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Abstract

The quality of the interdisciplinary interface in oncological treatment between surgery, pathology and radiotherapy
is mainly dependent on reliable anatomical three-dimensional (3D) allocation of specimen and their context
sensitive interpretation which defines further treatment protocols. Computer-assisted preoperative planning (CAPP)
allows for outlining macroscopical tumor size and margins. A new technique facilitates the 3D virtual marking and
mapping of frozen sections and resection margins or important surgical intraoperative information. These data
could be stored in DICOM format (Digital Imaging and Communication in Medicine) in terms of augmented reality
and transferred to communicate patient’s specific tumor information (invasion to vessels and nerves, non-
resectable tumor) to oncologists, radiotherapists and pathologists.

Introduction
Three of the most challenging interfaces in oncologic
treatment in head and neck cancer exist between sur-
geon and pathologist just as between surgeon and radio-
therapist and/or oncologist. The former interface is
relevant to hopefully confirm the achieved full resection
(R0-resection) which is especially difficult due to the
complex anatomy of the head and neck region. The
recording and naming of frozen sections or resection
margins does often not allow for later well-defined
three-dimensional (3D) orientation. Due to this 3D-
complexity in between written words and the real loca-
tion pathologists are not able to rule out residual tumor
without consultation of the surgeon, who sometimes has
to stitch more to his personal memory than to reliable
recorded information.
If there is an indication for adjuvant radiation therapy,

such as minimal tumor residuals (R1-resection), the
same problem discounts for radiation therapy planning
to be challenging: the radiotherapist could not gain
access to reliable intra-operative information and uses

mainly the results of the histological findings, the opera-
tion protocol, and the post-operative computed tomo-
graphy (CT scan) for the simulation planning (Figure 1).
Summing up, histopathological findings should be ide-

ally three-dimensionally mapped and information should
be without loss and ideally language-independent digi-
tally stored, to improve the interdisciplinary interface to
the benefit of the patient.
Computer-assisted pre-operative planning (CAPP) is

commonly used in intra-operative visualization and
reconstruction in ablative surgery of the head and neck
[1]. Therefore multimodal three-dimensional imaging
could be matched to outline tumor dimensions and
demonstrate virtually augmented surgical margins. The
minor additional expenses to enable intra-operative
navigation ease anatomical orientation and true-to-origi-
nal reconstruction after ablative surgery [2-5].
Marking with clips and different dyes is published in

literature [6-9], but virtual marking and mapping is a
new technique that allows for intra-operative marking of
locations where specimen, for instance frozen sections
or resection margins, are taken. These data could be
saved in DICOM-format (Digital Imaging and Commu-
nication in Medicine) and transferred to pathologists
and radiotherapists.
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The workflow of virtual 3D marking including pre-
paration, intraoperative setting and postoperative post-
processing is described and illustrated.

Materials and methods
In patients with malignant head and neck tumors located at
or extended to the skull base, to the orbit or to the parana-
sal sinuses, resection may present a significant challenge
because of critical vascular and neural structures and the
close relation to the brain. To maintain a balance between
aggressive surgical approaches to achieve curative resection
(R0-resection) and obtaining relevant quality of life is a dif-
ficult task. Therefore limited surgical treatment (R1-resec-
tion) is often combined with adjuvant radiation therapy.
Clinical diagnostics include often computed tomogra-

phy (CT) and magnetic resonance imaging (MRI) to
visualize the extent of the tumor and its destruction
area (Figure 2). Additional findings complete the tumor

staging and allow for adequate treatment planning.
Among the advantages of computer-assisted surgery
(CAS) in skull base surgery are firstly the three-dimen-
sional intraoperative visualization, secondly the segmen-
tation of vital structures to limit resection (danger zone)
and thirdly the planning of the reconstruction [1]. The
novel planning and visualization platform iPlan 3.0
(Brainlab®, Feldkirchen, Germany) supports intraopera-
tive virtual marking and, for the first time, allows for
the export of these collected data (point cloud) into
standard DICOM-format.
Postprocessing is necessary to label the virtual mark-

ings with the result of the final histological findings.
Only the tumor residuals confirmed by the pathologist
are included into the initial CT data set. The Hounds-
field value of these voxels are determined outside the
range of the original data set to illustrate the
manipulation.
The workflow is now descriped in detail and can be

divided into the following categories:

