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ABSTRACT 

Isolated torsion of the fallopian tube is an 
uncommon cause of acute lower abdominal 
pain. The lack of pathognomonic symptoms, 
clinical findings on physical examination, and 
specific imaging or laboratory characteristics 
makes this entity difficult to diagnose 
preoperatively, which can cause surgical 
intervention to be postponed. We report a case 
of isolated torsion of the right fallopian tube in 
a 58-year-old woman with a history of sexually 
transmitted infection. In most reported cases, 
there is no vascular flow on Doppler imaging 
modalities. We also detected high impedance 
of vascular flow around the cyst wall. Imaging 
modalities could not provide a definitive 
diagnosis. Tubal torsion was diagnosed upon 
laparotomy. 
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INTRODUCTION 

Isolated torsion of the fallopian tube is 
an uncommon cause of acute lower 
abdominal pain. The incidence is 
estimated to be 1 in 500,000 women.1 

This condition is infrequently observed 
before menarche or during 
menopause, which is mostly likely 
because most risk factors for tubal 
torsion occur mainly in reproductive 
age women. Most associated 
symptoms, such as abdominal pain, 
nausea, fever, bowel and bladder 
complaints, are non-specific. 
Immediate diagnosis is often difficult. 
The lack of pathognomonic symptoms, 
clinical findings on physical 
examination, and specific imaging or 
laboratory characteristics makes this 
entity difficult to diagnose 
preoperatively, which can cause 
surgical intervention to be postponed. 
2,3  

CASE REPORT 

We report a case of a 58-year-old 
woman (gravida 4, para 3) with a 
history of sexually transmitted 
infection. Six hours before admission, 
she experienced severe pelvic pain, 
nausea and vomiting without vaginal 
bleeding. Her blood pressure was 
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110/70 mm Hg and her temperature 
was 36.8°C. Abdominal palpation 
revealed tenderness of the right iliac 
fossa. Vaginal examination revealed a 
white discharge and several nabothian 
follicles on the cervix. The uterus was 
slightly bulky and retroverted, and its 

movement was restricted by a very 
tender, long, oval, firm mass in the 
right fornix in close proximity to the 
uterus. This mass was easily palpable 
and slightly mobile in the right adnexal 
region. 

 

 

 

Figure 1: Ultrasound revealed a well circumscribed right adnexal cystic mass 
measuring 80x76x48 mm with thick septations and lobulations. 

Movement of the cervix was painful 
and there was some tenderness in the 
left fornix, but no mass. Ultrasound 
revealed a well-circumscribed right 
adnexal cystic mass measuring 
80x76x48 mm with thick septations 
and lobulations (Figure 1). Vascular 
flow was highly impeded around the 
cyst as demonstrated by Doppler 
examination (Figure 2). The right ovary 
was not identified and the left ovary 
was normal. White blood count was 
9,200/ml; C-reactive protein was 

negative. Erythrocyte sedimentation 
rate was normal. Serum markers of 
ovarian malignancy were obtained and 
found to be within normal limits. 
Laparotomy was performed due to 
suspicion of right adnexa cystic lesion. 
Laparotomy showed dilated, twisted 
necrotic right fallopian tube that was 
tense and darkened in appearance, 
measuring 12x8 cm (Figure 3). 
Specifically, it was twisted clockwise 
three times at the infundibulo-pelvic 
ligament site and severely dilated. Due 
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to the postmenopausal state of the 
patient and necrotic appearance of the 
tube, detorsion was not attempted and 
rather salpingectomy was performed.  
Histological examination reported a 
hematosalpinx with neutrophilic 

infiltrate, edema and dilated congested 
vessels in the tubal wall as well as 
infarction. The postoperative course 
was uneventful and no complications 
were observed at follow-up 
examination. 

 

 

Figure 2: Doppler examination demonstrated a substantial impedance of vascular 
flow around the cyst.  

DISCUSSION 

Only sporadic cases of fallopian tube 
torsion have been reported.3 It rarely 
occurs before menarche or during 
menopause4,5 apparently because 
most risk factors for tubal torsion occur 
mainly in the reproductive years. 

