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SUMMARY – Lateral inverted osteochondral fracture of the talus (LIFT) is a rare variant of 
stage IV osteochondral lesion of the talus (OLT), where the fragment is inverted in situ by 180°. Th e 
management of LIFT lesion is very challenging and early recognition crucial, given that treatment 
options depend on the articular cartilage condition and suffi  ciency of the adjacent bone of the  displaced 
fragment. We describe two LIFT cases referred from other institutions after unsuccessful conservative 
treatment of OLT. Th ey presented with pain, swelling and tenderness over the anterolateral aspect of 
the right ankle. We recognized the LIFT lesion on the magnetic resonance imaging scans in patient 
2, while in patient 1 the orientation of the fragment was recognized upon direct visualization during 
operative treatment. Both patients underwent arthroscopic procedure. Due to articular cartilage 
 damage and insuffi  ciency of the adjacent bone of the fragment, both patients were treated with 
 excision followed by microfracture. Treatment of the LIFT lesion should start arthroscopically to 
 allow clear evaluation of the osteochondral fragment, assessment of the talar defect and identifi cation, 
as well as treatment of associated disorders. If the articular cartilage appears intact with suffi  cient 
subchondral bone, fi xation of the fragment is optimal management, otherwise excision and microfrac-
ture can be the treatment of choice.
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Introduction

Osteochondral lesion of the talus (OLT) can occur 
in 6.5% of patients sustaining ankle sprain1,2. Accord-
ing to the Berndt and Harty radiological classifi cation, 
OLT can appear in the forms of subchondral compres-
sion (stage I) to displaced osteochondral fragment 
(stage IV)3. In rare cases, stage IV OLT of the lateral 
side of the talar dome is inverted in situ by 180°. Th is is 
called lateral inverted osteochondral fracture of the ta-

lus (LIFT)4. Early recognition of LIFT lesion is cru-
cial, given that treatment options depend on the ar-
ticular cartilage condition and suffi  ciency of the adja-
cent bone of the fragment4. To date, there have been 9 
single case reports and one case series of LIFT lesions 
described in the literature3.

Our goal with these case reports is to emphasize 
the importance of recognizing the orientation of an 
osteochondral fragment after assessing anterolateral 
localization of OLT, in order to select optimal treat-
ment modality and achieve good clinical outcome.

Case Reports

Here we present two cases, a 15-year-old boy (pa-
tient 1) and 13-year-old girl (patient 2), referred from 
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other institutions after unsuccessful conservative treat-
ment of OLT. Th ey sustained an inversion injury of the 
right ankle during football training and skateboarding, 
respectively. Patient 1 had one-month and patient 2 
fi ve-month history of persistent pain in the lateral as-
pect of the right ankle. Physical examination of both 
patients revealed swelling and tenderness over the an-
terolateral aspect of the right ankle with limited range 
of motion (ROM). Anterior drawer test was also posi-
tive. Plain radiographs at the examination, as well as 
the magnetic resonance imaging (MRI) scans from the 
referring physicians showed displaced lateral osteo-

chondral fragment (Figs. 1 and 2). On the MRI scans 
of patient 2, we noticed that the fragment was actually 
inverted in situ by 180°, thereby showing the LIFT le-
sion (Fig. 2).

Parental permission was obtained for publication 
of data concerning these cases.

Surgical technique

In both patients, operation was performed by the 
senior author (I. B.) using the same protocol. Th e pa-
tients were under spinal anesthesia, placed supine, and 
a thigh tourniquet was applied to the aff ected limb 

Fig. 1. Preoperative plain radiograph and magnetic resonance imaging scans of the right ankle in patient 1: 
(A) plain radiograph in the anteroposterior view shows displaced osteochondral fragment in the anterolateral 
part of the right talus; (B) coronal spin echo T1 image shows lateral inverted osteochondral fracture of the 
talus (LIFT) on the anterolateral part of the right talus. Th ere is inversion of the subchondral-bone plate 
crescent, reversal of the subchondral-cancellous bone layers and the presence of a radiolucent gap beneath the 
fragment; (C) axial fat saturated proton-density turbo spin echo weighted image shows osteochondral lesion 
of the anterolateral part of the right talus surrounded with bone marrow edema.

Fig. 2. Preoperative plain radiograph and magnetic resonance imaging scans of the right ankle in patient 2: 
(A) plain radiograph in the anteroposterior view shows displaced osteochondral fragment in the anterolateral 
part of the talar dome; (B) coronal and (C) sagittal fat saturated proton-density weighted images show lateral 
inverted osteochondral fracture of the talus (LIFT) on the anterolateral part of the right talus. Th ere is evident 
inversion of the subchondral-bone plate crescent, reversal of the subchondral-cancellous bone layers and the 
presence of a radiolucent gap beneath the fragment; (D) axial fat saturated proton-density weighted image 
shows osteochondral lesion of the anterolateral part of the right talus surrounded with bone marrow edema.
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throughout the operation. Standard anteromedial and 
anterolateral portals were used for arthroscopic ac-
cess5,6. No distraction device was used during the op-
erative procedure. In both patients, OLT was situated 
on the anterolateral site of the talar dome. Closer ex-
amination revealed subchondral bone on the top of the 
fragment with the articular cartilage facing the defect, 
suggesting inversion of the fragment in situ by 180° 
(Fig. 3). Th e articular cartilage was signifi cantly dam-
aged in both patients, as a result of the non-anatomic 
orientation. In addition, there was insuffi  cient amount 
of the adjacent bone, so the fragment was completely 
excised. Excision was followed by curettage of the de-
fect surface to remove debris and devitalized tissue. 
Care was taken to preserve and create a circumferen-
tial, perpendicular rim of healthy cartilage. Th e sub-
chondral base of the defect was then picked by a mi-
crofracture awl to a depth of 4 mm, starting at the pe-
riphery to improve edge integration. Care was taken to 
place the holes 3 to 4 mm apart to avoid becoming 
confl uent and destabilizing the microfracture area.

Rehabilitation

Th e patients started with active and passive ROM 
exercises from the fi rst postoperative day7. A posterior 
night splint for the ankle in the neutral position was 
used for 3 weeks after surgery. During the fi rst 6 weeks, 
both patients were kept on crutch-assisted touch-
down weight-bearing (no more than 10 kg). In the 
next 4 weeks, the patients still used crutches and grad-
ually increased the weight-bearing by 1/3 of their body 

weight in the fi rst 2 weeks of this period and by 2/3 in 
the second 2 weeks. Th is was followed by full weight-
bearing with gradual removal of crutches over a period 
of 2 weeks.

Clinical outcomes

At the fi nal follow up visit, 2 years postoperatively 
in patient 1 and 1 year postoperatively in patient 2, 
neither patient complained of foot and ankle pain or 
swelling, nor reported giving way or instability with 
the operated foot. Both patients had normal ROM of 
the operated foot, with no side-to-side diff erence 
compared to the non-operated foot. Both patients 
continued to participate in sports activities at the de-
sired activity level. Postoperative plain radiographs of 
patient 1 are shown in Figure 4.

Fig. 3. Arthroscopic views of the right ankle joint in patient 2: (A) inverted osteochondral fracture of the 
talus (LIFT lesion) in the anterolateral part of the right talus; (B) inverted osteochondral fragment being 
elevated by a small probe; (C) the remaining crater after excision of the osteochondral fragment and curettage 
of the talar defect.

Fig. 4. Postoperative plain radiographs of the right ankle 
in patient 1: plain radiographs of the right ankle in the 
anteroposterior (A) and lateral (B) views showing 
congruency of articular surface of the talar dome after 
arthroscopic microfracture.
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Discussion

Lateral inverted osteochondral fracture of the talus 
represents an acute OLT of the lateral talar dome that 
is the result of an inversion injury in which the forces 
are strong enough, so that the ‘fl ip of the coin’ phe-
nomenon occurs, causing the fragment to rotate in situ 
by 180°. Such a completely inverted fragment cannot 
heal by itself and remaining in the non-anatomical po-
sition it will undoubtedly lead to damage to the articu-
lar cartilage and adjacent bone. Th erefore, clinicians 
should be aware that the most important thing when 
dealing with LIFT lesion is early recognition of this 
condition. Studies report that LIFT lesion usually oc-
curs during sports activities, putting especially younger 
patients under a major risk1,4,8. Th e main symptoms are 
nonspecifi c, mainly a combination of pain, swelling 
and tenderness over the lateral part of the ankle.

Th e LIFT lesions should be visible on plain radio-
graph as a displaced osteochondral fragment or stage 
IV OLT according to the Berndt and Harty radiologi-
cal classifi cation3. However, recognizing LIFT is not 
simple because the orientation of the fragment is rare-
ly obvious. In some LIFT lesions, osteochondral frag-
ment may seem as non-displaced, while it is actually 
displaced, inverted and impacted into the defect9,10. By 
using radiographs alone, the diagnosis of OLT can be 
missed in up to 43% of patients11. Th erefore, in the case 
of lateral OLT seen after acute trauma, MRI or com-
puted tomography (CT) scans should always be per-
formed. Signs suggestive of fragment inversion are 
inversion of the subchondral-bone plate crescent, re-
versal of the subchondral-cancellous bone layers, and 
the presence of a radiolucent gap beneath the frag-
ment1,10. On MRI scans, there will be a marked degree 
of edema within the talus surrounding the osteochon-
dral fragment8. However, this can be seen in other 
OLT lesions as well. Namely, in the case report by 
Wade and Bustillo, MRI scans showed edema beneath 
the fragment, but the fragment appeared non-dis-
placed8. On the operation, they found the fragment 
actually to be rotated in situ by 180°, which made them 
change the preoperatively planned procedure of frag-
ment fi xation into arthroscopic excision and drilling8. 
In the case of our patient 1, inversion of the fragment 
was not noticed preoperatively on MRI scans either.

