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Despite the continuing prevalence of dental caries
in primary maxillary anterior teeth in preschool
children, the esthetic management of these teeth

remains problematic.1,2 Esthetic restoration of primary
anterior teeth can be especially challenging due to the:

1. small size of the teeth;
2. close proximity of the pulp to the tooth surface;
3. relatively thin enamel and surface area for bonding;
4. issues related to child behavior.3,4

While there is limited information on the potential psy-
chosocial impact of anterior caries or unaesthetic
restorations in primary teeth, optimal esthetics should
clearly be the treatment goal whenever possible for the well-
being of children and parents.5 Restoration of primary
anterior teeth that have extensive caries or that are de-
formed, traumatized, and/or missing can be accomplished
using a variety of techniques capable of producing excel-
lent esthetic results.3,6,7

The ideal anterior restoration should be easily placed,
inexpensive, durable, and esthetic.  Several options are avail-
able for providing full coverage restoration for the anterior
primary dentition, with each approach having advantages
and disadvantages.6 For example, composite strip crowns
use readily available materials and are considered the most
esthetic anterior restorative therapy but have several dis-
advantages.8 Placement of these restorations is technique
sensitive, requires cooperation from the child, optimal iso-
lation, moisture control and a sufficient amount of tooth
structure for bonding. Although previous studies indicated
that resin strip crowns have a low success rate (49%), more
recent studies indicate a clinical retention rate of 80% af-
ter 2 years.9,10

Prefabricated resin crowns are typically bonded, so they
present many of the same technique issues as resin strip
crowns.3 Additionally, prefabricated resin crowns are prone
to excessive wear and have limited capacity for marginal
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Abstract
Purpose: The purpose of this study was to evaluate the clinical success of and parental
satisfaction with treatment using prefabricated resin-faced stainless steel crowns (SSCs;
Kinder Krowns, Mayclin Dental Studios, Minneapolis, Minn) on anterior primary teeth.
Methods: Patients treated with Kinder Krowns within the last 3 years were recalled for
clinical evaluation and completion of a parental satisfaction survey in this retrospective
cross-sectional study. Clinical evaluation was performed for crown retention, facing re-
tention, and resin veneer wear.
Results: Forty-six teeth were evaluated in 12 children. The average age of the crown at
the time of examination was 17.5 months (range 5-38 months). All crowns were present
in the mouth, and resin fracture resulting in partial or total facing loss was seen in 24%
of the crowns. No resin facing fracture or visible wear was seen in 61% of the crowns.
Six crowns had total facing loss from fracture (13%), while 5 (11%) had partial facing
fracture. Wear (7 crowns, 15%) was limited to less than the incisal one third of the crown.
The parental satisfaction with the preveneered SSCs overall was high, with satisfaction
for appearance and the shape being the lowest.
Conclusions:  Kinder Krown prefabricated resin-faced SSCs showed a low failure rate, and
the parental satisfaction with treatment was positive. (Pediatr Dent. 2004;26:391-395)
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finishing and contouring. There have been no clinical stud-
ies to evaluate these copolyester resin crown restorations
(ie, Pedo Jacket, Space Maintainers Laboratory,
Chatsworth, Calif).3

Stainless steel crowns (SSCs), offer excellent durability
and can be placed on teeth having limited tooth structure
and where lesions extend subgingivally—however, they pro-
vide poor esthetics. Open-face SSCs are one cosmetic
solution to SSCs, although they also have several disadvan-
tages.11 The procedure is time consuming and requires
additional preparation and use of multiple materials. An
esthetic veneer bonded to the facial surface of the SSC is an-
other promising treatment approach directed at enhancing
the esthetics of anterior SSCs while maintaining the advan-
tages of ease of placement, durability, and retention.

Disadvantages of preveneered SSCs include:
1. being substantially more expensive than plain SSCs

or the celluloid strip crowns;
2. limited or no ability in many of these crowns to con-

tour or crimp the facial surface;
3. facings that can fracture and wear, thereby reducing

esthetics.3,4

Although there have been several laboratory studies
evaluating preveneered SSCs, there has been only one clini-
cal study published.4,12,13 This clinical study of Whiter Biter
crowns showed a relatively high failure rate of facing re-
tention (24% had complete facing loss) but did indicate a
high level of parental satisfaction with the preveneered SSC
esthetics.4

The lack of clinical information regarding the longev-
ity and wear of preveneered SSCs led the authors to
complete the following study for the purpose of determin-
ing the clinical success and parental satisfaction with one
commercially available resin-veneered SSC (Kinder
Krowns, Mayclin Dental Studios, Minneapolis Minn).

