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Abstract. In this work, a scientific and theoretical analysis of
psychopathological features of depression patients was carried out, general
concepts of manic-depressive disease (MDD), pathopsychological features
of cognitive style, thinking errors were revealed. Pathopsychological
processes in patients with recurrent depressive disorder (RDD) have been
studied. Based on the results, recommendations on psycho-correction work
with RDD patients are given.

1 Introduction

The relevance of the topic and the presentation of the problem of the present work is due to
the lack of study of the pathopsychological features of mental processes in RDD within the
framework of the MDD. Every year about 100 million inhabitants of our planet show signs
of depression and accordingly need adequate medical care [1,2]. As one of the most clinically
significant factors contributing to the increase in the frequency of depression, along with the
process of urbanization, stressful events, increase in life expectancy, migration and other
social trends, the more complete detection of depression in MDD, especially in patients of
the general medical network, is considered. Such progress has been made possible by
improving diagnostics using standardized criteria that ensure harmonization of clinical
evaluation of the pathology studied [2]. At the same time, the dynamics of statistical
indicators is affected by deepening perceptions of depressive spectrum disorders belonging
to its "soft" pole and including erased, atypical forms - masked, somatised depressions, often
comorbid somatic pathology [1].

It must be emphasized that depression has a number of adverse effects, both medical and
social. In many cases of affective disease, the prolonged course or frequent recurrence of
affective attacks, separated by incomplete (timopathic) remissions with persistent
hypothemia, despite relatively shallow levels of psychopathological manifestations,
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increases the risk of suicide, often committed during depression. The risk of suicide in
combination of depression with chronic somatic or neurological disease is particularly high.
Depression seriously affects the patient 's quality of life and adaptation capabilities, as it can
lead to a decline in professional status with forced job changes, family breakdown and finally
to complete disability [1, 2]. Pathopsychological processes in depression are characterized
by difficulty of concentration and concentration of attention, lack of memory, prevalence of
dark, negative thoughts about themselves, about their life, about the world as a whole,
pessimistic vision of the future with no perspective [3, 4, 5]. All this makes it very important
to study in depth the causes leading to depressive conditions in modern society, indicates the
priority of the chosen direction of the study. Its results, in our opinion, will contribute to more
effective study of depressive conditions, as well as their diagnosis and creation of an optimal
system of psychological adaptation to stressful conditions in the conditions of modern life.
The purpose of this survey is to study the pathopsychological features of cognitive style
and thinking errors of RDD patients in MDD. In accordance with the purpose of the survey,
tasks were formulated: 1. Conduct a theoretical analysis on the subject of the survey; 2.
Identify pathopsychological features of mental processes (cognitive style, cognitive errors)
in RDD patients within MDD; 3. Identify differences in the nature of mental processes in
patients with repeated episodes of depression compared to first-time MDD and postpsychotic
depression (PPD) patients in the first episode of schizophrenia; 4. To develop
recommendations for correction of depressive state of patients with MDD.

2 Materials and methods

Methods are chosen clinical-psychological (The Hamilton Rating Scale for Depression, The

Hamilton Anxiety Rating Scale), experimental and psychological (The Stroop effect test, The
Beck Cognitive Errors Questionnaire), statistical (nonparametric criterion of Mann-Whitney
and methods of descriptive statistics). The sample consists of 44 patients with depressive
disorder in MDD: 21 patients with a repeated episode of depression (RDD, main group) and
23 with a single depressive episode (first comparison group), as well as an additional sample
of 23 patients with PDP in first psychotic epizode (second comparison group). The age of all
patients is 18 to 50 years. Statistical processing was carried out using the standard software
package for statistical mathematical calculation STATISTIKA 8. The statistical analysis did
not reveal reliable differences in the social-demographic characteristics of the subjects, thus,
in terms of education, sex, age, labour adaptation and number of attacks, the samples were
comparable. Thus, the samples are comparable in social-demographic parameters (including
age ranges - statistically significant differences: U-criterion - p = 0.22).
The use of clinical-psychopathological method consisted in diagnosis by a psychiatrist,
analysis of archival documentation, as well as use of the The Hamilton Rating Scale for
Depression and Anxiety Rating Scale, and in patients with schizophrenia - Calgary
depression shizophrenia scale (CDSS) in order to detect the presence of anxiety and
depression in the examined patients.

