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Introduction: Breast cancer is common in women and its metastases involve the skin in approximately one
quarter of patients. Accordingly, metastatic breast cancer shown to be cutaneous through histology must be
distinguished from a wide variety of other neoplasms as well as the diverse morphologic variants of breast cancer

Case presentation: We report the case of a 61-year-old Caucasian woman with cutaneous metastases of a
bilateral ductal breast carcinoma that in histopathological examination mimicked an adnexal neoplasm with

Conclusion: Against the background of metastatic breast carcinoma, dermatopathological considerations of
sebaceous differentiation of skin lesions are presented and discussed focusing on the rare differential diagnosis of

Introduction

Skin metastases of malignant tumors arise principally
when the diagnosis of the primary cancer has been pre-
viously established, and cutaneous metastases from inter-
nal malignancies are an infrequent, although not totally
rare, phenomenon [1]. In contrast, breast cancer is very
common in women and its metastases frequently involve
skin, with cutaneous findings in about one quarter of
breast cancer patients [2].

Cutaneous metastases of carcinomas are encountered in
0.7-9.0% of all patients with cancer in general [3]. In the
main, skin metastases occur long after the diagnosis of
cancer, however, in some cases they may be the first sign
of clinically silent visceral malignancies. The location of
skin metastases depends on the location of the primary
malignancy, the mechanism of the metastatic spread, and
the gender of the patient. Cutaneous metastases can vary
in size and clinical appearance dependent upon the type of
primary malignancy. Some skin metastases may mimic
benign dermatological conditions such as cutaneous cysts,
hemangiomata, herpes zoster eruptions, alopecic patches,
and erysipelas [3].
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In 2010 Fernandez-Flores investigated 78 cutaneous
biopsies from 69 patients and identified six histological
patterns of cutaneous metastasis: nodular, diffuse, infiltra-
tive, intravascular, bottom heavy, and top heavy [1]. The
majority of the patients were between 60 and 80 years of
age. The most frequent anatomical location of the metas-
tases was the abdomen. As to the primary tumor, breast
carcinoma was the most common in females. In 18% the
origin of the primary tumor was unknown and in all the
cases investigated there had been no clinical suspicion of
metastasis [1].

In breast carcinoma in particular there is a wide range of
clinical presentation of skin metastases. Most metastases
are observed on the chest wall; less common sites include
scalp, neck, upper extremities, abdomen and back [3]. In
general, eight specific clinical patterns associated with
cutaneous breast cancer are known: cancer en cuirasse [4],
inflammatory metastatic carcinoma (carcinoma erysipela-
todes) [2,5], carcinoma teleangiectaticum [4,6], alopecia
neoplastica [7,8], Paget’s disease [9,10], breast carcinoma
of the inframammary crease [11], metastatic mammary
carcinoma of the eyelid with histiocytoid histology [12],
nodular metastases [13,14], and mucinous adenocarci-
noma metastatic to the skin [2]. Skin metastases from
breast carcinoma can also be present in a zosteriform dis-
tribution when occurring at the sides of the abdomen
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[13,15]. Metastatic nodules are primarily caused by hema-
togenous spread, whereas inflammatory carcinomas and
carcinoma en cuirasse are caused by lymphatic spread [7].
In a case of cancer en cuirasse the fibrotic response is
induced by the invading cancer with infiltrating tumor
cells that resemble single files [2]. This leads to the forma-
tion of a chest wall that resembles a metal breastplate of a
cuirassier (a mounted cavalry soldier) [2,4]. In a case of
Paget’s disease, tumor cells infiltrate the epidermis directly
with a typical pagetoid spreading [7,16]. Alopecia neoplas-
tica presents as oval plaques or patches on the scalp that
may be confused clinically with alopecia areata [7,16].
Breast carcinoma metastases of the scalp usually manifest
as cutaneous nodules, although they also manifest less
commonly as alopecia neoplastica.

