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T he right inferior phrenic artery (RIPA) is the most common ex-
trahepatic collateral vessel that supplies peripherally-located 
hepatocellular carcinoma (HCC), even when the hepatic artery 

is patent (1–5). However, the RIPA is one of the extrahepatic arteries 
that provides blood supply to the liver in hepatic arterial ligation or oc-
clusion (2, 4). In cirrhotic patients without HCC, there is a restriction of 
liver blood supply. Moreover, portal venous thrombosis (PVT), which is 
often encountered in these patients, aggravates the restriction of liver 
blood supply that already exists (6, 7). However, to our knowledge, the 
role of the RIPA on cirrhotic livers without HCC is still unexplored. 
Therefore, we investigated whether the RIPA has a role in supplying 
the liver in cirrhotic patients without HCC using 64-slice computed 
tomography (CT).

Materials and methods
An institutional review board approved this study and determined 

that informed consent was not required. Between January and December 
2009, we prospectively evaluated patients who underwent triphasic liver 
computed tomography (CT) using a 64-slice CT scanner (Aquillion 64; 
Toshiba Medical Systems, Tokyo, Japan) to evaluate the liver in patients 
with cirrhosis. The scanning protocol consists of an initial, unenhanced 
study to identify liver location with 5 mm collimation. Contrast mate-
rial was then intravenously injected (110 mL nonionic contrast material, 
with 350 mgI/mL at a rate of 5 mL/s) through a 18 G cannula placed into 
the right median antecubital vein using a double-head power injector, 
followed by an injection of 40 mL of normal saline at 5 mL/s. Arte-
rial-phase imaging was initiated within 5 s after enhancement of the 
descending aorta to 150 HU, as measured by a bolus-tracking technique 
(SureStart, Toshiba Medical Systems) with 0.5 mm collimation. This was 
followed by portal (65 s delay) and equilibrium phase (120 s delay) im-
aging. CT scans were performed at 120 kV, 180–340 mAs, and 0.5 mm 
collimation. Acquired images were transferred to a workstation (Vitrea, 
version 3.2, Vital Images, Minneapolis, USA). 

A total of 58 patients with liver cirrhosis (29 men, 29 women; mean 
age, 51.44±11.62 years; age range, 31–81 years) were enrolled in the study. 
None of the patients included in the study had clinically or laboratory 
documented benign/malignant or metastatic hepatic neoplasm, such as 
HCC, at the time of the CT scan. Also, no patients showed signs of he-
patic vascular disease on the CT scan. None of the patients had a history 
of pleural or diaphragmatic disease. The diagnosis of cirrhosis was made 
by histopathologic examination in 22 (37.9%) patients. In the remaining 
62.1% cases, the diagnosis was made by ultrasonography (US), upper en-
doscopic findings, and laboratory abnormalities. The cause of the cirrho-
sis was viral hepatitis in 43 patients, cryptogenic in 10 patients, primary 
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PURPOSE
To investigate whether the right inferior phrenic artery (RIPA) 
has a role in supplying the liver in cirrhotic patients without 
hepatocellular carcinoma (HCC) using 64-slice computed to-
mography (CT).

MATERIALS AND METHODS
Fifty-eight consecutive cirrhotic patients were categorized 
into two groups in regard to the absence (group 1, n=33) or 
presence of portal vein thrombosis (group 2, n=25). In ad-
dition, 35 patients without liver disease were included as a 
control group (group 0). The diameters of the RIPA and left 
inferior phrenic artery (LIPA) were measured in the ascend-
ing portion of these vessels using arterial-phase CT images. 
The discrepancy between the diameters of the RIPA and LIPA 
were calculated. The diameters of the RIPA and LIPA and the 
discrepancy between the diameters of the RIPA and LIPA were 
then compared.

