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Back in the 1950s, studies began 
to report differences in rates of

coronary heart disease (CHD) between
different ethnic groups. The stark statistic,
demonstrated in populations from around
the world, was that the south Asian 
group (predominantly people from India,
Bangladesh, Pakistan and Sri Lanka) tended
to have significantly higher rates of CHD
than indigenous populations (Figure 1).1–4

ETHNIC DIFFERENCES IN CORONARY
HEART DISEASE
Shaper and Jones in 1959 stated that ‘in
the African population of Uganda, CHD 
is almost non-existent. In the Asian
community, on the other hand, CHD is a
major problem’.1 Adelstein in 1963 pointed
out that among South Africans, ‘Asians’
(almost entirely of Indian descent) showed
the most unfavourable mortality rates
from cardiovascular disease and that these
rates were among the highest of the
national rates ever documented on record.3

Worryingly, Walker presented similar
findings from South Africa 17 years later,
as he examined the death certificates of
members of different ethnic populations in
Johannesburg who had died of ischaemic

heart disease. The high mortality rate 
from CHD seen in white populations
(especially among the Jewish sector) 
was matched and indeed exceeded by 
CHD rates in the Indians, while the rate
among those deemed ‘coloured’ and 
‘black’ was lower.5

Coronary heart disease in the UK
CHD remains the most common cause 
of premature death in the UK population
as a whole, although mortality has been
falling continuously since its peak in 
the early 1970s.6,7 We have much to be
proud of in terms of the steady decline 
of CHD mortality over the past three
decades, but the battle is by no means
won, either at a population level or for
different ethnic groups. 

Although south Asian 
men have higher rates of
coronary heart disease and
diabetes than the general
population, there are some
health benefits for this
ethnic group.

Figure 1. South Asians have substantially higher rates of diabetes than the general
population, which is an important risk factor for coronary heart disease in this ethnic group
(”Belmonte/Science Photo Library)
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UK studies of mortality in the 1970s and
1980s highlighted differences in the cause
of death between different immigrant
groups. Balarajan presented data based on
the 1981 census showing that mortality
from ischaemic heart disease was highest
in men born on the Indian subcontinent,
with a standardised mortality ratio (SMR)
of 136,8 adding value to the data he had
presented seven years earlier showing
higher proportional mortality due to
ischaemic heart disease in immigrants 
to England and Wales from the Indian
subcontinent.9

A study based on the 1991 census revealed
higher SMRs for those born in south Asia.10

This study demonstrated that between
1971 and 1991, SMRs for ischaemic heart
disease in the general UK population fell by
29 per cent for men, while south Asian
immigrants experienced a shallower
decline (20 per cent for men). Disparities 
in patterns of change were therefore
beginning to be apparent more than 40
years ago. Latest data from the 2001 UK
census noted that although coronary
mortality fell among migrants, the rate
ratios for coronary mortality remain higher
for men from south Asia.11–13

The UK is not unique in that ethnic
disparities in CHD mortality continue to 
be reported from around the globe. Sheth
et al. reported on cardiovascular mortality
among Canadians of European, south
Asian and Chinese origin from 1979 to
1993.14 In their analysis of 1.2 million
deaths, rates of death from ischaemic heart
disease were highest among Canadians 
of south Asian origin, whereas those of
Chinese origin had a substantially lower
rate. In Palaniappan et al.’s (2004) study 
of CHD mortality for six ethnic groups 
in California between 1990 and 2000,
proportional mortality rates were highest
in Asian Indian men (161).15

DIABETES IN SOUTH ASIAN MEN
Why is this higher rate of CHD harboured
in the south Asian man? It is well known

that south Asians have substantially 
higher rates of diabetes, in some areas
four- to six-fold higher than the general
population, and this is often the most
obvious CHD risk factor in this ethnic
group (Table 1).16 Diabetes poses a
disproportionately increased risk of
morbidity and mortality from CHD. In a
prospective cohort study of 828 south
Asian and 27 962 non-south Asian patients
in the UK with insulin-treated diabetes
diagnosed at ages below 50 years, the 
SMR for south Asians (mainly of Indian or
Pakistani descent) diagnosed with diabetes
before 30 years of age was 3.9 (95 per cent
CI 2.0–6.9) in men and 10.1 (5.6–16.6) in
women, and in corresponding non-south
Asian men and women, 2.7 (2.6–2.9) and
4.0 (3.6–4.3), respectively.17