1. Preparation for intraoperative navigation
2. Intraoperative navigation
3. Postprocessing of the data set
4. Export of the data set
5. Import into the radiation therapy simulation
platform

Preparation for intraoperative Navigation
Prior to skull base surgery radiological findings are per-
formed and include in the majority of cases a CT scan
for the diagnostics of bony destruction and the potential
involvement of the meninges as well as a MRI scan for
the soft tissue extent of the tumor. Both modalities
could be used for intraoperative visualization but the
authors consider the CT scan as indispensable for navi-
gation. There are two possibilities to make the CT scan
suitable for navigation. The best option is to use naviga-
tion landmarks during the acquisition of the CT scan
such as four 2.0 cross-drive titanium-miniscrews
(Synthes®) or a dental splint with four screw markers. If
there is already a pre-existing CT scan, the authors
recommend rather a cone beam CT scan (CBCT) (Fig-
ure 3) than an additional CT scan after inserting the
navigation landmarks to reduce radiation dose for the
patient [10]. All different modalities are imported into
the planning platform (iPlan 3.0, Brainlab®, Feldkirchen,
Germany) and image fusion allows for ideal analysis of
the patient’s pathology (Figure 4). The tumor extent
could be outlined manually using different tools, like
brushing and autosegmentation. The result of this
tumor segmentation could be virtually augmented to
demonstrate the extent of the required resection (in
many tumor entities at least 1 cm in every dimension).

Figure 1 Conventional interface between surgery and
radiotherapy. (A) Radiotherapist obtains limited information out of
OP notes, histology, and post-operative CT scan. (B) Intra-operative
markings are transferred to radiotherapists to complete 3D
information.

Figure 2 Fusion of initial CT scan data and MRI. (A+C) Window
shows part of the MRI overlapping the initial CT scan. Both image
modalities are shown simultaneously in transversal (B) and coronal
(D) view.
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Vital structures such as the carotid arteries and impor-
tant cranial nerves could be segmented and relation to
the augmented tumor segmentation could illustrate of
the ablative surgery. For reconstruction virtual planning
is performed mainly by using mirrored templates of the
non-affected side.

Intraoperative Navigation
The fusion of the different image modalities is part of
the preoperative planning and is available during the
intraoperative navigation. A “skull reference base” with
three trackable spheres is inserted into the patient’s
skull, to identify the 3D position and orientation of the
patient. The included landmarks of the data sets, either
via navigation splint or screw markers, enable the
matching of the virtual data set (CT, MRI, CBCT scan)
with the real patient’s anatomy using the infrared-based
navigation system (Kolibri-Brainlab®). This procedure is
called registration and could be redone if the navigation

shows non-acceptable discrepancies. The usual overall
root mean error (RMS) should be less than 0.5 to 0.8
mm.
Pointers and tracked instruments are displayed in real-

time. Different planes (coronal, axial, and sagittal view)
and a 3D reconstruction are available. Vital structures
which are segmented could be visualized and thus
protected.
By recording intra-operative landmarks (acquired

points) locations of biopsies, frozen sections, and surgi-
cal margins could be marked. These points could be
named additionally. In the everyday practice the speci-
men were anatomically named and sequentially
numbered.

Postprocessing of the data set
The acquired intra-operative landmarks were postopera-
tively added to the virtual plan. After final release of the
histological findings, the individual points were colour-
coded according to their classification (benign/malig-
nant). Visualization now allows for an optimized three-
dimensional information about potential residual tumor
(Figure 5).

Export of the data set
The DICOM-format is a standard for transmitting infor-
mation in medical imaging and was developed by the
DICOM Standards Committee. With iPlan 4.0 beta (not
released yet) the acquired point cloud could be written
into the patient’s DICOM data set. The authors selected
only the points with tumor-positive histology. These
points (voxel) were allocated with Houndsfield unit of
3500 H. This value is far out of the traditional highest
range of around 3100 H and makes manipulation to the
original DICOM data set obviously and fast segmenta-
tion of the point cloud by using threshold values
possible.

Figure 4 Superimposing of the subvolume. Superimposing of
the subvolume with the initial CT scan (demonstrated in different
planes A-D).

Figure 5 Intra-operative marking of locations of frozen
sections and surgical margins. Only the tumor positive locations
are labeled in red (A-D). List of all points (E).

