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Introduction
Annually, 2,500 systematic reviews are added
to the National Library of Medicine’s PubMed
MEDLINE (in English) database [1]. Systematic
reviews can be invaluable for evaluating available
evidence in a methodical manner and providing a
critical summary of strength and direction of evi-
dence [2]. Systematic reviews primarily evaluate
the effects of an intervention for the prevention,
treatment and rehabilitation of a condition.
However, they can also be used to assess the accu-
racy of diagnostic tests, prognosis of a condition
and aetiology [1].

The hierarchy of evidence varies depending on
the nature of the question to be investigated (Figure
1). For interventional studies systematic reviews of
randomised controlled trials are at the top of the
hierarchy of evidence [2]. They are therefore
regarded as the best source of evidence. However,
this position is based on the presumption that they
have been designed and conducted to the highest
standards. Unfortunately, as with any form of evi-
dence, systematic reviews vary in their quality and

subsequently in their value (for guiding decision
making). When considering systematic reviews, the
Cochrane Collaboration systematic reviews [3] are
considered to be of the highest quality (often
termed “the gold standard”) because they are con-
ducted using set guidelines [4,5] and are independ-
ently peer-reviewed and published at both the pro-
tocol and completion phase. This process helps to
ensure adherence to the criteria [5].

The reality is that the majority of published
systematic reviews are non-Cochrane reviews and
so it is important for a busy clinician to acknowl-
edge that some of these reviews may fall short in
their methodological standards. Because of this,
such reviews may present a distorted view of the
evidence underpinning a subject and hence draw
inappropriate conclusions [6]. In fact, the term
“Garbage in Garbage Out” (GIGO) has been used
to illustrate the problem associated with poorly
designed systematic reviews. In 2007, this concept
was reported in a paper that highlighted concerns
about systematic reviews in the field of endodon-
tics; the author identified examples of “biased sam-
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Figure 1. The hierarchy of evidence.

pling, lack of scientific insight, and poor under-
standing of topic content” [7]. These flaws and oth-
ers are associated with many reviews. In general,
only a reader familiar with the literature in question
and the methodology for conducting high quality
reviews will be able to identify unscientific reviews
and their inappropriate conclusions.

Systematic reviews provide the reader with a
critical source of information, and as clinicians
whose time is a commodity, dentists may under-
standably turn to systematic reviews to guide prac-
tice. However, for the reasons mentioned earlier in

this paper, a dentist’s ability to evaluate the
methodological quality of a systematic review
should form the basis of a decision relating to the
selection of a review to guide practice. Numerous
tools have been developed since the first Quality of
Reporting of Meta-analyses (QUOROM) confer-
ence was held in 1996. The major outcome of the
conference was the development of QUOROM, the
first reporting guideline. It was created to address
the increasing quantity and varying quality of sys-
tematic reviews and meta-analyses [8]. It provided
a check-list and a flow diagram for use in assessing
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the quality of reporting on meta-analysis. In 2004,
a review demonstrated that a total of 26 tools to
evaluate systematic reviews had been developed
since QUOROM. However, there are multiple
shortcomings with the majority of them [9]. These
shortcomings led to the development of an evalua-
tion tool for the “Assessment of Multiple
Systematic Reviews” (AMSTAR) (published in
2007) [10]. AMSTAR has only been tested for sys-
tematic reviews of interventions.

This paper describes the items within
AMSTAR, a recently developed comprehensive

evaluation tool that enables clinicians to assess
effectively and efficiently results from systematic
reviews as reliable, questionable or unreliable. It
aims to highlight the aspects of systematic review
methodology that influence its overall quality.

The AMSTAR tool
As mentioned previously, AMSTAR has been
developed to evaluate the methodological quality
of systematic reviews [10]. It comprises 11 concise
criterion items (Figure 2); each item is given a
score of 1 if the specific criterion is met, or a score

Figure 2. AMSTAR-a measurement tool created to assess the methodological quality of 
systematic reviews. Shea BJ et al. (2007) [10] Open Access License BMC.
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of 0 if the criterion is not met, is unclear, or is not
applicable. An overall score relating to review
quality is then calculated (the sum of the individual
item scores). AMSTAR characterises quality at
three levels: 8 to 11 is high quality, 4 to 7 is medi-
um quality, and 0 to 3 is low quality. Although
scoring systems are controversial [11], the princi-
ples of the AMSTAR tool can be used to demon-
strate aspects of systematic review methodology
that influence the overall quality of a review. Each
item of the AMSTAR tool will now be discussed in
detail.

