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Endosonography-assisted transmural endoscopic
drainage of pancreatic pseudocysts: A single
center experience
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Background/aims: Management of pancreatic pseudocysts can be challenging. Endosonography-guided drainage of the pseu-
docysts is an important treatment modality. In this study, we evaluated the results of endosonography-guided transmural endosco-
pic drainage of these lesions. Materials and Methods: We performed drainage of the pancreatic pseudocysts through the stomach
or duodenum using a linear endosonography device. The procedure steps were as follows: Determination of the best location for ne-
edle insertion, puncture of the cyst, guide insertion, creation of a window between the cyst and stomach lumen using a cystotome,
and finally insertion of a double pigtail catheter. Results: The procedure was applied to 12 patients (8 males, 4 females, mean age:
51+15.6 years), with success achieved in 10 patients (83%), defined as complete disappearance of the cyst. The mean cyst diameter
was 9 ecm (range: 6-12 cm). There was only one complication (8%), as an intraabdominal abscess with an uncomplicated course af-
ter surgical drainage. Conclusions: Endosonography-guided drainage is an effective and safe method for the management of pan-
creatic pseudocysts.
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Pankreatik psodokistlerin endosonografi esliginde transmural endoskopik
drenaji: Tek merkez verileri

Giris ve Amag: Pankreatik psodokistlerin sagaltimi problemli olabilmektedir. Endosonografi rehberliginde yapilan drenaj islem-
leri bu konuda one ¢ikan bir tedavi segenegidir. Calismamizda bu islemi uyguladigimiz hasta grubunda elde ettigimiz sonuglar:
sunmayt hedefledik. Gere¢ ve Yontem: Pankreatik psodokistlerin drenaji mide ya da duodenum yoluyla, lineer endosonografi ci-
haz kullanarak gerceklestirildi. Islem su asamalart kapsamaktaydi: Igne giris yerinin belirlenmesi, kistin delinmesi, icine rehber
tel gonderilmesi, kist ve mide liimeni arasinda kistotom kullanilarak fenestrasyonun saglanmast, double pigtail kateter konularak
stirekli drenajin saglanmasi. Bulgular: 12 hasta (8 erkek, 4 kadin; ortalama yas 51+15.6 yil) calismaya alindi. Ortalama kist ¢a-
pt 9 cm (aralik, 6-12 cm) idi. Primer sonlanim olarak kistin tamamen kaybolmast alindiginda islem 10 hastada (%83) basarili ol-
du. Islem sonrast sadece bir hastada (%8) komplikasyon gelisti ve intraabdominal abse olusan bu hasta cerrahi drenaj sonrast prob-
lemsiz seyretti. Sonug: Endosonografi rehberliginde drenaj pankreatik psodokistlerin tedavisinde etkin ve giivenli bir yontem ola-
rak bulunmustur.

Anahtar kelimeler: Pankreatik psodokist, endosonografi, endoskopik kistogastrostomi, endoskopik kistoduodenostomi

INTRODUCTION

Pancreatic pseudocysts may occur as a complicati- trauma or pancreatic duct obstruction. Surgical
on of acute and chronic pancreatitis, pancreatic treatment can be an effective method for the treat-
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ment of a symptomatic or an infected cyst, but its
morbidity rate is nearly 34% and mortality rate is
approximately 8.5% (1). This has encouraged the
development of non-surgical approaches. Nowa-
days, endosonography (EUS)-guided cyst drainage
is an alternative to surgery for the management of
pancreatic pseudocysts (2-4). Even in cases where
cysts do not bulge into the wall of the stomach or
duodenum, this technique allows endoscopic
transmural drainage of these lesions (5,6). The
aim of this retrospective study was to evaluate the
results of linear EUS-guided transmural endosco-
pic drainage of the pseudocysts.

MATERIALS AND METHODS

The charts of the patients seen between March
2008 and June 2010 in whom linear EUS-guided
transmural drainage of a pancreatic pseudocyst
was performed were reviewed retrospectively. All
the procedures were carried out in the endoscopy
unit of our faculty. Indications for drainage were
pain, nausea and vomiting, infection of the cyst, or
jaundice. All the procedures were performed after
an overnight fast of 12 hours. The choice of sedati-
on was made at the discretion of the anesthesiolo-
gist. Conscious sedation with midazolam and me-
peridine, monitored anesthesia with propofol or
general anesthesia was preferred according to the
patient’s cardiovascular risk status.

