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Abstract

Objectives: Placenta accreta spectrum (PAS) disorders are
a significant cause of maternal morbidity and mortality.
Traditionally women with PAS are offered surgery, while
expectant management is still considered investigational.
Case presentation: We present a case of expectant man-
agement of PAS after pregnancy loss at 19-weeks. PAS was
suspected at sonography and confirmed by MRI. Patient
was offered expectant management to preserve fertility.
This consisted of leaving the placenta in situ, followed by
in- and out-patient clinical and sonographic examinations
and blood tests. After five weeks placental detachment
occurred without major complications.
Conclusions: Our report suggests that expectant manage-
ment could be a safe option in selected cases of PAS after
mid-trimester pregnancy loss. We recommend expectant
management should be offered in referral centers for PAS.

Keywords: expectantmanagement;mid-trimester; placenta
accreta; placenta accreta spectrum.

Introduction

Placenta accreta spectrum (PAS) disorders have been
increasingly reported in the last four decades. PAS can be a

cause of massive maternal hemorrhage and represents a
significant cause of maternal morbidity and mortality. The
management of this condition is complex and usually re-
quires a multidisciplinary approach involving interven-
tional radiologists and gynecologic oncology surgeons.
Furthermore access to a blood bank capable of employing
massive transfusion protocols should be available.

Early diagnosis of PAS is essential to improve patient
outcomes. Transvaginal or transabdominal sonography
(TVS, TAS) by an expert is the technique of choice for the
diagnosis [1]. TVS allows an earlier recognition of PAS even
in the first or second trimester, before major complications
of placental invasion may arise.

Traditionally women with PAS have been offered sur-
gicalmanagement, eitherwith hysterotomy of hysterectomy
at the time of caesarean delivery, however other conserva-
tive options have been advocated to achieve uterine pres-
ervation and avoid hemorrhage [2]. Expectant management
by leaving the placenta in situmay be an alternative option
for women wishing to preserve fertility; however, literature
reports about women with PSA managed expectantly after
a mid-trimester pregnancy loss/termination are scant. We
present a successful case of expectant management of
retained placenta accreta that was diagnosed after a mid-
trimester pregnancy loss.

Case presentation

A38-year-oldnulliparouswomanwas referred toour tertiary
care center after a pregnancy loss at 19-weeks of gestation.
The fetus was expelled at patient’s home. The woman was
brought by ambulance to a primary care hospital about
30 min after delivery. She was diagnosed with placental
retention, and PAS was suspected after an attempt of
manual evacuation failed. Vital signswere normal onarrival
and during the attempt ofmanual evacuation; the estimated
blood loss was 200 mL. Patient’s medical history was sig-
nificant for obesity (BMI 31 kg/m2), a previous laparotomic
myomectomy for multiple uterine fibroids, and a recent
diagnosis of recurrent multiple uterine fibroids. She had
conceived through intracytoplasmic sperm injection (ICSI).
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The patient was transferred by ambulance to our ter-
tiary care center after 2 h from delivery; normal vital signs
were registered during transfer and upon arrival at our
emergency department, and vaginal bleeding was absent.
A Foley catheter was placed with an output of 300 mL of
clear urine. She was started on antibiotic prophylaxis with
amoxicillin/clavulanate 875/125 mg i.v. q8hr because of
mild leukocytosis and C-reactive protein (CRP) elevation
(Table 1). TVS and TAS showed an increased uterine size,
with multiple (>4) fibroids with the largest diameter of
120 mm, and a retained placenta. A thorough sonographic
examination of the placenta was difficult because of
the presence of uterine fibroids, obesity, and a posterior
placenta. However, we suspected an area of myometrial
invasion in the posterior uterine wall, where the placenta
showed irregular margins, loss of the retroplacental
clear space, myometrial thinning, and increased color
doppler signal (Figures 1 and 2, Supplementary Material,

Videoclip 1 [Grayscale TVS showing a posterior area of
placental accretism]). To confirm the diagnosis, we asked
for gadolinium-enhanced MRI. T1- and T2-weighted scans
showed a diffusely enlarged uterus, with pregnancy-
induced myometrial hypertrophy and irregular uterine
contours, due to the presence of both intramural and
subserous myomas. MRI confirmed the placental invasion
of the myometrium in a posterior area extending about
60 mm, apparently without serosal infiltration (Figures 3
and 4).

