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Abstract Patella infera described by Caton et al.The
measurement is made  in 1982 is an accompanying symp-
tom in certain knee aVections secondary to the abnormal
situation of the patella. The measurement is made on the
X-ray with sagittal view after measuring the patellar height,
using the original technique described by the author, when
the ratio between the articular surface of the patella and the
distance form the patellar tip to the tibial tubercle. Indica-
tions of surgery may be when this ration is inferior or
equals 0.6. The origin of the patella infera can be mechani-
cal or inXammatory. The operative technique addresses the
etiology. In current practice, the patellar height and the
patellar tendon length may be evaluated using a sagittal
section MRI. In the authors’ experience, when the Caton
ratio is lower or equals 0.6 and when the length of the patel-
lar tendon is over 25 mm, the indication of surgery includes
proximal transfer of the tibial tubercle. If the length of the
patellar tendon is less than 25 mm, it is often necessary to
perform a patellar tendon lengthening (PTL). This type of
surgery is contraindicated in the authors’ experience in
depressive or pusillanimous subjects. The two surgical
techniques are described. Both techniques use an anterior
and medial approach. The proximal transfer of the tibial
tubercle (PTT) includes medial and lateral retinaculum
release. The tibial tubercle is detached and transferred
upwards according to the pre-operative planning generally
1 or 2 cm and is Wxed with 2 screws. PTL includes a medial
and lateral retinaculum release often with the fat pad. The

patellar tendon is dissociated in the middle over its whole
length, and the medial pad is detached of the tibial tubercle
and the lateral of the patella. After lengthening, the edges of
the tendon are sutured, and this suturing reinforced. Alter-
native procedures may be used when PTT or PTL are not
possible, using transplantation with an allograft of the
extensor system or a plasty with hamstring muscles.

Keywords Knee · Patella infera · Patellar height · Patellar 
tendon lengthening · Painful knee · Tibial tubercle · Tibial 
osteotomy · Patellar instability

Introduction

Historical perspective and deWnition of terms

Patellar instability is basically described as a misposition-
ing of the patella during the knee Xexion. The patella is
poorly maintained within the trochlear groove of the femur
or may even dislocate externally.

French terminology describes the “permanent disloca-
tion” when the patella is outside the groove as well in Xex-
ion as in extension; the term “habitual dislocation” when
the patella is stable in extension and dislocates at any Xex-
ion over 2O–3O°; the term “recurrent dislocation” with
abnormal mobility when patella tends to dislocate at the
beginning of the Xexion but Wnds the balance and the troch-
lear groove over 2O°–3O°. The term “recurrent disloca-
tion” classically describes a “normal” knee that dislocates
the patella after minor or major trauma and occasional
onset. The term “recurrent subluxation” describes the situa-
tion when the patient complains of frequent episodes of
“weakness” or “instability” of the extensor mechanism of
the knee, without real documented dislocations. In the
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English literature, the term “instability” replaced the term
“subluxation”, both terms being unspeciWc, as reported by
David Dejour in the French “Medical Encyclopedia” in
1996 [1].

The anatomic situation of the patella in the sagittal plane
may be “centered” or with “normal height” or “not cen-
tered”. In this second case, the patella may be riding high or
low. The situation when the patella is riding high and the
patellar tendon is long is related as “Patella Alta”. The
word “Alta” comes from Latin. The opposite situation
when the patella is in the inferior position describes the
“Patella Infera” when the patellar tendon is short and the
patella is outside the anterior femoral groove. The Spanish
word “Baja” is sometimes improperly used for describing
this fact.

Mentioned for the Wrst time by Trillat in 1973, patella inf-
era was studied and described in the literature in an original
study by Caton et al. in 1982 [2]. Patella infera is usually an
accompanying feature in certain knee aVections and is rarely
idiopathic. In the vast majority of cases, patella infera is sec-
ondary to iatrogenic mechanical lowering of the patellar ten-
don. It can also occur as a consequence of a reXex
inXammatory sympathetic dystrophy syndrome [3–8].

Diagnosis of patella infera

Patella infera generates a distinctive pathology, dominated by
knee stiVness, mainly in the inXammatory form [1]. The
anterior part of the knee is painful, usually described as a
burning sensation or “tight knee”, worsened by the physical
eVort. Bernageau, Gouttalier and co-workers described in
two papers published in 1975 and in 1978 the relationship
between the trochlea and the tibial tubercle on axial views. In
average population, the length between the trochlear center
and the tibial tubercle varies between 10 and 15 mm [9, 10].

