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Abstract
Urolithiasis composed of pyrophosphate salts has only been reported in animals, in the form of
potassiummagnesium pyrophosphate. However, there have been no reports of pyrophosphate
stones in humans. Hypophosphatasia is an inherited disease characterized by low alkaline
phosphatase activity and elevated levels of pyrophosphate in blood and urine. Urolithiasis is a
part of the hypophosphatasia phenotype. The role of elevated urine pyrophosphate levels in the
formation of stones in hypophosphatasia is unknown. Here, we report a case of a 60-year-old
man with recurrent urolithiasis. The patient’s most recent presentation was gross hematuria and
his computed tomography scan showed bilateral kidney stones. Stones were removed via
retrograde intrarenal surgery. Stone analysis revealed a composition of potassium magnesium
pyrophosphate. The patient also has a long history of fracturing bone disease which led to the
consideration of hypophosphatasia as the cause of both his bone disease and pyrophosphate
stones. Hypophosphatasia was confirmed by genetic analysis. Pyrophosphate has been of
interest in the fields of mineral metabolism because of its action as a crystallization inhibitor.
However, pyrophosphate at elevated concentrations in the presence of divalent cations can
exceed its solubility. Nephrocalcinosis and stone disease have been described in hypo-
phosphatasia; stones have been assumed to be calcium phosphate but no compositional
analysis has been reported. This is the first report of human stones composed of pyrophosphate
salts, which led to the subsequent diagnosis of hypophosphatasia in this patient.
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Introduction

Inorganic pyrophosphate (PPi) is a normal constituent of both blood and urine in hu-
mans. It functions as an inhibitor of calcium salt crystallization. In vitro studies have shown
PPi capable of inhibiting both hydroxyapatite and calcium oxalate crystallization [1]. Systemic
PPi levels are carefully regulated in humans. Low PPi levels are associated with soft-tissue
deposition of calcium phosphate salts, particularly in the vasculature, cartilage, and kidney
[2]. High PPi blood levels, such as might be seen in hypophosphatasia (HPP), can lead to
inadequatemineralization of teeth and bones [3, 4]. PPi is also felt to be an important inhibitor
of crystallization in the urinary tract. Multiple studies have documented lower PPi excretion in
kidney stone patients than in non-stone forming people [5, 6]. Despite this important role in
CaP crystal regulation, divalent cation salts of PPi are fairly insoluble and can crystallize when
local levels of PPi rise, such as seen with the crystallization in joints and cartilage in calcium
PPi deposition disease [7]. In this paper, we present the first reported case of a PPi urolithiasis
in a human. The CARE Checklist has been completed by the authors for this case report,
attached as online supplementary material (for all online suppl. material, see https://doi.org/
10.1159/000533442).

Case Report

The patient is a 60-year-old man presenting with gross hematuria. The patient provided
written informed consent for the publication of the details of his medical case. A computed
tomography scan revealed bilateral urolithiasis, multiple stones were present in the right
kidney with the largest being 8 mm in diameter, and a few small stones in the left kidney, all
less than 3 mm (shown in Fig. 1, left panel). The largest stone had computed tomography
attenuation of 636 Hounsfield units, a value lower than usually found with calcium oxalate
or calcium phosphate stones, more in the range typically reported for struvite or cystine
stones [8]. No stones were noted on standard X-ray of the abdomen. The patient passed his
first stone approximately 18 years earlier and had an additional 6–8 stone events in the
intervening years, with only one stone requiring surgical intervention. Other pertinent
medical history includes hypertension, hyperlipidemia, and a history of osteopenia of
uncertain etiology, diagnosed after suffering a femoral fracture with mild trauma at age 36.
He has suffered a total of three femoral fractures, as well as multiple fractures of feet, ribs,
and fingers. He has no history of dental problems. He has one sibling and one child; there is
no family history of bone or dental disease. He had been treated with bisphosphonates over
10 years before this recent presentation. Other therapies that had been used for his bone
disease include androgen replacement and calcium supplementation. He is currently being
treated with ergocalciferol.

