
SUMMARY
This article is about the family relations of patients with anorex-
ia nervosa. Patients’ evaluation of the functioning of the family
as a whole and their separate relations with each parent were
analysed. Taking Murray Bowen’s family systems theory as his
point of departure, the present author assumed that patients
would evaluate the functioning of their family negatively, but at
the same time would positively assess their relations with each
parent separately. 
This article presents the results of the author’s own study of 10
participants, conducted in 2007. The participants were divided
into two groups: a clinical group, consisting of 5 women diag-
nosed with anorexia nervosa, and a control group of 5 healthy,
female secondary school pupils. The clinical group was hetero-
geneous. The patients’ age ranged from 18 to 28 (M=21;
SD=2.3) and they also varied with respect to level of education.
All the patients lived in Warsaw. The research instruments used
included the Family Relations Questionnaire with its three com-
ponent questionnaires (Family Questionnaire, Couple Rela tions
Questionnaire, and Self-esteem Questionnaire). Each scale
has items concerning the behavioural aspect of family function-
ing, intra-psychic functioning and moral functioning.
Patients with anorexia did in fact evaluate their family as a whole
negatively while evaluating their separate relations with each
parent positively. Their ratings of relations with father were less
positive than relations with mother. The author tries to link the
results with QOL issues, because family relations are a factor
often used to rate quality of life. 
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INTRODUCTION
Many scientific disciplines, including sociology, medicine and psychology,

invoke the concept of quality of life (QOL). However, due to their different per-
spectives, representatives of these disciplines approach the concept differently.

When psychologists talk about QOL, they refer to the contingencies which
help people to gratify their needs and realize their goals, to be happy, and to
feel satisfied with life (Trzebińska & Łuszczyńska 2002). How the concept is
defined depends on the theoretical school which the researcher represents.
Tomaszewski (cf. Brzezińska et al. 2001) adopts external criteria, the same
for all, such as richness of experience, level of awareness, level of activity,
creativity or social participation. When all these criteria are met as far as pos-
sible, QOL is good. Campbell (cf. Brzezińska et al. 2001) indicates the fol-
lowing criteria of QOL: marriage, health, household activities, work, place of
residence, level of education, standard of living, and – most important from
the present perspective – family life.

Other researchers have adopted a different approach. Internal (subjec-
tive), not external, criteria of QOL should be used and these criteria cannot
be imposed arbitrarily. Cantor (cf. Czerwińska 2002) argues that QOL depends
on whether and how people realize their developmental tasks (the emotional
experience which accompanies realization of these tasks and self-other com-
parison). Ratajczak highlights the relation between level of need satisfaction
on the one hand and environmental demands and resources on the other
hand (cf. Brzezińska et al. 2001). In all these approaches only individuals
themselves can rate their QOL. What is more, individuals not only rate their
own QOL but also select the criteria themselves.

In the medical sciences, evaluation of QOL was pioneered by David E.
Karnofsky, who pointed out that both subjective improvements and objective
improvement of activity or mobility should be the end product of treatment (cf.
Michalak et al. 2009). QOL in this sense assumes that both the patient’s health
status (illness, disability) and treatment have a negative effect on his/her QOL
(Schipper et al. 1996). Researchers have also discovered that, paradoxically, ill-
ness may improve QOL (for example, when the patient who feels that he/she is
getting more attention because he/she is ill interprets this as sign of improved
marital relations). The definition of QOL is ambiguous, and therefore the direc-
tion and scope of research will depend on the particular researcher’s interests.
A cardinal issue in QOL research is whether the research is to yield maximally
objective results (i.e. the criteria are given and the same for all) or is to yield
more in-depth information concerning a small group of people who will rate their
own QOL using different points of reference, according to their own priorities.

