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Factors influencing oral colonization of mutans streptococci
in young children

V Law,* WK Seow,* G Townsend†

Abstract
This paper aims to critically review current
knowledge about the key factors involved in oral
colonization of the cariogenic group of bacteria,
mutans streptococci (MS) in young children. MS,
consisting mainly of the species Streptococcus
mutans and Streptococcus sobrinus, are commonly
cultured from the mouths of infants, with prevalence
of infection ranging from around 30 per cent in 
3 month old predentate children to over 80 per cent
in 24 month old children with primary teeth. MS is
usually transmitted to children through their
mothers, and the risk of transmission increases with
high maternal salivary levels of MS and frequent
inoculation. Factors that affect the colonization of
MS may be divided into bacterial virulence, host-
related and environmental factors. Complex
interaction among these factors determine the
success and timing of MS colonization in the child.
As clinical studies have shown that caries risk is
correlated with age at which initial MS colonization
occurred, strategies for the prevention of dental
caries should include timely control of colonization
of the cariogenic bacteria in the mouths of young
children.
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prevalence of ECC is found in the socially-
disadvantaged groups, and recent surveys report rising
caries rates in young children in Australia and other
parts of the world.3,4

As in other types of dental caries, mutans
streptococci (MS), consisting mainly of the species
Streptococci mutans and Streptococci sobrinus, have
been implicated as the principal oral bacteria
responsible for the initiation and development of
ECC.5,6 Colonization with MS is thus a key event in the
pathogenesis of EC that can be targeted for caries
prevention in clinical practice.2 The aim of the present
paper therefore, is to critically review the current
understanding of bacterial, host and environmental
factors involved in MS colonization in children.

Oral microbes start to colonize an infant’s mouth
soon after birth. The numbers of oral bacteria increase
gradually from exposure with microbial sources from
the external environment.7-9 Streptococcus salivarius,
Streptococcus mitis and Streptococcus oralis have been
identified as the first and most dominant oral microbes
to colonize the oral cavities of newborn infants. With
the eruption of primary teeth, the number and
complexity of the microflora in the oral environment
increase.7,9,10 The species colonizing the teeth after
eruption include Streptococcus sanguis, Staphylococcus
spp., Veillonella spp., Neisseria spp., Actinomyces spp.
and Lactobacilli spp. Oral streptococci including 
S. oralis, S. anginosus and S. gordonii are commonly
reported to be present after first year of life.7,9-11 In
addition, anaerobes including Fusobacterium and
Prevotella species can also be detected in young
children.8,10 In later childhood the bacterial diversity
and numbers in the oral cavity increase as more teeth
erupt and provide greater areas for the adherence and
retention of microbes.12

Due to the paucity of longitudinal studies, relatively
little is known regarding the timing of arrival of the key
microbes found in the oral biofilm in children.
Similarly, it is still unresolved as to the timing of
acquisition of MS into the oral biofilm, and whether
MS can be considered a component of the normal oral
flora.5,6,13

INTRODUCTION

Despite significant advances in preventive dentistry,
dental caries continues to be one of the most common
infectious oral diseases in mankind. An entity of dental
caries, early childhood caries (ECC) may be defined as
the presence of one or more decayed primary tooth
surface in a child aged 71 months or younger.1 The
condition is responsible for the majority of dental
abscesses and toothache in children who often require
general anaesthesia for treatment.2 The highest
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Mutans streptococci and caries in young children
The main MS species, S. mutans and S. sobrinus, are

facultative anaerobes, non-motile and catalase-negative
gram-positive cocci.5,6 The central role of MS in the
aetiology of ECC is now well established. In a recent
review on the usefulness of bacterial testing in risk
assessment for caries, Thenish et al.3 examined cohort
studies of 1–3 years follow-up of children aged 2 to 4.5
years of age residing in Scandinavia,14-18 Cuba,19 Japan20

and USA.21,22 Although numbers of subjects in the
studies were small and the majority of investigators did
not adjust for confounders in their respective
investigations, the authors concluded that there was
sufficient evidence that the presence of MS in plaque or
saliva of caries-free preschool children is associated
with significant increase caries risk in child.3

MS species that have been implicated in dental caries
are Streptococcus mutans (serotypes c, e, f) and
Streptococcus sobrinus (serotypes d, g).5,6 MS have been
isolated in 95 per cent of children with high caries rates
and diverse ethnic and socio-economic backgrounds.23-29

In children with ECC, MS comprises 30–50 per cent of
plaque flora30 and 10 per cent of salivary flora.31 In
contrast, less than 1 per cent of the oral flora in low
caries risk children is MS.

S. mutans has been identified as the principal
cariogenic bacterium for caries initiation5 while 
S. sobrinus is thought to enhance caries initiation
progression and development.5 Children harbouring
both S. mutans and S. sobrinus species showed higher
caries experience than children who carry only either 
S. mutans or S. sobrinus.32-34 In addition, the presence of
both S. mutans and S. sobrinus at localized sites has
correlated strongly with the presence of early
caries.12,32,34

Although clinical studies usually employed either
pooled plaque or salivary samples, there are generally
no significant differences in sensitivity and specificity of
detection of MS from plaque or saliva samples.3,35

Identification of MS has previously depended mainly
on colony and biochemical characteristics based on the
microbial growth on selective culture media.36 Although
conventional culture methods remain important,
molecular techniques are fast replacing traditional
methods for MS detection. Monoclonal antibodies for
specific identification of all eight known species of MS
have recently been reported.37 Furthermore, polymerase
chain reaction (PCR) techniques are now frequently
used to detect small numbers of MS which are not
usually detectable by culture techniques.38 Importantly,
molecular techniques are required for advanced
microbial characterization such as genotyping of the
bacteria.39

