
Rev Saúde Pública 2007;41(3)

Patricia Neves GuimarãesI

Denise MartinII

José QuirinoIII

I Departamento de Saúde Mental e Saúde 
Coletiva. Universidade Estadual de Montes 
Claros. Montes Claros, MG, Brasil

II Programa de Mestrado em Saúde Coletiva. 
Universidade Católica de Santos. Santos, SP, 
Brasil

III Departamento de Psiquiatria. Escola 
Paulista de Medicina. Universidade Federal 
de São Paulo. São Paulo, SP, Brasil

Correspondence:
Patricia Neves Guimarães
Rua Agapito dos Anjos, 636 Cândida Câmara
39401-040 Montes Claros, MG, Brasil
E-mail: pnguimaraes@yahoo.com.br

Received: 6/28/2005
Reviewed: 11/17/2006
Approved: 1/22/2007

AIDS in rural Minas Gerais 
state (Southeastern Brazil): a 
cultural approach

ABSTRACT

OBJECTIVE: To describe behaviors facilitating HIV/AIDS exposure in rural 
population. 

METHODS: A qualitative study was conducted comprising 52 patients who 
attended a STD/AIDS outpatient clinic in 2002 and 2003. In-depth open and 
semi-structured interviews were carried out with subjects (30 males, 22 females) 
at the clinic or at home in rural municipalities in the northern area of Minas 
Gerais state, Southeastern Brazil. Interviews were transcribed and analyzed 
considering categories such as disease, work, social life, prior HIV/AIDS 
knowledge, and lifestyle. Content analysis was used for result interpretation. 

RESULTS: Interviewees perceived AIDS as a “big city disease”, an “outsider’s 
disease”, dissociated from local culture. They were all infected through either 
heterosexual or homosexual sex. Rural-urban migration is a major factor for 
HIV infection in the area as people migrate to search for jobs. 

CONCLUSIONS: Popular beliefs about HIV/AIDS disease contributes to 
HIV vulnerability of this population. There is a need to apprehend their cultural 
beliefs to better understand their ways of thinking and to focus on these local 
beliefs when disseminating HIV/AIDS information.

KEYWORDS: Acquired Immunodefi ciency Syndrome. Rural 
population. Health knowledge, attitudes, practice. Qualitative research.

INTRODUCTION

In the last 10 years, AIDS epidemics in Brazil has been characterized by 
pauperization, feminization, and interiorization.2,4,6,8,19 There are few epidemio-
logical studies on the process of AIDS epidemic interiorization in Brazil4,8,19,20 
and scarce qualitative research studies have focused on the epidemic in rural 
Brazilian population. Alves1 (2003) investigated HIV/AIDS perception and 
sexual practices among rural men in inland Pernambuco state (Northeastern 
Brazil). Kerr-Pontes et al14 (2004) addressed belief, behavior and social 
representation in groups of migrants from the Brazilian northeastern region 
focusing on their ability to put up HIV prevention measures. Both studies 
stressed the challenges of prevention in rural populations. There is a need 
for new knowledge about the different social and cultural background of 
HIV/AIDS in rural Brazil.

The study of HIV/AIDS in rural populations allows exploration of the distinc-
tive traits of the epidemics in this environment and to broaden knowledge and 
better management of preventive actions.

The growth of HIV/AIDS in the northern area of Minas Gerais State (South-
eastern Brazil) refl ects a general trend of the disease in Brazil in terms of 
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its expansion towards small-size municipalities and 
inland areas. This area is marked by poverty and lack 
of resources.*

The objective of the present study was to describe be-
havior facilitating HIV/AIDS exposure in a population 
living in rural localities.

METHODS

A qualitative study was conducted comprising patients 
who attended a STD/AIDS outpatient clinic in the 
municipalities in the northern area of Minas Gerais 
State. This area covers 89 municipalities and a total 
population around 1.5 million inhabitants. Eighty-four 
municipalities have less than 50,000 inhabitants.18

Selection of subjects was intentional, counting on 
their availability to participate in the study and ap-
propriate place of residence (only those living in rural 
localities).

