
CUAJ • June 2009 • Volume 3, Issue 3(3Suppl1)
© 2009 Canadian Urological Association

S58

VID-01
Transurethral laser enucleation of the prostate — 2-year experience
Chung D, Lee R, Te A
Weill Cornell Medical College, New York, NY, USA
Introduction and Objective: The transurethral PVP has been proven to be
a safe and effective procedure for treating BPH. In this video we describe
a new PVP technique, the transurethral laser enucleation of the prostate
(TLEP). Our objective was to demonstrate the technique, essentially a
hybrid between holmium laser enucleation of the prostate (HoLEP) and
TURP, and assess long-term safety and efficacy of the procedure in patients
with 2 years of follow-up.
Materials and Methods: A 532-nm laser PVP using the TLEP method
was performed on 276 evaluable patients between May 2006 and July
2008. Preoperative data were collected including International Prostate
Symptom Score (IPSS), maximum flow (Qmax), postvoid residual (PVR),
PSA, and prostate volume. All patients also underwent urodynamic test-
ing prior to the procedure. Follow-up visits were scheduled at 1, 3, 6,
12 and 24 months. At each visit, patients provided a uroflow, PVR, and
IPSS. Prostate-specific antigen was measured at 12 and 24 months.
Results: Mean patient age was 70.33 (range 38–92) years. At baseline mean
IPSS was 17.93 (1–35), mean PSA was 4.48 (0.01–43.5) ng/dL. Mean Qmax
was 8.8 (0.9–25) mL/s. And mean PVR was 136.01 (0–838) mL. Mean ASA
score was 2.21 (range 1 6). Preoperative mean prostate volume was 90.97
(18.3–288) g. Mean laser time was 62.75 (2–302) minutes. The complica-
tion rate for the procedure was very low. Following the procedure 5 patients
went into retention, 1 developed urosepsis and 1 patient had bleeding that
necessitated a second-look procedure. Not a single patient required blood
transfusion. After 2 years, mean improvement in IPSS was 64.25% and
in mean Qmax was by 74.46%.
Conclusion: The new TLEP technique of laser PVP is a safe and effective
procedure for BPH treatment with durable outcomes.

VID-02
The anterior approach to right retroperitoneoscopic adrenalectomy
in children
Eassa W, Capolicchio J
Division of Urology, Montréal Children’s Hospital, McGill University
Health Centre, Montréal, QC
Introduction and Objective: Very limited data exists about minimally inva-
sive techniques for adrenalectomy in children. Retroperitoneal adrenalec-
tomy (RPA) has the potential advantage of avoiding intra-abdominal organ
retraction but, concerns have been expressed with the lateral RPA on
the right side. Zhang and colleagues (J Urol April 2007) have described
a novel anterior RPA approach which appears to overcome the limitations
of the lateral approach. Herein, we describe the second reported 
experience with the anterior approach to right RPA in a child.
Materials and Methods: An 8-year-old child presented with an inciden-
tally discovered 6-cm right suprarenal mass and elevated serum aldosterone.
The patient was placed in the lateral decubitus position with lumbar hyper-
extension. A 5-mm, 3-port approach was used. The retroperitoneal space
outside Gerota fascia is developed under direct vision, from the com-
mon iliacs up to the diaphragm. The first fascial plane of dissection is devel-
oped anterior to the upper pole of the kidney thus revealing the anterior
surface of the adrenal. The second plane of exposure is the inferior sur-
face of the adrenal followed by medial exposure of the vena cava and adre-
nal vein. After division of the adrenal vein the remaining superior attach-
ments which were suspending the gland are divided. Since the adrenal is
suspended by its superior attachments throughout, no manipulation of
the gland is required. The gland is placed in an entrapment sac and the

posterior port extended to permit intact retrieval of the specimen.
Results: Pathology revealed a 7-cm ganglioneuroma. Operative time with
this large mass and first experience with this technique was 5 hours. No
intraoperative or postoperative complications were noted, with minimal
blood loss and hospital stay of 36 hours.
Conclusion: The anterior approach to right RPA is feasible even in chil-
dren with a smaller retroperitoneal space and a large adrenal mass. It seems
to provide superior exposure of the adrenal gland and vein compared to
the lateral RP approach, as suggested by Zhang and colleagues in their
experience with 800 cases.