Figure 3 3D image for tumor diagnostic. To enable Computer-
assisted surgery, tumor diagnostic 3D imaging has to be
complemented with a marked 3D data set. The authors recommend
a cone beam CT scan subvolume with included navigation splint.
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Import into the radiation therapy simulation platform
The thus enhanced DICOM data set (enDICOM) could
be imported in any radiation therapy planning platform
(Figure 6). The described enDICOM was routinely
imported with the Oncentra MasterPlan (Version 3.3,
Nucletron, Netherlands/USA) and superimposed with
the post-operative CT scan. The well-defined high
Houndsfield unit of the selected points facilitates seg-
mentation and visualization of the additional intra-
operative information and could be used to plan the
geometric and radiological aspects of the therapy
[11,12].

Results and Discussion
The registration of patient data at the navigation system
using screws as fiducial markers delivered a navigation
accuracy with a mean deviation of 1.3 ± 0.6 mm in our
cases. The novel method of intra-operative marking of
specimen either frozen sections or surgical margins
eases the storage and further use of intra-operative
information. In the field of craniomaxillofacial surgery,
indications for this technique are at the moment limited
to tumor locations closed to hard tissue. But this techni-
que is well used by tumors closed to liver, pancreas and
adrenal. The more frequently head and neck malignan-
cies affect the mandible, floor of the mouth and tongue.
These locations do not allow for the described method.
An adequate soft tissue navigation would be a necessary
precondition. Currently assessing resection margins
intraoperatively is possible by means of frozen sections.
If positive they can be a guide to additional resection
but when negative they add no information about the
distance from the tumor of the margin [13]. So this
computer-assisted surgical procedure might be a feasible
solution. For the postoperative follow-up, it is a useful

tool to correlate and transfer the outlined tumor bound-
aries into various image data sets to capture tumor
recurrences or the result of adjuvant chemo- and radio-
therapy to improve treatment outcome and quality of
life [14].

Conclusion
In the indicated patient’s selection, the workflow, includ-
ing preparation for Computer-assisted surgery (CAS),
intra-operative navigation, gaining of tumor marking,
and post-operative postprocessing of the acquired intra-
operative individual data, was feasible. Augmented rea-
lity DICOM-data could be imported into the radiation
therapy planning platform and could allow for optimiz-
ing of the treatment planning. The interface between
surgeon and radiotherapist is significantly and verifiably
simplified.

Consent statement
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
review by the Editor-in-Chief of this journal.

Funding
The article processing charges are funded by the
Deutsche Forschungsgemeinschaft (DFG), “Open Acess
Publizieren”.

List of abbreviations
3D: three-dimensional; CAPP: Computer-assisted preoperative planning; CAS:
Computer assisted surgery; CBCT: cone beam computed tomography; CT:
computed tomography; DICOM: Digital Imaging and Communications in
Medicine; enDICOM: enhanced DICOM-data (augmented reality); MRI:
magnetic resonance imaging; R0: complete removal of all tumor; R1:
microscopic residuals of the tumor; R2: macroscopic residuals of the tumor;
RMS: root mean square error.

Author details
1Department of Oral & Maxillofacial Surgery, Hannover Medical School,
Hannover Germany. 2Department of Radiotherapy, Hannover Medical School,
Hannover, Germany.

Authors’ contributions
HE and MR contributed equally to this work. HE, MR, AM, AME, HK, CS, FT,
DL, MRU and NCG conceived of the study and participated in its design and
coordination. HE and MR made substantial contributions to conception and
design of the manuscript as well as data acquisition. HE, MR, AME, NCG have
been involved in drafting the manuscript. NCG was involved in revising the
manuscript. All authors read and approved the final manuscript.

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

Received: 23 September 2011 Accepted: 16 November 2011
Published: 16 November 2011

References
1. Schramm A, Gellrich NC, Gutwald R, Schipper J, Bloss H, Hustedt H,

Schmelzeisen R, Otten JE: Indications for computer-assisted treatment of

Figure 6 Enhanced DICOM export into Osirix®. DICOM with
outlining of the augmented tumor resection area. (A) 3D
reconstruction. (C) transversal view. Tumor positive points marked as
single Voxel (B+D).

Essig et al. Radiation Oncology 2011, 6:159
http://www.ro-journal.com/content/6/1/159

Page 4 of 5



cranio-maxillofacial tumors. Computer aided surgery: official journal of the
International Society for Computer Aided Surgery 2000, 5:343-352.

