
Volume 3 • Issue 2 • 1000121
Anat Physiol
ISSN:2161-0940 Physiol, an open access journal 

Open AccessResearch Article

Baccaro et al., Anat Physiol 2013, 3:2 
DOI: 10.4172/2161-0940.1000121

Keywords: Vagus Nerve; Selective vagotomy; Stomach innervations;
Peptic ulcer disease

Introduction
The vagus nerve is composed of both sensory and motor fibers. 

From the neck it penetrates into the mediastinum, and runs posterior 
to the pulmonary pedicle until it reaches the abdomen. Here it traverses 
the diaphragmatic hiatus along with the esophagus. Before reaching the 
abdomen, it forms the cardiac plexus and peri-esophageal plexus. The 
latter gives origin to the anterior and posterior vagus nerves.

The anterior vagus nerve descends in an oblique fashion towards 
the cardia or gastro-esophageal junction. At this point, it can continue 
either as an individual branch, as two terminal branches, or as a 
new plexus from which the terminal branches arise. These are: the 
principal gastric branch (Latarjet and Wertheimer’s nerve), and the 
hepatic branch. The principal gastric branch descends along the lesser 
curvature, maintaining intimate contact with the anterior layer of the 
lesser omentum. Its direction then changes towards the pylorus. Five to 
seven rami branch off from this nerve to innervate the lesser curvature. 
The hepatic branch is also found within pars flaccida of the lesser 
omentum and makes its way to the hepatic hilum, between the liver’s 
left lobe and caudate lobe [1-4].

Peptic ulcers have many means of being treated surgically. However, 
surgery is generally reserved for those patients who fail medical or 
endoscopic treatment; or those who suffer from a complication such as 
hemorrhage, perforation or gastric outlet obstruction [5-8].

The primary goal of vagotomy is to diminish gastric acid secretion. 
The decision to perform this technique, and the approach selected, 
are the primary concerns that emerge due to the lack of detailed 
descriptions and the high anatomic variability of this region. Even the 
principal authors on the subject have contrasting descriptions which 
only seed more insecurity and doubt.

The variability of this anatomy is a risk factor for post-operative 
complications. There is a risk of inadvertent nerve injuries that can alter 
the function of the pylorus and other abdominal organs. In contrast, 
a highly selective vagotomy may decrease complication rates, however 
recurrence rates increase substantially [9-11].

Peptic ulcers surgeries have a series of undesirable side effects and a 
possibility of therapeutic failure. We have investigated this topic further 
so as to provide a reliable description of the anatomy of the anterior 
vagus nerve in esophageal hiatus, which can later be applied to the 
surgical field.

This investigation was performed by dissection of 15 cadavers 
randomly chosen, of varying ages and sex. The esophageal hiatus 
was dissected, isolating the different structures, taking measurements 
and analyzing the results based on frequency of presentation of the 
anatomical variants.

Materials and Methods
The materials researched included 15 human cadavers, of both 

sexes. The dissections were performed over a period of 3 months, from 
June until August 2008. These were provided by the Department of 
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Abstract
Objective: Anatomic study of human corpses in order to obtain specific measurements of the anterior vagus 

nerve for its application in the surgical field. 

Methods: After analyzing the literature, dissections were performed on 15 human corpses, provided by the 
Universidad del Salvador. Descriptions were made of our observations. 

Results: The most frequently found structure in esophageal hiatus was a plexus. The cardial branch was present 
in 100% of the dissections. There were a constant number of gastric branches, between five and seven. The hepatic 
branch originated from the plexus in the majority of the cadavers. The distance between first and last branch points 
was variable. No relationship between the hepatic branch and left hepatic artery was observed. 

Conclusions: The structure most commonly found in the esophageal hiatus was the terminal plexus of 
the anterior vagus nerve. The hepatic branch most frequently originated directly from this plexus, although in a 
considerable number of cases its origin was found either proximal or distal to this structure. We could not confirm 
the literature stating the relationship between the hepatic branch and the left hepatic artery through our studies. The 
number of gastric branches was constant. The distance between the first and last gastric branch was extremely 
variable, which can be explained by the anthropometric differences between the cadavers. No relationship was 
found between the number of gastric branches and the length of the main gastric branch. 
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Anatomy of the School of Medicine of the Universidad del Salvador 
in Buenos Aires, Argentina. The cadavers were organized and labeled. 
Data obtained from each cadaver was registered on individualized 
charts.

