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Abstract
Introduction: There are about 700.000 open mesh re-
pairs done as day surgery procedure in the United
States each year; in Germany in 2003 only about 6% of
inguinal repairs were done as day surgery procedure.
Study goal: Prospective evaluation of complications,
recurrence, and chronic postoperative pain after pri-
mary inguinal hernia repair with Ultrapro® mesh in
300 consecutively operated patients in our clinic. 
Material and methods: 300 consecutive patients with
primary inguinal hernia repair with Ultrapro® mesh
were prospectively followed-up. All patients had a de-
fect of the posterior floor (Nyhus III). All patients re-
ceived antibiotic/anti-thrombotic prophylaxis, pre-
emptive pain treatment and were operated by the same
surgeon according to a modified Lichtenstein tech-
nique. Patients were seen at day 1, day 10, 3 and 12
months after the operation and contacted in case they
did not show up.
Results: Mean age was 51 years (19-86 years), 218 men
(mean age 50) and 82 women (mean age 52). There
were 170 direct, 28 indirect and 157 direct and indirect
hernias (n = 355). All patients had a defect of the pos-
terior floor (Nyhus IIIa and b). In 55 patients we
treated a bilateral hernia. There was no intra-operative
complication. One patient (0.3%) complained from
minor postoperative nausea and vomiting (PONV).
One male patient (smoker) (0.3%) developed an in-
flammatory reaction in the groin incision; in five pa-
tients subcutaneous inflammatory tissue granuloma or
seroma were treated surgically. There was neither a
case of deep venous thrombosis (DVT), nor pul-
monary embolus (PE), nor significant surgical site in-
fection. The mean follow-up of the patients was 13
months (range 1-30 months); 98% of the patients were
included in the follow-up. There were four recurrences
(1.1%) in 355 hernia repairs. There was no case of
chronic pain related to the hernia repair nor a mesh-
related complication. 14 patients (4.66%), who had
complaints several months after the operation, were
thoroughly evaluated and diagnosed to have other
causes (intervetrebral disc prolapse, neuropathy, ad-
verse event of a hip joint replacement) 
Conclusion: Open mesh inguinal primary hernia repair
can be safely performed with excellent success and
good cosmetic results in patients in a specialised am-
bulatory clinic and is therefore an economic alterna-
tive for in-hospital treatment. In comparison to the in-
creased risk for serious complications in laparoscopic

inguinal hernia repair there was none in this series.
Chronic pain can be successfully prevented by surgical
technique and pre-emptive analgesic therapy. The re-
currence rate, which has been associated with surgical
experience, is low. The results of postoperative pain
are only comparable when the patients are seen by the
surgeon; evaluation by questionnaire is not sufficient.

INTRODUCTION

In contrast to the United States where 80-90% of in-
guinal hernia repairs are done as day surgery proce-
dure, in Germany more than 90% of the inguinal her-
nia repairs are performed in the hospital and only 6%
as day surgery procedure. (Toftgaard 2003). 

The most commonly performed inguinal hernia re-
pair in the United States is the Lichtenstein procedure
(295.000 or 37%) followed by plug repair (270.000 or
34%) (Rutkow 2003). The initial enthusiasm for the la-
paroscopic inguinal hernia repair has not been sus-
tained as the operation is performed only in 10-15%
of cases (Rutkow 2003; Fitzgibbons and Puri 2006).
The Netherlands Surgical Association recommends
the Lichtenstein procedure for primary inguinal hernia
repair. Laparoscopic procedures should be used only
for specific indications (Simons et al. 2003). Nowadays
primary inguinal hernia repair can be performed safely
in an ambulatory or day surgery clinic for most pa-
tients (ASA I, II, and with exceptions III). Advantages
of ambulatory treatment are a decreased risk of noso-
comial infection and thrombosis. Older patients are
less likely to suffer from transitional syndrome than in
the hospital. The quality of hernia repair can be as-
sessed by the complication and recurrence rate and the
frequency of chronic postoperative pain (Hawn et al.
2006). 

The aim of this study was to evaluate the outcome
of primary inguinal hernia repair with a modified
Lichtenstein technique using Ultrapro® (Ethicon,NJ,
USA) in an ambulatory clinic in 300 consecutive pa-
tients. The evaluation of our experience with hernia
repair with suture technique or other mesh implants is
not subject of this study.

