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Anaphylactic reaction to intravenous
corticosteroids in the treatment of ocular
toxoplasmosis: a case report
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Abstract

Introduction: This case report presents for the first time an acute systemic allergic reaction to corticosteroids in a
patient with ocular toxoplasmosis after treatment with intravenous cortisone, and discusses alternative treatments.

Case presentation: We present the case of a 57-year-old Caucasian woman with an anaphylactic reaction after
intravenous injection of prednisolone-21-hydrogensuccinate (Solu-Decortin® H) given for the treatment of
toxoplasmosis-associated chorioretinitis. Immediately after the injection, she developed an acute erythema of the
legs and abdomen, angioedema, hypotension (blood pressure 80/40mmHg), tachycardia (heart rate 140/minute),
hyperthermia (38.8°C), and respiratory distress. Allergological examinations showed a positive skin-prick test to
prednisolone and methylprednisolone. In addition, an oral exposure test with dexamethasone (Fortecortin®) and
betamethasone (Celestamine®) was conducted to find alternative corticosteroids for future treatments. After oral
application, no local or systemic reactions were observed for these two substances.

Conclusions: This case report demonstrates that systemic allergic reactions are possible in patients with uveitis or
other inflammatory ophthalmological conditions treated with intravenous corticosteroids. Intravenous
administration of cortisone, for example, in the treatment of ocular toxoplasmosis, should always be conducted
with caution because of a possible allergic reaction. For patients who react to a particular steroid, it is necessary to
undergo allergological testing to confirm that the compound in question is indeed allergenic, and to identify other
corticosteroids that are safe for future anti-inflammatory treatments.
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Introduction
Glucocorticoids are among the most effective and lon-
gest known pharmaceuticals for the suppression of
immunological reactions. Since their initial therapeutic
use in medicine in 1948 [1], they have been used for their
anti-inflammatory effect in a variety of indications. There
are also a lot of indications in ophthalmology, for example,
treatment of uveitis or ocular toxoplasmosis (OT). How-
ever, since their first use, many intolerance reactions have
been described. These were mainly reported for local [2],
intramuscular [3], oral [4], and inhalation [5] applications.
Only a few cases report an anaphylactic reaction after
intravenous administration of cortisone [6,7]. Therefore,
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we report for the first time the case of a systemic allergic
reaction by a patient with OT treated with a single dose of
intravenous prednisolone-21-hydrogensuccinate (Solu-
Decortin® H) to reduce the ocular inflammatory response
of OT.

Case presentation
A 57-year-old Caucasian woman reported a decrease in
visual acuity for 2 weeks. Her best-corrected visual acuity
for her right eye was 20/20 and for her left eye 20/100. A
slit-lamp examination and intraocular pressure were unre-
markable in both eyes. Fundus examination of her left eye
revealed temporal intraretinal infiltrates and vitreous
opacities (Figure 1). Her right eye was unremarkable.
Fluorescein angiography showed hyperfluorescence of

her optic disc, leakage along the vessels, and chorioretinal
hyperfluorescent infiltrates (Figure 2). The diagnosis of
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Figure 1 Fundus examination of the left eye revealed vitreous opacities and chorioretinal infiltrates.

Fieß et al. Journal of Medical Case Reports 2014, 8:110 Page 2 of 5
http://www.jmedicalcasereports.com/content/8/1/110
OT was based on the typical morphology of her ocular le-
sions and a positive serological testing for Toxoplasma
gondii (immunoglobulin G concentration = 537IU/mL).
She was treated with clindamycin (Clindamycin® H)

4 × 300mg daily over 3 days without any significant
improvement of visual acuity. On the fourth day of
hospitalization, she received 100mg prednisolone-21-
hydrogensuccinate (Solu-Decortin® H) intravenously in
addition to her treatment with clindamycin (Clindamycin®
H). Within 2 minutes she developed an acute erythema,
particularly of her legs and abdomen (Figure 3), angio-
edema, hypotension (blood pressure 80/40mmHg), tachy-
cardia (heart rate 140/minute), hyperthermia (38.8°C), and
respiratory distress. Subsequently, she was transferred to
the Intensive Care Unit to be monitored and treated with
clemastine fumarate (Tavegil®), ranitidin (Ranitic®), and
intravenous fluids. After 1 hour she recovered and after
12 hours she was transferred back to the ophthalmo-
logical ward. Her erythema and angioedema persisted for
32 hours. She had no history of previous steroid use. Sub-
sequent allergy testing was conducted after 3 months in
the Department of Dermatology in our hospital. The test-
ing showed a positive skin-prick test for prednisolone
and methylprednisolone in the form of a 5mm wheal, and
negative results for dexamethasone and hydrocortisone
(Table 1), which confirmed her suspected allergy to pred-
nisolone. Because of her allergic reaction to class A (pred-
nisone-type) corticosteroids and possible complications
due to cross-reactions to class D2 (prednicarbate-type)
Figure 2 Fluorescein angiography of the left eye revealed vitreous op
vessels, and chorioretinal infiltrates.
corticosteroids, we avoided any further treatment with
systemic or intravitreal corticosteroids.
In addition, an oral exposure test with a step-by-step ele-