Tracking the differentiation from primary cutaneous
malignancies can be challenging due to the ability of the
tumor cells to mimic specific dermal structures. Although
most skin metastases show morphologic and immunohis-
tologic features of the primary malignancy, they can also
mimic other dermatological patterns on histology.

Case presentation

The initial dermatologic consultation of our 61-year-old
Caucasian female patient occurred two years ago when
she presented with a reddish, indolent nodule of the scalp
5 mm in diameter with local alopecia that she had noticed
for the first time four months before. A small punch
biopsy of her scalp exhibited solid proliferations of mono-
morphous tumor cells with a cytoplasm rich in vacuoles
and sebaceous differentiation. Subepidermal spreading of
the cells was knobby; a sclerodermiform-like spreading
was predominant within the reticular dermis. The cells
expressed pancytokeratin (MNF116) and epithelial mem-
brane antigen (EMA) but staining for BerEP4 and carcino
embryonal antigen (CEA) was negative. Therefore, we
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initially established the diagnosis of a primary cutaneous
carcinoma with sebaceous differentiation. Upon thorough
review of our patient’s personal history she informed us of
a previous diagnosis of a poorly differentiated invasive
solid ductal breast carcinoma of her left breast five years
previously, which was positive for estrogen receptor (ER)
and progesterone receptor (PR), but negative for human
epidermal growth factor receptor 2 (HER-2/neu) (Figure 1,
right). At that time, our patient underwent ablatio mam-
mae left sided with ipsilateral dissection of the axillary
lymph nodes (18 out of 19 lymph nodes being positive)
and contralateral plastic surgery reduction of the right
breast, followed by radiochemotherapy with paclitaxel.
Regular follow-up over five years showed no clinical or
mammographic recurrence of the disease.

Further examination of our patient was then initiated. It
showed a second moderately differentiated invasive ductal
breast carcinoma of her right breast with a sonographic
tumor thickness of 5 mm (Figure 1, left). Computed chest
tomography revealed multiple pulmonary and lymphatic
metastatic lesions within the ipsilateral axillary lymph
nodes. This ductal breast carcinoma was positive for ER
and PR. Ki67 expression demonstrated that 20% of the
tumor cells were proliferating. No overexpression of HER-
2/neu was observed.

The tumor of the scalp was surgically removed in our
department. Histopathological examination of this tissue
showed a solid tumor consisting of large monomorphous
cell proliferations with sebaceous differentiation, similar to
the features found in the previous biopsy (Figure 2a, b).
The immunophenotype was identical. Additionally, the
cutaneous tumor cells were positive for ER and PR, with
no evident overexpression of HER-2/neu (Figure 3). More-
over we performed an adipophilin stain that was negative
in the tumor cell fraction. Sebaceous glands expressing
adipophilin served as internal control (Figure 2c).

Figure 1 Imaging of both breast tumors. Left: Mammographic examination of her right breast revealed a 6 mm dense structure behind her
nipple. Right: Longitudinal and transverse scan planes of a lesion. In the upper outer quadrant of her left breast, at two o'clock, approximately 3
cm from the nipple is an irregular shaped mass with hypoechoic texture and with hyperechogenic blurred margins, measuring 19.4 x 19 x 19.5
mm, which disturbs and infiltrates the architecture of the surrounding normal breast tissue, ACR-BIRADS 5.
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Figure 2 Excisional specimen from the scalp. a-b: Hematoxylin
and eosin stained slide. Solid tumor consisting of large
monomorphous cell proliferations with sebaceous differentiation. c:
Staining with monoclonal antibody against adipophilin reveals
negativity of the tumor cells while sebaceous glands express
adipophilin strongly.

Our patient received axillary right sentinel node
biopsy, ablatio mammae right, and one cycle of che-
motherapy with paclitaxel and bevacizumab, but died
due to sepsis two months after the diagnosis of cuta-
neous metastatic breast carcinoma. Detailed clinical data
are given in table 1.

