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Splenomegaly as the first manifestation of
pancreatic adenosquamous carcinoma:
A case report

Ke CHEN, Xiao-Wu XU, Kun XIE, Yu-Cheng ZHOU, Yi-Ping MOU

Department of General Surgery, Sie Run Run Shaw Hospital, Hangzhou Zhejiang Province, China

Adenosquamous carcinoma of the pancreas directly invading surrounding organs is rare. Here, we describe a case of pancreatic ade-
nosquamous carcinoma directly invading the spleen and colon in a 44-year-old man. Imaging examinations revealed a huge hete-
rogeneous mass in the enlarged spleen and a colonic lump, but showed no obvious space-occupying lesion in the pancreas. An exp-
loratory laparotomy revealed that the enlarged spleen, pancreatic tail, and splenic flexure of the colon were firmly attached to one
another. Splenectomy combined with resection of the distal pancreas and splenic flexure of the colon was performed. In the distal
pancreatectomy specimen, a 0.8-cm solid mass was present in the tail. The tumor contained definite components of both adenocar-
cinoma and squamous cell carcinoma. The patient died of cachexia five months after admission. This case is unique in that the me-
tastatic tumor involving the spleen was considerably larger than the primary tumor itself.
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Splenomegali ile prezente olan pankreatik adenoskuamoz karsinom;
olgu sunumu

Cevre dokular: invaze eden pankreasin adenoskuamaoz karsinomu nadir goriliir. Burada, 44 yasindaki erkek hastada dalak ve ko-
lonu invaze eden pankreas kokenli pankreasin adenoskuamaéz karsinomu vakast sunulmugstur. Gortintiileme yontemleri ile biiyii-
miis dalakta dev heterojen kitle ve kolonda kitle tespit edilmis ancak pankreasta yer kaplayan lezyon goriilmemistir. Tanisal lapa-
ratomide dalagin, pankreas kuyrugunun ve kolonun birbirine yapistigi tespit edilmigstir. Splenektomi ile beraber, pankreasin kuy-
rugu ve kolonun splenik fleksura bolgesi de eksize edilmigtir. Distal pankreatektomi érneginde 0.8 cm boyunda solid kitle tespit edil-
migtir. Tiimoriin adenokarsinoma ve skuaméz karsinoma ozelliklerini bir arada tagigi goriilmiistiir. Basvurudan 5 ay sonra hasta
kaseksiden ex olmugtur. Bu vaka dalagt tutan metastatik tiimoriin orjinindekinden daha bityiik olmast nedeni ile ozeldir.

Anahtar kelimeler: Pankreasin adenoskuamoz karsinomu, dalak invazyonu, kolon invazyonu

INTRODUCTION

Adenosquamous carcinoma (ASC) of the pancreas
is a rare pancreatic neoplasm characterized by cel-
lular mixture of both adenomatous and squamous
subtypes in the same tumor. It accounts for only
about 0.9% to 4.5% of all pancreatic malignancies,
but is more aggressive than other forms of adeno-
carcinoma and associated with a poorer prognosis
(1-3). Currently, the histogenesis of pancreatic

ASC is still unclear and the most appropriate form
of therapy has yet to be established. ASC of the
pancreas directly invading surrounding organs is
unusual, and splenomegaly as the clinical mani-
festation of direct spread of pancreatic ASC to the
spleen is extremely rare (4). Here, we describe a
very rare case of pancreatic ASC directly invading
the spleen and colon, with left upper abdominal
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pain and splenomegaly as the first clinical signs of
the metastatic spread.

