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Abstract

Background: Colic, defined as pain originating from the abdomen, is a common condition in horses. Most of the
cases resolve spontaneously or after medical treatment, but a few require surgical treatment. Surgical treatment of
colic in horses is resource-demanding and expensive, and information on prognosis is therefore important for both
owners and surgeons. In the present study, surgical cases in two equine hospitals in Norway between 2005 and
2011 were reviewed. The aim of the study was to describe associations between prognostic indicators, diagnoses
and short term survival by use of random effects logistic regression.

Results: In the present study, 162 out of 297 (54.5%) surgeries resulted in the horse being discharged from the hospital.
Excluding cases euthanized during surgery, the overall short-term survival was 74.0% (162 out of 219 surgeries).
Seventy-eight (26.3%) of the horses were euthanized during surgery, due to grave or poor prognosis. In univariable
analyses, duration of colic signs, heart rate, capillary refill time, mucosal membrane appearance, intestinal sounds,
affected gastrointestinal segment, hematocrit, intestinal resection, hospital and surgeon board-certification had
P-value <0.20 and were assessed in multivariable analyses. Respiration rate, rectal temperature and lactate in blood also
had univariable P <0.20, but were left out from multivariable analyses due to too high levels of missing values. A random
effect of primary surgeon was included and breed, sex and age were tested in multivariable analyses as possible
confounders; and hospital was included to control for hospital routine differences. In the final multivariable model the
variables mucosal membrane appearance, affected gastrointestinal segment and surgeon board-certification significantly
influenced survival. The random surgeon effect was not significant.

Conclusions: The present study showed that prognostic parameters and diagnoses of surgical treatment of horses with
colic in Norway are in accordance with reports from other parts of the world. The significant effect of board-certification
of surgeon is not reported in previous studies. The general short-term survival rate was somewhat lower than reported in
other studies, partly due to more horses being euthanized intraoperatively in the present study. This might be because of
economical or animal welfare reasons.
Background
Colic, defined as pain originating from the abdomen, is a
common condition in horses. An incidence of 4.2-10.6
colic cases/100 horse-years is reported from the United
States and Great Britain [1-4]. In Norway, the incidence
of colic has been estimated to 4.8 cases/100 horse-years
[5]. A Swedish study found an incidence of 0.91 colic
cases/100 horse-years [6]. This study was, however,
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based on insurance claims. The majority of equine colic
episodes resolve spontaneously or after medical treatment.
On the other hand, displacements and especially strangu-
lating lesions might prove fatal without surgery [7-9]. Colic
surgery remains one of the most expensive and resource-
demanding procedures performed in equine medicine, due
to the staff and facilities necessary and the prognosis varies
from guarded to excellent [10,11]. Information on the
prognosis of surgical treatment is, therefore, important for
both owners and surgeons in order to make the proper
decision on treatment in the individual case.
There are a number of studies published on the survival

of horses undergoing colic surgery, both for specific con-
ditions and overall survival [9,12-18]. However, as pointed
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out by Mair et al. [19], the studies vary in design, mainly
regarding inclusion criteria. Specific lesions [12,20], af-
fected intestinal segment [21] and surgical treatment [10]
are all used as inclusion criteria in various studies. Other
studies include all colics, both medical and surgical
[16-18]. Systematic studies on causes and treatment of
colic are, therefore, essential in the continuous effort to
improve clinical outcome. The aim of the present study
was to describe associations between possible prognostic
indicators, diagnoses and short term survival (STS),
defined as a horse being discharged from the hospital, in
surgical colic cases in two equine hospitals in Norway
from 2005 to 2011.

Methods
Case records of all horses undergoing laparotomy due to
abdominal pain in two equine hospitals in Norway
between 2005 and 2011 were reviewed, altogether 317
horses. All horses were admitted to the hospitals due to
a perceived serious colic condition. Hospital 1 accepted
only cases referred by a veterinarian in the period
reviewed, while Hospital 2 also accepted horses without
a veterinary examination beforehand. Of these, seven
horses had lesions in organ systems other than the
gastrointestinal tract diagnosed prior to surgery (two
foals with rupture of the urinary bladder and five mares
with uterus torsion) and were thus excluded from the
study. Four horses were euthanized in the recovery stall
due to fractures (n = 3) or femoral nerve paralysis (n = 1),
and were also excluded from the study. Nine horses had a
second laparotomy performed due to persisting colic and
were omitted as well. Altogether 297 horses were included
in the study population. The breed and age distribution of
the included cases are presented in Table 1. Information
retrieved from the records included duration of colic
signs, transport time to the hospital (minutes), case
history, results of preoperative clinical and laboratory
examinations (hematocrit, blood lactate, total solids in
Table 1 Breed and age of 297 horses surgically treated
for colic in Norway 2005 - 2011

