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Reduction of needlestick injuries in healthcare
personnel at a university hospital using
safety devices
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Abstract

Background: Healthcare personnel (HCP) is exposed to bloodborne pathogens through occupational risk factors.
The objective of this study was to compare the incidence of needlestick injuries (NSIs) before and after the
introduction of safety devices in all departments of our hospital.

Methods: Data was extracted from mandatory needlestick report forms of the hospital’s Occupational Health Service.
Serological results of patients and healthcare personnel (HCP) were reviewed in the laboratory information system.

Results: In 2007, the year before the introduction of safety devices, 448 needlestick injuries were self-reported,
corresponding to an annual rate of 69.0 NSIs per 1 000 full-time HCP. The highest incidence was observed among
medical staff in the surgery department and internal medicine with 152 (33.9%) and 79 (17.6%) NSIs, respectively. Of all
occupational groups, nurses (36.2%) had the highest risk to sustain NSIs. In 2008 safety devices were introduced across
the hospital, e.g. peripheral venous catheter, hypodermic needle and stapling system for wound sealing providing
active or passive protection. In 2009, the year after introduction of safety devices, only 350 NSIs were reported, the
annual rate of NSIs decreased to 52.4 per 1 000 full-time HCP. Thus an overall reduction of 21.9% for NSIs was achieved
when safer devices were applied. The number of NSIs was reduced by even 50% for blood withdrawal, for use of
peripheral venous catheters and application of hypodermic needles.

Conclusion: The application of safety devices led to a reduction of NSIs and significantly reduces the risk of
bloodborne infections.
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Introduction
In Germany, about 500 000 needlestick injuries (NSIs)
occur annually among healthcare personnel (HCP), in-
cluding injuries from syringes, sewing needles, and other
sharp devices [1,2]. Globally, more than 35 million HCP
face the risk of sustaining a percutaneous injury with a
contaminated sharp instrument every year [3]. The an-
nual number of injuries per healthcare personnel varies
from 0.2 – 4.7/year [4]. Worldwide, the number of HCP
annually exposed to sharps injuries contaminated with
hepatitis B virus (HBV), hepatitis C virus (HCV) or hu-
man immunodeficiency virus (HIV), is estimated at 2.1
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million, 926 000, and 327 000, respectively. Each year, 66
000 HBV, 16 000 HCV and 1 000 HIV infections were
estimated to occur among HCP worldwide due to their
occupational exposure to percutaneous injuries [4].
The risk of transmission of infection via NSI is

reported to be 6 – 30% for hepatitis B (without vaccin-
ation), 2 – 3% for hepatitis C and 0.3% for HIV [1,5].
Vaccination is one of the best ways to protect HCP from
infections, but vaccination is only available against hepa-
titis B. In order to decrease the risk of preventable
infections, complete coverage of vaccination against
hepatitis B should be achieved. As there is still no vac-
cine available against hepatitis C and HIV, preventive
measures against NSIs is of great importance. Although
no available prophylaxis exists for hepatitis C, it is
crucial to identify HCV exposure and infection in
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Table 1 Number and percentage of reported needlestick
injuries in 2007 and 2009 within different professional
groups

NSIs 2007 N (%) NSIs 2009 N (%) p-value

nurses 162 (36.2%) 127 (36.3%) 0.008

medical doctors 151 (33.7%) 114 (32.6%) 0.003

students 72 (16.1%) 65 (18.6%) 0.300

laboratory 16 (3.6%) 9 (2.6 %) 0.145

others 47 (10.5%) 32 (9.1%) 0.025

total 448 (100%) 350 (100%)
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healthcare settings and to consequently propose early
treatment when transmission occurs. In contrast to
HCV, HIV highlights a bloodborne disease that can be
reduced significantly through timely administration of
post exposure prophylaxis (PEP). Reporting occupational
NSIs directly to the occupational health service is of major
importance preventing transmission of bloodborne dis-
eases. Furthermore, reporting facilitates appropriate coun-
selling and timely post exposure interventions.
In Germany, the “Technical Rule 250 – Biological

Agents in Healthcare and Welfare Facilities” requires
that spike, sharp, or breakable devices should be re-
placed by suitable devices or methods, which have no or
low risk for NSIs [6]. This is mandatory for the treat-
ment of patients infected with biosafety level 3 organ-
isms (e.g. HBV, HCV, HIV). Safety devices should be
used for all procedures if infection relevant body fluids
could be transmitted. Strategies are available to prevent
infections due to NSI, including education of HCP and
reduction of invasive procedures. The use of safety
devices can prevent injuries from sharp objects and re-
duce patients’ risk of exposure to the blood of injured
personnel [7]. Nevertheless, the implementation of safety
devices in Germany has partly failed due to higher costs.
The aim of this study was to evaluate the preva-

lence of NSIs among HCP in a university hospital in
Southwestern Germany. Furthermore, the study aimed
to analyse the reduction of NSIs after implementation
of safety devices.

