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Abstract
Myositis Ossificans Traumatica (MOT) is a rare condition that affects soft tissues after a trauma and hardly affects the
mastication muscles. The occurrence in the temporal muscle is uncommon, and trismus is the most prevalent symptom.
The diagnosis of the pathology is sufficiently obtained through the collection of clinical history, physical and imaging exams.
Differential diagnosis is important mainly to rule out more aggressive diseases, such as osteosarcoma. Treatment becomes
more invasive as the ossification matures, and resection of structures adjacent to the tumor, such as coronoidectomy,
is well indicated for promoting good results on the mouth opening amplitude. However, to maintain this amplitude,
aggressive myofunctional therapy is required. Nevertheless, the literature has no well-defined protocol for this
physiotherapy. Therefore, this article reports a rare case of MOT in the temporal muscle that was treated conservatively,
with bilateral coronoidectomy and mouth opening physiotherapy, and obtained a satisfactory result. Consequently, it also
presents a suggestion of a postoperative physiotherapy protocol.
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Introduction

Myositis Ossificans is a rare disease that affects muscles or

soft tissues. It is divided into Progressive Ossifying Myo-

sitis (MOP) and Myositis Ossificans Traumatica (MOT).1

MOP is also known as Fibrodysplasia Ossificans Progres-

siva, a dominant autosomal hereditary disease that occurs

in childhood.2 This disorder affects several body muscles,

which prognosis is generally poor due to pulmonary com-

plications caused by restricted movement of respiratory

muscles.2 MOT also known as Myositis Ossificans Circum-

scripta, is a benign and non-neoplastic condition that usu-

ally causes mouth opening limitation.3,4 It is characterized

by the heterotopic formation of mature lamellar bone in

muscles or other soft tissues after a trauma,1,5,6 which can

vary from a simple mandibular nerve block to a more

severe trauma involving bone fracture.7-9

Although MOT in the craniofacial skeleton is relatively

rare,6,8,10 its cases have increased in recent years.11 According

to a recent literature review, from August 1984 to April 2019,

only 53 cases of MOT were reported in English.8 The mass-

eter and medial pterygoid muscles were more involved, and

only 12 cases involving the temporal muscle were reported.8

The differential diagnosis for this pathology includes malig-

nant and benign tumors, such as osteosarcoma and

osteoma.8,9 The treatment depends on the disease’s matura-

tion stage and associated symptoms. In early injury stages,

symptoms may or may not exist, and ossification is not

evident. In these cases, treatment options are physiotherapy
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and use of medications, such as bisphosphonates and

anti-inflammatory drugs.4,10

Surgical intervention is indicated when ossification is

mature, causing worsening of symptoms. In this situation,

tumor resection and removal of adjacent structures, such as

the coronoid process, can be employed.8-10 In addition, the

use of immediate postoperative physiotherapy is consid-

ered essential for obtaining a satisfactory permanent

result.3,6,7 However, the literature has no consensus or

detailed description about an exact protocol, which makes

decision-making by surgeon difficult. Therefore this article

aims to present a rare case report of Myositis Ossificans

Traumatica involving the temporal muscle, which was

treated with bilateral coronoidectomy with aggressive post-

operative physiotherapy and obtained a satisfactory result.

In addition, it also presents a suggestion of a postoperative

physiotherapy protocol.

Case Report

A 45-year-old male patient was referred to the Oral and

Maxillofacial Surgery team complaining of trismus of

unknown origin. He reported that he would undergo an

Endoscopic Retrograde Cholangiopancreatography

(ERCP) exam, which would require general anesthesia.

However, during the anesthesia process, even when the

muscle relaxant was administered, there was no gain in

mouth opening, which made intubation impossible. There-

fore, the surgery was canceled, and he was referred for

investigation of the trismus origin. During the anamnesis,

the patient described that he suffered a severe trauma

13 years ago, that required a prolonged hospital stay. The

trauma resulted in a fracture of the left zygomaticomaxil-

lary complex that required a bone reduction and fixation

surgery. Since then, he had a progressive decrease in the

mouth opening.

Physical examination revealed a limited mouth opening

(13 mm interincisal distance) and a mandible deviation to

the left (Figure 1). A multislice computed tomography was

requested, showing a hyperdense ectopic mass arising from

the temporal bone with characteristics of cortical and

medullary mature bone tissue (Figure 2). Supported by the

clinical history, clinical examination, and imaging exams,

the most accepted diagnostic hypothesis was Myositis

Ossificans Traumatica and Osteoma. As the treatment aims

to restore the movement of the jaw, surgical coronoidect-

omy has been proposed.

As a mechanical impediment was causing the trismus,

conventional intubation would be more difficult and riskier,

so fiber-optic-assisted nasotracheal intubation was adopted.