VID-03
Bilateral laparoscopic ureterolysis: contemporary technique for
idiopathic retroperitoneal fibrosis
Watterson J, Hickling D, Roberts M, Payne R, Blew B
University of Ottawa, Ottawa, ON
Introduction and Objective: Ureteral obstruction secondary to benign dis-
ease occurs infrequently. The most common cause of benign extrinsic
ureteral compression is idiopathic retroperitoneal fibrosis (Ormond dis-
ease). Traditionally, open ureterolysis with or without intraperitoneal-
ization of the ureters and omental wrapping was the preferred surgical
management option. Laparoscopic ureterolysis has emerged as an attrac-
tive treatment alternative for select patients with retroperitoneal fibrosis
and subsequent ureteral obstruction. In this video, our contemporary 
technique of laparoscopic ureterolysis is reviewed.
Materials and Methods: A 53-year-old female presented with bilateral
hydroureteronephrosis and renal insufficiency secondary to idiopathic
retroperitoneal fibrosis. The surgical technique of bilateral laparoscopic
ureterolysis with intraperitonealization of ureters is presented.
Results: Several centers have reported on their experience with laparoscop-
ic ureterolysis for idiopathic retroperitoneal fibrosis. Success rates are simi-
lar to open ureterolysis (92%–100%) although long-term follow-up is lacking.
Conclusion: Laparoscopic ureterolysis is technically feasible and offers
a minimally invasive alternative for selected patients. This procedure
can offer shorter convalescence and reduced patient morbidity with 
equivalent efficacy when compared to open surgery.

VID-04
Laparoscopic transmesocolic pyelolithotomy
Volpe A, Tarabuzzi R, Zaramella S, Varvello F, Marchioro G, Maso G,
Ranzoni S, Zacchero M, Terrone C
Division of Urology, Maggiore Della Carità Hospital, University of Eastern
Piedmont, Novara, Italy
Introduction and Objective: We describe the case of a 53-year-old man
presenting with a 2.5-cm stone in the left renal pelvis and a 1-cm stone
in the inferior calyx. The patient required the treatment of the stones in
a single procedure.
Materials and Methods: After induction of the pneumoperitoneum with
a Veress needle one 12-mm optical trocar and three other 5-mm trocars
were inserted. In this case the descending colon was very adherent to
the abdominal wall. Therefore a transmesocolic access to the left renal
pelvis was preferred. The renal pelvis was isolated from the surrounding
fat tissue taking attention to spare the colonic vessels. The renal pelvis
was opened and the large stone removed. A flexible cystoscope was insert-
ed into the renal pelvis through a 12-mm trocar to explore the renal calyces.
The 1-cm stone in the inferior calyx was then removed with a basket.
The stones were finally removed in an endobag. A double J ureteral stent
was placed before closing the renal pelvis in an interrupted fashion.
Results: A retrograde cystography on postoperative day 5 showed left 
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vesicoureteral reflux without leakage of contrast medium. The patient was
discharged stone-free on postoperative day 5 and the ureteral stent was
removed 20 days after the procedure.
Conclusion: Laparoscopic pyelolithotomy is a procedure to be considered
in case of complex or multiple large renal stones. This technique is min-
imally invasive and allows a complete treatment of the stones in a 
single procedure.

VID-05
Seeing the light: endoscopic-assisted laparoscopic radical 
prostatectomy — a novel technique to aid in bladder neck and
apical dissection?
Preston M, Wiesenthal J, Abuhjar A, Hickling D, Watterson J, Blew B
Division of Urology, University of Ottawa, Ottawa Hospital, Ottawa, ON
Introduction and Objective: Bladder neck and apical dissection planes
can be difficult to identify, with competing goals of achieving negative
surgical margins while maintaining neurovascular bundles and continence
mechanisms. We theorized that endoscopic visualization of the verumon-
tanum, urethral sphincter and the bladder neck during laparoscopic or
robotic radical prostatectomy may facilitate identification of ideal tissue
dissection planes to optimize oncologic and functional outcomes. This
video is intended to demonstrate feasibility of this concept.
Materials and Methods: Laparoscopic radical prostatectomy was performed
using an antegrade, intraperitoneal technique. Using concomitant laparo-
scopic and cystoscopic visualization and video recording capabilities with
separate video towers, we performed bladder neck and urethral dissec-
tion after intermittently positioning the cystoscope at the bladder neck and
just distal to the verumontanum. During dissection, the laparoscopic light
source was dimmed such that the cystoscopic light was well visualized
and used to help demarcate dissection margins.
Results: With the laparoscopic light adequately dimmed, identification
of the prostatovesical junction was aided by movement of the cysto-
scope across the bladder neck, resulting in transillumination of the blad-
der but not the prostate. Similarly the location of the urethral sphincter,
verumontanum and prostatic apex relative to the apical dissection was
aided by cystoscopic visualization and transillumination of the mem-
branous urethra. This has the potential to aid in difficult cases such as those
with prior urethral procedures (TURPs), poor visualization, median lobes
or aberrant apical anatomy. This procedure did require an assistant to
manoeuvre the cystoscope into the appropriate position during the 
bladder neck and urethral dissection.
Conclusion: This video demonstrates a novel approach to aid dissection
of the bladder neck and apex during laparoscopic radical prostatecto-
my, which may aid in improving surgical margin rates and postopera-
tive continence. Further studies evaluating these outcomes in a properly
designed trial are warranted.