After counselling the woman opted for expectant
management and informed consent was obtained. She was
monitored eight days as an in-patient, undergoing daily
monitoring of blood tests (complete blood count [CBC],
CRP, fibrinogen, prothrombin time [PT], partial prothrom-
bin time [PTT]) and vitals and sonography. The hospital
stay was uneventful, and the patient was discharged and
followed-up weekly with: clinical assessment focused on
signs and symptoms of pelvic infection and symptoms of
PV bleeding; both grayscale and doppler sonographic
assessment of the placenta, anduterine artery (UA) doppler
indices; blood tests. Patient was instructed to come back to
our emergency department in case of bleeding, vaginal
discharge, fever, or pelvic pain, and to avoid travel. Inter-
ventional radiologists and gynecologic oncology surgeons
at our institution were asked to review the case and ar-
rangements were made in case emergency uterine arteries
embolization (UAE) or surgery would be needed.

The outpatient follow-up was unremarkable, and
the blood tests returned to normal after two weeks. At color-
Doppler TVS the placental tissue showed loss of arterial

Table : Patient’s vitals and labs at presentation.

st admission nd admission

Blood pressure / mmHg / mmHg
Heart rate  bpm  bpm
Temperature . °C . °C
SatO % %
Hb . g/dL . g/dL
WBC . × 

/L . × 
/L

CRP . mg/L . mg/L
Fibrinogen  mg/dL  mg/dL
INR . .
aPTT ratio . .

Figure 1: Grayscale TVS after pregnancy loss at
19 weeks, showing placenta accreta with
irregular margins (white calipers), loss of the
retroplacental clear space, myometrial
thinning (arrow).
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vascularization after four weeks, whilst UA doppler veloc-
imetry was still showing a pregnancy-like low-resistance
flow (mean PI 1.01, RI 0.61). After five weeks the patient
was brought by ambulance to our emergency department
because of heavy PV bleeding, with an estimated blood loss
of 250 mL. Upon presentation vital signs and blood tests

were normal (Table 1). Itwas not possible to collect placental
tissue on admission; the placenta had probably been
expelled at home. Patient was treated with i.v. tranexamic
acid and fluids for three days, until the bleeding subsided
spontaneously. TVS showed absence of placental tissue in-
side the uterus. UA doppler went back to a non-pregnancy,
high-resistance flow. The following hospital stay was un-
eventful, and the patient was discharged seven days later.

Figure 4: Contrast-enhanced MRI.
Para-sagittal BFFE acquisition: the placenta causesmarked thinning
of the myometrium (arrow).

Figure 3: Contrast-enhanced MRI.
Coronal T2 weighed acquisition: the uterus is enlarged and shows a
hypointense fibroma on the left side (thin arrow). The placenta
(delimited by white calipers) is implanted on the right side and
marked thinning of the myometrium is evident (large arrow).

Figure 2: Color-Doppler TVS showing
increased vascularization at the placenta-
myometrium interface.
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Discussion

This case report suggests that PAS disorders may be
managed expectantly, by leaving the placenta in situ, in
women wishing to preserve fertility. In these cases, pa-
tient’s counselling must consider hemorrhagic and infec-
tious risks. In case of clinical stability, these women could
be offered a strict and cautious follow-up as outpatients,
but they should be referred to a tertiary center if any
complication arise, because they may need advanced he-
mostatic techniques (i.e., UAE) or complex surgery by a
gynecology oncologist.