The dissection technique was determined beforehand based on 
analysis of our bibliography. A midline abdominal incision was made. 
This was extended from the xiphoid process to the symphysis pubis. 
The incision was then extended laterally following the costal margins 
and an imaginary line immediately superior to the inguinal ligaments 
(Figure 1).

Next, a horizontal incision was made 2 cm to the left of the lesser 
curvature at its most proximal point. The incision was extended distally, 
until the length of the principal nerve was entirely exposed. The anterior 
peritoneal layer of the lesser omentum was then reflected towards the 
liver, exposing the structures in the esophageal hiatus. 

The measurements taken were the following:

a. Structure in the esophageal hiatus (Figure 2): Three variants 

were. These were: a plexus, one main branch, or terminal 
branches. The plexus variant was visualized as anastamotic 
nerve fibers at the cardia. The one main branch variant was 
seen as a solitary branch through the esophageal hiatus which 
later formed a plexus distal to the cardia. The terminal branches 
variant were observed as two individual branches (principal 
nerve and hepatic nerve) which did not emerge from a plexus 
in the esophageal hiatus, the plexus was formed proximally in 
the thorax.

b. Cardiac branch: The presence or absence of a branch which 
innervated the cardia.

c. Distance from the hiatus to the point of cardiac nerve 
branching: Measurements were taken from the right edge of 
the esophagus as it crosses the diaphragm, to the origin of the 
cardiac branch.

d. Total number of gastric branches: The number of gastric 
branches arising from the principal nerve of Latarjet, including 
the cardiac branch (first gastric branch).

e. Origin of the hepatic branch: This branch originated either 
proximal, distal, or directly from the terminal plexus of the 
anterior vagus nerve.

f. Distance between the first and last gastric branching point: 
The distance between the origin of the cardiac branch and the 
most distal point of the principal nerve was measured.

g. Relationship between the left hepatic artery and the hepatic 
nerve: This relationship has been described when one 
encounters a replaced left hepatic artery arising as a branch of 
the left gastric artery.

Results 
Table of results showing the different measurements obtained 
for each cadaver (Table 1).

Structure in the esophageal hiatus: The structure found in the 
esophageal hiatus had the following distribution: Plexus 67%, Terminal 
branches 20%, One main branch 13%. In the plexus variant, the terminal 
plexus of the anterior vagus nerve was observed as anastomotic nerve 
fibers at the cardia. The two terminal branches, the principal gastric 
nerve and the hepatic nerve, originated from this structure. The hepatic 

Figure 2: Structure variations in the esophageal hiatus. Plexus variation: A terminal plexus of the anterior vagus nerve was found in the esophageal hiatus. The hepatic 
branch was most commonly found originating from this plexus. Terminal branches variation: The plexus was found superior to the esophageal hiatus. The terminal 
branches (hepatic and principal branches) were identified in the esophageal hiatus. One main branch variation: The anterior vagus nerve was found as one main branch 
in the esophageal hiatus. The terminal plexus was found in a slightly more inferior position than that described in the plexus variation.

Figure 1: Superficial incisions. A xiphopubic midline incision was made. 
Costal margin incisions were extended bilaterally. The inferior portion of the 
midline incision was extended laterally following an imaginary line parallel and 
immediately superior to the inguinal ligament.



Citation: Baccaro LM, Lucas CN, Zandomeni MR, Selvino MV, Albanese EF (2013) Anatomy of the Anterior Vagus Nerve: An Anatomic Description 
and its Application in Surgery. Anat Physiol 3: 121. doi:10.4172/2161-0940.1000121

Page 3 of 6

Volume 3 • Issue 2 • 1000121
Anat Physiol
ISSN:2161-0940 Physiol, an open access journal 

nerve was found to originate both proximally and distally to the 
terminal plexus in different cadavers (Figure 2 and 3).

When we observed the terminal branches variant, we identified the 
principal gastric nerve and hepatic nerve in the hiatus. We found that 
the plexus originated proximally in the thorax. The principal nerve 
always originated from the plexus, while the hepatic nerve origin was 
found either proximal or distal to this structure.

