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Abstract

Duchenne muscular dystrophy (DMD) is the most frequent and severe form of MD. It firstly affects the skeletal muscles,
causing severe disability, and subsequently the myocardium. The only two options to treat end-stage heart failure in these
patients are either a left ventricular assist device (LVAD) implantation as destination therapy or a heart transplant. These
hypotheses are still controversial, and data are very limited. We describe the case of an 18-year-old male patient, affected
by DMD and in a wheelchair from the age of 11. He progressively developed dilated cardiomyopathy, and in 2016, at the
age of 14 years, he underwent HeartWare LVAD implantation, as destination therapy, without post-operative complications.
He has been followed up for 47 consecutive months; and 30months after LVAD implantation, he developed an infection of the
exit site, treated by antibiotics and surgical toilette. Following this event, on the basis of patient’s good general conditions and
willingness, we started to consider heart transplant as an option. Before the patient was listed, he underwent accurate
workup, and we found higher values of forced vital capacity, forced expiratory volume in 1 s, and peak expiratory flow,
compared with the predicted values of same-age DMD patients. The patient have neither scoliosis nor need for
non-invasive mechanical ventilation, and finally, he was always treated with steroids with stable thoraco-abdominal function
over the years. According to these considerations, the patient was listed for heart transplant. In 12 February 2020, at the age
of 18 years, the patient underwent heart transplant with no post-operative complications. Cardiac transplantation is not
considered a valid option for DMD patients, because of the shortage of donor availability and the systemic nature of DMD
disease. Considering that this patient had already experienced an LVAD-related complication and he had better general
condition than his DMD peers, we listed him for a heart transplant. We described the case of a DMD patient who underwent
successful heart transplantation after 47 months of HeartWare LVAD assistance. Three months’ follow-up is uneventful.
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Introduction

Duchenne muscular dystrophy (DMD) is the most frequent
and severe form of dystrophinopathies, and it is characterized
by the complete absence of dystrophin, which forces most of
the patients to use a wheelchair within the second decade.1

Despite medical treatment, cardiac failure is common, and
the only two options to treat end-stage heart failure in
this kind of patients are left ventricular assist device (LVAD)
implantation as destination therapy or heart transplant.2

Case report

We describe a case of 18-year-old male patient, affected
by DMD and in a wheelchair from the age of 11, who has
always been followed up by a multidisciplinary team in our
Institution. Since the age of six, he was treated by oral
medication with deflazacort. During these years, the patient
was regularly followed up by pneumologists by using with
spirometry and by neurologists who monitored the evolution
of the neuromuscular disease in terms of thoraco-abdominal
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function and scoliosis. Forced vital capacity (FVC), forced
expiratory volume in 1 s (FEV1), and peak expiratory flow
(PEF) were, respectively, 60%, 70%, and 70% of predicted
values (FVC, 2.24 Lt; FEV1, 2.09 Lt; PEF, 4.07 Lt). The patient
also underwent right-heart catheterization to monitor
pulmonary vascular resistances with evidence of values within
normal range. When he progressively developed dilated
cardiomyopathy in 2016, at the age of 14, he underwent
HeartWare LVAD implantation, because of acute refractory
heart failure. The heart transplant option had not been
considered by paediatric cardiac surgeons, (i) because of the
emergency the patient was in and (ii) because of the common
scepticism towards heart transplant in these DMD patients.
Weaning from mechanical ventilation occurred as a routine,
and no post-operative complications were encountered.