3 Results

By examining the cognitive style of thinking, a statistically significant difference is obtained
from the scales of rigidity/flexibility and verbality/way of thinking (see Table 1). From Table
1, it can be seen that the test subjects of the main group show a marked rigidity of cognitive
control (69.134+44.22). This cognitive style characterizes the degree of subjective difficulty
of patients with RDD in changing ways of processing information in situations of cognitive
conflict. Rigid control indicates difficulties in moving from verbal functions to sensory-
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perceptual due to their low degree of automation. High interference rates in RDD patients
suggest that these patients are dominated by a narrow, rigid cognitive style, weak automation
of cognitive functions, and there is also an inability to slow down stronger verbal functions
for the sake of color perception. Patients with a repeated depressive episode struggle to
overcome cognitive conflict due to the need for special mental efforts to "separate" their
verbal and sensory reactions. In rigid control, patients tend to overestimate external
circumstances, while patients with a primary episode of depression, on the contrary, are more
versatile in assessing the external situation. These data also indicate that RDD patients require
more attention and conscious effort to automate any action. The rigidity of the cognitive style
of patients with RDD may be due to the jamming of patients on the understanding of the
negative sides of the situation and on their own negative emotions, which is typical of
depressive thinking.

Patients with the first episode of schizophrenia have a less rigid style of thinking than patients
with chronic depression, indicating more pronounced subjective difficulties of patients of the
main group when changing ways of processing information in situations of cognitive conflict,
i.e. when moving from verbal functions to sensory-perceptual. Consequently, PDP patients
are less likely than RDD patients to be unable or unwilling to change the planned pattern of
activities in circumstances where a previously intended program requires significant changes.
The data obtained from the verbality index of the three test groups (see Table 1) show that
the patients of the main group have a large expression of this factor, which indicates the
prevalence among patients with chronic depression of the verbal method of processing
information, i.e. their dominance of the speed of the word reading process over the process
of calling colors. Subjects of this group require more time and attention to process sensory-
perceptual stimulus, as such patients have a more developed ability to transmit their thoughts
"in words." The statistically significant difference was obtained on the scale of verbality,
which is more pronounced in the main group, a fact that also indicates that the subjects of the
group require more attention to process sensory-perceptual information than verbal
information. Thus, it is possible to speak about the prevalence of verbal method of
information processing over sensory-perceptual among patients with RDD in MDD,
therefore, in interpersonal communication they interact by means of speech, and patients with
PPD in first psychosis epizode are guided by their own sensations and perception. In patients
with schizophrenia, the dominant is the first signal system responsible for direct reflection of
reality in the form of sensations and perception, and in RDD - the second, more mature,
responsible for reflection of reality in the speech, verbal - sign form. The fact that
schizophrenia patients are dominated by a sensory way of processing information can be due
to personality destruction. In such patients, hypofrontality is more pronounced, i.e., frontal
control is reduced, therefore, perception of environmental reality is distorted, control and
regulation of behavior is impaired, as they are oriented to sensations and perception, so that
patients with schizophrenia are less socially adapted than patients with RDD.

Table 1. Cognitive style indicators (The Stroop effect test)

. Group of Group of
. Main group . .
Indicator (Mzo) comparison 1 comparison
- (M+o) 2 (M+o)
Rigidity \flexibility 69,13+44,22% 49,29+29,22* 62,48+26,2
Verbalnost\figurativeness | 1,31+0,23* 1,46+0,25* 1,56+0,3*

Note: * - p <0.05, M+o is the arithmetic mean of the standard deviation.
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Statistically significant differences in the Main group and in the Group of comparison 1
were revealed by the indicators of such cognitive errors as "splitting" (1.9+1.59),
"magnification/minimization" (1.2+0.89), "disqualifying the positive" (2.3+1.29), more
pronounced in the main group of subjects (see Table 2). The tendency of patients with RDD
to downplay their successes and underestimate positive experiences has been revealed.
Patients with chronic depression, assessing themselves, another person or the situation,
exaggerate or underestimate positive without proper grounds. Patients with RDD have a
black-and-white vision of stressful situations, thinking in only two categories instead of many
other options. Such patients tend to think extremes, divide events, people, acts into two
opposite categories, in the absence of intermediate values. It's thinking characterized by
maximalism. Speaking of himself, the patient usually chooses a negative category.

