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PRACTICE GUIDELINE FOR THE PERFORMANCE OF PELVIC 
ULTRASOUND 
 
PREAMBLE 
 
These guidelines are an educational tool designed to assist 
practitioners in providing appropriate radiologic care for 
patients. They are not inflexible rules or requirements of 
practice and are not intended, nor should they be used, to 
establish a legal standard of care. For these reasons and 
those set forth below, the American College of Radiology 
cautions against the use of these guidelines in litigation in 
which the clinical decisions of a practitioner are called 
into question. 
 
The ultimate judgment regarding the propriety of any 
specific procedure or course of action must be made by 
the physician or medical physicist in light of all the 
circumstances presented. Thus, an approach that differs 
from the guidelines, standing alone, does not necessarily 
imply that the approach was below the standard of care. 
To the contrary, a conscientious practitioner may 
responsibly adopt a course of action different from that 
set forth in the guidelines when, in the reasonable 
judgment of the practitioner, such course of action is 
indicated by the condition of the patient, limitations of 
available resources, or advances in knowledge or 
technology subsequent to publication of the guidelines. 
However, a practitioner who employs an approach 
substantially different from these guidelines is advised to 
document in the patient record information sufficient to 
explain the approach taken. 
 
The practice of medicine involves not only the science, 
but also the art of dealing with the prevention, diagnosis, 
alleviation, and treatment of disease. The variety and 
complexity of human conditions make it impossible to 
always reach the most appropriate diagnosis or to predict 
with certainty a particular response to treatment. 
Therefore, it should be recognized that adherence to these 
guidelines   will  not  assure  an  accurate  diagnosis  or  a  

 
 
 
successful outcome. All that should be expected is that the 
practitioner will follow a reasonable course of action 
based on current knowledge, available resources, and the 
needs of the patient to deliver effective and safe medical 
care. The sole purpose of these guidelines is to assist 
practitioners in achieving this objective. 

 
I. INTRODUCTION 
 
The clinical aspects contained in specific sections of this 
guideline (Introduction, Indications, Specifications of the 
Examination, and Equipment Specifications) were 
developed collaboratively by the American College of 
Radiology (ACR), the American Institute of Ultrasound in 
Medicine (AIUM), the American College of Obstetricians 
and Gynecologists (ACOG), and the Society of 
Radiologists in Ultrasound (SRU). Recommendations for 
physician requirements, written request for the 
examination, documentation, and quality control vary 
among these organizations and are addressed by each 
separately. 
 
This guideline has been developed to assist physicians 
performing sonographic studies of the female pelvis. 
Ultrasound of the female pelvis should be performed only 
when there is a valid medical reason, and the lowest 
possible ultrasonic exposure settings should be used to 
gain the necessary diagnostic information. In some cases, 
additional or specialized examinations may be necessary. 
While it is not possible to detect every abnormality, 
adherence to the following guideline will maximize the 
probability of detecting most abnormalities.  
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II.  INDICATIONS 
 
Indications for pelvic sonography include, but are not 
limited to: 
 

1. Pelvic pain. 
2. Dysmenorrhea (painful menses). 
3. Amenorrhea. 
4. Menorrhagia (excessive menstrual bleeding). 
5. Metrorrhagia (irregular uterine bleeding). 
6. Menometrorrhagia (excessive irregular 

bleeding). 
7. Follow-up of a previously detected abnormality.  
8. Evaluation, monitoring, and/or treatment of 

infertility patients.  
9. Delayed menses, precocious puberty, or vaginal 

bleeding in a prepubertal child. 
10. Postmenopausal bleeding. 
11. Abnormal or technically limited pelvic 

examination. 
12. Signs or symptoms of pelvic infection. 
13. Further characterization of a pelvic abnormality 

noted on another imaging study.  
14. Evaluation of congenital anomalies. 
15. Excessive bleeding, pain, or signs of infection 

after pelvic surgery, delivery, or abortion. 
16. Localization of an intrauterine contraceptive 

device. 
17. Screening for malignancy in patients at increased 

risk. 
18. Urinary incontinence or pelvic organ prolapse. 
19. Guidance for interventional or surgical 

procedures. 
  