During the following 47 months the patient was regularly
followed up, and we only report an infection of the exit site,
treated by antibiotics and surgical toilette, 30months after LVAD
implantation. The debridement of the drive line consisted of
incision of the skin following the path of the cable, exteriorization
of the cable more proximally, cleaning of the fistulous path, and
re-suturing of the skin. Although the recovery was excellent,
seeing that the drive line exit was very close to the sternal
wound, the patient became psychologically stressed enough to
spontaneously ask for a radical solution to the problem. FVC,
FEV1, and PEF were, respectively, 1.66 Lt, 1.62 Lt, and PEF 4.41
Lt. Based on the patient’s good general conditions and patient
personal motivation, our multidisciplinary team started to
consider heart transplant as an option. Thus, in 12 February
2020, at the age of 18, the patient underwent heart transplant
with no post-operative complications. Weaning frommechanical
ventilation occurred as a routine once more. In the first
post-transplant day, it was possible to extubate the patient.
The discharge from the ICU was possible on the third
post-operative day. As far as mobilization is concerned, in our
Unit, the patients are followed up by a specialized team of
physiotherapists. The patient was trained by them from the first
days; and as soon as he was transferred from the ICU to the
ward, mobilization was started as soon as possible. As regards
sternal stabilization, as we usually do, we suggested to use a
tissue sternal band. Mobilization in a wheelchair was possible
on the fifth post-operative day. The total hospital stay was 3
weeks, the time needed to perform the three canonical biopsies
for the evaluation of any myocardial rejection. A standard
triple-agent immunosuppressive therapy was administered
(cyclosporine, mycophenolate mofetil, and steroid). At 3months,
FVC, FEV1, and PEF were unchanged than at the pre-transplant.

Discussion

Muscular dystrophies or dystrophinopathies are a group of
inherited muscle disorders. X-linked, with recessive trait, is

caused by a mutation of gene of dystrophin, a protein that
connects membrane proteins and intracellular actin filaments
of the muscle cells. The result is a group of neuromuscular
disorders characterized by muscle weakness firstly affecting
the skeletal muscles, causing different degrees of disability,
and subsequently involving also the myocardium. In most
cases, patients die because of respiratory or cardiac failure
due to muscle degeneration during the second or third
decade. Cardiomyopathy in DMD occurs in >50% of patients
by the age of 15.1 Even though it is the most frequent cause
of death in these patients, its natural history and effective
treatments are still poorly understood.2,3 While medical
treatment is based on the actual guidelines for heart failure,4

more advanced therapies such as ventricular assist device (LVAD)
implantation or cardiac transplantation are still controversial.5

Considering the prognosis of DMD disease, and the rapid general
worsening of patients affected after 20 years of age, LVADs are
usually used as destination therapy and the decision to implant
an LVAD is extremely complex.2,5–7 The largest series reported
in the literature included seven children who underwent Jarvik
2000 implantation, with a median follow-up of 21 months.6 In
2017, Stoller et al.8 described the case of an 18-year-old patient
with DMD who underwent LVAD implantation as destination
therapy, with a follow-up of 38 months. This represents the
longest survival after LVAD implantation ever reported in the
literature. On the other hand, heart transplantation, as a solution
for DMD patients with heart failure, has always been viewed
with scepticism for the following reasons. First is the shortage
of donors. Following the concept of the ‘transplant benefit’,
the few hearts available are for the recipients with the greatest
chance of long-term survival. Second is the reduced life
expectancy of DMD patients, especially if older than 20 years.
The systemic nature of DMD disease always raised concerns
about the poor prognosis. On these grounds, heart transplant
option has been always considered only in a selected group of
patients with preserved pulmonary function and less advanced
skeletal muscle disease.2 The literature reports only few cases
of patients with DMD who underwent cardiac transplantation.
In 1993, Rees et al.9 described the cases of three patients who
underwent heart transplantation, with a mean follow-up of
40 months. Wu et al.10 reported other three cases of adult
DMD patients who had cardiac transplantations and were still
alive after 5.4 years of follow-up. Another case of heart
transplantation, 10months after the implantation of HeartMate
II LVAD, was reported by Wittlieb-Weber et al.11 Papa et al.5

described the case of a 14-year-old boy who underwent cardiac
transplantation and was alive after 4 years of follow-up. Two
further articles that addressed the same topic were published
by Ruiz-Cano et al.12 and Wells et al.13Wells et al.,13 by studying
the UNOS data and performing a propensity-matching analysis,
concluded that patients with MDs, where the majority were
affected by BeckerMD, undergoing heart transplant have shown
similar long-term post-transplant outcomes as compared with
matched cardiomyopathy-related heart transplant recipients.
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According to their conclusions, heart transplantation is an
effective treatment for a selected group of patients with MD
only when skeletal muscle involvement has been previously
carefully assessed by a multidisciplinary team. On the other
hand, the effect of this strategy on quality of life will need further
investigation.