Item 1: Was a priori design provided?
A priori is Latin for “from the former” or “from
before”. In this context, it implies that the complete
methodology to be employed for conducting a
review has been predetermined. For Cochrane sys-
tematic reviews, the protocol is published as a
standalone article in the Cochrane Library. The
(International) Prospective Register of Systematic
Reviews (PROSPERO) hosted by the Centre of
Reviews and Dissemination is a relatively new
international prospective register of systematic
reviews, and   provides a database of a priori sys-
tematic review designs, which are registered by the
organisation (available at www.crd.york.ac.uk/
prospero). The completed systematic review should
be conducted according the a priori design and any
divergence from the published protocol must be
justified in the final review write up.

Item 2: Was there duplicate study selection and
a data extraction?
Search results should be screened by at least two
independent reviewers. This helps to prevent inap-
propriate inclusion or exclusion of articles and
hence reduces bias in the selection of studies [12].
It has been suggested that the number of relevant
articles found is increased by up to a third by using
two reviewers instead of one [13]. In addition, data
extraction from the included studies should be per-
formed independently by the two reviewers. Any
disagreements between them in relation to study
selection or data extraction should be resolved by
consensus. If the matter remains unresolved, a third
party should be contacted to help reach a consen-
sus. The procedure to be employed in such cases is
generally reported in the protocol and detailed in
the final review.

Item 3: Was a comprehensive literature search
performed?
The search strategy used should be detailed in the
protocol and the subsequent review. This should
include details of the search terms used, and data-
bases searched (including the years, for example
MEDLINE 1966-April 2011). A minimum of two
databases should be searched to ensure retrieval of
studies irrespective of language and country of
publication [12]. Language bias has been shown to
influence publication patterns with positive out-
comes more likely to be accepted into international
English journals and negative outcomes in local
journals [14]. Databases have geographical varia-
tions of their coverage, for example the Elsevier
Medical Database (EMBASE) supplies good cov-
erage to Western Europe (51%), whereas MED-
LINE has a stronger position within North America
(44%) [15]. The requirement for multiple databas-
es has been highlighted and is encouraged to ensure
that skewing of results is prevented through inad-
vertent exemption of valid studies [16].

All searches should be supplemented by con-
sulting current content experts, reviews, textbooks,
specialised registers, and by reviewing the refer-
ences in the studies retrieved. An attempt at search-
ing the “grey literature” and conference proceed-
ings should also be made. In addition, if relevant
journals are not indexed in the relevant databases
they should be hand-searched.

Item 4: Was the status of publication (i.e., grey
literature) used as an inclusion criterion?
Reports should be sought regardless of their publi-
cation type. Examples of grey literature include:
conference abstracts, research reports, book chap-
ters, unpublished data, dissertations, policy docu-
ments and personal correspondence [17]. Papers
may not be published for a number of reasons; they
may be written to support grant applications,
inform funding parties of research results, address
scientific concerns quickly, and the material may
be distributed before or without being formally
published [18]. The importance of grey literature is
highlighted in a study of the antidepressant reboxe-
tine, in which a pharmaceutical company withheld
unpublished data, causing inconclusive outcomes
over its safety, which was later found after the pub-
lication of the grey literature [19].

The authors should also state whether or not
they excluded any reports, based on their publica-
tion status, language etc.
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Item 5: Was a list of studies (included and
excluded) provided?
A list of included and excluded studies should be
provided; the reasons for excluding any studies
should also be provided. This shows transparency
about the decision process employed by the
authors, and it allows readers to decide for them-
selves whether they agree with the author’s judge-
ment on exclusion/inclusion or not. Without the
exclusions being specified, publication bias is
introduced because the reason for their exemption
in unknown.