We were able to establish the final diagnosis of meta-
static breast cancer with the histologic appearance of a
sebaceous differentiated primary cutaneous carcinoma.

Figure 3 Main immunohistochemical features of the tumor.
Immunohistochemistry with (a) PR and (b) ER being strongly

expressed within the tumor cells.
& J

Our patient had bilateral ductal breast cancer with identi-
cal hormone receptor status within five years. It remains
unclear whether the cutaneous metastasis originated
from the initially diagnosed breast cancer of her left
mammary or from the second ductal carcinoma of her
right breast.

Discussion

Cutaneous metastatic breast cancer must be distin-
guished from a wide variety of other neoplasms using his-
tology. In the case presented, the tumor cells imitated the
histological and immunohistological pattern of a sebac-
eous gland neoplasm.

Interestingly, sebaceous differentiation can also occur in
variable morphologic types of breast carcinoma, such as
infiltrating or invasive ductal carcinoma, adenoid cystic
carcinoma as well as others [17]. It was therefore critical
to determine whether the breast carcinoma of our patient
showed any differentiation towards sebaceous carcinoma
of the breast within a ductal mammary carcinoma. In this
setting, a dermatopathologist must also bear in mind the
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Table 1 Synopsis of disease

Page 4 of 5

Date Diagnosis

Therapy Staging

Five years prior
to presentation  breast.

G2-3,

ER positive (60%);
PR positive (70%);
HER-2/neu negative

Poorly differentiated invasive solid ductal breast carcinoma of the left

Ablatio mammae left.
Axillary lymph node
dissection left.
Radiochemotherapy with
paclitaxel.

No organ metastasis

At presentation

ER and PR positive;
HER-2/neu negative;
EMA positive;
pancytokeratine positive;
adipophilin negative

Metastatic breast cancer of the scalp with the histologic appearance of a
sebaceously differentiated primary cutaneous carcinoma of the scalp.

Complete excision. Pulmonary and
lymph node

metastases.

Two month Moderately differentiated invasive solid ductal breast carcinoma of her left
after mammary.
presentation G2,

ER positive (30%);
PR positive (> 90%);
HER-2/neu negative

Ablatio mammae right with
sentinel node biopsy right.
Chemotherapy with
paclitaxel and bevacizumab.

differential diagnosis of an underlying metastasizing carci-
noma of the breast with sebaceous differentiation (synon-
ymous with sebaceous carcinoma of the breast) [17].

The first description of a mammary sebaceous carci-
noma was made in 1977 as a variant of lipid-rich carci-
noma of the mammary gland [18]. The immunoreactivity
is similar to other previously described sebaceous carcino-
mas (cytokeratin, EMA and CEA). Contradictory opinions
exist concerning the immunohistochemistry for the andro-
gen receptor, ER and PR [19]. Additionally, controversy
remains as to whether sebaceous carcinoma of the breast
is a distinct entity or a variant of lipid-rich carcinoma of
the breast [19]. Hence, little is known about the prognosis
of sebaceous carcinoma of the breast in general [19].

Regardless of this histogenetic discussion, dermato-
pathologists must be aware of this opportunity for mis-
diagnosis of diverse sebaceous neoplasms of the skin.
Histological mimicry can hamper the correct diagnosis in
small biopsy specimens because the lesions cannot be
evaluated as whole, dimensional structures. Therefore, sus-
picious lesions should be excised completely. Reactivity for
adipophilin is of great advantage in this setting [20]. Adi-
pophilin was recently shown to be expressed in sebocytes
and sebaceous lesions and can be valuable in an immuno-
histochemical panel when evaluating cutaneous lesions
with clear cell histology in order to differentiate true
sebaceous origin from its epigones, as in this case.