However, these are small and anecdotal patient series, and
precise guidelines are still not well defined.

In DMD patients, the cardiac condition is strongly linked to
respiratory involvement. In 2018, LoMauro et al.14 analysed a
series of 115 patients, trying to identify specific timepoints
of respiratory impairment during disease progression.
They found that in these patients, parameters such as FVC,
FEV1, and PEF, expressed as percentage of predicted values,
linearly declined progressively over the years since childhood.
Additionally, they identified that the presence of scoliosis,
the absence of diaphragm in breathing participation, and
nocturnal non-invasive mechanical ventilation (NIMV) can
have an impact on the prognosis, based on the evidence
of lower values of FVC. Scoliosis usually gets worse over
years, and it influences directly both the restrictive lung
pattern and the action of the diaphragm by determining a
compression of the abdomen, especially starting at the age
of 14. On the other hand, patients under steroids therapy
were credited with better spirometric values than were
not-treated patients.

Based on the patterns identified by LoMauro et al.,14 we
tried to compare our patient’s respiratory data with the
trends of respiratory function identified in that paper. We
found that our patient had higher values of FVC, FEV1, and
PEF as compared with the predicted values by Lo Mauro
et al.14 (Figures 1–3), even though the values observed in
our case slavishly followed those of the graph curves. Over
the years, our patient has always been treated with steroid
with stable thoraco-abdominal function and have neither
scoliosis nor need for NIMV. Having verified the same

respiratory conditions towards peers affected by the same
disease, we infer that it was decided correctly the first time
when we used an LVAD as a system to overtake the
emergency. This strategy is commonly used in these cases.
Additionally, listing the patient for a heart transplant proved to
be a proper way to overcome the related LVAD complications.
However, only at the time of the heart transplant did we have
a table concerning the spirometric tests to infer on, as the Lo
Mauro publication was published in 2018.

By analysing this case report retrospectively, there are
some important issues that deserve to be discussed.
Considering the importance of the diaphragm muscle and
skeletal condition, as a contribution to breathing, both
the type of device and the type of surgical approach need
to be evaluated. Surely, the best device is the one
that offers the possibility of an intra-pericardial implant.
Furthermore, the surgical approach that alters the thoracic
ventilatory mechanics to a lesser extent must be chosen.
In our case, we used a HeartWare LVAD device, the
centrifugal pump with the lowest profile on the market,
which offered the chance of an intra-pericardial device
implant.15 Additionally, we implanted the LVAD through a
full-sternotomy, avoiding the thoracotomic approach in
order to not damage the function of the intercostal muscles.
The values of the spirometric tests, performed after the
first intervention, showed that no further exceptional decay
had occurred. Additionally, the current case represents the
longest surviving DMD patient assisted with a HeartWare
LVAD (47 months).

As far as the decision to list the patient for heart
transplantation is concerned, we must first of all consider
that it had not been taken from the beginning. Primarily,
the patient was implanted with a destination therapy
strategy. He was implanted in an emergency by a team other
than the one who then performed the heart transplant. We
were subsequently ‘forced’ to move to heart transplant,

Figure 1 Evolution with age of mean forced vital capacity (FVC) of our patient (red dots) in comparison with mean values reported by LoMauro et al.
Blue line: absolute values (A) and percentage of predicted values.
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guided above all by the desire of the patient, who has now
come of age. Once the first complication occurred, which
was infection of the drive line, although successfully treated
with a surgical revision of the exit site, this determined a
different patient psychological behaviour, such as to push
him towards further therapies. By observing the curves of
LoMauro paper,14 and analysing the results of our patient’s
spirometric tests, with higher values of FEV1, FVC, and
having no scoliosis or other negative characteristics such as
NIMV, we concluded that there was a feasibility for heart
transplantation. The problem that remains unsolved is the
following: Is it the new heart that survives the patient, or is
it the patient who survives the new heart? According to the
International Society for Heart and Lung Transplantation
database, we know that median survival of a heart transplant
at a young age is around 13 years.16 The median survival of
a DMD patient aged 18 years probably does not exceed

the survival of a transplant recipient. Considering the concept
of ‘transplant benefit’, we conclude that even though the
patient had better general condition than peers when he
was heart transplanted, it would have been much more
reasonable to transplant him years earlier, thus also avoiding
VAD-related complications.
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Figure 2 Evolution with age of mean forced expiratory volume in 1 s (FEV1) of our patient (red dots) in comparison with mean values reported by
LoMauro et al. Blue line: absolute values (A) and percentage of predicted values.

