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Abstract

Background: Social Anxiety Disorder (SAD) is mainly characterized by an individual’s intense concern about other
people’s opinion of the individual. Notably, among those with severe anxious symptoms, we can often observe
self-referential feelings.

Objective: Faced with little research directed toward the exploration of psychotic symptoms in SAD patients, we
will approach the topic by describing three cases.

Discussion: Three explanations seem possible for the psychotic manifestations in SAD. The first one depends on
the individual’s ability or inability to challenge the impression of being criticized by people. A second possibility
would be the stressor and perpetuating role of SAD, which would make individuals more likely to present with
more severe mental disorders such as delusional disorder (DD). The third explanation would be the possibility that
SA is caused by a primary thought abnormality (psychotic self-reference) in some cases, instead of an affective
disturbance (anxious insecurity), which led to intense concern about others’ opinions. We also observed that
antipsychotics did not produce significant improvement in any of the three cases. This result may be related to
dopaminergic circuits and the D2 receptor hypoactivity.

Conclusion: The differentiation between delusion and anxious concern may be inaccurate and may change
throughout the disorder’s evolution. New diagnostic subcategories or the enlargement of the social anxiety
diagnostic is proposed to overcome the current diagnostic imprecision. There seems to be a symptomatic
spectrum between SAD and DDs.

Background
Social Anxiety Disorder (SAD) is mainly characterized
by an individual’s intense concern about other people’s
opinion of the individual. This concern frequently pro-
duces avoidance of and gradual divestment in social
relationships. The resulting reclusion produces a com-
mon diagnostic difficulty in distinguishing between SAD
and schizophrenia spectrum disorders, specifically clus-
ter A personality disorders. To distinguish between
these disorders, clinicians usually evaluate the indivi-
dual’s interest in relationships, which is present in SAD,
whereas affective indifference is characteristic of schizo-
phreniform disorders. However, although these criteria
provide adequate method of distinguishing these disor-
ders in most cases, in some clinical situations, there is
interpenetration of these disorders.

So far, many studies have been dedicated to identify-
ing social anxiety (SA) symptoms in schizophrenic
patients. Among the most recent studies, given the fre-
quent relationship between these disorders observed in
the literature, Lysaker et al. [1] identified that negative
symptoms and self-stigma predicted SA symptoms. The
same authors [2], in another study, observed that greater
paranoia intensity correlated with stronger SA symp-
toms in schizophrenic patients, as indicated from their
better performances of mind theory (the ability to
understand others and one self’s mental states). In light
of these findings, the social relationships and affective
importance criteria seem to be weakened. This weaken-
ing is due to a wide variability in affective indifference
among schizophrenic patients, which is even wider
among individuals with cluster A personality disorders
or with higher affective preservation, like delusional
disorder (DD) patients. This indifference may not even
occur, or it can be inversely exacerbated, especially if
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the patient is aware of his cognitive, affective and social
limitations.
Little investigation of psychotic symptoms in SAD

patients has been reported in the literature. Notably,
among those with severe anxious symptoms, we can
often observe self-referential feelings. Such feelings can
be accompanied by more or less criticism by the patient
of the symptom. The less insight the individual has that
this feeling is due to the patient’s thoughts, the closer
to delusion this symptom gets. As Martin and Penn [3]
have shown, in a nonclinical sample, greater paranoid
ideation is associated with higher levels of social
anxiety, avoidance, apprehension about evaluation,
self-observation and low self-esteem. An interesting
relationship between anxiety and psychosis was
observed by Freeman and Fowler [4]. These authors
found that a trauma history report influences the inten-
sity of persecutory thoughts through anxiety generation
and that anxiety is also responsible for the relationship
between substance use and paranoia.
Faced with little research directed toward the explora-

tion of psychotic symptoms in SAD patients, we will
approach the topic by describing three cases. These
cases were outpatients at an anxiety clinic linked to the
National Institute for Translational Medicine, Brazil [5].

