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Abstract Churg–Strauss syndrome (CSS) is a rare,
systemic, necrotizing, small- and middle-sized vessel
vasculitis which is accompanied by blood eosinophilia,
eosinophil infiltration of various tissues, and bronchial
asthma. The lungs are the organs most often involved in
CSS. The aim of this study was a retrospective
evaluation of the pulmonary findings in chest X-rays
and high resolution computed tomography (HRCT) in
CSS patients at the time of initial diagnosis and to
determine their frequency, character, and location. Seventeen
CSS patients were studied (12 women; 5 men; aged 29–
56 years). In all patients at the time of initial diagnosis, chest
X-rays were performed, and in 15 patients, HRCT was
performed additionally. The radiological images were
evaluated independently by two radiologists who reached
a decision by consensus. Out of 17 patients studied,
chest X-rays revealed parenchymal abnormalities in 11,
pleural effusion in three, and bronchial wall thickening in
one. In five patients, no abnormalities in chest X-rays
were found. In HRCT, abnormalities were found in all patients
(15 patients, 100%). Predominant HRCT findings consisted
of: ground-glass opacities and consolidations found in 13
patients (86.7%). Additionally, in four patients, pulmonary
micronodules were described; in ten, interlobular septal
thickening; in three, linear opacities; in ten, bronchial wall
thickening and/or bronchial dilatation; and in three, pleural

effusions. Ground-glass opacities and consolidation abnor-
malities distribution pattern were peripheral in seven and
random in six patients. In patients with CSS, the most
common pulmonary radiological findings are parenchymal
opacities, which may be peripheral or random in distribution.
Pathologic changes were found in 70.6% of patient in chest X-
rays, and in 100%, when HRCT was performed. These
changes are nonspecific; however, they should be not over-
looked, as they may help in establishing the diagnosis and
suggest the prognosis.
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Introduction

Churg–Strauss syndrome (CSS) is a rare disease (morbidity
rate of 0.5–6.8/1 million persons), in the course of which a
granulomatous inflammation of the respiratory tract with
small- and medium-sized vessel vasculitis is accompanied
by eosinophil infiltration of tissues and eosinophilia in
peripheral blood [1–3]. In almost all cases, these changes
are associated with asthma, and frequently, with other
allergic diseases: sinusitis and allergic rhinitis [4]. Currently,
the disease is diagnosed based on criteria introduced in the
year 1990 by the American College of Rheumatology (ACR)
[5], in which six key features were distinguished. The
presence of four of the mentioned criteria makes the
diagnosis highly probable: asthma, peripheral blood
eosinophilia higher than 10%, mono- or polyneuropathy,
paranasal sinus abnormality, eosinophilic accumulation in
tissues revealed on biopsy, and migratory infiltrates in
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lungs. The latter were traditionally observed in chest X-
rays as transient patchy infiltrates, often with non-
necrotic nodules of noncharacteristic location [6]. Lately,
in a few studies, chest CT scans were analyzed; however,
due to the variability of the nonspecific lesions and small
groups of patients, no characteristic findings in CSS were
discovered. The most frequently described lesions were
interstitial ground-glass opacities and bronchial wall
thickening [7–11].

The aim of this study was a retrospective evaluation of
radiologic findings based on chest X-rays and CT scans of
17 patients with CSS at the moment of diagnosis, as well as
determining the frequency, character, and location of the
lesions. We also compare the results obtained by us with
previous reports on this subject.

Materials and methods

Subjects

In the Chest Diseases and Allergy and Immunology
Departments of the Jagiellonian University in Cracow,
medical databases were searched for patients diagnosed
with CSS between years 1999–2009. All patients fulfilled
at least four out of six classic ACR criteria of CSS.
Seventeen patients have been found, and their medical
documentation at the time of diagnosis was analyzed
retrospectively. The group consisted of 12 female and five16
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Fig. 1 Chest X-ray in patient with CSS (magnification of the right
lung) shows pulmonary parenchymal opacities localizing in all lung
areas
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male patients aged 29 to 56 years (mean age 40.4±
8.6 years). The activity of the disease was assessed using
the Birmingham vasculitis activity score (BVAS scale [12];
range: 0–63 pts.; above 4 assumed as active disease), and
the severity of asthma using the Global Initiative for
Asthma 2008 protocol [13].