Breed n Median age* Range*

Warmblood 101 9.5 0 -18

Standardbred 46 4 0 - 20

Pony Breeds 45 10 1 - 20

Norwegian Coldblooded Trotter 42 5.5 0 - 30

Thoroughbred 18 4 0 - 11

Icelandic Horse 16 7.5 0.5-17

Other Breeds 28 8 0 - 18

Unknown 1 16

Total 297 7 0 - 30

*Given in years. 0 = Foals 1–2 days of age.
blood), duration of anesthesia, surgical findings and proce-
dures (enterotomy, resection), outcome, and duration of
hospitalization. Also, primary surgeon, secondary surgeon,
anesthetist, daytime vs. out of hours surgery, and surgeon
specialist qualifications were included as variables. In
cases where information on transport time to the hospital
was missing, Google Map® was used to estimate the
duration of transportation. Surgical treatment was in all
cases chosen when clinical examinations showed bowel
displacements on rectal examination, progressively worsen-
ing general condition or refractory pain. Duration of colic
signs prior to surgery was recorded from information by
the owner or referring veterinarian. Horses euthanized
during surgery were omitted from statistical analysis of
anesthesia time and whether enterotomy and resection of
intestine were performed or not.
The results of the last physical examination prior to

surgery were defined as preoperative clinical variables.
Thirty horses also had the total solids, referring to proteins
and lipids, of abdominal fluid measured. Lactate measure-
ments were available at Hospital 1 for the whole period,
and at hospital 2 from 2010 and onwards. At Hospital 1 an
ABL-800 FLEX® (Radiometer Medical, Brønshøj, Denmark)
was used for the lactate analysis, and at Hospital 2 a hand-
held Accutrend® (Labservis LTD, Baku, Azerbaijan) was
used. Total solids in plasma and abdominal fluid were
measured by a refractometer (ATAGO CO., LTD, Tokyo,
Japan). As lactate had almost 50% missing values and was
measured with two different methods, this variable was left
out from the analyses. An overview of the variables with
total number of observations and number and percentage
missing observations of each variable is presented in
Table 2.
All laparotomies were performed under general anesthesia

in dorsal recumbency. Enterotomy and resection of bowel
were classified as performed/not performed. Surgeons
worked in a team of two for the majority of surgeries.
All surgeons serving as primary surgeons had several
years of experience with laparotomies in horses. Eleven
different surgeons were serving as primary surgeon in
the period reviewed, with 30 different surgeons serving
as assistant surgeons. Two surgeons were board-certified
by the American College of Veterinary Surgeons (ACVS)
and one by the European College of Veterinary Surgeons
(ECVS), all three working at Hospital 1. Twenty six differ-
ent anesthetists were involved. Diagnoses were based on
surgical exploration, with the exception of horses eutha-
nized during surgery where a final diagnosis was made at
post mortem examination.
Both the participating hospitals are located in Oslo, and

mainly serve the equine population in the south-eastern
part of Norway, although cases are referred from all over
the country. The surgical team performing colic surgeries
at both hospitals consists of two surgeons and a nurse



Table 2 Overview of observed variables with number of
horses (n) and missing observations in each variable in a
retrospective study of 297 colic surgeries in Norway
2005 - 2011

Variable n Missing (%)

Prior to admission

Duration of signs (hours) 271 26 (8.8)

Transport time (minutes) 292 5 (1.7)

Preoperative variables

Heart rate (beats\minute) 271 26 (8.8)

Respiration rate (elevated\not elevated) 151 146 (49.2)

Rectal temperature (˚celsius) 167 130 (43.8)

Capillary refill time (seconds) 227 70 (23.6)

Mucosal membranes (appearance) 268 29 (9.8)

Normal, pale, toxic, cyanotic
or sligthly abnormal

Rectal examination 235 62 (20.9)

Normal, impaction of large intestine,
displaced colon, tympanic colon or
distended small intestine

Borborygmia 237 60 (20.2)

None, reduced, normal,
increased or tympanic

Nasogastric reflux (positive\negative) 155 142 (47.8)

Hematocrit 251 46 (15.5)

Total solids in plasma (gram\litre) 246 51 (17.2)

Lactate in blood (mmol\litre) 153 144 (48.5)

Intraoperative variables

Anesthesia duration (minutes)* 187 32 (10.7)

Enterotomy (performed\not performed)* 219 0 (0.0)

Intestinal resection (performed\not performed)* 219 0 (0.0)

Anesthetist 244 53 (17.8)

Primary surgeon 286 11 (3.7)

Secondary surgeon 210 87 (29.3)

Surgeon board-certification (yes\no) 294 3 (1.0)

Daytime vs. out-of-hours 283 14 (4.7)

Postoperative variables

Hospitalisation duration (days)* 218 1 (0.4)

*Excludes cases that were euthanized during surgery (n = 78).
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assisting. At Hospital 1 a veterinarian or a nurse special-
ized in anesthesia are responsible for the anesthesia, while
at Hospital 2 a nurse or intern is handling anesthesia.
Pre-operative treatment at both hospitals was constantly