Pentax EG-3830UT linear EUS and Hitachi EUB-
525 F ultrasound (Tokyo, Japan) devices were
used in these procedures. Doppler ultrasound was
employed to ensure that there were no intervening
vessels at the puncture site. Following determina-
tion of the location of the entrance by EUS and en-
doscopic view, cyst fluid was aspirated via a 19-
gauge needle (Echotip, Wilson-Cook, Winston-Sa-
lem, NC). After placement of a needle in the ap-
propriate location, a 0.035 tight guide-wire was
placed and 19-gauge needle was replaced by a 10F
cystotome. Following application of two-level elec-
trocautery with cystotome, cystotome was remo-
ved and the procedure was finalized with place-
ment of a 10F-10cm double pigtail stent (Figure 1
A-C and 2A-D).

RESULTS

Endoscopic cyst drainage was performed in a total
of 12 patients (8 males, 4 females). The mean age
of the patients was 51+15.6 (range: 18-73) years.
While endoscopic cystogastrostomy was performed
in 10 patients (83%), endoscopic cystoduodenos-
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Figure 1. A. Entrance into the pseudocyst with 19 gauge-needle
under guidance of linear EUS. B. Placement of 10F cystotome
into the cyst minimally bulging into the duodenum. C. Image of
the double pigtail stent.



tomy was performed in 2 cases (17%). In 1 patient,
cystogastrostomy was repeated because of cyst re-
currence. Etiological factors were as follows: acute
biliary pancreatitis (n=6, 50%), alcohol-induced
chronic pancreatitis (n=3, 25%), alcohol-induced
acute pancreatitis (n=1, 8.3%), idiopathic acute
pancreatitis (n=1, 8.3%), and duodenal dystrophy
(n=1, 8.3%). Mean diameter of the cysts was 9 cm
(range: 6-12 cm). Localizations of the cysts were
head (n=3, 23.1%), corpus (n=4, 30.8%), and tail
(n=5, 38.5%) of the pancreas, and duodenal wall

EUS-guided drainage of pancreatic pseudocysts

(n=1, 7.7%). Indications for drainage were pain
(n=8, 61.5%), nausea-vomiting (n=3, 23.1%), infec-
tion of the cyst (n=1, 7.7%), and jaundice (n=1,
7.7%). Endoscopically, bulging was present in all
cases except one (11/12, 92%). Mean length of the
incision was 1.3 ¢cm (range: 1-3 cm). While aspira-
tion alone without stenting was performed in the
patient with duodenal dystrophy, a 10F-10cm do-
uble pigtail stent was placed in all remaining pa-
tients (figure 3A-B). Mean duration of the follow-
up period was 10.5 months (range: 7-36 months).

Figure 2. A. Endoscopic image of pseudocyst bulging into the
stomach wall. B: Insertion of a 19 gauge needle with the guidan-
ce of linear EUS. C: Insertion of the cystotome into the cyst ca-
vity. D. View of the double pigtail stent in the stomach.
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Figure 3. A. Endoscopic view of the pseudocyst which occured
in a case of duodenal dystrophy. B. Linear EUS image of the
pseudocyst in duodenal wall.

There was just one complication (8%): an intraab-
dominal abscess developed in a patient with a
pseudocyst (diameter of 12 cm) located in the head
of the pancreas, which occurred 60 days after
cystogastrostomy. The abscess fully regressed af-
ter surgical drainage followed by antibiotic the-
rapy. Mean duration for complete resolution of the
cysts was 5.5 months (range: 3-12 months). Full
recovery was achieved in 10 patients (83.3%) with
a single endoscopic intervention. In follow-up vi-
sits, symptomatic relapse was seen in one patient
who had alcoholic pancreatitis because of the obs-
truction of the double pigtail stent. An asympto-
matic relapse was observed in another patient
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who had idiopathic acute pancreatitis. Thus, the
overall relapse rate was 16.6% (2/12). Cyst diame-
ters in relapsing patients were 10 and 11 c¢cm, and
both lesions were in the tail of the pancreas. The
patient with symptomatic relapse showed clinical
improvement after placement of a second 10F-
10cm double pigtail stent. One patient with asym-
ptomatic relapse was followed without any treat-
ment. In all patients with biliary acute pancreati-
tis and in one patient with duodenal dystrophy,
cholecystectomy was performed approximately
one month after endoscopic drainage. There was
no procedure-related mortality.

