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Abstract

The year 2004 shook the world with earth-
quakes, hurricanesand Tsunamisin away wewould
never imagine. Thousands of people died, werein-
jured, missing or became homeless. Government
agencies, health-care associations and citizens in
general take part in planning for emergency pre-
parednessand action when anatural disaster strikes
a geographical areain such adevastating way. In-
ternational humanitarian associations also partici-
pate in offering relief to the regions most critically
affected.

Hospitals and health-care organizations play an
important role during these disaster and emer gency
dtuations. It istheir duty to provide an efficient re-

sponse in mass-casualty situationsduring natural ca-
tastrophes. For thisreason, hospitalsinvest substan-
tial effortsin developing disaster preparedness plans
and training in coordination with public health sys-
tems and gover nment agencies.

Natural disasters impact a population in vari-
ousways. Thevictims environment may be severely
affected compromising their resources and immedi-
ate needssuch asfood, water and their homesbecom-
ing an emotionally traumatic event for them. Thissig-
nificant change can also result in disease outbreaks.
It is a challenge for health professonals to provide
the mogt organized emergency response to benefit of
humankind.

Keywords: Disaster management, natural disaster, tsunami, earthquake, hurricane, emergency

management strategies.

Introduction

On December 26, 2004, two tectonic plates beneath the
Indian Ocean cracked past each other forcing the seafl oor
upwards approximately 10 meters and displacing trillion
tons of water directing it towards Asia s southeast coast-
line[1]. Seismologists calculated the magnitude of the
earthquake as Richter scale 9 within minutes before it
occurred but never imagined the immense consequent
Tsunami [1]. The mgor impact wasfet by India, Indone-
Sa theMaldivesand Sri Lanka, going into history asone
of the worst natural disastersin living memory [2]. This
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earthquake has been the world's biggest in more than 40
years and the fourth largest since 1900, literally redraw-
ing the map by moving some idands by up to 20 meters
[1].

Inthesummer of 2004, the State of Floridawas shook
by 4 mgor hurricanes becoming a great chalenge for
citizensand for public safety, health care, emergency pre-
paredness providers [3]. Hurricane Charley, which was
thethird storm of the 2004 Atlantic hurricane season, was
the strongest hurricane since Hurricane Donna in 1960
with winds up to 145 miles per hour [3]. The four hospi-
tals in Charlotte County were damaged: limited electri-
ca supply, extensive structural damage and no air-condi-
tioning [3].

Naturd disssters, like these, affect hundreds of coun-
triesin different magnitudes every year. Hedth-careindtitu-
tions, government agencies and other associations take part
intheplanning for emergency preparednessand actionwhen
adisagter drikes ageographical area. Hedlth-care providers
need to be ready for potentid netural disagters.



Emergency departments (ED) and Intensive Care
Units (ICUs) will be the port of entry into the medica
system for many of the victims of these natural disasters.
This article dedls with some of the basic principles of
natural disasters and the immediate management and
needs of the victims from a critical care standpoint.

What are Disasters?

Disagters occur when a hazard encountered by human
populationsis greater than the resistance of human popu-
lation to these hazards [4]. The tradeoff between hazard
and vulnerabilities delimits a disaster and foreshadows
future risks. Disasters can be caused by a wide range of
factors. The ones caused by forces of nature usudly in-
volve large populations and can affect widespread geo-
graphic areas [3]. The effect of an event varies with the
type of hazard that causes the disaster [5].

The damage of natural disasters can be of such mag-
nitude involving agreast amount of casudtiesin acertain
moment, more than a hospital can manage [6]. Thistype
of incidents called mass-casudty stuations or “classica
ambush situations’ in which the demand is greater than
the supplies [6]. In these Situations, ED and ICUs arethe
aress of the hospitals that tend to become overcrowded
with limited supplies.

Basics of Disaster Management

Disaster management involves the range of activities
designed to maintain control over disaster and emergency
situations, and to provide aframework for helping at-risk
personsto avoid or recover from theimpact of the disas-
ter [7,8]. Hospitals are part of the essentia facilities nec-
essary for disagter response on behalf of the community
[9]. Hospitals and other hedlth-care organizations are
mandated to prepare for mass-casudty events and disas-
ters by assessing risks, reviewing emergency manage-
ment plans, assessing resources and training personnel
[10].