III.  QUALIFICATIONS OF PERSONNEL  
 
See the ACR Practice Guideline for Performing and 
Interpreting Diagnostic Ultrasound Examinations. 
 
IV. WRITTEN REQUEST FOR THE 
 EXAMINATION 
 
The written or electronic request for a pelvic ultrasound 
examination should provide sufficient information to 
demonstrate the medical necessity of the examination and 
allow for its proper performance and interpretation.  
 
Documentation that satisfies medical necessity includes 1) 
signs and symptoms and/or 2) relevant history (including 
known diagnoses). Additional information regarding the 
specific reason for the examination or a provisional 
diagnosis would be helpful and may at times be needed to 
allow for the proper performance and interpretation of the 
examination.   
 
The request for the examination must be originated by a 
physician or other appropriately licensed health care 
provider. The accompanying clinical information should 

be provided by a physician or other appropriately licensed 
health care provider familiar with the patient’s clinical 
problem or question and consistent with the state’s scope 
of practice requirements. (ACR Resolution 35, adopted in 
2006) 
 
V.  SPECIFICATIONS OF THE 

EXAMINATION  
 
The following section details the examination to be 
performed for each organ and anatomic region in the 
female pelvis. All relevant structures should be identified 
by the transabdominal and/or transvaginal approach. In 
some cases, both will be needed. A transrectal or 
transperineal approach may be useful in patients who are 
not candidates for introduction of a vaginal probe and in 
assessing the patient with pelvic organ prolapse [1].  
 
A. General Pelvic Preparation 
 
For a complete transabdominal pelvic sonogram, the 
patient’s bladder should, in general, be distended 
adequately to displace the small bowel from the field of 
view. Occasionally, overdistention of the bladder may 
compromise the evaluation. When this occurs, imaging 
may be repeated after the patient partially empties the 
bladder. 
 
For a transvaginal sonogram, the urinary bladder is 
preferably empty. The patient, the sonographer, or the 
physician may introduce the vaginal transducer, 
preferably under real-time monitoring. Consideration of 
having a chaperone present should be in accordance with 
local policy [2].   
 
B. Uterus 
 
The vagina and uterus provide anatomic landmarks that 
can be used as reference points for the other pelvic 
structures, whether normal or abnormal. In examining the 
uterus, the following should be evaluated: a) the uterine 
size, shape, and orientation; b) the endometrium; c) the 
myometrium; and d) the cervix. The vagina may be 
imaged as a landmark for the cervix and lower uterine 
segment. 
 
Overall uterine length is evaluated in long axis from the 
fundus to the cervix (to the external os, if it can be 
identified). The depth of the uterus (anteroposterior 
dimension) is measured in the same long-axis view from 
its anterior to posterior walls, perpendicular to the length. 
The maximum width is measured in the transaxial or 
coronal view. If volume measurements of the uterine 
corpus are performed, the cervical component should be 
excluded from the uterine length measurement. 
 
Abnormalities of the uterus should be documented [3]. 
The myometrium and cervix should be evaluated for 
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contour changes, echogenicity, masses, and cysts. Masses 
that may require follow-up or intervention should be 
measured in at least 2 dimensions, acknowledging that it 
is not usually necessary to measure all fibroids.  
 
