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Abstract Background: Giant fibrovascular polyps of the esophagus are rare tumors. They are usually located in the upper

third of the esophagus. Symptoms include dysphagia and regurgitation of the mass into the oral cavity, which can cause

airway obstruction, secondary to mechanical pressure on the larynx.

We present a 34-year-old male patient with a 10-month history of gradually intermittent dysphagia and

regurgitating mass into the mouth without syncope, airway obstruction, weight loss, melena and hematemesis. After

diagnosis of a giant fibrovascular polyp of the esophagus, endoscopic polypectomy was performed. Histopathological

examination revealed a fibrovascular polyp. Esophagoscopy at 2 years after excision showed no mass or symptom

recurrence. The literatures regarding giant esophageal polyp were reviewed.
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INTRODUCTION

Giant pedunculated esophageal polyps are very
rare benign neoplasm. Moersch and Harrington
discovered that 44 (0.59%) benign esophageal tumors
were identified in 7,459 consecutive autopsies at the
Mayo Clinic1. Amongst benign esophageal tumors,
only 0.03% were giant fibrovascular polyps2.  They are
more frequent in males (male:female ratio = 3:1)3.
Average age at diagnosis was 54 years with a range of 19
months to 88 years.

Location
About 85% of polyps are located in the upper

third of the esophagus, close to the upper esophageal
sphincter, and originate as small mucosal or
submucosaltumors, extending into the esophageal
lumen due to peristalsis which then become
pedunculated polyps. The peristaltic activity from the
esophagus through constant traction, over the years,
leads to the growth of this lesion4,5.

Clinical manifestation
Sixty-two percent of the patients were presented

with dysphagia which was the most frequently symptom.
The dysphagia was usually progressive, starting with
solids and then advancing to liquids. The second most
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common symptom was regurgitation of the mass into
the mouth, which occurred in 38% of the patients.
Other symptoms were a lump in the throat, weight loss,
regurgitated of food, chest pain, coughing, odyno-
phagia, sore throat, vomiting, abdominal pain, melena
and asphyxiation, which results from impaction of the
polyp in the glottis. This is the most dreadful
complication4-6.

Diagnostic evaluation

Barium studies are commonly used5,6.  However,
they have a low sensitivity to demonstrate the pedicle
lesion7.  Endoscopy is helpful in visualization of
polypoid mass originated at upper esophagus, but it
was found that 22% of initial barium studies along with
33% of initial endoscopic examinations failed to identify
the presence of polyps4. An endoscopic ultrasound
may be useful as an adjunct imaging examination since
it provides information about the size and origin of the
lesion on the vascularization of the polyps8.  CT scanning
and an MRI are more accurate in evaluating these
lesions, which may be useful both for diagnosis as well
as for surgical planning9.

Histologic examination of resected polyps

Histologic examinations revealed a variety of cell
types. 34%are fibrovascular, 21% are fibroma, 17% are
lipomas, 11% are fibrolipomas whilst others are
hamartoma, schwannoma, giant cell tumor,
epithelioma4. Fibrovascular polyps are covered with
normal mucosa and containing amounts of fibrous,
vascular and adipose tissue therefore, these polypoid
lesions have been termed as lipomas, fibromas,
fibrolipomas, or fibroepithelial polyps in the literature.
The World Health Organization has classified them as
fibrovascular polyps. Malignant transformation is rare,
but has been reported in esophageal polyps as the
lipomatous components can undergo sarcomatous
changes. The squamous mucosa can develop into
squamous cell carcinoma, while small polyps can
develop into adenocarcinoma10-12.

Treatment

Giant fibrovascular polyps should be removed
surgically as soon as possible after confirmation of
diagnosis depending on the risk of airway obstruction.
Current treatment for this complication includes
resection through cervical incision, thoracotomy or

endoscopic approach. If the stalk can be visualized
endoscopically, endoscopic resection can be
performed13-17.  Use of a detachable snare loop, or
stapling device allows good vascular control for
achievement of hemostasis which is the most important
key of treatment due to hypervascularity at stalk.