Public health and medical planning occurs, at firg, at
alocd levd. Asthe planning evolves the activities are
integrated with the County, Statesand Federal efforts[11].
Local associations such as law enforcement, fire depart-
ment, environmentd protection departments and the lo-
ca medica community are involved in deadling with a
natural disaster [11]. If the natural disaster damages a
large area and the amount of victims continues, federal
assstance and international humanitarian relief agencies
provide support [12,13].

In a hospital setting, there have been proposed sev-
era drategies and protocols with guiddlineswith a com-
mon god: ddivering an “acceptable’ quality of care to
preserve as many lives as possible in mass-casudty di-
sagters and to prevent complications of the victims [6].
Hospitals invest substantiad efforts in developing disas-
ter preparedness plans and training in coordination with
public hedlth systems and government agencies[14-16].

Hospita s activate a useful organizationd tool for the
command and coordination of emergency response[17].
Such tool is caled Hospitd Emergency Incident Com-
mand System (HEICS) which providesapredictablechain
of command, clear lines of communication, prioritized
actions, accountability of performance, and harmonized
nomenclature [17]. Before the arrival of the victims, the
ED must be cleared of as many patients as possible as
well as the hospital capacity in other units such as ICUs
[17]. A triage area setup a the entrance of the ED should
be lead by experienced emergency physicians, critical
care physicians and mid-level surgeons [17]. The emer-
gency department’s resuscitation must be prepared to re-
celvethe mogt critical patients with equipment and medi-
cationsreadied [17]. A much larger areafor minor treat-
ment must be organized for the victims with minor inju-
ries apart from the main ED [17]. A third area for dis-
charge should a so be assigned for patientswho are wait-
ing for transportation to return home [17]. A designated
senior trauma surgeon will make the disposition deci-
sons to prioritize and coordinate patients to the OR or
ICUs[17]. An ED command and control post is manda
tory for the overall perspective of the patient |oad capaci-
ties of the unitsreceiving patientsfromthe ED [17]. This
subdivision of the emergency department into large care
areaswith clear chains of command and lines of commu-
nication isquite hel pful in the better emergency response
and avoids flooding of the scene with people and equip-
ment in a disorganized manner [17,18].

Yet, hospitals are vulnerable facilities sSince their oc-
cupants have a grester need for help than occupants in
other buildings [9]. Therefore, every hospital must have
aplan to support immobile patientsin case of evacuation
[19]. Natural disasters are not the main cause of evacua
tion but pose particularly difficult problems, such asin-
capacitating several hospitals of the same region smul-
taneoudy [9]. Therefore, hospitalsin areas subject to hur-
ricanesor earthquakes should invest in extraordinary plan-
ning to remain operationa [ 9]. Mutua-aid between hos-
pitals across different regions should be established to
enable a long-distance patient and staff transfer during
emergencies [9]. The Joint Commission on Accredita-
tion of Heathcare Organizations has set sandards for a
cooperative disagter planning “among hedlth-care orga-
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nizations that together provide services to geographical
ared’ [14,20].

When loca hospital facilities are unavailable or un-
usable in the United States of America, the Nationa Di-
saster Medicd System (NDMYS) isactivated [12,21]. This
system aids in managing and coordinating the federal
medical response to magjor emergencies and federaly
declared disasters [3]. The disaster medical assistance
teams (DMATS) are an operational mobile emergency
department comprised by physicians, nurses, paramed-
ics, physician assigtants and pharmacigs [3].

Vulnerable populations

The population groups who are compromised in their
ability to prepare for, respond to, and to recover from a
disagter are children and ederly [22, 23]. They require
specia planning when establishing emergency manage-
ment strategies and it is a respongibility of emergency
managers, hedlth-care providers, emergency responders,
agencies dedicated to the health and well-being of chil-
dren and elderly [22,23].

The basic anatomic and physiologica difference be-
tween adults and children make the latter more vulner-
able and become symptomatic earlier when exposed to
disagter situations[23]. There may be culture or language
barriers that could delay or compromise medicd care.
Children rarely carry a source of persond identification
or of medical issues. The prevalenceof children with spe-
cid hedth care needs is higher compared to the general
population [23].

For these reasons, a new agorithm pediatric triage
has been proposed which includes four priority catego-
ries. I-immediate care/shock room, I1-urgent care/emer-
gency department, 111-delayed care, IV-unsalvageable
[24]. The most important aim of triageisto rapidly iden-
tify the patientsin category | [24].

