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Abstract
Introduction: Ecthyma gangrenosum (EG) is usually a dermatologic manifestation of a
Pseudomonas aeruginosa infection in an immunocompromised individual but may sometimes
be caused by other bacteria or fungi in an immunocompromised or non-
immunocompromised individual. Case Presentation: A 75-year-old woman with a history
of high blood pressure and sequels of ischemic cerebral infarction presented with a 5-day
history of general malaise, cough with yellow sputum, and respiratory distress. The patient had
pale mucous membranes, temperature of 38.5°C, tachycardia, normal blood pressure, SaO2 of
85%, intercostal retractions, and severe bronchospasm upon hospital admission. No skin
lesions were seen. The patient was admitted to the intensive care unit (ICU) because of her
critical condition and was supported with invasive mechanical ventilation. Her blood count
showed 8,100 leukocytes/mm3, neutrophils 79%, hemoglobin 10.1 g/dL, creatinine 1.1 mg/dL,
and C-reactive protein 328 mg/dL. Arterial blood gases showed metabolic acidosis and
moderate hypoxemia. The initial report of blood and urine cultures was negative for
bacteria, and positive for influenza A H1N1. The patient was treated with oseltamivir and
intravenous methylprednisolone for acute respiratory distress syndrome associated with the
viral infection that occurred. Subsequently, violaceus macular and papular lesions appeared,
which evolved into ulcerated lesions with erythematous border and necrotic center were seen
in the anterior region of the chest and abdomen, from where Candida metapsilosis was
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isolated. EG was reported in this patient, who was also immunocompromised because of
steroid use, had a prolonged stay in the ICU and received broad-spectrum antibiotics.
Fungemia and urinary infection due to different fungi were also found. Conclusion: It is
worth mentioning that EG can be caused by germs other than P. aeruginosa and fungal in-
fections should not be ruled out.

© 2024 The Author(s).

Published by S. Karger AG, Basel

Introduction

Ecthyma gangrenosum (EG) is an infectious disease that is frequently related to bacteria,
particularly Pseudomonas aeruginosa, and is observed mainly in immunosuppressed indi-
viduals. However, several reports described etiologies related to filamentous fungi and yeasts
[1]. Regarding the pathogenesis of this rare disease, the invasion of the infectious agent
through the blood vessels’ walls, causing thrombosis in arteries and veins, has initially been
documented, which ultimately leads to necrosis of the epidermis and subdermal tissues.

The most common clinical manifestation of EG is the presence of macules with hem-
orrhage, which become ulcers with a necrotic surface and are always associated with an
erythematous halo, which is the characteristic onwhich the initial diagnosis is based on. These
findings should be accompanied by microbiological tests to establish the specific pathogenic
agent and thus determine the most appropriate treatment [2]. EG is more common in pe-
diatric, diabetic, or immunocompromised patients and is frequently located in the arms and
legs [3, 4]. In this report, the patient had not been diagnosed with diabetes or any other
immunosuppressive disease, and the lesions were located on the abdomen and chest.

Based on the above, this case report describes a diagnosis of EG associated with systemic
fungal infection made in a patient with a long stay in the intensive care unit (ICU) and
subjected to steroid use. Healthcare staffs need to be alert to the presence of similar der-
matological symptoms since they are generally the manifestation of sepsis, which is not
always associated with bacterial involvement. Below, we describe the case of an elderly
patient with a prolonged stay in the ICU due to a viral lung infection, who finally presented
multiple fungal infections. This compromised the skin through classic EG lesions, indicating
marked systemic compromise caused by fungi. The CARE Checklist has been completed by the
authors for this case report, attached as supplementary material (for all online suppl. ma-
terial, see https://doi.org/10.1159/000542105).