Imaging examinations

In all patients posteroanterior and lateral chest X-rays, and
in 15, additionally high resolution computed tomography
scanning (HRCT) were performed. The scans covered the
total lung area, with 1-mm thick sections at 10-mm
intervals, using a maximum lamp voltage of 125–140 kVp
(Elscint, CT-twin) or 1-mm sections at 1-mm intervals with
a spiral technique and maximum lamp voltage of 110–
120 kVp (Toshiba, Aquilion-64). High resolution algorithm
was applied.

In the study, the radiographs were evaluated indepen-
dently by two experienced radiologists. The final interpre-
tation included the character of the alterations (parenchymal
or bronchial lesions, pleural effusion, enlarged lymph
nodes), as well as their location. The lesions were defined
according to the established general guidelines [14].
Parenchymal abnormalities in HRCT included: ground-
glass opacities, consolidation, pulmonary nodules, inter-
lobular septal thickening, and linear opacities. Distribution
of parenchymal abnormalities on CT scans was catego-
rized as: unilateral or bilateral; peripheral (subpleural),
central or random in the transverse plane; upper, middle,
lower zones or all zones in the longitudinal plane.
Bronchial lesions in HRCT included bronchial dilatation
and/or bronchial wall thickening.

Results

Patients

The patients were in an active phase of the disease
(BVAS 22.76±7.2 points) during examination. All of
them were diagnosed with severe bronchial asthma
(average duration of 4.7±7.5 years). Each of them
complained of dyspnea on admission, 15 patients
(88.2%) additionally had dry cough, and 16 (94.1%)
reported symptoms of rhinitis or paranasal sinusitis.
Lung biopsies were performed in three patients (17.6%);
the findings were typical for CSS histopathology. The CT
scans of paranasal sinuses of all the patients revealed
thickening of the sinus mucosa, and two (11.8%)
additionally had polyps. The skin prick tests for standard
inhaled allergens were positive in 11 subjects (64.7%).
Constitutional symptoms (fever, weakness, weight loss)13

+
−

−
−

−
B
,
M

R
−

14
+

−
+

−
+

B
,
U
,
M
,
L

R
−

15
+

+
+

−
+

B
,
M
,
L

P
−

16
−

−
−

−
+

B
,
L

P
−

17
−

−
+

−
+

B
,
L

P
−

F
fe
m
al
e,

M
m
al
e,

B
bi
la
te
ra
l,
U

up
pe
r
ar
ea
s
(c
he
st

X
-r
ay
)
or

zo
ne
s
(H

R
C
T
),
M

m
id
dl
e
ar
ea
s
(c
he
st

X
-r
ay
)
or

zo
ne
s
(H

R
C
T
),
L
lo
w
er

ar
ea
s
(c
he
st

X
-r
ay
)
or

zo
ne
s(
H
R
C
T
),
P

pe
ri
ph

er
al

(s
ub

pl
eu
ra
l)
di
st
ri
bu

tio
n,

R
ra
nd

om
di
st
ri
bu

tio
n,

––
H
R
C
T
no

t
pe
rf
or
m
ed

Clin Rheumatol (2010) 29:1127–1134 1131



were observed in 16 (94.1%) of the examined patients.
Antineutrophil cytoplasmic antibodies with perinuclear
pattern (p-ANCA) were detected in the serum of five
(29.4%) of the patients. The mean absolute eosinophilia in
peripheral blood at the moment of diagnosis of CSS was
6,124 cells/μl (normal, <440). None of the patients had
clinical nor laboratory features of a respiratory tract
infection; the bacteriology and mycology results of
sputum and/or bronchial lavage were also negative. The
clinical characteristics are presented in Table 1.

Radiologic findings

Chest X-rays

All patients had chest X-rays performed. In 11 patients
(64.7%), bilateral patchy parenchymal opacities were
observed, especially in the lower and middle lung areas
(Fig. 1); one person had bronchial wall thickening in
parahiliar areas, and in three patients, pleural effusions
were detected. Among five patients (29.4%), no patho-
logical lesions were found; in one of them, HRCT was not
performed, and in the remaining four, the CT scans
revealed changes which were not visible in chest X-rays
(Table 2).