That diabetes mellitus may have a worse
prognosis in south Asians for future
adverse coronary outcomes and diabetes-
related complications has been proposed
by others,18 with the finding that not only
do south Asian patients have poorer
knowledge and understanding of
diabetes,19 but that the disease process 
per se continues at an accelerated pace
towards end-organ damage, for example,
CHD, renal failure, retinopathy and erectile
dysfunction. Aside from diabetes, the usual

suspects of sedentary lifestyle, tobacco use
(in some instances smokeless tobacco in
south Asians), poor diet, dyslipidaemia 
and hypertension all contribute to
cardiovascular risk in south Asians.16

The migrant studies eluded to thus far
have shown clear disparities in CHD
between ethnic groups. Does the south
Asian man escape with a generational
leap? It appears not, since studies
demonstrate that British-born children of
south Asian origin under the age of 10
have a tendency to insulin resistance20

and obesity.21 A persistence of lower 
birth weight in second-generation 
south Asian babies born in the UK has 
been observed by others,22 which may
ultimately result long-term in higher 
than average rates of diabetes and 
heart disease. Consequently, risk
calculators or algorithms proposed 
in NICE guidelines for estimating
cardiovascular risk weight accordingly 
for being a south Asian man.

CANCER INCIDENCE
However, things are not all bad news for
the south Asian man. Historically, there 
has been good news on the cancer front.
South Asians have a lower incidence of
cancer than the general population, with
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Coronary mortality rates Higher Lower
Incidence of diabetes Higher Lower
Age of onset of diabetes Younger Older
Age of onset of coronary disease Younger Older
Incidence of cancer Lower Higher
Cancer mortality rates Lower Higher
Prevalence of smoking High in Equivalent to 

Bangladeshis only Pakistani south Asians, 
higher than 
Indian south Asians

Incidence of prostate cancer Lower Higher
Access to coronary intervention Equivalent Equivalent
Uptake of statin treatment Higher Lower
Prognosis of coronary disease Equivalent Equivalent 

South Asian White

Table 1. Ethnic differences in health and disease between men of white European and south
Asian descent
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standardised incidence ratios of all
malignant neoplasms reported as 68 per
cent lower in men,23 while SMRs for all
cancers have been reported between 58 
at their best in Indian men to 85 at their
worst in Bangladeshi men, both still better
than the general population average.24

Beware, however, the dark clouds on the
horizon. Economic development has
resulted in an increased uptake of
sedentary lifestyle, tobacco use and high-
fat diets, leading to the epidemiological
transition as originally described by
Omran.25 Increasing adoption of the
detrimental aspects of a developed 
world lifestyle is resulting in a shift of
epidemiological patterns of cancer in south
Asians living in both the developed and
developing global economies. 

Rates of cancer in south Asians in England
are higher than those seen on the Indian

subcontinent,26 and the incidence of breast
cancer is increasing in south Asian women
too.27 Lung cancer mortality is currently
lower among south Asian populations than
in the general population of England and
Wales, but it should be remembered that it
is still the commonest cancer among south
Asian men and its incidence is on the
increase, so one must not be blasé about
the fight against tobacco.28

All-cancer mortality in south Asian
migrants has been found to increase with
duration of residence in England and
Wales, even after adjusting for socio-
economic position.29 Prostate cancer in
south Asian men in England remains at a
lower incidence level in comparison with
their white counterparts.30 Whether this
will increase in the future to match white
populations is hard to predict in the
absence of a less clear causal pathway
compared to cancers such as lung and

colorectal cancers, which are more clearly
driven by lifestyle factors, but surveillance
of statistics is essential.