CASE REPORT

A 44-year-old man was referred to our hospital
with a one-month history of left upper quadrant
abdominal pain. He was previously in good health.
He had noted a weight loss of 2 kg over the past
three months. His hematologic values, serum bioc-
hemical data, and urinalysis were within normal
limits, with the exception of a mildly elevated con-
centration of carbohydrate antigen (CA)19-9
(326.1 ng/ml). A computed tomography (CT) scan
of the abdomen revealed a huge hypodense mass
measuring 10x8x6 cm in the enlarged spleen (Fi-
gure 1). Color Doppler ultrasound revealed that
the lesion had a heterogeneous internal pattern
(Figure 2). The splenic vein and splenic artery we-

Figure 1. A contrast-enhanced CT scan of the abdomen showing
a large heterogeneous mass within the enlarged spleen.

Figure 2. Transabdominal ultrasound showing a heterogeneous
and vascularized mass with a predominantly solid component.
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re only slightly compressed. Colonoscopy revealed
a colonic lump about 70 cm from the anus, which
showed a circumferential growth pattern (Figure
3). Further endoscopic procedures failed due to the
stenosis of the intestinal canal caused by the tu-
mor. Histological examination of the specimen
from the lesion showed adenocarcinoma. There
were no obvious abnormalities detected by other
examinations, such as gastroscopy and pectoral
CT. These findings were initially considered to
represent a primary malignant process arising
from the splenic flexure of the colon, with extensi-
on to the spleen.

An exploratory laparotomy was then performed.
Intraoperative findings revealed a giant tumor in
the enlarged spleen, approximately 10 cm in di-
ameter. The tail of the pancreas and the splenic

Figure 3. Colonoscopy revealing a lump showing a circumfe-
rential growth in the colon, about 70 cm away from the anus.

Figure 4. A resected giant tumor from the enlarged spleen, ap-
proximately 10 cm in diameter.



Figure 5. A hematoxylin&eosin-stained tissue section showing
the tumor composed of both adenocarcinoma and squamous
components (H&E stain, x100).

flexure of the colon were firmly attached to the
mass (Figure 4). There was no evidence of ascites,
peritoneal dissemination, or liver metastases. The
texture of the pancreas was soft, and no obvious
space-occupying lesion was found in the pancreas.
The splenic hilar lymph nodes were swollen. The
stomach, left kidney, and diaphragm were all in-
tact. The origin of the mass could not be defined.
Splenectomy combined with resection of the distal
pancreas and splenic flexure of the colon was per-
formed. Meanwhile, biopsies were taken from the
colon and left renal capsule. Frozen section exami-
nation was performed and no cancer cells were fo-
und in either of the tissues. A handsewn side-to-si-
de anastomosis was then performed. Total intra-
operative blood loss was 200 ml.

Macroscopically, the splenic tumor was a solid
mass of elastic consistency, with a relatively smo-
oth surface. Sections through the splenic parench-
yma revealed that the tumor was solitary, homo-
geneous, and yellowish-white in color. There were
ulcerative lesions in the colon. In the distal pan-
createctomy specimen, a 0.8-cm solid mass was
present in the tail. Microscopically, the tumor con-
tained definite components of both adenocarcino-
ma and squamous cell carcinoma, and a gradual
transition was recognized between the two (Figu-
re 5). It extended into the peripancreatic soft tis-
sue, and was present throughout the colon wall.
Sections of the spleen showed focal groups of aty-
pical glands with hyperchromatic nucle-
i and increased mitotic activity. These histological
features were consistent with an adenocarcinoma.
Immunohistochemical staining of spleen sections
with the DAKO EnVision™ System (Dako, Glos-
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trup, Denmark) demonstrated a strong positivity
for CK7 and CK19, which was consistent with the
primary tumor. Immunohistochemistry also de-
monstrated that tumor cells were partially positi-
ve for CK, weakly positive for NSE, and negative
for CK20, CDX-2, Syn and CgA. Additionally, the-
re was perineural and lymphovascular invasion,
with five of the 18 lymph nodes positive for metas-
tatic adenocarcinoma.

