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Abstract

Background: Pancreatic paragangliomas are rare tumors, with only 16 reported cases to date. One of these cases
demonstrates metastasis to lymph node, while another case was functional, however, none of these cases showed
malignant and large, pancreatic paraganglioma with marked invasion. Also another unique feature was the age of
our patient compared to the average reported ages in published literature (42–85 years).

Case presentation: A 19-year-old woman presented with a one-year history of intermittent abdominal pain.
Physical examination showed a palpable mass in the right upper abdomen, but initial laboratory results were within
normal ranges; tumor markers (CEA, AFP, and CA19-9) were negative. An abdominal and pelvic computed
tomography (CT) scan showed a well-defined retroperitoneal para-aortic mass. The CT scan revealed that the
surrounding lymph nodes were not enlarged, but the liver showed evidence of parenchymal infiltration.
Intraoperatively, a large, firm tumor originating from the head of pancreas was found pushing on the caudate
hepatic lobe and the inferior vena cava (IVC). The tumor was resected through a pancreaticoduodenectomy,
involving segment VI of the liver and a small segment of the IVC. The blood pressure spiked (>220 mm Hg) when
the tumor was manipulated during the operation. The final pathology report showed a 9-cm tumor with
lymphovascular invasions; immunohistochemistry was positive for synaptophysin and chromogranin. All resection
margins were negative and 1/15 lymph nodes was positive for metastasis. Post-operative recovery was
unremarkable. One month after discharge, the patient was re-admitted with abdominal pain and found to have an
abdominal collection at the resection site, which was drained under CT guidance. She received a therapeutic dose
of I131-metaiodobenzylguanidine (MIBG). Follow-ups showed the absence of recurrence, and she has remained
disease free.

Conclusion: This patient was an extraordinary example of a rare tumor. Even more remarkable was that the tumor
was malignant with lymph node invasion. To our knowledge, a case similar to that presented here has not been
previously reported in the literature.

Keywords: Pancreatic tumors, Extra adrenal paraganglioma, Malignant paraganglioma, Functional paragangiloma,
Pancreatic paragangilioma
Background
Paragangliomas are rare tumors of neural crest origin,
with a malignancy rate of approximately 10% and a 5-year
survival rate of <50%. However, in the absence of metasta-
sis, the tumors are considered benign [1,2]. The average
age reported in the literature for the detection of extra-
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adrenal pancreatic paragangliomas is 67 years (range, 42–
85 years) [1]. Primary paragangliomas of the pancreas are
extremely rare, with only 16 cases having been reported in
the literature [3,4]. In the previously reported 16 primary
pancreatic paragangliomas, there was only one case that
was considered malignant with lymph node metastasis
and one case that showed hormonal activity [1,5]. In this
report, we present a malignant pancreatic paraganglioma
in a 19-year-old woman.
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ommons.org/licenses/by/2.0), which permits unrestricted use, distribution, and
iginal work is properly cited.

mailto:Jiffrybilal@hotmail.com
http://creativecommons.org/licenses/by/2.0


Al-Jiffry et al. BMC Cancer 2013, 13:486 Page 2 of 5
http://www.biomedcentral.com/1471-2407/13/486
Case presentation
A 19-year-old woman presented in March 2010 with
vague, recurrent upper abdominal pain. The pain had
been occurring for approximately one year and had in-
creased in frequency and severity. A physical examin-
ation revealed the presence of a large, palpable firm
mass, which was slightly mobile, with an irregular out-
line, in the right upper abdomen. There were no other
remarkable findings. An initial laboratory investigation
returned results that were within normal ranges, while
the tumor markers CEA, AFP, and CA19-9 were not
Figure 1 A computed tomography scan demonstrating a large, well d
and ancinate process with marked enhancement in the arterial phase. E-F:
anteromedial to the right kidney, abutting the fundus of the gall bladder, a
elevated. An abdomino-pelvic computed tomography
(CT) scan (Figure 1) showed a well-defined kidney-
shaped retroperitoneal para-aortic mass. The mass mea-
sured 9 cm × 5 cm × 9.5 cm and showed peripheral en-
hancement after injection of an intravenous contrast
agent with a relatively central hypodense pattern and
abundant vascularity. The lesion originated from the
posterior aspect of the head and neck of the pancreas.
Figures 1A and B show the mass in the pancreatic head
and ancinate process with marked enhancement in the
arterial phase, and wash out in the venous phase. The
efined pancreatic mass. A-D shows the mass in the pancreatic head
The lesion was anterior to the aorta and inferior vena cava,
nd reaching the level of porta hepatis.
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mass was anterior to the aorta and inferior vena cava
(IVC) and was anteromedial to the right kidney, abutting
the fundus of the gall bladder, and reaching the level of
porta hepatis (Figure 1C-F). There was evidence of par-
enchymal infiltration into the liver, but enlarged lymph
nodes were not detected by CT. Based on these findings,
a differential diagnosis of sarcoma was made.
Intraoperatively, a large, firm tumor, originating from