Figure 3 Evolution with age of mean peak expiratory flow (PEF) of our patient (red dots) in comparison with mean values reported by LoMauro et al.
Blue line: absolute values (A) and percentage of predicted values.

Duchenne syndrome and heart transplant 3201

ESC Heart Failure 2020; 7: 3198–3202
DOI: 10.1002/ehf2.12905



References

1. Muntoni F, Torelli S, Ferlini A.
Dystrophin and mutations: one gene,
several proteins, multiple phenotypes.
Lancet Neurol 2003; 2: 731–740.

2. Hor KN, Mah ML, Johnston P, Cripe TP,
Cripe LH. Advances in the diagnosis
and management of cardiomyopathy
in Duchenne muscular dystrophy.
Neuromuscul Disord 2018; 28: 711–716.

3. Morris P. Duchenne muscular dystrophy:
a challenge for the anesthesist. Paediatr
Anaesth 1997; 7: 1–4.

4. Bozkurt B, Colvin M, Cook J, Cooper LT,
Deswal A, Fonarow GC, Francis GS,
Lenihan D, Lewis EF, McNamara DM,
Pahl E, Vasan RS, Ramasubbu K,
Rasmusson K, Towbin JA, Yancy C,
American Heart Association Committee
on Heart Failure and Transplantation of
the Council on Clinical Cardiology;
Council on Cardiovascular Disease in the
Young; Council on Cardiovascular and
Stroke Nursing; Council on Epidemiology
and Prevention; and Council on Quality
of Care and Outcomes Research. Current
diagnostic and treatment strategies for
specific dilated cardiomyopathies: a
scientific statement from the American
Heart Association. Circulation 2016;
134: e579–e646.

5. Papa AA, D’Ambrosio P, Petillo R,
Palladino A, Politano L. Heart transplan-
tation in patients with dystrophinopathic
cardiomyopathy: review of the literature
and personal series. Intractable Rare Dis
Res 2017; 6: 95–101.

6. Perri G, Filippelli S, Adorisio R, Iacobelli R,
Iodice F, TestaG, PagliettiMG, D’AmarioD,
Massetti M, Amodeo A. Left ventricular

assist device as destination therapy in
cardiac end-stage dystrophinopathies:
midterm results. J Thorac Cardiovasc Surg
2017; 153: 669–674.

7. Ryan TD, Jefferies JL, Sawnani H, Wong
BL, Gardner A, Del Corral M, Lorts A,
Morales DL. Implantation of the
HeartMate II and HeartWare left
ventricular assist devices in patients with
duchenne muscular dystrophy: lessons
learned from the first applications.
ASAIO J 2014; 60: 246–248.

8. Stoller D, Araj F, Amin A, Fitzsimmons C,
Morlend R, Thibodeau JT, Ramaciotti C,
Drazner MH, Meyer DM, Mammen PPA.
Implantation of a left ventricular assist
device to provide long-term support
for end-stage Duchenne muscular
dystrophy-associated cardiomyopathy.
ESC Heart Fail 2017; 4: 379–383.

9. Rees W, Schüler S, Hummel M, Hetzer
R. Heart transplantation in patients with
muscular dystrophy associated with
end-stage cardiomyopathy. J Heart Lung
Transplant 1993; 12: 804–807.

10. Wu RS, Gupta S, Brown RN, Yancy CW,
Wald JW, Kaiser P, Kirklin NM,
Patel PC, Markham DW, Drazner MH,
Garry DJ, Mammen PP. Clinical
outcomes after cardiac transplantation
in muscular dystrophy patients. J Heart
Lung Transplant 2010; 29: 432–438.