Virulence factors of mutans streptococci
Although MS organisms contain a wide range of

traits such as acidogenicity and acidurance that confer
them with an ecological advantage over other oral
bacteria for cariogenicity, not all strains are equally as
virulent in causing dental caries.40 

The major virulence factor of MS which is important
in colonization is their ability to adhere to host
surfaces.8,19 This property involves a sucrose-
independent initial adherence to the acquired salivary
pellicle, followed by sucrose dependent cellular
accumulation.41,42 Adhesins from S. mutans (antigen
I/II) and S. sobrinus (Spa A) interact with salivary
proteins of the acquired pellicle on the tooth surface to
promote bacterial adherence.41,42 In addition, glucan
binding proteins (GbpA, GbpB and GbpC) increase the
binding of MS to glucans deposited on tooth surfaces,
thereby contributing to the sucrose dependent
adherence of S. mutans and S. sobrinus to teeth.41,42 The
glucans are products of MS enzymes,
glucosyltransferase and fructosyltransferases which are
found in both S. mutans and S. sobrinus.43,44 These
extracellular polysaccharides are central for the
adhesion and colonization of MS. In addition, they
increase the thickness of plaque on the tooth surface,
resulting in enhanced rates of sugar diffusion and acid
production at deeper plaque layers.43-45

Virulence properties of MS which are important for
their proliferation and establishment are acidogenicity
and acidurance which allows the organisms to survive
at low pH levels and contributes significantly to their
cariogenic potential.46,47 This characteristic is derived
from the ATPase-driven proton pumps 
(ATP hydrolysis) which actively remove protons from
the cytoplasm.48

Another virulence property which is shown by half
the MS species (S. mutans, but not S. sobrinus) is the
ability to synthesize intracellular polysaccharides. The
storage carbohydrates are metabolized by S. mutans to
produce acid, which enhances cariogenicity by
maintaining an acidic pH (<5.5) in the environment.46,47

This property of S. mutans permits continual acid
production after dietary carbohydrates have been
depleted or during periods of low concentration of
exogenous substrate. This activity maintains
acidogenicity and fosters enamel demineralization
during periods of low salivary secretion during sleep.44

Factors which affect mutans streptococci transmission 

Clinical studies have provided microbiological,
biochemical and molecular evidence that children
generally acquire MS organisms through their mother.49

These studies have shown that S. mutans strains
isolated from mothers and their children exhibit similar
or identical bacteriocin profiles50,51 and identical
plasmid or chromosomal DNA patterns.52,53 Other
studies have shown that there could also be
transmission of MS from other family members and
non-familial caretakers as children increase their social
contacts outside the family.53,54

Data from clinical studies show that children whose
mothers harbour high concentrations of salivary MS
acquire the bacteria at younger ages and in higher
numbers compared with children of mothers who
harbour low MS levels.55,56 Berkowitz et al.55 reported
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that mothers with salivary levels of S. mutans greater
than 106 organisms per millilitre of saliva have a greater
than 50 per cent rate of transmission of the bacteria to
their 10 to 16 month old children compared with a rate
of only 30 per cent in the case of mothers with only 103

organisms per millilitre of saliva.55 Other investigators
have further reported that mothers who have greater
caries experience, periodontal disease, poor oral
hygiene, low socio-economic status and education as
well as frequent snacking have higher risk of
transmission of MS to the infant.55-59

Frequency of inoculation is likely to be an important
factor in MS transmission from mother to infant.49,57

Thus, mothers who share foods, drinks, utensils,
toothbrushes and other items with their children have
the highest risk of transmitting MS to their
children.58,60,61

Some authors have hypothesized that there could be
beneficial effects of early transmission of MS to the
infant, suggesting that this may induce the development
of anti-MS immunoglobulins as a result of natural
inoculation.62-65 However, although the putatively
higher levels of immunity can theoretically reduce MS
colonization and decrease dental caries experience in
young children, this has not been observed in clinical
practice.62-65

Similarly, it has been suggested that breast-feeding
provides immunological protection against MS
colonization from mothers to infants due to the
presence of anti-S mutans IgA in breast milk.66

However, protection against MS colonization by
passively transferred IgA through breast-feeding has
not been proven.

Successful colonization MS is likely to depend on the
presence of a favourable environment of the dental
microbial biofilm. Pioneer microbes entering the oral
cavity can influence the colonization of later species
and microbes arriving later will need to compete for
colonization sites and nutrients.67 As earlier-arriving
species have an ecological advantage over those
arriving later, it is likely that early arrival of MS will
promote their persistance in the mouth compared to
later arrival.68,69

Timing of initial mutans streptococci colonization in
young children

As is the case regarding timing of development and
maturity of the dental biofilm in children, the timing of
initial MS acquisition in children is not yet established.
Most studies suggest that the bacteria can be acquired
at any time from under 6 months to over 3 years of age.
Until recently, it was thought that MS require a non-
shredding surface to colonize and multiply.49,70 A small
study by Caufield et al.50 suggested that there is a
“window of infectivity” for initial acquisition of MS at
a mean age of 26 months (range 9–44 months). This
observation has been supported by a few clinical
studies which showed initial colonization of MS varied

between 7–36 months which is a time period coinciding
with eruption of the primary teeth.10,14,71

If colonization of MS occurs with tooth emergence,
then several windows of infectivity may exist, such as
time periods coinciding with eruption of primary
incisors, primary molars and permanent first molars,
respectively.12,72 On the other hand, longitudinal studies
by Wan and co-workers60,61 and Law and Seow73

showed that there was increasing MS colonization with
increasing ages of the children, without any discrete
windows of infectivity.60,61,73

