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Gradenigo’s syndrome secondary to chronic otitis
media on a background of previous radical
mastoidectomy: a case report
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Abstract

Introduction: Gradenigo’s syndrome is nowadays a rare condition characterized by a triad of otorrhea, facial pain
with trigeminal nerve involvement and abducens nerve palsy. Most cases are caused by medial extension of acute
otitis media into a pneumatized petrous apex and surgical drainage is usually the treatment of choice. We present
a case highlighting the pathological mechanism of this disease, demonstrate rare radiological findings associated
with this patient, and showcase successful medical treatment without surgical intervention.

Case presentation: A 63-year-old Thai man presented with complete Gradenigo triad as a complication of chronic
otomastoiditis in spite of clinical history of previous radical mastoidectomy and a nonpneumatization of the petrous
apex. Magnetic resonance imaging showed abnormal prominent enhancement at the roof of his right temporal
bone, and the dura overlying the floor of right middle cranial fossa and right cavernous sinus. Magnetic resonance
imaging also detected right petrous apicitis. With the use of intravenous antibiotics and topical antibiotic eardrops,
recovery was observed within 5 days with complete resolution within 2 months.

Conclusions: Although there is little evidence to support the use of medical therapy in the treatment of
Gradenigo’s syndrome resulting from chronic ear disease, we here demonstrate successful conservative treatment
of Gradenigo’s syndrome following chronic otitis media in a patient who underwent previous radical
mastoidectomy.
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Introduction
Gradenigo’s syndrome (GS) was first described in 1904 by
Guiseppe Gradenigo [1]. It is defined as a clinical triad of
otitis media, severe pain originating from the trigeminal
nerve, and ipsilateral sixth cranial nerve palsy. The syn-
drome is an exceedingly rare complication of chronic oti-
tis media in the era of the widespread use of antibiotics
and easily accessible health-care services. Classically, the
symptoms are related to inflammation of the petrous apex
of the temporal bone, a condition termed petrous apicitis,
which is usually caused by medial extension of acute otitis
media into a pneumatized petrous apex, located near the
trigeminal ganglion and sixth cranial nerve. To the best of
our knowledge, GS developing in a patient with a previous
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radical mastoidectomy and nonpneumatization of the pet-
rous apex has never been reported. We highlight a differ-
ent pathological disease mechanism and demonstrate rare
radiologic findings. A dramatic response was achieved by
administering intravenous antibiotics following nonsurgi-
cal management.

Case presentation
A 63-year-old Thai man with a history of right-sided otor-
rhea presented with a 2-day history of right abducens
nerve palsy and severe headache. His headache began 1
month ago concomitant with right-sided otorrhea. At
that time, his otorrhea improved temporarily after taking
empirical systemic and otic antibiotics, but the headache
did not. Five days prior to presentation, he experienced
worsening headache, nausea, and vomiting. Emergency
computed tomography (CT) was initially reported as
an unremarkable study. Three days later, he developed
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Figure 1 Otoscopic view showing an inflamed right mastoid
cavity (black arrow) with a high facial ridge (white arrow)
post-radical mastoidectomy.
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binocular diplopia in a primary gaze position that wors-
ened when looking to a right gaze. The constant head-
ache had begun with ipsilateral pain in his right frontal
and retro-orbital area radiating to his whole head. His
medical history was unremarkable with the exception
of a right ear radical mastoidectomy performed 30 years
previously. He was lost to follow-up and still had persis-
tent right ear discharge.
An otoscopy of his right ear revealed mucoid dis-

charge and granulation tissue occupying the middle ear
Figure 2 Axial computed tomography and magnetic resonance imagi
computed tomography revealed partial opacified right middle ear cavity an
otomastoiditis, and post-mastoidectomy status seen as localized defect alo
pneumatization of right petrous apex (arrow) was noted and was later con
magnetic resonance imaging demonstrated high signal intensity of fatty m
spin echo T1-weighted with fat suppression magnetic resonance imaging
asymmetrical prominent enhancement as compared to the normal left side
and mastoid cavity, which was inflamed with a high facial
ridge (Figure 1, see white arrow). His left ear contained an
intact tympanic membrane and a narrowing of the exter-
nal ear canal. Ophthalmologic examination revealed an
isolated right-sided abducens nerve palsy. All other neuro-
logical examination findings were unremarkable.
He also had a high erythrocyte sedimentation rate,