As we can see, in both the medical sciences and clinical psychology, QOL is
usually assumed to be the consequence of illness, injury etc. But what if we were
to reverse this cause-effect sequence? Can poor QOL cause certain illnesses?
This seems to be the case with anorexia nervosa, the subject of this article.
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According to the International Classification of Diseases (ICD-10), anorexia
nervosa “is a disorder characterized by deliberate weight loss, induced and/or
sustained by the patient. The disorder occurs most commonly in adolescent girls
and young women, but adolescent boys and young men may be affected more
rarely, as may children approaching puberty and older women up to menopause.”
The disorder involves specific psychopathological symptoms, such as dread of
being fat and body image distortion. The dread is persistent, and the patient
imposes a low weight threshold for himself or herself. Patients are usually under-
nourished to varying degrees and have secondary hormonal and metabolic dis-
orders, as well as functional somatic disorders. Other symptoms of anorexia ner-
vosa include self-imposed dietary restrictions, excessive exercise, self-induced
vomiting, self-induced purging, and the use of appetite suppressants and/or
diuretics. The American Psychiatric Association’s classification system (DSM-IV
2000) distinguishes two types of anorexia, the restricting type, characterized by
reducing food intake to small quantities and irregular use of purgatives, and the
binge eating - purging type, characterized by alternate food intake reduction and
binge eating or self-induced vomiting and excessive use of purgatives and diuret-
ics (not to be confused with bulimia nervosa, a separate disorder).

Anorexia nervosa is a disorder with a multi-factor aetiology (Bomba & Jó -
zefik 2003, Józefik 2006), i.e. it is impossible to indicate one factor conducive
to this disorder. A review of the literature reveals that the significance attrib-
uted to possible determinants depends on the theoretical school to which the
researcher adheres. At present, the most frequently researched factor is the
socio-cultural factor, and the socio-cultural factor which is attracting most
interest is the family, also the topic of the present study.

The approach attributing the source of anorexia nervosa to the family has
a very rich tradition (Bomba & Józefik, 2003, de Barbaro 1999, Namysłowska
2000, Włodawiec 2001). The present author draws upon Bowen’s theory.
According to this theory, the family is a very dynamic system. After each reac-
tion and ensuing modification, the system seeks to restore balance (home-
ostasis) and every change, even in one element, leads to change, for better or
for worse, in every other element (Bowen 1974). One frequent solution in the
latter case is for one member of the family to sacrifice him/herself by resigning
from his/her dreams, ambitions or career. Something which was supposed to
help to overcome current difficulties is later used to “blackmail” other family
members, or may lead to the expectation of “payment” for previous sacrifices.
At other times, one member of the family “falls ill” so as to maintain the status
quo and cope with the difficulty (Bowen 1974, de Barbaro 1999).

The dynamic system goes through various developmental stages, and
each stage means new conflicts. These conflicts can be resolved construc-
tively or non-constructively – in ways which are seemingly effective in the
short run, but detrimental to the system in the long run (de Barbaro 1999).

Dysfunctional family systems contain more traps, one of which may lead
to anorexia.  A triad may be produced, in which two family members form a
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coalition against a third member (the “outsider”), or a conflict between the
parents into which the daughter is drawn. For example, a cross-generational
coalition may form between daughter and father against mother. Mother then
competes with daughter for her position in the family and “beside father.” One
form which this competition can take is the daughter’s slimming. However,
father may withdraw from this constellation to join mother. Daughter then
feels deceived and, so as not to lose completely, she intensifies her slimming
to fight with mother and all of a sudden, slimming becomes the “family prob-
lem.” Father once again draws daughter into the triangle and she is now very
much part of the game. Nobody wants to end the game (Bowen, 1974). Of
course such a situation cannot be viewed as the rule in all families with an
anorectic member. Every system has different variables and every family
writes its own scenario. This is just one illustration of the mechanism de -
scribed by Bowen and his followers (Namysłowska 2000).

Father’s isolation is another situation (Bowen calls it emotional cutting-off).
When this happens, daughter’s disorder stimulates the family to reunite and
combat the problem (first the refusal to eat, then the disease) together.
Additionally, daughter may become a “communication channel” between par-
ents or between generations in the family (Bomba & Józefik 2003;
Namysłowska 2000). To summarise, when the family system is destabilized,
symptoms which appear in a child either help one family member to “win” or
help to restore balance in the system. The patient makes a sacrifice of him/
herself and his/her health to the family.

OBJECTIVE
This study examined the family relations in patients with anorexia nervosa.

