
‘Is your health crushed by raging diseases?
Is mankind generally tormented with
epidemical maladies? ‘tis all for your sins.’ 
Robert Burton, 16281

‘Fat people are just greedy.’
Hamish Meldrum, Chair, BMA Council,
20112

When Burton condemned sinners,
obesity was scarce, but when

Meldrum cited the third of the Seven
Deadly Sins as the cause of obesity, 68 per
cent of the male population was suffering
from excess weight: a two-to-one majority
over the lean. Meldrum’s criticism has a
moral dimension; greed is not simply
eating too much, it implies covetousness
and gaining more than one’s fair share 
at others’ expense. It is not difficult to
understand how flawed personal choice
plays some role in the epidemic, but 
to blame the whole situation on greed 
is unhelpful. 

Obesity is a normal response to an
abnormal environment, otherwise called
the ‘eternal consumption engine’, an
environment that an individual cannot
change, only interact with. Genetics and
epigenetics play a role – governing the
genetic ‘hand of cards’, and its expression
depending on one’s mother’s behaviour 

in pregnancy. Adenoviruses, endocrine
disrupters, gut microbes and many other
causes have been cited, all of which 
make obesity prevention in the hands of
clinicians more broad-ranging than simple
opportunistic advice or education, to include
more intensive and comprehensive healthy
lifestyle measures. The clinician’s role starts
when the obese man attends clinic because
of his weight, the resultant type 2 diabetes,
heart disease, sleep apnoea, cancer or 
any other comorbidities; or something
completely unrelated. 

Studies such as Counterweight and the
Camden Weight Loss Trial demonstrate
that weight loss is feasible in real-life
primary care, across populations, but 
also that it is extremely difficult, and 
only small amounts can be lost and
maintained over time. But in interpreting
the results of such studies, it must be
remembered that there is a considerable
amount more that can be done for an
obese person than simply inducing loss 
of a few kilograms. 
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Modern management of
obesity in men

Management of obesity includes identifying and engaging
with the patient, as well as screening for and treating any
comorbidities. David Haslam discusses the roles of dietary
restriction, physical activity, drugs and surgery in weight
loss management.

DAVID HASLAM

David Haslam, FRCGP, FRCP, FFPH,
FAcadMed(Hon), CBE, GP, Hertfordshire;
Bariatric Physician, Luton and Dunstable
Hospital; Chair, National Obesity Forum

Figure 1. Screening of high-risk patients in
primary care picks up raised cardiovascular risk
factors, allowing early intensive management
(©Simon Fraser/Science Photo Library)
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FACTORS INVOLVED IN OBESITY
MANAGEMENT
Identification
Identification of an individual at risk
because of his weight is best done visually:
an expanded abdomen is easy to spot,
whether he is consulting on a weight-
related topic, or with an unrelated problem,
or is only accompanying the patient as
father or husband. 

Engagement
The most difficult, but arguably the most
important, step in the weight management
programme is engagement, which can
occur in the remaining one minute of 
an unrelated consultation. However, it 
can just as easily lead to alienation if 
done clumsily. The simple question ‘how’s
your general health?’ can introduce the
appropriate conversation. 

Screening and management
The patient’s height, weight and blood
pressure should be recorded, and blood
tested for fasting glucose, HbA1c, lipids,
etc (Figure 1). As long as the promise 
of follow-up is made, opportunistic 
best practice in obesity can take place
rapidly. 

Studies such as ADDITION demonstrate
that stepwise screening of high-risk
patients in primary care picks up raised
cardiovascular risk factors, so that early
intensive management can occur.3 A
further argument for screening obese men
is that it targets a high-risk population,
and is broad-based, looking for conditions
such as hypertension, dyslipidaemia,
diabetes and sleep apnoea. Screening 
will therefore have a much higher 
pick-up rate and save time in the 
future by enabling early management 
of comorbid illnesses and cardiovascular
risk factors. 

Weight reduction
Weight reduction is the final, and in 
some ways least important, factor in
obesity management.