adjusted according to recent literature in the period
reviewed, but in general consisted of penicillin 22.000 IE/kg
body weight (bwt) intravenously (iv.), gentamycin 6.6 mg/kg
bwt iv., flunixin meglumine 1.1 mg/kg bwt iv., fluid
therapy according to need and further analgetics if needed
(α-agonists and butorphanol iv.). Postoperatively, antibiotics
(procaine penicillin 22.000 IE/bwt intramuscularly (im.)
twice a day and gentamycin 6.6 mg/kg bwt iv. once a day)
were continued for 5–10 days and flunixin meglumine for
at least 3 days, longer if needed. Sucralfate (8 mg/kg bwt
perorally (po.) three times a day) were given as prophylaxis
against gastric ulcers until the horse was back on normal
feed ration, and omeprazole (4 mg/kg bwt po. once a day)
if gastric ulcers were confirmed. In cases involving re-
section of intestine, strangulated small intestine or
ileus was treated with lidocaine as a bolus of 1.3 mg/kg
bwt iv. followed by constant rate intravenous infusion
of 0.05 mg/kg bwt/min iv. for 24–48 hours postopera-
tively. Clinical status was taken every third hour 24–48
hours postoperatively, or longer if needed. Hematocrit,
total solids in blood and blood gas analysis were done
1–2 times a day, or more often if indicated. A nasogastric
tube passed as needed if ileus or discomfort occurred.
Statistical analysis
The main outcome variable was short-term survival (STS)
defined as a horse being discharged from the hospital, or
not. The outcome variable was thus a dichotomous vari-
able and logistic regression was applied. Variables (respir-
ation rate, lactate in blood, reflux) with more than 25%
missing observations were omitted from the analyses. The
variables were first tested unconditionally with univariable
logistic regression. Continuous variables were evaluated
for linearity by lowess curves and by adding the quadratic
term of the variable. Continuous variables showing a
non-linear relationship with the outcome variable were
categorized into biologically plausible categories. Thus,
the variables duration of signs, heart rate, capillary refill
time, hematocrit, anesthesia duration and hospitalization
time displayed a non-linear relationship with the outcome
and were categorized. Heart rate was classified as normal
or elevated (>44 beats per minute), capillary refill time
classified as less than 2 seconds, between 2 and 3 seconds,
and more that 3 seconds, and hematocrit was classified as
normal (0.32-0.42), low (<0.32) or increased (>0.42). The
variable duration of signs was grouped into four categories
based on percentiles. Anesthesia duration was classified as
less than 120 min, more than 120 min or as euthanized in-
traoperative. Variables were then screened for colinearity
by pair wise correlations for continuous variables and by
Goodman and Kruskal’s gamma for dichotomous and or-
dinal variables [22,23]. Associations > 0.7 or < −0.7 were
considered evidence of colinearity. The variables with a
univariable P-value ≤ 0.20 from the likelihood ratio test
(LRT) and the multiple Wald test were selected for further
multivariable analysis, provided that there was no co-
linearity between them. When colinearity was detected,
the variable with the strongest univariable P-value and
fewest missing data was selected for further analysis.
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There were 11 primary surgeons with an average of 26
records per surgeon, and a random effect of surgeon was
used in the analyses. As only Hospital 1 had board-
certified surgeons available in the revised period, the
statistical analysis of this parameter was also done with a
reduced data set, containing only surgeries performed in
Hospital 1. A multivariable random effects logistic regres-
sion model with outcome survival yes/no was constructed
by manual forward selection by offering variables selected
from the univariable analyses one-at-a-time to the model
by ascending univariable P-value. Variables were retained
in the model when the P-value of the LRT and multiple
Wald test was < 0.05. Potential confounding and interven-
ing variables were evaluated based on both a tentative
causal diagram and changes in effects during model build-
ing. All possible two-way interactions between statistically
significant variables in the model were tested by adding
interaction terms to the model. Due to the large number
of interactions tested, a more restrictive P-value was
applied. Interaction terms were retained if the P-value of
the LRT was < 0.01. The LRT was used to evaluate the
significance of the random surgeon effect in the models
with and without random surgeon effect, but containing
the same fixed effects. The LRT was considered significant
at P = 0.05 and one-sided test.
The multiple Wald test and LRT were used to evaluate

differences between categories of categorical predictors.
The Stata command lincom was used to conduct con-
trasts among each category of categorical predictors.
From the final multivariable random effects logistic

regression model the between surgeon variance (σ2surgeon)
was estimated. The intraclass correlation coefficient
(ICC) calculated by the latent variable approach, assum-
ing that horse level variance (σ2) is the constant π2/3
was calculated using.

ICC ¼ σ2surgeon=σ
2þσ2surgeon

To evaluate and assess the fit of the final multi-level
model the residuals at the horse level were estimated
and the residuals at the surgeon level were estimated
and evaluated by plotting of residuals against both
predicted values and against fitted values to evaluate
homoscedasticity and normality [22].
The software package Stata 12® (Stata Corporation,

4905 Lakeway Drive, College Station, TX 77845, USA)
was used for all analyses.

Results
Descriptive statistics
Out of the 297 horses there were 132 (44.4%) geldings,
111 (37.4%) females and 53 (17.8%) intact males. Sex
was not recorded in one case. Median age was 7 years.
A total of 179 surgeries were performed at Hospital 1
and 118 surgeries were performed at Hospital 2. Of
the 316 surgeries performed, 162 (54.5%) resulted in the
horse being discharged from the hospital. Excluding
the 78 cases euthanized during surgery, the overall
short-term survival was 74.0% (162 of 219 surgeries).
The occurrence of each diagnosis and the corresponding
short-term survival are presented in Table 3.
Descriptive statistics and results with odds ratio (OR)