There is now clinical evidence that MS can be
detected in mouths of predentate children prior to the
eruption of the first tooth.61,74,75 Wan and co-workers
showed more than 30 per cent of predentate children at
the age of 3 months were infected with S. mutans and
over 60 per cent showed presence of the bacteria by the
age of 6 months.61,75

Karn et al. also reported a prevalence of 27 per cent
of MS infection in children aged 12 months,76 and
Thorild et al. detected MS in 30 per cent of 18 month
old children.77 Higher infection rates were reported by
Roeters et al.,78 who found MS in 43 per cent of
preschool children aged 2 to 5 years, and Milgrom 
et al.74 who reported MS in 53 per cent of children aged
6 to 12 months and 72 per cent in those aged 13 to 24
months. Other investigators also reported similarly
high levels in 24 month old children.60,73

The timing of MS colonization is of clinical
significance as there is evidence that the earlier the MS
colonization in a child, the higher is his/her caries
risk.14,74,79,80

A few longitudinal studies have reported that
children who had acquired MS before 2 years of age
showed greater caries experience in both primary and
permanent dentitions compared to children who were
colonized at later ages.14,74,79,80 The first report by
Alaluusua and Renkonen14 found that children who
had MS by the age of 2 years showed higher caries
experience compared to children who were colonized
later in childhood. This observation, together with the
fact that MS is usually transmitted by the mother, led to
the concept that prevention of caries in children may be
possible by reducing maternal MS counts and delaying
MS colonization in the children.14

In later clinical studies, Kohler et al.79 investigated
children who were colonized at different times due to
differing levels of maternal S. mutans, and correlated
the colonization times with caries experience.79 The
authors reported that 4 year old children who were
colonized at ages below 2 years had significantly lower
caries experience compared with children who were
colonized after 2 years of age. When the same cohort
were followed-up at 7 years of age, the same group of
children who were colonized after 2 years of age had
the lowest levels of MS and significantly lower caries
risk compared to those who were colonized earlier.81 In
other studies which attempted to reduce MS
transmission by reducing maternal levels, 



Isokangas et al. also reported that colonization with
MS before 2 years of age is associated with significantly
earlier caries attack in the primary dentition compared
to colonization after 2 years of age.82

Host factors which affect mutans streptococci
colonization in young children

It is likely that MS colonization in children results
from a complex interaction of the bacterial factors with
host factors as listed in Table 1.

Hereditary factors

The influence of hereditary factors in dental caries
has been well described,83-85 and it is likely that many of
these are associated with MS colonization in the child.
It is reasonable to hypothesize that many genetic
factors, such as the HLA genes, modulate the host’s
immunological responses which, in turn, influence MS
colonization in the mouth. In addition, these genetic
factors may also modulate bacterial colonization
through changes in the saliva, tooth and mucosal
surfaces.83-85

Twin studies are useful to determine the relative
contribution of hereditary and environmental factors in
a variety of traits, including the factors affecting oral
colonization. Comparing results of identical or
monozygotic twin pairs who share all their genes, and
non-identical or dizygotic twin pairs, who share
approximately half of the segregating genes, allows
computation of the relative amount of genetic
contribution to trait variation. In this regard, Goodman
et al. first proposed that streptococci salivary levels are
modulated by genetic factors whereas lactobacilli levels
were correlated mainly with environmental factors.86

This hypothesis was extended by molecular studies of

Acton et al. which suggest that MHC genes may
modulate susceptibility for the colonization of MS
levels, although conflicting results were reported by
Ozawa et al.83,85 In a recent study of preschool twins,
genetic influence was reported to contribute to
approximately 52 per cent in the variation in salivary
MS levels, while the remainder of the variation was
thought to result from environmental factors.84

Tooth and mucosal surface factors

Although non-shedding hard tissue surfaces provide
the main adherence surfaces for MS colonization, there
is increasing evidence that oral mucosa may have a role
in initial colonization of the bacteria. In recent studies,
oral mucosal surface changes manifested as
developmental nodules (Bohn’s nodules),75 and oral
clefts70 have been reported to provide increased
retention sites to facilitate MS colonization in
predentate children.

Abnormalities in hard tissue surfaces and the
presence of cleft palate obturators can also modulate
the adherence and colonization of MS.70 Enamel
hypoplasia leads to loss of enamel integrity and tooth
surface irregularity which enhance the colonization of
MS on the tooth surfaces due to increased bacterial
adherence, plaque retention and decrease in
carbohydrate clearance.87,88 Enamel defects can result
from a variety of inherited and acquired systemic
aetiologic factors ranging from genetic abnormalities
such as Amelogenesis imperfecta to congenital
abnormalities of mineralization such as hypo
phosphatasia, to metabolic defects such as rickets and
prematurity of birth.87,89-91 It is thus reasonable to expect
that children who have these conditions and are
predisposed to enamel defects are also at higher risk for
early MS colonization.87,92

Saliva

The protective role of saliva against oral bacteria is
well established.93 Saliva contains several antimicrobial
components that mediate selective adhesion and
colonization of mutans streptococci on the tooth
surfaces. Agglutinins include mucins, glycoproteins,
fibronectin, lysozyme and salivary immunoglobulin A
(sIgA) promote agglutination of MS and enhance
bacteria removal.93,94 Other proteases and galactosides
in saliva destroy the surface protein antigens of 
S. mutans to prevent adherence of S. mutans.95

Moreover, salivary flow and buffering capacity
(carbonic acid-bicarbonate system, phosphate and
protein systems) facilitate oral clearance, which
influence MS colonization by neutralizing acid resulting
from MS fermentation of substrate.96 Oral clearance is
thought to be slowest at night-time when the salivary
flow rate is lowest. Such conditions enhance
colonization of MS and plaque growth.96