TYPES OF OBESE MEN
There are arguably four groups of 
obese men:
• those who do not yet suffer overt 

illness: weight loss is beneficial, and
accompanied by a reduction in global risk
if successfully maintained long term

• those with type 2 diabetes or sleep
apnoea who suffer because of obesity,
for whom weight reduction (or at the
very least avoiding weight gain) is an
essential element of treatment

• in some patients, the increasingly
recognised ‘obesity paradox’ suggests
that weight loss is actually inappropriate,
eg those with heart failure4 or post
percutaneous coronary intervention,5

and that a degree of excess waist
circumference promotes more 
favourable outcomes

• in another group of men, although weight
loss would be beneficial, it cannot be
achieved or maintained, but as long as
identification, engagement and risk reduction
has occurred, they can still be considered
successful in obesity management.

Obesity is the only ‘must-have’ condition
to qualify someone for the metabolic
syndrome, according to International
Diabetes Federation criteria; the presence
of obesity adds an estimated 50 per cent to
a man’s cardiovascular disease risk score. 
A South Asian man incurs the same risk at
a body mass index (BMI) of around 22 as
that of a European man with a BMI of 30.6

WEIGHT MANAGEMENT
The cornerstones of weight management
are physical activity and diet, with
behaviour change underpinning both. 

Physical activity
Hieronymus Cardanus, who was born in
Pavia, Italy, in 1500: 

‘condemns exercise as prejudicial to health;
and that by comparing the longevity of
trees to the ordinary duration of animal
life, he attributes the long life of the first
to their immobility’.7

He was wrong. Guidelines suggest that 
30 minutes of brisk walking on five days 
a week is sufficient to maintain good
health, but 60–90 minutes are required 
to lose weight or to maintain weight 
lost. Although a useful rule of thumb, 
such guidelines are oversimplistic –
physical activity should be encouraged 
as much as possible, especially within 
the daily routine, and sedentary behaviour
minimised. 

Diet
‘We account it a great glory for a man to
have his table daily furnished with variety
of meats; but hear the physician, he pulls
thee by the ear as thou sittest, and telleth
thee that nothing can be more noxious to
thy health than such variety and plenty.’
Robert Burton, 16281

Fad diets should be avoided, as weight 
is regained immediately the artificial
programme stops. In contrast, regimens
that re-educate eating habits, which 
can be permanently maintained, have 
the capacity to induce long-term 
weight control. Certain commercial
slimming clubs fall into this category. 
Low-carbohydrate approaches are now
generally recognised among clinicians as
appropriate for losing weight effectively
and maintaining loss. Studies such as 
A to Z8 (women) and the Israeli Diet 
Study9 (mainly men) demonstrate their
benefit in reducing global risk. The fact
that carbohydrate, not fat, causes excess
weight and raises cholesterol is counter-
intuitive to some.

Very-low-calorie diets succeed only
alongside psychological support, and 
if the post-diet regimen is sufficiently
different to the original diet. However, 
they can induce degrees of weight loss
second only to bariatric surgery, even 
with diabetes.10 Very-low-calorie diets 
and low-carbohydrate approaches are
particularly useful in men, who often
respond well to highly prescriptive
approaches to nutrition.
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Pharmaceutical treatment options
As the obesity epidemic worsens, the range
of treatment options dwindles. Two highly
effective drugs have been withdrawn –
sibutramine and rimonabant. Sibutramine
was particularly badly handled by 
the authorities, and subsequent data 
from the SCOUT trial, which led to its
withdrawal, have shown – remarkably –
that modest weight loss with the drug is
actually associated with reduction in
subsequent cardiovascular mortality for
the following four to five years, even in
those with pre-existing cardiovascular
disease, if used according to its licence
rather than the artificial criteria of a 
drug trial.11,12

The only remaining agent is orlistat, a
pancreatic lipase inhibitor, which allows 
30 per cent of dietary fat to pass
unabsorbed in faeces. Some research
demonstrates reductions of >10 per 
cent at one year,13 but most clinicians
experience more modest benefit. XENDOS,14

however, demonstrated a 37 per cent
reduction in cumulative incidence of type 2
diabetes; a much stronger recommendation
for its use.

There are promising agents in the pipeline.
Qsymia, a combination of topiramate 
and phentermine, has been the subject 
of a NICE scoping exercise, based on 
trials including CONQUER and SEQUEL,
which demonstrate 10 per cent weight 
loss sustained at two years, accompanied
by improvements in metabolic risk 
factors. It was approved by the Food and
Drug Administration (FDA) in July 2012.