Conclusion

Clinically, our patient presented with a reddish nodule on
her scalp that caused focal alopecia, which was misdiag-
nosed in the first biopsy specimen as primary carcinoma
of the skin with sebaceous differentiation. Due to the
uncommon differentiation of the cells and the sebaceous-
like pattern, diagnosis of cutaneous metastasis of a breast

carcinoma was hard to establish on the biopsy. Only after
complete removal of the lesion and with knowledge of
the whole history of our patient could we finally establish
the diagnosis of metastatic breast cancer.

Consent

Written informed consent for publication from the
patient’s next of kin could not be obtained despite all
reasonable attempts. The case is important to public
health and every effort has been made to protect the
identity of our patient. There is no reason to believe
that our patient would object to publication.

Author details

'Department of Dermatology, Saarland University Hospital, 66421 Homburg/
Saar, Germany. “Department of Obstetrics and Gynecology, Saarland
University Hospital, 66421 Homburg/Saar, Germany.

Authors’ contributions

CSLM did all the histological reports, performed the histological examination
and was a major contributor in writing the manuscript. RK collected the
patient's data and wrote parts of the manuscript. ZFT and EFS cared for the
patient in the gynecology department and provided the images of the
breast. TV approved the final manuscript. CP cared for the patient in the
dermatology outpatient unit. All authors have read and approved the final
manuscript.

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

Received: 28 March 2011 Accepted: 2 September 2011
Published: 2 September 2011

References

1. Fernandez-Flores A: Cutaneous metastases: a study of 78 biopsies from
69 patients. Am J Dermatopathol 2010, 32(3):222-239.

2. Schwartz RA, Rothenberg J: Metastatic adenocarcinoma of breast within a
benign melanocytic nevus in the context of cutaneous breast metastatic
disease. J Cutan Pathol 2010, 37(12):1251-1254.

3. Hussein MR: Skin metastasis: a pathologist’s perspective. J Cutan Pathol
2010, 37(9):e1-20.


http://www.ncbi.nlm.nih.gov/pubmed/20051816?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20051816?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20002237?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20002237?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20002237?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19922483?dopt=Abstract

Mdiller et al. Journal of Medical Case Reports 2011, 5:428 Page 5 of 5
http://www.jmedicalcasereports.com/content/5/1/428

4. Lin JH, Lee JY, Chao SC, Tsao CJ: Telangiectatic metastatic breast
carcinoma preceded by en cuirasse metastatic breast carcinoma. Br J
Dermatol 2004, 151(2):523-524.

5. Marneros AG, Blanco F, Husain S, Silvers DN, Grossman ME: Classification of
cutaneous intravascular breast cancer metastases based on
immunolabeling for blood and lymph vessels. / Am Acad Dermatol 2009,
60(4):633-638.

6. Dobson CM, Tagor V, Myint AS, Memon A: Telangiectatic metastatic breast
carcinoma in face and scalp mimicking cutaneous angiosarcoma. J Am
Acad Dermatol 2003, 48(4):635-636.

7. Conner KB, Cohen PR: Cutaneous metastasis of breast carcinoma
presenting as alopecia neoplastica. South Med J 2009, 102(4):385-389.

8. Haas N, Hauptmann S: Alopecia neoplastica due to metastatic breast
carcinoma vs. extramammary Paget's disease: mimicry in
epidermotropic carcinoma. J Eur Acad Dermatol Venereol 2004,
18(6):708-710.

9. Kao GF, Graham JH, Helwig EB: Paget’s disease of the ectopic breast with
an underlying intraductal carcinoma: report of a case. J Cutan Pathol
1986, 13(1):59-66.

10.  Petersson F, lvan D, Kazakov DV, Michal M, Prieto VG: Pigmented Paget
disease-a diagnostic pitfall mimicking melanoma. Am J Dermatopathol
2009, 31(3):223-226.

11. Sanki A, Spillane A: Diagnostic and treatment challenges of
inframammary crease breast carcinomas. ANZ J Surg 2006, 76(4):230-233.

12. Hood Cl, Font RL, Zimmerman LE: Metastatic mammary carcinoma in the
eyelid with histiocytoid appearance. Cancer 1973, 31(4):793-800.