The inclusion criteria in the study were the following: 
HIV-positive or living with AIDS; aged 18 years or 
more; living in rural localities in the study area; being 
under treatment or clinical care, at the time, in the outpa-
tient clinic of STD/AIDS. The exclusion criterion was 
living in Montes Claros, the urban heart of the area.

Interviews were carried out by an ethnographic ap-
proach.10,16 Field work focused environmental and 
social background of subjects. The ethnographic ap-
proach10 allowed close inspection of subjects’ daily 
life as well as their social relations with the family 
and community.

The data was collected between January 2002 and 
January 2003. In-depth open and semi-structured inter-
views were carried out with 52 subjects (30 males and 
22 females) both at the outpatient clinic, and at home. 
Subjects were approached between medical visits at 
the clinic and were fed the study main lines, in which 
confi dentiality and privacy of information were assured. 
Interviews were conducted using guidelines including 
work, lifestyle, perceptions and prior knowledge of 
HIV/AIDS, social life, marital relations and treatment. 
Two individuals refused to participate in the study 
because they feared their status would become clear 
to their neighbors.

Interviews were recorded, ending when they reached 
saturation. They were then transcribed and analyzed. 
In the transcription, subjects’ names were coded: the 
prefi x H being used for males and M for females, fol-
lowed by identifi cation digits. The analysis produced 
categories that were grouped as follows: common 
perception of HIV/AIDS, local perception of sexuality 

(homo and hetero) and migration due to looking for 
a job. Bardin’s3 (2004) content analysis was used for 
result interpretation.

The study was developed in compliance with the Eth-
ics Committee of Universidade Federal de São Paulo, 
all interviewees being briefed and agreeing to freely 
endorse a signed consent.

RESULTS AND DISCUSSION

All subjects came from the following rural counties: 
Porteirinha, Janaúba, Januária, Itacarambi, Taiobeiras, 
Rio Pardo de Minas, São João da Ponte, and Salinas. 
Main activities are food crops, occasional seasonal 
jobs, and non-market trading of produces. Ages ranged 
from 25 to 70 years. Most completed elementary school 
(four years).

AIDS perception and its implication to HIV 
spread

Locally, AIDS was considered to be a disease from 
“outside the area” where they live, a “big city” disease 
not recalling villages or rural areas.

“I didn’t believe it can come to this small town”. (H25, 
38 years old)

“I thought this thing would not infect me. I thought it 
[AIDS] was a thing of big city, these places, that is. I 
thought people would change. And that we can see that 
people has it; but many peoples with this thing is no 
different, ain’t they? They are the same”. (H15, 37)

All interviewees were indifferent to HIV/AIDS infor-
mation they received through the press media. It was 
understood as “a big city disease” not linked to them 
in any way.

“I have heared this HIV was a thing from… they say it 
was there, in those parts in the United State..., at that 
time when it’s start’d, people was not afraid, it didn’t 
get into their heads it could go aroun’ and… and… and 
contraminate them, see? No one car’d. I myself did not 
even think about it.” (H10, 40).

“I have heared people talking [on TV]. I didn’t pay any 
attention, I didn’t even care. I used to say: Uh, here we 
don’t have it”. (M18, 34)

Their beliefs of “nearness and distance” showed a 
system classifi cation of that can be very useful in the 
analysis of their patterns of thought.

The disease is part of what locals considered as not 
belonging there or the neighboring areas. In their re-

* Guimarães PN. Aids no Brasil rural: um estudo etno-antropológico da contaminação. [Master’s dissertation]. São Paulo: Unifesp; 2003.
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asoning, there is no need to worry about AIDS as it is 
part of what they perceive as “distant,” i.e., everything 
that is not part of their immediate sphere of knowledge. 
The notion of a geographic and a cultural distance was 
present here, in the sense shown by Evans-Pritchard11 
(1978) for Africa, the notion of time and space being 
linked to the physical environment, being essentially 
based on seasonal variation of social activities.