Methods
Needlestick injuries (NSIs) are defined as percutan-
eous injuries with sharp objects contaminated with
blood or other body fluids. The University Hospital
Heidelberg is a 2 000 beds tertiary care hospital and
treated 199 726 patients in the year 2007, 213 847
patients in 2009, which corresponds to an increase
of 6.6% in the number of patients. In 2007, 6493 full-
time healthcare personnel (HCP) were employed, 6683
full-time medical staff was employed in 2009, corre-
sponding to an increase of 2.8% HCP at the University
Hospital Heidelberg.
Serological data was extracted for from the laboratory

information system and data on NSIs from the mandatory
NSI report forms. These forms are available at our univer-
sity hospital since 1997 and are collected at the Occupa-
tional Health Service. The report forms cover occupation
group, kind of activity and procedure under which the
NSI occurred and name of the index patient. Contact of
body fluids with skin or mucous membranes were not
considered in our study. Usually, markers for hepatitis B
virus (HBV), hepatitis C virus (HCV) and human im-
munodeficiency syndrome (HIV) were determined for the
index patient and injured HCP. We investigated all
medical disciplines and all occupational groups, including
students, at our university hospital.
In 2008 safety devices were introduced throughout

the hospital including all departments and all operating
rooms, e.g. peripheral venous catheter, hypodermic needle
and stapling system for wound sealing providing active or
passive protection. In our study, the safety mechanism
was triggered actively for hypodermic needles and butterfly
systems, a passive mechanism was available for peripheral
venous catheters, lancets and port needles. Additional-
ly, training was performed in all departments of the
Heidelberg University Hospital by the Occupational Health
Service and was obligatory for all healthcare personnel in
2008 when the new safety devices were introduced. The
chi-square test was applied for all statistical calculations in
order to compare the number of needlestick injuries before
and after the introduction of safety devices. A p-value
below 0.05 was regarded as statistically significant.

Results
In 2007, altogether 448 NSIs were self-reported. In
2009, one year after the introduction of safety devices
in all departments, a 21.9% decline of NSIs was ob-
served in HCP resulting in 350 NSIs. The annual rate
of NSIs in 2007 was 69.0 per 1 000 full-time HCP and
dropped to an annual rate of 52.4 per 1 000 full-time
HCP in 2009. Infection with HBV, HCV or HIV in nee-
dlestick index patients was high in both years, with a
prevalence of 6.7% in 2007 and 9.0% in 2009 for all
three bloodborne viruses together. In both years, about
5% of the needlestick-injured employees had an insuffi-
cient anti-HBs titer (data not shown).
Of all occupational groups, nurses (36.2%) had the

highest risk to experience NSI, followed by medical
doctors with 33.7% in 2007 (Table 1). The same pheno-
menon was still observed in 2009, however a significant
decrease in the number of NSIs was detected. No signifi-
cant difference was observed for medical students after
the introduction of safety devices, 72 vs. 65 in 2007 and
2009 respectively (p-value 0.300). The highest incidence
of needlestick injuries in 2007 was observed among
medical staff in the surgery department and internal



Table 3 Applied device or performed procedure during
needlestick injury and number of NSIs in 2007 and 2009

NSIs 2007
(N)

NSIs 2009
(N)

Decrease/increase
2009 (p-value)

surgical instrument 102 82 - 19.6% (0.826)

port needle 78 88 + 12.8% (0.008)

stapling system
(wound sealing)

52 35 - 32.7% (0.470)

blood withdrawal 50 27 - 46.0% (0.010)

peripheral venous
catheter

49 21 - 57.1% (0.014)

hypodermic needle 47 20 - 57.4% (0.016)

lancet 19 25 + 31.6% (0.075)

others 51 52 + 2.0% (0.146)

total 448 (100%) 350 (100%) - 21.9%
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medicine with 152 (33.9%) and 79 (17.6%) NSIs, respec-
tively, followed by a decline in 2009 to 119 (34.0%) and
65 (18.6%) NSIs (Table 2).
A wide variation of the number of NSIs was found for

different instruments applied or performed procedures
(Table 3). An increase in the number of NSIs was deter-
mined for the devices port needle and lancet in 2009.
However, after the introduction of safety devices, a clear
decrease in the number of NSIs was observed for stap-
ling systems used for wound sealing, blood withdrawal,
hypodermic needles and peripheral venous catheter in
2009. Taken together, the number of NSIs decreased
overall by 21.9% after the introduction of safety devices.
The highest reduction for NSIs was found when safety
devices were applied for blood withdrawal, peripheral
venous catheter and hypodermic needles.