Placenta accreta is defined as abnormal trophoblast
invasion of part or all the placenta into themyometrium of
the uterine wall. PAS refers to the range of pathologic
adherence of the placenta, including placenta accreta –
when the villi adhere to the myometrium, placenta
increta – when the villi invade the myometrium, and
placenta percreta, which includes villous invasion of the
whole thickness of the myometrium up to uterine serosa,
and sometimes adjacent pelvic organs [3]. It has been
postulated that any primary uterine anomaly or second-
ary damage to the uterus can lead to PAS [4]. The inci-
dence of this condition has been progressively increasing
during the last four decades, probably due to an increase
in risk factors – strong epidemiologic data have linked
PAS disorders directly to an increase in cesarean delivery
rates [5], as uterine scars may cause a localized failure of
decidualization [6]. Other gynecologic procedures that
result in uterine scarring have been associated with PAS,
as uterine curettage, manual delivery of the placenta,
hysteroscopic surgery, endometrial ablation [7]. PAS
disorders were also reported in women with uterine pa-
thologies, such as bicornuate uterus, adenomyosis, fi-
broids, however the high prevalence of these conditions
in the general population and the lack of evidence of their
association with PAS suggest they are not a major risk
factor for PAS development [8]. Assisted reproductive
technologies (ART) have been linked to an increased risk
of PAS by several studies. Recently, a retrospective study
by Salmanian et al. [7] found that in vitro fertilization is an
independent risk factor for PAS disorders, even though
the association is less considerable than other major risk
factors as previous cesarean delivery; different types of in
vitro fertilization (cryopreserved vs. fresh embryo trans-
fer), uterine preparation and protocols of ovarian stimu-
lation may result in different risks of PAS. Cryopreserved
embryo transfer seems to have the highest odds of PAS
when compared to other techniques, but the exact path-
ogenetic mechanism remains unknown [8, 9].

TVS and TAS are the techniques of choice for the
diagnosis of PAS, with an overall excellent performance
[1, 12]. Standardized descriptors for ultrasound reports
have been proposed both for grayscale and Doppler im-
aging in women at high risk for PAS [10, 11]: placental
lacunae, loss of the retroplacental hypoechoic zonebetween
the placenta and myometrium, thinning of retroplacental
myometrium, abnormal uterine contour (placental bulge),
exophytic masses or bridging vessels beyond the uterine
serosa. However, thesemarkers havebeen studied in a high-
risk population,with previous cesarean sections or placenta
previa. Their presence and significance in a low-risk popu-
lation remains largely unknown [11].

Moreover, prenatal diagnosis of PAS with ultrasonog-
raphy has traditionally focused on the second and third
trimester of pregnancy. First trimester screening of PAS
among women with a previous cesarean section has been
proposed at the time of NT scan (11–14 weeks of gestation)
[12]; cases of PAS in patients with a previous cesarean de-
livery may start as cesarean scar pregnancies, that can be
diagnosed in the first trimester. Early pregnancy markers
for cesarean scar pregnancy are gestational sac implanta-
tion in part or totally within the cesarean scar; the gesta-
tional sac may have a teardrop or triangular shape. A low
implantation pregnancy may also be diagnosed: a gesta-
tional sac located close to the internal cervical os (up to
8 6/7 weeks of gestation) and/or placental implantation
located posterior to a partially filledmaternal bladder (up to
13 6/7 weeks of gestation) [11]. Regarding our case report, an
earlier diagnosis of PAS may have modified pregnancy
management and patient’s counseling and decisions about
the continuation of the pregnancy itself; the patient, how-
ever, did not have major risk factors for PAS, and according
to current knowledge would not have been included in a
first-trimester screening program for PAS. Future research
may evaluate the role of first-trimester screening for PAS not
only for patients withmajor but also withminor risk factors.

MRI has been increasingly used as an adjunct to ul-
trasound in the presurgical evaluation of topography and
depth of placental invasion. A consensus statement that
aims for uniformity in MRI acquisition, interpretation and
reporting of PAS has been recently published [13].

