National

Center for

Posttraugnatic
Stress Disorder

CLINICIAN'S TRAUMA UPDATE

CTU-Online is an electronic newsletter produced by the VA National Center for PTSD. Subscribe at: www.ptsd.va.gov

ISSUE 5(3)
June 2011

In This Issue:

Treatment

Primary Care
OEF/OIF Veterans
Traumatic Brain Injury
Assessment

CTU-Online contains
summaries of clinically
relevant research
publications including links
to the full article (Trouble
accessing? See bottom of
last page) and the PILOTS
ID number for easy access.
(What is PILOTS?)

Editorial Members:

Editor
Paula P. Schnurr, PhD

Senior Associate Editor
Barbara A. Hermann, PhD

Associate Editor
Erin R. Barnett, PhD

U.S. Department of Veterans Affairs

Treatment

Evidence-based treatment could
pay for itself

The true costs of mental health problems re-
sulting from the wars in Iraq and Afghanistan
extend far beyond the suffering experienced
by Veterans and their family members. Soci-
ety pays a price too, in terms of the reduced
productivity associated with PTSD and other
disorders. Treatment can restore a Veteran’s
functioning and reduce societal burden, but
requires an investment of resources to pay for
care. So where is the break-even point? Re-
sults of a new study suggest that increased
access to evidence-based treatment for OEF/
OIF Veterans could be cost-saving. Investiga-
tors at the RAND Corporation used a tech-
nique known as microsimulation, a type of
economic projection modeling that allows
events such as disorders, treatment, and em-
ployment to be varied to test the effects on
costs. The model predicted the 2-year social
costs of PTSD and depression as $923 mil-
lion, with almost 2/3 of the cost due to lost
productivity. The investigators then examined
what would happen according to three scenar-
ios about the percentage of Veterans who
receive treatment and the percentage of treat-
ment that was evidence-based: 50%/30%,
50%/100%, and 100%/100%. All scenarios
would reduce costs, despite the increased
costs of treatment. In fact, if every Veteran in
need received evidence-based care, there
would be a 15% reduction in costs, for a sav-
ings of almost $138 million. It is important to
remember that these estimates are just that—
not actual costs—but the findings suggest that
VA's investment in evidence-based treatment
is likely to pay off.

Read the article...http://dx.doi.org/10.1037/
20020592

Kilmer, B., Eibner, C., Ringel, J. S., & Pacula, R. L.
(2011). Invisible wounds, visible savings? Using
microsimulation to estimate the costs and savings
associated with providing evidence-based treatment
for PTSD and depression to veterans of Operation
Enduring Freedom and Operation Iragi Freedom.
Psychological Trauma: Theory, Research, Practice,
and Policy, 3, 201-211. PILOTS ID: 85154

Effect of intimate partner violence
on PTSD treatment

An article included in the April 2011 issue of
CTU-Online reported that Cognitive Process-
ing Therapy for PTSD related to intimate part-
ner violence (IPV) reduced the likelihood of
future IPV. The same research team from the
National Center for PTSD reports that Cogni-
tive Processing Therapy is effective for reduc-
ing PTSD in women regardless of their IPV
history. Treatment engagement is another
story. Of women with recent IPV (6-12
months prior to enroliment), 39% never
started treatment, compared to only 11% with
more distant prior IPV (> 1 year prior to enroll-
ment) and 13% with no history of IPV. Once
in treatment, women from all three groups
were equally likely to complete therapy.
Those with recent IPV actually showed the
largest improvements in PTSD and depres-
sion at post-treatment and 6-month follow-up
compared to women with past or no IPV. The
findings are good news for women who have
experienced IPV in the past and seek out
treatment. Whether women with current IPV
would also benefit from Cognitive Processing
Therapy is unknown because women were
excluded if they had experienced IPV in the
last 6 months with their current partner.
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Women with current IPV are in an environment where violence
or the threat of violence remains. The factors that influence
engagement in PTSD treatment for these women may or may
not be similar to the barriers that led more than a third of the
recent IPV group to forgo therapy. Read the article...http://
www.ptsd.va.gov/professional/articles/article-pdf/id36057.pdf