MATERIAL AND METHODS

300 consecutive patients with primary inguinal hernia
(ASA I.,II, with few exceptions III; risk evaluation for
each patient was done by surgeon, anaesthesiologist
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and family practitioner) were prospectively recorded
and followed up after open mesh hernia repair (Ultra-
pro®, Ethicon Norderstedt, Germany) in case of a de-
fect of the posterior floor and/or enlarged internal in-
guinal ring. Inguinal hernia repair followed a modifica-
tion of the Lichtenstein technique with plastic recon-
struction of the posterior floor and the inguinal ring
(Holzheimer 2004). Patients received one-shot antibi-
otic prophylaxis and pre-emptive pain treatment. In
most instances patients were operated under general
anaesthesia (no intubation, no relaxation) and laryn-
geal mask. Patients were allowed to drink and eat as
well as to walk within the institution starting 1 hour af-
ter the end of the operation and left for home four
hours after the operation. Patients are seen at day 1
and 10 after the operation, and three months and 1
one year after the operation, routinely. In case the pa-
tients did no show up they were contacted. Complica-
tions, recurrence and chronic postoperative pain were
the main outcome parameters. A smaller group of pa-
tients (n = 50; including patients with recurrent her-
nia) have been questioned according the SF-36; the re-
sults have been published before (Holzheimer 2004).

RESULTS

There were 300 consecutive patients (mean age 51
years; 19-86 years) with a primary inguinal hernia
treated in our clinic.112 patients (37.3%) were 60 years
and older; 10 patients (3.3%) were 80 years and older.
218 men (mean age 50) and 82 women (mean age 52)
had 355 herniotomies, in 55 patients bilateral hernias
were present and operated. There were 170 direct, 28
indirect and 157 direct and indirect hernias. 8 patients
had a scrotal hernia, in one patient the inguinal liga-
ment has been torn away from its insertion in the pu-
bic bone. In 57 hernias the posterior wall defect was
accompanied by a distended internal ring and in 68
cases by a defect of the anterior wall. All patients had a
defect of the posterior floor (Nyhus III). None of the
patients suffered from an intra-operative complication.
In 7 patients who had a complicated form of a hernia
(scrotal hernia, traumatic hernia, reduced thrombo-
cytes, and long-term anticoagulation therapy) a drain
was placed and removed without any complication af-
ter the operation.

A minor form of postoperative nausea and vomit-
ing (PONV) has been observed in one patient (0.3%).
One female patient (0.3 %) who was on psychiatric
medication had a transient uncomplicated urinary re-
tention. 

One younger heavy smoking male patient (0.3%)
developed an inflammation of the incision area 10
days after the operation. A mild inflammation of hair
follicles postoperatively was seen in 5 patients and re-
quired no further surgical treatment (1.6 %). 

There were neither significant surgical site infec-
tion, nor deep venous thrombosis (DVT) or pul-
monary embolus (PE) observed.

10 patients (3.3 %) had a minor haematoma which
disappeared shortly after operation without any inter-
vention.

Five patients (1.6%) had to be surgically treated for
a subcutaneous inflammatory reaction. In three female

patients subcutaneous tissue (chronic fibrosing inflam-
mation due to foreign tissue granuloma; chronic folli-
culitis) has been removed several months postopera-
tively; in one patient (male) who has taken aspirin an
organized haematoma was removed 2 months later,
and in one patient a seroma developed which had to
be drained. 

The mean follow-up of the patients was 13 months
(range 1-30 months); 98% of the patients were includ-
ed in the follow-up; one patient has died for other rea-
sons (cancer) one year after hernia repair, one patient
has moved, four patients could not be followed up af-
ter the operation. 

There was no case of chronic pain related to the
hernia repair.14 patients (4.66) had complaints in the
groin, leg, hip or lower abdomen several months after
the operation and were sent for neurological evalua-
tion after a recurrent hernia was excluded by physical
and ultrasonographical examination and local infiltra-
tion of the ilioinguinal and iliohypogastric nerves did
not respond. The patients had either an intervertebral
disc alteration with nerve entrapment, or neuropathy.
One male patient suffered from a laceration of mus-
cles/tendons which was caused during an artificial hip
joint replacement several months before the inguinal
hernia repair.

In four patients (4/355 1.1%; three males and one
woman) a recurrent hernia has been recognized, which
has been repaired without any adverse event.

