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Influenza 

Data from the two influenza surveillance pro-
grammes, the Viral Watch (monitoring the 
influenza like illnesses) and the Severe Acute 
Respiratory Illness (SARI) programme 
(monitoring severe disease in hospitalised 
patients) show that, although the influenza 
season has not started, the frequency of 
patient admissions for respiratory illness and 
specimen submissions has been steadily in-
creasing. Ninety-eight specimens were received 
from Viral Watch sites in the first 3 months of 
2012; 13 in January, 20 in February and 65 in 
March. Influenza A(H1N1)pdm09 virus has 
been detected in one, influenza A(H3N3) in 
three, and influenza B virus in five patients. Six 
of the nine patients were known to have trav-
elled in the northern hemisphere shortly before 
the onset of symptoms. Other respiratory 
viruses have been detected in the specimens of 
33 patients; including adenovirus, enterovirus, 
human metapneumovirus, parainfluenza, respi-
ratory syncytial virus (RSV) and rhinovirus.  
 
For the same period (January to March 2012), 
1 191 patients with SARI were enrolled at the 5 
sentinel sites, and three patients from Gauteng  
Province were positive for influenza – one posi-

tive for influenza A(H1N1)pdm09 and two posi-
tive for influenza B. The number of patients 
admitted with severe respiratory tract infection 
testing positive for RSV continues to increase, 
with the highest detection rate to date of 29% 
at week 11 (week starting 12 March 2012). Of 
the 191 patients positive for RSV, 54% 
(105/196) were children less than 1 year.  
 
The start of the annual influenza season in 
South Africa is defined as the week where the 
influenza detection rate rises above 10% and 
remains ≥10% for at least two consecutive 
weeks. To date the influenza detection rate has 
only sporadically risen above 10% and high de-
tection rates have not been sustained. Clini-
cians are urged to vaccinate risk groups tar-
geted for influenza vaccination prior to the 
start of the influenza season. Detailed recom-
mendations on target groups, dosages and 
contraindications for the 2012 influenza vaccine 
were recently published in the NICD 
Communiqué Vol. 11(3) and the South African 
Medical Journal Vol. 102(2).  

Source: Centre for Respiratory Diseases and 
Meningitis, NICD-NHLS 

Outbreaks of anthrax were recently reported in 
the neighbouring countries of Zimbabwe and 
Lesotho. In the NICD Communiqué Vol. 11(1), 
we reported an outbreak affecting the four 
Zimbabwean provinces of Mashonaland 
Central, Mashonaland East, Mashonaland North 
and Midlands Province. Between 24 November 
and 31 December 2011, 149 suspected human 
cases were reported following outbreaks in wild 
game animals and domestic livestock. No 
further updates on the outbreak have been 
published.  
 
On 6 March 2012, the World Health Organiza-
tion (WHO) reported an outbreak of anthrax in 
Berea District in northwest Lesotho (bordering 
Free State Province). The report indicated 

approximately 300 suspected human cases 
including 3 deaths. Cases presented with 
painless black eschar skin lesions, swelling of 
the jaw, neck and limbs, abdominal pain, fever 
and diarrhoea – consistent with cutaneous and 
gastrointestinal anthrax. Unconfirmed media 
reports indicate as many as 7 people may have 
died due to anthrax following consumption of 
contaminated meat from cattle that died of the 
disease. A separate report to the World Organi-
sation for Animal Health (OIE) from Lesotho 
Livestock Services confirmed a diagnosis of 
anthrax as the cause of death in 18 cattle, 8 
donkeys and 7 dogs in the village of Ha 
Mabaleng between 27 February and 12 March 
2012.  
 

