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Neonatal diabetes mellitus (NDM) results from impaired insulin secretion. While rare, NDM presents
complex challenges with regard to the management of glycemic control. NDM is classified as transient
neonatal diabetes mellitus (TNDM) or permanent neonatal diabetes mellitus (PNDM). Determination of
TNDM vs. PNDM is usually possible only after medical management has been initiated. Management of
NDM begins with insulin; however, the correct dose, choice of formulation, and route of administration are
complicated by the risk of neonatal hypoglycemia. For the first time, the successful management of TNDM
in an extremely low birth weight (ELBW) neonate with the long-acting subcutaneous insulin analog, insulin
glargine, is reported. In addition, potential pharmacokinetic barriers to treating ELBW neonates diagnosed
with NDM with subcutaneous insulin products are discussed.

INDEX TERMS hyperglycemia, insulin glargine, long-acting insulin, transient neonatal diabetes mellitus

J Pediatr Pharmacol Ther 2011;16(4):291–297

INTRODUCTION

Defects in insulin secretion and beta-cell devel-
opment comprise neonatal diabetes mellitus
(NDM), a rare manifestation of insulin-dependent
diabetes mellitus reported to occur at an incidence
of 1:300,000 to 500,000 live births. NDM is broadly
defined as persistent hyperglycemia within the first
month of life lasting at least 2 weeks and requiring
management with insulin. It typically presents with
intrauterine growth retardation, volume depletion,
profound hyperglycemia, glycosuria, polyuria, ke-
tonuria, and ketoacidosis.1 NDM is subclassified
into transient neonatal diabetes mellitus (TNDM)
or permanent neonatal diabetes mellitus (PNDM).
The diagnosis of TNDM vs. PNDM is not typically
clear initially as a result of similar presenting
symptoms and often requires further workup.
PNDM accounts for approximately 50% of all
cases of NDM and is most commonly caused by
mutations in potassium channels on pancreatic b
cells leading to decreased insulin secretion. TNDM
accounts for the remaining half of NDM cases.

Between 60% and 80% of patients with TNDM
display genetic mutations, most commonly chro-
mosome-6 abnormalities (uniparental disomy).2

The course of TNDM is highly variable, ranging
from permanent resolution within the first several
weeks or months of life to recurrence later in
childhood. Long-term sequelae of either type of
NDM include developmental delay, cardiac anom-
alies, seizures, poor weight gain, and recurrence of
diabetes at an older age.3

CASE REPORT

A 28-week gestational age, 680-g female, mono-
zygotic twin was born to a G1P1 mother (who had
had 1 pregnancy and delivered once) via emergent
caesarean section secondary to breech presentation.
Oligohydramnios, abnormal placental sharing, pre-
term labor, and twin gestation complicated the
pregnancy. The mother received 2 courses of
betamethasone prior to delivery as a result of
preterm labor and received enoxaparin throughout
the pregnancy secondary to anti-phospholipid
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syndrome. Initial health issues during the immedi-
ate newborn period included intrauterine growth
retardation, neonatal respiratory distress syndrome,
patent ductus arteriosus, and right renal agenesis.

The patient was transferred to our institution
from an outlying hospital on the sixth day of life
(DOL) based on suspicion of coarctation of the
aorta after abnormal echocardiogram findings.
Prior to transfer, the patient was maintained on
parenteral nutrition and had not received any
enteral feeding. On DOL 7, trophic feeds of
expressed breast milk at 6 mL/kg/day were initiated
in addition to parenteral nutrition, with a total
glucose infusion rate of 9 mg/kg/min (protein 2.5 g/
kg/day and lipid 2.8 g/kg/day). On DOL 9,
expressed breast milk was increased to 12 mL/kg/
day, and parenteral dextrose calories were advanced
to a total glucose infusion rate of 10 mg/kg/min.