Local notion of distance would include things or people 
not acknowledged as belonging to the group. They re-
garded as “close” those people living in the area or small 
cities who were defi ned as alike, i.e. belonging to the 
same social group and sharing the same set of standards. 
Following this reasoning, people living in rural areas 
would be free of the AIDS threat. The belief of distance 
would include strangers, “outsiders,” regarded as not 
belonging to the same social group and thus potentially 
harmful to them and likely to be HIV infected.

Subjects also hardly perceive or identify AIDS because 
it is not seen. There is no clear symptom that can be 
attributed to HIV infection either in the asymptoma-
tic period or in the symptomatic period when AIDS 
typical conditions can be mistaken for others. People 
do not recognize the disease as physical. Besides, the 
status of asymptomatic infection makes it diffi cult to 
acknowledge the disease and more, that it is there and 
anyone can be infected.

In spite of having heard about AIDS by the media, some 
persons declared they did not either think about it, or 
even that it could be a non-healing disease. Some say 
AIDS is like any other disease they were familiar with 
and that could be easily cured like gonorrhea, which 
was the most referred sexual disease by them.

According to the interviewees, the disease is detected 
only when a patient has signifi cant weight loss, which 
is the single symptom acknowledged as being related 
to AIDS.

“Yeah but not me… I didn’t believe it because it was the 
fi rst sample. I said: Uh, this got to do with the guys there 
in the laboratory. My wife also didn’t pay no attention 
to that... yeah. I didn’t believe it. And not even now I’m 
taking this medicines I don’t believe it. I myself let it 
run free. I don’t give a damn.” (H08, 32)

From the subjects’ viewpoint, the expression “your 
test is positive” is an abstract statement as it cannot 
be associated to signs and symptoms. This makes 
patients doubt the diagnosis and sometimes postpone 
treatment, and they are very likely to carry on spreading 
the virus.

— Why do you think you don’t have it [AIDS]? “Be-
cause I feel nothing, see? Peoples say it sometime takes 
time for AIDS to develop, doesn’t it? …sometime some 

peoples has a body… has a strong body and it doesn’t 
develop, you know? The virus doesn’t develop but I 
don’t think I have it”. (M01, 34)

“I used to hear people saying AIDS... AIDS, I thought it 
was a disease so that we get treated and then we were 
cured fast. I thought so.” (M04, 31)

These data show that the population studied behaves 
according to standards of reasoning related to their local 
culture which are quite different from the disease nature 
and progress, according to scientifi c conceptions. It 
makes therefore prevention meaningless to this popu-
lation since to them the disease does not exist, rending 
people more vulnerable to infection.

Migration and return to the source community

Epidemiological data from the Brazilian National 
Program on STD/AIDS7 (2004) show 362,364 AIDS 
cases reported in the period between 1980 and 2004, of 
which 42.2% were reported in the State of São Paulo. 
It was verifi ed the migration of interviewees and their 
family from the study area to urban and rural areas in 
search for jobs and better living conditions. The State 
of São Paulo was the most referred destination of this 
migratory movement.

Some studies5,9,12-14 point out migration as a major factor 
for HIV dissemination in rural areas. These authors 
claim that migration per se does not lead to infection 
but actually behavior and sexual practices arising from 
this process does.

In the present study, migration was mostly reported 
among male subjects who sought to earn elsewhere a 
livelihood for their family or better life opportunities. 
More people migrate especially during the particular 
harvest seasons of crops such as soy, coffee and sugar 
cane when men leave the area to look for jobs. They 
seasonally worked in the States of Minas Gerais, São 
Paulo, and Goiás. They often traveled to the city of São 
Paulo to trade typical products from their area.

“I live there for quite a while. I’ve worked there for a 
long time... there in the State of São Paulo...” — In-
land? “Yeah, inland. It is within Ribeirão Preto, Pontal, 
Sertãozinho, in those plant there all over I worked”. 
— In the plant, isn’t it? “Yeah. I worked in the plant, in 
the backwoods plantation, yeah... sugar cane harvest.” 
(H10, 40)

There were 22 women interviewed, of whom 13 were 
infected by their husbands and partners who worked 
in São Paulo. The remaining reported they were likely 
infected by their partners who worked in other Brazilian 
regions or in the study area.