Analysis of existing findings (Bowen 1974, Józefik 2006, de Barbaro 1999)
suggested that patients with anorexia would rate the functioning of their fam-
ilies as a whole negatively, but, due to family system dynamics, especially the
dynamics of cross-generational coalitions, they would rate their mother and
their relations with her, and their father and their relations with him, positive-
ly. The following hypotheses were tested:
• The patients rate the functioning of their family as a whole negatively.
• The patients rate their mothers and their relations with them positively.
• The patients rate their fathers and their relations with them positively.

Other hypotheses were also tested but will not be discussed in this article.

MATERIAL AND METHOD

Participants
The study was conducted on 12 women in 2007. There were initially 

6 women in the clinical group, but one was rejected due to unconfirmed diag-
nosis. All members of the clinical group were diagnosed with anorexia ner-
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vosa (without comorbidity) and were in therapy. Since the study was anony-
mous (and therefore the author did not have access to the patients’ medical
records), it was impossible to determine the patients’ method or stage of
treatment (Grochmal-Bach, Pachalska et all, 2009). The patients were a very
heterogeneous group. The youngest patient was 18, and the oldest  was 28.
The mean age of the clinical group was 21 years (SD=2.3). The patients had
different levels of education, but all lived in Warsaw. Four patients were in
out-patient treatment (in three private consulting rooms in Warsaw) and two
were in in-patient treatment at the Department of Neuroses, Institute of
Psychiatry and Neurology, Warsaw. There were initially six women in the con-
trol group, but one was excluded because her family was incomplete. All
these women were 18 years old and were third-year students at the Antoni
Dobiszewski Senior High School No. 44 in Warsaw. None of them had a men-
tal disorder or any other chronic disorder.

In order to respect the participants’ anonymity, they were simply labelled P1,
P2, P3, P4 and P5 (clinical group) and P6, P7, P8, P9 and P10 (control group).

Instruments
Participants were given the Family Relations Questionnaire (FRQ), an

instrument constructed by M. Cierpka and G. Fervert in 1994. The Polish
adaptation does not differ significantly from the German original. The FRQ
has three component questionnaires: the Family Questionnaire (FR-1), the
Couple Relations Questionnaire (FRC-2e and FRC-2f) and the Self-esteem
Questionnaire (SQ). FR-1 has 40 items pertaining to the respondent’s family.
Respondents are requested to say how well each statement describes their
family. Respondents rate each item on a 4-point scale: I agree completely, I
agree to a certain extent, I disagree to a certain extent, and I completely dis-
agree. FRC-2 and SQ have 28 items each. As before, respondents are request-
ed to say how well each statement describes their family. They rate each item
on a 4-point scale from 0 (desirable state) to 3 (undesirable state). In FRC the
examiner has considerable freedom. Depending on the objective, he/she can
test the daughter, son, wife, husband, father, sister and/or brother.

Each questionnaire has seven four-point scales:
• task performance (TP)
• role execution (RE)
• communication (COM)
• emotionality (E)
• affective relation initiation (ARI)
• control (C)
• values and norms (VN)

The first three scales refer to the external, behavioural aspect of family
functioning. The next three scales refer to the intra-psychic level. The last
scale refers to the moral sphere. The FRQ also has two control scales to
identify the respondent’s tendency to idealize the family:
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• social expectations (SE)
• defensiveness (D)

The following cut-off points were adopted for interpretive purposes in the
present study:
• 0 – 2 → very good (vg)
• 3 – 5 → good (g)
• 6 → acceptable (acc)
• 7 – 9 → bad (b)
• 10 – 12 → very bad (vb)

RESULTS
The results are presented in Table 1. As we can see, the majority of patients

with anorexia rated their family’s functioning as bad (only P2 gave positive rat-
ings on most scales). The following scales were given the lowest scores: Task
Performance, Role Execution and Communication. Other scales (Emotionality,
Affective Relation Initiation and Control) attracted more scattered ratings. The
last category, Values and Norms, received the most positive ratings. 

The patients’ separate ratings of their relations with their fathers and moth-
ers (Table 2, Table 3) are as predicted. The respondents from the clinical
group rated these relations as good or very good. This pattern is particularly
clear when we compare the data with the data in Table 1, i.e., ratings of the
family as a whole.