Iverson, K. M., Resick, P. A., Suvak, M. K., Walling, S., & Taft, C. T.
(2011). Intimate partner violence exposure predicts PTSD treatment
engagement and outcome in cognitive processing therapy. Behavior
Therapy, 42, 236-248. PILOTS ID: 36057

Primary Care

Patients with PTSD often first present within primary care, yet
evidence-based treatments may not be feasible in this setting
due to the number, frequency, and duration of sessions. Ques-
tions exist as to how best to implement PTSD treatment for
primary care patients and whether it improves on care as
usual. A new study describes what is currently being done
within one VA network, while two others evaluate different
methods of addressing PTSD within primary care. Authors of
the first study found that evidence-based PTSD care is not
reaching primary care patients. One reason is that patients
commonly decline mental health referrals. Another reason is
that integrated primary care sessions do not usually include
evidence-based CBT. Thus, there appears to be a clear need
to develop treatments for PTSD for patients who present and
remain in primary care. One option may be to augment care
as usual. The second study evaluated just such a collaborative
care approach, finding a modest additive benefit compared
with fairly active usual care, though the effects were not statisti-
cally significant for the small PTSD sample. The fact that the
intervention was delivered by providers who were not mental
health specialists suggests it may be easily implemented, par-
ticularly in clinics without providers trained in evidence-based
PTSD treatments. The third study in this series tested a differ-
ent option for primary care PTSD care, one that takes advan-
tage of the integrated primary care provider, a clinician with
mental health expertise embedded within a primary care clinic.
Investigators from the STRONG STAR Multidisciplinary PTSD
Research Consortium found that a more intensive PE-based
intervention tailored for psychologists in primary care de-
creased PTSD in OEF/OIF Veterans in an uncontrolled pilot
trial. These studies suggest that various avenues exist to help
meet the needs of patients who stay within primary care for
PTSD treatment. The choice of approach may depend on the
particular characteristics of the primary care clinic.

Who receives primary care mental health ser-
vices and what do they actually get?
Knowing what influences which mental health services Veter-

ans with PTSD actually use can suggest if needs are being met
appropriately. A new study indicates that severity of illness

and patient preference differentially predict PTSD treatment
from either a primary care provider, a mental health provider
integrated within primary care, or a specialty mental health
professional. Investigators from the VA Center for Integrated
Healthcare examined records of Veterans with PTSD who had
been seen by a primary care provider in VISN 2. Of the 6,637
Veterans, 813 (12%) continued to receive mental health treat-
ment from their primary care provider only, 1,285 (19%) re-
ceived integrated primary care services, and 4,539 (69%) re-
ceived specialty mental health care. Detailed review of charts
from 133 Veterans found that primary care patients who do not
go on to receive specialty mental heath care are not as se-
verely ill as those who do, and so it may be appropriate to de-
liver PTSD treatment for such patients within primary care
rather than a more intensive setting. The fact that nearly a
third of patients in need of PTSD treatment remained in pri-
mary care, along with findings from the chart review that 67%
of patients seen only by primary care providers declined refer-
rals for mental health, points to the necessity to address PTSD
in primary care. There is an urgent need to find brief psycho-
therapeutic approaches that are feasible and effective in this
setting. Read the article...http://dx.doi.org/10.1037/a0022704

Possemato, K., Ouimette, P., Lantinga, L. J., Wade, M., Coolhart, D.,
Schohn, M.,...Strutynski, K. (2011). Treatment of Department of Veter-
ans Affairs primary care patients with posttraumatic stress disorder.
Psychological Services, 8, 82-93. PILOTS ID: 36637

Is evidence-based collaborative care better
than usual care for PTSD?