Case Presentation

This is a 75-year-old woman with a history of stroke, chronic obstructive pulmonary
disease, chronic kidney failure, high blood pressure, and osteoarthritis, without a history of
allergies. She presented clinical symptoms for 5 days with general malaise, cough, and yellow
expectoration. The patient was admitted to the emergency room of a tertiary clinic with signs
of respiratory failure, so she was transferred to the ICU. Her blood count showed no leu-
kocytosis, creatinine levels were 1.1 mg/dL, and arterial blood gases with severe hypoxemia.
Her chest X-ray showed bibasal alveolus-interstitial infiltrates (Fig. 1).

Support was provided with invasive mechanical ventilation. Influenza A H1N1 was
positive in the bronchial secretion sample, so treatment with oseltamivir was started every 12
h. Acute respiratory distress syndrome was diagnosed based on radiological worsening, a
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decrease in the blood pressure index of 02/inspired fraction of 02 (P/F ratio), and the need for
PEEP ≥10 cm H2O. Therefore, intravenous methylprednisolone was started at 2 mg/kg/day.

The initial skin lesions were macules and violaceus papules, rounded, that subsequently
evolved with necrotic areas in the center and slight bleeding at the edges, indurated, and with
surrounding erythema appeared in the following days, located in the left anterior region of the
chest and in the left upper abdominal region (Fig. 2a, b). No similar injuries were reported in
the clinical history prior to hospitalization to the ICU.

Furthermore, sputum culture with abundant yeast and growth of blastoconidia was
reported, as well as blood cultures with growth of budding yeast and urine culture with
growth of blastoconidia. The initial culture of the skin lesions was negative, no Gram stain or
KOH smear was performed, showing clinical worsening with respiratory deterioration, acute
kidney injury, multiple organ failure, and worsening of the abdominal lesions. C. metapsilosis
was subsequently reported in the biopsy and culture of these lesions (Fig. 3); Cryptococcus
neoformans, Grubii variety, in blood cultures and Candida albicans in urine culture. Con-
sidering the lack of improvement with the use of caspofungin, the infectious disease unit
began treatment with liposomal amphotericin and 400 mg fluconazole intravenously/day.

Finally, the patient presented with nosocomial pneumonia with isolation of Steno-
trophomonas maltophilia, with subsequent clinical worsening, requirement for renal re-
placement therapy, and increase in lung infiltrates. During her stay in the ICU service, the
patient died 8 days after the last antifungal treatment regimen was administered. Figure 4
summarizes the main facts of the case.

Discussion

EG is a classically described dermatological infectious disease, caused mainly by P.
aeruginosa. However, it can also be caused by another series of pathogens, such as Aeromonas
hydrophila, Staphylococcus aureus, Serratia marcescens, Escherichia coli, Neisseria meningi-
tidis, Vibrio vulnificus, and Burkholderia cepacia and by the fungi Fusarium sp, Candida sp,
Mucor sp, and Aspergillus sp [5–7]. Although much less frequently, fungi can also cause EG, as
occurred in this case.

Fig. 1. Chest X-ray. Predominantly basal alveolar interstitial infiltrates that are associated with viral infection.
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There are predisposing factors for the development of EG, such as local humidity, diabetes
mellitus, obesity, peripheral vascular disease, neutropenia, infection by the human immu-
nodeficiency virus, and factors that involve disruption of the epidermal barrier [8]. It must be
mentioned that our study patient had some predisposing factors for developing this condition,
such as being an elderly patient, obesity, consequences of a stroke, prolonged invasive
ventilatory support, use of steroids, and prolonged hospital stay.

Although bacteria, and to a lesser extent fungi, are the cause of this pathology, viruses and
parasites have also been implicated [9]. Other studies have shown that necrotic lesions can
also occur in immunocompetent people [3], although evidence clearly shows that patients
suffering from EG are individuals with immunosuppressive complications [4]. In this study,

Fig. 2. a EG in the chest and abdomen. b Clinical
appearance of the injury. An ulcer with a gray-
blackish eschar surrounded by a peripheral er-
ythematous halo is seen, located in the left an-
terosuperior region of the abdomen.
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where Vaiman et al. [3] reviewed 167 cases of patients diagnosed with EG, it was determined
that necrotic lesions also occur in immunocompetent and healthy individuals. In this report,
the patient was treated with several antibiotics for viral pneumonia complicated by noso-
comial bacterial infection during her hospitalization. She also received both inhaled and
intravenous steroids, used for the management of chronic obstructive pulmonary disease and
acute respiratory distress syndrome, which potentiated her immunosuppression. Further-
more, fungal etiology has been reported in up to 9% of cases [3], as occurred in this case, in
which fungal infections were also manifested in different sites due to different fungi. Thus, the
presence of fungal EG in immunosuppressed individuals could suggest the presence of other
fungi in different systems.

