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Abstract
Subcutaneous panniculitis-like T-cell lymphoma (SPTCL) is a rare subtype of cutaneous T-cell
lymphoma that usually presents with tender subcutaneous nodules on the trunk and extremities.
Immunosuppressive therapy is considered first-line treatment for SPTCL, while multiagent
chemotherapy is used for SPTCL complicated by hemophagocytic lymphohistiocytosis (HLH).
Here, we report a 42-year-old Hispanic man that presented with a 5-year history of recurrent
painful subcutaneous lesions in the absence of constitutional symptoms, lymphadenopathy, and
hepatosplenomegaly. A punch biopsy revealed an atypical lymphoid infiltrate in between
subcutaneous adipose lobules. Lymphocytes expressed CD3, CD8, and Beta F-1 and did not
express CD4 and CD56. Based on clinical and histologic findings, the patient was diagnosed with
SPTCL. In addition, laboratory findings did not demonstrate any evidence of HLH. He was initially
started on both prednisone and hydroxychloroquine with no improvement. A trial of cyclo-
sporine and methotrexate yielded no clinical improvement. As the lesions failed to resolve after
treatment with multiple immunosuppressive agents, romidepsin, an intravenous histone
deacetylase (HDAC) inhibitor, was initiated. After two cycles of romidepsin, the patient achieved
complete clinical response. He continues to be in remission 12 months later with monthly
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maintenance therapy. This case illustrates that romidepsin can be useful as monotherapy for
refractory SPTCL without HLH.

© 2022 The Author(s)

Published by S. Karger AG, Basel

Introduction

Subcutaneous panniculitis-like T-cell lymphoma (SPTCL) is a rare form of cutaneous
T-cell lymphoma characterized by subcutaneous infiltrates of cytotoxic T cells of the alpha/
beta phenotype. It typically presents with tender subcutaneous nodules on the trunk and
extremities. It comprises <1% of all cutaneous T-cell lymphomas and typically has an indolent
clinical course, consisting of recurrent lesions without extracutaneous involvement [1, 2].
Currently, immunosuppressive agents are considered first-line treatment, and multiagent
chemotherapy regimens may be utilized for cases associated with hemophagocytic lym-
phohistiocytosis (HLH) [3]. There are no current guidelines for the treatment of patients with
SPTCL who fail immunosuppressive agents. Romidepsin, an intravenous histone deacetylase
(HDAC) inhibitor, has recently been introduced as a promising drug for the treatment of
relapsed/refractory peripheral T-cell lymphomas [4]. However, its efficacy in treating re-
fractory SPTCL has not been firmly demonstrated. Here, we report a case of SPTCL without
HLH recalcitrant to immunosuppressive agents that responded to romidepsin. This case suggests
a potential utility for HDAC inhibitors as a single treatment regimen for immunosuppressive-
resistant SPTCL patients.

Case Report

A 42-year-old Hispanic man presented with a 5-year history of recurrent painful sub-
cutaneous lesions that first appeared on the arms and subsequently spread to the legs,
buttocks, abdomen, and back. He denied a history of fever, fatigue, or weight loss. Physical
exam revealed several violaceous ill-defined subcutaneous painful nodules on the extremities
without lymphadenopathy or hepatosplenomegaly (Fig. 1a–c). Previous treatments included
topical clindamycin and intermittent oral trimethoprim-sulfamethoxazole for 18 months
without improvement.

A punch biopsy was performed, revealing a prominent subcutaneous infiltrate of lym-
phocytes, histiocytes, and neutrophils with a predominance of atypical lymphoid infiltrate in
the subcutaneous tissue with characteristic rimming of adipocytes (Fig. 2a). Lymphocytes
expressed CD3, CD8, and Beta F-1 and did not express CD4 and CD56 (Fig. 2b–e). High-
throughput sequencing of the biopsy identified a dominant T-cell receptor clone, indicating
T-cell monoclonality. Laboratory studies including lipid panel, lactate dehydrogenase, anti-
nuclear antibodies, alpha-1-antitrypsin, ferritin, and interleukin-2 receptor levels were un-
remarkable. Peripheral blood flow cytometry did not reveal an abnormal lymphocyte
population. Positive emission tomography (PET) scan demonstrated multiple hypermetabolic
subcutaneous lesions within the right flank, gluteus muscles and posterior thighs with no
lymph node or visceral involvement. Based on the results of the complete blood count, lipid
panel, flow cytometry, ferritin, and interleukin-2 receptor, our patient did not fulfill criteria for
HLH [5]. Combining the clinical, laboratory, and histologic findings, the patient was diagnosed
with SPTCL without HLH.
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With an established diagnosis, the patient was initially treated with a 4-week course of
prednisone 40 mg daily tapered down by 10 mg weekly and hydroxychloroquine 200 mg
twice daily. No clinical improvement was noted after 3 months of treatment. Therefore, the
patient was started on cyclosporine 100 mg twice daily and individual lesions were treated
with intralesional triamcinolone acetonide injections. Cyclosporine was increased to 150 mg
twice daily; however, new lesions continued to appear. After 3 months of treatment, cy-
closporine was stopped, and methotrexate was initiated at 7.5 mg weekly dose. Given the lack
of response, the dose of methotrexate was increased to 25 mg weekly. Despite 7 months of
treatment with methotrexate, a follow-up PET scan demonstrated evidence of active disease
defined by the presence of hypermetabolic subcutaneous stranding [6]. Since the patient
continued to develop lesions despite receiving multiple different lines of immunosuppressive
agents, we initiated treatment with the HDAC inhibitor romidepsin. The patient was started