the head of pancreas, was found pushing against the caud-
ate hepatic lobe and IVC. Multiple reactive lymph nodes
were also identified in frozen sections. An open biopsy
showed that the mass was a neuroendocrine tumor. The
tumor was resected using a pancreaticodudenectomy
(Whipple procedure) and it included segment VI of the
liver and a small segment of the IVC. During the oper-
ation, the patient’s blood pressure spiked (>220 mm Hg)
when the tumor was manipulated. The increase in blood
pressure was not transient and it could only be controlled
through a continuous infusion of a combination of alpha
Figure 2 Pathology slides of the resected specimen with different sta
pancreas demonstrating the classical features of paragangiloma. (B) Lymph
chromogranin. (D) S-100 immunohistochemical stain highlighting the suste
showing that the tumor is pushing onto the boundaries of the liver. (F) He
infiltration into the pancreatic tissue.
and beta blockers, in addition to nitroglycerine, until the
tumor was resected.
The final pathology report described a 9-cm tumor,

composed of well-defined nests of cuboidal cells sepa-
rated by vascular fibrous septa, having a classic zellballen
appearance, with lymphovascular invasion; immunohis-
tochemistry was positive for synaptophysin and chro-
mogranin. All the resection margins were negative, and
only one of the 15 lymph nodes showing evidence of
metastasis (Figure 2A-D). Histological staining showed
that the tumor completely infiltrates the pancreas; how-
ever, it is only pushing into the boundaries of the liver
tissue (Figure 2E-F).
Although the patient’s post-operative recovery was

unremarkable, she was re-admitted with recurrent ab-
dominal pain one month after being discharged. Fur-
ther examination revealed an abdominal collection at
the site of the resection. The site was drained under CT
guidance and the patient received a therapeutic dose of
ins and sites. (A) Hematoxylin and eosin stained section of the
node demonstrating metastasis. (C) Diffuse cytoplasmic positivity for
nticular cells. (E) Hematoxylin and eosin stained section of the liver
matoxylin and eosin stained section of the pancreas showing an
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I131-metaiodobenzylguanidine (MIBG). A subsequent total
body scan revealed the absence of other associated neuro-
endocrine tumors and no evidence of multicentricity.
Repeated follow-up MIBG scans were done, without
evidence of recurrence. The patient has been disease
free for >36 months.

Conclusion
We report here a case of pancreatic paraganglioma, was
identified through CT scan and histological evidences.
We ruled out that the tumor was retroperitoneal because
it was not attached to any structure and it fully mobilized
with the head of the pancreas on kocherization, as a single
mass. In addition, pathological findings showed that the
tumor was very infiltrative and involved the entire pancre-
atic tissue. On the contrary, the tumor did not seem to
originate from the liver because it covered only a small
part of the liver as seen on the CT scan. It did not infil-
trate into the liver tissue and was only pushing onto the
boundary of the liver as seen on the pathology slide, which
most likely means that it did not originate from the liver.
Pancreatic paragangliomas are extremely rare, with

only 16 cases having been reported in the literature.
Whether this tumor type is an extension of a retroperi-
toneal tumor of true visceral origin, derived from ectopic
paraganglia, remains unknown [1,2]. The mean age of
the 16 patients with pancreatic paragangliomas, reported
in the literature, was 67 years (range, 42–85 years). Of
those patients, 11 were women [1]. The patient in the
present case was a woman and the youngest individual
to have been diagnosed with pancreatic paraganglioma.
Preoperative diagnosis of pancreatic paraganglioma is
difficult unless the tumor is functional. However, pancre-
atic paragangliomas are generally non-functional as
evidenced by the fact that only 1 of the previous 16 cases
showed hormonal secretion [5]. Our patient presented
with a painful upper abdominal mass but she was not
hypertensive. However, her blood pressure spiked during
the operation when the tumor was manipulated and was
only controlled through a continuous infusion of alpha
and beta blockers and nitroglycerine, raising the possibil-
ity of a functional tumor. Unfortunately, since we did
not suspect the possibility of a functional tumor until we
observed the marked increase in blood pressure at the
time of resection and tumor manipulation, we did not
measure the hormonal levels and we cannot be certain
of the functional nature of the tumor.
The CT findings of pancreatic paragangliomas are dif-