Lorcaserin is a serotonin receptor 
agonist, chemically similar to the
withdrawn fenfluramine, apparently
without the associated risks, and 
supported by the BLOOM and BLOSSOM
studies, which shows more modest 
weight loss than topiramate/phentermine
but a better side-effect profile. In June
2012, the FDA approved lorcaserin for 
use in the treatment of obesity for 

adults with a BMI ≥30 or adults with 
a BMI ≥27 who have at least one 
weight-related health condition, such 
as high blood pressure, type 2 diabetes 
or high cholesterol.

Contrave combines naltrexone – currently 
for alcohol and opioid addiction – and
bupropion – an antidepressant and smoking
cessation aid – but is some way off approval.
Empatic, by the same company, in an earlier
stage of development, is bupropion with the
anti-epileptic zonisamide.

Possibly the next agent to be licensed
specifically for obesity will be liraglutide –
the glucagon-like peptide (GLP-1) 
mimetic already licensed for glucose
lowering in type 2 diabetes. Substantial
and significant reductions in HbA1c and
weight, often superior to results with
comparator drugs, have been reported.15

The LEAD trial programme16 assessed its
effectiveness in patients with diabetes, 
at a maximum dose of 1.8mg; doses of
3mg are being studied in obesity, with or
without diabetes.

In addition to liraglutide and exenatide –
the currently licensed GLP-1 agonists –
other drugs are licensed or in development
for type 2 diabetes, especially associated
with obesity. Dipeptidyl peptidase-4 (DPP-4)
inhibitors – gliptins – improve glycaemic
control with weight neutrality, and the
forthcoming glycosuric sodium-glucose
linked transporter (SGLT2) inhibitors such
as dapagliflozin induce weight loss
alongside glycaemic control. Many
traditional agents such as sulphonylureas,
thiazolidinediones and insulin induce
significant, demoralising weight gain: 
a consideration on reviewing therapy.

SURGICAL TREATMENT
Bariatric surgery is growing in importance
in managing obesity and its comorbidities.
Surgical treatment of obesity is cost-
effective and may be the only way some
individuals can lose significant amounts 
of weight and maintain the loss in the 

long term, accompanied by reversal of or
significant improvement in comorbidities
(Figure 2). 

The recent National Bariatric Surgery
Register examined all bariatric procedures
undertaken in 2009/10, clinical outcomes
and cost-economics, examining 86
hospitals and 8710 operations: 3817 
Roux-en-Y gastric bypasses (RYGB), 
2132 laparoscopic adjustable gastric bands
(LAGB) and 588 sleeve gastrectomies.17

The complication rate was far lower than
anticipated, with a rate for primary surgery
of 2.6 per cent and an overall operative
mortality rate of 0.1 per cent and only 
0.2 per cent for RYGB; safer than 
gall-bladder surgery. After a year, average
weight loss was 57.8 per cent of excess
weight (67.8 per cent RYGB), diabetes
resolving in 85.5 per cent of patients.
Economic modelling shows that bariatric
surgery can pay for itself within two
years17 based on clinical costs alone. 

The Office of Health Economics published
‘Shedding the pounds’, which looked at 
the wider economic benefits of bariatric
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Figure 2. Gastric bypass surgery. Frontal X-ray of an
obese patient showing the upper gastrointestinal 
tract six months after gastric bypass surgery
(©Zephyr/Science Photo Library)
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surgery: the contribution of individuals
resuming paid work and stopping benefits
following surgery offsets the costs after a
mere one year.18 If 5 per cent of eligible
patients received surgery, savings at three
years, not including clinical cost savings,
would be £382 million. If 25 per cent
underwent surgery, the figure would be
£1.295 billion.