Methods
The University of North Carolina (UNC) human subject
institutional board approved this retrospective cross-sec-
tional study, and consent was obtained from each
participant’s parent or guardian. Children ages 3 to 6 years
who had been treated at the UNC faculty dental practice
within the last 3 years were identified from patient care
records by the authors. All crowns were placed under ideal
conditions while the children were being treated with the
aid of general anesthesia. All treated teeth had multiple
carious surfaces and were generally considered poor can-
didates for resin-bonded strip crowns due either to the lack
of tooth structure remaining and/or extensive subgingival
caries—making isolation and maintaining a dry field prob-
lematic.

Treatment options—including extraction, strip crowns,
and resin-faced SSCs—were discussed with the parents
prior to obtaining informed consent for treatment. Parents/
guardians of these children were contacted by phone and
asked to participate in the study by returning for clinical

evaluation and completion of a parental satisfaction sur-
vey. A total of 50 children had received such treatment and
were, therefore, eligible for inclusion in the study. Only
resin-veneered SSCs purchased commercially and manu-
factured by Kinder Krown were evaluated. All the crowns
evaluated included incisal locks for mechanical retention
of the resin that were not present in an earlier version of
this commercially available crown. The crowns were ce-
mented with glass ionomer cement (Ketac, 3M ESPE, St.
Paul, Minn).

The authors completed all clinical evaluations and reviewed
all photographs for consistency with the chairside clinical as-
sessment. The clinical data collected included the patient’s age
and gender and date of restoration placement. All restorations
were clinically photographed adjacent to a control Kinder
Krown to document color stability and the presence of wear
or fracturing. A gingival score on a scale of 0 to 3 was deter-
mined: 0=no inflammation; 1=mild inflammation;
2=moderate inflammation; 3=marked inflammation.14 The
clinical parameters for evaluating each crown have been pre-
viously described and included retention of the crown’s facing,
facing fracture, facing repair history, facing color match, mar-
ginal integrity of the facing, and the surface texture of the resin
facing as shown in Table 1.4

Treated tooth exfoliated 0=yes
1=no

Retention of crown’s facing 0=crown’s facing is intact
1=partial or complete facing loss
2=loss of crown

Facing fracture 0=no fracture
1=small fracture (less than one
fourth facing)
2=bulk fracture (greater than one
fourth facing)

Area of facing loss 0=no loss
1=incisal one third only
2=incisal half only
3=entire facing

Interface failure site 0=no failure
1=resin/resin
2=resin/metal
3=metal/metal

Facing repair 0=none
1=repair present

Facing color 0=unchanged
1=minor deviation from original
2=unacceptable discoloration

Facing wear 0=no wear
1=incisal wear only
2=greater than incisal wear

Facing surface texture 0=smooth
1=minor roughness
2=unacceptable surface roughness

Table 1. Clinical Evaluation Criteria
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Each child’s parent/guardian was asked to provide feed-
back on a survey evaluating their satisfaction with the
restorations. Criteria used in the survey included: (1) crown
appearance; (2) shape; (3) size; (4) color; and (5) durabil-
ity. Each of these criteria were scored using the following
scale: 1=very dissatisfied; 2=dissatisfied; 3=neutral satisfied;
4=satisfied; 5=very satisfied.4

Data analyses

The clinical data were compiled, and descriptive statistics
were generated for each of the clinical parameters to evalu-
ate crown longevity and facing integrity. The 5 areas of the
parental acceptance scale were reported on 1 to 5 Likert
scale. The authors created a total acceptance measure by
combining the scores for each of the 5 areas. A multivari-

ate linear regression model was used to examine factors
associated with total parental acceptance and evaluate pos-
sible relationships between anterior occlusion and
facing failure.15 The data analysis was completed using
STATA Statistical Software (Stata Corporation,  College
Station, Tex). An alpha level of 0.05 was accepted as sig-
nificant.