The respondents in the control group all rated their fathers and mothers sep-
arately, and their families as a whole, as good or very good. Only the results of
P7 depart disturbingly from this general pattern. This respondent rated the func-
tioning of her family negatively, and was particularly negative about her father.
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Due to the nature of the present study (case study format), the data can-
not be submitted to statistical analysis – the groups are two small. Neverthe -
less, I shall attempt a qualitative analysis to chart the direction for further
research.
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INTERPRETATION
The generally negative rating of family functioning in the anorectic group

is an important finding suggesting that the patients themselves are aware of
the problematic relations in their families. This finding justifies the interest in
anorexia shown by systems psychologists. It also gives credit to the claim
that when the family system is not functioning properly, family members try to
repair the damage, and “falling ill” by one of the children may be one way of
doing so. Our finding does not tell us, however, what the source of conflict or
destabilization in the family is. On the other hand, closer inspection of the
data helps us to see some interesting connections.

First, the data concerning the categories dealing with family functioning at
the behavioural level are particularly interesting. None of the patients rated
Role Execution or Task Performance as good. According to FRQ assump-
tions, this may suggest that family members assume inadequate roles, both
in the context of socially acceptable norms and the context of rules previously
generated by the family itself. The authors of the FRQ also associate high
scores on these scales with deficient gratification of the family’s basic needs
and inadequate responding in crisis situations (and a child’s serious illness is
surely a crisis situation). Hence our analysis of the behavioural aspect of fam-
ily functioning suggests that the families of the patients we studied have dif-
ficulty assuming the role of father, mother, husband, wife etc. Members of the
system adopt inadequate attitudes and this may affect the family climate. The
patients also feel that their families are failing to fulfil their primary tasks.
Perhaps this is because they draw the child into coalitions, indicating lack of
cross-generational boundaries. This in turn throws the family into still deeper
crisis, which only an event such as illness of a family member can mitigate.
Finally, dysfunctional families cannot cope with the situation, so that instead
of trying to deal with it swiftly and constructively, they let the illness progress.

The second element which attracts our attention is the dissonance be -
tween the ill child’s perception of the family as a whole and its rating of each
parent separately. This pattern also confirms theories which say that parents
create coalitions into which they draw their child and which focus on the very
bad atmosphere in the family. The present findings may explain why parents
who are in explicit or implicit conflict with one another have a negative effect
on the functioning of the whole family. The system is in a state of tension, and
this tension is felt by every member of the family, not only the conflicted par-
ties. If one parent gains control or there is a balance of power, the parents will
need to find an “ally.” One or both parents now try to win the child over and
enter a coalition with it against the other parent. However, because of the
need to maintain balance within the system and its dynamics, these coalitions
are short-lived and the child is tugged from one side to the other. To sum-
marise, the child feels the consequences of the conflict between the parents
and rates the family functioning negatively. Because each parent tries to draw
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the child into a coalition, it may feel that this is a sign of good relations with
each separate parent.

Let me continue my speculations. Perhaps illness is a response to the per-
sistent negative atmosphere in the family, which does not change despite the
changes of coalition. The child may also feel hurt or betrayed if it is “pushed out”
of a coalition, in which case it may (unconsciously) act in its own inte rest, not
the interest of one of the parents. However, the existing research fails to explain
why the child responds with anorexia rather than some other disorder.

It also needs to be said that in the control group the family as a whole and
each parent separately were rated more similarly than in the clinical group
(this is not a statistical inference, of course). If this pattern were to be con-
firmed on a larger sample, it would give us an important hint as to why the
child becomes anorectic. It is not hard to imagine how difficult it is to live with
such mixed messages. On the one hand, mother and father are rated posi-
tively but at the same time the whole family is rated negatively, according to
the same criteria. The situation in families in the throes of divorce may be
quite similar.

Both groups, clinical and control, are quite similar in that they both rate
their mothers slightly higher than their fathers. This seems rather obvious in
Polish cultural reality, where the mother is more likely to be ascribed the role
of tender of the hearth and home, and the father is ascribed the role of bread-
winner who is not so involved in family life.