a b c
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Fig. 1. Multiple indurated subcutaneous nodules with minimal surface change on the left forearm (a) and
right lower extremity (b, c). Normal skin after resolution of subcutaneous nodules (d–f).
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on a cycle of 14mg romidepsinweekly with three consecutive weeks of treatment followed by
1 week off therapy. Given that the patient initially experienced minor cytopenias, nausea,
vomiting, and loss of appetite, the dose of romidepsin was reduced by 20% during the second
cycle which led to a reduction of his hematologic and gastrointestinal side effects.

After 2 cycles of treatment, the patient achieved complete clinical response with reso-
lution of all active lesions and no new detectable lesions (Fig. 1d–f). Repeat PET scan after the
4th cycle of romidepsin demonstrated radiographic clinical remission as there was no evi-
dence of hypermetabolic subcutaneous stranding seen on prior imaging [6]. He continues to
remain in remission after 12 months, currently undergoing monthly maintenance therapy.

Discussion

SPTCL is an uncommon primary cutaneous T-cell lymphoma that requires a robust
workup to ensure an accurate diagnosis and appropriate management. First, it is imperative

a

b

c

d

e

Fig. 2. Punch biopsy demonstrating lobular and septal infiltration with prominent medium to small sized
lymphocytes accompanied by some histiocytes and neutrophils (a, H&E ×50, ×100). Inset demonstrates
characteristic rimming of lymphocytes around individual adipocytes that express CD3 (b), CD8 (c), Beta
F-1 (d), and do not stain with CD4 (e).
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to distinguish SPTCL from primary cutaneous gamma-delta T-cell lymphoma (PCGD-TCL) as
both these malignancies involve subcutaneous adipose tissue. SPTCL is of the alpha/beta
phenotype that typically has an indolent course and good prognosis. Unlike SPTCL, PCGD-TCL
is an aggressive T-cell lymphoma of the gamma/delta phenotype with a grim prognosis that
presents with ulcerated nodules and plaques. CD56 and Beta F-1 staining on histologic
examination are used to differentiate between these two entities. CD56 positivity and Beta F-1
negativity are hallmark findings for PCGD-TCL, as it infers a gamma/delta origin [2]. Fur-
thermore, as opposed tomore PCGD-TCL patients, only a small subset of SPTCL patients develop
HLH, a rare but potentially fatal disorder characterized by nonremitting fevers, lymphade-
nopathy, hepatosplenomegaly, pancytopenia, liver dysfunction, hypertriglyceridemia, and
hyperferritinemia [7].

It is important to assess for HLH during SPTCL workup since the presence of HLH will
dramatically influence treatment options. Immunosuppressive agents are first line for SPTCL,
while systemic chemotherapy is reserved for PCGD-TCL with or without HLH and SPTCL with
HLH [8]. In the reported case, the biopsy demonstrated CD56 negativity and Beta F-1
positivity, indicating SPTCL of the alpha/beta origin, not PCGD-TCL. Furthermore, physical
examination and laboratory studies did not reveal any laboratory abnormalities concerning for
HLH. The patient was diagnosed with SPTCL based on these results and was initially started on
immunosuppressive therapy. Subsequently, the patient failed three consecutive immunosup-
pressive regimens including hydroxychloroquine, cyclosporine, and methotrexate.