In one case, ablation of the polyp was achieved by
endoscopic YAG laser vaporization18.  However, in
many other cases, surgical excision is required because
of poor visualization, site of attachment of the stalk, or
impending airway obstruction18. Nonoperative
management of these lesions is of historical interest
only and should be avoided.

A CASE REPORT

A 34-year-old Thai male patient presented with a
10-month history of gradually intermittent dysphagia
and regurgitated mass into the mouth without weight
loss, melena nor hematemesis. He had no other medical
conditions. The physical examination revealed a 5x2
cm mass in the mouth provoked by coughing with its
disappearance on swallowing. No other abnormality
was detected during the physical examination.

Figure 1 Barium swallow showed a polypoid, smooth border
with a filling defect originating from the cervical
esophagus.
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Radiologic examination with barium swallow
showed a polypoid, smooth border, filling defect
originating from the cervical esophagus, about C7
level, caused moderate luminal narrowing without
obstruction (Figure 1). The thoracic computerized
tomographic scan demonstrated a well-defined tubular
fatty lesion within the proximal esophageal lumen,
measuring about 1.6 cm in diameter and 8.6 cm in
length (Figure 2).

The flexible esophagoscopy showed a
pedunculated smooth surface mass, 8 cm in length,
arising from the upper esophageal sphincter and
extending down into middle esophagus. No specific
abnormality was detected in the stomach and proximal
duodenum (Figure 3).

The diagnosis of fibrovascular polyp was made
from radio-graphically examination, and confirmed
by endoscopic biopsy. Laboratory investigations and a
chest radiograph were within normal limits. An
endoscopic esophageal polypectomy was selected.

The patient was taken to the operating room for
a planned polypectomy under general anesthesia.

Figure 2  Chest CT scan demonstrated well-defined, tubular shaped lesion at the proximal esophageal lumen.

Figure 3 Flexible esophagoscopy showed pedunculated mass
arising from the upper esophageal sphincter.

Flexible esophagoscope was performed first, which
revealed a polyp as previous described. The distal end
of the polyp was then extracted by grasping the polyp
and retracted through the oral cavity (Figure 4).
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Endoscopic mechanical hemostasis was achieved with
the tightening of a rubber stopper to tamponade any
feeder vessels in the polyp stalk by a detachable snare

Figure 4 Distal portion of polyp extracted from mouth while still
attached to the cervical esophagus

loop (Endoloop, Olympus, Tokyo, Japan) (Figure 5A,
5B). Placement of a diathermy snare above endoloop
following hot snare polypectomy (ICC 200, Erbe,
Tubingen, Germany) (Figure 5C, 5D).  The esophageal
lumen was then inspected, and was found to be free
from bleeding, mucosal tears, or perforation. The
polyp was approximately 7 cm in size (Figure 6).

Liquid diet was begun postoperatively on the day
of surgery. On the next day, the patient was advanced
to regular diet. The patient recovered uneventfully
and was cured of his dysphagia.

Histopathological examination demonstrated a
benign appearing fibrovascular proliferation, and the
overlying epithelium showed no evidence of
morphologic atypia, mitotic figures, nor features of
malignancy. The lesion was consistent with a
fibrovascular polyp.

The patient was followed up for more than two
years with esophagoscopy, which revealed no

Figure 5 A.Placement of Endoloop around polyp stalk then tightening of rubber stopper to tamponade any feeder vessels in the polyp
stalk B. Endoloop (Olympus, Tokyo, Japan) C. Placement of diathermy snare above endoloop following by a hot snare
polypectomy D. Diathermy snare (ICC 200, Erbe, Tubingen, Germany)
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activity from the esophagus leading to the growth of
this lesion, which is attached to the esophageal wall by
a small pedicle. The polyps are usually located in the
upper third of the esophagus. Malignant changes had
been reported by Bak et al.10, Marcial et al.11 and Petry
et al.12. Dysphagia and regurgitated mass into the oral
cavity had also been seen in this patient without
asphyxia. Negative contrast and endoscopic studies
should be accepted with caution and repeated if
necessary. CT scanning and MRI are more accurate in
evaluation of these lesions, which in turn may be useful
both for diagnosis and surgical planning6.