Epidemiologically, cryptococcosis is another opportunistic infection that should not be
ruled out in markedly immunocompromised patients. In fact, 6–50% of AIDS patients suffer
from it, which is why it is considered a major cause of infection in this type of patient [10]. Our
study patient’s immunocompromise was considerable since sepsis due to C. neoformans
Grubii variety was determined without having human immunodeficiency virus infection or
any advanced neoplastic disease. Disseminated candidiasis can cause EG in immunocom-
promised patients, where Candida tropicalis, Candida Krusey, and C. albicans are the most
common [11]. The lesions usually present as centrally located erythematous papules and
nodules. The presence of fever, papular erythematous skin lesions, and diffuse muscle pain
point toward the suspected diagnosis of disseminated candidiasis [12].

EG is a rare condition, where the importance of an adequate microbiological study is
emphasized to achieve a diagnosis of the causative agent [13]. In this report, various mi-
crobiological tests were performed on the patient, such as blood cultures from the central
venous catheter and cultures of the dermatological lesions, in order to detect the causative
agent of EG. Fungal infection was found after several attempts, where abundant budding
yeasts were isolated with the diagnostic tests used, which preceded the identification of other
fungal infectious agents, such as C. neoformans, in the blood culture of the central venous
catheter and C. albicans in urine culture. This was documented after the report of C. met-
apsilosis in cultures of tissue biopsied from skin lesions in the region of the left
hypochondrium.

a

b

Fig. 3. a Mycotic abscess in biopsy of EG from
abdominal lesion. b The arrows and the circle
indicate fragments of Candida hyphae isolated in
the culture.
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Necrotic eschars with a greenish center were especially noted in extremely weakened
patients in a study conducted by Flores et al. [2] on the clinical manifestations of skin in-
fections in adults. These lesions generally present as painless macules that become hem-
orrhagic vesicles, and eventually evolve into necrotic ulcers with black eschar and sur-
rounding erythema [14]. In this report, the patient’s lesions had violaceous, rounded, deep
characteristics, with necrotic areas in the center and bleeding at the edges, indurated, and
with erythema surrounding the lesion.

The sites most frequently affected by EG include the arms and legs, although it can affect
almost the entire skin surface [14]. Unlike what was described in the bibliographic evidence,
the patient presented injuries in the left anterior region of the chest and in the left upper
abdominal region, and similar injuries were not reported prior to hospitalization to the ICU.

To ensure adequate treatment, the necessary diagnostic tests must be performed in EG in
order to determine its etiology [15]. Dermatological clinical presentation is essential to aid in
the diagnosis, as occurred in this case, where the patient was found with blackish lesions
located on the skin of the left hypochondrium region. This diagnosis was suspected and
confirmed by the multidisciplinary teams who were in charge of the ICU. EG-type lesions
caused by fungi such as Candidamust be ruled out in immunocompromised patients, where a
definitive diagnosis supported by blood cultures and skin biopsy with cultures is necessary, as
was performed in this case [16]. It should be considered that series of cases have been
reported with a percentage of sepsis associated with EG of up to 38% [1], demonstrating how
septic or immunocompromised individuals died more frequently than those who were im-
munocompetent or non-septic, thus suggesting a poor prognosis [14]. Early detection of EG
and early termination of its etiologies are essential for adequate therapeutic management.

