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Abstract:    Coccidioidomycosis is an endemic disease of the Western hemisphere. The cases in non-endemic areas 
are mostly imported. Determining a history of exposure is critical for performing the diagnosis of coccidioidomycosis, 
especially for cases occurring in a non-endemic area. In this study, a 71-year-old Chinese male presented to our 
hospital with chronic cough and malaise, and was found to have a mass in the middle lobe of right lung. He had been 
visiting Arizona, USA for four months before admission. Pulmonary coccidioidomycosis was confirmed by the results of 
histopathological examination after lobectomy. Typical microscopic features of Coccidioides are definitely diagnostic, 
but need be differentiated from other budding yeast infection or carcinoma histopathologically. 
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1  Introduction  
 

Coccidioidomycosis is a primary pulmonary 
fungal infection caused by inhalation of Coccidioides 
spores in an immunocompetent host. An aggressive 
disseminated coccidioidomycosis involving the lung, 
skin, bones, joints, and central nervous system occurs 
rarely, but it is associated with high mortality. Coc-
cidioidomycosis is an endemic disease, which has 
long been identified in the southwestern USA, 
northwestern part of Mexico, and some areas of Bra-
zil and Argentina in South America. The rare cases in 
non-endemic areas are mostly imported, and sus-
pected based on the evidence of endemic exposure 
(Desai et al., 2001). We herein present the detailed 
description of an imported coccidioidomycosis case 
with a typical exposure history in an epidemic region. 

 
 

2  Case presentation 
 

A 71-year-old Chinese male was admitted with 

complaint of chronic cough and malaise for two 
months. He had been in Tucson, Arizona, USA, vis-
iting for four months right before the symptoms oc-
curred. He had transient low-grade fever, but denied 
hemoptysis, night sweats, skin rashes, or headache. 
His past medical history included four years of pri-
mary hypertension and three years of coronary heart 
disease. He did not smoke or abuse drugs. Physical 
examination revealed no abnormalities. Lab tests 
showed an elevated erythrocyte sedimentation rate 
(ESR) of 46 mm/h, while complete blood count 
(CBC), eosinophil count, serum chemistry, and tu-
mor biomarkers were all in normal range. Human 
immunodeficiency virus (HIV) antibody was found 
to be negative. Sputum culture showed normal flora 
growth. Chest computed tomographic (CT) scan 
revealed an irregular-margined opacity measuring 
3.0 cm×3.8 cm in diameter in the sub-pleura region 
of right middle lobe. Right hilar and mediastinal 
lymphadenopathy was noted (Fig. 1). Lung cancer 
was considered as the most likely diagnosis. Subse-
quent bronchoscopy and brush cytology were nega-
tive. The patient received a procedure of right middle 
lobe and lower lobectomy on the eighth day after 
admission.  
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Histopathological examination of the surgically 

obtained lung specimen revealed a solid mass of  
5.0 cm×4.0 cm×1.5 cm in the right middle lobe. Mi-
croscopic examination showed focal necrotic granu-
lomatous inflammation with multinucleated giant 
cells containing fungal spherules and infiltrations of 
massive neutrophils, eosinophils, and lymphocytes. 
Some other free and typical large, encapsulated 
spherules with endosporulation measuring 40 µm in 
diameter could be seen in the surrounding tissues  
(Fig. 2). Periodic acid-Shiff (PAS) and periodic acid 
silver methenamine (PASM) stains were all positive 
(Figs. 3 and 4), while acid fast stain was negative. The 
final diagnosis thus was confirmed pathologically as 
pulmonary Coccidioides infection. The patient was 
totally free from discomfort in the course of two years 
follow-up after the lobectomy. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Fig. 1  Chest computed tomographic (CT) scan
(a) Mediastinal window showing right hilar lymphade-
nopathy (white arrow); (b) Lung window showing a solid 
mass in the right middle lobe 

(a) 

(b) 