An American meta-analysis showed a
mean excess weight loss of 61.2 per 
cent for all patients; 47.5 per cent for
banding and 61.6 per cent for RYGB.19

Operative mortality was 0.1 per cent for
restrictive procedures, 0.5 per cent for
RYGB. Diabetes resolved in 76.8 per cent
and resolved or improved in 86.0 per cent 
of patients. Hyperlipidaemia improved in
≥70 per cent. Hypertension was resolved in
61.7 per cent and resolved or improved in
78.5 per cent. Obstructive sleep apnoea
resolved in 85.7 per cent. The landmark
Swedish Obese Subjects study has shown
reduction in mortality with bariatric 
surgery, in particular from myocardial
infarction and cancer.20

Roux-en-Y gastric bypass
In RYGB a segment of stomach is 
isolated from the rest and anastomosed 
to the proximal jejunum, bypassing the
majority of the stomach and the entire
duodenum. This has the advantage of
restricting food intake but also induces 
a degree of malabsorption. However, it 
is becoming increasingly recognised that
degree of weight loss, and in particular 
the rapid resolution of diabetes, which 
can occur before any weight has been 
lost, requires the existence of an as-yet
unidentified mechanism, thought to
involve gut hormones. Two theories
predominate:
• the foregut theory, centring around a

putative ‘anti-incretin’ hormone secreted
by the foregut, which, on ingestion of
food, promotes fat deposition and,
indirectly, insulin resistance and type 2
diabetes. Because sections of the gut are
bypassed, ingested food fails to trigger

release of the hormone, and diabetes is
‘switched off’

• the hindgut theory, which suggests that
the natural incretin effect is enhanced by
food arriving more rapidly into the distal
small bowel, triggering increased GLP-1
secretion by intestinal L-cells, hence
improved glucose-dependent insulin
secretion and glucagon reduction by
pancreatic b- and a-cells, respectively.

Sleeve gastrectomy
Sleeve gastrectomy is growing in
popularity, making up 8.4 per cent of
operations in the UK in 2010. It was initially
developed to be the first part of a two-part
procedure for patients considered too high
risk to undergo immediate RYGB safely, but is
now performed standalone because of the
excellent weight loss induced. The greater
curvature of the stomach is excised, leaving
the stomach as a narrow sleeve, restricting
food intake, but with the cardiac and pyloric
sphincters intact. 

Laparoscopic adjustable gastric band
This operation involves placing an
adjustable band around the top of the
stomach to reduce functional capacity. The
degree of restriction can be manipulated
(but not by the patient) by increasing or
decreasing the pressure through a
subcutaneous epigastric or abdominal port. 

Other procedures
Biliopancreatic diversion and duodenal
switch are more profound methods of
surgery, which induce greater weight loss,
but at a higher risk.

The Endobarrier is a sheath that is introduced
endoscopically; it attaches to the pylorus and
lines the proximal duodenum so that food
passes through the gut without touching the
sides. Currently only experimental in the UK,
it induces improved glycaemic control and
significant weight loss.

NEW INITIATIVES
The medical world is altering, and current
changes in commissioning are possibly more

of a threat than an opportunity for the
modern management of obesity, but for men
in particular – notoriously poor at seeking
help – changes in services are long overdue.
The Men’s Health Forum in particular have
produced highly innovative models, such 
as the Work Fit21 scheme in partnership 
with BT, in which 4400 employees formed
competitive teams within the workplace and
lost a cumulative 10 tonnes. 

‘An insatiable paunch is a pernicious 
sink, and the fountain of all diseases, 
both of body and mind.’
Robert Burton, 16281

The modern management of obesity is not
just to lose that paunch, but to identify
and engage with its owner; and to screen
for and treat the comorbidities. Any
modern method, whether dietary, physical
activity, drug or surgery, must impact all
these areas.

Declaration of interests 
David Haslam has received honoraria 
from NovoNordisk, BMS, MSD, Allergan
and Roche.

REFERENCES
1. Burton R. The anatomy of melancholy,

1628. Ex-classics Project, 2009.
www.exclassics.com

2. Fat people are just greedy. The Telegraph, 
3 August 2007. www.telegraph.co.uk/news/
uknews/1559312/Fat-people-are-just-
greedy-says-BMA-chief.html

3. Sandbaek A, Griffin SJ, Rutten G, 
et al. Stepwise screening for diabetes
identifies people with high but modifiable
coronary heart disease risk. The ADDITION
study. Diabetologia 2008;51:1127–34.