Results
Of this study’s 50 eligible participants, 12 parent/child
groups participated (8 males, 4 females). A large number of
the eligible participants were either not interested in partici-
pating in the study or were not reachable, as many families
had moved, changed or lost phone services, or were other-
wise unreachable. Among the 12 participating children, 48
teeth had received crowns (11 canines, 19 lateral incisors,
and 18 central incisors). Of the 48 teeth, 2 teeth were lost
to exfoliation. Thus, 46 teeth were evaluated for this study.
The average age of the crown at evaluation was 17.3 months
(±10.4, range 5-38 months). A minimum of 2 crowns and
a maximum of 6 crowns per child were placed.

Description of crown failure

Clinical examination results are
summarized in Table 2. None of
the SSCs had been lost from the
restored teeth, with the exception
of 1 exfoliated tooth (100% crown
retention). Forty-six teeth with
resin-faced SSCs were evaluated,
revealing that 6 (13%) crowns had
complete facing loss. Total facing
loss was observed in 4 maxillary
central incisors, 1 maxillary lateral
incisor and 1 maxillary primary
canine. An additional 5 crowns
(11%) had partial facing loss (Fig-
ure 1) due to fracturing, and 7
(15%) showed a loss of some in-
cisal resin due to wear. None of
the resin faces present had a wear

Figure 1. This lateral incisor shows a bulk facing fracture (arrow) that extended to the gingival third of
the tooth. The failure occurred at the resin/resin interface, leaving the opaquer intact. The central
incisors were both treated with Kinder Krowns and showed only minimal incisal wear.

Measure Mean±SD Minimum Maximum

Appearance 4.7±0.56 3 5

Color 4.8±0.31 3 5

Shape 4.8±0.59 3 5

Size 4.9±0.24 4 5

Durability 4.8±0.36 3 5

Total parental
satisfaction score 21±1.56 19 25

Table 3. Parental Satisfaction With
Kinder Krown Restorations

Clinical parameters
measured on 46 teeth No. % or mean

Complete resin retention
(no fracture or wear) 28 61%

Facing fracture

Total resin loss 6 13%

Partial resin loss 5 11%

Interface failure

Resin/resin 9 20%

Resin/metal 2 4%

Wear 7 15%

Color change 9 20%

Gingival inflammation 46 68%=none

Overbite 46 31%

Overjet 46 2.6 mm

Table 2. Facing Fracture and Wear in
Kinder Krown Restorations



394    Shah et al. Pediatric Dentistry – 26:5, 2004Preveneered stainless steel crowns

score greater than 1, showing that wear was limited to less
than the incisal one third of the facing. Examination of any
relationship between the overjet and overbite factors to
clinical fracturing of the resin revealed that an increased
overjet was significantly associated with increased facing
loss (P<.05). Increased overjet also was significantly (P<.05)
associated with the presence of wear, while increased over-
bite was weakly associated (P<.1) with wear.

Of the crowns showing facing failure, 9 (20%)  had resin/
resin failure (leaving the white opaque layer bonded to the
SSC; Figure 1) and 2 (4%) had resin-metal failure (leaving
the SSC surface directly exposed). There was no detectable
change in facing color for 80% of the crowns with intact
facings, while the remaining 20% of crowns with facings had
only minor color deviation. None of the crowns having all
or part of their resin facing present showed evidence of
marked staining or yellowing of the resin. The resin surface
was scored as smooth in 85% of the intact facings and as
having minor roughness in 15%. None of the intact resin
facings showed marked roughness or pitting.

The gingival health around the crowns was optimal in
61% (N=28) of the teeth and showed mild inflammation
characterized by a slight reddening of the tissue in 24%
(N=11) of the teeth. The remaining 15% (N=7) had bleed-
ing spontaneously or on probing, and 6 of these crowns were
present in 1 child with very poor hygiene—as evidenced by
heavy plaque accumulation at the time of examination.

Parental satisfaction

Table 3 presents the data from the parental satisfaction
survey. Overall, the resin-faced SSCs were well accepted
by the 12 parents surveyed. When considering the paren-
tal ratings for appearance, color, shape, size, and durability,
the lowest scores received were for appearance. Parents were
most satisfied with size. Parents showed an overall positive
rating of the crowns with an average total satisfaction score
of 21 (range=19-25; 25-point scale). When the factors as-
sociated with total parental satisfaction with resin-faced
SSCs were explained, the authors found that patient sex
(female), overjet, and overbite were significant and had a
positive relationship in the model (P<.05). Significant clini-
cal factors that had a negative effect on total parental
satisfaction were: (1) facing fractures (P<.05); (2) color
(P<.05); and (3) wear (P<.01).