Focus on Anthrax 
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Bacillus anthracis is a spore-forming bacterium 
that can survive for extended period in the 
environment. It may be transmitted to humans 
via direct contact with infected animals or their 
products (e.g. wool, hides, animal hair prod-
ucts, leathers); by inhalation of aerosolised 
spores from infected animal products; or, by 
ingestion of undercooked meat from an 
infected animal. Depending on the respective 
mode of transmission, disease usually mani-
fests as one of three forms. Cutaneous 
anthrax, the most common accounting for 
>95% of infections, occurs when the bacte-
rium enters a cut or abrasion on the skin – 
typically on the hands, arms or face. Disease is 
initially characterised as a raised itchy bump 
resembling an insect bite, which within 1-2 
days develops to form vesicles and then a 
painless ulcer, 1-3 cm in diameter, with a black 
necrotic centre and marked local swelling.  
Lymph glands adjacent to the area may swell 
and, without appropriate antimicrobial therapy, 
case fatality rates (CFR) may reach 20%. 
Symptoms of inhalational anthrax initially 
resemble an influenza-like illness that, after 
several days, progresses to severe respiratory 
distress and shock, and frequently results in 
death (CFR≈75%). Gastrointestinal (GI) 
anthrax, following consumption of contami-
nated meat, is relatively rare and is character-
ised as an acute inflammation of the intestinal 
tract. Symptoms include nausea, loss of appe-
tite, vomiting (with blood in some instances), 
fever, and severe diarrhoea, with a CFR rang-
ing from 25-60%. Oropharyngeal infection may 
rarely occur following consumption of contami-
nated meat and results in cervical oedema, 
lymphadenopathy, and dysphagia. Invasive 
disease following cutaneous, GI or inhalational 
anthrax is also rare, but can result in clinical 
meningeal symptoms, neurological degenera-
tion and death.    
 
A suspected case of anthrax requires an imme-
diate telephonic notification to your local 
Department of Health. Veterinary and agricul-
ture authorities should also be informed to 
initiate control measures in the affected herds. 
We also request that cases be reported via the 
NICD Hotline (082-883-9920) to facilitate labo-
ratory investigations and public health 
responses. The laboratory investigations for 
anthrax are dependent on clinical presentation 
of disease. Vesicular fluid swabbed from 
previously unopened vesicles or skin, or swabs 

from under the edge of the eschar, are the 
preferred specimens for cutaneous anthrax. 
Other forms require the collection of blood for 
culture and serology. Sputum or gastric wash-
ings may be submitted for inhalational anthrax, 
and cerebrospinal fluid for anthrax meningitis. 
Human testing is solely performed by the 
Centre for Emerging and Zoonotic Diseases, 
NICD-NHLS in South Africa, and consists of a 
combination of microscopy, culture and PCR for 
direct detection of the antigen, and/or ELISA 
for serological diagnosis. See the NICD-NHLS 
Quick Reference Guide for the Laboratory Diag-
nosis of Priority Communicable Diseases for 
further details. On chest X-ray, a patient with 
inhalational anthrax will have a widened 
mediastinum, with or without pleural effusion 
or pneumonic changes. Laboratory parameters 
to look for are decreased levels of sodium, 
calcium and albumin; elevated liver enzymes 
(AST and ALT); and a high haematocrit. 
 
A high index of clinical suspicion and rapid 
administration of effected antimicrobial therapy 
(preferably following specimen collection) is 
essential for the treatment of suspected 
anthrax illness. Cutaneous anthrax may be 
treated with oral amoxicillin, ciprofloxacin or 
doxycycline. Treatment of systemic anthrax 
(i.e. bloodsteam, GI or inhalation anthrax) 
should include a 3-drug intravenous antibiotic 
course including ciprofloxacin and one or two 
other agents predicted to be effective, such as 
ampicillin, clindamycin, vancomycin, penicillin, 
chloramphenicol, imipenem, rifampicin or 
clarithromycin. 
 
Routine vaccination of livestock is the most 
effective preventative measure against anthrax 
in South Africa. Human vaccines are not avail-
able to the general public, and are only recom-
mended for persons in high-risk occupations – 
laboratory personnel who frequently work with 
the pathogen and veterinary workers. Pro-
longed post-exposure chemoprophylaxis (PEP) 
following exposure is highly effective and 
should be started immediately if there is a 
strong suspicion of inhalation of aerosolised 
spores in a deliberate release scenario 
(bioterrorist attack). Screening tests following 
anthrax exposure are costly and ineffective, 
and thus are not recommended; however, PEP 
may be stopped following a negative finding 
from laboratory investigation of the implicated 
package/material. See the NICD-NHLS Health-
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Source: Division of Public Health Surveillance and 
Response, and the Centre for Emerging and Zoonotic 
Diseases, NICD-NHLS.  

