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Alpha 1-antitrypsin (A1AT) deficiency is a one of the most common genetic disorders in Cauca-
sians. It is characterised by low serum levels of A1AT and a high risk of pulmonary emphysema
and liver disease at a young age. The disease is caused by mutations in the SERPINA1 gene,
which belongs to a cluster of protease inhibitor genes, with the main protein function of reducing
the activity of serine-type endopeptidases, like neutrophil elastase. The most common mutation is
E342K (Z), which is frequently found in northern Europeans. This mutation most probably arose
in southern Sweden; however, the highest frequency of the Z mutation reported so far is in west-
ern Latvia. A1AT deficiency is not a widely recognised clinical problem. Disease onset most
probably occurs in early adulthood with non-specific symptoms, like dyspnoea and recurrent pul-
monary events, and it is triggered by certain risk factors, like smoking and working in an unfavour-

able environment.
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INTRODUCTION

Alpha 1-antitrypsin (A1AT) deficiency is an autosomal re-
cessive genetic disorder characterised by low serum levels
of A1AT and a high risk of pulmonary emphysema and
liver disease at a young age (Anonymous, 1997). A1AT de-
ficiency is frequent in Caucasians, and allelic frequency for
the most common mutation E342K (Z) of the SERPINAI
gene leading to AIAT deficiency is 1-2% in Caucasians of
northern European descent (Anonymous, 1997).

C.B. Laurell (1919-2001), from Malmo in Sweden, had a
special interest in protein biochemistry and discovered ab-
sence of the alpha 1-globulin band in some individuals after
paper electrophoresis of a large series of blood samples
from volunteers (Laurell ef al., 1963). The alpha 1-globulin
region has the strongest trypsin inhibition features; there-
fore, the band was named alpha 1-antitrypsin. His medical
resident, Sten Eriksson, found that three of the volunteers
with an absent alpha-1 band had developed emphysema at a
young age (Eriksson, 1989).

The SERPINAI gene product A1AT is a 52 kDa large pro-
tein, and it functions as the main serine protease inhibitor in
humans. A1AT stops, prevents or reduces the activity of
serine-type endopeptidases, with a serine residue at the ac-
tive centre of the enzyme. Lack of the A1AT enzyme leaves
proteases, such as neutrophil elastase, trypsin, chymotryp-
sin, and catepsin G, uncleaved and consequently disturbs
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the balance of proteolytic activity, which severely affects
the lungs. Production of AIAT mainly occurs in hepato-
cytes; smaller amounts are synthesised in macrophages (Po-
tempa, 1994; Permutter, 1998).

A1AT protein is coded by the gene SERPINAI (former PI)
on the long arm of chromosome 14 at locus 32, belonging
to the serine protease gene cluster. Lai et al. (1987), who
described three introns in the peptide-coding region, cloned
the SERPINAI gene for the first time in 1983.

The genomic length of SERPINAI is 10.2 kb with a 1.4 kb
coding region. The gene has four introns and five exons;
exon 1, the 5_ portion of exon 2, and the 3_ portion of exon
5 are non-coding regions (Long, 1984) (Fig. 1).

A1AT deficiency is detected by direct measurement of
A1AT level in blood, but phenotyping is performed in isoe-
lectric focusing (IEF) gels. A1AT protein in IEF gel sepa-
rates in distinct bands according to phenotype: M (from
M1-M4) — attributed to the normal AI1AT variants; the S
type, which shows a slower migration pattern; and the Z
type, which is the most cathodal.

The most frequent allele of the gene in Caucasians leading
to A1AT deficiency is the E342K (Z) mutation. Z mutation
is caused by a single base substitution in exon 5 of the nor-
mal M1 allele leading to a glycine-to-lysine amino acid
change at position 342 in the molecule. This amino acid
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Fig. 1. SERPINAI gene structure. Boxes IA to V donate exons. Exons IA, IB, and IC have regulatory elements for normal A1AT expression. ATG start codon

is localised in the second exon. Asn-CHOs are three carbohydrate attachment sites. Active site Met

localised in the fifth exon.

change causes a loss of the normal internal salt bridge be-
tween the two amino acids, Gly342 and Lys290, in the
ATAT molecule (Long, 1984; Nukiwa, 1986)

The homozygous Z mutation leads to A1AT protein form-
ing a two-dimensional Z form, which folds at a slow rate,
allowing A1AT molecules to aggregate. Spontaneous con-
formation of A1AT promotes insertion of the reactive cen-
tre loop of one molecule into the A B-pleated sheet of an-
other to form chains of polymers (Elliot, 1998; Carell,
2002; Lomas, 2002).

