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OBJECTIVE    To analyze the risk factors and infl uence of various 
treatments on the prognosis of non-Hodgkin’s lymphoma (NHL). 
METHODS    Clinical data of 92 patients with NHL from our 
hospital were retrospectively reviewed. Kaplan-Meier statistics 
were used to analyze the differences in survival times of the 
patients receiving various treatments. Cox regression model was 
employed for analyzing the prognostic factors. 
RESULTS    Among our patients, the 2 and 5-year disease-free 
survivals (DFS) were respectively 68% and 51%. The 5-year 
cancer-specific survival (CSS) was 55%. Mono-factorial analysis 
showed that the main independent prognostic factors included 
Ann Arbor Staging, B symptoms, lactate dehydrogenase (LDH), 
the international prognostic index (IPI) and age. Concerning the 
IPI, the 5-year CSS for the low-risk factors (0~1), lower-moderate 
risk (2), higher-moderate (3) and high-risk (4~5) were respectively 
60%, 62%, 42% and 33%. Analysis of the prognoses, based on 
treatment of the patients with different stages, was as follows: 
the 5-year survival rates of the Stage-I and II patients, receiving 
surgery or chemotherapy alone, or a combined therapy, were 
respectively 19%, 72% and 68%, showing that the survival rates 
of the group with a combined therapy and the chemotherapy 
alone were superior to the group with surgery alone; the 5-year 
survival rates of the Stage-III and IV patients, receiving surgery 
or chemotherapy alone or a combined therapy, were respectively 
50%, 35% and 60%, indicating that the survival rate of the group 
with a combined therapy was superior compared to the group 
with chemotherapy alone. 
CONCLUSION     Long-term survival of non-Hodgkin’
s lymphoma patients is closely related with multiple factors. 
Rational detection and assessment of the risk factors may prolong 
the living time of the patients. Different methods of treatment 
can influence the patient’s prognosis. Correct evaluation of the 
prognostic factors, and rational and eff ective therapy can prolong 
the patient’s survival. 
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Introduction

Non-Hodgkin lymphoma (NHL), which originates from the lymph 
tissue, is a malignant tumor that displays an extremely rapid infi ltra-
tion and dissemination. Biological behavior and treatment methods 
vary greatly for the lymphomas of different types. Therefore assess-
ment of the prognostic factors before treatment is crucial in working 
out and designing a reasonable and effective treatment plan. In this 
study, the infl uence of various risk factors on the prognosis and the 
signifi cance of different treatment methods on the prognosis were in-
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vestigated via a retrospective analysis and examination 
of NHL cases treated during the past years. 

Material and Methods

General data 
A total of 92 NHL cases from our hospital, during a pe-
riod from January 1998 to December 2004, were collect-
ed, all of which were pathologically confi rmed. Among 
all the patients, 59 were males and 33 females. Twenty-
seven patients had an age of  ≥ 60 years. General symp-
toms occurred in 56 patients (emaciation, night sweats, 
fever). 

Clinical stages
Based on the Ann Arbor Staging, there were 14 cases 
with Stage-I NHL, 22 with Stage-II, 13 with Stage-III 
and 43 with Stage-IV. Upon admission, lymphatic in-
fi ltration was found in 64 of the total cases, and distant 
infiltration of one or more extra-lymphatic organs was 
found in 46 cases. 

International prognosis index (IPI)
Scoring of the preliminary diagnosis was conducted 
based on 5 risk factors, i.e. the age (> 60 years), Ann Ar-
bor Staging (Stage-I to IV), Performance Status Scoring 
(Ps ≥ 2), encroachment of multiple extra-lymphatic or-
gans (> 1) and serum LDH level (≥ 500 IU/L). Each fac-
tor makes up one score, and grouping was carried out as 
follows: the low risk group (0~1 factor), lower-moderate 

risk group (2 factors), higher -moderate risk (3 factors) 
and high-risk group (4~5 factors). 

Treatment
Twenty-one patients with extra-lymphatic lesions re-
ceived simple surgery, and the other 25 patients with 
extra-lymphatic involvement received chemotherapy 
alone. The combined chemotherapy regimen usually in-
cluded CHOP (CTX 650 mg/m2, i.v. drip infusion at d 1; 
ADM 30 mg/m2, drip infusion at d 1; VCR 1.4 mg/m2, 
drip infusion at d 1; and prednisone 60 mg/m2, oral ad-
ministration during a period from d 1 to d 5), and CHOP 
plus Vpl6 treatment (i.e., the above regimen plus Vp60 
mg/m2, with drip infusion in a period from d 1 to d 3). 
Forty-six patients without extra-lymphatic involvement 
received the combined therapeutic regimen, among 
which 5 also received a peripheral blood stem cell trans-
plantation, following a complete remission as a result 
from the combined chemotherapy. 