No statistically significant differences were found in the thinking errors of the main group
and the second group of comparison of the subjects (see Table 2). It is also worth noting that
patients of both groups have the most expressed thinking errors such as "emotional
reasoning" and "disqualifying the positive" That is, both patients with the first episode of
schizophrenia and patients with chronic depression have the conviction that if they
experience some very strong emotion, that emotion is justified. It is a belief that something
is only true because they "feel so" (essentially believe) it so strongly that they ignore or
devalue evidence to the contrary. They are also prone to downplaying their successes,
underestimating positive experiences.

In the test Group of comparison 2 more than in the Main group expressed such cognitive
error as "labeling " (1.3+1.27), which indicates that patients with first psychotic epizode give
their actions or those of another negative or positive labels, which is most likely a
manifestation of paranoia. In this group of patients also more clearly than in the Main group,
there is a cognitive error called "splitting" (2.1+1.24), which suggests a greater tendency of
patients with first psychotic epizode to dichotomic, maximalist thinking, vision of stressful
situations in black-and-white. Higher rates of "magnification/minimization" thinking error
(1.5+0.99) are also noted in this group of patients, indicating a baseless exaggeration or
understatement of the positive when assessing yourself, person or situation.

In general, in the Main group of subjects higher rates by what in Groups of comparison
1&2 of the majority of cognitive errors, namely, "catastrophizing" are found (1.6+1.23),
"arbitrary inference" (1.7+1.02), "mental filtering" (1.5+1.59), "thought-reading" (1.7+1.51),
"supergeneralization" (1.7+1.43), "personalisation" (1.7+1.11), "making "must" or "should"
statements" (1.9+1.41) and "tunnel vision" (1.4+1.44 6.). Patients with RDD see the events
of their life exclusively in a negative light, life situations seem insurmountable to them,
perceive everything that happens as unsustainable. They attribute to themselves
responsibility for the conduct of others or for certain events and phenomena without taking
into account more likely explanations, overestimate the extent to which events are related to
them, and assume excessive responsibility. Patients with repeated episodes of depression
draw conclusions even if they do not have reliable data about any situation or they clearly
contradict these situations. More often, a general rule is drawn from one or more isolated
cases or a conclusion is made that extends to a wide range of situations. This rule is beginning
to apply, including to situations unrelated to it. Only what corresponds to their mood is
perceived, although the perceived event can only be part of a much larger situation. They
also have confidence that they know the thoughts, feelings, motives of others or those around
them are able to know about their thoughts. RDD patients are more characteristic of having
a clear, immutable idea of what other people should be and how they should behave and what
their own behavior should be. If expectations are not met, a person perceives it as a failure.
Also, RDD patients are more inclined to draw conclusions based on detail taken out of
context while ignoring other, more substantial information.
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Cognitive evaluation of RDD patients approaches that of PPD patients in first psychotic
epizode. In both groups of patients, there is a great connection between the emotional and
cognitive spheres, hence the emotions of patients are determined by their thoughts. This may
suggest that patients with RDD in MDD and PPE in first psychotic epizode appear to need
fewer classes aimed at understanding cognitive patterns. On the basis of this, it is possible to
talk about formation of a general group of psychotherapy for these groups of patients.

Table 2. Thinking Error Indicators (The Beck Cognitive Errors Questionnaire)

. Group of Group of

Main group . .

Ne Scale (Mto) comparison 1 comparison 2
- (Mto) (M+o)
1 Splitting 1,9+1,59* 0,8+0,76* 2,1+1,24
2 | Catastrophizing 1,6+1,23 1,5+1,12 1,1+1,04
3 | Arbitrary inference 1,7+1,02 1,6+1,1 1,3+1,15
4 | Disqualifying the 2,3+1,29* 1,3+0,95% 2,340,93
positive - - -
5 Emotional reasoning 2,2+1,38 1,8+1,36 2,3+0,96
6 | Labeling 1,1+0,81 1,1+0,94 1,3+1,27
7 | Magnification/minim | 4 g g9+ | ,3+0,73% 1,5+0,99
ization
8 Mental filtering 1,5+1,59 1,4+0,92 1,4+1,20
9 Thought-reading 1,7+1,51 1,2+1,24 1,3+1,05
10 | Supergeneralization 1,7+1,43 0,9+0,85 1,5+0,95
11 | Personalisation 1,7+41,11 1,2+1,24 1,2+1,19
12 | Making "must” or 1.9+1.41 1,5+0,98 1.4+1,20
should" statements - - -