ferent from those of pancreatic carcinomas. The latter
appear as poorly enhanced masses with dilation of the
bile and pancreatic ducts, as well as retroperitoneal in-
volvement. In contrast, pancreatic paragangliomas, even
when located at the head of pancreas, are not usually as-
sociated with biliary duct dilation and the patients are
not usually jaundiced, which aids in differentiating pan-
creatic paraganglioma from pancreatic carcinoma [6,7].
In the present case, the patient was not jaundiced and
her abdomino-pelvic CT scan showed a well-defined,
hypervascular pancreatic mass with evidence of hepatic
parenchymal infiltration, but a normal biliary tree. Hyper-
vascularity is another common feature of paragangliomas
of the pancreas and other sites [6].
Pancreatic paragangliomas have been reported in mul-

tiple locations throughout the pancreas, including the
head (about two thirds of the reported cases), body, and
tail [1,2,8]. In our study, the tumor originated from the
head of pancreas and was large and firm. The present
tumor, measuring 9 cm, is the largest known to have
been reported, with typical tumor sizes ranging from 2–
6 cm [1,4,8,9].
The pathology of these tumors is based on careful gross

examinations of the specimens and histopathological stud-
ies based on hematoxylin-eosin sections. In addition, im-
munohistochemistry usually reveals these tumors to be
positive for synaptophysin and chromogranin [10,11], as
in the present case. Pheochromocytomas and extra-
adrenal paragangliomas have unpredictable behavior and
often metastasize late. Therefore, these tumors should
never be considered malignant unless there is docu-
mented metastasis to the lymph nodes or other distant
sites. However, extensive local invasion should be docu-
mented as it is commonly correlated with the metastatic
potential of the tumor [11]. Mitotic activity, vascular inva-
sion, and necrosis are histological features that are sug-
gestive, but not diagnostic, of malignant behavior [10].
The pathologist has to retain a high index of suspicion to
avoid interpreting separate primary tumors as lymph
nodes [11].
Kimura et al. introduced a scoring system to predict

the prognosis of pheochromocytomas and other extra-
adrenal sympathetic paragangliomas. This scoring system
depends on the tumor characteristics, including the tumor
pattern (large, irregular nests, pseudo-rosettes), increased
cellularity vascular invasion, coagulation necrosis, high
proliferation index, and the type of catecholamine secre-
tion [12]. The scores were stratified into well, moderate,
and poorly differentiated categories and the risk of metas-
tasis was found to increase when the tumor became less
differentiated. In the present case, the final pathology re-
port described a tumor with lymphovascular invasion. Im-
munohistochemistry revealed that the tumor was positive
for the presence of synaptophysin and chromogranin with
one metastatic lymph node. This positive lymph node and
the lymphovascular invasion provided clear evidence of
the malignant nature of the tumor, making the present
case the second malignant case reported in the literature.
The first was reported by Higa and Kapur where there
was one positive lymph node out of 44 studied specimens
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[1]. None of the other cases have demonstrated lymph
node or distant metastases. Similarly, none of the other
case follow-ups described the development of metastases
in high risk patients.
Although most paragangliomas are solitary and typically

arise sporadically, they can be multicentric or hereditary.
Therefore, a screen for additional tumors is necessary
since they may be considered as part of multiple endo-
crine neoplasms [1,2,13]. In addition, the possibility of ma-
lignant transformation of paragangliomas makes surgical
excision the treatment of choice, and aggressive surgery is
mandatory to obtain disease-free survival [13]. For pancre-
atic lesions, pancreaticoduodenectomy is recommended
for tumors of the pancreatic head; for other locations,
distal or even total pancreatectomy may be indicated,
according to the tumor extension [13,14]. In this case, a
pancreaticoduodenectomy was performed and the patient
had an uneventful postoperative course. Postoperative ra-
diation therapy has also been advocated in cases proven to
be malignant [15]. Therapy with radionucleotides may be
used for tumors exhibiting uptake on diagnostic scans,
with I131-MIBG radiotherapy being the treatment of
choice. Chemotherapy is reserved for more advanced dis-
ease stages. Even in advanced cases, recent genetic studies
have suggested that the use of targeted therapy may be
useful, but additional validation is still required [15]. In
the present case, the patient received a therapeutic dose of
I131-MIBG one month after the operation, and remains
disease-free after more than 36 months.
In conclusion, pancreatic paragangliomas are rare tu-

mors, with only 16 cases reported to date. The patient in
the present case was the youngest among the reported
cases and the tumor was the largest reported. In addition,
this is the second case with lymph node metastasis ever to
be reported.

Consent
Written informed consent was obtained from the patient
for publication of this Case report and any accompany-
ing images. A copy of the written consent is available for
review by the Editor of this journal.