vation of doses up to 2.0mg of dexamethasone (Fortecortin®)
and 1.5mg betamethasone (Celestamine®) was conducted
to find alternative corticosteroids for future treatments.
For both substances, no local or systemic side effects were
observed.
After 1 month of treatment with clindamycin (Clinda-

mycin® H) monotherapy without any increase in visual
acuity, the patient underwent a vitrectomy with balanced
salt solution filling because of heavy vitreous opacities,
and to obtain a sample of the vitreous body. The poly-
merase chain reaction (PCR) on the sample was positive
for Toxoplasma gondii.
The postoperative examination of her left eye revealed

chorioretinal scars and infiltrates (Figure 4). Her right
eye was still unremarkable. Fluorescein angiography of
her left eye also revealed hyperfluorescent intraretinal
infiltrates of the temporal hemisphere and a scar of the
inferotemporal retinal vein branch (Figure 5). Her visual
acuity recovered to right eye 20/20 and left eye 20/40.

Discussion
The first unquestionable anaphylactic reaction to intra-
venous corticosteroids was described in the year 1974
after treatment of a patient with methylprednisolone and
hydrocortisone during an acute asthma attack [6]. The
medical literature describes only approximately 40 cases
acities, a hyperfluorescence of the optic disc, leakage along the



Figure 3 Erythema, particularly of the legs and abdomen, and angioedema after intravenous injection of prednisolone (photo was
taken after return from Intensive Care Unit).
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of allergic reactions after systemic administration of cor-
tisone [8,9]. Moreover, this is the first reported case of
an acute allergic reaction to intravenous prednisolone in
a patient with OT. Accordingly, this case demonstrates
that the use of intravenous cortisone requires caution
because of a possible allergic reaction, albeit very rare.
In the case of a severe systemic reaction to intravenous
corticosteroids, we advise allergological testing of the
Table 1 Skin-prick test

Corticosteroids Skin-prick test 24 hours

Hydrocortisone –

Triamcinolone acetonide –

Clobetasol-17-propionate –

Hydrocortisone-17-butyrate –

Betamethasone-17-valerate –

Dexamethasone –

Budesonide –

Prednisolone +

Methylprednisolone +

Fluocinonide –

Hydrocortisone acetate –

Diflucortolone –

Fluocortolon –

Histamine ++

0.9% Sodium chloride –

Positive (+) tests for prednisolone and methylprednisolone in the skin-prick
test. The other compounds tested produced negative (-) test results in the
skin-prick test and all compounds showed negative results in the
epicutaneous test.
most frequently administered corticosteroids and of all
other components of the administered formulation. This
is, on the one hand, to find the compound responsible
for the allergic reaction and, on the other hand, to iden-
tify corticosteroids for future treatment.
A few publications report a dramatic clinical course

with subsequent death of the patient after intravenous ad-
ministration of corticosteroids. However, in these cases
the correlation between intravenous corticosteroids and
subsequent death was hypothesized only due to the
chronological connection [10,11]. Our patient showed the
typical signs of anaphylaxis as described in a few publica-
tions and recovered completely after 2 days [12]. However,
the hyperthermia of the patient after the cortisone admin-
istration is not a typical feature of anaphylaxis. Neverthe-
less, since there was no concurrent infection other than
OT, it was concluded that hyperthermia was part of the
anaphylactic reaction in this case, although it is not com-
monly so.
In the literature, there is epidemiological data about

the incidence of corticosteroid allergies. In a routine epi-
cutaneous test in 2073 patients there was a positive test
result in 61 patients (2.9%) [13]. In a study by Alexiou
et al. [12], in three of 300 patients an anaphylactic reaction
to prednisolone-21-hydrogensuccinate (Solu-Decortin® H)
occurred during a 3-day therapy with intravenous corti-
sone up to 1000mg per day. This would correspond to a
frequency of 1%. In contrast to this study, the number of
case reports in the medical literature is very low [8,9].
To confirm the suspected allergy to corticosteroids in

the present case, a skin-prick test and an epicutaneous
test were carried out. The skin-prick test was performed