VID-06
Accelerated continence recovery after robotic prostatectomy:
lessons learned from 3 techniques in 1294 patients
Jhaveri J1, Tan G1, Yadav R,1 Bartsch G2, Menon M3, Te A1, Vaughan Jr E1,
Tewari A1, Rao S1

1Weill Medical College of Cornell University, New York Presbyterian
Hospital, New York, NY, USA; 2University of Innsbruck, Innsbruck, Austria;
3Vattikuti Institute, Henry Ford Hospital, Detroit, MI, USA
Introduction and Objective: The cumulative lessons learnt from our cohort
of patients undergoing robotic-assisted radical prostatectomy have led
us to develop a paradigm based on anatomical restoration of the blad-
der neck and key periprostatic support structures for delivering acceler-
ated return of continence. We present a video demonstrating these key
principles.
Materials and Methods: Between Jan. 1, 2005, and July, 30, 2008, 1294
consecutive patients underwent da Vinci robotic-assisted radical prosta-
tectomy (RARP) by a single experienced high-volume surgeon. Of these,
214 underwent conventional vesicourethral anastomosis (CA); 303 men
underwent anterior reconstruction (AR) only; and 777 men underwent
total anatomical restoration (TR). Outcomes data were collected in an 

IRB-approved protocol using standardized health-related quality-of-life
measures, including the EPIC, IIEF, and then reverified by third-party tele-
phone interview with a standardized questionnaire. Patients were followed
up at 1-, 6-, 12-, 24- and 52-week intervals. We defined continence as
patients requiring no pads or one small liner for occasional dribble.
Results: Continence rates at 1, 6, 12, and 26 weeks following robotic assist-
ed radical prostatectomy were 15.2% v. 29.9% v. 30.8%, 40.8% v. 64.9%
v. 70.0%, 58.2% v. 84.7% v. 91.8%, and 72.30% v. 95.2% v. 99.1% in
the CA, AR and TR groups respectively (p < 0.001). The total reconstruc-
tion cohort demonstrated significantly improved continence outcomes
in all time periods compared to the control and anterior reconstruction
cohorts (p < 0.01).
Conclusion: Our anatomical restoration technique aimed at providing cir-
cumferential dynamic suspensory support for the urethral sphincter com-
plex, attenuating pelvic prolapse of the bladder and relieving tension off
the healing anastomosis for improved healing, delivers significantly accel-
erated return of continence, with no added morbidity nor prolongation
of operative time.

VID-07
AdVance male sling TO: transobturatoric tape to treat mild and
moderate urinary stress incontinence in male patients
Sievert K1, Amend B1, Rehder P2, Gakis G1, Stenzl A1

1University of Tuebingen, Department of Urology, Tuebingen, Germany;
2University of Innsbruck, Department of Neurourology, Innsbruck, Austria
Introduction and Objective: The implementation of the AdVance Male
Sling TO System as the treatment of stress urinary incontinence (SUI) after
radical prostatectomy (RP) extends the therapeutic options for mild and
moderate SUI. The presented video illustrates the technique of implan-
tation step-by-step with unique computer animations.
Materials and Methods: To date, 24 patients with SUI after RP (19 patients)
or TUR-P (5 patients) received the AdVance Male Sling. The transobtu-
ratoric sling is placed in after a perineal incision is performed and the bul-
bar urethra is exposed to the pelvic floor. Cystoscopy demonstrates the
necessary mobility of the membranous urethra and sphincter integrity
by an iris-like closure. The sling is introduced transobturatorically though
the use of guidance helices and fixed directly to the corpus spongiosum
at the circumference of the bulbar urethra. The tightening of the sling results
in an elevation of the pelvic floor including the repositioning of the
external sphincter, which allows the reaimed circular closure without
obstruction. The excessive sling ends were tunneled into the subcutaneous
tissue. All steps are visually articulated with the anatomical related ani-
mations and make the surgical approach of the AdVance Male Sling self-
explanatory.
Results: Investigations of the overall outcome demonstrate continence
rates (0–1 pad/d) of 50% and a significant reduction in pads (> 70%) for
a further 20% of the patients. Also, patients with SUI after TUR-P showed
significant reduction of pad usage. Complications included prolonged
wound healing in 25% and hematoma in 10% of the patients without
the need of surgical revision.
Conclusion: The video of the AdVance Male Sling TO System with intra-
operative and computerized animations will assist the urologist to be
better trained using a standardized method to treat mild and moderate SUI
which primarily occurs after RP. Also patients with SUI after TUR-P demon-
strated benefit after implantation. The sling completes our therapeutic
options in addition to the artificial sphincter for the treatment of mild
and moderate SUI.