RESULTS
The characteristics of all RIPA and LIPA were visualized. The 
diameter of the LIPA among the three groups was not signifi-
cantly different (P = 0.363). The mean diameters of the LIPA 
were 1.8±0.19, 1.8±0.22, and 1.7±0.38 mm for groups 0, 1, 
and 2, respectively. The diameter of the RIPA was significantly 
greater (2.1±0.54 mm) in groups 1 and 2 (1.9±0.19 mm) 
than in group 0 (1.8±0.18 mm). There was significantly differ-
ence between groups 0 and 2 (P = 0.003), and groups 1 and 
2 (P = 0.01) with regard to the discrepancy of the diameters 
of RIPA and LIPA.

CONCLUSION
The RIPA may contribute to the blood supply of the liver in 
cirrhotic patients, especially those with portal venous throm-
bosis.
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Results
In this study, the origins of all IPAs 

were clearly visualized. The RIPA and 
LIPA origins are summarized in Table 
1. There were no significant differences 
across the three groups with regard to 
age and sex (P = 0.56, and P = 0.69, re-
spectively). 

The characteristics of the groups 
were shown in Table 2. There was sig-
nificant difference between the three 
groups with regard to the diameter of 
the RIPA (P = 0.013). Further, there was 
significant difference between groups 
0 and 1 (P = 0.032) and groups 0 and 
2 (P = 0.005) in regard to the diameter 
of the RIPA (Fig. 1a). There was no sig-
nificance difference observed between 
groups 1 and 2 in regard to the diam-
eter of the RIPA (P = 0.397). There was 
no difference across the three groups 
in regard to the diameter of the LIPA (P 
= 0.363) (Fig. 1b). We found significant 

differences across the three groups in 
regard to the discrepancy between the 
diameters of the RIPA versus the LIPA 
(P = 0.007) (Fig 1c, Fig. 2). There were 
significant differences between groups 
0 and 2 (P = 0.003) and groups 1 and 2 
(P = 0.010) in regard to the diameters 
of the RIPA and LIPA. There were no 
significance differences observed be-
tween groups 0 and 1 in regard to the 
discrepancy between the diameters of 
the RIPA versus the LIPA (P = 0.664).

Discussion
The liver is a highly vascularized or-

gan and receives 25% of all cardiac out-
put (8). Also, it has a dual blood supply 
comprised of the portal vein (80%) and 
hepatic artery (20%) (9, 10). There is 
some communication between the por-
tal vein and the hepatic artery, includ-
ing trans-sinusoidal, transvasal, and 
transplexal routes (8, 10, 11). If portal 

biliary cirrhosis in 1 patient, Wilson 
disease in one patient, and alcohol use 
in three patients. Eighteen patients had 
Child-Pugh class A, and 24 patients had 
Child-Pugh class B. Finally, 16 patients 
had Child-Pugh class C. 

All patients were divided into two 
groups with regard to the presence 
or absence of PVT according to the 
CT findings. The presence of PVT 
was noted if complete thrombosis of 
the portal vein was identified on the 
portal phase of the axial CT images. 
The partial and/or acute portal vein 
thrombus was excluded. 

Additionally, the control group 
(group 0) was added. The control 
group consisted of 35 patients (21 men 
and 14 women; age range, 20–77 years; 
mean age, 52.6±14.8 years) who under-
went abdominal CT scans for indica-
tions other than liver disease and did 
not have benign or malign neoplasm 
or hepatic vascular disease.

The RIPA and left IPA (LIPA) were rec-
ognized by following the possible ori-
gin sites on the arterial phase axial CT 
maximum intensity projection images 
in all patients. The origin and the type 
of origin of the RIPA and LIPA were re-
corded. The measurements of vessel lu-
mens were performed with electronic 
calipers within the ascending portion 
by an experienced abdominal radiolo-
gist on the MIP images, which were 
magnified three times. 