Figure 4 Fundus examination of the left eye after vitrectomy revealed a clearer insight, and chorioretinal scars.
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by puncturing the skin of the patient’s lower arm with a
lancet in an area where a drop of the possible allergenic
solution had been applied. Immediately after puncturing
the antigen solution was wiped off and following 5 to
15 minutes and 24 hours, the skin reaction was evalu-
ated. A positive reaction was noted if there was a wheal
at the puncture. There was a positive control (histamine
application) and a negative control (0.9% sodium chlor-
ide application). In the present case, the skin-prick test
was positive in the form of a 5mm wheal for prednisol-
one and methylprednisolone after 24 hours. Due to the
fact that the skin-prick test was positive for pure prepa-
rations of corticosteroids, there was no need to test for
other candidate substances. Solu-Decortin® H is sealed
in glass ampules under nitrogen, which can hardly be a
cause for an allergy. If there had been additional ingredi-
ents such as preservatives, these should have been tested
as well. It is important to conduct allergological testing
for every suspected substance because every compound
administered could indeed be allergenic. Given the posi-
tive prick-test an intracutaneous test was waived be-
cause of the danger of a possible anaphylactic reaction.
The epicutaneous test of our patient was negative for all
substances being tested. This could be because an epicuta-
neous test is a test for Type IV reactions. The epicuta-
neous test was performed to test if the patient had a
possible contact allergy for corticosteroids. However, the
anaphylactic reaction in our case was a Type I reaction,
which could be confirmed with the skin-prick test that
tests Type I reactions. Overall, immunological reactions to
Figure 5 Left eye showing chorioretinal infiltrates and a temporal sca
systemic corticosteroids are frequently of Type I according
to the classification by Gell and Coombs [14].
Detection of antibodies is often difficult because there

are no specific data for the technical analysis of serum
samples. Specific serum IgE antibodies to corticosteroids
were detected in only a few cases [15-17] and often anti-
bodies could not be found [12].
The clinical course of OT is usually self-limiting but

can recur after years. However, in some cases, OT can lead
to loss of vision, optic nerve or macular affection, and vit-
reous opacities [18]. Previous studies [19] have shown that
pars plana vitrectomy can be performed safely on patients
with OT who suffer from vitreoretinal complications. Our
findings in this case report are consistent with these re-
sults. In the case of our patient, after the vitrectomy, her
visual acuity recovered due to the removal of vitreous
opacities. Moreover, another benefit is the diagnostic cer-
tainty obtained by conducting PCR analysis on a sample
of vitreous body when a diagnosis remains inconclusive
solely based on clinical symptoms.
The most common therapy for OT is a triple therapy

consisting of pyrimethamine, sulfadiazine, and corticoste-
roids [20]. Steroids are successful in reducing the ocular in-
flammatory response. To reduce ocular inflammation, the
use of intravitreal triamcinolone or dexamethasone is an
alternative treatment for patients with OT. A study by
Soheilian et al. [21] compared intravitreal injection of clin-
damycin and dexamethasone with the standard treatment
for OT, consisting of systemic pyrimethamine, sulfadiazine,
and prednisolone. The authors showed that intravitreal
r as detected by fluorescein angiography.
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injections of clindamycin and dexamethasone resulted in
lower systemic side-effects and greater convenience than
systemic OT medications. However, in the case of a proven
prednisolone allergy, intravitreal injection of an alternative
steroid, for example dexamethasone, would only be feasible
if an allergic reaction towards the intravitreal deposit of the
drug can definitely be excluded. Due to the possibility of
an allergic cross-reaction toward dexamethasone, which
would probably reside in the eye for weeks after intravitreal
deposition, we strictly avoided such a treatment.

Conclusions
In summary, this case report demonstrates that systemic
allergic reactions are possible in patients with uveitis or
other inflammatory ophthalmological conditions treated
with intravenous corticosteroids. Intravenous adminis-
tration of cortisone, for example in the treatment of OT,
should always be conducted with caution because of a
possible allergic reaction. For patients who react to a par-
ticular steroid, it is necessary to undergo allergological
testing to confirm that the compound in question is in-
deed allergenic, and to identify other corticosteroids that
are safe for future anti-inflammatory treatments.

Consent
Written informed consent was obtained from the patient
for publication of this case report and accompanying
images. A copy of the written consent is available for re-
view by the Editor-in-Chief of this journal.

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

Authors’ contributions
AFi made substantial contributions to conception and design, acquisition of
data, analysis and interpretation of data, and he has been involved in
drafting the manuscript or revising it critically for important intellectual
content. SH has made substantial contributions to the article, and he has
been involved in drafting the manuscript and revising it critically. AFe has
made substantial contributions to the article, and he has been involved in
drafting the manuscript and revising it critically. IF has been involved in
drafting the manuscript and revising it critically and has given final approval
of the version to be published. UHS has been involved in drafting the
manuscript and revising it critically and has given final approval of the
version to be published. All authors read and approved the final manuscript.

Author details
1Department of Ophthalmology, Dr. Horst-Schmidt-Clinics, Wiesbaden,
Germany. 2Department of Dermatology, Dr. Horst-Schmidt-Clinics,
Wiesbaden, Germany. 3Center of Ophthalmology, Ingelheim, Germany.