VID-08
Vascular anastomosis in renal transplantation
Wiesenthal J, Mahoney J, Watterson J, Blew B
Division of Urology, Ottawa Hospital, Ottawa, ON
Introduction and Objective: Prepare an educational video of contem-
porary technique of vascular anastomosis in renal transplantation and
describe methods of minimizing warm ischemia times.
Materials and Methods: An overhead boom camera was used to obtain
digital video of the vascular anastomosis of a living related renal allograft.
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Footage was edited with iMovie software. The video was then uploaded
to the resident, password protected website for resident preoperative review
of surgeon specific technique. Detailed sequential steps used to minimize
warm ischemia are described including, venotomy, placement of 5-0 non-
absorbable monofilament sutures in vein with kidney still on ice, arteri-
otomy, venous anastomosis, arterial anastomosis, release of clamps and
administration of vasoactive medications.
Results: High quality video of open surgery can be obtained with the
aid of a boom camera. Easily accessible, narrated and edited video can
be used to review critical operative steps prior to performing operations
by trainees in an educational setting.
Conclusion: Warm ischemic times can be minimized with specific intra-
operative steps used to efficiently complete the vascular anastomoses.
Web-based, surgeon specific instructional video is a valuable resource for
surgical trainees prior to participating in these time sensitive surgical cases.

VID-09
Laparoscopic orchidopexy preserving the cremasteric vessels and
using the inguinal canal as a pathway for testicular descent
Braga L1,2, DeMaria J1,2

1Department of Surgery, McMaster University, Hamilton, ON; 2Pediatric
Urology, McMaster Children’s Hospital, Hamilton, ON
Introduction and Objective: Laparoscopic staged Fowler-Stephens orchi-
dopexy (LFSO) has been used in cases where testicular vessel length is a lim-
iting factor for testicular descent. Although this technique has been widely
adopted, its reported atrophy rates can be as high as 25%. In order to improve
testis survival rate, a video of a modification of the standard second-stage
LFSO technique, in which the cremasteric vessels are preserved and the testis

is brought down the inguinal canal via the internal ring is presented.
Materials and Methods: The second stage was undertaken 6 months after
the first, in order to allow the collateral blood supply to develop. Initial
access for second-stage LFSO was obtained by an umbilical Hasson tech-
nique. Mobilization of the testis was initiated after identifying the previ-
ous area of testicular vessel ligation and starting dissection laterally and
proceeding to the internal ring. Further dissection extended medially along
the superior margin of the internal ring. The vas was identified and dis-
section continued medially towards the bladder. A wide strip of peritoneum
between the vas and testis was thus preserved. The distal gubernacular
attachments (cremasteric vessels) were not divided. When closed, the inter-
nal inguinal ring was opened and stretched with a 5-mm trocar to allow
passage of the testis through its normal route into the ipsilateral scrotum.
A subdartos pouch was created in the scrotum to lodge the descended testis.
Results: Second-stage LFSO was undertaken in 16 patients, 2 with bilat-
eral and 14 with unilateral cryptorchidism, giving a total of 18 intra-
abdominal testes. Mean age at the second stage was 34 (16–60) months.
The testis position at initial laparoscopy was high in 10 patients, close
to the internal inguinal ring in 4, peeping in 3 and pelvic in 1. The tes-
ticular vessels were mainly divided by diathermy at the first stage, but
in 5 the vessels were clipped. Follow-up ranged from 6 and 24 months
after the second stage. All testes that underwent second-stage LFSO with
preservation of the cremasteric vessels have survived on Doppler ultra-
sound at last follow-up evaluation. Two of the 16 testes were located inthe
upper scrotum and 14 were positioned in the lower part of the scrotum.
Conclusion: Second-stage LFSO, with preservation of cremasteric 
vessels is feasible and may be an alternative to the classic LFSO. Further 
comparative studies with classic LFSO are needed to establish if this 
modification will improve testicular survival rates.



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /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 /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /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 false
  /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 <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. 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 for quality printing on desktop printers and proofers.  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 /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice




