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Abstract

Background Obesity and massive weight loss cause bulg-
ing and ptosis of the mons pubis. The pubic area can cause an
embarrassment to patients. In some cases, the deformity can
be seen even under clothing. Ptosis of the mons usually is
addressed during abdominoplasty. The author presents a new
clinical classification of mons deformity based on the
amount of adipose tissue deposit and the degree of ptosis. A
strategy of treatment to achieve a proper rejuvenation of
mons deformities is provided.

Methods Between 2004 and 2009, a total of 132 patients
with pendulous bellies and mons pubis deformities under-
went abdominoplasty and lifting of the mons. A technique
using a dermal-fascial suspension with permanent sutures
to hang the weight of the mons skin and subcutaneous
tissues on the musculoaponeuretic system of the lower
abdomen is described. The age of patients undergoing the
operation ranged from 20 to 53 years. During the follow-up
period (12-38 months), all the patients by the author, who
reviewed their medical charts. A Likert scale and an
evaluation questionnaire were used to assess the aesthetic
outcome of mons lifting.

Results All the patients who underwent lifting of the
mons pubis were free of postoperative contour deformities
and had a long-lasting outcome. At this writing, patient
satisfaction has remained high.
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Conclusion The clinical classification and treatment
guidelines reported are designed to provide simple proce-
dures with minimal complications that have tremendously
rejuvenated the mons.

Keywords Classification - Dermal-fascial suspension -
Mons - Ptosis - Treatment guidelines

Pubic ptosis may be associated with weight gain, weight
loss, and aging. It affects both men and women.

Understanding of the anatomy of the superficial fascial
system has improved results significantly and decreased
complications of trunk and lower body lift. Laxity of the
entire lower trunk can be treated in one stage for selected
patients.

The mons pubis is the rounded eminence made by fatty
tissue lying in front of the pubic symphysis. A few fine
hairs may be present in childhood. Later, at puberty, they
become coarser and more numerous. The upper limit of the
hairy region is horizontal across the lower abdomen.

Mons bulging and ptosis are increasingly evident with
obesity and after massive weight loss. After bariatric sur-
gery, patients may present with both vertical and horizontal
laxity. Alterations in volume, dimensions, and projection of
soft tissue in the pubic area can bring psychosocial dis-
comfort and embarrassment to patients. In some cases, the
deformity can be seen even under clothing. The mons
bulge becomes more visible after abdominoplasty removes
the fatty apron that concealed the pubic area totally or
partially.

In the current study, the author proposed a new classi-
fication for the contour deformity of the mons. It is based
on the amount of lipodystrophy and degree of ptosis. Our
clinical experience with 132 patients enabled us to describe
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four categories of mons deformities (Table 1). The evalu-
ation of the degree of deformity is based on the degree of
coverage of the external genitalia.

With grade 1 deformity, the mons is mildly bulging,
with minimal or no covering of external genitalia (Fig. 6).
With grade 2 deformity, the mons is moderately bulging
and covers the external genitalia partially (Fig. 8). With
grade 3 deformity, the mons is markedly bulging and ptotic
and covers the external genitalia totally (Fig. 10). Patients
who undergo rapid and massive weight loss sustain grade 4
deformity, with the mons not bulging but ptotic and cov-
ering the external genitalia either partially or totally
(Fig. 12).

For grade 1 deformity, liposuction alone is sufficient for
treatment. For grade 2 deformity, liposuction-assisted
panniculectomy is performed. For grade 3 deformity,
liposuction-assisted panniculectomy, dermal-fascial suture
suspension, and possible vertical wedge excision are per-
formed. For grade 4 deformity, panniculectomy-assisted
dermal-fascial suspension sutures and vertical wedge
excision to address the horizontal laxity are the best option.

Mons liposuction or dermolipectomy-assisted liposuc-
tion is not sufficient to treat ptosis of the mons. In fact, the
presence of a thick subcutaneous adipose layer, as in the
case of a bulging mons, decreases the possibility of skin
retraction. Many patients who have undergone abdomino-
plasty concomitant with only skin adjustment of the mons
experience ptosis of the mons after surgery.

Suspension of the superficial fascial system has signifi-
cantly improved results and decreased complications of
thigh and trunk lift. Lockwood [1, 2] used the superficial
fascial system and dermal suspension throughout repair for
laxity of the entire lower trunk and thigh regions. In fact,

Table 1 Classification of mons pubis deformity and strategy of
treatment

Classification Treatment

Grade 1: Mild bulging with
minimal or no covering of
external genitalia

Grade 2: Moderate bulging with
partial covering of external
genitalia

Grade 3: Marked bulging with
complete covering of external
genitalia

Liposuction

Liposuction-assisted
panniculectomy

Liposuction-assisted
panniculectomy and fascial-
dermal suspension
suture + vertical wedge
excision to address the
horizontal laxity

Grade 4: No bulging with partial
or complete covering of external
genitalia

Panniculectomy-assisted dermal-
fascial suspension sutures and
vertical wedge excision to
address the horizontal laxity

the presence of a thick subdermal adipose layer decreases
the possibility of skin retraction.

Alter [3] presented a technique for correcting the pro-
tuberant mons and pubic descent by performing a pubic
lift, fat excision, and liposuction and then tacking the
superficial fibrofatty tissue to the rectus fascia. Gasperoni
and Salgarello [4] presented subdermal superficial lipo-
suction that treats the superficial fat layer and yields better
skin retraction. They used the technique for body areas
with a very thick fat layer and stretched the skin because of
its volume and weight as in the abdomen. Moreover,
Gasperoni and Salgarello [4] stated that they apply the
technique to every lipoplasty whenever better skin retrac-
tion is needed. Dissections on 8 fresh and 10 embalmed
cadavers were used.

Patients and Methods

Between 2004 and 2009, a total of 132 patients (127
women and 5 men) with pendulous bellies and mons pubis
deformities underwent abdominoplasty and lifting of the
mons. The ages of the patients ranged from 20 to 53 years.
Of the 132 patients, 117 (88.6%) were overweight (body
mass index [BMI], 26-30 kg/mz) and 15 (11.4%) were
obese (BMI, 31-35 kg/m?). The postoperative monitoring
continued for 12 to 38 months.

An evaluation questionnaire based on a 5-point Likert
scale was used to assess the aesthetic outcome. The criteria
used in the questionnaire were improvement of sexual
intercourse, improvement of physical exercise, elimination
of fungal infection, improvement in appearance and shape
of the mons and abdomen, ability of patients to wear a
fitted size, and improvement in sense of well-being.

All the patients were rated on a 5-point Likert scale with
options of 1 (very dissatisfied), 2 (dissatisfied), 3 (moder-
ately satisfied), 4 (satisfied), and 5 (highly or very satis-
fied). In addition, pre- and postoperative photo evaluation
based on the extent of external genitalia exposure was
assessed by an independent plastic surgeon.

Surgical Technique

Patients with grades 3 and 4 deformity, needing dermal-
fascial suspension, are submitted to the drawing of land-
marks, which should be designed while the patient is
standing (Fig. 2). The surgeon’s left hand is used to lift the
saggy mons upward for exposure of the bony landmarks.
The first landmark is placed 2 to 3 cm below the pectineal
line of the pubic symphysis, where the median suture is
placed during surgery (Fig. 1). The lateral two landmarks
are placed 2 to 3 cm below the pectineal line of the pubic
tubericle, where lateral sutures are placed during surgery.

@ Springer
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Fig. 1 Medical illustration demonstrating the reported technique.
Note that the anchoring suture (blue color) penetrates the fascial
system and the dermis and then is fixed in the rectus sheath. (/) Equal
“skin.” (2) Equal “rectus muscle.” (3) Equal “symphysis pubis”

Fig. 2 Preoperative marking demonstrating the location of the
anchoring fascial-dermal sutures

The incision line is marked 7 to 8 cm above the commis-
sure of the vulva and extended laterally as needed for the
routine abdominoplasty.

All the patients in the current series underwent general
endotracheal intubation, and all procedures were started
with infusion of 0.1% lidocaine in an epinephrine/saline
1:100,000 concentration to create a tumescence of 2:1.

@ Springer

Liposuction was started by means of small, multiple stab
wounds (0.5 cm long). The vacuum pump method (Wells
Johnson, Tucson, Ariz.) with 4- and 6-mm (15- to 25-cm)
cannulas was used. Suction was limited in depth to the
superficial fascia and addressed the entire mons. The
liposuction procedure ended with superficial subdermal
liposuction to eliminate irregularities and enhance skin
contraction. The incision of a primary pubic lift in con-
junction with an abdominoplasty crossed the mons and was
located 7 to 8 cm above the valvar commissure.

Undermining was limited to the extent needed to anchor
the dermal-fascial tissue. The skin and subcutaneous tissue
of the lower mons was pulled upward and tacked to the
rectus sheath with 2-0 nylon suspension sutures (Fig. 3).
Care was taken so that the mons was not pulled too high,
which could change the position of the urethral opening.
The amount of excess skin caused by lifting the mons
upwards was excised. Multiple-layered closure was per-
formed with absorbable sutures. The suction drains were
secured in place and left for 2 days.

