
Inaba et al. BMC Cancer 2013, 13:499
http://www.biomedcentral.com/1471-2407/13/499
RESEARCH ARTICLE Open Access
Increased risk of gastric adenocarcinoma after
treatment of primary gastric diffuse large B-cell
lymphoma
Koji Inaba1*, Ryoji Kushima2, Naoya Murakami1, Yuuki Kuroda1, Ken Harada1, Mayuka Kitaguchi1, Kotaro Yoshio1,
Shuhei Sekii1, Kana Takahashi1, Madoka Morota1, Hiroshi Mayahara1, Yoshinori Ito1, Minako Sumi1, Takashi Uno3

and Jun Itami1
Abstract

Background: There have been sporadic reports about synchronous as well as metachronous gastric
adenocarcinoma and primary gastric lymphoma. Many reports have dealt with metachronous gastric
adenocarcinoma in mucosa-associated lymphoid tissue lymphoma of stomach. But to our knowledge, there
have been no reports that document the increased incidence of metachronous gastric adenocarcinoma in
patients with gastric diffuse large B-cell lymphoma. This retrospective study was conducted to estimate the
incidence of metachronous gastric adenocarcinoma after primary gastric lymphoma treatment, especially in
diffuse large B-cell lymphoma.

Methods: The retrospective cohort study of 139 primary gastric lymphoma patients treated with radiotherapy
at our hospital. Mean observation period was 61.5 months (range: 3.7-124.6 months). Patients profile, characteristics
of primary gastric lymphoma and metachronous gastric adenocarcinoma were retrieved from medical records. The
risk of metachronous gastric adenocarcinoma was compared with the risk of gastric adenocarcinoma in Japanese
population.

Results: There were 10 (7.2%) metachronous gastric adenocarcinoma patients after treatment of primary
gastric lymphomas. It was quite high risk compared with the risk of gastric carcinoma in Japanese population of
54.7/100,000. Seven patients of 10 were diffuse large B-cell lymphoma and other 3 patients were mixed type of
diffuse large B-cell lymphoma and mucosa associated lymphoid tissue lymphoma. Four patients of 10
metachronous gastric adenocarcinomas were signet-ring cell carcinoma and two patients died of gastric
adenocarcinoma. Metachronous gastric adenocarcinoma may have a more malignant potential than sporadic
gastric adenocarcinoma. Old age, Helicobacter pylori infection and gastric mucosal change of chronic gastritis
and intestinal metaplasia were possible risk factors for metachronous gastric adenocarcinoma.

Conclusion: There was an increased risk of gastric adenocarcinoma after treatment of primary gastric lymphoma,
especially of diffuse large B-cell lymphoma.
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Background
There have been sporadic reports about synchronous as
well as metachronous gastric adenocarcinoma (GA) and
primary gastric lymphoma (PGL) [1-16]. Regarding syn-
chronous GA and PGL, Ishihama et al. reported that GA
was seen synchronously in 3.3% of PGL patients (4/121
patients) [8]. Concerning the metachronous GA and
PGL, the largest study is that of Capelle LG et al. which
reported that metachronous GA risk was six times
higher in the patients with gastric mucosa associated
lymphoid tissue (MALT) lymphoma than in the Dutch
general population [16]. Many reports have dealt with
metachronous GA in MALT lymphoma of stomach. But
to our knowledge, there have been no reports that docu-
ment the increased incidence of metachronous GA in
patients with gastric diffuse large B-cell lymphoma
(DLBCL). This retrospective study was conducted to es-
timate the incidence of metachronous GA after PGL
treatment, especially in DLBCL.

Methods
The radiation oncology department database from 2000
to 2010 was searched for PGL patients who underwent
Table 1 Patient’s characteristic and PGL treatment

DLBCL

N 139 83

Age Median 62 ( range: 19–85) Median 63 ( range:

Sex (M : F) 71 : 68 44 : 39

Stage I 94 I

(Lugano) II 40 II

IV 5 IV

Treatment RT 50 RT

CT+RT 89 CT+RT

Rituximab R+ 40 R+

R- 99 R-

RT dose 40 Gy/20fr

40 Gy≧ 89 40.5 Gy/27fr

40 Gy< 50 44 Gy/22fr

30 Gy/15fr

Observation length mean 61.5 months mean 62.7 mont

(range) (3.7–124.6) (7.1–124.6)

5 year OS 92.0% 89.6%

PGL: primary gastric lymphoma.
DLBCL: diffuse large B-cell lymphoma.
MALT: mucosa-associated lymphoid tissue.
ATL: adult T-cell lymphoma.
FL: follicular lymphoma.
PTCL: peripheral T-cell lymphoma.
RT: radiotherapy.
CT: chemotherapy.
OS: overall survival.
R: rituximab.
radiotherapy. Patient’s profiles at the time of PGL diag-
nosis (age, sex, lymphoma histology, stage, treatment
and outcome) were retrieved retrospectively. After treat-
ment of PGL, patients underwent regular follow-ups
including endoscopic examinations and CT scannings.
The date of GA diagnosis, interval between PGL and
GA, stage of GA, treatment of GA and outcome were
also investigated. One of the authors, an experienced
gastrointestinal pathologist, reviewed the biopsy slides at
the time of PGL and GA diagnosis and the presence of
atrophic gastritis and intestinal metaplasia was diagnosed.
In the 10 patients with metachronous GA after PGL, the
presence of Helicobacter pylori (HP) infection was diag-
nosed retrospectively by pathology findings of the biopsy
specimens or by results of the various laboratory tests.
Estimated risk of GA after PGL was calculated in com-

parison to the incidence of GA in Japanese population.
Our institutional review board (National Cancer Center
Institutional Review Board) approved this study.

Results
There were 139 patients with PGL (MALT lymphoma in
51 patients, DLBCL in 83, peripheral T-cell lymphoma
MALT lymphoma Others

51 5 (ATL 2, FL 2, PTCL 1)

20–85) Median 56 ( range: 19–76) Median 64 ( range: 53–72)

25 : 26 2 : 3

42 I 48 I 4

37 II 2 II 1

4 IV 1

0 RT 49 RT 1

83 CT+RT 2 CT+RT 4

38 R+ 1 R+ 1

45 R- 50 R- 4

35 30 Gy/15fr 23 40 Gy/20fr 2

45 30 Gy/20fr 24 40.5 Gy/27fr 2

2 36 Gy/18fr 1 36 Gy/18fr 1

1 40 Gy/20fr 1

46 Gy/23fr 2

hs mean 61.0 months mean 46.9 months

(3.7–120.4) (11.5–82.4)

97.7% 75.0%
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(PTCL) in one, adult T-cell lymphoma (ATL) in 2 and
follicular lymphoma (FL) in 2). Eighteen patients with
MALT lymphoma were treated by radiation therapy
because of the residual tumors after HP eradication, and
the remaining 33 patients underwent radiation therapy
because they were HP negative. Patient characteristics
are shown in Table 1. Mean observation length was
61.5 months (range: 3.7-124.6 months). All PGLs in the
Table 2 Metachronous GA and details