We infrequently found one main branch in the esophageal hiatus. 
This branch was found in the hiatus with the terminal plexus forming 
more distally than usual.

Cardiac branch
The cardiac branch was found in 100% of the dissections, and it was 

always the first branch.

Distance from the hiatus to the cardiac branch

The mean distance between the hiatus and the cardiac branch was 

1.83 cm. The smallest distance was 1.2 cm, the largest distance was 2.7 
cm (range was 1.5 cm). The standard deviation was ± 0.46 cm.

Total number of gastric branches

The total number of gastric branches was between 5 and 7, the most 
common being 5 branches (5 branches - 60% of cases; 6 branches – 33% 
of cases; 7 branches – 7% of cases).

Origin of the hepatic branch

The origin of the hepatic branch had the following distribution: 
60% from the plexus, 20% proximal to the plexus, and 20% distal to 
the plexus.

Distance between the first and last gastric branch 

The mean distance between the first and last gastric branch was 
8.71 cm. The smallest distance found was 4.6 cm, the largest distance 
was 13.5 cm (range was 8.9 cm). The standard deviation was ±2.65 cm. 

Variables
Cadaver number

302 303 306 307 309 310 311
Structure in hiatus T.B. Plexus T.B. Plexus Plexus Plexus Plexus

Cardiac branch Yes Yes Yes Yes Yes Yes Yes
Distance hiatus-cardiac branch (cm) 1.4 1.3 1.8 1.4 1.7 2.7 1.9

Total # gastric branches 5 5 6 7 6 6 5
Origin of hepatic nerve Plexus Plexus Distal Plexus Proximal Proximal Plexus

Distance between first and last branch 12.3 10.3 10.7 5.5 8.2 8.4 4.6
Relationship between hepatic nerve and artery No No No No No No No

Variables
Cadaver number

312 313 315 316 317 318 319 320
Structure in hiatus M.B. Plexus M.B. Plexus T.B. Plexus Plexus Plexus

Cardiac branch Yes Yes Yes Yes Yes Yes Yes Yes
Distance hiatus-cardiac branch (cm) 1.9 1.6 2.1 2.2 1.2 2.4 1.4 2.4

Total # gastric branches 6 5 5 5 5 6 5 5
Origin of hepatic nerve Plexus Distal Plexus Distal Plexus Plexus Proximal Plexus

Distance between first and last branch 8.6 6.6 11.4 9.1 9.3 13.5 4.9 7.3
Relationship between hepatic nerve and artery No No No No No No No No

T.B. = Terminal branches; M.B. = Main branch
T.B. = Terminal Branches. M.B. = One Main branch. Origin of hepatic nerve: Plexus – directly from the terminal plexus; Distal – distal to the terminal plexus; Proximal – 
proximal to the terminal plexus.

Table 1: Table of results showing the different measurements obtained for each cadaver.

Figure 3: Structure found in the esophageal hiatus.Variants of the anterior vagus nerve in the esophageal hiatus.
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Values between 8 and 11 cm were predominant (Figure 4).

Relationship between the left hepatic artery and the hepatic 
nerve

No relationship between the left hepatic artery and the hepatic 
nerve was found during our dissections.

Discussion
After an extensive bibliographic search we found few scientific 

papers oriented towards the subject at hand. However, we identified 
and analyzed the most relevant literature.

The classical descriptions [3,4,12] refer to the existence of a peri-
esophageal plexus, which according to Gorostarzu [2], is found 2 to 6 
cm above the diaphragm, and will give rise to the anterior vagus nerve. 
In our dissections we found that this nerve later forms a terminal 
plexus, from which several collateral gastric rami originate, as well as 
two terminal branches: the principal gastric nerve of Latarjet and the 
hepatic nerve [13]. We discovered that in 67% of cases, the terminal 
plexus is found in the esophagheal hiatus. In 20% of cases, it is found 
above the diaphragm, and in 13% found distal to the hiatus. This 
concurs with Gorostarzu’s description, although his findings suggest 
that the formation of the terminal plexus was most commonly found 
distal to the hiatus. Hovelaque [12] describes that the branches of the 
anterior vagus nerve begin separating in the esophageal hiatus, but 
never form a plexus.