Foodborne illness outbreaks are an important 
cause of diarrhoeal diseases in South Africa. A 
foodborne disease outbreak is defined as the 
occurrence of two or more cases of a similar 
illness resulting from eating the same food, 
which may be due to enteric bacteria, viruses, 
parasites, toxins or chemical agents. Food-
borne illness incidents are notifiable disease 
events and should be reported to your local 
Department of Health. It is important that 
foodborne illness outbreaks are reported and 
investigated to allow for control measures to 
be implemented and to prevent similar occur-
rences in future.  
 
During the first quarter of 2012, 29 foodborne 
illness incidents were reported to NICD-NHLS 
Division of Public Health Surveillance and 
Response. In March 2012, ten foodborne 
illness outbreaks were reported; two in Eastern 
Cape, one in Gauteng, four in KwaZulu-Natal 
and three in Mpumalanga. During these inci-
dents, 275 cases of gastroenteritis were 
recorded, including nine patients requiring 
hospitalisation and two deaths. Of the out-
breaks reported, three were linked to catered 
functions and two to food served in an institu-
tional setting (i.e. one in a hospital and one in 
a school). Three outbreaks were linked to eat-
ing beef unfit for human consumption (i.e. 
meat from cattle that were not slaughtered 
specifically for human consumption, but rather 
died due to illness or other causes and butch-
ered thereafter). In one incident, illness was 
due to the consumption of home-brewed 
marula beer, and in another, poisonous fruits 
from a Jatropha sp. tree eaten by children 

were implicated. A number of foodborne patho-
gens and toxins were identified from stool 
specimen and/or food samples collected during 
four investigations. These include non-
typhoidal Salmonella spp., Staphylococcus 
aureus, Clostrium perfringens and Bacillus 
cereus and B. cereus enterotoxins.  
 
The findings show that there is an ongoing 
need for community-level health promotion on 
the prevention of foodborne illness in South 
Africa. Practices highlighted in the WHO Five 
Keys to Safer Food are proven to be effecting 
in reducing the risk of food-related illnesses; 
namely, the practices of good hand hygiene, 
separation of raw and cooked foods, thorough 
cooking, storing foods at safe temperatures, 
and using safe water and raw materials when 
preparing foods. Additional concern has been 
raised by the high frequency of foodborne 
illness outbreaks related to the eating of meat 
from livestock not fit for human consumption. 
Decay and contamination of meat may occur 
rapidly following the death of an animal, and 
large volumes of meat will seldom be refriger-
ated or cooked immediately, and may be 
distributed widely in a community leading to 
widespread illness. Despite poverty in rural 
areas being recognised as a driving-factor in 
the butchering and consumption of animals 
that are found dead due to illness or other 
causes, such practices should be discouraged 
through targeted health promotion campaigns. 

Foodborne illness outbreaks 

Source: Division of Public Health Surveillance and 
Response, NICD-NHLS.  
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care Workers Handbook on Bioterrorism for 
additional details. PEP is generally not recom-
mended in the event of most “natural” expo-
sures and the public health response consists 
of close monitoring for the development of 
symptoms in persons exposed, and prompt 
treatment. Nonetheless, a short course of PEP 
(e.g. 10 days) may be considered in substantial 
exposures in a natural exposure situation; for 
example, the consumption of poorly cooked 
meat from an anthrax carcass. Where possible 
exposures are anticipated, but have not yet 
happened, animal carcasses should be dis-
posed of appropriately (i.e. incinerated, or 
buried deeply and covered in lime to prevent 