Item 6: Were the characteristics of the included
studies provided?
Data from studies included in a review should be
provided, ideally in an aggregated form such as a
table. The data should comprise: author details, the
country the study was conducted in, the year of
publication, the number of participants involved,
the interventions, any comparisons and the out-
comes. The range of characteristics in all the stud-
ies analysed (e.g., age, race, sex, relevant socio-
economic data, disease status, duration, severity, or
other diseases) should be reported. The presenta-
tion of characteristics in a table format facilitates
direct comparison of the included studies and there-
fore it is convenient and reader friendly. This pro-
vides transparency, which helps the reader judge
the relevance and generalisability of results to their
own patients.

Item 7: Was the scientific quality of the includ-
ed studies assessed and documented?
The quality of a study can be reflected in the extent
to which that study reduces or eliminates bias and
ensures reproducibility in its methodology. Bias is
a systematic error that may lead in varying magni-
tudes to an under- or overestimation of effect [5].
There are numerous tools available for assessing
the methodological quality of studies [20]; one tool
the authors are familiar with is the domain-based
evaluation used in Cochrane reviews. Authors of a
systematic review appraise six domains (random
sequence generation, allocation concealment,
blinding of participants and personnel, blinding of
outcome assessment, incomplete outcome data,
selective reporting and other sources of bias) as
being “low”, “high” or “unclear”. The assessment
for each study is then presented in a “risk of bias”
table in the review and can also be show in a graph-
ic form (see Figures 3a and 3b for examples).

Item 8: Was the scientific quality of the includ-
ed studies used appropriately in formulating
conclusions?
The results of the quality assessment and risk of
bias should be considered in the analysis and the
conclusions of the review, and be explicitly stated
in formulating recommendations. This helps to pre-
vent changing practice based on poor-quality stud-
ies and conversely helps support practice change
when good-quality studies provide such evidence
(given that results are generalisable).

Item 9: Were the methods used to combine the
findings of studies appropriate?
In some studies, the results from several studies
may be pooled (a meta-analysis). In doing this,
there is a more powerful indication of the effect and
there is an increase in the precision of the results
due to a larger data set [5]. For the pooling of
results to be accurate and for the correct method to
be used, studies need to be combinable and so their
homogeneity needs to be assessed (for example
using a statistical test such as the chi-square test for
homogeneity or the I2 test for heterogeneity).
Although studies may be statistically homogenous,
clinical diversities may mean they are un-combin-
able. For example, studies may vary in their partic-
ipant characteristics (e.g., patient age), interven-
tions (e.g., drug doses/ routes of administration)
and outcomes (e.g., method or time of outcome
measurement). These factors can lead to inaccurate
conclusions being drawn if they are not accounted
for by methods such as subgroup analysis.

Item 10: Was the likelihood of publication bias
assessed?
Publication bias is the tendency for articles to be
published due to their strength of findings [22]. It
also refers to any influence that results in a reduc-
tion of quality literature being published [23]. It is
widely recognised that when compared to studies
with negative findings, those studies with results
that are statistically significant and indicate a suc-
cessful intervention are more likely to be published
in high impact factor journals, and cited by others
[24]. Statistical tests such as the funnel plot (which
identifies a link between study size and effect of the
intervention) and Egger regression are used to
analyse a variety of factors that can cause publica-
tion bias. The outcome of these tests is a score that
relates to the probability of publication bias occur-
ring. An assessment of publication bias should



include a combination of graphical aids (e.g., fun-
nel plot, other available tests) and/or statistical tests
(e.g., Egger regression test). However, caution
must be exercised when using these tests/aids as
they are not without their own problems. For exam-
ple, a funnel plot can appear asymmetric if the
measure of effect is incorrect, or if there are differ-
ences due to effect size between large and small
studies. This can lead to the incorrect conclusion
that publication bias is prevalent. When carrying
out any of these statistical tests, it is also important
that there are sufficient numbers of studies to sup-
port the data produced.

Item 11: Was any conflict of interest stated?
Sources of support should be clearly acknowledged
for both the systematic review and the included
studies. There is evidence to support an association
between some industry-supported systematic

reviews and favourable outcomes of their products,
resulting in product bias [25-28].