Cases Presentation
Case 1 was a 30-year-old male, seeking treatment for
secondary use of smoked cocaine (crack). He had mod-
erate depressive symptoms and significant anxiety with
physical manifestations. His longitudinal history report
included intense nervousness, accompanied by palm
sweating, tachycardia and face flushing if exposed to
simple social interactions (e.g., requesting information
on the street or at work). Such events generated avoid-
ance behavior and produced failure in love relationships.
Crack use helped relieve those discomforts. These clini-
cal features led to a social phobia diagnosis, favoring
dependence on a cocaine derivative and a current
depressive episode. We started the patient on fluoxetine
(20 mg/day) and clonazepam (1.5 mg/day) and recom-
mended that he attend a support group and individual
psychotherapy. He remained abstinent for 60 days but
had a slight relapse afterward. During a second period
of abstinence, after about 45 days, he became increas-
ingly concerned about his neighbors’ opinion. He
believed that local youths, with whom he had previously
been involved in a physical fight in the context of narco-
tics consumption, mocked and teased him with the
intention of fighting again. He then became involved in
a fight in a commercial establishment near his house
after he felt provoked. He mentioned that one of the
individuals who “provoked” him entered the store and
asked aloud if the seller sold cigarettes. The patient

concluded that the question could only be a provocation
aimed at him, because smoking was not allowed at the
site. Thus, before he defiantly “lit a cigarette to cope
with him”, the patient started a discussion that culmi-
nated in a physical struggle. Soon after the event, the
patient relapsed on crack use. He sought psychiatric
treatment again, and only after the elucidation of his
symptoms did he express criticism of the self-referential
feeling and the delusional interpretation.
Case 2 was a 42-year-old male of Eastern descent. The

patient sought treatment for severe anxiety related to
going out alone on the street. In these situations, he had
the feeling that people would comment about him and
mock him. He also had an inability to maintain interper-
sonal relationships due to anxiety with symptoms such
as palpitations, tremor and sweating. The comments
and jeers that he feared referred to questions about his
sexual orientation. He also had dystonic neck move-
ment, which started after the temporary use of haloperi-
dol during a previous treatment and which worsened his
social anxiety. He was maintained using cloxazolam
(6 mg/day), which he was already taking, and was
started on fluoxetine (up to 40 mg/day). Despite the
reported reduction in psychological anxiety, the patient
did not improve his ability to establish social relation-
ships or reduce his concern about receiving negative
comments about his sexuality. In fact, these concerns
intensified, and he started to have a strong impression
that the neighbors and passers-by laughed when he
passed and made comments that indirectly questioned
his sexual orientation. Such feelings occurred only when
he walked alone on the street. He was convinced that he
was being harassed by the neighborhood, and he felt
very threatened. He started to interpret noises produced
in the vicinity of the house as provocations of him and
his father, with whom he lived. Faced with such intense
discomfort, he reported that it required great courage to
leave home and “face the world”. On one occasion,
when entering a supermarket, he was certain that he
had been cursed by an unknown person who sneezed by
his side, interpreting the sound of the sneeze as the
word “queer.” Given these facts and the persistence of
tardive dystonia, he was started on quetiapine (50 mg/
day), scheduled for gradual dose adjustment according
to tolerability. Even with all the psychotic manifestations
described, the patient maintained his usual level of
function.
Case 3 was a 39-year-old female. She was referred to

psychiatric attention because of three months of depres-
sive symptoms, such as sadness and a lack of a will to
live. These symptoms were motivated by the belief,
which she had held for six months, that people loathed
and kept away from her because she exhaled a fetid
smell. She had the impression that people avoided or
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laughed at her when she walked on the street. Because
she could not find a reason for such conduct, she tried
to convince herself that it was a false impression. Never-
theless, she began to worry about her smell until, during
a family meeting, one of the cousins said the patient
was “stinking” and should stay away from him on the
picture. Since then, the patient believed that she had a
foul odor that, although she herself did not smell it, was
noticeable to others. Then, she started to wake up very
early to catch the first available public transportation,
avoiding further contact with people. When questioned
about the existence of anxiety symptoms throughout
life, she said she never talked to a classmate at school
and only four years ago could eat in the presence of
strangers, so she rarely ate during a workday due to
shame. The only intimate physical contact she allowed
was hugging her mother and sisters on their birthdays
and Christmas. Due to loss of appetite and intense
insomnia, she was started on amitriptyline (up to
125 mg/day) and diazepam (5 mg/day). The patient pre-
sented partial remission of the anxiety symptoms and
mood depression. She also used risperidone (up to
2 mg/day), which did not result in improvement and
worsened the conviction that she smelled bad. The anti-
psychotic was switched to haloperidol (3 mg/day). Then,
her delusional ideation improved. She showed extrapira-
midal symptoms and weight gain. The antidepressant
was switched to fluoxetine (up to 60 mg/day). Gabapen-
tine (900 mg/day) was added for therapeutic potentiat-
ing. The patient’s family reported that gabapentine was
the drug that most reduced the severity of the avoidant
behavior at home. In recent appointments, she has again
expressed the thought that everyone avoids her and the
conviction that the only possible reason is her smell.