spore formation). Personal protective equip-
ment should be donned when working with 
anthrax carcasses and contaminated materials. 
Travellers to areas with current outbreaks 
should be advised to avoid contact with ani-
mals and high-risk animal-products such as 
hides. Additional information can be found in 
the WHO Anthrax in Humans and Animals 
Guideline.  
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Travellers and healthcare workers are 
reminded that we are still in the peak malaria 
transmission season, which in southern Africa 
extends from September to May each year.  
Travellers are urged to take malaria prophy-
laxis as prescribed by a medical doctor when 
visiting malaria risk areas.  In addition, they 
should take preventive measures to reduce 
mosquito bites, including: wearing long sleeves 
and trousers during the afternoon, evening and 
early morning, using insect repellents contain-
ing DEET, using insecticide-treated bed nets, 
and keeping windows and doors closed or 
screened. Healthcare workers throughout the 

country should maintain a high index of suspi-
cion for malaria in febrile patients post-travel 
to a malaria risk area, as well as in patients 
with unexplained fever, even in the absence of 
a travel history. For detailed information on the 
prevention, clinical presentation, diagnosis and 
management of malaria cases, as well as the 
South African malaria risk areas, see the 
Department of Health’s Guidelines for the Pre-
vention of Malaria and the Guidelines for the 
Treatment of Malaria in South Africa. 
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On 29 March 2012, the Tshilidzini Hospital in 
Thohoyandou, Limpopo Province, reported a 
possible rabies fatality in a woman aged 17 
years. The patient presented to hospital on 20 
March with symptoms of fever, confusion, left 
side haemiparesis and suffered mild renal fail-
ure, which led to her death three days later. 
The patient had no history of animal exposure  
and did not seek previous medical care for 
post-exposure prophylaxis (PEP). Given the 
clinical presentation and rapid progression to 
death, rabies was suspected and a post-
mortem brain biopsy sample was collected on 
29 March and transported to the NICD-NHLS. A 
diagnosis of rabies was confirmed by 
immunoflorescent antigen detection. 
 
This is the second laboratory-confirmed report 
of human rabies in South Africa during 2012, of 

which both were acquired in Limpopo Province. 
Another clinical case of human rabies was 
reported from the Eastern Cape in February. In 
2011, a total of six human rabies cases were 
confirmed in South Africa. These numbers are 
regarded as a conservative minimum estimate 
of the disease burden as many cases  of 
human rabies likely go unreported and un-
tested. There remains an ongoing need for 
improving awareness amongst the public, as 
well as health professionals upon patient 
consultation, on timely and adequate PEP 
treatment to prevent human cases of rabies. 
See the 2010 Rabies Guide for Medical, 
Veterinary and Allied Professions for details.  

Rabies 

Source: Centre of Emerging and Zoonotic Diseases, 
and Division of Public Health Surveillance and 
Response, NICD-NHLS Diseases.  

Source: Division of Public Health Surveillance and 
Response, NICD-NHLS 

Malaria 

Beyond our borders: infectious disease risks for travellers 

The “Beyond Our Borders” column focuses on selected and current international diseases that may 
affect South Africans travelling abroad. 

Mumps: Spain 
Alert: An outbreak of mumps affecting 106 
people in Girona, northern Spain, has been 
ongoing since December 2011 to date.  
 
The disease: Humans are the only known 
natural host for mumps virus. Disease is char-
acterised by fever, headache, muscle weak-
ness, stiff neck, loss of appetite, swelling and 
tenderness of one or more of the salivary 
glands including the parotid gland. Mumps is 
transmitted by direct contact with saliva dis-
charges from infected individuals. Patients are 

usually contagious from approximately five 
days before, until five days after, symptom 
onset. 
 
Advice to travellers: The most effective form 
of prevention is vaccination. The mumps 
vaccine is not part of the South African vacci-
nation schedule, but the measles, mumps and 
rubella (MMR) vaccine, administered as a 2 
dose schedule, is available in the private sec-
tor. Travellers to the area should be advised to 
minimise contact with persons who are ill and 
use good hygiene practices, such as hand 
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Source: Division of Public Health Surveillance and 
Response, NICD-NHLS.  
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washing, cough etiquette, and not sharing eat-
ing utensils. 
 
