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Unroofed coronary sinus

Nekryty koronarny sinus (UCS) predstavuje najvzacnejsi typ defektu predsienového septa s incidenciou me-
nej ako 1 % zo vietkych defektov predsiefiového septa, alebo menej ako 0,1 % zo vietkych vrodenych chyb
srdca.
Kazuistika popisuje pripad 57-rocného pacienta, u ktorého bola symptomatoldgia pritomna Styri roky pred
spravnym stanovenim diagnézy. Pacient udaval dlhodobo dychavi¢nost, bolesti na hrudniku a v poslednom
obdobi bola dokumentovand pritomnost fibrilacie predsieni. Diagn6za UCS bola urcend na zéklade pravo-
strannej katetrizacie srdca, echokardiografie a pocitaovej tomografie. Pacient podstupil chirurgicky vykon.
Vykonana bola okluzia defektu s redirekciou koronarneho sinu do lavej predsiene.
UCS je v 75 % pripadov spojeny s pritomnostou dalSej vrodenej malformécie srdca, najcastejsie s perzisten-
ciou lavostrannej hornej dutej Zzily. Pre izolovany UCS je prekrytie zaplatou zo strany pravej predsiene po-
stacujucou chirurgickou metédou s dobrymi dlhodobymi vysledkami. Pritomnost perzistentnej lavostrannej
hornej dutej Zily vyzaduje technicky ndrocnejsiu operaciu s okluziou defektu zo strany lavej predsiene, alebo
s redirekciou lavostrannej hornej dutej zily do pravej predsiene.

© 2020, CKS.

ABSTRACT

Unroofed coronary sinus (UCS) represents the rarest type of atrial septal defect, with incidence less than 1%
of all atrial septal defects, or less than 0.1% of all congenital heart anomalies.

A case report of a 57-year-old man with four years of misdiagnosed UCS is presented. The patient showed
dyspnoea, angina pectoris, and a new onset of atrial fibrillation. The diagnosis of UCS was finally established
on the basis of right-sided cardiac catheterization, echocardiography, and computer tomography. Defect
roofing with redirection of the coronary sinus into the left atrium was performed.

UCS is in 75% of cases associated with other heart anomalies, especially persistent left superior vena cava.
For isolated UCS, closing via the path from the side of right atrium is sufficient therapy with good long-term
results. Persistence of left superior vena cava requires a technically serious occlusion of the defect from the
left atrium or a redirection of the persistent vein itself.

Background

clinical manifestation, but different embryological aetio-
logy, including primary and secondary ASD, inferior and

The incidence of atrial septal defect (ASD) is 3.8 per 10,000
new-borns, corresponding to 5.9% of all cases of diagno-
sed congenital heart diseases (CHD)." Thus, ASD is among
the most commonly recognized CHD presenting in adul-
thood. There are five types of ASD with very analogous

superior venous septal defect and coronary sinus (CS) de-
fect (Fig. 1).23 CS atrial septal defect, so-called unroofed
CS (UCS), represents the rarest type of ASD, with incidence
less than 1% of all ASD, or less than 0.1% of all CHD.?
During 8 weeks in the embryo, the left anterior cardinal
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Fig. 1 - (A) Sketch of localization of atrial septal defects (CSD - coro-
nary sinus defect; InfSV - inferior venous septal defect; PASD - pri-
mary atrial septum defect; SASD - secondary atrial septum defect;
SupSV - superior venous septal defect); (B-D) anatomy of coronary
sinus defect subtypes (B - Type | and Il - completely unroofed co-
ronary sinus, Type | - with persistent left superior vena cava, Type
Il - without left superior vena cava; C - Type Ill - partially unroofed
midportion of the coronary sinus; D - Type IV - partially unroofed
terminal portion of the coronary sinus) (CS - coronary sinus; MV -
mitral valve; TV - tricuspid valve).

vein degenerates to the ligamentum of Marshall.* UCS
is caused by a defect in the embryonic left-arteriove-
nous folds forming the wall between the CS and the left
atrium.® It is in 75% of cases associated with persistent
left superior vena cava (LSVC) and less often other CHD,
including primary ASD, inferior venous septal defect and
complex CHD.>¢ Anatomically, this diagnosis includes a
small or large, single or multiple hole between the atri-
ums in the localization of CS and also an unroofed wall
of the very CS with the left atrium — CS communication.?
Kouchoukos et al. defined four types of UCS, including
complete UCS with persistent LSVC (Type 1), complete UCS
without LSVC (Type Il), a partially unroofed midportion
of the CS (Type Ill) and a partially unroofed terminal por-
tion of the CS (Type IV), whereas the borders between
the types are not strictly defined (Fig. 1).%’ The third and
fourth types can also be associated with persistent LSVC.

Case report

A 57-year-old man with dyspnoea, angina pectoris and
new onset of atrial fibrillation was admitted to the De-
partment of Cardiology at our institution. During the last
four years the patient had undergone recurring hospitali-
zation because of analogous symptoms and suspicion for
ASD, acute coronary syndrome and right atrial thrombus.
Transthoracic (TTE) and transoesophageal echocardiogra-
phy (TEE) were repeatedly performed with conclusion of
no ASD. Coronarography did not show any stenosis in the
coronary arteries.