Retrograde intrarenal surgery was performed to remove the stone burden from the
right kidney (shown in Fig. 1, right panel). The stones were submitted to Litholink Corp
(Itasca IL) for compositional analysis by infrared (IR) spectroscopy but did not match any
compound in the spectral library. Further investigation included dissolution of stone
material in 0.1 M HCl. Chemical analysis revealed the cation component to consist of
magnesium and potassium. Ion chromatography/mass spectroscopy (IC/MS) was used to
determine the anion component of the stone and only PPi with trace amounts of phosphate
were found. Stone material was sent to a second laboratory (Herring Laboratory, Orlando
FL) for analysis; IR spectroscopy was consistent with potassiummagnesium pyrophosphate
(KMgPPi) stones. X-ray powder diffraction revealed peaks at 2ϴ = 15.88°, 32.08°, 22.02°,
and 18.12°, consistent with KMgPPi, though a second unidentified minor component was
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also noted. Subsequently, feline KMgPPi stones were obtained from the Minnesota Urolith
Center; the IR spectrum is presented in comparison with the patient’s stone IR spectrum
(shown in Fig. 2).

Pertinent laboratory tests showed a serum Ca of 2.45 mmol/L (9.8 mg/dL), 25 OH vi-
tamin D of 107 nmol/L (43 ng/mL), and creatinine of 106 μmol/L (1.2 mg/dL). 24 h urine
chemistries are listed in Table 1. Because the formation of a PPi stone would require hy-
perexcretion of PPi in the urine, and his history of severe metabolic bone disease, a diagnosis
of HPP was considered. Review of medical records revealed serum alkaline phosphatase
levels measured in the last 3 years to be in the range of 8–11 IU/L, below the reference range
for the laboratory (40–130 IU/L). Urinary PPi excretion measured by IC/MS was 357 μmol/
day. Prior studies of PPi excretion in patients with HPP had reported a mean urine PPi
excretion of 144 ± 90 μmol/day compared to 39 ± 19 μmol/day in healthy subjects [9].
Genetic testing confirmed the diagnosis of HPP; two mutations were discovered in the ALPL
gene. Both mutations are considered pathogenic, c.407G>A (p.Arg136His) has been asso-
ciated with autosomal recessive forms of HPP while c.1240C>A (p.Leu414Met) has been
reported in both autosomal dominant and recessive presentations [10].

In an effort to understand how to treat the patient’s kidney stones, the effect of pH on
KMgPPi solubility was studied. Feline KMgPPi stones were pulverized and 15mg added to each
test tube. 4 mL of buffer (Na Acetate/HEPES) at pH 5, 6, or 7 was added. Each pH experiment
was performed in duplicate for a total of 6 tubes. The tubesweremixed continuously for 72 h at
37°C. pHwasmeasured daily and adjusted as needed tomaintain the solution at the original pH.
At the end of the incubation, the tubes were centrifuged, the supernatant was harvested. The
concentration of PPi in the supernatant was measured by IC/MS. As shown in Figure 3, sol-
ubility, as judged by PPi concentration, showed a pH dependence, being most soluble at pH 5.

Discussion

KMgPPi stones were first identified by Frank et al. [11], reporting five stones of a unique
composition obtained from4 cats and 1 dog. Themineral was identified by X-ray diffraction as
KMgPPi pentahydrate. Subsequent surveys reported from veterinary stone laboratories have
confirmed KMgPPi in animal stones, though still noted to be a rare occurrence [12]. No studies

Fig. 1. Left panel: Abdominal CT scan. The largest stone in the right kidney had a radiodensity of 636
Hounsfield units. Right panel: Surgically removed kidney stones. Each square is 5 × 5 mm. CT, computed
tomography.
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have been published that report PPi excretion or potential bone/mineral disorders in the
animals that have formed such stones. The original report found the animal stones to have a
compositional formula of K1.0Mg1.5(P2O7)1.0. Our compositional analysis of the feline stones
from the Minnesota Urolith Center found similar molar ratios of K1.0Mg1.8(P2O7)1.0. Of note,
this patient’s stones revealed a composition of K1.0Mg3.0(P2O7)2.0, clearly different from the