Discussion
This is only the second known clinical study reporting the
clinical longevity of prefabricated resin-veneered SSCs used
for restoring primary anterior teeth. Previous clinical studies
repeatedly show SSCs to be highly retentive for both ante-
rior and posterior primary teeth.4,16 The present study
confirmed this, with 100% of the SSCs being retained over
an average time period of 1.5 years. This shows that ante-
rior SSCs should be considered as a highly retentive and
protective restorative option for the anterior primary den-
tition. This level of durability makes this treatment

approach a desirable option for treating very young chil-
dren when longevity is critical and/or there is significant
loss of tooth structure potentially compromising less du-
rable treatments.

The loss of the entire facing occurred in 13% of the
crowns, with partial loss due to wear or fracture occurring
in another 26%. In a previous study evaluating Whiter
Biter II crowns, there was a 24% complete facing loss rate
and 32% had lost all or some of the facing. The Kinder
Krowns in the present study performed markedly better
over a similar time period compared with Whiter Biter II
crowns in terms of total facing loss. These later crowns are
no longer commercially available and have been replaced
with the Dura Crown.

In the present study, an increased facing fracture and
wear rate were both significantly related to overjet (P=.05)
and increased overbite was weakly associated with wear
(P<.1). This result supports the presence of a relationship
between occlusion and the integrity of resin facings that
was reported in a previous study of Whiter Biter II crowns
that also showed overjet was significantly associated with
fracturing and overbite was weakly associated with in-
creased fracturing.

Both of these studies suggest that the resin-veneered
crown’s anterior positioning is an important risk factor for
facing fracture. Collectively, these studies suggest that clini-
cians should expect a potentially greater failure rate of
preveneered resin facings in children with increased overjet.

The presence of substantial wear on the maxillary pri-
mary incisors is not considered abnormal. Therefore, it is
not surprising that restorations covering these teeth would
also exhibit some degree of wear.17 Although numerous
crowns showed some incisal wear (15%), wear was limited
to the incisal one third and, in most cases, was character-
ized by only minimal resin loss.

Similarly, the Kinder Krowns showed good color stabil-
ity, with only 20% of the crowns having minor color
deviation from the original crown and none showing marked
discoloration. The crowns showing minor color deviation
had a clinical life of greater than 24 months, while those
present for less than 2 years showed no color change. Most
primary anterior restorations will have a life expectancy of 3
to 4 years prior to exfoliation, suggesting that the level of
wear and degree of color stability observed in the Kinder
Krown restorations in this study would be acceptable.10,18

Parental satisfaction with the Kinder Krowns was found
to be excellent and slightly higher than that reported for the
Whiter Biter II crowns. The mean parental ratings for the
shape and size were 4.8 and 4.9 for Kinder Krowns, com-
pared with 4.3 and 4.2, respectively, for Whiter Biter II
crowns. Those Kinder Krowns having total or partial facing
loss most often failed between the resin and the opaque layer
used to mask the metal color, leaving the restoration an
opaque white color. The fact that the crowns suffering from
facing loss still appeared white could, at least partially, ac-
count for the improved parental satisfaction with Kinder
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Krowns, compared with that reported previously for Whiter
Biter II crowns. Mean parental satisfaction was highest for
size and lowest for appearance. Not surprisingly, the resin
fracturing, color change and wear were significantly associ-
ated with more negative parental satisfaction.

Clinical evaluation of the success and parental satisfac-
tion with the Kinder Krown resin-faced SSCs revealed this
restoration to:

1. be highly retentive;
2. have a better facing retention rate than previously

studied crowns;
3. be well accepted by parents.

Taken together, these findings show that Kinder Krown
restorations are reliable for protecting the tooth and pro-
viding a good level of esthetics. Parents, however, should
still be advised of the possibility of facing loss when dis-
cussing treatment options for anterior primary tooth
restorations.

Conclusions
1. Kinder Krowns performed well over an average of 1 1/2

years, with 100% of the crowns being retained despite the
inability to modify or crimp the facial cervical margin.

2. Resin facings were completely lost in 13% of the
crowns, with most of these restorations remaining
white due to the presence of the resin opaque.

3. Facing failure was significantly associated with an in-
creased overjet.

4. Parental satisfaction with the appearance, color, shape,
and size of the Kinder Krowns restorations was very high.

References

1. Vargas C, Crall J, Schneider D. Sociodemographic
distribution of pediatric dental caries: NHANES III,
1988-1994. J Am Dent Assoc. 1998;129:1229-1238.