Discussion
Dentistry has historically been an empirical science
in which experiment and expertise took precedence
over research in influencing clinical decision mak-
ing [29]. However, in modern day dentistry there is
an ever-increasing and rapidly growing body of
evidence. Clinicians can find themselves over-
whelmed with the advent of new materials and
techniques. These factors, combined with pressures
from patients, manufacturers and the increasing
importance of medico-legal issues, mean that evi-
dence-based practice is now becoming the main-
stream source of the decision-making process [19].
Evaluating this evidence is therefore imperative to
daily practice and the development of clinical den-
tistry.
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Figure 3b. Example of a "risk of bias" graph taken from Bessell et al. (2011) [21].

Figure 3a. Example of a "risk of bias" table for a single study (fictional). Bessell et al. (2011) [21].



In light of this, the items of AMSTAR in eval-
uating the quality of systematic reviews have been
described. AMSTAR provides clearly defined cri-
teria that are quick and easy to follow. One study
demonstrated that although 29% of general dental
practitioners (GDPs) could not understand and use
terms associated with evidence-based practice,
87% of them reported that they changed their prac-
tice after reading articles [30]. The influence of
evidence-based practice on practice is apparent.
However, not all systematic reviews are relevant to
practice or have design methods that would lead to
clinical change, AMSTAR and similar tools help
to reveal methodologically sound systematic
reviews.

AMSTAR has been proven to be a reliable
through kappa analysis (inter-rater reliability was
high at k=0.70) and a valid tool when compared
with two other validated systematic review evalua-
tion tools (QQAQ and Sacks’ instrument) [31].
AMSTAR is an efficient tool, as on average the
time taken to use it is 10-15 minutes, which is man-
ageable in a time-pressured setting [20]. It provides
a summary score, which is helpful for clinicians
making decisions. Nevertheless, this can lead to
masking of the specific strengths and weaknesses
of an individual systematic review.

Reporting guidelines have been updated in the
form of Preferred Reporting Items of Systematic
reviews and Meta-Analyses (PRISMA) [32], and
other methodological evaluation tools such as the
Critical Appraisal Skills Programme (CASP) of
Systematic Reviews [33], and Oxman and Guyatt
(1991) [34]. However, in the opinion of the authors
of this paper, the use of these tools is more time
consuming.

All in all, AMSTAR provides a basic and
effective method of evaluating systematic reviews
for busy clinicians to ascertain the methodological
quality of systematic reviews. The use of simple
tools like AMSTAR helps to remove barriers such
as the need for in-depth knowledge of research

methodology in the clinician’s pursuit of evidence-
based dentistry within the context of everyday
practice.

Conclusion
Assessing the quality of a systematic review has a
crucial role in implementing evidence-based den-
tistry. The items in the AMSTAR tool that demon-
strate the aspects of systematic review methodolo-
gy that are influential to a review’s overall quality
have been described. Even if the AMSTAR tool is
not adopted for use by readers of this journal, the
authors hope that they have increased the under-
standing of quality assessment for systematic
reviews.

The authors would like to point interested
readers towards the Cochrane Handbook of
Systematic Reviews of Interventions [3]: an invalu-
able resource for use during the design and con-
ducting systematic reviews.

Funding
The authors confirm that no sources of funding
were obtained. Mohammad Owaise Sharif is sup-
ported by a National Institute for Health Research
(NIHR) Academic Clinical Fellowship.

Contributions of each author
• MOS conceived the idea for the paper,

designed, supervised and completed the
final manuscript.

• FA drafted the final manuscript.
• FNJS drafted the final manuscript.
• HA drafted the initial stages of the manu-

script.

Statement of conflict of interest
The views expressed in this publication are those of
the author(s) and not necessarily those of the NHS,
the NIHR, The University of Manchester or the
Department of Health, UK.