Coordinated Anxiety Learning and Management (CALM) is a
brief, multi-modal stepped care approach for treating anxiety
disorders in primary care. An RCT had found it was more ef-
fective than usual care across disorders. Recent further analy-
ses within diagnostic groups, however, indicate that the ap-
proach did not significantly outperform usual care for PTSD. A
total of 1,004 patients with panic disorder, GAD, SAD, or PTSD
from 17 community primary care clinics were randomized to
either CALM or usual care. CALM participants chose to re-
ceive pharmacotherapy management, computer-assisted CBT,
or both. The collaborative care was administered by a provider
with limited mental health training and nearly 90% of patients
completed all visits by 6 months. Three of the 8 modules of the
CBT program, 1 on cognitive restructuring and 2 on exposure,
were tailored to each of the 4 anxiety disorders. Among the 61
PTSD patients, the CALM and usual care groups did not differ
in symptom severity at any posttreatment assessment. How-
ever, 6-, 12-, and 18-month effect sizes (d = -0.29, -0.43, and -
0.48, respectively), though modest, were similar to those of the
other disorders, so statistical power may partially explain the
lack of differences in PTSD. The limited changes in symptoms
may suggest that some patients with anxiety disorders may
need a larger dose of evidence-based interventions in order to
impact distress to a greater extent. Read the article...http:/
dx.doi.org/10.1001/archgenpsychiatry.2011.25
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Craske, M. G., Stein, M. B., Sullivan, G., Sherbourne, C. D., Bystritsky,
A., Rose, R. D.,...Roy-Byrne, P. P. (2011). Disorder-specific impact of
coordinated anxiety learning and management treatment for anxiety
disorders in primary care. Archives of General Psychiatry, 68, 378-388.
PILOTS ID: 36315

Brief PE/CPT primary care intervention for
PTSD in OEF/OIF Veterans

Rather than simply including a few sessions of CBT when ad-
dressing PTSD within primary care, another option is a more
intensive and time-limited approach based on evidence-based
PTSD treatments. Investigators from the STRONG STAR
Consortium provide preliminary findings for such a protocol
from an uncontrolled trial with OEF/OIF Veterans. The treat-
ment involved 4-6 30-minute sessions of Prolonged Exposure,
with some aspects of Cognitive Processing Therapy, delivered
every other week by psychologists with specialized training in
the modalities. There were large decreases in clinician-rated
and self-reported PTSD symptoms from pretreatment to 1-
month follow-up for the entire sample of 15 Veterans, and half
of the 10 treatment completers no longer met PTSD criteria.
These preliminary results suggest that the intervention should
be evaluated in a larger controlled format. However, the find-
ings need to be interpreted with caution because the intent-to-
treat (ITT) analyses were performed by the last-observation-
carried-forward method of handling missing data, which can
cause severe bias. In addition, the severity of self-reported
PTSD symptoms remained high, despite the improvement from
pre-to posttreatment. Nevertheless, the positive results sug-
gest that PTSD patients in primary care may benefit from con-
cise interventions tailored to a primary care setting but based
on proven treatments for PTSD. Read the article...http://
dx.doi.org/10.1037/a0022740

Cigrang, J. A., Rauch, S. A. M., Avila, L. L., Bryan, C. J., Goodie, J. L.,
Hryshko-Mullen, A., & Peterson, A. L. (2011). Treatment of active-duty
military with PTSD in primary care: Early findings. Psychological Ser-
vices, 8, 104-113. PILOTS ID: 36597

OEF/OIF Veterans

New study finds men and women have similar
responses to combat

The expanded roles of women serving in the current wars in
Iraq and Afghanistan have created an opportunity to study
whether men and women differ in response to combat. In the
general population, women are twice as likely as men to de-
velop PTSD. However, meta-analytic findings based on data
from prior wars (in which few women had combat exposure
that was comparable to men’s) had shown that the difference
did not exist in Veteran samples. The new study, led by inves-
tigators at the National Center for PTSD in Boston, confirmed
these meta-analytic findings. The investigators sampled 1,833
OEF/OIF military personnel, receiving surveys from 595; the