The diagnosis of patella infera is made on the X-ray
sagittal view by assessment of the patellar height. The mea-
surements for the patellar poison may be taken using
the Caton Index (c), the Blackbourne Peel Index (b) or the
Insall-Salvati index (a) as shown in Fig. 1. We use the
Caton index regularly for pre-operative planning and for
the follow-up, and we proposed it in the French and in the
international literature [2, 11, 12]. The calculation of any of
the three indexes takes as a premise the anatomic observa-
tion that is found in normal knees, and there is a constant
relationship between the length of patella (A) and length of
the patellar tendon (B), as well as the width of the patella.
The length of tendon (B) is measured on its posterior sur-
face from the lower pole to the insertion on top of tibial
tubercle; the length of patella by deWnition is greatest diag-
onal length measured. The ratio of LP to LT is 1:0, with
less than 20% variation; hence, length of patellar tendon is

approx. = to length of the patella; average ratio (LT/
LP) = 1.02 w/SD of 0.13. When LP to LT ratio is less than
1:0, we can speak about patella alta. Patella infera is the
opposite case when the ratio is lower than 85%.

Since 1977, we have been using our assessment index,
modiWed in 1982, known as the Caton-Deschamps or as the
Caton-Linclau Index, using a knee sagittal X-Ray view
taken between 10 and 90° of Xexion (Fig. 2). It may be use-
ful to note that Linclau published his study describing the
same technique for measurement of the patellar height in
1987 and it is referenced under both names in some papers
[12].

The patella is low when the index is inferior or equal to
0.6. On a strict 30° axial view, the patella has a characteris-
tic pattern, appearing “wedged” in the intercondylar notch
with a superposed trochlear groove and complete loss of
patellofemoral joint space.

Compared with the 30° “sunrise” view on the healthy
side, the aVected knee will show a “sunset” pattern (Fig. 3
and 3 bis).

ClassiWcation

The etiology of patella infera can be mechanical or inXam-
matory. The mechanical etiology is seen in associated
quadriceps muscle pathology (paralytic poliomyelitis, rup-
ture of the extensor mechanism), malformation.

Tibial tuberosity pathology following excessive distal
transfer of the anterior tibial tubercle is an iatrogenic situation,
well described in the literature [3–8]. This feature is worsened
when associated to a constitutional genu recurvatum.

Patella infera may occur also in inXammatory conditions
(associated or not with reXex sympathetic dystrophy).
Retraction of the medial and lateral retinaculum leads to the
secondary tendon retraction.

Fig. 1 Techniques for assessment of patellar tendon (a, b and c). The
Caton ratio (c) with an ideal index between AT/AP = 1. In cases of
patella infera, the AT/AP ratio is ·0.6
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Management rationale

The operative technique is diVerent according to the etiol-
ogy. In all cases, both the medial and the lateral retinacu-
lum and often the fat pad ligament need a complete release.
The mechanical patella infera, notably of tibial tuberosity
origin, is treated by detachment and proximal transfer of
the tibial tubercle or proximal patellar mobilization. The
inXammatory patella infera of quadricipital origin is man-
aged by patellar tendon lengthening when the patellar ten-
don is retracted. The patella infera of inXammatory etiology
requires a knee release and per-operative range of motion
assessment. Pre-operative planning should determine the
length of the patellar tendon, ideally on MRI. The patellar
height is assessed on a sagittal X-ray with the knee Xexed
between 10 and 90° for obtaining tension within the patellar
tendon. The patellar height is modiWed in order to obtain an
ideal index of 1.

Pre-operative planning

Pre-operative planning requires assessment of the patellar
vertical height and of the patellar tendon length. The
patellar vertical height is calculated as described in Fig. 2.
Grelsalmer delineated in 1992 diVerent methods for
assessment of the patellar height [13]. In our practice, we
currently use the Caton ratio. The measurement of the
patellar vertical height index according to this ratio is pos-
sible whatever the quality of the X-rays, knee size, degree
of radiological enlargement, position of the tibial tubercle
or eventual patellar modiWcations related to fractures,
ossiWcations of the inferior pole, i.e. the method consists
of plotting the distance between the inferior edge of the
patellar joint surface and the antero-superior angle of
the tibia (AT), and the joint length of the patella (AP).
The ratio AT/AP varies between 0.96 § 0.134 for men
and 0.99 § 0.129 for women, i.e. hardly diVerent from 1.
Age plays no inXuence. The normal patellar height (index
AT/AP) is between 0.6 and 1.2. A vertical patellar height
inferior or equal to 0.6 is known as patella infera (baja).
An index superior or equal to 1.2 is known as patella alta
(Fig. 4a). The precise assessment of the patellar tendon
length requires a sagittal MRI view. According to Shab-
shin, who measured 245 subjects between 6 and 85 years
of age, [14] the average length is 4.2 cm (2.8–6.3 cm) as
described in Fig. 4b.

