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Abstract
Although most lung cancer patients present with one primary cancer, some present with
multiple lung cancers of different clonal origin. Timely recognition of synchronous multifocal
primary lung cancer (MPLC) enables distinct treatment regimens that reflect the unique ge-
notypic makeup and location of each cancer. However, recognition of synchronous MPLCs is
challenging given the prevalence of multifocal disease. Here, we report a case of a patient
diagnosed with anaplastic lymphoma kinase, termed ALK, positive metastatic lung adenocar-
cinoma whose follow-up computerized tomography (CT) imaging identified one lesion, present
since the patient’s initial presentation, with a distinctly different response to treatment than
other lesions. Biopsy results showed a distinct MPLC, an epidermal growth factor receptor
(EGFR)-positive adenocarcinoma with no evidence of an ALK mutation. The EGFR lesion was
treated with curative intent via surgical resection while the ALK disease was managed with
palliative intent via targeted therapy. To our knowledge, there have been no other reports of two
synchronous MPLCs of an adenocarcinoma subtype with completely distinct EGFR and ALK
driver mutations. This case highlights the importance of serial follow-up imaging, combined
with biopsy of lesions with atypical treatment responses, as a method for identifying syn-
chronous MPLCs and adjusting treatment to optimize patient outcomes.
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Introduction

Lung cancer is the primary cause of cancer mortality worldwide, responsible for 18% of
cancer deaths [1]. After diagnosis with lung cancer, a patient’s prognosis and treatment plan
are guided by staging via imaging, morphologic analysis, and more recently, by genomic
analysis. Evidence of multifocal pulmonary lesions on initial imaging necessitates the need for
the treatment team to distinguish metastatic disease from one primary lung cancer versus the
presence of multiple primary lung cancers with distinct clonal origin, termed synchronous
multifocal primary lung cancer (MPLC). Providers should note that adenocarcinoma non-
small cell lung cancer (NSCLC), which this case report discusses, is the most common
synchronous MPLC [2].

When synchronous MPLC is suspected, biopsy should be obtained if possible to enable
genomic analysis and guide treatment. Two relevant loci are the epidermal growth factor
receptor (EGFR) mutation and the echinoderm microtubule-associated protein-like 4 ana-
plastic lymphoma kinase (ALK) translocation. The EGFR mutation’s epidemiology varies by
demographic group but is found more frequently in adenocarcinomas and is more commonly
seen in East Asians, non-smokers, and females [3, 4]. Notably, the ALK mutation is present in
approximately 5% of adenocarcinoma patients (mostly non-smokers) [5]. Genomic analysis
allows for more targeted and effective treatment for both EGFR+ and ALK+ NSCLC with
therapies such as osimertinib and alectinib [6, 7]. A therapeutic strategy is less clear when
providers encounter multiple distinct genetic targets present in only a subset of a patient’s
lesions [7, 8]. Co-mutation of both EGFR and ALK in one lesion is described in the NSCLC
literature, with studies reporting between 0.1% and 1.6% of EGFR mutations in non-
squamous NSCLC also harboring a concomitant ALK rearrangement. To our knowledge,
however, there are no cases reported of synchronous MPLC adenocarcinomas demonstrating
ALK mutation in one cancer and EGFR in another [9, 10]. Case reports in the scientific lit-
erature can provide prior therapeutic context for such clinical scenarios as well as chronicle
the epidemiology of particular gene mutational combinations.

Once lung cancer therapy has been initiated, post-therapy imaging is crucial to evaluate
efficacy, and any discrepancy in response to therapy between lesions should prompt con-
sideration of oligoprogression versus distinct metachronous or undiagnosed synchronous
primary malignancy. Here, we report a case of synchronous primary lung adenocarcinomas
with distinct driver mutations.

Case Report

A 59-year-old never-smoker presented with an unrelenting cough and hematuria,
prompting an abdominal and pelvic CT scan and follow-up abdominal magnetic resonance
imaging (MRI), which revealed hepatic metastatic disease (see Fig. 1 for clinical timeline).
Chest CT imaging 4 months later showed two left lower lobe (LLL) lesions, a 32-mm spi-
culated cavitary mass, and a 29-mm satellite nodule. Additional findings included a pul-
monary left upper lobe (LUL) 21-mm lesion with ground glass opacity and possible aden-
opathy. Core needle biopsy of a hepatic lesion confirmed pulmonary adenocarcinoma, and
fluorescence in situ hybridization (FISH) testing determined an EML4-ALK rearrangement
with no evidence of other driver mutations, including EGFR mutation. Brain MRI showed
4 sub-centimeter supratentorial lesions, suspicious for metastasis. The patient was diagnosed
with stage 4 ALK NSCLC, and ceritinib treatment was initiated due to its activity against ALK
malignancy and its central nervous system penetration. The patient subsequently developed a
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pericardial effusion and tamponade, which required a pericardial window procedure, which
prompted shifting therapy to alectinib.