100 μm 

Fig. 2  Hematoxylin and eosin (H&E) staining of fungal 
encapsulated spherules with endosporulation (white 
arrows), measuring 20–40 µm in diameter, found in the 
surrounding tissues and multinucleated giant cells 

Fig. 3  Periodic acid-Schiff (PAS) staining of multiple 
fungal encapsulated spherules with endosporulation 
(white arrow) 

100 μm 

Fig. 4  Periodic acid silver methenamine (PASM) 
staining of multiple capsule of fungal spherules known 
as Coccidioides (white arrow) 

100 μm 
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3  Discussion  
 

Coccidioidomycosis is known as a fungal para-
sitic infection, initially recognized as a human disease 
in Argentina in 1892. The Coccidioides genus is con-
sidered dimorphic and thought to have two species, 
Coccidioides immitis and Coccidioides posadasii. 
These two organisms are genetically different, but 
they cannot be distinguished in terms of morphology, 
clinical features, or immune response (Desai et al., 
2001; Laniado-Laborin, 2007; Saubolle et al., 2007). 
Dimorphism in Coccidioides is characterized by the 
productions of septate hyphae and thick-walled ar-
throconidia as the fungal spores are in external warm 
semiarid soil or laboratory conditions. The spores 
then convert into large spherules, ranging from 20 to 
200 µm in diameter, which subsequently develop 
progeny endospores after being inhaled into the host’s 
lungs. The sac of larger spherules containing the en-
dospores may rupture in vivo, whereupon new 
spherules will develop. Symptomatic infection and 
immune response occur during the specific fungal 
parasitic cycle of life (Taxy and Kodros, 2005; 
Gaidici and Saubolle, 2009). The natural endemic 
region for Coccidioides spp. lies exclusively in arid or 
semiarid areas of the western hemisphere (Laniado- 
Laborin, 2007). Therefore, coccidioidomycosis is an 
endemic disease (Hector and Laniado-Laborin, 2005).  

The life zone of Coccidioides spp. is in the hot 
deserts of the southwestern USA: Texas, Arizona, 
Nevada, New Mexico, and much of central and 
southern California. Meanwhile, many cases are re-
corded annually in northwestern Mexico and some 
areas of Brazil and Argentina in South America 
(Laniado-Laborin, 2007; Saubolle et al., 2007). The 
incidence rate of the disease was dramatically in-
creasing in the last decade in USA, especially in 
California during the years 2000 to 2007. The recent 
increases in reported coccidioidomycosis are proba-
bly due to local environmental and climatic changes, 
increased construction activity, growing numbers of 
immunocompromised patients, immigration of un-
exposed persons from non-epidemic areas, and higher 
awareness of this disease among healthcare providers 
(CDC, 2009).  

Other cases have also been reported separately in 
many regions and countries far away from the en-
demic areas, including the northeastern states of USA 

(Desai et al., 2001), the Netherlands (Indhirajanti et 
al., 2009), Poland (Batura-Gabryel and Brajer, 2008), 
India (Verghese et al., 2002), Japan (Futsuki et al., 
2000; Kishi et al., 2008), and Hong Kong of China 
(Kwok et al., 2009). All these cases were clearly 
connected with past traveling activities or residential 
history in the disease-epidemic region, which is 
supposed to be an important factor for diagnosis 
(Indhirajanti et al., 2009). 

There have been reports of separated cases of 
Coccidioides infection in mainland China since 1985. 
Among these cases, interestingly, some were without 
travel history and diagnosed barely on histopa-
thological examination (Lan et al., 2010). However, 
whether there are other possible routes of infection 
remain unknown. 

Coccidioidomycosis typically is acquired via 
inhalation of aerosolized spores or arthroconidia from 
the soil. Under most circumstances, person-to-person 
or person-to-animal transmission does not occur 
(Desai et al., 2001; Saubolle et al., 2007; Gaidici and 
Saubolle, 2009). Recently, however, the fungal in-
fection transmission to humans from contaminated 
inanimate objects in an endemic area has been re-
ported in a series of 23 cases in Ohio, USA, which is 
believed not to belong to endemic states in USA 
(Desai et al., 2001). And still there have been a few 
reports of the transmission by tissue transplantation to 
recipients from donors (Saubolle et al., 2007) or by 
cat-bite (Gaidici and Saubolle, 2009).  