Once the LIFT is diagnosed, decision on which 
technique to use for the treatment depends mostly on 

the condition of the inverted osteochondral fragment. 
Although this assessment is usually possible preopera-
tively by using MRI or CT scans, defi nitive decision 
will be made under direct visualization during the op-
erative procedure. Starting the treatment arthroscopi-
cally allows clear evaluation of the osteochondral frag-
ment, assessment of the talar defect and identifi cation, 
as well as treatment of associated disorders4. If ar-
throscopic examination of the ankle reveals damaged 
articular cartilage or insuffi  cient subchondral bone of 
the osteochondral fragment, excision followed by mi-
crofracture has proven to be a good surgical choice8,12. 
On the other hand, if viability of the articular cartilage 
and suffi  ciency of the adjacent subchondral bone is 
maintained, fi xation of the fragment is the treatment 
of choice. Diff erent fi xation techniques have been de-
scribed, but bioabsorbable pins are most frequently 
used (Table 1)1,4,11,13,14. Th ese implants provide the 
same support as metal fi xation for protection against 
shear and rotational forces14. Th ey are not demanding 
for use, can be adopted for a variety of lesions, and re-
moval is not required. A potential complication is a 
foreign body reaction, which, however, can be reduced 
with the use of poly-p-dioxanon compared to polygly-
colide products15. Kristensen et al. reported in 1990 a 
case of a 42-year-old active woman with LIFT lesion, 
treated arthroscopically by use of bioabsorbable pins. 
Fifteen months after the operation, she had no pain, 
had normal ROM, and CT scans showed the frag-
ment to have healed in place16. Other studies where 
bioabsorbable pins were used for LIFT lesion also re-
vealed good to excellent clinical results after early- to 
mid-term follow-up1,4,11,13,14. However, besides the case 
report by Kristensen et al.16, where fi xation was per-
formed arthroscopically, in all other LIFT studies fi xa-
tion was always done by using arthrotomy, or by 
switching arthroscopic procedure to an open ap-
proach1,4,11,13,14. Unlike the satisfying clinical results 
obtained with fi xation, it seems that at the same time 
radiological fi ndings are not as good. In a recent and 
most comprehensive study on LIFT lesion published 
by Dunlap et al., radiographs revealed some evidence 
of osteoarthritis in all patients after the mean follow 
up of 9.3 years4. In the same study, MRI scans also 
indicated limitations in the ability to completely repair 
the lesion with fi xation technique, while showing 
moderate surface and subchondral plate irregularities 
with some residual cystic formation in most patients4.
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Seeing that LIFT is a consequence of an acute in-
version injury of the ankle, a variable degree of the an-
terior talofi bular ligament (ATFL) damage is usually 
present3. If ankle instability is recorded, there is the 
possibility to combine fi xation techniques of the os-
teochondral fragment with ligament repair, thereby 
avoiding two separate procedures. In the reported 
LIFT studies where ATFL was torn, repairing of the 
ligament was done in an open manner1,4,11,13. However, 
advancements in ankle arthroscopy have enabled re-
pairing of ligaments by arthroscopic approach17-19. 
Th us, it is reasonable to expect that in the case of LIFT 
lesion associated with ankle instability, defi nitive treat-

ment could be performed during the single arthroscop-
ic procedure.

Th e management of the LIFT lesion is very chal-
lenging due to its rarity, nonspecifi c radiographic fea-
tures, and time-dependent treatment possibilities. 
LIFT can be successfully managed only if recognized 
acutely. Care must be taken to carefully inspect the 
condition of the articular cartilage and the adjacent 
subchondral bone of the displaced fragment. If the ar-
ticular cartilage appears intact with suffi  cient sub-
chondral bone, fi xation of the fragment is optimal 
management, otherwise excision and microfracture 
can be the treatment of choice.