Youssef et al. described factors that 
could possibly influence the 
occurrence of fallopian tube torsion 
and divided them into two types: 

internal and external.6 (Table 1) Taken 
together, the existing reports indicate 
that the mechanism underlying tubal 
torsion is apparently a sequential 
mechanical event.7 The process 
begins with the mechanical blockage of 
the adnexal veins and lymphatic 
vessels by ovarian tumor, pregnancy, 
hydrosalpinx and pelvic adhesions 
after tubal infection, or pelvic 
operation. This obstruction causes 
pelvic congestion and local edema, 
with subsequent enlargement of the 
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adnexa, which in turn induces partial or 
complete torsion. (Table 2) 
Furthermore, the mechanical blockage 
of the distal part of the fallopian tubes, 

together with the normal secretions of 
the fallopian tube glands, can cause 
hydrosalpinx, a risk factor by itself for 
torsion. 

 

Figure 3:  Dilated, twisted necrotic right fallopian tube was tense and darkened 
in appearance, measuring 12x 8 cm. 

Table 1. Intrinsic and Extrinsic 
Causes of Fallopian Tube Torsion 

Intrinsic 
Congenital anomalies 
Excessive length of tube or spiral course 
Acquired pathology 
Hydrosalpinx, hematosalpinx, neoplasm, surgery 
Autonomic dysfunction and abnormal peristalsis 
Extrinsic 
Changes in the neighboring organs 
Neoplasm, adhesions, pregnancy  
Mechanical factors 
Movement or trauma to the pelvic organs 
Pelvic congestion 

Table 2. Possible Mechanisms for 
Tubal Torsion. 

Mechanical disturbance 
Venous obstruction 
Lymphatic congestion 
Diffuse edema 
Tubal enlargement 
 
  

The most common symptom of tubal 
torsion is pain located in the lower 
abdominal region or pelvis that may 
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radiate to the flank or thigh. Sudden 
onset of cramping pain or intermittent 
pain is possible. In the present case, 
there was previous history of pelvic 
infection, which may have contributed 
to the etiology. Other factors 
associated with tubal torsion include 
slightly elevated temperature, white 
blood cell count, and erythrocyte 
sedimentation rate, though these 
factors may also be normal. In the 
case presented herein, these 
parameters were normal. The 
differential diagnosis of fallopian tube 
torsion includes acute appendicitis, 
ectopic pregnancy, pelvic inflammatory 
disease, twisted ovarian cyst and 
degenerative leiomyoma.8,9 The 
sensitive adnexal mass and cervical 
motion tenderness in this case were 
originally thought to be due to tubo-
ovarian abscess or pelvic inflammatory 
disease. 

Pre-existing risk factors for isolated 
tubal torsion include tubal pathologies 
such as pelvic inflammatory disease, 
paratubal cyst, hydrosalpinx, 
congenital anomalies, ectopic 
pregnancies, endometriosis and tubal 
ligation devices, which are most 
common in reproductive age women. 
In the post-menopausal period, the 
most common risk factors are 
neoplasia or extrinsic lesions such as 
adhesions.10 Tubal torsion is more 
frequently observed on the right side, 
possibly because of partial 
immobilization of the left fallopian tube 
by its proximity to the sigmoid 
mesentery or because right lower 
quadrant pain is more often surgically 
explored secondary to the concern for 
appendicitis.11 In this case report, 
isolated tubal torsion occurs in the right 
adnexa, consistent with other reports in 
the literature. 