With type 4 deformities (Fig. 12), after massive weight
loss, ptosis of the mons usually is associated with an
expanded region of the hair-bearing skin that needs to be
reduced. A vertical wedge of skin and subcutaneous fat is

Fig. 3 Intraoperative view. Note the effect of the anchoring suture
that causes a skin dimple

Fig. 4 Excision of vertical wedge of the mons
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excised before the fascial-dermal suspension sutures. The
dimension of that wedge is variable, and the hairy pubic
area should be sufficient between the inguinal folds after
resection of this triangle (Figs. 4, 5).

An abdominal pressure garment was applied immedi-
ately after skin closure and worn for 6 weeks. Moreover,
all the patients were nursed in a semi-sitting position for
2 days and discharged home on postoperative day 3.

Results

The classification and guidelines used to manage the
deformities of the mons pubis were very helpful and
achieved highly satisfactory outcomes. The patients who
underwent liposuction alone for grade 1 (Figs. 6, 7) and
grade 2 (Figs. 8, 9) deformity showed very satisfactory
outcomes. The grade 3 and 4 patients, whose dermal-fas-
cial suspension suture assisted with suction dermolipecto-
my (Figs. 10, 11, 12, 13), showed fair reduction of the
mons and fair skin contraction.

Two patients experienced skin laxity postoperatively
because of further weight loss and poor skin tone. All the
patients were free of incorrectly placed incisions and
postoperative contour deformities. None of the patients
experienced fat necrosis. Postoperative edema of the mons
was encountered in two patients (Table 2), requiring the
use of an abdominal pressure garment applied to the entire
abdomen, which resolved the edema.

No postoperative wound-healing complications occurred
secondary to the reported technique. One patient experi-
enced a 2-cm wound dehiscence due to superficial infec-
tion, which was managed conservatively with dressing
change.

Fig. 5 Wound closure

Fig. 7 Postoperative view of grade 1 mons deformity

The aesthetic outcomes were highly satisfactory, as
judged by both the author and the patients based on the
Likert scale and the evaluation questionnaire provided
during the follow up period. All the patients claimed
improvement of daily activities including sexual intercourse
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Fig. 8 Preoperative view of grade 2 mons deformity

Fig. 9 Postoperative view of grade 2 mons deformity

and physical exercise. Patient hygiene became more handy,
and the patients stated that they did not apply antifungal or
local steroids. Women were able to wear bathing suits
without embarrassment. The evaluation of the preoperative
photos compared with the postoperative photos illustrat-
ing the degree of lifting (judged by an independent sur-
geon), the exposure of external genitalia, and the reduced
size of the mons showed high satisfaction.

@ Springer

Fig. 10 Preoperative view of grade 3 mons deformity

Fig. 11 Postoperative view of grade 3 mons deformity

Discussion

The author proposed four categories of mons deformities.
Grade 1 patients present with mild fullness of the mons but
no ptosis. Grade 2 patients present with moderate fullness
of the mons with ptosis that partially covers the external
genitalia. Grade 3 patients present with marked fullness of
the mons that covers the whole genitalia. Grade 4 patients,
after undergoing massive weight loss, present with no
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Fig. 12 Preoperative view (after massive weight loss) of grade 4
mons deformities with partial covering of the genitalia. Note the
abdominal scars of laparoscopic gastric banding

Fig. 13 Postoperative view of grade 4 mons deformities with partial
covering of the genitalia. Note the abdominal scars of laparoscopic
gastric banding

fullness of the mons and severe ptosis that covers the
external genitalia partially or totally (Table 1).

The combination of dermal-fascial suspension, liposuc-
tion, and mons dermolipectomy can solve mons deformi-
ties. The technique is a simple procedure performed at the
end of abdominoplasty and via the same incision.

Horizontal laxity is addressed by removing a vertical
wedge of skin and subcutaneous tissue defined by a

Table 2 Patient information

Type of mons No. of patients Complications

deformity (%)

Grade 1 12 (9.0) Wound dehiscence, 1 patient
Grade 2 25 (18.9) Edema of the mons, 1 patient
Grade 3 65 (49.2) Edema of the mons, 1 patient
Grade 4 30 (22.7) Skin laxity, 1 patient

superior base and a vertex that points to the anterior
commissure of the vulva. Its dimension is variable, and the
hairy pubic area should be sufficient between the inguinal
folds after resection of this triangle.

Dissections on 8 fresh and 10 embalmed cadavers were
performed by Markman and Barton [5] to determine the
anatomy of the subcutaneous adipose tissue in the trunk
and extremities. The anatomic dissections, together with
CT scans, showed that the superficial adipose layer is
contained within the organized, compact fascial septa. The
deep adipose layer demonstrated regional variations with
respect to its fascial framework but was contained within a
relatively loose, less organized, and more widely spaced
fascial septa.