Finally, let me mention the Values and Norms category. This category
applies to the moral sphere and was rated most highly by the clinical group.
This is consistent with the systemic approach to anorexia, which assumes
that illness will appear in those families in which rules of behaviour are clear-
ly defined and strictly if not rigidly observed, at least declaratively. At the con-
scious level this may be seen as something positive, particularly in the con-
text of a generally unstable system. Paradoxically, it can also be still another
element against which the child may want to revolt. Healthy family systems
allow their adolescent or young adult offspring to revolt within certain limits.
Anorexic families usually do not, and the child must find a space in which it
can contradict its family and introduce its own rules. Controlling one’s food
intake seems to be one such space where the child decides for itself what
and how much to eat. Hence the child sets its own rules and follows them.

To summarise, the presented fragment of research demonstrates that
family functioning and family relations may be an etiological factor in anorex-
ia nervosa. This is not a sufficient factor, however, and the deeper aetiology of
anorexia must still be considered unknown. Family relations, according to
Campbell (cf. Brzezinska et al. 2001), are one of the most important aspects of
QOL. So to what extent, we may ask, do patients with anorexia rate their QOL
as unsatisfactory? And can poor QOL really lead to a disorder such as anorex-
ia? We can only hope that this article will stimulate further research on anorex-
ia and encourage researchers to include QOL in their studies of this disorder.

Krasuski, The quality of life in patients with anorexia nervosa

242



REFERENCES
Bomba, J. & Józefik, B. (2003). Leczenie anoreksji i bulimii psychicznej: co, kiedy, komu?

Kraków: Biblioteka Psychiatrii Polskiej.
Bowen, M. (1974). Family therapy in clinical practice. New York: Jason Aronson.
Brzezińska, A., Stolarska, M. & Zielińska, J. (2001). Poczucie jakości życia w okresie wczesnej,

średniej i późnej dorosłości. In: K. Appelt & J. Wojciechowska (eds.), Zadania i role spo łeczne
w okresie dorosłości (pp. 103-126). Poznań: Wydawnictwo Fundacji Humaniora.

Czerwińska, N. (2002). Kształtowanie jakości życia w okresie dorastania. In: A. Brzezińska, M.
Bardziejewska & B. Ziółkowska (eds.), Szanse rozwoju w okresie dorastania (pp. 11-25).
Poznań: Wydawnictwo Fundacji Humaniora. 

de Barbaro, B. (1999). Wprowadzenie do systemowego rozumienia rodziny. Kraków: Wydaw -
nictwo Uniwersytetu Jagiellońskiego.

DSM-IV-TR (2000). Washington: American Psychiatric Association.
Grochmal-Bach B., Pąchalska M., Bidzan M., Pufal A., Łukaszewska B., Guzińska K. (2009)

Cognitive rehabilitation of the patient with anorexia. Acta Neuropsychologica. 7(1):1-13 .
Józefik, B. (2006). Relacje rodzinne w anoreksji i bulimii psychicznej. Kraków: Wydawnictwo

Uniwersytetu Jagiellońskiego.
Michalak, A., Krawczyk, K., Bocian, R., Okraszewski, J. & Wroński, K. (2009). Jakość życia.

Poznań Ginekologia Praktyczna, 2, 33-37. 
Międzynarodowa Statystyczna Klasyfikacja Chorób i Problemów Zdrowotnych [ICD-10] (2000).

Kraków: Uniwersyteckie Wydawnictwo Medyczne „Vesalius” (Polish transl.)
Namysłowska, I. (2000). Terapia rodzin. Warsaw: Instytut Psychiatrii i Neurologii. 
Schipper, H., Clinch, J. & Powell, V. (1996). Quality of life studies: definitions and conceptual

issues. In: H Schipper (ed.), Quality of life and pharmacoeconomics in clinical trials (pp. 11-
24). Philadelphia: Lippincott-Raven.

Trzebińska, E. & Łuszczyńska, A. (2002). Psychologia jakości życia. In: Z. Jurkowlaniec (ed.),
Psychologia jakości życia (pp. 5-8). Warsaw: Wydawnictwo Szkoły Wyższej Psychologii
Społecznej. 

Włodawiec, B. (2001). Psychoterapia zaburzeń odżywiania się. Warsaw: Instytut Psychospo -
łeczny. 

Address for correspondence:

Tomasz Krasuski
Department of Medical Psychology
Warsaw Medical University
ul. Żwirki i Wigury 81A
02-109 Warsaw, Poland
tkrasuski@gmail.com

Krasuski, The quality of life in patients with anorexia nervosa

243



<<
  /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