and P-values for variables with less than 25% missing
values, and P-value below 0.2 from the univariable
analyses are presented in Table 4. Of the 235 cases that
had a reported rectal examination, 12 cases (5.1%) had
normal findings, 42 (17.9%) findings corresponding to
impaction of large intestine, 66 (28.1%) findings suggest-
ing displacement of large intestine, 76 (32.3%) distended
small intestine and 39 (16.6%) tympany of large intestine.
Of the 155 cases with information on nasogastric intub-
ation, 87 cases (56.1%) had reflux of gastric content when
a nasogastric tube was passed. Only 29 cases had informa-
tion on solid content in peritoneal fluid and this variable
was excluded from statistical analysis. When excluding
cases euthanized intraoperatively, mean anesthesia time
was 134 minutes (range 45–360 minutes).
Seventy-eight (26.3%) of the horses were euthanized

due to grave prognosis because of rupture/perforation of
intestine (n = 10) or perceived poorer prognosis due to
non-viable intestine (n = 68). Of the 219 cases brought
into recovery, 97 (44.3%) had an enterotomy performed
and 21 (9.6%) had intestinal resection and anastomosis
performed.
The variables that had univariable P-value ≤ 0.20 and thus

were eligible for inclusion in the multivariable analyses
were: duration of colic signs, heart rate, mucus membrane
appearance, capillary refill time (CRT), hematocrit, intes-
tinal sounds, affected gastrointestinal segment, intestinal re-
section, duration of hospitalization, primary surgeon, and
whether the primary surgeon was a board-certified special-
ist or not. Breed, sex and age were included as potential
confounders, and hospital was included as a fixed effect to
control for hospital routine differences.

Multivariable analyses
Results with OR, P-values, and 95% confidence intervals
from the final multivariable model are presented in Table 5.
The variables affected GI segment, mucosal membranes,
and specialist surgeon were significant. Lesions in the large
colon doubled the odds of survival when compared with
lesions in small intestine which was the baseline; lesions in
the cecum and small colon gave approximately halved odds
of survival. All categories of abnormal mucosal membrane
appearance, especially cyanotic, reduced the odds of sur-
vival when compared to the normal (baseline) appearance.
If the surgeon was specialist, this significantly increased the



Table 3 Lesions, frequency and short-term survival rates of 297 colic surgeries in Norway 2005 - 2011

Lesion n (%) Discharged from
hospital (%)

Euthanized during
surgery (%)

Euthanized after
surgery (%)

Ventricle 3 (1.0) 1 (33.3) 2 (66.7) 0 (0.0)

Impaction 1 (0.3) 1 0 0

Rupture 2 (0.7) 0 2 0

Small intestine 96 (32.3) 46 (47.9) 34 (35.4) 16 (16.7)

Impaction 11 (3.7) 10 1 0

Impaction by ascarides 4 (1.3) 1 1 2

Volvulus 9 (3.0) 4 3 2

Incarceration in epiploic foramen 18 (6.1) 5 9 4

Incarceration in mesenteric rent 7 (2.4) 2 2 3

Intussusception 5 (1.7) 3 2 0

Incarceration in inguinal hernia\rupture 12 (4.0) 9 3 0

Verminous endarteritis 1 (0.3) 0 1 0

Infarct 7 (2.4) 1 5 1

Enteritis 14 (4.7) 8 4 2

Rupture 2 (0.7) 0 2 0

Strangulation by pedunculated lipoma 3 (1.0) 0 1 2

Ileus without obstruction 3 (1.0) 3 0 0

Cecum 26 (8.8) 7 (26.9) 9 (34.6) 10 (38.5)

Impaction 12 (4.0) 2 6 4

Displacement 8 (2.7) 4 1 3

Tympany 2 (0.7) 1 0 1

Intussusception 4 (1.3) 0 2 2

Large colon 135 (45.5) 90 (66.7) 21 (15.6) 24 (17.7)

Impaction 23 (7.7) 20 0 3

Volvulus 37 (12.5) 14 13 10

Left dorsal displacement 20 (6.7) 16 3 1

Right dorsal displacement 33 (11.1) 27 2 4

Other displacements including
retroflexion of the pelvic flexure

10 (3.4) 8 1 1

Rupture 2 (0.7) 0 2 0

Colitis 5 (1.7) 1 0 4

Tympany 3 (1.0) 3 0 0

Intramural abscess 1 (0.3) 1 0 0

Incarceration in diafragmatic rent 1 (0.3) 0 0 1

Small colon 15 (5.1) 8 (53.3) 4 (26.7) 3 (20.0)

Impaction 12 (4.0) 6 3 3

Meconium retention 3 (1.0) 2 1 0

Peritoneal cavity 6 (2.0) 1 (16.7) 5 (83.3) 0 (0.0)

Peritonitis 3 (1.0) 1 2 0

Adhesions 3 (1.0) 0 3 0
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Table 3 Lesions, frequency and short-term survival rates of 297 colic surgeries in Norway 2005 - 2011 (Continued)

Miscellaneous 16 (5.4) 9 (56.2) 3 (18.8) 4 (25.0)

Faecalith obstruction** 8 (2.7) 4 2 2

Strictures* 5 (1.7) 4 0 1

Ovarian neoplasia involving small intestine 1 (0.3) 1 0 0

Unknown 2 (0.7) 0 1 1

Total 297 162 (54.5) 78 (26.3) 57 (19.2)

