic stricture due to tumor recurrence after

palliative gastrectomy, if they are in good general condi-

tion, can maintain oral intake with balloon bougie or

stenting therapy. Therefore, we concluded that it is not

Fig. 2 Cumulative incidence of failure of oral food intake. Kaplan–

Meier curve showing the time to failure of oral food intake after

operation

Table 3 Patients with anastomotic stenosis caused by local recurrence

Case Noncurable

factor

Surgical

procedure

Interval between

operation

and AS caused

by local

recurrence

Recurrent

site except

anastomosis

Interval between

operation and

non-local

recurrence

Intervention

for AS

Outcome

1 P, CY Total

gastrectomy

2 months Peritoneal

dissemination

4 months Balloon

dilatation

6 months Death

2 P, CY Distal

gastrectomy

2 months Peritoneal

dissemination

2 months None 3 months Death

3 P, CY, M(LYM) Total

gastrectomy

3 months Peritoneal

dissemination

3 months None 5 months Death

AS anastomotic stenosis, P peritoneal metastasis, CY peritoneal lavage cytology, M(LYM) nonregional lymph node metastasis
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necessary for palliative gastrectomy to achieve a negative

proximal margin, because salvage therapies resulted in

maintenance of a tolerable oral intake.
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10. Oñate-Ocaña LF, Méndez-Cruz G, Hernández-Ramos R et al

(2007) Experience of surgical morbidity after palliative surgery

in patients with gastric carcinoma. Gastric Cancer 10:215–220

11. Bozzetti F, Bonfanti G, Bufalino R et al (1982) Adequacy of

margins of resection in gastrectomy for cancer. Ann Surg 196:

685–690

12. Songun I, Bonenkamp JJ, Hermans J et al (1996) Prognostic

value of resection-line involvement in patients undergoing cura-

tive resections for gastric cancer. Eur J Cancer 32A:433–437

13. Yokota T, Sawai K, Yamaguchi T et al (1993) Resection margin

in patients with gastric cancer associated with esophageal inva-

sion: clinicopathological study. J Surg Oncol 53:60–63

14. Mariette C, Castel B, Balon JM et al (2003) Extent of oesopha-

geal resection for adenocarcinoma of the oesophagogastric

junction. Eur J Surg Oncol 29:588–593

15. Chan WH, Wong WK, Khin LW et al (2000) Significance of a

positive oesophageal margin in stomach cancer. Aust N Z J Surg

70:700–703

16. Gall CA, Rieger NA, Wattchow DA (1996) Positive proximal

resection margins after resection for carcinoma of the oesophagus

and stomach: effect on survival and symptom recurrence. Aust N

Z J Surg 66:734–737

17. Kim SH, Karpeh MS, Klimstra DS et al (1999) Effect of

microscopic resection line disease on gastric cancer survival.

J Gastrointest Surg 3:24–33

18. Sobin LH, Gospodarowicz MK, Gospodarowicz MK, Wittekind

CH (eds) (2009) UICC TNM classification of malignant tumors,

7th edn. Wiley-Blackwell, New York, pp 73–77

19. Meijer S, De Bakker OJ, Hoitsma HF (1983) Palliative resection

in gastric cancer. J Surg Oncol 23:77–80

20. Baba H, Okuyama T, Hiroyuki O et al (1992) Prognostic factors

for noncurative gastric cancer: univariate and multivariate anal-

yses. J Surg Oncol 51:104–108

21. World Health Organization (1990) Cancer pain relief and palli-

ative care: report of a WHO Expert Committee. Geneva, Tech-

nical Report Series No. 804, No. 11

22. Lee SY, Lee JH, Hwang NC et al (2005) The role of follow-up

endoscopy after total gastrectomy for gastric cancer. Eur J Surg

Oncol 31:265–269

23. Cho BC, Jeung HC, Choi HJ et al (2007) Prognostic impact of

resection margin involvement after extended (D2/D3) gastrec-

tomy for advanced gastric cancer: a 15-year experience at a single

institute. J Surg Oncol 95:461–468

24. Jakl RJ, Miholic J, Koller R et al (1995) Prognostic factors in

adenocarcinoma of the cardia. Am J Surg 169:316–319

25. Ikeya T, Ohwada S, Ogawa T et al (1999) Endoscopic balloon

dilation for benign esophageal anastomotic stricture: factors

influencing its effectiveness. Hepatogastroenterology 46:959–966

26. Kim CG, Choi IJ, Lee JY et al (2009) Effective diameter of

balloon dilation for benign esophagojejunal anastomotic stricture

after total gastrectomy. Surg Endosc 23:1775–1780

27. Cho YK, Kim SW, Nam KW et al (2009) Clinical outcomes of

self-expandable metal stents in palliation of malignant anasto-

motic strictures caused by recurrent gastric cancer. World

J Gastroenterol 15:3523–3527

28. Kim HJ, Park JY, Bang S et al (2009) Self-expandable metal

stents for recurrent malignant obstruction after gastric surgery.

Hepatogastroenterology 56:914–917

29. Kim JH, Song HY, Shin JH et al (2007) Anastomotic recurrence

of gastric cancer after total gastrectomy with esophagojejunos-

tomy: palliation with covered expandable metallic stents. J Vasc

Interv Radiol 18:964–969

30. Jeong JY, Kim YJ, Han JK et al (2004) Palliation of anastomotic

obstructions in recurrent gastric carcinoma with the use of cov-

ered metallic stents: clinical results in 25 patients. Surgery 135:

171–177

1034 World J Surg (2011) 35:1030–1034

123


	Influence of a Positive Proximal Margin on Oral Intake in Patients with Palliative Gastrectomy for Far Advanced Gastric Cancer
	Abstract
	Background
	Methods
	Results
	Conclusions

	Introduction
	Materials and methods
	Results
	Discussion
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated v2 300% \050ECI\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 149
  /ColorImageMinResolutionPolicy /Warning
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 149
  /GrayImageMinResolutionPolicy /Warning
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 599
  /MonoImageMinResolutionPolicy /Warning
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
    /DEU <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.276 841.890]
>> setpagedevice