On DOL 10, serum glucose was found to be 204
mg/dL. Glucose measurements prior to that time
are depicted in the Table. Follow-up glucose
measurements by point-of-care testing (Accu-chek,
Roche, Indianapolis, IN) at the bedside ranged
from 244 mg/dL to 500 mg/dL. At this time, trophic
feeds as well as parenteral nutrition were stopped,
and the patient’s dextrose-containing intravenous
fluids were switched to 0.2% saline at maintenance
volume (total glucose infusion rate of 0 mg/kg/min).
Bedside glucose readings were discontinued, and
serum glucose measurements were evaluated at the
central clinical laboratory. Repeat serum glucose
measurements remained profoundly elevated, peak-
ing at 1943 mg/dL (Figure 1). The patient’s elevated
serum b-hydroxybutyrate (0.3 mmol/L; reference
range 0-0.29 mmol/L) was indicative of ketonemia.
The patient’s only other medication at this time was
10 mg/kg/day of caffeine (Cafcit, Bedford Labs,
Bedford, OH) for apnea of prematurity, which
continued throughout the hospitalization. Full
septic workup, including blood cultures and C-
reactive protein measurements, was ultimately
negative. NDM was presumptively diagnosed in
the absence of other causes for the profound
hyperglycemia observed, such as infection, medica-
tion-induced glucose dysregulation, intravenous

fluid preparation error, and pancreatic structural
abnormalities (normal ultrasound).

On DOL 10, regular insulin (Humulin R, Eli
Lilly, Indianapolis, IN) was initiated as a continu-
ous infusion (0.02 unit/kg/hr) along with a protocol
for intravenous fluids, as documented in Figure 1.
Prior to initiation of regular insulin, the patient’s C-
peptide level was 8.6 ng/mL (reference range 0.4-2.2
ng/mL), which may have been indicative of
endogenous insulin response in light of profoundly
elevated serum glucose. The goal was to lower
serum glucose by 100 mg/dL hourly until euglyce-
mia (70-200 mg/dL) was attained. Excessive urinary
output (.3 mL/kg/hr) was replaced at equal
volumes with intravenous 0.9% saline every 4
hours. Continuous trophic feedings were restarted
on DOL 11 and slowly advanced throughout the
hospitalization. The regular insulin infusion was
lowered to 0.01 unit/kg/hr as blood glucose rapidly
fell and was continued until DOL 12, by which time
serum glucose was well controlled under 200 mg/
dL.

On DOL 12 (see Figure 2) the patient was
transitioned to subcutaneous insulin detemir (Lev-
emir, Novo Nordisk, Princeton, NJ) administered
once every 24 hours (0.42 unit/kg/day) into the
abdomen or buttocks. This conservative dose was
selected based on the usual insulin requirements of
a newly diagnosed type 1 diabetic (0.8-1 unit/kg/
day) and the fact that neonates are likely to have
highly variable responses to subcutaneous insulin.
As a result of the minute dose that was to be
administered (0.3 units/dose), a 1:10 dilution of
insulin detemir in 0.9% saline was prepared using
0.1 mL of commercially available 100 unit/mL
insulin detemir added to 0.9 mL of 0.9% saline to
yield a 10-unit/mL diluted product. A volume of
0.03 mL of this dilution was drawn up in an insulin
syringe and administered. The patient received
insulin detemir doses on DOLs 12 and 13. However,
the patient did not tolerate this regimen as a result
of profound hypoglycemia, which occurred within a
few hours post-dose, as well as hyperglycemia,
which occurred after the time of peak effect of
insulin detemir (Figure 2). On DOL 14, the patient
was transitioned to subcutaneous insulin glargine
(Lantus, Sanofi, Bridgewater, NJ) administered
every 12 hours (0.27 unit/kg/day) into the abdomen
or buttocks. The daily insulin dose was lowered as a
result of the severe hypoglycemia encountered with
insulin detemir. As with the insulin detemir dose, a
minute dose of insulin glargine (0.1 units/dose) was
required. In this instance, a 1:100 dilution of insulin
glargine in 0.9% saline was prepared using 0.1 mL
of commercially available 100-unit/mL insulin
glargine added to 9.9 mL of 0.9% normal saline
to yield a 1-unit/mL diluted product. A volume of

Table. Glucose Measurements (Serum or Point of Care)
Prior to Day of Life (DOL) 10

DOL Glucose (mg/dL)

6 78

7 79, 87, 104

8 94, 126

9 135, 166
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0.1 mL of this dilution was drawn up in an insulin
syringe and administered. The patient received the
aforementioned dose of insulin glargine from DOL
14 through DOL 19 (see Figure 3) with excellent
response, since only several glucose measurements
were outside the euglycemic range of 70 to 200 mg/
dL. On DOL 19, persistent euglycemia prompted
discontinuation of insulin glargine. To date, the
patient has displayed no further episodes of
hyperglycemia or hypoglycemia and has not re-
quired further treatment with any insulin products.
Genetic studies to evaluate for mutations related to
PNDM and TNDM were deferred, as this patient’s
condition fully resolved rapidly. The patient was
discharged from the neonatal intensive care unit
after a lengthy hospitalization secondary to poor
weight gain, nosocomial infections, cholestasis, and
chronic lung disease.