This technique is made under conscious sedation, safe, and

well used in difficult airway situations.12 After intubation,

the mouth opening was 12 mm (Figure 3A). With an

intraoral approach, local anesthesia was performed and an

incision of about 3.5 cm was made in the right ascending

ramus on the oblique line. Then, a full-thickness mucoper-

iosteal flap was elevated and the external oblique ridge and

base of the coronoid process were visualized.

As expected, the musculature on this side showed more

adherence and stiffness than normal, so detaching the soft

tissues over the coronoid processes was difficult. During

the procedure, it is important to hold the coronoid process

with some forceps, as the muscles tend to have a whip

behavior pulling up the fragment if it is not well attached.

After its detachment, the coronoid process was removed

from its base using a reciprocating saw, and then the mouth

opening was measured again (25 mm). However, sufficient

mouth opening could not be obtained, so the same process

was performed on the opposite side, and the release move-

ment of mouth opening was immediately observed

(Figure 3B). Due to a 29.5 mm gain compared to the initial

mouth opening, it was decided not to remove the bone

pedicle from the temporal muscle (Figure 3C and 3D).

After surgery, a mouth opener was inserted in the

patient’s molar teeth (Figure 4A), which was kept in con-

tinuous use for uninterrupted 24 hours. During the next

7 days, the patient used this device continuously, removing

it only for eating and oral care (approximately 3 hours a

day). From this moment on, the use of the mouth opener

was gradually decreased. In the second postoperative week,

Figure 1. Initial clinical images. (A) Frontal photograph of the patient performing mandibular laterality movement to the right; (B) front
photograph of the patient in maximum mouth opening, with a mandibular deviation to the left side; (C) frontal photograph of the patient
performing mandibular laterality movement to the left.
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the patient did not use it for approximately 4 hours, and in

the third postoperative week, this period was increased to

6 hours per day. Device removal occurred at intervals dur-

ing the day (when the patient was eating). From the fourth

postoperative week on, the patient did not use the mouth

opener for 8 hours a day, removing it during sleep. From

the 30th postoperative day, the patient did not use the

device for approximately 12 hours a day (interspersed).

At 45 days postoperatively, the mouth opener was used for

approximately 6 hours a day (2 hours in the morning,

2 hours in the afternoon, and 2 hours in the evening). After

60 days of follow-up, the patient had a 35 mm mouth open-

ing (Figure 4B). This last frequency of use was maintained

until mouth opening amplitude was stable, which could

vary between 4 to 6 months of total physiotherapy. Thus,

after 4 months of follow-up, the mouth opening amplitude

was stable and increased to 40 mm. In addition, the patient

had no pain complaints or mandibular deviations

(Figure 4C), and he continues with regular follow-ups.

Discussion

The pathogenesis of MOT is still controversial, and several

theories have been proposed over the years to hypothesize

it. Apparently, after a trauma, blood extravasation and

myonecrosis facilitate the development of osseous

Figure 2. Initial helical computed tomography. (A) Sequence of axial sections showing hyperdense lesion in the left temporal region;
(B) sequence of axial slices with soft tissue window; (C) sequence of coronal sections; (D) sequence of sagittal cuts; (E) lateral image of
three-dimensional reconstruction; (F) tilted image of three-dimensional reconstruction showing proximity of the temporal lesion to the
left coronoid process.

Pereira et al. 3



metaplasia released from native bone.5,6,13,14 However, it

was also hypothesized by Arima et al, who state that the

autolysis of bone fragments releases BMP, which induces

the differentiation of perivascular mesenchymal cells into

the muscular tissue, resulting in a relatively homogenous

bone mass.15 The present paper reported a case of myositis

ossificans caused by a mechanical and structural disorder,

such as a zygomatic fracture affecting the temporal muscle.

In other cases, isolated or repeated trauma (including

blows, traffic accidents, violence, work-related accidents,

gunshots), alveolar nerve block, dental extractions, and

infections are among the possible causes men-

tioned.1,5,8,10,11,16 But in some cases, there is no history

of trauma.3,7,16,17

The vast majority of ossifying myositis occurs in lower

muscles due to their lower location and their repetitive

motion during mastication, making them more vulnerable

to trauma.7,8,13,16 The medial pterygoid muscle is the most

affected, followed by the masseter.7,8 Though temporalis

muscle is vulnerable to trauma like the masseter, less cases

of MOT are observed in this group and the reason for this is

still unknown.3 In this case report, only the temporalis

muscle was involved, but in some cases, more than 1 chew-

ing muscle may be involved.3,9,10,16 There is also a higher

incidence in men due to their more active lifestyle and

probably that is the reason why they suffer more

traumas.8,13

Differential diagnoses of MOT include several diseases

involving ossification and calcification processes like

thrombosis, phlebolites, osteomyelitis, osteomas, osteo-

chondromas, hemangiomas, nodular fasciitis, and neo-

plasms such as synovial sarcoma, soft tissue sarcoma,

Figure 3. Trans-surgical images and immediate postoperative exams. (A) Maximum mouth opening of 12 mm after intubation;
(B) maximum mouth opening of 41.5 mm after removal of bilateral coronoid processes; (C) three-dimensional reconstruction
of computed tomography—left side; (D) three-dimensional reconstruction of computed tomography—right side.
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osteochondroma, osteosarcoma, rhabdomyosarcoma, and