Fig. 2. Infrared spectra. Top panel is the patient’s kidney stone. The bottom panel is the IR spectra of a feline
potassium magnesium pyrophosphate pentahydrate stone. The vertical line at 2,000 cm−1 designates a
change in the scaling of the x-axis.

Table 1. 24 h urine chemistries
2015 2021

Volume, L/day 1.48 1.24

pH 5.70 5.55

Calcium, mmol/day 2.3 0.7

Oxalate, mmol/day 0.28 0.23

Citrate, mmol/day <0.15 <0.15

Uric acid, mmol/day 3.3 2.4

Phosphorus, mmol/day 26.4 26.7

Creatinine, mmol/day 13.3 10.5

Potassium, mmol/day 52 55

Magnesium, mmol/day 2.9 4.6
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cats. Whether this reflects a mix of a K1.0Mg1.5(P2O7)1.0 salt with Mg2.0(P2O7)1.0 or whether it
is a unique salt is not known. There is no human stone remaining for further analysis. The
difference in molar ratios between the feline stones and human stone may help explain the
extra unidentified peaks on X-ray diffraction and modest differences in peak wavelengths in
the IR spectra.

Hypophosphatasia is a rare inherited disease due to mutations in the ALPL gene [3],
which encodes tissue nonspecific alkaline phosphatase (TNAP). It can be inherited as either
an autosomal recessive or dominant trait. TNAP is distributed inmany tissues, particularly the
liver, bone, and kidney. Its major function is the hydrolysis of phosphate groups, and it is
critical in regulating blood PPi levels and the conversion of pyridoxal phosphate to pyridoxine
[13]. When TNAP activity is deficient, PPi levels in the blood increase, inhibiting hydroxy-
apatite deposition in bone. The clinical features of HPP reflect this with osteopenia, osteo-
malacia, recurrent fractures, and dental abnormalities. The expression of disease has a wide
range, from severe prenatal and childhood forms with a high mortality rate to mild adult
forms [4]. It is assumed that the adult forms of the disease are underdiagnosed, even when
clinically significant bone disease is present. The advent of enzyme replacement therapy in the
form of asfotase alpha has shown great promise in early treatment trials of HPP, though most
studies have focused on the pediatric forms of the disease, not the adult forms [14, 15].

Stones and nephrocalcinosis have been noted in many studies of HPP [3]. It has been
assumed that the stones and NC were secondary to excess urinary excretion of calcium and
phosphate due to defective bonemineralization. We have been unable to find any case reports
or series that include stone composition data from patients with HPP. Whether PPi salts are
common components of stones in HPP needs to be studied. There are no studies on the
management of stones and nephrocalcinosis in HPP. Though the current patient has low urine
citrate, it is not clear that alkali supplements to raise urine citrate would be an appropriate
therapy because alkali would also raise urine pH. The solubility studies we performed showed
KMgPPi to be less soluble at high urine pH. Whether enzyme replacement therapy might
reduce nephrocalcinosis and stones has not been studied.

Calcium pyrophosphate (CaPPi) crystal deposition disease is a well-recognized clinical
entity [7]. Chondrocalcinosis is the deposition of CaPPi in cartilage, often asymptomatic and
noted as finding on routine X-rays, it is often associated with osteoarthritis. Pseudogout is a

Fig. 3. Solubility of feline potassium magnesium
pyrophosphate stones was determined at pH 5,
6, and 7 (x-axis). The y-axis is the pyrophosphate
concentration at equilibrium at each pH. The
highest pyrophosphate level at pH 5 indicates
the greatest solubility.
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CaPPi crystal arthropathy which can present with acutely inflamed joints or a more chronic
indolent course. Urolithiasis is not associated with CaPPi deposition disease because the PPi
excess is related to local production in the affected joints; blood and urine levels of PPi are not
elevated. However, CaPPi deposition disease highlights the fact that PPi salts of divalent
cations are poorly soluble. Whether humans with HPP might also be at risk to produce CaPPi
stones is not known. This particular patient has low urine calcium excretion, which may be
why he formed KMgPPi stones rather than CaPPi. Neither his potassium nor magnesium
excretion was abnormally high.