Children with compromised salivary flow tend to be
at highest risk for early MS colonization. They may
have congenital abnormalities and undergone surgical

96 Australian Dental Journal 2007;52:2.

Table 1. Factors which increase MS colonization
Bacterial factors Transmission

– Increased numbers of MS in mothers/close
contacts

– Increased frequency of contact with MS
carriers

MS strains
– Virulent strains of MS
Biofilm
– Little competition with other species
– Ecological sites available for colonization

Host factors Hereditary
– HLA genes with unfavourable

immunological, salivary, – tooth, mucosal
effects

Surfaces for microbial adherence
– Increase tooth surfaces
– Altered mucosal surfaces
Saliva
– Reduced quantity and quality of saliva
Immunological
– Reduced oral immunity from congenital and

acquired conditions
Diet
– Frequent ingestion of sweet snacks and drinks
Oral hygiene 
– Lack of oral hygiene
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resection of salivary glands, or have compromised
salivary gland function after radiotherapy or intake of
medications such as salbutamol.97,98

Immunological factors

Although immunological factors are likely to play an
important role in infections in general, the significance
of immunological factors in MS colonization and
dental caries is still unclear.99 There is evidence that
most children are orally immunocompetent with
specific immune factors at birth or soon after,100 and
antibodies levels against S. mutans tend to increase
with age.94,101 Specific immune factors derived from
saliva (sIgA) or serum and gingival crevicular fluid
(IgG, IgA and IgM) influence the colonization and
pathogenic activity of MS. Both sIgA and IgG inhibit 
S. mutans adherence to saliva-coated hydroxapatite
and epithelial surfaces and neutralize S. mutans
enzymes and virulence factors.62,64,102 Moreover, IgA can
enhance lactoferrin, peroxidases and lysozyme
activities in saliva that may reduce S. mutans
colonization. IgG antibodies found in gingival
crevicular fluid enhance phagocytosis and killing of 
S. mutans and other oral micro-organisms through
complement activation or opsonisation.101 IgM
antibodies that can agglutinate S. mutans and fix
complement are important in the first few days of the
primary immune response.101

However, the role of immunoglobulins in
colonization of MS and dental caries is unclear.103-105

High anti-MS immunoglobulins have been shown to be
associated both with and without caries experience in
separate studies.103-105

Feeding habits and sugar exposure

Prolonged bottle feeding with sugar-containing
drinks, and night-feeding of sweetened fluids, as well as
frequent snacking are well-known factors which are
associated with increased MS levels and development
of caries in young children.74,106 Sucrose has been
identified as the main cariogenic sugar which can be
metabolized by MS to produce the plaque dextrans
essential for bacterial adherence and colonization in the
oral cavity.6,107 Possible sources of sucrose in young
children include fruit juices, sweet solids and drinks
that are readily metabolized by MS to acids which
demineralize tooth structure.108 In addition, high
frequency of sugar in both solids and fluids increases
the acidity of plaque and enhances the establishment
and dominance of the aciduric MS.

The longitudinal studies of Wan et al.60,61 and Law
and Seow73 provide strong evidence that frequent
consumption of sugar-containing snacks are associated
with earlier colonization of MS in infants.
Furthermore, babies who are started on solids earlier
are at higher risk of MS colonization, probably due to
the fact that many children are given sweet foods as
their first solids to encourage their acceptance of first
solids.60

Although the cariogenicity of human breast milk and
bovine milk have not been investigated extensively
under in vivo conditions, both are generally thought to
be minimally cariogenic from in vitro studies.109 On the
other hand, a recent animal study by Bowen and
Lawrence110 suggests that at high frequency exposures,
human breast milk had greater cariogenicity compared
to bovine milk, probably due to the fact that human
breast milk contains higher lactose concentration (7 per
cent) than bovine milk (4 per cent).110,111 Human breast
milk has antibacterial activity due to the presence of
immunoglobulins (sIgA), enzymes and specific
antibacterial agents such as lactoferrin, interferon and
lysozymes which can theoretically prevent and reduce
S. mutans colonization.66 However, the clinical effects
of these antimicrobial factors on MS colonization are
still unknown.

Systemic antibiotics

It has been suggested that long-term antibiotic
therapy in early childhood may eliminate or reduce MS
colonization,72,112 although the extent of protection
from single courses of antibiotics is unknown. On the
other hand, the effects of antibiotics are often
confounded by the caries-promoting effects of sucrose
found in some medications, as well as the effects of
enamel hypoplasia which can result from systemic
infections necessitating the antibiotics.88 These factors
may explain the findings in the report of Dasanayake 
et al.113 who showed higher MS prevalence and
increased caries risks in children who were frequently
exposed to sucrose-containing medications.

CONCLUSIONS

The colonization of MS in a child’s mouth has
significant implications for caries risk. Factors which
affect colonization include bacterial virulence factors
interacting with host genetic and environmental
factors. Future strategies aimed at controlling MS
colonization are likely to be most effective if they draw
on our growing understanding of the nature of the
interplay between bacterial and host factors in this
critical process.

ACKNOWLEDGEMENTS

This paper was supported by grants from the
National Health and Medical Research Council, the
Australian Dental Research Foundation and
Queensland Health.

REFERENCES
1. American Academy of Pediatric Dentistry. Definitions, oral

health policies and clinical guidelines. Definition of early
childhood caries (ECC). Reference Manual 2005-2006:13.

2. Seow WK. Biological mechanisms of early childhood caries.
Community Dent Oral Epidemiol 1998;26:8-27.

3. Thenisch N, Bachmann L, Imfeld T, Leisebach T, Seteurer J. Are
mutans streptococci detected in preschool children a reliable
predictive factor for dental caries risk? A systematic review.
Caries Res 2006;40:366-374.