4. Srikanthan P, Horwich TB. The obesity
paradox: time for a new look at an 
old paradigm. Rev Esp Cardiol 2012;
65:403–4.

5. Gruberg L. The impact of obesity on the
short-term and long-term outcomes after
percutaneous coronary intervention: the
obesity paradox? J Am Coll Cardiol 2002;
39:578–84.

CURRENT ISSUES

www.trendsinurology.com TRENDS IN UROLOGY & MEN’S HEALTH     NOVEMBER/DECEMBER 2012

26

Haslam_Obesity1_Layout 1  16/11/2012  14:35  Page 4



6. Gray LJ, Yates T, Davies MJ, et al. Defining obesity cut-off points for
migrant South Asians. PLoS One 2011;6(10):e26464. 

7. Humelbergius Secundus D. Apician morsels. London: Whittaker,
Treacher and Co, 1829;18.

8. Gardner CD, Kiazand A, Alhassan S, et al. Comparison of the Atkins,
Zone, Ornish, and LEARN diets for change in weight and related risk
factors among overweight premenopausal women. The A TO Z Weight
Loss Study: a randomized trial. JAMA 2007;297:969–77.

9. Shai I, Schwarzfuchs D, Henkin Y, et al. for the Dietary Intervention
Randomized Controlled Trial (DIRECT) Group. Weight loss with a 
low-carbohydrate, Mediterranean, or low-fat diet. N Engl J Med
2008;359:229–41.

10. Hallam CL, Lula SI, Broom J, et al. Comparison of weight loss in
patients with type 2 diabetes using a very-low-calorie diet (VLCD)
approach. Poster presentation at the European Congress on Obesity,
May 2012.

11. James WP, Caterson ID, Coutinho W, et al. on behalf of the
SCOUT Investigators. Effect of sibutramine on cardiovascular
outcomes in overweight and obese subjects. N Engl J Med
2010;363:905–17.

12. Caterson ID, Finer N, Coutinho W, et al. on behalf of the SCOUT
Investigators. Maintained intentional weight loss reduces
cardiovascular outcomes: results from the Sibutramine Cardiovascular
OUTcomes (SCOUT) trial. Diabetes Obes Metab 2012;14:523–30. 

13. Sjöström L, Rissanen A, Andersen T, et al. European Multicentre
Orlistat Study Group. Randomised placebo-controlled trial of orlistat
for weight loss and prevention of weight regain in obese patients.
Lancet 1998;352:167–72.

14. Torgerson JS, Hauptman J, Boldrin MN, Sjöström L. Xenical in the
prevention of diabetes in obese subjects (XENDOS) study: a
randomized study of orlistat as an adjunct to lifestyle changes for 
the prevention of type 2 diabetes in obese patients. Diabetes Care
2004;27:155–61.

15. Nauck MA. The design of the liraglutide clinical trial programme.
Diabetes Obes Metab 2012;14(Suppl 2):4–12.

16. Blonde L, Russell-Jones D. The safety and efficacy of liraglutide with
or without oral antidiabetic drug therapy in type 2 diabetes: an
overview of the LEAD 1–5 studies. Diabetes Obes Metab 2009;
11(Suppl. s3):26–34.

17. The National Bariatric Surgery Registry. First registry report to March
2010. Dendrite Clinical Systems Ltd, ISBN 1-903968-27-5.

18. O’Neill P. Shedding the pounds: obesity management, NICE guidance
and bariatric surgery in England. London: Office of Health Economics,
2010.

19. Buchwald H, Estok R, Fahrbach K, et al. Weight and type 2 diabetes
after bariatric surgery: systematic review and meta-analysis. Am J
Med 2009;122:248–56.

20. Sjöström L, Narbro K, Sjöström CD, et al. Effects of bariatric surgery on
mortality in Swedish obese subjects. N Engl J Med 2007;23:741–52.

21. Men’s Health Forum. Workers’ weight loss good for staff and BT.
www.menshealth forum.org.uk/node/19914

CURRENT ISSUES

TRENDS IN UROLOGY & MEN’S HEALTH     NOVEMBER/DECEMBER 2012

28

Haslam_Obesity1_Layout 1  16/11/2012  14:35  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