Imaging findings are generally non-
informative in the preoperative 
diagnosis of isolated torsion of the 
fallopian tubes. Reported sonographic 
findings include a normal-appearing 
uterus, fluid-free ovaries with normal 
flow, a dilated tube with thickened, 
echogenic walls; and internal debris or 
a convoluted echogenic mass thought 
to represent a thickened, twisted tube. 
Our finding of high impedance of flow 
in a tubular structure, especially in a 
patient without a history of tubal 
ligation, does not necessarily indicate 
fallopian tube torsion.12 The added 
value of color Doppler sonography in 
the diagnosis of adnexal torsion has 
not been fully established. In several 
studies with a small numbers of 
patients, investigators have concluded 
that the diagnosis or exclusion of 
adnexal torsion cannot be reliably 
based on the absence or presence of 
flow on color Doppler sonography. 
Those authors remarked that normal 
blood flow commonly is seen in twisted 
adnexa. The identification of a 
whirlpool sign on Doppler sonography 
has been suggested to be 
pathognomonic of adnexal torsion; 
however, this sign is not commonly 
seen.13,14  The whirlpool sign was 
determined as a clockwise or 
counterclockwise wrapping of the 
hypoechoic vessels around the central 
axis. In our case, sonographic 
evaluation revealed a well-
circumscribed right adnexal cystic 
mass, with thick septations and 
lobulations. On Doppler examination 
high impedance of vascular flow was 
detected around the cyst, but the 
whirlpool sign was not observed. The 
finding of high impedance of flow 
tubular structure, especially in a patient 
with no history of tubal ligation, cannot 
be used as an indicator of fallopian 
tube torsion. In most cases, there is no 
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vascular flow on Doppler imaging 
modalities. Other radiologic modalities 
such as computed tomography or 
magnetic resonance imaging have also 
been reported to be valuable for the 
diagnosis of tubal torsion.15 Diagnosis 
of an isolated tubal torsion based on 
imaging results is far more difficult 
because of the lack of specific findings. 
CT is insufficient for accurate detection 
and prediction of the nature of an 
underlying pathologic process causing 
torsion. MRI findings yield the same 
information as CT and US. In this 
presented case, due to the patient's 
state of emergency CT and MRI 
evaluation were not performed.   

Treatment options of the isolated tubal 
torsion include detorsion or simple 
salpingectomy, depending on the 
timing of surgical intervention and 
presence of complications. The risk of  
thromboembolic events is extremely 
low when the adnexal detorsion can be 
performed as early as possible. 
However, it should be performed as 
early as possible to avoid irreversible 
damage to the tissue. The operative 
approach could be conventional 
exploratory laparotomy or laparoscopic 
surgery. Currently, laparoscopic 
adnexal detorsion, rather than 
adnexectomy, is the procedure of 
choice. Because most of the patients 
are in their reproductive years, efforts 
should be made to preserve fertility if 
the ischemic damage appears to be 
reversible and no malignancy is 
suspected. A complete resection is 
performed when the tissue is 
gangrenous, there is a tubal or ovarian 
neoplasm, or the woman has no desire 
for future conception. When there is no 
apparent ischemic damage, most of 
the twisted adnexa regain function. In 
our case salpingectomy was performed 
because the patient was in the post-

menopausal period, though no 
malignancy was suspected.  

CONCLUSION 

In this case presentation, we 
emphasize that isolated tubal torsion 
should be considered in the differential 
diagnosis of acute lower abdominal 
pain and adnexal masses in the post-
menopausal patients. In most reported 
cases, there is no vascular flow on 
Doppler imaging modalities. We also 
detected high impedance of vascular 
flow around the cyst wall. İmaging 
modalities could not provide a 
definitive diagnosis.   

References 

1. Hansen OH. Isolated torsion of the 
Fallopian tube. Acta Obstet Gynecol 
Scand.  1970;49(1):3-6. PubMed 
PMID: 5519474. 
http://dx.doi.org/10.3109/00016347009
157506 

2. Ding DC, Hsu S, Kao SP. Isolated 
torsion of the hydrosalpinx in a 
postmenopausal woman. JSLS. 2007 
Apr-Jun;11(2):252-4. PubMed PMID: 
17761091; PubMed Central PMCID: 
PMC3015729. 

3. Shukla R. Isolated torsion of the 
hydrosalpinx: a rare presentation. Br J 
Radiol. 2004 Sep;77(921):784-6. 
PubMed PMID: 15447969. 
http://dx.doi.org/10.1259/bjr/36288287 

4. Krissi H, Shalev J, Bar-Hava I, Langer 
R, Herman A, Kaplan B. Fallopian tube 
torsion: laparoscopic evaluation and 
treatment of a rare gynecological 
entity. J  Am Board Fam Pract. 2001 
Jul-Aug;14(4):274-7. Review. PubMed 
PMID: 11458970.  