4. Slade G, Sanders A, Bill C, Do L. Risk factors for dental caries in
the five-year-old South Australian population. Aust Dent J
2006;51:130-139.

5. Tanzer JM, Livingston J, Thompson AM. The microbiology of
primary dental caries in humans. J Dent Educ 2001;65:1028-
1037.

6. van Houte J. Role of micro-organisms in caries etiology. J Dent
Res 1994;73:672-681.

7. Pearce C, Bowden GH, Evans M, et al. Identification of pioneer
viridans streptococci in the oral cavity of human neonates. J Med
Microbiol 1995;42:67-72.

8. Kononen E, Asikainen S, Saarela M, Karjalainen J, Jousimies-
Somer H. The oral gram-negative anaerobic microflora in young
children: longitudinal changes from edentulous to dentate mouth.
Oral Microbiol Immunol 1994;9:136-141.

9. Rotimi VO, Duerden BI. The development of the bacterial flora
in normal neonates. J Med Microbiol 1981;14:51-62.

10. Carlsson J, Grahnen H, Jonsson G. Lactobacilli and streptococci
in the mouth of children. Caries Res 1975;9:333-339.

11. Caufield PW, Dasanayake AP, Li Y, Pan Y, Hsu J, Hardin JM.
Natural history of Streptococcus sanguinis in the oral cavity of
infants: evidence for a discrete window of infectivity. Infect
Immun 2000;68:4018-4023.

12. Brailsford S, Sheehy E, Gilbert S, Clark DC, Kidd E. The
microflora of the erupting first permanent molar. Caries Res
2005;39:78-84.

13. Beighton D. The complex oral microflora of high-risk individuals
and groups and its role in the caries process. Community Dent
Oral Epidemiol 2005;33:248-255.

14. Alaluusua S, Renkonen O. Streptococcus mutans establishment
and dental caries experience in children from 2 to 4 years old.
Scand J Dent Res 1983;91:453-457.

15. Tenovuo J, Lehtonen OP, Aaltonen AS. Caries development in
children in relation to the presence of mutans streptococci in
dental plaque and of serum antibodies against whole cells and
protein antigen I/II of Streptococcus mutans. Caries Res
1990;24:59-64.

16. Pienihakkinen K, Jokela J. Clinical outcomes of risk-based caries
prevention in preschool-aged children. Community Dent Oral
Epidemiol 2002;30:143-150.

17. Twetman S, Stahl B, Nederfors T. Use of the strip mutans test in
the assessment of caries risk in a group of preschool children. Int
J Paediatr Dent 1994;4:245-250.

18. Wendt L, Hallonsten A, Koch G, Birkhed D. Analysis of caries-
related factors in infants and toddlers living in Sweden. Acta
Odontol Scand 1996;54:131-137.

19. Rodriguez Miro M, Vega Valdes D, Fonte Martinez M, et al.
Streptococcus mutans: its relation to cariogenic activity. Rev
Cubana Estomatol 1989;26:191-206.

20. Seki M, Karakama F, Terajima T, et al. Evaluation of mutans
streptococci in plaque and saliva: correlation with caries
development in preschool children. J Dent 2003;31:283-290.

21. O’Sullivan DM, Thibodeau EA. Caries experience and mutans
streptococci as indicators of caries incidence. Pediatr Dent
1996;18:371-374.

22. Litt M, Reisine S, Tinanoff N. Multi dimensional causal model of
dental caries development in low-income preschool children.
Public Health Rep 1995;110:607-617.

23. Marchant S, Brailsford SR, Twomey AC, Roberts GJ, Beighton
D. The predominant microflora of nursing caries lesions. Caries
Res 2001;35:397-406.

24. Alaluusua S, Matto J, Gronroos L, et al. Oral colonization by
more than one clonal type of mutans streptococcus in children
with nursing-bottle dental caries. Arch Oral Biol 1996;41:167-
173.

25. van Houte J. Microbiological predictors of caries risk. Adv Dent
Res 1993;7:87-96.

26. Seki M, Yamashita Y, Shibata Y, Toriqoe H, Tsuda H, Maeno M.
Effect of mixed mutans streptococci colonization on caries
development. Oral Microbiol Immunol 2006;21:47-52.

27. Grindefjord M, Dahlof G, Modeer T. Caries development in
children from 2.5 to 3.5 years of age: a longitudinal study. Caries
Res 1995;29:449-454.

28. Bretz W, Djahjah C, Almeida R, Hujoel P, Loesche W.
Relationship of microbial and salivary paramenters with dental
caries in Brazilian pre-school children. Community Dent Oral
Epidemiol 1992;20:261-264.

29. Matee M, Mikx F, Maselle S, Van Palenstein Helderman W.
Mutans streptococci and lactobacilli in breast-fed children with
rampant caries. Caries Res 1992;26:183-187.

30. Berkowitz RJ, Turner J, Hughes C. Microbial characteristics of
the human dental caries associated with prolonged bottle-
feeding. Arch Oral Biol 1984;29:949-951.

31. van Houte J, Gibbs G, Butera C. Oral flora of children with
“nursing bottle caries”. J Dent Res 1982;61:382-385.

32. Hirose H, Hirose K, Isogai E, Miura H, Ueda I. Close association
between Streptococcus sobrinus in the saliva of young children
and smooth-surface caries increment. Caries Res 1993;27:292-
297.

33. Okada M, Soda Y, Hayashi F, et al. PCR detection of
Streptococcus mutans and Streptococcus sobrinus in dental
plaque samples from Japanese pre-school children. J Med
Microbiol 2002;51:443-447.

34. Babaahmady KG, Challacombe SJ, Marsh PD, Newman HN.
Ecological study of Streptococcus mutans, Streptococcus
sobrinus and Lactobacillus spp. at sub-sites from approximal
dental plaque from children. Caries Res 1998;32:51-58.