According to Hovelaque [12] and Johnston [14], the cardiac branch 
is a consistent finding. Johnston describes a technique for selective 
vagotomy starting with an incision 6 cm to the left of the angle of His, 
extending parallel to the lesser curvature to a point 6 cm proximal to the 
pylorus. Using a similar technique we were able to successfully dissect 
this region exposing all of the gastric branches. Of note, there is also a 
branch of the posterior vagus nerve specifically destined to innervate 
the cardia, the criminal nerve of Grassi. It is important to recognize this 
branch to avoid an inadequate vagotomy.

Minor contradictions can be found amongst the foremost authors 
regarding the total number of gastric branches. Hovelaque [12] 
describes 4 to 6 branches. Jackson [13] describes 1 to 9 branches with 
an average of 4. Gorostarzu [2], Roùviere [3] and Testut [4] describe 
5 to 7 branches. In our dissections we confirmed the amount of 5 to 
7 branches. The most common finding was 5 branches (60%). Even 
though this may be of anatomical interest, Johnson [15] states that it 
lacks practical importance.

We observed that the hepatic branch originates from the terminal 
plexus in 60% of cases. Although there isn’t much detail in the literature 
with regards to the descriptions of this nerve branch, Jackson [13] 
provides an in depth description. We feel that this structure is relevant 
for two main reasons. First, it is a useful guide to finding the terminal 
plexus. Second, it’s important to identify this structure so as to avoid 
unnecessary lesion. Gorostarzu [2] and Harkins [16] described a 
method to facilitate the visualization of this nerve. By pulling gently 
on the greater curvature inferiorly, anteriorly and to the left, the lesser 
omentum is tensed, revealing the hepatic and principal nerves. Also, 
laying the lesser omentum over the dark colored caudate lobe creates 
a contrasting visual effect which helps identify the hepatic nerve. Both 
of these techniques were of great utility during our dissections and we 
recommend its use during surgery.

The distance between the first and last gastric branch was a 
measurement that was not described in the literature. However, the 
relationship between the pylorus and the distal gastric branches has 
been investigated. Hovelaque [12] and Johnson [15] suggest that the 
principal gastric nerve does not reach the pylorus. Conversely, Harkins 
[16] and Griffith [8], describe a pyloric branch that should be conserved 
during surgery. We believe that the distance between the first and last 
gastric branch can be useful when trying to locate the pyloric branch, 
which should be spared when performing a highly selective vagotomy. 
Our measurements were widespread which is likely explained by 
anthropometric differences between the cadavers.

Gorostarzu [2] makes reference to an important relationship 
between the hepatic nerve and the replaced left hepatic artery (when its 
origin can be found from the celiac trunk or the left gastric artery). This 
is significant in that a lesion to the left hepatic nerve could also entail 
damage to the left hepatic artery, a potentially serious complication. In 
our dissections we could not find this relationship, due to the fact that 
in all our dissections the left hepatic artery maintained its traditional 
origin from the proper hepatic artery.

In 1943 Lars Dragsted [17] described a surgical technique in 
which the anterior vagus nerve was sectioned, which he named truncal 
vagotomy. Given that the nerve was severed proximal to the terminal 
plexus, the hepatic, pyloric, gastric and duodenal branches lost their 
parasympathetic effects. In consequence, patients who underwent 
this procedure suffered from numerous complications. Basing himself 
on Dragsted’s studies, Griffith [18] published a modified technique 
called proximal anterior vagotomy (PAV). PAV consisted in a selective 
sectioning of gastric branches, avoiding lesion to non-gastric branches. 

Figure 4:  Distance between the first and last gastric branch. Length of the principal nerve of Latarjet.



Citation: Baccaro LM, Lucas CN, Zandomeni MR, Selvino MV, Albanese EF (2013) Anatomy of the Anterior Vagus Nerve: An Anatomic Description 
and its Application in Surgery. Anat Physiol 3: 121. doi:10.4172/2161-0940.1000121

Page 5 of 6

Volume 3 • Issue 2 • 1000121
Anat Physiol
ISSN:2161-0940 Physiol, an open access journal 

This technique which later became known as selective vagotomy was 
shown to have less adverse effects than truncal vagotomy, nonetheless, 
many surgeons were reluctant to using this method since the nerves 
theoretically conserved were later damaged during the accompanying 
pyloroplasty. Holle [19] concluded that an even more selective 
sectioning of the proximal gastric nerves which reach the fundus 
(cardiac branch) would cause diminished acid secretion since this is the 
area of highest concentration of parietal cells. Finally, it was Johnston 
in England and Amdrup in Denmark who described the parietal cell 
vagotomy. This consists in a severing of the gastric branches more than 
6 cm from the pylorus which produces, in theory, a denervation of 
practically all parietal cells according to Johnson [15].