Conformational changes of a mutated A1AT molecule lead
to development of several pathological pathways. Because
77 homozygotes secrete only 15% of A1AT in plasma, this
decreased amount of A1AT leads to an increased prote-
olytic activity in tissues. The remaining 85% accumulates in
the endoplasmic reticulum of hepatocytes (Lomas, 2002).

Phenotypic expression of AIAT and its serum levels de-
pends on deficient alleles (Elliot, 1998) (Table 1).

S mutation is caused by a substitution of valine for glutamic
acid at position 264 in the molecule (Nukiwa, 1986). This
amino acid change causes intracellular AIAT degradation
before secretion. Homozygous individuals do not have a
risk of emphysema, but compound heterozygotes with the Z
or a null allele have a mildly increased risk of emphysema
development. Because of the high frequency of the SERPI-
NAI gene S mutation in Europe, such compound heterozy-
gotes are relatively common (Anonymous, 1997).

Table 1
PHENOTYPIC EXPRESSION AND SERUM LEVELS OF AIAT'

SERPINA1 Frequency mg/dl Emphysema risk
variant (in northern
European
populations)
MM 90% 150-350 No increase
MZ 4% 90-210 No increase
SS 1.5% 100-200 No increase
SZ 0.2% 75-120 Mild risk
77 0.02% 20-45 High risk
Null-Null very rare 0 High risk

! Anonymous, 1997; Elliot, 1998
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GENETIC ROUTE OF PI Z AND S ALLELES

Cox et al. (1985; 1987) identified several polymorphic re-
striction sites for the SERPINAI gene with the RFLP and
Southern blotting techniques. Linkage disequilibrium was
found with the SERPINAI Z mutation, thus, leading to the
conclusion that the SERPINAI Z occurred mainly with one
haplotype, indicating a single, relatively recent origin in
Caucasians. This origin was in an individual who lived in
northern Europe some 6,000 years, or 216 generations, ago
(Cox, 1987). Using microsatellite analysis, Byth et al.
(1994) recently recalculated the age of the PI Z allele to be
2,000 years or 66 generations, but they did not eliminate the
possibility of a high recombination rate within this region.

Genetic studies of the distribution of the alleles SERPINAI
S and Z in Europe showed that they occur mainly among
those of European descent. Hutchinson er al. (1998) re-
ported that the frequency of SERPINAI Z is the highest on
the north-western seaboard of Europe and that the mutation
seems to have arisen in the southern part of Sweden, proba-
bly some 14,000 years ago.

A1AT deficiency in people of northern European descent is
most commonly caused by the SERPINAI Z mutation (Cox,
1987). More recently, based on protein analysis with
isoelectric focusing on samples from different populations.
Beckman et al. (1980; 1999) observed that the frequency of
mutation Z in ethnic Latvians is the highest reported so far.

The SERPINAI Z variant between Swedish and Latvian
SERPINAI Z mutation carriers shared a unique genotype
that was not present in the control population (Fig. 2). The
analysed SNPs showed a high degree of similarity between
the SERPINAI Z mutation carriers in both Latvian and
Swedish populations, indicating a common ancestor. The
population pairwise Fst value for homozygous SERPINAI
77 individuals from Latvia and Sweden is 0.024 with a P
value equal to 0.0109 (Lace, 2008).

The age of the SERPINAI Z mutation was calculated using
the method of Rannala and Slatkin (Rannala, 2001). The
analysed SNPs revealed that the Z mutation appeared 2,902
years ago in Latvia (SD, 1983) and 2362 (SD, 1614) years
ago in Sweden (Lace, 2008).
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als from Latvia and Sweden in comparison with
a control group.

Microsatellite genotyping of the SERPINAI gene in four
populations with different historical backgrounds (Basque,
Portuguese, Canadian of British origin, and Gulf of Guinea
inhabitants) showed a common genotype variation. Samples
from Portuguese and northern European populations are
roughly concordant, and the estimated average PI Z allele
age is 4,070 years, assuming 30 years per generation
(Seixas, 2001).

The distribution of SERPINAI S is quite different. The S
mutation is frequent in southern Europe and gradually de-
creases in frequency towards the north. The frequency of
the PI S is highest on the Iberian Peninsula. The PI S muta-
tion most probably arose there (Blanco, 2001).

A1AT DEFICIENCY

Clinical symptoms of A1AT deficiency are dependent on
the A1AT type, the age of the patient, environmental fac-
tors, and lifestyle. Most likely, other, thus far unknown,
modifying factors influence development of the disease.

The main impact of A1AT deficiency in human serum leads
to the development of chronic obstructive pulmonary dis-
ease (COPD) and emphysema later in life. COPD is the
sixth leading cause of death in the Western world. WHO
data indicate that COPD will be the third most prevalent
reason for death in the world in 2020 (Lopez, 1998). In
2-3% (depending on the population) of COPD cases, pa-
tients have A1AT deficiency (Anonymous, 1997).