Conclusion

EG should be suspected in patients who have characteristic skin lesions together with a
state of immunosuppression such as diabetes mellitus or steroid use, although it can also
occur in immunocompetent individuals. Early detection of EG lesions guarantees a timely
therapeutic approach. Several microbiological etiologies have been reported, where P.

Fig. 4. Timeline of the main events of the case.
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aeruginosa accounts for more than 2/3. However, it must be kept in mind that fungal in-
fections can involve the skin, thus indicating the severe immunological compromise of the
affected individual. Likewise, we do not recommend dividing cases into those without
Pseudomonas and those with Pseudomonas, as was done previously. This case report shows
how immunosuppression led a patient treated in the ICU to present infections caused by
several fungi in different sites of the body such as skin, orotracheal secretion, blood, and urine.

Statement of Ethics

The study complied with the Declaration of Helsinki [17]. Written informed consent was
obtained from the patient’s next of kin for publication of the details of their medical case and
any accompanying images. This investigation was approved by the Ethics Review Board of
Clínica Palma Real and its Scientific Committee (Act 01/2023).

Conflict of Interest Statement

The authors have no conflicts of interest to declare.

Funding Sources

This investigation has been funded by Dirección General de Investigaciones of Uni-
versidad Santiago de Cali under call No. 01-2024. The funder had no role in the design, data
collection, data analysis, or reporting of this study.

Author Contributions

Germán Andrés León-Sánchez, Heiler Lozada-Ramos, and Andrés Darío Restrepo Becerra:
data collection, literature review, and manuscript writing. Jorge Enrique Daza-Arana, and
Ruben Varela-Miranda: data analysis and manuscript editing.

Data Availability Statement

All data generated or analyzed during this study are included in this article and its online
version. Supplementary material files or other queries may be directed to the corresponding
author upon reasonable request.

References

1 Shareef N, SyedM. Disseminated fusariosis presenting as ecthyma gangrenosum. PostgradMed J. 2022;98(e1):
e38. https://doi.org/10.1136/postgradmedj-2020-139689

2 Flores R, Villarroel JL, Valenzuela F. Enfrentamiento de las infecciones de piel en el adulto. Revista médica
clínica los condes. 2021;32(4):429–41. https://doi.org/10.1016/j.rmclc.2021.06.004

3 Vaiman M, Lazarovitch T, Heller L, Lotan G. Ecthyma gangrenosum and ecthyma-like lesions: review article.
Eur J Clin Microbiol Infect Dis. 2015;34(4):633–9. https://doi.org/10.1007/s10096-014-2277-6

4 Wang M, Liu Q, Zhang Y, Li X. Ecthyma gangrenosum caused by Candida tropicalis in a patient with liver
cirrhosis. J Infect Public Health. 2019;12(5):710–2.

Case Reports
in Dermatology

Case Rep Dermatol 2024;16:240–247 246
DOI: 10.1159/000542105 © 2024 The Author(s). Published by S. Karger AG, Basel

www.karger.com/cde

León-Sánchez et al.: Ecthyma Gangrenosum of Fungal Origin

D
ow

nloaded from
 http://karger.com

/cde/article-pdf/16/1/240/4303727/000542105.pdf by guest on 08 July 2025

https://doi.org/10.1136/postgradmedj-2020-139689
https://doi.org/10.1016/j.rmclc.2021.06.004
https://doi.org/10.1007/s10096-014-2277-6
https://www.karger.com/cde
https://www.karger.com/cde
https://doi.org/10.1159/000542105
https://www.karger.com/cde


5 Tsao H, Swartz M, Weinberg A, Jonson RA. Infecciones en tejidos blandos: erisipela, celulitis y celulitis
gangrenosa. En. In: Fitzpatrick TB, editor. Dermatología en Medicina General. 5.aed. Buenos Aires: Médica
Panamericana; 2001. p. 2344–64.