*Includes two cases with strictures in the pelvic flexure and three with strictures in the jejunum.
**Four in the small colon, two in the pelvic flexure, one in the transverse colon, one in the jejunum.
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survival by almost 2.5, while the effect of hospital was non-
significant when including the variable specialist surgeon.
Breed, sex and age did not show any confounding effects.
Both effect of anesthetist and daytime vs. out-of –hours
surgery was tested and neither of these variables showed
any significant effect. Significant interactions were not
found. As a sensitivity analysis, the model was applied on a
reduced dataset containing only records from Hospital 1
and this gave almost identical results (data not shown).
When building the multivariable model, the random

surgeon effect was moderate at 6%, but significant (ICC
0.06, p = 0.032) until adding the variable board-certified
surgeon or the variable hospital. Then the random sur-
geon effect became negligible at 0.5% and non-significant
(ICC 0.005, P = 0.225).
The surgeon level residuals from the random part of

the final model showed no evidence of heteroscedasticity
or lack of normality. No extreme values were found in
the horse level residuals.

Discussion
The overall STS of 54.8% in the present study is lower
than reported in other similar studies, which report an
overall survival rate from 48.0% to 85.0% [9-11,13,14,24].
Findings regarding intestinal segment and type of lesion
are in accordance with other studies [11].
In the present study 26.3% of the 297 surgeries resulted

in the horse being euthanized during surgery. This is con-
siderably higher than the 13.0% intraoperative mortality
reported by Mair & Smith [10] and Santschi et al. [14]
and the 8.2% reported by Proudman et al. [25]. In a
Canadian study where horses were referred over substan-
tial distances, however, the intraoperative mortality was
similar (26.5%) [16]. One reason for high number of intra-
operative euthanasia in the present study might be related
to attitudes towards animal welfare as Norwegian owners
and veterinarians might be reluctant to proceed with
procedures resulting in extended periods of discomfort.
This is, however, not an easily assessed factor. Further-
more, financial limits might be a reason for intraoperative
euthanasia, especially when prognosis is poor. Norway is a
high-cost country and owners may be reluctant to go on
with treatment of cases with reduced prognosis and longer
recovery period. When a serious condition in need of for
example intestinal resection was found during surgery, the
surgeon usually called the owner and provided the owner
with this information. The owner then made the decision
of whether to go ahead with the surgical procedure. The
present study did not investigate the reasons why owners
elected to have the horse euthanized during surgery.
Fifty seven (19.1%) of the 297 horses that underwent

surgery were euthanized in the postoperative period. The
reasons for euthanization were not documented for each
case, but in general ileus, persisting colic signs, laminitis
and animal welfare concerns were common reasons for
euthanasia. Economical limitations are also involved, as
prolonged intensive care rapidly becomes expensive.
STS for large colon volvulus in the present study was

low, with 14 out of 37 cases discharged (STS 37.5%),
compared to the STS of 70.7% reported by Suthers et al.
[20]. Also, incarceration of small intestine in the epiploic
foramen had a low STS (5 out of 18 cases discharged,
27.8%) compared to a multicenter study [26]. These are
both rapidly progressing conditions often leading to se-
verely compromised and sometimes non-viable intestine,
requiring resection and anastomosis of intestine. The
intraoperative euthanasia of respectively 35.1% and 50.0%
as well as the low STS for such cases in the present study
suggests that earlier surgical treatment is essential in these
kinds of cases. Many studies with reports of an exception-
ally high STS for such lesions originate from horse-dense
areas where owners often are professional and veterinar-
ians often exclusively work in equine practice [27]. Most
likely, this will lead to earlier referral for surgical treat-
ment. This is in contrast to Norway which have a rather
dispersed equine population and where veterinarians on
call commonly are general practitioners. The decision of
performing surgery and euthanasia on severely ill patients
is ultimately an owner decision which also influences the
intraoperative mortality if owners in different regions have
different attitudes. Precise diagnosis is important to
provide an accurate prognosis, and this is difficult to
obtain preoperatively in most cases of colic. It is therefore
likely that the decision of choosing euthanasia is easier
made with the more precise diagnosis obtained during
surgery. Implementation of peritoneal fluid analysis in the



Table 4 Variables showing p< 0.20 in univariable analysis in
297 colic surgeries in Norway 2005–2011

Variable Mean (range)/ number (%) OR p-value

Hospital

Hospital 1 179 (60.2) 1.00

Hospital 2 118 (39.7) 0.65 0.146

Duration of signs (hours)

0 - 8 53 (19.5) 1.00

8 - 16 79 (29.0) 1.62 0.191

16 - 30 68 (15.0) 1.42 0.364

>30 72 (26.5) 0.75 0.441

Transport time (minutes) 88.6 (0–900) 1.003 0.032

Preoperative variables

Heart rate

Normal (≤44 bpm) 62 (22.9) 1.00

Increased (>44 bpm) 209 (77.1) 0.52 0.043

Capillary refill time

< 2 seconds 96 (42.3) 1.00

2-3 seconds 110 (48.5) 1.06 0.843

> 3 seconds 21 (9.3) 0.29 0.029

Mucosal membranes

Normal 108 (40.2) 1.00

Slightly abnormal 81 (30.2) 0.40 0.005

Pale 54 (20.1) 0.31 0.001

Cyanotic 10 (3.7) 0.14 0.024

Toxic 15 (5.6) 0.40 0.514

Intestinal sounds

Normal 22 (9.3) 1.00

Reduced 110 (46.4) 0.55 0.297

Abscent 78 (32.9) 0.29 0.033

Tympanic 19 (8.0) 0.64 0.539

Increased 8 (3.4) 0.19 0.070

Hematocrit

Normal (0.32 - 0.42) 120 (47.8) 1.00

Low (<0.32) 37 (14.7) 0.92 0.834

Increased (>0.42) 94 (37.5) 0.50 0.021

Intraoperative variables

Board-certified surgeon
(yes\no)