Statistical analysis 
The overall survival time (OS) meant the period from 
the date of initial treatment to the date of death, final 
follow-up or deadline of observation. In our study, the 
observation deadline was August 10, 2005, and the main 
follow-up method was a follow-up visit by telephone. 
The Kaplan-Meier method was employed for calculating 
the survival rate, and Cox regression analysis was used 
to observe the effect of various clinical factors on the 
prognosis. 

Table 1. Relationship between the 5 factors of 92 cases with NHL and the prognosis. 

Characteristic Cases
Survival rate (%)

P*

2-year 3-year 5-year 

Sex

   Male 59 57 40 21
 > 0.05

   Fenale 33 60.6 49 23.5

Age, years 

   < 60 65 62 52 31.5
< 0.05

   ≥ 60 27 31 26 10.8

Stage

    I~II 36 59 53 28
< 0.05

  III~IV 56 46 33 13

General symptoms 

    B 56 47 38 18
< 0.05

    A 36 58 49 32

Extra-lymphatic involvement 

    Yes 46 57 44 27
> 0.05

    No 46 52 48 23.6

LDH

    ≥ 500 31 51 36 20.5
< 0.05

    < 500 61 59 49 37

*P values relate to the 5-year survival rates. 
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Fig.4. Treatment method and survival rate of Stage-III and IV patients. 

Table 2. IPI and survival rate. 

Scoring Cases
Survival rate (%)

P 
2-year 3-year 5-year 

0~1 30 62 57 44 < 0.05

2 17 60 37 36

3 20 51 31 21

4~5 25 36 26 17

P values relate to the 5-year survival rates. 

Table 3. Treatment method and survival rate of 
Stage-I and II patients. 

Group Cases
Survival rate (%)

P
2-year 5-year

Chemotherapy alone 8 87.5 58.3 < 0.05

Surgery alone 12 27.8 0

Combined chemotherapy 16 71.4 42.9

P values relate to the 5-year survival rates. 
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Table 4. Treatment method and survival rate of 
Stage-III and IV patients. 

Group Cases
Survival rate (%)

P
2-year 5-year

Chemotherapy alone 28 40.6 15.2 < 0.05

Surgery alone 9 27.8 13.9

Combined chemotherapy 19 64.5 25.8

P values relate to the 5-year survival rates. 

Fig.1.  Ann Arbor Staging and survival rate. Fig.2. IPI and survival rate. 

Fig.3. Treatment method and survival rate of Stage-I and II patients. 

Results

Survival rate
There were 51 cases of death in our group that displayed 
2 and 5-year overall survival rates of 52.6% and 23.7% 
respectively. For related survival rates associated with 
different prognostic factors, see Table 1. Mono-factorial 
analysis showed that the main prognostic factors of the 
NHL were the Ann Arbor Staging, B symptoms (fer-
vescence, night sweat, emaciation), LDH, IPI and age. 
However, gender and extra-lymphatic involvement were 
not the important factors affecting prognosis, and there 
was no signifi cant difference between the survival rates 
in relation with these factors. 

Staging and prognosis
Ann Arbor Staging was the key factor affecting the 
prognosis. The 2 and 5 year survival rates of Stage-I and 
II patients were respectively 59% and 28%, and those 
for the Stage-III and IV patients were respectively 46% 
and 13% (χ2 = 120.50, P < 0.05), see details in Fig.1. 
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IPI and prognosis 
Concerning the IPI, there were 30 cases with a risk of 
0~1 score, 17 with a risk of 2, 20 with a risk of 3 and 
25 with a risk of 4~5. The 2-year survival rates relat-
ing with these risks were respectively 62%, 60%, 51% 
and 36%, and the related 5-year survival rate were re-
spectively 44%, 36%, 21% and 17%. There were very 
signifi cant differences between the IPI and survival rates 
(χ2 = 27.12, P < 0.05). See details in Table 2 and Fig.2.
 
Treatment method and prognosis of patients with 
different tumor stages 
The 5-year survival rates of all the Stage-I and II pa-
tients, receiving surgery alone, chemotherapy alone and 
combined chemotherapy, were respectively 0%, 58.3% 
and 42.9%. The 5-year survival rates of the Stage-III 
and IV patients receiving the same three treatments were 
13.9%, 15.2% and 25.8% respectively. See Table 3 and 
4, and Fig.3 and 4. 

Multi-factorial analysis
Cox regression analysis included sex, age, Ann Arbor 
Staging, extra-lymphatic involvement, general symp-
toms, LDH and IPI. Of the above mentioned factors, 
the Ann Arbor Staging, B symptoms, LDH, IPI and age 
were considered to be independent prognostic factors. 