Conclusion

This is the first case report of a human kidney stone composed predominantly of PPi salts.
The identification of this unusual stone led to the diagnosis of HPP, a disease known to cause
high PPi levels in urine. Stone analysis laboratories should include PPi salts in their IR
reference libraries.

Statement of Ethics

A formal approval for a single case report waswaived byWCG Institutional Review Board.
Written informed consent was obtained from the patient for publication of this case report
and any accompanying images.

Conflict of Interest Statement

J.R.A. and L.Y. are employees of Litholink/Labcorp. G.A. is an employee of Louis C. Herring
& Company. M.R.G., N.S.M., and J.P.L. declare no conflicts of interest.

Funding Sources

The authors did not receive any funding for this study.

Author Contributions

M.R.G. was the treating physician and provided medical history and radiographs. L.Y.
performed measurements of pyrophosphate and aided in design and performance of the
solubility experiments. G.A. performed X-ray diffraction and confirmatory IR analysis of the
kidney stone. N.S.M. provided guidance in interpretation of X-ray diffraction and IR results
and interpretation of experimental results. J.P.L. provided canine pyrophosphate stones for IR
studies and aided in interpretation of IR results. J.R.A. designed the solubility experiments,
directed the chemical analysis of the stones and pyrophosphate measurements, and was the
primary author of the manuscript. All authors contributed to the writing, review, and editing
of this case report manuscript.

Case Reports
in Nephrology
and Dialysis

Case Rep Nephrol Dial 2023;13:135–141 140
DOI: 10.1159/000533442 © 2023 The Author(s). Published by S. Karger AG, Basel

www.karger.com/cnd

Gigax et al.: Pyrophosphate Kidney Stones

https://www.karger.com/cnd
https://www.karger.com/cnd
https://www.karger.com/cnd
https://doi.org/10.1159/000533442
https://www.karger.com/cnd


Data Availability Statement

All data pertaining to this study are included in the article. Further inquiries can be
directed to the corresponding author.

References

1 Fleisch H, Bisaz S. The inhibitory effect of pyrophosphate on calcium oxalate precipitation and its relation to
urolithiasis. Experientia. 1964;20(5):276–7.

2 Letavernier E, Kauffenstein G, Huguet L, Navasiolava N, Bouderlique E, Tang E, et al. ABCC6 deficiency
promotes development of randall plaque. J Am Soc Nephrol. 2018;29(9):2337–47.

3 Villa-Suarez JM, Garcia-Fontana C, Andujar-Vera F, Gonzalez-Salvatierra S, de Haro-Munoz T, Contreras-Bolivar
V, et al. Hypophosphatasia: a unique disorder of bone mineralization. Int J Mol Sci. 2021;22(9):4303.

4 WhyteMP. Hypophosphatasia: aetiology, nosology, pathogenesis, diagnosis and treatment. Nat Rev Endocrinol.
2016;12(4):233–46.

5 Russell RG, Edwards NA, Hodgkinson A. Urinary pyrophosphate and urolithiasis. Lancet. 1964;2(7348):1446.
6 Roberts NB, Dutton J, Helliwell T, Rothwell PJ, Kavanagh JP. Pyrophosphate in synovial fluid and urine and its

relationship to urinary risk factors for stone disease. Ann Clin Biochem. 1992;29(Pt 5):529–34.
7 Abhishek A, Doherty M. Update on calcium pyrophosphate deposition. Clin Exp Rheumatol. 2016;34(4 Suppl

98):32–8.
8 Gallioli A, De Lorenzis E, Boeri L, Delor M, Zanetti SP, Longo F, et al. Clinical utility of computed tomography

Hounsfield characterization for percutaneous nephrolithotomy: a cross-sectional study. BMC Urol. 2017;
17(1):104.