TTE showed a nondilated left ventricle with normal
systolic function (left ventricular ejection fraction of
55%), dilated left and right atrium (area of 28 cm? and
37 cm? respective in apical four chamber view), dilated
right ventricle with normal systolic function (tricuspid an-
nular plane systolic excursion 21 mm), mild mitral valve
regurgitation, significant tricuspid valve regurgitation,
pulmonary artery systolic pressure (PASP) of 45 mmHg
and suspicion of UCS. TEE confirmed the presence of ASD
in localization between the inferior vena cava and atrio-
ventricular junction with a left-to-right shunt and a diam-
eter of 24 mm (Fig. 2). Coronarography excluded signifi-
cant coronary artery stenosis. Right-heart catheterization
showed the following oxygen saturation: upper part of
right atrium at the entrance of the vena cava superior
—52.7%; middle of the right atrium - 82.5%, distal part
of the right atrium - 83.1% and the inferior vena cava -
66.8%, with conclusion of the ASD with Qp/Qs: 3.47 (Fig.
3). Computer tomography (CT) did not showed persistent
LSVC and showed dilated UCS with a diameter of 29 mm
and communication between the CS and left atrium with
a diameter of 24 mm (Fig. 3). Surgical intervention was
indicated due to UCS.

-3dB / MI: 0.16 / TIS: 0.51
Cardiac / TEE / V&M

Lens Temp: 39.3°C

. = 53 fps / 140 mm

36 bpm / General

k £ i) D
6.0MHz /5 dB

TEQ: 1/ Offset: 0 dB

DR: 67 dB

1 Distance = 2.42 cm

C\“ 4

15 vps / 140 mm
117 bpm / General
—4D—

4.5MHz

2dB
TEQ: 3/ Offset: -1 dB
DR: 63 dB

Fig. 2 - (A) TEE in the bicaval projection showing the defect of
interatrial septum near to the orifice of the inferior vena cava;
(B) 3D TEE picture of the oval defect in down part of the interatrial
septum, under the atrioventricular junction, look from the side of
the left atrium.
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Fig. 3 - (A) Oxygen saturation measured during right heart cathete-
rization and anatomy of the unroofed coronary sinus; (B) computer
tomography of the dilated coronary sinus and physiologic right su-
perior vena cava.

complications, indication for UCS repair is established
when an anomaly is confirmed.* Symptoms can include
emboly to the whole body, including the brain with st-
roke. In general, it is not possible to diagnose UCS accor-
ding to the symptomatology only. This diagnosis should
be suspected, if a left-to-right interatrial shunt or unex-
plained arterial oxygen desaturation or cerebral compli-
cations are presented.® In correlation with the presented
case report, more authors state that diagnosis of UCS is
very incommodious.® TTE is the widely applied first choi-
ce, but deep structure, such as right pulmonary vein and
CS, and its relationships with the left atrium are not ea-
sily delineated.® On a parasternal long-axis view, a round
structure in the posterior-left atrioventricular groove can
be a dilated CS.> CS can be visualized with difficulty when
the left atrium is enlarged due to other associated cardiac
abnormalities.>* TEE, magnetic resonance imaging (MRI)
and three-dimensional echocardiography are more useful
for showing this anatomical localization.>¢ CT also offers
the mapping of this structure.® Some authors point to
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Fig. 4 - Perioperative picture (A): top of Kelly curved forceps points to the left atrium; (B): defect and coronary sinus ostium covered by

a pericardial patch; (C): annuloplasty of tricuspid valve.

Standard mid-sternotomy was performed. Afterwards,
a cardiopulmonary bypass (CPB) was established in the
standard fashion, and the heart was arrested using an an-
terograde intermittent cold blood cardioplegia. The right
atrium of the heart was opened (Fig. 4). ASD was cov-
ered by using an autologous patch with derivation of the
CS into the left atrium, and annuloplasty of the tricuspid
valve was performed (Fig. 4). Duration of the CPB was 87
minutes and aortic clamp time was 52 minutes. The early
post-operative period was uneventful. The patient was
discharged on the ninth day after surgery.

Discussion

Symptomatology of the UCS ranges from absolutely asym-
ptomatic diagnosis, which is diagnosed during necropsy,
to symptoms of right-sided heart failure from right heart
overload.®* Management is dependent on the relevancy of
symptoms and varies from conservative therapy to acu-
te surgery.® In consideration of deleterious neurological