Conclusions
Knowing the anatomy of the anterior vagus nerve in the esophageal 

hiatus is important when practicing surgical maneuvers in the area so as 
to minimize unnecessary lesions. Familiarity of its anatomy is therefore 
an indispensable tool when planning surgical approaches in this region.

In the esophageal hiatus, the most frequently found structure was 
the terminal plexus of the anterior vagus nerve. The hepatic nerve most 
commonly originates from this plexus, however it may originate either 
proximal or distal to the plexus in a considerable number of cases. This 
variability is essential to recognize given that an accidental lesion to 
any of these structures may result in hepatic or cholecystic denervation. 
Naturally, surgeons wishing to perform any type of vagotomy should be 
thoroughly familiar with these variants so as to obtain better results and 
less unnecessary adverse outcomes.

There was little variance in the number of gastric branches. 
Conversely, the length of the principal nerve was extremely variable. We 
think that these finding is of minimal importance in surgical practice.

Although medical management has been quite successful in the 
management of gastroduodenal ulcers and gastro-esophageal reflux 
disease, surgeons must still be wary that many patients will require 
surgical procedures to cure their illness. Precise anatomical knowledge 
of this area is consequently of fundamental value to avoid both 
recurrence and complications.

Our study has several limitations. The sample size is small, which 
may leave uncommon anatomical variants unaddressed. We have seen 
this when attempting to describe variants of the left hepatic artery. 
Although readily described, we did not encounter any replaced left 
gastric arteries in our dissections. Moreover, this is an observational 
study which aims to provide descriptions, and thus a thorough statistical 
analysis cannot be performed. Finally, we only studied cadaveric 
specimens, which have been maintained in formaldehyde for varying 
amounts of time. A study of live patients may offer better insight into 
the subject matter. 

We have found through our study that many of the previous 
descriptions are, in fact, rather accurate and closely resemble our 
own results. However, we have found several discrepancies between 
previous authors and our own findings, and believe it’s important 
to pay attention to these variants in particular. There is not a unified 
consensus in the literature and in several cases we have produced new 
descriptions. For the reasons aforementioned we place emphasis in 
identifying the precise anatomy of this region and its multiple variants, 
so as to lessen unnecessary mistakes during surgical practice.

References

1. Ferraina P, Oria A, de Michans C (2007) Buenos Aires: El Ateneo. (5thedn),
717-719.

2. Gorostarazu C (1971) Neuroanatomia. Buenos Aires, Ed. Médica Panameri-
cana: 470-479. 

3. Rouviere H, Delmas A (1999) Anatomía Humana: Descriptiva, topografica y 
funcional. (10thedn), Barcelona: Masson: 348-349. 

4. Testut L, Latarjet A (1976) Tratado de Anatomía descriptiva y funcional.
(9thedn), Barcelona: Salvat: 182-185.

5. Chan VM, Reznick RK, O'Rourke K, Kitchens JM, Lossing AG, et al. (1994)
Meta-analysis of highly selective vagotomy versus truncal vagotomy and
pyloroplasty in the surgical treatment of uncomplicated duodenal ulcer. Can J
Surg 37: 457-464.

6. Chang TM, Chen TH, Shih CM, Gueng MK, Tsou SS (1998) Partial or complete 
circular duodenectomy with highly selective vagotomy for severe obstructing
duodenal ulcer disease: an initial experience. Arch Surg 133: 998-1001.

7. Duthie HL (1970) Vagotomy for gastric ulcer. Gut 11: 540-545.

8. Griffith CA  (1960) Gastric vagotomy vs. total abdominal vagotomy. Arch Surg
81: 781-788.

9. Cox AG, Bond MR (1964) Bowel Habit after Vagotomy and Gastrojejunostomy. 
Br Med J 1: 460-465.

10. Kronborg O, Madsen P (1976) Relationships between gastric acid secretion
and recurrent duodenal ulcer after selective vagotomy and pyloroplasty in men. 
Scand J Gastroenterol 11: 465-469.