No Age Sex PGL
pathology

Lugano
stage

Tx for PGL Interval (months)
from PGL to GA

1 72 F DLBCL II1 CHOP×3 42.6

+

40 Gy/20fr

2 62 M DLBCL I CHOP×3 64.3

+

40.5 Gy/27fr

3 70 M DLBCL II1 CHOP×3 45.9

+

40.5 Gy/27fr

4 68 F DLBCL I CHOP×3 90.8

+

40.5 Gy/27fr

5 70 M DLBCL II1 CHOP×3 16.0

+

40.5 Gy/27fr

6 63 M DLBCL IV R×8-CHOP×8 30.2

+

40.5 Gy/27fr

7 36 M MALT II1 R×8-CHOP×3 42.1

+ +

DLBCL 40 G y/20fr

8 63 M DLBCL II1 R×8-CHOP×6 73.7

+

40.5 Gy/27fr

9 66 F MALT II1 CHOP×3 17.5

+ +

DLBCL 40.5 Gy/27fr

10 73 F MALT I CHOP×4 7.9

+ +

DLBCL 40.5 Gy/27fr

sig: signet-ring cell carcinoma.
W/D: well differentiated.
M/D: moderately differentiated.
P/D: poorly differentiated.
AC: adenocarcinoma.
PGL: primary gastric lymphoma.
R: rituximab.
Tx: treatment.
GA: gastric adenocarcinoma.
CHOP: cyclophosphamide, hydroxydaunorubicin, vincristine and prednisolone.
current study were treated by radiotherapy and almost
all patients except MALT were treated with chemo-
radiotherapy. There were seen 10 patients with GA
developed after treatment of PGL. No synchronous GA
was found in this study. Tables 2 and 3 show the details
of metachronous GA. The mean latent period between
PGL and GA was 43.1 months (range: 7.9-90.8 months)
(Figure 1). The histological types of GA were well
GA
pathology

Stage
for GA Tx for GA Outcome

sig m distal gastrectomy Alive for 3.7 m after GA

W/D AC m ESD Alive for 47.7 m after GA

W to M/D AC m ESD Alive for 71.6 m after GA

W/D AC m ESD Alive for 31.8 m after GA

W/D AC sm EMR→partial
gastrectomy

Dead for 36.9 m after GA

W to P/D AC se total gastrectomy Dead for 12.0 m after GA

sig m partial gastrectomy Alive for 20.6 m after GA

sig m EMR Alive for 16.6 m after GA

sig m EMR Alive for 69.3 m after GA

W/D AC m EMR Alive for 70.2 m after GA



Table 3 Metachronous GA and pathologic change

No Gastric
mucosa
at PGL

Intestinal
metaplasia
at PGL

Gastric
mucosa
at GA

Intestinal
metaplasia

at GA

HP infection

1 atorophic + atorophic + possible

2 atorophic + atorophic + +

3 atorophic + atorophic + possible

4 atorophic + atorophic + +

5 atorophic - atorophic + +

6 atorophic - atorophic + possible

7 normal - atorophic + +

8 atorophic - atorophic + +

9 atorophic + atorophic + possible

10 atorophic + atorophic + possible

HP infection possible means background gastric mucosal changes suggesting
HP infection.

Table 4 The comparison with metachronous GA and
without metachronous GA

n Metachronous
GA+

p
value

Odds
ratio

95% CI

Sex

M 71 6 (8%)
0.4 1.47 0.40–5.48

F 68 4 (6%)

Age

60≦ 64 1 (2%)
0.02※ 8.59 1.06–69.78

60> 75 9 (12%)

Histology of
Lymphoma

DLBCL 83 10 (12%)
0.007※ - -

MALT 51 0

HP Infection

HP positive 22 5 (23%)
0.007※ - -

HP negative 34 0

Chemotherapy

Yes 88 10 (11%)
0.009※ - -
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differentiated adenocarcinoma in 4 patients, well to
moderate differentiated adenocarcinoma in one, well to
poorly differentiated adenocarcinoma in one, and signet-
ring cell carcinoma in 4. In 9 patients, GA was classified
as stage I and the remaining one was diagnosed as stage
II. About the lymphoma histology, seven patients were
classified as DLBCL and the remaining 3 showed a
mixture of DLBCL and MALT lymphoma. For the GA,
endoscopic resection was performed in 6 patients with
no relapses. Four patients underwent surgery with re-
lapses seen in 2 patients. Both of them succumbed to
distant metastasis 9 and 37 months after surgery despite
chemotherapy. Two- and 5-year overall survivals of GA
were 90.0% and 75.0%. The 5-year overall survivals of
DLBCL and MALT lymphoma were 89.6% and 97.7%
respectively. Eight of the 83 DLBCL patients died, of
which 5 were from non-lymphoma causes. Two of the 5
died from metachronous GA.
Figure 1 Incidence of GA/ all PGL and DLBCL. GA: gastric
adenocarcinoma, PGL: primary gastric lymphoma, DLBCL: diffuse
large B-cell lymphoma.
In the 10 patients with metachronous GA after PGL,
mucosal findings at the time of PGL showed atrophic
gastritis in 9 patients and intestinal metaplasia in 6. In
contrast, the mucosa at the time of GA diagnosis
showed atrophic gastritis and intestinal metaplasia in all
10 patients. Of 10 patients who developed GA after
PGL, 5 had HP infection, and the remaining 5 patients
had no information of HP infection but the background
gastric mucosal changes of atrophic gastritis and intes-
tinal metaplasia suggested possible presence of HP infec-
tion (Table 3).
Table 4 compared factors between the whole patients

and the patients with metachronous GA. The incidence
of metachronous GA was higher in the patients with age
No 51 0