13.  Bassioukas K, Nakuci M, Dimou S, Kanellopoulou M, Alexis I: Zosteriform
cutaneous metastases from breast adenocarcinoma. J Eur Acad Dermatol
Venereol 2005, 19(5):593-596.

14. Torchia D, Palleschi GM, Terranova M, Antiga E, Melani L, Caproni M,
Fabbri P: Ulcerative carcinoma of the breast with zosteriform skin
metastases. Breast J 2006, 12(4):385..

15. Al Zouman A, Al Harthi F: Male breast carcinoma with zosteriform
metastasis. Breast J 2010, 16(1):88-89.

16. Baum EM, Omura EF, Payne RR, Little WP: Alopecia neoplastica-a rare
form of cutaneous metastasis. J Am Acad Dermatol 1981, 4(6):688-694.

17. Hisaoka M, Takamatsu Y, Hirano Y, Maeda H, Hamada T: Sebaceous
carcinoma of the breast: case report and review of the literature.
Virchows Arch 2006, 449(4):484-488.

18.  van Bogaert LJ, Maldague P: Histologic variants of lipid-secreting
carcinoma of the breast. Virchows Arch A Pathol Anat Histol 1977,
375(4):345-353.

19. Murakami A, Kawachi K, Sasaki T, Ishikawa T, Nagashima Y, Nozawa A:
Sebaceous carcinoma of the breast. Pathol Int 2009, 59(3):188-192.

20. Ostler DA, Prieto VG, Reed JA, Deavers MT, Lazar AJ, Ivan D: Adipophilin
expression in sebaceous tumors and other cutaneous lesions with clear
cell histology: an immunohistochemical study of 117 cases. Mod Pathol
2010, 23(4):567-573.

doi:10.1186/1752-1947-5-428

Cite this article as: Muller et al. Metastatic breast carcinoma mimicking
a sebaceous gland neoplasm: a case report. Journal of Medical Case
Reports 2011 5:428.

Submit your next manuscript to BioMed Central
and take full advantage of:

e Convenient online submission

e Thorough peer review

¢ No space constraints or color figure charges

¢ Immediate publication on acceptance

¢ Inclusion in PubMed, CAS, Scopus and Google Scholar

¢ Research which is freely available for redistribution

Submit your manuscript at ( -
www.biomedcentral.com/submit BiolVied Central



http://www.ncbi.nlm.nih.gov/pubmed/15327578?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15327578?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19293011?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19293011?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19293011?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12664039?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12664039?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19279538?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19279538?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15482303?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15482303?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15482303?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/3009569?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/3009569?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19384061?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19384061?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16681539?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16681539?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/4350331?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/4350331?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16164715?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16164715?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16848856?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16848856?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19764993?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19764993?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7240476?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7240476?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16944238?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16944238?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/199989?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/199989?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19261098?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20118912?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20118912?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20118912?dopt=Abstract

	Abstract
	Introduction
	Case presentation
	Conclusion

	Introduction
	Case presentation
	Discussion
	Conclusion
	Consent
	Author details
	Authors' contributions
	Competing interests
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /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 false
  /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 /Warning
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 500
  /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 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /Warning
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 500
  /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 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /Warning
  /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 <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e55464e1a65876863768467e5770b548c62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc666e901a554652d965874ef6768467e5770b548c52175370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA (Utilizzare queste impostazioni per creare documenti Adobe PDF adatti per visualizzare e stampare documenti aziendali in modo affidabile. I documenti PDF creati possono essere aperti con Acrobat e Adobe Reader 5.0 e versioni successive.)
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020be44c988b2c8c2a40020bb38c11cb97c0020c548c815c801c73cb85c0020bcf4ace00020c778c1c4d558b2940020b3700020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken waarmee zakelijke documenten betrouwbaar kunnen worden weergegeven en afgedrukt. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents suitable for reliable viewing and printing of business documents.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