Leishmaniasis: Spain 
Alert: Leishmaniasis is endemic in Spain; how-
ever, the Spanish Ministry of Health is investi-
gating the largest recorded outbreak in 
humans to date in Fuenlabrada, Madrid. The 
number of cases has rapidly increased from 15 
cases throughout 2009, to 118 throughout 
2011, and now 228 in the first two months of 
2012 alone. Dogs are known reservoirs to the 
protozoa subspecies responsible for the current 
outbreak in Spain; Leishmania infantum. 
Visceral leishmaniasis is most common in the 
southern region – notably Andalusia, Palma de 
Mallorca, Valencia and Catalonia. 
 
The disease: Leishmaniasis is a vectorborne 
disease caused by more than 20 subspecies of 
Leishmania protozoa. It is transmitted by vari-
ous species of sandflies predominately in the 
tropics, sub-tropics and the Mediterranean 
basin. There are several forms of disease in 
humans depending on the geographic location 
and species. The cutaneous form is character-
ised by skin ulcers on exposed areas, such as 
the face, arms and legs; typically self-healing 
with a few months, possibly leaving scars. In 
few cases, chronic skin lesions resembling 
lepromatous leprosy may develop. Destruction 
of mucous membranes, in mucocutaneous 
forms, results in malformation of the nose, 
mouth and throat cavities and surrounding 
tissues. Visceral leishmaniasis is characterised 
by fever, weight loss, hepato- and 
spleenomegaly, and anaemia, and may often 
be fatal if untreated.     
 
Advice to travellers: There are no vaccines 
or drugs to prevent infection. Travellers should 
be advised to protect themselves from sandfly 
bites by avoiding outdoor activities from dusk 
to dawn (when sandflies are the most active); 
stay in well-screened and air-conditioned 
areas; when outdoors, minimise exposed skin 
by wearing long-sleeved clothing and apply 
insect repellents containing DEET; sleep under 
insecticide-treated bed nets.  

Legionellosis: New Zealand 
Alert: In the last six weeks, 11 cases 
(including one death) of Legionnaires' disease 
have been recorded in the Auckland region. 
Two cases would typical be detected in a six 
week period. The outbreak has impelled calls 
for building owners, mainly within the Central 
Business District (CBD), to shock-dose cooling 
towers and similar systems. 
 
The disease: Legionellosis is caused by the 
bacterium Legionella pneumophila and other 
legionella species. These bacteria are found 
naturally in the environment and may thrive in 
warm water and warm damp places such as 
hot tubs, cooling towers, hot water tanks, and 
plumbing and air-conditioning systems of large 
buildings. Infection is acquired through the 
inhalation of aerosols from mist/vapour-
producing water systems. The incubation 
period is typically 2-10 days. Initially, symp-
toms may include fever, loss of appetite, head-
ache, malaise, lethargy, and an initially mild 
cough that may present phlegm. Disease may 
complicate rapidly with progressive pneumonia 
and death through respiratory failure, shock 
and multi-organ failure. Elderly persons, 
current or former smokers, persons with 
chronic lung diseases, and persons with weak-
ened immune systems, are at increased risk of 
disease.  
 
Advice to travellers: There is no vaccine 
available for legionellosis. Primary prevention 
relies on good maintenance of systems to pre-
vent bacterial growth. Travellers, especially 
those at high-risk, should be advised to avoid 
aerosol producing water systems, and seek 
prompt treatment following the development of 
any symptoms.  
 
References and additional reading: 
ProMED-Mail, World Health Organization, US 
Centers for Disease Control and Prevention, 
European Centres for Disease Prevention and 
Control. 

http://www.promedmail.org�
http://www.who.int�
http://www.cdc.gov/�
http://www.cdc.gov/�
http://www.cdc.gov/�
http://www.cdc.gov/�
http://ecdc.europa.eu�
http://ecdc.europa.eu�
http://ecdc.europa.eu�
http://ecdc.europa.eu�


<<
  /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
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /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 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

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /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.)
  >>
  /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 [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