The postoperative course was uneventful, and the
patient developed no clinically significant compli-
cations postoperatively. Flatus was passed on the
third postoperative day. Liquid diet was started
on postoperative day 4, followed by a soft diet on
postoperative day 6. Left pleural effusion persis-
ted for one week after the operation, and the pati-
ent was finally discharged on postoperative day
12. After one month, the patient’s serum CA19-9
level had dropped to 279.1 ng/ml. The patient was
treated with adjuvant chemotherapy, which was
discontinued after two sessions due to intolerable
side effects. The patient's general condition deteri-
orated gradually, and he died of cachexia five
months after admission.

DISCUSSION

According to the World Health Organization
(WHO), ASC is characterized by the presence of
variable proportions of mucin-producing glandu-
lar elements and squamous components. In additi-
on, the squamous component should account for at
least 30% of the tumor tissue (5). Currently, the
pathogenesis of pancreatic ASC remains unknown
since the pancreas does not normally contain any
squamous cell elements (6). As squamous cell car-
cinoma grows faster and exhibits more aggressive
behavior than adenocarcinoma (7,8), pancreatic
ASC has a worse prognosis, as compared to the
more common ductal pancreatic cancer (DPC).
The median overall survival ranges between thre-
e to six months among patients with advanced
pancreatic ASC and about 24 months among pati-
ents with resectable cancer (9).

In most cases, the clinical, radiological and mac-
roscopic aspects of a pancreatic ASC closely mimic
those of a common DPC (2,10). Common clinical
manifestations include abdominal pain, weight
loss, and jaundice. In addition, pancreatic ASC is
associated with no specific serum data, including
tumor markers such as carcinoembryonic antigen,
CA19-9, and squamous cell carcinoma antigen
(11,12). Currently, the accurate diagnosis of pan-
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creatic carcinoma is usually possible before treat-
ment, due to the improvement in imaging techni-
ques. In our case, however, the major symptom
was left upper abdominal pain, possibly caused by
splenomegaly. Abdominal CT revealed a tumor in
the spleen. In contrast, the lesion in the pancreas
was not significant. These data are consistent
with the findings of a previous study reporting a
case of pancreatic ASC that presented as splenic
rupture (13), suggesting that spleen invasion may
be the first sign of disease in some cases of pan-
creatic ASC, as the secondary tumor may be consi-
derably larger than the primary tumor itself. Such
an unusual tumor growth pattern is worth atten-
tion, for it could result in the misdiagnosis of pri-
mary tumor sites.

Another interesting point of our case is the direct
splenic and colonic invasion. Direct invasion of the
spleen is considered a rare event in the course of
malignant solid tumors, but occasionally occurs
with tumors originating from surrounding organs,
such as the pancreas (14), stomach (15), liver (16),
colon (17), and retroperitoneum (18). There have
been at least two cases reported in the literature
previously of direct invasion of pancreatic ASC to
the spleen (13,19). In our case, the enlarged sple-
en and pancreas tail were firmly attached to each
other due to extensive adhesions resulting from
the direct spread of the cancer. The spleen may be
directly invaded from the subperitoneal space
through the splenic hilum (13). In addition to the
spleen, the colon was also invaded in our case. Co-
lonoscopy revealed a colonic lump showing a cir-
cumferential growth pattern. Interestingly, a pre-
vious study demonstrated that pancreatic ASC si-
multaneously invaded the spleen, left adrenal
gland, left kidney, and transverse colon (19). The-
se data indicate that in extremely few cases, when
the colon has been infiltrated by adenocarcinoma
originating from surrounding organs, an infiltrati-
ve tumor might form in the colonic wall, and en-
doscopists may misidentify this secondary tumor
as a primary colon adenocarcinoma.

In most cases, when the spleen has been infiltra-
ted, the primary tumor usually has already for-
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med to a relatively large size, and often has invol-
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tumor. In our case, however, the patient’s pancre-
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3. Okabayashi T, Hanazaki K. Surgical outcome of adenosqu-
amous carcinoma of the pancreas. World J Gastroenterol
2008; 14: 6765-70.