DISCUSSION

Common causes of hyperglycemia in neonates
include metabolic stress, infection, medications, and
hepatic immaturity. In very low birth weight

(,1500-g) neonates, the incidence of hyperglycemia
is as high as 20% to 86%.4 Hyperglycemia in
extremely low birth weight (ELBW; ,1000-g)
neonates has been associated with the development
of intraventricular hemorrhage, necrotizing entero-
colitis, retinopathy of prematurity, infection, and
late mortality.5 Although the patient in this case
was premature and of ELBW, her profound
hyperglycemia was atypical for a neonate.

The management of a hyperglycemic neonate
presents multiple clinically significant challenges.6

These issues include 1) compromise of caloric
provision if glucose is withheld; 2) lack of a
pharmacokinetic profile for subcutaneously admin-
istered insulin in neonates; 3) use of small doses that
are highly error-prone; 4) limited data for dilution
of commercially available insulin formulations; and
5) lack of subcutaneous fat deposits in a premature
neonate through which to administer subcutaneous
insulin.

Absorption of drugs from subcutaneous injec-
tion sites is affected by several interpatient vari-
ables, such as blood flow to the injection site,
muscle mass, and quantity of adipose tissue and

Figure 1. Clinical course, days of life 10 and 11. KCl, potassium chloride; Kphos, potassium phosphate; IVF,
intravenous fluids.
-¤-¼ Blood glucose (mg/dL); -*- ¼ Glucose infusion rate (mg/kg/min); -m-¼ Enteral nutrition (mL/hr).
(A) Serum glucose noted to be 1943 mg/dL. Parenteral nutrition and trophic feeds were discontinued, and dextrose
was removed from subsequent intravenous fluids. (B) Continuous regular insulin infusion (0.02 unit/kg/hr) was
begun. IVF contained 0.9% normal saline (NS)þ 20 meq/L KClþ 20 meq/L Kphos at 1.5 times maintenance rate.
The amount of dextrose in the IVF was titrated based on serum glucose. No dextrose was added if serum glucose
was .300 mg/dL; D5W was added once serum glucose was 200 to 300 mg/dL; and D10W was added once serum
glucose was below 200 mg/dL. (C) As a result of a rapid decline of serum glucose the insulin infusion was reduced
to 0.01 unit/kg/hr.
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Figure 2. Clinical course, days of life 12, 13, and 14.
-¤-¼ Blood glucose (mg/dL); -*-¼ Glucose infusion rate (mg/kg/min); -m- ¼ Enteral nutrition (mL/h).
(D) Regular insulin infusion discontinued. Initiation of subcutaneous insulin detemir given every 24 hours. Enteral
nutrition restarted slowly. Parenteral nutrition restarted to provide more caloric intake. (E) Serum glucose was 21
mg/dL, and the patient was given several D10W boluses (1 mL/kg/dose). Glucose infusion rate was increased as a
result of profoundhypoglycemia and reduced following sufficient rise in serum glucose. (F) Hyperglycemia noted as
serum glucose trends above 200 mg/dL approximately 12 to 15 hours after insulin detemir dose. (G) Insulin detemir
dose given and followed by another episode of profound hypoglycemia (,50 mg/dL) shortly after administration.
(H) Discontinued insulin detemir as a result of inconsistent response pattern. Initiation of subcutaneous insulin
glargine administered every 12 hours.

Figure 3. Clinical course, days of life 15 to 19.
-¤-¼ Blood glucose (mg/dL); -*-¼Glucose infusion rate (mg/kg/min); -m-¼ Enteral nutrition (mL/hr). I. Adequate
euglycemia (70-200 mg/dL) obtained. Discontinued insulin glargine.
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muscle. Absorption may also be affected by
physiochemical characteristics of drugs, such as
pH, ease of diffusion through capillary membranes,
and surface area over which the volume of injection
spreads.7 With regard to developmental pharma-
cology, subcutaneous drug absorption is usually
reduced in preterm infants as a result of lower
regional perfusion and reservoir mass, making this
administration route problematic.8