2. Schramm A, Suarez-Cunqueiro MM, Barth EL, Essig H, Bormann KH,
Kokemueller H, Rucker M, Gellrich NC: Computer-assisted navigation in
craniomaxillofacial tumors. The Journal of craniofacial surgery 2008,
19:1067-1074.

3. Stuehmer C, Essig H, Schramm A, Rucker M, Eckardt A, Gellrich NC:
Intraoperative navigation assisted reconstruction of a maxillo-facial
gunshot wound. Oral and maxillofacial surgery 2008, 12:199-203.

4. Schramm A, Suarez-Cunqueiro MM, Rucker M, Kokemueller H, Bormann KH,
Metzger MC, Gellrich NC: Computer-assisted therapy in orbital and mid-
facial reconstructions. The international journal of medical robotics +
computer assisted surgery: MRCAS 2009, 5:111-124.

5. Kokemuller H, von See C, Essig H, Tavassol F, Rucker M, Schramm A,
Majdani O, Gellrich NC: [Reconstruction of complex midfacial defects with
individualized titanium implants]. HNO 2011, 59:319-326.

6. Hirschberg H, Samset E: Intraoperative image-directed dye marking of
tumor margins. Minimally invasive neurosurgery: MIN 1999, 42:123-127.

7. Pereira PL, Fritz J, Koenig CW, Maurer F, Boehm P, Badke A, Mueller-
Schimpfle M, Bitzer M, Claussen CD: Preoperative marking of
musculoskeletal tumors guided by magnetic resonance imaging. The
Journal of bone and joint surgery American volume 2004, 86-A:1761-1767.

8. Ohdaira T, Nagai H, Shibusawa H: Intraoperative localization of early-stage
gastrointestinal tumors using a marking clip detector system. Surgical
technology international 2005, 14:79-83.

9. Viehweg P, Fabel K, Petzold A, Friedrich K, Laniado M: [O-Twist Marker for
marking breast cancer under neoadjuvant chemotherapy–first results].
RoFo: Fortschritte auf dem Gebiete der Rontgenstrahlen und der
Nuklearmedizin 2007, 179:1055-1060.

10. Stuehmer C, Essig H, Bormann KH, Majdani O, Gellrich NC, Rucker M: Cone
beam CT imaging of airgun injuries to the craniomaxillofacial region.
International journal of oral and maxillofacial surgery 2008, 37:903-906.

11. Tromm E, Meyer A, Fruhauf J, Bremer M: Partial-volume segmentation for
dose optimization in whole-breast radiotherapy: a comparative
dosimetric and clinical analysis. Strahlentherapie und Onkologie: Organ der
Deutschen Rontgengesellschaft [et al] 2010, 186:40-45.

12. Aird EG, Conway J: CT simulation for radiotherapy treatment planning.
The British journal of radiology 2002, 75:937-949.

13. Feichtinger M, Pau M, Zemann W, Aigner RM, Kärcher H: Intraoperative
control of resection margins in advanced head and neck cancer using a
3D-navigation system based on PET/CT image fusion. J Craniomaxillofac
Surg 2010, 38(8):589-94, Epub 2010 Apr 8.

14. Stoeckli SJ, Steinert H, Pfaltz M, Schmid S: Is there a role for positron
emission tomography with 18F-Fluorodeoxyglucose in the initial staging
of nodal negative oral and oropharyngeal squamous cell carcinoma.
Head Neck 2002, 24:345e349.

doi:10.1186/1748-717X-6-159
Cite this article as: Essig et al.: Virtual 3D tumor marking-exact
intraoperative coordinate mapping improve post-operative
radiotherapy. Radiation Oncology 2011 6:159.

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

Essig et al. Radiation Oncology 2011, 6:159
http://www.ro-journal.com/content/6/1/159

Page 5 of 5

http://www.ncbi.nlm.nih.gov/pubmed/18650734?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18650734?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18654804?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18654804?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19291669?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19291669?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21647827?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21647827?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10535294?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10535294?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15292425?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15292425?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16525958?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16525958?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17594630?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17594630?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18768294?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18768294?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12515702?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20381368?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20381368?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20381368?dopt=Abstract

	Abstract
	Introduction
	Materials and methods
	Preparation for intraoperative Navigation
	Intraoperative Navigation
	Postprocessing of the data set
	Export of the data set
	Import into the radiation therapy simulation platform

	Results and Discussion
	Conclusion
	Consent statement
	Funding
	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