The subcutaneous fascia above and the muscle fascia
below form what is termed the deep adipose compartments
and thus contain the deep layer. The lymphatic vessels of
the pubic area are concentrated mainly in the lamellar layer
of subcutaneous fat and drain to the inguinal nodes. A thick
lamellar layer means that a great number of perforating
vessels (arteries, veins, and lymphatics) are present.
Excising only the areolar layer of the pubic area preserves
these vessels, avoiding eventual seroma and edema [6].

The concept of suspending the superficial fascia system
is reported in the literature. In 1977, Agris [7] described a
technique for the correction of trochanteric bulges. A
buried dermal fat flap was used as a suspensory mechanism
to hang the weight of the thigh skin and subcutaneous
tissues on the deep fascia rather than on the upper skin flap.
This technique was particularly applicable for patients with
ptosis of the buttocks.

In 2009, Alter [3] presented a technique to correct the
protuberant mons and pubic descent by performing a pubic
lift, fat excision, and liposuction, followed by tacking of
the superficial fibrofatty tissue to the rectus fascia. We
report suspension of the fascial-dermal component to the
rectus sheath, with the dermis included in the anchoring
sutures and not only the fibrofatty tissue as recommended
by Alter [3]. The anchoring of the facial-dermal suspension
to the rectus sheath provides a long-lasting lift due to the
tough nature of the dermis.

Filho et al. [8] described a technique to reduce the size
of the mons. A triangle defined by a superior base and a
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vertex on the anterior commissure of the vulva is marked.
Its dimension depends on each particular case.

Dellon [9] demonstrated the fleur-de-lis abdomino-
plasty. His procedure consists of a horizontal and vertical
incision combination that extends from the xyphoid pro-
cess to the pubic symphysis in all cases, with skin and
subcutaneous tissue removal. Dellon did not mention any
ideal measurements for the removal of excess skin from the
pubic area but simply evaluated the amount of resection by
pinching the tissue with the fingers.

Recent advances in the surgical design of the superficial
fascial system have significantly improved the surgical
results and decreased the complications of body contour
deformities. Abdominoplasty combined with a mons lift
and deep dermal-fascial anchoring in one operation results
in a surprising degree of mons pubis tightening due to the
thick nature of the subcutaneous fat of the mons.

Conclusion

This study has provided a new clinical classification and
treatment guidelines for simple procedures with minimal
complications that tremendously rejuvenate the mons. The
combination of dermal-fascial suspension, liposuction, and
mons dermolipectomy can solve mons deformities. The
superior tension created by the dermal-fascial suspension
of the mons does not alter the direction of the stream of

@ Springer

urine and does not alter the location of the clitoris or the
meatus of the urethera. The clitoris becomes more exposed,
allowing for improved sexual stimulation. It provides a
long-lasting lifting with no contour deformity.

Conflict of interest I have no conflict of interest to disclose.

References

1. Lockwood T (1993) Lower body lift with superficial fascial system
suspension. Plast Reconstr Surg 92:1112-1122

2. Lockwood TE (2004) Maximizing aesthetics in lateral-tension
abdominoplasty and body lifts. Clin Plast Surg 31:523-537

3. Alter GJ (2009) Management of the mons pubis and labia majora
in the massive weight loss patient. Aesthet Surg J 29:432-442

4. Gasperoni C, Salgarello M (1995) Rationale of subdermal
superficial liposuction related to the anatomy of subcutaneous fat
and the superficial fascial system. Aesthetic Plast Surg 19:13-20

5. Markman B, Barton FE Jr (1987) Anatomy of the subcutaneous
tissue of the trunk and lower extremity. Plast Reconstr Surg
80:248-254

6. Avelar J (2002) Anatomy of the abdominal panniculus. In: Avelar
J (ed) Abdominoplasty Without Panniculus Undermining and
Resection. Editora Hipo’crates, San Paulo, pp 59-86

7. Agris M (1977) Use of dermal-fat suspension flaps for thigh and
buttock lifts. Plast Reconstr Surg 59:817-822

8. Filho JM, Belerique M, Franco D, Franco T (2007) Dermolipec-
tomy of the pubic area associated with abdominoplasty. Aesthetic
Plast Surg 31:12-15

9. Dellon AL (1985) Fleur-de-lis abdominoplasty. Aesthetic Plast
Surg 9:27-32



	Mons Pubis Ptosis: Classification and Strategy for Treatment
	Abstract
	Background
	Methods
	Results
	Conclusion

	Patients and Methods
	Surgical Technique

	Results
	Discussion
	Conclusion
	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