Insulin detemir is a long-acting, basal insulin
analogue manufactured by recombinant DNA
expression in Saccharomyces cerevisiae, with re-
moval of an amino acid residue at position B30 and
placement of a 14-carbon fatty acid attached to the
amino acid residue at B29. The prolonged action of
insulin detemir is the result of reversible binding of
the fatty acid residue to serum albumin, which
slows release of active insulin monomers into
systemic circulation following subcutaneous injec-
tion.9 From a pharmacokinetic perspective, the
duration of action of insulin detemir is dose-
dependent, ranging from 5.7 to 23.2 hours, with
onset of action at approximately 1 to 3 hours and
with peak effect occurring between 3 and 10 hours
post-administration. The pharmacokinetics of insu-
lin detemir have been evaluated in patients as young
as 6 years of age and do not differ significantly
when compared to pharmacokinetics in adolescents
and adults.10 There have been no pharmacokinetic
studies evaluating insulin detemir in neonates. As
mentioned previously, lack of subcutaneous fat
could have profound effects on the pharmacokinet-
ics of insulin detemir. Ample amounts of subcuta-
neous fat are essential to achieve sustained release
of free insulin. In the absence of fatty acid residues,
insulin detemir will not maintain the same pharma-
cokinetic profile. Another possible contributing
factor to response to insulin detemir is serum
albumin. Neonates, especially those who are
premature, are often found to be hypoalbuminemic.
In addition, neonatal albumin has diminished
binding affinity compared with albumin of an older
child. In our patient, an ELBW neonate with
minimal subcutaneous fat, we observed a peak
effect of insulin detemir resulting in hypoglycemia
followed by hyperglycemia. We hypothesize that
these issues resulted from too-rapid release of free
insulin. Also, at the time of insulin detemir
initiation, the patient’s serum albumin measure-
ment was 1.7 g/dL (reference range 2.6-4.4 g/dL),
which may have contributed to the lack of response.
The manufacturer’s information states that this
product should not be diluted or mixed with other
types of insulin as a result of the potential for
alteration of the product’s pharmacokinetic profile.
No studies have evaluated the efficacy in terms of
release pattern or stability of diluted long-acting

insulin products. However, given the volume of
commercially available solution that would have
been required for the dose (0.003 mL), it was felt
that preparing a dilution would have been the best
way to administer subcutaneous insulin detemir in
this patient. The dilution of detemir product may
have adversely affected its pharmacokinetic profile
in this ELBW neonate.

Insulin glargine is another long-acting analogue
produced by recombinant DNA technology using
nonpathogenic strains of Escherichia coli for the
production medium. Insulin glargine differs from
human insulin in that glycine is substituted for
asparagine at position A21, and 2 arginine residues
are added at the C-terminus of the B-chain. This
formulation is dissolved in solution at acidic pH.
The prolonged duration of action after subcutane-
ous injection results from formation of micro-
precipitates (hexamers) at neutral physiologic pH,
which gradually release active insulin monomers
over a 24-hour period without the pronounced peak
typically observed with insulin detemir. With regard
to pharmacokinetics, the onset of action for insulin
glargine resembles that of insulin detemir. Studies
in patients as young as 6 years of age have not
found any significant difference with regard to
safety and efficacy for glargine when compared with
findings in adults.11 As is the case with insulin
detemir, no pharmacokinetic studies have evaluated
insulin glargine in neonates. As with insulin
detemir, insulin glargine should be administered
subcutaneously, but it should not be diluted or
mixed with other insulin formulations. In the case
of insulin glargine, if one were to use the
commercially available product undiluted, the
volume required for this patient would have been
0.001 mL. As with insulin detemir, we felt it was
necessary to dilute insulin glargine to facilitate drug
administration in this patient. Our patient experi-
enced a more favorable response to insulin glargine
than to insulin detemir. It was felt that dosing of
insulin glargine every 12 hours was safer for this
patient since the newborn experienced poor glyce-
mic control with once-daily dosing of insulin
detemir as a result of the apparent lack of a
consistent insulin release pattern. Dosing insulin
glargine every 12 hours allows for a short window
of time to evaluate the pharmacokinetics of insulin
glargine and to better make dose adjustments were
permitted. The delayed and sustained release of
insulin glargine depends on the rise in ambient pH
upon administration and not upon the availability
of fatty acid residues, as in the case of insulin
detemir.