metastatic disease.7,18 Malignant tumors of the temporal

bone are rare, with an estimated incidence of about 0.8 to

1 per million inhabitants per year.18,19 Temporal bone

tumors are manifested by non-specific symptoms, such as

otorrhea, otalgia, or hearing loss, which are often attributed

to inflammatory otological diseases.19,20 Our patient did

not report any of these symptoms and other related symp-

toms, such as trismus, are uncommon and indicative of

advanced disease.21,22

The biggest difficulty in differentiating MOT from a

malignant tumor is in its initial stage when ossification is

not yet mature.7,18,21 As the lesions mature, the imaging

characteristics are better observed. Malignant tumors often

cause destruction or invasion of adjacent structures or tis-

sues, and the calcification begins at the center and pro-

gresses toward the periphery.3,8 In MOT cases, the

calcification begins at the periphery and progresses toward

the center, which may or may not be attached to the adjacent

bone, depending on the maturity of MOT.1,7,11,17 This char-

acteristic is considered pathognomonic by some authors.14

The diagnosis of MOT is based on a trauma history, usually

with a blunt injury. Although, the trauma is reported in only

70% of the cases with supportive clinical, radiographic, and

microscopic features.3 Malignant transformation of trau-

matic myositis ossificans has not been reported yet.22 In the

present case, there was nothing suggestive of malignancy.

The interval between trauma and the first detection of

calcified mass is variable, and it can start immediately or

show its first symptoms after 20 years.8,10 These signs and

symptoms may usually include trismus, firm/solid persis-

tent edema, and single or multiple calcifications seen on

imaging exams.8,10 In our case, some of the disease signs

and symptoms were mistaken with those from the post-

operative period after facial fracture. For this reason, it was

difficult to investigate another cause of this limitation,

which was discovered 13 years later by chance. As mouth

opening was limited, intubation with the aid of a fiber-optic

bronchoscopy was used, as in other cases in the litera-

ture.7,13 This technique is considered a gold standard of

difficult airway management, when a conventional tech-

nique is not successful.12

Knowing that this patient’s biggest problem was

caused by stiffening of the masticatory muscles, also

observed by other authors,23 and mechanical interference

due to contact between the coronoid process and the

ectopic mass in the mouth opening, surgical coronoidect-

omy is the treatment of choice.3,5-9,11,13,16,23 However, as

the patient remained with limited mandibular movement

for many years, it is natural to have a stiffening of the

contralateral musculature either,23 so the 40 mm mouth

opening was only possible after coronoidectomy on both

sides, and the jaw became more passive, avoiding the

removal of ectopic calcification.

The volume and extent of the heterotopic bone in rela-

tion to the skull bases bear a considerable risk during rad-

ical excision, contraindicating its removal at first.

Therefore, its removal is indicated only in case of little or

no gain in mouth opening. In addition, the preauricular

approach with temporal extension involves a series of

nerves and blood vessels, such as auricular, superficial

temporal arteries, and the temporal branch of the facial

nerve that could be affected causing praxis, paresthesia,

and hemorrhage.15 As the MOT was not removed, we did

not obtain material to perform a biopsy. Although some

authors recommend a biopsy for a complete diagnosis of

Figure 4. Clinical images of postoperative follow-up. (A) Front photograph of the patient using the mouth opener; (B) 60-day
postoperative period with a maximum mouth opening of 35 mm; (C) 4-month postoperative period with a maximum mouth opening
of 40 mm, and mandibular symmetry, without deviations.
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the lesion, in most cases the clinical and imaging tests are

sufficient to define a treatment plan.5,6,10,13

Surgery is most appropriate when there is a mature bone

formation, as any surgical trauma in the region at an early

stage could cause an increase in ectopic calcification.9

Complete excision and coronoidectomy are the most com-

mon treatment for MOT in the temporal muscle and it is

frequently associated with postoperative physiotherapy,

that should happen as soon as possible.3,6,7,11,13,16,21 In the

present case, the patient remained with the rubber mouth

opener to maintain a satisfactory opening range. This

method was also used by Mevio et al6 in 2001, emphasizing

the idea of aggressive physiotherapy, especially when the

patient is not collaborative, because, when using a rubber

opener of predetermined size, the patient is forced to open

his mouth enough to fit the mouth opener among the molar

teeth, which provides tissue healing without contraction of

the muscles and recurrence of limited mouth opening.