The endometrium should be analyzed for thickness, focal 
abnormality, and the presence of fluid or masses in the 
endometrial cavity. The endometrium should be measured 
on a midline sagittal image, including anterior and 
posterior portions of the basal endometrium and 
excluding the adjacent hypoechoic myometrium or any 
endometrial fluid. Assessment of the endometrium should 
allow for variations expected with phases of the menstrual 
cycle and with hormonal supplementation [4-6]. If the 
endometrium is difficult to image in its entirety, or ill-
defined, it should be reported.  Sonohysterography may 
be a useful adjunct to evaluate the patient with abnormal 
or dysfunctional uterine bleeding or to further clarify an 
abnormally thickened endometrium [7]. If the patient has 
an intrauterine contraceptive device, its location should be 
documented. (See the ACR Practice Guideline for the 
Performance of Sonohysterography.) 
 
When available, the addition of a reconstructed coronal 
view of the uterus from a 3D volume may be useful [8].  
 
C. Adnexa Including Ovaries and Fallopian Tubes 
 
When evaluating the adnexa, an attempt should be made 
to identify the ovaries first since they can serve as a major 
point of reference for assessing the presence of adnexal 
pathology. Ovarian size may be determined by measuring 
the ovary in 3 dimensions (width, length, and depth), on 
views obtained in 2 orthogonal planes. Any ovarian 
abnormalities should be documented [9-12]. The ovaries 
may not be identifiable in some females. This occurs most 
frequently prior to puberty, after menopause or in the 
presence of a large leiomyomatous uterus. The normal 
fallopian tubes are not commonly identified. The adnexal 
region should be surveyed for abnormalities, particularly 
masses and dilated tubular structures.  
 
If an adnexal abnormality is noted, its relationship to the 
ovaries and uterus should be assessed.  The size and 
sonographic characteristics of adnexal masses should be 
documented.  
 
Spectral, color, and/or power Doppler ultrasound may be 
useful to evaluate the vascular characteristics of pelvic 
lesions [13-16].  
 
D. Cul-de-Sac 
 
The cul-de-sac and bowel posterior to the uterus may not 
be clearly defined. This area should be evaluated for the 
presence of free fluid or mass.  If a mass is detected, its 
size, position, shape, sonographic characteristics, and 

relationship to the ovaries and uterus should be 
documented. Differentiation of normal loops of bowel 
from a mass may be difficult if only a transabdominal 
examination is performed. A transvaginal examination 
may be helpful to distinguish a suspected mass from fluid 
and feces within the normal rectosigmoid colon.  
 
VI. DOCUMENTATION 
 
Adequate documentation is essential for high-quality 
patient care. There should be a permanent record of the 
ultrasound examination and its interpretation. Comparison 
with prior relevant imaging studies may prove helpful. 
Images of all appropriate areas, both normal and 
abnormal, should be recorded. Variations from normal 
size should generally be accompanied by measurements. 
Images should be labeled with the patient identification, 
facility identification, examination date, and image 
orientation. An official interpretation (final report) of the 
ultrasound examination should be included in the 
patient’s medical record. Retention of the ultrasound 
examination images should be consistent both with 
clinical need and with relevant legal and local health care 
facility requirements. 
 
Reporting should be in accordance with the ACR Practice 
Guideline for Communication of Diagnostic Imaging 
Findings. 
 
VII. EQUIPMENT SPECIFICATIONS 
 
The sonographic examination of the female pelvis should 
be conducted with a real-time scanner, preferably using 
sector, curved linear, and/or endovaginal transducers. The 
transducer or scanner should be adjusted to operate at the 
highest clinically appropriate frequency, realizing that 
there is a trade-off between resolution and beam 
penetration. With modern equipment, studies performed 
from the anterior abdominal wall can usually use 
frequencies of 3.5 MHz or higher, while scans performed 
from the vagina should use frequencies of 5 MHz or 
higher [2]. 
 
VIII. QUALITY CONTROL AND 
 IMPROVEMENT, SAFETY, INFECTION 
 CONTROL, AND PATIENT EDUCATION  
 
All probes should be cleaned after use. Vaginal probes 
should be covered by a protective sheath prior to 
insertion. Following the examination, the sheath should 
be disposed of and the probe cleaned in an antimicrobial 
solution. The type of solution and amount of time for 
cleaning depend on manufacturer and infectious disease 
recommendations. 
 