Discussion
Three explanations seem possible for the psychotic
manifestations in SAD. The first one depends on the
individual’s ability or inability to challenge the impres-
sion of being criticized by people. This ability can lead
to two poles of symptoms:
1. The greater an individual’s ability to recognize that

the idea is exaggerated, the more the idea resembles an
anxious concern like an obsession. That finding is con-
sistent with a symptomatic presentation described in the
literature, which have similarities with the third case.
The olfactory reference syndrome [6] is characterized by
delusions that the individual exude a foul odor, although
it does not actually occur. The carriers of the disorder
tend to imagine that your breath, underarms and geni-
tals are with an unbearable stench for people lining with
them, taking them to isolation due to this belief. Due to
these delusions they also take several showers a day and
wash their clothes they wear obsessively. Hence this

disorder also be considered as part of the spectrum of
obsessive compulsive disorder.
2. The less insight, the greater the belief that the idea

is a reality, the more the experience resembles a delu-
sional self-reference. This delusion was present in the
first case in which the patient gradually developed a
conviction that he was harassed by the neighbors while
he repeatedly exposed himself to situations that rein-
forced this feeling. Later, when he challenged the delu-
sional idea and obtained some insight, he became able
to consider the absurdity of his thinking. The role of
use of derivatives of cocaine for the occurrence of psy-
chotic symptoms in the first case can not be neglected.
However, this element seems to be at best a partial
adjuvant. This can be affirmed because the patient had
symptoms while standing up for some months abstinent.
The relapse occurred because of the psychological
discomforts described. Although it is possible the pre-
sentation of psychosis later, the most common manifes-
tation is related to concomitant drug use or during the
withdrawal phase [7].
A second possibility would be the stressor and perpe-

tuating role of SAD, which would make individuals
more likely to present with more severe mental disor-
ders such as DD. This occurrence seems consistent with
the third case. The case’s evolution with delusion main-
tenance and poor response to antipsychotic treatment
may be considered to be usual paranoia. It seems as
though the second case also evolved with the occurrence
of DD, although its evolution and response to treatment
has not been observed. Michail and Birchwood [8] have
also raised this hypothesis by observing that psychotic
patients with SAD had more vivid feelings that “some-
one had the aim to harm” them (45% vs. 11.6%) com-
pared with psychotic patients without SAD.
The third explanation would be the possibility that SA

is caused by a primary thought abnormality (psychotic
self-reference) in some cases, instead of an affective dis-
turbance (anxious insecurity), which led to intense con-
cern about others’ opinions. Faced with subsyndromal
manifestations, the clinical differentiation among these
conditions would be particularly difficult. Because of the
self-reference, interpersonal relationships would cause
particular concern and discomfort, thus causing the
individual to develop an avoidant personality. Despite
not belonging to cluster A, we suggest that the avoidant
personality of cases 2 and 3 could also be seen as a pre-
morbid functioning paranoia. This possibility is consis-
tent with that raised by Michail and Bischwood [8] that
“social anxiety and persecutory thinking develop concur-
rently in the early phase of psychosis and follow a simi-
lar course”.
The difficulty in distinguishing SA from psychosis in

some cases reveals the fragility of diagnostic constructs
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and the current psychopathological models. Of the third
case’s particular situation, some authors [9] have
observed this presentation as an “offensive SAD sub-
type”, which also includes patients with (delusional)
conviction of offensiveness. Such concepts are the pro-
duct of a syndrome recognized in Japan since 1930 as
“Taijin-Kyofu” (TK) [10]. Its “conviction subtype” is
characterized by a strong belief and fear that others are
disturbed by the individual’s inadequacy. This inade-
quacy could occur in several ways due to the emission
of body odors, facial expressions, intestinal noises, and
so forth [9]. Among Western psychiatrists guided by the
DSM-IV, such a condition can only be diagnosed as a
DD. Still, TK has been described in some Anglo-Saxon
countries, such as Australia [11] and the U.S. [12]. In
view of this, we suggest that the “conviction subtype
TK” may represent a categorical model for patients
placed between SAD and the DDs at a spectral view.
We observed that antipsychotics did not produce sig-