The definitive treatment of fibrovascular polyp is
excision, which can be performed either endoscopically
or surgically such as Pallabazzer et al.15 and Badi et al.19

reported surgical removal by esophagotomy approach.
Successful endoscopic esophageal polypectomy have
been reported by Jie et al.17, Lee et al.20 and Lobo et
al.21 Recent reports on esophageal polyps and their
removal are shown in Table 1.

In our case, it was possible to remove the entire
polyp endoscopically without complication using a
detachable snare loop following a hot snare
polypectomy despite being large in size.

Figure 6  Gross surgical specimen of the fibrovascular polyp.

Table 1  Recent reports of esophageal polyps and their removal

Report Year Size(cm) Location of Detection Surgical
polyp method approach Ref

Garcia B et al. 2012 16 × 7 × 7 Below Killian’s area CT chest, endoscopy Esophagotomy 13

Madeira FP et al. 2013 23 × 9 × 9 Upper esophageal Chagas serology, Esophagectomy 14

sphincter CT chest, EGD,
esophageal manometry

Pallabazzer G et al. 2013 18 × 5.4 × 4 Hypopharynx EGD, CT chest, EUS Cervicotomy and 15
pharyngotomy

Park JS et al. 2014 > 5 Cervical esophagus EGD Endoscopic polypectomy 22

Badi R et al. 2015 12 × 4 × 3 Cervical esophagus Barium swallow, EGD, Left cervical exploration 19
EUS, CT chest

Diane L et al. 2016 15 × 5 Cervical esophagus CT chest, EUS Endoscopic piecemeal 16

resection

Jie L et al. 2016 18 × 6 Cervical esophagus Barium swallow, EGD, Endoscopic polypectomy 17

EUS, CT chest

Lee JW et al. 2016 12.5 × 3.2 Cervical esophagus EGD, EUS Endoscopic polypectomy 20

Lobo N et al. 2016 7 upper esophagus CT chest, Barium Endoscopic resection 21

swallow using ultrasonic

shears

CT = Computer Tomography ,EGD = Esophagogas troduodenoscopy, EUS = Endoscopic ultrasound

recurrence.

DISCUSSION

Giant fibrovascular polyp is a rare entity with few
cases reported in the literature. It is a benign
intraluminal tumor of esophagus consisting of fibrous
and lipomatous components with hypervascularity.
The redundant submucosal folds with the peristaltic
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CONCLUSION

Giant fibrovascular polyps of the esophagus are
rare tumors. The polyps should be removed as soon as
possible depending on the risk of airway obstruction.
Appropriate treatment depends on the accurate
assessment of the origin, diameter, and vascularity of
the pedicle, along with tumor size. Endoscopic
procedure has already been accepted as a minimally
invasive alternative to surgery, and provides faster
patient recovery and early return to work or normal
routines.

Disclosure

No authors report any conflict of interest.

ACKNOWLEDGEMENT

The authors thank Mr. Andrew Jonathan Tait of
the International Affairs, Faculty of Medicine, Prince
of Songkla University, for his help in English language
editing of the manuscript.

REFERENCES

1. Harrington SW. Surgical treatment of benign and secondary

malignant tumors of the esophagus. Arch Surg 1949;58:646-

61.

2. Moersch JH, Harrington SW. Benign tumor of the esophagus.

Ann OtolRhinolLaryngol 1944;53:800-17.

3. Goenka AH, Sharma S, Ramachandran V, et al. Giant fibro-

vascular polyp of the esophagus: Report of a case. Surg

Today 2011;41:120-4.