15

OHDM - Vol. 12 - No. 1 - March, 2013

References
1. The Cochrane Collaboration. Cochrane Reviews [web-

site]. Accessed (2011 May 18) at: http://www.cochrane.org/
cochrane-reviews

2. Oxford Centre for Evidence-Based Medicine (OCEBM)
[website]. OCEBM Levels of Evidence Working Group. The
Oxford 2011 Levels of Evidence. http://www.cebm.net/
index.aspx?o=5653

3. Higgins JPT, Green S, editors. Cochrane Handbook for
Systematic Reviews of Interventions. Version 5.1.0. Chichester:
Wiley; 2011. Accessed (2011 May 18) at: www.cochrane-hand-
book.org

4. Cochrane Prognosis Methods Group [website].
Accessed (2012 Mar 4) at: http://prognosismethods.cochrane.
org/



OHDM - Vol. 12 - No. 1 - March, 2013

16

5. The Cochrane Collaboration. Diagnostic Test
Accuracy Working Group [website]. Accessed (2012 Mar 4) at:
http://srdta.cochrane.org/

6. Jin W, Yu R, Li W, Youping L, Ya L, Min Z, et al. The
reporting quality of meta-analyses improves: A random sampling
study. Journal of Clinical Epidemiology. 2008; 61: 770-775.

7. Spångberg LS. Systematic reviews in endodontics—
examples of GIGO? Oral Surgery, Oral Medicine, Oral
Pathology, Oral Radiology, and Endodontics. 2007; 103: 723-
724.

8. Moher D, Cook DJ, Eastwood S, Olkin I, Rennie D,
Stroup DF. Improving the quality of reports of meta-analyses
of randomised controlled trials: the QUOROM statement.
Quality of Reporting of Meta-analyses. Lancet. 1999; 354:
1896-1900.

9. Katrak P, Bialocerkowski AE, Massy-Westropp N,
Kumar VSS, Grimmer KA. A systematic review of the content
of critical appraisal tools. BMC Medical Research
Methodology. 2004; 4: 22.

10. Shea BJ, Grimshaw JM, Wells GA, Boers M,
Andersson N, Hamel C, et al. Development of AMSTAR: a
measurement tool to assess the methodological quality of system-
atic reviews. BMC Medical Research Methodology. 2007; 7: 10.

11. Féry-Lemonnier E, Landais P, Loirat P, Kleinknecht
D, Brivet F. Evaluation of severity scoring systems in ICUs—
translation, conversion and definition ambiguities as a source
of inter-observer variability in Apache II, SAPS and OSF.
Intensive Care Medicine. 1995; 21: 356-360.

12. Edwards P, Clarke M, DiGuiseppi C, Pratap S,
Roberts I, Wentz R. Identification of randomized controlled tri-
als in systematic reviews: accuracy and reliability of screening
records. Statistics in Medicine. 2002; 21: 1635-1640.

13. Cooper H, Ribble RG. Influences on the outcome of
literature searches for integrative research reviews.
Knowledge. 1989; 10: 179-201.

14. Egger M, Zellweger-Zähner T, Schneider M, Junker
C, Lengeler C, Antes G. Language bias in randomised con-
trolled trials published in English and German. Lancet. 1997;
350: 326-329.

15. EMBASE [website]. FAQ. How is the coverage of
Embase broken down geographically? Accessed (2012 Mar
12) at: http://www.embase.com/info/faq/how-coverage-
embase-broken-down-geographically

16. Betrán AP, Say L, Gülmezoglu AM, Allen T,
Hampson L. Effectiveness of different databases in identifying
studies for systematic reviews: experience from the WHO sys-
tematic review of maternal morbidity and mortality. BMC
Medical Research Methodology. 2005; 5: 6.

17. Hopewell S, McDonald S, Clarke M, Egger M. Grey
literature in meta-analyses of randomized trials of health care
interventions. Cochrane Database of Systematic Reviews.
2007; Apr 18; (2): MR000010.

18. European Association for Grey Literature
Exploitation (EAGLE). SIGLE Manual Part 2: Subject
Category List. 3rd ed. The Hague: EAGLE; 1991.

19. Wieseler B, McGauran N, Kaiser T. Finding studies
on reboxetine: a tale of hide and seek. British Medical Journal.
2010; 341: c4942.