“My husband came. He came and we start’d to like 
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“Many times. Many, many men have stopped their cars 
near me offering me money, everything, for us, for me to 
go out with them. But I never, you know? I don’t know, 
I never, never liked that kind. To me men are like me, 
I don’t, I don’t desire men at all, understand? So I did 
never go out with homosexuals”. (H24, 30)

Interviewees generally had moralistic arguments to 
deny homosexual behavior, pejoratively referring to 
openly homosexual men. Homosexual practice is not 
accepted in their social environment. Subjects’ speeches 
show a moral duty to desire women.

“I think it is underhandedness... uh, I think they are not 
men... men have to desire women...” (H01, 35)

Interviewees often referred to homosexuality as a devil-
ish behavior, a kind of supernatural force alien to one’s 
own will that would make people commit acts against 
their own will and nature. They believed homosexual 
behavior is an anti-natural act or a deviation from nor-
mality; and normality meant subjecting oneself to the 
established social convention.

“Oh, let me tell you, I neither agree nor disagree, I don’t 
know why someone… why it happens and I don’t know 
why, but only as a contrast, see? I won’t discriminate 
no one because I ain’t God to judge people, am I? In 
contrast, uh it would be good if… I think it [homosexu-
ality] is more devilish. I think it is an evil spirit that gets 
into people. I’m positive that’s it!” (H02, 34)

The denial of contact with same sex partners was ex-
plicit but some subjects minimized this behavior by giv-
ing it a superfi cial connotation. For instance, some said 
they have had only one homosexual intercourse in their 
lifetime, making it a distant act of minor relevance. Sub-
jects were concerned about self-affi rming their maleness 
and did not want to be fi tted as homosexuals.

Parker17 (1991) showed that sexual interactions between 
men are conceived within a male-female relationship 
construction, and their sexual role, active or passive, is 
more relevant than the choice of sexual object to defi ne 
sexual identity and values.

Some interviewees managed to express their true sexual 
practices but they argued they did not see themselves 
as homosexuals. For example, one subject explained 
that homosexuals are only those individuals who, dur-
ing intercourse, play a passive role. As he played the 
active role, he was not part of this group.

“It was the fi rst thing. It was the fi rst time. A quick thing 
but what I really liked was striptease, lookin’ for women. 
I used to go a lot to red-light districts, to those meeting 
places there... but with women, such thing has hardly 
ever happened with men, but it happened with women. 
I had once [anal sex with men]. That time I played the 
active role.” (H05, 35)

each other and didn’t want to stay at my mother’s like 
that. I want’d to have a house, see? Take care of myself, 
my child. So his family, see, made an extra effort for us 
to be together. But, see, they didn’t tell me he had the 
disease. He lived in São Paulo.” (M19, 30).

Women also migrated but less frequently than men. 
Some female interviewees went to São Paulo under 
special circumstances to go along with their husbands. 
Working there is still a life goal aspired by both men 
and women.

Migration to other Brazilian regions is key to understan-
ding HIV infection in the northern area of Minas Gerais 
as well as a major element for prevention actions.

Sex and HIV infection

All interviewees were infected through sexual ex-
posure, confi rming a worldwide trend.21 Most men 
reported being infected through heterosexual exposure 
especially in whorehouses. They vehemently denied 
homosexual intercourse, which can be an artifi ce for 
not having to admit homosexuality, a morally unac-
ceptable practice in the communities studied. Some 
interviewees either married or not, suggested having 
both heterosexual and homosexual exposure, especially 
during the time they were away from home working in 
other Brazilian regions.