Routine follow-up CT imaging every 3–4 months was initiated, and 3 years and 5 months
after initial presentation, CT imaging revealed a slight increase in size and density of the pre-
existing LUL lesion, while all other lesions decreased in size (Fig. 2). Position emission to-
mography (PET)/CT scan obtained 4 months later showed further increase in size of this LUL
lesion with minimal F-fluorodeoxyglucose (FDG) uptake in the LUL lesion but no FDG uptake
in other lesions. The differential for this solitary lesion’s progression included oligoprog-
ression of a metastatic lesion, a distinct primary lung cancer, and residual disease.

After multidisciplinary discussion at the thoracic tumor board, the left upper lobe nodule
was resected. Pathology revealed invasive moderately differentiated adenocarcinoma with a
predominant acinar pattern and papillary and lecidic patterns, measuring 1.8 cm with
lymphovascular visceral pleural invasion. Positive identification of markers suggestive of
pulmonary adenocarcinomas, thyroid transcription factor-1 (TTF-1) and napsin A protease,
supported a primary pulmonary origin. Next-generation sequencing of the LUL lesion re-
vealed an EGFR p.L858R c.2573T>G mutation and was notably negative for fusion transcripts
involving ALK. Given the early stage of this malignancy, the patient did not require adjuvant
treatment post-surgery and has no evidence of recurrent or progressive tumor as of 1-year
post-surgery.

Discussion

This case report demonstrates that when patients are being treated for lung cancer and
present with multiple pulmonary nodules at follow-up imaging, clinicians must consider the
possibility of synchronous or metachronous MPLCs, even though metastatic clonal disease is
more likely. In fact, MPLCs are becoming more common clinically [11]. Prior research has
demonstrated that patients who develop synchronous MPLC carcinomas often have signif-
icant tobacco exposure, but this case demonstrates the importance of also considering MPLCs
in never-smokers as well [12].

Vigilance for MPLCs is particularly important in today’s therapeutic era because many
patients are seeing increased overall survival compared to previous decades, thanks to the
advent of new generations of therapies. Studies show when immunotherapies are included in
treatment regimens, patients with NSCLC experience prolonged overall survival and more
patients achieve complete responses [13, 14]. Additionally, therapies which are targeted at
specific genetic mutations are leading to longer progression-free survival [6, 15, 16]. With
more durable and targeted therapeutic regimens, a patient’s second primary lung cancer is
given more time and thus more opportunity to grow, to mutate, and to unmask itself.

Fig. 1. Clinical timeline of diagnosis and treatment of each MPLC.
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Our work suggests that upon detection of heterogenous responses to therapy among a
patient’s tumor burden, a careful review by a multidisciplinary tumor board is recommended,
and biopsy sample should always be obtained when possible and genotypic analysis per-
formed [17]. Clinical suspicion with a low threshold for biopsy is warranted because a second
primary lung cancer may be susceptible to therapeutic approaches distinct from the first
primary lung cancer. As shown in this case, malignancies driven by different mutations can
present simultaneously even after one has metastasized. These biopsy findings can have
treatment-guiding implications because awareness of the distinct “driver”mutations present
in different lesions, even if the lesions are both adenocarcinomas, is predictive of targeted
therapy efficacy and valuable in consideration of future lesions that may arise in the
patient [7].

A clinician’s plan towards treatment of MPLC takes one of three approaches: turning to a
treatment modality which targets both primary lung cancers, focusing treatment on the more
aggressive cancer, or considering two distinct treatment plans. In this case, one curative
treatment plan, surgery, was pursued while the other treatment plan, alectinib, remained
palliative.

This case demonstrates that follow-up imaging functions not just as a measure of
treatment efficacy but also as a test of a clinician’s original assumptions about the clonality of
the different lesions a patient presented with. As follow-up imaging modalities continue to
improve and as future tumor analysis (such as whole-exome sequencing) provides broader
information about a tumor’s genotypic makeup and potential susceptibility to different
therapies, clinicians will be armed with both more information and more therapeutic options.