Policies and procedures related to quality, patient 
education, infection control, and safety, should be 
developed and implemented in accordance with the ACR 
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Policy on Quality Control and Improvement, Safety, 
Infection Control, and Patient Education appearing 
elsewhere in the ACR Practice Guidelines and Technical 
Standards book. 
 
Equipment performance monitoring should be in 
accordance with the ACR Technical Standard for 
Diagnostic Medical Physics Performance Monitoring of 
Real Time Ultrasound Equipment. 
 
ACKNOWLEDGEMENTS 
 
This guideline was revised according to the process 
described in the ACR Practice Guidelines and Technical 
Standards book by the Guidelines and Standards 
Committee of the Commission on Ultrasound in 
collaboration with the AIUM, ACOG, and SRU.  
 
Collaborative Committee 
 
ACR      
Mary C. Frates, MD, FACR, Chair 
Debra L. Acord, MD 
Ruth B. Goldstein, MD 
Michelle L. Melany, MD           
 
AIUM 
Steven R. Goldstein, MD 
David M. Paushter, MD, FACR 
Elizabeth Puscheck, MD 
Misty Blanchette Porter, MD 
Brad Van Voorhis, MD 
    
ACOG 
Daniel M. Breitkopf, MD  
Wendy R. Brewster, MD, PhD 
John Seeds, MD 
 
SRU 
Marcela Bohm-Velez, MD, FACR 
Maitray D. Patel, MD 
 
ACR Guidelines and Standards Committee 
Mary C. Frates, MD, FACR, Chair 
Debra L. Acord, MD 
Mustafa Bashir, MD 
Helena Gabriel, MD 
Ruth B. Goldstein, MD 
Robert D. Harris, MD, FACR 
Leann E. Linam, MD 
Michelle L. Melany, MD 
Laurence Needleman, MD, FACR 
Suhas, G. Parulekar, MD, FACR 
Maitray D. Patel, MD 
Philip W. Ralls, MD, FACR 
Michelle L. Robbin, MD, FACR 
Robert M. Sinow, MD 
Deborah Levine, MD, FACR, Chair, Commission 
 

Comments Reconciliation Committee 
Beverly G. Coleman, MD, FACR, Chair 
Debra L. Acord, MD 
Misty Blanchette Porter, MD 
Marcela Bohm-Velez, MD, FACR 
Daniel M. Breitkopf, MD 
Wendy R. Brewster, MD, PhD 
Mary C. Frates, MD, FACR 
Ruth B. Goldstein, MD 
Steven R. Goldstein, MD 
Alan D. Kaye, MD, FACR 
David C. Kushner, MD, FACR 
Paul A. Larson, MD, FACR 
Deborah Levine, MD, FACR 
Lawrence A. Liebscher, MD, FACR 
Michelle L. Melany, MD 
Laurence Needleman, MD, FACR 
Maitray D. Patel, MD 
David M. Paushter, MD, FACR 
Ian R. Peterkin, MD, FACR 
Elizabeth Puscheck, MD 
Victor J. Scarmato, MD 
John Seeds, MD 
Julie K. Timins, MD, FACR 
Brad VanVoorhees, MD 
 
REFERENCES 
 
1. Garel L, Dubois J, Grignon A, Filiatrault D, Van 

Vliet G. US of the pediatric female pelvis: a clinical 
perspective. Radiographics 2001;21:1393-1407. 

2. Stagno SJ, Forster H, Belinson J. Medical and 
osteopathic boards' positions on chaperones during 
gynecologic examinations. Obstet Gynecol 
1999;94:352-354. 

3. Ascher SM, Imaoka I, Lage JM. Tamoxifen-induced 
uterine abnormalities: the role of imaging. Radiology 
2000;214:29-38. 