The Pediatric Disagter Life Support (PDLS) was cre-
ated at the Univerdty of Massachusetts Medical School
with the objective of training health-care providersin a
2-day course the multiple aspects related to disaster care
in children [25]. Federal, date and locd organizations
have formed the Emergency Medicad Services of Chil-
dren (EMS-C) as an effort to reduce death and disability
for children [25].

Elderly who are house-bound, socially isolated, with
impaired mobility and dependant on medications, medi-
ca treatments or nursing care are the most vulnerable
[22]. Especially if the hedlth-care conditions limit the
individua’s independence and increase the need for
ass stance and dependency. The disastersthat can impact
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the elderly population range from hurricanes, floods, tor-
nados, earthquakes, and heat and cold waves.

Infectious Diseases

Thereisastrong correlation between disasters and infec-
tious diseases [26]. Disasters produce compromised liv-
ing conditions and cause populations to evacuate their
surroundings [26]. This significant change in their envi-
ronment can act as a precursor to an infectious disease
outbresk overwhelming the surge capecity of the hedlth-
care system and allowing the disease to spread.

Millions of people from the countries bordering the
Indian Ocean affected by the Tsunami are now under se-
rious threat of disease outbreaks as result of damaged
water and sanitation systems, sea water contamination
and congested conditions of the people displaced accord-
ing to the World Hedlth Organization [2]. There is an
immediate risk for waterborne disease such as cholera,
typhoid fever, shigellosis, and hepatitis[2]. The most im-
portant preventive measure isto provide of safe drinking
water. These areas are usudly endemic for tuberculosis
and maariaaswell asintestinal parasite infestation [27].

Clinicians must be dert for even smple injuries as
potential sources of infection in naturd disaster condi-
tions. The proper treatment of fracture, smple soft tissue
injuries and lacerations should not be dismissed since the
infection of such wounds can lead the patients to sepsis
and septic shock if not treated on time [27].

Economical and social impact

Thereisatight relationship between disasters and devel-
opment [5]. Disasters can impede the effectiveness of
development resource alocation [28]. The damage can
be evaluated and classfied in 4 different categories. re-
source loss; program interruption and prioritizing crucia
resources to other, shorter-term needs; negetive impacts
upon investment; and/or disruption of thelocal businesses
[28].

The victims of severe natural disasters face inevi-
table changes in their environment such as reduced ac-
cess to food, water, fud; uninhabitable homes, among
others[29]. There are significant differencesin rura and
urban environments. Thereisusudly agreater ahility to
manage achronic ailment in the urban environment [29].

The Sumatran earthquake took over 146,000 degths,
525,000 people were injured, over 20,000 missing, 1.6
million displaced and over a million homeless [2]. This
earthquake and consequent Tsunami destroyed billions



of dollar’sworth of propertiesin December of 2004 [30].
The Tsunami ravaged the Bay of Benga reminding the
world the terrible cost of ignorance [30]. Countries such
as India have committed to collaborate with Indonesia,
Thailand and Myanmar to eventudly build ardiable Tsu-
nami warning network in the region [30].

Psychological issues

Thereisawidespectrum of psychologica reactionswhich
will impact the management of a natural disaster [31].
Normal people experience a variety of behaviors under
abnormal circumstances that will either help or hinder
efforts [31]. Emergency medica workers with manage-
rid responsbilities must be aware of these factors and
should train to handle them effectively [31].

An inevitable disaster is emotionaly traumatic for
everybody involved and can later stage for psychiatric
illnesses.  For this reason, mental hedth providers rec-
ommend early psychologica intervention for victims of
disasters to reduce distress through a cognitive behav-
iord therapy. Thistherapy decreasestheincidence, dura-
tion, and severity of acute stress disorder, post-traumeatic
stress disorder and depression in survivors of disasters.
The psychological first aid and triage will reduce the po-
tentia for significant psychologica morbidity associated
with amass disaster [31].

Ethical issues

Dissgtersposeaperceptiblechdlengeto theintegrity of both
emergency response systems and hedth professonds[32].

Emergency hedth care providers encounter the opportunity
to regffirm their commitment to their profession and to their
patients through the adoption of avirtue-based ethic. Virtue
honorsthe fundamenta humanity of dl patients, the respect
due to colleagues, and the noble misson of safeguarding
public hedth in times of disagter [32].