Chest HRCT

HRCT was performed in 15 patients, and in all of them,
pathologic findings were discovered. The most frequently
observed anomalies were parenchymal attenuations in the
form of ground-glass opacities and consolidations (13
persons, 86.7%; Fig. 2). In seven patients (53.8%), the
lesions were located mainly peripherally (subpleurally); in
six patients (46.2%), the changes had a random distribution;
nonetheless, they were always bilateral. The prevailing
location of the lesions, depending on the lung zone was as
follows: in five persons (38.4%) in the lower zones, in three
persons (23%) in the lower and middle zones, in one person
in the middle zone, in one person in the middle and upper
zones, in two persons (15.4%) in the upper zones, and in
one person in all of the lung zones. Furthermore, in four
persons (26.6%), pulmonary non-necrotic nodular opacities
of 3 mm to 1 cm in diameter were found (Fig. 3), located
usually peripherally and most often in lower and middle
lung zones. In two patients they consisted of isolated
centrilobular micronodules; in others—multiple, diffuse,
several-millimeter nodules overlapping the parenchymal
lesions were predominant in the HRCT image. Moreover, in
ten patients (66.6%), interlobular septal thickening (Fig. 4),
and in three subjects (20%), linear opacities were observed.
The bronchial wall thickening and/or bronchial dilatation

(Fig. 4) concerned ten patients (66.6%), and the changes
depended mostly on the duration of asthma. Bronchial
lesions were present mainly in the lower and middle lung
zones (Fig. 5). In one patient, the mediastinal lymph nodes
were slightly enlarged with a diameter of about 10 mm.
Moreover, in three patients (17.6%), the imaging examina-
tions revealed pleural effusion. Comparison of our results
with previous studies is presented in Table 3.

Discussion

The natural history of CSS usually consists of three stages.
In the first, prodromal period, which lasts several years,

Fig. 2 HRCT in patient with CSS. Scan at the carina level shows
confluent patchy consolidations and ground-glass opacities localizing
peripherally and more central to them in right lung. Ground-glass
opacities peripherally in the left lung were visible too (arrow)

Fig. 3 HRCT in patient with CSS shows pulmonary nodules (3 and
10 mm) localizing peripherally in the left lung (arrows)

1132 Clin Rheumatol (2010) 29:1127–1134



allergic rhinitis appears, later joined by asthma; in the
second stage, eosinophilia in peripheral blood prevails with
eosinophil tissue infiltrations, progressing next into the
third phase with the life-threatening vasculitis [3]. The
disease is usually diagnosed at the point when significant
eosinophilia is already present, and multiple organs are
affected accompanied by asthma—by then, changes in the
respiratory system are present in most persons, as it was in
our patients.

Most of the radiological observations published were
limited to routine X-rays, while HRCT imaging was
performed only in a few recent reports [7–11]. These
reports are restricted in number and scanty, because the
disease is so rare; it affects one person in a million. Our

T
ab

le
3

T
he

ra
di
ol
og

ic
al

ch
ar
ac
te
ri
st
ic
s
of

pa
tie
nt
s
w
ith

C
hu

rg
–S

tr
au
ss

sy
nd

ro
m
e
at

tim
e
of

in
iti
al

di
ag
no

si
s
ac
co
rd
in
g
to

pr
ev
io
us

st
ud

ie
s

R
ef
er
en
ce

P
at
ie
nt
s

F
re
qu

en
ci
es

of
ra
di
ol
og

ic
al

fi
nd

in
gs

in
H
R
C
T
n
(%

)

N
o.

of
pa
tie
nt
s

M
ea
n
ag
e
at

di
ag
no

si
s
(y
ea
rs
)

G
ro
un

d-
gl
as
s

op
ac
iti
es

C
on

so
lid

at
io
ns

P
ul
m
on

ar
y

no
du

le
s

In
te
rl
ob

ul
ar

se
pt
al

th
ic
ke
ni
ng

B
ro
nc
hi
al

w
al
l
th
ic
ke
ni
ng

an
d/
or

br
on

ch
ia
l
di
la
ta
tio

n
P
le
ur
al

ef
fu
si
on

E
nl
ar
ge
d
ly
m
ph

no
de
s

W
or
th
y
S
A
,
19

98
[7
]

