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Abstract
The incidence of gastric cancer associated with esophageal cancer is notably high. In recent years,
there has been an increase in patients with gastric conduit cancers due to early detection and radical
treatment of esophageal cancer, leading to prolonged survival of the patients. Metachronous gastric
cancer following esophagectomy sometimes can pose a clinical challenge for surgeons, while gastric
tube reconstruction is a well-established procedure accompanying esophagectomy, treating gastric
cancer within the gastric tube can be difficult in contrast. Surgical treatment of gastric tube cancers is
often complex and life-threatening. Early detection of gastric tube cancer is crucial for improving
prognosis as it allows for less invasive surgical interventions. However, no specific guidelines for
detecting gastric tube cancer have been established. In this report, we present a case of gastric tube
cancer in a patient that had Ivor-Lewis surgery 20 years ago for preinvasive adenocarcinoma of the
thoracic esophagus against the backgroundof Barrett’s esophagus. Recommendations for earlier and
more accurate diagnosis and treatment of this pathology are discussed.
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Introduction

Nowadays, esophageal cancer is on the rise globally, and, in some cases, it is well known to
be associated with metachronous malignancies in various organs. The stomach is the second
most common site for the development of such malignancies, following the head and the neck
[1]. These situations pose challenges for the medical community regarding the prevention,
diagnosis, and treatment methods of metachronous cancer. We recently encountered a case of
gastric tube cancer in a patient who had undergone esophageal resection and gastric tube
reconstruction 20 years prior. Our purpose is to report this rare case and analyze the lit-
erature retrospectively to investigate the characteristics of gastric carcinoma following
esophagectomy, in order to determine appropriate tactics and compare it with the approach
we had chosen for our patient. The authors have completed the CARE Checklist for this case
report, which is attached as supplementary material (for all online suppl. material, see
https://doi.org/10.1159/000531637).

Case Presentation

An 86-year-oldmale was admitted to our hospital with recurrent complaints of weakness,
discomfort in the epigastric region, and heartburn. In 2002, the patient underwent Ivor-Lewis
surgery for preinvasive adenocarcinoma of the mucous membrane of the middle third of the
thoracic esophagus against the background of Barrett’s esophagus (pTisN0M0, stage 1) [2].

It is noteworthy that the patient had a significant family history of cancer among the risk
factors which could trigger the development of cancer: the patient’s father had suffered from
esophageal cancer and his mother from gastric cancer. The patient’s comorbidities included
coronary heart disease with a history of heart attack in 2016 and coronary stenting in 2016;
chronic heart failure class II according to the New York Heart Association Functional
Classification; high blood pressure, stage 3 hypertension; multifocal atherosclerosis of the
aorta, brachiocephalic and coronary arteries; impairment of cardiac conduction: a complete
left bundle branch block. Upon admission to the hospital, the patient’s ECOG performance
score was 2.

In June 2021, during a scheduled examination, esophagogastroduodenoscopy revealed
three ulcerative lesions from 1.0 to 1.5 cm long. Subsequent histological examination clas-
sified these lesions as ulcers of the body and antrum of the stomach, with an epithelial
formation in the prepyloric region of the stomach identified as grade 2 adenocarcinoma,
pT1N0M0, stage I [2]. An immunohistochemical study was conducted, revealing negative PD-
L1 and HER2 status.

Multispiral computed tomography of the chest and abdominal cavity with intravenous
contrast revealed a polypoid tumor (shown in Fig. 1), with no evidence of metastatic lesions of
the chest, abdominal cavity, or retroperitoneal space. Based on the comprehensive exami-
nation results, we diagnosed the patient with gastric body and antrum cancer, histologically
confirmed as grade 2 adenocarcinoma, pT1bNxM0, stage 1 [2].

Following a multidisciplinary oncological consultation decision, on December 10, 2021,
the patient underwent radical surgery, consisting of a local resection of the stomach conduit
with the revealed lesions. A distal gastrectomy was deemed inappropriate due to the patient’s
overall severe health status and the technical complexity of the reconstructive phase.