With regards to treatment options, PAS disorders have
been traditionally managed with surgery, either conser-
vative or demolitive [14, 15]. Other therapeutic options have
been advocated to preserve fertility and avoid hemorrhage
or injury to other pelvic organs. Expectant management,
defined as leaving the placenta either partially or totally in
situ, is still considered an investigational approach [16].
With expectant management the cord is ligated near the
placenta and the entire placenta is left in situ, or only the
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placenta that spontaneously separates is removed before
uterine closure. This approach is based on the following
evidence-based clinical concepts: cesarean hysterectomy
is considered the gold standard treatment for invasive PAS,
but it is associated with high rates of severe maternal
morbidity; the attempt of manual removal is associated
with severe maternal morbidity because it leaves placental
tissues connected to myometrium and to large feeding
vessels, which can be responsible for uncontrolledmassive
hemorrhage [17]. Expectant management leads to a pro-
gressive decrease in blood circulation within the uterus,
parametrium and placenta: this will result in villous tissue
secondary necrosis. The placenta should spontaneously
detach itself from the uterus [17]. In a multicenter obser-
vational study by Sentilhes et al., 22% of women with PAS
required hysterectomy after an attempt of expectant man-
agement. Those with successful expectant management
(78%) had a median time to placental involution of
13.5 weeks [2]. There are limited data on the conservative
management of placenta percreta; when managed
conservatively hysterectomy can be avoided in up to 60%
of cases, but 40% of them had major complications [18].
One recent study by Biele et al. stated that a rare, but
serious complication of conservative management of
placenta percreta is disseminated intravascular coagula-
tion (DIC) [17]; this condition has been reported even in
previous studies [18]. The hemostatic changes and the
coagulation state in PAS disorders are unknown both
before delivery and during conservative or expectant
management, but it has been postulated that the invasive
growth of the placenta may lead to increased local and
systemic coagulation activity, up to early consumption
of coagulation factors, with a fibrinogen decrease and
a d-dimere increase; consequently, a secondary post-
partum hemorrhage or a DIC may follow. Biele et al.
suggest that expectant management follow-up should
include coagulation parameters for early diagnosis of DIC
and, in case of altered values of fibrinogen and d-dimer,
oral dosage of tranexamic acid may be considered as
therapeutic option.

In 2019 the International Society for Abnormally
Invasive Placenta (IS-AIP) [19] stated that, as expectant
management appears to be associated with less blood
loss and lower transfusion requirements than both hys-
terectomy and uterus-conserving surgery, and successful
for 60–93% of patients, this can be offered as an appro-
priate management strategy for women wishing to pre-
serve their fertility and in cases when hysterectomy is at
high risk of surgical complications. High-quality evidence
from large, multicentric, randomized studies is, however,
still needed.

Fertility seems to be spared after expectant manage-
ment, although current data are limited. Women trying to
conceive again after PAS should be adequately counseled
about the risk of recurrence, which is reported to be around
30% [17, 18].

Overall reports in the literature about expectant man-
agement of PAS are still scant and usually focusing on
hysterectomy vs. conservative management in the third
trimester. We found only one study by Ou et al. describing
the outcomes of expectant or conservative management of
women with PAS who had pregnancy losses or termina-
tions in the mid-trimester; authors achieved uterine pres-
ervation in all of 28 cases who were managed expectantly
with or without the use of adjuvant treatments (UAE, MTX,
mifepristone) [20]. SomeAuthors have advocated theuse of
adjuvant therapies asmethotrexate or prophylactic uterine
artery embolization for conservative or expectant man-
agement of PAS. The IS-AIP does not recommend metho-
trexate use [19], as there is no evidence of benefit, while
there is evidence from Sentilhes et al. [2] for potential sig-
nificant harm includingmaternal mortality. No evidence of
benefit has been found for prophylactic uterine artery
embolization, too. Therapeutic embolization for post-
partum hemorrhage may avoid hysterectomy in conserva-
tively or expectantly managed women [19].

In our case we have administered antibiotic therapy
because we suspected an initial infection. Prophylactic
antibiotic therapy may be included in the standard care of
expectant management, as in previous studies infections
were reported in 28.1% of cases, with an incidence of sepsis
of 4.2%. One case of septic shock leading tomaternal death
has also been described [2].

For monitoring the degree of placental involution, we
have used color-Doppler and UA doppler velocimetry. Our
findings suggest that a shift froma low- to a high-resistance
flow, along with the loss of placental vascularization at
color-Doppler, may provide reassurance about a correct
involution of the placental site.