C-reactive protein level, and white blood cell count with a
predominance of neutrophils. Moderate right-sided mixed-
type hearing loss was evidenced on audiometry. Ear swab
cultures were negative for microorganisms. Biopsy of his
right external ear and mastoid cavity revealed only chronic
inflammation.
A CT scan of his temporal bone confirmed partially

opacified right middle ear cavity and mastoid air cells,
as a result of chronic otomastoiditis and nonpneumati-
zation of right petrous (Figure 2A, see arrow) filled with
fatty marrow, later confirmed by magnetic resonance
imaging (MRI; Figure 2B). Subtle evidence of petrous
apicitis of his right temporal bone was demonstrated by
MRI (Figure 2C). Abnormal enhancement of the roof of
right middle cranial fossa, the dura along the floor of
the middle cranial fossa, thickened enhanced anterome-
dial part of right tentorial cerebelli and adjacent right
cavernous sinus, as a result of superomedial extension
of the infection, were demonstrated by MRI (Figure 3).
Edematous right trigeminal ganglion within right Meckel’s
cave (Figure 4), most likely to be responsible for his severe
headache and facial pain, was also detected.
A 2-week course of intravenous ceftazidime (2g three

times a day) and levofloxacin (750mg once a day) was
commenced. Ofloxacin eardrops were continued for 2
weeks. Resolution of his headache was achieved after
only 2 days of intravenous antibiotic administration. His
ng of temporal bone. A. Thin-slice bone algorithm non-contrast
d residual mastoid air cells (thick arrows) as a result of chronic
ng the anterolateral wall of right mastoid air cells (arrowhead). Poor
firmed by magnetic resonance imaging. B. Spin echo T1-weighted
arrow (arrows), as a normal variant. C. Postgadolinium-pentetic acid
reveals subtle evidence of right petrous apicitis seen as slightly
(arrowhead).



Figure 3 Coronal postgadolinium-pentetic acid spin echo T1-weighted with fat suppression magnetic resonance imaging. A. Abnormal
prominent enhanced roof of the middle ear cavity (arrow) and thickened enhanced anteromedial part of right tentorial cerebelli (arrows).
B. Abnormal prominent enhanced floor of right middle cranial fossa (arrowhead) and right cavernous sinus (arrowheads).
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primary position and right lateral gaze diplopia improved
within 3 and 5 days, respectively. He was discharged and
prescribed oral levofloxacin for 4 weeks. Complete recov-
ery of his headache and right abducens nerve palsy oc-
curred after 2 months and he is currently doing well.

Discussion
GS is an uncommon but life-threatening complication of
otitis media. The typical presentation of GS comprises a
sixth cranial nerve palsy, otorrhea, headache, and pain
along the distribution of the trigeminal nerve. Most cases
of petrous apicitis do not present with the classic clinical
triad, however [2,3]. The time interval between the onset
of otitis media and the clinical presentation of abducens
nerve palsy varies from 1 week to 2 to 3 months [4]. Most
reported cases of GS in the last decade developed secon-
dary to acute otitis media in children [1,2,4-7]. The pre-
sent case is an unusual presentation of GS associated with
previous history of radical mastoidectomy. Therefore, pa-
tients with a history of appropriate surgical manage-
ment of chronic otitis media are potentially still at risk of
developing GS.
In general, the petrous apex is composed of dense bone