2. Warren J, Levy S, Kanellis M. Dental caries in the primary
dentition: Assessing prevalence of cavitated and
noncavitated lesions. J Pub Health Dent. 2002;62:109-114.

3. Waggoner WF. Restoring primary anterior teeth.
Pediatr Dent. 2002;24:511-516.

4. Roberts C, Lee JY, Wright JT. Clinical evaluation of
and parental satisfaction with resin-faced stainless steel
crowns. Pediatr Dent. 2001;23:28-31.

5. Judd PL, Casas MJ. Psychosocial perceptions of premature
tooth loss in children. Ont Dent. 1995;72:16-18,20,22-27.

6. Weinberger S. Treatment modalities for primary in-
cisors. J Can Dent Assoc. 1989;55:807-812.

7. Lee JK. Restoration of primary anterior teeth: Review
of the literature. Pediatr Dent. 2002;24:506-510.

8. Webber D, Epstein N, Tsamtsouris A. A method of restor-
ing primary anterior teeth with the aid of a celluloid crown
form and composite resins. Pediatr Dent. 1979;1:244-246.

9. Tate AR, Ng MW, Needleman HL, Acs G. Failure
rates of restorative procedures following dental reha-
bilitation under general anesthesia. Pediatr Dent.
2002;24:69-71.

10. Kupietzky A, Waggoner WF, Galea J. The clinical and ra-
diographic success of bonded resin composite strip crowns
for primary incisors. Pediatr Dent. 2003;25:577-581.

11. Helpin M. The open-faced steel crown restoration in
children. J Dent Child. 1983;50:34-38.

12. Baker LH, Moon P, Mourino AP. Retention of es-
thetic veneers on primary stainless steel crowns. J Dent
Child. 1996;63:185-189.

13. Waggoner WF. Failure strength of four veneered pri-
mary stainless steel crowns. Pediatr Dent.
1995;17:36-40.

14. Loe N, Silness J. Periodontal disease in pregnancy. 1.
Prevalence and severity. Acta Odontol Scand.
1963;21:553-551.

15. Gujarati DM. Basic Econometrics. 3rd ed. New York,
NY: McGraw-Hill Inc; 1995.

16. Seale NS. The use of stainless steel crowns. Pediatr
Dent. 2002;24:501-505.

17. Warren JJ, Yonezu T, Bishara SE. Tooth wear pat-
terns in the deciduous dentition. Am J Orthod
Dentofacial Orthop. 2002;122:614-618.

18. Sheller B, Williams BJ, Hays K, Mancl L. Reasons for
repeat dental treatment under general anesthesia for
the healthy child. Pediatr Dent. 2003;25:546-552.



<<
  /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 /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /SyntheticBoldness 1.00
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveEPSInfo true
  /PreserveHalftoneInfo true
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile (None)
  /AlwaysEmbed [ true
    /Arial-Black
    /Arial-BoldItalicMT
    /Arial-BoldMT
    /Arial-ItalicMT
    /ArialMT
    /CenturyGothic
    /CenturyGothic-Bold
    /CenturyGothic-BoldItalic
    /CenturyGothic-Italic
    /ComicSansMS
    /ComicSansMS-Bold
    /CopperplateGothic-Bold
    /CopperplateGothic-Light
    /CurlzMT
    /EdwardianScriptITC
    /Impact
    /LucidaHandwriting-Italic
    /MonotypeSorts
    /Tahoma
    /Tahoma-Bold
    /TimesNewRomanPS-BoldItalicMT
    /TimesNewRomanPS-BoldMT
    /TimesNewRomanPS-ItalicMT
    /TimesNewRomanPSMT
    /Verdana
    /Verdana-Bold
    /Verdana-BoldItalic
    /Verdana-Italic
    /Wingdings
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /DownsampleColorImages false
  /ColorImageDownsampleType /Average
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageDownsampleThreshold 1.10000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.25
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.25
    /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
  /DownsampleGrayImages false
  /GrayImageDownsampleType /Average
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageDownsampleThreshold 1.10000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.25
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.25
    /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
  /DownsampleMonoImages false
  /MonoImageDownsampleType /Average
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.10000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /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 (None)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /Description <<
    /ENU <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [864.000 1296.000]
>> setpagedevice