As a result of the rarity of NDM, no universal
clinical guidelines exist for TNDM or PNDM.
Though genetic etiologies of TNDM have been
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identified, there has been no consensus on its
management.12–15 Various modalities reported as
effective include oral sulfonylureas, intravenous
regular insulin, continuous subcutaneous insulin
infusion pump therapy, neutral protamine hega-
dorn (NPH) insulin, and subcutaneous insulin
glargine1,6,16,17 Loomba-Albrecht et al17 described
a neonate who developed TNDM on DOL 3 and
subsequently failed subcutaneous insulin therapy as
a result of glucose excursions. This infant required a
prolonged continuous insulin infusion and was
weaned off insulin after initiation of glyburide,
and the TNDM resolved by DOL 49.17 Bharucha.6

reported 2 infants who failed to maintain glycemic
control once transitioned from intravenous to
subcutaneous insulin but who attained euglycemia
when transitioned to subcutaneous insulin infusion
pump therapy. They suggested a protocol to
determine the proper insulin pump basal rate and
correctional scale.6 Jeha et al1 described 3 cases of
successful management of TNDM with insulin
glargine. Two of 3 cases involved term neonates
(one with uniparental disomy on chromosome 6)
who developed disease at DOL 7 and 8, respective-
ly, who failed transition from intravenously admin-
istered regular insulin to subcutaneous NPH
insulin. After NPH insulin failure, the 2 patients
were switched to subcutaneous insulin glargine and
exhibited lower mean serum glucose measurements
(251 mg/dL to 162 mg/dL, 302 mg/dL to 225 mg/
dL, respectively) and fewer hypoglycemic episodes
(1.5 to 0.6 episodes per 24 hours, 0.9 to 0.3 episodes
per 24 hours) than while on NPH insulin. Neither of
these patients required insulin by 1 year of age. The
third case involved a term neonate with intrauterine
growth retardation who developed TNDM on DOL
1 and was transitioned from intravenous regular
insulin to subcutaneous insulin glargine. Through-
out the hospitalization, the patient’s mean serum
glucose was 189 mg/dL, and the infant exhibited 0.3
episodes of hypoglycemia per 24 hours. This patient
remained insulin dependent at 1 year of follow-up.
In these 3 cases, insulin glargine was initiated at 0.5
to 1 unit/day and titrated by 0.5 unit/day to a goal
glucose of 150 to 220 mg/dL. The final insulin dose
upon discharge ranged between 0.7 and 1 unit/kg/
day. The authors did not report how insulin
glargine was prepared or where it was administered.

CONCLUSION

The rarity of TNDM has limited the evidence
available with which to validate the use of
subcutaneous insulin in neonates. Pharmaceutical
properties and mechanisms of sustained activity
support our conclusion that insulin glargine may be

more efficacious than insulin detemir in the
treatment of an ELBW neonate with limited
subcutaneous fat deposits. The experience with
our patient indicates that the release pattern of
glargine, as a truly ‘‘peak-less’’ insulin, may be most
ideal for TNDM management during the neonatal
period and early infancy, when patients are
frequently or continuously fed. Our findings were
similar to those of Jeha et al1 It may be prudent in
the future to perform studies evaluating the stability
and pharmacokinetics of different dilutions of long-
acting insulin products, which may be used in this
patient population. Although unanswered ques-
tions remain regarding the use of long-acting insulin
products in neonates, we hope that our recent
experience may help to guide other clinicians
managing TNDM.

DISCLOSURE The authors declare no conflicts or
financial interest in any product or service mentioned in
the manuscript, including grants, equipment, medica-
tions, employment, gifts, and honoraria.

ABBREVIATIONS DOL, day of life; ELBW, extremely
low birth weight; NDM, neonatal diabetes mellitus;
PNDM, permanent neonatal diabetes mellitus; TNDM,
transient neonatal diabetes mellitus

CORRESPONDENCE Joseph V. Barone, PharmD, St.
Jude Children’s Research Hospital, 262 Danny Thomas
Place, MS#150, Memphis, TN 38105 email: Joe.
Barone@stjude.org

� 2011 Pediatric Pharmacy Advocacy Group

REFERENCES

1. Jeha GS, Venkatesh MP, Edelen RC, et al.
Neonatal diabetes mellitus: patient reports and
review of current knowledge and clinical prac-
tice. J Pediatr Endocrinol Metab. 2005;18(11):
1095–1102.

2. Polak M, Cave H. Neonatal diabetes mellitus: a
disease linked to multiple mechanisms. Orpha-
net J Rare Dis. 2007;2(1):12–23.