4. Bree RL, Bowerman RA, Bohm-Velez M, et al. US 
evaluation of the uterus in patients with 
postmenopausal bleeding: A positive effect on 
diagnostic decision making. Radiology 
2000;216:260-264. 

5. Bree RL, Carlos RC. US for postmenopausal 
bleeding: consensus development and patient-
centered outcomes. Radiology 2002;222:595-598. 

6. Nalaboff KM, Pellerito JS, Ben-Levi E. Imaging the 
endometrium: disease and normal variants. 
Radiographics 2001;21:1409-1424. 

7. Fong K, Kung R, Lytwyn A, et al. Endometrial 
evaluation with transvaginal US and 
hysterosonography in asymptomatic postmenopausal 
women with breast cancer receiving tamoxifen. 
Radiology 2001;220:765-773. 

8. Benacerraf BR, Shipp TD, Bromley B. Which 
patients benefit from a 3D reconstructed coronal view 
of the uterus added to standard routine 2D pelvic 
sonography? AJR  2008;190:626-629. 

4  /  Pelvic Ultrasound  ACR PRACTICE GUIDELINE 

http://www.acr.org/SecondaryMainMenuCategories/quality_safety/guidelines/med_phys/us_equipment.aspx
http://www.acr.org/SecondaryMainMenuCategories/quality_safety/guidelines/med_phys/us_equipment.aspx
http://www.acr.org/SecondaryMainMenuCategories/quality_safety/guidelines/med_phys/us_equipment.aspx


9. Brown DL, Zou KH, Tempany CM, et al. Primary 
versus secondary ovarian malignancy: imaging 
findings of adnexal masses in the Radiology 
Diagnostic Oncology Group Study. Radiology 
2001;219:213-218. 

10. Jarvela IY, Sladkevicius P, Kelly S, Ojha K, Nargund 
G, Campbell S. Three-dimensional sonographic and 
power Doppler characterization of ovaries in late 
follicular phase. Ultrasound Obstet Gynecol 
2002;20:281-285. 

11. Kinkel K, Hricak H, Lu Y, Tsuda K, Filly RA. US 
characterization of ovarian masses: a meta-analysis. 
Radiology 2000;217:803-811. 

12. Sato S, Yokoyama Y, Sakamoto T, Futagami M, 
Saito Y. Usefulness of mass screening for ovarian 
carcinoma using transvaginal ultrasonography. 
Cancer 2000;89:582-588. 

13. Funt SA, Hann LE. Detection and characterization of 
adnexal masses. Radiol Clin North Am 2002;40:591-
608. 

14. Kaakaji Y, Nghiem HV, Nodell C, Winter TC. 
Sonography of obstetric and gynecologic 
emergencies: Part II, Gynecologic emergencies. AJR 
2000;174:651-656. 

15. Laing FC, Brown DL, DiSalvo DN. Gynecologic 
ultrasound. Radiol Clin North Am 2001;39:523-540. 

16. Polat P, Suma S, Kantarcy M, Alper F, Levent A. 
Color Doppler US in the evaluation of uterine 
vascular abnormalities. Radiographics 2002;22:47-
53. 

 
 
*Guidelines and standards are published annually with an 
effective date of October 1 in the year in which amended, 
revised or approved by the ACR Council.  For guidelines 
and standards published before 1999, the effective date 
was January 1 following the year in which the guideline 
or standard was amended, revised, or approved by the 
ACR Council.   
 
Development Chronology for this Guideline 
1991 (Resolution 10) 
Revised 1995 (Resolution 37) 
Revised 1999 (Resolution 36) 
Revised 2004 (Resolution 23) 
Amended 2006 (Resolution 35) 
Revised 2009 (Resolution 19) 

 
ACR PRACTICE GUIDELINE  Pelvic Ultrasound  /  5 



<<
  /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
  /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

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /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 <>
    /PTB <>
    /SUO <>
    /SVE <>
    /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