Received: 31 July 2013 Accepted: 17 January 2014
Published: 2 April 2014

References
1. Hench PS, Kendall EC, et al: The effect of a hormone of the adrenal cortex

(17-hydroxy-11-dehydrocorticosterone; compound E) and of pituitary
adrenocorticotropic hormone on rheumatoid arthritis. Proc Staff Meet
Mayo Clin 1949, 24(8):181–197.

2. Burckhardt W: Kontaktekzem durch Hydrocortison. Hautarzt 1959, 10:42–43.
3. Rodger RSC: Anaphylaxis following treatment with a corticosteroid report

of one case. Clin Allergy 1983, 13:499–500.
4. Rasanen L, Hasan T: Allergy to systemic and intralesional corticosteroids.
Br J Dermatol 1993, 128(4):407–411.

5. Derrick EK, Price ML: Contact dermatitis to Pulmicort inhaler. Br J Dermatol
1995, 133:41.

6. Mendelson LM, Meltzer EO, Hamburger RN: Anaphylaxis-like reactions to
corticosteroid therapy. J Allergy Clin Immunol 1974, 54(3):125–131.

7. Atanasković-Marković M, Gavrović-Jankulović M, Janković S, Blagojević G,
Cirković-Velicković T, Milojević I, Simić D, Nestorović B: Immediate allergic
reaction to methylprednisolone with tolerance of other corticosteroids.
Srp Arh Celok Lek 2012, 140(3–4):233–235.

8. Uter W: Allergische Reaktionen auf Glukokortikoide. Dermatosen 1990,
38:75–90.

9. Saff DM, Taylor JS, Vidimos AT: Allergic reaction to intralesional
triamcinolone acetonide: a case report. Arch Dermatol 1995,
131(6):742–743.

10. al Mahdy H, Hall M: Anaphylaxis and hydrocortisone. Ann Intern Med 1988,
108(3):487–488.

11. Thompson JF, Chalmers DH, Wood RF, Kirkham SR, Morris PJ: Sudden death
following high-dose intravenous methylprednisolone. Transplantation
1983, 36(5):594–596.

12. Alexiou C, Kau RJ, Luppa P, Arnold W: Klinische Bedeutung allergischer
Reaktionen bei Glukokortikoidbehandlung. Laryngo-Rhino-Otol 1999,
78:573–578.

13. Dooms-Gossens A, Morren M: Results of routine patch testing with
corticosteroid series in 2073 patients. Contact Dermatitis 1992, 26:182–191.

14. Gell PGH, Coombs RRA: The classification of allergic reactions underlying
disease. In Clinical Aspects of Immunology. Edited by Coombs RRA, Gell PGH.
Blackwell Science; 1963.

15. Rasanen L, Tarvainen K, Makinen-Kiljunen S: Urticaria to hydrocortisone.
Allergy 2001, 56(4):352–353.

16. Pryse-Phillips WE, Chandra RK, Rose B: Anaphylactoid reaction to
methylprednisolone pulsed therapy for multiple sclerosis.
Neurology 1984, 34(8):1119–1121.

17. Burgdorff T, Venemalm L, Vogt T, Landthaler M, Stolz W: IgE-mediated
anaphylactic reaction induced by succinate ester of methylprednisolone.
Ann Allergy Asthma Immunol 2002, 89(4):425–428.

18. Holland GN: Ocular toxoplasmosis: a global reassessment. Part I:
epidemiology and course of disease. Am J Ophthalmol 2003, 136(6):973–988.

19. Adan A, Giralt J, Alvarez G, Alforja S, Bures-Jesltrup A, Casaroli-Marano RP,
Corcostegui B: Pars plana vitrectomy for vitreoretinal complications of
ocular toxoplasmosis. Eur J Ophthalmol 2009, 19(6):1039–1043.

20. Montoya JG, Liesenfeld O: Toxoplasmosis. Lancet 2004, 363(9425):1965–1976.
21. Soheilian M, Ramezani A, Azimzadeh A, Sadoughi MM, Dehghan MH,

Shahghadami R, Yaseri M, Peyman GA: Randomized trial of intravitreal
clindamycin and dexamethasone versus pyrimethamine, sulfadiazine,
and prednisolone in treatment of ocular toxoplasmosis. Ophthalmology
2011, 118(1):134–141.

doi:10.1186/1752-1947-8-110
Cite this article as: Fieß et al.: Anaphylactic reaction to intravenous
corticosteroids in the treatment of ocular toxoplasmosis: a case report.
Journal of Medical Case Reports 2014 8:110.
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


	Abstract
	Introduction
	Case presentation
	Conclusions

	Introduction
	Case presentation
	Discussion
	Conclusions
	Consent
	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