35. Motisuki C, Lima L, Spolidorio D, Santos-Pinto L. Influence of
sample type and collection method on Streptococcus mutans and
Lactobacillus spp. Counts in the oral cavity. Arch Oral Biol
2005;50:341-345.

36. Wan A, Seow W, Walsh L, Bird P. Comparison of five selective
media for the growth and enumeration of Streptococcus mutans.
Aust Dent J 2002;47:21-26.

37. Ota F, Ota M, Mahmud Z, et al. Serological diversity
demonstrable by a set of monoclonal antibodies to eight
serotypes of the mutans streptococci. Caries Res 2006;40:6-14.

38. Lindquist B, Emilson CG. Colonization of Streptococcus mutans
and Streptococcus sobrinus genotypes and caries development in
children to mothers harboring both species. Caries Res
2004;38:95-103.

39. Napimoga M, Kamiya R, Rosa R, et al. Genotypic diversity and
virulence traits of Streptococcus mutans in caries-free and caries-
active individuals. J Med Microbiol 2004;53:697-703.

40. Becker MR, Paster BJ, Leys EJ, et al. Molecular analysis of
bacterial species associated with childhood caries. J Clin
Microbiol 2002;40:1001-1009.

41. Lamont RJ, Demuth DR, Davis CA, Malamud D, Rosan B.
Salivary-agglutinin-mediated adherence of Streptococcus mutans
to early plaque bacteria. Infect Immun 1991;59:3446-3450.

42. Jenkinson HF, Lamont RJ. Streptococcal adhesion and
colonization. Crit Rev Oral Biol Med 1997;8:175-200.

43. Hanada N, Kuramitsu HK. Isolation and characterization of the
Streptococcus mutans gtfC gene, coding for synthesis of both
soluble and insoluble glucans. Infect Immun 1988;56:1999-2005.

44. van Houte J, Russo J, Prostak KS. Increased pH-lowering ability
of Streptococcus mutans cell masses associated with extracellular
glucan-rich matrix material and the mechanisms involved. J Dent
Res 1989;68:451-459.

45. Mattos-Graner RO, Smith DJ, King WF, Mayer MP. Water-
insoluble glucan synthesis by mutans streptococcal strains
correlates with caries incidence in 12- to 30-month-old children.
J Dent Res 2000;79:1371-1377.

46. Kohler B, Birkhed D, Olsson S. Acid production by human
strains of Streptococcus mutans and Streptococcus sobrinus.
Caries Res 1995;29:402-406.

47. Hamilton IR, Buckley ND. Adaptation by Streptococcus mutans
to acid tolerance. Oral Microbiol Immunol 1991;6:65-71.

48. Dashper S, Reynolds E. pH regulation by Streptococcus mutans.
J Dent Res 1992;71:1159-1165.

49. Berkowitz R. Mutans streptococci: Acquisition and transmission.
Pediatr Dent 2006;28:106-109.

50. Berkowitz J, Jones P. Mouth to mouth transmission of the
bacterium Streptococcus mutans between mother and child. Arch
Oral Biol 1985;29:949-991.

98 Australian Dental Journal 2007;52:2.



Australian Dental Journal 2007;52:2. 99

51. Davey A, Rogers A. Multiple types of the bacterium
Streptococcus mutans in the human mouth and their intrafamily
transmission. Arch Oral Biol 1984;29:453-460.

52. Caufield PW, Ratanapridakul K, Allen DN, Cutter GR. Plasmid-
containing strains of Streptococcus mutans cluster within family
and racial cohorts: implications for natural transmission. Infect
Immun 1988;56:3216-3220.

53. Emanuelsson IR, Li Y, Bratthall D. Genotyping shows different
strains of mutans streptococci between father and child and
within parental pairs in Swedish families. Oral Microbiol
Immunol 1998;13:271-277.

54. Kohler B, Lundberg A, Birkhed D, Papapanou P. Longituidinal
studies of intrafamilial mutans streptococci ribotypes. Eur J Oral
Sci 2003;111:383-389.

55. Berkowitz RJ, Turner J, Green P. Maternal salivary levels of
Streptococcus mutans and primary oral infection of infants. Arch
Oral Biol 1981;26:147-149.

56. Li Y, Dasanayake AP, Caufield PW, Elliot R, Butts JT.
Characterization of maternal mutans streptococci transmission in
an American African population. Dent Clin North Am
2003;47:87-101.

57. Li Y, Caufield PW. The fidelity of initial acquisition of mutans
streptococci from their mothers. J Dent Res 1995;74:681-685.

58. Casamassimo PS. Maternal oral health. Dent Clin North Am
2001;45:469-478, v-vi.

59. Kohler B, Andreen I. Influence of caries-preventive measures in
mothers on cariogenic bacteria and caries experience in their
children. Arch Oral Biol 1994;39:907-911.

60. Wan AK, Seow WK, Purdie DM, Bird PS, Walsh LJ, Tudehope
DI. A longitudinal study of Streptococcus mutans colonization in
infants after tooth eruption. J Dent Res 2003;82:504-508.

61. Wan AK, Seow WK, Purdie DM, Bird PS, Walsh LJ, Tudehope
DI. Oral colonization of Streptococcus mutans in six-month-old
predentate infants. J Dent Res 2001;80:2060-2065.

62. Aaltonen AS, Tenovuo J, Lehtonen OP, Saksala R, Meurman O.
Serum antibodies against oral Streptococcus mutans in young
children in relation to dental caries and maternal close-contacts.
Arch Oral Biol 1985;30:331-335.