Table 1. Summary of literature reports on patients undergoing surgical treatment due to LIFT lesion

Authors, year
No. 
of LIFT 
cases

Preoperative 
diagnostics

LIFT lesion 
recognized 
preoperatively

Ankle 
instability

Time span 
from injury 
to operation

Operation technique

Berndt and 
Harty, 1959

1 Plain 
radiographs

Yes Yes 2 days Arthrotomy: 
simple impaction

Canale and 
Bending, 1980

1 Plain 
radiographs

No Unknown Unknown Arthrotomy: 
unknown technique

Kenny, 1981 1 Plain 
radiographs

Yes No Several days Arthrotomy: 
excision and curettage

Kristensen et al., 
1990

1 Plain 
radiographs

Yes Yes 2 days Arthroscopy: fi xation 
(bioabsorbable pins)

Verzin and 
Henderson, 
2004

1 Plain 
radiographs, 
CT, MRI

Yes Yes 1 day Arthrotomy: 
simple impaction, 
ligament repair

Zelent and 
Neese, 2006

1 Plain 
radiographs, 
MRI

No Yes 1 day Arthrotomy: fi xation 
(bioabsorbable pins), 
ligament repair

Chandran et al., 
2007

1 Plain 
radiographs, 
CT

No Unknown 1 day Arthrotomy: fi xation 
(bioabsorbable pins)

Wade and 
Bustillo, 2010

1 Plain 
radiographs, 
MRI

No No 84 days Arthroscopy: excision 
and microfracture

Schepers et al., 
2011

1 Plain 
radiographs, 
CT

Yes Yes 9 days Arthrotomy: fi xation 
(bioabsorbable pins), 
ligament repair

Dunlap et al., 
2013

10 Plain 
radiographs, 
CT, MRI

Yes Yes Mean 15.4 
(range 3-65) 
days

Arthroscopy (2): excision 
and microfracture 
arthrotomy (8): fi xation 
(bioabsorbable pins), 
ligament repair (10)

LIFT = lateral inverted osteochondral fracture of the talus; CT = computed tomography; MRI = magnetic resonance imaging
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Sažetak

OKRENUTI KOŠTANOHRSKAVIČNI FRAGMENT NA LATERALNOJ PLOHI TALUSA: 
PRIKAZI SLUČAJEVA I PREGLED LITERATURE

A. Jurina, V. D elimar, D. Dimnjaković i I. Bojanić

Okrenuti koštanohrskavični fragment na lateralnoj plohi talusa (engl. lateral inverted osteochondral fracture of the talus, LIFT) je 
rijedak oblik IV. stupnja koštanohrskavičnog oštećenja talusa (engl. osteochondral lesion of the talus, OLT), pri čemu je koštanohrska-
vični fragment okrenut u ležištu za 180°. Rano prepoznavanje LIFT-a je od presudne važnosti, jer liječenje ovisi o očuvanosti 
zglobne hrskavice i pripadajuće kosti okrenutog koštanohrskavičnog fragmenta. U našem radu prikazu jemo dva slučaja LIFT-a 
koji su upućeni iz drugih ustanova nakon neuspješnog liječenja OLT-a konzervativnim metodama. Kod oba bolesnika simptomi 
su bili bol, oteklina i osjetljivost anterolateralnog dijela desnog gležnja. Oštećenje LIFT je kod drugog bolesnika prepoznato tek na 
snimkama magnetne rezonance u našoj ustanovi, dok je kod prvog bolesnika orijenta cija fragmenta prepoznata tek za vrijeme 
operativnog zahvata. Oba bolesnika podrvgnuta su artroskopskom zahvatu. Budući da su kod oba bolesnika zglobna hrskavica i 
pripadajuća kost koštanohrskavičnog fragmenta bile znatno oštećene, odlučili smo se za njihovo odstranjenje. Potom smo očistili 
nastali defekt na talusu i načinili mikrofrakture. Danas se savjetuje operativno liječenje LIFT-a započeti artroskopski, jer se na taj 
način omogućava točna procjena očuvanosti koštanohrskavičnog  fragmenta te se mogu liječiti pridružena unutarzglobna oštećenja. 
Ako je zglobna hrskavica fragmenta očuvana i ima dovoljno pripadajuće kosti, metoda izbora je fi ksacija koštanohrskavičnog 
 fragmenta, dok je u suprotnom moguće odstraniti koštanohrskavični fragment i načiniti mikrofrakture.

Ključne riječi: talus – ozljede; hrskavica, zglobna; hrskavica, bolesti; konzervativno liječenje; magnetska rezonancija, snimanje; 
artroskopija; prikazi slučaja



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /sRGB
  /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 false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 200
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.00000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /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 200
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.00000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /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 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.66667
  /EncodeMonoImages true
  /MonoImageFilter /FlateEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

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

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