4. Manuel C, Glen S, Sarah M, et al. Large Pedunculated Polyps

Originating in the Esophagus and Hypopharynx. Ann Thorac

Surg 2006;81:393-6.

5. Sargent RL, Hood IC. Asphyxiation caused by giant fibro-

vascular polyp of the esophagus. Arch Pathol Lab Med

2006;130:725-7.

6. Yannopoulos P, Manes K. Giant fibrovascular polyp of the

esophagus - imaging techniques can localize, preoperatively,

the origin of the stalk and designate the way of surgical

approach: a case report. Cases J 2009; 26:6854.

7. Jang KM, Lee KS, Lee SJ, et al. The spectrum of benign

esophageal lesions: imaging findings. Korean J Radiol 2002;

3:199-210.

8. Solerio D, Gasparri G, Ruffini E, et al. Giant fibrovascular polyp

of the esophagus. Dis Esophagus 2005;18:410-2.

9. Filipe M, Jonatan J, Cacio W, et al. Giant fibrovascular polyp

of the esophagus: A diagnosis challenge ABCD Arq Bras Cir

Dig 2013; 26:71-3.

10. Bak YT, Kim JH. Liposarcoma arising in a giant lipomatous

polyp of the esophagus. Korean J Intern Med1989;4:86-9.

11. MarcialR.Epidermoidcarcinomainmucosaoverlying a

pedunculatedlipoma of the esophagus. J ThoracSurg

1959;37:427-34.

12. Petry JJ, Shapshay S. Squamous cell carcinoma in an

esophageal polyp. Arch Otolaryngol 1981;107:192-3.

13. Garcia-Perez B, Arcia-Paredes R, Ono-Ono A, et al. Giant

fibrovascular esophageal tumor. Endoscopic vision. Rev

EspEnferm Dig 2012;104:104-6.

14. Madeira FP, Justo JWR, Wietzycoski CR, et al. Giant fibrovacular

polyp of the esophagus: A diagnostic challenge. Arq Bras Cir

Dig 2013;26:71-3.

15. Pallabazzer G, Santi S, Biagio S, et al. Difficult polypec-tomy-

giant hypopharyngeal polyp: Case report and literature

review. World J Gastroenterol 2013;19:5936-9.

16. Diane L, Jean G, Marc B. Endoscopic resection of a giant

esophagealfibrovascular polyp. Endoscopy 2016;48:69-70.

17. Jie L, Hua Y, Renfu P, et al. Gastroscopic removal of a giant

fibrovascular polyp from the esophagus. Thoracic Cancer

2016;7:363-6.

18. NaveauS,BedossaP, Mallet L, et al. Successful ablation of a

large fibrovascular polyp of the esophagus by endoscopic

Nd:YAG laser therapy. GastrointestEndosc 1989;35:254-6.

19. Badi R, Mark M, Jasmine G, et al. Unusual presentation of a

giant benign inflammatory polyp in the upper esophagus. Int

J Surg Case Rep 2015;6:206-9.

20. Lee JW, kim GH, kim JK, et al. A case of giant fibrovascular

polyp of the esophagus, Treated successfully by endoscopic

resection. Korean J Gastroenterol 2016;67:253-6.

21. Lobo N, Hall A, Weir J, et al. Endoscopic resection of a giant

fibrovascular polyp of the oesophagus with the assistance of

ultrasonic shears. BMJ Case Rep 2016.

22. Park JS, Bang BW, Shin J, et al. A Case of Esophageal

Fibrovascular Polyp That Induced Asphyxia during Sleep.

ClinEndosc 2014;47:101-3.