11. Wittlieb-Weber CA, Villa CR, Conway J,
Bock MJ, Gambetta KE, Johnson JN,
Lal AK, Schumacher KR, Law SP,
Deshpande SR, West SC, Friedland-Little
JM, Lytrivi ID, McCulloch MA, Butts RJ,
Weber DR, Knecht KR. Use of advanced
heart failure therapies in Duchenne

muscular dystrophy. Prog Pediatr Cardiol
2019; 53: 11–14.

12. Ruiz-Cano MJ, Delgado JF, Jime’nez C,
Jime’nez S, Cea-Calvo L, Sa’nchez V,
Escribano P, Go’mez MA, Gil-Fraguas
L, Sa’enz de la Calzada C. Successful
heart transplantation in patients with
inherited myopathies associated with
end-stage cardiomyopathy. Transplant
Proc 2003; 35: 1513–1515.

13. Wells D, Rizwan R, Jefferies John L,
Bryant R, Ryan TD, Lorts A, Chin C, Zafar
F, Morales DL. Heart transplantation in
muscular dystrophy patients. Circ Heart
Fail 2020; 13: e005447.

14. LoMauro A, Romei M, Gandossini S,
Pascuzzo R, Vantini S, D’Angelo MG,
Aliverti A. Evolution of respiratory
function in Duchenne muscular dystrophy
from childhood to adulthood. Eur Respir J
2018; 51: 1701418.

15. Strueber M, O’Driscoll G, Jansz P,
Khaghani A, Levy WC, Wieselthaler GM,
HeartWare Investigators. Multicenter
evaluation of an intrapericardial left
ventricular assist system. J Am Coll
Cardiol 2011; 57: 1375–1382.

16. Dipchand AI, Kirk R, Edwards LB,
Kucheryavaya AY, Benden C, Christie JD,
Dobbels F, Lund LH, Rahmel AO, Yusen
RD, Stehlik J. International Society for
Heart and Lung Transplantation. The
Registry of the International Society
for Heart and Lung Transplantation:
Sixteenth Official Pediatric Heart
Transplantation Report—2013; focus
theme: age. J Heart Lung Transplant
2013; 32: 979–988.

3202 A. Piperata et al.

ESC Heart Failure 2020; 7: 3198–3202
DOI: 10.1002/ehf2.12905



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles false
  /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 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends false
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage false
  /PreserveDICMYKValues true
  /PreserveEPSInfo false
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages false
  /ColorImageDownsampleType /Bicubic
  /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 true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages false
  /GrayImageDownsampleType /Bicubic
  /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 true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages false
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /PDFX1a:2001
  ]
  /PDFX1aCheck true
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (Euroscale Coated v2)
  /PDFXOutputConditionIdentifier (FOGRA1)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /CHS <>
    /CHT <>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA (Utilizzare queste impostazioni per creare documenti Adobe PDF che devono essere conformi o verificati in base a PDF/X-1a:2001, uno standard ISO per lo scambio di contenuto grafico. Per ulteriori informazioni sulla creazione di documenti PDF compatibili con PDF/X-1a, consultare la Guida dell'utente di Acrobat. I documenti PDF creati possono essere aperti con Acrobat e Adobe Reader 4.0 e versioni successive.)
    /JPN <>
    /KOR <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die moeten worden gecontroleerd of moeten voldoen aan PDF/X-1a:2001, een ISO-standaard voor het uitwisselen van grafische gegevens. Raadpleeg de gebruikershandleiding van Acrobat voor meer informatie over het maken van PDF-documenten die compatibel zijn met PDF/X-1a. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 4.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENG (Modified PDFX1a settings for Blackwell publications)
    /ENU (Use these settings to create Adobe PDF documents that are to be checked or must conform to PDF/X-1a:2001, an ISO standard for graphic content exchange.  For more information on creating PDF/X-1a compliant PDF documents, please refer to the Acrobat User Guide.  Created PDF documents can be opened with Acrobat and Adobe Reader 4.0 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 /HighResolution
      >>
      /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