Discussion

NHLs are a group of heterogeneous malignant lympho-
mas. Their heterogenicity is mainly in relation to the 
pathological types, immunological phenotype and chro-
mosomal caryotype. Our data show that prognosis of the 
NHL patients is closely correlated with multiple factors, 
which is in accordance with previous reports. Among so 
many factors, some are uncontrollable factors, such as 
gender, age and malignancy etc. Nevertheless some are 
controllable to a certain extent, such as early diagnosis 
and reasonable treatment etc.[1,2] 

Relationship between prognosis of the NHL patients 
and IPI
It was thought, based on many past independent clini-
cal studies[3], that a number of clinical factors would 
affect the prognosis of NHL, including age, the patient’
s physical activity, B symptoms, encroachment of mul-
tiple extra-lymphatic organs, invasion of bone marrow, 
Ann Arbor Staging, and the blood LDH level. From the 
data of our group, the Cox regression analysis indicated 
that the Ann Arbor Staging, B symptoms, LDH and age 
were independent prognostic factors. Gender and extra-
lymphatic involvement had no relation with the progno-
sis. In the appraisement of NHL prognosis using IPI, the 
extra-lymphatic involvement of more than 1 score was 
one of the criteria. Although, based on our data, extra-
lymphatic lesions had no relation with the prognosis, but 

it might relate to the lack of data and incomplete auxil-
iary examinations of some of the patients. 
    The NHL IPI group, after a multi-factorial analysis of 
2000 plus cases who received adriamycin as the cardi-
nal regimen, used the above mentioned factors to draw 
the conclusion that 5 factors, i.e. the age (of more than 
60 years), Ann Arbor Staging (Stage-III and IV), per-
formance status scoring (Ps ≥ 2), invasion of multiple 
extra-lymphatic organs (> 1) and serous LDH level (≥  
500 IU/L), were the major prognostic factors, and were 
called the NHL IPI. Based on the IPI, lymphoma cases 
were divided into low-risk, middle-lower risk, middle-
higher risk and high-risk groups. The grouping played a 
defi nite role in prediction of the patient’s prognosis. Our 
fi ndings showed that, based on the NHL IPI grouping, 
the 5-year survival rates of the low-risk, middle-lower 
risk, middle-higher risk and high-risk patients from the 
92 NHL cases were respectively 44%, 36%, 32% and 
17%. The survival rates gradually fell off, from the low-
risk to high-risk groups, showing a statistically signifi -
cant difference (P < 0.05). In the cases receiving the IPI 
investigations conducted by international NHL groups, 
the 5-year survival rate of the patients from the middle-
lower risk group was 51%, and the 5-year survival rates 
of the patients from the middle-higher risk and high-risk 
groups were 43% and 26% respectively. The survival 
rates of the patients from the middle-higher risk and 
high-risk groups were especially low, which were simi-
lar to the findings of the IPI group. Therefore, the IPI 
appraisement of the first-visit patients is needed to as-
certain the malignant degree, and to direct the choice of 
treatment plan, thus improving the therapeutic effi cacy. 

Relationship between prognosis of NHL patients and 
the treatment method
NHL is a common malignant tumor, with a year-by-year 
increase in the incidence rate over the past few years. 
Based on the pathological immune typing, most NHL 
cases are of the progressive type, such as the diffuse 
large-cell and the immunoblast types etc. A long-term 
remission may be attained in an approximately 30% or 
40% of progressive-type NHL patients, who at present 
receive a conventional therapy (e.g. CHOP regimen). 
However, failure and relapse after the conventional 
therapy still occurred in about 60%~70% of the patients, 
and the effect of salvage treatment is poor. The key for 
improving the therapeutic efficacy is to identify high 
risk progressive-type NHL cases which have a poor cu-
rative effect with conventional therapy. This will enable 
application of a rational treatment with high intensity[3,4].  
    Concerning the treatment of NHL, it is now accepted 
that the COPP regimen or CHOP combined with inter-
feron, can be used to treat patients with NHL of low po-
tential malignancy, combined  radio-chemotherapy for 
moderate Stage-I and II, and chemotherapy for the Stage 
III and IV NHL patients. The CHOP regimen remains as 
the treatment of choice for moderate NHL patients[5-7]. 
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Our results indicated that the 5-year survival rates of  
the Stage-I and II NHL patients receiving chemotherapy 
alone, surgery alone, and combined therapy were respec-
tively 58.3%, 0% and 42.9% (P < 0.05), and those with 
Stage-III and IV disease who received the three treat-
ment methods were 15.2%, 13.9% and 25.8% (P < 0.05) 
respectively. The 5-year survival rate of the patients 
receiving combined therapy and chemotherapy was su-
perior to that of the patients receiving surgery alone. The 
survival rate of the Stage-I and II patients receiving che-
motherapy alone was superior to that of those patients 
receiving combined therapy. The main reason of this 
difference is that there were many advanced-stage cases 
in the combined-therapy group. The combined therapy 
included the regimen of surgery plus chemotherapy, che-
motherapy plus radiotherapy, and transplantation. After 
complete remission by an induced chemotherapy, high-
dose radio-chemotherapy combined with autogeneic or 
heterogeneic hemopoietic stem cell transplantation can 
markedly raise the long-term survival rate of the initially 
treated patients, who have unfavorable prognostic fac-
tors[8-10]. 
    Based on our study, as soon as the fi nal diagnosis is 
made, a strong and large-dose regimen of combined 
chemotherapy should be applied as early as possible for 
NHL patients who previously had a preliminary diagno-
sis. For the Stage-III and IV NHL patients, a chemother-
apeutic regimen of 6 to 8 courses, or even more, should 
be conducted. Hemopoietic stem cell transplantation of 
Stage-III and IV patients is highly recommended, if the 
physical state of the patients permits. Early performance 
of high-dose chemo-radiotherapy, combined with he-
mopoietic stem cell transplantation, is necessary for the 
lymphoma patients of moderate and high potential ma-
lignancy, and refractoriness. 