PREVALENCE OF SMOKING
Clearly there are inequalities in healthcare
for many populations, but from a health
needs assessment perspective, south Asian
populations are often found wanting in
most public health analyses. Such
inequalities arise as a result of a complex
interplay of awareness, appropriateness,
access and acquisition of services. For
example, 43 per cent of Bangladeshi men
smoke compared to the national average of
27 per cent,28 yet in spite of high levels of
motivation to quit, Bangladeshis tend to
rely on willpower rather than on health
service interventions, resulting in poor 
quit rates.31 Ethnic minority patients are
significantly less likely to receive advice 
on smoking cessation.32 Like the white
European population, studies find that

CARDIOVASCULAR MEDICINE

TRENDS IN UROLOGY & MEN’S HEALTH     MAY/JUNE 2012 www.trendsinurology.com

13

Coronary mortality rates higher in south Asians Focus on prevention – treat coronary risk factors earlier in south Asians
Incidence of diabetes higher in south Asians

Age of onset of diabetes younger in south Asians Focus on prevention – treat coronary risk factors earlier in south Asians, 
Age of onset of coronary disease younger in with lifestyle interventions from childhood (especially in avoiding 
south Asians central obesity from diet and physical inactivity)

Incidence of cancer lower in south Asians Avoid complacency by ensuring uptake of risk factors does not increase, 
Cancer mortality rates lower in south Asians and ensure continuing awareness and equitable access to screening 

services in minority ethnic groups

Prevalence of smoking higher in Bangladeshis Target Bangladeshis in particular, but also be aware of the higher 
prevalence of smokeless tobacco products in all south Asian groups, in 
particular women

Incidence of prostate cancer lower in south Asians Avoid complacency, ensuring continuing awareness and equitable access 
to screening services in minority ethnic groups

Access to coronary intervention equivalent Maintain the status quo

Uptake of statin treatment higher in south Asians Maintain the status quo if appropriate

Prognosis of coronary disease equivalent Maintain the status quo

Problem Solution for the healthcare practitioner 

Table 2. Key interventions recommended to reduce the inequality in health between men of white European and south Asian descent 
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those in higher south Asian social classes
have higher quit rates too.33

Differential uptake rates for screening
programmes by ethnic group have also
been reported, with one pilot study on the
uptake of colorectal screening for ethnic
groups reporting significantly lower rates
among south Asians.34

ACCESS TO CORONARY INTERVENTION
AND UPTAKE OF STATINS
Is there any good news for the south Asian
man aside from the rising prowess of the
Indian Premier League of cricket? Some
good news might be appearing in the 
CHD world. It has long been recognised
that access to coronary revascularisation
services may, paradoxically, be increased 
in deprived areas in the UK (where south
Asian communities tend to reside),
probably as a result of their proximity 
to specialist cardiac centres such as
teaching hospitals.35

The introduction of pay-for-performance
incentives in UK primary care has been
shown to be associated with better and
more equitable management of CHD across
ethnic groups,36 and general practices with
a higher proportion of south Asian patients
have been reported as having higher rates
of coronary angiography.37 In populations
already selected for coronary angiography,
south Asians were also not inequitably
managed in terms of prescription
medication,38 while the prognosis of
coronary disease is equitable when
comparing south Asians and white patients
who have presented with angina.39

Furthermore, more recent studies using
data from the 2001 census and Quality 
and Outcomes Framework suggest that
medical therapy such as statins, which 
play an important role in improving
prognosis,40 is relatively more highly
prescribed in south Asians and more
deprived communities, suggesting that 
the needs of this high-risk group are being
addressed in the NHS.41

Overall, the well-known predisposition of
the south Asian man to CHD necessitates
an ever-greater vigilance in terms of
preventing the emergence of risk factors
and/or addressing them aggressively once
present (Table 2). In the absence of
symptoms, a man is a man when it comes
to differentiating on the basis of ethnicity,
but when it comes to awareness, not
possessing a heightened awareness to
these risk factors could blight the future of
the south Asian man. 

Declaration of interests
Justin Zaman and Kiran Patel are,
respectively, Deputy Chair and Chair of the
Board of Trustees of the South Asian
Health Foundation, a UK charity.

REFERENCES
1. Shaper AG, Jones KW. Serum-cholesterol, 

diet, and coronary heart-disease in Africans 
and Asians in Uganda. Lancet 1959;2:534–7.