Discussion
The purpose of this study was to investigate the fre-
quency and cause of needlestick injuries at a university
hospital in southwestern Germany before and after
hospital-wide introduction of safety devices. The risk of
infection by NSIs can be calculated from the number of
accidents, the prevalence of active infection in the pa-
tient population, the probability of infection after percu-
taneous exposure and the proportion of HCP susceptible
to infection [8]. This risk may be reduced by increasing
the vaccination rate against hepatitis B and decreasing
the number of NSIs.
The infection rate with bloodborne diseases in needle-

stick index patients in our study group was 1.7% for HBV,
5.3% for HCV and 2.0% for HIV in 2009. Germany has a
low prevalence of bloodborne infections, prevalence for
anti-HCV is 0.4 – 0.7%, and 0.05% for HIV in the general
population. Thus infections with bloodborne disease of
index patients in our study group are about 10 to 40 times
Table 2 Number and percentage of reported needlestick
injuries in 2007 and 2009 within different departments
of the Heidelberg University Hospital

NSIs 2007 N (%) NSIs 2009 N (%) p-value

surgery 152 (33.9%) 119 (34.0%) 0.002

internal medicine 79 (17.6%) 65 (18.6%) 0.048

gynaecology 45 (10.0%) 37 (10.6%) 0.224

dentistry 41 (9.2%) 22 (6.3%) 0.007

anaesthesisiology 32 (7.1%) 13 (3.7%) 0.005

pediatrics 16 (3.6%) 26 (7.4%) 0.154

psychiatry 12 (2.7%) 3 (0.9%) 0.015

neurology 11 (2.5%) 8 (2.3%) 0.275

radiology 7 (1.6%) 9 (2.6%) 0.700

others 11 (2.5%) 14 (4.0%) 0.759

total 448 (100%) 350 (100%)
higher than in the general German population. Similar re-
sults had been reported by Wicker et al [8]. The high rate
of patients infected with HBV, HCV or HIV among index
patients could be related to a higher reporting of NSIs
when patients are known to be infected.
In our study group, 448 NSIs were self-reported in

2007 to the Occupational Health Service, corresponding
to an annual rate of 69.0 per 1 000 full-time healthcare
personnel. In 2009, when safety devices were used across
all disciplines in our hospital, the annual rate of NSIs de-
creased to 52.4 per 1 000 HCP. The annual rate of NSIs
in Germany in hospitals is 29.9 per 1 000 full-time HCP,
versus 7.4 for all other HCP outside hospitals [9]. Other
studies mostly used an anonymous questionnaire or on-
line survey on a voluntary basis. These studies found
higher rates of NSIs, ranging from 22% to 59% [3,10-12].
Nonreporting rates between 45% and 75% have been
published recently [11-15]. Students had nearly twice
the number of NSIs compared with dentists with ten
years working experience according to Wicker and
Rabenau [16]. In our University Hospital, students have
less experience in error-prone procedures and training is
less intense when compared to nurses and medical doctors.
Involvement in bloodwithdrawals and surgical procedures
increased drastically over the last years, this might explain
the unchanged number of NSIs for students.
A wide variation in the number of reported NSIs was

evident across disciplines, the highest incidence was ob-
served among medical staff in the surgery department
and internal medicine. Wicker et al. have analysed some
disciplines at a university hospital and reported also the
highest incidence of NSIs in the department of surgery
[17]. While accidental NSIs were most frequent in
surgery, the nominal risk of blood-borne virus infection
was greatest in the field of internal medicine due to
increased prevalence of blood-borne pathogens in patients
under treatment in this study [8]. Of all occupational
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groups, nurses had the highest risk to experience NSI,
followed by medical doctors at our hospital. In contrast,
the share of physicians was highest (55.8%), followed by
nurses (22.2%) at the university hospital of Frankfurt,
Germany [17]. Luthi et al. reported physicians having the
highest risk within all occupational groups [18].
The best way to protect against NSI is use of safety