and bone marrow, as in our case. Thirty percent of pet-
rous apex bones are well pneumatized and communicate
with the middle ear cleft [8]. This anatomical variation
Figure 4 Axial magnetic resonance imaging at the level of the cavern
three-dimensional driven equilibrium sequence revealed edematous right t
T1-weighted with fat suppression magnetic resonance imaging of tempora
(arrow) surrounded by abnormal prominent enhancement in right Meckel’s
allows susceptibility to similar pathological processes that
can occur in the mastoid segment including obstruction,
opacification, inflammation and infection. Our case high-
lights that lack of this anatomical communication does
not exclude the potential for inflammation and infection
at the petrous apex. The pathological mechanism of GS in
our case was rare. The most plausible cause may have in-
volved middle ear inflammation that extended to the dura
via the defect in the tegmen tympani, resulting in local
pachymeningitis that subsequently spread over the pet-
rous apex. Inflammation that extends to the right ca-
vernous sinus would involve the trigeminal and abducens
nerves. The trigeminal nerve ganglia pass over the super-
ior aspect of the petrous apex. The abducens nerve pierces
the dura mater lateral to the dorsum sellae of the sphen-
oid. It bends sharply over the medial part of the petrous
ridge of the temporal bone and passes forward through
the inferior petrosal sinus in Dorello’s canal. This explains
why cranial nerves V and VI can be easily affected by in-
fection or inflammation of the petrous apex. The patient
therefore developed sixth cranial nerve palsy and pain
along the distribution of the trigeminal nerve ipsilateral to
the site of the chronic otitis media, with subtle imaging
evidence of petrous apicitis.
Other postulated mechanisms in the absence of pet-

rous apicitis are phlebitis of the inferior petrosal sinus or
ous sinuses. A. Thin-slice axial T2-weighted images obtained by
rigeminal ganglion (arrow). B. Postgadolinium-pentetic acid spin echo
l bone. Edematous right trigeminal ganglion within right Meckel’s cave
cave and cavernous sinus (arrowhead).
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venous spread of infection [1,9]. Microbiological studies
of GS are difficult to perform, and cultures are frequently
negative. Some studies have reported that the predomi-
nantly involved organisms include Staphylococcus species
(spp.), Pseudomonas aeruginosa, Group A Streptococcus
spp., and Mycobacterium tuberculosis [2].
A CT and MRI of the temporal bone are necessary and

useful in evaluating structural abnormalities and differenti-
ating the cause of GS. CT images typically show hypoden-
sity at the petrous apex, whereas MRI shows hypointensity
on T1-weighted images and hyperintensity on T2-weighted
images. Both imaging modalities should reveal prominent
enhancement in the area of infection or inflammation. MRI
was useful to indicate the cause of GS in this patient by
demonstrating pathologic changes that probably resulted
from middle ear inflammation that extended via the teg-
men tympani defect and caused pachymeningitis. The dura
above the tegmen tympani is enhanced and extends to the
right cavernous sinus. MRI is also beneficial in delineating
the differential diagnosis of the many causes of GS, such as
osteomyelitis, abscesses, cholesteatomas, neoplasms, and
inflammatory granulomas [10,11]. Ibrahim et al. reported
the use of diffusion-weighted MRI to demonstrate abscesses
and cholesteatomas in regions of restricted diffusion [10].
Cases of GS as a complication of acute otitis media have

usually been successfully treated with broad-spectrum an-
tibiotics, even in cases of petrous abscess formation [10].
In the treatment of chronic ear disease, most authors sup-
port surgical intervention as primary management to
ensure adequate petrous and mastoid drainage [5,12].
However, a case of successful conservative treatment of
GS associated with chronic otitis media was reported with
the use of antibiotic therapy [6]. Our case involved GS as-
sociated with chronic ear disease in a post-radical mas-
toidectomy patient successfully treated with conservative
therapy. Although mastoid surgery was performed, inad-
equate surgery, loss to follow-up and infrequent posto-
perative mastoid cleaning may have been the causes of
the chronically draining ear. A regular follow-up program
should be encouraged to prevent this complication.

Conclusions
We demonstrated a rare case of GS in spite of the clin-
ical history of previous radical mastoidectomy and non-
pneumatization of the petrous apex and the successful
conservative treatment. A long-term follow-up program
should always be encouraged in patients who have un-
dergone radical mastoidectomy.

Consent
Written informed consent was obtained from the patient
for publication of this case report and any accompanying
images. A copy of the written consent is available for the
review by the Editor-in-Chief of this journal.
Abbreviations
CT: Computed tomography; GS: Gradenigo’s syndrome; MRI: Magnetic
resonance imaging; Spp.: Species.