No 201 (68.4) 1.00

Yes 93 (31.6) 2.14 0.004

Anesthetist (continuous) 8 (1–26) 0.97 0.181

Affected GI-segment

Small intestine 101 (34.0) 1.00

Cecum 25 (8.4) 0.42 0.081

Large colon 141 (47.5) 2.02 0.011

Small colon 19 (6.4) 1.10 0.851

Table 4 Variables showing p< 0.20 in univariable analysis in
297 colic surgeries in Norway 2005–2011 (Continued)

Other 10 (3.4) 0.67 0.557

Intestinal resection
(yes\no)*

No 198 (90.4) 1.00

Yes 21 (9.6) 0.42 0.064

*Cases euthanized during surgery left out.
Variables with >25% missing data omitted.
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preoperative examination of colic cases will likely contrib-
ute to a more accurate prognosis, but in the present study,
examination of total protein in peritoneal fluid was only
performed in 30 horses.
Impaction of the cecum had a low STS in the present

study, with 2 out of 12 cases discharged (STS 16.7%),
which is low compared to the 65% reported by Smith
et al. [28]. One study reported a STS for cecal impac-
tions of 75.5% [29]. Cecum impactions are challenging
and complicated cases of colic and often treated med-
ically for an extended period of time before decision
on surgery is taken. The low STS of cecum impactions
in the present study might suggest that surgical interven-
tion is indicated at an earlier stage. The risk of intestinal
rupture during surgical manipulation is increased for cecal
impactions compared to impactions in other parts of the
intestine [29]; this also contributes to the reduced survival
for this type of lesion.
The distribution of different lesions requiring surgical

treatment in the present study is similar to the study by
Mair and Smith [10], although some exceptions do exist.
Table 5 Final multivariable model of variables significant
for survival in 297 colic surgeries in Norway 2005 - 2011

OR, survival p 95% CI

Affected GI-segment 0.007a

Small intestine 1.00

Cecum 0.44 0.145 0.15 - 1.33

Large colon 2.03 0.021 1.11 - 3.71

Small colon 0.94 0.906 0.32 - 2.74

Ventricle and other 0.90 0.900 0.18 - 4.43

Mucosal membranes <0.001a

Normal 1.00

Abnormal 0.42 0.009 0.21 - 0.81

Pale 0.32 0.003 0.15 - 0.81

Cyanotic 0.18 0.028 0.04 - 0.84

Toxic 0.59 0.396 0.18 - 1.99

Surgeon

Not board-certified 1.00

Board-certified (ECVS\ACVS) 2.47 0.013 1.21 - 5.06
aLikelihood ratio test.
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The number of cases with pendunculated lipomas was
very low in the present material (n = 3). This is most
likely due to a relatively young population with a median
age of 7 years, while Mair and Smith [10] reported a me-
dian age of 11 years. Likewise, anterior enteritis and grass
sickness are rare diseases in Norway, making colic patients
with distended small intestine loops usually surgical patients.
On the other hand, the present study included 16 cases with
enteritis undergoing surgery. This could indicate that cli-
nicians are not routinely faced with these diseases.
The cardiovascular parameters were significantly associ-

ated with survival in the present study. This is in accord-
ance with most studies published on prognostic factors in
treatment of both surgical and medical equine colic [8,11,
17,24,25].
The rectal examination findings were not found to

have a significant effect on survival in these surgical
colic cases. Findings on rectal examination is one of the
important criteria in the decision for choosing surgical
treatment, and is thus biased towards abnormal findings.
Affected intestinal segment did show significantly in-

fluence on survival. Lesions in the large colon doubled
the odds of survival compared to small intestine. This is
in accordance with other studies [9,10,17], and related to
the prevalence of lesions in the different segments of
intestine, as strangulating lesions relatively occur more
often in the small intestine.
Although there were reduced odds for survival when the

duration of anesthesia exceeded 120 minutes, this was how-
ever not statistically significant to survival in the univariable
analysis. This is most likely a reflection of the fact that se-
vere conditions require more complicated procedures and
thus a longer period of anesthesia, without the prolonged
anesthesia itself being cause of increased mortality.
The random effect of primary surgeon, and the fixed