Currently, there are no guidelines for treatment of patients with SPTCL who fail immu-
nosuppressive agents. Since HDAC inhibitors have shown efficacy in other types of refractory
peripheral T-cell lymphomas, the patient was initiated on an HDAC inhibitor [4, 9, 10].
Romidepsin was chosen over other potential HDAC inhibitors owning to its FDA approval in
refractory peripheral T-cell lymphomas [11, 12]. While the precise antitumor mechanisms of
romidepsin have not been elucidated, it is likely that romidepsin exerts its effects by induction
of cell cycle arrest and apoptosis in tumor cells [12]. In addition, romidepsin selectively
modulates critical growth factor pathways such as JAK-STAT involved in cellular proliferation
[12]. Important side effects to monitor in patients on romidepsin include cytopenias, gas-
trointestinal disturbance, and electrolyte abnormalities.

Previous case reports have shown romidepsin to be effective in patients with SPTCL and
possible HLH [13, 14]. Additionally, romidepsin has been shown to be effective in refractory
SPTCL in a patient who had an initial response to immunosuppressive agents [14]. In patients
with relapsed SPTCL, romidepsin was also shown to be effective [10]. Our case differs from
these prior studies in that our patient did not have HLH, failed all initial immunosuppressive
therapy, and did not have relapsed SPTCL. Another report demonstrated complete remission
of systemic SPTCL with chidamide, a different HDAC inhibitor [15]. However, chidamide was
used in combination with chemotherapy to achieve remission, so it is unknown whether the
positive clinical response was due solely to the HDAC inhibitor. Since the efficacy of romi-
depsin in treating refractory SPTCL has not been firmly demonstrated, our case reinforces the
potential utility of romidepsin as a useful monotherapy for refractory SPTCL without HLH.
Additionally, it opens the opportunity for investigation as a first-line therapy for SPTCL.

Statement of Ethics

Ethics approval was not required for this study. This retrospective review of patient data
did not require ethical approval in accordance with local/national guidelines. Written, in-
formed consent was obtained from the patient for publication of the details of their medical
case and any accompanying images.

Case Reports
in Oncology

Case Rep Oncol 2022;15:1088–1094 1092
DOI: 10.1159/000526641 © 2022 The Author(s). Published by S. Karger AG, Basel

www.karger.com/cro

Gleason et al.: Recalcitrant SPTCL Responsive to HDAC Inhibitor

https://www.karger.com/cro
https://www.karger.com/cro
https://doi.org/10.1159/000526641
https://www.karger.com/cro


Conflict of Interest Statement

The authors have no conflict of interest to declare.

Funding Sources

Dr. Neda Nikbakht is the recipient of the Todd Nagel Memorial Award from the Skin
Cancer Foundation.

Author Contributions

Laura Gleason and Daniel Joffe wrote, reviewed, and edited the manuscript. Safiyyah
Bhatti helped with investigation and methodology. Alexa Cohen, Lauren Banner, and Emily
Correia reviewed and edited the manuscript. Onder Alpdogan and Pierluigi Porcu helpedwith
conceptualization. Neda Nikbakht helped with conceptualization, investigation, and
supervision.

Data Availability Statement

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

References

1 Sugeeth MT, Narayanan G, Jayasudha AV, Nair RA. Subcutaneous panniculitis-like T-cell lymphoma. Proc. 2017
Jan;30(1):76–7.

2 Willemze R, Jaffe ES, Burg G, Cerroni L, Berti E, Swerdlow SH, et al. WHO-EORTC classification for cutaneous
lymphomas. Blood. 2005 May;105(10):3768–85.

3 López-Lerma I, Peñate Y, Gallardo F, Martí RM, Mitxelena J, Bielsa I, et al. Subcutaneous panniculitis-like T-cell
lymphoma: clinical features, therapeutic approach, and outcome in a case series of 16 patients. J Am Acad
Dermatol. 2018 Nov;79(5):892–8.

4 Smolewski P, Robak T. The discovery and development of romidepsin for the treatment of T-cell lymphoma.
Expert Opin Drug Discov. 2017 Aug;12(8):859–73.

5 Henter J-I, Horne AC, Aricó M, Egeler RM, Filipovich AH, Imashuku S, et al. HLH-2004: diagnostic and
therapeutic guidelines for hemophagocytic lymphohistiocytosis. Pediatr Blood Cancer. Aug 2007;48(2):
124–31.

6 Kim J-S, Jeong YJ, Sohn M-H, Jeong H-J, Lim ST, Kim DW, et al. Usefulness of F-18 FDG PET/CT in subcutaneous
panniculitis-like T cell lymphoma: disease extent and treatment response evaluation. Radiol Oncol. 2012;
46(4):279–83.