63. Aaltonen AS. The frequency of mother-infant salivary close
contacts and maternal caries activity affect caries occurrence in 4-
year-old children. Proc Finn Dent Soc 1991;87:373-382.

64. Aaltonen AS, Tenovuo J, Lehtonen OP, Saksala R. Maternal
caries incidence and salivary close-contacts with children affect
antibody levels to Streptococcus mutans in children. Oral
Microbiol Immunol 1990;5:12-18.

65. Aaltonen AS, Tenovuo J. Association between mother-infant
salivary contacts and caries resistance in children: a cohort study.
Pediatr Dent 1994;16:110-116.

66. Hanson L, Silfverdal SA, Stromback L, et al. The immunological
role of breast feeding. Pediatr Allergy Immunol 2001;12 Suppl
14:15-19.

67. Gibbons R. Bacterial adhesion to oral tissues: a model for
infectious disease. J Dent Res 1989;68:750-760.

68. Cole M, Bryan S, Evans M, et al. Humoral immunity to
commensal oral bacteria in human infants: salivary antibodies
reactive with Actinomyces naeslundii genospecies 1 and 2 during
colonization. Infect Immun 1998;66:4283-4289.

69. Kononen E. Oral colonization by anaerobic bacteria during
childhood: role in health and disease. Oral Dis 1999;5:278-285.

70. van Loveren C, Buijs JF, Bokhout B, Prahl-Andersen B, Ten Cate
JM. Incidence of mutans streptococci and lactobacilli in oral cleft
children wearing acrylic plates from shortly after birth. Oral
Microbiol Immunol 1998;13:286-291.

71. Fujiwara T, Sasada E, Mima N, Ooshima T. Caries prevalence
and salivary mutans streptococci in 0-2-year-old children of
Japan. Community Dent Oral Epidemiol 1991;19:151-154.

72. Caufield PW, Cutter GR, Dasanayake AP. Initial acquisition of
mutans streptococci by infants: evidence for a discrete window of
infectivity. J Dent Res 1993;72:37-45.

73. Law V, Seow WK. A longitudinal controlled study of factors
associated with mutans streptococci infection and caries lesion
initiation in children 21 to 72 months old. Pediatr Dent
2006;28:58-65.

74. Milgrom P, Riedy CA, Weinstein P, Tanner AC, Manibusan L,
Bruss J. Dental caries and its relationship to bacterial infection,
hypoplasia, diet, and oral hygiene in 6- to 36-month-old children.
Community Dent Oral Epidemiol 2000;28:295-306.

75. Wan AK, Seow WK, Walsh LJ, Bird P, Tudehope DL, Purdie DM.
Association of Streptococcus mutans infection and oral
developmental nodules in pre-dentate infants. J Dent Res
2001;80:1945-1948.

76. Karn TA, O’Sullivan DM, Tinanoff N. Colonization of mutans
streptococci in 8- to 15-month-old children. J Public Health Dent
1998;58:248-249.

77. Thorild I, Lindau-Jonson B, Twetman S. Prevalence of salivary
Streptococcus mutans in mothers and their preschool children.
Int J Paediatr Dent 2002;12:2-7.

78. Roeters FJ, van der Hoeven JS, Burgersdijk RC, Schaeken MJ.
Lactobacilli, mutants streptococci and dental caries: a
longitudinal study in 2-year-old children up to the age of 5 years.
Caries Res 1995;29:272-279.

79. Kohler B, Andreen I, Jonsson B. The earlier the colonization by
mutans streptococci, the higher the caries prevalence at 4 years of
age. Oral Microbiol Immunol 1988;3:14-17.

80. Kopycka-Kedzierawski DT, Billings RJ. A longitudinal study of
caries onset in initially caries-free children and baseline salivary
mutans streptococci levels: a Kaplan-Meier survival analysis.
Community Dent Oral Epidemiol 2004;32:201-209.

81. Kohler B, Andreen I. Influence of caries-preventive measures in
mothers on cariogenic bacteria and caries experience in their
children. Arch Oral Biol 1994;39:907-911.

82. Isokangas P, Soderling E, Piennihakkinen K, Alanen P. Occurence
of dental decay in children after maternal consumption of xylitol
chewing gum, a follow-up from 0-5 years of age. J Dent Res
2000;7:1885-1889.

83. Acton R, Dasanayake AP, Harrison R, Li Y, Roseman JM, Go R.
Associations of MHC genes with levels of caries-inducing
organisms and caries severity in African-American women. Hum
Immunol 1999;60:984-989.

84. Corby P, Bretz W, Hart T, Melo Filho M, Oliveira B, Vanyukov
M. Mutans streptococci in preschool twins. Arch Oral Biol
2005;50:347-351.

85. Ozawa Y, Chiba J, Sakamoto S. HLA Class II alleles and salivary
numbers of mutans streptococci and lactobacilli among young
adults in Japan. Oral Microbiol Immunol 2001;16:353-357.

86. Goodman H, Luke J, Rosen S, Hackel E. Heritability in dental
caries, certain oral microflora and salivary components. Am J
Hum Genet 1959;11:263-273.

87. Lai PY, Seow WK, Tudehope DI, Rogers Y. Enamel hypoplasia
and dental caries in very-low birthweight children: a case-
controlled, longitudinal study. Pediatr Dent 1997;19:42-49.

88. Li Y, Navia JM, Bian JY. Prevalence and distribution of
developmental enamel defects in primary dentition of Chinese
children 3-5 years old. Community Dent Oral Epidemiol
1995;23:72-79.

89. Seow WK. Clinical diagnosis and management strategies of
amelogenesis imperfecta variants. Pediatr Dent 1993;15:384-
393.

90. Seow WK, Needleman H, Holm I. Effect of familial
hypophosphatemic rickets on dental development: a controlled,
longitudinal study. Pediatr Dent 1995;17:346-350.