2. Miller GJ, Beckles GL, Alexis SD, et al. Serum
lipoproteins and susceptibility of men of 
Indian descent to coronary heart disease. 
The St James Survey, Trinidad. Lancet 1982;
2:200–3.

3. Adelstein AM. Some aspects of cardiovascular
mortality in South Africa. Br J Prev Soc Med
1963;17:29–40.

4. Pedoe HT, Clayton D, Morris JN, et al. Coronary
heart-attacks in East London. Lancet 1975;2:
833–8.

5. Walker AR. The epidemiology of ischaemic heart
disease in the different ethnic populations in
Johannesburg. S Afr Med J 1980;57:748–2.

6. Griffiths C, Brock, A. Twentieth century mortality
trends in England and Wales. Health Stat Q
2003:5–17.

7. Peterson S, Peto V, Rayner M. Coronary heart
disease statistics. London: British Heart
Foundation, 2004.

8. Balarajan R. Ethnic differences in mortality from
ischaemic heart disease and cerebrovascular
disease in England and Wales. BMJ
1991;302:560–4.

9. Balarajan R, Bulusu L, Adelstein AM, Shukla V.
Patterns of mortality among migrants to England
and Wales from the Indian subcontinent. Br Med
J (Clin Res Ed) 1984;289:1185–7.

10. Wild S, McKeigue P. Cross sectional analysis of
mortality by country of birth in England and
Wales, 1970–92. BMJ 1997;314:705–10.

11. Harding S, Rosato M, Teyhan A. Trends for
coronary heart disease and stroke mortality
among migrants in England and Wales, 1979–
2003: slow declines notable for some groups.
Heart 2008;94:463–70.

12. Wild SH, Fischbacher C, Brock A, et al. Mortality
from all causes and circulatory disease by
country of birth in England and Wales 2001–
2003. J Public Health (Oxf) 2007;29:191–8.

13. Fischbacher CM, Steiner M, Bhopal R, et al.
Variations in all cause and cardiovascular
mortality by country of birth in Scotland, 
1997–2003. Scott Med J 2007;52:5–10.

14. Sheth T, Nair C, Nargundkar M, et al.
Cardiovascular and cancer mortality among
Canadians of European, south Asian and Chinese
origin from 1979 to 1993: an analysis of 1.2
million deaths. CMAJ 1999;161:132–8.

15. Palaniappan L, Wang Y, Fortmann SP. Coronary
heart disease mortality for six ethnic groups in
California, 1990–2000. Ann Epidemiol 2004;
14:499–506.

16. Patel KCR, Bhopal R. Diabetes epidemic in the
South Asian Diaspora: action before desperation.
J R Soc Med 2007;100:115–16.

17. Swerdlow AJ, Laing SP, dos Santos Silva I, et al.
Mortality of South Asian patients with insulin-
treated diabetes mellitus in the United Kingdom:
a cohort study. Diabet Med 2004; 21:845–51.

18. McElduff P, Edwards R, Burns JA, et al.
Comparison of processes and intermediate
outcomes between South Asian and European
patients with diabetes in Blackburn, north-west
England. Diabet Med 2005;22:1226–33.

19. Rankin J, Bhopal R. Understanding of heart
disease and diabetes in a South Asian
community: cross-sectional study testing the
‘snowball’ sample method. Public Health
2001;115:253–60.

20. Whincup PH, Gilg JA, Papacosta O, et al. Early
evidence of ethnic differences in cardiovascular
risk: cross sectional comparison of British South
Asian and white children. BMJ (Clin Res Ed)
2002;324:635.

21. Nightingale CM, Rudnicka AR, Owen CG, et al.
Patterns of body size and adiposity among UK
children of South Asian, black African-Caribbean
and white European origin: Child Heart And

CARDIOVASCULAR MEDICINE

www.trendsinurology.com TRENDS IN UROLOGY & MEN’S HEALTH     MAY/JUNE 2012

14

Zaman Asian men_Layout 1  16/05/2012  14:32  Page 4



CARDIOVASCULAR MEDICINE

TRENDS IN UROLOGY & MEN’S HEALTH     MAY/JUNE 2012

16

health Study in England (CHASE Study). Int J Epidemiol 2011;40:33–44.
22. Margetts BM, Mohd Yusof S, Al Dallal Z, Jackson AA. Persistence of lower birth

weight in second generation South Asian babies born in the United Kingdom. 
J Epidemiol Community Health 2002;56:684–7.