17
47

10
(5
8.
8%

)
4
(2
3.
5%

)
N
o
da
ta

6
(3
5.
3%

)
2
(1
1.
8%

)
N
o
da
ta

C
ho

i
Y
H
,
20

00
[8
]

9
35

9
(1
00

%
)

5
(5
5.
5%

)
8
(8
8.
9%

)
2
(2
2.
2%

)
7
(7
7.
8%

)
2
(2
2.
2%

)
4
(4
4.
4%

)

S
ilv

a
C
I,
20

05
[1
0]

7
49

5
(7
1.
4%

)
4
(5
7.
1%

)
6
(8
5.
7%

)
4
(5
7.
1%

)
4
(5
7.
1%

)
4
(5
7.
1%

)
2
(2
8.
6%

)

K
im

Y
K
,
20

07
[9
]

25
45

10
(4
0%

)
8
(3
2%

)
12

(4
8%

)
8
(3
2%

)
10

(4
0%

)
N
o
da
ta

N
o
da
ta

F
ur
ui
ye

M
,
20

10
[1
1]

16
57

.3
16

(1
00

%
)

12
(7
5%

)
9
(5
6.
2%

)
N
o
da
ta

6
(3
7.
5%

)
3
(1
8.
7%

)
8
(5
0%

)

C
ur
re
nt

st
ud

y
15

40
.5

10
(6
6.
6%

)
9
(6
0%

)
4
(2
6.
6%

)
10

(6
6.
6%

)
10

(6
6.
6%

)
3
(1
7.
6%

)
1
(0
.7
%
)

Fig. 4 HRCT in patient with CSS shows interlobular septal thicken-
ings (long arrows). Note that bronchial dilatation or bronchial wall
thickening were also seen (short arrows)

Fig. 5 HRCT in patient with CSS shows peribronchial changes—
centrilobular ground-glass opacities and the thickened wall of the
bronchi supplied the areas (arrows)
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study, therefore, adds to the existing knowledge, pointing to
the value of HRCT in early detection of pulmonary changes
in CSS syndrome.

Medical documentation of all 17 patients at the initial
diagnosis, during active phase of the disease, was analyzed.
All of the patients were in a severe exacerbation of the disease,
and in most patients, the treatment was not yet administered
due to the diagnostic process in progress (Table 2). It is
important, while in other vasculitides, the pulmonary lesions
tend to regress after introducing treatment with glucocorti-
costeroids [9, 15], hence, most certainly the multiple
pathologic findings in the studied group.

In chest X-rays, abnormalities were present in 12 patients
(70.6%), which corresponds with earlier publications, among
them the study by Lehman, which was a systematic review of
available case reports (collected from 138 patients with CSS),
in which lesions in chest X-rays were present in 74% of
subjects [16]. Even though in four cases the chest X-rays were
normal, the HRCT revealed significant pathologic findings.

In HRCT images prevailed parenchymal alterations in the
form of ground-glass opacities and consolidations, which were
present among 86.7% of patients. They were situated periph-
erally or had random distribution, and were always present
bilaterally. The character and location of the mentioned lesions
is in accordance with previous studies [9, 10, 17]. Among four
patients (26.7%), apart from the dominant findings, non-
necrotic micronodular opacities were discovered. They were
identified more frequently in earlier publications [9]. It might
be caused by the fact that nodular lesions in pathological
examination correlate with the presence of places of bleeding
from small vessels and necrotic granulomas. They are more
common among patients with positive p-ANCA antibodies [9,
17], whereas in our group, p-ANCAwas detected only in five
persons (all of these patients presented with myeloperoxidase
p-ANCA type).

Bronchial wall thickening and/or bronchial dilatation in
HRCT were observed among ten patients (66.6%). It was
most likely due to the coexistence of severe asthma. Such
changes are often described in severe forms of asthma [18].
In accordance with this, the findings were more intense
among patients whose asthma preceded for a long time the
diagnosis of the disease. The most advanced changes
concerned a patient with a 30-year-long asthma history.