the fact that the use of new diagnostic methods implies
that UCS may not be as rare as is assumed.* The presen-
ted case shows the repeated misguided negation by TEE
of any ASD present. Otherwise, TTE was the first method
showing ASD, with very specific definition of the UCS pre-
sent. Subsequent perplexities in ASD presence were com-
pleted only by right heart catheterization and confirmati-
on of the presence of a left-to-right shunt. Bonardy et al.
emphasize that anomalous systemic venous return should
cause suspicion of UCS presence.® On the other hand, the
presented work and some other authors present UCS wi-
thout persistent LSVC.> The difficulty of diagnosing UCS
is also documented by the fact that in only two-thirds of
cases is the exact location determined prior to surgery.*
Most commonly the CS drains 75% of cardiac venous
circulation into the right atrium.® The LSVS does not re-
gress in 0.5% of the general population and in the 3-10%
of patients with some form of CHD.® A complex of per-
sistent LSVC and UCS represents 75% of all UCS and is
known as Raghib syndrome.>®° The large orifice of the
coronary sinus in the terrain of UCS and persistent LSVC
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can lead especially to very close localization of the coro-
nary sinus ostium margin and the atrioventricular node.
The atrioventricular node may be situated on the an-
tero-superior margin of the CS.2 UCS cannot commonly
be treated percutaneously because of the proximity of
the surrounding structures, and thus surgical repair with
patch closure is performed. If the LSVC is not persistent,
many authors recommend defect closure, leaving the CS
opening in the left atrium.>® Moreover, this may be ad-
vantageous for cases of right-heart failure and pulmo-
nary hypertension.” CS flow represents only 4-5% of cir-
culation and should not affect circulation or cyanosis.? In
the field of persistent LSVC, the defect needs to be closed
from the side of left atrium strictly in the unroofed part,
which maintains drainage of the venous blood from the
upper part of the body to the right atrium. Another pos-
sibility for this is redirection of the LSVC to the auricula
of the right atrium through the transverse sinus with
conventional ASD treatment.*® Redirection of persistent
LSVC to the left pulmonary artery in the absence of pul-
monary hypertension has also been described.* Zaikokuji
et al. present surgery of UCS using a minimally invasive
approach and peripheral CPB cannulation. UCS was re-
paired through the left atrium using a fresh pericardial
patch. The use of a minimally invasive technique led to
the prolongation of CPB time and aortic clamp time to
290 and 216 minutes.' Additionally, Bozso et al. in 2016
presented this surgery in a 49-year-old woman trough
periareolar incision."

Conclusion

Unroofed coronary sinus is an extremely rare heart con-
genital anomaly. Due to its localization on the posterior
wall of the heart, diagnosis of this defect is very difficult.
It is most often based on transoesophageal echocardio-
graphy, computer tomography, and magnetic resonan-
ce imaging. Proving the left-to-right interatrial shunt by
right heart catheterization with the exclusion of other

types of atrial septal defects can indicate the presence of
just an unroofed coronary sinus. If the unroofed coronary
sinus is not associated with other heart anomalies, especi-
ally persistent left superior vena cava, closing by the path
from the side of right atrium is sufficient therapy with
good long-term results. Persistence of the left superior
vena cava requires a technically serious occlusion of the
defect from the left atrium.

References

1. Toporcer T, Kolesar A, Ledecky L, et al. Late infective
endocarditis of an Amplatzer atrial septal device twelve years
after implantation. Cor Vasa 2018;60:e174-e178.

2. Xie MX, Yang YL, Cheng TO, et al. Coronary sinus septal defect
(unroofed coronary sinus): echocardiographic diagnosis and
surgical treatment. Int J Cardiol 2013;168:1258-1263.

3. Naqvi N, McCarthy KP, Ho SY Anatomy of the atrial septum and
interatrial communications. J Thorac Dis 2018;10:52837-52847.

4. ChenC, XuL, XuY, et al. Unroofed Coronary Sinus Syndrome:
An Easily Corrected Congenital Anomaly But More Diagnostic
Suspicion Is Needed. Heart Lung Circ 2018;27:731-738.

5. Quadros SD, Pavithran S, Agrawal R, et al. Coronary sinus atrial
septal defect without persistent left superior vena cava: Three-
dimensional imaging of a rare defect. Ann Pediatr Cardiol
2018;11:103-105.

6. Bonardi M, Valentini A, Camporotondo R Unroofed coronary
sinus and persistent left superior vena cava: A case report. J
Ultrasound 2012;15:179-182.

7. Kouchoukos NT, Blackstone EH, Hanley FL, et al. Kirklin/
Barratt-Boyes Cardiac Surgery. Philadelphia: Saunders,
2013:2256.

8. Muthialu N, Fajardo D, Sullivan ID, et al. Repair of Persistent
Left Superior Vena Cava to Unroofed Coronary Sinus Defect by
Retro-Aortic Implantation (Modified Warden Type Procedure).
J Card Surg 2016;31:103-105.

9. Rao PS, Harris AD. Recent advances in managing septal
defects: ventricular septal defects and atrioventricular septal
defects. F1000Res. 2018;7:F1000 Faculty Rev-498.

10. Zaikokuji K, Sawazaki M, Tomari S, et al. Total endoscopic
repair of unroofed coronary sinus syndrome via right mini-
thoracotomy. Gen Thorac Cardiovasc Surg 2017;65:206-208.

11. Bozso SJ, Grant A, Iglesias |, et al. Minimally Invasive
Periareolar Approach to Unroofed Coronary Sinus Atrial Septal
Defect Repair. Ann Thorac Surg 2016;102:e223-e225.




<<
  /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