nificant improvement in any of the three cases. This
result may be related to dopaminergic circuits and the
D2 receptor hypoactivity observed in SAD patients
[13,14]. Therefore, from the neuro-pathophysiologic
standpoint, it would make little sense to reduce the
function of a system already in deficit by blocking dopa-
mine’s action with an antipsychotic. It is important to
note that in the second case, typical antipsychotics wor-
sened the outcome due to the occurrence of tardive dys-
tonia. A series of case reports corroborate the lower
efficacy of using antipsychotics in SAD, even with the
occurrence of delusions. They observed better effective-
ness of selective serotonin and serotonin and norepi-
nefrine reuptake inhibitors on conviction-subtype TK
patients [12,15-18]. On the other hand, in the third case
reported, only risperidone was used as atypical agent.
Thus, despite the poor response to antipsychotics pre-
scribed, the condition can not be considered refractory,
once the prescription of other atypical antipsychotic
could generate satisfactory therapeutic response.

Conclusion
In this article, we observe the occurrence of psychotic
symptoms in patients with SAD. The differentiation
between delusion and anxious concern may be inaccu-
rate and may change throughout the disorder’s evolu-
tion, as observed in the three cases described. Moreover,
the response to antipsychotics proved to be poor. The
addition of new diagnostic subcategories or the enlarge-
ment of the social anxiety diagnostic is proposed to
overcome the current diagnostic imprecision. There
seems to be a symptomatic spectrum between SAD and
DDs.

Consent
Written informed consent was obtained from the patient
for publication of this case report and any accompany-
ing images. A copy of the written consent is available
for review by the Editor-in-Chief of this journal.

Authors’ contributions
ABV, JSN, RLR and ACAG: acquisition of data, translation and analysis and
interpretation of data; AEN: acquisition of data, translation and analysis,
interpretation of data and general supervision. All authors read and
approved the final manuscript.

Competing interests
The authors declare that they have no competing interests.

Received: 24 January 2011 Accepted: 10 April 2011
Published: 10 April 2011

References
1. Lysaker PH, Yanos PT, Outcalt J, Roe D: Association of stigma, self-esteem,

and symptoms with concurrent and prospective assessment of social
anxiety in schizophrenia. Clin Schizophr Relat Psychoses 2010, 4(1):41-8.

2. Lysaker PH, Salvatore G, Grant ML, Procacci M, Olesek KL, Buck KD, Nicolò G,
Dimaggio G: Deficits in theory of mind and social anxiety as independent
paths to paranoid features in schizophrenia. Schizophr Res 2010.

3. Martin JA, Penn DL: Social cognition and subclinical paranoid ideation. Br
J Clin Psychol 2001, 40(Pt 3):261-5.

4. Freeman D, Fowler D: Routes to psychotic symptoms: Trauma, anxiety
and psychosislike experiences. Psychiatry Res 2009, 169(2):107-112.

5. Hallak JE, Crippa JA, Quevedo J, Roesler R, Schröder N, Nardi AE,
Kapczinski F: National Science and Technology Institute for Translational
Medicine (INCT-TM): advancing the field of translational medicine and
mental health. Rev Bras Psiquiatr 2010, 32(1):83-90.

6. Feusner JD, Phillips KA, Stein DJ: Olfactory reference syndrome: issues for
DSM-V. Depress Anxiety 2010, 27(6):592-9.

7. Karila L, Petit A, Phan O, Reynaud M: Cocaine induced psychotic disorders:
a review. Rev Med Liege 2010, 65(11):623-7.

8. Michail M, Birchwood M: Social anxiety disorder in first-episode
psychosis: incidence, phenomenology and relationship with paranoia. Br
J Psychiatry 2009, 195(3):234-41.