6 Aygencel G, Dizbay M, Sahin G. Burkholderia cepacia as a cause of ecthyma gangrenosum-like lesion. Infection.
2008;36(3):271–3. https://doi.org/10.1007/s15010-007-6357-8

7 Agarwal S, Sharma M, Mehndirata V. Solitary ecthyma gangrenosum (EG)-like lesion consequent to Candida
albicans in a neonate. Indian J Pediatr. 2007;74(6):582–4. https://doi.org/10.1007/s12098-007-0098-7

8 Velegraki A, Cafarchia C, Gaitanis G, Iatta R, Boekhout T. Malassezia infections in humans and animals:
pathophysiology, detection, and treatment. PLoS Pathog. 2015;11(1):e1004523. https://doi.org/10.1371/
journal.ppat.1004523

9 Molina FJ, Díaz CA, Barrera L, De La Rosa G, Dennis R, Dueñas C, et al. Perfil microbiológico de las infecciones en
Unidades de Cuidados Intensivos de Colombia (EPISEPSIS Colombia). Med Intensiva. 2011;35(2):75–83.
https://doi.org/10.1016/j.medin.2010.11.003

10 Ponce De León L. Las micosis invasivas en países en vías de desarrollo. Memorias del simposio: Avances en el
diagnóstico de la candidiasis y otras micosis invasivas. México. Dermatol Rev Mex. 2018;62(4).

11 Guarana M, Nucci M. Acute disseminated candidiasis with skin lesions: a systematic review. Clin Microbiol
Infect. 2018;24(3):246–50. https://doi.org/10.1016/j.cmi.2017.08.016

12 Beasley K, Panach K, Dominguez AR. Disseminated Candida tropicalis presenting with ecthyma-gangrenosum-
like lesions. Dermatol Online J. 2016;22(1):13030. https://doi.org/10.5070/d3221029790

13 Sutherland CA, Quest TL, Wanat KA. Ecthyma gangrenosum. IDCases. 2023;31:e01694. https://doi.org/10.
1016/j.idcr.2023.e01694

14 Lau WC, Yang K, Lau CB, Pan CX, Kassamali B, Nambudiri VE. Clinicopathologic features of ecthyma gan-
grenosum: a single integrated health system cohort. Arch Dermatol Res. 2023;315(9):2717–9. https://doi.org/
10.1007/s00403-023-02655-w

15 Hernández OM, Merlán PAI, Álvarez GR. Factores pronósticos de pacientes con sepsis en cuidados intensivos.
Rev Cub Med Int Emerg. 2018;17(1):36–46.

16 Firdiyono MTC. Ecthyma gangrenosum-like lesions caused by Candida sp.: a review of literature. J Pakistan
Assoc Dermatologists. 2023;33(4):1582–8.

17 Ministerio de Salud. Declaración de HELSINKI de la AMM [Internet]. 2020 [cited 2023 Apr 13]. Available from:
https://bit.ly/407chVp

Case Reports
in Dermatology

Case Rep Dermatol 2024;16:240–247 247
DOI: 10.1159/000542105 © 2024 The Author(s). Published by S. Karger AG, Basel

www.karger.com/cde

León-Sánchez et al.: Ecthyma Gangrenosum of Fungal Origin

D
ow

nloaded from
 http://karger.com

/cde/article-pdf/16/1/240/4303727/000542105.pdf by guest on 08 July 2025

https://doi.org/10.1007/s15010-007-6357-8
https://doi.org/10.1007/s12098-007-0098-7
https://doi.org/10.1371/journal.ppat.1004523
https://doi.org/10.1371/journal.ppat.1004523
https://doi.org/10.1016/j.medin.2010.11.003
https://doi.org/10.1016/j.cmi.2017.08.016
https://doi.org/10.5070/d3221029790
https://doi.org/10.1016/j.idcr.2023.e01694
https://doi.org/10.1016/j.idcr.2023.e01694
https://doi.org/10.1007/s00403-023-02655-w
https://doi.org/10.1007/s00403-023-02655-w
https://bit.ly/407chVp
https://www.karger.com/cde
https://www.karger.com/cde
https://doi.org/10.1159/000542105
https://www.karger.com/cde

	Ecthyma Gangrenosum of Fungal Origin: A Case Report
	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