Take home message

Our case report suggests that expectant management
may be a safe option after a mid-trimester pregnancy
loss; managing women with PAS expectantly in the mid-
trimester could provide better outcome compared to the
third trimester, because spontaneous detachment of
placental tissue may occur earlier and with a lower risk of
hemorrhage. We believe that expectant management may
be offered to all women with a PAS after a mid-trimester
pregnancy loss who are deemed as clinically stable.
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We recommend that expectant management com-
prises a close follow-up (at least weekly) with a full clinical
evaluation, sonography, and blood tests (CBC, fibrinogen,
PT, PTT, CRP); the patient must be adequately counselled
about the potential benefits of expectant management,
like the preservation of fertility and avoidance of surgery,
and about risks, in particular infection, sepsis, DIC, and
possible need of UAE or demolitive surgery, which may be
needed in 20–40% of cases after an attempt of expectant
management. Patients must be informed about possible
warning signs of the conditions listed above. In case of
signs or symptoms of infection or bleeding, a timely read-
mission of the patient should be considered. Expectant
management must be abandoned if the patient is not
clinically stable because of massive hemorrhage, or if
impending DIC or sepsis are suspected based on clinical
and laboratory findings.

In conclusion, we believe that expectant management
is a reasonable option after mid-trimester pregnancy loss
with PAS, however prospective data are needed to assess
safety and outcomes of this kind of management. In our
opinion, a multidisciplinary approach involving interven-
tional radiologists, gynaecologic oncology surgeons and
obstetrical anaesthesiologists is theway to improve patient
outcomes.

Research funding: None declared.
Author contributions: All authors have accepted respon-
sibility for the entire content of this manuscript and
approved its submission.
Competing interests: Authors state no conflict of interest.
Informed consent: Informed consent was obtained from all
individuals included in this study.
Ethical approval: The local Institutional Review Board
deemed the study exempt from review.

References

1. Jauniaux E, Bhide A, Kennedy A, Woodward P, Hubinont C,
Collins S. FIGO Placenta Accreta Diagnosis and Management
Expert Consensus Panel. FIGO consensus guidelines on placenta
accreta spectrum disorders: prenatal diagnosis and screening.
Int J Gynaecol Obstet 2018;140:274–80.

2. Sentilhes L, Ambroselli C, Kayem G, Provansal M, Fernandez H,
Perrotin F, et al.Maternal outcomeafter conservative treatment of
placenta accreta. Obstet Gynecol 2010;115:526–34.

3. Usta IM, Hobeika EM, Musa AA, Gabriel GE, Nassar AH. Placenta
previa-accreta: risk factors and complications. Am J Obstet
Gynecol 2005;193:1045–9.

4. Jauniaux E, Collins S, Burton GJ. The placenta accreta spectrum:
pathophysiology and evidence-based anatomy for prenatal
ultrasound imaging. Am J Obstet Gynecol 2017;218:75–87.

5. Mogos MF, Salemi JL, Ashley M, Whiteman VE, Salihu HM. Recent
trends in placenta accreta in the United States and its impact on
maternal-fetal morbidity and healthcare-associated costs, 1998–
2011. J Matern Fetal Neonatal Med 2016;29:1077–82.

6. Jauniaux E, Chantraine F, Silver RM, Langhoff-Roos J. FIGO
placenta accreta diagnosis and management expert consensus
panel, FIGO consensus guidelines on placenta accreta spectrum
disorders: epidemiology. Int J Gynecol Obstet 2018;140:265–73.

7. Salmanian B, Fox KA, Arian SE, Erfani H, Clark SL, Aagaard KM,
et al. In vitro fertilization as an independent risk factor for
placenta accreta spectrum. Am J Obstet Gynecol 2020;223:
568.e1–5.

8. Saito K, Kuwahara A, Ishikawa T,Morisaki N,MiyadoM,MiyadoK,
et al. Endometrial preparation methods for frozen-thawed
embryo transfer are associated with altered risks of hypertensive
disorders of pregnancy, placenta accreta, and gestational
diabetes mellitus. Hum Reprod 2019;34:1567–75.

9. Kaser DJ, Melamed A, Bormann CL, Myers DE, Missmer SA, Walsh
BW, et al. Cryopreserved embryo transfer is an independent risk
factor for placenta accreta. Fertil Steril 2015;103:1176–84.

10. Alfirevic Z, Tang AW, Collins SL, Robson SC, Palacios-
Jaraquemada J, Ad-hoc International AIP Expert Group. Pro forma
for ultrasound reporting in suspected abnormally invasive
placenta (AIP): an international consensus. Ultrasound Obstet
Gynecol 2016;47:276–8.