There was no case of mesh-related complication.

DISCUSSION

In Germany, inguinal hernia repair is still rarely done as
ambulatory or day surgery procedure (6%) (Toftgard
2003). In other countries like the United States groin
hernia repair is commonly performed as out-patient
procedure in 80-90% of all cases (Rutkow 2003).

In the United Kingdom mesh is used in 90% of in-
guinal hernia repair, 6% are non-mesh procedures and
4% of inguinal hernia repairs are performed as laparo-
scopic procedure (Ravindram et al. 2006). Rodriguez-
Cuellar et al. (2005) reported similar counts: 50%
Lichtenstein procedure, 17.1% Rutkow-Robbins mesh
plug, 8.5% Shouldice and 5.2% laparoscopic surgery.
In Germany 72.6% are performed as conventional an-
terior inguinal hernia repair and 26.7% laparoscopic
inguinal hernia repair (Wojtyczka et al. 2003).

The patient’s risk to suffer from a complication may
be associated with the experience and expertise of the
surgeon. Main postoperative complications of inguinal
hernia repair are haematoma/seroma, orchitis, neural-
gia and others (infection). Hawn et al. (2006) observed
complications in 342/1603 (21.3%) of patients within
2 years. The overall complication rate has been report-
ed to range from 8% - 21.3% after inguinal hernia re-
pair (Kald et al. 1998; Hawn et al. 2006).

HAEMATOMA/SEROMA

Haematoma/seroma rates may range from 2% to
39.2% (Hair et al. 2000; Rodriguez-Cuellar et al. 2005).
Fitzgibbons et al. (1995) reported 17.1% haematoma/
seroma complications related to laparoscopic hernior-
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rhaphy. We have seen minor haematoma in 10 patients
(3.3%).

ANTITHROMBOTIC PROPHYLAXIS

Although many surgeons do not provide thrombotic
prophylaxis to their patients (Beekman et al. 2006) it is
in the interest of the patient to offer antithrombotic
prophylaxis (stockings and low molecular weight he-
parin) also in case of open-mesh inguinal hernia repair.
We have seen no case of DVT or PE. According to in-
formation provided by the German Phlebological So-
ciety (Gerlach 2006) one case of deep venous throm-
bosis will cost approximately 80.000 Euro.

DRAINS

In general, there is no need to insert drainage in open-
mesh herniorrhaphy (Willy et al. 2003). Peiper et al. re-
ported that 14% of patients with drains inserted dur-
ing inguinal hernia repair and 16% of patients without
drains underwent percutaneous seroma puncture
(1997). In complicated hernia repair suction drainage
for 24 hours significantly reduced the incidence of
wound haematoma, seroma or infection from 48.7%
to 17.6% (p>0.01) (Beacon et al. 1980). In this series
drains were inserted only in 7 patients (2.3%) who pre-
sented intra-operatively a complicated form of an in-
guinal hernia, e.g., reduced thrombocytes, long-term
anticoagulation, scrotal or traumatic hernia. Drains
were removed without any complication.

WOUND INFECTION

The wound infection rate may vary from 1% - 10%
(Taylor et al. 1997; Hair et al. 2000; Aufenacker et al.
2004; Taylor et al. 2004; Terzi et al. 2005). One young
male patient, who is heavy smoking, had a superficial
inflammation of the groin incision which needed con-
servative wound care. It is known that smoking in-
creases the risk for infection. Preoperative smoking
cessation may improve surgical outcomes (Finan et al.
2005).

ORCHITIS AND TESTICULAR ATROPHY

Orchitis and testicular atrophy occur rarely (0.03-2%)
after inguinal hernia repair (Fong and Wantz 1992;
Reid and Devlin 1994; Dieudonné 2002; Verstraete
and Swannet 2003), but should be mentioned for in-
formed consent. There was no orchitis or testicular at-
rophy in our study. 

HAEMATOMA/SEROMA REQUIRING SURGICAL
INTERVENTION

Haematoma, seroma or infection may seldom require
surgical intervention. In this series there were 5 pa-
tients (1.6%) who required surgical removal of scar tis-
sue, seroma/haematoma, foreign tissue granuloma or
chronic folliculitis. In a large series of one thousand
hernia repairs (Lichtenstein repair in 741 patients) un-
der unmonitored local anaesthesia Callesen et al.
(2001) reported that 29 patients (3.91%) had compli-

cations (n = 15 postoperative bleeding or haematoma;
n = 14 infection) requiring surgical intervention. 