The patient received comprehensive medical treatment, including antibacterial, anti-
secretory (proton pump inhibitors), thromboembolic complication prevention, infusion
therapy, symptomatic treatment, and dressings. Control X-ray examinations with a water-
soluble contrast agent on the 3rd and 5th postoperative days showed no contrast leakage and
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timely evacuation. Laboratory parameters demonstrated a trend toward normalization. The
patient was discharged in satisfactory condition under the supervision of an oncologist at
their place of residence. One year after the surgical intervention, the patient underwent a
control gastroscopy (shown in Fig. 2), which revealed and histologically confirmed the re-
currence of adenocarcinoma foci. An oncological consultation was arranged, and due to the
patient’s severe concomitant cardiovascular pathology, it was decided to refrain from re-
peated surgical treatment. The patient was referred for chemotherapy.

Discussion

In recent years, the overall prognosis of esophageal carcinoma has improved, leading to
an increased incidence of patients with secondary and multiple malignancies [3, 4]. Patients
with esophageal cancer are predisposed to other tumors of the aerodigestive tract, with an
incidence of 8–12% [5]. The occurrence of the multiple primary cancers involving the
stomach and esophagus, which are the most frequent, including metachronous and syn-
chronous multiple cancers, is about 3–7% (with some authors reporting up to 12.6%) [3].
Synchronous esophageal and gastric cancers are more frequently found than metachronous
gastric carcinoma [6]. On the other hand, cases of metachronous gastric carcinoma arising
from a gastric tube used for reconstruction have been increasing in long-term survivors of
esophageal cancer in recent years as the 3-year and 5-year survival rates for curative and
palliative resection continue to rise [3]. According to various sources, the interval between the
esophagectomy and the development of gastric tube cancer ranged from 1.1 to 9 years [3, 4,
7]. In our case, it was 20 years, which corresponds to metachronous cancer.

Other studies have also demonstrated that gastric cancer in the gastric tube following
esophagectomy is occasionally found, with an incidence of 1.0–7.0% and a 10-year cumulative

Fig. 1. Computed tomography of the abdominal
cavity with contrast enhancement. The red arrow
indicates a polypoid tumor of the gastric conduit.
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incidence rate of gastric tube carcinoma (GTC) of 5.7% [8, 9]. We have identified several
factors contributing to the increasedmorbidity of this pathology. In recent decades, diagnostic
and therapeutic advances for esophageal carcinoma have improved, leading to better patient
survival outcomes and an increased incidence of gastric tube cancer [6]. Consequently, the
incidence of adenocarcinoma developing in the gastric tube used for esophageal substitution
has increased, and there has been rising concern regarding the diagnosis and treatment of this
disease [7].

It should be noted that the development of de novo adenocarcinoma in the gastric conduit
is a rare occurrence [5]. Few cases have been reported of carcinoma arising from the re-
constructed stomach tube 36 years after esophageal resection for a benign stricture. His-
tological analysis confirmed that the cancer had developed from the gastric mucosa near the
anastomosis, and it was thought to be induced by mechanical stimulation, reflux of digestive
juices, local ischemia, and/or other factors. There is limited information on similar cases in the
literature, possibly because most cases of gastric tube cancer are diagnosed at an extremely
advanced stage, and the prognosis is very poor [10]. In the case of our patient, we suppose
that postoperative lesions may have played a role in the development of the pathology.
However, since the tumor is far from the anastomosis, it should be considered ametachronous
cancer occurring 20 years after the esophagectomy.