“Well, as I said I was drunk in the New Year’s eve and 
the kid ask’d me to go to his place. See, people are goin’ 
to my place to eat snacks, a stew and such and such, 
when I arrived there he...” – Did he pay you? “No. 
He put a tape in the VCR to seduce me and that’s it.” 
What was this tape about? “Sex. Between men. Uh! I 
was really drunk then I went with someone but didn’t 
use this condom. Because a year later he died! With a 
condition. One only [homosexual intercourse]. That is 
what makes me furious.” (H25, 38)

“In downtown São Paulo. Praça da República, Estação 
da Luz, there in the city downtown. So, you’re a young 
guy, nice, see, so those queers, those guys who prostitute 
there, fi nd you interestin’, want to go out with you, you 
know? So you don’t give a damn, you go out with them, 
you know?” (H05, 35)

Likely homosexual relationships were explicit in 
speeches where subjects reported experiences predis-
posing them to this sort of contact such as men who 
offered them money in exchange for sex.

“He want’d and want’d me to stay with him, he wasn’t 
and has never been my kind, see! They gave, he gave 
me money, so he seemed to be rich... whatever...” — Did 
he offer you money? “Money, so much money! But he 
wasn’t my kind. I never was, it has never been and it 
is not”. (H17, 45)
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“With men, never... I don’t know..., I have rubbed 
against but only once. It was a long, long time ago”. 
(H09, 29)

Many subjects’ women believed their partners and 
husbands were infected through contacts with “street 
women”, an argument accepted in their community, 
which reproduces traditional gender relations as well. 
Women did not see any chance of their husbands having 
homosexual exposure.

“Uh, this disease was contracted and catched in the 
state of São Paulo, see? Yeah. Those women there... Uh, 
I’ve heard it is transmitted by having sex, isn’t it? … by 
having sex with women… people catch it”. (H10, 40)

Both men and women reported that, even though they 
were aware of their HIV status, they continued to have 
sex without using condoms. None of the subjects in the 
study was used to condoms and many reported they had 
never tried to use a condom.

“Even he has even… said to me: this is my like, you 
think I’ll spend the rest of my life having sex with you 
with condoms? You think I’ll... I’ll never have the 
pleasure of being with you without a condom, never? 
This is my life, I’ll do whatever I like, he has even said 
that to me, see? So it was so much… so much pressure 
that I eventually… I used to come for the checkup and 
cried and cried....” (M05, 29).

Male subjects believed “backwoodswomen” posed 
no risk of sexually transmitted diseases as they were 
“upstanding,” “family women” who “did not like to go 
out partying”. Following this reasoning, condoms were 
not needed. Also, not using condoms was based on the 
trust they placed on their partners.

“Sometime I would fi nd one, see.... but that I knew there 
was no problem, you know?” – How did you know there 
was no problem? “ ’cause sometime they were family 
women who perhaps not even liked much partying, see? 
This thing. So you would know, you don’t know, I think 
they didn’t have it. This bush woman who lived there 
in those bushes. I think she didn’t have it, didn’t have 
anything”. (H15, 37).

CONCLUSIONS

It can be said that behavior arising from rural to urban 
migration are likely facilitators of HIV spread in the 
study area. Subjects and their families moved between 
several Brazilian cities looking for jobs and the State of 
São Paulo was the most common destination.

Although subjects have heard about AIDS through 
communication media, advertisements broadcasted 
targeting prevention do not appear to be reaching this 
population for they are restricted to a cultural back-
ground quite different from that of rural communities. 
This may be an obstacle to their understanding of AIDS. 
Bearing in mind cultural issues while disseminating 
HIV prevention can be thus a facilitator to raising these 
individuals’ awareness of their HIV susceptibility. In 
this sense, information provided through communi-
cation media would be more meaningful and more 
easily absorbed in the cultural background of target 
populations.

The present study stresses regional characteristics that 
should be further explored and taken into consideration 
while devising HIV/AIDS prevention policies and 
campaigns. The study fi ndings highlight guiding tools 
for future AIDS prevention campaigns in Brazil.



6 AIDS in rural Minas Gerais state: a cultural approach     Guimarães et al. 

1. Alves MFP. Sexualidade e prevenção de DST/AIDS: 
representações sociais de homens rurais de um 
município da zona da mata pernambucana, Brasil. 
Cad. Saude Publica. 2003;19(Supl 2):429-39.