91. Seow WK, Wan AK. A controlled study of the morphometric
changes in the primary dentition of pre-term, very low
birthweight children. J Dent Res 2000;79:63-69.

92. Li Y, Navia J, Caufield P. Colonization by mutans streptococci in
the mouths of 3- and 4-year-old Chinese children with or without
enamel hypoplasia. Arch Oral Biol 1994;39:1057-1062.

93. Tenovuo J, Lumikari M, Soukka T. Salivary lysozyme, lactoferrin
and peroxidases: antibacterial effects on cariogenic bacteria and
clinical applications in preventive dentistry. Proc Finn Dent Soc
1991;87:197-208.

94. Tenovuo J, Lehtonen OP, Aaltonen AS. Serum and salivary
antibodies against Streptococcus mutans in young children with
and without detectable oral S. mutans. Caries Res 1987;21:289-
296.



95. Dezan CC, Nicolau J, Souza DN, Walter LR. Flow rate,
amylase activity, and protein and sialic acid concentrations of
saliva from children aged 18, 30 and 42 months attending a
baby clinic. Arch Oral Biol 2002;47:423-427.

96. Tenovuo J. Salivary parameters of relevance for assessing caries
activity in individuals and populations. Community Dent Oral
Epidemiol 1997;25:82-86.

97. Hodgson T, Shah R, Porter S. The investigation of major
salivary gland agenesis: a case report. Pediatr Dent
2001;23:131-134.

98. Myers M, Youngberg R, Bauman J. Congenital absence of the
major salivary glands and imparied lacrimal secretion in a child:
case report. JADA 1994;125:210-212.

99. Koga-Ito C, Martins C, Balducci I, Jorge A. Correlation among
mutans streptococci counts, dental caries, and IgA to
Streptococcus mutans in saliva. Pesqui Odontol Bras
2004;18:350-355.

100. Smith DJ, King WF, Taubman MA. Salivary IgA antibody to
oral streptococcal antigens in predentate infants. Oral
Microbiol Immunol 1990;5:57-62.

101. Smith DJ, Taubman MA. Emergence of immune competence in
saliva. Crit Rev Oral Biol Med 1993;4:335-341.

102. Tenovuo J, Lehtonen OP, Aaltonen AS. Caries development in
children in relation to the presence of mutans streptococci in
dental plaque and of serum antibodies against whole cells and
protein antigen I/II of Streptococcus mutans. Caries Res
1990;24:59-64.

103. Bratthall D, Serinirach R, Hamberg K, Widerstrom L.
Immunoglobulin A reaction to oral streptococci in saliva of
subjects with different combinations of caries and levels of
mutans streptococci. Oral Microbiol Immunol 1997;12:212-
218.

104. Camling E, Kohler B. Infection with the bacterium
Streptococcus mutans and salivary IgA antibodies in mothers
and their children. Arch Oral Biol 1987;32:817-823.

105. Rose RK, Hogg SD, Shellis RP. A quantitative study of calcium
binding by isolated Streptococcal cell walls and lipoteichoic
acid: comparison with whole cells. J Dent Res 1994;73:1742-
1747.

106. Habibian M, Roberts G, Lawson M, Stevenson R, Harris R.
Dietary habits and dental health over the first 18 months of life.
Community Dent Oral Epidemiol 2001;29:239-246.

107. Paes Leme A, Koo H, Bellato C, Bedi G, Cury J. The role of
sucrose in cariogenic dental biofilm formation – new insight. J
Dent Res 2006;85:878-887.

108. Grenby T. Soft drinks, infants’ fruit drinks and dental health. Br
Dent J 1990;169:228.

109. Bowen WH, Pearson S. Effect of milk on cariogenesis. Caries
Res 1993;27:461-466.

110. Bowen W, Lawerence R. Comparison of the cariogenicity of
cola, cow’s milk, human milk and sucrose. Pediatrics
2005;116:921-926.

111. Rugg-Gunn AJ, Roberts GJ, Wright WG. Effect of human milk
on plaque pH in situ and enamel dissolution in vitro compared
with bovine milk, lactose, and sucrose. Caries Res
1985;19:327-334.

112. Fukuda J, Sonis A, Platt O, Kurth S. Acquisition of mutans
streptococci and caries prevalence in pediatric sickle cell anemia
patients receiving long-term antibiotic therapy. Pediatr Dent
2005;27:186-190.

113. Dasanayake AP, Roseman JM, Caufield PW, Butts JT.
Distribution and determinants of mutans streptococci among
African-American children and association with selected
variables. Pediatr Dent 1995;17:192-198.

Address for correspondence/reprints:
Associate Professor WK Seow

School of Dentistry
The University of Queensland

200 Turbot Street
Brisbane, Queensland 4000

Email: k.seow@uq.edu.au

100 Australian Dental Journal 2007;52:2.



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (None)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (Euroscale Coated v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /UseDeviceIndependentColor
  /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 false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile (ROSE Graphics Setting)
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages false
  /ColorImageDownsampleType /Average
  /ColorImageResolution 300
  /ColorImageDepth 8
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /FlateEncode
  /AutoFilterColorImages false
  /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 false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages false
  /GrayImageDownsampleType /Average
  /GrayImageResolution 300
  /GrayImageDepth 8
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /FlateEncode
  /AutoFilterGrayImages false
  /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 false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages false
  /MonoImageDownsampleType /Average
  /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

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /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.)
    /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 <>
  >>
  /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 true
      /AddPageInfo false
      /AddRegMarks true
      /BleedOffset [
        42.519680
        42.519680
        42.519680
        42.519680
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MarksOffset 6
      /MarksWeight 0.500000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