While describing the bronchial findings, it should be
noted that they were not caused by infection. Heart
insufficiency must also be taken into consideration, which
also occurs in the course of CSS, and may be responsible
for causing the mentioned changes and interlobular septal
thickening or pleural effusion.

In differential diagnosis of the presented parenchymal
changes, first of all other interstitial lung diseases,
especially eosinophilic pneumonitis and other vasculitis
syndromes, should be considered.

Resuming, in this study, chest X-rays and HRCT
images of 17 patients at the moment of diagnosis of
CSS were analyzed. The types of radiologic findings
and their frequency remain in accordance with previous
publications. The findings are not pathognomonic for
CSS, but their frequency along with the coexistence of
certain clinical features of the disease may facilitate the
diagnosis.

Disclosures None

References

1. Churg J, Strauss L (1951) Allergic granulomatosis, allergic
angiitis, and periarteritis nodosa. Am J Pathol 27(2):277–301

2. Pagnoux C, Guilpain P, Guillevin L (2007) Churg-Strauss
syndrome. Curr Opin Rheumatol 19(1):25–32

3. Noth I, Strek ME, Leff AR (2003) Churg-Strauss syndrome.
Lancet 361(9357):587–594

4. Abril A, Calamia KT, Cohen MD (2003) The Churg Strauss
syndrome (allergic granulomatous angiitis): review and update.
Semin Arthritis Rheum 33(2):106–114

5. Masi AT et al (1990) The American College of Rheumatology 1990
criteria for the classification of Churg-Strauss syndrome (allergic
granulomatosis and angiitis). Arthritis Rheum 33(8):1094–1100

6. Chumbley LC, Harrison EG Jr, DeRemee RA (1977) Allergic
granulomatosis and angiitis (Churg-Strauss syndrome). Report
and analysis of 30 cases. Mayo Clin Proc 52(8):477–484

7. Worthy SA et al (1998) Churg-Strauss syndrome: the spectrum of
pulmonary CT findings in 17 patients. AJR Am J Roentgenol 170
(2):297–300

8. Choi YH et al (2000) Thoracic manifestation of Churg-Strauss
syndrome: radiologic and clinical findings. Chest 117(1):117–124

9. Kim YK et al (2007) Pulmonary involvement in Churg-Strauss
syndrome: an analysis of CT, clinical, and pathologic findings.
Eur Radiol 17(12):3157–3165

10. Silva CI et al (2005) Churg-Strauss syndrome: high resolution CT
and pathologic findings. J Thorac Imaging 20(2):74–80

11. Furuiye M et al (2010) Churg-Strauss syndrome versus chronic
eosinophilic pneumonia on high-resolution computed tomographic
findings. J Comput Assist Tomogr 34(1):19–22

12. Luqmani RA et al (1994) Birmingham Vasculitis Activity Score
(BVAS) in systemic necrotizing vasculitis. QJM 87(11):671–678

13. Bateman ED et al (2008) Global strategy for asthmamanagement and
prevention: GINA executive summary. Eur Respir J 31(1):143–178

14. Austin JH et al (1996) Glossary of terms for CT of the lungs:
recommendations of the Nomenclature Committee of the
Fleischner Society. Radiology 200(2):327–331

15. Szczeklik W et al (2010) Lung involvement in Churg-Strauss
syndrome as related to the activity of the disease. Allergy

16. Lanham JG et al (1984) Systemic vasculitis with asthma and
eosinophilia: a clinical approach to the Churg-Strauss syndrome.
Medicine (Baltimore) 63(2):65–81

17. Ando Y et al (2004) Thoracic manifestation of myeloperoxidase-
antineutrophil cytoplasmic antibody (MPO-ANCA)-related dis-
ease. CT findings in 51 patients. J Comput Assist Tomogr 28
(5):710–716

18. Silva CI, Colby TV, Muller NL (2004) Asthma and associated
conditions: high-resolution CT and pathologic findings. AJR Am J
Roentgenol 183(3):817–824

1134 Clin Rheumatol (2010) 29:1127–1134


	Pulmonary...
	Abstract
	Introduction
	Materials and methods
	Subjects
	Imaging examinations

	Results
	Patients

	Radiologic findings
	Chest X-rays
	Chest HRCT

	Discussion
	References



<<
  /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