9 Russell RG. Excretion of inorganic pyrophosphate in hypophosphatasia. Lancet. 1965;2(7410):461–4.
10 Herasse M, Spentchian M, Taillandier A, Keppler-Noreuil K, Fliorito AN, Bergoffen J, et al. Molecular study of

three cases of odontohypophosphatasia resulting from heterozygosity for mutations in the tissue non-specific
alkaline phosphatase gene. J Med Genet. 2003;40(8):605–9.

11 Frank A, Norrestam R, Sjödin A. A new urolith in four cats and a dog: composition and crystal structure. J Biol
Inorg Chem. 2002;7(4–5):437–44.

12 Cannon AB, Westropp JL, Ruby AL, Kass PH. Evaluation of trends in urolith composition in cats: 5,230 cases
(1985-2004). J Am Vet Med Assoc. 2007;231(4):570–6.

13 Buchet R, Millan JL, Magne D. Multisystemic functions of alkaline phosphatases. Methods Mol Biol. 2013;1053:
27–51.

14 Whyte MP, Greenberg CR, Salman NJ, Bober MB, McAlister WH, Wenkert D, et al. Enzyme-replacement therapy
in life-threatening hypophosphatasia. N Engl J Med. 2012;366(10):904–13.

15 Sturznickel J, Schmidt FN, von Vopelius E, Delsmann MM, Schmidt C, Jandl NM, et al. Bone healing and re-
activation of remodeling under asfotase alfa therapy in adult patients with pediatric-onset hypophosphatasia.
Bone. 2021;143:115794.

Case Reports
in Nephrology
and Dialysis

Case Rep Nephrol Dial 2023;13:135–141 141
DOI: 10.1159/000533442 © 2023 The Author(s). Published by S. Karger AG, Basel

www.karger.com/cnd

Gigax et al.: Pyrophosphate Kidney Stones

https://www.karger.com/Article/FullText/533442?ref=1#ref1
https://www.karger.com/Article/FullText/533442?ref=2#ref2
https://www.karger.com/Article/FullText/533442?ref=3#ref3
https://www.karger.com/Article/FullText/533442?ref=4#ref4
https://www.karger.com/Article/FullText/533442?ref=5#ref5
https://www.karger.com/Article/FullText/533442?ref=6#ref6
https://www.karger.com/Article/FullText/533442?ref=7#ref7
https://www.karger.com/Article/FullText/533442?ref=8#ref8
https://www.karger.com/Article/FullText/533442?ref=9#ref9
https://www.karger.com/Article/FullText/533442?ref=10#ref10
https://www.karger.com/Article/FullText/533442?ref=11#ref11
https://www.karger.com/Article/FullText/533442?ref=11#ref11
https://www.karger.com/Article/FullText/533442?ref=12#ref12
https://www.karger.com/Article/FullText/533442?ref=13#ref13
https://www.karger.com/Article/FullText/533442?ref=14#ref14
https://www.karger.com/Article/FullText/533442?ref=15#ref15
https://www.karger.com/cnd
https://www.karger.com/cnd
https://www.karger.com/cnd
https://doi.org/10.1159/000533442
https://www.karger.com/cnd

	First Reported Case of a Pyrophosphate Kidney Stone in a Human
	Introduction
	Case Report
	Discussion
	Conclusion
	Statement of Ethics
	Conflict of Interest Statement
	Funding Sources
	Author Contributions
	Data Availability Statement
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /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 150
  /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

  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
    /DEU <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [600 600]
  /PageSize [612.000 792.000]
>> setpagedevice