Overall, the etiology of the secondary carcinoma in the gastric tube remains unclear [3, 5].
While it is well known that radiotherapy and chemotherapy can cause gastric lymphoma,
there is no reliable evidence that these carcinogenic agents increase the risk of GTC [5, 7].
Some reports have indicated that mediastinal irradiation as adjuvant therapy for esophageal
cancer, as well as long-term bile reflux and pancreaticoduodenal secretions, may contribute to
the carcinogenesis of gastric carcinoma. These factors together might play a significant role in
the development of secondary gastric carcinoma during the long-term follow-up [3, 5–7, 9].
Cancerous multiplicity is another important cause that can be associated with esophageal
cancer and play a role in the development of GTC. This phenomenon can be explained by the
concept of “field cancerization,” in which exposure of the epithelium of the head and neck,
esophagus, and lung to a common carcinogen leads to multiple carcinomas [9, 11]. Addi-
tionally, there is some evidence suggesting that Helicobacter pylori infection may be a risk
factor of gastric cancer as it is strongly related to the development of intestinal metaplasia [3,
5, 9, 11]. Our patient had not undergone chemotherapy or radiation therapy and had not had a
Helicobacter pylori infection. Therefore, his family history and “field cancerization” are likely
the primary factors in the etiology of gastric tube cancer in this case.

The early stage of the tumor process allows to choose from a range of treatment options.
For many years, surgical resection has remained the standard of care for patients with gastric

Fig. 2. Gastroscopy 1 year after surgery. The blue
arrows indicate the foci of adenocarcinoma
recurrence.
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tube cancer. Some studies show that the prognosis for the resected group with gastric tube
cancer is better than that for the non-resected group (chemotherapy with 5-fluorouracil alone
and in combination therapy) [6]. However, total gastrectomy with regional lymph node
dissection or distal gastrectomy for gastric tube cancer is highly invasive and problematic in
patients who have undergone radical esophagectomy, especially in cases where gastric tube is
reconstructed via the retro-mediastinal route [3, 5]. The treatment of gastric conduit ade-
nocarcinoma in post-esophagectomy patients presents unique challenges for surgeons.
Surgical resection of an intrathoracic gastric tumor is difficult and can lead to complications
such as anastomotic leakage, flap failure, and treatment failure – recurrence of gastric or
esophageal carcinoma [3, 5, 7]. Radical operations may lead to problems due to severe
adhesion of the gastric tube to the surrounding tissues or invasion of adjacent organs by the
tumor in some cases [3, 5, 11]. The route of prior esophageal reconstruction also influences
the success of resection and may significantly impact a patient’s survival. Therefore, it can be
concluded that surgical resection of GTC carries high risks and may be replaced by more
modern treatment methods [5, 7].

Although gastric cancer in the remnant stomach or gastric tube is typically detected at an
advanced stage and surgical resection of the total remnant stomach has been the standard
treatment for a long time, radical resection of advanced disease is technically demanding and
carries high surgical morbidity rates [5, 8, 9, 12]. Currently, the detection of early gastric
cancer (EGC) in the remnant stomach or gastric tube is increasing due to follow-up endo-
scopic surveillance programs. Endoscopic submucosal dissection (ESD) and endoscopic
mucosal resection (EMR) for treating EGC are less invasive than surgery, leading to a better
quality of life [5, 8]. The indications for EMR are the same as for gastric cancer: well-
differentiated adenocarcinoma (grade 1); depth of invasion limited to the lamina propria; less
than 1.0 cm in diameter; no ulceration [3]. These methods of treatment allow for complete
resection and also provide curative resection for patients without lymph node metastasis [5,
8]. Compared to conventional EMR procedures, ESD offers several advantages including the
potential to achieve a higher complete resection rate. Among the articles addressing ESD in a
gastric conduit, the complete resection rate was reported to be 88–95% [9]. Authors reported
that there was no recurrence in patients treated with ESD during a median follow-up of
24 months [5, 7]. Additionally, it is crucial to mention that these methods do not cause many
complications – only one instance of stomach perforation [7, 12]. Less invasive treatment
modalities, such as EMR, ESD, or local resection, may have more favorable morbidity and
mortality outcomes, particularly for early-stage tumors [5]. Nevertheless, there is very limited
evidence regarding the long-term outcomes of ESD for EGC in the remnant stomach or gastric
tube, and the results are inconsistent. Therefore, it is essential to carefully select the ap-
propriate treatment [8].