effects of surgeon specialist and hospital all were signifi-
cant to the outcome in univariable analysis. In the multi-
variable model, however, the effect of hospital and the
random effects primary surgeon were not significant
when surgeon specialist was added as a fixed effect. Al-
though all surgeons serving as primary surgeons in this
study had long experience of abdominal surgery, the
training and requirements to become a board-certified
surgeon are likely to improve the techniques and skills
of the surgeon, and thus increase survival. Likewise,
differences in intraoperative procedures, other than the
strictly surgical technique, and post-operative treatment
could be of influence, as this most often is the responsi-
bility of the primary surgeon. Only Hospital 1 had
board-certified surgeons available during the period
investigated, and the effect was significant also when
including only cases from this hospital.
Missing data are common in observational studies,

and in the present study there were varying degrees of
missing observations for some variables, some as high as
50%. This might be related to the fact that most colic
cases are acute and sometimes dramatic, and record
keeping might not be given a high level of priority. High
numbers of missing data can also be a reflection of the
attending clinicians’ attitudes towards the importance of
different parameters. For instance, parameters such as
heart rate, mucosal membranes, hematocrit and intestinal
sounds, long established as good prognostics in equine
colic patients, usually were recorded. More surprising was
that 47.8% of the cases are missing information on reflux
of gastric content, also a recognized prognostic parameter.
This might be because results retrieved during clinical
examination sometimes are not recorded if not providing
decisive information. Statistical programs for building
regression models work on the basis of complete sets of
observations, and even a relatively low overall percentage
of missing values can result in a substantial reduction in
statistical power and hence fail to detect associations that
are in fact present. Although the present study identified a
number of significant variables related to STS of surgically
treated colic patients, more complete records would have
provided a better basis for multivariable analyses. Missing
data can if not occurring at random, introduce bias and
the analysis might result in associations that are severely
biased and not valid. For instance, the blood lactate level
in blood is often recognized as a significant variable
regarding STS in surgical treatment of colic, but had
almost 50% missing values in the present study. It might
be that the patients missing the blood lactate parameters
were unequally distributed across the outcome variable
and other predictor variables than the patients where the
blood lactate were recorded. Thus, including this variable
in a multivariable model might bias the results of the
model. Even if blood lactate was not included in the
present study, other studies have identified colinearity
with other circulatory variables such as heart rate, muco-
sal membrane appearance and hematocrit [24].
Retrospective studies on the survival and prognosis after

surgical treatment of equine colic are regularly published
[11]. Many of these studies only include univariable ana-
lysis of prognostic parameters [10,11]. A strength of the
present study was that explanatory variables were assessed
by multivariable regression analysis to be able to investi-
gate effects of several factors simultaneously, evaluate and
control for confounders, and detect intervening factors as
well as interactions. In addition, the inclusion of a random
surgeon effect controlled for and gave an estimate of the
effect surgeon had on STS.

Conclusions
The present findings regarding surgical treatment of
equine colic patients in Norway are in many aspects simi-
lar to those reported from other parts of the world,
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although the survival rate is lower than in similar studies.
In addition, the present study showed an increased sur-
vival if the surgeon was board-certified. Studies on long-
term survival have become available in recent years, and
would be a logic next step for further research, although
long-term follow up often is practically challenging.

Competing interests
The authors declare that they have no competing interests.

Authors’ contributions
BW collected the data from Hospital 1, participated in the design of the
study and drafted the manuscript. CI helped draft the manuscript and
participated in the design of the study. RD collected the data from Hospital
2 and participated in the design of the study. RK performed the statistical
analysis and helped draft the manuscript. All authors read and approved the
final manuscript.

Author details
1Department of Companion Animal Sciences, Faculty of Veterinary Medicine
and Biosciences, Norwegian University of Life Sciences, P.O. Box 8146 Dep,
0033 Oslo, Norway. 2Department of Food Safety & Aquatic Medicine, Faculty
of Veterinary Medicine and Biosciences, Norwegian University of Life
Sciences, P.O. Box 8146 Dep, 0033 Oslo, Norway. 3Damtjernveien 78, 3175
Ramnes, Norway. 4Current work address: Klinikken På Travparken AS,
Travparkveien, 5111 Breistein, Norway.

Received: 7 August 2013 Accepted: 28 May 2014
Published: 16 June 2014

References
1. Kaneene JB, Ross WA, Miller R: The Michigan equine monitoring system. II.

Frequencies and impact of selected health problems. Prev Vet Med 1997,
29:277–292.

2. Tinker MK, White NA, Lessard P, Thatcher CD, Pelzer KD, Davis B, Carmel DK:
Prospective study of equine colic incidence and mortality. Equine Vet J
1997, 29(6):448–453.

3. Traub-Dargatz JL, Kopral CA, Seitzinger AH, Garber LP, Forde K, White NA:
Estimate of the national incidence of and operation-level risk factors for
colic among horses in the United States, spring 1998 to spring 1999.
J Am Vet Med Assoc 2001, 219(1):67–71.

4. Hillyer MH, Taylor FGR, French NP: A cross-sectional study of colic in
horses on thoroughbred training premises in the British Isles in 1997.
Equine Vet J 2001, 33(4):380–385.

5. Larsen J, Flåøyen A: Colic in horses: a study of 77 cases treated in the
field. Norsk Vettidskr 1997, 109:655–661.

6. Egenwall A, Penell J, Bonnett BN, Blix J, Pringle J: Demographics and costs
of colic in Swedish horses. J Vet Intern Med 2008, 22(4):1029–1037.