data were statistically weighted to enhance the generalizability
of findings. Men had higher levels of exposure to traditional
combat stressors except for perceived threat, and women had
higher exposure to prior life stressors and sexual assault.
However, men and women did not differ in severity of PTSD
symptoms, depression, or mental health functioning, although
men had higher levels of substance abuse. In multivariate
analyses that that tested gender differences in response to four
aspects of combat exposure, only 1 of 16 interactions was sig-
nificant, indicating that men and women had comparable re-
sponses to the combat they experienced. The investigators
caution that their data should not be interpreted as indicating
that gender difference are unimportant and recommend recog-
nition of the different experiences men and women have prior
to, during, and after deployment. Read the article...http:/
www.ptsd.va.gov/professional/articles/article-pdf/id36638.pdf.

Vogt, D., Vaughn, R., Glickman, M. E., Schultz, M., Drainoni, M., Elwy,
R., & Eisen, S. (2011). Gender differences in combat-related stressors
and their association with postdeployment mental health in a nationally
representative sample of U.S. OEF/OIF veterans. Journal of Abnormal
Psychology. Advance Online Publication. PILOTS ID: 36638

Traumatic Brain Injury

Veterans with moderate or severe TBI can
benefit from residential PTSD treatment

The high comorbidity between PTSD and symptoms related to
traumatic brain injury in OEF/OIF Veterans has generated
much discussion about how to best treat patients who have
both problems. One concern is that evidence-based cognitive-
behavioral treatments for PTSD may need to be modified in
order to allow Veterans with cognitive difficulties to participate.
Findings from a residential program at the Cincinnati VA indi-
cate that a version of Cognitive Processing Therapy (CPT)
shown to be effective in patients without head injury can be
used successfully in Veterans with PTSD and TBI. Veterans
received 7 weeks of individual and group CPT-C, along with
speech therapy 2-3 times/week and 23 hours/week of psy-
choeducational group treatment. CPT-C, as it is known, omits
the writing and reading of a trauma narrative that is part of
standard CPT. Forty-two of 47 Veterans completed the pro-
gram, 28 with mild TBI and 14 with moderate or severe TBI.
The groups had similar substantial improvements in PTSD and
depression symptoms. There even was evidence that the
moderate/severe group had greater pre-post change in PTSD
symptoms, e.g., Clinician-Administered PTSD Scale scores
declined from 75 to 49 in the mild TBI group and from 81 to 38
in the moderate/severe group. Although the amount of other
treatment Veterans received prevents any firm conclusions
about the specific effects of CPT-C, these findings demonstrate
that CPT-C is feasible for Veterans with PTSD who have ex-
perienced TBI. Read the article... http://www.ptsd.va.gov/
professional/articles/article-pdf/id85169.pdf
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Chard, K. M., Schumm, J. A., Mcllvain, S. M., Bailey, G. W., & Parkin-
son, R. B. (2011). Exploring the efficacy of a residential treatment pro-
gram incorporating cognitive processing therapy-cognitive for veterans
with PTSD and traumatic brain injury. Journal of Traumatic Stress, 24,
347-351. PILOTS ID: 85169

Imaging marker helps identify mild TBI

A new study in active duty OEF/OIF personnel suggests that
diffusion tensor imaging (DTI) may detect signs of mTBI not
observed via currently used technologies. DTl is an advanced
form of magnetic resonance imaging that can be performed on
most clinical scanners. For the study, 63 service members
with a positive mTBI screen and a head injury from a blast ex-
posure were scanned within 90 days of injury. Twenty-one
service members who were exposed to blasts but screened
negative for mTBI served as the comparison group. Of the 63
participants with a positive mTBI screen, only one showed a
brain anomaly related to TBI using conventional MRI, while 38
(60%) showed at least one abnormality on DTI. The abnor-
malities cannot be solely attributed to blast exposure, however,
because all service members also had another mechanism of
head injury, such as a fall or motor vehicle accident. The find-
ings suggest that DTI could be a helpful component of diagnos-
tic evaluation, especially when conventional imaging fails to
detect evidence of brain injury. The method is not sufficient for
confirming a diagnosis given the high percentage of service
members who screened positive without showing any abnor-
malities. And if its diagnostic performance can be enhanced,
perhaps DTI could someday be used to help differentiate
PTSD from post-concussive symptoms related to mTBI. Read
the article... http://dx.doi.org/10.1056/NEJMoa1008069