Rituximab

Yes 40 3 (8%)
0.59 1.07 0.26–4.34

No 99 7 (7%)

Stage

Stage I 93 3 (3%)
0.02※ 5.38 1.32–21.92

Stage II-IV 46 7 (15%)

Chronic Gastritis

Yes 65 9 (14%)
0.26 3.05 0.36–25.71

No 20 1 (5%)

Intestinal
Metaplasia

Yes 29 6 (21%)
0.07 3.39 0.87–13.17

No 56 4 (7%)

GA: gastric adenocarcinoma.
CI: confidence interval.
※ p<0.05.
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over 60 years, DLBCL, presence of HP infection, chemo-
therapy and stage II-IV with a statistical significance and
the presence of intestinal metaplasia of gastric mucosa
with a marginal significance (p=0.07).
The risk of metachronous GA after PGL was 10/139

(=7.2%). If confined to DLBCL, the risk was 10/83
(=12.0%) (Figure 1). The risk of GA in Japanese popula-
tion is about 54.7/100,000 [17]. The relative risk was 131
(95% confidence interval: 68–251). If confined to DLBCL,
the relative risk was 219 (95% confidence interval:
116–415).

Discussion
There were 10 patients developing metachronous GA
after treatment of PGL. The risk of metachronous GA
was higher in the patients with age over 60 years,
DLBCL, HP infection, use of chemotherapy, Stage II-IV
of PGL. In this study, MALT lymphomas were treated
by radiation therapy after HP eradication as described in
European Gastro-Intestinal Lymphoma Study (EGILS)
group consensus report [18]. HP eradication and HP
negative may explain that MALT lymphomas in this
study showed no increased risk of metachronous GA.
Increased risk of GA in Stage II-IV and patients treated
with chemotherapy can be explained by the fact that
only the patients with DLBCL showed advanced stages
and treated by chemotherapy. Multivariate analysis to
estimate factors for metachronous GA showed no statis-
tical significance due to small number.
HP infection is well known in causing atrophic gastri-

tis and intestinal metaplasia which might lead to GA.
Not only the ongoing HP infection, but also radiation
and chemotherapy could have contributed the mucosal
change.
Old patients with primary gastric diffuse large B-cell

lymphoma (PGDLBCL) who remains HP-infection posi-
tive and have mucosal change of atrophic gastritis and
intestinal metaplasia should be followed up cautiously
early to find metachronous GA and eradication of HP
infection should be considered.
The increased risk of GA after PGL might be possibly

explained by 2 theories. One is that damages to gastric
mucosa by HP infection, chemotherapy, or radiotherapy
increase GA risk [19-21], and the other is that GA
remained undetected at the time of PGL because GA
was so small [22-24]. Risk of treatment-related solid
cancer increases more than 5 years after the primary
treatment. The interval of GA and PGL was within
5 years in 7 patients. These patients with short interval
may have undetected small GA at the time of PGL and
the patients with longer interval could be caused by con-
tinuing HP infection and/or treatment.
To our knowledge, this is the first report which has

large number of PGL and longtime follow-up and shows
the high risk of GA after treatment of PGL, especially in
DLBCL.
Regarding the nature of GA after PGL, cancerous

infiltration was only up to mucosal layer in 8 patients.
This early detection was due to the short intervals
between endoscopic examinations for PGL follow-ups.
However, 4 of 10 patients had signet-ring cell carcinomas
that had a more aggressive behavior than differentiated
adenocarcinoma. Additionally, 2 patients with submucal
and serosal infiltrations succumbed to distant metastasis
after gastrectomy with 2 year and 5 year overall survival of
90.0% and 75.0%, respectively. GA after PGL may have
more malignant potential than sporadic GA.
Conclusion
There were 10 patients of metachronous GA after PGL
and the risk of metachronous GA after PGDLBCL was
10/83(=12.0%). GA after PGL may have more malignant
potential than sporadic GA. Eradication of HP infection
should be considered in PGL to reduce the risk of GA.