The most typical clinical manifestations of A1AT defi-
ciency in adults are dyspnoea, chronic bronchitis, COPD,
and bronchial asthma (Tobin, 1983). Morphologically, em-
physema in the lower lobes of the lungs is observed on
chest computed tomography. Occasionally, the only symp-
tom of A1AT deficiency is bronchiectasis (Tobin, 1983).

The British Thoracic Society studied 166 patients with
A1AT deficiency having the SERPINAI ZZ genotype. They
found that the mean time for dyspnoea onset is 40 years,
and grade 2, 3, or 4 dyspnoea was observed in 86% of pa-
tients. Chronic bronchitis is usually also present by age 40
in 50% of cases (Tobin, 1983). Certain environmental fac-
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tors (dust, smoke) and smoking will induce clinical symp-
toms much earlier and with more severity. Approximately
80% of cases had some radiological evidence of lower
zones of emphysema. In a study by Piitulainen, 124 PI ZZ
subjects were examined, and nearly 20% of them had
wheezing and bronchial asthma (Piitulainen, 2002).

In 1972, Berg and Eriksson estimated that 80% of people
with the SERPINAI ZZ genotype will develop emphysema
and will probably die in their fifties (Berg, 1972). In 1999,
at the Annual Meeting of the European Association for the
Study of the Liver, Eriksson presumed that in non-smokers,
only 20% will develop severe emphysema at an early age.
In patients with A1AT deficiency, even a few years of mod-
erate smoking is enough to start the disease process and
progression.

In most of the conducted studies, the conclusion was made
that smoking reduces lifespan and life quality significantly
in all patients with A1AT deficiency, and it is a main risk
factor for the development of disease.

Accumulation of A1AT Z polymers in hepatocytes causes
liver disease, mostly in childhood. The clinical picture may
vary from no symptoms to congenital biliary atresia.

Elevated liver enzymes, hyperbilirubinaemia, and jaundice
are the most typical clinical symptoms of A1AT deficiency
in childhood. A1AT deficiency may also be a reason for
failure to thrive in early childhood. In a Swedish neonatal
screening study, 127 children were identified as having the
Z mutation in a homozygous state, of whom 22 (17%) had
clinical signs of neonatal liver disease, and subsequently
two of them developed liver cirrhosis before adolescence
(Sveger, 1976; 2000). Sveger et al. (1995) performed a fol-
low-up study at the ages of 16 and 18 years, when no clini-
cal liver damage symptoms were observed, except for a
mild elevation of liver enzymes in around 17% at the age of
16 years in identified SERPINAI ZZ homozygous individu-
als and in approximately 12% at the age of 18 years
(Sveger, 1976; 2000).

A1AT deficiency symptoms in adults often present with id-
iopathic hepatitis, which in some of the cases (2.2-20.0%
depending on the study) progresses to liver cirrhosis.
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Atypical clinical presentation of A1AT deficiency often
misguides physicians; therefore, the World Health Organi-
sation (WHO) recommends measuring the AI1AT level in
blood for all cases of cholestatic hepatitis with unknown ae-
tiology (Anonymous, 1997).

During the early stage of inflammation in the lungs, when
neutrophils release proteases, A1AT produces a 1:1 com-
plex with its target protease and cleaves it. A lack of A1AT
causes the concentration of proteases to increase. Increased
amounts of protease PR3 cause significant production of
antinuclear antibodies (ANCA). There are some controver-
sial data showing that A1AT deficiency may be associated
with systemic diseases like Wegener’s granulamatosis,
Henoch-Schonlein purpura, and systemic vasculitis in
about 10% of cases. A1AT deficiency alone is not sufficient
to cause disease symptoms, but it can be a contributing fac-
tor (Callea, 1997).

CLINICAL MANAGEMENT

Despite the term “A1AT deficiency”, it is not widely recog-
nised as a common genetic disorder. Some of the reasons lie
in the clinical variability of the disease, which masks disor-
ders of a frequent occurrence, and an overestimated ex-
pected number of AIAT deficiency patients based on mo-
lecular studies. Less than 1% (0.35%) of expected patients
in most countries are diagnosed (Luisetti, 2004). In Latvia,
the calculated frequency of PI ZZ homozygous individuals,
who are at risk of developing A1AT deficiency, is 230 pa-
tients. Since 2001, A1AT deficiency diagnosis had been
confirmed for 17 patients, which is less than 8% of the the-
oretical estimate. The worldwide percentage of clinically re-
cognised A1AT deficiency patients differs even further
from theoretical expectations, and in Sweden alone it barely
reaches 3% (Table 2).