7 Hung GD, Chen YH, Chen DY, Lan JL. Subcutaneous panniculitis-like T-cell lymphoma presenting with
hemophagocytic lymphohistiocytosis and skin lesions with characteristic high-resolution ultrasonographic
findings. Clin Rheumatol. 2007 May;26(5):775–8.

8 Sullivan C, Loghmani A, Thomas K, Jetly-Shridhar R, Chowdry RP. Hemophagocytic lymphohistiocytosis as the
initial presentation of subcutaneous panniculitis-like T-cell lymphoma: a rare case responding to cyclosporine
A and steroids. J Investig Med High Impact Case Rep. 2020 Dec;8:2324709620981531.

9 Lü Z, Shi YK, Zhou LQ, Qin Y, Dong M, Yang JL, et al. Primary subcutaneous panniculitis-like T-cell cutaneous
lymphoma: clinical presentation, treatment and prognosis. Zhonghua Zhong Liu Za Zhi. 2010 May;32(5):
350–3.

10 Foss F, Horwitz S, Pro B, Miles Prince H, Sokol L, Balser B, et al. Erratum to: romidepsin for the treatment of
relapsed/refractory peripheral T cell lymphoma: prolonged stable disease provides clinical benefits for
patients in the pivotal trial. J Hematol Oncol. 2017;10(1):154–8.

11 Barbarotta L, Hurley K. Romidepsin for the treatment of peripheral T-cell lymphoma. J Adv Pract Oncol. 2015
Jan;6(1):22–36.

Case Reports
in Oncology

Case Rep Oncol 2022;15:1088–1094 1093
DOI: 10.1159/000526641 © 2022 The Author(s). Published by S. Karger AG, Basel

www.karger.com/cro

Gleason et al.: Recalcitrant SPTCL Responsive to HDAC Inhibitor

https://www.karger.com/Article/FullText/526641?ref=1#ref1
https://www.karger.com/Article/FullText/526641?ref=2#ref2
https://www.karger.com/Article/FullText/526641?ref=3#ref3
https://www.karger.com/Article/FullText/526641?ref=3#ref3
https://www.karger.com/Article/FullText/526641?ref=4#ref4
https://www.karger.com/Article/FullText/526641?ref=5#ref5
https://www.karger.com/Article/FullText/526641?ref=6#ref6
https://www.karger.com/Article/FullText/526641?ref=7#ref7
https://www.karger.com/Article/FullText/526641?ref=8#ref8
https://www.karger.com/Article/FullText/526641?ref=9#ref9
https://www.karger.com/Article/FullText/526641?ref=10#ref10
https://www.karger.com/Article/FullText/526641?ref=11#ref11
https://www.karger.com/cro
https://www.karger.com/cro
https://doi.org/10.1159/000526641
https://www.karger.com/cro


12 Yoon S, Eom GH. HDAC and HDAC inhibitor: from cancer to cardiovascular diseases. ChonnamMed J. 2016 Jan;
52(1):1–11.

13 Bashey S, Krathen M, Abdulla F, Sundram U, Kim YH. Romidepsin is effective in subcutaneous panniculitis-like
T-cell lymphoma. J Clin Oncol. 2012 Aug;30(24):221–5.

14 Jothishankar B, Espinosa ML, Zain J, Parekh V, Di Raimondo C, Abdulla F. Complete response to romidepsin as
monotherapy in treatment-resistant subcutaneous panniculitis-like T-cell lymphoma. JAAD Case Rep. 2020
Dec;6(12):1245–7.

15 Li L, Wu C, Chai Y, Dong C, Zhao L. Chidamide induces long-term remission in rare subcutaneous panniculitis-
like T-cell lymphoma: an unusual case report and literature review. Int J Immunopathol Pharmacol. 2021 Apr;
35:20587384211009342.

Case Reports
in Oncology

Case Rep Oncol 2022;15:1088–1094 1094
DOI: 10.1159/000526641 © 2022 The Author(s). Published by S. Karger AG, Basel

www.karger.com/cro

Gleason et al.: Recalcitrant SPTCL Responsive to HDAC Inhibitor

https://www.karger.com/Article/FullText/526641?ref=12#ref12
https://www.karger.com/Article/FullText/526641?ref=13#ref13
https://www.karger.com/Article/FullText/526641?ref=14#ref14
https://www.karger.com/Article/FullText/526641?ref=15#ref15
https://www.karger.com/cro
https://www.karger.com/cro
https://doi.org/10.1159/000526641
https://www.karger.com/cro

	Recalcitrant Subcutaneous Panniculitis-Like T-Cell Lymphoma Responsive to Histone Deacetylase Inhibitor
	Introduction
	Case Report
	Discussion
	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