We would like to emphasize the need for long-term follow-up after esophagectomy. Most
patients are asymptomatic when their gastric carcinomas are detected [3]. Consequently,
many cases of GTC are discovered at the advanced stage (about 70–80%), resulting in a poor
prognosis for GTC (death due to metastasis from GTC occurred in 50% of cases) [5, 7, 9]. At
the same time, authors have reported that in cases of early-stage GTC, particularly those
treated by EMR, most patients remain alive, without local or distant metastasis and with
minimal complications. Thus, early diagnosis is crucial for improving the prognosis of GTC [7].

The risk and morbidity of gastric tube cancer are higher than the risk of esophageal
cancer recurrence several years after esophageal resection. Therefore, careful endoscopic
screening after esophagectomy to detect early-stage gastric tube cancer is essential, rather
than relying on CT scanning to identify metastasis from esophageal cancer [6]. Consequently,
strict periodic endoscopic examinations after esophagectomy are necessary for detecting
asymptomatic gastric tube cancer [5, 7]. These procedures should be performed by
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experienced endoscopists as some lesions may be less than 5mm, and deformity of the gastric
tube can make detection of these lesions difficult [7]. Annual endoscopic examinations are
cost-effective and recommended for detecting early-stage gastric lesions. These examinations
should be performed on an ongoing basis, even 5 years after esophagectomy as the longest
reported interval from esophagectomy to gastric carcinoma detection was 14 years and
10months [4–7, 9, 12]. All gastric cancers detected during annual endoscopic examinations in
these studies were limited to the early stage, allowing for radical and less invasive treatment
options (EMR, ESD, or partial resection) [3]. Thus, we can conclude that this method of
diagnostic is effective and may have a positive effect on overall and disease-free survival.

Conclusion

With the increasing survival rates of esophageal cancer, we anticipate an increase in cases
of gastric tube cancer. Therefore, it is crucial to closely monitor patients for early detection of
gastric conduit damage. According to the literature, annual endoscopic examination is rec-
ommended after esophageal resection. However, in our case, we believe that endoscopic
investigations every 6 months will be more appropriate for the patient to determine possible
disease progression and provide an opportunity for ESD at an early stage. In our opinion,
further observation is required for such patients which may enhance their survival rates.

Statement of Ethics

Written informed consent was obtained from the patient for the publication of this case
report and any accompanying images. Ethical approval is not required for this case report in
accordance with local or national guidelines.

Conflict of Interest Statement

The authors have no conflicts of interest to declare.

Funding Sources

This study was not funded.

Author Contributions

Tatyana Khorobrykh, Ivan Ivashov, Alexey Spartak performed surgery; Pavel Pavlov
performed gastroscopy and biopsy; Juliet Babayan, Alexey Spartak, and Ivan Ivashov:
manuscript preparation, data collection, literature search; Andrey Andriyanov: manuscript
revision; Juliet Babayan: manuscript translation. All authors read and approved the final
manuscript.

Case Reports
in Oncology

Case Rep Oncol 2023;16:1196–1202 1201
DOI: 10.1159/000531637 © 2023 The Author(s). Published by S. Karger AG, Basel

www.karger.com/cro

Khorobrykh et al.: Gastric Conduit Cancer following Esophagectomy

https://www.karger.com/cro
https://www.karger.com/cro
https://doi.org/10.1159/000531637
https://www.karger.com/cro


Data Availability Statement

All data generated or analyzed during this study are included in this article. Further
inquiries can be directed to the corresponding author.

References

1 Gentile D, Riva, P, Da Roit, A, Basato, S, Marano, S, Castoro, C. Gastric tube cancer after esophagectomy for
cancer: a systematic review. Dis Esophagus. 2019;32(8)doz049–8.

2 López Sala P, Alberdi Aldasoro, N, Fuertes Fernández, I, Sáenz Bañuelos, J. An updated review of the TNM
classification system for cancer of the oesophagus and its complications. Radiologia. 2021;63(5):445–55.

3 Okamoto N, Ozawa, S, Kitagawa, Y, Shimizu, Y, Kitajima, M. Metachronous gastric carcinoma from a gastric tube
after radical surgery for esophageal carcinoma. Thorac Surg. 2004;77(4):1189–92.