The suspected diagnosis of Coccidioides infec-
tion can be confirmed by the following laboratory tests: 
(1) histopathological examination, (2) pathogen isola-
tion and culture, (3) immunological antibody screen-
ing, and (4) fungal nucleic acid detection by molecular 
biological techniques (Saubolle et al., 2007). 

Among these diagnostic methods, pathogen cul-
ture is performed when the specific organism infec-
tion is suspected, but is also considered to result in 
potential laboratory transmission without necessary 
protection. Serological antibody screening and po-
lymerase chain reaction (PCR) assay for the investi-
gation of a specific sequence in the DNA of the agents 
are not routinely available in laboratories especially 
in the non-epidemic regions. Histopathological ex-
amination on the lesion tissues obtained through  
biopsy is considered to be more valuable and easier  
to perform. Identification of endospore-containing 
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spherules differing in diameter from 20 to 200 μm 
without budding under microscopy is definitely di-
agnostic of coccidioidomycosis. Predominantly small 
immature coccidioidal spherules abutting each other 
need to be differentiated from budding yeast forms of 
Blastomyces, Histoplasma, Cryptococcus, or Candida. 
Commonly used histological stains, such as the  
hematoxylin-eosin (H&E) stain, are able to distin-
guish typical morphological structures of spherules, 
but are not considered to be as sensitive as the PAS 
stain and the Grocott-methenamine silver (GMS) 
stain. Special stains (PAS, GMS) for fungal glycogen 
components are more valuable for thick cell wall 
staining; hence they can aid in the identification of the 
presence of low numbers of spherules (Bialek et al., 
2005; Saubolle et al., 2007). Histopathological 
manifestations of chronic active pyogranulomatous 
inflammation and reactive atypical pneumocytes may 
also be mistaken for tuberculosis and malignancy, 
respectively. Lee et al. (2008) reported a case of 
pulmonary coccidioidomycosis misdiagnosed as car-
cinoma. They emphasized that an examination of the 
specimen using fluorescent antibody or nucleic acid 
testing or cultures for fungi is diagnostic in the ab-
sence of morphologically typical Coccidioides infec-
tion under microscopy (Taxy and Kodros, 2005; Lee 
et al., 2008). 

Based on all the diagnostic strategies we men-
tioned above, determining a history of exposure is 
critical for performing the diagnosis of coccidioido-
mycosis, especially in a non-endemic area. If there is 
a lack of exposure history or typically microscopic 
features, then further examination of special speci-
men staining, organism isolation and culture, specific 
humoral antibodies, or nucleic acid detection is defi-
nitely necessary for differentiation and confirming the 
diagnosis. 

The patient in our case study, who had been 
traveling and temporally residing in Arizona for four 
months, provided us further information about his 
gardening work during his visit. Considering the ex-
posure of endemic soil contact and the detection of 
typical histopathological findings of the large size of 
spherules and presence of endospores, an imported 
pulmonary coccidioidomycosis was confirmed. 

The majority of human cases (60%) result from 
asymptomatic infection and are self-limited. Post- 
infected patients are likely to have lifelong immunity 

(Galgiani et al., 2005; Hector and Laniado-Laborin, 
2005; Saubolle et al., 2007). Patients who present 
with severe pneumonia or disseminated disease soon 
after infection and those with risk factors (e.g., weight 
loss, night sweats, multiple infiltrates in lungs, per-
sistent hilar adenopathy, high titer of antibody, vic-
tims of African or Filipino descent, and pregnancy) 
warrant antifungal therapy. In general, the more rap-
idly progressive a coccidioidal infection is, the more 
likely amphotericin B should be selected for initial 
therapy. Sub-acute or chronic presentations are more 
likely to be treated initially with an azole (ketocona-
zole, fluconazole, and itraconazole). Newly available 
antifungal medicines for the treatment of refractory 
coccidioidal infections are voriconazole and caspo-
fungin (Galgiani et al., 2005). Surgical intervention is 
suitable for diagnostic dilemmas involving nodular 
disease, symptomatic nonresponsive cavitary disease, 
or complications of disease (e.g., effusion, pneu-
mothorax, empyema, and hemoptysis). Resection 
should result in symptom resolution and long-term 
freedom from recurrence (Jaroszewski et al., 2009). 