Statistical analysis
Statistical analyses were performed 

with commercially available statisti-
cal software (SPSS, version 11.5 for 
Windows; SPSS Inc., Chicago, USA). 
Quantitative variables were expressed 
as mean values and standard devia-
tions. The difference between the three 
groups with regard to age was investi-
gated using a one-way variance analy-
sis (ANOVA). The difference among the 
three groups with regard to sex was in-
vestigated using a chi-square test. The 
discrepancy between the diameters of 
the RIPA and LIPA was calculated in all 
patients. The difference in the diameter 
of the RIPA across the three groups was 
assessed using the Kruskal-Wallis test 
because of the inhomogeneity of vari-
ance. We also investigated whether the 
differences in the diameter of the RIPA 
and LIPA changed across the three 
groups when using multiple compari-
son tests. Statistical significance was 
set at P < 0.05. 

Table 1. Origin sites and types of different groups of patients

Type of origin Origin
Group 0 

(n)
Group 1

(n)
Group 2

(n)

Common trunk of the RIPA and  LIPA Aorta 9 5 2

Celiac artery 7 4 7

Separate origination of the RIPA Aorta 5 11 8

Celiac artery 10 11 5

Right RA 3 2 3

Separate origination of the LIPA Aorta 4 10 7

Celiac artery 14 13 7

RIPA 0 1 2

RIPA, right inferior phrenic artery; LIPA, left inferior phrenic artery; RA, renal artery.

Table 2. Characteristics of the groups

Group 0
(n=35)

Group 1
(n=33)

Group 2
(n=25)

P

Age 52.6 52.9 49.9 0.557

Sex   

 Female (n) 14 16 13 0.690

 Male (n) 21 17 12

Diameter of RIPA (mm) 1.83±0.17 1.95±0.19 2.2±0.54 0.013

Diameter of LIPA (mm) 1.71±0.19 1.82±0.22 1.81±0.39 0.363

Discrepancy of RIPA and LIPA (mm) 0.11±0.16 0.13±0.13 0.36±0.38 0.007

Data expressed as mean±standard deviation (SD). 
RIPA, right inferior phrenic artery; LIPA, left inferior phrenic artery.
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Figure 1. a–c. Box plots for the diameter of the RIPA (a), the LIPA (b), 
and the discrepancy between the diameters of the RIPA and LIPA (c) 
among the three groups. RIPA, right inferior phrenic artery; LIPA, left 
inferior phrenic artery. ○ shows the extremes of the data.

ba

blood flow is decreased, the hepatic 
artery blood flow increases to preserve 
the total hepatic blood flow. However, 
Ternberg and Butcher showed that the 
portal vein flow declined when the he-
patic artery flow decreased (12, 13). 

The portal venous stasis occurs in 
cirrhosis. The decreased and reversed 
portal flow due to liver architectural 
derangement is the most important 
mechanism associated with non-ma-
lignant PVT. Thrombotic tendency is 
based on endothelial injury due to el-
evated portal pressure, coagulation ab-
normalities, and increased intrahepatic 
resistance to portal flow (14–16). 

In response to PVT, portoportal and 
portosystemic collateral veins develop 
within a few days to compensate for 
the decreased portal blood flow (6, 7). 
The portal cavernoma is a typical fea-
ture of chronic PVT, which consists of 
a network of collateral vessel around 
the portal vein. The central portion 
of the liver is preserved via collateral 
blood flow. However, collateral blood 
flow is insufficient to preserve the 
blood flow to the subcapsular regions 
of the liver (15).   

In this study, we compared two 
groups of patients who did and did not 
have PVT to clarify the role of the RIPA 
on the blood supply to the liver using 
64-slice CT scans. Thinner collimation 
with multidetector-row (MDCT) pro-
vided detailed and multiplanar images 
about small vessels. Inferior phrenic ar-
teries (IPAs) were clearly visualized in 

c

Figure 2. A 55-year-old man with cryptogenic cirrhosis and portal vein thrombosis. Arterial phase 
MDCT scan with thin-slab maximum-intensity projection on the axial plane at the level of the 
celiac artery show that the discrepancy of the diameters between the RIPA (2.9 mm) and LIPA 
(1.4 mm). RIPA (thick arrow) originates from the celiac trunk, and the LIPA (thin arrow) originates 
from the aorta (not shown). RIPA, right inferior phrenic artery; LIPA, left inferior phrenic artery.
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patients with and without liver disease 
using MDCT (17). 