Diagnosis of A1AT deficiency is based on a reduced level
of A1AT in human serum analysed by immunological or
calorimetric methods such as radial immunodiffusion or
nephelometry (Walker, 2006). The normal range of A1AT
level in blood detected by radial immunodiffusion is

Table 2

EXPECTED AND DIAGNOSED CASES OF A1AT DEFICIENCY
(SERPINAI ZZ AND PI ZS) IN SELECTED COUNTRIES'

Country AT1AT deficiency | A1AT deficiency | Percentage of
expected diagnosed diagnosed from
expected

Spain 86,899 90 0.10

UK 79,456 324 0.40
Italy 46,068 100 0.21
Canada 42,372 144 0.34
New Zealand 33,707 93 0.28
/Australia

Sweden 6,717 181 2.7
Latvia 230 17 8

Total 305,009 1068 0.35

! Luisetti, 2004
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1.50-3.3 mg/l, and the protective threshold is 0.80 mg/l; by
nephelometry, the normal A1AT level range is 0.83-2.20
mg/l, and the protective threshold is 0.50 mg/l (Brantly,
1991).

Quantitative testing of A1AT level in blood is recom-
mended for individuals who meet the following criteria
(Anonymous, 1997):

1) early onset pulmonary emphysema,
2) family members of known AIAT deficiency patients,

3) dyspnoea and cough occurring in at least 3 close rela-
tives,

4) liver disease of unknown cause,
5) COPD, and

6) bronchial asthma non-responsive to therapy evaluated by
spirometry.

Approval of diagnosis of AIAT deficiency should be made
by AIAT typing methods, either with protein analysis
methods such as isoelectric focusing and ELISA or DNA
analysis methods (Anonymous, 1997).

There was an attempt to perform a newborn screening for
A1AT deficiency in the USA and Sweden as a pilot project.
In Sweden, 98 infants from 108,000 newborns were identi-
fied as SERPINAI Z mutation carriers in the heterozygous
or homozygous state. The effectiveness of these projects is
still under discussion (Sveger, 2000). WHO recommends
considering screening for the risk groups in selected popu-
lations (Anonymous, 1997).

PREVENTION

The cornerstone for preventing complications from A1AT
deficiency is cessation of smoking for adults and recom-
mending the avoidance of smoking in the future for chil-
dren. Non-smokers have a good chance of escaping a seri-
ous lung disease at early age (Seersholm, 1995).

It is recommended that A1AT-deficient patients avoid air
pollution of particles smaller than 10 pm indoors and out-
doors; therefore, they should be careful of dust and irritating
gasses as found in occupational exposures (Mayer, 2000).

A1AT-deficient patients are at risk of developing liver cir-
rhosis; therefore, avoidance of alcohol consumption reduces
the risk of severe liver injury (Bowlus, 2005).

Because lungs are vulnerable to any infection, vaccinations
against influenza and pneumonia are highly recommended
(Techman, 2006).

THERAPY

SERPINAI Z polymers fold at a higher rate at increased
temperature; therefore, patients are encouraged to use
antipyretics (Ferguson, 2000).
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Symptomatic therapy for the lung disease includes:
— bronchodilators,

— corticosteroids, and

— supplemental oxygen.

Augmentation or enzyme replacement therapy is limited
only for A1AT-deficient patients with emphysema. It can
be prescribed only for patients with severe dyspnoea and
ATAT serum level less than 0.9 mg/l. Enzyme replacement
therapy together with avoidance of smoking improves the
health status of A1AT-deficient patients (Wencker, 1998;
Dirksen, 1999; Bowlus, 2005).

Surgery is recommended for those patients who do not have
a response to drug therapy and who have severe lung or
liver damage. Liver transplantation because of A1AT defi-
ciency is the second most common reason for liver trans-
plantation in the USA (Strange, 2006).

Lung transplantation is possible for patients with the end
stage of disease.

Outcomes of surgical therapy depend on several aspects and
are unique to individuals (Strange, 2006).
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pieder pie serina proteazu kopas, kuru galvena funkcija ir serina veida endopeptidazu, pieméram, neitrofilas elastazes, aktivitates
samazinaSana. Ziemeleiropas izcelsmes pacientiem ar A1AT nepietiekamibu visbiezaka mutacija ir E342K (Z), kas, iesp&jams, ir radusies
Zviedrijas dienvidu dala, lai gan visbieZak Z mutacija ir sastopama Kurzemé, Latvija. AI1AT nepietieckamiba pasaulé ir maz atpazita
slimiba, ta parasti sakas pieauguSajiem ar nespecifiskiem plauSu simptomiem un aizdusu, ko saasina tadi riska faktori ka smékeSana vai
darbs piesarpota vide.

86 Proc. Latvian Acad. Sci., Section B, Vol. 63 (2009), No. 3.




<<
  /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 /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

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /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 <>
    /PTB <>
    /SUO <>
    /SVE <>
    /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