DISCUSSION

Endoscopic transmural drainage is an alternative
to surgery in the management of pancreatic pseu-
docysts (7,8). It was first reported by Sahel et al.
(7) as an effective method. Efficacy of linear EUS-
guided transmural drainage was shown in previo-
us trials (2,3,9). Since this method reveals the re-
lation of the cyst with the gastrointestinal tract, it
enables drainage of the cysts, which also do not
bulge into the duodenal or gastric wall (10).

In our series, patients were generally in their 5*
decade. Except for one patient, a 10F-10cm double
pigtail stent was successfully placed in all cases.
In the patient with duodenal dystrophy, an incisi-
on of 3 cm was performed at the bulging region
and aspiration was performed, without any other
intervention. Following linear EUS-guided trans-
mural drainage, a late-stage intraabdominal abs-
cess developed in one patient, but no other comp-
lications developed in any patient during inter-
vention and/or the follow-up period. Symptomatic
relapse occurred in one patient. Resolution rate of
cysts during the follow-up was 92.3% (12/13).

In two previous studies, the resolution rate was fo-
und as 89- 92% (5,11). In long-term results of a tri-
al in which patients were followed for up to 44
months, Sharma et al. (6) reported a symptomatic
relapse rate of 8%. For relapsing patients, a se-
cond endoscopic drainage was performed success-
fully. A previous study reported cyst resolution in
94%, symptomatic relapse in 9% and complicati-
ons in 1.4% of cases (12). These results are in con-
cordance with our findings.

In several trials, higher resolution rates were seen
in pseudocysts secondary to chronic pancreatitis as
compared to the cysts secondary to acute pancre-
atitis (13,14). A previous study reported a resoluti-



Table 1. Characteristics of patients who underwent
linear EUS-guided pseudocyst drainage

Number of patients (n) 12
Number of procedures 13
Gender (M/F) 8/4
Age 51+15.6 (18-73)

3/12 (25%)
8/12 (66%)
1/12 (8.3%)

Chronic pancreatitis
Acute pancreatitis
Duodenal dystrophy
Localization of pseudocyst

-Head 3/13 (23.1%)
-Corpus 4/13 (30.7%)
-Tail 5/13 (38.4%)
-Duodenal wall 1/13 (7.7%)
Cyst diameter (cm) 9+1.7 (6-12)
Bulging 12/13 (92.3%)
Plastic stent (10F-10cm double pigtail) 12 (92.3%)
Aspiration only 1(7.7%)

on rate of 92% after endoscopic drainage in chronic
pseudocysts, while this rate was 74% in acute
pseudocysts. In the same trial, the complication ra-
te was 17% in chronic and 19% in acute pseu-
docysts (14). In our series, resolution was not obtai-
ned in one acute and one chronic pseudocyst case.

In previous studies, no correlation between cyst
diameter and duration of hospitalization, morta-
lity, morbidity, relapse, or complication rate was
reported (4,15). In our series, the one patient deve-
loping intraabdominal abscess had a cyst diame-
ter of 12 cm and the two patients with recurrence
had cyst diameters of 10-11 cm, both located in the
tail of the pancreas. Further trials are needed to
evaluate the correlation between size and localiza-
tion of cyst and the development of complications
and relapse.

REFERENCES

1. Gumaste VV, Pitchumani CS. Pancreatic pseudocyst. Gas-
troenterologist 1996; 4: 33-43.

2. Binmoeller KF, Seifert H, Sohendra N. Endoscopic pseu-
docyst drainage: a new instrument for simplified cystoente-
rostomy. Gastrointest Endosc 1994; 40: 112-3.

3. Gerolami R, Giovannini M, Laugier R. Endoscopic draina-
ge of pancreatic pseudocysts guided by endosonography.
Endoscopy 1997; 29: 106-8.

4. Lopes CV, Pesenti C, Bories E, et al. Endoscopic ultrasound
guided endoscopic transmural drainage of pancreatic pseu-
docysts. Arq Gastroenterol 2008; 45: 17-21.

5. Dohmoto M, Akiyama K, Lioka Y. Endoscopic and endoso-

nographic management of pancreatic pseudocyst: a long-
term follow-up. Rev Gastroenterol Peru 2003; 23: 269-75.