References

1 Rueffer U, Josting A,  et al. Non-Hodgkin’s lymphoma 
after primary Hodgkin’s disease in the German Hodg-
kin’s Lymphoma Study Group: Incidence, Treatment, 
and Prognosis. J Clin Oncol 2001; 19: 2026-2035.

2 Xu RH, Jiang WQ, Li YH, et al. Curative effect on ag-
gressive B cell non-Hodgkin′s lymphoma and relevant 
influencing factors of its prognosis, a study of 203 
cases. Zhonghua Yi Xue Za Zhi 2003; 83: 191-194 
(Chinese).

3 Chim CS, Ma SY, Au WY, et al.  Primary nasal natural 
killer cell lymphoma: long-term treatment outcome 
and relationship with the International Prognostic In-
dex. Blood 2004; 103: 216-218.

4 Shi YK. New opinion on clinical treatment of non-
Hodgkin’s lymphoma. Bai Xue Bing-Lin Ba Liu 2001; 
10: 323-324 (Chinese). 

5 Dumoutet C, Mounier N, Munck JN, et al. Factors pre-
dictive of early death in patients receiving high-dose 
CHOP (ACVB regimen) for aggressive non-Hodgekin 
lymphoma: a GELA study. Br J Haematol 2002; 118: 
210-217.

6 Younes A, Preti HA, Hagemeister FB. Paclitaxel plus 
topotecan treatment for patients with relapsed or re-
fractory aggressive non-Hodgkin’s lymphoma. Ann 
Oncol 2001; 12: 923-927. 

7 Narayanasami U, Kanteti R, Morelli J, et al. Random-
ized trial of filgrastim versus chemotherapy and fil-
grastim mobilization of hematopoietic progenitor cells 
for rescue in autologous transplantation. Blood 2001; 
98: 2059-2064. 

8 Liu KY, Lu DP. Clinical analysis of autologous periph-
eral blood stem cell transplantation in 182 patients 
with non-Hodgkin’s lymphoma. Zhonghua Nei Ke Za 
Zhi 2002; 41: 363-366 (Chinese).  

9 Su Y, Zheng HJ, Zhao YH, et al. Clinical effect of au-
tologous peripheral blood stem cell transplantation on 
treatment of refractory malignant lymphoma. Zhong-
guo Zhong Liu Lin Chuang 2001; 28: 835-837 (Chi-
nese). 

10 Huang HQ, Peng YL, Lin XB, et al. Analysis for a long-
term follow-up of CHOP regimen in treating 106 cases 
with peripheral T-cell lymphoma. Ai Zheng 2004; 23: 
1443-1447 (Chinese). 



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated v2 300% \050ECI\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /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 true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /Warning
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /Warning
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 600
  /MonoImageMinResolutionPolicy /Warning
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /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 (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e55464e1a65876863768467e5770b548c62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc666e901a554652d965874ef6768467e5770b548c52175370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA (Utilizzare queste impostazioni per creare documenti Adobe PDF adatti per visualizzare e stampare documenti aziendali in modo affidabile. I documenti PDF creati possono essere aperti con Acrobat e Adobe Reader 5.0 e versioni successive.)
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020be44c988b2c8c2a40020bb38c11cb97c0020c548c815c801c73cb85c0020bcf4ace00020c778c1c4d558b2940020b3700020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken waarmee zakelijke documenten betrouwbaar kunnen worden weergegeven en afgedrukt. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.276 841.890]
>> setpagedevice