 Proceedings in Obstetrics and Gynecology, 2013; 3(2):6 

 

Isolated torsion of the fallopian tube  7 

 

5. Feng L, Liu Y, Liu H, Chen X. Chronic 
isolated fallopian tube torsion 
associated with huge hydrosalpinx and 
hemosalpinx in a postmenopausal 
woman: a case report and brief review. 
Eur J Obstet Gynecol Reprod Biol. 
2012 Oct;164(2):235-6. doi: 
10.1016/j.ejogrb.2012.06.011. Epub 
2012 Jun 30. PubMed PMID: 
22749784. 

6. Youssef AF, Fayad MM, Shafeek MA. 
Torsion of the fallopian tube. A clinico-
pathological study. Acta Obstet 
Gynecol Scand. 1962;41:292-309. 
PubMed PMID: 14002859. 
http://dx.doi.org/10.3109/00016346209
158105 

7. Bernardus RE, Van der Slikke JW, 
Roex AJ, Dijkhuizen GH, Stolk JG. 
Torsion of the fallopian tube: some 
considerations on its etiology. Obstet 
Gynecol. 1984 Nov;64(5):675-8. 
PubMed PMID: 6238251. 

8. Wong SW, Suen SH, Lao T, Chung 
KH. Isolated fallopian tube torsion: a 
series of six cases. Acta Obstet 
Gynecol Scand. 2010 
Oct;89(10):1354-6. doi: 
10.3109/00016349.2010.503870. 
PubMed PMID: 20726829. 

9. Ferrera PC, Kass LE, Verdile VP. 
Torsion of the fallopian tube. Am J 
Emerg Med. 1995 May;13(3):312-4. 
PubMed PMID: 7755826. 
http://dx.doi.org/10.1016/0735-
6757(95)90208-2 

10. Comerci G, Colombo FM, Stefanetti M, 
Grazia G. Isolated fallopian tube 
torsion: a rare but important event for 
women of reproductive age. Fertil 
Steril. 2008 Oct;90(4):1198.e23-5. 
Epub 2007 Oct 22. PubMed PMID: 
17953952. 
http://dx.doi.org/10.1016/j.fertnstert.20
07.08.057 

11. Bondioni MP, McHugh K, Grazioli L. 
Isolated fallopian tube torsion in an 
adolescent: CT features. Pediatr 
Radiol. 2002 Aug;32(8):612-3. 
PubMed PMID: 12269256. 
http://dx.doi.org/10.1007/s00247-002-
0721-8 

12. Propeck PA, Scanlan KA. Isolated 
fallopian tube torsion. AJR Am J 
Roentgenol.  1998 Apr;170(4):1112-3. 
PubMed PMID: 9530080. 

13. Albayram F, Hamper UM. Ovarian and 
adnexal torsion: spectrum of 
sonographic findings with pathologic 
correlation. J Ultrasound Med. 2001 
Oct;20(10):1083-9. PubMed PMID: 
11587015. 

14. Wachsberg RH. Accuracy of using 
Doppler sonography to diagnose 
ovarian torsion. Fertil Steril. 2001 
May;75(5):1041-2. PubMed PMID: 
11368055. 
http://dx.doi.org/10.1016/S0015-
0282(01)01763-0 

15. Terada Y, Murakami T, Nakamura S, 
Sato Y, Niikura H, Ito K, Yaegashi N, 
Okamura K. Isolated torsion of the 
distal part of the fallopian tube in a 
premenarcheal 12 year old girl: a case 
report. Tohoku J Exp Med. 2004 
Mar;202(3):239-43. PubMed PMID: 
15065650. 
http://dx.doi.org/10.1620/tjem.202.239 

 


	INTRODUCTION
	CASE REPORT
	DISCUSSION
	CONCLUSION
	References


<<
  /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