4 Suzuki H, Kitamura, M, Saito, R, Motoyama, S, Ogawa, J. Cancer of the gastric tube reconstructed through the
posterior mediastinal route after radical surgery for esophageal cancer. Jpn J Thorac Cardiovasc Surg. 2001;
49(7):466–9.

5 Ho C, Tong, DKH, Tsang, JS, Law, SYK. Post-esophagectomy gastric conduit cancers: treatment experiences and
literature review. Dis Esophagus 2014;27(2):141–5.

6 Oki E, Morita, M, Toh, Y, Kimura, Y, Ohgaki, K, Sadanaga, N, et al. Gastric cancer in the reconstructed gastric tube
after radical esophagectomy: a single-center experience. Today. 2011;41(7):966–9.

7 Sugiura T, Kato, H, Tachimori, Y, Igaki, H, Yamaguchi, H, Nakanishi, Y. Second primary carcinoma in the gastric
tube constructed as an esophageal substitute after esophagectomy. J Am Coll Surg. 2002;194(5):578–83.

8 Liu Y, Chen, Z, Zhou, H, Chen, Y, Dou, L, Zhang, Y, et al. Comparison of endoscopic submucosal dissection and
radical surgery for early gastric cancer in remnant stomach. J Clin Med. 2022;11:5403.

9 Lee GD, Kim, YH, Choi, SH, Kim, HR, Kim, DK, Park, SI. Gastric conduit cancer after oesophagectomy for
oesophageal cancer: incidence and clinical implications. Eur J Cardio Thorac Surg. 2014;45(5):899–903.

10 Kobayashi T, Kimura, T, Yoshida, M, Sakuramachi, S, Ohishi, M, Harada, Y, et al. Carcinoma of the reconstructed
stomach tube following esophageal resection for a benign stricture: report of a case and review of the lit-
erature. Today. 1995;25(3):257–60.

11 Hanif F, Kerr, J, Going, JJ, Fullarton, G. Gastric neo-adenocarcinoma arising in a gastric tube after Ivor Lewis
oesophagectomy for oesophageal adenocarcinoma. Med J. 2015;60(2):e17–20.

12 Lamblin A, Mariette C, Triboulet JP Adenocarcinoma in a gastric tube after esophagectomy for esophageal
carcinoma. Dis Esophagus. 2003;16(2):158–9.

Case Reports
in Oncology

Case Rep Oncol 2023;16:1196–1202 1202
DOI: 10.1159/000531637 © 2023 The Author(s). Published by S. Karger AG, Basel

www.karger.com/cro

Khorobrykh et al.: Gastric Conduit Cancer following Esophagectomy

https://www.karger.com/Article/FullText/531637?ref=1#ref1
https://www.karger.com/Article/FullText/531637?ref=2#ref2
https://www.karger.com/Article/FullText/531637?ref=3#ref3
https://www.karger.com/Article/FullText/531637?ref=4#ref4
https://www.karger.com/Article/FullText/531637?ref=5#ref5
https://www.karger.com/Article/FullText/531637?ref=6#ref6
https://www.karger.com/Article/FullText/531637?ref=7#ref7
https://www.karger.com/Article/FullText/531637?ref=8#ref8
https://www.karger.com/Article/FullText/531637?ref=9#ref9
https://www.karger.com/Article/FullText/531637?ref=10#ref10
https://www.karger.com/Article/FullText/531637?ref=11#ref11
https://www.karger.com/Article/FullText/531637?ref=12#ref12
https://www.karger.com/cro
https://www.karger.com/cro
https://doi.org/10.1159/000531637
https://www.karger.com/cro

	Gastric Conduit Cancer following Ivor-Lewis Esophagectomy for Esophageal Adenocarcinoma: A Case Report and Literature Review
	Introduction
	Case Presentation
	Discussion
	Conclusion
	Statement of Ethics
	Conflict of Interest Statement
	Funding Sources
	Author Contributions
	Data Availability Statement
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
    /DEU <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [600 600]
  /PageSize [612.000 792.000]
>> setpagedevice