SERIOUS COMPLICATIONS

Serious complications rarely occur during or after
open-mesh inguinal hernia repair. We have seen no in-
cidence of serious complication in this series. Callesen
et al. 2001 observed 6 cases (0.6%) of cardiovascular
and respiratory events in 1000 patients operated for
inguinal hernia (Callesen et al. 2001).

ANAESTHESIA

Residual effects of anaesthesia may be urinary reten-
tion, nausea, vomiting, sedation (Callesen et al. 2001).
We observed one case (0.3%) of nausea and vomiting.

URINARY RETENTION

The rates of urinary retention after hernia repair with
general anaesthesia vary from 0%-2.3% (Kark et al.
1998; Hair et al. 2000; Rutkow and Robbins 1998) or
may be even higher after spinal and general anaesthe-
sia with unrestricted fluid load (Petros et al. 1991). In
this series we had one woman (0.3%) who suffered
from urinary retention. This patient was on medica-
tion for a psychiatric disease, which is known to lower
the threshold for urinary retention.

MORTALITY

We observed no case of mortality in this series. This is
certainly also an effect of the combined efforts of sur-
geon, family practitioner and anaesthesiologist to per-
form a risk evaluation before the decision to operate.
Mortality rates in inguinal hernia repair in Scotland
range from 0.2%-0.3% mainly due to cardiovascular
events (Myocardial infarction, deep venous thrombo-
sis) (Hair et al. 2000).

RECURRENCE

The effectiveness of inguinal hernia repair may be
measured by the rate of recurrence and neuralgia
(Hawn et al. 2006). We observed 4 recurrences in 355
operations (1.1%) during a mean follow-up of 13
months (range 1-30 months). In recent studies with
larger population the recurrence rate was given to be
4.9% to 15% (Kald et al. 1998; Hair et al. 2000; Haa-
paniemi and Nilsson 2002; Neumayer et al. 2004;
Hawn et al. 2006). 

POSTOPERATIVE CHRONIC PAIN

Patients are classified as having chronic pain if postop-
erative pain lasts for more than three months (Interna-
tional Association for the study of pain 1986). Bay-
Nielsen et al. reported in 2001 on the results of a na-
tionwide questionnaire study. 28.7% of patients com-
plained to have chronic pain. However, there may be a
wide range of the incidence of chronic pain 1 year af-
ter hernia: 0.7% to 54% (Hair et al. 2000; Bay-Nielsen
et al. 2001; Haapaniemi and Nilsson 2002; Kingsnorth
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et al. 2003; Poobalan et al. 2003; Verstraete and Swan-
net. 2003). Several factors may have an influence on
the rate of chronic pain. Pain measurement and grad-
ing may not be adequately done by a one-dimensional
scale such as the Visual Analogue Score (VAS) pain
score or by recording the number and types of anal-
gesics. The patients’ perception of pain may be differ-
ent (Nienhuijs et al. 2005). 14 patients (4.66%) in our
series were demonstrated to have chronic pain not re-
lated to hernia repair but to other causes, e.g., neu-
ropathy, damage during an artificial hip joint implanta-
tion or vertebral disc disease. This has been discovered
by clinical exclusion of groin pathology and a thor-
ough neurological examination of the patient.

CONCLUSION

Open mesh inguinal primary hernia repair can be safely
performed with excellent success and good cosmetic
results in patients of all ages in a specialised ambulato-
ry clinic. In comparison to laparoscopic inguinal hernia
repair there is a decreased risk for serious complica-
tions. Ultrapro® mesh is well tolerated and is not asso-
ciated with special complications. Chronic postopera-
tive pain can be prevented by surgical technique and
pre-emptive analgesic therapy. The development of re-
currence and chronic pain depends on the expertise
and experience of the treating surgeon. Open mesh in-
guinal primary hernia repair in a specialised ambulatory
clinic is the future treatment with regard to outcome,
quality of life and finally also the financial budget.