devices. These devices are a suitable and important tool
in the reduction of NSIs, and the implementation of
safety devices should result in an improvement in med-
ical staff ’s health and safety [19,20]. In our study, an over-
all reduction of 21.9% for NSIs was achieved when safer
devices, e.g. peripheral venous catheter, hypodermic nee-
dle and stapling system for wound sealing providing ac-
tive or passive protection, were applied. The number of
NSIs was reduced by even 50% for blood withdrawal, use
of peripheral venous catheters and application of hypo-
dermic needles. Safety devices need to fulfil criteria as a
recognised technical standard, e.g., should be easy to ac-
tivate, intuitive to use, do not hinder use, and have clear
awareness of activation. In our study, the safety mechan-
ism was triggered actively for hypodermic needles and
butterfly systems, a passive mechanism was available for
peripheral venous catheters, lancets and port needles. It
might be speculated that safety devices were sometimes
not adequately activated or used not properly, resulting
in no overall further decrease in the number of NSIs.
According to Butsashvili et al., the most frequent risk for
receiving a cut was related to a false move during a pro-
cedure, reassembling devices and handing devices [21].
They reported the highest proportion of NSIs among
physicians (22%) and nurses (39%) as related to recap-
ping of needles. In a study of Salzer et al., 28% of respon-
dents did not follow established safety regulation such as
accurate disposal of contaminated needles [12]. Safety de-
vices are available for about one third of NSI sustained in
all medical procedures and most HCP reported being sat-
isfied with anti-needlestick devices [14]. A frequent argu-
ment against safety devices is the higher price compared
to conventional sharps. On average, about 50% of all NSIs
could have been avoided by the use of safety devices,
whereas only 13% could have been prevented by orga-
nizational measures [17]. This emphasizes that orga-
nisational measures are not sufficient and implementation
of technical measures is required. The advantage of
protective devices for catheter systems to reduce incidence
of NSI had been reported [22] and was confirmed in our
study as demonstrated by reduction of NSIs by more than
half. An implementation of the safety-Lok resheatable
winged steel needle in a hospital in New York City
demonstrated that NSIs declined by half [23]. The highest
proportion of occupational transmission is due to per-
cutaneous injury via hollow-bore needles with vascular
access [24].
This study refers to self-reported NSIs, the rate of self-
reported NSIs among HCP might have varied in 2007 and
2009. Thus a variation in the rate of reporting cannot be
exluded. However, during the last decade, a continuously
increasing reporting rate was observed at our university
hospital and argues against a significant variation in the
reporting rate. The study did not cover degree of extended
work shifts, time pressure or under-staffing influencing
the number of needlestick infections. For pediatric pa-
tients, only a limited amount of safety devices with mini-
mum loss of blood is available at the moment.
In conclusion, there is a high rate of NSI in the daily

routine of a hospital, the rate of such injuries depends pri-
marily on the medical discipline. Implementation of safety
devices led to an improvement in medical staff ’s safety.

Competing interests
The authors declare that they have no conflict of interest.

Authors’ contributions
CH, LB and PS collected and analysed the data. PS drafted the manuscript.
All authors read and approved the final manuscript.

Acknowledgements
We thank M. Molnar for help with laboratory information system analysis of
NSIs and S. Schnitzler for support with statistical analysis.

Author details
1Occupational Health Service, University Hospital Heidelberg, Heidelberg,
Germany. 2Am Büchsenackerhang 65/1, Heidelberg, Germany. 3Department
of Infectious Diseases, Virology, University of Heidelberg, Heidelberg 69120,
Germany.

Received: 22 February 2013 Accepted: 24 July 2013
Published: 29 July 2013

References
1. Hofmann F, Kralj N, Beie M: Needlestick injuries in healthcare – frequency,

causes, and preventive strategies. Gesundheitswesen 2002, 64:259–266.
2. Müller-Barthelmeh R, Buchholz L, Nübling M, Häberle E: Quality control of

devices with needle protection technology. Arbeitsmed Sozialmed
Umweltmed 2006, 41:210–217.

3. Deisenhammer S, Radon K, Nowak D, Reichert J: Needlestick injuries
during medical training. J Hosp Infect 2006, 63:263–267.

4. Prüss-Üstün A, Rapiti E, Hutin Y: Estimation of the global burden of
disease attributable to contaminated sharps injuries among health-care
workers. Am J Ind Med 2005, 48:482–490.

5. Henderson DK, Fahey BJ, Willy M, et al: Risk for occupational transmission
of human immunodeficiency virus type 1 (HIV-1) associated with clinical
exposures: a prospective evaluation. Ann Intern Med 1990, 113:740–746.

6. Technical Rule 250: biological agents in healthcare and welfare facilities
BArbBL. 2003, 11:53–73. revised version 2006 BArbBL. 17: 193.

7. Mendelson MH, Lin_Chen BY, Solomon R, Bailey E, Kogan G, Goldbold J:
Evaluation of a safety resheatable winged steel needle for prevention of
percutaneous injuries associated with intravascular-access procedures
among healthcare workers. Infect Control Hosp Epidemiol 2003, 24:105–112.