The choice of surgical lobectomy in our case 
remained controversial before the diagnosis was 
made, and it was thought to be a relatively aggressive 
treatment option. Less invasive diagnostic procedures 
such as specifc fungal culture, CT-guided needle 
biopsy, or transbronchoscopic biopsy should have 
been adopted first. Lack of knowledge of the rare 
endemic diesease and presence of otherwise typical 
manifestations of elderly lung cancer in the case 
presented here were responsible for the decisions 
made. Hence, we provide a detail case study of typical, 
imported pulmonary coccidioidomycosis to increase 
awareness of this disease in non-endemic areas. 
 
References 
Batura-Gabryel, H., Brajer, B., 2008. Coccidioidomycosis in a 

38-year-old man: a case report. Pol. Arch. Med. Wewn., 
118(6):387-390. 

Bialek, R., Gonzalez, G.M., Begerow, D., Zelck, U.E., 2005. 
Coccidioidomycosis and blastomycosis: advances in 
molecular diagnosis. FEMS Immunol. Med. Microbiol., 
45(3):355-360.  [doi:10.1016/j.femsim.2005.05.011] 

CDC (Centers for Disease Control and Prevention), 2009. In-
crease in coccidioidomycosis—California, 2000–2007. 
MMWR Morb. Mortal. Wkly Rep., 58(5):105-109. 

Desai, S.A., Minai, O.A., Gordon, S.M., O′Neil, B., Wiede-
mann, H.P., Arroliga, A.C., 2001. Coccidioidomycosis in 



Wang et al. / J Zhejiang Univ-Sci B (Biomed & Biotechnol)  2011 12(4):298-302 
 

302 

non-endemic areas: a case series. Respir. Med., 95(4): 
305-309.  [doi:10.1053/rmed.2000.1039] 

Futsuki, Y., Nagashima, S., Yamamoto, Y., Araki, J., Asai, S., 
Sawatari, K., Maesaki, S., Kohno, S., 2000. An imported 
case of primary pulmonary coccidioidomycosis. Kan-
senshogaku Zasshi, 74(7):580-584 (in Japanese). 

Gaidici, A., Saubolle, M.A., 2009. Transmission of coccidi-
oidomycosis to a human via a cat bite. J. Clin. Microbiol., 
47(2):505-506.  [doi:10.1128/JCM.01860-08] 

Galgiani, J.N., Ampel, N.M., Blair, J.E., Catanzaro, A., 
Johnson, R.H., Stevens, D.A., Williams, P.L., 2005. 
Coccidioidomycosis. Clin. Infect. Dis., 41(9):1217-1223.  
[doi:10.1086/496991] 

Hector, R.F., Laniado-Laborin, R., 2005. Coccidioidomycosis— 
a fungal disease of the Americas. PLoS Med., 2(1):e2.  
[doi:10.1371/journal.pmed.0020002] 

Indhirajanti, S., Maartense, E., Posthuma, E.F., Pannekoek, 
B.J., Vreede, R.W., 2009. Pulmonary coccidioidomycosis: 
import illness and the importance of travel history. Neth. J. 
Med., 67(10):353-355. 