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

Authors’ contributions
KI, YK, MM, HM, YI, MS, TU and JI have made substantial contributions to
conception and design. KI, TU and JI have been involved in drafting the
manuscript or revising it critically for important intellectual content. RK
carried out the pathologic examination. KI, NM, KH, MK, KY, SS and KT
participated in acquisition of data and interpretation of data. All authors
read and approved the final manuscript.

Author details
1Department of Radiation Oncology, National Cancer Center Hospital, 5-1-1
Tsukiji, Chuo-ku, Tokyo 104-0045, Japan. 2Department of Pathology and
Clinical Laboratories, Pathology Division, National Cancer Center Hospital,
5-1-1 Tsukiji Chuo-ku, Tokyo 104-0045, Japan. 3Diagnostic Radiology and
Radiation Oncology, Graduate School of Medicine, Chiba University, 1-8-1,
Inohana, Chuo-ku, Chiba City, Chiba 260-8670, Japan.

Received: 18 February 2013 Accepted: 12 September 2013
Published: 26 October 2013

References
1. Kasahara Y, Takemoto M, Morishita A, Kuyama T, Takahashi M, Tanji K:

Coexisting adenocarcinoma and malignant lymphoma of the stomach:
case report and review of the Japanese literature. Am J Gastroenterol
1988, 83:190–193.

2. Noda T, Akashi H, Matsueda S, Katsuki N, Shirahashi K, Kojiro M: Collision of
malignant lymphoma and multiple early adenocarcinomas of the
stomach. Arch Pathol Lab Med 1989, 113:419–422.

3. Nakamura S, Aoyagi K, Iwanaga S, Yao T, Tsuneyoshi M, Fujishima M:
Synchronous and metachronous primary gastric lymphoma and
adenocarcinoma: a clinicopathological study of 12 patients. Cancer 1997,
79:1077–1085.

4. Akosa AB, Clark DM, Desa L: Synchronous adenocarcinoma and primary
malignant lymphoma of the stomach. Postgrad Med J 1990, 66:778–780.

5. Wotherspoon AC, Isaacson PG: Synchronous adenocarcinoma and low
grade B-cell lymphoma of mucosa associated lymphoid tissue (MALT) of
the stomach. Histopathology 1995, 27:325–331.

6. Nishino N, Konno H, Baba S, Aoki K, Nishimura T, Arai T, Kino I: Synchronous
lymphoma and adenocarcinoma occurring as a collision tumor in the
stomach: report of a case. Surg Today 1996, 26:508–512.



Inaba et al. BMC Cancer 2013, 13:499 Page 6 of 6
http://www.biomedcentral.com/1471-2407/13/499
7. Hardman WJ 3rd, Gal AA, Pascal RR: Gastric adenocarcinoma and
low-grade B-cell lymphoma of mucosa-associated lymphoid tissue.
South Med J 1997, 90:426–430.

8. Ishihama T, Kondo H, Saito D, Yamaguchi H, Shirao K, Yokota T, Hosokawa K,
Ono H, Iwabuchi M, Gotoda T, Matsuno Y, Boku N, Ohtsu A, Yoshida S:
Clinicopathological studies on coexisting gastric malignant lymphoma
and gastric adenocarcinoma: report of four cases and review of the
Japanese literature. Jpn J Clin Oncol 1997, 27:101–106.

9. Kaffes A, Hughes L, Hollinshead J, Katelaris P: Synchronous primary
adenocarcinoma, mucosa-associated lymphoid tissue lymphoma and a
stromal tumor in a Helicobacter pylori-infected stomach. J Gastroenterol
Hepatol 2002, 17:1033–1036.

10. Sakai T, Ogura Y, Narita J, Suto T, Kimura D, Ainai S, Fujita H, Kamada M:
Simultaneous early adenocarcinoma and mucosa-associated lymphoid
tissue (MALT) lymphoma of the stomach associated with Helicobacter
pylori infection. Gastric Cancer 2003, 6:191–196.