7. Proudman CJ: A two year, prospective survey of equine colic in general
practice. Equine Vet J 1992, 24(2):90–93.

8. Thoefner MB, Ersbøll AK, Hesselholt M: Prognostic indicators in a Danish
hospital-based population of colic horses. Equine Vet J 2000, 32(S32):11–18.

9. van der Linden MA, Laffont CM, van Oldruitenborgh-Oosterbaan MMS:
Prognosis in equine medical and surgical colic. J Vet Intern Med 2003,
17(3):343–348.

10. Mair TS, Smith LJ: Survival and complication rates in 300 horses
undergoing surgical treatment of colic. Part 1: short-term survival
following a single laparotomy. Equine Vet J 2005, 37(4):296–302.

11. Dukti S, White NA: Prognosticating equine colic. Vet Clin N Am-Equine
2009, 25(2):217–231.

12. Freeman DE, Schaeffer DJ: Short-term survival after surgery for epiploic
foramen entrapment compared with other strangulating diseases of the
small intestine in horses. Equine Vet J 2005, 37(4):292–295.

13. Phillips TJ, Walmsley JP: Retrospective analysis of the results of 151
exploratory laparotomies in horses with gastrointestinal disease.
Equine Vet J 1993, 25(5):427–431.

14. Santschi EM, Slone DE, Embertson RM, Clayton MK, Markel MD: Colic
surgery in 206 juvenile thoroughbreds: survival and racing results.
Equine Vet J 2000, 32(S32):32–36.
15. Proudman CJ, Smith JE, Edwards GB, French NP: Long-term survival of
equine surgical colic cases. Part 1: patterns of mortality and morbidity.
Equine Vet J 2002, 34(5):432–437.

16. Abutarbush SM, Carmalt JL, Shoemaker RW: Causes of gastrointestinal
colic in horses in western Canada: 604 cases (1992 to 2002).
Can Vet J 2005, 46(9):800–805.

17. Sutton GA, Ertzman-Ginsburg R, Steinman A, Milgram J: Initial investigation
of mortality rates and prognostic indicators in horses with colic in Israel:
a retrospective study. Equine Vet J 2009, 41(5):482–486.

18. Voigt A, Saulez MN, Donnellan CM, Gummow B: Causes of gastrointestinal
colic at an equine referral hospital in South Africa (1998–2007).
J S Afr Vet Assoc 2009, 80(3):192–198.

19. Mair TS, Smith LJ, Sherlock CE: Evidence-based gastrointestinal surgery in
horses. Vet Clin N Am-Equine 2007, 23(2):267–292.

20. Suthers JM, Pinchbeck GL, Proudman CJ, Archer DC: Survival of horses
following strangulating large colon volvulus. Equine Vet J 2012,
45(2):219–223.

21. Proudman CJ, Edwards GB, Barnes J, French NP: Factors affecting long-
term survival of horses recovering from surgery of the small intestine.
Equine Vet J 2005, 37(4):360–365.

22. Dohoo I, Wayne M, Stryhn H: Veterinary Epidemiologic Research 2nd Edition.
Prince Edward Island, Canada: Atlantic Veterinary College Inc, University of
Prince Edward Island; 2009.

23. Goodman LA, Kruskal WH: Measures of association for cross
classifications. J Am Stat Assoc 1954, 49:268.

24. Ihler C, Venger J, Skjerve E: Evaluation of clinical and laboratory variables
as prognostic indicators in hospitalised gastrointestinal colic horses.
Acta Vet Scand 2004, 45:109.

25. Proudman CJ, Dugdale AHA, Senior JM, Edwards GB, Smith JE, Leuwer ML,
French NP: Pre-operative and anaesthesia-related risk factors for
mortality in equine colic cases. Vet J 2006, 171(1):89–97.

26. Archer DC, Pinchbeck GL, Proudman CJ: Factors associated with survival of
epiploic foramen entrapment colic: a multicentre, international study.
Equine Vet J 2011, 43:56–62.

27. Bidwell LA, Bramlage LR, Rood WA: Equine perioperative fatalities
associated with general anaesthesia at a private practice: a retrospective
case series. Vet Anaesth Analg 2007, 34(1):23–30.

28. Smith LCR, Payne RJ, Boys Smith SJ, Bathe AP, Greet TRC: Outcome and
long-term follow-up of 20 horses undergoing surgery for caecal
impaction: a retrospective study (2000–2008). Equine Vet J 2010,
42(5):388–392.

29. Plummer AE, Rakestraw PC, Hardy J, Lee RM: Outcome of medical and
surgical treatment of cecal impaction in horses: 114 cases (1994–2004).
J Am Vet Med Assoc 2007, 231(9):1378–1385.

doi:10.1186/1751-0147-56-38
Cite this article as: Wormstrand et al.: Surgical treatment of equine colic - a
retrospective study of 297 surgeries in Norway 2005–2011. Acta Veterinaria
Scandinavica 2014 56:38.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit


	Abstract
	Background
	Results
	Conclusions

	Background
	Methods
	Statistical analysis

	Results
	Descriptive statistics
	Multivariable analyses

	Discussion
	Conclusions
	Competing interests
	Authors’ contributions
	Author details
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /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 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /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 (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /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 <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /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.)
  >>
  /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 [595.440 793.440]
>> setpagedevice