Mac Donald, C. L., Johnson, A. M., Cooper, D., Nelson, E. C., Werner,
N. J., Shimony, J. S.,...Brody, D. L. (2011). Detection of Blast-Related
Traumatic Brain Injury in U.S. Military Personnel. New England Journal
of Medicine, 364, 2091-2100. PILOTS ID: 36540

Assessment

Changing instructions for the PTSD Checklist
(PCL) does not change outcomes

The specific version of the PTSD Checklist, the PCL-S, asks
respondents to identify a traumatic event and then use that
event when answering the 8 DSM-IV symptoms that explicitly
reference a traumatic event. The instructions describe symp-
toms as “problems and complaints.” Findings from investiga-
tors at Walter Reed Army Medical Center suggest that wording
changes intended to enhance the clarity of the instructions—
and presumably the accuracy of the data—do not affect symp-
tom reports. Almost 1,700 Active Duty soldiers, most of whom
were members of Special Operations Command Units, were
randomly assigned to complete the regular PCL-S or one of
two other versions: one that specified the DSM-IV PTSD crite-
rion A in the instructions and one that replaced “problems and
complaints” with “reactions.” There were no differences across
groups in symptom endorsement or PTSD prevalence. What
does seem to matter, at least in terms of PTSD prevalence, is
how symptoms are scored. Based on the standard PCL-S,
prevalence was 6.9% when defined according to DSM-IV crite-
ria of 1 reexperiencing, 3 avoidance/numbing, and 2 hy-
perarousal symptoms (rated at least moderate or higher; “3” on
the 1-5 scale). Prevalence dropped to 3.4% when diagnosis
also required a minimum severity of 50. The low prevalence of
PTSD in this sample may limit the generalizability of findings to
VA patients and other populations in which prevalence is
higher. Read the article...http://dx.doi.org/10.1097/
NMD.0b013e31820caee4

Riviere, L. A., Edens, E. N., Adler, A. B., Bliese, P. D., Klocko, R. P., &
Hoge, C. W. (2011). Modifying instructions on the Posttraumatic Stress
Disorder Checklist for military populations does not change symptom
reporting. Journal of Nervous and Mental Disease, 199, 199-202.
PILOTS ID: 35976

Subscribe to the CTU-Online You can search past issues of CTU-Online at www.ptsd.va.gov

Subscribe to the CTU-Online published 6 times per year
and sent via email by the Executive Division of the VA
National Center for PTSD in White River Junction, VT.

We welcome feedback from readers about content and
format. Please email us at ncptsd@va.gov.

Articles authored by National Center for PTSD staff are available in full text. For other
articles we provide a link to where you might be able to view or download the full text.
VA clinicians might have privileges through their university affiliation; however, VA fire-
walls sometimes block permissions to access reference materials. If you cannot access
the full text of any of these article, we advise that you contact your local librarian or
web/internet technical person.

CTU-Online ISSUE 5(3) JUNE 2011

www.ptsd.va.gov PAGE 4



http://dx.doi.org/10.1056/NEJMoa1008069�
http://dx.doi.org/10.1097/NMD.0b013e31820caee4�
http://dx.doi.org/10.1097/NMD.0b013e31820caee4�
http://dx.doi.org/10.1097/NMD.0b013e31820caee4�
http://dx.doi.org/10.1097/NMD.0b013e31820caee4�
http://www.ptsd.va.gov/about/subscribe.asp�
http://www.ptsd.va.gov/about/subscribe.asp�
mailto:ncptsd@va.gov�
http://www.ptsd.va.gov/professional/newsletters/ctu-online.asp�
http://www.ptsd.va.gov�
http://www.ptsd.va.gov/about/subscribe.asp�
http://www.ptsd.va.gov/about/subscribe.asp�
mailto:ncptsd@va.gov�
http://www.ptsd.va.gov/professional/newsletters/ctu-online.asp�
http://www.ptsd.va.gov�


<<

  /ASCII85EncodePages false

  /AllowTransparency false

  /AutoPositionEPSFiles true

  /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 /Error

  /CompatibilityLevel 1.4

  /CompressObjects /Tags

  /CompressPages true

  /ConvertImagesToIndexed true

  /PassThroughJPEGImages true

  /CreateJobTicket false

  /DefaultRenderingIntent /Default

  /DetectBlends true

  /DetectCurves 0.0000

  /ColorConversionStrategy /CMYK

  /DoThumbnails false

  /EmbedAllFonts true

  /EmbedOpenType false

  /ParseICCProfilesInComments true

  /EmbedJobOptions true

  /DSCReportingLevel 0

  /EmitDSCWarnings false

  /EndPage -1

  /ImageMemory 1048576

  /LockDistillerParams false

  /MaxSubsetPct 100

  /Optimize true

  /OPM 1

  /ParseDSCComments true

  /ParseDSCCommentsForDocInfo true

  /PreserveCopyPage true

  /PreserveDICMYKValues true

  /PreserveEPSInfo true

  /PreserveFlatness true

  /PreserveHalftoneInfo false

  /PreserveOPIComments true

  /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 ()

  /PDFXOutputConditionIdentifier ()

  /PDFXOutputCondition ()

  /PDFXRegistryName ()

  /PDFXTrapped /False



  /CreateJDFFile false

  /Description <<



    /BGR <>

    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>

    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>

    /CZE <>

    /DAN <>

    /DEU <>

    /ESP <>

    /ETI <>

    /FRA <>

    /GRE <>



    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)

    /HUN <>

    /ITA <>

    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>

    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>

    /LTH <>

    /LVI <>

    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)

    /NOR <>

    /POL <>

    /PTB <>

    /RUM <>

    /RUS <>

    /SKY <>

    /SLV <>

    /SUO <>

    /SVE <>

    /TUR <>

    /UKR <>

    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)

  >>

  /Namespace [

    (Adobe)

    (Common)

    (1.0)

  ]

  /OtherNamespaces [

    <<

      /AsReaderSpreads false

      /CropImagesToFrames true

      /ErrorControl /WarnAndContinue

      /FlattenerIgnoreSpreadOverrides false

      /IncludeGuidesGrids false

      /IncludeNonPrinting false

      /IncludeSlug false

      /Namespace [

        (Adobe)

        (InDesign)

        (4.0)

      ]

      /OmitPlacedBitmaps false

      /OmitPlacedEPS false

      /OmitPlacedPDF false

      /SimulateOverprint /Legacy

    >>

    <<

      /AddBleedMarks false

      /AddColorBars false

      /AddCropMarks false

      /AddPageInfo false

      /AddRegMarks false

      /ConvertColors /ConvertToCMYK

      /DestinationProfileName ()

      /DestinationProfileSelector /DocumentCMYK

      /Downsample16BitImages true

      /FlattenerPreset <<

        /PresetSelector /MediumResolution

      >>

      /FormElements false

      /GenerateStructure false

      /IncludeBookmarks false

      /IncludeHyperlinks false

      /IncludeInteractive false

      /IncludeLayers false

      /IncludeProfiles false

      /MultimediaHandling /UseObjectSettings

      /Namespace [

        (Adobe)

        (CreativeSuite)

        (2.0)

      ]

      /PDFXOutputIntentProfileSelector /DocumentCMYK

      /PreserveEditing true

      /UntaggedCMYKHandling /LeaveUntagged

      /UntaggedRGBHandling /UseDocumentProfile

      /UseDocumentBleed false

    >>

  ]

>> setdistillerparams

<<

  /HWResolution [2400 2400]

  /PageSize [612.000 792.000]

>> setpagedevice