Indications: contraindications

Surgery is useful for patella infera when the patellar height
index is inferior or equal to 0.6. Surgery when the index is

Fig. 2 The assessment of the Caton index

Fig. 3 and 3 bis Radiologic aspect of patella infera with the index AT/
AP = 0.7 and the “sunset” aspect on axial view
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over 0.6 (between 0.6 and 0.8) gives unsatisfactory results.
When the patellar tendon is retracted ·2.5 cm, it is often
necessary to perform a patellar tendon lengthening as pro-
posed by Dejour [1].

When the patellar tendon appears satisfactory longer
than 2.5 cm, the tibial tubercle is detached and raised,
according to the distance necessary to obtain a normal
patellar height. Techniques for lifting the tibial tubercle
anteriorly at the time of transposition, based on the work of
Maquet [15] in patients with patellofemoral osteoarthritis,
are not applicable to patellofemoral instability, according to
Dandy [16].

Contraindications are mainly depressive and pusillani-
mous subjects.

Technique

This paper describes the proximal transfer of the tibial
tubercle as originally illustrated in our paper from 1982 and
(Fig. 5 and 5 bis) antero-medial approach, dissection of the
patellar tendon, section of the peripatellar retinacular tissue,
arthrotomy allowing arthrolysis of the knee and veriWcation
of the intraarticular space (this may also be done by arthros-
copy). After section of the medial and retinacular tissue, the
tibial tubercle is detached with a hammered chisel and is

Fig. 4 a Measurement of the Caton index on MRI. b Measurement of
patellar tendon length on MRI

Fig. 5 and 5 bis Technique of proximal transfer of the tibial tubercle
(as described by Caton)
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transferred upwards according to the pre-operative plan-
ning, generally between 1 and 2 cm. It is Wxed with two
screws. The distal screw maintains the patellar height, and
the proximal screw allows correction of the lateral transpo-
sition of the patella depending on the TTGT measurement
and then secures it. The medial retinaculum is then closed,
and the lateral retinacular edge is left open. One should take
care that the patellar tendon is not folded when suturing the
medial retinacular edge. Drain is inserted before suture.
Post-operative immobilization is made using a splint, stiV-
ened twill or plaster cast at 45° Xexion. Walking without
weight bearing is recommended for 3 weeks. Rehabilitation
begins immediately after the surgical intervention under a
loco-regional anesthetic block. The aim of this reeducation
is to preserve knee mobility and good tension of the patellar
tendon.

Lengthening of the patellar tendon as described by
Dejour [11] is illustrated in Fig. 6 and 6 bis.

The approach is antero-medial, rising from the superior
part of the patella and descending to the medial edge of the
anterior tibial tubercle. As for the detachment of the ante-
rior tubercle, the approach entails a very large dissection to
the lateral and medial patellar tendon. It is often necessary
to release the inferior and posterior aspect of the tendon and
also to perform an arthrolysis by arthrotomy. Arthrotomy
allows to inspect the patellar cartilage and to cut the Wbrous
bridles of the suprapatellar pouch. Patellar tendon lengthen-
ing is then carried out by Z plasty, dividing it through the
middle over its whole length.

The lateral part remains anchored to the tibia distally and
released proximally at the Wbrous pre-patellar fascia level
with the bone on the lateral half of the patella (lateral). The
medial part remains anchored on the medial side of the
patella at the top, whereas it is detached from the anterior
tibial tubercle by means of a 2-cm tibial periosteal sleeve.
The patella should rise naturally; the two parts of the patel-
lar tendon sliding one beside the other. The correct height
of the patella is conWrmed by a per-operative sagittal knee
Xuoroscopy. The edges of the patellar tendon are then

sutured. The suture is reinforced either by absorbable PDS
band or by hamstring tendon (semi tendinosus) Wxed at the
top on the patella and at the bottom at the level of the tibial
tubercle.

The lateral retinaculum is left open, and the medial reti-
naculum is closed as the arthrotomy is performed. It is nec-
essary to check that the suture is Wrmly Wxed by carrying
out a 90° Xexion of the knee. The post-operative immobili-
zation of the knee is realized in a cast or a posterior plaster
splint at over 40° of Xexion.

Results

Results of proximal transfer of the tubercle are illustrated in
Fig. 7. Our experience includes a prospective study of 24
patients with this procedure, and none of them lost for
follow-up. The results were assessed at minimum 2-year
follow-up for pain, mobility, stability and resistance to
fatigue and scored as excellent, good, average and poor.
The patella infera syndrome with tubercle origin operated
with this procedure gave 83% excellent and good results.

Results of patellar tendon lengthening (Fig. 8).
Our experience with the patella infera syndrome of

quadricipital origin treated by lengthening of the patellar
tendon includes a prospective study of 35 patients operated,
and none lost for follow-up, with an average follow-up
longer than 2 years. The good and very good results
reached 74%. It is to be noted that the treatment of patellar
infera of quadricipital origin is diYcult, especially when it
is secondary to a reXex sympathetic dystrophic syndrome.