EUS-guided drainage of pancreatic pseudocysts

With respect to symptomatic relapse, no signifi-
cant correlation was found regarding the type of
plastic stent (straight or double pigtail) (4), but in
the same study, a higher complication rate was re-
ported among patients with straight stents. In
another study, the complication rate of patients in
whom double pigtail stent was inserted was repor-
ted to be higher than of patients with straight
stents, but this finding was not evaluated in ran-
domized controlled trials (16). In our series, a 10F-
10cm single double pigtail stent was inserted in all
cases except one, and the resolution rate was de-
termined as 91.6%.

Jouannaud et al. (17) performed cystoduodenos-
tomy in two patients in a series of 23 patients with
chronic alcohol-induced pancreatitis and duodenal
dystrophy, and further performed surgical treat-
ment in these two patients at 12 and 20 months
due to symptomatic relapse. In that series, conti-
nued alcohol consumption was determined as one
of the factors leading to relapse. In our patient se-
ries, pseudocyst in ectopic pancreas tissue in the
duodenal wall secondary to biliary pancreatitis
was observed in one case with duodenal dystro-
phy. This patient had symptoms of nausea and ja-
undice. Fenestration was performed on cyst bul-
ging into the duodenum, and the cyst was evacua-
ted by aspiration. One month later, cholecystec-
tomy operation was performed. No relapse was ob-
served during a follow-up period of seven months.

In conclusion, linear EUS-guided drainage of
pseudocysts is an effective and safe therapeutic
modality. Further prospective, randomized trials
conducted on larger patient groups are required to
determine the risk factors for relapse and compli-
cations.

6. Sharma SS, Bhargawa N, Govil A. Endoscopic manage-
ment of pancreatic pseudocyst: a long-term follow-up. En-
doscopy 2002; 34: 203-7.

7. Sahel J, Bastid C, Pellat B, et al. Endoscopic cystoduode-
nostomy of cysts of chronic calcifying pancreatitis: a report
of 20 cases. Pancreas 1987; 2: 447-53.

8. Cremer M, Deviere J, Engelholm L. Endoscopic manage-
ment of cysts and pseudocysts in chronic pancreatitis: long-
term follow up after 7 years experience. Gastrointest En-
dosc 1989; 35: 1-9.

9. Binmoeller KF, Soehendra N. Diagnosis and treatment of
pancreatic pseudocysts. Gastrointest Endosc Clin N Am
1995; 5: 805-16.

745



SISMAN et al.

10.

11.

12.

13.

14.

Giovannini M. Endoscopic ultrasound guided pancreatic
pseudocyst drainage. Gastrointest Endosc Clin N Am 2005;
15: 179-88.

Smits ME, Rauws EA, Tytgat GN, Huibregtse K. The effi-
cacy of endoscopic treatment of pancreatic pseudocysts.
Gastrointest Endosc 1995; 42: 202-7.

Vosoghi M, Sial S, Garrett B, et al. EUS-guided pancreatic
pseudocyst drainage: review and experience at Harbor-UC-
LA Medical Center. MedGenMed 2002; 4: 2.
Andren-Sandberg A, Ansorge C, Eiriksson K, et al. Treat-
ment of pancreatic pseudocysts. Scand J Surg 2005; 94:
165-75.

Baron TH, Harewood GC, Morgan DE, Yates MR. Outcome
differences after endoscopic drainage of pancreatic necro-
sis, acute PPCs, and chronic PPCs. Gastrointest Endosc
2002; 56: 7-17.

746

15.

16.

17.

Soliani P, Ziegler S, Franzini C, et al. The size of PPC does
not influence the outcome of invasive treatments. Dig Liver
Dis 2004; 36: 135-40.

Cahen D, Rauws E, Fockens P, et al. Endoscopic drainage
of pancreatic pseudocysts: long-term outcome and procedu-
ral factors associated with safe and successful treatment.
Endoscopy 2005; 37: 977-83.

Jouannaud V, Coutarel P, Tossou H, et al. Cystic dystrophy
of the duodenal wall associated with chronic alcoholic pan-
creatitis: clinical features, diagnostic procedures and the-
rapeutic management in retrospective multicenter series of
23 patients. Gastroenterol Clin Biol 2006; 30: 580-6.




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