New technology in disaster management

Theeffectiveresponseof out-of-hospital disastersrequires
systems to share relevant information that will enable
responders to rapidly collect, process, and digtribute in-
formation [33]. Information technology hasincreasingly
been acquiring amoreimportant role in sharing informa:
tion, especially in out-of-hospital response.

Wireless peer networks offer apromising solution to
many of the technical challenges of using information
technol ogy through ad hoc wireless routing networks and
peer-to-peer application architectures [33].

Conclusions

Natural catastrophes will continue to shake the world
whether if weare prepared or not. Itisour duty, ashedth
professionds to be prepared for these types of emergen-
ciesthrough disaster response plans and training in coor-
dinationwith public heath sysemsand government agen-
cies. Thereare severd helpful toolsthat provide predict-
able chains of command, clear lines of communication,
prioritized actions in order to offer the best quality of
sarvice to the large amount of victims affected in these
disasters with the supplies available.

References

1

Marris E (2005) Inadequate warning sys-
tem left Asia at the mercy of tsunami. Na-
ture 433 (7021):3-5

Moszynski P (2005) Disease threatens mil-
lions in wake of tsunami. BMJ 330
(7482):59.

Cohen SS, Mulvaney K (2005) Field ob-
servations. Disaster Medical Assistance
Team response for Hurricane Charley,
Punta Gorda, Florida, August 2004. Disas-
ter Manag Response 3(1):22-7.

Arnold JL (2002) Disaster medicine in the
21% century: future hazards, vulnerabilities,
andrisk. Prehospital Disaster Med.17(1):3-
11.

Stephenson RS, DuFrane C (2002) Disas-
tersand development: Part |. Relationships
between disasters and development.
Prehospital Disaster Med 17(2):110-5.
Levi L, Michaelson M, Admi H, Bregman
D, Bar-Nahor R (2002) National strategy
for mass casudlty situations and its effects
on the hospital. Prehospital Disaster Med
17(1):12-6.

Cuny FC (1998) Principlesof disaster man-
agement. Lesson 1: introduction. Pre-
hospital Disaster Med 13(1):88-92.

9.

10.

Bradt DA, Drummond CM (2002) Rapid
epidemiological assessment of hedth sta
tusin displaced populations—an evolution
toward standardized minimum, essential
data sets. Prehospital Disaster Med
17(4):178-85.

Sternberg E, Lee GC, Huard D (2004)
Counting crises: US hospital evacuations,
1971-1999. Prehospital Disaster Med
19(2):150-7.

Sweeney B, Jasper E, Gates E (2004)
Large-scale urban disaster drill involving
an explosion: lessons learned by an aca
demic medical center. Disaster Manag Re-
sponse 2(3):87-90.

Crit Care & Shock 2005 Vol. 8, No. 1



11.

12.

13.

14.

15.

16.

17.

Mignone AT, Davidson R (2003) Public
health response actionsand the use of emer-
gency operations centers. Prehospital Di-
saster Med 18(3):217-9.

Owens PJ, Forgione A, Briggs S (2005)
Challenges of international disaster relief:
Useof aDeployable Rapid Assembly Shel-
ter and Surgical Hospital. Disaster Manag
Response 3(1):11-6.

Bradt DA, Drummond CM (2003) From
complex emergencies to terrorism—new
toolsfor health-sector coordination in con-
flict-associated disasters. Prehospital Disas-
ter Med 18(3):263-71.

Hsu EB, JenckesMW, Catlett CL, Robinson
KA, Feuergtein C, Cosgrove SE, Green GB,
Bass EB (2004) Effectiveness of hospital
staff mass-casudty incident training meth-
ods: a systematic literature review. Pre-
hospita Disaster Med 19(3):191-9.
Kulling PE, Holst JE (2003) Educational
and training systems in Sweden for
prehospital response to acts of terrorism.
Prehospital Disaster Med 18(3):184-8.
Hsu EB, Grabowski JG, Chotani RA,
Winslow JA, Alves DW, VanRooyen MJ
(2002) Effects on local emergency depart-
ments of large-scale urban chemical fire
with hazardous materials spill. Prehospital
Disaster Med 17(4):196-201.