8. Wicker S, Cinatl J, Berger A, Doerr HW, Gottschalk R, Rabenau HF:
Determination of risk of infection with blood-borne pathogens following
a needlestick injury in hospital workers. Ann Occup Hyg 2008, 52:615–622.

9. Nienhaus A, Kesavachandran C, Wendeler D, Haamann F, Dulon M:
Infectious diseases in healthcare workers – an analysis of the
standardized data set of a German compensation board. J Occup Med
Toxicol 2012, 7:8.

10. Schmid K, Schwager C, Drexler H: Needlestick injuries and other
occupational exposures to body fluids amongst employees and medical
students of a German university: incidence and follow-up. J Hosp Infect
2007, 65:124–130.



Hoffmann et al. Journal of Occupational Medicine and Toxicology 2013, 8:20 Page 5 of 5
http://www.occup-med.com/content/8/1/20
11. Sharma GK, Gilson MM, Nathan H, Makary MA: Needlestick injuries among
medical students: incidence and implications. Acad Med 2009,
84:1815–1821.

12. Salzer HJF, Hoenigl M, Kessler HH, et al: Lack of risk-awareness and
reporting behaviour towards HIV infection through needlestick injury
among European medical students. Int J Hyg Environ Health 2011,
214:407–410.

13. Makary MA, Al-Attar A, Holzmueller CG, et al: Needlestick incurie among
surgeons in training. N Engl J Med 2007, 356:2693–2699.

14. Wicker S, Ludwig A-M, Gottschalk R, Rabenau HF: Needlestick injuries
among healthcare personnels: occupational hazard or avoidable hazard?
Wien Klin Wochenschr 2008, 120:486–492.

15. Mir O, Adam J, Veyrie N, et al: Accidental blood exposures among medical
residents in Paris. France Clin Microbiol Infect 2011, 17:464–466.

16. Wicker S, Rabenau HF: Occupational exposures to bloodborne viruses
among German dental professionals and students in a clinical setting.
Int Arch Occup Environ Health 2010, 83:77–83.

17. Wicker S, Jung J, Allwinn R, Gottschalk R, Rabenau HF: Prevalence and
prevention of needlestick injuries among healthcare personnels in a
German university hospital. Int Arch Occup Environ Health 2008,
81:347–354.

18. Luthi JC, Dubois-Arber F, Iten A, Maziero A, Colombo C, Jost J: The
occurrence of percutaneous injuries to healthcare personnels: a
cross-sectional survey in seven Swiss hospitals. Schweiz Med Wochenschr
1998, 128:536–543.

19. Cullen BL, Genasi F, Symington I, et al: Potential for reported needlestick
injury prevention among healthcare workers through safety device
usage and improvement of guideline adherence: expert panel
assessment. J Hosp Infect 2006, 63:445–451.

20. Visser L: Toronto hospital reduces sharps injuries by 80%, eliminates
blood collection injuries. A case study: Toronto East General Hospital
pioneers healthcare worker safety. Healthc Q 2006, 9:68–70.

21. Butsashvili M, Kamkamidze G, Kajaia M, et al: Occupational exposure to
body fluids among healthcare personnels in Georgia.
Occup Med 2012. Epub.

22. Ruiz-Sternberg A, Velez-Van-Meerbeke A, Ruiz-Sternberg J: Clinical
acceptability and ease o fuse of a safety IV catheter system. Curr Med Res
Opin 2012, 28:1381–1387.

23. Mendelsohn MH, Short LJ, Schechter CB, et al: Study of a needleless
intermittent intravenous-access system for peripheral infusions: analysis
of staff, patient and institutional outcomes. Infect Control Hosp Epidemiol
1998, 19:401–406.

24. Deuffic-Burban S, Delarocque-Astagneau E, Abiteboul D, Bouvet E,
Yazdanpanah Y: Blood-borne viruses in healthcare personnels: prevention
and management. J Clin Virol 2011, 52:4–10.

doi:10.1186/1745-6673-8-20
Cite this article as: Hoffmann et al.: Reduction of needlestick injuries in
healthcare personnel at a university hospital using safety devices.
Journal of Occupational Medicine and Toxicology 2013 8:20.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit


	Abstract
	Background
	Methods
	Results
	Conclusion

	Introduction
	Methods
	Results
	Discussion
	Competing interests
	Authors’ contributions
	Acknowledgements
	Author details
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /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 /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /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 true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 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 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 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /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 <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /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 [2400 2400]
  /PageSize [595.440 793.440]
>> setpagedevice