13 | Tunnel vision 1,4+1,44 1,2+0,1 1,3+0,88

Note: * - p <0.05, M+o is the arithmetic mean of the standard deviation.
4 Conclusion

Thus, visible differences were revealed in the study of cognitive style and the prevailing way
of processing information by patients. In patients with RDD, the rigidity of cognitive control
is more pronounced, which explains the fixation on their own negative emotions
characteristic of depressive thinking and the jamming on the understanding of the negative
sides of the situation. Patients with RDD have difficulty changing ways of processing
information in situations of cognitive conflict. Rigid control also indicates difficulties in
moving from verbal functions to sensory-perceptual due to their low degree of automation.
Among patients with RDD, the prevalence of verbal processing of information is also noted.

In patients with depressive disorder, thinking is disadaptive, with thinking in patients in
the main group being more shifted to the pole of disadaptivity, compared to sick comparison
groups. Different cognitive errors have been found to prevail in different groups, but thinking
errors are more pronounced and more common in the group of patients with repeated episodes
of depression. For example, among patients with RDD, the most common cognitive errors
are "disqualifying the positive" and "labeling" and among patients with a primary episode of
depression, "emotional reasoning" and "arbitrary inference" This shows that patients with
repeated episodes of depression are most characterized by a tendency to downplay their
successes, underestimate positive experiences, and a tendency to endow themselves or others
with unconditional, global characteristics without taking into account real facts. It can also
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be said that patients with RDD constantly adhere negative or positive labels to their actions
or those of another person, and they themselves react acutely to the labels as if these labels
are real things.

Patients with RDD in MDD have a less flexible thinking style than patients with PPD in
first psychotic epizode. At the same time rigidity of cognitive style of patients with RDD is
explained by the fact that depressive thinking is characterized by fixation on own negative
emotions, on understanding of negative sides of the situation. The rigidity of the thinking
style of patients with PPD is due to the fact that they struggle to overcome cognitive conflict
due to the need for special mental efforts to "separate"” their verbal and sensory reactions. The
obtained data also indicate the prevalence of verbal method of information processing among
patients with RDD (presence of frontal control).

There is a statistically significant difference in some cognitiveerrors in the Main group
and in the Comparison group 1, with higher rates in the Main group, which reflects a greater
degree of thought distortion in the group of patients with repeated depressive episodes
compared to those with a single depressive episode. RDD patients and PPD patients in first
psychotic epizode have no statistically significant differences in cognitive errors. In patients
of both groups, cognitive errors such as "emotional reasoning” and " disqualifying the
positive" are most pronounced. These data indicate that cognitive evaluation in depression
patients with repeated episodes approaches that in patients with PPD in first psychotic
epizode of schizophrenia. Taking into account the proximity of cognitive evaluation
disorders (cognitive errors) of patients with RDD and PPD first psychotic epizode of
schizophrenia in order to optimize the therapeutic process, it is possible to combine these
patients into one group of cognitive therapy at the stage of copying-oriented training.

The work was published with the financial support of FGBU "Russian Foundation for Fundamental
Research" (RFFR) within the framework of the scientific project "Development of a model of complex
neuropsychological and psychophysiological assessment of suicidal risk and prediction of the
development of affective disorders in adolescents and students" Ne 18-013-00015/19.

References

1. A. Smulevich, Depression in General Medicine: A Guide for Doctors (2007)

2. S. Obuhov, Psychiatry (2007)

3. A. Goryunov, J. of Neuropathology and Psychiatry name of S.S. Korsakov, 11 26-30
(2002)

4. B. Iovlev, E. Karpova, Rev. of psychiatry and med. psychology, 2 9-12 (1998)

5. V. Krasnov, Affective disorders (2011)




<<

  /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