4. Klein B, Stein M, Kuten A, et al. Splenomegaly and solitary
spleen metastasis in solid tumors. Cancer 1987; 60: 100-2.



10.

11.

Kléppel G, Hruban RH, Longnecker DS, et al. Tumours of
the exocrine pancreas. In: Hamilton SR, Aaltonen LA, edi-
tors. World Health Organization classification of tumours.
Pathology and genetics of tumours of the digestive system.
Lyon: WHO, 2000; 219-51.

Cihak RW, Kawashima T, Steer A. Adenoacanthoma (ade-

nosquamous carcinoma) of the pancreas. Cancer 1972; 29:
1133-40.

O'Connor JK, Sause WT, Hazard LJ, et al. Survival after
attempted surgical resection and intraoperative radiation
therapy for pancreatic and periampullary adenocarcinoma.
Int J Radiat Oncol Biol Phys 2005; 63: 1060-6.

Iemura A, Yano H, Mizoguchi A, et al. A cholangiocellular
carcinoma nude mouse strain showing histologic alteration
from adenocarcinoma to squamous cell carcinoma. Cancer
1992; 70: 415-22.

Katz MH, Wang H, Fleming JB, et al. Long-term survival
after multidisciplinary management of resected pancreatic
adenocarcinoma. Ann Surg Oncol 2009; 16: 836-47.
Kardon DE, Thompson LD, Przygodzki RM, et al. Adenos-
quamous carcinoma of the pancreas: a clinicopathologic se-
ries of 25 cases. Mod Pathol 2001; 14: 443-51.

Makiyama K, Takuma K, Zea-Iriarte WL, et al. Adenosqu-

amous carcinoma of the pancreas. J Gastroenterol 1995;
30: 798-802.

12. Yamaue H, Tanimura H, Onishi H, et al. Adenosquamous

carcinoma of the pancreas: successful treatment with ex-
tended radical surgery, intraoperative radiation therapy,
and locoregional chemotherapy. Int J Pancreatol 2001; 29:
53-8.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

A case of pancreatic adenosquamous carcinoma

Asai K, Watanabe M, Matsukiyo H, et al. Pancreatic ade-
nosquamous carcinoma presenting as splenic rupture: re-
port of a case. Surg Today 2011; 41: 872-6.

Smith WM, Lucas JG, Frankel WL. Splenic rupture: a rare
presentation of pancreatic carcinoma. Arch Pathol Lab
Med 2004; 128: 1146-50.

Biswas M, Rahi R, Tiwary SK, et al. Leiomyosarcoma of
stomach: a case report. Kathmandu Univ Med J 2006; 4:
510-2.

Yan ML, Wang YD, Lai ZD, et al. Pedunculated hepatocel-
lular carcinoma and splenic metastasis. World J Gastroen-
terol 2009; 15: 5239-41.

Pisanu A, Ravarino A, Nieddu R, et al. Synchronous isola-
ted splenic metastasis from colon carcinoma and concomi-
tant splenic abscess: a case report and review of the litera-
ture. World J Gastroenterol 2007; 13: 5516-20.

Oliphant M, Berne AS, Meyers MA. Direct spread of subpe-
ritoneal disease into solid organs: radiologic diagnosis. Ab-
dom Imaging 1995; 20: 141-7.

Onoda N, Kang SM, Sugano S, et al. Mucoepidermoid car-
cinoma of the pancreas: report of a case. Surg Today 1995;
25: 843-7.

Okuno K. Surgical treatment for digestive cancer. Current
issues - colon cancer. Dig Surg 2007; 24: 108-14.

Izuishi K, Sano T, Usuki H, et al. Isolated splenic metasta-
sis of ovarian cancer 20 years after operation: a case report
and literature review. Tumori 2010; 96: 784-6.

Hoar FJ, Chan SY, Stonelake PS, et al. Splenic rupture as

a consequence of dual malignant pathology: a case report.
J Clin Pathol 2003; 56: 709-10.

803




<<
  /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