Abbreviations
CT: Computed tomography; IVC: Inferior vena cava;
MIBG: Metaiodobenzylguanidine.

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

Authors’ contributions
BA: The treating physician who supervised the entire case and wrote the
paper. YA: The resident responsible for following up with the patient and
collecting the data and images. In addition, he contributed substantially in
reviewing published cases and writing the paper. SK: Assisted in the surgery
and followed up the patient pre- and post-operatively. She also contributed
in writing the paper and doing literature review. MH: The pathologist who
worked on the slides and generated the diagnosis. MH: Wrote the paper. All
authors read and approved the final manuscript.
Author details
1Department of Surgery, College of Medicine and Medical Sciences, Taif
University, PO Box 888, Taif 21947, Kingdom of Saudi Arabia. 2Department of
Surgery, Al-Hada Military Hospital, PO Box 1347, Taif, Kingdom of Saudi
Arabia. 3Department of Pathology, Al-Hada Military Hospital, PO Box 1347,
Taif, Kingdom of Saudi Arabia.

Received: 19 March 2013 Accepted: 14 October 2013
Published: 20 October 2013

References
1. Higa B, Kapur U: Malignant paraganglioma of the pancreas. Pathology

2012, 44:53–55.
2. Kumar V, Abbas AK, Fausto N, Aster JA (Eds): Robbins and Cotran: Pathologic

Basis of Disease. 8th edition. Philadelphia: Saunders; 2010.
3. Parithivel VS, Niazi M, Malhotra AK, Swaminathan K, Kaul A, Shah AK:

Paraganglioma of the pancreas: literature review and case report. Dig Dis
Sci 2000, 45:438–441.

4. Lightfoot N, Santos P, Nikfarjam M: Paraganglioma mimicking a pancreatic
neoplasm. JOP 2011, 12:259–261.

5. Bartley O, Ekdahl PH, Hulten L: Paraganglioma simulating pancreatic cyst:
report of two cases. Acta Chir Scand 1966, 132:289–297.

6. He J, Zhao F, Li H, Zhou K, Zhu B: Pancreatic paraganglioma: a case report
of CT manifestations and literature review. Quant Imaging Med Surg 2011,
1:41–43.

7. Ohkawara T, Naruse H, Takeda H, Asaka M: Primary paraganglioma of the
head of pancreas: contribution of combinatorial image analyses to the
diagnosis of disease. Intern Med 2005, 44:1195–1196.

8. Tsukada A, Ishizaki Y, Nobukawa B, Kawasaki S: Paraganglioma of the
pancreas: a case report and review of the literature. Pancreas 2008,
36:214–216.

9. Kim SY, Byun JH, Choi G, Yu E, Choi EK, Park SH, Lee MG: A case of primary
paraganglioma that arose in the pancreas: the Color Doppler
ultrasonography and dynamic CT features. Korean J Radiol 2008,
9:S18–S21.

10. Rosai J: Adrenal and other paraganglia. In Ackerman’s surgical pathology.
8th edition. St Louis: Mosby; 1996:1115–1147.

11. Dabbs D: Diagnostic Immunohistochemistry. 2nd edition. Philadelphia:
Elsevier; 2006.

12. Kimura N, Watanabe T, Noshiro T, Shizawa S, Miura Y: Histological grading of
adrenal and extra-adrenal pheochromocytomas and relationship to
prognosis: a clinicopathological analysis of 116 adrenal pheochromocytomas
and 30 extra-adrenal sympathetic paragangliomas including 38 malignant
tumors. Endocr Pathol 2005, 16:23–32.

13. Erickson D, Kudva YC, Ebersold MJ, Thompson GB, Grant CS, van Heerden JA,
Young WF Jr: Benign paragangliomas: clinical presentation and treatment
outcomes in 236 patients. J Clin Endocrinol Metab 2001, 86:5210–5216.

14. Sangster G, Do D, Previgliano C, Li B, LaFrance D, Heldmann M: Primary
retroperitoneal paraganglioma simulating a pancreatic mass: a case
report and review of the literature. HPB Surg 2010, 2010:645728.

15. Parenti G, Zampetti B, Rapizzi E, Tonino Ercolino T, Giachè V, Mannelli M:
Updated and new perspectives on diagnosis, prognosis, and therapy of
malignant pheochromocytoma/paraganglioma. J Oncol 2012,
2012:872713.

doi:10.1186/1471-2407-13-486
Cite this article as: Al-Jiffry et al.: Malignant extra-adrenal pancreatic
paraganglioma: case report and literature review. BMC Cancer
2013 13:486.


	Abstract
	Background
	Case presentation
	Conclusion

	Background
	Case presentation
	Conclusion
	Consent
	Abbreviations
	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