23. Harding S, Rosato M. Cancer incidence among first generation Scottish, Irish,
West Indian and South Asian migrants living in England and Wales. Ethn
Health 1999;4:83–92.

24. Wild SH, Fischbacher CM, Brock A, et al. Mortality from all cancers and lung,
colorectal, breast and prostate cancer by country of birth in England and
Wales, 2001–2003. Br J Cancer 2006;94:1079–85.

25. Omran AR. The epidemiologic transition. A theory of the epidemiology of
population change. Milbank Mem Fund Q 1971;49:509–38.

26. Winter H, Cheng KK, Cummins C, et al. Cancer incidence in the south Asian
population of England (1990–92). Br J Cancer 1999;79:645–54.

27. Velikova G, Booth L, Johnston C, et al. Breast cancer outcomes in South Asian
population of West Yorkshire. Br J Cancer 2004;90:1926–32.

28. Smith LK, Peake MD, Botha JL. Recent changes in lung cancer incidence for
south Asians: a population based register study. BMJ 2003;326:81–2.

29. Harding S. Mortality of migrants from the Indian subcontinent to England and
Wales: effect of duration of residence. Epidemiology 2003;14:287–92.

30. Metcalfe C, Patel B, Evans S, et al. The risk of prostate cancer amongst South Asian
men in southern England: the PROCESS cohort study. BJU Int 2008;102:1407–12.

31. White M, Bush J, Kai J, et al. Quitting smoking and experience of smoking
cessation interventions among UK Bangladeshi and Pakistani adults: the views
of community members and health professionals. J Epidemiol Community
Health 2006;60:405–11.

32. Stewart A, Rao J, Osho-Williams G, et al. Audit of primary care angina
management in Sandwell, England. J Roy Soc Promot Health 2002;122:112–17.

33. Jefferis BJMH, Power C, Graham H, Manor O. Changing social gradients in
cigarette smoking and cessation over two decades of adult follow-up in a
British birth cohort. J Public Health 2004;26:13–18.

34. The UK CRC Screening Pilot Evaluation (Ethnicity) Team. Ethnicity: UK
Colorectal Cancer Screening Pilot. University of Warwick, 2003.

35. Black N, Langham S, Petticrew M. Coronary revascularisation: why do rates vary
geographically in the UK? J Epidemiol Community Health 1995;49:408–12.

36. Millett C, Gray J, Wall M, Majeed A. Ethnic disparities in coronary heart disease
management and pay for performance in the UK. J Gen Intern Med 2009;24:8–13.

37. Jones M, Ramsay J, Feder G, et al. Influence of practices’ ethnicity and
deprivation on access to angiography: an ecological study. Br J Gen Pract
2004;54:423–8.

38. Feder G, Crook AM, Magee P, et al. Ethnic differences in invasive management
of coronary disease: prospective cohort study of patients undergoing
angiography. BMJ 2002;324:511–16.

39. Zaman MJ, Junghans C, Sekhri N, et al. Presentation of stable angina pectoris
among women and South Asian people. CMAJ 2008;179:659–67.

40. Ferrieres J, Cambou JP, Gueret P, et al. Effect of early initiation of statins on
survival in patients with acute myocardial infarction (the USIC 2000 Registry).
Am J Cardiol 2005;95:486–9.

41. Ashworth M, Lloyd D, Smith RS, et al. Social deprivation and statin prescribing:
a cross-sectional analysis using data from the new UK general practitioner
‘Quality and Outcomes Framework’. J Public Health 2007;29:40–7.

Zaman Asian men_Layout 1  16/05/2012  14:32  Page 5



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles false
  /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 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments false
  /ParseDSCCommentsForDocInfo false
  /PreserveCopyPage false
  /PreserveDICMYKValues true
  /PreserveEPSInfo false
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile (None)
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.00000
  /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 1.00000
  /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 false
  /MonoImageDownsampleType /Average
  /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 (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile 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 [2540 2540]
  /PageSize [612.000 792.000]
>> setpagedevice