REFERENCES

Aufenacker TJ, van Geldere D, van Mesdag T, Bossers AN,
Dekker B, Scheijde E, van Nieuwenhuizen R, Hjemstra
E, Maduro JH, Juttmann JW, Hofstede D, van der Linden
CT, Gouma DJ, Simons MP. The role of antibiotic pro-
phylaxis in prevention of wound infection after Lichten-
stein open mesh repair of primary inguinal hernia: a mul-
ticenter double-blind randomized controlled trial. Ann
Surg 2004;240(6):955-960

Bay-Nielsen M, Perkins FM, Kehlet H. Pain and functional
impairment 1 year after inguinal herniorrhaphy: a nation-
wide questionnaire study. Ann Surg 2001;233:1-7

Beacon J, Hoile RW, Ellis H. A trial of suction drainage in in-
guinal hernia repair. Br J Surg 1980;67(8):554-5

Beekman R, Crowther M, Farrokhyar F, Birch DW. Practice
patterns for deep vein thrombosis prophylaxis in mini-
mal-access surgery. Can J Surg 2006;49(3):197-202

Callesen T, Bech K, Kehlet H. One-thousand consecutive in-
guinal hernia repairs under unmonitored local anesthesia.
Anesth Analg 2001;93(1373-1376

Dieudonné G. Plug repair of groin hernias: a 10-year experi-
ence. Hernia 2002;5:189-91

Finan KR, Vick CC, Kiefe CI, Neumayer L, Hawn MT. Pre-
dictors of wound infection in ventral hernia repair. Am J
Surg 2005;190(5):676-81

Fitzgibbons RJ, Camps J, Cornet DA, Nguyen NX, Litke BS,
Annibali R, Salerno GM. Laparoscopic inguinal hernior-
rhaphy. Results of a multicenter trial. Ann Surg 1995;221:
3-13

Fitzgibbons RJ, Puri V. Laparoscopic inguinal hernia repair.
Am Surg 2006;72:197-206

Fong Y, Wantz GE. Prevention of ischemic orchitis during
inguinal hernioplasty. Surg Gynecol Obstet 1992;174:399-
402

Gerlach HE. German Phlebological Society. Personal com-
munication 2006

Haapaniemi S, Nilsson E. Recurrence and pain three years af-
ter groin hernia repair. Validation of postal questionnaire
and selective physical examination as a method of follow-
up Eur J Surg 2002;168(1):22-8

Hair A, Duffy K, McLean J, Taylor S, Smith H, Walker A,
MacIntyre IM, O’Dwyer PJ. Groin hernia repair in Scot-
land. Br J Surg 2000;87:1722-1726

Hawn MT, Itani KM, Giobbie-Hurder A, McCarthy M,
Jonasson O, Neumayer LA. Patient-reported outcomes
after inguinal herniorrhaphy. Surgery 2005;140(2):198-205

Holzheimer RG. First results of Lichtenstein hernia repair
with Ultrapro-mesh as cost saving procedure – quality
control combined with a modified quality of life question-
naire (SF-36) in a series of ambulatory operated patients.
Eur J Med Res 2004;9(6):323-327

International Association for the study of pain. Classification
of chronic pain. Description of chronic pain syndromes
and definitions of pain terms. Prepared by the Interna-
tional Association for the Study of Pain. Subcommittee
on Taxonomy. Pain 1986;Suppl 3:S1-226

Kald A, Nilsson E, Andersberg B, Bragmark M, Engstrom P,
Gunnarsson U, Haapaniemi S, Lindhagen J, Nilsson P,
Sandblom G, Stubberod A. Reoperation as surrogate end-
point in hernia surgery. A three year follow-up of 1565
herniorrhaphies. Eur J Surg 1998;164(1):45-50

Kark AE, Kurzer MN, Belsham PA. Three thousand one
hundred seventy-five primary inguinal hernia repairs: ad-
vantages of ambulatory open mesh repair using local
anesthesia. J Am Coll Surg 1998;186:447-455

Kingsnorth AN, Bowley DMG, Porter C. A prospective
study of 1000 hernias: results of the Plymouth Hernia
Device. Ann R Coll Surg Engl 2003;85:18-22

Neumayer L, Giobbie-Hurder A, Jonasson O, Fitzgibbons R,
Dunlop D, Gibbs J, Reda D, Henderson W, Veterans Af-
fairs Cooperative Studies Program 456 Investigators.
Open mesh versus laparoscopic mesh repair of inguinal
hernia. N Engl J Med 2004;350:1819-27