2. Barcellos C, Bastos FI. Redes sociais e difusão da AIDS 
no Brasil. Bol Ofi cina Sanit Panam.1996;121:11-24.

3. Bardin L. Análise de conteúdo. Lisboa: Edições 70; 
1977.

4. Bastos FI, Szwarcwald CL. A AIDS e pauperização: 
principais conceitos e evidências empíricas. Cad 
Saude Publica. 2000;16 (Supl 1):65-76.

5.    Calvin M, Karin SSA, Wilkinson D. Migration and 
AIDS. The Lancet. 1995; 346(8985):1303-4.

6.    Castilho EA, Chequer P, Szwarcwald CL. A AIDS no 
Brasil. In: Rouquayrol MZ, Almeida Filho N, editores. 
Epidemiologia & Saúde. Rio de Janeiro: Editora Médica 
e Científi ca, p.271-84, 1999.

7. Dados epidemiológicos – AIDS. Bol Epidemiol AIDS. 
2004;8(1):26.

8. Dhalia C, Barreira D, Castilho EA. A AIDS no Brasil: 
situação atual e tendências. Bol Epidemiol AIDS. 
2000;13(1):3-13.

9. Decosas J, Kane F, Anarfi  JK, Sodji KDR, Wagner HU. 
Migration and AIDS. Lancet. 1995;346(8978):826-8.

10. Geertz C. A interpretação das culturas. Rio de Janeiro: 
LTC; 1989.

11. Evans-Pritchard EE. Os Nuer. São Paulo: Editora 
Perspectiva.1978.

12. Haour-Knipe M. Migration and ethnicity issues. 

Vancouver Conference Review: AIDS Care. 
1997,9(1):115-9.

13. Herdt G. Sexual cultures and population movement: 
implications for AIDS/ STDs. In: Herdt G, editor. 
Sexual cultures and migration in the era of AIDS - 
anthropological and demografi c perspectives. Oxford: 
Claredon Press; 1997. p. 3-22.

14. Kerr-Pontes LRS, Gonzalez F, Kendall C, et al. O 
papel da migração na prevenção da infecção pelo 
HIV no Nordeste brasileiro. Cad. Saude Publica. 
2004;20(1):320-28.

15. Martin D. Mulheres e Aids: uma abordagem 
antropológica. Rev. USP.1997;(33):88-101.

16. Oliveira RC. O trabalho do antropólogo: olhar, ouvir, 
escrever. Rev Antropol (São Paulo).1996;39(1):13-37.

17. Parker R. Corpos, prazeres e paixões: a cultura sexual 
no Brasil contemporâneo. São Paulo: Best Seller; 1991.

18. Rodrigues L. Formação econômica do norte de Minas 
e o período recente. In: Oliveira MFM, Rodrigues L, 
organizador. Formação social e econômica do norte de 
minas. 2. ed. Montes Claros: Unimontes, 2000. v.1, p. 
105-172.

19. Rodrigues-Júnior AL, Castilho EA. A epidemia de AIDS 
no Brasil, 1991-2000: descrição espaço-temporal. Rev 
Soc Bras Med Trop. 2004;37(4):312-7.

20. Szwarcwald CL, Bastos FI, Barcellos C, Esteves MAP, 
Andrade CLT. A disseminação da epidemia de AIDS 
no Brasil, no período de 1987 a 1996: uma análise 
espacial. Cad Saude Publica. 2000;16(Supl 1):7-19.

21. Veronesi R. Focaccia R. Tratado de Infectologia. São 
Paulo: Editora Atheneu; 2005.

REFERENCES 

Based on a Master’s dissertation by PN Guimarães presented to the Department of Preventive Medicine, Unifesp, in 2003.
Study conducted in the STD/AIDS outpatient clinic of Universidade Estadual de Montes Claros.



<<
  /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
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments 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 /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 <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. 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 for quality printing on desktop printers and proofers.  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 /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