IPAs are paired small vessels that 
supply most of the diaphragm, includ-
ing the area in contact with the bare 
area of the liver, and the anastomose 
with its adjacent arteries, including the 
internal mammary, intercostal, and 
adrenal arteries (1–4, 18). The RIPA 
has branches to the esophagus, stom-
ach, and retroperitoneum. The ante-
rior branch of the LIPA supplies the 
dome of the left diaphragm and esoph-
agogastric junction. The RIPA and LIPA 
are usually thought to be symmetrical 
in size without pathologic conditions 
(2). However, our results did not sup-
port these findings; we found RIPA pre-
dominance in the control group. 

Dynamic CT imaging has been used 
to demonstrate the presence of para-
sitic arteries supplying HCCs from the 
RIPA via measurement of this vessel lu-
men (4). In this study, since we aimed 
to investigate whether the RIPA sup-
plies blood to the liver in cirrhosis us-
ing MDCT, we used the diameter of the 
RIPA and the discrepancy between the 
diameters of the RIPA and LIPA to ana-
lyze the RIPA’s relationship with blood 
supply to the liver.      

In patients with HCC, extrahepatic 
collateral arteries develop without oc-
clusion of the hepatic arteries. The 
RIPA can become a parasitic artery if 
the HCC is peripherally located in the 
liver. It is important to recognize that 
these extrahepatic collaterals are im-
portant for effective transarterial cath-
eter chemoembolization. Gokan et al. 
(2) suggested that significant asymmet-
ric dilatation of RIPA is a predictor of 
parasitic supply. They found in their 
study that the mean diameter of the 
RIPA was 3.3 mm (range, 2.0–4.8 mm) 
in patients with HCC. In our study, we 
found that the mean diameter of RIPA 
was 2.2 mm (range, 1.5–3.6 mm) and 
1.9 mm (range, 1.7–2.4 mm) in cirrhot-
ic patients with and without PVT, re-
spectively. Since MDCT and laboratory 
findings did not reveal HCC in our 
patients with cirrhosis, a documented 
hepatic/celiac artery, hepatic venous 
occlusion, or significant stenosis, there 
was no reason to significantly dilate 
the RIPA in group 2. We speculate that 

the RIPA may have a supplying role for 
the liver in cirrhosis, but this function 
becomes more prominent in cirrhosis 
with PVT. However, the RIPA could 
not be dilated in cirrhotic patients 
with PVT as much as in patients with 
supplying HCC. 

We found no differences in the di-
ameters of the LIPA across the three 
groups. We also found a discrepancy 
between the diameter of the RIPA and 
LIPA (with the diameter of the RIPA 
being greater) in cirrhotic patients 
with PVT. This finding supports our 
hypothesis. We thus maintain that 
impairment of the blood supply to 
the liver due to stasis or reversed por-
tal flow is aggravated by PVT and that 
RIPA provides blood supply to the liver 
at this stage. We assume that the RIPA 
may have a supplying role in cirrhotic 
patients with PVT. 

However, this study is limited inso-
far as we could not confirm our results 
with conventional angiography since 
further angiographic study was not 
necessary for our population.    

In conclusion, the RIPA may contrib-
ute to supplying blood to the liver in 
cirrhotic patients, especially those with 
PVT.

Acknowledgment
The authors thank Metin Tola for his valu-

able help in preparing this manuscript.

References  
 1. Charnsangavej C, Chuang VP, Wallace 

S, Soo CS, Bowers T. Angiographic clas-
sification of hepatic arterial collaterals. 
Radiology 1982; 144:485–494.