Vol. 38 No. 2 Endoscopic Polypectomy of Fibrovascular Polyp 79

∫∑§—¥¬àÕ √“¬ß“πºŸâªÉ«¬∑’Ë‰¥â√—∫°“√√—°…“μ‘Ëß‡π◊ÈÕ¢π“¥„À≠à∑’ËÀ≈Õ¥Õ“À“√‚¥¬«‘∏’ àÕß°≈âÕß

»ÿ¿«—≤πå ‡≈“À«‘√‘¬–°¡≈, π—π∑åÕ—§√ «‘∫Ÿ≈¬å¢«—≠, μàÕμ√–°Ÿ≈ ∑Õß°—π, «√«‘∑¬å «“≥‘™¬å ÿ«√√≥,

 ‘√‘æß»å ™’«∏π“°√≥å°ÿ≈, æÿ≤‘»—°¥‘Ï æÿ∑∏«‘∫Ÿ≈¬å

¿“§«‘™“»—≈¬»“ μ√å §≥–·æ∑¬»“ μ√å ¡À“«‘∑¬“≈—¬ ß¢≈“π§√‘π∑√å

¿Ÿ¡‘À≈—ß: μ‘Ëß‡π◊ÈÕ¢π“¥„À≠à∑’Ë∫√‘‡«≥À≈Õ¥Õ“À“√‡ªìπ‡π◊ÈÕßÕ°∑’Ëæ∫‰¥âπâÕ¬¡“° ‚¥¬¡“°®–æ∫„π∫√‘‡«≥

À≈Õ¥Õ“À“√ à«π∫π · ¥ßÕ“°“√°≈◊π≈”∫“°·≈–Õ“°“√∑“ß‡¥‘πÀ“¬„®Õÿ¥μ—π®“°°“√ ”√Õ°°âÕπ‡π◊ÈÕßÕ°¢÷Èπ

¡“„π™àÕßª“°®π°¥°≈àÕß‡ ’¬ß

°“√π”‡ πÕ√“¬ß“πºŸâªÉ«¬: ºŸâªÉ«¬™“¬Õ“¬ÿ 34 ªï ¡’Õ“°“√°≈◊π≈”∫“°·≈– ”√Õ°°âÕπ‡π◊ÈÕßÕ°‡¢â“¡“„π

™àÕßª“°‡ªìπ§√—Èß§√“« ‚¥¬∑’Ë‰¡à¡’Õ“°“√‡ªìπ≈¡ ∑“ß‡¥‘πÀ“¬„®Õÿ¥μ—π πÈ”Àπ—°≈¥ ∂à“¬¥” À√◊ÕÕ“‡®’¬π‡ªìπ‡≈◊Õ¥

À≈—ß®“°‰¥â√—∫°“√«‘π‘®©—¬ ºŸâªÉ«¬‰¥â√—∫°“√√—°…“‚¥¬°“√μ—¥°âÕπ‡π◊ÈÕßÕ°ºà“π°“√ àÕß°≈âÕß μ‘¥μ“¡À≈—ß®“°ºà“μ—¥

2 ªïæ∫«à“‰¡à¡’°âÕπ·≈–Õ“°“√°≈—∫‡ªìπ´È”

 √ÿª: μ‘Ëß‡π◊ÈÕ¢π“¥„À≠à∫√‘‡«≥À≈Õ¥Õ“À“√æ∫‰¥âπâÕ¬ ‚¥¬∑’ËºŸâªÉ«¬®–¡’§«“¡‡ ’Ë¬ßμàÕ∑“ß‡¥‘πÀ“¬„®Õÿ¥

μ—π °“√√—°…“∑’Ë‡À¡“– ¡®–μâÕß§”π÷ß∂÷ßμ”·Àπàß ¢π“¥ ·≈–‡ âπ‡≈◊Õ¥∑’Ë¢—È«¢Õßμ‘Ëß‡π◊ÈÕ °“√√—°…“ºà“π°“√ àÕß

°≈âÕß®–∑”„ÀâºŸâªÉ«¬øóôπμ—«·≈–°≈—∫‰ª„™â™’«‘μμ“¡ª°μ‘‰¥â√«¥‡√Á«



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /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 /Warning
  /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 false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /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 300
  /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 ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. 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 for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /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 /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