Halpern P, Tsai MC, Arnold JL, Stok E,
Ersoy G (2003) Mass-casualty, terrorist
bombings: implications for emergency de-
partment and hospital emergency response
(Part I1). Prehospital Disaster Med
18(3):235-41.

Crit Care & Shock 2005 Vol. 8, No. 1

18.

19.

20.

21

22.

23.

24.

25.

Romundstad L, Sundnes KO, Pillgram-
LarsenJ, Roste GK, Gilbert M (2004) Chal-
lenges of major incident management when
excessresources are alocated: experiences
from amass casualty incident after roof col-
lapse of a military command center.
Prehospital Disaster Med 19(2):179-84.
Gretenkort P, Harke H, Blazgjak J, Pache
B, Leledakis G (2002) Interface between
hospital and fire authorities—a concept for
management of incidents in hospitals.
Prehospital Disaster Med 17(1):42-7.
Klein KR, Atas JG, Collins J (2004) Testing
emergency medical personnel response to
patients with suspected infectious disease.
Prehospitd Disaster Med 19(3):256-65.
Blank-Reid C, Santora TA (2003) Devel-
oping and implementing a surgical re-
sponse and physician triage team. Disas-
ter Manag Response 1(2):41-5.
Fernandez LS, Byard D, Lin CC, Benson
S, Barbera JA (2002) Frail elderly as di-
saster victims: emergency management
strategies. Prehospital Disaster Med
17(2):67-74.

Bernardo LM, Veenema TG (2004) Pedi-
atric emergency preparedness for mass
gatherings and special events. Disaster
Manag Response 2(4):118-22.

Waisman Y, Aharonson-Daniel L, Mor M,
Amir L, Peleg K (2003) The impact of ter-
rorism on children: atwo-year experience.
Prehospital Disaster Med 18(3):242-8.
Bernardo LM, Kapsar P (2003) Pediatric
implicationsin bioterrorism: education for
hedlthcare providers. Disaster Manag Re-
sponse 1(2):52-3.

26.

27.

28.

29.

30.

3L

32.

33.

Veenema T (2003) A primer on epidemiol-
ogy with SARS as an example. Disaster
Manag Response 1(3):87-90.

Taylor PR, Emonson DL, Schlimmer JE
(1998) Operation Shaddock—the Austra-
lian Defense Force response to the tsunami
disaster in PapuaNew Guinea. Med JAust.
169:602-6.

Sephenson RS, DuFrane C (2002) Disasters
and development: Part 2: understanding and
exploiting disaster-development linkages.
Prehospitd Disaster Med 17(3): 170-4.
Woersching JC, Snyder AE (2003)
Earthequakes in El Savador: a descriptive
study of hedlth concernsin arura commu-
nity and the clinica implications, part |. Di-
saster Manag Response 1(4):105-9.
Bhattacharjee Y (2005) Indian Ocean tsu-
nami. In wake of disaster, scientists seek
out clues to prevention. Science 307
(5706):22-3.

DiGiovanni C Jr. (2003) The spectrum of
human reactions to terrorist attacks with
weapons of mass destruction: early man-
agement considerations. Prehospital Disas-
ter Med 18(3):253-7.

Larkin GL, Arnold J (2003) Ethical consid-
erations in emergency planning, prepared-
ness, and response to acts of terrorism.
Prehospital Disaster Med 18(3):170-8.
Arnold JL, Levine BN, Manmatha R, Lee
F, Shenoy P, Tsal MC, Ibrahim TK, O'Brien
DJ, Walsh DA (2004) Information-sharing
in out-of-hospital disaster response: the
future role of information technology.
Prehospital Disaster Med 19(3):201-7.




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts 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
  /PreserveEPSInfo true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 1200
  /ColorImageDepth -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
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 1200
  /GrayImageDepth -1
  /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
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 2400
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /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 ()
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /Description <<
    /FRA <>
    /JPN <FEFF3053306e8a2d5b9a306f30019ad889e350cf5ea6753b50cf3092542b308000200050004400460020658766f830924f5c62103059308b3068304d306b4f7f75283057307e30593002537052376642306e753b8cea3092670059279650306b4fdd306430533068304c3067304d307e305930023053306e8a2d5b9a30674f5c62103057305f00200050004400460020658766f8306f0020004100630072006f0062006100740020304a30883073002000520065006100640065007200200035002e003000204ee5964d30678868793a3067304d307e30593002>
    /DEU <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
    /ENU <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