Jaroszewski, D.E., Halabi, W.J., Blair, J.E., Coakley, B.J., 
Wong, R.K., Parish, J.M., Vaszar, L.T., Kusne, S., Vik-
ram, H.R., DeValeria, P.A., et al., 2009. Surgery for 
pulmonary coccidioidomycosis: a 10-year experience. 
Ann. Thorac. Surg., 88(6):1765-1772.  [doi:10.1016/j. 
athoracsur.2009.07.075] 

Kishi, K., Fujii, T., Takaya, H., Miyamoto, A., Kurosaki, A., 
Kohno, T., Yoshimura, K., 2008. Pulmonary coccidioi-
domycosis found in healthy Japanese individuals. Res-
pirology, 13(2):252-256.  [doi:10.1111/j.1440-1843.2008. 
01232.x] 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Kwok, H.K., Chan, J.W., Li, I.W., Chu, S.Y., Lam, C.W., 2009. 
Coccidioidomycosis as a rare cause of pneumonia in 
non-endemic areas: a short exposure history should not be 
ignored. Respirology, 14(4):617-620.  [doi:10.1111/j.1440- 
1843.2008.01407.x] 

Lan, F., Tong, Y.Z., Huang, H., Xiong, W.N., Xu, Y.J., Xiong, 
S.D., 2010. Primary pulmonary coccidioidomycosis in 
China. Respirology, 15(4):722-725.  [doi:10.1111/j.1440- 
1843.2010.01747.x] 

Laniado-Laborin, R., 2007. Expanding understanding of epi-
demiology of coccidioidomycosis in the western hemi-
sphere. Ann. N. Y. Acad. Sci., 1111(1):19-34.  [doi:10. 
1196/annals.1406.004] 

Lee, C.H., Wilcox, L., Chorneyko, K., McIvor, A., 2008. 
Coccidioides immitis: two cases of misidentified mycosis. 
Can. Respir. J., 15(7):377-379. 

Saubolle, M.A., McKellar, P.P., Sussland, D., 2007. Epide-
miologic, clinical, and diagnostic aspects of coccidioi-
domycosis. J. Clin. Microbiol., 45(1):26-30.  [doi:10. 
1128/JCM.02230-06] 

Taxy, J.B., Kodros, S., 2005. Musculoskeletal coccidioido-
mycosis: unusual sites of disease in a nonendemic area. 
Am. J. Clin. Pathol., 124(5):693-696.  [doi:10.1309/ 
KRNYU4RN7Q12WEYD] 

Verghese, S., Arjundas, D., Krishnakumar, K.C., Padmaja, P., 
Elizabeth, D., Padhye, A.A., Warnock, D.W., 2002. Coc-
cidioidomycosis in India: report of a second imported 
case. Med. Mycol., 40(3):307-309.  [doi:10.1080/mmy. 
40.3.307.309] 



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated v2 300% \050ECI\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /sRGB
  /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 false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /Warning
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 1.30
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 10
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 10
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /Warning
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 1.30
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 10
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 10
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 600
  /MonoImageMinResolutionPolicy /Warning
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /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 <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e5c4f5e55663e793a3001901a8fc775355b5090ae4ef653d190014ee553ca901a8fc756e072797f5153d15e03300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc87a25e55986f793a3001901a904e96fb5b5090f54ef650b390014ee553ca57287db2969b7db28def4e0a767c5e03300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020d654ba740020d45cc2dc002c0020c804c7900020ba54c77c002c0020c778d130b137c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor weergave op een beeldscherm, e-mail en internet. 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 best suited for on-screen display, e-mail, and the Internet.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
    /DEU <FEFF004a006f0062006f007000740069006f006e007300200066006f00720020004100630072006f006200610074002000440069007300740069006c006c0065007200200037000d00500072006f006400750063006500730020005000440046002000660069006c0065007300200077006800690063006800200061007200650020007500730065006400200066006f00720020006f006e006c0069006e0065002e000d0028006300290020003200300031003000200053007000720069006e006700650072002d005600650072006c0061006700200047006d006200480020>
  >>
  /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 /ConvertToRGB
      /DestinationProfileName (sRGB IEC61966-2.1)
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing false
      /UntaggedCMYKHandling /UseDocumentProfile
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.276 841.890]
>> setpagedevice