3. Beardsall K, Vanhaesebrouck S, Ogilvy-Stuart
AL, et al. Early insulin therapy in very-low-
birth-weight infants. N Engl J Med. 2008;
359(18):1873–1884.

4. Von Muhlendahl KE, Herkenhoff H. Long-
term course of neonatal diabetes.N Engl J Med.
1995;333(11):704–708.

5. Kao LS, Morris BH, Lally KP, et al. Hyper-
glycemia and morbidity and mortality in
extremely low birth weight infants. J Perinatol.
2006;26(12):730–736.

6. Bharucha T, Brown J, McDonnell, C et al.
Neonatal diabetes mellitus: Insulin pump as an

JPPT JV Barone, et al

296 J Pediatr Pharmacol Ther 2011 Vol. 16 No. 4 � www.jppt.org



alternative management strategy. J Paediatr
Child Health. 2005;41(9-10):522–526.

7. Yaffe SJ, Aranda JA. Pediatric Pharmacology:
Therapeutic Principles in Practice (2/e). Phila-
delphia, PA: WB Saunders Co; 1992.

8. Kearns GL, Abdel-Rahman SM, Alander SW,
et al. Developmental pharmacology—drug dis-
position, action, and therapy in infants and
children. N Engl J Med. 2003;349(12):1157–
1167.

9. NovoNordisk. Levemir [package insert]. Novo-
Nordisk; 2009.

10. Danne T, Lupke K, Walte K, et al. Insulin
detemir is characterized by a consistent phar-
macokinetic profile across age groups in chil-
dren, adolescents, and adults with type 1
diabetes. Diabetes Care. 2003;26(11):3087–
3092.

11. Sanofi Aventis. Lantus [package insert]. Sanofi
Aventis; 2007.

12. Gloyn AL, Pearson ER, Antcliff JF, et al.
Activating mutations in the gene encoding the
ATP-sensitive potassium-channel subunit Kir6.

2 and permanent neonatal diabetes. N Engl J
Med. 2004;350(18):1838–1849.

13. Pearson ER, Flechtner I, Njolstad PR, et al.
Switching from insulin to oral sulfonylureas in
patients with diabetes due to Kir6.2 mutations.
N Engl J Med. 2006;355(5):467–477.

14. Bababenko AP, Polak M, Cave H, et al.
Activating mutations in the ABCC8 gene in
neonatal diabetes mellitus. N Engl J Med. 2006;
355(5):456–466.

15. Zwaveling-Soonawala N, Hagebeuk EE, Sling-
erland AS, et al. Successful transfer to sulfonyl-
urea therapy in an infant with developmental
delay, epilepsy and neonatal diabetes (DEND)
syndrome and a novel ABCC8 gene mutation.
Diabetologia. 2011;54(2):469–471.

16. Beardsall K, Pesterfield CL, Acerini CL. Neo-
natal diabetes and insulin pump therapy. Arch
Dis Child Fetal Neonatal Ed. 2011;96(3):F223–
F224.

17. Loomba-Albrecht LA, Glaser NS, Styne DM,
et al. An oral sulfonylurea in the treatment of
transient neonatal diabetes mellitus. Clin Ther.
2009;31(4):816–820.

Treatment of Transient Neonatal Diabetes Mellitus JPPT

J Pediatr Pharmacol Ther 2011 Vol. 16 No. 4 � www.jppt.org 297



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles false
  /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 /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /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 false
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Remove
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages false
  /ColorImageDownsampleType /Average
  /ColorImageResolution 300
  /ColorImageDepth 8
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /FlateEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages false
  /GrayImageDownsampleType /Average
  /GrayImageResolution 300
  /GrayImageDepth 8
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /FlateEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages false
  /MonoImageDownsampleType /Average
  /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 (U.S. Web Coated \050SWOP\051 v2)
  /PDFXOutputConditionIdentifier (CGATS TR 001)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /Description <<
    /ENU ([Based on 'AP_Press'] Use these settings to create PDF documents with higher image resolution for high quality pre-press printing. The PDF documents can be opened with Acrobat and Reader 5.0 and later. These settings require font embedding.)
  >>
  /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 /NoConversion
      /DestinationProfileName (U.S. Web Coated \(SWOP\) v2)
      /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 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /UseName
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
  /SyntheticBoldness 1.000000
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