Complications

Mechanical complications include tibial tubercle avulsion
at mobilization, rupture of the lengthened patellar tendon,
insuYcient correction and recurrence. Reports for compli-
cations and problems come from diVerent authors. All of

Fig. 6 and 6 bis Technique of 
patellar tendon lengthening (as 
described by David Dejour)
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them outline the importance of the proper technical execu-
tion of the Wrm Wxation and of the careful evaluation, reha-
bilitation and follow-up. Last but not least, the patient
participation is essential as the muscular control and reha-
bilitation are important.

InXammatory complications include knee stiVness and
patella infera recurrence. We recommend immediate reha-
bilitation after surgery using a continuous passive motion
system for 30 days.

Possible concerns and future of the technique

In the case of a too short patellar tendon or one that is par-
tially destroyed, it may be possible to propose a total trans-
plantation with a tendinous allograft or a plasty of the

patellar tendon using hamstring muscles, allowing recovery
of a normal patella height.

ConXict of interest statement No funds were received in support of
this study.

References

1. Dejour H (1996) Instabilités de la rotule. In: Traité d’Appareil
locomoteur, vol 3. EMC (Encyclopedie Medico-Chirurgicale),
Paris, France, 14-328-A-10

2. Caton J, Deschamps G, Chambat P, Lerat JL, Dejour H (1982)
Patella infera. Apropos of 128 cases. Rev Chir Orthop Reparatrice
Appar Mot 68(5):317–325

3. Backstein D, Meisami B, Gross AE (2003) Patella baja after the
modiWed Coventry-Maquet high tibial osteotomy. J Knee Surg
16(4):203–208

4. Miura H, Kawamura H, Nagamine R, Urabe K, Iwamoto Y (1997)
Is patellar height really lower after high tibial osteotomy? Fukuoka
Igaku Zasshi 88(6):261–266

5. Ozkaya U, Kabukcuoglu Y, Parmaksizoglu AS, Yeniocak S,
Ozkazanli G (2008) Changes in patellar height and tibia inclina-
tion angle following open-wedge high tibial osteotomy. Acta
Orthop Traumatol Turc 42(4):265–271

6. Sakai N, Koshino T, Okamoto R (1993) Patella baja after displace-
ment of tibial tuberosity for patellofemoral disorders. Bull Hosp Jt
Dis 53(3):25–28

7. Scuderi GR, Windsor RE, Insall JN (1989) Observations on patel-
lar height after proximal tibial osteotomy. J Bone Joint Surg Am
71(2):245–248

8. Tigani D, Ferrari D, Trentani P, Barbanti-Brodano G, Trentani F
(2001) Patellar height after high tibial osteotomy. Int Orthop
24(6):331–334

9. Bernageau J, Goutallier D, Debeyre J, Ferrane J (1975) New
exploration technic of the patellofemoral joint. Relaxed axial
quadriceps and contracted quadriceps. Rev Chir Orthop Reparat-
rice Appar Mot 61(Suppl 2):286–290

10. Goutallier D, Bernageau J, Lecudonnec B (1978) The measurement
of the tibial tuberosity. Patella groove distanced technique and
results. Rev Chir Orthop Reparatrice Appar Mot 64(5):423–428

11. Dejour D, Levigne CH, Dejour H (1995) La rotule basse post
opératoire. Traitement par allongement du tendon rotulien. Rev
Chir Orthop Traumatol (Paris) 81:286–295

Fig. 7 and 7 bis Proximal transfer of tibial tubercle—results. Pre-
operative ratio = 0.6. Post-operative ratio = 1

Fig. 8 Patella infera treated by patellar tendon lengthening with pre-
operative and post-operative sagittal views
123



Eur J Orthop Surg Traumatol (2010) 20:365–371 371
12. Linclau L, Dokter G (1984) Iatrogenic patella “baja”. Acta Orthop
Belg 50(1):75–80

13. Grelsalmer R, Meadows S (1992) The modiWed Insall Salvati ratio for
assessment of patellar height. Clin Orthop Relat Res 282:170–176

14. Shabshin N, Schweitzer ME, Morrison WB, Parker L (2004) MRI
criteria for patella alta and baja. Skeletal Radiol 33(8):445–450

15. Maquet P (1976) Advancement of the tibial tuberosity. Clin
Orthop Relat Res 115:225–230

16. Dandy DJ (1996) Chronic patellofemoral instability. J Bone Joint
Surg Br 78(B-2):328–335
123


	The management of patella infera in current practice
	Abstract
	Introduction
	Historical perspective and definition of terms

	Diagnosis of patella infera
	Classification
	Management rationale
	Pre-operative planning
	Indications: contraindications
	Technique
	Results
	Complications
	Possible concerns and future of the technique
	Conflict of interest statement
	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