Competing interests
The authors declare that they have no competing interests. No author
has any proprietary interest in any of the products or ideas mentioned
in this article.

Authors’ contributions
YP was a major contributor in writing the case report. YP and WK were
equally responsible for data collection. WK and SH provided critical revision
of the case report. All authors read and approved the final case report.

Acknowledgements
The authors wish to thank the Faculty of Medicine, Prince of Songkla
University for funded support. We are grateful to our patient for being
strong-minded, kind, and helpful.

Author details
1Department of Otolaryngology, Faculty of Medicine, Prince of Songkla
University, Hatyai, Songkhla 90110, Thailand. 2Department of Radiology,
Faculty of Medicine, Prince of Songkla University, Hatyai, Songkhla 90110,
Thailand. 3Department of Ophthalmology, Faculty of Medicine, Prince of
Songkla University, Hatyai, Songkhla 90110, Thailand.

Received: 7 February 2014 Accepted: 29 April 2014
Published: 23 June 2014

References
1. Homer JJ, Johnson IJ, Jones NS: Middle ear infection and sixth nerve

palsy. J Laryngol Otol 1996, 110:872–874.
2. Lutter SA, Kerschner JE, Chusid MJ: Gradenigo syndrome: a rare but

serious complication of otitis media. Pediatr Emerg Care 2005, 21:384–386.
3. Tornabene S, Vilke GM: Gradenigo’s syndrome. J Emerg Med 2010,

38:449–451.
4. Scardapane A, Del Torto M, Nozzi M, Elio C, Breda L, Chiarelli F: Gradenigo’s

syndrome with lateral venous sinus thrombosis: successful conservative
treatment. Eur J Pediatr 2010, 169:437–440.

5. Marianowski R, Rocton S, Ait-Amer JL, Morisseau-Durand MP, Manach Y:
Conservative management of Gradenigo syndrome in a child. Int J
Pediatr Otorhinolaryngol 2001, 57:79–83.

6. Burston BJ, Pretorius PM, Ramsden JD: Gradenigo’s syndrome: successful
conservative treatment in adult and paediatric patients. J Laryngol Otol
2005, 119:325–329.

7. Rossor TE, Anderson YC, Steventon NB, Voss LM: Conservative
management of Gradenigo’s syndrome in a child. BMJ Case Rep.
[published online April 20, 2011]. doi:10.1136/bcr.03.2011.3978.

8. Gibier L, Darrouzet V, Franco-Vidal V: Gradenigo syndrome without acute
otitis media. Pediatr Neurol 2009, 41:215–219.

9. Kong S-K, Lee I-W, Goh E-K, Park S-E: Acute otitis media-induced petrous
apicitis presenting as the Gradenigo syndrome: successfully treated by
ventilation tube insertion. Am J Otolaryngol 2011, 32:445–457.

10. Ibrahim M, Shah G, Parmar H: Diffusion-weighted MRI identifies petrous
apex abscess in Gradenigo syndrome. J Neuroophthalmol 2010, 30:34–36.

11. Pedroso JL, de Aquino CC, Abrahão A, de Oliveira RA, Pinto LF, Bezerra ML,
Gonçalves Silva AB, de Macedo FD, de Melo Mendes AV, Barsottini OG:
Gradenigo's Syndrome: Beyond the Classical Triad of Diplopia, Facial
Pain and Otorrhea. Case Rep Neurol 2011, 3:45–47.

12. Minotti AM, Kountakis SE: Management of abducens palsy in patients
with petrositis. Ann Otol Rhinol Laryngol 1999, 108:897–902.

doi:10.1186/1752-1947-8-217
Cite this article as: Plodpai et al.: Gradenigo’s syndrome secondary to
chronic otitis media on a background of previous radical
mastoidectomy: a case report. Journal of Medical Case Reports 2014 8:217.


	Abstract
	Introduction
	Case presentation
	Conclusions

	Introduction
	Case presentation
	Discussion
	Conclusions
	Consent
	Abbreviations
	Competing interests
	Authors’ contributions
	Acknowledgements
	Author details
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /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 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /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 <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.440 793.440]
>> setpagedevice