11. Suenaga M, Ohta K, Toguchi M, Sato T, Ohyama S, Yamaguchi T, Muto T,
Yanagisawa A, Kato Y: Colliding gastric and intestinal phenotype well-
differentiated adenocarcinoma of the stomach developing in an area of
MALT-type lymphoma. Gastric Cancer 2003, 6:270–276.

12. Sellin J, Levin B, Reckard C, Riddell R: Gastric adenocarcinoma following
gastric lymphoma. Role of partial gastrectomy. Cancer 1980, 45:996–1000.

13. Brumback RA, Gerber JE, Hicks DG, Strauchen JA: Adenocarcinoma of the
stomach following irradiation and chemotherapy for lymphoma in
young patients. Cancer 1984, 54:994–998.

14. Zorlu AF, Atahan IL, Gedikoglu G, Ruacan S, Sayek I, Tekuzman G: Does
gastric adenocarcinoma develop after the treatment of gastric
lymphoma? J Surg Oncol 1993, 54:126–131.

15. Zauber NP, Berman EL: Synchronous and metachronous primary gastric
lymphoma and adenocarcinoma: a clinicopathologic study of 12
patients. Cancer 1998, 82:226–227.

16. Capelle LG, de Vries AC, Looman CWN, Casparie MK, Boot H, Meijer GA,
Kuipers EJ: Gastric MALT lymphoma: epidemiology and high
adenocarcinoma risk in a nation-wide study. Eur J Cancer 2008,
44:2470–2476.

17. Cancer incidence and incidence rates in Japan. Center for Cancer Control and
Information Services, National Cancer Center, Japan [http://ganjoho.jp/pro/
statistics/en/table_download.html]

18. Ruskone-Fourmestraux A, Fischbach W, Aleman BM, Boot H, Du MQ,
Megraud F, Montalban C, Raderer M, Savio A, Wotherspoon A: EGILS
consensus report. Gastric extranodal marginal zone B-cell lymphoma of
MALT. Gut 2011, 60:747–758.

19. Hamaloglu E, Topaloglu S, Ozdemir A, Ozenc A: Synchronous and
metachronous occurrence of gastric adenocarcinoma and gastric
lymphoma: a review of the literature. World J Gastroenterol 2006,
12:3564–3574.

20. Kellum JM Jr, Jaffe BM, Calhoun TR, Ballinger WF 2nd: Gastric complications
after radiotherapy for Hodgkin’s disease and other lymphomas.
Am J Surg 1977, 134:314–317.

21. Brown WM, Doll R: Mortality from cancer and other causes after
radiotherapy for ankylosing spondylitis. Br Med J 1965, 2:1327–1332.

22. Abe S, Oda I, Kinjyou Y, Suzuki H, Nonaka S, Yoshinaga S, Makazu M, Sou E,
Yachida T, Yamada M, Nakamura Y, Taniguchi H, Sekine S, Kushima R: Case
report of early gastric cancer which can be diagnosed easily after
Helicobacter Pylori eradication (written in Japanese). Stomach and
intestine 2012, 47:1695–1699.

23. Kato M, Ono S, Takahashi M, Shinada K, Haneda M, Yamamoto K,
Yoshida T, Mabe K, Shimizu Y, Asaka M, Mori Y, Nakagawa M, Nakagawa S:
Multiple gastric carcinoma after Helicobacter pylori eradication
(written in Japanese). Stomach and intestine 2011, 46:75–82.

24. Haruma K, Suzuki T, Tsuda T, Yoshihara M, Sumii K, Kajiyama G: Evaluation
of tumor growth rate in patients with early gastric carcinoma of the
elevated type. Gastrointest Radiol 1991, 16:289–292.

doi:10.1186/1471-2407-13-499
Cite this article as: Inaba et al.: Increased risk of gastric adenocarcinoma
after treatment of primary gastric diffuse large B-cell lymphoma. BMC
Cancer 2013 13:499.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• 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

http://ganjoho.jp/pro/statistics/en/table_download.html
http://ganjoho.jp/pro/statistics/en/table_download.html

	Abstract
	Background
	Methods
	Results
	Conclusion

	Background
	Methods
	Results
	Discussion
	Conclusion
	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