20. Moher D, Jadad AR, Nichol G, Penman M, Tugwell
P, Walsh S. Assessing the quality of randomized controlled tri-
als: An annotated bibliography of scales and checklists.
Controlled Clinical Trials. 1995; 16: 62-73.

21. Bessell A, Hooper L, Shaw WC, Reilly S, Reid J,
Glenny AM. Feeding interventions for growth and develop-
ment in infants with cleft lip, cleft palate or cleft lip and palate.
Cochrane Database of Systematic Reviews. 2011; (2):
CD003315. doi: 10.1002/14651858.CD003315.pub3

22. Dickersin K. The existence of publication bias and
risk factors for its occurrence. Journal of the American
Medical Association. 1990; 263: 1385-1389.

23. Chalmers T, Frank C, Reitman D. Minimising the
three stages of publication bias. Journal of the American
Medical Association.1990; 263: 1392-1395.

24. Sterne JAC, Egger M, Moher D, editors. Chapter 10:
Addressing reporting biases. In: Higgins JPT, Green S, editors.
Cochrane Handbook for Systematic Reviews of Interventions.
Version 5.1.0. Chichester: Wiley; 2011

25. Bero L, Oostvogel F, Bacchetti P, Lee K. Factors
associated with findings of published trials of drug-drug com-
parisons: why some statins appear more efficacious than oth-
ers. PLoS Medicine. 2007; 4: 184.

26. Jørgensen AW, Hilden J, Gøtzsche PC. Cochrane
reviews compared with industry supported meta-analyses and
other meta-analyses of the same drugs: systematic review.
British Medical Journal. 2006; 333: 782.

27. Jørgensen AW, Maric KL, Tendal B, Faurschou A,
Gøtzsche PC. Industry-supported meta-analyses compared
with meta-analyses with non-profit or no support: differences
in methodological quality and conclusions. BMC Medical
Research Methodology. 2008; 9: 60.

28. Yank V, Rennie D, Bero LA. Financial ties and con-
cordance between results and conclusions in meta-analyses:
retrospective cohort study. British Medical Journal. 2007; 335:
1202-1205.

29. Bader JD, Shugars DA. Variation, treatment out-
comes, and practice guidelines in dental practice. Journal of
Dental Education. 1995; 59: 61-95.

30. Iqbal A, Glenny AM. General dental practitioners’
knowledge of and attitudes towards evidence based practice.
British Dental Journal. 2002; 193: 58.

31. Shea BJ, Hamel C, Wells GA, Bouter LM,
Kristjansson E, Grimshaw J, et al AMSTAR is a reliable and
valid measurement tool to assess the methodological quality of
systematic reviews. Journal of Clinical Epidemiology. 2009;
62: 1013-1020.

32. PRIMSA [website]. Transparent Reporting of
Systematic Reviews and Meta-Analyses. Accessed (2011 Jun
5) at: http://www.prisma-statement.org/endorsing_prisma.htm

33. NHS Solutions for Public Health. Critical Appraisal
Skills Programme [website]. Accessed (2011 Jun 5) at:
h t tp : / /www.sph .nhs .uk /what -we-do/publ ic -hea l th -
workforce/resources/critical-appraisals-skills-programme

34. Oxman AD, Guyatt GH. Validation of an index of the
quality of review articles. Journal of Clinical Epidemiology.
1991; 44: 1271-1278.



<<
  /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
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts 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
  /PreserveEPSInfo true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -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
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /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
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /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 ()
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /Description <<
    /ENU (Use these settings to create PDF documents with higher image resolution for high quality pre-press printing. The PDF documents can be opened with Acrobat and Reader 5.0 and later. These settings require font embedding.)
    /JPN <FEFF3053306e8a2d5b9a306f30019ad889e350cf5ea6753b50cf3092542b308030d730ea30d730ec30b9537052377528306e00200050004400460020658766f830924f5c62103059308b3068304d306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103057305f00200050004400460020658766f8306f0020004100630072006f0062006100740020304a30883073002000520065006100640065007200200035002e003000204ee5964d30678868793a3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /FRA <>
    /DEU <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