11. Shainker SA, Coleman B, Timor-Tritsch IE, Bhide A, Bromley B,
Cahill AG, et al. Special Report of the Society for Maternal-Fetal
Medicine Placenta Accreta Spectrum Ultrasound Marker Task
Force: consensus on definition of markers and approach to the
ultrasound examination in pregnancies at risk for placenta
accreta spectrum. Am J Obstet Gynecol 2021;224:B2–14.

12. Doulaveris G, Ryken K, Papathomas D, Estrada Trejo F, Fazzari MJ,
Rotenberg O, et al. Early prediction of placenta accreta spectrum
in women with prior cesarean delivery using transvaginal
ultrasound at 11–14 weeks. Am J Obstet Gynecol MFM 2020;2:
100183.

13. Jha P, Pōder L, Bourgioti C, Bharwani N, Lewis S, Kamath A, et al.
Society of Abdominal Radiology (SAR) and European Society of
Urogenital Radiology (ESUR) joint consensus statement for MR
imaging of placenta accreta spectrumdisorders. Eur Radiol 2020;
30:2604–15.

14. American College of Obstetricians and Gynecologists;
Society for Maternal-Fetal Medicine. Obstetric care consensus no.
7: placenta accreta spectrum. Obstet Gynecol 2018;132:e259–75.

15. Sentilhes L, Kayem G, Chandraharan E, Palacios-Jaraquemada J,
Jauniaux E. FIGO consensus guidelines on placenta accreta
spectrum disorders: conservative management. Int J Gynecol
Obstet 2018;140:291–8.

16. Sentilhes L, Kayem G, Ambroselli C, Provansal M, Fernandez H,
Perrotin F, et al. Fertility and pregnancy outcomes following
conservative treatment for placenta accreta. Hum Reprod 2010;
25:2803–10.

17. Biele C, Kaufner L, Schwickert A, Nonnenmacher A,
von Weizsäcker K, Muallem MZ, et al. Conservative management
of abnormally invasive placenta complicated by local
hyperfibrinolysis and beginning disseminated intravascular
coagulation. Arch Gynecol Obstet 2021;303:61–8.

18. Desbriere R, Pascal A, KatsogiannouM, Mace P, Laplane C, Amar-
Millet A, et al. Delayed disseminated intravascular coagulation
revealed by spontaneous hematomas after conservative

6 Fumagalli et al.: Expectant management of placenta accreta in the mid-trimester



treatment of placenta percreta. Eur J Obstet Gynecol Reprod Biol
2018;226:77–8.

19. Collins SL, Alemdar B, van Beekhuizen HJ, Bertholdt C, Braun T,
Calda P, et al. International Society for Abnormally Invasive
Placenta (IS-AIP). Evidence-basedguidelines for themanagement
of abnormally invasive placenta: recommendations from the
International Society for Abnormally Invasive Placenta. Am J
Obstet Gynecol 2019;220:511–26.

20. Ou J, Peng P, Teng L, Li C, Liu X. Management of patients with
placenta accreta spectrum disorders who underwent pregnancy
terminations in the second trimester: a retrospective study. Eur J
Obstet Gynecol Reprod Biol 2019;242:109–13.

Supplementary Material: The online version of this article offers
supplementary material (https://doi.org/10.1515/crpm-2021-0008).

Fumagalli et al.: Expectant management of placenta accreta in the mid-trimester 7

https://doi.org/10.1515/crpm-2021-0008

	Expectant management of placenta accreta after a mid-trimester pregnancy loss: a case report and a short review
	Introduction
	Case presentation
	Discussion
	Take home message
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (Euroscale Coated v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.7
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /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 false
  /MaxSubsetPct 1
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /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 10
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /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 false
  /MonoImageMinResolution 600
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1000
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.10000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError false
  /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 <<
    /DEU <>
    /ENU ()
    /ENN ()
  >>
  /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
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        0
        0
        0
        0
      ]
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName (ISO Coated v2 \(ECI\))
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName <FEFF005B0048006F006800650020004100750066006C00F600730075006E0067005D>
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements true
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 8.503940
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /UseName
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [600 600]
  /PageSize [595.276 841.890]
>> setpagedevice