9. Kinoshita Y, Chen J, Rapee RM, Bögels S, Schneier FR, Choy Y, Kwon JH,
Liu X, Schramm E, Chavira DA, Nakano Y, Watanabe N, Ietzugu T, Ogawa S,
Emmelkamp P, Zhang J, Kingdon D, Nagata T, Furukawa TA: Cross-cultural
study of conviction subtype Taijin Kyofu: proposal and reliability of
Nagoya-Osaka diagnostic criteria for social anxiety disorder. J Nerv Ment
Dis 2008, 196(4):307-13.

10. Yamashita I: Social phobia: east and west. Seishin Shinkeigaku Zasshi 2002,
104(9):735-9.

11. Kim J, Rapee RM, Gaston JE: Symptoms of offensive type Taijin-Kyofusho
among Australian social phobics. Depress Anxiety 2008, 25(7):601-8.

12. Clarvit SR, Schneier FR, Liebowitz MR: The offensive subtype of Taijin-
kyofu-sho in New York City: the phenomenology and treatment of a
social anxiety disorder. J Clin Psychiatry 1996, 57(11):523-7.

13. Furmark T: Neurobiological Aspects of Social Anxiety Disorder. Isr J
Psychiatry Relat Sci 2009, 46(1):5-12.

14. Mathew SJ, Coplan JD, Gorman JM: Neurobiological Mechanisms of Social
Anxiety Disorder. Am J Psychiatry 2001, 158(10):1558-67.

15. Matsunaga H, Kiriike N, Matsui T, Iwasaki Y, Stein DJ: Taijin kyofusho: a
form of social anxiety disorder that responds to serotonin reuptake
inhibitors? Int J Neuropsychopharmacol 2001, 4:231-7.

16. Nagata T, Oshima J, Wada A, Yamada H, Iketani T, Kiriike N: Open trial of
milnacipran for Taijin-Kyofusho in Japanese patients with social anxiety
disorder. Int J Psychiatry Clin Pract 2003, 7:107-112.

17. Nagata T, van Vliet I, Yamada H, Kataoka K, Iketani T, Kiriike N: An open trial
of paroxetine for the “offensive subtype” of taijin kyofusho and social
anxiety disorder. Depress Anxiety 2006, 23:168-74.

Veras et al. International Archives of Medicine 2011, 4:12
http://www.intarchmed.com/content/4/1/12

Page 4 of 5

http://www.ncbi.nlm.nih.gov/pubmed/20643628?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20643628?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20643628?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11593954?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19700201?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19700201?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20339739?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20339739?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20339739?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20533369?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20533369?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21189528?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21189528?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19721113?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19721113?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18414125?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18414125?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18414125?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12481441?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17607747?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17607747?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8968301?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8968301?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8968301?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19728568?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11578981?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11578981?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11602029?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11602029?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11602029?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16456863?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16456863?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16456863?dopt=Abstract


18. Nagata T, Wada A, Yamada H, Iketani T, Kiriike O: Effect of milnacipran on
insight and stress coping strategy in patients with Taijin Kyofusho.
Int J Psychiatry Clin Pract 2005, 9:193-8.

doi:10.1186/1755-7682-4-12
Cite this article as: Veras et al.: Psychotic symptoms in social anxiety
disorder patients: report of three cases. International Archives of Medicine
2011 4:12.

Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit

Veras et al. International Archives of Medicine 2011, 4:12
http://www.intarchmed.com/content/4/1/12

Page 5 of 5


	Abstract
	Background
	Objective
	Discussion
	Conclusion

	Background
	Cases Presentation
	Discussion
	Conclusion
	Consent
	Authors' contributions
	Competing interests
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /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
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /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 /Warning
  /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 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /Warning
  /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 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /Warning
  /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

  /CreateJDFFile false
  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e55464e1a65876863768467e5770b548c62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc666e901a554652d965874ef6768467e5770b548c52175370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA (Utilizzare queste impostazioni per creare documenti Adobe PDF adatti per visualizzare e stampare documenti aziendali in modo affidabile. I documenti PDF creati possono essere aperti con Acrobat e Adobe Reader 5.0 e versioni successive.)
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020be44c988b2c8c2a40020bb38c11cb97c0020c548c815c801c73cb85c0020bcf4ace00020c778c1c4d558b2940020b3700020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken waarmee zakelijke documenten betrouwbaar kunnen worden weergegeven en afgedrukt. 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 suitable for reliable viewing and printing of business documents.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