Nienhuijs SW, van Oort L, Keemers-Gels ME, Strobbe LJA,
Rosman C. Randomized clinical trial comparing the Pro-
lene Hernia System, mesh plug repair and Lichtenstein
method for open inguinal hernia repair. Br J Surg
2005;92:33-38

Peiper C, Conze J, Ponschek N, Schumpelick V. Value of
subcutaneous drainage in repair of primary inguinal her-
nia. A prospective randomized study of 100 cases.
Chirurg 1997;68(1):63-7

Petros JG, Rimm EB, Robillard RJ, Argy O. Factors influenc-
ing postoperative urinary retention in patients undergoing
elective inguinal herniorrhaphy. Am J Surg 1991;161:431-
433

Poobalan AS, Bruce J, Smith WC, King PM, Krukowski ZH,
Chambers WA. A review of chronic pain after inguinal
herniorrhaphy. Clin J Pain 2003;19(1):48-54

Ravindran R, Bruce J, Debnath D, Poobalan A, King PM. A
United Kingdom survey of surgical technique and han-
dling practice of inguinal canal structures during hernia
surgery. Surgery 2006;139(4):523-6

Reid I, Devlin HB. Testicular atrophy as a consequence of in-
guinal hernia repair. Br J Surg 1994;81:91-3

Rodriguez-Cuellar E, Villeta R, Ruiz P, Alcalde J, Landa JI,
Luis Porrero J, Gomez M, Jaurrieta E. National project
for the management of clinical processes. Surgical treat-
ment of inguinal hernia. Cir Esp. 2005;77(4):194-202

Rutkow IM, Robbins AW. The mesh plug technique for re-
current groin herniorrhaphy: a nine year experience of
407 repairs. Surgery 1998;124:844-847

Rutkow IM. Demographic and socioeconomic aspects of her-
nia repair in the United States in 2003. Surg Clin North
Am 2003;83:1045-51

EUROPEAN JOURNAL OF MEDICAL RESEARCH4



Simons MP, de Lange D, Beets GL, van Geldere D, Heij HA,
Go PM, Nederlandse Vereniging voor Heelkunde. The
inguinal hernia guideline of surgeons of the Netherlands.
Ned Tijdschr Geneeskd 2003;147(43):2111-7

Taylor EW, Byrne DJ, Leaper DJ, Karran SJ, Browne MK,
Mitchell KJ. Antibiotic prophylaxis and open groin hernia
repair. World J Surg 1997;21(8):811-4

Taylor EW, Duffy K, Lee K, Hill R, Noone A, MacIntyre I,
King PM, O’Dwyer PJ. Surgical site infection after groin
hernia repair. Br J Surg 2004;91(1):105-111

Terzi C, Kilic D, Unek T, Hosgoler F, Fuzun M, Ergor G.
Single-dose oral ciprofloxacin compared with single-dose
intravenous cefazolin for prophylaxis in inguinal hernia
repair: a controlled randomized clinical study. J Hosp In-
fect 2005;60(4):340-347

Toftgaard C. World wide day surgery activity 2003. The IAAS
survey on ambulatory surgery. International Association
for Ambulatory Surgery. 2003. 

Verstraete L, Swannet H. Long-term follow-up after Lichten-
stein hernioplasty in a general surgical unit. Hernia 2003;
7:185-90

Willy C, Sterk J, Gerngross H, Schmidt R. Drainage in soft
tissue surgery. What is evidence based? Chirurg 2003;
74(2):108-11

Wright DM, O’Dwyer PJ, Paterson CR. Influence of injection
site for low-dose heparin on wound complication rates
after inguinal hernia repair. Ann R Coll Surg Engl
1998;80(1):58-60

Wojtyczka N, Wente MH, Wenning M, Kozianka J, Waleczek
H. Surgeons learn how to learn. Study of 76,499 hernior-
rhaphies performed between 1993 -1997 registered by the
chamber of physicians in Westfalia-Lippe. Chirurg
2003;74:353-360

Received: December 14, 2006 / Accepted: January 8, 2007

Address for correspondence:
Prof. Dr. René G. Holzheimer
Tegernseer Landstr. 8
82054 Sauerlach (near. Munich)
Germany
Tel. +49-8104-887822
Fax +49-8104-887824
Gresser.holzheimer@web.de

EUROPEAN JOURNAL OF MEDICAL RESEARCH 5



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /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 /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /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 false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
    /DEU <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