Conclusion

Lung cancer clinicians should strongly consider biopsy whenever follow-up imaging
detects heterogenous response to treatment amongst tumors or pulmonary lesions that have
characteristics of primary lung cancers. Discordance in “driver” mutation may both explain
discrepancies in treatment response and suggest new distinct treatment approaches – such as
different systemic regimens, surgery, or radiation. This warranted caution allows the
treatment team to continually evaluate their initial diagnosis and enables a therapeutic pivot
to provide the best outcomes for their patients. 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/10.1159/000533892).

Fig. 2. Routine follow-up CT imaging dem-
onstrates a slight increase in size and den-
sity of the pre-existing LUL lesion (arrow),
while all other lesions decreased in size.

Case Reports
in Oncology

Case Rep Oncol 2023;16:1384–1389 1387
DOI: 10.1159/000533892 © 2023 The Author(s). Published by S. Karger AG, Basel

www.karger.com/cro

Davis et al.: Discrete Driver Mutations in Synchronous Primary Lung Cancers

https://doi.org/10.1159/000533892
https://www.karger.com/cro
https://www.karger.com/cro
https://doi.org/10.1159/000533892
https://www.karger.com/cro


Acknowledgment

The authors wish to gratefully acknowledge the patient for allowing us to publish this
clinical case.

Statement of Ethics

The authors confirm that written informed consent was obtained from the patient for
publication of the details of their medical case and any accompanying images. Ethical approval
is not required for this report in accordance with local and institutional guidelines.

Conflict of Interest Statement

The authors declare the following financial interests/personal relationships which may
be considered potential competing interests: Christine Ciunci reports honoraria relationships
with Imedex and Merck & Co., Inc. and reports funding grant relationships with Celgene AB,
Merck & Co., Bristol Myers Squibb Co., and Macrogenics Inc.

Funding Sources

This research did not receive any specific Grant from funding agencies in the public,
commercial, or not-for-profit sectors.

Author Contributions

Andrew Davis: writing – original draft, draft preparation, and editing. Sophia Jarrar:
writing. Christine Ciunci: supervision, reviewing, and editing.

Data Availability Statement

All data generated or analyzed during this study are included in this article and its online
supplementary material files. Further inquiries can be directed to the corresponding author.

References

1 Sung H, Ferlay J, Siegel RL, Laversanne M, Soerjomataram I, Jemal A, et al. Global cancer statistics 2020:
GLOBOCAN estimates of incidence and mortality worldwide for 36 cancers in 185 countries. CA Cancer J Clin.
2021;71(3):209–49.

2 Chang YL, Wu CT, Lee YC. Surgical treatment of synchronous multiple primary lung cancers: experience of 92
patients. J Thorac Cardiovasc Surg. 2007;134(3):630–7.

3 Mitsudomi T, Kosaka T, Yatabe Y. Biological and clinical implications of EGFR mutations in lung cancer. Int
J Clin Oncol. 2006;11(3):190–8.

4 Kosaka T, Yatabe Y, Endoh H, Kuwano H, Takahashi T, Mitsudomi T. Mutations of the epidermal growth factor
receptor gene in lung cancer: biological and clinical implications. Cancer Res. 2004;64(24):8919–23.

5 Vignot S, Besse B, André F, Spano JP, Soria JC. Discrepancies between primary tumor and metastasis: a lit-
erature review on clinically established biomarkers. Crit Rev Oncol Hematol. 2012;84(3):301–13.

Case Reports
in Oncology

Case Rep Oncol 2023;16:1384–1389 1388
DOI: 10.1159/000533892 © 2023 The Author(s). Published by S. Karger AG, Basel

www.karger.com/cro

Davis et al.: Discrete Driver Mutations in Synchronous Primary Lung Cancers

https://www.karger.com/Article/FullText/533892?ref=1#ref1
https://www.karger.com/Article/FullText/533892?ref=2#ref2
https://www.karger.com/Article/FullText/533892?ref=3#ref3
https://www.karger.com/Article/FullText/533892?ref=3#ref3
https://www.karger.com/Article/FullText/533892?ref=4#ref4
https://www.karger.com/Article/FullText/533892?ref=5#ref5
https://www.karger.com/cro
https://www.karger.com/cro
https://doi.org/10.1159/000533892
https://www.karger.com/cro


6 Soria JC, Ohe Y, Vansteenkiste J, Reungwetwattana T, Chewaskulyong B, Lee KH, et al. Osimertinib in untreated
EGFR-mutated advanced non-small-cell lung cancer. N Engl J Med. 2018;378(2):113–25.

7 Peters S, Camidge DR, Shaw AT, Gadgeel S, Ahn JS, Kim DW, et al. Alectinib versus crizotinib in untreated ALK-
positive non-small-cell lung cancer. N Engl J Med. 2017;377(9):829–38.