Since the literature has no well-defined protocol on how to

use the mouth opener as physiotherapy, we suggest a phy-

siotherapy protocol that was applied to a patient and presented

good results. We know that a single case report does not have

sufficient scientific basis to institute protocols, and this is not

the objective of our paper. We suggest a treatment protocol

that was appropriate for our case. This therapy consisted of

aggressive physiotherapy with a gradual reduction in the use

of themouth opener, whichcan beused for up to 4 to6 months,

if necessary. The patient started with continuous use for

24 hours uninterrupted, decreasing each week, respectively:

3 hours/4 hours/6 hours/8 hours/12 hours/18 hours a day

without using the mouth opener.

Conclusion

Myositis ossificans remains an uncommon clinical entity

especially when it involves the temporal muscle. Coronoi-

dectomy is still one of the most widely implemented surgical

modalities when it comes to temporal muscle MOT. Aggres-

sive physiotherapy is essential in the postoperative period to

maintain an adequate mouth opening. Our work suggests a

protocol that has shown good results, however, further stud-

ies are necessary to properly institute a protocol.

The present case shows a patient who discovered that he

had MOT just because he needed an exam with general

anesthesia, so all healthcare professionals must know this

condition because it must be considered from a differential

diagnosis of trismus to a tumor in the temporal region.
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com broncoscópio flexı́vel. Ver Bras Anestesiol. 2013;63(4):

359-362.

13. Boffano P, Zavattero E, Bosco G, Berrone S. Myositis ossifi-

cans of the left medial pterygoid muscle: case report and review

of the literature of myositis ossificans of masticatory muscles.

Craniomaxillofac Trauma Reconstr. 2014;7(1):43-50.

6 Craniomaxillofacial Trauma & Reconstruction Open

https://orcid.org/0000-0002-4123-5186
https://orcid.org/0000-0002-4123-5186
https://orcid.org/0000-0002-4123-5186
https://orcid.org/0000-0002-4123-5186


14. Myoken Y, Sugata T, Tanaka S. Traumatic myositis ossifi-

cans of the temporal and masseter muscle. Br J Oral Max-

illofac Surg. 1998;36(1):76.

15. Arima R, Shiba R, Hayashi T. Traumatic myositis ossificans

in the masseter muscle. J Oral Maxillofac Surg. 1984;42(8):

521-526.

16. Nemoto H, Sumiya N, Ito Y, Kimura N, Akizuki A,

Maruyama N. Myositis ossificans traumatica of the mastica-

tory muscles. J Craniofac Surg. 2012;23(5):e514-e516.

17. Li C, Yang C, Qiu W, Qiu Y, Jiang Q, Chen M. Myositis

ossificans of the masticatory muscle monitored over three

generations: a case report and review of the literature. Exp

Ther Med. 2020;19(4):2622-2626.

18. Wiesenfeld D, Evans FJH, Johnson N. Pseudomalignant oss-

eous tumor of the temporalis muscle. J Oral Maxillofac Surg.

1985;43(10):786-789.

19. Fernandes GL, Natal MRC, Cruz CLP, Nascif RL, Tsuno

NSG, Tsuno MY. Osteossarcoma primário da calota crani-

ana. Radiol Bras. 2017;50(4):263-265.

20. Silva AP, Brenda E, Monteiro E. Malignant tumors of the

temporal bone-our experience. Braz J Otorhinolaryngol.

2016;82(4):479-483.

21. Uematsu Y, Nishibayashi H, Fujita K, Matsumoto H, Itakura

T. Myositis ossificans of the temporal muscle as a primary

scalp tumor. Case report. Neurol Med Chir (Tokyo). 2005;

45(1):56-58.

22. Saka B, Stropahl G, Gundlach KKH. Traumatic myositis

ossificans (ossifying pseudotumor) of temporal muscle. Int

J Oral and Max Surg. 2002;31(1):110-111.

23. Yano H, Yamamoto H, Hirata R, Hirano A. Post-traumatic

severe trismus caused by impairment of the masticatory mus-

cle. J Craniofac Surg. 2005;16(2):277-280.

Pereira et al. 7



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /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 true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 266
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 175
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50286
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 266
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 175
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50286
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 900
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 175
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50286
  /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 false
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (U.S. Web Coated \050SWOP\051 v2)
  /PDFXOutputConditionIdentifier (CGATS TR 001)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /CreateJDFFile false
  /Description <<
    /ENU <>
  >>
  /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
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /ConvertToRGB
      /DestinationProfileName (sRGB IEC61966-2.1)
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements true
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MarksOffset 9
      /MarksWeight 0.125000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /UseDocumentProfile
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
  /SyntheticBoldness 1.000000
>> setdistillerparams
<<
  /HWResolution [288 288]
  /PageSize [612.000 792.000]
>> setpagedevice