11. Takita S, Nishi H, Nishijima H (1978) Gastric motility after selective proximal
vagotomy. Gastroenterol Jpn 13: 345-352.

12. Hovelacque A (1927) Anatomie des Nerfs Craniens et Rachidiens et de
Système Grand Sympathetique Chez l’Homme. Paris: Librairie Octave Doin:
241-244. 

13. Jackson RG (1949) Anatomy of the vagus nerves in the region of the lower
esophagus and the stomach. Anat Rec 103: 1-18.

14. Johnston D, Wilkinson AR (1970) Highly selective vagotomy without a drainage 
procedure in the treatment of duodenal ulcer. Br J Surg 57: 289-296.

15. Johnson AG (2000) Proximal gastric vagotomy: does it have a place in the
future management of peptic ulcer? World J Surg 24: 259-263.

16. Harkins HN, Stavney LS, Griffith CA, Savage LE, Kato T, et al. (1963) Selective 
Gastric Vagotomy. Ann Surg 158: 448-460.

17. Dragsted LR, Harrer PV, Tovee BE, Woodward ER (1947) Section of the vagus 
nerves to the Stomach in the treatment of peptic ulcer. Ann. Surg 126: 687-699.

18. Griffith CA, Harkins HN (1957) Partial gastric vagotomy: an experimental study. 
Gastroenterology 32: 96-102.

19. Holle F, Bauer H, Holle G, Konz B, Lissner J, et al. (1972) Clinical results of
selective proximal vagotomy (S.P.V.) in gastro-duodenal-ulcer (GDU). A 7-years 
follow-up-study of 732 cases. Langenbecks Arch Chir 330: 197-208.

http://www.ncbi.nlm.nih.gov/pubmed/7982148
http://www.ncbi.nlm.nih.gov/pubmed/7982148
http://www.ncbi.nlm.nih.gov/pubmed/7982148
http://www.ncbi.nlm.nih.gov/pubmed/7982148
http://www.ncbi.nlm.nih.gov/pubmed/9749855
http://www.ncbi.nlm.nih.gov/pubmed/9749855
http://www.ncbi.nlm.nih.gov/pubmed/9749855
http://www.ncbi.nlm.nih.gov/pubmed/4914277
http://www.ncbi.nlm.nih.gov/pubmed/13708584
http://www.ncbi.nlm.nih.gov/pubmed/13708584
http://www.ncbi.nlm.nih.gov/pubmed/14084671
http://www.ncbi.nlm.nih.gov/pubmed/14084671
http://www.ncbi.nlm.nih.gov/pubmed/959759
http://www.ncbi.nlm.nih.gov/pubmed/959759
http://www.ncbi.nlm.nih.gov/pubmed/959759
http://www.ncbi.nlm.nih.gov/pubmed/729997
http://www.ncbi.nlm.nih.gov/pubmed/729997
http://www.ncbi.nlm.nih.gov/pubmed/18108865
http://www.ncbi.nlm.nih.gov/pubmed/18108865
http://www.ncbi.nlm.nih.gov/pubmed/5437926
http://www.ncbi.nlm.nih.gov/pubmed/5437926
http://www.ncbi.nlm.nih.gov/pubmed/10658058
http://www.ncbi.nlm.nih.gov/pubmed/10658058
mailto:http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1803514/
mailto:http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1803514/
http://www.ncbi.nlm.nih.gov/pubmed/13397712
http://www.ncbi.nlm.nih.gov/pubmed/13397712
http://www.ncbi.nlm.nih.gov/pubmed/5024098
http://www.ncbi.nlm.nih.gov/pubmed/5024098
http://www.ncbi.nlm.nih.gov/pubmed/5024098

	Title
	Corresponding author
	Abstract
	Keywords
	Introduction
	Materials and Methods 
	Results
	Table of results showing the different measurements obtained for each cadaver (Table 1). 
	Cardiac branch 
	Distance from the hiatus to the cardiac branch 
	Total number of gastric branches 
	Origin of the hepatic branch 
	Distance between the first and last gastric branch  
	Relationship between the left hepatic artery and the hepatic nerve 

	Discussion
	Conclusions
	Figure 1
	Figure 2
	Figure 3
	Figure 4
	Table 1
	References