8 Paez JG, Jänne PA, Lee JC, Tracy S, Greulich H, Gabriel S, et al. EGFR mutations in lung cancer: correlation with
clinical response to gefitinib therapy. Science. 2004;304(5676):1497–500.

9 Ulivi P, Chiadini E, Dazzi C, Dubini A, Costantini M, Medri L, et al. Nonsquamous, non-small-cell lung cancer
patients who carry a double mutation of EGFR, EML4-ALK or KRAS: frequency, clinical-pathological char-
acteristics, and response to therapy. Clin Lung Cancer. 2016;17(5):384–90.

10 Zhuang X, Zhao C, Li J, Su C, Chen X, Ren S, et al. Clinical features and therapeutic options in non-small cell lung
cancer patients with concomitant mutations of EGFR, ALK, ROS1, KRAS or BRAF. Cancer Med. 2019;8(6):
2858–66.

11 Chen TF, Xie CY, Rao BY, Shan SC, Zhang X, Zeng B, et al. Surgical treatment to multiple primary lung cancer
patients: a systematic review and meta-analysis. BMC Surg. 2019;19(1):185.

12 Wang X, Christiani DC, Mark EJ, Nelson H, Wiencke JK, Gunn L, et al. Carcinogen exposure, p53 alteration, and
K-ras mutation in synchronous multiple primary lung carcinoma. Cancer. 1999;85(8):1734–9.

13 Santoni M, Rizzo A, Kucharz J, Mollica V, Rosellini M, Marchetti A, et al. Complete remissions following
immunotherapy or immuno-oncology combinations in cancer patients: the MOUSEION-03 meta-analysis.
Cancer Immunol Immunother. 2023;72(6):1365–79. https://doi:10.1007/s00262-022-03349-4.

14 Paz-eres L, Luft A, Vicente D, Tafreshi A, Gumus M, Mazieres J, et al. Pembrolizumab plus chemotherapy for
squamous non-small-cell-lung-cancer. N Engl J Med. 2018;379(21):2040–51.

15 Wang Y, Han H, Zhang F, Lv T, Zhan P, Ye M, et al. Immune checkpoint inhibitors alone vs immune checkpoint
inhibitors—combined chemotherapy for NSCLC patients with high PD-L1 expression: a network meta-
analysis. Br J Cancer. 2022;127(5):948–56.

16 Ramalingam SS, Vansteenkiste J, Planchard D, Cho BC, Gray JE, Ohe Y, et al. Overall survival with osimertinib in
untreated, EGFR-mutated advanced NSCLC. N Engl J Med. 2020;382(1):41–50.

17 Detterbeck FC, Bolejack V, Arenberg DA, Crowley J, Donington JS, Franklin WA, et al. The IASLC lung cancer
staging project: background data and proposals for the classification of lung cancer with separate tumor
nodules in the forthcoming eighth edition of the TNM classification for lung cancer. J Thorac Oncol. 2016;11(5):
681–692.

Case Reports
in Oncology

Case Rep Oncol 2023;16:1384–1389 1389
DOI: 10.1159/000533892 © 2023 The Author(s). Published by S. Karger AG, Basel

www.karger.com/cro

Davis et al.: Discrete Driver Mutations in Synchronous Primary Lung Cancers

https://www.karger.com/Article/FullText/533892?ref=6#ref6
https://www.karger.com/Article/FullText/533892?ref=7#ref7
https://www.karger.com/Article/FullText/533892?ref=8#ref8
https://www.karger.com/Article/FullText/533892?ref=9#ref9
https://www.karger.com/Article/FullText/533892?ref=10#ref10
https://www.karger.com/Article/FullText/533892?ref=11#ref11
https://www.karger.com/Article/FullText/533892?ref=12#ref12
https://www.karger.com/Article/FullText/533892?ref=13#ref13
https://doi:10.1007/s00262-022-03349-4
https://www.karger.com/Article/FullText/533892?ref=14#ref14
https://www.karger.com/Article/FullText/533892?ref=15#ref15
https://www.karger.com/Article/FullText/533892?ref=16#ref16
https://www.karger.com/Article/FullText/533892?ref=17#ref17
https://www.karger.com/cro
https://www.karger.com/cro
https://doi.org/10.1159/000533892
https://www.karger.com/cro

	Synchronous Primary Lung Cancers Containing Discrete Driver Mutations in a Never-Smoker: Case Report
	Introduction
	Case Report
	Discussion
	Conclusion
	Acknowledgment
	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