 2. Gokan T, Hashimoto T, Matsui S, 
Kushihashi T, Nobusawa H, Munechika H. 
Helical CT demonstration of dilated right 
inferior phrenic arteries as extrahepatic 
collateral arteries of hepatocellular car-
cinomas. J Comput Assist Tomogr 2001; 
25:68–73. 

 3. Kim HC, Chung JW, Lee W, Jae HJ, Park JH. 
Recognizing extrahepatic collateral vessels 
that supply hepatocellular carcinoma to 
avoid complications of transcatheter ar-
terial chemoembolization. Radiographics 
2005; 25:25–39.

 4. Okino Y, Kiyosue H, Matsumoto S, Takaji 
R, Yamada Y, Mori H. Hepatocellular car-
cinoma: Prediction of blood supply from 
right inferior phrenic artery by multipha-
sic CT. J Comput Assist Tomogr 2003; 
27:341–346.

 5. Seki H, Kimura M, Yoshimura N, Yamamato 
S, Ozaki T, Sakai K. Development of extra-
hepatic arterial blood supply to the liver 
during hepatic arterial infusion chemo-
therapy. Eur Radiol 1998; 8:1613–1618.

 6. Fimognari FL, Violi F. Portal vein throm-
bosis in liver cirrhosis. Intern Emerg Med 
2008; 3:213–218.

 7. Hoekstra J, Janssen HL. Vascular liver dis-
orders (II): portal vein thrombosis. Neth J 
Med 2009; 67:46–53.

 8. Kito Y, Nagino M, Nimura Y. Doppler 
sonography of hepatic arterial blood 
flow velocity after percutaneous transhe-
patic portal vein embolization. AJR Am J 
Roentgenol 2001; 176:909–912.

 9. Matsui O, Takashima T, Kadoya M, et al. 
Segmental staining on hepatic arteriogra-
phy as a sign of intrahepatic portal vein ob-
struction. Radiology 1984; 152:601–606.

 10. Nagino M, Nimura Y, Kamiya J, et al. 
Immediate increase in arterial blood flow 
in embolized hepatic segments after portal 
vein embolization: CT demonstration. AJR 
Am J Roentgenol 1998; 171:1037–1039.

 11. Kobayashi S, Ng CS, Kazama T, et al. 
Hemodynamic and morphologic changes 
after portal vein embolization: differential 
effects in central and peripheral zones in 
the liver on multiphasic computed tom-
ography. J Comput Assist Tomogr 2004; 
28:804–810.

 12. Itai Y, Moss AA, Goldberg HI. Transient he-
patic attenuation difference of lobar or seg-
mental distribution detected by dynamic 
computed tomography. Radiology 1982; 
144:835–839.

 13. Ternberg JL, Butcher HR. Blood-flow re-
lation between hepatic artery and portal 
vein. Science 1965; 150:1030–1031. 

 14. Lendoire J, Raffin G, Cejas N, et al. Liver 
transplantation in adult patients with por-
tal vein thrombosis: risk factors, manage-
ment and outcome. HPB (Oxford) 2007; 
9:352–356.

 15. Tublin ME, Towbin AJ, Federle MP, et al. 
Altered liver morphology after portal vein 
thrombosis: not always cirrhosis. Dig Dis 
Sci 2008; 53:2784–2788.

 16. Vilgrain V, Condat B, Bureau C, et al. 
Atrophy-hypertrophy complex in patients 
with cavernous transformation of the por-
tal vein: CT evaluation. Radiology 2006; 
241:149–155.

 17. Ozbulbul NI, Yurdakul M, Tola M, Akdogan 
G, Olcer T. Can multidetector row CT visu-
alize the right and left inferior phrenic ar-
tery in a population without disease of the 
liver? Surg Radiol Anat 2009; 31:681–685.

 18. Platt JF, Rubin JM, Ellis JH. Hepatic artery 
resistance changes in portal vein thrombo-
sis. Radiology 1995; 196:95–98.



<<
  /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 /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /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 true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 1200
  /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 1200
  /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

  /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


